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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hotpital  and  Clinic  Building  Sanitarium  Main  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine- hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 


Address  all  communications  to  S.  A.  Munford,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 
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Fifty  years  of  service  is,  in  itself,  worthy  of  honor.  The  New  York  State 
Journal  of  Medicine  demonstrates  how  a half  century  of  medical 
journalism  can  be  distinguished  by  outstanding  achievements  for  the 
profession.  THE  AMERICAN  JOURNAL  OF  MEDICINE,  a comparative 
youngster  of  five  years  in  medical  publishing,  respectfully  congratulates 
its  older  colleague  of  fifty  for  helping  to  accelerate  the  progress 
of  medicine  through  distinguished  journalism. 


The  American  Journal  of  Medicine  has  good  reason  to  emulate 
a record  of  high  achievement  in  medical  publishing.  Top  national 
medical  authorities  comprise  the  editorial  board.  Physician-readers 
receive  among  many  special  features,  two  symposia  yearly,  twelve  to 
fourteen  timely  seminars  and  twenty  hospital  staff  conferences — 
plus  abstracts  of  three  clinical  investigation  society  reports. 

We  like  the  intimate  way  that  many  of  our  30,000  physician-readers 
refer  to  THE  AMERICAN  JOURNAL  OF  MEDICINE  as  "the  green 
journal."  It  suggests  the  reader-following  which  this  magazine  has 
engendered.  Your  subscription  of  $12  ($14  in  Canada)  will 
reward  you  with  your  most  balanced  national  medical  journal 
for  authoritative  and  timely  content. 
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AN  IDEAL  B COMPLEX  PRESCRIPTION  VEHICLE 


FOR  INFANTS  OR  ADULTS 


An  excellent  prescription  ingredient,  White’s  Multi-Beta  Liquid 
enhances  the  prescription  with  substantial  amounts  of  vitamin  B 
factors  contained  in  small  unit  volume. 

White’s  Multi-Beta  Liquid  is  compatible  with — 

Tincture  Nux  Vomica,  equal  parts 
Elixir  Phenobarbital,  1 to  4 parts 
Mol-Iron  Liquid,  1 to  8 parts 


'/tfiiled  MULTI-BETA”  LIQUID 


PALATABLE  . . . NON-ALCOHOLIC  . . . STABLE 


each  cc. 

FORMULA:  (approx.  20  drops) 

contains: 

each  teaspoonful 
(4  cc.) 
contains: 

Thiamine  Hydrochloride,  U.S.P. 

2.5  mg. 

10.0  mg. 

Riboflavin 

0.5  mg. 

2.0  mg. 

Pyridoxine  Hydrochloride 

0.15  mg. 

0.6  mg. 

Calcium  Pantothenate 

0.2  mg. 

0.8  mg. 

Nicotinamide 

10.0  mg. 

40.0  mg. 
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TRADE  MARK 


PURE  CRYSTALLINE  VITAMIN  B«  U.S.P. 

Tablets  contain  no  concentrates  or 
other  supplementation.  Fully  potent 

by  Oral  Administration 

Promotes  growth  of  infants  and  children 
Stimulates  appetite 
Promotes  vigor  and  alertness 

microgram  Tablets  . Dosage 

™ 2 Tablets  a day 

U-M-A 

INCORPORATED  Literature  on  request 
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Trove  rt 


(INVERT  SUGAR,  BAXTER) 


metabolized  at  twice  the  rate  of  DEXTROSE 


Travert®  (invert  sugar,  Baxter) 
is  another  successful  Baxter  first — a 
new  line  of  solutions  capable  of  sup- 
plying twice  the  calories  of  dextrose 
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at  twice  the  rate  of  dextrose,  it  is  now 
possible  and  practical  to  approach  com- 
plete carbohydrate  alimentation. 
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available:  10%  Invert  Sugar  w/v  in 
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Travert®  solutions  are  sterile, 
crystal-clear  and  non-pyrogenic. 

Write  today  for  literature  and  com- 
plete information. 
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analysis  set 
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Optional  Tablet  Refill 


Sealed  in  Foil  (illustrated) 

or  Bottle  of  36 


• complete  • compact 

• clinically  dependable 
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The  attractive  new  plastic  case,  hardly  larger 
than  a cigarette  package,  includes  complete  facilities 
for  urine-sugardetect  ion.  Your  diabetic  patients,  long 
accustomed  to  depend  upon  the  rapidity,  accuracy 
and  convenience  of  Clirtitest  (Brand)  Reagent  Tab- 
lets, will  find  the  new  Universal  Model  (No.  2155), 
with  optional  tablet  refills,  handier  than  ever. 

Clinitest,  reg.  trademark 
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CLINITEST  Urine-sugar  Analysis  Set 
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Contents: 

10  CLINITEST  (Brand)  Reagent  Tablets 
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FAST  ACTING 


In  its  fast  acting  control  of  hemorrhage,  KOAGAMIN  affords  a clearer 
field  for  surgery.  It  reduces  bleeding  in  minutes,  regardless  of  the 
cause,  while  Vitamin  K,  slower  in  action,  is  indicated  only  where 
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THERAPEUTICALLY 
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Comprehensive  dosage  chart  and  literature  on  request 
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VALOCTIN  TABLETS 


tension  and  migraine  headaches  - spastic  dysmenorrhea 
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with  accompanying  nervousness.  5-grain  tablets. 

_ . , Oetin  1 Gr. 
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Also  provides 
quick,  local 
relief  of  pain 
and  itching 


WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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BREWER  & COMPANY  INC.  « 

an  old  New  England 
establishment 

SERVING  THE  MEDICAL  PROFESSION 

for  almost 

100  YEARS 

takes  a great  pleasure 
in  extending  hearty 

CONGRATULATIONS 

to  the 

NEW  YORK  STATE 
JOURNAL  of  MEDICINE 

on  its 

50TH  ANNIVERSARY 

t 


V 


With  the  start  of 
a New  Year,  we  are 
pleased  to  submit 
another  BREWER'_ 
"first”  in  effective 
pharmaceuticals 
as  described  on  the 
facing  page 
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Q.S. 


is  now  possible 

FOR  LARGE  DOSAGE 
OF  ASPIRIN... 


THE  FIRST  CLINICALLY  PROVEN 
ENTERIC-COATED  ASPIRIN 


ASfERIC 


(5  gr.  enteric-coated  Aspirin)  Allows  Greater  Dosages — 
40,  50,  60,  70  or  more  grains  daily  as  required  where 
gastric  distress  and  other  irritating  symptoms  resulting  from 
high  dosages  of  plain  aspirin  tablets  are  contraindicated. 


is  indicated  in  the  treatment  of  certain  rheumatic  disorders 
requiring  maximal  dosage  of  aspirin  over  long  periods. 
"Enteric-coated  aspirin  (ASTERIC)  has  an  analgesic  effect 
equal  to  that  of  regular  aspirin  and  the  onset  of  its  action 
is  only  slightly  delayed."  Clinically  it  was  shown  that  equal 
blood  levels  were  obtained.* 

(5  gr.  enteric-coated  Aspirin)  will  be  found  beneficial  for 
those  patients  suffering  from  hemorrhagic  gastritis  resulting 
from  the  irritating  effects  of  plain  aspirin  and  for  cases  of 
peptic  ulcer  which  require  acetylsalicylic  acid  therapy. 

(5  gr.  enteric-coated  marbleized  tablets)  supplied  in  bottles 
of  100  and  1000. 

Cample  and  Literature  on  request  *..  t • 

•Talkov,  R.  H.,  Ropes,  M.  W,,  ar]d  Bauer, ‘Y/.:  The  Value  of 
Enteric  Coated  Aspirin.  N.E.J.  Med.  242,19  (Jan*,  1950.  * 


BREWER  & COMPANY,  INC. 


WORCESTER  8,  MASSACHUSETTS  U.S.A. 
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The  Seal  of  Acie{/tan:e  de- 
notes that  the  nutritional  state- 
ments made  in  this  advertise- 
ment are  acceptable  to  the 
Council  on  Foods  and  Nutri- 
tion of  the  American  Medica 
Association. 


That  a nutritious  breakfast  providing  generous  amounts  of  high  quality 
protein  prevents  late  morning  hypoglycemia  has  been  amply  demon- 
strated. As  shown  by  Thorn  and  co-workers,1  and  later  confirmed  by 
Orent-Keiles,2  . . breakfast  high  in  protein  and  low  in  fat  and  carbo- 
hydrate was  followed  by  an  improved  sense  of  well-being  and  no  symp- 
toms of  hypoglycemia.” 

Meat  for  breakfast-—  ham,  sausage,  bacon,  breakfast  steaks — is  an 
appetizing  means  of  increasing  the  protein  content  of  the  morning  meal, 
its  biologically,  complete,  protein  contains  all  essential  amino  acids, 
and  serves  well  in  complementing  less  complete  proteins  from  other 
sources.  Furthermore,  muscle  meat  is  an  outstanding  source  of  B 
complex  vitamins  and  of  iron. 

(1)  Thorn,  G.W.;  Quinby,  J.T.,  and  Marshall,  C.,  Jh,  Ann.  Int.  Med.  18:913  (June)  1943. 

(2)  Orent-Keiles,  E.,  and  Hallman,  L.  F.,  Circular  No.  827,  United  States  Department  of 
Agriculture,  Bureau  of  Human  Nutrition  and  Home  Economics,  Agricultural  Research 
Administration,  Dec.,  1949. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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Vertavis  in  Resistant  Hypertension 

"As  a result  of  the  significant  fall  in  mean  arterial  pressure 
and  slight  rise  in  cardiac  output,  there  was  a considerable 
decrease  in  the  calculated  total  peripheral  resistance". . . 
following  the  administration  of  Vertavis  (Irwin-Neisler). 
"Blood  flow  through  muscular,  renal,  and  hepatic-portal 
areas  usually  falls  initially  and  then  returns  to  approximate 
control  levels  despite  a continued  hypotensive  response. 
Full  peripheral  vasodilatation  characteristically  follows 
rather  than  accompanies  the  initial  reduction  in  arterial 
pressure"' 

VERTAVIS,  in  the  treatment  of  severe,  resistant  hyperten- 
sion, thus  maintains  the  patient's  circulatory  equilibrium  in 
spite  of  the  lowered  blood  pressure.  In  minimum  effective 
dose,  Vertavis  reduces  peripheral  resistance  — one  of  the 
most  crucial  hemodynamic  factors  in  essential  hypertension. 

JTAVIS  contains  in  each  tablet:  veratrum  viride  Bio- 
logicaTty^sJjtandardized  for  toxicity,  10  CRAW  UNITS. 
The  Craw  uh<t  of  potency  is  an  Irwin-Neisler  research 
development. 

1.  Freis,  E.  D.,  enol.:  Hemodynamic  Effects  of  Hypotensive  Drugs 
in  Man:  I.  VeratrurnViride.  J.  Clin.  Investig.  28:  353-368,  1949. 

IRWIN,  NEISLER  & CO.  • DECATUR,  ILLINOIS 


ertavis 


© 


u 


5<V  ” 
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EACH  S-CC.1EASP00HFUL 

of  n-DMUN  COHTMHS: 


Vitwmn  k 
ViUrnm  D • • 


3000  U.S.P. 

.1.5  mg. 
.1.2  m- 


Useoibit  ftoi  • 


HitotBW'"18 


. 1 meg. 
IB  mg. 


lou  can  cement  vitamin-time  relations  between 
mother  and  child  by  prescribing  Vi-Daylin,  a liquid 
multivitamin  treat  as  eye-appealing  as  yellow  honey, 
as  taste-tempting  as  lemon  candy.  Children  like  it 
right  out  of  the  spoon — no  coaxing  here.  Sound 
therapy,  too,  for  Vi-Daylin  now  supplies  seven  im- 
portant vitamins,  including  vitamin  B12.  Note  the 
formula  at  left.  And  Vi-Daylin  is  stable  at  room 
temperature,  doesn’t  require  valuable  refrigerator 
space.  Mixes  with  milk,  fruit  juice,  cereal  for  infants. 
No  fishy  odor,  no  resistant  stains  on  clothing.  At  all 
pharmacies  in  three  sizes:  90-cc.,  ✓inn 

8-fluidounce  and  1-pint  bottles.  (JJjtjO'LL 


..i/i  allergic 
diseases 


8 to  10 

symptom-free  hours 
of  continuous  relief 
through  the  day 
or  night 


. . . with  just  one 


CHLOR-r«/M^rOiV  maleate 


(brand  of  chlorprophenpyridamine  maleate) 


•T.M. 


epeat  /Iction  tablet  (8  mg.) 


Each  tablet  contains: 

two  layers  of  4 mg.  Chlor-7Yimefon 

separated  by  a special  coating 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


Repeat  Action  Tablets 


conforming 
to  the  pattern 
of  human  milk  . . . 


i:  »k.m  lotto...  v*9*‘«bU  #J‘-  * 

l^o.phot..  fe..ou.  »*•!♦•••.  vi*""1'"*  A 


BREMIL— newest  product  of  Borden  research— 
introduces  a significant  advance  in  infant  nutrition. 

BREMIL  is  a completely  modified  milk  in  which  nutritionally 
essential  elements  of  cow’s  milk  have  been  adjusted 
in  order  to  supply  the  nutritional  requirements 
of  infants  deprived  of  human  milk. 

In  BREMIL  the  calcium-phosphorus  ratio  is  adjusted  to  a 
minimum  of  IV2  parts  calcium  to  1 part  phosphorus. 
Gardner,  Butler,  et  al.,  state:  “Relative  to  human  milk, 
cow’s  milk  has  a low  Ca:P  ratio . . Nesbit  states:  “Tetany 
of  the  newborn  is  now  recognized  as  a definite  entity . . . 
and  often  accompanied  by  an  increased  phosphorus  and 
lowered  blood  calcium.”2 


BREMIL  is 'fortified  with  ascorbic  acid  (vitamin  C)  not  only 
for  its  antiscorbutic  properties  but  also  for  its  value  in 
preventing  megaloblastic  anemia.3 

BREMIL  has  the  fatty  acid  pattern  of  human  milk ...  a scientific 
blending  of  three  carefully  selected  vegetable  oils  (palm, 
coconut,  peanut)  which  compares  with  human  milk  fat  in  physical, 
chemical  and  metabolic  characteristics. 


BREMIL  has  the  amino  acid  pattern  of  human  milk... with  methionine 
•added  thereby  “improving  the  biologic  value  of  milk  proteins.”4 

BREMIL  is  easily  digested  as  it  forms  a soft  flocculent  curd  of 
small  particle  size  comparable  to  hitman  milk. 

BREMIL  supplies  the  same  oarbohydrate  (lactose)  as  breast  milk . . . 
no  additional  carbohydrate  is  needed  in  the  preparation  of 
BREMIL  formulas. 


In  BREMIL  vitamins  A and  D,  thiamine,  riboflavin,  niacin,  and  ascorbic  acid 
have  been  standardized  at  or  above  the  recommended  daily  allowances 
for  infants  as  established  by  the  National  Research  Council  (revised  1948). 

BREMIL  is  available  in  drugstores  in  1 lb.  cans. 


Complete  information  and  a trial  supply  may  be  obtained  upon  request. 


1.  Gardner,  L.  I.;  MacLachlan,  E.  A.;  Pick,  W.;  Terry,  M.  L„  and 
Butler,  A.  M.:  Pediatrics  5:228,  1950. 

2.  Nesbit,  H.  T.:  Texas  State  J.  M.  38:551,  1943. 

3.  May,  C.  D.,  et  al.:  Bull.  Univ.  Minnesota  Hospitals  21:208,  1950. 

4.  Block,  R.  J.:  /.  Am.  Dietetic  Assn.  25:937,  1949. 


nvdered  infant  food 


Prescription  Products  Division 

The  BORDEN  v Company 

350  Madison  Avenue,  New  York  17,  N.  Y. 
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Congratulations 


TO  THE 

NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 
ON  ITS 


goth  Anniversary 


WITH  BEST  WISHES  FOR 
MANY  MORE  YEARS  OF 
SUCCESSFUL  PUBLICATION 
FROM 


h n n o u i n 

Chemical  & Mfg.  Co. 

MAKERS  OF 

Diathermy  Units 
Luxor  Alpine  Lamps 
Aero  Kromayer  Lamps 
Super  Alpine  Lamps 
Group,  Single  Burner  and 
Portable  Solarium  Lamps 
Safe-T-Aire  Lamps 
Sollux  Radiant  Heat  Lamps 
Fluro  Lamps 
and 

Health  Lamps  for  the  Home 


h n n o u i n 

Chemical  & Mfg.  CO. 

Dept.  NYJ  1-51  Newark  5,  N.  J. 
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Foxalin 

advantages 


Clinical  and  pharmacological  studies  prove  that 
digitoxin  U.S.P.  compounded  with  sodium  carboxy- 
methylcellulose  (Foxalin)  exerts  a steady  and  prolonged 
therapeutic  effect  on  the  heart  with  a much  wider 
margin  of  safety  than  digitoxin  alone. 


1 Twice  as  safe  as 
digitoxin. 

2 No  digitoxic  heart 
punch. 


Foxalin  is  a new  discovery*  of  demonstrated  value 
for  congestive  heart  failure,  myocardial  insufficiency, 
cardiac  decompensation,  and  auricular  fibrillation  or 
flutter. 


3 Smooth,  prolonged 
action. 

4 Maximum  cardiac 
response. 

5 No  nausea  or 
vomiting. 


Foxalin  contains  digitoxin  U.S.P.  0.1  mg.  combined 
with  the  protective  colloid,  sodium  carboxymethylcellu- 
lose.  Supplied  in  bottles  of  100  tablets. 

The  maintenance  dose  of  Foxalin  is  1 tablet  daily. 
For  quick  digitalization,  6 tablets  divided  into  three 
doses,  for  one  day  only. 


WRITE  FOR  PROFESSIONAL  LITERATURE  AND  SAMPLE. 


Foxalin 

COLLOID  PROTECTED  DIGITOXIN  U.S.P. 


GRANT  CHEMICAL  COMPANY,  INC. 

N . Y. 


"U.  S.  Patent  No.  2,486,937  • 


95  MADISON  AVENUE 


NEW  YORK  16 
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METHYL  BENZETHONIUM  CHLORIDE 


TO  REPLACE  BORIC  ACID12 
AND  TALCUM3  POWDERS 

For  ammonia  dermatitis  (diaper  rash)  and 
skin  excoriations  in  incontinent  adults.  In 
diarrhea,  to  prevent  irritations  caused  by 
acid  or  liquid  stools,  and  to  dissipate  the 
obnoxious  putrefactive  odor.  Becomes  ac- 
tively bactericidal  in  moisture.  Does  not 
cause  granulomatus  adhesions. 

1.  Abramson,  H.;  "Fatal  Boric  Acid  Poisoning  in  a Newborn 
Infant,"  Pediatrics  4:719-22,  1949. 

2.  Ross,  C.  A.  & Conway,  J.  F.:  "The  Dangers  of  Boric 
Acid,"  American  Journal  of  Surgery,  60:386-395,  1943. 

3.  Licfman,  A.  1.,  et  al:  "Talc  Granuloma,"  Surg.  Gyn.  & 
Obst.  83:531-546,  1946. 


6 month  female  with 
severe  papulo-pustulai 
ammonia  dermatitis 
cleared  in  8 days  ex 
clusively  with  Diapa 
rene  Chloride  Ointment, 
one  of  three  widely 
prescribed  dosage 
forms. 

A postcard  will  bring  you 
a pad  of  Diaparene  Chlo- 
ride instruction  sheets 
for  home  care  of  baby’s 
diapers,  or  for  nursing  of 
the  incontinent  adult. 

Pharmaceutical  Division 

<$>  HOMEMAKERS’  PRODUCTS  CORPORATION 

380  Second  Avenue,  New  York  10  • Toronto  10 
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COME  AND  GET  IT! 


A new  formula 

for  nourishment! 

Delicious ! 

Concentrated ! 


Each  100  Gm.  of  Delmor®  contains: 


PROTEIN 

(N  x 6 25)  derived  from  milk  and  soybean  . . 50  Gm. 

CARBOHYDRATE 

derivedfromcane.milkandgrainsugarsandsoybean  20  Gm. 

MINERALS 

Calcium 600  mg. 

Phosphorus 440  mg. 

Iron 15  mg. 

VITAMINS 

Thiamine  HCI  (vitamin  Bt)  10  mg. 

Riboflavin  (vitamin  B2 » 10  mg. 

Pyndoxme  HCI  (vitamin  B6) 1 mg. 

Calcium  pantothenate  5 mg. 

Niacinamide  100  mg. 

Ascorbic  acid  (vitamin  C) 100  mg. 

Vitamin  A ...  4,000  U S. P.  units 

' Vitamin  D 400  U.S.P,  units 

LIVER 

Whole  liver  substance,  together  with  other  natura  fac- 
tors of  the  vitamin  B complex,  including  vitamin  Bt  2 1 Gm. 

Delmor  is  a new  and  exceptionally  useful 
formula  for  supplementing  presurgical. 
obstetric,  or  convalescent  diets  with 
highest  quality  whole  protein  and  other 
essential  nutrients.  A deliciously  flavored 
powder,  Delmor  may  be  given  cooked  or 
uncooked,  with  any  kind  of  food,  or 
between  meals.  Supplied  in  1-lb.  and  5-lb. 
bottles.  Literature  and  recipes  on  request. 
Sharp  & Dohme,  Philadelphia  1,  Pa. 


the 


Picker  "Meteor” 

combination  x-ray  apparatus 


15  M A "Meteor"  *1495. 
60  MA  "Meteor"  1995. 


has  am/ 


i 

. k 


Now  the  Picker  15  MA  "Meteor" — the  versatil 
quality  x-ray  unit  in  the  low-priced  field,  comt 
with  a newly  designed,  self-contained  x-ray  tubehead  < 
no  increase  in  price. 

This  power-packed  new  head  gives  you  greatt 
radiographic  speed,  particularly  for  heavy  body  parts, 
sleek  and  compact — easier  to  position,  easier  to  handl 
The  radiographic  detail  with  its  2.0  mm.  focal  spt 
is  comparable  to  that  of  far  more  costly  units.  And  yo 
can  use  the  new  "Meteor”  on  your  ordinal 
house  current — it  draws  only  15  ampere 
Now,  more  than  ever,  the  pedigreed  Picker  "Meteoi 
offers  peak  value  in  low-priced  x-ray  units.  For  tl 
story,  call  in  your  local  Picker  representative,  or  write  us- 

Picker  X-Ray  Corporatio 
300  Fourth  Avenue,  New  York  Cit 


There  are  Picker  Service  Depots  and  S » 
Offices  in  principal  cities  of  the  U.S.  i 
Canada:  all  alertly  at  your  service  in  pro 
ing  x-ray  apparatus,  accessories,  and  supp 


DP 


Literature  and  directions  for  ad- 
ministration of  ACTHAR,  includ- 
ing contraindications,  are  avail- 
able on  request. 

ACTHAR  is  supplied  in  10,  15, 
25,  40  and  50  mg.  vials,  in  pack- 
ages of  10  and  25  vials. 


I 


i 


Reversal  of  heretofore  intractable  diseases  beginning  within  hours 
after  instituting  ACTHAR  therapy,  is  the  culmination  of  years  of 
intensive  research  by  The  Armour  Laboratories,  together  with  inde- 
pendent investigators. 

y ACTHAR,  the  first  adrenocorticotropic  hormone  made  available  to 
the  physician,  represents  the  physiologic  stimulus  for  the  adrenals 
to  produce  and  discharge  the  complete  spectrum  of  cortical  hormones. 

Virtual  absence  of  cumulative  effects  permits  precise,  yet  flexible, 
dosage  schedules.  The  exclusive  utilization  of  physiologic  mecha- 
nisms for  its  powerful  therapeutic  action  furthermore  contributes  to 
the  clinical  safety  of  ACTHAR. 

ESTABLISHED  INDICATIONS:  Collagen  diseases  or  connective  tissue 
diseases,  such  as  rheumatoid  arthritis,  rheumatic  fever,  acute  lupus 
erythematosus;  hypersensitivities,  such  as  severe  asthma,  drug  sensi- 
tivities, contact  dermatitis;  most  acute  inflammatory  diseases  of  the 
eye;  acute  inflammatory  conditions  of  the  skin,  such  as  acute  pemphi- 
gus and  exfoliative  dermatitis;  inflammatory  conditions  of  the  intes- 
tinal mucosa,  such  as  ulcerative  colitis;  and  metabolic  diseases,  such  as 
acute  gouty  arthritis  and  secondary  adrenal  cortical  hypofunction. 


Armour  Laboratories  Brand  of  Adrenocorticotropic  Hormone  (A.  C.  T.  H.) 


THE  ARMOUR  LABORATORIES 

CHICAGO  11,  ILLINOIS 


PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIOCHEMICAL  RESEARCH 
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The  physician  knows 

. . . but  the  patient  too  seldom  appreciates  . . . that 

constipation  cannot  be  corrected  overnight 

The  “improper  habits  of  living  and  eating”1  which  cause  constipation 
are  not  formed  overnight.  Once  deeply  ingrained,  such  habits  are  not 
easily  changed  — and  constipation  becomes  more  difficult  to  correct. 

An  aid  to  patient-education: 

In  a simple  leaflet,  “7  Rules  for  7 Days”,  the  patient  is  asked  to  give  his 
bowels  a chance  to  return  to  more  normal  function.  The  leaflet  is 
designed  specifically  for  patient-instruction  and  clearly  outlines  an  easy- 
to-follow,  physiologically  correct  regimen  for  better  bowel  hygiene. 

Available  to  physicians:  Pads  of  the  “7  Rules”  may  be  had  on  request. 
Simply  write  “7  Rules”  on  a prescription  blank  and  send  to  Chilcott 
Laboratories,  Morris  Plains,  New  Jersey. 


An  aid  to 

physiologic  correction : 

Cellothyl,  physiologically  correct  bulk,  may  ; 
be  prescribed  in  the  therapeutic  manage- 
ment of  constipation. 
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Consistently  good  results  reported  in  clinic  and  private  practice 


In  obstinate  clinic-treated  cases,1  it  was 
found  that  even  a lifetime  of  constipation 
can  be  corrected  in  a matter  of  days  with 
Cellothyl.  Additional  studies  showed  that 
of  habitually  constipated  patients  treated 
in  private  practice,  80  to  92%  obtained 
“good”  to  “excellent”  results.2’3 


These  investigators  concluded  that  Cello- 
thyl (physiologically  correct  hydrophilic 
colloid)  is  a valuable  addition  to  a well- 
planned  anticonstipation  program,  par- 
ticularly where  poor  dietary  and  bowel 
habits  of  long  standing  are  not  easily 
remedied. 


Time  SA  VED  in  patient-instruction 


The  constipated  patient  often  is  condi- 
tioned to  expect  prompt  purgation.  How- 
ever, when  normal  intestinal  function  is 
described  and  the  “simple  rules  of  bowel 
hygiene”3  explained,  the  patient  better 
understands  the  difference  between  mere 


temporary  relief  and  actual  correction. 
The  leaflet  “7  Rules  for  7 Days”  will  help 
your  patient  realize  that  overnight  correc- 
tion is  virtually  impossible— and  will  also 
serve  as  a daily  reminder  of  your  instruc- 
tions. Copies  are  available  on  request. 


Time  NEEDED  for  physiologic  correction 


Constipation  correction  with  Cellothyl 
requires  time  because  Cellothyl  acts  in  an 
unhurried,  physiologic  manner.  Adequate 
time  (12  to  36  hours)  must  be  allowed 
for  it  to  pass  through  the  digestive  tract 
to  the  colon  and  rectum  before  the  first 
normal  bowel  movement  can  be  expected. 
Cellothyl  follows  the  normal  digestive 


gradient  and  passes  through  the  stomach 
and  small  intestine  in  a fluid  state;  then 
thickens  to  a smooth  gel  in  the  colon  to 
provide  bulk  where  bulk  is  needed  for 
soft,  moist,  easily  passed  stools.  With  ade- 
quate bulk  assured,  the  patient  may  “in 
the  course  of  a few  days  ...  be  able  to 
resume  more  normal  bowel  habits.”4 


Dosage:  3 Tablets  t.i.d.,  each  dose  with  a full  glass  of 

water  until  normal  stools  pass  regularly.  Then 
reduce  to  minimum  levels  for  as  long  as  re- 
quired. Daily  fluid  intake  must  be  high. 

To  wean  the  “cathartic  addict”,  administer 


for  several  days  'A  the  usual  dose  of  cathartic 
together  with  Cellothyl,  then  % the  usual 
dose,  then  Cellothyl  alone  for  as  long  as 
necessary.  Cellothyl  is  not  habit-forming  and 
does  not  cause  rebound  constipation. 


1.  Bar  gen,  J.  A.:  Gastroenterology 
13:275,  1949. 

2.  Musick,  V.  II.:  J.  Oklahoma  M.  A. 
43:360,  1950. 

3.  Schwcig,  K.:  New  York  State 
J.  Med.  48:1822,  1948. 


Cellothyl 


brand  of  metliylcellulose 
especially  prepared  by  the  Chilcott  Process 


available:  Cellothyl  Tablets  (0.5  Gram)  in  bottles 
of  50,  100,  500  and  5000. 

Cellothyl  Granules,  for  pediatric  use,  in  bottles  of 
25  and  100  Grams. 


CHILCOTT 

division  o f The  ffialtine  Company 


4.  Council  on  Pharmacy  and  Chemistry: 
J.A.M.A.  143:897,  1950. 


MORRIS  PLAINS.  NEW  JERSEY 
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on  Your  Jubilee  Year 

NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


For  25  of  your  50  years,  we  dairy 
farmers  of  the  Dairymen’s  League 
have  been  working  tirelessly  to  im-  C ^ 
prove  the  quality  and  sanitary 
standards  of  our  DAIRYLEA  milk  and  milk 
products. 

In  all  that  time  we  have  cooperated  closely 
with  medical  and  public  health  authorities  to 
lift  our  sanitary  standards  to  optimum  levels. 


Deck  inspection  of  every  can  of 
milk  received;  chemical  and  bac- 
teriological control  of  all  milk  and 
dairy  products;  15  modern  labora- 
tories, scores  of  skilled  technicians,  veteri- 
narians and  inspectors;  and  thousands  of  herd 
and  farm  inspectors  each  year  all  lend  sub- 
stance to  our  proud  claim  of  “Inspected-Pro- 
tected  All  the  Way  From  the  Farm  to  You.” 


DAIRYLEA 

MILK  AND  MILK  PRODUCTS 


Quality  and  Purity  That  Meet  Prescription  Standards 


□IPa 

li  x- 

— L 

□ 

A wise 

l^for  you,  Doctor!— 

I^egan 

at  Regan,  under  one  roof,  is  the  finest,  the  most  tasteful  in 
office  equipment,  in  modern  and  period  furniture,  in  floor 
coverings,  in  draperies,  and  the  authorities  in  office  plan- 
ning who  can  adapt  these  resources  to  your  needs,  whether 
large  or  smalL 

•For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 

MU  3-8990  • 270  MADISON  AVENUE.  AT  39th  - N.Y.,  N.V.  • OUR  ONLY  STORE 


for  rapid  response 
in  the  pneumonias 


Moromycelm 


n 

Q C 

if 

0.0 

lobar  pneumonia  with  bacteremia 

“After  initiation  of  Chloromycetin  therapy  the  temperature 
returned  to  normal  within  forty-eight  hours,  and 
prompt  subsidence  of  the  cough  and  chest  pain  occurred.”1 

bronchopneumonia 

“Clinically,  the  child  improved  rapidly  and  was  out  of 
the  oxygen  tent  in  24  hours  and  afebrile  in  36  hours.’ - 

primary  atypical  (virus)  pneumonia 

“On  the  first  evening  of  Chloromycetin  treatment  the 
subjective  symptoms  were  less  severe,  and  within 
24  hours  his  fever  began  to  settle.”3 

Chloromycetin  is  effective  against  practically  all 
pneumonia-causing  organisms.  Response  is  strikingly 
rapid,  temperature  drops,  the  lungs  clear . . . 
and  your  patient  is  convalescent. 

Chloromycetin  is  unusually  well  tolerated.  Side  effects  are 
rare,  severe  reactions  almost  unknown. 

Bibliography  ( 1 ) Hewitt,  W.  L.,  and  Williams,  Jr.,  B.: 

New  England  J.  Med.  242: 119, 1950.  (2)  Recinos,  Jr.,  A.; 

Ross,  S.;  Olshaker,  B.,  and  Twible,  E.:  New  England  J.  Med. 

241:733,  1949.  (3)  Wood,  E.  J.:  Lancet  2:55,  1949. 


Chloromycetin 


( chloramphenicol,  Parkc-Davis ) is  supplied 
in  Kapseals*  of  250  mg.,  and  in  capsules  of  50  mg. 
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^com fumj  i&  knoton 

4ij  m cuAUrrwiA  #7  keepA- 


Over  a span  of  fifty  years  KELEKET 
X-RAY  has  continuously  served  the 
world’s  finest  hospitals,  clinics,  roent- 
genologists. Our  fist  of  customers — 
old  and  new — reads  like  an  interna- 
tional "Who’s  Who”  among  users  of 
X-ray  Apparatus. 

KELEKET  X-RAY  is  justly  proud 
of  these  associations.  We  pledge  a con- 
tinuance of  the  research,  high  quality 
equipment  and  service  which  have 
merited  such  continuous  confidence 
and  prestige. 


' 


Telephone  or  write  for  Complete  Details 

GEORGE  WILLIAM  FINEGAN,  INC.  121  Park  Avenue  ROCHESTER  7,  N.Y. 

Telephone  Hillside  1436 

Albany,  N.  Y.  Binghamton,  N.  Y.  Buffalo,  N.  Y.  Syracuse,  N.  Y. 

35-D  Weis  Road  138  Front  Street  42-A  Oxford  Ave.  State  Tower  Building 

Tel.  ALbany  89-0614  Tel.  Binghamton  2-3092  Tel.  PArlcside  0038  Tel.  SYracuse  2-7676 

THE  KELLEY-KOETT  MFG.  COMPANY  21 5 E.  37th  St.  NEW  YORK  CITY  1 6,  N.  Y. 

Telephone  Murray  Hill  2-5538 
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a multi- 
purpose 
hematinic 


an  up-to-date 
oral  M 
formula^Ek 


Ferrous  Sulfate, 
Exsiccated 
Folic  Acid 


Vitamin  B , , U.S.P 


Insoluble  Liver  Fraction 


how  the  Paredrine  in  Par-Pen  helps  its 
penicillin  fight  intranasal  infection 


Council-accepted  Paredrine  Hydrobromide  produces  rapid  and  prolonged 
shrinkage  of  nasal  mucosa.  The  nasal  passages  are  opened  so  that  the 
penicillin  can  "get  through”  to  the  infected  areas.  Bacteriostasis  is  thereby 
facilitated. 

Paredrine  does  not  break  down  the  penicillin.  Par-Pen  remains  at  full  thera- 
peutic potency  for  an  entire  week — even  when  kept  at  room  temperature. 

Par-Pen  contains  crystalline  potassium  penicillin  G,  5000  units  per  cc.;  Paredrine 
llydrobromide  (hydroxyamphetamine  hydrobromide,  S.K.F.),  1%;  in  a specially 
buffered  isotonic  aqueous  solution.  Packaged  in  ^ fl.  oz.  bottles. 


Par-Pen 

the  penicillin-vasoconstrictor  for  intranasal  use 


Smith,  Kline  & French  Laboratories,  Philadelphia 


‘Paredrine’  & ‘Par-Pen’  T.M.  Peg.  L'.S.  Pat.  Off. 
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. Persisted  alter 
tcid  therapy, 
in  divided  doses 


prostatectomy;  B.Py^» 
e,  sulfonamide  and  mande 

2 0m.  daily  for  5 days,  or; 


; with  sub' 
‘excellent 


Result:  Urine  culture  negative 

jective  improvement. 

1 ,mC‘m 


CRYSTALLINE 


hydrochloride 


an,ibi0„ 

e well  tolerated 

'■  T be  hiel,l>' 

, h n other  antibiotics  fail.* 

even  T™  T*  **  WeU  Crated 
even  when  other  antibiotics  are  nof* 


Suggest 

bacteremia,  * 

septic  sore  thro. 

iniections,  inch 

E.  coli,  A-  aero 

Terramycin-sei 

suis) ; hemopi 

lymphogranul 
pneumonia;  * 

i Dosage:  2 Gm. 


B.  pyocyaneus 


What  is 


GANTRI  SIN 


A new,  safer  sulfonamide  with  a wider  anti- 

1 

bacterial  spectrum. 

same  indications  as  other  sulfonamides  ? 

More ; it  has  been  effective  in  some  infections 

2 not  responsive  to  other  sulfonamides  and  anti- 
biotics. 

how  about  toxicity? 

High  solubility  prevents  renal  blocking.  Inci- 
dence of  other  reactions  is  also  very  low. 


'ROCHE'  ? 


should  the  patient  be  alkalized? 


^ Not  necessary  with  Gantrisin®  because  of  its 
high  solubility. 


how  about  cost? 


Gantrisin  is  so  economical  that  it  can  be  pre- 

5 

scribed  without  straining  the  patient’s  budget. 


HOFFMANN-LA  ROCHE  INC. 

Roche  Park  • Nutley  10  • New  Jersey 


Chemically  Gantrisin  is  3,  4-dimethyl-5-sulfanilamido-isoxazole 


^0 


" Infants  have  a particular  claim  to  oral  penicillin  since  they  . . . 

should  be  spared  the  pain  and  disturbance  of  injections 

Editorial,  Brit.  M.  J.  2:962,  1947 

'Eskacillin  100’,  containing  100,000  units  of  penicillin 
per  teaspoonful  (5  cc.),  and  Eskacillin  50’,  containing  50,000  units 
of  penicillin  per  teaspoonful — are  the  ideal  penicillin  preparations 
for  infants  and  children  because  they  can  be  given  by  mouth 
. . . and  are  so  pleasant-tasting. 

Among  the  many  indications  for  Eskacillin  are: 

Acute  sinusitis  Pneumonia 

Bronchitis  Cellulitis 

Tonsillitis  Gonorrhea 

Otitis  media  Certain  skin  infections 

Eskacillin  100 
Eskacillin  50 

the  unusually  palatable  liquid  penicillins  for  oral  use 


Smith , Kline  & French  Laboratories  • Philadelphia 


'Eskacillin’  T.M. 
Reg.  U.S.  Pat.  Off. 
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Effective  against  many  bacterial  and  rickettsial  infections , as 
well  as  certain  protozoal  and  large  viral  diseases. 


The  isolation  of  crystalline  aureomycin 
from  the  fermentation  mash  is  an  intri- 
cate task.  It  must  be  done  in  such  a way 
that  inactivation  or  loss  of  the  antibiotic 
is  minimized.  In  addition,  the  removal 
of  impurities  must  be  so  complete  that 
the  finished  product  will  cause  a min- 
imum of  undesirable  side-reactions.  For 
this  purpose,  highly  specialized  technical 
equipmentis  employed,  in  order  to  effect 
liquid-solid  and  liquid-liquid  extractions. 
Vacuum  concentration  and  crystalli- 


zation are  carried  out  in  glass-lined  tanks, 
to  avoid  heavy  metal  contamination. 
The  temperature  and  degree  of  vacuum 
are  automatically  controlled  by  means 
of  precision  instruments  and  the  purifi- 
cation of  the  product  is  carefully  followed 
by  laboratory  tests. 

Aureomycin  is  now  available  in  a num- 
ber of  convenient  forms,  for  use  by 
mouth  and  in  the  eye.  New  forms  of 
this  antibiotic  of  unsurpassed  versatility 
are  constantly  being  brought  out. 


Capsules:  Bottles  of  2j  and  100, 50  mg.  each  capsule.  Bottles  of  16  and  100,  250  mg.  each  capsule. 
Ophthalmic : Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 


30  Rockefeller  Plaza,  New  York  20,  N.Y. 


LEDF.RLR  LABORATORIES  DIVISION  amckican 


COMPANT 
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Now  Proof..  . in  an  instant,  Doctor, 
PHILIP  MORRIS  are  LESS  IRRITATING 

Just  Make  This  Simple  Test: 


light  up  a 

Philip  Morris 


Take  a puff-DON’T  INHALE.  Just 
s-l-o-w-l-y  let  the  smoke  come  through 
your  nose.  Easy,  isn't  it?  AND  NOW. . . 


. light  up  your 

present  brand 

DON’T  INHALE.  Just  take  a puff  and 
s-l-o-w-l-y  let  the  smoke  come  through 
your  nose.  Notice  that  bite,  that  sting? 
QuiteadifferencefromPHlLipMORRISl 


YES,  your  own  personal  experience  confirms  the  results 
of  the  clinical  and  laboratory  tests.*  With  proof  so 

conclusive,  would  it  not  be  good  practice  to  suggest 
Philip  Morris  to  your  patients  who  smoke? 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

100  Park  Avenue,  New  York  17,  N.  Y. 


*Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32,  241-245;  N.  Y.  State  Journ.  Med.,  Vol.  35,  6-1-35,  No.  11,  590-592; 
Laryngoseope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154;  Laryngoscope,  Jan.  1937,  Vol.  XLVll,  No.  1,  58-60 
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TRICHOMONIASIS 


consider  these 
advantages  of 


MUiVlMl-MS 


1.  Outstanding  effectiveness  . . . 
(98%  as  reported  by  Reich,  Button 
and  Nechtow)  .* 

2.  Its  detergent  and  demulcent  ac- 
tions . . . (adapting  to  this  special- 
ized field  the  outstanding  properties 
of  argyrol). 

3.  Its  chemical  and  physical  char- 
acteristics . . . (which  make  it  ideal 
botli  for  office  insufflation  and  home 
capsule  use). 

Adopt  the  argyi’ULvis  technique  and 
note  the  quick  response  to  treat- 
ment, as  well  as  effective  control  of 
recurrence. 


’ in  tivo  convenient  forms  • 

For  l se  by  the  Physician 
7 -gram  bottles  fitting 
Holmspray  or 
equivalent  pouder- 
bloiver  (in  cartons  of  3) 


For  Home  Use 
by  the  Patient 
2-gram  capsule 
for  insertion 
by  the  patient 
( in  bottles  of  12 ) 


ARGYPIJLVIS 


INTRODUCTORY  TO  PHYSICIANS:  *0n  request  we 
will  send  professional  samples  of  argypulvis  (both  forms), 
together  with  a reprint  of  the  Reich,  Button  and  Nechtow 
report.  (Use  coupon.) 

A.  C.  Barnes  Company 

Dept.  NY-11,  New  Brunswick,  N.  J. 

Name 

Address 

City State 


arcyrol  anti  arcypulvis  are  registered  trademarks,  the  property  of 

A.  C.  BARNES  CO.,  NEW  BRUNSWICK,  N.  J. 
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to 

make, 
the. 


It  is  well  known  that  the  craving  for  food  which  hesets  many 
obese  people  cannot  easily  be  controlled  by  the  will  alone.  For 
them,  adherence  to  a reducing  diet  often  imposes  a nervous 
strain,  with  consequent  tension  and  irritability;  and  if  they 
succumb  to  their  urge  to  eat  more,  they  have  a sense  of  failure. 

But  appetite  can  now  he  modified  by  oral  administration  of 
‘Methedrine’.  Then  avoidance  of  over-eating  becomes  prac- 
tically effortless,  and  the  patient  feels  fitter  and  cheerful,  as 
well  as  satisfied  . . . with  his  meals  and  with  his  achievement. 

Trials  have  shown  that  ‘Methedrine’  is  a reliable  anorexiant, 
and  that  it  is  effective  in  low  dosage. 

Literature  describing  dosage  and  recommended  regimen  will  be  sent  on  request. 


Ray,  H.  M.:  Am.  J.  Digest.  Dis.,  74:153,  1947. 
Shapiro,  S.:  ibid,  74:261,  1947. 

‘METHEDRINE’* 

Methamphetamine  Hydrochloride  (d-Desoxyephedrine  Hydrochloride) 

Compressed  products  of  5 mg. — Scored  to  facilitate  division. 


REFERENCES: 


'J??  BURROUGHS  WELLCOME  & CO..  (U.S.A.)  INC.  TUCKAHOE  7.  NEW  YORK 


“us  doctors  agree  Eskadiazine  tastes  better” 
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Patients  of  all  ages  take  Eskadiazine  willingly— 
it  is  so  good  tasting,  so  light,  so  easy  to  swallow. 
Furthermore,  Eskadiazine  acts  faster  because 
it  contains — instead  of  ordinary  sulfadiazine — 
S.K.F.’s  microcrystalline  sulfadiazine  in  a 
stabilized  suspension.  With  Eskadiazine  desired 
serum  levels  may  be  attained  3 to  5 times  more 
rapidly  than  with  sulfadiazine  in  tablet  form. 

No  wonder  Eskadiazine  stands  above  all  fluid 
sulfadiazine  preparations  available  today. 

Each  5 cc.  (one  teaspoonful)  contains  0.5  Gm.  (7.7  gr.) 
of  sulfadiazine — the  dosage  equivalent  of  the 
standard  half-gram  sulfadiazine  tablet. 

‘ Eskadiazine ' T.  M.  Reg.  U.  S.  Pat.  Off. 


ESKADIAZINE 

The  outstandingly  palatable  fluid  sulfadiazine 

Smith,  Kline  & French  Laboratories,  Philadelphia 
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and 

CHLORESIUM  SOLUTION  (PLAIN) 

BRAND  OF  WATER-SOLUBLE  CHLOROPHYLL  DERIVATIVES 

CHLOROPHYLL  THERAPY  FOR  THE  TOPICAL  TREATMENT  OF 
WOUNDS,  ULCERS,  BURNS  AND  DERMATOSES 

•fiivaiilaijes  of  C hloi'esiitin 

1.  Promotes  the  growth  of  healthy  granulation  tissue. 

2.  Helps  produce  a clean,  granulating  wound  base. 

3.  Provides  relief  from  itching  and  local  irritation. 

4.  Helps  in  burns  and  dermatoses  to  bring  about  normal  repair  and 
epithelization. 

5.  Deodorizes  malodorous  lesions. 

R.  Is  nontoxic,  bland  and  soothing. 

Literature  and  samples  on  request ; 


RYSTAN  COMPANY,  INC.,  7 N.  MacQuesten  Pkwy.,  Mt.  Vernon,  N.  Y. 

U.S.  Pat.  2,120,667 


Chloresium 

REG.  U.S.  RAT.  OFF. 


Ointment — 1-oz.  and  4-oz.  tubes 
Solution  (Plain) — 2-oz.  anti 
8-oz.  bottles 
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the  one  most  common  sign 


“It  is  probable 

that  anemia 

is  the  one  sign 

most  commonly 

encountered  by 

physicians  in 

patients  of  any  age  . . .”x 


Of  all  the  anemias,  however,  the  hypochromic  or 
secondary  anemias  are  encountered  most  often. 
Some  estimates  place  their  incidence  as  high  as 
95%.2  In  practically  any  acute  or  chronic  dis- 
ease, debilitating  disorder,  and  “run  down”  or 
lowered  resistance  state,  the  secondary  or  hypo- 
chromic anemias  must  always  be  held  in  mind  as 
a possible  secondary  complication. 

Whenever  an  effective,  reliable,  and  well-tolerated 
hematinic  is  required  for  the  prophylaxis  or  ther- 
apy of  the  secondary  or  hypochromic  anemias, 
HEMOSULES*  ‘Warner’  are  indicated. 


Indications 

HEMOSULES*  ‘Warner’  are  indicated  in  anemias 
secondary  to  acute  or  chronic  infection,  malig- 
nancy, acute  or  chronic  blood  loss,  parasitic  infec- 
tion, malaria,  pregnancy,  hypothyroidism,  in- 
adequate iron  intake,  and  gastrointestinal  disease; 
and  chlorosis  or  idiopathic  hypochromic  anemia. 

Package  Information 

HEMOSULES*  ‘Warner,’  hematinic  capsules,  are 
available  in  bottles  of  96,  250,  and  1,000. 


The  recommended  daily  dose  of 
6 HEMOSULES*  provides  . . . 


Ferrous  sulfate  (15  gr.)  972.0  mg 

Liver  fraction  2 (15  gr.)  972.0  mg 

Folic  acid**  . 1.2  mg 

Thiamine  hydrochloride  (vitamin  B,)  6.0  mg 

Riboflavin  (vitamin  B2)  6.0  mg 

Niacinamidet  24.0  mg 

Pyridoxine  hydrochloride  (vitamin  B6)t  3.0  mg 

d-Panthenol  (equiv.  to  3.0  mg.  pantothenic  acid)**  2.82  mg 
Ascorbic  acid  (vitamin  C)  90.0  mg 


**The  need  for  pantothenic  acid  and  folic  acid  in  human  nutrition  has  not 
been  established. 

t The  minimum  daily  requirement  for  niacinamide  and  pyridoxine  hydro- 
chloride has  not  been  established. 

* Trade  Mark 


References 

1.  Doan,  C.A.  and  Wright,  C.S.,  The  Anemic  States: 
Their  Causes  and  Treatment,  Med.  Clin.  N.  Amer., 
(March)  1949,  p.  541. 

2.  Kracke,  R.R.,  Diseases  of  the  Blood  and  Atlas  of 
Hematology,  J.  P.  Lippincott  Co.,  Phila.,  2nd  ed.,  1941, 

p.  202. 


William  R.  Warner 

DIVISION  OF  WARNER-HUDNUT,  INC. 

NEW  YORK  LOS  ANGELES  ST.  LOUIS 


48 


WYCHOL  Potency  Facilitates  Therapeutic  Dosage 
WYCHOL  Taste-appeal  Assures  Patient's  Cooperation 


WHEN  SELECTING  LIPOTROPIC  MEDICATION 

for  the  treatment  of  disorders  due  to  faulty  lipid  metabolism, 
consider 

(1 ) Potency.  WYCHOL  is  made  with  tricholine  citrate.  Each  table- 
spoonful (15  cc.)  provides  three  full  grams  of  choline  base 
(equivalent  to  7.5  Gm.  choline  dihydrogen  citrate) ...  plus  an 
effective  a mount  of  inositol  (0. 45  Gm.)... a synergistic  combi  nation. 

(2)  Taste-appeal.  WYCHOL  has  a pleasant  fruity  taste.  It  is 
only  mildly  acid;  gastric  distress  is  minimized. 

(3)  Economy.  Low  cost  on  the  basis  of  content  of  lipotropic 
factors  eases  the  burden  on  the  patient. 

CLINICAL  APPLICATIONS 

IMPAIRED  CHOLESTEROL  METABOLISM  • LIVER  DISEASE 
HYPERLIPOSIS  associated  with  diabetes,  nephrosis,  hypo- 
thyroidism and  other  diseases. 

Supplied:  Bottles  of  1 pint. 

Literature  to  physicians  on  request. 
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Editorials 


The  New  York  State  Journal  of  Medicine,  1901-1950 


With  the  close  of  the  past  year,  the  State 
Journal  has  completed  a half  century  of 
continuous  publication,  the  history  of  which 
is  reviewed  by  Dr.  Laurance  D.  Redway,  the 
assistant  editor.  The  progress  of  medicine 
in  most  of  its  varied  aspects  during  the 
period,  particularly  as  developed  in  this 
State,  is  presented  by  a group  of  physicians 
prominent  in  their  respective  fields.  Neces- 
sarily, certain  of  these  articles  are  more  or 


less  biographic  in  character,  and  some  of  our 
readers  may  not  regard  them  as  sufficiently 
inclusive.  For  such  possible  omissions, 
we  ask  for  tolerance.  Because  of  limitations 
of  space,  these  could  not  be  made  more 
general.  We  trust,  however,  that  this 
special  issue  commemorating  an  accomplish- 
ment of  fifty  years  in  State  Society  medical 
journalism  will  meet  with  the  approval  of 
our  readers. 


New  Horizons 


A Happy  New  Year  to  all.  This  issue  of 
the  New  York  State  Journal  of  Medi- 
cine commemorates  fifty  consecutive  years 
of  publication  by  the  Medical  Society  of  the 
State  of  New  York  of  its  official  messenger 
to  its  membership  and  to  its  subscribers  all 
over  the  world.  Its  gold  cover  conveys  a 


spirit  of  brightness,  of  radiant  energy,  and 
undimmed  hope  for  the  future. 

The  record  of  the  past  lies  buried  between 
these  covers,  for  better  or  worse.  It 
chronicles  some  triumphs  and  some  errors, 
for  it  deals  with  the  relentless  struggle  of 
human  beings  toward  the  goal  of  health  and 
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happiness  for  others.  It  is  good  to  remem- 
ber but  folly  to  dwell  upon  days  that  are 
gone. 

New  horizons,  vast,  unexplored  as  yet,  lie 
before  us.  Landmarks  that  appeared  dis- 
tant yesterday,  today  are  reached,  and  to- 
morrow may  be  left  behind.  The  immense 
potentialities  of  this  nation  are  unlimited  if 
only  we  possess  the  courage,  under  God,  to 
develop  them.  The  medical  profession  seems 
to  have  the  vision,  the  constructive  imagina- 
tion, the  creative  spirit  ever  to  improve  the 
chances  for  a longer,  a happier,  and  probably 

The  Annual 

The  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be 
held  this  year  at  the  Hotel  Statler,  Buffalo, 
April  30  through  May  4.  All  members  of 
the  Society  are  urged  to  note  these  dates 
now  on  their  memorandum  pads. 

In  later  issues  we  shall  have  more  to  say 
concerning  the  program,  the  scientific  ex- 


a healthier  existence  for  the  teeming  popula- 
tions of  the  earth.  Where  medicine  leads, 
all  else  may  follow,  with  the  reasonable  cer- 
tainty that  the  remaining  scourges  of  man 
will  be  held  in  check  and  eventually  elimi- 
nated. 

We  hope  the  brightness  of  our  Golden 
Anniversary  cover  like  a brief  candle’s  glow 
may  enter  every  heart  and  symbolize  the 
past,  present,  and  above  all  the  future  of  the 
healing  art. 

“How  far  that  little  candle  throws  its  beams! 
“So  shines  a good  deed  in  a naughty  world.” 

Meeting,  1951 

hibits,  and  the  commercial  exhibits,  their 
numbers  and  diversity.  For  the  present, 
note  the  dates  and  the  place,  preferably 
legibly,  for  your  later  reference.  Make  a 
New  Year’s  resolution  to  attend  if  you  can. 
The  Annual  Meeting  cannot  be  a success 
without  you  and  every  member  who  can 
arrange  to  be  there. 


SCIENTIFIC  EXHIBITS 
1951  ANNUAL  MEETING 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the 
Chairman  of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Commit- 
tee: 

Dr.  Alfred  H.  Noehren 
3 Linwood  Avenue 
Buffalo  2,  New  York 

The  1951  Annual  Meeting  will  be  held  April  30  to  May  4,  1951,  at  the  Hotel 
Statler  in  Buffalo. 

No  applications  can  be  considered  after  January  15,  1951. 

There  will  be  two  groups  of  awards: 

Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which  are 
judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Awards  in  Group  11  are  made  for  exhibits  which  do  not  exemplify  purely  experi- 
mental studies  and  are  judged  on  the  basis  of  excellence  of  presentation  and  correla- 
tion of  facts. 


W.  P.  Anderton,  M.D.,  Secretary 
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A Salute  to  the  Journal 

It  is  a signal  honor  and  privilege  to  be  able  to  participate 
in  this  observance  of  the  fiftieth  anniversary  of  the  New 
York  State  Journal  of  Medicine.  The  members  of  the 
Medical  Society  of  the  State  of  New  York  are  justly  proud  of 
their  fine  journal  and  its  excellent  editorial  staff.  We  look 
forward  with  high  expectations  to  its  growth  and  develop- 
ment in  the  next  fifty  years. 

Medicine  in  the  past  fifty  years  has  undergone  many 
changes.  Many  of  the  infectious  and  contagious  diseases 
have  been  conquered.  Life  expectancy  has  greatly  increased 
while  infant  and  maternal  mortality  have  been  greatly  de- 
creased. Great  advances  in  surgical  technics,  with  the  aid 
of  the  antibiotics,  transfusions,  and  a greater  understanding 
of  the  physiology  and  chemistry  of  the  body,  have  made 
many  conditions  which  previously  could  not  be  attacked 
accessible  to  the  surgeon  with  a great  degree  of  safety.  Chest 
surgeiy,  both  cardiac  and  pulmonary,  resection  of  the 
esophagus,  total  gastrectomy,  pancreatectomy,  and  other 
massive  resections  of  the  organs  are  now  becoming  fairly  common.  There  is  much  more 
scientific  understanding  of  the  diseases  of  the  heart,  kidney,  and  arterial  system. 

With  all  these  wonderful  scientific  advances  came  the  greater  need  for  specialization  in 
the  many  branches  of  medicine.  Medical  education  improved  along  with  all  these  ad- 
vances, so  that  the  medical  graduate  of  today  is  a highly-trained  individual  in  all  the  basic 
sciences  and  in  all  the  advances  in  medicine  and  surgery. 

As  all  these  changes  have  taken  place,  other  changes  also  have  occurred  in  the  social 
and  economic  phases  of  our  country’s  life.  We  have  gone  through  two  world  wars  and  per- 
haps are  on  the  verge  of  a third  with  all  its  horrors.  These  all  have  had  an  effect  on  our 
economic  as  well  as  moral  life. 

The  public,  through  education,  has  developed  a health  consciousness  and  an  awareness 
of  the  new  and  better  treatments  available.  This  has  added  to  the  duties  and  responsi- 
bilities of  the  physician.  Today  he  is  expected  not  only  to  give  the  best  of  medical  care  to 
his  patients,  but  also  to  take  an  active  part  in  all  community  activities,  especially  those  per- 
taining to  health  and  welfare. 

Notwithstanding  the  age  of  specialization,  there  is  need  for  more  attention  to  the  art 
of  medicine  and  the  family-type  physician  with  his  wise  counsel  and  confidence  of  his  pa- 
tients. Scientific  advances  must  never  obscure  the  need  for  satisfactory  doctor-patient 
relationships. 

Recent  national  trends  demonstrate  that  the  American  people  will  not  be  misled  by 
false  doctrines  and  promises  concerning  the  provision  of  adequate  medical  care.  They  are 
showing  that  they  resent  the  intrusion  of  bureaucratic  governmental  methods  in  their  indi- 
vidual lives  and  that  they  consider  so-called  security  of  little  value  if  it  means  the  sacrifice 
of  freedom  and  liberty. 

In  these  critical  times  the  medical  profession  is  faced  with  the  need  to  exert  every  effort 
to  prepare  for  emergency  action.  While  our  armed  forces  are  being  expanded,  we  must 
add  our  contribution  to  the  national  welfare.  Many  of  our  physicians  will  be  called  away 
from  their  homes  and  practices.  The  hoped-for  education  of  many  new  doctors  will  suffer 
an  interruption.  They  will  be  called  upon  to  make  great  sacrifices  for  all  of  us.  Those 
physicians  who  are  privileged  to  remain  at  home  will  have  new  responsibilities.  Now, 
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greater  than  ever  before,  it  is  the  duty  of  the  medical  profession  to  see  that  every  individual 
receives  the  very  best  of  medical  care  whenever  needed. 

Each  and  every  physician  must  prepare  himself  and  take  an  active  part  in  the  civilian 
defense  program  in  his  community.  We  can  not  afford  to  gamble  under  present  conditions. 
We  all  hope  and  pray  that  this  country  will  be  spared  the  holocaust  of  another  world  war, 
but  we  must  be  prepared. 

The  fight  against  compulsory  health  insurance  must  go  on  notwithstanding  the  recent 
election  returns.  The  main  weapons  that  we  must  use  are,  first,  to  see  to  it  that  every  pa- 
tient receives  the  very  best  of  medical  care;  second,  to  police  our  own  profession,  and  third, 
to  cooperate  with  and  promote  voluntary  medical  care  plans  in  every  possible  way.  These 
are  essential.  In  addition,  postgraduate  medical  education  must  be  available  to  every 
physician,  and  he  must  keep  informed  regarding  all  the  advances  in  the  diagnosis  and  treat- 
ment of  disease. 

With  all  the  advances  of  the  past  fifty  years  behind  us,  one  can  look  forward  to  the  next 
fifty  years  with  expectations  of  things  to  come  little  dreamed  of  a few  years  ago. 

I salute  the  Journal  for  its  achievements  of  the  past,  and  I look  forward  to  its  very 
bright  future  with  pride,  knowing  that  it  will  play  an  important  part  in  bringing  medical 
advances  to  the  fore  and  that  it  will  truly  reflect  the  activities  of  the  great  Medical  Society 
of  the  State  of  New  York. 


Congratulations! 

Once  upon  a time  many  years  ago  I had  the  honor  to  be  the  editor  of  a 
pale,  anemic  New  York  State  Journal  of  Medicine  which  bears  no  re- 
semblance to  the  very  attractive,  colorful  Journal  now  celebrating  its 
fiftieth  year. 

The  only  thing  in  common  with  the  old  Journal  is  the  State  seal,  and 
even  the  bird  in  the  current  number  seems  much  more  animated,  probably 
crowing  about  his  new  birthday  setting. 

All  the  old  Journal  needed  was  real  editors  like  George  Kosmak  and 
Laurance  Redway  and  a business  manager  like  Dwight  Anderson  and  new 
paper  and  new  type  and  new  advertisers  with  imaginative  art  to  attract  a 
reader’s  eye.  I have  just  read  the  new  number  from  cover  to  cover,  and  I’m 
very  proud  to  think  that  the  Medical  Society  of  the  State  of  New  York 
has  an  incomparable  Journal  which  will  continue  to  grow  in  value  to  the 
progressive  interest  of  all  physicians. 

With  heartiest  congratulations, 

Nathan  B.  Van  Etten,  M.D. 

New  York  City 
December  6,  1950 
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Brand  of  Methantheline  Bromide 


BROMIDE 

— a true  anticholinergic  drug,  opposes 
the  action  of  acetylcholine  at  the  gang- 
lions of  the  parasympathetic  and  sym- 
pathetic systems  and  at  the  nerve  endings 
of  the  parasympathetic  system. 

Thus,  it  consistently  decreases  the 
hypermotility  and  in  most  cases  the  hy- 

*Banthine  is  the  trademark  of  G.  D.  Searle  & Co.,  Chicago  80, 


peracidity  characteristic  of  ulcer  diathesis. 

Experience  indicates  that  patients  may 
be  best  served  by  prescribing  two  tablets 
of  Banthine  (100  mg.)  every  six  hours  day 
and  night  although  a few  patients  may  be 
satisfactorily  treated  with  one  tablet 
(50  mg.)  on  the  same  schedule. 

Illinois 
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hemorrhoidal  SUPPOSITORIES 


W it’s  the 

COD  LIVER  OIL  that  makes 


Desitin  Hemorrhoidal  Suppositories  with  Cod  Liver  Oil 


help  to . . . relieve  pain  and  itching  • minimize  bleeding 
• alleviate  congestion  • guard  against  trauma 
llllllii"  promote  healing  by  virtue  of  their  contents  of  high  grade  crude 
Norwegian  cod  liver  oil,  rich  in  vitamins  A and  D and  unsaturated 
fatty  acids  (in  proper  ratio  for  maximum  efficacy). 


for  greater  patient  comfort , prescribe  Desitin 
Hemorrhoidal  Suppositories  in  hemorrhoids 
(non-surgical) , pruritus  ani,  uncomplicated 
cryptitis,  papillitis,  and  proctitis. 

^Composition:  crude  Norwegian  cod  liver  oil,  lanolin, 
zinc  oxide,  bismuth  subgallate,  balsam  peru,  cocoa 
butter  base.  No  narcotic  or  anesthetic  drugs  to  mask 
rectal  disease.  Boxes  of  12  foil-wrapped  suppositories. 
soothing  • protective  • lubricant 


i"-  samples  available  on  request  DESITIN  CHEMICAL  COMPANY 

70  Ship  Street,  Providence  2,  R.  I. 


Golden  Anniversary 

NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

January  1,  1901  to  January  1,  1951 


FIFTY  YEARS  OF  JOURNAL  PUBLICATION  IN  RETROSPECT 

Laurance  D.  Redway,  M.D.,  Ossining,  New  York 
(Assistant  Editor,  New  York  State  Journal  of  Medicine) 


WITH  the  issue  of  January  1,  1901,  the 
New  York  State  Journal  of  Medicine 
commenced  publication  and  has  continued  with- 
out interruption  through  many  vicissitudes  ever 
since. 

In  1901,  the  medical  profession  of  the  State 
was  still  divided  into  two  groups  over  the  issue  of 
the  code  of  ethics.  The  Medical  Society  of  the 
State  of  New  York  was  the  official  society  organ- 
ized in  1807,  but  the  New  York  State  Medical 
Association,  the  dissident  organization  founded 
in  1884,  was  already  negotiating  with  its  parent 
body  for  a reunion  which  actually  was  completed, 
for  all  practical  purposes,  by  1907,  the  Centennial 
year. 

The  Publication  Committee  of  the  New  York 
State  Medical  Association  in  1900  was  composed 
as  follows: 

Dr.  James  Hawley  Burtenshaw,  Chairman 

Dr.  W.  R.  Townsend 

Dr.  Stephen  Smith 

Dr.  J.  W.  S.  Gouley 

Dr.  F.  H.  Wiggin 

At  a meeting  of  the  Council  held  October  18, 
1900,  Dr.  J.  W.  S.  Gouley  of  the  Publication 
Committee  moved  “that  the  Journal  of  the 
New  York  State  Medical  Association  be  estab- 
lished.” The  motion  was  seconded  by  Dr.  E. 
Eliot  Harris  and  carried.  Dr.  Gouley  moved 
that  the  secretary,  Dr.  Wiggin,  be  made  the 
managing  editor  and  Dr.  Burtenshaw  the  literary 
editor  of  the  Journal  of  the  State  Association 
and  that  “neither  editor’s  name  shall  appear  in 


Fig.  1.  Dr.  Stephen  Smith,  one  of  the  members 
of  the  first  Publication  Committee  which  founded 
the  New  York  State  Journal  op  Medicine. 


the  Journal.”  The  motion  was  seconded  by 
Dr.  Bierwirth  and  carried. 

The  Journal  was  published  monthly  “beginning 
with  January  1,  1901,”  and  received  the  “title 
of  the  a^ ^t> o f Medicine.” 
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The  first  page  of  the  Journal,  shown  in  Fig.  2, 
indicates  that  the  new  publication  will  take  the 
place  of  the  annual  volume  of  Transactions  and 
says  further,  “The  present  journal  does  not  enter 
the  field  to  compete  with  the  many  excellent 
weekly  and  monthly  publications  now  issued . . . 
From  month  to  month  will  appear  the  scientific 
papers  presented  at  the  annual  meetings  of  the 
Association  with  such  others  as  may  be  considered 
advisable.  The  department  of  Association  Notes 
will  contain  news  items,  letters  of  correspondence, 
notices  of  removals  and  of  marriages  and  deaths, 
and  an  occasional  short  sermon,  perhaps  on  the 
needs  of  the  Association  or  of  the  profession  at 
large  throughout  the  State.  The  journal  will  not 
lend  itself  to  unnecessary  controversy ...” 

One  is  privileged  at  this  late  date  to  speculate 
on  what  is,  or  was,  “unnecessary  controversy.” 
Certainly  the  implication  is  clear  that  some  was 
considered  necessary.  From  the  above  it  may 


be  remarked  how  closely  the  Journal  today 
follows  the  objectives  of  fifty  years  ago  with  the 
possible  exception  of  the  “occasional  short  ser- 
mon” which  we  call  now  the  “President’s  Page.” 

In  1901,  Theodore  Roosevelt  was  president  of 
the  United  States;  a man  could  buy  a ready- 
made suit  for  25  to  35  dollars,  with  which  he  wore 
a shirt  with  a high,  stiff,  detachable  collar,  some- 
times celluloid,  and  detachable  cuffs  with  adjust- 
able clips.  His  trousers  were  often  baggy;  he 
pulled  his  shirt  on  over  his  head  like  a nightgown, 
wore  a hard  derby  hat  in  winter  and  a straw  sailor 
hat  with  a black  alpaca  coat  in  summer.  He  worked 
ten  hours  a day,  six  days  a week,  could  buy  a glass 
of  beer  for  5 cents  at  the  corner  saloon,  smoked 
cigars  or,  if  young,  Egyptian  Deities,  Murads,  or 
Fatimas.  Hugh  Grant  was  Mayor  of  New  York. 

The  problems  faced  by  the  doctors  of  1901  and 
what  they  did  about  it  can  be  briefly  summarized 
by  the  table  in  Fig.  4,  showing  the  rank  of  the 
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Fig.  3.  Madison  Square  Garden,  1901,  typified 
the  New  York  City  of  that  time. 
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Fin.  4 Rank  of  leading  causes  of  death  in  1900 
and  1946. 


leading  causes  of  death  in  the  country  then  and 
in  1946. 

In  the  same  period  the  average  length  of  life 
increased  from  49.2  to  66.7  years.  The  Journal 
carried  advertising  from  the  first  issue  in  increas- 
ing amounts. 

The  Journal  of  the  American  Medical  Associa- 
tion commented,  on  January  2,  1901,  “This 


Fig.  5.  Joint  Committee  of  Conference  for  the 
Union  of  the  Medical  Society  of  the  State  of  New 
York  and  the  New  York  State  Medical  Association 
sitting  at  the  New  York  Academy  of  Medicine,  New 
York  City,  1903-1904. 


makes  the  third  State  body  to  publish  a monthly 
journal  in  place  of  an  annual  volume,  the  other 
two  being  the  Medical  Society  of  the  State  of 
Pennsylvania  and  the  Illinois  State  Medical 
Society.  We  note  that  the  new  journal  opens 
its  pages  to  advertisers;  this  is  sensible... 
Legitimate  advertising  is  a benefit  to  the  physi- 
cian, as  well  as  to  those  who  supply  him  with  the 
many  things  he  needs  in  his  work.” 

A particularly  large  edition  of  the  May,  1901, 
number  was  issued.  Twelve  thousand  copies 
were  printed,  and  one  was  sent  to  every  practicing 
physician  in  the  State.  Attention  was  directed 
to  an  article  by  Dr.  A.  A.  Hubbell  called,  “The 
Reason  for  the  Existence  of  the  New  York  State 
Medical  Association.”  Because  of  interest 
aroused  by  the  May  issue  of  the  Journal,  several 
county  associations  were  formed. 

The  year  1906  was  the  occasion  of  the  Cen- 
tenary of  the  foundation  of  the  Medical  Society 
of  the  State  of  New  York.  With  the  exception 
of  a few  minor  legal  difficulties,  later  settled,  it 
was  also  the  occasion  of  the  reunion  of  the  State 
Medical  Association  with  the  Medical  Society  of 
the  State  of  New  York  (Fig.  5).  The  reunion 
was  duly  chronicled  in  the  Journal.  The  March 
issue  carried  the  addresses  of  Dr.  Joseph  D. 
Bryant,  president  of  the  Society;  the  Honorable 
Grover  Cleveland,  former  President  of  the  United 
States;  the  Honorable  M.  Linn  Bruce,  lieutenant 
governor  of  the  State  of  New  York;  the  Honor- 
able St.  Clair  McKelway,  chancellor  of  the  Board 
of  Regents  of  the  University  of  the  State  of  New 
York;  Dr.  Lewis  S.  McMurtry,  president  of  the 
American  Medical  Association;  address  on  Sur- 
gery by  Dr.  William  W.  Keene;  oration  on 
Medicine  by  Samuel  B.  Ward,  past-president  of 
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the  Medical  Society  of  the  State  of  New  York; 
oration  on  Surgery  by  Dr.  Roswell  Park,  also  a 
past-president  of  the  Society. 

The  centennial  meeting  was  held  at  Albany  the 
last  days  of  January  and  the  first  of  February. 
The  banquet,  held  in  Odd  Fellows’  Hall,  cost 
five  dollars,  including  wine.  From  the  report  of 
the  Committee  of  Arrangement  we  learn  that 
cash  was  paid  out  to: 

W.  A.  Wood,  Caterers,  450  dinners  at 


$2.00  per  dinner  $ 900.00 

Hotel  Ten  Eyck  for  wines  and  cigars  773.00 

Rent  of  chairs  25.00 

Flowers  100.00 

Decorations  of  hall  50.00 

Stenography,  stationery,  and  postage  26.00 

Janitor  15.00 

Sundries  5.00 

Carriages  for  speakers  6.50 


$1,900.50 

Of  particular  interest  was  the  address  of  the 
chancellor  of  the  Board  of  Regents.  Referring 
to  state  universities,  he  said: 

There  will  be  a division  of  higher  learning  be- 
tween State  foundations  and  private  founda- 
tions . . . Nothing  essential,  however,  will  event- 
ually be  beyond  the  reach  of  the  children  of  the 
commonwealth,  at  the  handsof  the  commonwealth, 
which  is  now  within  the  reach  of  the  children  who 
can  command  the  benefits  of  private  wealth.  There 
will  be  no  compulsion  or  confiscation,  but  there  will 
be  discrimination.  The  State  must  eventually  put 
within  the  reach  of  all  what  private  endowment  or 
private  munificence  now  puts  within  the  reach  of 
only  some . . . When  the  people  were  providing  the 
modicum  of  education,  the  certainty,  at  some 
time,  they  would  provide  the  maximum  of  educa- 
tion became  apparent . . . 

We  cannot  arrest  this  manifest  tendency  if  we 
would.  Eventually  the  State  will  be  as  bound  to 
complete  and  perfect  what  it  begins  as  the  moral 
and  spiritual  law  itself,  in  pursuance  of  which  the 
State  acts,  is  bound  imperceptibly,  invisibly  but 
omnipotently,  to  have  its  way  in  the  heart  of 
things,  and  in  the  hearts  of  men!  This  will  not 
be  a socialism  that  levels  down.  This  will  be  the 
spiritual  regnancy  which  levels  up . . . Complete 
medical  education  under  State  auspices  may  on 
these  accounts  be  surely  predicted  and,  what  is 
of  more  importance,  may  be  safely  advocated 
and  gladly  accelerated  and  welcomed. 

This  was  the  year  1906. 

In  the  March  issue  of  the  Journal,  the  editor, 
Dr.  Peter  Warbasse  of  Brooklyn,  announces  the 
serial  publication  of  the  History  of  the  Medical 
Society  of  the  State  of  New  York  by  James  J. 
Walsh,  M.D.,  Ph.D.  He  says  further,  “With  this 
number,  the  New  York  State  Journal  of 
Medicine  enters  the  field  of  medical  journalism 


under  new  conditions  and  with  new  aims.”  The 
new  conditions  were  the  completed  reorganization 
of  the  Society;  the  new  aims  are  expressed  in  his 
own  words:  “This  journal  will  be  devoted  to 

what  we  regard  as  the  best  interests  of  medicine. 
It  will  present  original  articles  which  are  the 
products  of  original  investigation  and  thought . . . 
Its  editorial  columns  will  be  devoted,  not  to 
controversy,  but  to  the  fostering  of  the  high 
ideals  which  we  know  to  be  so  dear  to  the  heart  of 
our  profession . . . Every  medical  community 
freely  brings  its  knowledge  and  the  products  of  its 
experience,  and  adds  them  to  the  common  store, 
dedicated  to  the  service  of  humanity.  Out  of 
this  has  grown  medical  journalism...,  a fair 
medium  of  communication  between  earnest  work- 
ers in  this  great  field.” 

One  remarks  the  frequent  reference  to  contro- 
versy from  the  very  beginning  of  the  Journal’s 
publication.  We  are  now  prone  to  forget  that 
this  period  was  one  which  saw  the  vigorous  fight 
of  the  A.M.A.  against  substandard  medical 
schools  and  “diploma  mills.”  It  saw  the  waning 
of  the  eclectic  and  the  homeopathic  schools  of 
medicine,  the  approaching  abolition  in  this  State 
of  three  examining  boards,  the  submersion  of 
osteopathy  and  the  hydropaths.  The  new  science 
of  public  health  was  just  appearing,  and  Forsch- 
heimer  could  write,  “Every  case  of  typhoid  fever 
is  a crime  of  the  State  against  the  individual.” 
Alcoholism  and  tuberculosis  were  taking  a fright- 
ful toll  of  health  and  life.  The  pure  milk  battle 
raged  and  foamed.  Diarrhea  and  enteritis 
ranked  third  in  the  causes  of  mortality.  The  pure 
food  laws  of  the  Federal  government  had  just 
come  into  being.  Therapeutics  were  not  then  on 
the  more  scientifically  proved  ground  they  now 
occupy.  One  has  only  to  scan  the  pages  of  the 
Quarterly  Journal  of  Inebriety,  then  in  its  twenty- 
eighth  year,  to  glimpse  the  rugged  and  unsanitary 
conditions  from  which  alcohol,  in  part  at  least, 
served  as  an  escape  mechanism  both  for  patient 
and  doctor. 

A paper  entitled  “What  Organized  Malpractice 
Defense  Does  for  the  Profession  and  the  Public” 
was  read  at  the  1905  Annual  Meeting  of  the  New 
York  State  Medical  Association  by  Mr.  John 
Taylor  Lewis.  It  was  published  in  the  January, 
1906,  issue  of  the  Journal  (p.  17).  In  view  of  the 
present  interest  in  the  subject,  a brief  review  of 
Mr.  Lewis’  paper  develops  some  interesting  facts. 
Mr.  Lewis  states  that,  “There  has  existed  in  the 
medical  societies  of  England ...  a similar  defense 
proposition  which  had  been  successfully  carried 
on”  prior  to  1897,  when  the  New  York  State 
Medical  Association  (the  dissident  group), 
through  Dr.  Frederick  Holme  Wiggin  and  Dr.  E. 
Eliot  Harris,  proposed  and  instituted  the  system 
of  group  defense  in  New  York  State.  At  the 
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beginning  (1897),  studies  showed  that  “one  physi- 
cian in  every  150  was  sued.”  In  1906  one  in 
every  275  was  sued  based  on  a physician  popula- 
tion of  the  State  of  11,923.  Says  Mr.  Lewis: 
“Despite  the  fact  that  the  number  of  physicians 
is  today  (1905)  over  10  per  cent  greater  than 
when  malpractice  defense  was  undertaken,  the 
number  of  suits  has  been  diminished  by  nearly 
50  per  cent.” 

In  the  October,  1906,  issue  appears  a fascinat- 
ing discussion  (p.  406)  on  medical  education  from 
which  we  excerpt  a few  of  the  highlights: 

At  the  present  time  there  is  much  discussion 
concerning  the  education  that  best  fits  a man  to 
enter  upon  the  study  and  practice  of  medicine . . . 
not  only  much  discussion,  but  much  confusion  as 
well...  Education  is  a glorious  institution;  it  is 
the  next  grade  in  human  advancement  below  cul- 
ture. It  should  not  be  confused  with  learning,  as 
it  often  is.  . .The  defect  (of  the  educational  sys- 
tem) to  which  our  American  colleges  are  com- 
mitted which  could  be  most  readily  remedied  is 
the  defect  of  attempting  too  much . . . Our  so- 
called  universities  are  something  less  than  universi- 
ties and  more  than  colleges.  They  are  becoming 
unwieldy  and  complex.  In  the  department  of 
arts  the  contact  of  pupil  with  teacher,  so  valuable 
in  the  old-time  college,  has  disappeared. 

These  few  vignettes  chosen  at  random  will,  it  is 
hoped,  recall  to  our  older  members  some  of  the 
battles  of  a former  day.  The  picture  has  changed 
in  1950;  new  names,  new  faces,  new  buildings, 
same  controversies. 

The  period  1898  to  1914  was  one  of  relatively 
stable  world  conditions.  Domestic  political 
reforms  under  Theodore  Roosevelt,  the  Panama 
Canal,  industrial  development,  and  rapid  prog- 
ress in  medical  and  other  sciences  continued  to 
advance  the  American  standard  of  living  and  to 
reduce  the  mortality  rates  importantly.  Thus 
were  the  seeds  planted  which  now  have  created 
many  of  our  geriatric  problems.  True,  in  Europe 
influenza  and  typhus  fever  were  taking  their  toll, 
with  tuberculosis,  of  human  life,  but  here  “yellow 
jack”  was  under  control  and  the  war  on  venereal 
disease  getting  off  to  a good  start.  In  1906  the 
San  Francisco  earthquake  and  fire  shocked  the 
world  with  the  loss  of  452  lives;  in  1909  Bleriot 
flew  the  English  Channel,  31  miles  in  37  minutes! 
In  1911,  the  Mexican  Revolution  started,  and  in 
April,  1914,  the  United  States  Atlantic  Fleet  was 
sent  to  Vera  Cruz  by  President  Wilson. 

On  June  28,  1914,  Archduke  Francis  of  Austria 
and  his  wife  were  assassinated  in  Sarajevo, 
Bosnia,  Yugoslavia,  and  World  War  I was  started. 
In  August  of  that  year  the  first  ship  passed 
through  the  Panama  Canal,  and,  two  days  later, 
August  17,  the  Galveston  hurricane  left  275 
people  dead,  with  tremendous  property  damage. 


The  Journal,  now  appearing  in  a gray  cover, 
was  published  monthly  still,  with  editorial  and 
business  offices  at  17  West  43rd  Street,  New  York 
City;  its  editor  was  John  Crowell  MacEvitt, 
M.D.,  and  the  Committee  on  Publication  con- 
sisted of  Wisner  R.  Townsend,  M.D.  (also  secre- 
tary of  the  Medical  Society  of  the  State  of  New 
York);  Floyd  M.  Crandall,  M.D.;  Alexander 
Lambert,  M.D.;  John  C.  MacEvitt,  M.D.,  and 
Victor  A.  Robertson,  M.D.  This  was  the  one 
hundred  eighth  year  of  the  Society,  and  the  mail- 
ing of  the  Journal  monthly  ran  to  8,500  copies 
more  or  less  at  a yearly  subscription  price  of  one 
dollar.  The  editor  comments  in  the  March  issue 
on  the  difference  between  domestic  and  foreign 
medical  journalism : “So  many  American  medical 
journals  find  inspiration  in  the  achievement  of 
foreigners  and  yet  by  comparison  how  meagre 
the  praise  of  anything  American  do  we  find  in  the 
foreign  publications.  . .We  are  not  lacking  in 
admiration  for  the  marvelous  achievements  in 
medicine  the  world  over,  but  we  do  want  recog- 
nition and  credit  for  that  which  is  indigenous. . . ” 

This  was  the  time  when  American  medicine 
was  beginning  to  stand  on  its  own  feet  as  a result 
of  the  vital  free  enterprise  which  pervaded  it  and 
stood  solidly  behind  it.  The  long  period  of  gov- 
ernment subsidy  of  science  and  particularly  of 
medicine  and  medical  education  in  Germany  had, 
it  is  true,  given  an  initial  advantage  to  research 
and  clinical  teaching  there  since  the  time  of 
Bismarck,  but  this,  as  we  have  indicated,  was  to 
be  scrapped  by  World  War  I.  Inevitably,  at- 
tachment of  science,  and  particularly  medical 
science,  to  governmental  subsidy,  control  and 
regulation  determines  its  fate,  for  it  becomes  the 
cringing  servant  of  governmental  stupidity,  no 
longer  able  to  assert  itself  independently  of 
governmental  policy. 

A paper  dealing  with  the  dangers  of  nonmedical 
anesthetists,  particularly  nurses,  employed  some 
strong  language.  Says  the  author:  “Never  in 
the  history  of  the  United  States  has  there  been  a 
time  when  the  public  distrusted  the  medical 
profession  as  much  as  it  does  today. . .Educated 
men  and  women  are  beginning  to  learn  that  the 
administration  of  a general  anesthetic  is  a very 
serious  matter,  and,  before  many  years  have 
passed,  people  will  know  something  of  the  dangers 
of  anesthesia  and  its  horrible  after-effects  when 
given  by  amateurs  to  sensitive  patients . . . Leg- 
islation prohibiting  physicians  from  doing  surgical 
work  before  becoming  surgeons  may  be  desirable 
if  constitutional,  but  it  is  not  nearly  as  necessary 
...  as  is  legislation  that  will  prevent  nurses  from 
practicing  a specialty  in  medicine  without  a 
medical  education . . . with  the  connivance  and 
assistance . ..of  surgeons  some  of  whom  know  very 
little  of  the  real  dangers  of  any  general  anesthetic. 
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...”  Such  criticism  is  indicative  of  the  vitality 
of  medicine  here  and  of  the  will  to  police  its  own 
affairs  in  the  public  interest. 

Medical  publicity  in  the  daily  press  was  crit- 
icized by  the  editor  on  the  ground  of  its  inaccuracy 
and  lurid  treatment.  “What  we  particularly 
object  to,”  he  wrote,  “is  exploitation  of  theories, 
remedies,  operations,  modes  of  treatment  and 
above  all  personality  in  which  the  naked  ‘I’ 
affronts  modest  merit.”  He  hopes  to  find  some 
common  meeting  ground  upon  which  “we  can 
cooperate  in  giving  to  the  public  information  on 
medical  topics  from  an  authoritative  source.” 

All  of  this  has  a certain  ring  of  familiarity  about 
it  even  today,  and  when  we  find  also  strenuous 
opposition  being  voiced  to  the  1914  Chiropractic 
Bill  with  members  being  urged  with  little  hope  of 
success  to  write  to  an  appended  list  of  State  legis- 
lators, we  feel  quite  at  home.  If  we  add  a paper, 
“The  Burden  of  Mental  Defect,”  read  before 
the  joint  meeting  of  the  Seventh  and  Eighth 
District  Branches,  in  which  it  is  reported  that  the 
Empire  State  cares  for  33,000  insane  at  a cost  of 
$7,000,000  in  its  14  hospitals  annually  for  main- 
tenance alone,  the  familiar  picture  becomes  com- 
plete. 

At  the  Annual  Meeting  the  Journal  lists  25 
commercial  exhibitors  who  set  up  their  booths  at 
the  Hotel  Astor.  The  Port  of  New  York  imposes 
undue  hardships  upon  citizens  returning  from 
abroad  because  of  inadequate  quarantine  facilities 
at  Swinburne  Island  and  Hoffman  Island,  because 
legislators  refuse  to  adopt  the  recommendations 
of  the  Health  Officer  of  the  Port  of  New  York. 
“Economy,”  says  the  editor,  “may  be  a public 
virtue,  but  health  is  a public  necessity.” 

The  Journal  duly  chronicles  the  passing  of 
Dr.  Roswell  Park  of  Buffalo,  a past-president  of 
the  Society  and  one  of  its  most  honored  members. 
It  is  advocated  that  a bill  be  introduced  to  the 
Legislature  “providing  for  the  appropriation  of 
$1,000,000  for  the  purchase  of  radium  for  the 
New  York  State  Cancer  Hospital...”  at  the 
recommendation  of  the  Committee  on  Public 
Health.  Also  there  appears  a new  department 
conducted  and  supervised  by  Dr.  Fred  M.  Mea- 
der,  director  of  Division  of  Communicable 
Diseases.  Dr.  Hermann  M.  Biggs  was  then 
commissioner  of  the  State  Department  of  Health. 

Possibly  the  most  important  event  of  the  year 
1914  was  the  Workmen’s  Compensation  Act. 
The  Act  is  published  in  abstract  with  accompany- 
ing “Medical  and  Surgical  Fee  Bill.”  As  de- 
scribed by  Dr.  Alexander  Lambert,  chairman  of  the 
Society’s  Committee  on  the  Workmen’s  Compen- 
sation Law,  “It  is,  therefore,  a fee  bill  for  all 
laborers  and  household  servants,  artisans  and 
workmen  except  agricultural  laborers,  and  only 
for  their  care  when  they  are  injured  during  their 


working  hours  at  their  trade  or  occupation.” 
The  fees  reflect  the  rates  of  pay  current  at  that 
time  in  business  and  industry.  First  visit  in 
doctor’s  office,  including  operative  procedure  and 
dressing  of  ordinary  wounds,  $1.50.  House 
visit,  day,  $2.00;  hospital  visit,  day,  $1.00 
including  antiseptic  dressing  when  necessary ; 
night  visit  (9  p.m.  to  7 a.m.)  $3.00;  mileage  beyond 
city  limits,  per  mile  one  way  only  50  cents.  The 
one-way-only  provision  may  have  been  predicated 
on  the  assumption  that  it  was  hardly  worth-while 
to  return.  Those  were  the  days  of  the  Model  T 
Ford. 

The  Workmen’s  Compensation  Law  marked  the 
beginning  of  a period  of  increasing  consciousness 
on  the  part  of  the  profession  of  its  social  obliga- 
tions. In  this  respect  the  Empire  State  was  a 
pioneer.  Woodrow  Wilson  had  been  inaugurated 
President  of  the  United  States  in  1913;  Charles 
Whitman  had  been  elected  Governor  of  New  York 
State,  succeeding  Martin  H.  Glynn.  Political 
reform  initiated  by  Governor  Hughes  in  190G 
was  beginning  to  bear  fruit  and  with  it  increasing 
social  consciousness.  Thus,  in  the  September 
issue  of  the  Journal  appears  an  article,  “Some 
Sociological  Aspects  of  Ophthalmology,”  in  which 
preventable  accidents  and  diseases  of  the  eyes 
are  stressed;  bad  lighting  as  a factor  in  pool-  vi- 
sion is  noted,  and  the  increase  in  occupational 
diseases  of  the  eyes  is  discussed. 

The  development  and  expansion  of  the  State 
Laboratory  at  Albany  is  discussed  by  Dr.  A.  B. 
Wadsworth,  its  director,  and  he  announces  a 
new  service  by  his  staff,  “the  serum  diagnosis  of 
syphilis.”  The  medical  war  against  venereal 
disease  was  becoming  intensified.  The  Journal 
contains  no  reference  of  any  kind  to  the  European 
war.  Interestingly  enough,  in  July,  the  Inter- 
national Socialist  Bureau  of  the  Second  Inter- 
nationale met  in  Brussels,  with  five  men  present 
who  were  later  heads  of  governments:  Lenin, 
Ebert,  Stauning,  Branting,  and  MacDonald. 

The  Journal  of  1917  announces  the  Annual 
Meeting  of  that  year  to  be  held  in  Utica  in 
April.  The  meetings  of  the  Society  were  still 
small  enough  and  the  commercial  exhibitors  few 
enough  so  that  the  meetings  could  be  housed  in 
Albany,  Syracuse,  and  Utica  as  well  as  New 
York  and  Buffalo.  The  Journal  carried  18  pages 
of  advertising  plus  the  front  and  back  cover. 
At  this  111th  Annual  Meeting  a new  feature  was 
being  tried  out  experimentally:  “A  scientific 

exhibit . . . modeled  on  that  of  the  American 
Medical  Association.  County  laboratories  will 
be  especially  featured . . . ,”  says  the  editor. 

Although  the  United  States  had  officially  de- 
clared war  on  Germany  on  April  6,  1917,  Presi- 
dent Wilson  delayed  until  May  18  the  signing  of 
the  Selective  Military  Conscription  Bill.  The 
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year  before,  on  March  15,  General  John  J. 
(Black  Jack)  Pershing  with  12,000  U.S.  troops 
had  been  sent  into  Mexico  in  pursuit  of  Pancho 
Villa  as  a result  of  the  border  raids  around 
Columbus,  New  Mexico.  A considerable  number 
of  former  National  Guardsmen  had  therefore 
had  border  training  and  actual  battle  experience 
of  a kind,  among  them  many  medical  officers. 
The  actual  entrance  of  the  U.S.  into  the  war  coin- 
cided with  the  Annual  Meeting  in  Utica  in 
April,  1917.  Wrote  the  editor  of  the  Journal 
in  these  stirring  times: 

These  are  troublous  times  to  us  in  more  ways 
than  one.  Can  you  recall  a year  since  the  exciting 
one  of  amalgamation  in  which  the  vital  interests  of 
the  profession  had  more  at  stake  than  has  the 
present  one . . . ? Is  Social  Health  Insurance 
which  now  confronts  us  a hydra-headed  monster 
before  which  we  should  gird  our  loins  and  smite 
with  a double-edged  sword,  or  is  it  a catholicon  which 
will  cure  all  ills,  mental,  physical,  and  material . . . ? 
Have  you  listened  to  the  oratory  of  our  legisla- 
tive halls...?  If  so,  you  must  know  that  the 
wide  divergence  of  opinions  regarding  its  malig- 
nant and  benignant  features  are  irreconcilable . . . 

The  domination  of  the  profession  by  the 
Workmen’s  Compensation  Act  has  made  us  wary 
of  entering  blindly  into  any  agreement  without  due 
study  of  its  possible  end  results . . . 

Preparedness  for  the  threatened  war  is  another 
subject  of  vital  importance . . . Practical  plans 
should  be  devised  to  organize  into  shape  the 
acceptable  medical  personnel  (age,  mental  and 
physical  fitness)  of  the  State  into  a utilizable 
force . . . 

Neither  of  the  two  subjects  has  been  given  a 
place  on  the  program  (of  the  Annual  Meeting)  but 
it  is  the  opinion  of  the  Journal  that  by  resolution 
or  otherwise  both  subjects  should  be  given  recogni- 
tion . . . 

The  Social  Health  Insurance  Law  referred  to 
was  the  Mills  Bill,  an  act  to  establish  a system  of 
compulsory  health  insurance  in  the  State.  It  did 
not  pass  the  Legislature. 

In  1913,  the  Federal  Income  Tax  Law  was 
ratified,  in  1917  the  18th  or  Prohibition  Amend- 
ment was  submitted  to  Congress,  the  Workmen’s 
Compensation  Act  in  New  York  State  had  been 
in  operation  for  three  years,  and  on  top  of  all  this 
now  came  the  Mills  Bill  for  compulsory  health 
insurance.  In  England  under  Lloyd  George 
health  insurance  had  been  in  operation  since  1911 
in  a modified  form,  later  to  be  expanded.  It  is 
no  wonder  that  the  then  editor  of  the  Journal 
gave  top  ranking  to  matters  of  domestic  social- 
economic  importance  and  second  place  to  urgent 
appeals  from  the  Surgeon  General  for  more 
members  for  the  Officers’  Reserve  Corps,  U.S. 
Army.  “A  Board  of  Officers  of  the  Medical 


Officers’  Reserve  Corps... will  be  in  session  at 
the  New  York  Academy  of  Medicine,”  he  writes, 
“17  W.  43d.  St.,  every  week  day  except  Saturday 
. . .to  examine  candidates  for  appointment.  . . ” 

The  program  for  the  Annual  Meeting  included : 
Therapeutics  and  Treatment;  A Symposium  on 
Peptic  Ulcer;  Glands  of  the  Neck  and  Throat; 
Every  Day  Obstetrics  and  Gynecology;  Effici- 
ency in  Surgery;  Syphilitic  Lesions  of  the  Eye, 
Ear,  Nose  and  Throat;  Practical  Study  of 
Feeblemindedness.  Advertising  by  Abbott  Lab- 
oratories featured  Dakin’s  New  Antiseptic, 
Chlorazene.  A thoughtful  address,  “The  Mod- 
em Hospital — Its  Form,  Function  and  Work,”  by 
Henry  A.  Christian,  M.D.,  contains,  among 
many  sage  observations,  the  following:  “When 
you  next  visit  your  hospital  or  any  hospital  ask 
yourself  of  anything  you  see,  ‘How  does  this 
thing  help  the  patient  directly  or  indirectly?’  If 
you  do  not  know,  ask  the  Superintendent,  a 
member  of  the  staff,  a nurse  and  a patient.  If  no 
one  knows,  check  it  off  as  useless.  If  the  reasons 
given  are  vague  or  indefinite,  give  it  the  same 
fate.  If  the  different  reports  are  conflicting, 
mark  it  as  of  doubtful  utility.  If  anyone  ad- 
vances a good  reason  for  the  thing  asked  about, 
put  it  down  as  contributing  a useful  part  to  the 
aim  of  the  hospital.” 

Membership  in  the  Society  as  of  January, 
1917,  stood  at  8,287.  The  Report  of  the  Secre- 
tary, Dr.  Floyd  M.  Crandall,  showed  that  “in 
1907  membership  of  the  State  Society  was  5,857. 
Today  there  is  an  increase  of  2,430.  During  the 
last  ten  years  there  have  been  937  deaths,  491 
resignations,  and  18  expulsions,  a total  of  1,446. 
...”  The  report  of  the  treasurer,  Dr.  Alexander 
Lambert,  showed  among  other  items  that  in  1908 
the  Journal  had  cost  the  Society  16  per  cent  of 
its  total  expenses  for  that  year,  or  $2,916.16; 
in  1916  it  had  remained  nearly  static  at  17  per 
cent,  or  $4,129.80;  whereas  in  1908  the  Directory 
had  cost  41  per  cent  and  in  1916  only  21  per  cent, 
or  $5,125.81.  The  issue  of  the  Directory  in  1916 
was  1,500  copies.  This  works  out  to  $3.41  plus 
cents  per  copy.  Advertising  income  for  both 
Journal  and  Directory  stood  at  $10,000  a year. 
Notes  the  treasurer,  “The  advertisements  pos- 
sible to  obtain  for  either  Journal  or  Directory  are 
necessarily  greatly  restricted  owing  to  the  stand- 
ards on  which  they  are  judged.”  And,  may  we 
add,  this  limitation  of  advertising  income,  for  the 
same  reason,  holds  good  today  in  1951.  During 
1916,  the  monthly  printing  of  the  Journal, 
according  to  the  report  of  the  Publication  Com- 
mittee, was  9,300  copies.  Says  the  report,  com- 
menting on  the  increased  cost  to  the  Society  of 
its  publications,  “This  increase  is  mostly  due  to 
the  large  increase  in  the  cost  of  paper,  but  also 
to  an  increase  in  the  size  of  the  Journal  which 
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was  necessary  in  order  to  publish  all  the  State 
Society  papers  and  to  the  publication  of  a larger 
edition...”  These  comments  have  a vaguely 
familiar  ring. 

The  report  of  the  Councillor  of  the  First  Dis- 
trict Branch  is  interesting  in  that  it  chronicles  the 
completion  of  county  membership  in  that  Branch 
by  including  Putnam  County,  which  was  without 
a county  society,  having  only  20  practicing  physi- 
cians. The  dilemma  was  solved  “by  reason  of 
the  fact  that  its  neighbor,  Dutchess  County, 
extended  an  invitation  to  the  medical  fraternity 
of  Putnam  County  to  amalgamate  with  them 
under  the  name  of  the  Dutchess-Putnam  Medical 
Society.” 

It  is  of  interest  that  the  publication  of  the 
Annual  Reports  and  the  Proceedings  of  the  House 
of  Delegates  and  the  Meeting  of  the  Council 
immediately  following  occupied  33  pages  of  the 
Journal  for  that  year. 

So  in  1918  the  Russian  Socialist  Federated 
Soviet  Republics  were  founded,  the  Russian  Czar 
and  Iris  family  were  exterminated  July  16,  1918, 
by  the  Bolsheviks,  and  World  War  I ended 
November  11.  History  crowded  in  at  ever- 
increasing  speed — demobilization,  Veterans  Ad- 
ministration, American  medicine  faced  with  the 
necessity  of  dealing  with  more  and  more  agencies, 
both  private  and  governmental. 

Rapid  growth  of  the  Society  and  extension  of  its 
activities,  especially  in  the  field  of  legislative 
matters,  were  producing  changes  within  the 
organization  to  meet  the  new  demands  on  it. 
The  devastating  influenza  epidemic  of  1918  had 
focused  attention  on  preventive  medicine  and 
therapy.  In  1925,  postgraduate  education  began 
to  receive  much  attention;  an  executive  officer, 
with  offices  in  Albany,  was  added,  and  Dr.  Joseph 
Lawrence  formerly  with  the  State  Department 
of  Health  began  his  duties.  In  1925,  also,  the 
Society  numbered  10,244  members. 

The  Journal  had  gone  through  an  experi- 
mental change  in  1924  and  early  1925  when  it 
was  published  weekly.  Dr.  Nathan  B.  Van 
Etten  was  editor-in-chief,  with  Dr.  Orrin  Sage 
Wightman  of  New  York  as  associate  editor,  and 
Dr.  Frank  Overton  of  Patchogue,  Long  Island, 
as  executive  editor  on  full  time.  At  the  Annual 
Meeting  of  that  year  Dr.  Owen  Jones  recom- 
mended and  the  House  of  Delegates  approved 
the  suggestion  that  “the  Journal  be  published 
semimonthly.”  The  House  also  approved  the 
office  (to  be  created)  of  president-elect  and  the 
formation  of  a Board  of  Trustees.  There  was 
delay  in  arranging  for  the  semimonthly  publica- 
tion of  the  Journal,  however,  and  it  was  not 
until  the  following  year  (1926)  that  we  find  in  the 
report  of  the  Publication  Committee  for  the  year 
1925:  “After  careful  consideration  it  was  de- 


cided to  publish  the  Journal  twice  a month 
throughout  the  year  and  to  add  a department  of 
Medical  Progress.” 

In  June,  1925,  the  Journal  masthead  shows 
Dr.  Orrin  Sage  Wightman  as  editor-in-chief  and 
Dr.  Frank  Overton  as  executive  editor.  Dr. 
Nathan  B.  Van  Etten  had  become  president  of  the 
Society  and  notes  that  the  editor  of  the  Journal 
had  been  accorded  a “courtesy  seat  in  the 
Council.”  A Committee  on  Economics  was 
functioning,  and  “An  improved  Journal  is 
assured  by  the  promise  of  a stronger  editorial 
staff,  by  new  business  methods,  and  by  a growing 
general  interest  in  a most  valuable  organ.  The 
next  Directory  will  be  strengthened  by  the  addi- 
tion of  the  list  of  the  Hospitals  of  the  State  and  of 
the  physicians  who  serve  them.” 

Medical  broadcasting  by  radio  was  a new  me- 
dium of  publicizing  advances  in  medical  progress. 
The  “teaching  hospital”  was  also  a new  develop- 
ment extending  over  the  previous  five  years.  A 
new  department,  “Medical  Progress,”  was  added 
to  the  Journal  in  the  last  months  of  1925. 
Advertising  content  had  also  increased  materially. 

By  1930,  the  Journal  had  acquired  an  adver- 
tising manager,  but  the  editorial  staff  remained 
as  in  1925.  The  president,  Dr.  James  N.  Vander 
Veer,  in  his  annual  report  to  the  House  of  Dele- 
gates recommended  the  establishment  by  the 
Society  of  a Standing  Committee  on  Publicity. 
The  membership  stood  at  12,010.  The  Journal 
income  stood  at  $54,832.58  with  expenses  listed 
as  $64,232.76,  a deficit  of  $9,400.18.  The  Public 
Relations  Committee,  formed  a few  years  pre- 
viously, was  functioning  smoothly  in  a study  of 
the  health  service  given  to  university  and  college 
students  in  the  State.  The  Journal  offices  were 
at  the  headquarters  of  the  Society  at  the  Academy 
of  Medicine,  2 East  103rd  Street.  The  Publica- 
tion Committee  is  listed  on  the  masthead  as 
consisting  of  Dr.  William  Ross,  Dr.  Charles 
Gordon  Heyd,  and  Dr.  Daniel  S.  Dougherty. 
Both  the  contents  of  the  Journal  and  the  half- 
tone cuts  begin  to  show  a marked  improvement, 
and  some  color  inserts  in  the  advertising  section 
are  noted. 

The  various  departments  reflect  the  growth  of 
the  Society’s  interests  on  behalf  of  the  practicing 
physicians  of  the  State.  Relationships  with  the 
public  press  improved  as  the  Public  Relations 
Committee  began  to  function,  and  the  Committee 
on  Public  Health  and  Education  under  Dr.  Harry 
Trick  as  chairman  was  working  well  with  the 
Department  of  Health  of  the  State  of  New  York, 
as  well  as  with  the  New  York  City  Department 
of  Health.  Postgraduate  instruction  of  physi- 
cians on  a well-organized  plan  proceeded,  cover- 
ing a wide  variety  of  medical,  surgical,  and  ther- 
apeutic topics. 
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The  year  1929  had  seen  the  bursting  of  the 
financial  bubble;  exuberant  inflation  was  suc- 
ceeded by  ruin  for  many  and  a dark  future  for 
many  more.  The  depression  did  not  slow  up  the 
intensive  studies  of  numerous  knotty  questions. 
The  Governor  had  appointed  a Special  Health 
Commission  to  report  on:  Who  should  control 
health  work  in  the  schools?  To  what  extent 
should  State  aid  for  health  activities  be  extended  ? 
To  what  extent  should  State  authority  be  ex- 
tended to  county  organizations  for  the  better 
administration  of  public  health  in  counties  in 
which  the  organization  of  health  departments  is 
not  desired?  In  the  State,  county  health  depart- 
ments were  functioning  only  in  Cattaraugus, 
Suffolk,  Westchester,  and  Cortland  and  were  in 
process  of  organization  in  Wayne  and  Jefferson 
counties. 

In  Europe,  the  last  French  soldiers  of  the  Army 
of  Occupation  left  Germany,  and  in  London  the 
Naval  Reduction  Treaty  was  signed.  Commu- 
nists in  a nation-wide  demonstration  here  were  met 
with  tear  gas  at  the  White  House,  and  46  U.S. 
warships  were  decommissioned,  as  Franklin  D. 
Roosevelt  was  re-elected  Governor  of  New  York 
and  Herbert  Hoover,  then  President,  asked 
Congress  for  $150,000,000  to  aid  the  unemployed. 

The  first  conference  of  the  chairmen  of  the 
Public  Relations  Committees  of  component 
county  medical  societies  was  held  in  Albany 
in  September.  Thirty-one  counties  were  repre- 
sented. The  leadership  of  the  State  Society  was 
producing  rapid  results  throughout  the  State. 
Twenty-two  speakers  “described  conditions  in 
their  counties”  and  what  was  being  done  particu- 
larly about  public  health  matters. 

Extensive  surveys  of  the  medical,  hospital,  and 
public  health  facilities  of  the  counties  of  the 
State  had  been  carried  on  as  a public  relations 
project  by  the  State  Society  in  conjunction  with 
the  analogous  committees  of  the  several  counties. 
Expansion  of  Society  activities  in  the  fields  of 
medical  economics  and  the  volume,  quality,  cost, 
and  spread  of  medical  care  to  the  indigent  and  to 
low-income  groups  were  spurred  ahead  by  the 
voluminous  report  of  the  Committee  on  the  Costs 
of  Medical  Care  and  its  numerous  minority 
reports.  The  deepening  depression,  the  growing 
number  of  the  aged  and  infirm,  the  extravagance 
of  government  in  the  matter  of  Veterans  Admin- 
istration hospitals,  and  the  low  state  of  the  medi- 
cal service  in  these  facilities  were  creating  prob- 
lems of  great  seriousness  and  vast  extent. 

In  1933,  it  was  proposed  to  appoint  a Special 
Committee  of  the  House  of  Delegates  “to  study 
the  entire  question  of  the  Journal  with  a view 
to  submitting  recommendations  as  to  organiza- 
tion, form  of  Journal,  finances,  and  possible 
profit  making  administration.”  In  the  same 


year  it  was  also  proposed  that  there  should  be  an 
“administrative  officer  appointed  who  should 
be  an  employe  of  the  House  of  Delegates,  the 
Council,  and  the  Executive  Committee  of  the 
State  Society.”  He  would  be  a full-time  individ- 
ual on  a salary. 

This  was  the  time  of  the  flood  of  alphabetical 
governmental  agencies  which  flowed  from  the 
New  Deal  in  ever-increasing  numbers:  TERA, 
WPA,  CWA,  PWA,  and  so  on  ad  infinitum, 
inclusive  of  the  unconstitutional  NRA  with  its 
dour  blue  eagle.  Executive  secretaries  were 
installed  by  some  of  the  counties,  and  medical 
directors  blossomed  in  New  York  and  Queens. 
We  note  comment  on  an  exhibit  on  metabolism 
during  the  Graduate  Fortnight  of  the  New  York 
Academy  of  Medicine  and  a lengthy  editorial  dis- 
cussion on  “Insurance  of  Hospitalization.”  Dr. 
Orrin  Wightman,  editor-in-chief  of  the  Journal, 
reported  in  the  December  15,  1933,  issue  on  the 
annual  index  of  activities  of  the  Society  now 
grown  so  voluminous  that  merely  to  list  them 
took  12  pages  of  close-set  six-point  type. 

With  the  January  1,  1934,  issue,  the  Journal 
appeared  in  a blue  cover  and  “under  the  Aus- 
pices of  the  Journal  Management  Committee.” 
with  offices  at  33  West  42nd  Street,  New  York 
City.  There  was  no  designated  editor,  but  the 
personnel  of  the  Committee  changed  twice  during 
the  year,  on  June  1 and  July  1.  (See  chronologic 
table  appended  to  this  article).  New  format, 
different  type  faces,  new  arrangement  of  material 
are  noted.  The  business  manager  was  Thomas 
R.  Gardiner,  and  the  office  of  publication  was  100 
State  Street,  Albany,  New  York.  The  “farming 
out”  of  the  Journal  to  Thomas  Gardiner  was 
on  the  basis  of  a payment  of  50  cents  a member 
to  the  publisher  and  an  allocation  of  the  balance 
of  40  cents  of  the  members’  dollar  to  the  Journal 
Management  Committee  for  editorial  expenses. 

The  Journal,  it  was  thought  in  1935,  should 
have  a full-time  editor  and  be  under  “complete 
State  Society  control.”  Dr.  Heyd,  in  his  Report 
of  the  President  for  that  year,  was  highly  com- 
mendatory of  the  work  of  the  Journal  Manage- 
ment Committee  for  having  saved  the  Society 
$33,000  within  two  years.”  He  recalled  the 
recommendations  of  the  Special  Journal  Com- 
mittee based  on  an  analysis  of  the  contents  of  the 
Journal  made  for  the  year  1933  by  “Dr.  George 
W.  Kosmak,  an  editor  of  distinguished  com- 
petency” who  recommended  that  “the  Journal 
office  be  discontinued,  and  that  the  Society  enter 
into  contract  of  publication.”  The  Special 
Journal  Committee  recommended  the  accept- 
ance of  “properly  edited  liquor  advertisements,” 
and  commented  that  “the  Journal  cancelled 
$11,000  worth  of  advertising  for  drugs  that  were 
not  acceptable  by  the  A.M.A.” 
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The  newly  revised  Workmen’s  Compensation 
Law  was  occasioning  the  necessity  for  the  several 
county  societies  to  assume  vastly  extended  duties, 
registering  and  reviewing  the  qualifications  of 
those  doctors  who  wished  to  qualify.  Social 
medicine  was  expanding  rapidly,  and  its  problems 
received  much  editorial  attention.  , 

In  1939,  the  Journal  Management  Committee 
was  replaced,  by  the  Council  on  November  10, 
by  the  “Journal  Planning  Committee.”  It  was 
to  recommend  ways  and  means  of  carrying  out 
recommendations  previously  made  regarding  the 
publication  of  the  Journal  and  Directory  and  the 
management  of  the  technical  exhibits  at  the 
Annual  Meeting.  The  new  Committee  was  a 
merger  of  three  previous  committees:  the 

Committee  on  Literary  Work,  the  Committee  on 
Business  Work,  and  the  Committee  on  Publicity. 
It  is  noted  that  a director  of  public  relations  by 
direction  of  the  Council  was  asked  to  meet  with 
the  newly  constituted  committee. 

The  January  1 issue  of  1940  appeared  invested 
in  a new  cover  of  light  gray  without  the  imprint 
of  the  Society’s  seal  and  with  printing  in  dark 
blue  ink.  The  color  scheme  was,  doubtless,  an 
emotional  afterimage  of  the  long,  drab,  and  murky 
years  immediately  preceding  or  an  unintentional 
forecast  of  the  “mood  blue”  so  shortly  to  come 
with  the  news  of  Pearl  Harbor.  The  editorial 
section  was  placed  in  the  front  of  the  book  in- 
stead of  the  center  section,  and  the  type  size  was 
increased.  The  Annual  Meeting  number  of 
April  1 contained  the  Annual  Reports  of  the 
Society,  or  as  many  of  them  as  were  submitted 
by  deadline  time.  It  was  recommended  to  the 
House  of  Delegates  that  the  Public  Relations 
Bureau  and  the  Publication  Department  should 
be  kept  separate.  “We  feel”,  said  the  chairman, 
“that  the  Journal  is  on  a sound  basis,  and  the 
present  method  of  production  and  the  setup  of  its 
staff  is  sound.” 

The  history  of  the  last  ten  years  is  within  the 
personal  recollection,  if  not  wholly  within  the 
comprehension,  of  most  of  those  who  will  read 
this  series  of  vignettes.  In  1941,  the  deepening 
shadow  of  a second  world  conflict  was  spreading 
rapidly  westward.  The  pattern  of  producing  the 
Journal  had  been  set  and  was  to  continue  with 
minor  modifications  to  the  present  date.  Essen- 
tially, this  pattern  was  established  at  the  sug- 
gestion of  the  then  treasurer  of  the  Society,  Dr. 
George  W.  Kosmak.  The  Publication  Commit- 
tee consisted  of  five  members:  the  general 

manager  of  the  Society;  the  business  manager; 
the  literary  editor  of  the  Journal;  a representa- 
tive of  the  trustees;  and  the  treasurer  of  the 
Society.  The  business  manager  was  the  only 
nonmedical  member  of  the  Committee  which  met 


monthly.  The  Society,  in  April,  1940,  had  moved 
its  headquarters  from  the  Academy  of  Medicine 
to  292  Madison  Avenue,  its  present  location,  and 
at  this  new  address  all  the  functions  of  the  growing 
body  were  housed  under  one  roof  except  the  office 
of  the  executive  officer  in  Albany. 

In  1942,  the  general  manager  of  the  Society 
became  the  managing  editor  of  the  Journal 
in  a partial  reorganization  of  the  administration 
which  accompanied  the  nation’s  growing  partici- 
pation in  World  War  II.  Restrictions  in  paper 
supply  and  the  necessity  to  cut  costs  and  to  con- 
serve materials  caused  an  intensive  study  to  be 
made,  in  the  interests  of  economy,  of  Journal 
typography  and  format.  As  a result,  in  1942 
there  were  published  251  scientific  articles,  an 
increase  of  22  over  1940,  in  a total  of  1,899  text 
pages  including  Table  of  Contents  and  Officers’ 
pages,  Editorials,  Correspondence,  Medical  News, 
Book  Reviews,  Medicolegal,  Public  Health, 
Hospital  News,  Maternal  Welfare,  Medical 
Relief,  Medical  Preparedness,  Mental  Hygiene, 
Therapeutics,  and  Diagnosis.  The  use  of  the 
new  format  and  smaller  type  for  editorial  and 
scientific  sections,  begun  January  1,  1941,  made 
it  possible  to  publish  additional  material  repre- 
senting an  increase  of  some  200,000  words  with 
no  increase  in  paper  used.  The  cost  was  88  cents 
per  member  in  1941  as  against  91  cents  for  1940. 
Total  copies  printed  in  1941  were  19,150  greater 
than  in  1940  representing  growth  in  membership 
and  sales,  as  noted  in  the  Report  of  the  Council, 
Part  IV,  for  1942. 

By  1944,  three  associate  editors  had  been 
added,  and  a technical  editor  was  put  in  charge 
of  production  as  an  assistant  to  the  managing 
editor,  and  in  the  latter  part  of  the  year  an  acting 
managing  editor  took  the  place  of  the  managing 
editor  who  was  seriously  ill. 

Following  the  death  of  Dr.  Peter  Irving,  secre- 
tary of  the  Society  and  for  many  years  managing 
editor  of  the  Journal  through  some  of  its  most 
difficult  times,  no  other  changes  took  place  until 
1945,  when  on  January  1,  the  literary  editor  be- 
came also  the  assistant  managing  editor,  and  in 
October  of  that  year  an  assistant  literary  editor 
was  added.  These  changes  reflected  an  attempt 
to  correct  certain  editorial  difficulties  which  are 
as  yet  only  partially  solved.  The  associate 
editorial  group  and  the  assistant  editors  represent 
an  effort  to  create  a “training  school,”  for  lack  of 
a more  appropriate  phrase,  to  assure,  as  far  as  this 
can  be  done,  the  continuity  of  quality,  form,  and 
excellence  of  the  Journal’s  editorial  content. 

The  plan  was  further  extended  in  1948-1949 
with  the  expansion  of  the  Associate  Editorial 
Board  to  eight  members.  In  the  same  year,  the 
Journal  circulation  was  23,500  copies  with  the 
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Fig.  6.  Seals  of  the  Association  and  the  Society.  Upper  left:  Earliest  seal,  1789,  of  a Weekly  Society  of 
Gentlemen,  the  Medical  Society  of  the  State  of  New  York.  Upper  right:  Early  seal  of  the  Medical  Society 
of  the  State  of  New  York,  about  1836.  Lower  left:  Seal  of  the  New  York  State  Medical  Association,  1884 
to  1900.  Lower  right:  Present  seal  of  the  Medical  Society  of  the  State  of  New  York. 


average  cost  of  an  issue  of  112  pages  of  $3,600. 
The  number  of  articles  published  was  303  by  435 
authors. 

A major  improvement  in  1948  which  has  been 
continued  was  the  publication  of  the  Minutes  of 
the  House  of  Delegates  as  a supplement  to  the 
September  1 issue  of  the  Journal.  By  this 
means,  the  entire  transactions  of  the  House  of 
Delegates  is  made  available  with  its  own  index  for 
the  convenience  and  edification  of  the  member- 
ship. 


As  an  appendix  to  this  narrative  of  the  develop- 
ment of  your  Journal,  there  follows  a chronologic 
listing  of  the  personnel  of  the  Journal’s  editorial 
staffs  and  the  composition  of  the  Society’s  Com- 
mittees on  Publication  by  whatever  name  desig- 
nated. Many  heads,  hands,  and  hearts  have 
labored  long  and  arduously  through  fifty  years  of 
continuous  publication  of  the  New  York  State 
Journal  of  Medicine.  It  seems  only  their  due 
that  they  should  be  remembered. 

The  writer  acknowledges  with  gratitude  the 
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assistance  of  the  Journal’s  production  staff  and 
the  help  of  Miss  Doris  Dougherty  in  the  prepara- 
tion of  this  review  of  fifty  years.  It  is  not  a 


history,  for  the  record  is  far  from  complete;  let  it 
pass  for  what  it  is,  a narrative  for  your  informa- 
tion. 


APPENDIX 

CHRONOLOGIC  CHANGES  OF  EDITORS  AND  PUBLICATION  COMMITTEES  (1901  to  1950 


January,  1901 
Publication  Committee 

James  Hawley  Burtenshaw,  New  York  City,  chairman 
Wisner  R.  Townsend,  New  York  City 
Stephen  Smith,  New  York  City 
John  W.  S.  Gouley,  New  York  City 
Frederick  Holme  Wiggin,  New  York  City 

November,  1901 
Publication  Committee 

J.  Riddle  Goffe,  New  York  City,  chairman 
Ellice  M.  Alger,  New  York  City 
E.  Eliot  Harris,  New  York  City 
John  W.  S.  Gouley,  New  York  City 
Guy  Davenport  Lombard,  New  York  City 

William  Starr  Bullock,  New  York  City,  business  manager 

November,  1902 
Publication  Committee 

Emil  Mayer,  New  York  City,  chairman 
Charles  E.  Denison,  New  York  City 
Louis  C.  Ager,  Brooklyn 
Charles  E.  Nammack,  New  York  City 
John  J.  Nutt,  New  York  City 
Thomas  F.  Reilly,  New  York  City 

(News  Item:  December,  1902 — Dr.  Reilly  appointed  in 
place  of  Dr.  Nammack,  resigned.) 

March,  1903 

Publication  Committee 

Charles  E.  Denison,  New  York  City,  chairman 
John  W.  S.  Gouley,  New  York  City 
Thomas  F.  Reilly,  New  York  City 
John  J.  Nutt,  New  York  City 
Louis  C.  Ager,  Brooklyn 

November,  1903 
Publication  Committee 

Charles  E.  Denison,  New  York  City,  chairman 
Charles  G.  Child,  Jr.,  New  York  City 
Arthur  B.  Duel,  New  York  City 
Frank  S.  Fielder,  New  York  City 
Thomas  F.  Reilly,  New  York  City 

January,  1904 
Publication  Committee 

Charles  E.  Denison,  New  York  City,  chairman 
Charles  G.  Child,  Jr.,  New  York  City 
W.  Travis  Gibb,  New  York  City 
Thomas  F.  Reilly,  New  York  City 

February,  1904 
Publication  Committee 

Charles  E.  Denison,  New  York  City 
Charles  G.  Child,  Jr.,  New  York  City 
W.  Travis  Gibb,  New  York  City 
E.  Eliot  Harris,  New  York  City 
Thomas  F.  Reilly,  New  York  City 


November,  1904 
Publication  Committee 

Charles  E.  Denison,  New  York  City,  chairman 
E.  Eliot  Harris,  New  York  City 
Francis  J.  Quinlan,  New  York  City 
Thomas  F.  Reilly,  New  York  City 
Henry  Roth,  New  York  City 

January,  1905 
Publication  Committee 

Charles  E.  Denison,  New  York  City,  chairman 
E.  Eliot  Harris,  New  York  City 
William  Ridgely  Stone,  New  York  City 
Thomas  F.  Reilly,  New  York  City 
Henry  Roth,  New  York  City 

November,  1905 
Publication  Committee 

Robert  J.  Carlisle,  New  York  City,  chairman 
Joseph  D.  Bryant,  New  York  City 
E.  Eliot  Harris,  New  York  City 
J.  Riddle  Goffe,  New  York  City 
Wisner  R.  Townsend,  New  York  City 

January,  1906 
Consolidated  Societies: 

Resolved:  A committee  of  three  be  appointed  to  select  editor 
for  Journal  and  further  duly  to  present  name  to  House  of 
Delegates  for  election  at  Annual  Meeting. 

Resolved:  President  (Joseph  D.  Bryant)  and  acting 

assistant  secretary  (Wisner  R.  Townsend)  issue  Journal  dur- 
ing January  and  February. 

Committee  to  Select  Editor  (appointed  by  President 
Bryant):  Drs.  A.  Vander  Veer,  Parker  Syms,  and  E.  Eliot 
Harris. 

February,  1906 

Report  of  Committee  on  Securing  an  Editor  for  the  State 
Journal:  Dr.  James  Peter  Warbasse,  Brooklyn,  was  named. 

March,  1906 

Editor — James  Peter  Warbasse,  Brooklyn 
Publication  Committee 

E.  Eliot  Harris,  New  York  City,  chairman 
Floyd  M.  Crandall,  New  York  City 
H.  M.  Biggs,  New  York  City 
Algernon  Thomas  Bristow,  Brooklyn 
Alexander  Lambert,  New  York  City 

March,  1907 

From  March,  1907,  to  February,  1908,  Dr.  Warbasse. 
editor,  was  only  name  listed  on  masthead. 

Note:  In  February,  1908,  issue  of  the  Journal,  annual  re- 
port of  the  “Committee  on  Publication  to  the  Council”  indi- 
cates that  at  a meeting  of  the  Council  on  January  30,  1907, 
the  following  committee  was  appointed:  Dr.  Julius  C.  Bier- 
wirth  (first  vice-president  of  the  Society),  Dr.  Alexander 
Lambert  (treasurer  of  the  Society),  and  Dr.  Wisner  R.  Town- 
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send  (secretary  of  the  Society),  which  would  explain  why  no 
listing  of  the  Publication  Committee  as  such  appears  else- 
where. Also  in  this  Publication  Committee  report  is  noted 
the  appointment  of  Dr.  Warbasse  as  editor  at  a meeting  of 
the  Committee  on  March  26,  1907. 

Report  also  includes  suggestion  for  standing  Publication 
Committee  of  five  members. 

February,  1908 

Publication  Committee  (appointed  by  Council,  January  30, 
1908) 

Julius  C.  Bierwirth,  Brooklyn,  chairman 
Samuel  W.  S.  Toms,  Nyack 
S.  E.  Getty,  Yonkers 
Alexander  J,ambert,  New  York  City 
Wisner  R.  Townsend,  New  York  City 

Resignation  of  Dr.  Warbasse,  editor,  as  of  December  8, 

1908,  noted  in  Publication  Committee  report  in  February, 

1909,  issue  of  Journal. 

January,  1909 

Editor — Algernon  Thomas  Bristow,  New  York  City 
Publication  Committee:  No  change  from  1908. 

June,  1911 

Editor — -Algernon  Thomas  Bristow,  New  York  City 
Publication  Committee 

Samuel  W.  S.  Toms,  Nyack,  chairman 
H.  A.  Fairbairn,  Brooklyn 
S.  E.  Getty,  Yonkers 
Alexander  Lambert,  New  York  City 
Wisner  R.  Townsend,  New  York  City 

May,  1912 

Editor — Algernon  Thomas  Bristow,  New  York  City 
Publication  Committee 

Samuel  W.  S.  Toms,  Nyack,  chairman 
Floyd  M.  Crandall,  New  York  City 
S.  E.  Getty,  Yonkers 
Alexander  Lambert,  New  York  City 
Henry  G.  Webster,  Brooklyn 


June,  1915 

Algernon  Thomas  Bristow  deceased — March  26,  1913 
Editor — John  Crowell  MacEvitt,  Brooklyn 
Publication  Committee 

Wisner  R.  Townsend,  New  York  City,  chairman 
Floyd  M.  Crandall,  New  York  City 
Alexander  Lambert,  New  Y'ork  City 
John  Crowell  MacEvitt,  Brooklyn 
Victor  A.  Robertson,  Brooklyn 


January,  1916 

Editor — John  Crowell  MacEvitt,  Brooklyn 
Publication  Committee 

Floyd  M.  Crandall,  New  York  City,  chairman 
Alexander  Lambert,  New  York  City 
John  Crowell  MacEvitt,  Brooklyn 
Victor  A.  Robertson,  Brooklyn 
Samuel  W.  S.  Toms,  Nyack 


June,  1916 

Editor — John  Crowell  MacEvitt,  Brooklyn 
Publication  Committee 

Alexander  Lambert,  New  York  City 
Alexander  Lyle,  New  York  City 
John  Crowell  MacEvitt,  Brooklyn 
Victor  A.  Robertson,  Brooklyn 
Samuel  W.  S.  Toms,  Nyack 


November,  1916 

Editor — John  Crowell  MacEvitt,  Brooklyn 
Publication  Committee 

Samuel  W.  S.  Toms,  Nyack,  chairman 
Alexander  Lambert,  New  York  City 
Alexander  Lyle,  New  York  City 
John  Crowell  MacEvitt,  Brooklyn 
Victor  A.  Robertson,  Brooklyn 

January,  1918 

Editor — John  Crowell  MacEvitt,  Brooklyn 
Publication  Committee 

Samuel  W.  S.  Toms,  Nyack,  chairman 
Edward  Livingston  Hunt,  New  York  City 
John  Crowell  MacEvitt,  Brooklyn 
Martin  B.  Tinker,  Ithaca 
Frank  Van  Fleet,  New  York  City 

June,  1918 

Editor — John  Crowell  MacEvitt,  Brooklyn  (on  military 
leave  of  absence) 

Publication  Committee 

Samuel  W.  S.  Toms,  Nyack,  chairman 
A.  Clifford  Mercer,  Syracuse 
W.  Meddaugh  Dunning,  New  York  City 
Frank  Van  Fleet,  New  York  City 
Edward  Livingston  Hunt,  New  York  City 
Note:  Floyd  M.  Crandall,  New  York  City,  appointed  acting 
editor. 

May,  1919 

Editor — John  Crowell  MacEvitt,  Brooklyn  (on  leave  of  ab 
sence) 

Assistant  Editor — Floyd  M.  Crandall,  New  York  City 
Publication  Committee 

Samuel  W.  S.  Toms,  Nyack,  chairman 
Harlow  Brooks,  New  York  City 
Edward  Livingston  Hunt,  New  York  City 
A.  Clifford  Mercer,  Syracuse 
W.  Meddaugh  Dunning,  New  York  City 

November,  1919 

Floyd  M.  Crandall,  assistant  editor,  died  November,  1919. 

June,  1920 

Editor — Frederic  E.  Sondern,  New  York  City 
Associate  Editors 

Edward  Livingston  Hunt,  New  York  City 
Joshua  M.  Van  Cott,  Brooklyn 
Seth  M.  Milliken,  New  York  City 
W.  Meddaugh  Dunning,  New  York  City 

May,  1921 

Editor — -Frederic  E.  Sondern,  New  York  City 
Associate  Editors 

Joshua  M.  Van  Cott,  Brooklyn 
Edward  Livingston  Hunt,  New  York  City 

June,  1921 

Editor — Frederic  E.  Sondern,  New  York  City 
Associate  Editors 

Edward  Livingston  Hunt,  New  York  City 
Joshua  M.  Van  Cott,  Brooklyn 
Arthur  J.  Bedell,  Albany 
Seth  M.  Milliken,  New  Y'ork  City 

May,  1922 

Editor — Frederic  E.  Sondern,  New  Y'ork  City 
Publication  Committee 
Nathan  B.  Van  Etten,  Bronx 
E.  Eliot  Harris,  New  York  City 
Edward  Livingston  Hunt,  New  Y'ork  City 
James  Vander  Veer,  Albany 
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June,  1922 

Acting  Editor — Nathan  B.  Van  Etten,  Bronx 
Associate  Editors 
Orrin  S.  Wightman,  New  York  City 
Albert  Warren  Ferris,  Watkins 
Publication  Committee 

Nathan  B.  Van  Etten,  Bronx,  chairman 
E.  Eliot  Harris,  New  York  City 
Edward  Livingston  Hunt,  New  York  City 
Arthur  D.  Jaques,  Lynbrook 
James  Vander  Veer,  Albany 

J une,  1 923 

Editor— Nathan  B.  Van  Etten,  Bronx 
Associate  Editor — Albert  Warren  Ferris,  Watkins 
Publication  Committee 

Nathan  B.  Van  Etten,  Bronx 
E.  Eliot  Harris,  New  York  City 
George  W.  Kosmak,  New  York  City 
Joshua  M.  Van  Cott,  Brooklyn 
James  Vander  Veer,  Albany 

January,  1921, 

Editor — Nathan  B.  Van  Etten,  Bronx 
Associate  Editor — Albert  Warren  Ferris,  Watkins 
Executive  Editor — Frank  Overton,  Patchogue 
Publication  Committee:  no  change  from  1923. 

May,  1924 

Editor — Nathan  B.  Van  Etten,  Bronx 
Associate  Editor — Orrin  S.  Wightman,  New  York  City 
Executive  Editor — Frank  Overton,  Patchogue 
Publication  Committee 

E.  Eliot  Harris,  New  York  City,  chairman 
Orrin  S.  Wightman,  New  York  City 
Edward  Livingston  Hunt,  New  York  City 

January  1,  1926 

Editor-in-Chief — Orrin  S.  Wightman,  New  York  City 
Executive  Editor — Frank  Overton,  Patchogue 
Publication  Committee 

E.  Eliot  Harris,  New  York  City 
William  H.  Ross,  Brentwood 
Daniel  S.  Dougherty,  New  York  City 
Note  : The  editor-in-chief  and  executive  editor  continue  un- 
changed from  1926  to  January  1,  1934. 

April  15,  1926 

Publication  Committee 

E.  Eliot  Harris,  New  York  City,  chairman 
Nathan  B.  Van  Etten,  Bronx 
Daniel  S.  Dougherty,  New  York  City 

June  1,  1927 

Publication  Committee 

Joshua  M.  Van  Cott,  Brooklyn,  chairman 
James  Pedersen,  New  York  City 
Daniel  S.  Dougherty,  New  York  City 

July  1,  1928 

Publication  Committee 

William  H.  Ross,  Brentwood,  chairman 
James  Pedersen,  New  York  City 
Daniel  S.  Dougherty,  New  York  City 

January  1,  1931 

Publication  Committee 

Charles  H.  Goodrich,  Brooklyn,  chairman 
Charles  Gordon  Heyd,  New  York  City 
Daniel  S.  Dougherty,  New  York  City 


June  16,  1982 

Publication  Committee 
John  A.  Card,  Poughkeepsie,  chairman 
Frederic  E.  Sondern,  New  York  City 
Daniel  S.  Dougherty,  New  York  City 

Note:  Dr.  John  A.  Card  died  June  28,  1932. 

September  16,  1932 

Publication  Committee 

Frederic  E.  Sondern,  New  York  City,  chairman 
Louis  A.  Van  Kleeck,  Manhasset 
Daniel  S.  Dougherty,  New  York  City 

June  1,  1933 

Publication  Committee 

Frederic  E.  Sondern,  New  York  City,  chairman 
Louis  Van  Kleeck,  Manhasset 
Peter  Irving,  New  York  City 

January  1,  1931, 

No  editor  or  executive  editor 

Publication  Committee 

Arthur  J.  Bedell,  Albany,  chairman 
Peter  Irving,  New  York  City 
Charles  Gordon  Heyd,  New  York  City 
George  W.  Kosmak,  New  York  City 
Frederic  E.  Sondern,  New  York  City 

June  1,  1934 

Publication  Committee 

Thomas  H.  Brennan,  Brooklyn 
Samuel  J.  Kopetzky,  New  York  City 
Peter  Irving,  New  York  City 
George  W.  Kosmak,  New  York  City 
Frederic  E.  Sondern,  New  York  City 

July  1,  1934 

Publication  Committee 

Thomas  H Brennan,  Brooklyn 
Peter  Irving,  New  York  City 
Frederic  C.  Conway,  New  York  City 
George  W.  Kosmak,  New  York  City 
Samuel  J.  Kopetzky,  New  York  City 

June  1,  1936 

Publication  Committee 

Thomas  H.  Brennan,  Brooklyn 
William  A.  Groat,  Utica 
Peter  Irving,  New  York  City 
George  W.  Kosmak,  New  York  City 
Samuel  J.  Kopetzky,  New  York  City 

J une  16,  1936 

Publication  Committee:  Same  as  above  with  the  addi- 
tion of  Nathan  P.  Sears,  New  York  City. 

November  1,  1936 

Nathan  P.  Sears  name  does  not  appear  from  this  time  until 

January  1,  1937. 

July  1,  1937 

Publication  Committee 

Thomas  H.  Brennan,  Brooklyn 
George  W.  Kosmak,  New  York  City 
Peter  Irving,  New  York  City 
Samuel  J.  Kopetzky,  New  York  City 
Warren  Wooden,  Rochester 
Nathan  P.  Sears,  New  Y'ork  City 


January  1,  1951) 
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January  1,  1939 

Publication  Committee 

Peter  Irving,  New  York  City,  chairman 
Literary  Committee 

George  W.  Kosmak,  New  York  City,  chairman 
Samuel  J.  Kopetzky,  New  York  City 
Warren  Wooden,  Rochester 

Business  Committee 

Donald  S.  Childs,  Syracuse,  chairman 
A.  L.  Loomis  Bell,  Brooklyn 

Publicity  Committee 

Guy  S.  Carpenter,  Waverly,  chairman 
Terry  M.  Townsend,  New  York  City 

May  1,  1939 

Publication  Committee 

Peter  Irving,  New  York  City,  chairman 

Literary  Committee 

Samuel  J.  Kopetzky,  New  York  City,  chairman 
Warren  Wooden,  Rochester 
Frederick  S.  Wetherell,  Syracuse 

Business  Committee 

Donald  S.  Childs,  Syracuse,  chairman 
A.  L.  Loomis  Bell,  Brooklyn 
Aaron  Sobel,  Poughkeepsie 

Publicity  Committee 

Guy  S.  Carpenter,  Waverly,  chairman 
Francis  N.  Kimball,  New  York  City 

June  1,  1939 

Frederick  M.  Miller,  Sr.,  added  to  Publicity  Committee  of 
Publication  Committee. 

June  1,  1940 

Publication  Committee 

Peter  Irving,  New  York  City,  chairman 
Thomas  H.  Brennan,  Brooklyn 

George  W.  Kosmak,  New  York  City  (replaced  by  Kirby 
Dwight,  New  York  City,  in  May,  1941) 

Laurance  D.  Redway,  Ossining 
Dwight  Anderson,  LL.B.,  New  York  City 

January  1,  1943 

Managing  Editor — Peter  Irving,  New  York  City 
Thomas  H.  Brennan,  Brooklyn 
Kirby  Dwight,  New  York  City 
Laurance  D.  Redway,  Ossining 

July  15,  1944 

Managing  Editor — Peter  Irving,  New  York  City 
Literary  Editor — Laurance  D.  Redway,  Ossining 
Associate  Editors 

Charles  A.  Collins,  White  Plains 
George  W.  Cottis,  Jamestown 
Norman  S.  Moore,  Ithaca 
Publication  Committee 

Thomas  H.  Brennan,  Brooklyn,  chairman 
Kirby  Dwight,  New  York  City 
Laurance  D.  Redway,  Ossining 
Peter  Irving,  New  York  City 

Business  Manager — Dwight  Anderson,  New  York  City 
Technical  Editor — Julia  M.  Crisp 

November  15,  1944 

Managing  Editor — Peter  Irving,  New  York  City 
Associate  Managing  Editor — George  W.  Kosmak,  New 
York  City 

Literary  Editor — Laurance  D.  Redway,  Ossining 
No  other  ohanges. 


January  1,  1945 

Managing  Editor — Peter  Irving,  New  York  City  (on  sick 
leave) 

Acting  Managing  Editor — George  W.  Kosmak,  New  York 
City 

Literary  Editor — Laurance  D.  Redway,  Ossining 
January  15,  1945 

Managing  Editor — George  W.  Kosmak,  New  York  City  (re- 
placing Peter  Irving,  deceased) 

Publication  Committee 

Thomas  H.  Brennan,  Brooklyn,  chairman 
Kirby  Dwight,  New  York  City 
Laurance  D.  Redway,  Ossining 

Walter  P.  Anderton,  New  York  City  (Secretary  of  the 
Society) 

Business  Manager — Dwight  Anderson,  New  York  City 
February  1,  1945 

Managing  Editor — George  W.  Kosmak,  New  York  City 
Assistant  Managing  and  Literary  Editor — Laurance  D. 

Redway,  Ossining 
Technical  Editor — Anne  Merrill 
No  other  changes. 

October  1,  1945 

Norman  S.  Moore,  Ithaca,  listed  as  assistant  managing 
editor.  Changed  to  assistant  literary  editor  in  October  15, 
1945,  Journal. 

January  1,  1946 

Managing  Editor — George  W.  Kosmak,  New  York  City 
Assistant  Managing  and  Literary  Editor — Laurance  D. 
Redway,  Ossining 

Assistant  Literary  Editor — Norman  S.  Moore,  Ithaca 
No  associate  editors. 

Publication  Committee 

George  W,  Kosmak,  New  York  City,  chairman 
Kirby  Dwight,  New  York  City 
Laurance  D.  Red  way,  Ossining 
Walter  P.  Anderton,  New  York  City 

Business  Manager — Dwight  Anderson,  New  York  City 

March  16,  1946 

Willma  L.  Simmons,  technical  editor,  replaced  Julia  M. 
Crisp. 

June  1,  1946 

James  R.  Reuling,  Jr.,  Bayside,  added  to  Publication  Com- 
mittee 

October  15,  1946 

Managing  Editor — George  W.  Kosmak,  New  York  City 
Assistant  Managing  and  Literary  Editor — Laurance  D. 
Redway,  Ossining 

Assistant  Literary  Editor — Armitage  Whitman,  New 
York  City 

December  15,  1946 

Publication  Committee 

George  W.  Kosmak,  New  York  City,  chairman 

John  J.  Masterson,  Brooklyn 

Walter  P.  Anderton,  New  York  City 

Laurance  D.  Redway,  Ossining 

James  R.  Reuling,  Bayside  (Trustee  member) 

November  1,  1947 

Alvina  Rich  Lewis,  technical  editor,  replaced  Willma  L. 
Simmons. 
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July  15,  1948 

Managing  Editor — George  W.  Kosmak,  New  York  City 
Assistant  Managing  and  Literary  Editor — Laurance  D. 
Redway,  Ossining 

Business  Manager — Dwight  Anderson,  New  York  City 
Publication  Committee 

George  W.  Kosmak,  New  York  City,  chairman 
Walter  P.  Anderton,  New  York  City 
Laurance  D.  Redway,  Ossiningl 

James  R.  Reuling,  Bayside  (Treasurer  of  the  Society) 
Edward  T.  Wentworth,  Rochester  (Trustee  member) 
Associate  Editorial  Board 
Louis  H.  Bauer,  Hempstead 
William  A.  Brumfield,  Albany 
Theodore  J.  Curphey,  Garden  City 
Norman  S.  Moore,  Ithaca 
Peter  M.  Murray,  New  York  City 
William  J.  Orr,  Buffalo 
Howard  A.  Rusk,  New  York  City 
Armitage  Whitman,  New  York  City 

July  1,  1949 

No  changes  except  the  following  additions  to  Associate 
Editorial  Board: 

A.  H.  Aaron,  Buffalo 

Reginald  A.  Higgons,  Port  Chester 

Leo  F.  Simpson,  Rochester 

June  1,  1950 

Editor — George  W.  Kosmak,  New  York  City 
Assistant  Editor — -Laurance  D.  Redway,  Ossining 

July  1,  1950 

Maurice  J.  Dattelbaum,  Brooklyn,  (Treasurer  of  the  So- 
ciety), replaced  James  R.  Reuling  on  Publication  Committee. 
No  other  changes. 


September  15,  1950 

John  J.  Masterson,  Brooklyn,  replaced  William  J.  Orr  on 

the  Associate  Editorial  Board. 

December  15,  1950 

Editor — George  W.  Kosmak,  New  York  City 

Assistant  Editor — Laurance  D.  Redway,  Ossining 

Publication  Committee 

George  W.  Kosmak,  New  York  City,  chairman 
Dwight  Anderson,  New  York  City 
Walter  P.  Anderton,  New  York  City 
Maurice  J.  Dattelbaum,  Brooklyn 
Laurance  D.  Redway,  Ossining 
Edward  T.  Wentworth,  Rochester 

Business  Manager — Dwight  Anderson,  New  York  City 

Associate  Editorial  Board 
A.  H.  Aaron,  Buffalo 
Louis  H.  Bauer,  Hempstead 
William  A.  Brumfield,  Albany 
Theodore  J.  Curphey,  Garden  City 
Reginald  A.  Higgons,  Port  Chester 
John  J.  Masterson,  Brooklyn 
Norman  S.  Moore,  Ithaca 
Peter  M.  Murray,  New  York 
Howard  A.  Rusk,  New  York  City 
Leo  F.  Simpson,  Rochester 
Armitage  Whitman,  New  York  City 

Editorial  Production  Staff 

Production  Editor — Alvina  Rich  Lewis 
Assistant  Production  Editor — Anne  G.  Colahan 
Editorial  Secretary — Eileen  N.  Kelly 


THE  MEDICAL  DIRECTORY 

The  Medical  Directory  of  New  York,  New  Jersey 
and  Connecticut  for  1901  is  already  in  course  of  com- 
pilation. It  will  be  issued  early  in  September.  As 
heretofore,  the  volume  will  be  sent  free  of  expense  to 
every  member  of  the  Association.  The  immense 
amount  of  labor  necessary  in  the  preparation  of  this 
book  cannot  well  be  appreciated  except  by  those 
having  it  in  hand.  The  last  issue  contained  more 
than  22,000  classified  names,  to  say  nothing  of  im- 
portant data  concerning  hospitals,  medical  societies, 
and  the  like. 

Has  it  ever  occurred  to  3rou  that  a large  sum  of 
money  is  required  to  produce  a Directory  of  this  kind, 
and  that  a portion  of  this  expense  is  met  by  those 
who  insert  advertisements  in  the  book?  Of  course 
they  reap  their  reward  but,  on  the  principle  that 
“one  good  turn  deserves  another,”  everyone  in- 
terested in  the  Directory  should  do  what  he  can  to 
make  that  reward  as  large  as  possible.  The  ad- 


vertisements are  selected  with  great  care,  and  it  is 
believed  they  are  thoroughly  reliable.  If,  then,  you 
want  instruments,  office  furniture,  surgical  dress- 
ings, the  finest  product  of  the  pharmacy  or  of  the 
dairy;  if  you  desire  to  send  a patient  to  some 
private  hospital,  sanitarium,  or  health  resort;  if 
you  have  use  for  the  services  of  skillful  opticians; 
if  your  house  needs  renovating,  decorating,  or  to  be 
fitted  with  sanitary  plumbing  or  with  better  heaters, 
why  not  consult  the  advertisements  in  this  Directory 
before  looking  elsewhere?  You  will  find  all  these 
advertisements  and  a great  many  others  equally 
useful  to  a physician.  Give  our  advertisers  at  least 
a chance  to  show  what  they  can  do,  and  at  the  same 
time  that  you  are  giving  them  a trial  say  it  is  because 
you  saw  their  advertisement  in  the  Directory  and  are 
desirous  of  helping  that  enterprise  at  the  same  time 
that  you  are  benefiting  yourself  and  them. — New 
York  State  Journal  of  Medicine,  January,  1901,  p.  4- 


A HALF  CENTURY  OF  MEDICAL  PROGRESS 

A Symposium 


FIFTY  YEARS  OF  INTERNAL  MEDICINE 

J.  G.  Fred  Hiss,  M.D.,  Syracuse,  New  York 
( From  the  Department  of  Clinical  Medicine,  Syracuse  University  College  of  Medicine) 


THE  half  century  covered  by  the  publication 
of  the  New  York  State  Journal  of  Medi- 
cine has  seen  many  remarkable  changes  as  well 
as  many  new  discoveries  in  the  field  of  internal 
medicine.  If  one  glances  at  the  earliest  volumes 
of  the  Journal  and  looks  at  contemporary  jour- 
nals and  medical  textbooks,  one  will  be  astounded 
at  what  was  up-to-date  medical  practice  at  that 
time  and  what  is  considered  up-to-date  practice 
at  present.  In  1900  the  history  of  the  patient’s 
illness,  the  physical  findings,  and  the  course  of  the 
disease  gave  all  the  clues  to  the  nature  of  his 
disability.  Laboratory  studies  formed  a very 
minor  part  of  the  examination.  Urinalysis  was 
almost  the  only  laboratory  procedure  widely 
used,  although  blood  counts  and  simple  bac- 
teriologic  examinations  were  being  used  in  medi- 
cal centers. 

During  this  fifty-year  period  the  emphasis  has 
shifted  gradually  from  the  clinical  to  the  labora- 
tory findings  in  an  attempt  to  obtain  diagnoses  on 
an  objective  basis  rather  than  on  a basis  of  opinion 
and  experience  alone.  The  discovery  and  inven- 
tion of  new  instruments  and  technics  and  the 
fuller  utilization  of  some  perfected  methods  to- 
ward the  end  of  the  last  century  aided  this  shift 
greatly.  In  this  group  were  such  instruments  as 
x-ray  and  fluoroscopic  apparatus,  sphygmoman- 
ometers, electrocardiographs,  basal  metabolism 
apparatus,  hemocytometers,  electroencephalo- 
graphs, ballistographs,  etc.  There  were  also  such 
new  technics  as  blood  chemistiy,  immunologic 
reactions,  direct  visual  inspection  of  the  bronchi, 
esophagus,  stomach,  rectum,  and  sigmoid,  as 
well  as  of  the  peritoneal  and  pleural  cavities, 
angiography,  catheterization  of  the  heart  and 
great  vessels,  etc.  At  times  it  even  seemed  as 
though  some  of  the  old  clinical  procedures  that 
could  be  done  in  any  home  were  being  sacrificed 
for  the  modern  objective  procedures  which  could 
be  done  only  in  the  hospitals  or  with  the  help  of 
large,  expensive  laboratories. 


During  this  half  century  there  occurred  a divi- 
sion of  internal  medicine  into  many  subspeciali- 
ties as,  for  example,  gastroenterology,  neurology, 
hematology,  cardiology,  endocrinology,  allergy, 
tuberculosis,  diabetes,  infectious  diseases,  dis- 
eases of  metabolism,  arthritis,  etc.  Here,  too, 
the  pendulum  may  have  swung  too  far  so  that 
some  physicians  may  have  seen  only  a single 
organ  or  system  or  disease  and  have  forgotten 
that  there  was  a total  patient. 

During  this  period  there  has  been  a great  deal 
of  change  in  the  prevalence  of  various  diseases. 
Typhoid  and  diphtheria  have  practically  disap- 
peared. Coronary  thrombosis  resulting  in  myo- 
cardial infarction  as  part  of  the  arteriosclerotic 
heart  disease  picture  has  become  a very  fre- 
quently recognized  condition,  whereas  at  the  be- 
ginning of  the  century  this  condition  was  never 
recognized  clinically.  Carcinoma  of  the  lung, 
which  was  actually  rare  fifty  years  ago,  has  be- 
come relatively  common,  possibly  due  to  the  tre- 
mendous increase  in  the  use  of  tobacco.  The 
pronounced  decrease  in  infant  mortality  and  the 
improvement  of  health  in  general  has  caused  a 
great  increase  in  the  average  age  of  the  population 
and,  along  with  this,  a large  increase  in  the  prev- 
alence of  the  diseases  of  the  older  age  groups, 
such  as  arteriosclerosis,  hypertension,  malig- 
nancies, and  other  degenerative  conditions. 

Most  startling  of  all  advances  were  those  of 
therapy.  The  discovery  of  insulin  for  diabetes, 
the  liver  treatment  of  pernicious  anemia,  vita- 
mins, hormones,  antihistaminics,  and  especially 
the  antibiotics  are  outstanding.  There  were 
many  others,  such  as  arsenicals  for  the  treatment 
of  syphilis  and  serums  for  pneumonia  and  menin- 
gitis, that  represented  great  and  valuable  ad- 
vances, but  these  were  later  replaced  by  still 
greater  agents,  chiefly  the  antibiotics.  In  1900 
medical  books  devoted  much  space  to  tonics,  al- 
teratives, cathartics,  antipyretics,  as  well  as 
shot-gun  mixtures  of  many  drugs,  mostly  inert. 
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The  swing  to  medicaments  of  definitely  known 
action  has  been  gratifying.  More  attention  has 
been  paid  to  effective  and  accurate  dosage  as,  for 
example,  in  the  case  of  digitalis,  where  there  was 
a change  from  liquid  preparations  given  in  very 
uncertain  drop  doses,  usually  too  small.  At  first 
the  change  was  to  a dry  preparation  of  the  crude 
drug  that  had  been  roughly  biologically  assayed. 
This,  in  turn,  has  largely  been  replaced  by  a 
second  shift  to  a single  purified  alkaloid  that 
can  be  weighed  directly  and  no  longer  need  de- 
pend on  a biologic  assay. 

There  have  also  been  interesting  shifts  in 
treatment  from  surgical  to  medical  field  and 
vice  versa.  The  journals  and  books  of  1900  still 
discussed  the  medical  treatment  of  appendicitis 
(rest,  opium,  and  enemata),  although  surgical 
therapy  was  recommended  if  conditions  were 
right.  Now,  of  course,  there  is  no  medical  treat- 
ment, and  surgery  is  indicated  as  soon  as  a diag- 
nosis can  be  made.  On  the  other  hand,  tuber- 
culosis is  now  rapidly  moving  from  the  field  of 
medical  therapy  to  that  of  surgery,  although  dis- 
covery of  a possible  effective  antibiotic  may 
again  reverse  this  shift.  In  treating  patients 
with  hyperthyroidism,  the  trend  is  from  surgery 
to  medical  treatment  by  drugs  of  the  thiouracil 
group. 

The  close  relationship  of  nutrition  and 
water  balance  to  health  and  disease  has  been 
recognized  and  has  been  intensively  studied. 
Worthy  of  mention  at  this  point,  is  the 
problem  of  sodium  metabolism  and  its  rela- 
tion to  cardiac  and  some  other  types  of  edema. 
Earlier  there  was  marked  water  restriction  in  the 
treatment  of  this  condition,  but  now  water  is 
usually  not  limited  if  sodium  intake  can  be  kept 
at  a very  low  level.  Many  diuretics  have  been 
introduced  for  the  treatment  of  edema,  but  none 
are  more  valuable  than  the  mercurial  diuretics 
which  apparently  work  by  affecting  the  renal 
tubules  so  that  there  shall  be  less  water  resorp- 
tion. Among  the  most  interesting  groups  of  new 
therapeutic  agents  are  those  that  increase  or  de- 
crease the  tendency  of  blood  to  clot.  Vitamin  K 
and  thromboplastin  increase  this  tendency  some- 
what, but  heparin  and  Dicumarol  can  exert  a 
much  greater  and  sometimes  even  dangerous 
effect  in  the  other  direction  and  are  being  used 
widely  in  conditions  such  as  coronary  throm- 
bosis, phlebothrombosis,  and  congestive  heart 
failure.  The  use  of  blood  and  blood  products  has 
become  a therapeutic  procedure  of  the  first  mag- 
nitude, both  in  importance  and  frequency.  Vari- 
ous tests  and  special  technics  of  storage  have  made 
this  procedure  both  safe  and  readily  available. 

In  addition  to  the  valuable  therapeutic  pro- 
cedures there  were  naturally  some  that  were  of 
little  or  no  value  and  disappeared  fairly  promptly, 
such  as  the  vaccine  therapy  of  typhoid,  the 


chlorine  inhalation  treatment  of  the  common 
cold,  the  iron  injection  treatment  of  anemia,  the 
bacteriophage  treatment  of  subacute  bacterial 
endocarditis,  and  others. 

The  occurrence  of  two  world  wars  during  this 
half  century  introduced  many  new  medical 
problems  and,  indirectly,  increased  medical 
knowledge  in  many  respects.  In  World  War  II, 
especially,  there  developed  the  entire  new  field 
of  aviation  medicine.  At  the  close  of  this  period, 
as  the  preparations  for  a probable  World  War  III 
proceed,  there  is  a great  rush  to  study  the  effects 
of  radioactivity.  It  promises  to  have  some  very 
valuable  medicinal  properties  aside  from  its  de- 
structive value  from  a purely  military  point  of 
view.  Protection  against  mass  radiation  poses  an 
especially  serious  problem. 

It  is  obviously  impossible  in  a short  article 
to  begin  even  to  mention  all  of  the  changes  in 
internal  medicine  that  have  been  publicized  to 
the  members  of  the  State  Medical  Society  by 
this  Journal  during  the  fifty  years  of  its  ex- 
istence, but  let  us  look  briefly  over  the  list  of  dis- 
eases included  under  this  heading  and  at  some  of 
the  more  marked  or  spectacular  changes  that 
have  occurred.  In  the  field  of  infectious  dis- 
eases, of  course,  the  most  outstanding  change 
was  the  more  or  less  complete  control  of  many 
of  the  infections  by  the  new  antibiotics.  Pneu- 
monia has  been  changed  from  the  “captain  of  the 
men  of  death”  to  a relatively  minor  position  of 
importance,  and  a complicating  empyema  is  now 
rarely  seen.  Many  other  infections,  especially  of 
the  streptococcal  type,  have  shared  a similar  fate 
for  the  same  reason.  Probably  the  most  out- 
standing exception  in  this  group  is  the  common 
cold.  Relatively  little  more  is  known  now  of  its 
cause  and  treatment  than  was  known  in  1900. 
Influenza  and  poliomyelitis  are  also  still  major 
problems  that  are  largely  unsolved  as  far  as  ther- 
apy is  concerned. 

Before  typhoid  fever  became  rare,  due  to  the 
remarkable  success  of  preventive  measures,  its 
therapy  underwent  a profound  change.  Because 
of  the  anatomic  lesions  in  the  intestinal  tract,  it  at 
first  seemed  logical  to  try  to  keep  food  out  of  this 
tract  to  avoid  irritation.  During  the  first  dec- 
ade of  this  century  it  was  recognized  that  many 
deaths  and  much  of  the  disability  was  due  to  this 
starvation  treatment  rather  than  due  to  the  dis- 
ease, and  an  abrupt  about-face  occurred.  Ty- 
phoid patients  were  then  put  on  high  caloric, 
bland  diets  with  excellent  results  both  as  regards 
mortality  and  convalescence.  In  scarlet  fever  a 
similar  situation  existed.  Here  patients  were 
starved  for  the  purpose  of  relieving  the  load  on 
the  kidneys.  When  this  belief  was  shown  to  be 
false,  these  patients  were  put  on  a full  diet.  The 
problem  of  syphilis  was  influenced  first  by  the 
perfection  of  the  Wassermann  test  so  that  latent 
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and  atypical  cases  could  be  readily  recognized. 
This  and  related  tests  were  also  valuable  in  the 
control  of  therapy  by  showing  that  nearly  all 
previous  treatments  had  been  inadequate.  The 
development  of  valuable  arsenicals  for  the  treat- 
ment of  this  condition  and  their  later  replace- 
ment by  the  still  more  effective  antibiotics  has 
already  been  mentioned.  These  discoveries  have 
led  to  a great  decrease  in  the  prevalence  of  this 
disease  and  especially  of  the  neurologic  and 
cardiovascular  complications.  Infestation  by 
larger  parasites  in  general  has  not  progressed  as 
well,  and  in  most  instances  there  is  still  no  satis- 
factory treatment.  Fortunately,  preventive 
measures  have  greatly  reduced  their  frequency. 

During  this  period  most  of  the  deficiency  dis- 
eases were  clearly  defined,  and  cures  for  prac- 
tically all  of  them  became  available  by  the  isola- 
tion of  the  various  vitamins  and  other  nutri- 
tional factors.  One  of  the  brightest  spots  in  the 
field  of  internal  medicine  during  this  period  of 
time  was  the  discovery  of  a means  of  preparing  a 
usable  form  of  insulin  for  those  patients  whose 
own  organs  did  not  furnish  an  adequate  amount. 
Because  of  the  large  numbers  of  people  thus 
afflicted,  the  importance  of  this  discovery  cannot 
be  overemphasized.  One  can  truthfully  say  that 
no  person  need  now  die  of  diabetes.  The  dis- 
covery of  the  antianemic  factor  in  liver  and  other 
tissues  and  later  of  vitamin  B12  has  served  a 
similar  purpose  in  pernicious  anemia. 

Discovery  of  the  relationship  of  infection 
around  the  teeth  and  of  the  tonsils  to  systemic 
disease  has  lead  to  many  preventive  and  thera- 
peutic measures.  Undoubtedly  the  greatest  ad- 
vance in  connection  with  disease  of  the  digestive 
system  was  the  adaptation  of  the  x-ray  to  study 
of  this  tract  by  the  use  of  a contrast  meal  and 
of  contrast  dye.  This  made  it  possible  to 
recognize  various  lesions  of  the  tract  at  a much 
earlier  date  and  thus  made  surgical  treatment 
available  in  a much  larger  number  of  cases. 
Visualization  of  the  gall  bladder  and  biliary 
tract  is  an  important  variation  of  this  general 
technic.  X-ray  diagnosis  was  also  the  greatest 
advance  made  in  connection  with  diseases  of  the 
respiratory  tract.  Other  important  develop- 
ments were  the  recognition  that  chronic  bronchi- 
tis and  bronchiectasis  were  conditions  secondary 
to  infections  of  the  upper  respiratory  tract.  The 
allergic  nature  of  many  of  the  diseases  of  the  re- 
spiratory tract  was  recognized,  and  this  has  led 
to  many  valuable  therapeutic  procedures  and 
medications.  The  antibiotics  have  made  it  pos- 
sible for  a rapid  development  of  surgical  therapy 
for  the  lower  respiratory  tract.  During  this 
period  the  Journal  contained  many  articles 
dealing  with  the  influenza  pandemic  in  1918  and 
1920,  and  during  the  last  decade  of  this  period 
virus  infections  were  recognized  as  causing 
many  so-called  atypical  pneumonias. 


Among  the  medical  discoveries  dealing  with 
the  kidneys,  the  development  of  functional  tests 
by  studying  the  blood  and  urine  changes  and  the 
relation  of  some  types  of  kidney  disturbance  to 
hypertension  were  the  most  prominent  events. 
During  the  first  decade  of  this  period  nearly  all 
patients  with  edema  or  albuminuria  were  con- 
sidered to  have  kidney  disease,  but  later  most  of 
these  patients  were  placed  in  the  category  of 
having  cardiac  or  metabolic  disturbances  with 
only  secondaiy  or  functional  disturbances  of  the 
urinary  organs.  This  recognition,  of  course,  led 
to  more  effective  therapeutic  procedures. 

The  Journal  has  described  many  of  the  rev- 
olutionary changes  that  have  taken  place  in  the 
field  of  cardiology.  It  has  described  a much 
clearer  and  a much  more  rational  classification  of 
heart  disease  and  has  described  the  shift  of  em- 
phasis of  anatomic  valvular  changes  to  physio- 
logic changes  primarily  in  the  heart  muscle.  The 
first  part  of  the  century  saw  a proper  classifica- 
tion and  evaluation  of  the  various  arrhythmias, 
and  the  complete  harmlessness  of  some  types  was 
widely  recognized.  The  discovery  and  uses  of  the 
electrocardiograph  have  assumed  very  great  im- 
portance in  the  diagnosis  of  cardiac  conditions 
and  are  definitely  the  most  important  aid  in 
evaluating  secondary  effects  of  diseases  of  the 
coronary  artery.  Adequate  digitalization,  the 
restriction  of  sodium  intake,  the  discovery  of 
mercurial  diuretics,  and  the  utilization  of  quini- 
dine  constitute  the  leading  therapeutic  contribu- 
tions of  the  past  century.  The  last  decade  of  this 
period  has  seen  the  removal  of  the  congenital 
cardiovascular  defect  group  from  the  realm  of 
anatomic  curiosities  to  a place  where  accurate 
diagnostic  procedures  have  been  devised  so  that 
cardiovascular  surgery  could  be  used  with  many 
very  brilliant  results.  Because  of  the  aging 
population,  cardiovascular  diseases  are  now  in 
first  place  as  regards  disability  and  mortality. 

At  the  very  end  of  this  fifty-year  span  we  have 
seen  the  discovery  of  the  effect  of  some  of  the 
steroids,  notably  cortisone  and  ACTH,  on  col- 
lagen and  other  tissues,  and  at  this  time  these 
products  promise  to  be  of  great  help  in  the  treat- 
ment of  rheumatoid  arthritis,  rheumatic  fever, 
status  asthmaticus,  lupus  erythematosus,  etc. 
These  compounds  have  opened  an  entirely  new 
field  of  study  in  physiology  and  therapy. 

These  are  but  a few  of  the  developments  in 
the  field  of  internal  medicine  which  have  been 
described  in  the  first  fifty  volumes  of  the  New 
York  State  Journal  of  Medicine.  Because 
the  frequency  of  new  developments  was  so  much 
greater  towards  the  end  of  this  period,  it  seems 
reasonable  to  assume  that  the  pages  of  the  next 
fifty  years  will  tell  the  members  of  the  Medical 
Society  of  the  State  of  New  York  of  many  more 
and  far  greater  discoveries,  some  of  them  beyond 
present  comprehension. 


THE  PROGRESS  IN  SURGERY  DURING  THE  FIRST  HALF  OF  THIS 
CENTURY  AS  RELATED  TO  NEW  YORK  SURGEONS 

J.  William  Hinton,  M.D.,  New  York  City 

( Director , Department  of  Surgery,  New  York  University  Post-Graduate  Hospital,  and  Fourth  Medical 
Division  ( Bellevue  Hospital),  New  York  University-Bellevue  Medical  Center) 


INNUMERABLE  surgeons  in  New  York 
State  have  made  outstanding  contributions  to 
the  advancement  of  surgeiy  during  the  first  half 
of  this  century.  Many  of  these  contributions 
have  been  based  upon  sound  investigative  work 
by  many  research  workers,  but  the  work  of  Dr. 
Alexis  Carrel  at  the  Rockefeller  Institute  is  per- 
haps the  most  outstanding.  After  graduating 
from  the  University  of  Lyons  in  1900,  he  came  to 
America  in  1905,  and  his  work  on  vascular  anas- 
tomosis and  visceral  transplantation  has  made 
many  of  our  present-day  operations  possible. 
It  was  he  who  perfected  the  end-to-end  anasto- 
mosis of  blood  vessels  and,  by  his  technic  of  ap- 
position, thrombosis  was  avoided,  and  it  became 
unnecessary  to  ligate  all  injured  large  arteries. 
Before  his  contributions,  all  injured  arteries,  by 
necessity,  were  ligated.  His  fundamental  teach- 
ing is  now  utilized  in  all  clinics  doing  vascular 
surgery.  It  is  now  not  an  uncommon  operation 
for  the  aorta  to  be  resected  and  anastomosed  for 
coarctation  and  for  arterial  and  venous  trans- 
plants to  be  done  for  injury  or  disease.  He  in- 
sisted upon  rigid  asepsis  and  the  use  of  specially 
designed  needles  for  his  technic.  In  his  early 
years,  he  was  able  to  substitute  an  artery  or  vein 
in  animals,  a procedure  which  is  now  being  used 
clinically  in  the  repair  of  arterial  injury  or  vas- 
cular disease.  Dr.  Arthur  H.  Blakemore  and  Dr. 
Jere  W.  Lord,  Jr.,  have  done  fundamental  work 
in  animals  and  in  humans  following  Carrel’s 
teachings  on  artery  and  vein  transplants. 

Dr.  Carrel  was  the  first  to  transplant  an  organ 
from  one  animal  to  another,  and  his  kidney 
transplants  were  done  in  cats.  This  has  made  it 
possible  to  carry  on  some  of  the  more  recent 
operative  procedures  of  this  nature  in  man.  In 
1910,  he  was  preserving  portions  of  blood  vessels 
in  cold  storage  for  days  or  weeks  before  using 
them  as  transplants.  This,  of  course,  is  a fore- 
runner of  our  present-day  arterial  bank  which  is 
in  effect  in  New  York  City  as  a result  of  the  ac- 
tivities of  the  New  York  Cardio-Vascular  Sur- 
gical Society.  Dr.  Arthur  S.  Touroff’s  vision  was 
responsible  for  organizing  the  New  York  Cardio- 
Vascular  Surgical  Society,  which  is  now  carrying 
forward,  very  successfully,  the  arterial  bank  for 
the  preservation  of  human  arteries  to  be  used  in 
case  of  trauma  or  organic  disease  in  humans. 

Likewise,  our  concepts  of  the  treatment  of 
wound  infection  stems  partly  from  Dr.  Carrel’s 


work  with  Dakin’s  solution  during  World  War  I. 
The  principles  established  by  him  in  the  treat- 
ment of  infected  wounds  have  been  carried  for- 
ward by  Dr.  Frank  L.  Meleney  of  the  Presbyterian 
Hospital.  Dr.  Meleney,  during  the  past  two  dec- 
ades, has  made  many  contributions  in  this 
field.  Dr.  John  S.  Lockwood,  of  the  same  in- 
stitution, was  also  one  of  the  leading  investigators 
in  the  problems  of  wound  infection. 

Some  of  the  outstanding  contributions  in 
clinical  surgery  in  the  early  part  of  this  century 
were  made  by  Dr.  Willy  Meyer  in  his  pioneer 
work  in  chest  surgery,  particularly  by  describing 
a chamber  for  performing  operations  on  the  chest 
with  negative  or  positive  pressure.  Likewise,  Dr. 
Willy  Meyer  was  responsible  for  founding,  in 
1917,  the  New  York  Society  for  Thoracic  Surgery 
and,  later  in  the  same  year,  the  American  Asso- 
ciation for  Thoracic  Surgeiy.  Dr.  Willy  Meyer 
was  assisted  by  one  of  his  associates,  Dr.  Carl 
Eggers,  in  this  field.  Dr.  Eggers  served  on  the 
Empyema  Commission  during  World  War  I and 
had  a very  profound  influence  developing  the 
specialty  of  thoracic  surgery. 

Dr.  Howard  Lilienthal  was  likewise  one  of  the 
leaders  in  the  development  of  thoracic  surgery 
in  this  country.  In  the  early  years  of  this  spe- 
cialty, Dr.  Lilienthal  was  always  ready  to  assist  or 
advise  any  surgeon  with  his  chest  problems.  Dr. 
Adrian  V.  Lambert,  who  organized  the  Chest 
Surgical  Service  at  Bellevue,  made  a real  con- 
tribution to  the  specialty  of  thoracic  surgery. 
He  was  ably  assisted  by  Dr.  Frank  B.  Berry  who 
has  succeeded  him  at  Bellevue  as  chief  of  the 
thoracic  service  and  is  now  director  of  one  of  the 
outstanding  thoracic  surgical  services  in  the 
country.  Likewise,  the  Lenox  Hill  Hospital  in- 
fluence in  chest  surgery  has  been  carried  forward 
by  Dr.  Herbert  C.  Maier  with  his  many  con- 
tributions to  the  advancement  of  this  specialty 
during  recent  years. 

Dr.  Franz  Torek  made  an  outstanding  con- 
tribution in  thoracic  surgery  by  performing  the 
first  successful  resection  of  the  esophagus  for 
carcinoma.  He,  likewise,  developed  the  opera- 
tion for  undescended  testicles  which  bears  his 
name.  Dr.  John  H.  Garlock  of  Mount  Sinai 
Hospital  has  been  a real  contributor  to  the  ad- 
vancement of  esophageal  surgery  during  the  past 
decade. 

Dr.  William  B.  Coley  made  many  contributions 
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in  the  early  part  of  this  century  on  the  treatment 
of  hernias  but  made  very  important  contribu- 
tions at  the  time  on  the  treatment  of  bone  tumors 
with  his  toxins,  and  later  by  his  surgical  manage- 
ment of  these  lesions.  He  was  ably  assisted  and 
succeeded  in  this  field  by  his  son,  Dr.  Bradley  L. 
Coley,  who  has  carried  forward  this  specialized 
problem,  and  their  sound  teaching  of  the  prob- 
lems pertaining  to  bone  tumors  as  a result  are  now 
being  better  understood.  The  clinical  facilities 
at  the  Memorial  Hospital  have  made  possible  the 
development  of  the  leading  clinic  in  the  country 
on  this  disease.  Dr.  Bradley  L.  Coley  is  being 
ably  assisted  by  Dr.  Norman  L.  Higinbotham  in 
this  special  field. 

Dr.  George  H.  Semken,  of  the  former  Skin  and 
Cancer  Hospital,  made  many  contributions  in  the 
surgical  treatment  of  cancer  of  the  head  and  neck, 
and  his  teachings  on  lymph  node  metastases  are 
now  becoming  universally  accepted.  In  his  early 
years,  he  was  assisted  by  an  able  anesthetist, 
James  T.  Gwathmey,  who,  in  1913,  developed  the 
colonic  ether  oil  anesthesia  which  made  these 
long  and  tedious  operative  procedures  on  the  head, 
neck,  and  mouth  technically  possible  without 
undue  risk  to  the  patient. 

The  principles  of  Dr.  Semken’s  teachings  are 
being  carried  forward  at  the  present  by  Dr. 
Herbert  Willy  Meyer  and  Dr.  Robert  H.  Ken- 
nedy, who  were  associated  with  him  at  the  same 
institution  and  are  still  associated  with  the  Skin 
and  Cancer  Unit  of  New  York  University-Bel- 
levue  Medical  Center.  Dr.  William  F.  MacFee 
and  Dr.  John  M.  Hanford,  who  were  likewise 
trained  in  cancer  surgery  at  the  former  Skin  and 
Cancer  Hospital,  are  carrying  on  Dr.  Semken’s 
cancer  teaching  at  St.  Luke’s  Hospital  and  the 
Presbyterian  Hospital. 

Dr.  Allen  0.  Whipple  and  Dr.  William  Barclay 
Parsons  made  an  outstanding  contribution  in  the 
treatment  of  cancer  of  the  pancreas  and  ampulla 
of  Vater  by  their  original  operations  for  subtotal 
pancreatectomy  and  total  pancreatectomy  for 
carcinoma  of  the  pancreas  and  the  ampulla  of 
Vater.  Dr.  Whipple  and  Dr.  Arthur  H.  Blake- 
more,  in  their  work  on  the  surgery  of  portal  hyper- 
tension, have  made  another  outstanding  con- 
tribution. Dr.  Blakemore  has  now  perfected  the 
technic  of  splenorenal  and  portocaval  anastomosis 
in  portal  hypertension  to  the  extent  that  it  has 
now  become  the  accepted  procedure  in  those 
cases  in  which  surgery  is  indicated.  Dr.  Blake- 
more has  likewise  done  outstanding  work  in  the 
surgical  management  of  aneurysms,  and  his 
method  of  handling  these  by  wiring  with  elec- 
trical coagulation  was  preceded  by  Dr.  William 
Lusk  at  Bellevue  Hospital.  Dr.  Lusk  had  in- 
serted wire  in  many  aneurysms  in  the  early  part 
of  this  century. 


Dr.  Allen  0.  Whipple  organized  the  spleen 
clinic  at  Presbyterian  Hospital  and  was  assisted 
in  the  clinic  by  Dr.  Louis  M.  Rousselot,  now  sur- 
gical director  at  St.  Vincent’s  Hospital.  This 
clinic  has  led  to  a much  better  understanding  of 
many  of  the  difficult  problems  pertaining  to  diag- 
nosis and  operative  treatment  of  splenic  disease. 

Dr.  William  A.  Downes  at  the  Babies’  Hospital 
popularized  the  Rammstedt  operative  procedure 
for  pyloric  stenosis  in  infants  as  well  as  advancing 
pediatric  surgery  as  a subspecialty  in  general  sur- 
gery. He  was  ably  assisted  by  Dr.  Richard  A. 
Bolling,  whose  surgical  career  was  cut  short  by 
his  untimely  death  at  an  early  age.  Dr.  Edward 
J.  Donovan  has  carried  on  Dr.  Downes’  work  in 
pediatric  surgery  for  the  last  twenty-five  years 
and,  besides  Dr.  Donovan’s  contributions  on 
pyloric  stenosis  and  diaphragmatic  hernia,  he  and 
his  associates  are  now  making  outstanding  con- 
tributions in  the  surgical  management  of  idio- 
pathic megacolon. 

Dr.  Carl  G.  Burdick  and  Dr.  Fenwick  Beekman 
both  contributed  to  elevating  the  surgical  care  of 
children  on  the  Children’s  Surgical  Service  at 
Bellevue  Hospital.  They  were  both  directors  of 
the  service,  and  Dr.  Burdick’s  teachings  on  the 
care  of  fractures  in  children  have  had  a profound 
influence.  Dr.  Beekman  made  many  contribu- 
tions to  the  care  of  congenital  anomalies. 

Dr.  Albert  A.  Berg  was  the  first  surgeon  in 
America  to  advocate  subtotal  gastrectomy  for 
chronic  duodenal  ulcer.  Thirty  years  ago,  follow- 
ing the  teaching  of  the  European  surgeons,  Dr. 
Berg  advocated  subtotal  resection  for  chronic 
duodenal  ulcer  instead  of  the  conventional  gastro- 
enterostomy. In  association  with  Dr.  Richard 
Lewisohn,  he  proved  to  the  surgical  profession 
that  the  short-circuiting  procedure  of  gastro- 
enterostomy was  an  inadequate  procedure  and 
that  a high  instance  of  gastrojejunal  ulcers  re- 
sulted from  this  operation.  After  some  ten 
years,  the  surgical  profession  gradually  accepted 
their  teaching.  The  clinic,  which  Dr.  Berg  organ- 
ized at  Mount  Sinai  Hospital,  has  been  carried 
forward  by  Dr.  Ralph  Colp,  and  he  is  now  looked 
upon  as  New  York’s  outstanding  surgeon  on  the 
surgical  management  of  chronic  duodenal  ulcer. 

Dr.  John  F.  Erdmann  and  Dr.  Edwin  Beer 
were  the  two  surgeons  in  New  York  who  wrote 
extensively  on  sigmoid  diverticulitis.  Some  four 
or  five  decades  ago  this  disease  was  little  under- 
stood. As  a result  of  their  teachings,  this  disease 
does  not  now  present  a diagnostic  problem.  Dr. 
Henry  W.  Cave  has  been  a pioneer  in  the  surgical 
management  of  ulcerative  colitis  and  in  his 
well-organized  clinic  at  the  Roosevelt  Hospital 
has  helped  solve  many  problems  in  diagnosis  and 
treatment  of  this  disease. 

Dr.  Richard  Lewisohn  was  the  first  to  advise 
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the  use  of  indirect  or  citrate  method  of  transfu- 
sion in  1913.  Lindemann  and  others  were  ad- 
vocating direct  transfusions,  but  Dr.  Lewisohn’s 
contributions  have  made  our  present-day  blood 
banks  possible  and  transfusions  more  or  less  a 
routine  procedure  in  nearly  all  hospitals. 

Dr.  Joseph  B.  Blake,  during  World  War  I, 
changed  many  concepts  in  the  treatment  of  frac- 
tures by  his  principles  of  traction  and  suspension, 
which  have  proved  sound.  Dr.  William  Dar- 
rach,  assisted  by  Dr.  Clay  Ray  Murray,  brought 
forward  the  physiologic  approach  to  the  fracture 
management  and  advanced  it  to  its  present 
higher  levels.  Dr.  Robert  H.  Kennedy,  surgical 
director  of  the  Beekman-Downtown  Hospital, 
has  likewise  made  outstanding  contributions  in 
the  surgical  management  of  fractures  and  is 
chairman  of  the  Fracture  Committee  of  the 
American  College  of  Surgeons,  which  attests  to 
his  sound  thinking  in  the  treatment  of  this  every- 
day problem  which  confronts  the  world  today  to 
even  greater  extent  than  in  World  War  I.  Dr. 
Fred  Albee,  in  1911,  developed  a motor  saw,  and 
his  contributions  in  bone  grafting  have  made 
many  of  the  present-day  operations  for  recon- 
structive bone  surgery  possible.  Dr.  John  J. 
Moorhead,  with  the  assistance  of  an  electrical 
engineer,  Mr.  Samuel  Berman,  devised  an  elec- 
tric foreign  body  locator  which  has  made  location 
and  removal  of  foreign  bodies,  provided  they  are 
steel,  a very  simple  procedure. 

The  problem  of  the  obliterative  diseases  of  the 
vessels  of  the  lower  extremity  was  called  to  our 
attention  by  Dr.  Leo  Buerger  of  Mount  Sinai 
Hospital.  He  made  a detailed  study  of  thrombo- 
angiitis obliterans  clinically  and  pathologically 
and  wrote  extensively  on  the  problem  which 
bears  his  name. 

Dr.  Alexander  Brunschwig’s  operation  of  pelvic 
exenteration  has  advanced  the  management  of  the 
late  and  apparently  hopeless  types  of  abdominal 
malignancy  to  a much  more  satisfactory  level,  for 
the  patient  suffering  from  advanced  cancer  of  the 
bladder,  uterus,  and  rectum  can  be  made  much 
more  comfortable  by  this  procedure. 

Dr.  Jerome  P.  Webster  has  made  outstanding 
contributions  in  the  field  of  plastic  surgery  and 
has  helped  to  elevate  this  specialty  to  the  high 
level  of  reconstructive  surgery  which  has  re- 
habilitated many  disabled  and  unemployable  in- 
dividuals. With  the  increasing  number  of  well- 
trained  surgeons  going  into  this  specialty,  it  will 
be  possible  to  rehabilitate  an  even  greater  number 
of  handicapped  individuals. 

Dr.  George  E.  Brewer  taught  us  the  importance 
of  cortical  infections  of  the  kidney,  and  his  name 
has  always  been  associated  with  this  condition 
which  frequently  bears  his  name.  He  also  was  a 
contributor  to  the  surgical  management  of 


chronic  duodenal  ulcer  and  carcinoma  of  the 
colon. 

Dr.  Willy  Meyer  in  the  very  latter  part  of  the 
nineteenth  century  published  an  article  on 
radical  mastectomy  for  carcinoma  of  the  breast. 
His  influence  in  this  field  has  been  very  wide,  and 
he  trained  many  surgeons  at  the  former  Skin  and 
Cancer  Hospital  in  radical  mastectomy.  Dr. 
Robert  H.  Kennedy  and  Dr.  Meyer’s  son,  Dr. 
Herbert  Willy  Meyer,  and  their  associates  are 
still  carrying  on  his  fundamental  concepts.  Dr. 
William  Crawford  White,  at  Roosevelt  Hospital, 
has  been  one  of  New  York’s  leading  teachers  in 
this  field  of  surgery  as  well  as  Dr.  William  F. 
MacFee  at  St.  Luke’s  Hospital. 

Dr.  Emil  Goetsch  of  Brooklyn  has  made  many 
contributions  in  both  the  technic  of  thyroid  sur- 
gery and  the  general  handling  of  the  thyroid  pa- 
tient. Dr.  Eugene  H.  Pool,  at  New  York  Hospi- 
tal, was  likewise  a real  contributor  in  this  field  of 
surgery  and  also  Dr.  William  Barclay  Parsons  at 
Presbyterian  Hospital. 

Dr.  R.  Franklin  Carter  organized  a combined 
clinic  for  treating  biliary  tract  disease  at  Post- 
Graduate  Hospital  twenty-five  years  ago,  and, 
with  his  medical  colleagues,  this  clinic  has  made 
many  outstanding  contributions  in  the  diagnosis 
and  management  of  biliary  tract  disease,  which 
have  resulted  in  a book  having  been  published  on 
this  subject  by  Dr.  Carter.  Dr.  Ralph  Colp  has 
made  many  contributions  to  the  surgical  care  of 
biliary  tract  disease,  and  he  was  the  first  in  New 
York  to  suggest  sphincterostomy  for  the  spasm  of 
the  sphincter  of  Oddi. 

Dr.  Frederic  W.  Bancroft  has  been  a national 
leader  in  both  investigative  and  clinical  phases  of 
phlebothrombosis  and  thrombophlebitis.  Like- 
wise, he  has  made  many  contributions  on  the  sur- 
gical management  of  chronic  duodenal  ulcer. 

Dr.  George  T.  Pack  and  Dr.  Gordon  P.  McNeer 
at  the  Memorial  Hospital  have  been  real  con- 
tributors to  the  surgical  treatment  in  carcinoma 
of  the  stomach.  They  have  particularly  empha- 
sized total  gastrectomy  in  its  surgical  care. 

Dr.  George  J.  Heuer,  with  his  great  technical 
skill,  was  able  to  publish,  by  far,  the  best  series  of 
cases  of  chronic  constrictive  pericarditis  operated 
upon.  He  was  also  an  early  contributor  to  the 
surgical  management  of  essential  hypertension. 
One  contribution  to  surgery  which  he  made  and 
which  has  influenced  the  over-all  picture  of  New 
York  surgery  more  than  anything  else  was  the 
long-term  residency  system  instituted  at  New 
York  Hospital  in  1932.  Dr.  Emil  Goetsch  did 
have  a residency  system  at  Long  Island  College 
Hospital,  but  Dr.  Heuer’s  was  the  first  in  Man- 
hattan. His  system  led  some  of  the  surgical 
leaders  of  New  York  City  to  see  the  wisdom  of  his 
training  program  and  perhaps  made  it  easier  to 
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organize  the  American  Board  of  Surgery  and  in- 
stitute a real  residency  system  in  the  larger 
hospitals  of  New  York.  Dr.  Arthur  W.  Elting 
of  Albany  was  one  of  the  leaders  in  organizing  the 
American  Board  of  Surgery  which  has  played  such 
a profound  role  in  elevating  the  surgical  care  of 
patients  in  both  large  and  small  hospitals  during 
the  past  decade. 

Dr.  Carl  G.  Burdick,  when  he  became  director 
of  the  Fourth  Surgical  Division  of  Bellevue 
Hospital  in  1925,  which  was  a nonteaching  divi- 
sion, had  a real  vision  in  organizing  a sound  sur- 
gical service.  He  encouraged  all  the  Junior  At- 
tendings  to  become  interested  in  some  special 
surgical  problem  and  gave  them  the  opportunity 
to  organize  clinics  and  to  supervise  and  operate  on 
these  patients  when  admitted.  He  was  likewise 
interested  in  training  of  the  house  staff  and  saw 
that  they  were  not  denied  the  operations  which 
they  were  capable  of  performing.  In  his  twenty 
years  as  director,  he  rarely  performed  an  opera- 
tion, but  spent  innumerable  hours  in  supervising 
the  service,  which  was  unknown  at  that  time  in  a 
nonteaching  service.  Many  of  us,  whom  he 
helped  train,  will  be  ever  grateful  for  the  oppor- 
tunities offered  on  the  Fourth  Surgical  Division. 

Dr.  Bronson  S.  Ray  of  New  York  Hospital  had 
made  many  contributions  in  neurologic  surgery 
as  well  as  physiologic  studies  of  the  sympathetic 
nervous  system.  Dr.  E.  Jefferson  Browder  has 
likewise  been  one  of  America’s  leading  neuro- 
surgeons and  now  is  chairman  of  the  Department 
of  Surgery  at  State  University,  College  of 
Medicine  in  Brooklyn. 

Dr.  Carnes  Weeks,  by  his  interest  in  the  opera- 
tive treatment  of  essential  hypertension,  was 
more  responsible  than  any  other  surgeon  in  New 
York  in  arousing  the  interest  of  the  internist  in 
the  possibility  of  surgical  therapy  in  certain  cases 
of  essential  hypertension. 

The  end  results  in  any  surgical  procedure  are 
the  final  test  as  to  whether  one  has  been  justified 
in  performing  the  operation.  The  end  results  of 
operative  procedures  done  for  chronic  duodenal 
ulcer  can  never  be  evaluated  until  years  of  careful 
observations  in  a follow-up  clinic.  We  know  of 


the  many  differences  of  opinion  as  to  merit  of 
gastroenterostomy,  subtotal  resection,  and  more 
recently  vagotomy.  Claims  have  been  made  for 
all  of  these  procedures  which  the  follow-up  clinic 
will  prove  correct  or  false  as  the  case  may  be. 
Dr.  Eugene  H.  Pool,  at  New  York  Hospital  when 
located  on  West  16th  Street  over  thirty  years 
ago,  was  a leader  in  establishing  a well-organized 
follow-up  clinic  for  observing  the  end  results  of 
surgical  procedures.  Likewise,  Dr.  Allen  0. 
Whipple  at  Presbyterian  Hospital  established  an 
early  clinic  for  observing  the  end  results  of  a sur- 
gical procedure.  Other  hospitals  followed  their 
lead,  and  now  any  well-organized  surgical  service 
stresses  the  importance  of  continuous  observa- 
tion of  surgical  patients  in  their  residency  train- 
ing program. 

Dr.  John  J.  Jennings  of  Brooklyn  made  a real 
contribution  to  the  surgical  profession,  not  only 
of  New  York,  but  of  the  United  States,  when  he 
and  his  associates  established  a committee  to  in- 
terview all  candidates  applying  for  admission  to 
the  American  College  of  Surgeons  from  this  area. 
This  proved  so  successful  that  it  has  spread  to 
every  state  in  the  union  at  the  present  time.  His 
vision  has  been  of  inestimable  value  in  raising 
the  standards  of  surgery  throughout  the  country. 

Tribute  should  be  paid  to  the  dean  of  the  sur- 
gical profession  of  New  York,  namely,  Dr.  Allen 
0.  Whipple,  for  his  vision  in  organizing  many 
combined  clinics  at  Presbyterian  Hospital  for  the 
study  and  the  care  of  disease  that  have  both  a 
medical  and  surgical  interest.  As  the  professor  of 
surgery  at  Columbia  University  College  of  Physi- 
cians and  Surgeons  for  a quarter  of  a century,  his 
interest  and  untiring  work  in  organizing  the 
American  Board  of  Surgery  and  his  continued 
interest  in  teaching  at  the  residency  level  at  the 
Memorial  Hospital  has  had  a profound  influence 
on  the  surgical  philosophy  in  New  York.  The 
surgical  profession  of  New  York  is  grateful  for 
his  many  sound  contributions  in  the  care  of  many 
surgical  problems  and  to  the  elevation  of  surgical 
care  by  his  interest  in  the  residency  training  pro- 
gram. 

130  East  79th  Street 


A JOURNAL  SUPPLEMENT 
With  the  April  number  of  the  Journal  will  be 
distributed  an  attractive  supplement  containing  the 
paper  by  Dr.  E.  H.  Squibb,  of  Brooklyn,  entitled 
“Brief  Comments  on  the  Materia  Medica,  Pharmacy 
and  Therapeutics  of  the  Year  Ending  July  1,  1900,” 
read  at  the  last  annual  meeting  of  the  State  Associa- 
tion. The  publication  will  be  of  the  same  size  as  that 
of  former  papers  on  this  subject  by  the  author  and 


will  be  found  invaluable  as  a book  of  reference  re- 
garding the  advances  that  have  been  made  during 
the  year  in  the  branches  which  it  treats.  If  any 
member  of  the  State  Association  fails  to  receive  a 
copy  promptly,  one  will  be  forwarded  on  applica- 
tion to  Dr.  Squibb,  P.O.  Box  760,  Brooklyn,  New 
York. — New  York  State  Journal  of  Medicine,  March, 
1901,  p.  49. 


FIFTY  YEARS  OF  PEDIATRICS  IN  NEW  YORK  STATE 

Harry  Bakwin,  M.D.,  and  Lucille  J.  Ross,  M.D.,  New  York  City 

( From  the  Department  of  Pediatrics,  College  of  Medicine,  New  York  University-Bellevue  Medical  Center ) 


BY  THE  opening  of  the  twentieth  century 
pediatrics  was  established  as  a recognized 
specialty.  Although  the  number  of  pediatricians 
was  small,  the  specialty  was  represented  in  most 
of  the  principal  cities  of  the  State. 

The  life  of  a child  in  1900  was  precarious  when 
judged  by  the  health  standards  of  today.  More 
than  10  per  cent  of  the  infants  born  in  the  State 
in  1900  died  before  they  had  reached  their  first 
birthday.  (Only  2.5  per  cent  died  in  1949.)  The 
principal  cause  of  death  in  infancy  at  this  time 
was  diarrhea  or  “cholera  infantum,”  which  was 
especially  frequent  in  the  summer  months.  Pre- 
maturity, pulmonary  infections,  convulsions,  and 
meningitis  were  also  responsible  for  many  in- 
fant deaths.  During  the  childhood  years,  the 
contagious  diseases  took  a heavy  toll  of  lives.  Of 
these  diphtheria  was  the  most  dreaded. 
O’Dwyer’s  intubation  method,  which  was  greeted 
with  derisive  laughter  when  first  introduced  to  the 
profession  at  the  New  York  Academy  of  Medi- 
cine, was  widely  used  and  proved  a boon  to  many. 
Diphtheria  antitoxin  too  was  helpful,  but  its  value 
was  widely  and  often  heatedly  debated. 

Infant  feeding  in  1900  and  for  the  succeeding 
two  decades  was  an  intricate  mathematic  ex- 
ercise, requiring  the  expert  knowledge  of  the 
specialist.  “Top  milk”  feedings  were  used  almost 
exclusively,  and  percentages  of  fat,  carbohydrate, 
and  protein  were  meticulously  calculated  for  each 
formula.  Caloric  requirements  were  rigidly  ad- 
hered to.  A chart,  designed  by  Dr.  Charles 
Hendee  Smith  in  1912  to  “simplify”  infant  feed- 
ing, is  shown  in  Fig.  I.1  The  complexity  of 
“scientific  infant  feeding”  and  the  numerous 
failures  were  responsible  for  the  wide  use  of  pro- 
prietary foods.  Often  a mother,  exasperated  by 
the  failure  of  her  baby  to  thrive  despite  the 
ministrations  of  several  experts,  would  go  to  the 
corner  drug  store  where  she  received  a package  of 
one  of  the  numerous  “prepared  foods”  on  which 
her  baby  would  gain  beautifully.  The  most 
popular  baby  foods  on  the  market  were  Im- 
perial Granum,  Mellin’s  food,  and  Nestle’s  food. 
They  were,  essentially,  high  carbohydrate,  high 
caloric  foods,  and  they  were  sold  in  enormous 
quantities. 

The  commanding  figure  in  pediatrics  in  the 
State  at  the  turn  of  the  century  was  L.  Emmett 
Holt,  who  succeeded  Abraham  Jacobi  to  the  pro- 
fessorship of  pediatrics  at  the  College  of  Physi- 
cians and  Surgeons  in  1901  (Fig.  2).  He  had  al- 


ready written  his  textbook  of  pediatrics  and  his 
popular  and  practical  book  for  the  laity,  The 
Care  and  Feeding  of  Children,  which  was  an  out- 
growth of  a “catechism,”  originally  designed  for 
nursemaids  trained  at  Babies’  Hospital.  Holt 
became  associated  with  this  institution  in  1889, 
two  years  after  it  had  been  founded  by  Drs. 
Sarah  J.  and  Julia  G.  McNutt,  and  he  remained 
the  driving  force  in  its  medical,  educational,  and 
financial  development  during  his  lifetime.  One  of 
Holt’s  greatest  successes  was  as  an  educator — 
through  his  books  and  through  direct  teaching  of 
medical  students  and  physicians.  At  the  College 
of  Physicians  and  Surgeons  he  conducted  clinics 
and  presented  thorough  and  well-organized  lec- 
tures for  twenty-one  years. 

His  interests  were  broad  and  extended  beyond 


Fig.  1.  Chart  designed  by  Dr.  Charles  Hendee 
Smith  in  1912  to  simplify  infant  feeding.  By  per- 
mission of  the  Archives  of  Pediatrics  J 
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Fig.  2.  Dr.  L.  Emmett  Holt,  professor  of  pedi- 
atrics at  Columbia  University  College  of  Physi- 
cians and  Surgeons  in  1901. 


purely  medical  matters.  He  concerned  himself 
with  the  contamination  of  the  New  York  City 
milk  supply,  analyses  of  milk  and  other  foods, 
diagnostic  tests  for  tuberculosis,  clothing  for 
children,  ventilation,  and  so  on.  Holt  encouraged 
others  in  research,  but  felt  that  “it  is  only  its 
practical  application  which  justifies  research.”2 
He  was  among  the  earliest  to  appreciate  the 
responsibility  of  the  profession  for  aspects  of 
child  care  other  than  the  direct  medical  one. 
Holt  was  on  the  Board  of  Directors  of  the  Henry 
Street  Settlement  and  was  a member  of  the  New 
York  City  Board  of  Health  Milk  Commission. 
He  was  instrumental  in  organizing  the  Associa- 
tion for  the  Prevention  of  Infant  Mortality,  and 
was  a great  asset  to  the  Child  Health  Organiza- 
tion. He  continued  to  work  with  the  American 
Child  Health  Association  when  it  was  formed 
from  the  union  of  the  Child  Health  Organization 
and  the  American  Child  Hygiene  Association. 
The  latter  was  directed  by  Dr.  Philip  van  Ingen,  a 
prominent  leader  in  the  social  aspects  of  pedi- 
atrics. 


Many  of  Holt’s  office  assistants  went  on  to  be- 
come leaders  in  the  pediatrics  field.  Among  them 
were  Linnaeus  E.  La  Fetra,  director  of  the 
Children’s  Medical  Service  at  Bellevue  Hospital 
from  1911  to  1920;  John  Howland,  who  left  New 
York  City  in  1912  to  take  charge  of  the  country’s 
first  full-time  department  of  pediatrics  at  Johns 
Hopkins;  Herbert  B.  Wilcox,  professor  of 
pediatrics  at  Columbia  University  College  of 
Physicians  and  Surgeons;  Frederic  H.  Bartlett, 
author  of  a popular  text  on  feeding  and  growth, 
and  Howard  H.  Mason.2  Mason  made  two 
notable  contributions.  Using  the  x-ray  he 
showed  that  pneumonia  in  children  begins  in  the 
part  of  the  lung  which  lies  just  beneath  the 
pleura.  He  also  contributed  toward  the  clari- 
fication of  disorders  of  sugar  metabolism  in 
children  and  called  attention  to  the  syndrome  of 
chronic  galactosemia. 

At  the  beginning  of  this  century,  Henry  D. 
Chapin  was  already  one  of  the  most  highly  re- 
garded pediatricians  in  the  country.  At  the 
Post-Graduate  Hospital,  where  he  was  associated 
with  the  babies’  ward,  he  was  impressed  with  the 
poor  progress  made  by  some  of  the  babies  after 
they  were  discharged  from  the  hospital  and  re- 
turned to  their  homes.  Chapin  organized  a group 
of  women  in  1890  who  later  sponsored  a visiting 
nurse.  She  went  to  the  homes  of  the  children, 
surveyed  the  social  conditions,  instructed  the 
mothers  in  feeding  and  general  hygiene,  supplied 
small  amounts  of  money  if  needed,  and  directed 
the  families  to  further  sources  of  help  if  neces- 
sary. This  was  the  beginning  of  hospital  social 
service. 

Another  major  contribution  for  which  Chapin 
was  responsible  was  the  organization  of  the 
Speedwell  Society  under  the  leadership  of  Mrs. 
Donald  Mackay.  Averse  to  institutional  care  of 
children  of  unwed  mothers  particularly,  except  in 
acute  illness  or  where  surgery  was  necessary, 
Chapin  felt  that  a much  better  arrangement 
would  be  to  provide  the  children  with  individual 
attention  in  properly  selected  and  supervised 
boarding  homes.  The  first  foster  care  unit  was 
established  in  1902  at  Morristown,  New  Jersey. 
Results  were  particularly  gratifying  in  marasmic 
children,  many  of  whom  died  when  left  in  hospi- 
tals, but  most  of  whom  lived  and  thrived  when 
placed  with  a family. 

Chapin  advocated  a biologic  rather  than  a too 
rigidly  scientific  method  of  milk  modification. 
He  was  the  author  of  a comprehensive  text  on  the 
Theory  and  Practice  of  Infant  Feeding  and  as- 
sisted the  Children’s  Welfare  Federation  in  es- 
tablishing a mothers’  milk  dairy  in  New  York 
City  in  1921. 

Henry  Koplik  was  another  outstanding  early 
New  York  pediatrician.  In  1900,  at  the  age  of 
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Fig.  3.  Dr.  Oscar  M.  Schloss,  prominent  New 
York  pediatrician. 


Fig.  4.  Dr.  Alfred  Hess,  “foremost  investigator 
among  pediatricians.” 


forty-two,  lie  was  appointed  chief  of  the  Children’s 
Service  at  Mount  Sinai  Hospital.  This  hospital 
was  the  first  in  New  York  City  to  have  a separate 
service  for  children.  He  already  had  to  his  credit 
two  major  accomplishments:  the  description  of 
the  buccal  lesions  in  measles,  since  known  by  his 
name,  and  the  establishment  of  the  first  milk 
distribution  station  for  infants  in  the  United 
States  at  the  Good  Samaritan  Dispensary  in  New 
York  City  in  1889.  In  addition  to  carrying  on  an 
active  practice,  Koplik  was  the  author  of  a text 
on  Diseases  of  Infancy  and  Childhood  published 
in  1902.  He  wrote  papers  on  a wide  variety  of 
subjects,  including  cerebrospinal  meningitis  and 
its  treatment  with  serum,  poliomyelitis  and  its 
clinical  forms,  malaria,  pneumonia,  empyema, 
tuberculosis,  typhoid  fever  in  children,  vulvo- 
vaginitis, scurvy,  rickets,  chorea,  rheumatoid 
arthritis,  cretinism,  and  the  indications  for  and 
methods  of  transfusion.  His  advice  was  sought 
on  many  pediatric  subjects,  and  he  was  fre- 
quently consulted  by  the  Department  of  Health 
when  epidemics  occurred. 

In  the  second  decade  of  this  century,  two  New 


York  investigators,  Oscar  M.  Schloss  and  Alfred 
Hess,  made  outstanding  contributions  to  the 
study  of  disease  in  childhood  (Figs.  3 and  4).  In 
1912  Schloss  described  the  first  case  of  food  al- 
lergy. The  patient,  a doctor’s  child,  showed 
alarming  reactions  to  the  ingestion  of  egg  at  the 
age  of  fourteen  months.  In  addition  he  was  sen- 
sitive to  oat  and  almonds.  Schloss  used  skin 
testing  as  a method  of  detecting  sensitivity  and 
determined  that  the  agent  responsible  for  the 
cutaneous  reaction  was  the  protein.  In  addition 
he  was  able  to  sensitize  guinea  pigs,  passively,  by 
intraperitoneal  injections  of  the  patient’s  serum. 
An  immunity  to  egg  was  finally  achieved  by  feed- 
ing ovomucoid  in  gradually  increasing  doses. 

Schloss  also  published  studies  on  the  physio- 
logic changes  in  severe  diarrhea,  on  the  nature 
of  the  coagulation  defect  in  newborns,  on  the  re- 
lation of  eczema  in  infants  to  allergy,  on  the  per- 
meability of  the  intestines  to  unaltered  proteins, 
and  on  other  subjects. 

Alfred  F.  Hess  was  referred  to  by  Dr.  William 
H.  Park  as  the  “foremost  investigator  among 
pediatricians  in  this  country.”3  The  years  since 
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Mess’  death  in  1933  have  more  than  borne  out 
Park’s  estimate.  Hess  was  associated  with  the 
Home  for  Hebrew  Infants,  which  became,  in 
1915,  through  his  instigation,  the  first  institution 
in  the  world  to  introduce  routine  Schick  testing, 
followed  by  immunization  of  susceptible  chil- 
dren. His  200-odd  publications  covered  a variety 
of  topics,  including  such  subjects  as  the  nature  of 
the  gastric  and  duodenal  contents  (studied  with  a 
duodenal  catheter  which  he  designed),  pertussis 
prophylaxis,  and  tuberculosis.  Disturbed  by  the 
lack  of  facilities  for  children  exposed  to  tuber- 
culosis, Hess  inaugurated  the  first  children’s 
preventorium  or  “infantorium,”  which  began  as  a 
12-bed  unit  at  Farmingdale,  New  Jersey.  He 
contributed  considerably  to  our  knowledge  of 
scurvy.  He  introduced  the  capillary  permeability 
test  and  concluded  that  the  bleeding  in  scurvy 
was  due  to  increased  capillary  permeability 
rather  than  to  alteration  of  the  blood.  He 
showed  that  vitamin  C is  easily  destroyed  by 
i oxidation,  and  made  a contribution  of  consider- 
able practical  value  when  he  showed  that  canned 
! tomatoes  retained  their  content  of  vitamin  C al- 
ii most  completely.  In  1920,  Hess  wrote  his  classic 
monograph  on  scurvy. 

Hess’s  principal  contributions  were  on  the  sub- 
j ject  of  rickets.  His  early  work  on  rats  was  con- 
cerned with  the  relation  of  vitamin  D and  sun- 
light deficiency  to  rickets.  Always  aware  of  the 
social  implications  of  his  laboratory  studies,  he 
was  instrumental  in  popularizing  the  routine  use 
of  vitamin  D in  the  prophylaxis  of  clinical 
rickets.  In  1924,  simultaneously  with  Steenbock 
of  Wisconsin,  he  discovered  that  substances  such 
as  cottonseed  oil,  vegetables,  and  milk,  them- 
selves inert,  could  be  rendered  antirachitic  by  ex- 
posure to  ultraviolet  irradiation.  He  was  able  to 
i show  that  cholesterol  could  be  activated  in  the 
same  way. 

Since  the  skin  is  especially  rich  in  cholesterol, 
the  question  suggested  itself  to  Hess  whether  the 
prevention  and  cure  of  rickets  by  ultraviolet 
radiation  is  not  due  to  activation  of  the  choles- 
terol in  the  epidermis  by  direct  radiation.  Tests 
made  on  irradiated  skin  showed  the  correctness  of 
i this  hypothesis.  Hess  also  played  an  active  part 
in  the  development  of  knowledge  regarding  ir- 
radiated ergosterol  (calciferol  or  vitamin  D2). 

During  this  same  period,  Dr.  Sidney  Haas  in- 
troduced the  use  of  atropine  in  the  treatment  of 
infants  with  pyloric  stenosis.  Six  years  later,  in 
1924,  he  was  the  first  physician  to  recommend 
bananas  for  children  with  celiac  disease.4 

The  improvement  in  the  health  of  the  children 
has  been  significantly  aided  by  public  health  in- 
vestigations and  facilities,  in  a number  of  which 
j New  York  State  has  led  the  world.  The  measures 
; ! taken  to  combat  diphtheria  are  one  illustration  of 


this.  In  1893  the  New  York  City  Board  of  Health 
made  available  culture  tubes  to  assist  in  estab- 
lishing the  diagnosis  of  diphtheria.  In  1894,  for 
the  first  time  in  America,  the  clinical  efficacy  of 
diphtheria  antitoxin  was  demonstrated,  and  in 
September,  1894,  the  preparation  of  diphtheria 
antitoxin  was  begun  in  New  York  City,  for  the 
first  time  in  the  world  by  sanitary  authorities.5 
Antitoxin  was  supplied  without  cost  to  those 
who  could  not  pay  for  it.  The  names  of  Park, 
Biggs,  and  Prudden  occur  often  in  these  early  de- 
velopments. The  State  Laboratory  for  the  pro- 
duction of  biologicals  was  begun  in  1902. 

Soon  after  the  Schick  test  was  described,  Park, 
Zingher,  and  Serota  applied  it  to  700  individuals 
and  published  the  first  study  in  which  the  clinical 
value  of  the  Schick  test  was  confirmed.6  New 
York  City,  the  first  in  the  world  to  introduce 
diphtheria  preventive  measures  in  its  schools  in 
1919,  began  to  immunize  preschool  age  children 
in  1922  with  toxin-antitoxin,  and  the  following 
year  with  toxoid.  By  1927,  it  was  felt  that 
diphtheria  immunization  was  well  enough  estab- 
lished in  New  York  City  to  allow  the  supervision 
to  be  shifted  from  the  Bureau  of  Laboratories, 
which  has  functioned  as  a study  unit,  to  the 
Bureau  of  Child  Hygiene.  An  intensive  State- 
wide campaign  for  diphtheria  immunization  was 
undertaken  in  1926  and  1927,  resulting  in  the 
immunization  of  about  25  per  cent  of  the  upstate 
children.  The  millionth  immunization  of  a child 
in  New  York  City  took  place  in  1933. 

A good  deal  of  work  early  in  the  century  was 
necessary  in  the  field  of  milk  sanitation.  In  the 
first  decade  of  the  1900’s,  diarrhea,  especially 
during  the  summer  months,  was  one  of  the  chief 
pediatric  problems.  Diarrheal  diseases  ac- 
counted for  35  per  cent  of  the  deaths  of  children 
under  five  years  of  age  in  1900.  The  bacterial 
contamination  of  milk  was  marked,  especially  in 
the  poorer  sections  of  New  York  City  where  bac- 
terial counts  as  high  as  100  million  organisms  per 
cc.  were  found  in  hot  weather.  Private  philan- 
thropies (such  as  the  Nathan  Strauss  milk 
stations  and  the  New  York  Diet  Kitchen  depots), 
the  Milk  Commission  of  the  New  York  County 
Medical  Society,  and  public  health  facilities  were 
brought  to  bear  on  the  problem.  Rochester  was 
the  first  American  city  with  a municipal  milk 
station,  established  in  1897.  In  1902,  the  Board 
of  Health  of  New  York  City  sent  inspectors  to 
educate  the  dairy  farmers  supplying  the  city. 
Three  years  later,  the  milk  was  still  described  as  a 
“mixture  of  hair,  dirt,  and  manure  teeming  with 
millions  of  micro-organisms,”  but  thereafter  no 
milk  was  permitted  to  be  sold  in  the  city  without 
a permit  from  the  Health  Department.6  Pas- 
teurization was  made  compulsory  in  1914  (certi- 
fied milk  is  an  exception).  Clean  milk  is  gener- 
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ally  regarded  as  one  of  the  prominent  factors  in 
reducing  the  number  of  deaths  due  to  diarrhea. 

In  the  school  health  field,  New  York  City  was 
the  first  city  in  the  United  States  to  appoint  (in 
1892)  a public  school  medical  officer.  At  first, 
the  main  function  of  the  school  physician  was  to 
examine  those  children  sent  by  the  teacher  be- 
cause of  suspected  contagion,  to  see  whether 
school  exclusion  was  necessary.  He  also  ex- 
amined mouth-breathers,  backward,  neurotic, 
anemic,  or  neurasthenic  children,  and  checked  for 
visual  and  auditory  defects. 

In  1902,  the  daily  inspection  for  contagion  was 
taken  over  by  the  school  nurse,  who  entered  the 
field  at  this  period.  Lillian  Wald,  cofounder  of 
the  Henry  Street  nurses,  convinced  the  author- 
ities to  let  her  show  them  the  advantages  of  hav- 
ing nursing  services  in  the  public  schools.  Lina 
L.  Rogers  was  the  nurse  chosen  for  this,  and  the 
success  of  the  venture  is  demonstrated  by  the 
fact  that  the  city  thereafter  employed  school 
nurses  regularly,  starting  with  a corps  of  12 
nurses,  the  first  of  their  kind,  under  public  au- 
spices, in  the  world.7  Municipal  nurses  were  also 
employed  in  1902  in  New  York  City,  to  visit  the 
sick  children  with  diphtheria,  scarlet  fever,  and 
measles  in  the  tenements.  The  following  year, 
80  physicians  were  employed  by  the  city  to  care 
for  the  health  of  the  infants  and  children  in  the 
tenement  district. 

One  of  the  advances  in  the  administrative  field 
was  the  establishment  of  the  New  York  City 
Division  of  Child  Hygiene  in  1908,  under  the 
supervision  of  Dr.  S.  Josephine  Baker.  This  was 
the  first  organization  founded  under  municipal 
control  to  deal  with  the  health  of  children  from 
birth  to  legal  working  age.5  The  first  State  divi- 
sion of  child  hygiene  was  that  of  New  York  State, 
established  in  1914. 

A number  of  other  public  health  facilities  are 
now  offered  the  children  of  the  State,  including 
well-baby  stations,  child  guidance  clinics,  serv- 
ices for  prematures,  and  services  for  handi- 
capped children. 


Pediatrics  in  New  York  State  in  1950  has 
maintained  its  leading  position.  Despite  its 
heterogeneous  population  and  the  continued  in- 
flux of  peoples  from  other  lands  and  from  less 
prosperous  parts  of  the  country,  the  health 
record  of  the  children  is  among  the  best  in  the 
country.  The  mortality  from  the  contagious 
diseases,  formerly  one  of  the  principal  causes  of 
death,  is  now  only  3 per  cent  of  its  rate  forty 
years  ago.  At  present  the  main  causes  of  death  in 
children  after  the  first  year  of  life  are  accidents 
and  new  growths  (including  leukemia). 

The  State  is  well  supplied  with  pediatricians. 
Over  a sixth  of  the  membership  of  the  Academy 
of  Pediatrics  resides  in  this  State.  The  members 
are  widely  scattered,  many  practicing  their 
specialty  in  small  communities. 

A number  of  men  who  have  distinguished  them- 
selves in  pediatrics  elsewhere  in  the  country  were 
born  in  New  York  State.  Among  these  may  be 
mentioned : 

John  Howland,  born  in  New  York  City,  1873, 
Professor  of  Pediatrics,  Johns  Hopkins  University. 

Harold  Faber,  born  in  Westfield,  1884,  Pro- 
fessor of  Pediatrics,  Leland  Stanford  University. 

Borden  Veeder,  born  in  Fonda,  1883,  Editor, 
Journal  of  Pediatrics. 

Edwards  A.  Park,  born  in  Gloversville,  1877, 
Professor  of  Pediatrics,  Johns  Hopkins  University. 

Kenneth  Blackfan,  born  in  Cambridge,  1883, 
Professor  of  Pediatrics,  Harvard  University. 
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TAXATION  OF  BEQUESTS  TO  HOSPITALS 
Sections  243,  Chapter  392  of  the  laws  of  1900, 
provide  that  the  exemptions  from  general  taxation 
mentioned  in  another  section  of  the  law  do  not  ap- 
ply to  bequests  to  hospitals  and  other  charitable 
institutions. 


Had  this  section  not  been  added,  not  only  the 
real  and  personal  property  belonging  to  such  insti- 
tutions would  have  been  exempt,  but  bequests  as 
well;  now  such  bequests  must  pay  a tax.— -New 
York  State  Journal  of  Medicine,  April,  1901,  p.  70. 


FIFTY  YEARS  OF  PROGRESS  IN  OBSTETRICS  AND  GYNECOLOGY 

Claude  Heaton,  M.D.,  New  York  City 

( From,  the  Department  of  Obstetrics  and  Gynecology,  New  York  University  College  of  Medicine) 


OBSTETRICS  and  gynecology  have  shared 
fully  in  the  remarkable  development  of  the 
science  and  practice  of  medicine  in  the  past  half 
century.  While  this  progress  has  only  been  made 
possible,  of  course,  by  workers  all  over  the  world, 
it  is  the  purpose  of  tills  sketch  to  record  only  the 
contributions  made  by  New  York  State  physi- 
cians to  the  advances  in  the  specialty.  Even  with 
this  limitation  an  adequate  account  cannot  be 
given  within  the  compass  of  a short  article,  be- 
cause of  the  vast  changes  that  have  taken  place. 

At  the  beginning  of  the  century  a large  propor- 
tion of  women  were  delivered  in  the  home  and 
most  of  them  by  midwives.  Few  physicians 
limited  their  practice  to  obstetrics  and  gynecol- 
ogy. The  age  of  the  specialist  was  just  begin- 
ning. 

In  1900  few  obstetric  patients  were  seen  by  a 
doctor  prior  to  the  onset  of  labor;  prenatal  care 
scarcely  existed.  Undergraduate  teaching  in  ob- 
stetrics was  most  inadequate,  and  few  facilities 
existed  for  postgraduate  training. 

When,  in  1850,  Professor  James  Platt  White 
conducted  a clinical  demonstration  in  obstetrics 
before  a class  of  twenty  students  at  the  Buffalo 
Medical  College,  he  aroused  strong  local  opposi- 
tion and  a storm  of  controversy  throughout  the 
country.1  Conditions  had  not  improved  much 
fifty  years  later  for,  in  the  first  volume  of  the 
New  York  State  Journal  of  Medicine  pub- 
lished in  1901,  E.  P.  Davis  pointed  out  that  the 
custom  of  examining  patients  in  labor  by  touch 
only,  without  exposing  the  patient,  was  a constant 
source  of  infection. 

Prenatal  Care 

Organized  prenatal  care  started  in  New  York 
City  in  1907,  but  for  years  afterward  such  super- 
vision was  given  only  after  the  seventh  month  of 
pregnancy,  the  patient  being  turned  away  earlier 
and  told  to  return  in  late  pregnancy.  Among  the 
pioneers  in  the  movement  for  extending  prenatal 
supervision  were  J.  Clifton  Edgar,  Harold  C. 
Bailey,  Austin  Flint,  Jr.,  and  Ralph  W.  Loben- 
stine.2  Gradually,  prenatal  care  became  recog- 
nized as  a part  of  preventive  medicine,  and  prob- 
ably no  single  advance  has  done  more  to  make 
childbirth  safer  for  mother  and  baby.  The 
Maternity  Center  Association  organized  in  1918 
did  pioneer  work  in  educating  prospective 
mothers  as  to  the  value  of  good  maternity  care. 


Operative  Obstetrics 

A definite  trend  toward  increased  operative 
interference  was  apparent  in  the  first  quarter  of 
the  century. 

In  1921,  Irving  White  Potter  of  Buffalo  pub- 
lished his  first  article  on  internal  podalic  version 
and  the  following  year  his  monograph  on  The 
Place  of  Version  in  Obstetrics.3  His  first  paper 
was  refused  publication  because  of  his  practice  of 
elective  version.  Potter,  however,  made  a funda- 
mental contribution  in  improving  the  technic  of 
version. 

A unique  contribution  to  American  obstetrics 
was  the  Barton  forceps  which  Lyman  Guy  Barton 
presented  at  a meeting  of  the  New  York  Ob- 
stetrical Society  in  1925.4  Dr.  Barton  practiced 
in  the  town  of  his  birth,  Willsboro,  Essex  County, 
New  York,  and  subsequently  at  Plattsburg. 

In  1910,  George  W.  Kosmak  of  the  Lying-in 
Hospital  in  New  York  City  modified  the  Tucker- 
McLane  forceps  for  use  at  the  outlet,  and  the 
same  year  Ellice  McDonald  also  modified  the 
same  forceps.5  Dr.  C.  B.  Knapp  of  Sloane  Ma- 
ternity Hospital  introduced  a pair  of  axis  trac- 
tion forceps  modified  by  him  in  1911. 

Perhaps  the  most  important  advance  in  opera- 
tive obstetrics  was  in  the  technic  of  cesarean  sec- 
tion with  the  introduction  of  the  low  cervical 
operation.  In  New  York,  Alfred  C.  Beck  was  a 
pioneer,  introducing  in  1919  the  two-flap  low  in- 
cision cesarean.6 

While  there  is  almost  general  agreement  as  to 
the  value  of  the  low  cervical  operation  at  the  pres- 
ent time,  there  are  sharp  differences  of  opinion 
as  to  the  value  of  the  extraperitoneal  approach. 
Extraperitoneal  cesarean  section  was  revived  in 
this  country  by  Asa  B.  Davis  at  the  old  Lying-in 
Hospital  and  at  a later  date  by  Frederick  Jelling- 
haus,  using  the  Latzko  technic,  at  the  New  York 
Nursery  and  Childs’  Hospital. 

The  Conquest  of  Infection 

Puerperal  infection  has  been  a leading  cause  of 
death  in  childbirth  from  the  earliest  times  and  up 
until  the  past  decade.  The  work  of  Oliver  Wend- 
ell Holmes  in  1843  and  of  Semmelweis  in  1860 
had  little  effect  on  the  profession.  As  Edwin 
Jameson  of  Saranac  Lake  pointed  out,  seventy- 
five  years  after  these  contributions,  that  is,  in 
1935,  with  all  the  facts  known  and  accepted, 
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puerperal  infection  continued  to  exact  an  ap- 
palling number  of  deaths. 

An  important  contribution  to  the  subject  was 
made  in  1927  when  Benjamin  P.  Watson  pub- 
lished a paper  entitled  “An  Outbreak  of  Puer- 
peral Sepsis  in  New  York  City.”7  Out  of  163  de- 
livered patients,  24  developed  a streptococcus  in- 
fection and  eight  of  them  died.  This  paper 
stresses  the  fact  that  it  is  important  to  exclude  strep- 
tococcus carriers  from  maternity  hospitals  and  to 
insist  on  complete  masking  by  all  in  attendance 
on  parturient  or  puerperal  women.  This  report 
had  a tremendous  influence  in  introducing  the 
more  widespread  use  of  masks  and  careful  bac- 
teriologic  examination  of  personnel. 


Maternal  Mortality 

A striking  reduction  in  maternal  mortality  has 
taken  place  in  the  past  fifteen  years,  not  only  in 
this  State  but  throughout  the  world.  This  has 
been  due  to  a multiplicity  of  factors,  including 
better  prenatal  care,  improved  hospital  facilities, 
better  trained  personnel,  more  conservatism, 
more  supervision,  more  consultations,  wider  use 
of  transfusion,  better  anesthesia,  and  the  use  of 
sulfanilamides  and  antibiotics. 

In  1933,  the  Committee  on  Public  Health  Re- 
lations of  the  New  York  Academy  of  Medicine 
published  a study  entitled  Maternal  Mortality  in 
New  York  City,  which  had  a tremendous  in- 
fluence. The  Obstetric  Advisory  Committee  re- 
sponsible for  this  report  consisted  of  Benjamin  P. 
Watson,  John  0.  Polak,  Harry  Aranow,  George 
W.  Kosmak,  and  Charles  A.  Gordon.  This  study 
led  to  the  establishment  throughout  the  State  of 
Maternal  Mortality  Committees  by  the  various 
county  medical  societies  which  reviewed  the  ma- 
ternal deaths  in  their  respective  communities. 
This  has  provided  a valuable  means  of  post- 
graduate education. 


Use  of  X-ray  in  Obstetrics 

An  outstanding  contribution  was  the  work  of 
William  E.  Caldwell  and  Howard  C.  Moloy  on 
the  “Anatomical  Variations  of  the  Female  Pelvis 
and  Their  Effect  in  Labor,  with  a Suggested 
Classification.”8  This  paper  which  appeared  in 
1933  forms  the  basis  of  the  modern  classification 
of  the  female  pelvis.  Their  subsequent  papers 
clarified  the  problem  of  midpelvic  arrest  and  the 
treatment  of  dystocia. 

In  1934,  William  Snow  and  C.  B.  Powell  pub- 
lished their  work  on  “Roentgen  Visualization  of 
the  Placenta.”  This  method  of  direct  radiog- 
raphy of  the  placenta  has  found  wide  use. 


Progress  in  Gynecology 

Gynecology  began  in  the  nineteenth  century  as 
an  empiric  surgical  specialty.  J.  Dougal  Bissell 
did  pioneer  work  in  the  field  of  vaginal  plastic  sur- 
gery, publishing  his  methods  in  1918  and  1929. 9-n 
In  the  last  few  decades,  however,  emphasis  has 
shifted  from  surgical  technic,  and  the  important 
advances  have  been  in  the  discovery  of  the  phys- 
iology of  the  female  reproductive  system.  In 
this  field  a fundamental  contribution  was  the  dis- 
covery in  1917  by  Charles  R.  Stockard  and  George 
N.  Papanicolaou  of  a new  rapid  method  of  study- 
ing the  reproduction  cycle  by  examination  of  the 
vaginal  secretion.12  This  work  made  possible  the 
assay  of  the  female  sex  hormone  by  Allen  and 
Doisy,  as  well  as  numerous  other  discoveries. 

Another  important  advance  along  these  lines 
was  the  work  of  George  W.  Corner  and  Willard 
M.  Allen  at  Rochester,  in  which  they  were  suc- 
cessful in  producing  an  active  extract  of  corpus 
luteum  and  proving  its  potency.13 

Robert  T.  Frank  made  important  contribu- 
tions in  the  field  and  was  a pioneer  in  the  work  on 
progesterone.1*  One  of  the  most  learned  men  in 
the  specialty,  he  excelled  both  as  an  investigator 
and  clinician.  In  1929  his  book  on  the  female  sex 
hormone  appeared. 

In  1921,  John  A.  Sampson  published  his  orig- 
inal report  on  endometriosis  entitled  “Perforat- 
ing Hemorrhagic  (Chocolate)  Cysts  of  the 
Ovary,”  in  which  he  advanced  our  knowledge  of 
this  disease.15'16 

Isador  C.  Rubin  made  a fundamental  con- 
tribution in  1920  with  his  paper  on  “Non  Opera- 
tive Determination  of  Patency  of  Fallopian  Tubes 
in  Sterility,”  in  which  he  discussed  intrauterine 
inflation  with  oxygen  and  production  of  an  arti- 
ficial pneumoperitoneum.17  This  method  of  tubal 
insufflation  for  the  diagnosis  and  treatment  of 
sterility  due  to  the  occlusion  of  the  fallopian  tubes 
is  widely  used  today. 

In  the  field  of  sterility  mention  should  also  be 
made  of  the  work  of  Max  Hiihner  in  1914  in  a 
paper  entitled  “The  Value  of  the  Spermatozoa 
Test  in  Sterility.”18 

In  1941,  Papanicolaou  and  H.  G.  Traut  pub- 
lished their  paper  on  “The  Diagnostic  Value  of 
Vaginal  Smears  in  Carcinoma  of  the  Uterus.”19 
Since  then  this  method  has  found  wide  clinical 
application  in  the  early  diagnosis  of  malignancy. 

To  return  to  the  progress  of  obstetrics,  mention 
should  be  made  of  the  establishment  of  blood 
grouping  by  Karl  Landsteiner,  Nobel  prize 
winner  in  1930,  whose  work  made  transfusions 
safer.  In  1940  working  with  A.  S.  Wiener,  he 
discovered  the  Rh  factor.20  The  same  year  Wiener 
and  Peters  showed  the  Rh  factor  to  be  antigenic 
which  threw  light  on  the  etiology  of  hitherto  un- 
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explainable  intragroup  reactions.21  Finally,  Philip 
Levine  and  his  coworkers,  in  1941,  investigating 
isoimmunization,  demonstrated  the  cause  of 
erythroblastosis  fetalis.22 

The  Section  on  Obstetrics  and  Gynecology 

In  May,  1912,  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  voted  to 
divide  the  session  of  the  next  annual  meeting  in 
sections  including  a Section  on  Obstetrics  and 
Gynecology.  William  M.  Brown  of  Rochester 
was  made  the  first  chairman  and  Ross  McPherson 
of  New  York  City,  secretary. 

Summary 

This  brief  survey  of  progress  in  the  field  of  ob- 
stetrics and  gynecology  may  well  have  omitted 
the  names  of  devoted  workers  in  the  field  to  which 
we  owe  a debt  of  gratitude.  We  may  take  pride 
in  the  fact  that  the  physicians  of  New  York  State 
have  by  their  achievements  contributed  so  much 
to  our  progress. 
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THE  WORD  “DISEASE” 

A member  of  the  Association,  with  the  signature 
Iatros,  inquired  if  it  would  not  be  advisable  to  sub- 
stitute for  “disease”  a more  significant  word.  The 
query  was  referred  to  another  member,  who,  signing 
his  answer  Medicus,  said : 

“While  it  is  acknowledged  that  ‘disease’  does  not 
convey  the  idea  that  modern  physicians  conceive  of 
those  abnormal  conditions  of  which  dis-ea.se  is  but  a 
symptom,  the  time  is  not  yet  ripe  to  discard  this 
word,  which,  throughout  the  medical  world,  is  ac- 
cepted to  signify  some  disordered  bodily  function  or 
some  alteration  of  structure,  and  has  been  so  under- 
stood for  a score  of  centuries  by  civilized  nations, 
each,  in  its  own  tongue,  using  an  equivalent  term. 

“That  the  word  ‘disease’  has  been  used  in  differing 
senses  is  shown  in  the  works  of  ancient  and  even 
modern  writers.  One  example  would  seem  sufficient. 
In  Chaucer’s  ‘Troilus  and  Creseide,’  the  following 
occurs: 

And  Therewithall  Creseide  anon  he  kist, 

Of  whiche  certain  she  felt  no  disease, 

meaning  that  she  felt  no  dis-ea.se,  no  lack  of  ease 
from  the  osculation,  and  surely  no  disinclination  to 
be  kissed. 

“In  the  old  French  is  the  word  desaise,  and  in  the 
new,  malaise,  signifying  literally  no  ease  in  the  one 


and  ill  ease  in  the  other  case.  It  is  true  that  the 
itch-mite  gives  dis-ea.se,  even  pain,  in  the  skin,  and 
that  disorder  of  a function  often  causes  much  dis- 
ease and  distress ; nevertheless  the  itch  continues  to 
be  called  a skin  disease,  and  a disordered  function  a 
functional  disease. 

“The  original  use  of  the  word  ‘disease’  was  due 
probably  to  the  fact  that  early  beginners  of  the 
study  of  human  ailments  looked  at  their  phenomena 
and  sought  not  to  discover  their  essence;  hence  the 
faulty  symptomatic  basis  of  medical  nomenclature. 
It  may  be  more  than  a century  before  we  are  rid  of 
the  ill-effects,  on  medical  literature,  of  this  sympto- 
matic basis  of  nosonymy,  and  not  until  then  need  we 
hope  for  a realization  of  the  ideal  of  Iatros,  who,  in 
the  meantime,  may  take  his  choice  among  those  con- 
venient synonyms  of  ‘disease,’  such  as  affection, 
ailment,  complaint,  distemper,  illness,  infirmity, 
sickness,  etc. 

“The  improvement  in  terminology  should  keep 
pace  with  medical  advancement,  but  this  improve- 
ment is  likely  to  be  much  slower  than  students  of  the 
science  of  physics  and  practisers  of  the  art  of  heal- 
ing have  a right  to  expect,  owing  to  an  obstinate  ad- 
herence to  mouldy,  inexact  terms  which,  in  many 
minds,  long  usage  seems  to  sanction.” — New  York 
State  Journal  of  Medicine,  March,  1901,  p.  50. 


FIFTY  YEARS  OF  PUBLIC  HEALTH 

Herman  E.  Hilleboe,  M.D.,  Albany,  New  York 
(Commissioner,  New  York  State  Department  of  Health) 


N THE  slowly  unfolding  story  of  social  progress 
there  is  no  more  engrossing  a chapter  than  the 
record  of  achievement  in  the  field  of  public  health. 
Within  the  last  fifty  years  the  span  of  life  has 
been  extended,  and  many  diseases  which  once 
decimated  the  population  have  become  either 
nonexistent  or  unimportant. 

TABLE  I. — Deaths  and  Death  Rates  per  100,000  Popula- 
tion in  1900  and  1949  prom  the  Ten  Leading  Causes  of 
Death  in  1900:  New  York  State,  Exclusive  of  New 

York  City 


Cause 

1900 x 

Deaths  Rate 

. 1949 s 

Deaths  Rate 

Tuberculosis 

6,196 

161.5 

1,592 

24 

.2 

Diseases  of  the  heart 

5,655 

147.4 

27,949 

424 

.2 

Pneumonia 

5,292 

138.0 

1,779 

27 

.0 

Intracranial  lesions 

4,877 

127.1 

6,683 

101 

.4 

Nephritis  (acute  and 

chronic) 

3,162 

82.4 

3,177 

48 

.2 

Diarrhea  and  enteritis, 

under  2 years  of  age 

3,136 

19.6* 

109 

0 

4* 

Cancer 

2,581 

67.3 

11,076 

168 

,i 

Meningitis 

l,423t 

37.1 

91 

1 

.4 

Bronchitis 

1,418 

37.0 

176 

2 

.7 

Typhoid  fever 

1,230 

32.1 

3 

** 

* Rate  per  1,000  population  under  2 years  of  age. 
t This  figure  probably  is  not  comparable  with  the 

one 

for 

1949. 


**  Rate  less  than  0.05. 


TABLE  II. — Death  Rates  from  Specified  Causes  and 
All  Causes  in  Upstate  New  York  in  1900  and  1949* 


Cause 

1900 

1949 

Diphtheria 

26.9 

0.1 

Measles 

13.5 

0.5 

W'hooping  cough 

11.4 

0.2 

Scarlet  fever 

5.8 

0.2 

Infant  mortality 

109.1* 

26.9* 

Maternal  mortality 

63*,t 

5.7* 

All  causes 

16.0* 

10.8* 

* Rates  per  100,000  population,  except  infant  mortality 
which  is  per  1,000  live  births  and  maternal  mortality  which 
is  per  10,000  total  births  (including  stillbirths),  and  all 
causes  which  is  per  1,000  population. 

t This  figure  is  for  1907,  the  earliest  year  available. 

The  expectation  of  life  of  persons  living  in  New 
York  State  increased  from  forty-seven  years  in 
1900  to  sixty-seven  years  in  1949,  a truly  remark- 
able extension. 

It  would  be  incorrect  to  assume  that  these 
desirable  advances  were  solely  the  result  of 
official  public  health  action.  The  medical  pro- 
fession, voluntary  agencies,  and  energetic  private 
citizens  have  contributed,  through  cooperation 
with  public  health  agencies,  their  share  of  success- 
ful effort.  However,  public  health  physicians, 
nurses,  sanitarians,  and  other  health  personnel 
have  been  the  pioneers  and  the  leaders  in  estab- 
lishing the  basic  principle  of  public  health — its 
prime  purpose  to  prevent  disease  and  disability. 

The  approach  to  this  realization  has  often  been 
a tortuous  and  rocky  road.  Because  of  inherited 


prejudices,  conservatism,  and  self-interest,  many 
people  have  opposed  public  health  advances. 
Just  as  the  discoveries  of  Pasteur  and  Koch  were 
arraigned  as  invalid  upon  their  first  announce- 
ment, mass  vaccination,  inoculation,  public  care 
of  the  tuberculous,  and  other  similar  enterprises 
in  public  health  were  resolutely  combated.  In- 
deed, it  should  be  pointed  out,  in  the  interests 
of  historical  veracity,  that  a keener  awareness  of 
public  health  as  a specialty  in  medicine  would 
have  permitted  long  ago  the  achievements  which 
now  in  1950  we  so  righteously  applaud.  Even 
now,  after  several  years  of  mutual  benefits,  the 
principle  that  medicine  is  primarily  concerned 
with  the  improvement  and  preservation  of  health 
is  still,  in  responsible  quarters,  ignored.  It  can 
be  seen,  however,  that  such  a professional  blind 
spot  is  steadily  diminishing  in  size.  At  this 
halfway  mark  in  the  twentieth  century  we  can 
look  forward  to  an  increasing  unanimity  of  pur- 
pose which  will  provide  greater  physical  and 
mental  benefits  for  our  people  and,  consequently, 
an  enhancement  of  human  happiness  through 
better  health. 

In  the  State  of  New  York  we  have  been  partic- 
ularly fortunate  in  the  enlightened  progressive- 
ness of  many  members  of  the  medical  profession 
and  of  private  citizens.  It  is  surprising  how 
many  health  goals  have  been  reached  in  this  short 
half  century  in  the  life  histoiy  of  the  State  and 
nation.  In  the  year  1900,  official  public  health 
activities  were  largely  confined  to  rudimentary 
sanitary  technics  and  the  collection  of  vital 
statistics.  The  Health  Department’s  budget  in 
1881  amounted  to  only  $13,000  as  compared  to 
the  1950  budget  of  $39,000,000.  Although  fiscal 
statistics  of  this  nature  are  not  definitive,  due  to 
the  fluctuating  value  of  the  dollar,  they  indicate 
the  increased  magnitude  of  the  public  health  pro- 
gram in  our  State.  These  increases  have  come 
about  because  of  action  of  the  representatives  of 
the  people  rather  than  of  employes  of  the  Health 
Department  or  the  medical  profession. 

More  significant  are  the  results  in  improved 
health  and  prolonged  life.  Tables  I and  II  show 
that  the  mortality  rate  for  typhoid  fever  in  New 
York  State  has  declined  100  per  cent  in  the  last 
forty-nine  years.  Tuberculosis,  which  was  the 
chief  cause  of  death  in  1900,  has  been  reduced  by 
84  per  cent.  Infant  mortality  (rate  per  1,000  live 
births)  has  decreased  by  79  per  cent.  Smallpox, 
diphtheria,  and  scarlet  fever,  as  epidemics,  have 
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virtually  disappeared.  Measles  and  whooping 
cough,  which  once  were  such  dreadful  blights 
among  children,  appear  less  frequently  and  in 
milder  form.  These  results  can  be  seen  to  be  a 
consequence  of  three  social  and  scientific  phenom- 
ena: (1)  the  cooperation  of  the  medical  pro- 

fession and  public  health  workers  in  educating  the 
people  to  submit  to  mass  vaccination  and  periodic 
inoculations,  (2)  the  discoveries  of  research 
scientists  in  private  and  public  laboratories,  and 
(3)  the  enlightened  awareness  provided  by  the 
humane  principles  of  preventive  medicine. 

Modern  public  health  practice,  as  we  know  it 
today,  had  its  inception  in  upstate  New  York  in 
1913  when  Dr.  Hermann  M.  Biggs  was  prevailed 
upon  by  Governor  Sulzer  to  accept  the  appoint- 
ment of  Commissioner  of  Health  in  the  newly 
organized  State  Department  of  Health,  which 
resulted  from  the  Public  Health  Law  passed 
that  year.  At  that  time  the  public  health  pro- 
gram outside  metropolitan  areas  covered  little 
more  than  water  supplies  and  sewage  disposal, 
placarding  and  disinfection  for  communicable 
diseases,  and  a few  laboratory  services.  Child 
health  services,  public  health  nursing,  and  the 
supervision  of  tuberculous  families  were  in  most 
communities  just  beginning  to  emerge. 

The  New  York  law  provided  for  three  signifi- 
cant reforms,  as  well  as  many  lesser  ones.  First, 
it  created  the  Public  Health  Council,  which  con- 
sisted of  six  outstanding  citizens,  appointed  by  the 
Governor,  and  the  Commissioner  of  Health. 
The  Council  was  given  the  power  to  enact  and  to 
amend  a sanitary  code  for  the  State,  excluding 
New  York  City,  to  set  standards  for  professional 
personnel  employed  in  health  departments 
throughout  the  State,  and  to  act  as  an  advisory 
body  to  the  Commissioner  of  Health.  Second,  it 
provided  for  a Commissioner  of  Health  and  three 
new  divisions  in  the  fields  of  child  hygiene,  public 
health  nursing,  and  tuberculosis.  These  activi- 
ties, added  to  areas  of  endeavor  already  existing, 
broadened  the  scope  of  public  health  in  New  York 
State,  and  set  the  pattern  for  future  progress. 
Third,  the  law  provided  for  supervision  of  local 
health  work ; the  Commissioner  was  given  power 
to  enforce  the  Public  Health  Law  and  the  Sani- 
tary Code. 

It  is  noteworthy  that  there  have  been  only  five 
Commissioners  of  Health  since  1913,  all  appointed 
as  career  men  in  public  health  and  none  on  a 
political  basis.  Governors  have  strictly  adhered 
to  a sound  public  policy  that  politics  and  public 
health  are  incompatible. 

Among  other  reforms  permitted  by  the  Public 
Health  Law  was  the  revision  of  vital  statistics 
legislation  to  bring  it  into  line  with  recommenda- 
tions of  the  Federal  Bureau  of  the  Census. 

C.-E.  A.  Winslow  in  his  biography  of  Dr.  Biggs 


observes,  “This  bill  unquestionably  marked  the 
most  important  landmark  in  the  history  of  state 
health  administration  in  the  United  States  since 
the  creation  of  the  first  state  health  department 
by  Massachusetts  in  1869.” 

Dr.  Biggs  pointed  out  that  it  would  be  his  first 
task  to  reduce  the  divergence  between  the  city 
and  the  rural  death  rates.  In  1912  the  death  rate 
per  1,000  was  14.7  for  the  city  and  15.2  for  the 
rest  of  the  State.  Furthermore,  Dr.  Biggs  an- 
nounced his  intention  to  control  tuberculosis  on  a 
State-wide  basis  and  to  institute  annual  medical 
examinations  for  the  aged  to  control  the  degenera- 
tive diseases.  Dr.  Biggs  further  displayed  his 
far-sighted  vision  by  urging  the  detection  and 
control  of  mental  disease  and  public  campaigns 
against  alcohol  and  habit-forming  drugs. 

Dr.  Biggs  set  the  pace,  and  the  commissioners 
who  have  succeeded  him  have  had  the  privilege 
of  expanding  and  advancing  the  public  health 
program  on  the  sound  pattern  he  established 
early  in  this  century. 

In  reviewing  the  history  of  public  health  in 
New  York  State  in  the  last  fifty  years,  some 
important  achievements  are  worthy  of  mention. 

Today  the  State  has  a complete  and  advanced 
system  of  tuberculosis  control  and  hospital  care 
that  is  hard  to  equal  in  any  comparable  area  in 
the  world.  Once  the  diagnosis  of  active  tuber- 
culosis is  established,  the  most  modern  hospital 
care,  drug  therapy,  and  chest  surgery  are  pro- 
vided without  reference  to  race,  creed,  or  eco- 
nomic status.  The  State  of  New  York  operates 
seven  tuberculosis  hospitals,  including  chest 
consultation  services,  for  the  people  within  the 
respective  geographic  areas.  These  hospitals 
have  a total  of  1,992  beds.  The  staffs  of  these 
hospitals  are  devoted  to  prolonging  the  lives 
of  the  tuberculous  and  rehabilitating  arrested 
cases  so  that  they  may  become  useful  and  pro- 
ductive citizens  again.  The  Department  also 
administers  State  aid  for  22  upstate  county  and 
city  tuberculosis  hospitals  that  have  a total  of 

3.000  beds  and  16  in  New  York  City  that  have 

6.000  beds.  Except  for  an  acute  shortage  of 
beds  in  New  York  City,  hospital  facilities  are 
well-distributed  throughout  the  State. 

Research  has  been,  from  the  beginning,  one 
of  the  major  activities  of  the  public  health  pro- 
gram, and  New  York  has  developed  an  outstand- 
ing State  laboratory  equipped  with  its  own  farm 
for  raising  experimental  animals.  The  dis- 
coveries of  its  scientists  have  won  international 
acclaim,  and  its  routine  services  to  physicians 
have  established  a high  standard  of  excellence. 
The  discovery  of  the  Coxsackie  virus,  which  may 
cause  disease  in  children  similar  to  that  of 
poliomyelitis,  is  an  example  of  the  quality  of  the 
work  done  by  the  State  research  staff.  The 
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development  of  cardiolipin,  now  used  on  a 
world-wide  scale  in  complement  fixation  tests, 
came  from  the  research  performed  by  workers 
in  the  State  laboratory.  These  are  but  two  of 
the  many  investigations  which  continually  go 
forward  in  the  interest  of  protecting  the  health 
of  the  people. 

The  intimate  contact  between  health  depart- 
ment workers  and  citizens  is  symbolized  by  the 
services  of  the  public  health  nurses  who  compose 
the  largest  single  group  of  professional  workers 
employed  to  carry  out  the  health  program  in  the 
State  of  New  York.  The  first  organized  nursing 
service  in  upstate  New  York  was  established  in 
Buffalo  in  1891.  Today,  2,710  public  health 
nurses  are  employed  by  official  and  voluntary 
agencies  to  give  service  to  families  in  the  com- 
munities of  upstate  New  York. 

Originally,  public  health  nurses  devoted  their 
time  solely  to  giving  bedside  nursing  care. 
Increasingly,  the  need  for  the  nurse  to  par- 
ticipate in  the  prevention  of  disease  was  recog- 
nized, and  by  1900  the  nurse  was  working  in 
many  special  fields  of  public  health.  Then  it 
became  clear  that  specialization  was  going  too 
far,  and  the  generalized  public  health  nurse  was 
trained  in  greater  numbers  to  care  for  the  family 
as  a unit  and  to  handle  all  the  health  problems 
presented  to  the  health  department.  Even  to- 
day, there  are  not  sufficient  public  health  nurses 
to  meet  the  demand  for  family  and  community 
services.  The  general  practitioner,  the  health 
officer,  and  the  public  health  nurse  have  teamed 
up  to  provide  local  public  health  services  directly 
to  the  people  in  their  homes. 

From  the  beginning  of  organized  public  health 
services,  workers  in  the  special  field  of  environ- 
mental sanitation  have  made  fundamental  con- 
tributions to  community  health.  Indeed,  their 
achievements  in  the  control  of  milkborne  diseases 
alone  would  be  sufficient  indication  of  their  ex- 
traordinary service  to  the  people  of  the  State. 
When  the  State  initiated  its  campaign  for  the 
pasteurization  of  milk  in  1930,  at  least  50  per 
cent  of  the  State’s  milk  supply  was  raw.  Today, 
raw  milk  constitutes  less  than  1 per  cent  of  the 
total.  Beyond  doubt,  the  pasteurization  of 
milk  has  played  a large  part  in  the  progressive 
decline  in  the  infant  death  rate,  particularly 
from  diarrhea.  Moreover,  in  earlier  years  there 
were  from  10  to  12  milkborne  epidemics  annually, 
some  of  them  with  hundreds  of  cases.  In  the 
last  six  years  no  such  epidemics  have  occurred. 

The  purity  of  our  water  supplies,  the  adequate 
cleanliness  of  restaurants,  hotels,  and  camps, 
safeguards  against  water  and  air  pollution,  and 
the  assurance  of  adequate  sewage  disposal  form 
several  important  chapters  in  the  State’s  story 
of  community  health  services. 


The  Department,  under  Dr.  Thomas  Parran, 
pioneered,  against  vociferous  opposition,  in  urging 
plain  and  realistic  talk  and  study  of  the  problem 
of  syphilis.  Squeamishness,  prudery,  and  en- 
trenched custom  had  discouraged  an  attack  on 
a disease  that  had  ruined  the  fives  of  hundreds 
of  thousands  of  men,  women,  and  children.  As 
a result  of  this  fearless  leadership  in  the  field 
of  health  education  and  the  widespread  use  of 
penicillin,  syphilis  has  diminished  in  frequency 
and  importance  in  New  York  State. 

The  practicing  physicians  of  the  State  and  the 
professional  staff  of  the  State  Department  of 
Health  have  worked  together  energetically  to 
reduce  the  death  rate  of  pregnant  women  from 
63  per  10,000  births  in  1900  to  6 in  1949.  The 
medical  societies  were  particularly  courageous 
in  exposing  the  inadequacy  of  prenatal  care  and 
in  correcting  conditions  that  prevented  a more 
rapid  reduction  in  maternal  deaths.  It  is  dif- 
ficult to  sort  out  the  relative  values  of  such  things 
as  improved  standards  of  living,  education,  and 
welfare  services  in  the  improvement  of  maternal 
and  infant  death  rates.  To  be  sure,  they  have 
all  contributed  to  family  welfare  and  health,  but 
without  the  application  of  scientific  knowledge 
on  a broad  scale  and  public  health  leadership  on 
a high  plane,  the  combination  of  factors  re- 
sponsible could  not  have  created  such  tremen- 
dous results. 

A perusal  of  the  volumes  on  the  Public  Health 
Law  and  the  Sanitary  Code  of  New  York  State 
will  give  the  interested  reader  an  outline  several 
hundred  pages  long  of  what  has  happened  in 
public  health  in  our  State  in  the  last  fifty  years. 
The  annual  reports  of  Drs.  Biggs,  Nichols,  Par- 
ran, Godfrey,  and  the  present  Commissioner  of 
Health  will  supply  the  details  as  they  accumulate 
year  after  year.  It  is  a thrilling  chapter  in  the 
history  of  medicine  in  New  York  State,  because 
it  shows  what  can  be  done  when  there  is  support, 
understanding,  and  participation  by  the  people 
in  a health  crusade  for  the  public  good. 

Today  in  New  York  State  public  health  is  big 
business.  The  health  department  has  inter- 
locking advisory  committees  with  the  Depart- 
ments of  Mental  Hygiene,  Welfare,  Education, 
and  Correction.  Its  Commissioner  serves  on 
the  Hospital  Commission,  the  Youth  Commis- 
sion, the  Water  Pollution  Control  Board,  and 
the  Cemetery  Board.  These  are  just  a few  of 
the  intrastate  and  interstate  councils,  commis- 
sions, committees,  and  boards  vitally  concerned 
with  local,  State,  and  national  health  affairs. 
Looking  back  to  their  origins  in  the  history  of 
State  government,  one  finds  that  they  were  estab- 
lished to  meet  new  health  problems  of  the  State 
that  often  cut  across  every  field  of  human  wel- 
fare. There  are  few  fields  of  medicine  that  are 
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not  encompassed  in  one  or  another  of  the  services, 
research,  or  training  programs  under  the  State 
Department  of  Health.  This  has  come  about 
not  because  of  any  one  individual  or  special 
interest  within  the  Department  but  because  of 
the  demands  of  voluntary  organizations  and 
private  citizens  upon  their  elected  representa- 
tives for  increased  quantity  and  quality  of  public 
health  services. 

It  is  one  of  the  responsibilities  of  public  health 
to  look  into  the  future,  to  try  to  measure  the  size 
and  form  of  our  task,  and  to  prepare  to  meet  it 
with  all  the  resources  we  can  muster.  A shift 
is  under  way  from  acute  communicable  disease 
to  chronic  disease  control.  Environmental  sani- 
tation will  continue  its  activities  in  water,  milk, 
and  food  control  but  will  need  to  enlarge  its 
pollution  control  work  and  expand  in  the  fields 
of  healthful  housing,  work,  and  recreation.  Re- 
search in  public  health  will  continue  to  augment 
our  qualitative  knowledge  with  quantitative 
measurements  of  public  health  activity.  Be- 
cause of  public  knowledge  of  the  chronic  diseases, 
increased  life  span,  the  larger  proportion  of  older 
age  groups  in  our  population,  and  the  increasing 
cost  and  complexity  of  all  types  of  medical 
services,  the  pattern  of  public  health  will  natu- 
rally follow  these  trends. 

A lthough  some  of  the  more  conservative  mem- 


bers of  the  medical  profession  have  questioned 
the  Health  Department’s  participation  in  chronic 
disease  programs,  we  must  face  the  facts  and 
realistically  plan  for  the  future.  Tuberculosis, 
cancer,  and  cerebral  palsy  are  chronic  diseases 
and  have  been  included  in  the  Department’s 
program  for  years.  In  1950,  the  Legislature 
provided  funds  to  the  State  Health  Department 
for  research  and  demonstrations  in  all  chronic 
diseases  from  chronic  alcoholism  to  multiple 
sclerosis.  Fortunately,  these  new  programs  are 
initiated  only  after  full  discussions  with  advisory 
groups  of  medical  experts  and  careful  review  by 
joint  committees  of  the  Health  Department  and 
the  Medical  Society  of  the  State  of  New  York. 
An  efficient  arrangement  has  been  established 
during  the  past  several  years  between  the  Society 
and  the  Department  for  the  solution  of  current 
problems  in  the  field  of  health.  The  Committee 
on  Public  Health  and  Education  meets  regularly 
with  the  key  professional  personnel  of  the  Health 
Department  to  discuss  topics  of  mutual  interest 
and  concern.  This  excellent  relationship  augurs 
well  for  the  future  of  medicine  and  public  health 
in  our  State.  Cooperation  in  solving  common 
problems  will  enable  public  health  workers  and 
the  medical  profession  to  share  their  responsi- 
bility to  provide  public  health  services  to  meet 
the  changing  needs  of  the  people. 


RABIES  IN  ROCHESTER 
The  Rochester  Pathological  Society  held  a special 
meeting  January  16,  1901,  in  the  Chamber  of  Com- 
merce, for  the  purpose  of  considering  measures  for 
preventing  the  extension  of  epidemic  rabies  in 
Rochester  and  vicinity.  The  physicians  of  Monroe 
County,  the  veterinarians,  and  the  heads  of  the 
various  city  and  county  departments  were  asked  to 
attend  the  meeting.  Papers  were  read  by  Dr.  M.  P. 
Ravenel,  demonstrator  of  bacteriology  in  the  Uni- 
versity of  Pennsylvania;  Dr.  Ernest  Wende, 
health  commissioner  of  Buffalo,  and  Dr.  G.  W. 
Goler,  of  Rochester.  Professor  C.  W.  Dodge  of  the 
University  of  Rochester  opened  the  discussion.  The 


meeting  was  attended  by  about  four  hundred  phy- 
sicians and  others.  The  speakers  outlined  the  work 
done  in  preventing  the  extension  of  rabies  in  various 
parts  of  the  country,  and  were  unanimous  in  their 
opinion  that  rabies  exists  in  Rochester  and  vicinity. 

The  muzzling  ordinance  has  been  promulgated 
by  the  Mayor  of  Rochester,  but  as  yet  not  one  dog  in 
fifty  is  muzzled.  As  is  usual  in  such  outbreaks,  a 
large  number  of  cases  must  occur,  human  life  be  en- 
dangered, and  several  deaths  occur  before  the 
authorities  compel  the  strict  enforcement  of  the 
ordinance. — New  York  State  Journal  of  Medicine, 
February,  1901,  p.  26. 
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Samuel  S.  Sverdlik,  M.D.,  Donald  A.  Covalt,  M.D.,  and  Howard  A.  Rusk,  M.D.,  New 
York  City 

( From  the  Department  of  Physical  Medicine  and  Rehabilitation,  New  York  University-Bellevue  Medical  Center ) 


THERE  have  been  dramatic  changes  in  the 
medical  and  social  scene  in  the  past  fifty 
years.  Longevity  has  increased  from  forty-seven 
years  in  1900  to  sixty-seven  years  in  1950. 1 The 
population  of  New  York  State  has  increased  from 
7,500,000  to  15  million.  The  percentage  of  aged 
over  sixty-five  in  New  York  City  alone  has  gone 
from  2.8  per  cent  in  1900  to  5.5  per  cent  in 
1940.2  In  1900,  less  than  917  beds  were  available 
for  the  care  of  all  of  the  orthopedic  handicapped 
in  New  York  State.3  At  present,  there  are  over 
1,372  beds  available  solely  for  crippled  children.4 
In  1900,  an  employer  was  under  no  moral  or 
economic  obligation  towards  his  injured  employe. 
Today,  that  employe  is  not  only  guaranteed 
medical  care  for  an  injury  incurred  at  work  but 
can  receive  thirteen  weeks  of  compensation 
benefits  for  disability,  disease,  or  injuries  in- 
curred not  as  a result  of  his  employment. 

In  1925,  a survey  reported  that  50  per  cent  of 
crippling  disorders  of  children  occur  in  the  pre- 
school age,  and  no  agency  assumed  responsibility 
for  their  care.5  Indicative  of  a changing  attitude, 
the  1949  report  of  the  Joint  Legislative  Commis- 
sion to  Study  the  Problem  of  Cerebral  Palsy  re- 
ported that  “the  State  has  the  same  responsi- 
bility to  the  victims  of  cerebral  palsy  that  it  has 
to  other  groups  of  disabled.”6 

In  1912,  a list  of  available  institutions  for  the 
care  of  crippled  children  mentions  one  institution 
in  Buffalo,  the  Wheelchair  Guild  Home.3  In 
1948,  a survey  of  Rehabilitation  Resources  in 
Buffalo  and  Erie  Counties  lists  60  agencies  in  the 
City  of  Buffalo  alone,  and  these  extend  from 
Alcoholics  Anonymous  to  the  Wheelchair  Guild 
Home.7 

These  changing  attitudes  and  responsibilities 
are  part  of  what  Huxley  has  so  aptly  described  as  a 
transition  from  the  age  of  the  “economic  man” 
to  the  age  of  the  “social  man.”  Medicine  has 
been  intimately  involved  in  these  changes  and, 
with  the  broadening  of  its  social  consciousness, 
has  assumed  a greater  role  in  solving  the  prob- 
lems of  the  disabled. 

Prior  to  World  War  I the  major  concern  of  the 
community  with  relation  to  the  disabled  was  with 
the  crippled  child.  The  major  crippling  disease  at 
that  time  was  nonpulmonary  tuberculosis,  and 
the  need  for  rest,  fresh  air,  and  surgical  manage- 
ment was  stressed.  The  first  institution  in  the 


country  for  the  care  of  cripples  was  the  Hospital 
for  the  Care  of  Ruptured  and  Crippled  of  New 
York  City,  which  was  established  in  1863.  In 
addition  to  the  medical  management  of  these 
children,  classes  of  instruction  in  basic  courses  as 
well  as  trades  and  skills  were  undertaken  in  the 
various  hospitals.  For  example,  the  St.  Agnes 
Hospital  for  Crippled  and  Atypical  Children  in 
White  Plains  is  described  as  having  “classes  in 
sewing,  cooking,  laundry  work,  basketry,  bench- 
work,  and  stenography.”  Throughout  the  State 
the  number  of  beds  for  this  work  was  less  than 
917.3  Of  these,  many  were  only  available  for 
short  stays  of  two  weeks,  others  for  summer 
months,  and  some  were  available  for  as  long  as 
medical  considerations  warranted. 

The  inadequacy  of  this  care  may  be  understood 
if  we  consider  that  in  1911  the  Crippled  Children’s 
Driving  Fund  of  New  York  City,  a private  organi- 
zation for  driving  children  to  parks  or  other 
public  institutions,  cared  for  3,000  children  in 
New  York  City  alone.  As  of  1925,  the  New  York 
State  Commission  for  Survey  of  Crippled  Chil- 
dren reported  30,000  crippled  children.5  At  the 
turn  of  the  century,  however,  a unique  move  was 
made  when  Governor  Theodore  Roosevelt  signed 
a Legislative  Act  establishing  a State  Orthopedic 
Hospital  at  Tarrytown.  In  1905,  this  hospital 
was  transferred  to  West  Haverstraw  and  renamed 
the  New  York  State  Reconstruction  Home  with 
45  beds.  Known  now  as  the  New  York  State 
Rehabilitation  Hospital,  it  has  283  beds  and  ad- 
mits some  adults  as  well  as  children.  It  is  able, 
however,  to  meet  only  a fraction  of  the  State’s 
needs. 

In  view  of  the  limited  medical  facilities  for  cor- 
recting the  physical  handicaps,  efforts  were  made 
to  insure  the  children’s  education.  At  first,  these 
efforts  were  met  by  private  sources  such  as 
Rhinelander  School  of  New  York  City,  which  was 
maintained  by  the  Children’s  Aid  Society  (a  fore- 
runner of  the  Association  for  the  Aid  of  Crippled 
Children),  and  the  Brearly  League  where  children 
received  vocational  training.3  The  Association 
for  the  Aid  of  Crippled  Children  was  formed  to 
provide  transportation  to  these  and  later  to  the 
public  schools.  The  New  York  City  School 
System  established  its  first  classes  for  the  Crip- 
pled in  1906  in  P.S.  104,  Manhattan.  Many 
other  special  classes  for  the  crippled  child  fol- 
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lowed,  and  by  1909  there  were  20  classes  with  an 
enrollment  of  374  pupils.8  Classes  were  estab- 
lished for  those  with  hearing,  visual,  speech,  and 
cardiac,  as  well  as  “anemic,”  disabilities. 

In  addition  to  the  special  classes  in  existing 
schools,  teachers  from  the  public  school  system 
were  assigned  to  classes  in  hospitals.  The  first 
such  assignment  of  a public  school  teacher  to  a 
hospital  class  in  the  country  was  in  1904  at  the 
Sea  Breeze  Hospital  in  Coney  Island.9  It  should 
be  noted  that  physicians  restricted  their  efforts  to 
definitive  care,  leaving  the  remainder  of  this  over- 
whelming problem  to  educators.  All  of  the 
medical  care  available  to  the  crippled  child  was 
then  under  the  direction  of  the  orthopedic  sur- 
geon. Gibney,  Hibbs,  Albey,  Whitman,  and 
Frauenthal  might  be  mentioned  as  among  those 
concerned  with  the  care  of  these  patients.  Many 
of  these  men  were  later  to  assume  the  burden  of 
reconstruction  of  the  war  injured  following 
World  War  I. 

In  1916  New  York  State  experienced  its  first 
great  polio  epidemic.  Over  13,000  cases  of  polio 
were  reported  during  that  year,  and,  of  these,  25 
per  cent  died.10  This  epidemic  aroused  a great 
deal  of  interest  in  the  treatment  of  this  disease. 

In  reviewing  the  literature  of  that  period  one  is 
struck  by  several  interesting  observations  con- 
cerning the  problem  faced  by  the  physician  and 
particularly  by  the  patient.  Tilney,  a neurologist, 
and  Rushmore,  an  orthopedist,  stated  that 
“muscle  re-education  requires. . .well-trained  in- 
structor’s ...  no  such  efficiency  has  yet  been 
achieved . ” 1 1 Later,  they  state,  ‘ ‘Those  who  think 
of  mobility  in  terms  of  plaster  of  Paris  and 
braces  have ...  a splinted  conception  of  human 
motion.”  They  conclude  by  claiming  that  the 
management  of  the  patient  is  essentially  ortho- 
pedic. Sachs  condemned  the  “perfunctory  clinic 
visits  for  electric  treatments”  and  felt  that  the 
neurologist  should  manage  the  patient.12  Lovett 
described  the  need  for  careful  muscle  testing  and 
stated  that  the  patient  should  not  be  placed  on 
his  feet  until  the  acute  stage  was  over,  i.e.,  two 
to  three  months.13  Whitman  describes  the  fact 
that  he  sent  five  nurses  to  Boston  to  spend  six 
weeks  with  Lovett  to  learn  muscle-testing  and  re- 
education. He  felt  that  the  acute  stage  of  polio 
lasted  from  three  to  six  months  and  that  the  pa- 
tient should  spend  that  entire  time  in  bed.14 

Nowhere  in  any  of  these  discussions  is  any  men- 
tion made  of  who  is  to  train  the  “masseuses” 
then  being  used  either  as  muscle  re-educators  or  as 
therapists.  An  editorial  in  the  Journal  of  Electro- 
therapeutics and  Radiology  condemned  early  sur- 
gery in  polio  and  advised  on  the  benefits  of  heat 
in  the.  acute  stages  of  the  disease.16  No  mention 
is  made  in  any  of  the  literature  of  the  vocational, 
educational,  or  social  need  of  these  patients. 


Baruch  objected  to  what  he  felt  was  the  un- 
proved need  for  quarantine  and  its  accompanying 
disruption  of  an  already  upset  home.10 

The  first  comprehensive  article  on  spastic 
paralysis  in  children  by  J.  G.  Grossman  of  New 
York  appeared  at  this  time.  The  diagnosis  and 
clinical  findings  are  most  competently  described, 
but  the  treatment  is  discussed  very  superficially.17 

In  considering  the  status  of  rehabilitation  at  the 
time  of  World  War  I,  we  find  that  the  hospitals 
were  making  a valiant  effort  to  meet  all  the  needs 
of  the  disabled.  There  were,  however,  definite 
limitations  of  convalescent  and  residential 
facilities  available  at  that  time,  particularly  for 
the  adult  disabled.  Physicians  left  most  of  the 
guidance  and  training  of  the  handicapped  in  the 
hands  of  the  educators. 

World  War  I was  the  first  war  in  history  where 
more  men  died  of  wounds  than  from  disease.  The 
lack  of  sanitation,  which,  in  the  past,  cost  so 
many  lives  in  camp,  was  largely  eliminated. 
With  the  advances  in  immunology  and  surgical 
technics  in  orthopedics  and  neurosurgery  as  well 
as  the  development  of  the  Carrel-Dakin  solution, 
many  lives  and  limbs  which  heretofore  would 
have  been  lost  were  saved.  It  may  be  of  interest 
that  of  389  recorded  cases  of  gunshot  wounds  of 
the  hipjoint  in  the  Civil  War,  84  per  cent  resulted 
in  fatalities. 18  As  a result  of  the  increased  number 
of  survivors  and  the  experiences  in  reconstruction 
of  the  war  wounded  in  France  and  England, 
General  Gorgas  established  an  Army  policy  de- 
fining a new  concept  of  government  and  national 
responsibility  towards  the  wounded  soldier. 
“Instead  of  the  old  idea  that  responsibility  ended 
with  the  return  of  the  soldier  to  private  life,  with 
his  wounds  healed  and  such  pension  as  he  might 
be  given,  it  is  considered  the  duty  of  the  govern- 
ment to  equip  and  re-educate  the  wounded  man . . . 
to  be  as  useful  to  himself  and  his  country  as  pos- 
sible.. .Workshops  will  be  provided  at  the 
hospitals. . .”19  This  marks  the  first  significant 
awareness  by  the  community  of  the  needs  of  the 
adult  cripple.  The  services  and  facilities  avail- 
able to  the  returning  wounded  soldier  at  the 
Army’s  Reconstruction  Hospitals  were  the  fore- 
runners of  our  modern  rehabilitation  centers. 
During  World  War  I,  4,000  soldiers  required  limb 
amputations,  yet  30,000  civilians  required  ampu- 
tations annually.19  On  June  27,  1918,  in  response 
to  this  need,  Federal  and  State  legislation  was 
enacted  to  provide  funds  and  facilities  for  the  re- 
habilitation of  the  disabled  veteran. 

The  first  State  program  for  the  medical  and 
educational  needs  of  the  orthopedic  handicapped 
was  started  in  1917  in  New  York  and  Ohio.  In 
1918-1919  the  Compensation  Laws  of  New  York 
State  provided  for  rehabilitation  care.20  In 
March,  1919,  the  First  International  Conference 
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on  Rehabilitation  was  held  in  New  York  City 
under  the  auspices  of  the  Red  Cross  Institute  for 
Crippled  and  Disabled  Men,  the  Federal  Board 
for  Vocational  Education,  the  Red  Cross  Institute 
for  the  Blind,  and  the  Army’s  Office  of  the  Sur- 
geon General.20 

This  conference  underscored  the  obligations  of 
the  country  to  the  veteran  as  well  as  the  civilian 
disabled.  The  Institute  for  Crippled  and  Dis- 
abled, which  had  been  founded  in  1917,  had  been 
serving  as  a center  for  much  of  the  methods  and 
information  pertaining  to  rehabilitation  at  that 
time.  It  recognized  the  limitations  of  existing 
facilities  in  providing  for  joint  physical  restora- 
tion training  with  vocational  training.  A library 
of  material  pertaining  to  rehabilitation  was  de- 
veloped during  these  years  by  its  director,  Mr.  D. 
C.  McMutrie,  and  is  today  one  of  the  outstanding 
collections  on  rehabilitation  literature  in  the 
country.  It  maintained  a placement  bureau, 
social  welfare  service,  a limb  shop,  a physical  ther- 
apy and  mechanotherapy  department.  The  In- 
stitute for  Crippled  and  Disabled  has  continued  to 
play  a dominant  role  in  the  field  of  rehabilitation 
to  the  present  date.  During  the  last  war  it  again 
served  as  a training  center  for  civilian  and 
government  personnel.  Its  services  helped  place 
the  handicapped  in  industry  and  helped  reduce 
the  manpower  problems  facing  the  nation  during 
the  critical  war  years.  Deaver,  in  discussing  the 
work  at  the  Institute  for  Crippled  and  Disabled, 
stated  that  “present  methods  will  rehabilitate 
80  per  cent  of  the  orthopoedically  handicapped... 
We  ...  have  been  successful  in  rehabilitating  from 
15  to  18  per  cent  of  the  cases  generally  considered 
hopeless.”21 

The  activity  of  daily  test  developed  by  Deaver 
and  Brown  at  the  Institute  for  Crippled  and  Dis- 
abled is  the  guide  for  evaluating  a disability  on  a 
functional  level  which  is  presently  used  by  most 
of  the  departments  of  physical  medicine  and  re- 
habilitation throughout  the  country.  Their 
monograph  on  crutch  gaits  is  the  outstanding 
work  on  this  important  phase  of  training  in  the 
rehabilitation  of  the  orthopedically  handicapped. 

During  World  War  I,  the  ancillary  personnel 
used  in  the  reconstruction  hospital  were  “recon- 
struction aides.”  These  “aides”  were  either 
physical  therapists  or  occupational  therapists. 
The  National  Society  for  the  Promotion  of  Oc- 
cupational Therapy  (now  the  American  Occupa- 
tional Therapy  Association)  was  founded  in 
March,  1917,  at  Clifton  Springs,  New  York.  The 
American  Physiotherapy  Association  (now  the 
American  Physical  Therapy  Association),  which 
started  originally  with  a group  of  former  “recon- 
struction aides,”  was  founded  in  New  York  City 
on  June  15,  1921.  These  two  organizations  are 
presently  active  in  maintaining  and  developing 


high  professional  and  ethical  standards  for  their 
respective  fields. 

World  War  II  with  its  active  convalescent 
program  demonstrated  the  disadvantages  of 
complete  bed  rest.  The  Army  Air  Forces  Conva- 
lescent-Rehabilitation Program  used  empirically 
a program  of  activity  to  prevent  the  decondition- 
ing phenomena  of  bed  rest.22  That  such  a pro- 
gram was  on  sound  physiologic  grounds  was  later 
shown  by  Keyes,  Dock,  and  others  and  later 
confirmed  by  Whedon,  Deitrick,  and  Shorr  of 
Cornell.23  These  physiologic  studies  and  the 
clinical  advantages  noted  in  early  ambulation 
focused  attention  on  existing  practices,  par- 
ticularly as  they  related  to  the  chronically  ill. 

In  describing  this  program,  it  was  stated  that 
“hospitals  must  be  made  into  institutions  of 
opportunity.”24  The  classic  picture  of  an 
“acute  general  hospital”  for  the  care  of  the 
emergency  medical  and  surgical  problem  was 
significantly  changed  in  the  service  hospitals.  On 
the  civilian  level  Bluestone  noted  “the  line  of 
separation  between  ‘acute’  and  ‘chronic’  is 
fading  away.”25  The  program  in  the  service 
hospitals  developed  a unique  transition  in  the 
picture  of  rehabilitation.  In  the  past,  educators, 
psychologists,  counselors,  and  advisers  were  all 
involved  in  managing  a “client’s”  problem; 
the  service  programs  brought  all  these  services 
into  the  hospital  under  a physician’s  control. 
Nowhere  in  previous  medical  literature  are  refer- 
ences made  to  a physician  actively  controlling  a 
patient’s  destiny — after  he  left  the  bed.  The 
Army  Air  Force  program  actually  started  these 
measures  while  the  man  was  still  acutely  ill 
and  followed  through  the  front  door  of  the  hos- 
pital and  back  to  the  job.  Now,  for  the  first 
time,  we  see  a crystallization  of  thinking  in  the 
most  important  area,  the  acute  medical  situa- 
tion. Management  of  the  “patient”  was  vested 
in  trained  medical  directors,  the  directors  of  the 
convalescent  rehabilitation  programs.  This  is 
what  one  of  us  (H.A.R.)  has  referred  to  as  the 
“third  phase  of  medicine.” 

It  was  apparent  that  the  greatest  need  in  this 
program  was  for  qualified  trained  directors  of 
departments  of  physical  medicine  and  rehabilita- 
tion. This  was  recognized  by  the  Baruch  Com- 
mittee which,  in  its  first  annual  report,  recom- 
mended that  increased  attention  by  medical 
schools  be  given  “to  the  broad  field  of  rehabilita- 
tion in  connection  with  teaching.”  It  considered 
“as  primary  the  education  of  those  who  will  elect 
to  specialize  in  this  branch  of  medicine  with  its 
importance  as  to  rehabilitation  of  wounded  ...  of 
victims  of  industrial  accidents  . . . and  of  young 
and  old  suffering  from  diseases  of  the  joints  and 
muscles.”26 

New  York  University  was  the  first  medical 
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school  to  establish  a separate,  major  department 
of  physical  medicine  and  rehabilitation  (1946). 
On  July  1,  1947,  the  first  civilian  rehabilitation 
wards  were  opened  at  Bellevue  Hospital  under 
the  direction  of  Rusk  and  Deaver.  Similar 
programs  are  now  being  established  in  all  New 
York’s  municipal  hospitals.  An  active  clinical, 
research,  undergraduate,  graduate,  and  post- 
graduate program  was  instituted.  Fellowships 
for  training  in  New  York  State  were  established 
at  Columbia  University  and  New  York  Univer- 
sity under  the  Baruch  Committee.  Education 
in  physical  medicine  and  rehabilitation,  which 
had  been  sorely  neglected  for  many  years,  and 
prompted  Gregg  to  state  “almost  as  those  who 
keep  their  children  ignorant  of  the  facts  of  life, 
we  appear  to  protect  American  medical  students 
from  the  knowledge  of  physical  therapy,”  was 
beginning  to  assume  realistic  proportions.27 
These  changes  were  indeed  welcome  and  desirable 
throughout  the  State.  Twenty-five  years  ago 
only  one  school,  the  College  of  Physicians  and 
Surgeons,  offered  an  elective  course  in  “physio- 
therapy” in  the  senior  year.28  At  present, 
residencies  are  offered  at  Bellevue  and  Physicians 
and  Surgeons,  as  well  as  a number  of  both 
civilian  and  Veterans  Administration  hospitals 
throughout  the  State,  and  major  departments  in 
physical  medicine  and  rehabilitation  are  also 
being  developed  at  Syracuse  University  and  the 
University  of  Buffalo.  There  is  a comprehensive 
program  of  undergraduate  training  at  New  York 
University  College  of  Medicine,  which  includes 
courses  in  kinesiology,  muscle  testing,  principles 
of  thermotherapy,  hydrotherapy,  electrotherapy, 
massage,  and  exercise.29  Clinics  in  evaluation  of 
disabilities,  crutch  training,  rehabilitation  of 
hemiplegics,  arthritics,  paraplegics,  and  polio 
are  offered.  The  education  and  clinical  training 
of  physical  and  occupational  therapists,  speech 
therapists,  psychologists,  vocational  counselors, 
and  social  workers  is  expanding  throughout  the 
colleges  of  the  State.  The  emphasis  of  these 
(remarks  has  been  on  the  rehabilitation  of  the 
I orthopedic  handicapped.  Descriptions  of  the 
programs  as  they  relate  to  the  tubercular, 

I cardiac,  mental,  blind,  deaf,  and  speech  dis- 
abilities will  doubtless  be  discussed  by  other 
essayists.  Space  does  not  allow  for  any  discus- 
sion of  the  role  of  the  visiting  nurse,  home  care 
programs,  and  the  expanding  convalescent  hos- 
pital programs  throughout  the  State.  All  of 
these  are  vital  facets  of  the  rehabilitation  pro- 
gram. 

Physical  Medicine 

The  American  Electrotherapeutic  Association 
was  founded  in  January,  1891,  at  the  New  York 
Academy  of  Medicine.  In  the  first  issue  of  the 


New  York  State  Journal  of  Medicine  an 
article  by  G.  W.  Goler  of  Rochester  describes  his 
successful  treatment  of  ichthyosis  with  an  electric 
arc  light.30  Electrotherapy  at  this  time  was  widely 
accepted  in  the  management  of  organic  and  func- 
tional disorders,  and  the  static  spark  discharge 
was  employed  for  the  treatment  of  “functional 
neuroses”  much  as  it  is  today.31  Climatology 
was  widely  recognized  in  the  management  of 
medical  problems,  and  articles  appear  at  regular 
intervals  describing  the  virtues  of  such  places 
as  Silver  Springs,  New  Mexico,  as  “a  silver  city 
with  a golden  climate,”  particularly  for  tuber- 
cular patients.32 

Simon  Baruch  was  very  active  in  New  York 
City  and  the  rest  of  the  country  in  behalf  of 
public  baths.  As  a result  of  his  struggles  for 
hygiene  and  bathing  he  was  referred  to  as  the 
“apostle  of  bathing.”33  In  his  criticism  of  river 
bath  houses  he  defined  Manhattan  as  a “body  of 
land  surrounded  by  sewage.”  He  was  in- 
fluential in  establishing  the  first  public  bath- 
house in  New  York  City  in  1901  where  the 
“rainwater  bath”  (shower  bath)  was  introduced. 
Baruch  later  became  professor  of  hydrology  at 
Physicians  and  Surgeons  from  1906  to  1913. 
This  was  the  first  and  only  chair  on  this  subject 
ever  created  in  this  country.  His  writings  and 
researches  in  hydrology  and  spas  are  among 
the  most  lucid  descriptions  of  these  subjects. 
McClellan  at  Albany  and  Saratoga  has  been  study- 
ing spas  and  the  therapeutic  value  of  water  for 
many  years.  His  findings  only  underscore  the 
need  for  continued  teaching  and  research  in 
hydrology  and  spa  therapy. 

For  many  years  radiology  and  physical  medi- 
cine were  practiced  by  the  same  physician.  In 
1901,  C.  W.  Allen  described  “The  Treatment  of 
Cancer  by  the  X-ray.”34  Albert  C.  Geyser, 
later  professor  of  physiologic  therapy  at  Ford- 
ham  Medical  College  and  lecturer  in  electro- 
therapy and  radiotherapy  at  New  York  Poly- 
clinic School  and  Hospital,  discussed  the  paper. 
The  other  discussant  was  William  B.  Snow,  later 
professor  of  physical  therapy  at  Physicians  and 
Surgeons  (the  position  presently  occupied  by  his 
son,  William  B.  Snow,  Jr  ).  Patients  were  ex- 
posed to  x-ray  for  periods  of  one-half  hour,  and 
the  energy  sources  were  either  static  machines 
or  induction  coils.  In  none  of  these  early  papers 
on  the  use  of  x-ray  in  cancer  was  there  any  un- 
inhibited enthusiasm  for  its  effectiveness.  The 
comments  were  most  reserved  and  its  advocates 
cautious. 

The  first  clinical  application  of  high  frequency 
current  in  this  country  was  made  by  Frederick 
de  Kraft  in  Dr.  Snow’s  office  in  1906. 35  For  many 
years  this  form  of  energy  was  not  widely  used, 
but  following  the  World  War  I spectacular 
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changes  occurred.  The  country  was  invaded  by 
numerous  manufacturers  and  their  products. 
Claims  were  wildly  made  in  behalf  of  these 
machines,  and  instruction  in  their  use  was  sup- 
plied by  manufacturers  or  their  representatives 
without  any  scientific  basis  of  fact. 

In  response  to  this,  the  New  York  County 
Medical  Society  (1927)  and  the  Medical  Society 
of  the  State  of  New  York  (1929)  appointed  com- 
mittees on  physical  therapy.  Under  the  chair- 
manship of  Richard  Kovacs,  lecturers  were  sent 
throughout  the  State  to  teach  and  describe 
physical  medicine  to  the  profession.  There  were 
1 1 booths  on  electrotherapeutic  equipment  (four 
of  which  were  devoted  to  x-ray)  and  five  pharma- 
ceutical booths  at  the  1926  Annual  Meeting  of 
the  State  Society.  Another  function  of  the  Com- 
mittee was  to  attempt  to  regulate  and  control 
the  conduct  of  the  “physiotherapists”  who  had 
been  licensed  to  “practice”  under  the  1926 
Medical  Practices  Act.36 

Hess  in  1924  reported  the  results  of  his  studies 
on  the  antirachitic  effect  of  ultraviolet  rays  on 
oils  and  fats.37  Air  sterilization  by  ultraviolet 
rays  was  likewise  being  studied  in  the  General 
Electric  Laboratories  in  Schenectady.  Pleasant- 
ville,  New  York,  was  the  first  community  in  the 
country  to  use  ultraviolet  light  in  its  schoolrooms 
as  a prophylactic  measure. 

With  the  development  of  high-frequency 
generators,  means  were  found  to  develop  tem- 
peratures artificially,  and  their  effects  on  venereal 
and  chronic  disease  were  carefully  studied. 
Much  of  the  original  work  in  this  field  was  done 
in  New  York  State  by  Bierman,  Carpenter, 
Warren,  and  Whitney.  As  a result  of  their 
pioneering  in  this  field  the  first  international 
conference  on  fever  therapy  was  held  in  New 
York  City  in  1937. 38  Today  chemotherapy  and 
antibiotics  have  superseded  the  need  for  this 
therapy. 

Crossman  and  Allen  at  City  Hospital,  New 
York  City,  perfected  the  technics  of  refrigeration 
anesthesia  which  has  been  hailed  as  a major 
contribution  to  anesthesia  and  surgery.39 

Posture,  posture  exercises,  and  the  manage- 
ment of  these  and  related  problems  have  been 
described  by  Hannson.  He  has  also  contributed 
to  our  understanding  of  the  role  of  exercises  for 
polio,  particularly  with  hydrogymnastics.  Kraus 
has  recently  published  a textbook  devoted 
exclusively  to  therapeutic  exercises.40  The  need 
for  better  understanding  on  the  part  of  the  pro- 
fession of  this  subject  is  generally  recognized. 

Summary 

One  of  the  oldest  therapeutic  modalities 
known  to  medicine,  physical  medicine  and  re- 
habilitation is  the  newest  medical  specialty  recog- 


nized by  the  Council  of  Medical  Education  and 
Hospitals  of  the  American  Medical  Association. 
Due  to  the  increasing  knowledge  of  electronics 
and  biophysics,  a more  comprehensive  under- 
standing of  the  biologic  and  biomechanical  prin- 
ciples involved  in  the  pathologic  processes, 
and  the  physiologic  and  vocational  problems  of 
the  disabled  and  chronically  ill,  this  specialty 
has  made  more  rapid  strides  in  the  past  decade 
than  in  all  tune  heretofore. 

Physical  medicine  and  rehabilitation  received 
its  greatest  impetus  during  World  War  II. 
A combined  specialty,  like  neuropsychiatry  or 
gynecology  and  obstetrics,  it  includes  some 
physicians  whose  primary  interest  is  in  physical 
medicine  as  it  pertains  to  the  routine  treatment 
of  acute  conditions.  There  are  others  in  the 
specialty  whose  primary  interest  is  in  the  problem 
of  rehabilitation,  taking  into  account  the  medical, 
psychologic,  psychiatric,  social,  vocational,  and 
all  other  aspects  that  deal  with  the  total  rehabili- 
tation of  the  individual. 

Great  strides  have  been  made  since  the  end  of 
World  War  II  in  welding  these  two  groups 
together.  The  Council  on  Physical  Therapy  of 
the  American  Medical  Association  a few  years 
ago  became  the  Council  on  Physical  Medicine 
and  more  recently  the  Council  on  Physical 
Medicine  and  Rehabilitation.  A permanent 
Section  on  Physical  Medicine  and  Rehabilitation 
was  established  last  year  for  the  first  time  in  the 
American  Medical  Association.  The  Baruch 
Committee  on  Physical  Medicine  has  become  the 
Baruch  Committee  on  Physical  Medicine  and 
Rehabilitation;  the  new  specialty  board  is  the 
American  Board  of  Physical  Medicine  and  Re- 
habilitation, and  new  hospital  services  and  de- 
partments in  medical  schools  are  becoming 
truly  departments  of  physical  medicine  and  re- 
habilitation concerned  with  both  of  the  broad 
aspects  of  this  specialty. 

Today  as  the  nation  is  once  more  involved  in 
conflict  and  we  start  the  mobilization  of  our 
material,  human,  industrial,  financial,  and 
spiritual  resources,  physical  medicine  and  re- 
habilitation again  takes  on  added  significance. 
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J.A.M.A.  COMMENTS  ON  FIRST  JOURNAL 
Number  1,  Volume  1 of  the  New  York  State 
Journal  of  Medicine  is  before  us.  It  is  published 
monthly  by  the  New  York  State  Medical  Associa- 
tion and  takes  the  place  of  the  annual  volume  of 
Transactions.  The  journal  consists  of  twenty-four 
large  double-column  pages  of  reading  matter,  with 
eight  advertising  pages.  It  makes  a good  appear- 
ance, and  the  committee  in  charge  is  to  be  con- 
gratulated on  its  efforts.  This  makes  the  third  state 
body  to  publish  a monthly  journal  in  place  of  an  an- 
nual volume,  the  other  two  being  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  and  the  Illinois 
State  Medical  Society. 


better  to  have  a monthly  journal  go  to  each  member 
than  to  have  an  annual  volume,  and  this  to  be  placed 
on  the  shelf  and  soon  covered  with  dust.  Such  a 
monthly  journal  gives  an  opportunity  for  the  mem- 
bers of  the  medical  profession  of  the  State  to  ex- 
change views  on  various  topics  of  interest.  We  note 
that  the  new  journal  opens  its  pages  to  advertisers; 
this  is  sensible.  There  is  no  reason  why  respectable 
advertising  should  not  be  admitted  to  a medical 
journal,  and  we  believe  that  it  is  common  sense  and 
business-like  to  accept  such.  Legitimate  advertising 
is  a benefit  to  the  physician,  as  well  as  to  those  who 
supply  him  with  the  many  things  he  needs  in  his 


In  each  of  these  states  the  , „ _ 

enterprise  is  giving  satisfaction.  It  is  certainly^^^^Y^-^p1^rf^'^I'l*«1'?'2/ 12, 1901. 
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THE  purpose  of  this  paper  is  to  report  the  ad- 
vances made  in  the  fields  of  neurology  and 
psychiatry  over  the  past  half  century,  with  partic- 
ular reference  to  contributions  from  the  State  of 
New  York.  The  specifications  are  large,  the 
authors  very  numerous,  and  their  contributions 
innumerable.  In  order  to  escape  from  an  ency- 
clopedic presentation  of  names,  dates,  and  lists 
of  more  or  less  unrelated  subjects  a narrative 
approach  has  been  chosen. 

Neurology 

In  order  to  obtain  some  perspective  for  a dis- 
cussion of  the  advances  made  in  the  knowledge  of 
neurologic  disorders,  let  us  consider  the  state  of 
neurologic  understanding  at  the  beginning  of  this 
century.  During  the  latter  half  of  the  nineteenth 
century  the  principal  diseases  of  the  nervous  sys- 
tem were  outlined.  One  prominent  New  York 
contribution  was  made  by  Dr.  Bernard  Sachs 
who  wrote  much  on  a wide  range  of  subjects, 
but  who  is  especially  noted  for  his  description  of 
“Amaurotic  Family  Idiocy”  which  he  made  at 
the  age  of  twenty-nine  (1887).  During  this 
period  the  broad  architecture  of  the  central  and 
peripheral  nervous  systems  was  being  defined. 
The  first  comprehensive  neuroanatomy  published 
in  English  was  Gross  and  Minute  Anatomy  of  the 
Central  Nervous  System,  by  Dr.  Herman  C. 
Gardinier  of  Troy,  New  York  (1899). 

The  very  basis  of  neurologic  diagnosis  had 
already  been  provided  by  such  investigators  as 
Westphal’s  description  of  the  knee  jerk  (1875), 
E.  C.  Seguin’s  introduction  of  the  thermometer 
(1876),  the  invention  of  the  lumbar  puncture  by 
Quincke  in  1891,  and  the  first  description  of  a 
pathologic  reflex  by  Babinski  in  1896. 

The  specialty  of  neurology  grew  rapidly  in  the 
United  States,  starting  with  the  formation  of  the 
American  Neurological  Association  in  1875. 
The  founders  of  this  organization  numbered 
35,  18  of  whom  were  New  Yorkers.  The  group 
was  dominated  by  physicians  and  general  surgeons 
with  interests  primarily  outside  the  scope  of 
neurology,  only  12  being  mainly  interested  in  the 
diseases  of  the  nervous  system.  The  American 
Neurological  Association  was  “to  be  devoted,  as 
its  name  imports,  to  the  cultivation  of  neurologi- 
cal science  in  its  normal  and  pathological  rela- 
tions.” In  the  transactions  of  this  society  one 
may  trace  the  growth  and  development  of  Ameri- 


can neurology.  Among  the  subjects  presented 
for  consideration  at  the  first  meeting  were  “On 
the  Structure  of  the  Nervous  Tissues,  and  Their 
Mode  of  Action,”  “A  Clinical  Contribution  of 
Insanity  in  Children  Induced  by  Masturbation,” 
and  “Tables  Showing  the  Result  of  the  Use  of 
Phosphorus  in  Neuralgia  and  Other  Painful 
Affections.”  Case  reports  dominated  in  the  first 
twenty-five  years,  but  at  the  twenty-sixth  meet- 
ing in  1900  the  majority  of  the  papers  presented 
dealt  with  clinicopathologic  technics,  viz.,  “Con- 
tributions to  the  Study  of  the  Plantar  Reflex, 
Based  upon  750  Tests,  Made  with  Special  Refer- 
ence to  the  Babinski  Phenomenon,”  “The  Patho- 
logical Changes  in  the  Neuron  in  Nervous  Dis- 
ease,” and  “A  Clinical  Study  of  the  Reflexes.” 

Of  primary  importance  in  the  further  develop- 
ment of  American  neurology  was  the  new  idea  of 
a hospital  devoted  exclusively  to  the  study  and 
care  of  diseases  of  the  nervous  system:  tbe 

Neurological  Institute  of  New  York.  This  was 
founded  by  Dr.  Joseph  Collins  and  Dr.  Joseph 
Frankel  in  1909.  Members  of  the  original  staff 
included  the  great  names  of  early  American 
neurology,  among  them  Dr.  Charles  L.  Dana, 
famous  for  his  Diseases  of  the  Nervous  System 
which  first  appeared  in  1891  and  went  through 
ten  editions  in  thirty  years.  This  multifaceted 
genius  was  the  first  to  separate  subacute  combined 
sclerosis  from  other  spinal  cord  diseases  and  to 
note  its  association  with  pernicious  anemia. 
Dr.  Dana  also  was  president  of  the  New  York 
Academy  of  Medicine  (1914-1915)  and  there 
established  the  Committee  on  Public  Health 
Relations  in  1911. 

Other  members  of  the  original  staff  of  the 
Neurological  Institute  included  Drs.  Bernard 
Sachs,  Pearce  Bailey,  Frederick  Peterson,  and 
Charles  Elsberg.  Dr.  Elsberg  occupied  a prom- 
inent place  in  the  history  of  neurosurgery,  being 
particularly  renowned  for  his  monograph  on 
Tumors  of  the  Spinal  Cord.  He  also  introduced 
intratracheal  anesthesia. 

The  first  neurosurgical  operation  for  clinically 
recognized  brain  tumor  is  said  by  Castiglioni 
to  have  been  performed  by  Bennett  and  Godlee 
in  1884.  Only  two  years  later,  the  first  American 
brain  tumor  surgery  was  done  by  Dr.  Robert 
Weir  of  New  York  City.  It  is  interesting  to  note 
that  the  principal  activity  in  the  field  of  neuro- 
surgery prior  to  1900  consisted  largely  of  the 
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repair  of  skull  injuries  and  “craniectomy”  for  the 
relief  of  idiocy.  Spinal  cord  surgery  had  been 
similarly  limited  to  “trephining  the  vertebral 
column  after  injury.”  However,  12  cord  tumors 
were  successfully  removed  in  the  thirteen  years 
before  the  turn  of  the  century.  This  is  in  great 
contrast  to  the  39  successful  removals  of  cord 
tumors  performed  in  the  first  seven  years  of  this 
century.  Five  of  these  operations  were  reported 
by  New  Yorkers — Sachs,  Abbe,  Lloyd,  and  Wool- 
sey. 

As  associations  and  institutions  were  born,  it 
was  only  natural  that  physicians  began  to  spe- 
cialize in  neurology  on  graduation  from  medical 
school.  Drs.  J.  J.  Putnam  of  Boston,  Francis 
X.  Dercum  of  Philadelphia,  and  M.  Allen  Starr 
of  New  York  share  the  honors  of  being  the  first 
such  neurologists.  Starr’s  work  on  The  Sensory 
Tract  in  the  Nervous  System  (1884)  was  a mile- 
stone in  American  neurology.  As  professor  of 
neurology  in  the  College  of  Physicians  and 
Surgeons,  he  taught  medical  students  for  thirty 
years  following  in  the  footsteps  of  Dr.  E.  C. 
Seguin,  the  father  of  the  thermometer.  Dr. 
Starr  was  succeeded  as  professor  of  neurology  by 
Dr.  Frederick  Tilney,  who  was  largely  responsible 
for  the  union,  in  1929,  of  the  Neurological  Insti- 
tute with  the  Department  of  Neurology  of  the 
College  of  Physicians  and  Surgeons.  The  Insti- 
tute was  then  moved  to  a magnificent  new  build- 
ing at  the  Columbia-Presbyterian  Hospital 
Medical  Center.  Dr.  Tilney’s  industry,  wide 
clinical  knowledge,  and  inspirational  enthusiasm 
made  the  reputation  which  the  Institute  enjoys 
today  as  a research  and  teaching  center.  Despite 
a cerebrovascular  accident  in  1924,  Dr.  Tilney 
continued  unstintingly  with  his  teaching,  research, 
and  professional  activities.  His  monumental 
work,  The  Brain  from  Ape  to  Man,  was  published 
in  1928,  and  a classic  textbook,  The  Form  and 
Functions  of  the  Central  Nervous  System,  was 
written  in  collaboration  with  Dr.  Henry  A. 
i Riley,  who  has  recently  published  The  Atlas  of 
the  Basal  Ganglia,  Brain  Stem  and  Spinal  Cord. 
Other  important  contributions  to  neuroanatomic 
i knowledge  from  Columbia  University  include  a 
textbook  of  neuroanatomy  by  Strong  and  Elwyn 
and  another  such  book  by  Fred  A.  Mettler  which 
contains  material  not  easily  available  in  other 
texts  on  this  subject. 

New  York’s  Neurological  Institute  has  served 
as  a model  for  those  in  other  cities,  and  the  num- 
ber of  workers  in  various  fields  of  neurology  is 
too  great  to  mention  here.  Among  the  new  clin- 
ical syndromes  described  by  investigators  at  the 
Institute  were  giant  tumors  of  the  conus  and 
cauda  equina  (Drs.  Collins  and  Elsberg,  1913); 
neuritis  and  radiculitis  of  the  cauda  equina 
(Drs.  Kennedy  and  Elsberg,  1914) ; granulomatous 


encephalitis  (Drs.  Wolf  and  Cowen,  1937).  Many 
important  monographs  have  been  written  by  mem- 
bers of  the  Institute  staff.  A few  of  these  not  men- 
tioned elsewhere  include  Nervous  Diseases  of  Child- 
hood and  Adolescence  (Sachs  and  Hausman) ; Text- 
book of  Clinical  Neurology  (Wechsler) ; Neurologi- 
cal Examination  (McKendree);  Intellectual  Func- 
ions  of  the  Frontal  Lobes  (Brickner) ; The  Basis  of 
Clinical  Neurology  (Brock);  Injuries  of  the 
Skull,  Brain  and  Cord  (edited  by  Brock);  En- 
cephalitis (Josephine  Neal),  and  Surgical  Diseases 
of  the  Spinal  Cord  (Elsberg);  Shock  Treatments 
(Kalinowsky  and  Hoch). 

There  recently  has  been  a wave  of  enthusiastic 
research  endeavor  directed  towards  the  unriddling 
of  the  causes  of  demyelinating,  degenerative 
diseases  of  the  nervous  system.  This  large 
group  of  “sclerotic”  diseases  has  been  found  to 
occur  spontaneously  in  animals  as  well  as  man. 
Demyelinization  may  be  produced  by  a wide 
range  of  toxic  substances,  even  including  emul- 
sions of  brain  substance,  an  observation  made  by 
Dr.  Rivers  of  the  Rockefeller  Institute  and  experi- 
mentally studied  by  Kabat  of  the  Neurological 
Institute.  Dr.  A.  Ferraro  has  done  much  to  de- 
scribe the  basic  pathology  of  these  diseases. 

For  the  past  one  hundred  fifty  years  there  have 
been  increasingly  frequent  epidemics  of  “cerebro- 
spinal fever,”  all  attended  by  high  rates  of  mor- 
tality— prior  to  the  advent  of  the  modern  era  of 
antibiotics.  Dr.  Josephine  B.  Neal  was  one  of 
the  first  to  report  cures  of  the  meningitides  due  to 
pneumococci,  hemolytic  streptococci,  and  menin- 
gococci with  sulfanilamide.  This  report  was 
made  in  1938  at  a time  when  cures  were  the  ex- 
ception rather  than  the  rule.  Other  New  Yorkers 
with  impressive  victories  in  these  fields  include 
Drs.  E.  Appelbaum  and  J.  Nelson  (penicillin 
treatment  of  pneumococcic  meningitis)  and  Dr. 
P.  A.  Bunn  (streptomycin  treatment  of  meningeal 
tuberculosis). 

In  the  years  1907  and  1916,  New  York  was 
stricken  with  severe  epidemics  of  poliomyelitis. 
During  the  first  outbreak,  many  valuable 
pathologic  studies  were  made  by  Dr.  Israel 
Strauss,  and  it  was  Dr.  Simon  Flexner  who  proved 
in  1909  that  the  disease  could  be  transmitted  to 
monkeys  and  who  established  its  viral  origin. 
Subsequent  research  incriminated  first  the 
nasopharynx,  then  the  gastrointestinal  tract,  as 
the  probable  portals  of  entry.  Recently  new 
evidence  has  been  brought  forward  to  include  the 
bite  of  the  chicken  louse,  tonsillectomies,  and 
pediatric  immunizations  as  possible  portals  of 
entry.  This  last  work  emanated  from  Australia 
and  apparently  demonstrates  that  the  injection 
of  vaccine  may  increase  the  vulnerability  of  a 
child  to  poliomyelitis,  the  paralysis  occurring  in 
the  last  previously  inoculated  limb. 
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The  past  fifty  years  have  seen  the  demonstra- 
tion of  the  neurotropic  viruses  as  causes  for  the 
Japanese  type  B,  the  St.  Louis  type,  and  the 
Australian  X variety  of  encephalitis.  A virus 
is  also  thought  to  be  the  etiologic  agent  of  enceph- 
alitis lethargica,  but  there  have  been  no  observa- 
tions confirming  its  reported  transmission  to 
animals.  After  Drs.  Baird  and  Rivers  described 
the  symptomatology  of  lymphocytic  chorio- 
meningitis, Drs.  Armstrong  and  Lillie  identified 
its  virus,  and  Dr.  Traub  added  the  final  chapter 
by  proving  the  virus  to  be  endemic  in  mice  and 
excreted  in  their  urine  and  nasal  secretions. 

With  the  development  of  brain  surgery,  interest 
centered  in  localizing  the  tumor  through  a knowl- 
edge of  regional  symptomatology.  Then  ven- 
triculography (introduced  by  Dandy  in  1918) 
replaced  symptomatologic  localization  to  a large 
extent.  The  pathology  of  intracranial  tumors 
was  in  a most  chaotic  state  until  1926  when  Drs. 
Bailey  and  Cushing  published  a classification  of 
tumors  of  the  glioma  group.  During  the  past 
thirty  years  an  enormous  literature  on  the  pathol- 
ogy of  intracranial  tumors  has  appeared.  Bailey 
lists  references  to  483  articles  in  his  book,  Intra- 
cranial Tumors  of  Infancy  and  Childhood,  which 
was  published  in  1939.  Dr.  Joseph  H.  Globus  of 
the  Mount  Sinai  Hospital  in  New  York  has 
added  much  to  our  knowledge  of  neuropathology, 
particularly  of  brain  tumors  and  cerebral  vascular 
disorders.  To  Drs.  Abner  Wolf,  David  Cowen, 
and  Beryl  H.  Paige  of  the  Neurological  Institute 
we  are  indebted  for  their  description  of  the  patho- 
logic findings  in  toxoplasmic  encephalomyelitis, 
the  first  evidence  of  its  placental  transmission, 
and  the  clinical  features  of  congenital  and  infan- 
tile toxicoplasmosis. 

The  roentgenologic  diagnosis  of  intracranial 
and  intraspinal  conditions  was  enriched  by  the 
research  of  Dr.  Cornelius  G.  Dyke  and  is  to  be 
found  published  in  his  Roentgen  Ray  Diagnosis  of 
Diseases  of  the  Skull  and  Intracranial  Contents 
and  also  in  The  Normal  Encephalogram,  by  Dyke 
and  Davidoff. 

Arterial  encephalography  was  introduced  in 
1931  by  Moriz,  thus  adding  a new  method  of 
localization  of  tumors,  aneurysms,  and  vascular 
anomalies.  Drs.  I.  S.  Wexler  and  S.  W.  Gross 
have  described  subarachnoid  hemorrhage  and 
other  vascular  disturbances  as  visualized  by  this 
method. 

The  mysterious  and  dramatic  features  of  epi- 
lepsy have  always  been  a matter  of  scientific 
interest  and  of  popular  apprehension.  In  a 
period  when  man  knew  little  and  feared  much, 
epilepsy  was  given  religious  significance  and  was 
referred  to  as  “the  sacred  disease.”  Nothing  was 
known  of  the  nature  of  cerebral  cortical  activity 
until  the  advent  of  electroencephalography.  In 


1924,  Berger  recorded  the  electrical  activity  of  the 
human  brain  for  the  first  time  and  opened  a new 
approach  to  the  study  of  normal  and  abnormal 
brain  functions.  Lenox  and  Gibbs  in  Boston  and 
Jasper  in  Montreal  were  pioneers  in  the  study  of 
epilepsy  by  this  new  approach.  It  was  soon 
discovered  that  an  epileptic  seizure  was  accom- 
panied by  disordered  electrical  activity  of  the 
brain  cortex.  The  three  principal  types  of 
epilepsy  (grand  mal,  petit  mal,  and  psychomotor 
epilepsy)  were  found  to  possess  more  or  less 
distinctive  patterns  of  electrical  activity. 

Epileptics  have  suffered  not  only  from  our  lack 
of  an  understanding  of  the  essential  mechanisms 
of  this  disorder  but  also  from  ridiculous  and 
fantastic  attempts  at  therapy.  Many  writers  of 
the  Roman  times  have  related  the  disgusting 
sight  of  epileptics  crowding  into  the  arena  to 
drink  the  warm  blood  of  a fallen  gladiator,  a 
remedy  current  at  the  time.  Sieveking  has 
observed  that  “there  is  scarcely  a substance  in  the 
world  capable  of  passing  through  the  gullet  of 
man  that  has  not  at  one  time  or  another  enjoyed 
the  reputation  of  being  antiepileptic.” 

Phenobarbital  was  introduced  in  1912  and 
almost  immediately  superseded  the  bromides 
which  had  previously  been  the  sheet-anchor  upon 
which  everyone  relied.  In  1938,  Drs.  Houston 
Merritt  and  Tracy  J.  Putnam  introduced  diphen- 
ylhydantoin  sodium,  which  has  proved  to  be  a 
welcome  addition  to  our  therapeutic  armamen- 
tarium of  anticonvulsants. 

The  introduction  of  vitamins  by  Funk  in  1911 
opened  a field  of  prime  importance.  However, 
there  is  still  some  confusion  concerning  the  eti- 
logy  of  the  deficiency  status  and  some  overestima- 
tion of  therapeutic  efficacy  of  the  known  vitamins 
in  these  conditions.  Unfortunately,  in  the  mind 
of  the  average  layman,  the  word  vitamin  is  apt  to 
be  synonymous  with  vigor  and  vitality.  One 
sometimes  wonders  who  has  profited  most  from 
vitamin  preparations — scientific  medicine  or 
pharmaceutical  commerce.  In  some  quartern 
there  is  evidence  of,  a growing  realization  that 
normal  health  is  more  likely  to  be  found  at  the 
grocery  store  than  at  the  drug  counter. 

While  beriberi  and  some  forms  of  peripheral 
neuropathy  were  originally  attributed  to  a defi- 
ciency of  thiamin  alone,  it  is  now  realized  that 
nutritional  deficiency  diseases  in  the  human  are 
rarely  if  ever  due  to  the  lack  of  a single  vitamin. 
Initial  enthusiasm  in  the  treatment  of  alcoholic 
neuritis  by  thiamin  has  been  much  tempered  by 
the  disappointing  results  of  this  simple  measure. 
The  psychotic  manifestations  of  pellagra  are 
manifestations  of  a nicotinic  acid  deficiency 
encephalopathy,  as  are  some  states  of  stupor  or 
coma.  Retrobulbar  neuritis,  spinal  ataxia,  spas- 
tic paraplegia,  laryngeal  paralysis,  and  a myas- 
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thenic  bulbar  syndrome  were  produced  by  the 
drastic  dietary  restriction  of  prison  camps,  as  has 
been  reviewed  by  Dr.  Denny-Brown. 

“Sciatica”  was  known  to  the  ancients,  and  its 
treatment  was  always  unsatisfactory.  Instances 
were  so  common  that  it  was  said  to  be  hereditary, 
occurring  in  families  predisposed  to  gout  and 
rheumatism.  Sicard  in  1922  started  the  illumina- 
tion of  “sciatica”  by  the  introduction  of  Lipiodol 
myelograms.  It  was  soon  demonstrated  that 
much  “sciatica”  was  caused  by  herniation  of  a 
nucleus  pulposus.  Previously  such  herniation 
had  been  regarded  as  new  growths,  but  Drs. 
Byron  Stookey  and  Charles  Elsberg  were  among 
the  first  to  prove  that  these  “chondromas”  actu- 
ally represented  displaced  intervertebral  disk 
tissue. 

Such  has  been,  in  very  brief  review,  the  march 
of  neurology  within  the  past  half  century. 

Psychiatry 

In  the  year  1812  Benjamin  Rush  of  Philadel- 
phia published  the  first  American  book  on  psy- 
chiatry, Medical  Inqueries  and  Observations  on  the 
Diseases  of  the  Mind.  No  further  texts  on  this 
subject  were  published  in  America  until  1883  when 
William  A.  Hammond’s  Treatise  on  Insanity  in 
Its  Medical  Relations  and  Edward  C.  Spitzka’s 
Insanity  appeared. 

During  the  first  quarter  of  the  nineteenth 
century  the  fate  of  most  insane  persons  was 
decided  by  civil  officers.  The  disturbed  and  vio- 
lent patients  shared  the  fate  of  common  criminals 
by  imprisonment  in  jails.  The  less  disturbed 
were  either  auctioned  with  paupers  or  confined 
to  the  “strong  rooms”  of  public  almshouses. 
Some  were  admitted  to  asylums,  but  their  lot  was 
little  better  than  that  of  those  confined  to  jails. 
A provision  in  the  lunacy  laws  of  New  York, 
which  was  in  effect  until  1864,  required  the  super- 
intendent of  a State  asylum  to  send  all  patients 
to  the  county  poorhouse  who  had  not  recovered 
within  a period  of  about  thirteen  months. 

Prior  to  the  year  1850,  no  therapy  was  afforded 
to  the  mentally  ill,  as  they  were  considered  incur- 
able. “Once  insane,  always  insane”  was  the 
popular  belief.  However,  during  the  second 
quarter  of  the  century  an  abrupt  reversal  of  the 
earlier  prognostic  belief  occurred;  the  once  popu- 
lar dictum  “once  insane,  always  insane”  gave 

Iway  to  “insanity  is  the  most  curable  of  all 
diseases.”  This  cult  of  curability  arose  from 
obscure  origins  but  thrived  upon  competitive 
institutional  “cure  rates.”  These  “cure  rates” 
were  monuments  of  statistical  chicanery.  The 
superintendent  of  the  Hartford  Retreat,  a model 
institution  of  the  time,  stated  in  1827,  “During  the 
last  year,  there  have  been  admitted  23  recent 
cases,  of  which  21  recovered,  a number  equivalent 


to  91.3  per  cent.”  Other  institutions  using  this 
and  other  statistical  fallacies,  claimed  even  higher 
percentages  of  “cures.”  This  “curability”  fiction 
at  least  had  the  beneficial  effect  of  stimulating 
the  public  to  construct  more  institutions  for  the 
care  of  individuals  with  mental  disorders.  As  the 
anachronism  of  these  absurd  claims  was  realized, 
however,  an  unfavorable  public  reaction  followed. 

Throughout  the  remainder  of  the  nineteenth 
century  most  psychiatrists  were  attached  to 
mental  institutions  and  were  virtually  as  isolated 
from  scientific  medicine  as  their  wards  were  from 
community  life.  In  1844  the  Association  of 
Medical  Superintendents  of  American  Institu- 
tions for  the  Insane  was  formed,  but  its  delibera- 
tions were  concerned  principally  with  adminis- 
trative details  rather  than  with  the  study  of 
mental  illness.  In  1893,  as  the  scope  of  interest 
of  the  members  was  somewhat  broadened,  the 
name  of  the  association  was  changed  to  the 
American  Medico-Psychological  Association  and, 
as  such,  continued  until  1921  when  the  present 
American  Psychiatric  Association  emerged. 

At  the  beginning  of  the  present  century  psy- 
chiatric disorders  were  classified  chiefly  by  simi- 
larity of  symptomatology.  Beneath  this  abun- 
dance of  clinical  description  lay  an  abysmal  ignor- 
ance of  the  truly  fundamental  issues  involved. 
This  could  only  lead  to  a fruitless  succession  of 
classifications  and  terminologies  and  a veritable 
kaleidoscope  of  ideas.  Such  superficial  commen- 
taries— sterile  of  concrete  pathogenesis — led  to  a 
chaos  of  speculation.  In  1901,  Dr.  Peter  M. 
Wise,  in  his  presidential  address  before  the 
American  Medico-Psychological  Association, 
stated  that,  “Our  knowledge  of  the  essential 
nature  of  insanity,  of  the  causes  which  foster  and 
produce  it,  of  the  means  by  which  it  might  be 
prevented  and  cured,  is  scarcely  greater  today 
than  it  was  a hundred  years  ago.”  The  scientific 
lethargy  of  the  institutional  profession  of  this 
period  was  not  due  entirely  to  isolation  and  lack 
of  scientific  acumen  but  to  a scarcity  of  laboratory 
and  other  research  facilities  and  to  the  fact  that 
the  usual  medical  research  technics  had  not  been 
revealing.  The  institutions  were  always  over- 
crowded and  understaffed  so  there  was  little 
opportunity  for  more  than  routine  medical  care. 

The  neurologists  of  the  last  quarter  of  the 
nineteenth  century  were  principally  responsible 
for  forcing  psychiatrists  from  their  contented 
isolation.  Drs.  William  A.  Hammond  of  New 
York  and  S.  Weir  Mitchell  of  Philadelphia  were 
outspoken  in  their  criticism.  Noting  the  poverty 
of  psychiatric  research,  Mitchell  said  there  were 
“too  many  signs  of  contented  calm  born  of  isola- 
tion from  the  active,  living  struggle  for  intellec- 
tual light  and  air  in  which  the  best  of  us  live.” 

The  initial  step  in  the  direction  of  organized 
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research  in  psychiatry  in  this  country  was  the 
establishment  of  the  Pathological  Institute  of  the 
New  York  State  Hospital  System.  Located  in 
New  York  City,  it  was  under  the  direction  of  a 
neuropathologist,  Dr.  Ira  Van  Gieson.  In  1902, 
the  Institute  was  removed  from  Manhattan  to  the 
Manhattan  State  Hospital  on  Ward’s  Island  and 
placed  under  the  direction  of  Dr.  Adolf  Meyer. 
Here  Dr.  Meyer  organized  clinical  and  pathologic 
research  and  furnished  opportunities  for  the 
training  of  staff  psychiatrists  of  the  New  York 
State  Hospitals.  While  at  the  Institute,  Dr. 
Meyer  initiated  his  psychobiologic  concepts  of 
mental  disorders  which  he  later  postulated  while 
professor  of  psychiatry  at  Johns  Hopkins.  Dr. 
Meyer  instituted  the  practice  of  obtaining  com- 
plete histories  of  each  patient,  including  the 
hereditary,  social,  economic,  and  emotional  factors 
as  well  as  physical  and  mental  symptoms.  He 
organized  the  first  social  service  department. 
The  concept  of  “psychopathic  hospitals”  which 
would  provide  initial  examination  and  care  of 
individuals  suspected  of  suffering  from  mental 
disorder  was  an  outgrowth  of  the  social  service 
care  of  patients  outside  of  asylum  walls.  These 
hospitals  would  be  associated  with  a general 
hospital  or  medical  school  and  situated  in  cities 
where  other  medical  and  surgical  facilities  are 
available.  Drs.  Frederick  Peterson,  L.  Pierce 
Clark,  and  J.  T.  Eskridge  strongly  urged  the  con- 
struction of  such  facilities. 

The  psychiatric  wards  of  Bellevue  Hospital  had 
been  opened  in  1879  to  provide  temporary  care 
for  mentally  disturbed  patients  who  would  other- 
wise have  been  violently  subdued  by  the  police 
and  incarcerated  in  workhouses  or  jails.  The 
first  psychopathic  ward  organized  in  a general 
hospital  provided  for  the  study  and  treatment  of 
persons  afflicted  with  nervous  and  mental  dis- 
orders; this  was  established  in  1902  at  the  Albany 
Hospital. 

In  a laudable  endeavor  to  protect  the  mental 
health  of  the  public  and  to  raise  the  standard  of 
mental  care  of  the  “potentially  or  actually  in- 
sane,” a layman,  Mr.  Clifford  W.  Beers,  initiated 
the  mental  hygiene  movement  in  1908.  Under 
the  able  guidance  of  Dr.  Thomas  W.  Salmon  and 
with  the  financial  aid  of  the  Rockefeller  Founda- 
tion, the  National  Committee  for  Mental  Hygiene 
initiated  a survey  of  existing  mental  hygiene 
facilities  in  the  entire  country.  Further  surveys 
of  mental  deficiency,  delinquency,  and  behavior 
problems  of  childhood  have  led  to  the  formation 
of  child  guidance  clinics,  a work  in  which  Drs. 
George  S.  Stevenson  and  Marion  Kenworthy 
have  been  prominent  leaders. 

In  1904,  Dr.  Frederick  Peterson  and  Dr.  Adolf 
Meyer,  with  the  aid  of  the  State  Charities  Aid 
Association,  induced  the  legislature  to  provide  for 


a “reception  hospital”  in  the  City  of  New  York 
“for  the  insane.”  However,  the  plan  did  not 
come  to  fruition  until  1929  when  the  New  York 
State  Psychiatric  Institute  and  Hospital  was 
opened  in  connection  with  the  Columbia-Presby- 
terian  Hospital  Medical  Center.  This  affiliation 
was  effected  through  the  efforts  of  Dr.  Thomas 
Salmon  and  Dr.  Floyd  Haviland.  Dr.  George 
Kirby,  the  first  director,  was  one  of  the  pioneers  of 
modern  psychiatry  and  did  much  to  improve  the 
scientific  work  of  the  State  hospitals.  He  was 
succeeded  by  Dr.  Clarence  O.  Cheney  in  1931. 
Dr.  Cheney  was  a foe  of  the  spoils  system  and 
stated:  “The  removal  of  politics  from  the  ap- 
pointment of  medical  personnel  in  the  State 
hospitals  is  a fundamental,  primary  requirement 
for  stability'-  and  maintenance  of  adequate  per- 
sonnel.” 

The  American  Psychiatric  Association  and  the 
National  Committee  for  Mental  Hygiene  have 
been  instrumental  in  freeing  mental  hospitals 
from  political  control.  In  this  regard  the  State 
Department  of  Mental  Hygiene  in  New  York  is  a 
perfected  central  authority.  Its  officers,  except 
for  the  commissioner,  as  well  as  the  members  of 
the  psychiatric  staffs  in  the  State  hospitals,  are 
selected  on  a civil  service  competitive  basis. 

The  present  director  of  the  New  York  Psychi- 
atric Institute  and  Hospital,  Dr.  Nolan  D.  C. 
Lewis,  has  done  much  to  enlarge  the  scope  of 
research  and  teaching  facilities  in  this  institution 
as  well  as  contributing  valuable  research  in  his 
book,  The  Constitutional  Factors  in  Dementia 
Precox,  and  in  other  fields.  He  has  also  written  a 
Short  History  of  Psychiatric  Achievement. 

One  of  the  principal  reasons  for  the  poverty  of 
psychiatric  research  early  in  the  century  was  due 
to  the  fact  that  neuropathology  (which  had  been 
so  fertile  for  organic  neurology)  was  largely 
sterile  when  applied  to  the  major  psychoses. 
Physiologic  chemistry  had  not  progressed  suffi- 
ciently to  be  of  much  aid.  Research  was  there- 
fore directed  to  the  mental  sphere.  Mental  dis- 
section has  been  effected  through  hypnosis, 
dream  analysis,  and  by  interviews  during  drug 
narcosis.  Sex,  which  has  from  time  immemorial 
been  considered  to  be  the  main  stem  of  man’s 
happiness  or  sorrow,  was  exhaustively  investi- 
gated. Overindulgence,  underindulgence,  or  soli- 
tary enjoyment  have  all  been  considered  in  the 
past  as  potent  causes  for  disorders  of  the  mind. 
Krafft-Ebing  found  insufficient  evidence  that 
mental  disease  could  result  from  physical  irregu- 
larities. He  therefore  elevated  the  sexual  etiol- 
ogy to  the  psychic  sphere,  where  any  assertions 
enjoy  the  advantage  of  irrefutability.  Freud’s 
psychoanalytic  studies  have  produced  a “psy- 
chiatric revolution”  and  are  too  well  advertised 
to  require  further  comment  here.  Among  the 
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early  exponents  of  the  psychoanalytic  doctrine 
were  Drs.  A.  A.  Brill,  Smith  Ely  Jelliffe,  Gregory 
Zilboorg,  and  many  others. 

To  those  using  psychoanalytic  therapy  there 
would  appear  to  be  no  need  for  other  measures. 
There  seems  to  be  little  question  of  the  profound 
j value  of  psychoanalysis  in  its  clear  presentation 
I of  the  psychodynamics  of  mental  illness.  How- 
| ever,  its  therapeutic  application,  even  in  the  most 
experienced  hands,  is  long,  tedious,  economically 
formidable,  and  occasionally,  as  has  been  pointed 
out  by  Dr.  H.  T.  Hyman,  disappointingly  ineffec- 
tive. 

In  a search  for  other  methods  of  treatment  for 
the  psychoses,  Von  Meduna  introduced  convul- 
sive therapy  in  1928.  He  had  been  impressed 
by  the  infrequent  association  of  epilepsy  and 
schizophrenia  and  was  struck  by  the  improvement 
he  observed  in  schizophrenic  patients  following 
spontaneous  convulsions.  Von  Meduna  there- 
fore attempted  the  treatment  of  schizophrenic 
patients  with  convulsive  seizures  induced  by 
j camphor  or  metrazol  injections.  The  beneficial 
! results  in  schizophrenia  proved  to  be  striking, 
but,  in  the  main,  ephemeral.  In  the  affective 
psychoses,  however,  the  results  were  bewilder- 
ingly  successful.  To  those  wholly  convinced  of 
the  psychogenic  etiology  of  mental  illness,  the 
results  of  convulsive  therapy  were  disturbing  facts. 

In  order  to  overcome  some  of  the  disadvantages 
of  drug  shock  therapy,  Drs.  Cerletti  and  Bini  in- 
; duced  convulsions  with  an  electric  current.  In 
1940,  Drs.  L.  Kalinowsky  and  S.  Eugene  Barrera, 
l of  the  Psychiatric  Institute,  and  Drs.  R.  Almansi 
and  D.  J.  Impastato,  also  of  New  York  City,  were 
the  first  to  report  the  use  of  this  form  of  treatment 
in  this  country. 

Since  the  discovery  of  insulin  in  1922,  many 
workers  had  noted  its  sedative  effects  and  had 
made  use  of  this  feature  in  the  treatment  of 
delirium  tremens  and  other  agitated  states.  Dr. 
Schuster  reported  beneficial  effects  of  large  doses 
of  insulin  in  100  instances  of  schizophrenia  in 
1934.  Even  before  this  date,  Dr.  H.  Haak  (1929) 

• described  favorable  results  from  insulin  treatment 
in  patients  in  catatonic  stupor.  Dr.  Manfred 
Sakel  noted  benefit  in  patients  suffering  from 
schizophrenia  while  employing  large  doses  of 
insulin  in  an  attempt  to  cure  drug  addiction. 
In  1934,  Dr.  Sakel  published  a technic  of  pro- 
duction of  insulin  hypoglycemic  states  for  the 
; treatment  of  the  psychoses,  which  became  known 
as  “Sakel’s  method.”  A large  and,  for  the  most 
part,  enthusiastic  literature  developed  within  the 
succeeding  three  or  four  years.  Drs.  Marcus 
Schatner  and  F.  J.  O’Neil  reported  substantial 
improvement  in  over  50  per  cent  of  treated 
patients.  The  occurrence  of  relapse,  within  a 
year  or  less,  in  25  per  cent  of  clinically  recovered 


patients  was  recorded  by  Drs.  W.  A.  Horwitz, 
J.  R.  Blalock,  and  M.  M.  Harris.  The  ameliora- 
tion of  schizophrenic  manifestations  by  insulin 
hypoglycemia  has  raised  many  important  ques- 
tions, theories  have  been  advanced,  but  to  date 
no  satisfactory  explanation  has  been  found. 

One  of  the  difficulties  encountered  in  an  at- 
tempt to  record  the  advances  in  psychiatric  re- 
search results  from  the  multitude  of  small  research 
projects  which  are  difficult  to  place  in  their  proper 
sphere  of  orientation.  In  psychiatry,  so  much 
that  is  theory  is  accepted  by  many  workers  as 
fact.  In  this  field  the  basic  sciences  (which  form 
such  firm  foundations  in  general  medicine)  are 
lacking  in  psychiatric  thought.  Perhaps  much 
psychiatric  research  is  not  subject  to  proof  by  the 
ordinary  standards  of  medical  research. 

At  the  beginning  of  the  present  century,  as  has 
been  previously  noted,  psychiatry  had  done  little 
more  than  to  improve  methods  of  hospital  care 
and  administration  and  to  evolve  classifications 
of  psychoses  based  mainly  upon  symptomatology. 
Conflicting  ideas  as  to  “restraint”  or  “non- 
restraint” had  given  way  to  “moral  management,” 
and  the  stage  was  set  for  more  systematic  re- 
search programs.  Of  late  there  has  been  a more 
general  acceptance  of  the  fact  that  psychiatric 
research  progresses  best  in  surroundings  where 
other  research  is  carried  out.  Affiliation  with  a 
university  medical  school  where  all  medical  re- 
search problems  can  be  correlated  is  advantage- 
ous. Increasing  interest  in  psychiatry  by  the 
public  has  brought  large  contributions  from  pri- 
vate sources  and  from  foundations  for  research 
and  psychiatric  education.  Centers  of  psychi- 
atric research  are  now  located  in  many  of  the  prin- 
cipal cities  of  this  country. 

Any  list  of  specific  endeavors  under  considera- 
tion at  the  present  time  would  far  exceed  the 
limits  of  this  paper.  One  of  the  accomplishments 
and  present  undertakings  in  New  York  would  in- 
clude the  discovery  of  the  Treponema  pallidum 
in  paretic  brains,  thus  establishing  the  luetic 
etiology  of  paresis  by  Drs.  Noguchi  and  Moore  of 
the  Rockefeller  Institute.  Also,  Drs.  Diethelm 
and  Rennie  are  engaged  in  the  complex  problem 
of  alcohol  addiction,  while  Drs.  J.  J.  Smith  and 
H.  W.  Lovell  are  engaged  in  study  of  the  endo- 
crine influence  in  this  disorder.  The  University 
of  Buffalo,  under  State  sponsorship,  is  operating 
a clinic-hospital  unit  for  the  rehabilitation  of 
alcoholic  patients.  Pioneers  in  “psychosomatic 
medicine,”  Drs.  Flanders  Dunbar  and  George 
Daniels  have  made  pertinent  studies  at  the 
Presbyterian  Hospital.  Dr.  Harold  Wolff’s  meas- 
urements of  pain  perception  and  observations  of 
emotional  effects  on  gastric  function  are  outstand- 
ing. Dr.  Franz  Kallman  has  contributed  much 
valuable  information  in  genetics,  particularly 
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regarding  the  hereditary  determination  of  schizo- 
phrenia. Drs.  Zimmerman,  Burgomeister,  and 
Putnam  have  investigated  the  effect  of  glutamic 
acid  on  mental  functions  in  children,  while  Drs. 
Price,  Waelsh,  and  Putnam  have  observed  benefit 
from  this  drug  in  the  control  of  petit  mal  and 
psychomotor  epilepsy.  The  role  of  hypoglycemia 
and  hypocalcemia  in  electrocerebral  dysfunction 
has  been  presented  by  Drs.  Fabrykant  and 
Pacella.  Frontal  lobe  surgery  for  the  alleviation 
of  chronic  agitation  in  psychiatric  disorders  and 
for  the  relief  of  pain  has  been  carried  out  by  Drs. 
J.  Lawrence  Pool,  John  E.  Scarff,  and  others. 
Forty-three  collaborators  of  the  Columbia- 
Greystone  Associates  have  recorded  their  studies 
in  a monograph  edited  by  Dr.  Fred  A.  Mettler, 
Selective  Partial  Ablation  of  the  Frontal  Cortex. 


Should  Weir  Mitchell  return  to  life  today,  he 
would  be  unable  to  chide  psychiatrists  for  the 
paucity  of  their  research  endeavors.  One  cannot 
help  but  wonder  if  he  would  be  cheered  to  read  in 
the  New  York  Herald  Tribune  of  November  6, 
1950,  of  the  fruits  of  his  critical  accusations:  “The 
United  States  Public  Health  Service  announces 
grants  totalling  $855,740  for  mental  health  re- 
search projects. . .Among  the  new  projects  is  a 
three-year  study  of  mental,  emotional,  and  physi- 
cal makeup  of  persons  likely  to  develop  diabetes.” 
In  conclusion,  it  is  regretted  that  the  names  of 
many  prominent  contributors  to  the  fields  of 
neurology  and  psychiatry  and  the  consideration 
of  many  important  subjects  have  had  to  be 
omitted  because  of  spatial  limitations. 
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WHAT  DETERMINES  THE  REAL  VALUE  OF  MEDICAL  PAPERS? 


To  my  mind,  the  real  value  of  a medical  paper  is, 
on  the  one  hand,  accuracy,  and,  on  the  other  hand, 
novelty — that  is,  something  new  to  the  hearer. . . . 
I think  you  will  agree  that  novelty,  in  the  literal 
meaning  of  the  word,  is  an  essential  characteristic  of 
papers  to  be  presented  at  a society  meeting.  I do 
not  mean  that  we  are  interested  in  great  discoveries 
only.  Truths  presented  in  a new  light  are  always  in- 
teresting, and  our  personal  failures,  success,  and  per- 
plexities, if  honestly  reported,  are  always  instruc- 
tive. 

Accuracy,  the  other  requisite,  is,  of  course,  a rela- 
tive term,  but  at  times  we  must  all  have  a strong 
feeling  of  sympathy  for  crusty  old  Diogenes.  For 
my  own  edification,  I have  been  trying  to  analyze 
the  sources  of  error  in  scientific  papers,  and  I have 
classified  them  as  follows,  leaving  out  of  considera- 
tion willful  misrepresentation:  first,  errors  of  ob- 
servation; second,  errors  of  description;  third, 
errors  of  deduction. 

Under  the  first  heading,  errors  of  observation,  we 
meet  with  all  degrees  of  error,  from  the  personal 
equation  of  the  trained  astronomer  to  the  extraor- 
dinary microscopical  findings  of  some  of  the  dis- 
coverers of  cancer  parasites ....  Among  medical 
men,  although  the  average  of  ability  is  much  higher, 
we  frequently  meet  with  an  incomprehensible  lack 
of  reliability  in  this  respect.  The  power  of  accurate 
observation  is  largely  a matter  of  training  to  even 


the  keenest  intellect.  This  fact  should  be  given 
more  consideration  in  our  medical  schools,  where  a 
certain  amount  of  time  should  be  devoted  to  prac- 
tical instruction  in  clinical  observation 

By  the  second  class  of  errors,  errors  of  descrip- 
tion, I mean  the  failure  to  correctly  describe  what  is 
seen ....  In  passing,  let  me  suggest,  to  laboratory 
workers  particularly,  that,  in  the  present  profusion 
and  confusion  of  new  scientific  terms,  it  is  almost 
impossible  for  a busy  practitioner  to  keep  up  with 
them ....  The  reports  of  researches  along  special 
lines  should  be  presented,  but  they  should  be  put  in 
language  comprehensible  to  the  general  practitioner. 

The  third  class,  errors  of  deduction,  is,  in  some  re- 
spects, the  most  hopeless.  The  man  who  has  no 
logic  in  his  soul  is  fully  as  dangerous  an  individual 
as  the  man  without  music.  On  the  other  hand,  in 
listening  to  a paper  we  can  draw  our  own  conclu- 
sions, and  are  at  liberty  to  disagree  with  the  speaker. 

Finally,  let  me  state  that,  in  spite  of  what  I have 
said,  I am  an  enthusiastic  believer  in  medical  meet- 
ings, and  that  I feel  assured  that  the  physician  who 
does  not  take  advantage  of  the  stimulus  and  en- 
couragement to  be  obtained  by  association  and  dis- 
cussion with  his  fellow  practitioners  fails  to  make  use 
of  one  of  his  most  valuable  opportunities  for  the  ac- 
quisition of  true  wisdom. — Louis  C.  Ager,  M.  D., 
Brooklyn,  New  York  Stale  Journal  of  Medicine, 
April,  1901,  p.  82. 


HIGHLIGHTS  IN  NUTRITIONAL  PROGRESS,  WITH  EMPHASIS  ON 
THE  LAST  FIFTY  YEARS 

Norman  S.  Moore,  M.D.,  and  L.  A.  Maynard,  M.D.,  Ithaca,  New  York 
{From  the  School  of  Nutrition,  Cornell  University,  Ithaca) 


AS  THE  nineteenth  century  opened,  it  was 
thought  that  the  nutritive  value  of  all  food 
was  due  to  its  content  of  a single  substance  or 
property  referred  to  by  the  French  term  “ali- 
ment.” In  1827  Prout  stated  that  the  substances 
essential  to  life  were  the  three  proximate  princi- 
ples, “the  saccharine,  the  oily,  and  the  albumi- 
nous.” Thus,  the  carbohydrates,  fats,  and  pro- 
teins, plus  a few  mineral  elements,  were  the  only 
nutrients  known  as  the  century  closed.  Today 
we  know  that  an  adequate  diet  must  contain 
some  40  different  nutrients.  Such  is  one  measure 
of  the  advances  during  the  past  fifty  years. 

The  developments  of  the  present  century  have 
centered  around  the  amino  acids,  vitamins,  and 
certain  minerals,  with  particular  reference  to  their 
roles  in  health  and  disease  and  their  quantitative 
requirements  for  various  body  functions.  This 
accelerated  advancement  in  nutrition  during  the 
present  century  has  been  due  to  the  greatly  in- 
creased interest  in  its  problems  by  scientists  repre- 
senting its  underlying  fields  of  knowledge,  by  the 
development  of  new  research  tools  such  as  x-rays, 
isotopes,  and  the  purified-diet  method,  and  by 
the  growing  realization  of  the  importance  of 
nutrition  in  relation  to  health.  While  the  ad- 
vances in  the  broad  field  have  involved  integrated 
developments  in  its  various  areas,  they  can  best 
be  discussed  by  areas  rather  than  in  a strict 
chronologic  order.  Such  a discussion  must  be 
limited  to  the  milestones  and  can  mention  only  a 
few  of  many  men  responsible  for  the  discoveries 
represented. 

Proteins  and  Amino  Acids 

In  1816  it  was  shown  for  the  first  time  by 
Magende  that  the  nitrogen  in  the  animal  body 
came  from  the  food,  not  from  the  air,  as  previously 
believed.  Mulder  coined  the  term  “protein”  in 
1839.  The  first  inkling  that  all  proteins  might 
not  be  of  equal  value  came  from  the  studies  of 
Magende  published  in  1841  as  his  famous  gelatin 
report.  He  found  that  dogs  could  not  five  on 
gelatin  as  a sole  source  of  protein.  In  the  mean- 
time chemists  were  busy  isolating  amino  acids 
from  various  proteins  and  thus  identified  14  in  the 
course  of  the  century.  In  1876  Escher  reported 
that  an  addition  of  tyrosine  improved  gelatin  for 
the  nutrition  of  the  dog  and  the  pig,  and  thus  pro- 
vided the  first  proof  that  amino  acids  as  such  were 
important.  Such  was  the  status  of  our  under- 


standing of  the  role  of  amino  acids  in  protein  nu- 
trition as  the  twentieth  century  opened. 

Escher’s  studies  on  gelatin  were  followed  up  by 
Kauffman  who  reported  in  1905  that  tryptophane 
and  cystine,  as  well  as  tyrosine,  were  needed  as 
supplements  to  this  protein  for  the  adequate 
protein  nutrition  of  the  dog.  In  1906  Willcock 
and  Hopkins  in  England,  using  a partially  purified 
diet,  reported  that  rats  which  grew  when  receiving 
casein  as  the  sole  source  of  protein  died  when  zein 
was  substituted  for  it,  but  that  the  addition  of 
tryptophane  to  the  zein  caused  the  rats  to  live. 

In  the  meantime  Osborne  at  the  Connecticut 
Agricultural  Experiment  Station  had  been  pre- 
paring many  pure  proteins  and  developing  meth- 
ods of  analyzing  them  for  amino  acids  and  of 
preparing  the  acids  in  quantity.  Then  Osborne 
teamed  up  with  Mendel  to  study  the  nutritive 
value  of  specific  proteins.  Beginning  in  1914 
they  published  data  showing  that  certain  proteins 
which  resulted  in  nutritive  failure  in  rats  when 
used  alone  were  rendered  satisfactory  by  the  addi- 
tion of  the  missing  amino  acids. 

Chemists  were  continuing  their  work  in  isolat- 
ing amino  acids  from  protein  and  determining 
their  quantitative  distribution.  As  this  knowl- 
edge accumulated  and  certain  amino  acids  be- 
came available  in  large  quantities,  more  feeding 
experiments  with  the  amino  acids  themselves 
became  possible. 

In  1930,  W.  C.  Rose,  pupil  of  Mendel,  began  a 
brilliant  series  of  studies  with  diets  otherwise 
adequate  for  the  normal  growth  of  rats  in  which 
the  sole  source  of  nitrogen  was  supplied  by  amino 
acids.  He  thus  studied  the  effect  of  the  addition 
or  the  removal  of  some  20  acids  and  found  that 
ten  were  essential  for  normal  growth  whereas  the 
others  were  not.  Thus  the  amino  acids  found  in 
proteins  were  divided  into  two  groups — -essential 
and  nonessential.  Rose  extended  the  work  to 
human  subjects  and  found  that  eight  amino  acids 
were  required  for  the  maintenance  of  nitrogen 
equilibrium  in  the  adult.  He  set  forth  their 
quantitative  requirements.  In  the  meantime 
other  investigators  had  been  studying  quantita- 
tive amino  acid  requirements  of  chickens  and 
pigs,  and  certain  other  studies  with  man  had  been 
made. 

The  rapid  advances  in  this  general  area  were 
made  possible  by  the  work  of  chemists  in  isolating 
or  synthesizing  the  various  amino  acids  and  in 
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devising  methods  for  their  production  in  quantity. 
Another  approach  to  the  problem  of  determining 
the  usefulness  of  various  proteins  in  nutrition 
dates  from  1924,  when  Mitchell  published  his 
procedure  for  applying  the  nitrogen-balance 
method  for  determining  the  “biologic  value  of 
protein”  for  growth.  This  procedure  was  widely 
used  in  the  following  years  to  provide  a numerical 
rating  of  the  value  of  various  proteins  and  com- 
binations of  them  for  the  maintenance  and  growth 
of  various  species  including  man. 

These  developments  have  been  paralleled  by 
studies  of  the  amino  acid  composition  of  foods. 
Progress  has  been  especially  rapid  during  the  last 
five  years  as  a result  of  the  development  of  suit- 
able microbiologic  and  chromatographic  methods 
for  the  purpose.  Today  we  have  fairly  good  in- 
formation on  the  content  of  our  common  foods 
in  the  essential  amino  acids,  and  thus  the  stage  is 
set  for  using  these  data  and  the  knowledge  of 
amino  acid  requirements  for  better  and  more 
efficient  protein  nutrition.  Basic  information  of 
great  value  for  this  purpose  has  also  been  provided 
by  studies  of  the  intermediary  metabolism  of 
amino  acids  and  of  the  enzymes  concerned. 

Fortunate  it  is  that  the  frustrations  of  the 
previous  century  had  not  dimmed  the  hope  of 
doctors  that  someday  blood,  with  its  lifesaving 
cells  and  plasma,  could  be  given  freely  to  replace 
blood  loss.  This  was  the  era  in  which  the  patient 
with  primary  anemia  could  hope  for  no  more  per- 
manent relief  than  a transfusion  or  a natural 
remission  of  the  disease — both  of  tragically  short 
benefit  in  the  course  of  the  malady.  Following 
the  discovery  by  Landsteiner  of  the  major  blood 
groups  in  1901,  interest  was  again  aroused  among 
physicians  for  transfusions.  The  discovery  by 
Lewisohm  in  1915  of  an  effective  way  to  avoid 
coagulation  of  the  blood  by  sodium  citrate  led  to 
the  development  of  the  indirect  method  of  trans- 
fusing a patient,  a method  which  made  possible 
the  mass  collection  and  use  of  blood  over  the  last 
decade.  Although  we  now  have  at  our  disposal 
intricate  technics  and  delicate  solutions  for  col- 
lecting and  preserving  blood  and  its  derivatives, 
history  is  clear  where  the  chain  of  circumstances 
leading  to  the  modern  blood  bank  began. 

Stimulated  interest  in  blood  substitutes  fol- 
lowed the  basic  work  of  the  biochemist  on  pro- 
teins and  amino  acids.  While  surgery  had  ad- 
vanced into  fields  never  thought  possible  through 
the  aid  of  better  anesthesia  and  antibiotics,  there 
were  still  unknown  factors  closely  related  to  sur- 
gical mortality.  Two  important  ones  were  found 
to  be  the  state  of  protein  nutrition  of  the  patient 
preoperatively  and  the  adequacy  with  which  his 
electrolyte  and  water  requirements  were  met  post- 
operatively.  It  is  little  wonder  that  surgeons 
were  the  first  to  recognize  the  importance  of  each 


new  applied  finding  in  the  realm  of  protein  and 
amino  acids.  The  physician,  too,  found  these 
new  therapeutic  weapons  to  be  lifesaving  in 
patients  showing  protein  privation.  The  discov- 
ery of  Cohn  that  plasma  proteins  could  be  sep- 
arated into  their  respective  components  resulted 
in  more  effective  therapy.  Through  intense  bio- 
chemical and  engineering  research  plasma  albumin 
became  available  for  the  sick  and  wounded  of 
World  War  II.  Postwar  use  of  plasma  albumin 
has  been  effectively  extended  to  the  treatment  of 
hepatic  and  nephrotic  disease.  Separation  of 
plasma  from  whole  blood  gave  abundant  cellular 
material  for  investigation  of  the  possibility  of  the 
use  of  parenteral  hemoglobin  to  rebuild  protein 
stores.  Recent  reports  of  the  use  of  hemoglobin 
for  this  purpose  are  encouraging. 

Much  the  same  story  of  development  can  be 
told  of  the  clinical  application  of  the  facts  known 
about  electrolyte  and  water  replacement.  The 
extensive  use  of  these  materials  today  stems  from 
the  pioneer  work  on  acid  base  balance  by  Van 
Slyke.  Of  late  years,  as  knowledge  of  the  neces- 
sity of  avoiding  pyrogens  became  known,  wider 
use  of  parenteral  fluids  has  been  made.  While 
Prout  predicted  a hundred  years  ago  that  chemis- 
try wrould  enable  the  physician  of  the  future  “to 
wield  his  remedies  with  certainty  and  precision,” 
it  was  not  until  the  present  century  that  real 
progress  in  this  area  was  made.  When  the  com- 
ponents of  parenteral  nutrition  are  skillfully 
used,  death  often  can  be  avoided  from  hemor- 
rhage, shock,  dehydration,  hemoconcentration, 
potassium  deficiency,  acute  hepatic  degeneration, 
and  from  less  dramatic  situations — a decrease  in 
mortality  because  of  the  progress  made  in  the  field 
of  medical  nutrition. 

Vitamins 

Certain  diseases  were  known  to  occur  on  re- 
stricted diets  and  to  be  cured  by  the  addition  of 
specific  foods  long  before  the  diseases  were  recog- 
nized to  result  from  a deficiency  of  specific  nutri- 
ents which  we  now  refer  to  as  vitamins.  Cen- 
turies ago  the  Chinese  found  that  certain  foods 
would  cure  night  blindness  now  knowm  to  be 
caused  by  a lack  of  vitamin  A.  Cod  liver  oil 
was  used  as  a cure  for  rickets  long  before  vitamin 
D was  discovered.  Lind,  a British  Naval  sur- 
geon, showed  that  the  juice  of  citrus  fruits  would 
cure  scurvy,  a disease  knowm  from  the  time  of 
Hippocrates. 

Many  isolated  observations  of  the  nineteenth 
century  led  to  the  discovery  of  the  relationship  of 
vitamins  to  the  causes  of  the  disorders  now  called 
deficiency  diseases.  Prior  to  1816  Magende 
observed  in  the  dog  a condition  which  undoubt- 
edly was  xerophthalmia.  In  the  latter  part  of  the 
century  several  men  made  observations  suggest- 
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ing  that  there  were  other  dietary  essentials  be- 
sides the  early  recognized  proximate  principles. 
In  1881  Lunin  expressed  the  idea  that  there  might 
be  “unknown  substances”  because  he  couldn’t 
get  mice  to  grow  on  an  artificial  mixture  made  up 
of  proximate  principles  of  milk.  In  1897 
Eijkmann,  a physician  working  in  the  Dutch 
East  Indies,  published  his  studies  showing  that 
polyneuritis  produced  on  an  exclusive  diet  of 
polished  rice  could  be  cured  by  adding  the  polish- 
ings, thus  laying  the  foundation  for  the  later  dis- 
covery of  vitamin  Bi.  Such  was  the  status  of  the 
knowledge  of  vitamins  up  to  1900 — there  were 
only  inklings  of  their  existence. 

At  the  opening  of  the  present  century  the 
earlier  work  of  Lunin  with  artificial  diets  was 
repeated  by  several  workers  without  success  in 
raising  animals  on  such  diets.  Such  an  experi- 
ence caused  Hopkins  in  1906  to  state:  “No  ani- 
mal can  live  on  a mixture  of  pure  protein,  fat,  and 
carbohydrate,  and,  even  when  the  necessary 
inorganic  material  is  carefully  supplied,  the  ani- 
mal still  cannot  flourish.  The  animal  body  is 
adjusted  to  live  either  upon  plant  tissue  or  other 
animals,  and  these  contain  countless  substances 
other  than  protein,  carbohydrate,  and  fats.”  He 
coined  the  term  “accessory  food  factors”  for  these 
substances. 

From  1907  to  1913  Holst  and  Frolich  of  the 
University  of  Christiana  in  the  course  of  their 
investigations  on  scurvy  in  Norwegian  sailors 
showed  that  guinea  pigs  developed  the  disease  on 
cereals  and  bread  and  that  it  was  cured  by  small 
amounts  of  fresh  cabbage  or  carrots.  They  con- 
cluded that  scurvy  was  due  to  the  absence  of  a 
chemical  factor  which  was  destroyed  by  cooking. 
In  1912  Funk  coined  the  term  “vitamine”  to 
designate  the  unknown  substance  needed  in  addi- 
tion to  the  proximate  principles. 

In  1913  came  the  first  definite  proof  of  the 
existence  and  specific  physiologic  function  of  a 
vitamin.  In  a carefully  controlled  experiment 
using  the  purified  diet  method,  McCollum  and 
Davis  showed  that  certain  fats  contained  a factor 
essential  for  the  growth  of  rats  and  for  the  pre- 
vention of  xerophthalmia,  while  others  did  not. 
Osborne  and  Mendel  reported  the  same  finding 
during  the  same  year.  McCollum  proposed  the 
name  “fat-soluble  A”  for  the  essential  factor  in 
fats.  Shortly  afterward  he  discovered  another 
factor  which  he  referred  to  as  “water-soluble  B.” 
In  1918  the  antiscorbutic  factor  was  discovered 
and  labeled  “water-soluble  C.”  Shortly  there- 
after the  term  vitamine,  coined  by  Funk,  came 
into  use.  The  “e”  was  later  dropped  to  avoid 
the  implication  that  the  substances  were  amines. 
The  discovery  of  vitamin  D and  vitamin  E fol- 
lowed in  the  early  twenties.  In  1919  Huldinsky 
had  demonstrated  that  ultraviolet  light  would 


cure  rickets,  and  in  1924  came  the  discovery  that 
certain  foods  could  be  made  antirachitic  by  irra- 
diation. By  1930  vitamin  K was  known. 

As  each  vitamin  was  discovered  studies  were 
centered  on  its  physiologic  effects  and  distri- 
bution in  foods  without  any  idea  of  the  chemical 
nature.  Years  elapsed  before  any  of  the  vitamins 
were  isolated  and  chemically  identified.  In  1927 
crystals  of  vitamin  B were  prepared.  Success 
was  achieved  in  1932  in  isolating  and  identifying 
chemically  A,  D,  and  C. 

From  1925  onward  it  came  to  be  realized  that 
what  was  originally  referred  to  as  vitamin  B con- 
sisted of  more  than  one  factor  and  thus  the  term, 
vitamin  B complex,  came  into  use.  The  first 
additional  factor  to  be  identified  was  riboflavin. 
Then  in  1935  came  the  discovery  of  nicotinic  acid 
as  the  cure  for  blacktongue  in  dogs,  and  subse- 
quently, of  pellagra,  which  Goldberger  had  much 
earlier  concluded  to  be  due  to  a dietary  deficiency. 
The  discovery  of  the  various  other  B vitamins 
known  today  followed  rapidly,  aided  particularly 
by  the  achievements  of  the  chemist  in  isolating 
and  identifying  them.  Each  new  discovery 
made  the  purified  diet  method  a more  precise 
tool  for  searching  for  further  ones.  With  the 
addition  of  vitamin  B12  to  the  list  in  1948,  there 
were  some  15  now  generally  accepted  as  distinct 
essentials,  with  several  others  remaining  as 
possibilities. 

The  medical  significance  of  many  of  these  dis- 
coveries has  been  more  profound  in  other  coun- 
tries of  the  world  than  our  own.  Xerophthalmia, 
for  example,  seldom  is  seen  in  this  country, 
whereas  in  certain  parts  of  the  world  where 
carotene  intake  is  low  supplementary  vitamin  A 
feedings  are  advantageous.  The  same  can  be 
said  of  beriberi.  While  the  Western  and  Eastern 
diet  contain  about  the  same  amount  of  thiamine, 
the  Eastern  diet  contains  more  carbohydrate, 
and  thus  its  thiamine  requirement  is  higher. 
Therefore  supplementary  thiamine  to  the  diets 
of  Eastern  people  is  often  indicated. 

In  this  country  rickets  and  pellagra  were 
common  occurrences  at  the  turn  of  the  century. 
Both  have  disappeared  largely  from  the  American 
scene.  Supplementary  feeding  of  vitamin  D to 
children  has  removed  the  threat  of  rickets. 
Improved  economic  status  in  the  South  is  largely 
responsible  for  the  addition  of  more  meat  and 
milk  to  the  diet,  which  was  largely  corn  and  corn 
products.  Corn  is  very  low  in  tryptophane,  an 
amino  which  can  serve  as  a precursor  of  niacin. 
Thus  with  a diet  containing  proteins  rich  in 
tryptophane,  such  as  meat,  a minimum  of  niacin 
as  such  is  needed. 

The  discovery  in  1926  by  Minot  and  Murphy 
that  liver  contained  a necessary  nutrient — • 
called  erythrocyte  maturing  factor,  not  present 
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in  individuals  who  developed  pernicious  anemia — 
started  a chain  of  research  which  resulted  in 
the  discovery  of  folic  acid  in  1946  and  vitamin 
Bn  during  1948.  Whether  the  latter  is  the 
only  essential  nutrient  for  the  prevention  of 
primary  anemia  is  problematic  at  this  time.  All 
three  nutrients — liver  extract,  folic  acid,  and 
vitamin  Bi2 — in  large  measure  check  the  ravages 
of  pernicious  anemia  and  sprue. 

A clinically  important  vitamin  discovery  was 
that  of  vitamin  K.  Ordinarily  man  synthesizes 
this  vitamin  in  adequate  quantities  for  health; 
however,  in  the  absence  of  bile  salts  it  cannot 
be  absorbed  from  its  site  of  synthesis,  the 
intestinal  tract,  and  hypoprothrombinemia 
with  marked  tendency  to  hemorrhage  results. 
Supplementary  injection  of  this  vitamin  where 
indicated  has  been  lifesaving  to  many  patients, 
especially  jaundiced  ones. 

The  discoveries  of  the  vitamins  now  known  to 
be  essential  in  the  diet  have  come  periodically 
since  1913.  As  they  became  crystallized  and 
available  excessive  claims  were  sponsored  by 
those  who  for  one  reason  or  another  became 
overoptimistic.  Honest  but  overenthusiastic 
workers  in  nutrition,  physicians,  laymen,  and 
chemists,  heralded  these  new  nutrients  as  in- 
dispensables.  Physical  signs  of  deficiency  for 
vitamin  this  or  that  were  noted.  Tests  for  the 
respective  deficiency  were  inaugurated.  The 
medical  profession  responded  true  to  form.  It 
traversed  the  traditional  route— that  of  receiving 
with  enthusiasm  the  clinical  application  of  a 
basic  discovery.  The  drug  passes  all  its  tests, 
obtains  favorable  review  in  the  literature,  goes 
into  production  and  use.  Soon  support  and 
enthusiasm  reach  their  peak.  The  doctor, 
wanting  to  be  progressive,  joins  the  bandwagon. 
Then  adverse  reports  filter  in.  Rumors  cir- 
culate that  original  claims  were  excessive. 
Failures  accumulate,  and  a wave  of  reaction 
nearly  discrediting  the  new  therapeutic  weapon 
ensues.  Soon  interest  declines — physicians  “get 
back  their  bad  pennies.”  As  time  goes  on  a 
realistic,  emotion-free  working  out  of  the  poten- 
tialities of  the  drug  or  nutrient  takes  place,  and 
it  finds  its  proper  level  in  the  armamentarium 
of  the  physician — not  as  high  as  it  once  was,  but 
as  a rule  not  as  low  as  it  dropped  following  the 
first  stampede. 

Vitamins  followed  this  pattern.  Skepticism 
of  the  medical  profession  has  been  justified. 
Their  true  level  of  value  in  clinical  medicine  is 
rapidly  being  delineated,  as  are  the  physical 
signs  being  revised  that  were  once  thought  specific 
for  a nutrient  deficiency  of  one  kind  or  another. 

That  great  contributions  have  been  made  to 
mankind  by  the  discovery  of  the  vitamins  during 
the  last  fifty  years,  there  can  be  no  doubt. 


As  the  interrelationships  of  essential  nutrients 
become  better  understood  in  the  decades  ahead, 
the  true  contribution  made  by  chemistry  in  the 
field  of  vitamins  during  the  last  four  decades 
will  become  clear. 

Minerals 

It  was  early  recognized  that  common  salt 
was  a dietary  essential.  In  the  decade  1840  to 
1850,  studies  by  Chossat,  a practicing  physician, 
and  Bouisingault,  an  agricultural  chemist, 
showed  clearly  the  vital  role  of  calcium  in  bones 
and  teeth.  Somewhat  later  the  necessity  of 
phosphorus  was  established  through  studies  in 
grazing  animals.  Around  1880  milk  ash  and 
salt  mixtures  resembling  it  were  being  tried, 
Bunge  began  his  work  on  sodium-potassium 
relationships,  and  Ringer  reported  his  first 
studies  of  the  effect  of  inorganic  salts  on  tissues — 
the  origin  of  Ringer’s  solution.  Early  in  the 
nineteenth  century,  iron  began  to  be  used  in  the 
treatment  of  anemia,  but  it  was  regarded  as  a 
medicine  for  a specific  disease,  not  a nutrient. 
It  was  much  later  that  its  essentiality  as  a regular 
dietary  constituent  became  established  with 
the  recognition  of  its  role  as  a constituent  of 
hemoglobin.  Early  in  the  century  Bouisingault 
had  used  iodine  for  goiter  prevention  and  treat- 
ment, but  the  excessive  doses  employed  threw 
the  practice  into  disrepute.  Interest  in  iodine 
in  relation  to  goiter  was  revived  when  Baumann 
discovered  this  element  in  the  thyroid  gland  in 
1895. 

During  the  present  century  the  quantitative 
requirements  of  minerals  previously  recognized 
as  needed  have  been  worked  out,  and  others  have 
been  added  to  the  list  of  essential  nutrients.  In 
1914  Kendall  isolated  from  the  thyroid  gland 
thyroxin  as  a crystalline  product  containing  65 
per  cent  of  iodine.  In  1917  Marine  and  Kimball 
demonstrated  that  simple  goiter,  endemic  in  the 
Great  Lakes  region,  could  be  prevented  by  the 
use  of  iodine,  and  thus  iodized  salt  came  into 
use. 

Early  in  the  century  it  was  believed  that  mag- 
nesium was  an  essential  nutrient,  primarily  as  a 
result  of  studies  of  calcium-magnesium  inter- 
relationships. In  1932  its  essentiality  was  con- 
clusively proved  in  rat  experiments.  In  1925 
proof  was  furnished  as  to  the  need  for  the  small 
amount  of  copper  along  with  iron  for  hemoglobin 
formation.  Somewhat  later  both  manganese 
and  zinc  were  found  essential  for  rat  growth. 
Later  discoveries  that  iron,  copper,  and  zinc 
are  all  constituents  of  certain  enzyme  systems 
served  to  explain  their  basic  roles  in  metabolism. 

An  excessive  amount  of  fluorine  in  water  had 
become  recognized  as  the  cause  of  mottled 
enamel  by  1930.  Ten  years  later  epidemiologic 
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evidence  commenced  to  accumulate  indicating 
that  a certain  minimum  level  of  fluorine  in  the 
water  supply  had  a beneficial  effect  in  lessening 
the  incidence  of  dental  caries.  This  is  an  active 
field  of  study  at  the  present  time.  Decision  as 
to  whether  fluorine  is  entitled  to  be  called  an 
essential  nutrient  must  await  more  specific  in- 
formation as  to  how  it  acts  in  its  useful  role. 

Cobalt  has  been  found  to  be  an  essential 
nutrient  for  ruminants.  While  its  need  by 
other  species  has  not  been  demonstrated,  the 
recent  discovery  that  it  is  a constituent  of  vitamin 
B12  proves  that  it  has  a general  metabolic  sig- 
nificance. There  may  be  other  essential  “trace 
elements”  to  be  discovered,  but  it  seems  im- 
probable that  any  such  are  ever  deficient  in 
human  diets.  Medical  application  of  trace 
mineral  research  has  been  limited  largely  to 
public  health  measures,  i.e.,  iodinating  water 
supplies  and  more  recently  adding  minute 
amounts  of  fluorine  to  water.  However,  both 
of  these  minerals  are  used  clinically;  iodine  is 
administered  to  young  people  having  simple 
colloid  goiter  with  confidence  for  improvement, 
and  fluorine  is  used  topically  on  the  teeth  of 
children  with  considerable  assurance  that  a 
lower  incidence  of  caries  will  result. 

Quantitative  Nutrient  Requirements:  Food 
Consumption 

The  large  advances  represented  by  the  dis- 
coveries of  additional  nutrients,  as  previously 
described,  have  been  paralleled  by  the  accumula- 
tion of  data  on  their  quantitative  requirements 
and  distribution  in  foods. 

Prior  to  1900  Voit  and  Rubner  in  Germany 
and  Atwater  in  this  country  set  forth  recom- 
mended intakes  of  calories,  protein,  carbohydrate, 
and  fat.  Atwater's  recommendations  were  based 
on  some  350  dietary  studies  of  thousands  of 
people,  carried  out  under  his  direction,  and  on 
initial  data  obtained  in  the  respiration  calorim- 
eter constructed  by  him  with  the  assistance  of 
1 Rosa. 

As  the  present  century  opened  Atwater  was 
making  large  contributions  to  the  knowledge  of 
caloric  needs  for  various  purposes  through  his 
respiration-calorimeter  studies.  Using  the  same 
apparatus,  these  investigations  were  continued 
by  Benedict,  an  associate  of  Atwater,  after  the 
latter's  death.  Important  studies  of  a similar 
nature  were  also  carried  out  by  Lusk.  Thus, 
calorimeter  studies  made  large  contributions  to 
physiologic  and  nutritional  knowledge  during 
the  first  quarter  of  the  present  century.  At- 
water’s dietary  studies  ushered  in  an  era  of  in- 
vestigations in  this  area  of  nutrition  which  has 
continued  at  an  increasing  rate  up  to  the  present 
time.  This  development  has  been  of  large  im- 


portance in  estimating  nutritional  status  and  in 
planning  food  and  nutrition  programs. 

At  the  opening  of  the  century,  Chittenden, 
on  the  basis  of  nitrogen  balance  studies,  chal- 
lenged the  previous  protein  recommendations, 
100  Gm.  or  more  daily  for  the  adult,  as  being  at 
least  double  the  need  and  harmful  to  the  body 
as  well.  Thus  a controversy  regarding  the 
advantages  of  a low  versus  a liberal  protein  diet 
ensued  which  lasted  for  several  years.  Later 
nitrogen  balance  data  tended  to  support  Chitten- 
den as  to  the  minimum  required  for  nitrogen 
equilibrium,  but  other  considerations,  notably 
the  recognition  of  variations  in  protein  quality, 
caused  the  figure  of  70  Gm.  to  be  generally  ac- 
cepted as  a desirable  recommendation. 

The  present  century  has  been  particularly 
characterized  by  studies  of  the  quantitative 
needs  for  minerals  and  vitamins.  As  a result, 
the  Food  and  Nutrition  Board  of  the  National 
Research  Council  was  able  to  publish  in  1943, 
with  later  revisions,  Recommended  Allowances, 
for  calories,  protein,  calcium,  iron,  vitamins  A 
and  D,  thiamine,  riboflavin,  niacin,  and  ascorbic 
acid,  together  with  notes  on  other  nutrients. 

Atwater  was  also  responsible  for  initiating 
the  development  which,  during  the  present  cen- 
tury, has  given  us  the  needed  data  on  the  nutrient 
composition  of  our  food  supply.  In  1896  he 
published  his  first  table  on  food  composition, 
which  included  data  on  protein,  fat,  carbo- 
hydrates, and  ash,  the  latest  revision  appearing 
in  1906.  Other  workers  then  took  up  the  task 
of  supplementing  his  figures  and  later  of  adding 
data  on  newly-discovered  nutrients.  Thus  today 
we  have  U.S.D.A.  Agricultural  Handbook  No.  8, 
published  in  1950,  containing  data  for  the 
proximate  principles,  three  minerals  and  five 
vitamins  in  some  750  foods. 

In  this  country,  the  people  themselves  have 
determined  their  fat  intakes.  People  naturally 
eat  about  30  per  cent  of  their  calories  in  fat 
because  a diet  containing  that  amount  is  more 
palatable.  In  addition,  fat  has  a “staying 
quality”  which  delays  hunger,  a satiety  value  well 
known  by  the  public.  Fortunately,  the  essential 
fatty  acids  have  a quantitative  requirement  of 
but  1 per  cent  of  the  total  calories  consumed. 
Also,  they  are  well  distributed  among  the 
animal  and  vegetable  fats  usually  included  in  a 
normal  diet. 

The  medical  application  of  basic  respiratory 
studies  was  the  early  contribution  of  a clinical 
method  to  measure  the  resting  metabolism  of 
patients.  Such  a contribution  required  stand- 
ards for  comparison  of  individuals  of  different 
physiques.  Du  Bois  found  that  a relationship 
existed  between  height  and  weight  and  surface 
area.  He  thus  derived  the  first  standards  used 
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in  clinical  metabolism.  Later,  Aub,  Harris, 
Benedict,  Krogh,  Boothby,  Sandiford,  and  others 
contributed  to  refinements  of  standards  at  various 
ages  and  the  development  of  technical  equip- 
ment. 

Following  Chittenden’s  work  on  protein  re- 
quirements, clinicians  became  fearful  of  protein 
in  nephritic  disease.  This  feeling  became  so 
prevalent  that  many  patients  losing  excessive 
amounts  of  protein  in  the  urine  became  un- 
necessarily anasarcic.  Van  Slyke  and  Whipple 
reversed  this  clinical  trend  when  they  emphasized 
the  osmotic  importance  of  plasma  albumin  and 
the  danger  of  high  sodium  intake  in  hypoprotein- 
emia. 

What  might  well  be  one  of  the  foremost  prob- 
lems confronting  medical  nutrition  in  the  next 
half  century  is  the  question  of  the  relationship 
of  fats,  particularly  cholesterol,  a constituent 
of  animal  fat,  to  arteriosclerosis.  Since  Windaus 
in  1910  found  more  cholesterol  in  arteriosclerotic 
aortas  than  in  nonsclerotic  ones,  and  since  the 
high  incidence  of  arteriosclerosis  in  such  hyper- 
cholesteremic  diseases  as  diabetes  and  hypo- 
thyroidism became  known — interest  in  the 
problem  has  rapidly  grown.  As  the  half  century 
closes  the  causes  for  the  deposition  of  cholesterol 
and  other  lipids  in  the  arterial  wall  are  not 
clearly  understood.  There  are  other  factors  in 
addition  to  the  cholesterol  blood  level,  i.e., 
intravascular  pressure  (hypertension)  and  the 
physicochemical  (large  particle)  state  of  the 
blood  lipids.  Also,  the  fact  that  the  body  syn- 
thesizes cholesterol  adds  to  the  dilemma.  Clari- 
fication and  delineation  of  the  role  played  by 
fats  will  come  in  the  future.  One  wonders  if 
physicians  will  go  through  a cycle  similar  to  the 
one  they  traversed  as  regards  protein. 


A Look  Backward  and  a Glance  Ahead 

In  this  brief  review  an  attempt  has  been  made 
to  pick  highlights  from  which  constructive  and 
valuable  research  has  stemmed.  For  every  name 
mentioned  hundreds  could  be  added  to  include 
all  those  who  have  made  contributions  to  one  or 
more  of  the  many  areas  of  nutrition. 

Man’s  knowledge  of  how  food  sustains  life, 
the  relative  importance  of  the  “excess  con- 
sumption” of  nutrients  as  compared  with  intakes 
which  merely  meet  demonstrated  needs,  the 
number  of  interrelationships  of  essential  nutri- 
ents, and  the  role  nutrition  plays  in  therapeutic 
medicine  differ  considerably  now  from  1900. 

Nutrition,  being  a combination  of  many 
scientific  disciplines,  is  dependent  for  its  own 
advance  on  the  rate  of  progress  of  these  con- 
tributory areas  of  science.  Nutrition  covers  a 
broad  base  from  the  soil  to  the  clinic,  and  not  the 
least  important  for  the  future  welfare  of  man  are 
the  economic  and  political  facets.  The  way 
surpluses  and  subsidies  are  handled  in  this 
country,  and  the  manner  in  which  the  countries 
of  the  world  with  plenty  share  with  those  who 
feel  hunger,  may  raise  the  science  of  nutrition 
in  the  decades  ahead  to  a position  of  much 
broader  influence  with  respect  to  national  and 
international  policy. 

Whether  or  not  such  a responsible  role  is  in 
store  for  nutrition,  one  point  remains  certain- 
true  science  will  continue  to  uncover  facts — 
and  only  on  the  application  of  facts  cail  lasting 
good  endure. 

We  have  confidence  that  the  reviewer  of  prog- 
ress in  the  year  2000  will  have  before  him  many 
answers  to  the  intangibles  of  1950. 


PAPERS  PRESENTED  AT  ANNUAL  MEETING 
At  the  last  annual  meeting  of  the  Association  the 
papers  were  as  follows:  surgery,  eight;  medicine, 
four;  obstetrics,  five;  gynecology,  three;  geni- 
tourinary disease,  one;  diseases  of  the  nervous  sys- 
tem, two;  diseases  of  children,  one;  diseases  of  the 
eye,  six;  diseases  of  the  nose  and  throat,  two; 
diseases  of  the  ear,  one;  diseases  of  the  skin,  two; 
materia  medica,  therapeutics  and  pharmacy,  two; 
physiology,  one;  bacteriology,  seven.  Of  these 
forty-five  papers,  the  members  of  the  First  District 


contributed  one;  Second  District,  one;  Third,  two; 
Fourth,  five;  Fifth,  26.  Connecticut  contributed 
one;  Massachusetts,  three;  Wisconsin,  one;  Penn- 
sylvania, four;  Michigan,  one.  Seven  counties  of 
the  five  districts  contributed  the  papers,  as  follows: 
Montgomery  County,  one;  Rensselaer,  one;  Tomp- 
kins, two;  Erie,  four;  Monroe,  one;  Kings,  two; 
New  York,  26. 

— New  York  Stale  Journal  of  Medicine,  February, 
1901,  p.  32. 


NEW  YORK  CONTRIBUTIONS  TO  ROENTGENOLOGY 


Ramsay  Spillman,  M.D.,  New  York  City 


HAD  a historian  of  roentgenology  all  the 
history  at  his  finger  tips,  which  I have  not, 
in  the  time  and  space  available  he  could  not  re- 
cord all  the  progress  in  the  specialty  that  has 
been  achieved  by  New  Yorkers  in  the  half  century 
which  the  present  issue  commemorates.  How- 
ever, I have  come  into  knowledge  of  some  inter- 
esting phases  of  the  early  history  which,  if  they 
ever  were  well  known,  seem  to  have  been  largely 
forgotten.  Therefore,  I propose  here  to  relate 
how  roentgenology  came  to  New  York  and  some 
phases  of  its  early  development,  with  the  hope  of 
extending  the  account  at  a later  date. 

Much  as  history  is  divided  into  ancient, 
medieval,  and  modern,  roentgenology  (at  least 
diagnostic  roentgenology)  likewise  can  be  divided 
into  ancient,  medieval,  and  modern.  The  divi- 
sion between  ancient  and  medieval,  in  my  opinion, 
came  in  1913,  with  the  introduction  of  the 
Coolidge  tube.  This  device  is  known  also  as  the 
hot-cathode  tube,  but  it  is  universally  known  by 
the  name  of  its  inventor,  Dr.  W.  D.  Coolidge,  who 
developed  it  in  Schenectady.  The  milliamperage 
of  output  varies  with  the  controllable  temperature 
of  the  filament,  which  was  not  the  case  with  the 
gas  tube  and  its  cold  cathode,  and,  although  the 
gas  tube  produced  roentgenograms,  when  it  was 
performing  as  desired,  that  had  a sparkle  that  is 
lacking  in  the  present-day  product,  the  simplicity 
and  dependability  of  the  Coolidge  tube  relegated 
the  gas  tube  virtually  to  oblivion. 

In  what  I believe  is  one  of  the  most  important 
papers  in  all  of  roentgenology  since  Roentgen’s 
own,  Dr.  W.  Edward  Chamberlain  of  Philadelphia 
gave  an  account  of  a proposed  fluoroscopic  screen 
of  a brightness  visible  even  in  daylight,  the  am- 
plification being  produced  by  electronic  proc- 
esses.1 Experimental  work  on  it  was  far  enough 
along  in  1941  to  expect  the  finished  product  al- 
most any  time.  Yet  the  scientific  resources  of  a 
nation  that  in  less  time  produced  the  atomic 
bomb  (and  now  lives  in  anticipation  of  being 
hoist  by  its  own  petard)  have  not  yet  made  the 
amplified  brightness  of  the  screen  available  to 
roentgenology.  Even  in  1941,  Dr.  Chamberlain 
was  needling  the  commercial  organization  that 
was  nursing  it  along  to  hurry  up.  When,  as,  and 
if  it  is  ever  perfected,  that  will  be  the  date  that 
divides  medieval  from  modern  roentgenology. 
For  at  present,  with  retinas  much  more  poorly 

I equipped  for  night  vision  than  the  lowly  cat’s,  we 
are  peering  at  the  feeble  illumination  of  our 
fluoroscopic  screens  with  only  the  rods  of  our  re- 


tinas, and  spending  time  in  the  dark  to  bring  up 
our  visual  acuity  even  to  that  poor  level.  As  a 
result,  when  we  want  a record  of  what  we  are 
trying  to  see  that  we  can  study  with  the  cones  of 
our  retinas,  we  have  to  make  films.  When  the 
brightness  of  the  screen  reaches  such  a level  that 
we  can  make  16-mm.  movies  with  conventional 
equipment,  then  the  modern  age  of  roentgenology 
will  begin.  Dr.  Chamberlain’s  discussion  of  the 
physiology  of  vision  is  one  of  the  classics  of 
scientific  literature,  and  he  in  turn  makes  hand- 
some acknowledgment  of  the  studies  of  Selig 
Hecht  of  Columbia  University.2 

Dr.  Otto  Glasser  has  given  a full  and  authentic 
account  of  Roentgen’s  discovery  and  tells  us  that 
on  January  6,  1896,  the  press  of  the  world  carried 
the  necessarily  sensational  story  that  Professor 
Roentgen  in  Wurzburg  had  discovered  a ray  that 
enabled  one  to  see  through  8 inches  of  wood.3 
“On  the  revolting  indecency  of  this  there  is  no 
need  to  dwell,”  scolded  an  English  newspaper  of 
the  Victorian  age.  I have  not  found  any  record 
that  anyone  ever  even  broached  the  matter  to  Her 
Majesty  the  Queen,  but  the  reaction  of  the 
Prince  of  Wales  was,  “How  disgusting!”4 

However,  some  people  react  to  a given  stimulus 
in  one  way,  and  some  react  in  another.  There 
comes  to  mind  the  parable  of  the  sower,  and  more 
particularly  Osier’s  application  of  it,  to  illustrate 
infection  with  tubercle  bacilli:  “Some  seeds  fell 
upon  stony  places  [as  we  have  just  seen]  . . . but 
others  fell  on  good  ground  and  sprang  up  and  bare 
fruit  an  hundredfold.”5  Roentgen’s  discovery 
fell  upon  particularly  good  ground  in  three  places 
in  New  York.  For  anything  to  come  of  it,  it  had 
to  meet  an  association  of  mind  and  apparatus. 
Three  men  had  the  perfect  setup  to  receive  it: 
Thomas  A.  Edison,  Michael  Pupin,  and  William 
James  Morton.6’7  Edison  was  in  Menlo  Park, 
New  Jersey,  but  the  dependence  of  New  York 
City  roentgenology  on  the  Consolidated  Edison 
Company  being  what  it  is,  I feel  justified  in 
claiming  him  as  a New  Yorker. 

Edison’s  interest  centered  on  the  fluorescent 
screen,  and  he  investigated  the  fluorescence  of 
1,800  substances  before  he  settled  for  calcium 
tungstate.  It  is  no  reproach  to  Edison  that  his 
bonnet  fluoroscope  later  was  found  too  danger- 
ous to  use.  He  devised  it  before  the  rays  had 
given  any  hint  of  their  danger.  I can  well  re- 
member standing  on  a street  corner  in  St.  Louis, 
on  a date  since  verified  as  September  17,  1901,  and 
hearing  newsboys  crying  extra  papers:  “Presi- 
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dent  McKinley  assassinated  in  Buffalo!”  But 
apparently  roentgenology  was  not  established  in 
Buffalo  by  1901,  or  if  it  was,  McKinley’s  surgeons 
wished  to  invoke  the  magic  of  Edison’s  name,  be- 
cause Dr.  Percy  Brown  relates  that  they  sent  for 
Thomas  A.  Edison  who  sent  his  experts,  Charles 
T.  Dally  and  Charles  W.  Luhr.8  That  was  a long 
way  to  go  on  a portable,  even  had  they  used 
Daily's  services,  which  they  did  not;  but  Mr. 
Dally  elected  to  stand  by,  in  case  they  wanted 
him. 

Dr.  Brown  goes  on  to  relate  that  Mr.  Daily’s 
brother  Clarence  developed  dermatitis  from  his 
pioneer  work,  which  ran  into  malignancy,  and  he 
died  in  1904,  the  first,  chronologically,  in  a list  of 
martyrs  to  the  x-ray  that  includes  very  nearly  all 
of  the  pioneers  who  had  more  than  a passing  ac- 
tivity in  its  service. 

Pupin  tells  in  considerable  detail  of  his  early 
work  in  the  capacity  of  professor  of  physics  at 
Columbia  University.6  Edison  had  sent  him  some 
screens  made  by  coating  cardboard  with  a sus- 
pension of  crystals  of  calcium  tungstate.  The 
medical  profession  eagerly  sought  Pupin’s  serv- 
ices in  medical  cases.  In  his  autobiography, 
Pupin  speaks  of  aiding  Dr.  Bull  (no  doubt  Dr. 
William  T.  Bull,  who  was  in  the  forefront  of  sur- 
gery in  New  York  in  1896)  in  the  case  of  a patient 
who  had  accidently  received  a shot  in  his  left 
hand.  Professor  Pupin  dates  the  occasion  as 
early  in  February,  and  the  case  as  the  first  in  New 
York  in  which  the  x-ray  aided  surgery.  A little 
further  on,  in  reference  to  Dr.  Carl  Beck,  I shall 
note  a discrepancy  in  dates  that  I have  not  been 
able  to  run  down  at  the  time  that  this  goes  to 
press.  Pupin  notes  that  the  recent  wound  left 
the  patient  in  no  condition  to  hold  still  for  the  re- 
quisite fifteen  minutes  to  one  hour  then  required 
for  exposing  a hand,  and  it  occurred  to  him  to  lay 
the  Edison  screen  on  the  glass  plate  in  contact 
with  the  emulsion  and  place  the  hand  on  top  of 
the  cardboard.  This  procedure  enabled  him  to 
locate  the  shot  with  an  exposure  of  a few  seconds. 
Pupin  is  definite  as  to  the  date  of  the  illness  that 
took  him  out  of  x-ray  work:  April  15,  1896.  I 
cannot  enlarge  here  on  the  dramatic  circum- 
stances of  his  withdrawal  from  roentgenology  but 
can  promise  the  reader  a treat  if  he  will  read  the 
autobiography  cited.  However,  in  the  few  weeks 
that  Pupin  was  an  x-ray  pioneer,  he  contributed 
the  principle  of  the  intensifying  screen,  and  after 
the  tube  and  the  film,  what  outranks  it  as  a neces- 
sity today? 

William  James  Morton  was  the  son  of  W.  T.  G. 
Morton  of  ether  fame.  A distinguished  authority 
on  the  physics  of  electricity,  he  was  professor  of 
diseases  of  the  mind  and  nervous  system  and 
electrotherapeutics  in  the  New  York  Post- 
Graduate  Medical  School  and  Hospital.  If  his 


distinguished  teacher,  Oliver  Wendell  Holmes,  oc- 
cupied not  a chair  but  a whole  settee,  Morton’s 
chair  was  at  least  a broad  one.  Here  was  a man 
with  not  only  a unique  understanding  of  elec- 
tricity, but  with  the  medical  knowledge  necessary 
to  understand  what  the  x-ray  revealed,  or  at 
least  with  the  medical  knowledge  to  begin  to  lay 
the  foundation  stones  of  roentgen  pathology.  I 
have  heard  Baetjer  say,  “We  had  no  guide  to  x- 
ray  pathology ; we  had  to  construct  it  as  we  went 
along.”  At  this  point  it  is  worth  recording  that 
Baetjer  also  said,  “A  roentgenogram  is  nothing 
more  or  less  than  a record  of  differing  densities; 
for  it  to  mean  anything,  medical  knowledge  has 
to  be  brought  to  bear  on  it.”*  So  vigorously  did 
Morton  apply  himself  to  following  up  Roentgen’s 
discovery  that  on  September  11,  1896,  he  and  the 
electrical  engineer  Edwin  W.  Hammer  sent  to 
press  a book  of  196  pages  (5  by  7V<  inches)  plus 
32  pages  of  halftones  of  roentgenograms. 

The  very  first  prints  of  plates  by  Roentgen  and 
his  contemporaries  were  more  impressive  for 
their  promise  of  improvements  to  come  than  for 
their  detail.  Yet  Morton’s  prints  are  of  a sharp- 
ness that  led  Dr.  Raymond  W.  Lewis  to  exclaim 
recently,  “This  shows  better  soft-tissue  definition 
than  most  of  the  halftones  we  get  today.”  There 
is  a fascinating  story  connected  with  the  rapid 
evolution  of  the  x-ray  tube  which  I cannot  discuss 
at  length  here  except  to  note  that  Morton  had  the 
benefit  of  tubes  that  utilized  the  principle  of  the 
small  focal  spot,  whereas  Roentgen’s  original 
tube  gave  off  x-rays  from  the  whole  of  the  large 
end  of  the  pear-shaped  bulb  itself.  How  many 
roentgenologists  today  make  their  own  tubes? 
Morton  did. 

“Inflammation  of  the  eyelids,  upper  lips  and 
the  skin  of  the  face  generally,  somewhat  of  the 
nature  of  sunburn,  has  been  recorded  by  more 
than  one  experimenter  as  the  result  of  exposure 
to  the  x-ray.”  This  statement  on  page  162  shows 
that  Morton  was  already  vaguely  conscious  of  a 
skin  effect,  yet  his  Fig.  54  (reproduced  as  Fig.  14 
in  Dr.  William  A.  Evans’  chapter  in  the  Glasser 
history)3  shows  him  using  his  own  hand  to  gauge 
the  performance  of  the  tube,  and  on  page  128  he 
recommended  the  procedure,  although  in  April 
Dr.  John  W.  Daniel  of  Vanderbilt  University  had 
called  attention  to  skin  damage  in  Science , a 
periodical  which  it  is  scarcely  conceivable  that 
Morton  did  not  read.7’9  Elihu  Thomson’s  warn- 
ing, based  on  the  deliberate  exposure  of  his  own 
little  finger,  was  not  published  until  two  months 


* This  observation  is  so  fundamental  that  I wish  I had 
noted  the  page  and  date  when  I read  it.  There  is  a some- 
what similar  statement  in  Baetjer  and  Waters*  Diseases  and 
Injuries  of  the  Bones  and  Joints , but  I am  still  in  quest  of  the 
exact  reference  and  will  receive  it  gratefully  from  anyone  who 
knows  it. — R.  S. 
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after  Morton’s  book  was  out.10  This  picture  of 
Morton  with  the  bonnet  fluoroscope,  his  own 
testing  hand  only  inches  from  the  tube,  embodies 
the  tragedy  of  the  whole  pioneer  generation  of 
roentgenologists,  related  with  incomparable  sym- 
pathy by  the  late  Percy  Brown,  who  was  one  of 
them  himself.8 

For  reasons  already  noted,  Morton’s  book  is 
more  a roentgen  anatomy  than  it  is  a pathology, 
but  he  shows  a chest  plate  (Fig.  73)  which  also 
shows,  as  he  notes,  tuberculosis  of  the  shoulder. 
His  plate  of  a “stiffened  knee”  led  to  the  de- 
lighted comment  just  mentioned  of  Dr.  Raymond 
W.  Lewis  fifty-six  years  after.  And  medical 
jurisprudence  has  gone  far  since  Morton’s 
prescient  statement,  “Such  a picture  is  very  con- 
vincing and  would  be  sure  to  have  great  weight 
with  a jury.” 

“And  in  the  living  body  the  location  and  size 
of  a hollow  organ,  as  for  instance  the  stomach, 
may  be  ascertained  by  causing  the  subject  to 
drink  a harmless  fluid,  more  or  less  opaque  to  the 
x-ray,  or  an  effervescing  mixture  which  will  cause 
distension,  and  then  taking  the  picture.”  At 
the  very  time  Morton  was  publishing  this  state- 
ment, Walter  B.  Cannon  was  entering  the  Har- 
vard Medical  School,  where  in  his  first  year  he  was 
to  lay  the  foundation  of  the  gastrointestinal  ex- 
amination.11-13 

Carl  Beck  of  New  York  was  a surgeon  who 
early  engaged  in  roentgen  diagnosis  as  an  adjunct 
to  his  own  practice.  A native  of  Germany,  he 
wrote  with  equal  facility  in  both  German  and 
English  and  published  works  in  the  languages  of 
both  countries.  An  article  of  his,  published  in 
1897,  includes  halftones  of  as  high  quality  as 
Morton’s.14  On  page  243  of  the  reference  cited 
he  shows  a bullet  in  the  soft  parts,  volar  to  the 
elbow  joint,  and  states  that  this  was  the  first  skia- 
gram taken  in  New  York,  made  on  February  21, 
1896,  by  Professor  Pupin.  He  notes  also  that  the 
exposure  was  one  and  one-half  hours.  This  pre- 
ciseness about  dates  and  figures,  in  a publication 
only  a year  after  the  occurrence,  seems  to  be  more 
authoritative  than  Pupin’s  account  of  the  date  of 
the  first  use  of  the  intensifying  screen,  written 
years  afterward  and  apparently  from  memory. 
It  by  no  means  discredits  Pupin’s  having  been  the 
one  to  introduce  the  fluorescent  screen  but  makes 
it  likely  that  it  was  later  than  the  early  part  of 
February,  1896.  The  detail  in  this  hour  and  a 
half  exposure  leaves  much  to  be  desired;  as  has 
been  mentioned,  the  first  tubes  had  the  equiva- 
lent of  a very  large  focal  spot. 

On  page  257  Beck  expresses  skepticism  as  to 
skin  damage  from  the  x-ray,  notwithstanding  his 
acknowledgment  that  “lately  cases  of  extensive 
dermatitis,  caused  by  the  rays,  have  been  re- 
ported.” The  long  latent  period  before  cumula- 


tive damage  became  manifest  was  deceptive  and 
deadly. 

Beck  published  a photograph  of  the  operator 
looking  at  his  own  hand  with  the  bonnet  fluoro- 
scope, quite  of  a piece  with  the  one  of  Morton’s 
already  mentioned.  And  the  photograph  indi- 
cates that  there  is  nothing  between  the  tube  and 
his  germplasm  but  his  pants,  which  brings  to 
mind  that  in  1905  Drs.  F.  T.  Brown  and  A.  T. 
Osgood  published  in  both  England  and  America 
an  article  entitled  “X-rays  and  sterility.”16-18 
Confirming  Albers-Schonberg,  who  published 
observations  on  animals  in  1903,  they  found  that 
18  men  who  had  spent  some  time  working  with 
x-rays  showed  a deficiency  or  absence  of  sperma- 
tozoa.17 Young  x-ray  men  today  will  do  well  not 
to  ignore  these  findings  if  they  wish  to  hear  the 
patter  of  little  feet  around  their  firesides.  The 
precautions  against  damage  are  simple. 

The  annual  announcement  for  1902-1903  of 
the  University  and  Bellevue  Hospital  Medical 
College  notes  the  following  on  page  50: 

Through  the  generosity  of  friends  of  the  College 
and  in  recognition  of  the  medical  services  rendered 
to  the  late  Edward  N.  Gibbs  by  members  of  the 
Bellevue  Hospital  medical  staff,  there  has  been 
established  in  connection  with  the  College  Clinic 
the  Edward  N.  Gibbs  Memorial  X-Ray  Labora- 
tory. This  has  been  placed  under  the  immediate 
direction  of  Mr.  E.  W.  Caldwell,  an  expert  in 
skiagraphy. 

The  laboratory  is  attached  to  the  College  Clinic, 
and  is  conducted  to  aid  the  medical  and  surgical 
staff  of  Bellevue  Hospital  and  of  the  Clinic  in  the 
diagnosis  and  study  of  obscure  forms  of  disease 
among  the  poor  under  treatment  in  these  institu- 
tions. The  facilities  of  this  laboratory  will  be 
used  to  illustrate  the  lectures  on  Radioscopy.  It 
is  maintained  in  the  highest  degree  of  efficiency  by 
the  founders. 

The  same  announcement  lists  E.  W.  Caldwell 
as  a second-year  student  in  the  College  of  Medi- 
cine. 

Due  largely  to  the  effective  work  of  Morton 
and  of  Beck,  by  1901  the  x-ray  had  become  so 
recognizedly  useful  in  medicine  and  surgery  that 
those  who  wished  to  establish  a useful  institution 
in  memory  of  Edward  N.  Gibbs  saw  fit  to  endow 
an  x-ray  laboratory.  Those  who  frequent  meet- 
ings in  the  New  York  Academy  of  Medicine  will 
remember  the  informal  and  vibrant  portrait  of 
“Reggie”  Sayre,  clad  for  orthopedic  work  in  a 
white  apron,  that  hangs  in  Room  20,  a portrait 
that  has  been  criticized  by  some  who  feel  that  the 
portrait  of  a man  suitable  for  such  august  sur- 
roundings should  show  him  not  alive  but  stuffed 
and  mounted.  Dr.  Leon  T.  LeWald,  who  be- 
came the  second  director  of  the  Gibbs  laboratory 
when  Caldw'ell  left  it,  tells  me  that  it  was  Dr. 
Sayre  who  guided  the  philanthropic  impulses  of 
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the  donors  into  this  most  useful  channel  and  that 
this  x-ray  laboratory  was  established  across  the 
street  from  Bellevue  Hospital  because  the  Hospi- 
tal had  no  room  for  it.  But  to  get  back  to  Cald- 
well. 

The  name  of  Eugene  Wilson  Caldwell  is  known 
to  the  newest  recruit  to  roentgenology  as  the 
eponymn  of  the  Caldwell  lecture.  However, 
there  are  probably  many  younger  members  of  the 
New  York  Roentgen  Society  who  do  not  know 
that  the  Society  was  founded  in  1912  in  the  back 
room  of  Caldwell’s  office.  Caldwell  was  an  out- 
standing electrical  engineer  who  became  inter- 
ested in  roentgenology  from  the  electrical  side. 
The  equipment  of  the  earliest  days  of  the  art  was 
not  very  expensive,  and  a good  many  people  took 
a fling  at  it  only  to  become  disillusioned  as  to  its 
being  the  solution  of  their  vocational  problem. 
From  a photographer  in  this  status,  Caldwell  in 
1898  bought  some  apparatus  and  set  up  in  the 
back  room  of  the  Ford  Instrument  Company,  and 
so  rapidly  did  he  qualify  as  an  expert  in  “skia- 
graphy” that  when  a director  was  needed  for  the 
Gibbs  laboratory  in  1901,  Caldwell  was  named. 
(In  the  announcements  of  New  York  University 
aforementioned,  he  is  listed,  at  the  end  of  the 
faculty,  as  director  of  the  laboratory.  In  the 
announcements  for  1905-1906  and  later  the  let- 
ters M.D.  appear  after  his  name.)  In  the  1902- 
1903  announcement,  mention  is  made  of  a minor 
course  for  seniors,  in  “X-ray  Technique.”  Cor- 
nell University  Medical  College,  two  blocks  up 
the  avenue  at  28th  Street  and  First  Avenue,  made 
no  mention  of  any  x-ray  instruction  until  1906. 

So  much  authentic  material  about  Caldwell  is 
easily  accessible8’18’19  that  I shall  not  make  much 
further  mention  of  him  here,  except  to  say  that 
when,  in  1913,  Dr.  H.  M.  Imboden  came  down 
from  Clifton  Springs  and  relieved  him  completely 
of  the  medical  end  of  his  office,  he  withdrew  into 
the  basement  and  spent  the  rest  of  his  life  in  his 
experimental  machine  shop.  He  had  incurred 
severe  skin  damage  in  his  early  work  and  knew 
that  his  days  were  numbered.  It  was  the  dream 
of  his  life  to  bring  his  stereofluoroscope  to  perfec- 
tion so  that  it  could  be  used  in  World  War  I. 
High-ranking  officers  of  the  Army  Medical 
Corps  visited  this  shop,  and  I have  a perhaps  apo- 
chryphal  recollection  of  his  old  technician,  Tom 
Riker,  telling  me  that  the  Surgeon-General  him- 
self directed  an  unerring  probe  directly  to  a bullet 
embedded  in  a loaf  of  bread.  But  Caldwell  died 
on  June  20,  1918,  with  the  stereofluoroscope  still 
in  the  shop. 

Two  years  ago,  I could  have  picked  up 
the  phone  and  asked  Tom  to  verify  these 
details,  but  he  too  is  gone  now — not  from  x-ray 
injuries,  but  from  a coronary  on  July  29,  1949. 
In  his  many  years  of  experience  Tom  had 


picked  up  enough  of  the  medical  side  of  x-ray 
to  qualify  for  exit  from  the  “doctors’  disease.’.’ 

One  problem  that  interested  Caldwell  intensely 
was  photofluorography,  but  the  / 0.85  lens  that 
enabled  Caldwell’s  friend  Dr.  William  H.  Stew- 
art to  succeed  did  not  come  in  Caldwell’s  life- 
time.20 Independently  of  Dr.  Stewart,  but 
simultaneously,  Dr.  Russell  Reynolds  came 
to  similar  success  in  London,  and  so  long  as 
this  is  a New  York  account,  it  deserves  note  that 
Dr.  Reynolds  is  an  honorary  member  of  the 
New  York  Roentgen  Society,  as  well  as  of  the 
American  Roentgen  Ray  Society.21-22 
Columbia  University  with  Pupin,  Pennsylvania 
with  Goodspeed,  and  Dartmouth  with  Emerson 
and  Frost  produced  results  with  the  x-ray  suf- 
ficiently early  to  get  into  print  in  the  same  issue  of 
Science  that  carried  the  English  translation  of 
Roentgen’s  paper.  Professor  J.  S.  Shearer,  who 
taught  physics  at  Cornell,  took  up  the  work,  and, 
in  my  own  undergraduate  days  in  Ithaca,  he  was 
the  roentgenologist  to  the  University  infirmary. 
Shearer  and  Caldwell,  both  majors,  jointly  wrote 
much  of  the  U.S.  Army’s  Manual  of  Roentgenology 
in  World  War  I.  Shearer’s  sometime  assistant, 
Leo  Paul  Larkin,  instructor  in  x-ray  physics, 
studied  medicine  and  is  a roentgenologist  today. 

Osier’s  textbook  as  late  as  1915  makes  no  men- 
tion of  the  x-ray  in  the  diagnosis  of  intestinal  ob- 
struction, and  in  the  differentiation  between  ulcer 
and  malignancy  in  the  stomach ; Osier  says 
merely,  “The  x-ray  is  sometimes  a help.”5  Even 
in  the  diagnosis  of  tuberculosis,  Osier’s  praise  for 
it  is  faint  at  best.  That  the  status  of  x-ray  diag- 
nosis in  the  two  fields  mentioned  has  made  giant 
strides  in  the  intervening  thirty-five  years  is  due 
to  the  summation  of  the  labors  of  many,  but  there 
must  be  few  who  see  these  words  who  would  not 
recognize  that  I am  leading  up  to  mention  of  Dr. 
Lewis  Gregory  Cole.  Dr.  Cole  and  Dr.  George 
Emerson  Brewer  presented  before  the  American 
Surgical  Association  a paper  based  on  27  gastric 
cases  examined  by  Dr.  Cole  and  operated  on  by 
Dr.  Brewer.23,24  Dr.  Brewer  read  the  paper,  and 
he  said,  “In  the  opinion  of  the  writers,  serial 
roentgenography  will  give  more  accurate  inform- 
ation concerning  lesions  of  the  stomach  than 
any  other  method  now  employed.”  The  discus- 
sion that  followed  this  unprecedented  statement 
is  worth  anyone’s  time  to  read  today.  Dr.  Ar- 
thur Dean  Bevan’s  attitude  toward  x-ray  diag- 
nosis was  but  little  short  of  frank  contempt. 
However,  one  voice  was  raised  in  its  spirited 
defense,  by  a surgeon  from  a little  town  in  the 
middle  West,  a character  by  the  name  of  Will 
Mayo.  Bevan  said,  “I  do  not  believe  any  me- 
chanic or  radiologist,  unless  intimately  associ- 
ated with  a team  of  internist  and  surgeon,  will 
ever  become  as  well  able  to  interpret  the  x-ray  as 
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the  medical  man  himself.”  If  Cole  ever  empha- 
sized anything  in  his  writings,  it  is  that  the  radi- 
ologist is  not  to  be  classed  with  mechanics  but  is  a 
clinician  of  coordinate  rank  with  the  surgeon. 
Dr.  Allen  K.  Krause,  lecturing  in  1919  on  the  his- 
tory of  tuberculosis,  told  of  a statement  of  Yille- 
min’s  being  received  with  skepticism.  Dr. 
Krause  said,  “Villemin’s  reply  was  more  work.” 
Dr.  Cole’s  reply  was  more  work.  See  if  you  can 
get  a surgical  opinion  in  any  first-class  hospital 
today  on  a gastrointestinal  case  before  the  x-ray 
report  is  in.  The  reader  who  will  turn  to  Dr. 
Cole’s  book  will  note  that  Dr.  Cole  was  fully  con- 
scious of  the  roentgenologist’s  responsibility  for 
diagnosis  in  the  small  intestine,  a field  that  has 
been  further  developed  so  fruitfully  by  Dr.  Ross 
Golden.26’26 

In  1940,  I published  a study,  embodying  no 
original  work  of  my  own  but  marshalling  facts  es- 
tablished by  many  others,  indicating  the  superior- 
ity of  x-ray  examination  over  physical  signs  in  the 
detection  of  tuberculosis  in  recruits.27  To  this 
study  I contributed  only  the  cytoplasm.  The 
most  important  part  of  the  nucleus,  was  Dr.  Cole’s. 
In  a pilot  test  of  certain  companies  of  the  69th 
and  also  the  12th  Regiments  of  the  New  York  Na- 
tional Guard  in  1917,  he  had  recommended  the 
rejection  of  certain  men  for  tuberculosis.  Skilled 
physical  examiners  had  found  no  abnormal 
signs  in  some  of  these  men,  and  for  this  reason  the 
Army  not  only  regarded  them  as  sound  and  ac- 
cepted them  but  cited  this  very  material  in  the 
official  medical  history  of  the  World  War  I as 
indicating  that  the  x-ray  was  not  reliable.28  In 
1919-1920  I spent  seven  months  as  a paper-doc- 
tor in  the  Washington  office  of  the  Bureau  of  War 
Risk  Insurance,  rating  tuberculosis  cases,  of 
which  there  were  many.  Looking  back  on  that 
period,  it  occurred  to  me  one  time  that  if  the  rec- 
ords of  some  of  Dr.  Cole’s  rejectees  whom  the 
Army  had  accepted  could  be  located,  the  findings 
might  be  of  value.  The  late  Dr.  Philip  B.  Matz 
was  in  charge  of  the  research  department  of  the 
Veterans’  Bureau.  Dr.  Cole  provided  me  with  a 
list  of  19  men,  with  his  findings,  and  I went  to  Dr. 
Matz  with  the  problem.  He  told  me  that  he 
could  not  give  out  information  that  would  iden- 
tify individuals,  but  he  would  try  to  get  the  ma- 
terial on  the  group.  Ten  cases  could  not  be 
found,  which  does  not  prove  that  these  men  never 
filed  claims,  but  nine  were  found.  Of  these  nine, 
one  had  been  killed  in  action.  The  records  of  the 
other  eight  were  significant:  The  calendar  year 
1917  was  not  out  before  three  had  been  dis- 

i charged  from  service  on  surgeon’s  certificate  of 
disability  for  tuberculosis,  and  the  other  five  all 
died  from  tuberculosis  at  intervals  up  to  1938. 

Let  it  be  remembered  that  here  were  eight 
cases  of  known  compensable — and  commu- 

i 


nicable — tuberculosis  in  19  men  Dr.  Cole  had 
wanted  to  reject.  The  rejection  rate  on  chest 
x-rays  in  the  mobilization  for  World  War  II  was, 
in  round  numbers,  2 per  cent,  and  the  total  num- 
ber in  service  was  approximately  12  million. 
How  many  of  the  approximately  240,000  reject- 
ees would  have  been  taken  into  service  without 
the  x-ray,  I would  not  attempt  to  estimate.  It 
is  known  that  approximately  half  these  rejectees 
showed  active  tuberculosis.  Government  ex- 
penditures have  reached  a level  meanwhile  where 
the  compensation  cost  of  240,000  claimants  the 
government  did  not  get  might  scarcely  have 
added  perceptibly  to  the  tax  burden,  but  the 
adult  exogenous  infection  that  was  saved  by 
turning  back  120,000  cases  of  open  tuberculosis 
and  the  value  of  the  whole  procedure  as  the 
world’s  greatest  case-finding  project  is  something 
to  think  about.  Because  I lived  with  this  prob- 
lem for  several  years,  in  a civilian  capacity,  I be- 
lieve I am  competent  as  a witness  to  testify  that 
the  United  States  has  reason  to  be  very  grateful  to 
Dr.  Lewis  Gregory  Cole  on  the  matter  of  tuber- 
culosis in  recruits,  entirely  aside  from  his  mani- 
fold other  activities,  on  some  of  which  I have  not 
touched  at  all. 

The  bibliography  in  the  study  cited  indicates 
that  immensely  valuable  work,  which  supple- 
mented the  impressive  testimony  of  Dr.  Cole,  has 
been  done  in  the  home  office  of  the  Metropolitan 
Life  Insurance  Company,  notably  by  Drs.  H.  H. 
Fellows,  W.  H.  Ordway,  Ada  Chree  Reid,  and  G. 
S.  Pesquera.  All  this  counts  up  in  an  appraisal 
of  New  York  contributions  to  roentgenology. 

In  the  allotted  space  I have  covered,  incom- 
pletely, only  about  a third  of  the  half  century 
commemorated.  To  have  covered  all  the  period 
would  have  produced  only  a long  catalog  and  a 
tabloid  list  of  achievements  that  would  have  made 
dull  reading.  Subject  to  the  uncertainties  of  life 
in  the  twentieth  century,  if  the  Journal  can 
spare  some  more  space  at  some  future  time,  the 
Germans  have  a word  for  it:  Schluss  folgt. 

115  East  61st  Street 


References 

1.  Chamberlain,  W.  E.:  Radiology  38:  383  (Apr.) 

1942. 

2.  Hecht,  S.:  Biological  Symposia,  Lancaster,  Pennsyl- 
vania, Jacques  Cattell  Press,  1942,  vol.  7. 

3.  Glasser,  O.,  Ed.:  The  Science  of  Radiology,  Spring- 
field,  Illinois,  Charles  C Thomas,  1933. 

4.  Swinton,  A.  A.  C.:  Writings,  Autobiographical  and 
Otherwise,  London,  Longmans,  Green  & Co.,  1929. 

5.  Osier,  W.:  The  Principles  and  Practice  of  Medicine, 
8th  ed.,  New  York,  D.  Appleton  & Co.,  1915. 

6.  Pupin,  M.:  From  Immigrant  to  Inventor,  New 

York,  Charles  Scribner’s  Sons,  1923. 

7.  Morton,  W.  J.:  The  X-ray  or  Photography  of  the 

Invisible,  New  York,  American  Technical  Book  Co.,  1896. 

8.  Brown,  P.:  American  Martyrs  to  Science  Through 

the  Roentgen  Rays,  Springfield,  Illinois,  Charles  C Thomas, 
1936. 

LIBRARY  OF  THE 

r miFr.F  OF  PHYSICIANS 


114 


RAMSAY  SPILLMAN 


[N.  Y.  State  J.  M. 


9.  Daniel,  J.:  Science  3:  666  (Apr.  10)  1896. 

10.  Thomson,  E.:  Electrical  Engineer  22:  <34  (Nov.  25) 

1896. 

11.  Cannon,  W.  B.:  The  Mechanical  Factors  of  Diges- 

tion, London  and  New  York,  Longmans,  Green  & Co.,  1911. 

12.  Idem:  The  Way  of  An  Investigator,  New  York, 

W.  W.  Norton  Co.,  1915. 

13.  Obituary  of  Walter  B.  Cannon:  Am.  J.  Roentgenol. 
55:  94  (Jan.)  1946. 

14.  Beck,  C.:  Internat.  M.  Magazine  6:  241  (May) 

1897. 

15.  Brown,  F.  T.,  and  Osgood,  A.  T.:  Arch.  Roentgen 

Ray  9:  213  (1904-1905). 

16.  Idem:  Am.  J.  Surg.  18:  179  (Apr.)  1905. 

17.  Albers-Schonberg,  H.:  Muenchen  med.  Wchnschr. 

43:  1859  (1903). 

18.  Am.  J.  Roentgenol.,  December,  1918,  vol.  5 (About 
half  of  this  issue  is  devoted  to  Caldwell). 

19.  Hickey,  P.  M.:  ibid.  25:  177  (Apr.)  1931. 


20.  Stewart,  W.  H.,  and  Ghiselin,  F.  H.:  South  Surg. 
9:  21  (Jan.)  1940. 

21.  Reynolds,  R.  J.:  Am.  J.  Roentgenol.  33:  522  (Apr.) 

1935. 

22.  Idem:  J.  Inst.  Electrical  Engineering  79:  389  (Oct.) 

1936. 

23.  Cole,  L.  G.,  and  Brewer,  G.  E.:  Tr.  Am.  S.  A.  32: 
108,  164  (1914). 

24.  Idem:  Ann.  Surg.  61:  55  (Jan.)  1915,  without  dis- 
cussion. 

25.  Cole  Collaborators:  Radiologic  Exploration  of  the 
Mucosa  of  the  Gastrointestinal  Tract,  St.  Paul  and  Minne- 
apolis, Bruce  Publishing  Co.,  1934. 

26.  Golden,  R.:  Radiologic  Examination  of  the  Small 
Intestine,  Philadelphia,  J.  B.  Lippincott,  1945. 

27.  Spillman,  R.:  J.A.M.A.  115:  1371  (Oct.  19)  1940. 

28.  The  Medical  Department  of  the  U.  S.  Army  in  the 
World  War,  Washington,  D.C.,  U.S.  Government  Printing 
Office.  1928,  vol.  9,  p.  193. 


[ 

] 

! 

: 


D 

{ 


f 


: 

c 


I 

f 

: 

i 


: 

< 


l 


A LETTER  FROM  THE  PRESIDENT  IN  1901 

To  the  Members  of  the  New  York  State  Medical 

Association: 

The  annual  meeting  of  the  New  York  State 
Medical  Association,  to  be  held  at  the  Academy  of 
Medicine  in  New  York  City  from  the  21st  to  the 
24th  of  October,  will  close  an  eventful  year  in  the 
history  of  the  association.  During  the  current  year 
eighteen  new  county  associations  have  been  organ- 
ized, and  at  the  annual  meeting  for  1902  it  is 
justifiable  to  predict  that  the  State  Association  will 
have  its  representative  county  organization  in 
every  county  of  the  State  of  New  York,  giving  each 
county  through  the  New  York  State  Medical 
Association  its  affiliation  and  representation  in  the 
American  Medical  Association.  To  thoroughly 
organize  the  profession  of  the  State  by  completing 
the  county  organizations  should  be  the  self-imposed 
duty  of  every  member  of  the  profession  who  accepts 
the  axiom  that  in  united  action  there  is  strength. 
The  upholding  of  the  high  standard  of  medical 


education  which  now  prevails,  and  the  protection  of 
the  public  in  all  matters  pertaining  to  health  can 
only  be  achieved  by  thorough  organization. 

The  unanimous  selection  of  Saratoga  Springs  as 
the  place  of  meeting  of  the  American  Medical 
Association  in  June,  1902,  was  a vote  of  recognition 
of,  and  confidence  in,  the  New  York  State  Medical 
Association  which  every  member  of  the  profession 
in  the  State  should  appreciate.  We  should  bend 
every  energy  to  make  it  the  most  successful  meeting 
in  the  history  of  that  great  body  which  has  justly 
been  called  “the  only  representative  and  really 
national  medical  association  of  America.” 

In  the  spirit  of  devotion  to  its  best  interests,  and 
in  the  full  confidence  of  complete  triumph,  the 
meeting  of  the  State  Association  of  October  of  this 
year  should  command  the  largest  attendance  in  its 
history. 

John  A.  Wyeth,  M.D. 

President  of  the  New  York 
State  Medical  Association 


DERMATOLOGY,  1900—1950 

George  C.  Andrews,  M.D.,  New  York  City 

( From  the  Department  of  Dermatology,  College  of  Physicians  and  Surgeons,  Columbia  University ) 


IN  THE  last  half  century  the  dermatologists  of 
New  York  State  have  contributed  in  an  out- 
standing way  to  medical  progress.  Leaders  have 
been  produced  every  few  years,  and  through  their 
hard  work,  clear  vision,  and  cooperative  spirit 
the  specialty  has  advanced  by  leaps  and  bounds. 
These  men,  notable  and  praiseworthy  as  they 
may  be,  are  the  branches  of  the  vine  which  was 
firmly  planted  and  rooted  by  earlier  men  who  as 
i pioneers  established  dermatology  and  syphilology 
as  a branch  of  learning  worthy  of  special  study. 
The  laboratories  and  clinics,  the  departments  of 
I dermatology  and  the  professorships,  the  Journal 
:!  of  Syphilology  and  Dermatology,  the  tests  and 
atlases,  and  the  dermatologic  societies  for  the 
presentation  and  discussion  of  unusual  cases  were 
a heritage  of  inestimable  value  by  the  year  1900. 
The  names  of  Henry  Daggett  Bulkley,  Edward  L. 
Keyes,  Samuel  Sherwell,  Henry  G.  Piffard,  L. 
Duncan  Bulkley,  J.  Francis  Aitken,  and  George 
Henry  Fox,  of  this  city,  and  Grover  Wende  of 
Buffalo  will  live  forever  in  dermatologic  memory. 
At  the  turn  of  the  century  we  find  at  the  prime 
! of  academic  life  Pollitzer,  the  great  Fordyce, 
1 Trimble,  Schuyler  Clark,  Goldenberg,  White- 
house,  Kingsbury,  Parounagian,  Frank  Fraser, 
Oulmann,  and  Ludwig  Weiss.  The  younger  men 
at  that  time  were  Howard  Fox,  Walter  Highman, 

: Fred  Wise,  George  Miller  MacKee,  Isadore 
Rosen,  Abramowitz,  and  Satenstein.  In  the 
nursery  school  were  Cannon,  Astrachan,  and 
Henry  Niles. 

Each  of  these  men  devoted  their  careers  to 
dermatology.  To  all  it  was  a love  and  to  some  a 
1 veritable  god.  Each  gave  his  time  and  strength 
after  many  years  of  scientific  preparation.  Their 
contributions  deserve  more  description  than  space 
I permits.  Each  monograph  was  a labor;  each 
patient  treated  was  an  achievement  for  humanity. 
Only  the  more  prominent  men  and  their  attain- 
ments can  be  given  due  to  the  limitations  of 
space. 

Sigmund  Pollitzer  (1859-1937)  graduated 
from  Columbia  University,  College  of  Physicians, 
in  1884.  After  graduation  he  left  for  Europe  and 
undertook  research  work  under  Fresenius  and 
Virchow.  In  1889,  he  entered  his  life's  work  first 
at  Unna’s  Clinic  and  then  as  an  assistant  to  Sir 
Malcolm  Morris  in  London.  Later  in  Paris  he 
became  a lifelong  friend  of  Darier  whose  textbook 
he  translated  into  English  in  1920.  Pollitzer 


was  an  expert  histopathologist.  Among  his  best 
remembered  monographs  are  those  on  acanthosis 
nigricans,  xanthoma  of  the  eyelid,  hydradenitis 
suppurativa,  and  parakeratosis  variegata.  In 
society  discussions  he  was  noted  for  his  brief, 
succinct  statements  which  tersely  smothered 
opponents.  He  was  professor  of  dermatology 
at  the  New  York  Post-Graduate  Medical  School 
and  Hospital  from  1895  to  1915. 

John  A.  Fordyce  (1858-1925)  graduated 
from  Northwestern  University  Medical  School 
in  Chicago  in  1881.  After  general  practice  for 
three  years,  he  went  abroad  to  study  dermatology 
in  the  great  medical  centers  of  Vienna,  Berlin, 
and  Paris.  The  degree  of  M.D.  was  received 
from  the  University  of  Berlin  in  1888.  He 
studied  bacteriology  under  Koch  and  dermatol- 
ogy under  Lassar.  On  his  return  in  1888,  he 
settled  in  New  York.  Shortly  afterward  he  be- 
came associated  with  Prince  A.  Morrow  in  the 
editorship  of  the  Journal  of  Cutaneous  Diseases 
and  in  1892  was  appointed  editor-in-chief.  In 
1893,  Fordyce  was  made  professor  of  dermatology 
in  the  Bellevue  Hospital  Medical  College,  and 
when  this  institution  combined  with  New  York 
University  Medical  College  in  1898,  he  became 
professor  at  the  new  institution,  New  York  Uni- 
versity College  of  Medicine.  In  1912,  he  resigned 
to  become  professor  of  dermatology  at  Columbia 
University,  College  of  Physicians  and  Surgeons, 
and  chief  of  the  Vanderbilt  Clinic,  Department  of 
Dermatology.  He  also  was  chief  of  the  derma- 
tologic service  of  the  New  York  City  Hospital 
(Welfare  Island)  from  1893  until  his  death  in 
1925. 

Fordyce  was  a dynamic  personality,  a great 
organizer,  and  a beloved  and  respected  executive. 
His  interests  in  histopathology  and  in  syphilis 
were  paramount.  He  contributed  over  100 
monographs  on  various  dermatologic  subjects. 
Despite  a large  private  practice  and  extensive 
teaching  and  hospital  work,  he  always  found  time 
to  encourage  and  help  younger  physicians  no 
matter  how  obscure.  Under  his  leadership  the 
Department  of  Dermatology  of  the  Vanderbilt 
Clinic  achieved  an  enviable  position,  being 
ranked  as  one  of  the  best  departments  in  America, 
if  not  in  the  world.  Fordyce’s  success  was  to  a 
large  degree  attributable  to  his  loyal  associates, 
many  of  whom  he  had  personally  trained.  They 
were  Drs. 'Isadore  Rosen,  Elizabeth  Jagle,  Fred 
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Wise,  George  Miller  MacKee,  and  A.  Benson 
Cannon,  who  followed  in  his  footsteps  as  profes- 
sor of  dermatology  at  the  College  of  Physicians 
and  Surgeons  until  recently  he  also  passed  on. 

William  B.  Trimble  (1870-1925),  professor 
of  dermatology  and  syphilology,  Medical  College, 
New  York  University. 

J.  Frank  Fraser  (1867-1943)  received  his 
medical  degree  from  Bellevue  Hospital  Medical 
College  in  1892.  He  studied  pathology  in  the 
laboratory  of  his  brother,  Alexander,  who  was 
professor  of  pathology  at  the  New  York  Uni- 
versity College  of  Medicine.  Later,  Frank  Fraser 
specialized  in  dermatology  and  during  his  long 
career  held  a number  of  important  positions. 
For  many  years  he  was  chief  of  clinic  of  the  De- 
partment of  Dermatology  and  Syphilology  and 
associate  professor  at  Cornell  University  Medical 
College.  In  1935,  he  joined  the  Skin  and  Cancer 
Unit  of  the  New  York  Post-Graduate  Medical 
School  and  Hospital  as  associate  clinical  professor 
of  dermatology  and  syphilology.  He  was  also 
consulting  dermatologist  to  the  Memorial  Hos- 
pital for  the  Treatment  of  Cancer  and  Allied 
Diseases.  He  had  exceptional  scientific  attain- 
ments and  contributed  many  meritorious  articles 
on  dermatologic  subjects,  especially  the  lympho- 
blastomata. 

Jerome  Kingsbury  (1871-1944)  graduated 
from  Bellevue  Hospital  Medical  College  in  1897, 
was  an  intern  at  the  New  York  Skin  and  Cancer 
Hospital  from  1898  to  1900,  and  in  1901  began  a 
long  and  faithful  service  at  the  Skin  and  Cancer 
Hospital,  first  as  clinical  assistant  and  later  as 
attending  physician.  In  his  last  year  of  service 
he  was  elected  president  of  the  medical  board. 
Dr.  Kingsbury  was  also  visiting  dermatologist  at 
the  City  Hospital  from  1920  to  1936,  where  he 
was  specially  interested  in  leprosy.  He  was  chief 
of  the  dermatologic  clinic  in  the  Presbyterian 
Hospital  Dispensary  from  1900  to  1917.  He 
wrote  the  text  of  a Portfolio  of  Dermochromes 
published  by  Rebman,  New  York,  in  1913. 
He  belonged  to  all  important  American  derma- 
tologic societies  but  was  reticent  and  modest,  so 
seldom  entered  discussions.  He  was  an  ardent 
balloonist  of  international  repute  and  won  many 
cups  for  expert  marksmanship  with  the  revolver. 
He  was  a member  of  the  Seventh  Regiment, 
New  York  National  Guard,  and  held  the  rank  of 
Colonel  in  the  Medical  Reserve  Corps. 

Mihran  Boghos  Parounagian  (1874-1946), 
son  of  a blacksmith  in  Armenia,  migrated  to  the 


United  States  and,  after  receiving  his  preliminary 
education,  entered  New  York  University  College 
of  Medicine  from  which  he  graduated  in  1895. 
He  became  interested  in  dermatology  and  studied 
with  Piffard,  Fordyce,  and  Pollitzer.  He  was 
visiting  dermatologist  to  the  City  Hospital  and 
adjunct  professor  of  dermatology  and  syphilology 
at  the  New  York  Post-Graduate  Medical  School 
and  Hospital.  He  was  visiting  dermatologist 
and  syphilologist  to  Bellevue  Hospital  and  chief 
of  the  Outpatient  Department  of  that  institution 
from  1918  to  1936,  after  which  he  maintained 
his  affiliation  as  consultant.  He  was  an  active 
member  of  the  Manhattan  Dermatological  So- 
ciety and  chairman  of  the  Section  of  Dermatology 
and  Syphilology  of  the  New  York  Academy  of 
Medicine. 

A.  Schuyler  Clark  (1874-1929),  attending 
physician,  New  York  Skin  and  Cancer  Hospital. 

Henry  Howard  Whitehouse  (1864-1938), 
attending  physician,  New  York  Skin  and  Cancer 
Hospital. 

Hermann  Goldenberg  (1862-1937)  was  a 
profound  scholar.  He  received  his  medical  de- 
gree from  the  University  of  Munich  summa  cum 
laude.  He  studied  dermatology  in  Berlin, 
Vienna,  and  Paris  with  the  great  masters  of  his 
time.  He  began  practice  in  New  York  and  be- 
came associated  with  Dr.  Sigmund  Lustgarten, 
upon  whose  death  Dr.  Goldenberg  was  made  at- 
tending dermatologist  to  Mount  Sinai  Hospital 
from  which  position  he  retired  at  the  age  of  sixty- 
six.  He  was  then  made  consulting  dermatol- 
ogist. Fondness  for  reading  and  an  unusually 
retentive  memory  characterized  his  attainments. 

Ludwig  Weiss  (1852-1930)  received  his 
medical  degree  from  the  University  of  Vienna  in 
1877 ; a short  time  later  he  began  the  practice  of 
medicine  in  New  York.  He  was  chief  of  the  der- 
matologic and  genitourinary  department  of  the 
German  Polyclinic,  lecturer  on  skin  diseases  at 
the  New  York  Post-Graduate  Hospital,  and  con- 
sulting physician  to  several  hospitals.  The  wel- 
fare of  the  German  Polyclinic,  of  which  he  was 
president  for  many  years,  was  close  to  his  heart, 
and  he  labored  with  untiring  effort  in  its  behalf. 
Dr.  Weiss  translated  several  medical  books  from 
German  into  English  and  from  English  into 
German.  He  was  the  author  of  many  articles  on 
dermatologic  subjects. 

Howard  Fox  began  life  on  July  4,  1873, 
which  may  account  for  his  dynamic  career. 
After  graduation  from  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  in  1898,  he 
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studied  abroad  in  the  large  dermatologic  clinics 
of  Berlin  and  Vienna  for  two  years.  On  his  re- 
turn, he  entered  his  father’s  services  at  the 
Vanderbilt  Clinic  and  the  New  York  Skin  and 
Cancer  Hospital.  He  was  elected  a member  of 
the  American  Dermatological  Association  in 
1908,  became  its  vice-president  in  1915,  and 
president  in  1926.  He  was  first  president  of  the 
American  Academy  of  Dermatology  and  Syphi- 
lology  and  was  president  of  the  American  Board 
of  Dermatology  and  first  chairman  of  the  Section 
of  Dermatology  and  Syphilology  of  the  Medical 
Society  of  the  State  of  New  York  from  1926  to 
1928.  Howard  Fox  was  one  of  the  vice-presi- 
dents of  the  “Deutsche  Dermatologische  Gesell- 
schaft,”  Bonn,  Germany,  August,  1929;  vice- 
president  and  secretary  of  the  American  delega- 
tion at  the  Eighth  International  Congress  of 
Dermatology  at  Copenhagen,  Denmark,  in  1930; 

: and  one  of  the  honorary  presidents  of  the  Ninth 
International  Congress  of  Dermatology  at 
Budapest,  Hungary,  in  1935.  He  is  an  honorary 
member  of  many  foreign  dermatologic  societies 
and  attending  or  consulting  dermatologist  to 
i many  hospitals  in  and  about  New  York  City. 
He  has  been  professor  of  dermatology  at  the 
Dartmouth  Medical  School,  at  the  New  York 
Polyclinic  Medical  School  and  Hospital,  and  at  the 
New  York  University  College  of  Medicine,  and 
under  his  leadership  the  dermatologic  division 
of  the  College  of  Bellevue  Hospital  was  expanded. 
Dr.  Fox  is  now  professor  emeritus  of  dermatology, 
New  York  University  Post-Graduate  Medical 
School. 

Howard  Fox  was  elected  to  the  editorial  board 
of  the  Archives  of  Dermatology  and  Syphilology  in 
1936  and  only  one  year  later  became  editor-in- 
chief.  An  inexhaustible  capacity  for  work  and 
a thorough  knowledge  of  etymology  and  literary 
style  ideally  suited  him  to  the  Herculean  task, 
as  the  Archives  under  Pusey  had  become  the 
foremost  dermatologic  publication  in  the  world. 

In  addition  to  all  these  achievements,  Howard 
Fox  had  an  almost  equally  enviable  military 
career.  In  1911,  he  was  commissioned  a first 
lieutenant,  Medical  Officers  Reserve  Corps. 
He  directed  training  camps  for  medical  officers 
from  1913  to  1916.  During  World  War  I,  he 
was  in  active  service,  rising  through  successive 
grades  to  lieutenant  colonel  in  1918.  In  France 
he  was  commanding  officer  of  Base  Hospital 
136  at  Vannes.  In  World  War  II,  he  was  con- 

!sultant  in  tropical  diseases  to  the  Secretary  of 
War,  giving  lectures  every  two  months  for  three 
years  at  the  Army  Medical  School  in  Washington. 


Ludwig  Oulmann  (1875-1940),  attending 
dermatologist  and  syphilologist,  German  Poly- 
clinic Hospital. 


Hans  J.  Schwartz  (1876-  ),  emeritus  pro- 
fessor, Clinical  Medicine  (Dermatology),  Cornell 
University  Medical  College. 

Dudley  Stetson  (1878-1948),  attending  der- 
matologist, Roosevelt  Hospital. 

George  Miller  MacKee  (1878-  ) began 
his  dermatologic  career  in  1904  when  he  became 
associated  with  Dr.  Fordyce  who  was  then  pro- 
fessor of  dermatology  and  syphilology  at  the 
New  York  University  and  Bellevue  Hospital 
Medical  College.  Six  years  later,  Fordyce 
became  professor  at  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  and  Dr. 
MacKee  served  there  in  various  academic  posi- 
tions. He  became  professor  in  1927  and  con- 
tinued in  that  capacity  until  1933.  In  1934, 
Dr.  MacKee  was  appointed  professor  of  clinical 
dermatology  and  syphilology  and  executive 
officer  of  the  New  York  Skin  and  Cancer  Unit 
of  the  New  York  Post-Graduate  Medical  School 
and  Hospital,  which  position  he  held  until  he 
reached  the  age  of  retirement  and  was  made 
professor  emeritus  of  dermatology,  being  suc- 
ceeded by  Dr.  Marion  Sulzberger. 

Throughout  Dr.  MacKee’s  long  and  productive 
career  he  was  accorded  practically  all  the  honors 
as  well  as  the  responsibilities  of  the  specialty. 
His  major  interest  was  the  training  of  young  men 
and  women  in  dermatology,  and  he  really  devoted 
his  entire  time  and  effort  to  such  training  and 
to  organizing  teaching  facilities  and  financing 
scholarships  for  many  years. 

Dr.  MacKee  was  a pioneer  in  dermatoroentgen 
therapy.  His  paper  on  “Arithmetical  Computa- 
tion of  Roentgen  Dosage”  in  1919  was  a classic 
for  at  least  two  decades.  His  enduring  achieve- 
ment is  his  book  (now  in  the  fourth  edition), 
X-rays  and  Radium  in  the  Treatment  of  Diseases 
of  the  Skin.  The  last  edition  was  written  in 
collaboration  with  Dr.  Cipollaro. 

For  many  years  Dr.  MacKee  was  editor  of 
the  Journal  of  Cutaneous  Diseases  (1908  to  1918) 
and  subsequently  was  on  the  editorial  board  of 
the  Archives  of  Dermatology  and  Syphilology  until 
this  past  year.  He  published  a multitude  of 
original  papers  on  a wide  variety  of  dermatologic 
subjects,  the  best  known  being  purpura  annularis 
telangiectodes,  monilethrix,  Kaposi’s  sarcoma, 
neurotic  excoriations,  and  congenital  ectodermal 
defect. 

Walter  J.  Highman  (1879-1934)  received  his 
medical  degree  from  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  in  1901. 
He  studied,  dermatology  at  various  European 
medical  centers  and  later  became  actively  as- 
sociated with  Mount  Sinai,  Lenox  Hill,  and 
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Lebanon  Hospitals.  He  was  specially  interested 
in  histopathology  and  wrote  a number  of  books 
and  articles  on  dermatologic  subjects. 

David  L.  Satenstein  (1880-1943)  was  gradu- 
ated from  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  in  1902.  He  interned  at 
Mount  Sinai  Hospital  and  then  went  to  Europe 
for  two  years  where  he  studied  in  the  large 
clinics  of  Vienna,  Berlin,  and  other  medical 
centers,  concentrating  on  pathology.  After  his 
return  to  New  York  he  was  associated  with  Dr. 
William  S.  Gottheil  at  Fordham  University  and 
at  New  York  City  Hospital.  Later  he  became 
affiliated  with  the  dermatologic  department  of 
Vanderbilt  Clinic,  headed  by  the  late  Dr.  John  A. 
Fordyce,  spending  most  of  his  time  in  histopathol- 
ogy. In  1927,  he  was  appointed  associate  profes- 
sor in  dermatology  at  the  New  York  Post-Gradu- 
ate Hospital,  under  the  directorship  of  Dr.  George 
Miller  MacKee.  Dr.  Satenstein  was  one  of  the 
early  members  of  the  Manhattan  Dermatological 
Society  and  for  many  years  its  secretary.  For 
over  thirty-five  years  he  devoted  most  of  his 
time  to  teaching  students  the  microscopic  inter- 
pretation of  slides.  He  was  extremely  generous 
and  patient  with  students  and  in  helping  his 
colleagues. 

Fked  Wise  (1881-1950)  held  a unique  place 
in  dermatology  and  syphilology  for  almost  half 
a century.  Graduating  from  the  College  of 
Physicians  and  Surgeons  of  Columbia  University 
in  1904,  he  soon  achieved  recognition  as  a great 
teacher,  an  outstanding  clinician,  and  an  unfor- 
gettable personality.  He  possessed  a keen  mind, 
a retentive  memory,  and  an  inspiring  interest  in 
his  specialty  to  the  progress  of  which  he  was  a 
major  contributor. 

On  the  staff  of  Dr.  Fordyce,  Dr.  Wise  was  chief 
of  clinic  of  the  Vanderbilt  Clinic  and  associate 
professor  of  dermatology  and  syphilology  at 
the  College  of  Physicians  and  Surgeons.  Subse- 
quently, he  was  chief  of  service  and  clinical 
professor  of  dermatology  and  syphilology  on 
the  staff  of  Dr.  MacKee  at  the  Skin  and  Cancer 
Unit  of  the  New  York  Post-Graduate  Hospital. 
He  was  also  for  many  years  director  of  the  der- 
matologic services  at  the  Montefiore  Hospital 
and  the  French  Hospital,  both  in  New  York 
City.  At  one  time  he  was  associate  editor  of 
the  Journal  of  Cutaneous  Diseases,  past-president 
of  the  American  Dermatological  Association,  and 
for  many  years  edited  the  Year  Book  of  Derma- 
tology and  Syphilology. 

Dr.  Wise’s  monographs  were  numerous  and 
of  outstanding  quality.  He  was  an  exception- 
ally able  editor  with  extraordinary  knowledge 
of  the  world’s  literature.  His  106  articles  cover 


a variety  of  dermatologic  subjects,  the  best 
known  ones  being  on  radiation  therapy,  the  li- 
chens, acrodermatitis  chronica  atrophicans,  sclero- 
derma, and  epidermodysplasia  verruciformis. 

As  a teacher  Fred  Wise  was  unequaled.  His 
wide  experience  and  reading,  his  concise  lan- 
guage, clear  and  unbiased  thinking,  modesty, 
and  kindness  uniquely  impressed  themselves 
upon  his  many  students  and  friends.  The  name 
Fred  Wise  is  admired  and  beloved  by  derma- 
tologists throughout  the  world. 

Isadore  Rosen  (1881-  ) received  his  start 
in  dermatology  as  assistant  to  Dr.  Hermann 
Goldenberg  at  the  Mount  Sinai  Skin  Clinic. 
He  became  chief  of  the  Skin  and  Syphilis  Service 
at  the  Mount  Sinai  Hospital  and  associated  with 
Dr.  John  A.  Fordyce,  the  professor  of  derma- 
tology at  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  where  he  became  clinical 
professor.  Together  with  Drs.  Wise,  Satenstein, 
Abramowitz,  and  Scheer  he  participated  in  the 
expansion  of  postgraduate  teaching  at  the  Skin 
and  Cancer  Unit  of  the  Post-Graduate  Hospital 
under  the  leadership  of  MacKee.  Dr.  Rosen 
held  many  important  offices  and  is  a member  of 
the  important  American  dermatologic  societies. 
His  contributions  to  dermatologic  literature  have 
been  important,  and,  in  addition,  he  is  famous- 
for  his  achievements  on  canvas  with  oils  and 
paints.  Although  retired  he  remains  consultant 
at  the  Skin  and  Cancer  Unit  and  the  New  York 
University  Post-Graduate  Hospital. 

J.  Gardner  Hopkins  (1882-  ) entered 
dermatology  after  most  extensive  preparation 
in  basic  sciences,  especially  pathology  and  bac- 
teriology. Under  Francis  Carter  Wood  and 
Hans  Zinsser,  Gardner  Hopkins  received  an. 
extraordinary  education  in  science.  With  such 
a foundation  it  is  no  small  wonder  that  his 
services  as  professor  of  dermatology  at  the 
College  of  Physicians  and  Surgeons  for  the  past 
twenty  years  brought  great  expansion  and  dis- 
tinction to  the  department.  Having  succeeded 
Dr.  John  A.  Fordyce  in  1926,  he  at  once  or- 
ganized what  is  probably  the  best  Department 
of  Mycology  in  the  country  and  instituted  ad- 
vanced methods  of  research  and  teaching. 
“Hoppy”  is  now  professor  emeritus  of  derma- 
tology, College  of  Physicians  and  Surgeons, 
Columbia  University,  and  continues  as  director 
of  the  Department  of  Mycology  and  chairman 
of  the  Committee  on  Research. 

Countless  honors  and  distinctions  have  been 
accorded  to  Dr.  Hopkins,  both  in  dermatology 
and  for  military  service.  He  is  past-president 
of  the  American  Dermatological  Association 
and  has  been  chairman  or  president  of  nearly 
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all  the  American  dermatologic  societies.  He  was 
one  of  the  founders  of  the  American  Academy 
of  Dermatology.  During  World  War  I,  Major 
Hopkins  was  sent  to  Serbia  with  Colonel  Hans 
Zinsser  to  study  the  bubonic  plague  epidemic. 
There,  at  great  personal  risk,  they  studied  the 
transmission  of  the  disease  by  fleas  and  found 
ways  to  combat  it.  During  World  War  II, 
Hoppy  spent  four  years  (without  salary)  as  a 
“responsible  investigator”  and  “technical  con- 
sultant” to  the  Field  Service  in  the  Southwest 
Pacific  area  where  he  lived  under  front  line  condi- 
tions with  the  troops  and  often  administered 
plasma  on  beach-heads  under  enemy  fire.  One 
could  cite  countless  instances  of  his  abiding  con- 
cern for  others  and  his  ingrained  disregard  for 
his  own  welfare.  Both  as  a man  and  a scientist 
he  wins,  to  a rare  degree,  the  lasting  respect  of 
all  who  cross  his  path. 

Ray  H.  Rulison  (1882-1950),  director,  Der- 
matological Service,  Lincoln  Hospital. 

E.  William  Abramowitz  (1887-1949)  was 
clinical  professor  of  dermatology  and  sypliilology 
at  the  New  York  Post-Graduate  Medical  School 
and  Hospital  and  attending  physician  at  the  New 
York  Skin  and  Cancer  Unit,  as  well  as  director 
of  dermatology  at  the  Gouverneur  and  Jewish 
Memorial  Hospitals.  He,  together  with  Wise, 
Rosen,  Scheer,  Satenstein,  and  Cipollaro,  loyally 
worked  with  Dr.  MacKee  at  the  old  Vanderbilt 
Clinic  and  then  later  built  up  the  Skin  and 
Cancer  Unit  of  the  New  York  Post-Graduate 
Medical  School. 

Dr.  Abramowitz  was  an  ardent  teacher  and 
investigator.  His  work  upon  dermatitis  medi- 
camentosa survives  as  an  outstanding  contribu- 
tion. He  was  the  author  of  many  valuable 
monographs  on  this  and  kindred  subjects. 

A.  Benson  Cannon  (1888-1950)  was  born  in 
Camden,  Alabama.  He  graduated  from  Erskine 
College  in  1909,  received  his  M.D.  from  Tulane 
University  in  1913,  and  interned  at  Presbyterian 
Hospital,  New  York,  which  he  continued  to 
serve  until  his  death  on  November  27,  1950.  He 
was  associated  with  the  late  Dr.  John  A.  Fordyce 
from  1916  to  1924.  He  did  postgraduate  work 
in  dermatology  in  Vienna  from  1924  to  1925  un- 
der Professor  Leopold  Arzt  and  returned  to  go 
into  private  practice  in  New  York  City.  He 
was  made  an  instructor  in  dermatology  at  the 
College  of  Physicians  and  Surgeons  and  assistant 
visiting  physician  at  Vanderbilt  Clinic  in  1925 
and  the  following  year  became  attending  derma- 
tologist and  chief  of  service  at  City  Hospital,  a 
post  he  continued  to  hold  until  his  death.  Upon 
the  retirement  of  Dr.  J.  Gardner  Hopkins  in 
1947,  Dr.  Cannon  became  professor  of  dermatol- 


ogy at  the  College  of  Physicians  and  Surgeons 
and  director  of  the  Department  of  Dermatology 
of  the  Columbia-Presbyterian  Medical  Center. 

Dr.  Cannon’s  interest  in  syphilology,  which  be- 
gan with  his  association  with  Dr.  Fordyce,  con- 
tinued throughout  his  life.  He  wrote  some  26 
papers  on  the  subject,  and  others  are  now  in  press. 
He  was  in  the  forefront  of  those  who  developed 
new  treatment  methods.  He  introduced  the 
syringe  method  in  intensive  arsenotherapy  and 
was  responsible  for  other  variations  in  technic. 
He  was  among  the  pioneers  in  the  treatment  of 
syphilis  with  penicillin,  using  an  experimental 
supply  of  the  drug  in  a special  ward  at  Presbyte- 
rian Hospital. 

In  1927,  Dr.  Cannon  introduced  in  America 
the  first  successful  treatment  of  varicose  veins 
and  ulcers  by  the  use  of  a sclerosing  solution  and 
compression  bandages.  Sporadic  attempts  had 
been  made  both  in  Europe  and  America,  but  tox- 
icity of  the  solutions  used  and  the  occurrence  of 
deaths  and  embolic  phenomena  had  been  dis- 
couraging. Dr.  Cannon’s  report  of  the  treatment 
of  82  inveterate  cases,  many  with  serious  compli- 
cations, from  his  service  at  City  Hospital,  with  41 
per  cent  being  discharged  cured,  established  that 
method  of  therapy  in  this  country. 

Lupus  erythematosus  wras  another  disease  of 
particular  interest  to  Dr.  Cannon  and  wras  the 
subject  of  a number  of  his  papers.  He  was  the 
first  to  describe  white  sponge  nevus  and  encour- 
aged younger  associates  to  describe  other  entities 
recognized  by  him.  His  last  professional  act  was 
to  approve  in  final  form  a motion  picture  on  the 
treatment  of  cutaneous  cancer.  He  was  one  of 
the  first  dermatologists  to  employ  superficial  x- 
ray  therapy  in  the  treatment  of  disorders  of  the 
skin  and  was  always  cognizant  of  its  dangers  as 
well  as  its  value. 

Professor  Cannon  was  pre-eminently  a clini- 
cian, diagnostician  of  the  highest  order,  and  a 
teacher  who  constantly  preached  the  interde- 
pendence of  dermatology  with  other  branches  of 
medicine.  He  took  his  own  case  histories  and 
gave  complete  physical  examinations  to  all  his 
patients,  regardless  of  the  apparent  triviality  of 
some  complaints.  “Treat  the  man  and  not  the 
disease”  was  his  guiding  principle,  and  the  true 
record  of  his  accomplishments  must  be  read  in  his 
patients.  Benson  Cannon’s  strong  leadership 
and  untiring  devotion  to  his  department  will  be 
deeply  missed. 

Girsh  David  Astrachan  (1892-1946),  as- 
sistant clinical  professor,  dermatology,  New 
York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals. 

Laird  S.'  Van  Dyck  (1893-1944),  assistant 
attending  physician,  Skin  and  Cancer  Unit,  New 
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York  Post-Graduate  Medical  School  and  Hos- 
pital. 

Henry  D.  Niles  (1901-1941),  chief  of  clinic, 
Skin  and  Cancer  Unit,  New  York  Post-Graduate 
Medical  School  and  Hospital. 

Summary 

The  last  twenty-five  years  have  been  an  era 
of  centralization,  consolidation,  and  unification 
in  medicine.  At  the  beginning  of  the  century 
there  were  many  large  and  small  hospitals  and 
clinics  scattered  throughout  the  city.  In  1928, 
the  Presbyterian  Hospital,  the  Vanderbilt  Clinic, 
College  of  Physicians  and  Surgeons,  Sloane  Hos- 
pital, Babies  Hospital,  Neurological  Institute, 
and  other  institutions  were  moved  to  168th 
Street  and  Broadway  as  units  of  the  newly  formed 
Columbia-Presbyterian  Medical  Center.  Dr. 
J.  Gardner  Hopkins  was  made  professor  of 
dermatology  and  executive  officer  of  the  depart- 
ment in  this  Center.  To  it  were  added  ’the  Eye 
Institute,  the  Psychiatric  Hospital,  the  Institute 
of  Public  Health,  and  the  Post-Graduate  Medical 
School  and  Hospital  including  the  Skin  and  Can- 
cer Unit,  under  the  direction  of  Dr.  George  M. 
MacKee,  who  was  associate  professor  of  der- 
matology and  executive  head  of  the  department 
for  postgraduate  teaching.  Under  his  leadership 
the  department  became  the  largest  and  most  re- 
nowned postgraduate  teaching  center  for  derma- 
tology in  the  world.  Recently,  both  Dr.  Hop- 
kins and  Dr.  MacKee  have  retired,  being  suc- 
ceeded as  previously  mentioned  by  the  late 
Dr.  A.  Benson  Cannon  and  by  Dr.  Marion  B. 
Sulzberger  who  ably  carries  on  the  great  re- 
sponsibilities entailed,  because  the  dermatology 
departments  at  the  Columbia  Presbyterian 
Medical  Center  and  at  the  Post-Graduate 
Medical  School  and  Hospital  and  the  Skin  and 
Cancer  Unit  are  two  of  the  foremost  teaching  cen- 
ters for  dermatology  in  the  present  world. 

In  1932,  Cornell  University  Medical  College 
and  the  New  York  Hospital  combined  to  form  a 


large  medical  center  at  York  Avenue  and  68th 
Street,  being  joined  by  the  Memorial  Hospital 
for  the  Treatment  of  Cancer  and  Allied  Diseases 
and  by  the  Lying-In  Hospital,  and  affiliated  with 
the  Rockefeller  Institute.  Recently,  the  Sloane- 
Kettering  Hospital  and  the  James  Ewing  Hos- 
pital have  been  added.  Dr.  George  M.  Lewis 
has  been  professor  of  dermatology  and  executive 
officer  of  the  department  in  this  huge  medical 
center  for  the  last  decade,  as  well  as  secretary 
of  the  American  Board  of  Dermatology.  In  these 
tremendously  important  positions  Dr.  Lewis  has 
had  a powerful  influence  on  the  teaching  of  der- 
matology in  this  country.  It  is  largely  through 
his  inspiring  work  and  that  of  Dr.  Anthony  C. 
Cipollaro  and  other  members  of  the  Board  that 
the  standards  of  postgraduate  training  in  this 
specialty  have  been  raised  to  an  extremely  high 
level.  In  this  connection  the  untiring  devotion 
of  Dr.  Earl  D.  Osborne  of  Buffalo,  as  secretary 
of  the  American  Academy  of  Dermatology  and 
Syphilology  since  its  formation  in  1937,  has 
maintained  in  a practical  and  effective  way  the 
postgraduate  instruction  of  Diplomates  of  the 
Board. 

Now  a new  consolidation,  possibly  larger  and 
greater  than  the  Columbia-Presbyterian  or  the 
Cornell-New  York  centers,  has  been  consum- 
mated. It  comprises  two  medical  schools, 
the  New  York  University  Medical  College  and 
the  New  York  Post-Graduate  Medical  College,  as 
well  as  the  Third  and  Fourth  Divisions  of  Belle- 
vue Hospital,  the  University  Hospital,  and  the 
New  York  Skin  and  Cancer  Unit.  Dr.  Marion 
B.  Sulzberger  is  the  professor  of  dermatology 
and  director  of  the  department.  He  is  a great 
executive  and  organizer,  a great  writer  and 
teacher.  This  new  center  is  still  largely  under 
construction  but,  when  completed,  should  offer 
extraordinary  facilities,  because  each  new  center 
adopts  the  good  points  and  discards  the  bad 
points  of  previously  built  centers. 
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INFORMATION  WANTED  BY  COMMITTEE  ON  VACCINATION 


At  its  May  meeting,  the  New  York  County 
Medical  Association  appointed  a special  committee 
to  inquire  into  the  expediency  of  making  vaccina- 
tion compulsory  in  the  County  of  New  York.  The 
report  will  be  made  at  the  October  meeting  and 
probably  presented  to  the  State  Association  for  con- 
sideration. The  chairman  of  the  committee,  Dr.  F. 
W.  Loughran,  will  be  grateful  for  any  information 
bearing  upon  this  important  question  and  for  the 


views  of  physicians  regarding  the  limitations  of 
compulsory  vaccination.  He  will  also  be  thankful 
to  chiefs  of  local  boards  of  health  or  health  officers  in 
country  districts  for  such  information  as  they  will 
kindly  impart. 

Communications  should  be  addressed  to  Dr. 
F.  W.  Loughran,  744  Prospect  Avenue,  Bronx, 
New  York. — New  York  State  Journal  of  Medicine, 
July,  1901,  p.  138. 


A HALF  CENTURY  OF  PROGRESS  IN  ANESTHESIA  IN 
NEW  YORK  STATE 

E.  A.  Rovenstine,  M.D.,  and  Johannes  Bartels,  M.D.,  New  York  City 
{From  the  Department  of  Anesthesiology,  New  York  University-Bellevue  Medical  Center) 


POPULAR  biography  frequently  creates  the 
erroneous  impression  that  scientific  discovery 
or  the  demonstration  of  a new  principle  is  most 
often  made  by  inspiration.  This  is  rarely  the 
case.  One  usually  gathers  the  accumulated  ob- 
servations of  predecessors,  coordinates  the  in- 
numerable facts  or  impressions,  and  integrates 
them  into  a discovery.  Only  those  familiar  with 
the  ways  of  medicine  know  and  honor  the  many 
whose  integrity  and  efforts  have  made  the  dis- 
covery possible.  There  are  many  in  New  York 
State  who  have  contributed  to  the  progress  of 
anesthesiology  during  the  fifty  years  past,  but 
only  a few  can  be  mentioned  here. 

The  turn  of  the  century  found  New  York  with 
little  that  was  conducive  to  progress  in  anesthesia. 
One  physician  only,  Thomas  Buchanan,  was 
devoting  his  entire  practice  to  this  specialty. 
The  New  York  Homeopathic  Medical  School, 
later  the  New  York  Medical  College,  created  a 
department  and  named  Buchanan  the  first  pro- 
fessor of  the  subject.  The  school  has  maintained 
the  department  continuously  but  has  had  since 
Buchanan  only  one  other  professor,  Donald  E. 
Brace,  serving  since  1935.  A contemporary  of 
the  times  was  T.  L.  Bennett,  who  devoted  much 
of  his  time  to  anesthesia  and  produced  in  1900  an 
inhaler  which  gained  considerable  popularity. 
It  could  be  used  to  administer  nitrous  oxide  as 
well  as  ether  and  was  one  of  the  earliest  attempts 
at  what  was  then  called  the  “closed  system.” 
R.  C.  Coburn  provided  an  inhaler  in  1912  that 
| was  a forerunner  of  the  present  “to-and-fro” 
method.  The  following  year  Karl  Connell,  the 
surgeon,  introduced  the  “anesthesiometer,”  which 
I made  it  possible  to  administer  gases  in  measured 
s amounts.  H.  C.  Luke’s  popular  gas-oxygen- 
ether  apparatus  was  placed  in  use  in  1915. 

An  original  contribution  was  made  in  1913  by 
James  T.  Gwathmey  with  his  rectal-oil-in-ether 
anesthesia.  Gwathmey’s  first  article  in  which  he 
pleaded  for  a generous  use  of  oxygen  during  gen- 
i eral  anesthesia  appeared  in  1905,  and  during  the 
subsequent  forty  years  of  restless  activity  he 
expressed  his  opinions  freely  on  nearly  every 
phase  and  type  of  anesthesia.  His  influence  was 
felt  throughout  the  country,  and  he  aroused  much 
interest  in  anesthesia  as  a specialty.  His  way  of 
giving  ether  by  rectum  became  very  popular, 

( especially  in  obstetrics,  where  analgesia  without 
muscular  relaxation  was  sufficient.  A few  years 
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later,  in  1921,  Gwathmey  called  his  method 
“synergistic  colonic  analgesia.”  The  method  did 
not  “abolish  inhalation  anesthesia,”  as  he  sug- 
gested that  it  might  in  1913,  but  in  his  last  article 
on  the  subject,  published  in  1942,  he  could  state 
that  his  method  still  had  an  important  place  in 
modern  anesthesia.  Gwathmey  contributed  most 
to  the  development  of  anesthesia  by  the  publica- 
tion of  his  textbook  in  1914,  re-edited  in  1924. 
It  was  the  first  textbook  on  anesthesia  published 
in  New  York  and  the  outstanding  proof  of  Gwath- 
mey’s vision,  courage,  and  confidence  in  the  fu- 
ture. His  sight-feed  apparatus  for  administering 
gases  and  volatile  anesthetic  agents  gained  wide 
popularity  here  and  was  frequently  copied  in  other 
countries. 

In  the  meantime,  others  had  become  particu- 
larly interested  in  that  most  important  detail  of 
anesthesia,  the  airway.  Mention  should  be 
made  in  the  first  place  of  Samuel  Meltzer  and 
John  Auer,  of  the  Rockefeller  Institute,  who  in 
1910  published  the  results  of  experiments  with 
dogs.  A catheter  about  half  its  size  was  intro- 
duced into  the  trachea  and  oxygen  introduced  to 
provide  “respirations  without  respiratory  move- 
ments.” Charles  A.  Elsberg  quickly  adapted  the 
method  to  anesthesia  for  human  beings.  At  first 
he  introduced  the  catheter  using  his  finger  as  a 
guide  to  find  the  epiglottis,  but  soon  he  found 
Jackson’s  laryngoscope  more  satisfactory.  In- 
trathoracic  operations  were  possible  by  this 
method  and  much  less  cumbersome  and  expensive 
than  with  the  earlier  devised  pressure  chambers. 
William  E.  Branower  advanced  the  procedure  and 
added  many  improvements.  The  tube  in  the 
trachea  caused  alert  observers  to  notice  that 
patients  fared  much  better  if  a free  airway  was 
maintained  throughout  anesthesia,  and  a number 
of  New  York  State  anesthetists  devised  or  modi- 
fied oropharyngeal  or  nasopharyngeal  airways. 
Among  these  were  Joseph  Lombard,  Karl  Con- 
nell, and  R.  C.  Coburn. 

After  World  War  I,  spinal  and  regional  anes- 
thesia became  popular  in  America.  Gaston 
Labat,  George  P.  Pitkin,  and  Harry  Koster  are 
among  those  from  New  York  who  contributed 
much  to  this  form  of  anesthesia.  Labat’s  book 
on  regional  anesthesia,  published  in  1922  and  re- 
edited  in  1928,  is  still  considered  among  the  stand- 
ard works  on  the  subject. 

Pitkin  was  aware  of  the  importance  of  the  use 
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of  solutions  lighter  and  heavier  than  spinal  fluid 
and  the  shifting  of  the  patient’s  position  accord- 
ingly to  obtain  exactly  the  desired  level  of  anal- 
gesia. His  term  “controllable  spinal  anesthesia” 
has  become  obsolete,  but  his  technic  has  changed 
but  little. 

In  the  related  fields  of  resuscitation  and  inhala- 
tion therapy,  Paluel  Flagg  worked  vigorously  to 
arouse  interest  in  and  recogniton  of  these  activi- 
ties. John  Evans  and  Alvin  Barach  were  out- 
standing leaders  in  developing  oxygen  therapy. 
Flagg  also  made  many  contributions  to  the  devel- 
opment of  anesthesia  proper.  His  book,  The 
Art  of  Anesthesia,  first  published  in  1916,  is  now  in 
its  seventh  edition. 

The  initiative  to  establish  an  organization  of 
anesthetists  was  taken  in  New  York.  In  1905, 
Adolph  E.  Erdmann  of  Brooklyn  called  seven 
colleagues  together,  and  the  result  of  the  meeting 
was  the  formation  of  the  Long  Island  Society  of 
Anesthetists.  This  is  the  second  oldest  organiza- 
tion of  anesthetists  with  a continuous  unbroken 
record  in  the  world.  In  1911,  the  name  was 
changed  to  the  New  York  Society  of  Anesthetists. 
In  the  late  1920’s,  the  need  for  some  sort  of  certi- 
fication became  more  and  more  manifest,  and  the 
New  York  group  established  the  Fellowship  in 
Anesthesia,  which  was  the  forerunner  of  the  Ameri- 
can Board  of  Anesthesiologists.  The  New  York 
Society  eventually  became  the  American  Society 
of  Anesthesiologists,  and  the  establishment  of 
anesthesia  as  an  American  Board  specialty 
materialized  in  1938.  Much  credit  for  organiza- 
tion in  the  specialty  belongs  to  Paul  M.  Wood. 
For  many  years,  he  carried  the  burden  that  finally 
brought  the  recognition  that  the  special  practice 
of  anesthesiology  now  enjoys. 

This  survey  would  be  incomplete  without  a 
mention  of  anesthesia  in  World  War  I.  Two 
New  Yorkers  made  outstanding  contributions, 
James  T.  Gwathmey  and  Lewis  Booth.  At  that 
time,  ether  and  chloroform  were  still  considered 
to  be  the  best  anesthetic  agents.  Gwathmey  saw 
to  it  that  a gas-oxygen-ether  machine  was  re- 
quired equipment  for  the  American  Expeditionary 
Forces,  and  after  endless  difficulties  the  produc- 
tion of  these  machines  got  under  way  in  France. 
Booth  succeeded  Gwathmey  as  chief  anesthetist 
of  the  European  Theater.  An  enormous  handi- 
cap was  the  lack  of  nitrous  oxide.  Dr.  Booth 
finally  persuaded  the  Red  Cross  to  manufacture 
it,  in  France,  but  this  did  not  materialize  until 
after  the  Armistice. 

The  years  immediately  following  the  war,  filled 
as  they  were  with  readjustments,  economic  uncer- 
tainty, and  finally  depression,  were  not  marked 
with  any  unusual  developments  in  New  York 
State  in  the  advancing  progress  in  anesthesiology. 
It  was  during  this  time  that  several  new  drugs 


were  introduced  elsewhere  and  found  rapid  utiliza- 
tion by  the  increasing  number  of  physician  anes- 
thetists in  the  State.  Similarly  many  ingenious 
mechanical  devices  were  perfected  or  improved 
which  added  to  the  convenience  and  safety  of 
administering  anesthesia. 

It  is  within  the  last  two  decades  that  the  status 
of  anesthetic  practices  in  New  York  State  has 
joined  the  full  stream  of  progress  and  won  for  its 
physicians  a place  among  the  leaders  in  the  pro- 
gressive development  of  the  specialty  that  the 
last  several  years  have  produced.  It  was  during 
this  time  that  the  professional  attitude  toward 
anesthesia  underwent  a most  remarkable  change. 

The  anesthesia  sendee  became  firmly  entrenched ; 
its  activities  broadened,  and  the  physician- 
patient  relationship  for  the  anesthetist  was 
securely  grounded.  Whereas  anesthesia  had 
its  principal  field  of  endeavor  in  surgical 
therapy  where  the  adjustments  are  completed  by 
the  surgeon  and  where  it  was  considered  an 
adjunct  only,  the  new  developments  provided  the  s 
opportunity  for  it  to  become  an  individual  service. 

The  constant  increase  in  complexity  and  severity 
of  surgical  manipulations,  the  more  liberal  use  of 
inhalational  therapy,  the  increasing  demand  for 
therapeutic  and  diagnostic  nerve  blocking,  the  1 
advanced  methods  and  opportunities  for  the  1 
practice  of  resuscitation,  and  a new  attitude  to-  s 
ward  the  control  of  pain  all  contributed  to  make 
anesthesia  more  specialized  despite  its  definite 
appointment  as  an  accessory  to  other  specialties. 

Its  objectives  were  changed,  and  it  was  recognized 
as  a specialty  devoted  to  assisting  other  special 
practices  in  their  efforts  for  better  surgery,  better 
and  more  economical  care  of  patients,  shorter 
hospitalization,  better  diagnosis,  better  treat- 
ment, and  a lower  death  rate. 

This  new  role  of  anesthesia  in  the  over-all 
practice  of  medicine  could  not  be  approximated 
without  a more  compact  organization  for  its 
practices  in  hospitals,  and,  more  important,  it 
could  not  be  perpetuated  without  a concerted 
effort  to  accumulate  as  well  as  disseminate  new 
knowledge.  It  was  recognized  that  the  specialty, 
if  its  new  role  was  to  be  achieved,  was  to  be 
guided  and  was  to  find  its  opportunities  in  the 
medical  schools  and  teaching  hospitals.  The 
initiative  in  providing  such  opportunities  in  New 
York  State  was  found  in  the  gift  of  prophesy  and 
the  vision  of  Arthur  M.  Wright,  then  professor 
of  surgery  at  the  New  York  University  College  of 
Medicine.  He  felt  that,  “Further  advance  in 
anesthesia  as  a science  will  not  be  realized  until  ■ 
teaching  facilities  and  teachers  of  tins  specialty 
are  available  in  medical  colleges.”  He  provided  j v 
at  the  University  and  in  Bellevue,  its  teaching  >■ 
hospital,  a departmental  director  who  was  given 
professional  rank  on  the  faculty  and  who  was 
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directed  to  devote  all  his  efforts  to  the  assignment. 
Experimental  researches  were  undertaken  with 
other  departments  in  the  medical  school.  Under- 
graduate and  postgraduate  instruction  was  insti- 
tuted. The  residency  system  was  established, 
offering  two  or  more  years  of  study  to  graduates 
in  medicine.  At  the  same  time  or  soon  there- 
after, other  medical  schools  and  hospitals  reor- 
ganized their  anesthesia  departments,  and  the 
groundwork  was  laid  for  the  active  and  leading 
participation  of  the  State’s  physicians  in  the 
progress  in  anesthesiology. 

To  enumerate  all  the  contributions  that  have 
been  made  in  the  past  few  years  by  New  Yorkers, 
those  devoting  their  entire  attention  to  the  spe- 
cialty and  their  confreres  in  the  fundamental  as 
well  as  the  clinical  sciences,  is  without  the  scope 
of  this  brief  review.  A list  of  the  contributors 
would  be  a lengthy  one.  Many  new  drugs  have 
had  their  clinical  baptism  in  the  clinics  of  the 
State  institutions  under  the  supervision  of  the 
anesthesia  department.  Drugs  for  anesthesia, 
for  analgesia,  stimulants,  and  many  others  have 
been  introduced.  Many  new  appliances  have 
been  devised  and  others  improved.  New  pro- 
cedures, such  as  nerve  blocks,  inhalation  methods, 
and  parenteral  therapy,  have  been  added  to  the 
anesthetist’s  armamentarium.  Fundamental  re- 
search in  the  mechanism  of  pain,  respiration,  and 


circulation  are  numbered  among  the  contribu- 
tions. The  extensive  teaching  program  now  in 
progress  within  the  State  is  responsible  for  many 
of  the  leaders  in  the  specialty  who  have  invaded 
other  parts  of  the  country  and  are  adding  mate- 
rially to  the  progress  of  the  specialty. 

During  the  recent  war  the  anesthesiologists  of 
New  York  State  wrote  a commendable  story  with 
their  participation.  At  home  teaching  was  or- 
ganized for  members  of  the  medical  departments 
of  the  Army  and  Navy;  civilian  defense  pro- 
grams were  entered  into  and  new  developments 
were  provided  for  military  use.  The  larger  num- 
ber that  served  with  the  armed  forces  did  so 
creditably  as  directors  of  the  anesthesia  services 
of  large  general  hospitals,  anesthetists  with 
auxiliary  surgical  teams,  and  other  important 
assignments.  Several  won  various  decorations 
and  at  least  two  the  purple  heart.  Since  hos- 
tilities ceased,  activity  in  anesthesiology  in  the 
State  has  been  intensified,  Veterans  Administra- 
tion hospitals  have  been  staffed  and  have  taken 
on  the  role  of  teaching  and  research  institutions. 
Postgraduate  and  graduate  teaching  has  been  ex- 
tended, and  the  laboratories  of  medical  schools 
and  the  clinics  of  hospitals  have  produced  a prodi- 
gious amount  of  new  knowledge  to  enhance  the 
gratifying  progress  in  anesthesiology. 

477  First  Avenue 


A BUREAU  OF  INFORMATION 

Pursuant  of  its  constant  purpose  to  be  of  benefit  to 
its  members  in  every  proper  manner,  both  profes- 
sionally and  materially,  the  Council  of  the  New  York 
State  Medical  Association  has  decided  to  establish, 
at  its  Editorial  and  Business  Offices,  64  Madison 
Avenue,  Manhattan,  New  York,  a Bureau  of  Infor- 
mation, every  facility  of  which  will  be  at  the  service  of 
all  members  of  the  Association  entirely  free  of  ex- 
pense. 

It  will  be  within  the  province  of  this  Bureau  to 
furnish  the  most  accurate  information  obtainable 


relative  to  the  price  and  quality  of  any  desired  ar- 
ticle, whether  for  medical,  surgical,  or  general  use. 
As  wall  be  seen,  the  scope  of  the  Bureau  of  Informa- 
tion is  wide,  and  applies  with  equal  directness  to 
materia  medica,  surgical  instruments,  library,  of- 
fice furnishings,  carriages,  or  house  equipment.  In 
short,  the  Bureau  will  act  as  agent,  without  recom- 
pense, for  any  member  of  the  Association  who  may 
desire  information  relative  to  commercial  products 
of  whatever  nature. — New  York  Slate  Journal  of 
Medicine,  November,  1901,  p.  262. 


A RESUME  OF  THE  PROGRESS  IN  OTOLARYNGOLOGY 

James  Babcock,  M.D.,  New  York  City 

(From,  the  Department  of  Otolaryngology,  Presbyterian  Hospital) 


NEW  YORKERS  have  contributed  a great 
deal  to  the  advancement  in  the  art  and 
science  of  otolaryngology — particularly  in  the 
treatment  of  nasal  conditions:  Things  were  al- 
most at  a standstill  until  the  application  of  local 
anesthesia  by  Carl  Roller.  Since  then  improve- 
ments and  introduction  of  methods  from  abroad 
have  been  made  by  a number  of  men,  par- 
ticularly Dr.  C.  G.  Coakley  in  the  treatment  and 
sui-gery  of  the  nasal  accessory  sinuses,  a knowl- 
edge that  he  passed  on  to  many  students. 
With  Dr.  E.  W.  Caldwell,  he  was  a pioneer  in 
developing  diagnostic  radiography  for  the  nasal 
accessory  sinuses. 

A rather  amusing  incident  in  the  early  appre- 
ciation of  the  importance  of  adenoids  was  related 
by  Dr.  Wolf  Freudenthal,  who,  on  his  arrival  in 
this  country,  spoke  before  a meeting  describing 
adenoids,  when  a commentator  said  that  such 
things  might  exist  in  Germany  and  Sweden  but 
surely  not  in  this  country.  Since  then,  the  view- 
point has  greatly  changed,  and  the  best  speculum 
for  the  nasopharynx  was  devised  by  a New 
Yorker,  Dr.  Yankauer. 

Inhalation  therapy  both  for  the  nasal  accessory 
sinuses  and  the  respiratory  tract  has  been  largely 
perfected  by  a New  Yorker,  Dr.  Alvin  Barach. 

In  otology,  there  have  been  great  changes  since 
the  development  of  the  antibiotics,  rendering  the 
need  for  surgery  in  acute  conditions  almost  a 
thing  of  the  past.  For  chronic  mastoiditis,  how- 
ever, surgery  seems  as  necessary  as  before,  and  the 
radical  mastoid  operation  was  introduced  to  this 
country  by  a New  Yorker,  Dr.  E.  B.  Dench. 

The  problem  of  impaired  hearing  remains  with 
us  even  more  than  ever,  due  to  greater  longevity. 
The  use  of  radium  to  eliminate  eustachian  tube 
obstruction,  although  not  first  used  in  New  York, 
has  been  developed  greatly  by  New  Yorkers,  and 
its  application  to  aerotitis  in  aviators  was  begun 
by  a New  Yorker,  Dr.  E.  P.  Fowler,  Jr. 

Fenestration  for  stapedial  fixation  in  otosclero- 
sis first  proposed  by  a Swede,  Holmgren,  later 
advocated  by  Barany  in  Hungary,  Jenkins  in 
England,  and  Sourdille  in  France,  was  developed 
to  its  present  state  of  usefulness  by  New  Yorkers, 
Dr.  Julius  Lempert,  Dr.  Marvin  Jones,  Dr.  E.  P. 
Fowler,  Jr.,  and  Dr.  De  Graff  Woodman. 

The  treatment  of  irritation  of  the  labyrinth 
with  its  attending  and  often  incapacitating 
vertigo  has  been  the  object  of  much  study.  The 
vertigo  may  be  overcome  by  many  means,  often  as 
simple  as  a salt-free  diet  and  at  times  requiring 


radical  surgery  which  is  apt  also  to  destroy  hear- 
ing. I believe  it  was  first  a New  Yorker,  Dr. 
E.  P.  Fowler,  Jr.,  who  took  advantage  of  the  toxic 
effect  of  streptomycin  on  the  labyrinth  to  over- 
come vertigo  without  destroying  hearing. 

Rehabilitation  of  persons  with  impaired  hear- 
ing, by  properly  fitted  aids,  teaching  how  to  use 
them,  lip  reading,  speech  instruction,  and  so 
forth,  is  successfully  carried  out  in  a number  of 
New  York  hospitals,  such  as  Presbyterian  Hos- 
pital and  Manhattan  Eye,  Ear,  Nose  and  Throat 
Hospital,  aided  by  some  lay  organizations,  not- 
ably the  League  for  the  Hard  of  Hearing,  a com- 
ponent of  the  American  Hearing  Society  of  which 
a New  Yorker,  Dr.  C.  Stewart  Nash,  is  president. 
The  first  prototype  of  a modern  audiology  clinic 
was  established  in  New  York  City  in  1925.  The 
progress  in  rehabilitation  of  deaf  mutes  has 
reached  great  heights  in  several  New  York  insti- 
tutions; one,  I know,  even  trains  boys  to  play 
musical  instruments. 

The  best  means  of  treating  facial  paralysis, 
particularly  that  due  to  trauma,  was  developed 
in  New  York  by  Dr.  Arthur  Duel  associated  with 
Sir  Charles  Ballance  at  Dr.  Duel’s  estate  in 
Pawling,  where  experiments  were  performed  on 
chimpanzees  and  other  animals  before  applying 
the  discoveries  to  humans. 

In  laryngology,  we  have  a brilliant  background 
in  New  York  State.  The  New  York  Laryngo- 
logical  Society  was  the  first  of  its  kind  in  the  world, 
founded  in  1873.  Ernest  Krackowitzer  intro- 
duced the  laryngoscope  into  the  Western  hemis- 
phere in  1858,  and  GordonBuck  performed  thyrot- 
omy  for  cancer  in  1851.  Laryngeal  photography 
was  first  perfected  by  Dr.  Thomas  B.  French  of 
Brooklyn.  Since  such  stalwarts,  many  have 
carried  on  notably.  Joseph  O’Dwyer  perfected 
intubation  for  laryngeal  diphtheria  in  New  York. 
Fortunately  this  disease  has  been  all  but  wiped 
out,  but  the  procedure  saved  many  lives. 

Laryngeal  surgery  for  cancer  has  been  per- 
fected to  the  point  where  an  intralaryngeal  lesion 
has  about  a 65  per  cent  chance  of  cure.  Contri- 
butions by  such  men  as  John  E.  Mackenty, 
George  Semken,  and  many  others,  including 
present  improved  methods  of  radiation,  have 
brought  this  problem  fairly  well  under  control. 
Rehabilitation  in  case  sacrifice  of  the  larynx  was 
necessary  has  been  greatly  helped  by  esophageal 
speech  teaching  by  the  late  Dan  Meenan  and 
several  of  our  contemporaries.  Bilateral  abduc- 
tor recurrent  laryngeal  paralysis,  a distressing 
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condition  usually  requiring  tracheostomy,  has 
been  largely  overcome  by  improvements  devised 
by  New  Yorkers,  Dr.  De  Graff  Woodman  and 
Dr.  Joseph  E.  Kelly,  on  an  operation  first 
worked  out  on  the  West  Coast  by  Dr.  King. 
Endoscopy,  including  direct  and  suspension 
laryngoscopy,  bronchoscopy,  and  esophagoscopy, 
whereas  perhaps  most  conspicuously  developed 
elsewhere,  has  had  notable  practitioners  and  been 
improved  in  New  York  State  notably  by  Dr. 
Sidney  Yankauer. 

Allergic  problems  of  all  sorts,  which  play  con- 
siderable part  in  symptoms  in  the  upper  respira- 
tory tract,  have  had  much  of  their  earliest  study 
and  developments  of  methods  of  control  and 
alleviation  in  New  York,  by  Dr.  R.  A.  Cooke. 

Esophageal  lesions  have  been  a great  problem. 


The  first  successful  resection  of  cancer  of  the 
esophagus  was  performed  in  New  York  by  Dr. 
Torek.  Treatment  of  strictures  and  cardiospasm 
have  been  greatly  improved  by  New  Yorkers, 
notably  by  Dr.  A.  Crump. 

Speech  impairment  of  all  sorts  has  been 
studied  and  largely  overcome  by  the  work  of  a 
New  York  hospital  especially  devoted  to  this 
problem,  established  by  the  late  Dr.  James  S. 
Greene. 

Although  the  otolaryngologists  of  New  York 
are  always  ready  to  accept  new  and  improved 
ideas  from  whatever  source,  we  may  well  be  proud 
of  the  contributions  made  by  our  own  members 
to  the  general  fund  of  knowledge. 

Ill  East  61st  Street 


INFECTION  BY  CURRENCY 
Dr.  Douglas  Ayres  of  Fort  Plain,  New  York,  sends 
us  the  following  communication: 

“A  few  days  since  a man  came  into  the  office  of 
the  writer  suffering  from  the  primary  lesions  of 
jsyphilis.  He  was  of  that  class  who  pay  but  slight 
attention  to  personal  cleanliness,  so  little,  in  fact, 
that  I spent  some  time  in  instructing  him  as  to  such 
particulars  as  regards  the  care  of  his  person  as  would 
be  necessary  to  prevent  communicating  the  disease 
to  others,  and  for  the  protection  of  himself.  The 
I fee  that  I received  for  services  I threw  into  an  anti- 
J septic  solution  (as  he  paid  me  with  silver),  and  the 
thought  came  into  my  mind  of  how  many  innocent 
persons  might  have  suffered  from  this  source;  how 
many  must  suffer  from  similar  sources.  It  is  custom- 
ary with  many  people  in  making  change  to  hold 
money  in  their  mouths.  Imagine  the  possible  result 
of  so  holding  coins  or  paper,  from  such  a source  as  I 
have  mentioned,  should  there  be  an  abraded  sur- 
face! 

“Children  are  frequently  given  a purse  to  amuse 
them,  and  the  contents  soon  find  their  way  to  their 
mouths,  introducing,  perhaps,  a poison  that  may 
show  its  evil  effects  for  years  to  come,  yes,  even  for 


a lifetime.  The  banker  and  those  making  change  in 
commercial  houses  have  learned  to  make  use  of  the 
wet  sponge  to  dampen  the  fingers  in  counting  paper 
currency,  but  how  many  there  are,  in  private  life, 
whom  we  see  putting  the  fingers  upon  the  tongue 
for  moisture  every  few  minutes,  while  counting  again 
and  again  the  amount  received  or  about  to  be  paid 
out! 

“When  we  stop  to  think  of  this  matter  fully  and 
fairly  the  danger  is  evidently  sufficiently  great  to  de- 
mand earnest  and  careful  instruction  from  every 
member  of  our  profession  to  those  who  consult  them 
for  relief  from  this  disease.  Careful  instruction 
should  be  given  as  to  the  care  necessary  to  prevent 
the  inoculation  of  others,  and  especial  instruction  to 
those  who  are  both  filthy  and  ignorant.  The  sterili- 
zation of  money,  at  stated  intervals,  by  all  banks, 
would  be  an  ideal  measure  for  general  protection. 
Let  us  interest  ourselves  in  this  matter,  and  call  the 
attention  of  all  in  the  localities  in  which  we  reside  to 
the  importance  of  reasonable  care  in  handling  that 
which  may  be  the  medium  of  transmission  of  one  of 
the  gravest  forms  of  disease.” — New  York  State 
Journal  of  Medicine,  August,  1901,  p.  163. 


FIFTY  YEARS  OF  OPHTHALMOLOGY  IN  NEW  YORK  STATE 

Conrad  Berens,  M.D.,  New  York  City 


NEW  YORK  ophthalmologists  have  long 
been  classed  among  the  leaders  of  ophthal- 
mology in  the  United  States.  A complete  re- 
view of  their  contributions  to  this  field  of  medicine 
must  be  limited  because  of  the  volume  of  the 
record.  This  report  attempts  to  pay  tribute  to 
the  founders  of  ophthalmology  in  New  York 
State,  to  some  of  the  men  who  have  carried  on 
their  traditions,  and  to  the  ophthalmologists  of 
the  future  who,  I am  confident,  will  surpass  the 
achievements  of  the  past  because  of  improved 
education,  training,  and  facilities  for  research. 

The  first  outstanding  name  in  New  York 
ophthalmology  is  that  of  Edward  Delafield 
(1795-1875)  who  founded  the  New  York  Eye 
and  Ear  Infirmary  in  1820.  He  was  long  presi- 
dent of  the  College  of  Physicians  and  Surgeons 
and  the  first  president  of  the  American  Ophthal- 
mologies! Society,  when  it  was  established  in 
1864. 

One  of  the  greatest  men  of  the  earlier  days  was 
Herman  Jakob  Knapp  (1832-1911)  who  came  to 
America  at  the  age  of  thirty-eight  and  soon 
gained  recognition  as  an  outstanding  New  York 
ophthalmologist.  Among  his  many  great  con- 
tributions to  ophthalmology  was  the  founding 
of  the  New  York  Ophthalmic  and  Aural  In- 
stitute, which  later  was  carried  on  by  his  son, 
Arnold  Knapp.  When  the  Institute,  which  be- 
came known  as  the  Knapp  Memorial  Eye  Hos- 
pital, was  closed,  the  assets  were  transferred  to 
Columbia  University  as  a fund  for  research  in 
ophthalmology.  Knapp  also  founded  a journal, 
the  Archives  of  Ophthalmology  and  Otology  (1869), 
now  the  Archives  of  Ophthalmology.  This  was 
the  first  ophthalmologic  journal  in  America  with 
the  exception  of  the  unsuccessful  first  American 
Journal  of  Ophthalmology  published  by  Julius 
Homberger.  Arnold  Knapp  edited  the  Archives 
ably  and  devotedly  from  1911  until  1949,  and  the 
Journal  has  done  much  to  elevate  the  standards  of 
ophthalmology  in  the  United  States. 

Other  great  men  of  the  early  period  were 
Henry  D.  Noyes  (1832-1900),  William  Clay 
Wallace,  and  Alfred  C.  Post  (1806-1886).  They 
were  followed  by  such  justly  famous  ophthalmol- 
ogists as  John  E.  Weeks  (1853-1949)  and  Alex- 
ander Duane  (1858-1926).  It  was  through  the 
efforts  of  Henry  D.  Noyes  that  the  American 
Ophthalmological  Society  was  organized  in  1864. 
Ophthalmology  owes  much  to  John  E.  Weeks, 
whose  contributions  to  this  science  are  many. 

• Aided  by  st  grant  from  the  Ophthalmological  Founda- 
tion, Inc. 


He  was  among  the  first  of  the  professors  of  ophthal- 
mology at  Bellevue  Hospital  and  New  York 
University.  Alexander  Duane's  name  will  be 
remembered  for  his  splendid  translation  of  and 
valuable  additions  to  Fuchs’  Textbook  of  Ophthal- 
mology, which  was  long  the  bible  for  students  of 
ophthalmology,  as  well  as  for  his  writings  and 
teaching  in  relation  to  physiologic  optics  and 
motor  anomalies.  We  must  also  pay  tribute  to 
the  pioneer  work  of  George  S.  Dixon  and  Fred- 
erick M.  Law  in  x-raying  the  paranasal  sinuses  in 
relation  to  the  eye. 

With  the  mention  of  New  York  University, 
the  name  of  Webb  W.  Weeks  is  foremost  in  our 
minds.  He  did  much  to  further  and  to  organize 
the  postgraduate  teaching  of  ophthalmology  at 
this  institution.  His  work  was  expanded  and 
ably  carried  on  by  Daniel  B.  Kirby. 

If  we  attempt  to  select  the  most  outstanding 
ophthalmologist  of  recent  years,  it  is  to  John  M. 
"Wheeler  that  this  honor  is  due.  He  left  New 
York  University  to  organize  the  Institute  of 
Ophthalmology  of  the  Presbyterian  Hospital, 
and  he  was  a surgeon  of  great  skill  and  originality. 
His  fine  work  continues  to  advance  in  the  Eye 
Institute  under  the  unusually  capable  direction 
of  John  H.  Dunnington. 

Before  we  pass  on  to  the  individual  contribu- 
tions of  these  ophthalmologists  and  many  others, 
it  is  only  fitting  to  pay  tribute  to  Edgar  B. 
Burchell.  Although  he  was  not  an  ophthal- 
mologist, many  of  them  owe  him  a great  debt  for 
his  instruction  on  the  anatomy,  pathology,  and 
bacteriology  at  the  New  York  Eye  and  Ear  In- 
firmary and  especially  for  his  beautiful  anatomic 
preparations  of  the  orbit  and  the  paranasal 
sinuses. 

Any  discussion  of  the  past  or  present  status  of 
ophthalmology  would  be  incomplete  without  the 
inclusion  of  the  name  of  Carl  Koller.  This  re- 
spected physician,  although  born  in  Vienna, 
became  a famous  New  York  ophthalmologist 
because  he  applied  local  anesthesia  to  the  eye  in 
1884.  Cocaine  is  still  one  of  our  best  local  an- 
esthetics, and  this  discovery  has  revolutionized 
eye  surgery,  especially  cataract  extraction. 

Physiology 

The  most  prominent  contributor,  to  our  knowl- 
edge, to  the  physiologic  aspects  of  the  eye  in 
New  York  State  is  Selig  Hecht.  His  many 
publications  included  the  chemistry  of  visual 
substances  as  well  as  numerous  studies  of  the 
dark-  and  light-adapted  eye,  and  of  visual  acuity 
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in  relation  to  illumination.1,2  In  discussing 
energy  and  vision,  Hecht  described  the  optimum 
physiologic  conditions  required  in  order  to 
measure  the  minimum  amounts  of  light  capable  of 
producing  vision.3 

In  this  same  field,  LeGrand  H.  Hardy  and 
Gertrude  Rand  deserve  honorable  mention. 
Their  work  is  especially  important  in  relation  to 
illumination  and  physiologic  optics,  and  they 
have  also  contributed  greatly  to  the  study  of 
color  vision.4 

Another  phase  of  the  physiology  of  the  eye 
has  been  enhanced  by  the  work  of  Von  Sallmann.5 
He  has  shown  that  penicillin  and  sulfadiazine 
penetrate  poorly  from  the  blood  stream  into  a 
normal  eye,  but  that  the  opposite  is  true  of  the 
pathologic  eye. 

Studies  of  the  physiologic  nature  of  Schlemm’s 
canal  were  reported  by  Troncoso  in  1921. 6 In 
his  opinion,  the  rate  of  flow  of  the  aqueous  is  ap- 
proximately 2 to  3 cu.  mm.  per  minute.  In 
studies  by  other  investigators,  the  posterior  out- 
flow of  fluids  from  the  eye  and  the  flow  of  ocular 
fluids  as  studied  with  radiosensitive  isotopes  were 
considered.7,8 

Examination  of  the  Eye 

During  the  past  fifty  years,  the  examination  of 
the  eye  has  been  perfected  in  many  ways,  by  new 
instruments  and  new  technics.  But  the  ground- 
work was  laid  by  many  of  the  early  ophthal- 
mologists before  the  turn  of  the  century.  It  was 
in  1885  that  William  Dennett  described  the  first 
hand  electric  ophthalmoscope.9  This  instrument 
later  was  modified  by  Wilbur  B.  Marple,  who 
added  the  U-shaped  mirror.10  Another  advance 
was  the  May  ophthalmoscope,  which  is  still  a 
widely  used  and  practical  instrument  and  which 
also  lends  itself  to  the  external  examination  of 
the  eye  by  use  of  the  slit  beam. 

The  literature  has  been  especially  enriched  by 
the  publication  of  Arthur  J.  Bedell’s  beautiful 
photographs  of  the  fundus  oculi.11  In  addition, 
the  science  of  ophthalmoscopy  has  been  advanced 
i by  his  numerous  publications  on  internal  diseases 
of  the  eye; 

The  examination  of  the  visual  fields,  which 
frequently  complements  the  ophthalmoscopic 
n examination,  has  also  shown  marked  advances. 
We  are  indebted  to  Lloyd  for  his  original  and 
stimulating  volume  on  the  principles  and  practice 
of  perimetry.12  He  is  particularly  noted  for  the 
development  of  his  stereocampimeter.13  Other 
: instruments  that  have  aided  in  the  examination 
of  the  visual  fields  are  a neutral  gray  tangent 
screen  with  artificial  daylight  illumination  and 
i white  and  colored  spherical  test  objects  for  use 


of  the  tangent  screen  has  also  been  improved  by 
Luckiesh.16 

In  1938,  the  painstaking  work  of  John  N. 
Evans  revealed  the  great  importance  of  angiosco- 
tometry  in  detecting  defects  in  the  visual  fields.17 
He  has  made  major  contributions  in  the  field  of 
glaucoma,  retinal  edema,  and  quinine  amblyopia. 
Moreover,  he  has  shown  that  there  is  a scotoma 
above  the  blindspot  in  women  who  are  about  to 
menstruate  and  that  this  scotoma  is  not  present 
in  pregnant  women. 

Another  important  part  of  the  eye  examination 
is  refraction.  In  the  estimation  of  errors  of  re- 
fraction, the  practice  and  use  of  skiascopy  has 
been  advocated,  and  in  this  country  one  of  the 
first  to  recommend  this  method  was  Walter  E. 
Lambert,  who  was  president  of  the  American 
Ophthalmological  Society  in  1908.  He  invented 
an  instrument  to  simplify  its  application. 

When  refractive  errors  cannot  be  relieved, 
certain  ophthalmologists  suspect  that  anisei- 
konia may  be  a factor.  The  New  York  Eye  and 
Ear  Infirmary  was  the  first  hospital  in  New  York 
to  establish  a department  for  examining  patients 
who  might  have  a difference  in  the  size  of  images 
seen  by  each  eye.  From  this  department  came  a 
number  of  reports;  one  of  them  a study  of  836 
patients  examined  by  means  of  the  eikonometer.18 

Another  vital  part  of  the  eye  examination  for 
certain  patients  involves  compensation  for  loss  of 
vision  following  injury.  Snell  has  played  an 
important  part  in  this  work.19  As  early  as  1926, 
in  collaboration  with  Scott  Sterling,  he  deter- 
mined that  6/24  Snellen  is  equal  to  over  58  per 
cent  of  visual  efficiency  and  6/9  Snellen  is  equal 
to  over  91  per  cent  of  visual  efficiency.  As  a 
follow-up  to  this  work,  in  1940  he  published  a 
volume  entitled  Medico-Legal  Ophthalmology  .20 

Among  numerous  other  outstanding  contribu- 
tions to  the  field  of  examination  initiated  by 
ophthalmologists  in  New  York  State  is  the  Hecht 
adaptometer  for  measuring  dark  adaptation  and 
the  linear-streak  lamp  devised  by  Minsky.21,22 

Mention  must  be  made  of  the  great  achieve- 
ments in  the  field  of  bacteriologic  examination, 
especially  to  the  work  of  Phillips  Thygeson,  who 
has  contributed  so  much  to  the  knowledge  of 
viruses.23 

The  Eyeball  and  Orbit 

The  eyeball  and  orbit  are  frequent  sites  of  in- 
jury. Therefore,  the  method  of  localizing  foreign 
bodies  described  by  George  S.  Dixon  is  a real 
contribution  to  ophthalmology.24  This  proce- 
dure involves  x-ray  diagnosis,  and  Dixon  col- 
laborated with  John  E.  Weeks  in  this  work. 

A serious  condition  which  may  ensue  after  an 
injury  is  sympathetic  ophthalmia.  In  1935,  H. 
H.  Joy  surveyed  cases  of  sympathetic  ophthalmia 
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occurring  in  New  York  State.25  According  to 
Joy,  the  interval  between  the  occurrence  of  the 
wound  and  the  appearance  of  the  signs  of  sym- 
pathetic ophthalmia  may  be  more  than  five  years. 
Careful  studies  have  been  made  of  the  pathology 
and  surgical  treatment  of  sympathetic  ophthal- 
mia.26,27 From  a histologic  point  of  view, 
Bernard  Samuels,  who  has  added  so  much  to  our 
knowledge  of  ophthalmic  pathology,  describes 
three  evolutionary  periods  in  the  course  of  sym- 
pathetic ophthalmia. 

In  1928,  Edgar  S.  Thomson  stressed  the  im- 
portance of  sinus  infection  in  ocular  diseases, 
describing  44  cases  from  his  own  records. 

The  orbit  is  also  involved  in  other  general 
diseases,  e.g.,  exophthalmic  goiter.  A complica- 
tion of  this  disease  may  be  lagophthalmos,  and 
Goldstein’s  method  of  recessing  the  levator 
muscle  for  this  condition  is  often  successful  in 
relieving  this  deformity.28 

Outstanding  work  has  been  done  by  R.  E. 
Meek  on  the  anatomy  of  the  orbit  in  relation  to 
surgery.29 

The  Lacrimal  Apparatus 

The  most  outstanding  contributions  to  the 
treatment  of  lacrimal  diseases  are  in  the  field  of 
surgery.  For  excessive  lacrimation,  Jameson 
has  described  a subconjunctival  section  of  the 
ductules  of  the  accessory  lacrimal  gland.30 
Another  excellent  procedure  for  certain  types  of 
epiphora  (those  caused  by  atresia  of  the  lacrimal 
passages)  is  that  of  Guy.31,32 

At  times  it  may  be  necessary  to  extirpate  the 
lacrimal  sac,  and  for  this  procedure  Goldstein 
devised  a sac  speculum,  which  is  invaluable. 

Other  surgeons  have  contributed  to  this  field  of 
ophthalmology,  namely,  Hughes  and  Bogart, 
who  have  described  among  other  technics  that  for 
performing  dacryocystorhinostomy.33 

The  Eyelids 

Most  operations  on  the  eyelids  involve  plastic 
surgery.  In  this  field,  the  place  of  honor  be- 
longs to  John  M.  Wheeler.  In  1922,  he  de- 
scribed many  of  his  experiences  with  plastic 
surgery  of  the  eyelids.34  His  most  outstanding 
technics  include:  his  original  and  modified 

blepharoplastic  procedures,  the  use  of  the  orbic- 
ularis palpebrarum  muscle  in  congenital  absence 
of  the  external  canthal  ligament,  the  correction 
of  spastic  entropion  by  attaching  a strip  of  orbicu- 
laris to  the  orbital  margin,  resection  of  the  tarsus 
for  trichiasis  and  entropion,  and  median  and 
lateral  tarsorrhaphy  for  lagophthalmos,  cicatricial 
ectropion,  and  colobomas.35-38  One  procedure 
that  requires  special  mention  is  the  Wheeler 
halving  operation.39  It  is  valuable  when  a 
cicatrix  cannot  be  entirely  resected. 


In  regard  to  ptosis,  there  are  innumerable 
technics,  but  that  described  by  Robert  G.  Reese 
is  still  highly  recommended.  One  of  Duane’s 
contributions  to  the  study  of  ptosis  is  that  the 
retraction  syndrome  he  so  ably  reported  is 
found  in  2 per  cent  of  all  cases  of  ptosis. 

Kirby  has  modified  the  Motais  operation  for 
blepharoptosis.40  This  modification  replaces  le- 
vator action  by  that  of  the  superior  rectus. 
Payne  has  also  made  a contribution  in  this  field 
of  surgery.41 

A reference  must  be  made  to  the  Goldstein 
technic,  in  which  that  part  of  the  levator  that  is 
adherent  to  the  tarsal  plate  is  recessed.28 

More  recent  operations  for  the  correction  of 
eyelid  defects  include  Meek’s  excellent  operation 
for  trichiasis  and  entropion.  Tongues  of  orbicu- 
laris oculi  fibers  are  transplanted  downward, 
and  thus  the  eyelid  is  everted  but  is  not  short- 
ened.42 

Another  successful  technic  for  plastic  surgery 
on  the  eyelids  is  that  of  Hughes,  for  rebuilding 
the  lower  eyelid.43 


The  Conjunctiva 


1 


One  of  the  earliest  and  most  important  con- 
tributions to  diseases  of  the  conjunctiva  was  John 
E.  Weeks’  demonstration,  by  cultural  and  in- 
oculation methods,  that  a small  bacillus  is  a 
specific  micro-organism  for  acute  contagious 
conjunctivitis  (“pink  eye”).  This  organism  is 
now  known  as  the  Koch- Weeks  bacillus  because 
it  was  discovered  independently  by  Koch. 

Significant  contributions  to  the  clinical  and 
pathologic  study  of  conjunctivitis  have  been 
made  by  Phillips  Thygeson. 44,45  In  an  investiga- 
tion concerning  the  etiology  of  inclusion  blen- 
norrhea, he  has  shown  that  the  inclusion  virus  is 
located  in  the  cervical  epithelium  of  women.46 
Alson  E.  Braley  has  also  contributed  to  our 
knowledge  of  virus  diseases.  He  is  well  known 
for  his  reports  on  epidemic  keratoconjunctivitis 
as  well  as  those  on  the  use  of  aureomycin  in  this 
condition  and  in  other  ocular  infections.47,43 

The  relationship  between  the  bacteriology  of 
the  conjunctiva  and  the  nasal  mucosa  has  been 
investigated  with  special  reference  to  extra- 
ocular inflammatory  diseases.49 

In  regard  to  surgery  for  conjunctival  pathology, 
we  are  greatly  indebted  to  the  elder  statesmen  of 
ophthalmology.  Herman  Knapp  first  described 
his  roller  forceps  operation  for  trachoma  in  1891. 50 
Another  operation  devised  by  Knapp,  which  is 
still  performed,  is  that  for  total  symblepharon.81 
Various  technics  have  been  utilized  for  the  cor- 
rection of  this  condition.  Charles  H.  May 
constructed  a new  cul-de-sac,  employing  a large 
Thiersch  graft.52  John  E.  Weeks  employed  a 
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Wolfian  graft  for  the  correction  of  this  same  condi- 
tion.63 

For  restoration  of  an  obliterated  eye  socket, 
Wheeler’s  operation  is  still  considered  to  be  the 
one  of  choice  by  many  authorities.64 

The  Cornea 

The  principal  interest  shown  in  the  treatment 
of  corneal  conditions  apparently  is  surgical. 
However,  Arnold  Knapp  ably  described  bullous 
keratitis  and  its  complications  in  1926.66  Re- 
cently, Pfeiffer  successfully  used  Grenz  rays  in  the 
treatment  of  this  type  of  keratitis.66  Our  knowl- 
edge of  keratoconjunctivitis  sicca  has  been  en- 
riched by  the  studies  of  Gordon  Bruce.67 

Corneal  ulcers  may  be  associated  with  increased 
tension.  For  this  complication,  Webb  W.  Weeks 
advocated  opening  the  anterior  chamber.68 

In  regard  to  surgery  of  the  cornea,  transplanta- 
tion operations  are  of  great  interest.  In  1930, 
Ben  Witt  Key  attempted  total  transplantation 
of  the  cornea.69  His  technic  involved  a 4-mm. 
dissection  of  a circumcorneal  area  of  the  con- 
junctiva and  then  completion  of  the  section  of 
the  cornea  with  a large  keratome  and  cataract 
knife.  More  recently,  Castroviejo  advised  ex- 
cising a square  rather  than  the  conventional 
round  piece  of  opaque  cornea,  using  a double- 
bladed  knife  and  transplanting  healthy  cornea.60 

The  success  of  the  early  work  in  the  field  of 
' transplanting  the  cornea  led  to  the  establishment 
by  Townley  Baton  of  the  Eye  Bank  at  the  Man- 
! hattan  Eye,  Ear  and  Throat  Hospital.  Katzin 
has  devised  excellent  scissors  for  excising  round 
corneal  grafts.61 

The  surgical  treatment  of  wounds  of  the 
cornea  complicated  by  prolapsed  iris  was  ad- 
vanced by  the  work  of  Jameson.62  He  advised 
the  replacement  of  the  prolapsed  iris  by  counter- 
j incision  and  by  traction  from  within  the  anterior 
chamber. 

The  Lens 

The  principal  affection  of  the  lens  is  cataract 
and,  therefore,  it  has  been  the  subject  of  many 
reports  by  New  York  physicians.  In  1916, 
Arnold  Knapp  described  “the  beginning  of  senile 
cataract.”63  Weeks  in  1929  discussed  the  causes 
of  cataract  and  the  nonoperative  treatment  of 
incipient  “senile”  cataract.64 

Numerous  experiments  have  been  reported  on 
the  causation  of  cataract.  Among  them  is  that 
of  F.  P.  Lewis,  who  observed  cataract  in  the  eyes 
of  fresh  water  fishes  as  a result  of  the  invasion  of 
the  larvae  of  trematode  worms.66  Outstanding 
! studies  of  cataractous  changes  in  the  lens  have 
been  made  by  Kirby.66-70  These  have  included 
the  metabolism  of  the  lens,  cultivation  of  lens 
epithelium,  surgical  considerations,  and  a mag- 


nificent textbook  covering  the  entire  field  of 
surgery  of  cataract.71 

Great  appreciation  is  due  Arnold  Knapp  for  his 
numerous  and  valuable  contributions  to  methods 
for  cataract  extraction.  Among  them  are 
partial  luxation  of  the  lens  by  means  of  capsule 
forceps  in  intracapsular  extraction,  the  Stan- 
culeanu-Knapp-Torok  technic,  and  traction  with 
expression  after  iridectomy.72-76 

Excellent  contributions  also  have  been  made  by 
Bracken.77 

The  intracapsular  extraction  of  cataract  is 
considered  by  Reese  as  particularly  suited  for  the 
treatment  of  radiation  cataract,  because  of  the 
proliferation  of  the  epithelium  under  the  anterior 
capsule  into  a metaplastic  fibrous  layer.78 

Much  attention  has  been  centered  on  methods 
of  incising  secondary  membranes.  In  1898, 
Herman  Knapp  stressed  the  fact  that  the  opening 
must  be  made  by  cutting  and  not  by  tearing.79 
He  devised  knife-needles  with  a cutting  edge 
much  longer  than  that  of  an  ordinary  cataract 
needle.  Wheeler  advocated  a single  straight 
incision  across  the  iris  muscle  fibers,  using  a 
special  knife  in  order  to  create  an  artificial  pupil.80 
The  design  and  use  of  special  instruments  for 
cataract  surgery  has  been  one  of  the  achieve- 
ments in  this  field  of  ophthalmology.  Kirby’s 
set  of  instruments  with  cylindrical  handles  is  a 
major  contribution.81  Paton  devised  a curved 
cataract  knife  for  making  incisions  in  shallow 
anterior  chamber.82  Several  other  instruments 
have  been  constructed.83-86 

Another  aid  to  cataract  surgery  is  the  improve- 
ment of  suturing  technics.  It  was  pointed  out  in 
1926  that  sutures  give  excellent  approximation  of 
flap  edges  and  facilitate  healing.86,87  An  ad- 
vance in  cataract  surgery  is  a corneoscleral  suture 
described  by  John  M.  McLean.88  In  regard  to 
aids,  mention  must  be  made  of  the  ultraviolet 
lamp  for  cataract  surgery,  developed  by  Eliott  B. 
Hague,  which  facilitates  the  extraction  of  dis- 
located lenses  and  retained  cortex.89 

The  complications  of  cataract  operations  have 
been  investigated  by  many  authorities.  Wheeler 
studied  hemorrhages  into  the  anterior  chamber 
subsequent  to  operations  for  hard  cataract.90 
He  showed  that  in  28.94  per  cent  of  diabetic  pa- 
tients, hemorrhage  occurred  in  the  anterior 
chamber.  The  method  of  handling  an  intra- 
ocular hemorrhage  following  cataract  extraction 
has  been  explained  by  Samuels.91 

In  order  to  prevent  complications,  prevention 
of  infection  and  improvements  in  technics  are 
essential.  In  preparing  the  eye  for  cataract  sur- 
gery, George  H.  Bell  recommended  the  instillation 
of  two  drops  of  a 1 per  cent  solution  of  silver 
nitrate.92  He  believed  that  this  preventive 
measure  destroyed  conjunctival  bacteria  and  re- 
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duced  markedly  the  incidence  of  postoperative 
infection.  In  this  connection,  Dunnington  and 
Locatcher-Khorazo  stressed  the  value  of  cultures 
before  operation  for  cataract.93  They  also  ad- 
vised the  preoperative  use  of  penicillin  (1,000 
units  per  Gin.)  and  sulfathiazole  (5  per  cent) 
ointments. 

In  addition  to  cataract,  there  are  a number  of 
interesting  phenomena  of  the  lens  recorded  in  the 
literature.  For  example,  Walter  B.  Atkinson 
described  a colored  reflex  from  the  anterior  cap- 
sule of  the  lens  associated  with  mercurialism.94 
His  work  on  local  anesthesia  in  cataract  surgery  is 
outstanding.95 

Another  brilliant  contribution  to  the  study  of 
lens  pathology  is  the  work  of  Algernon  B.  Reese 
on  retrolental  fibroplasia. 96-99 

The  Vitreous 

The  anterior  vitreous  in  health  and  disease 
was  investigated  by  Kirby.100  He  particularly 
stressed  its  importance  in  relation  to  subluxation 
of  the  lens. 

The  vitreous  may  also  influence  the  intraocular 
pressure  by  swelling  or  shrinking.101  Von  Sall- 
mann  has  shown  that  when  the  pH  is  raised,  the 
vitreous  swells  and  there  is  a tendency  for  tension 
to  increase.  But  this  increase  in  tension  does  not 
reach  the  range  found  in  glaucoma.  Other  major 
contributions  to  our  knowledge  of  the  vitreous 
and  its  diseases  have  been  made  by  Von  Sallmann. 
These  include  an  experimental  study  on  the  use  of 
penicillin  in  treating  exogenous  infection  of  the 
vitreous  and  the  hydrogen  qualities  of  the  vitre- 
ous.102,103 . 

The  Uveal  Tract 

The  uveal  tract,  forming  the  pigmentary  layer 
of  the  eye,  includes  the  iris,  ciliary  body,  and 
choroid.  It  is  a frequent  location  for  tumors. 
In  1929,  Arnold  Knapp  described  metastatic 
carcinoma  of  the  ciliary  body,  which  is  a rare 
condition.104  Another  interesting  case  was  re- 
ported by  John  E.  Weeks,  namely,  metastatic 
carcinoma  of  the  choroid  and  myxosarcoma  of  the 
orbit.105 

Inflammation  of  the  uveal  tract  is  a major 
problem  not  only  in  relation  to  treatment  but  also 
in  relation  to  diagnosis.  It  is  associated  with 
many  general  diseases.  Arnold  Knapp  ob- 
served bilateral  circumpapillary  chorioretinitis 
complicated  by  detachment  of  the  retina  in  a case 
of  syphilis.106  The  association  of  cyclitis  and 
heterochromia  has  been  ascribed  to  tuberculosis. 
Ralph  I.  Lloyd’s  studies  concerning  hetero- 
chromia and  allied  conditions  are  outstanding.107 

Because  foci  of  infection  are  important  con- 
tributing factors  to  uveitis,  cultural  studies  on 


patients  with  uveitis  and  other  eye  diseases  have 
been  reported.108-110  Valuable  contributions 
have  been  made  by  Harris  to  the  study  of  bru- 
cellosis as  a factor  in  uveitis.111 

Glaucoma 

Glaucoma  is  one  of  the  most  insidious  and 
dangerous  diseases  attacking  the  eye;  therefore, 
ophthalmologists  have  long  been  interested  in 
its  treatment.  However,  significant  gains  in  this 
field  are  of  fairly  recent  date.  Concerning  the 
detection  of  the  early  signs  of  compensated  glau- 
coma, Arnold  Knapp  noted  that  one  drop  of  a 
1:1,000  epinephrine  solution  caused  pupillary 
dilatation  in  many  such  cases.112 

The  investigations  of  Mark  J.  Schoenberg  in 
relation  to  the  psychogenic  aspect  of  glaucoma 
are  outstanding.113  He  also  demonstrated  clin- 
ically and  experimentally  that  obstruction  of  the 
venous  outflow,  other  factors  remaining  constant, 
will  increase  the  intraocular  pressure.114  But 
ophthalmology  is  particularly  indebted  to  him  for 
his  work  on  the  Glaucoma  Committee  of  the 
National  Society  for  the  Prevention  of  Blind- 
ness. Through  his  efforts,  checking  stations  for 
tonometers  were  established.115  At  these  stations 
the  physical  characteristics  of  used  tonometers 
are  measured,  and  any  existing  deviations  from 
the  standard  are  corrected. 

The  gonioscope,  designed  by  Troncoso,  for  the 
examination  of  the  angle  of  the  anterior  chamber 
has  been  especially  useful  in  determining  the  need 
for  glaucoma  operations  and  for  postoperative 
inspection  of  the  eye.116-119  Many  interesting 
investigations  have  stemmed  from  the  use  of  this 
instrument.  Troncoso  and  Reese  collaborated 
in  describing  the  gonioscopic  findings  after  the 
trephine  operation.120  After  observing  a case  of 
deep  chamber  glaucoma  due  to  the  formation  of  a 
cuticular  membrane  in  the  filtration  angle,  Reese 
suggested  that  this  membrane  may  explain  the 
blocking  of  the  trabecular  spaces  and  the  origin 
of  the  hypertension.121 

Studies  have  also  been  made  on  the  possible 
etiology  of  glaucoma.  The  role  of  focal  infec- 
tions, especially  of  the  nasal  accessory  sinuses, 
has  been  investigated  in  cases  of  so-called  chronic 
simple  glaucoma.122  The  allergic  factors  have 
also  been  considered.123  In  cases  of  chronic 
primary  glaucoma,  the  relation  of  field  contraction 
to  blood  pressure  has  been  discussed  by  Reese 
and  McGavic.124 

Since  the  etiology  of  glaucoma  is  not  definitely 
known,  surgery  must  be  considered  in  many 
cases.  The  technics  for  this  condition  are  numer- 
ous. Among  those  described  by  New  York  State 
ophthalmologists  are  a conjunctival  flap  opera- 
tion for  glaucoma  using  a broad  knife,  by  Robert 
G.  Reese,  and  iridectomy  combined  with  cyclo- 
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dialysis  for  deep  chamber  glaucoma,  by  John  M. 
Wheeler.125-126 

Recently  cycloelectrolysis  has  been  recom- 
mended for  control  of  tension.127,128 

Recognizing  the  need  for  a simple  objective 
test  of  ocular  hypertension  for  the  discovery  of 
undiagnosed  glaucoma,  the  Ophthalmological 
Foundation  sponsored  the  development  of  an 
instrument  proposed  by  C.  P.  Tolman. 129-131 
An  intraprofessional  program  was  organized. 
The  instrument  is  being  introduced  to  general 
practitioners  under  the  preceptorship  of  ophthal- 
mologists in  their  respective  cities. 

The  Retina 

A discussion  of  the  retina,  including  its  func- 

Itions  and  diseases,  involves  physiologic  as  well  as 
clinical  and  experimental  findings.  Concerning 
the  physiologic  aspects  of  the  retina,  Hecht  has 
contributed  important  and  fundamental  ad- 
vances in  regard  to  the  chemical  changes  which 
follow  the  incidence  of  visible  light  on  the  ret- 
ina.132 He  demonstrated  that  the  initial  reac- 
tion in  the  visual  process  is  a simple  photo- 
| chemical  one.  Moreover,  Hecht  showed  that 
light  adaptation  is  accompanied  by  the  diminu- 
tion, and  dark  adaptation  by  the  accumulation 
i of  the  photochemical  substance  in  the  retina. 
Hecht’s  work  includes  investigations  of  the  rods, 
cones,  and  chemical  basis  of  vision  as  well  as  a 
report  on  the  sedimentation  constant  of  visual 
purple.133'134 

Among  the  important  experimental  studies  is 
that  of  Lambert,  who  described  a method  for 
studying  the  retinal  circulation  of  animals  so 
that  the  size  of  the  vessel  at  any  point  can  be  de- 
termined in  microns.136  The  retinal  perivascular 
i delineation  has  also  been  investigated  experi- 
mentally. Evans  found  Prussian  blue  particles 
about  the  vessels  and  cells.136  From  this  he  be- 
lieves that  it  cannot  be  assumed  that  they  are  in  a 
formed  space,  in  an  anatomic  sense,  or  that  their 
| passage  from  vitreous  to  retinal  and  nerve  spaces 
; indicates  the  rate  or  direction  of  normal  fluid  flow. 
An  interesting  study  on  the  capillary  sphincter  in 
the  human  retina  has  been  made  by  Evans.137 

Clinical  experiments  have  been  reported  in  re- 
gard to  the  influence  of  posture  on  retinal  blood 
pressure.  It  has  been  shown  that  there  is  a 
marked  increase  in  retinal  diastolic  pressure  as 
the  subject  changes  from  the  standing  to  the 
prone  position.138  Repeated  study  of  the  blood 
pressure  in  the  central  artery  apparently  aids  in 
' the  establishment  of  an  early  diagnosis  of  in- 
creased intracranial  pressure,  in  the  absence  of 
i papilledema. 

One  of  the  earliest  and  most  interesting  observa- 
; tions  in  the  retina  concerned  the  detection,  by 
Knapp,  of  the  formation  of  darkangioid  streaks.139 


Recent  reports  of  value  on  retinal  diseases  in- 
clude studies  of  retinal  glioma.  Martin  and 
Reese  have  discussed  the  treatment  of  this  con- 
dition by  surgery  and  by  means  of  the  fraction- 
ated or  divided  dose  principle  of  roentgen  radia- 
tion.140 They  devised  a special  apparatus  by 
which  the  radiation  can  be  accurately  directed 
and  the  anterior  ocular  tissues  protected  from  in- 
jury. In  regard  to  surgery  for  retinoblastoma, 
Ray  and  McLean  believe  that  the  percentage  of 
failures  in  such  operations  can  be  reduced  by  a 
preliminary  intracranial  operation,  cutting  the 
optic  nerve  just  anterior  to  the  chiasm  and  re- 
moving the  eyeball  and  the  whole  optic  nerve 
several  days  later.141 

Another  important  retinal  problem  is  the 
treatment  of  retinal  detachment.  Edgar  S. 
Thomson  was  one  of  the  first  ophthalmologists  to 
advocate  trephining  and  aspiration  in  retinal 
detachment,  reporting  many  striking  successes 
following  this  surgical  procedure.  Of  recent  date, 
studies  of  retinal  detachment  in  New  York  in- 
clude those  of  Dunnington  and  Bogart  and  their 
associates.142-145 

The  Optic  Nerve 

A number  of  early  ophthalmologists,  as  well  as 
those  of  recent  date,  have  studied  toxic  conditions 
in  relation  to  the  optic  nerve.  In  1914,  Tyson 
and  Schoenberg  revealed  that  methyl  alcohol  in 
the  eye  produced  a toxic  edema  of  the  tissues, 
which,  with  the  increased  viscosity  of  the  blood, 
interferes  with  its  free  circulation.146  Since  that 
time,  tobacco-alcohol  amblyopia  has  received 
much  attention.  Carroll,  in  his  brilliant  studies 
on  the  etiology  and  treatment  of  tobacco-alcohol 
amblyopia,  demonstrated  that  visual  improve- 
ment will  take  place  even  if  alcohol  and  tobacco 
are  not  curtailed,  provided  an  adequate  diet  is 
prescribed  along  with  additional  amounts  of 
vitamin  B containing  thiamine  chloride.147 

Carroll  has  also  analyzed  100  cases  of  retrobul- 
bar neuritis,  and,  in  his  opinion,  diabetes  plays  a 
role  in  the  endogenous  causes  of  this  disease.148 

The  Ocular  Muscles 

The  great  names  of  the  past  that  stand  out  in 
the  study  of  ocular  muscles  are  those  of  George 
T.  Stevens,  Alexander  Duane,  Lucien  Howe,  and 
James  W.  White.  Stevens  contributed  highly 
important  studies  to  the  whole  subject  of  motor 
anomalies.  In  addition,  he  devised  a number  of 
diagnostic  aids,  namely,  the  Stevens  tropometer 
and  phorometer  and  the  clinoscope.149  In  1886, 
Stevens  published  his  justly  famous  terminology 
of  the  heterophorias.  He  was  one  of  the  first  to 
classify  motor  anomalies.150 

In  1897,  Duane’s  publication  on  the  classifica- 
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tion  of  motor  anomalies  appeared.151  Much 
credit  must  be  given  Duane  for  clarifying  this 
subject.  However,  Duane’s  most  outstanding- 
contribution  to  ophthalmology  was  his  transla- 
tion of  the  Fuchs,  Text-book  of  Ophthalmology. 162 
Duane  not  only  translated  this  book  but  also  in- 
corporated in  it  his  magnificent  chapter  on  “The 
Motor  Anomalies  of  the  Eye.”  This  achieve- 
ment is  an  excellent  example  of  the  results  of  his 
devotion  of  time  and  thought  to  the  complex 
problems  of  disturbed  ocular  muscle  balance. 
Another  contribution,  credited  to  Duane,  is  the 
first  complete  description  of  paralysis  of  diver- 
gence.153 Among  Duane’s  other  legacies  to 
ophthalmology  are  his  clarification  of  the  as- 
sociated movements  of  the  eyes;  his  carefully 
thought-out  differentiation  of  the  varieties  of 
heterophoria;  the  methods  of  their  detection 
and  their  symptomatology;  his  establishment  of 
the  essential  differences  between  heterophoria 
and  heterotropia;  his  deductions  which  are  so 
largely  responsible  for  improvements  in  thera- 
peutic measures,  surgical  and  otherwise;  his  ex- 
cellent studies  on  the  amplitude  of  accommoda- 
tion at  various  ages,  which  added  to  the  original 
work  of  Donders ; his  classification  of  the  various 
types  of  abnormal  accommodation,  and  his  com- 
parison of  monocular  and  binocular  accommoda- 
tion.154-158 

There  is  no  doubt  that  accommodation  is  an 
important  factor  in  ocular  fatigue  and  asthenopia, 
as  originally  pointed  out  by  Donders.  This  was 
one  of  the  subjects  that  interested  Lucien  Howe, 
although  he  is  more  noted  for  his  systematic 
contribution  to  the  study  of  ocular  muscles.159 
Howe’s  studies  of  fatigue  of  accommodation  and 
convergence  and  the  development  of  the  ophthal- 
mic ergograph  for  the  study  of  accommodation 
and  convergence  have  been  of  great  importance 
in  the  study  and  treatment  of  patients  who  com- 
plain of  ocular  fatigue  during  close  work.160'161 
These  investigations  have  been  the  inspiration  for 
studies  of  ocular  fatigue  by  other  authors.162-16'* 
The  ergograph  was  also  employed  to  study  loss  of 
accommodation  in  pilots  at  high  altitudes,  re- 
sulting from  the  effect  of  lack  of  oxygen  on 
cerebral  centers.165 

In  the  field  of  ocular  muscles,  Frank  W.  Mar- 
low has  also  made  outstanding  contributions. 
He  is  particularly  important  because  of  his 
studies  of  prolonged  monocular  occlusion.166,167 

Of  more  recent  date,  the  studies  of  White 
and  Dunnington  have  clarified  our  knowledge  of 
motor  anomalies.168-170  White  has  been  prom- 
inent in  stressing  the  proper  examination  of  the 
ocular  muscles.171-173 

The  publication  of  Kestenbaum’s  volume  on 
clinical  methods  of  neuro-ophthalmologic  ex- 
amination is  an  achievement  not  only  in  neuro- 


ophthalmology but  also  in  regard  to  the  classifica-  t 
tion  of  the  types  of  conjugate  paralyses.174 

Concerning  the  conjugate  movements  of  the 
eye,  Lorente  de  N6  has  performed  many  animal 
experiments  and  made  many  notable  contribu- 
tions.175 Another  contribution  by  Lorente  de 
N6  is  his  report  of  the  production  of  miners’ 
nystagmus  in  a dog  that  had  been  kept  in  the  I 
dark  from  birth.176  ] 

An  important  phase  of  motor  anomalies  is  ? * 
their  medical  and  surgical  treatment.  From  the  ’ \ 
medical  standpoint,  orthoptic  training  has  been  ( 
emphasized,  and  the  first  course  for  training 
orthoptic  technicians  was  organized  at  the  New 
York  Eye  and  Ear  Infirmary  in  1936. 177-179  It  is 
an  aid  to  improving  fusion,  to  preoperative  treat-  , 
ment,  and  to  postoperative  treatment. 

Krimsky  has  made  many  important  contribu-  ] 
tions  to  the  subject  of  motor  anomalies.180,181 

The  surgical  procedures  recommended  for  im-  J 
balance  of  the  ocular  muscles  are  numerous.  , 
In  1889,  Stevens  was  famous  for  his  invaluable  ( 
scissors.182  He  also  modified  Critchett’s  opera-  ( 
tion  for  cases  of  heterophoria,  which  cannot  be  j 
corrected  by  tenotomy.  An  outstanding  technic  ( 
for  resection  is  that  of  Robert  G.  Reese,  which  is  1 
widely  used  in  this  country.183  Other  important  ( 
technics  are : Jameson’s  recession,  Wheeler’s 

superior  and  inferior  oblique  advancement,  and  ( 
Key’s  transplantation  of  the  temporal  half  of 
the  vertical  recti  tendons  in  cases  of  complete  ( 
paralysis  of  the  external  rectus.184-186  Recession 
of  the  inferior  oblique  at  the  scleral  insertion  by  i 
White  is  a procedure  which  has  added  greatly  to  ( 
the  accuracy  of  correction  of  vertical  deviation.187  s 
Many  other  New  York  ophthalmologists  have  1 ] 
devised  excellent  technics  for  correcting  muscle  j 
paralyses,  but  it  will  remain  for  present  and  future 
ophthalmologists  to  judge  their  historical  value. 

1 ] 

Treatment  of  Ocular  Diseases 

Although  many  of  the  therapeutic  advances 
credited  to  New  York  ophthalmologists  are  dis- 
cussed in  other  sections  of  this  paper,  there  are 
several  methods  of  treating  ocular  infections 
which  should  not  be  omitted.  Ben  Witt  Key 
pioneered  in  the  intravenous  use  of  typhoid- 
paratyphoid  vaccine  and  reported  the  use  of 
antidiphtheritic  serpm  in  the  treatment  of  48 
cases  of  ocular  infection.188,189  Another  form  of 
treatment  that  has  been  advocated  is  transfusion. 

W.  G.  Frey  suggested  that  transfusion  is  a 
splendid  nonspecific  therapeutic  reinforcement.190 

Other  Contributions  to  the  Field  of 
Ophthalmology 

Other  contributions  to  the  field  of  ophthal- 
mology include  many  famous  textbooks  and  ac- 
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tive  cooperation  in  the  national  advancement  of 
ophthalmology. 

Among  the  first  of  the  outstanding  books  to 
come  out  of  New  York  State  was  that  by  Charles 
H.  May  in  1900,  entitled  Diseases  of  the  Eye. 
This  book,  for  the  student  and  general  practi- 
tioner, has  been  published  in  England,  Spain, 
France,  Italy,  Holland,  Germany,  Japan,  China, 
Portugal,  and  India.  It  is  now  in  its  twentieth 
edition.  Although  Dr.  May  died  in  1943,  this 
volume  will  continue  under  the  able  direction  of 
Charles  A.  Perera  as  a reminder  of  his  greatness. 

Other  well-recognized  works  are  Alexander 
Duane’s  translation  of  the  Fuchs’  Text-hook  of 
Ophthalmology  and  his  Classification  of  Motor 
Anomalies  of  the  Eye,  Lucien  Howe’s  two  volumes 
on  Muscles  of  the  Eye,  John  E.  Weeks’s  Treatise  on 
Diseases  of  the  Eye,  Arnold  Knapp’s  Medical 
Ophthalmology,  Torok  and  Grout’s  Surgery  of  the 
Eye,  Troncoso’s  Internal  Diseases  of  the  Eye  and 
Atlas  of  Ophthalmoscopy,  Webb  W.  Weeks’s 
Outline  of  Surgery,  Albert  Snell’s  Medico-Legal 
Ophthalmology,  Berliner’s  Biomicroscopy  of  the 
Eye,  Ralph  I.  Lloyd’s  Perimetry,  John  N.  Evans’ 
Clinical  Scotometry,  Alger’s  Refraction,  Arthur  J. 
Bedell’s  Ophthalmoscopy,  Stevens’  Ocular  Muscles, 
Clevenger’s  Eye  Operating  Room  Procedure. 

Several  other  books  have  appeared  and  many 
chapters  in  the  Encyclopedia  of  Medicine  and 
Surgery  have  been  written  by  New  York  State 
ophthalmologists. 191  ~194 

One  of  the  most  venerated  of  the  ophthal- 
mologic organizations  is  the  American  Board  of 
Ophthalmology.  In  its  founding,  John  E.  Weeks 
assumed  an  active  role,  and,  later,  Lee  Masten 
Francis  did  excellent  work  as  secretary.  Their 
fine  work  has  been  carried  on  in  New  York  by 
Kirby,  Reese,  Dunnington,  Payne,  and  Berens. 

Among  the  members  of  the  American  Ophthal- 
mological  Society  are  listed  many  New  Yorkers. 
The  presidents  of  this  society,  who  can  be  claimed 
by  New  York  from  1903  through  1949,  include 
Charles  S.  Bull,  Emil  Gruening,  Peter  A.  Callan, 
John  E.  Weeks,  Alexander  Duane,  Walter  E. 
Lambert,  Arnold  Knapp,  and  Bernard  Samuels. 
Recipients  of  the  society’s  Howe  medal  include 
Carl  Koller,  Alexander  Duane,  Arnold  Knapp, 
and  Algernon  B.  Reese. 

The  participation  in  the  work  of  the  Section 
on  Ophthalmology  of  the  American  Medical 
Association  has  also  been  active.  Arthur  J. 
Bedell’s  devotion  to  the  Section  is  shown  by  the 
fact  that  he  served  ably  as  delegate  for  ten 
years.  Among  the  chairmen  of  the  Section  are 
listed  John  E.  Weeks,  A.  A.  Hubbell,  Edgar  S. 
Thomson,  Arnold  Knapp,  Arthur  J.  Bedell,  and 
Conrad  Berens.  The  list  of  vice-chairmen  con- 
tains the  following  names  of  New  Yorkers:  Ed- 
mond Blaauw,  F.  Park-Lewis,  Albert  C.  Snell, 


and  Brittain  F.  Payne.  The  Knapp  medal  has 
been  received  by  two  New  York  ophthalmologists, 
Martin  Cogan  in  1925  and  Arthur  J.  Bedell  in 
1930.  The  prize  in  ophthalmology  was  awarded 
to  Phillips  Thygeson  in  1938,  Manuel  Uribe 
Troncoso  in  1942,  and  Conrad  Berens  in  1949. 

Several  New  York  ophthalmologists  have 
played  an  active  part  in  the  organization  and 
development  of  the  Association  for  Research  in 
Ophthalmology,  especially  Brittain  F.  Payne, 
Algernon  B.  Reese,  Phillips  Thygeson,  and  Alson 
Braley. 

The  presidency  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngolog}r  has  been 
held  by  Lee  Masten  Francis  (1920),  John  M. 
Wheeler  (1934),  and  Conrad  Berens  (1949). 

Great  impetus  to  progress  in  ophthalmology 
has  stemmed  from  the  Knapp  Foundation  and 
the  Ophthalmological  Foundation.  An  even 
greater  contribution  was  made  for  eye  research 
by  the  John  and  Mary  Markle  Foundation 
until  their  policy  of  giving  grants-in-aid  was  dis- 
continued after  the  untimely  death  of  Archie  S. 
Woods,  who  did  so  much  for  ophthalmology. 

Institutions  and  Public  Health  Services 

No  history  of  New  York  ophthalmology  would 
be  complete  without  paying  tribute  to  its  world- 
famous  institutions.  New  York  is  proud  of  the 
fact  that  the  New  York  Eye  and  Ear  Infirmary 
(1820)  was  the  first  special  hospital  in  the  United 
States.195  In  the  years  1868-1869,  the  Brooklyn 
Eye  and  Ear  Hospital,  the  Manhattan  Eye,  Ear 
and  Throat  Hospital,  and  the  Herman  Knapp 
Memorial  Hospital  were  founded.  Including 
the  Knapp  Memorial  Hospital  which  merged 
with  the  Institute  of  Ophthalmology,  these 
hospitals  are  still  carrying  on  the  fine  traditions 
of  the  past.  But  to  bring  the  list  up-to-date, 
the  New  York  Hospital,  Bellevue  Hospital,  the 
Post-Graduate  Hospital,  Bronx  Eye  and  Ear 
Infirmary,  the  Harlem  Eye  and  Ear  Hospital, 
Buffalo  Eye  and  Ear  Hospital  and  Wettlaufer 
Clinic,  Charity  Eye,  Ear  and  Throat  Hospital 
(Buffalo),  and  especially  the  Institute  of  Ophthal- 
mology of  the  Presbyterian  Hospital  must  be 
added.  The  New  York  Association  for  the  Blind 
held  a clinic  for  the  prevention  of  blindness  for 
eleven  years. 

The  work  of  the  hospitals  and  of  ophthal- 
mologists is  frequently  facilitated  by  the  active 
cooperation  and  aid  of  public  health  organiza- 
tions. Prominent  among  these  are  the  New 
York  State  Commission  for  the  Blind,  the  De- 
partment of  Labor  and  Compensation,  the  Na- 
tional Society  for  the  Prevention  of  Blindness 
(1908),  as  well  as  the  American  Foundation  for 
the  Blind.  The  central  offices  of  the  National 
Society  and  the  American  Foundation  are 
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located  in  New  York  City,  which  permits  closer 
cooperation  between  these  organizations  and 
ophthalmologists  in  this  locality. 

Conclusion 

An  historical  review  serves  a most  useful  pur- 
pose in  revealing  how  much  modern  ophthal- 
mology owes  to  the  early  founders  who  laid  the 
groundwork  for  future  progress.  It  renews  our 
respect  for  their  work  when  we  realize  that  many 
of  the  historical  procedures  and  methods  are 
still  employed.  But  outstanding  is  the  fact 
that  the  past,  the  present,  and  the  future  are 
all  interdependent.  The  future  of  ophthal- 
mology in  New  York  State  is  most  promising 
because  of  the  fine  groundwork  which  has  been 
so  well  laid  by  the  devotion  to  teaching  and 
research  of  ophthalmologists  during  the  past 
fifty  years  and  because  of  the  excellent  caliber 
of  the  present  group. 

708  Park  Avenue 
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first  publication  committee  which  finished  its  labors 
with  the  annual  meeting  in  October  is  entitled  to 
great  praise  not  only  for  setting  its  ideals  high,  but 
also  for  making  very  material  progress  toward  this 
attainment.  We  trust  it  will  not  be  considered  in- 
appropriate to  call  attention  to  the  steady  and  rapid 
growth  of  the  Journal  under  their  charge. — New 
York  Stale  Journal  of  Medicine,  December,  1901,  p. 
285. 


THE  PROGRESS  OF  AVIATION  MEDICINE  DURING  THE 
PAST  HALF  CENTURY 

Francis  N.  Kimball,  M.D.,  F.A.C.S.,  F.A.M.A.,  New  York  City 
( Colonel , United  Slates  Air  Force  Reserve , Medical  Corps) 


THIS  year  of  1950  marks  the  completion  of 
fifty  years  of  medical  progress  in  New  York 
State.  As  a specialty,  aviation  medicine  during 
that  period  has  had  recognition.  Born  of  war- 
time necessity  at  Hazelhurst  Field,  Mineola, 
Long  Island,  it  had  its  earlier  development  at  the 
Air  Medical  Research  Laboratory  at  Issoudum, 
France,  and  elsewhere  in  Europe.  Its  growth 
was  somewhat  retarded  by  the  demobilization  of 
World  War  I and  the  clamor  for  world  disarma- 
ment in  the  years  that  followed. 

However,  with  the  declaration  of  World  War 
II,  it  was  given  new  life.  It  grew  and  developed 
rapidly  and  securely  under  able  leadership  at 
Randolph  Field,  Texas,  and  Pensacola,  Florida, 
until  it  reached  maturity  in  the  creation  of  an 
interim  board  to  set  up  the  organization  structure 
of  an  American  Board  of  Aviation  Medicine. 
Physicians  of  New  York  State  have  played  no 
small  part  in  the  development  of  aviation  medi- 
cine as  a specialty. 

The  beginnings  of  aviation  medicine  as  an 
entity  are  relative  and  obscure,  but  from  early 
history  we  learn  that  physicists,  physiologists, 
and  physicians  have  participated  actively  in  the 
progress  and  development  of  aeronautics  and 
aviation  medicine. 

In  1500,  we  learn  that  Leonardo  da  Vinci,  the 
greatest  anatomist,  as  well  as  engineer,  sculptor, 
and  artist,  made  a thorough  study  of  aircraft. 
The  models  he  designed  lifted  themselves  into 
the  air  without  employing  light  gases.  One  of 
his  model  aircraft  was  of  the  helicopter  type; 
others  were  similar  to  those  in  use  today. 
Stephen  and  Joseph  Montgolfier  invented  the 
first  balloon  in  1782  and  completed  the  first  flight 
without  passengers  in  September,  1783.  The 
first  study  of  the  effects  of  flying  upon  living 
beings  was  made  that  same  year.  Their  first 
passengers  were  a chicken,  a duck,  and  a sheep. 
The  results  were  gratifying  to  the  investigators  in 
that  they  discovered  that  the  fowls  and  animal 
used  showed  no  ill  effects  from  the  aerial  journey 
of  a few  hundred  feet. 

Pilatre  de  Razier  was  a surgeon  trained  at  the 
hospital  of  his  native  city  of  Metz.  He  became 
intrigued  with  physics  and  chemistry.  About 
October  15,  1783,  in  a smoke-filled,  hot  air, 
crepe  paper  balloon,  Rozier  made  the  first  aerial 
journey  to  be  made  by  man  and  ascended  to  an 
altitude  of  about  3,000  feet.  Two  years  later, 


in  1785,  in  an  attempt  to  fly  across  the  English 
Channel  from  the  French  coast,  he  and  his  com- 
panion lost  their  lives  and  became  the  first 
fatalities  in  aeronautics.  The  first  man  to 
utilize  the  lifting  power  of  hydrogen  was  Jacques 
Alexander  Cesar  Charles,  the  French  physicist, 
whose  name  survives  in  the  law  of  physics  which 
he  expounded.  On  December  17, 1783,  Charles  is 
believed  to  have  ascended  to  an  altitude  of  about 
10,500  feet  in  a hydrogen-filled  balloon  made  of 
taffeta,  which  he  had  ingeniously  rendered  im- 
permeable by  a coating  of  a rubber  solution. 
As  a result  of  this  flight  we  have  our  first  record 
of  any  physical  discomfort  suffered  by  an  in- 
dividual in  the  air.  He  complained  of  severe  cold 
and  described  the  subjective  symptoms  of  what 
we  now  know  as  “aerotitis  media.”  His  de- 
scription of  the  flight:  “In  the  midst  of  the  inex- 
pressible rapture  of  this  contemplative  ecstasy,  I 
was  recalled  to  myself  by  a very  extraordinary 
pain  in  the  anterior  of  my  right  ear  and  in  the 
maxillary  glands;  I attributed  it  to  the  expansion 
of  the  air  contained  in  the  cellular  tissue  of  the 
organ,  as  well  as  to  the  cold  of  the  surrounding 
air.  . . I put  on  a woolen  hood  which  was  at  my 
feet,  but  the  pain  vanished  only  when  I reached 
the  ground.” 

Dr.  John  Jeffries  was  born  in  Boston,  Mas- 
sachusetts, February  5, 1744,  and  after  graduation 
from  Harvard  College  studied  medicine  in  Eng- 
land. He  received  his  medical  degree  there  in 
1769.  In  November,  1784,  he  took  his  first  ride 
in  a hydrogen-filled  balloon  to  an  altitude  of 
over  6,000  feet  with  Jean-Pierce  Blanchard, 
renowned  French  balloonist  (the  first  to  make  a 
balloon  ascent  in  the  United  States,  June  9, 
1793).  During  this  flight,  Dr.  Jeffries  dropped  a 
written  message  to  a friend,  Mr.  Arodi  Thayer, 
and  it  is  now  in  the  Snell  Museum  of  Physics  at 
Amherst  College.  It  became  what  may  be  called 
the  first  piece  of  mail  to  be  carried  by  air.  Dr. 
Jeffries  was  so  intrigued  by  the  fascinating  ex- 
perience that  he  immediately  explored  the  possi- 
bility of  flying  across  the  English  Channel.  After 
careful  planning  by  him  and  Blanchard,  they  made 
a successful  flight  from  Dover,  England,  to  Calais, 
France,  on  January  7,  1785.  It  was  Dr.  Jeffries’ 
strong  desire  to  determine  the  composition  of  the 
air  at  various  altitudes.  This  had  previously 
been  suggested  by  the  physicist,  Henry  Caven- 
dish, who  discovered  the  lifting  power  of  hydro- 
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gen.  Although  Jeffries  carried  scientific  equip- 
ment to  carry  out  this  experiment,  there  are  no 
existing  records  to  indicate  whether  on  either  of 
his  flights  he  was  successful  in  obtaining  any  of 
the  pertinent  data  which  he  sought.  Neverthe- 
less, Dr.  John  Jeffries  was  the  first  American 
physician  to  participate  actively  in  aeronautics 
for  medical  scientific  purposes.  He  wrote  a book 
in  1786,  describing  his  experiences  in  both  balloon 
flights.  It  is  called  A Narrative  of  the  Two  Aerial 
Voyages.  His  place  in  aviation  medicine  and  his 
memory  is  perpetuated  by  the  annual  award  to 
the  physician  in  the  United  States  who  makes  the 
greatest  contribution  in  the  field  of  aviation 
medicine — the  John  Jeffries  Award  of  the  In- 
stitute of  the  Aeronautical  Sciences. 

In  1786,  the  first  handbook  on  aeronautics  was 
published.  The  author,  not  a doctor,  recom- 
mended ballooning  to  promote  longevity:  “The 
spirits  are  raised  by  the  purity  of  the  air  and  rest 
in  a cheerful  composure.  In  an  ascent,  all 
worries  and  disturbances  disappear  as  if  by 
magic.” 

An  ascent  to  the  height  of  23,526  feet  was  made 
over  Hamburg  in  1803  by  a German  physicist 
named  Lhoest.  He  carried  on  separate  experi- 
ments involving  the  effects  of  altitude  on  electrical 
charges  and  on  acoustics  in  the  human  being. 
Both  he  and  his  pilot  became  very  anoxic  but 
stated  that  they  did  not  lose  consciousness. 
This  was  the  first  scientific  record  of  altitude  ef- 
fects upon  the  human  being  and  was  called 
“balloon  sickness.”  Scientists  have  been  in- 
terested in  the  problem  of  altitude  effects  upon 
the  human  body,  and  it  was  not  until  seventy 
years  later  that  oxygen  was  first  used  in  ascents. 
Medical  investigators  were  the  pioneers  in  the 
use  of  oxygen  and  have  been  prominent  in  that 
field  ever  since. 

In  1804,  balloon  flights  were  made  over  Paris 
by  two  young  French  scientists,  Jean  Baptista 
Biot  and  Joseph  Louis  Gay-Lussac.  They  ob- 
served and  studied  the  effects  of  altitude  on  their 
experimental  animals.  On  his  descent,  Gay- 
Lussac  said:  “When  I had  reached  the  highest 
point  of  my  ascent,  7,016  meters  above  sea  level, 
my  respiration  was  noticeably  hampered,  but  I 
was  still  far  from  experiencing  such  severe  dis- 
comfort as  to  wish  to  descend.  My  pulse  and 
respiration  rate  were  much  accelerated,  and  so, 
breathing  very  rapidly  in  very  dry  air,  I was  not 
surprised  to  find  my  throat  so  dry  that  it  was 
painful  for  me  to  swallow  bread.  These  were  all 
the  inconveniences  that  I experienced.” 

It  was  nearly  fifty  years  before  another  balloon 
ascension  was  made  for  purely  scientific  purposes. 
However,  during  this  interval  there  were  some 
developments  in  aviation.  George  Peacock,  an 
Englishman,  demonstrated  the  first  man-lifting 


kites  in  1840,  and  at  the  same  time,  probably 
unknowingly,  the  principle  that  air  moving 
against  inclined  plane  surfaces  would  provide 
sufficient  lifting  power  to  sustain  the  weight  of  an 
average  man  was  demonstrated.  In  1842,  the 
first  self-propelled,  power-driven,  heavier-than- 
air  machine  to  sustain  itself  in  the  air  by  its  own 
generated  power,  namely,  a single  cylinder  steam 
engine,  was  built  by  the  Englishmen  Stringfellow 
and  Henson.  It  is  said  that  lack  of  financial  as- 
sistance prevented  further  investigation. 

In  1850,  records  of  temperatures  as  low  as 
—39  C.  were  made  by  two  French  meteorologists, 
Barral  and  Bixio,  in  an  ascent  of  over  21,000  feet. 
However,  they  failed  to  note  any  unfavorable 
physiologic  symptoms  as  they  were  not  trained 
observers. 

During  the  following  twenty  years,  the  most 
significant  flights  were  made  by  an  English 
meteorologist,  James  Glaisher,  and  a companion, 
Dr.  Henry  T.  Coxwell,  under  the  auspices  of  the 
British  Association  for  the  Advancement  of 
Science.  On  one  of  the  flights  to  altitude  claimed 
to  be  29,000,  Glaisher  first  noticed  a loss  of  visual 
acuity  and  hearing,  some  paralysis  of  the  arms 
and  legs,  and  then  he  lost  consciousness.  While 
Glaisher  did  obtain  some  meteorologic  data  of 
current  interest,  the  most  significant  information 
obtained  as  the  result  of  this  flight  was  the 
knowledge  gained  that  acute  anoxia  as  the  result 
of  high  flight  (altitude)  could  be  fatal.  This  was 
demonstrated  in  that  renowned  and  tragic  flight 
undertaken  in  1874  by  Gaston  Tissandier,  a 
French  meteorologist,  Sivel,  and  Croce-Spinelli 
which  resulted  in  the  death  of  Sivel  and  Croce- 
Spinelli  from  acute  anoxia.  The  above  were 
associates  and  subjects  of  Paul  Bert,  a brilliant 
French  physiologist,  who  began  a study  of  the 
effects  of  increased  and  decreased  barometric 
pressures.  Oxygen  was  carried  on  the  fatal 
flight  at  the  direction  of  Bert  but  was  an  in- 
sufficient amount  for  the  three  men.  Tissandier, 
the  survivor,  regretfully  wrote  later,  “Like  me, 
they  must  have  suddenly  lost  power  of  move- 
ment.”. His  historical  description  of  the  flight 
to  28,820  feet  remains  today  as  one  of  the  most 
often  quoted  warnings  of  the  danger  of  ascent  to 
high  altitudes  without  the  use  of  supplementary 
oxygen  in  adequate  quantities. 

The  Effects  of  Barometric  Pressure  on  Man, 
published  in  1875  by  Jourdanet,  held  that  the 
cause  of  altitude  sickness  was  lack  of  oxygen. 
This  unfortunate  accident  and  the  graphic  de- 
scription by  Tissandier  stimulated  Bert  to  con- 
tinue his  study  with  renewed  vigor.  With 
practical  application  Bert  proved  conclusively 
that  at  lowered  barometric  pressure  the  essential 
factor  in  the  maintenance  of  the  respiratory 
function  is  an  adequate  partial  pressure  of  oxy- 
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gen.  In  1878,  the  first  important  work  in  Avia- 
tion Medicine,  La  Pression  Barometrique,  was 
published  by  Paul  Bert,  and  today  it  remains  one 
of  the  classic  contributions  on  altitude  physi- 
ology. 

Berson  and  Suring,  associates  of  the  Austrian 
physiologist,  Von  Schrotter,  reached  an  altitude 
of  36,000  feet  around  the  turn  of  the  century. 
They  readily  accepted  the  theory  advanced  by 
Bert,  and  the  success  of  their  epic  flights  was  due 
to  the  utilization  of  oxygen  in  high-pressure 
cylinders.  They  experimented  with  liquid  oxy- 
gen, and  as  a result,  Van  Schrotter  is  credited 
with  devising  the  first  oxygen  mask  for  use  in 
flight. 

During  the  same  fifty-year  period,  noted 
aeronauts  in  Europe  and  the  United  States  were 
busy.  All  the  efforts  of  such  men  as  Otto 
Lilienthal  in  Germany,  Pilcher  in  England,  Le 
Bris  and  Mouillard  in  France,  Chanute  Mont- 
gomery and  the  Wright  Brothers  in  America 
were  devoted  to  obtaining  knowledge  of  wing 
forms  in  the  development  of  the  heavier-than-air 
machines.  To  accomplish  this  they  experi- 
mented with  gliders.  Meanwhile,  Count  Von 
Zeppelin  had  been  experimenting  with  a rigid 
airship  or  dirigible  driven  by  its  own  generated 
power.  In  October,  1900,  he  made  a successful 
flight  in  his  dirigible.  In  1903,  Dr.  Samuel  P. 
Langley  first  experimented  with  rubber-driven 
models  and  later  with  steam-driven  models.  As 
the  results  of  the  experiments  he  designed  a full- 
sized  plane  with  sufficient  power  plant  to  sustain 
it  in  flight.  The  plane  was  to  be  launched  from 
a track  on  the  upper  deck  of  a houseboat.  On 
December  8,  1903,  an  attempt  was  made  to 
launch  the  plane  in  flight;  something  went  wrong 
with  the  launching  gear,  and  the  plane  crashed 
into  the  Potomac  River.  However,  several 
years  later  he  was  successful.  It  is  claimed  by 
friends  that  Clement  Ader  made  an  uninterrupted 
flight  of  300  meters  in  a steam-powered  plane  in 
France  on  October  14,  1897.  On  December  17, 
1903,  Wilbur  and  Orville  Wright  made  between 
them  four  successful  flights  in  a power-driven 
aircraft  at  Kitty  Hawk,  North  Carolina. 

The  first  successful  passenger-carrying  flights 
in  a power-driven  aircraft  were  made  by  Wilbur 
and  Orville  Wright  in  December,  1908.  They 
made  four  successful  flights.  It  is  now  a gen- 
erally accepted  fact  that  the  Wrights  were  the 
first  men  to  fly  in  a controlled  aircraft.  Their 
success  marks  the  very  beginning  of  the  vast 
aeronautical  industry  which  we  have  today. 

Interest  in  aviation  medicine  up  until  1912  was 
somewhat  spasmodic,  and  what  little  there  was 
was  confined  to  the  physiology  of  altitude. 
No  special  type  of  physical  examination  was  re- 
quired for  military  aviators,  and  no  physical 


examination  for  civilian  aviators  was  required 
during  this  period.  In  1910,  R.  Cruchet  and  R. 
Moulinier  published  in  France  a series  of  scientific 
articles  on  aviation  medicine,  entitled  “Air  Sick- 
ness.” This  work  was  based  on  their  studies  of  a 
group  of  airmen  who  took  part  in  a festival  at 
Bordeaux. 

Between  1910  and  1914,  there  was  little  ac- 
complished in  aviation  medicine;  however,  the 
Germans  had  been  working  on  the  problem  of 
physical  qualifications  required  for  aviators.  In 
1910,  they  had  prepared  and  were  using  minimum 
standards  for  military  aviators.  Therefore, 
as  a result,  they  were  more  advanced  in  their 
concepts  in  this  field  than  any  of  the  other  coun- 
tries in  Europe  when  World  War  I began.  At  the 
beginning  of  1915,  a service  for  the  medical 
control  of  military  aviators  was  in  operation. 

In  France  on  September  2,  1912,  the  first  govern- 
ment circular  relative  to  the  medical  examination 
of  aviators  appeared.  On  November  8,  1917, 
the  first  special  medical  service  for  aviators  was 
established  in  Paris.  Shortly  thereafter,  a 
similar  service  was  established  at  the  training 
center  at  Chartres,  and  a doctor  was  assigned  to 
the  inspection  of  the  School  for  Aeronautics. 
By  the  end  of  1917,  all  the  Allies  and  Germany 
had  medical  departments  which  were  integral 
parts  of  their  services,  and  in  each  was  included 
their  best  specialists. 

During  this  period  aviation  medicine  lagged  in 
the  United  States.  Due  to  the  lack  of  interest  in 
the  airplane  in  the  United  States,  the  Wright 
Brothers  took  their  invention  to  Europe  where 
flying  became  popular  almost  immediately. 
Another  reason  was  that  the  United  States  did 
not  enter  the  war  until  1917,  three  years  later,  and 
military  aviation  in  this  country  did  not  begin  to 
develop  on  a large  scale  until  after  that  time. 
The  United  States  Army  signed  a contract  with 
the  Wright  Brothers  for  the  first  Army  plane  on 
February  10,  1918 9 

The  first  officer  of  the  United  States  Army  to  | 
make  a solo  flight  in  a heavier-than-air  craft  was 
Lieutenant  F.  E.  Humphreys,  Engineer  Corps. 
This  was  a three  minute  solo  on  October  26,  1909. 
Humphreys  now  holds  the  rank  of  Colonel  in  the 
New  York  National  Guard,  and  Colonel  in  the 
Engineer  Reserve.  He  was  born  at  Summit,  New 
Jersey,  September  16,  1883. 

Lieutenant  Thomas  Selfridge  of  the  U.S.A. 
Signal  Corps  and  Mr.  Orville  Wright  were  in  a 
flight  on  September  17,  1908,  at  Fort  Meyer, 
Virginia,  when  the  propeller  of  the  Wright  plane 
broke  and  the  plane  crashed.  Lieutenant  Sel- 
fridge was  killed,  and  Mr.  Wright  was  seriously 
injured.  This  was  the  first  fatal  heavier-than-air 
aircraft  accident. 
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The  physicians’  obligations  and  responsibilities 
to  the  aviator  were  not  immediately  recognized 
in  the  earlier  days  of  aviation.  Extreme  cold 
and  oxygen  want  at  high  altitudes  which  pre- 
sented such  grave  dangers  to  the  balloonist  did 
not  interest  the  pilot  who  made  flights  at  low 
altitudes  and  for  short  periods  of  time.  The 
need  for  some  special  type  of  physical  examina- 
tion to  qualify  candidates  for  flying  duty  was 
emphasized  by  the  increased  accidents. 

The  War  Department  of  the  United  States 
Army  on  February  2,  1912,  published  the  first 
instructions  concerning  the  physical  examination 
of  candidates  for  aviation  duty  in  the  Aviation 
Section  of  the  Signal  Corps,  thus  becoming 
probably  the  first  official  document  in  the  United 
States  pertaining  to  aviation  medicine.  The 
Bureau  of  Medicine  and  Surgery  of  the  United 
States  Navy  issued  a circular  letter  outlining  a 
physical  examination  for  candidates  for  aviation 
duty  on  October  12, 1912. 

In  April,  1914,  Brigadier  General  Theodore  C. 
Lyster  recognized  the  importance  of  high  temper- 
mental  and  physical  qualifications  for  pilots. 
Many  conferences  upon  this  subject  were  held 
by  General  Lyster  and  Brigadier  General  W.  H. 
Wilmer  before  World  War  I.  It  was  recognized 
after  these  conferences  that  the  physical  stand- 
ards for  pilots  should  be  rigid.  In  July,  1914, 
the  head  of  the  Aviation  Section  of  the  Signal 
Corps  informed  the  Surgeon  General  that  young- 
officers  desiring  to  learn  to  fly  would  soon  be 
given  authority  to  enter  the  Aviation  Section. 
In  view  of  this,  it  would  be  necessary  to  give 
applicants  for  transfer  physical  examinations  to 
determine  their  fitness.  At  first  these  require- 
ments were  so  high  that  no  applicant  had  been 
able  to  pass  the  examination.  Later,  in  1916, 
Major  T.  C.  Lyster  and  Lieutenant  William  H. 
Wilmer  were  busily  engaged  in  raising  the  physi- 
cal standards  for  the  examinations  of  military 
aviators;  this  culminated  in  a conference  in 
Philadelphia  in  May,  1917,  attended  by  Major  T. 
C.  Lyster,  Lieutenant  William  H.  Wilmer,  Major 
Isaac  H.  Jones,  and  Major  Eugene  R.  Lewis,  the 
latter  two  otolaryngologists.  There  the  final 
touches  were  put  on  the  entirely  revised  exami- 
nation form  for  flying,  which  was  approved  by  the 
Adjutant  General’s  office  and  became  AGO  form 
609  of  World  War  I.  (This  was  further  revised 
to  become  the  form  64  of  World  War  II.)  The 
first  candidates  to  take  and  pass  the  Army  ex- 
amination were  Lieutenant  F.  J.  Gerstner,  10th 
Cavalry,  and  Lieutenant  F.  T.  Armstrong,  Coast 
Artillery,  of  the  United  States  Army.  After 
their  successful  examination,  they  were  trans- 
ferred to  the  Aviation  Section  of  the  Signal  Corps. 

Shortly  before  the  declaration  of  World  War  I 
by  the  United  States,  the  Surgeon  General  of  the 


Army,  Major  General  William  C.  Gorgas,  recom- 
mended that  the  medical  matters  pertaining  to 
the  Air  Service  should  be  placed  in  the  hands  of  a 
medical  officer  under  the  Chief  of  the  Signal  Corps 
of  the  Army.  Shortly  thereafter,  on  September 
6,  1917,  Colonel  T.  C.  Lyster  was  assigned  to 
duty  as  a chief  surgeon,  Aviation  Section  Signal 
Corps,  the  first  air  surgeon. 

As  the  physical  examinations  were  then  con- 
ducted in  Washington,  the  burden  was  greatly 
increased  by  the  great  number  of  applicants  for 
flying.  (At  the  time  this  country  entered  World 
War  I the  commissioned  strength  of  the  Aviation 
Section  totaled  only  65  officers.)  Colonel  Lyster 
immediately  sent  Major  Jones  on  a trip  across 
the  country  to  establish  examining  units  in  35 
principal  cities,  calling  upon  medical  reserve 
officers  and  leading  specialists  in  each  community 
for  aid  in  making  these  examinations.  Simul- 
taneously, Colonel  Lyster  established  examining 
units  at  30  infantry  division  encampments 
throughout  the  country.  Three  months  later, 
in  July,  1917,  a total  of  67  examining  boards 
were  functioning  in  the  United  States.  During 
the  war,  approximately  100,000  applicants 
were  examined  for  flying  training  by  these 
boards.  As  the  organized  groups  of  the  air 
services  passed  through  the  ports  of  embarkation, 
medical  officers  were  assigned  to  them.  Later, 
it  was  regretfully  recognized  that  these  officers 
had  not  been  trained  in  the  special  medical 
problems  of  aviation. 

In  October,  1917,  a mission  was  sent  to  the 
allied  countries  of  Europe  to  study  aviation  medi- 
cine in  England,  France,  and  Italy.  This 
mission  returned  in  March,  1918,  with  valuable 
information,  reports,  and  samples  of  oxygen 
equipment  to  be  manufactured  in  the  United 
States  for  use  by  the  American  forces. 

At  the  end  of  the  first  year  of  World  War  I, 
Britain’s  casualty  list  revealed  some  startling 
facts  with  reference  to  aviators.  Out  of  every 
100  pilots  killed,  two  had  died  in  combat,  eight 
deaths  resulted  from  some  defect  in  their  air- 
craft, and  a total  of  90  deaths  as  the  result  of  some 
individual  deficiency  such  as  recklessness,  care- 
lessness, and  physical  unfitness.  Sixty,  or  two 
thirds  of  the  90  deaths,  were  attributed  to  some 
physical  defect.  These  astounding  facts  resulted 
in  the  British  establishing  a special  service  for  the 
“care  of  the  pilot”  (which  today  is  one  of  the  im- 
portant duties  of  the  flight  surgeon) . This  serv- 
ice proved  to  be  worthy  of  praise  because,  at  the 
end  of  the  second  year,  the  fatalities  due  to 
physical  defects  were  reduced  from  60  to  20  per 
cent  and  at  the  close  of  the  third  year  to  12  per 
cent. 

Profiting  by  the  experience  of  the  British,  the 
United  States  formed  a Medical  Research  Board 
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in  October,  1917,  in  accordance  with  paragraph 
113,  S.O.  243,  A.G.O.  The  Board  consisted  of 
four  officers  and  one  civilian:  Major  J.  B. 

Watson,  SCRC,  Major  Eugene  R.  Lewis,  M.R.C., 
Major  W.  H.  Wilmer,  M.R.C.,  Major  E.  G. 
Seibert,  M.R.C.,  and  Dr.  Yandell  Henderson, 
chairman. 

The  authority  delegated  to  the  Board  was  as 
follows: 

This  Board  shall  have  discretionary  powers: 

1.  To  investigate  all  conditions  which  effect  the 
efficiency  of  pilots. 

2.  To  institute  and  carry  out,  at  flying  schools  or 
elsewhere,  such  experiments  and  tests  as  wall  deter- 
mine the  ability  of  pilots  to  fly  in  high  altitudes. 

3.  To  carry  out  experiments  and  tests,  at  flying 
schools  or  elsewhere,  to  provide  suitable  apparatus 
for  the  supply  of  oxygen  to  pilots  in  high  altitudes. 

4.  To  act  as  a standing  medical  board  for  the 
consideration  of  all  matters  relating  to  the  physical 
fitness  of  pilots. 

As  we  see  by  the  historical  events  enumerated 
above,  aviation  itself  was  still  in  its  infancy,  and 
aviation  medicine  was  unborn. 

On  instructions  of  the  Chief  Surgeon  of  the  Air 
Service,  Colonel  Lyster  (before  the  orders  creating 
this  Board  were  issued),  the  first  meeting  of  the 
Board  was  held  September  27,  1917.  Many 
matters  concerning  the  pilot  were  discussed, 
such  as  the  establishment  of  an  experimental 
laboratory  at  some  airfield,  the  effects  of  high 
altitudes,  suitable  apparatus  for  supplying  oxy- 
gen at  great  altitudes,  physical  training,  proper 
clothing,  food,  the  effects  of  altitudes  on  the  pilot 
after  the  ingestion  of  certain  foods,  the  types  of 
goggles,  and  many  other  related  problems. 
On  October  2,  1917,  there  was  a second  meeting 
at  Hazelhurst  Field,  Mineola,  Long  Island,  to 
inspect  flying  conditions  and  also  to  consider  the 
practicability  of  establishing  a laboratory  there. 
A similar  meeting  was  held  October  12,  1917,  at 
Langley  Field,  Virginia.  Following  these  con- 
ferences, it  was  found  to  be  necessary  to  establish 
an  Air  Service  Medical  Research  Laboratory. 
The  directors  of  the  departments  of  the  laboratory 
were  as  follows:  Otology — Lieutenant  Colonel 
E.  R.  Lewis;  Cardiology — Major  James  L. 
Whitney;  Physiology — Major  Edward  C.  Schnei- 
der; Psychology — Major  Knight  Dunlap;  Psy- 
chiatry and  Neurology — Major  Stewart  Paton; 
and  Ophthalmology — Captain  Conrad  Berens, 
Jr. 

This  was  the  creative  period  of  aviation  medi- 
cine, and  on  January  19,  1918,  the  Central 
Medical  Research  Laboratory  came  into  being 
with  the  reporting  of  the  above  officers  for  duty 
at  Hazelhurst  Field,  Mineola,  Long  Island.  The 


date  January  19,  1918,  is  generally  recognized  as 
the  birth  of  aviation  medicine.  This  was  the 
beginning,  and  with  later  development  it  became 
what  we  proudly  recognize  today  as  the  School  of 
Aviation  Medicine  now  located  at  Randolph 
Field,  Texas. 

The  intimacies  of  the  very  early  days  of  avia- 
tion medicine  can  best  be  had  by  quoting  from 
an  article  written  by  Brigadier  General  W.  H. 
Wilmer,  “Early  Development  of  Aviation  Medi- 
cine.”:23 


As  usual  in  anything  new,  many  handicaps  were 
encountered  in  the  early  days  of  this  work.  The 
decompression  tank  (weighing  some  4 tons)  on  its 
way  from  Lancaster,  Pennsylvania,  to  the  labora- 
tory was  refused  passage  on  a certain  bridge. 
The  bridge  had  to  be  shored-up  before  the  tank 
could  proceed  upon  its  way.  The  winter  of  1918 
was  unprecedentedly  cold,  and  the  officers  had  to 
live  some  distance  from  the  laboratory.  From 
January  21  to  February  8,  the  steam  boiler  of  the 
heating  apparatus  was  out  of  commission,  so  that 
until  that  date,  work  was  carried  on  in  a tempera- 
ture that  varied  from  22  F.  to  52  F.  in  spite  of  oil 
stoves.  The  officers  and  the  enlisted  men  showed 
a fine  spirit,  and  they  took  the  discomforts  as  a 
great  adventure. 

These  early  days  of  Aviation  Medicine  were  re- 
plete with  interesting  experiences,  but  time  will 
allow  the  recital  of  only  a few. 

By  February  11,  1918,  a great  deal  of  experi- 
mental work  had  been  accomplished,  and  it  was 
decided  that  it  had  been  of  such  value  that  a 
branch  laboratory  should  be  acquired  or  built  at 
each  flying  school. 

On  February  26,  1918,  the  Board  was  in  a posi- 
tion to  realize  still  further  the  value  of  the  labora- 
tory work,  for  it  was  found  that  16  per  cent  of 
normals  began  to  react  to  oxygen  want  and  to  lose 
efficiency  at  about  10,000  feet.  It  was  then  recom- 
mended that  before  giving  commissions,  examina- 
tion of  aviators  for  this  purpose  of  classification 
should  be  mandatory.  In  this  connection  it  is 
interesting  to  recall  the  experience  of  a French 
pilot.  Owing  to  the  overcrowded  aviation  schools 
in  France.  Lieutenant  M.  was  undergoing  his 
training  at  Po,  Italy.  In  carrying  out  his  alti- 
tude test  flight,  it  was  noted  by  his  instructor 
that,  as  the  student  reached  an  elevation  over  10,000 
feet,  his  head  fell  over  the  side  of  the  fuselage  as 
in  a faint.  The  machine  went  into  a spin  and 
fell  to  the  ground.  When  the  rescue  party 
reached  the  wreck,  the  pilot  was  seemingly  dead. 
There  was  a fracture  of  the  frontal  bone,  and  a 
piece  of  bone  over  the  frontal  sinus  was  driven  into 
the  brain.  The  body  was  placed  in  the  morgue. 
That  evening  the  morgue  keeper’s  curiosity  got 
the  better  of  him  so,  in  order  to  see  how  deep  the 
wound  was,  he  pushed  his  finger  down  into  it. 
Whereupon,  Lieutenant  M.  sat  up  and  swore  at 
him.  The  terrified  keeper  rushed  from  the  mor- 
gue. A medical  officer  took  the  supposed  corpse 
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to  the  hospital  and  removed  the  piece  of  bone  from 
the  brain.  After  his  recovery,  the  pilot  came  to 
the  United  States.  When  tested  in  the  low  pres- 
sure tank,  he  fainted  at  15,000  feet.  Later  on,  the 
test  was  repeated  in  the  laboratory  at  the  3rd 
Aviation  Instruction  Center  in  France,  with  the 
same  results. 

On  March  8,  1918,  Captains  Schneider  and 
Whitney  made  an  interesting  experiment  upon 
themselves  in  the  low  pressure  tank  while  taking 
oxygen.  They  reached  an  artificial  altitude  of 
34,000  feet  in  twenty-four  minutes.  Thanks  to 
the  administration  of  oxygen,  they  experienced  no 
mental  disturbances  or  physical  upsetting,  except 
for  the  painful  swelling  of  the  abdomen  due  to  the 
fact  that  the  diminished  atmospheric  pressure 
allowed  a great  expansion  of  gas  in  the  gastro- 
intestinal tract. 

On  May  17,  1918,  there  was  a very  sad  occur- 
rence at  Hazelhurst  Field — the  death  of  Captain 
Resinati,  one  of  the  most  famous  members  of  the 
Royal  Italian  Flying  Corps.  This  catastrophe 
has  a bearing  upon  Aviation  Medicine.  The 
destroyed  machine  was  a powerful  triple-motored 
Caproni  biplane  which  had  just  been  assembled  at 
the  field  under  Captain  Resinati’s  supervision. 
In  spite  of  a severe  cold  for  the  past  week,  Resinati 
had  dined  on  the  previous  evening  at  the  Country 
Club.  He  was  always  very  abstemious.  He 
turned  in  rather  early,  but  his  cold  made  him  very 
restless  so  he  took  10  grains  of  aspirin  twice  during 
the  early  part  of  the  night.  The  next  morning, 
when  urged  not  to  fly  until  he  felt  better,  he 
laughingly  replied,  “Oh,  I have  flown  so  much 
that  I can  fly  just  as  well  sick  as  well.” 

The  officer  in  charge  of  the  laboratory  replied: 
“If  I had  the  authority,  I would  remove  you  from 
flying  until  you  were  better.” 

He  took  off  in  a direction  east  of  south  over  loose 
gravel  for  about  120  feet  towards  a rough  depres- 
sion. At  50  feet  elevation,  the  left  wing  of  the 
plane  tipped,  striking  glancing  blows  on  the 
ground,  until  the  whole  plane  toppled  over,  smash- 
ing the  propeller,  demolishing  the  plane,  and 
crushing  the  pilot.  It  was  evident  that  the  flier’s 
judgment  was  affected  by  his  illness,  because  even 
with  his  great  experience  he  tried  to  take  to  the 
air  with  insufficient  speed,  operated  the  controls  on 
the  ground  as  if  in  actual  flight,  and  failed  to  cut 
off  the  motor  when  the  sideslip  occurred. 

The  work  at  the  laboratory  increased  rapidly  in 
amount  and  importance.  By  June,  1918,  the 
laboratory  space  had  been  increased  threefold, 
the  personnel  of  officers  was  much  enlarged,  and 
barracks  had  been  erected  for  the  enlisted  men. 
In  addition  to  the  extensive  program  of  research 
that  was  being  carried  out  in  the  department,  the 
laboratory  was  functioning  as  a well-organized 
school  for  the  training  of  flight  surgeons  and  for 
instructing  physical  trainers  for  their  work  at  the 
various  flying  schools.  Officers  and  enlisted  men 
were  being  instructed  in  the  methods  and  duties 
of  classification  units.  Hundreds  of  aviators  had 
undergone  low-oxygen  tension  tests,  either  in  the 
low  pressure  tank  at  Mineola  or  by  means  of  the 


Henderson-Pierce  rebreatbing  machine  at  branch 
laboratories.  So  that  the  selection  of  the  flier  had 
been  standardized,  the  care  of  the  flier  put  in 
charge  of  flight  surgeons,  and  the  classification  of 
the  aviator  recognized  as  a vital  necessity  to  the 
efficiency  of  the  Air  Service. 

The  appellation,  “Chief  Surgeon,  Aviation 
Section  Signal  Corps,”  ceased  to  exist  after  May 
11,  1918.  However,  the  Air  Service  Medical  was 
created  May  23,  1918,  and  with  the  establish- 
ment the  next  day  of  the  Department  of  Military 
Aeronautics,  the  officer  in  charge  of  the  Division 
of  the  Air  Service  Medical  of  the  Surgeon  Gen- 
eral’s Office  was  then  appointed  chief  of  a Medical 
Section. 

By  July,  1918,  there  were  established  20 
branch  Medical  Research  Laboratories  at  the 
various  airfields.  The  manual,  Medical  Research 
Laboratory,  was  published,  and  in  October,  1918, 
the  first  Air  Service  Medical  Manual  was  pub- 
lished. 

On  August  24,  1918,  the  first  flight  surgeon  to 
be  killed  in  an  airplane  accident  was  Major 
William  R.  Ream,  M.C.  This  occurred  at 
Chanute  Field,  Illinois. 

After  November  11,  1918,  and  the  signing  of 
the  Armistice,  work  continued  in  the  laboratory. 
In  May,  1919,  a new  section  of  the  Air  Research 
Laboratory  was  established,  and  the  first  course 
of  instruction  for  flight  surgeons  was  given  at  the 
Air  Medical  Research  Laboratory,  Hazelhurst 
Field,  Mineola,  Long  Island.  This  course  was  a 
systematic  course,  given  over  a period  of  eight 
weeks.  Following  the  war,  interest  in  aviation 
and  aviation  medicine  lagged  in  this  country, 
and  in  1920  the  Air  Service  Research  Laboratory 
was  abandoned.  However,  the  school  continued 
to  function  and  in  February,  1921,  it  was  recog- 
nized as  a Special  Service  School.  That  year  a 
fire  destroyed  the  School  buildings  and  most  of 
the  equipment,  but  the  work  was  carried  on  in 
temporary  quarters.  On  November  8,  1922,  AR 
350-105  changed  the  name  to  the  School  of 
Aviation  Medicine.  The  first  commandant  of 
the  School  of  Aviation  Medicine  was  Major 
Louis  H.  Bauer.  On  June  30,  1926,  the  school 
was  moved  to  Brooks  Field,  San  Antonio,  Texas, 
and  on  October  30,  1931,  it  was  moved  to  its 
present  location  at  Randolph  Field,  Texas.  In 
1926,  Colonel  Louis  H.  Bauer,  M.C.R.,  wrote 
and  published  the  first  textbook,  Aviation  Medi- 
cine. 

Since  the  time  of  the  recognition  of  a Special 
Service  School,  research  along  various  lines  has 
been  carried  out  at  the  School.  Our  latest 
knowledge  of  the  altitude  effects  on  pilots  has 
been  gained  from  work  carried  out  at  this  School. 
The  pioneers  in  blind  (instrument)  flying  worked 
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in  close  collaboration  with  the  school  personnel  to 
determine  the  physiologic  background  for  the 
disorientation  experienced  in  flying  blind.  Other 
studies  have  been  carried  on:  reaction  of  the 
cardiovascular  system  under  stress  and  strain 
and  the  effects  of  emotion;  psychic  field  in- 
vestigations have  covered  traits  and  abilities  re- 
lated to  the  success  or  failure  in  learning  to  fly; 
sensitivity  of  the  eye  to  varying  degrees  of  dark- 
ness; studies  in  color  vision;  the  reaction  times 
to  differentiate  the  degrees  of  reaction  as  related 
to  potential  flying  ability  and  the  possibility  of 
completion  of  flying  training;  and  proper  goggle 
construction.  Many  other  problems  are  in  the 
process  of  solution.  Motion  sickness,  one  prob- 
lem which  has  been  practically  solved,  is  of  great 
interest  to  many  who  fly  in  commercial  passenger 
aircraft  or  travel  on  boats  or  on  trains. 

There  was  little  done  in  new  aircraft  develop- 
ment between  1920  and  1926.  However,  in 
1927,  the  country  became  air-minded  as  the  re- 
sult of  Lindbergh’s  trans-Atlantic  flight.  By 
this  time  there  were  about  25  to  30  mail  contracts 
held  by  private  operators.  Later  some  of  the 
planes  flying  back  and  forth  across  the  country 
began  to  carry  passengers.  In  1926,  an  eventful 
year,  medical  research  established  the  basic  prin- 
ciples for  blind  flying,  the  work  being  done  by 
Lieutenant  Colonel  David  A.  Meyers,  M.C., 
and  proved  by  Lieutenant  Colonel  William  C. 
Ocker,  A.C.,  later  known  as  the  “father  of  blind 
flying.”  Also  that  same  year  the  Air  Commerce 
Act  was  passed  by  Congress  creating  the  Aero- 
nautic Branch  in  the  Department  of  Commerce. 
Dr.  Louis  H.  Bauer  was  the  first  medical  director. 
Airline  companies,  both  domestic  and  foreign, 
began  to  develop  so  that  air  transportation  was 
available  to  many  cities  in  the  United  States  and 
many  parts  of  the  world.  Beginning  with  1930, 
the  demand  for  larger,  faster  commercial  planes 
resulted  in  an  increased  size,  an  increased  weight, 
an  increased  speed,  and  an  increase  in  the  range 
and  maneuverability  of  aircraft.  The  develop- 
mental work  on  military  aircraft  increased  to  a 
remarkable  degree.  As  a result  of  this  ten-year 
period  of  developmental  work,  we  had  multi- 
engined aircraft  at  the  beginning  of  World  War  II 
which  developed  tremendous  horsepower  so  that 
speed  was  increased  to  300  or  400  miles  per  hour 
or  better,  and  the  range  was  increased  to  several 
thousand  miles.  Commercial  aircraft  were  carry- 
ing several  tons  of  mail,  and  passenger  travel 
greatly  increased.  Military  planes  were  carry- 
ing heavy  loads  of  arms  and  equipment  over  ever- 
increasing  distances. 

On  June  13,  1938,  by  act  of  Congress,  the 
control  of  civil  aviation  was  transferred  from 
the  Department  of  Commerce  to  a new  inde- 
pendent agency,  the  Civil  Aeronautics  Authority. 


In  Detroit,  Michigan,  October  7,  1929,  about 
60  physicians  interested  in  aviation  medicine 
met  to  form  the  Aero  Medical  Association.  Dr. 
Louis  H.  Bauer  was  elected  president,  and  one  of 
the  five  vice-presidents  was  Dr.  Ralph  N.  Green, 
one  of  the  early  flight  surgeons.  (Major  Robert 
R.  Hampton  was  appointed  to  first  flight  surgeon 
in  the  A.E.F.  September  17,  1918.)  Colonel 
Ralph  Green  in  1916  was  the  first  officer  ordered 
to  fly.  During  the  war,  Colonel  Green  was  as- 
sociated with  Captain  Eddie  Rickenbacker,  our 
World  War  I ace  of  aces.  After  the  war,  Colonel 
Green  again  became  associated  with  “Captain 
Eddie”  and  was  the  first  physician  to  establish  a 
medical  department  for  a commercial  airline,  the 
Eastern  Air  Line  Medical  Department  located  at 
Miami,  Florida.  Since  its  organization  the  Aero 
Medical  Association  has  played  an  important 
part  in  bringing  world  leadership  in  aviation 
medicine  to  the  United  States. 

The  Journal  of  Aviation  Medicine  which  is  the 
official  journal  of  the  Aero  Medical  Association 
began  its  publication  on  March  1,  1930.  It  is 
today  the  leading  journal  in  aviation  medicine. 
Dr.  Louis  H.  Bauer  has  been  the  editor  since  it 
began  publication. 

The  School  of  Aviation  Medicine  was  so  pre- 
occupied with  the  teaching  and  development  of 
flight  surgeons  that  it  had  little  time  for  other 
studies.  Therefore,  a Physiological  Research 
Unit  was  started  September  15,  1934,  at  Wright 
Field  in  Dayton,  Ohio,  the  Army  Aero  Medical 
Research  Laboratory.  This  was  really  the 
serious  beginning  of  the  study  of  pilot’s  equip- 
ment and  the  proper  use  of  oxygen.  It  was 
Colonel  Malcolm  C.  Grow,  M.C.,  who  conceived 
the  idea  of  establishing  a unit  in  relation  to  high 
altitude  flying.  On  January  1,  1937,  the  Re- 
search Laboratory  was  completed,  and  Captain 
Harry  G.  Armstrong  (Major  General  Armstrong, 
Surgeon  General,  USAF)  was  in  charge  of  research. 
He  was  assisted  by  Dr.  J.  W.  Heim.  In  a broad 
way  the  work  of  this  laboratory  has  been  directed 
to  the  study  of  the  effects  of  flight  on  the  pilot 
and  other  flying  personnel,  the  development  of 
methods  or  means  of  neutralizing  or  eliminating 
those  influences  in  military  aviation  which  are 
detrimental  to  the  efficiency,  health,  and  life  of 
all  flying  personnel.  This  laboratory  did  much 
useful  work  during  World  War  II  in  the  develop- 
ment of  military  aircraft.  The  findings  of  this 
laboratory  have  influenced  the  design,  construc- 
tion, and  operation  of  both  military  and  com- 
mercial aircraft. 

The  Civil  Aeronautics  Act  of  1938,  which  was 
enacted  to  create  a Civil  Aeronautics  Authority, 
is  merely  an  over-all  designation  for  the  Admin- 
istrator of  Civil  Aeronautics  and  the  Civil  Aero- 
nautics Board.  The  two  organizations  are  re- 
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sponsible  for  civil  aviation  in  the  United  States. 
The  Civil  Aeronautics  Board  is  an  independent 
agency  of  the  Federal  government  which  exer- 
cises legislative,  regulatory,  and  judicial  powers 
over  American  civil  aviation.  The  Civil  Aero- 
nautics Authority  is  a part  of  the  Department  of 
| Commerce  and  is  the  executive  agency  of  the 
Federal  government  in  civil  aviation,  carrying 
i out  enforcement,  operational,  and  promotional 
| functions. 

One  of  these  functions  of  the  Administrator  of 
i Civil  Aeronautics  is,  “The  issuance  and  amend- 
i ment  of  airman,  aircraft,  and  air  carrier  certifi- 
cates.” One  of  the  certificates  issued  by  the 
Administrator  through  the  Medical  Division  is 
» the  medical  certificate  of  physical  fitness  to  fly 
an  aircraft  for  a particular  class.  There  are  three 
j classes:  the  first  is  Airline  Pilot’s  Medical 

Certificate,  the  second,  Commercial  Airman’s 
Medical  Certificate,  and  the  third  is  Student  and 
Private  Pilot’s  Medical  Certificate.  The  first 
two  must  be  issued  by  a designated  examiner  of 
the  Civil  Aeronautics  Authority  specially  trained 
i|  in  aviation  medicine.  In  1929,  the  American 
Medical  Association  gave  formal  recognition  to 
: the  Medical  Section,  Civil  Aeronautics  Authority, 
in  passing  the  following  resolution : 

Whereas,  the  Aeronautics  Branch,  Depart- 
ment of  Commerce,  has  organized  a medical  serv- 
ice for  the  physical  examinations  of  civil  pilots 
and  prospective  pilots  in  the  interests  of  safety; 
and 

Whereas,  the  physical  standards  adopted  are 
in  keeping  with  those  adopted  universally,  and 
have  reduced  aircraft  accidents  from  physical 
causes  to  a minimum;  and 

Whereas,  the  department  has  required  these 
examinations  to  be  made  only  by  designated 
physicians  in  the  interest  of  uniformity  and  con- 
trol and  in  accordance  with  the  custom  adopted 
for  the  Army  and  Navy  and  in  other  countries; 
and 

Whereas,  the  selection  of  examining  physicians 
by  the  department  has  been  based  on  training  as 
flight  surgeons  or  its  equivalent,  or  on  group 
examinations  by  specialists,  a high  standard  of 
examination  has  resulted;  and 

Whereas,  the  department  requires  that  all 
examiners  hold  the  degree  of  Doctor  of  Medicine, 
be  licensed  to  practice  medicine  under  the  laws  of 
their  respective  states,  and  further  requires  that 
the  appointees  be  recognized  as  ethical  practi- 
tioners in  their  respective  localities,  thereby  sup- 
porting the  high  standards  advocated  by  this 
Association,  be  it 

Resolved,  that  the  American  Medical  Association 
at  its  stated  assembly  in  1929  endorses  the  medical 
work  of  the  Department  of  Commerce,  its  meth- 
ods of  physical  examination  and  its  method  of 
selection  of  medical  examiners,  and  urges  that  the 
same  high  standards  be  continued  and  offers  the 
support  of  the  American  Medical  Association  in 


furthering  the  specialty  of  aviation  medicine;  and 
be  it  further 

Resolved,  that  a copy  of  this  resolution  be  sent 
to  the  President  of  the  United  States,  the  Secre- 
tary of  Commerce,  and  the  Secretary  of  each  state 
medical  society. 

The  airline  pilot  is  the  pilot  who  is  in  command 
of  an  aircraft  carrying  passengers.  The  physical 
requirements  are  very  rigid  (similar  to  those  of  the 
military),  and  the  pilot  must  qualify  physically 
every  six  months. 

The  second  class  or  commercial  pilot  is  in 
command  of  an  aircraft  which  is  permitted  to 
carry  mail  or  freight  but  no  passengers.  The 
physical  requirements  are  less  rigid,  and  the 
certificate  is  valid  for  twelve  months,  and  for  a 
private  pilot,  twenty-four  months. 

The  third  class  is  for  a student  or  private  pilot, 
and  the  physical  requirements  are  so  lenient  that 
the  certificate  can  be  issued  by  any  private  phy- 
sician not  trained  in  aviation  medicine. 

The  aviation  medical  problems  related  to  civil 
aviation  are  directed  and  guided  by  the  Medical 
Division  of  the  Civil  Aeronautics  Authority  under 
the  direction  of  Dr.  William  R.  Stovall. 

On  April  15,  1938,  a laboratory  for  research  in 
aviation  medicine  was  established  at  Kansas  City, 
Missouri.  This  was  the  Medical  Science  Section 
of  the  Civil  Aeronautics  Authority.  After 
slightly  more  than  a year  the  operation  of  this 
laboratory  was  abandoned. 

In  1947,  a medical  branch  was  set  up  at  the 
Aeronautical  Center  in  Oklahoma  City  to  provide 
facilities  for  research  in  medical  problems  of 
civil  aviation.  This  was  the  re-establishment  of 
the  laboratory  abandoned  in  1938. 

Space  will  not  permit  a detailed  description  of 
the  functions  of  the  Medical  Division.  It  is 
divided  into  five  branches,  psychology,  phy- 
siology, aeromedical  design,  medical  standards, 
and  biometrics,  for  the  solution  of  the  many 
problems  that  are  continually  arising  in  civil 
aviation,  ever  alert  to  its  responsibility  for  safer 
and  more  comfortable  air  travel. 

A new  era  in  aviation  is  approaching  with 
large  multimotored  aircraft  manned  by  crews 
flying  at  greater  distances  and  with  greater 
speeds,  with  the  new  jet  propulsion  engines, 
phenomenon  of  today.  Substratosphere  flying 
will  become  a common  occurrence;  therefore, 
construction  of  aircraft  with  sealed  cabins  to 
stand  pressures  from  within  so  that  the  baro- 
metric pressure  in  the  cabins  will  simulate  that 
of  sea  level  are  being  improved  each  day.  This 
will  make  air  travel  more  comfortable  for  the 
traveler  who  must  travel  great  distances  in  a 
limited  amount  of  time. 
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THE  IMPORTANCE  OF  ORGANIZING  COUNTY  MEDICAL  ASSOCIATIONS 


The  following  communication  has  been  received 
from  Dr.  John  Allan  Wyeth,  president  of  the  Ameri- 
can Medical  Association  and  the  New  York  State 
Medical  Association: 

“It  should  be  a matter  of  pride  to  every  member 
of  the  medical  profession  in  the  State  of  New  York 
to  make  the  forthcoming  meeting  of  the  American 
Medical  Association,  to  be  held  June  10  to  June  13, 
1902,  at  Saratoga  Springs,  the  most  successful 
meeting  in  the  history  of  the  association.  It  will  be 
the  first  meeting  under  the  reorganization  and  the 
adoption  of  the  new  constitution  and  bylaws  which 
was  made  upon  motion  of  the  delegation  of  the  New' 
York  State  Medical  Association  at  St.  Paul,  and  was 
endorsed  by  the  entire  delegation,  and  was  passed 
before  the  entire  convention  with  an  enthusiasm  and 
unanimity  never  surpassed  in  the  history  of  the 
American  Medical  Association.  The  democratic 
and  liberal  character  of  the  scheme  of  reorganization 
and  the  new  constitution  and  bylaws  should  com- 
mend its  acceptance  to  the  entire  profession. 


“The  chief  feature  of  this  scheme,  like  that  of  the 
plan  adopted  by  the  New  York  State  Medical  Asso- 
ciation in  October,  1900,  is  that  the  local  or  county 
associations  are  made  the  controlling  factors,  these 
being  held  responsible  to  the  district  associations, 
which  in  their  turn  are  responsible  to  the  central 
state  association,  each  state  association  in  its  turn 
being  responsible  to  the  national  body.  The  impor- 
tance of  organizing  county  associations  in  conform- 
ity with  the  character  and  the  constitution  and  by- 
laws of  the  New  York  State  Medical  Association, 
and  in  this  way  establishing  an  affiliation  with  the 
American  Medical  Association,  must  be  evident  to 
all,  since  without  the  county  organization  it  will  be 
impossible  to  have  any  relations  with,  or  exert  any 
influence  in,  the  national  body. 

“The  officers  of  the  association  will  give  any  as- 
sistance in  their  power  to  the  formation  of  these  local 
associations,  eighteen  of  which  have  been  organized 
within  the  last  six  months.” — New  York  State  Jour- 
nal of  Medicine,  July,  1901,  p.  11,0 


THE  PROGRESS  OF  PATHOLOGY  IN  NEW  YORK  STATE  DURING 
THE  LAST  HALF  CENTURY 

Leila  Charlton  Knox,  M.D.,  New  York  City 
( From  the  Department  of  Pathology,  St.  Luke’s  Hospital) 


IN  CONSIDERING  the  development  of 
pathology  in  New  York  State  during  the  last 
half  century,  one  is  impressed  by  the  fact  that 
this  science  has  no  true  geographic  limitations, 
for  the  greater  contributions  have  always  been 
a part  of  a vast  network  of  ideas  and  methods 
interrelated  and  interdependent.  Scientific  men 
have  seldom  limited  their  work  to  State  or  even 
to  national  boundaries.  In  the  field  of  pure 
medical  research,  investigators  remain  where 
freedom  for  thought,  equipment,  and  technical 
help  promote  rather  than  impede  a clear  vision 
of  their  objectives.  In  the  applied  or  clinical 
field  the  opportunities  for  work  have  shifted 
rapidly  at  times  with  changing  centers  of  popula- 
tion or  wealth.  Pathology  by  its  very  defini- 
tion is  dependent  upon  both  these  backgrounds 
and  has,  therefore,  two  somewhat  separate 
points  of  view,  a fact  which  may  either  impede 
or  accelerate  medical  thinking  and  progress. 
New  York  State  because  of  its  geographic  situa- 
tion was  able  to  draw  heavily  upon  the  medical 
resources  of  the  world  until  its  own  institutions 
rather  slowly  became  a source  of  independent 
power. 

One  can  scarcely  think  of  the  twentieth  cen- 
tury without  a glance  at  the  last  quarter  of  the 
nineteenth,  for  these  years  were  the  significant 
ones  in  determining  the  direction  and  achieve- 
ments of  pathology  after  1900.  Up  to  this  time 
it  was  customary  for  the  American  doctor  who 
felt  the  need  of  postgraduate  work  to  visit  the 
laboratories  of  Vienna,  Paris,  and  other  medical 
centers  for  courses  varying  from  a few  weeks 
to  several  years.  Most  of  these  men,  while  they 
prized  the  European  education  and  greatly  ad- 
vanced clinical  diagnosis  at  home,  during  the 
1880’s  could  not  even  understand  how  in- 
vestigative work  in  medicine  could  be  a life 
interest  in  America,  and  those  of  great  scientific 
persistence,  ability,  and  imagination,  such  as 
Delafield,  Prudden,  and  Welch,  received  almost 
no  support  at  home  for  years.  However,  in 
1878,  Welch  organized  at  Bellevue  Hospital 
Medical  College  the  first  laboratory  course  to 
be  given  in  an  American  school.  This  was,  like 
most  of  Welch’s  later  work,  largely  biologic, 
beginning  with  his  famous  collection  of  frogs 
from  which  he  demonstrated  physiology  and 
anatomy.  The  following  year  the  College  of 
Physicians  and  Surgeons  at  Columbia,  already 
one  hundred  years  old,  also  began  laboratory 


teaching,  but  this  was  limited  to  anatomic  and 
microscopic  material. 

Following  the  organization  of  these  two  de- 
partments, progress  was  slow  but  continuous. 
Five  endowed  chairs  of  pathology  had  been 
founded  in  American  colleges  by  1891,  but  they 
were  largely  devoted  to  morphology.  For  ex- 
ample, the  Army  Institute  of  Pathology,  which 
had  been  in  existence  since  1862,  attracted  little 
attention  for  many  years,  being  considered  of 
historical  interest  only  and  to  be  classed  with 
the  literary  archives  of  the  Civil  War.  But 
New  York  State,  with  its  large  hospitals  for 
mental  disease,  in  the  late  1890’s  organized  its 
own  pathologic  institute  and,  with  its  own 
publications,  promoted  the  diagnosis  and  teaching 
of  this  specialty.  The  desire  to  learn  more  about 
brain  neoplasms  and  to  distinguish  them  from 
alcoholic  manifestations  is  shown  to  be  a matter 
of  great  concern,  even  in  their  earliest  publica- 
tions in  1897.  These  laboratories  were  at 
first  largely  museums. 

Three  early  textbooks  met  the  rising  need  for 
teaching.  Mallory  and  Wright’s  Pathological 
Technique  in  1897  covered  the  histologic  field, 
Ewing’s  Textbook  of  Clinical  Pathology  was 
primarily  on  hematology,  and  Wood’s  Chemical 
and  Microscopical  Diagnosis  in  1905  was  more 
comprehensive  in  clinical  pathology  and  did  much 
to  standardize  clinical  laboratory  methods. 
It  was  probably  the  first  to  bring  to  medical 
students  some  knowledge  of  the  clinical  value  of 
the  chemical  investigation  of  the  blood.  Shortly 
afterward  this  rapidly  became  one  of  the  great 
expanding  fields  of  general  medical  knowledge, 
in  large  part  because  of  the  work  of  Van  Slyke 
and  others  at  the  Rockefeller  Institute,  a group 
who  made  chemical  technic  available  to  so  many 
internists  and  laboratories  alike. 

In  1900,  the  New  York  Pathological  Society, 
already  in  existence  for  fifty-six  years,  had  been 
meeting  regularly  at  the  homes  of  its  members, 
many  of  whom  were  the  outstanding  clinicians 
of  the  day.  With  the  rise  of  the  academic  group 
of  pathologists,  it  reflected  the  interest  in  labora- 
tory investigation  which  has  become  an  intrinsic 
part  of  its  programs.  In  1882,  the  Society 
began  publishing  its  Transactions,  a record  un- 
broken up  to  the  present,  although  since  1926 
these  have  been  in  the  form  of  abstracts  and 
discussions. 

Simultaneously,  bacteriology,  which  had  ad- 
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vanced  so  rapidly  in  Germany,  was  given  great 
impetus  at  Bellevue  Hospital  by  the  construc- 
tion of  the  biologic  laboratory  on  26th  Street 
at  Bellevue  Medical  College.  This  was  due  to  the 
broadminded  attitude  of  Dr.  Loomis  who  quickly 
abandoned  his  original  conclusion  that  bac- 
teriology was  really  only  a fad  and  would  soon 
be  discarded.  This  building  is  giving  way  to 
a greater  one  as  it  becomes  part  of  the  New  York 
University-Bellevue  Medical  Center. 

All  over  the  educated  world  public  health 
laboratories  had  been  established:  in  London 
in  1875,  Berlin  in  1876,  the  Pasteur  Institute  in 
Paris  in  1888,  and  in  Rome  and  Providence, 
Rhode  Island,  in  the  same  year.  The  Bureau 
of  Laboratories  of  the  New  York  State  Health 
Department  was  organized  in  1895,  and  the 
first  publications  of  the  Bureau  of  Pathology 
and  Bacteriology  of  New  York  State  appeared 
in  1902.  At  this  time  the  State  and  county 
interest  in  bacteriology  was  still  chiefly  concerned 
with  diphtheria,  typhoid  fever,  and  other  prob- 
lems relating  to  a potable  water  supply  and  even 
more  to  sewage  disposal.  From  these  beginnings 
there  developed  departments  of  pathology  in  all 
New  York  State  medical  schools,  independently 
endowed  research  laboratories,  and  the  enormous 
expansion  of  preventive  and  diagnostic  medicine 
as  it  is  carried  out  today  by  the  Public  Health 
Laboratories  and  the  Department  of  Labora- 
tories of  New  York  State  and  New  York  City. 

The  Rockefeller  Institute,  which  was  first 
established  in  temporary  laboratories  in  1904, 
was  opened  in  its  present  form  in  1906.  Its 
scientific  program  was  largely  due  to  the  imagi- 
native and  aggressive  attack  which  Flexner  and 
Welch  brought  to  the  subject  of  the  infectious 
diseases.  It  is  impossible  to  overemphasize  the 
importance  of  such  an  Institute  because  it  has 
been  equipped  to  carry  on  uninterruptedly 
biologic,  medical,  and  chemical  work  in  many 
fields  and  to  record  them  in  available  form 
through  the  Journal  of  Experimental  Medicine, 
the  Journal  of  Society  for  Experimental  Medicine 
and  Biology,  and  the  Journal  of  General  Physiology . 
With  these  backgrounds  there  began  to  develop 
a wealth  of  experimental  material,  and  the 
research  attitude  which  is  now  demanded  in 
every  academic  and  in  many  clinical  organiza- 
tions is  largely  due  to  the  effective  pattern  of  the 
work  accomplished  at  the  Institute. 

Morphologic  pathology  was  rapidly  expanding 
and  becoming  codified.  New  York  State  from 
1898  to  1900  had  established  a laboratory  at  the 
University  of  Buffalo  devoted  to  the  study  of 
the  causes  of  the  high  mortality  rate  from  cancer 
and  also  aimed  at  improving  treatment  of  this 
disease.  The  bacteriologic  flora  of  tumors  had 
not  been  worked  out,  and  this  field  was  then 
opened  up  to  intensive  study.  But  morphology 


alone  was  soon  to  become  a secondary  interest 
here  as  elsewhere.  With  the  development  of  the 
department  of  experimental  biology  at  the  Rocke- 
feller Institute,  in  charge  of  Jacques  Loeb,  de- 
scriptive pathology  became  entirely  secondary 
to  experimental.  Anatomy  was  to  be  interpreted 
in  terms  of  pathology  and  physiology,  and  the 
latter  subject  stimulated  students  of  medicine 
everywhere  and  drew  them  into  the  current  of 
chemistry  and  physics.  Tissue  pathology  was  at 
the  same  time  revolutionized  by  the  work  of 
Alexis  Carrel  in  disclosing  the  growth  of  tissue 
cells  in  vitro.  R.  G.  Harrison  had  demonstrated 
the  growth  of  nerve  cells  in  vitro,  and  Carrel 
later  received  the  Nobel  Prize  in  1912  for  his 
demonstration  of  functioning  cardiac  muscle  in 
vitro.  These  experiments  interested  surgeons 
generally  and  stimulated  their  curiosity  as  to  the 
behavior  of  wounds.  This  type  of  animal  experi- 
mentation elucidated  many  problems  in  human 
surgery  and  developed  new  fields  in  pathology. 

With  the  publication  of  Rous’s  papers  in  1911 
on  chicken  sarcoma  and  the  filterable  viruses  the 
whole  subject  of  experimental  cancer  was  thrown 
open  to  laboratories  where  facilities  could  be 
found.  The  opening  of  the  Crocker  Cancer 
Research  Laboratory  at  Columbia  University  in 
1913  was  opportune.  For  the  next  twenty-five 
years  this  institution  developed  much  basic 
knowledge  of  transplantable  tumors,  immune 
reactions,  the  effects  of  radiation,  and  carcino- 
genesis. In  the  same  field,  but  dealing  largely 
with  clinical  material  and  radiation,  the  Me- 
morial Hospital  took  up  the  study  of  tumors  until, 
with  new  resources  and  especially  the  facilities 
of  the  Sloan-Kettering  Institute,  most  important 
research  has  continued  to  the  present.  This 
Hospital  has  probably  contributed  more  than 
any  other  single  institution  to  the  general  in- 
terest which  still  remains  in  the  morphologic 
diagnosis  of  human  tumors.  The  American 
Journal  of  Cancer,  issued  from  Columbia  Uni- 
versity from  1930  to  1940,  has  been  followed  since 
1948  by  Cancer,  published  by  the  American  Can- 
cer Society.  The  biology  and  morphology  of 
tumors,  as  well  as  the  expanding  clinical  knowl- 
edge of  their  behavior,  have  contributed  to 
departments  of  surgical  pathology  and  research 
in  laboratories  everywhere.  Ewing’s  book  on 
Neoplasms  remained  almost  to  the  present 
the  only  comprehensive  work  on  tumors  to  be 
published  in  America  and  was  the  first  to  provide 
medical  schools  with  an  adequate  textbook. 
In  the  diagnostic  field  Ewing’s  study  of  bone 
tumors  at  once  became  a matter  of  immediate 
concern  to  surgeons,  and  the  increasing  knowl- 
edge and  study  of  this  group  of  tumors  through- 
out the  country  were  undoubtedly  chiefly 
initiated  by  his  work.  The  neurogenic  group  of 
tumors  also  interested  him  greatly.  Stout,  also 
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especially  interested  in  tumors  of  the  nervous 
system,  has  correlated  this  material  with  that  of 
research  neurologists  and  provided  contributions 
most  helpful  to  hospital  pathologists.  The 
| work  of  Globus,  Strauss,  and  others  in  this  field 
! is  equally  well  known. 

The  field  of  infectious  diseases  has  developed 
I along  the  lines  of  bacteriology,  immunology, 
parasitic  and  viral  diseases  to  such  an  extent 
I that  each  of  them  requires  new  and  ever-changing 
facilities.  These  are  being  supplied  by  the  State 
research  departments,  endowed  laboratories, 

I and  special  grants  in  many  hospitals.  New  York 
State  early  began  a study  of  the  milk  supply. 
In  1910,  Park  recommended  the  control  of  milk 
for  New  York  City  by  bacteriologic  tests,  and  in 
1911  the  American  Public  Health  Laboratories 
published  the  standard  method  for  the  examina- 
tion of  milk.  These  methods  eventually  made 
the  City  milk  supply  internationally  famous. 

At  the  same  time  tuberculosis  became  one  of 
the  greatest  laboratory  problems.  The  National 
i! Tuberculosis  Association  was  founded  in  1904. 
(An  active  Tuberculosis  Association  of  Rochester 
and  Monroe  County  began  publications.  The 
successful  development  of  the  Trudeau  Sani- 
tarium and  the  early  interest  of  its  clinicians 
i in  laboratory  work  led  to  valuable  contributions. 
iTuberculosis  in  industry  has  been  studied  from 
the  pathologic  point  of  view,  together  with 
silicosis  and  pneumoconiosis.  The  New  York 
State  Health  Department  has  promoted  research 
;in  this  subject  and  is  at  present  studying  BCG 
vaccine,  tuberculin,  antigens,  and  bacterial  pig- 
ments, as  well  as  many  tests  which  may  in  the 
future  be  used  for  diagnostic  purposes. 

Among  the  permanent  contributions  to  bac- 
teriology were  the  observations  of  Libman  re- 
garding the  etiology  of  endocarditis  and  the 
work  on  the  pneumococcus  by  Dochez,  Gillespie, 
Avery,  and  Cole.  The  discoveries  of  Nog- 
uchi regarding  yellow  fever,  syphilis,  and  Oroya 
fever  are  available  in  all  texts.  The  etiology  of 
rheumatic  fever  is  still  under  investigation. 

The  knowledge  of  the  viral  diseases  was  given 
great  impetus  by  Flexner’s  experimental  produc- 
tion of  poliomyelitis.  As  this  group  of  in- 
fections has  become  increasingly  prevalent, 
new  laboratories  have  been  equipped  to  explore 
this  field.  Dalldorf  is  now  working  with  the 
Coxsackie  virus. 

The  four  blood  groups  announced  by  Land- 
steiner  in  1900  paved  the  way  for  tremendous 
advances  in  our  knowledge  of  the  availability 
of  blood  for  transfusion  and  the  use  of  plasma. 
The  principles  of  immunology  evolved  in  many 
laboratories  finally  found  application  in  the 
identification  of  the  Rh  factor  and  the  pathology 
of  erythroblastosis.  Research  in  this  field  is 
still  in  progress. 


The  New  York  Academy  of  Medicine,  because 
of  its  generous  endowments  and  the  farsighted 
policy  of  its  founders,  officers,  and  committees, 
has  done  much  to  promote  pathologic  study. 
Not  only  through  its  library  and  reading  rooms, 
open  to  the  public,  but  through  its  support  of  all 
branches  of  medical  science,  it  has  stimulated 
research  in  pathologic  history  and  current 
problems,  correlating  them  with  general  medicine, 
but  not  allowing  the  subject  to  become  eclipsed. 
Beginning  in  1927,  each  autumn  the  Graduate 
Fortnight  of  the  Academy  has  been  held.  The 
pathologic  exhibits  and  demonstrations  which 
have  supplemented  the  lectures  have  been  a 
source  of  teaching  material  unavailable  elsewhere, 
except  possibly  at  the  meetings  of  the  A.M.A. 

Laboratory  pathology  had  become  an  integral 
part  of  clinical  medicine  and  with  the  introduction 
of  radiation  therapy  because  of  the  morphologic 
and  chemical  changes  in  the  blood  the  need  for 
laboratory  evaluation  of  patients  under  treatment 
increased.  High  voltage  x-ray,  whether  used  for 
the  treatment  of  malignant  tumors  or  the 
lymphatic  diseases,  was  soon  found  to  induce 
anemia  and  other  types  of  disability.  The 
treatment  of  leukemia  was  at  first  largely 
controlled  by  blood  counts.  With  the  use 
of  radioisotopes  the  study  of  patients  has 
necessitated  far  more  complicated  methods, 
chiefly  chemical,  in  understanding  the  results  of 
treatment.  The  effects  of  shock,  -whether  due  to 
surgical  or  other  external  trauma,  present  new 
problems  which  are  not  yet  capable  of  solution 
in  many  laboratories.  To  what  extent  this 
phase  of  pathology  may  develop  is  totally  un- 
known. It  is  certain  to  be  a field  for  research. 

Reviewing  these  remarkable  achievements  of 
the  last  fifty  years  it  becomes  clear  that  medical 
progress  has  resulted  from  the  increasing  interest 
of  the  profession  in  the  etiology  of  disease  and 
the  response  of  the  individual  to  it.  Educational 
facilities  in  medical  schools  have  provided  sys- 
tematic courses  in  morphologic  pathology,  but 
research  in  physiology  and  chemistry  has  made 
these  aspects  of  disease  far  more  absorbing 
to  medical  students  than  any  other  avenue  of 
approach.  Because  of  its  dynamic  quality  this 
fact  should  result  in  greater  benefit  to  patients 
than  could  have  occurred  without  this  type  of 
basic  science.  Research,  which  now  requires 
such  vast  expenditures,  has  largely  been  trans- 
ferred to  State  or  Federal  government,  to  a few 
large  institutes,  or  to  the  great  commercial 
corporations.  New  York  State  will  still  provide 
individuals  with  sufficient  industry  and  imagina- 
tion to  promote  all  phases  of  medical  science  if 
their  work  is  unhindered  and  its  clinical  im- 
plications are  kept  available.  This  is  now  true 
in  the  great  universities  where  the  hospital  wards 
are  not  too  far  separated  from  the  laboratories. 


THE  NEXT  FIFTY  YEARS  IN  MEDICINE 

George  W.  Kosmak,  M.D.,  New  York  City 

( Editor , New  York  State  Journal  of  Medicine,  and  Chairman,  Publication  Committee,  Medical  Society  of  the 
State  of  New  York ) 


WE  HAVE  endeavored  to  record  in  the 
series  of  articles  presented  in  this  issue 
some  of  the  accomplishments  in  the  various 
branches  of  medicine  in  this  past  half  century, 
particularly  as  they  have  taken  place  within  the 
boundaries  of  the  State  of  New  York.  It  remains 
to  record  what  direction  medicine  should  take  in 
the  next  fifty  years,  and  this,  naturally,  is  largely 
speculative.  We  may  know  what  is  needed,  but 
how  close  we  may  come  to  the  achievement  of  the 
goal  is  something  that  we  hope  to  present  in  the 
centenary  number  of  this  Journal. 

Research  in  recent  years  to  discover  hidden 
mysteries  in  the  physiology  upon  which  life  is 
based  has  resulted  in  great  progress  in  medicine, 
surgery,  and  the  allied  fields  of  pharmacology, 
chemistry,  pathology,  radiology,  and,  more 
lately,  atomic  energy.  This  research  has  been 
supported  and  sponsored  by  many  agencies — - 
the  government,  the  universities  and  medical 
schools,  the  pharmaceutical  houses,  the  various 
national  and  local  foundations — all  desirous  of 
adding  to  our  fund  of  knowledge  in  alleviating  the 
ills  of  mankind.  Vast  sums  have  been  appro- 
priated from  public  and  private  sources  for  these 
purposes,  and  the  end  apparently  is  not  yet  in 
sight  for,  no  sooner,  especially  in  therapy,  has  one 
remedy  been  developed  and  tested  than  others  are 
claimed  to  be  of  equal  effect.  It  is  therefore 
difficult  either  to  predict  or  enumerate  what  new 
discoveries  may  result. 

Surgery,  for  example,  is  no  longer  a more  or 
less  mechanical  art;  its  progress  has  been  dom- 
inated by  the  introduction  of  the  antibiotics,  by 
newer  forms  of  anesthesia,  by  blood  and  plasma 
transfusions,  by  further  advances  in  the  treat- 
ment of  shock,  by  physiologic  conceptions  of  the 
workings  of  the  various  organic  systems.  Anti- 
septic methods  in  the  preparation  of  patients 
have  been  superseded  by  aseptic  technics  and  the 
after-treatment  of  operative  cases  greatly  sim- 
plified and  made  less  rigid. 

Medical  treatment  has  departed  widely  from 
the  routine  employment  of  the  galenicals,  so- 
called  active  principles  of  drugs,  the  mercurials, 
and  others.  We  are  gauging  the  effects  of 
remedies  by  the  electrocardiograph,  by  examina- 
tion of  the  blood,  by  the  sphygmomanometer. 
The  ordinary  clinical  examination,  dependent 
upon  the  finger,  the  eye,  and  the  ear,  no  longer 
suffices. 


The  bacteriologic  concept  of  disease  has  become 
modified  by  the  introduction  of  the  viruses,  about 
which  little  is  known  except  their  possible  etio- 
logic  effect,  and  it  remains  for  the  future  to  decide 
upon  their  importance.  Immunology  has  at- 
tained a prominent  place  in  the  prevention  of 
disease,  and  we  no  longer  are  exposed  to  the 
ravages  of  the  former  epidemics  if  adequate  pre- 
ventive methods  are  applied  in  time. 

Notwithstanding  all  of  these  advances  in  our 
knowledge,  much  remains  for  research  to  accom- 
plish. With  the  increase  in  the  span  of  life,  the 
degenerative  diseases  incident  to  advancing  age 
remain  a problem  for  the  future.  The  heart, 
the  arteries,  the  metabolic  changes  have  taken 
on  a new  significance;  perhaps  our  whole  method 
of  life  may  need  to  be  changed.  The  clinician, 
the  laboratory  worker,  the  biochemist,  the  nutri- 
tionist, and  others  must  work  together.  No 
longer  is  any  one  individual  competent  to  do  it  all. 
Perhaps  rehabilitation  medicine  may  have  to 
expand  its  restricted  field  of  correcting  physical 
deformities  to  include  much  wider  concepts  of  its 
responsibilities. 

And  so  we  are  left  to  contemplate  what  the 
next  half  century  will  bring  forth  by  way  of 
progress  both  in  the  science  and  art  of  medicine. 
It  is  not  within  the  scope  of  an  editor  to  predict 
this — necessarily  he  deals  with  the  present. 
However,  so  many  advances  have  occurred  in 
these  last  fifty  years  that  we  may  not  expect 
equal  progress  in  a similar  period  in  the  future, 
although  the  hope  remains  that  cancer,  among 
other  problems,  may  have  its  etiology  determined 
and  perhaps  attacked  by  other  means  than  the 
surgeon’s  knife,  that  the  rheumatic  diseases  may 
be  conquered,  that  metabolic  disorders  and  various 
dependent  ailments  may  be  alleviated,  that  the 
blood  dyscrasias  may  be  overcome,  that  other 
diseased  conditions  which  are  still  puzzles  may 
be  solved. 

It  is  essential  that  the  proverbial  freedom  under 
which  American  medicine  has  achieved  its  out- 
standing position  may  remain  free  and  unham- 
pered by  political  control  which  would  inevitably 
result  from  the  imposition  of  any  compulsory 
measures.  While  government  responsibility  in 
protecting  the  health  and  welfare  of  its  citizens  is 
acknowledged,  there  are  limits  to  which  this  can 
extend,  and  we  may  hope  that  this  relationship 
may  not  change  in  this  coming  half  century. 
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These  illustrations  show 

how  to  treat  sore  throat  effectively 
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Before  instillation  of  Paredrine- 
Sulfathiazole  Suspension.  The 
patient  is  suffering  from  severe 
pharyngitis,  in  this  case  a compli- 
cation of  pansinusitis.  Pus  can  be 
seen  draining  down  the  posterior 
pharyngeal  wall. 


After  intranasal  instillation  of  the  Sus- 
pension— 5 drops  in  each  nostril  every  two 
waking  hours.  Two  hours  have  elapsed  since 
the  last  dose.  The  microcrystalline  sulfathia- 
zole  has  formed  a bacteriostatic  film  over 
the  infected  area,  and  the  inflammation 
has  subsided. 


Smith , Kline  & French  Laboratories , Philadelphia 


A suspension  of  Micraform  sulfathiazole,  5%, 
in  an  isotonic  aqueous  medium  with  Paredrine 
Hydrobromide(hydroxyamphetamine  hydrobro- 
mide, S.K.F.),1%;  preserved  with  ortho-hy- 
droxyphenylmercuric  chloride,  1:20,000. 

Available  in  1 fl.  oz.  (30  cc.) 
and  12  fl.  oz.  (355  cc.)  bottles. 


vasoconstriction  in  minutes 
bacteriostasis  for  hours... 


Paredrine- 

Sulfathiazole 

Suspension 


'Paredrine’  & 'Micraform’  T.M.  Reg.  U.S.  Pat.  Off. 


A LIMITED  NUMBER  OF  COPIES 

of  the 

1949  MEDICAL  DIRECTORY 

of 

NEW  YORK,  NEW  JERSEY  & 
CONNECTICUT 

ARE  STILL  AVAILABLE 

THE  1949  MEDICAL  DIRECTORY  IS  THE  MOST  UP-TO-DATE, 
AUTHORITATIVE  REFERENCE  VOLUME  FOR  THE  MEDICAL  PRO- 
FESSION IN  NEW  YORK,  NEW  JERSEY  AND  CONNECTICUT. 

THE  NEXT  EDITION  OF  THE  “BLUE  BOOK”  WILL  BE  PUBLISHED  EARLY 

IN  1951. 


Fill  in  coupon  below — Make  checks  payable  to: 


Medical  Society  of  the  State  of  New  York 
292  Madison  Avenue 
New  York  17,  N.  Y. 

Remittance  enclosed  for  ( ) copies 

Price  $15.00  per  volume  plus  2%  Sales  Tax  in  New  York  City. 
Name 


Address 
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THE  AMERICAN  COLLEGE  OF  ALLERGISTS,  INC. 

Offers  a COMBINED  GRADUATE  INSTRUCTIONAL 
COURSE  and  The  SEVENTH  ANNUAL  SESSION 

Edgewater  Beach  Hotel,  Chicago 
Instructional  Course:  February  9,  10,  11 
Scientific  Session:  February  12,  13,  14 


The  short  instructional  course,  a practical  re- 
fresher course  for  the  busy  allergist  and  planned  to 
stimulate  the  young  allergist  to  apply  most  recent 
diagnostic  procedures  and  methods  of  management, 
consists  of  various  skin  testing  demonstrations  and 
practical  lectures  on  history-taking,  pediatric  allergy, 
the  eczemas,  hay  fever,  asthma,  gastrointestinal 
allergy,  food  allergy,  vernal  conjunctivitis,  and  other 
allergies;  also  identification  of  pollens  and  molds. 

The  scientific  program  provides  a general  ses- 
sion of  miscellaneous  papers;  sections  on  psychoso- 
matic, pediatric,  otolaryngologic  and  dermatologic 
allergy,  including  an  evening  round  table  discussion 


on  dermatologic  allergy;  and  a panel  on  rheumatism 
and  arthritis.  Scientific  and  technical  exhibits, 
including  sound  pictures,  will  be  presented  by  manu- 
facturers of  products  of  interest  to  allergists. 

Make  reservations  now  directly  with  the  Edge- 
water  Beach  Hotel,  Chicago,  indicating  a single  or  a 
double  room  and  time  of  arrival  and  departure. 

Registration  fee  for  the  instructional  course  is 
$35.  There  is  no  fee  for  the  scientific  session.  All 
physicians  are  welcome. 

For  additional  information  write:  Secretary-Treasurer  of 

the  College,  423  LaSalle  Medical  Building,  Minneapolis  2, 
Minnesota. 


BURO-SOL 

POWDER 

Readily  soluble  in  water. 

Buro-sol  Solution  is  therapeuti- 
cally equivalent  to  Burows  Solu- 
tion (Liq.  Al.  Acet.) 

The  powder  is  a convenient 
method  of  preparing  a solution 
when  needed. 

Compresses  saturated  in  Buro-sol 
Solution  prevents  a sudden  change 
in  the  pH  value  of  the  skin  and 
will  neutralize  alkalinity. 

Applied  on  inflamed  surfaces, 
weeping  eczema,  the  inflammatory 
process  will  be  mitigated. 

DOAK  CO.,  INC. 

Cleveland,  Ohio 

ny  1-51 


/ 

WE  PRESENT. . . 

M*i.  'Waite,  tf..  Bo-ettcUen. 

formerly  of 

THIEMANN  & BOETTCHER  & CO.,  INC. 
New  York  City 

• 

MR.  BOETTCHER  comes  to  us  with 
all  his  extensive  knowledge  of  instru- 
ments gained  through  twenty-seven 
years  in  the  surgical  supply  business, 
and  we  consider  him  a definite  asset 
in  giving  you  even  greater  service  and 
dependability. 

We  are  sure  Mr.  Boettcher  will  welcome 
a call  or  visit  from  his  many  old  pro- 
fessional friends. 


L.W.  McHugh, 

Szc  y-Trets 


L VJ'LIJII ImPklxJ IL  PHYSICIANS’  SUPPLIES,  Inc. 
133  EAST  58th  STREET  . NEW  YORK  22,  N Y. 
PHONE— PLaza  3-5533,  3-5534,  3-5491 
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XYLOCAINE 

HYDROCHLORIDE* 

(Brand  of  Lidocaine  Hydrochloride) 

the  NEW 

local  anesthetic 


**•101(41  4sS* 


ASTItA 

PHARMACEUTICAL  PRODUCTS,  INC. 

Worcester,  Massachusetts 


U.  S.  PAT.  NO.  2,441,498 


tablets 

ampuls 

powder 

suppositories 


high  theophylline  content,  ready  solubility 
for  rapid  therapeutic  effects  in: 

Bronchial  Asthma 
Paroxysmal  Dyspnea 


dubin 
aminophyllin 


Cheyne-Stokes  Respiration 


•TiiuT 


(theophylline -ethylenedia  mine) 


H.  E.  DUBIN  LABORATORIES,  I nc.  250  E.  43rd  St„  New  York  17,  N.Y. 


FOR  MAKING 

BURROW’S  SOLUTION  U.S.P.XIV 


V/ET  dressings 


in  envelopes  rg 

DP^TO-BORO  OK  in  tablets  . 

USE  PRL&  ly  ■ " aloMINUM  ACETATE" 

?:,V3  c inflation. ; ‘p;*^  ;;-edotaq..  A^^bi. 


_ . ,h "T^Vent  and  antl phlogistic 

For  wet  dressings  "i  inflammations,  sprains.  'nsec  Antiseptic.  Stable. 

yg£  »ja«. 


■y$m  tomatic  trearm....  v.  ..  action.  Accura.e 

by  their  antipruritic,  dec  q *rr.FPTED  BY  U.  S.  A 


(Manufacturers 

of 

NUCARPON  ® 

Compound 
Charcoal 
Tablets  for 
Intestinal 
Dysfunction 
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FREE! 

Colorful  Measur- 
ing Chari  for  your 
little  patients. . . 
Write  for  pad  of 
25  charts. 


LITERATURE  AND  SAMPLES  ON  REQUEST 


Vitamin  Bn  in  Drop  Dosage  Form  — 

SOL  DEX  provides  the  preferred 
crystalline  Vitamin  B12  U.  S.  P.  in  drop 
dosage  form — ideal  for  administration  to 
infants  and  children.  Sol  Dex  drops  are 
stabilized  to  contain  10  micrograms  of 
Vitamin  B12  per  cc.  (approx.  20  drops).  For 
convenience,  effectiveness  and  assured 
assay— prescribe  Sol  Dex. 

"Noticeable  clinical  changes  after  Bn 
administration  were  those  of  increased 
physical  vigor,  alertness,  better  general 
behavior,  but  above  all,  a definite 
increase  in  appetite.  ’’ 

— Wetzel,  N.  C-,  et  al.,  Science  110:65 

Another  fine  J.M.  product: 

Meyenberg  Evaporated  Goat  Milk/q 


Jackson- Mitchell  Pharmaceuticals.  Inc. 

V SPECIAL  MILK  PRODUCTS,  Inc. 


In  Qrowiin^lDcmancl.- 


LOS  ANGELES  6 4,  CALIFORNIA 


SINCE  1734 
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C'"3ts 


now  to  sleep  — 

perchance  to  dream 
undisturbed  i^^J. 
by  night-time  BsMsW-^Mms 


EURAX 

ANTIPRURITIC  CREAM 


eurax  antipruritic  cream,  applied  to  the  itching 
area  before  retiring,  is  your  patient’s  best  assurance 
of  a full  night  of  undisturbed  sleep. 

A totally  neiv  antipruritic  . . . eurax,  original 
product  of  Geigy  research  . . . sets  new  standards  in 
the  treatment  of  pruritus.  In  a carefully  controlled 
study1  eurax  provided  “excellent  (complete)  re- 
lief” in  66.2  per  cent  of  cases,  and  “moderate  (con- 
siderable) relief”  in  27.4  per  cent.  In  most  instances 
a single  application  ensured  relief  for  6-8  hours  or 
more.  In  no  case  did  the  cream  lose  its  effectiveness 
on  continued  application. 

Not  an  antihistaminic  . . . not  a -caine  derivative 
. . . not  a phenol  preparation  . . . eurax  gives 
quicker,  longer-lasting  itch  control  with  notable 
absence  of  local  irritation,  sensitization  or  systemic 
toxicity.3 

As  a specific  in  the  treatment  of  scabies  eurax  Cream  in 
a single  application  eradicates  the  infection  in  over  90% 
of  cases.2  A second  application  gives  practically  a 100% 
cure  rate.4  No  prior  bathing  or  scrubbing  required.  Bac- 
teriostatic, eurax  accelerates  healing  in  infected  scabies. 


1.  Couperu9,  M.:  J.  Invest.  Dermat.  13: 35,  1949. 

2.  Patterson,  R.  L. : Southern  M.  J.  45:449,  1950. 

3.  Peck,  S.  M.  and  Michelfelder,  T.  J.:  New  York  State  J.  Med. 
In  press. 

4.  Tronstein,  A.  J.:  Ohio  State  M.  J.  45:889,  1949. 

eurax  (brand  of  crotamiton)  Cream:  10%  N-ethyl- 
o-crotonotoluide*  in  a vanishing  cream  base  supplied 
in  tubes  of  20  Gm.  and  60  Gm.  and  jars  of  1 lb. 


*U.S.  Pats.  #2,505,681  2,505,682 


E-19 


GEIGY  CO.,  INC.,  Pharmaceutical  Division,  89-91  Barclay  St.  • New  York  8,  N.  Y. 
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Equilibrium 

and 

Equanimity 


® Today,  the  woman  in  a turbulent  menopause 
expects  the  general  practitioner  to  set  her  physical  and 
psychical  equilibrium  aright.  She  is  not  unreasonable  in 
this,  as  the  newer  aids  available  so  often  prove. 

Diethylstilbestrol  Dipropionate-Breon  is  graced  by 
an  estrogenic  action  that  glides.  In  selected  dosage 
it  is  customarily  free  from  awkward,  interfering  effects. 

Because  of  this  smooth  course  as  well  as  for  the  con- 
venience of  oral  administration  and  economy  the  Caplets 
are  readily  patient-accepted  when  waning  endogenous 
estrogen  brings  endocrine  instability. 

Then,  in 

Diethylstilbestrol  Dipropionate-Breon 

the  physician  may  be  said  to  be  prescribing  equilibrium 
for  the  patient  and  equanimity  for  himself! 


George  A.  BrOOIl  a Company 


The  vari-colored  Caplets  come  in  0.2  mg. 
(green),  0.5  mg.  brown  and  1.0  mg.  (blue). 
For  other  uses  there  is  also  5.0  mg.  (gray). 


1450  BROADWAY.  NEW  YORK  18.  N.  Y 


ATLANTA 

CHICAGO 

DALLAS 

RENSSELAER.  N.  Y. 
SA.N  FRANCISCO 
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no  excitation . . . 
no  wakefulness 


Because  the  vasoconstrictor  of  Benzedrex  Inhaler 
is  a derivative  of  cyclohexane — not  a 
derivative  of  benzene  as  is  ephedrine — it  produces 
almost  no  central  nervous  stimulation. 

Benzedrex  Inhaler  may  therefore  be  freely  used 
even  by  those  individuals  in  whom  such  ephedrine-like 
effects  as  insomnia,  restlessness,  or  nervousness 
are  frequently  encountered. 

Benzedrex  Inhaler  provides  more  rapid  shrinkage, 
more  complete  shrinkage,  and  more  prolonged  shrinkage. 
Its  clean,  medicinal  odor  assures  your  patients’ 
cooperation  between  their  treatments  in  your  office. 

Smith , Kline  & French  Laboratories , Philadelphia 

Benzedrex  Inhaler 

the  best  inhaler  ever  developed 

‘Benzedrex’  T.M.  Reg.  U.S.  Pat.  Off. 
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Chemically  Standardized  Veratrum  Viride  Is  Effective  in  Hypertension 


Much  has  been  written  pro  and  con  about  the  value 
of  veratrum  viride  in  hypertension.  For  many  years 
the  drug  has  been  in  disrepute  because  of  the  fact 
that  the  preparations  available  on  the  market  have 
been  prepared  by  "hit  or  miss”  methods. 

Chemical  standardization  of  veratrum  viride,  how- 
ever, has  provided  in  this  drug  a highly  effective 
agent  for  the  treatment  of  hypertensive  patients. 

Sollmann1  states  that  veratrum  is  probably  the 
most  active  and  reliable  cardiac  depressant  and 
that  its  use  serves  to  slow  and  soften  the  pulse 
and  lower  the  blood  pressure. 

Willson  & Smith2  state  that  veratrum  viride  pos- 
sesses a vasodilating  effect  and  because  of  this,  it 
was  demonstrated  by  Hite,3  and  Freis  and  Stanton,4 
that  the  drug  lowered  pressure  in  hypertension  and 
gave  symptomatic  relief.  Recent  research  tends  to 
show  that  the  decrease  in  blood  pressure  results 
more  from  peripheral  vasodilation  than  from  de- 
pression of  cardiac  output. 

Uniformity  of  Action 

When  the  veratrum  alkaloids  are  chemically 
standardized,  a uniform  result  can  be  expected. 
Their  action  usually  causes  a reflex  fall  in  blood 
pressure  and  heart  rate  which  originates  in  the 
afferent  vagus  nerve  endings  in  the  myocardium 
of  the  left  ventricle  and  in  the  lungs.  Although 
these  factors  ordinarily  result  with  each  heart  beat, 
the  veratrum  alkaloids  cause  them  to  act  contin- 
uously over  prolonged  periods  of  time.  Reports 
have  shown  that  80  to  90  per  cent  of  hypertensive 
patients  respond  to  therapy  when  chemically  stand- 
ardized veratrum  viride  is  used. 

Cardio-Vascular  Symptoms  Cleared 
In  addition  to  the  lowered  pressure,  objective  signs 
of  improvement  may  be  observed,  such  as  the  clear- 
ing of  retinal  hemorrhages,  diminution  in  cardiac 
size  and  reversal  of  left  ventricular  strain  patterns 
in  electrocardiograms. 

Accompanying  symptoms  of  the  cardiac-hyperten- 
sion syndrome,  such  as  exertional  dyspnea,  tachy- 


cardia, nervous  irritability,  headache,  are  relieved. 
Yet,  while  the  results  of  veratrum  viride  medica- 
tion are  prolonged,  the  drug  may  not  afford  quick 
relief. 

Role  of  the  Nitrites 

For  prompt  and  effective  fall  in  blood  pressure, 
nitroglycerin,  which  acts  in  one  to  two  minutes,  is 
the  drug  of  choice.  It  acts  rapidly  and,  because  of 
its  powerful  vasodilatory  action,  gives  the  patient 
almost  immediate  relief.  The  action  of  nitroglyc- 
erin, however,  is  fleeting  and  to  sustain  lowered 
pressure  between  the  action  of  nitroglycerin  and 
veratrum  viride,  an  intermediate  is  necessary. 

To  this  end,  sodium  nitrite  is  used.  This  drug  is 
also  a vasodilator  and  affords  sustaining  relief 
until  the  long  range  action  of  chemically  standard- 
ized veratrum  viride  becomes  effective. 

Importance  of  Sedation 

Nearly  all  cases  of  hypertension  require  sedation 
for  allaying  periods  of  anxiety  and  affording  the 
patient  a good  night's  rest.  Mild  sedation  is  often 
useful,  especially  in  cases  associated  with  chronic 
coronary  insufficiency.5  It  is  well  known  that  ex- 
citement may  induce  anginal  attacks  and  in  such 
cases,  phenobarbital,  because  of  its  prolonged 
action,  should  be  used. 

All  of  these  drugs,  chemically  standardized  vera- 
trum viride,  nitroglycerin,  sodium  nitrite,  and  pheno- 
barbital are  to  be  found  in  Capsules  ray-trote  im- 
proved, prepared  by  the  Raymer  Pharmacal  Com- 
pany of  Philadelphia,  Pa.  Each  capsule  contains 


Phenobarbital 15  mg. 

Sodium  Nitrite 30  mg. 

Nitroglycerin 0.25  mg. 


With  the  equivalent  of  Veratrum  Viride  Tincture 
4 minims  (containing  0.1%  alkaloids) 

ray-trote  improved  is  effective  in  dosages  of  one 
capsule  every  three  hours.  It  is  contraindicated 
when  renal  insufficiency  is  present,  or  if  pulse  be- 
comes abnormally  slow  following  treatment. 

For  the  30%  of  hypertensive  patients  with  capil- 
lary fault,  the  above  formula,  with  20  mg.  of  Rutin 
added,  is  available  in  ray-trote  with  Rutin. 
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Send  for  a liberal  clinical  supply  of  ray-trote 
improved  Capsules  and  descriptive  literature  today 
to  Raymer  Pharmacal  Company,  N.E.  Cor.  Jasper 
and  Willard  Streets,  Philadelphia  34,  Pa. 
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The  patient  describes  his 


depression 


Smith , Kline  & French  Laboratories,  Philadelphia 


"I  have  lost  interest  in  everything — I have  no  ainhition  any  more — 
everything  seems  futile — I feel  frustrated  and  lonely — 
I can’t  remember  or  concentrate — I am  all  slowed  up.” 
Washburne,  A.C.:  Ann.  Int.  Med  32: 265,  1950. 


For  such  a patient  ’Dexedrine’  Sulfate  is  of  unequalled  value. 

Its  uniquely  "smooth”  antidepressant  effect  restores 
mental  alertness  and  optimism,  induces  a feeling  of  energy 
and  well-being — and  thus  has  the  happy  effect  of  once  again 
reviving  the  patient’s  interest  in  life  and  living. 


Dexedrine*  Sulfate 

*T.M.  Reg.  U.S.  Pat.  Off.  for  dextro-ainphetamine  sulfate,  S.K.F. 

the  antidepressant  of  choice 

tablets 
elixir 
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The  action  of  orally  administered  Pyridium 
often  enables  patients  to  carry  on  without  interrup- 
tion of  normal  pursuits  throughout  the  course  of 
specific  treatment  of  uncomplicated  cystitis,  urethritis,  and  pyelonephritis. 

This  effective  urinary  analgesic  relieves  distressing  symptoms  such  as  urinary 
frequency  and  pain  and  burning  on  urination,  without  systemic  sedation  or 
narcotic  action. 


Patient  Under  Treatment 


FOR  URINARY  TRACT 
INFECTION 


Pyridium  is  the  trade-mark  of  Nepera  Chemical  Co., 
Inc .,  successor  to  Pyridium  Corporation,  for  its  brand 
of  phenylazo-di ami  no-pyridine  HCl.  Merck  & Co., 
Inc.  sole  distributor  in  the  United  Slates. 


The  cojnplete  story  of 
Pyridium  and  its  clin- 
ical uses  is  available 
upon  request. 


MERCK  & CO.,  1 1\  C . Manufacturing  Chemists  Rahway,  NEW  JERSEY 
In  Canada:  Merck  & Co.  Limited — Montreal,  Que. 
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MEDICAL  SOCIETY 
OF  THE 

STATE  OF  NEW  YORK 


1951 

ANNUAL  CONVENTION 

• House  of  Delegates 

• Annual  Meeting  and  Banquet 

• Teaching  Day 

• Scientific  Program 

• Scientific  Exhibits 

• Scientific  Motion  Pictures 

• Technical  Exhibits 

• Woman’s  Auxiliary 

APRIL  30  to  MAY  4,  1951 


HOTEL  STATLER,  BUFFALO 


1GI 


SINCE  SENSITIZATION... 


The 

NITROFURANS 


A unique  class  of 
antibacterials 


resulting  from  the  topical  application  of  modern  antibacterial  agents  can  prevent  their 
systemic  administration  for  future  serious  infections— 

THIS  SUGGESTS  the  use  of  a topical  antibacterial  agent  which 
is  never  administered  systemically. 

Furacin®  brand  of  nitrofurazone  N.N.R.  is  available  in  0.2  per  cent 
concentration  in  water-miscible  vehicles.  It  is  indicated  for  topical 
application  in  the  prophylaxis  or  treatment  of  surface  infections  of 
wounds,  severe  burns,  cutaneous  ulcers,  pyodermas,  skin  grafts 
and  bacterial  otitis.  Literature  on  request. 
EATON  LABORATORIES.  INC.,  NORWICH,  N.  Y. 


FURACIN  SOLUBLE  DRESSING 


FURACIN  SOLUTION  • FURACIN  ANHYDROUS  EAR  SOLUTION 
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[N.  Y.  State  J.  M. 


Multiple  Vitamin 
Deficiencies 

. . Deficiency  diseases  clinically  evi- 
dent are  usually  associated  with  addi- 
tional tissue  deficiencies  of  nutrients 
not  yet  clinically  manifest.”  (Jolliffe, 
Tisdall  & Cannon:  Clinical  Nutrition, 
New  York,  Hoeber,  1950,  p.  633-634.) 


THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBS 


—supplies  all  of  the  vitamins  indicated 
in  mixed  vitamin  therapy  in  the  clini- 
cally proved,  truly  therapeutic  "practi- 
cal formula”*  recommended  by  Jolliffe. 

Each  Theragran  Capsule 
gives  your  patient : 

Vitamin  A 25,000  U.S.P.  units 

Vitamin  D 1,000-U.S.P.  units 

Thiamine  hydrochloride ....  10  mg. 

Riboflavin  5 mg. 

Niacinamide 150  mg. 

Ascorbic  acid 150  mg. 

Bottles  of  30,  100,  and  1000 

* Thiamine  content  rained  to  10  mo. 

for  true  vitamin  therapy  . . . 

specify  THERAGRAN® 


Squibb 


THE  LATE  PRESIDENT  MCKINLEY 

It  is  beyond  the  province  of  the  medical  press  to 
keep  its  readers  informed  on  matters  of  general  news 
which  the  daily  papers  treat  so  much  more  promptly 
and  exhaustively.  Comment  on  such  matters  in 
professional  journals  is  often  injudicious,  and  seldom 
productive  of  any  good;  but  it  is  only  right  to  make 
some  passing  allusion  here  to  our  recent  national 
tragedy. 

Our  readers,  like  other  good  citizens,  heard  of  the 
assassination  of  President  McKinley  with  feelings  of 
horror  and  consternation.  After  the  first  shock  we 
felt  a pardonable  professional  pride  in  the  fact  that 
this  president  could  be  treated  so  much  more  skill- 
fully than  had  been  possible  in  the  case  of  his 
martyred  predecessors,  and  that  members  of  our 
profession  had  taken  up  the  awful  responsibility 
thrust  upon  them  without  any  evidences  of  inde- 
cision or  uncertainty.  We  read  the  bulletins  an- 
nouncing his  continued  improvement  with  perhaps 
less  assurance  than  our  fellow  citizens  not  so  con- 
versant with  the  uncertainties  of  abdominal  surgery, 
but  still  with  optimism.  We  were  slower  than  the 
public  to  credit  the  startling  change  of  condition 
that  preceded  the  end  and  to  give  up  hope,  because 
there  had  been  but  the  slightest  indications  of  the 
approach  of  any  such  calamity.  And  when  at  last 
it  became  certain  that  the  plot  of  a criminal  without 
even  the  excuse  of  insanity  had  been  successful,  and 
that  a murder  conceived  in  cold  blood  had  been  ac- 
complished, our  feelings  were  identical  with  those 
of  our  fellow  citizens.  We  shared  the  consternation 
of  a nation  deprived  without  warning  of  its  head;  we 
shared  the  sympathy  for  the  invalid  suddenly  de- 
prived of  her  lover  and  protector;  above  all  we 
shared  the  personal  regret  for  one  great  as  a public 
officer  but  greatest  and  most  beloved  as  the  noblest 
type  of  good  citizenship  and  true  manhood. 

If  anything,  we  have  cause  for  a deeper  regret 
than  others  because  the  incident  which  at  first 
promised  to  unfold  to  a wondering  world  the  mar- 
velous advances  in  surgical  skill  since  Garfield’s 
time  has  instead  distinctly  tended  to  lessen  the 
respect  of  the  public  for  our  whole  profession.  It 
was  not  any  lack  of  surgical  skill  that  we  have  to 
deplore,  for  so  far  as  we  can  see  nothing  was  done 
or  left  undone  that  was  not  based  on  good  judg- 
ment of  all  knowable  conditions.  It  was  not  the 
issue  of  bulletins  of  too  optimistic  a tone,  for  it  was 
a public  duty  at  such  a time  to  offer  every  possible 
encouragement.  We  give  all  praise  to  the  operator 
who  did  all  that  human  skill  could  do  to  save  his 
distinguished  patient.  He  would  have  received  our 
felicitations  had  the  outcome  been  happier  as  he 
now  has  our  sympathy. 

To  what,  then,  is  due  the  grave  public  disapproval 
seen  in  every  country  newspaper?  Though  our 
colleagues  did  not  show  any  lack  of  surgical  skill, 
they  exemplified  one  of  the  great  evils  of  divided  re- 
sponsibility— they  talked  too  much.  It  is  difficult 
enough  under  ordinary  circumstances  to  elude  the 
ubiquitous  reporter,  and  the  pressure  for  interviews 
must  have  been  tremendous,  since  hardly  any  es- 
caped; but  nothing  of  even  personal  profit  was  to 
be  gained  by  the  exploitation  of  theories  in  the  public 
press,  and  not  content  with  offering  incomplete 
individual  theories  many  variations  of  opinion  were 
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published  as  to  actual  facts.  So  evident  did  this 
discord  become  that  the  impression  prevails  that 
Mr.  McKinley’s  case  was  not  understood,  that  the 
treatment  was  wrong,  and  the  result  unnecessarily 
fatal.  These  conclusions  are,  in  our  opinion,  with- 
out basis  of  fact,  but  nevertheless  we  have  to  add 
them  to  our  professional  handicap.  The  public  has 
always  thought  that  the  lamented  Garfield  died  of 
too  many  doctors,  and  it  is  no  fault  of  our  colleagues 
if  their  freedom  of  speech  does  not  lead  it  to  add  a 
second  notable  instance  in  support  of  its  theory. 

This  same  tendency  to  talk  too  much  has  been 
evident  far  beyond  the  circle  of  the  president’s 
advisors.  We  have  nothing  but  praise  for  the 
surgeons  who  testify  publicly  to  the  unquestioned 
surgical  skill  of  the  men  under  fire  and  urge  us  to 
assume  till  we  have  evidence  of  the  contrary  that 
this  same  skill  was  exercised  in  the  case  of  our 
president.  But  what  can  we  say  of  the  men  who  if 
not  distinguished  themselves  are  at  least  the  assist- 
ants of  distinguished  men,  who  from  a distance  of 
500  or  1,000  miles  offer  criticsms  in  the  public 
press?  We  suppose  they  hope  to  extend  their 
local  reputation,  but  we  regret  the  fact  that  in  our 
profession  more  than  in  any  other  are  so  many  men 
whose  education  has  not  extended  to  the  point  of 
differentiating  fame  from  notoriety. — New  York 
State  Journal  of  Medicine,  October,  1901,  p.  217. 


i IMPORTANCE  OF  EXAMINING  WATER 
SUPPLY 

A member  of  the  Committee  on  Public  Health  of 
the  State  Association  sends  us  the  following: 

“It  seems  very  opportune  to  call  the  attention  of 
the  profession  frequently  to  the  great  importance  of 
examining  carefully  into  the  condition  of  the  sources 
| of  supply  of  the  waters  that  are  used  for  drinking 
I throughout  our  State.  With  the  rapid  increase  in 
population,  especially  in  our  larger  cities,  corre- 
spondingly large  quantities  are  required,  and  many 
' times  sources  must  be  utilized  that  require  great  care 
to  keep  them  free  from  deleterious  germs.  When 
| we  take  into  consideration  the  importance  of  water, 

1 the  amount  consumed  in  the  daily  life  of  every  per- 
son, this  subject  appeals  to  us  with  renewed  force. 

“Many  of  our  larger  villages  take  their  supply 
from  small  streams  from  one  to  several  miles  dis- 
| tant  from  them,  and  the  most  important  point  is 
to  tap  the  stream  where  the  lay  of  the  surrounding 
lands  would  prevent  a marshy  source  and  a more 
or  less  filthy  watershed  surrounding  it,  for  in  this 
we  find,  during  the  summer  months,  especially  if 
unusually  dry,  a source  of  disease-bearing  germs  from 
decaying  animal  and  vegetable  matter,  that  could 
easily  be  avoided  by  such  care  and  close  observation 
as  would  ordinarily  be  exercised  and  made  use  of  by 
those  who  are  fully  alive  to  their  importance. 

“ . . . . This  short  article  is  prompted  by  the 
thought  that  frequent  allusions  to  this  very  im- 
portant matter  will  cause  us  to  frequently  investi- 
gate in  our  various  localities  and  make  sure  that  the 
water  we  drink  is  of  the  best  and  purest  quality.” — 
New  York  State  Journal  of  Medicine,  March,  1901 
V-47. 


Multiple  Vitamin 
Therapy 

".  . . Patients  fare  much  better  when 
[the  deficiencies]  are  treated  simul- 
taneously. . . . Convalescence  is  delayed 
when  one  gives  only  one  vitamin  at  a 
time...”  (Spies  & Butt  in  Duncan,  G. 
G. : Diseases  of  Metabolism,  ed.  2, 
Philadelphia,  Saunders,  1947,  p.  504.) 


THE  RAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


Each  Theragran  Capsule 
gives  your  patient : 

Vitamin  A 25,000  U.S.P.  units 

Vitamin  D 1,000  U.S.P.  units 

Thiamine  hydrochloride ...  10  mg. 

Riboflavin  5 mg. 

Niacinamide 150  mg. 

Ascorbic  acid  150  mg. 

Bottles  of  30. 100,  and  1000 


When  you  want  truly  therapeutic  dosages— 

specify  TH  E R A G R A N ® 


Squibb 


1G4 


SaJfi 

U c 


fylxutettel 


IN  100%  OF  CASES 

Regardless  of  Clinical  Condition 

EFFECTIVE  IN  80%  OF  568  CASES1 
EXCELLENT  RESULTS2 

TO  CURB  THE  APPETITE 

OBESITY 


SAFE 

Each  FLAVETTE  5 
gr.  Lozenge  con- 
tains ‘/so  gr.  benzo- 
caine  with  clini- 
cally tested  propor- 
tions of  flavoring 
compounds. 


In  bottles  of  63  and  1000. 

Original  Articles  in 


in 


of 


Gould,  Wm.  L.,  New  York  State  Journal 
Medicine,  981-983,  May  1,  1947. 

Gould,  Wm.  L.,  No.  Carolina  Medical  Journal, 
326-334,  July  1950. 

Also  in  J.  A.  M.  A.  Modern  Medicine, 
Lippincott’s  Digest  of  Treatment. 


Literature  and  samples 


NOT  DANGEROUS 

FLAVETTES 
contain  no 
Amphetamine 
Thyroid 

Sedative  or  other 
potent  drugs  that 
may  be  harmful. 


AMHERST  RESEARCH  DIVISION 

Capitol  Station  Albany,  N.  Y. 


THIS  IS  MALTEX  CEREAL’S  50th  YEAR,  TOO 


Good  and  Nourishing! 

Toasted  Wheat  plus  Malted  Barley 
makes  Maltex  outstanding  among  hot 
cereals — deliciously  nutlike,  delicately 
sweet,  wholesome  and  nourishing. 

MALTEX  Cereal 


MY  COLOSTOMY" 


A Regime  For  Successful  Colostomy  Irrigation 
And  Patient  Adjustment 


By  Request 
Postpaid. 


A beautifully  printed  16  page 
booklet.  Accepted  by  Surgeons 
as  an  aid  to  their  Patients. 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  over  100  hospitals  and  thousands  of 
doctors  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

530  W.  41  S«.  N.w  York  18,  N.  Y. 


BUY  SAVINGS  BONDS 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


NUC  A 


r 


LL 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper^ 
acidity,  bloating  and  flatulence. 

1 or  2 tablets  daily  ’/j  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 
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Hall- Brooke 

(Established  189  8) 

Greens  Farms  (Westport)  Connecticut 

Only  one  hour  from  New  York  City 

A licensed,  private  psychiatric  hospital  emphasizing  the  treatment  of  various 
psychoses,  psychosomatic  and  emotional  disorders,  and  the  mental  complica- 
tions of  toxic  and  metabolic  conditions  ....  Selected  cases  of  alcohol,  barbiturate 
and  other  drug  addictions  likewise  accepted.  Special  facilities  for  senile  and  arterio- 
sclerotic patients ....  All  private  rooms,  a number  with  private  or  semi-private  baths. 
Remotely  separated  buildings  insure  suitable  classsfication  ....  Rural  New  England 
setting;  120  acres  beautifully  wooded  grounds. 

Dynamically-oriented  psychotherapy,  electro-shock  and  insulin  coma  treat- 
ment. - - - - American  Board  certified  psychiatrists. 

Active  Occupational  and  Recreational  therapy  department. 

Sensible  rates. 

For  descriptive  booklet  and  full  information,  write  or  phone 

HALL-BROOKE 

Greens  Farms,  Connecticut  Telephone:  Westport  2-5105 

New  York  City  office:  133  East  58th  Street,  Suite  709,  Plaza  5-2570 

Thursdays,  2-5  P.M. 

GEORGE  K.  PRATT,  M.D.  ■ - - - Medical  Director 


BROWN’S  MU„.y  Hill 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


MARSHALL  SANITARIUM 

LINDEN  AVENUE  TROY,  NEW  YORK 

Established  1851 

A private  sanitarium  for  the  care  and  treatment  of  men- 
tal and  nervous  patients  both  voluntary  and  certified. 

GEORGE  K.  BUTTERFIELD,  M.D.  Medical 
TELEPHONE  AShlty  2-2132  Director 


HALYCON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 
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Can<yuUu.lxUia+tA.  to  *7 Ite-  fjau'inal 
o+t  itd.  50tlt  /tnnioesiAa/uf. 

TWIN  ELMS 

Dr.  Eugene  N.  Boudreau,  Psychiatrist 
Dr.  R.  Stuart  Dyer,  Asst.  Psychiatrist 


FALKIRK 

IN  THE 

R A M A P 0 S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


‘INTERPINES 

Goshen,  N.  Y. 

Phone  117 

Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 


BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  inc 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Pull  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN.  M.D.,  Physician -in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


1 1 

WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-tlie-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D  ..Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 

HOLBROOK  MANOR  NJKP 

Fiv*  Acres  of  Pincwoodcd  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 

Non-sectaran,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  O.P. 
HOLBROOK,  L.  1.  N.  Y.  Office:  GRemercy  5-4875 

i 

— 

HR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  TV.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *T«I.  2-1691 

BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutiona!  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  ad vertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbrsicijn-m-Charp. 
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FRANCES  SHORTT  MEDICAL  AGENCY 


SCHOOLS 


• MEDICAL  OFFICE  ASSISTANTS 

• MEDICAL  SECRETARIES 

• LAB.  or  X-RAY  TECHNICIANS 

For  efficient  well-trained  personnel 

phone  or  write  our  Free  Placement  Service 
Co-ed  (Est.  1936.)  N.  Y.  State  Licensed. 

Request  free  Catalog  69 

Eastern  School  for  Physicians’  Aides 

667  Madison  Ave.  (61st  St.,)  N.  V.  21  TE.  8-5888 


TRAINED  MEDICAL  OFFICE  ASSISTANTS 

Rigid,  thorough  training  in  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  free 
placement  service  helps  you  find  the  right  girl. 

fi/l  1008  Fifth  Ave.,  New  York  28 

(oui&tcivL 

Licensed  by  State  of  N.  Y. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  Stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

AfcuuU  School  1834  cirde'7-3434  y c 

Licensed  by  the  State  of  New  York 


BREAST  PROTHESIS 


Distinctive  process  conceals  operative  cavity  comfortably, 
skillfully.  Fittings  to  ensure  complete  patient  satisfaction. 
Lilliom  Berman  Sculptured  Forms. 

250  W.  104th  St.  New  York  25,  N.  Y.  Riverside  9-2054 


POSITION  WANTED 


Full  or  Part  time-Compensation-Industrial  Examiner-Ex- 

gerienced-by  retired  General  Praetitioner-N.Y.  & N.J.  License, 
iox  425,  N.  Y.  St.  Jr.  Med. 


WANTED 


One  or  two  registered  nurses  in  private  school  situated  in 
Westchester  County  for  emotionally  disturbed  children. 
Salary  open,  dependent  on  ability  and  experience,  including 
apartment  and  full  maintenance.  Write  Louis  S.  Bershen, 
226  Linda  Avenue,  Hawthorne,  New  York. 


SPLENDID  OPPORTUNITY 


Albany-region  general  practice,  unopposed.  Fully  equipped 
office,  X-ray,  diathermy.  Modern  10  room  house,  2 car 

§arage.  Very  beautiful  region.  $15,000.  Box  418,  N.  Y 
t.  Jr.  Med. 


INSURANCE— EDITH  RAFSKY 


Malpractice  lowest  rates,  fire  theft,  automobile,  liability, 
and  floaters.  Write-phone  Edith  Rafsky,  60  East  42nd  St., 
N.  Y.  17,  Murray  Hill  2-1630,  Evenings,  Sohuyler  4-1776. 


SPECIALISTS 


in  the  Placement  of 
Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave.,  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


REAL  ESTATE 


FOR  RENT 


225 — 1,600  sq  ft.  suites  for  doctors  in  new  6 story,  air- 
conditioned  elevator  bank  bldg,  at  14th  St.  & First  Avenue 
opposite  Stuyvesant  Town.  Cushman  & Wakefield,  Inc. 
MU  6-4200. 


FOR  RENT 


LEVITTOWN- — sublease  to  physician  (specialty  preferred) 
one  or  two  rooms  with  dentist.  Write  M.  Staller,  D.M.D. 
116  Fulton  Avenue,  Hempstead,  N.  Y. 


Private  Home  on  prominent  business  corner  converted  into 
professional  office.  6 rooms,  2 baths,  garage.  Available 
January  1st,  $200  month.  HOWARD  L.  FRIEND,  10  South 
Middle  Neck  Road,  Great  Neck  2-0015 


FOR  SALE 


Four-bedroom;  solid  brick  house  and  attached  suite  of  offices 
with  seperate  entrance,  in  finest  residential  district  of  the 
North  Shore  of  Long  Island.  Price  is  $42,000.  Forty- 
five  minutes  from  N.  Y.  City.  Box  419,  N.  Y.  St.  Jr.  Med. 


PROFESSIONAL  OFFICES 


985  Fifth  Ave.  (Betw.  79-80th).  2-3-4  room  suites.  Sep- 

tember occupancy.  Now  being  remodeled — divisions  can  be 
made  according  to  tenants  needs.  For  information  apply  on 
premises  or  E.  G.  Wahl,  985  Fifth  Ave.  Phone  TR9-0308 


FOR  SALE 


Westinghouse  30  M.  A.  X-Ray-fluoroscope  Bucky  table,  ac- 
cessories and  dark  room  equipment.  All  for  $300.  Box  426, 
N.  Y.  St.  Jr.  Med. 


FOR  IMMEDIATE  SALE 


Active  rural  G.  P.  in  small  town,  Finger  Lake  Section, 
3 mi.  to  county  seat,  6 mi.  to  open  hospital.  Home  office 
combination,  all  modern  conveniences.  Price  reasonable. 
Specializing.  Box  427,  N.  Y.  St.  Jr.  Med. 


PHARMACEUTICALS 

A complete  line  of  laboratory  controlled 
ethical  pharmaceuticals.  Chemists  to  the 
Medical  Profession  since  1903.  NY  1-51 


THE  ZEMMER  COMPANY,  Pittsburgh  13,  Pennsylvania 
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because  it  contains  'Benzedrine’  Sulfate  . . . 

'EDRISAL  with  CODEINE' 


does  far  more  than  relieve  pain  in 

severe  dysmenorrhea 


It  relieves  depression.  The  antidepressant  activity  of  ‘Benzedrine’  Sulfate  averts 
the  all-too-familiar  depressant  effect  of  codeine.  It  actually  lifts  the  patient’s  mood. 

And  relieves  cramps.  The  peripheral  activity  of  ‘Benzedrine’  Sulfate  works  to 
relieve  the  cramps  that  are  so  often  associated  with  this  painful  period.  Janney  reports: 

“The  most  satisfactory  antispasmodic  drug  for  use  in  spastic  dysmen- 
orrhea is,  in  my  experience,  Benzedrine  Sulfate  . . 

Important:  ‘Edrisal  with  Codeine’  does  not  replace  familiar  ‘Edrisal’.  ‘Edrisal 
with  Codeine’  is  for  use  in  conditions  that  require  more  potent  analgesia. 


Each  tablet  contains: 

Codeine  sulfate !4  gr. 

‘Benzedrine’  Sulfate  ....  2.5  mg. 

w 

Acetylsalicylic  acid 2.5  gr. 

— 

Phenacetin 2.5  gr. 

A 

Available  in  bottles  of  50  tablets 

Smith,  Kline  & French  Laboratories,  Philadelphia 

1.  Janney,  J.  C.:  Medical  Gynecology,  ed.  2,  Philadelphia,  W.  B.  Saunders  Company,  1950,  p.  365 


‘Edrisal’  and  ‘Iicnzcdrinc’  T.M.  Reg.  U.S.  Pat.  Off. 
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Prompt  relief  from 


PLUS 


Nasal  Congestion 


effective  control 
of  the 

Allergic  Factor 


“Allergy  is  perhaps  the  commonest  cause  of  a stuffy  nose  . . 
iccording  to  Dill.1  Shambaugh2  states  that  . . 70%  of  all  chronic 
suppurative  sinusitis  is  on  an  allergic  basis.”  He  emphasizes  the  im- 
nortance  of  controlling  the  allergic  factor  in  nasal  congestion. 

Logical  therapy  for  nasal  congestion  is  with  this  synergistic  com- 
jination  of  Antistine,  to  block  the  congestive  action  of  histamine, 
md  Privine,  to  shrink  the  nasal  mucosa.  Friedlaender  and  Fried- 
aender3  have  established  that  the  decongestant  action  of  Antistine- 
Privine  “.  . . in  many  instances  appears  to  be  more  intense  and  pro- 
onged  than  from  either  solution  alone.”  Dosage:  2 to  3 drops  in  each 
nostril  3 or  4 times  daily. 

I.  Postgrad.  Med.  4:413,  1948.  • 2.  M.  Rec.  & Ann.  42:673,  1948.  • 3.  Am.  Pract.  2:643,  1948. 

\ntistine®-Privine,®  aqueous  solution  of  Antistine  (antazoline) 
hydrochloride  0.5%,  and  Privine  (naphazoline)  hydrochloride 
3.025%,  in  bottles  of  1 fl.  oz.  with  dropper. 


Antistine-Privine 

Antiliistaminic  plus  Vasoconstrictor 


Ciba  PHARMACEUTICAL  PRODUCTS,  INC..  SUMMIT.  N.  J. 


2/1632M 
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In  bronchial  asthma  . . . paroxysmal  dyspnea  of 
cardiac  origin . . . Cheyne-Stokes  respiration 


Glytheonate 

B /DATrU\ 


^ (PATCH) 

BRAND  OF  THEOPHYLLINE  SODIUM  GLYCINATE 


— has  the  advantage  of  being  more  stable  in 
air  and  less  irritating  to  the  gastric  mucosa 
and  "is  thus  tolerated  in  larger  oral  doses 
than  are  possible  with  other  theophylline 
preparations,  and  it  can  be  administered  by 
mouth  in  liquid  form  as  well  as  in  tablets  not 
enteric  coated.”* 


SUPPOSITORIES  GLYTHEONATE:  0.78  Gm. 
SYRUP  GLYTHEONATE:  473  cc.  and  3.78 
liter  bottles.  A syrup  containing  65  mg.  of 
theophylline-sodium  glycinate  in  each  cc. 

TABLETS  GLYTHEONATE:  0.324  Gm. 


♦Council  on  Pharmacy  & Chemistry:  New  and  Non- 
official Remedies,  1950,  Philadelphia,  J.  B.  Lippincott 
Company,  1950,  p.  285. 


Glytheonate  {Patch) 

• relaxes  the  bronchioles  and  relieves 
bronchial  spasm. 

• acts  as  diuretic  in  congestive  heart  failure. 

• stimulates  the  psychic  areas  and  respi- 
ratory, vasomotor  and  vagus  centers. 

• stimulates  the  myocardium. 

#1 


• Every  day,  more  and  more  smokers  — and  among  them 
many,  many  doctors  — are  discovering  for  themselves 
just  how  mild  a cigarette  can  be.  They’re  making  their 
own  30-Day  Camel  Mildness  Tests— smoking  Camels 
regularly  for  30  days. 

It’s  a sensible  cigarette  test.  As  a doctor,  you 
know  there  can  be  no  valid  conclusion  drawn 
from  a one  puff  comparison  — from  a trick 
test  that  calls  for  hasty  decisions.  The 
Camel  30-Day  Test  asks  you  to  make  a day 
after  day,  pack  after  pack  comparison. 

If  you  are  not  already  a Camel  smoker,  why 
not  try  this  test?  Judge  Camel  mildness  and 
the  rich,  full  flavor  of  Camel’s  choice  tobaccos 
in  your  own  “T-Zone”— the  real  proving 
ground  for  a cigarette.  See  if  the  Camel 
30-Day  Test  doesn’t  give  you  the  most 
enjoyment  you’ve  ever  had  from  smoking! 


Make  your  own  30-Day  Camel  Mildness 
Test  in  your  own  "T-Zone"— 

That's  T for  Throat,  T for  Taste.  See  if 
you  don't  change  to  Camels  for  keeps! 
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ANNOUNCEMENT 


The  145th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York 
will  be  held 

April  30  to  May  4,  1951 
Hotel  Statler 
Buffalo 
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for  infants  and  children , and  adults 


who  prefer  liquid  iron  medication 


Feosol  Elixir  is  eagerly  accepted 
because  it  is  so  highly  palatable. 
(When  prescribed  for  infants  and 
children,  it  should  be  given  with  water, 
fruit  or  vegetable  juices.) 

; . . is  easily  tolerated  because  it 
contains  ferrous  sulfate,  the  iron  salt 
least  likely  to  cause  gastro-intestinal  upset. 


I 


...  is  highly  effective  because  ferrous  sulfate 
is  the  most  readily  assimilated  form  of  oral  iron. 


Each  2 fluid  drams  (2  teaspoonfuls)  supplies  5 grains 
ferrous  sulfate — the  approximate  equivalent  of  1 Feosol  tablet. 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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premises  for  made-to-measure  shoes  and  orthopedic  corrections. 


M.  B raverman  & Sons 

EST.  1880 

1380  THIRD  AVE.  BET.  78th  & 79th  STREETS 
NEW  YORK,  N.  Y.  • BUtterfleld  8-3753 
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In  the  tight,  uncomfortable  bronchial 
cough  accompanying  colds,  influenza 
or  bronchitis,  Synephricol  provides 
the  decongestion  necessary  to  permit 
free  breathing,  and  elimination  of 
excess  mucus. 

Synephricol  is  expectorant,  and 
more  — it  thins  the  viscous  mucoid 
bronchial  secretions  and  it  decreases 
bronchial  irritation  by  sympathomi- 
metic action. 


EACH  TEASPOONFUL  OF  PLEASANT  FLAVORED 
SYNEPHRICOL  CONTAINS: 


Codeine  phosphate 

. ...  87 

mg. 

Neo-Synephrine®  hydrochloride  ... 

. ...  5.0 

mg. 

Potassium  guoiacol  sulfonate 

. . . . 70.0 

mg. 

Ammonium  chloride 

. . . . 70.0 

mg. 

Menthol 

. ...  1.0 

mg. 

Chloroform 

Alcohol 

....  8% 

Exempt  narcotic 

Average  adult  dose:  1 or  2 teaspoonfuls  every  four  hours. 
Supplied  in  bottles  of  1 pint  and  1 gallon. 


i 
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or  physicians  who  wisely  insist  on  blandness 

vt  demand  truly  effective  antipruritic  potency 1 


True  antipruritic  potency  is  assured  by  the  time-proved  ingredi- 
ents of  Calmitol  ( camphorated  chloral,  hyoscyamine  oleate  and 
menthol— Jadassohn’s  Formula).  Yet,  Calmitol  is  bland  and  “pre- 
ferred because  of  its  freedom  from  phenol,  cocaine,  cocaine 
derivatives,  and  other  known  sensitizing  agents”3.  Calmitol  Oint- 
ment never  causes  the  sensitization  reported  with  antihistamines. 
Physicians  who  wisely  insist  on  antipruritic  safety,  as  well  as 
efficacy,  will  find  Calmitol  a “preferred”  answer. 

1.  “It  would  be  best  if  calamine  were  removed  from  professional 

medicine.  Goodman,  Herman:  J.A.M.A.  129:707,  1945. 

2.  “The  chemicals  in  remedies  the  most  frequent  cause  of  dermatitis 
were  mercury,  phenol  and  ethyl  aminobenzoate.” 

Underwood  and  Gaul:  J.A.M.A.  130:249,  1946. 

3.  “...preferred  because  of  its  freedom  from  phenol,  cocaine,  cocaine 
derivatives,  and  other  known  sensitizing  agents.” 

Lubowe,  I.  I.,  New  York  State  Journal  of  Medicine,  50:1743,  (July)  1950. 


For  a full  clinical  demonstration 

please  send  ten  demonstration  tubes  of 


the  bland  antipruritic 


Paste  coupon  on  penny  post  card  and  mail  to 


‘Z/%6 155 


East  44th  Street 
New  York  17,  NewYork 
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for  the  successful  treatment^of  • 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

O Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

©Overcome  venous  insufficiency,  stasis  and 

edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC. 


123  West  64th  Street 
New  York  23,  N.  Y. 
Makers  of  the  Soothing,  Modernized  Form  of  Burow's  Solution 
DOMEBORO — Tablets  . Powder  . Packets  . Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months.  , , , . 

Dome  paste  bandage  is  a flesh  colored,  4”  x 10  yd.  gauze  bandage  impregnated  with  a modified  Unna  s formula  consisting  ot  zinc 
oxide,  glycerine,  gelatin  and  calamine.  This  Unna's  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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"all  patients  described  a sense  of  well-being  Iwith  'Premarin' J." 

Neuifoedicr,  T.i  Am.  J.  Obit.  & Gynec.  46.530  (Oct.)  1943 


M estrogenic  substances  I water-soluble) 

also  known  as  conjugated  estrogens  (equine) 

highly  effective  * orally  active  • well  tolerated  • imparts  a feeling  of  well-being 

Ayerst,  McKenna  & Harrison  Limited  * 22  East  40th  Street'  New  York  1 6-  New  York 
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The  youngster  with  an  acute  febrile  condition 
will  be  more  cooperative  if  pleasant-tasting  Aspergum 
is  selected  as  the  antifebrile  agent. 

Quickly  soluble  in  the  saliva  and  gastric  juice,  the  acetylsalicylic 
acid  in  Aspergum  reaches  the  blood  stream  rapidly. 


Whenever  aspirin  is  indicated,  depend  on  Aspergum 
for  ease  of  administration.  Ethically 
promoted — not  advertised  to  the  public. 

Each  pleasantly  flavored  Aspergum 
tablet  contains  3l/i  grains  of  acetyl- 
salicylic acid — a dosage  form  unique- 
ly fitted  to  childhood  requirements. 


aspergum 


What  is 

GANTRISIN 


A new,  safer  sulfonamide  with  a wider  anti- 
bacterial spectrum. 

same  indications  as  other  sulfonamides  ? 

More ; it  has  been  effective  in  some  infections 
2 not  responsive  to  other  sulfonamides  and  anti- 
biotics. 

how  about  toxicity? 


High  solubility  prevents  renal  blocking.  Inci- 
dence of  other  reactions  is  also  very  low. 


'ROCHE'  ? 


should  the  patient  be  alkalized? 

Not  necessary  with  Gantrisin®  because  of  its 

4 high  solubility. 

how  about  cost? 

Gantrisin  is  so  economical  that  it  can  be  pre- 

5 scribed  without  straining  the  patient’s  budget. 


HOFFMANN-LA  ROCHE  INC. 

Roche  Park  • Nutley  10  • New  Jersey 


Chemically  Gantrisin  is  3.  4-dimethyl-5-sulfanilami'do-isoxazole 
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ortable 

Electrosurgical  Unit 

...  a MODERN  LOW-COST  SUR- 
GICAL UNIT  for  all  minor  and 
various  major  surgery. 

The  Birtcher  BLENDTOME  is  a surpris- 
ingly practical  unit  for  office  surgery. 
With  this  lightweight  unit,  you  have  all 
the  electrosurgical  procedures  of  major 
units  — electro  excision,  desiccation,  fi- 
guration and  coagulation.  While  not 
meant  to  be  compared  to  a large  hos- 
pital unit,  the  BLENDTOME  has  been 
successfully  used  in  many  TUR  cases. 
Such  facility  indicates  the  brilliant  per- 
formance of  the  BLENDTOME. 

All  4 BASIC  SURGICAL  CURRENTS 

1.  Tube  Generated  Cutting  Current. 

2.  Spark-Gap  Generated  Coagulation  Current. 

3.  A controlled  mixed  blend  of  both  above 
currents  on  selection. 

4.  Mono-polar  Oudin  Desiccation-Fulguration 
Current. 


Never  before  has  a surgical  unit  of 
such  performance  been  offered  at 
the  low  price  of  the  Blendtome. 

Write  "Blendtome  Folder”  on  your 
prescription  blank  or  clip  your  letter 
head  to  this  advertisement.  Reprint  of 
electrosurgical  technic  mailed  free  on 
request.  Please  indicate  your  specialty.  j 


THE  BIRTCHER  CORPORATION 

5087  Huntington  Drive  Los  Angeles  32,  Calif. 


To:  The  BIRTCHER  Corp.,  Dept.  NYS  1-51 
5087  Huntington  Dr.,  Los  Angeles  32,  Calif. 

Please  send  me,  by  return  mail,  free  brochure 
on  the  portable  Blendtome  Electrosurgical  Unit. 

Dr 


Street. 
City 


.State . 
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Each  OXYFAX  capsule  contains: 

(Composite  Formula) 

Thyroid  U.S.P 10-15-20-30-60  mg. 

Thiamine  Mononitrate 15.0  mg. 

Riboflavin 7.5  mg. 

Niacinamide 100.0  mg. 

Ascorbic  Acid 100.0  mg. 

Several  dosage  forms  containing  varying 
amounts  of  thyroid  permit  individualized, 
flexible  therapy.  For  patients  requiring 
sedation,  OXYFAX  with  Phenobarbital  may 
be  prescribed. 

SUPPLIED:  Bottles  of  100  and  500  capsules. 


Each  LIPOFAX  tablet  contains: 


Choline  Bitartrate 350  mg. 

(Choline  content,  48%) 

Inositol 133  mg. 

Pyridoxine  Hydrochloride 1 mg. 


SUPPLIED:  Bottles  of  100  and  1,000  tablets. 


‘The  words  OXYFAX  and  LIPOFAX  are  exclusive 
trademarks  of  Mezger  Pharmacol  Co.,  Inc. 

1.  Editorial:  J.A.M.A.  Mix  392  (1949). 

2.  Hueper,  W.  C.:  M.  Clin.  North  America  33i  773 
(1949) 


For  thoroughly  docu* 
merited  review  of  ex- 
perimental and  clinical 
background  of  OXYFAX- 
LIPOFAX  therapy,  with 
full  details  on  dosage, 
mail  this  coupon  today! 


MEZGER  PHARMACAL  CO.,  INC. 

50  ANDOVER  ROAD  • ROSIYN  HEIGHTS,  NEW  YORK 


Gentlemen: 

Please  send  me  without  charge  a copy  of  your  brochure, 
"Comprehensive  Medical  Treatment  of  Atherosclerosis”. 


NAME 


(PLEASE  PRINT) 

ADDRESS 

CITY ZONE STATE 
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RHEUMATIC  CASES  OF 


Cross-section  of  knee  joint.  Red  area  denotes 
synovial  membrane  wherein  attributed  action  of 
sodium  gentisate  against  hyaluronidase  occurs. 


i 


Clinical  work  now  being  carried  on  with  GENTARTH  on  arthritic 
patients,  some  of  whom  have  been  suffering  for  30  to  35  years,  reveals 
that  this  new  Raymer  formula  gave  relief  beyond  that  ever  experienced 
with  any  previous  drug.  Not  a single  case  of  intolerance  has  been  re- 
ported. Furthermore,  toxicologic  reports  indicate  that  on  a weight-for- 
weight  basis,  GENTARTH  is  less  toxic  than  aspirin. 


GENTARTH 


Sodium  Gentisate  100  mg. 

Raysal  325  mg. 

( representing  43%  Salicylic  Acid  and  3%  Iodine  in  a 
Calcium-Sodium  Phosphate  Buffer  Salt  Combination ) 

Succinic  Acid  130  mg. 


Recommended  dosage: 

2 or  more  tablets,  3 or  4 times  daily  ( after  meals  and  before  bedtime ) 

Available  at  all  pharmacies  on  prescription 


Nearly  aThird  of  a Century  Serving  the  Physician 


PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers  • Philadelphia  34.  Pa. 
Pioneer  Producers  of  Gentisate  Medication  for  the  Medical  Profession 
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30-3S  YEARS’  STANDING 


The  Ne«<  Gen***—  ’ ! 



G^NTARTH  INHIBITS  • 


^ Anti.rbeum“ttc 
.Contai»tnS  . » # “ 


• * VpREAD  OF  HYALURONIDaSe 


While  the  basis  of  GENTARTH  is  buffered  salicylate,  still  the  ac- 
cepted stand-by  in  the  arthritides,  to  it  has  been  Wded  sodium  gentisate 
which  Meyer  and  Ragan1  have  shown  to  hMig  favorable  results  in 
rheumatoid  arthritis  and  acute  rheumaticJever.  Pain,  swelling  and 
joint  inflammation  disappeared.  The  act^>n  of  sodium  gentisate  has 
been  attributed  to  its  inhibition  of  the  fpreading  effect  of  hyaluroni- 
dase.2,8  Raymer  has  pioneered  in  mal&ig  sodium  gentisate  available 
to  the  medical  profession.  Succinic  aAl,  also  present,  proteas  against 
decrease  in  prothrombin  time,  a ^cessary  precaution  in  continued 
salicylate  therapy.  ^ 


GENTARTH 


| Tablets  are  supped  in  bottles  of  100,  500,  1,000. 

Also  Available  Sodium  Gentile  Tablets  325  mg. — bottles  of  100.  Sodium 
Gentisate  ( powder)  for  prescription  formulation  through  leading  pharmacies. 


'Meyer,  K.  & Ragan,  C.:  Mod. Concepts  of  Card.  Disp.,  T7:2  (1948) 
2 Quick,  A.  J.:  J.  Biol.  Chenx.GDl  :475  (1933) 

8 Guerra,  J. : J.  Pharm.  Exp.  Gher.,  87 : 1943  ( 1946 ) 


NEW  CLINICAL  evidence 

Since  the  first  appearance  of  this  advertisement,  new  clinical 
evidence  on  GENTARTH  establishes  30%  greater  effective- 
ness than  salicylate  alone.  For  other  last  minute  reports  on 
sodium  gentisate,  see 

Camelin,  et  al:  Presse  Medicale,  58:889  (1950) 
Schaefer,  et  al:  Circulation,  2:265  (1950) 


Your  request  on  a prescription  form  will  bring  a free  clinical 
supply  of  GENTARTH,  ample  to  demonstrate  its  efficacy- 
enough  for  1 case  for  1 week— and  descriptive  literature! 


patients  can’t 

"SLEEP  OFF”  hypertension . . . 

prolonged  vasodilation  should  accompanu  sleep 
as  well  as  the  days  activities.  (One  more  reason  why 
NITRAN1TOL  is  the  most  universally  prescribed 
drug  in  the  management  of  hypertension.) 

NITRANITOL® 

FOR  GRADUAL,  PROLONGED,  SAFE  VASODILATION 


Merrell 


CINCINNATI  • U.S.A. 


When  vasodilation  alone  is  indicated.  Nitranitol. 
(K  gr.  mannitol  hexanitrate. ) 

When  sedation  is  desired.  Nitranitol  with  Pheno- 
barbital.  (!i  gr.  Phenobarbital  combined  with  'A  gr.  mannitol 
hexanitrate. ) 

For  extra  protection  against  hazards  of  capillary 
fragility.  Nitranitol  with  Phenobarbital  and  Rutin. 
(Combines  Rutin  20  mg.  with  above  formula.) 

When  the  threat  of  cardiac  failure  exists.  Nitranitol 
with  Phenobarbital  and  Theophylline.  ('A  gr.  mannitol 
hexanitrate  combined  with  'A  gr.  Phenobarbital  and  IK  grs. 
Theophylline. ) 
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B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 


121  VARICK  STREET 


NEW  YORK 


COLLECTIONS 

Fair  Rates 
Prompt  Reports 
Good  Public  Relations 
Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.,  N.  V.  18,  N.  Y. 

Established  1933 


NYLON  SURGICAL  ELASTIC 
STOCKINGS 

Unconditionally  Guaranteed! 

For  varicose  veins,  lymph 
stasis  and  other  swollen 
or  flabby  leg  conditions 

At  reliable  surgical  appliance, 
drug  and  dept,  stores  everywhere. 


JOHN  B.  FLAHERTY  CO.,  Inc.,  Bronx,  n.y. 

Since  1898,  Manufacturers  of  Surgicol  Elastic  Supports 
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CAMP  Scientific  Support  Fitting  Courses  stress  the  im*  shown  a group  of  fitters  being  instructed  in  the  practical 

portance  not  only  of  theory  but  also  the  practical  appli-  fitting  of  a patient  (pendulous  figure  type)  with  a Camp 

cation  of  knowledge  in  clinical  "workshops."  Above  is  orthopedic  back  brace. 


a basic  c^yyvp  credo 

“ Education  before  Sales  ” 


“How  skilled  is  the  fitter 
who  assumes  the  duty  of 
carrying  out  my  instruc- 
tions when  I prescribe  a 
scientific  support?" 


Camp  Scientific  Supports  are  sold 
and  fitted  in  reputable  stores  in  your 
community. 


Every  physician  is  justified  in  asking  that  question. 

This  year  will  mark  the  23rd  annual  series  of  Camp  Scientific 
Support  Fitting  Courses  under  medical  supervision.  Beginning 
in  New  York  City,  they  will  be  held  in  principal  cities  through- 
out the  nation.  Estimated  enrollment  will  include  over  a thou- 
sand representatives  from  reliable  stores  in  all  parts  of  the 
country.  These  courses  are  conducted  by  our  Training  Director, 
Medical  Director,  Designer  and  a staff  of  registered  nurses.  In 
addition  to  the  formal  sessions  the  nurses  are  constantly  instruct- 
ing smaller  groups  and  individuals  in  countless  other  cities. 

Since  1929  we  have  trained  more  than  16,000  fitters  in  the 
United  States  and  Canada.  That  is  why  Camp  research,  Camp 
design  and  Camp  craftsmanship  can  provide  the  ultimate  in 
service  to  the  patient. 


S.  H.  CAMP  and  COMPANY,  JACKSON,  MICHIGAN 

World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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Can  they  be  erased... 
from  effective  relief 
in  Bronchial  Asthma? 


Yes,  there  now  is  a therapy — 

NETHAPRIN — that  gives  prompt,  symp- 
tomatic relief  in  asthma  and  associated 
allergic  conditions,  and  also  is  essentially 
free  from  the  undesirable  side  actions  of  ephedrine. 
Clinical  tests  show  NETHAPRIN  can  be  expected 
to  provide  effective  relief  . . . increased 
vital  capacity  . . . better  feeling  of  well-being. 

Yet  its  bronchodilator,  Nethamine,  "pro- 
duces no  noticeable  pressor  action.”1 

NETHAPRIN  ® 

SYRUP  CAPSULES 

Each  capsuleor5cc.  teaspoonful  contains:  Nethamine®  Hydrochlo- 
ride 25  mg.,  Butaphyllamine®  60  mg.,  Decapryn®  Succinate  6 mg. 

When  Phenobarbital  is  preferred  to  the  antihistamine,  prescribe 
NETHAPHYL®-in  full  or  half  strength. 

Merrell) 

1828  J 


CINCINNATI  . U.S.A. 


IHansel,  F.K.:  Ann.  Allergy,  5:397,  1947 


Penicillin 


NOW  in  a single  preparation 


IffS i 


KiflB 


Sulfadiazine 

Sutfamerazine 

Sulfamethazine 


ESKACILLIN-SULFAS' 


More  and  more  physicians  are  turning  to  combined  penicillin- 
sulfonamide  therapy;  for  it  has  now  been  demonstrated  that  in  many 
instances  this  combination  is  more  effective  than — and  offers  many 
advantages  over — the  newer  antibiotics. 

‘Eskacillin-Sulfas’  is  leading  the  trend  to  this  new  and  exciting 
combination  therapy  because  it  is  presented  to  you  in  the  most 
logical,  easily-given  and  readily-accepted  form:  an  exceptionally 
palatable  fluid. 

‘Eskacillin-Sulfas’  is  for  the  treatment  of  infections  caused  by 
organisms  sensitive  to  the  action  of  penicillin  or  the  sulfonamides. 
Among  its  many  indications  are: 

Bronchitis  Pneumonia  Sinusitis 

Tonsillitis  Otitis  Media  Gonorrhea 

You  will  also  find  ‘Eskacillin-Sulfas’  especially  useful  in  urinary 
tract  infections;  bacillary  dysentery;  meningococcic  infections; 
prophylaxis  in  streptococcal  infections  and  rheumatic  fever;  as 
adjunctive  therapy  in  pneumococcal  meningitis  and  H.  influenzae 
meningitis  after  the  acute  phase  has  subsided;  prophylaxis  in 
colonic  surgery,  surgical  wounds  and  burns;  and  in  certain  resistant 
Staphylococcal  infections.  ‘Eskacillin’  T.M.  Reg.  U.S.  Pat.  Off. 


Due  to  its  extremely  wide  antibacterial  spectrum  and  the  minimum 
chance  of  the  development  of  resistant  strains,  many  physicians  find 
‘Eskacillin-Sulfas’  the  ideal  therapy  when  immediate  medication 
is  necessary  and  lack  of  either  time  or  laboratory  facilities  pre- 
vents exact  determination  of  the  specific  organism  involved. 


!ach  teaspoonful  (5  cc.)  of  ‘EskaciHin-Sulfas’  contains: 


Crystalline  potassium  penicillin  G 100,000  U. 

Sulfadiazine  0.167  Gm. 

Sulfamerazine 0.167  Gm. 

Sulfamethazine 0.167  Gm. 


‘ESKACILLIN-SULFAS’ 

the  original  presentation  of  peniciilin  and  the  sulfonamides  in  fluid  form 

Available  in  2 fl.  oz.  bottles.  Smith,  Kline  & French  Laboratories,  Philadelphia 


why ‘Eskacillin-Sulfas'  is  in  fluid  form: 

We  concluded — after  weighing  every  possibility— that  ‘Eskacillin- 
Sulfas’  should  be  a fluid  for  the  following  reasons: 

1.  Tablets  are  impractical  because  the  bulky  nature  of  the  sulfon- 
amides makes  it  virtually  impossible  to  manufacture  a small, 
easily-swallowed  tablet. 

2.  The  fluid  form  assures  more  rapid  attainment  of  therapeutic 
blood  levels. 

3.  A palatable  fluid  is  the  ideal  form  for  children  and  for  the  many 
adults  who  balk  at,  or  have  difficulty  with,  tablet  medication. 

‘Eskacillin-Sulfas’  is  so  pleasant  tasting  your  patients  will  find  it 
easy  to  take  whatever  amount  you  prescribe— and,  because  of  its 

fluid  form,  you  will  find  it  easy  to  adjust  the  dosage. 

' 
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| o establish  and  maintain  urinary 
antisepsis,  MANDELAMINE*  is 
many  times  preferred  because  it 
is  quickly  effective  against  the  organisms 
most  commonly  encountered  in  urinary  - 
tract  infections.  Its  exceptional  freedom 
from  untoward  reactions  and  its  wide 
range  of  antibacterial  activity  commend 
it  for  use  as  soon  as  the  diagnosis  has 
been  made. 


Urinary  antisepsis  is  often  achieved  in 
uncomplicated  pyelitis  in  as  few  as  three 
days.  Speedy  recovery  is  thus  secured  in 
many  cases  without  necessitating  higher- 
cost  therapy. 


Renal  insufficiency  is  the  only  major 
contraindication  to  MANDELAMINE 
therapy. 


MANDELAMINE  is  available  in  bot- 
tles of  120,  500,  and  1,000  enteric -coated 
tablets,  through  all  prescription  phar- 
macies. Comprehensive  literature  and 
samples  for  clinical  trial  will  be  furnished 
to  physicians  on  request. 


NEPERA  CHEMICAL  CO.,  INC. 


'^JuIJ^V^OuCJImXxCxJL 


NEPERA  PARK,  YONKERS  2,  N.  Y. 


* MANDELAMINE  is  the  registered  trademark  of  Nepera  Chemical  Co..  Inc.,  for  its  brand  of  methenamine  mandelate. 
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For  your 
allergic 
patients . . . 
the 

antihistamine 
that  gives 


9Round-the-cloek  relief 
from  4 small  doses 


Decapryn’s  long-lasting  relief,'  combined  with  loiv  milligram 
dosage,2  makes  it  the  ideal  antihistamine  for  treating  difficult 
allergies,  or  patients  who  have  not  responded  to  other  drugs. 

II.  "Symptoms  were  relieved  from  4 to  24  hours  after  the 

administration  of  a single  dose  of  Decapryn — ” . . . Sheldon, 

J.M.  Et  al:  Univ.  Mich.  Hosp.  Bull.  14:13-15  (1948) 

2.  "It  was  found  that  12.5  mg.  could  be  given  during  the  day  with 

comparatively  few  side  reactions  and  yet  maintain  good  clinical  results — ” 

. . . MacQuiddy,  E.L.fNeb.  State  M.J.  34:123  (1949) 


DECAPRYN* 

T he  long-lasting,  low-dosage  prescription  antihistamine 


DECAPRYN  (DOXYLAMINE)  SUCCINATE 

Available  on  prescription  only,  as  pleasant-tasting  liquid,  or  tablets  (12.5  mg.,  25  mg.) 


CINCINNATI  • U.S.A. 
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NEW  USES  FOR  A FAMOUS  LEADER 

Gabauens 

FTHYL  CHLQRIDLU.S.P 


Recent  researches  in  Ethyl  Chloride 
have  discovered  a new  use  for  a world 
famous  product  in  the  control  of  pain.  By 
proper  spraying  with  GEBAUER’S 
ETHYL  CHLORIDE  from  the  “dispen- 
seal”  bottle,  in  the  adjunctive  treatment  of 
Stiff  Neck,  Lumbago,  Sciatica,  and  Sprains, 
pain  can  be  stopped  or  greatly  alleviated 
— often  with  very  outstanding  and  grati- 
fying results. 


The  mechanism  of  action  does  not 
depend  for  its  effect  upon  the  central  nervous  system,  nor 
upon  refrigeration.  In  fact,  frosting  is  to  be  avoided.  Applica- 
tion of  Ethyl  Chloride  apparently  breaks  up  vicious  cycles 
of  muscle  spasm  and  pain  resulting  from  trauma,  chronic 
muscular  strain,  etc.  These  cycles  reside 
in  certain  tender  areas  of  the  muscle  or 
muscles  which  may  be  called  trigger 
areas.  The  spraying  of  the  skin  overlying 
these  areas  releases  the  self-sustaining 
painful  spasm.  More  complete  details 
may  be  obtained  by  writing  Dept.  D. 

When  ordering  specify  fine  jet  stream 


THE  GEBAUER  CHEMICAL  COMPANY 

9410  St.  Catherine  Ave.  • Cleveland,  Ohio 

IHe  fffceefited.  Standaid  Since  ?902 


\"  M Y 

COLOSTOMY"! 

A Regime  For  Successful  Colostomy  IrrlKetlon 
And  Patient  Adjustment 

By  Request 
Postpaid. 

A beautifully  printed  16  page 
booklet.  Accepted  by  Surgeons 
as  an  aid  to  their  Patients. 

R . O . 

DANIEL  W.  WALLS 
,2  BINGHAMTON  N.Y. 

vi-syneral  vitamin  drops 

first  and  original 

aqueous  solution  of 
fat-soluble  plus 
water-soluble  vitamins. 

(U.  S.  Patent  No.  2,417,299.) 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
new  york  17,  n.  y. 


.FOOT 

ACTION! 


I HE  mechanical  foot  action  of  Hanger 
Artificial  Legs  allows  a close  approxi- 
mation of  natural  walking  for  their 
wearers.  The  forward  and  backward 
motion  and  rubber  cushions  absorb 
shock  and  give  the  flexibility  of  motion 
so  important  in  maintaining  an  even 
stride.  This  is  one  more  example  how 
the  goal  of  Hanger  design  and  develop- 
ment is  to  allow  the  amputee  to  resume 
life's  normal  functions.  Throughout, 
Hanger  Limbs  are  constructed  of  a few 
parts  simply  assembled  to  reduce  un- 
necessary breakdowns  and  repairs. 


HANGER!? 


ARTIFICIAL 
LIMBS 


i 


98  Central  Ave.  104  Fifth  Avenue  800  Sixth  Avenue 

Albany  6,  N.  Y.  New  yorlr  11,  New  York  Pittsburgh  30,  Pa. 


»->.v 


Inner  border  of  foe  and  Wi 
heel  wedge  with  leather  fl 
counter  reinforcement  or  | 
scaphoid  pad.  | 


Pedifoime 

REG.  U.  S.  PAT.  OFF. 


When  proper  shoes, 
with  or  without  olter- 
otions,  ore  indicated 
you  can  recommend 
Pediformes  with  con- 
fidence. 


FOOTWEAR 

MANHATTAN  34  WEST  36th  STREET 
BROOKLYN  288  LIVINGSTON  STREET 
FLATBUSH  843  FLATBUSH  AVENUE 
EAST  ORANGE  HEMPSTEAD 

HACKENSACK  NEW  ROCHELLE 
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'flew, , , , 

MrUM  PRICES 
^TABLET  POTENCIES 


/ M I W § ~W~  r I • W~ 


eceitMM. 


VERILOID 


IN  THE  TREATMENT  OF  HYPERTENSION 

The  excellent  acceptance  accorded  Veriloid  by  the  profes- 
sion, and  the  construction  of  expanded  manufacturing  facil- 
ities have  made  possible  a substantial  reduction  in  the  price 
of  this  unusual  hypotensive  agent. 

Veriloid  is  now  available  in  3 tablet  potencies:  1.0  mg.,  2.0 
mg.,  and  3.0  mg.  Based  on  former  prices,  the  1.0  mg.  tablet 
is  now  available  to  your  patient  at  a saving  of  16%%,  the 
2.0  mg.  tablet  at  a saving  of  25%,  and  the  3.0  mg.  tablet 
at  a saving  of  33%%. 

After  the  optimal  dose  has  been  determined  for  the  pa- 
tient, the  prescribing  of  the  largest  possible  tablet  size  will 
result  in  the  greatest  saving.  Literature  describing  the  action, 
uses,  and  administration  of  Veriloid  is  available  on  request. 

♦Trade  Mark  of  Riker  Laboratories,  Inc. 

RIKER  LABORATORIES,  INC. 

84  80  BEVERLY  BLVD.,  LOS  ANGELES  48,  CALIF. 


VERILOID 
NOW  AVAILABLE 
IN  3 POTENCIES 

Veriloid  is  now  avail- 
able in  1.0  mg.,  2.0  mg., 
and  3.0  mg.  scored  tab- 
lets in  bottles  of  100, 
500,  and  1000.  Avail- 
able on  prescription 
only  at  all  pharmacies. 
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simplicity , 


simplicity, 


simplicity, 


SIMILAC  DIVISION 


itself 


to 


prescribe  SIMILTAC 


simply  add  one  measure  of  Similac  to 
two  ounces  of  water  to  yield  two  ounces 
of  normal  formula  of  20  cals/oz 


itself 


to  prepare 


SIMILTAC 


simply  instruct  mother  to  float  the 
prescribed  quantity  of  Similac 
on  previously  boiled  water  and  stir 


itself 

to  digest  SIMILTAC 


for 


^ the  proteins  have  been  so  modified 
the  fats  so  altered 
( the  minerals  so  adjusted 


that  there  is  no  closer  equivalent 
to  human  breast  milk  than 


SIMILTAC 

for  term  and  premature  infants  throughout  the  first 
year  of  life  whenever  breast  feeding  must  be 
supplemented  or  replaced.  Similac  has  the  same  zero 
curd  tension  as  human  breast  milk. 


M & R DIETETIC  LABORATORIES,  Columbus  16,  Ohio 
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Each  VERATRITE  Tabule  contain*: 

Veratrym  VIrlde 3 CRAW  UNITS* 

Sodium  Nitrite.  . . . . . 1 grain 

Rhenobarbital grain 


> • 


-V 


’Biologically  Standardized  for  toxicity.  The 
CRAW  UNIT  is  an  irwin-Neisler  research 
development. 


In  Mild  and  Moderate 

sense  of  well-being  is 


Hypertension,  a marked 
provided  by  the  routine 


administration  of  Tabules  Veratrite.  Pronounced 


relief  of  headache,  dizziness,  fatigue  and  nervous 
irritability  is  accompanied  with  a reduction  in  blood 
pressure.  Veratrite  lessens  peripheral  resistance 
without  compromise  of  circulation. 


& ’ 

If; 


Supplied:  Bottles  of  100,  500,  1000. 

SAMPLES  AND  LITERATURE  ON  REQUEST. 


IRWIN,  NEISLER  & COMPANY 


DECATUR,  ILLINOIS 


the  best  of  Protein 


Here  is  an  exceptionally  pleasant- 
tasting  new  dietary  supplement  for 
management  of  anorexia,  febrile 
illnesses,  convalescence,  malnutrition, 
pregnancy  and  lactation. 

The  formula  tells  the  story: 


and 

B 

Complex 
Vitamins ! 


Each  45  cc.  (3  tablespoonfuls) 

of  Tronic®  provides: 

Protein  hydrolysate  (45%  amino  acids) 

6.8  Gm. 

Calcium  Glycerophosphate 

1 30  mg. 

Thiamine  hydrochloride 

4 mg. 

Sodium  Glycerophosphate 

260  mg. 

Riboflavin 

2 mg. 

Manganese  Glycerophosphate 

24  mg. 

Pyridoxine  hydrochloride 

1 mg. 

Potassium  Glycerophosphate 

16  mg. 

Niacinamide 

30  mg. 

Alcohol 

17% 

with  flavoring  agents  added 

Tronic 


Compound 


Tronic  Compound  is  an  unusually 
complete,  well  formulated 
nutritional  supplement,  and  will  be 
found  particularly  useful  for 
geriatric  and  pediatric  patients,  as 
well  as  in  other  branches  of 
medicine.  Supplied  in  Spasaver ® pints 
and  gallon  bottles. 

Sharp  & Dohme,  Philadelphia  1,  Pa. 


£ CHRONIC 


DOHO  RESEARCH  PRODUCTS 


9t  ACUTE  OTITIS  MEDIA 

REMOVAL  OF  IMPACTED  CER 
AS  AN  ADJUNCT  TO  SYSTEM 
INFECTIVE  THERAPY 


CONTAGIOUS  DISEASE 


FORMULA:  Glycerol  (DOHO) 17.90  GRAMS 

(Highest  obtainable  spec,  grav.) 

Antipyrine  0.81  GRAMS 

Benzocaine  0.21  GRAMS 


0-T0S-M0-SAN 


FURUNCULOSIS  AND 
AURAL  DERMATOMYCOSIS 


FORMULA;  Urea 2.0  GRAMS 

Sulfathiozole  1.6  GRAMS 

Glycerol  (DOHO)  Base  16.4  GRAMS 


RHINALGAN 


Nasal  Decongestant  WITHOUT  Circulatory 
or  Respiratory  Effect 

COMMON  COLD  • SINUS  INFECTIONS  * PRE  AND 
POSTOPERATIVE  NASAL  SHRINKAGE  HAY  FEVER 
ALLERGIC  AND  HYPERTROPHIC  RHINITIS 


FORMULA:  Desoxyephedrine  Saccharinate  0.50%  w/v  in  an  isotonic  aqueous 
solution  with  0.02%  Laurylammonium  saccharin.  Flavored.  pH  6.4. 


Supplied  in  THE  DOHONY  SPRAY-O-MIZER 

PI  PAS  ANT  FFFICIFtJT  (Combination  Spray  and  Dropper) 

crriiicrvi  -trade  mark-pat.  pend. 

NON-TOXIC  — BACTERICIDAL  Also  for  Office  and  Hospital  use^ 

in  Pint  bottles. 


Scientific  and  Clinical  Data  sent  on  request 


I Mv  b 


DOHO  CHEMICAL  CORP.,  100  Varick  St.,  New  York  13,  N.  Y. 
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in  acute  upper 
respiratory  infections 


In  the  treatment  of  chronic  sinusitis 
and  the  acute  sinus  complications  of 
coryza,  Bacitracin-Nasal  affords  a 
dual  approach. 

It  supplies  bacitracin,  effective 
against  many  gram-positive  patho- 
gens which  inhabit  the  nose  and  ac- 
cessory nasal  sinuses.1  Administered 
by  spray  or  by  aerosol  inhalation,  a 
solution  of  bacitracin  has  been  re- 
ported to  reduce  the  severity  and  du- 
ration of  sinus  infections.2,3 


A 

k 

J 

C 


The  presence  of  desoxyephedrine 
in  Bacitracin-Nasal  aids  in  improving 
nasal  ventilation  and  reduces  patient 
discomfort  for  prolonged  periods. 

Reconstituted  by  the  pharmacist  just 
prior  to  being  dispensed,  Bacitracin- 
Nasal  contains  bacitracin,  250  units 
per  cc.,  and  0.2  5%  desoxyephedrine 
in  an  approximately  isotonic,  rose- 
scented  aqueous  vehicle.  It  is  avail- 
able on  prescription  at  all  pharmacies 
in  1 5 cc.  bottles  together  with  dropper. 


1.  Prigal,  S.  J.:  Bacteriologic  and  Epidemiologic  Approach  to  the  Treatment 
of  Respiratory  Infections  with  Aerosols  of  Specific  Antibiotics,  Bull.  N.  Y. 
Acad.  Med.  26:282  (Apr.)  1950. 

2.  Stovin,  J.  S.:  The  Use  of  Bacitracin  in  the  Treatment  of  Sinusitis  and  Re- 
lated Upper  Respiratory  Infections,  New  York  Physician  32:14  (July)  1949. 

3.  Prigal,  S.  J.,  and  Furman,  M.  L.:  The  Use  of  Bacitracin,  a New  Antibiotic, 
in  Aerosol  Form;  Preliminary  Observations,  Ann.  Allergy  7:662  (Sept.-Oct. ) 
1949. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION  • 17  E.  42ND  ST.  • NEW  YORK  17,  N.Y. 


A baby’s  relationship  with  his 
mother  can  influence  his  assimi- 
lation of  food— for  good— or  ill! 

When  a worried  mother  asks  you 
how  to  “make”  her  baby  eat  more, 
help  her  understand  that  a baby  can’t 
get  full  benefit  from  his  meals  unless 
he  enjoys  his  food. 

One  of  the  biggest  things  a mother 
can  do  for  her  baby  is  to  avoid  meal- 
time arguments.  Beech-Nut  Foods  in 
all  their  appealing  variety  are  a great 
help.  Their  better  flavor  arouses  eager 
appetite.  Baby  gets  a good  start  nutri- 
tionally and  emotionally! 


A wide  variety  for  you  to  recommend: 

Meat  and  Vegetable  Soups,  Vege- 
tables, Fruits,  Desserts  — Cereal 
Food  and  Strained  Oatmeal. 


All  Beech-Nut  standards  of  pro- 
duction and  advertising  have  been 
accepted  by  the  Council  on  Foods 
and  Nutrition  of  the  American 
Medical  Association. 


Beech-Nut  FOODS/BABIES 


Babies  love  them  ...thrive  on  them! 
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in  convalescence  . . . 

Theptine 

makes  a 
big  difference 

In  convalescence  a return  to  normal  health  is  frequently  retarded  by 
two  barriers:  mental  depression  and  nutritional  depletion.  In  such  cases 
'Theptine’  has  proved  to  be  an  ideal  preparation  to  help  speed  recovery. 

'Theptine’  supplies,  in  a light  and  pleasing  elixir,  the  unique 
antidepressant  action  of  ’Dexedrine’  Sulfate  plus  the  nutritional  action 
of  thiamine,  niacin  and  riboflavin.  'Theptine’  improves  both  the  mental  and 
physical  tone  of  the  patient  . . . helps  speed  his  return  to  normal 
life  and  living.  Smith , Kline  & French  Laboratories,  Philadelphia 
Each  5 cc.  (1  teaspoonful)  contains: 

'Dexedrine’  Sulfate 2.5  mg. 

(dextro-amphetamine  sulfate,  S.K.F.) 

Thiamine  hydrochloride 5.0  mg. 

Riboflavin 0.45  mg. 

Niacin 6.7  mg. 

Available  in  12  fl.  oz.  bottles. 

’Dexedrine’  plus  essential  B vitamins 

an  antidepressant  and  nutrient  elixir 

’Theptine’  & ’Dexedrine’  are  S.K.F.  Trademarks 


Theptine 
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Orange  flavor  tastes  delicious  straight  on 
the  tongue  or  mixed  in  food.  Non-aller- 
genic,  non-alcoholic  Vitamin  A ester 
used— no  fishy  taste  or  odor.  No  alcohol. 


Each  cc.  of  Ol-Vitum  Drops  contains: 


Vitamin  A ester 10,000  USP  Units 

Vitamin  D 2,000  USP  Units 

Natural  mixed  tocopherols* 3 mg. 

Thiamine  hydrochloride 3 mg. 

Riboflavin 0.8  mg. 

Niacinamide  15  mg. 

Pyridoxine  hydrochloride 1.6  mg. 

Ascorbic  acid 100  mg. 


No  refrigeration  necessary.  No  expiration  dating  required. 


left/ 

PALATAB I LITY 


ROTE  NCYSTABI  LITY 


OL-VITUM 


In  Bottles  of  15  and  30  cc.  with 
especially  calibrated  dropper.  Dos- 
age: !4  to  1 cc.  according  to  age. 


PRIVATE  R- SOLUBLE 


OL-VITUM®  CAPSULES  are  also  available 


'tea/ 

EFFECTIVENESS 


Infants  receiving  Vitamins  A,  C and  D plus  the  B com- 
plex showed  weight  increases  20%  to  50%  greater 
than  those  receiving  Vitamins  A,  D and  C alone.1 


International  Vitamin  Division  IVES-CAMER0N  COMPANY,  INC.,  New  York  16,  N.  1 

1.  Kasdon,  S.  C.,  and  Cornell,  E.  1.:  Am.  J.  Obstet.  & Gynec.  56:853  (Nov.)  1948. 

’Equivalent  (by  biological  assay)  to  1.5  mg.  d.  Alpha  Tocopherol 
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ELI  LILLY  AND  COMPANY  announces 


XI*H  ILETIN 
(INSULIN.  LILLY) 


and  thereby  marks  another 


improvement  in  diabetes  management 


Clinical  evidence  indicates  that  single  daily  injections  of  NPH  In- 
sulin provide  an  efficiently  timed  Insulin  effect  which  closely  paral- 
lels average  requirements  over  a twenty-four-hour  period.  This  new 
preparation  of  Insulin  eliminates,  in  most  instances,  occasion  for 
mixed  injections  of  Insulin  and  Protamine  Zinc  Insulin.  In  severe 
and  complicated  cases,  supplementary  doses  of  Insulin  may  be 
utilized,  if  indicated. 


Detailed  information  and  literature  pertaining  to  NPH  Iletin  ( Insulin , Lilly) 
are  personally  supplied  by  your  Lilly  medical  service  representative 
or  may  be  obtained  by  writing  to 

ELI  LILLY  AND  COMPANY  Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 

Meeting  of  Secretaries  of  County  Societies 


1 The  recent  1950  conference  of  the  secre- 
taries of  component  county  societies,  held  in 
Ubany  under  the  leadership  of  the  Medical 
.Society  of  the  State  of  New  York,  thor- 
oughly discussed  the  problems  encountered 
n setting  up  the  “Alameda  County  Plan.” 
several  of  the  larger  counties,  as  New  York 
md  Westchester,  have  had  the  plan  in  opera- 
ion  either  in  whole  or  in  part  for  some 
nonths.  Upstate,  smaller  counties  as 
Dneida,  Herkimer,  and  Madison  have  joined 
n a cooperative  enterprise,  sharing  the  cost. 

All  reports  were  encouraging  from  those 
Counties  in  which  the  plan  was  operating. 
Phe  good  public  relations  value  of  the 
!iround-the-clock  emergency  service  for  any- 
time needing  a physician  and  unable  to  find 
me  received  great  attention.  Careful  stud- 
es  were  reported  by  New  York  County  on 
he  distribution  both  daily  and  hourly  of 
|such  emergency  calls. 1 Westchester  County 
•eported  in  addition  the  formation  of  a 


1 New  York  Medicine,  6:  26  (Nov.  5)  1950. 


grievance  committee  and  an  adjustment 
bureau  to  handle  delinquent  accounts. 

While  the  setting  up  of  the  plan  involves  a 
considerable  increase  in  operating  expense, 
it  is  hoped  that  in  the  long  run  its  over-all 
educational  impact  on  both  physicians  and 
patients  will  lower  this  cost,  improve  good 
will,  and  reduce  misunderstandings  and 
inequities  in  the  areas  in  which  they  operate. 

Progress  in  civilian  defense  planning  and 
the  necessity  for  those  counties  which  have 
not  already  done  so  to  designate  procure- 
ment and  assignment  committees  was 
stressed  in  view  of  the  greater  demand  for 
medical  officers  for  the  armed  services. 

Public  relations,  medical  expense  insur- 
ance progress,  and  workmen’s  compensation 
insurance  received  brief  attention,  as  did  the 
subject  of  legislation.  The  Society’s  Execu- 
tive Officer  spoke  of  the  necessity  for  weigh- 
ing carefully  the  objectives  sought  in  any 
bills  whether  mandated  by  the  House  of 
Delegates  or  proposed  by  Council  committee 
action.  WTiere  informed  opinion,  available 
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to  the  Society  either  through  its  legislative 
representatives  or  its  legal  counsel,  indicated 
inability  to  obtain  support  for  the  passage  of 
a bill,  the  prestige  of  the  Society  could  be 
affected  adversely  by  pressing  for  action. 
In  view  of  the  forthcoming  1951  session  of 
the  Legislature,  the  advice  was  timely  and  to 
the  point. 

The  Editor  of  the  Journal  asked  briefly 
for  greater  cooperation  of  the  secretaries  of 
county  societies  in  sending  in  news  items 
from  their  counties  for  publication. 


This  meeting  of  the  secretaries  has  grown 
in  interest  and  attendance  over  the  years. 
In  view  of  the  numerous  important  develop- 
ments now  maturing  and  to  be  anticipated 
for  the  future,  it  would  seem  that  the  Medi- 
cal Society  of  the  State  of  New  York  might 
well  consider  the  advisability  of  making  this 
conference  an  all-day  meeting.  More  time 
for  discussion  seems  an  obvious  necessity  if 
the  topics  on  the  agenda  continue  to  be  as 
compellingly  interesting  as  those  presented 
this  year. 


Installment  Buying  Is  Curbed 


The  Federal  Reserve  Board  in  October 
put  into  effect  “Regulation  W,”  a drastic 
curb  on  installment  buying.  On  auto- 
mobiles and  houses,  for  example,  the  regu- 
lation still  permits  a one-third  down  pay- 
ment on  the  former  with  fifteen  instead  of 
the  previous  twenty-one  months  to  pay  the 
balance;  on  the  latter  a down  payment  of  as 
much  as  50  per  cent  on  the  more  expensive 
kind  is  required,  while  on  homes  costing 
$7,000  or  more  one  now  has  only  twenty 
instead  of  the  former  thirty  years  to  pay  up 
the  mortgage.  The  move  by  the  Board  is 
designed  to  curb  inflation  by  cutting  down 
consumer  credit,  to  stop  people  from  spend- 
ing so  much  money  they  haven’t  yet  earned. 

The  Federal  Reserve  Board  is  an  agency 
of  government.  As  we  have  said  before 
and  -will  repeat  now,  the  government  has 
no  money,  only  the  power  to  tax.  This  fact, 
it  would  seem,  should  not  divorce  it  from  the 
exercise  of  certain  standards  of  morality. 
If  government  is  of  and  for  the  people  it 
should  have  certain  attributes  that  relate 
it  to  the  people.  As  possibly  the  largest 
agency  in  the  creation  of  the  present  in- 
flationary cycle,  through  its  agricultural 
surplus  buying,  its  administrative  wasteful- 
ness, its  astronomic  public  debt,  and  its 
refusal  to  curb  prices  and  wages  for  political 
reasons,  it  has  set  an  example  of  profligate 
waste  and  deficit  spending  that  would  be 
classified  by  any  qualified  psychiatrist  as 
paranoid  in  a citizen-taxpayer.  This  is  the 
example  the  administration  sets  for  its 
electors. 


What  has  “Regulation  W”  to  do  with  the 
medical  profession?  In  the  matter  of  cars 
and  homes  it  affects  the  profession  as  it 
does  every  citizen.  But  there  are  those  who 
fear  that  such  curbs  will  price  a lot  of  low- 
income  people  out  of  the  market  for  houses, 
autos,  and  other  durable  goods.  The  effect 
of  this  might  well  be  mass  unemployment  for 
a while  in  various  manufacturing  industries. 
If  such  mass  unemployment  results  in 
workers  being  thrown  out  of  jobs  to  go  on 
relief  which  is  paid  for  by  Federal,  state,  or 
local  government,  where  would  be  the  net 
gain?  Little  or  none  to  government,  but  a 
sharp  rise  in  relief  cases  requiring  medical 
care  to  be  added  to  already  overtaxed  facili- 
ties in  many  places. 

The  government  hopes  apparently  to  curb 
public  purchasing  power  and  to  encourage 
the  purchase  of  its  bonds  or  to  tax  away 
dollars  not  absorbed  in  the  day-to-day 
buying  of  rapidly  rising  necessities  of  life. 
But  the  bonds  of  a profligate  government 
are  paper  I.O.U.’s  due  in  ten  years — of  con- 
tinuing profligacy  and  deficit  spending? 
There  remains  the  power  to  tax  and  tax— 
those  who  do  not  buy  government  bonds  and 
those  who  do. 

And  still  there  remains  the  inescapable 
fact  that  only  for  so  long  can  you  spend 
more  than  you  make.  That  is  true  for 
the  individual  and  also  for  the  aggre- 
gate of  individuals,  the  government.  It 
can  borrow  on  its  securities  or  apply  the  tax 
lash  which  is  the  next  step  for  a time,  but  the 
end  is  inevitable. 
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Current  Editorial  Comment 


Top  Mystery  of  Science:  Cells.  Writing 
in  Science  News  Letter,  Mr.  Watson  Davis, 
its  editor,  comments:1 

The  primary  mystery  of  the  world  is  still  that 
of  life  and  death.  No  longer  do  any  bold 
scientists  have  confidence  that  what  we  now 
know  about  purely  mechanistic  physics  and 
chemistry,  applied  biology,  will  explain  the 
spark  of  life  and  the  fundamental  difference  be- 
tween the  living  and  the  nonliving. 

Death,  particularly,  is  the  motive  power 
behind  all  religions  and  many  philosophies. 
The  eternal  questions  seem  to  be  what  is  life, 
what  was  the  origin  of  consciousness,  organized 
growth,  and  the  ability  to  reproduce  one’s 
kind  ? What  is  the  future  of  life  as  we  know  it  ? 

At  the  moment  not  very  bright,  we 
opine.  The  seemingly  irrepressible  urge  of 
mankind  to  blow  things  up,  including  him- 
self, darkens  the  future  prospect.  To 
achieve  this  objective  he  seems  to  direct 
most  of  his  forces  of  late,  both  his  consum- 
mate political  ineptitude  and  his  often 
deplorable  inventive  genius.  But  we  di- 
gress. Mr.  Davis  resumes: 

We  are  not  sure  how  life  originated  on  the 
earth.  Did  it  arise  out  of  slimes  of  seas  a 
couple  of  billion  years  ago,  warmed  by  the  sun 
of  early  eons?  Has  it  arisen  more  than  once 
in  the  history  of  the  earth?  Is  there  a chance 
that  in  primitive  form  life  comes  into  being  in 
our  own  time? 

The  viruses  consisting  of  complex  and  rela- 
tively gigantic  protein  molecules  have  some  of 
the  attributes  of  living  matter.  They  repro- 
duce themselves  and  yet  they  are  not,  presum- 
ably, alive. 

Biologists  have  explored  into  living  cells  and 
tried  to  put  the  searching  fingers  of  their  intel- 
lects upon  the  vital  substances.  Within  this 
spherical  body  there  are  chromosomes,  units 
that  carry  on  the  heredity  of  life.  Within  the 
chromosomes  there  are  genes  which  determine 
the  shape  and  whole  structure  of  the  living 
thing  starting  its  marvelous  new  life. 

And  all  of  these  persistent  and  highly  specific 
parts  of  the  cell  are  made  up  of  atoms  and 
molecules,  the  same  kind  of  atoms  and  mole- 
cules that  compose  the  nonliving  rocks  and 
walls  and  other  things  of  everyday  life. 

There  is  one  significant  difference  between 
the  composition  of  the  living  and  the  nonliving. 


1 58:  178  (Sept.  16)  1950 


that  is,  in  the  way  in  which  the  atoms  and  the 
molecules  they  form  are  arranged.  Dr.  Erwin 
Schroedinger,  Nobelist,  among  the  many  who 
have  pondered  this  mystery  of  life,  believes  the 
secret  lies  in  the  atomic  arrangement  and  the 
structure  of  the  fundamental  elements. 

Somewhat  as  there  seem  to  be  two  physical 
laws,  one  governing  what  happens  within  the 
nucelus  of  the  atom,  and  the  other  governing 
everything  else  in  the  universe,  so  the  living 
organism  seems  to  have  a different  sort  of 
thermodynamics  than  inorganic  matter  which 
allows  it  to  concentrate  and  build  in  an  orderly 
manner  instead  of  dissipating  chaotically. 

Thus  by  a seeming  difference  in  thermo- 
dynamics we  arrive  at  the  living  organism 
and  eventually  the  human  being,  instead  of 
a mud  puddle,  for  example.  If  true,  Mr. 
Isaac  Newton  has  much  to  answer  for,  in  our 
view.  But  wait;  let  Mr.  Davis  finish, 
please : 

A half  century  ago  there  was  high  confidence 
in  some  quarters  that  the  physical  scientist 
could,  by  extending  his  laws,  explain  life.  To- 
day the  problem  is  not  so  simple. 

For  the  future: 

A.  All  the  basic  research  upon  chemicals, 
living  organisms,  disease,  and  everything  else 
within  the  realm  of  scientific  investigation,  in- 
cluding the  development  of  mathematics,  will 
be  used  for  hints  that  may  be  useful  in  solving 
this  mystery  of  life. 

B.  In  the  studies  upon  the  viruses  and  re- 
lated protein  complexes,  there  may  come  an 
opportunity  with  more  progress  and  knowledge 
to  aspire  again  to  attempt  the  creation  of  living 
from  nonliving  matter. 

C.  Even  the  millions  upon  millions  of 
galaxies  of  stars,  remote  as  they  are  from  the 
minute  vigor  of  an  embryo,  may  give  their 
hints  upon  understanding  the  nature  and 
meaning  of  life. 

If  man,  noblest  of  God’s  tail-less  crea 
tures,  will  quit  playing  with  explosives, 
fumbling  with  politics,  and  get  down  to 
work,  much  might  be  accomplished. 


When  minds  are  irritable,  a little  matter  will 
occasion  much  dissension.  A spark  no  bigger 
than  a pin’s  head  will  blow  up  a magazine  of 
gunpowder . 
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Fraudulent  Doctors.  The  Westchester 
County  Medical  Bulletin  comments  under 
this  caption  on  the  fact  that  recent  ex- 
posure of  an  uneducated  and  untrained 
man,  fraudulently  employed  in  a local 
hospital  as  a “resident,”  produced  much 
newspaper  notice  and  community  discus- 
sion.1 The  interest  seemed  to  be  directed 
largely  to  the  man’s  ability  to  have  posed 
as  a graduate  physician,  to  have  secured 
house  staff  appointments  in  a number  of 
different  hospitals  in  the  East,  and  to  have 
gotten  by  without  even  a high-school 
diploma  to  his  credit.  Evidently  his  edu- 
cational shortcomings  were  for  a time  off- 
set by  a remarkable  ability  to  have  ab- 
sorbed medical  terminology  by  reading  and 
a brazen  front  which  would  have  done 
credit  to  the  sharpest  “con”  man. 

It  is  perhaps  not  well  enough  understood 
by  the  public  that  the  power  of  licensure  of 
graduates  in  medicine  lies  in  the  State  of 
New  York.  Graduates  of  medical  schools 
wherever  located,  upon  presentation  of 
proper  qualifying  credentials,  are  admitted 
to  examination  by  the  Regents.  A license 
to  practice  medicine  and  surgery  in  the 
State  of  New  York  is  issued  if  the  exami- 
nation is  successfully  passed,  and  this  li- 
cense must  be  registered  in  the  county 
clerk’s  office  in  that  county  in  which  the 
doctor  intends  to  practice.  In-hospital 
or  intern  training  is,  however,  done  in  most 
instances  before  licensure  examinations 
are  taken.  Intern  credentials  in  this  case 
are  carefully  checked  by  the  hospitals  them- 
selves. 

The  Bulletin  remarks : 

It  seems  to  us  that  there  are  some  lessons 
to  be  learned  from  this  episode.  The  press  re- 
ported that  the  man’s  first  offense  occurred  in 
a hospital  in  Connecticut.  For  this  he  was  not 
prosecuted  on  his  promise  not  to  repeat  the 
offense.  Thereupon  he  went  to  a hospital  in 
New  York  and  repeated  his  “act,”  then  to 
New  Jersey  and  finally  back  to  New  York  and 
Westchester  where  he  was  apprehended  and 
sentenced. 

We  have  seen  no  adequate  explanation  of 
why  he  was  not  dealt  more  severe  punishment 
in  Connecticut.  We  also  wonder  why  state 
boards  of  medical  examiners  in  one  state,  upon 
encountering  such  a case,  do  not  report  to  all 
other  licensing  boards  the  occurrence  and 
identity  of  the  individual.  Descriptions  and 
fingerprints  of  the  individual  could  well  be 
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circulated  among  state  licensing  bodies.  Even 
though  interns  serving  in  hospitals  in  most 
states  are  not  required  to  be  licensed  for  their 
internships,  the  reporting  of  all  house  officers 
in  hospitals  in  a given  state,  with  or  without 
licensure,  by  name,  school,  and  essential 
physical  characteristics,  would  serve  as  a 
check  list  against  which  to  match  the  few  im- 
postors reported  through  State  Boards  on  a 
nation-wide  basis. 

Further,  the  recent  episode  again  empha- 
sizes the  fact  that  hospitals  cannot  be  too  care- 
ful in  checking  credentials  of  house  staff  appli- 
cants. That  is  relatively  easy  on  American 
and  Canadian  medical  school  graduates  and 
should  always  be  done.  For  foreign  school 
graduates,  and  particularly  those  from  Euro- 
pean continental  schools,  it  is  time  consuming 
and  in  some  instances  probably  impossible. 
No  matter  how  serious  the  intern  shortage, 
hospitals  and  medical  staff  intern  selection 
committees  must  constantly  remember  that 
photostatic  copies  or  certified  “true  copies” 
of  credentials  carried  by  the  individuals  may 
be  reproductions  of  forged  documents.  In 
protection  of  hospital  and  public  alike  it  is 
better  to  err  on  the  safe  side,  even  though  bona 
fide  graduates  of  foreign  schools  may  be  fur- 
ther handicapped  in  securing  their  orientation 
into  American  medicine. 

We  believe  that  better  coordination  of 
the  information  available  to  the  several 
state  boards  of  medical  examiners  would 
be  of  great  assistance  in  preventing  future 
frauds  of  this  kind,  as  has  been  suggested. 
Could  not  such  action  in  the  public  interest 
be  initiated  by  the  Medical  Society  of  the 
State  of  New  York? 


Knowledge  is  proud  that  he  has  learned  so 
much:  wisdom  is  humble  that  he  knows  no 
more. — Cowper 


To  Restore  Chapel.  We  desire  to  call 
attention  to  a letter  in  our  Correspondence 
Column  relative  to  an  interesting  project 
for  the  restoration  of  a building  which  was 
a part  of  one  of  the  early  medical  colleges 
organized  in  the  western  portions  of  the 
State.  This  project  merits  the  support  of 
our  members  interested  in  preserving 
mementos  of  medical  education. 
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Dram-cillin 

with 


Triple  Sulfonamides 


. . . provides  an  additive  antibacterial  effect 

More  rapid  and  effective  control  of  certain  bacterial  infections  offered  by 
combined  use  of  antibiotic  and  chemotherapeutic  agents.  (Vollmer,  H., 
Pomerance,  H.  H.  and  Brandt,  I.  K. : New  York  State  J.  Med.  50: 2293, 

1950.) 

. . . against  a wide  range  of  organisms 

Both  gram-positive  and  gram-negative  pathogens,  including  majority 
of  coccal  and  many  bacillary  types,  are  affected  by  penicillin  plus  sulfonamide. 
(Kolmer,  J.  A.:  Amer.  J.  Med.  Sc.  275:136,  1948.) 

. . . in  adequate  dosage 

Each  teaspoonful  (5  cc.)  contains  100,000  units  of  penicillin  G potassium 
and  0.5  Gm.  of  triple  sulfonamide  mixture  (equal  parts  of  sulfadiazine, 
sulfamerazine  and  sulfacetimide). 

. ..pleasant,  orally  administered  form 

Oral  penicillin  as  effective  as  parenteral  in  adequate  dosage,  less  likely  to 
produce  reactions.  (Keefer,  C.  S. : Amer.  J.  Med.  7:216,  1949.) 

. . . and  with  extremely  low  toxicity 

Combined  sulfonamides  permit  smaller,  safer  dosage  of  each,  thus  minimizing 
undesired  hazard  of  renal  blockage  due  to  crystalluria.  (Kolmer,  J.  A. : 

Texas  State  M.  J.  44:81,  1948.) 
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“...the  only  drug  we  have  seen 

that  allays  anxiety  without 


clouding  consciousness  ’ 

J.A.M.A.  1 40:872  (June  23)  1849 


Tolserol 


(Squibb  Mephenesin) 


Tolserol  (Squibb  Mephenesin) 

• to  alleviate  pronounced  anxiety  and  tension 

• as  an  adjunct  in  the  treatment  of  chronic  alcoholics 

DOSAGE 

In  anxiety  tension  states: 

As  little  as  0.5  Gm.,  given  orally  every  few  hours,  has  pro- 
duced a good  response.  However,  for  optimum  effect,  0.75 
Gm.  or  more  is  given  several  times  a day. 


As  an  adjunct  in  the  treatment 
of  chronic  alcoholics: 

As  much  as  3 Gm.  orally  every  four  hours  has  been  found 
useful  in  the  acute  stage.  This  dosage  is  reduced  when  the 
patient  becomes  more  manageable.  (If  Tolserol  is  given  too 
soon  after  the  patient  drank  alcohol,  the  toxic  effect  of  the 
alcohol  may  be  potentiated.  For  this  reason,  Tolserol  should 
not  be  administered  until  six  hours  have  elapsed  since  the 
patient  drank  alcohol.) 

Tablets,  0.5  Gm.,  0.25  Gm.;  Capsules,  0.25  Gm.; 

Elixir,  o.i  Gm.  per  cc.;  Solution,  2%  (intravenous). 
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Scientific  Articles 


HYALURONIDASE  IN  PEDIATRICS* * 


Joseph  Schwartzman,  M.D.,  Brooklyn,  New  York 


{From  the  Department  of  Pediatrics,  New  York  Medical  College,  Flower  and  Fifth  Avenue  and 

Metropolitan  Hospitals) 


MEDICAL  progress  has  been  on  the  march 
for  many  years  but  has  been  most  amazing 
within  the  past  half  century.  During  this 
period,  many  helpful  medicaments  have  been 
added  to  the  physician’s  armamentarium.  Hya- 
luronidase  falls  into  this  category. 

In  1929,  hyaluronidase  was  described  by  two 
independent  investigators  as  a diffusing  factor.1-2 
By  1940  it  had  been  further  classified  as  a muco- 
lytic enzyme  with  the  ability  to  depolymerize 
hyaluronic  acid.3-6  Hyaluronic  acid  is  a gel 
which  is  found  in  the  ground  substance  of  con- 
nective tissue.  It  is  a mucopolysaccharide  acid 
which  binds  fluid  in  the  interstitial  spaces,  pre- 
vents its  diffusion  by  keeping  the  cells  together 
in  a viscous-like  matrix,  and  aids  in  the  regulation 
of  the  exchange  of  metabolites  and  water.  It 
forms  an  integral  part  of  the  basement  mem- 
brane of  such  organs  as  the  kidney  and  thyroid.7 
It  is  a constituent  of  synovial  fluid,  vitreous  body, 
umbilical  cord,  pericapillary  sheath,  ovarian 
follicular  fluid,  nucleus  pulposus,  papillary  layer 
of  the  skin,  perilobular  stroma  of  the  breast, 
stroma  of  the  mucous  membrane  of  the  nasal 
cavity  and  trachea,  and  in  a number  of  mesen- 
chymal tumors  of  both  humans  and  animals.7-9 
It  is  also  present  in  tendons,  striated  muscle,  in- 
testinal walls,  uterus,  and  a host  of  other  tissues, 
organs,  and  bacteria.10 

Hyaluronidase  counteracts  hyaluronic  acid 
by  reducing  its  viscosity  and  thereby  tempo- 
rarily facilitating  the  dispersion  of  fluid,  electro- 
lytes, and  metabolites.  It  has  been  obtained 
from  numerous  sources  such  as  (1)  bacteria 
which  include  streptococci,  staphylococci,  pneu- 
mococci, and  Clostridium  welchii;  (2)  leech  ex- 
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* Hyaluronidase  (Alidase)  was  supplied  through  the  cour- 
tesy of  Dr.  Irwin  C.  Winter,  director  of  Clinical  Research, 
G.  D.  Searle  and  Company,  Chicago,  Illinois. 


tracts;  (3)  bee,  snake,  and  spider  venoms;  (4) 
spermatozoa,  and  (5)  mammalian  testes.7  The 
content  of  hyaluronidase  from  any  source  can  be 
determined  by  any  of  the  following  proce- 
dures :7, 11,12 

1.  Viscosity  measures  its  ability  to  decrease 
the  viscosity  of  products  containing  hyaluronic 
acid.  One  unit  is  the  amount  necessary  to  re- 
duce the  viscosity  to  one  half  within  thirty 
minutes. 

2.  Turbidimetry  measures  the  ability  to  re- 
duce the  turbidity  of  a solution  containing  hya- 
luronic acid.  One  turbidity  unit  is  that  amount 
which  decreases  the  turbidity  caused  by  0.2  mg. 
of  hyaluronic  acid  in  horse  serum  to  that  caused 
by  0.1  mg.  of  hyaluronic  acid  without  hyaluroni- 
dase. This  method  is  based  on  the  fact  that  in 
the  presence  of  hyaluronic  acid  at  pH  4.2,  dilute 
serum  will  form  a colloidal  suspension,  whereas 
the  solution  remains  clear. 

3.  Mucin  clot  prevention  is  the  measurement 
of  its  ability  to  prevent  the  formation  of  a fibrous 
mucin  clot  which  results  from  the  action  of  a 
substrate  protein  upon  the  addition  of  acetic 
acid.  When  hyaluronidase  is  added,  the  amount 
of  the  clot  is  decreased,  and  the  precipitate  at 
first  becomes  flocculent  and  finally  the  solution 
becomes  clear. 

4.  Diffusing  activity  in  the  skin  measures  its 
ability  to  diffuse  India  ink  such  as  blue  dye  T- 
1824.  Guinea  pigs  are  used  for  the  test  and  the 
minimum  diffusion  dose  which  will  produce  a 
20  per  cent  increase  of  the  mean  area  over  the 
mean  area  of  the  control. 

5.  Weight  in  micrograms. 

6.  Therapeutic  efficiency  measures  that 
amount  of  hyaluronidase  in  a given  product, 
which,  when  utilized  in  hypodermoclysis  with  a 
fixed  amount  of  a given  solution,  gives  the  most 
reliable  and  constant  optimum  absorption  time. 

Its  status  in  relation  to  infection  and  infertility 
resulting  from  a low  hyaluronidase  content  of 
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the  semen  has  been  described  and  is  still  under 
investigation.3’ 13-18  Recently  its  physiologic 
and  chemical  characteristics  were  thoroughly 
reviewed,  and  numerous  investigators  have  cor- 
roborated the  enzyme’s  ability  to  enhance  the 
absorption  of  fluids.7’11’16,17-19  There  was  agree- 
ment on  the  absence  of  any  thermal  reaction  or 
dispersion  of  pre-existing  infection.17-20  It  has 
no  effect  on  the  spread  of  localized  infection,  pro- 
vided it  is  not  injected  into  the  infected  area.18 
It  can  penetrate  a fibrin  barrier  only  if  it  is 
introduced  directly  into  it,  but  otherwise  it  fol- 
lows the  path  of  least  resistance  and  diffuses 
around  it.  Since  fibrin  walls  off  local  infections, 
hyaluronidase  injected  at  another  site  will  not 
affect  its  spread.  It  also  did  not  appear  to  have 
any  deleterious  effect  on  infections  of  bacterial  or 
viral  origin  in  experiments  carried  out  on  mice,  nor 
did  it  accelerate  paralysis  nor  increase  mortality 
in  mouse  encephalitis.21  On  the  other  hand,  it 
has  been  reported  as  having  a protective  effect 
by  decapsulating  invasive  organisms.22  In  sev- 
eral of  these  reports  there  were  no  detectable  ef- 
fects on  temperature,  pulse,  blood  pressure,  and 
blood  count. 17,18,23  In  a later  review  neither 
could  any  adverse  effects  be  found  in  a study  on 
urines  and  phenolsulfonphthalein  tests.19 

In  1948  it  was  shown  in  a study  of  six  individ- 
uals that  no  abnormalities  were  observed  in  the 
kidney,  liver,  or  blood.11  Later,  twelve  and  a 
half  times  the  previous  dosage  was  adminis- 
tered to  two  children,  and  again  the  previous  ob- 
servations were  duplicated.24  These  results  are 
in  agreement  with  the  views  recently  expressed 
regarding  its  low  toxicity.23,28 

Sensitivity  tests  were  performed  on  2,021 
individuals,  of  whom  205  were  adults  and  1,816 
children.24  There  was  a total  of  22  positives 
(1.08  per  cent).  However,  several  products 
were  used,  and  the  earliest  one  gave  a 9.3  per 
cent  which  subsequently  dropped  to  1.6  per  cent, 
and  with  the  latest  product  it  is  down  to  0.08  per 
cent.  However,  in  tabulating  all  the  tests  done, 
the  sensitivity  is  approximately  1 per  cent. 

Conjunctival  tests  were  attempted  but  were 
negative  even  in  the  positive  skin  test  cases,  and, 
therefore,  this  procedure  was  discarded  in  favor 
of  the  former.26 

In  order  to  use  hyaluronidase  clinically,  it  was 
necessary  to  determine  the  most  effective  dosage. 
As  previously  reported,  various  strengths  of 
hyaluronidase  were  used  to  determine  the  rate 
of  absorption  of  150  cc.  of  5 per  cent  glucose  in 
saline  under  similar  circumstances.24  It  was 
noted  that  up  to  500  viscosity  units  an  increase  in 
dosage  was  followed  by  a perceptible  increase  in 
the  speed  of  absorption,  but  beyond  that  amount 
there  was  no  proportional  increase  in  the  fluid 
absorption  time  as  compared  to  the  multiple  of 


increase.  Therefore,  it  was  decided  that  500  vis- 
cosity units  was  the  best  therapeutic  dose. 

Studies  were  also  made,  utilizing  a fixed  dose  of 
hyaluronidase  and  varying  the  solutions.  It  was 
effective  in  every  case,  but  when  hypertonic  solu- 
tions were  used,  the  multiple  increase  in  absorp- 
tion was  not  as  much  as  with  isotonic  solutions. 
However,  the  degree  and  duration  of  the  pain  was 
much  less  when  hyaluronidase  was  utilized,  re- 
gardless of  the  solution.11 

It  has  also  been  shown  that  hyaluronidase 
was  just  as  effective  when  used  in  patients  with 
increased  temperatures,  allergies,  and  rheumatic 
fever.11  This  is  unlike  the  effect  noted  with  the 
McClure-Aldrich  saline  test  where  absorption  is 
speeded  up  in  infectious  diseases.27  This  leads 
to  the  assumption  that  there  is  probably  an  in- 
crease in  hyaluronidase  formation  by  bacteria 
during  illnesses  or  perhaps  a decrease  in  hyalu- 
ronic acid  formation  in  the  tissues,  which  in- 
creases the  absorption  of  saline. 

Since  its  onset,  clyses  with  hyaluronidase  at  our 
hospital  have  been  used  in  over  200  cases.  It  is 
now  being  used  routinely  in  all  hypodermoclyses. 
The  procedure  that  has  been  found  to  give  the 
best  results  is  as  follows:  Having  found  the  pa- 
tient nonsensitive  to  a skin  test,  ordinary  gauge 
hypodermic  needles  are  inserted  into  the  sites 
selected  (usually  the  outer  aspect  of  the  thighs, 
the  interscapular  regions,  or  the  anterior  ab- 
dominal wall,  with  each  needle  being  directed 
laterally  on  each  side  and  about  1 inch  from  the 
umbilicus).25  The  clysis  is  started,  and  5 to  10 
cc.  of  the  fluid  are  permitted  to  flow  through  each 
side.  Then  500  viscosity  units  (which  have  been 
dissolved  in  1 cc.  of  sterile,  distilled  water  to 
make  an  isotonic  solution)  are  injected  into  the 
lumen  of  the  rubber  tubing  about  1 inch  from  its 
junction  with  the  needle.  Following  this,  the 
clysis  is  permitted  to  run  freely  at  the  rate  de- 
sired— usually  administering  150  to  200  cc.  per 
Kg.  of  body  weight  per  twenty-four  hours.  In 
pressure  clysis  of  small  amounts  of  fluids  or  drugs, 
the  enzyme  can  be  added  to  the  solution  and  ad- 
ministered. Once  the  hyaluronidase  is  injected, 
the  same  area  could  be  used  effectively  for  about 
three  days;  after  that,  its  effect  diminished 
rapidly.26  However,  it  worked  best  with  the 
first  clysis  that  was  given,  with  a diminishing 
effect  as  others  followed.  This  is  explained  by 
the  fact  that  the  natural  hyaluronic  acid  barrier 
is  partially  restored  in  twenty-four  hours  and  al- 
most completely  restored  in  forty-eight  hours.28 
In  general,  with  this  technic,  250  to  300  cc.  of 
electrolyte  solution  could  be  given  rapidly  within 
eight}’  minutes,  and  then  other  clyses  could  be 
given  in  the  same  area  in  fairly  rapid  sequence 
without  loss  of  time.  When  hyaluronidase  was 
not  utilized,  the  time  required  for  administering 
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the  fluids  varied  from  one  hundred  fifty  to  one 
hundred  eighty  minutes,  and  the  absorption  was 
so  slow  that  the  area  could  not  be  used  for  eight 
hours  or  longer.  Recently  this  was  corroborated 
when  it  was  shown  that  in  a comparison  of  ab- 
sorption of  equal  amounts  of  a similar  fluid,  the 
control  solution  had  to  be  stopped  about  four 
times  because  of  swelling,  pain,  or  induration, 
while  this  was  obviated  on  the  hyaluronidase 
side.19 

Each  viscosity  unit  could  take  care  of  2 to  10 
cc.  of  solution.  The  same  area  could  be  used  for 
several  days  and  in  one  case  was  utilized  for  eight 
consecutive  days.  However,  it  will  rarely  be 
necessary  to  continue  for  that  length  of  time. 
The  needles  were  kept  in  one  position  from  one 
to  five  days,  but  the  tissue  became  inflamed 
around  the  insertion  site  of  the  needle  after 
forty-eight  hours.  Therefore,  it  was  considered 
wisest  to  recommend  changing  the  needle  site 
every  third  day. 

Hyaluronidase  was  also  effective  in  facilitating 
the  absorption  of  plasma  which  was  given  sub- 
cutaneously in  seven  cases.25,26  It  was  more 
effective  when  the  plasma  was  diluted  with 
saline  in  a ratio  of  1:1.  This  fact  is  important 
since  it  has  been  reported  that  plasma  given  sub- 
cutaneously is  as  efficacious  as  intravenous  ad- 
ministration for  the  restoration  of  tissue  proteins 
and  that  plasma  proteins  pass  readily  into  the 
blood  by  either  route.29 

Whole  blood  was  given  subcutaneously  to  six 
children,  both  with  and  without  saline.24  It  only 
raised  the  hemoglobin  slightly  in  four  of  the 
cases.  The  best  results  were  with  undiluted 
blood,  probably  because  it  did  not  increase  the 
volume  nor  dilute  the  circulating  blood  as  much. 
It  was  ineffective  in  cases  where  the  bone  mar- 
row had  been  suppressed  for  any  length  of  time. 
Judging  from  the  experiences  to  date,  it  could  not 
be  recommended  as  a suitable  means  for  obtain- 
ing rapid  or  marked  blood  value  increases.  How- 
ever, whenever  blood  is  being  given  intramuscu- 
larly or  subcutaneously  for  any  reason  whatso- 
ever, its  absorption  should  be  facilitated  with 
hyaluronidase. 

Hyaluronidase  was  temporarily  ineffective  in 
two  cases  of  diarrhea  in  which  the  fluids  entered 
the  tissues  with  increased  speed  but  absorption 
into  the  blood  stream  was  delayed.  Both  re- 
vealed marked  depletion  of  total  proteins  (3.8 
per  cent  and  4.7  per  cent).  In  one  case  blood  was 
administered  intravenously  and  in  the  other, 
plasma.  As  soon  as  the  total  protein  reached 
5.5  per  cent,  absorption  was  resumed.  Thus, 
marked  alterations  in  the  intracellular  as  well 
as  intercellular  chemistry  could  hinder  the  ab- 
sorptive action  of  hyaluronidase. 

Previously  it  was  reported  that  hyaluronidase 


was  used  intraventricularly  in  two  cases  of  hydro- 
cephalus.26 The  skull  circumferences  appeared 
stationary  during  these  periods,  but  no  definite 
conclusions  were  warranted  because  of  the 
limited  number  of  patients. 

It  was  also  administered  to  two  nephritics 
in  the  nephrotic  phase,  and  it  was  noted  that 
the  absorption  time  was  longer  than  in  normal 
cases  and  there  was  a drop  in  the  total  protein 
and  free  cholesterol.24  On  the  other  hand,  in  two 
normal  children  receiving  the  same  dose,  the 
total  protein  and  free  cholesterol  were  slightly  in- 
creased. The  significance  of  these  results  cannot 
be  estimated  until  a larger  series  is  studied. 

Hyaluronidase  has  also  been  found  of  value  for 
local  anesthesia  in  surgery  by  increasing  the 
area  of  anesthesia  by  40  per  cent.  In  a previous 
paper  this  was  verified  by  using  hyaluronidase 
in  conjunction  with  2 per  cent  procaine  solution 
and  saline;  the  area  of  anesthesia  was  increased 
by  33  per  cent,  but  its  duration  was  decreased  by 
16  per  cent.  It  has  also  been  useful  in  infiltrative 
anesthesia  for  ankle  sprains,  myositis,  subdeltoid 
bursitis,  and  dental  surgery  where  the  anesthesia 
was  more  complete  and  distributed  over  a larger 
area.30  Favorable  comment  has  also  been  of- 
fered upon  its  use  in  intramuscular  dye  injections 
for  pyelography  for  infants  and  children.19,31 
Moreover,  increased  penetration  through  the 
mucous  membrane  was  reported  when  it  was 
combined  with  penicillin  prior  to  its  instillation 
into  the  paranasal  sinuses.32 

On  the  other  hand,  attempts  to  dissolve  urinary 
calculi  were  unsuccessful.33 

At  the  hospital  studies  were  carried  on  relative 
to  its  effect  on  cerumen  which  was  removed  from 
the  ears  of  patients.24  The  wax  was  placed  in 
test  tubes  and  covered  with  the  routine  hyalu- 
ronidase solution.  Within  ten  to  fifteen  minutes 
disintegration  was  observed.  However,  attempts 
to  duplicate  this  phenomenon  upon  cerumen  in 
the  external  auditory  canal  of  seven  cases  did  not 
give  impressive  results,  although  apparently 
giving  better  results  on  the  hyaluronidase  side 
than  on  the  control  side.  In  view  of  the  small 
series  of  cases  and  because  of  many  variables  as  to 
amount,  type,  and  position  of  the  cerumen,  no 
conclusive  opinion  can  be  offered  at  this  time. 

Efforts  were  also  made  to  utilize  hyaluronidase 
for  dissolving  nasal  mucus,  but  this  was  not  at- 
tended with  any  success  nor  with  any  aggravation 
of  the  condition.24  However,  experiments  are 
being  carried  out  in  which  some  investigators  feel 
that  hyaluronidase  plays  a part  in  the  increase  of 
virus  infections  during  the  winter  in  that  the 
hyaluronidase  produced  by  the  bacteria  present 
in  the  mucus  allows  the  virus  to  penetrate  through 
the  mucous  membranes.34  They  believe  that 
cold  produces  an  increase  in  the  diffusion  power 
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of  hyaluronidase  by  decreasing  the  antihyaluroni- 
dase  substances  in  the  tissue  and  serum. 

In  the  same  vein,  hyaluronidase  has  been  tried 
in  two  cases  of  acute  infectious  laryngotracheo- 
bronchitis  in  an  attempt  to  break  down  the  vis- 
cous material,  but  it  was  not  effective.  However, 
some  physicians  have  felt  that  they  observed 
beneficial  results  when  it  was  used  in  an  aerosol 
form  in  combination  with  one  of  the  antibiotics 
or  injected  through  a tracheotomy  opening.35,36 
Since  both  of  our  cases  in  which  no  results  were 
detected  were  in  extremis,  it  would  be  worth 
while  to  test  this  further,  for  it  might  prove  to  be 
a lifesaving  measure  for  a very  serious  type  of  in- 
fection. 

Reasons  for  failure  of  action  of  hyaluronidase 
may  be  attributed  to  any  of  the  following  factors : 

1.  Marked  physiochemical  alterations  within 
the  body,  as,  for  example,  when  the  total  proteins 
were  below  5.5  per  cent. 

2.  Ineffective  or  inactive  enzyme,  as  could 
occur  with  deterioration  of  the  product  when  re- 
maining in  solution  for  more  than  one  to  fourteen 
days. 

3.  Absence  of  hyaluronic  acid  and,  therefore, 
no  effect  with  the  enzyme. 

4.  When  inhibitors  to  hyaluronidase  are  pres- 
ent in  large  enough  quantity  to  counteract  it. 

Inhibitors  to  hyaluronidase  have  been  found  in 
human  plasma,  and  substances  such  as  heparin, 
chondroitin  sulfate,  borate,  and  salicylates  pro- 
mote the  action  of  serum  on  hyaluronidase.7, 37-41 
It  has  been  claimed  that  all  inhibitors  are  or  con- 
tain polysaccharide.7  However,  rutin,  a flavonal 
glucoside  which  regulates  capillary  permeability, 
has  also  been  found  to  inhibit  the  action  of  hyalu- 
ronidase, and  it  has  been  claimed  that  normally  it 
is  in  balance  with  hyaluronidase  preventing  its 
overfunctioning. 42-44 

In  addition,  physical  factors  may  affect  the  ac- 
tion of  hyaluronidase,  with  heat  delaying  and  cold 
increasing  its  influence  on  fluid  absorption. 

In  view  of  the  theory  that  the  mechanism  of 
salicylate  action  in  rheumatic  fever  is  by  con- 
trolling or  antagonizing  hyaluronidase,  several 
patients  were  given  salicylates,  and  their  levels 
were  taken  simultaneously  with  the  determina- 
tion of  the  rate  of  absorption  of  hyaluronidase 
solution.24  Although  there  were  a few  incon- 
sistencies, in  the  main,  the  hyaluronidase  absorp- 
tion time  increased  directly  with  the  rise  in  the 


salicylate  level.  When  no  salicylate  blood  level 
was  detected,  the  absorption  time  never  ex- 
ceeded four  and  one-half  minutes,  while  in  the 
presence  of  salicylates  the  time  exceeded  five 
minutes  on  one  or  more  occasions.  From  these 
results,  it  is  surmised  that  salicylates  have  some 
antihyaluronidase  effect,  and  when  such  activity 
is  slight,  they  should  be  used. 

Material 

In  view  of  this  assumption,  it  was  decided  to 
determine  the  effect  of  an  intravenous  dose  of  500 
viscosity  units  of  hyaluronidase  on  the  salicylate 
level.  This  was  administered  to  Cases  1 and  2 
and  these  levels  were  compared  to  those  of  three 
controls,  Cases  3,  4,  and  5,  as  illustrated  in  Table 
I. 

In  the  control  cases  the  salicylate  levels  were 
increasing  at  the  third  and  fourth  hours,  wThile  in 
the  hyaluronidase  cases  the  tendency  was  to- 
wards a lower  level.  However,  these  results  also 
will  have  to  be  confirmed  by  a larger  series  before 
they  can  be  acceptable. 

Complications  that  may  be  associated  with  the 
administration  of  hyaluronidase  are  as  follows: 

Sensitizations 

1.  Pseudoreactions  may  occur  within  a few 
minutes  or  be  delayed  for  several  hours.  They 
are  characterized  by  erythematous  areas  of  vari- 
ous sizes,  which  may  or  may  not  be  painful,  per- 
sist for  a variable  period  of  time  (anywhere  from 
twenty  minutes  to  several  hours),  and  are  prob- 
ably due  to  some  impurity  in  the  product. 

2.  True  sensitizations  are  characterized  by  a 
typical  urticarial  lesion.  In  such  patients  other 
methods  can  be  used,  such  as  infusions  or  intra- 
peritoneals.  However,  if  this  were  the  only 
method  available,  it  might  be  attempted  in  con- 
junction with  antihistaminics. 

Failure  of  Absorption 

1.  Marked  disturbances  in  body  chemistry 
such  as  was  previously  mentioned  in  the  two  in- 
fants with  very  low  total  proteins. 

2.  Improper  insertion  of  the  needle  or  any 
manipulation  of  it  which  permits  it  to  get  between 
the  fascial  layers.  Under  such  circumstances,  the 
fluid  flows  along  the  planes  of  the  fascia  and  may 
reach  as  high  as  the  apex  of  the  axilla.  Since 
there  is  no  hyaluronidase  in  that  area,  absorption 
will  progress  slowly  as  though  it  had  not  been 


TABLE  I. — Effect  of  Hyaluronidase  on  Blood  Salicylate  Levels  (Salicylate  Levels  Expressed  in  Mg.  Per  Cent) 


Case  Hyaluronidase 

Number  Start  2 Hours  (500  V.U.)  2*/s  Hours  3 Hours  4 Hours 


1 0 14.0  + 13.9  11.8  9.0 

2 0 7.1  + 9.6  8.9 

3 0 12.2  ...  12.7 

4 0 6.6  ..  ...  8.0  6.8 

5 0 10.1  ...  9.2  11.1 
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, used.  In  these  cases,  changing  the  position  of  the 
needle  is  all  that  is  necessary  to  correct  the  dif- 
ficulty. 

! Edema 

1.  General  type  is  due  to  too  rapid  adminis- 
tration of  excessive  quantities  of  fluid  and  thereby 
overloading  the  circulation. 

2.  Scrotal  edema  can  be  caused  by  temporary 
interference  with  the  venous  and  lymphatic  re- 
turn. This  was  mostly  noted  when  clyses  were 

(given  on  the  inner  aspect  of  the  thighs  and  can  be 
avoided  by  administering  the  clysis  on  the  outer 
aspect  of  the  thighs  or  in  the  interscapular  area. 

3.  Association  with  increase  in  capillary  per- 
. meability  has  been  reported  in  experiments  on 
albino  rats  following  the  use  of  very  large  doses  of 
hyaluronidase  intravenously.45  Enough  hyalu- 
ronidase  (2,500  viscosity  reducing  units)  to  over- 
come the  blood  inhibitors  was  given,  and  then  the 
hematocrit  rose,  the  total  proteins  fell,  and  edema 
resulted.  In  our  own  experience  administration 
of  hyaluronidase  intravenously  up  to  2,000  vis- 
cosity units  in  infants  caused  inconsistent  drops 
in  the  total  protein  but  no  evident  edema.46  More- 
over, two  other  investigators  reported  no  effect  on 
capillary  permeability  of  intravenous  hyalu- 
ronidase.47'48 

Possibility  of  Hyaluronidase  Entering  the  Blood 
Stream  Directly  During  the  Performance  of  a 
H ypodermoclysis 

This  need  cause  no  fear,  since  hyaluronidase 
was  injected  intravenously  into  two  patients,  on 
(receiving  50  and  250  viscosity  units  and  another 
100  and  500  viscosity  units  at  three-hour  inter- 
vals, without  any  detectable  harmful  effect. 
(Several  days  later,  the  first  case  was  given  500 
viscosity  units  intravenously  on  two  occasions  at 
ane  week  intervals,  still  without  any  effect.  As 
previously  stated,  doses  up  to  2,000  viscosity 
units  have  been  administered  intravenously  with- 
out any  unusual  effect,  except  for  a slight  tran- 
sient cyanosis  of  the  lips  and  an  occasional  evanes- 
cent erythema  of  the  skin.  Since  it  would  be 
/ery  unusual  to  have  all  the  hyaluronidase  enter- 
ng  the  blood  stream,  it  can  be  assumed  that  were 
bis  phenomenon  to  happen,  it  need  cause  very 
ittle  concern.  Even  in  the  work  on  albino  rats, 
t was  shown  that  only  when  tremendous  doses 
vere  used  were  there  any  changes  detected,  and 
wen  these  results  are  not  in  agreement  with 
>thers.45'47'48 

nfections 

1.  Local  infections  due  to  failure  of  aseptic 
>rocedure.  These  are  treated  as  for  any  infection 
'f  similar  type  anywhere  else. 

2.  Local  irritation  of  tissue  about  the  site  of 
1 he  insertion  of  the  needle,  especially  if  it  was  kept 


at  the  same  site  for  more  than  forty-eight  hours. 
Therefore,  the  needle  site  should  be  altered  at 
least  every  forty-eight  hours  whenever  the  same 
region  is  being  used  for  any  length  of  time. 

3.  Breakdown  of  tissue  due  to  irritation  or 
sensitization  to  the  solution  used  or  because  of  the 
hypertonicity.  This  is  less  likely  to  occur  when 
hyaluronidase  is  used,  because  with  the  increased 
rate  of  absorption  there  is  less  time  for  local  irrita- 
tion, as  was  shown  in  administering  10  per  cent 
calcium  gluconate  and  15  per  cent  parenamine 
solutions  without  any  local  trauma.24  However, 
it  is  advisable  to  use  only  those  solutions  that  are 
known  to  be  noninjurious. 

Advantages  in  the  Use  of  Hyaluronidase 

1.  No  intricate  setup  is  needed. 

2.  No  experienced  personnel  is  needed. 

3.  It  can  be  done  at  home,  in  the  field,  or  in  an 
ambulance,  if  necessary,  being  especially  useful  in 
outlying  districts  and  where  a hospital  is  not 
readily  available. 

4.  It  can  be  started  without  any  delay. 

5.  The  flow  can  be  adjusted  to  suit  the  occa- 
sion. 

0.  The  administration  can  be  discontinued  for 
any  length  of  time  without  any  concern  about 
clots  obstructing  the  needle.  It  can  be  restarted 
at  any  time,  and,  if  necessary,  pressure  may  be 
safely  applied  either  to  the  rubber  tubing  or 
directly  to  the  needle  to  recommence  the  flow. 

7.  There  is  no  danger  of  emboli  since  the  cir- 
culation is  not  directly  involved. 

8.  The  sensitivity  rate  is  very  low  and  toxic- 
ity is  practically  negligible. 

9.  It  is  five  to  fourteen  times  more  effective 
than  ordinary  clysis. 11,17-19 

10.  It  is  much  more  humane  since  it  de- 
creases the  duration  and  intensity  of  pain.11 

11.  It  is  especially  useful  in  cases  in  which 
intravenous  administration  is  impractical,  dif- 
ficult, or  inadvisable  because  of  the  caliber,  posi- 
tion, or  condition  of  the  patient’s  veins,  as  might 
occur  in  infants,  small  children,  patients  threat- 
ened with  or  in  shock,  or  because  of  failure  of  co- 
operation of  the  patient  as  in  insanity  or  convul- 
sive states. 

Summary 

1 . Hyaluronidase  facilitates  fluid  absorption. 

2.  Five  hundred  viscosity  units  is  the  dose  of 
choice. 

3.  Sensitivity  and  toxicity  are  relatively 
low. 

4.  It  has  been  of  value  in  clyses,  in  sterility, 
in  hastening  the  administration  of  drugs  given 
subcutaneously,  in  treatment  of  sinus  conditions 
with  penicillin,  in  intramuscular  pyelography,  and 
in  local  anesthesia  for  surgery. 
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5.  It  lias  been  tried,  but  its  value  has  not 
been  determined  in  hydrocephalus,  in  urinary 
calculi,  in  otitic  cerumen,  and  in  mucus  from  the 
nasal  and  tracheobronchial  tracts. 

6.  It  is  hindered  in  its  action  by  salicylates. 

7.  Four  reasons  for  its  failure  of  action  at 
times  are  offered. 

8.  Five  possible  complications  attending  its 
use  are  given. 

9.  Advantages  for  its  administration  are 
listed. 

Conclusion 

The  use  of  hyaluronidase  does  not  mean  that 
intravenous  therapy  is  unnecessary  or  is  to  be  dis- 
carded. It  never  was  implied  that  it  was  to  be  a re- 
placement for  intravenous,  but  rather  to  be  used  as 
its  best  and  most  efficient  substitute  when  fluids  are 
needed  but  intravenous  is  unnecessary  or  difficult 
to  perform.  Next  to  intravenous,  hyaluronidase 
absorption  is  the  fastest  means  for  administering 
fluids,  and,  therefore,  it  was  felt  that  if  it  were 
used  early  enough,  many  cases  would  never 
reach  the  critical  point  where  intravenous  would 
have  to  be  given.  In  addition,  the  possibilities 
for  its  use  have  opened  up  new  fields  that  should 
be  explored. 

1747  West  2nd  Street 
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Discussion 

Ruel  A.  Benson,  M.D.,  New  York  City. — I am 
very  glad  of  the  opportunity  to  comment  upon  the 
work  that  Dr.  Schwartzman  has  been  doing  with 
hyaluronidase  in  the  field  of  pediatrics.  As  you 
will  all  realize,  after  listening  to  his  interesting  re- 
port, he  has  carried  out  an  extensive,  carefully  con- 
trolled study  and  has  helped  to  develop  a new 
method  of  combating  dehydration  in  infants. 

Dehydration,  over  the  years,  has  become  one  of 
the  major  problems  in  the  care  of  sick  infants.  The 
administration  of  fluids  intravenously  has  been  of 
great  value  and  is  still  the  method  of  choice.  When 
practical,  however,  clysis  continues  to  be  the  best 
method  of  administering  fluids  outside  the  hospital 
or  as  an  emergency  measure  to  get  quick  results. 

Hyaluronidase  in  conjunction  with  clysis  has,  I 
think,  proved  to  be  of  very  great  value.  It  is  not 
intended  nor  is  it  likely  to  take  the  place  of  either 
whole  blood  or  other  fluid  given  intravenously. 
In  skilled  hands  in  the  hospital,  the  vein  will  con- 
tinue to  be  the  most  effective  route  for  fluid  admin- 
istration. Intravenous  therapy,  however,  is  not 
easy,  and  especially  it  is  not  too  practical  in  the 
home  where  many  of  you  will  be  caring  for  sick 
babies.  For  an  infant  dehydrated  from  vomiting 
or  diarrhea,  most  of  you  will  feel  that  it  is  desirable 
to  administer  fluids  at  once  and  then  perhaps,  if 
necessary,  resort  to  intravenous  therapy.  In  other 
words,  for  emergency  treatment,  it  is  desirable  to 
get  fluid  into  the  tissues  at  the  earliest  possible 
moment.  Hyaluronidase  will  greatly  aid  in  accom- 
plishing this  objective. 

Dr.  Schwartzman  has  demonstrated  the  low  in- 
cidence of  allergic  reactions  and  the  absence  of  harm- 
ful effects  resulting  directly  from  the  addition  of 
hyaluronidase  to  the  fluid  in  the  clysis.  The  tech- 
nic is  not  difficult,  and  certainly  the  results  have 
been  gratifying.  In  spite  of  the  apparent  lack  of 
toxicity,  it  is  probably  wise  to  do  skin  tests  where 
possible. 

I am  free  to  admit  that  I am  a little  disappointed 
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that  hyaluronidase  did  not  prove  effective  in  dis- 
solving ear  wax.  Everyone  knows  how  difficult  it 
is  to  get  a satisfactory  look  at  the  ear  drum  of  an 
infant  when  the  external  canal  is  obstructed  by 
wax.  Perhaps  some  of  you  may  be  able  to  explain 
why  it  is  that  hyaluronidase  seems  to  dissolve  ear 
wax  outside  the  human  body,  but  apparently  it  is 
of  no  value  in  the  auditory  canal  itself.  As  hyalu- 
ronidase is  a purely  physiologic  agent,  I feel  that  it 
has  a future  not  only  in  the  field  demonstrated  by 
Dr.  Schwartzman,  but  perhaps  in  many  other 
fields  that  have  not  yet  been  explored. 

Before  closing  I would  like  to  ask  Dr.  Schwartz- 
man whether  he  has  found  any  clinical  contra- 
indications to  the  use  of  hyaluronidase  in  clysis? 

Philip  Cohen,  M.D.,  New  York  City. — By  virtue 
of  its  usefulness  as  an  accelerating  agent  in  the  ab- 
sorption of  fluids  injected  subcutaneously,  its  lack 
of  toxicity,  and  negligible  sensitization,  hyaluroni- 
dase is  a welcome  addition  to  the  pediatric  thera- 
peutic armamentarium.  When  veins  are  lacking  for 
continuous  intravenous  infusions  or  when  there  is 
only  need  for  temporary  parenteral  fluid  replace- 
ment, the  addition  of  hyaluronidase  to  the  hypoder- 
moclysis  so  increases  the  absorption  time  or  the 
amount  absorbed  (fourfold  or  better),  that  it  rivals 
the  intravenous  drip  as  an  adequate  measure  of 
fluid  and  electrolyte  replacement.  The  technical 
simplicity  is  an  added  recommendation  for  hyalu- 
ronidase hypodermoclysis.  Drugs  can  be  similarly 
administered  subcutaneously  with  the  attainment 
of  highly  effective  therapeutic  levels.  Results  in 
overcoming  dehydration  are  equally  gratifying  in 
the  presence  or  absence  of  infection,  upon  which 
there  is  no  deleterious  action. 

Intravenous  urography  in  small  infants  is  often  a 
difficult  if  not  impossible  procedure.  Subcutaneous 
excretory  urography  is  now  the  accepted  method  in 
such  cases.  Hyaluronidase  injected  subcutaneously 
ten  minutes  before  the  introduction  of  the  contrast 
medium  so  hastens  its  absorption  as  to  yield  con- 
sistently satisfactory  visualization  of  the  kidney,  pel- 
ves, ureters,  and  bladder.  This  use  of  hyaluroni- 
dase has  been  invaluable  in  the  study  of  con- 
genital, obstructive  uropathies. 

Hyaluronidase  has  been  used  successfully  as  an 
adjuvant  in  the  treatment  of  infected  cavities  with 
antibiotics.  I have  employed  the  method  in  treat- 
ment of  thoracic  empyema  with  penicillin  solutions 


containing  hyaluronidase.  Suppurative  diseases 
of  the  sinuses  have  been  similarly  treated.  The 
same  principle  may  hold  for  the  treatment  of  any 
infected  cavity  when  mucopurulent  exudation 
interferes  with  the  diffusion  of  an  antibiotic. 

In  laryngotracheobronchitis  when  a thick  exudate 
may  cause  suffocation  by  its  obstructive  action,  the 
invocation  of  hyaluronidase  has  not  been  successful. 
After  tracheotomy,  instillation  of  hyaluronidase  to 
dissolve  the  excessive  secretions  and  exudates  has 
often  lead  to  crusting,  a more  formidable  obstacle 
than  viscid  exudates.  There  is  also  the  possibility 
that  this  drying  process  may  enhance  the  action  and 
absorption  of  viral  agents.  Promising  studies  are 
in  progress  on  the  efficacy  of  hyaluronidase  in  com- 
bination with  antibiotics  in  the  aerosol  treatment  of 
tracheobronchitis  and  pertussis. 

My  personal  interest  in  hyaluronidase  was  re- 
lated to  the  spreading  powers  which  led  to  its  dis- 
covery. This  spreading  factor  is  derived  from 
certain  bacteria  and  infectious  agents.  In  rheumatic 
fever,  which  has  a predilection  for  collagen,  rich  in 
hyaluronic  acid,  the  spread  of  hyaluronidase,  or  its 
inhibition,  might  have  diagnostic  or  prognostic 
implications.  Repeated  observations  of  intradermal 
injections  of  hyaluronidase  in  rheumatic  infections 
were  made.  The  results  were  suggestive,  indicating 
a greater  diffusibility  in  rheumatic  fever,  but  were 
not  unequivocal  and  not  specific.  I was  con- 
vinced, however,  that  hyaluronidase  was  remark- 
ably free  of  allergenic  properties. 

Detailed  and  meticulous  studies,  such  as  Dr. 
Schwartzman’s,  have  materially  aided  in  the  es- 
tablishment of  the  uses  and  limitations  of  hyaluroni- 
dase in  pediatric  practice. 

Dr.  Joseph  Schwartzman  (Closing). — It  has  been 
shown  repeatedly  by  studies  of  Dr.  N.  T.  Harris 
and  others  that  anything  that  will  produce  hyaluroni- 
dase will  produce  antihyaluronidase.  There  are  no 
harmful  factors  demonstrated.  The  clinical  con- 
traindications are  as  follows: 

1.  Never  inject  hyaluronidase  directly  into  an 
area  of  localized  infection. 

2.  If  there  is  a low  total  protein,  it  will  not 
function. 

3.  In  the  case  of  sepsis,  unless  the  condition  is 
well  covered  by  antibiotics,  it  would  be  risky  to  use 
it. 


TERRAMYCIN  REPORTED  EFFECTIVE  AGAINST  TWO  TYPES  OF  PNEUMONIA 


Results  indicate  that  terramycin,  a newer  anti- 
biotic drug  derived  from  a mold,  is  remarkably 
effective  against  both  pneumococcic  and  virus 
pneumonia,  a group  of  New  York  doctors  reported  in 
the  August  12  issue  of  the  Journal  of  the  American 
Medical  Association. 

Terramycin  proved  to  be  valuable  in  treating  18 
patients  with  pneumonia  due  to  pneumococcus 
microbes  and  seven  patients  with  virus  pneumonia, 
as  claimed  by  Drs.  George  W.  Melcher,  Jr.  Count  D. 


Gibson,  Jr.,  Harry  M.  Rose,  and  Yale  Kneeland, 
Jr.,  of  the  Columbia  University  College  of  Physicians 
and  Surgeons  and  Presbyterian  Hospital. 

The  drug  was  administered  by  mouth  in  the  form 
of  tablets  or  capsules.  Vomiting  and  nausea 
occurred  in  some  patients  as  side-effects  of  terra- 
mycin, but  these  symptoms  seemed  less  severe  than 
similar  reactions  observed  in  patients  following 
administration  of  aureomycin,  according  to  the 
doctors. 


Panel  Discussion 


PRESENT  STATUS  OF  THE  SULFONAMIDES  AND 
ANTIBIOTICS  IN  PEDIATRIC  PRACTICE 

Erwin  Neter,  M.D.,  Buffalo,  New  York,  Moderator 


Dr.  Erwin  Neter:  The  last  fifteen  years  have  witnessed  the  greatest  advances  ever  made  in  the 
specific  therapy  of  infectious  diseases.  The  discoveries  of  more  and  more  effective  and  less  and  less 
toxic  sulfonamide  compounds  and  of  antibiotics  of  ever-increasing  antimicrobial  spectra  have  followed 
each  other  at  such  rapid  pace  that  a complete  and  thorough  understanding  of  their  mode  of  action, 
their  range  of  clinical  usefulness,  their  optimal  dosage,  and  their  limitations  has  not  yet  been  attained. 
Indubitably,  the  physician  is  now  able  to  cope  successfully  with  many  of  the  infectious  maladies. 
However,  certain  rather  pertinent  and  fundamental  problems  remain  to  be  elucidated  to  serve  as 
guides  for  clinical  action.  For  example,  clinicians  frequently  use  two  or  more  compounds  concur- 
rently. Experimental  observations  indicate  that  in  some  instances  synergism  of  two  drugs  renders 
such  a combination  more  effective  than  either  one  used  singly.  In  other  instances,  however,  the  con- 
current administration  of  two  antimicrobial  agents  may  produce  less  favorable  results  than  those 
engendered  by  one  compound  alone.  It  also  has  been  shown  experimentally  that  excessive  amounts 
of  antibiotics  may  not  only  be  no  better  than  optimal  doses  but  may  actually  increase  fatality  rates 
(hormesis).  The  question  of  optimal  dosage  and  schedule,  then,  is  of  paramount  importance. 
Another  problem  arises  when  the  use  of  one  particular  agent  indeed  eliminates  the  pathogen  for  which 
it  is  intended  but  also  permits  some  other  micro-organism  of  potential  pathogenicity  to  grow  in  pro- 
fusion. For  these  reasons,  then,  it  is  pertinent  to  pause  at  this  time  and  to  evaluate  the  present 
status  of  these  important  antimicrobial  agents.  We  are  fortunate,  indeed,  to  have  for  this  panel 
discussion  authorities  with  experience  and  knowledge  who  will  present  the  various  aspects  of  sulfon- 
amide and  antibiotic  therapy  in  pediatric  practice. 


THE  PRINCIPLES  OF  SULFONAMIDE  AND  ANTIBIOTIC  THERAPY 

J.  M.  Ruegsegger,  M.D.,  Pearl  River,  New  York 
( From  the  Lederle  Laboratories  Division,  American  Cyanamid  Company) 


FROM  the  standpoint  of  physicians  minister- 
ing to  the  sick  we  have  been  particularly 
fortunate  in  this  country  during  the  past  fifteen 
years  in  having  available  an  array  of  compounds 
for  the  treatment  of  infectious  diseases  which  were 
almost  undreamed  of  a few  years  earlier.  From 


the  standpoint  of  scientists  searching  for  the 
“know-how”  of  plant  and  animal  physiology,  a 
review  of  the  newer  methods  of  therapy  of  in- 
fectious diseases  is  much  less  satisfying.  Since 
the  administration  of  the  first  sulfonamide  in  the 
mid-thirties,  progress  in  the  broad  field  of  chemo- 
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therapy  has  been  so  rapid  we  have  scarcely  been 
able  to  inquire  into  the  mechanism  of  action,  lest 
we  fail  properly  to  understand  how  to  use  a 
newer  and  superior  member  of  this  group  of  com- 
pounds. 

Even  today,  it  is  difficult  to  postulate  principles 
because  our  knowledge  of  mode  of  action  is  so 
limited.  Woods  postulated  in  1940  that  the 
sulfonamides  competed,  by  virtue  of  their 
structural  similarity,  with  p-aminobenzoic  acid, 
an  essential  metabolite  for  many  bacteria.  This 
concept  has  conditioned  our  thinking  in  this  re- 
gard and  has  been  a great  spur  to  researches  along 
lines  of  cellular  enzymes.  Similarly  it  has  been 
shown  that  certain  of  the  antibiotics  interfere 
with  enzyme  systems  of  some  bacteria.  Al- 
though this  thesis  has  certain  notable  exceptions 
and  can  scarcely  be  applied  as  the  explanation 
of  all  successful  chemotherapy,  it  may  serve  a 
useful  purpose  to  retain  that  concept  in  trying 
to  resolve  principles  for  guidance  in  employing 
natural  or  synthetic  chemotherapeutic  agents. 


therapy  would  certainly  be  in  order.  Even  if  a 
specific  therapeutic  agent  were  not  available  for 
one  of  the  infecting  organisms,  the  situation  need 
not  be  considered  hopeless.  Thus,  in  some  mixed 
infections  a condition  of  reciprocal  parasitism 
seems  to  prevail,  and  both  organisms  are  elimi- 
nated when  the  sensitive  one  is  treated  by  means 
of  a suitable  therapeutic  agent. 

Similarly,  combined  therapy  may  be  in  order 
when  the  organism  or  infective  agent  is  poorly 
sensitive,  or  at  most  only  moderately  sensitive 
to  several  antibiotics  or  therapeutic  drugs.  In 
such  cases,  a synergistic  effect  may  be  noted 
when  less  than  optimal  doses  of  two  therapeutic 
agents  are  administered  simultaneously;  this 
principle  has  been  shown  to  be  effective  in  treating 
certain  obstinate  cases  of  subacute  bacterial  endo- 
carditis and  may  conceivably  have  a wider  range 
of  application. 

Administration  of  Therapeutic  Agent 


Sensitivity  of  Infecting  Agent 

For  the  successful  prosecution  of  chemo- 
! therapy,  it  is  of  primary  importance  that  only 
such  chemicals  or  antibiotics  be  employed  to 
i which  the  infecting  agent  is  sensitive.  Such  a 
principle  may  seem  trite,  but  it  deserves  repe- 
tition and  emphasis.  A good  example  is  afforded 
by  the  all-too-frequent  use  of  sulfadiazine  and 
penicillin  as  the  primary  drugs  of  choice  for  the 
treatment  of  influenza  or  atypical  pneumonia. 
It  no  longer  requires  proof  that  neither  sulfa- 
diazine nor  penicillin  has  any  action  on  the  pri- 
mary agents  responsible  for  clinical  influenza 
or  atypical  pneumonia ; by  the  same  token  some 
of  the  newer  antibiotics  are  effective  against  these 
i viruses  or  infective  agents.  While  a bacteri- 
ologic  diagnosis  cannot  be  made  by  examining  the 
stained  smear  of  sputum  or  respiratory  secretions, 
j such  an  examination  coupled  with  a careful  his- 
tory may  enable  the  physician  to  make  a fairly 
accurate  presumptive  diagnosis.  Once  the  etio- 
logic  agent  has  been  identified  or  even  exposed 

Sto  strong  suspicion,  it  is  relatively  easy  to  select 
the  chemical  or  antibiotic  which  is  most  likely  to 
overcome  the  infection. 


Infectious  processes,  due  to  two  or  more  or- 
ganisms of  disparate  sensitivity,  pose  a problem 
which  cannot  be  answered  with  certainty.  Com- 
bined therapy  has  never  been  fully  explored,  but 
it  is  comforting  to  know  that  there  are  very  few 
contraindications  to  such  a trial.  Thus,  if  one 
organism  were  sensitive  to  a sulfonamide  while 
penicillin  exercised  a bactericidal  action  against 
a second  organism  but  not  to  the  first,  combined 


Second,  the  therapeutic  agent  must  be  ad- 
ministered in  such  a manner  that  it  will  come 
into  direct  contact  with  the  infecting  organ- 
isms. Although  this  group  of  compounds  has 
frequently  been  called  “magic  drugs,”  one  can- 
not rely  on  magic  for  their  successful  action.  If 
our  present  concepts  of  mode  of  action  are  cor- 
rect, it  is  quite  apparent  that  the  chemicals  must 
be  administered  in  such  a way  that  they  come 
into  direct  contact  with  the  medium  in  which  the 
enzymatic  processes  of  the  bacteria  take  place. 
Hence,  if  one  were  dealing  with  a superficial  in- 
fection such  as  is  seen  in  an  infected  wound  of 
an  extremity,  topical  therapy  would  seem  to  be 
adequate,  other  factors  being  equal.  Similarly, 
topical  therapy  by  means  of  an  aerosolizing 
agent  might  be  indicated  in  diseases  limited  to 
the  respiratory  mucosa;  I trust  that  one  of  my 
colleagues  might  evaluate  this  method  of  anti- 
biotic therapy  more  carefully.  In  diseases  of 
the  gastrointestinal  tract  a poorly  absorbed 
chemical  or  antibiotic  might  seem  indicated, 
but  such  diseases  are  not  often  limited  to  the 
superficial  layers  to  which  intraluminal  agents 
might  diffuse;  hence,  systemic  therapy  should 
be  employed  in  most  of  the  gastrointestinal  in- 
fections. In  fact,  systemic  therapy  is  probably 
the  most  judicious  type  of  therapy  of  infections 
unless  one  is  certain  that  the  infecting  agent  is 
well  localized  and  easily  accessible  to  local  appli- 
cation. Systemic  therapy  is  most  easily  effected 
by  administration  of  the  therapeutic  agent  by 
mouth  or  by  intramuscular  or  intravenous  injec- 
tion. In  diseases  of  the  central  nervous  system, 
another  form  of  topical  therapy  may  be  necessary 
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when  some  of  these  agents  can  be  injected  di- 
rectly into  the  intrathecal  space.  Intrathecal  in- 
jection must  be  attended  by  more  than  usual 
caution,  for  many  of  the  sulfonamides  and  anti- 
biotics are  irritating  to  the  central  nervous  sys- 
tem in  certain  concentrations;  moreover,  this 
route  of  administration  has  been  responsible  for 
the  introduction  of  infectious  agents. 

A third  cardinal  principle  is  corollary  to  the 
px-evious  one,  namely,  dosage  of  the  therapeutic 
agent  should  be  gauged  in  such  a manner  that  the 
concentration  of  the  sulfonamide  or  antibiotic 
is  sufficiently  great  at  the  site  of  infection  to  exer- 
cise its  bacteriostatic  or  bactericidal  power. 
Organisms  vary  greatly  in  their  sensitivity  to 
these  various  agents ; even  strains  within  the  same 
species  may  show  great  variation  in  their  sensi- 
tivity to  the  same  chemical.  It  is  scarcely 
practical  to  recommend  that  sensitivity  tests  be 
performed  routinely;  in  fact,  our  knowledge  con- 
cerning therapeutic  efficacy  has  outdistanced  our 
laboratory  technics  in  some  instances  where  clini- 
cal efficacy  has  been  ascertained  before  the  causa- 
tive agent  has  been  identified.  Nevertheless,  an 
approximate  knowledge  concerning  the  relative 
bacterial  sensitivities  is  helpful  in  ascertaining 
the  proper  and/or  optimal  dosage  of  any  given 
therapeutic  agent.  Thus,  it  is  safe  to  assume  that 
most  strains  of  the  pneumococcus  are  quite  sensi- 
tive to  penicillin,  whereas  most  strains  of  the 
viridans  streptococcus,  an  organism  almost  in- 
distinguishable by  morphologic  characteristics, 
fall  into  the  category  of  being  moderately  sensi- 
tive or  even  resistant  to  the  same  antibiotic. 

Similarly,  the  concentrations  of  the  drug  which 
are  attainable  at  the  desired  site  within  the  body 
depend  on  a number  of  variables.  In  general, 
such  concentrations  represent  the  algebraic  sum 
of  the  absorption,  excretion,  and  inactivation 
of  the  compound  by  the  various  tissues  of  the 
body.  One  or  more  of  these  factors  have  un- 
doubtedly been  responsible  for  the  early  dis- 
carding of  many  active  therapeutic  compounds 
while  they  were  still  laboratory  novelties.  It  is 
still  timely  to  recall  that  the  sulfonamides  may 
cause  irreparable  harm  by  their  precipitation  in 
the  kidney  tubules  or  pelvis  if  an  adequate  fluid 
output  is  not  carefully  maintained.  Thus  it 
would  be  futile  to  employ  an  agent  either  by 
mouth  or  parenterally  which  was  absorbed  so 
slowly  that  therapeutically  active  concentra- 
tions were  never  attained  in  the  blood  serum; 
likewise  it  would  be  pointless  to  administer  a 
compound  which  was  excreted  more  rapidly  than 
it  was  absorbed;  furthermore  some  very  active 
chemotherapeutic  compounds  are  bound  or 
otherwise  inactivated  by  the  body  fluids  so  that 
their  in  vitro  activity  does  not  take  place  within 


the  body.  I do  not  mean  to  imply  that  one 
must  have  access  to  a chemical  laboratory  in 
order  to  chart  a successful  course  of  chemo- 
therapy, although  in  certain  instances  such  as- 
sistance is  invaluable.  However,  if  a choice  of 
compounds  is  available,  a knowledge  of  these 
various  factors  will  enable  the  practitioner  to 
choose  the  agent  most  likely  to  accomplish  the 
desired  result  in  the  individual  case. 

The  foregoing  remarks  concerning  the  attain- 
ment of  active  concentration  of  therapeutic 
agents  at  the  desired  site  apply  to  most  regions 
of  the  body,  but  there  are  a few  notable  excep- 
tions. Many  of  these  compounds  are  excreted 
and  concentrated  in  the  bile  and  urine;  hence 
in  treating  mucosal  infections  of  these  tracts, 
the  blood  concentration  is  not  a very  accurate 
index  of  the  concentration  within  the  excreted 
fluid.  More  important  exceptions  are  the  rela- 
tively avascular  areas  of  the  body,  such  as  bone, 
and  the  cerebrospinal  fluid.  In  treating  men- 
ingitis especially,  it  appears  to  be  necessary  to 
attain  unusually  high  blood  concentrations  in 
order  to  permit  the  chemotherapeutic  agent  to 
pass  the  blood-brain  barrier  in  therapeutically 
active  concentrations.  It  is  for  this  reason  that 
many  successful  practitioners  feel  that  sulfon- 
amide and  antibiotic  therapy  should  be  combined 
in  cases  of  meningitis  when  the  etiologic  agent  can 
be  presumed  to  be  sensitive  to  both  therapeutic 
agents.  On  the  other  hand,  it  is  quite  possible 
that  we  tend  to  be  guided  too  much  by  blood 
and  tissue  fluid  concentrations  of  these  sub- 
stances. Recent  evidence  tends  to  show  that 
patients  recover  from  meningitis  after  the  ad- 
ministration of  the  proper  chemotherapeutic 
agent,  even  though  the  spinal  fluid  does  not 
possess  the  chemical  or  antibiotic  in  therapeu- 
tically active  concentrations. 

The  number  of  daily  doses  of  any  agent  will 
depend  on  many  factors  for  which  no  dogmatic 
rules  can  be  applied.  Our  ideas  on  this  score 
are  undergoing  revision,  and  it  may  be  better  to 
leave  this  subject  for  discussion  later;  suffice 
it  to  say  that  the  trend  is  away  from  continuous 
therapy  in  favor  of  the  discontinuous  type  of 
treatment. 

Lastly,  therapy  should  be  continued  until  the 
infection  has  been  overcome.  Too  frequently, 
the  physician  permits  the  patient  to  discontinue 
treatment  during  a stage  of  early  improvement 
before  the  host  has  had  a chance  to  mobilize  its 
immune  forces  adequately.  Relapses  are  notori- 
ous after  inadequate  sulfonamide  and  antibiotic 
therapy.  If  it  will  be  borne  in  mind  that  these 
chemicals  and  antibiotic  agents  are  only  adju- 
vants to  the  recovery  of  the  patient,  much  more 
success  is  likely  to  attend  their  administration. 


THE  PRESENT  STATUS  OF  SULFONAMIDE  THERAPY  IN 
PEDIATRICS 

Alfred  E.  Fischer,  M.D.,  New  York  City 
; ( From  the  Department  of  Pediatrics,  Mount  Sinai  Hospital) 


IT  MAY  seem  presumptuous  at  this  late  date  to 
discuss  the  sulfonamides  which  have  been  in 
use  for  over  ten  years.  However,  a great  deal 
has  been  learned  about  their  therapeutic  indi- 
cations, and  in  the  light  of  other  newer  miracle 
drugs  a re-evaluation  of  their  use  in  pediatrics 
is  timely. 

The  first  compound  to  be  used  universally, 
sulfanilamide,  worked  dramatically  against  cer- 
tain previously  severe  or  fatal  infections  and 
soon  was  regarded  as  a cure-all.  Nevertheless, 
laymen  became  prejudiced  against  it  because  of 
cyanosis,  drowsiness,  hyperpnea,  vomiting,  and 
a “letdown”  feeling  which  accompanied  the 
widespread  use  of  the  drug.  Adults  especially 
experienced  unfavorable  reactions,  and  fear 
arose  that  sulfanilamide,  as  well  as  some  of  the 
derivatives  which  followed  it,  namely,  sulfapyri- 
dine,  sulfathiazol,  and  sulfamerazine,  were  harm- 
ful because  of  the  unfavorable  side-effects  of 
these  drugs.  Consequently,  today,  when  a 
pediatrician  prescribes  sulfadiazine,  the  parents 
frequently  indicate  their  displeasure  and  anxiety. 
Also,  there  has  been  apprehension  that,  if  the 
drug  is  used  too  frequently,  the  patient  may  not 
be  able  to  tolerate  it  at  some  vital  time  in  the 
future.  In  addition,  there  still  exists  a fear  that 
liver  or  kidney  damage  or  anemia  may  result  if 
the  drug  is  kept  up  too  long.  The  layman’s 
objections  to  sulfadiazine,  which  is  less  toxic  than 
sulfanilamide,  are  being  stressed  in  order  to  indi- 
cate how  difficult  it  has  become  for  a pediatrician 
to  prescribe  a drug  which  is  safe,  cheap,  readily 
available,  and  which,  within  reasonable  dosage, 
certainly  offers  the  child  tremendous  advantage 
and  little,  if  any,  disadvantage. 

The  general  indication  for  the  use  of  sulfa- 
diazine in  pediatric  practice  is  the  presence  of  an 
acute  febrile  illness  whose  etiologic  agent  is  pre- 
sumably one  of  the  pyogenic  cocci  or  Hemophilus 
influenza  in  the  respiratory  tract  or  Escherichia 
coli  in  the  urinary  tract. 

Dosage 

The  optimum  daily  dose  of  sulfadiazine  varies 
from  1 to  I1/*  grains  (0.067  to  0.1  Gm.  per 

! pound)  given  throughout  the  twenty-four  hours, 
preferably  at  four-  or  six-hour  intervals.  If 
the  temperature  drops  to  normal  within  twenty- 
four  to  thirty-six  hours  after  starting  the  drug, 


an  effective  response  is  indicated.  However,  it 
is  not  good  therapeutic  procedure  to  discontinue 
therapy  immediately.  The  full  dose  should  be 
continued  for  a minimum  of  four  days.  The 
drug  should  be  stopped  only  if  the  clinician  is 
satisfied  that  all  of  the  infection,  as  far  as  he  can 
tell,  has  been  overcome,  for  it  must  be  remem- 
bered that  the  most  resistant  organisms  are  the 
ones  which  remain  viable.  Full  doses  of  the 
drug,  therefore,  are  required  when  the  patient 
seems  to  be  recovering,  in  order  to  prevent  a re- 
currence. The  speed  with  which  the  patient 
develops  his  own  antibodies  is  an  additional  im- 
portant factor.  This  has  been  demonstrated 
repeatedly  in  infections  such  as  scarlet  fever  in 
which,  if  the  drug  is  stopped  at  the  end  of  four 
or  five  days,  the  infection  frequently  reappears. 
Should  this  occur,  therapy  must  be  given  for  an 
additional  five  to  ten  days  or  until  antibody 
formation  has  been  adequate.  Prolonged  dosage 
particularly  is  indicated  in  infections  of  the 
sinuses,  ears,  and  the  cervical  lymph  nodes. 
Failures  with  the  drug  are  due  not  so  much  to  the 
fact  that,  as  is  often  stated,  “It  did  not  work  in 
this  disease”  but  because  it  was  not  given  in 
full  doses  or  long  enough.  Small  doses  of  sulfa- 
diazine are  not  advised,  although  it  is  perfectly 
true  that  many  patients  recover  while  they  are 
taking  small  doses  of  these  drugs.  One  cannot 
argue,  however,  that  recovery  in  such  patients  is 
due  largely  to  therapy. 

Precautions 

Of  course,  certain  safeguards  must  be  followed. 
The  drug  should  be  given  in  combination  with 
alkali  either  in  the  form  of  sodium  bicarbonate  or 
sodium  lactate.  There  are  many  compounds  on 
the  market  effectively  combining  alkali  with  sulfa, 
which  are  palatable.  The  patient’s  urine  should 
be  watched  for  the  appearance  of  gross  hema- 
turia which  indicates  crystallization  with  local 
trauma  somewhere  in  the  urinary  tract.  This  is 
especially  true  when  large  doses  are  administered 
subcutaneously  or  intravenously.  Sometimes 
lower  abdominal  pain  resulting  from  ureteral 
contractions  precedes  the  hematuria.  Micro- 
scopic hematuria  is  quite  common,  and  if  not 
too  many  red  cells  appear  in  the  urine,  one  may 
safely  persist  with  the  drug,  provided  adequate 
amounts  of  fluids  are  taken.  Gross  hematuria, 
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on  the  other  hand,  usually  calls  for  an  interrup- 
tion of  therapy  because  sick  children  are  often 
unwilling  to  swallow  large  amounts  of  liquids. 
An  adequate  fluid  intake  is  more  important  than 
alkali  in  avoiding  crystalluria,  since  the  solubility 
of  the  sulfa  drugs  is  increased  very  little  unless 
excessive  amounts  of  alkali  are  added.  Some 
children  who  vomit  easily  will  reject  sulfadiazine 
and  alkali.  If  vomiting  occurs  within  a half-hour 
after  taking  the  drug,  the  full  dose  should  be  re- 
peated since  not  much  of  the  dose  has  been  ob- 
sorbed  in  that  time.  However,  if  vomiting  con- 
tinues, even  though  food  is  administered  with 
the  drug,  one  might  just  as  well  shift  to  an  anti- 
biotic. Also,  diarrhea  may  result  from  over- 
alkalinization,  but  this  usually  clears  up  promptly 
after  the  drug  is  stopped. 

Blood  counts  which  were  done  frequently 
shortly  after  sulfonamides  came  into  general  use 
are  now  done  less  often.  The  granulocytes  may 
drop  to  10  per  cent  of  the  total  white  cell  count 
but  usually  reappear  even  while  the  drug  is  being 
administered.  Nevertheless,  after  four  or  five 
days  of  therapy  a blood  count  is  advisable  in 
order  not  to  overlook  the  rare  occurrence  of  agran- 
ulocytosis if  it  is  intended  to  continue  therapy 
for  a longer  time.  Blood  levels  which  also  were 
done  formerly  are  now  rarely,  if  ever,  performed, 
since  we  know  that  a patient,  taking  a correctly 
calculated  dose  with  good  urinary  output  and 
not  vomiting,  will  have  an  adequate  level  in  his 
blood.  The  dose  can  always  be  increased  if  it 
does  not  appear  that  the  patient  is  progressing 
satisfactorily.  Anemia  is  rarely  produced  by  the 
drug  itself,  although,  of  course,  an  infection  may 
aid  in  reducing  the  red  cell  count.  Liver  damage 
is  seldom,  if  ever,  seen  today  when  sulfadiazine 
is  used.  Euphoria  and  restlessness  are  common 
symptoms  but  are  not  in  themselves  indications 
for  stopping  the  drug  unless  they  become  marked. 

As  with  some  of  the  barbiturates,  fever  may 
be  produced  by  sulfonamides.  This  is  appar- 
ently an  allergic  response  similar  to  that  of  serum 
sickness  and  promptly  disappears  when  chemo- 
therapy is  stopped.  Drug  fever  can  be  sus- 
pected only  if  the  patient  seems  to  be  doing  well 
clinically,  and  there  is  apparently  no  other  cause 
for  a recurrence  of  fever.  Often  a maculopapu- 
lar  rash  or  urticaria  accompanies  drug  fever. 
Rashes  were  commonly  seen  when  sulfathiazol 
was  used.  However,  morbilliform  rashes  occa- 
sionally occur  following  the  use  of  sulfadiazine. 
This  sensitivity  to  a sulfonamide  which  may 
occur  in  children  and  is  evidenced  by  fever,  rash, 
hives,  etc.,  may  not  be  permanent.  There  is 
either  a loss  of  sensitivity  or  an  increased  toler- 
ance, and  the  patient  may  be  able  to  tolerate  the 
same  drug  quite  wel  1 later  in  li  fe . A test  dose  of  the 
drugs  may  be  given  at  intervals  in  order  to 


determine  whether  the  patient  has  lost  his 
sensitivity. 


Indications  for  Use 


Specifically,  the  upper  respiratory  infections 
against  which  sulfadiazine  acts  effectively  are 
purulent  rhinitis  and  sinusitis,  adenoiditis, 
otitis  media,  myringitis  with  bleb  formation, 
laryngotracheitis,  bronchitis,  and  certain  pneu- 
monias not  caused  by  a virus.  While  some  or 
all  of  this  list  of  infected  regions  may  clear  up 
without  chemotherapy,  croup  or  laryngotracheitis 
is  one  infection  in  which  one  should  not  procras- 
tinate. The  hazards  of  infection  in  the  larynx 
are  so  great  in  young  children  that  one  should  use 
sulfadiazine  early  as  obstruction  may  occur 
rapidly  due  either  to  the  original  virus  infection 
or  to  secondary  invaders.  As  a result  of  sulfa- 
diazine the  mortality  in  patients  with  croup  has 
decreased  sharply,  and  this  drug  used  in  com- 
bination with  penicillin  is  even  more  effective. 
This  is  true  also  in  osteomyelitis  for  which  peni- 
cillin or  a combination  of  sulfadiazine  and  peni- 
cillin is  perhaps  more  effective  than  sulfadiazine 
given  alone. 

It  is  granted  that  clear-cut  indications  for  pre- 
scribing a sulfonamide  are  not  always  possible. 
It  is  impractical  to  make  a positive  diagnosis  and 
to  obtain  a culture  in  every  febrile  illness.  Many 
infections  in  children  are  caused  by  viruses. 
The  commonest,  of  course,  the  ordinary  “grippe” 
or  “flu,”  lasts  from  two  to  five  days  and  is  unin- 
fluenced by  sulfonamides  or  by  penicillin.  Never- 
theless, it  seems  to  be  common  practice  among 
many  physicians  to  give  a child  either  sulfa- 
diazine or  penicillin  for  twenty-four  or  forty- 
eight  hours  in  any  febrile  infection  involving  the 
upper  respiratory  tract.  This  practice  is  cer- 
tainly open  to  question.  For,  if  one  starts  to  use 
a sulfonamide,  how  long  is  one  to  continue  it, 
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and  when  does  one  stop?  For  example,  if  the 
child  has  a rhinitis,  no  chemotherapy  is  indi- 
cated. If,  however,  there  is  a purulent  rhinitis 
which  definitely  indicates  a secondary  infection, 
then  of  course  the  drug  should  be  used  until  the 
infection  has  subsided  completely.  The  exist- 
ence of  other  infections  in  the  household,  the  class- 
room, or  in  the  community  aids  in  determining 
the  probable  etiologic  agent.  For  instance,  if 
streptococcus  throat  is  prevalent,  one  should  use 
chemotherapy  early.  On  the  other  hand,  if  there 
is  an  epidemic  of  grippe  or  flu,  so-called,  then 
it  is  perfectly  safe  and  proper  to  wait  in  order  to 
determine  whether  the  patient  really  needs  the 
drug. 

No  harm  is  done  by  not  giving  sulfadiazine 
early  in  an  illness  except  in  the  case  of  a virulent 
infection,  in  croup,  or  when  sepsis  or  meningitis  is  # 
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suspected.  The  subjective  complaint  of  sore 
throat  or  hoarseness  and  pain  on  swallowing  and 
the  presence  of  exudate  in  the  throat  usually  indi- 
cates a bacterial  infection  and  calls  for  prompt 
administration  of  a sulfonamide.  Fortunately, 
sepsis  occurs  rarely  in  pediatric  practice,  and, 
therefore,  one  can  well  afford  to  mark  time  with 
the  average  febrile  illness  and  allow  it  to  clarify 
itself  before  rushing  in  with  the  drug.  If  sepsis 
is  suspected,  and  especially  if  the  patient  is 
drowsy  and  is  vomiting,  there  may  be  need  for 
a continuous  intravenous  or  subcutaneous  drip 
; of  a 5 per  cent  sodium  sulfadiazine  solution. 

Some  resistant  low-grade  infections  in  which 
a purulent  discharge  is  present  also  are  definite 
i indicators  for  the  administration  of  sulfonamides. 

Not  infrequently,  instances  of  unexplained  low- 
t grade  fever  are  encountered  which  suggest  the 
;■  presence  of  rheumatic  fever  or  infectious  mono- 
| nucleosis.  These  diagnoses  are  often  incorrect, 
l!  and  one  may  be  dealing  with  a sinusitis  or  cervical 
; adenitis  which  may  not  impress  the  clinician  but 
; which  will  respond  and  be  eradicated  by  full  and 
| prolonged  administration  of  sulfonamides. 

A word  about  the  use  of  sulfadiazine  in  intesti- 
nal and  urinary  infections.  Since  sulfadiazine  is 
soluble,  it  is  absorbed  rather  rapidly  from  the 
intestinal  tract  and,  therefore,  does  not  work  as 
i effectively  as  sulfathallidine  and  sulfaguanidine 
! which  are  insoluble  in  the  intestinal  tract.  Both 
; sulfadiazine  and  one  of  the  latter  may  be  used  to 
get  a combined  local  and  general  effect.  Actu- 
ally, however,  not  many  intestinal  infections  in 
New  York  State  are  cured  by  these  drugs. 

I Viruses  which  may  be  responsible  for  some  per- 
: sistent  intestinal  infections  are  not  influenced  by 
the  sulfa  group  of  drugs.  For  E.  coli  infections 
in  the  urinary  tract,  however,  sulfadiazine  is 
excreted  in  adequate  concentration  in  the  urine, 
even  if  given  in  relatively  small  doses,  and  it  is  an 
' effective  therapeutic  agent. 

Aspirin  may  be  taken  in  combination  with 
sulfa  in  order  to  reduce  fever  during  the  early 
I stages  of  an  infection.  As  far  as  is  known,  as- 
pirin is  not  any  more  toxic  in  the  presence  of 
sulfonamides  than  it  is  when  given  alone. 

Sulfonamides  and  the  Antibiotics 


Sulfadiazine  competes  actively  in  the  mind 
of  the  public  as  well  as  in  the  mind  of  the  physi- 
I cian  with  penicillin,  aureomycin,  chloromycetin, 
and,  occasionally,  with  streptomycin.  Terra- 
mycin,  the  newest  antibiotic,  has  had  some  clini- 
cal trials.  It  is  said  to  be  as  effective  as  aureo- 
mycin and  to  have  fewer  side  actions.  Sulfon- 
amides are  of  great  advantage  in  rural  districts 
or  in  urban  areas  where  a daily  visit  from  a physi- 


cian is  not  feasible  and  where  therapy  can  be 
continued  by  the  family.  This  form  of  therapy 
is  preferable,  in  my  opinion,  to  the  injection  of  a 
single  dose  of  a long-acting  penicillin  solution, 
for  therapeutic  blood  levels  of  penicillin  are  not 
always  obtained  following  one  injection  and  are 
not  maintained  after  forty-eight  hours  in  some 
patients.  It  is  common  practice  in  a severe  in- 
fection to  use  both  sulfadiazine  and  penicillin. 
There  is  no  contraindication  to  their  combined 
use.  The  action  of  one  does  not  usually  inter- 
fere with  the  action  of  the  other,  and,  as  stated 
previously,  it  is  sometimes  safer  to  use^them  in 
combination. 

With  the  limited  space  at  my  disposal,  it  is 
impossible  to  compare  each  of  the  antibiotics 
with  the  sulfonamides,  but  there  are  a few  points 
I would  like  to  bring  out.  Gastric  symptoms 
following  the  use  of  aureomycin  are  morejCommon 
in  my  experience  than  when  the  sulfona- 
mides are  taken.  Chloromycetin  is  bitter, 
difficult  to  take,  and  also  is  not  as  effective  in  the 
acute  infections  encountered  in  pediatric  practice 
as  is  sulfadiazine.  One  occasionally  sees  patients 
in  whom  three  or  four  different  drugs  have  been 
used — some  by  mouth,  and  some  by  rectum, 
none  of  them  in  adequate  doses.  There  is  no 
excuse  for  this  type  of  polypharmacy.  It  re- 
minds one  of  the  old  gunshot  mixtures  which 
physicians  of  a previous  generation  were  so 
proud  to  prescribe.  Likewise  the  triple  sulfa 
compounds  have  little,  if  any,  advantage  over 
the  action  of  one  of  them  given  in  adequate 
amounts. 

A word  is  in  order  about  prophylaxis.  Small 
doses  of  the  drug  are  very  effective  in  preventing 
streptococcal  infections  from  causing  exacerba- 
tions in  rheumatic  fever,  and,  as  a result,  there 
are  fewer  cases  of  subacute  bacterial  endocarditis 
as  well  as  fewer  instances  of  recurrent  rheumatic 
infection.  The  drug  is  also  effective  prophylac- 
tically  against  scarlet  fever  and  meningococcus  in- 
fections. 


Summary 

In  closing,  it  may  be  stated  that  the  over-all 
effect  of  the  sulfa  drugs  is  excellent  when  given 
in  proper  doses  and  for  an  adequate  length  of 
time.  Largely  because  of  them,  many  pneumon- 
ias can  be  cured  within  thirty-six  hours.  More- 
over, such  infections  as  mastoiditis,  pulmonary 
empyema,  suppurative  cervical  lymphadenitis, 
and  peritonitis  occur  rarely  today  because  the 
early  use  of  sulfonamides  arrests  the  infection 
before  the  lesion  has  had  an  opportunity  to  sup- 
purate. 
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THE  PRESENT  STATUS  OF  PENICILLIN  AND  STREPTOMYCIN 
THERAPY  IN  PEDIATRICS 

Herbert  C.  Soule,  M.D.,  Rochester,  New  York 

( From  the  Department  of  Pediatrics,  University  of  Rochester  School  of  Medicine  and  Dentistry ) 


WITH  the  development  of  a slowly  re- 
leased form  of  penicillin  the  usefulness 
of  this  antibiotic  in  the  treatment  of  diseases  of 
infants  and  children  has  been  multiplied  many 
times.  Likewise,  streptomycin  has  been  a valu- 
able complement  to  penicillin  therapy  since  it  is 
effective  against  many  gram-negative  bacteria 
where  penicillin  is  not. 

Penicillin 

Where  two  years  ago  I averaged  two  injections 
a week  of  penicillin  in  the  beeswax  and  oil  formula 
of  Romansky,  I now  give  three  or  four  injections  a 
day  of  the  newly  developed  procaine  penicillin-G. 
Of  the  various  procaine  preparations  available  I 
prefer  the  one  suspended  in  water  rather  than  in 
oil,  as  it  is  easier  to  use  generally  and  is  free  of 
local  reaction  and  danger  from  oil  embolism.  A 
bottle  containing  3,000,000  units  is  made  ready 
for  use  by  the  addition  of  8.5  cc.  of  sterile  distilled 
water.  This  will  keep  for  a week  without  refrig- 
eration and  may  be  carried  in  the  bag.  Several 
sterile  syringes  and  needles  in  sterile  containers 
add  to  the  ease  and  quickness  of  the  injection. 

Penicillin  serum  levels  well  over  0.05  units  can 
be  maintained  for  from  twelve  to  forty-eight 
hours.  In  adults,  Keefer  reports,  after  the  in- 
jection' of  300,000  units  of  procaine  penicillin, 
serum  levels  over  0.05  at  twelve  hours  in  all  pa- 
tients, and  at  twenty-four  hours  in  80  per  cent  of 
the  patients.1  Using  a dose  of  6,000  units  per 
pound  in  babies  and  children,  Hildrick-Smith  re- 
ports levels  for  twenty-four  hours  between  0.1  and 
0.4  units,  which  is  an  optimum  level  for  bacteri- 
cidal action  against  99  per  cent  of  penicillin 
organisms. 

I do  not  believe  that  the  addition  of  crystalline 
sodium  penicillin  to  the  procaine  penicillin,  as  is 
done  to  give  a higher  initial  serum  level,  is  neces- 
sary, and  it  does  increase  the  percentage  of  re- 
action which  otherwise  is  very  low.  Nor  do  I use 
the  procaine  penicillin  suspended  in  oil  with  alu- 
minum monostearate  added.  Its  serum  concen- 
tration of  penicillin  usually  does  not  drop  below 
0.05  for  ninety-six  hours.  In  the  form  preferred 
by  me  the  entire  injection  is  available  in  twenty- 
four  hours,  while  in  this  one  it  is  spread  over  four 
days.  It  may  be  useful  in  mild  infection  due  to 
very  sensitive  organisms  where  the  patient  does 
not  have  to  be  seen  every  day. 

Authorities  agree  that  penicillin  is  the  safest  and 


most  effective  antibiotic  against  most  gram-posi- 
tive cocci  and  against  a few  gram-negative  cocci. 
Streptococci,  pneumococci,  and  most  staphylo- 
cocci represent  the  gram-positive  group,  and 
meningococci  and  the  gonococci  the  gram-nega- 
tive group.  In  pediatric  practice  its  great  effec- 
tiveness against  the  Treponema  pallidum  is  very 
important.  It  supplements  but  does  not  take  the 
place  of  antitoxins  in  the  treatment  of  diphtheria, 
tetanus,  and  gas  gangrene. 

While  penicillin  should  be  a first  thought  in  the 
treatment  of  the  wide  range  of  infections  just  in- 
dicated, most  of  us  will  still  use  sulfadiazine  or 
sulfamerazine  in  the  minor  illnesses  due  to  the 
pyogenic  cocci,  because  of  their  greater  ease  of 
administration  and  their  general  effectiveness  and 
safety.  However,  if  the  illness  is  moderately 
severe  or  threatening  in  any  respect,  procaine 
penicillin  should  be  injected  at  once,  and  then  a 
course  of  sulfadiazine  may  be  started  also.  The 
procaine  penicillin  may  be  given  only  once,  or 
again  in  three  or  four  days,  or  daily,  or  even  twice 
daily,  if  necessary,  depending  upon  the  need.  If 
the  illness  is  very  dangerous,  as  a meningitis 
case  or  a severe  septicemia,  the  child  should  be 
hospitalized  and  given  large  doses  of  the  aqueous 
penicillin-G  sodium  or  potassium.  These  may 
be  given  intramuscularly  every  three  hours  or 
every  eight  or  twelve  hours.  Also  if  high  concen- 
trations are  needed,  the  penicillin  may  be  given 
continuously  by  intravenous,  intramuscular,  or 
subcutaneous  drip.  Caronamide  which  blocks 
the  tubular  elimination  of  penicillin  will  raise  the 
penicillin  serum  level  many  times  in  those  infec- 
tions due  to  very  resistant  or  inaccessible  organ- 
isms. The  dose  is  0.25  to  0.32  mg.  per  pound  per 
twenty-four  hours  and  is  given  by  mouth  every 
four  hours. 

Besides  the  two  parenteral  routes  for  giving 
penicillin  it  may  be  given  orally.  While  effective 
penicillin  levels  in  the  serum  can  usually  be 
secured  by  this  route,  approximately  five  times 
the  usual  intramuscular  doses  are  required.  The 
usual  advice  is  to  reserve  this  rather  expensive 
form  only  for  the  milder  infections  and  then  ad- 
minister it  only  for  twenty-four  hours  if  there  is 
no  improvement.  Most  authorities  feel  that  it  is 
not  entirely  reliable.  The  buffered  tablets  should 
be  used  except  in  infants  under  twelve  months, 
where  the  unbuffered  tablets  are  satisfactory  on 
account  of  the  low  gastric  acidity.  The  tablets 
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, should  be  given  at  least  one-half  hour  before  meals 
,,  and  at  least  two  hours  after.  I use  the  oral  route 
* only  in  children  with  a mild  infection  who  are 
; sensitive  to  sulfadiazine. 

The  dosage  of  penicillin  varies  with  many  fac- 
tors and  is  not  completely  standardized.  The 
, goal  of  treatment  is  to  get  the  patient  well  as 
quickly  and  conveniently  as  possible.  The  idea 
“that  if  a little  penicillin  is  good,  more  is  better” 
probably  is  not  correct  and  certainly  is  often 
wasteful  and  may  be  actually  harmful.  Eagle 
has  found  experimentally  that  99  per  cent  of  the 
strains  of  streptococci,  staphylococci,  and  pneu- 
j mococci  tested  in  vitro  were  killed  in  a range  of 
penicillin  concentration  from  0.1  to  0.425  units 
per  cc.  and  that  the  time  required  varies  from  one 
and  a half  hours  for  the  streptococcus  to  twenty- 
four  hours  for  certain  strains  of  staphylococcus. 
Thus,  the  optimal  bactericidal  zone  is  consider- 
ably above  the  level  of  0.05  units  per  cc.  usually 
mentioned  as  effective  against  penicillin-sensitive 
organisms.  Hildrick-Smith  et  al.  have  attempted 
to  develop  penicillin  regimens  in  pediatrics  which 
will  give  the  optimal  levels.1 2 *  They  recommend 
the  following: 

1.  The  aqueous  penicillin  sodium  or  potas- 
sium form — 5,000  units  per  pound  for 
twenty-four  hours,  given  at  three-hour  in- 
tervals or  10,000  units  per  pound  for 
twenty-four  hours  given  at  eight  to  ten- 
hour  intervals. 

2.  Procaine  penicillin  (suspended  in  water) — 
6,000  units  per  pound,  one  daily  injection. 

3.  Oral  penicillin — 24,000  units  per  pound 
divided  into  eight  doses  daily  and  given 
every  three  hours. 

This  dosage  schedule  has  to  be  modified  when 
used  with  older,  heavier  youngsters,  as  adult 
doses  are  quickly  reached  for  weights  over  30 
or  40  pounds.  Thus  usual  adult  doses  against 
penicillin-sensitive  organisms  are  as  follows: 

1.  Aqueous  penicillin — 240,000  to  400,000 
units  per  day. 

2.  Procaine  penicillin — 300,000  units  once  a 
day. 

3.  Oral  penicillin— 600,000  to  800,000  units 
per  day. 

Poncher  advises  a penicillin  dosage  schedule 
approximately  one-half  the  strength  of  Hildrick- 
Smith’s  schedule.4 

1.  Aqueous  penicillin  for  younger  children 

2,300  units  to  4,600  units  per  pound  per 

twenty-four  hours  (5,000  to  10,000  units 

per  Kg.  per  twenty-four  hours).  For  older 

children  700  to  1,400  units  per  pound  per 
twenty-four  hours  (1,500  to  2,500  units 
per  Kg.  per  twenty-four  hours). 


2.  Oral  penicillin  10,000  units  per  pound  of 
body  weight  for  twenty-four  hours. 

Today  when  a doctor  sees  a child  ill  with  an  in- 
fection, he  has  a wide  range  of  antibiotics  from 
which  to  choose.  Fortunately  those  infections 
for  which  he  has  no  good  treatment  are  decreas- 
ing. If  he  has  decided  that  he  is  not  dealing  with 
a virus  infection  like  a cold  or  “flu,”  he  then 
should  consider  whether  he  needs  specimens  for 
culture  before  going  ahead  with  a treatment 
which  may  mask  the  diagnosis.  Probably  95  per 
cent  of  all  cases  require  no  bacteriologic  study,  but 
the  obscure  and  severe  cases,  and  especially  those 
that  do  not  respond  as  expected,  require  careful 
bacteriologic  study  to  discover  the  causative  or- 
ganism and  its  sensitiveness  to  penicillin.  Hil- 
drick-Smith suggests  a consideration  of  several 
explanations  of  this  failure  in  therapy  and  raises 
the  following  questions:  Is  the  organism  less 

sensitive  to  penicillin  than  usual?  Is  the  dose  of 
penicillin  too  small  or  the  intervals  between  too 
long?  Are  a few  of  the  organisms  surviving  and 
thus  a larger  and  more  frequent  dosage  needed? 
Is  the  site  of  infection  such  that  organisms  are  in- 
accessible to  the  usual  dosage?  Is  too  large  a 
dose  being  given  (zone  phenomenon  of  Eagle)?5 

While  penicillin  is  a drug  of  extraordinarily  low 
toxicity,  toxic  effects  develop  in  0.5  to  1 per  cent 
of  the  patients,  especially  when  large  doses  of  the 
aqueous  penicillin  are  used.  Sensitization  reac- 
tions of  fever,  rash,  and  serum  sickness  are  well 
known.  Three  cases  of  anaphylactoid  shock 
with  one  death  have  been  recorded  after  the  in- 
jection of  penicillin.  Previous  fungous  infec- 
tions may  sensitize  an  individual  to  penicillin. 
Its  use  upon  abraded  or  weeping  areas  is  very 
likely  to  produce  sensitivity.  The  inhalation  of 
penicillin  or  its  topical  use  in  the  oropharynx  may 
produce  direct  irritating  effects. 

We  will  consider  now  those  infectious  diseases 
in  pediatric  practice  where  penicillin  is  a first 
choice  or  at  least  a vital  part  of  the  treatment. 
In  order  to  avoid  much  repetition  we  will  review 
the  infections  according  to  the  systems  of  the 
body  involved. 

As  indicated  earlier,  in  the  milder  infections 
sulfadiazine  alone  may  be  adequate,  but  if  the  in- 
fection is  severe  or  resistant  or  dangerous,  I sup- 
plement sulfadiazine  therapy  with  at  least  one 
intramuscular  injection  of  procaine  penicillin. 
For  example,  in  any  middle  ear  infection  which 
has  progressed  beyond  the  early  stages,  in  a 
resistant  or  severe  tonsillitis  case,  in  any  laryn- 
gitis case,  in  a Vincent’s  infection  of  the  mouth  or 
throat,  in  a bronchitis,  and,  of  course,  in  pneu- 
monia, infectious  asthmas,  and  fibrocystic  disease 
of  the  pancreas  procaine  penicillin  is  given  with 
very  good  effect.  Also  those  cases  which  are 
obscure,  very  resistant  to  treatment,  and  dan- 
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gerously  ill  are  sent  to  the  hospital  for  frequent 
and  possibly  large  injections  of  aqueous  peni- 
cillin. 

A difficult  and  very  important  point  is  how  of- 
ten and  how  long  the  treatment  with  the  antibiotic 
should  be  continued.  Theoretically  the  procaine 
penicillin  level  may  drop  below  the  ideal  level  at 
twenty-four  to  thirty-six  hours,  and  so,  if  the  ill- 
ness is  moderately  severe,  twenty-four-hour  in- 
jections should  be  given.  Often,  however,  es- 
pecially when  sulfadiazine  is  being  given,  it  may 
not  be  necessary  to  see  the  child  again  for  two  or 
three  days.  On  the  other  hand,  a few  cases  may 
require  procaine  penicillin  injections  twice  a day. 
Follow-up  of  these  cases  is  very  important  since 
otherwise  the  sulfadiazine  drug  is  quickly  stopped 
and  in  a day  or  two  there  is  a recurrence  of  aU  the 
trouble.  This  is  especially  true  of  acute  otitis 
media  which,  properly  folio  wed-up,  responds 
brilliantly  to  sulfadiazine  and  procaine  penicillin. 
Paracentesis  of  the  ear  drum  has  become  an  infre- 
quent necessity,  but  as  with  other  surgical  condi- 
tions an  accumulation  of  pus  still  has  to  be  re- 
leased at  times.  A mastoid  condition  should  not 
develop  in  a properly  treated  case. 

The  severe  streptococcic  and  staphylococcic 
pneumonias  do  well  in  a hospital  with  combined 
sulfa  and  penicillin  treatment.  Against  resistant 
strains  of  staphylococci  very  large  doses  of  peni- 
cillin and  often  other  antibiotics  may  be  needed. 

Paranasal  sinus  disease,  retropharyngeal  ab- 
scess, quinsy,  and  enlarged  cervical  lymph  nodes 
with  fever  improve  in  a few  hours  with  procaine 
penicillin  and  sulfadiazine.  Vincent’s  infection 
of  the  mouth  in  children  and  babies  is  best  treated 
with  procaine  penicillin,  but  penicillin  troches  and 
penicillin  solution  may  be  used. 

In  the  chronic  lung  conditions  penicillin  aerosol 
or  the  micropulverized  penicillin  powder  may  be 
used  to  supplement  parenteral  penicillin.  In 
nasal  sinusitis,  laryngitis,  chronic  bronchitis, 
bronchiectasis,  infectious  asthma,  and  cystic 
fibrosis  of  the  pancreas,  penicillin  aerosol  may  be 
used  to  advantage.  Krasno  and  Rhoads  have 
described  a technic  for  the  inhalation  of  the  peni- 
cillin powder  which  is  reported  to  be  easier  and 
more  effective  than  the  aerosol  route.6  As  the 
gram-positive  organisms  are  suppressed,  it  may 
become  necessary  to  use  streptomycin  aerosol  to 
combat  an  increasing  number  of  gram-negative 
organisms.  Three  to  5 per  cent  of  individuals  are 
unable  to  use  this  route  of  treatment,  reacting 
unfavorably  in  many  ways  from  sore  mouth  and 
tongue  to  laryngospasm  and,  rarely,  angioneu- 
rotic edema.  Hence,  many  physicians  will  not 
use  penicillin  troches,  and  they  will  use  aerosol  or 
inhaled  penicillin  dust  only  in  a chronic  lung 
infection. 

Good  results  have  been  recorded  from  penicillin 
eye  ointments,  but  many  physicians  have  given 


them  up  as  the  tears  quickly  wash  away  the 
salve  and  some  of  the  patients  have  unpleasant 
sensitization  reactions. 

In  meningitis  due  to  meningococci,  strepto- 
cocci and  staphylococci,  and  pneumococci,  also 
in  brain  injury  and  abscess,  penicillin  is  very 
effective.  Against  all  these  types  of  meningitis 
Herrell  recommends  aqueous  penicillin  intra- 
muscularly every  three  hours,  at  times  by  intra- 
venous drip  and  supplemented  by  5,000  to  10,000 
units  of  penicillin  intrathecally  and  given  by  this 
route  every  day  or  two  at  least  for  the  first  few 
days  of  the  disease.7  He  would  also  give  sulfa- 
diazine in  full  dosage. 

In  the  treatment  of  meningococcus  meningitis 
Dowling  et  al.  place  sulfadiazine  or  sulfamerazine 
as  the  first  choice  and  reserve  penicillin  only  for 
the  patients  with  a fulminating  infection  and 
those  who  do  not  respond  well  to  sulfonamide  drugs 
in  twenty-four  hours.8  There  is  much  contro- 
versy as  to  the  necessity  of  intrathecal  therapy  in 
pneumococcus  meningitis.  Hoyne  and  Dowling 
et  al.  report  good  results  avoiding  this  route  and 
using  very  large  intramuscular  injection  of  peni- 
cillin as  high,  sometimes,  as  1,000,000  units  even- 
two  hours.9,10 

Acute  osteomyelitis  may  be  treated  effectively 
with  ordinary  doses  of  penicillin.  If  there  is  also 
bacteremia,  larger  doses  up  to  1,000,000  units  per 
day  may  be  needed.  In  chronic  osteomyelitis 
there  must  be  adequate  surgery  with  penicillin 
given  before  and  after  the  operation. 

Subacute  bacterial  endocarditis  or  bacteremia 
without  cardiac  lesions  require  large  doses  of 
penicillin  from  1,000,000  to  occasionally  5,000,- 
000  units  (one-half  these  doses  for  infants  and 
children).  Herrell  advises  the  intravenous  drip 
method  and  continues  until  several  negative  cul- 
tures have  been  obtained.7  Many,  however,  pre- 
fer aqueous  penicillin  injected  intramuscularly 
every  three  hours,  and  Keefer  has  recommended 
300,000  units  of  procaine  penicillin  once  or  twice 
a day.1  Caronamide  may  be  needed  to  increase 
the  penicillin  level.  Treatment  must  be  con- 
tinued many  weeks. 

Penicillin  ointments  are  often  useful  in  many 
pyogenic  infections.  As  this  local  treatment  can 
sensitize  as  high  as  10  per  cent  of  the  patients  to 
penicillin,  particularly  those  with  eczematoid 
tendencies,  it  is  wiser  not  to  use  the  ointment. 
Procaine  penicillin  is  very  satisfactory  treatment 
for  furunculosis,  cellulitis,  and  carbuncles. 

Gonorrheal  infection  is  usually  not  a pediatric 
problem,  but  if  encountered,  penicillin  in  moderate 
doses  intramuscularly  or  by  mouth  is  most  effec- 
tive. 

Penicillin  has  revolutionized  the  treatment  of 
syphilis.  Congenital  syphilis  should  be  largely 
prevented,  for,  when  syphilitic  mothers  have  been 
adequately  treated  and  have  been  cooperative, 
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virtually  all  the  offspring  have  been  normal.11 
Early  congenital  syphilis  may  be  treated  by  giving 
400,000  units  per  Kg.  of  body  weight,  in  five  or 
six  aliquot  doses  of  procaine  penicillin  at  three- 
day  intervals  by  intramuscular  route. 

Platou  has  recommended  for  infants  and 
children  a total  amount  of  100,000  units  of  sodium 
penicillin  per  Kg.  given  intramuscularly  in  100  or 
- more  equal  doses  at  intervals  of  about  three  hours 
or  less  around  the  clock.12  It  is  important  that 
follow-up  studies  be  made  frequently.  Relapses 
are  very  rare  but  require  more  treatment.  Late 
congenital  syphilis  may  be  treated  by  procaine 
penicillin  600,000  units  by  intramuscular  route 
twice  weekly  for  three  or  four  weeks.  Penicillin 
plus  fever  therapy  may  be  needed  for  the  treat- 
ment of  interstitial  keratitis.  The  results  of  peni- 
cillin treatment  for  syphilis,  according  to  Tucker, 
are  very  satisfactory.  The  treatment  is  com- 
pleted in  a short  time  without  the  use  of  arsenic 
or  bismuth;  the  serologic  test  for  syphilis 
promptly  reverts  to  negative;  the  mucocutaneous 
and  bony  lesions  clear,  and  the  normal  skeletal 
development  may  be  anticipated . Paradoxically, 
i the  mortality  rate  (10  to  12  per  cent)  has  not  been 
reduced. 

Scarlet  fever  and  erysipelas  respond  well  to 
sulfadiazine  therapy,  but  penicillin  may  be  a use- 
:ul  supplement  in  more  serious  cases.  Recently 
t has  been  found  valuable  in  diphtheria  carriers.13 

Penicillin  has  many  uses  in  the  prevention  of 
nfections.  It  may  be  used  to  advantage  in 
many  surgical  conditions  pre-  and  postoperatively, 
especially  in  individuals  with  heart  disease. 
Procaine  penicillin  in  selected  cases  assists  re- 
covery after  tonsil  operations. 

P Because  of  its  safety  oral  penicillin  has  been 
vl'ecommended  in  place  of  sulfadiazine  or  sulfa- 
nerazine  in  the  prevention  of  rheumatic  fever 
recurrences.  One  hundred  thousand  units  of 
>ral  buffered  penicillin  given  once  daily,  forty-five 
'J|  ninutes  before  breakfast,  has  been  recommended 
| n the  rheumatic  fever  primer.14  Kohn  et  al., 
Ijiowever,  recommend  a course  of  penicillin  the 
Ijirst  school  week  of  every  calendar  month  through- 
r >ut  the  whole  school  year.15  Two  tablets  of  100,- 
(|)00  units  each  are  given  four  times  a day.  (At 
C urrent  prices  to  patients  of  $2.00  a dozen  it 
| imounts  to  about  $75  a year.)  No  recurrences 
I cere  reported  on  this  regimen. 

I Conclusions 

| 1.  Procaine  penicillin-G,  on  account  of  its  con- 
venience, safety,  and  effectiveness,  is  finding  in- 
reasing  usefulness  in  pediatric  conditions. 

2.  It  may  be  used  very  effectively  with  sulfa- 
liazine  and  with  other  antibiotics. 

3.  Only  two  penicillin  regimens  are  needed  in 
lediatric  practice.  Besides  the  procaine  peni- 
illin,  the  aqueous  sodium  or  potassium  peni- 


cillin-G,  given  every  three  hours  or  every  eight  or 
twelve  hours,  and  rarely  by  intravenous  routes,  in 
large  doses,  will  handle  the  more  serious  infec- 
tions. 

4.  Close  cooperation  with  the  bacteriologist 
is  needed  in  the  resistant  and  obscure  cases. 

5.  Oral  penicillin  should  be  used  only  in  mild 
infections. 

6.  Dosage  schedules  for  penicillin  have  not 
been  completely  standardized.  Excessive  doses 
may  not  only  be  wasteful  but  may  be  harmful. 

7.  In  the  treatment  of  meningitis  authorities 
vary  in  their  recommendations  for  meningococci 
and  pneumococci  types.  There  is  disagreement 
also  about  the  necessity  of  intrathecal  therapy. 

8.  Penicillin  should  not  be  used  locally  for  skin 
therapy. 

9.  Penicillin  is  usually  safe  but  may  occasion- 
ally cause  severe  allergic  reaction. 

10.  Penicillin  aerosol  and  penicillin  powder  are 
useful  in  chronic  lung  conditions. 

1 1 . Penicillin  is  very  effective  in  the  treatment 
of  congenital  syphilis. 

12.  Penicillin  prophylaxis  against  recurrences 
of  rheumatic  fever  is  rather  expensive  but  safe 
and  probably  relatively  effective. 

Streptomycin 

Streptomycin,  isolated  first  by  Selman  A. 
Waksman  in  1944,  until  recently  has  been  recom- 
mended as  first  choice  in  the  treatment  of  all 
bacteremias  and  meningitis  infections  caused  by 
gram-negative  bacilli,  all  cases  of  tularemia, 
Hemophilus  influenzae  infections  of  endocardium, 
larynx,  trachea,  and  H.  influenzae  meningitis,  all 
cases  of  acute  and  chronic  urinary  infections  failing 
to  respond  to  the  sulfonamides,  plague,  and  certain 
cases  of  tuberculosis.  By  some  it  is  considered 
first  choice  in  rat  bite  fever  and  second  choice  by 
Dowling.16-18  In  peritonitis  it  has  been  used  in 
combination  with  penicillin  and  sulfadiazine. 

With  the  introduction  of  aureomycin,  Chloro- 
mycetin, terramycin,  and  others  the  importance 
of  streptomycin  is  altered.  In  many  infections 
the  new  antibiotics  are  as  effective  as  streptomy- 
cin or  more  so  and  are  distinctly  preferable  from 
the  standpoint  of  toxicity  and  the  emergence  of 
resistant  bacteria.  A recent  evaluation  of  the 
new  position  of  streptomycin  has  been  made  by 
Long.16  He  places  it  as  first  choice  only  in  the 
treatment  of  tuberculosis,  plague,  proteus  and 
pyocyaneus  bacillary  infections,  and  the  strepto- 
bacillus  of  rat  bite  fever.  It  is  his  second  choice 
in  the  treatment  of  influenzae  meningitis,  and  his 
third  choice  in  Friedlander’s  bacillary  infections. 
It  may,  however,  be  useful  in  some  cases  of 
whooping  cough,  Escherichia  coli,  and  Shigella 
infections. 

The  usual  toxic  reactions  are  due  to  the  develop- 
ment of  sensitivity,  as  fever,  different  forms  of 
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dermatitis,  and  serum  sickness.  It  may  also  have 
a neurotoxic  action  chiefly  affecting  the  eighth 
nerve.  Vertigo  or  deafness  or  a combination  of 
both  may  develop.  Using  smaller  doses  (1.0 
Gm.  daily)  and  using  them  for  a shorter  time 
(forty-two  days)  have  reduced  the  incidence  of 
this  problem  but  with  some  loss  of  therapeutic 
efficiency. 17  While  dihydrostreptomycin  has 
largely  replaced  the  original  form  in  many  places, 
as  it  is  less  likely  to  produce  the  neurotoxic  symp- 
toms in  the  larger  doses  (2.0  Gm.  or  over),  the 
recent  report  of  the  streptomycin  committee  of 
the  Veterans  Administration  found  it  somewhat 
inferior  to  streptomycin  in  point  of  therapeutic 
efficiency.17  They  would  reserve  its  use  for  those 
patients  in  whom  there  is  unusual  susceptibility 
to  the  toxic  manifestations  of  streptomycin  or  who 
have  sensitivity  phenomena.  In  many  clinics  I 
believe  that  dihydrostreptomycin  is  not  used  in- 
trathecally  on  account  of  irritative  effects. 
Herrell  says  this  difficulty  has  been  eliminated.7 

In  pediatric  practice  streptomycin  should  be 
used  only  when  one  is  reasonably  sure  that  the 
infecting  organism  is  sensitive  to  streptomycin. 
Alexander  states  that  in  E.  coli  and  Shigella  in- 
fections there  is  reason  to  anticipate  a more  rapid 
elimination  of  the  organisms  by  the  combined 
action  of  sulfadiazine  and  streptomycin.18  For 
pyocyaneus  infections  we  can  expect  little  thera- 
peutic value  from  streptomycin,  aureomycin,  or 
Chloromycetin  used  as  a single  agent  if  combina- 
tions in  the  body  fluid  do  not  exceed  10  micro- 
grams per  cc.  The  results  suggest  that  the  com- 
bined action  of  streptomycin  and  aureomycin  may 
prove  of  therapeutic  value  in  pyocyaneus  infec- 
tions of  body  fluids  in  which  concentration  of  50 
to  100  micrograms  per  cc.  can  be  maintained 
with  safety. 

Streptomycin  is  moderately  effective  against 
H.  pertussis  as  well  as  H.  influenzae,  a frequently 
encountered  secondary  invader  in  whooping 
cough.  Bradford  advises  that  it  may  be  given 
for  three  to  seven  days,  50  mg.  per  Kg.  daily, 
divided  into  six  equal  doses  every  four  hours.  It 
may  also  be  given  in  the  form  of  an  aerosol  or  nose 
drops  (10  mg.  per  cc.). 

In  the  treatment  of  influenzae  meningitis,  while 
aureomycin  is  regarded  as  first  choice  by  many, 
streptomycin  will  still  be  used  by  most  physicians. 
Alexander  concludes  from  her  studies  that  a 
twenty-four-hour  period  of  streptomycin  therapy, 
40  mg.  per  Kg.  intramuscularly  and  one  intra- 
thecal dose  of  25  mg.,  will  be  adequate  for  the 
elimination  of  all  influenza  organisms.20  She  also 
advises  the  addition  of  sulfadiazine  to  eliminate 
the  resistant  organisms.  The  following  plans 
for  the  treatment  of  influenzae  meningitis  have 
been  recommended : 

1.  Sulfadiazine  and  the  specific  antiserum. 


2.  Sulfadiazine  and  streptomycin. 

3.  Sulfadiazine,  antiserum,  streptomycin,  and 
penicillin  in  large  doses.  (Crook  et  al. 
report  a series  of  110  cases  with  79  per  cent 
survival.21  They  concluded  that  strepto- 
mycin  undoubtedly  is  a valuable  thera- 
peutic agent  in  this  disease  but  that  in  the 
study  there  has  been  no  striking  improve- 
ment in  the  over-all  results  since  its  intro- 
duction.) 

4.  Sulfadiazine  in  large  doses,  streptomycin  [ 
intramuscularly  for  forty-eight  hours, 
aureomycin  for  seven  days.22 

Dosage  schedules  for  streptomycin  for  children  j 
have  not  been  standardized.  According  to  Hunt 
and  Fell,  an  intramuscular  dose  of  streptomycin  ; 
20  mg.  per  pound  per  day  (44  mg.  per  Kg.  per  j 
day)  divided  into  four  equal  doses  and  given  at 
six-hour  intervals  maintained  serum  levels  over 
5 micrograms  per  cc.  higher  than  those  required 
for  most  organisms.23  Recommendations  as  to 
the  intrathecal  dose  vary  from  1 to  2 mg.  per 
Kg.  of  body  weight. 

The  therapeutic  efficiency  of  streptomycin  in 
the  treatment  of  tuberculosis  is  limited  principally 
by  two  factors:  toxicity  and  the  emergence  of 
bacterial  resistance.  Streptomycin  is  recom- 
mended in  certain  tuberculous  conditions  as  fol- 
lows: (1)  miliary  tuberculosis,  (2)  acute  tuber- 
culous pneumonia,  (3)  tuberculous  meningitis, 
(4)  extrapulmonary  tuberculosis.  In  juvenile 
pulmonary  tuberculosis  Berenberg  lists  additional 
uses  for  streptomycin:  (1)  bronchogenic  spread, 
(2)  spreading  exudative  parenchymal  involvement 
under  three  years  of  age,  (3)  recent  rapidly  pro- 
gressive disease  not  likely  to  respond  to  conser- 
vative treatment,  (4)  development  of  measles, 
pertussis,  or  pneumonia  in  a patient  with  pulmon- 
ary tuberculosis,  (5)  pre-  and  postoperative  meas-  I 
ures  for  tuberculosis  surgery.24  He  says  further 
streptomycin  should  not  be  employed  in  the 
following  situations:  (1)  where  prognosis  is  good 
with  conservative  care  only,  (2)  where  the  lesion 
is  healing,  (3)  where  the  lesion  is  minimal,  (4)  in 
chronic  fibrocaseous  disease,  and  (5)  in  widespread 
destruction  of  longstanding  with  cavitation  oi 
adult  type. 

Tucker  concludes  in  his  analysis  of  the  recent 
report  of  the  streptomycin  committee  of  the 
Veterans  Administration  (July,  1946,  to  April 
1949)  that  there  has  not  yet  been  determined  to  be 
one  best  streptomycin  regimen.25  For  adults  1 
Gm.  a day  appears  to  be  a satisfactory  daily  dos- 
age, but  the  duration  of  therapy,  the  spacing  o 
single  administrations,  and  the  combination.1 
with  other  therapeutic  agents  with  tuberculo- 
static properties,  such  as  PAS  (Para-amino 
salicylic  acid),  have  not  yet  been  determinec 
with  validity.  Because  of  the  limitation  imposec 
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on  streptomycin  by  the  phenomenon  of  drug 
! resistance  it  is  believed  that  the  duration  of  ther- 
apy should  not  exceed  forty-two  to  sixty  days. 

The  method  as  well  as  the  dosage  for  the  treat- 
ment of  tuberculous  meningitis  has  varied  with 

■ different  investigators.  Intramuscular  strepto- 
mycin dose  has  varied  from  0.5  to  3 Gm.  per  day, 

. , single  or  divided  dose,  for  periods  from  two  to  six 
months.  Intrathecally  the  dose  has  ranged  from 

0.025  to  0.100  Gm.  for  a period  of  four  to  eight 
i weeks.  The  Veterans  Administration  Reports 
j j (adult  patients)  advise  that  the  intrathecal  dose 
should  not  exceed  50  mg.26  Lincoln,  whose  re- 
sults have  been  very  good,  has  treated  18  patients: 
Five  are  dead  and  ten  have  survived  more 
i:  than  six  months  and  three  less  than  six 
months.27  None  are  badly  crippled  physically 
or  mentally.  Her  regimen  follows:  Streptomy- 
cin intramuscularly  0.5  to  2 Gm.  daily,  depending 
on  the  age  and  size  of  the  child  (in  more  recent 
cases  she  has  not  exceeded  1 Gm.  daily).  Usually 
0.5  Gm.  are  given  at  8 a.m.  and  again  at  4 p.m. 
with  a single  daily  dose  to  large  or  well-nourished 
' children.  Intramuscular  streptomycin  is  given 
for  one  hundred  eighty  days.  Intrathecal  strep- 

■ ‘tomycin  0.1  Gm.  is  given  once  daily  until  toxic 
symptoms  or  mechanical  difficulties  arise,  there- 
after 0.1  Gm.  every  two  days  and,  if  toxic  symp- 
toms again  arise,  0.05  Gm.  every  two  or  three 
days  until  40  injections  have  been  given.  Pro- 
mizole is  given  by  mouth  every  six  hours.  Initial 
dose  is  1 Gm.  daily  for  several  days,  then  increased 
|1  or  2 Gm.  or  higher  until  therapeutic  blood  promi- 
zole  levels  1 to  3 mg.  per  100  cc.  are  obtained. 
iPromizole  is  given  for  three  years.  In  event  of 
relapse  the  full  course  is  repeated.  The  tuber- 
pulosis  study  section  of  the  United  States  Public 
Health  Service  has  advised  for  the  treatment  of 
tuberculous  meningitis  the  following:  (1)  strep- 
tomycin intramuscularly  20  mg.  per  Kg.  every 
twelve  hours  for  84  doses;  (2)  streptomycin 
(intrathecally  2 mg.  per  Kg.  per  day  for  four  days, 
then  alternate  days  until  at  least  four  weeks  have 
elapsed  and  to  extend  to  six  weeks  if  the  spinal 
fluid  sugar  is  not  normal;  (3)  PAS  orally  0.2 
Gm.  per  Kg.  per  day,  four  doses  for  six  months; 

\ j(4)  promizole  orally  for  six  months  from  0.5  to  1 
I pm.  until  blood  levels  are  from  2 to  3 mg.28 
Recently,  the  above  doses  have  been  increased 
md  the  periods  of  treatment  extended. 

The  Veterans  Administration  survey  shows 
that,  whereas  approximately  20  per  cent  of 
niliary  tuberculosis  cases  survive  eighteen  months 
ir  more  after  the  start  of  therapy,  only  10  to 
15  per  cent  of  the  tuberculous  meningitis  cases 
mve  survived  eighteen  months.  Five  per  cent 
if  the  surviving  patients  with  meningitis  have 
■esidual  central  nervous  system  stigmas.26  Platou 
includes  that,  pending  discovery  of  the  best 


combinations  of  medicines  to  employ  for  improv- 
ing on  results  secured  so  far,  it  will  behoove  all  to 
be  on  the  alert  for  early  presumptive  evidence  of 
miliary  or  meningeal  disease  among  our  young 
patients  known  to  have  been  infected  previously 
with  tubercule  bacilli.29  Thus  the  importance  of 
routine  tuberculin  tests  cannot  be  overem- 
phasized. Best  results  will  be  obtained  when 
cases  are  treated  at  the  earliest  evidence  of  in- 
fection. 

Conclusions 

1.  Streptomycin  is  being  replaced  in  the 
treatment  of  many  infections  by  the  new  safer 
antibiotics. 

2.  It  is  first  choice  for  tuberculosis  and  for 
some  gram-negative  bacillary  infections  as  B. 
proteus  vulgarus,  B.  pyocyaneus,  and  plague. 

3.  It  probably  still  should  be  used  in  H.  in- 
fluenzae infections,  although  aureomycin  may  be 
a first  choice.  Combinations  with  other  anti- 
biotics are  indicated. 

4.  Treatment  schedules  for  influenzae  menin- 
gitis are  not  yet  standardized.  Several  are  given. 
Streptomycin  is  used  in  most  of  them. 

5.  Streptomycin  may  be  valuable  in  some 
cases  of  pertussis,  E.  coli,  and  Shigella  infections, 
often  in  conjunction  with  other  antibiotics. 

6.  Several  schedules  are  given  for  streptomy- 
cin treatment  of  tuberculous  meningitis.  PAS 
and  promizole  should  be  used. 

7.  The  prognosis  in  tuberculosis  cases  depends 
upon  early  diagnosis,  and  the  importance  of 
routine  tuberculin  tests  is  stressed. 

16  North  Goodman  Street 
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EVALUATION  OF  AUREOMYCIN,  CHLOROMYCETIN,  AND  OTHER 
NEWER  ANTIBIOTICS 
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MY  remarks  will  be  directed  to  the  clinical 
evaluation  of  aureomycin  and  Chloromy- 
cetin and  briefly  to  polymyxin,  bacitracin,  and 
terramycin.  Much  of  the  data  have  been  ob- 
tained from  the  literature,  especially  from 
Schoenbach’s  Janeway  lecture.1 

Polymyxin 

Polymyxin  was  isolated  from  a culture  of  B. 
polymyxa  by  Stansly,  Shepherd,  and  White 
shortly  after  Benedict  and  Langlykke  reported 
that  a Viooo  dilution  of  a sterile  culture  filtrate 
of  B.  polymyxa  inhibited  the  growth  of  Bru- 
cella bronchiseptica.2-4  About  the  same  time 
Ainsworth,  Brown,  and  Brownlee  described  an 
antibiotic  derived  from  B.aerosporus  Greer,  which 
was  active  against  gram-negative  organisms,  and 
named  it  Aerosporin.5  It  was  soon  noted  that 
polymyxin  D and  Aerosporin,  or  polymyxin  A, 
were  probably  the  same.  Other  polymyxins — 
B,  C,  and  E — have  been  described  but  are  not 
commonly  used.  Polymyxin  D is  toxic  for  mice. 
Young  female  rats  developed  casts  and  albumin- 
uria twenty-four  hours  after  an  injection  of  20 
mg.  per  Kg.  Tubular  damage  was  demonstrated 
microscopically.  With  large  doses  (250  to  300 
mg.  per  Kg.)  marked  tubular  necrosis  was 
noted.  In  dosage  of  3 to  7 mg.  per  Kg.  daily, 
divided  into  three  to  eight  intramuscular  doses, 
adequate  therapeutic  levels  were  attained:  0.6  to 
1.3  micrograms  per  milliliter  of  serum.  These 
levels  rose  to  2.5  to  5.0  micrograms  per  milliliter 
on  the  fifth  to  tenth  day.  After  intramuscular 
injection  polymyxin  was  not  found  in  the  cere- 
brospinal fluid.  Polymyxin  D is  an  effective 
antibiotic  in  infections  with  B.  pyocyaneus,  in 
brucellosis,  and  in  typhoid  fever.  Although  it 
had  been  reported  that  Aerosporin  was  effective 
in  pertussis,  Kaplan,  Fischer,  and  Kohn  obtained 
questionable  results  using  polymyxin  B.6  They 
noted  that  its  renal  damaging  tendency  far  out- 
weighed its  efficacy. 

Polymyxin  should  be  used  clinically  in  severe 
B.  pyocyaneus  infections  and  may  be  tried  for 
short  periods  of  three  to  four  days  in  infections 
which  fail  to  respond  to  other  antibiotics  and 
chemotherapy. 

Bacitracin 

Bacitracin,  like  polymyxin,  has  a wide  range  of 
in  vitro  and  in  vivo  activity,  including  amebiasis, 


but  it  is  toxic  for  the  lower  nephrons.  The 
damage  is  reversible  in  surviving  test  animals 
but  may  be  quite  severe  both  in  animals  and  in 
man.  Local  application  of  bacitracin  has  been 
found  safe  and  effective  in  many  skin  and  eye  in- 
fections, but  parenteral  bacitracin  therapy  has 
not  gained  popularity  because  of  its  toxic  effect. 
The  toxicity  seems  to  vary  with  the  lot  of  the 
antibiotic  and  depends  to  some  extent  on  the 
method  of  growing  the  bacitracin. 

Meleney,  Longacre  el  al.  in  an  analysis  of  270 
surgical  and  medical  cases  reported  favorable  re- 
sults with  bacitracin  given  intramuscularly  in 
pneumococcus  pneumonia,  cellulitis,  infected 
accidental  wounds,  deep  abscesses,  infected  op- 
erative wounds,  carbuncles,  acute  and  chronic 
osteomyelitis,  leg  ulcers,  staphylococcal  menin- 
gitis, and  endocarditis.7  Two  hundred  units 
per  kilogram  every  six  hours  was  the  initial 
dosage,  doubled  and  tripled  as  needed.  These 
authors  state  that  the  toxic  factor  of  bacitracin 
is  far  outweighed  by  its  therapeutic  value. 

Eagle  and  Fleischman  have  found  a synergistic 
action  between  bacitracin  and  penicillin  in  the 
treatment  of  syphilis.8 

The  available  information  indicates  that  baci- 
tracin is  safe  and  effective  when  locally  applied 
for  skin  and  ocular  infections  but  that  parenteral 
bacitracin  should  be  kept  in  reserve  to  be  tried  if 
other  less  toxic  drugs  fail  or  should  be  used  in 
small  nontoxic  doses  with  penicillin  when  syner- 
gism is  known  to  occur. 


: 

c: 

50 

T- 

r- 


tst 

sr 

h 

fre 

K 


El 

tl 

E 

PV 


) is! 

|p 

tf 


Terramycin 

Terramycin  is  a recently  developed  antibiotic 
isolated  from  the  broth  of  a culture  of  Streptomy- 
ces  rimusus  by  a team  of  workers  in  the  research 
laboratory  of  Chas.  Pfizer  and  Company.  Terra- 
mycin is  amphoteric  and  forms  the  crystalline 
hydrochloride  and  the  sodium  salt.  Crystalline 
terramycin  is  quite  stable  at  25  C.  It  is  soluble 
in  methanol,  ethanol,  propylene  glycol,  and  in 
acetone  and  in  water  to  the  extent  of  0.25  mg.  per 
ml.  at  25  C.  It  is  stable  for  long  periods  at  room 
temperature  in  solutions  of  pH  2.0  to  5.0.  In 
vitro  crystalline  terramycin  hydrochloride  is 
effective  against  a variety  of  organisms,  a range 
similar  to  those  susceptible  to  aureomycin. 
The  clinical  data  available  likewise  indicates  an 
almost  similar  range  of  activity  to  that  of  aureo- 
mycin. The  dosage  recommended  for  adults 
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and  children  is  2 to  3 Gm.  daily  given  orally  in 
. four  doses  at  six-hour  intervals,  and  4 to  6 Gm. 
daily  for  very  sick  patients.  Terramycin  is  usu- 
ally well  tolerated,  but  nausea  is  produced  in  some 
patients.  The  clinical  reviews  are  increasing 
steadily.  They  indicate  that  Terramycin  is  an 
effective  antibiotic  very  similar  to  aureomycin 
except  that  Terramycin  should  not  be  used  alone 
in  influenzal  meningitis.* 

I 

Chloromycetin 

Chloromycetin  or  chloramphenicol  (Parke, 
Davis  and  Company)  was  produced  by  Ehrlich 
! and  his  associates  from  a strain  of  Streptomyces 
f ' isolated  by  Burkholder.9'10  Another  strain  of 
i|  Streptomyces  isolated  at  the  University  of  Illinois 
produces  an  antibiotic  identical  with  chloromy- 
: cetin.11-12  Chloromycetin  has  been  synthesized. 
It  is  a neutral  crystalline  substance  relatively 
insoluble  in  water  but  soluble  in  propylene  glycol, 
ethyl  alcohol,  acetone,  and  other  organic  solvents. 
It  is  stable  in  solution  of  pH  2 to  9.  It  is  rela- 
' tively  nontoxic  in  the  range  of  therapeutic  dosage. 

* Chloromycetin  in  vitro  exerts  a bacteriostatic 

• and,  in  high  concentrations,  a bactericidal  action 
1 on  many  species  of  gram-positive  cocci  and  gram- 
negative organisms,  both  cocci  and  bacilli,  on 
Rickettsiae,  and  on  some  spirochetes  but  has 
not  influenced  experimental  viral  infections  with 
influenza  A,  St.  Louis  encephalitis,  rabies,  and 
the  Newcastle  virus.13-16  Some  of  the  effects 
of  Chloromycetin  are  compared  with  those  of 
aureomycin  and  polymyxin  and  penicillin  in 
tables  from  Schoenbach  (Tables  I and  II). 

Chloromycetin  in  capsules  is  well  tolerated 
: when  taken  orally.  Children  do  not  accept  the 
'powdered  preparation  as  such.  After  an  initial 
1 oral  dose  of  1 Gm.  in  an  adult,  5 to  10  micro- 
grams per  milliliter  of  blood  were  detected  within 
two  hours,  and  at  the  same  time  there  was  a uri- 
i nary  concentration  of  200  micrograms  per  milliliter. 
The  levels  dropped  rapidly,  and  none  was  found 
in  the  blood  six  to  eight  hours  later.  In  adult 
patients  ill  with  typhoid  fever  who  received  50 
mg.  per  Kg.  of  body  weight,  followed  by  0.25 
Gm.  every  two  hours,  serum  levels  of  40  to  80 
micrograms  per  milliliter  were  detected  during 
the  first  twenty-four  hours.  These  levels  fell 
in  the  ensuing  three-day  period  to  approximately 

!20  micrograms  per  milliliter.  Except  for  occa- 
_ sional  vomiting  and  one  case  of  giant  urticaria  no 

! evidence  of  toxicity  was  noted.  Chloromycetin 
is  absorbed  from  the  rectum,  but  to  attain  thera- 
peutic levels  the  dosage  should  be  increased  by 
about  50  per  cent. 

Clinically,  chloromycetin  has  been  found  effec- 
tive  in  scrub  typhus;  rocky  mountain  spotted 

♦Since  this  paper  was  written,  terramycin  has  been  used 
successfully  in  a large  variety  of  clinical  diseases.  It  is  now 
available  for  intravenous  use. 


TABLE  1. — Comparison  of  Chloromycetin,  Aureomycin, 
and  Polymyxin  D Activity  in  Vitro  Against  Selected 
Gram-negative  Bacilli**1 


Gram-negative  Bacilli . 

Minimal  Inhibitory  Concentration 
Chloro-  Aureo-  Polymyxin 

mycetin  mycin  D 

(Micro-  (Micro-  (Micro- 


Organism 

grams 
per  Cc.) 

grams 
per  Cc.) 

grams 
per  Cc.) 

E.  coli  No.  4 

5.0 

5.0 

0.165 

E.  coli  No.  9 - 

10.0 

5.0 

0.156 

E.  communior  No.  14 

5.0 

5.0 

0.625 

Citrobacter  No.  6 

5.0 

5.0 

0.625 

Aerobacter  No.  10 

5.0 

5.0 

1.25 

Aerobacter  No.  12 

5.0 

2.5 

1.25 

Friedlander  A 

1.25 

1.25 

0.312 

Friedlander  B 

5.0 

5.0 

0.625 

Pyocyaneus  Her 

>100.0 

100.0 

1.25 

Pyocyaneus  Cal 

100.0 

100.0 

2.5 

Pyocyaneus  No.  16 

>100.0 

100.0 

0.625 

Pyocyaneus  But 

100.0 

100.0 

2.5 

Proteus  No.  1 1 

<3.1 

0.625 

>100.0 

Proteus  No.  17 

12.5 

50.0 

>100.0 

Proteus  No.  18 

25.0 

100.0 

>100.0 

Proteus  Herr 

12.5 

100.0 

* The  end  points  were  determined  after  incubation  for 
eighteen  to  twenty-four  hours. 


TABLE  II. — Comparison  of  Chloromycetin,  Aureo- 
mycin, AND  PbNICILLIN-G  ACTIVITY  IN  VlTRO  AGAINST 
Gram- positive  Cocci**1 


Gram-positive  Cocci . 

Minimal  Inhibitory  Concentration 
Chloro-  Aureo- 


Organism 

mycetin 
(Micro- 
grams 
per  Cc.) 

mycin 
(Micro- 
grams 
per  Cc.) 

Penicillin-G 
(Micro- 
grams 
per  Cc.) 

Streptococci 
Beta  group 

A C203 

5.0 

0.312 

0.008 

B 090 

5.0 

1.25 

0.016 

B 19 

5.0 

0.625 

0.035 

C K61 

5.0 

0.625 

0.016 

D Zymog 

10.0 

1.25 

2.5 

D 22A 

10.0 

0.625 

2.5 

F For 

2.5 

0.625 

0.05 

F H59 

5.0 

1.25 

0.016 

Alpha  faecalis 

Bla 

10.0 

1.25 

2.5 

Tar 

10.0 

1.25 

2.5 

West 

10.0 

1.25 

2.5 

Viridans 

h.  Dop 

5.0 

0.625 

0.625 

Keel 

10.0 

0.625 

2.5 

Pneumococcus  I 

SVI  2.5 

0.312 

0.016 

Staphylococci 

Aureus 

Zeut 

5.0 

0.625 

0.062 

Zorn 

5.0 

0.625 

0.062 

Gelb 

5.0 

0.625 

0.062 

Gibb 

10.0 

0.625 

0.012 

Albus  Heatly 

5.0 

0.625 

0.012 

* The  end  points  were  determined  after  incubation  for 
eighteen  to  twenty-four  hours. 


fever,  epidemic  and  murine;  typhus  fever; 

fievre  boutouneuse;  against  infections  with 

Brucella  abortus,  B.  melitensis,  and  B.  suis.  It 
is  perhaps  the  most  effective  nontoxic  antibiotic 
for  typhoid  fever  and  some  of  the  other  Salmon- 
ellae.  It  exerts  a beneficial  effect  in  primary 
atypical  pneumonia,  in  lymphogranuloma 
venereum,  and  in  granuloma  inguinale.  It  is 
effective  in  syphilis  and  against  gonococcal  in- 
fection. It  exerts  a beneficial  effect  in  urinary 
infections  due  to  E.  coli  and  aerobacter  aero- 
genes.  Influenzal  meningitis  has  been  success- 
fully treated  with  chloromycetin  by  Prather 
and  Smith.17  Good  results  are  also  reported  in 
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pertussis.  Pneumocococcus  pneumonia  responds 
readily  to  Chloromycetin. 

The  dosage  of  Chloromycetin  and  the  duration 
of  treatment  vary  considerably  with  the  infec- 
tion. Thus,  in  undulant  fever  or  typhoid  fever 
50  to  60  mg.  per  Kg.  is  recommended  as  the  initial 
dose  followed  by  0.25  Gm.  every  three  hours  for 
an  adult  until  the  patient  is  afebrile  for  seven 
days  and  five  days  respectively.  Similar  doses 
were  used  in  the  treatment  of  typhoid  fever  in 
children  by  Reilly  and  Harrel.18  The  dosage 
ordinarily  recommended  for  children  for  other 
infections  ranges  from  50  to  100  mg.  per  Kg. 
per  twenty-four  hours;  the  total  is  divided  into 
four  doses  at  six-hour  intervals  or  six  doses  at 
four-hour  intervals.  It  is  administered  by  mouth 
and  rarely  by  vein  and  may  be  given  by  rectum. 

In  rickettsial  diseases  no  relapse  has  been  noted 
even  when  the  drug  is  discontinued  twenty-four 
hours  after  the  patient  becomes  afebrile,  but 
longer  treatment  is  recommended.  Reilly  and 
Harrel  have  reported  an  average  duration  of 
typhoid  fever  of  thirteen  days  in  nine  children 
treated  with  chloromycetin.18  They  feel  that 
the  drug  was  definitely  beneficial. 

My  personal  experience  with  chloromycetin  is 
not  extensive,  but  I have  found  it  effective  in 
Salmonella  bacteremia,  in  peritonitis  associated 
with  ruptured  appendices,  helpful  in  a few  cases 
of  pertussis,  and  it  seemed  to  shorten  the  course 
in  three  cases  of  primary  atypical  pneumonia. 

1 have  observed  no  toxic  effect  except  vomiting. 

Aureomycin 

Aureomycin  is  a yellow  crystalline  antibiotic 
obtained  from  the  mold  Streptomyces  aureofa- 
ciens  by  Duggar.19  It  is  supplied  as  the  hydro- 
chloride. It  is  most  stable  in  acid  solutions  and 
at  low  temperatures.  It  loses  potency  rapidly 
at  56  C.  The  drug  is  readily  absorbed  when 
given  by  mouth  and  adequate  concentrations, 

2 to  4 micrograms  per  milliliter,  may  persist  for 
six  to  eight  hours  after  a single  dose  of  300  to  700 
mg.  in  an  adult.  Whitlock  et  al.  have  demon- 
strated effective  blood  levels  of  aureomycin  4 
and  6 hours  after  a single  oral  dose  of  11  mg. 
per  Kg.  in  children.20  The  drug  reaches  the 
cerebrospinal  fluid  even  when  there  is  no 
meningeal  inflammation.  The  urine  reveals  a 
concentration  approximately  100  times  that  pres- 
ent in  the  serum.  When  injected  intramuscu- 
larly, the  drug  is  very  irritating.  When  aure- 
omycin is  injected  intravenously,  it  is  quite  ef- 
fective but  sometimes  produces  an  annoying 
thrombophlebitis.  It  is  absorbed  from  the  rec- 
tum in  therapeutic  levels  if  the  dose  is  increased 
by  25  to  50  per  cent. 

Aureomycin  causes  nausea  and,  in  some,  diar- 
rhea, especially  in  infants  and  young  children, 


usually  after  a few  days  of  treatment  but 
occasionally  after  very  few  doses.  The  vomit- 
ing may  be  diminished  by  the  use  of  alkali 
or  of  tincture  of  belladonna  before  giving 
aureomycin,  but  alkali  may  slow  the  absorption 
of  aureomycin.  Itching  of  the  skin,  a maculo- 
papular  eruption,  urticaria,  erythema  multi- 
forme, a papulovesicular  eruption  in  the  folds  of 
the  skin  and  in  the  perianal  region,  and  white 
plaques  of  the  oral  mucous  membranes  have  been 
observed  following  the  use  of  aureomycin.21-22 
I have  observed  black  staining  of  the  teeth  and 
black  tongue  developing  in  a three-year-old 
female  who  had  taken  aureomycin  spersoids  for 
four  days.  The  condition  recurred  after  a test 
dose  of  the  same  product  given  three  days  after 
the  first  episode  cleared. 

Aureomycin  resistance  does  not  seem  to  occur. 
The  development  of  aureomycin  sensitivity  has 
been  rare,  but  some  of  the  above-mentioned 
rashes  and  black  tongue  were  reproducible,  indi- 
cating sensitivity.  Aureomycin  has  been  found 
effective  in  dosages  of  20  to  25  mg.  per  Kg.  of 
body  weight  per  twenty-four  hours  when  divided 
into  four  doses,  given  at  six-hour  intervals.  In 
severe  infections  50  to  60  mg.  per  Kg.  have  been 
effective,  and  in  very  severe  disease  intravenous 
therapy,  100  mg.  three  times  a day  injected 
slowly  in  100  to  200  cc.  of  saline  solution  for  the 
first  day,  may  be  helpful.  The  literature  and  per- 
sonal experience  to  date  indicate  that  aureomycin 
is  effective  in  a variety  of  infections  due  to  Staphy- 
lococcus aureus  in  children:  bacteremia,  pneu- 
monia, meningitis,  pyodermia,  peritonitis,  in 
the  prevention  of  staphylococcal  pulmonary 
infections,  and  in  cases  of  cystic  fibrosis  of  the 
pancreas.  Aureomycin  has  been  effective  in 
various  streptococcal  infections;  scarlet  fever, 
erysipelas,  sinusitis,  cervical  adenitis,  otitis 
media,  and  in  pneumococcal  infections,  especially 
pneumonia.  It  has  been  shown  to  be  effective 
against  Hemophilus  influenza  B meningitis  by 
Chandler  and  Hodes,  and  we  have  observed 
beneficial  results  in  a case  of  H.  influenza  B bac- 
teremia and  pneumonia.23  Aureomycin  has  also 
been  found  effective  in  most  of  the  rickettsial  in- 
fections, in  brucellosis,  in  primary  atjqfical  pneu- 
monia, in  psittacosis,  in  tularemia,  in  herpes 
zoster,  in  inclusion  conjunctivitis,  in  bronchio- 
litis, in  many  urinary  infections,  and  against 
spirochetal,  spirillum,  and  leptospiral  infections.1 
Infectious  mononucleosis  has  also  been  treated 
with  aureomycin. 

Aureomycin  has  been  variously  reported  to 
be  effective  and  to  be  ineffective  in  pertussis. 
Bradford  and  Day  and  Alexander  et  al.  have 
demonstrated  its  in  vitro  effect,  while  Bell,  Pitt- 
man, and  Olson  and  Chang,  Wells,  Place,  and  Fin- 
land have  described  rapid  elimination  of  H. 
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pertussis  and  diminution  of  the  period  of  par- 
oxysms in  children  with  pertussis.24-27  I have 
treated  ten  children  with  pertussis  with  50  to  60 
mg.  per  Kg.  per  twenty-four  hours  and  observed 
that,  in  eight  of  these  ten,  striking  reduction  in 
the  frequency  and  severity  of  the  paroxysms  and 
vomiting  was  accomplished  in  forty-eight  to 
| seventy-two  hours.  Two  children  had  recur- 
rence three  and  four  days  after  discontinuing  the 
drug  and  further  improvement  when  aureomycin 
was  resumed.  The  diagnosis  in  each  instance  was 
based  on  clinical  observation,  sibling  contacts 
with  the  disease,  and  elevated  lymphocyte  counts 
and  typical  paroxysmal  cough.  No  bacteriologic 
1 data  were  obtained.  Some  of  my  colleagues 
have  seen  similar  beneficial  results  but  have  also 
observed  failure  of  aureomycin  to  influence  clini- 
cal pertussis. 

While  aureomycin  is  effective  against  gram- 
positive cocci,  against  some  gram-negative 
i bacilli  and  the  Rickettsiae,  and  in  spirochetal 
and  spirillum  infections,  such  as  syphilis,  yaws, 

( relapsing  fever,  experimentally  against  Leptospira 
icterohemorrhagiae,  and  in  amebiasis,  its  effect 
j against  viruses  is  not  extensive.  It  is  useful  in 
! atypical  virus  pneumonia,  in  lymphogranuloma 
; venereum,  granuloma  inguinale,  and  psittacosis, 
j It  has  been  unsuccessfully  tried  in  mumps, 

| chickenpox,  poliomyelitis,  and  measles  and 
j failed  to  arrest  growth  of  viral  infections  such  as 
influenza,  canine  distemper,  rabies,  newcastle 
virus,  Venezuelan  equine  encephalomyelitis.28 
: Mazursky  et  al.  failed  to  show  any  beneficial 
effect  in  41  cases  of  chickenpox.29  The  lesions 
; continued  to  erupt  and  lasted  just  as  long,  and 
the  course  of  the  disease  was  the  same  in  those 
I receiving  aureomycin  and  in  the  untreated  con- 
j trols. 

In  some  45  cases  of  pre-eruptive  measles  treated 
with  60  mg.  per  Kg.  of  aureomycin,  King,  Curtis, 

| Karelitz,  and  Weichsel  were  unable  to  demon- 
strate  any  alteration  of  the  course  of  the  disease 
when  compared  to  controls  treated  with  peni- 
} cillin.30  Secondary  complications  were  avoided 
in  all  but  one  child  who  developed  pneumonia 
three  days  after  aureomycin  was  discontinued. 

Applebaum  and  Saigh  collected  the  data  on 
about  38  cases  of  poliomyelitis  treated  with  aureo- 
mycin at  the  Willard  Parker  Hospital  in  1949 
! and  were  unable  to  establish  any  beneficial 
effect.31  I treated  two  cases  of  bulbar  polio- 
myelitis with  aureomycin  intravenously,  giving 
300  mg.  three  times  a day  and  500  mg.  four 
times  a day  by  gavage.  The  one  fifteen- 
year-old  child  had  progression  of  his  central  ner- 
vous system  symptoms  and  died;  the  other,  an 
eleven-year-old  boy,  had  been  tracheotomized 
and  remained  in  coma  in  a respirator.  The  only 
beneficial  effect  of  aureomycin  noted  was  a drop 


in  temperature  in  the  second  patient  during  aureo- 
mycin administration,  after  300,000  units  of 
aqueous  procaine  penicillin  given  twice  daily 
intramuscularly  and  penicillin  aerosol  admin- 
istered through  the  tracheotomy  tube  had  failed 
to  prevent  fever. 

King  and  Karelitz  have  treated  five  cases  of 
acute  faucial  diphtheria  with  antitoxin  and 
aureomycin  and  four  diphtheria  carriers  with 
aureomycin  alone.32  The  dosage  of  aureo- 
mycin was  25  mg.  per  Kg.  per  twenty-four 
hours  given  in  four  doses.  The  nose  and  throat 
cultures  became  negative  in  all  but  two  cases 
within  one  or  two  days.  One  case  required 
four  days  of  aureomycin.  Another  case,  a man 
of  thirty-five  with  a most  extensive  membrane 
in  his  nose  and  pharynx,  became  free  of  Corne- 
bacterium  diphtheriae  after  four  days  of  aureo- 
mycin treatment  but  became  positive  again  four 
days  after  aureomycin  was  discontinued.  Other 
more  resistant  cases  have  been  encountered,  even 
to  50  mg.  per  Kg.  per  twenty-four  hours. 

In  several  of  my  patients  ill  with  otitis  media 
which  was  responding  slowly  to  penicillin  and/or 
sulfonamides,  the  addition  of  aureomycin  seemed 
to  hasten  recovery. 

Aureomycin  is  perhaps  the  most  widely  useful 
antibiotic  available  today.  Besides  the  wide 
range  of  infections  in  which  it  is  known  to  be 
effective,  aureomycin  may  be  helpful  in  other 
infections  in  which  resistance  has  developed  to 
the  drug  of  choice,  also  in  patients  who  have  be- 
come sensitive  to  the  drug  of  choice.  An  ex- 
ample of  an  extraordinary  aureomycin  result  is 
the  cure  of  an  infection  with  Spirillum  minus  in  a 
seven-year-old  boy.  For  three  and  a half  years 
this  child  had  been  in  one  or  another  hospital. 
He  was  severely  malnourished,  febrile,  had  sev- 
eral indolent  skin  ulcers,  a left-sided  hemiplegia, 
pansinusitis,  a draining  right  ear,  and  bronchiec- 
tases. His  condition  was  grave.  By  the  time 
the  diagnosis  was  made  via  a positive  blood  cul- 
ture the  Spirillum  had  become  resistant  to  250 
units  of  penicillin.  Although  in  vitro  sensitivity 
test  with  streptomycin  indicated  sensitivity 
to  the  blood  levels  obtained,  the  child  failed  to 
respond  to  2 Gm.  daily.  Mapharsen  also  failed 
to  effect  a cure.  Aureomycin  was  rapidly  effective 
in  eliminating  the  Spirillum,  healing  the  indolent 
ulcers,  and  in  reducing  the  activity  of  but  not  cur- 
ing the  sinus  and  pulmonary  infections.  This 
same  patient  recently  returned  to  the  Mount 
Sinai  Hospital  with  pneumonia  and  a positive 
blood  culture  for  H.  influenza  B.  He  was  quickly 
cured  with  aureomycin. 

Comment 

From  the  vast  search  for  new  antibiotics  sev- 
eral have  emerged  as  being  of  practical  value. 
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Unfortunately,  some  like  polymyxin  and  baci- 
tracin are  sufficiently  nephrotoxic  to  make  then- 
general  use  precarious.  Yet  each  has  its  appli- 
cation. Polymyxin  might  be  used  in  B.  pyo- 
cyaneus  infections  and  for  three  to  four  days  in 
other  infections  if  other  treatment  has  failed. 
Bacitracin  can  be  used  safely  locally  for  skin  and 
ocular  infections  and  in  selected  cases  may  be 
given  parenterally  in  smaller  less  toxic  doses. 

Chloromycetin,  aureomycin,  and  terramycin 
are  the  most  generally  useful  antibiotics  developed 
since  the  introduction  of  penicillin  and  strepto- 
mycin. As  was  indicated  these  three  overlap  a 
great  deal  in  their  therapeutic  range.  Thus,  all 
three  are  potent  agents  against  rickettsial  in- 
fections, in  brucellosis,  and  in  disease  due  to  H. 
influenza  and  H.  pertussis.  All  three  are  effec- 
tive in  spirochetal  and  spirillum  disease,  yet  they 
each  excel  in  some  infections.  Thus,  Chloro- 
mycetin is  more  regularly  effective  in  typhoid 
fever  and  Salmonella  infections.  Some  believe 
that  it  is  also  the  drug  of  choice  in  the  treatment 
of  brucellosis  and  H.  influenza  and  H.  pertussis 
infections.  Likewise  aureomycin  has  a more 
potent  effect  in  gram-positive  coccal  infections: 
streptococcus  and  staphylococcus  disease.  In  the 
final  analysis  the  decision  to  try  one  or  another 
of  the  three  antibiotics  in  a given  infection  must 
be  decided  on  the  following  factors:  the  available 
data  indicating  a preference  for  one  and  the  toler- 
ance for  the  drug,  the  method  of  administration, 
the  dosage,  and,  finally,  the  relative  cost  of  treat- 
ment. 

The  search  for  new  antibiotics  goes  on,  and  it  is 
a safe  prediction  that  many  more  useful  ones  will 
be  developed  in  the  near  future.  It  is  hoped 
that  some  of  these  may  prove  to  be  effective 
against  viruses,  most  of  which  seem  to  have  es- 
caped to  date. 
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NEW  TEST  FOR  STOMACH  CANCER  DEVISED  BY  NEW  YORK  DOCTORS 


An  ingenious  balloon  test  for  cancer  of  the  stomach 
has  been  devised  by  a group  of  doctors  from  Cornell 
University  Medical  College  and  New  York  Hospital. 
A rubber  balloon  covered  with  short  pieces  of 
braided  silk  and  attached  to  the  end  of  a tube  is 
swallowed  and  when  in  the  patient’s  stomach  is 
inflated.  Cells  from  the  stomach  lining  cling  to  this 
balloon  “brush.”  The  apparatus  is  deflated  and 
withdrawn,  and  the  cells  are  removed  by  washing  in 
a special  solution.  The  cells  are  then  examined  by 
the  Papanicolaou  smear  test. 

The  balloon  test  was  used  in  collecting  cellular 


material  from  the  stomachs  of  33  patients  in  whom 
the  diagnosis  of  a disease  was  confirmed  by  surgery. 
Of  this  group  of  33,  17  had  malignant  disease,  and  16 
had  diseases  other  than  cancer.  Among  the  17  pa- 
tients with  cancer,  balloon  wash  smears  revealed  no 
malignant  cells  in  two  cases,  suspicious  cells  in  one 
case,  and  malignant  cells  in  14  cases.  Among  the 
16  patients  with  conditions  other  than  cancer 
smears  were  negative  for  malignant  cells  in  14. 
Two  specimens  were  read  falsely  as  suggestive  of 
malignancy. — Journal  of  the  American  Medical 
Association,  August  12,  1950 


MEDICAL  PROBLEMS  IN  ATOMIC  WARFARE* 

Brig.  Gen.  James  P.  Cooney,  (MC)  USA,  Washington,  D.  C. 
t (From  the  Division  of  Military  Application,  Atomic  Enery  Commission) 


IT  IS  a great  pleasure  for  me  to  discuss  what  I 
believe  to  be  a very  vital  and  important  prob- 
lem involving  the  role  of  the  doctor  in  atomic  war- 
fare. This  problem  is  of  such  magnitude  that  it 
will  surpass  even  your  most  vivid  imagination 
and  is  one  which  requires  a great  deal  of  prelim- 
inary planning. 

How  are  we  to  evaluate  this  problem?  On  the 
one  hand,  wre  might  assume  that  we  may  be  ade- 
quately prepared  for  defense  against  such  an 
attack,  with  efficient  radar  warning  systems, 
underground  shelters,  and  a well-educated  pub- 
lic, organized  and  prepared  to  cope  with  this 
'vast  problem.  If  such  a situation  were  true,  our 
casualties  might  be  only  a few  thousand.  On 
I the  other  hand,  we  might  assume  another  Pearl 
Harbor  attack  during  the  late  afternoon  to  one 
of  our  large  industrial  cities.  In  this  case  our 
casualties  may  be  several  hundred  thousand. 
|For  the  purposes  of  planning  let  us  consider  the 
problem  as  it  presented  itself  at  Hiroshima.  Let 
us  assume  that  you  were  in  charge  of  the  medical 
.planning  for  such  a catastrophe.  What  would 
the  problems  be? 

The  casualties  may  be  divided  into  three  cate- 
gories, namely,  blast,  burns,  and  radiation. 

Blast 

Let  us  consider  first  the  casualties  produced 
by  the  blast  resulting  from  an  atomic  bomb. 
The  direct  blast  effect  resulting  from  the  bomb  at 
detonation  at  Hiroshima  was  rather  insignificant 
and  caused  about  a hundred  ruptured  ear  drums. 
There  were  no  cases  of  trauma  to  the  lungs  or 
ruptured  viscera  reported.  The  indirect  effect, 
of  course,  was  tremendous.  The  indirect  effect 
jlis  manifested  by  flying  debris,  masonry,  timbers, 
and  glass  fragments  resulting  in  thousands  of 
casualties.  Windows  were  broken  as  far  away 
as  Kure,  some  20  kilometers  distant.  In  studying 
the  casualties  statistics  there  were  surprisingly 
few  serious  injuries  such  as  fractured  femurs, 
spines,  and  skulls.  I reviewed  hospital  reports 
on  625  cases  admitted  to  one  hospital  and  found 
only  one  fractured  femur.  Of  course,  we  know 
that  serious  injuries  did  occur,  but  unfortunately 
no  effort  was  made  to  evacuate  the  wounded, 
and  those  persons  unable  to  walk  out  of  the  area 

* This  paper  is  a condensed  version  of  an  article  published 
in  the  Medical  Department  Reserve  Officers  Bulletin,  Oliver 
General  Hospital,  third  Army  Area,  Augusta,  Georgia,  April 
21,  1949. 


were  burned  to  death  by  fires.  The  failure  to 
rescue  thousands  of  wounded  people  in  such  a 
situation  must  not  happen  here.  It  is  our  re- 
sponsibility promptly  to  evacuate  the  injured 
in  such  a catastrophe  and  administer  appropriate 
treatment  to  alleviate  their  suffering.  The  pub- 
lic must  be  given  the  true  facts  about  the  meas- 
ures which  can  be  taken  to  minimize  casualties 
and  suffering.  We  must  not  unduly  frighten 
people  to  the  extent  that  they  will  refuse  to  par- 
ticipate in  rescue  attempts,  for,  if  such  a state  of 
affairs  exists,  thousands  of  wounded  will  be  neg- 
lected and  burn  to  death  in  the  same  manner  as 
occurred  at  Hiroshima. 

Burns 

With  respect  to  burns,  the  casualties  so  pro- 
duced may  be  divided  into  two  categories:  flash 
burns  and  flame  burns.  Flash  burns  resulted 
from  the  tremendous  flash  of  heat  released  at 
the  instant  of  detonation  of  the  bomb.  Burns 
occurred  within  a short  space  of  time  on  the  ex- 
posed surfaces  of  the  body  of  individuals  who 
were  in  the  open  out  to  a distance  of  approxi- 
mately 4,000  yards.  Within  a thousand  yards 
radius,  clothing  offered  very  little  protection. 
Therefore,  there  were  many  cases  in  this  area 
where  the  clothing  actually  caught  fire,  and  as  a 
result  the  individual  was  burned  to  death.  Out- 
side of  a thousand  yards,  clothing  offered  con- 
siderable protection  against  these  burns.  The 
darker  shades  of  clothing  absorbed  more  heat  and 
frequently  caused  burning  of  the  skin  beneath, 
whereas  the  lighter  shades  absorbed  less  heat  and 
offered  more  protection.  Tightness  of  clothing 
is  also  a factor  to  be  considered . Individuals  were 
burned  on  areas  where  the  clothing  was  in  direct 
contact  with  the  skin  while  loose,  light-fitted 
garments  offered  some  protection.  Burns  oc- 
curred only  on  the  exposed  surfaces  of  the  body 
which  were  in  the  direct  path  of  the  flash.  Burns 
were  of  all  varieties — first,  second,  and  third 
degree — depending  upon  the  distance  of  the  indi- 
vidual from  the  center  of  the  explosion.  The 
effects  produced  by  ultraviolet  radiation  were 
minimal,  probably  due  to  absorption  of  this  radi- 
ation by  the  moisture  in  the  air  and  to  the  fact 
that  there  was  a large  amount  of  ozone  gener- 
ated at  the  time  of  the  detonation.  Ozone  is  a 
very  efficient  absorber  of  ultraviolet  radiation. 
At  Hiroshima,  however,  some  interesting  skin 
reactions  occurred  as  a result  of  ultraviolet  ex- 
posure. In  a prison,  approximately  2,200  yards 
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from  the  center  of  the  detonation,  several  of  the 
prisoners  received  sufficient  ultraviolet  radiation 
to  cause  a deep  walnut  stain  of  the  exposed  skin. 
This  phenomena  was  referred  to  as  the  “mask”  of 
Hiroshima.  This  was  due  to  an  unusual  stimu- 
lation of  the  pigment  layer  of  the  skin  by  the 
ultraviolet  radiation.  Other  individuals  ap- 
proximately 2,000  yards  from  the  detonation  re- 
ceived such  a large  quantity  of  ultraviolet  radi- 
ation that  the  pigment  layer  in  the  skin  was 
completely  “washed  out,”  leaving  an  albino-like 
skin. 

The  flash  from  the  bomb  was  of  such  in- 
tensity that  it  caused  temporary  blindness  in 
some  of  the  exposed  individuals.  The  deto- 
nation of  an  atomic  bomb  under  conditions  similar 
to  those  at  Hiroshima,  except  during  the  hours  of 
darkness,  would  result  in  temporary  blindness 
for  a large  percentage  of  the  population  within  a 
few  miles  from  the  explosion.  This  condition 
results  from  the  loss  of  the  visual  purple  of  the 
retina  of  the  eye  following  exposure  to  an  intense 
source  of  light.  Individuals  so  exposed  will  be 
temporarily  blinded  until  such  time  as  it  takes  for 
the  eye  to  restore  the  visual  purple.  Such  a con- 
dition might  prove  very  serious  for  pilots  in  air- 
craft flying  in  the  vicinity  of  a detonation. 

Secondary  fires  caused  by  overturned  stoves, 
ignited  gas  mains,  and  short  circuits  were  preva- 
lent throughout  both  Hiroshima  and  Nagasaki 
as  a result  of  the  detonation.  The  tremendous 
number  of  casualties  produced  by  these  fires 
emphasizes  the  need  for  an  early,  well-planned, 
and  efficient  evacuation  of  personnel. 

The  problem  of  caring  for  the  thousands  of 
thermal  burn  cases  in  an  atomic  bombed  com- 
munity is  a challenge  to  the  ingenuity  and  re- 
sourcefulness of  American  medicine.  For  ex- 
ample, the  three  or  four  hundred  cases  of  burns 
resulting  from  the  Cocoanut  Grove  fire  in  Boston, 
which  is  one  of  the  leading  medical  centers  of  the 
world,  taxed  the  medical  facilities  to  capacity. 
It  is  important,  therefore,  that  we  consider 
seriously  this  question:  Are  we  prepared  to 

evacuate  and  treat  several  thousand  cases  of 
thermal  burns  resulting  from  an  atomic  explo- 
sion? It  is  clear  that  burns  require  prompt  treat- 
ment in  order  to  alleviate  the  suffering  and  pre- 
vent infection.  If  the  burns  become  infected, 
the  difficulty  in  treatment  becomes  greatly  mag- 
nified, and  the  end  result  is  usually  poor.  In 
Hiroshima  thousands  of  these  thermal  burn  cases 
became  infected  and  finally  healed  with  large 
keloid  formations  and  contractual  deformities. 
We  must  not  allow  such  results  to  happen  here. 
It  is  essential  that  serious  consideration  be  given 
to  appropriate  procedures  for  the  mass  treatment 
of  thermal  burns. 

Associated  with  this  plan  for  mass  treatment, 


provision  must  be  made  for  adequate  medical 
supplies  and  personnel  to  support  the  under- 
taking. In  view  of  the  magnitude  of  any  plan 
for  the  mass  treatment  of  burns,  considerable 
time  will  be  required  to  work  out  all  aspects  of  the 
problem.  The  photographs  of  casualties  at  Hiro- 
sluma  which  have  appeared  in  periodicals  and 
newspapers  are  cases  of  thermal  burns  and  not 
the  results  of  ionizing  radiation.  It  is  the  ther- 
mal burns  which  must  be  treated  promptly  and 
which  will  require  the  full  attention  of  physicians. 
In  order  to  treat  these  burn  cases,  prompt  evacu- 
ation of  the  wounded  is  the  paramount  task. 

Radiation  Sickness 

Ionizing  radiation  is  the  additional  hazard 
which  makes  the  atom  bomb  different  from  the 
conventional  bomb.  The  estimated  deaths 
caused  by  ionizing  radiation  were  approxi- 
mately 15  per  cent  of  the  total.  It  is  true  that 
many  of  the  individuals  who  were  killed  by  blast 
and  burns  also  had  lethal  doses  of  ionizing  radi- 
ation. However,  85  per  cent  of  the  people  who 
died  at  Hiroshima  would  have  died  if  no  ionizing 
radiation  were  present.  Let  us  net  underesti- 
mate nor  attempt  to  debunk  the  radiation 
hazard.  The  deaths  from  ionizing  radiation  at 
Hiroshima  alone  amounted  to  9,000  people. 
However,  there  has  been  too  much  emphasis  on 
the  ionizing  radiation  effects  in  connection  with 
the  casualties  produced  and  too  little  emphasis 
on  the  frightful  number  of  individuals  who  died 
as  a result  of  the  blast  and  burns.  The  emphasis 
which  has  been  placed  on  the  ionizing  radiation 
from  the  bomb  has  confused  and  frightened 
people  to  such  an  extent  that  many  believe  that 
it  will  be  dangerous  to  enter  a bombed  com- 
munity and  rescue  the  wounded.  Many  people 
think  of  the  atomic  bomb  only  in  terms  of  its 
ionizing  radiation  effects.  This  is  an  unfortu- 
nate and  erroneous  concept.  We  cannot  em- 
phasize too  strongly  that  the  initial  problem  is 
the  evacuation  and  treatment  of  the  blast  and 
burn  casualties.  Bear  in  mind  that  after  the 
detonation  of  an  atomic  bomb,  such  as  at  Hiro- 
shima and  Nagasaki,  it  is  perfectly  safe  to  enter 
the  area  and  rescue  the  wounded  without  fear 
of  exposure  from  the  “residual”  radiation.  The 
facts  to  support  this  contention  will  become  ap- 
parent as  we  discuss  more  fully  what  happens  at 
and  after  the  detonation  of  an  atomic  bomb. 

Radiation  Effects 

In  order  to  understand  the  radiologic  hazards 
associated  with  the  atomic  bomb,  it  would  be 
helpful  if  we  could  analyze  first  the  physical  facts 
about  ionizing  radiation.  So  long  as  there  is  a 
definite  ratio  between  the  number  of  protons 
and  neutrons  in  the  nuclei,  the  atom  is  stable. 
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MU,2<-3-»0Th23('^-88Ra22'^-86Rn2^8)Po2I8-2.82Pb21< 

WUM8  + N^92U233^93Np239^91Pu2M^- 

Fig.  1.  Radioactive  decay  of  uranium  234  and 
uranium  239. 


Where  this  ratio  no  longer  exists,  and  we  have  too 
many  neutrons  for  the  number  of  protons,  or 
vice  versa,  the  nucleus  becomes  unstable.  Sta- 
bility can  then  be  attained  by  changing  the 
charge  and  mass  (protons  and  neutrons)  of  the 
nucleus.  This  is  accomplished  by  the  emission  of 
radioactive  particles  and  rays.  This  process  is 
known  as  radioactive  decay.  The  rate  at  which 
each  element  decays  is  known  as  the  “half  life.” 

Figure  1 is  an  example  of  the  radioactive  decay 
of  uranium  234.  Note  that  uranium  234  has 
92  protons  and  142  neutrons  in  the  nucleus.  This 
atom  is  unstable  and  emits  a radioactive  par- 
ticle. This  particle  is  known  as  an  alpha  par- 
ticle. It  consists  of  two  protons  and  two  neu- 
trons. When  this  particle  is  emitted  from  the 
nucleus,  the  charge  will  be  reduced  by  two  and 
the  mass  by  four  resulting  in  an  isotope  of  tho- 
rium (ionium).  The  nucleus  of  this  isotope  of 
thorium  emits  an  alpha  particle  with  the  forma- 
tion of  a nucleus  with  88  protons  and  138  neu- 
trons. This  is  the  element  radium.  The  con- 
tinued emission  of  nuclear  particles  and  rays  fol- 
lows an  established  pattern  breakdown  or  process 
known  as  the  radioactive  decay  and  results  in  the 
formation  of  other  elements  including  radon  and 
polonium.  Finally,  the  nonradioactive  state  or 
stable  condition  of  the  nucleus  is  reached,  and  the 
stable  or  last  element  in  the  decay  process  is  lead 
which  is  not  radioactive.  Thus,  by  altering  the 
mass  and  charge  the  unstable  nucleus  is  converted 
into  a stable  nucleus.  This  process  may  also  be 
accomplished  by  the  ejection  of  a beta  particle. 
A beta  particle  is  a high-speed  negative  electron 
arising  in  the  nucleus  due  to  the  splitting  of  a 
neutron  into  a proton  and  electron.  The  pro- 
ton remains  in  the  nucleus  and  the  high-speed 
negative  electron  is  ejected.  The  remaining 
atom  has  an  additional  positive  charge  in  the 
nucleus  and  retains  essentially  the  same  mass. 

As  an  illustration  let  us  consider  uranium  239. 
Here  the  uranium  nucleus  has  a charge  of  92  and 
the  mass  of  239.  In  other  words,  it  is  composed 
of  92  protons  and  147  neutrons.  If  the  neutron 
is  split  into  a proton  and  electron,  the  electron  is 
ejected  from  the  nucleus  and  the  proton  remains 
resulting  in  an  element  with  93  protons.  This 
element  is  neptunium  which  in  turn  emits  an- 
other beta  particle  thereby  increasing  the  charge 
of  the  nucleus  and  results  in  a formation  of  a new 


element,  plutonium,  with  an  atomic  number  94. 
By  the  emission  of  radioactive  particles,  the  ele- 
ment may  assume  a position  either  higher  or 
lower  in  the  periodic  table  of  elements.  In  addi- 
tion to  the  emission  of  the  beta  particle  through 
a very  complicated  process,  a gamma  ray  may 
also  be  emitted  from  the  nucleus  of  certain  ele- 
ments. Gamma  rays  fall  between  x-rays  and 
cosmic  rays  in  the  electromagnetic  spectrum. 

Following  the  detonation  of  an  atomic  bomb, 
ionizing  radiations  are  liberated  by  different 
processes.  Radiations  from  the  bomb  may  be 
divided  into  four  categories,  namely,  prompt, 
delayed,  residual,  and  induced.  Accompanying 
the  nuclear  reaction  resulting  in  the  detonation 
of  the  bomb,  prompt  gamma  rays  are  emitted. 
Immediately  following  the  detonation  the  fission 
products  which  emit  beta  and  gamma  rays  rap- 
idly rise  in  a cloud  into  the  atmosphere.  The 
gamma  rays  from  the  fission  products  in  this 
rapidly  rising  cloud  are  known  as  delayed 
gammas.  They  can  produce  severe  biologic 
damage  for  approximately  ninety  seconds  after 
the  detonation. 

The  delayed  gammas  contribute  approximately 
95  per  cent  of  the  total  dose  to  which  an  indi- 
vidual may  be  exposed  following  the  detonation. 
Thereafter,  the  radiation  comes  from  the  fission 
products  which  fall  out  of  the  cloud  and  are 
known  as  the  residual  radiation.  Induced  radi- 
ation is  the  radioactivity  produced  by  the  bom- 
bardment of  certain  elements  by  the  neutrons 
released  at  detonation.  Neither  the  residual 
nor  the  induced  radiation  was  significant  at 
Hiroshima.  As  far  as  a detonation  is  concerned, 
the  nuclear  particles  and  rays  of  biologic  impor- 
tance include  the  alpha  particle,  beta  particle, 
gamma  ray,  and  neutron.  The  biologic  effects 
of  these  various  types  of  nuclear  particles  and 
ionizing  radiations  will  concern  us  next. 

No  doubt  you  have  frequently  heard  reference 
to  the  term  ionization  as  applied  to  the  biologic 
effects  of  radiation.  Ionization  can  be  under- 
stood if  one  considers  an  alpha  particle,  beta  par- 
ticle, gamma  ray,  or  neutron  colliding  with  an 
atom  and  thereby  causing  the  atom  to  lose  an 
electron  from  its  orbit.  The  ejected  electron, 
since  it  is  negatively  charged,  is  referred  to  as  a 
negative  ion,  and  the  remainder  of  the  atom  (less 
the  ejected  electron)  is  referred  to  as  the  positive 
ion.  This  process  is  termed  ionization.  When 
the  atom  or  atoms  comprising  a living  cell  undergo 
a specific  degree  of  ionization,  the  living  processes 
within  the  cell  cease  and  cell  dies.  The  mecha- 
nism of  the  cause  of  death  is  not  understood. 
However,  it  appears  that  the  energy  released 
from  the  ionization  process  breaks  the  chemical 
bonds  of  the  complex  compounds  within,  the 
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External 
Alpha  = 0 

Beta  = 1 + 

Neutrons  = 44- 

Gamma  = 44- 


Internal 
Alpha  = 44- 
Beta  = 1-j- 
Neutrons  = 0 
Gamma  = 0 


Fig.  2.  Evaluation  of  radiologic  hazards  from 
nuclear  particles  from  sources  outside  the  body  and 
from  sources  within  the  body. 


cell  and  thereby  interferes  with  the  normal  cell 
metabolism. 

The  alpha  particle,  which  is  essentially  the 
nucleus  of  the  helium  atom,  has  the  ability  to 
produce  an  enormous  number  of  ion  pairs  within 
a prescribed  path  of  air  or  tissue  as  compared  with 
beta  particle.  The  beta  particles  in  turn  pro- 
duce many  more  ion  pairs  in  air  or  tissue  than 
those  produced  from  a single  gamma  ray.  The 
ionizing  ability  of  alpha  particles  per  centimeter 
of  path  is  approximately  10,000  for  alpha  particles, 
1 00  for  a beta  particle,  and  one  ion  pair  for  a gamma 
ray.  A neutron  may  eject  a proton  from  the 
nucleus  of  an  atom,  and  hence  the  ejected  pro- 
ton will  produce  a greater  number  of  ion  pairs 
per  centimeter  path  than  the  beta  particle. 
The  number  of  ion  pairs  produced  by  the  proton, 
however,  is  less  than  an  alpha  particle.  From 
this  brief  analysis  it  is  apparent  that  the  alpha 
particle  can  cause  considerable  damage  to  living 
tissue. 

In  order  to  evaluate  properly  the  radiologic 
hazards  from  the  various  types  of  nuclear  par- 
ticles and  radiations,  we  must  understand  the 
difference  between  “external”  and  “internal” 
radiation  (Fig.  2).  External  radiation  includes 
all  nuclear  particles  or  ionizing  radiations  which 
emanate  from  a source  outside  the  body.  Inter- 
nal radiation,  on  the  other  hand,  refers  to  a source 
of  radiation  within  the  body. 

The  alpha  particle  is  comparatively  large  as 
compared  to  the  other  nuclear  particles  since 
it  has  a charge  of  two  and  a mass  of  four.  The 
range  of  the  most  energetic  alpha  particles  usu- 
ally does  not  exceed  a few  centimeters  in  air  and 
a few  millimeters  in  tissue.  The  alpha  particle 
is  easily  stopped  by  a thin  piece  of  paper  or  by 
the  homy  layer  of  the  skin.  Alpha  particles  do 
not  have  the  ability  to  penetrate  and  hence  ex- 
ternally present  no  problem . 

The  beta  particle  has  a range  of  a few  meters  in 
air  and  perhaps  a half  centimeter  in  tissue.  Beta 
particles  have  the  ability  to  produce  very  severe 
damage  to  the  skin  if  present  in  sufficient  quan- 
tities. However,  they  do  not  penetrate  into  the 
deeper  structures  of  the  body  such  as  the  bone 
marrow  or  the  lymph  glands.  Therefore,  from 


an  external  radiation  standpoint,  beta  particles 
only  affect  the  skin.  Gamma  rays  and  neutrons 
both  have  the  ability  to  penetrate  to  the  deeper 
structures  and  vital  organs  and  cause  ionization 
within  the  tissues  which  may  result  in  death. 

Radioactive  materials,  from  the  internal 
radiation  standpoint,  may  gain  access  into  the 
body  through  three  different  routes : by  ingestion, 
inhalation,  or  through  a break  in  the  skin.  In- 
ternally, the  alpha  particles  are  the  most  danger- 
ous because  they  are  in  contact  with  certain  deli- 
cate tissues,  and  since  they  have  tremendous 
ionization  ability  the  adjacent  tissue  is  severely 
damaged.  Such  constant  trauma  over  a period 
of  years  may  result  in  the  formation  of  malig- 
nant tumors.  The  severity  of  damage  pro- 
duced by  radioactive  particles,  such  as  alpha  par- 
ticles from  radium,  has  been  tragically  illustrated 
by  the  cases  of  radium  dial  workers  who  ingested 
radium  by  touching  the  paint  brush  to  their 
tongue.  The  ingested  radium  gained  access  to 
the  blood  stream  via  the  gastrointestinal  tract 
and  was  deposited  in  the  bones  of  the  body  re- 
sulting in  the  formation  of  osteogenic  sarcomas 
five  to  fifteen  years  later. 

Several  factors  control  the  ease  or  difficulty 
of  getting  radioactive  material  into  the  body. 
These  include  the  solubility  of  the  material,  the 
size  of  the  particles,  the  biologic  half-life  of  the 
material,  and  the  principal  site  of  deposit  within 
the  body. 

Fortunately,  most  of  the  fission  products  and 
fissionable  material,  such  as  plutonium,  are  quite 
insoluble.  For  instance,  only  0.0003  per  cent  of 
the  plutonium  ingested  is  eventually  fixed  in  the 
body.  Therefore,  some  fission  products  which 
are  relatively  quite  soluble  such  as  barium,  stron- 
tium, and  iodine  are  readily  fixed  within  the 
body.  The  size  of  the  radioactive  particles  is 
important  in  evaluating  the  internal  hazards 
where  particles  gain  access  to  the  body  by  in- 
halation. The  nose  will  filter  out  all  particles 
of  10  microns  or  over  in  size.  Ninety-five  per 
cent  of  the  particles  5 microns  in  size  will  be  fil- 
tered out  by  the  nose.  The  optimal  size  for  ex- 
change between  alveolar  cells  and  the  blood 
stream  is  0.5  micron.  Another  additional  factor 
in  this  regard  is  that  fission  products  adhere  to 
other  particles  and  hence  become  a larger  mass 
of  material.  Thus,  very  few  particles  of  fission 
products  or  unfissioned  bomb  residue  of  the 
optimal  size  will  be  inhaled  by  an  individual 
following  a detonation.  The  solubility  and 
particle  size  of  the  radioactive  materials,  there- 
fore, represent  a safety  factor.  The  beta  par- 
ticle likewise  is  an  internal  hazard,  but  gamma 
rays  and  neutrons  are  of  no  significance  from 
the  internal  radiation  standpoint. 

Patients  exposed  to  atomic  detonations  at 
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Air 
Blast  and 
burns — 85% 

Radiation — 
15%  (all 
prompt) 


BURST 
Ground 
Blast  and  burns 
decreased 

Radiation 
Increased — 
residual 
Decreased— 
prompt 


Water 
Blast — 
decreased 
Bum — absent 
Radiation 
Prompt — 
absent 
Residual — 
increased 


Fig.  3.  Casualties  produced  by  three  different 
types  of  atom  bomb  burst. 


Catastrophe 

Type  of  Burst 

Air 

Ground 

Water 

Buildings  destroyed 

4+ 

2+ 

1 + 

Fires 

4+ 

2+ 

0 

Transportation 

4+ 

2+ 

0 

Communication 

4+ 

2+ 

0 

Shock 

4+ 

2+ 

0(4  + ?) 

Fig.  4.  Effects  of  a catastrophe  on  a modern 
city  which  might  be  caused  by  the  three  different 
types  of  atom  bomb  bursts. 


Hiroshima  and  Nagasaki  may  be  divided  into 
the  following  groups: 

1.  Patients  Who  Died  Within  the  First  Two 
Weeks. — Patients  complained  of  nausea  and 
vomiting  on  the  first  day  of  the  bombing,  followed 
by  anorexia,  malaise,  severe  diarrhea,  thirst,  and 
fever.  Profound  leukopenia  was  present.  Tem- 
perature records  in  all  these  patients  were  re- 
markably similar.  Usually  between  the  fifth 
and  seventh  days  and  sometimes  as  early  as  the 
third  day  there  was  a steplike  rise  in  tempera- 
ture, usually  continuing  to  the  day  of  death. 
The  earlier  the  fever,  the  more  severe  the  symp- 
toms and  the  poorer  the  prognosis. 

2.  Patients  Dying  the  Third,  Fourth,  Fifth, 
and  Sixth  Weeks  or  Surviving  Severe  Symptoms. — 
In  this  group  the  anatomic  and  clinical  results 
of  radiation  attained  their  acme.  Epilation  was 
prominent,  and  hemorrhagic  and  necrotizing 
lesions  were  entirely  comparable  to  those  seen 
in  aplastic  anemia  and  agranulocytosis  and 
occurred  in  the  gums,  respiratory,  and  gastro- 
intestinal tract.  Petechiae  of  the  skin  were 
almost  always  present. 

3.  In  some  individuals  in  whom  the  bone 
marrow  failed  to  recover  the  patients  died  after  a 
chronic  illness  of  extreme  emaciation.  In  others, 
concomitant  with  partial  or  complete  recovery 
of  the  marrow,  most  of  the  striking  manifesta- 
tions classed  as  anemia  disappeared,  but  they 


nevertheless  succumbed  to  complications  such  as 
lung  abscesses,  tuberculosis,  etc. 

At  this  point,  we  should  compare  the  casual- 
ties produced  by  an  air  burst,  ground,  and  under- 
water burst  of  an  atomic  bomb  (Fig.  3).  From 
an  air-burst  bomb  (at  Hiroshima  and  Nagasaki) 
85  per  cent  of  the  casualties  were  caused  by 
blast  and  burns;  15  per  cent  of  the  deaths  were 
attributed  directly  to  ionizing  radiation.  The 
air-burst  bomb  was  dropped  from  an  optimum 
altitude  to  cause  maximum  blast  damage. 

For  a ground  burst,  the  blast  damage  and  fires 
will  be  diminished  with  the  result  that  there  will 
be  fewer  casualties.  The  amount  of  prompt  radi- 
ation released  over  the  area  will  likewise  be  de- 
creased, but  the  residual  radiation  will  be  in- 
creased. We  can  only  speculate  as  to  the  in- 
creased degree  of  radiologic  hazard  that  will  re- 
sult from  a ground  burst.  Many  factors  will 
control  the  amount  of  residual  radiation  such 
as  the  character  of  the  soil  or  terrain. 

With  regard  to  an  underwater  burst,  such  as 
Test  Baker  at  Bikini,  the  blast  effect  will  be  con- 
siderably reduced;  only  those  facilities  and  ves- 
sels afloat  in  a harbor  area  will  be  damaged. 
Burns  will  be  absent  as  well  as  the  prompt  radi- 
ation. Since  the  bomb  is  detonated  underwater, 
a large  percentage  of  the  fission  products  will  be 
mixed  with  the  rising  column  of  thousands  of 
tons  of  water.  The  residual  radiation,  there- 
fore, from  a Baker  type  of  detonation  would  cause 
the  radiologic  contamination  of  shore  and  harbor 
facilities.  The  extent  and  security  of  the  con- 
tamination would  depend  upon  the  depth  of  the 
water  in  which  the  bomb  was  detonated,  the 
meteorologic  conditions,  proximity  of  facilities 
to  the  site  of  detonation,  and  the  water  currents. 

With  these  facts  in  mind  let  us  consider  the 
effect  a catastrophe,  such  as  caused  by  an  air 
burst,  ground,  and  underwater  burst,  might  have 
on  a modern  city  (Fig.  4) . 

For  the  purpose  of  relative  comparisons,  I will 
use  the  symbols  ranging  from  zero  to  4 plus  to 
give  you  some  idea  of  the  comparative  effects. 

In  an  air  burst,  then,  the  destruction  to  build- 
ings will  be  4 plus;  fire,  4 plus;  transportation, 
4 plus;  communication,  4 plus,  and  mental 
shock,  4 plus. 

For  a ground  burst  the  destruction  to  buildings 
will  be  2 plus;  fire,  2 plus;  transportation,  2 
plus;  communications,  2 plus,  and  mental  shock 
2 plus. 

For  an  underwater  burst  the  destruction  to 
ships  and  harbor  installation  might  be  1 plus; 
fire,  zero;  communications  and  transportation 
will  be  essentially  intact.  After  the  radiologic 
hazards  resulting  from  the  residual  radiation  have 
been  determined,  transportation  should  be 
available  to  evacuate  personnel  from  contami- 
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nated  areas.  In  such  a situation  a well-organized 
evacuation  plan  may  save  many  lives. 

In  summary,  I should  like  to  emphasize  that 
the  ionizing  radiation  from  the  atomic  bomb 
is  not  the  primary  or  principal  hazard.  The 
destruction  wrought  by  the  bomb  from  the  blast, 
heat,  and  secondary  fires  are  the  paramount 
hazards. 


Discussion 

Harold  W.  Jacox,  M.D.,  New  York  City. — General 
Cooney  has  given  us  an  excellent  evaluation  of  the 
hazards  of  modern  atomic  warfare.  He  has 
emphasized  that  approximately  85  per  cent  of  the 
casualties  at  Hiroshima  were  from  blast  and  burns 
and  15  per  cent  from  ionizing  radiations,  amounting 
to  9,000  people.  He  has  given  us  a clear  insight 
into  the  part  played  by  radiation,  both  acute  and 
delayed. 

Although  it  is  generally  agreed  among  radiologists 
that  a total  body  exposure  in  the  neighborhood  of 
500  r is  lethal  for  man,  the  actual  amount  of  permis- 
sible total  body  irradiation,  or  so-called  desperation 
doses,  is  not  known.  A questionnaire  sent  by  Dr. 
Newell,  a pioneer  radiologist  of  Stanford  University, 
to  50  scientists  who  work  in  the  fields  of  radiation 
therapy  and  experimental  radiology  showed  that 
these  consultants  think,  on  the  whole,  that: 

1.  The  dose  which  rapidly  renders  troops  ineffec- 
tive is  not  much  smaller  than  the  lethal  dose. 

2.  Given  more  slowly  the  same  total  dose  renders 


about  the  same  percentage  ineffective  by  the  end  of 
two  days  and  kills  about  the  same  percentage. 

3.  When  the  exposure  is  spread  over  a month, 
the  tolerance  is  less  than  doubled,  except  for  the 
single  class  of  no  radiation  deaths,  where  it  is  esti- 
mated to  require  slightly  more  than  twice  the  expo- 
sure if  received  slowly. 

4.  The  average  probable  over-all  error  is  35  per 
cent,  varying  from  25  per  cent  in  the  upper  brackets 
to  50  per  cent  for  those  estimates  below  300  r. 

For  military  purposes  and  in  desperate  circum- 
stances generally,  we  are  likely  to  have  to  depend 
upon  pretty  rough  observations.  Perhaps  the 
present  estimates,  for  all  their  probable  errors,  may 
prove  to  be  accurate  in  comparison  to  the  poor 
reliability  of  a field  commander’s  information. 
However,  they  are  pretty  unsatisfactory  for  guid- 
ance in  regard  to  voluntary  overexposure  in  a 
measured  radiation  field.  They  ought  to  be  im- 
proved by  the  acquisition  of  dependable  data. 
This  might  be  done  with  more  experiments  on  large 
mammals  such  as  the  monkey.  Abundant  data 
concerning  the  lethal  effect  of  radiation  on  small 
animals  and  a lesser  amount  on  dogs  and  swine  are 
available,  but  more  work  needs  to  be  done. 

I understand  that  a monitor  ionization  badge, 
which  may  be  worn  by  combat  troops  and  which  will 
tell  at  a glance  how  much  radiation  has  been  re- 
ceived by  that  individual,  is  being  developed  for  the 
purpose  of  sorting  those  casualties  requiring  first  aid 
from  those  beyond  help.  It  is  of  the  utmost  im- 
portance for  the  armed  forces  to  teach  all  personnel, 
including  as  many  civilians  as  possible,  the  salient 
facts  about  radiation  dangers  and  the  most  efficient 
means  we  know  for  combating  them. 


EDUCATIONAL  PROBLEMS  IN  PHYSICAL  MEDICINE  AND  REHABILITATION 


The  emergence  of  physical  medicine  and  rehabili- 
tation as  a specialty  has  brought  with  it  certain 
inevitable  problems  which,  though  varied  in  char- 
acter, radiate  chiefly  from  the  central  problem  of 
professional  education.  The  fact  that  technical 
personnel  were  developed  prior  to  its  establishment 
as  a medical  specialty  is  not  historically  unique; 
the  barber-surgeon  is  a case  in  point.  Even  now, 
the  educational  program  in  physical  medicine  and 
rehabilitation  is  in  a formative  stage,  and  the  formu- 
lation of  sound  concepts  in  this  area  is  a pressing 
current  need.  While  criticism  of  the  physiatrist 
as  a gadgeteer,  once  perhaps  justifiable,  has  sub- 
sided, the  specialty  still  faces  urgent  problems  in- 
volving definition  of  its  functional  relationship  to 
other  professional  personnel.  At  present  there  is 
a tendency  for  the  physiatrist  to  become  a correlator 


of  treatment,  accepting  the  diagnosis  of  someone 
else  and  referring  the  patient  to  others  for  treatment. 
This  situation  is  probably  inevitable  where  there 
are  so  few  physiatrists  to  fill  pressing  needs,  forcing 
reliance  on  ancillary  assistants  and  other  medical 
specialists.  Also,  despite  growing  awareness  of 
the  potentialities  of  physical  medicine  and  rehabili- 
tation, physicians  generally  are  not  acquainted  with 
results  which  can  be  achieved  by  the  physiatrist. 
Frequently  too  it  is  considered  that  any  physician 
is  capable  of  practicing  the  specialty  by  giving 
nonspecific  orders  for  physical  treatment,  although 
he  may  be  entirely  unacquainted  with  the  specifically 
indicated  procedures.  Many  of  these  attitudes  are 
the  result  of  inadequacies  of  the  basic  education  of 
physicians. — Earl  C.  Elkins,  M.D.,  Archives  of 
Physical  Medicine,  October,  19 49 


SUBCLINICAL  MINERAL  OIL  PNEUMONITIS 

Louis  Schneider,  M.D.,  Bronx,  New  York 

( From  the  New  York  City  Department  of  Health  and  the  Columbia  University  School  of  Public  Health) 


ABOUT  a year  before  the  submission  of  this 
paper,  attention  was  directed  to  a pulmo- 
nary hazard  to  the  apparently  healthy  adult  who 
is  habituated  to  the  repeated  ingestion  of  sizable 
quantities  of  mineral  oil  for  laxative  purposes.1 
At  that  time  a review  of  the  features  of  this  man- 
made disease,  including  suggestions  as  to  treat- 
ment, was  given.  The  seriousness  of  mistaking 
this  relatively  benign  mineral  oil  pneumonitis  for 
bronchopulmonary  malignancy  was  emphasized, 
and  it  was  predicted  that  with  the  widespread 
routine  use  of  the  chest  x-ray  many  more  cases 
of  this  very  insidious  granulomatous  lung  process 
will  be  uncovered  in  unsuspecting  persons.  The 
continued  experience  of  this  observer  and  the 
interest  engendered  by  the  previous  report  con- 
vince him  that  the  cases  under  discussion  remain 
an  intriguing  diagnostic  problem.2-3  There- 
fore, pertinent  data  relative  to  some  newly  found 
cases  of  oil  pneumonitis  discovered  in  recent  chest 
x-ray  surveys  are  herein  given,  and  additional 
aids  in  the  diagnosis  of  this  not  uncommon  ail- 
ment are  described. 

As  was  expected,  not  only  are  instances  of  so- 
called  subclinical  lipid  pneumonia  due  to  the 
ingestion  of  liquid  petrolatum  being  uncovered, 
but  similar  cases  due  solely  to  nasal  instillation 
of  mineral  oil  have  also  been  found.  There  is 
certainly  less  excuse  for  the  appearance  of  the 
latter  type  of  case,  since  the  tie-up  between  the 
use  of  mineral  oil  in  the  nose  and  throat  and  the 
production  of  chronic  lung  changes  was  so  well 
established  many  years  ago  that  pharmaceutical 
houses  stopped  using  liquid  petrolatum  as  a 
vehicle  for  nasopharyngeal  medication.  This 
tie-up  will  be  re-emphasized  in  two  clinicoroent- 
gen  observations,  while  it  may  be  remarked  that 
at  least  three  nose-drop  preparations  in  a mineral 
oil  menstruum  are  being  widely  used  at  the  pres- 
ent time. 

The  diagnosis  of  subclinical  oil  aspiration 
pneumonitis  in  the  adult  is  dependent  upon 
three  factors:  (1)  a history  of  the  liberal  use  by 
moutli  or  in  the  nose  and  throat  of  large  quanti- 
ties of  mineral  oil  over  a long  period  of  time; 
(2)  the  x-ray  findings,  and  (3)  the  examination  of 
the  sputum  for  mineral  oil  droplets. 

For  more  than  two  decades,  reference  has  been 
made  to  the  lipid  pneumonitis  occurring  in 
marantic  children  and  in  chronically  ill  and  de- 
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bilitated  adults,  the  nervous  mechanism  of 
whose  oropharyngeal  region  has  been  impaired. 
In  the  latter  group  of  persons,  it  does  not  take 
long  for  chest  x-ray  changes  to  appear  after  the 
repeated  ingestion  of  liquid  petrolatum  or  the 
nasal  instillations  of  the  same  product.  Here 
a relatively  substantial  amount  of  mineral  oil 
which  is  intended  for  the  stomach  or  the  nose  and 
throat  finds  its  way  into  the  lower  respiratory 
tract  with  each  dose  of  the  medication.  Not  so 
in  the  ambulatory  adult  in  whom  oil  aspiration 
pneumonitis  is  accidentally  discovered.  In  the 
case  of  the  adult  not  disabled  by  chronic  illness 
who  is  fated  by  the  mineral  oil  habit  to  develop 
lipid  pneumonia,  only  an  infinitesimal  amount 
of  oil  is  aspirated  with  each  dose  taken  by  mouth 
or  introduced  nasally.  Therefore,  it  may  take 
five  or  ten  years  of  repeated  mineral  oil  aspiration 
by  such  an  individual  before  a chest  x-ray  taken 
of  this  person  will  yield  evidence  of  recognizable 
roentgenographic  shadows  at  one  or  both  lung 
bases,  usually  the  right.  Obviously,  too,  in  the 
debilitated  adult  the  pneumonitis  produced  by 
the  mineral  oil  habit  is  frequently  accentuated  by 
superimposed  infection,  whereas  this  added  fac- 
tor is  not  commonly  encountered  when  lipid 
pneumonia  is  discovered  in  the  apparently 
healthy  older  person.  Perhaps  it  is  also  signifi- 
cant that  in  cases  of  lipid  pneumonia  uncov- 
ered by  the  routine  chest  film  of  the  apparently 
healthy  adult  the  majority  are  found  to  have 
absent  or  markedly  diminished  gag  reflexes. 
This  has  been  an  outstanding  finding  whether  the 
resultant  lung  changes  were  due  to  the  ingestion 
or  instillation  habit.  It  has  been  also  noted  that 
the  way  the  oil  is  introduced  into  the  mouth  or 
nose  may  be  a factor  in  the  development  of 
oil  aspiration  pneumonitis.  When  the  laxative 
habit  has  been  found  to  be  the  cause  of  pulmonary 
basal  changes,  these  are  encountered  in  the  indi- 
vidual who  drinks  the  oil  directly  out  of  the 
bottle.  Similarly  the  patient  who  has  developed 
lipid  pneumonia  from  the  nasal  introduction  of 
liquid  petrolatum  has  been  found  to  instill  the 
oil  preparation  in  large  quantity,  with  the  head 
tilted  back,  so  that  an  appreciable  amount  of  the 
oil  reaches  the  pharynx  with  each  dosing. 

It  is  clear  that  when  the  liquid  foreign  body, 
mineral  oil,  enters  the  lower  respiratory  tract  of 
the  ambulatory  adult,  its  distribution  will  follow 
the  laws  of  gravity.  Hence  the  first  radiographic 
changes  seen  in  individuals  accidentally  dis- 
covered to  have  the  disease  on  survey  will  be  in 
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the  right  lower  and  middle  lobes,  less  often  in 
the  left  lower  lobe.  As  oil  aspiration  continues, 
soon  both  lower  lung  fields  become  involved  in 
the  granulomatous  process,  and  ultimately  the 
upper  lobes  become  invaded  too. 

No  one  particular  abnormal  shadow  on  the 
chest  x-ray  can  be  considered  pathognomonic  of 
mineral  oil  pneumonitis.  However,  two  types  of 
lesions  may  be  produced  after  longstanding  aspi- 
ration of  liquid  petrolatum:  the  diffuse  and  the 
circumscribed.  The  diffuse  process  is  the  one 
more  commonly  seen.  It  may  appear  only  as  an 
ill-defined,  veil-like  basal  haze  which  gives  the 
involved  portion  of  lung  a “dirty”  appearance 
radiographically.  This  sort  of  lesion,  when 
small,  may  be  missed  on  the  ordinary  inspiration 
film.  However,  it  will  be  brought  into  unmis- 
takable contrast  as  a moderately  dense  shadow 
of  uniform  consistency  by  taking  the  chest  film 
in  expiration,  as  will  be  seen  in  the  first  case  re- 
ported below.  At  times,  the  diffuse  process 
may  be  more  easily  identified  as  a fine  conglom- 
erate fibrosis  that  streaks  or  smudges  from  the 
heart  border  across  the  base,  soon  to  disappear  in 
normal  parenchyma  and  often  extending  clear 
across  to  the  periphery  of  the  lower  lung  field. 

The  less  frequently  seen,  circumscribed  lesion 
may  vary  in  size  from  a few  millimeters  in  diam- 
eter to  a sharply  outlined  mass  of  several  centi- 
meters in  diameter.  This  radiographic  variety 
has  been  designated  as  paraffinoma  and  is  the 
one  that  is  most  often  mistaken  for  bronchial 
neoplasm.  Unlike  primary  or  metastatic  malig- 
nancy, however,  the  circumscribed  lesion  pro- 
duced by  mineral  oil  aspiration  is  usually  sur- 
rounded by  interlacing  fibrosis  and  is  not  ac- 
companied by  regional  adenopathy. 

At  times  lipid  pneumonia  may  manifest  itself  in 
the  chest  x-ray  of  the  same  patient  by  a circum- 
scribed lesion  in  one  lower  lobe  and  a diffuse 
process  on  the  contralateral  side.  Serial  studies 
have  also  shown  that  a paraffinoma  may  have 
been  preceded  by  a diffuse  lesion  and  that,  with 
the  continuation  of  the  mineral  oil  habit,  the 
shadows  cast  by  oil  aspiration  pneumonitis  in- 
crease very  slowly  in  size  from  year  to  year  un- 
less superimposed  infection  has  taken  place. 

The  clinching  criterion  in  the  diagnosis  of  be- 
nign oil  pneumonitis  is  the  unmistakable  recovery 
of  the  oil  in  the  sputum  or  by  needle  aspiration 
biopsy  of  the  affected  lung.  The  indications  and 
methods  regarding  the  latter,  more  formidable 
procedure  have  been  adequately  described  in  the 
previous  report.  In  most  instances,  resort  to 
lung  puncture  should  not  be  necessary  because 
in  accidentally  discovered  cases  of  lipid  pneu- 
monia the  oil  droplets  will  be  found  with  little 
difficulty  on  microscopic  examination  of  the 
sputum.  In  order  to  forestall  false  positive 


results,  the  simple  precaution  of  obtaining  genu- 
ine sputum  in  the  morning  before  breakfast,  some 
days  after  mineral  oil  intake  has  ceased,  should 
be  followed,  and  it  is  also  wise  to  have  the  patient 
gargle  before  expectorating  the  requested  speci- 
men. The  sputum  thus  examined  will  be  found 
to  be  loaded  with  mineral  oil  droplets  of  varying 
sizes  under  the  low  power  of  the  microscope  if  the 
patient  with  lipid  pneumonia  is  still  continuing 
the  oil  habit.  Indeed,  years  after  a patient  with 
this  disease  has  ceased  taking  liquid  petrolatum 
by  nose  or  mouth,  it  is  still  possible  to  find  many 
microscopic  droplets  of  mineral  oil  in  the  sputum. 
The  reason  is  that  the  aspirated  oil  stays  in  the 
myriad  of  terminal  bronchioles  and  alveoli  for  a 
long  time  after  trickling  in  there,  and,  in  the 
course  of  years,  after  many  repeated  gravitational 
accumulations  of  the  mineral  oil  in  the  lower  re- 
spiratory tract,  relatively  little  of  this  foreign 
body  is  gotten  rid  of  by  expectoration  or  phago- 
cytosis. 

It  should  be  pointed  out  that  occasionally  lipid 
pneumonia  may  be  superimposed  upon  more  se- 
rious bronchopulmonary  disease  such  as  Hodg- 
kin’s disease  or  neoplasm  of  the  bronchus,  as  in 
two  cases  recently  seen.  In  such  instances  there 
will  be  found,  as  a rule,  more  ominous  symptoms 
and  signs  that  cannot  be  explained  by  oil  aspi- 
ration pneumonitis  of  even  great  extent.  On  the 
other  hand,  it  has  not  been  shown  that  mineral 
oil  is  a cancerogenic  hydrocarbon,  with  lipid 
pneumonia  being  a precursor  of  carcinoma  of  the 
bronchus. 

Finally,  it  is  worth  repeating  that  bronchos- 
copy is  usually  negative  in  subclinical  mineral 
oil  pneumonitis  and  that  bronchography,  ex- 
cept in  far-advanced  oil  pneumonitis,  uncovers 
no  appreciable  bronchial  distortion  or  dilatation. 
The  nutrition  of  these  patients  is  usually  good, 
and  abnormal  physical  signs  in  the  chests  of  these 
persons  are  remarkably  few  compared  with  the 
extent  of  the  disease  as  seen  on  the  chest  x-ray. 

The  following  five  recently  seen  cases  are 
briefly  reported  to  illustrate  the  salient  points 
regarding  accidentally  discovered  pneumonitis 
due  to  mineral  oil  in  the  apparently  healthy 
older  adult.  In  none  of  these  cases  was  the  cor- 
rect diagnosis  made  by  the  initial  examiner — 
only  because  the  existence  of  little  symptomatic 
lipid  pneumonia  in  the  ambulatory  older  person 
was  not  thought  of  in  assessing  the  presented 
clinicoroentgen  picture.  Hence  a history  of 
repeated  mineral  oil  ingestion  or  nasal  instillation 
was  not  inquired  about  following  the  finding  of 
pulmonary  basal  disease  on  the  routine  chest 
film. 

Case  Reports 

Case  1.  Mineral  Oil  Pneumonitis  Suspected  by 
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Fig.  1.  Mineral  oil  pneumonitis  producing  fine 
haze  in  both  lower  lung  fields. 


Alert  Druggist.  Absent  Gag  Reflex.  Value  of 
Expiration  Film  in  Enhancing  the  Picture. — I.  G.,  a 
white  man,  age  fifty-six,  a dentist,  had  a negative 
family  history.  At  fourteen  he  had  had  dry  pleurisy 
on  the  left  side  which  disabled  him  for  several  weeks. 
Twelve  years  ago,  following  a bilateral  herniorraphy, 
an  episode  of  pulmonary  embolism  occurred  from 
which  he  recovered  completely.  He  has  been 
bothered  by  bilateral  maxillary  sinusitis  for  which 
he  has  received  frequent  washings. 

Following  a head  cold  early  in  June,  1949,  the  den- 
tist began  to  have  a persistent  annoying  dry  cough 
which  was  frequently  spasmodic  in  character. 
There  was  no  associated  fever,  chest  pain,  blood- 
spitting, dyspnea,  or  progressive  weight  loss  during 
the  ensuing  weeks.  Chest  examination  revealed  no 
noteworthy  findings,  but  a chest  x-ray  taken  at  this 
time  was  interpreted  as  showing  a basal  pneumonic 
process.  He  received  a two-week  course  of  intra- 
muscular penicillin  without  any  subjective  relief. 
A film  taken  one  month  later  showed  no  change  in 
the  appearance  or  extent  of  the  bilateral  basal 
lesions  as  compared  with  the  earlier  roentgenogram. 

After  several  additional  consultations,  the  patient 
was  about  to  be  bronchoscoped  to  rule  out  neoplasm 
or  bronchiectasis.  With  this  story,  he  stopped  in 
to  see  his  druggist  friend  whose  records  showed  the 
dentist  to  be  a great  consumer  of  mineral  oil.  The 
pharmacist  had  heard  about  the  relationship  of 
mineral  oil  ingestion  to  insidious  chronic  pulmonary 
changes,  and  he  therefore  persuaded  this  individual 
to  see  the  writer. 

When  he  appeared  on  September  20,  1949,  a his- 
tory was  obtained  of  his  taking  mineral  oil  by  mouth 
for  about  ten  years  because  of  a spastic  colon.  The 
patient  stated  that  he  consumed  about  a quart  of 


Fig.  2.  Expiration  film  of  Case  1 bringing  out  con- 
glomerate density  at  both  bases. 


oil  weekly,  drinking  the  liquid  petrolatum  directly 
out  of  a bottle.  Occasionally,  after  ingestion  of  the 
oil,  a slight  coughing  spell  would  be  aroused. 

Physical  examination  revealed  this  man  to  be  well- 
developed  and  slightly  undernourished  and  appre- 
hensive but  not  appearing  ill.  The  fingers  were  not 
clubbed.  The  gag  reflex  was  absent.  No  remark- 
able signs  were  elicited  on  careful  chest  examination, 
and  there  were  no  other  findings  of  note. 

X-ray  of  the  chest  taken  this  time  showed  an  ill- 
defined  haze  in  the  right  lower  lung  field  adjacent  to 
the  heart  border  and  a less  distinct  haze  in  the 
inferior  half  of  the  left  lung  (Fig.  1).  These  find- 
ings had  remained  practically  unchanged  since  the 
films  of  three  months  before.  An  expiration  chest 
x-ray  accentuated  these  abnormal  pulmonary  find- 
ings and  now  revealed  a conglomerate  density  in  the 
lower  one  third  of  both  lungs,  the  upper  border  of 
these  lesions  gradually  merging  into  normal  paren- 
chyma (Fig.  2). 

Some  days  after  the  dentist  ceased  his  mineral  oil 
habit,  his  sputum  was  found  to  contain  many  oil 
droplets  under  the  low  power  of  the  microscope,  and 
this  finding  persisted  in  a recent  sputum  examination 
many  months  after  changing  over  to  another  laxa- 
tive. 

Case  2.  Predominantly  Circumscribed  Lesion 
Produced  by  Aspirated  Mineral  Oil.  Involved  Lobe 
Resected  When  Lesion  Was  Mistaken  for  Carcinoma 
of  the  Bronchus. — M.  R.,  a white  adult  of  forty-nine, 
had  been  operated  on  for  fistula-in-ano  six  years 
before.  He  was  treated  at  home  four  months  pre- 
viously for  pneumonia  with  uneventful  recovery.  He 
came  under  observation  because  a survey  chest  film 
done  on  October  29,  1948,  showed  a discrete  dense 
lesion  above  the  right  mid-diaphragm  with  some 
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Fig.  3.  Predominantly  circumscribed  lesion  above 
right  diaphragm  produced  by  aspirated  mineral  oil 
(Case  2). 


infiltration  adjacent  to  the  medial  aspect  of  the 
process  (Fig.  3). 

Except  for  a slight  morning  cough,  this  patient 
was  asymptomatic.  He  did  not  look  ill,  and  there 
were  no  abnormal  chest  signs.  His  tuberculin  test 
was  positive  (2  plus  to  0.01  mg.  of  old  tuberculin). 
Tomographic  studies  did  not  reveal  calcification 
within  the  lesion,  apparently  ruling  out  tuberculoma. 
Bronchoscopy  was  negative.  Papanicolaou  smear 
of  the  material  obtained  by  bronchoscope  was 
negative. 

Oddly  enough,  this  case  became  the  first  one  to  be 
studied  in  a newly  organized  Cancer  Clinic  of  a large 
voluntary  general  hospital.  A diagnosis  of  broncho- 
genic carcinoma  was  made,  and  on  December  29, 
1948,  right  lower  lobe  lobectomy  was  performed  from 
which  the  patient  recovered  uneventfully.  Micro- 
scopic examination  of  the  lesion  shows  it  to  be  the 
seat  of  organized  lipid  pneumonia  (Fig.  4). 

It  was  ascertained  postoperatively  that  this  pa- 
tient had  been  drinking  two  ounces  of  mineral  oil 
several  times  a week  for  more  than  five  years.  Like 
another  patient  in  this  series  this  individual’s  oil 
ingestion  habit  was  not  to  obtain  relief  from  consti- 
pation but  for  a vaguely  defined  tonic  effect. 

Case  3.  Right  Basal  Pneumonitis  Due  to  Ingested 
Mineral  Oil  in  Older  Adult  with  Absent  Gag  Reflex. — 
S.  W.,  a white  man  of  sixty-two,  was  employed  as  a 
cabinet  maker.  His  past  history  was  one  of  fre- 
quent winter  colds  and  of  an  operation  for  a rectal 
fissure  sixteen  years  previously.  For  purposes  of 
bowel  control  since  the  latter  procedure,  this  indi- 
vidual had  been  drinking  nightly,  out  of  the  bottle, 
1 to  V/i  ounces  of  mineral  oil  about  five  times 
weekly.  He  had  never  used  any  oily  nose  drops. 

When  seen  after  the  survey  chest  film,  this  man 
was  asymptomatic.  Physical  examination  revealed 


Fig.  4.  High  power  magnification  of  section 
of  lung  showing  oily  material  in  alveolus  and  macro- 
phages with  engulfed  oil  droplets. 


a well-developed,  well-nourished,  middle-aged  white 
male  in  no  distress.  There  was  complete  absence  of 
the  gag  reflex.  The  fingers  were  not  clubbed.  No 
cardiac  abnormalities  were  noted,  and  there  were 
diminished  breath  sounds  but  no  rales  over  the  right 
lower  lung  field. 

A chest  x-ray  taken  on  May  31,  1949,  disclosed 
the  presence  of  a smudgy  infiltrate  extending 
irregularly  into  the  parenchyma  from  the  lower 
right  heart  border;  moderate  scoliosis  of  the  dorsal 
spine  was  also  noted  (Fig.  5). 

Examination  of  the  sputum  on  two  occasions, 
some  weeks  after  this  patient  discontinued  taking 
mineral  oil,  disclosed  the  presence  of  a moderate 
number  of  oil  droplets  of  microscopic  size. 

The  x-ray  picture  was  not  appreciably  changed  six 
months  after  this  individual  first  came  under  obser- 
vation because  of  the  survey  film  discovery  of  a 
mineral  oil  pneumonitis. 

Case  4.  Lipid  Pneumonia  Developing  in  Healthy 
Adult  Who  Used  Mineral  Oil  Nasally  in  Liberal 
Quantities.  Absent  Gag  Reflex.  Oil  Droplets  Found 
in  Sputum  Years  After  Discontinuing  the  Habit. — S. 
A.,  a white  house  painter  of  fifty,  had  worked  for  a 
period  of  three  years  (until  five  years  ago)  as  a paint 
sprayer  of  refrigerators.  To  protect  him  against  the 
noxious  odor  of  the  paint,  his  physician  advised  him 
to  atomize  mineral  oil  into  his  nostrils  several  times 
daily,  which  he  did  during  this  three-year  period. 
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Fig.  5.  Right  basal  productive  changes  due  to 
habit  of  ingesting  mineral  oil  in  older  adult  with 
absent  gag  reflex  (Case  3). 


For  good  measure,  he  also  dropped  about  a dram  of 
this  oil  into  his  nose  every  morning. 

A case-finding  chest  x-ray  done  on  this  individual 
on  September  12,  1949,  showed  two  ill-defined, 
pronglike  patches  of  fibrosis  adjacent  to  the  lower 
right  heart  border  (Fig.  6).  This  process  was 
brought  into  bolder  relief  by  an  expiration  film  (Fig. 
7). 

The  patient  was  in  excellent  health,  and  the  only 
abnormality  found  on  physical  examination  was  the 
complete  absence  of  the  gag  reflex. 

Many  6mall  droplets  of  oil  were  found  in  this 
person’s  sputum  when  examined  under  the  low 
power  of  the  microscope.  This  is  an  interesting 
observation  in  view  of  the  fact  that  mineral  oil 
intake  had  ceased  here  five  years  before! 

Case  5.  Extensive  Basal  Changes  Due  to  Mineral 
Oil  Aspiration  with  Later  Symptoms  of  Dyspnea  and 
Hemoptysis.  Absent  Gag  Reflex. — D.  K.,  a white 
high-school  teacher,  age  fifty-eight,  was  in  the  habit 
of  dropping  mineral  oil  into  her  nasopharynx  because 
of  an  annoying  dry  sensation  in  her  throat.  She 
had  done  this  frequently  for  a period  of  over  twenty 
years  until  two  years  before  she  came  to  our  atten- 
tion because  of  the  findings  in  a biennial  chest  x-ray 
required  of  employes  of  the  New  York  City  school 
system.  This  film,  taken  on  November  4,  1948, 
showed  a dense  circumscribed  process  in  the  right 
lower  lung  field  and  a fuzzy  fibrotic  lesion  extending 
out  from  the  left  heart  border  (Fig.  8). 

A few  years  previously,  similar  roentgen  findings 
led  to  a thorough  hospital  study  of  this  patient  by  a 
medical  group.  After  investigation  which  included 
bronchoscopy,  it  was  concluded  that  she  had  dry 
bronchiectasis;  no  questions  were  then  asked  of,  or 
information  given  by,  the  patient  referable  to  the 
nasal  mineral  oil  habit. 


Fig.  6.  Lipid  pneumonia  following  nasal  mineral 
oil  habit — inspiration  film  (Case  4). 


Fig.  7.  Expiration  film  showing  coalescence  of 
previously  seen  ill-defined  right  basal  lesions  (Case 
4). 


At  the  postsurvey  visit,  the  patient  did  not  look 
ill,  but  she  did  complain  of  recent  increasing  dyspnea 
on  exertion  and  of  the  fact  that  she  was  having  fre- 
quent chest  colds.  She  spat  up  some  blood  on  a 
few  occasions  during  the  latter  acute  respiratory 
episodes,  but  in  the  interval  between  colds  there 
was  no  appreciable  cough  or  expectoration.  At  this 
examination,  the  gag  reflex  was  found  to  be  com- 
pletely absent,  and  the  chest  signs  noted  were  those 
of  dullness,  bronchovesicular  breathing,  and  many 
rhonchi  in  both  lungs  with  some  medium  coarse 
rales  at  the  right  base.  The  sputum  was  negative 
for  tubercle  bacilli  but  revealed  the  presence  of 
numerous  large  and  small  oil  droplets  on  appropriate 
microscopic  examination. 
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Fig.  8.  Oil  pneumonitis  producing  circum- 
scribed lesion  at  right  base  and  productive  process 
at  left  base  (Case  5). 


Conclusions 

During  the  past  three  years,  this  observer  has 
encountered  17  cases  of,  for  the  most  part,  silent 
basal  pulmonary  lesions  traceable  to  the  repeated 
ingestion  of  mineral  oil  by  the  apparently  well 
older  adult.  Two  of  these  were  private  patients, 
and  two  others  were  seen  on  the  wards  of  a small 
voluntary  general  hospital  to  which  they  were 
admitted  for  an  unrelated  acute  condition.  It  is 
not  unreasonable  to  infer  that  other  chest  cli- 
nicians and  radiologists  must  be  seeing  such  cases 
too,  although  they  may  not  be  reported  or  not 
recognized  in  their  true  light.  Under  the  circum- 
stances, it  may  be  time  to  take  stock  of  the 
safety  of  the  repeated  use  of  mineral  oil  for  laxa- 
tive purposes,  as  we  did  regarding  the  wisdom  of 
the  use  of  this  product  in  nose  and  throat  medi- 
cation over  a decade  ago. 

Thus  far,  insidious  harm  to  the  lungs  from  the 
repeated  ingestion  of  mineral  oil  by  the  ambula- 
tory adult  has  been  found  predominantly  in  what 
may  be  termed  the  pregeriatric  age.  This  ex- 
perience would  indicate  too  that,  next  to  having 
an  alert  clinician  recognize  the  disease  following 
its  disclosure  on  the  routine  chest  x-ray,  the 
individual  with  lipid  pneumonitis  would  be  better 
off  if  the  basal  process  were  found  bilateral 
rather  than  in  one  lung.  This  asymptomatic 
person  may  thus  avoid  losing  a lobe  or  a lung 
or  something  more  to  an  overzealous  cancer- 
conscious chest  surgeon  who  is  on  the  lookout  for 
early  bronchogenic  carcinoma. 
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Discussion 

Henry  K.  Taylor,  M.D.,  New  York  City. — I have 
no  experience  with  subclinical  oil  aspiration.  My 
experience  has  been  limited  essentially  to  the  hos- 
pitalized patient.  Dr.  Schneider  has  had  the  good 
fortune  to  detect  this  condition  in  ambulatory, 
healthy  adults. 

While  mineral  oil  is  the  great  offender,  there  are 
other  substances  which  can  produce  the  same  type 
lesion.  It  requires  thought  to  suspect  the  condition 
in  the  healthy,  ambulant,  asymptomatic  adult.  If 
you  do  not  suspect  a lesion,  you  will  not  make  that 
diagnosis. 

It  is  comparatively  easy  to  suspect  an  aspiration 
pneumonitis  in  the  bedridden,  such  as  a cardiac, 
arthritic,  or  neurologic  case.  In  the  hospitalized,  a 
protracted  bronchopneumonia  of  more  than  three 
weeks  duration  is  usually  an  aspiration  pneumonitis, 
and  the  offender  is  usually  mineral  oil.  There  may 
or  may  not  be  any  physical  findings,  but  there  is 
usually  a low-grade  temperature,  and  the  roentgen 
examination  is  often  the  first  indication  of  its  pres- 
ence. Even  though  there  have  been  no  orders  for 
the  administration  of  mineral  oil  and  no  record  of  its 
administration  on  the  chart,  close  questioning  will 
reveal  that  the  patient  has  been  taking  mineral  oil 
unknown  to  the  nursing  and  medical  staffs. 

I should  like  to  show  the  films  of  two  interesting 
cases,  which  could  be  placed  in  the  ambulatory  class. 
The  first  is  that  of  a young  girl,  a hospital  employe, 
who  has  been  followed  for  ten  years,  with  no  change 
in  the  roentgen  findings  which  were  found  on  a rou- 
tine roentgen  examination.  There  is  no  clinical 
picture.  Close  questioning  revealed  that  two  years 
prior  to  the  x-ray  examination  she  had  taken  liberal 
quantities  of  cod  liver  oil  to  aid  recuperation  follow- 
ing an  acute  illness.  One  year  later  she  had  a 
severe  head  cold  and  used  liberal  quantities  of 
“nose  drops.”  Aside  from  this,  there  were  no  other 
positive  findings  to  account  for  the  roentgen  observa- 
tions. The  lesion  in  this  instance  is  an  oval-shaped, 
increased  density  with  a smooth  and  regular  margin 
situated  in  the  anterolateral  portion  of  the  left 
lower  lobe  (Fig.  A).  Because  of  the  history  and  the 
roentgen  findings,  I think  that  this  is  a paraffinoma. 

The  second  case  was  interesting  because  of  the 
diagnostic  problem.  A film  of  the  chest  shows  a 
mass  in  the  right  upper  lobe,  which  I considered  to 
be  a bronchogenic  carcinoma  (Fig.  B).  This  indi- 
vidual had  been  a patient  in  the  hospital  nine  years 
previously.  A film  of  the  chest  at  that  time  was 
negative.  A pneumonectomy  was  performed,  and 
the  pathologist  reported  oil  pneumonia  and  no  evi- 
dences of  malignancy. 

These  two  illustrations,  certainly  the  second  case 
because  it  was  proved,  belong  to  the  circumscribed 
group  and  should  be  classed  as  paraffinomas. 

The  roentgen  findings  are  varied  and  are  not 
pathognomonic.  The  lesions  may  be  localized  or 
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diffuse,  small  or  large,  unilobular  or  multilobular, 
unilateral  or  bilateral,  or  there  may  be  any  combina- 
tions. The  appearance  of  the  diffuse  lesion  may  be 
that  of  an  edema,  a bronchopneumonia,  an  area  of 
incomplete  consolidation,  or  even  a massive  area  of 
consolidation. 

The  protracted  bronchopneumonias  show  roent- 
gen findings  of  a diffuse  nature  and  belong  to  the 
infiltrative  group.  Both  groups  have  been  described 
by  Dr.  Schneider. 

I think  that  Dr.  Schneider’s  paper  is  very  interest- 
ing and  timely  because  of  the  extension  of  chest 
surveys  where  an  equal  number  of  nontuberculous 
lesions  will  be  found  to  match  the  number  of  tuber- 
culous lesions.  Of  the  nontuberculous  lesions  a cer- 
tain number  will  be  benign  in  character,  and  of 


Fig.  B.  Second  case — mass  in  the  upper  right  chest 
originally  considered  a bronchogenic  carcinoma. 


these  we  must  not  overlook  the  possibility  of  a 
mineral  oil  pneumonitis.  My  only  apprehension  is 
that  we  may  also  bypass  a bronchogenic  carcinoma 
and  call  it  a paraffinoma.  This  is  a possibility  if  a 
bronchogenic  carcinoma  should  be  present  in  an 
individual  who  is  an  habitue  of  mineral  oil,  has  a good 
gag  reflex,  and  no  oil  pneumonia.  I think  the 
clinician  will  have  to  be  more  thorough  than  checking 
for  oil  droplets  in  the  sputum  before  he  will  definitely 
exclude  a malignancy  in  favor  of  a paraffinoma. 


TRAINING  FOR  CHILDBIRTH 
Due  to  interest  aroused  in  the  subject  of  natural 
childbirth  by  the  work  of  Grantly  Dick  Read,  a pro- 
gram of  education  and  exercises  for  prospective 
mothers  was  initiated  in  June,  1947.  At  present  the 
program  consists  of  one  lecture  and  two  exercise 
classes  given  in  early  pregnancy  and  one  lecture 
and  two  exercise  classes  given  in  the  last  half  of  the 
third  trimester.  Results  indicate  that  the  informa- 
tion conveyed  to  the  expectant  mother  instills  con- 
fidence and  lessens  anxiety,  while  physical  therapy 
technics  aid  in  the  muscular  effort  of  labor.  The 
authors  point  out  that  none  of  the  proponents  of 
natural  childbirth  as  outlined  by  Read  has  suggested 
that  labor  should  be  conducted  without  anesthetic 
aids  or  that  it  can  be  entirely  devoid  of  pain.  In 
their  first  report,  the  authors  evaluated  their  results 
in  a total  of  156  cases  as  excellent  or  good  in  80.7 


per  cent.  Total  cases  numbered  546  at  the  time  of 
writing. 

Of  546  patients  under  study,  109,  or  27.5  per  cent, 
attended  no  classes  at  all.  Only  17.8  per  cent  at- 
tended all  six  classes.  Total  operative  deaths 
numbered  46,  or  8.4  per  cent.  Of  the  500  spon- 
taneous deliveries  200  were  primigravida,  300  multi- 
gravida. Of  the  primigravida  45  per  cent  were 
without  analgesia  and  of  the  multigravida  70.3  per 
cent.  No  anesthetic  was  used  in  57  per  cent  of  the 
primigravida  and  in  45.6  per  cent  of  the  multigravida. 
Of  the  former  89  per  cent  were  fully  conscious  at  de- 
livery and  94  per  cent  of  the  latter.  Only  about  3 
per  cent  of  each  group  were  unconscious. — Herbert 
Thoms,  M.D.,  and  Frederick  W.  Goodrich,  Jr.,  M.D., 
Journal  of  the  American  Medical  Association,  August 
20,  1949 


DUODENAL  LOOP  TRIAD  SYNDROME 

William  Snow,  M.D.,  and  Jerome  A.  Marks,  M.D.,  New  York  City 


BY  MEANS  of  roentgen  study  we  have  been 
able  to  demonstrate  over  a period  of  years 
associated  disease  of  the  duodenal  loop,  the  biliary 
tract,  and  the  pancreas.  Since  involvement  of 
these  three  is  interrelated  in  the  condition  which 
we  shall  describe  and  since  we  have  been  able  to 
assign  logical  causes  for  the  changes,  we  feel 
justified  in  considering  this  as  a duodenal  loop 
triad  syndrome.  We  believe  that  a knowledge  of 
the  modus  operandi  of  this  syndrome  is  valuable 
in  the  diagnosis  and  treatment  of  a large  portion 
of  cases  with  disease  of  the  gastrointestinal  tract. 

Symptoms  and  Signs 

The  most  common  complaint  is  that  of  indiges- 
tion, a feeling  of  fullness  in  the  epigastrium,  of 
belching,  and  in  some  cases  of  heartburn.  These 
symptoms  are  apparently  due  to  the  presence  of 
a gastroduodenitis. 

Patients  may  have  typical  attacks  of  biliary 
colic  with  sharp  pain  in  the  right  upper  quadrant 
radiating  to  the  shoulder.  The  gallbladder  may 
be  tender.  Any  of  the  complications  seen  in 
biliary  disease  may  be  present. 

Occasionally  patients  develop  sharp  attacks  of 
pain  to  the  left  of  the  umbilicus  radiating  to  the 
left  shoulder.  It  is  severe,  raw,  griping,  and 
gives  the  patient  a peculiar  weakened  feeling. 
In  addition,  persistent  nausea  and  vomiting  may 
ensue.  These  findings  are  fairly  characteristic 
of  acute  pancreatitis  but  are  often  mistaken  for 
renal  colic.  With  milder  attacks  pain  is  usually 
present  in  the  left  upper  quadrant  which  is  in- 
creased by  pressure  or  upon  exertion. 

Modus  Operandi 

The  reports  in  the  literature  on  pancreatitis, 
pseudocystic  degeneration  of  the  head  of  the  pan- 
creas, and  diffuse  calcification  of  the  pancreas 
secondary  to  pancreatic  necrosis  are  fairly  exten- 
sive. The  association  with  biliary  disease  is  dis- 
cussed, and  the  implication  of  the  papilla  of 
Vater  is  indicated. 

Ogilvie  in  1941  reported  cases  of  pancreatic 
necrosis  associated  with  a diverticulum  of  the 
duodenum.1  The  literature  does  not  emphasize 
the  role  of  the  duodenum.  We  believe  that  it 
should  be  recognized  that  a duodenitis  of  the 
duodenal  loop  is  primary.  The  diagnosis  may 
be  made  with  symptoms  of  upper  abdominal 
distress  together  with  the  typical  roentgen  picture 
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as  shall  be  described  later.  In  order  to  classify 
patients  by  this  triad,  we  must  always  find  a 
duodenitis  of  the  duodenal  loop.  This  is  the 
great  meeting  place  of  the  gastric,  the  biliary, 
and  the  pancreatic  flow.  Disease  of  the  duodenal 
loop  may  interfere  with  drainage  from  the  other 
avenues  by  involving  the  papilla.  As  a result  we 
not  infrequently  find  secondary  acute,  subacute, 
or  chronic  involvement  of  the  gallbladder  and  of 
the  pancreas.  With  a duodenitis,  obstruction  of 
the  papilla  could  not  only  cause  disturbance  to 
free  flow  from  the  liver  and  pancreas  but  might 
also  allow  bile  to  force  its  way  into  the  pancreas, 
culminating  in  pancreatic  necrosis.2,3 

Careful  autopsy  studies  by  Rienhoff  and  Pick- 
rell  show  a common  entrance  for  the  bile  and 
pancreatic  ducts  in  about  50  per  cent  of  cases.4 
In  17  per  cent  of  their  cases  there  was  not  only  a 
common  opening,  but  also  a common  cloaca  in 
which  biliary  stones  might  possibly  become 
arrested.  We  believe  that  with  marked  duo- 
denitis secondary  involvement  of  the  two  other 
tracts  would  be  more  likely  to  occur  where  a 
common  entrance  into  the  duodenum  is  present. 
A duodenitis  may  therefore  cause  obstruction  to 
the  papilla  and  reflux  of  bile  into  the  pancreas 
giving  a pancreatitis. 

The  apparent  causes  of  duodenitis  of  the  duo- 
denal loop,  that  we  have  found,  have  been  (1) 
allergy,  (2)  ulcer,  (3)  right  heart  failure,  (4) 
infection,  (5)  chemical  irritation,  and  (6)  alcohol. 

Allergy  may  produce  congestive  thickening  of 
the  walls  of  the  stomach  and  duodenum  with 
increased  secretions  in  the  stomach  and  spastic 
constipation.  We  have  seen  disease  of  the  loop, 
induced  by  allergy,  give  rise  to  biliary  and  pan- 
creatic disease. 

We  have  also  seen  the  duodenal  loop  triad 
syndrome  with  pancreatic  colic  following  the  use 
of  irritating  cathartics  such  as  phenolphthalein 
and  Podophyllin. 

Duodenal  ulcer  is  often  associated  with  duo- 
denitis and  occasionally  with  adhesions.  Thus 
it  is  that  we  may  have  a logical  explanation  for  the 
occurrence  of  gallbladder  disease  in  as  high  as 
10  per  cent  of  such  cases.  Not  all  ulcer  patients 
who  complain  of  boring  pain  necessarily  have  an 
ulcer  penetrating  into  the  pancreas.  Some  may 
have  symptoms  of  pancreatitis  secondary  to 
disease  of  the  duodenal  loop  as  part  of  the  duo- 
denal loop  triad  syndrome. 

Patients  of  the  neurocirculatory  asthenic  type 
with  gastrocoloptosis  frequently  show  puddling 
and  dilatation  of  the  duodenal  loop  associated 
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with  partial  obstruction  at  the  duodenojejunal 
junction.  They  not  infrequently  have  the  triad 
syndrome.  Because  they  are  so  readily  dis- 
tressed they  tend  to  be  most  cautious  of  what 
they  eat.  This  may  explain  the  relative  mildness 
of  their  triad  reaction. 

Right  heart  failure  may  induce  chronic  passive 
congestion  of  the  viscera  and,  therefore,  of  the 
duodenal  loop.  Here  too  we  offer  a rationale  for 
some  of  the  indigestion  and  even  of  attacks  of 
colic  that  arise  in  the  biliary  and  pancreatic 
tracts. 

Obviously  stimulating  substances  such  as 
coffee,  beer,  raw  onions,  fried  foods,  and  irritating 
drugs,  such  as  creosote  and  digitalis,  may  ag- 
gravate the  involvement  of  the  duodenal  loop 
and  may  bring  about  acute  attacks  of  biliary 
and  pancreatic  colic.  Morphine  causes  spasm 
about  the  papilla.  Therefore,  it  tends  to  aggra- 
vate rather  than  relieve  this  condition. 

Hard  work,  especially  the  lifting  of  heavy  ob- 
jects, may  cause  congestion  of  the  abdominal 
contents,  so  that,  if  a patient  has  a duodenitis 
caused  by  allergy,  for  example,  the  symptoms  of 
indigestion  may  be  aggravated.  We  have  seen 
instances  in  which  hard  work  seemed  to  have 
been  a contributory  factor  in  bringing  about  an 
attack  of  pancreatitis.  This  observation,  we 
believe,  is  of  special  significance,  since  patients 
may  be  suspected  of  malingering. 

Acute  alcoholism  is  not  infrequently  an  impor- 
tant factor  in  the  production  of  this  syndrome  and 
is  more  often  associated  with  calcification  of  the 
pancreas.  It  seems  to  induce  the  most  severe 
attacks  of  pancreatitis.  Clark  reports  from 
autopsy  studies  of  56  cases  that  alcoholism 
seemed  to  be  an  important  contributing  cause  in 
36.5  Since  1932,  we  have  studied  16  alcoholics  in 
which  x-ray  examination  showed  the  duodenal 
loop  triad  syndrome,  most  with  diffuse  calcifica- 
tion of  the  pancreas. 

Since  we  know  that  infection  of  the  duodenal 
loop  may  be  demonstrated  by  transduodenal 
drainage,  theoretically,  we  may  assume  that 
infection  may  induce  this  syndrome.  Ogilvie,  as 
was  stated  above,  reported  cases  of  pancreatic 
necrosis  which  seemed  to  have  as  a primary  cause 
duodenal  loop  diverticulitis. 

X-ray  Findings 

The  barium  meal  in  duodenitis  usually  shows 
thickening  of  the  mucosal  folds  of  the  duodenal 
loop  and,  in  most  cases,  dilatation.  Frequently 
there  is  also  present  intermittent  spasm  of  the 
first  portion.  Without  these  findings  we  cannot 
definitely  establish  the  roentgen  diagnosis  of  the 
duodenal  loop  syndrome. 

Biliary  disease  may  be  indicated  by  the  pres- 
ence of  calcified  and  nonopaque  stones,  failure  of 


visualization  of  the  gallbladder,  or  faintness  of 
the  shadow  with  contrast  material  (tetraiodo- 
phenolphthalein  or  Priodax).  The  small  intes- 
tine may  be  drawn  to  the  right  upper  quadrant 
by  adhesions.  The  same  condition  may  exist 
in  relation  to  the  hepatic  flexure  or  the  duodenal 
bulb.  The  latter  may  be  flattened  and  point 
toward  the  gallbladder  bed. 

Pancreatic  disease  may  be  recognized  radio- 
graphically by  the  presence  of  diffuse  calcifica- 
tion. (The  calcific  deposits  outline  on  the  film 
more  or  less  the  entire  pancreas,  giving  it  the  shape 
of  a short,  thick,  walking  stick.)  It  may  be  sus- 
pected by  enlargement  of  the  head  which  causes 
increase  in  the  sweep  of  the  duodenal  loop.  En- 
largement of  any  part  may  occur. 

Comment 

The  duodenal  loop  triad  syndrome,  since  it 
involves  the  duodenal  loop,  biliary  tract,  and 
pancreas,  and  has  various  causes,  has  a multi- 
plicity of  symptoms  and  signs  of  varying  degree 
depending  upon  the  severity  of  the  attack. 

The  most  severe  is  usually  dominated  by  evi- 
dence of  pancreatic  involvement.  This  is  com- 
monly mistaken  for  acute  renal  colic.  We  are 
certain  that  administration  of  morphine  in  one 
of  our  cases  where  coronary  occlusion  was  sus- 
pected aggravated  the  pancreatitis.6  A general 
peritonitis  may  and  frequently  does  complicate 
pancreatic  necrosis,  giving  rise  to  adynamic 
ileus.  Roentgen  differential  diagnosis  between 
adynamic  ileus  and  small  intestine  obstruction 
has  been  given  entirely  too  much  credence. 
Fortunately  early  treatment  with  the  Miller- 
Abbott  tube  is  indicated  in  both  conditions. 

Acute  pancreatitis  associated  with  alcoholic 
excess  must  be  differentiated  from  an  acute  sur- 
gical abdomen  of  other  type.  Blood  amylase  is 
high  only  during  the  first  day  as  a rule.  Urinary 
diastase  may  increase  from  twelve  to  twenty-four 
hours  after  the  amylase  rise.7 

Following  repeated  attacks  sufficient  damage 
to  the  pancreas  may  have  developed  to  bring 
about  diabetes. 

Often  the  gallbladder  condition  dominates  the 
picture  so  that  the  duodenitis  of  the  loop  and  the 
pancreatitis  are  overlooked.  Therefore,  barium 
meal  roentgen  study  is  of  value  in  disclosing  a 
disturbance  of  the  duodenal  loop.  Surgeons  have 
learned  that  removal  of  the  gallbladder  may  be  of 
doubtful  value  in  relieving  patients  of  their 
symptoms  except  where  there  has  occurred  typi- 
cal biliary  colic.  We  believe  that  the  postchole- 
cystectomy syndrome  and  recurrent  pancreatitis 
are  related  to  the  duodenal  loop  syndrome. 
Recently,  Colp  has  been  doing  a subtotal  gas- 
trectomy for  recurrent  pancreatitis  with  promis- 
ing results.  He  reasons  that  he  thereby  removes 
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much  of  the  hydrochloric  acid-bearing  area. 
The  acid  stimulates  the  formation  of  secretin 
in  the  small  intestine  walls.  This  goes  through 
the  blood  to  stimulate  the  pancreas.  We  believe 
that  his  operation  for  recurring  pancreatitis 
might  be  successful  mainly  because  it  sidetracks 
the  flow  of  irritating  foods  or  chemicals  away 
from  the  duodenal  loop.  In  this  manner  the 
first  part  of  the  triad  syndrome,  the  duodenitis, 
should  be  relieved.  Then,  secondarily,  the  biliary 
and  pancreatic  conditions  might  be  improved.8 
Reduction  of  gastric  acidity,  and  thereby  of 
secretin,  might  be  beneficial  in  a contributory 
sense. 

It  is  important  to  recognize  that  the  duodenal 
loop  triad  is  not  uncommon.  The  syndrome 
may  be  incomplete,  that  is,  there  is  always  evi- 
dence of  duodenal  disease,  frequently  of  biliary 
and  occasionally  of  pancreatic  disease.  The  ap- 
proach to  the  problem  presented  here  offers  a 
logical  method  for  the  diagnosis  and  treatment  of 
some  important  gastrointestinal  complaints  in 
that  various  etiologic  factors  mentioned  and 
discussed  may  be  corrected  completely  or  partly. 
We  do  not  claim  that  duodenitis  is  the  principle 
cause  of  gallbladder  disease.  Moreover,  where 
the  triad  syndrome  was  primary,  removal  of  the 
gallbladder  in  our  cases  did  not  cure  the  patients 
since  other  etiologic  factors  remained. 


Summary 

1.  The  syndrome  of  the  duodenal  loop  triad  is 
presented. 

2.  It  consists  of  disease  of  the  duodenal  loop 
which  is  always  present,  biliary'-  disease  which  is 
frequently  present,  and  pancreatic  disease  which 
is  occasionally  present. 

3.  Important  etiologic  factors  appear  to  be 
(1)  allergy,  (2)  alcohol,  (3)  chemicals,  (4)  right 
heart  failure,  (5)  ulcer,  and  (6)  infection. 

4.  A common  entrance  of  the  biliary  and 
pancreatic  ducts  is  probably  a significant  factor. 

5.  Some  cases  seem  to  have  been  improved  by 
subtotal  gastrectomy,  probably  because  side- 
tracking food  from  the  duodenal  loop  relieved  the 
duodenitis. 
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DIABETIC  DOCTORS  PROVE  ONE  CAN  LIVE 

A diabetic  person  can  take  hope  from  the  personal 
experiences  of  physicians  suffering  from  the  same 
disease.  Diabetic  doctors — and  these  are  estimated 
at  about  one  out  of  every  40 — have  proved  that  by 
adherence  to  a proper  regimen  they  can  conduct  their 
normal  activities  and  look  forward  to  a life  expect- 
ancy almost  as  long  as  that  of  the  average  physician. 

This  optimistic  outlook  was  presented  by  Dr. 
Robert  F.  Bradley  of  Boston  in  an  article  in  the 
October  7 issue  of  the  Journal  of  the  American  Medi- 
cal Association.  Dr.  Bradley,  associated  with  the 
George  F.  Baker  Clinic  of  the  New  England  Deacon- 
ess Hospital,  made  a study  of  the  records  of  475 
diabetic  physicians  consulting  the  Joslin  group  be- 
tween 1898  and  1947. 

From  this  study,  Dr.  Bradley  concluded  that  the 
average  diabetic  physician  will  live  almost  as  long 
as  the  average  physician  and  will  slightly  outlive  his 
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nonmedical  contemporary.  He  also  concluded  that 
it  is  worthwhile  for  a diabetic  person  to  enter  medical 
school  if  (1)  he  shows  none  of  the  degenerative 
complications  of  diabetes,  (2)  he  demonstrates  his 
ability  and  willingness  to  control  his  diabetes,  and 
(3)  his  duration  of  diabetes  to  time  of  entrance  is  less 
than  fifteen  years. 

Dr.  Bradley  cited  the  results  of  medical  advance. 
In  the  era  before  treatment  with  insulin  (1898  to 
1922),  the  average  age  at  death  of  diabetic  physicians 
was  56.9  years.  In  1948,  it  was  67.3  years.  The 
duration  of  diabetes  in  fatal  cases  rose  from  8.5  years 
in  the  preinsulin  period  to  15  years  in  1948. 

Diabetic  coma,  which  at  one  time  accounted  for 
35.3  per  cent  of  all  deaths  in  striken  physicians,  has 
practically  disappeared  as  a cause  of  death.  Infec- 
tions and  gangrene,  likewise,  have  almost  disap- 
peared as  causes  of  death. 
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THE  history  of  medicine  is  replete  with  dis- 
coveries of  new  products  which  have  con- 
tinually added  to  the  physician’s  armamentarium 
solutions  to  long-existing  therapeutic  dilemmas. 
It  is  therefore  a pleasurable  experience  to  witness 
the  development  of  preparations  useful  for  the 
successful  treatment  of  the  relief  of  pain  in 
migrainous  patients  who  have  suffered  for  so  long 
from  excruciating  and  disabling  headaches. 

With  the  acceptance  of  Wolff’s  presentation 
that  migraine  headaches  follow  a definite  pattern 
because  of  the  changes  that  occur  in  the  cerebral 
vessels,  effective  management  of  migraine  patients 
has  been  accomplished.* 1  These  vascular  changes 
can  be  separated  into  three  definite  phases : 

1.  The  vasoconstrictor  phase — recognized  by 
the  occurrence  of  visual  phenomena  with  no  ac- 
companying head  pain. 

2.  The  vasodilatation  phase — identified  by 
the  severe  headache. 

3.  The  edema  phase  in  which  the  vessels  are 
tortuous,  rigid,  thick,  and  pipelike.  This  phase 
is  usually  marked  by  nausea  and  vomiting  which 
may  terminate  the  attack. 

With  the  establishment  of  these  vascular 
changes  as  being  primarily  responsible  for  the 
symptoms  of  the  migraine  attack,  it  has  been  the 
aim  of  physicians  treating  such  patients  to  direct 
medication  toward  the  prevention  of  such 
changes,  once  the  attack  has  started. 

Many  vasoconstricting  agents,  therefore,  have 
been  employed  for  the  treatment  of  migraine 
headaches  in  an  effort  to  abort  the  pain  by 
preventing  the  development  of  the  vasodilation 
phase.  Good  results  are  most  consistently  ob- 
tained with  one  agent,  ergotamine  tartrate. 
This  ergot  alkaloid  was  isolated  in  1918  and  was 
primarily  intended  for  obstetric  use.  In  1926, 
Maier  introduced  ergotamine  tartrate  into  the 
therapy  of  migraine.2  Since  then  Wolff,  Lennox, 
von  Storch,  Alvarez,  and  Horton  have  further 
developed  the  therapy  of  this  condition  with  the 
use  of  ergotamine  type  alkaloids.1' 3-6  It  has 
been  found  that  ergonovine  type  alkaloids  do  not 
give  the  same  beneficial  results.  At  the  present 
time  it  is  generally  accepted  that  vasoconstriction 
of  the  cranial  vessels  through  the  action  of  ergot- 
amine and  its  derivatives  is  the  most  efficient 
means  of  aborting  migraine  headaches. 

The  Problem  of  Diagnosing  Headaches 

Many  physicians  have  undoubtedly  sat  listen- 
ing, on  numerous  occasions,  to  patients  complain 
of  their  headaches — actual  as  well  as  emotional 


ones.  A prescription  calling  for  aspirin  is  usually 
given  to  such  cases  with  no  more  thought  devoted 
to  the  problem.  Within  a short  period,  the 
patient  will  have  returned,  still  suffering  from  the 
same  pain,  with,  perhaps,  added  emotional 
problems,  to  change  the  first  series  of  complaints 
only  slightly.  This  time  a stronger  analgesic  is 
prescribed:  codeine  and  aspirin  or  APC  tablets. 
After  two  or  three  such  futile  attempts  the  patient 
will  probably  seek  another  physician,  who  will 
undoubtedly  have  no  better  results,  if  he  employs 
similar  methods  of  management. 

In  order  to  obtain  optimum  therapeutic  results 
in  patients  suffering  from  recurring  agonizing 
headaches,  I have  evolved,  over  a period  of  years, 
a routine  which  I follow  for  the  diagnosis  and 
treatment  of  such  cases.  I have  come  to  realize 
that  severe  headaches  are  probably  the  main 
symptom  of  a definite  clinical  entity  which  neces- 
sarily must  be  treated  with  specific  agents.  In 
addition,  it  is  advisable  to  help  the  patient  learn 
to  understand,  and  thus  remove  or  curb  the 
underlying  emotional  conflicts  which  may  exist  as 
one  of  the  basic  factors  causing  their  difficulties. 

The  first  step  in  the  management  of  headache 
patients  is  the  taking  of  a careful  history.  This 
cannot  ordinarily  be  done  at  one  session,  for  it  is 
often  too  long  and  involved.  An  accurate  de- 
scription of  the  headache  attack  itself  must  be 
obtained,  with  lead  questions  employed  to  sim- 
plify the  task  of  completing  the  entire  picture. 
A detailed  enumeration  of  the  prodromal  symp- 
toms and  their  timing  will  facilitate  the  classi- 
fication and  identification  of  the  headache.  As 
the  patient  discusses  his  problems  the  physician 
must  size  up  the  individual’s  personality  and 
makeup,  since  these  may  be  an  intrinsic  feature 
of  the  etiology  in  some  headaches.  It  is  also 
essential  to  delve  deeply  into  the  headache  aspect 
of  the  family  history. 

TABLE  I. — Classification  of  Headaches 


Tumor 

Sinusitis 

Neuralgias 

Uremic 

Hemorrhages 


Nontascular 

1 Symptoms  mimic  those  of 
vasuiar  headaches.  Vaso- 
constrictors do  not  neces- 
sarily relieve  and  are  often 
contraindicated. 


Vascular 


Classic  migraine 
Migraine  variants 
Ophthalmic 

Ophthalmoplegic  (rare) 
Status  migrainus 
Abdominal 
Histaminic  cephalgia 
(Horton’s  syndrome) 
Tension  headache 
Temporar  arteritis 
Hypertension 


Can  be  controlled  in  the  most 
part  by  the  judicious  use  of 
vasoconstrictors. 
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A complete  physical  examination  is  necessary 
before  a final  diagnosis  can  be  made.  Blood  tests, 
urinalyses,  basal  metabolism,  and  head  and  chest 
x-rays,  where  necessary,  are  helpful  and  essential 
in  ruling  out  any  organic  basis  for  the  headaches. 
If  any  abnormality  such  as  a mild  anemia  or  a 
slight  metabolic  variation  is  found,  specific  treat- 
ment should  be  initiated  to  alleviate  or  remove  it. 

Once  the  above  has  been  accomplished  it  is  far 
easier  to  reach  a correct  conclusion  and  to  initiate 
therapy  which  will  bring  welcome  relief  to  the 
patient. 

It  is  important  to  classify  headaches,  since  ther- 
apy is  determined  by  the  type  of  headache  being 
treated.  There  are  two  main  classes  (Table  I). 

Nonvasculak  Headaches. — These  can  be 
subdivided  as  to  basic  origin.  Headaches  due  to 
intracranial  pressure  arising  from  tumors  or 
hemorrhage  are  treated  primarily  by  removing 
the  cause  of  the  pressure.  It  is  obvious  that  both 
the  history  and  ancillary  tests  play  an  integral 
part  in  making  this  diagnosis.  Toxic  headaches 
are  also  relieved  by  removing  the  source  of  the 
toxins.  The  relief  of  the  head  pain  usually  can  be 
achieved  with  the  use  of  analgesics.  Aspirin  in 
some  cases  will  suffice ; in  others  codeine  or  mor- 
phine are  necessary.  Vasoconstrictors  are  of 
little  benefit  and  in  some  instances  are  definitely 
contraindicated. 

Vascular  Headaches. — These  differ  from  the 
nonvascular  type  in  that  a definite  change  occurs 
in  the  cranial  vascular  system  which  causes  the 
severe  pain  of  the  vascular  headaches.  Many 
factors  can  initiate  the  cycle  in  which  the  first 
step  is  a constriction  of  these  vessels  with  no  asso- 
ciated pain.  Unless  the  secondary  vasodilation 
is  prevented  by  therapeutic  means,  the  severe 
head  pain  will  begin  and  last  for  the  duration  of 
the  attack.  This  basic  mechanism  of  vasocon- 
striction and  vasodilation  is  a very  complex  re- 


action and  involves  many  systems  of  the  body. 
However,  it  is  an  integral  part  of  all  vascular 
headaches.  These  headaches  are  of  particular 
importance  because  formerly  they  were  poorly 
understood  and  did  not  respond  to  analgesics. 
They  occur  in  many  patients  and  present  a wide 
variety  of  symptoms. 

There  are  four  main  vascular  headaches  which 
must  be  differentiated  from  one  another:  classic 
migraine,  migraine  variants,  Horton’s  syndrome 
(histaminic  cephalgia),  and  tension  headache. 
In  addition,  there  are  two  other  conditions  in- 
cluded in  this  group:  temporal  arteritis  and 

hypertension  headaches.  The  five  cardinal  points 
that  must  be  carefully  evaluated  in  studying  a 
migrainous  individual  are  as  follows: 

1.  Familial  history  of  “sick  headaches”  usu- 
ally is  obtained,  indicating  a hereditary  factor 
in  the  etiology  of  migraine.  This  appears  to  be  a 
definite  part  of  the  migraine  syndrome  and  is 
elicited  from  migraine  patients  as  well.  Except 
for  the  attack  itself,  the  variants  are  similar  in  all 
respects  to  the  classic  migraine  attack.  Migraine 
headaches  are  not  necessarily  a part  of  the  family 
history  of  patients  suffering  from  the  other  vascu- 
lar headaches.  Sometimes  filling  out  a chart 
similar  to  that  shown  in  Table  II  may  aid  the 
physician  in  making  a definite  differentiation  as 
to  the  type  of  headache  presented. 

2.  No  organic  lesions  can  be  found  as  the 
main  cause  of  the  vascular  headaches.  A com- 
plete physical  examination,  however,  should  be 
carried  out  in  all  cases  in  order  to  ascertain  this. 
Exception  should  be  noted  in  cases  of  temporal 
arteritis  and  hypertension  in  which  lesions  are 
sometimes  found. 

3.  Personality  of  the  patient  is  a definite 
contributive  factor  to  the  complete  migraine 
syndrome.  The  migraine  personality  can  be 
easily  recognized  with  very  little  experience. 


TABLE  II. — Important  Diagnostic  Aids  for  Vascular  Headache  Differentiation 


Ten- 

. Migraine  Variants > sion 

Ophth-  Head-  Horton’s  Head-  Temporal 

Migraine  almic  Abdominal  ache  Syndrome  ache  Arteritis 


Hyper- 

tension 

Headache 


Family  history  x 

No  organic  lesions  x 

Relief  with  vasoconstrictors  x 

Personali  ty — underlying 

frustration  x 

3-phase  attack  x 

Prodromal  phase  x 

Headache  phase  x 

Postdromal — nausea  and 
vomiting  x 

Age  group  All 

Recurring;  throbbing  x 

Agonising  headache  x 

Dull  headache 

Not  localised  ... 


Unilateral,  brief  sharp  head 
pain 


X 

X 

X 

X 

X 

X 

X 

X 

x ... 

X 

X 

X 

X 

X X 

X 

X 

X 

X 

*?’ 

'?* 

? 

? 

X 

? 

X 

? 

Elder 

All 

Young 

All 

Middle  age, 
males 

All  Old,  male 

X 

...  x 

X 

...  x 

X ... 

X ... 
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These  migrainous  individuals  usually  are  obedient 
and  shy  in  their  childhood,  becoming,  as  adults, 
perfectionistic,  stubborn,  ambitious,  and  efficient. 
There  is  usually  a strong  underlying  feeling  of 
resentment  and  frustration.  They  find  it  difficult 
to  adjust  themselves  emotionally,  and  any  slight 
conflict  causes  an  inner  turmoil.  These  strong 
emotional  reactions  act  as  a trigger  mechanism  to 
set  off  the  attack.  The  migraine  variant  patient 
will  present  the  same  type  of  personality. 

The  Horton’s  syndrome  patient,  the  temporal 
arteritis  patient,  and  the  hypertensive  patient  do 
not  present  a set  or  definite  personality.  The 
emotional  factor  is  not  necessarily  a basic  part  of 
these  syndromes,  although  some  patients  do  pre- 
sent personality  problems. 

The  tension  headache  patient,  on  the  other 
hand,  usually  shows  a definite  relation  between 
his  headache  and  a stress  situation.  Physical 
fatigue  may  be  a definite  attributable  factor  to 
the  headache  suffered  by  these  patients,  and  for 
this  reason  many  physicians  suffer  from  this  type 
of  headache,  since  they  usually  work  hard  while 
being  both  fatigued  and  under  severe  nervous 
and  emotional  strain.  The  headache  of  this  type 
usually  occurs  in  the  letdown  period  following  the 
stress  situation  without  any  associated  psycho- 
genic disturbances. 

4.  There  are  two  test  criteria  that  are  often- 
times used  as  diagnostic  aids: 

A.  The  clinical  response  to  ergotamine  tar- 
trate or  dihydroergotamine  parenterally  or 
to  ergotamine  and  caffeine  orally— vascular 
headaches  usually  respond  90  per  cent  to 
these  agents. 

B.  Histamine  test— Horton  has  shown  that 
when  histamine  is  used  as  a provocative 
agent,  the  immediate  reaction  is  a gener- 
alized “histamine  headache”  which  is  a 
physiologic  response.5 * 7  This  occurs  in 

, the  normal  subjects  as  well  as  those  who 
suffer  from  migraine  type  headaches.  In 
the  migrainous  patient,  as  well  as  in  the 
histaminic  cephalgia  patient,  reproduction 
of  the  histaminic  cephalgia  syndrome  will 
occur  approximately  fifteen  to  fifty  minutes 
following  the  first  or  “histaminic  head- 
ache.” This  is  useful  as  a diagnostic  aid. 

5.  The  classic  migraine  patient  will  describe 

a familiar  and  easily  recognizable  three-phase 

attack.  It  is  the  atypical  migraine  patient, 

however,  who  presents  a diagnostic  challenge, 
since  his  attack  presents  a wide  variety  of 
symptoms  which  are  not  always  easily  recog- 

nized as  being  migraine. 

Prodromal  Phase. — Visual  disorders,  such  as 

scintillating  scotomata,  photophobia,  hemianop- 


sia, and  blurred  vision,  will  precede  the  classic 
migraine  attack.  This  acts  as  a warning  to  the 
patient.  The  migraine  variant,  where  the  head- 
ache may  not  develop  or  is  of  mild  character,  has 
the  optic  phase  as  the  predominant  feature  of  the 
attack.  Ophthalmoplegic  migraine  is  a rare  con- 
dition in  which  temporary  or  permanent  blindness 
may  occur.1  Friedman  believes  that  permanent 
ophthalmic  or  ophthalmoplegic  migraine  is  asso- 
ciated with  vascular  malformation,  aneurysm, 
or  brain  stem  lesion.8 * * 

The  other  vascular  headaches  usually  do  not 
have  a definite  prodromal  phase.  The  tension 
headache  presents  no  predominant  ocular  symp- 
toms to  disturb  the  patient.  Homolateral 
lacrimation,  which  does  not  precede  but  usually 
occurs  simultaneously  with  the  head  pain,  is 
typical  of  the  Horton’s  syndrome.  Several  re- 
ports indicate  that  one  third  of  temporal  arteritis 
patients  are  threatened  with  partial  or  even  com- 
plete loss  of  vision.9,10  Diplopia  is  reported  in 
the  two  above  references,  and  central  retinal  ar- 
tery occlusion  can  occur.11 

Headache  Phase. — This  phase,  of  course,  usu- 
ally is  the  most  disabling  of  the  entire  attack. 
The  classic  migraine  head  pain  is  a periodic,  se- 
vere, unilateral,  throbbing  type  of  headache 
which  may  be  localized  to  any  site  but  is  most 
commonly  restricted  to  the  orbital,  frontal,  or 
temporal  regions.  The  duration  may  vary  from 
minutes  to  days.  In  the  variant  of  the  headache 
phase  the  cephalgia  becomes  more  severe  than 
usual  or  may  fail  to  occur.  In  cases  where  it  is 
extremely  severe  and  long  lasting  it  is  known  as 
status  migrainus. 

The  pain  of  histaminic  cephalgia  is  sudden, 
severe  in  onset,  of  short  duration,  and  subsides 
abruptly.  It  is  unilateral,  most  often  involving 
the  orbital  area.  Homolateral  rhinorrhea  and 
lacrimation  are  typical  features  of  the  attack. 
Several  such  headaches  may  occur  in  a twenty- 
four-hour  period,  although  it  occurs  most  fre- 
quently early  in  the  morning  or  wakens  the  pa- 
tient out  of  a sound  sleep.  The  upright  position 
may  bring  some  relief. 

The  head  pain  of  the  tension  headache  de- 
velops slowly  and  is  never  very  acute  or  distress- 
ing. It  is  of  a dull,  nonthrobbing,  unlocalized 
aature,  and  has  no  accompanying  symptoms. 
This  type  of  headache  must  be  differentiated 
from  muscle  tension  headache  which  is  due  to  con- 
tractions of  the  muscles  of  the  head  and  neck. 
Some  observers  believe  that  muscle  spasm 
(muscle  tension  headache)  is  a component  of  all 
headaches. 

The  characteristic  feature  of  the  persistent 
temporal  arteritis  headache  is  its  high  intensity, 
deep  aching  quality,  throbbing  nature,  and  its 
accompanying  burning  component.  The  head- 
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ache  often  lasts  a long  period,  with  the  throbbing 
nature  disappearing  or  diminishing  after  twenty- 
four  hours. 

The  hypertension  headaches  are  of  a dull, 
diffuse,  deep  aching  nature,  usually  intermittent 
but  occasionally  continuous.  They  may  be 
generalized,  unilateral,  or  occipital  and  are  com- 
monly worse  in  the  early  morning.  They  throb 
more  severely  at  the  onset;  the  upright  position 
tends  to  alleviate  the  severity  of  the  attack  some- 
what. 

Postdromal  Phase. — This  is  most  typical  of  the 
classic  migraine  syndrome.  Nausea  and  vomit- 
ing usually  occur  when  the  cerebral  vessels  have 
become  edematous,  rigid,  and  pipelike.  The 
abdominal  variant  has  as  its  feature  a severe 
gastrointestinal  pain  with  disarrangement  of 
other  bodily  features.8 

The  other  vascular  headaches  do  not  contain 
an  abdominal  phase. 

The  above  descriptions  encompass  the  domi- 
nant features  of  the  various  vascular  headaches 
and  must  be  kept  in  mind  when  treating  a patient 
whose  chief  complaint  centers  on  head  pain,  severe 
headaches,  or  associated  manifestations.  As 
with  other  conditions,  differential  diagnosis  is 
necessary  before  instituting  therapy. 

Treatment 

Therapeutic  measures  should  be  initiated  as 
soon  as  diagnosis  has  been  completed.  It  is 
again  important  to  remember  that  nonvascular 
headaches  are  a separate  group  and  do  not  neces- 
sarily respond  to  vasoconstricting  agents.  The 
headache  in  hypertensive  patients  bears  no 
direct  relationship  to  the  level  of  blood  pressure 
but  does  sometimes  improve  as  the  hypertension 
lessens.  It  is  important  to  remember  that, 
in  the  hypertensive,  the  vessels  are  always  in  a 
state  of  constriction  and  that,  although  therapy 
employing  vasoconstrictors  is  not  contraindi- 
cated, it  must  be  administered  with  caution. 

Up  to  the  present  time,  ergotamine  tartrate 
continues  to  be  the  best  medication  for  arresting 
vascular  headaches.  (Meade  has  employed 
histamine  treatment  for  the  management  of  a 
case  of  temporal  arteritis.)12 

Ergotamine  tartrate  can  be  administered 
through  three  different  routes: 

Oral  Administration. — In  the  past  year  a com- 
bination of  ergotamine  tartrate  and  caffeine  (in 
itself  a vasoconstrictor,  when  taken  orally)  has 
been  available  (Cafergone)  for  oral  administra- 
tion in  migraine  attacks.  Such  a preparation 
was  necessary  because  ergotamine  tartrate, 
orally,  never  yielded  as  effective  results  as  the 
parenteral  preparation  (Gynergen). 

This  combination  is  very  effective  in  arresting 
an  attack  if  taken  in  sufficient  dosage  and  early 


enough.  This  preparation  should  be  taken  at 
the  first  signs  of  the  impending  attack  in  order  to 
act  immediately  on  the  cerebral  vessels  and  to 
prevent  the  secondary  vasodilatation  and  the 
resulting  headache.  I stress  this  fact  to  my 
patients  and  give  the  following  instructions: 

1.  Take  two  tablets  at  the  first  sign  of  attack. 

2.  Take  one  tablet  one-half  hour  later  if  at- 
tack still  persists  and  continue  this  every  half- 
hour  until  attack  is  terminated. 

3.  If  after  several  trials  the  patient  finds  that 
he  needs  a certain  number  of  tablets  to  terminate 
the  attack,  his  initial  dose  in  subsequent  attacks 
should  then  be  this  number  of  tablets. 

4.  Do  not  take  more  than  six  tablets  for  any 
one  attack  nor  more  than  ten  in  any  one  week. 

5.  Do  not  take  Cafergone  between  attacks. 
It  is  not  intended  for  interval  treatment. 

6.  Limit  coffee  intake,  since  large  amounts  of 
coffee  will  render  the  patient  less  responsive  to 
Cafergone  medication,  which  contains  caffeine 
alkaloid. 

Any  of  the  vascular  headaches  discussed  above 
will  respond  effectively  if  proper  dosage  of 
Cafergone  is  observed. 

Parenteral. — I have  found  ergotamine  tartrate 
(Gynergen)  to  be  the  remedy  of  choice  for  paren- 
teral administration.  Administered  early  in  the 
attack,  it  is  practically  specific,  although,  in 
some  cases,  nausea,  vomiting,  and  gastric  pains 
will  occur  fifteen  to  sixty  minutes  after  adminis- 
tration. Following  this  bout  of  nausea  and 
vomiting,  the  migraine  attack  is  almost  instantly 
gone.  I have  employed  this  medication  since  its 
inception  and  have  never  observed  any  untoward 
results,  except  in  cases  with  pre-existing  vascular 
occlusions.  In  these  cases  a mild  angina  may 
be  observed  following  the  injection. 

Dihydroergotamine  (D.H.E.-45)  is  indicated 
in  some  cases  because  it  does  seem  to  be  more 
effective  in  selected  instances.  In  my  experi- 
ence it  seems  to  have  a mild  depressive  effect, 
which  may  be  beneficial  in  nervous  or  anxious 
patients. 

Rectal. — An  experimental  preparation  con- 
taining 2 mg.  ergotamine  tartrate  and  100  mg. 
caffeine,  in  suppository  form,  has  been  supplied 
me.  Many  patients  seem  to  prefer  the  sup- 
pository to  the  tablets.  They  are  effective  and 
are  especially  recommended  for  those  patients 
who  tend  to  have  nausea  and  vomiting  early  in 
the  attack.  They  will  prove  to  be  a useful  addi- 
tion to  the  existing  preparations  used  for  stopping 
vascular  headaches. 

It  is  also  necessary  to  remember  that  these 
preparations,  if  improperly  used,  may  have  del- 
eterious effects,  although  I have  never  observed 
any.  This  coincides  with  Wolff’s  statement, 
“To  date,  no  instance  of  ergotism  has  occurred 
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in  persons  receiving  ergotamine  tartrate,  but 
the  physician  should  be  familiar  with  the  syn- 
| drome.”1  I examine  my  patients  carefully  for 
any  signs  which  may  indicate  untoward  reac- 
tions. It  is  interesting  to  note  that  I have  ob- 
served a woman,  who  throughout  two  preg- 
nancies was  forced  to  use  Gynergen  without  any 
j damage  to  herself  or  the  fetus,  which,  in  both  in- 
stances was  delivered  normally.  Wolff  also 
remarks  that  ergotamine  may  be  administered 
cautiously  during  pregnancy,  but  that  ergonovine, 
a stronger  oxytocic,  is  definitely  contraindicated.1 

Case  1. — A patient,  a sixty-eight-year-old  man,  had 
had  a continuous  headache  for  three  years,  starting 
j early  in  the  morning  and  increasing  in  severity  until 
the  afternoon  when  he  was  prostrate.  He  was 
obliged  to  give  up  all  activities.  Since  he  began  to 
j take  two  tablets  of  Cafergone  on  arising,  he  has  be- 
come free  of  headaches  and  can  now  lead  an  active 
I life.  If  he  omits  this  early  morning  medication, 

| his  headache  returns.  He  has  shown  no  signs  of 
suffering  from  ergotism  or  of  any  vascular  constric- 
i tion  after  two  years  of  continuously  taking  this 
j medication. 

It  is  best  to  teach  patients  to  self-administer 
injections  of  these  preparations  when  the  paren- 
teral route  is  indicated.  It  is  easy  for  them  to 
j learn  and  leaves  medication  in  their  hands.  It 
is  necessary  to  stress  the  importance  of  adminis- 
tering the  medication  as  early  in  the  attack  as 
possible.  By  self-administration  the  patient  does 
not  have  to  depend  on  the  physician  to  rush  to 
him  in  the  emergency  of  the  attack  when  time 
is  important. 

There  are  other  means  of  therapy  available, 
such  as  nicotinic  acid,  histamine,  octin,  and 
oxygen,  but  none  have  proved  useful  in  my  hands 
over  a period  of  years. 

In  addition,  it  is  important  to  realize  that  a 
certain  amount  of  emotional  adjustment  is  neces- 
i sary  in  many  cases  of  migraine.  I endeavor  to 
establish  a modified  routine  of  diet  and  activity 
so  that  stress  situations  are  avoided  as  much  as 
possible.  It  is  interesting  to  observe  the  bene- 
ficial effects  that  are  brought  about  by  the  pa- 
tient’s better  understanding  of  his  problems. 
The  use  of  sedatives  is  sometimes  warranted  as 
interval  treatment. 

Summary  and  Conclusions 

Headache  is  a common  symptom  and  is  the 
chief  complaint  in  about  8 million  patients. 
It  is  in  some  instances  very  distressing  to  the 
patient,  which  is  unfortunate,  since  so  many 
cases  do  not  receive  proper  medication  and  thus 
suffer  needlessly.  Since,  following  many  years 
of  study,  I have  been  able  to  achieve  good  results 
by  first  making  a careful  diagnosis,  I have  en- 


deavored to  outline  briefly  the  various  symp- 
tomatologies encountered  in  headache  patients. 
By  facilitating  diagnosis,  the  proper  treatment 
can  then  be  instituted,  and  excellent  therapeu- 
tic results  will  perforce  be  obtained.  Both 
diagnosis  and  treatment  are  summarized  below. 
These  are  a great  oversimplification  of  this  in- 
volved problem  but  can  serve  as  a guide  to  future 
study. 

DIAGNOSTIC  SUGGESTIONS 

1.  Importance  of  history  and  description  of  at- 
tack. Innumerable  and  complex  symptoms 
in  absence  of  any  organic  pathology. 

2.  Typical  personality,  with  a close  relationship 
established  between  headache  attack  and 
emotional  conflicts. 

3.  Definite  three-phase  attack  of  classic  mi- 
graine. 

4.  Migraine  variants  present  only  one  or  more 
(seldom  three)  of  these  phases. 

5.  Tension  headache  is  slow  in  developing  and 
less  severe.  Directly  related  to  stress  situ- 
ations. 

6.  Vasoconstrictors  relieve  vascular  headaches. 

7.  Use  of  histamine  base  to  differentiate  between 
normal  and  migrainous  individuals. 

TREATMENT  OUTLINE 

1.  Two  tablets,  each  containing  1 mg.  of  ergot- 
amine tartrate  and  100  mg.  of  caffeine,  at 
start  of  attack  for  oral  administration. 

2.  One  additional  tablet  every  one-half  hour 
until  attack  is  arrested  or  until  a maximum 
of  six  is  taken. 

3.  A larger  initial  dose  should  be  established  in 
an  effort  to  terminate  attack  with  one  dose. 

4.  Parenteral  or  rectal  administration  available 
when  indicated. 

5.  A discussion  of  patient’s  emotional  problems 
will  often  reduce  the  number  and  severity  of 
attacks. 

6.  Proper  adjustment  of  diet  and  activity  neces- 
sary. 

7.  Coffee  intake  should  be  regulated  when  neces- 

sary. 
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PREMATURE  SEPARATION  OF  THE  NORMALLY  IMPLANTED 
PLACENTA 

A Ten-Year  Analysis  at  Queens  General  Hospital 

George  Schaefer,  M.D.,  Forest  Hills,  New  York  and  Frederick  Carpenter,  M.D.,  F.A.C.S., 
Corona,  New  York 

(From  the  Department  of  Obstetrics  and  Gynecology  of  Queens  General  Hospital) 


ONE  of  the  gravest  emergencies  encountered 
in  late  pregnancy  and  labor  is  premature 
separation  of  the  normally  implanted  placenta. 
This  accident  has  been  given  various  names,  such 
as  accidental  hemorrhage  by  Rigby,  ablatio 
placentae  by  Holmes,  abruptio  placentae  by 
DeLee,  and  uteroplacental  apoplexy  by  Couvel- 
aire.  Since  most  doctors  associate  these  terms 
with  a spectacular  episode  and  tragic  outcome 
for  both  mother  and  infant,  cases  of  partial 
separation  of  the  placenta  which  are  not  as 
dramatic  are  usually  overlooked.  We  have  been 
impressed  by  the  frequency  with  which  the  par- 
tial type  of  premature  separation  has  gone 
unrecognized  and  how  often  immediate  and 
adequate  treatment  has  not  been  rendered.  In 
order  to  emphasize  the  importance  of  recognizing 
this  condition  early  in  its  course,  we  are  presenting 
an  analysis  of  our  cases  at  the  Queens  General 
Hospital  for  the  past  ten  years  from  January  1, 
1939,  to  December  31,  1948. 

Material 

There  were  67  cases  of  premature  separation  of 
the  placenta  in  19,301  deliveries,  or  one  in  every 
288  cases.  Thirty-nine  per  cent  occurred  in 
primipara  and  61  per  cent  in  multipara.  Table 
I shows  the  age  distribution  of  patients  with  pre- 
mature separation,  and  Table  II  shows  the  fre- 
quency with  which  the  various  symptoms  oc- 
curred in  our  67  cases. 

In  90  per  cent  of  the  cases  there  was  external 
bleeding,  in  74.6  per  cent  the  bleeding  was  en- 
tirely external,  and  in  16.3  per  cent  of  the  cases 
external  bleeding  was  present  together  with  the 
internal  hemorrhage.  Uterine  pain  occurred  in 
55  per  cent  of  the  cases,  but  the  boardlike,  lig- 
neous uterus  formerly  described  as  typical  of 
premature  separation  of  the  placenta  was  present 
in  only  7.5  per  cent  of  the  cases.  There  was  no 
evidence  of  bleeding  in  6 per  cent  of  the  cases,  so 
that  the  possibility  of  premature  separation  should 
be  borne  in  mind  in  the  absence  of  bleeding. 

Diagnosis 

The  signs  and  symptoms  of  premature  separa- 
tion are  determined  by  whether  the  condition 
occurs  before  or  during  labor  and  by  whether 
the  separation  is  partial  or  complete.  Seventy 


per  cent  of  our  cases  occurred  before  the  onset  of 
labor.  Eight  occurred  in  the  sixth  month  of 
gestation,  23  in  the  seventh  month,  16  in  the 
eighth  month,  and  20  cases  occurred  at  term. 

When  separation  occurs  before  labor,  the  first 
sign  is  usually  vaginal  bleeding.  Abdominal 
pain  may  occur  first,  but  it  usually  follows  the 
onset  of  bleeding.  Uterine  contractions  soon 
begin.  Depending  on  the  degree  of  placental 
separation,  the  fetus  may  exhibit  violent  move- 
ments, and  the  fetal  heart  may  be  lost.  If  only 
partial  separation  occurs,  rapid  delivery  may 
ensue  and  both  mother  and  infant  remain  well. 

If  the  hemorrhage  is  of  the  concealed  type,  the 
first  symptom  may  be  severe  uterine  colic.  On 
palpation  the  uterus  presents  a boardlike  con- 
sistency and  does  not  relax.  The  fetal  heart  is- 
not  heard,  and  the  uterus  may  suddenly  enlarge. 
In  addition  to  becoming  hard  and  tense,  the  j 
uterus  may  also  become  exquisitely  tender,  i 
The  patient  may  show  signs  of  shock  which  are 
out  of  proportion  to  the  amount  of  blood  lost  and 
are  believed  to  be  due  to  the  pain  produced  by 
irritation  of  the  peritoneum.  The  diagnosis  of 
premature  separation  is  confirmed  when  vaginal 
examination  fails  to  reveal  evidence  of  placenta 
previa  as  a cause  of  the  bleeding. 

When  premature  separation  of  the  placenta 
occurs  in  labor,  the  diagnosis  is  more  difficult. 
The  bleeding  is  usually  external  and  may  be  only 
slightly  more  in  amount  than  occurs  during  a 
normal  labor.  At  times  the  fetal  heart  may  be 
suddenly  lost  in  labor,  and  this  is  an  indication 
of  embarrassment  to  the  placental  circulation. 


TABLE  I. — Age  of  Patients  with  Premature  Separation 


Age 

Number  of  Patients 

15  to  19  years 

8 

20  to  29  years 

38 

30  to  39  years 

• 19 

40  years  and  over 

2 

TABLE  II. — Frequency  of 

Symptoms  in  Premature 

Separation  of  the  Placenta 

Symptom 

Frequency 

(Per  Cent  of  Total  Patients) 

External  bleeding 

74.6 

Internal  bleeding 

3.0 

Internal  and  external  bleeding 

16.3 

No  bleeding 

6.0 

Uterine  pain 

55.0 

Boardlike  uterus 

7.5 

Shock 

4.5 

££» 


Hi. 

*1 
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A sudden  change  in  the  character  of  the  labor, 
vaginal  bleeding,  fetal  distress,  and  the  finding 
of  old  blood  clots  on  the  placenta  make  the  diagno- 
sis of  premature  separation  of  the  placenta. 

Treatment 

We  believe  that  conservative  treatment  is  most 
often  indicated  for  premature  separation.  Our 
regimen  is  as  follows: 

1.  For  the  mild  case  where  labor  is  progress- 
ing satisfactorily,  we  rupture  the  membrane  and 
apply  a tight  abdominal  binder. 

2.  If  the  bleeding  is  moderate  and  the  patient 
is  not  in  labor  but  the  cervix  is  ripe  and  the  pre- 
senting part  is  in  the  pelvis,  we  rupture  the  mem- 
branes, apply  a tight  abdominal  binder,  and  use 
small  doses  of  pituitrin  at  one-half-hour  intervals. 

3.  If  the  bleeding  is  profuse  and  the  cervix 
not  ripe  and  the  patient  not  in  labor,  we  advise 
immediate  cesarean  section  with  ample  blood 
transfusion.  Similarly,  if  signs  and  symptoms 
point  to  a Couvelaire  type  of  uterus,  we  do  an 
immediate  cesarean  section  and  determine  at 
operation  whether  to  remove  the  uterus. 

Results 

In  following  this  procedure  in  our  67  cases, 
only  four  cesarean  sections  were  performed. 
In  20  of  the  cases  treatment  consisted  of  ruptur- 
ing the  membranes,  abdominal  binder,  and  small 
doses  of  pituitrin.  In  an  additional  eight  cases, 
rupturing  the  membranes  alone  was  sufficient  to 
bring  on  a rapid  delivery.  In  29  cases,  most  of 
whom  were  in  labor  at  the  time  of  the  accident, 
no  interference  was  necessary,  and  the  patients* 
delivered  spontaneously.  One  patient  was 
bagged,  a procedure  the  authors  do  not  advocate. 
In  four  cases  the  vagina  was  packed,  a pro- 
cedure one  of  the  former  attending  obstetri- 
cians used  frequently.  The  authors  condemn  the 
use  of  vaginal  pack  as  a treatment  for  premature 
separation  and  believe  it  was  responsible  for  our 
only  maternal  death.  This  occurred  in  the 
following  case. 

C.  R.,  a thirty-nine-year-old  gravida  3,  Para  2, 
nonclinic  patient,  was  admitted  to  the  Queens  Gen- 
eral Hospital  on  November  12,  1940,  because  of 
moderate  vaginal  bleeding  and  abdominal  pain  of 
three  hours  duration.  Her  last  menstrual  period 
was  March  11,  1940,  and  her  expected  date  of  con- 
finement was  December  18,  1940.  Examination 
revealed  the  patient  to  be  in  impending  shock  with  a 
blood  pressure  of  80/60  and  a pulse  rate  of  120  per 
minute.  The  uterus  was  tense  and  tender;  no  fetal 
heart  was  audible,  and  the  cervix  was  thick  and 
undilated. 

She  was  given  immediate  blood  transfusion,  fol- 
lowing which  the  membranes  were  ruptured  arti- 
ficially when  no  placental  tissue  was  felt.  The  va- 


gina was  packed  with  gauze,  but  the  patient  con- 
tinued to  bleed.  After  two  hours  the  gauze  was  re- 
moved and  the  cervix  found  to  be  2 cm.  dilated. 
The  vagina  was  repacked  with  gauze  at  this  time. 
She  bled  through  the  packing  in  two  hours  and  was 
vaginally  packed  a third  time  when  it  was  finally 
decided  to  start  small  doses  of  pituitrin  at  thirty- 
minute  intervals.  The  patient  went  into  active 
labor  shortly  after  the  pituitrin  was  started  and  de- 
livered a macerated  stillborn  infant.  The  placenta 
showed  many  clots  on  the  maternal  surface.  Up  to 
the  time  of  delivery  the  patient  had  received  1,500 
cc.  of  whole  blood,  1,500  cc.  of  plasma,  and  1,000  cc. 
of  dextrose  in  saline.  The  patient  remained  in 
shock  after  delivery  and  was  given  more  blood  and 
plasma  and  oxytocics  intravenously  and  intramuscu- 
larly but  died  eight  hours  after  delivery.  An  au- 
topsy was  not  obtained. 

We  feel  that  this  case  illustrates  the  abuse  of  the 
vaginal  pack  in  the  control  of  hemorrhage  in 
premature  separation  of  the  placenta.  On  ad- 
mission to  the  hospital  the  patient  was  bleeding 
moderately  severely  and  was  in  impending  shock. 
She  was  not  in  labor,  and  the  cervix  was  not 
dilated  or  ripe.  Following  blood  transfusion  the 
patient  should  have  had  an  immediate  cesarean 
section  and  the  uterus  evaluated  as  to  the  advis- 
ability of  removing  it.  If  it  was  decided  to  deliver 
the  patient  vaginally,  then  the  pituitrin  should 
have  been  started  when  the  membranes  were  rup- 
tured instead  of  waiting  five  hours.  The  patient 
died  of  uncontrolled  hemorrhage  and  shock. 

Treatment  of  premature  separation  of  the  pla- 
centa does  not  end  with  the  delivery  of  the  infant 
and  the  placenta,  for  it  is  in  the  immediate  post- 
partum period  that  the  deaths  occur.  We  recog- 
nize five  stages  of  labor:  first,  dilation  and 

effacement  of  the  cervix;  second,  delivery  of  the 
infant;  third,  separation  of  the  placenta;  fourth, 
delivery  of  the  placenta,  and  fifth,  observation  of 
the  patient  for  at  least  one  hour.  During  this 
latter  stage  the  patient  should  remain  in  the 
delivery  room  or  in  a recovery  room  and  be 
watched  carefully;  if  bleeding  continues  after 
delivery  of  a patient  with  a premature  separation 
of  the  placenta,  a hysterectomy  should  be  done  at 
once  and  no  time  wasted  with  uterine  or  vaginal 
packs. 

Mortality 

Our  maternal  mortality  was  one  in  67  cases,  or 
1.49  per  cent.  The  maternal  mortality  from  pre- 
mature separation  reported  in  the  literature 
ranges  from  2 to  25  per  cent  depending  on  the 
severity  of  the  case. 

Forty  of  the  infants  died  in  our  series  for  a 
mortality  of  59.7  per  cent.  The  infant  mortality 
in  complete  separation  is  100  per  cent.  For  all 
types  of  separation,  the  mortality  ranges  between 
50  and  90  per  cent. 
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Summary  and  Conclusion 

1.  Premature  separation  of  the  normally 
implanted  placenta  occurs  more  frequently  than 
the  figures  reported  in  the  literature.  The  partial 
type  is  overlooked  very  often. 

2.  Premature  separation  may  occur  before  or 
during  labor. 

3.  The  symptoms  and  signs  of  premature 
separation  depend  on  the  extent  of  the  hemor- 
rhage, and  dissection  of  the  muscle  fibers,  and  on 
local  changes. 

4.  When  bleeding  occurs  in  the  third  tri- 
mester and  vaginal  examination  reveals  no  evi- 
dence of  placenta  previa,  premature  separation 
of  the  placenta  should  be  considered. 

5.  A sudden  change  in  the  character  of  the 
labor,  vaginal  bleeding,  and  evidence  of  fetal 
distress  should  make  one  think  of  premature 
separation. 

6.  Vaginal  bleeding  is  the  most  common  symp- 
tom of  premature  separation,  occurring  in  about 
90  per  cent  of  the  cases. 

7.  Uterine  pain  occurs  in  about  50  per  cent  of 
cases  of  premature  separation,  but  the  boardlike 


ligneous  uterus  is  an  infrequent  finding,  about 
5 per  cent,  except  in  complete  separation  with 
concealed  hemorrhage. 

8.  In  the  mild  and  moderate  cases,  rupture  of 
the  membranes,  small  doses  of  pituitrin,  and  a 
tight  abdominal  binder — the  conservative  treat- 
ment—have  given  the  best  results. 

9.  Cesarean  section  should  be  reserved  for 
those  cases  of  severe  hemorrhage  in  which  vaginal 
delivery  cannot  be  readily  carried  out. 

10.  The  immediate  postpartum  period  is  the 
most  critical  for  patients  with  premature  separa- 
tion, and  unnecessary  procrastination  at  the  time 
may  prove  fatal. 

11.  The  maternal  mortality  in  mild  cases  of 
premature  separation  is  less  than  2 per  cent. 
In  severe  cases,  the  maternal  mortality  is  between 
10  and  15  per  cent. 

12.  In  complete  separation  of  the  placenta,  the 
infant  mortality  is  100  per  cent.  In  partial 
separation,  the  infant  mortality  averages  about 
50  per  cent. 
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THE  OPHTHALMOSCOPE  FOR  EXAMINATION  OF  SKIN  LESIONS 

Morton  B.  Wallach,  M.D.,  and  Shirley  Schmones,  M.D.,  New  York  City 
(From  the  Sydenham  and  Beth  Israel  Hospitals ) 


THE  medical  practitioner  is  called  upon  to 
treat  many  dermatologic  ailments,  both  pri- 
mary and  secondary  to  medical  conditions. 

After  inspection  with  the  naked  eye,  generally 
a loupe  which  magnifies  six  times  is  used  by  the 
dermatologist  as  the  next  step  in  examining  a 
skin  lesion  more  closely.  The  general  practi- 
tioner, if  he  does  not  have  a loupe,  ordinarily 
uses  a household-type  magnifying  glass  as  a sub- 
stitute. 

However,  at  the  disposal  of  and  included  in  the 
professional  equipment  of  many  physicians  is  an 
instrument  which  can  easily  double  for  this  pur- 
pose and  which  has  inherent  advantages  in  its 
use  as  a skin-examining  device.  With  the  plus 


20  diopter  lens  in  place  and  the  physician’s  eye 
at  the  lens,  the  ophthalmoscope  held  at  about 
4 cm.  from  the  skin  gives  adequate  magnification 
(about  6 times)  for  this  type  of  inspection  and 
projects  a small  cone  of  light  only  on  the  area 
which  one  wishes  to  study.  Lesser  degrees  of 
magnification,  as  required,  are  literally  at  the 
examiner’s  fingertips  by  choosing  any  weaker  lens 
in  the  ophthalmoscope.  Somewhat  larger  areas 
may  be  studied  by  removing  the  pinhole  dia- 
phragm cap  from  the  ophthalmoscope.  The 
character  of  the  skin  lesion,  condition  of  hair 
follicles,  presence  of  scales  and  bleeding  points, 
etc.,  can  all  be  subjected  to  careful  scrutiny. 

949  East  156th  Street 


Special  Article 

PUBLIC  RELATIONS  AS  EXEMPLIFIED  BY  THE  BRONX  COUNTY 

MEDICAL  SOCIETY 

George  Schwartz,  M.D.,  Bronx,  New  York 
(I Chairman , Public  Relations  Committee,  Bronx  County  M edical  Society) 


| T IS  the  concept  of  some  physicians,  engaged  in 

the  field  of  medical  public  relations  in  behalf  of  a 
county  medical  society  on  entirely  a voluntary 
basis,  that  excellent  public  relations  could  be  estab- 
lished with  the  entire  community  were  physicians, 
as  individuals  and  collectively,  to  thrust  themselves 
wholeheartedly  into  each  and  every  civic  and  com- 
munity endeavor.  To  lend  credence  to  this,  it  may 
be  stated  that,  in  one  community,  practically  each 
and  every  problem  confronting  civic  organizations, 
groups  of  citizens,  or  even  a single  individual,  and 
relating  to  public  health  and  allied  problems,  is  re- 
ferred to  the  representatives  of  the  county  medical 
society  for  their  opinions  and  possible  solution. 

In  the  Bronx  County  Medical  Society  it  is  an  es- 
tablished principle  that  doctors  affiliate  with  civic 
organizations  such  as  the  Lions,  Rotary,  and  Ki- 
wanis;  one  woman  physician  is  to  join  the  Soropti- 
mists;  with  business  organizations  as  the  Bronx 
Chamber  of  Commerce  (actually  one  of  our  doctors 
is  a vice-president  of  the  Chamber);  with  the  Elks, 
American  Legion,  and  kindred  groups,  and  with 
various  fraternal  orders. 

Physicians  in  the  past  have  denied  themselves  the 
privileges  and  opportunities  for  civic  service  as  have 
been  rendered  by  other  men  and  women  within  the 
community.  Contrariwise  one  physician  in  Bronx 
County  was  awarded  the  Lions  Club  Outstanding 
Citizenship  Award  for  service  performed  in  the  wel- 
fare of  the  community.  Greater  effort  expended  by 
a larger  percentage  of  physicians  will  result  in  a 
better  appreciation  of  the  doctor’s  singular  contri- 
bution in  the  welfare  of  the  community — this  be- 
cause the  public  still  does  not  realize  the  vast  and  in- 
calculable amount  of  free  services  rendered  by  our 
physicians  in  the  various  clinics  and  hospitals  and  in 
other  endeavors. 

Not  only  the  Comitia  Minora  and  the  public  rela- 
tions committee,  but  each  individual  physician  of  a 
county  medical  society  should  analyze  the  problems 
of  a given  community  and  then  serve  that  com- 
munity with  a dignity  that  befits  the  medical  pro- 
fession. The  result  can  be  advantageous  to  both  the 
public  and  the  medical  profession,  and  as  a conse- 
quence the  opinions  of  the  medical  profession  will 
gain  increasingly  and  progressively  greater  import. 

Our  modem  physician  has  assumed  and  accepted  a 
new  role;  no  longer  does  his  appearance  at  a given 
locale  signify  disease,  death,  or  catastrophe.  Today 
he  is  recognized  as  one  concerned  with  the  everyday 
problem  of  his  fellow  citizen,  and  he  is  increasingly 


called  upon  for  advice  in  matters  not  medical  per 
se. 

Methods  for  Improvement 

What  are  the  direct  and  indirect  methods  in  at- 
taining a greater  degree  of  better  public  relations? 

There  must  be  a Pugsley  Creek  in  other  counties 
of  our  State.  In  Bronx  County,  Pugsley  Creek, 
situated  in  the  far  eastern  and  somewhat  neglected 
portion  of  the  county,  had  its  culvert  obstructed  by 
waste  building  materials,  by  indiscriminate  dump- 
ing of  all  refuse  and  garbage,  with  the  resultant  ac- 
cumulation of  these  materials;  rodents  of  all  descrip- 
tions and  gases  and  fumes  of  all  obnoxious  odors 
gradually  created  a dilemma  for  the  inhabitants  of 
that  area.  As  a consequence  rats  of  all  sizes,  mos- 
quitos, and  other  insects  became  the  unwelcome 
house  guests  of  the  people  in  that  area.  Letters  to 
the  city  fathers  and  to  the  Board  of  Health  proved 
of  no  avail.  In  fact,  one  inspector  exclaimed  that  the 
conditions  were  not  too  bad  and  that  they  were 
worse  elsewhere! 

One  person,  who  had  at  one  time  read  of  the 
Medical  Society’s  activities,  organized  a committee 
and  sought  our  aid.  Together  with  the  Bronx 
Chamber  of  Commerce,  one  of  us  inspected  the 
creek,  and,  in  attempting  to  catch  a rat  for  prima- 
facie  evidence,  fell  into  all  the  muck  of  the  creek  and 
presented  a really  laughable  spectacle.  As  a conse- 
quence, very  pointed  letters  were  transmitted  to  all 
concerned,  and  a three-cornered  controversy  was 
precipitated  between  the  city,  the  State,  and  the  war 
department  as  to  where  the  responsibility  lay  in  the 
correction  of  the  nuisance — this  was  so  since  Pugsley 
Creek  was  considered  a navigable  stream.  Suffice  to 
state,  the  impact  of  this  news  item  as  portrayed  by 
the  local  press  in  words  and  pictures  was  of  such  a 
character  that  shortly  thereafter  the  citizens  in  and 
around  the  creek  were  entirely  relieved  of  the  nui- 
sance. And  today  a host  of  people  and  the  press 
realize  and  appreciate  the  role  of  the  Bronx  County 
physicians  in  their  quest  for  greater  comfort,  health, 
and  tranquillity.  And  the  city  fathers  appreciate 
and  respect  the  efforts  of  the  physician. 

• There  must  be  a City  Island  elsewhere  in  our 
counties  throughout  the  State.  City  Island  pos- 
sesses a year  ’round  population  of  3,000,  which  in- 
creases to  approximately  15,000  during  the  summer 
months.  A year  or  so  ago  during  a terrific  squall, 
many  people  were  drowned,  boats  were  overturned, 
and  many  people  were  injured.  Inadequate  public 
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protection  had  previously  been  noted.  A local  group 
in  City  Island  petitioned  the  Bronx  Chamber  of 
Commerce  for  aid.  The  Chamber  summoned  the 
local  civic  group,  the  police  department,  and  re- 
quested that  the  Medical  Society  act  as  impartial 
chairman  in  the  three-cornered  discussion.  After 
much  deliberation  and  with  the  advice  of  the 
medical  chairman,  plans  were  evolved  which  were 
acceptable  to  all  concerned,  and  today  City  Island 
enjoys  a degree  of  relief  which  was  unobtainable 
throughout  the  years.  This  serves  as  an  excellent 
example  of  the  influence  and  degree  of  dependability 
placed  upon  our  Medical  Society  by  civic  and  official 
groups.  This  serves  as  another  method  by  which 
physicians  can  exert  their  influence  and  in  that  man- 
ner gain  the  further  confidence  of  the  public. 

Several  years  ago  when  indiscriminate  shooting  of 
fireworks  prevailed  throughout  our  city,  a terrific 
toll  of  life  and  limb  resulted.  Several  civic  and  wel- 
fare associations  approached  both  the  Medical  So- 
ciety and  the  Chamber  of  Commerce,  and  again  a 
Medical  Society  physician  was  selected  as  the 
spokesman  for  all.  Many  a pilgrimage  was  con- 
ducted to  the  State  capitol,  and  many  a word  was 
spoken  to  the  legislative  committee.  Eventually  a 
State-wide  law  prohibiting  the  indiscriminate  shoot- 
ing of  fireworks  was  enacted.  Within  the  last  two 
years,  several  radio  stations  offered  programs  which 
to  some  extent  popularized  the  shooting  of  fireworks 
among  children.  Our  committee  communicated  with 
each  radio  station  in  the  metropolitan  area,  ex- 
plained the  horrors  associated  with  children  shooting 
fireworks,  and  eventually  we  were  rewarded,  since 
most  of  the  stations  informed  us  that  they  would 
more  carefully  scrutinize  their  programs  henceforth 
and  eliminate  such  material.  The  publicity  in  the 
local  press  informed  the  public  as  to  the  measures 
we  adopted  to  safeguard  their  children. 

Two  years  ago,  Drew  Pearson  electrified  the 
county  with  his  “Friendship  Train.”  Immediately 
the  Bronx  County  Medical  Society  enlisted  the  aid 
of  the  Boy  Scouts,  the  Girl  Scouts,  the  Camp  Fire 
Girls,  and  the  Naval  Cadets,  each  of  whom  was 
given  a letter  of  authorization,  and  they  contacted 
each  individual  physician  and  pharmacist  for  their 
samples  and  contributions  of  vitamin  samples.  The 
International  Vitamin  Corporation  contributed 
650,000  capsules,  the  U.S.  Vitamin  Corporation 
contributed  50,000  capsules,  Lederle  Laboratories 
contributed  25,000  capsules,  and  Abbott  contrib- 
uted 1,000  capsules.  In  all,  over  4,000,000  capsules 
and  tablets  were  collected  and  delivered  to  the 
“Friendship  Train”!  The  press  was  most  enthu- 
siastic, and  pictures  in  abundance  were  published; 
the  Council  of  Medical  Service  of  the  American 
Medical  Association  wrote  a letter  of  commendation. 
All  in  all,  it  was  again  an  excellent  approach  in 
better  public  understanding  of  the  aims  and  pur- 
poses of  our  form  of  medicine.  . 

A year  ago,  our  public  relations  committee  ini- 
tiated a project  of  better  service  to  the  community, 
and  this  was  accepted  by  the  Coordinating  Council 
of  New  York  City,  to  the  extent  that  now  we  service 
the  indigent  boy  and  girl  of  the  Police  Athletic 
League  (PAL)  and  the  Juvenile  Aid  Bureau  of  the 


Police  Department.  Thousands  of  free  examina- 
tions have  been  accomplished,  and  hundreds  have 
been  referred  to  clinics  or  their  family  doctors  for 
the  correction  of  physical  or  mental  defects;  all 
boxing  matches,  track  and  swimming  events,  and 
excursions  are  supervised  by  the  hundreds  of  doc- 
tors of  our  medical  societies.  And  in  each  instance 
it  is  announced  that  the  physician-in-charge  is  spon- 
sored by  his  respective  medical  society  and  that  he 
is  rendering  his  services  gratuitously.  This  activity 
has  proved  a boon  to  the  people  of  the  lower  income 
group,  and  they  in  turn  have  expressed  themselves 
in  no  uncertain  terms.  The  press,  the  police  de- 
partment publication,  and  the  radio  have  informed 
the  public  of  these  spirited  activities  of  the  medical 
profession. 

After  months  of  deliberation,  after  careful  perusal 
of  all  available  literature,  and  after  attendance  at 
interim  conferences  of  the  A.M.A.,  the  emergency 
plan  for  medical  service  was  inaugurated  for  those 
who  for  one  or  another  reason  were  devoid  of  medi- 
cal services.  The  plan  is  fundamentally  similar  in 
all  counties  of  New  York  City  with  varied  minor 
modifications  as  dictated  by  the  local  situation. 
In  Bronx  County  the  cost  is  but  $25  monthly  for  the 
operation  of  the  plan.  Set  fee  schedules  have  been 
adopted,  and  within  four  months  of  the  operation  of 
the  plan  more  than  500  calls  were  answered.  With 
but  two  minor  incidents — a drug  addict  who  gave  us 
much  concern,  and  a rubber  check— the  plan  has 
been  most  effective.  This  indicates  the  respect  and 
confidence  of  all  concerned — namely,  the  public  and 
the  doctor.  Again  the  press,  the  radio,  and  civic 
and  trade  organization  publications  all  emphasized 
the  public-spirited  character  of  the  plan  and  stated 
in  no  uncertain  terms  the  additional  hardships  ac- 
cepted voluntarily  by  the  medical  profession. 
Plans  are  now  prepared  to  extend  coverage  by  the 
telephone  company  in  the  same  fashion  as  in  the  in- 
stance of  one  calling  for  the  fire  or  police  depart- 
ments. This  indicates  that  the  utility  companies 
are  beginning  to  appreciate  the  public  service  ren- 
dered by  our  physicians,  and  soon  anyone  asking 
for  a private  doctor  will  immediately  be  switched  to 
our  exchange. 

The  local  radio  stations  with  the  cooperation  of 
our  public  health  committee  have  for  the  past  fifteen 
years  contributed  time  for  radio  talks  in  all  fields  of 
public  health  and  in  all  medical  and  surgical  sub- 
jects. Hundreds  of  requests  are  received  annually 
for  copies  of  these  talks,  for  advice  and  information. 
In  the  past  year  alone  hundreds  of  requests  were  re- 
ceived for  the  73  radio  talks  given.  In  so  far  as  gen- 
eral practitioners  are  concerned,  the  information 
rendered  above  relative  to  the  emergency  plan  will 
serve  to  indicate  how  vast  will  be  the  call  for  these 
physicians.  All  of  which  establishes  again  that  the 
public  will  seek  the  advice  and  aid  of  the  medical 
profession  providing  we  are  sufficiently  conscious 
of  the  role  we  should  play  within  a given  community. 
The  end  result  is  obvious;  the  medical  profession’s 
advice  will  be  sought  in  all  matters  pertaining  to  the 
public  good.  At  the  three  vast  adult  centers  under 
the  auspices  of  the  Board  of  Education,  our  physi- 
cians and  our  Society  are  one  of  two  groups  who 
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gratuitously  lecture  all  the  year  round,  and  in  each 
classroom  the  speaker  is  introduced  as  representing 
the  Medical  Society. 

For  the  past  dozen  years  the  Bronx  County  Medi- 
cal Society  has  successfully  maintained  a reference 
file  for  the  purpose  of  aiding  any  member  of  the 
community  seeking  either  a neighborhood  general 
practitioner  or  a specialist  in  any  field.  This  service 
has  grown  by  leaps  and  bounds  and  has  become 
so  much  a part  of  community  service  and  so  well 
known  that  complete  strangers  moving  into  the 
county  consult  the  Society  for  a family  doctor. 

For  two  decades  our  public  health  committee  has 
carried  on  a project  for  the  annual  examination  of 
indigent  high-school  children.  Tens  of  thousands 
of  students  have  been  examined  under  this  program, 
which  has  earned  for  us  the  respect  and  understand- 
ing of  our  leading  health  educators.  We  have  partic- 
ipated in  all  community  services  including  Better 
Health  Week,  an  exhibition  participated  in  by  all 
recognized  organizations  in  the  county. 

The  Diabetic  Detection  Drive,  sponsored  by 
physicians  without  gain  (and  not  by  lay  groups  who 
sponsor  drives  for  funds  with  all  their  attendant  over- 
head expenses)  is  another  example  of  the  service  we 
can  render  the  community.  This  year  the  Bronx 
County  Medical  Society  convened  the  Bronx  Phar- 
maceutical Society,  the  drug  houses,  the  public 
relations  and  diabetes  committees.  Thorough  and 
complete  cooperation  is  existent  among  all  the 
groups  involved.  The  program  is  one  in  which  every 
one  of  the  550  drugstores  will  display  and  explain 
the  self-testing  kit  in  which  two  tests  can  be  ob- 
tained for  the  sum  of  39  cents.  Posters  and  “fly- 
ers” will  be  conspicuously  displayed  in  each  drug- 
store stating  that  this  simple  and  inexpensive  plan 
is  approved  and  sponsored  by  the  medical  and 
pharmaceutical  societies,  and  by  all  the  doctors  and 
druggists  within  the  county.  All  advertising  ex- 
pense will  be  borne  by  the  drug  houses.  Official 
letters  by  the  presidents  of  both  societies  will  be 
transmitted  to  each  person  involved  in  the  drive. 
Since  there  is  one  unknown  diabetic  for  each  known 
diabetic,  it  appears  that  this  simple  test  will  be  pro- 
ductive of  a goodly  number  of  positive  tests,  and  in 
this  wise  again  the  physician  is  stressing  a health 
program  and  is  enabling  the  public  to  gain  this 
knowledge.  The  public  relations  committee  mem- 
bers are  contacting  all  school  principals,  industrial 
concerns,  civic  and  welfare  groups,  and  thus  the 
educational  feature  of  this  drive  will  be  brought  into 
every  nook  and  corner  of  our  community.  As  in  the 
past,  the  radio  and  press  will  serve.  Again  doctors 
initiate  a program  in  which  service  to  the  com- 
munity is  foremost  in  their  minds,  and  this  is  equally 
as  true  in  our  activities  associated  with  the  Venereal 
Drive  sponsored  by  the  Department  of  Health,  and 
in  the  Fire  Prevention  Drive  sponsored  by  the  Fire 
Department. 

Private,  semiprivate,  and  charitable  summer 
camps  in  increasing  numbers  address  requests  to 
our  Society  for  physicians  for  their  camps.  In  this 
way  both  the  public  and  charitable  organizations 
realize  that  they  can  rest  secure  since  a Society- 
sponsored  physician  will  care  for  the  health  of  their 


youngsters  throughout  the  summer  months  ir- 
respective of  whether  it  is  a camp  for  the  indigent 
youngster  or  whether  it  is  an  exclusive  camp. 

Our  Bronx  County  public  relations  committee 
extended  invitations  to  all  civic  and  welfare  organi- 
zations to  join  our  auxiliary  committee,  and  17  such 
county-wide  organizations  are  now  members.  This 
is  a vehicle  for  transmission  of  thoughts  relative  to 
the  public  good,  and  it  serves  as  a source  for  the 
presentation  of  problems  affecting  a community. 

Joint  meetings  are  arranged  yearly  in  which  such 
organizations  as  the  Bronx  Bar  Association  partici- 
pate, and  to  which  the  public  is  invited.  In  one  in- 
stance a Justice  of  the  Court  of  Special  Sessions 
spoke  on  “Medical  Problems  in  a Criminal  Court,” 
and  in  another  the  executive  secretary  of  the  Ameri- 
can Christian  Palestine  Committee  spoke  on  “Is- 
rael— the  Land  and  Its  People,”  and  the  public  was 
informed  through  the  press  and  through  their  own 
organizational  channels  that  they  were  invited  at 
no  cost  to  themselves.  The  Medical  Society  re- 
served the  grand  ballroom  of  the  Concourse  Plaza 
Hotel  for  these  occasions.  At  these  meetings  much 
literature  was  distributed  relative  to  the  accom- 
plishments of  American  medicine. 

The  problem  of  the  homeless  men  in  New  York 
City  proved  most  vexing  to  the  city  authorities. 
These  men,  having  imbibed  cheap  liquor  and  other- 
wise having  been  indiscreet,  proved  a distinct  an- 
noyance to  themselves,  the  public,  and  the  city 
authorities.  Thousands  of  such  were  hovering 
about  the  Bowery.  The  Mayor  of  the  City  of 
New  York  created  a committee  to  seek  a solution, 
consisting  of  men  and  women  representing  each 
walk  of  life.  One  of  our  physicians  was  appointed 
to  this  committee,  again  exemplifying  the  fact  that 
people  in  responsible  positions  will  seek  the  advice 
of  medical  men  who  are  interested  in  the  public  wel- 
fare. Again  excellent  physician-public  relationships 
developed,  and  the  projection  of  the  physician 
member’s  activity  before  the  Board  of  Estimate  of 
the  city  excelled. 

A few  summers  ago  the  Bronx  County  Medical 
Society  joined  with  the  Life  Saving  Service  of  the 
City  of  New  York,  the  Department  of  Parks,  and 
the  Bronx  Chamber  of  Commerce  in  sponsoring  a 
summer  safety  program.  Thirteen  weeks  of  broad- 
casting occurred,  innumerable  swimming  centers 
received  expert  swimming  and  lifesaving  instruc- 
tion, and  lectures  were  given  to  a host  of  organiza- 
tions. The  Chamber  of  Commerce  contributed 
medals  for  authenticated  cases  of  the  saving  of  life 
in  cases  of  apparent  drowning.  The  public  rela- 
tions committee  of  our  Medical  Society  was  the  apex 
from  which  all  these  activities  emanated,  and  the 
public  press  was  most  enthusiastic  in  its  recognition 
of  a public  service  well  done. 

Speaking  engagements  are  accepted  from  any  and 
all  organizations  regardless  of  political  or  social 
affiliation  and  regardless  of  the  subject  matter,  and 
hundreds  such  are  accomplished  each  year.  It  is 
indeed  safe  tb  state  that  our  physician  speakers 
have  addressed  practically  all  civic,  welfare,  politi- 
cal, Parent-Teacher,  American  Legion  and  allied 
groups,  and  clubs  and  fraternal  organizations  in  the 
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community.  The  subjects  covered  political  medi- 
cine, public  health,  and  medical  and  surgical  topics. 

Our  physicians  have  recognized  the  value  of  asso- 
ciation in  county-wide  organizations  and  further 
appreciate  the  influence  they  possess  and  the  knowl- 
edge that  they  can  disseminate  accurate  informa- 
tion in  all  matters  pertaining  to  the  public  good. 
Some  35  of  our  members  have  joined  the  Lions, 
Rotary,  and  Kiwanis;  many  are  members  of  the 
Bronx  Chamber  of  Commerce  and  one  is  a vice- 
president;  many  have  joined  with  the  Legion  and 
allied  groups,  and  a host  of  our  members  have  joined 
with  fraternal  orders.  The  influence  is  tremendous, 
the  potentialities  immeasurable. 

Due  to  the  complexity  of  modern  life,  the  physi- 
cian has  had  thrust  upon  him  a new  responsibility  in 
his  community,  and  he  has  assumed  this  responsi- 
bility. No  longer  are  his  activities  limited  to  his 


professional  duties  at  the  office,  at  the  home,  and  at 
the  hospital.  The  physician  of  today  is  no  longer 
sheltered  from  public  life  but  actually  forms  an  in- 
tegral part  of  all  civic  and  community  endeavors, 
and  with  an  expanding  perspective  by  all  physi- 
cians, both  individually  and  collectively,  and  with 
expanding  and  necessary  public  responsibility,  the 
greater  will  be  the  beneficial  influences  for  all  con- 
cerned— the  public,  the  physician,  and  the  medical 
society. 

Responsive  enthusiasm  with  its  resultant  posi- 
tive public  relations  will  aid  in  clearing  miscon- 
ceptions and  will  bring  a new  era  in  attitudes  be- 
tween the  vast  public  and  our  physicians.  And  in 
this  concept  of  vital  problems  your  county  medical 
society’s  public  relations  committee  is  at  your  entire 
service  and  begs  you  view  the  potentialities  for  the 
future  of  medicine. 


SCIENTIFIC  EXHIBITS 

1951  ANNUAL  MEETING 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the 
Chairman  of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Commit- 
tee: 

Dr.  Alfred  H.  Noehren 
3 Linwood  Avenue 
Buffalo  2,  New  York 

The  1951  Annual  Meeting  will  be  held  April  30  to  May  4,  1951,  at  the  Hotel 
Statler  in  Buffalo. 

No  applications  can  be  considered  after  January  16,  1951. 

There  will  be  two  groups  of  awards: 

Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which  are 
judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely  experi- 
mental studies  and  are  judged  on  the  basis  of  excellence  of  presentation  and  correla- 
tion of  facts. 


W.  P.  Anderton,  M.D.,  Secretary 


DEPARTMENT  OF  MEDICAL  CARE 
INSURANCE 

Conducted  by  George  P.  Farrell,  Director 


Membership  Increased  Over  One  Half  Million  During  First  Nine  Months  of  1950 


'T'HE  New  York  State  Blue  Shield  Plans  increased 
their  membership  by  521,481  during  the  first 
nine  months  of  1950,  making  a total  membership  of 
2,600,834.  This  represents  the  largest  increase 
in  membership  for  a similar  period  in  the  history  of 
the  Plans. 


Payments  to  doctors  for  the  nine-month  period 
were  in  excess  of  one  million  dollars  per  month,  or 
a total  of  $9,414,255,  as  compared  with  $6,652,277 
for  the  same  period  last  year,  an  increase  of  $2,761,- 
978. 

Statistical  tables  follow: 


TABLE  I. — Comparison  of  Incurred  Claim  and  Administrative  Expense  Ratios  to  Earned  Premium  Income  for 

Nine  Months  Ending  September  30,  1950  and  1949 


New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

Totals 

Earned  Premium  Income 

September  30,  1950  $9,592,144 

September  30,  1949  7,218,597 

$1,303,369 

949,166 

$518,185 

399,590 

$232,406 

179,327 

$811,793 

722,040 

$548,100 

367,957 

$13,005,997 

9,836,679 

Claim  Expense 

September  30,  1950  $7,153,712 

September  30,  1949  4,906,370 

$1,065,991 

732,001 

$387,217 

275,418 

$182,338 

147,503 

$615,667 

568,186 

$446,592 

285,600 

$ 9,851,517 
6,915,078 

Administrative  Expense 

September  30,  1950  $1,918,428 

September  30,  1949  1,477,839 

$ 99,532 

84,595 

$ 70,959 
54,967 

$ 29,564 
21,921 

$123,684 

98,554 

$ 59,511 
32,104 

2,301,678 

1,769,980 

Claim  Expense  Ratio  to 

Earned  Premium  Income 
September  30,  1950  74.58 

September  30,  1949  67 . 97 

81.78 

77.12 

74.72 

68.60 

78.46 

82.25 

75.84 

78.69 

81.48 

77.60 

75.74 

70.29 

Administrative  Expense 
Ratio  to  Earned 
Premium  Income 
September  30,  1950  20.00 

September  30,  1949  20.47 

7.64 

8.91 

13.69 

13.60 

12.72 

12.22 

15.23 

13.64 

10.85 

8.71 

17.69 

17.99 

TABLE  II. — Comparative  Claim  Data  for 

Nine  Months  Ending  September  30,  1950 

and  1949  (Paid  Basis) 

Plan  Location  and 
Types  of  Contracts 

Number  of 
Claims 

Amount 

Ratio  to 
Earned 
Premium 

Number  of 
Claims 

Amount 

Ratio  to 
Earned 
Premium 

New  York 
Surgical 

Surgical,  In-Hospital  Medical 
General  Medical 

70,347 

36,582 

53,957 

$4,238,705 

1,973,284 

651,453 

76.68 

63.38 

68.49 

53,622 

22,062 

32,007 

$3,214,325 

1,178,380 

387,670 

73.99 

54.24 

57.45 

Total 

160,886 

$6,863,442 

71.55 

107,691 

$4,780,375 

66.47 

Buffalo 

Surgical 

Surgical,  In-Hospital  Medical 

4,640 

32,036 

$ 109,111 
894,304 

78.86 

64.46 

19,727 

5,109 

$ 573,911 
116,742 

75.03 

63.35 

Total 

36,676 

$1,003,415 

76.99 

24,836 

$ 690,653 

72.76 

Rochester 

Surgical 

10,539 

$ 349,297 

65.31 

7,259 

$ 250,312 

62.64 

Syracuse 

Surgical 

Surgical  and  Medical 

685 

8,564 

$ 21,282 
154,685 

74.97 

75.86 

479 

6,576 

$ 15,256 

123,940 

76.56 

77.75 

Total 

9,249 

$ 175,967 

75.72 

7,055 

$ 139,196 

77.62 

Utica 

Surgical  (including  Medical 
Call  Rider) 

* 

$ 628,838 

77.46 

20,913 

$ 526,875 

72.97 

Albany 

Surgical,  In-Hospital  Medical 

9,316 

$ 393,296 

71.78 

6,213 

$ 264,866 

71.98 

Grand  Total 

226,666 

$9,414,255 

72.29 

173,967 

$6,652,277 

67.81 

* Information  not  available. 
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TABLE  III. — Membership  Progress — Quarter  Ending  September  30,  1950 


By  Types  of  Contract 

New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

Totals 

Surgical 

September  30,  1950 
June  30,  1950 

1,268,457 

1,230,862 

295,710 

250,555 

123,376 

108,185 

6,660 

5,298 

132,161 

129,895 

1,826,364 

1,724,795 

Increase 

37,595 

45,155 

15,191 

1,362 

2,266 

101,569 

Surgical,  In-Hospital 
Medical 

September  30,  1950 
June  30,  1950 

541,802 

514,167 

17,422 

18,000 

92,979 

87,562 

652,203 

619,729 

Increase 

27,635 

-578 

6,417 

32,474 

Surgical-Medical  (Home, 
Office,  Hospital) 
September  30,  1950 
June  30,  1950 

88,831* 

83,448 

33,436 

21,976 

122,267 

105,424 

Increase 

5,383 

11,460 

16,843 

Grand  Totals 

September  30,  1950 
June  30,  1950 

1,899,090 

1,828,477 

313,132 

268,555 

123,376 

108,185 

40,096 

27,274 

132,161 

129,895 

92,979 

87,562 

2,600,834 

2,449,948 

Increase 

70,613 

44,577 

15,191 

12,822 

2,266 

5,417 

150,886 

* Includes  11  members  in  the  Medical  Expense  Fund  of  New  York. 

Note:  65,855  members  in  the  Utica  Plan  are  covered  by  Medical  Call  Riders 
2,304  during  the  quarter. 

as  of  September  30,  1950,  an 

increase  of 

TABLE  IV. — Comparative  Statement  of  M embership  Increases  for  Nine  Months  Ending  September  30,  1950  and  1949 

By  Types  of  Contracts 

New  York 

Buffalo 

Rochester 

Syracuse 

Utica 

Albany 

Totals 

Surgical 

September  30,  1950 
September  30,  1949 

203,721 

227,457 

103,309 

39,361 

29,889 

20,674 

1,882 

747 

127 

16,788 

338,928 

305,027 

Surgical,  In-Hospital  Medical 

September  30,  1950  126,431 

September  30,  1949  114,572 

-1,554 

-1,617 

23,843 

8,697 

148,720 

121,652 

Surgical-Medical  (Home, 
Office,  Hospital)* 
September  30,  1950 
September  30,  1949 

21,266 

18,371 

12,567 

2,795 

33,833 

21,166 

Grand  Totals 

September  30,  1950 
September  30,  1949 

351,418 

360,400 

101,755 

37,744 

29,889 

20,674 

14,449 

3,542 

127 

16,788 

23,843 

8,697 

521,481 

447,845 

* Includes  Medical  Expense  Fund  members. 


TABLE  V. — Claim  Data  (Paid  Basis) — Year  to  September  30,  1950* 

Claim 


Plan  Location 

Number 

of 

Claims 

Amount 

Ratio 

to 

Earned 

Premium 

Average 

Cost 

per 

Claim 

Incidence 
per  1,000 
Participants 
per  Annum 

Average 

Exposure 

Participants 

New  York 
Surgical 

Surgical,  In-Hospital  Medical 
General  Medical 

70,347 

36,582 

53,957 

$4,238,705 

1,973,284 

651,453 

76.68 

63.38 

68.49 

$60.25 

53.94 

12.07 

75.0 

92.4 

840.9 

1,249,647 

527,314 

85,546 

Total 

160,886 

$6,863,442 

71.55 

$42.66 

Buffalo 

Surgical 

Surgical,  In-Hospital  Medical 

32,036 

4,640 

$ 894,304 
109,111 

78.86 

64.46 

$27.92 

23.52 

180.7 

338.6 

236,322 

18,267 

Total 

36,676 

$1,003,415 

76.99 

$27.36 

Rochester 

Surgical 

10,539 

$ 349,297 

65.31 

$33.14 

132.4 

106,056 

Syracuse 

Surgical 

Surgical  and  Medical 

685 

8,564 

$ 21,282 
154,685 

74.97 

75.82 

$31.07 

18.06 

154.3 

420.5 

5,719 

27,152 

Total 

9,249 

$ 175,967 

75.72 

$19.02 

Utica 

Surgical  (including  Medical 
Call  Rider) 

t 

$ 628,838 

77.46 

t 

t 

132,076 

Albany 

Surgical,  In-Hospital  Medical 

9,316 

$ 393,296 

71.78 

$42.22 

153.2 

81,057 

Grand  Total 

226.666J 

$9,414,255 

72.29 

$38.76J 

* By  types  of  contracts, 
t Information  not  available, 
t Utica  not  included. 


CORRESPONDENCE 


PROJECT  OF  THE  FAIRFIELD  ALUMNI  AND  HISTORICAL  SOCIETY 


To  the  Editor: 

This  committee  is  now  engaged  in  the  task  of  rais- 
ing additional  funds  for  the  restoration  of  the  “Old 
Chapel”  of  the  former  “College  of  Physicians  and 
Surgeons  of  the  Western  District  of  New  York” 
located  in  Fairfield,  New  York. 

This  chapel  was  “raised”  on  July  4,  1802,  and  on 
June  12,  1812,  the  school  was  chartered  by  the 
Board  of  Regents  of  New  York  State.  It  was  the 
sixth  of  its  kind  in  this  country  and  was  the  only  one 
west  of  the  Hudson  River  and  north  of  the  Ohio  and 
Potomac  Rivers.  Other  buildings  were  later  added, 
and  the  college  grew  rapidly  until  1833,  when  it 
reached  its  zenith  with  an  enrollment  of  217  medical 
students  attending,  and,  with  the  exception  of  that 
at  Philadelphia,  was  the  largest  medical  college  in 
the  United  States.  In  the  early  1900’s  the  other 
buildings  were  razed  and  removed,  leaving  only  this 
original  chapel  building,  now  occupied  as  a Grange 
hall. 

Among  the  graduates  from  Fairfield  were  many  of 
the  leading  medical  men  of  the  country,  including 
Dr.  Charles  Coventry  of  Utica,  at  one  time  president 
of  the  Medical  Society  of  the  State  of  New  York, 
through  whose  influence  was  erected  the  first  hos- 
pital for  the  insane  in  New  York  State.  Also  Dr. 
Asa  Gray,  who,  after  graduating  from  Fairfield  and 
teaching  botany  in  the  school  there,  went  to  Michi- 
gan and  afterward  to  Harvard  College  and  later, 
upon  graduation,  became  the  greatest  botanist  in 
America.  Also  Dr.  John  Stearns,  a former  teacher 
at  Fairfield,  who  was  a founder  of  the  Medical 
Society  of  the  State  of  New  York,  for  many  years  its 
secretary  and  for  four  years  its  president. 


In  1949  the  Fairfield  Grange  gave  our  Society 
an  option  of  deed  to  the  grounds  and  building  of  this 
famous  old  shrine,  to  become  effective  when  our 
Society  has  expended  $4,000  in  the  restoration  of  the 
chapel  building,  and  this  option  has  a five-year  time 
clause  included.  We  have  already  raised  $2,600, 
included  in  which  is  a contribution  of  $200  from  the 
Herkimer  County  Medical  Society.  This  amount 
will  complete  the  work  on  the  tower  and  steeple. 

We  must  finish  this  work  now  going  on  so  that  we 
may  complete  the  restoration  of  this  historic  shrine 
as  a memorial  to  those  early  doctors  and  teachers 
through  whose  untiring  efforts,  under  many  diffi- 
culties, the  medical  profession  became  what  it  is 
today,  and  so  that  this  building,  when  fully  re- 
stored, will  be  left  for  coming  generations  as  a 
community  center,  under  the  management  of  a kin- 
dred organization  whose  whole  object  shall  be  its 
preservation. 

It  is  for  these  reasons  that  we  appeal  to  you  for 
aid.  Kindly  mail  contributions  to  Mrs.  Reba 
Helligas,  treasurer,  Herkimer,  New  York. 

Restoration  Fund-Raising  Committee 

Sidenius  T.  Wilson 
Mae  Parkinson  Chandler 
Edwin  H.  Bull 
Eugene  A.  Garlock 
Ralph  Young 

Herkimer,  New  York 


STUDY  OF  SURVIVAL  RATE  IN  HEART  CONDITIONS 


Coronary  thrombosis,  contrary  to  popular  im- 
pression, is  not  usually  fatal  immediately  or  within 
a short  time.  Results  of  a study  by  Metropolitan 
Life  Insurance  Company  statisticians  show  that  70 
per  cent  of  a group  of  persons  who  had  had  one  or 
more  coronary  attacks  were  still  alive  at  the  end  of 
five  years,  50  per  cent  at  the  end  of  ten  years,  and 
43  per  cent  at  the  end  of  twelve  years.  The  study 
traces  survivorship  among  540  men  for  whom  life 
insurance  disability  benefits  were  approved  because 
of  heart  conditions. 

Similarly  favorable  results  were  shown  among  those 
in  the  experience  who  were  victims  of  degenerative 
heart  disease  but  had  no  record  of  an  acute  coronary 
episode  or  other  complication.  Among  these  the 
five-year  survivorship  rate  was  72  per  cent,  the  ten- 


year  rate  50  per  cent,  and  the  twelve-year  rate  44  per 
cent. 

Even  among  cases  which  had  a record  of  serious 
kidney  or  cerebral  involvement,  the  survivorship 
rate  was  substantial — 40  per  cent  at  the  end  of  five 
years  and  about  17  per  cent  at  the  end  of  ten  years. 
Among  those  with  valvular  heart  disease,  44  per  cent 
were  alive  at  the  end  of  five  years  and  27  per  cent  at 
the  end  of  ten  years. 

“The  results  of  this  study  should  prove  vastly 
encouraging  to  many  thousands  of  persons  with 
heart  disease  and  to  their  families,”  the  statisticians 
comment.  “A  large  number  of  cardiacs  can  enjoy 
many  years  of  useful  life  if  they  have  adequate  medi- 
cal supervision  and  live  within  their  physical  limita- 
tions.” 
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Albert  J.  Aptaker,  M.D.,  of  Queens,  died  on  Octo- 
ber 19  at  the  age  of  forty-seven.  Dr.  Aptaker  was 
graduated  from  the  University  of  Maryland  Medical 
School  in  1927  and  for  the  past  twenty-two  years  had 
practiced  in  Queens.  He  was  an  associate  physician 
at  Queens  General  Hospital  and  a member  of  the 
American  Medical  Association  and  the  Medical 
Societies  of  the  State  of  New  York  and  the  County 
of  Queens. 

Eugene  H.  Carpenter,  M.D.,  of  Oneida,  died  on 
November  21  at  the  age  of  eighty-one.  Dr.  Carpen- 
ter, a graduate  of  the  College  of  Physicians  and  Sur- 
geons of  Baltimore  in  the  class  of  1894,  practiced 
surgery  and  obstetrics  from  the  time  of  his  gradua- 
tion until  his  retirement  in  1946.  Dr.  Carpenter 
founded  the  old  25-bed  Broad  Street  Hospital  in 
Oneida  in  1907.  In  conjunction  with  the  Hospital 
was  a nurses’  training  school.  In  1936  he  donated 
the  Broad  Street  Hospital  site  to  the  city  of  Oneida 
for  the  construction  of  the  present  80-bed  City 
Hospital  on  the  staff  of  which  he  served  as  senior 
surgeon  and  obstetrician.  He  also  worked  toward 
the  formation  of  the  Madison  County  Bacteriologi- 
cal Laboratory  in  City  Hospital. 

A Fellow  of  the  American  College  of  Surgeons, 
Dr.  Carpenter  was  a member  of  the  Medical  Society 
of  the  State  of  New  York,  the  Madison  County 
Medical  Society,  and  the  American  Medical  Associa- 
tion. 

Lewis  A.  Conner,  M.D.,  of  New  York  City,  died 
on  December  3 at  the  age  of  eighty-three.  Dr. 
Conner  received  his  medical  degree  from  the  College 
of  Physicians  and  Surgeons,  Columbia  University, 
in  1890.  Since  that  time  he  had  been  associated  in 
various  capacities  with  the  New  York  Hospital  and 
in  1898,  the  year  of  its  foundation,  he  joined  the 
staff  of  Cornell  University  Medical  College.  Dr. 
Conner  was  appointed  professor  of  clinical  medicine 
in  1900,  occupying  that  chair  until  1916  when  he 
succeeded  Dr.  W.  Gilman  Thompson  as  professor  of 
medicine.  He  held  that  post  until  1932.  Dr. 
Conner  was  guest  of  honor  at  a dinner  given  in  1932 
celebrating  the  union  of  the  Cornell  Medical  College 
with  the  New  York  Hospital.  At  that  time  he  was 
an  attending  physician  and  chief  of  service  at  the 
Hospital. 

Dr.  Conner  served  in  the  Spanish- American  War 
as  private  and  was  an  officer  in  the  Army  Medical 
Corps  in  World  War  I,  retiring  with  the  rank  of 
brigadier  general.  He  received  the  Distinguished 
Service  Medal  for  his  military  service. 

In  1924  with  physicians  from  Boston,  Philadel- 
phia, Chicago,  and  New  York  he  was  one  of  the 
incorporators  of  the  American  Heart  Association, 
formed  to  combat  heart  disease.  Dr.  Conner  was 
the  organization’s  first  president,  and  last  June  he 
was  awarded  a gold  medal  by  the  Association  at  a 
dinner  in  San  Francisco. 

Dr.  Conner  was  a Fellow  of  the  American  College 
of  Physicians  and  the  New  York  Academy  of  Medi- 
cine and  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine.  At  the  time  of  his  death  he  was 
a consulting  physician  on  the  staffs  of  the  New  York, 
Bellevue,  and  Memorial  Hospitals  and  was  also  a 
member  of  the  Association  of  American  Physicians, 
the  American  Medical  Association,  the  Medical 
Society  of  the  State  of  New  York,  and  the  New 
York  County  Medical  Society. 


Robert  Latou  Dickinson,  M.D.,  of  New  York 
City,  died  on  November  29  at  the  age  of  eighty-nine. 
Dr.  Dickinson  was  graduated  from  the  Long  Island 
College  Hospital  in  1882  and  interned  at  the  Williams- 
burg Hospital  in  Brooklyn.  Specializing  in  obste- 
trics and  gynecology,  he  practiced  for  many  years  in 
Brooklyn  where  he  also  served  as  chief  of  obstetrics 
and  gynecology  at  Brooklyn  Hospital  and  professor 
of  obstetrics  and  gynecology  at  Long  Island  College 
Hospital. 

In  1917  he  went  to  Washington  to  serve  as  assist- 
ant chief  of  the  medical  section  of  the  National 
Council  of  Defense  and  was  commissioned  a lieuten- 
ant colonel  in  the  Army  Medical  Corps  in  1918.  As 
medical  adviser  and  member  of  the  general  staff  in 
1918-1919  he  set  standards  for  the  hospital  care  of 
returning  veterans. 

Author,  sculptor,  and  artist,  Dr.  Dickinson  pub- 
lished the  Atlas  of  Human  Sex  Anatoliy  in  1933,  a 
work  which  he  was  said  to  consider  his  chief  contri- 
bution to  medicine.  He  published  also  in  1941  a 
Birth  Atlas.  In  1939  he  exhibited  his  “Birth 
Series,”  a group  of  sculptures  done  with  A.  Belskie, 
at  the  New  York  World’s  Fair.  In  1924  he  retired 
from  active  practice  to  devote  himself  to  the  study 
of  human  fertility  and  in  1931  published  a standard 
medical  text,  Control  of  Conception,  revised  in  1941 
as  Conception  Control.  As  secretary  of  the  National 
Committee  on  Maternal  Health  from  its  formation 
in  1923  to  1937,  he  carried  on  extensive  research. 
His  first  book,  apart  from  The  New  York  Walk 
Book,  was  a research  study  entitled,  A Thousand 
Marriages.  Two  years  later  he  published  The 
Single  Woman,  Her  Sex  Education  and  in  1941  was 
coauthor  of  Sex  Variants.  He  also  published  about 
200  papers  on  obstetrics,  diseases  of  women,  and 
hospital  organizations. 

A Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology  and  a Fellow  of  the  American 
College  of  Surgeons,  Dr.  Dickinson  was  a consulting 
obstetrician  and  gynecologist  on  the  staff  of  Brooklyn 
Hospital  and  had  also  been  on  the  staffs  of  Metho- 
dist, Episcopal,  and  Kings  County  Hospitals,  all  in 
Brooklyn.  He  was  a Fellow  of  the  American 
Gynecological  Society  and  the  American  College  of 
Surgeons,  president  of  the  former  organization,  and 
a member  of  the  New  York  Academy  of  Medicine, 
the  New  York  Obstetrical  Society,  the  American 
Medical  Association,  the  Medical  Society  of  the 
State  of  New  York,  and  the  Medical  Society  of  the 
County  of  New  York.  He  was  also  a former  presi- 
dent of  the  American  Gynecological  Travel  Club, 
president  of  the  American  Euthanasia  Society  since 
1946,  an  honorary  chairman  of  the  National  Com- 
mittee on  Maternal  Health,  chairman  of  the  obste- 
tric section  of  the  American  Medical  Association, 
senior  vice-president  of  the  Planned  Parenthood 
Federation,  and  a member  of  the  American  Associa- 
tion of  Marriage  Counselors. 

Walter  Adams  Dunckel,  M.D.,  of  New  York  City, 
died  on  November  18  at  the  age  of  eighty-one.  A 
general  practitioner  and  diagnostician  for  more  than 
sixty  years,  Dr.  Dunckel  received  his  medical  degree 
from  the  College  of  Physicians  and  Surgeons,  Colum- 
bia University,  in  1890  and  interned  at  St.  Luke’s 
Hospital.  From  1894  to  1916  he  was  associated 
with  the  New  York  City  government  in  various 
capacities  as  physician  for  the  New  York  Children’s 
Dispensary,  attending  physician  for  the  New  York 
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City  Children’s  Hospital,  and  Manhattan  Borough 
Chief  in  the  Bureau  of  Preventable  Diseases  of  the 
Department  of  Health.  From  1901  to  1908  he  was 
also  chief  of  clinic  and  instructor  at  the  Cornell 
University  Medical  College. 

During  World  War  I Dr.  Dunckel  was  a member 
of  the  medical  advisory  board  for  selective  service 
and  was  also  a member  of  the  volunteer  corps  of 
physicians.  He  was  attending  physician  at  River- 
side Hospital  for  twenty  years,  visiting  physician  at 
St.  Francis  Hospital  for  thirty  years,  and  at  the  time 
of  his  death  was  a consulting  physician  at  St. 
Francis  Hospital  and  a consulting  pediatrician  at 
The  Bronx  Eye  and  Ear  Infirmary.  Dr.  Dunckel 
was  a member  of  the  American  Medical  Association, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  New  York  County  Medical  Society. 

Willis  Wyant  Gee,  M.D.,  of  Liverpool,  died  on 
August  27  at  the  age  of  forty-one.  Dr.  Gee,  a 
graduate  of  the  New  York  Medical  College,  Flower 
and  Fifth  Avenue  Hospitals,  in  the  class  of  1944, 
was  a member  of  the  American  Medical  Association, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  Onondaga  County  Medical  Society. 

August  Haassler,  M.D.,  of  Brooklyn,  died  on 
November  24  at  the  age  of  eighty- three.  Dr. 
Haassler  was  graduated  from  the  New  York  Univer- 
sity College  of  Medicine  in  1892  and  had  practiced 
in  Brooklyn  for  fifty-eight  years.  Dr.  Haassler  was 
a member  of  the  American  Medical  Association,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
Kings  County  Medical  Society. 

George  Julius  Heuer,  M.D.,  of  Rye,  died  on 
December  15  at  the  age  of  sixty-eight.  Dr.  Heuer 
was  graduated  from  the  Johns  Hopkins  University 
School  of  Medicine  in  1907.  He  served  his  intern- 
ship at  the  Johns  Hopkins  Hospital,  served  as  assist- 
ant resident  surgeon  from  1908  to  1911  and  resident 
surgeon  for  the  following  three  years.  In  1914  he 
became  associate  professor  of  surgery.  During 
World  War  I he  served  as  a major  in  the  Army 
Medical  Corps  in  France. 

In  1922  Dr.  Heuer  became  professor  of  surgery  at 
Cincinnati  General  Hospital  and  nine  years  later 
moved  to  the  chief  surgeon’s  position  at  New  York 
Hospital.  He  became  professor  of  surgery  at  Cornell 
University  Medical  College  and  occupied  the  Lewis 
Atterbury  Stimson  Chair  on  its  establishment  in 
1945.  He  retired  in  1947. 

Dr.  Heuer  was  a Fellow  of  the  American  College  of 
Surgeons  and  a Diplomate  of  the  American  Board  of 
Surgery.  He  was  a member  of  the  American  Surgi- 
cal Association,  the  Society  of  Clinical  Surgery,  the 
Southern  Surgical  Association,  the  American 
Society  of  Thoracic  Surgery,  the  Neuro-Surgery 
Society,  and  the  American  Medical  Association. 
He  also  belonged  to  the  New  York  Surgical  Society, 
the  New  York  Academy  of  Medicine,  the  Harvey 
Society  of  New  York,  the  American  Genetic  Associa- 
tion, the  New  York  Academy  of  Science,  the  Osier 
Society  of  New  York,  and  the  Medical  Society  of 
the  State  of  New  York.  An  honorary  member  of 
the  Academy  of  Science  of  Havana,  Dr.  Heuer  was  a 
founder  of  the  American  Association  for  the  Ad- 
vancement of  Science  and  was  a member  of  the 
Founders  Group  of  the  American  Board  of  Surgery 
and  a member  of  the  advisory  board  of  the  Cushing 
Brain  Tumor  Registry  of  the  Yale  Medical  School. 


Benjamin  Jacobson,  M.D.,  of  Buffalo,  died  on 
November  13  at  the  age  of  sixty-four.  A general 
practitioner  in  Buffalo  since  his  graduation  from  the 
University  of  Buffalo  School  of  Medicine  in  1909, 
Dr.  Jacobson  studied  eye,  ear,  nose,  and  throat  at 
the  Chicago  Polyclinic  Hospital  after  his  internship 
at  the  old  Memorial  Hospital.  He  served  on  the 
staff  of  the  Buffalo  Children’s  Hospital  as  a clinical 
assistant  in  the  Department  of  Ophthalmology. 
Throughout  World  War  II  he  was  medical  adviser 
tor  the  Selective  Service  Board  in  Buffalo  and  also 
served  in  the  Coast  Guard  Reserve.  Dr.  Jacobson 
was  a member  of  the  American  Medical  Association, 
the  Buffalo  Academy  of  Medicine,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Erie 
County  Medical  Society. 

George  J.  Jennings,  M.D.,  of  Beacon,  died  on 
November  5 at  the  age  of  seventy-six.  Dr.  Jen- 
nings was  graduated  from  the  Albany  Medical  Col- 
lege in  1904  after  which  he  did  postgraduate  work  at 
New  York  Post-Graduate  Hospital.  In  1906  Dr. 
Jennings  established  his  office  in  Beacon  and  had 
practiced  there  ever  since.  He  served  on  the  Board 
of  Education  from  1924  until  1929  when  he  was 
elected  Commissioner  of  Safety  for  Beacon,  a post 
he  held  one  term.  Dr.  Jennings  was  on  the  staffs  of 
Highland  Hospital,  Beacon,  and  Vassar  Brothers 
and  St.  Francis  Hospitals,  Poughkeepsie.  He  was  a 
past-president  of  the  Dutchess  County  Medical 
Society,  a Fellow  of  the  American  Medical  Associa- 
tion, and  a member  of  the  Medical  Society  of  the 
State  of  New  York. 

Roy  Charles  Keigher,  M.D.,  of  Schenectady,  died 
on  December  1 at  the  age  of  sixty-five.  Dr.  Keigher 
was  graduated  from  the  Albany  Medical  College  in 
1907.  He  was  a past-president  of  the  Schenectady 
County  Medical  Society  and  was  a member  of  the 
American  Medical  Association  and  the  Medical 
Society  of  the  State  of  New  York.  Dr.  Keigher  was 
also  an  ardent  student  of  local  medical  history  and 
belonged  to  the  Schenectady  County  Historical 
Society. 

Isadore  Kimmel,  M.D.,  of  Brooklyn,  died  on  May 
15  at  the  age  of  forty-five.  Dr.  Kimmel  was  gradu- 
ated from  the  University  of  Iowa  Medical  School  in 
1930.  A Diplomate  of  the  American  Board  of 
Urology,  Dr.  Kimmel  was  an  adjunct  urologist  on 
the  staff  of  Jewish  Hospital  of  Brooklyn  and  an 
assistant  urologist  at  Kings  County  Hospital,  also 
in  Brooklyn.  He  was  a member  of  the  American 
Medical  Association,  the  Medical  Society  of  the 
State  of  New  York,  the  Brooklyn  Urological  Society, 
the  New  York  Society  of  the  American  Urological 
Association,  and  the  Kings  County  Medical  Society. 

Harold  G.  Kline,  M.D.,  of  Syracuse,  died  on 
November  15  at  the  age  of  seventy- three.  Dr. 
Kline  received  his  medical  degree  from  the  Syracuse 
University  College  of  Medicine  in  1902  and  after  his 
internship  at  St.  Joseph’s  Hospital,  Syracuse,  St. 
Elizabeth’s  Hospital,  Utica,  and  St.  Bartholomew’s 
Hospital,  New  York  City,  did  postgraduate  work  at 
Harvard  Medical  School.  On  his  return  to  Syra- 
cuse Dr.  Kline  established  his  practice  which  he  con- 
tinued for  forty-five  years,  until  his  retirement  in 
1948.  In  1929  he  went  abroad  to  study  in  Vienna, 
Berlin,  and  Liverpool,  and  upon  his  return  became 
an  instructor  of  otolaryngology  at  the  Syracuse 
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University  College  of  Medicine.  Dr.  Kline  was 
senior  laryngologist  and  otologist  at  St.  Joseph’s 
Hospital,  otolaryngologist  at  St.  Mary’s  Hospital, 
and  senior  otolaryngologist  at  Memorial  Hospital. 
He  was  also  on  the  staffs  of  City  Hospital,  the 
Onondaga  Orphanage,  and  the  Syracuse  Free  Dis- 
pensary. 

During  World  War  II  Dr.  Kline  served  as  a mem- 
ber of  the  Syracuse  Induction  Board  and  was 
awarded  the  Navy  “E”  for  meritorious  service.  A 
Diplomate  of  the  American  Board  of  Otolaryngology 
and  a Fellow  of  the  American  College  of  Surgeons, 
he  was  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Syracuse 
Academy  of  Medicine,  and  the  Onondaga  County 
Medical  Society. 


William  Tracy  Lyon,  M.D.,  of  Naples,  died  on 
November  9 at  the  age  of  sixty-seven.  Dr.  Lyon,  a 
graduate  of  the  University  of  Illinois  Medical 
School,  class  of  1911,  practiced  in  Chicago  following 
his  graduation  from  medical  school  and  then 
worked  for  the  government  in  the  Panama  Canal 
Zone.  From  1912  to  1926  he  built  and  operated  a 
hospital  in  Pitsanuloke,  Siam.  Upon  returning  to 
Naples  he  set  up  practice  and  did  surgical  work  in 
the  Wayland  Hospital.  Dr.  Lyon  also  served  as 
Ontario  County  coroner. 


William  Jackson  Malcolm,  M.D.,  of  Jericho,  died 
on  November  18  at  the  age  of  eighty-three.  Follow- 
ing several  years  work  as  an  architect,  Dr.  Malcolm 
attended  the  New  York  University  College  of  Medi- 
cine, receiving  his  medical  degree  in  1898.  He  con- 
tinued his  practice  established  in  Jericho  shortly 
after  his  graduation  until  his  retirement  in  Novem- 
ber, 1949.  Dr.  Macolm  had  served  as  school 
physician  in  Jericho  for  more  than  forty  years  and 
in  1949  was  voted  “outstanding  general  practi- 
tioner” by  the  Nassau  County  Medical  Society. 
He  was  a past-president  of  the  Associated  Physicians 
of  Long  Island  and  a member  of  the  American  Medi- 
cal Association,  the  Medical  Society  of  the  State  of 
New  York,  and  the  Kings  County  and  Nassau 
County  Medical  Societies. 


James  A.  Poison,  M.D.,  of  Bronxville,  died  on 
November  3 at  the  age  of  sixty-five.  Dr.  Poison 
was  graduated  from  the  Medical  College  of  Queens 
University,  Kingston,  Ontario,  Canada,  in  1910  and 
interned  at  Seton  Hospital,  New  York  City.  He 
served  on  the  First  Medical  Division  of  Bellevue 
Hospital  before  setting  up  his  practice  in  Bronxville. 
Recently  retired,  Dr.  Poison  was  secretary  of  the 
New  York  Society  of  Queens  University. 


John  Nelson  Shumway,  M.D.,  of  Painted  Post, 
died  on  November  3 at  the  age  of  eighty-eight. 
Dr.  Shumway  was  a graduate  of  the  University  of 
Buffalo  School  of  Medicine,  class  of  1895.  He  was 
appointed  health  officer  of  Painted  Post  in  April, 
1898,  in  1905  was  named  health  officer  of  the  town  of 
Erwin,  and  in  December,  1915,  when  the  two  health 
districts  were  consolidated,  Dr.  Shumway  was  re- 
tained as  health  officer.  In  1924  he  added  the  posi- 
tion of  health  officer  of  the  village  of  Riverside. 
Dr.  Shumway  served  as  president  of  the  Corning 
Academy  of  Medicine  in  1931  and  later  was  secre- 
tary of  the  Steuben  County  Health  Officers’  As- 
sociation. He  served  on  the  staff  of  the  Coming 
Hospital  and  was  a member  of  the  American  Medical 
Association,  the  Medical  Society  of  the  State  of 
New  York,  and  the  Steuben  County  Medical 
Society. 


Leonard  Joseph  Spitaleri,  M.D.,  formerly  of 
Dobbs  Ferry,  died  on  November  4 at  the  age  of 
fifty- three.  Dr.  Spitaleri  received  his  medical  de- 
gree from  Fordham  University  Medical  School  in 
1921.  He  had  served  as  associate  surgeon  at  St. 
Joseph’s  Hospital,  Yonkers,  clinical  assistant 
gynecologist  at  St.  Clare’s  Hospital  Outpatient 
Department,  New  York  City,  and  was  adjunct 
gynecologist  on  the  medical  board  of  the  New  York 
Women’s  Detention  Institution.  He  was  also  on 
the  staff  of  the  Dobbs  Ferry  Hospital  and  was  sur- 
geon for  the  Dobbs  Ferry  Police  and  Fire  Depart- 
ments. He  was  a member  of  the  American  Medical 
Association,  the  Medical  Society  of  the  State  of  New 
York,  and  the  Westchester  County  Medical  Society. 
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Frederick  Eugene  Squires,  M.D.,  of  Livonia,  died 
on  September  13  at  the  age  of  eighty-five.  Dr. 
Squires,  Livonia’s  oldest  physician,  was  graduated  i 
from  the  University  of  Buffalo  School  of  Medicine  in 
1896  and  had  practiced  in  Livonia  for  fifty-four  | 
years.  He  did  postgraduate  work  at  the  New  York 
Lying-In  Hospital,  New  York  Post-Graduate 
Medical  School,  and  in  x-ray  at  the  Massachusetts 
General  Hospital.  Dr.  Squires  served  as  health 
officer  of  the  town  of  Livonia  for  twelve  years  and  at 
one  time  was  an  examiner  for  35  different  life  insur- 
ance companies.  In  1947  he  received  a certificate 
from  the  Medical  Society  of  the  State  of  New  York 
commemorating  his  fifty  years  of  service  as  a prac- 
ticing physician.  Dr.  Squires  was  a member  of  the 
American  Medical  Association,  the  Medical  Society 
of  the  State  of  New  York,  and  the  Livingston 
County  Medical  Society. 


Frederick  H.  Schluter,  M.D.,  of  Brooklyn,  died  on 
November  10  at  the  age  of  seventy-five.  Dr. 
Schluter  received  his  medical  degree  from  the  Long 
Island  College  Hospital  in  1908  where  he  received 
the  Mitchell  Prize  as  the  best  qualified  member  of 
the  graduating  class.  He  served  as  assistant  pro- 
fessor of  physiology  at  Long  Island  College  of  Medi- 
cine for  a time  and  practiced  medicine  in  Brooklyn 
until  his  health  compelled  him  to  retire  in  1938. 
He  recently  had  completed  writing  a book  entitled 
The  Philosophy  of  the  Human  Mind.  Dr.  Schluter 
was  a member  of  the  American  Medical  Association, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  Kings  County  Medical  Society. 


James  E.  Tytler,  M.D.,  of  Scarsdale,  died  on 
November  28  at  the  age  of  seventy.  Dr.  Tytler, 
retired  nose  and  throat  specialist,  received  his 
medical  degree  from  the  New  York  Homeopathic 
Medical  College  in  1903  and  had  practiced  in  New 
York  City  until  his  retirement  four  years  ago.  Dr. 
Tytler  had  been  a surgeon  at  the  New  York  Ophthal- 
mic Hospital  and  a professor  at  New  York  Medical 
College.  He  was  a Diplomate  of  the  American 
Board  of  Otolaryngology  and  was  a member  of  the 
American  Institute  of  Homeopathy,  the  New  York 
State  Homeopathic  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  Physicians  Art 
Club  of  New  York. 
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Refresher  Courses  in  Pediatrics 


INTENSIVE  refresher  courses  in  pediatrics  are 
being  offered  at  the  University  of  Buffalo  School 
of  Medicine  under  the  sponsorship  of  the  Medical 
Society  of  the  State  of  New  York  and  the  New  York 
State  Department  of  Health.  These  intensive  re- 
fresher courses  are  designed  especially  to  meet  the 
needs  of  the  general  practitioners.  The  two  ses- 
sions, each  lasting  two  weeks,  will  be  held  on  the 
following  dates: 

Session  I:  May  14  through  May  26,  1951 
Sessions  II:  June  4 through  June  16,  1951 

The  refresher  courses  will  be  a review  of  principles 
and  recent  developments  in  diagnosis  and  treatment 
of  pediatric  disorders  and  in  health  supervision, 
through  lectures  and  informal  discussion.  Ward 
rounds  are  made  daily  and  the  physicians  attending 
will  participate  in  the  daily  admission  conferences  at 
which  all  children  admitted  to  the  Buffalo  Children’s 
Hospital  on  the  previous  day  are  discussed  in  some 
detail  before  laboratory  and  x-ray  studies  are  avail- 
able. 

Among  the  subjects  presented  in  the  lectures  and 
discussed  at  rounds  and  in  conferences  are  the  follow- 
ing: minor  dermatology,  recent  developments  in  the 


use  of  antibiotics,  diseases  of  the  newborn  and  pre- 
maturity, management  of  diarrhea  of  the  newborn 
and  diarrhea  occurring  in  the  older  infant,  practical 
aspects  of  infant  and  child  feeding,  immunizations, 
diagnosis  and  treatment  of  anemias  of  infancy  and 
childhood,  everyday  management  of  poor  posture 
and  flat  feet,  diagnosis  and  treatment  of  upper  res- 
piratory infections  and  laryngotracheobronchitis, 
common  diseases  of  the  eye,  pyelonephritis  and 
nephritis,  pediatric  neurology  and  mental  deficiency, 
management  of  epilepsy  with  emphasis  on  the  use  of 
the  newer  anticonvulsant  drugs,  allergic  diseases, 
diseases  of  the  heart,  deficiencies  in  hearing,  erythro- 
blastosis fetalis,  and  cerebral  palsy. 

Tuition  for  each  physician  enrolled  in  the  course  is 
paid  directly  to  the  University  of  Buffalo  School  of 
Medicine  by  the  State  Department  of  Health.  In 
addition,  a stipend  is  provided  to  physicians  ap- 
proved for  and  attending  the  courses. 

Interested  physicians  should  write  to  their  full- 
time county  or  city  health  commissioner,  district 
health  officer,  or  regional  health  director,  or  they 
may  write  directly  to  the  Bureau  of -Maternal  and 
Child  Health,  New  York  State  Department  of 
Health,  39  Columbia  Street,  Albany  7,  New  York. 


Round-Table  Discussions  on  Rheumatic  Diseases 


T TNDER  the  chairmanship  of  Dr.  Joseph  J.  Bunim, 
^ associate  professor  of  medicine,  New  York 
University  College  of  Medicine,  and  chief  of  the 
arthritis  clinic,  Third  Medical  Division,  Bellevue 
Hospital,  the  New  York  Chapter  of  the  Arthritis  and 
Rheumatism  Foundation  and  the  New  York  Rheu- 
matism Association  are  conducting  a series  of  round- 
table discussions  for  the  county  medical  societies  of 
the  greater  New  York  area.  Subject  of  the  discus- 
sions is  “Diagnosis  and  Treatment  of  Arthritis  and 
Other  Rheumatic  Diseases.” 

The  first  meeting  was  held  November  15,  1950,  in 
Staten  Island  for  the  Richmond  County  Medical 
Society,  with  the  panel  consisting  of  Dr.  Currier 
McEwen,  dean  and  associate  professor  of  medicine, 
New  York  University  College  of  Medicine,  modera- 
tor; Dr.  Ralph  Boots,  associate  clinical  professor  of 
medicine,  Columbia  University  College  of  Physicians 
and  Surgeons;  Dr.  Joseph  Bunim;  Dr.  Edward 
Hartung,  associate  professor  of  clinical  medicine, 
New  York  University  Post-Graduate  Medical 


School,  and  Dr.  Otto  Steinbrocker,  associate  profes- 
sor of  clinical  medicine,  New  York  University  Post- 
Graduate  Medical  School. 

On  December  20,  1950,  the  round-table  discus- 
sion was  presented  at  a meeting  of  the  Bronx  County 
Medical  Society,  with  Drs.  Edward  Hartung,  Joseph 
Bunim,  Russell  Cecil,  Charles  Ragan,  and  Otto 
Steinbrocker  participating  in  the  panel. 

The  program  for  the  remainder  of  the  meetings  is 
as  follows: 

January  16 — Kings  County  Medical  Society,  Dr. 
Currier  McEwen. 

February  27 — Nassau  County  Medical  Society, 
Drs.  Edward  Hartung,  Russell  Cecil,  Cornelius 
Traeger,  Richard  Freyberg,  and  James  Coss. 

March  27 — Queens  County  Medical  Society, 
Drs.  Charles  Ragan,  Otto  Steinbrocker,  Cornelius 
Traeger,  Louis  Granirer,  and  Robert  Lintz. 

April  23 — New  York  County  Medical  Society, 
Drs.  Currier  McEwen,  Ralph  Boots,  Edward 
Hartung,  Russell  Cecil,  and  Richard  Freyberg. 


City  Health  Department  Announces  Seminar 


i 'T'HE  latest  developments  in  medical  practice  will 
be  reviewed  for  physicians  in  a fourteen-week 
f series  of  lectures  to  begin  on  February  3,  1951. 
The  seminar,  sponsored  by  the  New  York  City 
Department  of  Health,  has  been  designed  especially 
1 to  meet  the  needs  of  the  general  practitioner  who  de- 

a sires  to  be  kept  informed  about  advances  in  diagno- 

t sis,  treatment,  and  management  of  disease.  Out- 
's standing  specialists  in  many  fields  will  participate 
in  the  meetings,  and  the  latest  available  films  and 
1 slides  will  be  used  to  illustrate  the  lectures. 

The  seminar  will  be  held  on  consecutive  Saturday 


mornings,  through  April  23.  Sessions  will  start  at 
10:30  a.m.  and  will  run  until  about  noon.  They  will 
be  held  in  the  second  floor  auditorium  of  the  Health 
Department  building,  125  Worth  Street,  Man- 
hattan. 

No  registration  or  fee  is  required.  The  meetings 
will  be  informal,  and  free  discussion  from  the  floor 
will  be  encouraged.  Physicians  who  attend  can  be 
reached  by  their  offices  by  calling  WOrth  2-6900, 
extension  252. 

The  schedule  of  lecture  topics  and  dates  is  as 
follows: 
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February  3 — “Modern  Attack  Against  Tubercu- 
losis” 

February  10— “Clinical  Use  of  Antibiotics” 

February  17 — “Present-day  Treatment  of  Menin- 
gitis” 

February  24 — -“Clinical  Diagnosis  of  Nutritional 
Deficiencies” 

March  3 — “Psychiatric  Problems  in  General 
Practice” 

March  10— “Occurrence  and  Treatment  of  Para- 
sitic Diseases  in  New  York  City” 


March  17 — “Differential  Diagnosis  of  Cutaneous 
Syphilis” 

March  24 — “Hypertensive  Vascular  Disease” 
March  31 — “Dental  Problems  for  the  General 
Practitioner” 

April  7 — “Radioisotopes  in  Medicine” 

April  14 — “Therapy  of  Endocrine  Disorders” 
April  21 — “Use  and  Abuse  of  Anticoagulant 
Drugs” 

April  28 — “Chronic  Disease  in  Old  People” 


Hospital  Committee  To  Hold  Special  Meetings 


A SERIES  of  special  meetings  is  being  held  through- 
out  the  State  by  the  State  Society’s  Committee 
on  Hospital  and  Professional  Relations,  under  the 
chairmanship  of  Dr.  Harold  F.  R.  Brown,  of  Buffalo. 
The  purpose  of  the  committee  is  “to  deal  with  ethics, 
responsibilities,  standards,  and  contractual  relations 
relevant  to  medical  services  provided  in  hospitals 
and  for  the  formulation  of  general  policies  with  re- 
gard to  such  medical  practice  in  hospitals.”  At  the 
special  meetings  planned  for  January  and  February, 
the  subject  matter  will  be  limited  to  the  problems  in 
pathology,  x-ray,  anesthesiology,  physiotherapy, 
and  electrocardiography.  Representatives  from  the 
county  medical  societies  and  special  societies  in  these 
branches  of  medicine  have  been  invited  to  attend 
these  meetings. 

The  schedule  of  meetings  is  as  follows : 

January  10,  Office,  Medical  Society  of  the  State  of 


New  York,  New  York  City — for  the  Counties  of 
Bronx,  New  York,  Richmond,  Kings,  Queens, 
Nassau,  Suffolk,  Rockland,  Westchester,  Putnam, 
Orange,  Sullivan,  Ulster,  and  Dutchess. 

January  18,  Hotel  Ten  Eyck,  Albany — for  the 
Counties  of  Delaware,  Columbia,  Greene,  Otsego, 
Schoharie,  Albany,  Rensselaer,  Essex,  Montgomery, 
Schenectady,  Fulton,  Saratoga,  Washington,  Hamil- 
ton, Warren,  Franklin,  and  Clinton. 

January  31,  Hotel  Syracuse,  Syracuse — for  the 
Counties  of  Broome,  Tioga,  Chemung,  Cortland, 
Tompkins,  Schuyler,  Wayne,  Ontario,  Yates, 
Chenango,  Seneca,  Cayuga,  Onondaga,  Madison, 
Oneida,  Oswego,  Herkimer,  Lewis,  Jefferson,  and  St. 
Lawrence. 

February  15,  Hotel  Statler,  Buffalo — for  the 
Counties  of  Steuben,  Allegany,  Cattaraugus,  Chau- 
tauqua, Livingston,  Monroe,  Wyoming,  Genesee, 
Orleans,  Niagara,  and  Erie. 


MEDICALLY 

A.M.A.  Supports  Aid  to  Medical  Schools — Re- 
sponding to  the  challenge  voiced  by  its  president, 
Dr.  Elmer  L.  Henderson  of  Louisville,  Kentucky,  in 
his  address  to  the  House  of  Delegates  at  the  interim 
session  held  in  Cleveland,  Ohio,  in  December,  that 
the  medical  profession  take  the  initiative  in  raising 
private  financing  for  hard-pressed  medical  schools, 
rather  than  seeking  Federal  subsidies  for  medical 
education,  the  American  Medical  Association  has 
appropriated  a half  million  dollars  as  the  nucleus  of 
a fund  to  be  raised  for  the  aid  of  medical  schools 
throughout  the  nation.  The  half  million  dollar  con- 
tribution was  voted  unanimously  by  the  A.M.A. 
Board  of  Trustees,  of  which  Dr.  Louis  H.  Bauer, 
Hempstead,  New  York,  is  chairman. 

Fellowships  Available — Ten  fellowships  supported 
by  the  Graduate  College  of  the  University  of  Illinois 
will  be  awarded  to  qualified  scholars  who  contem- 
plate academic  careers  in  the  medical  and  allied 
sciences.  Stipends  of  $1,800  to  $2,400  are  available 
for  medical  and  dental  graduates  with  a maximum  of 
$3,000  for  unusually  well-qualified  applicants.  Evi- 
dence of  scholarship  and  promise  of  research  ability 
are  primary  considerations.  The  fellowships  pro- 
vide an  opportunity  for  research  experience  in  the 
basic  sciences  and  the  application  of  these  sciences 
to  clinical  investigation.  Applications  must  be  re- 
ceived by  February  15,  with  selections  to  be  an- 
nounced by  April  1.  Forms  may  be  obtained  from 
the  associate  dean  of  the  Graduate  College,  Univer- 
sity of  Illinois,  808  South  Wood  Street,  Chicago  12, 
Illinois. 

Radiation  Installation — One  of  the  most  powerful 
cancer  treating  x-ray  machines  ever  built,  a giant, 


SPEAKING— 

two-million  volt  unit,  was  officially  dedicated  at 
New  York’s  Hospital  for  Joint  Diseases,  New  York 
City,  recently  in  the  new  Lila  Motley  wing  for  radia- 
tion therapy.  The  machine  and  the  specially  con- 
structed building  to  house  it  were  built  to  honor  Lila 
Motley  by  an  organization  of  twenty  of  her  friends 
who  established  the  Lila  Motley  League  for  Cancer 
Research  in  her  memory,  and  the  Federation  of 
Jewish  Philanthropies,  affiliated  with  the  hospital, 
as  well  as  private  contributors. 

The  newly  installed  machine  was  built  by  General 
Electric  X-Ray  Corporation,  Milwaukee,  Wisconsin, 
and  is  contained  in  a circular  shaft  30  feet  high,  uses 
two-million  volts,  and  is  housed  in  a vault  built  of 
concrete  walls  up  to  four  feet  thick.  For  the  protec- 
tion of  radiologists,  the  window  from  which  controls 
are  guided  consists  of  a specially  molded  solid  block 
of  glass  two  feet  thick. 

Defense  Department  Sets  Up  Medical  Regulating 
Office — A new  Armed  Service  Medical  Regulating 
Office  to  allocate  hospital  beds  in  this  country  has 
been  set  up  in  the  Defense  Department.  Working 
directly  under  the  Joint  Chiefs  of  Staff,  the  office  will 
assign  beds  for  patients  evacuated  from  overseas  and 
for  patients  in  this  country.  The  office  will  consist 
of  one  representative  of  each  of  the  services  with  the 
office  of  Chief  rotating  among  the  three.  All  regula- 
tions prepared  bv  the  office  will  be  cleared  by  the 
Joint  Chiefs  ancl  Dr.  Meiling’s  office  but  will  be 
issued  by  the  individual  services  to  avoid  conflicting 
regulations.  Other  duties  of  the  office  include 
deciding  which  beds  shall  be  available  for  special 
care  in  military  and  other  hospitals,  determining 
hospitals  for  final  definitive  treatment  of  patients,  )! 
selecting  certain  installations  as  debarkation  hos- 
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pitals,  prescribing  priority  for  evacuation  for  over- 
seas patients  and  insuring  proper  bed  facilities  for 
them,  and  establishing  standardized  procedures  for 
operation  of  this  phase  of  military  medical  care. 

New  Officers  for  New  York  Academy  of  Medi- 
cine— At  its  annual  election  held  on  December  7, 
1950,  the  New  York  Academy  of  Medicine  elected 
officers  for  the  coming  year.  Dr.  Wiliam  Barclay 
Parsons,  professor  of  clinical  surgery  at  the  Columbia 
University  College  of  Physicians  and  Surgeons,  was 
elected  president  for  a term  of  two  years.  Other 
officers  chosen,  with  their  terms  to  be  served,  are  as 
follows:  Dr.  Henry  Alsop  Riley,  vice-president, 

three  years;  Dr.  Shepard  Krech,  treasurer,  three 
years;  Dr.  Benjamin  P.  Watson,  retiring  president, 
and  Dr.  Condict  W.  Cutler,  Jr.,  trustees,  five  years; 
Drs.  Thomas  K.  Davis,  Laurence  Farmer,  Claude 
E.  Heaton,  Saul  Jarcho,  Harold  J.  Stewart,  and 
Frederic  D.  Zeman,  library  committee,  five  years; 
Dr.  Paul  B.  Sheldon,  library  committee,  two  years 
(to  fill  unexpired  term  of  Dr.  Morris  K.  Smith); 
Drs.  Edward  P.  Flood,  Louis  A.  Hauser,  George  M. 
Lewis,  and  Locke  L.  MacKenzie,  committee  on 
admission,  three  years. 

Carpenters  Union  Supports  A.M.A.  Stand — 

“Socialized  medicine  is  no  bargain,”  according  to 
Mr.  William  L.  Hutcheson,  general  president,  United 
Brotherhood  of  Carpenters  and  Joiners  of  America, 
and  vice-president  of  the  American  Federation  of 
Labor,  in  an  address  presented  at  the  A.M.A.  House 
of  Delegates  in  Cleveland,  Ohio,  on  December  7. 

National  Foundation  Fellowships — The  National 
Foundation  for  Infantile  Paralysis  announces  the 
availability  of  a limited  number  of  predoctoral  and 
postdoctoral  fellowships  to  candidates  whose  inter- 
ests are  research  and  teaching  in  the  fields  related  to 
the  problems  of  poliomyelitis  such  as  virology,  bio- 
chemistry, biophysics,  orthopedics,  pediatrics,  neu- 
rology, and  epidemiology. 

Predoctoral  fellowships  cover  a period  of  one  year, 
but  may  be  considered  for  renewal.  Postdoctoral 
fellowships  cover  a period  of  one  to  three  years  with 
the  privilege  of  renewal  depending  on  the  candi- 
date’s previous  training  and  his  program.  Stipends 
to  the  fellows  will  range  from  $1,200-11,800  a year 
plus  tuition  for  the  predoctoral  level  to  $3,600-17,000 
a year  for  the  postdoctoral  candidates.  In  both 
instances,  marital  and  dependency  status  is  con- 
sidered in  determining  the  individual  stipend.  In- 
stitutions which  accept  fellows  will  receive  additional 
compensation. 

Eligibility  requirements  include  United  States 
citizenship  and  sound  health.  Predoctoral  appli- 
cants must  be  candidates  for  an  M.D.,  Ph.D.,  or  its 
equivalent.  Postdoctoral  applicants  must  have  an 
M.D.,  Ph.D.,  or  its  equivalent.  Selection  of  candi- 
dates is  made  by  a Fellowship  Committee  composed 
of  leaders  in  the  fields  of  research  and  professional 
education.  Successful  candidates  will  be  designated 
a “Fellow  of  the  National  Foundation  for  Infantile 
Paralysis.” 

Complete  information  concerning  qualifications 
and  applications  may  be  obtained  from:  Division  of 
Professional  Education,  National  Foundation  for 
Infantile  Paralysis,  120  Broadway,  New  York  5, 
New  York. 

The  Physician  and  the  Law — Under  this  title 
there  appears  in  the  November,  1950,  issue  of  the 
Bulletin  of  the  Kings  County  Medical  Society  a 
well-written,  comprehensive  article  by  Dr.  George 
I.  Swetlow,  which  should  be  widely  read.  Unfor- 


tunately, because  of  limitations  of  space  in  the 
Journal,  we  cannot  reprint  it  but  desire  to  call  the 
attention  of  our  readers  to  the  same  as  a valuable 
and  informative  review  of  the  subject. 

Effects  of  ACTH  and  Cortisone  To  Be  Determined 
in  International  Study — Plans  for  an  international 
cooperative  study  of  the  effectiveness  of  the  hormone 
substances  ACTH  and  cortisone  in  the  treatment  of 
rheumatic  fever  and  the  prevention  of  rheumatic 
heart  disease  have  been  announced  by  Dr.  T.  Duckett 
Jones,  chairman  of  the  American  Council  on  Rheu- 
matic Fever  of  the  American  Heart  Association. 
The  long-term  study  will  be  conducted  through  a 
central  coordinating  center  in  New  York  City  and  at 
12  cooperating  research  centers  in  the  United  States, 
Canada,  and  Great  Britain.  The  Council’s  Com- 
mittee on  Criteria  and  Standards,  headed  by  Dr. 
David  D.  Rutstein,  professor  of  preventive  medi- 
cine, Harvard  Medical  School,  will  coordinate  the 
investigation  at  the  central  office  in  New  York. 

The  cooperating  research  centers  in  New  York 
City,  with  their  principal  research  investigators, 
are  as  follows:  New  York  University-Bellevue 

Medical  Center,  Dr.  Currier  McEwen,  and  College 
of  Physicians  and  Surgeons,  Columbia  University, 
Dr.  Edward  E.  Fischel. 

Training  Center  in  Psychoanalytic  Medicine — 

Training  in  psychoanalytic  medicine  is  now  being 
carried  out  at  the  College  of  Medicine  at  New  York 
City  of  the  State  University  of  New  York.  Dr. 
Howard  W.  Potter,  professor  of  psychiatry  and 
executive  officer  of  the  Department  of  Psychiatry, 
has  set  up  within  the  Department  a Division  of 
Psychoanalytic  Medicine.  Dr.  Sandor  Lorand  has 
been  appointed  chairman  of  the  executive  committee 
of  this  division.  This  committee  is  responsible  to 
the  Department  of  Psychiatry  for  recommendations 
both  as  to  choice  of  students,  arrangement  of 
courses  and  teaching,  and  for  choice  of  the  psycho- 
analytic faculty.  Recognition  as  a training  center 
has  been  granted  by  the  Board  of  Professional 
Standards  of  the  American  Psychoanalytic  Associa- 
tion. 

Candidates  for  training  are  appointed  from  among 
graduates  of  the  psychiatric  residency  program,  from 
psychiatric  residents  in  advanced  standing,  and  from 
members  of  the  staff  of  the  College  and  its  affiliated 
hospitals. 

A clinic  for  analytically  oriented  psychotherapy  is 
currently  in  operation  at  the  Kings  County  Hospital. 
Psychoanalytic  therapy  will  shortly  be  provided 
through  the  same  clinic.  Students  in  training  staff 
the  clinic,  and  daily  supervision  is  provided  by  mem- 
bers of  the  psychoanalytic  faculty. 

1951  Thomas  William  Salmon  Lectures  Pre- 
sented— On  January  9,  10,  and  11,  the  eighteenth 
series  of  Thomas  William  Salmon  Lectures  were  pre- 
sented at  the  New  York  Academy  of  Medicine,  under 
the  supervision  of  the  Salmon  Committee  on  Psy- 
chiatry and  Mental  Hygiene,  of  which  Dr.  Edwin 
G.  Zabriskie,  New  York  City,  is  chairman.  This 
year’s  lectures  were  given  by  Dr.  John  Farquhar 
Fulton,  Sterling  Professor  of  Physiology,  Yale  Uni- 
versity School  of  Medicine,  on  “The  Frontal  Lobes 
and  Affective  Behavior.” 

Morrisania  City  Hospital  Dinner — A testimonial 
dinner  was  tendered  to  Dr.  John  Duff  at  the  Con- 
course Plaza  Hotel,  Bronx,  on  December  9,  1950,  on 
his  completion  of  five  successive  years  as  president 
of  the  medical  board  of  the  Morrisania  City  Hospital. 
Proceeds  of  the  dinner  were  contributed  to  the 
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J.  Lewis  Amster  Medical  Library  of  the  hospital. 
Dr.  Amster,  the  toastmaster,  introduced  the  follow- 
ing speakers:  Dr.  Marcus  D.  Kogel,  New  York 
City  commissioner  of  hospitals;  Dr.  Nathan  B.  Van 
Etten,  former  president  of  the  American  Medical 
Association  and  the  Medical  Society  of  the  State  of 
New  York;  Dr.  Jean  A.  Curran,  dean  of  the  State 
University  of  New  York  College  of  Medicine;  Dr. 
Nathan  Smith,  medical  superintendent  of  the  hos- 
pital; Dr.  John  Roth,  attending  urologist,  and  Dr. 
Duff,  who  is  director  of  urology  at  the  hospital. 

Ward  Teaching  Program — City  Hospital,  Welfare 
Island,  has  announced  a practical  ward  teaching 
program  under  the  direction  of  Dr.  Carl  Reich, 
visiting  physician,  First  Medicine.  The  course  will 
extend  from  February  1 to  April  1 and  is  free  to  all 
members  of  the  medical  profession.  The  program 
will  be  held  Monday  afternoons,  Tuesday,  Wednes- 
day, and  Thursday  mornings  and  afternoons  and 
Friday  afternoons.  Staff  members  who  will  take 
part  in  the  teaching  include  the  following:  Drs. 
Leon  Bader,  Joseph  Bandes,  Sidney  Bassin,  James 
Edlin,  Seymour  Fiske,  Alfred  Fritsch,  Sanford  Good- 
friend,  Emil  Granet,  Milton  Greenberg,  Ernest 
Hammerschlag,  Emanuel  Heilman,  Benjamin  Jab- 
Ions,  James  Lisa,  Charles  Messeloff,  Carl  Reich, 
George  Rie,  E.  Milton  Sachs,  Cyril  A.  Solomon, 
Max  Sterman,  and  Frank  S.  Pierson. 

New  York  Academy  of  Medicine  Endorses  Plea 
for  Reservation  of  Television  Channels  for  Educa- 
tion— The  Council  of  the  New  York  Academy  of 
Medicine  recently  endorsed  the  appeal  to  the 
Federal  Communications  Commission  for  the  setting 
aside  of  at  least  20  per  cent  of  the  channels  available 
on  television  for  educational  purposes.  This  resolu- 
tion is  backed  by  the  Academy’s  twenty-eight  years 
of  broadcasting  in  the  public  interest.  During  this 
period,  the  Academy,  both  on  its  own  behalf  and  in 
cooperation  with  the  principal  official  and  voluntary 
health  organizations,  has  been  carrying  on  public 
education  in  disease  prevention  and  in  health  promo- 
tion. 

Isotope  Center — The  University  of  Rochester 
Medical  School,  in  cooperation  with  the  U.S.  Atomic 
Energy  Commission  and  five  major  Rochester  hos- 
pitals, has  established  an  Isotope  Center  for  dis- 
tributing radioisotopes  for  clinical  and  diagnostic 
use  in  hospitals  of  the  area.  The  program  is  on  a 
nonprofit  basis  and  is  said  to  be  the  first  of  its  kind 
in  the  country.  The  project  was  undertaken  by  the 
University  as  a community  service.  Operating  on  a 
cost  basis,  it  will  mean  a large  financial  saving  to  the 
participating  hospitals  and  patients,  and  also  will 
bring  to  them  the  benefits  of  the  University’s  exten- 
sive research  and  developments  in  the  whole  field  of 
radiation. 

Dean  Appointed — Dr.  Jean  A.  Curran  has  been 
appointed  dean  of  the  State  University  College  of 
Medicine  in  New  York  City.  This  is  the  first 
administrative  appointment  to  the  reorganized  staff 
of  the  College,  formerly  the  Long  Island  College  of 
Medicine  until  its  merger  with  State  University  of 
New  York  last  April.  In  accepting  the  appointment 
Dr.  Curran  continues  as  the  chief  administrative 
officer  of  the  College  with  which  he  has  been  as- 
sociated since  1937,  having  served  both  as  dean  and 
president. 

Dr.  Duncan  W.  Clark,  who  was  dean  of  Long 
Island  College  of  Medicine  at  the  time  of  merger 
and  who  continued  during  the  period  of  reorganiza- 
tion, has  been[appointed  professor  of  environmental 


medicine  and  community  health  and  executive 
officer  of  this  newly  constituted  department.  Dr. 
Clark  has  served  in  administrative,  teaching,  and 
student  health  posts  with  the  College  since  1942. 
He  was  appointed  dean  in  1948  and  has  been  the 
acting  executive  officer  of  the  Department  of  Pre- 
ventive Medicine  and  Community  Health  over  most 
of  the  same  period.  The  name  of  the  Department 
has  now  been  changed  to  that  of  Environmental 
Medicine  and  Community  Health  in  order  to  reflect 
more  clearly  the  acceptance  of  a major  responsi- 
bility for  the  study  of  environmental  problems  and 
their  relation  to  health  and  illness.  Much  of  the 
program  will  be  built  around  a study  of  family 
health. 

Research  in  Nutrition — Eight  new  grants  for  re- 
search in  nutrition  have  been  announced  by  Dr. 

E.  Gifford  Upjohn,  president  of  the  National  Vita-  . 
min  Foundation,  effective  January  1,  1951.  In- 
cluded in  the  grants,  which  totaled  $60,700,  was  one  \ 
of  $9,500  to  Dr.  Heinrich  Waelsch,  New  York  State  I 
Psychiatric  Institute,  New  York  City,  for  the  study 
of  the  biologic  function  of  glutamine. 

Prematurity — An  excellent  guide  to  practicing 
physicians  dealing  with  the  prevention  and  care  of 
prematurity  has  been  made  available  by  the  New 
York  City  Health  Department’s  Maternity  and 
Newborn  Division.  The  Advisory  Committee  on 
Obstetrics  to  the  Commissioner  of  Health  has  for- 
mally approved  these  recommendations.  Copies  of 
the  pamphlet  may  be  secured  from  the  Health 
Department,  125  Worth  Street,  New  York  13,  New 
York. 

Blue  Cross  Efforts  To  Provide  for  Aged — Blue 

Cross  efforts  to  provide  for  the  special  needs  of  the 
aged  through  increased  age  limits  and  days  of  cover-  1 
age  were  discussed  by  Mr.  Louis  H.  Pink,  chairman 
of  the  board  of  directors  of  Associated  Hospital 
Service,  New  York’s  Blue  Cross  Plan,  at  a public 
hearing  of  the  New  York  State  Joint  Legislative 
Committee  on  Problems  of  the  Aging  held  December 
14,  1950,  at  New  York  City. 

Declaring  that  the  AHS  age  limit  of  sixty-five  is 
waived  in  the  case  of  large  groups  enrolling  a high 
percentage  of  employes,  Mr.  Pink  said  that  the 
tendency  among  all  Blue  Cross  Plans  in  New  York 
State  is  to  make  it  possible  for  older  people  to  join. 
Referring  to  the  high  percentage  of  claims  among 
persons  over  sixty-five,  he  pointed  out  that  members 
who  enroll  in  Blue  Cross  are  permitted  to  continue 
their  coverage  regardless  of  age  and  that  all  Blue 
Cross  Plans  will  eventually  provide  seventy  full 
days  of  coverage  and  ninety  additional  discount 
days  for  hospitalized  members. 

Army  Nurse  Corps — In  response  to  the  Army’s 
urgent  call  for  3,000  professional  nurses  who  are 
needed  immediately,  the  American  Nurses’  Associa- 
tion has  established  quotas  for  states  to  fill  these 
requirements  based  on  their  nurse  population.  The 
ANA  Committee  on  Nursing  Resources  to  meet 
civil  and  military  nursing  needs  urged  state  nurses’ 
associations  to  do  everything  possible  to  facilitate 
enrollment  of  professional  nurses  in  accordance  with 
these  quotas.  Brigadier  General  Paul  I.  Robinson, 
chief  of  personnel,  Army  Medical  Service,  told  a 
conference  of  national  nursing  leaders  that  3,000 
nurses  must  be  obtained  at  once  for  service  with  the 
Army  Nurse  Corps. 

The  quota  for  New  York  State  is  as  follows:  total, 
475;  general  duty,  374;  supervisors  and  head  nurses; 

[Continued  on  page  278] 
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6;  nurse  anesthetists,  9;  operating  room  nurses,  34, 
and  psychiatric  nurses,  52. 

Medical  Center  Campaign  Total  Announced — 
19,135  contributors  have  given  $22,002,676.81  to- 
ward the  $32,744,000  goal  of  the  New  York  Univer- 
sity-Bellevue  Medical  Center  fund  which  was 
launched  five  years  ago,  it  was  announced  in  Decem- 
ber. The  medical  alumni  of  the  University  have 
been  numerically  the  largest  group  to  support  this 
Medical  Center  project,  with  7,343  gifts  totaling 


$1,920,198.16.  The  next  group  in  number  of  gifts  is 
the  Parents  Association  with  3,529  gifts  totaling 
$958,591.64.  The  Commerce  and  Industry  Divi- 
sion through  1,787  contributors  raised  $1,468,175.01, 
and  683  special  gifts  totaled  $3,787,776.92.  The 
largest  single  contribution,  one  in  excess  of  $8,000,- 
000,  was  made  by  the  Samuel  H.  Kress  Foundation. 
Special  appeals  which  have  had  the  widest  accept- 
ance are  on  behalf  of  the  Institute  of  Physical 
Medicine  and  Rehabilitation  and  the  Cardiovascular 
Institute. 


MEETINGS 

PAST 


Society  of  Medical  Jurisprudence 

At  the  meeting  of  the  Society  of  Medical  Juris- 
prudence held  November  13,  1950,  at  the  New  York 
Academy  of  Medicine,  the  following  program  was 
presented:  “The  Effect  of  Postpartum  Plasma  in 
the  Treatment  of  Rheumatoid  Arthritis,”  Dr.  Louis 
W.  Granirer,  associate  physician  in  charge,  arthritis 
clinic,  Queens  General  Hospital,  and  “Medicolegal 
Examinations  in  British  and  American  Criminal 
Justice,”  Mr.  Bruce  Smith,  director,  Institute  of 
Public  Administration. 

Association  for  Research  in  Nervous  and 
Mental  Disease 

At  the  thirtieth  annual  meeting  of  the  Association 
for  Research  in  Nervous  and  Mental  Disease  held  in 


New  York  City  on  December  15  and  16,  1950,  the 
following  officers  were  elected  for  1951:  Dr.  S. 

Bernard  Wortis,  president;  Dr.  John  C.  Whitehorn, 
first  vice-president;  Dr.  J.  Lawrence  Pool,  second 
vice-president;  Dr.  Clarence  C.  Hare,  secretary- 
treasurer,  and  Dr.  Rollo  J.  Masselink,  assistant 
secretary. 

Eastern  New  York  Eye,  Ear,  Nose  and  Throat 
Association 

Dr.  Frank  Furlong  spoke  on  “Some  Observations 
on  the  Etiology  and  Treatment  of  External  Otitis,” 
and  Dr.  John  Sulzman  spoke  on  “Iridencleisis”  at 
the  meeting  of  the  Eastern  New  York  Eye,  Ear, 
Nose  and  Throat  Association  held  January  4 in 
Schenectady.  The  next  meeting  will  be  held  in 
Troy  on  February  1. 


FUTURE 


Association  for  the  Advancement  of  Psychoanalysis 

The  regular  meeting  of  the  Association  for  the 
Advancement  of  Psychoanalysis  will  be  held  on 
January  24  at  the  New  York  Academy  of  Medicine. 
Dr.  Muriel  Ivimey  will  present  a paper  on  “The 
Narcissistic  Type  in  Psychoanalysis.” 

National  Conference  on  Medical  Services 

The  twenty-fourth  annual  meeting  of  the  National 
Conference  on  Medical  Services  will  be  held  on 
Sunday,  February  11,  1951,  in  the  Palmer  House, 
Chicago,  Illinois.  The  meeting  is  of  special  impor- 
tance to  presidents,  secretaries,  and  public  relations 
personnel  of  state  and  county  medical  societies. 

Annual  Congress  on  Medical  Education  and 
Licensure 

The  forty-seventh  Annual  Congress  on  Medical 
Education  and  Licensure  will  be  held  Monday  and 
Tuesday,  February  12  and  13,  at  the  Palmer  House, 
Chicago,  Illinois,  under  the  auspices  of  the  Council 
on  Medical  Education  and  Hospitals  and  the 
Federation  of  State  Medical  Boards  of  the  United 
States. 

American  College  of  Allergists 

The  American  College  of  Allergists  will  hold  its 
seventh  annual  meeting  at  the  Edgewater  Beach 
Hotel,  Chicago,  Illinois,  on  February  12,  13,  and  14, 
1951.  This  year  there  will  be  section  meetings  as 
follows:  “Psychosomatic  Aspects  of  Allergic  Dis- 
eases,” under  the  leadership  of  Dr.  Harold  Abram- 
son, New  York  City;  “Pediatrics,”  Dr.  Bret  Ratner, 
New  York  City;  “Allergies  of  the  Nose  and  Throat,” 
Dr.  George  Shambaugh,  Chicago;  “Allergic  Dis- 


eases of  the  Skin,”  Dr.  Rudolph  Baer,  New  York 
City,  and  “Allergic  Aspects  of  Rheumatism  and 
Arthritis,”  Dr.  George  Rockwell,  Cincinnati.  A 
general  session  of  the  College  will  be  held,  when  hay 
fever,  asthma,  and  the  newer  drugs  will  be  discussed 
under  the  leadership  of  Dr.  John  Mitchell,  Columbus, 
Ohio,  president  of  the  College. 

American  Society  of  Group  Psychotherapy  and 
Psychodrama 

The  ninth  annual  conference  of  the  American 
Society  of  Group  Psychotherapy  and  Psychodrama 
will  be  held  February  16  and  17,  1951,  at  the  Com- 
modore Hotel,  New  York  City.  The  program  will 
discuss  the  use  of  .group  psychotherapy  and  psycho- 
drama in  military.  Veterans  Administration,  and 
state  hospitals.  The  opening  address  will  be  by  Dr. 
J.  L.  Moreno,  president. 

For  program  and  reservations  write  to  P.O.  Box 
311,  Beacon,  New  York. 

New  York  Tuberculosis  and  Health  Association 

The  annual  conference  of  the  New  York  Tubercu- 
losis and  Health  Association  will  be  held  Tuesday, 
February  20,  1951,  beginning  at  9:30  a.m.  at  the 
Hotel  Statler,  New  York  City.  The  public  is  in- 
vited to  attend  this  all-day  meeting,  or  any  part  of 
it,  at  which  various  phases  of  tuberculosis  preven- 
tion and  control  in  New  York  City  will  be  discussed 
by  outstanding  leaders  in  the  field. 

The  Tuberculosis  Sanatorium  Conference  of 
Metropolitan  New  York  will  conduct  the  afternoon 
session  on  “TB,  the  Public  Health  Hazard.” 
[Continued  on  page  280] 
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When  you  recommend  "a  change  of  scene ” 

3 weeks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
your  patients  with  such  chronic  conditions  as  Heart 
and  Digestive  disorders,  Arthritis  and  related  ailments, 
and  Hypertension.  At  your  request,  we  will  send  list  of 
local,  private  practicing  physicians  who  will  cooperate 
with  you  as  to  treatment,  rest  and  diet.  Address  Medical 
Director,  The  Saratoga  Spa,  155  Saratoga  Springs,  N.Y. 
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Listed  by  the  Committee  on  American  Health  Resorts 
of  the  Council  on  Physical  Medicine  and  Rehabil- 
itation of  the  American  Medical  Association 
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The  Empire  State’s  Contribution  to  the  Medical  Profession 
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PERSONALITIES 


Honored 

Dr.  Thomas  D.  McMenamin,  Highland  Falls,  at  a 
dinner  given  by  friends  at  Bear  Mountain  Inn  to 
mark  his  fifty  years  of  service  as  a practicing  physi- 
cian. 

Appointed 

Dr.  Halley  H.  Friederwitzer,  Bronx,  as  research 
medical  director  of  the  Modern  Medical  Products, 
New  York  City  . . . Dr.  Frode  Jensen,  Bronx,  as 
director  of  the  House  Staff  Educational  Plan  of  the 
New  York  Committee  on  the  Study  of  Hospital 
Internships  and  Residencies  . . . Dr.  H.  Sherwood 
Lawrence,  New  York  City,  as  secretary  of  the  com- 
mittee on  admissions,  New  York  University  College 
of  Medicine,  a unit  of  the  New  York  University- 
Believue  Medical  Center  . . . Dr.  Nolan  D.  C.  Lewis, 
New  York  City,  as  chairman  of  the  committee  on 
mental  health  of  the  State  Charities  Aid  Associa- 
tion . . . Dr.  James  W.  Smith,  New  York  City,  as 
clinical  professor  of  ophthalmology  at  the  Post- 
Graduate  Medical  School  of  the  New  York  Univer- 
sity-Bellevue  Medical  Center. 

Elected 

Dr.  David  W.  Beard,  Cobleskill,  as  director  of  the 
Northeastern  New  York  Medical  Service  . . . Dr. 
John  L.  Edwards,  chief  of  staff  of  the  Columbia 
Memorial  Hospital,  Hudson,  to  the  board  of  trus- 
tees of  the  Albany  Medical  College  . . . Dr.  Paul 
F.  Russell,  New  York  City,  as  president  of  the 
American  Society  of  Tropical  Medicine,  and  Dr. 
Harry  Most,  New  York  City,  as  vice-president  . . . 
Dr.  Arnold  Treitman,  New  York  City,  as  president 
of  the  Kiwanis  Club  of  New  York  City. 

Speakers 

Dr.  Herbert  Bandell,  Binghamton,  on  the 
“National  Health  Insurance  Plan”  at  a meeting  of 
the  Binghamton  Junior  Chamber  of  Commerce  . . . 
Dr.  Francis  Clark,  Nassau  County,  on  “Socialized 


Medicine”  at  a meeting  of  the  Long  Beach  Hospital 
Club  . . . Dr.  C.  Douglas  Darling,  professor  of  clinical 
medicine,  Cornell  University,  at  the  meeting  of  the 
Watkins  Parent-Teacher  Association  . . . Dr.  Franz 
J.  Kallmann,  assistant  clinical  professor  of  psychia- 
try at  the  New  York  Psychiatric  Institute,  on  “Re- 
cent Results  of  Twin  Studies  on  the  Significance  of 
Genetic  Factors  in  Normal  and  Abnormal  Person- 
ality Development,”  at  a meeting  of  the  staff  of  the 
Veterans  Administration  Hospital,  Northport,  Long 
Island  . . . Dr.  Arthur  Alexander  Knapp,  New  York 
City,  on  “Criteria  for  Surgical  Decision”  at  a meet- 
ing of  the  Wilkes-Barre  Ophthalmological  Society 
to  be  held  January  30,  1951  . . . Dr.  William  Trevor, 
New  York  City,  on  “Publicizing  the  Problem  of 
Voluntary  Medicine  in  America  Today”  at  a meet- 
ing of  the  West  Side  Clinical  Society  of  New  York 
City. 

New  Offices 

Dr.  Walter  M.  Dresel,  general  practice  in  Mara- 
thon . . . Dr.  Abraham  I.  Feldman,  former  resident 
at  the  Kingston  Hospital,  general  practice  in  King- 
ston . . . Dr.  C.  V.  W.  Kimball,  formerly  of  Norfolk, 
Virginia,  general  practice  in  Gouverneur  . . .Dr. 
Kingston  Larner,  formerly  of  Burlington,  Vermont, 
practice  of  urology  in  Glovers ville  . . . Dr.  Howard 
D.  Lester,  practice  of  general  surgery  in  Schenec- 
tady . . . Dr.  Patrick  S.  Mullins,  practice  of  urology 
in  Utica,  in  association  with  Dr.  John  S.  Fitzgerald 
. . . Dr.  Frank  A.  Vesey,  formerly  on  the  staff  of  the 
Manhattan  Eye,  Ear  and  Throat  Hospital,  practice 
of  ophthalmology  in  Schenectady,  assuming  the 
practice  of  the  late  Dr.  Oscar  Gregor. 

Dr.  Thomas  J.  Watson,  general  practice  in  New- 
burgh . . . Dr.  Ira  Wickner,  formerly  of  Newburgh, 
general  practice  and  practice  of  surgery  in  Wall- 
kill  . . .Dr.  Robert  N.  Wilbur,  formerly  assistant 
resident  in  general  surgery  at  St.  Raphael’s  Hospital, 
New  Haven,  Connecticut,  general  practice  in  Ham- 
den. 


NECROLOGY 
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L.  Edward  Villiaume,  M.D.,  of  Buffalo,  died  on 
November  17  at  the  age  of  forty-four.  Dr.  Villiaume, 
a graduate  of  McGill  University  Medical  School  in 
1933,  was  an  intern  and  resident  physician  at  City 
Hospital,  Buffalo,  following  his  graduation.  He 
served  in  the  Navy  Medical  Corps  during  World 
War  II.  A Fellow  of  the  American  College  of  Sur- 
geons, Dr.  Villiaume  was  chief  obstetrician  at  Mercy 
Hospital  and  clinical  assistant  obstetrician  and 
gynecologist  at  Meyer  Memorial  Hospital  at  the 
time  of  his  death.  He  was  a member  of  the  Ameri- 
can Medical  Association,  the  Medical  Society  of  the 
State  of  New  York,  the  American  Committee  of 
Maternal  Welfare,  the  Buffalo  Obstetrical  and 


Gynecological  Society,  the  Buffalo  Academy  of 
Medicine,  and  was  a past-president  of  the  staff  of 
Mercy  Hospital. 

Michael  Viviano,  M.D.,  of  Catskill,  died  on 
December  4 at  the  age  of  forty-six.  Dr.  Viviano 
was  graduated  from  Loyola  Medical  College  in  1933 
and  interned  at  Wyckoff  Heights  Hospital,  Brooklyn. 
Dr.  Viviano  moved  to  Greene  County  about  thirteen 
years  ago  and  had  settled  in  Palenville,  later  chang- 
ing his  residence  to  Catskill.  He  was  a member  of 
the  staff  of  the  Memorial  Hospital  of  Greene  County 
and  was  also  a member  of  the  American  Medical 
Association,  the  Medical  Society  of  the  State  of  New 
York,  and  the  Greene  County  Medical  Society. 
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WOMAN  S AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Auxiliaries  Provide  Nurse  Scholarships 


T'\OCTORS’  wives  in  22  New  York  counties  are 
helping  to  overcome  the  shortage  of  nurses  by 
providing  78  young  women  in  the  State  with  scholar- 
ships at  the  present  time,  according  to  the  results 
of  a survey  published  in  the  current  issue  of  The  Dis- 
taff, the  official  publication  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New  York. 

The  survey,  based  on  information  supplied  by 
woman’s  auxiliaries  to  county  medical  societies 
throughout  the  State,  reveals  that  nine  nurses  al- 
ready have  been  graduated  with  this  type  of  assist- 
ance. The  survey  was  conducted  by  Mrs.  Reginald 
A.  Higgons,  who  is  program  chairman  of  the  State 
Auxiliary,  and  Mrs.  Adolph  H.  Emerson,  editor  of 
The  Distaff. 

Requirements  for  application  for  the  scholarships 
generally  include  ability,  financial  need,  and  county 
residency.  With  the  exception  of  two  counties  that 
choose  candidates  by  competitive  examination,  the 
interviewing  method  is  the  basic  one.  A few  coun- 
ties make  their  choice  on  the  recommendation  of  the 
hospitals  in  which  the  girls  have  elected  to  train. 
Two  thirds  of  the  scholarships  are  for  hospital  train- 
ing, while  the  remainder  include  both  hospital  and 
college.  One  county  has  a $2,000  college  scholar- 
ship. 

As  many  counties  make  loans  as  grant  gifts. 


However,  in  the  instance  of  loans  the  conditions  of 
repayment  are  very  flexible.  Most  of  the  auxiliaries 
ask  that  the  nurse  repay  when  she  is  financially  able 
to  do  so.  Exceptions  include  the  county  which 
seeks  repayment  within  two  years  after  graduation 
and  the  two  counties  with  a three-year  clause. 
No  county  accepts  interest  on  the  loans.  Funds  for 
the  scholarships  are  raised  by  such  various  means  as 
fashion  shows,  theater  parties,  card  parties,  rum- 
mage sales,  sale  of  Christmas  cards  to  members,  teas, 
and  chances.  The  sums  raised  vary  from  $50  to 
$1,450  per  event.  Three  counties  levy  an  annual 
assessment  on  their  members  for  this  purpose. 
Three  other  counties  reported  receiving  contribu- 
tions to  be  used  specifically  for  nursing  scholarships. 
Besides  funds  raised  by  the  Auxiliary,  one  county  re- 
ported receiving  contributions  ranging  from  $5  to 
$380  from  clubs,  hospital  staffs,  individuals,  and 
corporations. 

Five  counties  conduct  nurse  recruitment  cam- 
paigns distinct  from  their  scholarship  activities  by 
posters,  talks  to  school  girls,  and  by  radio  broad- 
casts. One  county  does  not  award  scholarships, 
but  does  give  $25  each  year  to  the  student  nurse  who 
has  done  outstanding  work. 

A summary  of  nursing  scholarships  by  auxiliaries 
follows: 


County 

Year 

Started 

Now  in 
Force 

Graduates 

Gifts 

Loans 

Albany 

1950 

3 

Yes 

Allegany 

1949 

2 

Yes 

Broome 

1949 

4 

Yes 

Cattaraugus 

1949 

2 

Yes 

Chautauqua 

1947 

1 

i 

Yes 

Chenango 

1950 

Yes 

Columbia 

1948 

1 

Yes 

Erie 

1946 

8 

4 

Yes 

Genesee 

1948 

4 

Yes 

Greene 

1950 

Monroe 

1948 

5 

Yes 

Nassau 

1947 

1 

Yes 

Oneida 

1947 

19 

4 

Yes 

Onondaga 

1950 

• • • 

Yes 

Ontario 

1950 

1 

Yes 

Orange 

1948 

7 

Yes 

St.  Lawrence 

1949 

4 

Yes 

Saratoga 

1949 

1 

Yes 

Schenectady 

1949 

2 

Yes 

Suffolk 

1948 

10 

Yes 

Ulster 

1950 

1 

Yes 

Westchester 

1950 

2 

Yes 

Total  78  9 
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Aldiazol-M  brings  a high  degree  of  safety  to  sulfonamide 
therapy.  This  alkalizing  suspension  of  equal  parts  of  micro- 
crystalline sulfadiazine  and  sulfamerazine  is  safer  because  it 
decreases  the  danger  of  crystalluria  and  reduces  the  incidence 
of  allergic  reactions.  It  offers  these  advantages: 

Greater  Efficacy,  achieved  through  decreased  acetylation 
of  the  absorbed  sulfonamides,  and  rapid  absorption  of  the 
microcrystalline  form. 

Highly  Palatable.  Aldiazol-M  is  pleasantly  flavored,  mak- 
ing it  acceptable  to  virtually  all  patients.  It  is  readily  taken 
by  children,  making  for  universal  patient  cooperation  and 
permitting  its  use  whenever  sulfonamide  therapy  is  indicated. 

Greater  Urinary  Solubility  is  produced  by  sodium  citrate 
which  increases  urinary  solubility  of  the  combined  sulfon- 
amides by  more  than  400%. 

The  maintenance  dose  of  Aldiazol-M  is  2 teaspoonfuls  (1 
Gm.  of  total  sulfonamides)  every  4 hours;  initial  dose,  2 to  4 
teaspoonfuls  (3  to  6 Gm.  of  total  sulfonamides).  Aldiazol-M 
is  available  at  all  pharmacies  in  pint  and  gallon  bottles. 


fyosimula 

Each  teaspoonful  (5  cc.)  of 
Aldiazol-M  contains: 
Sulfadiazine 
(microcrys- 
talline)   0.25  Gm. 

Sulfamerazine 
(microcrys- 
talline)   0.25  Gm. 

Sodium  Citrate . 1.0  Gm. 


THE  S.  E.  MASSENGILL  COMPANY 
Bristol,  Ten  n.-Va. 

NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 


BOOKS 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


BOOKS  RECEIVED 


Medical  Physics.  Volume  II.  Otto  Glasser, 
Ph.D.,  Editor-in-Chief.  Associate  Editors,  all 
contributors  to  Volumes  I and  II.  Editorial  Assist- 
ant, Jessie  C.  Tucker,  Cleveland,  Ohio.  Quarto  of 
1,227  pages,  illustrated.  Chicago,  Year  Book 
Publishers,  1950.  Cloth,  $25. 

Textbook  of  Abnormal  Psychology.  By  Carney 
Landis,  Ph.D.,  and  M.  Marjorie  Bolles.  Rev.  ed. 
Octavo  of  634  pages,  illustrated.  New  York,  Mac- 
millan Co.,  1950.  Cloth,  $5.00. 

Psychiatric  Sections  in  General  Hospitals.  By 
Paul  Haun,  M.  D.  Quarto  of  80  pages,  illustrated. 
New  York,  Architectural  Record,  1950.  Cloth, 
$4.00. 

Simplified  Chemistry  Experiments.  By  Armand 
Joseph  Courchaine.  Edited  by  M.  Cordelia  Cowan. 
Illustrated  by  Richard  Albany.  Quarto  of  233 
pages,  illustrated.  New  York,  G.  P.  Putnam’s  Sons, 
1950.  Fabricoid,  $2.80. 

The  1949  Year  Book  of  Endocrinology,  Metab- 
olism and  Nutrition  (December,  1948-January, 
1949).  Endocrinology  edited  by  Willard  O.  Thomp- 
son, M.D.  Metabolism  and  Nutrition  edited  by 
Tom  D.  Spies,  M.D.  Duodecimo  of  545  pages, 
illustrated.  Chicago,  Year  Book  Publishers,  1950. 
Cloth,  $4.75. 

Parkinson’s  Disease.  Advice  and  Aid  for  Sufferers 
from  Parkinson’s  Disease  and  Other  Physical  Dis- 
abilities. By  Walter  Buehler.  Duodecimo  of  79 
pages.  London,  The  Author,  1950.  Paper,  $1.00, 
Cloth,  $2.00. 

Sex  Without  Fear.  By  S.  A.  Lewin,  M.D.,  and 
John  Gilmore,  Ph.D.  Octavo  of  121  pages,  illus- 
trated. New  York,  Lear  Publishers,  1950.  Cloth, 
$3.00. 

Cell  Growth  and  Cell  Function.  A Cytochemical 
Study.  By  Torbjoern  O.  Caspersson,  M.D.  Octavo 
of  185  pages,  illustrated.  New  York,  W.  W.  Norton 
& Co.,  1950.  Cloth,  $5.00. 

Psychosomatic  Medicine.  Its  Principles  and 
Applications.  By  Franz  Alexander,  M.D.  With  a 
chapter  on  The  Functions  of  the  Sexual  Apparatus 
and  Their  Disturbances,  by  Therese  Benedek, 
M.D.  Octavo  of  300  pages.  New  York,  W.  W. 
Norton  & Co.,  1950.  Cloth,  $4.00. 

A Text-Book  of  Psychiatry  for  Students  and  Practi- 
tioners. By  Sir  David  Henderson,  M.D.,  and  the 
Late  R.  D.  Gillespie.  Seventh  edition.  Octavo  of 
740  pages.  New  York,  Oxford  University  Pr.,  1950. 
Cloth,  $7.75. 

Simmond’s  Disease.  Extreme  Insufficiency  of  the 
Adenohypophysis.  By  R.  F.  Farquharson,  M.B. 
(C).  Octavo  of  93  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  1950.  Fabricoid,  $2.00. 
(Publication  #34  American  Lecture  Series.) 

The  Genealogy  of  Gynaecology.  History  of  the 
Development  of  Gynaecology  throughout  the  Ages. 
2000  B.C.-1800  A.D.  With  Excerpts  from  the 
Many  Authors  Who  Have  Contributed  to  the 
Various  Phases  of  the  Subject.  By  James  V.  Ricci, 
M.D.  Second  edition.  Quarto  of  494  pages. 
Philadelphia,  Blakiston  Co.,  1950.  Cloth,  $8.50. 


Anxiety  in  Pregnancy  and  Childbirth.  By  Hen- 
riette  R.  IGein,  M.D.,  Howard  W.  Potter,  M.D., 
and  Ruth  B.  Dyk,  M.S.  Octavo  of  111  pages. 
New  York,  Paul  B.  Hoeber,  1950.  Cloth,  $2.75. 

The  March  of  Medicine.  The  New  York  Acad- 
emy of  Medicine  Lectures  to  the  Laity,  1949. 
Octavo  of  160  pages,  illustrated.  New  York,  Colum- 
bia University  Pr.,  1950.  Cloth,  $2.50. 

Amusing  Quotations  for  Doctors  and  Patients. 
Edited  by  Noah  D.  Fabricant,  M.D.  Duodecimo  of 
149  pages.  New  York,  Grune  & Stratton,  1950. 
Cloth,  $3.00. 

Annual  Review  of  Medicine.  Edited  by  Windsor 
C.  Cutting,  M.D.,  and  Henry  W.  Newman,  M.D. 
Editorial  Committee:  A.  Blalock,  M.D.,  J.  S.  L. 
Browne,  M.D.,  A.  M.  Butler,  M.D.,  E.  M.  Mackay, 
M.D.,  and  S.  C.  Madden,  M.D.  Volume  1.  Octavo 
of  484  pages,  illustrated.  Stanford,  Calif.,  Annual 
Reviews,  1950.  Cloth,  $6.00. 

Encyclopedia  of  Medical  Self-Help.  Medicine 
for  the  Millions.  By  Max  M.  Rosenberg,  M.D. 
Octavo  of  864  pages,  illustrated.  New  York,  Scho- 
lastic Book  Pr.,  1950.  Cloth,  $6.50. 

Clinical  Orthoptic  Procedure.  A Reference  Book 
on  Clinical  Methods  of  Orthoptics.  By  William 
Smith,  O.D.  Octavo  of  393  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Co.,  1950.  Cloth,  $8.00. 

The  Ethical  Basis  of  Medical  Practice.  By  Wil- 
lard L.  Sperry,  D.D.  Octavo  of  185  pages.  New 
York,  Paul  B.  Hoeber,  1950.  Cloth,  $2.50. 

The  Medical  Clinics  of  North  America.  New 
York  Number.  May,  1950.  Octavo.  Philadel- 
phia, W.  B.  Saunders  Co.,  1950.  Published  bi- 
monthly (six  numbers  a year).  Cloth,  $18  net; 
Paper,  $15  net. 

The  Practice  of  Medicine.  By  Jonathan  Camp- 
bell Meakins,  M.D.  Fifth  edition.  Quarto  of  1,558 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1950.  Cloth,  $13.50. 

Amputation  Prosthetic  Service.  By  Earle  H. 
Daniel.  Octavo  of  327  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1950.  Cloth,  $7.00. 

A Primer  for  Diabetic  Patients.  An  Outline  of 
Treatment  for  Diabetes  with  Diet  and  Insulin  in- 
cluding Directions  and  Charts  for  the  Use  of  Phy- 
sicians in  Planning  Diet  Prescriptions.  By  Russell 
M.  Wilder,  M.D.  Ninth  edition.  Sextodecimo  of 
200  pages,  illustrated.  Philadelphia,  W.  B.  Saund- 
ers Co.,  1950.  Cloth,  $2.25. 

Textbook  of  Endocrinology.  Edited  by  Robert 
H.  Williams,  M.D.  With  the  collaboration  of 
Peter  H.  Forsham,  Harry  B.  Friedgood,  John  Eager 
Howard,  Edwin  J.  Kepler  el  al.  Octavo  of  793 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1950.  Cloth,  $10. 

Peptic  Ulcer.  By  A.  C.  Ivy,  M.D.,  M.  I.  Gross- 
man,  M.D.,  and  William  H.  Bachrach,  M.D. 
Octavo  of  1,144  pages,  illustrated.  Philadelphia, 
Blakiston  Co.,  1950.  Cloth,  $14. 

Clinical  Electrocardiography.  By  Francis  F. 
Rosenbaum,  M.D.  Octavo.  Illustrated.  New 
York,  Oxford  University  Pr.,  1950.  Cloth,  $4.50. 

[Continued  on  page  286] 
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new  zest  for  life,  new  joy  in  living 


Alone  or  in  conjunction  with  estrogenic  therapy,  ‘Benzebar’ — 
combining  ‘Benzedrine’  Sulfate  and  phenobarbital— is  highly  effective 
in  controlling  the  neurotic  symptoms  of  the  menopause. 


Each  Benzebar  tablet  contains 
‘Benzedrine’  Sulfate,  N.N.R.,  5 mg.; 
phenobarbital,  ^ gr. 

‘Benzedrine’  and  ‘Benzebar’  T.M.  Reg.  U.S.  Pat.  Off. 


The  ‘Benzedrine’  in  ‘Benzebar’  restores  optimism,  cheerfulness  and 
sense  of  well-being;  imparts  a feeling  of  energy  and  alertness. 
Simultaneously,  the  phenobarbital  relieves  tension,  nervous  excitability 
and  agitation.  And,  combined  in  Benzebar,  the  beneficial  effects  of 
both  drugs  seem  to  be  more  than  additive:  they  are  enhanced.  Better 
results  are  achieved  than  can  be  expected  with  either  drug  alone. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


Benzebar 

For  the  depressed  and  nervous 
menopausal  patient 
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When  the  diet 
is  deficient  in  vitamins 


Theragran  offers  your  patients  the 
clinically  proved,  truly  therapeutic 
“practical”  vitamin  formula*  recom- 
mended by  Jolliffe.  (Jolliflfe,  Tisdall 
& Cannon:  Clinical  Nutrition,  New 
York,  Hoeber,  1950,  p.634.) 


THERAGRAN  supplies  all  of  the  vita- 
mins indicated  in  mixed  vitamin 
therapy  in  the  carefully  balanced,  high 
dosages  needed  for  fast  recovery  from 
mixed  deficiencies. 


Each  Theragran  Capsule  contains: 

Vitamin  A ......  25,000  U.S.P.  Unita 

Vitamin  D ......  1,000  U.S.P.  Units 

Thiamine  Hydrochloride 10  mg. 

Riboflavin  5 mg. 

Niacinamide  150  mg. 

Ascorbic  Acid  150  mg. 

Bottles  of  30,  100  and  1000 

•ThUmine  content  raised  to  10  mg. 


When  you  want  truly  therapeutic  dosages  specify... 

THERAGRAN 

for  therapy. .. 


and  correct  the  patient’s  diet 

Squibb 


[Continued  from  page  284] 

Maternity  Care  in  Two  Counties.  Gibson  County, 
Tennessee;  Pike  County,  Mississippi.  1940-41, 
1943-44.  By  Frank  E.  Whitacre,  M.D.,  and  Ellen 
Whiteman  Jones,  M.P.H.  Octavo  of  165  pages. 
New  York,  Commonwealth  Fund,  1950.  Paper,  $.50. 

Klinik  und  Therapie  der  Massiven  Magendarm- 
blutung.  By  Nicola  Markoff,  M.D.  Octavo  of  135 
pages,  illustrated.  Bern,  Switzerland,  Medizini- 
scher  Verlag  Hans  Huber  (New  York,  Grune  & 
Stratton),  1950.  Paper,  14.20  Sw.  fr. 

Saw-Ge-Mah  (Medicine  Man).  By  Louis  J. 
Gariepy,  M.D.  Octavo  of  326  pages.  St.  Paul, 
Minnesota,  Northland  Pr.,  1950.  Cloth,  $3.00. 

Elements  of  Medical  Mycology.  By  Jacob  Hyams 
Swartz,  M.D.,  in  collaboration  with  Ethel  M.  Rock- 
wood,  M.D.  Second  edition.  Octavo  of  240  pages, 
illustrated.  New  York,  Grune  & Stratton,  1949. 
Cloth,  $5.50. 

A Histology  of  the  Body  Tissues.  With  a Con- 
sideration of  Their  Functions.  By  Margaret  Gilli- 
son.  Duodecimo  of  220  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1950.  Cloth,  $3.50. 

A Short  Textbook  of  Radiotherapy.  For  Tech- 
nicians and  Students.  With  a Supplementary 
Chapter  for  the  Dermatologist.  By  J.  Walter,  B.M. 
(Oxford),  and  H.  Miller,  Ph.D.  (Cambridge).  Oc- 
tavo of  444  pages,  illustrated.  Philadelphia,  Blakis- 
ton  Co.,  1950.  Cloth,  $6.00. 

Primary  Carcinoma  of  the  Vagina.  By  Robert  G. 
Livingstone,  M.D.  Octavo  of  73  pages,  illustrated. 
Springfield,  Charles  C Thomas,  1950.  Cloth,  $2.00. 
(Publication  #38,  American  Lecture  Series.) 

Clinical  Uses  of  Intravenous  Procaine.  By  David 
J.  Graubard,  M.D.,  and  Milton  C.  Peterson,  M.D. 
Octavo  of  104  pages,  illustrated.  Springfield, 
Charles  C Thomas,  1950.  (Publication  #73,  Ameri- 
can Lecture  Series.) 

Proceedings  of  Lead  Hygiene  Conference.  Held 
at  Bismarck  Hotel,  Chicago,  111.  November  15-16, 
1948.  Octavo  of  137  pages,  illustrated.  New 
York,  Lead  Industries  Assn.,  (n.d.).  Paper,  $1.00. 

Compulsory  Medical  Care  and  the  Welfare  State. 
By  Melchior  Palyi.  An  Analysis  based  on  a special 
study  of  Governmentalized  Medical  Care  Systems 
on  the  Continent  of  Europe  and  in  England.  Octavo 
of  156  pages.  Chicago,  National  Institute  of  Pro- 
fessional Services,  1950.  Paper,  $2.00. 

The  Merck  Manual  of  Diagnosis  and  Therapy. 
A Source  of  Ready  Reference  for  the  Physician. 
Eighth  edition.  Sextodecimo  of  1,592  pages. 
Rahway,  N.J.,  Merck  & Co.,  1950.  Cloth,  regular 
edition,  $4.50;  thumb-index  edition,  $5.00. 

The  Pharmacopeia  of  the  United  States  of  Amer- 
ica (The  United  States  Pharmacopeia).  Fourteenth 
Revision  (U.S.P.  XIV)  and  the  First  U.S.P.  XIV 
Supplement.  By  Authority  of  the  United  States 
Pharmacopoeial  Convention,  Inc.,  meeting  at 
Washington,  D.C.,  May  14  and  15,  1940.  Prepared 
by  the  Committee  of  Revision  and  Published  by  the 
Board  of  Trustees.  Octavo  of  1,067  pages,  illus- 
trated. Easton,  Pa.,  Mack  Printing  Co.,  1950. 
Cloth,  $9.00. 

Pathology  in  General  Surgery.  By  Paul  W. 
Schafer,  M.D.  Quarto  of  581  pages,  illustrated. 
Chicago,  University  of  Chicago  Pr.,  1950.  Cloth, 
$17.50. 

Atlas  of  Human  Anatomy,  Descriptive  and  Re- 
gional. By  M.  W.  Woerdeman,  M.D.  Quarto. 
Vol.  1.  Osteology,  Arthrology,  Myology.  512 
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figures  and  index.  Vol.  2.  Splanchnology,  Angeio- 
logy,  Nervous  System,  Organs  of  Sense.  642 
figures  and  index.  Philadelphia,  Blakiston  Co., 
1950.  Cloth,  $10  each  volume;  $18  set. 

Management  of  Peripheral  Arterial  Diseases. 
By  Saul  S.  Samuels,  M.D.  Revised  and  enlarged 
from  The  Diagnosis  and  Treatment  of  Diseases  of 
the  Peripheral  Arteries.  Octavo  of  345  pages, 
illustrated.  New  York,  Oxford  University  Pr., 
1950.  Cloth,  $7.50. 

Recent  Advances  in  Chemotherapy.  By  G.  M. 
Findlay,  M.D.  Third  edition.  Vol.  1.  Octavo  of 
625  pages,  illustrated.  Philadelphia,  Blakiston  Co., 
1950.  Cloth,  $7.50. 

Sexual  Deviations.  By  Louis  S.  London,  M.D., 
and  Frank  S.  Caprio,  M.D.  Octavo  of  702  pages. 
Washington,  Linacre  Pr.,  1950.  Cloth,  $10. 

The  Pathogenesis  and  Pathology  of  Viral  Dis- 
eases. Edited  by  John  G.  Kidd,  M.D.  Sympo- 
I sium  Held  at  the  New  York  Academy  of  Medicine, 
December  14  and  15,  1948.  Octavo  of  235  pages, 
illustrated.  New  York,  Columbia  University  Pr., 
1950.  Cloth,  $5.00.  (New  York  Academy  of  Medi- 
cine Section  on  Microbiology,  Symposium  #3.) 

Regional  Dermatologic  Diagnosis.  A Practical 
System  of  Dermatology  for  the  Non-specialist.  By 
Ervin  Epstein,  M.D.  Octavo  of  328  pages,  illus- 
trated. Philadelphia,  Lea  & Febiger,  1950.  Cloth, 
$6.00. 

Communicable  Diseases.  Edited  by  Roscoe  L. 
Pullen,  M.D.  Quarto  of  1,035  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1950.  Cloth,  $20. 

Harofe  Haivri.  The  Hebrew  Medical  Journal. 
Semi-Annual  Publication.  Moses  Einhorn,  M.D., 
Editor.  Vol.  1,  1950.  The  Twenty-Third  Year. 
Octavo.  160  pages.  New  York,  The  Hebrew  Medi- 
cal Journal,  1950. 

Studies  in  Lobotomy.  Edited  by  Milton  Green- 
blatt,  M.D.,  Robert  Arnot,  M.D.,  and  Harry  C. 
Solomon,  M.D.  Octavo  of  495  pages,  illustrated. 
New  York,  Grune  & Stratton,  1950.  Cloth,  $10. 

British  Medical  Bulletin.  Vol.  4,  #4,  1946.  Back- 
ground to  Chemotherapy.  Quarto  of  308  pages. 
London,  The  British  Council,  (New  York,  Oxford 
University  Pr.)  1946. 

The  Medical  Clinics  of  North  America.  Mayo 
Clinic  Number.  July,  1950.  Octavo.  Philadel- 
phia, W.  B.  Saunders  Co.,  1950.  Published  bi- 
monthly (six  numbers  a year).  Cloth,  $18  net; 
paper,  $15  net. 

Manual  of  Rheumatic  Diseases.  By  W.  Paul 
Holbrook,  M.D.,  and  Donald  F.  Hill,  M.D.  With 
the  assistance  of  Charles  A.  L.  Stephens,  Jr.,  M.D. 
Octavo  of  182  pages,  illustrated.  Chicago,  Year 
Book  Publishers,  1950.  Cloth,  $4.25. 

A Text-Book  of  Venereal  Diseases.  By  R.  R. 
Willcox,  M.D.  Octavo  of  439  pages,  illustrated. 
New  York,  Grurte  & Stratton,  1950.  Cloth. 

Nursing  in  Prevention  and  Control  of  Tuberculosis. 

By  H.  W.  Hetherington,  M.D.,  and  Fannie  W. 
Eshleman,  R.  N.  Revised  third  edition.  Octavo  of 
361  pages,  illustrated.  New  York,  G.  P.  Putnam’s 
Sons,  1950.  Cloth,  $4.50. 

Your  Hair.  Its  Health,  Beauty  and  Growth. 

By  Herman  Goodman,  M.D.  Octavo  of  287  pages, 
illustrated.  New  York,  Emerson  Books,  1950. 
Cloth,  $2.95. 


Therapeutic  dosages 
give  therapeutic  results 

“...recovery  from  a nutritional  defi- 
ciency is  usually  retarded  if  one 
depends  only  upon  the  vitamins  sup- 
plied in  food.”  (Spies  and  Butt  in 
Duncan : Diseases  of  Metabolism, 
ed.  2,  Phila.,  Saunders,  1947,  p.495) 


When  you  want  all  of  the  vitamins  indicated  in 
mixed  vitamin  therapy  in  the  necessary  high  dosages 
. . . specify  THERAGRAN 

Each  Theragran  Capsule  contains: 

Vitamin  A 25,000  U.S.P.  Unita 

Vitamin  D 1,000  U.S.P.  Unita 

Thiamine  Hydrochloride  10  mg. 

Riboflavin . . , 5 mg. 

Niacinamide mg. 

Ascorbic  Acid  .........  150  mg. 

Bottles  of  30,  100  and  1000 

THERAGRAN 

THERAPEUTIC  FOR  M U l A VITAMIN  CAPSULES  SQUIBB 


Squibb 


[Continued  on  page  288] 
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BOOKS 


[N.  Y.  State  J.  M. 


BOOKS  REVIEWED 

A Textbook  of  Physiology  (originally  by  William 
H.  Howell,  M.D.).  Edited  by  John  F.  Fulton,  M.D. 
With  the  collaboration  of  Donald  H.  Barron,  Ph.D. 
John  R.  Brobeck,  M.D.,  Robert  W.  Clarke,  Ph.D., 
et  al.  Sixteenth  edition.  Octavo  of  1,258  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co.,  1949. 
Cloth,  $10. 

This  new  edition  of  an  excellent  physiology  text 
for  study  or  reference  has  the  same  virtues  and  faults 
as  the  previous  one.  The  treatment  of  the  nervous 
system,  muscle  physiology,  and  special  senses  is 
clear,  detailed,  and  authoritative.  Circulation  is 
considered  in  detail.  The  sections  on  hemody- 
namics and  the  events  of  the  cardiac  cycle  are  es- 
pecially illuminating.  The  rest  of  the  book  sustains 
a fairly  high  level  of  excellence.  A section  on  the 
endocrine  system  helps  to  correct  a serious  de- 
ficiency in  the  previous  edition. 

Arthur  Shapiro 

Endodontia.  Bv  Bernhard  Gottlieb,  D.M.D.,  Seth 
Lee  Barron,  D.D.S.,  and  J.  Hobson  Crook,  D.D.S. 
Octavo  of  177  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1950.  Cloth,  $6.00. 

This  volume  of  177  pages  meets  the  need  of  the 
general  practitioner  of  dentistry  and  is  also  useful  as 
a reference  work  to  the  internist,  who  is  concerned 
with  the  problem  of  local  infection  of  dental  origin. 
It  is  well  documented  and  illustrated.  The  authors 
are  to  be  congratulated  on  this  little  volume. 

Lawrence  Joseph  Dunn 

The  Treatment  of  Rheumatism  in  General  Prac- 
tice. By  W.  S.  C.  Copeman,  M.D.  Fourth  edition. 
Octavo  of  258  pages.  Baltimore,  Williams  & Wilkins 
Co.,  1946.  Cloth,  $4.00. 

The  new  therapeutic  concept,  the  role  of  the 
adrenal  steroids  in  the  treatment  of  the  “rheumatic 
diseases,’’  would  seem  to  abrogate  all  systems  of 
treatment  popular  in  the  past.  This  is  far  from  the 
truth.  The  jigsaw  puzzle  still  lacks  many  parts 
which  may  well  be  forthcoming  from  the  docu- 
mented practical  experience  of  good  clinicians.  It  is 
to  be  remembered  that  it  is  still  not  known  how  or 
why  the  adrenal  steroids  work.  Copeman  is  a good 
practical  therapeutist.  This  book  reflects  a very 
broad  approach  to  treatment. 

George  E.  Anderson 

The  Salt-Free  Diet  Cook  Book.  By  Emil  G. 
Conason,  M.D.,  and  Ella  Metz.  Octavo  of  137 
pages.  New  York,  Lear  Publishers,  1949.  Cloth, 
$3.00. 

This  little  book  contains  a mine  of  information,  on 
low  sodium  foods  and  diets,  which  should  prove  use- 
ful to  patients  and  doctors  alike. 

Andrew  Babey 

Brucellosis  (Undulant  Fever).  Clinical  and  Sub- 
clinical.  By  Harold  J.  Harris,  M.D.,  with  the  as- 
sistance of  Blanche  L.  Stevenson,  R.N.  Second  edi- 
tion. Octavo  of  617  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  1950.  Cloth,  $10. 

This  volume  represents  the  second  edition  of  an 
invaluable  source  book  for  information  relating  to 
the  variable  aspects  of  this  elusive  disease. 

The  history,  bacteriology,  epidemiology,  pa- 
thology, symptomatology,  diagnosis,  prognosis,  treat- 
ment, and  prophylaxis  are  discussed  thoroughly  and 
many  illustrative  examples  included  to  emphasize 
the  various  mistakes  of  judgment  possible  in  each  of 
these  divisions. 


Dr.  Harris  carefully  points  out  that  to  diagnose 
chronic  brucellosis  the  physician  must  patiently  fit 
together  in  the  proper  order  the  results  of  the  several 
laboratory  helps  such  as  blood  cultures,  agglutina- 
tion, compliment  fixation,  opsonophagocytosis,  and. 
finally,  the  skin  tests,  and  add  this  information  to  a 
detailed  history  of  the  course  of  the  illness  and  the 
painstaking  examination  of  the  patient.  Except  for 
the  positive  blood  culture,  none  of  the  tests  is  con- 
clusive, but  the  cumulation  of  evidence  is  most  im- 
portant. 

The  edition  includes  a chapter  much  needed  in  the 
elucidation  of  chronic  brucellosis,  revealing  the 
psychosomatic  problems  which  arise  as  a result  of 
the  depredations  of  the  disease  itself  as  well  as  from 
the  frustration  of  the  patient  who  is  often  mis- 
takenly accused  of  being  purely  hysterical  or  psycho- 
neurotic. 

Some  idea  of  the  labor  expended  in  the  compilation 
of  the  book  may  be  drawn  from  the  bibliography, 
which  lists  over  700  references.  The  format  is  ex- 
cellent and  the  whole  volume  interesting  and  most 
instructive.  Kenneth  G.  Jennings 


History  of  the  Medical  Society  of  the  District  of 
Columbia.  Part  II.  1833-1944 . History  Com- 
mittee, John  Benjamin  Nichols,  M.D.,  Chairman. 
Octavo  of  357  pages,  illustrated.  Washington,  D.C., 
Medical  Society  of  the  District  of  Columbia,  1947. 

The  history  of  this  medical  society  consists  of  two 
parts,  the  first  covering  the  years  from  1817-1909 
and  the  second,  from  1909-1944.  In  1833  Congress 
chartered  the  society  and  limited  its  activities  so 
sharply  that  a second  group  named  the  Medical 
Association  of  the  District  of  Columbia  was  formed. 
To  it  the  financial,  economic,  and  ethical  functions 
were  assigned.  Ultimately,  in  1911,  these  two  groups 
united. 

In  the  early  years  the  profession  in  the  District  of 
Columbia  was  anything  but  harmonious  and  demon- 
strated many  of  the  difficulties  all  medical  societies 
have  to  undergo  before  they  are  firmly  established. 

In  1894  efforts  to  procure  funds  for  a new  build- 
ing were  begun.  It  took  twenty-seven  years  before 
the  idea  of  a new  building  materialized.  This  prob- 
ably is  the  story  of  many  medical  societies.  In  1937 
a lay  corporation  in  Washington  called  “Group 
Health  Association,  Inc.”  met  with  strong  opposi- 
tion from  the  medical  society.  A series  of  legal  ac- 
tions terminated  in  an  indictment  by  the  U.S.  De- 
partment of  Justice  in  1938,  charging  violation  of  the 
antitrust  law.  Since  then  a policy  of  greater  liberal- 
ism characterizes  the  attitude  of  the  A.M.A. 

More  than  half  of  the  book  consists  of  names  of 
officers  and  members.  The  book,  while  not  of  gen- 
eral interest,  will  be  of  value  to  officers  and  com- 
mittees of  medical  societies.  S.  R.  Blatteis 


A Synopsis  of  Obstetrics  and  Gynaecology.  By 

Aleck  W.  Bourne,  M.B.  (Eng.)  Tenth  edition. 
Duodecimo  of  522  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1949.  Cloth,  $4.50. 

The  principle  points  of  obstetrics  and  gynecology 
are  presented  in  a synopsis  form.  Concisely  written 
“so  that  he  who  runs  may  read,”  the  subject  matter 
is  well  covered  and  all  discussion  of  controversial 
points  avoided.  An  excellent  work  for  the  general 
practitioner,  and,  as  an  aid  to  one  reviewing  the  sub- 
jects, this  book  is  to  be  recommended. 

William  C.  Meagher 
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One  out  of  three 
is  tired  and  nervous 


Low-dosage  sedation; 
High-dosage  B-complex  therapy 
containing  Vitamin  B,2 


For  the  patient  with 
undue  nervousness  and 
poor  appetite 


BEPLETE" 

ELIXIR  VITAMINS  B-COMPLEX 
WITH  PHENOBARBITAL 


in  a delightfully 
appetizing  base 
containing 
sherry  wine. 
Excellent  as 
a medication  and 
as  a vehicle  for  other 
water-miscible 
therapeutic  agents. 


Incorporated 
Philadelphia  2,  Pa. 


MEDICAL  SOCIETY 
OF  THE 

STATE  OF  NEW  YORK 

1951 

ANNUAL  CONVENTION 

• House  of  Delegates 

• Annual  Meeting  and  Banquet 

• Teaching  Day 

• Scientific  Program 

• Scientific  Exhibits 

• Scientific  Motion  Pictures 

• Technical  Exhibits 

• Woman’s  Auxiliary 

APRIL  30  to  MAY  4,  1931 


HOTEL  STATLER,  BUFFALO 
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"ITie  bonds  we  bought  for  our  countrq's  defense 
are  helping  our  boq  become  a doctor! 


HOW  U.  S.  SAVINGS  BONDS 
ARE  PAYING  OFF  FOR 
JOHN  AND  HELEN  DALY 
OF  STOCKTON,  CALIFORNIA 


“ Our  son  Jim  always  wanted 
to  be  a doctor  ” says  Helen 
Daly.  (‘Now  he's  getting  his 
dreamed-of  chance  to 
study  medicine,  thanks  to  our 
U.  S.  Savings  Bonds” 


“When  Jim  was  13,  John  and  I began  buying 
a $100  bond  a month  for  his  education 
through  the  Payroll  Savings  Plan.” 


"We’ve  saved  $3,550  now  and  Jim’s  in  pre- 
medical school.  We’re  still  buying  U.  S. 
Savings  Bonds  to  see  him  through.” 


"The  Dalqs'storq  can  be  qourstorq,-foo! 


You  can  make  your  dream  come  true,  too!  Start 
right  now!  It’s  easy.  Just  take  these  steps: 

1.  Put  saving  first  before  you  spend  a penny. 

2.  Save  a regular  amount  systematically,  week 
after  week  or  month  after  month. 

3.  Start  saving  automatically  by  signing  up 
today  in  the  Payroll  Plan  where  you  work  or  the 


Bond-A-Month  Plan  where  you  bank.  Saving 
just  $7.50  weekly,  in  ten  years  builds  $4,329.02! 

You’ll  be  providing  security  not  only  for  yourself 
and  your  family  but  for  the  free  way  of  life  that’s 
so  important  to  us  all.  And  in  far  less  time  than 
you  think,  you’ll  turn  your  dreams  into  reality 
just  as  the  Dalys  did! 


FOR  YOUR  SECURITY,  AND  YOUR  COUNTRY’S  TOO,  SAVE  NOW— 
THROUGH  REGULAR  PURCHASE  OF  U.  S.  SAVINGS  BONDS! 


Your  government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in  cooperation  with  the 
Advertising  Council  and  the  Magazine  Publishers  of  America  as  a public  service. 
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Instruments  for 

CLINICAL 

DIAGNOSIS 


S)k 


and  BIOPHYSICAL  RESEARCH 


INSTOMATIC  CARDIETTE 

( Photographic  ecg ) 

POLY-VISO  CARDIETTE 

( Multi-channel  biophysical 
research  recorder) 


TWIN-VISO  CARDIETTE 

( two  channel  recorder) 

ELECTROMANOMETER 

( direct  pressure  recorder) 

ELECTROPHRENIC 

RESPIRATOR 

( for  controlled 
artificial  respiration) 

BALLISTOCARDIOGRAPH 

( new  type) 


SANBORN  COMPANY 


r 

SALES  and  SERVICE 

Branch  Office 

Phones 

1860  BROADWAY 

CIRCLE 

7-5794 

... 

NEW  YORK  23,  N.Y. 

7-5795 

VISO-CARDIETTE 

( direct  writing  ecg) 


METABULATOR 

( metabolism  tester) 


It’s  not  too  late  for  Americans 
who  go  to  their  doctors  at  the 
first  sign  of  any  one  of  cancer’s 
7 danger  signals:  (1)  any  sore 
that  does  not  heal  (2)  a lump 
or  thickening,  in  the  breast  or 
elsewhere  (3)  unusual  bleed- 
ing or  discharge  (4)  any 
change  in  a wart  or  mole  (5) 
persistent  indigestion  or  dif- 
ficulty in  swallowing  ( 6 ) per- 
sistent hoarseness  or  cough 
(7)  any  change  in  normal 
bowel  habits. 


Guard  yourself  against  cancer. 
Phone  the  nearest  office  of  the 
American  Cancer  Society  or 
simply  write  to  “Cancer.” 


American  Cancer 


Society 


I 


THAT  OUR  AGED,  RETIRED  COLLEAGUES, 
OR  THEIR  WIDOWS,  MAY  HAVE 
ADEQUATE,  DEPENDABLE  SUPPORT 

THIS  CLAUSE  IN  YOUR  WILL,  CAN  ASSIST  IN  CONTINUING 
THIS  DIRECT  PERSONAL  SERVICE  OF  THE  PHYSICIANS'  HOME 


"/  give  and  bequeath  to  the  Physicians’  Home,  incorporated  in  the  State 

of  New  York,  June  4,  7919,  the  sum  of  $ 

to  be  used  by  the  Board  of  Directors  to  maintain  and  continue  the  pur- 
poses and  activities  of  the  Physicians’  Home. 


CONTRIBUTIONS  TO  THE  PHYSICIANS’  HOME  ARE 
DEDUCTIBLE  IN  COMPUTING  YOUR  FEDERAL  INCOME  TAX 

PHYSICIANS’  HOME 

52  East  66th  Street  • New  York  21,  N.  Y. 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HALYCOIY  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildinss. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Td.  2-1621 


BUY 

SAVINGS  BONDS 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  [New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 
CENTRAL  VALLEY,  Orange  County,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D., 


HOLBROOK  MANOR  NSNEG 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 
Hypertensives  Arterio-sclerotics  Al I Neurolosica I Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y- 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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SCHOOLS 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  Stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Ma+icll  School 

_____  Licensed  by  the  State  of  New  York 


1834  Broadway— N Y C 
Circle  7-3434 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 


dietitians,  and  technicians 


Patricia  Srdcf&nitf, — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


To  discourage 


PAINT  ON 
FINGERTIPS 


USE  THUM  IN  STUBBORN 
THUMB-SUCKING  CASES  TOO ... 

ORDER  FROM  YOUR  SUPPLY  HOUSE  OR  PHARMACIST 


CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  line  per  insertion: 

One  time $1.35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 

MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

. 

PROFESSIONAL  OFFICES 

985  Fifth  Ave.  (Betw.  79-80th).  2-3-4  room  suite*.  Sep- 

tember occupancy.  Now  being  remodeled — divisions  can  be 
made  according  to  tenants  needs.  For  information  apply  on 
premises  or  E.  G.  Wahl,  985  Fifth  Ave.  Phone  TR9-0308 

FOR  IMMEDIATE  SALE 

Active  rural  G.  P.  in  small  town,  Finger  Lake  Section, 
3 mi.  to  county  seat,  6 mi.  to  open  hospital.  Home  office 
combination,  all  modern  conveniences.  Price  reasonable. 
Specializing.  Box  427,  N.  Y.  St.  Jr.  Med. 

WANTED 

One  or  two  registered  nurses  in  private  school  situated  in 
Westchester  County  for  emotionally  disturbed  children. 
Salary  open,  dependent  on  ability  and  experience,  including 
apartment  and  full  maintenance.  Write  Louis  S.  Bershen. 
226  Linda  Avenue.  Hawthorne,  New  York. 

NURSING  HOME 

Downtown  Brooklyn  accomodates  46;  solid  brick  building; 
oil  heat;  sprinklered.  Wash  basin  in  every  room,  modem 
fully  equipped  kitchen,  X-Ray  machine  and  other  equipment 
licensed  by  the  Dept,  of  Hospitals.  Business,  building  and 
equipment  for  sale.  Two-story  brick  building  in  rear  can  be 
made  into  annex,  with  20  bed  capacity. 

DAVID  JARET  CO. 

Established  Over  25  years 

150  Montague  St.,  Bklyn.  Ulster  2-560C 


PARTNERSHIP  wanted 


General  Practitioner,  well  estabished  in  Brooklyn,  wisher 
to  relocate  in  Queens,  Westchester  or  Nassau.  Seeks  part- 
nership with  busy  practitioner  or  will  purchase  busy  prac 
tice.  Box  428,  N.  Y.  St.  Jr.  Med. 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


NUC  A 


r 


XL 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  In  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  In  indigestion,  hyper^ 
acidity,  bloating  and  flatulence. 

1 or  2 tablets  daily  */*  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 


Here’s  X-Ray 
Equipment  that  Can 

MATCH 
Your  Future  yj 


GE  MAXICON  meets  the  medical  profession’s  long-felt  need  for 
x-ray  equipment  developed  to  grow  with  an  expanding  practice, 
providing  just  the  x-ray  facility  required . . . unit  by  unit  as  needed! 


: 


rom  this 


• • • 


to  this 


in  a few  easy  steps! 


ucky  table  to  motor-driven  combination  unit!  Comprised 
: F a number  of  components  that  can  be  assembled  in  var- 
r 'us  combinations  — the  Maxicon  series  have  a wealth  of 
_ ility  wherever  diagnostic  x-ray  is  employed.  The  Maxi- 
' >n  covers  the  range  of  diagnostic  x-ray  apparatus  from 
ie  horizontal  x-ray  table  to  the  200-ma,  two-tube,  motor- 
riven  combination  unit. 

Check  the  remarkable  flexibility  of  the  Maxicon.  Dis- 


cover what  it  can  do  for  you.  Ask  your  GE  representative 
or  write 


GENERAL  ELECTRIC 
X-RAY  CORPORATION 


Direct  Factory  Branches: 

ALBANY  — 8 Elk  St.  NEW  YORK  CITY  — 205  E.  42nd  St. 

BUFFALO  — 27  Barker  St.  ROCHESTER  — 66  Scio  St. 

ELMIRA  — 100  Woodlawn  Ave.  SYRACUSE  — 1020  Genesee  St. 


Pure-. 

Wholesome . . 
Refreshing 


Safeguarded  constantly  by  scientific 
tests,  Coca-Cola  is  famous  for  its  purity 
and  wholesomeness.  It’s  famous,  too,  for 
the  thrill  of  its  taste  and  for  the  happy 
after-sense  of  complete  refreshment  it 
always  brings.  Get  a Coca-Cola,  and  get 
the  feel  of  refreshment. 


297 


1ST  IN  THE  FIELD! 

TAR  PLUS  ANTIHISTAMINE 


FAST  RELIEF 
JS  TREATMENT 


PROVIDES  MORE  THAW 
INITIAL  RELIEF 


NCT  WEIGHT  ONE  POUND 


FAST  RELIEF 
PLUS  TREATMENT 


Pyranfoamirte  Molflote  2*/« 
Special  Process  Extract 
of  Coal  Tar  5*/* 
incorporated  in  an 

Nullified  Hydrophilic 

Base 


In  many  pruritic  and  allergic  skin  disorders, 
the  torment  of  itching  is  a primary  consid- 
eration and  its  alleviation  an  immediate 
need.  HISTAR’S  antihistaminic  provides  a 
potent  local  anesthetic  action  bringing  quick 
relief  of  the  itching,  burning  and  swelling 
attending  many  of  these  cutaneous  disorders. 

However,  the  complete  cycle  of  therapy, 
as  displayed  by  HISTAR,  is  fulfilled  by  the 
incorporation  of  tar,  universally  recognized 
for  its  effectiveness  in  such  disorders. 

Clinical  tests  have  shown  HISTAR  to  be 
72%  effective  in  the  improvement,  amelio- 
ration or  disappearance  of  lesions.  In  a spe- 
cial study  of  54  cases  conducted  for  possible 
side  effects,  no  evidence  of  systemic  or  local 

HISTAR— a product  of 

THE  TARBONIS  COMPANY 

4300  Euclid  Avenue,  Cleveland  3,  Ohio 


toxicity  was  found  in  the  use  of  HISTAR. 

The  physiologic-synergistic  action  of  py- 
rilamine  maleate  2%  (formerly  called  pyra- 
nisamine  maleate)  and  special  extract  of  coal 
tar  5%  assures  the  patient  both  comfort  and 
treatment,  in  one  effective  ointment. 

For  prescriptions— all  pharmacies  stock  2 
oz.  jars;  for  dispensing  purposes,  1 lb.  jars 
available  through  your  surgical  supply  dealer. 


I 

I THE  TARBONIS  COMPANY  Dept.  NYS 

I 4300  Euclid  Avenue,  Cleveland  3,  Ohio 


Please  send  literature  and  clinical  sample  of 
HISTAR. 

| Name JM.D. 

Address 


City. 


.Zone State. 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hoapital  and  Clinic  Building 


THE  C LINK 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  communications  to  S.  A.  Munford,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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Chemically  Standardized  Veratrum  Viride  Is  Effective  in  Hypertension 


Much  has  been  written  pro  and  con  about  the  value 
of  veratrum  viride  in  hypertension.  For  many  years 
the  drug  has  been  in  disrepute  because  of  the  fact 
[ that  the  preparations  available  on  the  market  have 
■ been  prepared  by  "hit  or  miss”  methods. 

j Chemical  standardization  of  veratrum  viride,  how- 
I ever,  has  provided  in  this  drug  a highly  effective 
agent  for  the  treatment  of  hypertensive  patients. 

Sollmann1  states  that  veratrum  is  probably  the 
j most  active  and  reliable  cardiac  depressant  and 
that  its  use  serves  to  slow  and  soften  the  pulse 
and  lower  the  blood  pressure. 

Willson  & Smith2  state  that  veratrum  viride  pos- 
1 sesses  a vasodilating  effect  and  because  of  this,  it 
was  demonstrated  by  Hite,3  and  Freis  and  Stanton,4 
that  the  drug  lowered  pressure  in  hypertension  and 
gave  symptomatic  relief.  Recent  research  tends  to 
show  that  the  decrease  in  blood  pressure  results 
more  from  peripheral  vasodilation  than  from  de- 
pression of  cardiac  output. 

Uniformity  of  Action 

' When  the  veratrum  alkaloids  are  chemically 
standardized,  a uniform  result  can  be  expected. 
Their  action  usually  causes  a reflex  fall  in  blood 
pressure  and  heart  rate  which  originates  in  the 
: afferent  vagus  nerve  endings  in  the  myocardium 
of  the  left  ventricle  and  in  the  lungs.  Although 
I these  factors  ordinarily  result  with  each  heart  beat, 
the  veratrum  alkaloids  cause  them  to  act  contin- 
uously over  prolonged  periods  of  time.  Reports 
have  shown  that  80  to  90  per  cent  of  hypertensive 
patients  respond  to  therapy  when  chemically  stand- 
ardized veratrum  viride  is  used. 

Cardio-Vascular  Symptoms  Cleared 
In  addition  to  the  lowered  pressure,  objective  signs 
of  improvement  may  be  observed,  such  as  the  clear- 
ing of  retinal  hemorrhages,  diminution  in  cardiac 
size  and  reversal  of  left  ventricular  strain  patterns 
in  electrocardiograms. 

Accompanying  symptoms  of  the  cardiac-hyperten- 
sion syndrome,  such  as  exertional  dyspnea,  tachy- 


cardia, nervous  irritability,  headache,  are  relieved. 
Yet,  while  the  results  of  veratrum  viride  medica- 
tion are  prolonged,  the  drug  may  not  afford  quick 
relief. 

Role  of  the  Nitrites 

For  prompt  and  effective  fall  in  blood  pressure, 
nitroglycerin,  which  acts  in  one  to  two  minutes,  is 
the  drug  of  choice.  It  acts  rapidly  and,  because  of 
its  powerful  vasodilatory  action,  gives  the  patient 
almost  immediate  relief.  The  action  of  nitroglyc- 
erin, however,  is  fleeting  and  to  sustain  lowered 
pressure  between  the  action  of  nitroglycerin  and 
veratrum  viride,  an  intermediate  is  necessary. 

To  this  end,  sodium  nitrite  is  used.  This  drug  is 
also  a vasodilator  and  affords  sustaining  relief 
until  the  long  range  action  of  chemically  standard- 
ized veratrum  viride  becomes  effective. 

Importance  of  Sedation 

Nearly  all  cases  of  hypertension  require  sedation 
for  allaying  periods  of  anxiety  and  affording  the 
patient  a good  night’s  rest.  Mild  sedation  is  often 
useful,  especially  in  cases  associated  with  chronic 
coronary  insufficiency.5  It  is  well  known  that  ex- 
citement may  induce  anginal  attacks  and  in  such 
cases,  phenobarbital,  because  of  its  prolonged 
action,  should  be  used. 

All  of  these  drugs,  chemically  standardized  vera- 
trum viride,  nitroglycerin,  sodium  nitrite,  and  pheno- 
barbital are  to  be  found  in  Capsules  ray-trote  im- 
proved, prepared  by  the  Raymer  Pharmacal  Com- 
pany of  Philadelphia,  Pa.  Each  capsule  contains 


Phenobarbital 15  mg. 

Sodium  Nitrite 30  mg. 

Nitroglycerin 0.25  mg. 


With  the  equivalent  of  Veratrum  Viride  Tincture 
4 minims  (containing  0.1%  alkaloids) 

ray-trote  improved  is  effective  in  dosages  of  one 
capsule  every  three  hours.  It  is  contraindicated 
when  renal  insufficiency  is  present,  or  if  pulse  be- 
comes abnormally  slow  following  treatment. 

For  the  30%  of  hypertensive  patients  with  capil- 
lary fault,  the  above  formula,  with  20  mg.  of  Rutin 
added,  is  available  in  ray-trote  with  Rutin. 
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Send  for  a liberal  clinical  supply  of  ray-trote 
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and  Willard  Streets,  Philadelphia  34,  Pa. 
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In  aqueous  solution 


for  better  absorption 


Aquasperse 

Vitamin  ACD  Drops 


Advantages: 

At/ueoas  Solution — means 
faster  and  more  efficient  ab- 
sorption of  the  fat-soluble  vi- 
tamins A and  D. 

In  conditions  in  which  fat  ab- 
sorption is  impaired,  such  as 
diarrheas,  celiac  disease,  he- 
patic and  biliary  disturbances, 
the  value  of  an  aqueous  solu- 
tion is  obvious. 

EACH  0.0  CC.  CONTAINS: 

vitamin  A 5000  U.S.P.  Units 

vitamin  D3 1000  U.S.P.  Units 

ascorbic  acid 50  mg. 

Note:  The  vitamin  D3  in  Aquasperse  is  chemically  identical  and  biologically 
equivalent  to  the  vitamin  D of  cod  liver  oil. 

Available — In  bottles  of  15  cc.  and  50  cc.  (with  calibrated  dropper) 


Hypoalleryenie — all  the 

component  vitamins  of  Aqua- 
sperse are  synthetic.  Conse- 
quently it  may  be  used  where 
patients  cannot  tolerate  nat- 
ural source  vitamins. 

eieasant  flavor ...  no  ob- 
jveiionable  odor  — Aqua- 
sperse has  an  appealing,  slight- 
ly citrus  flavor  and  practically 
no  odor. 


WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers.  Newark  7,  N.  ,f. 
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PURE  CRYSTALLINE  VITAMIN  B«  U.S.P. 
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other  supplementation.  Fully  potent 

by  Oral  Administration 

Promotes  growth  of  infants  and  children 
Stimulates  appetite 
Promotes  vigor  and  alertness 
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! Tablets  a day 

Literature  on  request 
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FOR  GREATER 
CALORIC  INFUSION 


specify 


Tra  ve  rt 


(INVERT  SUGAR,  BAXTER) 


metabolized  at  twice 


IT  Travert®  (invert  sugar,  Baxter) 
is  another  successful  Baxter  first — a 
new  line  of  solutions  capable  of  sup- 
plying twice  the  calories  of  dextrose 
in  equal  infusion  time,  and  without 
increased  fluid  volume. 

And,  since  Travert®  is  metabolized 
at  twice  the  rate  of  dextrose,  it  is  now 
possible  and  practical  to  approach  com- 
plete carbohydrate  alimentation. 

Two  Travert®  solutions  are  now 
available:  10%  Invert  Sugar  w/v  in 
water,  and  10%  Invert  Sugar  w/v  in 
saline. 

Travert®  solutions  are  sterile, 
crystal-clear  and  non-pyrogenic. 

Write  today  for  literature  and  com- 
plete information. 

DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST 


Ihe  rale  of  DEXTROSE 


Product  of 

BAXTER  LABORATORIES/  INC. 

Morton  Grove,  Illinois 
Cleveland,  Mississippi 
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Batavia 

Walter  W.  Mott,  M.D. 
White  Plains 


Edward  R.  Cunniffe,  M.D.,  Chairman Bronx 

James  F.  Rooney,  M.D Albany  Edward  T.  Wentworth,  M.D.  . . . Rochester 

Dan  Mellen,  M.D Rome  James  R.  Reuling,  M.D Bayside 

William  H.  Ross,  M.D.  . . Brentwood  Fenwick  Beekman,  M.D New  York  City 

(See  pages  306  and  308  for  additional  Society  Officers) 


tablets 

ampuls 

powder 

suppositories 


high  theophylline  content,  ready  solubility 
for  rapid  therapeutic  effects  in: 

Bronchial  Asthma 
Paroxysmal  Dyspnea 


dubin 
aminophyllin 


Cheyne-Stokes  Respiration 


(theophylline -ethylenediamine) 


H.  E.  DUBIN  LABORATORIES,  I nc.  250  E.  43rd  St.,  New  York  17,  N.Y. 
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Effective  against  many  bacterial 

and  rickettsial  infections,  as  well  as 
certain  protozoal  and  large  viral  diseases 


AUReomyci  n 

Capsules:  Bottles  of  25  and  roo,  50  mg.  each  capsule.  The  insatiable  demand  for  aureomycin 


Bottles  of  16  and  100,  250  mg.  each  capsule. 
Ophthalmic:  Vials  of  25  mg.  with  dropper; 
solution  prepared  by  adding  5 cc.  of  distilled  water. 


throughout  the  world  has  necessitated  not 
only  a tremendous  expansion  of  our  pro- 
duction capacity  in  the  United  States,  but 
the  setting  up  of  highly  complex  technical 
organizations  in  other  countries,  looking 
toward  eventual  universal  distribution  of 
this  extraordinarily  valuable  antibiotic. 
The  huge  tanks  in  which  the  basic  fermen- 
tations are  carried  out  have  a capacity  of 
20,000  gallons  each.  Rigid  precautions  are 
taken  to  avoid  contamination  by  viruses 
(actinophages)  which  feed  upon  actinomy- 
ces,  and  by  other  microorganisms,  which 
may  necessitate  the  discarding  of  an  entire 
batch.  The  efficiency  of  this  fermentation 
has  been  increased  steadily  since  the  first 
introduction  of  aureomycin.  This  has  been 
accomplished  for  the  most  part  by  the  use 
of  improved  media  and  of  higher-yielding 
mutants. 

Aureomycin  is  now  available  in  a num- 
ber of  convenient  forms,  for  use  by  mouth 
and  in  the  eye.  New  forms  of  this  antibiotic 
of  unsurpassed  versatility  are  constantly 
being  brought  out. 


LEDERLE  LABORATORIES  DIVISION  * mfric«n Cuanamid m \ipa vr  30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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VALOCTIN  TABLETS 


tension  and  migraine  headaches  - spastic  dysmenorrhea 
- spasms  ot  gastro-intestinal  and  genito-urinary  tracts, 
with  accompanying  nervousness.  5-grain  tablets. 

Octin  1 Gr. 

Literature  and  trial  quantity  on  request.  Bromural  4 Gx 
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open 

the  nasal  passages 


Swollen  nasal  mucous 
membranes  . . . lacrimation  . . . 

nasal  discharge — -the  most  acutely 
annoying  manifestations  of  upper 
respiratory  tract  allergy  or 

infection — respond  quickly 
to  the  vasoconstrictive  action  of 


neo  . 
spephrme* 

HYDROCHLORIDE 

BRAND  OF  PHENYLEPHRINE  HYDROCHLORIDE 

decongestive  for  allergic  rhinitis, 


colds,  sinusitis 


neo-synephrine  is 

prompt  and  prolonged  in  its  decongestive  action 
effective  on  repeated  application 
virtually  nonirritating 
nonstimulating  to  central  nervous  system 

Supplied  in  14%  solution  plain  and  aromatic,  1 oz.  bottles. 

Also  1%  solution  (when  greater  concentration  is  required) , 1 oz.  bottles, 
and  Vi%  water  soluble  jelly,  % oz. 


INC. 


New  York  13,  N.  Y.  Windsor,  Ont. 


NEO-SYNEPHRINE,  TRADEMARK  RED.  U.5.  t CANADA 
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SOKE  THROAT: 
Topical  Therapy 


WEATHER 


Potent,  Antibiotic-Anesthetic  Throat  Lozenges 


Minor  throat  injections  are  a com- 
monplace of  practice,  especially 
during  wintermonths.  In  T\  rozets, 
you  have  the  first  prescription 
troche  to  contain  the  powerful  local 
antibiotic,  tyrolliricin , and  the  reli- 
able local  anesthetic,  benzocaine. 

Tyrozets  usually  bring  quick  re- 
lief of  minor  throat  irritations,  and 
they  are  exceptionally  useful  to 
control  pain  and  infection  following 
tonsillectomy. 


Tyrozets  are  available  on  your  prescription,  and  are  not 
advertised  to  the  public. 

Each  pink  Tyrozets  lozenge  contains  1 mg. 
of  tyrolliricin  and  5 mg.  of  benzocaine , in  a 
delicious,  licorice-flavored  base.  Supplied 
in  vials  of  12  lozenges.  Sharp  & Dohrne, 
Philadelphia  1,  Pa 


Tyrozets  are  convenient,  efficient,  nonloxic  local 
treatment  for  raw,  sore  throats;  contain  antibiotic 
tyrothricin,  soothing  benzocaine. 


TYROZETS. 


Antibiotic-Anesthetic  Throat  Lozenges 
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CHIOR/DF 


METHYL  BENZETHONIUM  CHLORIDE 


TO  REPLACE  BORIC  ACID12 
AND  TALCUM3  POWDERS 


For  ammonia  dermatitis  (diaper  rash)  and 
skin  excoriations  in  incontinent  adults.  In 
diarrhea,  to  prevent  irritations  caused  by 
acid  or  liquid  stools,  and  to  dissipate  the 
obnoxious  putrefactive  odor.  Becomes  ac- 
tively bactericidal  in  moisture.  Does  not 
cause  granulomatus  adhesions. 

1.  Abramson,  H.:  "Fatal  Boric  Acid  Poisoning  in  a Newborn 
Infant,"  Pediatrics  4:719-22,  1949. 

2.  Ross,  C.  A.  & Conway,  J.  F.:  "The  Dangers  of  Boric 
Acid,"  American  Journal  of  Surgery,  60:386-395,  1943. 

3.  lictman,  A,  l.,  et  al:  "Talc  Granuloma,"  Surg.  Gyn.& 
Obst.  83:531-546,  1946. 


Pharmaceutical  Division 

<$>  HOMEMAKERS’  PRODUCTS  CORPORATION 

380  Second  Avenue,  New  York  10  • Toronto  10 


6 month  female  with 
severe  papulo-pustular 
ammonia  dermatitis; 
cleared  in  8 days  ex- 
clusively with  Diapa- 
rene  Chloride  Ointment, 
one  of  three  widely 
prescribed  dosage 
forms. 

A postcard  will  bring  you 
a pad  of  Diaparene  Chlo- 
ride instruction  sheets 
for  home  care  of  baby's 
diapers,  or  for  nursing  of 
the  incontinent  adult. 


INDEX  TO  ADVERTISERS 
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ftORMAL 


In  Treating  Para-nasal  Infections 


ARGYROL 


Provides  Decongestive, 
Demulcent  Action— No  Rebound 


Congestion 


The  advantages— the  positive  factors  favoring  argyrol— are 
enough  to  make  it  an  overwhelming  choice:  a rare  com- 
bination of  decongestive,  demulcent,  detergent  and  bac- 
teriostatic actions. 

Lack  of  disadvantage— the  outstanding  disadvantage  of 
rebound  congestion,  so  typical  of  vasoconstrictors,  is  absent 
when  the  choice  is  argyrol. 


The  ARGYROL  Technique 

1.  The  nasal  meatus  ...  by  20  per 
cent  ARGYROL  instillations  through 
the  nasolacrimal  duct. 

2.  The  nasal  passages  . . . with  10 
per  cent  ARGYROL  solution  in  drops. 

3.  The  nasal  cavities  . . . with  10 
per  cent  ARGYROL  by  nasal  tam- 
ponage. 


Its  Three-Fold  Effect 

1.  Decongests  without  irritation  to 
the  membrane  and  without  ciliary 
injury. 

2.  Definitely  bacteriostatic,  yet  non- 
toxic to  tissue. 

3.  Stimulates  secretion  and  cleanses, 
thereby  enhancing  Nature's  own 
first  line  of  defense. 


— the  medication  of  choice  in  treating  para-nasal  infection. 


Made  only  by  the 

A.  C.  BARNES  COMPANY,  NEW  BRUNSWICK,  N.  J. 

ARGYROL  is  a registered  trademark,  the  property  of  A.  C.  Barnes  Company 
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Benzedrex  Inhaler 

the  best  inhaler  ever  developed 


welcome  relief  in 
head  colds  and  sinusitis 


We  are  sure  you  will  agree  that  your 
head-cold  and  sinusitis  patients  will 
appreciate  the  prompt  symptomatic 
relief  provided  by  Benzedrex  Inhaler. 

By  recommending  Benzedrex  Inhaler, 
you  can  keep  them  comfortable  be- 
tween office  treatments.  Benzedrex  In- 
haler provides  rapid  and  prolonged 
relief  from  nasal  congestion.  Yet  it  does 
not  produce  ephedrine-like  effects  such 
as  insomnia,  restlessness  and 
nervousness. 


Your  head-cold  and  sinusitis  suscep- 
tible patients  will  be  grateful  to  you 
for  recommending  Benzedrex  Inhaler. 


Smith,  Klme  & French  Laboratories,  Philadelphia 


'Benzedrex’  T.M.  Keg.  U.S.  J’al.  Off. 
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A wise  l^for  you,  Doctor!— Regan 

An  impressive  office  costs  less  than  you  think*.  And  here 
at  Regan,  under  one  roof,  is  the  finest,  the  most  tasteful  in 
office  equipment,  in  modern  and  period  furniture,  in  floor 
coverings,  in  draperies,  and  the  authorities  in  office  plan- 
ning who  can  adapt  these  resources  to  your  needs,  whether 
large  or  small. 

•for  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 

MU  3-8990  • 270  MADISON  AVENUE,  AT  39tb  • N.Y.,  N.Y.  • OUR  ONLY  STORE 


Controlled  maintenance  ..  .With  Digitaline  Nativelle  mainte- 
nance of  the  decompensated  heart  is  efficient— positive— through  precise 
control  of  contractile  force  and  rhythm.  Because  it  is  completely  absorbed 
and  uniformly  dissipated,  full  digitalis  effect  is  maintained  between  doses. 
Side  effects  are  virtually  nil. 

digitaline 
nativelle 

Chief  active  principle  of  digitalis  purpurea  (digitoxin) 

not  an  adventitious  mixturp  of  glycosides 
For  dosage  instructions  consult  Physician’s  Desk  Reference 


Send  for  brochure,  “Modern 
Digitalis  Therapy,”  Varick 
Pharmacal  Company.  Inc. 

( Division  of  E.  Foutfera) 
76  Varick  St..  New  York. 
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The  physician  knows 

. . . but  the  patient  too  seldom  appreciates  . . . that 

a normal  stool  is  80%  water1 

The  physiologic  role  of  water  in  constipation  correction  is  evident: 
the  presence  of  adequate  water  is  necessary  to  stimulate  gastric 
action,  facilitate  intestinal  absorption,  and  assure  comfortable, 
easily  passed  stools  of  good  caliber  and  consistency. 

Ail  aid  to  patient- education: 

Sufficient  water  intake  is  advised  in 
“ 7 Rules  for  7 Days,”  a simple  leaflet 
designed  to  help  the  patient  under- 
stand and  overcome  the  “improper 
habits  of  living  and  eating”2  which 
cause  constipation. 

Available  to  physicians:  Pads  of  the 
“7  Rules”  may  be  had  on  request.  Sim- 
ply write  “7  Rules”  on  a prescription 
blank  and  send  to  Chilcott  Labora- 
tories, Morris  Plains,  New  Jersey. 


An  aid  to  physiologic  correction: 

Cellothyl,  physiologically  correct  bulk,  may  be  prescribed  (with 
adequate  water)  for  improved  bowel  function. 
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Constipation  correction  in  the  physiologic  manner 


Some  authorities  have  observed  that  ade- 
quate water  intake,  plus  proper  diet,  will 
produce  regular  daily  bowel  movements 
without  adjuvant  medication.  However, 
more  recent  investigations  prove  the  value 
of  adding  Cellothyl  (physiologically  cor- 
rect hydrophilic  colloid)  to  a well-ordered 


anticonstipation  program.  In  fact,  80  to 
92%  of  patients  treated  in  private  practice 
obtained  “good”  to  “excellent”  results 
with  Cellothyl3>  4— and  in  obstinate  clinic- 
treated  cases2  it  was  found  that  even  years 
of  constipation  can  be  corrected  in  days 
with  Cellothyl. 


Physiologic  constipation  correction 


and  patient-understanding 


A combination  of  therapeutic  regimen 
and  patient-cooperation  offers  the  most 
effective  constipation  correction.  Expla- 
nation of  the  “simple  rules  of  bowel  hy- 
giene”4 helps  the  patient  understand  the 
importance  of  sufficient  daily  water  intake, 


proper  diet,  regular  meals,  etc.  — good 
habits  so  essential  for  normal  bowel  func- 
tion. The  leaflets  “7  Rules  for  7 Days” 
outline  a simple  patient-program— easy  to 
follow  and  physiologically  correct.  Pads 
for  office  use  are  available  on  request. 


Physiologic  constipation  correction  and  Cellothyl 


When  the  usual  program  of  diet-and-in- 
struction  per  se  fails  to  alter  deeply  in- 
grained habits,  Cellothyl  acts  to  correct 
constipation  in  a physiologic  manner:  fol- 
lowing the  normal  digestive  gradient, 
Cellothyl  passes  through  the  stomach  and 
small  intestine  in  a fluid  state,  then  thick- 
ens to  a smooth  gel  in  the  colon  to  furnish 
bulk  — where  bulk  is  needed  — for  soft, 
moist,  well-formed  stools. 


To  facilitate  hydrophilic  action,  “the  in- 
take of  adequate  amounts  of  fluids,  at 
least  2.5  to  3.5  liters  daily,  is  of  the  great- 
est importance.”2  Each  dose  of  Cellothyl 
must  be  taken  with  a full  glass  of  water. 
When  properly  used  in  adjunct  to  any 
well-planned  anticonstipation  regimen, 
Cellothyl  may  help  to  achieve  more  nor- 
mal bowel  habits  “in  the  course  of  a few 
days.”5 


Dosage:  3 Tablets  t.i.d.  until  normal  stools  pass  reg- 

ularly. Continue  at  minimum  level  for  as  long 
as  required.  Daily  fluid  intake  must  be  high. 

In  “cathartic  addiction,”  administer  for  sev- 
eral days  /2  the  usual  dose  of  cathartic  to- 
gether with  Cellothyl,  then  Ji  the  usual  dose, 


then  Cellothyl  alone  for  as  long  as  necessary. 
Cellothyl  is  not  habit-forming. 

Because  Cellothyl  acts  in  an  unhurried,  physi- 
ologic manner,  time  must  be  allowed  for  it  to 
pass  through  the  digestive  tract  into  the  colon 
and  rectum. 


Cellothyl 

brand  of  methylcellulose 

especially  prepared  by  the  Chilcott  Process 


Available: 

Cellothyl  Tablets  (0.5  Gram)  in  bottles 
of  50,  100,  500  and  5000. 

Cellothyl  Granules,  for  pediatric  use, 
in  bottles  of  25  and  100  Grams. 


1.  Gray,  H.  and  Tainter,  M.  L.:  Am.  J.  Digest.  Dis.  8:130,  1941. 

2.  Bargen,  J.  A.:  Gastroenterology  13:275,  1949. 

3.  Musick,  V.  H.:  J.  Oklahoma  M.  A.  43:360,  1950. 

4.  Schweig,  K.:  New  York  State  J.  Med.  48:1822,  1948. 

5.  Council  on  Pharmacy  and  Chemistry:  J.A.M.A.  143:897,  1950. 
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The  symptoms  of  headache,  nervousness,  backache,  abdominal  distention  and 
malaise,  which  accompany  the  altered  hormone-water-balance  state  of  the  pre- 
menstrual period,  have  been  found  to  yield  dramatically  to  the  administration  of — 


trade  mark 


PREMENSTRUAL  antitensive 


M-Minus  4 combines  in  each  tablet  50  mg.  of  N,N-Dimethyl-N’-(2-pyridyl)- 
N’-(p-methoxybenzyl)  ethylenediamine  8-bromotheophyllinate  /pyrabromy — 
with  100  mg.  of  acetophenetidin,  the  dependable,  safe  analgesic.  M-Minus  4 
brings  marked  relief  of  symptoms,  and,  in  many  instances,  shows  evidence  of 
correction  of  water-retention. 


Dosage — One  tablet  three  times  a day  for  three  to  five  days  before  onset  of  menses. 


Bottles  of  24  and  100  tablets. 


Literature  and  a prescription  package  of  24  tablets  will  be  sent  upon  request. 


DIVISION  NUTRITION  RESEARCH  LABORATORIES, 
CHICAGO  11,  ILLINOIS 


INC. 


What  is 


GANTRI  SIN 


A new,  safer  sulfonamide  with  a wider  anti- 
bacterial spectrum. 


same  indications  as  other  sulfonamides  ? 

More ; it  has  been  effective  in  some  infections 
2 not  responsive  to  other  sulfonamides  and  anti- 
biotics. 


how  about  toxicity  ? 

High  solubility  prevents  renal  blocking.  Inci- 

3 

dence  of  other  reactions  is  also  very  low. 
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’ROCHE’  ? 


should  the  patient  he  alkalized? 

Not  necessary  with  Gantrisin®  because  of  its 

4r 

high  solubility. 


how  about  cost? 

Gantrisin  is  so  economical  that  it  can  be  pre- 

5 

scribed  withoutstrainingthepatient’sbudget. 


HOFFMANN-LA  ROCHE  INC. 

Roche  Park  • Nutley  10  • New  Jersey 


Chemically  Gantrisin  is  3,  4-dimethyl-5-sulfanilamido-isoxazole 
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Greater  effectiveness 


Oral  therapy  with  Aluminum  Peni- 
cillin has  proved  to  be  effective  in  ful- 
minating infections  such  as  pneumonia1 
and  in  other  infections  due  to  strepto- 
cocci, staphylococci  and  gonococci.2  It 
rarely  causes  gastric  disturbance  or 
allergic  reactions.  The  patient’s  bodily 
and  mental  comfort  is  improved  because 
the  necessity  for  frequent  injections  is 
eliminated. 

The  unique  advantages  of  Alumi- 
num Penicillin  are  that  it  is  not  soluble 
in  solutions  of  acidity  corresponding  to 
that  of  gastric  secretion,  but  is  gradually 
converted  into  a readily  absorbed  form 
in  the  intestinal  tract.  These  factors  pro- 
vide for  maximum  utilization  of  the 
dosage  administered,  higher  and  more 
prolonged  blood  levels.3 
1 Sodium  benzoate  is  added  because 
it  inhibits  the  destructive  action  of 
intestinal  enzymes.4 

Each  tablet  contains:  Aluminum 
Penicillin,  50,000  un;ts;  sodium  ben- 
zoate, 0.3  gram.  Supplied  in  vials  of 
12  tablets. 


•Terry,  L.  L.  and  Friedman,  M.  The  Military 
Surgeon,  Vol.  103,  No.  5,  November,  1948. 
2Friedman,  M.  and  Terry,  L.  L.  Southern  Medical 
Journal,  Vol.  42,  No.  6,  June,  1949. 
sBohls,  S.  W.  and  Cook.  E.  B.  M.  Texas  State 
Journal  of  Medicine,  Vol.  41,  November,  p.  342 
•Reid,  K.  D.,  Felton,  L. 

C.  and  Pitroff,  M.  A. 

Pro.  Soc.  for  Exp.  Biol, 
and  Med.,  Vol.  63,  p. 

438. 

* Patent  applied  for. 
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-ffUiTt  ’j  Cod  Liver  Oil  Concentrate  tablets 


. . . provide  vitamins  A and  D in  easy-to-take  tablets.  Because 
of  their  pleasant  flavor,  most  children  prefer  to  chew  them  like 
candy.  Yet  the  tablets  are  small  enough  to  be  easily  swallowed, 
even  by  young  children. 

Each  White’s  CLOC  Tablet  is  equivalent  in  vitamin  content* 
to  one  teaspoonful  of  cod  liver  oil  and  supplies  312  units  of  vita- 
min D,  plus  3,120  units  of  vitamin  A.  White’s  Cod  Liver  Oil 
Concentrate  Tablets  are  inexpensive  and  especially  suited  to 
maintaining  antirachitic  protection  throughout  the  years  of 
active  growth. 


WHITE  LABORATORIES,  INC. 

Pharmaceutical  Manufacturers,  NEWARK  7,  N.  J. 


♦U.S.P.  Minimum  Standards. 
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TABLETS 

2.5  and  5 mg. 


(Methamphetamine  Hydrochloride,  Abbott) 

it  it 

ELIXIR  AMPOULES 

20  mg.  per  fluidounce  20  mg.  per  cc. 


WHEN 


JOINS 


Bored,  hungry,  tired  of  dieting — what  a perfect  dish  to  set  before 
temptation.  And  what  better  time  to  employ  Desoxyn  Hydro 
chloride?  By  its  combined  effect  of  depressing  the  appetite  and  elevating 
the  mood,  Desoxyn  helps  to  quicken  an  interest  in  something  besides 
eating,  helps  you  encourage  patient  cooperation. 

You'll  like  Desoxyn’s  prompt  action,  its  long-lasting  effect.  And 
because  Desoxyn  is  more  potent,  milligram  for  milligram,  than  other 
sympathomimetic  amines,  smaller  doses  produce  the  desired  cerebral 
effect  with  a minimum  of  side-effects.  One  2.5-mg.  tablet  before  break- 
fast and  another  about  an  hour  before  lunch  are  usually  sufficient.  A third 
tablet  may  be  taken  in  midafternoon  if  necessary. 

Smaller  dosage,  faster  action,  longer  effect — the  next  time  you  pre- 
scribe a restricted  diet,  keep  in  mind  the  name  Desoxyn.  Remember 
Desoxyn,  too,  whenever  an  effective  cerebral 
stimulant  is  indicated.  Available  at  your  pharmacy. 


CUMrott 


THE  FAMILY 


For  low-calorie  diets,  suggest 

SUCARYL®  Sodium  • Abbott’s 

new  heat-stable,  non-caloric  sweetener 

®Cyclamate,  Abbott 
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"Of  all  the  medications  tried  for  treatment  of  the  common  cold 
during  my  thirteen  years  as  Chief  of  Otolaryngology  at  this  school*, 
[Par-Pen]  has  proved  the  most  satisfactory.” 

Furlong,  T.F.,  Jr.:  Clinical  Test  of  a New  Spray,  Arch.  Otolaryng.  48:658. 

*The  Pennsylvania  School  for  the  Deaf,  Philadelphia 
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POTENT  BACTERIOSTASIS  Par-Pen 

provides  the  potent  antibacterial  action  of  5000 
units  of  penicillin  per  cc. . . . plus  the  vasoconstriction 
of  'Paredrine’  Hydrobromide,  1%. 

DEEP  PENETRATION  Penicillin  in 

solution  penetrates  the  tissues  more  readily  than 
the  sidfonamides  or  tyrothricin,  reaching  deeply 
embedded  organisms. 


Now  packaged  in  convenient  fl.  oz.  bottles. 
'Paredrine’  & 'Par-Pen’  T.M.  Reg.  U.S.  Pat.  Off. 


Smith , Kline  & French  Laboratories , Philadelphia 


ACTHAR  is  supplied  in  10,  15, 
25,  40  and  50  mg.  vials,  in 
packages  of  10  vials. 

''  i \ ;s:  jpup  S,  ' i 


Literature  and  directions  for 
administration  of  ACTHAR, 
including  contraindications, 


/ • 


/ 


adrenal  corticoids,  released  and  produced  in  their  entirety  under 
stimulation  by  ACTHAR,  the  physiologic  stimulus  of  the  adrenal 
cortex.  Five  fundamental  functions  of  adrenal  cortical  stimulation 
appear  discernible : 


1 . Inhibition  of  the  acute  inflammatory  process  in  the  body  tissues. 

2.  Inhibition  of  fever— from  almost  any  source. 

3.  Inhibition  of  pain— from  almost  any  etiology. 

4.  Inhibition  of  adverse  cellular  response  to  a host  of  toxic  agents, 
whether  of  allergenic  or  bacterial  origin. 

5.  Inhibition  of  excessive  proliferation  of  fibroblasts. 


acthar,  through  its  physiologic  mode  of  action,  mobilizes  and 
potentiates  vital  endogenous  defense  powers  of  the  organism. 

ESTABLISHED  INDICATIONS:  Collagen  diseases  or  connective  tissue 
diseases,  such  as  rheumatoid  arthritis,  rheumatic  fever,  acute  lupus 
erythematosus;  hypersensitivities,  such  as  severe  asthma,  drug  sen- 
sitivities, contact  dermatitis;  most  acute  inflammatory  diseases  of 
the  eye;  acute  inflammatory  conditions  of  the  skin,  such  as  acute 
pemphigus  and  exfoliative  dermatitis;  inflammatory  conditions  of 
the  intestinal  mucosa,  such  as  ulcerative  colitis;  and  metabolic- 
diseases,  such  as  acute  gouty  arthritis  and  secondary  adrenal  cor- 
tical hypofunction. 


ACTHAR 


ARMOUR  LABORATORIES  BRAND  OF  ADRENOCORTICOTROPIC  HORMONE  (A.C.T.H.) 


THE  ARMOUR  LABORATORIES 

CHICAGO  11,  ILLINOIS 


PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 
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elixir  ‘ESKAPHEN  B with  BELLADONNA’ 


Elixir  'Eskaphen  B with  Belladonna’  combines,  in  a light  and  de- 
lightfully flavored  elixir: 

1.  All  the  natural  alkaloids  of  the  time-proved  antispasmodic: 
belladonna  ...  to  combat  spasm. 

2.  The  mild,  calming  sedative:  phenobarbital  ...  to  relieve  ner- 
vous tension  and  reduce  reflex  excitability. 

3.  Full  therapeutic  dosage  of  the  virtually  specific  nutrient  and  re- 
storative: thiamine  ...  to  help  rectify  dietary  deficiencies. 

You  will  find  broad  therapeutic  application  for  elixir  'Eskaphen  B 
with  Belladonna’  in  the  many  spastic  conditions  of  smooth  muscle. 
It  will  be  of  particular  value,  however,  in  the  treatment  of  spastic 
conditions  of  gastro-intestinal  musculature. 

Formula:  Each  5 cc.  teaspoonful  contains:  natural  belladonna 
alkaloids,  0.2  mg.;  phenobarbital,  Va  gr.  (16  mg.);  thiamine,  5 mg. 
(nearly  three  times  the  minimum  daily  requirement);  alcohol,  15%. 
Available  in  6 fl.  oz.  bottles. 


Smith,  Kline  & French  Laboratories,  Philadelphia 

'Eskaphen  B’  T.  M.  Reg.  U.  S.  Pat.  Off. 
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Vertavis  in  Resistant  Hypertension 

"As  a result  of  the  significant  fall  in  mean  arterial  pressure 
and  slight  rise  in  cardiac  output,  there  was  a considerable 
decrease  in  the  calculated  total  peripheral  resistance". . . 
following  the  administration  of  Vertavis  (Irwin-Neisler). 
"Blood  flow  through  muscular,  renal,  and  hepatic-portal 
areas  usually  falls  initially  and  then  returns  to  approximate 
control  levels  despite  a continued  hypotensive  response. 
Full  peripheral  vasodilatation  characteristically  follows 
rather  than  accompanies  the  initial  reduction  in  arterial 
pressure" 

VERTAVIS,  in  the  treatment  of  severe,  resistant  hyperten- 
sion, thus  maintains  the  patient's  circulatory  equilibrium  in 
spite  of  the  lowered  blood  pressure.  In  minimum  effective 
dose,  Vertavis  reduces  peripheral  resistance  — one  of  the 
most  crucial  hemodynamic  factors  in  essential  hypertension. 

AVIS  contains  in  each  tablet:  veratrum  viride  Bio- 
logicaTf^N^tandardized  for  toxicity,  10  CRAW  UNITS. 
The  Craw  Uhit  of  potency  is  an  Irwin-Neisler  research 
development. 

1.  Freis,  E.  D.,  ef\il.:  Hemodynamic  Effects  of  Hypotensive  Drugs 
in  Man:  I.  VeratrunvYiride.  J.  Clin.  Investig.  28:  353-368#  1949. 

DECATUR,  ILLINOIS 


ertavis 
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White  Laboratories,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.J. 


When  dissolved 
slowly  in  the 
buccal  sulcus . . ; 

LOZILLES 

Tyrothricin-Propesin  Lozenges 

safe 

. . . non-sensitizing' 

. 2 mg.  tyrothricin  per  lozenge 
. no  systemic  absorption 

sic 

. . . sustained  relief 

. . . high  salivary  concentrations 
of  tyrothricin 
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Editorials 


The  Smoke  Nuisance 


Technologically  it  is  now  possible  to  con- 
trol smoke  and  gaseous  industrial  wastes. 
Many  excellent  devices  are  on  the  market 
which  not  only  can  reduce  air  pollution  from 
industrial  and  home  furnaces  but  also  in- 
crease the  efficiency  of  the  heating  plant  by 
providing  more  complete  combustion  of 
fuels. 

The  American  Society  of  Mechanical 
Engineers  at  its  recent  annual  meeting 
called  upon  the  medical  profession  to  pro- 
duce “facts”  that  would  convince  the  public 
of  the  hazards  of  breathing  contaminated 
air.1  That  efforts  to  keep  city  air  pure 
would  never  succeed  without  such  help  from 
the  doctors  seemed  to  be  the  opinion  of  air- 
pollution  specialists  of  the  Society,  if  cor- 
rectly reported. 

Dr.  John  F.  Barkley,  chief  of  the  fuels 
utilization  division  of  the  United  States  Bureau 
of  Mines,  remarked  that  contamination  prob- 
lems in  city  water,  milk,  foods  and  drugs  had 
been  solved.  But  “the  fact  that  we  take  in 
perhaps  three  to  five  times  more  pounds  of  air 

1 N*w  York  Times,  December  2,  1950. 


per  day  than  food,  and  perhaps  ten  times  more 
than  water,  is  given  no  thought,”  he  com- 
mented   

“When  the  medical  profession  instilled  in  the 
minds  of  people  the  fear  of  impure  water, 
milk,  etc.,  proper  purification  resulted.  The 
desire  for  cleanliness,  nondestruction  of  prop- 
erty and  better  visibility  has  not  proved 
enough  to  eliminate  the  pollution  of  city  air  to  a 
satisfactory  extent. 

“It  is  up  to  members  of  the  medical  profes- 
sion to  do  their  part  toward  better  living  by 
establishing  needed  facts  about  city  air  pollu- 
tion that  will  impress  themselves  and  then  the 
general  public.” 

The  medical  profession,  the  United  States 
Public  Health  Service,  numerous  state 
health  departments,  and  various  county 
health  departments  as  well  as  some  indus- 
trial physicians  have  been  studying  this 
problem  for  many  years.  The  large  number 
of  persons  exhibiting  uncomfortable  allergies 
to  dusts  and  pollens  has  perhaps  somewhat 
obscured  the  graver  problem  of  more  lethal 
wastes  until  some  such  concentration  as 
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that  at  Donora  dramatizes  the  problem  of 
dispersal  or  prevention. 

Ingram,  Lanza,  Strom,  and  Barad  writing 
on  polluted  air  recently  note  that  Pincus  and 
Stern  determined  from  extensive  studies  that 
“soot  fall  in  New  York  City  amounted  to  as 
much  as  192  tons  per  square  mile  per  month 
in  industrial  areas  and  was  as  high  as  51 
tons  per  square  mile  per  month  in  residen- 
tial areas.”2  The  same  authors  state  that 
“Studies  in  the  Los  Angeles  area  have  es- 
tablished quantitatively  the  presence  of 
sulfur  dioxide,  ammonia,  sulfur  trioxide, 
aldehydes,  oxides  of  nitrogen,  and  filterable 
oil  in  the  air.” 

Under  usual  circumstances,  because  of  the 
vastness  of  the  total  atmosphere,  statistical 
evidence  does  not  seem  to  support  a general 
thesis  that  substances  in  the  open  atmos- 
phere occur  to  an  extent  that  would  cause 
disability  or  death.  However,  as  far  back  as 
1912  Marcy  and  White  “reported  that  those 
Pittsburgh  districts  which  had  the  highest 
soot  fall  also  had  the  highest  pneumonia  in- 
cidence.”2 Dorn,  in  connection  with  his 
studies  on  the  incidence  and  prevalence  of 
cancer,  states:  “These  data  do  not  neces- 
sarily prove  that  atmospheric  pollution  has 
no  effect  upon  the  incidence  of  respiratory 
cancer.  On  the  other  hand,  they  do  offer 
no  affirmative  evidence  that  such  is  the 
case.”2 

Dr.  Clarence  A.  Mills,  professor  of  ex- 
perimental medicine  at  the  University  of 
Cincinnati,  speaking  under  the  auspices  of 
the  Citizens’  Committee  for  Smoke  Control 
in  New  York  City,  said  that  pneumonia  and 
tuberculosis  death  rates  “are  two  to  ten 
times  higher  among  men  living  in  industrial 
districts  with  great  air  pollution  than  among 
men  living  in  the  cleaner  suburbs.”3  Pro- 
fessor Raymond  R.  Tucker,  former  com- 
missioner of  smoke  regulation  in  St.  Louis, 
said,  “The  United  States  Geological  Survey 
showed  smoke  damage  to  merchandise  and 
buildings  alone  in  the  country  amounts  to 
$500,000,000  a year.” 

2 Health  New8,  27:  3 (Sept.)  1950. 

3 New  York  Times,  November  17,  1950. 


Many  cities  in  the  United  States  have  a 
more  or  less  standardized  policy  of  smoke 
control  ordinances.  In  general,  such  ordi- 
nances establish  a maximum  tolerance  for 
smoke,  using  the  Ringelmann  Scale  of  the 
United  States  Bureau  of  Mines.  Limita- 
tions are  placed  on  the  quantities  of  soot, 
cinders,  and  fly-ash  escaping  from  stacks. 
Certain  cities  have  incorporated  controls 
over  fumes,  vapors,  and  odors.2 

The  New  York  Academy  of  Medicine  some 
years  ago  recognized  that  there  was  an  air- 
pollution  problem  in  New  York  City  which 
was  a serious  menace  to  health.  The  Health 
Commissioner  of  the  State  of  New  York  is  on 
record  that:1 

Here  is  an  unequalled  opportunity  for  the 
clinician,  the  laboratory  worker,  and  the 
epidemiologist  to  combine  forces  and  assure 
city  dwellers  of  a healthful  environment. 
Private  investigators  should  be  encouraged  to 
continue  their  studies,  and  those  that  are  well 
advanced  should  be  financially  supported  by 
government  and  industry.  Locally,  the  health 
officer,  with  the  help  of  his  sanitary  engineers 
and  laboratory  workers,  can  provide  leader- 
ship in  determining  the  extent  of  air  pollution 
and  mobilize  community  resources  for  combat. 
Experience  gained  now  will  correct  present 
evils  and  fortify  us  for  the  future. 

New  York  City  has  a city  ordinance 
which  went  into  effect  October  1,  1950.  It  is 
to  be  hoped  that  the  practical  suggestions 
made  by  the  New  York  Times  “that  some 
university  or  possibly  a foundation,  under- 
take . . . continuous  scientific  measurement 
and  supply  a monthly  report  with  evalua- 
tions ...  on  what  progress  official  control  is 
making  will  be  followed.” 

We  applaud  these  suggestions  and  urge 
our  readers  to  interest  themselves  in  a prob- 
lem of  increasing  seriousness  to  our  com- 
munities. With  vastly  expanded  industrial 
operations  ahead,  due  to  the  urgency  of 
providing  manufactured  goods  and  supplies 
for  United  States  mobilization,  air  pollution 
should  have  immediate  and  scientific  in- 
vestigation with  well-enforced  controls. 


War  its  thousands  slays,  peace  its  ten  thousands. — Portens 


International  Code  Of  Medical  Ethics 

( Adopted,  by  the  Third  General  Assembly  of  the  World  Medical  Association 
at  London,  England,  October,  1949 ) 

Duties  of  Doctors  in  General 

A doctor  must  always  maintain  the  highest  standards  of  professional 
conduct. 

A doctor  must  not  allow  himself  to  be  influenced  merely  by  motives  of 
profit. 

The  following  practices  are  deemed  unethical: 

(a)  Any  self-advertisement  except  such  as  is  expressly  authorized  by 
the  national  code  of  medical  ethics. 

( b ) Taking  in  any  plan  of  medical  care  in  which  the  doctor  does  not 
have  professional  independence. 

(c)  To  receive  any  money  in  connection  with  services  rendered  to  a 
patient  other  than  the  acceptance  of  a proper  professional  fee,  or 
to  pay  any  money  in  the  same  circumstances  without  the  knowl- 
edge of  the  patient. 

Under  no  circumstances  is  a doctor  permitted  to  do  anything  that  would 
weaken  the  physical  or  mental  resistance  of  a human  being,  except  from 
strictly  therapeutic  or  prophylactic  indications  imposed  in  the  interest  of 
the  patient. 

A doctor  is  advised  to  use  great  caution  in  publishing  discoveries. 
The  same  applies  to  methods  of  treatment  whose  value  is  not  recognized 
by  the  profession. 

When  a doctor  is  called  upon  to  give  evidence  or  a certificate  he  should 
only  state  that  which  he  can  verify. 

Duties  of  Doctors  to  the  Sick 

A doctor  must  always  bear  in  mind  the  importance  of  preserving  human 
life  from  the  time  of  conception  until  death. 

A doctor  owes  to  his  patient  complete  loyalty  and  all  the  resources  of 
his  science.  Whenever  an  examination  or  treatment  is  beyond  his 
capacity  he  should  summon  another  doctor  who  has  the  necessary  ability. 

A doctor  owes  to  his  patient  absolute  secrecy  on  all  which  has  been 
confided  to  him  or  which  he  knows  because  of  the  confidence  entrusted  to 
him. 

A doctor  must  give  the  necessary  treatment  in  emergency,  unless  he  is 
assured  that  it  can  and  will  be  given  by  others. 

Duties  of  Doctors  to  Each  Other 

A doctor  ought  to  behave  to  his  colleagues. as  he  would  have  them  be- 
have to  him. 

A doctor  must  not  entice  patients  from  his  colleagues. 

A doctor  must  observe  the  principles  of  “The  Declaration  of  Geneva” 
approved  by  the  World  Medical  Association. 
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Declaration  of  Geneva 

( Adopted,  by  the  General  Assembly  of  the  World  Medical  Association  at 
Geneva , Switzerland,  September,  1948 ) 

At  the  time  of  being  admitted  as  member  of  the  medical  profession: 

1 solemnly  pledge  myself  to  consecrate  my  life  to  the  service  of 
humanity. 

I will  give  to  my  teachers  the  respect  and  gratitude  which  is  their  due; 
I will  practice  my  profession  with  conscience  and  dignity; 

The  health  of  my  patient  will  be  my  first  consideration; 

I will  respect  the  secrets  which  are  confided  in  me; 

I will  maintain  by  all  the  means  in  my  power,  the  honor  and  the  noble 
traditions  of  the  medical  profession; 

My  colleagues  will  be  my  brothers; 

I will  not  permit  considerations  of  religion,  nationality,  race,  party 
politics,  or  social  standing  to  intervene  between  my  duty  and  my  patient; 

I will  maintain  the  utmost  respect  for  human  life,  from  the  time  of 
conception;  even  under  threat,  I will  not  use  my  medical  knowledge  con- 
trary to  the  laws  of  humanity. 

I make  these  promises  solemnly,  freely,  and  upon  my  honor. 


Current  Editorial  Comment 


The  Salvation  Army.  The  saying,  “A 
man  may  be  down  but  he’s  never  out,” 
has  identified  the  Salvation  Army  for 
seventy-one  years.  This  year,  this  great 
organization’s  slogan  is  “Your  Army  on 
Every  Front.”  And  so  it  is.  Through  the 
years,  the  Salvation  Army  has  developed 
in  many  different  directions  to  respond  to 
human  needs.  The  Army  offers  a guiding 
hand  to  every  man,  woman,  or  child  stand- 
ing at  the  crossroads  of  one  of  life’s  many 
complex  situations.  It  provides  a phys- 
ical, mental,  and  spiritual  bulwark  against 
the  strains  of  today’s  living.  The  bowl  of 
soup,  the  suit  of  clothes,  the  quiet  chat 
offered  by  Salvationists  are  comforting  in 
themselves,  but  mostly  it  is  the  warm  spirit 
in  which  they  are  given  that  endears  the 
Salvation  Army  to  everyone.  However, 
the  Army  needs  more  than  praise;  it  needs 
the  active  support  of  all  in  order  to  con- 
tinue its  valuable  services  in  all  communi- 
ties. 


’Tis  our  true  policy  to  steer  clear  of  perma- 
nent alliances  with  any  portion  of  the  foreign 
world. — George  Washington 

Mr.  Anderson  Retires.  Dwight  Ander- 
son, long  associated  with  the  activities 
of  our  State  Society,  for  many  years  as 
Executive  Secretary,  as  Director  of  the 
Public  Relations  Bureau,  as  Business 
Manager  of  the  Journal  and  of  the  Head- 
quarters Office,  has  found  it  necessary  to 
sever  his  connections  with  these  important 
activities  because  of  continued  ill  health. 
He  has  been  a faithful  and  devoted  servant 
of  the  Society,  unstintingly  giving  of  his 
time  and  energy  to  the  numerous  demands 
made  upon  him.  His  training  in  the  law, 
in  business,  and  in  the  field  of  public  rela- 
tions contributed  much  to  the  success  of  his 
various  administrative  duties.  We  of  the 
Journal  extend  our  grateful  appreciation 
for  his  services  and  wish  him  well  in  his  re- 
tirement. 
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"The  thin,  grey,  foamy  discharge  associated  with  excoriation 
of  the  labia  and  vagina,  strawberry  spots  on  the  cervix,  and 

. . ..  ..  i . . . . . . . T . , Passmore,  G.  G.:  Treatment  of  Discharges 

intense  itching  almost  always  means  trichomoniasis.  Trichomonas  from  the  Vagjna  fn  Pr(Va,e  Practice  Norfh 

is  associated  with  a mixed  bacterial  flora,  but  not  necessarily  Carolina  M.  J.  11  -.467  (Sept.)  1950. 

with  a purulent  discharge.” 


floraquiri 


— aims  at  restoring  and  maintaining  a 
normal  vaginal  environment  unfavorable 
to  the  growth  of  pathogenic  organisms. 
Floraquin  contains  Diodoquin-Searle  (diiodohydroxyquinoline),  a potent  trichom- 
onacide  and  fungicide,  combined  With  lactose,  dextrose  and  boric  acid  adjusted  to 
effect  the  reestablishment  of  the  normal  vaginal  pH  and,  in  turn,  the  normal  flora. 
G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
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Containing  eight  vitamins  in  one  preparation, 
Concivite  includes  vitamin  A palmitate,  a 
synthetic  vitamin  A which  is  non-allergenic 
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\ dislike  the  fishy  odor  and  taste  common  to  all 
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In  addition,  Concivite  has  a delicious 
specially-blended  citrus  flavor,  well-tolerated 
by  patients  of  all  ages.  It  is  miscible  with 
any  liquid  or  semi-solid  medium  and  can  be 
administered  in  milk,  fruit  juices  or  cereals. 


Concivite  possesses  the  important  advantages 
of  aqueous  multivitamin  drops,  including 
improved  utilization  of  vitamins  A and  D, 
and  completeness  in  important  oil-soluble 
andwater-soluble  vitamins. 


Formula: 

\ 

Each  0.6  cc.  contains: 

\ 

Vitamin  A Palmitate. .5, 000 

U.S.P.  units  \ 

(synthetic) 

\ 

Vitamin  D2 1,200 

U.S.P.  units 

Vitamin  C 

Vitamin  Bi  

Vitamin  B2 

Niacinamide  

Vitamin  Bs 

Pantothenic  Acid 

(as  Pantothenol) 

\CONCIVITE 


CONCIVITE 


MUIOUS  * 


Supplied  in  15  cc.  and  30  cc. 
bottles  with  calibrated  dropper. 

Professional  samples  sent  on  request. 
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FAMILY  UTILIZATION  OF  HEALTH  RESOURCES  IN  RURAL  AREAS 

i Olaf  F.  Larson.  Ph.D.,*  and  Donald  G.  Hay,  Ph.D.,*  Ithaca,  New  York,  Walter  C. 
Levy,  M.D.,  Syracuse,  New  York,  and  William  E.  Mosher,  M.D.,  Cortland,  New  York 

( From  Cornell  University;  Bureau  of  Agricultural  Economics , United  States  Department  of  Agriculture;  New 
York  State  Department  of  Health,  and  Cortland  County  Department  of  Health) 


THIS  paper  is  essentially  a progress  report  on 
selected  aspects  of  a study  of  the  utilization 
of  health  resources  by  rural  families  in  two  New 
York  counties.  'This  study  is  being  made  by  the 
Department  of  Rural  Sociology,  Cornell  Univer- 
sity, in  cooperation  with  the  Bureau  of  Agricul- 
tural Economics,  United  States  Department  of 
( Agriculture,  and  was  developed  in  close  consulta- 
tion with  the  New  York  State  Department  of 
Health.  It  is  a progress  report  in  the  sense  that 
not  all  of  the  detailed  analyses  were  completed  at 
the  time  of  preparing  this  paper. 

Purpose  of  Study 

During  recent  years  the  problems  of  meeting 
health  care  needs  in  rural  areas  have  drawn  con- 
siderable attention  from  professional  and  lay 
leadership  in  the  health  field.  Particular  em- 
phasis has  been  given  to  the  statistics  which 
generally  show  the  more  rural  counties  to  be  at  a 
comparative  disadvantage,  even  in  a state  such  as 
\ New  York,  when  appraised  by  such  essentials  as 
the  ratio  of  doctors  or  hospital  beds  to  the  popula- 
tion of  a county  area.  However,  there  has  been 
but  limited  precise  information  as  to  the  use 
rural  people  make  of  available  health  resources 
or  as  to  the  factors,  such  as  availability,  which 
affect  the  pattern  of  use. 

The  present  study  is  an  exploratory  one  with 
the  major  purposes  of  (1)  determining  what  use 
rural  people  are  now  making  of  the  health  care 
resources  available  to  them,  (2)  determining 
factors,  such  as  availability  of  personnel  and 
facilities,  which  influence  the  use  of  resources,  and 
(3)  developing  and  testing  methods  of  effectively 


* By  invitation. 

Presented  at  the  144th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Public  Health,  Hygiene,  and  Sanitation,  May  10,  1950. 


obtaining  data  from  families  on  their  use  of  health 
resources. 

Scope  and  Method  of  Study 

Data  on  use  of  health  resources  were  obtained 
for  250  representative  rural  households  in  Cort- 
land County  and  for  283  such  households  in  Os- 
wego County.  “Rural”  as  used  here  conforms 
to  the  U.S.  Census  definition,  thus  including 
villages  up  to  2,500  population  as  well  as  the  open 
country  outside  such  centers.  In  addition  to 
selected  information  for  the  families,  data  were  ob- 
tained on  use  of  resources  during  the  twelve- 
month  period  ending  September  30,  1949,  for  the 
950  persons  in  the  Cortland  and  for  the  966  in  the 
Oswego  County  households.  Data  were  obtained 
by  an  enumerative  survey,  using  a pretested 
fixed  question  schedule,  during  October  and 
November,  1949.  Interviewers  were  trained 
for  the  survey.  They  included  former  county 
health  department  and  school  nurses,  a public 
health  educator,  and  sociologists.  Of  the  re- 
spondents for  the  households,  66  per  cent  were 
the  wife  of  the  head  of  the  household,  1 1 per  cent 
were  female  household  heads,  16  per  cent  were 
male  heads,  and  7 per  cent  were  “other”  includ- 
ing husband-wife  combinations. 

The  sample  consisted  of  households  located 
within  geographic  areas  selected  systematically 
from  a list  of  all  sampling  units  for  all  rural  por- 
tions of  each  county  in  such  a way  as  to  give  pro- 
portionate representation  from  open  country  and 
village  areas. 

The  two  counties  were  selected  to  be  matched 
as  well  as  possible  as  to  type  of  agriculture, 
population  composition,  and  economic  and  social 
characteristics  but  were  considered  to  differ  as  to 
availability  of  health  resources  within  the  county. 
Both  fall  in  the  same  stratum  of  dairy  belt 
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counties.  They  had  about  the  same  1940  rural 
level  of  living  index.  Availability  of  health 
resources  was  measured  by  an  index  based  on  the 
unweighted  average  rank  of  the  40  dairy  belt 
counties  of  New  York  with  respect  to  five  items: 
(1)  physicians  per  100,000  population,  (2)  hos- 
pital beds  per  100,000,  (3)  dentists  per  100,000, 
(4)  registered  nurses  per  100,000,  and  (5)  pro- 
portion of  births  delivered  in  hospitals.  Cortland 
ranked  twentieth  among  the  40  dairy  belt 
counties;  it  was  selected  because  it  was  the  only 
nonmetropolitan  county  in  the  upper  half  of  the 
array  with  a county  health  department.  Oswego 
ranked  thirty-seventh  in  the  index  and  had  no 
county  health  department. 

County  Characteristics 

Cortland  had  an  estimated  population  of 
36,297  in  1948.  In  1940,  its  two  urban  centers 
included  55.9  per  cent  of  the  population.  Of  the 
rural  population,  more  than  half  was  farm  in 
1940.  Sixteen  villages  are  included  in  the  rural- 
nonfarm  population. 

Oswego  had  an  estimated  76,782  population  in 
1948.  Its  two  urban  centers  included  49.7  per 
cent  of  the  people  in  1940.  More  than  half  of  the 
rural  resided  on  farms  in  1940.  The  rural-non- 
farm includes  38  villages. 

The  inventory  of  personnel  and  facilities  con- 
stituting the  health  resources  within  the  two 
counties  generally  gives  Cortland  some  advantage 


over  Oswego.  Some  of  these  ratios 

for  the  1949 

situation  are  as  follows: 

Cortland 

Oswego 

Persons  per  general 
physician 

1,008 

1,163 

Persons  per  medical 
specialist,  all  types 

6,050 

18,727 

Persons  per  dentist 

2,593 

2,399 

Persons  per  graduate 
nurse  (R.N.) 

685 

823 

Persons  per  general 
hospital  bed 

252 

463 

In  the  field  of  public  health  Cortland  was 
served  by  a county  department  of  health  with  a 
physician  as  commissioner,  a director  of  nurses, 
seven  nurses,  sanitarian,  sanitary  inspector, 
part-time  veterinarian,  and  clerical  personnel. 
Public  school  health  services  included  5 full- 
time nurses  and  part-time  services  of  ten  physi- 
cians. Oswego  was  served,  with  two  other  coun- 
ties, by  the  District  Health  Office  with  a staff 
including  health  officer,  supervising  nurse,  public 
health  nurse-physical  therapist,  sanitary  engineer 
and  assistant,  and  milk  sanitarian.  Twenty 
physicians  served  as  part-time  health  officers  in 
the  28  health  districts.  The  13  public  health 
nurses  included  nine  who  were  school  nurses  (six 


in  rural  schools),  three  with  city  health  depart-  i 
ments,  and  one  on  a county-wide  basis  specializing , 
in  tuberculosis  work. 

Personnel,  facilities,  and  the  headquarters  of 
organizations  working  in  the  health  area  tended ! 
to  be  concentrated  in  the  urban  centers  in  both 
counties,  but  there  is  less  concentration  of  per-  t, 
sonnel  in  Oswego  County.  Both  counties  are 
roughly  equidistant  from  Syracuse.  Each  has 
other  sources  of  health  resources  in  adjoining, 
counties. 

Family  Characteristics 

Although  64  per  cent  of  the  Cortland  sampl 
families  lived  in  the  open  country,  only  38  pe 
cent  of  the  heads  had  farm  operation  or  hired 
farm  hand  as  the  major  occupation;  about  10 
per  cent  more  were  part-time  farmers.  In 
Oswego  52  per  cent  lived  in  the  open  country,  but 
only  1 1 per  cent  of  the  heads  had  farm  operation 
or  hired  farm  hand  as  the  major  occupation; 
about  5 per  cent  more  were  part-time  farmers. 

About  82  per  cent  of  the  households  consisted 
of  an  immediate  family  unit  without  unrelated 
persons,  married  children  or  parents  of  the  head 
or  wife.  Over  80  per  cent  of  these  “main’ 
families  were  unbroken  units,  that  is,  they 
included  a husband  and  wife.  About  47  per  cent 
of  the  main  family  units  in  each  county  includec 
children  at  home  under  twenty  years  of  age  ; 
Other  selected  characteristics  of  the  sample  wen  > 
as  follows: 


Cortland 

Oswego 

Mean  size  of  household 

3.8 

3.4 

Median  size  of  house- 
hold 

4.0 

3.6 

Median  age  of  male 
household  head 

47.6 

45.7 

Median  age  of  home- 
maker 

45.5 

44.0 

Median  grades  school 
completed  by  male 
household  head 

9.0 

9.1 

Median  grades  school 
completed  by  home- 
maker 

10.8 

11.0 

Median  Sewell  socio- 
economic status  score 

80.0 

81.1 

Median  net  cash  family 
income  past  year 

$2,170 

$2,430 

The  age  distribution  was  fairly  comparable  fo 
the  samples  in  the  two  counties  except  for  : 
markedly  larger  percentage  aged  twenty-five  t< 
thirty-four  in  Oswego : 15.0  per  cent  as  compare! 
with  9.8  per  cent  for  Cortland. 

Family  Use  Patterns 

The  importance  of  health  care  services  in  th 
living  of  New  York  rural  people  is  demonstrate! 
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by  the  fact  that,  during  the  twelve-month  period 
covered  by  the  use  records,  about  94  per  cent  of 
the  533  families  reported  one  or  more  family 
members  had  used  one  or  more  of  the  types  of 
private  health  care  resources  enumerated.  While 
there  are  some  differences  in  the  family  use  pat- 
terns between  the  two  counties,  the  similarities 
are  striking. 

Out  of  every  ten  families,  nine  used  a general 
physician  during  the  year,  nearly  six  used  a den- 
tist, a little  less  than  three  used  a hospital,  fewer 
than  two  used  a medical  specialist,  and  less  than 
one  used  a practitioner  such  as  chiropractor  or 
osteopath.  The  percentage  comparisons  for  the 
family  use  record  for  the  counties  are  as  follows 
(for  the  period  from  October  1,  1948,  to  Septem- 
ber 30,  1949): 


Service 

Cortland 

County 

Oswego 

County 

General  physician 

87.2 

91.2 

Dentist 

58.0 

60.4 

Hospital 

28.8 

25.1 

Medical  specialist 

18.8 

14.8 

All  other* 

9.2 

6.0 

None  of  above  services 
used 

8.0 

4.2 

* Includes  chiropractor,  osteopath,  physical  ther- 
apist, podiatrist,  chiropodist,  and  healer. 


Use  of  more  than  one  service  was  the  prevailing 
pattern  for  these  families.  Only  24.4  per  cent  of 
the  Cortland  and  29.0  per  cent  of  the  Oswego 
families  limited  their  use  to  a single  service. 

Individual  Use  Patterns 

The  general  over-all  similarity  in  the  pattern  of 
use  for  the  two  counties  carries  over  into  the 
record  for  individual  family  members  despite 
some  statistically  significant  differences.  The 
twelve-month  record  for  the  1,873  persons  one 
year  of  age  and  older  in  the  533  families  shows 
that  71.7  per  cent  used  one  or  more  of  the  types  of 
private  health  care  resources  enumerated.  Out 
of  every  ten  persons,  roughly  six  used  a general 
physician,  over  three  used  a dentist,  and  less  than 
one  used  a hospital  or  medical  specialist.  Per- 
centage comparisons  for  the  individual  use  record 
are  as  follows: 


Service 

Cortland 

County 

Oswego 

County 

General  physician 

53.8 

62.2 

Dentist 

29.8 

35.2 

Hospital 

8.3 

8.0 

Medical  specialist 

6.5 

5.3 

All  other 

3.9 

2.4 

None  of  above  services 
used 

32.3 

24.3 

More  than  one  of  the  above  types  of  services 


was  used  by  about  two  fifths  of  the  individuals 
who  used  any  type. 

Use  of  Public  Health  Services 

Data  on  the  family  and  individual  use  made  of 
public  health  resources  refers  to  services  rendered 
individuals.  Thus  the  data  include  such  serv- 
ices as  physical  and  dental  examinations,  chest 
x-ray,  immunization,  and  other  clinics,  and  home 
visits  of  a public  health  nurse.  Excluded  are 
such  services  as  dairy  and  other  sanitary  inspec- 
tion, water  and  sewage  inspection,  laboratory 
services,  and  rabies  control. 

There  was  confusion  on  the  part  of  some  re- 
spondents as  to  the  source  of  public  health  serv- 
ices received;  this  was  particularly  true  in 
Cortland  because  of  the  active  type  of  close  rela- 
tionship between  county  health  department  and 
school  health  services.  There  is  reason  to  believe 
that  public  health  services  were  much  more  likely 
than  private  services  to  have  been  underenu- 
merated. This  is  because,  first,  the  interview 
schedule  used  specifically  listed  each  type  of 
private  health  service  but  listed  public  health 
services  under  a general  head;  enumerators  were 
instructed  to  indicate  verbally  to  the  respondent 
the  major  types  of  public  health  services  in  the 
county.  Second,  there  is  reason  to  believe  that 
respondents  were  not  always  aware  of  all  the 
public  health  services  received  by  members  of 
their  family,  such  as  those  received  by  children 
at  school,  or  had  some  tendency  not  to  recall 
such  services.  For  example,  use  of  school  doctor 
(and/or  dentist)  was  reported  for  67.4  per  cent  of 
the  children  aged  five  to  seventeen  in  Cortland 
and  67.9  per  cent  of  the  same  group  in  Oswego. 
The  fact  that  16  per  cent  of  the  respondents  were 
male  heads  may  also  be  a factor  in  determining 
the  completeness  of  the  data  on  public  health 
services. 

Taking  the  public  health  services,  as  defined, 
for  all  sources  combined — that  is,  school,  town 
or  village,  county,  and  State — 55.6  per  cent  of  the 
families  in  Cortland  were  reported  as  having  one 
or  more  members  using  one  or  more  such  services 
as  against  50.2  per  cent  in  Oswego.  For  indi- 
viduals one  year  of  age  and  over  during  the  same 
twelve-month  period  the  percentages  were  35.4 
for  Cortland  and  31.2’for  Oswego. 

The  utilization  of  specific  types  of  public 
health  services  during  the  enumerated  period  was 
significantly  higher  in  Cortland,  which  has  a 
county  health  department,  than  in  Oswego  for  all 
but  chest  x-ray.  Use  of  chest  x-ray  clinics  during 
the  year  was  reported  for  17.2  per  cent  of  persons 
aged  fifteen  and  over  in  Cortland  against  21.0 
per  cent  in  Oswego.  This  includes  the  mass  x-ray 
program.  It  is  recognized  that  annual  campaigns 


338 


LARSON  ET  AL. 


[N.  Y.  State  J.  M. 


result  in  considerable  differences  in  coverage  for 
any  two  areas  within  a given  year. 

Use  of  public  health  nursing  service  was  re- 
ported by  9.2  per  cent  of  the  Cortland  but  none  of 
the  Oswego  sample  families.  An  additional  4.4 
per  cent  of  the  Cortland  families  reported  school 
nurse  services  to  one  or  more  family  members, 
some  of  which  may  have  been  by  county  health 
department  nurses  due  to  the  enumerative  prob- 
lem mentioned  before.  All  public  health  nursing 
visits  for  infants  under  one  year  are  excluded  in 
the  above  data. 

Use  of  a clinic  other  than  chest  x-ray  was  re- 
ported for  6.6  per  cent  of  the  persons  in  Cortland 
against  0.5  per  cent  in  Oswego. 

Preventive  Prentices. — The  vaccination  and 
immunization  record  for  children  aged  one 
through  fourteen  reveals  certain  marked  con- 
trasts between  the  two  counties  for  all  but 
whooping  cough.  The  proportion  of  this  age 
group  reported  as  ever  having  received  such  pro- 
tection was  as  follows : 


Diphtheria  immuniza- 

Cortland 

Oswego 

tion 

78.2 

59.5 

Smallpox  vaccination 

61.1 

50.0 

Tetanus  immunization 
Whooping  cough  vac- 

62.5 

26.0 

cination 

51.2 

.50.8 

None  of  the  above  four 

15.0 

25.2 

The  proportion  having  but  a single  type  of 
vaccination  or  immunization  was  9.6  per  cent  in 
Cortland  against  19.5  per  cent  in  Oswego.  All 
four  types  were  reported  for  31.4  per  cent  of  the 
Cortland  as  against  14.1  per  cent  of  the  Oswego 
children. 

Factors  Related  to  Use  Patterns 

Family  and  individual  utilization  of  health 
resources  for  the  two  counties  is  being  analyzed 
in  relation  to  such  factors  as  residence,  occupa- 
tion, age  and  sex,  income,  education,  socioeco- 
nomic status,  social  participation,  and  opinions 
about  the  adequateness  of  existing  resources. 
Analyses  to  date  show  the  following  relation- 
ships: 

In  both  counties  a somewhat  smaller  proportion 
of  country  than  of  village  families  made  any  use 
of  a general  physician  during  the  year:  85.6  for 
the  country  against  90  per  cent  for.  village  in 
Cortland  and  88.4  for  country  against  94.1  per 
cent  for  village  in  Oswego.  However,  more 
country  than  village  families  used  some  type  of 
public  health  service  (including  those  of  the 
school).  A higher  proportion  of  country  than  of 
village  families  used  a hospital.  For  none  of  the 
other  services  were  the  two  counties  consistent 


with  each  other  as  to  the  country-village  difference 
in  family  use  rate. 

Within  the  country  areas  of  both  counties, 
there  were  differences  between  full-time  farmers 
and  “rural  residents.”  In  both  counties,  fewer 
farm  families  used  medical  specialists  or  hospitals, 
and  fewer  farm  families  made  use  of  some  type  of 
health  care  service.  However,  the  two  counties 
were  not  in  agreement  with  each  other  as  to 
farmer-“rural  resident”  differences  in  use  of  gen- 
eral physician,  dentist,  or  public  health  resources. 

These  analyses  are  showing  that  a higher  per- 
centage of  the  middle  and  higher  income  than  of 
the  lower  income  families  used  the  various  types 
of  health  resources. 

Preliminary  examination  shows  that  unbroken 
families  with  children  of  preschool  and  school  age 
were  more  likely  to  use  a general  physician,  a 
dentist,  public  health  services,  and  a hospital 
than  were  the  older  families  (children  aged 
twenty  and  over  or  no  children  and  wife  aged 
forty  and  over)  and  the  broken  families. 

The  limited  proportion  of  families  using  no 
services  was  almost  exclusively  the  childless  older 
families  and  broken  families. 

Age  and  sex  were  found  to  make  significant 
differences  in  the  use  pattern  of  individuals. 
In  general,  for  adults  the  rate  of  use  was  higher 
for  females  than  for  males. 


Knowledge  of  Public  Health  Services 


When  asked  “What  public  or  tax-supported 
health  services  in  this  county  do  you  happen  to 
know  of?,”  65.2  per  cent  of  the  respondents  in 
Cortland  said  they  knew  of  the  county  health 
department,  61.2  said  they  knew  of  school  nurse 
or  school  doctor,  and  19.2  per  cent  knew  of  none. 
In  Oswego,  6 per  cent  knew  of  the  district  health 
office,  28.4  per  cent  said  they  knew  of  the  town 
(or  village)  health  officer,  48.6  per  cent  knew  of  the 
school  nurse  or  doctor,  and  39.4  per  cent  said 
they  knew  of  no  public  health  service.  (The  list 
of  services  present  was  read  to  the  respondent.) 

Some  contact  with  the  county  health  depart- 
ment was  reported  for  37.8  per  cent  of  the  Cort- 
land families;  neither  the  nature  of  the  contact 
nor  the  time  of  contact  was  called  for  by  the 
question  asked.  Four  per  cent  in  Oswego  re- 
ported contact  with  the  District  Health  Office. 

Respondents  in  Cortland  who  said  they  knew 
of  the  county  health  department  were  asked  what 
its  two  or  three  most  important  services  were. 
Nursing  service  and  clinics  were  most  frequently 
mentioned.  In  general,  the  answers  indicated  a 
rather  high  level  of  correct  information,  but  with 
11  per  cent  stating  “aid  to  indigent  families” 
and  14  per  cent  saying  “don’t  know.” 
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Sources  of  Information  About  Health 
Practices 

One  question  asked  was,  ‘ ‘In  general,  where  do 
you  get  helpful  information  about  health  prac- 
; tices?”  A check  list  of  sources  was  shown  to  the 
j respondent.  The  percentage  checking  each 
source  was  as  follows: 


To  the  question,  “Do  you  think  there  are 
enough  dentists  in  the  locality?,”  respondents 


said: 

Cortland 

Oswego 

Yes 

67.6 

65.6 

No 

23.1 

17.9 

Don’t  know 

9.3 

16.5 

Cortland 

Oswego 

Family  doctor 

91.9 

83.9 

Magazine  articles 

43.9 

26.4 

Books,  bulletins,  local 
meetings 

33.3 

30.4 

Radio 

30.5 

11.8 

Relatives 

30.1 

26.1 

Public  health  workers 

27.2 

5.0 

Local  newspapers 

18.3 

21.1 

Public  schools 

12.6 

5.7 

Neighbors  or  other 
friends 

11.4 

11.8 

Don’t  know 

1.1 

No  source  reported 

0.4 

1.1 

When  then  asked,  “Of  all  the  ways  we  have 
just  mentioned,  what  one  do  you  depend  on 
most?,”  the  family  doctor  was  way  at  the  top, 
getting  82.5  per  cent  of  the  mentions  in  Cortland 
and  74.4  per  cent  in  Oswego.  When  asked, 
“Which  is  next  in  importance?”,  relatives  and 
public  health  workers  ranked  highest  in  Cortland, 
while  in  Oswego  books,  bulletins,  and  local 
meetings  combined  were  most  frequently  cited. 
The  health  education  work  of  a particular  organi- 
zation or  program  which  uses  radio,  newspaper, 
or  other  media  of  communication  does  not  neces- 
sarily show  up  directly  in  the  answers  to  such 
questions. 


Opinions 

In  order  to  get  something  of  the  consumers’ 
point  of  view  on  the  health  resource  situation  in 
these  counties,  certain  opinion  questions  were 
asked.  In  interpreting  the  answers,  it  must  be 
remembered  that  the  majority  of  respondents 
were  women. 

Answers  to  the  question,  “Do  you  think  there 
are  enough  hospital  facilities  in  this  locality?,” 
were  as  follows: 


Cortland 

Oswego 

Yes 

48.2 

30.1 

No 

42.5 

58.8 

Don’t  know 

9.3 

11.1 

On  the  question, 

“Do  you  think 

there  are 

enough  doctors  in 

this  locality?,”  the  answers 

were: 

Cortland 

Oswego 

Yes 

46.6 

41.2 

No 

49.8 

50.9 

Don’t  know 

3.6 

7.9 

Half  or  more  of  the  respondents  in  each  county 
had  some  suggestion  on  the  question,  “Are  there 
some  things  that  should  be  done  in  this  area  to 
improve  the  health  and  medical  care  for  the 
people?.”  Suggestions  covered  a wide  range  of 
health  resources  and  activities.  Those  expressed 
most  frequently  may  be  summarized  as  follows: 

Need  a local  hospital 
Need  additional  hospital  facilities 
Need  more  doctors  in  rural  areas — in  this  com- 
munity (present  doctors  are  overworked,  etc.) 
Want  doctors  to  make  home  calls 
Too  long  waits  for  dental  appointments 
Need  a dentist  in  this  community 
Need  more  public  health  services — clinics,  nurses 
Need  more  inspection  and  regulation 
Need  more  health  education 

Need  garbage  and  sewage  disposal  assistance  or 
facilities 

The  opinions  appear  to  have  been  sharply 
affected  by  situations  in  the  immediate  commu- 
nity. Whether  or  not  the  opinions  are  correct, 
they  represent  the  situation  as  the  people  see  it. 

Summary 

While  it  is  not  possible  at  this  time  to  present 
details  on  the  relationship  of  many  factors  to 
family  and  individual  utilization  of  health  re- 
sources in  the  two  counties,  the  data  presented 
suggest : 

1.  Use  patterns  of  private  health  resources  by 
the  rural  people  of  a county  are  not  closely  related 
to  county  indices  of  available  resources  when  the 
indices  are  based  only  on  the  resources  located 
within  the  county  and  do  not  take  account  of  the 
availability  of  resources  outside  the  county  or  of 
the  distribution  of  resources  within  the  county. 

2.  Use  patterns  of  public  health  resources  by 
rural  people  are  closely  related  to  availability  of 
services  within  a local  county  and  community 
area. 

3.  Use  patterns  of  families  and  individuals 
will  be  found  to  vary  significantly  when  related 
to  some  factors,  for  example,  with  income,  sex, 
and  age. 

4.  Rural  families  give  highest  prestige  to  the 
family  doctor  as  a source  of  health  information 
but  also  use  a variety  of  other  sources. 

5.  Public  health  education  will  need  to  utilize 
more  than  the  usual  public  health  channels  to 
have  maximum  effectiveness. 
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6.  Rural  people  would  like  to  see  improve- 
ments in  their  local  health  resource  situation, 
with  suggestions  varying  according  to  community 
situations. 

7.  Methodologically,  this  exploratory  study 
indicates  that  the  enumerative  survey  method, 
using  trained  interviewers,  can  be  a satisfactory 
method  of  obtaining  data  on  the  family  utiliza- 
tion of  health  resources  but  that  special  precau- 
tions need  to  be  taken  to  get  complete  coverage  on 
certain  types  of  public  health  services. 

A complete  report  on  this  study  is  to  be  pub- 
lished by  the  Cornell  Agricultural  Experiment 
Station. 

Discussion 

Ray  D.  Champlin,  M.D.,  Syracuse  (By  invitation). 
— The  study  presented  indicates  the  need  for  fur- 
ther explanation  of  the  survey  method  for  obtaining 
information  that  will  be  of  value  in  determining  the 
effectiveness  of  health  programs  that  may  be  meas- 
ured by  the  reactions  of  the  “consumers”  of  the 
programs. 

Information  obtained  could  be  checked  for  ac- 
curacy against  the  records  of  the  Health  Depart- 
ment. 

During  the  twelve-month  period  covered  in  the 
study  of  Cortland  County,  9.2  per  cent  of  the 
families  reported  having  received  public  health 
nursing  service.  The  inclusion  of  service  to  infants 
under  one  year  of  age  would  increase  this  ratio. 
Since  over  50  per  cent  of  the  families  did  contain 
children,  the  concentration  of  service  no  doubt  was 
received  by  those  with  preschool  and  school  children. 
There  is  an  increasing  demand  for  bedside  nursing 


care  which  is  difficult  to  provide  with  a limited 
nursing  staff. 

It  is  reported  that  37.8  per  cent  of  the  Cortland 
families  have  had  contact  with  the  County  Health 
Department.  This  may  not  have  occurred  during 
the  twelve-month  period. 

This  would  seem  to  indicate  the  impact  that  the 
Health  Department  has  upon  the  community.  In 
this  county  the  indication  of  the  educational  effect 
of  organized  health  services  may  be  reflected  in  the 
fact  that  27  per  cent  of  the  families  obtain  informa- 
tion about  health  practices  from  public  health  work- 
ers as  contrasted  with  5 per  cent  for  Oswego  County. 

The  family  physician  is  a very  important  factor 
in  the  health  education  of  rural  families  as  indicated 
by  the  fact  that  better  than  80  per  cent  of  the  families 
rely  upon  him  for  information  and  advice. 

In  the  development  and  extension  of  health  pro- 
grams, it  is  extremely  important  that  consideration 
be  given  to  the  “consumer’s”  reaction  which  should 
be  a basic  factor  in  the  evaluation  of  the  effectiveness 
of  such  programs.  There  is  developing  a definite 
attitude  of  tax  consciousness  on  the  part  of  the  tax- 
payer. This  attitude  is  reflected  in  the  demand  on 
the  part  of  appropriating  bodies  for  budget  limita- 
tion. There  will  be  an  increasing  need  to  provide 
justification  for  budget  increases  and  also  for  the 
continuation  of  present  expenditures.  New  pro- 
grams will  require  the  support  of  the  community. 
The  need  for  such  programs  must  be  felt  at  the  con- 
sumer level. 

The  material  presented  in  this  paper  indicates  the 
need  for  well-organized  plans  for  informing  the  pub- 
lic regarding  health  problems  in  order  to  motivate 
action  from  the  grass  roots  of  the  community  if  we 
are  to  develop  and  extend  programs  that  are  for  the 
benefit  of  the  health  of  the  individual  and  the  com- 
munity. 


MEDICAL  SURVEY  SHOWS  TREND  TOWARD  GENERAL  PRACTICE 


Student  polls  and  medical  school  programs  reveal 
a rising  trend  toward  the  general  practice  of  medi- 
cine, according  to  Dr.  Donald  G.  Anderson  of 
Chicago,  secretary  of  the  American  Medical  Associa- 
tion’s Council  on  Medical  Education  and  Hospitals. 
Dr.  Anderson  cited  statistics  gathered  for  the  coun- 
cil’s recent  survey  of  medical  education,  which  cov- 
ered the  72  approved  medical  schools  in  the  nation. 

“Student  polls  taken  over  a period  of  the  last 
three  academic  years  indicate  that  the  percentage 
of  students  planning  to  enter  general  practice  has 
increased  from  36  per  cent  to  47  per  cent,  and  that 
the  number  planning  to  specialize  has  decreased 
from  36  per  cent  to  31  per  cent,”  he  said. 

During  the  academic  year  1949-1950,  31  classes 
in  19  medical  schools  were  polled  by  their  schools  to 
determine  the  students’  plans  with  respect  to 


practice.  The  over-all  averages  for  the  students  in 
the  31  classes  were  as  follows:  47  per  cent  planned 
to  enter  general  practice  and  31  per  cent  to  spe- 
cialize; 22  per  cent  were  undecided. 

Forty-two  schools  have  programs  specifically 
designed  to  stimulate  the  interest  of  students  in 
careers  in  general  practice.  Thirteen  schools  report 
tbe  establishment  of  preceptorships  with  practicing 
physicians  as  regular  assignments  in  the  medical 
school  course,  nine  having  established  them  within 
the  last  two  years. 

Fifteen  schools  are  sponsoring  in  their  affiliated 
hospitals  internships  specifically  designed  for  pros- 
pective general  practitioners.  Twelve  schools  are 
sponsoring  residencies  in  their  affiliated  hospitals  for 
prospective  general  practitioners.  Several  other 
schools  have  similar  programs  under  consideration. 


THE  PUBLIC  HEALTH  ASPECTS  OF  HEART  DISEASE 

Herman  E.  Hilleboe,  M.D.,  and  I.  Jay  Brightman,  M.D.,  Albany,  New  York 


(From  the  New  York  State  Department  of  Health) 

THE  circumstances  under  which  the  chronic 
diseases  of  adult  life  have  displaced  the  acute 
communicable  diseases  of  youth  as  the  foremost 
public  health  problems  of  the  day  are  well  known 
to  practicing  physicians  and  health  officers. 
Heart  disease  is  outstanding  among  these  long- 
lasting  illnesses,  being  first  among  all  causes  of 
death  and  responsible  for  more  deaths  than  the 
next  four  causes  combined.  As  a contributor  to 
physical  suffering,  it  is  second  only  to  the  arthritic 
disorders. 

The  objectives  of  a public  health  program  are 
prevention  of  the  disease  in  question  and  arrest 
of  the  course  of  established  illness  through  re- 
habilitation of  patients  with  permanent  patho- 
logic changes,  promotion  of  research,  and  procure- 
ment and  training  of  personnel.  At  first  glance, 
it  seems  obvious  that  heart  disease  will  not  lend 
itself  so  readily  to  public  health  technics  as  do  the 
acute  communicable  infections,  or  even  cancer. 
However,  recent  scientific  developments  in  the 
field  of  cardiovascular  disorders  have  been  mani- 
fold and  notable  and  justify  some  degree  of  opti- 
mism. Among  the  more  outstanding  achieve- 
ments may  be  listed:  the  improved  skills  in 
cardiac  diagnosis  utilizing  angiography,  electro- 
kymography, electrocardiography,,  and  cardiac 
catheterization ; the  . Dicumarol  treatment  of 
coronary  thrombosis;  the  new  technics  in  cardiac 
surgery  for  congenital  defects;  the  relation  of 
German  measles,  and  possibly  other  exanthe- 
mas, to  congenital  heart  disease;  the  value  of 
antibiotics  in  rheumatic  fever;  the  role  of  the  low 
sodium  diet  in  the  management  of  hypertension, 
and  the  suggestive  relation  of  disturbed  choles- 
terol metabolism  to  arteriosclerosis.  In  addition, 
several  pilot  studies  have  led  to  improved  meth- 
ods of  managing  the  cardiac  patient  from  the 
.socioeconomic  aspect  which  is  so  closely  related 
to  the  medical.  Among  these  are  the  medical 
social  work  approach  striving  for  a better  adjust- 
ment to  the  illness  by  both  the  patient  and  his 
family;  the  development  of  “home  care”  serv- 
ices, providing  a patient,  who  might  otherwise 
be  hospitalized,  with  medical  and  ancillary  serv- 
ices in  the  more  pleasant  environment  of  his  own 
home,  and  at  greatly  reduced  costs,  and  the  rec- 
ognition that  many  cardiac  patients  will  do  well 
on  regular,  though  possibly  limited,  work  reg- 
imens. 

Presented  at  the  144th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Public  Health,  Hygiene,  and  Sanitation,  May  10,  1950. 


The  control  of  a disease  is  dependent  upon  the 
widespread  application  of  existing  knowledge, 
coupled  with  continued  research  along  the  more 
promising  lines.  Many  technics  of  a control  pro- 
gram can  readily  be  administered  by  the  prac- 
ticing physician;  others  require  a community  ap- 
proach. It  is  desirable  to  review  the  over-all 
problem  of  heart  disease  to  determine  how  the 
resources  of  the  practicing  physician,  the  health 
officer  and  his  staff,  and  the  voluntary  medical 
and  social  agencies  of  the  community  can  be 
welded  into  a comprehensive  program  leading  to 
prevention,  early  diagnosis,  adequate  treatment, 
and  rehabilitation  in  the  field  of  the  cardiovas- 
cular disorders. 

Fortunately,  increasing  interest  in  this  field 
has  resulted  in  the  availability  of  funds  for  both 
research  and  service  programs.  As  a result  of  the 
National  Heart  Act  passed  two  years  ago,  Federal 
funds  are  contributed  by  the  United  States  Public 
Health  Service  as  grants-in-aid  to  the  states  for 
service  programs  and  direct  grants  to  hospitals 
and  medical  schools  for  research.  The  develop- 
ment of  the  American  Heart  Association  into  a 
major  voluntary  health  agency  has  resulted  in  the 
establishment  of  many  local  heart  associations 
with  good  potentialities  for  fund-raising  and  serv- 
ices to  communities. 

Preventive  Measures 

Specific  preventive  measures  are  available  only 
for  the  less  frequently  encountered  forms  of  heart 
disease  such  as  those  attributable  to  syphilis, 
vitamin  deficiency,  diphtheria,  and  hyperthy- 
roidism. The  continued  decline  in  the  frequency 
of  heart  disease  from  these  causes  is  a tribute  to 
advances  in  medical  care  and  public  health  prac- 
tice. The  lack  of  precise  information  regarding 
the  etiologic  factors  associated  with  the  more  fre- 
quent forms  of  heart  disease  has  forestalled  the 
development  of  specific  and  dependable  measures 
for  prevention.  Nevertheless,  we  do  have  certain 
leads  which,  if  applied  on  a large  scale,  offer  a 
reasonable  expectation  of  preventing  at  least  a 
fraction  of  the  current  total  of  heart  disease  cases 
and  retarding  the  course  of  others.  The  more 
important  leads  may  be  listed  as  follows : 

1.  Congenital  Heart  Disease.  The  re- 
cent establishment  of  the  relationship  between 
certain  cases  of  congenital  heart  disease  and  the 
occurrence  of  German  measles  during  the  first 
trimester  of  pregnancy  has  outlined  a specific 
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approach  to  part  of  the  congenital  heart  disease 
problem.  Because  of  this  development,  German 
measles  has  again  been  made  a reportable  disease, 
and  investigations  are  now  under  way  regarding 
prevention  of  the  disease  in  early  pregnancy, 
through  active  or  passive  immunization.  While 
awaiting  the  development  of  definitely  effective 
measures  in  this  field,  the  public  educational 
activities  of  a community  program  may  well 
stress  the  avoidance  of  exposure  of  pregnant 
women  to  cases  of  German  measles.  It  is  possible 
that  other  infectious  diseases  may  produce  a 
similar  effect,  if  they  occur  during  the  first  tri- 
mester of  pregnancy. 

2.  Rheumatic  Heart  Disease.  Although 
the  specific  cause  of  rheumatic  fever  is  not  known, 
its  association  with  hemolytic  streptococcic  in- 
fections is  unquestioned  by  most  students  of  the 
subject.  Preventive  measures  directed  at  rheu- 
matic heart  disease  are  twofold:  the  prevention 
of  hemolytic  streptococcic  infections  with  conse- 
quent reduction  of  the  number  of  bouts  of  active 
rheumatic  fever  which  would  ordinarily  follow, 
and  early  detection  and  adequate  care  of  the  pa- 
tient in  the  active  stage  of  rheumatic  fever  so 
that  the  degree  of  cardiac  damage  will  be  mini- 
mized. The  first  phase  involves:  general  public 
health  measures  to  eliminate  hemolytic  strep- 
tococcic infections  in  the  general  population 
through  control  of  milk-  and  food-borne  epidem- 
ics; the  prophylactic  use  of  antibiotics  during 
those  periods  of  the  year  when  hemolytic  strep- 
tococcic infections  are  most  prevalent,  and  re- 
moval of  rheumatic  patients  to  parts  of  the 
country  where  hemolytic  streptococcic  infections 
are  less  apt  to  be  encountered.  The  second  phase 
calls  for  the  establishment  of:  the  necessary 
facilities  to  assure  the  periodic  re-examination 
of  all  persons  who  have  suffered  bouts  of  rheu- 
matic fever ; the  follow-up  services  to  assure  that 
these  patients  remain  under  observation,  and 
hospital  or  convalescent  home  facilities  for  the 
care  of  patients  with  acute  rheumatic  fever  whose 
home  conditions  do  not  allow  for  adequate  care. 

3.  Subacute  Bacterial  Endocarditis. 
The  development  of  subacute  bacterial  endo- 
carditis has  been  shown  to  be  associated  with  the 
entrance  of  bacteria  into  the  blood  stream  follow- 
ing oral  and  pharyngeal  surgery  and  the  estab- 
lishment of  these  bacteria  upon  heart  valves  pre- 
viously damaged  by  congenital,  rheumatic,  or 
syphilitic  heart  disease.  Obviously,  prevention 
lies  with  measures  directed  at  avoiding  the  enr 
trance  of  bacteria  into  the  blood  stream.  Suc- 
cessful results  have  been  reported  following  the 
administration  of  antibiotic  drugs  prior  to  and 
immediately  subsequent  to  oral  or  pharyngeal 
surgery.  A community  program  should  strive  to 


educate  patients  with  congenital,  rheumatic,  and 
syphilitic  heart  disease  to  be  certain  to  advise 
dental  or  oral  surgeons  of  their  cardiac  status 
when  surgery  is  contemplated,  and  also  to  bring 
about  an  increasing  awareness  on  the  part  of  the 
dental  and  medical  professions  regarding  the  need 
to  determine  the  cardiac  status  and  the  need  for 
antibiotic  therapy  prior  to  surgery. 

4.  Arteriosclerotic  and  Hypertensive 
Heart  Disease.  Arteriosclerosis  and  essential 
hypertension  are  the  most  common  causes  of 
heart  disease  in  the  adult  population.  The  etio- 
logic  factors  of  these  disorders  are  considered  to 
be  quite  separate,  but  they  are  discussed  together 
because  of  their  frequent  association  and  also  be- 
cause the  approach  to  each  is  through  general 
health  measures. 

(a)  Obesity  Control — Excess  weight  may  be 
deleterious  to  the  potential  or  actual  cardiac  pa- 
tient in  several  ways.  The  excess  accumulation 
of  fat  in  the  subcutaneous  portions  of  the  body 
throws  an  additional  workload  upon  the  heart, 
calling  upon  it  to  do  more  work  for  a given  amount 
of  productivity.  The  accumulation  of  fat  in  the 
heart  itself  interferes  with  the  cardiac  function 
through  interference  with  the  cardiac  circulation 
and  with  the  contractility  of  the  muscle  fibers. 
Obviously,  where  the  arteries  of  the  heart  have 
been  narrowed  to  any  extent  by  an  arteriosclerotic 
process,  these  effects  will  be  exaggerated. 
Whether  the  actual  accumulation  of  fat  in  the 
body  affects  the  arteriosclerotic  process  itself  is 
not  definitely  known.  A direct  relationship  be- 
tween obesity  and  hypertension  has  been  indi- 
cated by  several  studies.  A reduction  in  weight 
is  frequently  associated  with  a lowering  of  the 
blood  pressure,  particularly  in  the  earfy  stages  of 
the  course. 

Theoretically,  obesity  of  the  exogenous  type 
should  be  relatively  simple  to  control.  Neverthe- 
less, many  overweight  patients  do  not  seek  their 
physician’s  advice  regarding  weight  reduction, 
and  many  who  do  fail  to  maintain  their  lowered 
weight  for  extended  periods  of  time.  Obesity  con- 
trol may  be  assisted  through  general  public 
health  educational  measures  directed  at  personal 
hygiene  and  dietary  advice;  nutritional  services 
to  assist  physicians  in  the  dietary  management  of 
their  patients,  and  possibly  the  development  of 
obesity  clinics  or  discussion  groups  led  by  nutri- 
tionists or  public  health  nurses,  to  which  doctors 
might  refer  their  recalcitrant  patients.  Obese 
persons  meeting  weekly  have  been  shown  to  de- 
velop a competitive  spirit  in  their  efforts  to 
achieve  the  optimal  results  of  the  dietary  regimens. 
(The  formation  of  an  organization  known  as 
“Obesity  Anonymous”  has  been  suggested.) 

(b)  Special  Dietary  Measures— (/)  The  rice 
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and  low  sodium  diets — Although  not  universally 
accepted,  there  is  considerable  evidence  that  the 
application  of  the  Kempner  rice  diet  and  the  low 
sodium  diet  are  of  value  in  effecting  a reduction  in 
blood  pressure  levels  in  hypertensive  patients. 
These  diets  require  special  skills  in  preparation 
and  administration,  and  a community  service 
offering  nutritional  aid  to  both  physician  and  pa- 
tient for  the  institution  of  these  diets  may  be  a 
useful  contribution  to  the  heart  program. 

(2)  Low  Cholesterol  Diets — There  is  consider- 
able experimental  evidence  regarding  the  rela- 
tionship of  animal  cholesterol  intake  to  the  de- 
velopment of  arteriosclerosis.  Clinically,  there  is 
suggestive  evidence  of  a disturbance  in  cholesterol 
metabolism  in  patients  with  arteriosclerosis,  but 
the  relationship  to  cholesterol  intake  is  still  far 
from  clear.  Nevertheless,  some  physicians  con- 
sider it  wise  to  limit  the  ingestion  of  animal 
cholesterol  among  those  who  show  early  evidences 
of  arteriosclerosis  or  whose  families  have  a high 
prevalence  of  this  condition.  Here  again,  low 
cholesterol  diets  require  special  knowledge  re- 
garding both  preparation  and  administration,  and 
the  provision  of  nutritional  services  may  be  of 
great  value. 

(c)  Diabetes  Detection — The  inclusion  of  dia- 
betes detection  and  control  activities  as  part  of 
the  heart  disease  program  suggests  itself  because 
of  the  high  incidence  of  arteriosclerotic  complica- 
tions among  diabetes  patients.  The  early  detec- 
tion of  diabetes  can  be  accomplished  through 
general  educational  measures  encouraging  peri- 
odic individual  examinations,  and  through  mass 
examinations  of  patients  by  diabetes  or  multiple 
disease  screening  tests. 

(d)  Mental  Health — The  psychosomatic  as- 
pects of  hypertension  and  hypertensive  heart 
disease  have  received  much  attention  of  late. 
The  development  of  community  mental  health 
programs,  in  which  there  is  much  interest  at  the 
present  time,  has  the  potentiality  of  doing  much 
toward  assisting  hyper-reactors  in  making  better 
adjustments  to  unfavorable  circumstances. 

(e)  Surgery — Highly  technical  surgical  pro- 
cedures, involving  interruption  of  the  sympa- 
thetic nerves,  have  been  developed  and  have  been 
found  to  influence  favorably  the  cause  of  hyper- 
tension in  selected  patients.  Unfortunately,  the 
procedure  is  quite  costly  to  the  patient,  often  re- 
quires two  stages  for  its  completion,  involves  long 
periods  of  hospitalization,  and  is  frequently  fol- 
lowed by  the  development  of  orthostatic  hypoten- 
sion, thus  preventing  the  patient  from  returning 
to  useful  occupation  for  a considerable  time.  In 
addition,  only  the  larger  medical  centers  are  per- 
forming this  type  of  surgery. 

When  the  surgical  approach  is  indicated,  a 
community  heart  program  could  well  be  of  as- 


sistance in  obtaining  financial  aid  for  surgical  and 
hospital  fees  for  persons  under  considerable 
financial  stress,  and  in  making  provision  for  the 
patient  and  his  family  regarding  housekeeping, 
recreational  activities,  and  vocational  guidance 
during  the  long  period  of  convalescence. 

Early  Diagnosis  and  Treatment 

Public  health  measures  for  the  retardation  of 
the  course  of  existing  heart  disease  may  be  classi- 
fied in  three  categories:  (1)  early  case-finding,  (2) 
assistance  to  practicing  physicians,  and  (3)  as- 
sistance to  patients. 

1.  Early  Case-Finding.  Early  case  finding 
is  dependent  upon  public  health  educational 
activities  encouraging  frequent  examinations,  and 
upon  the  development  of  facilities  whereby  such 
examinations  can  be  carried  out.  The  objective 
is  obviously  the  detection  of  cases  of  heart  disease 
in  their  earliest  possible  stages  so  that  the  subse- 
quent course  may  be  arrested  or  retarded  and  the 
patient  allowed  to  live  a useful  life  within  the 
limits  of  his  capacity.  It  should  be  stressed  that 
positive  findings  are  of  great  value  in  suggesting 
the  need  for  a therapeutic  regimen,  but  that 
negative  findings  unfortunately  do  not  guarantee 
the  absence  of  heart  disease.  Our  diagnostic  aids 
are  not  yet  sufficiently  sensitive  to  detect  all 
latent  abnormalities  which  later  on  may  progress 
to  acute  or  chronic  heart  disease  a short  or  long 
time  after  the  examination. 

The  following  procedures  enter  into  the  “early 
case-finding”  phase  of  the  heart  disease  pro- 
gram : 

(а)  Follow-up  of  infants  whose  birth  certifi- 
cates noted  evidences  of  congenital  heart  mal- 
formations and  also  of  infants  born  of  mothers 
who  contracted  German  measles  or  other  infec- 
tious diseases  during  the  first  trimester  of  preg- 
nancy. 

(б)  Child  health  conferences  for  infants  and 
preschool  children. 

(c)  School  health  examinations. 

(d)  Industrial  pre-employment  and  follow-up 
examinations. 

(e)  Insurance  examinations. 

(/)  Detection  clinics.  Many  communities  are 
now  operating  cancer  detection  clinics.  Although 
complete  examinations  are  performed  at  these 
clinics,  the  current  emphasis  is  on  the  presence  of 
cancer.  Special  emphasis  upon  the  cardiac  exam- 
ination by  qualified  examiners  can  result  in  the 
detection  of  early  evidences  of  heart  disease. 

(g)  Review  of  chest  films  taken  as  part  of  mass 
x-ray  examinations  for  tuberculosis  or  as  part  of 
multiple  disease  screening  operations. 

(h)  Periodic  health  examinations  by  the 
family  physician.  This  is  a phase  of  the  program 
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which  has  the  greatest  potentiality  for  reaching 
the  largest  number  of  patients.  More  and  more 
physicians  are  becoming  interested  in  this  pre- 
ventive phase  of  medical  practice,  and  continued 
public  health  educational  activities  will  increase 
the  flow  of  persons  to  their  physicians  for  this 
purpose. 

2.  Assistance  to  Practicing  Physicians. 
The  medical  management  of  the  cardiac  patient  is 
the  responsibility  of  his  attending  physician.  The 
community  heart  program  can  be  of  assistance  to 
the  practicing  physician  in  the  following  ways : 

(а)  Consultation  Service — In  some  areas  of 
the  State,  consultation  service  by  qualified  cardiol- 
ogists is  not  readily  available  to  the  general  prac- 
titioner. In  other  instances,  economic  barriers 
have  prevented  the  physician  from  obtaining 
consultation  service  when  he  felt  it  was  indicated. 
Consultation  services  may  be  provided  by  the 
establishment  of  diagnostic  clinics  at  the  major 
medical  centers  to  which  physicians  may  refer 
those  patients  whom  they  would  consider  eligible 
for  this  service.  In  rural  areas,  consultations  can 
be  provided  as  part  of  a regional  service  whereby 
qualified  cardiologists  from  the  larger  medical 
centers  would  visit  the  rural  hospitals  periodically 
to  review  cardiac  problems  with  the  physicians  of 
the  area. 

(б)  Diagnostic  Facilities,  Including  Labora- 
tory Services — Some  of  the  procedures  required 
for  the  complete  evaluation  of  the  cardiac  pa- 
tient are  of  such  a nature  as  not  to  be  readily 
available  in  the  private  doctor’s  office.  In  other 
instances,  the  nature  of  the  specialized  procedure 
requires  both  hospital  care  and  performance  by 
doctors  specially  trained  in  the  technic.  These 
include  the  electrocardiogram,  the  cardiac  tele- 
roentgenogram with  specialized  variations  such 
as  the  electrokymogram  and  angiogram,  and  the 
cardiac  catheterization  with  determination  of  the 
pressures  and  blood  oxygen  contents  of  the 
various  chambers  of  the  heart.  In  addition, 
special  laboratory  procedures  may  be  required  by 
the  physician.  These  include  biochemical  tests 
used  in  following  patients  on  the  newer  dietary 
regimens,  and  the  tests  for  prothrombin  time 
which  are  required  daily  for  patients  on  Di- 
cumarol  therapy.  Although  these  laboratory 
procedures  are  available  at  the  larger  hospitals  in 
the  State,  they  have  not  yet  been  fully  developed 
at  many  of  the  smaller  institutions. 

(c)  Nutrition  Services — The  desirability  of 
providing  the  services  of  nutritionists  to  assist  the 
physicians  in  the  application  of  special  diets  or  for 
general  obesity  control  has  been  referred  to  pre- 
viously. 

( d ) Professional  Education — The  physicians 
engaged  in  the  general  practice  of  medicine  ap- 


preciate the  need  of  being  kept  informed  regarding 
recent  advances  in  the  various  clinical  specialties. 
This  aspect  of  the  program  can  be  achieved  in  one 
of  the  following  ways:  (1)  lectures  on  heart  dis- 
ease before  county  medical  society  meetings  and 
hospital  staff  conferences  by  outstanding  authori- 
ties in  the  field ; (2)  one-day  regional  institutes  on 
heart  disease,  and  (3)  refresher  courses  on  heart 
disease  offered  by  regional  medical  centers  on  an 
intensive  basis.  During  the  first  six  months  of 
1949,  193  physicians  in  New  York  State  attended 
courses  in  cardiovascular  disease  offered  by  the 
medical  schools  and  hospitals  of  the  State,  under 
fellowships  provided  by  the  New  York  State  De- 
partment of  Health.  The  Medical  Society  of  the 
State  of  New  York  served  as  a cosponsor  for  these 
courses,  as  did  the  New  York  City  Department 
of  Health  for  the  courses  offered  in  that  city. 
Questionnaires  returned  by  the  enrolled  physi- 
cians indicated  that  there  was  considerable  ap- 
preciation, both  for  the  offering  of  the  courses  and 
for  the  fellowship  allowances.  The  majority  of 
those  answering  the  questionnaires  indicated  that 
they  would  like  to  repeat  such  a course  in  two  to 
five  years.  Similar  courses  are  being  offered  by 
the  medical  schools  during  1950,  and  it  appears 
that  the  number  of  physicians  taking  them  under 
the  fellowship  plan  will  be  about  150. 

3.  Assistance  to  Patients  and  Their 
Families.  The  community  heart  program  has 
much  to  offer  the  cardiac  patient  and  his  family. 
The  public  health  nurse  assists  by  interpreting 
the  physician’s  instructions  to  the  family  and 
may  also  give  bedside  care.  The  medical  social 
worker  explains  the  nature  of  the  problem  to  the 
patient  and  his  family  and  attempts  to  secure  a 
more  satisfactory  adjustment  to  the  changed 
social  and  economic  circumstances.  She  also 
helps  in  bringing  to  the  family  the  services  of  any 
community  social  agencies  which  might  be  of 
value  in  the  particular  case.  Provision  of  house- 
keeping services  may  make  the  difference  between 
the  ability  of  the  patient  to  remain  at  home  or  to 
require  referral  to  a hospital  or  convalescent 
home.  The  provision  of  medical  and  nursing 
care,  physiotherapy,  related  therapies,  medical 
social  service,  and  nutrition  may  well  be  offered 
to  the  cardiac  patient  in  his  home  as  part  of  a 
“home  care”  service  program  operated  as  an  ex- 
tension service  from  the  hospital.  This  type  of 
service  has  been  well  developed  at  the  Monte- 
fiore  Hospital  in  New  York  City  and  at  some  of 
the  institutions  operated  by  the  New  York  City 
Department  of  Hospitals.  Under  this  plan,  pa- 
tients requiring  prolonged  bed  care  can  often  be 
transferred  from  the  hospital  to  their  homes,  thus 
reducing  the  costs  of  care  to  the  patient’s  family 
or  to  the  community  and  making  hospital  beds 
available  for  other  purposes. 
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Finally,  it  is  the  responsibility  of  the  commun- 
ity to  be  certain  that  adequate  facilities  for  con- 
valescent care  are  available  to  cardiac  patients. 
The  problems  involved  include  the  establishment 
of  an  adequate  number  of  convalescent  home 
beds,  the  maintenance  of  these  beds  at  satisfac- 
tory standards,  and  the  provision  to  cover  the 
I costs  of  such  convalescent  care  for  patients  in 
! financial  stress.  While  the  per  diem  cost  of  such 
care  is  much  lower  than  the  cost  of  hospital  care, 
the  long  periods  for  which  convalescent  care  is 
often  required  frequently  make  these  services  un- 
available to  the  lower  and  middle  income  groups. 

Rehabilitation  of  the  Cardiac  Patient 

The  problem  of  the  rehabilitation  of  the  cardiac 
patient  is  of  the  utmost  importance  to  himself, 
his  family,  and  the  community.  As  the  prev- 
alence of  heart  disease  continues  to  increase  with 
the  advancing  age  of  the  population,  failure  to 
provide  the  means  whereby  the  cardiac  patient 
can  make  maximal  use  of  his  residual  functional 
ability  will  throw  an  unjustifiably  high  respon- 
sibility upon  the  remainder  of  the  population. 
Recent  clinical  investigations  have  indicated  that 
a large  majority  of  patients  recover  from  their 
first  attack  of  coronary  thrombosis  and  go  on  to 
many  years  of  useful  living.  The  same  may  be 
said  for  many  patients  who  have  suffered  severe 
bouts  of  congestive  heart  failure  due  to  various 
i causes.  The  work  classification  unit  of  the 
Bellevue  Hospital  Cardiac  Clinic  in  New  York 
City  is  designed  to  evaluate  the  cardiac  reserve  of 
the  patient  seeking  employment  and  to  estimate 
his  ability  to  do  a given  type  of  work.  The 
sheltered  workshop  for  cardiac  patients,  operated 
as  part  of  Altro  Work  Shops,  Inc.  in  New  York 
| City,  provides  a service  designed  to  prove  to  the 
I cardiac  patient  that  he  can  be  productive,  and  to 
determine  his  actual  working  capacity  under 
ordinary  living  conditions.  Both  of  these  proj- 
i ects  provide  patterns  for  community  programs  in 
rehabilitation  of  the  cardiac. 

Summary 

Heart  disease  has  developed  into  a major  public 
health  problem.  It  can  best  be  solved  by  the  ap- 
I plication  of  community  efforts  that  have  proved 
to  be  effective  in  other  public  health  fields.  New 
technics  must  be  developed  as  necessary.  The 
challenge  is  not  to  eliminate  heart  disease  as  a 
cause  of  death,  for  man  must  eventually  die,  and 
the  heart  is  one  of  the  organs  most  vulnerable  to 
degenerative  processes.  Rather,  the  purpose  of 
the  heart  disease  control  program  is  to  delay  as  far 
as  possible  the  time  of  onset  of  cardiac  disorders 
f and  to  allow  the  patient  with  heart  disease  to  lead 


as  happy  and  productive  a life  as  is  compatible 
with  his  cardiac  reserve.  Our  knowledge  of  this 
subject  is  far  from  adequate.  Nevertheless,  there 
is  sufficient  information  regarding  some  phases  of 
the  problem  to  warrant  a wide-scale  approach, 
with  a reasonable  expectation  of  fruitful  return. 
A well-balanced  program  of  education,  case-find- 
ing, and  services  for  treatment  and  rehabilitation 
developed  jointly  by  the  practicing  physician, 
the  health  officer,  the  hospitals,  and  the  voluntary 
health  agencies  is  necessary  if  the  population  is  to 
gain  by  the  scientific  information  already  avail- 
able and  which  may  reasonably  be  expected  to 
emerge  as  a result  of  intensive  research  programs 
already  under  way.  Even  if  only  a small  per- 
centage of  potential  or  actual  cardiac  patients 
profit  by  this  program,  the  size  of  the  population 
at  risk  is  so  great  that  the  total  benefits  to  the 
people  will  be  well  worth  the  efforts  expended. 

Discussion 

Herman  Tamover,  M.D.,  Scarsdale. — We  are  all 
indebted  to  Dr.  Hilleboe  and  Dr.  Brightman  for 
their  most  comprehensive  and  complete  analysis 
of  the  public  health  aspects  of  heart  disease.  No 
one  could  fail  to  be  convinced  of  the  virtues  of  a well- 
organized  cardiac  program.  Each  community, 
however,  must  analyze  its  situation  and  cut  a pat- 
tern which  will  fit  its  needs.  The  local  health  de- 
partment with  its  various  subdivisions  must  be  in- 
tegrated with  the  local  health  associations  to  form  a 
well-balanced  team  that  is  capable  of  constructive, 
well-coordinated,  efficient  action. 

I for  one  am  not  in  favor  of  a detection  clinic  for 
each  organ  of  the  body.  The  tuberculosis,  cancer, 
arthritis,  diabetes,  heart  associations,  etc.,  must 
work  together  and  provide  more  economic  methods 
of  coping  with  the  public  health  problem  as  a whole. 
For  instance,  the  various  health  associations  should 
cooperate  to  provide  vocational  guidance  and  train- 
ing facilities  which  will  serve  the  entire  community 
rather  than  the  needs  of  a particular  type  of  dis- 
ability. Each  community  should  have  an  arrange- 
ment whereby  the  newer  therapies — antibiotics, 
hormones,  etc. — could  be  made  available  to  its  resi- 
dents before  they  are  generally  obtainable.  This 
could  be  a very  simple  procedure  in  some  instances 
or  extremely  complex  as  in  the  case  of  ACTH  and 
cortisone.  A consultation,  diagnostic,  and  treat- 
ment center  for  congenital  heart  disease  might  work 
hand  in  hand  with  the  pulmonary  physiology  branch 
of  the  tuberculosis  set-up.  Such  projects  would 
provide  service  for  the  community  and  be  part  of 
the  professional  education  program.  I would  like 
to  see  a policy  board  in  each  area  composed  of  the 
heads  of  the  health  associations,  the  community 
health  officer,  the  director  of  welfare,  etc.  Our  lack 
of  concerted  action  is  confusing  the  public  and 
confounding  the  profession.  There  is  no  doubt 
that  each  community  will  have  to  provide  the  serv- 
ices the  authors  have  enumerated. 


TREATMENT  OF  SYPHILIS  FROM  THE  NEW  DRUG  STANDPOINT: 
CHANGES  NECESSARY  IN  HANDLING  THE 
VENEREAL  DISEASE  PATIENT 

Bernard  I.  Kaplan,  M.D.,  and  James  Ryan,  R.N.,  Ossining,  New  York 
( From  the  Syphilis  Control  Office,  New  York  State  Department  of  Correction,  Sing  Sing  Prison ) 


ALL  of  the  material  to  be  presented  at  this 
time  represents  personal  observations 
gleaned  from  an  uninterrupted  study  conducted 
since  1938  on  inmates  with  syphilis  who  are  in- 
carcerated in  the  prisons  under  the  Department 
of  Correction  of  the  State  of  New  York.  These 
observations  have  been  presented  previously,  and 
are  not  published  in  detail  at  this  time.  No  at- 
tempt will  be  made  to  follow  any  systematic 
method  of  presentation,  but  I am  in  hopes  that  I 
can  reveal  to  you  the  several  observations  which 
will  be  of  value  to  those  of  you  who  are  engaged  in 
the  management  of  the  patient  with  syphilis  who 
is  in  attendance  at  any  of  the  clinics  under  public 
health  department  supervision.  Special  atten- 
tion will  be  given  to  the  problem  of  latent  syphilis 
with  particular  reference  to  the  serologic  outcome 
as  it  is  affected  by  various  regimens  of  therapy 
and  the  duration  of  the  disease. 

In  latent  syphilis  it  seems  safe  to  state  at  this 
time  that  no  one  of  the  intensive  regimens  of 
chemotherapy  or  the  more  recent  regimens  of 
penicillin  therapy  was  characterized  by  its  ability 
to  produce  a higher  incidence  of  seronegativity  or 
a more  rapid  fall  of  the  quantitative  serologic 
titer.  It  seems  evident  from  our  observations 
that  the  mere  achievement  of  seronegativity  is 
not  a justifiable  criterion  for  the  establishment  of 
any  regimen  as  adequate  in  the  treatment  of 
latent  syphilis.  A seronegative  outcome  in 
latency  can  be  achieved  by  all  of  these  regimens 
but  is  dependent  more  directly  upon  the  duration 
of  the  disease  prior  to  the  institution  of  therapy 
rather  than  its  type.  To  a lesser  degree  this  ap- 
plies equally  well  to  early  infectious  syphilis,  so 
that  the  failure  to  achieve  either  seronegativity 
or  a desired  arbitrary  level  following  therapy  is  no 
indication  by  itself  of  a treatment  failure. 

Following  the  institution  of  therapy  in  latent 
syphilis,  the  quantitative  serologic  titer  follows 
one  of  two  patterns.  Within  a period  of  months 
there  ensues  a precipitous  fall  after  which  the 
increment  of  fall  becomes  ever  so  much  more 
gradual,  requiring  years  in  order  to  make  ap- 
parent further  significant  decline.  On  the  other 
hand,  others  will  fail  to  show  the  initial  precipi- 
tous fall  and  will  from  the  onset  following  therapy 
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show  only  a very  gradual  downward  trend  re- 
quiring many  more  years  before  approaching 
seronegativity.  It  would  seem  that  the  im- 
portant factors  which  operate  in  deciding  which  of 
these  two  patterns  will  ensue  following  therapy  in 
any  given  instance  are  the  duration  of  the  disease 
and  its  invisible  activity  in  the  tissues  of  the  host. 
The  pattern  with  the  initial  precipitous  fall 
simulates  that  which  one  ordinarily  observes  in 
early  infectious  syphilis,  while  the  second  pattern 
is  more  characteristic  of  an  inactive  disease  in  late 
latency,  either  acquired  or  congenital.  Individ- 
uals with  low  titers  at  time  of  initial  observa- 
tion, who  have  had  previous,  therapy  of  an  in- 
adequate or  even  adequate  type,  seem  to  pre- 
dominate in  this  second  pattern,  while  early 
latents,  patients  with  superimposed  infections, 
and  instances  of  known  serologic  relapse  charac- 
teristically show  the  first  type.  Singular  mention 
is  made  at  this  point  of  the  fact  that,  in  the 
majority  of  patients  with  superimposed  infections 
and  those  with  known  serologic  relapse,  while  the 
serologic  pattern  resembles  that  seen  in  initial 
infectious  states,  seronegativity  is  seldom 
achieved  within  the  first  year  of  observation  and 
commonly  shows  a fluctuating  low  titer  for  several 
years. 

After  instituting  adequate  therapy  further 
precipitous  or  accelerated  fall  in  the  serologic  titer 
could  not  be  achieved  in  the  majority  of  140  in- 
stances by  additional  courses  of  therapy  by  any 
of  the  regimens  indicated  above.  This  observa- 
tion further  demonstrates  the  control  that  the 
duration  of  the  disease  plays  in  deciding  the  sero- 
logic outcome  rather  than  the  kind  or  amount  of 
therapy  utilized,  providing  that  the  regimen  was 
an  adequate  one  to  start  with.  It  may  be  true 
that,  in  the  later  years  of  latency,  therapy  as  such 
can  be  considered  to  be  without  any  effect  on  the 
serologic  outcome.  Further  observations  will  be 
necessary  before  making  an  absolute  statement  in 
this  regard,  but  it  does  seem  that  if  an  individual 
is  discovered,  for  example,  in  the  fifteenth  year  of 
his  disease  or  later,  and  is  latent  at  that  time, 
therapy  as  such  has  nothing  to  add  to  the  tissue 
immunity  which  has  already  acted  to  protect  the 
individual.  This  point  is  not  to  be  interpreted 
that  adequate  therapy  should  be  withheld  in  a 
previously  untreated  or  inadequately  treated  in- 
dividual but  meant  to  imply  that  therapy  be  ad- 
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ministered  for  the  expressed  purpose  of  avoiding 
the  possibility  of  late  manifestations  and  not  for 
the  purpose  of  achieving  seronegativity. 

Taking  the  series  as  a whole  there  is  a direct 
relationship  between  the  occurrence  of  a sig- 
nificant percentage  of  seronegativity  and  the  age 
of  the  disease  when  therapy  was  administered.  So 
that,  in  individuals  who  are  treated  between  the 
second  and  fifth  years  of  their  disease,  seronega- 
tivity cannot  be  anticipated  for  an  additional 
two  to  five  years  and  then  not  in  high  enough  fre- 
quency until  ten  years  have  passed.  For  those 
who  first  obtain  treatment  in  the  sixth  to  the 
tenth  year  of  their  disease,  an  average  period  of 
ten  years  will  pass  before  significant  numbers  will 
achieve  seronegativity.  A comparable  period 
will  follow  in  the  patients  first  treated  in  even 
later  stages,  unless  their  own  immunity  has 
achieved  a fall  in  the  titer  to  a relatively  insignifi- 
cant level  before  the  therapy  is  administered. 
It  is  particularly  in  this  latter  group  that  therapy 
seems  to  offer  very  little  to  the  patient  with 
latency.  It  is  however  incumbent  upon  the  ap- 
praiser of  the  disease  to  make  all  efforts  to  es- 
tablish the  latent  nature  of  the  disease  and  that  in 
particular  cardiovascular  and  central  nervous 
system  involvement  be  adequately  excluded  be- 
fore considering  the  patient  as  truly  latent. 

The  curve  of  the  serologic  fall  is  seldom  a 
smooth  one,  especially  so  if  the  titers  are  deter- 
mined even  as  frequently  as  once  a month.  It  is 
probable  that  the  fluctuating  nature  of  the  curve 
is  dependent  upon  many  factors,  a considerable 
number  being  unknown  at  this  time.  Varying 
sensitivity  of  the  test  inherent  in  the  nature  of  the 
determination,  variations  in  the  biochemistry  of 
the  individual  as  a result  of  concomitant  meta- 
bolic or  infectious  processes,  and  probably  other 
more  important  factors  all  play  a role  in  producing 
significant  fluctuations,  so  that  precipitous  rises 
and  falls  in  the  curve  make  it  desirous  that  the 
appraiser  be  ever  watchful  of  its  trend.  If  one  is 
to  avoid  unnecessary  therapy  administered  in 
the  hope  of  treating  a probable  serologic  re- 
lapse, one  should  be  guided  more  by  the  over-all 
trend  in  successive  titers  rather  than  in  any  ar- 
bitrarily determined  percentage  increase  or  actual 
level.  At  low  titer  levels  variations  in  the  mag- 
nitude of  100  per  cent  (a  titer  of  3 becoming  6) 
may  be  taken  with  impunity  while  at  higher 
levels,  especially  in  early  latency,  a change  of  30 
per  cent  (a  titer  of  70  becoming  90  on  successive 
tests)  may  herald  the  onset  of  a serologic  relapse. 
Because  a serologic  relapse  may  be  taken  as  an 
indication  of  a possible  recrudescence  of  activity, 
every  patient  with  latent  syphilis,  regardless  of 
the  adequacy  of  his  therapy,  should  remain  under 
periodic  observation  indefinitely. 

While  it  is  apparent  from  the  above  that  the 


course  of  the  quantitative  serologic  titer  is  para- 
mount in  the  management  of  latent  syphilis,  it  is 
not  of  equal  importance  in  the  periodic  observa- 
tions conducted  in  the  presence  of  late  sequelae 
such  as  in  cardiovascular  or  central  nervous  sys- 
tem involvement,  as  one  can  often  see  a satisfac- 
tory fall  in  the  serologic  tests  in  the  face  of  labor- 
atory evidences  of  aggravation,  for  example,  in 
the  spinal  fluid. 

Spontaneous  recrudescence  of  the  quantitative 
serologic  titer  in  latent  syphilis  seldom  occurs 
after  the  fifth  year  of  the  disease  in  individuals 
under  continuous  incarceration,  but  we  have  ob- 
served marked  increases  in  the  quantitative 
serologic  titers  in  patients  with  latent  syphilis 
who  have  been  returned  to  prison  after  a short 
period  of  parole.  In  these  individuals  with  ad- 
mitted promiscuity  following  their  long  period  of 
incarceration,  such  serologic  reactions  in  the  ab- 
sence of  apparent  cutaneous  lesions  have  been  in- 
terpreted by  us  as  manifestations  of  superimposed 
infections.  In  light  of  the  fact  that  one  does  not 
see  such  serologic  reactions  occuring  spontane- 
ously in  individuals  under  constant  incarcera- 
tion but  only  in  those  who  have  been  paroled,  it 
would  seem  that  a superimposed  infection  is  the 
only  adequate  explanation. 

No  discussion  will  be  made  of  our  observations 
on  the  treatment  of  central  nervous  system 
syphilis,  as  they  are  identical  to  those  presented  by 
Dattner  and  Thomas.  Suffice  it  to  say  that  we 
have  followed  identical  regimens  as  employed  by 
Thomas  and  Dattner  in  the  treatment  of  central 
nervous  system  syphilis  and  have  observed  thera- 
peutic results  similar  to  theirs.  In  cardiovascular 
syphilis  time  does  not  permit  a detailed  presenta- 
tion of  our  results  especially  as  pertains  to  the  use 
of  penicillin  therapy.  At  Sing  Sing  Prison  we 
have  used  a preliminary  course  of  bismuth  (3  to  6 
injections  at  five-day  intervals)  prior  to  institut- 
ing penicillin  therapy  utilizing  the  delayed  ab- 
sorption preparations  totalling  6.0  million  units. 
Reactions  to  treatment  are  rare,  having  been  re- 
ported by  others,  but  we  have  not  seen  any  serious 
manifestations  which  could  be  attributed  directly 
to  the  antibiotic.  It  is  not  likely  that  penicillin 
will  change  the  expected  outcome  as  we  have  ob- 
served it  following  the  use  of  other  drugs  in  past 
years,  but  we  feel  that  it  is  a relatively  safe 
therapeutic  procedure  and  should  be  administered 
to  every  patient  with  syphilitic  heart  disease  who 
comes  under  observation  for  the  treatment  of  his 
disease,  even  after  signs  and  symptoms  of  di- 
minished cardiac  reserve  have  made  their  ap- 
pearance. 

Other  forms  of  late  syphilis  such  as  osseous  and 
late  cutaneous  lesions  and  gummata  can  be  sum- 
marily considered  without  any  special  mention  of 
significant  features.  We  have  found  penicillin 


348 


KAPLAN  AND  RYAN 


[N.  Y.  State  J.  M. 


to  be  the  drug  of  choice  for  these  late  manifesta- 
tions of  the  disease. 

In  summarizing  these  random  observations,  I 
should  like  to  state  that  up  to  the  present  status 
of  our  knowledge,  ambulatory  courses  of  delayed 
absorption  preparations  of  penicillin  offer  the 
best  means  of  providing  what  appears  to  be  ade- 
quate therapy  in  all  stages  of  the  disease  and  at 
the  same  time  avoid  the  serious  toxic  manifesta- 
tions and  less  serious  but  time-consuming  pro- 
cedures involving  arsenic  and  bismuth.  Neither 
in  latent  nor  in  late  syphilis  have  preliminary 
courses  of  bismuth  administered  in  expectation  of 
a Herxheimer  reaction  been  found  to  be  neces- 
sary. In  our  experience  combined  courses  of 
penicillin  and  chemotherapy  offer  no  advantage 
over  penicillin  alone.  In  patients  with  latent 
syphilis,  repeated  courses  of  therapy  adminis- 
tered in  hope  of  achieving  a more  rapid  fall  in  the 
serologic  titer  do  not  appear  warranted.  Treat- 
ment in  latent  syphilis  should  be  administered  in 
every  instance  for  the  sole  purpose  of  reducing 
the  possibility  of  the  development  of  late  mani- 
festations, and,  in  the  absence  of  any  serologic 
recrudescence,  this  can  be  accomplished  by  a 
single  course  of  penicillin.  Because  of  the  possi- 
bility of  masked  superimposed  infections,  par- 
ticularly with  the  promiscuous  latent,  all  patients 
with  latent  syphilis  should  be  followed  for  long 
periods  in  order  to  record  the  course  of  the  quan- 
titatively titered  serologic  reaction. 

Discussion 

Lopo  de  Mello,  M.D.,  White  Plains. — One  of  our 
difficult  problems  in  the  public  health  aspect  of  the 
treatment  of  syphilis  has  been  the  so-called  late  latent 
case.  In  the  era  of  arsenic  and  bismuth,  such  pa- 
tients were  often  treated  for  an  indefinite  period  of 
time,  usually  too  long,  and  undoubtedly  receiving 
excess  of  a drug  which  caused  more  harm  than  the 
disease  itself. 

The  question  of  what  to  do  with  a patient  who 
continues  to  show  a positive  blood  test  has  always 
presented  serious  difficulties  for  solution.  The 
patient  worries,  the  doctor  worries — the  patient 
centering  his  whole  attention  on  the  positive  blood 
test  and  the  doctor  in  a dilemma  to  explain  the  sig- 
nificance of  it.  Very  little  has  been  understood  as 
to  the  relation  of  the  positive  serology  in  a latent 
case  to  the  activity  of  the  disease. 

Dr.  Kaplan,  in  his  work,  has  helped  us  to  a better 
understanding  of  the  situation.  He  has  shown  that 
large  amounts  of  medication  are  unnecessary.  Pa- 
tients who  receive  reasonably  small  amounts  of 
therapy  do  as  well  as  those  receiving  large  amounts. 
It  is  necessary,  however,  to  treat  all  patients,  as 
only  in  this  way  are  we  going  to  prevent  the  late 
complications  of  syphilis  which  will  occur  in  a cer- 


tain number,  and  to  continue  to  treat  in  an  effort  to 
reduce  the  titer  is  erroneous.  Time  is  the  factor. 

To  date  we  have  evident  proof  that,  with  suffi- 
cient dosage,  penicillin  is  at  least  as  efficacious  as 
the  old  drugs,  and  we  have  no  reason  to  suspect  that 
it  will  not  work  in  these  late  latent  cases  as  evi- 
denced by  its  effect  upon  central  nervous  system 
lues. 

Another  illuminating  factor  is  the  evidence  dem- 
onstrated by  his  work  that  patients  with  late  latent 
syphilis  may  acquire  a new  infection,  although  not 
showing  any  clinical  evidence.  Suspicion  of  re- 
infection or  serologic  relapse  are  the  only  reasons  for 
retreatment. 

Dr.  Kaplan  has  opened  a new  door  for  us  which 
will  help  in  the  better  understanding  in  the  problem 
of  immunity,  reinfection,  and  therapy  of  late  latent 
syphilis. 

T.  Rosenthal,  M.D.,  New  York  City.—  The  pres- 
entation of  Dr.  Kaplan  represents,  undoubtedly, 
a most  significant  contribution  to  our  knowledge  of 
syphilis.  To  begin  with,  his  opportunity  for  long- 
range,  careful  observation  and  study  of  patients 
with  late  and  latent  syphilis  is  probably  unparalleled 
in  the  history  of  modern  sy philology ; not  one  of  his 
patients  has  become  delinquent  or  lapsed  from  ob- 
servation. Furthermore,  the  fact  that  all  serologic 
tests  were  made  by  the  same  excellent  laboratory 
with  the  same  technic  lends  additional  validity  to 
his  findings. 

Of  special  interest  to  me  were  the  slides  showing 
the  course  of  the  serologic  titer  in  patients  with 
latent  syphilis  over  a period  of  many  years.  The 
fluctuations  described  there,  with  their  up  and  down 
variations  gradually  tending  toward  a lower  level 
of  reactivity  or  to  seronegativity,  are  recognized 
today  as  constituting  the  pattern  of  many  patients 
with  latent  syphilis,  either  with  or  without  treat- 
ment. In  this  connection  I can  recall  with  some 
amusement  how,  fourteen  years  ago,  Chargin  and  I 
studied  in  a number  of  syphilitic  patients  a small 
segment  of  these  fluctuations  and,  in  our  ignorance, 
described  it  as  “tb,e  paradoxical  behavior  of  the 
Wassermann  test  in  latent  syphilis.”0 

Another  feature  of  Dr.  Kaplan’s  studies  is  well 
worthy  of  comment,  particularly  in  view  of  modern 
concepts  of  the  biologic  pattern  of  syphilis.  I refer 
to  Brusgaard’s  classic  retrospective  study  of  the 
fate  of  syphilitic  patients  who  had  received  no  spe- 
cific therapy.  These  findings,  as  you  may  recall, 
were  subsequently  corroborated  by  Rosahn's  more 
recent  work  based  on  the  autopsy  material  at  the 
New  Haven  Hospital.  Dr.  Kaplan’s  report  con- 
stitutes an  additional  significant  contribution  to  our 
knowledge  of  the  fate  of  patients  with  syphilis,  under 
varying  conditions  of  treatment,  and  is  further  evi- 
dence of  the  fact  that  the  vis  medicatrix  naturae  is 
still  a force  to  be  reckoned  with. 


a.  Chargin  L.,  and  Rosenthal,  T. : J.A.M.A.  114:  1374 
(Oct.  24)  1936. 
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THE  control  of  tuberculosis  in  institutions  of 
the  New  York  State  Department  of  Mental 
Hygiene  has  been  the  objective  of  a program 
conducted  jointly  with  the  Department  of  Health 
since  1941.  This  program  includes  initial  x-ray 
examination  of  all  patients  and  employes,  and 
subsequently  of  all  patients  on  admission,  pre- 
employment chest  x-ray  films  of  applicants  for 
employment,  and  periodic  resurveys  of  all  pa- 
tients and  employes  in  all  institutions.1 

The  purpose  of  this  paper  is  to  present  tuber- 
culosis morbidity  and  mortality  data  relative 
to  patients  and  employes  in  these  institutions  at 
the  beginning  of  the  program  and  to  demonstrate 
the  changes  which  have  occurred  during  the  first 
eight  years  of  its  operation. 

The  Department  of  Mental  Hygiene  admin- 
isters 27  institutions,  of  which  20  are  hospitals  for 
psychotic  patients,  six  are  schools  for  mental  de- 
fectives, and  one  a colony  for  epileptics.  The 
resident  patient  population  of  the  hospitals  at 
present  is  about  80,000,  of  the  schools  and  Craig 
Colony,  16,000.  The  total  number  of  institu- 
tional employes  is  about  20,000. 

Prevalence  of  Tuberculosis  Within  the 
Institutions 

Prevalence  among  Patients. — The  initial  chest 
x-ray  surveys  disclosed  4,510  cases  of  clinically 
significant  tuberculosis.  The  prevalence  rate 
was  5.6  per  cent  among  State  hospital  patients 
and  2.4  per  cent  in  the  State  schools  and  Craig 
Colony.  In  the  hospitals,  there  was  more  tuber- 
culosis among  males  than  among  females  (6.7 
and  4.7  per  cent,  respectively),  while  in  the 
schools  and  Craig  Colony  there  was  not  much  dif- 
ference in  rates  between  males  and  females  (2.1 
and  2.8  per  cent),  as  shown  in  Table  I.  In  the 
hospitals,  the  rates  increased  with  age  to  a peak, 
from  which  there  is  a leveling  off  or  a slight  de- 
cline. A peak  of  7.4  per  cent  was  reached  in  the 

[fifty-five  to  sixty-four-year  age  group  among 
males  and  of  5.0  per  cent  at  ages  forty-five  to 
fifty-four  among  females.  In  the  schools  and 
Craig  Colony,  the  prevalence  increased  steadily 
with  age. 

Prevalence  among  Employes. — A total  of  180 

I cases  of  clinically  significant  tuberculosis  was 
found  among  employes.  Among  employes  of  the 
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hospitals,  the  total  prevalence  was  1.1  per  cent, 
with  no  significant  difference  in  rate  between 
males  and  females.  The  total  rate  among  em- 
ployes of  the  schools  and  Craig  Colony  was  0.7 
per  cent,  with  a rate  of  1.0  per  cent  among 
males  and  0.5  per  cent  among  females  (Table  II). 

Incidence  of  Tuberculosis  Within  the 
Institutions 

Immediately  following  the  completion  of  the 
initial  chest  x-ray  surveys  in  all  institutions,  re- 
surveys were  begun,  and  all  institutions  have 
now  had  at  least  two  surveys,  while  ten  have  had 
three.  The  time  interval  between  the  first  and 
second  surveys  averaged  about  four  years.  The 
average  annual  incidence  of  newly  developed 
pulmonary  tuberculosis  was  as  follows: 

Among  Patients. — Between  the  first  and  second 
surveys,  the  average  annual  incidence  was  4.5 
per  1,000  person-years,  a rate  of  0.45  per  cent 
(Table  III).  In  the  hospitals,  the  rate  was 
twice  as  high  among  males  as  among  females, 
6.0  and  3.2  per  1,000  person-years,  respectively. 
While  in  both  groups  the  rate  was  highest  in 
the  twenty  to  forty-year  age  group,  it  is  of  consid- 
erable importance  to  note  the  frequent  develop- 
ment of  tuberculosis  in  the  older  ages,  so  that 
newly  developed  tuberculosis  is  not  uncommon 
even  in  very  old  patients. 

In  the  schools,  the  incidence  was  higher  among 
females  than  among  males,  3.7  and  2.3  per  1,000 
person-years.  The  rates  among  males  were  al- 
most identical  at  all  ages,  while  among  females 
the  variations  at  different  ages  were  not  signifi- 
cant. 

Third  surveys  have  been  made  in  ten  insti- 
tutions, of  which  eight  were  hospitals  and  two 
were  schools.  The  interval  between  the  second 
and  third  surveys  averaged  about  four  years. 
For  these  ten  institutions,  an  average  annual  in- 
cidence rate  of  3.2  per  1,000  person-years  was  ob- 
tained, with  a rate  of  4.7  among  males  and  1.9 
among  females.  As  compared  with  the  incidence 
rates  obtained  in  the  second  surveys  of  all  insti- 
tutions, this  represents  an  over-all  reduction  in 
incidence  of  28.9  per  cent,  the  decrease  among 
males  being  21.7  per  cent,  among  females  40.6  per 
cent.  This  decrease  may  be  due,  in  part  at  least, 
to  earlier  diagnosis  and  segregation  of  infectious 
cases  with  consequent  reduction  to  exposure  of 
nontuberculous  patients. 

Among  Employes. — Incidence  rates  among 
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TABLE  I. — Prevalence  of  Pulmonary  Tuberculosis  Among  Patients  in  New  York  State  Mental  Hospitals  and 
Among  Patients  in  State  Schools*  and  Craig  Colony  at  the  Time  of  Initial  Chest  X-ray  Surveys,  by  Age  and  Sex 


Mental  Hospitals . State  Schools  and  Craig  Colony . 

(Cases  of  Clinically  Significant  Tuberculosis)  (Cases  of  Clinically  Significant  Tuberculosis) 

Patients  Patients 


Age  and  Sex 

X-rayed 

Number 

Per  Cent 

X-rayed 

Number 

Per  Cent 

Both  sexes 

73,658 

4,133 

5.6 

15,400 

377 

2.4 

Males: 

All  ages 

34,946 

2,327 

6.7 

8,009 

167 

2.1 

Under  15  years 

163 

1,866 

12 

0.6 

15  to  19  years 

388 

3 

6.8 

1,610 

17 

1.1 

20  to  24  years 

1,125 

37 

3.3 

1,131 

18 

1.6 

25  to  34  years 

4,927 

286 

5.8 

1,495 

860 

34 

2.3 

35  to  44  years 

7,223 

523 

7.2 

31 

3.6 

45  to  54  years 

7,118 

496 

7.0 

557 

26 

4.7 

55  to  64  years 

6,722 

495 

7.4 

246 

14 

5.7 

65  to  74  years 

4,014 

267 

6.7 

54 

6 

11.1 

75  years  and  over 

1,772 

107 

6.0 

4 

Unknown 

1,494 

113 

7.6 

186 

9 

4.8 

Females: 

All  ages 

38,712 

1,806 

4.7 

7,391 

210 

2.8 

Under  15  years 

73 

1,236 

11 

0.9 

15  to  19  years 

313 

6 

i.9 

1,314 

31 

2.4 

20  to  24  years 

836 

20 

2.4 

1,127 

31 

2.8 

25  to  34  years 

4,117 

132 

3.2 

1,554 

55 

3.5 

35  to  44  years 

7,012 

328 

4.7 

1,039 

40 

3.8 

45  to  54  years 

8,979 

445 

5.0 

575 

23 

4.0 

55  to  64  years 

7,652 

364 

4.8 

231 

10 

4.3 

65  to  74  years 

5,173 

244 

4.7 

71 

4 

5.6 

75  years  and  over 

2,771 

124 

4.5 

8 

Unknown 

1,786 

143 

8.0 

236 

5 

2.i 

* The  schools  included  are  Letchworth  Village,  Rome,  Syracuse,  and  Wassaic. 


TABLE  II. — Prevalence  of  Pulmonary  Tuberculosis  Among  Employes  of  New  York  State  Mental  Hospitals  and 
Among  Employes  of  State  Schools*  and  Craig  Colony  at  the  Time  of  Initial  Chest  X-ray  Surveys,  by  Age  and  Sex 


. — — Mental  Hospitals . State  Schools  and  Craig  Colony . 

(Cases  of  Clinically  Significant  Tuberculosis)  (Cases  of  Clinically  Significant  Tuberculosis) 

Employes  Employes 

Age  and  sex  X-rayed  Number  Per  Cent  X-rayed  Number  Per  Cent 


Both  sexes 

14,671 

161 

1.1 

2,768 

19 

0.7 

Males: 

All  ages 

6,818 

83 

1.2 

1,116 

11 

1.0 

Under  15  years 

17 

15  to  19  years 

200 

i 

6.5 

20  to  24  years 

471 

5 

1.1 

57 

25  to  34  years 

1,582 

16 

1.0 

223 

3 

i.3 

35  to  44  years 

1,882 

26 

1.4 

325 

3 

0.9 

45  to  54  years 

1,386 

20 

1.4 

276 

2 

0.7 

55  to  64  years 

711 

8 

1.1 

175 

1 

0.6 

65  to  74  years 

134 

3 

2.2 

30 

2 

6.7 

75  years  and  over 

• . • 

' 13 

Unknown 

452 

4 

6.9 

Females: 

All  ages 

7,853 

78 

1.0 

1,652 

8 

0.5 

Under  15  years 

' 34 

15  to  19  years 

436 

i!o 

20  to  24  years 

1,298 

6 

6.5 

200 

2 

25  to  34  years 

2,207 

31 

1.4 

430 

2 

0.5 

35  to  44  years 

1,919 

23 

1.2 

411 

3 

0.7 

45  to  54  years 

1,228 

9 

0.7 

362 

55  to  64  years 

396 

7 

1.8 

175 

i 

6.6 

65  to  74  j’ears 

46 

27 

75  years  and  over 

2 

' 13 

Unknown 

321 

2 

6.6 

* The  schools  included  are  Letchworth  Village,  Rome,  Syracuse,  and  Wassaic. 


employes  have  been  calculated  only  for  14  in- 
stitutions for  the  period  between  the  first  and 
second  surveys.  The  total  rate  among  employes 
was  0.97  per  1,000  person-years,  or  about  0.1  per 
cent  per  year.  This  is  approximately  the  same 
as  that  estimated  for  the  general  population  of 
the  State  and  rates  reported  in  the  literature  for 
groups  in  similar  occupations.  However,  the 
incidence  of  tuberculosis  was  much  higher  among 


those  employed  on  the  tuberculosis  wards  than  i 
among  those  on  the  general  wards  of  the  institu- 
tions, the  rates  being  7.8  and  0.7  per  1,000  person- 
years,  respectively.  A brief  review  of  the  litera- 
ture indicates  that  the  frequency  of  development 
of  tuberculosis  by  employes  on  the  tuberculosis  . 
wards  of  mental  institutions  is  probably  about 
the  same  as  that  among  employes  of  hospitals 
for  sane  tuberculous  patients.2 


February  1,  1951]  TUBERCULOSIS  CONTROL  IN  MENTAL  INSTITUTIONS 


351 


TABLE  III. — Incidence  op  Pulmonary  Tuberculosis  Among  Patients  Between  First  and  Second  Surveys  in  Insti- 
tutions op  New  York  State  Department  op  Mental  Hygiene 


Age 

Person- Y ears 

Number 

of 

Cases 

Rate  per 
1,000 

Person-Years 

Person-Years 

Number 

of 

Cases 

Rate  per 
1,000 

Person-Years 

Hospitals 
Under  20 

2,604 

17 

6.53 

1,590 

4 

2.52 

20  to  39 

33,352 

315 

9.44 

32,089 

169 

5.27 

40  to  59 

54,246 

361 

6.65 

65,359 

211 

3.23 

60  to  79 

34,134 

143 

4.19 

45,008 

84 

1.87 

80  and  over 

3,945 

4 

1.01 

6,682 

7 

1.05 

Not  stated 

390 

10 

486 

1 

Total 

128,671 

850 

6.61 

151,214 

476 

3.15 

ScHOOLB  AND  CRAIG  COLONY* 
Under  15  5,851 

13 

2.2 

3,783 

16 

4.2 

15  to  24 

9,139 

20 

2.2 

8,001 

34 

4.2 

25  to  34 

5,455 

16 

2.9 

5,309 

20 

3.8 

35  to  44 

3,162 

7 

2.2 

3,580 

13 

3.6 

45  to  54 

1,778 

4 

2.2 

1,947 

4 

2.1 

55  and  over 

920 

1,028 

2 

1.9 

Not  stated 

95 

92 

Total 

26,400 

60 

2.3 

23,740 

89 

3.7 

* Institutions  included  are  Letchworth  Village,  Rome,  Syracuse,  Wassaic,  and  Craig  Colony. 


culosis  among  applicants  for  employment  is 
shown  in  Table  V.  The  total  rate  has  been 
steadily  decreasing  during  the  period  from  1941 
to  1948  from  1.4  per  cent  to  almost  0.3  per  cent. 
The  present  rate  is  approximately  the  same  as 
that  found  in  the  general  population.  The  high 
rate  among  male  applicants  during  the  1942  to 
1944  period  may  be  the  result  of  the  diversion  of 
able-bodied  men  to  industry  and  the  armed 
services,  so  that  these  applicants  were  drawn  from 
among  those  physically  less  fit.  To  a lesser 
degree  this  probably  also  applies  to  female  ap- 
plicants. 

This  phase  of  the  control  program  is  of  particu- 
lar importance  because  of  its  effect  upon  the 
number  of  claims  filed  for  compensation  for 
occupationally  acquired  tuberculosis  by  em- 
ployes. With  the  pulmonary  status  of  all  ap- 
plicants for  employment  known  and  the  rejection 
of  applicants  with  active  disease,  the  number  of 
claims  has  decreased  considerably.  Thus,  in  the 
four  years  before  the  beginning  of  the  program, 
from  July  1,  1937,  to  June  30,  1941,  an  average  of 
49  claims  for  compensation  were  filed  with  the 
State  Insurance  Fund,  while  during  the  four 
years  after  completion  of  the  initial  chest  x-ray 
surveys,  from  April  1,  1944,  to  March  31,  1948, 
the  average  number  of  claims  decreased  to  26. 
While  part  of  the  decrease  may  be  explained  as 
due  to  improvement  in  segregation  of  infectious 
cases  of  tuberculosis  among  patients  and  em- 
ployes, with  decrease  in  opportunities  for  ex- 
posure, nevertheless,  it  is  quite  probable  that, 
were  it  not  for  the  pre-employment  chest  x-ray, 
more  of  these  employes  would  have  been  able  to 
establish  claims  for  compensation  on  the  basis  of 
exposure  to  patients  who  were  found  to  have  de- 
veloped tuberculosis  between  surveys. 


Prevalence  of  Tuberculosis  Among  Patients 
Upon  Admission  and  Among  Applicants 
for  Employment 

Among  Patients  at  the  Time  of  Admission. — 
The  effect  of  the  reduction  in  incidence  rates  in 
I decreasing  the  total  number  of  tuberculous  pa- 
; tients  is  counteracted  by  the  large  number  of 
i patients  found  with  clinically  significant  pul- 
. monary  tuberculosis  at  the  time  of  admission  to 
these  institutions  (Table  IV).  This  table  shows 
a prevalence  rate  of  1.5  per  cent  among  these  ad- 
missions so  that  during  the  years  1944  to  1949  an 
average  of  268  tuberculous  patients  was  ad- 
mitted annually  to  these  institutions.  The  prev- 
alence is  higher  among  males  than  females,  2.2 
and  0.9  per  cent,  respectively.  The  importance 
of  this  group  of  patients  can  hardly  be  over- 
emphasized since  the  admission  of  these  cases  of 
tuberculosis  sets  a limit  to  the  tuberculosis  preva- 
lence rate  in  the  institutions  which  no  intramural 
pregram  can  affect. 

Among  Applicants  for  Employment. — The  prev- 
alence of  clinically  significant  pulmonary  tuber- 


TABLE  IV. — Prevalence  of  Clinically  Significant 
Pulmonary  Tuberculosis  Among  First  Admissions  and 
Readmibsions  to  Institutions  of  New  York  State 
Department  of  Mental  Hygiene  1944  to  1949 


Admissions 

Cases 

Per  Cent 

Males 

Hospitals 

41,571 

915 

2.2 

Schools  and  Craig  Col- 
ony 

4,108 

21 

0.5 

Females 

Hospitals 

45,896 

424 

0.9 

Schools  and  Craig  Col- 
ony 

3,127 

25 

0.8 

Total 

Hospitals 

87,467 

1,339 

1.5 

Schools  and  Craig  Col- 
ony 

7,235 

46 

0.6 
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TABLE  V. — Prevalence  of  Clinically  Significant  Pulmonary  Tuberculosis  Amonq  Applicants  for  Employment 
in  Institutions  of  New  York  State  Department  of  Mental  Hygiene  1941  to  1948* 


Year 

Number 

Examined 

— XU  bill 

Number 

of 

Cases 

Rate 

(Per 

Cent) 

Number 

Examined 

Number 

of 

Cases 

Rate 

(Per 

Cent) 

Number 

Examined 

Number 

of 

Cases 

Rate 

(Per 

Cent) 

1941 

139 

2 

1.44 

47 

92 

2 

2.17 

1942 

3,566 

44 

1.23 

1,588 

30 

1.89 

1,978 

14 

0.71 

1943 

4,416 

55 

1.25 

1,937 

38 

1.96 

2,479 

17 

0.69 

1944 

4,065 

32 

0.79 

1,662 

25 

1.50 

2,403 

7 

0.29 

1945 

4,975 

31 

0.62 

2,215 

23 

1.04 

2,760 

8 

0 29 

1946 

7,153 

34 

0.48 

3,571 

24 

0.67 

3,582 

10 

0 28 

1947 

8,534 

35 

0.41 

4,270 

22 

0.52 

4,264 

13 

0.30 

1948 

8,832 

23 

0.26 

3,995 

15 

0.38 

4,837 

8 

0.17 

Total 

41,680 

256 

0.61 

19,285 

177 

0.92 

22,395 

79 

0.35 

* Exclusive  of  Rome  State  School. 


Tuberculosis  Mortality 

There  has  been  no  appreciable  change  in  the 
tuberculosis  death  rate  among  patients  since  the 
beginning  of  the  program.  For  the  six  years  prior 
to  1941,  the  total  rate  was  4.9  per  1,000  patients 
under  treatment  in  the  mental  hospitals,  while 
for  the  eight  years  since  the  beginning  of  the  pro- 
gram the  rate  was  4.5.  During  the  entire  period, 
the  rate  was  higher  among  males  than  among 
females,  the  rates  being  5.7  and  3.7,  respectively. 

Present  Status  of  Control  Program 

Total  Number  of  Cases  of  Clinically  Significant 
Pulmonary  Tuberculosis. — The  first  survey  of  all 
institutions  disclosed  4,510  patients  with  clinically 
significant  pulmonary  tuberculosis  among  the 
patients.  By  the  time  of  completion  of  the  second 
survey,  this  number  had  decreased  to  about 
3,323,  a decrease  of  26.3  per  cent.  This  decrease 
was  due  to  improvement  in  segregation  of  infec- 
tious cases  of  tuberculosis  with  resulting  decrease 
in  incidence  rate,  to  closer  medical  observation  of 
the  cases  of  tuberculosis  so  that  more  accurate 
determination  of  clinical  status  became  possible, 
to  deaths,  and  to  discharges  between  the  two  sur- 
veys. 

Segregation  of  Tuberculous  Patients. — Upon 
completion  of  the  initial  x-ray  surveys  in  each 
institution,  provisions  were  made  for  the  segre- 
gation of  all  cases  of  clinically  significant  tuber- 
culosis either  in  separate  buildings  for  tuberculous 
patients  exclusively  or  in  special  wards  in  build- 
ings housing  nontuberculous  patients  also.  It  is 
recognized  that  for  most  efficient  care  of  these  pa- 
tients they  should  be  kept  in  buildings  for  tuber- 
culous patients  only,  and  such  arrangements  are 
being  made  as  rapidly  as  is  practical.  At  the 
present  time  there  are  eight  institutions  with 
separate  tuberculosis  buildings,  eight  with  tuber- 
culosis wards  in  buildings  housing  nontuberculous 
patients,  and  1 1 with  no  facilities  for  tuberculous 
patients.  Patients  from  the  latter  are  trans- 
ferred to  institutions  with  tuberculosis  services. 
It  is  expected  that  eventually  all  tuberculous  pa- 


tients will  be  concentrated  in  tuberculosis  build- 
ings in  about  seven  institutions. 

Treatment. — Treatment  consists  chiefly  of  bed 
rest.  Pneumothorax  and  chemotherapy  are  used 
in  a small  proportion  of  the  cases.  Major  chest 
surgery  is  performed  occasionally.  As  facilities 
improve  and  qualified  personnel  become  avail- 
able, increased  use  will  be  made  of  all  applicable 
modes  of  therapy. 

Summary 

1.  The  tuberculosis  control  program  in  the 
institutions  of  the  Department  of  Mental  Hygiene 
has  been  in  operation  since  1941. 

2.  During  the  past  eight  years,  there  has  been 
a decrease  in  the  prevalence  of  clinically  sig- 
nificant tuberculosis  among  patients. 

3.  The  incidence  of  tuberculosis  among  pa- 
tients has  also  decreased. 

4.  The  incidence  of  tuberculosis  among  em- 
ployes is  approximately  the  same  as  that  esti- 
mated for  the  general  population  of  the  State  and 
similar  to  rates  reported  in  the  literature  among 
similar  occupational  groups.  The  incidence 
among  employes  on  tuberculosis  wards  is  higher 
than  among  those  not  employed  on  these  wards 
but  is  about  the  same  as  that  among  employes  in 
hospitals  for  sane  tuberculous  patients. 

5.  The  prevalence  of  clinically  significant 

tuberculosis  among  patients  at  the  time  of  ad- 
mission to  mental  institutions  is  higher  than  that 
in  the  general  population.  , 

6.  The  prevalence  of  clinically  significant 
tuberculosis  among  applicants  for  employment 
has  been  steadily  decreasing  since  1941.  The 
present  rate  is  about  the  same  as  that  found  in  the 
general  population. 

7.  There  has  been  no  appreciable  change  in 
the  tuberculosis  death  rate  among  patients. 
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COORDINATION  OF  THE  HEALTH  EDUCATION  PROGRAM  AND 
WHAT  MAKES  IT  CLICK 

Granville  W.  Larimore,  M.D.,  Albany,  New  York 

( Director , Office  of  Public  Health  Education,  New  York  State  Department  of  Health) 


TO  MY  knowledge  this  is  the  first  time  that 
publie  health  education  as  such  has  been 
accorded  a place  on  the  program  of  the  Medical 
Society  of  the  State  of  New  York.  In  fact,  I 
think  it  might  even  be  said  that  this  is  certainly 
one  of  the  few  times  that  public  health  education 
has  appeared  as  an  entity  on  the  program  of  any 
state  medical  society.  I should  like  to  express 
appreciation  on  behalf  of  those  of  us  in  the  public 
health  education  field  for  this  opportunity. 

To  point  up  this  indication  of  the  coming  of  age 
of  public  health  education  as  a public  health 
technic,  I should  like  to  dwell  for  a moment  on 
the  public  health  movement  itself  and  upon 
public  health  education  as  a part  of  that  move- 
ment. 

As  we  reflect,  even  briefly  in  the  midst  of  our 
busy  days,  we  cannot  help  but  be  amazed  at  the 
tremendous  growth  of  the  public  health  move- 
ment, particularly  in  the  past  decade.  The 
great  expansion  of  its  scope  and  responsibility 
brings  to  all  of  us  in  public  health  a deep  sense  of 
pride  in  being  a part  of  what  is  one  of  the  greatest 
humanitarian  ventures  of  all  time. 

We  may  also  derive  a feeling  of  satisfaction  in 
the  gradual  raising  of  the  standards  and  quality 
of  public  health  practice.  The  recent  develop- 
ment of  the  specialty  board  in  public  health  and 
preventive  medicine  is  a manifestation  of  these 
higher  standards.  It  is  also  an  evidence  of  the 
public  health  physician’s  acceptance  as  a recog- 
nized member  of  the  medical  team  on  a par  pro- 
fessionally with  other  medical  specialists. 

When  we  go  back  a little  into  the  development 
of  what  we  call  the  public  health  movement, 
many  of  the  reasons  for  its  phenomenal  growth 
become  apparent.  I would  like  to  touch  briefly 
on  just  one  of  these  characteristics  that  has 
undoubtedly  had  a great  deal  to  do  with  its 
present  state  of  development. 

This  characteristic  of  which  I should  like  to 
speak  runs  as  a persistent  thread  through  public 
health  practice  from  its  very  beginning.  This 
characteristic  is  a high  degree  of  flexibility  and 
adaptiveness  to  meet  the  health  problems  of  the 
moment.  Public  health  has  always  been  quickly 
responsive  to  the  health  needs  of  the  people. 
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It  has  always  been  ready  to  take  on  the  added 
burdens  and  responsibilities  that  the  people  it 
serves  have  allocated  to  it.  With  the  addition  of 
each  new  group  of  problems  public  health  has 
quickly  adapted  or  augmented  its  armamentarium 
of  technics  and  practices  to  meet  the  problems 
presented.  Further,  public  health  has  adapted, 
augmented,  deleted,  or’ shifted  emphasis  with  a 
wisdom  and  an  uncanny  sense  of  timing  that 
cannot  be  surpassed  by  any  other  branch  of 
medical  practice. 

Let  us  divide,  albeit  somewhat  arbitrarily,  the 
public  health  movement  into  periods  or  phases 
based  on  this  shifting  of  emphasis  on  particular 
technics. 

For  example,  public  health  at  its  very  begin- 
ning passed  through  a phase  which  we  might  well 
designate  as  one  of  “regulation.”  Beginning  with 
the  Mosaic  Code  and  on  up  through  the  forty 
days  of  segregation  for  the  plague,  from  which 
comes  our  word  quarantine,  even  to  the  early 
days  of  this  century  public  health  devoted  itself 
in  a large  measure  to  the  development  and  en- 
forcement of  rules  and  regulations  aimed  at  pre- 
venting the  spread  of  disease. 

Next,  with  the  emergence  in  this  century  of 
definitive  and  effective  treatment  measures  for 
many  of  the  diseases  with  which  public  health 
had  been  concerning  itself,  we  can  trace  another 
shift  in  emphasis  away  from  “regulation”  to 
“service.”  In  this  phase  public  health  began  to 
devote  a major  portion  of  its  funds  and  personnel 
to  service  items  such  as  clinics,  treatment  cen- 
ters, hospitals,  sanatoria,  and  nursing  services. 
These  activities  were  aimed  at  making  available 
to  all  of  the  people  the  preventive  and  therapeutic 
advances  that  medicine  itself  was  achieving 
Public  health  particularly  concerned  itself  with 
those  advances  in  the  field  of  communicable  dis- 
eases. 

This  subtle  shift  from  emphasis  on  “regulation” 
to  “service,”  from  the  days  of  tacking  up  quaran- 
tine signs  and  issuing  nuisance  abatement  sum- 
monses to  nursing  services,  clinic  operations,  and 
other  service  functions,  is  sufficiently  recent  to  be 
familiar  to  many  of  us.  While  we  still  resort  to 
“regulation”  where  it  is  needed,  we  are  devoting 
a major  portion  of  personnel  and  funds  to  service 
activities.  It  is  now  becoming  evident  that  we 
are  on  the  threshold  of  another  shift  in  emphasis 
in  public  health.  In  fact,  I believe  we  are  even 
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past  the  threshold  and  are  already  into  a third 
phase. 

This  phase  is  that  of  public  health  education. 
As  the  major  concern  in  public  health  shifts  more 
and  more  toward  the  chronic  diseases,  there  must 
of  necessity  be  a corresponding  shift  toward  the 
technics  and  practices  which  can  contribute 
most  toward  solving  the  control  problems  pre- 
sented by  the  chronic  disease  group.  It  is  ob- 
vious, for  example,  that  cancer,  heart  disease, 
and  diabetes  will  not  yield  appreciably  to  any 
attack  based  on  regulation  and  quarantine. 
Neither  will  their  control  be  achieved  by  a pro- 
gram of  service  alone.  The  best  clinics,  diag- 
nostic centers,  and  hospitals  are  useless  as  con- 
trol measures  unless  they  are  utilized  by  the 
people  for  whom  they  are  intended.  The  technic 
which  gets  them  utilized  is  not  “regulation” 
but  “education.” 

Further,  education  has  much  to  contribute 
toward  solving  the  problems  once  considered 
within  the  province  of  regulation  alone,  among 
them  certain  aspects  of  environmental  sanitation. 
For  example,  in  the  field  of  restaurant  sanitation 
we  are  coming  to  believe  that  it  is  more  effective 
and  cheaper  to  develop  and  maintain  safe  food, 
handling  practices  through  a good  job  of  food- 
handler  education  than  it  is  to  hire  a sufficient 
corps  of  inspectors  and  enforcement  officers  to 
do  the  daily  policing  job  that  would  be  necessary 
if  complete  reliance  were  placed  in  a system  of 
regulation  and  policing. 

Also,  there  is  evidence  to  suggest  that  public 
health  education  through  the  application  of 
group  process  principles  can  help  to  make  service 
programs  more  effective.  For  example,  recent 
studies  indicate  that  the  public  health  nurse  is 
more  effective  in  many  of  the  teaching  aspects  of 
her  work  when  she  works  with  groups  rather  than 
individuals.  Paradoxically,  it  seems  that  one 
nurse  skillfully  utilizing  group  work  technics 
can  be  more  helpful  in  changing  attitudes  and 
behavior  if  she  works  with  a group  of  ten  people 
than  ten  nurses  dealing  with  the  same  ten  people 
on  an  individual  basis. 

Even  in  such  services  as  those  provided  by  our 
tuberculosis  sanatoria,  much  can  be  accomplished 
through  a good  program  of  patient  education. 
Fewer  patients,  it  is  believed,  will  leave  without 
completing  treatment,  and  more  will  make  a 
satisfactoiy  adjustment  following  discharge  if  a 
careful  job  of  health  education  is  done  so  that 
patients  develop  a thorough  knowledge  and 
appreciation  of  their  disease  and  a better  insight 
into  how  to  live  with  it. 

In  fact,  it  is  believed  that  it  will  only  be  a 
matter  of  a few  years  before  the  health  depart- 
ment without  an  adequate  program  and  staff  in 
public  health  education  will  be  just  as  handi- 


capped in  its  work  as  the  department  today 
without  a public  health  nursing  program  and 
staff. 

Now  what  is  it  that  will  make  the  public 
health  education  program  “click”?  The  answer 
to  that  question  is  just  one  word — people. 
Two  kinds  of  people,  in  fact.  First,  the  people 
who  have  entrusted  to  us  the  responsibility  for 
what  we  call  “public  health.”  Someone  once 
said  that  there  “ain’t  nothin’  more  difficult  to 
work  with  than  people.”  Often  they  are  unin- 
formed on  health  matters,  more  often  misin- 
formed, and  all  too  frequently  lamentably 
apathetic  both  about  their  own  health  and  that  of 
the  community  in  which  they  live.  In  short, 
unless  they  are  sick,  health  is  just  not  of  major 
importance  in  their  scheme  of  things. 

Hence,  if  we  are  going  to  influence  people’s 
behavior  favorably  with  respect  to  health,  we 
must  first  of  all  help  them  to  recognize  that  there 
are  health  problems  and  health  needs  both  for 
the  community  and  the  individual.  We  must 
help  them  to  find  out  specifically  what  these 
health  needs  and  problems  are.  Then  we  must 
give  them  assistance  in  finding  a solution  for 
these  problems  and  finally  help  them  to  apply 
that  solution.  It  is  essential  that  the  people 
themselves  go  through  this  process  and  become 
actively  involved  in  it.  Fundamental  changes 
in  health  attitudes  and  behavior  are  not  usually 
achieved  through  passivity. 

The  other  people  concerned  in  public  health  edu- 
cation are  you  and  I,  the  professional  workers  in 
public  health.  We  must  assist  in  this  process,  and 
we  must  assist  skillfully.  To  do  so  effectively 
and  skillfully  is  not  an  easy  task.  It  is  not  unlike 
obstetrics.  In  spite  of  the  pontifical  aura  that 
surrounds  our  friends,  the  obstetricians  never 
forget  that  it’s  mama  that  has  the  baby.  It  is 
an  active,  not  passive  process  in  which  the  ob- 
stetrician’s role  is  one  of  an  important  and  skillful 
combination  of  advising,  guiding,  and  assisting. 

This  business  of  skillful  assistance  to  accom- 
plish the  health  educational  process  requires  skills 
that  in  some  respects  are  new  to  public  health. 
We  in  public  health  education  are  eager  to  make 
our  contribution  toward  the  solution  of  the  health 
problems  we  face  today.  I submit  to  you  that  it 
is  the  trained  public  health  educator,  working  as  a 
member  of  the  public  health  team,  who  can  best 
assist  the  local  health  department  in  effectively 
applying  educational  technics  in  solving  current 
public  health  problems.  The  skills  that  the 
trained  public  health  educator  can  contribute  will, 
it  is  hoped,  enable  the  public  health  movement  to 
achieve  the  success  in  its  “health  education” 
phase  as  it  did  in  the  two  previous  periods  in 
which  the  emphasis  was  first  on  “regulation” 
and  then  on  “service.” 
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Finally,  may  I reiterate  that  in  public  health 
and  specifically  in  public  health  education  the 
material  with  which  we  work  is  people — all  the 
people.  We  must  take  them  as  they  are.  While 
we  may  never  be  able  to,  or  want  to,  change  their 
innate  drives  and  characteristics  we  can  skillfully 
assist  in  directing  those  drives  and  energies  into 
activities  for  better  health  for  themselves  and  our 
communities.  We  cannot  change  the  people, 


but  we  can  influence  their  attitudes  and  behavior. 
I would  like  to  close  with  the  thought  expressed 
in  this  prayer  which  is  used  by  one  of  the  volun- 
tary health  groups  to  close  its  meetings : 

God,  grant  us  the  serenity  to  accept 
The  things  we  cannot  change 
The  courage  to  change  those  we  can  and 
The  Wisdom  to  know  the  difference. 


RELATIONSHIP  OF  CHILD  HEALTH  CONFERENCES  TO  THE 
PRIVATE  PRACTICE  OF  MEDICINE 

R.  A.  Higgons,  M.D.,  Port  Chester,  New  York 

{Regional  Chairman  in  Pediatrics  for  Region  Three,  Medical  Society  of  the  State  of  New  York) 


AS  A representative  member  of  the  pediatric 
profession  in  this  portion  of  the  State,  I 
have  been  asked  to  give  my  opinion  regarding  the 
] value  of  the  well-baby  stations  or  child  health 
conferences. 

Westchester  County  is  a suburban  county  of 
metropolitan  New  York  and  includes  in  its  con- 
fines several  large  cities,  several  small  cities  and 
1 villages,  and  a large  area  of  semirural  communi- 
1 ties.  The  total  population  of  the  county  is 
slightly  over  600,000.  About  one  half  of  this 
population  is  in  the  district  covered  by  the 
1 county  health  unit,  which  is  responsible  for  the 
public  health  administration  of  the  whole  county 
except  for  the  three  large  cities  of  New  Rochelle, 
Yonkers,  and  Mount  Vernon. 

In  the  five-year  period  from  1944  through 
j 1948,  the  birth  rate  in  Westchester  County  was 
i 16.8  per  1,000.  Presuming  that  these  births 
would  be  distributed  more  or  less  according  to  the 
population  distribution,  this  figure  would  repre- 
i sent  the  addition  of  about  5,000  babies  per  year  to 
the  population  in  the  county  area  under  the  super- 
i vision  of  the  county  health  unit. 

In  1949,  the  County  Health  Department 
maintained  child  health  conferences  in  27  dif- 
ferent localities  within  the  area  it  controls.  The 
total  number  of  clinics  held  was  690,  and  the  total 
number  of  patients  seen  was  3,641.  These 
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children  made  a total  of  9,314  visits  in  the  year. 
The  County  Health  Department  employs  one 
full-time  and  seven  part-time  physicians  in  this 
child  health  conference  work.  In  the  year  1949, 
the  clinics  completed  733  diphtheria,  813  whoop- 
ing cough,  733  tetanus,  and  599  smallpox  im- 
munizations. It  is  interesting  to  note  that  in  the 
year  1949,  1,302  infants  visited  the  clinics.  This 
represents  about  25  per  cent  of  the  expected  total 
births  of  5,000.  From  this  it  might  be  presumed 
that  the  remaining  75  per  cent  of  the  newborn 
infants  received  their  routine  preventive  pediat- 
ric care  from  the  private  practitioner  of  medicine 
within  the  area. 

It  is  the  practice  of  the  county  health  unit  in 
Westchester  County  to  allow  one  clinic  visit  for 
any  child,  but,  thereafter,  they  attempt  to  apply 
a means  test  for  future  visits,  based  on  the  factor 
of  mother,  father,  and  two  children,  with  incomes 
up  to  $3,500  per  year. 

I felt  that  the  personal  opinion  of  one  individ- 
ual would  be  of  no  value  in  deciding  the  merits  or 
demerits  of  these  clinics.  My  experience  of 
twenty  years  of  pediatric  practice  in  Westchester 
County  might  lead  to  a different  conclusion  on  my 
part  than  that  of  my  confreres  in  the  same  area. 
In  order  to  obtain  a cross  section  of  the  opinion 
of  those  practitioners  of  medicine  who  are  listed 
in  the  Westchester  County  Medical  Society  files 
as  having  a particular  interest  in  the  care  of 
children,  a questionnaire  was  sent  to  each  of  76 
doctors.  This  questionnaire  contained  the  fol- 
lowing seven  questions : 
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1.  Do  you  believe  that  the  well-baby  stations 
serve  a useful  purpose? 

2.  Do  you  believe  that  the  immunization 
program  of  these  stations  is  a proper  public 
health  service? 

3.  Do  you  approve  of  the  means  test  used  by 
the  Department  of  Health  to  decide  which  babies 
will  be  followed  routinely  for  preventive  pediatric 
supervision  (mother,  father,  and  two  children, 
with  incomes  up  to  $3,500)  ? 

4.  Do  you  agree  with  the  principle  that  no 
babies  should  be  treated  for  any  pathologic  con- 
dition other  than  a minor  feeding  problem  in  the 
well-baby  station  ? 

5.  Have  you  personally  had  any  babies  re- 
ferred back  to  you  for  correction  or  treatment  of 
conditions  discovered  in  the  well-baby  sta- 
tions? 

6.  Do  you  feel  that  the  well-baby  station  is  a 
justifiable  public  health  education  modality? 

7.  Do  you  feel  that  such  public  health  educa- 
tion has  a tendency  to  increase  the  demand  for 
pediatric  care  by  the  private  practitioners? 

This  questionnaire  was  so  constructed  that  the 
doctors  could  answer  it  without  signatures  and 
return  it  in  the  enclosed  self-addressed  stamped 
envelope.  Of  the  76  physicians  who  received  the 
questionnaire,  60  or  86  per  cent  filled  it  in  and  re- 
turned it.  Of  the  total  of  these  420  questions,  324 
or  77  per  cent  were  answered  in  the  affirmative; 
81  or  19  per  cent  were  answered  in  the  negative, 
and  15  or  4 per  cent  were  not  answered. 

The  answers  to  the  individual  questions  are 
summarized  in  Table  I.  It  is  interesting  to  note 
in  this  analysis  that  the  only  question  receiving  a 
majority  of  negative  answers  was  question  5, 
where  54  per  cent  of  those  answering  the  question 
indicated  that  they  had  not  received  any  re- 
ferrals from  the  well-baby  stations.  It  seems  that 
if  the  child  health  conferences  are  really  applying 
the  means  test  which  they  claim  to  use,  this 
question  would  have  been  answered  in  the  affirm- 
ative by  a larger  number  of  canvassed  physi- 
cians. 

Question  3 was  answered  in  the  negative  by  24 
per  cent  of  those  who  replied  to  it.  It  is  inter- 


TABLE  I. — Replies  to  Questionnaire 


Question 

Number 

Number 

Replying 

Affirmative 
Replies 
(Per  Cent) 

i 

60 

95 

2 

60 

90 

3 

55 

76 

4 

60 

92 

5 

58 

46 

6 

58 

88 

7 

55 

71 

esting  that  of  those  answering  question  3,  seven  I 
added  supplemental  remarks.  Of  these  seven  ] 
supplemental  remarks,  four  apparently  felt  that 
the  criteria  were  not  rigid  enough  or  not  applied 
rigidly  enough.  Three  answers,  however,  im-  I 
plied  that  the  limit  was  too  low  and  that  flexi- 
bility must  be  practiced  in  enforcing  it. 

The  only  other  question  which  received  an  ap- 
preciable number  of  negative  answers  was  ques-  j ‘ 
tion  7,  in  which  29  per  cent  of  those  who  answered  * 
the  question  replied  "no.”  I am  personally  sur- 
prised that  so  many  physicians  have  the  opinion  ir 
that  generalized  public  health  education  of  any 
type  is  not  beneficial  to  the  private  practitioner  of  I i: 
medicine.  It  is  my  personal. feeling  that  this  is  an  f 
erroneous  view,  and  I believe  that  all  types  of 
health  education  increase  the  interest  of  the  in- 
dividual in  his  or  her  own  personal  health,  and  j 
therefore  tend  to  increase  the  demand  for  medical 
care  of  all  types. 

I am  pleased  to  note  that  many  of  my  personal 
convictions  acquired  through  years  of  pediatric 
practice  have  been  substantiated  by  the  replies 
to  this  questionnaire.  If  we  can  take  this  sam- 
pling as  representative  of  the  physicians  of  the 
State,  it  would  appear  that  the  child  health  con- 
ference system  may  expect  to  have  the  continued 
support  of  a majority  of  the  practicing  physi- 
cians. 

264  King  Street 

Discussion 

Norman  Survis,  M.D.,  White  Plains. — We  are 
very  grateful  to  Dr.  Higgons  for  his  study  of  the 
attitude  of  physicians  in  this  county  to  the  Health 
Department.  We  are  glad  to  see  that  our  efforts  to 
cooperate  rather  than  compete  with  them  have 
borne  such  good  fruit. 

Dr.  Higgons  has  raised  the  question  of  why  more 
babies  are  not  referred  back  to  private  physicians 
for  care  or  treatment  of  defects  discovered  at  the 
well-baby  stations.  There  are  many  reasons  for 
this:  First  of  all,  most  of  the  children  who  have 
any  acute  illness  are  soreened  out  and  not  allowed 
to  attend  our  conferences.  Second,  many  of  the 
defects  are  discovered  during  the  babies’  sojurn  in 
the  hospital,  and  treatment  is  carried  out  from  that 
point.  Third,  since  most  of  our  families  come 
from  lower  income  brackets,  it  is  only  natural  that 
most  of  our  referrals  would  be  to  those  institutions 
that  will  take  care  of  them  at  minimum  cost.  An- 
other reason  is  that  the  physicians  or  the  nurses 
may  often  tell  the  patient  to  go  to  his  private  phy- 
sician without  making  a record  of  it  on  the  chart. 

It  may  also  be  of  interest  to  know  that  in  the  five- 
year  period,  1945  through  1949,  758  families  were 
discharged  to  private  physicians  either  by  their 
own  choice  or  because  of  our  means  test. 
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THE  physician  in  general  practice  is  the 
public’s  first  recourse  in  disease  or  physical 
disability,  and  his  patients  depend  upon  him  and 
hold  him  ultimately  responsible  for  their  medical 
welfare.  For  the  most  part  his  work  consists  of 
(the  care  of  self-limited  illnesses  and  injuries  for 
which  the  resources  available  to  him  are  ade- 
jquate.  Chronic  diseases  and  disability,  how- 
ever, pose  peculiar  problems,  and  in  the  realm  of 
! disability  in  particular  the  demands  of  the  case 
are  likely  to  be  so  excessive  as  to  require  addi- 
tional help.  Differential  diagnosis  is  crucial  and 
often  so  difficult  that  a specialist’s  opinion  is 
jnecessary.  The  prescribed  treatment  likewise 
'usually  calls  for  specialized  technics  for  which  the 
general  practitioner  is  not  qualified  and  which 
may  not  be  available  to  him  in  the  community  in 
which  he  practices.  Treatment  accomplished,  re- 
habilitative procedures  are  often  indicated,  and 
here  again  the  facilities  are  greatly  restricted  in 
many  local  areas  because  the  technics  involved  re- 
quire highly  developed  skills  on  the  part  of  non- 
medical as  well  as  medical  personnel. 

All  of  this  adds  up  to  a situation  in  which  the 
doctor,  the  patient,  and  the  community  need  to 
cooperate  if  optimal  benefit  is  to  be  obtained  for 
the  patient.  Because  the  problem  represented  is 
widespread,  serious,  and  costly,  it  has  true  public 
! health  significance.  To  help  meet  the  problem, 
the  program  of  medical  rehabilitation  is  operated 
by  the  New  York  State  Department  of  Health. 

It  is  hoped  that  this  paper  will  clarify  many  of 
the  questions  which  relate  to  the  scope  of  the  pro- 
gram and  its  mode  of  operation.  If  such  clari- 
fication is  accomplished,  it  should  be  helpful,  not 
only  to  the  general  practitioners  throughout  the 
State,  but  also  to  the  specialists,  hospital  ad- 
ministrators, children’s  court  judges,  social 
workers,  and  nurses  who  deal  with  the  program 
and  the  patients  who  receive  care  under  it. 

Your  medical  rehabilitation  program  is  simple 
in  its  concept  and  fundamental  structure.  It 
. | arose  from  circumstance — the  deplorable  but  not 
, unalterable  circumstance  of  childhood  disability. 
At  least  1.1  per  cent  of  every  100  children  who  are 
| born  in  New  York  State  each  year  and  survive  to 
■ the  age  of  one  month  have  serious  physical  de- 
c v fects  which  have  resulted  from  developmental 
j flaws  or  birth  injury.  This  approximates  3,000 
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children  yearly  for  the  State  as  a whole.  In  addi- 
tion to  these,  an  unrecorded  larger  number  each 
year  acquire  defects  from  some  disease  or  accident 
which  overtakes  them  in  their  progress  to  adult 
life.  A large  proportion  of  these  defects  are 
seriously  handicapping.  Some  of  them  are  irre- 
mediably so,  and  the  child  is  doomed  by  the  nature 
of  the  ailment  to  a life  of  chronic  invalidism,  with 
no  hope  from  present  medical  knowledge  of  ever 
attaining  a normal  existence.  Such  children  arc 
not  properly  eligible  for  care  under  a program  of 
medical  rehabilitation.  But  many  of  the  defects 
are  remediable,  if  not  in  whole  at  least  in  part,  and 
if  a proper  program  of  ablement  or  reablement  is 
instituted  and  carried  far  enough,  the  child  can 
live  and  learn  normally  and  ultimately  achieve  a 
normal  earning  capacity. 

In  many  of  these  cases  the  needed  care  is  very 
long,  very  tedious,  and  inevitably  so  costly  as  to 
be  prohibitive  for  the  families  concerned,  even 
though  they  are  by  no  means  medically  indigent 
where  average  ills  are  concerned.  It  was  for  pa- 
tients of  this  latter  group  and  those  less  fortunate 
economically  that  the  structure  now  known  as  the 
medical  rehabilitation  program  was  started. 

History 

The  program  had  its  inception  more  than 
thirty  years  ago  when  the  State  Health  Depart- 
ment began  supplying  clinic  services  throughout 
the  State  for  children  who  were  suffering  from 
orthopedic  disabilities.  Such  services  were  by  no 
means  adequate,  however,  to  give  the  thousands 
of  physically  handicapped  children  present  in  the 
State  the  degree  of  care  they  needed  if  they  were 
to  have  any  hope  of  overcoming  their  disabilities. 
Accordingly,  in  1925,  the  legislature  amended  the 
children’s  court  act  to  provide  educational  and 
medical  aid  whereby  physically  handicapped 
children  might  have  an  opportunity  to  become 
assets  to  society. 

Both  the  education  law  and  the  children’s 
court  act  have  defined  a physically  handicapped 
child  as  ‘ ‘one  who  by  reason  of  a physical  defect  or 
infirmity,  whether  congenital  or  acquired  by 
accident,  injury,  or  disease,  is  or  may  be  expected 
to  be  totally  or  partially  incapacitated  for  educa- 
tion or  for  remunerative  occupation.”  The  laws 
were  enacted  to  provide  care  only  for  those  chil- 
dren whose  parents  can  pay  part  but  not  all  of  the 
costs  of  care  and  those  whose  parents  can  pay 
nothing. 
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The  law  provides  that  the  judge  of  the  chil- 
dren’s court  may  order  the  services  needed  by  a 
physically  handicapped  child  and  make  the  full 
cost  of  the  service  a charge  against  the  county  or 
city  within  his  jurisdiction,  or  he  may  direct  the 
parents  to  pay  part  of  the  expenses.  The  State 
will  reimburse  the  county  or  city  for  one  half  of 
the  costs  of  service  provided  by  court  order  in 
accordance  with  established  rates,  exclusive  of 
parent  or  insurance  payment,  if  any.  However, 
the  law  further  provides  that  the  care  authorized 
by  the  court  must  be  approved  by  the  commissioner 
of  education  if  the  services  are  educational  or 
vocational,  and  by  the  commissioner  of  health  if 
they  are  medical. 

The  first  court  orders  providing  care  as  outlined 
were  issued  in  1926.  For  the  first  year  $25,000 
was  appropriated  at  the  State  level.  Five  years 
later,  in  1931,  court  orders  issued  called  for  a total 
expenditure  of  $357,000  for  medical  care  alone. 
Obviously  such  a rapidly  growing  project  would 
need  an  organized  group  whose  sole  responsibility 
would  be  its  administration.  In  line  with  this 
need,  the  Division  of  Orthopedics  of  the  State 
Department  of  Health  was  established  in  April, 
1931. 

The  program  was  known  as  the  State  ortho- 
pedic program  and  for  many  years  it  was  essen- 
tially that,  facilitating  the  alleviation  or  correc- 
tion of  orthopedic  or  closely  related  defects  in 
children.  Legally  this  limited  service  to  individ- 
uals under  twenty-one  years  of  age.  A major 
expansion  was  achieved  in  1942  when  the  Shaw 
bill  was  passed  to  provide  care  for  patients  of  any 
age  with  correctable  residua  from  poliomyelitis. 
But  the  emphasis  was  still  orthopedic. 

As  medical  knowledge  has  increased,  however, 
and  newer  knowledge  and  greater  skills  have  de- 
veloped, the  concept  of  medical  rehabilitation  has 
expanded  to  embrace  disabilities  in  categories 
other  than  orthopedic.  Apace  with  this  changing 
concept,  the  State  program  has  been  expanded  in 
scope,  and  since  1944  it  has  been  a program  of 
medical  rehabilitation  in  a broader  sense  and  ap- 
propriately designated  as  such. 

Such  an  expansion  must  not  be  construed  to 
mean  that  all  restrictions  are  off.  The  original 
intent  with  regard  to  the  economic  status  of  the 
recipients  of  care  under  the  program  has  never 
been  modified.  The  age  limits  previously  noted 
still  pertain,  and  as  recently  as  1949,  Chapter 
594  of  the  laws  of  New  York  contain  an  amend- 
ment to  the  Public  Health  Law  (Article  2A)  deal- 
ing with  the  care  of  physically  handicapped 
children,  which  specifies  certain  other  limitations. 
According  to  this  amendment,  the  State  De- 
partment of  Health  shall  within  the  limits  of  the 
appropriation  provide  such  medical  care  for 
physically  handicapped  children  as  in  its  judg- 


ment is  needed,  but  “This  article  shall  not  apply 
to:  1.  Children  requiring  permanent  custodial 
care;  2.  Children  institutionalized  in  mental, 
correctional  or  penal  institutions  in  the  State  of 
New  York;  3.  Children  who,  in  the  judgment  of 
the  commissioner  of  health,  may  not  be  expected 
to  benefit  from  medical  services.” 

All  of  this  preamble  has  been  given  in  an  at- 
tempt to  point  out  the  legislative  intent  upon 
which  the  medical  rehabilitation  program  rests 
and  the  restrictions  to  which  it  is  subject.  But 
what  are  the  practical  advantages  of  the  program 
and  what  do  the  citizens  of  the  State  gain  by  its 
operation?  More  specifically,  what  constitutes 
the  total  service  available  under  the  program? 

Program 

The  medical  rehabilitation  program  as  it  is 
operated  at  present  has  essentially  four  facets. 
The  oldest  of  these  is  the  orthopedic  clinic  service 
already  mentioned.  The  newest  is  a diagnostic 
service,  on  a consultation  basis,  and  necessary  ad- 
juvant procedures  such  as  x-rays  and  laboratory 
studies.  There  is  also  the  corrective  or  rehabilita- 
tive surgery  available  at  a highly  developed  level 
today.  And  finally  there  are  all  of  the  nonsur- 
gical  rehabilitative  procedures  in  the  medical 
domain,  such  as  physiotherapy  and  prostheses  and 
appliances  with  the  training  incidental  to  their 
use. 

The  orthopedic  clinics  are  arranged  in  ac- 
cordance with  local  needs  by  the  city,  county,  or 
district  health  officers  for  the  areas  within  their 
respective  jurisdictions.  The  clinics  are  con- 
ducted by  qualified  orthopedists  otherwise  en- 
gaged in  the  private  practice  of  orthopedic  sur- 
gery. Nursing  and  clerical  assistance  is  sup- 
plied by  the  local  health  unit  concerned.  The 
funds  to  pay  for  the  orthopedists’  services  are  ob- 
tained approximately  three  fourths  by  Federal 
appropriation  from  crippled  children’s  funds  and 
one  fourth  by  State  allocation.  Any  physician 
may  refer  patients  to  the  clinic  regardless  of  age, 
provided  the  diagnosis  is  either  definitely  or 
tentatively  one  of  an  orthopedic  ailment.  The 
recommendations  of  the  clinic  physician  are  re- 
turned to  the  referring  physician  through  the  local 
health  office.  Patients  who  present  themselves 
at  the  clinic  without  a proper  referral  are  seen, 
but  every  attempt  is  made  by  the  health  officer  to 
get  them  to  choose  a private  physician  to  direct 
indicated  therapy,  and  they  are  discouraged  from 
returning  to  the  clinic  unless  they  do  so. 

The  diagnostic  service  is  ancillary  in  intent 
and  manifold  in  scope.  The  clinic  orthopedist 
may  request  x-rays  or  other  laboratory  services 
that  will  assist  him  in  evaluating  the  patient’s 
complaint.  He  may  be  requested  by  a fellow 
physician  to  see,  on  a consultation  basis,  an 
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orthopedic  patient  who  is  bedfast  and  therefore 
cannot  be  brought  to  the  clinic,  whether  he  is 
confined  to  bed  at  home  or  in  a hospital.  Or  he 
may  be  asked  to  see,  again  on  a consultation 
basis,  patients  in  the  acute  stage  of  poliomyelitis, 
to  evaluate  the  case  from  the  orthopedic  point  of 
view  and  prescribe  such  supportive  therapy  as 
may  make  subsequent  reconstructive  therapy 
unnecessary. 

If  the  patient  has  a disability  which  is  medically 
rehabilitable  but  in  a category  other  than  ortho- 
pedic, he  can  be  referred  for  evaluation  on  a con- 
sultation basis  to  a physician  properly  qualified 
in  the  indicated  specialty,  and  here  again 
necessary  laboratory  studies  can  be  provided  on 
request. 

All  these  consultations  and  laboratory  studies 
must  be  arranged  through  the  city,  county,  or 
district  health  officer  concerned,  and  the  re- 
quested service  must  be  approved  by  him  in  ac- 
cordance with  the  regulations  of  the  State  De- 
partment of  Health  before  the  service  is  rendered, 
if  reimbursement  is  to  be  obtained. 

Funds  for  consultation  and  diagnostic  services 
are  obtained  partly  from  Federal  grants  and 
partly  from  State  appropriations. 

Corrective  or  rehabilitative  procedures,  either 
surgical  or  nonsurgical,  can  be  arranged  on  an  in- 
patient or  outpatient  basis,  depending  upon  the 
needs  of  the  individual  case.  All  the  care  rep- 
resented here,  as  well  as  needed  prostheses  and 
appliances,  must  be  authorized  by  the  children’s 
court  for  all  individuals  under  twenty-one,  and 
by  the  boards  of  supervisors  in  cases  of  adult 
poliomyelitis.  The  funds  are  obtained  exclusively 
from  local  and  State  appropriations. 

Once  again,  the  applications  for  assistance 
should  be  started  through  the  health  officer  within 
whose  jurisdiction  the  patient  resides.  The 
; private  physician  planning  the  care  must  indicate 
the  diagnosis,  the  surgery  or  other  procedures 
proposed,  the  prognosis  in  terms  of  rehabilitation 
with  those  procedures,  and  the  amount  of  hospi- 
talization required,  with  estimated  related  needs 
such  as  anesthesia,  private  duty  nurses,  special 
drugs,  and  the  like.  If  the  diagnosis  is  one 
which  falls  within  the  scope  of  the  program,  and 
the  prognosis  as  regards  ablement  or  reablement 
is  good,  the  health  officer  will  prepare  the  neces- 
sary petitions  in  line  with  established  rates  and 
procedures  and  submit  them  to  the  court.  If 
the  court  sees  fit  to  authorize  the  requested  care, 
and  the  commissioner  of  health  approves  it,  the 
attending  physician  may  proceed  with  the  con- 
templated regimen  with  the  assurance  that  he 
and  the  vendors  involved  (hospitals,  brace 
makers,  etc.)  will  be  reimbursed. 

Corrective  medical  procedures  are  approvable 
only  if  their  value  has  been  proved  and  they  are 


known  to  give  reasonable  promise  of  a good  re- 
habilitative result.  Procedures  employed  upon  a 
research  basis  cannot  be  accepted  under  the  pro- 
gram. 

In  all  instances  of  elective  care,  no  service 
should  be  instituted  until  the  certificate  of  ap- 
proval has  been  issued  by  the  bureau  of  medical 
rehabilitation,  since  retroactive  care  is  not  allow- 
able. In  emergencies,  a more  liberal  interpreta- 
tion is  made.  Under  such  conditions,  the  only 
requirement  is  that  the  attending  physician 
notify  the  health  officer  concerned  of  the  circum- 
stances of  the  case  when  the  care  is  started.  Then, 
if  the  case  is  eligible  under  the  program  and  the 
judge  of  the  children’s  court  issues  a covering 
order,  the  care  can  be  approved  from  the  time  the 
health  officer  received  notification  from  the 
private  physician.  The  situation  must  be  of  a 
clearly  defined  emergency  nature,  however,  and 
not  just  so  labeled  for  the  convenience  of  the 
family,  the  physician,  or  the  hospital  concerned. 

Departmental  refusal  to  honor  retroactive 
orders  is  not  based  on  an  arbitrary  regulation. 
Prior  approval  is  essential  because  official  repre- 
sentatives of  the  health  department  have  the 
responsibility  for  determining  that  the  diagnosis 
is  one  which  falls  within  the  scope  of  the  program, 
that  there  are  no  related  factors  in  the  patient’s 
condition  which  render  him  ineligible  even  though 
his  diagnosis  is  appropriate,  and  that  the  proposed 
procedures  are  acceptable  under  the  program. 
Prior  approval  is  necessary  also  to  assure  that  the 
patient’s  economic  status  has  been  properly 
evaluated  by  the  parties  contracting  for  his  care 
before  the  care  is  undertaken.  The  State  cannot 
be  liable  for  bills  that  are  unpaid  through  some 
misunderstanding  between  the  recipient  and  the 
vendors  as  to  the  business  arrangements,  or  be- 
cause parents  or  guardians  have  defaulted  through 
irresponsibility. 

A diagnostic  evaluation  in  hospital  is  approv- 
able on  court  order  if  the  patient  is  suspected  of 
having  a disability  eligible  for  corrective  services 
under  the  medical  rehabilitation  program.  The 
purpose  of  diagnostic  evaluation  in  such  cases 
should  be  threefold:  to  confirm  the  diagnosis 
where  doubt  exists,  to  determine  the  correctional 
and  rehabilitative  procedures  which  are  indicated, 
and  to  estimate  the  potentialities  of  the  individual 
for  responding  to  such  procedures. 

Administration 

In  the  administration  of  the  medical  rehabilita- 
tion program,  a defect,  disability,  or  infirmity  is 
defined  as  a structural  abnormality  which  inter- 
feres with,  or  has  a strong  potentiality  of  inter- 
fering with,  the  functional  ability  of  the  affected 
individual  to  meet  the  routine  personal  demands 
of  daily  living,  obtaining  an  education,  and  earn- 
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ing  a living  wage.  Medical  rehabilitation  is 
construed  as  comprising  ablement  in  cases  with 
congenital  absence  of  parts,  and  reablement 
where  the  dysfunction  is  acquired.  It  consists  of 
those  medical  therapies  which  have  been  developed 
to  correct  such  defects  or  infirmities  to  the  maxi- 
mal extent  and  to  train  the  individual  to  make 
optimal  use  of  his  residual  capacities.  It  pre- 
cludes such  medical  aids  and  services  as  are  indi- 
cated only  on  the  basis  of  social  need  or  environ- 
mental lack  or  limitation. 

With  these  definitions  for  reference,  numerous 
conditions  which  are  eligible  for  care  under  the 
medical  rehabilitation  program  come  to  mind — 
in  general,  all  correctable  orthopedic  defects, 
neuromuscular  and  skeletal,  congenital  or  ac- 
quired by  injury  or  disease,  exclusive  of  acute 
traumatic  conditions;  other  disabling  congenital 
defects,  such  as  cleft  palate  and  lip,  congenital 
heart  disease,  the  various  atresias,  misplaced  and 
maldeveloped  organs;  certain  derangements  of 
the  special  sense  organs,  as  illustrated  by  con- 
genital or  traumatic  cataract,  congenital  glau- 
coma, and  strabismus;  burns  for  skin  grafting 
and  correction  of  contractures ; other  serious  and 
disabling  defects  which  may  be  aided  by  plastic 
surgery,  and  perhaps  some  in  other  categories. 
Persons  with  progressive  conditions  are  eligible 
for  funds  only  for  special  procedures  aimed  at  a 
specific  defect  with  clearly  defined  objectives  in 
view,  but  even  then  only  if  the  underlying  disease 
is  in  an  arrested  stage. 

Obviously,  to  operate  so  comprehensive  a pro- 
gram as  the  one  outlined  in  a state  the  size  of 
New  York,  considerable  service  must  be  pro- 
vided and  substantial  sums  of  money  expended. 
Figures  for  1949  are  only  provisional  at  present, 
but  those  available  are  minimal  and  to  that  extent 
of  interest. 

In  1949  a total  of  18,166  orthopedic  clinic  visits 
were  recorded,  14,533  by  persons  under  twenty- 
one  years  of  age  and  3,633  by  those  of  twenty-one 
years  and  over.  To  attend  these  climes,  over 
50  orthopedists  were  employed  throughout  the 
State,  and  more  than  $30,000  was  paid  for  their 
services.  During  the  same  period  675  consulta- 
tions, costing  approximately  $7,000,  were  ap- 
proved. The  various  specialties  were  widely 
represented,  the  requests  calling  for  orthopedists, 
pediatricians,  cardiologists,  laryngologists,  oph- 
thalmologists, otologists,  urologists,  plastic  sur- 
geons, thoracic  surgeons,  neurosurgeons,  roent- 
genologists, and  psychiatrists.  X-ray  and  labora- 
tory service  was  available  only  during  the  last  nine 
months  of  1949.  In  that  time  87  requests  were 
honored  for  those  services,  at  a cost  of  approx- 
imately $1,300.  Finally,  7,395  court  orders  were 
processed,  calling  for  care  in  excess  of  $2,000,000. 
In  none  of  the  four  categories  is  the  actual  number 


of  patients  known  at  present,  but  it  is  consider- 
ably less  on  the  whole  than  the  total  number  of 
service  items  mentioned. 

The  costs  of  these  items  total  a large  sum,  but 
when  it  is  realized  that  almost  all  of  the  beneficiar- 
ies under  the  program  gain  some  good,  and  many 
of  them  gain  a great  good,  even  to  the  extent  of  a 
new  lease  on  life,  the  taxpayers,  both  medical  and 
nonmedical,  ought  to  feel  that  the  return  on  their 
investment  is  also  good.  In  order  that  the  great- 
est good  may  accrue  to  the  greatest  number,  it 
is  a public  obligation  to  see  that  the  advantages 
of  the  program  are  not  abused. 

The  General  Practitioner 

By  title  this  paper  was  designed  to  point  up  the 
relationship  of  the  medical  rehabilitation  pro- 
gram to  the  physicians  engaged  in  general  prac- 
tice throughout  the  State.  Where,  then,  do  the 
men  and  women  in  general  practice  enter  the 
picture?  Actually  they  have  so  intimate  and 
integral  a part  in  the  program  and  their  service 
is  so  fundamental  to  it  that  their  identity  is 
hidden  by  the  total  structure.  For  they  are  the 
framework  on  which  the  structure  rests.  They 
are  the  ones  who,  in  most  instances,  see  the  cases 
first,  either  as  the  family  doctor,  the  doctor  in 
charge  of  the  child  health  conference,  or  the  school 
physician.  They  are  the  ones  to  direct  the  pa- 
tient to  the  proper  specialist  for  evaluation  of  the 
condition  and  its  rehabilitable  aspects.  They 
are  the  ones  who  are  likely  to  know  best  whether 
the  patient  is  properly  eligible  on  economic 
grounds  for  State  and  county  aid  for  rehabilita- 
tive procedures.  And  they  are  the  ones  in  the 
best  position  to  see  that  the  patient  stays  under 
proper  care  and  to  encourage  him  and  his  family 
to  face  and  endure  the  long,  arduous,  painful 
interlude  that  the  rehabilitative  process  often  is. 

The  physician  in  general  practice  who  has  a pa- 
tient under  care  in  the  medical  rehabilitation 
program  can  enjoy  threefold  satisfaction.  He 
knows  that  he  has  obtained  expensive  essential 
care  for  his  patient  without  having  to  impose  on 
the  kindness  and  generosity  of  his  friends  and 
colleagues  in  the  specialties  by  asking  them  to 
do  it  free  of  charge.  He  knows  that  his  patient’s 
family  can  accept  the  care  without  feeling  that 
they  have  become  the  recipients  of  charity  or  will 
forever  be  encumbered  by  the  memory  of  a debt 
they  can  never  repay.  Finally,  he  sees  a patient, 
whom  he  once  knew  burdened  with  a great  handi- 
cap, restored  or  relieved  and  enabled  to  a better, 
more  normal  life.  Anyone  who  has  ever  engaged 
in  general  practice  knows  that  these  are  all  veiy 
great  gains,  and  that  the  last  one  is  beyond  cal- 
culable price.  On  this  basis,  we  hope  for  the 
continuing  interest  and  cooperation  of  the  general 
practitioners  everywhere  in  the  State. 
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Discussion 

James  A.  Dolce,  M.D.,  Buffalo. — Dr.  Bahlke  has 
given  us  a concise  discussion  of  the  development, 
scope,  and  procedure  of  the  medical  rehabilitation 
program.  This  information  should  be  in  the  hands 
of  every  health  officer  who  has  to  do  with  the  pro- 
gram, in  order  to  keep  the  physicians  and  hospital 
personnel  who  have  anything  to  do  with  the  pro- 
gram currently  informed. 

There  seems  no  question  that  the  medical  rehabili- 
tation program  meets  the  three  criteria  of  a public 
health  program.  Those  who  attended  Dr.  Rusk’s 
conference  yesterday  had  a chance  to  see  firsthand 
what  can  be  done  with  the  physically  handicapped 
patient.  It  was  apparent  that  many  highly  special- 
ized skills,  both  medical  and  nonmedical,  are  re- 
quired in  all  phases  of  management  of  the  physi- 
cally handicapped,  and  the  resources  of  many  com- 
munities are  not  sufficient  to  pay  for  these  services. 

The  medical  rehabilitation  program  offers  an 
excellent  opportunity  for  public  relations  both  from 
the  lay  and  professional  standpoint.  There  is  an 
opportunity  to  work  with  several  groups  interested 
in  specific  phases  of  the  program.  From  the  pro- 
fessional standpoint,  it  gives  the  health  officer  op- 
portunity to  work  closely  with  the  medical  pro- 
fession and  also,  more  recently,  with  the  dental 
profession.  The  opportunities  are  similar  to  the 
utilization  of  the  public  health  nurse  in  the  bedside 
care  program — the  closer  relationships  because  of 
rendering  an  actual  service  when  it  is  needed. 


The  program  has  been  well  received  in  Erie 
County,  so  well  that  a word  of  caution  is  indicated. 
Those  who  administer  the  program  should  make 
sure  that  everyone  concerned  with  it  is  informed  as 
to  its  limitations  and  impressed  with  its  rehabili- 
tation aspect.  Otherwise  the  pressures  and  trends 
will  be  toward  a program  of  complete  medical  care. 


Crawford  J.  Campbell,  M.D.,  Albany. — If  the 
purpose  of  this  program  is  to  be  successfully  carried 
out,  the  cooperation  of  the  public  health  nurses  and 
physiotherapists,  the  county  judges  and  public  health 
officials,  and  the  medical  specialists  is  mandatory, 
and  their  friendly  and  helpful  association  with  the 
medical  practitioner  is  a necessity. 

At  times,  I have  been  criticized  for  what  some  of 
my  confreres  call  “aiding  socialized  medicine.” 
Nothing  has  been  further  removed  from  reality 
than  this  statement.  On  the  contrary,  I feel  that 
this  is  an  objective  step  in  the  prevention  of  national 
compulsory  health  insurance. 

Its  purpose  is  to  give  highly  specialized  care  to  the 
low-income  groups  at  minimum  cost.  It  is  only  by 
insuring  such  care  that  we  can  destroy  the  fertile 
field  in  which  discontent  in  regard  to  present  medi- 
cal coverage  might  grow.  The  present  system  is 
voluntary  in  regard  to  all  concerned.  The  State 
of  New  York  should  be  congratulated  in  making  this 
possible. 


COMPOUND  F REPORTED  EFFECTIVE  AGAINST  RHEUMATOID  ARTHRITIS 


A synthesized  adrenal  hormone  chemically  similar 
to  cortisone  and  known  as  Compound  F is  proving 
effective  against  rheumatoid  arthritis.  Announce- 
ment of  the  synthesis  of  Compound  F was  made  re- 
cently by  a pharmaceutical  company,  emphasizing 
that  the  amount  of  Compound  F available  does  not 
allow  distribution  for  other  than  limited  clinical 
testing  at  the  present  time. 

The  report  of  trial  of  Compound  F against  rheu- 
matoid arthritis  was  made  by  Dr.  Howard  F.  Polley 
(one  of  the  group  from  the  Mayo  Clinic  who  orig- 
inally reported  the  effects  of  cortisone  and  ACTH 
against  the  disease)  and  Harold  L.  Mason,  Ph.D.,  in 
the  August  26  issue  of  the  Journal  of  the  American 
M ediccd  Association. 

A total  of  0.9  Gm.  of  Compound  F was  given 
intramuscularly  in  twelve  days  of  metabolic  study 
(March  31  to  April  11,  1949,  inclusive).  Previously 
confined  to  a bed  or  wheel  chair,  the  patient  became 
ambulatory.  The  sedimentation  rate  decreased 
from  85  to  24  mm.  within  twelve  days.  The  over-all 
relief  of  rheumatoid  arthritis  was  an  estimated  60 


per  cent,  as  compared  with  75  per  cent  relief  from 
1.0  Gm.  of  cortisone  in  ten  days  and  85  per  cent 
relief  from  1.2  Gm.  of  ACTH  in  twelve  days. 

In  this  study  a very  marked  antirheumatic  effect 
is  graded  as  4,  a marked  response  as  3,  a moderate 
response  2,  mild  to  minimal  effects  1,  and  no  effect  is 
grade  0.  Results  of  the  administration  of  cortisone 
and  ACTH  served  as  a standard  against  which  the 
effects  of  other  preparations  were  compared.  The 
antirheumatic  effect  of  Compound  F in  this  case  was 
classified  as  grade  3. 

When  use  of  the  preparation  was  discontinued, 
improvement  was  lost  more  promptly  than  after 
withdrawal  of  cortisone  or  ACTH.  While  the 
patient  was  being  treated  with  Compound  F,  her 
appetite  became  “very  good”  but  not  ravenous. 

Mild  facial  rounding  (“puffiness”)  occurred  after 
nine  days  of  Compound  F in  50  to  100-mg.  daily 
doses.  Dull  frontal  headaches  and  “burning  of  the 
eyes”  also  were  described  by  this  patient.  These 
symptoms  could  not  be  related  with  certainty  to  the 
hormones  which  were  administered. 


A MILKBORNE  POLIOMYELITIS  EPISODE 

Michael  Lipari,  M.D.,  Oneonta,  New  York 
( District  State  Health  Officer,  Neiv  York  State  Department  of  Health) 


AN  UNUSUALLY  high  incidence  of  polio- 
myelitis cases  in  a small  area  in  the  north- 
east section  of  Delaware  County,  New  York,  had 
been  watched  with  keen  interest  during  the  last 
week  of  October,  1949.  Repeated  discussions 
with  the  reporting  physicians  and  with  the  local 
health  officers  regarding  the  cases  as  they  were 
reported  gave  no  tangible  clue  to  the  cause  of  this 
unseasonal,  circumscribed  poliomyelitis  epidemic. 

On  November  4,  the  District  State  Health 
Officer  was  advised  by  the  District  Milk  Sanitar- 
ian that  the  latter’s  inspection  of  Dairy  “C”  in 
Hobart,  New  York,  on  that  date  was  unsatis- 
factory in  the  following  respects:  There  were  no 
toilet  facilities  in  the  plant,  no  soap  or  paper 
towels  at  the  handwashing  sink,  milk  and  cream 
bottles  were  not  being  properly  sterilized  since 
they  were  being  washed  in  cold  water  which  con- 
tained no  chlorine,  and  the  cream  was  bottled  by 
hand— dipped  out  of  40  quart  cans  and  capped 
with  a mechanical  hand  capper.  In  addition,  the 
Milk  Sanitarian  reported  that  the  sole  operator  in 
the  Dairy  “C”  Plant  (Mr.  E.  S.  of  Hobart,  New 
York)  was  the  father  of  a recently  reported  case 
of  poliomyelitis  (Case  4). 

The  milk  routes  of  Dairy  “C”  extend  through 
the  same  area  wherein  the  cases  of  poliomyelitis 
were  occurring.  In  view  of  this  relationship  and 
in  view  of  the  reproachable  technics  which  were 
being  used  by  a milk  handler  with  known  exposure 
to  a recent  case  of  poliomyelitis,  it  seemed  there 
was  enough  presumptive  evidence  that  we  might 
be  dealing  with  a milkborne  poliomyelitis  epidemic 
to  justify  the  immediate  removal  of  the  milk 
handler  from  the  dairy  and  to  initiate  an  epi- 
demiologic investigation.  The  milk  handler  was 
removed  from  the  dairy  on  November  7,  and  an 
epidemiologic  investigation  was  carried  out  during 
the  last  two  weeks  of  November.  Even  during 
the  investigation  new  cases  were  being  reported. 

Cases  of  poliomyelitis  had  been  reported  from 
various  places  in  Delaware  County  during  the 
summer  of  1949.  The  first  reported  case  had  its 
onset  on  August  8.  During  the  months  of 
August  and  September,  a total  of  ten  cases 
among  residents  of  Delaware  County  was  reported 
from  various  parts  of  the  county,  but  only  one 
case  (Case  1)  was  reported  from  the  area  in  which 
this  epidemic  was  to  occur.  This  case,  with  onset 
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Fig.  1.  Area  of  epidemic  in  Delaware  County,  New 
York.  Indicated  by  shaded  area. 


on  September  26,  was  the  first  of  23  cases  of 
poliomyelitis  which  were  reported  from  the  epi- 
demic area  (population  3,000)  from  September 
26  through  November  20.  During  the  period 
September  26  through  November  29,  nine  scat- 
tered cases  were  reported  from  the  rest  of  the 
county  (population  42,000). 

The  epidemic  area  in  the  northeast  section  of 
Delaware  County  wherein  these  23  cases  oc- 
curred is  elliptic,  running  northeast  and  south- 
west, and  includes  the  villages  of  Stamford, 
Hobart,  South  Kortright,  and  Bloomville  which 
are  on  route  10,  the  main  highway  which  runs 
through  the  center  of  the  elliptic  area  (Fig.  1). 
The  combined  village  and  rural  population  of  the 
epidemic  area  is  about  3,000  people. 

The  milk  routes  of  Daii-y  “C”  emanate  from 
the  village  of  Hobart  and  run  northeast  and  south- 
west on  route  10  to  enter  the  villages  in  the  epi- 
demic area  (Fig.  2).  Only  its  southerly  route 
extends  beyond  the  epidemic  area,  going  into  the 
village  of  Delhi,  where  Dairy  “C”  sells  about  150 
quarts  of  milk  each  day  and  about  20  quarts  of 
cream  each  week. 

Dairy  “C”  pasteurizes  and  bottles  about  1,100 
quarts  of  milk  a day  and  about  200  quarts  of 
cream  a week  and  delivers  its  milk  products 
daily  to  households  and  grocery  stores  in  the 
villages  of  Stamford,  Hobart,  South  Kortright, 
Bloomville,  and  Delhi,  all  within  a range  of  four 
to  six  miles  (except  Delhi  which  is  12  miles  dis- 
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Fig.  2.  Milk  route  of  Dairy  “C.” 


tant)  from  the  village  of  Hobart  which  is  more  or 
less  centrally  located  in  respect  to  the  other  vil- 
lages named.  It  also  supplies  the  South  Kort- 
right  Central  School  (census  of  300)  with  80 
half-pints  of  chocolate  milk  and  120  half-pints 
of  milk  each  day  and  the  Hobart  School  (census 
'of  100)  with  30  half-pints  of  milk  each  day.  No 
isolated  country  stores  are  supplied  with  Dairy 
“C”  milk.  Dairy  “C”  supplies  95  per  cent  of  the 
i bottled  pasteurized  milk  sold  in  the  village  of 
(Stamford  (population  1,200)  and  practically  100 
per  cent  of  the  bottled  pasteurized  milk  sold  in 
the  villages  of  Hobart  (population  700),  South 
Kortright  (population  200),  and  Bloomville 
| (population  200) . It  supplies  only  25  per  cent 
of  the  bottled,  pasteurized  milk  sold  in  the  village 
(of  Delhi  (population  1,800). 

The  clinical  picture  in  the  cases  of  this  out- 
break was  generally  uniform  from  the  standpoint 
rjof  prodromal  symptoms.  Most  cases  complained 
of  headache  or  backache  within  twenty-four 
hours  of  onset  of  paralysis.  Most  cases  had  a 

[pharyngitis,  mild  upper  respiratory  symptoms, 
and  temperature  under  101  F.  three  to  five  days 
prior  to  onset  of  paralysis.  Gastrointestinal 
Symptoms  were  not  present  in  most  cases.  Six 
of  the  23  cases  were  bulbar  poliomyelitis;  three 
of  these  were  severe  (two  died),  and  three  were 


moderate.  The  remaining  17  cases  were  para- 
lytic: three  severe,  eight  moderate,  and  six  mild. 

Two  items  were  stressed  in  the  interviews  held 
with  the  cases:  the  first,  a history  of  drinking 
milk  from  Dairy  “C,”  and  the  second,  the  contact 
history  of  each  case.  The  information  outlined 
in  Table  I was  obtained  from  the  23  cases  during 
the  last  two  weeks  of  November,  1949.  In  addi- 
tion, ten  household  contacts  of  these  cases  were 
queried  about  Dairy  “C”  milk  consumption  and 
contact  history. 

Stool  and  blood  specimens  were  collected  from 
Mr.  E.  S.  of  Hobart,  New  York,  the  milk  handler 
in  Dairy  “C.”  Stool  specimens  were  collected 
from  15  cases  (Cases  2 to  17  inclusive)  for  the 
isolation  of  the  causative  virus,  and  blood  speci- 
mens for  serologic  studies  were  obtained  from 
12  (Cases  2,  4,  7,  8,  and  10  to  17  inclusive)  of 
these  same  15  persons.  These  blood  specimens 
were  obtained  from  five  cases  who  regularly  drank 
Dairy  “C”  milk  but  who  gave  no  contact  history, 
from  four  cases  who  did  not  drink  Dairy  “C” 
milk  but  who  gave  a history  of  contact  with 
known  cases  of  poliomyelitis,  and  from  three  cases 
who  regularly  drank  Dairy  “C”  milk  and  also 
gave  a history  of  contact  with  known  cases  of 
poliomyelitis. 

The  incidence  of  23  cases  of  poliomyelitis  in  a 
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TABLE  I. — Epidemiologic  Data  on  Cases 


Case 

Sex 

Age 

Onset 

Drank 

Dairy 

“C” 

Milk 

History 

of 

Contact 

School 

or 

Work 

Address 

Disposition 

1 

F 

25 

Sept.  26 

Yes 

No 

Waitress 

Hobart 

Died 

2 

M 

5 

Oct.  1 

Yes 

No 

S.  Kortright 

Bloomville 

Home 

3 

F 

5 

Oct.  7 

Yes 

Yes 

S.  Kortright 

S.  Kortright 

Hospital 

4 

M 

14 

Oct.  14 

Yes 

No 

S.  Kortright 

RD,  Hobart 

Home 

5 

F 

8 

Oct.  22 

Yes 

No 

Hobart 

Hobart 

Home 

6 

M 

23 

Oct.  28 

Yes 

No 

Bartender 

Stamford 

Died 

7 

F 

10 

Oct.  29 

No 

Yes 

Stamford 

RD,  Hobart 

Hospital 

8 

F 

5 

Oct.  29 

Yes 

No 

Hobart 

Hobart 

Hospital 

9 

F 

5 

Oct.  29 

No 

No 

Stamford 

RD,  Stamford 

Home 

10 

F 

35 

Oct.  29 

Yes 

Yes 

Kindergarten 

Stamford 

Hospital 

11 

F 

6 

Oct.  30 

No 

Yes 

Stamford 

RD,  Hobart 

Hospital 

12 

F 

11 

Oct.  30 

Yes 

No 

S.  Kortright 

Hobart 

Hospital 

13 

F 

35 

Nov.  1 

Yes 

Yes 

Waitress 

Stamford 

Home 

14 

F 

18 

Nov.  2 

Yes 

No 

Housewife 

Stamford 

Home 

15 

F 

7 

Nov.  3 

No 

Yes 

Stamford 

Stamford 

Hospital 

16 

M 

6 

Nov.  4 

No 

Yes 

Stamford 

RD,  Stamford 

Home 

17 

F 

6 

Nov.  5 

Yes 

Yes 

Stamford 

Stamford 

Home 

18 

M 

16 

Nov.  8 

Yes 

No 

S.  Kortright 

S .Kortright 

Home 

19 

F 

30 

Nov.  8 

No 

Yes 

Housewife 

RD,  Hobart 

Home 

20 

M 

3 

Nov.  10 

No 

Yes 

Home 

Stamford 

Hospital 

21 

F 

1 

Nov.  13 

No 

Yes 

Home 

Stamford 

Hospital 

22 

M 

13 

Nov.  14 

Yes 

No 

S.  Kortright 

Bloomville 

Hospital 

23 

M 

12 

Nov.  20 

Yes 

No 

Stamford 

Stamford 

Hospital 

population  concentration  of  3,000  during  the 
same  period  that  nine  cases  occurred  in  a popula- 
tion concentration  of  42,000  where  population 
densities,  living  standards,  occupational  pursuits, 
climatic  conditions,  etc.,  were  similar  in  both 
groups  was  not  a chance  occurrence.  The  differ- 
ence in  case  incidence  in  these  two  areas  can  be 
shown  to  be  statistically  significant. 

Data  from  our  investigation  showed  that  in  1 1 
of  the  23  cases  a history  of  contact  with  other 
known  cases  during  the  incubation  period  of  such 
cases  was  definitely  established.  A person  was 
considered  to  have  had  contact  only  if  his  history 
indicated  that  he  had  had  direct  and  frequent 
association  with  a known  case  of  poliomyelitis 
during  a period  of  seven  days  prior  to  onset  of 
paralysis  of  the  case  or  during  a period  of  fourteen 
days  following  the  onset  of  paralysis  of  the  case. 
In  the  remaining  12  cases  no  satisfactory  contact 
history  was  elicited.  Undoubtedly,  person-to- 
person  contact  was  a factor  in  this  outbreak 
since  48  per  cent  of  the  23  cases  gave  a history  of 
contact  with  known  cases.  But  in  view  of  the 
peak  of  the  cases  which  was  observed  following 
the  possible  introduction  of  poliomyelitis  virus 
(about  two  weeks  before  this  peak  was  observed) 
into  the  bottled  milk  supply  which  is  used  in  the 
epidemic  area,  in  view  of  the  concentration  of 
poliomyelitis  cases  occurring  in  a short  period  of 
time  within  the  area  supplied  by  the  suspected 
milk  supply,  and  in  view  of  the  unseasonal  oc- 
currence of  this  outbreak,  the  probability  that 
the  additional  factor  of  a questionable  milk  supply 
played  a part  in  this  poliomyelitis  epidemic 
deserved  further  study. 


An  inspection  of  Fig.  3 reveals  a peak  of  case 
incidence  in  the  three-day  period,  October  28, 
29,  and  30,  followed  by  a steady  daily  incidence 
in  the  next  week  and  a gradual  tapering  off  of 
cases  in  the  succeeding  two- week  period.  Where- 
as in  the  thirty-one  days  prior  to  October  28, 
only  five  cases  occurred  which  were  fairly  widely 
separated  from  the  standpoint  of  time  of  onset, 
the  concentration  of  seven  cases  having  their  on- 
sets in  a three-day  period,  an  additional  seven 
cases  in  the  following  week,  and  a tapering  off 
of  cases  thereafter  suggests  a causative  incident 
common  to  all  these  cases  which  could  be  dated 
within  the  incubation  periods  of  the  cases.  Such 
an  incident  did  indeed  occur  within  this  period, 
for  if  Mr.  E.  S.  became  a carrier  as  a result  of 
contact  with  his  son,  whose  onset  was  on  October 
14,  then  he  could  have  been  introducing  polio- 
myelitis virus  into  the  milk  supply  in  the  period 
October  10  to  and  probably  beyond  October  24. 
It  is  conceivable  that  Mr.  E.  S.  introduced  the 
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Fig.  3.  Distribution  of  cases  by  date  of  onset  in 
milkborne  poliomyelitis  outbreak  in  October  and 
November,  1949,  in  Delaware  County,  New  York. 
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virus  into  the  water  which  was  supposed  to 
sterilize  the  milk  and  cream  bottles  during  the 
washing  operations.  The  water  used  to  sterilize 
the  bottles  is  used  over  and  over  again  during  the 
day’s  operations,  and  it  is  possible  that  the  opera- 
tor’s hands  made  frequent  contact  with  that 
water  during  the  day.  Since  the  water  was  found 
to  be  cold  and  not  properly  chlorinated,  any 
virus  introduced  into  it  could  have  survived  and 
could  have  seeded  the  bottles  as  they  went 
through  the  washing  process.  The  hand-dipping 
of  cream  from  40-quart  cans  to  fill  the  cream 
bottles  certainly  allowed  many  opportunities 
for  the  introduction  of  virus  from  the  handler 
directly  into  the  cream. 

Perhaps  the  most  suggestive  information  which 
our  data  revealed  was  that  among  the  23  cases 
11  cases  in  whom  a history  of  contact  had  been 
elicited  showed  a consumption  rate  of  Dairy 
“C”  milk  of  36  per  cent,  whereas  12  cases  in 
whom  a history  of  contact  had  not  been  given 
showed  a consumption  rate  of  92  per  cent. 

It  was  realized  that  the  ten  household  contacts 
would  not  serve  as  a suitable  control  group.  It 
was  decided,  therefore,  to  survey  a sizable  control 
group  within  the  epidemic  area  in  order  to  obtain 
data  on  the  incidence  of  nonparalytic  cases  of 
poliomyelitis,  the  consumption  rates  of  Dairy 
“C”  milk  among  the  nonparalytic  cases  and 
controls,  the  contact  rates  with  cases  of  polio- 
myelitis of  the  nonparalytic  cases,  the  contact 
rates  with  cases  of  poliomyelitis  or  with  non- 
paralytic cases  of  the  control  group,  and  blood 
specimens  for  serologic  studies  from  selected 
groups  among  the  nonparalytic  cases  and  controls. 

A house-to-house  survey  of  the  persons  in 
each  of  about  five  houses  nearest  to  the  house 
where  a poliomyelitis  case  was  known  to  live 
was  carried  out  on  December  14  and  15.  The 
selection  of  the  five  nearest  houses  to  each  known 
case  would  seem  to  lend  bias  to  the  data  obtamed 
from  the  control  group.  To  some  extent  that 
might  be  true  in  the  controls  interviewed  in  the 
villages  of  Stamford  and  Hobart.  It  should  be 
pointed  out,  however,  that,  in  these  small  villages, 
it  is  remarkable  how  frequently  and  thoroughly 
the  inhabitants  find  occasion  to  intermingle 
through  family,  school,  church,  and  social  gather- 
ings. In  the  ten  cases  which  lived  in  rural 
places,  it  was  not  uncommon  to  have  to  travel 
from  one  third  to  one  half  of  a mile  between 
houses  in  the  quest  for  five  houses  close  to  a 
known  poliomyelitis  case.  In  view  of  these  com- 
ments, the  bias  one  might  expect  in  the  data  ob- 
tained by  the  method  we  used  is  probably  non- 
existent. 

Data  was  obtained  on  a total  of  264  persons. 
Based  on  criteria  which  are  described  below,  17 
of  these  persons  were  considered  to  have  been 


cases  of  nonparalytic  poliomyelitis  during  the 
period  between  October  1 through  November 
28,  1949.  A group  of  247  persons,  therefore, 
served  as  controls  to  the  23  cases  and  the  17  non- 
paralytic cases  which  were  known  to  have  oc- 
curred during  the  period  of  the  epidemic. 

Those  persons  who  gave  a history  of  illness 
which  included  either  of  the  following  combina- 
tions of  symptoms,  as  a basic  symptom  complex 
lasting  no  less  than  three  days,  were  considered 
to  have  had  a nonparalytic  attack  of  polio- 
myelitis: stiff  neck  and/or  stiff  back  (with  or 

without  headache)  plus  fever;  pain  and  weakness 
of  one  or  more  limbs  (with  headache)  plus  fever. 
Several  of  the  17  persons  whom  we  considered 
to  be  nonparalytic  poliomyelitis  cases  had  in  addi- 
tion to  one  or  the  other  of  the  above  basic  symp- 
tom complexes,  such  symptoms  as  nasopharyn- 
gitis, upper  respirator  infection,  and  gastro- 
intestinal upset.  In  those  persons  who  gave  a 
history  of  nasopharyngitis  or  upper  respiratory 
infection,  special  care  was  taken  not  to  confound 
the  myalgias  which  accompany  such  infections 
with  the  muscular  pain  and  weakness  more  char- 
acteristic of  the  preparalytic  poliomyelitis  case. 
Admittedly,  .we  were  attempting  to  make  some 
fine  distinctions  on  this  point,  especially  in  view" 
of  the  fact  that  the  histories  were  taken  on  the 
average  of  about  one  month  after  the  illnesses  in 
these  cases.  It  was  for  this  reason  that  we  set 
up  the  basic  symptom  complexes  described  above 
as  guiding  criteria,  and,  whenever  there  was 
doubt,  a case  was  not  considered  one  of  non- 
paralytic poliomyelitis. 

Blood  specimens  for  serologic  studies  were  ob- 
tained on  December  16,  1949,  from  13  of  the  17 
nonparalytic  cases  (nonparalytic  Cases  1 to  10 
inclusive,  16,  and  17),  from  eleven  controls  who 
regularly  drank  Daily  “C”  milk  but  who  gave  no 
contact  history,  from  ten  controls  who  did  not 
drink  Daily  “C”  milk  but  who  gave  a history  of 
contact  with  known  cases  of  poliomyelitis,  from 
six  controls  who  had  neither  a history  of  Dairy 
“C”  milk  consumption  nor  contact  with  known 
cases  of  poliomyelitis,  and  from  two  controls  who 
drank  Dairy  “C”  milk  and  also  had  contact  with 
known  cases  of  poliomyelitis. 

The  disposition  of  the  cases  and  nonparalytic 
cases  in  relation  to  the  Dairy  “C”  milk  route  is 
shown  in  Fig.  2. 

Within  the  village  limits  of  Stamford  all  six 
cases  which  occurred  were  on  the  Dairy  “C” 
milk  route,  and  all  had  regular  delivery  of  Dairy 
“C”  milk  in  their  homes.  The  same  held  true 
for  the  five  nonparalytic  cases  within  the  village 
limits  of  Stamford. 

Within  the  village  limits  of  Hobart,  all  three 
cases  which  occurred  were  on  the  Daily  “C” 
milk  route,  and  all  had  regular  delivery  of  Daily 
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TABLE  II. — Epidemiologic  Data  on  Nonpahalytic  Cases 


Drank 


Case 

Sex 

Age 

Onset 

Dairy 

Milk 

History 

of 

Contact 

School 

or 

Work 

Address 

i 

F 

31 

Oct.  1 

No 

Yes 

Housewife 

RD,  Hobart 

2 

M 

33 

Oct.  1 

No 

No 

Mechanic 

RD,  Hobart 

3 

F 

18 

Oct.  5 

Yes 

Yes 

Housewife 

Stamford 

4 

M 

13 

Oct.  18 

Yes 

No 

S.  Kortright 

RD,  S.  Kortright 

5 

F 

6 

Oct.  21 

No 

No 

Hobart 

RD,  S.  Kortright 

6 

F 

13 

Oct.  22 

Yes 

No 

S.  Kortright 

RD,  Hobart 

7 

M 

40 

Oct.  22 

Yes 

No 

Bank 

Hobart 

8 

M 

5 

Nov.  1 

Yes 

Yes 

Stamford 

Stamford 

9 

F 

6 

Nov.  1 

Yes 

No 

Hobart 

Hobart 

10 

F 

12 

Nov.  1 

Yes 

No 

Stamford 

Stamford 

11 

M 

4 

Nov.  1 

No 

Yes 

Home 

RD,  Stamford 

12 

F 

8 

Nov.  9 

No 

Yes 

Stamford 

RD,  Stamford 

13 

F 

6 

Nov.  11 

No 

Yes 

Stamford 

RD,  Stamford 

14 

M 

5 

Nov.  14 

No 

Yes 

Home 

Hobart 

15 

M 

2 ‘A 

Nov.  14 

No 

Yes 

Home 

Hobart 

16 

F 

31 

Nov.  18 

Yes 

No 

Housewife 

Stamford 

17 

M 

11 

Nov.  28 

Yes 

Yes 

Stamford 

Stamford 

“C”  milk  in  their  homes.  All  four  of  the  non- 
paralytic cases  which  occurred  within  the  village 
limits  of  Hobart  lived  on  the  Dairy  “C”  milk 
route.  However,  only  two  of  them  had  regular 
delivery  of  Daily  “C”  milk  in  their  homes;  the 
other  two  (who  lived  in  the  same  household)  used 
raw  milk  regularly. 

The  remaining  14  cases  and  eight  nonparalytic 
cases  did  not  live  on  the  Dairy  “C”  milk  route 
and  did  not  have  regular  delivery  of  Dairy  “C” 
milk  in  their  homes.  Six  of  these  14  cases  and 
two  of  the  eight  nonparalytic  cases  regularly 
drank  Dairy  “C”  milk  in  the  South  Kortright 
Central  School  or  the  Hobart  School  (indicated 
by  the  broken  lines  between  the  cases  and  the 
schools). 

With  the  data  on  milk  consumption  and  con- 
tact history  now  at  hand,  not  only  for  the  known 
cases  but  also  for  a group  of  nonparalytic  cases 
(Table  II)  and  a sizable  group  of  controls  (Table 
III),  we  proceeded  to  develop  the  following  con- 
siderations : 

Among  the  seventeen  nonparalytic  cases  which 
occurred  in  the  period  September  26  through 
November  20,  1949,  ten  cases  in  whom  a history 
of  contact  had  been  elicited  showed  a consumption 
rate  of  Dairy  “C”  milk  of  30  per  cent,  whereas 
seven  cases  in  whom  a history  of  contact  had  not 
been  given  showed  a consumption  rate  of  Dairy 


TABLE  III. — Distribution  of  Cases,  Nonpahalytic 
Cases,  and  Controls  According  to  Milk  Consumption 
and  Contact  History 


23 

Polios 

17 

Non- 

paralytic 

Polios 

247 

Controls 

Dairy  "C”  milk  and  contact 
Dairy  “C”  milk  and  no  con- 

4 

3 

48 

tact 

11 

6 

41 

Other  milk  and  contact 

7 

7 

64 

Other  milk  and  no  contact 

1 

1 

94 

“C”  milk  of  86  per  cent  (Table  IV).  These  find- 
ings closely  parallel  those  of  the  poliomyelitis 
cases. 

Of  the  247  controls,  112  persons  who  gave  a 
history  of  contact  had  a consumption  rate  of 
Daily  “C”  milk  of  43  per  cent,  whereas  135  per- 
sons who  gave  no  histoiy  of  contact  had  a con- 
sumption rate  of  Dairy  “C”  milk  of  30  per  cent. 

The  consumption  rate  of  Dairy  “C”  milk 
(regardless  of  contact  history)  in  the  247  controls 
was  found  to  be  36  per  cent.  Taking  this  rate  as 
an  index  of  the  average  consumption  rate  of 
Dairy  “C”  milk  among  the  people  within  the  area 
of  the  epidemic  and  comparing  it  with  the  con- 
sumption rate  of  Dairy  “C”  milk  (regardless  of 
contact  history)  for  the  23  cases  (65  per  cent) 
and  for  the  17  nonparalytic  cases  (53  per  cent), 
it  is  of  note  that  the  consumption  rates  among  the 
cases  and  nonparalytic  cases  are  enough  greater 
than  the  average  consumption  rate  to  be  of 
statistical  significance. 

The  average  consumption  rate  (36  per  cent) 
is  closely  approximated  by  the  consumption  rate 
(43  per  cent)  of  the  112  controls  who  gave  a his- 
tory of  contact  and  by  the  consumption  rate 
(30  per  cent)  of  the  135  controls  who  gave  no 
history  of  contact.  The  consumption  rates  of  the 
cases  (36  per  cent)  and  the  nonparalytic  cases 
(30  per  cent)  who  gave  a history  of  contact  also 
closely  approximate  the  consumption  rate  of  the 
controls  who  gave  a history  of  contact.  It  is  of 
note,  however,  that  the  consumption  rates  of  the 
cases  (92  per  cent)  and  the  nonparalytic  cases 
(86  per  cent)  who  gave  no  history  of  contact  were 
each  triple  that  of  the  controls  who  gave  no 
history  of  contact.  It  is  of  note  also  that  the 
consumption  rates  of  the  cases  (92  per  cent)  and 
nonparalytic  cases  (86  per  cent)  who  gave  no 
contact  history  triple  respectively  the  consump- 
tion rates  of  the  cases  (36  per  cent)  and  the  non- 
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TABLE  IV. — Dairy  C”  Milk  Consumption  Rates  and  Contact  Rates  For  Cases,  Nonparalytic  Cases,  and  Control 

Group 


Age  Groups 

Consumption  Rate 
Of  Dairy  “C” 
Milk  of  Each 
Group 
Regardless 
of 

Contact 

History 

Number 

Per  Cent 
With 
Contact 

Consumption 
Rate  Of 

Dairy  “C”  Milk 

Number 

Consumption 
Rate  Of 

Dairy  "C”  Milk 

23  polios 

65 

11 

48 

36 

12 

92 

Under  5 

0 

2 

100 

0 

0 

0 

5 to  9 

56 

5 

56 

40 

4 

75 

10  to  19 

86 

1 

14 

0 

6 

100 

20  and  over 

80 

3 

60 

67 

2 

100 

17  nonparalytic  polios 

53 

10 

59 

30 

7 

86 

Under  5 

0 

2 

100 

0 

0 

0 

5 to  9 

33 

5 

83 

20 

1 

100 

10  to  19 

100 

2 

40 

100 

3 

100 

20  and  over 

50 

1 

25 

0 

3 

50 

247  controls 

36 

112 

45 

43 

135 

30 

Under  5 

22 

10 

37 

10 

17 

30 

5 to  9 

39 

31 

81 

35 

7 

57 

10  to  19 

61 

30 

80 

67 

8 

38 

20  and  over 

31 

41 

29 

39 

103 

28 

j paralytic  cases  (30  per  cent)  who  gave  a contact 
, history. 

This  statistical  evidence  points  to  the  con- 
j sumption  of  Dairy  “C”  milk  as  a factor  causing 
some  of  the  cases  and  nonparalytic  cases  in  this 
epidemic. 

Forty  -five  per  cent  of  the  247  controls  gave  a 
history  of  contact  with  known  cases  of  polio- 
myelitis or  with  nonparalytic  cases.  The  contact 
rates  of  the  cases  (48  per  cent)  and  ohe  nonpara- 
lytic cases  (59  per  cent)  are  not  enough  greater 
than  the  contact  rates  of  the  controls  to  be  of  sta- 
tistical significance.  Nevertheless,  the  factor  of 
contact  undoubtedly  played  a part — in  some  cases 
solely  and  in  other  cases  perhaps  in  combination 
with  Dairy  “C”  milk — in  causing  some  of  the 
cases  and  nonparalytic  cases  in  this  epidemic. 

There  is  evidence  of  this  in  the  fact  that  seven 
cases  and  seven  nonparalytic  cases  occurred  in 
, which  a history  of  contact  was  elicited,  but  con- 
sumption of  Dairy  “C”  milk  was  denied.  These 
! cases  and  nonparalytic  cases  could  have  been 
caused  by  contact.  Two  additional  cases  who 
have  a history  of  Dairy  “C”  milk  consumption 
i and  no  contact  history  were  also  probably  cases 
| due  to  contact.  Comment  on  these  two  cases 
! will  be  given  below.  Four  of  the  cases  and  three 
of  the  nonparalytic  cases  who  gave  a history  of 
Dairy  “0”  milk  consumption  and  a contact 
history  could  have  been  caused  either  by  the 
milk  or  by  contact  or  a combination  of  both 
factors.  Among  the  cases  and  nonparalytic 
cases  in  whom  Dairy  “C”  milk  consumption  was 
the  only  common  factor,  since  a contact  history 
was  denied,  11  of  the  cases  and  six  of  the  non- 
paralytic cases  could  have  been  caused  by  Dairy 
“C”  milk.  Two  of  the  11  cases  just  mentioned, 
having  had  their  onset  of  paralysis  prior  to 


October  10  when  it  is  conceived  that  the  milk 
probably  began  to  be  seeded  with  poliomyelitis 
virus,  should  not  be  considered  as  having  been 
caused  by  the  consumption  of  Dairy  “C”  milk, 
even  though  they  gave  no  contact  history. 

From  the  above  it  may  be  said  that  as  many 
as  13  of  the  23  cases  and  nine  of  the  17  non- 
paralytic cases  could  have  been  caused  by  the 
consumption  of  Dairy  “C”  milk.  It  cannot  be 
explained  how  any  less  than  nine  of  the  23  cases 
and  six  of  the  17  nonparalytic  cases  could  have 
been  caused  except  through  exposure  to  some 
medium  such  as  a contaminated  milk  supply 
which  we  have  reason  to  suspect  in  this  epidemic. 

The  principal  mode  of  spread  of  poliomyelitis 
is  still  an  unsettled  question.1-2  It  would  seem 
inappropriate  in  this  report  to  attempt  to  evaluate 
the  wealth  of  material  in  the  literature  dealing 
with  the  mode  of  spread  of  poliomyelitis.  There 
are  many  data  to  support  the  views  that  spread 
occurs  through  person-to-person  contact,  that 
there  can  be  fecal  spread  through  such  media  as 
food  and  milk,  and  that  insect  spread  can  occur. 

In  our  present  state  of  knowledge  regarding  the 
mode  of  spread  of  poliomyelitis  it  would  seem  to 
be  fallacious  to  be  too  dogmatic  in  ascribing  the 
mode  of  spread  on  any  Unitarian  basis.  Being 
cognizant  of  the  proved  possible  modes  of  spread 
and  remaining  prepared  to  concede  that  in  each 
poliomyelitis  outbreak  we  may  expect  any  of  the 
modes  of  spread  to  play  a part  in  varying  propor- 
tions, the  alert  public  health  officer  must  study 
each  poliomyelitis  outbreak  as  a separate  entity, 
and  on  the  basis  of  the  epidemiologic  data  ob- 
tained under  conditions  and  circumstances 
peculiar  to  each  outbreak  he  should  attempt  to 
decide  promptly  what  modes  of  spread  are  opera- 
tive so  that  he  may  intelligently  plan  his  attack. 
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The  distribution  of  cases  by  age  groups  follows 
the  expected  pattern  for  the  total  number  of 
cases  and  for  the  females,  but  in  the  males  it  is  of 
note  that  the  highest  case  incidence  is  found  in  the 
age  group  ten  to  nineteen  years  and  that  all  of  the 
four  cases  in  this  group  gave  a history  of  Daily 
“C”  milk  consumption  but  no  history  of  contact 
with  known  cases  of  poliomyelitis  (Table  Y) . 


TABLE  V. — Distribution  of  Cases,  Nonparalytic  Cases, 
and  Controls  According  to  Milk  Consumption  and 
Contact  History  by-  Age  Groups 


Age  Groups 

. — Contact . 

Dairy 

“C”  Other 
Milk  Milk 

. No  

Contact 

Dairy 

“C”  Other 
Milk  Milk 

23  polios 

Under  5 

2 

5 to  9 

2 

3 

3 

1 

10  to  19 

1 

6 

20  and  over 

2 

1 

2 

17  nonparalytic  polios 

Under  5 

2 

5 to  9 

i 

4 

1 

10  to  19 

2 

3 

20  and  over 

i 

2 

i 

247  controls 

Under  5 

1 

9 

5 

12 

5 to  9 

11 

20 

4 

3 

10  to  19 

20 

10 

3 

5 

20  and  over 

16 

25 

29 

74 

The  distribution  of  nonparalytic  cases  by  age 
groups  also  follows  the  expected  pattern  for  the 
total  number  of  nonparalytic  cases  (Table  VI). 
The  ten  nonparalytic  cases  who  gave  a histoiy  of 
contact  were  distributed  by  age  groups  according 
to  the  expected  pattern.  However,  six  of  the 
seven  nonparalytic  cases  who  gave  no  contact 
history  gave  a history  of  Dairy  “C”  milk  con- 
sumption, and  five  of  these  six  nonparalytic  cases 
fell  in  the  age  groups  ten  to  nineteen  years  and 
twenty  years  and  over. 

From  the  histories  obtained  from  the  cases, 
nonparalytic  cases,  and  controls  regarding  the 
consumption  of  Dairy  “C”  cream,  it  was  found 


impossible  to  arrive  at  a reliable  estimate  of 
cream  consumption  rate  because  those  inter- 
viewed had  very  vague  recollections  of  the  fre- 
quency, quantity,  and  dates  when  they  consumed 
Dairy  “C”  cream.  It  was  unfortunate  that  it 
was  not  possible  to  develop  a clear-cut  relation- 
ship between  Dairy  “C”  cream  consumption  and 
the  sequence  of  events  in  this  poliomyelitis 
epidemic,  for  in  view  of  the  direct  contact  which 
the  Daily  “C”  milk  handler  had  with  the  cream, 
had  we  been  able,  in  addition  to  the  evidence 
already  presented  regarding  milk  consumption, 
to  show  similar  evidence  regarding  cream  con- 
sumption we  could  have  given  added  support  to 
our  suspicion  that  contaminated  milk  products 
from  Dairy  “C”  were  the  cause — at  least  in  part — 
of  this  poliomyelitis  epidemic. 

It  is  of  interest  that  during  the  period  of  this 
epidemic  only  one  case  (with  onset  on  September 
28,  1949)  occurred  in  the  village  of  Delhi.  There 
was  neither  a history  of  Dairy  “C”  milk  con- 
sumption nor  contact  with  a known  case  of 
poliomyelitis  given  by  this  patient.  Although 
only  one  tenth  of  Dairy  “C”’s  milk  is  destined 
daily  for  the  village  of  Delhi  we  should  have  had 
some  cases  of  poliomyelitis  in  that  village  during 
the  period  of  the  epidemic  if  the  milk  was  indeed 
contaminated.  This  observation  does  not  neces- 
sarily disprove  the  premise  that  contaminated 
Dairy  “C”  milk  caused  some  of  the  cases  and 
nonparalytic  cases  in  this  epidemic.  In  retro- 
spect we  now  realize  that  our  investigation 
should  have  extended  into  the  village  of  Delhi, 
for  we  might  well  have  found  a number  of  non- 
paralytic cases  there  who  might  have  given  a 
history  of  Dairy  “C”  milk  consumption. 

The  average  daily  temperatures  throughout 
Delaware  County  during  the  months  of  Septem- 
ber, October,  and  November  are  perhaps  of  some 
interest  in  connection  with  this  epidemic  in  that 
relatively  mild  temperatures  prevailed  throughout 
September,  October,  and  the  first  half  of  Novem- 


TABLE  VI. 

—Distribution 

of  Cases, 

Nonparalytic  Cases, 

and  Controls  by  Age  Groups 

and  Sex 

- • 

>Jo  Contact 
Males 

Regardless 
of  Contact 
History 

Males 

Total 

Cases 

Females 

Total 

Cases 

Males 

Females 

Total 

Cases 

Females 

23  polios 

11 

2 

9 

12 

6 

6 

23 

8 

15 

Under  5 

2 

1 

1 

2 

1 

1 

5 to  9 

5 

1 

4 

4 

i 

3 

9 

2 

7 

10  to  19 

1 

1 

6 

4 

2 

7 

4 

3 

20  and  over 

3 

3 

2 

1 

1 

5 

1 

4 

17  nonparalytic  polios 

10 

5 

5 

7 

3 

4 

17 

8 

9 

Under  6 

2 

2 

2 

2 

5 to  9 

5 

2 

3 

1 

i 

6 

2 

4 

10  to  19 

2 

1 

1 

3 

i 

2 

5 

2 

3 

20  and  over 

1 

1 

3 

2 

1 

4 

2 

2 

247  controls 

112 

50 

62 

135 

64 

71 

247 

114 

133 

Under  5 

10 

4 

6 

17 

9 

8 

27 

13 

14 

5 to  9 

31 

11 

20 

7 

2 

5 

38 

13 

25 

10  to  19 

30 

16 

14 

8 

4 

4 

38 

20 

18 

20  and  over 

41 

19 

22 

103 

49 

54 

144 

68 

76 
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Fig.  4.  Average  daily  temperatures  in  epidemic 
area  during  September,  October,  and  November, 
1949. 


ber  (Fig.  4).  Temperatures  reached  82,  86, 
85,  and  82  F.  respectively  on  October  10,  11, 
12,  and  13,  a period  just  two  weeks  prior  to  the 
peak  of  incidence  of  cases  in  this  epidemic.  Sus- 
tained freezing  temperatures  did  not  occur  until 
November  17,  just  three  days  before  the  onset 
of  the  last  case  in  this  epidemic.  The  catalytic 
effect  of  warm  temperature — if  indeed  it  truly 
had  a bearing — acted  only  in  the  presence  of  a 
specific  substrate  which  was  present  in  the  epi- 
demic area,  for,  although  the  temperatures  were 
uniform  throughout  the  county,  increases  in 
case  incidence  did  not  occur  in  any  other  sections 
of  the  county. 

The  15  stool  specimens  from  cases  in  this 
epidemic  were  tested  in  the  Division  of  Labora- 
tories and  Research  of  the  New  York  State  De- 
partment of  Health  for  the  presence  of  viruses 
pathogenic  for  suckling  mice.  Fourteen  of  these 
specimens  were  noninfectious  for  infant  mice. 
Further  work  is  necessary  to  confirm  the  possibil- 
ity that  Coxsackie  virus  may  be  isolated  from  the 
feces  of  the  fifteenth  specimen  (Case  5).  In  addi- 
tion to  the  12  acute-phase  serum  samples  from 
cases  in  this  epidemic,  blood  specimens  were  ob- 
tained on  December  16,  1949,  from  13  of  the  non- 
paralytic cases  and  from  29  persons  in  the  control 
group.  Stool  specimens  were  not  obtained  from 
the  nonparalytic  cases  and  selected  groups 
among  the  controls  during  the  December  survey 
because  it  was  felt  too  long  a period  had  elapsed 
since  the  period  of  the  epidemic.  However,  we 


were  anxious  to  support  our  epidemiologic  evi- 
dence with  laboratory  evidence,  and  it  was 
thought  that  serologic  study  of  the  selected  blood 
specimens  on  the  basis  of  the  relative  amounts  of 
neutralizing  antibody  found  in  the  consumers 
versus  nonconsumers  of  Dairy  “C”  milk  might 
serve  to  furnish  the  laboratory  evidence.  Second 
serum  samples  were  secured  around  January  20, 
1950,  from  five  (Cases  2,  8,  12,  15,  17)  of  the  12 
cases  on  whom  acute-phase  sera  had  been  ob- 
tained in  November,  1949. 

Summary 

This  study  has  attempted  to  explain  a sudden, 
circumscribed,  unseasonal  epidemic  of  polio- 
myelitis which  occurred  in  October  and  Novem- 
ber, 1949,  in  the  northeast  section  of  Delaware 
County,  New  York.  Milk  and/or  cream  from 
Dairy  “C”  of  Hobart,  New  York,  was  suspected 
to  be  the  medium  of  transmission  in  this  epidemic. 
Two  other  milkborne  poliomyelitis  outbreaks 
have  been  recognized  in  New  York  State.3,4 
The  study  has  yielded  some  epidemiologic  support 
to  the  suspicion  that  the  consumption  of  Dairy 
“C”  milk  caused  some  of  the  cases  and  non- 
paralytic cases  in  this  epidemic.  There  is  evi- 
dence that  cases  and  nonparalytic  cases  due  to 
contact  spread  complemented  the  milkborne 
cases  and  nonparalytic  cases  which  occurred. 
In  spite  of  the  suggestive  circumstances  asso- 
ciated with  this  epidemic  and  the  epidemiologic 
evidence  which  supports  the  possibility  that 
Dairy  “C”  milk  caused  some  of  the  cases  and 
nonparalytic  cases  in  this  epidemic,  we  realize  this 
study  is  subject  to  challenge  on  a few  points  un- 
supported by  evidence  which  was  either  difficult 
or  impossible  to  obtain.  Laboratory  support  for 
the  evidence  at  hand  would  make  up  for  the  short- 
comings of  the  epidemiologic  picture. 
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When  minds  are  irritable,  a little  matter  will  occasion  much  discussion.  A spark  no  bigger 
than  a pin’s  head  will  blow  up  a magazine  of  gunpowder . 
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THE  treatment  of  acute  intestinal  obstruction 
has  always  presented  a major  problem  for  the 
abdominal  surgeon,  but  the  difficulties  encoun- 
tered today  are  more  perplexing  than  they  were  a 
few  years  ago.  Until  recent  years  the  patient 
was  operated  upon  as  soon  as  the  diagnosis  was 
established,  and  the  obstruction  was  relieved,  if 
possible,  or  perhaps  a proximal  enterostomy  was 
performed.  The  subsequent  results  varied  a 
great  deal,  but  the  dictum  of  early  operation  had 
one  remarkably  good  feature — obstruction  asso- 
ciated with  gangrenous  bowel  was  recognized  at 
the  earliest  possible  time,  and  the  necrotic  bowel 
was  resected.  In  spite  of  recent  advances  in 
therapy,  it  is  still  of  the  utmost  importance  to 
attempt  to  differentiate  simple  mechanical  from 
gangrenous  obstruction.  The  patient  who  has 
marked  distention  and  who  is  in  poor  condition 
as  a result  of  repeated  emesis  due  to  a simple 
mechanical  obstruction  can  be  prepared  for  an 
elective  operation  by  intestinal  intubation  and 
deliberate  restoration  of  fluid,  protein,  and  elec- 
trolyte balances,  even  though  it  may  require 
several  days.  This  plan  of  therapy  would  cer- 
tainly lead  to  a fatality  in  the  patient  with  gan- 
grenous bowel  where  rapid  preparation  and  early 
operation  are  mandatory.  All  agree  that  intes- 
tinal intubation  has  materially  reduced  the  mor- 
tality rate  in  bowel  obstruction,  but  there  is  a 
tendency  at  present  to  rely  too  much  on  the  con- 
servative treatment  and  to  neglect  established 
surgical  principles.  It  is  our  purpose  to  attempt 
to  outline  a rational  method  of  management  of 
bowel  obstruction  in  the  light  of  present  knowl- 
edge. 

The  symptom  complex  of  bowel  obstruction 
may  be  caused  by  any  one  of  three  factors:  (1) 
obstruction  of  the  bowel  lumen,  (2)  paralysis  of 
intestinal  musculature,  or  (3)  interference  with 
the  circulation.  It  is  not  possible  to  include  a 
discussion  of  all  three  factors,  and  only  mechani- 
cal obstruction  with  or  without  embarrassment 
of  the  circulation  will  be  considered.  In  order  to 
establish  a rational  plan  of  therapy,  the  under- 
lying physiologic  alterations  of  obstruction  must 
be  understood.  In  simple  mechanical  obstruc- 
tion, the  fundamental  change  is  associated  with 
distention  of  the  bowel,  and  all  of  the  dire  conse- 
quences can  be  related  to  this  process.1  When 
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the  bowel  is  occluded  by  an  adhesion  so  that  the 
lumen  is  obstructed,  fluid  and  gas  accumulate  in 
the  proximal  loops.  The  gaseous  distention  is 
due  to:  (1)  swallowed  air  (68  per  cent),  (2) 

gaseous  interchange  with  the  blood  through  the 
bowel  wall  (20  per  cent),  and  (3)  the  fermentation 
of  bacteria  (12  per  cent).2  The  fluid  is  derived 
from:  (1)  digestive  juices  secreted  into  the  bowel 
lumen,  (2)  material  ingested  orally,  and  (3) 
plasma-like  fluid  which  passes  from  the  bowel  into 
the  bowel  lumen.  The  vomiting  of  obstruction  is 
primarily  related  to  the  distention.  In  the  early 
stages,  it  is  primarily  reflex  in  origin,  and,  as  the 
distention  increases,  it  becomes  regurgitant  and 
is  on  a mechanical  basis.  The  time  interval  be- 
tween early  reflex  vomiting  and  persistent  vomit- 
ing often  offers  a clue  to  the  height  of  the  obstruc- 
tion. The  crampy  pain  of  obstruction  is  also 
related  to  the  distention,  and  it  is  due  to  increased 
peristalsis  attempting  to  force  bowel  contents 
beyond  the  obstructing  point. 

The  physiologic  effects  of  simple  mechanical 
obstruction  are  primarily  dehydration  and  loss  of 
electrolytes  as  a result  of  vomiting.  Alkalosis 
results  due  to  the  loss  of  chlorides,  and,  to  com- 
pensate for  this,  sodium  is  excreted  by  the  kid- 
neys in  large  amounts.  As  the  bowel  becomes 
distended  a large  amount  of  plasma-like  fluid  is 
lost  into  the  bowel  lumen.  Fine  and  Gendel 
have  shown  that  this  may  amount  to  as  much  as 
one  half  of  the  plasma  volume,  and  this  loss  is 
adequate  to  account  for  the  picture  of  peripheral 
circulatory  failure  which  often  develops.3  Star- 
vation also  becomes  a major  factor  in  longstand- 
ing obstruction  and,  before  the  days  of  abdominal 
surgery,  was  often  the  eventual  cause  of  death 
The  final  picture  of  untreated  obstruction  in- 
cludes: (1)  dehydration  and  hemoconcentration, 
(2)  alkalosis  due  to  loss  of  chloride  and  the  reten- 
tion of  bicarbonate,  (3)  azotemia,  (4)  diminished 
blood  volume,  and  (5)  starvation.  It  is  theoret- 
ically possible  to  maintain  life  indefinitely  by  in- 
tubation and  aspiration  of  the  distended  bowel 
together  with  adequate  replacement  therapy. 

The  situation  becomes  much  more  complicated 
in  the  presence  of  a closed  loop  obstruction,  i.e., 
when  the  distal  and  proximal  ends  are  occluded, 
as  in  simple  volvulus.  The  fluid  and  gas  which 
accumulate  in  the  loop  are  trapped,  and  the  bowel 
becomes  more  and  more  distended.  This  type 
of  obstruction  is  much  more  rapidly  fatal  if 
untreated  than  is  the  simple  mechanical  obstruc- 
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tion,  but  the  cause  of  death  is  still  a matter  of 
dispute.  Many  investigators  have  believed  that 
a toxic  substance  is  formed  in  the  closed  loop 
and  absorbed  into  the  blood  stream.4-6  It  is 
impossible  to  describe  in  detail  the  experimental 
evidence  for  and  against  the  toxic  theory,  but  it  is 
/fair  to  say  that  this  toxic  substance  has  not  been 
'identified  or  even  its  presence  proved.  The  role 
of  bacteria  and  infection  in  the  closed  loop  has 
been  established,  and,  in  the  experimental  ani- 
mal, death  is  usually  due  to  peritonitis. 

When  closed  loops  are  established  at  various 
'levels  of  intestine  in  the  dog,  the  animal  remains 
iiwell  until  peritonitis  results  from  minute  or  gross 
perforation  of  the  dilated  loop.6  Sulfathaladine 
l was  placed  in  the  blind  loop  in  a series  of  experi- 
ments, and  the  majority  of  the  dogs  survived. 
.Many  of  the  animals  remained  healthy  even 
though  the  closed  loop  was  markedly  dilated, 
and,  when  these  loops  were  removed,  their  con- 
sents were  often  sterile  or  contained  few  bacteria. 
Similar  results  were  obtained  by  Dragstedt,  using 
iloops  which  had  been  washed  with  sterile  water, 
and  by  Blain,  using  penicillin  in  the  obstructed 
loop.7-9  In  clinical  obstruction  the  intestinal 
wall  becomes  thinned  out  as  a result  of  distention, 
and  minute  areas  of  ischemic  gangrene  develop 
even  though  gross  perforation  is  not  evident. 
Virulent  bacteria  can  thus  readily  gain  access  to 
the  peritoneum,  and  a fatal  peritonitis  develops. 
Intestinal  intubation  is  of  no  value  as  the  tube 
| cannot  drain  the  involved  loop. 

The  most  rapidly  fatal  type  of  obstruction  is  the 
i closed  loop  with  embarrassment  or  obstruction  of 
its  circulation.  As  a result  of  congestion  and 
capillary  damage  a large  amount  of  blood  is  lost 
by  extravasation  into  the  mesentery  and  the 
bowel  lumen.10  This  blood  loss  may  be  so  exten- 
sive that  fatal  shock  occurs  if  there  is  no  replace- 
ment therapy.  The  bowel  wall  becomes  rapidly 
devitalized  and  becomes  permeable  to  bacteria 
even  before  perforation  may  occur  as  a result  of 
distention  of  the  loop.  A fatal  outcome  is  usually 
the  result  of  infection  and  blood  loss.  The 
sanguinous  fluid  which  exudes  from  the  serosal 
surface  of  the  bowel  offers  an  excellent  culture 
medium  for  bacteria,  and  peritonitis  develops 
rapidly.  There  is  experimental  evidence  indicat- 
ing that  in  the  presence  of  severe  infection  blood 
loss  is  not  well  tolerated,  and  fatal  shock  results 
from  a much  smaller  blood  loss  than  could  be 
tolerated  by  an  otherwise  normal  animal.11  The 
presence  of  toxic  products,  other  than  those  due 
to  bacterial  origin,  has  not  been  proved,  but  there 
is  a possibility  that  they  may  be  formed  as  a 
result  of  tissue  necrosis. 

Diagnosis  of  a Strangulated  Obstruction 

The  proper  management  of  any  patient  depends. 


upon  the  early  recognition  of  intestinal  strangula- 
tion. The  patient  with  simple  mechanical  ob- 
struction may  be  prepared  for  elective  surgery  by 
intestinal  intubation  and  replacement  therapy, 
but  a strangulated  obstruction  demands  early 
operation.  It  is  often  difficult  to  differentiate 
these  two  conditions,  but  there  are  certain  diag- 
nostic features  which  are  helpful.12  In  the  pres- 
ence of  intestinal  strangulation,  the  onset  of  pain 
is  often  abrupt  and  dramatic.  The  pain  is  more 
severe  and  tends  to  be  continuous  and  without 
the  intervals  of  freedom  which  characterize  simple 
mechanical  obstruction.  The  vomiting  is  more 
frequent  and  often  becomes  continuous.  On 
physical  examination,  the  patient  appears  very 
ill  soon  after  the  onset  of  pain,  and  the  signs  of 
shock,  pallor,  clammy,  moist  skin,  rapid  pulse, 
and  low  blood  pressure,  may  occur  within  a few 
hours.  Evans  and  Biggers  have  described  the 
“position  of  relief.”12  They  have  noted  that  the 
patient  usually  prefers  to  lie  on  one  side  or  the 
other  and  is  reluctant  to  move  from  that  position. 
Examination  of  the  abdomen  reveals  rapidly 
developing  localized  distention  of  the  involved 
loops.  The  signs  of  peritoneal  irritation  develop 
rapidly  with  tenderness,  muscle  spasm,  and  re- 
bound pain.  Free  fluid  in  the  peritoneal  cavity 
can  often  be  detected  by  eliciting  shifting  dullness. 
On  auscultation,  hyperperistalsis  tends  to  be  less 
marked  than  in  simple  obstruction,  and  the  sounds 
are  less  frequent.  There  is  usually  leukocytosis 
and  a pulse  rate  above  100.  A rapidly  rising 
white  blood  count  is  an  excellent  guide  to  a serious 
underlying  picture. 

It  seems  to  us  that  abdominal  paracentesis 
carefully  performed  with  a small  gauge  needle  is  a 
helpful  and  safe  diagnostic  procedure.  This 
can  be  done  using  a small  amount  of  procaine 
and  locating  the  puncture  site  over  the  area  of 
maximal  dullness,  usually  in  the  flank.  If  gentle 
negative  pressure  is  exerted  on  the  plunger,  a, 
small  amount  of  fluid  can  be  obtained  without 
danger  of  damage  to  the  bowel.  The  presence  of 
bloody  fluid  means  bowel  strangulation.  This 
procedure  has  been  used  in  our  hospital  for  the 
past  ten  years  in  the  diagnosis  of  pancreatitis  and, 
to  our  knowledge,  there  have  been  no  untoward 
results. 

The  x-ray  picture  of  the  abdomen  is  usually  one 
of  the  most  helpful  diagnostic  aids  in  bowel  ob- 
struction. The  dilated  loops  are  filled  with 
fluid  and  gas  which  give  contrasting  shadows. 
As  the  bowel  becomes  more  and  more  distended, 
the  loops  assume  the  familiar  “ladder”  pattern, 
and  it  is  usually  not  difficult  to  differentiate  small 
and  large  bowel  contours.  It  should  be  pointed 
out  that  a strangulated  loop  may  be  entirely 
filled  with  fluid  and  there  will  be  no  contrasting 
gas  shadow  to  outline  the  contour  of  the  dilated 
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bowel.  Goldman  has  called  attention  to  the 
failure  of  this  dilated  loop  to  be  visible  by  x-ray, 
and  he  has  been  able  to  reproduce  this  phenom- 
enon in  the  dog.13  Five  of  67  of  our  patients 
had  dilated  fluid-filled  loops  at  operation  which 
had  not  been  visible  on  x-ray  examination.  For- 
tunately, this  does  not  occur  frequently,  but  the 
possibility  must  be  kept  in  mind  when  dealing 
with  strangulated  closed  loops. 

Plan  of  Therapy 

The  treatment  of  simple  mechanical  obstruction 
and  that  of  strangulated  obstruction  must  be 
considered  separately.  The  mortality  of  the 
former  type  has  been  greatly  reduced  by  adequate 
preoperative  preparation,  while  early  operation 
is  still  mandatory  to  prevent  perforation  of 
gangrenous  bowel.  If  the  diagnosis  can  be  made 
with  certainty  that  no  strangulation  exists,  the 
initial  phase  of  treatment  is  directed  toward 
intestinal  decompression  and  restoration  of  fluid 
and  electrolyte  balance. 

Intubation 

The  siphon  suction  apparatus  introduced  by 
Wangensteen  and  Paine  is  so  widely  used  that  it 
requires  no  comment.14  The  ideal  method  is  to 
pass  a tube  eventually  to  the  point  of  obstruction 
so  that  all  dilated  bowel  is  decompressed,  but  this 
may  be  a very  diffcult  task  in  the  greatly  dis- 
tended patient.  There  are  numerous  tubes 
available  of  which  the  Miller-Abbott  and  the 
Harris  mercury  weighted  tube  are  most  widely 
used.16'16  We  prefer  the  Harris  tube  because 
of  its  larger  lumen  and  because  we  have  had 
better  success  in  passing  it  through  the  duo- 
denum. The  tube  is  passed  through  the  nose, 
and  2 per  cent  Pontocaine  is  frequently  used  to 
anesthetize  partially  the  mucous  membrane. 
No  attempt  should  be  made  to  pass  the  tube 
through  the  duodenum  until  the  stomach  and 
proximal  bowel  have  been  decompressed,  which 
may  require  a number  of  hours.  Numerous 
devices  have  been  devised  to  facilitate  the  passage 
of  the  tube,  such  as  the  stylet  of  Abbott  or  the 
electromagnate  described  by  Mayer.17,18  In  our 
experience,  positioning  and  passing  the  tube 
under  the  fluoroscope  has  been  most  successful. 
The  management  of  the  Harris  tube  requires 
patience  and  constant  attention.  This  is  best 
performed  by  a team  of  house  officers  who  become 
very  adept  with  increasing  experience.  There  is 
the  occasional  patient  in  whom  it  is  impossible  to 
pass  the  tube  through  the  duodenum,  but  this 
situation  is  uncommon  with  increasing  experi- 
ence. 

The  advantages  gained  by  intubation  are 
numerous.  The  patient  may  be  fed  an  adequate 
diet  after  the  tube  is  in  the  small  bowel.  If  the 


bowel  is  decompressed,  operative  procedures  are 
greatly  facilitated  and  there  is  less  trauma  to  the 
bowel.  The  site  of  the  obstruction  can  often  be 
visualized  by  passing  a small  amount  of  thin  bar- 
ium through  the  tube.  With  a tube  in  the  bowel, 
the  site  of  the  lesion  can  easily  be  found  at  oper- 
ation. Postoperative  paralytic  ileus  is  minimized. 

It  is  difficult  to  determine  when  efforts  to  in- 
tubate should  be  abandoned  because  of  failure 
of  passage  of  the  tube.  No  set  policy  can  be 
made,  but  in  general  the  delay  should  not  be 
longer  than  forty-eight  hours.  If  operation 
must  be  done  in  the  presence  of  distention,  the 
tube  can  be  passed  through  the  duodenum  at  j 
operation  and  the  bowel  decompressed  at  that 
time,  as  described  by  Nolan  and  Finley.19 

Replacement  Therapy 

As  soon  as  the  diagnosis  of  intestinal  obstruc- 
tion has  been  made,  blood  should  be  obtained  for 
chemical  analysis.  The  nonprotein  or  urea 
nitrogen,  chlorides,  and  carbon  dioxide  combining 
power  are  most  important  in  evaluating  the 
effects  of  distention  and  vomiting.  The  blood 
chlorides  should  be  restored  to  normal  by  the 
intravenous  administration  of  Ringer’s  solution, 
and  adequate  fluid  should  be  administered  as  5 
per  cent  glucose  in  distilled  water  to  maintain  the 
urinary  output  above  700  or  800  cc.  in  twenty- 
four  hours.  A large  amount  of  chloride  is  lost  by 
intestinal  drainage,  and  this  should  be  replaced 
by  Ringer’s  solution.  Lockwood  has  shown  that 
more  sodium  and  chloride  are  lost  in  intestinal 
drainage  than  is  actually  replaced  by  volume  for 
volume  replacement  with  Ringer’s  solution,  but 
there  is  definite  danger  of  sodium  retention  and 
edema  if  large  amounts  are  used.20  If  intestinal 
drainage  is  to  be  used  for  long  periods,  nitrogen 
balance  should  be  maintained  by  use  of  intra- 
venous amino  acid  mixtures,  plasma,  and  whole 
blood  transfusion.  A great  deal  of  protein  is  lost 
in  the  dilated  bowel,  and  this  should  be  replaced 
by  plasma  or  whole  blood.  The  reader  should 
refer  to  the  discussions  of  Coller  and  Maddock 
and  others  for  a more  detailed  analysis  of  fluid 
balance  than  the  scope  of  this  article  permits.21' 22 

During  the  past  two  years  there  has  been  a 
great  deal  of  interest  in  the  importance  of  potas- 
sium deficiency  in  patients  subjected  to  prolonged 
intestinal  suction.  The  symptoms  of  potassium 
deficiency  are  muscle  weakness,  lethargy,  nausea, 
and  finally  coma.  The  electrocardiogram  shows 
a lengthened  QT  interval  and  inversion  of  the  T 
waves.  In  the  presence  of  low  serum  potassium, 
an  alkalosis  with  high  serum  bicarbonate  and  low 
chloride  develops  which  does  not  respond  to  the 
administration  of  sodium  chloride  alone.  The 
loss  of  potassium  in  obstruction  is  probably  of 
clinical  significance  only  in  the  patient  who  has 
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had  prolonged  drainage.  The  diagnosis  can  be 
suspected  from  the  symptoms  and  electrocardio- 
graphic changes,  but  it  should  be  verified  by 
chemical  determination  of  plasma  potassium. 
Unfortunately,  this  requires  a fairly  elaborate 
apparatus  which  is  not  usually  available  in  all 
hospitals.  Lockwood  suggests  the  use  of  a 
solution  containing  30  mEq.  of  potassium  and  30 
mEq.  of  chloride  in  5 per  cent  dextrose  (2.23  Gm. 
potassium  chloride  per  L.).  The  solution  should 
be  given  slowly,  and,  in  general,  not  more  than 
2 to  4 Gm.  of  potassium  chloride  should  be  given 
per  day.  It  should  not  be  given  to  the  markedly 
dehydrated  patient  until  rehydration  is  accom- 
plished. It  should  not  be  given  to  patients  with 
renal  disease  unless  plasma  levels  are  very  low. 
There  is  definite  danger  of  potassium  intoxication 
unless  the  administration  is  carefully  regulated. 
These  symptoms  are  similar  to  those  of  hypo- 
kalemia, but  the  T waves  are  elevated. 

Operative  Procedure 

One  of  the  most  difficult  decisions  in  abdominal 
surgery  is  determining  the  optimal  time  for  opera- 
tion in  intestinal  obstruction.  If  nonstrangulat- 
ing obstruction  is  seen  early  and  before  marked 
distention  has  developed,  early  operation  is  pre- 
ferred. A tube  is  placed  in  the  stomach,  intra- 
venous therapy  is  started,  and  the  operation  per- 
formed promptly.  Prolonged  preoperative  prepa- 
ration as  previously  described  is  carried  out  only 
when  the  patient  is  seen  late,  when  there  is 
marked  distention,  and  when  there  is  no  evidence 
of  strangulation.  It  is  also  used  in  patients  with 
recurrent  adhesive  obstruction. 

Any  patient  with  obstruction  should  be 
watched  carefully,  and,  if  there  are  any  signs  of 
strangulation,  or  if  any  doubt  as  to  the  diagnosis 
exists,  early  operation  is  mandatory.  Whole 
blood  transfusion  should  be  started  immediately 
to  replace  blood  lost  at  the  site  of  the  strangula- 
tion and  to  prevent  shock.  In  the  patient  with 
strangulation,  a short  time  of  vigorous  prepara- 
tion is  often  essential,  but  operation  should  not  be 
delayed  more  than  four  to  six  hours.  The  choice 
of  anesthesia  depends  on  the  age  and  condition  of 
the  patient  and  should  be  one  which  affords  ade- 
quate oxygenation  and  relaxation  of  the  abdomen. 
If  the  site  of  the  obstruction  can  be  localized, 
transverse  or  oblique  incisions  are  preferred  to 
longitudinal  because  of  the  smaller  incidence  of 
postoperative  wound  disruption. 

The  actual  operative  procedure  depends  on  the 
cause  of  the  obstruction  and  the  conditions  found 
at  operation.  When  the  obstructing  mechanism 
has  been  relieved,  it  is  often  difficult  to  decide 
whether  or  not  a strangulated  segment  should  be 
resected.  It  has  been  our  policy  in  questionable 
instances  to  cover  the  loop  with  warm  saline 


packs  and  wait  ten  or  fifteen  minutes.  If  the 
bowel  becomes  pink,  if  pulsations  are  visible  in  the 
small  arteries,  and  if  peristalsis  is  present,  the 
loop  is  left  in  place.  If  the  bowel  appears  dark 
and  lusterless,  and  if  there  is  thrombosis  of  the 
vessels,  it  is  resected.  We  prefer  to  perform  a 
resection  if  there  is  any  question  about  the  viabil- 
ity of  a segment.  The  aseptic  oblique  end-to-end 
anastomosis  as  described  by  Dennis  is  the  method 
of  choice.23  The  bowel  should  be  handled  very 
gently,  and  manipulation  of  distended  bowel 
should  be  avoided  as  much  as  possible.  It  is 
usually  possible  to  pick  up  a collapsed  loop  and 
trace  it  to  the  point  of  obstruction.  When  deal- 
ing with  recurrent  obstruction  due  to  extensive 
adhesions,  the  Noble  method  of  plication  is  very 
useful.24  In  poor  risk  patients  who  will  not 
tolerate  much  exploration,  we  have  found  entero- 
enterostomy  between  dilated  and  collapsed 
bowel  to  be  a satisfactory  procedure. 

The  role  of  infection  in  closed  loop  and  gan- 
grenous obstruction  has  been  previously  em- 
phasized. Coller  and  Buxton  found  that  peri- 
tonitis from  perforation  of  a loop  or  from  leakage 
from  a suture  line  was  the  most  common  cause  of 
death  in  their  series.25  It  would,  therefore,  seem 
indicated  to  give  all  patients  chemotherapy  and 
particularly  those  having  closed  loops  and  resec- 
tions. Experimental  work  now  in  progress  indi- 
cates that  aureomycin  is  very  effective  in  experi- 
mental strangulated  obstructions.26  Aureomycin 
may  prove  to  be  more  effective  than  penicillin  or 
streptomycin  because  of  the  wide  variety  of  bac- 
teria sensitive  to  it. 

Results  in  Small  Bowel  Obstruction 

The  records  of  patients  in  the  Strong  Memorial 
and  Rochester  Municipal  Hospitals  with  intes- 
tinal obstruction  between  1940  and  1947  have 
been  reviewed.  The  only  cases  which  were 
selected  for  study  were  those  who  were  proved  to 
have  complete  obstruction  at  operation  or 
autopsy.  Cases  were  selected  only  when  dilated 
and  definitely  collapsed  bowel  were  present  or 
where  there  was  an  obviously  closed  or  gangrenous 
loop.  The  number  of  patients  is  small,  but  many 
cases  diagnosed  as  obstruction  were  discarded 
because  we  could  not  be  completely  sure  that  the 
situation  satisfied  our  criteria. 

Obstruction  due  to  adhesions  was  most  com- 
monly encountered,  and  these  are  summarized  in 
Table  I. 


TABLE  I. — Obstbuction  Due  to  Adhesions 


Number  of  patients 

63 

Number  of  operations 

78 

Number  of  deaths 

9 

Mortality  rate  (per  cent) 

14.3 

Forty-seven  (74.6  per  cent)  of  these  patients 
had  previous  abdominal  or  pelvic  operations. 
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Bowel  resection  was  performed  in  11  patients 
(Table  II). 

TABLE  II. — Obstruction  Due  to  Adhesions 


Number  of  patients  63 

Bowel  resection  11 

Matted  loops  without  gangrene  2 

Operative  trauma  1 

Strangulation  8 (3  deaths) 


An  analysis  of  the  deaths  reveals  that  all  except 
two  were  not  seen  until  more  than  forty-eight 
hours  after  the  onset  of  the  symptoms  (Table 
III) . Two  of  the  remainder  were  so  far  advanced 
at  the  time  of  admission  that  they  died  in  spite  of 
transfusions  and  could  not  be  operated.  Only 
one  death  resulted  from  peritonitis. 


TABLE  III. — Analysis  of  Deaths — Adhesive  Obstruc- 
tion 


Duration  before 

Cause  of  Death 

Operation 

Peritonitis  and  aspiration  pneumonia 
Massive  atelectasis 

No  autopsy,  90  cm.  resected 
Cardiac  failure 

Pulmonary  embolism,  92  years 
Circulatory  failure,  preoperative 
Cirrhosis  of  liver,  ascites,  jaundice 
Shock  and  pneumonia,  diagnosis  missed  24 
hours 

Massive  necrosis  entire  bowel 


4 days 

Two  weeks  after 
cecostomy 
84  hours 
6 days 

No  operation 
48  hours 
4 days 

Seen  early* 

3 days 


♦Diagnosis  of  strangulated  obstruction  missed  in  Emer- 
gency Ward  and  patient  observed  12  hours  before  operation. 

Intussusception 

During  the  period  of  time  studied,  there  were 
22  patients  with  intussusception  and  one  death, 
a mortality  rate  of  4.6  per  cent.  The  average 
age  was  29.4  months,  and  this  was  calculated 
omitting  one  patient  of  twenty-one  years.  There 
were  nine  under  one  year  and  15  under  two  years. 
The  youngest  was  one  month.  The  symptoms 
and  signs  are  recorded  in  Table  IV. 

TABLE  IV. — Intussusception 


Number  of  patients  22 

Crampy  or  colicky  pain  15 

Vomiting  18 

Palpable  mass  12 

Blood  in  stools  13 


The  treatment  of  patients  with  intussusception 
is  outlined  in  Table  V.  We  have  accepted  a 
diagnosis  of  intussusception  in  the  nonoperated 
cases  who  had  both  a definitely  palpable  mass  and 
blood  in  the  stools.  There  were  five  cases  in 
which  operation  was  not  performed;  three  had 
spontaneous  reduction  and  disappearance  of  the 
mass,  and  two  were  reduced  by  barium  enema. 
We  agree  with  Ravitch  and  with  Gross  that  this 
latter  method  of  treatment  entails  definite 
hazards,  and  it  is  not  the  method  of  choice  of  the 
Surgical  Service.27'28  The  one  fatality  occurred 
in  a patient  of  one  year  who  had  less  than  a 
twenty-four  hour  history  and  died  on  the  operat- 
ing table  during  the  course  of  the  exploration. 


Postmortem  examination  revealed  a greatly 
enlarged  thymus. 

TABLE  V. — Intussusception* 

Resections  with  aseptic  anastomosis  2 cases 

Operative  reduction,  bowel  viable  15  cases 

No  operation  5 cases 


* There  was  one  death  during  operation;  autopsy  revealed 
hyperplasia,  thymus. 

Strangulated  Hernia 

During  the  period  studied,  there  were  a great 
many  incarcerated  hernias  seen,  and  many  of 
these  could  probably  be  included  in  this  survey, 
because  of  symptoms  of  bowel  obstruction. 
Most  of  these  were  seen  fairly  soon  after  the  onset 
of  symptoms,  and  obstruction  was  not  an  impor- 
tant problem  after  operative  reduction.  Only 
those  cases  which  had  definite  circulatory  em- 
barrassment of  the  extruded  bowel,  i.e.,  definite 
strangulation,  have  been  included  (Table  VI). 

TABLE  VI. — Strangulated  Hernia 


Number  Per  Cent 


Inguinal 

15 

55 

Femoral 

3 

ii 

Internal 

3 

ii 

Incisional 

2 

8 

Umbilical 

4 

15 

Total 

27 

100 

The  hernias  had  been  present  for  from  one  to 
forty  years,  so  the  fact  that  a hernia  has  not 
caused  trouble  for  many  years  does  not  preclude 
the  possibility  of  strangulation.  Resection  of 
gangrenous  bowel  was  performed  in  two  cases; 
one  an  umbilical  hernia  with  resection  of  three 
feet  of  bowel  and  the  second  a femoral  hernia 
with  resection  of  4 inches.  Both  of  these  two 
resections  survived.  Five  patients  with  strangu- 
lated hernias  died,  which  seems  a high  mortality 
rate,  but  only  one  was  operated  upon.  The  one 
operative  mortality  had  herniation  of  a large 
proportion  of  the  small  bowel  through  the  fora- 
men of  Winslow,  and  death  was  due  to  damage  to 
the  portal  vein  requiring  ligation.  Two  patients 
died  within  a few  minutes  after  admission  to  the 
Emergency  Division.  Two  patients,  one  an 
incisional  hernia  and  one  a strangulated  femoral 
hernia,  were  admitted  on  the  Medical  Service. 
Both  of  these  patients  were  in  very  poor  condition 
and  were  such  poor  operative  risks  that  operation 
was  not  performed.  All  but  one  of  these  patients 
were  seen  within  forty-eight  hours  after  the  onset 
of  symptoms. 

One  of  the  surviving  strangulated  hernias 
illustrates  the  difficulty  in  deciding  whether  or  not 
to  resect  damaged  bowel.  In  this  instance  the 
bowel  was  not  resected,  and  one  year  later  ob- 
struction of  the  terminal  ileum  developed.  At 
operation,  a fibrotic  stricture  4 cm.  in  length  was 
found,  and  this  was  considered  to  be  the  result  of 
fibrosis  at  the  site  of  the  previous  strangulation. 
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There  were  six  patients  with  obstruction  due  to 
foreign  bodies.  Five  were  due  to  gallstones  and 
one  was  due  to  a broken  bottle  neck  in  the  pelvis 
with  abscess  formation.  The  offending  gall- 
stones measured  4.5  cm.,  3 by  4 cm.,  3 by  5 cm., 
3 by  6 cm.,  and  one  was  described  as  “huge.” 
Three  of  these  patients  had  operative  removal  of 
the  stones,  and  two  passed  spontaneously. 
Two  of  the  three  operated  cases  were  diagnosed 
by  x-ray. 

Comment 

The  mortality  rate  in  intestinal  obstruction  is 
still  high  and  varies  considerably  in  reported 
series,  from  9.5  to  38.3  per  cent.25, 29,30  This 
series  indicates  that  we  still  have  ample  room  for 
improvements  in  the  results.  Our  present  knowl- 
edge of  the  pathologic  physiology  and  the  opera- 
tive treatment  of  intestinal  obstruction  is  deserv- 
ing of  a better  mortality  rate  than  now  exists. 
The  majority  of  failures  in  treatment  are  due  to 
delays  by  the  patients  in  seeking  medical  advice 
and  in  accurate,  early  diagnosis  by  the  medical 
orofession.  The  use  of  conservative  measures  of 
treatment  are  of  proved  value  when  properly 
used,  but  they  may  give  4he  surgeon  a false  sense 
of  security,  and  valuable  time  may  be  lost  in 
treating  a strangulated  obstruction.  If  doubt 
exists  concerning  the  diagnosis,  it  is  best  to  err  on 
the  side  of  early  operation. 

The  important  factors  in  the  treatment  of  in- 
testinal obstruction  include : 

1.  Early  recognition  and  operative  treatment 
of  strangulated  bowel. 

2.  Replacement  therapy  of  water,  electrolyte, 
and  protein  deficiencies. 

3.  Preoperative  decompression  of  distended 
bowel  due  to  simple  mechanical  obstruction. 

4.  Prophylactic  chemotherapy  in  closed  loop 
obstruction. 
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Discussion 

Frank  McGowan,  M.D.,  New  York  City. — Acute 
intestinal  obstruction  is,  and,  I am  afraid,  will  re- 
main a very  serious  problem  in  surgery.  Dr. 
Mahoney  has  shown  us  this  serious  picture  most 
clearly  in  his  excellent  presentation  of  this  subject. 
In  a recently  published  study  by  Rousselot  and 
Haggstrom  of  76  cases  at  St.  Vincent’s  Hospital  dur- 
ing the  years  1947  and  1948,  there  was  a mortality 
rate  of  19.7  per  cent.a  During  this  same  period  some 
182  patients  with  chronic,  slowly  progressing,  or 
subacute  obstruction  were  admitted  but  were  ex- 
cluded from  their  study.  These  authors  studied  the 
average  mortality  figures  given  in  15  reports  pub- 
lished in  the  pretube  decompression  era,  from  1907 
to  1932,  and  found  an  average  mortality  of  42.1  per 
cent  with  some  reports  reaching  as  high  as  75  per 
cent.  This,  of  course,  shows  an  improvement  but, 
as  Dr.  Mahoney  indicated,  the  situation  remains  a 
serious  one. 

In  the  St.  Vincent’s  Hospital  series  of  76  patients, 
slightly  over  one  third  of  all  cases  had  had  a previous 
surgical  procedure — adhesive  type,  32  cases,  four 
deaths — 12  per  cent  mortality.  This  calls  for  re- 
emphasizing careful,  meticulous  operative  technic 
in  our  surgical  procedures.  About  one  fourth  of  all 
cases  were  due  to  strangulated  hernia — strangulated 
hernias,  18  cases,  two  deaths — 11  per  cent  mortal- 
ity— the  majority  of  these  being  of  the  inguinal  type. 
It  is  significant  that  5.3  per  cent  of  all  acute  obstruc- 
tion cases  during  the  period  covered,  1947  and  1948, 
were  due  to  strangulated  femoral  hernia  (four 
cases,  one  death — 25  per  cent  mortality).  This  fig- 
ure again  justifies  the  surgical  dictum  that,  other 
things  being  equal,  the  diagnosis  of  a femoral  hernia 
is  an  indication  for  operation. 

In  three  cases  of  intussusception  there  was  one 
death.  In  four  cases  of  mesenteric  thrombosis  the 
mortality  was  100  per  cent.  In  five  cases  of 
gallstone  obstruction  there  was  one  death — 20  per 
cent  mortality. 

At  St.  Vincent’s  Hospital  our  plan  of  manage- 
ment is  similar  to  that  advocated  by  Dr.  Mahoney. 
On  occasion  I have  found  a Witzel  type  of  enter- 
ostomy under  local  anesthesia  to  be  a lifesaving 
measure.  As  soon  as  the  diagnosis  is  made,  a 
Harris  tube  is  started,  thus  obtaining  several  hours 
head  start  while  other  routine  procedures  are  being 
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done.  Also  the  resident  staff  starts  antibacterial 
therapy  immediately — penicillin,  streptomycin,  and 
possibly  intravenous  aureomycin — so  that  the 
added  protection  implied  by  the  experimental  work 
quoted  by  Dr.  Mahoney  is  afforded.  Again  I feel 
that  the  vertical  type  of  incision  gives  one  more 
leeway  unless  one  is  certain  as  to  the  exact  site  of  the 
obstruction.  He  has  stressed  the  importance  of 


preoperative  management  and  has  described  ad- 
mirably the  picture  of  strangulating  or  strangulated 
obstruction,  with  emphasis  on  early  surgery  with 
relief  of  the  strangulating  lesion  and  excision  of  the 
strangulated  lesion. 


a Rousselot  and  Haggstrom:  Surg.  Clin.  North  America 

30:  479  (Apr.)  1950. 


THE  MANAGEMENT  OF  REGIONAL  LYMPH  NODE  METASTASES 

Grantley  Walder  Taylor,  M.D.,  F.A.C.S.,  Boston,  Massachusetts 

{From,  the  Department  of  Clinical  Surgery,  Harvard  Medical  School,  and  the  Massachusetts  General  Hospital) 


IT  IS  accepted  as  axiomatic  that  cancer  usually 
originates  in  a single  focus  and  remains  as  a 
local  process  for  a variable  period  of  time  before 
it  begins  to  spread  to  other  parts  of  the  body  by 
way  of  the  lymphatics  or  blood  stream  or  both. 
Provided  that  the  cancer  is  detected  at  this  early 
stage,  cure  can  be  accomplished  by  surgical  re- 
moval of  the  part  involved  in  the  disease.  Cure 
is  still  possible  when  the  spread  has  extended  to 
the  neighboring  lymph  nodes,  provided  that  they 
too  can  be  totally  removed  by  a suitably  planned 
radical  operation. 

Thus  the  problem  of  the  surgical  management 
of  lymph  node  metastases  may  be  simply  ex- 
pressed as  follows:  When  lymph  node  metas- 
tases are  present,  they  should  be  removed  by  dis- 
section. However,  this  simple  solution  evades 
the  issue.  We  must  recognize  that  it  is  impos- 
sible to  detect  clinically  the  presence  of  metas- 
tasis in  a node  in  its  earliest  stages,  and  that 
malignant  neoplasms  differ  widely  in  their  pro- 
pensity to  form  regional  node  metastases.  Hence, 
we  should  modify  our  simple  statement  to  read 
that  dissection  should  be  performed  when  me- 
tastases are  present,  or  likely  to  be  present.  This 
brings  us  to  a consideration  of  the  characteristics 
which  are  associated  with  the  probability  of  re- 
gional lymph  node  involvement. 

First  among  these  characteristics  is  the  basic 
nature  of  the  neoplastic  process.  We  know,  from 
protracted  clinical  observation,  that  the  so- 
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called  basal  cell  carcinomas  of  the  skin  do  not  give 
rise  to  regional  lymph  node  metastasis.  Hence, 
in  dealing  with  these  cancers,  the  question  of 
dissection  does  not  arise.  Similarly,  although 
osteogenic  sarcoma  is  highly  malignant,  it  al- 
most never  metastasizes  to  the  neighboring 
nodes.  On  the  other  hand,  certain  carcinomas 
such  as  those  of  the  tonsil,  the  breast,  and  the 
stomach,  form  regional  node  metastases  so  regu- 
larly and  so  early  that  they  must  be  assumed  to 
be  present,  even  though  they  are  not  detected 
clinically. 

When  we  narrow  our  study  to  one  particular 
kind  of  cancer,  for  example,  epidermoid  car- 
cinoma of  the  mouth,  certain  other  character- 
istics come  into  play.  For  instance,  carcinoma 
of  the  hard  palate  forms  metastases  rarely  and 
late.  An  identical  carcinoma  situated  on  the 
soft  palate,  on  the  other  hand,  is  almost  invar- 
iably accompanied  by  early  cervical  node  me- 
tastases. This  difference  in  behavior  is  ex- 
plained in  two  ways ; first,  because  the  lymphatics 
of  the  hard  palate  are  sparse,  while  those  of  the 
soft  palate  are  unusually  rich;  second,  the  car- 
cinoma of  the  hard  palate  is  situated  on  an  im- 
movable base,  while  the  lesion  of  the  soft  palate 
is  subjected  to  constant  manipulation  and  motion 
by  the  underlying  muscles,  which  presumably 
force  cells  off  into  the  lymphatics. 

Other  characteristics  of  the  primary  tumors 
associated  with  a propensity  to  form  metastases 
are  the  duration,  mode  of  growth,  the  size,  the 
grade  of  malignancy,  and  the  history  of  a previous 
unsuccessful  attempt  to  eradicate  the  primary 
focus  of  disease.  The  association  of  these  char- 
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acteristics  with  lymph  node  metastasis  is  shown 
in  Tables  I and  II. 


TABLE  I. — Carcinoma  of  Lip 


Type 

Per  Cent  with  Metastases 

Short  duration 

14 

Long  duration 

33 

Low  malignancy 

6 

High  malignancy 

52 

Small  in  size 

7 

Large  in  size 

37 

Primary  cases 

29 

Recurrent  cases 

64 

TABLE  II.- 

—Carcinoma  of  Vulva 

Type 

Per  Cent  with  Metastases 

Small  in  size 

9 

Large  in  size 

50 

Low  malignancy 

40 

High  malignancy 

60 

Papillary 

27 

Ulcerated 

52 

It  should  be  noted  that  the  influence  of  these 
various  factors  on  the  propensity  to  form  me- 
tastases  is  different  in  different  locations.  In 
general,  the  carcinomas  of  the  vulva  form  me- 
tastases  earlier  and  more  freely  than  those  of  the 
lip,  and  the  primary  carcinomas  tend  to  be  of  a 
higher  grade  of  malignancy.  Under  these  cir- 
cumstances, even  carcinomas  of  low  grade  tend 
to  form  metastases  freely.  Needless  to  say,  the 
median  duration  in  the  cases  of  carcinoma  of  the 
vulva  tends  to  be  greater  than  in  cases  of  car- 
cinoma of  the  lip. 

Another  question  which  is  constantly  raised  is 
that  in  regard  to  the  promptness  with  which  re- 
gional node  metastases  manifest  themselves. 
This  has  a bearing  not  only  upon  duration  of  the 
disease  as  it  influences  lymph  node  metastases 
but  also  upon  the  need  for  follow-up  observations 
in  cases  treated  conservatively.  These  data  for 
carcinoma  of  the  lip  are  presented  in  Table  III. 

TABLE  III. — Carcinoma  of  Lip 

. — Time  of  Appearance  of  Node  Metastases — . 

From  Onset  of  Per  Cent  of  All  Cases 

Lip  Lesion  with  Positive  Nodes 


6 months 

10 

1 year 

37 

2 years 

69 

3 years 

85 

4 years 

93 

Above,  it  was  suggested  that  the  clinical  diag- 
nosis of  lymph  node  involvement  was  subject  to 
uncertainty  and  considerable  error.  In  an  an- 
alysis of  carcinoma  of  the  breast  cases,  it  was 
found  that  the  clinical  appraisal  of  the  state  of 
the  axilla  was  erroneous  in  about  28  per  cent  of 
cases.  The  errors  are  about  equally  divided  in 
failing  to  detect  metastases  actually  present  and 
in  interpretation  of  enlarged  lymph  nodes  as  cer- 
tainly cancerous.  Obviously,  the  larger  and 


harder  the  nodes,  the  greater  is  the  likelihood 
that  they  harbor  metastases.  However,  it  is  in 
the  group  of  cases  in  which  the  diagnosis  is  most 
difficult  that  the  importance  of  dissection  is  the 
greatest. 

There  are  a number  of  cancers  in  which  the 
anatomic  situation  lends  itself  ideally  to  a one- 
stage  en  bloc  operation  in  which  the  regional 
lymph  nodes  are  removed  along  with  the  pri- 
mary carcinoma,  such  as  the  classic  radical 
mastectomy  and  the  Miles  type  of  abdomino- 
perineal operation  for  carcinoma  of  the  rectum. 
These  operations  give  an  excellent  opportunity 
to  study  the  relation  of  lymph  node  metastases  to 
the  prognosis.  Results  of  a recent  study  on  car- 
cinoma of  the  breast  show  that,  when  there  are 
no  regional  node  metastases,  cures  are  effected 
in  about  75  per  cent  of  the  cases,  while,  when  in- 
volvement is  encountered,  the  cures  drop  to  33 
per  cent.  It  has  been  shown  that  there  is  a 
further  correlation  between  prognosis  and  in- 
volvement, in  that,  when  only  one  or  two  nodes 
are  implicated,  the  cures  are  nearly  as  favorable 
as  in  those  cases  without  metastases,  while  the 
cures  are  increasingly  fewer  with  greater  num- 
bers of  nodes  involved.  Thus  in  carcinoma  of 
the  breast,  as  in  other  cancers,  a standard  radical 
operation,  performed  early  on  a properly’ 
selected  case,  may  be  expected  to  result  in  cure 
in  a high  percentage  of  cases. 

There  are  cancers  in  certain  locations,  how- 
ever, in  which  the  ideal  one-stage  operation  is  not 
feasible,  and  certain  ones  in  which  it  is  not 
necessary  as  a routine  procedure.  For  instance, 
in  the  tables  above  it  was  shown  that  carcino- 
mas of  the  lip  of  small  size,  low  grade,  and  short 
duration  develop  metastases  only  very  infre- 
quently. It  does  not  seem  necessary  to  subject 
all  patients  with  carcinoma  of  the  lip  to  a neck 
dissection.  On  the  other  hand,  carcinoma  of  the 
tongue  or  of  the  vulva  forms  regional  node  me- 
tastases writh  great  frequency,  and  early.  In 
these  cases  routine  dissection  yields  a high  inci- 
dence of  involvement.  However,  in  these  cases 
there  are  operative  technical  reasons  for  dividing 
the  operative  treatment  into  stages.  Our  prac- 
tice in  these  cases  is  to  defer  the  operation  on  the 
lymph  node  areas  until  after  control  of  the  pri- 
mary disease  has  been  achieved.  This  usually 
means  waiting  a minimum  of  three  weeks  before 
dissection,  unless  the  presence  of  obvious  metas- 
tases makes  such  a delay  dangerous. 

It  is  evident  in  cases  of  this  sort  that  it  is  fu- 
tile to  carry  out  dissection  if  the  primary  car- 
cinoma is  uncontrolled,  and  it  is  not  fair  to 
charge  against  dissection  the  failures  due  to 
recurrence  of  the  disease  at  the  primary  site. 
Accordingly,  for  the  purpose  of  appraising  the 
efficacy  of  dissection,  we  have  limited  our  con- 
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sideration  to  those  cases  in  which  local  cure  was 
achieved  and  in  which  actual  metastases  were 
proved  to  be  present  on  pathologic  examination. 
With  these  qualifications,  the  results  of  dissec- 
tions are  shown  in  Table  IV. 


TABLE  IV. — Dissections  for  Node  Metastases 


Primary  Cancer  Cured 

Dissections 

Per  Cent  of  Cures 

Lip 

too 

58 

Tongue 

46 

43 

Mouth  (other  parts) 

31 

42 

Skin 

38 

33 

Penis 

21 

52 

Vulva 

14 

35 

Scrotum 

10 

20 

Melanoma 

40 

18 

These  figures  indicate  that  in  properly  selected 
cases  the  results  of  dissections  for  regional  metas- 
tases are  very  satisfactory.  The  necessity  for 
carrying  out  dissection  is  based  upon  the  presence 
or  probability  of  involvement.  When  the  oper- 
ation involves  considerable  risk,  when  the  gen- 
eral condition  of  the  patient  is  poor,  when  the 
patient  can  be  depended  upon  to  report  regularly 
and  frequently  for  follow-up  observation,  it  is 
reasonable  to  defer  dissection  until  a clinical 
diagnosis  of  involvement  is  probable.  We  have 
not  used  radiation  to  the  regional  lymph  node 
areas  as  a prophylactic  procedure,  nor  preoper- 
atively  nor  postoperatively  as  a treatment  of 
choice.  We  do  not  believe  that  node  metas- 
tases can  be  avoided  or  deferred  by  radiation,  nor 
that  the  results  of  operation  can  be  improved  by 
its  employment.  We  have  used  radiation  in  the 
treatment  of  recurrent  and  inoperable  cases,  and 
in  some  instances  have  obtained  gratifying  palli- 
ative arrest  of  the  disease.  In  general,  how- 
ever, the  results  are  less  dependable  and  less 
successful  than  the  results  of  properly  planned 
block  dissections  in  the  treatment  of  regional 
lymph  node  metastases. 

264  Beacon  Street 

Discussion 

William  L.  Watson,  M.D.,  New  York  City. — 
Cancer  metastatic  to  lymph  nodes  presents  a serious 
problem  in  management,  and  Dr.  Taylor  is  to  be 
commended  for  his  ambitious  approach  to  this  large 
subject  and  his  able  coverage  of  the  main  points  in 
the  time  allotted  to  his  report. 

The  study  of  cancer  metastasis  to  regional  lymph 
nodes  has  given  rise  to  numerous  reports,  mono- 
graphs, and  even  books  on  the  subject.  In  the 
past,  when  radiation  and  its  proponents  were  more 
vocal,  the  discussion  of  the  management  of  regional 


lymph  node  metastases  was  often  marked  by  con- 
flict of  opinion  and  controversy  between  surgeons 
and  radiation  therapists. 

Several  points  might  well  be  borne  in  mind  and 
emphasized  in  our  discussion  of  this  subject:  (1). 
An  adequate  operation  for  any  cancer  which  metas- 
tasizes to  regional  lymph  nodes  requires  first  the 
removal  of  the  cancer  with  a safe  margin  of  normal 
tissue  around  it,  together  with  the  regional  lymph 
node  bearing  area  in  continuity.  In  this  respect 
the  usual  cancer  of  the  breast  operation,  the  Halsted 
procedure,  is  well  conceived,  and  for  colon  cancer 
the  combined  abdominoperineal  operation  is  fairly 
well  conceived,  but  the  operation  for  cancer  of  the 
stomach  is  a poor  one  because  anatomically  it  is  not 
possible  to  do  an  adequate  cancer  procedure  in  this 
region. 

(2) .  A second  point  of  importance  is  that  general 
radiation,  by  x-ray  or  radium  and  radium  isotopes, 
is  not  to  be  relied  upon  to  control  metastatic  lymph 
node  disease,  nor,  in  my  opinion,  does  prophylactic 
radiation  have  any  place  in  the  management  of  the 
disease.  In  my  group,  routine  pre-  and  post- 
operative x-ray  therapy  is  not  employed. 

(3) .  A third  point  which  Dr.  Taylor  has  stressed 
is  that  the  management  of  lymph  node  metastases 
is  by  and  large  the  problem  of  the  surgeon,  and  on 
the  completeness  of  his  work  hangs  the  fate  of  the 
individual  patient.  As  you  know,  many  operations 
for  lymph  node  metastasis  are  radical  in  name  only, 
just  as  some  so-called  Halsted  operations  are  little 
more  than  simple  mastectomies. 

(4) .  The  preoperative  diagnosis  of  regional  lymph 
node  metastases  is  quite  uncertain  and  often  in 
error.  In  my  experience  the  likelihood  of  mistake 
has  been  most  noticeable  in  cancer  of  the  thyroid, 
cancer  of  the  breast,  and  cancer  of  the  lung,  in  that 
order,  and  now  it  is  our  policy  to  do  a radical  dissec- 
tion of  the  mediastinal  and  hilar  lymph  tissues  in 
continuity  with  the  pneumonectomy  for  cancer  of 
the  lung,  and  a radical  neck  dissection  on  one  side 
is  combined  in  continuity  with  the  thyroidectomy 
for  cancer  of  the  thyroid. 

On  one  point  I find  myself  in  disagreement.  In 
intraoral  cancer,  Dr.  Taylor  favors  controlling  the 
primary  growth  before  attacking  the  neck  with  its 
lymph  node  metastases.  This  entails  an  appre- 
ciable period  of  delay  which  I believe  can  be  safely 
avoided  if  one  does  a combined,  unilateral  radical 
neck  dissection  plus  a wide  resection  of  the  pri- 
mary oral  cancer  in  continuity.  The  sacrifice  of  one 
half  the  mandible  on  the  operative  side  is  often 
necessary  in  this  procedure,  but  this  in  itself  does  not 
lead  to  serious  postoperative  dysfunction. 

The  subject  of  lymph  node  cancer  metastasis  is 
too  large  a one  for  adequate  discussion  here,  but  it 
is  a privilege  to  hear  Dr.  Taylor’s  report.  He  has 
given  us  a thoughtful,  conservative  paper  based  on 
extensive  material,  on  careful  observation,  and  an 
adequate  follow-up.  His  reserved  statistical  evalu- 
ation of  end  results  deserves  our  study  and  sincere 
thanks. 
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IT  IS  my  privilege  to  comment  about  the  prob- 
lem of  arteriosclerotic  and  diabetic  gangrene 
and  perhaps  help  clarify  some  of  the  clinical 
features  which  we  at  the  New  England  Deaconess 
Hospital  have  found  to  be  important. 

On  the  hospital  wards  medical  and  surgical 
patients  are  placed  together,  thus  facilitating  the 
close  cooperation  between  internist  and  surgeon 
which  is  so  essential  if  one  is  to  attain  a reasonable 
degree  of  success.  Every  Monday  morning  at 
8:00  o’clock  combined  medical  and  surgical 
rounds  are  held,  at  which  time  each  patient  is 
examined  and  discussed,  and  a program,  im- 
mediate and  long-range,  is  outlined.  This  com- 
mon meeting  ground  offers  opportunity  for  free 
exchange  of  ideas,  resulting  in  a mutually  agree- 
able approach  to  each  patient’s  problem.  It  was 
at  the  suggestion  of  Dr.  Elliott  P.  Joslin  in  1924 
that  these  meetings  were  started,  and  the  regular- 
ity with  which  they  have  been  held  for  the  past 
twenty-six  years  is  ample  evidence  of  their  value. 

A specially  trained  graduate  nurse  is  given  full 
responsibility  for  the  care  of  patients  with  foot 
problems.  She  and  her  assistant  attend  the  com- 
bined rounds,  do  all  the  dressings,  and  manage 
other  important  details  of  the  patient’s  hospital 
stay.  Instruction  in  the  fundamentals  of  foot 
care  are  carried  out  under  her  direction.  The 
patients  are  taught  to  inspect  their  extremities 
carefully  each  day  following  a tepid  footsoak. 
If  the  patient  is  unable  to  see,  as  is  the  case  with 
many  diabetics,  a member  of  the  family  is  in- 
structed in  this  regard.  They  are  cautioned 
against  the  use  of  heat  in  any  form,  against  the 
use  of  irritating  chemicals,  and  above  all  to 
report  any  small  lesion  as  soon  as  it  is  noticed. 
A thorough  grounding  in  such  matters  is  impor- 
tant if  patients  are  to  understand  the  nature  of 
their  problem  and  be  given  an  opportunity  to 
minimize  recurrent  difficulty. 


We  are  concerned  with  gangrene  secondary  to 
arteriosclerosis  with  or  without  diabetes  mellitus. 
The  end  result  in  either  instance  may  be  the  same. 
Clinically,  however,  there  are  many  differences. 
In  the  arteriosclerotic,  one  is  dealing  almost  en- 
tirely with  arterial  insufficiency  due  to  occlusion 
of  major  vascular  channels.  Infection  of  course 
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plays  a part  but  is  of  secondary  importance,  and 
what  we  can  or  cannot  do  to  a given  extremity  is 
determined  largely  by  the  degree  of  circulatory 
damage.  In  the  diabetic,  on  the  other  hand,  al- 
though pathologic  changes  in  the  vessels  are  not 
significantly  different  from  the  arteriosclerotic, 
one  must  consider  several  additional  and  compli- 
cating factors.  For  the  purpose  of  this  discussion 
we  might  divide  the  diabetics  into  two  large 
groups,  always  keeping  in  mind  that  this  division 
is  not  a pathologic  but  a clinical  one  and  that  the 
groups  sometimes  merge  one  into  the  other. 

The  Diabetic  with  Good  Circulation. — The  pa- 
tient with  diabetic  neuropathy  characteristically 
has  good  circulation.  The  essential  complicating 
feature  related  to  neuropathy  is  not  the  neuro- 
pathic pain  or  the  skeletal  changes,  but  the  ac- 
companying anesthesia.  I think  one  may  dis- 
tinguish between  lack  of  sensation  and  anesthesia. 
To  be  sure,  the  diabetics  as  a group  and  to  a lesser 
extent  the  arteriosclerotics  have  diminished  sen- 
sation whether  or  not  neuropathy  is  present. 
This  is  shown  by  the  occurrence  of  extensive 
pathology  which  may  be  associated  with  remark- 
ably little  local  discomfort.  In  the  neuropathic 
group  this  is  a characteristic  finding  and  is  asso- 
ciated with  a varying  degree  of  anesthesia  to  pin 
prick.  In  such  patients  we  routinely  do  local 
debridement  and  in  some  instances  have  accom- 
plished forefoot  and  toe  amputations  without  the 
addition  of  any  anesthetic  agent.  As  a result  of 
these  changes  the  patient  is  very  apt  to  overlook 
early  lesions,  or,  if  the  pathology  is  noted,  disre- 
gard it  because  it  occasions  no  discomfort. 

In  addition,  the  neuropathic  state  is,  in  many 
instances,  associated  with  recurrent  ulceration, 
the  treatment  of  which  may  severely  tax  the 
physician’s  ingenuity  and  the  diabetic’s  pocket- 
book  and  patience.  In  certain  instances  a 
patient  may  be  completely  invalided  by  per- 
sistent or  frequently  recurrent  spontaneous  ulcer- 
ation. In  many  others  even  a very  limited 
amount  of  ambulation  is  accompanied  by  dense 
callous  formation  and  subsequent  ulceration  and 
infection  (Fig.  1).  It  is  in  the  neuropathic 
patient  also  that  we  see  the  hooklike  spurs  of 
bony  overgrowth  on  the  transected  ends  of  the 
metatarsals.  These  bony  spurs  have  been  asso- 
ciated with  an  underlying  ulceration  which  does 
not  heal  until  the  spur  is  removed. 

I am  not  qualified  to  d ,scuss  the  over-all  prob- 
lem of  neuropathy,  but  I can  say  that  it  repre- 
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Fig.  1.  Eighty-year-old  diabetic.  Circulation 
excellent.  Calluses  with  ulceration  present  for  five 
years.  No  pain.  Complete  healing  after  one  week 
of  bed  rest. 


sents  one  of  the  most  challenging  aspects  in  the 
care  of  this  group  of  patients.  Nutrition  of  the 
foot  is  excellent,  usually  with  good  pedal  pulses 
and  all  other  characteristics  of  adequate  oxygen 
exchange.  Sensory  changes  do  not  follow  any 
pattern  and  vary  not  only  in  extent  but  in  degree. 
In  most  of  these  patients  open  lesions  will  heal 
quickly  on  bed  rest. 

The  diabetic  patient  with  an  infection  in  the 
foot,  which  may  be  chronic,  and  albuminuria 
must  be  considered  carefully  before  a definitive 
surgical  procedure  is  attempted.  Edema  may  or 
may  not  be  present.  Circulation  is  character- 
istically good,  which  may  give  the  surgeon  a 
false  confidence  in  approaching  the  problem. 
Unless  whole  blood  transfusions  are  used  liberally 
in  this  group,  the  surgical  procedure  may  fail  or  a 
much  more  radical  and  extensive  operation  be 
elected  than  is  indicated.  This  combination  of 
good  circulation,  infection,  albuminuria,  and 
anemia  is  frequently  the  cause  of  very  disappoint- 
ing results.  We  have  excised  or  thoroughly 
debrided  what  we  considered  a controllable  in- 
fection, only  to  find  in  a few  days  that  the  necrosis 
has  recurred.-  Reoperation  is  attended  by  the 
same  dismal  result  and  may  lead  to  higher  ampu- 
tation. To  be  sure,  the  long-range  prognosis  in 
these  patients  is  poor  in  view  of  their  underlying 
systemic  disturbance.  However,  liberal  use  of 
whole  blood  transfusions,  which  may  be  regarded 
not  only  as  a preliminary  to  surgery  but  as  a 
definitive  therapeutic  measure,  will  result  in 
prompt  control  of  the  immediate  problem. 
Along  with  transfusion  therapy  and  well-consid- 
ered surgery,  we  are  accustomed  to  giving  diets 
high  in  protein,  insisting  upon  a minimum  of  120 
Gm.  per  day. 

There  is  yet  another  way  that  diabetes  mellitus 
adds  to  the  problem.  This  is  the  ease  with  which 
the  diabetic  develops  gangrene.  We  have  seen 
this  in  the  presence  of  apparently  adequate  cir- 
culation and  in  areas  other  than  the  lower  ex- 


Fig.  2.  (A)  Complete  skin  necrosis  precipitated 

by  a minor  skin  infection.  (B)  The  patient  thought 
she  bumped  her  leg.  Skin  necrosis  resulted.  Cir- 
culation in  feet  excellent.  Neuropathic  changes 
present. 


tremities.  To  my  knowledge  this  tendency  is 
seen  only  in  the  patient  with  diabetes  mellitus. 
It  is  not  possible  to  distinguish  pathologically 
between  gangrene  due  to  arterial  insufficiency  and 
gangrene  precipitated  by  other  factors.  Minor 
trauma  or  a very  slight  infection  may  precipitate 
arterial  occlusion  and  full-thickness  skin  necrosis 
(Fig.  2).  Perhaps  a component  of  this  diathesis 
is  what  appears  to  be  increased  capillary  fragility. 
We  have  all  seen  the  speckled  appearance  result- 
ing from  petechial  hemorrhage  in  relation  either  to 
trauma  or  as  a residuum  following  subsidence  of 
cellulitis.  In  an  unusual  instance,  what  seems  to 
be  this  same  phenomenon  may  appear  spontane- 
ously. In  any  event  we  have  seen  this  type  of 
gangrene  often  enough  in  the  diabetic  to  feel  that 
it  is  characteristic  of  the  condition.  Perhaps  this 
is  what  is  meant  by  the  term  “diabetic  gangrene.” 
The  Diabetic  with  Deficient  Circulation. — 
In  the  diabetic  characterized  by  deficient  circula- 
tion, the  problem  is  a more  straightforward  one 
and  more  like  the  arteriosclerotic.  However,  the 
diabetic’s  susceptibility  to  infection  and  subse- 
quent local  thrombosis  is  ever  present.  There  is 
no  question  but  that  the  development  of  anti- 
biotics and  chemotherapeutic  agents  has  materi- 
ally benefited  the  control  of  this  complication. 
It  was  anticipated  in  1934  by  Dr.  Leland  Mc- 
Kittrick  that  a fall  in  mortality  to  about  5 per 
cent  would  occur  if  some  method  in  addition  to 
surgery  should  be  developed  to  control  infection. 1 
Table  I illustrates  this  predicted  improvement 
following  major  amputations.  It  will  be  seen 


TABLE  I. — Mortality  Following  Major  Amputations, 
1923-1949,  at  New  England  Deaconess  Hospital 


Number 

of  Number  of 

Mortality 

Period 

Cases 

Deaths 

(Per  Cent) 

1923-1941 

680 

93 

13.7 

1941-1949 

358 

20 

5.5 
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Fig.  3.  Young  diabetic  with  carbuncle  of  chin.  Penicillin  for  five  days  (A)  without  material  im- 
provement. Streptomycin  was  given  for  four  days  (B)  again  without  material  benefit.  Sensitivity 
tests  showed  aureomycin  to  be  the  drug  of  choice.  It  was  given  for  four  days  (C)  and  the  lesion  sub- 
sided. 


that  from  1923  to  1941  the  mortality  was  13.7  per 
cent  and  from  1941  to  1949  it  was  5.5  per  cent. 
This  improvement  can  be  ascribed  to  the  chemo- 
therapeutic and  antibiotic  agents.  At  the  New 
England  Deaconess  Hospital,  instead  of  seeing 
several  serious  and  sometimes  fatal  examples  of 
soft  tissue  infection  each  year,  we  now  see  only  a 
few  cases  a year.  Death  from  septicemia  has 
practically  disappeared. 

However,  the  confidence  the  antibiotics  give 
us  may  in  certain  instances  either  be  misplaced  or 
lead  to  delay  in  complete  management.  The 
diabetic  with  albuminuria  and  anemia  may  seem 
to  be  refractive  to  antibiotics.  An  infection  may 
smolder  along  on  what  we  consider  adequate  anti- 
biotic treatment  only  to  find  that  the  organism 
is  not  sufficiently  sensitive  to  the  drug  we  have 
chosen  (Fig.  3) . In  this  regard  we  have  come  to 
use  freely  the  technic  of  sensitivity  tests  in  order 
to  select  properly  the  most  effective  agent.  It 
might  be  well  to  mention  that  antibiotic  agents 
are  not  an  end  in  themselves.  Without  the  addi- 
tional aid  of  adequate  local  drainage,  harmless 
dressings,  and  bed  rest  to  eliminate  the  deleteri- 
ous effects  of  dependency  and  the  increased 
metabolic  demands  of  ambulation,  antibiotic 
therapy  will  seem  to  fail.  In  addition,  such  essen- 
tial supportive  measures  as  control  of  the 
diabetes,  transfusion  therapy,  and  adequate 
dietary  intake  must  be  employed.  Too  often  in 
one  way  or  another  we  handle  infection  improp- 
erly, and  the  result  is  less  than  should  have  been 
attained.  In  brief,  it  is  well  to  keep  in  mind  that 
the  diabetic  is  not  less  prone  to  the  devastation  of 
infection.  We  have  been  given  much  help  in  its 
control,  but  this  must  not  make  us  tardy  in  em- 
ploying all  means  at  our  disposal  to  minimize  the 
amount  of  destruction. 


Evaluation  of  the  Patient 

At  the  New  England  Deaconess  Hospital  we 
have  depended  entirely  upon  clinical  evaluation 
to  determine  the  state  of  the  circulation.  This 
method  has  the  great  advantage  of  being  a bed- 
side exercise  which  requires  no  equipment  and 
which  consequently  can  be  applied  as  often  as 
necessary.  We  are  not  aware  of  any  technic 
which  can  be  applied  readily  and  interpreted 
accurately  by  the  average  physician  to  give  supe- 
rior results. 

In  our  experience  it  has  been  very  difficult  on 
first  seeing  a patient  to  judge  the  extent  of  even- 
tual tissue  destruction.  In  this  regard  it  is  sound 
judgment  to  delay  any  surgical  procedure.  We 
limit  ourselves  initially  to  the  simple  evacuation 
of  a suppurative  process.  In  most  instances  this 
is  done  in  bed  without  anesthesia.  In  the  great 
majority  of  instances,  if  the  patient  is  put  at  bed 
rest,  marked  improvement  will  be  evident  in  -a 
few  days  time.  Bed  rest  places  a minimum  of 
demands  on  the  extremity.  Adequate  local, 
exteriorization  of  sepsis,  application  of  the  proper 
antibiotics,  control  of  the  diabetes  mellitus,  and, 
as  mentioned  above,  in  certain  cases  the  use  of. 
whole  blood  transfusions  and  high  protein  dietary 
treatment  are  instituted  during  this  period  .j 
Early,  radical  surgical  debridement  is  now  rarely 
needed  and,  in  fact,  may  be  contraindicated. 
If  done  too  early,  it  is  difficult  to  know  how  much 
to  do,  and  the  tendency  is  to  do  more  than  re- 
quired. 

One  must  exercise  care  in  the  use  of  topical  ap- 
plications so  that  further  local  injury  may  not  be 
done.  The  continuous  use  of  wet  or  greasy 
dressings  may  macerate  the  skin,  giving  oppor- 
tunity for  more  extensive  destruction.  If  in- 
fection is  present,  Buerger  exercises  are  not  usfed. 
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The  patient  is  placed  in  bed  in  such  a way  as  to 
have  the  level  of  the  heart  above  the  tip  of  the 
toes  in  order  that  relative  elevation  of  the  foot 
does  not  cause  ischemia.  The  position  of  the 
patient  should  be  such  that  the  veins  are  neither 
collapsed  nor  distended.  When  maximum  im- 
provement is  apparent,  one  can  consider  what 
definitive  procedure  is  indicated.  Under  these 
circumstances  invasive  infection  will  have  been 
controlled,  cellulitis  and  edema  will  have  dis- 
appeared, and  gangrene,  if  present,  will  be 
sharply  demarcated.  Where  circulation  is  good, 
the  problem  is  relatively  simple  in  that  one  is 
faced  only  with  eliminating  the  destroyed  tissue. 

In  the  patient  with  anesthesia  resulting  from 
neuropathic  disease,  we  are  often  faced  with  the 
necessity  of  doing  a temporizing  procedure  leaving 
an  anesthetic  surface  for  weightbearing.  This, 
we  know,  carries  with  it  the  ever-present  hazard 
of  recurrence.  If  the  anesthetic  area  can  be 
totally  excised,  a good  result  may  be  anticipated. 
In  the  presence  of  an  open  stabilized  wound  one 
can  totally  excise  the  open  wound  and  do  an 
elective  toe  or  forefoot  operation,  closing  the 
operative  incision  per  primam.  Under  the 
proper  circumstances  this  is  a safe  and  reliable 
procedure.  Where  arterial  insufficiency  is  the 
basic  problem,  one  must  know  without  any  ques- 
tion where  non  viable  tissue  stops  and  viable 
tissue  begins.  This  is  important  because,  if  we 
are  to  preserve  as  much  of  the  extremity  as 
possible,  the  operative  incision  may  be  no  more 
than  a few  millimeters  proximal  to  a completely 
devitalized  area.  Only  time  and  attention  to  the 
details  of  management  will  give  us  this  necessary 
information. 

Choice  of  Operation 

The  objective  is  preservation  of  maximum 
length  compatible  with  (1)  good  function  and 
durability  of  the  stump  and  (2)  healing  of  the 
surgical  wound.  Our  choice  of  operation  has 
been  limited  to  the  following:  single  or  multiple 
toe  amputation,  a toe  with  its  metatarsal  head, 
a transmetatarsal,  low  leg  amputation,  Gritti- 
Stokes,  or  supracondylar  amputation.  We  have 
done  no  procedures  between  the  forefoot  and  the 
lower  leg.  It  is  conceivable  that  the  patient  with 
excellent  circulation  but  extensive  anesthesia  of 
the  forefoot  might  be  considered  a candidate  for 
the  Syme’s  amputation.  To  date  we  have  no 
experience  with  this  amputation  in  this  group  of 
patients  so  can  express  no  opinion  as  to  its  pos- 
sible value.  We  do  know,  however,  that  forefoot 
procedures  in  a 6mall  group  have  not  been  satis- 
factory because  of  recurrent  ulceration  and  infec- 
tion. 

We  have  come  to  put  less  stress  on  the  presence 


or  absence  of  palpable  vessels  in  the  extremity. 
We  note  their  presence  or  absence  and  include  this 
notation  in  our  evaluation.  Adequate  collateral 
resulting  in  minute  vessel  circulation  is  the  critical 
feature.  We  are  gradually  discarding  the  toe  and 
its  accompanying  metatarsal  head  as  a procedure 
of  choice  and  preferring  in  most  instances  the 
transmetatarsal  amputation.  This  is  particu- 
larly true  if  there  are  multiple  lesions  on  the  toes 
or  multiple  vulnerable  areas.  The  toe  and  its 
metatarsal  head  is  a more  difficult  procedure 
technically.  Repair  of  the  surgical  defect  may 
not  be  so  rapid,  and  in  many  instances,  especially 
with  the  great  toe,  this  procedure  leaves  a foot 
which  is  mechanically  unsound  and  places  added 
strain  on  the  adjacent  digit.  Our  tendency 
therefore  is  to  advise  a transmetatarsal  procedure 
unless  simple  toe  amputation  is  indicated. 

We  are  inclined  to  reserve  the  lower  leg  ampu- 
tation, which  preserves  the  knee  joint,  for  the 
younger  group  of  patients.  There  is  no  doubt 
that  this  amputation  gives  a more  stable  and 
usable  extremity.  When  one  considers,  how- 
ever, that  the  average  age  of  our  patients  is  over 
sixty-three  years,  it  will  readily  be  seen  this  is  a 
less  reliable  procedure  from  the  point  of  view  of 
durability,  and  healing  is  not  often  indicated. 
There  is  little  advantage  to  this  group  of  patients 
in  the  Gritti-Stokes  procedure  over  the  supra- 
condylar amputation,  and  again  we  advise  the 
Gritti-Stokes  amputation  only  in  the  younger 
group.  It  is  our  belief  that  the  safest,  surest, 
and  most  practical  procedure  above  the  forefoot 
for  the  average  patient  of  this  type  is  the  supra- 
condylar amputation.  This  must  be  done  as  low 
on  the  thigh  as  possible  to  give  maximum  length 
and  to  minimize  operative  trauma.  We  use  a 
very  simple  circular  incision  and  transect  the 
femur  just  above  the  flair  of  the  condyle.  All 
incisions  are  primarily  closed  without  drainage. 
One  should  not  forget  the  Guillotine  procedure, 
which  was  introduced  in  1927.  While  it  finds 
relatively  little  use  today,  we  still  see  an  occa- 
sional instance  in  which  it  makes  the  difference 
between  life  and  death. 

Conclusion 

I believe  that  we  are  justified  in  saying  that 
there  is  such  a thing  as  diabetic  gangrene,  that  the 
patient  with  diabetes  mellitus  presents  certain 
problems  requiring  special  handling  which  do  not 
occur  in  the  arteriosclerotic,  and  that  successful 
care  of  this  group  of  patients  depends  upon  very 
close  cooperation  between  internist  and  surgeon. 
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METABOLIC  STUDIES  IN  PATIENTS  WITH  TRAUMATIC  SPINAL 
CORD  INJURIES  WITH  SPECIAL  REFERENCE  TO  GLUCOSE 
TOLERANCE  AND  LIVER  FUNCTION 
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( From  the  Departments  of  Neurosurgery  and  Internal  Medicine,  U.S.  Naval  Hospital) 


AT  THE  close  of  World  War  II,  it  was  esti- 
mated that  approximately  2,000  patients 
with  spinal  cord  injuries  were  in  Army,  Navy, 
and  Veteran  hospitals.1  Since  this  time,  the 
physicians  who  have  cared  for  these  individuals 
have  been  confronted  with  many  new  clinical  en- 
tities. There  have  been  reports  on  such  phases  of 
these  problems  as  abdominal  emergencies,  general 
rehabilitation,  control  of  urination,  decubitus 
ulcers,  urologic  aspects,  spasticity,  thromboem- 
bolic disease,  and  fertility.1'9  Little  attention, 
however,  has  been  directed  to  a critical  analysis  of 
the  metabolic  changes  associated  with  this  state. 
At  first,  it  was  our  intention  to  confine  our  studies 
to  one  aspect  of  this  problem,  that  of  glucose 
tolerance,  but  it  became  apparent  that  spinal 
cord  dysfunction  was  not  the  only  abnormality 
with  which  we  had  to  reckon.  For  this  reason 
liver  function  studies  and  Congo  red  tests  are 
included  here,  while  preliminary  adrenal  cortical 
function  studies  have  been  reported  elsewhere.10 

Material  and  Methods 

Oral  and  intravenous  glucose  tolerance  tests 
(eight  cases),  a battery  of  liver  function  tests  (13 
cases),  and  Congo  red  tests  (six  cases)  were  per- 
formed on  patients  with  physiologic  interruption 
of  their  spinal  cords  due  to  trauma.  The  type  of 
injury  and  operative  findings  are  recorded  in 
Table  I.  At  the  time  of  this  investigation,  all  of 
the  patients  studied  were  ambulant  in  wheel 
chairs.  None  of  them  used  crutches. 

One  hundred  grams  of  glucose  were  adminis- 
tered orally,  and  periodic  venous  blood  samples 
were  taken  for  the  oral  glucose  tolerance  tests 
(Fig.  1).  The  results  of  the  urine  examinations 
did  not  yield  additional  pertinent  information 
except  in  Case  P.  M.,  where  there  was  a marked 
persistent  glycosuria  (qualitative)  throughout  the 
procedure.  The  intravenous  tests  were  executed 
and  evaluated  according  to  the  method  of  Soskin 
(Fig.  2). 11  One-third  gram  of  dextrose  per  Kg.  of 
body  weight  in  a 50  per  cent  aqueous  solution  was 
injected  intravenously  within  a period  of  three  to 
five  minutes.  Blood  samples  were  taken  before 
the  administration  of  glucose  and  at  designated 
intervals  thereafter.  A curve  was  considered 

The  opinions  of  the  authors  expressed  herewith  do  not 
necessarily  represent  those  of  the  Bureau  of  Medicine  and 
Surgery  of  the  Department  of  the  Navy  or  of  the  United 
States  Naval  Service. 


normal  if  it  returned  to  the  fasting  level  before 
sixty  minutes,  while,  if  it  did  not  return  to  the 
base  line  within  one  hundred  twenty  minutes,  it 
was  classified  as  that  of  a diabetic  type.  The  so- 
called  liver  curve  would  fall  in  between  these  two 
extremes. 

Although  we  appreciate  that  even  a battery  of 
liver  function  tests  may  not  accurately  predict 
the  state  of  liver  function,  we  feel  that  these  tests 
together  with  the  aforementioned  tolerance  pro- 
cedures have  enabled  us  to  give  a fair  estimate  of 
the  function  of  this  organ  (Table  II).  The  re- 
sults of  the  Congo  red  tests  are  recorded  in  Table 
III. 

In  an  attempt  to  avoid  errors  incident  to  reac- 
tions such  as  those  described  by  Selye,  the  pro- 
cedures outlined  were  carried  out  only  when  the 
subjects  had  not  been  subjected  to  surgery  in  the 
previous  week  and  in  whom  no  evidence  of  an 
acute  infection,  gastrointestinal,  renal,  or  other- 
wise, was  present.13  It  must  be  appreciated, 
however,  that,  in  the  majority  of  instances,  there 
was  a history  of  genitourinary  infection  in  the 
past  as  well  as  infected  decubitus  ulcers.  At  the 
time  of  our  tests  such  infections  were  considered 
inactive  according  to  accepted  clinical  standards. 
In  addition,  none  of  these  men  showed  signs  of  a 
vitamin  deficiency.  Prior  to  the  performance  of 


Time  in  Minutes  after  Gluoose  (100  Gm) 

Fig.  1.  Oral  glucose  tolerance  curves.  Blood 
sugar  determinations  were  performed  according  to 
the  method  of  Folin  and  Wu.32 
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TABLE  I. — Summary  op  Patients* 


Patient 

Age 

Weight! 

Spinal 
Cord 
Level  t 

Date  of  Injury 

Nature  of  Injury 

Operation 

Spinal  Cord 
Findings 

R.  H. 

21 

150 

T7 

Nov.  23. 1947 

Vertebral  fracture 

Nov.,  1947 

Compression 

L.  L. 

29 

95 

T10 

Feb.  22, 1945 

Shell  fragments 

Mar.,  1946 

Complete  division 

P.  M. 

28 

95 

T4 

May  14,  1946 

Bullet  wound 

June,  1946 

Complete  division 

W.  M. 

22 

150 

T12 

Apr.  22,  1945 

Vertebral  fracture 

Apr.,  1946 

Contusion 

A.  M. 

23 

125 

T9 

Dec.  16,  1945 

Vertebral  fracture 

Date  unknown 

Complete  division 

H.  V. 

24 

135 

C6 

Nov.  29,  1946 

Vertebral  fracture 

P.  Y. 

28 

130 

T5 

Nov.  18,  1943 

Shell  fragments 

Nov.,  1943 

Compression 

G.  H. 

31 

155 

LI 

Mar.  1,1945 

Bullet  wound 

Date  unknown 

Partial  division 

A.  W. 

25 

105 

LI 

Feb.  21,  1945 

Shell  fragments 

Nov.,  1945 

Contusion 

F.  D. 

21 

110 

C6 

Nov.  2,  1945 

Vertebral  fracture 

C.  F. 

34 

162 

T12 

Aug.  11,  1944 

Vertebral  fracture 

Date  unknown 

Compression 

E.  W. 

31 

125 

T6 

Mar.  2,  1945 

Vertebral  fracture 

Mar.,  1945 

Severe  hemorrhage 

W.  D.** 

22 

110 

T10 

Apr.  5, 1‘945 

Unknown 

Date  unknown 

Unknown 

* The  operative  findings  recorded  here  were  obtained  from  the  records  of  these  patients  and  are  not  the  personal  observa- 
tions of  the  authors. 

t Weight  in  pounds  was  that  at  the  time  of  the  investigations  which  were  conducted  in  the  latter  part  of  1948  and  the  be- 
ginning months  of  1949. 

t Spinal  Cord  Level  designates  dermatomic  zones. 

**  Records  lost. 


the  glucose  tolerance  and  liver  function  tests,  the 
subject’s  diets  contained  2,400  to  2,500  calories 
with  90  Gm.  of  protein  and  a normal  amount  of 
fat,  carbohydrate,  and  salt.  However,  even 
though  we  were  certain  that,  at  times,  the  com- 
plete diet  was  not  eaten,  the  factor  of  insulin 
hypersensitivity  was  avoided  by  preventing  a 
high  carbohydrate  intake.13-14 

Results 

In  each  instance  the  oral  glucose  tolerance 
curve  showed  some  abnormalities.  The  responses 
of  patients  P.  M.,  W.  D.,  and  H.  V.  were  similar 
in  some  respects:  The  curves  were  higher  than 


Time  in  Minutes  after  Glucose 
Fig.  2.  Intravenous  glucose  tolerance  curves.11 
Blood  sugar  determinations  performed  on  venous 
blood  (method  of  Folin  and  Wu).32 


normal,  and  there  was  a delayed  return  to  the 
fasting  level.  It  was  in  these  three  patients  that 
the  liver  tests  signified  impaired  function.  The 
remaining  curves  tended  to  be  flat  (lower  than 
normal)  and  in  one  case,  C.  F.,  there  was  almost 
no  rise  of  the  blood  sugar  level  above  the  fasting 
value  in  the  samples  examined.  The  responses  to 
intravenous  glucose  were  all  normal  except  in 
those  three  patients  in  whom  the  liver  function 
tests  were  abnormal. 

Since  the  possibility  existed  that  generalized 
amyloid  disease,  similar  to  that  described  at 
autopsy  in  several  of  these  patients,  might  ac- 
count for  some  of  the  abnormal  findings,  Congo 
red  tests  were  later  done  in  those  patients  who 
were  available.15  In  each  instance  the  result  did 
not  deviate  appreciably  from  normal. 

Comment 

The  abnormalities  noted  in  the  oral  glucose 
tolerance  curves  in  this  group  of  patients  may  be 
divided  into  two  categories,  namely,  high  and 
low  type  curves. 

Since  a high  prolonged  glucose  tolerance  curve 
may  be  obtained  in  instances  of  impaired  liver 
function,  the  close  correlation  of  these  findings  in 
three  patients  and  in  the  others  appears  signifi- 
cant. However,  we  wish  to  emphasize  that  we 
in  no  way  pretend  to  consider  this  absolute,  since, 
actually,  there  can  be  no  correlation  of  such  tests 
with  liver  function  unless  the  exact  stage  of  liver 
disease  at  the  time  of  the  tests  is  known.16-17  It  is 
entirely  possible  that  such  responses  may  be  re- 
lated to  a latent  hormonal  derangement  (Case 
P.  M.). 

The  persistent  finding  of  a low  type  of  oral 
glucose  tolerance  curve  and  at  the  same  time 
normal  intravenous  responses  requires  a more 
complete  explanation.  Originally,  we  thought 
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TABLE  II. — Liver  Function  Tests 


Patient 

Pro- 
thrombin 
Time 
(Per  Cent 
Normal)0 

Total 
Protein 
(Gm.  per 
Cc.) b 

Albumin 
(Gm.  per 
100  cc.)  1- 

Globulin 
(Gm.  per 
100  cc.)* *> 

Thymol 
Turbidity 
(Units) c 

Cephalin 
Flocculation 
(48  Hours)1* 

Alkaline 
Phosphatase 
(Bodansky 
Units)  * 

Cholesterol 
(Mg.  per 
100  cc.)/ 

Cholesterol 
Esters 
(Mg.  per 
100  cc.)/ 

Icterus 

Index 

(Units)® 

R.  H. 

90 

6.62 

4.10 

2 52 

3.12 

Negative 

3.75 

100 

85 

8 

L.  L. 

100 

6 . 55 

3 87 

2.68 

4.0 

Negative 

4.3 

200 

125 

7 

P.  M. 

100 

6.10 

4.10 

2 00 

19.5 

3 + 

3.1 

210 

120 

10 

W.  M. 

100 

7.10 

4 15 

2.95 

3.45 

1 + 

3.9 

145 

90 

4.6 

A.  M. 

100 

6.70 

3.65 

3.05 

4.45 

Negative 

2.94 

210 

120 

6.1 

H.  V. 

100 

7.60 

4 70 

2.90 

3.54 

4 + 

3.74 

100 

85 

7 

P.  Y. 

90 

7.90 

3 00 

4.00 

2.2 

1 + 

3.1 

180 

100 

6 

G.  H. 

88 

7.10 

3.80 

3.30 

1 + 

A.  W. 

98.1 

7.40 

4.65 

2.75 

F.  I) 

100 

6 65 

4.49 

2.16 

3.i2 

Negative 

3.7 

200 

130 

C.  F. 

89.8 

6.50 

3.95 

2.60 

1 + 

2 35 

150 

90 

E.  W. 

95 

6.30 

3.45 

2.85 

1 + 

W.  D. 

89 

9.10 

3.95 

5.00* 

li.2 

4 + 

130 

80 

° Link-Shapiro  method,  Maltine  Co.,  New  York  City.  These  results  were  published  previously  in  another  communication. 

4 Greenberg  method — Normal  values  (Gm.  per  100  cc.) : total  protein  7.1,  albumin  4.1,  globulin  2 7. 28  These  results 

were  published  previously  in  another  communication. 

c Method  of  Allyn,  Ley,  Lewis,  and  Davidson — Normal  values  (units) : 4 or  below.18 
d Method  Hanger — Abnormal  values  (48  hours) : 3 and  4 plus  .,0 
* Kolmer  and  Boerner — Normal  values  (Bodansky  units) : 1.5  to  4.0. 18 
/ Modification  of  Bloor’s  method — Normal  values  (mg.  per  100  cc.):  140  to  200. 11 


Since  the  tolerance  tests  were  performed  at 
times  when  there  was  no  clinical  evidence  of  an 
acute  infection  such  as  enteritis  or  a vitamin  de- 
ficiency, these  can  be  excluded  as  the  basis  for 
our  results.  Extensive  amyloid  infiltration  in  the 
small  intestine  also  could  not  be  established  as  a 
factor. 

Barium  studies  were  done  in  some  patients 
only  when  they  were  indicated  for  the  investiga- 
tion of  gastrointestinal  complaints,  and  most 
often  there  were  some  indications  of  impaired 
motor  function  and  lack  of  segmentation  in  the 
small  bowel.23  In  fact,  the  propulsive  power  of 
the  bowel  was  so  poor  in  many  instances  that  one 
had  to  be  extremely  cautious  in  doing  such  studies 
for  fear  that  the  swallowed  barium  would  not  be 
excreted  normally. 

The  coexistence  of  a poor  glucose  absorptive 
mechanism  and  impaired  motor  function  of  the 
intestinal  tract  in  this  type  of  patient  seems  more 
than  coincidental.  Indeed,  we  feel  it  reasonable 
to  assume,  now  that  other  pertinent  factors  have 
been  excluded,  that  the  low  oral  glucose  curves 
are  directly  related  to  the  latter  disturbance. 
At  present,  however,  an  explanation  of  the  im- 
paired motor  function  of  the  intestine  in  these 
men  does  not  appear  capable  of  formulation. 
Hodges,  Rundles,  and  Hanelin  have  advanced 
our  knowledge  of  small  intestinal  changes  under 
conditions  of  varied  neurologic  diseases,  but  their 
results,  unfortunately,  do  not  permit  a resolution 
of  the  issues  relevant  to  the  present  discussion.24 
It  remains  to  future  investigators  to  determine 
the  exact  nature  of  the  autonomic  imbalance 
that  underlies  such  motility  and  absorptive 
changes. 


o Kolmer  and  Boerner — Normal  values  (units) : 4to8.28 

* This  patient  also  had  pulmonary  tuberculosis. 


that  adrenal  cortical  hypofunction  was  respon- 
sible for  such  results;  however,  the  presence  of 
normal  intravenous  curves  and  a normal  urinary 
excretion  of  ketosteroids  in  these  same  patients 
refuted  this  view.  That  such  meager  responses 
might  have  been  the  result  of  insulin  hypersensi- 
tivity was  also  unlikely  in  view  of  the  unaltered 
responses  following  intravenous  glucose.  It  was 
apparent,  then,  that  faulty  absorption  of  the  in- 
gested material  must  have  been  the  etiologic 
factor. 

Normally,  monosaccharides  are  practically  en- 
tirely absorbed  from  the  small  intestine,  and  sup- 
posedly by  two  mechanisms:  specific  absorption 
through  phosphorylation  and  nonspecific  absorp- 
tion by  diffusion.18-19  Glucose  is  probably  ab- 
sorbed by  both  processes.  These  processes,  alone 
or  together,  are  altered  by  the  food  mixture  in  the 
bowel  as  well  as  by  local  motility  changes.20 
Other  influential  factors  are  prolonged  starva- 
tion, vitamin  deficiencies,  local  and  generalized 
infections,  and  endocrine  disturbances.21-22 


TABLE  III. — Congo  Red  Tests* 


Patient 

Amount 

In- 

jected 

(Cc.) 

Amount 

Absorbed 

(Per 

Cent) 

Result 

Palpa- 

ble 

Liver 

Palpa- 

ble 

Spleen 

W.  M. 

14 

42 

Negative 

No 

No 

P.  M. 

10 

33 

Negative 

Yes 

No 

R.  H. 

15 

44 

Negative 

No 

No 

F.  D. 

11 

60 

Equivocal 

Yes 

No 

A.  M. 

13 

40 

Negative 

No 

No 

L.  L. 

9 

36 

Negative 

No 

No 

* Abnormal  values  60  to  100  per  cent.  In  our  opinion 
only  values  approaching  100  per  cent  are  indicative  of 

amyloidosis. t# 
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In  view  of  the  observations  of  Guttmann, 
Tardieu,  and  one  of  us  (A.C.)  on  the  widespread 
autonomic  changes  incident  to  gradual  distention 
of  the  urinary  bladder  in  paraplegic  patients,  it 
is  quite  possible  that  in  future  hyperactivity  of 
the  sympathetic  nervous  system  will  be  found  to 
be  the  force  subtending  the  intestinal  changes  in 
this  type  of  patient.26,26  In  fact,  Wade  and  Royle 
have  reported  an  improvement  in  the  bowel 
function  of  patients  upon  whom  they  performed 
lumbar  rami  sections  for  spastic  paraplegia.27 
There  is  no  doubt,  however,  that  poor  abdominal 
muscle  tone  is  an  established  factor. 

Summary  and  Conclusions 

It  is  mentioned  that  in  the  past  little  attention 
has  been  directed  to  metabolic  studies  in  patients 
with  spinal  cord  injuries.  The  results  of  oral  and 
intravenous  glucose  tolerance,  liver  function,  and 
Congo  red  tests  are  reported.  The  significant 
abnormalities  noted  were  impaired  liver  function, 
a high  type  of  glucose  tolerance  curve  in  three  pa- 
tients, and  a flat  type  of  oral  tolerance  curve  in 
the  remaining  men.  The  current  opinions  re- 
garding the  normal  gastrointestinal  absorption  of 
glucose  are  outlined.  Faulty  motility  of  the 
upper  gastro-intestinal  tract  is  suggested  as  the 
basic  factor  underlying  the  inadequate  absorp- 
tion of  glucose  in  these  patients. 

It  is  concluded  that  inefficient  absorption  of 
foodstuffs  such  as  dextrose  may  have  a direct  re- 
lation to  the  severe  nutritional  problems  in  pa- 
tients with  traumatic  spinal  cord  dysfunction.  In 
addition,  the  finding  of  impaired  liver  function  in 
some  of  these  men  and  possibly  a latent  diabetes 
mellitus  in  one  instance  emphasizes  the  necessity 

The  authors  wish  to  express  their  appreciation  to  Lieuten- 
ant (jg)  Murdock  Bowman  for  his  assistance  with  the  Congo 
red  determinations  and  also  to  the  professional  and  technical 
staff  of  the  Department  of  Pathology,  U.S.  Naval  Hospital, 
St.  Albans,  New  York,  for  their  willing  help. 


of  evaluating  this  type  of  patient  from  stand- 
points other  than  just  that  of  decubitus  ulcers, 
urologic  complications,  and  varied  neurologic 
problems. 

806  Carroll  Street 
Brooklyn,  New  York 
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ARMY  DEVELOPS  PERFECT  SUBSTITUTE  FOR  MORPHINE 


Perfection  of  a new  synthetic  narcotic  to  replace 
morphine  has  been  announced  by  Dr.  Henry  K. 
Beecher,  civilian  consultant  to  the  Army  Surgeon 
General.  Dr.  Beecher  is  professor  of  research  in  an- 
esthesia at  the  Medical  School  of  Harvard  Univer- 
sity and  chief  of  the  Department  of  Anesthesia  at 
Massachusetts  General  Hospital. 

Just  arrived  from  Korea  where  the  new  drug, 
methadone,  was  tested  at  the  farthest  forward  evacu- 


ation hospital  near  Hamhung  on  hundreds  of  Ameri- 
can and  allied  wounded,  Dr.  Beecher  declared  that 
the  field  tests  verified  the  findings  that  have  been 
made  in  thousands  of  postoperative  cases  during 
the  last  three  years  at  Massachusetts  General 
Hospital. 

The  new  discovery  makes  the  United  States  quite 
independent  of  foreign  opium  markets  of  Asia  and 
the  Near  East. 


FURTHER  STUDIES  ON  THE  TREATMENT  OF  THE  COMMON  COLD 
WITH  ANTIHISTAMINIC  DRUGS 

Charles  R.  Shaw,  M.D.,  and  Henry  B.  Wightman,  M.D.,  Ithaca,  New  York 
( From  the  Department  of  Clinical  and  Preventive  Medicine,  Cornell  University ) 


A PREVIOUS  article  described  a study  on  the 
treatment  of  the  common  cold  with  an 
antihistaminic  drug  in  443  college  students.1 
The  drug  used  in  this  study  was  2-phenyl  benzyl 
amino-methylimidazoline  hydrochloride  (known 
as  A),  and  the  dose  was  50  mg.  Approximately 
half  of  the  subjects  received  the  drug  for  three 
days,  and  the  other  half  received  a placebo.  It 
was  concluded  that  the  antihistaminic  drug  was 
of  no  benefit  in  treating  the  colds. 

The  present  report  is  a summary  of  further 
studies.  Another  antihistamine,  2-dimethylam- 
inoethyl-3-thenylaminopyridine  hydrochloride 
(known  as  B),  was  used  for  three  months.  This 
was  known  by  animal  assay  to  be  a stronger 
antihistamine  than  A,  but  the  dosage  used  was 
15  mg.  which,  on  the  basis  of  animal  assay,  makes 
the  doses  about  equal  in  terms  of  antihistaminic 
activity.  A third  drug,  1-phenyl-l-alphapyri- 
dyl-3-dimethylamino-propane  (known  as  C),  was 
used  for  two  months,  April  and  May.  This  is  one 
of  the  most  popular  “over-the-counter”  antihis- 
tamines sold  for  the  treatment  of  colds.  A con- 
trol or  placebo  of  equal  taste  and  appearance  was 
used  in  A and  B.  With  C,  acetyl-salicylic  acid 
was  combined  in  the  tablet  with  the  antihistamine 
and  acetyl-salicylic  acid  alone  was  used  as  a con- 
trol. 


TABLE  I.— Number  of  Cases  Studied 


^-Number  of  Patients-- 
Drug  Time  of  Year  Placebo  Drug 


A 

October  to  December 

215 

228 

B 

January  to  March 

150 

161 

C 

April  to  May 

79 

78 

444 

467 

At  the  end  of  three  days  medication,  each  stu- 
dent was  asked,  “Do  you  think  your  cold  is  im- 
proved?” The  following  answers  were  received 
for  the  full  series  (Table  II).  The  figures  are 
turned  into  percentages  for  comparisons. 


TABLE  II. — Percentage  of  Improvement  with  Three 
Antihistaminic  Drugs 


. — Improvement  (Per  Cent) — . 

Drug 

Placebo 

Drug 

A 

50 

53 

B 

52 

54 

C 

45 

55 

This  study  was  made  under  a grant  from  Winthrop- 
Stearns  Company,  New  York  City. 


Those  patients  with  a history  of  known  allergy 
had  a higher  percentage  of  improvement. 

TABLE  III. — Percentage  of  Improvement  in  Patients 
with  a History  of  Allergy 


. — Improvement  (Per  Cent) 
Drug  Placebo  Drug 


A 

56 

61 

B 

50 

62 

C 

38 

65 

Each  patient  was  questioned  and  examined  for 
running  or  congested  nose,  sore  throat,  cough,  or 
malaise.  Only  two  of  the  complaints  will  be 
listed  below  (Tables  IV  and  V).  The  results  are 
at  the  end  of  two  days  medication  and  list  im- 
provement, cure,  or  aggravation  of  symptoms. 

TABLE  IV. — Percentage  of  Improvement  in  Patients 
with  Running  or  Congested  Nose 


. Percentage  After  2 Days  Medication . 

Drug  Improvement  Cure . ^Aggravation-- 

Used  Placebo  Drug  Placebo  Drug  Placebo  Drug 


A 

40 

40 

11 

7.5 

18 

24 

B 

32 

42 

13 

17 

20 

18 

C 

32 

31 

19 

12 

23 

20 

TABLE  V. — Percentage  of  Improvement  in  Patients 
with  Cough 


Percentage  After  2 Days  Medication . 

Drug  Improvement  . Cure . ^Aggravation— - 

Used  Placebo  Drug  Placebo  Drug  Placebo  Drug 


A 

30 

38 

10 

22 

22 

12 

B 

25 

23 

11 

19 

28 

14 

C 

26 

31 

20 

16 

30 

8 

Evidences  of  toxicity,  such  as  drowsiness,  in- 
ability to  think  clearly,  and  gastrointestinal 
symptoms,  appeared  in  the  following  as  compared 
with  the  placebo. 


TABLE  VI. — Percentage  of  Improvement  in  Patients 
Having  Toxic  Symptoms 


. — Percentage  Having  Toxic — - 

Drug 

Used 

Symptoms 

Placebo 

Drug 

A 

14 

18 

B 

11 

14 

C 

10 

24 

Comment 

Ever  since  Brewster  first  suggested  the  use  of 
antihistaminic  drugs  in  the  treatment  of  the  com- 
mon cold,  great  lay  and  medical  interest  has  been 
shown  in  this  treatment.2  Other  studies  were 
made  which  confirmed  Brewster’s  conclusions.3-6 
However,  in  May  and  June,  1950,  a number  of 
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papers  appeared  which  questioned  the  former 
findings.7-9  These  were  carefully  controlled  and 
failed  to  show  any  consistent  trend  of  improve- 
ment under  this  form  of  treatment. 

It  is  again  mentioned,  as  in  our  first  paper,  that 
the  common  cold  is  a variable  entity  and  that  ap- 
praisal of  symptoms  is  a variable,  whether  sub- 
jective or  objective.  A greater  percentage  of 
people  with  known  allergy  seem  to  receive  benefit. 
For  the  others,  the  conclusions  are  the  same  as  in 
the  former  paper,  that  “the  beneficial  effects  of 
the  use  of  antihistaminie  drugs  in  the  common  cold 
appear  questionable.” 

Summary 

1.  This  report  is  a study  on  the  effect  of  an 
antihistaminie  drug  on  the  common  cold.  In  all, 
911  cases  were  studied,  approximately  half  re- 
ceiving a placebo.  Four  hundred  and  forty- 
three  of  the  cases  were  previously  reported,  but 
are  included  as  Drug  A.  Three  hundred  and 


eleven  cases  were  studied  with  Drug  B,  a stronger 
antihistamine,  and  157  cases  were  studied  using 
Drug  C,  a popular  “over-the-counter”  variety. 

2.  No  definite  trend  in  improvement  is  evi- 
dent in  the  treated  cases  as  compared  with  those 
treated  by  an  inert  placebo  or  with  aspirin. 

3.  The  beneficial  effects  of  treating  the  com- 
mon cold  with  an  antihistaminie  drug  appear 
questionable. 
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CORTISONE  IN  RHEUMATOID  ARTHRITIS 

Two  Los  Angeles  physicians  report  that  cortisone 
given  by  mouth  is  just  as  effective  as  intramuscular 
injections  of  the  drug  in  the  treatment  of  rheuma- 
toid arthritis  and,  in  addition,  has  distinct  advant- 
ages. 

Writing  in  the  January  6 Journal  of  the  A merican 
Medical  Association,  Drs.  Edward  W.  Boland  and 
Nathan  E.  Headley  describe  their  observations  of  23 
patients  who  were  given  oral  preparations  of  corti- 
sone. For  control  purposes,  14  were  selected  be- 
cause they  had  previously  received  intramuscular  in- 
jections of  the  drug.  In  22  of  the  23  patients,  they 
found  oral  preparations  were  highly  effective  in  sup- 
pressing the  activity  of  the  disease  or  maintain- 
ing control  of  the  rheumatic  manifestations,  or 
both. 

The  pattern  of  improvement  with  initial  large  sup- 
pressive doses  of  cortisone  given  by  mouth  was  simi- 
lar to  that  observed  in  patients  who  have  received 
equivalent  amounts  of  the  hormone  by  intramuscu- 
lar injection,  they  reported.  It  was  suggested,  how- 


ever, that  doses  of  one  fifth  to  one  third  more  may 
be  necessary  if  the  drug  is  given  orally. 

While  beneficial  effects  were  produced  more  rap- 
idly with  oral  use  of  the  drug,  these  benefits  also  dis-  I 
appeared  more  quickly.  These  observations  were  ; 
further  supported  by  the  fact  that  results  were  defi- 
nitely best  when  the  drug  was  taken  in  divided  doses 
throughout  the  day  instead  of  in  one  large  dose,  i 
Effects  of  the  drug  were  noted  in  from  five  to  forty- 
eight  hours  when  given  orally.  This  is  in  contrast  • 
to  the  forty-eight  to  seventy-two  hours  usually  re-  i 
quired  with  intramuscular  injections. 

The  main  arguments  for  oral  use  are:  Discomfort 
from  repeated  intramuscular  injections  is  elimi- 
nated, the  patient  is  made  independent  of  others  for 
his  medicine,  the  stimulation  of  mental  activity  and 
appetite  is  less  pronounced,  and  it  is  less  expensive. 
Adverse  reactions  were  found  to  be  substantially  re- 
duced by  using  smaller  doses  for  prolonged  control  or 
by  the  employment  of  interrupted  schedules  of 
treatment  rather  than  large  continuous  doses. 


ANTISTREPTOLYSIN  TITER  AS  AN  AID  IN  THE  DIAGNOSIS  OF 
RHEUMATIC  FEVER 


ij  B.  B.  Breese,  M.D.,  and  Hope  Gray,  B.A.,  Rochester,  New  York 

| (From  the  Department  of  Pediatrics,  University  of  Rochester  School  of  Medicine  and  Dentistry,  and  the 
| Rheumatic.  Fever  Laboratory*) 


Antistreptolysin  “0”  is  an  antibody 

produced  in  the  sera  of  individuals  in  re- 
sponse to  streptococcal  infection.  As  described 
by  Todd,  it  neutralizes  the  “0”  or  oxygen  labile 
hemolysin  of  beta  hemolytic  streptococci.1  In 
the  past  three  years  we  have  had  a rather  wide 
experience  with  this  test  as  a diagnostic  aid  in 
rheumatic  fever.  In  our  opinion  the  test  as  used 
in  the  Rochester  hospitals  and  in  the  Rochester 
Rheumatic  Fever  Diagnostic  Clinic  has  had  suffi- 
cient value  to  recommend  it  for  routine  use  in 
any  state  rheumatic  fever  program.  The  reasons 
for  this  opinion  form  the  basis  of  this  paper. 

Todd  and  Coburn  and  Pauli  in  1932  showed 
that  antistreptolysin  O values  were  high  in 
rheumatic  fever.2’3  This  was  used  as  evidence 
that  rheumatic  fever  was  precipitated  in  some 
manner  by  beta  hemolytic  streptococcal  infec- 
tions, a point  of  view  still  held  by  most  workers  in 
the  field.  Values  obtained  by  a representative 
group  of  workers  arc  given  in  Table  I.  It  will 
be  noted  that  the  majority  of  observers  have 
found  high  titers  in  active  rheumatic  fever. 
Patients  with  inactive  rheumatic  fever  may  or 
may  not  have  high  titers ; rheumatoid  and  other 
nonstreptococcal  forms  of  arthritis  generally 
give  normal  values.4 


Material 

Normal. — One  hundred  sixty  patients  in  the 
i “normal”  group  in  our  study  are  children  sent  to 
j the  Rheumatic  Fever  Diagnostic  Clinic  for  study 
since  it  was  suspected  by  the  school  nurse,  school 
physician,  or  private  physician  that  the  patient 
might  have  rheumatic  fever.  The  most  common 
reasons  for  referral  were  one  or  more  of  the  follow- 
ing signs  and  symptoms:  fatigue,  pallor,  joint 
pains,  nose  bleeds,  abdominal  pain,  weight  loss, 
low-grade  fever,  and  heart  murmurs.  After 
complete  study  these  patients  were  considered 
not  to  have  rheumatic  fever,  often  after  a follow- 
up period  of  as  long  as  one  year.  Some  of  these 
patients  may  turn  out  eventually  to  have  rheu- 
matic fever,  but  there  was  insufficient  evidence  to 
make  a diagnosis  of  rheumatic  fever  when  seen. 

Possible,  Probable,  and  Definite  Rheumatic 
Fever,  Inactive. — In  this  group  of  45  were  patients 
on  whom  a diagnosis  of  rheumatic  fever  had  been 


* The  Rheumatic  Fever  Laboratory  is  supported  by  a 
grant  from  the  Junior  League  of  Rochester,  Inc. 


made  in  the  past.  In  some,  the  basis  of  such  a 
diagnosis  from  the  history  obtained  was  in  our 
opinion  inadequate,  and  these  were  termed 
“possible”  past  rheumatic  fever.  Those  in 
whom  there  seemed  good  reason  to  make  a diag- 
nosis were  termed  “probable  past  rheumatic 
fever.”  Those  with  definite  rheumatic  heart 
disease  were  termed  “definite  rheumatic  fever.” 
All  were  inactive. 

Active  Rheumatic  Fever. — These  56  patients 
were  from  the  Rheumatic  Clinic  and  hospitals 
throughout  the  city.  In  none  of  them,  with 
one  possible  exception,  was  there  any  doubt  that 
active  rheumatic  fever  existed.  Almost  all  had 
fever,  polyarthritis,  and  evidence  of  carditis. 

Fifteen  of  the  cases  had  recurrent  attacks,  41 
primary  attacks.  In  those  cases  where  it  was 
possible  to  determine  the  time  of  onset  of  the 
attack  fairly  accurately  (52  of  the  56  cases),  69 
per  cent  had  blood  samples  obtained  within  the 
first  month  of  the  attack  and  95  per  cent  within 
two  months  of  this  time. 

Streptococcal  Infections. — The  39  streptococcal 
cases  were  obtained  from  the  private  pediatric 
practice  of  one  of  the  authors.  All  were  clinically 
ill,  and  all  had  bacteriologic  proof  of  beta  hemo- 
lytic streptococcal  infection.  Only  those  cases  not 
treated  with  penicillin  are  included.  The  ma- 
jority were  sulfonamide  treated.  In  general, 
these  cases  were  uncomplicated  and  not  severe. 
Only  those  cases  in  which  an  initial  blood  sample 
was  obtained  within  the  first  week  of  illness  and 
who  were  followed  for  at  least  three  weeks  were 
included.  Each  had  at  least  two  blood  samples 
taken. 

Determination  Antistreptolysin  Content  of 
Sera 

We  have  used  Dr.  Benedict  Hassell's  revision 
of  the  method  of  Todd,  and  the  method  of  Hodge 
and  Swift  for  producing  and  standardizing 
streptolysin.1,5 

Our  method  for  titration  of  ASO  content  of 
serum  is  that  of  Rantz  and  Randall.6  Twelve 
dilutions  of  serum  are  prepared,  from  1:12  to 
1 : 2,500,  in  1 ml.  volume  using  a phosphate  buffer, 
pH  6.5.  Five-tenths  milliliter  of  standardized 
antigen  containing  one  combining  unit  of  strepto- 
lysin is  added  to  each  tube,  and  the  antigen- 
antibody  reaction  is  permitted  to  take  place  in 
the  37  C.  water  bath  for  fifteen  minutes.  At  the 
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TABLE  I. — Summary  of  Representative  Studies  on  Antistreptolysin  Titer  in  Normals, 
Streptococcal  Infections,  and  Rheumatic  Fever 


. — Active  Rheumatic — - 

^Quiescent  Rheumatic- 

Author 

Date 

Num- 
ber of 
Cases 

Titer* 

Num- 
ber of 
Cases 

Titer 

Num- 
ber of 
Cases 

Titer 

Num- 
ber of 
Cases 

Titer 

Todd8 

1932 

11 

Median  50 
Maximum  nor- 
mal 100 

8 

Above  normal 

23 

Titers  high 

25 

Titers  normal 

Coburn  and  Pauli* 

1932 

11 

Median  50 

40 

All  high 

32 

26  Normal 

Wilson,  Wheeler, 
and  Leask8 

1934 

48 

Mean  200 
Mode  166 

10 

Mean  500 
Mode  500 

41 

Mean  250 
Mode  200 

92 

Mean  200 
Mode  200 

Myers  and  Keefer9 

1934 

20 

Mean  213f 

71 

Mean  752  (Scar- 
let)** 

Mean  356 
(U.R.I.)t 

33 

Mean  512 

Coburn  and  Pauli10 

1935 

176 

Median  83 

10 

25 

Median  333 
(Scarlet) 
Median  183 
(U.R.I.) 

138 

Median  500 

23 

Median  105 

Bunim  and  Mc- 
Ewen4 

1940 

39 

Median  25 
Maximum  100 

21 

48%  above  100 

171 

78%  above  100 

139 

23%  above  100 

Mote  and 
Jones7*11*12 

1941 

1,336 

24%  over  200 
1 1 % over  300 

206 

124 

86%  over  200 
(U.R.I.) 

70%  over  300 
(U.R.I.) 

87  % over  200 
(Scarlet) 

73%  over  300 
(Scarlet) 

85 

84%  over  200 
61%  over  300 

Green1* 

1941 

107 

Sera 

2.8%  250  or 

over 
Mean  79 

148 

Sera 

50%  250  or  over 
Mean  263 

693 

Sera 

70%  250  or  over 
Mean  444 

398 

Sera 

35%  250  or  over 
Mean  210 

Taran,  Jablon, 

and  Weyer14 

1946 

49 

95%  250  or 

above  (rheu- 
matics) 

130 

Approximately 
80%  over 

200 1 

230 

Approximately 
80%  over 

2001 

Westergren  and 
Stavenow16 

1947 

Upper  limit  200 

73 

82%  above  200 

16 

82%  above  200 

Harris16 

1948 

145 

3%  256  or  above 

149 

Mean  148 

100 

83%  256  or 

above 

81 

20%  256  or 

above 

* Key  to  titer: 

Median — Center  value  of  a series  of  observations  when  they  are  arranged  from  highest  to  lowest. 
..  Sum  of  Values 

Mean — Arithmetic  mean  = r, r 

Number  of  Observations 

Mode — Observation  which  occurs  most  frequently, 
t Used  sheep  erythrocytes  which  are  more  resistant  to  hemolysis. 

**  Scarlet  fever. 

t Upper  respiratory  streptococcal  infections. 

§ Estimated  on  basis  of  mean  value. 


end  of  this  time  rabbit  cells  are  added  to  all  tubes 
to  indicate  which  dilutions  contain  unneutralized 
streptolysin.  After  forty-five  minutes  in  the 
water  bath,  tubes  are  read  for  complete  inhibition 
of  hemolysis.  The  titer  is  expressed  as  ASO 
units,  or  the  reciprocal  of  the  highest  serum  dilu- 
tion in  which  there  is  no  trace  of  hemolysis.  A 
serum  of  known  titer  is  always  included  as  a con- 
trol. There  is  an  inherent  error  in  the  method 
permitting  variation  of  one  tube  up  or  down. 

Results 

The  frequency  distribution  of  the  ASO  values 
in  each  of  the  four  categories  is  given  in  Table  II. 
In  all  categories  the  highest  values  obtained  are 
listed.  It  will  be  noted  that  95  per  cent  of  our 
cases  of  active  rheumatic  fever  had  titers  of  250 
or  above,  whereas  60  per  cent  of  the  streptococcal 
cases,  42  per  cent  of  the  inactive  rheumatics,  and 
24  per  cent  of  the  nonrheumatics  had  titers  as 
high.  In  the  rheumatic  fever  category  the  initial 
value  on  four  occasions  was  below  250  when 
first  obtained,  only  to  rise  to  above  that  value 


later.  In  one  case  the  value  initially  was  50 
and  later  rose  to  166  but  never  higher.  In  the 
two  remaining  cases  with  values  below  250,  only 
a single  determination  was  obtained.  In  one  of 
these  cases  the  blood  sample  was  drawn  nine 
months  after  onset;  in  the  other  there  was  some 
question  as  to  whether  activity  was  still  present 
at  the  time  the  sample  was  obtained.  No  dif- 
ference in  titer  was  noted  in  patients  with  recur- 
rent and  primary  attacks. 

If  those  with  past  histories  of  rheumatic  fever 
were  divided  into  possible,  probable,  and  certain 
past  rheumatic  fever,  it  was  found  that  the  per- 
centage of  titers  above  250  was  highest  in  the 
definite  past  rheumatic  fever  and  lowest  in  the 
possible  past  rheumatic  fever.  However,  the 
number  of  cases  was  inadequate  to  be  significant 
statistically. 

Comment 

The  diagnosis  of  rheumatic  fever  has  been 
aided  considerably  by  knowing  the  antistreptoly- 
sin content  of  the  patient’s  serum.  In  our  ex- 
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TABLE  II. — Value  of  Highest  Antistreptolysin  Titers  in  Normals, 
Streptococcal  Infection,  and  Rheumatic  Fever 


^Possible,  Probable,  or-. 

Definite  Rheumatic  ^ 

Known  Streptococcal— 

✓ — Definite  Active — * 

✓ N ormal 

Fever,  Inactive 

Infections 

Rheumatic  Fever 

Titers 

Number  Per  Cent 

Number  Per  Cent 

Number  Per  Cent 

Number  Per  Cent 

0-12-50 

64 

40.0 

14 

31.1 

7 

18.0 

0 

0.0 

100-125-166 

58 

36.2 

12 

26.6 

9 

23.0 

3 

5.4 

250-333-500 

24 

15.0 

16 

35.6 

11 

28.2 

13 

23.2 

625-833-1,250-2,500 

14 

8.8 

3 

6.7 

12 

30.8 

40 

71.4 

160 

100.0 

45 

100.0 

39 

100.0 

56 

100.0 

'perience,  a repeated  low  titer  of  antistreptolysin 
is  fairly  good  evidence  that  a patient  does  not 
have  active  primary  rheumatic  fever.  On  the 
(Other  hand,  a high  titer  does  not  mean  rheumatic 
'fever  is  present  but  merely  that  the  patient  has 
!had  a beta  hemolytic  streoptococcal  infection 
sometime  in  the  past. 

The  majority  of  investigators  agree  that  the 
I titers  found  in  rheumatic  fever  are  higher  than 
those  found  in  “normal”  individuals  and  as  high 
] or  higher  than  those  found  following  streptococcal 
infection  (Table  I).  However,  most  writers  on 
this  subject  agree  that  about  20  per  cent  of  pa- 
tients with  acute  rheumatic  fever  fail  to  show 
abnormally  high  titers  of  ASO.  Mote  and  Jones 
showed  that  in  62  attacks  of  primary  rheumatic 
fever  with  a history  of  preceding  respiratory  ill- 
ness 90  per  cent  showed  abnormally  high  titers.7 
| On  the  other  hand  in  39  apparently  spontaneous 
recurrences  in  patients  previously  inactive,  only 
• 51  per  cent  showed  titers  above  200.  However, 
if  only  severe  attacks  were  considered  the  per- 
centages changed  to  95  per  cent  and  81  per  cent, 
respectively. 

We  attribute  the  large  percentage  of  high 
titers  in  our  rheumatic  fever  series  largely  to  the 
i following  facts: 

1 . All  cases  were  moderately  severe . 

2.  Almost  all  cases  had  repeated  blood 
samples. 

!3.  Almost  all  cases  had  initial  blood  samples 
taken  within  two  months  of  onset. 

Severe  cases,  as  pointed  out  above,  are  more 
likely  to  have  high  titers  than  mild  cases.  ASO 
titers  usually  reach  their  peak  within  a month  of 
streptococcal  infection,  and  they  frequently  re- 
i main  elevated  for  months.  However,  excep- 
tions occur.  Peak  titers  may  not  be  reached 
until  later  than  a month,  and  high  titers  may  drop 
to  normal  within  a few  weeks. 

We  attribute  the  relatively  low  titers  of  our 
streptococcal  cases  to  the  fact  that  they  were,  in 
general,  mild  and  uncomplicated  cases. 

One  of  the  most  interesting  groups  was  the 
large  number  of  nonrheumatic  patients  suspected 
of  rheumatic  fever  sent  to  the  clinic  for  diagnosis, 
i In  the  majority  of  these  cases  a good  history  and 


physical  examination  without  resort  to  laboratory 
data  were  adequate  to  rule  out  rheumatic  fever 
as  a basis  for  their  complaints,  with  laboratory 
data  tending  to  confirm  the  clinical  opinion.  In 
this  group  the  presence  of  a high  antistreptolysin 
titer  would  make  one  pause  before  ruling  out 
rheumatic  fever,  and,  conversely,  a diagnosis  of 
acute  active  rheumatic  fever  in  the  presence  of  a 
low  titer  was  viewed  with  suspicion. 

While  the  ASO  test  frequently  is  most  helpful 
in  swinging  the  balance  toward  or  away  from  a 
diagnosis  of  rheumatic  fever,  it  may  not  be  con- 
sidered a test  for  this  disease.  Nor  does  the 
test  have  any  value  in  indicating  activity,  dura- 
tion, severity,  or  prognosis  in  rheumatic  fever. 

Summary 

The  antistreptolysin  titer  of  serum  of  patients 
suspected  of  rheumatic  fever  is  a diagnostic  aid  of 
value.  In  our  experience,  95  per  cent  of  cases  of 
definite  rheumatic  fever  had  titers  of  250  or  above 
whereas  60  per  cent  of  streptococcal  cases,  42 
per  cent  of  inactive  rheumatics,  and  24  per  cent 
of  nonrheumatics  had  titers  as  high.  The  test  is 
not  specific,  however,  and  does  not  indicate  ac- 
tivity or  prognosis. 


Drs.  William  Quinlan,  George  Anderson,  and  Howard 
Joos  were  responsible  for  investigating  and  recording  the 
data  on  the  majority  of  the  cases  studied  in  this  paper.  We 
wish  to  thank  them  for  allowing  us  the  use  of  their  records. 
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MANAGEMENT  OF  CANCER  OF  THE  PENIS 

Abert  Goldey,  M.D.,  New  York  City 
( From  the  Urologic  Department,  Metropolitan  Hospital) 


CANCER  of  the  penis  is  a fairly  prevalent 
condition.  Statistics  place  its  occurrence 
from  1 to  3 per  cent  of  all  carcinomatous  in- 
volvements of  the  genitourinary  tract.  At  the 
Metropolitan  Hospital  Urological  Division,  it 
presented  itself  three  times  in  the  last  1,000 
admissions.  These  three  cases  were  of  the  ad- 
vanced type,  two  cases  with  cauliflower  growths 
of  about  5 inches  in  diameter  with  slough  of  the 
penis;  the  third  patient  with  an  operative  pro- 
cedure performed  at  another  hospital  expired 
in  uremia  after  a week’s  observation.  At  the 
same  time,  it  is  of  interest  to  report  a case  that 
survived  ten  years  following  conservative  sur- 
gery. 

Cancer  of  the  penis  usually  appears  in  an 
individual  having  a prepuce.  It  occurs  as  a 
small  wart  or  papilloma  on  the  inner  surface 
of  the  prepuce  or  on  the  glans.  The  growth 
progresses  to  ulceration,  slough  of  the  penis,  and 
cauliflower  outgrowths  in  extreme  cases  with 
metastasis  to  palpable  inguinal  glands  and  deep 
lymphatics. 

The  lesion  at  the  start  may  often  be  contused 
with  venereal  infection.  Biopsy  of  the  lesion 
should  be  performed  early.  Venereal  infection 
can  easily  be  determined.  If  cancer  of  the  penis 
is  complicated  by  a venereal  infection,  as  some 
are,  the  venereal  infection  should  be  controlled 
by  therapy,  followed  by  surgery  for  the  cancerous 
lesion.  When  a complicated  or  suspicious  lesion 
on  the  penis  does  not  respond  to  treatment, 
biopsy  of  the  lesion  should  be  repeated  from  dif- 
ferent areas.  The  majority  of  cancers  of  the 
penis  occur  in  the  form  of  papillomata  and  involve 
primarily  the  glans  and  the  inner  layer  of  the  pre- 
puce. The  prepuce  becomes  difficult  to  retract 
or  cannot  be  retracted;  in  voiding  the  lesion  is 
bathed  in  urine,  and  smegma  is  retained  under 
the  prepuce.  Cleanliness  at  this  time  is  dif- 
ficult, and  secondary  infection  and  stale  urine 
complicate  matters.  This  secondary  infection 
and  stale  urine  have  a stimulating  effect  on  the 
cancerous  growth,  and  the  inguinal  glands  be- 
come involved,  swollen,  tender,  and  painful. 

Many  malignancies  of  the  penis  cause  infil- 
tration and  slough.  A cauliflower  growth  ap- 
pears with  the  pubis  and  scrotum  involved.  The 
urethra  is  usually  in  the  center  of  this  cauli- 
flower mass,  and  it  is  difficult  to  determine  its 
outlet,  as  it  blends  with  the  rest  of  the  growth. 
Instead  of  a straight  stream  of  urine  on  voiding, 


the  urine  spreads  over  the  cauliflower  growth 
causing  secondary  infection  and  putrefaction  of 
slough  with  an  unbearable  stench  to  the  patient 
and  his  environment.  It  is  difficult  to  overcome 
the  stench  by  deodorants,  and  excision  of  the 
cauliflower  growth  becomes  imperative  with 
transplantation  of  the  urethra.  Two  cases  of 
the  three  came  under  this  category. 

The  third  case,  a ten-year  survival,  required  a 
partial  amputation  of  the  penis,  and  this  might 
have  been  avoided  had  the  patient  heeded  the 
advice  for  a circumcision  including  the  excision 
of  the  lesion  on  the  inner  layer  of  prepuce.  The 
author  has  observed  this  case  through  its  en- 
tirety. 

Typical  of  these  cases  is  the  early  development 
of  the  lesion  and  the  neglect  by  the  patient  of 
his  condition  for  months  or  for  years.  Physicians 
must  be  educated  to  recognize  cancer  of  the  penis. 
The  patient  must  be  enlightened  of  his  condition 
and  its  termination.  It  must  not  be  confused 
with  venereal  lesions,  and  the  physician  must 
become  biopsy-conscious  to  obtain  better  results. 
The  ultimate  outlook  is  favorable  when  the  condi- 
tion is  recognized  early  and  when  it  receives 
prompt  and  proper  surgery,  each  to  its  individual 
case.  Glandular  enlargements  in  the  groin 
should  not  be  regarded  as  a contraindication  to 
surgery,  as  they  are  frequently  due  to  secondary 
infection  of  the  lesion,  and  often  there  is  no 
metastatic  involvement  of  the  glands.  Criticism 
of  a procedure  may  be  invited,  but  in  the  long  run 
surgery  should  be  simple  and  not  debilitating 
with  little  disturbance  of  the  blood  and  lymphatic 
supply.  Total  emasculation  is  unnecessary. 
Conservative  surgery,  when  indicated,  gives  a 
lower  postoperative  morbidity  and  better  func- 
tional results.  In  many  cases  the  late  results 
will  compare  favorably  with  those  of  the  more 
radical  procedures. 

Case  Reports 

Case  1. — W.  B.,  a white,  married  truck  driver,  age 
twenty-nine,  was  seen  on  March  1, 1938,  with  a com- 
plaint of  inability  to  retract  the  foreskin  and  a lesion 
inside  the  prepuce.  The  patient  was  referred  to  the 
Metropolitan  Hospital  Outpatient  Department  for 
circumcision.  At  the  Hospital  darkfield  examina- 
tion was  positive  for  Spirocheta  pallidum.  Wasser- 
mann  was  negative,  and  extramarital  exposure  was 
denied.  Antiluetic  therapy  was  instituted  with  no 
response. 

On  April  12,  1938,  lateral  slits  and  biopsy  of  lesion 
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rare  performed.  Pathologic  report  was  as  follows: 

? ross — Specimen  consists  of  soft,  irregular,  nodular, 
eddish-white  pieces  of  tissue  (one  large  piece, 
everal  small  pieces).  There  are  small  necrotic 
reas  in  the  tissue.  Microscopic — Extensive  pro- 
feration  of  squamous  epithelium  with  prickle  cells 
Lnd  pearl  formation.  Diagnosis — Squamous  cell 
jarcinoma  of  the  penis. 

On  July  6,  1938,  he  was  again  seen,  this  time  with 
he  complaint  of  dull,  throbbing  pain  in  the  penis. 

A.  red  pimple  on  the  right  side  of  the  head  of  the 
>enis  was  noted.  On  pressure  small  blisters  would 
upture  and  bleed.  He  had  had  this  condition  for 
hree  months  after  his  previous  operation  and  was 
itherwhe  negative.  He  denied  venereal  disease, 
flie  condition  became  worse  in  the  delay,  and 
:onsent  was  finally  obtained  for  partial  amputation 
)f  the  penis  on  July  8. 

Operative  procedure  was  carried  out  as  follows: 
jf  he  surgical  area  was  painted  with  picric  acid.  The 
esion  was  covered  with  gauze,  and  a rubber  tube 
ourniquet  was  placed  at  the  base  of  the  penis.  A 
ong  ventral  flap  of  skin  was  made  and  a short 
iorsum.  The  urethra  was  incised  transversely,  1 
nch  from  the  lesion  and  freed  from  the  corpora 
:avernosa.  A soft  rubber  catheter  was  inserted  in 
bhe  urethra  and  separated  for  another  1/2  inch  from 
jhe  corpora.  The  corpora  were  then  amputated 
l/2  inch  shorter  than  the  urethra.  Each  stump  of  the 
corpora  received  a mattress  suture  of  number  2 
diromic  catgut.  The  tourniquet  was  removed  from 
the  base  of  the  penis  and  bleeders  tied.  The  ventral 
Rap  was  buttonholed  and  the  urethra  brought 
through  the  opening  to  extend  for  about  */*  inch. 
The  skin  of  the  buttonhole  was  fixed  by  a silk  suture 
to  the  base  of  the  urethra  on  each  side,  and  the 
catheter  was  removed.  The  margin  of  the  flap  was 
sutured  with  silk  to  the  skin  of  the  penis.  The 
urethra  was  cut  obliquely  lengthwise,  long  above 
and  short  below,  and  still  protruding  for  about  l/t 
(inch.  The  upper  angle  of  the  urethra  and  the  lower 
angle  of  the  urethra  was  sutured  with  black  silk  to 
skin  of  buttonhole.  The  stump  was  dressed  with 
sterile  vaseline  and  vaseline  gauze.  When  patient 
wished  to  void,  the  vaseline  gauze  dressing  was  re- 
moved and  later  replaced.  A lymph  gland  was  re- 
i moved  from  the  left  inguinal  region  by  blunt  dissec- 
tion through  a small  incision.  The  skin  was  closed 
with  black  silk  and  a dry  gauze  dressing  applied. 

Pathologic  report  was  as  follows:  Gross — Speci- 
men is  the  anterior  third  of  penis.  There  is  a 
fungating  ulcerating  growth  on  the  corona  of  the 
glans.  The  growth  is  in  apposition  with  a growth  on 
the  undersurface  of  that  portion  of  the  prepuce 
covering  this  area.  There  is  no  invasion  of  the 
corpora  or  the  urethra.  Microscopic — The  tissue 
from  the  penis  shows  proliferation  of  squamous 
neoplastic  epthelium  with  prickle  cells  and  many 
pearls.  Typical  mitosis  present.  The  lymph  node 
| showed  no  neoplastic  invasion.  Diagnosis — Squa- 
mous cell  carcinoma  of  the  penis. 

The  patient  was  discharged  from  hospital  on  July 
1 19,  1938,  after  an  uneventful  recovery.  The  follow- 
up on  this  case  for  the  past  ten  years  reveals  a male 
with  a stump  of  his  penis  living  a normal  sexual  life 


and  perfectly  well  and  happy.  He  has  impregnated 
his  mate  twice  since  his  operative  procedure. 

Case  2. — J.  M.,  a Negro  laborer  born  in  the  West 
Indies,  age  forty-seven,  gave  a history  of  venereal  in- 
fection. He  was  admitted  to  the  Urologic  Ward  on 
June  4,  1948,  with  a history  of  onset  in  1945,  a small 
pimple  on  the  penis.  There  was  gradual  enlarge- 
ment with  loss  of  penis  and  ulceration  at  this  time. 
He  had  been  treated  for  lues  and  lymphogranuloma 
inguinale  during  the  last  four  years  with  no  respoase 
in  the  lesion.  As  a matter  of  fact,  the  lesion  became 
larger.  A biopsy  was  taken  and  diagnosed  as  prickle 
cell  carcinoma,  the  same  report  being  obtained  on 
several  repeat  biopsies.  At  this  time  he  had  a fun- 
gating mass  which  had  entirely  destroyed  the  shaft 
of  the  penis  and  involved  the  scrotum.  No  ab- 
dominal glands  were  palpable,  and  other  examina- 
tions were  negative. 

The  operative  procedure,  carried  out  on  June  9, 
1948,  was  as  follows:  Surgical  area  was  painted  with 
tincture  of  merthiolate.  The  growth  was  clamped 
around  the  margin  to  a towel  to  keep  from  con- 
taminating the  incision  into  normal  tissue.  The 
scrotum  was  incised  in  the  midline  in  the  median 
raphe  and  the  incision  extended  in  the  midline  to  the 
middle  of  the  perineum,  to  and  through  the  fascia 
covering  the  urethra.  The  urethra  was  separated 
from  the  corpora  cavernosa  as  high  up  as  possible 
and  cut  transversely  about  1 inch  from  the  growth. 
A soft  rubber  catheter  was  inserted  in  the  urethra, 
and  obstruction  was  met  at  the  bulbomembranous 
junction.  At  this  time  it  was  necessary  to  perform 
an  internal  urethrotomy  and  dilatation  of  the 
urethra  to  32  F.  A 28  F Foley  catheter  was  placed 
in  the  urethra.  The  urethra  was  further  separated 
downward  in  the  perineum  and  the  end  brought  out 
in  the  lower  angle  of  incision  in  perineum  extending 
for  about  */*  inch  and  fixed  to  skin  with  a black  silk 
suture.  The  incision  above  the  fixed  urethra  and 
lower  portion  of  the  scrotum  was  closed  with  black 
silk  interrupted  sutures.  The  growth  was  then  ex- 
cised including  */*  inch  of  normal  skin.  Bleeders 
were  ligated  as  they  were  encountered.  The  corpora 
cavernosa  were  clamped  near  the  rami  and  ligated 
with  chromic  gut  mattress  sutures.  The  excision  of 
the  entire  growth  was  completed  in  this  way.  In 
this  case  the  left  spermatic  cord  and  its  testicle  were 
included.  A vasectomy  was  performed  on  the  right 
side.  By  bringing  up  the  remaining  portion  of  the 
scrotum  to  the  upper  margin  of  the  wound,  the  skin 
was  closed  with  black  silk  interrupted  sutures.  The 
specimen  was  sent  to  the  laboratory.  Dry  gauze 
dressings  were  applied  to  surgical  area. 

Pathologic  report  was  as  follows:  Specimen  con- 
sists of  a testicle,  3.5  cm.  in  diameter,  with  epididymis 
fixed  in  formalin.  Section  revealed  a diminution  in 
amount  of  normal  parenchyma  with  a tan  color  uni- 
formly throughout  the  testicular  tissue.  Micro- 
scopic section  of  scrotum  revealed  neoplastic  pro- 
liferation of  squamous  cell  type  with  prickle  cell  and 
pearl  formation.  There  were  many  areas  of  small 
abscesses  and  many  foreign  body  giant  cells. 
Diagnosis — Cancer  of  the  penis. 

The  patient  made  an  uneventful  recovery  im- 
mediately after  the  operation.  He  is  at  present  well 
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and  happy  with  the  outcome  and  is  continuing  his 
treatment  for  the  stricture. 

Case  3. — T.  S.,  a white  mechanic  of  forty-seven 
years,  seen  on  November  24,  1948,  had  had  a spread- 
ing ulcerating  lesion  that  involved  the  penis  for 
seven  months.  He  had  a history  of  psoriasis  for  ten 
years  and  denied  venereal  disease.  Examination 
revealed  that  the  entire  penis  had  sloughed  away, 
and  a foul-smelling  ulcerative  mass  remained  on  the 
scrotum.  The  left  inguinal  area  contained  enlarged 
nodes,  and  there  was  a purulent  discharge  from  a 
wide  open  sinus. 

Biopsy  was  performed  and  was  reported  as  fol- 
lows: Specimen  of  tissue  from  lesion  and  scrotum 
fixed  in  Boulin’s  fluid.  Microscopically  it  showed 
neoplastic  proliferation  of  the  squamous  cell  type 
originating  in  the  scrotum. 

The  operative  procedure  was  the  same  as  that 
used  in  Case  2 except  that  no  stricture  was  en- 
countered, and  spermatic  cords  and  testicles  were 
left  intact.  Bilateral  vasectomy  was  performed. 
In  an  attempt  to  remove  the  left  inguinal  gland  it 
was  found  to  be  a metastatic,  degenerated  tumor 
mass  with  abscess  formation  adherent  to  the  femoral 
blood  vessels.  It  was  removed  as  thoroughly  as 
possible,  and  the  area  was  packed. 

Pathologic  report  was  as  follows:  Gross — Speci- 
men consists  of  an  unrecognizable  piece  of  tissue 
containing  skin  and  subcutaneous  tissue.  The 
undersurface  is  green,  necrotic,  and  has  a foul  odor. 
Microscopic — Neoplastic  proliferation  of  squamous 
type  cells  surrounded  by  necrot  ic  and  infected  tissue. 
Diagnosis — Squamous  cell  carcinoma  of  the  penis. 


This  patient’s  condition  was  the  most  advanced 
involvement  of  the  three.  He  had  glandular  metas- 
tases,  both  superficial  and  deep.  It  was  impossible 
to  excise  all  malignancy,  but  recovery  from  the  pro- 
cedure was  uneventful;  the  foul  odor  was  overcome, 
and  voiding  was  accomplished  without  wetting  him- 
self. He  was  more  comfortable  and  had  a happier 
outlook  and  could  get  up  and  about.  His  comfort 
and  ability  to  take  care  of  himself  were  greatly  en- 
hanced. He  was  referred  to  the  Cancer  Hospital 
for  x-ray  therapy.  A later  follow-up  at  the  latter 
revealed  that  this  patient  expired  six  months  later 
from  hemorrhage  of  the  femoral  blood  vessels  caused  | 
by  the  invasion  of  the  glandular  metastasis  to  the 
blood  vessels. 

Comment 

The  importance  of  recognizing  cancer  of  the  ' 
penis  and  not  confusing  it  with  venereal  lesions  j s 
which  may  accompany  or  precede  it  is  essential.  1 { 
Biopsy  consciousness  will  lead  to  better  results  ! 
through  early  diagnosis  and,  therefore,  early, 
less  radical,  and  functionally  better  surgery. 

This  paper  makes  no  attempt  to  alter  the 
trend  towards  more  radical  surgery.  However, 
it  has  attempted  to  point  out  the  fact  that  con- 
servative surgery  still  is  indicated  in  certain 
cases,  gives  better  anatomic  and  functional  re- 
sults, and  causes  less  postoperative  morbidity. 
The  late  results  of  the  more  advanced  cases  re- 
quire a larger  series  and  more  time. 

235  West  71st  Street 


TUBERCULOSIS  MORTALITY  DECLINES 

Tuberculosis  mortality  in  the  United  States  will 
decline  to  a new  low  in  1950,  Metropolitan  Life 
Insurance  Company  statisticians  predict.  Up  to 
December  1,  the  death  rate  from  the  disease  showed  a 
decline  of  12  per  cent  from  1949’s  comparable  figure. 

With  the  tuberculosis  death  rate  in  the  popula- 
tion of  the  United  States  already  well  below  30  per 
100,000,  the  prospects  are  excellent  that  it  will  fall 
below  20  within  the  next  decade.  The  rate  may 


be  as  low  as  15  per  100,000  in  1960  if  the  decline  con- 
tinues at  the  pace  of  the  past  five  years.  Even 
now  about  one  fourth  of  the  states  have  rates  below 
this  low  level. 

Uninterrupted  improvement  in  tuberculosis  mor- 
tality through  many  years  is  reflected  by  the  fact 
that  the  annual  number  of  deaths  has  declined  by 
more  than  10,000  in  the  past  decade  while  the  popu- 
lation has  increased  by  19,000,000. 


Case  Reports 


PREGNENOLONE  IN  ARTHRITIS 

Bernard  Mattikow,  M.D.,  Brooklyn,  New  York 
{From  the  Departments  of  Medicine,  Cumberland  and  Brooklyn  Jewish  Hospitals) 


T N VIEW  of  the  recent  favorable  reports  on  the  use 
i of  steroids  in  arthritis  I wish  to  report  a case 
which  responded  dramatically  to  the  use  of  preg- 
nenolone. 

Case  Report 

Mrs.  S.,  white  widow,  age  sixty-four,  gave  a his- 
i tory  of  rheumatoid  arthritis  for  many  years,  involv- 
ing knees  and  hands.  The  knee  had  been  operated 
on  one  year  ago.  There  was  typical  spindling  of 
fingers  and  swelling  of  knees,  also  marked  limitation 
| of  motion  of  knees  and  fingers  and  constant  pain, 
particularly  on  motion  and  with  change  of  weather. 
Blood  pressure  was  220  to  240/110. 

Laboratory  Studies. — On  March  7,  1945,  blood  su- 
gar was  104  mg.  per  cent.  Five  years  later,  Febru- 
ary 13,  1950,  blood  sugar  was  90  mg.  per  cent. 
Differential  white  blood  cell  count  showed  polymor- 
phonuclears  74  per  cent,  eosinophils  3 per  cent, 
monocytes  14  per  cent,  and  lymphocytes  9 per  cent. 
On  February  17,  1950,  urinalysis  showed  specific 
gravity  1.014,  urea  1.4  per  cent  with  a faint  trace 
of  albumin.  On  February  20, 1950,  blood  sugar  was 
90  mg.  per  cent.  Differential  white  blood  cell  count 
. showed  polymorphonuclears  61  per  cent,  basophils  2 
per  cent,  eosinophils  2 per  cent,  lymphocytes  28  per 
i cent,  and  monocytes  7 per  cent.  On  February  24, 
1950,  differential  count  showed  polymorphonuclears 
71  per  cent,  basophils  1 per  cent,  lymphocytes  23 
per  cent,  and  monocytes  5 per  cent. 

Therapy  and  Results. — On  February  8,  1950, 
pregnenolone  therapy,  300  mg.  intramuscularly 
daily,  was  started.*  Within  forty-eight  hours  of 
1 first  injection  at  night,  patient  was  able  to  move 
; knees  freely  with  but  little  pain.  The  promptness  of 


* Pregnenolone  supplied  as  Prenolon  by  Sobering  Corpora- 
tion, Bloomfield,  New  Jersey,  through  the  courtesy  of  Dr. 
W.  H.  Stoner. 


this  improvement  closely  simulated  that  following 
cortisone  and  ACTH  administration.  Three  days 
later,  February  11,  the  patient  was  able  to  move 
about  more  freely  and  with  minimal  pain.  She  was 
greatly  improved  subjectively  and  objectively. 
Daily  injections  were  continued  until  February  25 
when  patient  was  in  complete  remission  which  has 
continued  without  further  therapy  to  present  time 
(April  15). 

Comment 

As  cortisone  and  ACTH  were  unavailable  to  this 
patient,  it  was  decided  to  give  one  of  the  steroids 
related  to  the  adrenal  cortical  hormones  a trial. 
Pregnenolone  was  selected  on  the  basis  of  its  high 
percentage  of  good  results  in  rheumatoid  arthritis. 
Previous  reports  of  this  use  of  pregnenolone  record 
in  many  cases  as  dramatic  improvement  as  in  this 
patient  but  usually  not  so  soon  after  starting  the 
treatment.  The  first  signs  of  improvement  gener- 
ally appear  after  five  to  ten  days  of  therapy,  although 
several  cases  have  responded  within  twenty-four 
hours  after  the  first  injection  and  others  not  until 
daily  therapy  has  continued  for  as  long  as  three  or 
even  four  weeks. 

The  spectacular  improvement  in  this  case  was  par- 
ticularly impressive  since  the  patient  had  been 
under  constant  observation  of  the  author  since  May 
5, 1944,  and  all  the  usual  antirheumatic  remedies  had 
been  used  without  success. 

Summary 

A woman  of  sixty-four  years  with  rheumatoid 
arthritis  of  six  years  duration,  given  daily  intramus- 
cular injections  of  300  mg.  pregnenolone,  responded 
favorably  within  forty-eight  hours  and  in  less  than 
three  weeks  was  in  complete  remission  which  has 
continued  for  two  months  without  further  therapy. 

1311  President  Street 


Plan  to  attend  the  145th  Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York  in  Buffalo,  April  30  to  May  4,  1951. 
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DELAYED  DEATH  FOLLOWING  INTRAVENOUS  ADMINISTRATION  OF 
DIODRAST 

Gasper  A.  Gulotta,  M.D.,  and  Harry  Leavenbrook,  M.D.,  Brooklyn,  New  York 
(From  the  Greenpoint  Hospital) 


TNEATIIS  following  the  intravenous  administra- 
^ tion  of  Diodrast  have  been  reported  by  Cum- 
mings and  Chittenden,  Dolan,  Goldburgh  and  Baer, 
and  Shanahan.1-4 

In  1942,  Pendergrass  and  Coworkers  sent  ques- 
tionnaires to  radiologists  and  urologists  and  received 
information  on  661,800  urologic  examinations.6 
They  uncovered  26  unreported  and  1 1 reported  fatal 
cases.  The  mortality  rate,  therefore,  is  approxi- 
mately 0.005  per  cent.  Of  the  total  of  37  deaths, 
17  were  immediate,  and  20  were  delayed.  The  im- 
mediate deaths  were  attributed  to  anaphylactic 
shock,  anaphylactoid  shock,  and  overdosage.  The 
delayed  deaths  according  to  Pendergrass  et  al.  were 
not  conclusively  proved  to  be  due  to  the  Diodrast 
but  were  probably  due  to  other  causes  or  to  renal 
damage  prior  to  the  giving  of  the  Diodrast. 

Case  Report 

C.  G.,  a twenty-two-year-old  white  female,  was 
admitted  for  the  first  time  to  the  medical  ward  of 
Greenpoint  Hospital  in  August,  1948,  unconscious 
and  critically  ill.  History  obtained  from  the  mother 
of  the  patient  revealed  that  the  patient  had  com- 
plained of  dull,  nonradiating  pain  in  the  right  flank 
ten  days  prior  to  admission.  This  pain  was  stated 
to  be  accentuated  on  standing  and  relieved  by 
lying  down.  On  the  day  of  admission,  the  patient 
was  given  20  cc.  of  a 35  per  cent  Diodrast  solution 
by  her  local  physician.  There  was  no  immediate 
reaction.  Within  a period  of  minutes  the  patient 
had  generalized  convulsions  and  became  uncon- 
scious. The  patient  was  given  1 cc.  of  adrenaline 
intramuscularly  with  no  response.  The  patient 
was  then  sent  directly  to  Greenpoint  Hospital. 

Physical  examination  revealed  an  unconscious 
patient  who  responded  poorly  to  severe,  painful 
stimuli.  Patient  was  noted  to  have  a generalized 
spasmodic  convulsion  with  opisthotonus.  Tempera- 
ture was  97  F.,  pulse  86,  blood  pressure  130/105. 
The  left  pupil  was  greater  than  the  right.  Heart, 
lungs,  and  abdomen  showed  no  abnormalities. 
There  were  no  reflex  changes  of  note. 

The  patient  was  given  sodium  amytal  to  control 
convulsions  and  supported  with  coramine  and 
caffeine  sodium  benzoate.  At  one  time  carpo- 
pedal spasm  was  noted,  and  the  patient  was  given 
calcium  gluconate.  There  was  no  recurrence. 
Penicillin  and  oxygen  were  given  prophylactically. 

Laboratory  workup  showed  blood  urea  of  30  mg. 
per  cent  (total  urea  not  urea  nitrogen);  blood  sugar 
133  mg.  per  cent,  and  carbon  dioxide  combining 
power  54.1  mg.  per  cent.  Three  urine  analyses 
showed  albumen  on  one  occasion  (2  plus)  and  no 
other  findings  except  for  a few  white  and  red  blood 
cells. 

Course  in  hospital  was  downgrade.  Patient  de- 
veloped papilledema.  Lungs  became  progressively 
filled  with  coarse  rales,  and  the  patient  expired 
twenty-eight  hours  after  admission. 


Postmortem  was  performed  by  Drs.  Rose  Aranoff 
and  Dominick  De  Maio.  Gross  and  microscopic 
findings  which  were  of  importance  will  be  discussed 
briefly.  The  heart  showed  no  noteworthy  changes. 
The  lungs  showed  some  congestion,  prominent 
edema,  and  patchy  bronchopneumonia  (terminal). 
The  spleen  showed  congestion,  the  liver  some  cloudy 
swelling.  The  pancreas  was  not  significant.  Kid- 
neys showed  prominent  cloudy  swelling  of  the  tubu- 
lar epithelium,  and  areas  of  vascular  congestion 
were  noted  in  the  medulla.  Sections  from  the  left 
frontal  lobe  showed  obliteration  of  the  normal 
architecture  by  recent  blood  extravasation.  Nu- 
merous polynuclear  leukocytes  were  present  in  the 
embedded  vessels,  in  their  walls,  in  the  perivascular 
spaces,  and  in  the  involved  parenchyma.  The  over-  I 
lying  meninges  presented  marked  vascular  conges- 
tion and  considerable  polynuclear  cell  infiltration. 
Sections  from  the  pons  and  medulla  oblongata 
showed  similar  but  less  extensive  changes. 

Comment 

There  are  several  interesting  features  in  this  case. 
There  is  no  question  of  the  death  being  directly 
attributable  to  the  Diodrast  given.  Pendergrass 
et  al.  believed  that  the  delayed  deaths  (from  six 
hours  to  twenty-five  days)  were  explained  by  uremia, 
heart  disease,  pyelonephritis,  increased  intercranial 
pressure,  and  undiagnosed  or  unknown  causes. 
There  is  also  the  pathologic  absence  of  renal  damage. 
Pendergrass  et  al.  stated  that  their  causes  of  delayed 
deaths  not  due  to  intercurrent  infection  or  the 
causes  above  were  due  to  pre-existing  renal  damage 
or  infection. 

Unfortunately,  sensitivity  was  not  determined  in 
this  patient.  History  is  of  utmost  importance. 
History  of  bronchial  asthma,  angioneurotic  edema, 
or  allergic  manifestations  should  be  sought.  Ade- 
quate renal  studies  prior  to  intravenous  pyelography 
should  be  performed. 

The  sensitivity  tests  vary  from  cutaneous,  ocular, 
and  patch  to  oral  tests,  each  having  their  proponents^ 
At  present  the  most  sensitive  test  is  the  ocular  test 
as  described  by  Archer  and  Harris.6  A drop  of 
Diodrast  solution  is  placed  on  the  conjunctiva  of  one 
eye.  The  patient  then  closes  his  eyes  for  a minute 
and  a half.  The  reacting  eye  is  then  compared  with 
the  control. 
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HATPIN  IN  THE  UTERUS 

Abner  I.  Weisman,  M.D.,  New  York  City 

( From  the  Department  of  Gynecology  and  Obstetrics,  Jewish  Memorial  Hospital) 


U’OREIGN  bodies  within  the  vagina,  urinary  blad- 
der,  or  rectum  are  not  unusual  findings.  Within 
the  cavity  of  the  uterus,  aside  from  those  inadver- 
tently left  by  the  gynecologist  or  obstetrician,  they 
are  rare  indeed.  Especially  unusual  is  such  a find- 
ing in  a normal,  seemingly  mentally-balanced,  non- 
institutionalized  patient.  Inasmuch  as  a search  of 
the  literature  revealed  no  report  of  a parallel  in- 
stance, the  occurrence  of  the  present  case  and  its 
management  seems  worthy  of  citing. 


Case  Report 

Mrs.  C.  W.,  thirty-two  years  of  age,  a mother  of 
two  children,  was  admitted  to  the  gynecologic  serv- 
ice on  February  7,  1949.  Her  complaint,  simply 
stated,  was  perplexing.  The  patient  explained  she 
always  had  the  sensation  of  a “dropped  womb”  and 
would  use  her  finger  or  some  blunt  instrument  to 
replace  the  displaced  uterus.  The  morning  of  admis- 
sion she  had  felt  her  womb  once  more  “out  of  place” 
and  had  grasped  a 3-inch  hatpin,  believing  that  its 
pear-shaped  knob  would  be  an  ideal  instrument  with 
which  to  accomplish  the  customary  task. 

Using  the  knob  of  the  hatpin,  she  succeeded  in 
pushing  the  womb  back,  but  almost  instantly  it 
seemed  that  the  hatpin  had  been  sucked  into  the 
uterus.  She  felt  for  the  sharp  instrument  in  her 
vagina  and  rectum,  but  apparently  it  was  lost.  She 
sought  the  aid  of  her  local  physician  who  doubted 
the  creditability  of  her  story  but  suggested  that  she 
go  to  a hospital. 

She  was  examined  in  the  outpatient  department  of 
the  Jewish  Memorial  Hospital,  but  no  evidence  of  the 
haptin  could  be  found.  There  was  no  pain,  discom- 
fort, or  vaginal  or  rectal  bleeding.  No  signs  of  dys- 
uria,  frequency,  or  bloody  urine  could  be  found. 
Owing  to  the  unusual  history  and  the  lack  of  find- 
ings, admission  to  the  hospital  was  at  first  considered 
unnecessary.  But  after  further  interrogation  and 
the  finding  of  a first-degree  uterine  prolapse,  it  was 
deemed  advisable  to  admit  the  patient. 

Anteroposterior  and  lateral  radiographs  disclosed 
a 3-inch  foreign  body  resembling  a hatpin  in  the 
pelvis  of  the  patient.  However,  it  was  difficult  to 
tell  whether  it  was  lodged  in  the  bladder,  rectum,  or 
uterus.  Proctoscopy  failed  to  disclose  the  hatpin. 
Cystoscopy  was  withheld,  pending  uterine  sounding. 
By  means  of  the  latter  procedure,  the  metallic  shaft 
of  the  hatpin  was  discovered  in  the  cavity  of  the 
uterus.  The  x-rays  were  then  studied  again. 

The  patient  was  given  antibiotics  and  taken  to  the 
operating  room  where  cervical  dilatation  and  ex- 
ploration disclosed  the  knob  of  the  pin  in  the  fundus 
and  the  point  imbedded  in  the  uterine  myometrium 
directed  toward  the  rectum  (Fig.  1A).  Removal  of 
the  hatpin  was  easily  effected  in  the  following  way: 
The  shaft  of  the  pin  was  seized  with  a curved  Kelly 
clamp.  The  latter  was  then  gradually  moved  up- 
ward on  the  pin  and  clamped.  With  a motion  which 
simultaneously  rotated  the  knob  of  the  pin  backward 


and  the  point  forward,  the  hatpin  was  brought 
through  uterine  musculature,  then  through  the 
cervical  musculature,  until  the  point  of  the  pin  ap- 
peared through  the  lower  lip  of  the  cervix  (Figs  IB 
and  1C). 

The  point  of  the  pin  was  seized,  at  its  exit,  by  an- 
other Kelly  clamp  and  brought  out  into  the  vagina 
until  the  knob  became  imbedded  in  the  endome- 
trium. At  this  point  a simple  incision  was  made 
through  the  cervix  down  to  the  shaft  of  the  hatpin, 
and  the  foreign  body  was  delivered  (Fig.  ID).  The 
cervix  was  repaired  with  two  interrupted  sutures. 
The  patient  made  an  uneventful  recovery  and  was 
discharged  three  days  later.  Subsequent  follow-ups, 
including  x-ray  examinations,  were  normal. 

1160  Fifth  Avenue 


Fig.  1.  (A)  Position  of  hatpin  disclosed  at 

uterine  exploration.  (B)  Hatpin  seized  by  clamp 
(C)  Pin  brought  down  through  myometrium.  (D) 
Area  of  incised  cervix. 
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A NOTE  ON  THE  CLINICAL  DIAGNOSIS  OF  LYMPHOSARCOMA 

Joseph  S.  Feibush,  M.D.,  New  York  City 
( From  the  Lebanon  Hospital) 


YX^HILE  lymphosarcoma  is  essentially  a histo- 
v pathologic  diagnosis,  it  frequently  is  considered 
in  the  clinical  differential  diagnosis  of  lymphadeno- 
pathy.  Recent  experience  with  three  cases  indi- 
cated that  sudden  massive  enlargement  of  lymph 
nodes  occurred  in  lymphosarcoma  and  was  the  clini- 
cal clue  to  the  diagnosis.  Since  no  mention  of  this 
observation  was  noted  in  the  literature,  three  of  these 
cases  are  reported  below. 


Case  Reports 

Case  1. — Mrs.  B.,  a seventy-three-year-old  white 
widow,  was  examined  in  the  office  on  August  4,  1948, 
because  of  hematuria  and  right  renal  colic.  In  the 
course  of  the  physical  examination,  a mass  of  dis- 
crete, hard,  nontender  glands  was  easily  palpable 
in  the  left  supraclavicular  area.  On  direct  question- 
ing, the  patient  stated  that  she  had  noted  the  sudden 
development  of  the  mass  three  weeks  before.  There 
had  been  no  further  increase  in  size.  Biopsy  done 
at  another  hospital  was  reported  as  lymphosarcoma, 
and  she  died  that  same  year. 

Case  2. — E.  R.,  a seventy-seven-year-old  white 
female,  was  admitted  to  the  hospital  on  November 
15,  1949,  complaining  of  anorexia,  fever,  and  weight 
loss  of  three  months  duration.  On  physical  exam- 
ination a large  hard  lymph  node  was  easily  palpable 
in  the  left  supraclavicular  area.  No  masses  were 
palpable  on  the  right  side.  However,  approximately 
two  weeks  after  admission  there  suddenly  appeared 
a large  mass  of  hard  discrete  glands  in  the  right 
supraclavicular  area.  She  went  progressively  down- 
hill and  expired  on  December  10,  1949.  Necropsy 


showed  an  extensive  lymphosarcoma  of  the  stomach 
with  metastases. 

Case  8. — E.  W.,  a seventy-three-year-old  white 
female,  was  seen  in  the  office  on  January  9,  1950, 
complaining  of  sudden  onset  of  a lump  in  the  left 
side  of  her  neck.  Three  weeks  ago  she  had  suddenly 
noted  this  lump  in  her  neck  on  arising  in  the  morning. 
She  complained  of  slight  difficulty  in  swallowing 
without  any  other  associated  symptoms.  Physical 
examination  revealed  a large,  hard,  nodular  non- 
tender mass  in  the  left  side  of  the  neck.  No  masses 
were  palpable  in  the  abdomen,  and  no  other  lymph 
nodes  were  found.  Because  of  the  apparent  relation- 
ship of  this  mass  to  the  left  lobe  of  the  thyroid  gland 
and  with  a provisional  diagnosis  of  carcinoma  of  the 
thyroid  gland,  a subtotal  thyroidectomy  was  per- 
formed at  the  Lebanon  Hospital.  The  pathologic 
report  by  Dr.  J.  C.  Ehrlich  was  that  of  lympho- 
sarcoma encircling,  but  not  invading,  the  left  lobe 
of  the  thyroid  gland.  She  left  the  hospital  without 
receiving  x-ray  therapy.  When  last  seen  on  Febru- 
ary 24,  1950,  she  had  massive  recurrences  in  the 
left  side  of  the  neck  and  appeared  cachectic. 

Summary 

1.  Three  cases  of  lymphosarcoma  in  elderly 
women  are  reported,  in  each  of  which  sudden  massive 
enlargement  of  lymph  nodes  occurred. 

2.  The  fact  that  massive  enlargement  of  lymph 
nodes  may  occur  with  great  rapidity  should  be  con- 
sidered a clue  in  the  clinical  diagnosis  of  lymphosar- 
coma. 
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SMEAR  TEST  FOUND  RELIABLE  FOR  DETECTING  LUNG  CANCER 


In  the  hands  of  a careful  and  experienced  expert 
in  the  structure  and  function  of  cells,  the  smear  test 
can  be  a reliable  indication  of  cancer  of  the  lung. 
This  is  the  conclusion  of  a group  of  San  Francisco 
doctors  who  spent  four  years  making  tests  of  the 
sputum  of  2,066  patients  according  to  the  method 
developed  by  Papanicolaou. 

Drs.  Seymour  M.  Farber,  Allen  K.  McGrath,  Jr., 
Mortimer  A.  Benioff,  and  Milton  Rosenthal  of  the 
University  of  California  School  of  Medicine,  San 
Francisco  Hospital,  and  the  San  Francisco  Depart- 
ment of  Public  Health,  report  their  study  in  the 
September  2 issue  of  the  Journal  of  the  American 
Medical  Association. 

The  positive  smear  test  result  appears  to  be  a 
reliable  indication  of  cancer  if  the  test  has  been  ex- 
pertly and  conservatively  read;  however,  a negative 


test  result  is  not  a reliable  indication  of  freedom 
from  malignant  disease. 

A group  of  241  patients  with  proved  cancer  orig- 
inating in  the  lungs  was  used  for  computing  the 
percentage  of  diagnostic  accuracy  of  the  test.  Al- 
though the  over-all  percentage  accuracy  in  this  1 
group  was  55  per  cent,  in  the  130  patients  in  whom  i 
an  adequate  series  of  five  sputum  specimens  was  j 
examined  the  case-finding  sensitivity  was  90  per  ! 
cent.  Among  these  241  patients,  117  underwent 
surgery.  In  26  of  these,  the  smear  test  was  the  only  [I 
preoperative  structural  proof  of  cancer.  Positive 
smear  test  diagnoses  were  made  on  201  patients,  all 
except  two  of  whom  had  cancer.  The  two  false'  1 
positive  test  results  were  read  during  the  first  year  1 
of  the  study  from  examination  of  an  insufficient  ■ 
number  of  sputum  specimens. 
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SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY  OF 

THE  STATE  OF  NEW  YORK 


AT  ITS  meeting  on  November  9,  1950,  the  Council 
considered  the  following  matters,  taking  action 
as  indicated. 

Secretary’s  Report 

Remission  of  1950  annual  assessments  was  voted 
on  account  of  illness  for  three  members. 

It  was  voted  to  request  the  American  Medical  Asso- 
ciation to  remit  dues  for  Dr.  Robert  M.  Cleary, 
member  of  the  Medical  Society  of  the  County  of 
Erie,  for  1950  on  account  of  illness. 

Dr.  Albert  Frey,  retired  member  of  the  Medical 
Society  of  the  County  of  Erie,  and  Dr.  Erich  H. 
Restin,  retired  member  of  the  Medical  Society  of  the 
County  of  Westchester,  were  nominated  for  Asso- 
ciate Fellowship  in  the  American  Medical  Associa- 
tion. 

Dr.  Richard  E.  Nied  of  Monroe  County,  not  real- 
izing the  importance  of  resigning  from  the  Medical 
Society  of  the  County  of  Monroe  and  the  Medical 
Society  of  the  State  of  New  York,  undertook  post- 
graduate training  at  Bellevue  Hospital,  New  York 
City,  in  1947,  after  four  years  in  the  Army.  He  was 
dropped  from  membership  December  31,  1947,  for 
nonpayment  of  dues.  It  was  requested  that  the 
Medical  Society  of  the  State  of  New  York  accept  Dr. 
Richard  E.  Nied’s  resignation  as  of  December  31, 
1947,  because  he  wishes  to  be  re-elected  to  member- 
ship by  the  Medical  Society  of  the  County  of  Mon- 
roe. 

It  was  so  voted. 

Dr.  D.  A.  Dukelow,  Consultant  in  Health  and  Fit- 
ness to  the  American  Medical  Association,  on  Octo- 
ber 18,  1950,  wrote  in  part  as  follows: 

“Please  send  me  at  your  earliest  convenience  a 
list  of  the  names  and  addresses  of  the  members  of 
the  Medical  Society  and  the  Woman’s  Auxiliary 
who  will  attend  the  White  House  Conference 
either  as  representatives  of  the  Medical  Society  or 
of  other  groups  so  they  may  be  invited  to  this 
meeting,” 

referring  to  the  Midcentury  White  House  Con- 
ference on  Children  and  Youth,  in  Washington, 
December  3 to  December  7,  1950.  Your  Secretary 
respectfully  suggests  that  the  Council  vote  President 
Wertz  the  privilege  of  selecting  your  representatives 
for  this  meeting. 

It  was  so  voted. 

The  letter  referred  by  the  Council  to  the  Board  of 
Trustees  on  October  12,  1950,  was  referred  by  the 
Board  to  a committee  consisting  of  Drs.  Rooney, 
Ross,  and  Wentworth.  With  approval  of  this  com- 
mittee and  the  chairmen  of  your  Committees  on 
Public  Relations,  Publication,  and  Office  Manage- 
ment and  Policies,  Mr.  Dwight  Anderson  was 
granted  sick  leave  from  October  28,  1950,  to  Novem- 
ber 20,  1950. 

Dr.  Anderton  read  a telegram  received  November 
5,  1950,  from  Mr.  Anderson  requesting  an  extension 
of  his  sick  leave  by  two  days. 

The  request  was  granted. 

On  October  19,  1950,  your  Secretary  received  from 
Mr.  C.  H.  Crownhart,  secretary  of  the  State  Medical 
Society  of  Wisconsin,  copy  of  a resolution  passed  by 
that  Society  expressing  “complete  support”  for  the 
Board  of  Trustees  and  officers  of  the  American  Medi- 
cal Association  in  assuming  the  program  formerly 


carried  on  by  the  American  College  of  Surgeons  with 
relation  to  hospitals  in  the  United  States. 

On  October  23,  1950,  your  Secretary  sent  a tele- 
gram of  condolence  to  Mrs.  George  W.  Cottis, 
Shady  Acres,  St.  Cloud,  Florida,  on  the  death  of  her 
husband,  Dr.  Cottis,  a former  President  of  the  State 
Society. 

Since  the  last  meeting  your  Secretary  has  been  at 
meetings  of  the  Ninth  and  Second  District  Branches 
at  West  Point  and  Garden  City,  respectively.  These 
were  well  attended  and  had  excellent  scientific  pro- 
grams. 

Several  of  the  delegates  from  the  Medical  Society 
of  the  State  of  New  York  to  the  American  Medical 
Association  meeting  at  Cleveland,  Ohio,  next 
month,  have  been  appointed  to  reference  commit- 
tees. Dr.  Edward  P.  Flood  has  been  appointed 
chairman  of  the  Credentials  Committee.  Dr.  Leo  F. 
Simpson  has  been  appointed  a member  of  the  Com- 
mittee on  Rules  and  Order  of  Business.  Dr.  Peter  J. 
Di  Natale  will  be  on  the  Reference  Committee  for 
Reports  of  Board  of  Trustees  and  Secretary.  Dr. 
Thomas  A.  McGoldrick  will  be  a member  of  the 
Reference  Committee  on  Medical  Education.  Dr. 
Peter  M.  Murray  has  been  appointed  a member  of 
the  Reference  Committee  on  Hygiene  and  Public 
Health.  Your  Secretary  has  been  appointed  to  the 
Reference  Committee  on  Miscellaneous  Business. 

Report  to  the  Council  submitted  by  the  Malprac- 
tice Defense  and  Insurance  Board  from  its  Subcom- 
mittee consisting  of  Dr.  Chas.  Gordon  Heyd  and  Mr. 
William  M.  Martin,  October  12,  1950,  contained  the 
following  terminal  paragraph: 

Your  committee  recommends  that  a dossier  of 
this  case  be  sent  to  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  with  the  recom- 
mendation that  they  proceed  to  have  an  impartial 
Board  conduct  an  investigation  of  Dr.  Gerson’s 
method. 

This  report  was  referred  at  your  last  meeting  to  the 
Medical  Society  of  the  County  of  New  York  with  a 
request  for  full  information  regarding  its  investiga- 
tion of  Dr.  Gerson  and  his  methods.  Dr.  B.  Wallace 
Hamilton,  secretary  of  the  Medical  Society  of  the 
County  of  New  York,  has  forwarded  a folder  to  the 
State  Society  containing  copies  of  all  the  material 
they  had.  Your  Secretary  respectfully  recommends 
that  this  matter  be  referred  to  the  Subcommittee  on 
Cancer  of  the  Public  Health  and  Education  Com- 
mittee. 

The  recommendation  was  adopted. 

Communications. — 1.  A letter  dated  October  24, 
1950,  from  Dr.  Louis  H.  Bauer,  Secretary  General  of 
the  World  Medical  Association,  to  Dr.  Anderton, 
thanking  the  State  Society  for  cooperation  in  con- 
nection with  the  recent  meeting  of  the  World  Medical 
Association. 

2.  A letter  from  Dr.  Charles  F.  McCarty,  Direc- 
tor, Medical  Society  of  the  County  of  Kings: 

“Dr.  Henry  Mayer,  formerly  of  Bushwick  Hos- 
pital, Brooklyn,  and  now  located  at  Fleischmann’s, 
New  York,  was  elected  to  our  Society  May  16, 
1950.  We  understand  Dr.  Mayer  was  also  elected 
to  membership  in  the  Delaware  County  Medical 
Society. 

“We  understand  that  it  is  necessary  for  us  to 
rescind  action  on  Dr.  Mayer’s  application  and  re- 
fund the  money  he  paid  to  our  Society.  Will  you 
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please  refund  the  State  Society  dues  to  us  so  that 
we  can  make  a total  refund  to  Dr.  Mayer.” 

It  was  voted  that  the  Treasurer  be  instructed  to 
refund  Dr.  Henry  Mayer’s  1950  annual  assessment 
to  the  Medical  Society  of  the  County  of  Kings. 

3.  A letter  from  Dr.  John  E.  Eckel,  secretary  of 
the  Medical  Society  of  the  County  of  Cortland,  con- 
veying the  official  request  of  that  society  that  Dr. 
George  Bunch  Adams’  War  Memorial  assessment 
be  rescinded  due  to  the  fact  that  Dr.  Adams  left 
New  York  State  before  bills  for  the  assessment  were 
sent  out. 

It  was  voted  that  the  request  be  granted. 

4.  A letter  from  the  Medical  Society  of  the 
County  of  Kings  referring  a resolution: 

Resolved,  that  the  Medical  Society  of  the  County 
of  Kings  urge  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  to  take  immediate  and 
necessary  steps  to  introduce  legislation  to  amend 
the  Medical  Practice  Act  to  include  “nervous  and 
mental  conditions.” 

It  was  voted  to  refer  this  to  the  Committee  on  Legis- 
lation. 

5.  A letter,  dated  October  20,  1950,  from  the 
Fairfield  Alumni  and  Historical  Society,  Herkimer, 
New  York,  requesting  contributions  to  a fund  for 
restoring  the  “Old  Chapel”  of  Fairfield  Academy. 
In  connection  with  this  request  information  had 
been  obtained  from  Mr.  Harold  N.  Howell  that  the 
Medical  Society  of  the  County  of  Oneida  was  not 
contributing  to  the  fund  but  that  the  Medical 
Society  of  the  County  of  Herkimer  had  donated 
$200. 

After  discussion,  it  was  voted  that  the  letter  be 
published  in  the  New  York  State  Journal  of 
Medicine. 

The  report  of  the  Treasurer  was  accepted. 

Report  of  the  Executive  Officer 

Dr.  Hannon,  Executive  Officer,  reported  that  the 
district  branch  annual  meetings  had  been  completed. 
He  stated  that  the  prospects  for  the  next  year  in 
regard  to  legislative  matters  appeared  to  be  a little 
more  stabilized  since  the  election. 

Reports  of  Committees 

Legislation. — Upon  Dr.  Siris’  suggestion,  the 
Chair  ruled  that  Dr.  Jacob  Lochner  of  the  State 
Education  Department  might  be  invited  to  attend 
some  of  the  meetings  of  the  Legislation  Committee. 

Dr.  Siris  presented  a tentative  agreement  which 
had  been  reached  with  the  Legislation  Committee  of 
the  Dental  Society  of  the  State  of  New  York  regard- 
ing coverage  of  oral  surgery  in  medical  care  in- 
surance contracts,  a statement  to  the  effect  that 
Article  IX-C  of  the  State  Insurance  Law  is  a barrier 
to  the  consummation  of  such  an  agreement,  and  a re- 
quest from  the  Dental  Society  that  we  cooperate  in 
seeking  amendment  of  the  law. 

He  also  presented  a communication  to  the  effect 
that  the  Dental  Practice  Act  had  been  amended  to 
include  the  treatment  of  “adjacent  tissues”  and 
raised  the  question  of  whether  or  not  a dentist  is 
qualified  to  treat  cleft  palates  and  harelips.  He  sug- 
gested that  this  question  be  studied  by  the  Legisla- 
tion Committee  or  by  the  Economics  Committee. 
After  discussion,  Dr.  Siris  stated  he  would  confer 
with  the  dentists  and  report  to  the  Council  later. 
Dr.  Siris  reported  that  he  had  been  informed  of  a 
proposed  amendment  to  the  Nurse  Practice  Act  pro- 


viding that  a person  who  applies  for  a license  to  1 
practice  as  a registered  nurse  in  New  York  State  and 
who  files  a license  granted  in  any  other  state,  prov-  ' 
ince,  or  country  may  practice  here  until  the  license  is  | 
granted  or  denied.  He  stated  that  the  New  York 
State  Nurses  Association  approved  the  amendment  ! - 
and  that  he  referred  the  matter  to  the  Council  with 
a recommendation  for  favorable  action. 

Regarding  the  question  of  the  Injunction  Bill,  the 
Basic  Science  Law,  and  the  report  of  the  Subcommit- 
tee on  Cults,  Dr.  Siris  reported  that  the  committee,  j 
after  taking  another  poll,  had  come  to  no  agree-  l 
ment.  He  recommended  that  the  Council  take  no 
action,  unless  they  wished  to  uphold  the  general  i 
policy  of  opposition  to  cults. 

After  discussion,  it  was  voted  that  the  Council  re-  i 
affirm  its  stand  against  the  Basic  Science  Law  and 
table  the  report  of  the  Subcommittee  on  Cults  of  j 
the  Legislat  ion  Committee.  | , 

Dr.  Siris  referred  to  bills  regarding  arbitration  of 
physicians’  charges  under  the  Workmen’s  Compensa- 
tion Law  and  to  proposed  changes  in  the  Disabilities 
Benefits  Law,  consideration  of  which  had  previously 
been  deferred. 

After  discussion,  the  President  ruled  that  consider- 
ation of  these  proposed  bills  be  laid  on  the  table 
until  the  next  meeting. 

Constitution  and  Bylaws.— Dr.  Adie,  chairman, 

reported: 

“At  the  September  meeting  we  had  a request  from 
the  Oneida  County  Medical  Society  to  approve  a 
change  in  their  bylaws,  which  substantially  meant  1 
they  would  increase  then  dues  from  $5  to  $55,  and 
at  the  same  time  they  want  to  include  the  statement 
that  the  per  capita  State  assessment  fixed  by  the 
House  of  Delegates  each  year  be  a part  of  the 
amendment.  If  you  will  remember,  we  suggested 
that  since  they  were  making  this  change  it  might  be 
desirable  to  have  them  include  the  payment  of  the  j 
dues  to  the  A.M.A.  of  $25.  I have  written  them, 
and  they  have  replied  to  Dr.  Anderton,  and  they 
apparently  don’t  wish  to  include  that  particular 
item.  However,  they  are  aware  of  the  fact  that  the  , 
State  Society  dues  are  $20  and  the  A.M.A.  dues  are 
$25,  and  the  total  amount  would  be  $100.  So  at  the  ) 
moment  we  have  for  consideration  the  approval  of 
the  change  in  the  bylaws  for  Oneida  County,  which 
reads:  ‘Each  member  shall  pay  annually  the  sum  of 
$55,  which  shall  be  due  on  the  first  of  January.  At 
the  same  time  he  shall  pay  the  amount  of  the  per 
capita  State  assessment  fixed  by  the  House  of  Dele- 
gates for  the  current  year.’  Since  they  apparently 
do  not  wish  to  include  the  other,  I move  that  we 
approve  this,  and  return  it  to  the  Oneida  County 
Society  as  approved.” 

It  was  so  voted. 

Dr.  Adie  continued:  “We  also  have  a similar  re- 
quest from  the  Herkimer  County  Medical  Society, 
exactly  the  same.  They  wish  to  bring  this  up  for 
approval  or  consideration  at  their  December  12 
meeting.  Dr.  Anderton  suggests  that  the  Council  l 
approve  it  if  and  when  it  is  adopted  by  the  County  j 
Medical  Society.  I see  no  reason  why  we  cannot  do 
that.  I also  recommend  that  this  similar  change  in 
the  bylaws  for  the  Herkimer  County  Society  be 
approved  by  the  Council.” 

It  ivas  voted  to  approve  this  change,  if  and  when  it 
is  voted  by  the  Medical  Society  of  the  County  of 
Herkimer. 
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Convention. — Dr.  Brown,  chairman,  reported 
that,  at  the  time  of  the  committee  meeting  in 
Buffalo  on  October  21,  all  of  the  technical  exhibit 
space  had  been  assigned  and  that,  with  the  exception 
of  Teaching  Day,  the  scientific  program  was  nearly 
complete.  He  stated  that  a question  had  arisen  re- 
garding the  possibility  of  paying  the  expenses  of  a 
proposed  speaker,  who  is  a member  but  who  has  re- 
tired. 

After  discussion,  it  was  voted  that  Dr.  Hume  be  re- 
imbursed for  his  expenses,  if  necessary. 

He  reported  a suggestion  that  some  sort  of  ad- 
vertisement be  sent  to  county  societies  a month  be- 
fore the  meeting,  detailing  the  outstanding  speakers 
and  interesting  subjects.  Dr.  Brown  supported  the 
recommendation,  favoring  two  monthly  notices  in- 
stead of  one. 

It  was  suggested  that  this  could  be  done  through 
the  use  of  a Public  Relations  Bureau  newsletter  or  of 
a letter  from  the  Secretary. 

Economics. — Dr.  Azzari,  chairman,  reported  as 
follows:  “The  Economics  Committee  has  no  report 
to  give.  We  have  one  subject  in  reference  to  endors- 
ing the  principle  that  commercial  companies  should 
be  encouraged  to  insure  hospital  employes.  We  have 
not  met  this  month  and  we  have,  therefore,  not  re- 
considered it. 

“Mr.  Farrell,  the  Director  of  the  Bureau  of  Medi- 
cal Care  Insurance,  is  upstate  trying  to  obtain  a 
uniform  contract,  and  we  hope  to  be  able  to  give  you 
a full  report  at  the  next  meeting.” 

Public  Medical  Care. — Dr.  Vickers,  chairman,  re- 
ported: “The  Subcommittee  on  Public  Medical 
Care  is  supposed  to  have  a meeting  in  the  State 
Department  of  Welfare  this  morning.  We  could  not 
be  there,  but  some  of  the  other  members  of  the  Sub- 
committee, I trust,  are  carrying  on.  We  will  present 
their  report,  next  meeting.” 

Emergency  Medical  Care. — Dr.  Masterson,  chair- 
man, stated: 

“The  Emergency  Medical  Preparedness  Commit- 
tee, as  I reported  at  the  last  meeting,  had  a request 
from  the  Commissioner  of  Health  that  we  submit  a 
uniform  routine  treatment  of  various  conditions 
which  might  be  prevalent  as  result  of  atomic  war- 
fare, in  the  casualty  stations  and  in  the  field.  We 
requested  all  of  the  medical  schools  in  this  State  to 
meet  in  New  York  on  October  10.  Representatives 
of  metropolitan  medical  schools  attended.  None 
from  upstate  sent  any  representatives.  We  had 
panels  on  burns,  fractures,  radiation  injuries,  and  so 
forth,  and  they  submitted  a final  report  on  October 
12.  These  reports  were  sent  to  Dr.  Hilleboe,  and  he 
is  now  arranging  to  have  all  of  them  placed  in  a 
booklet  to  be  distributed. 

“On  Monday  I received  a telephone  message  from 
Dr.  Hilleboe  saying  the  final  report  of  his  committee, 
which  has  been  assigned  to  present  the  medical  as- 
pects of  atomic  warfare,  has  been  submitted  to  the 
State  Civil  Defense  Commission.  He  hopes  that  it 
will  be  cleared  in  about  ten  days,  and  then  copies  of 
this  report  will  be  given  to  the  State  Society  so  that  a 
copy  may  be  given  to  each  county  society.  We  are 
sorry  that  we  have  not  been  able  to  obtain  this  in- 
formation. We  feel  that  this  has  been  a very  big 
problem.  Dr.  Hilleboe  felt  that  he  should  proceed 
slowly  and  act  properly,  so  that  when  the  final  report 
is  submitted  it  would  not  be  subject  to  constant  re- 
vision. I hope  to  have  the  information  and  reports 
for  you  in  a short  time,” 


Hospital  and  Professional  Relations.- — Dr.  Brown, 
chairman,  presented  a report  which,  as  revised  at  the 
Council  meeting,  reads  as  follows : 

“It  was  agreed  that  the  principles  contained  in  the 
Hess  Report  of  the  A.M.A.  should  be  used  as  guid- 
ing principles  in  the  work  of  the  Committee.  It  was 
also  agreed  that  conferences  be  held  with  interested 
groups  in  New  York  City,  Albany,  Syracuse,  and 
Buffalo  to  obtain  a factual  background  for  later  rec- 
ommendations by  the  Committee. 

“As  a preliminary  report  the  Committee  recom- 
mends that  the  Council  go  on  record  in  favor  of  the 
Hess  Report,  as  adopted  by  the  House  of  Delegates 
of  the  American  Medical  Association  at  San  Fran- 
cisco in  June,  1950,  that  the  Secretary  of  the  State 
Society  inform  each  component  county  society  of 
this  action,  and  that  this  Council  advise  each  county 
medical  society  to  establish  a Committee  on  Hospital 
and  Professional  Relations  as  recommended  by  the 
Hess  Report.” 

The  Council  voted  to  approve  these  recommenda- 
tions. 

Dr.  Brown  outlined  a program  of  regional  meet- 
ings of  pathologists,  radiologists,  anesthesiologists, 
physiatrists,  and  electrocardiographers  representing 
each  county  society  in  the  region  and  gave  a schedule 
of  meeting  dates  as  follows: 

New  York January  10 

Albany January  18 

Syracuse January  31 

Buffalo February  15 

The  Council  voted  authorization  for  the  above. 

He  also  asked  for  authorization  for  expenditures  of 
funds  in  connection  with  these  meetings. 

After  discussion,  it  was  voted  to  recommend  to  the 

Board  of  Trustees  that  $1,000  be  added  to  the 

budget  for  committee  expenses. 

Medical  Service. — Dr.  Gibson,  chairman,  re- 
ported as  follows: 

“The  Medical  Service  Committee  was  given  the 
privilege  of  reviewing  the  data  submitted  by  the 
county  societies  for  the  Annual  General  Practi- 
tioners’ Award  of  the  American  Medical  Association. 

“Your  Committee  was  handicapped  somewhat  in 
going  over  these  reports  because  of  the  lateness  of 
receiving  them.  That  was  due  to  two  or  three 
reasons.  The  last  and  most  voluminous  report  was 
received  at  two  o’clock  yesterday.  The  Committee 
met  last  night,  and  read  all  reports.  We  have  a 
nominee  from  Schenectady  County,  Dr.  William  L. 
Fodder;  from  Dutchess  County,  Dr.  Scott  Lord 
Smith;  from  Suffolk  County,  Dr.  William  Ross, 
and  from  Greene  County,  Dr.  Alfred  O.  Persons. 
It  seems  to  the  Committee  that  there  were  no 
rules  for  guidance  in  making  a choice  of  this 
nominee.  All  of  the  reports  are  very  commendable, 
and  these  gentlemen  have  enjoyed  a very  enviable 
career.  Dr.  Scott  Lord  Smith  and  Dr.  William  Ross 
are  Fellows  of  the  American  College  of  Physicians. 
1 he  fact  seemed  pertinent  to  the  Committee  in  that 
they  were  specializing  in  internal  medicine  perhaps, 
and  eliminated  them  from  the  contest  as  not  being 
general  practitioners.  Dr.  Alfred  O.  Persons,  of 
Greene  County,  worked  his  way  through  college,  it 
states,  ‘by  washing  dishes  for  the  five  cent  dish  of 
oatmeal  occasionally  garnished  with  a cockroach,' 
and  began  practice  when  office  calls  were  25  cents  a 
call.  He  practiced  in  the  little  village  of  Lexington  in 
the  Catskills  for  forty-four  years.  He  seemed  to  be 
the  most  representative  medical  practitioner  in  the 
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data  submitted,  and  the  Committee  recommends 
his  choice  as  the  nominee  to  the  A.M.A. 

“The  Committee  also  would  like  to  state  that  next 
year  the  letters  should  be  sent  to  the  county  societies 
earlier,  perhaps  in  May  or  June  or  at  least  in  the 
early  part  of  September.  I believe  Dr.  Anderton 
has  taken  over  that  part  of  it.” 

The  Council  voted  to  approve  Dr.  Alfred  O.  Per- 
sons as  a nominee  to  the  A.M.A.  for  the  Annual 
General  Practitioners  Award  of  the  American 
Medical  Association. 

Office  Administration  and  Policies. — Dr.  Beek- 
man,  chairman,  reported  that  the  Committee  had 
met  on  Wednesday,  November  8,  1950,  and  routine 
matters  were  discussed.  The  Committee  recom- 
mended to  the  Council  that  it  be  the  policy  of  the 
Society  that  officers  and  employes  should  not  use 
Society  letterheads  for  personal  or  unofficial  corre- 
spondence. 

The  report  was  adopted. 

Publication. — Dr.  Kosmak,  chairman,  reported 
that  the  committee  had  discussed  a newspaper 
announcement  that  the  program  of  hospital  stand- 
ardization of  the  American  College  of  Surgeons 
would  be  taken  over  by  the  American  Hospital 
Association  and  a statement  by  the  Regents  of  the 
College  that  they  would  continue  their  program. 
He  stated  they  had  received  a letter  on  the  subject 
from  the  Assistant  Secretary  of  the  American  Medi- 
cal Association  and  that  they  recommended  publish- 
ing an  editorial  in  support  of  the  stand  of  the 
American  Medical  Association  and  the  American 
College  of  Surgeons. 

After  discussion,  it  was  voted  that  an  editorial  re- 
garding the  standardization  program  of  the 
American  College  of  Surgeons  be  submitted  to  the 
Editorial  Board  and  to  the  Publication  Committee 
for  approval  and  to  the  Council  for  possible 
authorization  to  publish  it. 

Due  to  an  increase  of  7'A  per  cent  in  printing 
costs,  Dr.  Kosmak  requested  aD  increase  in  the 
budget  appropriation  for  Journal  printing  from 
$60,815  to  $65,057.05. 

It  was  voted  to  so  recommend  to  the  Board  of 
Trustees. 

He  requested  an  additional  appropriation  of  $15,- 
000  for  the  Directory  for  1950. 

It  was  voted  to  so  recommend  to  the  Board  of 
Trustees. 

Referring  to  the  proposal  of  a golden  cover  for  the 
January  1,  1951  Journal,  he  said: 

“We  have  made  a special  feature  of  this  anniver- 
sary issue,  and  I find  that  apparently  the  money  we 
are  getting  for  the  extra  advertising  will  just  about 
cover  the  costs  of  the  cover.  I feel  that  we  should 
have  some  sort  of  an  endorsement,  or  objection,  if 
you  please  to  call  it  that,  from  the  Council  a-s  to 
whether  we  should  proceed  with  this.  Of  course,  a 
golden  cover  would  look  very  nice,  but  I don't  be- 
lieve it  would  look  nice  enough  to  warrant  an  ex- 
penditure of  $605.  That  is  my  own  feeling  in  the 
matter.” 

He  therefore  recommended  that  the  Journal  not 
have  a golden  cover. 

After  discussion  in  which  it  was  brought  out  that 
this  is  an  event  that  occurs  once  in  fifty  years,  the 
recommendation  was  lost. 

It  was  voted  that  the  anniversary  issue  of  the 
Journal  be  issued  with  a golden  cover. 


Public  Health  and  Education. — Dr.  Curphey, 

chairman,  reported  that  he  had  attended  various 
meetings  and  arranged  postgraduate  instruction  and 
teaching  days. 

He  summarized  the  discussion  of  the  annual  meet- 
ing of  the  American  Association  of  Blood  Banks  and 
of  the  subsequent  meeting  of  the  College  of  American 
Pathologists.  Varied  opinions  were  expressed  at 
these  conferences,  and  no  consensus  was  reached.  As 
a result  of  the  conferences,  it  was  decided  to  call  a 
meeting  of  the  Subcommittee  on  Blood  Banks  of  the 
State  Medical  Society  on  October  24.  The  report  of 
that  meeting  appears  under  the  Blood  Banks  Sub- 
committee report. 

With  regard  to  the  Teaching  Day  program  at  the 
annual  convention,  he  stated  that  a generally  ap- 
proved topic  for  inclusion  in  the  program  was  the 
interrelationship  of  the  doctor,  the  hospital,  and  the 
community,  to  be  discussed  “by  outstanding  lay 
speakers.”  He  stated  that  thought  had  also  been 
given  “to  the  development  of  a discussion  relative  to 
the  establishment  of  community  health  councils  at 
the  State  and  county  levels.” 

Dr.  Curphey  stated  he  inferred  that  approval  of 
the  survey  by  the  Cornell  University  Rural  Sociology 
Department  of  the  use  of  medical  facilities  by 
families  in  Chatauqua  and  Livingston  Counties  was 
deferred  at  the  last  meeting  because  the  Council  was 
not  informed  of  the  circumstances.  He  provided  the 
information  that  Dr.  Larson,  the  chairman,  had  re- 
quested a representative  of  this  Society  on  the  com- 
mittee which  is  making  the  survey  and  had  provided 
him  with  “ a great  deal  of  collected  data  in  respect  to 
the  last  survey  that  had  been  made.”  He  recom- 
mended and  moved  approval  of  the  survey. 

Approval  was  voted. 

General  Practice  Subcommittee — Dr.  Curphey 
stated  that  he  had  received  a letter  from  Dr.  Fischer, 
president  of  the  New  York  State  Academy  of  Gen- 
eral Practice,  in  which  he  asks  for  a subcommittee  on 
General  Practice  of  the  Public  Health  and  Educa- 
tion Committee  to  consist  of  four  general  practi- 
tioners. 

It  was  voted  that  such  a subcommittee  be  formed 

and  that  the  personnel  and  number  be  left  to  the 

President  of  the  Medical  Society  of  the  State  of 

New  York. 

Blood  Banks  Subcommittee — Dr.  Curphey  pref- 
aced his  presentation  of  Dr.  Unger’s  report  by  ex- 
plaining that  the  subcommittee,  with  Dr.  Miller  of 
the  State  Health  Department,  had  been  given  the 
task  of  preparing  “a  realistic  program  on  this  ques- 
tion of  mass  typing.” 

The  report  concerned  a meeting  held  October  24  to 
which  specialists  from  various  parts  of  the  State  and 
country  were  gathered.  Several  recommendations 
were  made  as  a result  of  the  meeting,  as  follows: 

1.  A State  association  of  blood  banks  operated 
by  agencies  other  than  hospitals.  The  association 
would  maintain  regional  laboratories  and  component 
banks  would  operate  on  a mutual  assistance  basis 
with  established  minimum  standards  and  uniform 
equipment. 

2.  A letter  from  the  President  to  county  societies 
urging  “the  importance  of  encouraging  the  formation 
and  retention  of  blood  banks  at  the  local  levels”  and 
pointing  out  “the  present  dangerous  trend”  of 
abolishing  established  banks  “in  favor  of  centrally 
operated  banks  in  large  population  centers.” 

It  was  so  voted. 

3.  A conference  with  Dr.  Norman  Kiefer  of  the 
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National  Security  Resources  Board  “to  integrate 
ithe  State  program  with  the  Federal  approach”  and  a 
similar  conference  with  Dr.  Russell  Hayden,  the  new 
Director  of  the  Red  Cross  Program. 

It  was  voted  that  two  conferences  be  held,  the  first 

one  with  Dr.  Kiefer  and  the  other  with  Dr.  Hay- 
den. 

4.  Establishment  of  pilot  programs  for  mass 
grouping  “to  determine  the  difficulties  and  errors 
[inherent  in  mass  typing  under  conditions  of  stress.” 
This  would  be  financed  by  the  State,  and  blood  sam- 
ples would  be  obtained  from  the  State  Department 
of  Health  Laboratory.  Dr.  Curphey  stated  that 
such  a program,  conducted  in  Chicago  with  only 
slightly  instructed  personnel,  had  resulted  in  a 1 per 
cent  error,  part  of  which  was  thought  to  be  clerical 
rather  than  technical. 

5.  A letter  from  the  President  to  county  society 
presidents  and  to  the  president  of  the  Hospital 
i Association  of  New  York  State  recommending 
“establishment  of  a larger  number  of  blood  banks” 
and  expressing  disapproval  “of  any  measures 
[directed  towards  the  abolition  of  existing  blood 
banks.” 

Approval  was  voted. 

6.  Establishment  of  training  courses  in  blood 
grouping  and  Rh  testing,  directed  towards  biology 
and  chemistry  majors  in  women’s  colleges.  Ihe 
faculty  would  be  recruited  by  the  Subcommittee  on 
Blood  Banks,  and  the  possibility  of  formally  organ- 
ized courses,  for  which  credit  would  be  given,  was 
j considered. 

In  closing,  Dr.  Curphey  quoted  opinions  expressed 
t at  the  conference,  opposing  mass  grouping  programs 
and  favoring  a comprehensive  donor  program  with 
later  development  of  a recipient  program.  He  also 
suggested  publicizing  these  opinions  and  the  finally 
developed  program  both  in  the  Journal  and  in 
newspapers  throughout  the  State. 

The  report  was  adopted. 

Cancer  Subcommittee — Dr.  Adie,  chairman,  raised 
the  question  of  approval  of  the  Ulster  County 
Tumor  Clinic.  He  stated  there  was  no  record  that 
it  had  been  approved  by  the  county  society. 

Upon  request,  Dr.  Holcomb,  vice-speaker,  ex- 
plained that  this  tumor  clinic  is  approved  by  the 
members  of  the  Ulster  County  Medjcal  Society  and 
that,  if  official  approval  had  not  been  given,  it  was 

idue  to  an  oversight  which  would  be  corrected  at  the 
next  meeting  of  the  county  society. 

Dr.  Adie  stated  that  such  would  be  necessary  be- 
fore State  Society  approval  could  be  considered  by 
the  Subcommittee. 

Diabetes  Subcommittee — Dr.  Anderson,  chairman, 

! submitted  the  following  letters  for  approval: 

To:  Diabetes  Committees  of  County  Medical 
Societies  of  the  State  of  New  York 
As  you  know,  the  third  annual  Diabetes  Detec- 
tion Drive  of  the  American  Diabetes  Association 
will  begin  on  November  12  but  will  continue  for 
one  year.  The  Subcommittee  on  Diabetes  of  the 
Medical  Society  of  the  State  of  New  York  is  eager 
to  have  the  various  county  societies  again,  as  in 
the  past,  take  part  in  this  wholly  meritorious  effort 
on  the  part  of  the  medical  profession  to  meet  a 
serious  public  health  problem.  Some  counties  are 

I ? continuing  to  pursue  programs  already  adopted. 

Others  will  desire  guidance. 

This  year,  for  the  first  time,  the  American 
Medical  Association  has  given  its  unqualified  and 


testing  as  a technic  for  screening  out  glycosurics 
and  guiding  them  to  their  physicians  for  diagnosis. 
Your  own  State  Society  placed  the  resolution  be- 
fore the  House  of  Delegates  of  the  A.M.A.  in  San 
Francisco  last  June.  It  passed  without  dissent. 

Although  the  principle  of  periodic  self-testing  at 
home  is  now  well  established  among  members  of 
the  medical  profession,  there  still  remains  the 
problem  of  establishing  its  practice  among  the 
public.  It  is  being  pushed  by  insurance  and 
health  interests  throughout  the  country  as  an 
effective  means  to  guide  the  truly  appalling  number 
of  unrecognized  diabetics  to  their  physicians  for 
diagnosis  and  early  treatment. 

To  promote  the  practice  of  self-testing  your 
State  Diabetes  Committee  Chairman  would  like  to 
call  your  attention  to  a plan  being  pioneered  by 
counties  in  the  greater  New  York  area,  an  exten- 
sion of  the  Nassau  County  Plan. 

Briefly,  the  New  York  Plan  provides: 

1.  That  the  drug  or  pharmaceutical  organiza- 
tions of  the  county  be  asked  to  urge  their  member 
pharmacists  to  stock  self-testing  equipment  (See 
sample  enclosed  letter  used  in  greater  New  York 
area),  and 

2.  That  they  urge  these  pharmacists  to  pro- 
vide space  in  their  stores  for  small  “demonstration 
centers.” 

These  centers  may  have  no  more  than  a 
placard  or  two  with  a very  small  table  and  a 
demonstrator  who  will  explain  the  use  of  self- 
testing devices,  using  glucose-water  solution. 

3.  That  the  committee  on  diabetes  of  the 
county  medical  society  seek  the  cooperation  of 
some  public-spirited  lay  organization  to  man  these 
demonstration  centers  over  certain  hours. 

In  New  York  City  the  lay  demonstrators 
have  been  recruited  from  the  lay  members  of  the 
New  York  Diabetes  Association.  Elsewhere  it 
may  be  advisable  to  solicit  the  aid  of  friends  of 
medicine  such  as  the  woman’s  auxiliary  of  the 
county  society,  the  Junior  League,  or  P.T.A., 
etc. 

4.  That  the  lay  group  obtain  by  request 
through  the  county  medical  society  a free  supply  of 
reagent  material  not  only  to  be  used  in  demon- 
strating, but  also  to  be  given  to  customers  in  the 
store  purchasing  self-testing  kits.  Test  tablets 
will  be  given  as  a supplement  in  sufficient  quantity 
to  test  the  entire  family  at  home.  This  procedure 
is  regarded  as  a highly  desirable  stimulus  to  es- 
tablish the  practice  of  periodic  self-testing  at 
home. 

5.  With  each  tablet  distributed  will  be  given  a 
prepaid  postal  return  to  the  American  Diabetes 
Association  (no  signature  required)  indicating  re- 
sults of  the  test  and  whether  or  not  the  individual 
will  consult  his  physician.  These  postal  returns 
will  be  tabulated  by  the  A.D.A.  and  reported  back 
to  the  sponsoring  county  medical  societies. 

Since  to  date,  regrettedly,  only  one  company 
has  adequately  met  our  challenge  and  need  for 
supplying  self-testing  equipment  to  the  public 
(and  has,  besides,  conducted  a continuous  program 
of  the  public  education  on  the  merits  of  early  de- 
tection of  diabetes),  we  are  arranging  in  this  New 
York  project  for  distribution  of  the  reagent  ma- 
terial of  this  company’s  product — The  Ames 
Clinitest  tablets.  Some  druggists  in  your  county 
may  wish  to  stock  self-testing  .equipment  other 
than  that  of  the  Ames  Selftester.  It  is  the  opinion 
of  your  State  chairman  that  they  should  most  cer- 
tainly be  encouraged  to  do  so,  even  apart  from  the 
above  program.  The  more,  the  better! 
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For  further  guidance  and  information  as  to  pro- 
curing free  supplementary  tablets  for  distribution 
(in  stores)  by  laymen,  please  contact  your  State 
chairman  at  the  address  below. 

George  E.  Anderson,  M.D. 
Chairman,  Subcommittee  on  Diabetes, 
Council  Committee  on  Public  Health 
and  Education,  Medical  Society  of 
the  State  of  New  York 

From:  New  York  Diabetes  Association 
To:  Pharmaceutical  Associations  of  the  Greater 

New  York  area. 

The  American  Medical  Association  in  June  ap- 
proved the  principle  of  home-testing  for  glycosuria 
in  an  effort  to  find  the  unknown  million  diabetics 
in  this  country. 

The  Medical  Society  of  the  State  of  New  York 
had  already  approved  and  many  of  the  county 
medical  societies  have  or  will  soon  have  registered 
their  formal  approval  of  putting  the  principle  into 
practical  application  in  their  local  areas. 

Two  problems  still  remain: 

1.  To  persuade  the  pharmacists  in  our  five 
boroughs  to  stock  their  shelves  on  consignment 
with  self-testing  sets  to  meet  customers’  demands. 

2.  To  acquaint  the  public,  in  those  counties 
approving,  with  the  fact  that  self-testing  sets  can 
be  purchased  over  the  counters  of  their  neighbor- 
hood pharmacies. 

The  New  York  Diabetes  Association  is  planning 
to  help  solve  the  publicity  problem  in  Greater 
New  York  by  supplying  neighborhood  drugstores 
with  lay  demonstrators  to  show  the  public  (with 
glucose  solution)  how  the  test  is  made  and  the  ad- 
vantages accruing.  During  the  Drive,  the  lay 
demonstrators  will  furnish  as  a contribution  from 
the  New  York  Diabetes  Association  to  every 
individual  purchasing  a self-tester  over  the  drug 
counter  sufficient  tablets  to  test  his  entire  family 
at  home.  (The  self-tester  retailing  for  39  cents 
contains  only  two  tablets.) 

May  we  invite  your  moral  support  of  this 
project  to  the  extent  of  acknowledging  your  own 
approval  of  it  to  your  constituent  pharmacists 
either  through  your  society  organ  or  when  a 
pharmacist  member  calls  you  for  information  as 
to  your  society’s  stand. 

In  New  York  State,  Diabetes  Detection  Drive 
activities  will  probably  reach  a climax  between 
November  15  and  June  30. 

The  New  York  Diabetes  Association  is  making 
an  effort  to  wean  the  public  away  from  mass  free- 
detection  centers  by  encouraging  the  individual  as 
a personal  enterprise  to  purchase  a home  self- 
testing set  in  his  own  neighborhood  drugstore. 
The  pharmacist  through  whose  store  a diabetic  is 
discovered  stands  well  to  hold  that  individual  as  a 
steady  purchaser  of  insulin  and  diabetes  supplies. 
The  pharmacist,  on  the  other  hand,  cannot  possi- 
bly lose  financially.  He  will  be  rendering  a well- 
recognized  public  service  educating  the  public  in  a 
lifelong  habit  of  periodic  self-testing. 

May  I have  the  courtesy  of  an  early  reply  so 
that  our  Drive  activities  may  be  initiated  at  the 
earliest  possible  date  in  your  member  pharmacies. 
Thank  you. 

George  E.  Anderson,  M.D. 

Chairman,  Committee  on  Public  Relations 
of  the  New  York  Diabetes  Association  and 
Chairman,  Subcommittee  on  Diabetes, 
Medical  Society  of  the  State  of  New  York 

It  was  voted  to  approve  both  these  letters. 


Public  Relations. — Dr.  Winslow,  chairman,  re- 
ported as  follows: 

During  the  temporary  absence  of  Mr.  Dwight 
Anderson  for  reasons  of  health,  Mr.  Frederick  W. 
Miebach  has  been  designated  to  carry  on  his  public 
relations  duties. 

Every  newspaper  in  New  York  State  during  the 
week  of  October  8 carried  the  A.M.A.  advertise- 
ment, and  radio  stations  in  all  parts  of  the  State 
broadcast  spot  announcements.  While  the  Public 
Relations  Bureau  has  received  reports  that  there 
were  a number  of  areas  in  the  State  where  there  was 
a considerable  volume  of  tie-in  advertising,  the 
support  by  outside  organizations  and  businesses  in 
New  York  City  was  disappointing.  This  is  perhaps 
attributable  to  the  very  high  advertising  rates  pre- 
vailing among  the  newspapers  of  the  metropolitan 
area.  An  effort  is  being  made  to  canvass  the  State 
in  order  to  obtain  complete  information  regarding  the 
volume  of  advertising  in  the  press. 

The  Public  Relations  Bureau  has  handled  press 
coverage  for  the  district  branch  meetings  held  in 
Ithaca,  Buffalo,  West  Point,  and  Garden  City.  The 
amount  of  space  devoted  by  the  press  to  district 
branch  meetings  has  been  very  gratifying. 

News  releases  covering  postgraduate  education 
were  issued  concerning  the  following  counties: 
Columbia,  Fulton,  Greene,  Herkimer,  Jefferson, 
Onondaga,  Ontario,  Queens,  Rensselaer,  Schoharie, 
Steuben,  Suffolk,  Ulster,  and  Washington. 

During  the  past  month  the  Public  Relations 
Bureau  has  mailed  to  public  relations  committee 
chairmen  of  county  societies  two  booklets  to  assist 
them  in  their  work.  One,  “Grass  Roots  Public  Rela 
tions,”  is  a manual  devoted  to  public  relations  plans 
and  projects,  while  the  other,  “Working  with  News- 
papers,” is  a handbook  aimed  at  improvement  of 
press  relations. 

A newsletter  was  mailed  on  October  27.  It  con- 
tained a final  reminder  to  physicians  to  do  their  duty 
as  citizens  at  the  polls  on  November  7 and  news  of  a 
very  important  public  relations  development  in  the 
Sixth  District  Branch,  where  the  members  in  at- 
tendance at  the  annual  meeting  on  October  4 voted 
to  initiate  a program  of  the  Alameda  County  type, 
subject  to  the  approval  of  component  county  socie- 
ties. 

A manual  on  how  to  establish  an  emergency  medi- 
cal service  has  been  reproduced  and  mailed  for  the 
guidance  of  members  of  county  societies  desiring  to 
start  this  important  public  service. 

The  Public  Relations  Bureau  has  received  21 
series  of  electrical  transcriptions  for  radio  use  on 
health  subjects  from  the  Bureau  of  Health  Educa- 
tion, A.M.A.,  for  the  county  public  relations  com- 
mittee chairmen. 

On  October  12,  the  Dairymen’s  League  Coopera- 
tive Association,  with  26,000  members  in  New  York 
and  neighboring  states,  unanimously  adopted  a 
resolution  condemning  compulsory  health  insurance. 
This  resolution  was  given  wide  publicity,  and  as- 
sistance was  given  to  the  .Association  to  enable  it  to ; 
send  a copy  to  every  member  of  the  Medical  Society 
of  the  State  of  New  York. 

Arrangements  were  completed  by  the  Speakers 
Service  to  have  Dr.  James  R.  Reuling  participate  in  a 
forum  on  the  program  for  American  medicine,  in 
accordance  with  a request  for  a speaker  by  Dr.  A.  M. 
Matzkin,  first  deputy  commissioner  of  the  Depart- 
ment of  Hospitals.  Assistance  was  also  given  to  thp 
Queens  County  Woman’s  Auxiliary  in  arranging  to 
have  Dr.  Wilfred  King  address  them. 

Conferences  were  held  with  the  chairmen  of  the  | 
program,  public  relations,  legislation,  and  press  and  | 
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publicity  committees  regarding  the  fall  and  winter 
programs  of  the  Woman’s  Auxiliary.  Special  meet- 
ings were  held  with  Mrs.  Hugh  G.  Henry,  president, 
when  material  to  appear  in  the  1950-1951  Ladder 
was  reviewed,  edited,  and  prepared  for  the  printer. 
Material  for  the  coming  issue  of  the  Distaff  has  been 
received  and  reviewed.  Special  conferences  were 
held  with  county  auxiliary  presidents  regarding  in- 
formal meetings  with  auxiliary  officers  and  leaders  of 
women’s  organizations  in  the  communities,  at  which 
the  qualifications  of  the  candidates  for  election 
could  be  reviewed.  Suggestions  and  recommenda- 
tions for  establishment  of  an  outline  for  members  of 
study  groups  were  also  considered. 

The  most  recent  county  society  to  establish  a 
mediation  committee  and  an  emergency  “round-the- 
clock”  telephone  medical  service  is  Oswego  County. 
Press  announcements  appeared  in  the  local  paper, 
The  Oswego  Palladium-Times,  and  in  the  Syracuse 
Journal,  through  the  efforts  of  Mr.  Weinrich,  field 
representative,  who  also  held  conversations  with  the 
manager  of  the  local  telephone  company  to  secure 
the  cooperation  of  local  operators. 


Rural  Medical  Service. — Dr.  Di  Natale,  chair- 
man, reported  that  he  had  met  county  farm  agents  of 
western  New  York  and  had  suggested  that  they  con- 
tact local  medical  societies  when  or  if  rural  medical 
problems  arise.  He  stated  that  several  persons  from 
western  states  attended  the  meeting,  that  further 
meetings  are  to  be  held  in  Batavia  and  Syracuse, 
and  that  the  committee  will  send  a representative  to 
a rural  medical  service  committee  meeting  of  the 
American  Medical  Association  if  one  is  held. 


Workmen’s  Compensation. — Dr.  Kenney,  chair- 
man, reported  as  follows: 

“I  would  say  that  I have  not  convened  the  general 
committee  because  we  had  no  meeting  with  responsi- 
ble authorities  of  the  Workmen’s  Compensation 
Board.  I announced  earlier  in  this  session  that  such 
a meeting  would  probably  be  held  in  the  next  ten 
days  with  representatives  of  the  Advisory  Council. 
I hope  later  to  convene  our  committee  for  action  on 
whatever  develops  out  of  that  subcommittee  meet- 
ing.” 


NEW  FILM  POINTS  OUT  PROBLEMS  OF  SOCIALIZED  MEDICINE 


A new  film  to  inform  the  public  of  the  accomplish- 
ments of  the  medical  profession  and  point  out  the 
problems  of  socialized  medicine,  entitled  “To  Your 
Health,”  has  been  produced  for  the  Michigan  State 
Medical  Society  by  The  Jam  Handy  Organization. 
The  film  briefly  summarizes  and  effectively  treats  a 
widely  discussed  national  issue  that  affects  the  lives 
and  vvell-being  of  every  American. 

Phil  Faversham,  son  of  the  late  matinee  idol 
William  Faversham,  heads  an  outstanding  cast 
illustrating  the  viewpoints  of  people  on  the  subject 
of  compulsory  health  insurance.  A reporter  is  sent 
out  by  his  city  editor  to  do  a feature  on  the  contro- 
versial issue  of  socialized  medicine.  He  talks  with 
the  man  on  the  street,  the  housewife,  the  worker — all 
who  would  be  affected  by  this  proposed  government 
program. 

He  interviews  a doctor  who  cites  the  record  of  the 
medical  profession  in  helping  reduce  infant  mortality, 


increasing  life  expectancy,  controlling  children’s 
diseases,  etc.  The  doctor  states  that  more  hospitals 
are  being  built,  more  doctors  are  available,  more 
health  information  is  being  distributed,  and  urges 
people  to  take  better  care  of  themselves  and  volun- 
tarily set  up  a reserve  fund  against  ill  health. 

Growth  of  voluntary  medical  health  funds  is 
shown,  proving  that  people  can  solve  their  own  prob- 
lems without  government  support.  The  picture 
goes  on  to  point  up  that  Federal  control  of  medical 
care  would  make  physicians  servants  of  the  state 
and  might  cause  a breakdown  in  the  present  high 
state  of  efficiency  among  our  professional  men  who 
would  be  under  government  control  which  is  lacking 
in  knowledge  of  medicine. 

Finally,  the  government  is  urged  to  help  by  solv- 
ing some  of  the  causes  of  diseases,  that  is,  slum  clear- 
ance, better  working  and  home  conditions,  sanitary 
regulations,  etc. 
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THE  USE  OF  ANTICOAGULANTS 


To  the  Editor: 

I wish  to  commend  Dr.  James  T.  Geddis  on  his 
article,  “The  Use  of  Anticoagulants,”  which  ap- 
peared in  the  December  1,  1950,  issue  of  the  New 
York  State  Journal  of  Medicine.  I am  par- 
ticularly interested  in  his  statement  that  anticoagu- 
lants should  be  used  more  frequently  at  home  in 
indicated  cases. 

It  has  been  my  contention  that  the  percentage  of 
risk  of  administration  of  anticoagulants  at  home  is 
only  slightly  increased  over  that  of  hospital  ad- 
ministration. Of  course,  the  basic  problem  is  the 
convenient  availability  of  a well-qualified  laboratory 
to  perform  the  required  clotting  and  prothrombin 
times.  If  such  obstacle  can  be  hurdled,  then  no 
further  problem  exists.  Blood  can  be  drawn  either 
by  the  physician  or  nurse,  and  the  sample  delivered 
to  the  laboratory  by  any  member  of  the  family.  The 
results  of  the  blood  tests  can  be  secured  as  rapidly  as 
if  the  patient  were  in  a hospital.  Antidotes  for 
abnormal  bleeding  manifestations  resulting  from 
anticoagulant  administration,  such  as  vitamin  K 
and  protamine  sulfate,  can  be  given  as  readily  at 
home  as  in  a hospital.  With  present-day  setups, 
blood  transfusions  can  be  given  almost  as  quickly 
and  adequately  at  home. 


Other  than  the  economic  saving  to  a patient  and 
his  family,  the  important  feature  of  home  care  is  the 
psychologic  one.  Home  surroundings  in  most  in- 
stances enhance  mental  rest,  lead  to  better  cooper- 
ation, and  make  the  patient  happier  and  more  con- 
tent. The  members  of  the  family,  the  nurse,  and  the 
physician  act  as  a team,  and  the  responsibilities  are 
shared  by  all.  Consequently,  there  results  a greater 
mutual  admiration  and  understanding  between  the 
family  and  physician. 

I would  like  to  reiterate  that  adequate  laboratory 
facilities  must  be  available  to  perform  the  re- 
quired clotting  and  prothrombin  times  whenever 
anticoagulants  are  used.  The  Smith  bedside  tech- 
nic is  the  least  efficient  and  reliable  of  all  methods  to 
determine  prothrombin  times.  Rather  than  sub- 
ject a patient  to  false  reports  and,  therefore,  to  pos- 
sible dire  consequences,  Dicumarol  should  not  be 
used  when  adequate  prothrombin  times  cannot  be 
performed.  This  dictum  remains  true  whether  the 
patient  is  being  treated  at  home  or  in  a hospital. 

J.  A.  Mishkin,  M.D. 

Watertown,  New  York 
December  18, 1950 


the  McCarthy  plan 


To  the  Editor: 

The  American  Medical  Association  conducted  an 
extensive  advertising  campaign  during  the  month  of 
October,  1950.  A large  sum  of  money  was  expended ; 
the  results  are  now  being  evaluated.  The  case  for 
American  medicine  was  presented  to  the  American 
people.  Whatever  advantage  that  we  may  obtain 
may  well  be  lost  if  we  must  wait  until  this  procedure 
is  repeated.  Some  method  should  be  found  within 
the  code  of  ethics  and  bounds  of  common  sense  to 
follow  up  this  campaign. 

During  the  past  month  I have  been  actively  urging 
a plan — for  want  of  a better  name,  call  it  the 
McCarthy  Plan.  It  was  presented  to  the  Comitia 
Minora  and  the  Bronx  County  Medical  Society, 
and  it  met  approval  with  enthusiasm. 

During  the  course  of  each  year  every  physician  is 
approached  for  a contribution  by  many  organiza- 
tions, i.e.,  religious,  welfare,  fraternal,  educational, 
veterans,  etc.  Under  our  Code  of  Ethics,  and  rightly 
so,  the  physician  may  not  advertise.  Most  of  these 
affairs  or  benefits  organized  by  these  organizations 
publish  a journal  or  program  that  contains  adver- 
tisements. It  has  been  my  custom  to  give  a dona- 
tion, and  no  benefit  has  been  derived  from  this, 
either  by  myself  or  my  profession. 


My  plan  is  to  utilize  this  money  donated  by 
physicians  for  the  benefit  of  the  medical  profession 
and  to  further  the  campaign  of  the  American  Medical 
Association  to  educate  the  American  people.  In- 
stead of  a donation,  buy  the  space  in  the  journal 
or  program  and  insert  a slogan;  no  physician’s 
name  or  medical  organization  name  need  be  used. 
Thusly,  over  the  course  of  a year,  thousands  of  indi- 
vidual physicians  may  present  to  the  general  public 
through  legitimate  advertising  in  an  ethical  way 
the  case  for  American  medicine. 

The  possibilities  of  such  a program  seem  so  large 
that  I thought  that  some  better  way  should  be 
found  to  present  this  plan  than  through  the  efforts 
of  an  individual. 

Slogans  that  are  positive,  that  are  in  good  taste, 
that  re-emphasize  the  position  of  the  American 
Medical  Association  might  well  be  prepared  by  the 
Public  Relations  Bureau  of  the  Medical  Society  of 
the  State  of  New  York  and  sent  to  individual  phy- 
sicians for  their  use. 

Recently  I inserted  in  the  program  of  a welfare 
ball  of  a large  veterans’  organization  the  following: 
“Preserve  the  right  to  choose  your  own  physician.’’ 
Again  in  a prep  school  yearbook,  “Maintenance  of 
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good  health  is  your  personal  responsibility.”  The 
significance  of  both  slogans  was  quite  well  under- 
stood. 

I am  sure,  if  this  plan  could  be  successfully  pre- 
sented to  our  profession,  millions  of  people  that  we 
wish  to  convince  would  constantly  be  reading 
thousands  of  slogans  to  remind  them  that  the  Ameri- 


can people  have  many  rights  that  they  should  cher- 
ish and  defend,  that  they  may  always  have  freedom 
and  liberty  in  medicine  as  well  as  everything  else. 

Thomas  F.  McCarthy,  M.D. 
2265  University  Avenue 
New  York  City 
December  2,  1950 


HAY  FEVER,  HUMIDITY,  AND  SINUSITIS 


To  the  Editor'. 

The  article  appearing  in  the  July  15,  1950,  issue 
of  the  New  York  State  Journal  of  Medicine 
under  the  title,  “Hay  Fever,  Humidity,  and  Si- 
nusitis,” is  amazing  in  its  unscientific  approach, 
its  unscientific  analysis,  and  its  unscientific  con- 
clusions. The  author,  without  a modicum  of  posi- 
tive evidence,  stands  ready  to  deny  a conclusion 
that  has  been  based  on  clinical  immunologic  and 
laboratory  evidence  repeatedly  demonstrated  over 
many  years.  The  evidence  that  the  basic  cause 
of  most  cases  of  hay  fever  is  sensitization  to  pollen 
is  massive,  though  it  is  well  recognized  that  nu- 
merous other  elements  may  modify  the  symptoms  of 
hay  fever  or  may  make  them  continue  beyond  the 
last  appearance  of  pollen  in  the  atmosphere. 

The  article  contains  several  questionable  state- 
ments of  fact.  The  author  states  that  “ . . . many 
of  the  resorts  to  which  hay  fever  patients  go  for 
relief  have  much  higher  pollen  counts  than  their 
home  localities . . . .”  Recognized  authorities  in 
the  field  of  allergy  do  not  recommend  any  com- 
munity having  a pollen  index  figure  above  10  as 
suitable  for  relief  of  ragweed  victims,  and  actually 
prefer  resorts  with  indices  below  5,  of  which  there 
are  a number  in  New  York  State. 

The  author  states  he  has  found  no  reports  of 
cases  where  pollen  was  found  in  nasal  secretion. 
It  would  be  unreasonable  to  assume  that  an  in- 
dividual breathing  air  containing  dozens  and  at 
times  hundreds  of  pollen  granules  per  cubic  yard 
of  air  in  twenty-four  hours  would  not  have  some  of 
these  granules  reach  the  nose  and  the  rest  of  the 
respiratory  tract.  Furthermore,  it  is  quite  clear 
that  an  intact  pollen  granule  is  not  necessary  for 
either  sensitization  or  provocation  of  symptoms. 


For  example,  constitutional  reactions  in  therapy 
are  the  result  of  the  injections  of  extracts  of  pollen. 

The  author  implies  that  the  only  persons  in  whom 
hay  fever  is  seen  are  those  who  have  chronic  sinus 
infection.  This  is  not  the  experience  of  others. 

Of  course  the  simplest  way  of  disproving  the 
author’s  basic  contention  that  hay  fever  is  an  acute 
exacerbation  of  a chronic  nasosinusitis  induced  by 
excessive  humidity  of  the  season  is  by  having  a 
patient  with  a history  of  clinical  hay  fever  inhale 
some  pollen  out  of  season  at  a time  when  the  humid- 
ity is  low.  Such  a person,  so  exposed,  will  in- 
variably exhibit  the  symptoms  of  hay  fever. 

The  author  makes  no  mention  at  all  of  the 
reagins  for  pollen  almost  invariably  present  in 
patients  with  clinical  hay  fever.  One  wonders 
how  he  would  explain  this. 

The  two  case  reports  offered  by  the  author  as 
supporting  his  thesis  are  most  unconvincing,  especi- 
ally since  the  symptoms  of  one  patient  began  the 
end  of  July,  a time  when  in  the  metropolitan  area 
there  are  almost  no  pollens  of  any  kind  in  the  air, 
and  in  the  other,  the  symptoms  were  severe  in 
July  and  August.  One  can  well  question  whether 
these  two  patients  had  classical  hay  fever  at  all. 

It  is  incumbent  on  all  scientifically  minded  phy- 
sicians to  exercise  some  caution  in  attacking  a con- 
cept which  has  the  support  of  a mass  of  confirmed 
data.  Certainly,  substantial  positive  evidence 
should  be  supplied  to  sustain  the  new  idea.  This 
the  author  has  failed  to  do. 

S.  Senior  Sack,  M.D. 

39-01  Main  Street 
Flushing,  New  York 
August  1,  1950 


Reply  by  Dr.  Unger 


To  the  Editor'. 

Dr.  Sack  is  indignant  at  my  “unscience”  but  in 
paragraph  1,  he  makes  11  distinct  assertions  without 
giving  any  scientific  support  for  them.  In  paragraph 
2,  he  fails  to  name  a single  popular  health  resort  or 
its  pollen  count.  In  paragraph  3,  he  fails  to  men- 
tion a single  case  where  pollens  were  found  in  the 
nasal  secretions.  In  paragraph  4,  he  fails  to  men- 
tion a single  case  of  hay  fever  without  sinusitis. 


In  paragraph  5,  he  asserts  that  a person  exposed 
to  pollens  out  of  season  will  get  hay  fever,  but  fails 
to  cite  a single  case  where  he  or  anybody  else 
observed  this  phenomenon.  In  paragraph  6,  he 
asserts  the  almost  invariable  presence  of  reagins 
in  hay  fever  patents;  what  does  that  prove?  In 
paragraph  7,  he  states  that  there  are  almost  no 
pollens  in  the  metropolitan  area  in  July.  To  what 
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does  he  attribute  the  symptoms  that  resemble  hay 
fever  in  so  many  people  in  July?  Or  hasn’t  he  seen 
such  patients? 

In  paragraph  8 he  urges  caution  in  the  “scientif- 
ically minded”  when  attacking  shibboleths  and 
the  necessity  of  supplying  substantial  proof  when 


doing  so. 
point. 


I quite  agree  with  Dr.  Sack  on  that 


36  West  40th  Street 
New  York  City 
September  2,  1950 


Max  Unger,  M.D. 


EXTENSION  OF  CORRESPONDENCE 


To  the  Editor'. 


An  article  entitled  “Hay  Fever,  Humidity,  and 
Sinusitis”  which  appeared  in  the  July  15  issue  of  our 
New  York  State  Journal  of  Medicine  had  so 
little  basis  in  fact  that  my  first  reaction  was  to 
ignore  it  and  wonder  how  it  ever  got  into  print. 

However,  evidently  because  of  the  sensational 
claims,  (though  unsubstantiated  by  fact),  news 
services  have  spread  the  theme  all  over  the  country 
that  pollen  is  not  the  cause  of  hay  fever,  but  rather 
it  is  due  to  humidity  and  sinus  trouble.  The 
result  has  been  that  many  of  my  colleagues  and 
myself  in  the  New  York  Allergy  Society,  as  well 
as  other  allergists  and  internists  throughout  the 
country,  have  been  besieged  by  questions  from 
patients  confused  over  such  a contrary  theory. 

The  questions  which  arise  in  my  mind  are : 

1.  Has  the  author  taken  the  trouble  to  read 
enough  of  the  enormous  amount  of  published  data 
in  the  allergy,  the  medical  and  research  journals  on 
hay  fever,  and  rhinitis  due  to  other  causes,  to  learn 
how  to  differentiate  between  them?  Such  articles 


frequently  discuss  the  relationships  of  climate  and 
sinus  disease  to  hay  fever!  Of  his  total  of  five 
references  three  refer  to  publications  of  around  1900, 
another  by  himself  and  the  other  one  quoting  the 
U.  S.  Department  of  Agriculture  re  hay  fever  relief 
resorts. 

2.  Has  he  ever  heard  of  specific  skin  sensitizing 
antibodies,  blocking  antibodies,  and  passive  trans- 
fer studies? 

3.  Does  he  know  that  a great  many  of  his 
colleagues  among  the  nose  and  throat  specialists 
throughout  the  country  are  treating  their  patients 
with  specific  pollen  therapy  because  of  the  ex- 
cellent results  it  produces  in  true  hay  fever  cases? 

I believe  that  the  paper  herein  referred  to  has 
served  no  useful  purpose  but  has  spread  much 
confusion. 


140]East  54th  Street 
New  York  City 


James  H.  Barnard,  M.D. 


Reply  by  Dr.  Unger 


To  the  Editor: 

I have  read  the  letter  of  Dr.  James  H.  Barnard 
and  do  not  find  any  fact  or  explanation  in  it  that 
in  any  way  refutes  the  facts  and  conclusions  con- 


tained in  my  article. 


Max  Unger,  M.D. 


December  13,  1950 


NOTE:  Relative  to  the  foregoing  correspondence, 
the  Editors  desire  to  remind  the  readers  of  the 
Journal  that  they  exercise  no  right  to  delete  con- 
tributions submitted  in  good  faith  by  authors  be- 
cause they  present  thoughts  which  vary  from 
accepted  ideas,  provided  these  are  submitted  in  a 


proper  manner  and  adequately  documented.  We 
accept  no  responsibilities  for  the  views  expressed  by 
contributors  in  their  original  articles  but  are  always 
prepared  to  publish  criticisms  of  such  articles  after 
these  have  been  submitted  for  rebuttal. — The 
Editors 


MARK  YOUR  CALENDAR  NOW  FOR  APRIL  30  TO  MAY  4, 
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Teen-age  acne  patients  get  back 
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on  Acnomel’s  cosmetic  and  therapeutic  effectiveness: 
Flesh-tinted  Acnomel  "matched  the  average  skin,  enabled 
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Smith,  Kline  & French  Laboratories,  Philadelphia 
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a significant  advance,  clinical  and  cosmetic,  in  acne  therapy 


NECROLOGY 


Edward  Axselrod,  M.D.,  of  Port  Henry,  died 
December  6,  1950,  at  Memorial  Hospital,  New  York 
City,  after  a long  illness,  at  the  age  of  thirty-five. 
Dr.  Axselrod  received  his  medical  degree  in  1940 
from  the  New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals.  During  World  War  II 
he  served  in  the  U.  S.  Army  Medical  Corps  as  a 
major  in  the  European  Theater  of  Operations.  He 
was  a member  of  the  Essex  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Michael  E.  Costello,  M.D.,  of  Penn  Yan,  died  on 
November  28,  1950,  at  the  Clifton  Springs  Sani- 
tarium at  the  age  of  eighty-one.  Dr.  Costello  re- 
ceived his  medical  degree  from  the  George  Wash- 
ington Medical  School  in  Washington,  D.  C.,  in 
1902,  and  began  his  practice  in  Branchport,  where 
he  lived  until  a few  years  ago  when  he  moved  to 
Penn  Yan.  Dr.  Costello  was  formerly  supervisor 
and  health  officer  for  the  Town  of  Jerusalem  and  was 
also  physician  for  the  Yates  County  jail.  During 
World  War  I he  was  stationed  with  the  U.  S.  Army 
Medical  Corps  at  Fort  George  G.  Meade,  Maryland. 
He  was  a member  of  the  Yates  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Joseph  Donovan,  M.D.,  of  the  Bronx,  died 
December  12,  1950,  at  St.  Elizabeth’s  Hospital  at 
the  age  of  seventy-one.  Dr.  Donovan  was  gradu- 
ated from  the  New  York  University  and  Bellevue 
Hospital  Medical  School  in  1902  and  interned  at 
Harlem  Hospital.  He  was  assistant  professor  of 
operative  surgery  at  Fordham  University  Medical 
School  from  1914  to  1917  and  a member  of  the 
staffs  of  St.  Elizabeth's  Hospital,  Misericordia  Hos- 
pital, and  the  House  of  Calvary  Hospital  for  Cancer, 
all  in  the  Bronx. 

In  1904,  Dr.  Donovan  received  a medal  from  the 
City  of  New  York  for  his  work  in  treating  victims 
of  the  fire  aboard  the  excursion  steamer  General 
Slocum,  which  burned  in  the  East  River  near  the 
Harlem  Hospital  where  he  worked.  He  was  a mem- 
ber of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arthur  Frank,  M.D.,  of  New  York  City,  died  on 
September  25,  1950,  at  the  age  of  sixty-one.  Dr. 
Frank  received  his  medical  degree  from  the  Uni- 
versity of  Bonn  in  1917.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Theodore  Stuart  Hart,  M.D.,  of  New  York  City, 
died  on  January  1 at  his  home  at  the  age  of  eighty- 
one.  Dr.  Hart  was  graduated  from  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
1895  and  interned  at  Presbyterian  Hospital.  He  was 
instructor  at  Columbia  from  1903  to  1913  and  as- 
sistant professor  of  clinical  medicine  from  1913  to 
1922.  During  World  War  I he  was  a member  of  the 
U.  S.  Army  Cardio-Vascular  Board,  and  during 
World  War  II  he  served  as  a member  of  the  medical 
reserve  pool  of  the  Citizens  Defense  Corps. 


A director  and  former  chairman  of  the  executive 
committee  of  the  American  Heart  Association,  Dr. 
Hart,  who  retired  from  active  practice  three  years 
ago,  was  a former  consultant  to  the  Presbyterian 
Hospital,  the  Neurological  Institute,  and  the  Man- 
hattan Eye,  Ear  and  Throat  Hospital.  He  had  been 
active  in  the  Association  for  the  Prevention  and 
Relief  of  Heart  Disease,  of  which  he  was  president 
in  1922-1924.  He  was  the  author  of  The  Diagnosis 
and  Treatment  of  Abnormalities  of  Myocardial 
Function,  Taking  Care  of  Your  Heart,  and  many 
papers  on  disturbances  of  metabolism  and  defective 
circulation. 

A Diplomate  of  the  American  Board  of  Internal 
Medicine,  Dr.  Hart  was  a member  of  the  Association 
of  American  Physicians,  the  American  Society  of 
Clinical  Investigation,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  o/  New  York,  and 
the  American  Medical  Association. 

Charles  Henderson  Holman,  M.D.,  of  Hammonds- 
port,  died  on  November  22,  1950,  at  the  age  of 
eighty-seven.  Dr.  Holman  was  graduated  from 
the  New  York  University  Medical  School  in  1886 
and  practiced  in  New  York  City  and  Flushing,  Long 
Island,  for  about  thirty  years  before  moving  to 
Steuben  County.  During  World  War  II,  when 
doctors  were  scarce,  he  served  at  the  Bath  Hospital, 
although  he  had  retired  from  active  practice. 

Charles  Holyoke  Holmes,  M.D.,  of  Cambridge, 
died  on  December  4,  1950,  at  the  Mary  McClellan 
Hospital  at  the  age  of  seventy-six.  Dr.  Holmes 
received  his  medical  degree  from  the  University  of 
Pennsylvania  Medical  School  in  1901.  He  had  for- 
merly been  on  the  staff  of  Bellevue  Hospital,  New 
York  City,  and  had  practiced  in  Buskirk  before  mov- 
ing to  Cambridge,  where  he  had  practiced  for  the 
past  twenty-six  years.  Dr.  Holmes  had  been  health 
officer  of  the  Town  of  Cambridge  and  coroner  of 
Washington  County.  He  was  a member  of  the 
Washington  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Charles  Jack  Hunt,  M.D.,  of  New  York  City, 
died  on  January  1 at  the  Veterans  Administration 
Hospital,  the  Bronx,  at  the  age  of  seventy-four. 
Dr.  Hunt  received  his  medical  degree  from  the  Uni- 
versity of  Pennsylvania  Medical  School  in  1905  and 
interned  at  the  Presbyterian  Hospital  in  Philadel- 
phia, where  he  practiced  until  he  came  to  New  York 
City  in  1919.  During  the  Spanish-American  War 
Dr.  Hunt  served  as  a corporal  in  the  U.  S.  Army 
infantry,  and  during  World  War  I was  a major  in 
the  U.  S.  Army  Medical  Corps.  He  was  formerly 
assistant  professor  of  medicine  at  the  New  York 
Post-Graduate  School  of  Medicine  and  a past  presi- 
dent of  the  Bronchoscopic  Society  of  New  York. 

Paul  E.  Jouard,  M.D.,  of  Brooklyn  and  Mount 
Vernon,  died  on  December  1,  1950,  at  his  home  in 
Mount  Vernon  at  the  age  of  fifty-nine.  Dr.  Jouard 
received  his  medical  degree  from  the  New  York 
Medical  College,  Flower  and  Fifth  Avenue  Hospi- 
[Continued  on  page  412] 
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tals,  in  1920  and  had  practiced  in  Brooklyn  and 
Westchester  for  the  past  thirty  years,  being  a mem- 
ber of  the  staff  of  the  Mount  Vernon  Hospital.  He 
was  a member  of  the  Kings  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Howard  Marion  Kenyon,  M.D.,  of  Schaghticoke, 
died  on  December  17,  1950,  at  his  home  at  the  age 
of  sixty.  Dr.  Kenyon  was  graduated  from  the  Al- 
bany Medical  College  in  1917  and  practiced  in  Lake 
George  and  later  in  New  Jersey  before  locating  at 
Schaghticoke  fifteen  years  ago.  He  was  a member 
of  the  Rensselaer  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Richard  Kovacs,  M.D.,  of  New  York  City,  died 
on  December  29,  1950,  at  the  New  York  Hospital, 
after  a long  illness,  at  the  age  of  sixty-six.  A native 
of  Hungary,  Dr.  Kovacs  received  his  medical  degree 
from  the  Royal  Hungarian  University  at  Budapest 
in  1906.  Before  coming  to  the  United  States  in 
1909,  Dr.  Kovacs  spent  three  years  as  ship’s  surgeon 
with  the  Cunard  Line.  During  World  War  I,  he 
was  an  examining  physician  for  Selective  Service 
and  during  World  War  II  an  instructor  of  military 
postgraduate  medical  courses. 

In  1922,  as  director  of  the  department  of  electro- 
therapy at  the  Reconstruction  Hospital,  Dr.  Kovacs 
introduced  measures  for  the  relief  of  pain  by  dia- 
thermic procedures.  He  was  the  author  of  several 
books,  including  Electrotherapy  and  Light  Therapy 
and  a manual  for  nurses  on  physical  therapy. 

Dr.  Kovacs  was  clinical  professor  of  physical 
therapy  at  the  New  York  Polyclinic  Medical  School 
and  Hospital,  attending  physician  in  physical  medi- 
cine at  Columbia,  Polyclinic,  Correction,  Man- 
hattan State,  and  Harlem  Valley  Hospitals,  and 
consultant  in  physical  medicine  at  Mary  Immacu- 
late, St.  Charles,  Alexian  Brothers,  and  the  Veterans 
Administration  Hospitals.  A Diplomate  of  the 
American  Board  of  Physical  Medicine,  he  was  a 
member  of  the  American  Congress  of  Physical  Medi- 
cine, the  American  Physical  Medicine  Society,  the 
American  Therapy  Society,  the  New  York  Society 
for  Physical  Medicine,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Samuel  Lubash,  M.D.,  of  New  York  City,  died 
on  December  8,  1950,  at  his  home  at  the  age  of 
fifty-four.  Dr.  Lubash  received  his  medical  degree 
from  the  New  York  University  and  Bellevue  Hos- 
pital Medical  School  in  1921.  From  1927  to  1933 
he  was  assistant  professor  of  urology  at  Flower 
Hospital,  New  York  City,  and  was  also  associate 
urologist  at  Beth  Israel  Hospital.  A Fellow  of  the 
American  College  of  Surgeons  and  a Diplomate  of 
the  American  Board  of  Urology,  Dr.  Lubash  was  a 
member  of  the  American  Urological  Society,  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Abner  Morris,  M.D.,  of  Hewlett,  Long  Island,  died 
suddenly  on  December  10,  while  dining  at  a hotel  in 
Queens,  at  the  age  of  forty-three.  Dr.  Morris  re- 
ceived his  medical  degree  from  the  Royal  College 
of  Physicians  and  Surgeons,  University  of  Edin- 


burgh, Scotland,  in  1933.  During  World  War  II 
he  served  with  the  U.  S.  Army  Medical  Corps  with 
the  rank  of  major.  Dr.  Morris  was  associate  at- 
tending in  urologic  surgery  at  the  Rockaway  Beach 
Hospital  and  assistant  attending  at  St.  Joseph’s 
Hospital,  Far  Rockaway.  He  was  a member  of  the 
American  Academy  of  General  Practice,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

James  Murray  Scott,  M.D.,  of  New  York  City, 
died  on  December  29,  1950,  at  Doylestown  Hospital, 
Pennsylvania,  at  the  age  of  forty-five.  Dr.  Scott  re- 
ceived his  medical  degree  from  the  University  of 
Toronto  Medical  School  in  1930.  From  1932  to 
1937  he  practiced  in  Toronto  and  did  research  work 
at  the  Banting  Research  Foundation.  In  1937  he 
became  director  of  the  Department  of  Clinical  In- 
vestigation for  the  Upjohn  Company,  Kalamazoo, 
Michigan;  from  1941  to  1949  he  was  medical  direc- 
tor of  Ayerst,  McKenna  and  Harrison,  of  New  York 
City  and  Montreal,  following  which  he  became 
medical  director  of  Sharp  and  Dohme,  in  Philadel- 
phia. He  was  a captain  in  the  Black  Watch,  Royal 
Highland  Regiment,  of  the  Canadian  Reserve 
Army. 

A charter  member  of  the  Canadian  Physiological 
Association,  Dr.  Scott  was  a member  of  the  Canadian 
Medical  Association,  the  Southern  Medical  Asso- 
ciation, the  Toronto  Academy  of  Medicine,  the  Asso- 
ciation for  the  Study  of  Internal  Secretions,  the 
American  Committee  on  Maternal  Welfare,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  Francis  Seelinger,  M.D.,  of  Westbury, 
died  on  November  25,  1950,  at  the  age  of  forty-one. 
Dr.  Seelinger  was  graduated  from  the  Long  Island 
College  Hospital  Medical  School  in  1937.  During 
World  War  II  he  served  as  a flight  surgeon  in  the  U.  S. 
Army  Medical  Corps.  He  was  a member  of  the 
staff  of  the  Nassau  Hospital  and  a member  of  the 
Nassau  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

J.  Eastman  Sheehan,  M.D.,  of  New  York  City, 
died  on  January  8 in  St.  Clare’s  Hospital  at  the  age 
of  sixty-six.  Dr.  Sheehan  was  graduated  from  the 
Yale  University  School  of  Medicine  in  1908.  He  was 
professor  of  plastic  surgery  at  the  New  York  Poly- 
clinic Medical  School  and  Hospital  and  the  author 
of  several  books  on  the  subject.  He  had  been  a 
lecturer  on  plastic  surgery  at  the  International  Clinic 
of  Paris  since  1922  and  was  guest  lecturer  at  many 
European  universities.  Dr.  Sheehan  had  received 
decorations  from  England,  Spain,  Belgium,  France, 
and  Rumania  for  his  contributions  in  plastic  sur- 
gery. 

Dr.  Sheehan  was  plastic  surgeon  at  New  York 
Polyclinic  and  St.  Clare’s  Hospitals,  consultant  in 
plastic  surgery  at  Morrisania  City  Hospital,  and 
chief  plastic  surgeon  of  the  clinic  of  St.  Clare’s 
Hospital.  A Fellow  of  the  American  College  of 
Surgeons  and  a Diplomate  of  the  American  Board 
of  Otolaryngology,  Dr.  Sheehan  was  a member  of 
the  American  Society  for  Plastic  and  Reconstructive 
Surgery,  the  American  Plastic  Surgery  Society,  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
[Continued  on  page  421] 
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AEC  Offers  Four  Fellowships  in  Industrial  Medicine 


THE  U.S.  Atomic  Energy  Commission  will  offer 
four  fellowships  in  industrial  medicine  for  the 
1951-1952  academic  year,  continuing  a special  fellow- 
ship program  begun  last  September.  The  program 
is  administered  for  the  AEC  by  the  Atomic  Energy 
Project  of  the  School  of  Medicine  and  Dentistry, 
University  of  Rochester,  Rochester,  and  fellows  are 
selected  by  a committee  headed  by  Dr.  James  H. 
Sterner,  medical  director  of  the  Eastman  Kodak 
Company  and  consultant  in  industrial  health  to  the 
AEC. 

The  purpose  of  the  special  fellowship  program  is 
to  provide  advanced  training  and  on-the-job  ex- 
perience to  men  and  women  medical  doctors  in  the 
field  of  industrial  medicine,  particularly  in  relation 
to  the  atomic  energy  industry. 

Awards  are  for  one  year’s  academic  training  at 
approved  institutions  of  the  fellows’  own  choosing. 
After  completion  of  this  training,  fellows  will  be  eli- 


gible to  apply  for  a second  year’s  in-plant  training 
at  one  of  the  major  installations  of  the  AEC.  The 
stipend  for  the  first  year’s  training  will  be  $3,600, 
plus  tuition  and  laboratory  fees,  and  for  the  second, 
or  in-plant,  year,  $5,000. 

The  fellowships  are  open  to  citizens  of  the  United 
States  who  hold  an  M.D.  degree  from  an  approved 
medical  school  and  who  have  had  at  least  one  year 
of  internship.  All  fellows  must  be  investigated  by 
the  FBI  and  cleared  by  the  AEC  for  access  to  re- 
stricted data  before  entering  on  their  fellowships. 

Applications  for  the  1951-1952  fellowships  should 
be  submitted  by  March  1,  1951  to: 

A.E.C.  Fellowships  in  Industrial  Medicine 

Atomic  Energy  Project 

School  of  Medicine  and  Dentistry 

University  of  Rochester 

Rochester,  New  York 


Laboratory  Changes  Toxoids  Distributed 


/'COMMENCING  February  1,  the  distribution  of 
C fluid  tetanus  toxoid  and  of  precipitated  diph- 
theria toxoid  will  be  discontinued  by  the  Division 
of  Laboratories  and  Research,  New  York  State  De- 
partment of  Health.  In  accordance  with  recent 
recommendations  of  the  Health  Department  that 
immunization  against  tetanus  be  encouraged,  diph- 
theria toxoid  is  now  distributed  only  in  combination 
with  tetanus  toxoid  or  with  tetanus  toxoid  and  per- 
tussis vaccine. 

On  February  1,  precipitated  tetanus  toxoid  will  re- 
place the  fluid  material  for  use  in  groups  in  which  im- 


munization against  diphtheria  is  not  indicated,  for 
persons  previously  immunized  against  diphtheria, 
and  for  all  stimulating  injections  against  tetanus. 
After  that  date,  the  precipitated  diphtheria-tetanus 
toxoid  and  pertussis  vaccine  should  be  obtained 
from  the  supply  stations  instead  of  by  special  re- 
quest to  the  Central  Laboratory.  Aside  from  the 
fact  that  these  changes  will  provide  the  most  effec- 
tive antigens  for  general  use,  they  will  accomplish 
more  widespread  immunization  against  tetanus, 
which  will  be  a valuable  protection  for  the  civilian 
population  in  case  of  a major  disaster. 


Public  Health  in  Pictures 


THE  New  York  Academy  of  Medicine  Library 
has  on  display  an  exhibit  of  pictures  relating  to 
to  public  health  in  New  York  in  the  second  half  of 
the  nineteenth  century.  Much  of  it  is  concerned 
with  the  “cholera  and  fever  nests”  and  the  filthy  con- 
dition of  the  streets.  The  Board  of  Health  was  lam- 
pooned in  1865,  with  its  members  fast  asleep,  oblivi- 
ous to  the  yellow  fever,  the  Russian  plague,  heatings 
suffered  by  street  sweepers,  etc.  A skeleton  atop  a 
pile  of  dirt  says  (about  1880),  “The  Board  of  Health 
and  I are  working  in  perfect  harmony.”  However, 
pictures  dated  1866  show  the  Board  of  Health  re- 
ceiving reports  of  inspectors  and  consulting  with  the 
butchers. 

The  dread  of  cholera  is  well  depicted  in  a cut  of  the 
Statue  of  Liberty  as  a skeleton.  Underneath  is  in- 
scribed “New  York — Leave  all  hope  ye  that  enter” 
(1881).  Two  years  later  cholera  also  as  a skeleton, 
arrives  on  a boat  as  an  emigrant  at  the  “Disinfectant 
Battery.”  “The  cholera  invasion”  of  1892  struck 


such  terror  that  a mob  prevented  the  landing  of 
passengers  from  the  ship  Normannia. 

The  appalling  condition  of  the  streets  was  not 
remedied  for  years.  In  a picture  of  1881  the  Com- 
missioner of  Health  is  congratulated  by  an  under- 
taker for  doing  nothing  about  it.  It  was  not  until 
1895  that  the  vigorous  efforts  of  George  E.  Waring 
as  street  cleaning  commissioner  brought  about  im- 
provement, graphically  shown  in  “before  and 
after”  scenes. 

Other  illustrations  have  to  do  with  quarantine, 
1857-1899,  and  include  pictures  of  quarantine  sta- 
tions— interior  scenes  and  exterior— quarantine 
ships  in  the  harbor,  inspection  of  passengers,  and 
other  activities  on  the  arrival  of  ships. 

The  exhibit  is  open  to  the  public  Monday  through 
Saturday,  9 a.m.  to  5 p.m.  at  2 East  103rd  Street, 
New  York  City.  The  pictures  will  be  on  display 
during  February  and  for  some  months  thereafter. 

[Continued  on  page  416] 
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Grant  Funds  for  Infantile  Paralvsis  Research 


T TNIVERSITIES  and  research  centers  in  sixteen 

' states  and  Canada  have  been  granted  one  and 
a half  million  dollars  in  March  of  Dimes  funds  for 
infantile  paralysis  research  and  professional  educa- 
tion, it  has  been  announced  by  Mr.  Basil  O’Connor, 
president  of  the  National  Foundation  for  Infantile 
Paralysis. 

The  newly  approved  research  projects  include  con- 
tinuing attempts  to  develop  an  effective  vaccine  for 
polio,  search  for  a chemical  agent  that  will  prevent 
the  virus  from  damaging  nerve  cells,  development 
of  a rapid  diagnostic  polio  test,  and  the  preparation 
of  a polio  antiserum  that  will  increase  an  individual’s 
resistance  to  paralysis. 

For  investigations  dealing  with  virus  research, 
grants  were  made  to  the  following  in  New  York 
State: 

New  York  University-Bellevue  Medical  Center, 
$25,275,  under  the  direction  of  Dr.  Colin  M.  Mac- 
Leod, professor  of  microbiology. 

Also  to  New  York  University-Bellevue  Medical 
Center,  $18,900,  under  the  direction  of  Dr.  Robert 
Ward,  professor  of  pediatrics. 

MEDICALLY 

Navy  Medical  Officers- — Commissioned  officers 
of  the  Medical,  Dental,  Nurse,  and  Medical  Service 
Corps  of  the  regular  Navy  and  Naval  Reserve 
will  have  until  July  9,  1951,  to  request  transfer  to 
another  branch  of  the  armed  services,  the  Navy  an- 
nounced recently.  Public  Law  779,  81st  Congress, 
which  authorized  interservice  transfer  of  these  per- 
sonnel of  the  Army,  Navy,  and  Air  Force,  expires 
on  that  date. 

Excluded  from  such  transfer  are  retired  officers 
and  commissioned  warrant  officers  of  the  Hospital 
Corps,  the  latter  because  there  is  no  counterpart 
for  that  grade  in  either  the  Army  or  the  Air  Force. 
It  was  announced,  however,  that  no  officer  would 
be  transferred  without  (1)  his  consent,  (2)  the  con- 
sent of  the  Navy,  and  (3)  the  consent  of  the  service 
to  which  he  requests  transfer. 

Reserves  may  transfer  only  to  a reserve  compon- 
ent and  regulars  to  regular  service.  Those  trans- 
ferred will  be  credited  for  Federal  service  they 
have  already  performed  for  the  purpose  of  pro- 
motion, seniority,  and  retirement.  Transfer  of 
unused  leave  is  also  authorized. 

New  York  City  Cancer  Committee — John  Reed 
Kilpatrick  has  been  re-elected  to  the  presidency  of 
the  New  York  City  Cancer  Committee.  Dr.  John 
C.  A.  Gerster,  Dr.  Howard  C.  Taylor,  Jr.,  Dr. 
Emerson  Day,  and  Mrs.  Edward  F.  Hutton  will 
serve  as  vice-presidents. . Dr.  Arthur  Purdy  Stout 
continues  as  secretary  and  Mr.  S.  Sloan  Colt  as 
treasurer. 

American  Board  of  Obstetrics  and  Gynecology — 

At  a special  meeting  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  held  in  Pittsburgh,  Penn- 
sylvania, December  14,  1950,  the  following  changes 
in  the  regulations  of  the  Board  were  unanimously 
adopted: 

1.  That  physicians  otherwise  qualified,  who  were 
graduated  before  January  1,  1939,  and  whose 
required  training  was  in  obstetrics  or  gyne- 
cology alone,  and  who  have  confined  their 
practice  to  obstetrics  or  gynecology  for  at 
least  five  years  immediately  prior  to  applica- 
tion, be  accepted  for  examination  as  candi- 


For  research  seeking  improved  methods  of  treat- 
ment the  following  grant'was  included  in  those  ap- 
proved: 

Columbia  LTniversity,  $8,300,  under  the  direction 
of  Dr.  Alvan  L.  Barach,  associate  professor  of  clini- 
cal medicine. 

To  increase  the  numbers  of  skilled  professional 
persons  required  in  carrying  on  research  and  in  pro- 
viding adequate  care  for  patients,  these  awards  were 
made: 

Albany  Medical  College,  Albany,  and  Russell 
Sage  College,  Troy,  $36,500,  under  the  direction  of 
Dean  R.  S.  Cunningham  of  Albany  Medical  College 
and  President  Lewis  A.  Froman  of  Russell  Sage 
College. 

The  Committee  on  Careers  in  Nursing,  New 
York  City,  $22,000,  under  the  direction  of  Theresa 
I.  Lynch,  chairman  of  the  Committee. 

New  York  University  College  of  Medicine, 
$16,902,  under  the  direction  of  Dr.  Howard  A.  Rusk, 
professor  and  chairman  of  the  Department  of  Re- 
habilitation and  Physical  Medicine. 

SPEAKING— 

dates  for  certification  in  either  obstetrics  or 
gynecology.  In  all  other  respects  require- 
ments for  eligibility  remain  the  same  for  those 
physicians  graduated  since  1939.  Bilateral 
training  is  required  as  published  in  the  Bulle- 
tin of  the  Board. 

2.  Applicants  who  have  been  certified  by  one  of 
the  other  American  Specialty  Examining 
Boards  will  not  be  eligible  for  certification  by 
this  Board  until  they  have  relinquished  the 
certificate  previously  conferred. 

3.  Since  the  vast  majority  of  obstetric  and  gyne- 
cologic cases  are  nonoperative  the  Board 
requires  adequate  training  in  basic  sciences, 
infertility,  endocrinology,  oncology,  irradi- 
ation therapy,  psychosomatic  medicine,  elec- 
trotherapy, and  other  nonoperative  methods 
of  diagnosis  and  treatment  as  well  as  training 
in  major  operative  procedures. 

U.S.-Canada  Liaison  Teams  to  Standardize 
Army  Medical  Instruction  and  Equipment — Forma- 
tion of  liaison  teams  by  the  U.S.  Army  Medical 
Service  and  the  Royal  Canadian  Army  Medical 
Corps  to  further  cooperation  in  standardizing  mili- 
tary medical  instruction  and  equipment  of  the  two 
armies  has  been  announced  by  the  Department  of 
the  Army. 

Colonel  J.  C.  Van  Valin,  director  of  the  depart- 
ment of  tactics,  technics,  and  logistics  of  the  Medi- 
cal Field  Service  School  at  Brooke  Army  Medical 
Center,  Fort  Sam  Houston,  Texas,  heads  the  Ameri- 
can team.  Colonel  Van  Valin  visited  Canada  last 
month  to  inaugurate  a series  of  personal  inter- 
changes between  the  two  countries  in  furtherance 
of  the  work.  Lieutenant  Colonel  John  Barr,  com- 
mandant of  the  Royal  Canadian  Army  Medical 
Corps  School,  will  be  a guest  of  Colonel  Van  Valin  in 
Texas  in  the  near  future. 

This  liaison  is  expected  to  save  time  and  money 
for  both  countries  through  the  exchange  of  specific 
information  in  fields  in  which  each  is  an  acknowl- 
edged leader.  For  example,  Canada  will  receive 
the  benefit  of  American  experience  in  the  field  of 

[Continued  on  page  418) 
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tropical  medicine,  while  the  United  States  will  profit 
from  Canadian  research  and  development  in  arctic 
medicine,  without  costly  duplicative  efforts. 

Postgraduate  Course — -Postgraduate  course  in 
roentgenographic  interpretation  of  the  diseases  of 
bones  and  joints  will  be  held  at  the  Hospital  for 
Joint  Diseases,  1919  Madison  Avenue,  New  York 
City,  in  affiliation  with  Columbia  University, 
College  of  Physicians  from  March  7 through  May 
23, 1951. 

There  will  be  a series  of  lectures  covering  the 
radiographic  analysis  of  acute  and  chronic  diseases 
of  bones  and  joints  including  granulomata,  neuro- 
trophic lesions,  neoplasms,  and  the  manifestations 
of  nutritional  and  metabolic  bone  changes  in  children 
and  adults. 

The  course  will  consist  of  a didactic  lecture  lasting 
about  one  hour  and  followed  by  a lantern  slide 
demonstration  illustrating  the  disease  or  diseases 
under  discussion.  An  average  of  approximately  35 
to  50  lantern  slides  will  be  shown  at  each  session, 
all  representing  material  selected  from  cases  seen  at 
the  Hospital  for  Joint  Diseases  during  the  past 
twenty-five  years. 

Dedicate  New  Unit  of  Medical  Center — Dedica- 
tion ceremonies  marking  the  opening  of  the  first  new 
unit  of  the  New  York  University-Bellevue  Medical 
Center  were  held  January  24.  The  Center’s  first 
building,  located  at  400  East  34th  Street,  is  being 
completed  at  a cost  of  $2,055,000  and  will  provide 


facilities  for  the  Medical  Center’s  Institute  of  Physi- 
cal Medicine  and  Rehabilitation,  now  operating  in 
temporary  quarters  at  325  East  38th  Street.  The  In- 
stitute’s program  is  devoted  to  the  training  of  disabled 
persons  with  the  aim  of  returning  them  to  normal 
living. 

Undertake  Plan  to  Help  Disabled  Children — 

Announcement  of  plans  for  a “joint  cooperative 
venture”  which  will  provide  one  of  the  nation’s 
most  comprehensive  programs  for  the  rehabilitation 
of  physically  handicapped  children  was  made  re- 
cently by  the  Association  for  the  Aid  of  Crippled 
Children  and  the  New  York  University-Bellevue 
Medical  Center.  The  new  Children’s  Unit  of  the 
Institute  of  Physical  Medicine  and  Rehabilitation 
will  provide  facilities  for  24  children  as  inpatients 
and  25  children  a day  as  outpatients.  With  special 
equipment  and  special  personnel  provided  by  the 
Association,  the  unit  will  be  an  integral  part  of  the 
Institute. 

Fracture-Trauma  Day  Program— The  sixteenth 
annual  Fracture-Trauma  Day,  sponsored  by  the 
New  York  and  Brooklyn  Regional  Fracture  Com- 
mittee of  the  American  College  of  Surgeons,  will  be 
held  at  the  Lenox  Hill  Hospital,  Park  Avenue  and 
76th  Street,  New  York  City,  on  Saturday,  February 
24,  from  9:30  a.m.  to  5:00  p.m.  The  complete 
program  will  be  included  in  the  next  issue  of  the 
Journal.  In  charge  of  arrangements  are  Dr. 
William  Cassebaum,  president,  and  Dr.  Sawnie  R. 
Gaston,  chairman  of  the  Fracture-Trauma  Day. 


MEETINGS 


PAST 


Society  of  Medical  Jurisprudence 

Dr.  George  F.  Chandler,  New  York  City,  spoke 
on  “Laboratory  Versus  Clinical  Teaching  in  Medi- 
cine” at  the  meeting  of  the  Society  of  Medical 
Jurisprudence  held  January  8 at  the  New  York 
Academy  of  Medicine.  Mr.  Edward  T.  Welch,  in- 
coming president,  spoke  on  “How  To  Try  Most 
Personal  Injuries  Actions  Without  Subpoenaing 
The  Doctor.”  The  next  meeting  of  the  Society  will 
be  Monday,  February  5. 


Hospital  Council  of  Greater  New  York 

“Mobilizing  Our  Community  Hospital  and  Health 
Services,”  with  Dr.  Howard  A.  Rusk  as  guest 
speaker,  was  the  theme  of  the  second  annual  lunch- 
eon meeting  of  the  Hospital  Council  of  Greater  New 
York,  held  January  10  at  the  Hotel  Commodore, 
New  York  City.  Dr.  Rusk,  chairman  of  the  health 
resources  advisory  committee  of  the  National 
Security  Resources  Board,  outlined  the  program 
for  mobilizing  our  health  resources. 


FUTURE 


American  College  of  Surgeons 

A three-day  sectional  meeting  of  the  American 
College  of  Surgeons  will  be  held  at  the  Bellevue- 
Stratford  Hotel,  Philadelphia,  on  March  5,  6,  and 
7.  The  program  for  the  meeting  will  include  new 
surgical  motion  pictures,  a cancer  symposium,  and 
panels  or  papers  on  vascular  surgery,  chest  injuries, 
fractures  about  the  ankle  joint,  anesthesia  problems 
in  poor  risk  patients,  neck  surgery,  gastric  surgery, 
cancer  of  the  colon  and  rectum,  and  emergencies 
arising  during  operation.  A special  program  in- 
cluding symposia  on  trauma  and  diagnosis  of  acute 
conditions  of  the  abdomen  has  also  been  prepared 
for  general  practitioners. 

Requests  for  hotel  accommodations  should  be  sent 
to  the  Philadelphia  Convention  and  Visitors  Bur- 
eau, 17th  and  Sansom  Streets,  Philadelphia  3, 
Pennsylvania. 

National  Society  for  the  Prevention  of  Blindness 

The  forty-second  anniversary  conference  of  the 


National  Society  for  the  Prevention  of  Blindness 
will  be  held  March  28,  29,  and  30  at  the  Hotel  New 
Yorker,  New  York  City,  according  to  Dr.  Franklin  M. 
Foote,  executive  director.  Plans  to  develop  broader 
and  more  effective  prevention  of  blindness  programs 
at  the  community  level  will  be  one  of  the  main  points 
discussed  at  the  conference. 

Prevention  of  blindness  workers  from  nearly  every 
state  are  expected  to  attend  the  conference,  Dr. 
Foote  said.  Speakers  and  delegates  will  also  in- 
clude eye  doctors,  public  health  officials,  education 
and  nursing  authorities,  and  representatives  from 
industry. 

American  College  of  Physicians 

The  American  College  of  Physicians  will  conduct 
its  thirty-second  annual  session  at  St.  Louis, 
Missouri,  April  9 through  13.  Dr.  Ralph  Kinsella 
of  St.  Louis  is  general  chairman,  and  Dr.  William  S. 
Middleton,  Madison,  Wisconsin,  president  of  the 
College,  is  in  charge  of  programs. 

[Continued  on  page  420] 
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a good  tonic  is  often  all  that  is  needed. 

To  stimulate  appetite,  to  restore  vigor  and  general  tone, 
Eskay’s  Neuro  Phosphates  and  Eskay’s  Theranates  are  two 
of  the  most  useful  preparations  you  have.  These  tonics 
are  prescribed  so  widely  because  they  work  so  well. 

Both  are  available  in  12  fl.  oz.  bottles. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


: Eskay’s  Neuro  Phosphates* 

i®  a palatable  and  effective  tonic 

3tS 

Each  adult  dose,  2 fluid  drams  (2  teaspoonfuls),  contains: 


Alcohol 10  per  cent 

Strychnine  glycerophosphate,  anhydrous  . . . ‘-6  grain 

oo  Sodium  glycerophosphate  2 grains 

Calcium  glycerophosphate 2 grains 

Phosphoric  acid,  75% 1.7  minima 


Eskay’s  Theranates 


the  formula  of  famous  Neuro  Phosphates  ,n  l u Bp  F THE 

(0.75  mg.  each  adult  dose)  COLLEGE  CF  PHYSICIANS 

OF  PHILADELPHIA 


*T.M.  Reg.  U.S.  Pat.  Off. 
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MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


acute 

vitamin  deficiencies 

A sudden  drop  from  adequate  to  grossly 
inadequate  vitamin  intake  results  in  fast 
tissue  depletion  and  functional  changes. 
Ordinarily,  physical  lesions  do  not  appear. 
If  tissue  depletion  is  rapid  enough,  death 
may  ensue  with  slight  or  no  morphologic 
variation. 


Treatment  of  acute  deficiencies 

Fully  therapeutic  dosages  of  all  the  vitamins 
indicated  in  mixed  vitamin  therapy  should  be 
given.  Under  intensive  therapy  recovery  from 
acute  vitamin  deficiencies  usually  is  made  in  a 
comparatively  short  time. 


THERAGRAN  supplies  clinically  proved,  truly 
therapeutic  dosages  of  all  the  vitamins  indi- 
cated in  mixed  vitamin  therapy. 

Each  Theragran  Capsule  contains: 
Vitamin  A 25,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  HCI  10  mg. 

Riboflavin  5 mg. 

Niacinamide  130  mg. 

Ascorbic  Acid  150  mg. 

Bottles  of  30,  100  and  1000 


When  the  deficiency  is  acute  specify  Theragran  and 
correct  the  patient’s  diet 

THERAGRAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSUIES  SQUIBB 


Squibb 


[Continued  from  page  418] 

PERSONALITIES 

Honored 

Dr.  Charles  Fisher,  Brooklyn,  outgoing  president  ; 
of  the  medical  board  of  Unity  Hospital,  at  a testi-  1 1 
monial  dinner  given  in  December  by  the  hospital’s  ! 
medical  staff,  at  which  speakers  included  Dr.  John  1 
J.  Masterson,  former  president  of  the  State  Society,  | > 
and  Dr.  Samuel  Lubin,  president-elect  of  the  Kings  ' c 
County  Medical  Society. 

; i 

Appointed 

Dr.  David  Nye  Barrows,  New  York  City,  director  6 
of  gynecology  and  medical  executive  officer  of  the  j 
New  York  Polyclinic  Medical  School  and  Hospital,  , \ 
as  dean  of  the  institution  as  of  January  1 . . . Dr. 
Clarence  E.  de  la  Chapelle,  New  York  City,  as 
director  of  the  Division  of  Affiliated  and  Regional  ! « 
Hospitals,  a newly  created  division  of  the  New  ; o 
York  University-Bellevue  Medical  Center,  to  co-  ( 
{ ordinate  the  teaching  program  carried  forward  .at  ! : 
20  hospitals  now  affiliated  with  the  Medical  Center  ! E 
for  the  training  of  undergraduate  medical  students 
as  well  as  physicians  taking  graduate  and  post-  : J 
graduate  studies. 

Dr.  Alan  Gregg,  New  York  City,  director  of  medi- 
cal sciences  of  the  Rockefeller  Foundation,  to  mem- 
bership in  the  National  Advisory  Committee  to  i 
! Selective  Service  on  Physicians,  Dentists,  and  Allied  - L 
j Medical  Specialists  . . . Dr.  Emanuel  Kaplan,  asso- 
| ciate  professor  of  anatomy  at  the  College  of  Physi-  i i 
( cians  and  Surgeons,  Columbia  University,  as  medi-  f 
j cal  director  of  the  Beth  Abraham  Home  for  Incur-  | 

! ables,  the  Bronx  . . . Dr.  John  E.  Kiley,  instructor 
in  medicine  at  Albany  Medical  College,  as  a research 
fellow  of  the  American  College  of  Physicians  to  in- 
vestigate medical  aspects  of  kidney  disease  in  collab-  : 
oration  with  Dr.  Arnold  V.  Wolf  and  Dr.  William 
B.  Deickmann  of  the  Department  of  Physiology  ... 

Dr.  Karl  S.  Klicka,  director  of  Woman’s  Hospital,  I 
New  York  City,  since  1945,  as  director  of  St.  Barna- 
bas Hospital  in  Minneapolis,  Minnesota  . . . Dr.  H. 
Sherwood  Lawrence,  instructor  in  medicine  at  New 
York  University  College  of  Medicine,  as  secretary  of 
the  committee  on  admissions  at  the  College,  a unit 
of  the  New  York  University-Bellevue  Medical 
Center  . . . Dr.  James  H.  Sterner,  formerly  associate 
j medical  director,  as  medical  director  of  the  Eastman 
Kodak  Company,  Rochester,  succeeding  Dr.  William 
! A.  Sawyer,  who  will  continue  as  medical  consultant. 

Elected 

Dr.  Renato  J.  Azzari,  the  Bronx,  as  a member  of 
the  board  of  directors  of  United  Medical  Service, 
New  York  City  . . . Dr.  Aleksei  A.  Leonidoff,  as 
president  of  the  medical  staff  of  St.  Francis  Hospi- 
| tal,  Poughkeepsie,  succeeding  Dr.  Victor  A.  Bacile. 

J Also  elected  were  Dr.  Reuben  T.  Lapidus,  vice- 
) president,  and  Dr.  Raymond  T.  McFarlin,  secretary- 
[ treasurer. 

Speakers 

j Dr.  Albert  F.  R.  Andresen,  professor  of  gastro- 
i enterology  of  the  State  University  of  New  York 
College  of  Medicine,  at  a meeting  of  the  staff  of  the  - 
Veterans  Hospital,  Northport,  on  December  21, 
1950  ..  . Dr.  Shirley  Gage,  Albany,  at  a meeting  of 
j the  Women’s  Society  of  St.  Andrew’s  Episcopal  j 
! Church,  Albany. 

i New  Offices 

Dr.  Walter  M.  Dresel,  general  practice  in  Mara-  j 
thon  . . . Dr.  Siegmund  H.  May,  practice  of  internal 
medicine  and  cardiology  in  Great  Neck. 
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(Continued  from  page  412] 

State  of  New  York,  and  the  American  Medical 
Association. 

Ralph  Sheldon,  M.D.,  of  Lyons,  died  on  No- 
ivember  23  at  his  home  at  the  age  of  eighty.  Dr. 
Sheldon  was  graduated  from  Albany  Medical  Col- 
j lege  in  1894  and  the  following  year  began  his  prac- 
tice in  Lyons.  He  was  honored  recently  by  the 
Wayne  County  Medical  Society,  which  he  had 
served  as  secretary  and  president,  and  by  the  Medi- 
cal Society  of  the  State  of  New  York,  upon  his  com- 
I pletion  of  fifty  years  in  the  practice  of  medicine.  In 
! 1907  Dr.  Sheldon  was  national  commander  of  the 
Sons  of  Veterans  of  the  Civil  War.  He  was  a mem- 
ber of  the  Wayne  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
I American  Medical  Association. 

John  Vernon  Smith,  M.D.,  of  New  York  City, 
\ died  on  January  3 in  St.  Luke’s  Hospital  at  the  age 
of  eighty-three.  Dr.  Smith  was  graduated  from  the 
! College  of  Physicians  and  Surgeons,  Columbia  Uni- 
versity, in  1889.  He  joined  the  staff  of  the  St. 

I Barnabas  Hospital  for  Chronic  Diseases,  serving  as 
superintendent  from  1917  to  1926.  After  his  retire- 
ji  ment  as  superintendent,  he  was  a member  of  the 
ji  Hospital’s  board  of  managers  until  1947. 

Francis  Carter  Wood,  M.D.,  of  New  York  City, 
died  on  January  5 at  Englewood,  New  Jersey,  Hos- 
pital at  the  age  of  eighty-one.  Dr.  Wood  was 
graduated  from  the  College  of  Physicians  and  Sur- 
i;  geons,  Columbia  University,  in  1894,  and  interned 
at  St.  Luke’s  Hospital,  after  which  he  studied  in 
Vienna  and  Berlin.-  In  1897,  he  was  appointed  a 
pathologist  at  St.  Luke’s,  where  he  became  experi- 
enced in  the  study  and  treatment  of  tumors.  Dr. 
Wood  was  attending  physician  at  St.  Luke’s  from 
1909  to  1938,  and  consulting  physician  after  that. 
From  1910,  he  was  director  of  the  Hospital’s  patho- 
logic laboratory,  and  from  1921  head  of  its  radio- 
therapeutic  department.  As  director  for  twenty- 
seven  years  of  the  Crocker  Institute  for  Cancer 
Research  at  Columbia  University  until  his  retire- 
ment in  1940,  Dr.  Wood  helped  to  build  a founda- 
tion of  cancer  knowledge  invaluable  to  researchers 
in  the  field.  Since  his  retirement,  he  devoted  him- 
self to  compiling  an  Atlas  on  Tumor  Pathology , 
which  included  1,500  microphotographic  plates  he 
had  prepared  throughout  his  career.  Dr.  Wood  was 
also  a professor  of  clinical  pathology  at  the  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a close  friend  of  Madame  Eve  Curie,  and 
served  as  chairman  of  a drive  shortly  after  World 
War  I to  collect  funds  for  her  to  purchase  radium. 
From  1930  to  1941  he  was  editor  of  the  American 
Journal  of  Cancer,  and  he  wrote  many  books  and 
articles  on  the  subject  of  cancer. 

Dr.  Wood  was  consulting  physician  and  patholo- 
gist at  St.  Luke’s  Hospital,  consulting  pathologist 
at  Vassar  Brothers  Hospital,  Poughkeepsie,  and  at 
Mountainside  Hospital  in  Montclair,  New  Jersey. 
A Fellow  of  the  American  College  of  Physicians  and 
a Diplomate  of  the  American  Board  of  Pathology, 
he  was  a member  of  the  American  Association  of 
Pathologists  and  Bacteriologists,  the  Association  of 
American  Physicians,  the  American  Association  for 
Cancer  Research,  the  New  York  Academy  of  Medi- 
cine, the  New  York  Pathological  Society,  the  Society 
of  Experimental  Biology  and  Medicine,  the  Radio- 
logical Society  of  North  America,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


chronic 

vitamin  deficiencies 


When  vitamin  intake  is  just  below  the 
adequate,  deficiencies  develop  slowly.  As 
time  goes  on  lesions  appear.  They  are 
insidious  in  onset  and  slow  in  regression, 
even  under  intensive  therapy.  Many  chron- 
ic lesions  progress  uneventfully.  The  pa- 
tient accepts  his  ill-health  as  normal. 


f chronic  deficiencies 


Treatment  of  chronic  deficiencies 

Chronic  deficiencies  require  prolonged  ther- 
apy. At  first  treatment  should  be  intensive.  A 
much  longer  period  of  complete  but  less  in- 
tensive treatment  should  follow.  For  a year 
after  apparent  recovery  the  patient  should  be 
given  fully  protective  amounts  of  the  essential 
nutrients. 

THERAGRAN  supplies  all  of  the  vitamins  indi- 
cated in  mixed  vitamin  therapy  in  clinically 
proved,  trulv  therapeutic  dosages. 


Each  Theragran  Capsule  contains: 
Vitamin  A 25,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  HCI  10  mg. 

Riboflavin  5 mg. 

Niacinamide  150  mg. 

Ascorbic  Acid  1 50  mg. 

Bottles  of  30,  100  and  1000 


When  the  deficiency  is  chronic  specify  Theragran  and 
correct  the  patient’s  diet 

THERAGRAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBS 


Squibb 


•'TOCRAQRAN"— T.  M.(  C.  *.  SQUIBB  « SON* 
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^jSSE1  BROWN’S  mu™.  Hill 
MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


WEST  HILT 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientihcally  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  S-16S1 


HOLBROOK  MANOR  NHU^NEG 

Five  Acres  ol  Pincwooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 
Hypertensives  Arterio  sclerotics  Al  I Neurologica I Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


HALYCON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  over  100  hospitals  and  thousands  of 
doctors  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

S30  W.  41  St.  New  York  18,  N.  Y. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg 
CENTRAL  VALLEY,  Orange  County,  N.  Y. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbjstcian-in-Chargt. 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave. — Rh  4-3700 — Tues-Thurs-Sat 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 

Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physiaian -in -Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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• MEDICAL  OFFICE  ASSISTANTS 

• MEDICAL  SECRETARIES 

• LAB.  or  X-RAY  TECHNICIANS 

For  efficient  well-trained  personnel 

phone  or  write  our  Free  Placement  Service 

Co-ed  (Est.  1936.)  N.  Y.  State  Licensed. 

Request  free  Catalog  69 

Eastern  School  (or  Physicians*  Aides 

667  Madison  Ave.  (61st  St.,)  N.  Y.  21  TE.  8-5888 


Doe*  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  Stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

M<uttll  SciwU  ,,“S3f55S},c 

Licensed  by  the  State  ol  New  York 


FOR  SALE 


Queens,  6J£  room  house-office,  corner,  main  thoroughfare, 
residential  section.  Community  rapidly  expanded  in  last 
three  years.  $25,500.  Suitable  for  doctor  or  dentist.  Box 
430,  N.  Y.  St.  Jr.  Med. 


FOR  IMMEDIATE  SALE 


Active  rural  G.  P.  in  small  town,  Finger  Lake  Section, 
3 mi.  to  county  seat,  6 mi.  to  open  hospital.  Home  office 
combination,  all  modern  conveniences.  Price  reasonable. 
Specializing.  Box  427,  N.  Y.  St.  Jr.  Med. 


INSURANCE— EDITH  RAFSKY 


Malpractice  lowest  rates,  fire  theft,  automobile,  liability, 
and  floaters.  Write-phone  Edith  Rafsky,  60  East  42nd  St., 
N.  Y.  17,  Murray  Hill  2-1630,  Evenings,  Schuyler  4-1776. 


CONFUCIUS  SAY: 


| who-  iiand  dtill 

I neoel  <fO.  jpnwci/uL. . . " 


With  this  thought  in  mind,  we  have  obtained 
the  agency  for 

ALLISON 

PROFESSIONAL  OFFICE  FURNITURE 

• 

We  believe  it  to  be  the  BEST  equipment  of  its 
kind.  With  its  glued  mortise  and  tenon  joint 
construction,  it  is  a capital  investment  that  will 
last  you  for  years.  ALLISON’s  warm  rich  tones 
of  mahogany  and  walnut  will  add  a lustre  to 
your  office  “decor”  and  yet  be  practical.  This 
distinctive  furniture  may  also  be  had  in  modern 
bleached  finishes. 

Come  to  our  office  and  see  the  ALLISON  line  and 
you  will  be  as  enthusiastic  aboui  it  as  we  are. 


133  EAST  58th  STREET  . NEW  YORK  22, N Y. 


PHONE— PLazo  3-5533,  3-5534,  3-5491 


BREAST  PROTHESIS 


Distinctive  process  conoeals  operative  cavity  comfortably, 
skillfully.  Fittings  to  ensure  oomplete  patient  satisfaction. 
Lilliom  Berman  Sculptured  Forms. 

260  W.  104th  St.  New  York  26,  N.  Y.  Riverside  9-2054 


Vacancies  now  available  for  residents  in  psychiatry  at  the 
Philadelphia  Psychiatric  Hospital,  Ford  & Monument  Road, 
Phila.,  31,  Pa.,  begining  July  1,  1951.  Approved  by  AMA, 
AHA,  ACS,  for  two  year  training  in  psychiatry,  both  clini- 
cal and  didactic,  as  preparation  for  boards.  Contact  hospital 
for  further  information. 


PROFESSIONAL  OFFICES  FOR  RENT 


985  Fifth  Ave.  New  2-Room  suite.  Ground  floor.  Suitable 
for  Psychiatrist.  $120.  Also  3 Rooms  facing  park  $165. 
For  information  apply  on  premises  or  phone  TR  9-0308. 


PRACTICE  FOR  SALE 


General  practice,  Nassau  County.  Well  located  office-home 
combination,  fully  equipped.  Low  overhead.  Terms.  Ex- 
cellent opportunity.  Box  429,  N.  Y.  St.  Jr.  Med. 


FRANCES  SH0RTT  MEDICAL  AGENCY 


rorpill  IfTf  in  the  Placement  of 
wFLUInLIO  I 0 Competent  Medical  Penonnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave.,  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


W/NT1A  powder  in  envelopes 
DWKhlU-BORO  OP  IN  TABLETS  - L,r,; 

We  - s ssk.sk 

gas  


STANDARD  PHARMACEUTICAL  CO.,  INC.,  1123  Broadway,  New  York 
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Because  it  contains  'Benzedrine’  Sulfate  . . . 

‘EDRISAL  with  CODEINE’ 

does  far  more  than  relieve  pain  following 

surgery  or  childbirth 

It  relieves  depression.  The  antidepressant  activity  of  ‘Benzedrine’  Sulfate 
averts  the  all-too-familiar  depressant  effect  of  codeine.  It  actually  lifts 
the  patient’s  mood ! 

And,  thus,  encourages  early  ambulation.  By  improving  the  patient’s  mood, 
‘Benzedrine’  creates  a willingness  to  get  out  of  bed. 

DOSAGE:  One  or  two  tablets  repeated  every  three  hours  if  necessary. 

Only  in  exceptional  cases  will  more  than  six  to  eight  tablets  be  required 

in  a 24-hour  period.  If  disturbance  of  sleep  should  be  encountered  in  the  higher 

dosage  ranges,  this  can  easily  be  controlled  with  a mild  sedative. 


'■''A  1 

Each  tablet  contains: 

w 

Codeine  sulfate '/4  gr. 

‘Benzedrine’  Sulfate  ....  2.5  mg. 

Acetylsalicylic  acid 2.5  gr. 

Phenacetin 2.5  gr. 

ImB 

Available  in  bottles  of  50  tablets 

Smith,  Kline  & French  Laboratories,  Philadelphia 


‘Edrisal’  & ‘Benzedrine’  T.M.  Reg.  U.S.  Pat.  Off. 


•125 


WITH  JUST  2 

DROPS 


Privine 


.05% 


SUMMIT,  NEW  JERSEY 


“Privine  . . . gives  the  most  prolonged  constriction 
—sometimes  for  six  or  more  hours.  A very  few 
drops  of  privine  are  as  effective  as  greater  amounts 
of  less  potent  constrictors.” 

Evatt,  C.W.:  So.  Med.  & Surg.  106:  390,  1944. 

PRIVINE®  HYDROCHLORIDE  (BRAND  OF  NAPHAZOLIN  E HYDROCHLORIDE) 


S-  03 
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Oxsorbil 

CAPSULES 


Oxsorbii  achieves 

efficient  bile  flow  on  a 


In  biliary  tract  disease,  OXSORBIL 
Capsules  provide  a unit  action  only 
possible  with  a rational  combination 
of  choleretic,  hydrocholeretic, 
eholagogue  and  fat  emulsifier. 

Complete  flushing  and  evacuation 
of  the  gall  bladder  and  the  biliary 
ducts  are  achieved  through  the 
integrated  actions  of  extract  of  ox 
bile,  dehydrocliolic,  desoxycholic 
and  oleic  acids.  Since  fats  are  most 
efficient  cholagogues  per  se,  they 
can  be  incorporated  in  the  diet 
because  the  exceptionally  efficient 
fat  emulsifier  in  OXSORBIL 
Capsules  (Sorbitan  Monooleate 
Polyoxyethylene  Derivative)  permits 
the  patient  to  tolerate  a more 
normal  diet  with  comfort. 
Literature  available. 


Each 

Capsule  Contains: 

Dehydrocholic  Acid  .....  ’A  grain 

Desoxycholic  Acid Vi  grain 

Extract  of  Ox  Bile  U.S.P 1 grain 

Sorbitan  Monooleate  Polyoxy- 
ethylene Derivative  . . . . 2 Vi  grains 

Oleic  Acid  U.S.P 2%  grains 


* OXSORBIL  is  a trade-mark  of  Ives-Cameron  Company,  Inc. 


IVES-CAMERON  COMPANY,  INC. 

22  East  40th  Street,  New  York  16,  N.  Y. 


How  MILD  can 

a cigarette  be? 


M<MJL 


R.  J.  Reynolds  Tobacco  Company 
Winston-Salem,  North  Carolina 


That's  T for  Throat,  T for 
Taste.  See  if  the  30-day 
. Camel  Mildness  Test 
doesn't  give  you  the 
most  enjoyment  you’ve 
ever  had  from  smoking. 

More  people  smoke  camels 

• than  any  other  cigarette  ! 


MAKE  YOUR  OWN  30 -DAY  CAMEL 
MILDNESS  TEST  IN  YOUR  OWN  “T-ZONE” 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


Published  twice  a month  by  the  Medical  Society  of  the  State  of  New  York.  Publication  Office : 20th  and  Northampton 
Sts.,  Easton,  Pa.  Editorial  and  Circulation  Office:  292  Madison  Ave.,  New  York  17,  N.  Y.  Change  of  Address:  Notice 
Should  State  W hether  or  Not  Change  Is  Permanent  and  Should  Include  the  Old  Address.  Fifty  cents  per  copy — 
$5-00  per  year.  Entered  as  second-class  matter  March  1 3 , 1919,  at  the  Post  Office  at  Easton,  Pa.,  under  the  Act  of  August  24, 1912. 


VOLUME  51 


FEBRUARY  15,  1951 


NUMBER  4 


CONTENTS 


SCIENTIFIC  ARTICLES 

Clinical  Results  of  Treatment  of  Cancer  of  the  Prostate,  Thomas  F.  Howley,  M.D 481 

The  Diagnosis  and  Treatment  of  Testis  Tumors,  Archie  L.  Dean,  M.D 485 

Anomalies  of  the  Kidney,  Meredith  Campbell , M.D 493 

Urachal  Cysts  with  Report  of  Two  Cases,  Henry  Engster,  M.D 499 

Conservative  Surgery  of  Hydronephrosis,  Vincent  J.  O'Conor,  M.D 503 

Modern  Concepts  of  Diathermy,  Jerome  Weiss,  M.D 506 

The  Role  of  Physical  Therapy  in  Rehabilitation,  George  M.  Rates,  M.D 509 

Water  as  a Medium  for  Therapeutic  Exercise,  Robert  L.  Bennett,  M.D 513 


(Continued  on  page  4i0) 


ANNOUNCEMENT 

The  145th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York 
will  be  held 

April  30  to  May  4,  1951 
Hotel  Statler 
Buffalo 


429 


in  biliary  tract  disorders 


Hydrocholeresis  with  Decholin  and  Decholin  Sodium  produces  a gentle  lavage  of  the 
biliary  tree.  Copious,  fluid  bile  flushes  away  mucus,  pus  and  thickened  bile  and 
re-establishes  normal  drainage. 


Hydrocholeretic  therapy  should  be  extended  through  the  optimal  treatment  period. 
An  average  dose  of  Decholin  is  1 or  2 tablets  three  times  daily  for  four  to  six  weeks 
Prescription  of  100  tablets  is  recommended  for  maximum  efficacy  and  economy.  The 
course  may  be  repeated  after  an  interval  of  one  or  two  weeks  if  desired.  For  more 
rapid  and  intensive  hydrocholeresis,  therapy  may  be  initiated  with  Decholin  Sodium. 


DECHOLIN 


Decholin  tablets  (brand  of  dehydrocholic  acid)  of  33A  gr.  (0.25  Gm.),  in  bottles  of  100,  500, 
1,000  and  5,000. 

Decholin  Sodium  (brand  of  sodium  dehydrocholate)  is  supplied  in  a 20%  solution  for  intra- 
venous administration.  3 cc.,  5 cc.  and  10  cc.  ampuls  — boxes  of  3,  20  and  100. 

Decholin  and  Decholin  Sodium,  trademarks  reg. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
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SHOES  OF  EVERY  TYPE 
FOR  EVERY  NEED 


★ A complete  selection  of  ready-to-wear  shoes  . . . 
attractive  as  well  as  corrective  ...  for  men,  women  and  children. 

Individual  attention  given  to  your  patient’s  needs. 

★ Exclusive  distributors  of  Minor’s  (HOKE)  Club 
Foot,  Flat  Foot  and  Straight  Last  shoes. 

Tarso  Supinators,  Tarso  Pronators  and  Pre-Walker 
are  stocked  in  all  sizes. 

'ft  Completely  equipped  custom  department  on  the 
premises  for  made-to-measure  shoes  and  orthopedic  corrections. 


JM.  ‘Braverman  & Sons 

EST.  1880 

1380  THIRD  AVE.  BET.  78th  & 79th  STREETS 
NEW  YORK,  N.  Y.  • BUtterfleld  8-3753 
TR-9-4410 
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ASTHMA 

8 2%  IMPROVED 


HAY  FEVER 

87%  IMPROVED 

URTICARIA 

98%  IMPROVED 


Thenfadil,  a new  antihistaminic,  has  proved  to  be  highly  effec- 
tive even  in  bronchial  asthma.  Experimentally  in  animals,  Thenfadil, 
(N,N-dimethyl-N'-(3-thenyl)-N'-(2-pyridyl)ethylenediamine 
hydrochloride)  has  been  shown  to  be  up  to  eight  times  more 
active  against  histamine  reaction  than  several  older  antihistaminics. 
Clinically,  Thenfadil  produces  excellent  results  in  the  common 
allergic  disorders.  It  is  comparatively  well  tolerated,  side  effects 
occurring  in  only  14  per  cent  of  cases  — mostly  transient  sedation. 
Winthrop-Stearns  Inc.,  New  York  18,  N.  Y.,  Windsor,  Ont. 


Thenfadil 


® 


HIGHLY  EFFECTIVE 


ANTIHISTAMINIC 


Thenfadil,  trademark  reg.  U.  S.  & Canada 
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it  takes  more 


than  syrup  alone 

to  Control  Cough 


Combining  Benadryl®  hydrochloride,  pioneer  antihistaminic, 
with  established  non-narcotic  remedial  agents,  BENYLIN 
EXPECTORANT  relieves  cough  — whether  due  to  allergy  or  the 
common  cold.  It’s  the  Benadryl  (10  mg.  per  teaspoonful)  in 
this  pleasingly-flavored  syrupy  vehicle  which  accounts  for  the 
highly  effective  decongestant  and  antispasmodic  action  of 
BENYLIN  EXPECTORANT.  And  - because  of  its  Benadryl  con- 
tent - BENYLIN  EXPECTORANT  also  helps  to  relieve  other  dis- 
tressing cold  sypiptoms. 


Benyliii 

/ TRADE  MARK 


EXPECTORANT 


BENYLIN  EXPECTORANT  fosters  liquefaction  of  mucous 
secretion,  relaxes  the  bronchial  tree,  soothes  irritated 
mucosa  and,  at  the  same  time,  relieves  nasal  stuffiness, 
sneezing  and  lacrimation.  Children  as  well  as  adults  like 
its  mildly  tart  taste  and  freedom  from  cloying  sweetness. 

Dosage:  One  to  two  teaspoonfuls  every  two  to  three  hours. 
Children,  one-half  to  one  teaspoonful  every  three  hours. 


benylin  expectorant,  contains  in  each 


fluidounce: 

Benadryl  hydrochloride 80  mg* 

(diphenhydramine  hydrochloride,  Parke-Davis) 

Ammonium  chloride 12  gr. 

Sodium  chloride 5 gr. 

Chloroform 2 gr. 

Menthol 1/10  gr. 


benylin  expectorant  is  supplied  in  16  oz. 
and  gallon  bottles.. 
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for  the  successful  treatment^of . • • 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program— 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION J 
Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC. 


123  West  64th  Street 
New  York  23,  N.  Y. 
Makers  of  the  Soothing , Modernized  Form  of  Burow’s  Solution 

DOMEBORO — Tablets  • Powder  • Packets  • Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months.  ...  ...  , ....  . r-  ... 

Dome  paste  bandage  is  a flesh  colored,  An  x 10  yd.  gauze  bandage  impregnated  with  a modified  Unna  s Formula  consisting  ot  zinc 
oxide,  glycerine,  gelatin  and  calamine.  This  Unna‘s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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% LOW  PRICES 
^TABLET  POTENCIES 


VERILOID 

IN  THE  TREATMENT  OF  HYPERTENSION 

The  excellent  acceptance  accorded  Veriloid  by  the  profes- 
sion, and  the  construction  of  expanded  manufacturing  facil- 
ities have  made  possible  a substantial  reduction  in  the  price 
of  this  unusual  hypotensive  agent. 

TWO  NEW  POTE  NCIES 

In  addition  to  the  formerly  available  1 mg.  tablet, 
Veriloid  is  now  also  available  in  2 mg.  and  3 mg.  tablets. 
Based  on  former  prices,  the  1 mg.  tablet  represents  a sav- 
ing of  16%%,  the  2 mg.  tablet  a saving  of  25%,  and  the 
3 mg.  tablet  a saving  of  33%%. 

After  the  optimal  dose  has  been  determined  for  the  pa- 
tient, the  prescribing  of  the  largest  possible  tablet  size  will 
result  in  the  greatest  saving.  Literature  describing  the  action, 
uses,  and  administration  of  Veriloid  is  available  on  request. 


Veriloid,  a purified  bio- 
logically standardized 
extract  of  Veratrum 
viride,  is  now  supplied 
in  l.Omg.,  2.0mg., 
and  3.0  mg.  scored  tab- 
lets in  bottles  of  100, 
500,  and  1000.  Avail- 
able on  prescription 
only  at  all  pharmacies. 


♦Trade  Mark  of  Riker  Laboratories,  Inc. 


RIKER  LABORATORIES, 

84  80  BEVERLY  BLVD.,  LOS  ANGELES  48 


INC. 

CALIF. 
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(fonamide  Mixture  Therapy  At  Its  Best 


TRICOMBISUL 


Sulfadiazine  Sul famerazine 


For  greater  clinical  safety  plus  the  advantages  of 
more  rapid  absorption,  better  tissue  distribution  and 
faster  therapeutic  effect. 

TRICOMBISUL  Tablets,  0.5  Gm.  total 
sulfonamides,  each  tablet  containing  0.166  Gm.  of 
suUgLcetimide,  sulfadiazine  and  sulfamerazine. 

TRICOMBISUL  Liquid,  0.5  Gm.  total  sulfonamides 
(0.166  Gm.each  of  su\{dcetimide  [solubilized], 
sulfadiazine  and  sulfamerazine)  per  teaspoonful  (4  cc.) . 
*T.M. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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the  important  VITAMINS  in  the 
nutritional  orbit  ...  in  potent, 
balanced  economical,  easy- to  - 
take  capsules  / 

Rich  or  poor,  young  or  old,  farmer  or  / 
city  dweller,  people  of  above-average  / 
intelligence,  even  physicians — the  diet  / 
of  every  strata  of  the  U.  S.  popula-  / 
tion  has  been  weighed  in  the  nutri-  / 
tional  balance  and  found  wanting  in  / 
health-essential  vitamins.  Deficien-  / 
cies  are  almost  always  multiple.  / 
MORE  VIGOROUS  HEALTH  / 

may  be  derived  by  patients  with  / 

vitamin-poor  menus,  by  fortifying  / 
their  diets  once  daily  with  ...  / 


INDEX  TO  ADVERTISERS 


American  Pharmaceutical  Company 438 

Ames  Company,  Inc.. 429 

Amherst  Research,  Div 556 

Associated  Concentrates,  Inc 557 

Ayerst,  McKenna  & Harrison 451 

Dr.  Barnes  Sanitarium 558 

Birtcher  Corp 446 

The  Borden  Company 444-445 

M.  Braverman  & Sons 430 

George  A.  Breon  & Co 467 

Brewer  & Company 547 

Brigham  Hall  Hospital 558 

Burroughs  Wellcome  & Co 551 

S.  H.  Camp  and  Company 468 

Canada  Dry  Ginger  Ale  Inc 553 

Ceribelli  & Company 553 

Commercial  Solvents  Corp 452 

Ciba  Pharmaceutical  Products  Corp 425 

Crane  Discount  Company 553 

The  Doho  Chemical  Corp 453 

The  Dome  Chemicals,  Inc 434 

Falkirk  in  the  Ramapos 558 

John  B.  Flaherty  Co.  Inc 553 

Halcyon  Rest 558 

Hoffmann-La  Roche  Inc 454-455 

Holbrook  Manor 558 

Interpines 558 

Irwin,  Neisler  & Company 457 

Ives-Cameron  Co.  Inc 426 

Jackson-Mitchell  Pharmaceuticals  Inc 456 

"Junket”  Brand  Foods 459 


Lakeside  Laboratories,  Inc 480 

Eli  Lilly  and  Co 472 

Louden-Knickerbocker  Hall 558 


Mandl  School 

S.  E.  Massengill  Company. 
Mead  Johnson  & Company 

Merck  & Co 

Wm.  S.  Merrell  Company  . 
Mezger  Pharmacal  Co 


559 

470 

. 4th  cover 

466 

2nd  cover 
439 


National  Synthetics 463 

The  Nestle  Company 465 

New  York  Medical  Exchange 559 

Num  Specialty  Co 556 

Parke,  Davis  & Company 433 

E.  L.  Patch  Company 440 

Pediforme  Shoe  Co 556 

Chas.  Pfizer  & Co 448-449 


Raymer  Pharmacal  Co 471 

R.  J.  Reynolds  Tobacco  Co 427 

Riker  Laboratories,  Inc 435 

A.  H.  Robins  Co.  Inc Between  440-441 


Saratoga  Springs  Authority. . 

Sobering  Corp 

Julius  Schmid,  Inc 

Smith,  Kline  & French  Labs. 

E.  R.  Squibb  & Sons 

Standard  Pharmaceutical  Co. 


450 

437 

549 

447,  462,  560-3rd  cover 


554-555 
. . 559 


Twin  Elms 558 

U.  S.  Vitamin  Corp 469 


Walker  Vitamin  Products,  Inc. 

Wander  Company 

Warner-Hudnut  Co 

West  Hill ; 

White  Laboratories 

Whittier  Laboratories 

Winthrop-Stearns  Inc 

Wyeth  Incorporated 


464 

461 

442 

558 

44  i,  460,  479 

443 

431 

458 


AMERICAN  PHARMACEUTICAL  COMPANY 


MANUFACTURING  CHEMISTS  • NEW  YORK  18,  N.  Y, 


439 


NOW  . for  maximum  effect 


ATTACK  ATHEROSCLEROSIS  WITH  BOTH 
OXYTROPIC  AND  LIPOTROPIC  AGENTS 


OXYFAX  a 


TRADEMARK 

Brand  of  Oxytropic  Factors 


LIPOFAX 

TRADEMARK 

Brand  of  Lipotropic  Factors 


To  achieve  maximum  therapeutic  results  in  preventing  or  arresting  atherosclerosis, 
a modern,  comprehensive  approach  has  been  advocated  — administration  of 
oxytropic  agents  as  well  as  lipotropic  B vitamins  to  correct  impaired  oxidative 
mechanisms  in  addition  to  disturbed  fat  metabolism. ',2  Availability  of  OXYFAX*  and 
LIPOFAX*  now  makes  possible  convenient  application  of  this  modern  form  of  therapy. 


Each  OXYFAX  capsule  contains: 

(Composite  Formula) 

Thyroid  U.S.P 10-15-20-30-60  mg. 

Thiamine  Mononitrate 15.0  mg. 

Riboflavin 7.5  mg. 

Niacinamide 100.0  mg. 

Ascorbic  Acid 1 00.0  mg. 

Several  dosage  forms  containing  varying 
amounts  of  thyroid  permit  individualized, 
flexible  therapy.  For  patients  requiring 
sedation,  OXYFAX  with  Phenobarbital  may 
be  prescribed. 

SUPPLIED:  Bottles  of  100  and  500  capsules. 


For  thoroughly  docu- 
mented review  of  ex- 
perimental and  clinical 
background  of  OXYFAX- 
LIPOFAX  therapy,  with 
full  details  on  dosage, 
mail  this  coupon  today! 


Each  LIPOFAX  tablet  contains: 

Choline  Bitartrate 350  mg. 

(Choline  content,  48%) 

Inositol 133  mg. 

Pyridoxine  Hydrochloride 1 mg. 

SUPPLIED:  Bottles  of  100  and  1,000  tablets. 


*The  words  OXYFAX  and  LIPOFAX  are  exclusive 
trademarks  of  Mezger  Pharmacol  Co.,  Inc. 

1.  Editorial:  J.A.M.A.  141:  392  (1949). 

2.  Hueper,  W.  C.:  M.  Clin.  North  America  33:  773 
(1949) 
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MEZGJ E R PHARMACAL  CO.,  INC. 


50  ANDOVER  ROAD  • ROSIYN  HEIGHTS,  NEW  YORK 
Gentlemen: 

Please  send  me  without  charge  a copy  of  your  brochure, 
"Comprehensive  Medical  Treatment  of  Atherosclerosis". 


NAME.  . . 
ADDRESS  , 


(PLEASE  PRINT) 


CITY 


ZONE 


STATE 
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SEStramin  (PATCH)— goes 

beyond  the  provision  of  estrogen  suf- 
ficiency— it  treats  also  the  patient’s  nutri- 
tional state  by  providing  a balanced 
estrogen-vitamin  formula. 

Sestramin  is  indicated  in  natural 
and  surgical  menopause,  functional 
amenorrhea  and  dysmenorrhea,  suppres- 
sion of  lactation. 

ORAL  THERAPY— in  tablet  form, 
Sestramin  is  preferred  by  many  patients, 
especially  those  who  fear  injections. 

NO  UNTOWARD  SIDE-EFFECTS— 

Sestramin  is  better  tolerated  than 
synthetics. 


SEStramin  10M 

Conjugated  estrogens  equivalent 
to  oral  activity  of  Sodium  Estrone 
Sulfate  1 .25  mg. 


STRENGTHS 


SEStramin  5M 

Conjugated  estrogens  equivalent 
to  oral  activity  of  Sodium  Estrone 
Sulfate  0.625  mg. 


Formulae: 

Brewers’  yeast 

1 00  mg. 

Thiamine  hydrochloride.. 

3 mg. 

Riboflavin 

2 mg. 

Niacinamide 

1 0 mg. 

Pyridoxine  hydrochloride 

1 mg. 

Calcium  pantothenate..  . 

5 mg. 

Ascorbic  acid  (vitamin  C) 

25  mg. 

Vitamin  D 

500  I.U. 

Supplied:  bottles  of  20,  100  and  500  tablets. 

THE  E.  L.  PATCH  COMPANY  Stoneham,  Mass. 
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for  NUTRITIONAL 

iron-deficiency 

anemias 

there  is  nothing 
better  than 


MOL-IRON 


with  Liver  and  Vitamins  (including  Bn) 

Molybdenized  iron  (White’s  Mol-Iron) — the  most  effective  iron  therapy 
known  O2-3 — combined  with  ALL  the  known  as  well  as  the 
unidentified  nutrients  of  desiccated  WHOLE  liver,  plus  supplemental 
vitamin  factors,  including  vitamin  B12. 

..  (ferrous  sulfate 195  mg. 

° ^(molybdenum  oxide 3 mg. 

Desiccated  Whole  Liver 0.45  Gm. 

(equivalent  to  1.8  Gm.  whole  liver — minus  water 
content  only — not  a fraction  or  an  extract) 

Thiamine  hydrochloride 1 mg. 

Riboflavin 1 mg. 

Vitamin  B 1 2 1 M9- 

Nicotinamide 5 mg. 

Pyridoxine  hydrochloride 0.5  mg. 

Calcium  Pantothenate 1 mg. 

Recommended  dosage:  1 to  2 capsules  three  times  daily  after  meals. 
Supplied  in  bottles  of  100  and  1000  capsules. 

Mol-Iron  Tablets,  small,  easily  swallowed. 
Mol-lron  Liquid,  extremely  palatable,  par- 
Also  available:  ticularly  suited  to  children’s  tastes. 

Mol-Iron  with  Calcium  and  Vitamin  D,  for 
the  pregnant  or  lactating  patient. 

WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 

1.  Dieckmann,  W.  J.,  and  Priddle,  H.  D.:  Am.  J.  Obstet.  & Gyncc.  57:541  (1949). 

2.  Chesley,  R.  R.,  and  Annitto,  J.  E. : Bull.  Margaret  Hague  Mat.  Hosp.  J:  68  (1948). 

3.  Healy,  J.  C.:  The  Jnl.  Lancet  66:218  (July)  1946. 


Each  capsule  contains: 
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HOW  AVAILABLE:  GELUSIL*  'Warner,1  the 
safe,  effective  and  reliable  antacid  preparation 
is  purely  local  and  non-systemic  in  its  action. 

TABLETS— each  containing  magnesium  trisili- 
cate, 0.5  Gm  (7.5  grains)  and  dried  aluminum 
hydroxide  gel,  0.25  Gm  (4  grains)  : boxes  of 
50  and  100,  and  bottles  of  1000  tablets. 

LIQUID  — magnesium  trisilicate,  0.5  Gm  (7.5 
grains)  and  aluminum  hydroxide,  0.25  Gm  (4 
grains)  per  4 cc  (1  teaspoonful) : bottles  of  6 
and  12  fluidounces. 

'Seley,  S.  A.:  Medical  Management  of  Pyloric 
Obstruction  Resulting  from  Peptic  Ulcer,  Am. 
J.  Dig.  Dis.,  13  :2 38,  1946. 

*T.  M.  Reg.  U.  S.  Pat.  Off. 


‘ Warner 

Once  in  a long  while  a remedy  is  evolved 
which  meets  practically  all  of  the  medical 
requisites:  effective,  safe,  and  reliable. 

In  the  management  of  peptic  ulcer  or 
hyperacidic  conditions,  GELUSIL*  'Warner’ 
by  combining  comparatively  non-reactive 
aluminum  hydroxide  gel  with  magnesium 
trisilicate,  provides  the  advantages  of  both: 

Prompt  action  Prompt  relief 

Prolonged  action  Prolonged  relief 

without  secondary  acid  rise,  chloride 
depletion,  or  danger  of  alkalosis; 

and,  most  important,  there  is  practically 
no  constipation.1 

WILLIAM  R.  WARNER 

Division  of  Warner-Hudnut,  Inc. 
New  York  • Los  Angeles  • St.  Louis 
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LUBRICOID 
ACTION 


TURICUM 

TRADE  MARK 

HYDROPHILIC  LUBRICOID 


ABORATORIES 


without  oil 


IN  CONSTIPATION 
MANAGEMENT 


— presents  methylcellulose  as  a gel,  with 
magnesium  hydroxide  in  less  than  laxative 
dosage  to  maintain  hydration  of  the  gel 
by  osmosis. 

Each  tablespoonful  contains: 

METHYLCELLULOSE 0.3  CM. 

MAGNESIUM  HYDROXIDE 0.6  CM. 

The  Turicum  formula  assures: 

• lubricous  bulk  to  encourage  normal 
evacuation 

• good  distribution  throughout  the  bowel 

• no  bloating 

• no  danger  of  impaction 
1 • no  interference  with  utilization  of 
oil-soluble  vitamins 
• no  danger  of  lipid  pneumonia 
• no  leakage 


DIVISION  NUTRITION  RESEARCH  LABORATORIES.  INC.  • CHICAGO  11,  ILLINOIS 


TURICUM  IS  AVAILABLE 
IN  ONE  PINT  BOTTLES 
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the  CaP  ratio  is  the  key 

A uniformly  high  calcium-phosphorus  ratio  . . . adjusted  in  Bremil 
to  a guaranteed  minimum  of  1 /2  parts  calcium  to  1 part  phosphorus  . . . 
this  is  the  nutritional  key  to  the  prevention  of  hypertonicity, 
hyperirritability,  and  other  tetanic  symptoms  in  infants. 

Gardner,  Butler,  et  al„  state:  “Relative  to  human  milk,  cow’s  milk 
has  a low  Ca:P  ratio  . . Nesbit  writes:  “Tetany  of  the  newborn  is  now 
recognized  as  a definite  entity  . . . and  often  accompanied  by  an 
increaseds phosphorus  and  lowered  blood  calcium."2  Dodd  comments 
that  “hypocalcemia  tetany  in  the  newborn  may  be  of  serious 
consequence.”3 

Bremil  . . . newest  product  of  Borden  research ...  is  a completely 
modified  milk  in  which  nutritionally  essential  elements  of  cow’s  milk 
have  been  adjusted  in  order  to  supply  the  nutritional  requirements  of 
infants  deprived  of  human  milk.  Bremil  is  therefore  a human  milk 
replacement  to  which  physicians  can  turn  with  confidence  for 
uninterrupted  good  results. 


■human 

[milk 

Bremil 

( reconstituted) 

0.034% 

0.078% 

315  mg. 

768  mg. 

per  qt. 

.015% 

.052% 

128  mg. 

512  mg. 

per  qt. 

.041% 

.078% 

480  mg. 

750  mg. 

per  qt. 

.00018% 

.00082% 

5 mg. 

8 mg. 

per  qt. 

But  an  adjusted  Ca:P  ratio  is  not  the  only  attribute 
that  makes  Bremil  new  and  unique 

Bremil  has  the  fatty  acid  and  amino  acid  patterns  of  human  milk  . . . 
the  same  carbohydrate  (lactose) . . . vitamin  adjustments  to  meet  the 
recommended  standards  of  infant  nutrition4. . . a soft,  flocculent  curd  of 
small  particle  size  comparable  to  human  milk . . . complete  solubility. 
Just  as  with  human  milk  you  can  start  the  infant  on  Bremil  the  day  it  is 
born.  Standard  dilution  is  i level  tablespoonful  and  2 fl.  oz.  water, 
although  Bremil  can  be  either  concentrated  or  diluted.  Each  level 
tablespoonful  Bremil  powder  supplies  44  calories.  Bremil  is  easy 
to  prepare  and  can  be  mixed  for  a single  feeding  or  a 24-hour  period. 
Complete  information  and  a trial  supply  may  be  obtained  upon  request. 
Bremil  is  available  in  drugstores  in  1 lb.  cans. 

1.  Gardner,  L.  I.,  Butler,  A.  M.,  et  at.:  Pediatrics  5:228,  1950. 

2.  Nesbit,  H.  T.:  Texas  State  J.  M.  38:551,  1943. 

3.  Dodd,  K..,  and  Rapoport,  S.:  Am.  ].  Dis.  Children  78:537,  1949. 

4.  Recommended  Daily  Dietary  Allowances,  Revised  1948,  Food  and  Nutrition 
Board,  National  Research  Council. 
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powdered  infant  food 


Prescription  Products  Division 

The  BordCII  Company,  50  Madison  Avenue,  New  York  / 7 


SMOOTHER 


CERVICAL 
CONIZATION 


t&6 


/ BIRTCHER 
BLENDTOME 


Frequent  necessity  of  cervical  repair 
suggests  the  practicality  of  having  a BLEND- 
TOME  ELECTROSURGICAL  Unit  in  the  office 
or  clinic.  With  this  instrument,  the  doctor  is 
enabled  to  do  a smoother  cervical  conization.  The 
BLENDTOME  cuts  and  coagulates  simultane- 
ously with  a blended  current.  Scar  and  other  tis- 
sue is  cut  through  quickly  and  easily;  blood  and 
lymph  vessels  are  almost  instantly  sealed.  The 
cleaner  field  results  in  reduced  trauma  and  opera- 
tive shock,  smoother  convalescence  and  more 
rapid  healing. 

The  Birtcher  BLENDTOME  was  designed  for 
use  in  the  doctor’s  office  or  private  clinic.  It  pro- 
vides electrosurgery  for  all  but  the  strictly  major 
cases.  There  are  many  everyday  uses  for  the 
BLENDTOME -any  case  indicating  fast  and 
sure  cutting  with  simultaneous  sealing  off  of 
blood  and  lymph  vessels. 

Consider  how  much  more  you  would  be  able 
to  do  with  the  ease,  timesaving  and  effective- 
ness of  a Birtcher 
BLENDTOME  in 
your  own  office. 

Write  for  litera- 
ture. 


THE  BIRTCHER  CORPORATION 


To:  The  BIRTCHER  Corp.,  Dept.  NYS  2-51 
5087  Huntington  Dr.,  Los  Angeles  32,  Calif. 

Please  send  me,  by  return  mail,  free  brochure 
on  the  portable  Blendtome  Electrosurgical  Unit. 

Dr 

Street 

City State 
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now  an  entirely  new  approach  to 

intranasal  infections 
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Drilitol 


anti-bacterial  • anti-allergic  • decongestive 

Drilitol  is  the  only  nose  drop  effective  against  both  gram-neg- 
ative and  gram-positive  pathogens.  It  contains  two  potent 
and  synergistic  antibiotics: 

Polymyxin  (new) . . anti-gram  negative 

Gramicidin . . . anti-gram  positive 


The  antibacterial  spectrum  of  Drilitol  is  extremely  wide. 
And,  because  Drilitol  is  both  bacteriostatic  and  bactericidal, 
infection  is  controlled  much  more  rapidly  than  if  it  were 
only  bacteriostatic. 


Drilitol  also  contains  an  efficient  antihistaminic,  thenyl- 
pyramine,  and  an  effective  vasoconstrictor,  Council-accepted 
'Paredrine’*  Hydrobromide. 


Drilitol  will  help  you  reduce  the  duration,  severity  and  com- 
plications of  many  common  intranasal  infections. 

Dosage:  Adults:  Three  or  four  drops  (1  dropperful)  in  each 
nostril,  4 or  5 times  a day,  not  oftener  than  once  every  2 hours. 

Children : the  adult  dosage. 

Available:  In  fl.  oz.  bottles  with  special  dropper  that 
delivers  the  adult  dose. 


Smith , Kline  & French  Laboratories,  Philadelphia  ^Trademark 

Formula:  Drilitol  is  a stable,  isotonic,  aqueous  solution  containing  gramicidin,  0.005%;  polymyxin  B 
sulfate,  500  units/cc.;  thenylpyramine  hydrochloride,  0.2%;  'Paredrine’  Hydrobromide  (hydroxyam- 
phelamine  hydrobromide,  S.K.F.),  1%.  Preserved  with  thimerosal,  1:100,000. 


Terre 


“With  the  exception  of  one  subject ...  there  was  a dramatic  fall  in  the  tem- 
perature within  twenty-four  to  thirty-six  hours  after  the  first  dose  of  terra- 
mycin  was  given.  The  major  decline  in  fever  occurred  during  the  first 
twenty-four  hours  after  institution  of  therapy.” 

“Improvement  in  the  acute  symptoms ...  usually  coincided  with  the  fall  in 
temperature.  In  many  instances ...  symptomatic  improvement  actually  pre- 
ceded the  fall  in  temperature.” 

M etcher,  G.  W.  ; (Gibson,  C.  I).  , rtuse,  II.  M..  unit  Kneelaml,  Y.  : J.  A.  M.  A.  1 43: 1303  (Aug.  12)  1950. 


Antibiotic  Division 


“ Excellent  ” and  “ dramatic ” response 


“The  response  to  terramycin  therapy  was  considered 
excellent  in  every  case  and  there  were  no  cases  in 
which  treatment  failed. ’’ 

Melcher,  C.  IF.  ; Gibson,  C.  D.  ; Rose,  H.  M.,  and  Kneeland,  Y.  : J.  A.  M.  A.  143:1303  (Aug.  12)  1950. 


Dosage:  On  the  basis  of  findings  obtained  in  over  150  leading 
medical  research  centers,  2 Gm.  daily  by  mouth  in  divided 
doses  q.  6 h.  is  suggested  for  most  acute  infections. 

Supplied: 2 50  mg.  capsules,  bottles  of  16  and  100; 

100  mg.  capsules,  bottles  of  25  and  100; 

50  mg.  capsules,  bottles  of  25  and  100. 


Terramycin  may  be  highly  effect  ice 
even  when  other  antibiotics  fait. 

Terramycin  may  be  well  tolerated 

*/ 

even  when  other  antibiotics  are  not. 


\s.  I»l  IZiat  CO..  I\c. 
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When  your  patient  needs 


The  place  is  The  Saratoga  Spa 


Mave  you  a patient  who  needs 

ThTpossible  source  of  the 

— water 

or  plain  water.  £xide  is  obtain' ed  by  ^ate/througb  the 

Tie  £rJ**  "*~***  * 

i£SS  555^“=* 


;«e  «.  no  -n^ 

skin  temperate > dunng  ils  snbsequenunfluen  occuis  » the 

■*.  -sfff2sass?“’ 

of  the  blood  stream 

i a t l!.  // 


\ $&£ 5heepin«ent  Z 0.  tne  ^ W,/~_ 

*** air  "!I ~ -—It  ^ •• 


^hen  you  recommend  " a change  of  scene 

3 weeks  at  The  Saratoga  Spa  will  benefit,  — 1 
your  patients  with  such  chronic  conditi 


3 weeks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
your  patients  with  such  chronic  conditions  as  Heart 
and  Digestive  disorders,  Arthritis  and  related  ailments, 
and  Hypertension.  At  your  request,  we  will  send  list  of 
local,  private  practicing  physicians  who  will  cooperate 
with  you  as  to  treatment,  rest  and  diet.  Address  Medical 
Director,  The  Saratoga  Spa,  155  Saratoga  Springs, 


n ; 


N.Y. 


Listed  by  the  Committee  on  American  Health  Resorts 
of  the  Council  on  Physical  Medicine  and  Rehabil- 
itation of  the  American  Medical  Association 


The  Samapokca  Spa 


The  Empire  State’s  Contribution  to  the  Medical  Profession 


in  functional  uterine  bleeding 


An  "estrogen  of  choice  for  hemostasis  is  'Premarin'../'* 


"PREMMl 


'Jf  Estrogenic  Substances  (water-soluble) 

also  known  as  Conjugated  Estrogens  (equine) 
Tablets  and  Liquid 


Highly  Effective  ‘Well  Tolerated  • Naturally  Occurring  • Orally  Active 


Ayerst,  McKenna  & Harrison  Limited  -22  East  40th  Street,  New  York  1 6,  N.  Y. 

'Fry,  C 0.:J  Am.  M Women's  A.  4 51  (Feb.)  1949 
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in  acute  upper 
respiratory  infections 


In  the  treatment  of  chronic  sinusitis 
and  the  acute  sinus  complications  of 
coryza,  Bacitracin-Nasal  affords  a 
dual  approach. 

It  supplies  bacitracin,  effective 
against  many  gram-positive  patho- 
gens which  inhabit  the  nose  and  ac- 
cessory nasal  sinuses.1  Administered 
by  spray  or  by  aerosol  inhalation,  a 
solution  of  bacitracin  has  been  re- 
ported to  reduce  the  severity  and  du- 
ration of  sinus  infections.2,3 


4 

u 

0 

b 
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The  presence  of  desoxyephedrine 
in  Bacitracin-Nasal  aids  in  improving 
nasal  ventilation  and  reduces  patient 
discomfort  for  prolonged  periods. 

Reconstituted  by  the  pharmacist  just 
prior  to  being  dispensed,  Bacitracin- 
Nasal  contains  bacitracin,  2 50  units 
per  cc.,  and  0.2  5%  desoxyephedrine 
in  an  approximately  isotonic,  rose- 
scented  aqueous  vehicle.  It  is  avail- 
able on  prescription  at  all  pharmacies 
in  1 5 cc.  bottles  together  with  dropper. 


1.  Prigal,  S.  J.:  Bacteriologic  and  Epidemiologic  Approach  to  the  Treatment 
of  Respiratory  Infections  with  Aerosols  of  Specific  Antibiotics,  Bull.  N.  Y. 
Acad.  Med.  26:282  (Apr.)  1950. 

2.  Stovin,  J.  S.:  The  Use  of  Bacitracin  in  the  Treatment  of  Sinusitis  and  Re- 
lated Upper  Respiratory  Infections,  New  York  Physician  32:14  (July)  1949. 

3.  Prigal,  S.  J.,  and  Furman,  M.  L.:  The  Use  of  Bacitracin,  a New  Antibiotic, 
in  Aerosol  Form;  Preliminary  Observations,  Ann.  Allergy  7:662  (Sept.-Oct.) 
1949. 
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A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION  • 17  E.  42ND  ST.  • NEW  YORK  17,  N.Y. 


wy  /%e/vzzea— ocaruaiuy 

DOHO  RESEARCH  PRODUCTS 


Nasal  Decongestant  WITHOUT  Circulatory 
or  Respiratory  Effect 

/&£  COMMON  COLD  SINUS  INFECTIONS  * PRE  AND 
POSTOPERATIVE  NASAL  SHRINKAGE  HAY  FEVER 
ALLERGIC  AND  HYPERTROPHIC  RHINITIS 

FORMULA:  Desoxyephedrine  SaccHarinate  0.50%  w/v  in  an  isotonic  aqueous 
solution  with  0.02%  Laurylammonium  saccharin.  Flavored.  pH  6.4. 

Supplied  in  THE  DOHONY  SPRAY-O-MIZER  ‘ 

Dl  C A C A MT  rcrir IPMT  (Combination  Spray  and  Dropper) 

PLEASANT— Err  ICIENT  *trade  mark-pat.  pend. 

NON-TOXIC  - BACTERICIDAL  Also  for  Office  and  Hospital  use- 

in  Pint  bottles. 

Scientific  and  Clinical  Data  sent  on  request 


DOHO  CHEMICAL  CORF.,  100  Varick  St.,  New  York  13,  N.  Y. 


Also  MALLON  DIVISION -Makers  of  RECTALGAn 


CHRONIC  SUPPURATIVE  OTITIS  MEDIA 
FURUNCULOSIS  AND 
AURAL  DERMATOMYCOSIS 


FORMULA:  Urea  2.0  GRAMS 

Sulfothiazole  1.6  GRAMS 


Glycerol  (DOHO)  Base  16.4  GRAMS 


What  is 

GANTRISIN 


A new,  safer  sulfonamide  with  a wider  anti- 
bacterial spectrum. 

same  indications  as  other  sulfonamides  ? 

More ; it  has  been  effective  in  some  infections 
2 not  responsive  to  other  sulfonamides  and  anti- 
biotics. 

how  about  toxicity  ? 


3 


High  solubility  prevents  renal  blocking.  Inci- 
dence of  other  reactions  is  also  very  low. 


'ROCHE'  ? 


should  the  patient  he  alkalized? 


4 


Not  necessary  with  Gantrisin®  because  of  its 
high  solubility. 


how  about  cost? 

Gantrisin  is  so  economical  that  it  can  be  pre- 
scribed without  straining  the  patient’s  budget. 


HOFFMANN-LA  ROCHE  INC. 

Roche  Park  • Nutley  10  • New  Jersey 


Chemically  Gantrisin  is  3.  4-dimethyl-6-sulfanilamido-isoxazol« 
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FREE! 

Colorful  meas- 
uring chart  for 
your  little  pa- 
tients. Write  for 
pad  of  25  charts 


For  flea Itbier  Appetites ! 

In  prescribing  Vitamin  B12  for  stimulation  of  children’s 
appetites  and  growth,  be  sure  your  patient  receives  the 
preferred  crystalline  B12 . . . the  only  form  admitted  to  the 
United  States  Pharmacopeia. 

SolDex  provides  crystalline  B12  in  convenient  drop 
dosage  form— easy  to  use,  tasteless  and  colorless.  Stabi- 
lized to  contain  10  micrograms  of  Vitamin  B12  per  cc 
(approx  20  drops).  Prescribe  SolDex! 

Now  supplied  in  15  and  30  cc  bottles  with  special  dropper. 


ANOTHER  FINE  J.  M.  PRODUCT 
MEYENBERG  EVAPORATED  GOAT  MILK 


Samples  and  literature  upon  request 


mm 
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v*x«: 


In  Mild  and  Moderate  Hypertension,  a marked 
sense  of  well-being  is  provided  by  the  routine 
administration  of  Tabules  Veratrite.  Pronounced 
relief  of  headache,  dizziness,  fatigue  and  nervous 
irritability  is  accompanied  with  a reduction  in  blood 
pressure.  Veratrite  lessens  peripheral  resistance 
without  compromise  of  circulation. 

Supplied:  Bottles  of  100,  500,  1000. 

SAMPLES  AND  LITERATURE  ON  REQUEST. 


IRWIN,  NEISLER  & COMPANY  DECATUR,  ILLINOIS 


P 


. 


&|Q,0vCXw 


Each  VERATRITE  Tabule  contains; 

Veratrum  Viride 3 CRAW  UNITS* 

Sodium  Nitrite . 1 grain 

Phenobarbitat V*  grain 

^Biologically  Standardized  far  toxicity.  The 
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FATTY  DEGENERATION  RECOVERY  AFTER  DIETARY  THERAPY 


. . under  good  dietary  treatment  the  acute  progressive  histologic 
features  of  the  hepatic  parenchymal  cell  degeneration,  even  in  a 
severely  chronically  diseased  liver,  may  disappear  within  a few 

Weeks.” — Volwiler.W.;  Jones,  C.  M.,  and  Mallory,T.  B.:  Gastroenterology  11:164, 1948 


The  amino  acid  most  essential 
for  liver  regeneration 

E 0 N I N E* 

dl-methionine  Wyeth 

In  the  dietary  management  of  liver  damage 
due  to  pregnancy,  or  to  malnutrition,  al- 
lergy, alcoholism,  or  chemo-toxic  agents. 

MEONINE  TABLETS:  0.5  Gin.,  bottles  of  100 
for  oral  therapy. 

CRYSTALLINE  MEONINE:  Bottles  of  50  Gm. 
for  preparation  of  intravenous  solutions. 


Incorporated  • Philadelphia  2,  Pa. 
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"JUNKET"  is  the 
trade-mark  of 
Chr.  Hansen’s 
Laboratory,  Inc. 
for  its  rennet  and 
other  food  products 
and  is  registered 
in  U.S.  Patent  Office. 


The  simple  expedient  of  altering  the  form  and  texture 
of  liquid  milk— easily  and  quickly  accomplished 
with  rennet— frequently  solves  a number  of  eating 
problems.  • Children— and  oldsters,  too— who  (for 
one  reason  or  another)  tire  of  drinking  milk,  enjoy 
eating  delicious  rennet-custards.  Quickly  prepared, 
and  in  no  way  changing  the  nutritive  values  of 
uncooked  milk,  rennet-custards  may  be  used  as 
desserts  or  as  between-meal  snacks— varied  in  many 
ways  through  the  availability  of  six  different 
flavors  and  innumerable  toppings.  • Remember 
rennet  next  time  you  have  a milk  problem! 

'JUNKET"  BRAND  FOODS 

DIVISION 

Chr.  Hansen’s  Laboratory,  Inc.  • LITTLE  FALLS,  N.  Y. 

J-15-21 


"Junket"  Rennet  Powder 

—sweetened,  six  flavors. 

"Junket"  Rennet  Tablets 
—unsweetened, 
unflavored  ( particularly 
for  very  young  infants 
and  diabetics). 


( © 
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in  Children 

is  nothing  better  than 
pleasant  tasting 


TrttioJd  MOL-IRON  LIQUID 

MOLYBDENIZED  FERROUS  SULFATE 

Investigators  stated:  “We  have  never  had  other  iron  salts  so 
efficacious  . . . our  results  have  been  striking  . . . increases  in 
hemoglobin  were  dramatic  and  rapid  . . 

White’s  Mol-Iron  has  been  carefully  evaluated  in  the  treat- 
ment of  iron-deficiency  secondary  anemia.  It  has  proved  to  be 
more  effective  than  unmodified  ferrous  sulfate1,2,3  and  excep- 
tionally well  tolerated.4,5 


Supplied:  Mol-Iron  Liquid — bottles  of  12  fluid  ounces. 

Also  Mol-Iron  Tablets — bottles  of  100  and  1000. 

Mol-Iron  with  Liver  and  Vitamins  (capsules)  in  bottles  of  100. 
NEW:  Mol-Iron  with  Calcium  and  Vitamin  D (soft  gelatin  capsules) 
in  bottles  of  100. 

WHITE  LABORATORIES,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 


1.  Dieckmann,  W.  J.,  and  Priddle,  H.  D. : Am.  J.  Obstet.  & Gynec.  57: 541  (1949).  2.  Chesley,  R.  F.,  and  Annitto,  J.  E. : 
Bull.  Margaret  Hague  Mat.  Hosp.  1 :68  (1948).  3.  Dieckmann,  W.  J.  et  al. : Am.  J.  Obstet.  & Gynec.  39:442  (1950).  4.  Kelly, 
H.  T. : Pennsylvania  M.  J.  51 :999  (1948).  5.  Ncary,  E.  R. : Am.  J.  Med.  Sc.  212: 76  (1946). 


All  Children  Can  Benefit  from 


The  problem  of  encouraging  children  to  eat  an  adequate  breakfast 
finds  easier  solution  when  Ovaltine  in  hot  milk  is  recommended  as  a 
breakfast  beverage.  Many  children  clamor  for  a hot  drink  at  the  morn- 
ing meal  and  Hot  Ovaltine  is  the  right  kind  of  drink  to  recommend. 

A cup  of  Hot  Ovaltine  makes  an  excellent  contribution  of  virtually 
all  essential  nutrients,  adding  substantially  to  the  nutritional  start 
for  the  day.  It  also  serves  in  a gustatory  capacity  by  enhancing 
the  appeal  of  breakfast  and  making  other  foods  more  inviting. 


The  nutrient  contribution  made  by  a cup  of  Ovaltine  is  apparent 
from  the  table  below.  Note  the  wealth  of  essentials  added  to  the 
nutritional  intake  by  making  the  simple  recommendation  of  adding 
a cup  of  Hot  Ovaltine  to  the  child’s  breakfast. 

THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILLINOIS 


i wPr 

Here  are  the  nutrients  that 

a cupful  of  hot  Ovaltine,  made  of 

Vi  oz.  of  Ovaltine  and  8 fl.  oz.  of  whole  milk,* 

provides: 

PROTEIN 

. . . 10.5  Gm. 

IRON  . . . . 

NIACIN 

FAT 

. . . 10  5Gm. 

COPPER  . . . 

0.2  mg. 

VITAMIN  C . . . . 

. . . 10  mg. 

CARBOHYDRATE  . . 

. . . 22  Gm. 

VITAMIN  A . 

1000  I.U. 

VITAMIN  D . . . . 

. . . 140  I.U. 

CALCIUM 

. . . 370  mg. 

VITAMIN  B,  . 

CALORIES 

. . . 225 

PHOSPHORUS  . . . 

RIBOFLAVIN  . 

0.7  mg. 

♦Based  on  average  reported  values  for  milk. 

462 


when  chronic  worry  stands  in  the  way  of  recovery 


Dexamyl 


emotional  disturbances  that  form  such  a troublesome  part 
of  the  total  clinical  picture.  Too  often  “chronic  worry”  stands 
stubbornly  in  the  way  of  the  patient’s  full  recovery. 


To  combat  this  problem  you  will  find  ‘Dexamyl’* — a balanced 
combination  of  ‘Dexedrine’*  and  Amobarbital,  Lilly  (‘Amytal’t) 
— remarkably  helpful. 


The  ‘Dexedrine’,  because  of  its  “smooth”  and  profound 
antidepressant  action,  restores  mental  alertness  and 
optimism  and  dispels  psychogenic  fatigue. 

The  Amobarbital  (Lilly),  because  of  its  tranquilizing  effect, 
relieves  nervous  tension,  anxiety  and  agitation. 

‘Dexamyl’  tablets  are  available  in  bottles  of  100  and  1000,  on 
prescription  only.  Each  tablet  contains  ‘Dexedrine’  Sulfate,  5 mg., 
and  Amobarbital  (Lilly),  Yi  gr.  (32  mg.). 

Smith,  Kline  & French  Laboratories,  Philadelphia 


•Trademark,  S.K.F. 


fTrademark,  Lilly 
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Cholecystopaque 
with 


• • 


minimum 


SIDE  EFFECTS 


Monophen 


IModern  MONOPHEN  reduces  to  an  absolute  minimum 
the  cramps,  diarrhea,  dysuria,  and  other 
side  reactions  heretofore  associated  with  present 
cholecystographic  procedure.  In  addition,  MONOPHEN 
provides  a diagnostic  trustworthiness  attested  to  by  its 
use  in  over  3000  cases* . . . with  complete  confirmation  of 
those  cases  where  surgical  intervention  was  recommended. 

Normal  MONOPHEN  cholecystograms  are  uniformly 
excellent,  reveal  homogeneous  opacity  and  adequate 
contraction  after  the  fat  meal. 

• monophen  is  2- (4-hydroxy -3,  5-diiodo-benzyl)  - 
cyclohexane  carboxylic  acid,  containing  52.2%  iodine 
in  stable  combination. 

• SUPPLIED  in  BULK:  Capsules  (0.5  gram  each)  are 
cellophane-sealed  in  units  of  2’s  and  boxed  in  quantities 
of  50,  100,  250,  500  and  1000,  with  a requisite  number  of 
dispensing  envelopes  imprinted  with  directions  for  use. 


Write  for  samples 

NATIONAL  SYNTHETICS,  INC. 

270  LAFAYETTE  STREET,  NEW  YORK  12,  N.  Y. 


“ Dependability  Through  the  Years ” 


■If, 4 


NStQN 


BRAND  OF  PYRANISAMINE  BROMOTHEOPHYUINATE 


^fa6Cetb*lfaC&eto 


50 7°  OF  THE  AVERAGE 
WOMAN'S  MONTH  MAY 
CONSIST  OF  DAYS  WHEN 
SHE  IS  NOT  AT  HER  BEST! 


premenstrual  tension,  character- 
ized by  a varying  degree  of  physi- 
cal and/or  mental  incapacity12..  10  to  14  days 

MENSTRUATION,  with  its  USUal 

attendant  discomfort  5 days 


INCREASE  THE 
GOOD  DAYS  WITH 

A 

MENSALIN  has  also 
been  successfully  used  in 
preventing  motion  sickness. 


Total  15  to  19  days 

GanGasanjna:  a new  chemical  combination 
which  provides  effective,  safe  relief  of  premenstrual 
symptoms  such  as  nervous  tension,  breast  tenderness, 
abdominal  distention,  low-back  pain,  and  headache,  in  a 
majority  of  patients,  mensalin  is  believed  to  act  by 
combating  edema,  the  probable  cause  of  premenstrual 
molimina.1 


supplied:  Bottles  of  30  and  100  tablets,  each  contain- 
ing 50  mg.  of  pyranisamine  bromotheophyllinate. 


1.  Hamblen,  E.  C.:  Endocrinology  of  Woman.  Springfield,  III.,  Charles  C Thomas.  1945;  p.  468. 


2.  Gillman.J.:  J.  Clin.  Endocrinol.  2: 157  (1942). 

’Trademark  of  Walker  Vitamin  Products  ,lnc. 

VITAMIN  PRODUCTS,  INC.  • mount  vernon,  n y. 
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LACTOGEN 


When  the  supply  of  breast  milk  is  inadequate  or  when  lacta- 
tion fails  entirely,  there  is  no  better  formula  than  Lactogen. 
Designed  to  resemble  mother’s  milk,  it  consists  of  whole  cow’s 
milk  modified  with  milk  fat  and  milk  sugar.  It  differs,  however, 
in  one  important  respect:  the  protein  content  of  Lactogen  in 
normal  dilution  is  one-third  greater  than  that  of  mother’s 
milk — 2.0%  instead  of  1.5%. 

OL&mji Ml 

Lactogen  contains  all  the  ingredients  of  a well-balanced  infant 
formula.  In  addition,  it  is  fortified  with  iron  to  compensate 
for  the  deficiency  of  this  mineral  in  milk. 


Lactogen  is  simple  to  use.  The  prescribed  amount  is  stirred 
into  warm,  previously  boiled  water.  Either  a single  feeding 
can  be  prepared,  or  the  entire  day’s  quantity  can  be  made  up 
and  stored  in  the  refrigerator  until  used. 


THE  NESTLE  COMPANY,  INC 

COLORADO  SPRINGS,  COLORADO 


NOTABLY  HIGH  IN 
PROTEIN  CONTENT 

Lactogen  contains 
a generous  amount 

of  protein more 

than  enough  to 
satisfy  every  protein 
need  of  the  rapidly 
growing  infant. 
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of  Cortone  Acetate 


Cortone  Acetate 


(1  cc.  = 25  mg.)  vials,  20  cc. 


(25  mg.  each)  bottles,  40  tablets 


Clinical  studies  have  demonstrated  that  the  therapeutic  activity  of  Cortone*  is 
similar  whether  administered  parenterally  or  orally.  Dosage  requirements  are 
approximately  the  same,  and  the  two  routes  of  administration  may  be  used 
interchangeably  or  additively  at  any  time  during  treatment. 

Although  the  manufacture  of  Cortone — probably  the  most  intricate  and 
lengthy  synthesis  ever  undertaken — has  imposed  unprecedented  difficulties, 
every  effort  is  being  made  to  increase  production  and,  in  the  meantime,  to 
achieve  an  equitable  national  distribution 
of  this  vital  drug. 

Among  the  conditions  in  ivhich  Cortone  has 
Literature  on  Request  produced  striking  clinical  improvement  are: 

RHEUMATOID  ARTHRITIS  and  Related 
Rheumatic  Diseases 


Key  to  a New  Era  in  Medical  Science 

Cortove 

ACETATE 


ACUTE  RHEUMATIC  FEVER 

ALLERGIC  DISORDERS,  including  Bron- 
chial Asthma 

INFLAMMATORY  EYE  DISEASES 

SKIN  DISORDERS,  notably  Atopic  Derma- 
titis, Psoriasis,  Exfoliative  Dermatitis,  in- 
cluding cases  secondary  to  drug  reactions, 
and  Pemphigus 


(CORTISONE  Acetate  Merck) 

(1 1 -Dehydro-1 7-hydroxy  cor  ticoaterone-21 -ace  tale) 


LUPUS  ERYTHEMATOSUS  (Early) 
ADDISON’S  DISEASE 


* CORTONE  is  the  registered 
trade-mark  of  Merck  & Co.,  Inc.  for 
its  brand  of  cortisone. 


MERCK  & CO.,  Inc. 


Manufacturing  Chemists 


RAHWAY.  NEW  JERSEY 
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That’s 


the  sign  for  SYNTHENATE  TARTRATE  therapy 
. for,  in  the  early  phase  of  coryza,  this  simple  treatment  brings  gratifying, 


often  dramatic  relief. 


In  65%  of  cases  complete  remission  ot  symptoms  occurs  within  fifteen  minutes 
after  injection  of  1 cc  of  SYNTHENATE  TARTRATE-Breon,  when  adminis- 
tered within  twenty-four  hours  of  the  first  sign  of  a cold! 

Injection  is  simple... relatively  nontoxic... prolonged  in  effect.  SYNTHENATE 
TARTRATE-Breon  increases  cardiac  efficiency  and  frequently  slows  the  pulse 
rate;  thus  it  is  effective  without  appreciably  increasing  the  work  of  the  heart. 
It  does  not  cause  cardiac  arrhythmias,  does  not  stimulate  the  central  nervous 
system,  does  not  produce  signs  of  anxiety. 


DOSAGE : 1 cc  injected  intramuscularly  or  subcutaneously . . . repeated  in  3 or 
4 hours,  if  required. 


George  A.  Breon  & co. 


TARTRATE  SOLUTION 


Available  at  all  drug  stores.  1 cc  ampuls 
— boxes  of  12  and  25. 

Complete  literature  to  physicians  on 
request. 


SYNTHENATE 


Trademark 


1 cc  of  the  Solution  contains 
Synthenate  Tartrate.  ...O.lGm. 

Dextrose  U.S.P 5 mg. 

Sodium  Bisulfite 

as  a preservative 2 mg. 


Pharmaceutical  Chemists  • 1450  Broadway,  New  York  18,  N.Y. 
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IN  A YOUNG  WOMAN 


• Photograph  of  patient;  X-Ray 
reveals  a double  lateral 
scoliosis  with  convexity  toward 
the  right  at  the  lower  dorsal 
and  upper  lumbar  region. 


• Same  patient  after  application 
of  Camp  lumbosacral  support. 

The  orthopedic  surgeon  ordered 
reinforcement  of  the  back  of  the  support 
with  aluminum  upright  (Hyb-lum)  stays. 


Some  rotation  of  the  vertebral 
bodies,  particularly  in  the 
upper  lumbar  region,  is  shown  by  the 
Roentgen  Ray.  The  vertebral  bodies  and 
interspaces  are  of  normal  width. 


Patient  wore  a Camp  prenatal 
support  with  same  type  of 
reinforcement  during  her  pregnancy 
that  terminated  a few  weeks 
before  this  orthopedic  fitting. 


Especial  features  of  the  lumbosacral  side  lacing  support  illustrated  are  as  follows: 

(a)  Side  lacing  adjustments  (two  in  number)  the  lower  of  which  gives  steadiness  to  the  pelvis. 

(b)  A smooth  back,  allowing  for  reinforcement. 

(c)  Curving  in  and  under  the  gluteal  region  relieves  the  tension  of  these  muscles 
on  their  attachments. 


S.  H.  CAMP  and  COMPANY  • JACKSON,  MICHIGAN 

World's  largest  Manufatturers  of  Scientific  Supports 
Offices  ot:  200  Madison  Ave.,  New  York;  Merchandise  Mart,  Chicago;  Windsor,  Ont.;  London,  Eng. 
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water 
gets 
the  oil 
there 


vi-syneral  vitamin  drops 

Great  Advance  in  Vitamin  Therapy  . . • this  oil-in-water 
solution  developed  by  the  Research  Laboratories  of 
U.  S.  Vitamin  Corporation.  Clinical  literature*  em- 
phasizes the  superiority  of  aqueous  solutions  of 
vitamin  A compared  to  oily  solutions  (such  as  per- 
comorph  oils)  . .. 

500%  GREATER  ABSORPTION 
85%  HIGHER  LIVER  STORAGE 
1 /5th  AS  MUCH  EXCRETION 

•Literature  and  samples  upon  request 


casimir  funk  laboratories,  inc.  (affiliate) 
250  e.  43  st.,  new  york  17,  n.  y. 


CONTAINS  100%  NATURAL  VITAMIN  D, 
THE  SUPERIOR  ANTI-RACHITIC 


Each  0.6  cc.  provides: 


VITAMIN  A (natural)  . 

5,000  units 

VITAMIN  D (natural)  . 

1,000  units 

ASCORBIC  ACID  . . 

50  mg. 

THIAMINE  .... 

1 mg. 

NIACINAMIDE  . . . 

5 mg. 

RIBOFLAVIN  . . . 

.4  mg. 

PYRIDOXINE  . . . 

.1  mg. 

PANTOTHENIC  ACID 

ition 

2 mg. 
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Prompt 


Symptomatic 
Relief 


DIAPHORETIC 

ANTIPYRETIC 

ANALGESIC 


Once  the  common  cold  becomes  estab- 
lished, therapy  is  aimed  at  alleviating 
symptoms  and  promoting  patient 
comfort.  For  this  purpose,  Dasin  pro- 
duces prompt  relief  through  its  anal- 
gesic, antipyretic,  and  diaphoretic 
actions. 

Troublesome  rhinorrhea  is  miti- 
gated by  the  action  of  atropine,  while 
the  typical  muscular  aches  and  pains 


THE  S.  E.  MASSENGILL  COMPANY 
Bristol,  Tenn.-Va. 

NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 


Each  Dasin  capsule  contains: 

Dover  powder gr. 

Acetophenetidin ....  1 gr. 
Atropine  Sulfate . . 1 /500  gr. 

Aspirin 2 gr. 

Camphor gr. 

Caffeine J^gr. 


respond  to  Dover  powder,  acetophe- 
netidin, and  aspirin.  This  multiple 
approach  quickly  makes  for  subjective 
comfort,  minimizing  the  demands  of 
the  patient’s  vitality. 

The  dose  of  Dasin  is  1 or  2 capsules 
every  2 hours  for  3 doses,  then  1 
capsule  every  3 hours.  Supplied  in 
bottles  of  100  and  1000. 


DASIN 

CAPSULES 
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Sodium  Gentisate:  A New  Approach  to  the  Treatment  of  Arthritis 


It  has  been  estimated1  that  nearly  7,000,000  people 
(at  least  one  in  every  20  persons)  in  the  United 
States  have  some  form  of  "rheumatic”  disease. 
Rheumatism  (with  arthritis  the  most  important 
single  cause)  ranks  first  in  prevalence  among  dis- 
eases, and  second  in  the  production  of  disability 
and  invalidism.  It  is  more  common  than  the  total 
number  of  cases  of  tuberculosis,  diabetes,  cancer 
and  heart  disease  combined. 

The  most  common  of  the  severe  forms  of  the  arthri- 
tides  is  rheumatoid  arthritis.  Although  its  etiology 
still  remains  uncertain,  there  are  factors  upon  which 
there  is  general  agreement.2  (1)  Rheumatoid  ar- 
thritis has  a definite  tendency  to  be  familial.  (2) 
Eighty  per  cent  of  the  cases  occur  between  the  ages 
of  twenty  and  fifty  with  the  peak  at  thirty-five  to 
forty.'  (3)  Females  are  more  commonly  affected 
than  males  in  a ratio  of  3:1.  (4)  Investigation 
shows  that  in  the  period  preceding  the  onset  of 
symptoms,  emotional  shocks  are  very  common  and 
this  is  frequently  manifested  by  a severe  depres- 
sion.'1 (5)  Pregnancy  causes  an  amelioration  of 
symptoms  in  a significantly  high  proportion.4  (6) 
Involvement  of  the  liver,  as  in  infectious  hepatitis, 
causes  a definite  remission  in  a significant  number 
of  patients.5 

Since  Klinge’s®  original  work  in  1929,  evidence  has 
been  accumulating  that  both  rheumatic  fever  and 
rheumatoid  arthritis  are  diseases  of  the  interfibril- 
lar  substance  of  the  connective  tissue.7  The  nature 
of  this  material  is  not  well  understood,  although 
it  is  presumably  a mucopolysaccharide  in  combina- 
tion with  a protein.  This  theory  holds  that  changes 
in  the  cellular  components  are  secondary  to  changes 
in  the  interfibrillar  material.  The  composition  of 
two  of  the  mucopolysaccharides  found  in  inter- 
fibrillar  material  is  known:  (a)  chondroitin  sul- 
furic acid,  and  (b)  hyaluronic  acid.8  Changes  in 
chondroitin  sulfuric  acid  have  been  studied  in 
hyaline  cartilage  which  is  affected  to  a considerable 
degree  in  rheumatoid  arthritis.9 
These  changes  have  been  on  a purely  morphologi- 
cal basis9  and  consist  chiefly  of  destruction  of 
hyaline  cartilage,  presumably  due  to  interference 
with  its  blood  supply  by  the  overgrowth  of  pannus 
and  granulation  tissue,  both  beneath  the  subchon- 
dral plate  and  on  the  surface  of  the  joint. 

On  the  other  hand,  changes  in  the  hyaluronic  acid 
of  the  joint  fluid  have  been  shown  to  be  present 
in  active  rheumatoid  arthritis.10. 11  These  changes 
in  active  disease  consist  of  depolymerization  of  the 
hyaluronic  acid  and  an  increase  in  the  total  amount 
of  hyaluronic  acid  present.  The  excessive  presence 
of  hyaluronidase,  moreover,  has  been  acknowl- 
edged to  produce  a denaturization  of  mucin  in  the 
synovial  fluid,  the  varying  degrees  of  which  are 
valuable  for  their  diagnostic  as  well  as  prognostic 
indications.12  Clinicians13  have  concluded  that  the 
increase  of  hyaluronidase  activity  may  be  respon- 
sible for  the  breakdown  of  interfibrillar  cement. 

A rational  approach  to  the  problem,  therefore,  de- 
mands a therapeutic  agent  that  will  act  to  inhibit 
the  spreading  effect  of  hyaluronidase. 


Meyer  and  Ragan14  treated  patients  having  rheu- 
matoid arthritis  and  acute  rheumatic  fever  with 
sodium  gentisate,  a hyaluronidase  inhibitor.  Their 
results  were  uniform  and  notably  favorable. 
Within  a few  days  there  followed  a disappearance 
of  pain,  swelling  and  joint  inflammation. 

The  increase  in  urinary  glucuronic  acid  observed 
with  salicylates  does  not  occur  with  gentisates. 
This  phenomenon  has  been  assigned  to  the  rapid 
oxidation  of  the  gentisates.15  It  is  indeed  likely,  as 
shown  by  examination  of  the  structural  formulas 
of  these  two  compounds,  that  the  antirheumatic 
action  of  the  salicylate  in  forestalling  the  spread 
of  hyaluronidase16  is  attributed  to  its  partial  oxi- 
dation in  the  body  to  a gentisate. 

COONa 
OH 

SODIUM  GENTISATE 

The  corrective  action  of  sodium  gentisate  is  gen- 
erally not  an  immediate  one;  therefore,  as  an  added 
therapeutic  measure,  a salicylate,  which  provides 
prompt  relief  from  pain,  should  be  included  in 
the  formula. 

The  product  of  choice,  therefore,  should  be 
gentarth  Tablets,  prepared  by  the  Raymer  Phar- 
macal  Company  of  Philadelphia. 

Each  salol-coated  gentarth  Tablet  contains: 

Sodium  Gentisate 100  mg. 

Raysal-Succinate 325  mg. 

(representing  43%  Salicylic  Acid  and  3%  Iodine 
in  a Calcium-Sodium  Phosphate  Buffer  Salt  Com- 
bination) 

Succinic  Acid 130  mg. 

The  recommended  dosage  is  two  or  more  tablets 
three  or  four  times  daily  (after  meals  and  before 
bedtime). 

gentarth  Tablets  are  supplied  in  bottles  of  100, 
500  and  1,000  and  are  available  at  all  pharmacies 
on  prescription. 
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time,  motion,  space 


Immediately  usable,  premeasured  doses  in  Cartrids 
eliminate  the  bother  of  filling  and  simplify  the  problems 
of  sterilization  and  of  storage  space  in  the  physician’s 
hag  or  oflicc. 

Detailed  information  and  literature  on  Cartrids  'Duracillin  A.S.’ 
and  Cartrids  Dihydrostreptomycin  Sulfate,  Crystalline,  Solution 
are  personally  supplied  by  your  Lilly  medical  service  representa- 
tive or  may  be  obtained  by  writing  to 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


* of  either  'Duracillin  A.S.’  (Procaine  Peni- 
cillin—G in  Aqueous  Suspension,  Lilly), 
300,000  units 

or  Dihydrostreptomycin  Sulfate,  Crystal- 
line, Solution,  0.5  Gm.  in  1 cc. 
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Editorials 

National  Emergency,  I 


The  declaration  by  the  President  of  the 
I United  States  of  a state  of  national  emer- 
gency on  December  16,  1950,  probably  sur- 
prised few  physicians.  Those  who  had 
heard  or  read  Governor  Dewey’s  speech  to 
' the  New  York  County  Lawyers’  Association 
a few  days  before  were  apprised  of  the  grav- 
ity of  the  national  peril,  internal  as  well  as 
external.  The  President’s  declaration  of 
emergency  actually  merely  gave  official 
recognition  to  what  had  already  been  ac- 
knowledged as  the  facts  of  life  by  many 
thoughtful  citizen-taxpayers. 

Since  medicine,  the  doctors  who  imple- 
ment it,  and  the  vast  network  of  ancillary 
services  which  are  necessary  to  it  form  the 
core  of  military  medicine  as  well  as  the  heart 
of  civilian  medical  defense,  doctors  cannot, 
in  the  public  interest,  afford  the  leisurely  or 
political  approach  to  reality.  Too  much 
depends  upon  an  adequate  and  early  state  of 
I medical  preparedness.  True,  medical  serv- 
ice in  times  of  disaster  does  not  differ  radi- 
cally from  that  rendered  at  other  times  except 
in  the  hazards,  volume,  and  difficulty  of  its 


performance,  the  sudden  rise  in  certain 
categories  of  injury,  and  the  sharp  overload- 
ing of  available  facilities. 

The  present  declaration  of  national  emer- 
gency finds  the  information  program  relating 
to  the  peculiarities  of  atomic  radiation  and 
bomb  damage,  conducted  jointly  by  the 
State  Department  of  Health  and  the  Medi- 
cal Society  of  the  State  of  New  York  for  the 
benefit  of  all  physicians,  well  advanced. 
The  program  is  not  a training  course,  but  one 
of  general  information,  and  is  predicated  on 
the  obvious  fact  that  sudden  and  vast  dis- 
aster wipes  out  distinctions  between  spe- 
cialists and  general  practitioners,  all  being 
reduced  initially  in  the  common  calamity  to 
doing  the  simple  things  that  have  to  be  done 
with  what  is  at  hand  to  do  them. 

As  to  the  things  to  do  them  with,  the 
medical  supplies  and  stockpiling,  there  seems 
to  be  some  confusion.  While  it  is  the  func- 
tion of  physicians  to  provide  medical  service, 
it  is  the  duty  of  civil  authority  to  make 
available  material  and  facilities  adequate 
to  the  anticipated  need.  That  this  need  will 
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be  extraordinary  and  astronomic  there  seems 
to  be  no  question;  in  the  matter  of  whole 
blood  and  blood  fractions  alone  the  problem 
is  epitomized  and  pointed  up.  The  present 
(1950)  Congress  has  made  available  funds 
for  civilian  defense  which  should  facilitate 
the  beginning  of  proper  provision  of  materiel. 

Debate  on  large  questions  of  policy  pre- 
cipitated by  the  recent  speech  of  ex-president 
Hoover  may  be  expected  to  clarify  somewhat 
the  over-all  picture  for  the  citizen-taxpayers. 
Certainly,  as  in  no  previous  national  emer- 
gency, the  citizens  of  this  country  must  be 
informed  as  to  what  to  expect,  for  domestic 
cooperation  of  a high  order  is  seen  as  a pre- 
requisite for  withstanding  what  is  probably 
before  us. 

The  picture  of  the  intentions  of  the  USSR 
and  its  satellite  countries  becomes  clearer 
daily:  world  conquest  for  communism.  The 
problem  faced  by  this  country  in  view  of  that 


threat  is  one  of  survival.  We  cannot  ob- 
literate the  mistakes  of  the  past,  but  we 
can  see  to  it  that  every  citizen  is  aware 
of  the  imminent  peril  of  the  present. 

It  is  to  be  hoped  that  political  and  military 
leaders  in  this  hour  of  national  emergency 
will  see  fit  to  tell  the  truth  to  the  ordinary 
taxpayers.  Is  our  system  of  public  and 
private  education  so  poor,  our  religious  faith 
so  weak  in  their  opinion  that  the  taxpayers 
cannot  comprehend  nor  meet  the  blunt 
facts?  If  so,  then  we  do  not  face  a national 
emergency  but  a national  calamity. 

It  is  plain  that  we  shall  have  a showdown 
soon.  We  can  scarcely  hope  again  to  muddle 
through  the  initial  stages  of  a world  conflict. 
If  the  physicians  of  this  State  are  to  provide 
civilian  emergency  medical  service  as  well  as 
doctors  for  the  armed  services,  they  must  also 
know  to  a far  greater  degree  than  they  now 
do  what  will  be  required. 


The  Homosexual  and  the  Sex  Criminal 


Both  of  these  topics  have  been  given  much 
space  in  newspapers  and  magazines,  and 
legislators  are  endeavoring  to  solve  the  at- 
tendant problems  by  a variety  of  measures. 
Remedies  for  these  aberrations  of  human 
conduct,  if  they  may  be  designated  as  such, 
have  come  from  the  fields  of  medicine,  sociol- 
ogy, and  penology,  but  whether  drugs  or 
doctors,  social  reformers  or  prison  authori- 
ties can  provide  the  answer  remains  to  be 
seen. 

It  may  be  possible  to  draw  a dividing  line 
between  homosexual  practices  and  sex 
crimes;  it  might  be  more  appropriate  to  con- 
sider them  all  in  the  same  category,  although 
someone  may  claim  that  the  former  are  based 
on  endocrine  disturbances,  while  a mere  crim- 
inal instinct  dominates  the  latter.  However 
that  may  be,  it  is  strange  how  the  homosexu- 
als develop  among  themselves  groups  of  their 
fellows,  while  the  sex  criminals,  apparently, 
are  more  of  the  solitary  type. 

Historically  speaking,  the  homosexuals 
are  known  to  have  participated  in  the  politi- 
cal picture  in  many  instances — witness  the 
machinations  developed  by  them  in  Ger- 
many in  the  court  of  Kaiser  Wilhelm  II,  as 


publicized  by  Maximilian  Harden  in  his 
pamphlet  which  involved  the  highest  social 
and  political  circles.  Then,  somewhat  later, 
Hitler  discovered  similar  associations  among 
his  intimate  followers.  And  now  our  own 
State  Department  personnel  is  found,  ac- 
cording to  report,  to  have  included  91  “ho- 
mies”  who  have  been  duly  expelled. 

The  questions  remain — have  they  consti- 
tuted a group,  have  they  worked  as  a unit, 
as  they  did  on  The  Steps  of  the  Throne  pub- 
lished by  Harden  in  Berlin  many  years  ago, 
as  they  did  on  the  German  Emperor? 
Naturally,  we  hope  not,  but  it  would  be  a 
matter  of  interest  to  know  how  the  diagnosis 
was  made  and  whether  a similar  infiltration 
has  occurred  elsewhere  in  governmental 
circles. 

All  of  these  facts  are  very  disturbing. 
Are  we  to  tolerate  the  presence  in  our  midst 
of  sexual  perverts  of  these  types  without 
some  radical  measures  being  taken  to  root 
them  out?  For  this  is  not  a problem  of  the 
individual.  Moreover,  is  it  a social  or  a 
medical  problem?  As  a profession,  should  we 
not  participate  in  its  possible  solution?  We 
pose  the  question  and  await  an  answer. 
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Current  Editorial  Comment 


Placental  Barrier  in  Carbon  Monoxide, 
Barbiturate,  and  Radium  Poisoning.  Au- 
topsies on  two  pregnant  women  who  had 
I succumbed  to  carbon  monoxide  asphyxia- 
tion have  revealed  that  carbon  monoxide 
I does  not  cross  the  placental  barrier  into  the 
I fetal  circulation,  due  to  its  rapid  and  com- 
plete fixation  within  the  red  blood  cells  of 
I the  mother.  This  observation,  presented 
by  Drs.  Harrison  S.  Martland  and  Harrison 
S.  Martland,  Jr.,  is  probably  the  first  that 
: has  been  made  in  such  an  “unarranged 
human  experiment.”1  By  analogy  they 
believe  that  this  is  the  most  striking  evi- 
dence to  date  in  the  human  against  the 
transplacental  transfer  of  red  blood  cells 
between  mother  and  fetus.  In  the  absence 
of  convincing  evidence  to  the  contrary, 
doubt  is  raised  as  to  whether  the  present 
theories  of  Rh  isoimmunization  are  partly 
or  entirely  false. 

These  authors  also  report  the  first  human 
case  in  which  the  placental  transfer  of  the 
barbiturates  has  been  demonstrated  by 
; quantitative  organ  analysis  of  the  mother 
and  her  fetus  in  barbiturate  poisoning. 
The  toxicologic  data  reveal  that  the  barbit- 
urates accumulate  in  the  fetus  to  a level 
almost  twice  that  of  the  mother  due  to  the 
slower  and  less  efficient  detoxication  and  ex- 
cretory mechanisms  of  the  fetus.  By  in- 
ference this  “pooling”  tendency  in  the  fe- 
I tus  is  probably  the  fate  of  most  if  not  all  of 

I the  sedatives  which  are  given  via  the  oral, 
i rectal,  parenteral,  and  inhalation  routes. 

Attention  is  thereby  directed  to  the  in- 
' creased  neonatal  morbidity  and  mortality 
resulting  from  the  use  of  such  agents  and 
routes  during  labor. 

The  present,  generally  accepted,  wide- 
spread, and  indiscriminate  use  of  the  barbit- 
urates and  other  sedatives  during  labor 
seems  to  call  for  precautionary  measures. 

[Seventeen  children  of  ten  mothers,  for- 
mer luminous  watch  dial  painters,  have 
been  examined  for  actual  radium  deposits 
in  their  bodies.  All  showed  no  appreciable 
amounts  of  radioactivity  in  excess  of  0.01 
microgram,  which  is  considered  to  be  com- 
parable with  the  upper  limits  of  normal  ra- 
dioactivity in  the  human  body.  Although 
this  does  not  prove  that  the  gaseous  emana- 
tions constantly  present  in  the  mother’s 
i blood  do  not  cross  the  placental  barrier 
' and  render  the  fetus  radioactive,  should 

1 American  Journal  of  Surgery,  September,  1950. 


they  do  so,  radioactive  deposits  in  the  chil- 
dren would  be  too  small  ever  to  produce 
harmful  results  in  the  children  or  their 
descendants. 

In  view  of  the  present  interest  in  the  bio- 
logic effects  due  to  atomic  energy,  the  mu- 
tations found  experimentally  in  the  over- 
worked Drosophila  fly  and  goldfish,  and  the 
frightening  predictions  made  by  some  on 
the  future  of  the  human  race,  these  obser- 
vations should  be  put  on  record,  as  they 
present  the  only  data  of  their  kind  in  exist- 
ence at  the  present  time. 

Internal  poisoning  by  the  ingestion,  in- 
halation, or  parenteral  injections  of  long- 
lived  radioactive  substances  in  which  per- 
manent radioactive  deposits  can  be  detected 
and  measured  during  life  and  after  death  is 
not  to  be  confused  with  the  deleterious 
effects  caused  by  undue,  excessive,  external 
exposure  to  x-rays,  excessive  amounts  of 
radioactive  material,  or  to  the  explosion  of 
atomic  material.  Such  external  exposures 
rarely  render  the  individual  radioactive  un- 
less radioactive  material  is  inhaled  or  in- 
gested, since  the  deleterious  effects  are 
mainly  due  to  external,  penetrative,  and 
nonaccumulative  radiations. 

In  contradistinction  to  the  harmful 
effects  of  undue  external  exposure  to  vari- 
ous radiations,  internal  poisoning  by  radio- 
active substances  has  been  characterized 
mainly  by  anemias  of  the  pseudoaplastic 
type  (large  doses),  radiation  ostitis,  ne- 
crosis of  the  jaws  and  temporal  bones,  and 
osteogenic  sarcomas,  since  essentially  all 
the  retained  radioactive  substances  are 
eventually  stored  in  the  bones. 

If  the  portal  of  entry  has  been  chiefly  the 
respiratory  tract,  bronchiogenic  carcinomas 
have  occurred.  In  rare  cases  carcinoma  of 
the  nasal  sinuses  has  been  encountered  in 
radioactive  dial  painters  due  to  stimulative- 
destructive  effects  of  radon  in  their  expired 
air.  No  effects  on  the  generative  organs 
have  been  noted,  and  sterility  and  genetic 
mutations  are  therefore  not  a problem. 

The  observations  made  by  the  Drs. 
Martland  merit  widespread  attention  by 
the  medical  profession,  especially  as  regards 
the  administration  of  the  commonly  em- 
ployed sedatives  used  in  obstetric  practice. 
The  resulting  anoxia  so  frequently  ob- 
served may  have  an  effect  on  brain  tissue 
not  generally  appreciated. 

[Continued  on  page  477] 
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Nutritional  Relationship  to  Fertility 


Last  April  21  there  appeared  in  many  of 
the  country’s  newspapers  a press  release  from 
Atlantic  City  to  the  effect  that  “one  reason 
the  wealthier  classes  in  the  United  States 
may  have  fewer  children  than  the  poorer 
classes  is  that  they  eat  too  well.”1  It  would 
appear  to  be  quite  a jump  from  observation 
of  the  reproductive  efficiency  of  rats  while 
consuming  different  types  of  diets  to  a con- 
clusion that  “wealthier  classes  in  all  coun- 
tries tend  to  die  out  because  they  produce 
fewer  children,”  and  that  the  reason  for 
fewer  children  is  the  tendency  of  people  with 
higher  incomes  to  overeat.  Because  of  the 
publicity  given  to  Drs.  Carlson  and  Holzel, 
it  seems  appropriate  to  examine  the  evidence 
in  light  of  other  research  so  that  physicians 
may  have  available  data  with  which  to  be 
objective.2 

The  influence  of  nutrition  on  reproduction, 
although  extensively  studied  in  lower  ani- 
mals, has  been  the  subject  of  few  critical  in- 
vestigations in  man.  In  studies  with  the 
human  it  is  difficult  if  not  impossible  to 
control  such  factors  as  environment,  disease, 
genetic  difference,  psychologic  state,  and 
socioeconomic  status,  all  of  which  are  inter- 
related along  with  nutrition  to  affect  fertility. 
Perhaps  the  only  thing  that  can  be  said  with 
assurance  is  that  gross  undernutrition  re- 
duces fertility.  Valaoras  in  his  study  of  the 
effect  of  famine  on  the  population  of  Greece 
found : “The  decrease  in  the  number  of  births 
during  the  famine  period  is  attributed  not 
only  to  the  numerous  miscarriages  and  abor- 
tions observed  during  that  time,  but  mostly 
to  a physiologic  sterility  which  perhaps  af- 
fected both  parents  but  was  most  evident  in 
women.  Menstruation  was  temporarily 
suspended  in  more  than  70  per  cent  of  adult 
females.”3  The  studies  of  Smith  and  An- 
tonov made  during  World  War  II  emphasize 
this  aspect  further.4’5 

On  the  other  hand,  obesity  has  often  been 
pointed  out  as  a cause  of  infertility.  Swyer 


states  that  no  critical  studies  have  been 
made  on  this  matter  but  that  it  is  common 
clinical  knowledge  that,  after  a weight  re- 
duction of  substantial  degree  is  affected,  con- 
ception may  occur.6  Lack  of  fertility  due  to 
obesity  has  been  studied  in  farm  animals  and 
laboratory  animals,  but  the  results  are  not 
conclusive,  as  has  been  pointed  out  by  Reid 
in  his  excellent  review  of  nutrition  and  fertil- 
ity in  the  farm  animal.7  However,  Carlson 
and  Holzel  have  recently  made  a brief  report 
of  a comparative  study  of  the  effect  of  a 
“rich”  diet,  a bulky  diet  (the  “rich”  diet 
plus  inert  bulk),  and  a “poor”  diet  on  the 
fertility  of  successive  generations  of  rats.2 
Fertility  was  least  impaired  if  bulk  was 
added  to  the  “rich”  diet.  The  explanation 
given  was  that  the  bulk  served  to  reduce  the 
caloric  intake  of  the  otherwise  “rich”  diet. 
It  should  be  pointed  out  that  “rich”  and 
“poor”  as  here  used  do  not  connote  nutri- 
tional quality.  Both  diets  are  equally  nutri- 
tious. The  lack  of  adequate  data  to  support 
the  observations  makes  it  impossible  to  judge 
the  validity  of  the  results.  The  data  provide 
no  basis  for  the  publicity  given  this  report 
to  the  effect  that  the  diets  which  nutritional 
research  has  indicated  to  be  optimum  for 
man  may  be  actually  harmful  to  human  fer- 
tility. 

Many  studies  of  the  nutritional  aspects  of 
human  fertility  point  to  vitamin  A or  amino 
acid  deficiency.  Vitamin  E administration  in 
cases  of  male  infertility  has  been  reported  as 
causing  an  improvement  in  sperm  motility 
and  viability.  However,  this  finding  is  not 
without  dispute.7  Holt  et.  al.  calls  attention 
to  the  deleterious  effects  of  the  deficiency  of  ; 
certain  amino  acids,  especially  arginine,  on 
the  production  of  sperm  cells  in  human  sub- 
jects, a factor  which  could  become  important 
during  a wartime  restriction  on  protein 
foods.8 

Many  workers  disregard  psychologic  and 
socioeconomic  factors  when  discussing  in- 1 
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fertility  in  the  human.  Others  neglect  to 
consider  immaturity  of  sperm  cells  resulting 
from  sexual  overindulgence.  It  should  be 
pointed  out  that  some  of  these  factors  are 
interrelated  with  those  of  nutrition.  While 
the  literature  abounds  with  the  idea  of  an 
inverse  relation  between  socioeconomic  sta- 
tus and  fertility,  most  authors  ignore  the  fact 
emphasized  by  Kiser  and  Whelpton  that 
there  is  almost  a direct  relationship  between 
socioeconomic  status  and  the  prevalence  and 
effectiveness  of  contraceptive  practice.9 
Nutrition  is  certainly  not  the  primary  rea- 
son for  any  apparent  infertility  with  this 
group. 

From  the  present-day  literature  dealing 
with  nutrition  and  fertility,  it  would  seem 
unwise  to  advocate  either  a low  or  extremely 
high  plane  of  nutrition  for  the  genus  homo. 


While  there  is  knowledge  of  isolated  nutri- 
ents essential  to  fertility,  the  gross  relation 
of  nutrition  to  normal  reproduction  is  a 
blank  picture.  Until  much  more  carefully 
controlled  work  is  done,  it  would  appear  that 
a well-balanced  and  normal  diet  is  the  best 
answer  which  can  be  given  patients  at  this 
time. 

Betty  F.  Steele 


References 

1.  Press  Release:  University  of  Chicago,  Office  of  Press 
Relations,  Chicago,  April  10,  1950. 

2.  Carlson,  A.  J.,  and  Holzel,  F.:  Federation  Proc. 

9:  354  (1950). 

3.  Valaoras,  V.  G.:  Milbank  Mem.  Fund  Quart.  24:  215 
(1946). 

4.  Smith,  C.  A.:  J.  Pediat.  30:  229  (1947). 

5.  Antonov,  A.  N.:  ibid.  30:  250  (1947). 

6.  Swyer,  G.  I.  M.:  Brit.  J.  Nutrition  3:  100  (1949). 

7.  Reid,  J.  T. : J.  Am.  Vet.  M.  A.  1 14:  158  (1949). 

8.  Holt,  L.  E.,  et  al.:  Federation  Proc.  1:  116  (1942). 

9.  Kiser,  C.  V.,  and  Whelpton,  P.  K. : Milbank  Mem. 

Fund  Quart.  27:  188  (1949). 


Current  Editorial  Comment 

[Continued  from  page  475] 


The  Treatment  of  Gout.  Sufferers  from 
this  distressing  malady  always  look  with 
hope  to  any  news  on  the  subject  of  its  treat- 
ment, only  to  be  disappointed  when  told 
that  the  accepted  remedies,  restricted  diets, 
rest,  and  colchicine  are  still  the  only  reliable 
measures.  In  a recent  address  at  the 
Graduate  Fortnight  of  the  New  York 
Academy  of  Medicine,  Dr.  Alexander  B. 
Gutman,  of  the  Columbia  Research  Service 
of  the  Goldwater  Hospital,  referred  to  the 
use  of  isotopes  in  attempts  to  clarify  the 
underlying  metabolic  errors.  Uric  acid  is 
the  great  offender.  A maximum  tubular 
transport  capacity  has  been  established  at 
about  15  mg.  per  minute,  and  it  has  been 
shown  that  the  urinary  excretion  in  gouty 
subjects  is  in  excess  of  the  normal,  indicat- 
ing overproduction.  Impaired  renal  excre- 
tion of  uric  acid  is  an  important  but  prob- 
ably secondary  factor  in  many  cases. 
These  advances  have  already  influenced 
thinking  and  experiment  in  the  manage- 
ment of  gout.  The  usefulness  of  dietary 
restrictions  is  still  unestablished,  but  it 
seems  prudent  in  chronic  cases  to  limit  the 
purine,  protein,  and  alcohol  intake.  In 


acute  attacks,  colchicine,  ACTH,  and  corti- 
sone are  effective,  and  prophylactic  ad- 
ministration of  colchicine  is  advisable. 

As  uric  acid  still  remains  the  questionable 
factor,  Dr.  Gutman  well  asks  whether  the 
hyperuricemia  is  due  to  increased  produc- 
tion, decreased  destruction,  or  impaired 
renal  excretion  of  uric  acid.  It  is  possible 
that  the  newly  devised  isotope  technics  may 
supply  the  answer,  but,  in  the  meanwhile, 
the  restriction  of  nitrogens  in  the  diet  seems 
to  constitute  the  feasible  approach  in  the 
handling  of  these  cases,  although  diets 
limited  to  dairy  products,  cereals,  eggs, 
vegetables,  and  fruits  are  onerous.  In  the 
acute  cases  ACTH  and  cortisone  may  be 
rapidly  effective  in  the  patient  who  re- 
sponds slowly  and  incompletely  to  colchi- 
cine; on  the  other  hand,  they  may  be  in- 
effective in  patients  who  do  well  with  col- 
chicine. In  the  chronic  cases  with  the  de- 
velopment of  tophi  and  arthritis,  the  prob- 
lem is  to  minimize  the  deposition  of  urates 
by  restricting  the  diet  so  as  to  reduce  the 
intake  of  uric  acid  precursors  and  to  in- 
crease the  excretion  of  urate  by  the  use  of 
suitable  uricosuric  agents. 


The  President’s  Page 

A Call  to  Duty 

(The  following  message  has  been  sent  to  the  presidents  of  the 
county  medical  societies  in  New  York  State.) 

A copy  of  Information  Circular  Number  10  of  the  New 
York  State  Civil  Defense  Commission  concerning  the 
emergency  medical  services  to  be  provided  after  an  atomic 
bomb  disaster  was  recently  sent  to  you  and  the  secretary  of 
your  society.  This  plan  was  prepared  by  the  State  Health 
Department  in  cooperation  with  the  Medical  Advisory  Com- 
mittee of  Civilian  Defense  and  the  Emergency  Medical 
Preparedness  Committee  of  your  State  Society.  It  repre- 
sents, we  believe,  a new  approach  to  the  tremendous  prob- 
lems of  deployment  of  medical,  nursing,  and  auxiliary  per- 
sonnel and  the  supplies  and  equipment  essential  to  their 
proper  functioning.  We  are  proud  that  we  in  the  State  have 
been  able  to  take  the  initiative  in  this  vital  field. 

We  wish  to  point  out  that  these  measures  are  directed 
mainly  to  the  prevention  of  death  of  a very  large  number  of 
people  in  the  first  hours  after  detonation  of  an  atomic  bomb. 
Much  detailed  planning  regarding  the  highly  complex  prob- 
lems of  hospital  and  ambulatory  care  after  the  first  few  days  remains  to  be  done.  We  must 
not  lose  sight  of  the  fact,  however,  that  failure  in  the  first  hours  of  disaster  could  never  be 
repaired  by  later  measures.  The  very  size  of  this  operation  requires  a mass  approach  to  the 
transportation  and  disposition  of  the  many  thousands  of  people  who  will  require  medical 
relief. 

It  is  well  recognized  by  all  concerned  with  planning  that  this  task  will  have  to  be  done 
by  the  practicing  physician  and  his  helpers,  and  that  planning  can  do  no  more  than  get  the 
patients  to  the  physician,  provide  the  facilities  in  which  to  work,  and  give  him  the  tools  to  do 
the  job.  The  paramount  importance,  therefore,  of  the  enrollment  of  every  physician  cannot 
be  overemphasized.  We  count  on  you  to  lend  the  weight  of  your  position  to  the  support 
of  your  local  medical  officer  for  civil  defense  in  the  enrollment  of  every  physician  in  your 
community  for  civil  defense  activities,  not  merely  the  willingness  to  serve  at  the  time  of 
disaster,  but  also  the  commitment  at  the  present  time  of  sufficient  time  and  effort  to  enable 
every  member  of  the  medical  profession  to  know  his  place  and  role  at  the  time  of  emergency. 

We  believe  the  public  is  fully  aware  of  its  dependence  upon  the  medical  profession  in 
the  event  of  an  atomic  attack.  We  are  confident  the  response  of  the  profession  will  contrib- 
ute immeasurably  to  the  maintenance  of  public  morale. 

To  implement  this  problem  we  would  suggest,  if  it  has  not  already  been  done,  that  a 
committee  on  civil  defense  be  promptly  activated.  We  would  appreciate  it  if  you  wTould 
send  to  Dr.  W.  P.  Anderton,  Secretary  of  the  State  Society,  292  Madison  Avenue,  New 
York  17,  New  York,  the  name  of  the  chairman  and  other  members  of  this  committee  so  that 
we  may  transmit  to  them  any  new  material  regarding  the  civil  defense  program. 

We  are  prepared  to  furnish  standard  lantern  slides,  3V4  by  4 inches,  of  the  charts 
shown  opposite  pages  4,  6,  and  32  of  Information  Circular  Number  10,  in  the  event  you 
should  wish  to  have  one  of  your  regular  or  special  meetings  devoted  to  civil  defense. 

Close  cooperation  is  urged  with  the  regional  health  officer  of  your  area,  the  medical 
officer  for  civil  defense,  and  the  other  civil  defense  agencies  in  your  jurisdiction. 
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Penicillin-Triple  Sulfonamide  Mixture 


For  additive  or  possible  synergistic  action  . . . 


Dram-cillin  with 

w * 


Triple  Sulfonamides 


kC5. 


— in  pleasant-tasting,  convenient  liquid  form,  readily  acceptable 
to  infants,  children,  adults. 

White’s  Dram-cillin  with  Triple  Sulfonamides,  contains,  per 
teaspoonful  (5  cc.) : 

100,000  Units  of  Penicillin  G Potassium  and 
0.5  grams  of  triple  sulfonamide  mixture:  equal  parts  of 
Sulfadiazine  Sulfamerazine 

Sulfacetimide  (buffered) 

Greater  Safety— Oral  penicillin  appears  less  likely  to  produce 
hypersensitivity  reactions.* 1  Combined  sulfonamides  permit 
smaller,  safer  dosage  of  each2 — offer  less  likelihood  of  crystalluria. 

Supplied:  In  60  cc.  bottles 

ALSO  AVAILABLE:  Potent  Oral  Penicillin  for  All  Age  Groups 

White’s  Drop-cillin:  50,000  units*  in  a dropperful. 

9 cc.  bottle  contains  600,000  units. 

White’s  Dram-cillin:  100,000  units*  in  a teaspoonful. 

60  cc.  bottle  contains  1,200,000  units. 

Both  with  a delicious  vanilla  flavor. 

*buffered  penicillin  G potassium 


WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 

1.  Keefer,  C.  S. : Amer.  J.  Med.  7:216  (1948). 

2.  Kolmer,  J.  A.:  Amer.  J.  Med.  Sc.  2/5:136  (1948). 
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drain  swampy  tissues 


gation  has  shown  that  “the  average  total  excretion  of  sodium  in 
24  hours  was  increased  more  than  four  times  by  mercuhydrin 
injections.”3 

well  tolerated  systemically  Both  experimental4  and  clinical7’'6 
evidence  attest  to  the  relative  safety  of  mercuhydrin.  Exhaustive 
renal  function  tests  and  electrocardiographic  studies  have  demon- 
strated that  it  is  notably  free  from  unfavorable  clinical  effect.'1-0 

high  local  tolerance  mercuhydrin  is  outstanding  for  its  local 
tissue  tolerance.7  High  local  tolerance  permits  intramuscular  ad- 
ministration—with  minimal  irritation  and  pain  — as  often  as  re- 
quired for  the  frequent-dosage  schedule  of  current  clinical  practice. 

MERCUHYDRIN  (meralluride  sodium  solution)  is  available  in  1 cc. 
and  2 cc.  ampuls. 
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(2)  Reaser,  R B.,  and  Burch,  C.  E. : Proc.  Soc.  Exper.  Biol.  & Med.  65:543,  1946. 

(3)  Griggs,  D.  E.,  and  Johns,  V J.:  California  Med.  69:133,  1948.  (4)  Chapman, 
D.  W,  and  Schaffer,  C.  F : Arch.  Int.  Med.  79:449,  1947.  (5)  Modell,  W.;  Gold.  H.. 
and  Clarke,  D.  A.:  J.  Pharmacol.  & Exper.  Therap.  64:284,  1945.  (6)  Finkelstein, 
M.  B.,  and  Smyth,  C.  J.:  J.  Michigan  M.  Soc.  45:1618,  1946.  (7)  Gold,  H.,  and 
others:  Am.  J.  Med.  3: 665,  1947. 
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effective  To  remove  excess  body  fluid,  water-binding  sodium 
must  be  eliminated.1'2  This  mercuhydrin  does.  Clinical  investi- 


MERCUHYDRIN is  unexcelled  for  draining  edematous 
tissues  of  cardiac  or  renal  origin. 
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CLINICAL  RESULTS  OF  TREATMENT  OF  CANCER  OF  THE  PROSTATE 


Thomas  F.  Howley,  M.D.,  New  York  City 
(From  the  Division  of  Surgery , the  Urological  Service,  St.  Vincent’s  Hospital) 


RIOR  to  1940  and  1941,  when  Huggins  rein- 
troduced castration  and  when,  at  practically 
I the  same  time,  Herbst  began  using  estrogens  for 

! carcinoma  of  the  prostate,  the  treatment  of  this 
malignancy  was  very  unsatisfactory  and  discour- 
aging.1-2 

It  is  true  that  Young  and  a few  others  had 
claimed  good  results  in  very  early  cancer  of  the 
| prostate  by  radical  prostatectomy,  but  prostatic 
carcinoma  is  rarely  seen  early.  Furthermore, 
| the  operation  is  extensive  and  highly  technical 

Iand,  consequently,  may  at  times  give  most  un- 
satisfactory results  with  attending  incontinence 
» or  dribbling.  This  is  borne  out  by  the  reports  of 
;!i  Belt,  Hinman,  Jewett,  Smith,  Twinem,  and  Dav- 
i alos.3  In  their  combined  series  there  were  500 
I patients  and  there  was  a 23.7  per  cent  incidence  of 
| partial  or  complete  incontinence  in  71  of  300 
patients  followed.  Prostatectomy  scattered  the 
j disease  further. 

Radium  and  radon  seeds  not  only  proved  in- 
' effective  but  made  the  patient  more  miserable. 

Deep  x-ray  therapy  helped  to  control  the  back 
j pain.  As  an  intern  in  1929,  I recall  assisting 
Dr.  Edward  L.  Keyes  while  he  implanted  radon 
1 seeds  into  a prostate.  He  felt  that  this  was  an 
ideal  case — it  was  an  early  carcinoma,  palpable 
in  just  one  small  area  of  the  prostate.  The  area 
for  implantation  was  carefully  charted  and  the 
radon  seeds  meticulously  spaced  into  the  prostate. 
Yet,  this  man  was  dead  in  less  than  six  months 
and  suffered  excruciating  pain.  Before  operation, 
his  only  complaints  had  been  frequency  and 
' dysuria.  Consequently,  many  of  us  were  firmly 
I convinced  that  carcinoma  of  the  prostate  was  to 
) be  treated  palliatively,  performing  transurethral 
! resection  or  suprapubic  cystotomy  in  the  ob- 
, structive  cases  and  prescribing  deep  x-ray  therapy 
and  sedatives  for  any  back  pain. 

Presented  at  the  144th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Urology,  May  11,  1950. 


Under  present-day  regimes,  most  cases  (reports 
indicate  from  75  to  90  per  cent)  of  prostatic 
malignancy,  whether  treated  by  estrogens  or 
castration,  or  both,  do  improve;  they  gain 
weight,  their  appetites  increase  remarkably,  they 
often  have  a feeling  of  well-being,  their  hemoglo- 
bin and  red  blood  cell  count  increase,  they  be- 
come free  of  bone  pain,  the  urinary  stream  be- 
comes fuller,  and  urinary  symptoms  disappear  or 
diminish.  During  this  time  the  prostate  becomes 
smaller  and  softer  to  rectal  palpation. 

Today  finds  us  still  looking  for  the  answers  to 
many  questions  such  as,  “How  long  will  this 
relief  last?”  There  is  always  the  possibility  that 
after  a period  of  time  pain  will  recur.  The  ob- 
structive symptoms  are  not  so  likely  to  reappear. 
We  have  all  seen  the  prostate  shrink  in  size 
while,  at  the  same  time,  metastases  become  evi- 
dent on  x-ray  or  existing  metastatic  growths  in- 
crease and  spread.  Emmett  and  Green  found 
that  35  per  cent  of  their  castrated  patients  who 
had  shown  no  metastases  at  operation  suffered 
metastases  later  (Fig.  I).4 

Material 

Our  series  of  cases,  which  was  closed  on  Decem- 
ber 31,  1947,  twenty-seven  months  ago  (as  of 
April  1,  1950),  is  small,  containing  only  57 
patients.  The  age  range  of  these  patients  is 
shown  in  Table  I.  Note  that  almost  50  per  cent 
of  cases  were  in  the  eighth  decade. 

Table  II  records  the  chief  subjective  complaints 


TABLE  I. — Aob  Distribution  in  57  Cases  of  Carcinoma 
of  Prostate* 


Age  Group 

Number 
of  Cases 

50  to  60  years 

3 

00  to  70  years 

5 

70  to  80  years 

18 

0 

80  to  90  years 

28 

Over  90  years 

3 

* The  oldest  patient  was  eighty-two  years  of  age,  the 
youngest  forty-one. 
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Fig.  1.  Top:  Before  treatment — no  metastases, 
prostate  very  large. 

Bottom:  After  twenty-six  months  of  estrogen  treat- 
ment— bony  metastasis,  prostate  very  small. 


of  these  patients  on  admission  to  the  hospital. 
A1 1 of  these  men  were  in  real  trouble  and  came 
urgently  seeking  medical  relief  for  their  urinary 
symptoms,  loss  of  weight,  pain,  etc.,  and  were  not 
individuals  in  whom  the  cancer  of  the  prostate 
happened  to  be  an  associated  finding.  Only 
seven  of  the  14  patients  complaining  of  bone  pain 
had  bony  metastases.  The  other  seven  had 
bone  pain,  but  x-ray  revealed  no  bony  metastases ; 
yet  one  of  these  patients  had  metastatic  gland 
involvement. 

The  management  of  these  57  consecutive  cases 
of  prostatic  carcinoma  varied.  Of  five  cases  who 
received  no  treatment  of  any  kind,  only  one  case 
is  alive  and  well,  and  it  is  now  forty-two  months 
since  he  was  first  seen.  The  remaining  four  cases 
died  within  four  months  from  the  time  of  admis- 
sion to  the  hospital. 

In  those  patients  receiving  estrogens,  stil- 
bestrol  or  Monomestrol  was  used.  The  dosage 


TABLE  II. — Chief  Subjective  Complaints  in  57  Cases 
of  Carcinoma  of  the  Prostate 


Complaint 

Number 
of  Cases 

Some  urinary  symptoms 

57 

Loss  of  strength 

33 

Loss  of  weight 

27 

Retention  of  urine 

26 

Bone  pain 

14 

Hematuria 

11 

varied  and  was  given  either  orally  or  intramus- 
cularly, or  both.  The  largest  dose  was  25  mg. 
three  times  daily.  We  found  that  Monomestrol 
was  often  the  best  tolerated.  It  caused  mild 
nausea  in  only  three  cases.  Occasionally,  some 
edema  of  the  ankles  was  noted,  which,  in  a study 
of  the  effect  of  sex  hormones  on  renal  excretion  of 
electrolytes,  Thorn  and  Engle  found  to  be  the 
result  of  decreased  renal  excretion  of  sodium  and 
chloride.6'6  Overdosage,  which  was  more  likely 
to  occur  in  castrated  patients,  caused  great  en- 
largement of  the  breasts  and  nipples. 

Tables  III  to  VIII  summarize  the  treatment 
end  results  in  53  of  our  cases. 

From  our  own  experience  and  a review  of  the 


TABLE  III. — Results  in  Eight  Cases  Treated  with 
Estrogens  and  Suprapubic  Enucleation  of  the  Prostate 


Number 
of  Cases 

Months 

Lived 

Comment 

2 

55 

1 died,  cause  unknown;  1 alive  with 
neuritis  and  poor  urinary  stream 

1 

51 

Alive  and  well 

1 

46 

Cause  of  death  not  known 

1 

28 

Alive  with  no  metastases;  castration 
after  24  months  because  of  progres- 
sively enlarging  prostate 

1 

25 

Died  of  carcinoma 

1 

13 

Died,  cause  not  known 

1 

3 

Died,  cause  not  known 

TABLE  IV. — Results  in  22  Cases  Treated  with 
Estrogens  Alone* 


Number 
of  Cases 

Months 

Lived 

Comment 

3 

62  to  65 

Alive  and  well 

2 

53 

1 alive  with  no  symptoms;  1 dying  of 
carcinoma 

1 

46 

Alive  with  no  symptoms 

1 

41 

Died  of  carcinoma  with  no  metastases; 
400  cc.  residual  urine  reduced  to  0. 
Recurrence  locally  and  castration  after 
36  months;  cystotomy  2 months  later 

1 

34 

Alive  and  well 

1 

32 

Died  of  pneumonia  after  1,000  cc. 
residual  urine  reduced  to  0 

1 

28 

Alive  with  metastases  after  26  months 

1 

24 

Died  with  bonv  metastases 

1 

21 

Died  of  coronary  thrombosis,  no  metas- 
tases. 250  cc.  residual  urine  reduced 
to  90  cc. 

1 

18 

Died  of  carcinoma  with  bony  metas- 
tases 

1 

9 

Died  of  carcinoma  after  castration  and 
cystotomy 

3 

7 

Died  of  generalized  carcinoma  with  bony 
metastases  in  1 

1 

7 

Died  of  ruptured  gallbladder 

1 

3 

Died  of  coronary  occlusion  ) 

2 

2 

Died  of  carcinoma  f t 

1 

2 

Died  suddenly  ) 

* A twenty-third  case  treated  with  estrogens  alone  was 
lost  to  follow-up. 

t All  died  without  bony  metastases. 
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TABLE  V. — Results  in  5 Cases  Treated  with 
Castration  Alone 


Number 
of  Cases 

Months 

Lived 

Comment 

i 

48 

Died  of  carcinoma,  no  metastases 

i 

24 

Died  of  carcinoma,  no  metastases 
Died,  cause  not  known 

i 

13 

i 

11 

Died  of  senility,  no  metastases;  1,000  cc. 
residual  urine  reduced  to  80  cc. 

i 

14  days 

Died  of  pulmonary  embolism 

TABLE  VI. — Results  in  2 Cases  Treated  with  Supra- 
pubic Enucleation,  Estrogens,  and  Castration 


Number  Months 

of  Cases  Lived  Comment 


1 90  Alive  and  well 

1 23  Died  of  carcinoma 


TABLE  VII. — Results  in  3 Cases  Treated  with  Supra- 
pubic Enucleation  and  Castration 


Number  Months 

of  Cases  Lived  Comment 


1 75  Alive  and  well 

1 4 Died,  cause  unknown,  with  no  metas- 

tases 

1 3 Died  of  carcinoma,  no  metastases 


literature  and  from  study  of  the  answers  to  a 
questionnaire  concerning  present-day  thoughts 
on  the  methods  of  diagnosis  and  treatment  of 
cancer  of  the  prostate,  which  was  sent  to  175 
members  of  the  American  Urological  Association 
(which  will  be  reported  in  detail  in  the  near 
future),  we  have  formulated  the  following  ideas: 
In  doubtful  cases,  estrogens  should  be  used  as  a 
diagnostic  test  rather  than  the  three  common 
methods  of  obtaining  a biopsy  specimen  for 
diagnosis,  i.e.,  perineal  exposure  of  the  prostate, 
needle  biopsy,  or  transurethral  resection.  These 
| procedures  can  open  an  otherwise  closed  lesion. 
Some  object  to  perineal  exposure  for  a biopsy 
specimen  because  too  many  false  positives  are 
obtained,  to  needle  biopsy  as  most  unsatisfactory, 

| and  to  transurethral  resection  biopsy  because  it 
j can  be  most  misleading,  since  a negative  report 
does  not  rule  out  the  presence  of  carcinoma. 


We  believe  that  all  cases  of  cancer  of  the  pros- 
tate should  receive  estrogens  and  have  a bilateral 
orchiectomy.  Such  a lethal  disease  should  be 
attacked  with  all  available  means.  Nesbitt 
states,  “We  now  have  evidence  to  show  that  a 
combination  of  both  (estrogen  and  orchiectomy) 
is  of  greater  benefit  than  either  alone  and  that 
endocrine  therapy  provides  greatest  benefit  when 
started  early.”* 

Orchiectomy  is  to  be  preferred  over  estrogen 
therapy  if  only  one  of  these  two  procedures  can 
be  carried  out,  since  some  people  cannot  tolerate 
the  estrogens  and  because  so  many  patients  under 
estrogen  therapy  quickly  become  delinquent  with 
the  disappearance  of  their  symptoms  and  a return 
of  a feeling  of  well-being.  If  orchiectomy  is 
refused,  we  subscribe  with  Munger,  Wade,  Shi- 
vers, Howard,  and  Belt  to  the  idea  of  large  doses  of 
estrogens.* 

It  is  unfortunate  that  the  incidence  of  early 
operative  cases  is  less  than  5 per  cent,  but  this 
percentage  can  only  be  increased  by  careful 
periodic  rectal  examinations  of  all  men  over  forty- 
five  years  of  age.  We  favor  waiting  before  per- 
forming a transurethral  resection  of  the  prostate 
since  the  enlarged  gland  often  shrinks  with  relief 
of  the  obstructive  symptoms  under  hormone 
therapy.  So-called  radical  retropubic  prostatec- 
tomy is  favored  over  radical  perineal  prostatec- 
tomy because  it  is  often  easier  and  is  not  followed 
by  the  incontinence  or  dribbling  which  occurs 
only  too  frequently  in  radical  perineal  prostatec- 
tomy. 

We  believe  the  so-called  radical  retropubic 
prostatectomy  should  be  considered  in  those  cases 
without  evidence  of  spread  and  in  those  cases  in 
which  the  prostate  gland  has  regressed  under  hor- 
mone therapy. 

One  of  our  patients  received  estrogen  therapy 
during  which  time  the  prostate  became  hardly 
perceptible,  and  the  residual  urine  receded  from  400 

* Questionnaire. 


TABLE  VIII. — Results  in  12  Cases  Given  Various  Forms  of  Treatment 


Type  of  Treatment 

Number  of 
Cases 

Months 

Lived 

Comment 

Estrogens,  cystotomy 

i 

79 

Admitted  in  acute  retention, 
cause  of  death  not  known 

Transurethral  resection,  estrogens, 

2 

14 

1 died,  cause  unknown 

cystotomy 

33 

1 died  of  carcinoma 

Transurethral  resection,  supra- 

1 

21 

Died  of  generalized  carcinoma 

pubic  enucleation,  castration, 
estrogens,  deep  x-ray  therapy 

Cystotomy,  suprapubic  enucleation, 

1 

4 

Died  of  uremia 

estrogens,  orchiectomy 

Transurethral  resection,  estrogens 

1 

Lost  to  follow-up 

Cystotomy,  suprapubic  enucleation, 
estrogens 

Cystotomy,  suprapubic  enucleation, 

1 

24 

Died  of  carcinoma 

1 

2 

Died,  cause  unknown 

castration 

Cystotomy,  suprapubic  enucleation 

2 

18 

2 

1 died  of  carcinoma 
1 died  of  coronary  occlusion 

Suprapubic  cystotomy 

2 

3 

Died  of  carcinoma 
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ce.  to  zero.  After  thirty-six  months,  the  patient 
suddenly  showed  re-enlargement  of  the  prostate 
gland  and  urinary  retention  but  no  evidence  of  metas- 
tases.  The  acid  and  alkaline  phosphatase  were 
normal.  It  was  felt  that  this  was  a local  recurrence. 
Castration  was  done  in  the  thirty-sixth  month 
followed  in  two  months  by  cystotomy.  Three 
months  later,  the  patient  died  of  carcinoma.  An 
interesting  point  in  this  case  is  that  prior  to  the 
thirty-sixth  month  too  large  a dose  of  estrogen 
would  cause  pain  and  swelling  of  the  breasts.  Once 
the  estrogens  no  longer  had  any  suppressive  action 
on  the  prostate,  the  breasts  were  unaffected  no 
matter  how  large  a dose  of  estrogens  was  given. 

We  feel,  as  Ormond  states,  that  “estrogen  ther- 
apy or  orchiectomy  not  only  prolongs  the  life  but 
markedly  prolongs  the  term  of  comfortable  life  of 
these  patients,  and’ the  terminal  downhill  period 
is  much  shortened.  This  is  true  in  most  cases, 
although  there  are  exceptions.”* 

We  also  agree  with  Harold  P.  McDonald  that, 
“Until  the  cause  for  cancer  is  found  and  the 
remedy,  either  hormone  or  chemical,  can  be  ap- 
plied, there  will  be  very  little  improvement  in  the 
treatment  of  carcinoma  of  the  prostate  over  that 
practiced  today.”* 

Summary 

1.  The  treatment  and  the  end  results  of  a 
closed  series  of  57  consecutive  cases  of  carcinoma 
of  the  prostate  are  reviewed. 

2.  A definite  method  of  diagnosis  and  treat- 
ment of  prostatic  carcinoma  is  suggested. 

59  West  12th  Street 

* Questionnaire. 
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Discussion 

Leo  E.  Gibson,  M.D.,  Syracuse.— Dr.  Howley 
has  presented  a detailed  study  and  follow-up  of  57 
cases  of  proved  cancer  of  the  prostate  with  respect 
to  diagnosis  and  therapy.  This  well-documented 
series  of  cases  is  to  be  commended  even  though  it 
does  not  contain  hundreds  of  cases.  By  spending 
time  and  effort  to  evaluate  our  individual  clinical 
work,  as  Dr.  Howley  has  done,  we  give  the  best 
medical  service  to  our  patients  and  respective  com- 
munities. It  is  fortunate  that  good  hospitals  and 
efficient  laboratories  are  available  in  which  such 
work  can  be  accomplished. 


Cancer  of  the  prostate  is  an  insidious  disease.  It 
develops  slowly  and  causes  no  symptoms  in  its 
initial  stages,  making  early  diagnosis  difficult  and 
infrequent.  Eventually  all  patients  die  of  this 
disease. 

The  diagnosis  of  advanced  carcinoma  of  the  pros- 
tate is  simple,  but  in  the  early  cases,  where  treat- 
ment is  most  effective,  it  is  very  difficult.  It  seems 
reasonable  that  suspicious  areas  of  induration  of 
the  prostate  which  are  discrete  and  slightly  mobile, 
when  there  is  no  evidence  of  metastases  and  the 
patient  is  in  good  condition,  should  be  investigated 
by  perineal  biopsy,  and  a radical  procedure  carried 
out  if  the  gland  is  positive  for  carcinoma.  I believe 
the  functional  results  are  reasonably  good  and  com- 
pare favorably  with  those  of  surgery  for  cancer  in 
other  parts  of  the  body. 

In  a series  of  68  patients  with  carcinoma  of  the 
prostate  only  eight  were  found  suitable  for  radical 
perineal  procedure.  All  were  early  cases  and 
proved  by  perineal  biopsy.  The  results  were  the 
best  of  the  series.  One  is  living  over  eight  years 
without  demonstrable  recurrence,  two  six  years, 
two  five  years,  one  two  years,  and  two  died,  three 
and  one-half  years  after  operation,  with  coronary 
heart  disease. 

In  four  patients  castration  and  the  administration 
of  estrogens  have  not  only  failed  to  be  inhibitory 
in  regard  to  symptoms  and  progress  of  the  disease 
but,  on  the  contrary,  have  appeared  to  stimulate 
a rapid  extension  of  the  malignant  process,  all 
four  patients  expiring  in  less  than  ten  months  from 
the  date  of  diagnosis. 

The  remaining  72  patients  were  treated  according 
to  the  stage  of  development  of  the  neoplasm. 
Resection  was  carried  out  in  those  with  obstruction. 
Palliative  measures  by  means  of  castration  or 
estrogens,  or  both  together,  were  carried  out  in  all 
these  cases.  Estrogen  therapy  was  not  employed 
in  an  attempt  to  make  an  inoperable  lesion  operable. 
One  wonders  whether,  if  estrogen  therapy  changes  an 
inoperable  prostate  to  an  operable  one,  the  lesion  was 
not  confined  within  the  capsule  and  suitable  for 
radical  surgery  in  the  beginning. 

The  results  of  this  palliative  therapy  do  not 
differ  much  from  those  described  in  Dr.  Howley’s 
paper  and  those  published  by  most  clinics.  All 
these  patients  were  dead  from  ten  to  forty-five 
months  after  diagnosis,  the  average  being  thirty- 
five  months. 

The  literature  is  filled  with  reports  of  hundreds  of 
cases  by  many  authors.  There  is  no  agreement  as 
to  the  amount  or  manner  of  administration  of  the 
estrogens  or  whether  castration  should  be  done  early 
or  late.  One  becomes  a bit  confused  and  weary  of  it 
all.  There  is  no  doubt  that  hormone  therapy  has 
made  the  last  months  of  the  prostater  much  more 
comfortable  and  in  many  cases  prolonged  life. 
However,  I feel  we  have  made  about  as  much 
progress  in  the  treatment  of  the  disease  as  we  will 
until  we  know  the  cause  of  cancer. 


A 11  Hint  is  human  must  retrograde  if  it  do  not  advance. — Gibbon 
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STATISTICAL  studies  have  shown  that  testis 
tumors  comprise  about  4.0  per  cent  of  all 
; tumors  of  the  genitourinary  system,  2.0  per  cent 
of  all  malignant  tumors  of  males,  and  1.0  per  cent 
of  all  malignant  tumors  of  both  sexes.  While  the 
' Memorial  Hospital  series  includes  an  infant  of  less 
, than  one  year  and  a man  seventy-two  years  of 
age  at  the  time  of  the  first  symptom,  the  mean  age 
of  364  patients  was  thirty-one  and  nine-tenths 
I years.  Almost  80  per  cent  were  younger  than 
forty  years.  This  period  has  been  described  as 
; the  years  of  physical  and  sexual  prime,  but  we 
have  never  been  able  to  associate  the  occurrence 
of  testis  tumors  with  either  physical  development 
or  sexual  activity.  Occupation  has  proved  to  be 
of  no  etiologic  significance,  although,  at  the  time  of 
one  analysis,  our  records  showed  that  10  per  cent 
of  all  patients  were  either  physicians  or  medical 
| students.  Fortunately,  with  increasing  num- 
< bers,  these  relationships  have  not  been  main- 
i tained. 

The  right  testis  is  affected  by  tumor  more  fre- 
quently than  the  left  in  the  proportion  of  about 
52.3  per  cent  compared  with  47.7  per  cent.  These 
figures  also  represent  approximately  the  greater 
i!  frequency  with  which  undescended  testes  occur 
on  the  right  side.  Without  doubt,  cryptorchism, 
predisposes  to  the  occurrence  of  testis  tumors. 
In  our  series,  15  per  cent  of  testis  tumors  occurred 
in  undescended  testes.  Since  cryptorchism  after 
I twenty-one  years  of  age  affects  about  one  man  in 
! 250,  (an  incidence  of  0.35  per  cent),  the  frequency 
of  tumors  in  undescended  testes  in  this  group  was 
relatively  about  45  times  as  great  as  in  normally 
j descended  gonads.  This  has  been  ascribed  by 
I some  to  the  trauma  unavoidable  to  a testis  sit- 
uated in  the  exposed  inguinal  canal.  To  this  we 
cannot  agree  because  the  same  tumor  incidence 
! has  been  observed  when  the  undescended  testes 
were  located  in  the  abdomen,  with  complete  pro- 
; tection  from  external  trauma.  While  the  im- 
mediate cause  of  tumors  arising  in  undescended 
testes  may  not  be  known,  it  is  a frequently  verified 
proposition  of  pathology  that  any  organ  when 
i outside  of  its  normally  functioning  position  is 
i more  likely  to  undergo  malignant  degeneration. 
While  the  possibility  of  trauma  causing  or 
aggravating  testis  tumors  is  also  of  great  medico- 
legal interest,  tune  permits  only  the  statement 
that  the  traumatic  origin  of  testis  tumors  has 
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never  been  proved.  However,  testes,  the  seat  of 
tumors,  probably  are  especially  liable  to  trauma 
because  they  are  usually  larger  and  heavier  and 
hang  lower  and  are,  therefore,  removed  from 
danger  more  slowly  by  reflex  muscular  action. 
Attention  attracted  to  the  testis  by  injury  not  in- 
frequently discloses  the  first  evidence  of  tumor. 

Pathologic  Anatomy 

Primary  testis  tumors  usually  grow  locally 
with  moderate  rapidity  and,  generally  speaking, 
metastasize  early,  but  tumors  of  different  types 
may  show  considerable  differences  in  rate  of 
growth  and  stage  of  development  when  metas- 
tasis occurs.  Also,  different  tumors  show  differ- 
ent tendencies  to  metastasize  through  lymphatics 
and  veins.  The  majority,  for  instance,  usually 
invade  the  lymph  stream  first,  but  choriocarcino- 
mas have  such  a strong  predilection  for  spreading 
through  veins  that  distant  metastases  may  be  well 
established  before  the  primary  tumor  produces 
symptoms. 

Lymphatics  from  the  testis  pass  along  the 
spermatic  cord  without  connection  with  inguinal 
lymphatics.  They  join  the  iliac  chain  and  pro- 
ceed cephalad  in  the  preaortic  retroperitoneal 
spaces  through  the  epigastrium  and  mediastinum. 
At  about  the  level  of  the  first  lumbar  vertebra 
these  lymphatics  begin  to  unite  to  form  the 
thoracic  duct  which  finally  empties  into  the  left 
subclavian  vein  in  the  left  supraclavicular  fossa. 
Along  this  course  may  be  found  plexuses  of  nodes 
having  clinical  importance.  Probably  the  most 
important  group  lies  in  the  angle  between  the 
renal  pedicle  and  the  great  vessels.  Enlargement 
of  nodes  of  this  plexus  usually  produces  the 
earliest  clinical  evidence  of  lymphborne  metastasis 
by  producing  characteristic  ache  in  the  lumbar 
region  of  the  same  side  as  the  affected  testis. 
One  should  be  alert  to  the  possible  significance  of 
this  backache  in  a young  man  because,  not  infre- 
quently, it  precedes  discovery  of  the  primary  tes- 
tis tumor. 

While  a large  proportion  of  patients  do  not 
show  venous  metastasis  at  the  time  lymphatic 
metastases  are  discovered,  when  venous  metas- 
tases are  demonstrable,  considerable  lymphatic 
spread  is  the  rule.  We  have  found  bloodborne 
metastases  in  one  third  of  all  patients  with  lym- 
phatic metastases.  The  earliest  bloodborne 
metastases  usually  are  shown  in  roentgenograms 
of  the  lungs. 
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Symptoms 

Other  than  insignificant  changes  in  size  and 
consistence,  there  are  no  early  symptoms  com- 
monly associated  with  primary  testis  tumors. 
Usually  growth  continues  until  the  patient  feels 
one  or  both  of  these  abnormalities.  Chance 
largely  determines  when  this  occurs  because  so 
often  attention  to  the  altered  testis  is  aroused  by 
accidental  trauma.  Patients  describe  these  testis 
changes  as  “an  enlargement  of  the  testicle”  or 
“a  hardness  of  the  testicle.”  Not  infrequently, 
both  enlargement  and  hardness  are  discovered 
simultaneously. 

Another  common  symptom,  sometimes  the 
first  observed,  is  a dull  ache  in  the  lower  abdomen 
or  inguinal  region.  This  is  due  to  drag  on  the 
spermatic  cord  by  an  unusually  heavy  testis. 
Since  supporting  the  testis  promptly  relieves  the 
discomfort,  it  is  usually  attributed  to  a “strain” 
and  dismissed  from  further  consideration. 

Because,  as  previously  noted,  testis  tumors 
sometimes  metastasize  before  the  primary  growth 
has  been  discovered,  the  first  symptom  may  arise 
from  a metastasis.  This  is  most  frequently  a 
manifestation  of  involvement  of  lumbar  lymph 
nodes  cephalad  to  the  primary  tumor,  and  the 
patient  suffers  from  a dull  ache  in  the  loin. 
Symptoms  rarely  arise  from  involvement  of 
epigastric  nodes  before  the  primary  testis  tumor 
has  been  found.  When  these  nodes  are  enlarged, 
the  patient  is  likely  to  suffer  from  obstruction  of 
the  pyloric  outlet  of  the  stomach.  He  becomes 
hungry  and  eats  heartily,  but  before  long  he 
vomits  the  greater  part  of  the  meal. 

In  addition  to  the  observation  that  chorio- 
carcinomas may  spread  widely,  especially  through 
veins,  before  a primary  tumor  can  be  recognized, 
the  fact  must  be  emphasized  that,  with  these 
tumors  and  with  all  others  of  trophoblastic  origin, 
the  first  symptom  may  be  a change  in  the  second- 
ary sex  character  of  the  patient,  such  as  unilateral 
or  bilateral  gynecomastia.  As  further  manifesta- 
tions of  hormonal  activity  may  be  mentioned  the 
observations  we  have  made  repeatedly  that  as  a 
tumor  in  an  undescended  testis  grew,  it  would 
descend  into  the  scrotum,  and,  although  more 
rarely,  when  the  tumor  in  a normally  placed  organ 
developed,  its  cryptorchic  mate  would  enter  the 
scrotum. 

When  tumors  arise  in  testes  situated  in  the 
inguinal  canal,  the  patient  usually  observes  the 
growth  relatively  early,  perhaps  when  it  is  no 
more  than  50  per  cent  larger  than  normal.  How- 
ever, when  tumors  arise  in  abdominal  testes,  the 
first  symptoms  are  usually  those  of  much  later 
stages  of  the  disease.  If  the  primary  tumor  re- 
mains localized  for  a sufficiently  long  time,  a huge 
growing  abdominal  mass,  often  with  backache, 
may  be  the  presenting  symptom.  Usually,  how- 


ever, with  the  primary  growth  hidden  in  the 
abdomen,  the  patient  first  seeks  relief  for  wide- 
spread metastatic  disease. 

Diagnosis 

With  tumors  so  likely  to  metastasize  while 
insignificant  in  size,  it  is  essential  that  no  time  is 
lost  before  making  the  correct  diagnosis.  In  qur 
experience,  young  men  with  testis  tumors  visited 
their  physicians  within  an  average  period  of  three 
months  after  observing  the  first  symptom.  How- 
ever, the  disease  spread  so  rapidly  and  the  correct 
diagnosis  was  so  often  delayed  that,  when  these 
patients  were  first  seen  at  the  Memorial  Hospital, 
88  per  cent  had  demonstrable  metastases  with  a 
high  proportion  incurable.  To  avoid  errors  of 
such  gravity,  every  patient  with  an  intrascrotal 
swelling,  no  matter  how  small,  must  be  examined 
with  the  greatest  care  and  the  determination  that 
in  every  case  either  a testis  tumor  must  be 
demonstrated  or  definitely  ruled  out.  All  of  the 
clothing  should  be  removed.  After  examining 
the  patient  erect  to  determine  the  presence  or 
absence  of  a varicocele,  he  should  be  placed  on  an 
examining  table  in  the  dorsal  position.  Inspec- 
tion of  the  scrotum  shows  a unilateral  enlarge- 
ment, which,  in  our  experience,  at  the  time  of  the 
first  visit,  is  about  twice  the  size  of  its  normal 
mate.  There  is  seldom  any  ecchymosis  suggest- 
ing trauma,  nor  is  the  overlying  skin  red  and 
inflamed.  However,  if  the  tumor  is  large,  the 
scrotal  skin  may  be  so  stretched  as  to  appear 
tense  and  glazed.  In  a carefully  studied  series  of 
several  hundred  patients,  20  per  cent  of  the  tu- 
mors were  originally  diagnosed  as  hydroceles.  The 
differential  diagnosis  between  a hydrocele  and  a 
testis  tumor  should  be  made  easily  by  inspection 
alone  because  hydroceles  extend  upward  along  the 
spermatic  cord  and  cause  a swelling  at  the  base  of 
the  penis  which  apparently  shortens  this  organ. 
On  the  other  hand,  with  few  exceptions,  all  of 
the  enlargement  of  a testis  tumor  is  confined  to 
that  organ,  and  the  base  of  the  penis  is  free  from 
swelling. 

Although  testis  tumors  are  rarely  tender,  pal- 
pation must  be  exceedingly  gentle  because  there 
may  be  danger  of  disseminating  metastases  by 
handling.  Also,  for  this  reason,  intrascrotal 
lesions  should  not  be  examined  by  groups  in  a 
clinic.  The  first  point  to  be  determined  is 
whether  the  swelling  is  of  the  testis  or  epididymis. 
Although  closely  associated  anatomically,  these 
organs  have  a different  embryologic  origin  and  to 
a great  extent  are  subject  to  different  diseases. 
If  the  tumor  is  of  the  testis,  the  shape  of  a normal 
organ  will  be  maintained  because  of  the  density 
of  the  tunica  albuginea.  The  tips  of  the  examin- 
ing fingers  may  sink  into  cystic  depressions,  or 
stony  hard  areas  may  be  found  indicative  of 
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cartilage  or  bone.  Sometimes  the  swelling  is 
i surrounded  by  fluid  rendering  accurate  palpation 
impossible.  If  great  care  is  used  not  to  puncture 
the  tunica  albuginea,  this  fluid  may  be  aspirated 
safely.  Usually  it  is  clear  and  amber  colored. 
If  bloody,  it  suggests  that  the  tumor  has  grown 
into  the  epididymis  because  all  of  the  testis  is 
| covered  by  the  impermeable  tunica  albuginea. 
The  two  most  constant  diagnostic  characteristics 
of  testis  tumors  are  hardness  and  heaviness. 
These  tumors  may  be  so  dense  that  they  feel  as 
hard  and  as  heavy  as  a stone.  A practiced 
. examiner  may  recognize  this  density  and  diagnose 
\ a tumor  when  the  growth  is  no  larger  than  1 cm. 
> in  diameter  and  is  deeply  situated.  On  the  other 
. hand,  increased  density,  although  present,  may 
i be  more  diffuse  when  the  limits  of  the  growth  are 
| not  clear-cut.  In  such  especially  difficult  cases, 

1 particularly  so  if  the  tumor  is  small,  the  examiner 
; will  make  a correct  diagnosis  only  when  he  is 
I exceedingly  painstaking  and  somewhat  cour- 
ageous. Usually  the  spermatic  cord  is  normal. 

| In  a small  proportion  of  cases  (once  in  75  proved 
!|  tumors  in  our  series),  the  growth  infiltrates  the 
j spermatic  cord  for  a varying  distance.  Occasion- 
t ally,  nutritional  demands  of  the  tumor  result  in 
| such  enlargement  of  the  spermatic  artery  that  its 
1 pulsations  are  palpable  when  the  cord  is  felt. 

| Such  is  not  the  case  with  small  tumors.  Neither 
; incisional  biopsies  nor  the  much  less  traumatizing 
! aspiration  biopsy  should  be  used  to  obtain  speci- 
mens of  testis  tumors  because,  when  breaks  are 
; made  through  the  tunica  albuginea,  the  growth 
J is  likely  to  fungate  rapidly. 

A gumma  of  the  testis  may  not  be  distinguish- 
able from  a tumor  by  physical  examination. 
Since  serologic  tests  for  syphilis  are  practically 
| always  strongly  positive  when  the  patient  has  a 
testicular  gumma,  they  should  be  made  whenever 
a testis  tumor  is  suspected.  When  reactions  are 
i negative,  the  possibility  of  a gumma  can  be  dis- 
s missed. 

Occasionally  the  most  experienced  clinician 
may  be  unable  to  recognize  a testis  tumor  after 
| examining  the  scrotal  contents.  However,  if  he 
can  discover  a characteristic  metastasis  in  its 
usual  location  in  the  abdomen  above  the  affected 
!.  testis  or  find  any  one  of  several  other  possible 
clues,  the  diagnosis  will  be  clarified.  For  this 
reason  and  also  to  determine  the  extent  of  the 
disease,  the  upper  regions  of  the  body  of  all 
I patients  with  testis  swellings  must  be  carefully 
I examined.  The  earliest  demonstrable  lymphatic 
| metastasis  usually  is  situated  in  the  abdomen  on 
the  same  side  as  the  affected  testis  and  slightly 
cephalad  of  the  umbilicus.  It  is  nontender, 

; rounded,  firm,  fixed,  and  retroperitoneal.  The 
retroperitoneal  position  is  shown  on  the  right  side 
because  gas  can  be  percussed  in  the  overlying 


intestine,  and  on  the  left  side,  if  the  stomach  is 
distended  with  air,  the  mass  is  covered. 

Excretion  urograms  should  be  taken  in  all 
patients  with  testis  tumors.  The  presence  and 
extent  of  retroperitoneal  metastases  often  can  be 
estimated  accurately  by  the  displacement  and 
pressure  deformities  they  produce  in  the  kidney 
and  upper  ureter.  Similar  repeated  roentgeno- 
grams are  useful  to  show  the  results  of  treatment. 

Continuing  the  examination  along  the  path- 
ways of  lymphatic  spread,  it  is  usually  impossible 
to  discover  epigastric  or  mediastinal  nodes  be- 
cause of  their  depth,  but  the  signal  node,  or 
Virchow’s  node,  may  be  felt,  if  enlarged,  in  the 
left  supraclavicular  fossa  behind  the  clavicular 
insertion  of  the  sternocloidomastoid  muscle. 
This  node  can  be  felt  best  if  the  patient  is  upright. 
In  all  cases,  the  breasts  should  be  examined. 
Gynecomastia  frequently  is  caused  by  secretions 
of  testis  tumors  of  trophoblastic  origin,  and  the 
swelling  usually  has  grave  prognostic  significance. 
The  Ascheim-Zondek  test  may  profitably  be  used 
to  study  hormonal  changes  in  the  patient.  How- 
ever, only  carefully  performed  quantitative  tests 
on  twenty-four  hour  samples  of  urine  have  sig- 
nificance, and  the  reports  should  indicate  the 
number  of  mouse  units  per  liter  of  urine.  Only 
assays  of  more  than  500  mouse  units  per  liter 
have  clinical  importance.  Clear-cut  findings 
may  aid  in  making  the  diagnosis  and  in  showing 
the  extent  of  the  disease.  The  test  is  especially 
valuable  in  estimating  prognosis  because  tests 
when  repeated  often  accurately  reflect  the  results 
of  treatment. 

In  addition  to  excretion  urograms,  roentgeno- 
grams of  the  chest  should  be  made  routinely  in 
search  of  bloodborne  metastases,  usually  first 
demonstrated  in  the  lungs.  Characteristically, 
they  appear  as  round,  dense,  clear-cut  shadows, 
usually  multiple,  but  occasionally  single.  The 
round  shape  shows  that  these  are  intravenous 
metastases  because,  no  matter  how  large  they  may 
become,  they  always  maintain  the  roundness  of 
the  vein  lumen  in  which  their  growth  started. 

It  may  happen  that  one  has  carefully  com- 
pleted all  diagnostic  procedures  and  is  still  uncer- 
tain of  the  diagnosis;  no  evidence  of  disease  can 
be  found  outside  of  the  scrotum,  and  the  condi- 
tion within  the  scrotum  is  not  clear.  In  such  a 
position,  one  should  refer  the  patient  without  de- 
lay to  a consultant  of  more  experience.  If  this  is 
impracticable  and  one  is  convinced  that  the  lesion 
is  definitely  of  the  testis,  one  should  promptly  op- 
erate and  remove  it. 

Most  swellings  of  the  testis  are  tumors.  A 
minority  may  be  gummas,  infarcts,  or  torsion  of 
the  spermatic  cord.  Rarely  the  walls  of  a hydro- 
cele are  so  greatly  thickened  as  to  feel  solid. 
In  any  such  doubtful  case,  even  if  the  lesion  is  not 
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malignant,  it  is  likely  that  the  function  of  the 
testis  has  been  lost.  Therefore,  with  the  possible 
penalty  for  delayed  diagnosis  of  a tumor  so  great 
and  the  probable  loss  in  case  of  diagnostic  error 
so  small,  the  best  interests  of  the  patient  are 
generally  carried  out  when  testis  lesions  simulat- 
ing tumors  are  promptly  removed. 

Pathology 

The  recent  classification  of  testis  tumors  by 
Friedman  and  Moore  appears  adequate  and 
simple.1  These  investigators  found  but  four 
fundamental  structural  patterns  (seminomatous, 
embryonal  carcinomatous,  chorioepitheliomatous, 
and  teratomatous)  alone  or  in  combination  in  the 
great  majority  of  the  tumors  studied.  They 
were,  therefore,  able  to  use  the  following  simple 
classification  (Table  I): 


TABLE  I. — Classification  of  Testis  Tumors 


Type  of  Tumor 

Frequency 
(Per  Cent) 

Seminoma  (germinoma) 

35 

Embryonal  carcinoma 

10 

Choriocarcinoma,  pure  primary 

0.4 

Focal  in  teratocarcinomas  and 

embryonal 

carcinomas 

12 

Frequency,  entire  series 

6.4 

Teratoma 

7 

Teratocarcinoma 

35 

Interstitial  cell  tumors 

1 

Unclassifiable 

3 

This  grouping  differs  from  others  because, 
whenever  mixtures  of  any  of  the  four  fundamental 
types  were  found,  the  entire  tumor  was  classified 
according  to  the  structural  pattern  having  the 
worst  prognosis,  even  though  this  element  quan- 
titatively was  but  a small  proportion  of  the  whole 
growth.  From  the  clinical  viewpoint,  this  is 
sound  and  helpful. 

Seminomas. — These  are  monocellular  structures 
made  up  of  rounded  polyhedral  cells  with  sharp 
borders ; the  cytoplasm  is  often  clear.  They  prob- 
ably originate  from  primordial  germ  cells.  The 
average  age  of  men  with  seminomas  is  five  years 
older  than  that  of  men  having  other  testis  neo- 
plasms. These  tumors  appear  relatively  benign, 
lack  invasive  tendencies,  and  show  a compara- 
tively small  incidence  of  regional  and  distant 
metastases.  They  do  not  give  a positive  As- 
cheim-Zondek  test.  They  are  highly  radiosensi- 
tive, with  a lethal  tumor  dose  of  about  1,500  r. 
It  is  comparatively  rare  to  find  other,  more  malig- 
nant tumor  types  combined  with  seminomas. 
Their  prognosis  is  relatively  good. 

Embryonal  Carcinoma. — These  tumors  include 
embryonal  adenocarcinoma,  papillary  adeno- 
carcinoma, and  choriocarcinoma.  They  show 
more  variation  in  cellular  types  in  different 
tumors  and  in  different  portions  of  the  same  tu- 
mor than  do  seminomas.  The  cells  are  epithelial, 
often  cuboidal  or  columnar,  and  frequently  form 
differentiated  glandular  or  papillary  structures. 


However,  differentiation  is  often  incomplete. 
These  tumors  show  hemorrhagic  necrosis  and 
aggressively  invade  the  adnexae  and  spermatic 
cord.  They  metastasize  relatively  early  through 
lymphatics,  and  the  striking  predilection  of 
choriocarcinomas  to  spread  widely  through  veins 
is  well  known. 

Practically  all  embryonal  carcinomas  metas- 
tasize as  monocellular  embryonal  carcinomas, 
but  choriomatous  elements  may  appear  in  metas- 
tases of  embryonal  carcinomas  or  teratocarcino- 
mas,  even  when  they  were  not  found  in  the  pri- 
mary tumors.  The  fact  that  chorionic  gonadotro- 
pin is  often  found  in  the  urine  of  patients  with 
embryonal  adenocarcinomas  shows  that  many 
embryonal  carcinomas  are  trophoblastic  tumors. 
Recognition  of  the  trophoblastic  nature  of  many 
embryonal  carcinomas  (and  the  carcinomatous  j 
component  of  teratocarcinomas)  explains  the 
occurrence  of  secondary  endocrine  changes  such 
as  gynecomastia  associated  with  tumors  of  this 
type.  These  tumors  frequently  give  strongly 
positive  Ascheim-Zondek  tests;  they  are  radio- 
resistant, and  their  prognosis  is  bad. 

Teratoma.— These  tumors  with  their  bizarre 
arrangement  of  ordered  and  disordered  structures 
have  long  been  of  great  pathologic  interest.  They 
are  characterized  by  the  presence  of  epithelial 
masses,  glands,  and  cysts,  many  of  which  are 
organized  in  combination  with  undifferentiated  or 
specialized  mesenchymal  tissues,  such  as  cartilage, 
into  structural  units.  If  a teratoma  has  no  histo- 
logically recognizable  malignant  components,  it 
may  be  termed  “adult,”  but  it  cannot  be  consid- 
ered benign  because  such  growths  have  metas- 
tasized. Friedman  and  Moore  explain  such 
metastases  by  the  theory  that  teratomas  repre- 
sent matured  teratocarcinomas  from  which 
malignant  embryonal  cells  may  have  been  dis- 
seminated before  complete  maturation  occurred.1 

Teratomas  may  grow  locally  for  a long  tune  and 
reach  considerable  size  without  metastasizing. 
Of  their  metastases,  50  per  cent  were  found  to 
be  monocellular,  and  50  per  cent  were  teratoid.  . 
They  usually  give  a negative  reaction  to  the 
Ascheim-Zondek  test  and,  for  the  most  part,  are 
radioresistant.  Their  prognosis  is  relatively 
good. 

Teratocarcinoma. — This  is  a new  classification 
proposed  by  Friedman  and  Moore  to  include  the 
large  group  of  tumors  in  which  both  differentiated 
teratoid  structures  and  histologically  malignant 
structures  are  present.1  In  this  series,  most  tera- 
tocarcinomas (77.5  per  cent)  were  mixtures  of 
teratoma,  embryonal  carcinoma,  or  choriocar- 
cinoma, but  5 per  cent  were  composed  of  tera- 
toma and  seminoma  and  15  per  cent  had  comt  | 
ponents  of  seminoma,  embryonal  carcinoma,  or 
choriocarcinoma.  The  remaining  2.5  per  cent 
formed  a heterogenous  group  which  included 
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teratoma  and  neuroepithelioma  and  the  more 
rare  teratoma  and  sarcoma.  The  constituents  of 
teratocarcinomas  usually  were  found  intimately 
intermingled,  but  occasionally  they  were  segre- 
gated, especially  when  the  tumors  were  made  up 
of  teratoma  and  seminoma.  Focal  or  dissem- 
inated choriocarcinomatous  differentiation  was 
found  more  often  in  teratocarcinomas  (15  per 
cent)  than  in  embryonal  carcinomas  (6  per  cent) . 
The  formation  of  somatic  and  trophoblastic 
structures  was  almost  exclusively  a property  of 
teratocarcinomas  and  embryonal  carcinomas. 
A.s  a result  of  the  secretions  from  these  structures, 
hormonal  changes  appear  in  the  secondary  sex 
characteristics  of  patients  together  with  strongly 
positive  Ascheim-Zondek  assays.  These  tumors 
are  composed,  for  the  most  part,  of  radioresistant 
structures.  Their  prognosis  is  poor,  being,  in 
general,  worse  than  for  seminomas,  considerably 
better  than  for  embryonal  carcinomas,  and  about 
the  same  as  for  teratomas. 

Treatment 

The  treatment  of  testis  tumors  depends  con- 
siderably on  their  composition.  Therefore,  as 
soon  as  the  diagnosis  of  a tumor  has  been  made, 
it  should  be  removed  and  carefully  examined. 

When  properly  performed,  orchiectomy  for 
tumor  is  a simple  operation  which  completely 
removes  the  primary  growth  without  spreading 
metastases.  Too  frequently,  the  operation  is 
improperly  performed  with  serious  consequences 
to  the  patient.  Almost  the  only  reason  for  a bad 
operation  which  may  spread  metastases  and  be 
followed  by  a local  recurrence  is  uncertainty  in 
diagnosis.  As  a result,  the  surgeon  unwisely 
endeavors  to  recognize  the  scrotal  lesion  by  fully 
exposing  it  surgically.  In  so  doing,  he  cuts  down 
on  the  tumor  directly,  subjecting  it  to  unneces- 
sary pressure.  Often,  with  the  testis  laid  bare, 
the  problem  is  not  clarified  and  the  growth  is 
incised.  This  may  help  dispel  uncertainties  in 
the  mind  of  the  operator,  but  in  our  experience 
incisions  through  the  tunica  albuginea  are  fol- 
lowed by  prompt  local  recurrences. 

Even  though  one  may  have  lingering  doubts, 
one  should  not  pursue  one’s  diagnostic  procedures 
to  the  operating  table.  Here  the  purpose  should 
be  to  remove  the  testis  with  about  10  cm.  of 
spermatic  cord  as  safely  as  possible.  The  incision 
should  be  over  the  inguinal  canal  and  extend  from 
the  abdominal  inguinal  ring  to  the  subcutaneous 
inguinal  ring.  After  the  spermatic  cord  has  been 
exposed  and  dissected  free  from  all  surrounding 
structures,  it  should  be  doubly  clamped  near  its 
emergence  from  the  abdomen,  severed,  and  doubly 
ligated.  The  proximal  stump,  after  sure  ligation, 
should  be  sutured  to  nearby  fascia  to  prevent  its 
retraction  into  the  abdomen.  Traction  on  the 


distal  portion  of  the  cord  raises  the  tumor  into  the 
operative  field  where  it  can  be  gently  freed.  After 
the  insertion  of  subcutaneous  and  cutaneous 
sutures,  a surgical  dressing  is  applied  with  moder- 
ate pressure.  No  advantages  have  been  demon- 
strated by  routinely  severing  the  spermatic  cord 
at  levels  higher  than  here  described. 

After  removal,  the  testis  tumor  should  be 
promptly  examined  by  a pathologist,  and,  as  soon 
as  its  structure  has  been  determined  and  a search 
has  been  made  for  metastases,  decisions  can  be 
made  concerning  the  choice  of  further  treatment, 
such  as  radiation,  dissection  of  pelvic  and  lumbar 
lymphatics,  or  simple  observation.  When  venous 
metastases  can  be  found  in  the  lungs  or  elsewhere 
or  lymphatic  metastases  have  progressed  cephalad 
beyond  the  level  of  the  renal  pedicle,  the  patients 
are  surgically  inoperable,  and  treatment  must 
depend  entirely  on  radiation. 

Although  there  are  great  differences  in  the 
natural  history  of  different  types  of  testis  tumors, 
experience  has  shown  a high  frequency  of  lym- 
phatic spread,  often  clinically  undemonstrable. 
For  this  reason,  there  is  complete  agreement  in  the 
advisability  of  routinely  treating  the  regional 
lymphatics  whether  or  not  metastases  can  be 
found.  However,  there  may  be  occasion  for 
differences  of  opinion  regarding  the  best  treatment 
of  the  regional  lymphatics  with  tumors  of  different 
types.  Different  opinions  are  principally  con- 
cerned with  variations  of  the  use  of  radiation  or 
surgery  in  an  effort  to  obtain  the  best  results 
from  these  agents  alone  or  combined. 

The  therapeutic  value  of  irradiation  has  been 
shown  in  greatly  increased  survival  rates,  but  all 
testis  tumors  are  not  equally  radiosensitive. 
Seminomas  are  among  the  most  radiosensitive 
tumors  known.  A lethal  tumor  dose  of  radiation 
for  a seminoma  consists  of  about  1,500  r,  an 
amount  which  can  easily  be  delivered  without 
injury  to  surrounding  structures.  For  this  rea- 
son, seminomas  should  always  be  given  prophy- 
lactic irradiation,  and,  if  pure,  no  other  treatment 
is  necessary.  If  there  is  an  admixture  of  other 
tumor  types  with  the  seminoma,  radiation  should 
always  be  given  in  larger  doses  appropriate  to  the 
more  resistant  admixture.  In  addition,  progno- 
sis will  be  adversely  affected  to  an  extent  depend- 
ing on  the  greater  aggressiveness  and  radioresist- 
ance of  the  admixture.  Embryonal  carcinomas 
and  the  carcinomatous  elements  of  teratocarcino- 
mas are  much  more  radioresistant  than  semino- 
mas. While  they  vary  greatly  in  sensitivity 
among  themselves,  probably  a mean  lethal  tumor 
dose  is  more  than  5,000  r.  This  amount  of 
radiation  can  be  given,  but  it  is  likely  to  upset  the 
patient  immediately  and  it  may  cause  late  radia- 
tion injuries.  Even  so,  we  recommend  irradia- 
tion of  the  pelvic  and  abdominal  lymphatics  drain- 
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ing  embryonal  carcinomas  and  teratocarcinomas 
because  at  least  tumor  inhibition  may  be  expected. 

Following  irradiation,  one  can  consider  the 
advisability  of  surgical  dissection  of  the  lym- 
phatics from  the  spermatic  cord  to  the  level  of  the 
renal  pedicle.  Since  one  half  of  the  teratoma 
metastases  were  found  to  be  teratocarcinomatous 
and  one  half  pure  embryonal  carcinomas,  the 
same  prophylactic  radiation  treatment  of  lym- 
phatics is  recommended  following  the  removal  of 
teratomas. 

Choriocarcinomas  are  radioresistant  and  spread 
so  early  through  veins  that  irradiating  lymph 
channels  has  proved  futile.  There  is  no  other 
method  of  curing  a choriocarcinoma  than  remov- 
ing it  before  it  has  metastasized.  This  is  little 
more  than  a hope  because  I know  of  but  two 
patients  with  choriocarcinomas  apparently  cured. 

The  treatment  of  testis  tumors  with  surgery 
alone  never  was  successful.  Before  the  advent 
of  radiation,  surgery  had  every  opportunity  to 
show  its  value  because  there  was  no  other  treat- 
ment. The  surgeons  then  fully  recognized  the 
seriousness  of  the  condition  and  pushed  surgery 
to  its  limits.  Even  so,  there  is  no  evidence 
that  lives  were  saved  by  removing  the  testis  and 
dissecting  the  retroperitoneal  lymphatics  to  the 
level  of  the  renal  pedicle.  No  one,  as  yet,  has 
suggested  a surgical  attack  above  this  level. 
Surgery  failed  because  of  the  technical  difficulties 
of  completely  removing  metastatic  lymph  nodes 
often  adherent  to  the  great  vessels,  and,  when 
metastases  had  advanced  as  far  as  the  level  of  the 
renal  pedicles,  the  limit  of  the  operation,  farther 
extensions  to  surgically  inaccessible  regions  were 
the  rule. 

Despite  the  past  failures  of  surgery  alone, 
attempts  have  been  made  by  several  investigators 
to  learn  its  value  as  an  adjunct  to  radiation. 
Although,  as  yet,  clinical  benefits  have  not  been 
demonstrated,  one  must  leave  no  reasonable  pos- 
sibility untried  in  one’s  effort  to  save  a life. 
Therefore,  if  a radioresistant  type  of  tumor  is 
encountered,  following  the  administration  of  full 
doses  of  radiation,  one  can  carefully  dissect  the 
lymphatics  from  the  region  of  the  abdominal 
inguinal  ring  to  as  high  a level  as  possible. 
While  little  ultimate  success  may  be  expected 
from  the  operation  if  metastases  are  present,  the 
procedure  should  be  attended  with  slight  risk  and 
but  a short  confinement. 

Radiation  Therapy 

As  soon  as  the  primary  tumor  has  been  found 
suitable  and  no  metastases  have  been  discovered, 
prophylactic  radiation  should  be  given.  The 
250-kilovolt  roentgen  unit  usually  is  satisfactory, 
although,  if  tumor  depths  are  greater  than  7 cm., 
the  1,000-kilovolt  unit  is  more  efficient.  The 


Fig.  1.  Anterior  portals  through  which  the  lym- 
phatics from  the  testis  are  irradiated  to  the  level  of 
the  epigastrium  inclusive. 

/r : j-  > 


Fig.  2.  Posterior  portals  through  which  the  lym- 
phatics from  the  testis  are  irradiated  to  the  level  of 
the  epigastrium  inclusive. 


lymphatics  draining  the  testis  can  be  treated  in 
their  course  from  the  scrotum  to  the  epigastrium 
inclusive  through  the  five  portals  shown  in  Figs.  1 
and  2. 
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TABLE  II. — Amount  of  Radiation  Delivered  to  the  Region  of  the  Renal  Pedicle  for  Each  1,000  r Applied  to  the 

Skin* 


- — Average  Weight  120  Pounds — - - — Average  Weight  150  Pounds — . - — Average  Weight  200  Pounds — . 

Tumor  Field  Size  Tumor  Field  Size  Tumor  Field  Size 


Portal 

Depth 
in  Cm. 

100 

(Sq.  Cm.) 
150 

200 

Depth 
in  Cm. 

100 

(Sq.  Cm.)  - 
150 

200 

Depth 
in  Cm. 

100 

(Sq.  Cm.) 
150 

200 

Anterior 

12.5 

325 

375 

400 

12.9 

310 

360 

385 

15.2 

240 

275 

295 

Posterior 

5.  1 

845 

960 

1000 

5.  4 

810 

925 

965 

7.5 

620 

710 

755 

Lateral 

7.5 

620 

710 

755 

' 7.5 

620 

710 

755 

9.4 

480 

555 

595 

Total 

1790 

2045 

2155 

1740 

1995 

2105 

1340 

1540 

1645 

* 200  kilovolts,  30  ma.,  70  cm.  skin  target  distance,  0.5  mm.  Cu. 


The  usual  filtration  is  used,  but  the  target  skin 
distance  for  the  portal  covering  the  groin  and 
scrotum,  because  the  field  is  more  superficial, 
j may  be  50  cm.  rather  than  70  cm.  as  employed  at 
| the  other  portals.  Sufficiently  large  portals 
should  always  be  used.  Since  it  is  unnecessary 
to  use  small  fractions  in  treating  the  groin  and 
scrotum,  four  exposures  of  500  r each  may  be 
' given  at  intervals  of  forty-eight  hours.  Great 
II  care  must  be  observed  to  shield  the  remaining 
« testis  adequately.  The  four  abdominal  portals 
;j  may  be  treated  with  250  r daily  to  each  of  two 
| portals.  To  minimize  nausea,  but  one  epigastric 
portal  should  be  used  in  a day. 

When  the  primary  tumor  is  a seminoma,  2,500  r 
to  each  of  the  abdominal  portals  should  be  ade- 
quate. This  amount  of  treatment  selTlom  causes 
j more  than  a moderate  malaise  and  superficial 
| blistering  of  the  skin.  The  tumor  dose  at  the 
region  of  the  renal  pedicle  from  this  radiation 
cycle  should  approximate  3,000  r in  a patient  of 
about  150  pounds.  If  the  primary  tumor  is  ol  a 
more  radioresistant  type,  a tumor  dose  approxi- 
j mating  5,000  r can  be  delivered  to  the  region  of 
| the  renal  pedicle  if  a lateral  portal  is  used  in  addi- 
* tion  to  the  usual  anterior  and  posterior  portals 
and  2,500  r is  given  each  portal.  A tumor  dose  of 
nearly  6,000  r can  be  given  if  the  surface  dose  at 
each  of  three  portals  is  3,000  r.  Treatment  of 
this  magnitude  should  not  be  given  without  suffi- 
j cient  reason  because  it  is  difficult  for  a patient  to 
j take,  his  skin  is  thoroughly  blistered,  and  the 
i depth  dose  may  result  in  a serious  late  radiation 
injury  (Table  II). 

After  irradiation  of  the  abdominal  lymphatics 
has  been  completed,  one  can  continue  prophylactic 
irradiation  in  the  mediastinum  and  left  supra- 
clavicular region,  as  suggested  by  Leddy.2  Un- 
fortunately, when  the  mediastinal  lymphatics 
have  become  invaded,  inaccessible  metastases 
also  are  usually  present  in  and  about  the  liver. 

Prophylactic  irradiation  of  the  lungs  is  not 
recommended  because  the  subsequent  radiation 
fibrosis  is  too  great  an  injury  to  receive  in  return 
for  such  a questionable  benefit. 

Even  when  patients  are  found  to  have  metas- 
1 tases,  unless  they  are  too  widespread,  removal  of 
the  primary  tumor  should  be  considered  because 
its  pathologic  classification  assists  one  to  pre- 


scribe proper  radiation,  to  anticipate  disease 
extensions  peculiar  to  the  tumor  type,  and  to 
recognize  prognosis  promptly.  The  search  for 
metastases  must  be  continuous,  and,  wherever 
they  are  found,  radiation  should  be  given. 
During  these  frequently  protracted  radiation 
cycles,  the  general  health  of  the  patient  must  be 
closely  observed  and  sustained.  Should  periodic 
blood  counts  show  depreciation  of  the  white  blood 
cells  below  3,000  per  cu.  mm.,  transfusions  of 
whole  blood  should  be  given. 

Following  treatment,  patients  should  be  care- 
fully observed  for  at  least  five  years.  Since  the 
intervals  between  examinations  should  be  based 
on  the  rapidity  with  which  the  disease  might 
spread  rather  than  on  the  likelihood  of  recurrence, 
these  patients  should  be  examined  every  one  to 
three  months.  In  addition  to  questioning  these 
men  concerning  backaches,  indigestion,  and  loss 
of  weight,  physical  examinations  should  be  per- 
formed and  roentgenograms  of  the  chest  taken. 
Occasionally,  late  radiation  injury  of  a kidney 
will  be  first  shown  by  elevation  of  the  blood  pres- 
sure. 

Results 

Statistical  studies  of  the  end  results  of  the 
treatment  of  testis  tumors  should  show  separately 
the  experiences  with  each  of  the  principal  patho- 

TABLE  III. — Cancer  of  the  Testicle — Pathology  and 
End  Results 

Well  5 
Years  and 
There- 
Total  after 


Group 

Num- 

ber 

Per 

Cent 

N um- 
ber 

- Per 
Cent 

Embryonal  carcinoma  with  lym- 
phoid stroma  and  seminoma 

135 

37.  1 

63 

54 

Embryonal  adenocarcinoma 

1 10 

30.2 

23 

22 

Teratoma  complex 

13 

3.6 

4 

33 

Choriocarcinoma 

11 

3.0 

0 

0 

*Rare  tumors  not  classified  in  above 

10 

2.8 

1 

13 

Malignant  tumor  unclassified, 

microscopic  diagnosis 

38 

10.4 

12 

40 

Malignant  tumor  unclassified, 

clinical  diagnosis 

47 

12.9 

16 

38 

Total 

364 

100.0 

119 

37 

* Leydig  cell  tumor;  reticulum  cell  lymphosarcoma; 
teratoid  myosarcoma;  embryonal  myosarcoma;  adult 
teratoma  differentiating  along  lines  of  chrondrosarcoma; 
ovarian  granulosa  "sertolima”;  adult  teratoma  epidermoid 
cyst,  foci  of  spindle  cell  sarcoma,  no  traces  of  viable  adeno- 
carcinoma; embryoma,  large  spindle  cells  probably  a myo- 
sarcoma; a small  round  cell  carcinoma  having  many  resem- 
blances to  lymphosarcoma  of  undetermined  origin,  autopsy, 
reticulum  cell  sarcoma. 
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logic  types.  The  only  published  report  of  this 
kind  with  an  adequate  observation  period  is  the 
excellent  analysis  of  196  cases  by  Sauer  and 
Burke.3 

I take  this  opportunity  of  showing  the  results 
obtained  in  a group  similarly  studied  from  the 
Memorial  Hospital  (Table  III). 

This  table  shows  the  classification  of  364  testis 
tumors  based  on  their  structure.  However,  only 
322  patients  were  in  a determinate  group  in  which 
all  significant  factors  were  recorded.  They, 
therefore,  form  the  basis  of  the  end  result  study 
recorded  in  the  two  columns  to  the  right.  Al- 
though differences  in  prognosis  of  tumor  types 
are  clearly  shown,  one  must  be  impressed  with  the 
grave  outlook  associated  with  all  varieties  of 
testis  tumors. 
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Discussion 

William  J.  Staubitz,  M.D.,  Buffalo  (By  invita- 
tion).— Due  to  the  limitation  of  time,  I shall  confine 
the  discussion  of  this  paper  to  prognosis  and  treat- 
ment only. 

As  Dr.  Dean  has  stated,  treatment  of  testis 
tumors  depends  largely  on  their  type.  Dr.  Dean 
also  stresses  the  importance  of  obtaining  multiple 
sections  of  the  tumor  for  study.  In  my  opinion, 
the  acquiring  of  multiple  histologic  sections  is  quite 
necessary  because  of  the  multiplicity  of  cellular 
structures  sometimes  encountered  in  various  parts 
of  the  same  specimen.  For  example,  recently  in  a 
thirty-nine-year-old  white  male  whose  left  testicle 
was  removed  by  simple  orchidectomy  because  of 
tumor,  multiple  sections  were  obtained,  and  on 
reviewing  these  it  was  found  that  one  section  con- 
tained pure  seminoma,  while  another  section  of  the 
same  tumor  contained  seminoma  and  embryonal 
carcinoma.  This  man’s  prognosis  seemed  quite 
.rood  when  only  seminoma  was  found;  however, 
when  the  section  containing  both  seminoma  and 
embryonal  carcinoma  was  reviewed,  his  chances  of 
a five-year  survival  were  much  lessened.  Also,  our 
mode  of  therapy  was  altered. 

The  late  Dr.  Hans  Sauer  and  our  pathologist  at 
the  Rosewell  Park  Memorial  Institute,  Mr.  Burke, 
collected  202  testicular  tumors  admitted  to  the 
Institute  over  a twenty-five-year  period.  These 
tumors  were  reviewed  and  classified  according  to  the 
Friedman- Moore  classification.  The  over-all  cure 
rate  in  the  various  types  was  as  follows: 

Per 

Cent 

Seminoma  with  abundant  or  moder- 

erate  lymphoid  stroma  09 . 3 


Seminoma  with  little  or  no  lymphoid 

stroma  42 . 9 

Teratocarcinoma  44  4 

Embryonal  carcinoma  with  semi- 
noma 46 . 7 

Embryonal  carcinoma  22.5 

Adult  teratoma  80 . 0 


The  seminoma  with  lymphoid  stroma  showed  a 
cure  rate  of  69.3  per  cent.  Interestingly  enough, 
the  seminomas  with  little  or  no  lymphoid  stroma 
had  only  a 42.9  per  cent  incidence  of  cure  rate.  We 
are  of  the  opinion  that  the  presence  of  an  appreciable 
amount  of  lymphoid  stroma  in  the  tumor  bed  may 
indicate  a defense  mechanism  which  has  time  to 
develop  in  slow-growing  seminomas.  This,  of 
course,  is  purely  conjecture,  and  further  observation 
is  necessary. 

We  feel,  as  does  Dr.  Dean,  that  radiation  plays 
an  increasingly  important  part  in  the  treatment  of 
these  lesions.  This  is  especially  true  of  the  semino- 
mas which  are  radiosensitive.  Our  over-all  cure 
rate  for  seminomas  is  59.6  per  cent.  Less  favorable 
were  the  teratocarcinomas,  44.4  per  cent,  and  the 
embryonal  carcinomas,  32.9  per  cent. 

Prior  to  1948,  all  malignant  testicular  tumors 
were  treated  with  simple  orchidectomy  and  ir- 
radiation to  the  lymph-bearing  areas.  However, 
since  1948,  we  have  fortified  the  therapy  of  the 
radioresistant  tumors,  namely,  the  teratocarcinoma 
and  the  embryonal  carcinoma,  with  a radical  retro- 
peritoneal lymph  gland  dissection.  This  is  in  ad- 
dition to  simple  orchidectomy  and  external  ir- 
radiation. We  had  done  this  in  an  endeavor  to 
improve  the  results  in  the  radioresistant  tumors, 
particularly  the  embryonal  carcinoma,  where  the 
cure  rate  was  only  22.5  per  cent  by  irradiation  only. 

Seminomas  receive  approximately  3,000  r and 
the  embryonal  and  teratocarcinomas  between  4,000 
r and  6,000  r.  I am  speaking  of  tumor  dose  and  not 
skin  dose.  The  amount  of  irradiation  I have  men- 
tioned is  the  amount  delivered  to  the  tumor.  We 
have  had  no  perforation  of  abdominal  viscus  as  a 
result  of  these  high  doses;  however,  we  have  one 
case  in  which  the  repression  of  the  bone  marrow  was 
so  severe  that  liver,  iron,  and  multiple  blood  trans- 
fusions are  necessary  to  control  the  marked  anemia. 
This  man  had  an  embryonal  carcinoma,  and  a radical 
orchidectomy  was  performed.  A node  at  the  renal 
pedicle  was  found  to  contain  metastatic  disease. 
Following  the  node  dissection,  he  received  ap- 
proximately 6,000  r to  the  upper  and  lower  ab- 
domen. It  is  now  two  years  since  the  retroperi- 
toneal lymph  gland  dissection,  and  repeated  ex- 
aminations with  x-rays  of  his  chest  and  excretory 
urograms  reveal  no  active  disease. 

Whether  or  not  the  addition  of  the  radical  or- 
chidectomy to  the  therapy  of  radioresistant  tumors 
will  improve  the  percentage  of  cure  rates  in  this 
group,  especially  the  embryonal  carcinomas,  will  of 
course  depend  on  a large  series  of  cases,  followed  for 
a prolonged  period  of  time. 

I have  had  no  experience  with  nitrogen  mustard 
in  the  treatment  of  testicular  neoplasm. 
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THE  incidence  of  anomalies  is  higher  in  the 
urinary  tract  than  in  any  other  system  in  the 
body;  10  to  12  per  cent  of  all  individuals  are  born 
with  some  variety  of  urogenital  tract  malforma- 
tion, in  most  instances  of  a minor  nature.  Many 
of  these  anomalies  will  be  revealed  by  excretory 
urographic  study  prompted  by  persistent  pyuria, 
hematuria,  pain  or  tumor  along  the  urinary  tract, 
difficulty  or  frequency  of  urination  (including 
enuresis).  Yet  it  is  notable  that  in  one  of  three 
cases  of  major  genital  deformity  the  upper  tract 
is  also  anomalous.  The  most  satisfactory  uro- 
graphic demonstration  of  upper  tract  anomalies 
will  be  by  bilateral  retrograde  ureteropyelography. 

It  is  axiomatic  that  the  anomalous  structure  is 
more  prone  to  disease  than  is  the  normal  organ. 
Most  urinary  tract  malformations  are  potentially 
or  actually  obstructive  in  nature,  and,  by  virtue 
of  the  urinary  stasis  thus  engendered,  infection 
is  not  only  invited  but,  once  established,  is  per- 
petuated by  the  obstruction.  As  a therapeutic 
corollary,  sterilization  of  the  urine  is  increasingly 
difficult  when  stasis  exists  and  may  even  be  im- 
possible until  the  obstruction  is  eradicated. 

Over  a hundred  urinary  tract  anomalies  have 
been  described  which  may  be  present  singly,  or 
often  in  combination,  and  afford  a great  variety 
of  urographic  demonstrations.  Thus,  in  con- 
genital contracture  of  the  vesical  outlet  it  is  not 
uncommon  to  find  congenital  ureteral  stricture  in 
the  urinary  tract  above,  with  hydroureter  and/or 
hydronephrosis.  It  is  also  notable  that  asso- 
ciated anomalies  in  other  systems  are  of  high 
incidence,  varying  from  5 to  30  per  cent,  occurring 
especially  in  the  gastrointestinal,  skeletal,  and 
cardiovascular  organs  and  in  the  central  nervous 
system. 

In  the  present  communication  are  indicated 
the  commoner  renal  malformations  and  a few 
of  the  more  rare,  the  observations  being  based 
upon  study  of  a large  series  of  infants  and  children 
.subjected  to  urographic  examination  as  part  of  a 
complete  urologic  investigation.  The  incidence 
of  the  various  anomalies  of  the  kidney  as  en- 
countered in  47,483  autopsies  is  here  indicated.* * 
Renal  anomalies  may  be  conveniently  classified 
as  shown  below;  because  of  the  limitation  of 
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space,  considerations  of  anomalies  of  the  renal 
pelvis  are  omitted  as  is  that  of  anomalous  renal 
vascularization  (aberrant  vessels).  The  last  are 
of  interest  chiefly  as  they  compress  the  upper 
ureter  and  pelvic  outlet. 

A.  Anomalies  of  Number 

1.  Bilateral  agenesis 

2.  Unilateral  agenesis  (solitary  kidney) 

3.  Supernumerary  kidney 

B.  Anomalies  of  Volume  and  Structure 

1 . Hypoplasia 

2.  Congenital  hypertrophy 

3.  Solitary  cystic  disease 

4.  Multilocular  cystic  disease 

5.  Polycystic  disease 

C.  Anomalies  of  Form 

1.  Short,  long,  round,  hourglass,  or  lobulated 

kidneys 

2.  Horseshoe  kidney 

3.  Disc  or  doughnut  kidney 

4.  Sigmoid  kidney 

5.  L-shape  kidney 

6.  Lump  kidney 

D.  Anomalies  of  Location 

1.  Simple  ectopia 

a.  unilateral 

b.  bilateral 

2.  Crossed  ectopia  with  or  without  fusion 

3.  Movable  kidney 

E.  Anomalies  of  Rotation 

1.  Incomplete 

2.  Excessive 

F.  Anomalies  of  the  Pelvis 

1.  Double  kidney 

a.  unilateral 

b.  bilateral 

c.  complete  reduplication 

d.  incomplete  reduplication 

2.  Pseudospider  form 

3.  Congenital  hydronephrosis 

4.  Extrarenal  pelvis 

G.  Anomalies  of  the  Vessels 

1.  Arterial 

2.  Venous 

Anomalies  of  Number 

Bilateral  renal  agenesis  is  fortunately  rare,  is 
incompatible  with  life,  is  essentially  of  academic 
interest,  and  was  observed  six  times  in  15,919 
children  at  autopsy,  a ratio  of  1 : 2,653.  Although 
most  of  these  children  are  stillborn,  some  have 
lived  for  ten  or  eleven  days,  which  is  approxi- 
mately the  life  expectancy  following  bilateral 
nephrectomy  in  adults. 

Unilateral  renal  agenesis  or  congenital  solitary 
kidney  results  from  (1)  failure  of  the  renal  bud  to 
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develop,  (2)  failure  of  the  nephrogenic  blastema 
to  form,  (3)  both,  or  (4)  failure  of  the  vascular 
supply  to  be  derived.  Occasionally,  the  isolateral 
ureter  shows  meager  development,  but  more  often 
this  structure  is  lacking  and  in  at  least  a third 
of  the  cases  there  is  hemiatrophy  of  the  trigone 
and  absence  of  the  ureteral  orifice. 

In  our  autopsy  series  of  47,483  cases,  there  were 
88  cases  of  unilateral  agenesis,  an  incidence  of 
1:527.  Although  the  isolateral  adrenal  has  been 
reported  absent  in  about  three  fourths  of  the 
cases  of  solitary  kidney,  in  our  series  this  was 
found  in  only  seven  of  the  88  cases  of  all  ages. 
Other  urologic  anomalies  as  well  as  agenesis  or 
malformation  of  structures  in  other  systems  fre- 
quently coexist. 

The  total  mass  of  the  solitary  organ  frequently 
equals  that  of  two  kidneys  and  the  total  renal 
function  as  estimated  by  phenolsulfonthalein 
excretion  commonly  approximates  the  normal 
output  of  two  normal  kidneys.  The  pelvis  of 
the  congenitally  enlarged  solitary  kidney  is 
generally  larger  than  normal  in  contrast  to  the 
pelvis  of  the  organ  undergoing  compensatory 
hypertrophy  in  later  life,  a point  of  considerable 
urographic  diagnostic  significance.  Although 
congenital  absence  of  one  kidney  is  not  incom- 
patible with  life,  the  solitary  organ  is  more  prone 
to  disease  than  a normal  one  with  a normal  renal 
mate.  This  is  reflected  in  early  death  from  renal 
failure  in  one  fourth  of  these  cases. 

There  are  no  specific  symptoms  other  than 
those  of  renal  deficiency  in  the  rare  instance. 
The  manifestations  of  infection,  obstruction, 
tumor,  stone,  and  so  forth  in  the  solitary  kidney 
are  common  to  bilateral  renal  disease. 

The  diagnosis  requires  complete  urologic  ex- 
amination in  which  the  preinstrumental  excretory 
urographic  study  suggestively  fails  to  show  the 
outline  of  a kidney  pelvis  on  one  side  with  a 
greatly  enlarged  kidney  having  a larger  than 
normal  pelvis  on  the  other  side.  Cystoscopically 
hemiatrophy  of  the  trigone  at  once  gives  the  clue. 
Yet  with  a normal  bladder  picture,  failure  to 
identify  a second  ureteral  orifice  in  the  bladder 
may  be  diagnostically  fallacious  bfecause  the 
ureteral  opening  from  some  kidneys  presumably 
absent  may  be  ectopic  in  the  urethra,  vestibule, 
vagina,  cervix,  or  seminal  vesicle. 

Treatment  is  that  of  the  complicating  disease. 
Yet  when  surgical  disease  of  the  solitary  kidney 
exists,  particularly  ureteral  stricture  or  pelvic 
stone,  ureteropelvioplasty  or  pyelolithotomy  are 
indicated,  respectively,  as  the  writer  has  had 
occasion  to  perform  in  several  children  with  soli- 
tary kidney.  When  plastic  operations  to  estab- 
lish free  renal  drainage  are  unsuccessful,  employ 
permanent  nephrostomy. 

Free  supernumerary  kidney  is  probably  the 


rarest  renal  anomaly,  and  supernumerary  organs 
up  to  five  have  been  described.  Fused  super- 
numerary kidneys  occur  once  in  about  4,000 
children,  and  in  these  cases  the  organs  are  essen- 
tially reduplicated  but  with  incomplete  transverse 
separation.  The  ureters  are  completely  or  in- 
completely reduplicated,  and  the  clinical  problem 
is  that  of  reduplicated  kidney.  In  one  of  our 
autopsy  cases  at  Bellevue  Hospital  in  children, 
the  condition  was  found  bilaterally  with  four  sep- 
arate undiseased  kidneys  and  ureters. 

The  clinical  manifestations  are  those  of  uro- 
logic disease  involving  any  of  the  supernumerary 
organs.  The  diagnosis  is  made  by  adequate 
urologic  examination,  and  treatment  generally 
demands  excision  of  the  involved  structures. 

Anomalies  of  Volume  and  Structure 

Renal  hypoplasia  results  from  failure  of  normal 
development  of  (1)  the  metanephrogenic  blas- 
tema, (2)  of  the  metanephric  duct,  or  (3)  of  the 
blood  supply  and  is  usually  unilateral,  although 
bilateral  occurrence  has  been  observed.  In  a 
twelve-hour-old  male  both  kidneys  together 
weighed  only  6 Gm.  (normal,  45  to  50  Gm.). 

The  condition  must  be  differentiated  from 
secondary  renal  atrophy  consequent  to  obstruc- 
tion (hydronephrosis)  or  infection  and  will  be 
most  clearly  defined  in  children.  The  organ  is 
not  only  smaller  than  normal  but  frequently 
fibrotic  or  cystic,  lies  unusually  close  to  the  spine, 
and  the  ureter  is  commonly  hypoplastic.  Glo- 
merular and  tubular  development  is  rudimentary 
and  may  show  hyaline  degeneration.  The  pelvis 
is  characteristically  small  and  may  be  present 
only  as  a bulbous  dilatation  or  as  a unicalyceal 
variety  of  the  rabbit  type.  The  vascular  supply 
is  likewise  hypoplastic  and  together  with  the 
renal  pathology  frequently  gives  rise  to  hyperten- 
sion (Goldblatt  kidney). 

Clinically  bilateral  renal  hypoplasia  presents 
the  picture  of  chronic  nephritis  and  is  often 
accompanied  by  renal  dwarfism  or  renal  hyper- 
parathyroidism (renal  rickets,  osteitis  fibrosa 
cystica).  In  some  cases  the  only  symptom  is 
continuous  pain  in  the  loin  and  usually  results 
from  fibrotic  contracture  of  the  hypoplastic 
scarred  kidney  with  compression  of  nerve  endings. 

The  diagnosis  is  made  by  urography,  and  when 
specific  renal  disease,  reflected  by  pain,  hyperten- 
sion, suppuration,  and  the  like,  is  demonstrated, 
nephrectomy  is  indicated. 

Congenital  hypertrophy  of  the  kidney  is  a con- 
genital compensatory  effort  stimulated  by  hypo- 
plasia or  agenesis  of  the  renal  mate.  Occasionally 
the  hypertrophic  organ  may  become  large  enough 
to  suggest  tumor;  in  the  past  some  of  these  kid- 
neys representing  the  patients’  entire  functioning 
kidney  tissues  have  been  unwittingly  removed. 


February  15,  1951  ] 


ANOMALIES  OF  THE  KIDNEY 


495 


Redundancy  of  the  renal  parenchyma  is  identified 
by  the  congenital  formation  of  a double  row  of 
pyramids  instead  of  one  and  is  not  to  be  confused 
with  congenital  renal  hyperplasia.  It  was  ob- 
served at  autopsy  but  twice  in  our  series.  In  a 
stillborn  boy  and  in  a five-month-old  girl  the 
cortex  was  sandwiched  between  an  outer  and 
inner  layer  of  medullary  pyramids.  There  are  no 
specific  urographic  criteria  which  suggest  the 
diagnosis  of  this  lesion. 

Congenital  solitary  and  renal  cysts  are  usually 
bilateral,  rare,  may  produce  abdominal  tumor, 
and  presumably  are  of  the  same  origin  as  con- 
genital polycystic  disease.  While  small  solitary 
cysts  2 to  4 cm.  in  diameter  are  found  in  about 
one  in  50  children  at  autopsy,  a few  kidneys  with 
large  solitary  cysts  of  surgical  importance  have 
been  removed. 

The  cysts  are  thin  walled  and  may  contain 
serous  fluid  or  old  blood  clot  and  (I)  grow  to  enor- 
mous size,  (2)  extend  beyond  the  renal  surface, 
(3)  compress  the  parenchyma,  or  (4)  by  renal 
damage  cause  hypertension.  Extremely  large 
cysts  may  compress  the  bowel. 

The  symptoms  are  predominantly  those  of  the 
renal  mass,  sometimes  with  pain  and  hematuria. 
The  diagnosis  is  made  by  urography  in  which 
there  is  a smoothly  rounded  or  crescentic  pelvic 
filling  defect  or  pelvicalyceal  distortion  and  occa- 
sionally alteration  of  the  renal  axis  and  position. 

Treatment  consists  of  excision  of  the  cyst  if  the 
remaining  renal  parenchyma  warrants  conserva- 
tion. For  example,  a cyst  of  the  upper  left  half 
of  a horseshoe  kidney  in  a seven-year-old  boy  and 
holding  500  cc.  was  resected,  leaving  a sound  and 
normally  functioning  lower  segment.  More 
often  the  extent  of  the  kidney  damage  will  de- 
mand nephrectomy,  assuming  the  renal  mate  is 
adequate  to  support  life. 

Congenital  multilocular  cysts  may  be  considered 
as  a collection  of  solitary  cysts;  the  condition  is 
rare.  The  etiology,  clinical  considerations,  and 
treatment  are  essentially  the  same  as  in  solitary 
cystic  disease.  As  a rule,  nephrectomy  is  de- 
manded. 

Congenital  polycystic  disease  must  be  distin- 
guished from  cystic  renal  degeneration  which 
sometimes  accompanies  chronic  nephritis,  al- 
though an  occasional  but  apparently  bonafide 
case  of  unilateral  congenital  polycystic  disease 
has  been  reported.  For  practical  purposes  the 
condition  should  be  considered  bilateral.  About 
one  in  every  250  individuals  is  born  with 
polycystic  renal  disease;  the  incidence  was  1:227 
in  15,919  autopsies  in  children  we  studied,  and  in 
31,483  adults  the  ratio  was  1:281.  In  about  5 per 
cent  of  the  cases  there  is  also  hepatic  cystic 
disease  and  in  a slightly  lesser  number  splenic 
cystic  disease.  Accompanying  congenital  cystic 


disease  has  been  seen  in  the  skeleton,  lungs,  and 
genital  and  neural  organs.  Coexisting  anomalies, 
both  urologic  and  nonurologic,  are  extremely 
common  and  occur  in  about  half  of  the  cases. 

Congenital  polycystic  disease  is  one  of  the 
few  urogenital  tract  conditions  in  which  there  is 
a definite  familial  tendency,  the  condition  having 
been  traced  through  four  and  five  generations. 
Of  practical  importance,  the  discovery  of  poly- 
cystic renal  disease  in  a patient  warrants  at  least 
a satisfactory  excretory  urographic  study  of  the 
other  members  of  the  family,  especially  if  more 
children  are  contemplated.  The  embryologic 
cause  of  polycystic  disease  is  unknown ; the  most 
popular  theory  attributes  the  condition  to  the  fail- 
ure of  union  between  the  metanephroblastemic 
elements  (glomeruli)  and  the  collecting  tubules 
originating  in  the  metanephric  wolffian  duct. 

Congenital  polycystic  kidneys  frequently  be- 
come six  to  eight  times  normal  size  and  are  com- 
monly first  identified  as  a renal  mass.  The 
symptoms  are  predominantly  those  of  chronic 
nephritis,  and  the  diagnosis  is  readily  made  by 
pyelography  in  which  the  pelvic  outline  is  ex- 
ceedingly bizarre.  The  important  pyelographic 
diagnostic  criteria  are  (1)  shortening,  obliteration, 
compression,  or  elongation  of  the  calyces  with 
peculiar  squared,  oval,  or  crescentic  rounded  out- 
lines, (2)  pelvic  compression,  distortion,  dis- 
placement, obliteration,  or  dilatation,  and  (3) 
with  infection,  the  superimposed  changes  result- 
ing therefrom. 

The  treatment  of  uncomplicated  congenital 
polycystic  disease  is  substantially  that  of  nephri- 
tis; the  less  surgical  treatment  is  employed,  the 
longer  the  patient  will  live.  Complicating  condi- 
tions such  as  infection,  stone,  obstruction,  hema- 
turia, or  continued  pain  may  demand  interven- 
tion. When  hematuria  threatens  life,  employ 
nephrectomy.  Yet  the  bleeding  can  occasionally 
be  checked  by  copious  repeated  transfusions  of 
whole  blood  or,  in  rare  instances,  the  instillation 
of  silver  nitrate  1 to  3 per  cent  solution  into  the 
renal  pelvis.  After  nephrectomy,  half  of  these 
patients  will  die  in  the  immediate  postoperative 
period,  and  a third  will  die  of  renal  failure  within 
the  postoperative  month. 

Conservative  cyst  puncture  or,  as  Goldstein 
advocates,  marsupialization  of  the  kidney  to  the 
loin  wound  has  relieved  pain  in  some  instances 
and  has  prolonged  life.  Cyst  puncture  and  in- 
jection with  sclerosing  agents  such  as  5 per  cent 
sodium  morrhuate  solution  (1  cc.  for  each  cc.  of 
cyst  fluid  withdrawn)  have  been  employed; 
Fish  injected  50  per  cent  dextrose  solution. 

Anomalies  of  Form 

Fetal  lobulation  of  the  kidney  may  be  considered 
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normal  up  to  the  age  of  four  or  five  years  but  in  5 
per  cent  of  all  individuals  persists  into  adulthood. 
The  condition  is  of  no  clinical  importance. 

Renal  fusion  may  be  homolateral  or  contra- 
lateral. 

Reduplicated  or  double  kidney  is  the  classic 
example  of  homolateral  fusion.  This  condition 
results  from  reduplication  of  the  ureteral  bud 
before  it  enters  the  nephrogenic  blastema  and  is 
to  be  differentiated  from  the  rare  reduplications 
in  which  two  kidneys  are  formed  on  one  side  from 
separate  blastemas,  the  supernumerary  kidney. 
As  a rule  the  superior  reduplicated  pelvis  and 
renal  segment  are  smaller  than  the  lower  portion 
and  are  the  site  of  surgical  disease  somewhat  more 
often  than  the  lower  segment,  and  particularly 
when  the  ureter  is  obstructed  by  stricture  and  so 
forth,  is  blind  ending,  or  the  orifice  is  ectopic  or 
terminates  in  ureterocele.  In  rare  instances 
there  are  three  renal  pelves;  in  an  adult  with  two 
ureters  and  pelves  on  the  left  and  three  on  the 
right  and  examined  because  of  right  renal  colic, 
a stone  was  found  in  one  of  the  triplicate  ureters. 

Double  kidney  occurs  twice  as  often  in  females 
as  in  males  and  slightly  more  often  on  the  right 
side.  In  our  autopsy  study  of  47,483  cases 
there  were  301  instances  of  renal  reduplication,  a 
general  incidence  of  1 : 157,  the  ratio  in  children 
being  1 : 270  and  in  adults  1:130.  The  anomaly 
predisposes  to  complicating  disease,  and  in  clinical 
studies  the  occurrence  of  important  urologic 
disease  in  reduplicated  kidney  is  about  twenty 
times  that  in  normally  formed  organs. 

The  clinical  symptoms  associated  with  redupli- 
cated kidneys  are  identical  with  those  of  the 
unreduplicated  organ,  but  in  at  least  half  of  the 
cases  only  one  of  the  reduplicated  segments  is 
diseased.  Here  infection,  obstruction,  and  stone 
formation  are  of  principal  interest. 

The  diagnosis  is  made  by  urography.  A satis- 
factory excretory  urographic  study  will  suggest 
the  presence  of  the  anomaly,  but  retrograde  pye- 
lography should  be  employed  to  confirm  it. 
Double  kidney  is  suggested  when  the  pelvic  out- 
line appears  inadequate  for  the  organ  and  espe- 
cially when,  in  the  urogram,  the  lower  pelvis  ap- 
pears sheared  off  or  flattened  above  and  in  the 
absence  of  a demonstrated  reduplicated  upper 
pelvis.  In  advanced  disease  of  the  lower  pelvis, 
only  the  small  upper  pelvis  may  be  outlined  in  the 
excretory  urogram. 

Although  the  reduplication  is  of  no  clinical 
importance  in  many  cases,  in  general,  the  treat- 
ment is  that  of  the  local  pathologic  condition, 
and  surgery  is  commonly  required,  e.g.,  pelvio- 
lithotomy,  ureteropelvioplasty,  nephrectomy. 
When  only  half  of  the  kidney  is  diseased,  this  seg- 
ment and  the  diseased  ureter  which  drains  it  are 
removed  (renal  resection  or  ureteroheminephrec- 


tomy),  leaving  the  sound  segment  and  its  ureter. 
The  writer  has  done  this  in  over  50  infants  and 
children.  » 

Contralateral  renal  fusion  occurs  about  once  in 
400  individuals  and  is  predominantly  of  the  horse- 
shoe variety  with  fusion  at  the  lower  or  upper 
poles:  with  bipolar  fusion  of  the  two  organs,  a 
disc,  doughnut,  or  scutiform  organ  is  formed. 
Occasionally  the  entire  renal  mass  is  fused  to- 
gether— the  lump  kidney — or  by  other  weird 
fusions,  a sigmoid  or  L-shape  kidney  is  formed. 
As  a rule  the  functioning  renal  mass  is  equal  to 
that  of  two  normal  kidneys. 

In  horseshoe  kidney  the  fusion  is  usually  of  the 
lower  pole  (90  per  cent),  the  junction  being  a solid 
mass  of  renal  parenchyma,  although  there  may  be 
only  a thin  strip  of  parenchyma  or  a dense  band  of 
fibrous  tissue. 

The  incidence  of  horseshoe  kidney  has  been  re- 
ported in  the  literature  as  1 : 600  to  1 : 1,800  cases, 
but  in  our  series  of  47,483  autopsies  there  were 
117  cases,  an  incidence  of  1:405.  The  anomaly 
was  observed  twice  as  often  (1 : 270)  in  children  as 
in  adults  (1:542)  and  reflects  the  higher  early 
mortality  in  the  young  with  horseshoe  kidney, 
the  condition  strongly  predisposing  to  serious 
renal  disease,  particularly  of  the  grave  surgical 
variety. 

Embryologically,  horseshoe  kidneys  form  by 
mesial  fusion  of  the  two  nephrogenic  blastemas, 
and  although  this  fusion  may  occur  at  different 
periods,  embryologic  evidence  indicates  that  in 
any  event  the  fusion  must  occur  during  the  first 
month  of  fetal  development.  When  fusion  pre- 
cedes renal  rotation,  the  ureters  will  be  found 
leaving  the  kidneys  anteriorly  (eighth  week),  and 
when  the  pelves  face  mesially,  the  fusion  has 
followed  rotation.  These  variable  factors  account 
for  the  variety  of  unusual  renal  positions,  forms, 
and  vascularization  in  horseshoe  kidney. 

Anatomically  the  horseshoe  kidneys  usually  lie 
closer  to  the  spine  than  do  separate  kidneys,  and 
the  axis  of  the  pelves  is  obliquely  inward  and 
downward  with  lower  polar  fusion  and  inward  and 
upward  with  superior  polar  fusion.  The  vascular 
supply  is  regularly  anomalous  and  with  great 
multiplicity  and  complexity  of  arteries  and  veins. 
When  the  blood  supply  is  derived  early  (iliac 
and  low  aorta),  the  kidney  is  withheld  ectopic  in 
the  pelvis.  Malformations  of  other  body  sys- 
tems are  observed  in  about  a third  of  the  cases  of 
horseshoe  kidney.  In  our  autopsy  series  of  117 
cases  the  organs  were  ectopic  in  18,  polycystic  in 
two,  and  the  adrenal  was  absent  in  two.  In  an 
autopsy  case  at  Bellevue  Hospital,  the  isthmus  of 
the  horseshoe  kidney  passed  directly  through  the 
vena  cava.  The  ureters  pass  anterior  to  the 
isthmus — a matter  of  surgical  concern  in  ureterot- 
omy and  ureterolithotomy. 
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The  components  of  the  horseshoe  kidney  are 
frequently  otherwise  anomalous,  often  showing  a 
large  segment  on  one  side  with  a comparatively 
small  or  hypoplastic  segment  on  the  other. 
Frequently  one  or  both  of  the  fused  kidneys  are 
reduplicated  and  may  be  the  site  of  cyst  forma- 
tion, tumor,  calculus,  or  polycystic  disease  and, 
in  short,  may  show  any  lesion  which  occurs  in 
unreduplicated  or  unfused  organs.  In  an  eight- 
year-old  girl  with  advanced  infected  hydroneph- 
rosis of  the  right  half  of  a horseshoe  kidney,  the 
clinical  symptoms  were  right  upper  quadrant 
pain  and  indigestion  which  had  been  treated  for 
several  years  as  purely  an  enteric  disturbance. 
In  a nine-year-old  boy  there  was  pyonephrosis  of 
the  right  half  of  a horseshoe  kidney  located  at 
and  below  the  pelvic  brim.  In  a seven-year-old 
boy  with  abdominal  pain,  a 500-cc.  solitary  cyst 
occupied  the  left  upper  pole  of  a horseshoe  kidney 
and  was  resected  as  were  the  pathologic  segments 
in  the  other  cases  just  described,  with  prompt 
symptomatic  cure. 

As  has  just  been  suggested,  the  clinical  mani- 
j festations  of  horseshoe  kidney  are  those  of  com- 
plicating disease,  notably  infection.  Renal  cal- 
, cuius  formation  is  of  high  incidence  in  these  cases 
i as  is  obstruction  with  hydronephrosis.  Pain  in 
the  umbilical  area  is  always  suggestive  of  horse- 
shoe kidney  and  particularly  when  there  are 
gastrointestinal  disturbances. 

The  diagnosis  of  horseshoe  kidney  rests  upon 
satisfactory  urographic  demonstration,  and,  in 
this,  bilateral  retrograde  pyelography  is  preferred. 
Characteristically  the  pelvic  shadows  lie  closer 
to  the  midline  and  usually  lower  than  normal,  the 
pelvic  contour  being  bizarre  and  depending  upon 
the  nature  of  the  fusion  and  malrotation  factors. 
t Thus,  one  or  more  pelves  may  show  malrotation 
or  ectopia,  for  example. 

Treatment  in  horseshoe  kidney  is  that  of  the 
complicating  disease.  When  surgery  is  required, 
it  may  be  extremely  difficult  for  technical  reasons 
engendered  by  the  anomalous  development  and 
vascularization.  The  horseshoe  kidney  at  a 
relatively  normal  renal  level  is  best  approached 
by  carrying  the  usual  line  of  loin  incision  from 
just  below  the  costovertebral  angle,  downw-ard  to 
the  midiliocostal  space,  thence  directing  it  median 
to  the  midline,  if  necessary,  to  obtain  adequate 
exposure.  The  peritoneum  is  then  readily 
retracted  forward.  Division  of  the  renal  isthmus 
, (symphysiotomy)  with  suspension  of  the  sepa- 
rated organs  will  usually  satisfactorily  relieve  pain 
! caused  by  drag  of  the  renal  mass  on  its  vascular 
supply.  All  obstructive  factors  must  be  erad- 
icated by  ureteropelvioplasty  or  otherwise.  In 
some  cases  removal  of  the  diseased  half  of  the 
kidney  is  curative. 

Discoid,  disc,  doughnut,  or  scutiform  kidney 


occurs  about  once  in  15,000  individuals;  the 
anomaly  results  from  bipolar  or  mesial  renal 
fusion  before  rotation  occurs,  thus  keeping  both 
renal  masses  on  the  same  level.  The  majority  of 
these  fused  kidneys  will  be  at  or  near  the  pro- 
montory of  the  sacrum;  many  are  in  the  pelvis, 
and  I have  seen  the  kidney  well  down  behind  the 
bladder. 

L-shape  or  sigmoid  kidney  is  formed  when  the 
lowrer  pole  of  one  kidney  becomes  fused  wdth  the 
upper  pole  of  its  mate.  The  malformation  has 
also  been  designated  as  unilateral  fused  or  crossed 
ectopia  with  fusion.  The  condition  is  believed 
to  result  from  growth  of  the  ureteral  stalks  into  a 
common  metanephroblastema  or  from  an  excess  of 
nephroblastema.  This  anomaly  is  rare,  being 
found  only  four  times  in  our  series  of  autopsies 
in  children,  an  incidence  of  approximately  one  in 
4,000  cases.  The  symptoms  are  those  of  the  com- 
plicating disease,  and  the  diagnosis  is  made  by 
urography.  Treatment  is  according  to  surgical 
indication,  resection  being  technically  impossible 
in  many  instances. 

Cake,  clump,  or  lump  kidney  results  from  fusion 
of  both  kidneys  into  an  irregularly  lobate  mass  of 
bizarre  outline,  and  characteristically  these  organs 
are  situated  low  in  the  abdomen  or  in  the  pelvis. 
The  blood  supply  usually  enters  the  kidney  on  its 
upper  surface  while  the  ureters  are  short  anteriorly 
and  generally  drain  into  the  bladder  in  normal 
position.  The  symptoms  are  those  of  complicat- 
ing lesions,  notably  infection,  obstruction,  or 
stone,  although  lower  abdominal  pain  may  result 
from  the  drag  or  pull  of  the  renal  mass  on  its 
vascular  supply. 

The  diagnosis  is  sometimes  suggested  by  pal- 
pation of  the  deep  pelvic  mass  and  is  confirmed  by 
pyelography  winch  should  be  bilateral.  Here  the 
pelves  are  extremely  bizarre,  often  interlocking, 
and  specifically  reflect  the  nature  of  the  renal 
malformation. 

Surgical  treatment  of  lump  kidney  is  exceed- 
ingly difficult  for  technical  reasons.  The  most 
important  consideration  is  that  the  renal  mass 
should  not  be  removed  as  it  represents  the  pa- 
tient’s entire  secretory  parenchyma.  Although 
pelviolithotomy  has  succeeded  in  some  instances 
and  permanent  nephrostomy  and  even  marsupial- 
ization in  others,  the  intricate  architecture  gener- 
ally prohibits  satisfactory  renal  resection. 

Anomalies  of  Location 

Congenital  ectopic  kidneys  are  maintained  in 
their  abnormal  position  by  early  formed  anoma- 
lous vascular  attachments.  Characteristically  the 
length  of  the  ureter  corresponds  to  the  anatomic 
situation  of  the  kidney  and  differentiates  this 
variety  of  ectopia  from  the  acquired. 
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In  simple  ectopia  the  organ  is  misplaced  on  its 
own  side,  and  in  crossed  ectopia  it  may  be  fused  or 
unfused  with  its  mate. 

Simple  ectopia  occurs  about  once  in  800  cases, 
more  often  on  the  left  but  in  some  instances  the 
failure  of  renal  ascent  is  bilateral.  In  22  cases 
observed  in  15,919  autopsies  in  children  (ap- 
proximately 1:725)  there  were  16  males  and  six 
females;  the  right  kidney  was  ectopic  in  eight, 
the  left  in  11,  and  both  organs  were  involved  in 
three.  The  kidney  was  in  the  pelvis  in  14,  at  the 
sacroiliac  level  in  six,  and  was  thoracic  in  two. 
In  a white  female  dead  at  four  hours,  the  kidney, 
left  adrenal,  stomach,  intestinal  tract,  spleen, 
and  pancreas  were  in  the  left  pleural  cavity,  and 
in  a boy  of  one  year  the  kidney  was  in  the  thorax 
and  plugged  the  opening  of  the  congenital 
diaphragmatic  hernia.  Thoracic  kidney  was  also 
found  in  an  adult  male.  There  were  associated 
urologic  anomalies  in  eight  cases  and  nonurologic 
malformations  in  six. 

Ectopic  kidneys  are  clinically  important  be- 
cause they  are  often  the  site  of  surgical  disease, 
particularly  infection,  obstruction,  stone,  or 
tumor,  or  because  they  may  cause  pressure  on 
adjacent  nerves,  vascular  supply,  or  organs  to 
produce  lower  abdominal  pain.  Symptoms  pro- 
duced by  pelvic  kidneys  have  led  to  the  diagnosis 
of  acute  appendicitis,  iliocecal  tumor,  or  iliocecal 
tuberculosis,  sigmoidal  tumor,  ovarian  tumor, 
and  mesenteric  cyst.  Yet  the  anomaly  is  readily 
recognized  by  urography  in  which  the  ectopic 
renal  pelvis  is  shown  as  well  as  the  short  ureter. 

In  crossed  ectopia  the  upper  urinary  tract  on  one 
side  has  developed  normally,  while  the  renal  mate 
has  crossed  over  during  its  early  ascent  to  become 
adjacent  to  or  even  fused  with  the  properly  placed 
kidney.  The  forces  which  cause  the  ectopic  organ 
to  traverse  the  midline  are  unknown.  The  blood 
supply  is  bizarre,  often  ectopic,  and  is  usually 
derived  from  the  side  to  which  the  organ  has 
crossed.  The  ureters  open  normally  into  the 
bladder.  Crossed  ectopia  is  found  about  once  in 
2,000  autopsies;  some  340  cases  have  been  re- 
ported. 

The  symptoms  are  those  of  the  complicating 
infection  or  other  disease.  The  diagnosis  is 
readily  made  by  retrograde  pyelography  in 
which  not  only  the  course  of  the  separate  ureters 
is  traced,  but  the  nature  and  location  of  the  union 
or  relation  of  the  two  adjacent  kidneys  is  defined. 

Treatment  in  either  simple  or  crossed  ectopia 
is  that  of  the  complicating  renal  disease  in  either 
the  ectopic  or  the  normally  placed  organ.  In  the 
surgical  treatment  of  ectopic  kidney,  and  particu- 
larly when  it  is  deep  in  the  pelvis,  the  transperi- 


toneal  approach  is  best.  If  partial  nephrectomy 
is  contraindicated  in  ectopic  fused  kidney  or  if  the 
kidney  is  solitary,  nephrostomy  or  marsupializa- 
tion sometimes  affords  effective  drainage.  In 
four  reported  cases  the  dilated  pelvis  of  an  ectopic 
juxtavesical  organ  has  been  anastomosed  suc- 
cessfully to  the  bladder  (pyelocystostomy) . 

Anomalies  of  Rotation 

Fault y Renal  Rotation. — As  the  kidney  begins  its 
ascent  about  the  fourth  week  of  fetal  life,  there  is 
also  mesial  rotation  which  is  completed  by  the 
eighth  week.  Yet  the  rotation  may  be  absent, 
incomplete,  reverse,  or  excessive,  varieties  of 
malrotation  being  observed  in  horseshoe,  sigmoid, 
discoid,  and  lump  kidneys,  and  even  in  some  fused 
organs.  Renal  rotation  is  of  no  clinical  impor- 
tance except  as  the  anomaly  engenders  faulty 
urinary  drainage  and  infection,  stone,  or  other 
secondary  disease  develops.  In  under-rotation, 
the  renal  pelvis  faces  forward,  while  in  over-rota- 
tion it  faces  backward;  this  is  identified  in 
stereoscopic  pyelograms.  Occasionally  in' under- 
rotation or  over-rotation,  the  axis  of  the  renal 
pelvis  may  be  anterior-posterior  which  causes  the 
pyelographic  shadow  to  appear  elongated  and 
extremely  narrow  and,  in  turn,  erroneously  sug- 
gests the  diagnosis  of  renal  tumor. 

Summary 

The  commoner  and  more  important  renal 
anomalies  have  been  briefly  discussed.  In  all 
cases  the  clinical  manifestations  are  predom- 
inantly those  of  complicating  infection,  hydro- 
nephrosis, stone,  tumor,  cyst,  and  so  forth,  and 
frequently  with  pronounced  gastrointestinal  dis- 
turbances. The  diagnosis  is  readily  made  by 
pyelography  in  which  bilateral  retrograde  is  pre- 
ferred to  excretory  urography.  Treatment  is 
predominantly  surgical  and  according  to  precise 
indications  as  determined  by  complete  urologic 
examination.  In  many  cases  partial  resection  of 
the  organ  will  preserve  the  undamaged  renal 
segment,  often  a matter  of  vital  import.  The 
writer  has  two  young  patients  who  are  living  only 
by  the  remaining  lower  half  of  one  kidney,  its 
upper  segment  and  the  entire  urinary  tract  on  the 
opposite  side  having  required  removal.  Only  by 
knowledge  and  application  of  the  indications  for 
urologic  examination  will  the  various  renal  anom- 
alies be  identified;  in  most  instances  surgical 
therapy,  preferably  conservative,  is  curative. 
Yet  cure  is  not  achieved  until  all  urinary  stasis 
has  been  eradicated  and  the  urine  sterilized. 
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URACHAL  cysts  are  relatively  uncommon 
lesions  met  by  the  urologists.  Because  of 
complaints,  referable  to  the  abdomen,  the  general 
surgeon  is  frequently  requested  to  see  these 
patients  first.  The  minor  bladder  symptoms  and 
the  presence  of  minimum  urinary  findings  are 
overlooked  and  often  lead  to  a mistaken  preopera- 
tive diagnosis.  While  a preoperative  diagnosis 
is  difficult,  it  can  be  made  by  a careful  history  and 
complete  physical  and  cystoscopic  examinations. 
While  this  condition  is  rare,  it  may  be  more 
prevalent  than  case  reports  would  indicate. 
We,  as  urologists,  should  be  on  the  alert  for  this 
condition  since  it  may  enable  us  to  make  a pre- 
operative diagnosis. 

Much  has  been  written  on  the  subject  of 
urachal  cysts,  and  I will  not  attempt  to  review  all 
of  the  literature  on  the  subject.  Brodie  in  1945 
presented  an  excellent  review  of  the  literature, 
and  since  that  time  only  a few  cases  have  been 
reported. 1 For  a complete  review  of  the  anatomy 
and  histology  of  the  urachus  one  should  read 
Begg’s  article  in  the  Journal  of  Anatomy  for 
January,  1930. 2 Urachal  cysts  form  in  a patent 
urachus  that  has  been  sealed  off  at  the  bladder 
and  umbilical  ends.  A urachus  may  remain 
patent  in  its  midportion  and  go  unrecognized 
throughout  life.  Even  a cyst  may  form  in  this 
patent  urachus  and  go  unrecognized  unless  the 
cyst  reaches  such  proportions  as  to  form  a mass, 
or  becomes  infected,  or  the  contents  of  the  cyst 
create  an  inflammatory  reaction  so  as  to  cause 
symptoms. 

According  to  Bauer,  these  cysts  may  contain 
urine,  a mucoid  fluid  from  the  cyst  wall,  a serous 
transudate,  pus,  blood,  cholesterin,  fat  cells, 
epithelium,  or  fibrin.3  It  can  be  readily  seen  how 
any  of  these  materials  can  create  an  inflammatory 
process  or  how  micro-organisms  can  invade  the 
contents  of  such  a cyst. 

The  symptoms  of  such  a cyst  are  pain  in  the 
lower  abdomen,  general  malaise,  gastrointestinal 
upsets,  fever,  and  frequency  of  urination. 

The  objective  findings  are  a patient  who  does 
not  appear  well  and  probably  has  complained 
and  been  undiagnosed  and  superficial  tenderness 
and  rigidity  in  the  midline  between  the  symphysis 
and  the  umbilicus.  The  urine  may  show  nothing 
or  minimum  findings  of  a trace  of  albumin  and  a 
few  red  and  white  blood  cells.  Intravenous 
pyelography  is  noncontributory  but  should  be 
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done  to  rule  out  upper  urinary  tract  disease. 
Cystoscopic  examination  with  bimanual  exami- 
nation under  anesthesia  is  most  important  and  will 
aid  in  the  diagnosis. 

The  cystoscopic  picture  is  that  of  a tumor  mass 
presenting  in  the  midline  of  the  dome  of  the 
bladder.  This  has  the  appearance  of  a circum- 
scribed area  of  markedly  edematous  bladder 
mucosa  but  could  be  mistaken  for  a sessile  malig- 
nant neoplasm.  If  an  adequate  biopsy  can  be 
obtained,  malignancy  can  probably  be  ruled  out 
inasmuch  as  the  microscopic  picture  will  demon- 
strate only  inflammatory  changes.  Bimanual 
palpation  will  demonstrate  a tumor  mass  extend- 
ing out  from  the  dome  of  the  bladder  toward  the 
umbilicus  and  just  beneath  the  ventral  abdominal 
wall. 

In  the  differential  diagnosis  one  should  consider 
cancer,  even  though  the  pathologic  report  of  the. 
biopsy  is  inflammatory.  Lesions  of  the  bowel 
are  possibilities.  A barium  enema  may  be  helpful 
in  demonstrating  diverticulitis  of  the  sigmoid 
colon.  In  inflammatory  lesions  of  the  bladder 
resulting  from  diverticulitis  of  the  colon,  the 
cystoscopic  picture  will  usually  show  the  bladder 
lesion  to  be  located  to  the  left  of  the  midline. 
Bimanual  palpation  will  likewise  indicate  the 
inflammatory  mass  to  extend  into  the  left  pelvis. 
Appendicular  lesions  on  the  other  hand  will  usu- 
ally be  to  the  right.  An  inflamed  Meckel’s 
diverticulum  should  always  be  considered.  Neo- 
plasms of  the  small  and  large  intestine  impinging 
upon  the  urinary  bladder  can  be  a possibility. 
Inflammatory  and  neoplastic  lesions  of  the  female 
genitalia  may  sometimes  present  a problem  but 
usually  can  be  ruled  out  as  they  are  not  often 
associated  with  the  midline  of  the  dome  of  the 
bladder.  When  a preoperative  diagnosis  of 
urachus  cyst  has  been  made,  a malignant  neo- 
plasm within  such  a structure  should  always  be 
considered. 

With  this  short  r6sum6  of  the  subject  of  urachal 
cysts  I wish  to  present  two  cases.  Factors  lead- 
ing to  the  diagnosis,  method  of  treatment,  and  a 
complication  in  one  case  will  be  described. 

Case  Reports 

Case  1. — H.  K.,  a twenty-eight-year-old,  white, 
American  male,  a college  student,  was  first  admitted 
to  the  Surgical  Service  of  Samaritan  Hospital  on 
December  17,  1947,  complaining  of  a low,  mid- 
abdominal pain  associated  with  some  urinary 
frequency,  nausea,  and  fever.  These  symptoms  had 
been  present  for  about  one  week  prior  to  admission 
to  the  hospitalization. 
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At  the  time  of  that  admission,  the  temperature 
was  101.4  F.,  pulse  84,  respirations  20.  The  other 
positive  physical  finding  was  tenderness  throughout 
the  lower  midportion  of  the  abdomen.  The  urine 
contained  20  white  blood  cells  per  high  power  field; 
the  white  blood  count  was  14,700,  with  80  poly- 
morphonuclears,  19  lymphocytes,  and  1 monocyte. 
The  urine  yielded  no  growth  on  culture. 

Diagnoses  of  cystitis  and  gastroenteritisweremade. 
The  patient  was  treated  with  sulfadiazine  and 
sodium  bicarbonate.  With  this  treatment  the  tem- 
perature returned  to  normal,  and  the  patient’s 
symptoms  improved.  He  was  discharged  from  the 
hospital  six  days  after  admission. 

Following  his  discharge,  the  patient  did  fairly 
well  for  a short  time.  He  then  began  again  to  note 
pain  throughout  the  lower  abdomen.  This  pain 
gradually  increased  in  severity,  and  I was  asked  to 
see  him  in  February,  1948  (two  months  later),  be- 
cause of  increasing  symptoms.  In  addition  to  the 
pain  in  the  abdomen,  he  noted  pain  in  his  penis, 
some  pain  on  urination,  some  frequency,  and  in- 
ability to  button  the  top  of  his  trousers  because  of 
the  pain  from  slightest  pressure.  He  had  noted  no 
blood  in  his  urine.  As  the  symptoms  continued, 
he  would  take  his  temperature  in  the  evening  and 
noted  that  it  ranged  between  100  and  101  F.  He 
gradually  began  to  lose  his  appetite  but  had  no 
nausea  or  vomiting.  The  bowel  habits  were 
regular,  and  there  had  been  no  noticeable  loss  of 
weight.  Two  urines  had  been  done  prior  to  hos- 
pitalization, and  both  revealed  no  findings.  Be- 
cause of  the  patient’s  increasing  symptoms,  he  was 
hospitalized  on  February  22,  1948,  for  further 
investigation. 

Past  history  revealed  that  the  patient  had  always 
enjoyed  good  health. 

Physical  examination  revealed  temperature  99  F., 
pulse  83,  respirations  20,  blood  pressure  120/80. 
The  patient  was  well  developed  and  well  nourished 
but  did  not  appear  well.  The  positive  findings  were 
limited  to  the  abdomen.  There  was  tenderness 
with  marked  muscle  spasm  in  the  lower  abdomen 
just  above  the  symphysis  pubis.  This  tenderness 
seemed  to  be  rather  superficial.  The  upper  portion 
of  the  abdomen  was  soft.  The  external  genitalia 
were  normal.  Rectal  examination  revealed  nothing 
unusual.  The  urine  contained  a trace  of  albumin; 
there  was  one  white  blood  cell  and  40  red  blood  cells 
per  high  power  field.  The  hemoglobin  was  13.5 
Gm.  or  84  per  cent  with  4,200,000  red  blood  cells, 
12,700  white  blood  cells,  color  index  1.0,  polymorpho- 
nuclears  83,  and  lymphocytes  17.  A Wassermann 
was  negative. 

A flat  plate  of  the  abdomen  revealed  no  evidence 
of  urinary  calculi.  It  did  demonstrate  a spinabifide 
of  the  first  sacral  segment. 

On  February  25,  1948,  three  days  following  admis- 
sion to  the  hospital,  a cystoscopy  was  performed. 
Visualization  of  the  urethra  revealed  nothing  un- 
usual, but  examination  of  the  bladder  revealed  a 
large,  meaty,  cauliflower-like,  sessile  tumor  in  mid- 
line on  the  dome  of  the  bladder.  This  had  all  the 
appearances  of  an  infiltrating  carcinoma.  Several 
biopsies  were  taken.  The  remainder  of  the  bladder 


and  the  ureteral  orifices  appeared  normal.  Bi- 
manual palpation  revealed  a freely  mobile  tumor 
mass  extending  out  from  the  dome  of  the  bladder 
toward  the  umbilicus,  apparently  located  just  be- 
neath the  abdominal  musculature.  The  impres- 
sions at  the  time  of  cystoscopy  were  (1)  carcinoma 
of  the  urinary  bladder  and  (2)  question  of  some 
inflammatory  lesion  in  a patent  urachus. 

An  intravenous  pyelogram  done  the  day  following 
the  cystoscopy  revealed  that  both  kidneys  func- 
tioned well  and  outlined  satisfactorily. 

The  report  on  the  biopsy  material  removed  at 
the  time  of  cystoscopy  was  acutely  and  chronically 
inflamed  portion  of  bladder  wall  showing  extensive 
infiltration  by  polymorphonuclear  leukocytes  and 
the  presence  of  moderate  amounts  of  granulation 
tissue.  There  was  no  evidence  of  neoplasm  in  the 
sections  studied. 

This  report  favored  the  second  diagnosis  made 
at  the  time  of  cystoscopy.  However,  from  the 
cystoscopic  appearance  of  the  lesion,  I wras  strongly 
in  favor  of  carcinoma  and  advised  exploration.  With 
the  finding  of  Escherichia  coli  in  the  urine,  an  at- 
tempt was  made  to  prepare  the  patient  preopera- 
tively  with  sulfadiazine.  However,  he  was  sensitive 
to  this  drug,  and  streptomycin  was  instituted. 
On  March  1,  1948,  exploration  of  the  lower  abdomen 
was  carried  out  through  a low  midline  incision. 
Immediately  beneath  the  recti  muscles  was  a large, 
hard,  irregular  tumor  mass.  This  indurated  mass 
extended  down  toward  the  bladder  and  up  toward 
the  umbilicus.  By  means  of  blunt  dissection  the 
mass  was  gradually  completely  outlined.  It  wras 
roughly  pyramidal  in  shape  with  the  base  of  the 
pyramid  directed  toward  the  urinary  bladder.  As 
the  mass  was  being  mobilized  toward  .the  umbilicus, 
the  peritoneal  cavity  was  opened.  Examination 
within  the  peritoneal  cavity  revealed  that  some 
small  bowel  and  the  cecum  were  adherent  to  the 
peritoneal  surface  of  the  mass  by  recent  fibrinous 
exudate.  This  bowel  was  readily  freed  from  the 
mass.  The  mass  was  first  released  from  the  umbili- 
cus and  gradually  isolated  from  surrounding  normal 
tissue.  It  was  necessary  to  remove  the  peritoneum 
which  was  intimately  adherent  to  the  mass.  When 
the  mass  had  been  completely  freed,  it  was  dropped 
down  toward  the  symphysis  pubis.  By  mobilizing 
the  lateral  portions  of  the  peritoneum,  it  was  possible 
to  close  the  peritoneal  cavity.  Following  the  closure 
of  this  cavity,  the  mass  was  resected  along  with  a 
portion  of  the  dome  of  the  bladder.  Approxi- 
mately 4 cm.  of  bladder  wall  were  removed  with  the 
mass.  After  the  mass  had  been  completely  re- 
moved, the  bladder  was  closed  about  a suprapubic 
drain,  and  the  peri  vesicle  tissues  wrere  drained. 
The  incision  was  closed. 

The  pathologic  report  of  this  mass  was  a well- 
encapsulated  supravesicle  extraperitoneal  abscess 
in  the  space  of  Retzius  of  undetermined  etiology, 
a chronically  inflamed  bladder  wall.  The  possi- 
bility of  persistent  infected  urachus  must  be  con- 
sidered. 

The  patient  was  treated  postoperatively  with 
streptomycin.  He  had  a slight  amount  of  abdominal 
distention  for  about  three  days.  The  temperature  | 
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never  going  much  above  100  F.  had  returned  to 
normal  by  the  fourth  postoperative  day.  His 
convalescence  was  otherwise  uneventful.  He  was 
I discharged,  voiding  normally,  on  the  fifteenth 
' postoperative  day.  He  has  continued  to  do  well 
since  his  discharge  from  the  hospital. 

Case  2. — G.  M.,  a forty-three-year-old  mechanic, 
I was  seen  on  September  24,  1948,  with  the  chief 
1 1 complaints  of  frequency  of  urination  and  pain  in 

!'  the  bladder  after  voiding. 

The  present  illness  began  two  months  previously, 
at  which  time  he  developed  a “soreness”  across 

ji  the  lower  abdomen.  He  was  treated  for  intestinal 
: grippe.  About  two  weeks  prior  to  his  first  examina- 
I tion  he  began  to  notice  severe  pains  across  the 
lower  abdomen  accompanied  by  frequency  of  urina- 

! tion  (sometimes  every  twenty  to  thirty  minutes) 
and  pain  at  the  end  of  urination.  Two  days  prior 
to  this  visit  he  had  seen  blood  in  his  urine.  His 
1 appetite  had  been  poor  recently,  and  there  had  been 
1 some  nausea.  His  bowels  had  been  regular. 

Past  history  revealed  that  twenty  years  previ- 
ously he  had  some  glands  removed  from  the  right 
{side  of  the  neck,  followed  by  deep  x-ray  therapy, 
| at  the  Memorial  Hospital  in  New  York  City. 
(Further  investigation  of  this  history  revealed  that 
> he  had  been  treated  for  Hodgkins  disease.  Seven 
(years  previously  an  appendectomy  had  been  per- 
I formed.  Two  years  before,  he  had  been  in  the 
hospital  for  a right  epididymitis  which  subsided 
with  penicillin  therapy. 

The  physical  examination  revealed  a well- 
> developed  and  well-nourished  man  who  did  not  look 
| well.  The  temperature,  pulse,  and  respirations 
were  normal,  and  the  blood  pressure  was  180/120. 

! There  was  no  evidence  of  cervical  adenopathy.  The 
j heart  and  lungs  were  within  normal  limits,  but  there 
1 1 was  slight  abdominal  distention.  Some  tender- 
*1  ness  was  noted  over  the  left  costovertebral  angle, 
i The  patient  exhibited  superficial  tenderness  over 
I the  midline  between  the  symphysis  and  umbilicus 
• 1 where  muscle  spasm  was  noted.  There  was  atrophy 
of  the  left  testicle.  Rectal  examination  revealed 
! nothing  unusual.  The  prostate  gland  was  not  en- 
| larged.  A catheter  could  be  passed  easily  after 
: voiding,  and  no  residual  urine  was  obtained.  The 
urine  contained  a trace  of  albumin  and  a few  scat- 
* tered  pus  cells.  He  was  admitted  to  the  Leonard 
Hospital  for  further  study. 

The  hemoglobin  was  100  per  cent  with  5,000,000 
red  blood  cells.  There  were  9,200  white  blood  cells 
f with  66  polymorphonuclears  and  34  lymphocytes. 
The  blood  Wassermann  was  negative.  The  non- 
protein nitrogen  was  29  mg.  per  cent. 

A cystoscopy  was  performed  under  spinal  anes- 
! thesia  on  September  27,  1948.  The  urethra  and 
! prostate  gland  were  considered  to  be  within  normal 
' i limits.  The  ureteral  orifices  were  normal.  The 
| bladder  mucosa  was  clear  except  on  the  dome  in  the 
midline.  Here  was  an  irregular  circumscribed  area 
■ about  3.0  cm.  in  diameter  which  had  the  appearance 

I of  edematous  mucosa.  Several  biopsies  of  this 
were  taken.  Number  5 catheters  were  passed  to 
both  renal  pelves  easily.  The  urines  obtained  were 
clear.  Intravenous  indigo-carmine  appeared  on 


both  sides  in  three  minutes  in  good  concentration. 
Retrograde  pyeloureterograms  were  normal.  Urines 
from  the  bladder  and  both  kidneys  yielded  no 
growth  on  culture. 

While  the  patient  was  under  anesthesia,  bimanual 
examination  revealed  a firm,  freely  mobile  mass  in 
the  midline.  This  seemed  to  be  located  near  the 
ventral  abdominal  wall  in  the  region  of  the  dome  of 
the  bladder. 

The  pathologic  report  of  the  biopsies  was  bladder 
tissues  showing  papillary  formations  and  marked 
lymphocytic  infiltration,  probably  papilloma,  no 
evidence  of  malignancy. 

A barium  enema  demonstrated  no  organic  defect. 
An  x-ray  of  the  chest  was  negative. 

While  awaiting  the  report  from  the  pathologist, 
the  patient  was  discharged  from  the  hospital  and 
readmitted  three  weeks  later.  The  physical  ex- 
amination was  essentially  the  same  as  at  the  previous 
examination.  It  was  my  impression  that  I was 
dealing  with  another  cyst  of  the  urachus.  He  was 
prepared  for  surgery  with  penicillin  and  strepto- 
mycin. 

On  October  25,  1948,  the  prevesicle  space  was 
exposed  under  spinal  anesthesia  through  a midline 
incision.  Beneath  the  recti  muscles,  a freely  mov- 
able firm  mass  extending  down  toward  the  bladder 
and  upward  toward  the  umbilicus  was  readily  out- 
lined and  mobilized  on  either  side.  The  peritoneal 
cavity  was  opened  and  explored;  nothing  of  note 
was  found  except  a portion  of  small  intestine  at- 
tached to  the  peritoneum  which  was  intimately 
adherent  to  the  extraperitoneal  tumor  mass.  In 
freeing  this  portion  of  small  bowel  from  the  mass  a 
small  opening  was  made  in  it.  This  opening  was 
immediately  recognized  and  sutured.  The  tumor 
mass  along  with  the  adherent  peritoneum  was  fur- 
ther mobilized  down  to  its  attachment  to  the 
bladder.  The  peritoneum  was  closed.  The  tumor 
was  then  removed  by  excising  a wide  segment  of 
the  dome  of  the  bladder.  The  bladder  was  closed 
about  a suprapubic  tube,  and  the  perivesicle  tissues 
were  drained. 

When  the  tumor  mass  was  incised,  the  central 
portion  was  found  to  be  the  site  of  an  abscess  cavity 
filled  with  thick,  yellow,  foul-smelling  pus.  A 
culture  of  this  yielded  no  growth.  The  pathologic 
report  was  abscess  of  perivesicle  tissues  surrounded 
by  chronically  inflamed  tissue  in  which  there  is 
granulation  tissue  and  foreign  body  giant  cells. 

The  patient’s  immediate  postoperative  course  was 
uneventful.  The  highest  temperature  of  101  F.  on 
the  first  day  returned  to  normal  by  the  third  post- 
operative day.  He  received  antibiotics  postopera- 
tively.  On  the  seventh  postoperative  day  intes- 
tinal drainage  was  noted  coming  from  the  incision 
about  the  cystostomy  tube.  The  urinary  drainage 
from  the  cystostomy  tube  remained  clear.  On 
the  twenty-seventh  postoperative  day  the  supra- 
pubic tube  was  removed  and  an  indwelling  Foley  bag 
urethral  catheter  inserted.  During  this  time  the 
suprapubic  tube  was  irrigated  with  Suby’s  solution. 
The  bladder  healed  promptly,  and  the  catheter 
was  removed  three  days  later.  There  was  never  any 
evidence  of  contamination  of  the  bladder  with  in- 
testinal contents.  Following  the  removal  of  the 
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catheter  the  patient  voided  frequently  for  about 
forty-eight  hours  and  then  normally.  He  continued 
to  have  small  amounts  of  intestinal  drainage  from 
the  incision.  He  was  discharged  from  the  hospital 
on  the  thirty-third  hospital  day  with  a draining 
intestinal  fistula.  The  patient  has  been  followed 
for  nineteen  months  since  operation.  Within  the 
month  following  his  discharge  from  the  hospital 
his  urine  was  normal,  and  he  was  voiding  with  com- 
fort. He  continued  to  have  small  amounts  of 
intestinal  drainage  intermittently  from  the  incision 
for  almost  seventeen  months  after  the  operation. 

Comment 

The  treatment  of  these  infected  urachal  cysts 
has  been  somewhat  controversial.  Some  advise 
complete  excision,  while  others  have  described 
cures  by  simple  incision  and  drainage.  There 
is  a possibility  that  both  of  the  cases  presented 
might  have  been  cured  by  simple  incision  and 
drainage.  In  the  second  case  presented  it  prob- 
ably would  have  been  more  advisable  to  do  the 
latter  with  the  complication  encountered.  To- 
day, with  the  drugs  we  have  available,  it  seems 
that  complete  excision  of  these  cysts  is  possible 
without  endangering  the  patient’s  life.  I do  not 
believe  that  anyone  who  encounters  such  a mass 
can  tell  whether  or  not  they  are  dealing  with  an 
inflammatory  mass  or  a neoplasm.  It  would 
seem,  therefore,  that,  whenever  possible,  com- 
plete excision  of  such  a mass  should  be  executed. 

Summary 

1.  A short  r6sum6  of  the  subject  of  urachal 
cysts  has  been  reviewed. 

2.  Two  cases  of  infected  urachal  cysts  with  the 
factors  leading  to  the  diagnosis,  method  of  treat- 
ment, and  a postoperative  complication  in  one 
have  been  presented. 
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Discussion 

G.  A.  Humphreys,  M.  D.,  New  York  City. — We 
are  indebted  to  Dr.  Engster  for  having  given  us 
this  timely  reminder  lest  we  forget  the  possibility 
of  a urachal  cyst  whenever  we  examine  a patient 
with  the  symptoms  he  has  described.  It  is  remark- 
able that  we  do  not  have  more  trouble  with  this 
embryonal  remnant  than  we  actually  encounter. 

If  one  suspects  the  possibility  of  a urachal  cyst  as 
the  cause  of  pain  and  debilitation  of  the  patient, 
an  adequate  work-up  can  readily  be  done  to  prove 
or  disprove  its  existence.  However,  I am  sure  that 
we  frequently  consider  the  urinary  tract  normal 
because  of  intravenous  pyelograms  and  negative 
urine  and  attribute  the  complaints  to  the  gastro-  ] 
intestinal  tract. 

We  would  all  benefit  by  following  Dr.  Engster’s 
outline  of  study  upon  patients  suspected  of  having 
urachal  cysts.  I agree  with  him  that  total  excision 
of  these  infected  cysts  is  the  procedure  of  election. 
Our  experience  with  these  cysts  at  the  New  York 
Hospital  on  the  Cornell  Urological  Service  has  been 
similar  to  Dr.  Engster’s  experience  with  these  two 
cases.  We  have  had  but  four  cases  so  diagnosed 
and  treated  during  the  past  eighteen  years.  In 
these  cases,  removal  of  the  cysts  cured  the  patients. 

One  must  always  remember  the  possibility  of  a 
tumor  originating  in  the  urachus.  We  have  had  but 
one  such  case  in  our  service.  In  other  cases  the 
urachus  was  considered  the  primary  site  of  tumor 
at  time  of  operation  but  was  never  histologically 
proved  to  be  such.  In  this  one  case  the  patient 
came  in  complaining  of  a lower  abdominal  mass 
with  loss  of  weight.  At  operation  a large  fungating 
tumor  was  encountered  which  extended  from  below 
the  umbilicus  in  a pyramidal  manner  over  the  blad- 
der. This  mass  was  removed  with  the  bladder. 
However,  the  patient  died  before  leaving  the  hos- 
pital. 


NEOMYCIN  EFFECTIVE  IN  TREATING  BLOOD,  URINARY  INFECTIONS 


Said  to  be  highly  effective  in  destroying  a variety 
of  disease  organisms,  neomycin  has  proved  beneficial 
in  many  cases  of  blood  and  urinary  tract  infections 
where  other  antibiotics  in  current  use  have  failed. 
Drs.  Garfield  G.  Duncan,  John  R.  Wolgamot,  and 
Barkley  Beidleman,  and  Carl  F.  Clancy,  Ph.D., 
make  public  their  findings  in  the  January  13  issue  of 
the  Journal  of  the  American  Medical  Association. 

Ten  patients  suffering  with  bacterial  infections  of 
the  blood  or  urinary  organs  were  treated  with  the 
drug.  Preliminary  laboratory  tests  showed  that  the 
disease  organisms  were  not  affected  by  other  meth- 
ods of  treatment,  including  antibiotics  such  as 
penicillin,  streptomycin,  aureomycin,  and  chlor- 


amphenicol, but  were  sensitive  to,  or  affected  by. 
neomycin.  It  is  significant  that  in  no  case  in  which 
the  disease  bacteria  were  eliminated  did  they  return 
after  treatment  was  stopped. 

Reports  of  toxic  effects  were  confined  to  one  pa- 
tient, and  it  was  necessary  to  discontinue  treatment 
She  complained  of  hearing  difficulties,  and  the 
doctors  found  her  kidney  function  was  impaired 
Her  hearing  improved  on  cessation  of  treatment 
however,  the  kidney  ailment  persisted.  Researcl 
work  at  the  hospital  laboratory  already  has  beei 
successful  in  isolating  62  organisms  of  wide  variet) 
which  are  sensitive  to  neomycin  but  resistant,  o 
only  slightly  sensitive  to  other  antibiotics. 


CONSERVATIVE  SURGERY  OF  HYDRONEPHROSIS 


Vincent  J.  O’Conor,  M.D.,  Chicago,  Illinois 

( From  the  Department  of  Urology,  Wesley  Memorial  Hospital  and  Northwestern  University  Medical  School ) 


THIS  report  is  primarily  concerned  with  the 
recording  of  personal  experience,  during  the 
• years  1920  through  1948,  in  the  application  of 
j “conservative”  surgery  for  hydronephrosis  due  to 
••  obstruction  at  the  uretero pelvic  junction.  These 
procedures  had  as  their  objective  the  restoration 
j or  improvement  of  urinary  outflow  from  the  renal 
: pelvis  so  that  kidney  function  might  be  main- 
- tained  or  improved.  No  cases  of  hydronephrosis 
1 apparently  due  to  obstruction  from  stone,  in- 
trinsic tumor,  or  extraurinary  neoplasm  are  con- 
{ sidered  in  this  study. 

During  this  period  of  time  we  have  treated  a 
| number  of  patients  by  progressive  dilatation  of 
the  upper  ureter  through  cystoscopic  means. 

1 These  patients,  except  where  they  ultimately 
I came  to  surgery,  are  not  considered. 

We  have  operated  upon  a number  of  patients 
I where  nephrolysis,  pelviolysis,  and  ureterolysis, 
together  with  nephropexy,  restored  normal  drain- 
| age  and,  therefore,  satisfied  the  criterion  of  suc- 
[ cessful  conservative  surgery.  This  report,  how- 
| ever,  does  not  include  this  group  of  patients. 
There  were  98  plastic  procedures  performed 
upon  88  patients  during  the  period  September, 
>j  1920,  to  January,  1949.  The  object  of  the  opera- 

||  tion  in  each  instance  was  the  permanent  improve- 
I ment  of  renal  pelvis  drainage  which  had  pre- 
I viously  been  impaired  by  some  sort  of  obstructive 

(process  other  than  stone  or  tumor.  Ten  patients 
in  this  group  had  a bilateral  condition  necessitat- 
i ing  conservation  of  both  kidneys.  In  four  pa- 
tients pyeloplasty  was  successfully  performed 
upon  a congenital  solitary  hydronephrotic  kidney. 
In  16  of  the  88  patients,  the  opposite  kidney  was 
a relatively  functionless  hydronephrosis  and  was 
l1  removed  after  a successful  pyeloplasty  had  been 
demonstrated  on  the  well-functioning  kidney. 

| In  only  nine  of  the  kidneys  conserved  were  one  or 
| more  stones  removed  from  the  hydronephrotic 
I pelvis,  and  these  were  apparently  secondary  to 
the  urostasis  and  did  not  constitute  a pr unary 
• obstructive  factor. 

Various  Pyeloplastic  Technics 

End-to-side  Anastomosis  of  Ureter  to  Renal 
| Pelvis. — In  this  procedure  the  ureter  is  divided 
and  reimplanted  in  the  wall  of  the  renal  pelvis 
| in  a position  away  from  any  previously  obstruct- 
| iug  blood  vessels  or  constricting  bands.  The 
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method  originally  described  by  Kiister  provided 
for  reanastomosis  of  the  cuff  of  ureter  but  has 
recently  been  improved  by  “spatulating”  the 
upper  end  of  the  ureter  as  suggested  by  Nesbit. 

Principle  of  Transverse  Suture  of  a Longitudinal 
Incision  in  the  Simple  Manner  ( Fenger’s  Use  of  the 
Heineke-Mikulicz  Principle ). — Despite  the  fact 
that  this  technic  has  been  discarded  as  unsatis- 
factory by  most  American  surgeons,  some  of  our 
early  cases  were  entirely  relieved  by  this  pro- 
cedure. Experimental  work  in  animals,  not 
entirely  a comparative  study,  shows  that  a flap  of 
pelvic  mucosa  on  the  posterior  aspect  of  the 
ureteropelvic  junction  frequently  acts  as  a new 
obstructing  factor  after  this  operative  procedure. 

Application  of  the  Pyloroplastic  Technic  of 
Finney  as  a Pelvioureteroplasty. — Variations  of 
this  technic  have  been  proposed  by  Young  and 
others.  This  technic  is  actually  an  incomplete 
procedure  in  most  instances,  and  the  more  recent 
technics  have  enlarged  upon  the  original  idea. 

Application  of  the  Ramstedt  Pyloric  Operation  to 
the  Constricted  Area  at  the  Ureteropelvic  Junction. 
— Longitudinal  incision,  single  or  multiple,  of 
part  or  all  of  the  ureteral  wall,  with  subsequent 
splinting  during  the  healing  process,  is  involved  in 
this  technic.  An  elaboration  of  this  principle  is 
the  intubated  ureterotomy  for  extensive  ureteral 
narrowing  as  described  by  Davis. 

The  Principle  of  the  Y plasty.—' This  was  orig- 
inally described  by  Durante  for  relief  of  pyloric 
stenosis  and  applied  to  pelvioureteroplasty  first 
by  Schwyzer  and  later  improved  and  popularized 
by  Foley.  Foley  deserves  great  credit  for  his 
ingenious  modification  of  older  technics,  and  his 
work  has  been  a great  stimulus  to  me,  as  I am 
sure  it  has  to  all  who  have  been  called  upon  to 
do  this  type  of  surgery. 

There  are  several  points  of  technic  upon  which 
various  surgeons  differ,  both  in  written  and  spoken 
discussions  on  this  subject.  The  most  important 
of  these  might  be  summarized  as  follows : 

1.  The  advisability  of  plication  in  large  ex- 
trarenal  pelves. 

2.  The  value  of  excising  large  areas  of  redun- 
dant pelves  in  extrarenal  hydronephroses. 

3.  Disagreement  on  the  advisability  of  splint- 
ing the  area  of  repair  during  the  healing  period. 

4.  Whether  postoperative  renal  drainage 
should  be  by  pyelostomy  or  nephrostomy  or  by 
both  routes. 

5.  The  freedom  with  which  adjacent  aberrant 
arteries  or  veins  may  be  safely  divided  and  ligated. 
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6.  The  advantages  in  many  instances  of  sus- 
pending and  fixing  the  kidney  after  the  pyelo- 
plasty  has  been  completed. 

The  follow-up  study  for  our  report  entailed  a 
prolonged  and  difficult  task  and  embraced  a 
period  of  twenty-nine  years.  All  patients  were 
accounted  for  on  a symptom  basis  for  one  year  or 
more ; many  have  been  followed  ever  since  opera- 
tion. Since  practically  all  of  these  patients  are 
in  adolescent  or,  at  most,  early  middle  life  when 
operated  upon  they  constitute,  as  a group,  an 
easier  follow-up  problem  than  most  postopera- 
tives. Of  the  88  patients  studied,  62  have  had 
single  or  repeated  urographic  postoperative 
studies. 

TABLE  I. — Summary  of  Cases 


Number  of 

Procedure  Employed  Operations 


Division  of  ureter  with  reimplantation  in  pelvis  14 

Transverse  suture  of  longitudinal  incision  3 

Finney  type  of  pelvioplasty  2 

Anterior  Y plasty  30 

Posterior  Y plasty  48 

Intubated  ureterostomy  1 

Some  sort  of  nephropexy  or  fixation  of  kidney  62 


Postoperative  Complications 

Mortality—  Two  patients  died  following  plastic 
procedures.  Both  had  infected  hydronephroses 
and  were  operated  upon  in  1926  and  in  1929  before 
the  advent  of  our  modern  antibiotics.  Never- 
theless, both  of  these  deaths  seem  inexcusable  in 
the  light  of  added  experience.  One  boy  of 
nineteen  years,  in  otherwise  perfect  health,  died 
from  pneumonia  and  septicemia  on  the  seventh 
postoperative  day  after  an  operation  of  the  Finney 
type.  In  my  opinion,  this  tragic  result  was  due 
to  inadequate  handling  of  the  renal  infection  by 
pyelostomy  drainage. 

The  second  patient  died  of  pulmonary  em- 
bolism on  the  sixteenth  postoperative  day  and 
autopsy  revealed  an  embolus  occupying  the 
inferior  vena  cava  throughout  its  entire  length. 
This  patient  had  undergone  considerable  manip- 
ulative ureteral  treatment  before  seeing  us,  and 
I am  convinced  that  I should  have  recognized 
the  fact  that  nephrectomy  and  not  pyeloplasty 
was  indicated  at  the  time  of  operation. 

Secondary  Nephrectomy. — There  were  five  pa- 
tients in  this  group  who  required  secondary 
nephrectomy.  One  developed  renal  infarction 
and  cortical  infection  forty-eight  hours  after 
division  of  the  lower  polar  vessels  and  posterior 
Y plasty.  There  were  three  patients  who  had 
continued  lumbar  pain,  recurrent  pyelonephritis, 
and  pyelographic  evidence  of  failing  renal 
function:  The  first  had  an  anterior  Y plasty  two 
years  postoperatively,  the  second  a Finney  tech- 
nic thirty-four  months  postpyeloplasty,  and  the 
third  a Kiister  technic  nine  years  postoperatively. 


One  patient  had  continued  infection  with  multiple 
stone  formation  which  required  nephrectomy 
eight  years  after  posterior  Y plasty. 

Stone  Formation  after  Pyeloplasty. — In  addition 
to  the  patient  above  mentioned,  where  nephrec- 
tomy was  performed  eight  years  after  plastic 
operation  because  of  multiple  stones  and  infection, 
there  wTere  four  instances  of  single  stone  formation 
postoperatively:  one  removed  surgically  two  I 

years  postpyeloplasty;  one  removed  surgically 
three  years  and  eight  months  postpyeloplasty; 
and  two  passed  spontaneously,  one  eighteen 
months  postpyeloplasty  and  one  four  years  post- 
pyeloplasty. 

All  of  these  kidneys  continued  to  function  satis- 
factorily after  removal  of  the  stones,  and  no  recur- 
rence has  been  noted. 

There  are  two  instances  of  multiple  stone  forma- 
tion in  one  kidney  where  bilateral  pyeloplasty  was 
performed.  One  of  these  patients  who  had  an 
excellent  result  on  the  left  kidney  has  worn  a 
nephrostomy  tube  in  the  right  kidney  since  1938. 
Attempts  to  remove  this  kidney  were  unsuccess- 
ful. 

Periodic  Ureteral  Dilatation. — This  was  neces- 
sary to  relieve  recurrent  lumbar  pain  in  three  pa- 
tients. In  each  instance  the  kidney  function  has 
been  well  maintained. 

Comment 

In  reviewing  the  over-all  follow-up  of  these  88 
patients,  it  would  seem  fair  to  conclude  that  com- 
plications resulted  in  16  patients,  and  in  seven 
of  these  the  original  operation  could  be  classified 
as  a complete  failure.  Naturally,  one  develops 
definite  personal  opinions  from  such  an  experience. 
These  may  be  at  variance  with  others  who  have 
had  an  equal  experience  with  equally  satisfactory 
results. 

The  Y plasty,  either  anterior  or  posterior,  has 
proved  to  be  the  operation  of  choice  except  in 
those  patients  where  the  presence  of  anomalous 
or  aberrant  vessels  or  a too  narrow  ureteral  lumen 
at  the  outlet  made  these  procedures  obviously 
impossible.  In  this  group,  division  of  the  ureter 
with  reimplantation  in  the  pelvis,  either  by  cuff 
anastomosis  or  with  spatulation  of  the  upper  end 
of  the  ureter,  is  the  most  satisfactory  procedure. 
In  some  cases  rotation  and  fixation  of  the  kidney 
in  such  a position  as  to  prevent  a subsequent 
obstruction  after  pyeloplasty  are  a most  impor- 
tant part  of  the  corrective  surgery.  In  our  hands, 
splinting  of  the  ureter  and  nephrostomy  drainage 
are  the  technical  procedures  of  choice.  There  are 
occasional  instances  where  it  may  be  wise  to  omit 
the  splint. 

Conclusions 

From  this  study  we  believe  it  is  apparent  that  i 
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plastic  operations  on  the  renal  pelvis  may  be 
expected  to  relieve  the  obstruction  causing  hy- 
dronephrosis in  approximately  90  per  cent  of 
properly  selected  cases.  Persistent  infection  and 
stone  formation  are  the  most  troublesome 
sequelae.  Modern  antibiotics  should  continue  to 
lessen  these  complications.  The  surgeon  who  is 
to  remove  these  obstructions  at  the  ureteropelvic 
junction  should  apply  the  operative  procedure 
which  will  best  fit  the  individual  problem.  Un- 
fortunately, even  those  who  have  contributed 
most  to  our  knowledge  of  this  subject  have  more 
often  emphasized  adherence  to  a particular 
technic  rather  than  the  measured  choice  of  the 
various  methods.  In  our  series  there  was  a 
“tendency”  to  bilateral  pelvic  dilatation  in 
almost  50  per  cent  of  the  patients.  Ten  were 
massively  bilateral,  and  in  16  the  useless  kidney 
was  removed  after  satisfactory  corrective  surgery 
had  been  demonstrated  on  the  functioning  kidney. 
Four  patients  with  marked  hydronephrosis  in  a 
congenital  solitary  kidney  were  successfully 
relieved. 

A study  of  the  pre-  and  postoperative  pyelo- 
grams  demonstrates  that  shrinkage  of  the  large 
pelvis  occurs  in  most  instances  if  satisfactory 
drainage  is  established.  All  of  these  observations 
emphasize  the  importance  of  adopting  conserva- 
tive surgery  whenever  possible. 

720  North  Michigan  Avenue 

Discussion 

Albert  M.  Crance,  M.D.,  Geneva. — Dr.  O’Conor 
has  been  most  frank  in  his  description  of  the  various 
technics  employed  in  this  type  of  surgery  and 
his  manner  of  choosing  which  type  is  best  adaptable, 
as  well  as  in  his  honest  admission  of  the  results 
attained  in  a series  of  88  patients.  We  are  not  so 
apt  to  enjoy  speakers  who  stand  up  and  show  post- 
operative pyelograms  that  look  no  better  than  the 
originals,  yet  declare  their  results  were  perfectly 
remarkable.  That  sort  of  thing  reminds  us  of  the 


earlier  days  in  urology  when  certain  enthusiasts 
used  to  love  to  show  urograms  of  ureteral  strictures, 
when  most  of  us  sat  and  wondered  wherein,  in  many 
of  them,  they  differed  from  the  normal. 

I cite  this  merely  to  illustrate  the  contrast.  Dr. 
O’Conor  has  gone  at  this  subject  seriously,  and  his 
results  show  it.  Ninety  per  cent  is  a high  incidence 
of  recovery.  It  is  better  than  most  of  us  can  offer. 
His  choice  of  operation  in  each  individual  case  is 
one  of  the  high  lights  we  should  take  home  with  us. 
We  cannot  with  any  degree  of  accuracy  merely  be 
contented  with  doing  one  type  of  plastic  surgery  on 
the  upper  ureter  and  renal  pelvis,  but  rather  we  must 
familiarize  ourselves  thoroughly  with  the  operation 
of  choice  in  each  particular  case.  It  is  more  than 
likely  that  everyone  will  agree  that  the  Foley  Y 
plasty  is,  in  most  instances,  the  most  suitable,  plus, 
I believe,  a good  nephropexy,  whether  there  is 
preoperative  ptosis  or  not.  A nephropexy  certainly 
assures  better  drainage  than  otherwise. 

I am  especially  interested  in  Dr.  O’Conor’s 
figures  regarding  nephropexy  having  been  done  62 
times  in  the  88  patients.  I wonder  whether  this 
procedure  was  done  in  the  10  per  cent  of  failures, 
merely  because  I have  seen  some  excellent  results 
from  nephropexy  alone  (after  the  method  of  Lows- 
ley)  when  the  operation  started  out  with  the  .idea  of 
doing  a plastic  operation  of  some  sort.  If  the  cause 
of  the  dilated  pelvis  can  be  corrected  by  severing 
vessels  and  other  bands  and  if  one  sees  the  pelvis 
empty  readily  when  the  kidney  is  pulled  upward, 
as  far  as  I am  concerned,  I would  much  prefer  not 
doing  any  plastic  operation,  except  the  nephropexy, 
when  this  definitely  seems  to  correct  the  pathology 
present. 

Another  important  point  to  ask  ourselves  is 
whether  or  not  it  is  best  to  nephrectomize  these 
individuals  or  to  do  a plastic  operation  which  in 
that  particular  patient  would  seem  very  doubtful 
as  to  its  outcome.  This  is  a very  difficult  decision 
to  make,  and  how  often  it  happens  that  we  are  called 
upon  to  make  it.  There  are  many  factors  always 
to  consider — not  only  the  prognosis  on  that  side, 
but  the  other  kidney  as  well.  As  Dr.  O’Conor  has 
pointed  out,  this  is  frequently  a bilateral  problem. 


HEALTH  MINISTER  BEVAN  IS  HAVING  TROUBLE 


Health  Minister  Aneurin  Bevan  is  having  more 
and  more  trouble  in  administering  Britain’s  na- 
tional health  scheme.  Socialists  in  the  crowded 
southeast  London  area  warned  Bevan  recently  that 
the  health  service  is  threatened  with  collapse.  A 
committee,  including  doctors,  said  in  a report  that 
the  increase  in  patients  and  the  lack  of  doctors  mean 
overworked  doctors,  dissatisfied  patients,  and  the 
end  of  personal  relations  with  them. 

The  report  said  a total  of  17,545  doctors  received 
$106,398,493,  which  gave  them  individually  less 
than  half  the  income  earned  by  dentists.  About 
13,400  pharmacists  and  suppliers  of  surgical  ap- 
pliances shared  $81,763,380.  Payments  for  ophthal- 
mic services  totaled  $57,596,980. 


Meanwhile,  physicians  in  Britain  are  being  urged 
by  their  guild  to  resign  if  their  pay  claims  are  not 
met  by  the  end  of  the  year.  Resignation  forms  are 
going  out  to  all  general  practitioners  from  the 
British  medical  guild.  The  British  Medical  Associa- 
tion has  been  negotiating  since  January,  1948,  for 
a revision  in  the  pay  system. 

A recent  issue  of  the  weekly  journal  Medical  Press 
said  that  doctors  in  England  and  Wales  prescribed 
enough  medicine  under  the  national  health  scheme 
in  1949  to  provide  each  member  of  the  population 
with  half  a pint  of  mixture.  Official  statistics 
showed  that  the  “enormous  total”  of  201,000,000 
prescriptions  had  been  dispensed  for  national  health 
service  patients  in  England  and  Wales  last  year. 


MODERN  CONCEPTS  OF  DIATHERMY 


Jerome  Weiss,  M.D.,  Brooklyn,  N.  Y. 

( From  the  Department  of  Physical  Medicine,  Hospital  for  Joint  Diseases) 


UNTIL  very  recently  diathermy  has  been  con- 
sidered to  be  limited  to  the  application  of 
high  frequency  currents  to  the  body  to  produce 
heat  in  the  tissues.  This  afforded  a method  of 
conversive  heating  of  an  area  by  the  change  in  the 
tissues  of  electrical  energy  to  heat.  The  applica- 
tion of  diathermy  has  now  been  broadened  by  the 
introduction  of  microwave  diathermy,  which 
utilizes  a light  wave,  and  the  ultrasonic  generator, 
which  employs  a sound  wave,  to  produce  similar 
conversive  heating  of  the  tissues. 

It  is  not  within  the  scope  of  this  paper  to  present 
technic  or  complete  aspects  of  the  application  of 
diathermy.  It  will  be  limited  to  a review  of  what 
has  been  learned  in  a half  century  of  the  applica- 
tion of  the  older  forms  of  diathermy,  the  prospects 
for  the  use  of  the  newer  forms,  and  the  problems 
imposed  by  legal  restriction  of  the  frequencies 
employed. 

The ’earliest  generators  of  high  frequency  cur- 
rents contained  an  oscillating  or  tank  circuit 
which  provided  an  oscillating  current  output  of 
from  one  million  to  four  million  cycles  per  second. 
This  current  was  suited  for  application  to  the  body 
by  conduction  and  was  so  applied  with  the  excep- 
tion of  the  little  used  autoinduction  method. 
With  the  later  advent  of  generators  of  much 
higher  frequencies,  the  use  of  the  older  and  com- 
paratively lower  frequencies  became  known  as 
“long  wave”  or  “conventional”  diathermy,  and 
use  of  the  newer,  higher  frequencies  became  known 
as  “short  wave”  diathermy. 

The  technic  of  medical  diathermy  using  the 
lower  frequencies  (long  wave)  involves  the  appli- 
cation of  contact  electrodes,  external,  internal, 
or  both.  These  electrodes  provide  a closed  elec- 
trical circuit,  placing  dependence  largely  upon 
conduction  and  not  on  electrostatic  or  electro- 
magnetic induction,  to  convey  the  electrical 
energy  to  the  tissues.  A suitable  radiofrequency 
ammeter  in  this  circuit  affords  at  all  times  an 
accurate  guide  to  the  amount  of  high  frequency 
current  which  the  patient  is  receiving. 

As  predicted  much  earlier  by  D’Arsonval,  the 
introduction  of  generators  of  higher  frequencies, 
from  twenty  million  to  fifty  million  cycles  per 
second,  permitted  the  much  easier  application  of 
diathermy  by  induction,  using  no  contact  elec- 
trodes. Two  methods  became  popular,  electro- 
static induction  by  means  of  insulated  condenser 
electrodes  and  electromagnetic  induction  using  a 
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looped  or  otherwise  coupled  cable  through  which 
the  oscillating  current  flowed. 

There  appeared  to  be  little  question  that  the 
new  short  wave  technic  was  easier  and  simpler  in 
application  than  the  long  wave  diathermy.  It 
was  also  assumed  that  short  wave  diathermy 
would  be  safer  to  use  because  of  the  absence  of 
contact  electrodes.  But  experience  quickly 
showed  some  definite  shortcomings  in  the  newer 
technic.  Lack  of  a meter  in  the  patient’s  circuit 
made  it  impossible  to  know  how  much  current  he 
was  receiving.  All  attempts  to  measure  the 
current  in  the  patient’s  circuit  failed  because  it 
was  an  induced  current,  with  no  possibility  of 
placing  an  ammeter  in  series  with  it.  Employ- 
ment of  phantom  circuits  and  loads  helped  to  a 
limited  extent,  but  too  many  variable  factors  were 
encountered.  In  addition,  diathermy  burns  were 
not  eliminated,  as  had  been  hoped  for  and  ex- 
pected. 

Applications  without  index  of  exact  dosage 
must  be  considered  as  forms  of  uncontrolled 
diathermy.  Diathermy  applied  by  induction 
must  be  so  classified . This  is  not  strictly  a matter 
of  frequency,  as  any  short  wave  generator  can 
easily  be  fitted  for  the  use  of  contact  electrodes 
and  series  ammeter,  if  not  already  so  equipped  by 
the  manufacturer.  With  a short  wave  generator 
so  modified,  all  the  technics  of  valuable  minimal 
diathermy  can  be  followed. 

In  view  of  the  above  considerations  it  would 
seem  correct  to  speak  not  of  long  wave  or  short 
wave  diathermy,  but  rather  of  diathermy  by  con- 
duction or  by  induction.  There  are  certain 
conditions  in  which  diathermy  treatment  by 
conduction  is  to  be  preferred.  In  the  treatment 
of  bursitis  of  the  shoulder,  exact  placing  of  the 
electrodes  and  exact  minimal  dosage  carry  the 
secret  of  successful  use  of  diathermy.  Neither  of 
these  requirements  is  possible  by  induction 
methods,  so  that  any  outstanding  benefits 
derived  from  induction  treatment  must  be  as- 
cribed to  chance  rather  than  to  good  technic. 

In  the  treatment  of  infections  such  as  a furuncle 
or  a cellulitis,  conductive  diathermy  is  usually 
impossible  of  application  for  strictly’"  ph}’sical 
reasons.  In  these  cases  exactness  of  dosage  is  not 
nearly  so  important,  and  correct  placing  of  spaced 
electrodes  or  induction  cable  presents  no  problem. 
Here  diathermy  by  induction  is  .obviously  the 
method  of  choice. 

It  is  now  apparent  that  there  is  no  logical 
answer  to  the  old  question  still  so  frequently 
asked,  “Which  is  better,  long  wave  or  short  i 
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wave  diathermy?”  Each  type  has  its  particular 
value.  Each  is  a supplement  to  and  neither  a 
; substitute  for  the  other.  If  we  modernize  the 
question  to  read,  “Which  is  better,  conductive 
or  inductive  diathermy?,”  we  are  no  nearer  the 
goal  of  a logical  answer.  Both  methods  have 
distinct  indications,  and  their  greatest  value  is 
achieved  when  these  indications  are  understood 
and  observed. 

It  has  become  evident  that  in  the  hands  of 
many  practitioners  diathermy  is  more  effective 
than  it  is  when  administered  by  others.  This 
j difference  may  be  actually  demonstrated  and  is 
| not  merely  a matter  of  conflicting  claims.  Care- 
! ful  study  of  methods  employed  reveals  certain 
1 outstanding  differences  in  diathermy  technic. 

The  most  common  fault  in  technic  is  overdos- 
age. Too  heavy  a current  applied  for  too  long  a 
I time  will  defeat  the  primary  purpose  of  the  dia- 
thermy  treatment,  namely,  active  hyperemia. 

- Attempts  to  produce  maximum  heat  deep  in  the 
! tissues  will,  if  successful,  cause  failure  of  proper 
j temperature  elevation  in  the  deeper  layers  of  the 
skin  where  the  most  important  receptor  nerve  ends 
are  located. 

In  administering  minimal  diathermy  it  is  often 
necessary  to  overcome  patient  resistance  as  well 
as  temptation  on  the  part  of  the  operator  to  in- 
, crease  the  current  density  beyond  the  optimum 
i point.  A little  effort  and  early  gratifying  results 
! will  do  much  to  convince  the  practitioner  of  the 
' value  of  minimal  diathermy. 

Recent  development  of  radar  for  military  and 
civilian  use  has  brought  to  the  medical  profession 
a new  means  of  applying  conversive  heat  to  the 
tissues.  Microwave  diathermy  utilizes  a true 
beam  of  light,  an  electromagnetic  wave  of  about 
10  cm.  in  length.  This  beam  is  generated  by  a 
small  dipole  antenna  set  in  a metal  reflector  and 
energized  by  a radio  frequency  unit  of  correspond- 
ing ultrahigh  frequency.  At  present  limited  to 
local  application,  microwave  diathermy  has  at- 
tractive possibilities  and  its  use  is  free  of  radio  or 
television  interference.  Elimination  of  resonance 
to  the  patient  permits  accurate  thermal  control  by 
power  and  distance  setting.  Further  study  of  its 
uses  is  required. 

Another  development  of  interest  is  the  applica- 
tion of  ultrasonic  sound  waves  to  produce  con- 
versive heating  of  the  tissues.  These  waves  are 
obtained  by  means  of  a quartz  crystal  or  mag- 
netostriction device  housed  in  a sound  head  and 
energized  by  a suitable  high  frequency  generator. 

; Contact  with  the  body  is  necessary,  but  this  may 
| be  accomplished  by  means  of  a liquid  medium. 

| Effects  other  than  conversive  heating  have  been 
! obseived,  and  disruption  of  cells  which  occurs  at 
I the  higher  intensities  has  stimulated  research  into 
the  possible  value  of  ultrasonics  in  the  treatment 


of  infections  and  malignant  or  benign  neoplasms. 
Effective  radio  shielding  can  be  secured  within 
the  apparatus  itself,  rendering  it  free  of  radio  or 
television  interference. 

The  radio  frequency  currents  used  for  dia- 
thermy treatment  are  the  same  ones  that  are  used 
for  radio  communication,  radio  broadcasting, 
television,  and  radio  navigation  aids.  Unless 
these  currents  are  limited  to  certain  frequency 
bands  and  properly  controlled,  interference  is 
inevitable.  The  Federal  Communications  Com- 
mission has  assigned  several  frequency  bands  in 
the  short  wave  and  microwave  zones  for  dia- 
thermy use.  Deviation  from  these  frequencies  is 
limited,  and  special  circuits  or  crystal  control  are 
required  to  assure  limitation.  Spark  gap  appara- 
tus of  the  familiar  original  type  cannot  be  limited 
to  a close  frequency  and  will  probably  be  banned 
when  the  new  regulations  go  into  full  effect  in  the 
near  future. 

It  is  possible  to  shield  electrically  a room  or 
cubicle  for  the  use  of  diathermy  equipment  and 
thus  avoid  all  interference  with  any  form  of  radio. 
The  walls,  floor,  ceiling,  windows,  and  doors  of 
such  a room  must  be  suitably  shielded,  and  all 
power  lines  must  be  filtered  against  feedback  at 
the  point  of  entrance  to  the  shielded  area. 
Following  inspection  and  official  approval  of  such 
an  installation,  any  diathermy  or  static  apparatus 
may  be  used  in  it  without  further  approval. 

Because  of  its  intermittent  nature,  the  use  of 
small  generators  for  surgical  diathermy  will  be 
permitted  regardless  of  the  frequency  of  the  cur- 
rent. 

Several  peculiar  aspects  are  noted  in  this  matter 
of  radio  and  television  interference  by  medical 
apparatus.  First,  there  are  many  sources  of 
radio  interference  other  than  that  due  to  dia- 
thermy apparatus,  although  it  has  become  cus- 
tomary to  blame  the  nearest  diathermy  generator 
and  the  operator  using  it  for  any  interference 
which  may  occur.  Electric  razors,  motor-oper- 
ated kitchen  appliances,  universal  or  direct 
current  motors,  fluorescent  lights,  neon  signs, 
elevator  controls,  x-ray  apparatus,  electric  fly 
screens,  home  movie  projectors,  electric  heating 
pads,  incubators,  fish  tank  warmers,  sign  flashers, 
and  storage  battery  chargers  of  the  vibrating  or 
tube  type  are  but  a few  of  the  items  which  nor- 
mally produce  more  or  less  byproduct  radio  fre- 
quency current  which  is  capable  of  causing  con- 
siderable radio  and  television  interference. 
Moreover,  local  or  intermediate  frequency  cur- 
rents within  a radio  receiver  or  television  set  may 
cause  interference  with  the  operation  of  a similar 
set  of  another  make.  Similarly,  due  to  no 
specified  assignment  of  these  frequencies,  one 
receiver  may  be  entirely  unaffected  by  the  same 
interference  which  prevents  reception  on  another. 
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Some  of  these  sources  of  interference,  such  as 
fluorescent  lights,  are  easily  suppressed.  Others, 
such  as  x-ray  apparatus  or  neon  signs,  are  much 
more  difficult  to  suppress.  To  the  best  of  the 
writer’s  information,  no  official  recognition  is 
taken  of  these  many  sources  of  radio  interference, 
nor  have  any  steps  been  taken  to  eliminate  them 
by  law  as  has  been  done  in  the  case  of  diathermy. 

With  the  newer  forms  of  diathermy  available 
and  with  the  nuisance  of  radio  interference  elim- 
inated, the  use  of  diathermy  will  continue  to  be  of 
great  value  in  future  medical  work,  just  as  it  has 
been  in  the  past. 

1703  Glenwood  Road 

Discussion 

Richard  Kovacs,  M.D.,  New  York  City. — Dr. 
Weiss  has  taken  us  skimming  over  the  multiple 
aspects  of  diathermy  and  has  voiced  some  of  his 
convictions,  with  most  of  which  I can  agree.  He 
has  brought  in  a new  concept  of  “controlled”  dia- 
thermy to  differentiate  the  administration  of  a 
definite  intensity  and  definite  location  from  one 
spread  all  over  a given  area.  I described  some 
years  ago  the  method  of  “contact  plate”  technic  by 
short  wave  diathermy,  and  I am  still  using  it  as  a 
method  of  preference  to  localize  and  maintain  a 
definite  current  density  in  such  conditions  as 
chronic  subdeltoid  bursitis  or  in  calcified  corpora 
cavernosa.  This  technic  serves  to  speed  absorption 
of  these  deposits  more  efficiently  than  pad  or  coil 
diathermy.  When  Dr.  Weiss  speaks  of  spaced 
electrode  diathermy  in  cellulitis  or  furunculosis  as 
where  exact  dosage  is  not  as  important,  I could  say 
that  in  my  own  experience,  for  the  very  same  reason, 
in  these  conditions  diathermy  itself  is  not  important, 
for  long  doses  of  luminous  heat,  applied  several 


times  a day,  will  do  as  well  or  even  better.  I do 
not  quite  “follow”  the  emphasis  on  minimal  dia- 
thermy without  suitable  qualification.  My  own 
feeling  is  that  in  most  acute  conditions  shorter 
treatments  at  minimal  dose  are  desirable,  while  in 
chronic  conditions  much  longer  sessions  are  as  a rule 
more  effective.  It  seems  to  me  that  in  the  past 
there  was  more  sinning  by  giving  too  short  treat- 
ments. 

In  mentioning  microwave  diathermy,  I would  not 
hesitate  to  commit  myself  to  the  statement  that  it 
is  a desirable  and  convenient  method  for  heating 
circumscribed  locations;  on  the  other  hand,  how- 
ever, no  adequate  proof  has  been  given  as  yet  that 
it  affects  inner  organs  as  efficiently  as  through  and 
through  diathermy;  neither  can  it  be  used  surgi- 
cally. And,  incidentally,  nothing  in  the  newer 
methods  has  ever  approached  the  simplicity  of 
spark  diathermy  for  electrodesiccation.  I would 
hesitate  to  describe  microwaves  as  beams  of  light — 
when  the  definition  of  light  as  energy  that  is  visible 
has  already  been  overstretched  to  include  infrared 
and  ultraviolet — neither  of  which  affects  the  retina. 
I would  also  hesitate  to  attribute  to  ultrasonic 
waves  chiefly  heating  of  the  tissues  when  the 
present  evidence  points  to  principally  mechanical 
effects. 

The  discussion  of  radio  interference  by  diathermy 
and  the  necessity  to  diminish  it  is  well  taken. 
With  some  50,000  diathermy  machines  in  use  now, 
their  potential  replacement  by  crystal  controlled 
and  microwave  apparatus  offers  a veritable  Roman 
holiday  for  manufacturers.  Dr.  Weiss  correctly 
points  out  that  there  are  many  other  so  far  uncon- 
trolled sources  of  radio  interference.  It  is  my 
opinion  that  we  are  far  off  from  the  possibility  of 
systematic  elimination  of  all  old  model  apparatus 
except  where  specific  and  verified  complaints  are 
brought.  I would  not  be  in  a hurry  to  dispose  of 
any  well-working  apparatus  of  older  type. 


REPORT  ON  STUDY  OF  REGIONAL  BLOOD  GROUP  DISTRIBUTIONS 


The  blood  type  of  141,774  men  and  women  who 
voluntarily  contributed  blood  to  the  American  Red 
Cross  from  January  1948,  through  March,  1949,  is 
the  subject  of  a report  in  the  January  13  issue  of  the 
Journal  of  the  American  Medical  Association.  The 
information  was  gathered  from  15  representative 
cities  and  their  outlying  areas.  The  regions  in- 
cluded: Yakima,  Washington;  Rochester,  New 

York;  Detroit;  Massachusetts  (42.3  degrees  lati- 
tude north);  Omaha;  Columbus,  Ohio;  Washing- 
ton; St.  Louis;  Stockton,  California;  Wichita, 
Kansas;  San  Jose,  California;  Springfield,  Mis- 
souri; Charlotte,  North  Carolina;  Los  Angeles,  and 
Atlanta. 

The  total  percentage  of  persons  falling  into  each 
blood  type  from  all  15  regions  was  as  follows:  O 
blood  group,  45.55  per  cent;  A,  40.77  per  cent;  B, 
9.96  per  cent;  and  AB,  3.72  per  cent.  The  O type 
blood  can  be  used  in  all  transfusions  regardless  of 


blood  type  of  the  recipient.  In  the  event  of  an 
emergency  requiring  large  quantities  of  blood,  the 
report  said  in  part,  the  southern  areas  now  appear 
to  be  comparatively  favorable  sources  of  O and  the 
northern  areas  of  B. 

The  results  showed,  to  some  extent,  that  for  each 
degree  of  latitude  proceeding  from  north  to  south 
the  O group  percentage  increased,  on  the  average, 
0.32  per  cent.  From  north  to  south  the  B group 
percentage  decreased  0.17  per  degree  of  latitude. 
No  east- west  trends  were  discovered. 

The  report  brought  out  that  from  region  to  region 
the  greater  the  O,  A,  or  B percentage,  the  smaller  on 
the  average  was  the  percentage  for  the  remaining 
groups  within  the  trio,  but  AB  group  “tended  to  be 
stable.”  In  conclusion  the  report  said  that  “popula- 
tion changes  could  be  responsible  for  marked  changes 
[in  regional  location  of  blood  types]  within  the  span 
of  a very  few  years.” 


THE  ROLE  OF  PHYSICAL  THERAPY  IN  REHABILITATION 

George  M.  Raus,  M.D.,  Syracuse,  New  York 
, ( From  the  Department  of  Physical  Medicine  and  Rehabilitation,  New  York  Stale  University 
! Medical  Center  at  Syracuse) 


EXPERIENCE  in  the  armed  forces  and  in 
certain  civilian  programs  during  the  past 
five  years  has  clearly  demonstrated  the  necessity 
of  total  medical  service  to  the  sick  and  disabled. 
The  aim  of  such  a total  medical  or  rehabilitation 
program  is  the  restoration  of  the  handicapped  to 
the  fullest  physical,  mental,  social,  economic,  and 
vocational  usefulness  of  which  they  are  capable. 
Rehabilitation  is  a teamwork  program  designed 
to  teach  the  individual  to  live  and  if  possible  to 
work  within  the  limitations  of  his  disabilities  but 
! to  the  maximum  of  his  abilities. 

The  results  in  the  patients  who  have  had  the 
, benefit  of  integrated  programs  are  most  encour- 
aging. However,  these  represent  only  a small 
proportion  of  the  handicapped  who  are  in  need 
of  such  sendees.  This  is  due  to  the  relative  new- 
ness of  the  concept  of  total  rehabilitation  and,  in 
I many  instances,  to  lack  of  clear  understanding 
as  to  how  such  a program  operates  and  what  it 
can  accomplish.  There  also  appears  to  be  a lack 
of  understanding  by  those  concerned  with  the 
i problem  of  the  disabled  patient  of  the  concept 
j that  rehabilitation  must  be  a continuous,  pro- 
i gressive  process.  A complete  program  must 
include  physical  therapy,  occupational  therapy, 

|i  medical  social  service,  speech  therapy,  prosthetic 
and  brace  service,  facilities  for  psychosocial 
testing  and  guidance,  vocational  counseling  and 
training,  psychotherapy  when  indicated,  and, 
finally,  selective  job  placement. 

Physical  therapy  plays  an  important  role  in  the 
rehabilitation  of  the  severely  handicapped 
patient,  and  the  physical  therapist  has  an  impor- 
tant position  on  the  rehabilitation  team.  Physical 
rehabilitation  is  accomplished  largely  through 
1 physical  therapy  supplemented  by  occupational 
, therapy  and  to  a great  extent  determines  the  ulti- 
mate result  in  the  total  rehabilitation  in  a given 
patient.  Unless  the  patient  can  be  taught,  for 
example,  to  accomplish  essential  self-care  activi- 
ties, the  other  stages  of  rehabilitation  are  difficult, 
if  not  impossible. 

When  we  speak  of  physical  therapy,  we  refer  to 
the  multiple  procedures  and  activities  which  are 
now  recognized.  These  include  the  use  of  heat, 
light,  water,  electricity,  and  massage — the  so- 
called  physical  modalities — and  therapeutic  ex- 
ercise, functional  training,  and  training  in  the  use 
of  prosthetic  devices.  Good  physical  therapy 
depends  upon  a well-trained,  competent  physical 
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therapist  working  under  the  direction  of  a 
physician  with  knowledge  of  physical  medicine. 

Pain  and  discomfort  may  be  potent  factors  in 
increasing  disability  and  promoting  invalidism. 
Many  of  the  procedures  of  classic  physical  medi- 
cine alleviate  these  symptoms  and  should  be 
employed  early.  The  various  forms  and  applica- 
tions of  superficial  and  deep  heat  are  employed 
for  vasodilatation,  relief  of  pain,  muscular  relaxa- 
tion, and  to  prepare  or  “warm  up”  a part  pre- 
paratory to  therapeutic  exercise.  Hydrotherapy 
with  underwater  exercise  relieves  pain  and  spasm 
and  facilitates  increase  or  preservation  of  joint 
range  of  motion.  Massage  is  indicated  in 
flaccid  paralysis,  arthritic  conditions,  and  fibro- 
sitis. 

Therapeutic  exercise  includes  relaxation,  pas- 
sive, active  assistive,  and  active  movement, 
resistive  exercises  for  muscle  strengthening, 
muscle  re-education,  and  coordination  exercises. 
In  many  patients  the  therapeutic  exercise  program 
is  one  of  the  most  important  phases  of  physical 
therapy. 

In  general,  it  may  be  stated  that  usually  the 
application  of  the  various  physical  modalities 
must  be  followed  by  indicated  corrective  exercises 
in  order  that  full  benefit  to  the  patient  from 
physical  therapy  be  obtained.  Through  such 
methods  maximal  functional  recovery  of  damaged 
parts  is  obtained.  Concomitantly  with  and 
following  corrective  therapy  functional  training 
and  retraining  is  employed  to  teach  the  handi- 
capped patient  to  make  the  most  of  what  he  has 
left. 

The  entire  rehabilitation  program  is  centered 
in  and  integrated  by  a well-organized  physical 
medicine  and  rehabilitation  department  which 
functions  best  as  a part  of  a general  hospital  with 
outpatient  clinic  facilities.  The  advantage  of 
such  an  arrangement  is  that  diagnostic  and  treat- 
ment facilities  in  all  branches  of  medicine  and 
surgery  are  readily  available  to  the  patient. 
With  physical  therapy  as  a nucleus,  the  depart- 
ment of  physical  medicine  and  rehabilitation 
makes  use  of  and  correlates  all  of  the  services 
involved  in  rehabilitation. 

Patients  referred  for  rehabilitation  must  be 
carefully  evaluated.  Each  patient  presents  an 
individual  problem  and  should  be  analyzed, 
studied,  and  treated  as  such.  The  complete 
individual  must  be  taken  into  consideration  from 
the  standpoint  of  both  physical  and  mental 
makeup. 

When  physical  therapy  is  indicated,  as  corn- 
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plete  a knowledge  of  the  underlying  pathology 
of  the  disability  and  the  extent  of  the  disability 
is  necessary  to  prescribe  treatment  intelligently. 
It  is  essential  to  know  whether  the  disability  is 
progressive  and  if  so  whether  the  progression  is  so 
rapid  that  efforts  toward  physical  rehabilitation 
would  be  nullified.  Some  patients  will  require 
further  medical  or  surgical  treatment  before 
definitive  physical  therapy  is  practical. 

The  extent  of  the  disability  is  measured  by 
muscle  grading,  measurement  of  joint  range  of 
motion,  and  activities  of  daily  living  testing. 
Braces  or  prosthetic  devices  are  prescribed  when 
indicated.  These  tests  when  intelligently  done 
and  evaluated  provide  information  for  the  pre- 
scription of  an  individualized  physical  therapy 
program.  Their  periodic  repetition  serves  as  a 
record  of  progress  and  indicates  changes  or  addi- 
tions in  the  treatment  program. 

As  previously  mentioned,  rehabilitation  must 
be  started  as  early  as  possible  after  the  onset  of 
disability.  The  initial  treatment  often  is  physical 
therapy  and  provides  the  first  steps  in  the  rehabili- 
tation program.  While  complete  bed  rest  may 
be  indicated  and  necessary  in  the  initial  or  acute 
phases  following  the  onset  of  a disabling  condi- 
tion, activity,  at  least  in  bed,  should  be  started 
as  soon  as  consistent  with  good  medical  or  surgi- 
cal judgment.  The  deconditioning  phenomena 
including  negative  nitrogen  and  calcium  balance 
and  disuse  atrophy  incident  to  complete  bed  rest 
are  well  known  and  recognized.  A carefully 
planned,  graduated  bed  exercise  program  consist- 
ing of  deep  breathing,  passive,  assistive  active, 
muscle  setting,  and,  if  possible,  active  exercises, 
when  instituted  early,  tends  to  minimize  the  bad 
effects  of  complete  bed  rest  and  tends  to  preserve 
circulatory  and  muscular  tone,  with  resultant 
improvement  of  the  patient’s  feeling  of  well-being 
and  morale.  However,  the  reason  for  such  exer- 
cises must  be  carefully  explained  to  the  patient  to 
get  his  cooperation. 

In  addition,  measures  should  be  instituted  to 
prevent  the  development  of  deformities.  Proper 
body  positioning  must  be  maintained,  if  necessary 
using  pillows,  sandbags,  or  splints  to  prevent 
abnormal  positioning  of  joints,  especially  in  the 
paralytic  cases  with  either  complete  paralysis  or 
muscle  imbalance.  To  relieve  pain  and  muscle 
spasm  at  this  stage  the  modalities  of  physical 
medicine  are  of  great  value.  Passive  motion  is 
instituted  early  to  preserve  joint  range  of  motion. 
The  present-day  treatment  of  acute  polio  exem- 
plifies what  physical  medicine  can  accomplish 
when  started  early  in  an  acute,  seriously  disabling 
disease.  It  is  now  recognized  that  the  hot  pack 
treatment  in  early  polio  is  of  the  utmost  value  in 
relieving  the  painful  muscle  spasm  so  often  pres- 
ent. This  is  followed  by  gentle  passive  move- 
ment and  relaxation.  Affected  parts  are  sup- 


ported. By  these  means  contractive  deformities 
are  minimized  or  prevented. 

One  of  the  greatest  problems  in  rehabilitation 
is  motivation,  encouraging  and  convincing  the 
disabled  that  they  can  rehabilitate  themselves. 
This  motivation  to  be  most  effective  must  start 
at  the  earliest  possible  moment  following  accident 
or  illness.  The  physician  who  knows  something 
of  rehabilitation  can  start  at  the  time  of  the  acci- 
dent or  crippling  disease  to  allay  the  fear  and 
apprehension  of  the  patient  by  giving  understand- 
ing, courage,  and  hope  based  on  the  accurate 
knowledge  of  what  can  be  done. 

Dynamic  activity  as  employed  in  physical 
therapy  appears  to  be  the  keynote  in  rehabilita- 
tion, with  emphasis  on  systematic  progression 
through  increasing  degrees  of  stress  until  optimal 
functional  activity  has  been  obtained.  However, 
it  must  be  emphasized  that  physical  therapy  can 
only  point  out  and  teach  the  patient  how  to  over- 
come his  disabilities.  Unless  the  patient  can  be 
motivated  to  work  and  to  work  hard,  the  ultimate 
result  of  a rehabilitation  program  will  be  failure. 
Very  early  those  responsible  for  the  nursing  care 
of  the  patient  must  be  taught  to  allow  and  en- 
courage him  to  do  all  he  can  for  himself  within  the 
limit  of  his  capabilities,  even  though  his  perform- 
ance of  them  may  be  slow  and  awkward,  thus 
increasing  self-reliance  and  discouraging  invalid- 
ism. When  the  severely  disabled  patient  is  ready 
to  be  brought  to  the  department  of  physical 
medicine  and  rehabilitation,  a more  active  and 
definitive  physical  therapy  program  can  usually 
be  started  and  total  rehabilitative  services  inte- 
grated and  correlated. 

For  some  years  neurologic  patients,  particu- 
larly those  with  cerebral  palsy  and  poliomyelitis 
disabilities,  have  been  subjected  to  retraining 
measures  with  considerable  success.  More  re- 
cently increasing  attention  has  been  paid  to  the 
patients  with  other  disabling  neurologic  disorders, 
utilizing  similar  methods  of  physical  therapy. 
The  ultimate  objective  of  such  treatment  varies 
greatly  and  is  dependent  on  the  individual’s 
medical,  social,  and  mental  evaluation,  the  degree 
of  neuromotor  involvement,  and  age  of  the  pa- 
tient. With  some  of  the  older,  severely  involved 
patients,  often  those  with  hemiplegia,  the  aim 
should  be  only  to  teach  the  individual  sufficient 
self-care  activities — to  feed  and  dress  himself,  use 
bathroom  facilities,  and  to  ambulate — so  that  he 
may  live  at  home  and  require  a minimum  of  aid 
from  other  members  of  the  family. 

Hemiplegias  are  usually  greatly  benefited  by 
physical  therapy  procedures.  As  is  true  of  other 
acute  neurologic  conditions,  especially  polio- 
myelitis, paraplegia,  and  quadraplegia,  consider- 
able return  of  function  occurs  in  many  patients. 
Early  treatment  is  directed  toward  relieving  pain 
and  spasm,  maintenance  of  joint  motility,  and  the 
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i prevention  of  contractures.  Members  of  the 
family  can  be  taught  to  carry  out  passive  and 
active  assistive  movements  in  appropriate  cases. 
I With  the  first  sign  of  returning  function,  the  pa- 
I tient  is  taught  and  encouraged  to  assist  actively 
in  developing  returning  activity. 

The  physical  therapist  can  do  a great  deal  by 
searching  for  and  encouraging  development  of 
returning  activity  and  thus  do  much  to  prevent 
the  cerebral  dissociation  or  “alienation”  so  often 
seen  in  patients  who  have  not  had  the  benefit  of 
early  physical  therapy.  Early  physical  therapy 
also  can  do  much  to  prevent  the  painful  spastic, 
flexed,  and  adducted  affected  upper  extremity 
which  is  held  rigidly  to  the  body.  Although  the 
return  of  function  in  hemiplegia  is  more  rapid  and 
complete  in  the  lower  than  the  upper  extremity, 
considerable  use  of  the  upper  extremity  as  a 
helping  one  may  eventually  be  possible.  Pulley 
exercises  are  very  valuable  in  maintaining  and 
increasing  range  of  motion  of  the  affected  shoulder 
and  in  preventing  the  painful  or  frozen  shoulder, 
both  common  with  this  type  of  lesion.  Pulley 
exercises  are  done  by  the  patient  and  can  be 
adapted  simply  tor  home  use. 

Practically  all  hemiplegia  patients  are  capable 
of  walking.  After  the  patient  is  able  to  sit,  he  is 
permitted  to  stand,  supported,  until  balance  is 
regained.  In  about  half  of  the  patients  with 
hemiplegia  a double  bar,  short  leg  brace  with  a 
90  degree  stop  at  the  ankle  is  required  to  correct 
foot  drop.  Gait  training  is  instituted  to  teach 
him  to  walk  as  nearly  as  possible  in  a normal 
manner,  teaching  reciprocal  motion  of  the  in- 
volved upper  extremity.  Parallel  bars  are  useful 
for  developing  standing  balance  and  gait  pattern. 
Later,  crutches  and  canes  may  be  used  and  even- 
tually discarded.  During  this  period  of  ambula- 
tion the  patient  can  be  taught  self-care  activities. 
These  can  be  done  at  home  with  a little  patience 
and  effort  on  the  part  of  the  family  under  the 
guidance  of  the  physician. 

The  complete  paraplegia  patient  requires  a 
long  and  arduous  physical  therapy  program. 
Early  treatment  is  carried  on  along  the  lines  pre- 
viously outlined.  He  is  gradually  trained  in  self- 
care  and  wheel  chair  activities,  ambulation  with 
braces  and  crutches,  and  finally  climbing  and 
traveling  activities.  Particular  attention  is  given 
to  strengthening  the  upper  extremities,  as  great 
demands  are  put  upon  them  in  accomplishing 
self-care,  wheel  chair,  and  ambulation  activities. 

In  cerebral  palsy  physical  therapy  is  of  the 
greatest  value  in  the  treatment  of  both  spastic  and 
athetoid  patients.  Treatment  should  begin  as 
soon  as  the  condition  is  diagnosed.  Passive 
stretching  of  a spastic  muscle  in  an  infant  does  not 
bring  forth  the  resistance  found  at  a later  age,  and 
contractures  may  be  prevented.  By  passive  and 


active  assistive  exercises  increased  range  of  motion 
is  obtained  in  spastic  muscles.  Muscles  are 
trained  to  carry  out  movements  approximating 
normal  patterns.  In  this  manner  much  can  be 
done  to  prevent  the  grotesque  patterns  usually 
developed  by  the  cerebral  palsy  child,  which,  if 
allowed  to  develop,  are  very  difficult  to  retrain. 
In  functional  training  of  the  cerebral  palsy  child 
the  normal  progression  of  development  is  followed. 
First  the  child  is  trained  to  support  and  balance 
his  head,  then  to  sit,  to  crawl,  and  finally  to  stand 
and  walk.  Bracing  may  be  needed  in  training. 

The  amputee  patient  is  one  of  the  many 
orthopedic  problems  treated  with  physical  ther- 
apy. Treatment  is  started  early  and  directed 
toward  preserving  normal  range  of  motion  of 
proximal  joints,  re-educating  and  strengthening 
muscles  of  the  stump,  stump  care  and  shrinking, 
and  the  securing  of  a suitable  prosthesis.  The 
ability  of  the  patient  to  use  and  swing  through  on 
crutches  is  a good  indication  that  the  patient  will 
be  able  to  use  an  artificial  limb.  After  the  pros- 
thesis is  obtained,  training  in  its  use,  whether 
upper  or  lower  extremity,  is  of  the  greatest  impor- 
tance and  can  best  be  done  by  a well-trained  phys- 
ical therapist. 

A large  part  of  the  disability  which  occurs  in 
patients  with  rheumatoid  arthritis  is  the  result  of 
muscular  atrophy,  contractures,  and  ankylosis  of 
joints.  A great  deal  can  be  done  to  prevent  the 
development  of  these  conditions  if  a suitable 
exercise  program  is  started  early  in  the  course  of 
the  disease  and  proper  bed  posture  is  maintained. 
The  local  and  systemic  use  of  heat  and  hydro- 
therapy is  of  great  value.  The  involved  joints, 
even  though  acutely  inflamed,  should  be  gently 
carried  through  the  maximal  range  of  motion 
several  times  a day.  These  motions  should  never 
be  vigorous  or  forced  or  carried  to  the  point  of 
causing  severe  pain.  These  movements  must  be 
slow  and  gentle,  passive  or  assisted.  As  soon  as 
the  condition  of  the  joints  permits,  the  patient 
should  be  taught  suitable  corrective  exercises 
and  encouraged  to  carry  out  active  exercises 
himself  several  times  a day.  It  has  been  said  and 
observed  that  few  if  any  joints  are  permanently 
made  worse  by  too  early,  guided  and  careful 
mobilization,  whereas  all  too  many  have  been  per- 
manently deformed  because  of  undue  delay  in  the 
institution  of  exercise. 

The  physical  therapist  must  work  cooperatively 
with  the  other  members  of  the  rehabilitation 
team  and  must  appreciate  the  contributions  each 
service  has  to  offer  the  patient,  what  these  con- 
tributions are  in  relation  to  theirs,  and  in  what 
ways  he  can  supplement  their  services.  Close 
integration  of  the  entire  rehabilitation  team  is 
necessary  to  provide  comprehensive  rehabilita- 
tion service  for  the  patient  in  need  of  it. 


512 


GEORGE  M.  RAUS 


[N.  Y.  State  J.  M. 


Summary 

The  value  and  importance  of  the  early  indica- 
tions and  use  of  physical  therapy  and  the  role  it 
plays  in  rehabilitation  have  been  reviewed. 
The  dynamic  activity  program  of  physical  ther- 
apy is  the  keynote  of  rehabilitation.  The  degree 
of  physical  rehabilitation  achieved  determines  to  a 
great  extent  the  ultimate  result  in  the  total 
rehabilitation,  program. 

550  Park  Avenue 

Discussion 

William  Bierman,  M.D.,  New  York  City. — If  it 
were  possible  to  restore  all  those  who  become  in- 
jured or  diseased  to  complete  functional  restitution, 
there  would  be  no  need  for  rehabilitation  measures. 
This  is  an  impossibility.  However,  the  important 
fact  is  that,  by  means  of  therapeutic  measures  now 
available,  many  good  functional  years  have  been 
added  to  the  lives  of  uncounted  millions.  These 
measures  might  therefore  be  called  “preventive 
rehabilitation”  ones.  Paraphrasing  the  old  adage, 
an  ounce  of  preventive  rehabilitation  is  worth  many 
pounds  of  rehabilitation. 

Is  there  any  question,  for  example,  but  that  mil- 
lions spent  for  antibiotics  cannot  be  balanced  by 
billions  spent  in  the  effort  to  restore  those  who  would 
otherwise  be  incapacitated  if  not  dead?  Physical 
medicine  also  plays  an  important  part  in  preventive 
rehabilitation,  as  indicated  by  Dr.  Raus.  Through 
its  use,  many  a victim  of  poliomyelitis  now  able  to 
lead  a normal  life  would  be  a candidate  for  a handi- 
capped existence,  even  though  such  an  existence 
might  be  improved  by  a prolonged  and  expensive 
period  of  rehabilitative  training.  Who  doubts 
but  that  the  leg  of  the  diabetic  arteriosclerotic,  or 
of  the  thromboangiitis  sufferer,  saved  from  gangrene 
by  medical,  surgical,  and  physical  medical  pro- 
cedures, is  not  worth  many  times  the  artificial 
device  needed  to  replace  it  if  amputation  were  neces- 
sary? 

The  patient  with  the  fractured  hip  requires  the 
early  attention  of  the  physical  therapist  so  that 
exercises  might  be  applied  to  the  upper  and  the 
normal  lower  extremities  even  while  bed  rest  is 
necessary.  This  permits  of  the  more  rapid  transi- 
tion to  nonweight-bearing  and  finally  to  weight- 
bearing ambulation. 

The  patient  suffering  from  rheumatoid  arthritis 
can  be  benefited  by  the  early  use  of  mobilizing  pro- 
cedures to  overcome  flexion  contractures  even  while 
receiving  cortisone,  or  ACTH,  or  any  other  pharma- 
ceutic preparations. 

When  physical  medicine  may  be  termed  “re- 
habilitative” and  when  “definitive”  is  an  academic 
question.  In  both  phases  it  is  important  and 
therefore  merits  far  more  attention  than  it  has 
received  in  recent  years,  when  it  has  been  placed 
in  the  shadows  of  relative  obscurity  by  the  bright 
light  of  publicity  which  has  been  focussed  on  what 
is  called  “rehabilitation.” 

As  Dr.  Raus  has  stated,  physical  medicine  plays 
the  most  important  role  in  rehabilitation.  For  this 
reason,  as  well  as  for  its  enormous  scope  in  so-called 
“definitive”  therapy,  its  true  status  will  be  more 


appreciated  in  the  years  to  come — as  the  pendulum 
of  therapeutic  interest  comes  to  rest  in  the  region 
of  demonstrable  results. 

Michael  M.  Dacso,  M.D.,  New  York  City. — 
It  is  hardly  necessary  to  emphasize  the  role  of 
physical  medicine  in  physical  rehabilitation.  It  is 
too  well  known  that  physical  medicine  has  been  and 
still  is  the  only  specialty  that  is  primarily  concerned 
with  physical  restoration  of  the  handicapped  and 
chronically  ill.  Rehabilitation  only  carried  these 
efforts  a few  steps  further  and  incorporated  physical 
rehabilitation  in  a more  extensive  program. 

One  of  the  basic  concepts  of  rehabilitation  is 
that  even  the  most  complete  physical  restoration 
is  insufficient  for  returning  the  patient  to  a normal 
life  if  the  mental,  social,  and  economic  problems 
remain  uncorrected.  It  is  very  true,  however,  that 
these  problems  can  only  be  tackled  if  the  physical  ills 
have  been  eliminated  to  the  fullest  possible  extent. 

It  is  always  preferable  to  use  the  term  physical 
medicine  as  opposed  to  physiotherapy.  This  medi- 
cal specialty  has  made  such  remarkable  strides  in 
the  last  few  years  that  it  has  extended  far  beyond 
the  realm  of  therapy  and  included  a great  number  of 
diagnostic  procedures.  The  fullest  utilization  of 
these  diagnostic  methods  is  of  the  greatest  value  in 
a total  rehabilitation  program. 

At  this  point,  I wish  to  refer  in  brief  to  one  of 
Dr.  Raus’  statements.  He  said,  “The  ‘extent 
of  disability  is  measured  by  muscle  grading,  measure- 
ment of  joint  range  of  motion,  and  activities  of 
daily  living  testing.”  Now  we  all  know  that,  in 
spite  of  their  wide  use,  the  exactness  of  these 
tests  unfortunately  cannot  be  compared  with  that 
of  other  tests  applied  in  physical  medicine.  In- 
dividual variations  such  as  the  cooperation  and  in- 
telligence of  the  patient,  as  well  as  organic  factors, 
such  as  spasticity,  can  greatly  influence  the  outcome 
of  these  tests.  Since  all  the  testing  methods  are  the 
basic  yardstick  in  evaluation  of  the  disability  and 
our  therapeutic  procedures,  it  is  of  primary  impor- 
tance that  physical  medicine  and  rehabilitation 
should  concentrate  on  their  improvement.  This 
one  fact  is  sufficient  to  illustrate  how  much  these 
two  specialties  depend  on  each  other. 

This  seems  to  be  the  most  appropriate  place  to 
emphasize  that  this  cooperation  should  be  more  than 
a formal  unification  of  our  organizations — it  must 
be  a concentration  of  our  efforts  directed  towards 
the  elimination  of  the  greatest  possible  number  of 
handicaps  caused  by  chronic  illness  or  mechanical 
injuries. 

The  importance  of  early  rehabilitation  cannot  be 
stressed  enough.  Rehabilitation  methods  should 
be  introduced  even  before  definitive  care  has  been 
finished.  Here  again  the  physical  medicine  special- 
ist or  physiatrist,  if  you  want  to  use  this  name,  is  the 
one  who  has  a very  important  role. 

We  have  enough  evidence  that  early  rehabilita- 
tion not  only  materially  shortens  the  period  of 
recovery  but  also  yields  much  better  functional 
results  than  conventional  bed  rest  and  routine 
medication. 

The  number  of  people  in  need  of  rehabilitation  is 
so  great  that  in  the  next  few  years  a rapid  expansion 
of  these  services  can  be  expected. 


WATER  AS  A MEDIUM  FOR  THERAPEUTIC  EXERCISE 

Robert  L.  Bennett,  M.D.,  Warm  Springs,  Georgia 
: ( Director  of  Physical  Medicine,  Warm  Springs  Foundation) 


THIS  paper  is  not  intended  to  present  any  new 
development  in  the  use  of  water  as  a medium 
for  therapeutic  exercises  but  rather  to  discuss  the 
use  of  the  therapeutic  pool  to  illustrate  the  role 
of  this  phase  of  hydrotherapy  in  both  the  spe- 
cialized and  the  general  practice  of  physical  medi- 
cine. This  discussion  would  be  of  value  if  it  did 
nothing  more  than  point  out  to  those  who  know 
little  of  this  phase  of  medicine  that  a therapeutic 
pool  is  not  a swimming  pool.  These  two  types  of 
pools  have  the  same  relationship  to  each  other  in 
usage  as  does  specific  muscle  re-education  in  the 
convalescent  stage  of  poliomyelitis  to  the  general 
body  calisthenics  in  athletic  training. 

The  therapeutic  pool  is  simply  a body  of  water 
of  a particular  depth,  size,  and  temperature  to 
facilitate  relaxation,  mobilization,  and  strength- 
ening of  bodily  segments  in  specific  problems  of 
the  neuromuscular  and  musculoskeletal  systems. 
The  size  of  the  pool  will  depend  entirely  on  the 
number  of  patients  treated  at  any  one  time. 
The  smallest  practical  pool  for  a single  patient’s 
care  should  be  approximately  7 by  8 feet.  These 
dimensions  are  required  to  give  complete  freedom 
in  all  planes  of  motion,  particularly  bilateral 
i abduction  of  the  upper  extremities  in  the  tallest 
! patient  that  we  might  reasonably  be  expected  to 
treat,  and  to  allow  the  therapist  to  enter  the  pool 
and  work  at  either  the  head  or  foot  as  necessary. 
In  larger  pools,  a unit  area  of  5 by  8 feet  for  each 
patient  is  sufficient  to  permit  several  therapists 
to  work  on  their  individual  patients  without 
interference. 

The  small  pool  at  Emory  University  Hospital 
(a  300-bed  general  medical  and  surgical  hospital) 
is  approximately  18  feet  square  and  easily  permits 
the  use  of  two  underwater  tables  and  one  under- 
water chair,  as  well  as  leaving  space  for  the 
technics  of  standing,  balapcing,  and  early  walking 
routines. 

The  last  pool  built  at  Warm  Springs  is  approxi- 
mately 20  by  40  feet  and  contains  nine  under- 
water tables,  three  underwater  chairs,  and  several 
pieces  of  special  apparatus  for  standing  exercises 
and  beginning  walking.  This  pool  has  handled 
as  many  as  94  different  patients  in  one  day. 

The  therapeutic  pool  should  have  an  average 
depth  of  water  sufficient  to  permit  the  use  of  an 
underwater  table  of  approximately  40  inches  in 
height  at  the  headpiece.  This  will  allow  comfor- 
table handling  of  patients  by  therapists  of  average 
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size.  If  possible,  the  pool  should  have  a shallow 
end  of  approximately  2 Vo  feet  depth  and  a deep 
end  of  5 feet  to  permit  patients  of  all  heights  to 
stand  supported  by  varying  levels  of  water. 
The  new  pools  at  both  Warm  Springs  and  Emory 
University  Hospital  have  their  water  level  above 
the  floor  level.  The  sides  of  these  pools  are 
approximately  35  inches  above  the  floor  so  that 
patients  on  stretchers  can  be  easily  moved  from 
the  stretchers  into  the  pool  without  the  use  of 
overhead  hoists.  No  hoist  is  now  used  at  Warm 
Springs,  but  at  Emory  it  is  used  on  heavy  patients 
and  on  patients  with  marked  joint  or  muscle  pain. 

It  is  to  be  noted  that  the  therapist  is  in  the  pool 
with  her  patients  at  all  times.  The  average 
treatment  in  the  pool  requires  twenty  to  thirty 
minutes  for  each  patient  and  the  individual  thera- 
pist remains  in  the  water  about  one  and  one-half 
hours. 

The  water  for  the  usual  case  requiring  under- 
water exercise  has  an  average  temperature  of 
88  to  90  F.  This  temperature  was  found  to  be 
sufficient  to  permit  even  a severely  involved  pa- 
tient to  relax  without  chilling  and  yet  not  be 
debilitating  for  both  patient  and  therapist. 

The  water  at  the  Georgia  Warm  Springs  Foun- 
dation comes  from  the  thermal  springs  from  which 
the  Foundation  got  its  name.  These  springs 
deliver  at  a common  source  approximately  six 
hundred  gallons  per  minute  of  water  that  never 
varies  beyond  the  limits  of  87.5  F.  and  88.2  F. 
This  water  is  thought  to  arise  from  heated  pools 
far  under  Pine  Mountain.  This  water  is  ex- 
ceptionally clean  and  clear  but  contains  no 
abnormal  amounts  of  minerals  or  gases.  The 
water  is  constantly  circulated  in  the  pool  and  can 
be  chlorinated  and  heated  as  necessary. 

The  same  basic  arrangement  is  used  at  Emory 
except  that  the  water  comes  from  the  reservoir 
of  the  city  of  Atlanta.  It  should  be  emphasized 
that  for  all  practical  purposes  suitable  water  can 
be  obtained  from  any  city’s  water  system  by 
proper  filtration  and  handling. 

The  basic  equipment  used  in  our  therapeutic 
pool  is  very  simple:  underwater  tables  and 

chairs.  Most  of  the  tables  and  chairs  are  made 
of  cypress  wood  and  painted  steel  tubing.  A 
special  stainless  steel  table  has  been  developed 
at  Emory  University  Hospital,  and  a description 
of  its  construction  and  use  will  be  published  soon 
by  Schrarn  and  Bennett. 

Indi  cations 

As  mentioned  above,  the  therapeutic  pool  is 
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used  for  relaxation,  mobilization,  and  strengthen- 
ing of  bodily  segments  whose  normal  usage  is 
limited  by  some  disease  of  the  neuromuscular  or 
musculoskeletal  system.  In  each  of  these  condi- 
tions, the  pool  is  only  one  of  several  physical  tools 
used.  Specifically,  the  pool  is  used  at  Warm 
Springs  for  the  care  of  the  after-effects  of  acute 
anterior  poliomyelitis.  It  is  not  used  in  the  acute 
stage  and  is  not  usually  used  in  the  convalescent 
or  postoperative  stages  until  basic  patterns  of 
coordination  have  been  established  by  muscle 
re-education  on  a treatment  table  or  mat  out  of 
the  water. 

At  Emory,  the  pool  is  used  for  polio  and  also  for 
a great  number  of  other  conditions.  In  order  of 
their  frequency,  they  are  as  follows: 

1.  Degenerative  Arthritis. — In  these  problems 
the  water  is  used  for  specific  muscle  strengthening, 
stretching  of  periarticular  structures,  and  in- 
creased circulation. 

2.  Hemiplegia  {CerebralV ascular  Accidents) . — 
Here,  the  pool  is  used  mainly  for  relaxation  fol- 
lowed by  mobilization,  strengthening  of  involved 
segments,  and  for  beginning  walking  re-education. 

3.  Rheumatoid  Arthritis  {Subacute  and  Chronic 
Phases ). — As  in  hemiplegia,  the  pool  is  used 
mainly  for  .relaxation,  mobilization,  strengthen- 
ing, and  walking  re-education.  The  temperature 
of  the  pool  is  sufficient  to  enhance  peripheral  and 
perhaps  deep  circulation. 

4.  Low  Back  Pain  on  a Postural  Basis. — The 
pool  is  used  mainly  for  strengthening  abdominals, 
gluteus  maximus,  and  gradual  flexion  of  the 
middle  and  lower  back. 

5.  Postoperative  Care. — The  pool  is  used  for 
patients  following  arthroplasty,  stabilization  of 
joints,  tendon  transplants,  fracture  fixation,  or 
any  problem  that  has  required  immobilization  and 
has  resulted  in  some  degree  of  atrophy  and  con- 
tracture of  muscular,  tendinous,  and  periarticular 
tissues.  The  main  purpose  of  the  pool  is  for 
mobilization,  strengthening,  and  beginning 
weight-bearing. 

6.  Polyneuritis. — These  problems  are  similar 
to  those  encountered  in  acute  anterior  polio- 
myelitis, and  the  pool  is  used  for  the  same  pur- 
pose. 

7.  Cerebral  Palsy. — Here  the  pool  is  used  for 
general  motivation  and  assists  in  relaxation  and  in 
selected  cases  may  be  used  for  specific  strengthen- 
ing. 

8.  Multiple  Sclerosis. — Here  the  pool  is  used 
primarily  for  motivation,  specific  strengthening 
of  weakened  groups,  re-establishment  of  reflex 
patterns,  and  for  beginning  walking  re-education. 

Contraindications 

1.  There  are  no  absolute  contraindications  to 
the  use  of  water  itself  in  the  neuromusculoskeletal 


diseases  except  when  the  medical  condition  is  so 
great  or  a lesion  is  so  acute  that  any  activity  is 
contraindicated. 

2.  Rarely  we  may  find  a patient  who  has  a fear 
of  being  immersed  in  water.  I have  never  known 
an  instance  where  this  fear  could  not  be  overcome 
by  proper  preparation  followed  by  intelligent 
handling  while  in  the  water. 

3.  It  should  be  obvious  that  patients  should 
not  be  permitted  to  receive  treatment  in  the  pool 
if  their  condition  is  such  that  it  may  endanger 
other  patients  in  the  pool.  Therefore,  patients 
with  contagious  diseases,  open  and  infected 
wounds,  and  loss  of  bladder  and  bowel  control 
should  not  be  put  into  a large  therapeutic  pool, 
but  should  be  taken  care  of  in  the  Hubbard  tank 
or  whirlpool  that  can  be  effectively  cleansed  after 
each  treatment. 

Advantages 

Water  has  certain  advantages  that  make  it  an 
almost  ideal  exercise  medium.  These  include  the 
following: 

1.  Almost  all  individuals  like  to  get  in  the 
water.  The  pleasure  and  novelty  of  having 
treatment  in  water  appeals  even  to  the  youngest 
patient.  Once  in  the  water,  there  is  the  desire  to 
move  about.  This  motivation  factor  in  itself 
would  justify  the  use  of  water. 

2.  The  temperature  and  buoyancy  of  the 
water  is  conducive  to  relaxation.  All  basic 
muscle  re-education  should  begin  from  a relaxed 
position.  The  temperature  coupled  with  motion 
accelerates  peripheral  circulation  and  facilitates 
more  adequate  drainage  of  deep  congested 
regions.  The  pressure  of  the  water  surrounding 
the  submerged  limb  also  supports  more  adequate 
venous  and  lymphatic  drainage. 

3.  When  submerged  in  water,  the  trunk  and 
extremities  can  be  moved  freely  in  all  planes. 
This  permits  mobilization  of  the  spine  and 
strengthening  of  weakened  trunk  musculature 
possible  in  no  other  way.  Shoulders,  hips,  and 
thighs  as  well  as  trunk  can  be  handled  more  easily 
by  the  therapist,  and  thus  more  effective  mobiliza- 
tion and  strengthening  is  permitted,  particularly 
in  the  heavy  patient. 

4.  When  the  involved  bodily  segments  are 
submerged  in  water,  the  patient  has  a heightened 
feeling  of  motion  as  the  water  comes  in  contact 
with  the  skin.  Even  in  conditions  such  as 
poliomyelitis,  where  proprioceptive  units  are  not 
damaged,  the  loss  of  temporary  muscle  strength 
causes  some  limitation  of  proprioceptive  sense. 
Muscle  re-education  depends  in  great  part  on  the 
ability  of  the  patient  to  feel  as  well  as  see  motion . 
as  it  occurs.  Water  enhances  this  feeling. 

5.  Probably  the  greatest  single  advantage  of 
water  is  its  buoyancy  and  consistency  and  the 
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possibilities  of  using  these  two  factors  to  provide 
almost  any  degree  of  assistance  or  resistance  to 
motion  that  is  necessary.  With  proper  position- 
ing, the  trunk  and  extremities  will  float.  If  any 
part  is  submerged,  it  will  rise  toward  the  surface. 
This  natural  phenomena  can  be  used  to  provide 
means  for  gravity-free,  almost  resistance-free 
movements,  or  can  actually  assist  motion. 

With  a knowledge  of  what  motions  are  desired, 
the  trained  therapist  can  position  the  bodily  seg- 
ments to  obtain  any  degree  of  assistance  required 
for  progressively  graduated  exercises.  The  use 
of  cork  or  other  buoyant  materials  may  be  used 
to  increase  these  effects  but  usually  are  not  neces- 
sary. The  buoyancy  and  consistency  of  water 
can  also  be  used  to  provide  graduated  resistance 
to  muscular  action.  If  a segment  floats,  it  must 
be  forced  toward  the  bottom  of  the  pool  against 
the  buoyant  action  of  the  water.  This  in  itself 
is  a resistance  exercise.  If  the  segment  is 
rapidly  moved  through  the  water  in  any  plane, 
it  meets  the  resistance  of  the  inertia  of  the  water. 
!'  The  faster  the  motion  the  greater  is  this  resist- 
ij  ance.  A simple  routine  of  progressive  resistance 
exercises  can  be  given  in  the  pool  by  simply  in- 
creasing the  speed  as  well  as  number  of  move- 
! ments  through  the  water.  Increasingly  heavy 
! and  accurately  controlled  resistance  exercises  can 
| be  accomplished  by  attaching  increasing  weights 
or  increasing  resistance  to  the  segment  exercised. 
' This  latter  method  requires  the  use  of  flat 
planes  or  vanes  attached  to  hands  or  feet  at  right 
angle  to  the  motions  required.  Increasing  the 
speed  of  the  motion  causes  increasing  drag  and, 
therefore,  requires  greater  muscular  effort.  The 
exact  technic  employed  in  this  type  of  resistance 
exercise  under  water  will  be  reported  by  Schram 
and  Bennett  in  the  Archives  of  Physical  Medicine. 

Disadvantages 

Technically,  therapeutic  exercises  under  water 


have  only  one  disadvantage.  The  very  advant- 
age of  motivation,  enhancement  of  motion, 
pleasure,  and  novelty  may  actually  constitute  a 
contraindication  to  the  use  of  water  unless  the 
patient  is  under  the  care  of  an  experienced  thera- 
pist. These  advantages  can  be  disadvantages  if 
they  lead  to  overactivity,  fatigue,  and  develop- 
ment of  faulty  patterns  of  movement.  Because 
all  bodily  segments  can  be  moved  in  all  planes  in 
water,  incoordinate  use  of  muscles  can  be  difficult 
to  detect.  Stabilization  of  a bodily  segment  is 
more  difficult  to  obtain  under  water,  and  inco- 
ordinate muscle  use  may  result. 

Results 

As  in  all  types  of  muscle  re-education,  the  re- 
sults will  depend  on  the  therapist.  The  therapist 
must  not  only  be  thoroughly  trained  in  muscle 
re-education  procedures  but  must  have  additional 
and  specific  training  in  the  use  of  water  as  an 
exercise  medium.  There  is  the  tendency,  even 
among  medical  men,  to  believe  any  swimming 
instructor  is  capable  of  treating  a patient  ade- 
quately in  water.  Nothing  could  be  more 
dangerous.  It  must  be  emphasized  that  the 
basic  principles  of  therapeutic  exercise  and  specific 
muscle  re-education  are  the  same  in  water  as  out 
of  water.  All  the  value  of  muscle  re-education 
can  be  wasted  and  the  ultimate  result  endangered 
if  the  difficulties  of  stabilizing  the  patient  and 
detecting  substitute  and  faulty  movement  in 
water  are  not  fully  appreciated.  Likewise,  the 
accurate  work  of  the  trained  therapist  can  be 
wasted  by  well-intentioned  parents,  friends,  and 
even  doctors  who  encourage  “swimming”  before 
the  basic  patterns  of  coordination,  strength,  and 
endurance  have  been  set.  The  therapist  must 
actually  have  more  training  to  use  water  than 
other  mediums  of  exercise,  but  the  advantages  to 
the  patient  and  the  results  obtained  are  worth  it. 


CONNECTS  LIVER  INFLAMMATION  TO  TATTOOING  INFECTION 


The  belief  that  hepatitis  is  being  spread  by  tat- 
tooing is  stated  by  Dr.  Ballard  F.  Smith  in  the 
November  25  issue  of  the  Journal  of  the  American 
Medical  Association.  Reporting  on  his  study  of  26 
servicemen  under  treatment  for  hepatitis  at  the 
Fort  Clayton  Hospital  in  the  Canal  Zone,  Dr.  Smith 
id  that  18  men  (69  per  cent)  had  been  tattooed 


within  forty-nine  to  one  hundred  fifty-four  days 
prior  to  the  time  symptoms  began  to  appear. 

Of  special  significance,  indicating  a possible  con- 
nection between  hepatitis  and  tattooing,  Dr.  Smith 
pointed  out,  was  the  fact  that  17  of  these  18  men 
had  been  tattooed  at  one  particular  establish- 
ment. 


DEVELOPMENT  OF  THE  CARE  OF  THE  ORTHOPEDICALLY  HANDI- 
CAPPED IN  NEW  YORK  CITY 

Edgar  M.  Bick,  M.D.,  New  York  City 
( From  the  Mount  Sinai  Hospital ) 


THE  emancipation  of  the  crippled  child  has 
occurred  within  the  lifespan  of  those  of  us  who 
were  born  at  the  beginning  of  this  century.  The 
transformation  from  the  concept  of  the  “poor 
little  cripple,”  whose  family  concealed  him  or 
overprotected  him  at  the  sacrifice  of  other  mem- 
bers of  the  family,  to  the  concept  of  the  partially 
handicapped  normal  boy  or  girl  who  merely 
needed  certain  specific  aids  to  integrate  him  into 
the  economy  of  the  community  is  as  recent  as  is 
the  transformation  of  molecular  into  nuclear 
physics,  and  equally  as  great  a step  in  human 
thinking. 

Until  the  turn  of  this  century,  the  remains  of 
the  medieval  mentality  hung  like  a pall  over  any 
consideration  of  the  place  of  the  crippled  child 
among  men.  It  was  either  a matter  of  sporadic 
charity,  concealment  in  a custodial  institution, 
or,  in  less  fortunate  circumstances,  derision  or 
worse.  The  change,  in  terms  of  social  history, 
was  almost  sudden.  It  was,  however,  preceded 
by  one  specific  stimulus.  I shall  discuss  the  care 
of  the  orthopedically  handicapped  child  in  New 
York  City,  but  I must  not  be  found  guilty  of 
provincialism.  What  happened  here  was  parallel 
in  time  and  effect  to  what  was  happening  in  lead- 
ing cities  over  western  civilization,  particularly  in 
England,  France,  and  Germany. 

I am  not  prejudiced  when  I say  that  the  move- 
ment to  emancipation  was  started  here  and  else- 
where by  the  pioneers  of  orthopedic  surgery.  In 
New  York  City,  William  Detmold,  Louis  Bauer, 
Lewis  Sayre,  James  Knight,  and  Charles  Fayette 
Taylor  all  appeared  on  the  scene  at  about  the 
same  time.  All  had  an  absorbing  interest  in  the 
crippled  child,  each  of  them  was  endowed  with  a 
driving  personality,  and,  amid  great  rivalries, 
prodigious  energy,  competing  for  funds  among 
the  well-to-do  New  York  families,  they  founded 
the  movement.  For  almost  forty  years  they  and 
their  lay  supporters  worked  alone.  The  care  of 
the  crippled  child  remained  a matter  of  hospitals, 
clinics,  and  dispensaries.  What  happened  to  the 
child  outside  its  orthopedic  care  was  in  the  hands 
of  its  family  or  incidental  charity. 

This  first  phase  of  the  movement  started  in  the 
middle  decades  of  the  last  century.  Bauer  in 
Brooklyn  and  Detmold  in  Manhattan  established 
clinics  which  brought  to  the  children  of  New  York 
the  then  recent  discoveries  of  the  best  European 
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clinics.  In  1863,  under  the  guidance  of  James 
Knight,  the  Society  for  the  Relief  of  the  Ruptured 
and  Crippled  was  organized,  and  within  the  year  j 
opened  the  hospital  known  by  that  name  (re- 
cently become  the  Hospital  for  Special  Surgery). 

Four  years  later  the  New  York  Orthopaedic 
Hospital  and  Dispensary  was  organized  and  i 

placed  under  the  direction  of  Taylor.  Sayre,  ). 

succeeding  Detmold  at  Bellevue,  so  increased  the  j. 
recognition  of  the  importance  of  the  work  that 
some  time  later  the  medical  school  granted  him 
the  first  professorial  title  and  chair  in  orthopedic 
surgery  to  be  offered  in  the  United  States. 

By  the  end  of  the  nineteenth  century  strong  ’ 
orthopedic  clinics  were  actively  at  work  in  the  r 
city.  It  must  be  emphasized  that  an  orthopedic 
clinic  of  fifty  years  ago  served  a different  group 
from  that  seen  today.  The  orthopedic  surgeon 
had  not  yet  become  the  traumatic  surgeon  of  the 
community,  and  backache  was  still  lumbago. 
Arthritis  was  rheumatism  until  actual  joint 
deformity  occurred.  The  problems  of  the  ortho- 
pedic clinics  at  the  end  of  the  nineteenth  century 
were  chiefly  bone  and  joint  tuberculosis,  scoliosis, 
infantile  paralysis,  congenital  deformity,  and 
deformity  from  rickets.  For  the  most  part  this  r. 
meant  the  orthopedics  of  childhood  and  youth. 

The  crippled  child  began  to  leave  his  home  and 
neighborhood  to  seek  help.  It  was  still  all  medi- 
cal help,  but  it  brought  the  child  to  the  attention 
of  the  sociologically  minded  who  served  as 
auxiliaries  in  the  hospitals  and  dispensaries. 

The  second  phase  of  the  movement  was  the  i 
outgrowth  of  this  attention.  It  began  specifically 
in  New  York  City  in  1900,  although  of  course 
there  were  a few  preliminary  attempts  during  the 
preceding  decade.  Nevertheless,  if  it  is  possible 
to  ascribe  any  one  broad  sociologic  movement  in  a 
community  to  a single  person,  this  awakening  to 
the  potential  capabilities  of  the  crippled  child 
may  be  ascribed  to  the  energy  and  perception  of 
Miss  Mabel  Irving  Jones  (Mrs.  Henry  B.  Barnes). 

The  history  of  the  development  of  the  care  of  the 
orthopedically  handicapped  in  New  York  City 
from  this  time  on  is  almost  the  history  of  the 
Association  for  the  Aid  of  Crippled  Children, 
founded  by  her  friends  to  support  her  ideas  of 
education  and  vocational  training. 

In  1900,  as  during  most  of  my  own  childhood, 
the  crippled  child  remained  at  home  between 
periods  of  hospitalization  or  visits  to  the  clinic, 
or  at  best,  played  with  a few  intimate  friends  on 
his  own  “block.”  Miss  ‘Jones  perceived  the 
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lack  of  ancillary  care,  the  nonmedical  factors 
which  would  be  necessary  if  these  children  were 
to  be  integrated  into  the  community.  The  first 
requirement,  she  realized,  was  education,  and  she 
immediately  set  about  organizing  a class  for 
crippled  children.  It  was  an  effort  at  the  begin- 
ning to  induce  their  parents  to  accept  the  offering, 
but  once  started  it  grew  rapidly.  Within  two 
years  seventy-six  children  were  enrolled.  During 
the  early  years  support  came  chiefly  from  her 
friends,  but  very  soon  after  she  secured  assistance 
from  the  Children’s  Aid  Society.  In  1908,  her 
supporters,  recognizing  the  specialized  nature  of 
this  philanthropy,  organized  the  Association  for 
the  Aid  of  Crippled  Children,  and  took  over 
financial  responsibility  for  the  school. 

1906  is  an  important  date  in  the  chronology  of 
this  movement.  The  Board  of  Education  of  this 
city,  appreciating  the  value  and  the  feasibility  of 
Mrs.  Barnes’  experiment,  established  the  first 
class  for  crippled  children  in  a New  York  public 
school  as  an  integral  part  of  its  educational  pro- 
gram. The  fact  is  important  because  of  a prin- 
ciple involved.  It  is  generally  recognized  by 
those  engaged  in  social  welfare  activities  that  the 
possibility  of  sociologic  experimentation  with 
public  funds  is  fraught  with  political  danger  in  a 
representative  government.  It  is  therefore  up  to 
private  agencies,  responsible  only  to  their  volun- 
tary supporters,  to  explore  the  feasibility  of  new 
ideas  in  reclamation.  When  these  prove  valu- 
able to  the  community,  or  human  to  the  unfor- 
tunate, governmental  agencies  rightly  step  in  and 
take  over  the  work.  This  frees  the  private 
agencies  from  the  accumulation  of  an  impossible 
financial  load  and  permits  further  exploration  of 
possible  needs.  The  act  of  the  Board  of  Educa- 
tion in  1906  was  a crystal  clear  example  of  this 
principle  at  work.  Its  success  has  made  it  a 
classic  example  of  a specific  project  and  marks  the 
first  contribution  of  civic  government  in  New 
York  City  to  the  ancillary  care  of  the  crippled 
child.  Next  to  the  orthopedic  clinics,  it  also 
marked  a major  step  in  the  movement  for  his 
liberation. 

When  the  Association  for  the  Aid  of  Crippled 
Children  was  formed  in  1908,  the  problem  was 
still  in  its  infancy.  There  was  a large  foreign 
population  in  New  York  City  which  could  not  be 
publicized  by  ordinary  means.  These  people  had 
brought  with  them  many  of  the  fears  and  super- 
stitions of  the  lower  classes  of  the  old  world, 
and  getting  through  to  them  past  the  cultural 
barriers  of  language  and  superstition  required  a 
positive  campaign.  The  mere  offering  of  ad- 
vantages was  not  enough.  The  Association’s 
next  step  was  to  set  about  finding  these  children. 
This  they  accomplished  in  large  numbers  through 
other  private  agencies  and  later  with  the  coopera- 


tion of  the  Board  of  Education  by  means  of 
absentee  rolls. 

During  this  period  other  charitably  minded 
societies  were  formed  to  join  in  this  now  fashion- 
able work.  Most  of  them  were  small;  several 
eventually  joined  the  Association;  most  of  them 
confined  their  objectives  to  establishing  small 
homes  for  convalescent  cases  or  to  supplementary 
neighborhood  activities.  In  1911  the  New  York 
Philanthropic  League  for  Crippled  Children  (later 
for  the  orthopedically  handicapped)  was  founded 
by  Mrs.  Rose  Baran.  This  League  entered  the 
field  also  with  a broad  vision  of  the  ancillary  needs 
of  these  children,  and  rather  well  supported  by  a 
parent  organization  of  charitable  women.  They 
further  supplemented  the  work  of  the  larger 
Association  and  grew  alongside  them.  Their 
first  contribution  was  in  the  schools.  For  years 
they  served  lunches  to  the  crippled  children’s 
class  at  Public  School  27.  A slight  matter  per- 
haps, but  it  made  the  transportation  problem 
half  as  difficult,  and,  in  many  instances,  furnished 
added  nutrition  where  it  was  badly  needed. 

The  League  was  a pioneer  in  another  matter  of 
great  importance.  In  the  earlier  decades  of  this 
century  the  cost  of  braces  represented  a much 
higher  proportion  of  a workingman’s  income  than 
it  does  today.  Except  in  a few  hospitals  where 
the  local  social  service  group  of  volunteers  sup- 
plied the  funds  in  an  exceptional  “worthy”  case, 
there  was  no  place  to  which  the  parent  of  a 
crippled  child  could  go  routinely  for  help.  The 
League  established  its  now  famous  “Brace  Fund.” 
From  this  fund,  any  crippled  child  in  need  of  a 
brace  could  be  assisted  in  its  procurement  or 
could  be  furnished  the  apparatus  without  regard 
to  race,  creed,  or  color,  merely  on  an  objective 
review  of  economic  status.  Not  until  the  1930’s 
did  the  civic  and  State  government  take  over  this 
function. 

Since  1903  the  Children’s  Aid  Society  and,  later, 
the  Association  for  the  Aid  of  Crippled  Children 
distributed  many  of  these  children  to  various  re- 
ceiving agencies  for  brief  summer  vacations  in  the 
country.  For  several  seasons  a few  private  es- 
tates were  opened  to  them  exclusively.  By  1920 
the  New  York  League  for  the  Orthopaedically 
Handicapped  opened  Camp  Carola,  a summer 
camp  for  such  children  not  acceptable  elsewhere 
because  of  their  disabilities,  or  because  they  were 
encumbered  by  braces  or  plaster  casts.  At  this 
camp  the  children  played  the  same  games  and 
enjoyed  very  much  the  same  life  as  did  their 
brothers  and  sisters  elsewhere. 

During  this  period,  from  1910  to  1920,  the 
several  activities  which  have  been  discussed  were 
rapidly  expanding.  More  orthopedic  clinics 
were  formed  as  more  surgeons  entered  the  spe- 
cialty, other  local  hospital  brace  funds  were  en- 
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dowed,  more  lunches  were  served  in  these  classes, 
milk  funds  were  directed  to  such  patients,  family 
services  were  enlarged,  and  the  Association  estab- 
lished a home  nursing  service  for  the  orthopedic 
cases  which  required  such  care.  But  most  im- 
portant, the  principles  upon  which  this  work  was 
predicated  were  changing.  In  1917  the  American 
Red  Cross  instituted  their  famous  Institute  for 
Crippled  and  Disabled  Men.  This  of  course  was 
intended  chiefly  for  the  adults  among  the  ortho- 
pedically  handicapped,  but  it  stimulated  a pro- 
gram of  what  was  later  to  be  known  as  rehabilita- 
tion and  adult  vocational  training  that  per- 
meated the  entire  community  and  greatly  en- 
couraged the  outlook  for  the  crippled  children 
who  had  been  receiving  such  training  from  the 
Association  for  the  Aid  of  Crippled  Children. 

Finally,  as  a result  of  all  this  awakened  con- 
sciousness of  the  potentialities  of  this  group  of 
handicapped,  Section  18c  was  inserted  into 
Article  2A  of  Chapter  402  of  the  laws  of  the 
State  of  New  York,  making  provision  for  the  care 
and  training  of  crippled  children,  a function  of  the 
Division  of  Maternity,  Infancy,  and  Child 
Hygiene  of  the  State  Department  of  Health. 
This  was  in  1922,  sixteen  years  after  New  York 
City  had  entered  the  field  with  its  special  classes 
for  crippled  children.  The  State  has  since  as- 
sumed an  ever-increasing  share  of  the  financial 
burdens  which  these  policies  and  operations  have 
entailed. 

Another  exploration  into  the  justified  needs  of 
these  children  disclosed  that  many  of  the  older 
children  were  under  prolonged  outpatient  care  in 
the  clinics  about  town  and  were  losing  important 
time  in  the  upper  grades  of  school  because  of  the 
necessity  of  reporting  two  and  three  times  a week 
for  muscle  re-education  and  similar  therapies. 
To  overcome  this  added  handicap  to  their  prog- 
ress the  New  York  Philanthropic  League  in 
1916  established  several  stations  in  schools  of  the 
city,  staffed  them  with  qualified  physiotherapists, 
and  offered  to  carry  out  whatever  therapy  along 
these  lines  was  prescribed  by  the  referring  ortho- 
pedic surgeon.  Naturally  the  subsequent  success 
of  the  effort  was  only  attained  after  the  usual 
protracted  period  of  re-educating  the  parents, 
and,  we  must  add,  the  less  progressive  elements  in 
the  medical  profession.  The  Board  of  Education 
has  recognized  the  great  value  of  this  work  and 
expects  to  enlarge  it  under  its  own  direction  when 
suitable  budgetary  requirements  can  be  met. 

The  changing  concepts  of  this  and  the  following 
periods  were  expressed  in  many  ways.  The 
normalcy  of  most  of  these  children  became  more 
and  more  stressed  rather  than  their  defects. 
Only  the  most  severely  handicapped  were  segre- 
gated into  special  classes,  and,  among  those 
orthopedic  surgeons  and  ancillary  workers  who 


were  aware  of  the  problem,  the  tendency  was  to 
clear  the  children  into  normal  classes  as  soon  as 
they  could  handle  themselves  with  sufficient 
safety.  Their  normal  potentials  were  advertised 
to  their  environment.  The  fact  so  plain  to  us 
now  had  literally  to  be  dinned  into  the  public 
consciousness,  that  a limp  doesn’t  make  a cripple 
in  our  modern  age  of  technical  specialization; 
neither  does  a curved  spine  nor  a deformed  but 
usable  arm. 

We  are  now  approaching  what  I shall  call  the 
third  phase.  The  first  was  to  bring  the  ortho- 
pedically  handicapped  child  to  the  hospital  for 
available  reconstruction  and  assistance;  the 
second  was  to  recognize  him  as  a sociologic  poten- 
tial that  could  be  integrated  effectively  into  the 
economic  community  on  a self-sustaining  basis, 
always  with  the  occasional  exception  of  the  too 
severely  handicapped.  The  third  phase  will  be 
the  education  of  the  public  to  receive  them  as 
equally  productive  within  the  fields  in  which  they 
are  trained.  This  opens  a complex  of  psychologic 
problems,  moral  reorientation,  and  renovations  of 
many  intricate  matters  of  compensability,  insur- 
ance, work  association,  and  customs.  There  is 
no  question  but  that  each  of  these  factors  can  be 
solved  and  will  be  in  the  near  future  under  the 
driving  forces  that  have  carried  the  emancipation 
of  the  crippled  this  far. 

The  private  agencies  have  recognized  this  new 
phase  of  the  problem.  Increased  vocational 
guidance  and  training,  bringing  a larger  circle  of 
the  business  and  professional  personnel  into  the 
philanthropic  interest,  and  arranging  for  con- 
stantly increasing  mingling  of  the  orthopedically 
handicapped  with  unfettered  brothers  are  making 
the  appearance  of  these  children  less  and  less 
unusual  and  less  awesome  to  the  community  at 
large.  The  New  York  Philanthropic  League,  in 
order  better  to  prepare  their  charges  for  such 
association,  has  organized  a City  Group  built 
around  the  alumni  of  Camp  Carola.  As  yet 
housed  in  inadequate  quarters,  these  children  and 
young  adults  have  the  same  clubs,  lectures,  and 
games,  sing  the  same  songs,  and  see  the  same 
plays  as  are  to  be  found  in  any  settlement  or 
neighborhood  house  in  the  city.  They  earn  their 
prizes  and  become  club  presidents,  secretaries, 
treasurers,  and  members  of  committees  among 
their  peers.  These  children  and  young  people 
are  now  on  conversational  par  with  their  friends 
and  family  circle.  Such  association  bolsters 
morale  and  prepares  them  for  other  contacts. 

In  order  that  the  private  agencies  can  be  free  to 
continue  exploration  and  experiment,  however, 
they  cannot  be  left  burdened  with  the  accumula- 
tion of  past  endeavors.  The  civic  or  State  de- 
partments must  be  prepared  to  take  over  projects 
of  proved  value  to  the  community  as  has  the 
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progressive  Bureau  of  Child  Welfare  and  Mater- 
nal Care  of  the  Board  of  Health  of  New  York 
City  in  establishing  its  own  cerebral  palsy  project 
in  Queens,  where  private  agencies  had  not  yet 
reached.  I am  not  talking  of  special  privileges. 
If  our  normal  children  are  entitled  to  the  best 
possible  education,  recreation  facilities,  and  other 
advantages  which  this  progressive  city  allows,  so 
are  those  who  are  partially  physically  handi- 
capped but  still  willing  and  potentially  useful 
citizens.  Twenty-two  thousand  of  these  children 
are  now  known  to  the  Association  for  the  Aid  of 


Crippled  Children,  and  this  is  a conservative 
estimate  of  the  actual  numbers  in  the  city. 
That  many  future  citizens,  with  their  uncounted 
future  recruits,  do  not  form  an  occasional  prob- 
lem, they  are  part  of  the  pattern  of  urban  life. 
If  civilization  retains  any  of  the  ideas  which  make 
up  the  definition  of  the  word,  these  members  of 
the  community  will  be  integrated  into  that  pat- 
tern not  as  a philanthropic  or  “welfare”  activity 
for  their  benefit,  but  as  a source  of  added  value  to 
the  community  itself. 

30  East  60th  Street 


RESOLUTION  ADOPTED  ON  CLASSIFICATIONS  OF  CERVICAL  CANCER 


Whereas  the  so-called  League  of  Nations’ 
Classification  of  Carcinoma  of  the  Uterine  Cervix  is 
now  in  common  use  in  many  countries,  but  is  not 
used  exclusively  in  the  United  States  of  America,  it  is 
desirable  that  this  classification,  or  an  acceptable 
modification  thereof,  be  adopted  universally  in  order 
to  reach  a common  ground  of  understanding.  There- 
fore, a Committee  of  duly  appointed  representatives 
of  the  Section  of  Obstetrics  and  Gynecology  of  the 
American  Medical  Association,  the  American  Asso- 
ciation of  Obstetricians,  Gynecologists,  and  Ab- 
dominal Surgeons,  and  the  American  Gynecological 
Society,  meeting  in  session  with  the  Editorial  Com- 
mittee of  the  Annual  Report  on  the  Results  of  Radio- 
therapy in  Carcinoma  of  the  Uterine  Cervix  on  the  oc- 
casion of  the  International  and  Fourth  American 
Congress  on  Obstetrics  and  Gynecology  at  New 
York  City  on  May  14-19,  1950,  has  agreed  to  pro- 
pose the  following  modification  of  the  classification 
adopted  by  the  Health  Organization  of  the  League  of 
Nations  in  1937: 

Stage  0 

Carcinoma  in  situ — also  known  as  preinvasive 
carcinoma,  intraepithelial  carcinoma  and  similar 
conditions. 

Stage  I 

The  carcinoma  is  strictly  confined  to  the  cer- 
vix. 

Stage  II 

The  carcinoma  extends  beyond  the  cervix,  but 
has  not  reached  the  pelvic  wall.  The  carcinoma 
involves  the  vagina,  but  not  the  lower  third. 

Stage  III 

The  carcinoma  has  reached  the  pelvic  wall. 
(On  rectal  examination  no  “cancer-free”  space  is 


found  between  the  tumor  and  the  pelvic  wall.) 
The  carcinoma  involves  the  lower  third  of  the 
vagina. 

Stage  IV 

The  carcinoma  involves  the  bladder  or  the 
rectum,  or  both,  or  has  extended  beyond  the  limits 
previously  described. 

Be  it  resolved  that  this  Classification  be  termed 
the  International  Classification  of  the  Stages  of 
Carcinoma  of  the  Uterine  Cervix,  and  that  all 
organizations  concerned  with  the  problem  on  hand 
be  approached  to  consider  its  adoption. 
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THE  ROLE  OF  COMPLETE  SURGERY  IN  DISEASES  OF  THE  PELVIS 

Chester  E.  Clark,  M.D.,  and  Thomas  V.  Judge,  M.D.,  Syracuse,  New  York 
( From  the  Department  of  Gynecology , Syracuse  Medical  Center) 


DURING  the  last  twenty  years  the  inade- 
quacy of  conservative  surgery  for  many  be- 
nign pelvic  conditions  has  become  evident.  Too 
many  women  have  been  reoperated  for  disease 
which  had  not  been  corrected  by  previous  sur- 
gery, for  disease  which  had  resulted  directly 
from  previous  surgery,  or  for  disease  which  had 
developed  in  remnants  left  after  previous  surgery. 
The  realization  of  this  has  led  us  to  be  much  more 
cautious  about  initiating  surgery  in  the  treatment 
of  benign  pelvic  disease  but,  whenever  surgery  has 
been  elected,  to  employ  much  more  extensive 
procedures.  Newer  methods  of  diagnosis,  more 
information  about  the  origin  of  pelvic  symptoms, 
and  more  effective  means  of  nonsurgical  treat- 
ment have  permitted  satisfactory  management  of 
many  patients  who  would  have  been  subjected  to 
surgery  in  the  past.  Newer  adjuncts  to  surgery 
have  permitted  more  extensive  operations  without 
increasing  the  risk  to  the  patient,  and  efficient, 
convenient,  and  inexpensive  preparations  for  re- 
placement therapy  have  eliminated  the  horror  of 
castration. 

Accordingly,  we  have  become  wary  of  elective 
pelvic  surgery.  However,  when  laparotomy  is 
unavoidable  and  whenever  it  is  impossible  to 
preserve  the  reproductive  function,  the  complete 
uterus  and  adnexae  are  removed.  There  are 
some  reservations.  If  excision  of  the  complete 
uterus  needlessly  increases  the  danger  to  the 
patient,  the  cervix  is  not  removed.  If  the 
patient,  although  aware  of  our  opinion,  still  prefers 
to  conserve  apparently  normal  remnants  without 
hope  of  childbirth,  her  wishes  are  respected. 
This  concept  of  complete  surgery  has  not  been 
formulated  arbitrarily  but  has  grown  painfully 
from  many  sad  experiences.  In  order  not  to  be 
unduly  influenced  by  impressions  which  may 
have  been  engendered  by  a few  vivid  misfortunes, 
we  have  searched  the  literature  for  the  opinion  of 
others  and  have  examined  our  own  experiences 
critically. 

When  laparotomy  is  indicated  for  the  removal 
of  diseased  pelvic  viscera  and  when  further  child- 
birth is  obviously  impossible,  the  decision  to 
remove  other  organs,  which  apparently  are  not 
sufficiently  diseased  at  the  moment  to  require 
extirpation,  depends  upon  the  fact  that  the  prob- 
ability of  development  of  serious  disease  is  of 
more  importance  than  both  the  risk  of  more  ex- 
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tensive  surgery  and  the  disability  caused  by  loss 
of  the  organs.  The  remainder  of  this  discussion 
will  consist  of  an  evaluation  of  those  three  factors. 

Probability  of  Development  of  Serious 
Disease 

The  probability  of  development  of  serious  dis- 
ease because  of  incomplete  surgery  is  sufficient 
to  be  of  considerable  concern.  Tyrone  has  men-  : 
tioned  that  failure  of  previous  surgery  resulted  in  I 
41.6  per  cent  of  1,048  hysterectomies.1  None  of 
the  patients  became  pregnant  and,  in  general, 
had  the  same  symptoms  for  which  they  were  c 
operated  in  the  first  place,  chiefly  persistent  and  c 
increasing  pelvic  pain  and  irregular,  profuse,  t 

intermittent,  or  prolonged  vaginal  bleeding.  p 

At  Syracuse  Memorial  Hospital  in  the  last  three 
years  54,  or  10  per  cent,  of  554  total  hysterec- 
tomies were  performed  to  complete  previous 
inadequate  surgery.  In  addition,  twelve  other  i 
operations,  or  6.5  per  cent  of  all  other  pelvic 
laparotomies,  were  performed  for  the  same  reason. 

In  other  words  9 per  cent  of  all  gynecologic  ab-  : 
dominal  operations  could  have  been  avoided  by  it 
adequate  initial  surgery. 

Of  the  organs  which  may  be  left  by  the  surgeon 
the  one  of  most  concern  is  the  cervix,  both  because  7 
it  is  the  portion  of  the  genital  tract  most  suscep- 
tible to  malignant  disease  and  because  the  benign  b 
affections  of  the  cervical  stump  are  so  often  a : 

cause  of  disability.  Our  troubles  with  cervical  r 

stumps  have  caused  almost  complete  abandon- 
ment of  the  supracervical  procedure  in  recent 
years.  Cancer  leaps  to  mind  as  the  prime  objec- 
tion to  leaving  the  cervix.  Between  2 and  3 per 
cent  of  all  women  may  expect  to  develop  car- 
cinoma of  the  cervix  before  they  die,  and  there 
is  no  reason  to  believe  that  carcinoma  of  the 
stump  should  be  more  or  less  frequent.2-3  Some 
idea  of  the  number  of  cervical  cancers  which 
could  have  been  prevented  is  obtained  from  the 
incidence  of  cancer  of  the  stump  among  all 
carcinomas  of  the  cervix  treated.  A review  of  the 
literature  reveals  that  the  incidence  is  about  4 
per  cent,  and  that  corresponds  to  our  experience 
of  21  stump  cancers  out  of  a total  of  498  cervical 
carcinomas.  In  addition  to  cancer  of  the  cervical 
stump,  we  must  consider  cervical  carcinomas 
which  developed  in  uteri  which  we  feel  should 
have  been  removed  at  the  time  of  previous  sur- 
gery. There  were  41  of  those,  or  another  8 per 
cent  of  all  cervical  cancers  treated.  It  is  evident, 
therefore,  that,  in  our  experience,  12  per  cent  of  all 
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cervical  carcinomas  probably  could  have  been 
prevented  by  proper  surgery. 

Although  the  incidence  of  cancer  in  cervical 
stumps  is  significant  in  itself,  many  stumps  are 
treated  for  benign  disease  for  each  one  that 
develops  cancer,  and,  according  to  Masson,  about 
half  require  surgery.4  Crawford,  Collins,  and 
Weed  estimate  that  20  per  cent  of  all  cervical 
stumps  require  treatment  and  mention  that 
cautery  of  the  cervical  stump  produces  poor  re- 
sults.6 They  removed  123  stumps.  Of  these 
32.5  per  cent  were  from  patients  who  had  the  same 
complaints  for  which  the  original  operations 
were  done.  Aldridge  and  Meriedith  found  that 
85  per  cent  of  women  with  indication  for  hysterec- 
tomy also  have  cervices  with  chronic  inflamma- 
tory lesions,  unhealed  birth  injuries,  or  both,  and 
that  after  subtotal  hysterectomy  many  patients 
complain  of  leukorrhea,  pelvic  pain,  backache,  and 
dyspareunia,  whereas  after  total  hysterectomy 
the  patients  are  remarkably  free  from  those  com- 
plaints.6 Prolapse  of  the  cervical  stump  is 
much  more  common  than  prolapse  of  the  vaginal 
vault  following  hysterectomy. 

Important  adnexal  disease  also  may  follow  in- 
adequate surgery,  and  again  the  incidence  of 
cancer  is  of  most  concern.  Speert  has  mentioned 
that,  although  the  incidence  of  ovarian  malig- 
nancy is  low,  it  ranks  fourth  among  neoplasms 
responsible  for  death  in  women  over  forty,  and 
there  is  a greater  than  1 per  cent  chance  that  a 
woman  forty  years  old  will  die  of  ovarian  cancer.7 
The  same  author  found  that  26  per  cent  of 
patients  with  ovarian  cancer  had  had  operations 
in  the  past  which  permitted  removal  or  diagnosis 
under  anesthesia.  The  incidence  of  previous 
inadequate  surgery  among  our  92  patients  with 
ovarian  cancer  was  6 per  cent ; that  is,  we  now  feel 
that  six  patients  with  ovarian  carcinoma  had 
sufficient  indication  for  removal  of  both  ovaries 
at  the  time  they  were  operated.  Adnexal  disease 
other  than  cancer  also  may  occur  in  remnants  of 
questionable  functional  value.  Pain,  disability, 
and  cyst  formation  very  commonly  require  reop- 
eration. Involvement  of  ureters  by  adherent 
residual  masses  may  occur.  Although  we  have 
had  only  one  case  of  severe  hydronephrosis  result- 
ing from  inadequate  surgery,  there  have  been 
many  patients  in  whom  ureteral  dilatations  have 
relieved  pain  caused  by  adnexal  remnants. 

If  the  uterus  has  been  left  without  the  hope  of 
childbirth,  severe  abnormal  bleeding  frequently 
occurs  as  a result  of  dysfunction  of  ovarian  rem- 
nants. However,  perhaps  more  significant  is  the 
fact  that  of  227  patients  treated  for  carcinoma  of 
the  endometrium  5.3  per  cent  had  had  operations 
in  the  past  at  which  the  uterus  should  have  been 
removed,  including  two  bilateral  oophorectomies. 

In  summary,  9 per  cent  of  all  pelvic  malignancy 


could  have  been  prevented  by  proper  surgery, 
and  9 per  cent  of  all  pelvic  laparotomies  were 
necessary  because  of  previous  incomplete  surgery. 

Risk  of  Complete  Surgery 

The  risk  of  complete  surgery  is  not  so  great  as 
the  disease  potential  of  residual  pelvic  structures. 
A review  of  1,114  subtotal  and  875  total  hysterec- 
tomies done  during  the  last  eighteen  years  reveals 
that  there  has  been  no  higher  mortality  following 
total  hysterectomy  even  when  patients  who  re- 
ceived complete  surgery  for  malignant  disease, 
and  who  contributed  one  third  of  the  deaths  from 
total  hysterectomy,  are  included.  There  are 
many  similar  reports  in  the  literature.  It  has 
been  suggested  that  the  mortality  figures  for 
subtotal  hysterectomy  are  distorted  by  inclusion 
of  all  the  poor  risk  cases;  however,  McKinnon 
and  Counseller  found  total  hysterectomy  slightly 
less  fatal  when  all  cases  were  included,  but,  when 
only  the  cases  of  least  risk  were  chosen,  the  com- 
plete operation  was  found  to  be  more  than  four 
times  less  dangerous.3  In  our  experience  the 
causes  of  death  were  about  the  same  for  both 
types  of  operation,  and  there  were  none  which 
could  be  ascribed  directly  to  the  removal  of  the 
cervix  or  adnexae. 

Complications  have  been  no  more  severe  or 
common  from  total  than  from  subtotal  hysterec- 
tomy. Ureteral  and  vesical  injuries  are  men- 
tioned as  ob j ections  to  complete  hysterectomy.  In 
our  experience  the  most  common  cause  of  ureteral 
injury  has  been  the  removal  of  adherent  adnexal 
masses  regardless  of  the  type  of  hysterectomy. 
There  were  three  instances  of  urinary  tract  injury 
associated  with  each  type  of  operation.  In  addi- 
tion there  were  two  ureteral  and  two  bowel  in- 
juries caused  by  removal  of  diseased  adnexal 
remnants  upon  reoperation  after  previous  hys- 
terectomy. There  have  been  no  complications 
which  could  be  attributed  to  the  prophylactic 
removal  of  relatively  normal  adnexae  or  cervices. 

Disability  from  Loss  of  Organs 

The  disability  from  loss  of  pelvic  structures 
when  there  is  no  possibility  of  childbirth  is  not 
great.  Many  authors  feel  that  the  cervix  is 
necessary  for  support;  however,  the  higher  in- 
cidence of  stump  prolapse  has  already  been  men- 
tioned. Mengert  has  demonstrated  that  the  most 
important  supporting  tissue  is  the  upper  two 
thirds  of  the  paravaginal  fascia.8  We  have  not 
noticed  increased  vaginal  shortening  or  dryness 
in  the  absence  of  the  cervix.  Munnell  observed 
that  the  presence  or  absence  of  a cervix  has  no 
effect  upon  reaction  to  coitus  except  when  removal 
relieves  dyspareunia.9 

Menstruation  is  about  the  only  reason  for 
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preservation  of  the  uterus.  However,  normal 
menstruation  rarely  persists  long  after  adnexal 
operations  extensive  enough,  or  in  the  presence  of 
adnexal  disease  severe  enough,  to  destroy  the 
reproductive  function.  Gay  noted  that  premen- 
strual edema  and  tension  are  apt  to  occur  and 
ascribed  them  to  the  effect  upon  the  uterus  of 
failing  ovarian  function.10  When  ovulation  fails, 
as  it  commonly  does,  abnormal  bleeding  results 
which  very  often  is  incapacitating  and  forces 
radiation  or  further  surgery.  If  the  ovaries  are 
removed  or  fail,  the  uterus  has  no  function. 

The  final  organ  for  consideration  is  the  ovary. 
Many  authors  agree  that  ovaries  should  be  re- 
moved prophylactically  near  or  after  the  meno- 
pause. However,  ovarian  activity  does  persist, 
and  some  feel  that  ovarian  tissue  should  never  be 
removed  unless  diseased.  Other  than  reproduc- 
tion the  only  recognized  ovarian  function  is  the 
production  of  its  two  internal  secretions.  In  the 
absence  of  a possibility  of  reproduction,  therefore, 
the  question  of  disability  after  oophorectomy  is 
essentially  that  of  estrogen  deprivation.  The 
changes  associated  with  the  menopause  may  be 
classified  into  two  groups,  the  autonomic  and 
somatic  on  one  hand,  and  the  mental  and  sexual 
on  the  other.  The  former  are  due  to  lack  of  es- 
trogen, and  the  latter  are  not. 

There  have  been  numerous  reports  that  auto- 
nomic symptoms  such  as  hot  flashes,  hyperhidro- 
sis,  paresthesias,  and  transient  hypertension  may 
be  satisfactorily  controlled  by  inexpensive  oral 
estrogen  preparations.  Some  women  never  have 
such  symptoms,  and  they  are  always  temporary. 
It  has  been  our  impression  that  women  who  have 
lost  both  ovaries  and  uterus  do  not  have  a great 
deal  of  trouble  with  such  symptoms.  To  verify 
this,  the  records  of  215  women  who  had  undergone 
such  operations  in  recent  years  were  reviewed, 
and  as  many  as  possible  were  interviewed.  Con- 
trol of  symptoms  was  considered  good  in  95  per 
cent.  Indeed,  27  per  cent  had  no  symptoms, 
and  10  per  cent  had  symptoms  but  received  no 
medication.  Of  the  11  patients  who  were  consid- 
ered poorly  controlled,  six  had  received  no  treat- 
ment for  various  reasons.  Five  received  medica- 
tion which  failed  to  control  the  symptoms,  al- 
though in  two  the  symptoms  were  mild  to  start 
with  and  apparently  unchanged  by  medication. 
As  might  have  been  expected,  symptoms  occurred 
in  more  of  the  patients  of  the  younger  groups, 
appeared  earlier  after  operation,  tended  to  be 
more  severe,  and  lasted  longer. 

The  somatic  changes  associated  with  the  meno- 
pause consist  chiefly  of  atrophy  of  genitalia,  ure- 
thra, breasts,  skin,  and  bone.  Vaginal  and  ure- 
thral atrophy  may  be  observed  by  the  use  of 
cytology  smears  and  responds  well  to  estrogen 
therapy.  Changes  in  skin  and  breasts  are  difh- 
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cult  to  evaluate,  and  no  controlled  studies  have 
been  made  by  us  or  noted  in  the  literature. 
Osteoporosis  does  occur  as  a result  of  estrogen 
lack  and  may  be  evaluated  roentgenographically, 
but  there  are  so  many  other  factors  involved  that 
its  incidence  is  doubtful  in  an  otherwise  normal 
premenopausal  woman,  and  it  responds  to  therapy 
when  it  occurs.11-13 

The  mental  and  sexual  symptoms  are  a differ- 
ent problem.  They  should  be  almost  completely 
preventable  by  preoperative  psychiatric  diagno- 
sis and  preparation.  Greenhill  has  pointed  out 
that  if  a woman  has  not  had  a psychoneurosis 
before  the  menopause,  she  may  expect  not  to  have 
one  when  she  experiences  the  involution.  Es- 
trogens have  little  effect  upon  such  symptoms. 
Although  autonomic  symptoms  are  usually  con- 
trolled by  estrogens  before  there  is  an  estrogen 
effect  in  the  vaginal  mucosa,  mental  symptoms 
usually  persist  despite  a good  estrogen  effect.14 
Changes  in  libido  following  hysterectomy  seem 
to  have  no  relationship  to  whether  the  ovaries  are 
left  or  not.9  Crossen  reminds  us  that  the  ovary 
is  not  the  basic  factor  in  sex  determination  and 
sexual  response.16*16  Of  215  castrates  of  all  ages 
only  five  noticed  any  change  in  libido  following 
operation : four  increased  and  one  decreased.  Of 
324  patients  who  had  both  ovaries  removed  there 
were  four  who  had  severe  mental  symptoms. 
One  was  a longstanding  schizophrenic  whose 
mental  disease  was  improved  slightly  and  tem- 
porarily by  the  surgery.  Another  was  a pre- 
viously diagnosed  manic  depressive  who  was 
made  worse  by  the  operation.  The  third  had 
nervous  symptoms  of  moderate  severity  which 
could  not  be  controlled  by  estrogens  and  sedation, 
and  she  was  referred  to  a psychiatrist.  The 
fourth  was  interesting  in  that  an  ovarian  trans- 
plantation to  the  rectus  muscle  was  done  which 
functioned  well  enough  to  cause  irregular  periods 
to  continue  and  to  produce  typical  hyperplasia  of 
the  endometrium  on  curettage  nine  years  later. 
However,  she  had  severe,  persistent  menopausal 
symptoms  beginning  immediately  after  operation 
and  diagnosed  as  menopausal  psychosis.  She  is 
another  example  of  the  fact  that  there  are  meno- 
pausal symptoms  due  to  estrogen  deprivation 
which  are  amenable  to  therapy  and  temporary, 
and  that  there  are  others  not  due  to  estrogen  lack, 
but  still  attributed  to  the  menopause.  This 
sharp  division  into  two  groups  was  further  sug- 
gested by  the  responses  to  questionnaires 
sent  to  a group  of  70  women  operated  between 
1930  and  1935  when  estrogens  were  not  in  general 
use.  Complete  data  were  submitted  on  only 
19  patients.  However,  those  were  divided  into 
two  types.  Some  had  flashes  without  mental 
symptoms,  some  had  mental  symptoms,  and  some 
had  mental  symptoms  without  flashes.  Fifty  per 
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cent  had  immediate  onset  of  symptoms,  and  the 
remainder  began  to  have  symptoms  only  after 
several  years.  One  reported  the  onset  of  the 
menopause  fifteen  years  after  bilateral  oophorec- 
tomy. Fifty  per  cent  needed  treatment  for  only 
one  to  three  months,  and  the  remainder  were  still 
being  treated  after  several  years.  Evidently  some 
had  symptoms  of  estrogen  deprivation,  but  it  is 
obvious  that  there  are  many  symptoms  attributed 
by  patients  to  loss  of  ovaries  which  are  not  at  all 
related  to  estrogen  lack  or  helped  by  estrogens. 

Summary 

In  the  absence  of  possibility  of  reproduction, 
the  cervix,  uterus,  and  tubes  have  no  significant 
function,  and  oophorectomy  has  no  significant 
effect  except  estrogen  deprivation.  The  symp- 
toms of  artificial  menopause  are  sharply  divided 
into  two  groups,  the  autonomic  and  somatic 
symptoms  which  may  be  prevented  or  relieved  by 
convenient,  inexpensive  oral  preparations  and  the 
mental  and  sexual  symptoms  which  may  be 
managed  only  by  completely  understanding  a 
disturbed  patient.  Informal  or,  if  necessary, 
formal  psychiatric  diagnosis  and  preoperative 
preparation  and  education  are  important  in  all 
gynecologic  conditions.  If  necessary,  an  elective 
operation  for  benign  pelvic  disease  may  be  post- 
poned indefinitely  for  psychiatric  reasons. 

Conclusions 

1.  All  possible  means  of  diagnosis  and  non- 
surgical  therapy  should  be  exhausted  before  a 
patient  is  subjected  to  elective  laparotomy  for 
benign  pelvic  disease,  because  incomplete  or  con- 
servative surgery  so  often  fails  to  cure  the  disease 
and  so  often  creates  conditions  which  lead  to  fur- 
ther surgery. 

2.  'Whenever  sufficient  pelvic  pathology  exists, 
not  only  to  require  laparotomy  but  also  to  pre- 
clude further  childbearing,  the  complete  uterus 
and  adnexae  should  be  removed  both  to  prevent 
malignant  disease  and  to  avoid  the  disabling  be- 
nign conditions  which  affect  residual  pelvic  struc- 
tures. 

3.  Whenever  laparotomy  is  done  for  pelvic 
disease  in  the  age  of  involution,  complete  surgery 
is  indicated. 
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Discussion 

L.  P.  Tischler,  M.D.,  Schenectady . — Speaking  for 
the  Department  of  Gynecology  at  the  Ellis  Hospital 
in  Schenectady,  we  heartily  endorse  the  conclusions 
of  the  essayists. 

Several  items  in  the  paper  seem  worthy  of  further 
emphasis.  The  question  of  subtotal  hysterectomy 
is  gradually  being  settled  in  favor  of  the  total 
operation  throughout  the  country.  It  is  conceded, 
however,  that  in  the  hands  of  the  occasional  oper- 
ator the  subtotal  operation  is  safer  for  the  patient. 
In  a series  of  over  500  hysterectomies  performed 
together  during  the  past  five  years  with  a uniform 
technic,  the  bulk  by  Dr.  Cornell,  the  cervix  has  been 
left  three  times.  We  have  found  the  removal  of 
the  whole  uterus  to  be  a less  hazardous  procedure 
than  the  recent  literature  indicates.  Some  authors 
state  that  in  the  face  of  severe  cul-de-sac  endometri- 
osis the  operator  may  have  no  choice  but  to  leave  the 
cervix.  It  appears  that  a total  hysterectomy  is 
possible  leaving  the  pathologic  area  still  on  the  bowel 
wall,  and,  although  ovarian  tissue  maybe  left  behind, 
the  symptoms  are  relieved.  The  problem  of  ad- 
hesions of  endometriosis  between  the  rectum, 
rectosigmoid,  and  the  uterus  has  been  solved  by 
following  the  technic  illustrated  in  Graves’  Gyne- 
cology. The  cervical  branches  of  the  uterine  arteries 
are  clamped,  cut,  and  suture-ligated  in  the  cardinal 
ligaments  by  placing  Ochsner  clamps  parallel  to 
the  cervix  and  medial  to  the  suture-ligated  uterine 
arteries.  Then  with  a dry  field  and  the  ureters 
out  of  danger,  no  further  clamping  need  be  done 
while  the  pubocervical  fascia  in  front  and  the 
peritoneum  behind  the  cervix  and  just  above  the 
point  of  adhesion  are  lightly  and  repeatedly  cut. 
By  strong  traction  on  the  uterus  and  further  cir- 
cumcision, the  cervix  is  divested  of  the  involved 
peritoneum  which  remains  on  the  rectosigmoid. 

We  have  not  seen  prolapse  of  the  vaginal  vault 
following  total  hysterectomy,  since  during  the 
operation  a general  shortening  of  all  the  supporting 
ligaments  of  the  cervix  obtains  after  their  reinser- 
tion into  the  vaginal  vault.  In  fact,  a mild  cystocele 
is  usually  automatically  corrected  by  a simple  total 
hysterectomy  because  of  the  elevation  of  the  vaginal 
vault. 

The  question  of  the  effect  of  a hysterectomy  on  the 
ovaries  will  only  be  settled  when  the  effect  of  the 
absent  uterus  will  be  further  elucidated  by  the 
Smiths  and  others.  Although  there  is  evidence 
for  some  ovarian  function  remaining  beyond  the 
menopause,  at  the  present  time  we  feel,  as  do  the 
essayists,  that,  if  any  surgery  is  indicated,  much 
is  gained  by  being  radical.  It  would  be  interesting 
to  get  evidence  from  Falk  concerning  the  results  of 
his  work  on  cornual  resection  for  pus  tubes  as  re- 
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gards  reoperations  for  incomplete  surgery.  An 
interesting  study  has  been  reported  by  Dr.  Irving 
Stein,  Michael  Reese  Hospital,  which  shows  what 
the  probability  is  for  reoperating  cases  in  which  he 
resected  ovaries.  Of  75  cases  resected,  three  cases 
were  reoperated,  two  for  adhesions  and  one  for  a 
lutein  cyst.  All  surgeons  have  had  cases  which 
had  been  previously  operated  and  which  developed 
small  or  large  intraperitoneal  cysts  undoubtedly 
derived  from  remnants  of  ovarian  tissue  left  behind. 

We  have  been  fortunate  in  Schenectady  to  have 
completed  a series  of  over  500  total  hysterectomies, 


both  abdominal  and  vaginal,  with  no  fatality. 
This  is  again  evidence  of  the  lack  of  increased  risk 
of  the  total  hysterectomy.  However,  there  have 
been  several  cases  of  injury  to  the  ureters  because 
of  intraligamentous  fibroids.  The  problem  of 
thrombophlebitis  has  been  relatively  minor. 

We  again  agree  with  the  essayists  as  regards  the 
lack  of  disability  from  loss  of  pelvic  structures. 
We  have  noted  in  the  hysterectomy  cases  no 
vaginal  shortening,  no  dryness  of  the  vagina,  and 
no  coital  difficulties.  As  for  the  latter,  the  dys- 
pareunia  was  usually  corrected. 


FIND  “PUSH-PULL”  TECHNIC  MOST  EFFECTIVE  IN  RESUSCITATION 


An  artificial  respiration  technic  using  a “push 
and  pull”  maneuver  is  the  most  effective  of  the  man- 
ual methods,  according  to  a report  to  the  Council  on 
Physical  Medicine  and  Rehabilitation  of  the  A.M.A. 
The  report  also  pointed  out  certain  advantages  of 
mechanical  resuscitators  but  added  that  mechanical 
devices  should  be  considered  as  adjuncts  to  and  not 
substitutes  for  manual  methods. 

Drs.  Archer  S.  Gordon,  David  C.  Fainer,  and 
A.  C.  Ivy  of  the  University  of  Illinois  College  of 
Medicine,  Chicago,  made  a study  of  various  meth- 
ods of  artificial  respiration,  both  manual  and  me- 
chanical. The  study  made  by  the  Chicago  doctors 
was  to  determine  the  most  effective  methods  of 
artificial  respiration,  a procedure  which  saves  many 
lives.  For  their  study  they  used  109  persons  who 
had  died  less  than  a hour  before  the  tests  were  per- 
formed, and  nine  live  subjects  who  were  taught  to 
“voluntarily  suspend  their  respiration.”  For  most 
of  the  tests,  the  doctors  used  a recently  deceased 
person  because,  they  said,  such  a subject  is  more 
comparable  to  a person  requiring  artificial  respira- 
tion, except  perhaps  the  deeply  anesthetized  person 
where  there  is  a temporary  cessation  of  breathing. 

The  effectiveness  of  artificial  respiration  depends 
on  several  things,  but  this  study  was  concerned 
mainly  with  the  amount  of  air  that  could  be  brought 
into  the  lungs  by  various  manual  and  mechanical 
means.  The  doctors  measured  the  minute  volume 
of  air  exchange  with  manual  methods  by  having  the 
body  inspire  and  expire  into  a carefully  balanced 
graphically  recording  instrument  called  a spirom- 
eter. With  the  mechanical  methods,  they  used  a 
very  sensitive  and  accurate  flow  meter  to  record  the 
volume  of  air  exchange.  A record  could  be  made  of 
the  amount  of  air  exchanged  in  the  lungs  with  each 
respiratory  movement. 

According  to  the  report  a comparison  of  the  find- 
ings shows  that  the  results  of  the  living  subjects  and 
recently  deceased  ones  were  “essentially  in  agree- 
ment” except  that  the  volume  of  air  exchange  in  the 
living  men  was  four  times  greater.  “Either  the 


volunteers  unconsciously  aided  the  artificial  ma- 
neuvers or  there  is  less  resistance  in  the  conscious 
person  to  respiratory  exchange.  We  are  inclined  to 
place  much  more  weight  on  the  results  from  the 
corpses  and  to  consider  them  applicable  in  resuscita- 
tion of  near-dead  asphyctic  subjects. 

“Our  results  reaffirm  the  fact  that  no  one  method 
of  artificial  respiration  can  be  offered  as  completely 
satisfactory.  However,  there  can  be  no  doubt  re- 
garding the  observation  that  those  manual  methods 
which  utilize  both  a ‘push  and  pull’  maneuver  are 
superior.  The  mechanical  resuscitators  employed 
in  this  study  are  not  more  effective  than  a properly 
performed  ‘push  and  pull’  manual  method....  Ex- 
cept for  the  armamentarium  of  the  anesthetist  and 
of  the  fire  or  police  emergency  crew,  all  mechanical 
devices  must  always  be  considered  as  adjuncts  to  and 
not  substitutes  for  manual  methods.” 

The  doctors,  however,  pointed  out  several  ad- 
vantages to  a mechanical  resuscitator.  Some  of  the 
advantages  are:  Less  skill  is  required;  it  is  not 
fatiguing;  it  can  deliver  pure  oxygen;  it  can  be 
used  where  physical  manipulation  of  the  body  is  im- 
possible or  would  be  harmful  as  during  major  sur- 
gical procedures,  in  accidents  with  extensive  burns, 
broken  vertebrae,  ribs  and  arms,  for  victims  trapped 
under  debris  and  during  transportation  to  a hospital, 
and  it  signals  when  the  airway  to  the  lungs  is  ob- 
structed and  provides  an  aspirator. 

At  present  the  Schafer  prone  pressure,  or  “push” 
method,  is  used  by  more  people  than  any  other.  A 
newer  but  less  known  technic  employing  a “pull” 
maneuver,  involving  lifting  of  the  body  at  the  hips, 
is  the  Emerson  method.  The  doctors  suggested: 
“Those  who  are  now  indoctrinated  with  the  Schafer 
prone  pressure  method  can  double  the  ventilating 
efficiency  of  the  method  by  lifting  the  hips  four 
inches  12  times  each  minute,  alternating  with  a 
‘push’  on  the  lower  part  of  the  chest.  Lifting  the 
hips  is  fatiguing  and,  after  the  crucial  first  several 
minutes,  may  be  employed  after  every  second  or 
third  ‘push’  on  the  lower  part  of  the  chest.” 


LEIOMYOSARCOMA  OF  THE  UTERUS 

Joseph  W.  Tandatnick,  M.D.,  and  J.  Irving  Kushner,  M.D.,  F.A.C.S.  New  York  City 
( From  the  Departments  of  Gynecology  and  Pathology,  Bronx  Hospital ) 


Leiomyosarcoma  of  the  uterus  has  been 

classified  into  two  types:  (1)  sarcoma  aris- 
ing in  pre-existent  leiomyoma,  the  so-called 
“sarcomatous  degeneration  of  a fibroid,”  and  (2) 
primary  sarcoma  arising  in  the  myometrium.  In 
some  cases,  there  may  be  difficulty  in  deciding 
this  point.  As  might  be  expected,  the  incidence 
of  the  two  types  shows  considerable  variation 
when  we  compare  the  series  reported.  Novak 
and  Anderson  cite  78  per  cent  as  developing  in 
myomas.1  Kimbrough  gives  60  per  cent  as 
secondary.2  Wheelock  and  Warren  classify  91 
per  cent  as  arising  in  leiomyomas.3  Davis, 
Howe,  and  French  report  88  per  cent  as  arising 
from  leiomyomas.4 

The  literature  reveals  a considerable  difference 
of  opinion  concerning  the  histologic  criteria  for 
the  diagnosis  of  leiomyosarcoma.  Corscaden 
and  Stout  take  the  somewhat  pessimistic  view 
that  none  of  the  histologic  criteria  are  reliable 
and  insist  on  evidence  of  infiltration,  metastasis, 
or  recurrence  as  the  only  valid  evidence  of  malig- 
nancy.6 McFarland  and  Bosse  and  Stanton 
both  believe  that  gross  or  microscopic  evidence  of 
invasiveness  is  the  most  reliable  criterion  of 
malignancy.6'7  Novak  and  Anderson  classified 
their  cases  of  leiomyosarcoma  on  the  basis  of 
mitosis  counts  and  found  that  the  degree  of  mi- 
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totic  activity  rather  closely  paralleled  the  clinical 
malignancy.1 

We  have  studied  our  cases  histologically  ac- 
cording to  the  following  criteria:  (1)  cellularity, 
(2)  degree  of  cell  immaturity,  (3)  variations  in 
size  of  cells,  (4)  relative  frequency  of  tumor  giant 
cells,  and  (5)  relative  frequency  of  mitotic  figures. 
We  believe  that  leiomyosarcoma  can  be  diagnosed 
with  reasonable  accuracy  from  these  histologic 
criteria. 

Material 

During  the  years  1932  to  1948  we  have  en- 
countered ten  cases  of  leiomyosarcoma  which  are 
the  basis  of  this  report.  All  of  these  cases  have 
had  a follow-up.  Three  patients  died  within  one 
year  after  operation.  Of  the  remaining  cases,  the 
longest  follow-up  is  seventeen  years  and  the 
shortest  one  year  (Table  I). 

The  seven  patients  alive  without  recurrence 
can  be  divided  into  four  groups  (Table  II): 

1.  Two  cases  showed  evidence  of  localized 
areas  of  leiomyosarcoma  in  intramural  myomas. 

Case  1. — A thirty-year-old  multipara  was  ad- 
mitted for  an  enlarging  abdominal  mass  associated 
with  pain.  A supravaginal  hysterectomy  was  done 
for  uterine  myoma.  This  patient  is  alive  and  well 
after  four  years  (Fig.  1A  and  IB). 

Case  2. — A thirty-three-year-old  gravida  5,  Para 
1,  was  admitted  for  bleeding.  A total  abdominal 
hysterectomy  and  bilateral  salpingo-oophorectomy 


TABLE  I.— Summary  of  10  Cases  of  Leiomyosarcoma 


Age  Total  . Signs  and  Symptoms Alive  to  Date  Deaths 

Group  Number  Abnormal  Abdominal  Enlarging  Without  Within 

(Years)  of  Cases  Bleeding  Pain  Mass  Weakness  Recurrence  One  Year 


30  to  40  3 2 2 1 ...  3 

40  to  50  3 2 1 1 1 2 1 

50  to  60  1 1 ...  1 ...  ...  1 

60  to  70  2 2 1 ...  ...  2 

70  to  80  1 ...  1 1 ...  ...  1 


TABLE  II. — Patients  Alive  Without  Recurrence 


Age 

(Years) 

Source 

Operation 

Pathology 

Follow-up 

(Years) 

30 

Intramural  fibroids 

Supravaginal  hysterectomy 

Localized  areas  of 
leiomyosarcoma 

4 

33 

Intramural  fibroid 

Total  abdominal  hysterectomy 

Localized  areas  of 
leiomyosarcoma 

3 

38 

Submucous  fibroid 

Supravaginal  hysterectomy  and 
right  salpingo-oophorectomy 

Sarcomatous  de- 
generation of 

uterine  fibroid 

• 17 

65 

Submucous  fibroid 

Hysterectomy  and  bilateral  sal- 
pingo-oophorectomy 

Leiomyosarcoma 

1 

42 

Fundus  fibroid 

Supravaginal  hysterectomy  and 
bilateral  salpingo-oophorectomy 

Leiomyosarcoma 

10 

67 

Intramural  and 
submucous  fibroid 

Supravaginal  hysterectomy  and 
bilateral  salpingo-oophorectomy 

Leiomyosarcoma 

3 

46 

Submucous  fibroid 

Total  abdominal  hysterectomy 

Leiomyosarcoma 

1 

525 
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Fig.  1.  Left:  Localized  area  of  interstitial  edema 
in  which  nuclei  are  hyperchromatic  and  the  cells  are 
large  and  irregular.  (100  X) 

Right:  Active  cell  division  is  present.  Diagnosis: 
Localized  area  of  leiomyosarcoma.  (440  X). 


Fig.  2.  Irregularity  of  the  cells  with  hyperchro- 
matic nuclei  and  bizarre  formation.  Diagnosis: 
Localized  area  of  leiomyosarcoma.  (440  X ) 


was  done  for  uterine  myoma.  This  patient  is  alive 
and  well  after  three  years  (Fig.  2). 

2.  One  case  showed  sarcomatous  degeneration 
of  a uterine  fibroid. 

Case  8. — A thirty-eight-year-old  gravida  3,  Para 
2 was  admitted  for  abdominal  pain.  A supra- 
vaginal hysterectomy  and  right  salpingo-oophoreet- 
omy  were  done.  This  patient  is  alive  after  seven- 
teen years  (Fig.  3). 

3.  Two  cases  showed  evidence  of  pure  leiomyo- 
sarcoma. 


Fig.  3.  Cells  are  irregular  in  size  and  shape  with 
hyperchromatic  nuclei.  Diagnosis:  Leiomyosar- 
coma. (440  X) 


Fig.  4.  Variation  in  size  and  shape  of  the  cells 
and  nuclei,  atypical  mitosis,  hyperchromatism,  and 
giant  cells.  Diagnosis:  Leiomyosarcoma.  (440 

X) 
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Fig.  5.  Large  number  of  cells  with  hyperchroma- 
|tism  of  the  nuclei,  some  apparently  in  active  cell 
division.  Diagnosis:  Leiomyosarcoma.  (440  X) 

Case  4- — A sixty-seven-year-old  gravida  2,  Para 
2 was  admitted  for  bleeding  and  abdominal  pain. 

; A supravaginal  hysterectomy  and  bilaetral  salpingo- 
oophorectomy  was  done  for  fibroids.  This  patient  is 
alive  after  three  years  (Fig.  4). 

4.  There  were  two  cases  of  leiomyosarcoma 
following  intrauterine  radium  for  bleeding  six 


months  and  ten  months  prior  to  admission  to  the 
Bronx  Hospital. 

Case  5. — A sixty-five-year-old  female  was  ad- 
mitted for  bleeding.  Curettage  and  insertion  of 
radium  had  been  done  six  months  previously  for 
bleeding,  at  another  institution.  A supravaginal 
hysterectomy  and  bilateral  salpingo-oophorectomy 
for  submucous  fibroids  were  done  (Fig.  5). 

Summary 

Ten  cases  of  leiomyosarcoma  of  the  uterus 
occurring  in  a sixteen-year  period  at  the  Bronx 
Hospital  are  reviewed. 

Histologic  criteria  are  suggested  as  a basis  for 
the  diagnosis. 

Of  the  ten  cases,  all  had  adequate  follow-up. 
Seven  cases  are  living  and  well,  the  longest  seven- 
teen years  after  operation. 

1826  Grand  Concourse 
1840  Grand  Concourse 


We  are  indebted  to  Dr.  Joseph  Felsen,  Director  of  Labora- 
tories and  Research,  and  to  Dr.  Irving  Smiley,  Director  of 
Gynecology,  Bronx  Hospital,  for  their  helpful  suggestions 
in  the  preparation  of  this  report. 


References 

1.  Novak,  E.,  and  Anderson,  D.  F. : Am.  J.  Obst.  & 

Gynec.  34:  740  (1937). 

2.  Kimbrough,  A.  R.:  ibid.  28:  723  (1934). 

3.  Wheelock,  M.  C.,  and  Warren,  S.:  Ann.  Surg.  116: 

882  (1942). 

4.  Davis,  H.  G.,  Howe,  J.  II.,  and  French,  W.  G.:  Am. 
J.  Obst.  & Gynec.  56:  1048  (1948). 

5.  Corscaden,  J.  A.,  and  Stout,  A.  D.:  Am.  J.  Roent- 
genol. 21:  155  (1929). 

6.  McFarland,  J. : Am.  J.  Cancer  25:  530  (1935). 

7.  Bosse,  M.  D.,  and  Stanton,  J.  N. : Am.  J.  Obst.  & 
Gynec.  45:  262  (1943). 


THE  USE  OF  FLUOROSCOPIC  MACHINES  IN  SHOE-FITTING 


1.  Fluoroscopic  machines  used  for  shoe-fitting 
. are  potentially  dangerous,  particularly  to  children 

and  to  salesmen  who  habitually  operate  them. 
These  dangers  are  inherent  in  the  machines  and  in 
1 their  operation. 

2.  There  is  no  proof  that  the  use  of  fluoroscopic 
machines  contributed  to  accurate  shoe-fitting. 
Fittings  are  not  supervised  by  persons  qualified  to 
recognize  roentgenographic  abnormalities.  More- 
over, soft  tissues  are  not  well  visualized  in  these 
fluoroscopes  because  of  poor  visibility. 

3.  There  are  several  difficulties  that  hinder  the 
'||  enforcement  of  the  present  regulations  in  the  Sani- 
tary Code  of  the  City  of  New  York.  The  number  of 
inspectors  that  can  be  taken  from  other  essential 
duties  and  assigned  to  the  supervision  of  x-ray  shoe- 
fitting machines  is  naturally  small.  Most  of  the 
machines  that  have  been  inspected  have  been  found 


to  be  without  proper  shielding  and  without  adequate 
timing  devices.  The  owners  have  had  difficulty  in 
obtaining  skilled  repair  service  to  recondition  the 
machines  in  accordance  with  the  requirements  of  the 
Sanitary  Code.  The  provision  in  the  Code  that  ex- 
posure shall  be  limited  to  three  in  one  day  and  a 
total  of  twelve  in  one'  year  is  utterly  impractical, 
since  it  is  impossible  to  prevent  customers  from  sub- 
jecting themselves  to  multiple  exposures  in  a number 
of  stores. 

Recommendation:  In  view  of  these  facts,  the  Sub- 
committee recommends  that  the  Committee  on 
Public  Health  Relations  advise  the  Commissioner  of 
Health  and  the  Board  of  Health  that  the  use  of 
fluoroscopic  machines  for  the  fitting  of  shoes  should 
be  prohibited  in  New  York  City. — Statement  by  a 
Subcommittee  of  the  Committee  on  Public  Health  Rela- 
tions of  the  New  York  Academy  of  Medicine. 


MIGRAINE  HEADACHE:  AN  ANALYSIS  OF  124  CASES  TREATED  BY 
HEAD-TRACTION  MANIPULATION  AND  THIAMIN  CHLORIDE 

Murray  M.  Braaf,  M.D.,  New  York  City 
{From  the  Orthopedic  Section  of  the  Lebanon  Hospital  Clinic ) 


DURING  the  past  decade  attention  has  been 
gradually  drawn  to  the  importance  of 
trauma  to  the  cervical  spine  as  the  causative 
factor  in  the  production  of  headache. 

Kelly  in  1942  was  one  of  the  first  to  mention 
trauma  in  the  causation  of  headache.1  Subse- 
quently, Davis  in  1945  in  his  analysis  of  injuries 
of  the  cervical  spine  found  that  many  symptoms 
including  headache  may  develop  from  relatively 
minor  trauma  and  that  the  trauma  produces  a 
loss  of  the  normal  lordotic  curvature  of  the  cer- 
vical spine.2  Little,  in  1946,  substantiated  the 
findings  of  Davis  in  his  report  on  headaches  as- 
sociated with  injuries  of  the  cervical  spine.3  In  a 
group  of  cases  suffering  from  chronic  headaches, 
diagnosed  as  postconcussion  syndrome,  atypical 
trigeminal  neuralgia,  hysteria,  and  also  migraine, 
he  found  most  of  them  to  have  one  common  fac- 
tor, the  loss  of  the  normal  convexity  of  the  cer- 
vical spine  demonstrated  roentgenographically. 
In  1949,  Josey  described  a group  of  headache 
cases  in  which  the  only  common  factor  was  the 
roentgenographic  demonstration  of  the  loss  of 
the  normal  lordotic  curvature  of  the  cervical 
part  of  the  spine.4  This,  he  concluded,  was  due 
to  previous  trauma,  although  a history  of  injury 
could  not  be  obtained  in  many  cases.  Recently, 
Raney  and  Raney  demonstrated  by  myelogram 
and  by  surgery  that  herniation  of  the  cervical 
disk  may  present  headache  as  the  chief  complaint 
(even  though  the  herniation  may  involve  the 
lower  cervical  disks),  and  they  emphasized  that 
the  loss  of  the  normal  lordotic  curve  of  the  cer- 
vical spine  is  one  of  the  most  characteristic 
roentgenographic  findings  of  the  disk  lesion  and 
that  “lesion  of  the  cervical  disk  is  one  of  the  com- 
monest pathologic  conditions  of  the  cervical 
spine,  and  one  of  the  commonest  symptoms  re- 
sulting therefrom  is  headache.”5 

Clinical  Experience 

The  purposes  of  this  article  are  (1)  to  focus  at- 
tention on  the  role  of  trauma  to  the  cervical 
spine  in  the  production  of  migraine,  (2)  to  show 
the  therapeutic  results  obtained  by  head-traction 
manipulation  and  thiamin  chloride  treatment,  and 
(3)  to  stimulate  more  extensive  investigation  and 
research  along  these  lines  in  the  study  of  migraine. 
One  hundred  twenty-four  cases  of  headache  are 
included  in  this  article  for  analysis:  88  cases 
exhibited  typical  migraine  symptoms,  and  36 
were  considered  atypical  migraine.  The  di- 


agnosis is  based  essentially  on  the  presence  of 
certain  criteria  in  the  clinical  history.  These 
criteria  are  (1)  cephalgia  (usually  hemicrania) 
occurring  against  a background  of  relative  well- 
being, (2)  periodicity  of  attacks,  (3)  gastroin- 
testinal symptoms,  (4)  so-called  cortical  or 
psychic  disturbances  such  as  scotoma,  pares- 
thesia, etc.,  and  (5)  relief  of  the  attack  by  Gyner- 
gen  or  allied  drugs.  The  first  four  criteria  were 
considered  necessary  for  the  diagnosis  of  migraine; 
if,  however,  either  criterion  3 or  4 was  not  present, 
then  the  therapeutic  test  of  relief  of  the  attack 
by  Gynergen  was  employed  as  an  additional 
criterion  for  diagnosis.  If  criteria  3 and  4 were 
both  absent,  but  there  was  clinical  relief  with 
Gynergen,  the  case  was  considered  as  “atypical 
migraine.”  Each  patient  was  given  a complete 
general  physical  and  neurologic  examination, 
including  roentgenographic  investigation  of  the 
cervical  spine,  blood  Wassermann,  and  routine 
examination  of  the  urine.  Special  examinations 
for  the  usual  common  causes  of  headache  such 
as  refractive  errors,  sinus  infection,  etc.,  were  in- 
cluded when  indicated.  A careful  history  was 
obtained  in  every  case  paying  special  attention 
to  trauma,  family  history,  allergy,  and  the  evalua- 
tion of  any  psychic  element  or  tendencies. 

Table  I shows  the  results  of  the  analysis.  Out 
of  88  cases  of  migraine,  70  were  females  and  18 
males,  varying  from  sixteen  to  sixty-six  years  of 
age  at  the  time  of  the  first  examination.  The 
duration  of  the  condition  varied  from  one  to 
forty-four  years  with  the  average  being  sixteen 
years;  42  (48  per  cent)  gave  a history  of  familial 
incidence  of  headache;  32  (36  per  cent)  had  a 
definite  history  of  allergy;  and  two  (2  per  cent) 


TABLE  I. — Analysis  op  Cases 


Migraine 

Atypical 

Migraine 

Number  of  Cases 

88 

36 

Sex 

Male 

18  (20%) 

18  (50%) 

Female 

70  (80%) 

18  (50%) 

Age  at  first  examination 

16  to  66  years 

20  to  70  years 

Duration 

1 to  44  years 
42  (48%) 

3 to  35  years 

Family  history 

4 (11%) 

Allergy 

32  (36%) 

2 (6%) 

Marked  psychiatric  per- 

2 (2%) 

4 (11%) 

sonality 

Trauma  before  onset 

36  (42%) 

20  (56%) 

Trauma  after  onset 

28  (32%) 

6 (17%) 

X-ray  findings 

Loss  of  curvature 

34  (39%) 

28  (78%) 

Exaggeration  of  curva- 

27  (30.5%) 

0 (0%) 

ture 

Normal 

27  (30.5%) 
88  (100%) 

8 (22%) 

Localized  tenderness  of 

36  (100%) 

upper  cervical  spine 
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j exhibited  marked  psychoneurotic  tendencies. 
('  Spinal  trauma  before  onset  of  headache  was  noted 
in  36  cases  (42  per  cent),  although  28  (32  per 
{ cent)  of  the  other  cases  gave  a history  of  the 
i migraine  attacks  becoming  aggravated  after  in- 
jury. Roentgenographically,  34  (39  per  cent) 
showed  loss  of  the  normal  lordotic  curve  of  the 
( cervical  spine;  27  (30.5  per  cent)  showed  an  ex- 
: aggeration  of  the  lordotic  curve,  and  the  remain- 
ing 27  (30.5  per  cent)  revealed  no  apparent 
'changes  (Fig.  1).  It  did  not  follow  that  every 
I patient  who  gave  a history  of  trauma  showed 
positive  x-ray  findings,  as  only  61  per  cent 
' (22  out  of  36  ca$es)  of  the  presumably  traumatic 
i j cases  exhibited  loss  of  the  lordotic  curve. 

The  36  cases  of  atypical  migraine  were  divided 
equally  between  males  and  females  with  ages 
varying  from  twenty  to  seventy  and  duration 
from  three  to  thirty-five  years.  Four  (11  per 
i cent)  gave  a family  history  of  headache,  two  (6 
per  cent)  exhibited  allergic  manifestations,  and 
[four  (11  per  cent)  marked  psychoneurotic  ten- 
\ dencies.  The  incidence  of  trauma  before  onset  of 
(symptoms  was  56  per. cent,  and  the  roentgeno- 
graphic  evidence  of  loss  of  the  lordotic  curve  of 
,i  the  cervical  spine  was  found  in  78  per  cent  (Fig. 
3). 

It  is  highly  significant  that  such  a large  num- 
ber of  migraine  cases  (39  per  cent  in  the  classic 
type  and  78  per  cent  in  the  atypical  form) 
showed  definite  roentgenographic  changes  char- 
> acteristic  of  disk  lesions.  These  observations 

(assume  an  even  greater  importance  when  it  is 
■ considered  that  in  many  surgically  proved  cases 
of  herniation  of  the  lumbar  disks  no  apparent 
changes  of  the  lumbar  spine  could  be  demon- 
strated roentgenographically. 

The  one  striking  feature  of  the  analysis  was 
the  constant  physical  finding  of  definite  localized 
tenderness  upon  digital  pressure  of  the  upper 
i cervical  spine  on  the  same  side  as  the  headache. 
This  was  present  in  100  per  cent  of  the  cases  of 
both  the  typical  and  atypical  forms  of  migraine, 
especially  during  the  attacks  and  to  a lesser  de- 
gree (but  still  in  appreciable  amount)  between 
the  attacks,  although  the  patients  in  the  majority 
of  cases  never  complained  about  the  neck.  Some- 
times the  tenderness  was  bilateral.  Moreover, 
strong  digital  pressure  over  the  tender  area  of  the 
I upper  cervical  spine  often  aggravated,  precipi- 
tated, or  reproduced  an  attack  of  headache. 

Factors  in  Migraine 

Trauma. — Trauma  to  the  cervical  spine,  direct 
or  indirect,  is  one  of  the  most  important  factors 
j in  the  causation  of  migraine,  and  consequently 
, the  greater  the  injury  to  the  neck,  the  more  likely 
are  the  symptoms  liable  to  occur.  Sometimes, 
! repeated  minor  injuries  to  the  neck  may  produce 


migraine.  Very  often  the  trauma  may  be  so 
slight  or  so  far  in  the  past  that  its  casual  rela- 
tionship is  either  overlooked  or  forgotten  by  the 
patient,  inasmuch  as  the  headache  may  occur 
many  days,  months,  or  years  later.2 

The  fact  that  a history  of  trauma  to  the  neck 
was  obtained  only  in  42  per  cent  of  the  typical 
and  in  56  per  cent  of  the  atypical  migraine  cases 
can  be  easily  understood  by  a study  of  the  types 
of  injuries  that  may  affect  the  cervical  spine, 
which  is  the  most  vulnerable  portion  of  the  entire 
spine  because  of  its  greater  mobility.  It  must 
be  remembered  that  most  injuries  to  the  cervical 
spine  occur  during  childhood  or  adolescence  and 
hence  are  usually  forgotten  or  thought  to  be  of 
no  importance  by  the  patient  when  eliciting  a 
history  of  trauma.  Moreover,  the  large  majority 
of  injuries  to  the  neck  are  of  an  indirect  nature. 
Force  may  be  transmitted  to  the  cervical  spine 
through  the  skull  in  head  injuries,  or  through  the 
arms  during  a fall  on  the  outstretched  hands,  or 
through  the  lower  spine  by  a fall  on  the  buttocks 
or  feet.  Sudden  jarring  of  the  head  and  neck  in 
automobile  collisions  and  other  accidents  is  an 
important  contributory  factor  in  producing 
trauma  to  the  cervical  spine,  although  the  patient 
may  not  experience  any  apparent  injury  at  the 
time.  Constant  straining  or  twisting  of  the  neck 
over  a prolonged  period  of  time  definitely  con- 
stitutes trauma,  although  it  is  not  recognized  as 
such.  This  type  of  trauma  is  common  in  people 
in  certain  professions  and  occupations  such  as 
dentists,  professional  baseball  pitchers,  photog- 
raphers, auto  mechanics,  etc.  Damage  to  the 
cervical  spine  can  be  demonstrated  roentgeno- 
graphically in  a majority  of  these  cases.  Sleeping 
with  the  neck  in  an  unnatural  or  cramped  posi- 
tion, such  as  many  of  our  boys  had  to  do  in  fox- 
holes, may  produce  indirect  trauma  to  the  cer- 
vical spine.  Strain  on  the  neck  during  the 
administration  of  anesthesia  for  prolonged 
surgical  operations  may  cause  cervical  damage. 
Carrying  heavy  baggage  or  manual  manipulation 
of  heavy  objects  or  machines  may  also  place  an 
indirect  strain  upon  the  neck.  Trauma  assumes 
greater  importance  if  superimposed  upon  pre- 
vious spinal  damage  or  upon  inherent  hereditary 
weakness  of  the  cervical  spine.  Acute  flexion 
and  other  extreme  ranges  of  motion  of  the  neck 
are  relatively  common  precipitating  causes  of 
symptoms  in  patients  who  already  have  defec- 
tive disks  from  previous  spinal  trauma.5 

Heredity. — Heredity  appears  to  be  an  under- 
lying factor  in  the  production  of  migraine  ac- 
cording to  all  observers,  but  its  exact  role  is  not 
understood.6  In  this  series,  42  out  of  88  cases 
(48  per  cent)  gave  a family  history  of  headache, 
but  only  28  per  cent  (12  out  of  42)  had  a history 
of  spinal  trauma.  Moreover,  roentgenographi- 
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TABLE  II. — Results  of  Therapy 


Excellent 
(90  to  100% 
Improved) 

Good 

(75  to  89% 
Improved) 

Fair 

(51  to  74% 
Improved) 

Poor 

(0  to  50% 
Improved) 

88  cases  of  migraine 
36  cases  of  atypical  migraine 

36  (41%) 
18(50%) 

30  (34%) 
8 (22%) 

10(11.4%) 

6(17%) 

12  (13.6%) 
4(11%) 

cally  the  relationship  between  the  exaggeration  of 
the  lordotic  curve  and  the  “hereditary”  form  of 
migraine  was  not  as  definite  as  it  was  thought  to 
be  in  an  earlier  report,  as  only  15  out  of  the  42 
cases  (36  per  cent)  showed  an  exaggeration  of  the 
normal  lordotic  curve  while  an  equal  number 
exhibited  a loss  of  the  curve  with  the  remaining 
12  (28  per  cent)  displaying  no  apparent  changes.7 
This  proportion  was  approximately  the  same  as 
for  all  cases. 

However,  the  observation  that  36  per  cent  of 
the  hereditary  type  showed  an  exaggeration  of 
the  lordotic  curvature  of  the  cervical  spine  is  in 
itself  a significant  finding  and  suggests  the  possi- 
bility that  an  exaggeration  of  the  curvature  con- 
stitutes an  inherent  weakness  of  the  cervical 
spine  and  is  more  likely  than  a normal  spine  to 
cause  compression  of  the  upper  cervical  nerves 
after  relatively  slight  trauma.  It  is  very  prob- 
able that  what  the  migrainous  patient  inherits  is  a 
weakness  of  the  ligamentous  structures  of  the 
cervical  spine. 

Allergy. — Allergy  has  been  considered  an  etio- 
logic  factor  in  migraine  because  of  the  frequent 
history  of  the  ingestion  of  certain  foods  pre- 
cipitating an  attack  of  migraine.  Vaughan  was 
one  of  the  first  to  report  a large  series  of  headache 
cases  associated  with  allergy  which  he  called 
“allergic  migraine.”8  However,  attempts  to 
desensitize  these  patients  have  met  with  little 
success  in  the  hands  of  most  observers.  The 
inhalants  are  apparently  unimportant  in  the 
production  of  migraine.  In  this  series,  32  out 
of  88  cases  (36  per  cent)  presented  a history  of 
allergy  to  certain  foods,  such  as  candy,  chocolate, 
cake,  milk,  egg,  beef,  onions,  etc.  All  these 
cases  showed  localized  unilateral  tenderness  of 
the  upper  cervical  spine  in  the  interval  between 
their  attacks.  Before  instituting  any  therapy, 
every  patient  was  tested  with  the  particular  food 
to  which  he  found  he  was  “allergic.”  In  each 
instance,  an  attack  of  migraine  was  produced. 
Then  each  patient  was  given  head-traction 
manipulation  therapy  and  thiamin  chloride  for  a 
period  varying  from  one  to  two  months.  At  the 
end  of  this  time,  there  was  no  tenderness  in  the 
upper  cervical  spine  in  29  out  of  32  cases  (91 
per  cent),  and  ingestion  of  the  candy  or  cake, 
etc.,  caused  no  headache  in  these  cases,  leading 
one  to  conclude  that  this  apparent  food  “allergy” 
was  secondary  probably  to  vagal  irritation  in- 


duced reflexly  by  stimulation  of  the  upper  cer- 
vical nerves. 

Miscellaneous  Factors. — There  are  many  other 
factors  which  will  definitely  induce  migraine  at- 
tacks in  different  patients.  Among  these  are 
emotional  upsets  or  excitement,  menstruation, 
watching  fast  moving  objects  in  moving  pictures 
or  television,  ingestion  of  alcohol,  barometric 
pressure  variations,  severe  coughing  or  sneezing, 
exposure  to  sun,  and  exposure  to  smoke  fumes  as 
when  sitting  in  smoke-filled  rooms.  All  these 
extraneous  factors  tend  to  confuse  the  already 
very  complicated  picture  of  migraine;  however, 
these  factors  are  only  exciting  or  precipitating 
causes  producing  a direct  or  indirect  irritation  of 
the  upper  cervical  nerves. 

Treatment  of  Migraine 

Vitamins  of  the  B group  have  been  utilized 
in  the  therapy  of  migraine  with  some  degree  of  1 
success.  Palmer  used  vitamin  B therapy  (es- 
pecially thiamin  chloride  intramuscularly)  with  1 
good  results  in  65  per  cent  of  a large  series  of 
cases.9  The  role  that  thiamin  chloride  plays  in 
the  relief  of  headache  is  not  that  of  correcting  a 
vitamin  deficiency,  but  rather  of  relieving  nerve 
irritation,  when  given  in  large  doses,  and  it  may  - 
in  itself  be  useful  in  relieving  early  cases  of  mi- 
graine. 

Routine  treatment  consisted  of  head-traction 
manipulation  of  the  neck  and  intramuscular  in- 
jection of  200  mg.  of  thiamin  chloride  at  least  three 
times  a week  for  the  period  of  one  to  two  months 
as  described  in  a previous  report.7  Adequate 
estrogenic  therapy  was  instituted  where  indi- 
cated. However,  in  a few  stubborn  cases  this  I 
treatment  was  combined  with  the  injection  of  5 cc. 
of  2 per  cent  procaine  hydrochloride  into  the  up- 
per cervical  region  on  the  same  side  as  the  pain, 
and/or  intranasal  sphenopalatine  ganglion  block 
with  2 per  cent  solution  of  Pontocaine  Hydro- 
chloride.10,11 

Summary  of  Results 

The  summary  of  results  of  124  cases  of  migraine 
treated  by  head-traction  manipulation  and 
thiamin  chloride  is  shown  in  Table  II.  All  the 
cases  were  observed  for  a period  of  six  to  twenty-  , 
five  months  after  cessation  of  therapy.  Evalua- 
tion of  treatment  is,  no  doubt,  difficult  because 
we  must  depend  upon  the  statements  of  the  pa- 
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tient  in  gauging  the  effects  of  therapy.  Based 
entirely  on  the  patient’s  own  estimation  of  im- 
provement, the  results  were  divided  into  four 
main  categories,  namely,  excellent,  good,  fair, 
and  poor.  In  the  “excellent”  class  were  in- 
cluded those  patients  who  stated  that  they  were 
entirely  or  almost  entirely  relieved  of  symptoms 
(90  to  100  per  cent  improved);  those  who 
claimed  that  they  were  at  least  three-fourths 
improved  were  placed  in  the  subdivision  of 
“good”  (75  to  89  per  cent  improved);  the  “fair” 
consisted  of  those  who  were  at  least  more  than 
half  better  (51  to  74  per  cent  improved);  and  the 
remainder  were  classified  as  “poor”  or  “failure” 
(0  to  50  per  cent  improved).  Recurrences  were 
considered  as  failures,  but  these  patients  usually 
did  well  with  additional  therapy. 

In  88  cases  of  migraine,  we  had  41  per  cent 
excellent  and  34  per  cent  good  results,  making  a 
total  of  75  per  cent  with  marked  improvement. 
Of  the  36  atypical  migraine  cases  72  per  cent  fell 
into  the  combined  good  and  excellent  categories. 
The  best  results  were  obtained  in  those  patients 
who  had  suffered  from  this  condition  for  less  than 
five  years.  As  a rule,  the  less  chronic  the  condi- 
tion and  the  younger  the  patient  at  the  time  of 
commencement  of  therapy,  the  better  is  the  out- 
look for  complete  and  permanent  relief  of  symp- 
toms. This  does  not  mean  that  the  chronic 
cases  are  hopeless,  as  excellent  results  have  also 
been  achieved  in  those  who  had  had  symptoms 
for  as  long  as  thirty-four  years. 

The  12  failures  in  the  typical  (13.6  per  cent) 
and  the  four  (11  per  cent)  in  the  atypical  migraine 
can  be  attributed  mainly  to  the  chronicity  of  the 
condition.  Insufficient  therapy  and  presence  of 
marked  psychiatric  manifestations  are  other 
causes  of  failures.  Early  treatment  is  of  para- 
mount importance  for  good  therapeutic  results  in 
migraine,  and,  if  treatment  is  instituted  when  the 
condition  is  first  recognized,  it  is  very  probable 
that  hardly  any  of  the  cases  will  ever  reach  the 
chronic  stage. 

Case  Reports 

Two  cases,  one  of  typical  and  the  other  of 
atypical  migraine,  have  been  selected  for  brief 
presentation,  mainly  to  show  the  characteristic 
x-ray  findings  and  the  results  of  head-traction 
manipulation  therapy. 

Case  1.  Migraine. — D.  W.,  aged  forty-one,  a 
white  housewife,  was  first  seen  on  May  31,  1948, 
eighteen  hours  after  the  onset  of  a severe  attack  of 
headache.  For  the  past  twenty-five  years  she  had 
been  suffering  from  periodic  attacks  of  headache 
which  occurred  about  twice  a month  during  the 
past  four  years.  A typical  attack  would  start  with 
the  right  eye  (occasionally  the  left)  becoming  heavy, 
dull,  and  congested  accompanied  by  tearing.  In 


Fig.  1.  Lateral  roentgenogram  of  the  cervical 
spine  taken  in  June,  1948,  showing  reversal  of  the 
lordotic  curve  (Case  1).  Note:  All  roentgenograms 
have  been  taken  with  the  head  hyperextended  as 
far  as  possible. 


about  one  hour  the  headache  commenced  with  pain 
in  the  back  of  the  head  traveling  to  the  top  and  then 
to  the  right  temporal  region,  accompanied  by 
marked  general  irritability,  spots  in  front  of  the  eyes 
producing  temporary  blindness,  sensitivity  to  light, 
and  deafness  of  the  right  ear.  This  was  usually 
followed  by  nausea  and  vomiting.  The  attack  would 
last  two  to  three  days,  during  which  time  she  had  to 
remain  in  bed,  and  it  was  accompanied  by  extreme 
fatigue.  She  also  complained  of  pain  in  the  chest, 
right  elbow,  and  wrist  with  sensation  of  pins  and 
needles  in  the  right  forearm  and  hand  during  the 
last  two  years.  These  latter  complaints  were  con- 
stant every  day  but  disappeared  with  the  onset  of 
the  headache  and  reappeared  after  the  attack.  An 
attack  was  usually  precipitated  by  emotional  stress, 
excitement,  and  menstruation.  Eating  cake  always 
induced  an  attack. 

Trauma:  At  the  age  of  ten  patient  fell  down  one 
story,  landing  flat  on  her  back,  apparently  sustain- 
ing no  serious  injury  at  the  time. 

Menses:  Regular,  no  menopausal  symptoms. 

Physical  Examination:  Entirely  negative  ex- 
cept for  definite  findings  in  the  neck.  There  was 
moderate  rigidity  with  restriction  of  all  movements 
of  the  neck  and  marked  point  tenderness  over  the 
upper  cervical  region  of  the  spine  on  the  right. 

X-rays:  The  cervical  spine  showed  a reversal  of 
the  lordotic  curve  (Fig.  1). 

Treatment:  Head-traction  manipulation  was 
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Fig.  2.  Lateral  roentgenogram  of  the  cervical 
spine  taken  in  December,  1949,  showing  marked 
correction  of  the  reverse  lordosis  seen  in  Fig.  1. 


successfully  administered  resulting  in  immediate 
abortion  of  the  attack.  Routine  therapy  consisting 
of  head-traction  manipulation  and  200  mg.  of  thia- 
min chloride  intramuscularly  was  carried  out  three 
times  a week  for  two  months. 

Result:  At  the  end  of  therapy  patient  was  able 
to  eat  cake  without  getting  a headache.  Since 
cessation  of  therapy  twenty  months  ago,  there  has 
been  only  an  occasional  headache  but  no  attacks, 
and  the  pain  and  sensations  in  the  right  upper  extrem- 
ity had  entirely  disappeared.  X-rays  of  the  cer- 
vical spine  taken  eighteen  months  after  tne  first 
show  a marked  correction  of  the  previously  noted 
reversal  of  the  lordotic  curve  (Fig.  2). 

Case  2.  Atypical  Migraine. — L.  H.,  aged  fifty- 
five,  an  executive  and  former  Army  colonel,  was 
seen  on  September  9,  1949,  complaining  of  headache 
since  1941.  At  the  beginning  the  headache  was 
slight,  but  it  gradually  increased  in  intensity  so  that 
in  1945  he  was  incapacitated  because  of  the  severe 
pain.  The  pain  was  located  over  the  right  frontal, 
temporal,  and  maxillary  regions,  but  at  that  time  it 
disappeared  dramatically  just  after  cocainization  of 
the  floor  of  the  nose.  However,  two  years  later, 
patient  began  to  complain  of  pain  in  the  back  of  the 
neck  traveling  to  the  top  of  the  head,  which  gradu- 
ally became  more  severe  each  month.  The  head- 
ache occurred  about  twice  a week  and  lasted  all  day, 


Fig.  3.  Lateral  roentgenogram  of  the  cervical 
spine  showing  moderate  loss  of  the  lordotic  curve 
with  marked  narrowing  of  the  intervertebral  spaces 
and  osteoarthritic  changes  involving  the  third, 
fourth,  fifth,  and  sixth  intervertebral  articulations 
(Case  2). 


accompanied  by  marked  fatigue  and  irritability. 
At  this  time,  the  pain  was  not  relieved  by  cocainiza- 
tion of  the  nose  or  by  any  of  the  common  analgesics, 
but  there  was  temporary  relief  with  Gynergen. 
Emotional  stress  and  excitement  definitely  precipi- 
tated the  headache,  which  was  especially  worse  on 
Monday  when  he  had  a great  deal  of  work  piled  on 
his  desk.  There  was  no  nausea,  vomiting,  scoto- 
mata, paresthesia,  or  allergy. 

Trauma:  Thrown  off  a horse  ten  years  ago,  hurt- 
ing left  foot  and  lumbar  spine. 

Examination:  The  neck  revealed  marked  tender- 
ness over  the  entire  cervical  spine  bi  lateral  1} , being 
especially  pronounced  over  the  upper  areas.  All 
movements  of  the  neck  except  flexion  produced 
varying  degree  of  discomfort,  and  there  was  marked 
restriction  of  rotation  of  the  head  and  neck. 

X-rays:  The  cervical  spine  showed  moderate 

loss  of  the  lordotic  curve  with  marked  narrowing  of 
the  intervertebral  spaces  and  osteoarthritic  changes 
involving  the  third,  fourth,  fifth,  and  sixth  inter- 
vertebral articulations  (Fig.  3). 

Diagnosis:  Because  of  the  history  of  periodic 
attacks  of  headache  relieved  by  Gynergen  occurring 
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against  a background  of  relative  well-being,  this 
case  was  classified  as  atypical  migraine. 

Treatment:  Head-traction  manipulation  three 
to  five  times  a week  for  one  month. 

Result:  Immediate  relief  within  the  first  week. 
Marked  improvement  of  movements  of  the  neck. 
No  recurrence  of  headache  since  cessation  of  therapy 
six  months  ago. 


Comment 

The  most  outstanding  feature  of  this  analysis  is 
the  constant  physical  finding  of  localized  tender- 
ness of  the  upper  cervical  spine  in  every  case  of 
both  the  typical  and  atypical  forms  of  migraine. 
Cervical  tenderness  represents  for  the  greater  part 
irritated  nerve  root  fibers,  as  pressure  applied  by 
the  examiner’s  thumb  on  the  upper  cervical  spine 
on  the  side  of  the  headache  will  not  only  cause 
local  tenderness  but  will  often  reproduce  the 
original  headache  in  the  frontal  or  supraorbital 
region  on  the  same  side.4’6  This  constant  finding 
of  localized  tenderness  of  the  upper  cervical  spine 
suggests  the  probability  that  the  upper  cervical 
nerves  are  being  continuously  irritated,  produc- 
ing a permanent  “subclinical”  neuritis,  even 
though  the  patient  may  be  free  from  symptoms 
| between  attacks  of  headache.  Therefore,  all 
[ that  is  needed  to  precipitate  an  attack  is  some 
slight  stimulation  of  the  sympathetic  nervous 
system  as  occurs  during  emotional  stress  or  strain, 
during  the  menses  in  women,  etc.  This  would 


account  for  the  "trigger”  mechanism  and  perio- 
dicity of  headache  so  commonly  seen  in  migraine. 

Conclusions 

1.  Sufficient  evidence  is  herewith  produced  to 
focus  attention  upon  trauma  to  the  cervical  spine 
in  the  production  of  migraine. 

2.  Migraine  can  be  treated  successfully  by 
head-traction  manipulation  and  thiamin  chloride. 

3.  It  is  hoped  that  this  paper  will  stimulate 
more  extensive  investigation  and  research  along 
these  lines  in  the  study  of  migraine  and  allied 
conditions. 

583  Riverside  Drive 


Grateful  aknowledgment  is  made  to  Dr.  William  D.  Weiss 
for  his  aid  in  the  preparation  of  this  article. 


References 

1.  Kelly,  M.:  M.  J.  Australia  2:  479  (1942). 

2.  Davis,  A.  G.:  J.A.M.A.  127:  936  (Apr.  17)  1945. 

3.  Little,  S.  C.:  J.  M.  A.  Alabama  16:  110  (f946). 

4.  Josey,  A.  1.:  J.A.M.A.  140:  944  (July  16)  1949. 

5.  Raney,  A.  A.,  and  Raney,  R.  B.:  Arch.  Neurol.  & 

Psychiat.  59:  603  (May)  1948. 

6.  Von  Storch,  T.  J.  C.:  Am.  Pract.  1:  631  (Aug.) 

1947. 

' 7.  Braaf,  M.  M.:  New  York  State  J.  Med.  49:  1812 
(Aug.  1)  1949. 

8.  Vaughan,  W.  T. : The  Practice  of  Allergy,  St.  Louis, 
C.  V.  Mosby  Co.,  1939. 

9.  Palmer,  H.  D.:  Clinics  4:  531  (1945). 

10.  Jones,  O.  W.,  Jr.,  and  Brown,  H.  A.:  J.  Nerv.  & 

Ment.  Dis.  99:  668  (1944). 

11.  Amster,  J.  L.:  New  York  State  J.  Med.  48:  2475 
(Nov.  15)  1948. 


SURGEON  GENERAL  PRAISES  KOREAN  MEDICAL  CARE 


Returning  after  an  exhaustive  survey  of  the 
Medical  Service  in  Korea  and  the  Far  East  Com- 
mand, Major  General  Raymond  W.  Bliss  stated  that 
personal  observation  of  the  medical  work  being  ac- 
complished has  confirmed  the  fact  that  medical  care 
for  the  fighting  men  is  superior. 

In  World  War  II,  three  out  of  every  four  wounded 
men  who  were  admitted  to  hospital  were  returned  to 
duty.  As  outstanding  as  this  record  was,  present 
indications  are  that  this  record  will  be  surpassed,  un- 
less there  are  unexpected  developments  as  yet  un- 
foreseen in  the  Korean  campaign.  In  one  evacua- 
tion hospital  in  Korea.  18,000  men  have  been  ad- 
mitted for  treatment  during  a three-month  period. 
Of  those  18,000,  only  40  lives  were  lost. 

Admissions  for  disease  in  Korea  were  only  slightly 
higher  than  for  wounds  and  nonbattle  injuries.  The 
disease  record  there  becomes  almost  spectacular 
when  one  remembers  that  Korea  has  been  the  point 


of  origin  of  some  of  the  most  extensive  epidemics  the 
world  has  ever  known,  including  those  of  cholera, 
plague,  dysentery,  typhus,  and  typhoid  fever. 

Soldiers  frequently  were  forced  to  spend  long 
hours,  even  days,  in  rice  paddies  fertilized  with 
human  excreta  where  the  water  is  highly  contami- 
nated; however,  the  number  of  cases  of  dysentery 
has  been  held  at  a minimum.  General  Bliss  said 
much  of  the  campaign  has  been  fought  through  the 
peak  season  for  malaria;  even  so,  the  number  of 
cases  among  our  soldiers  has  been  very  small.  He 
pointed  out  that  smallpox,  an  ever  real  and  ever 
menacing  danger  in  Korea,  existed  among  American 
civilians  evacuated  from  Korea  when  the  Red  attack 
was  launched,  yet  there  has  been  no  single  case  in 
any  member  of  our  Armed  Forces,  or  any  case  of 
tetanus,  cholera,  typhoid  fever,  hepatitis,  and  all  in- 
testinal or  respiratory  diseases  have  been  lower  than 
anticipated. 


CORRESPONDENCE 


SALT  RETENTION:  AN  ADRENOCORTICOMIMETIC  EFFECT  OF 
CERTAIN  ANTIBIOTICS 


To  the  Editor: 

In  a series  of  reports  now  in  press  as  well  as  at 
some  meetings  of  specialty  societies  in  this  area,  I 
have  suggested  the  continuous,  protracted  adminis- 
tration of  streptomyces  fermentation-derived  anti- 
biotics (streptomycin,  aureomycin,  chlorampheni- 
col, and  terramycin)  either  separately  or  in  various 
combinations,  in  small  oral  doses,  for  the  oontrol  of 
various  conditions  in  the  “atopic,”  “rheumatoid,” 
or  hypersensitivity  category.  The  advocacy  is  still 
in  order.  The  tractability  to  this  procedure  of  those 
diseases  which  likewise  respond  to  ACTH  or  de- 
hydrocorticosterone is  more  firmly  established  than 
ever  on  the  basis  of  my  own  experience  and  that  of 
other  physicians  who  have  been  kind  enough  to 
communicate  their  findings  to  me.  When  I nar- 
rated the  events  leading  to  the  original  observations 
[Correspondence,  New  York  State  J.  Med.  50: 
1852  (1950)]  a hope  was  implied  for  the  emergence 
of  an  inexpensive,  generally  available  substitute 
for  the  definitive  corticotherapeutic  agents,  free 
from  the  potential  dangers  of  the  latter.  This 
implication  of  such  an  advance  in  therapy  was  the 
more  sanguine  because  of  the  crystallizing  realiza- 
tion that  the  atopic  diseases — the  target  of  cortico- 
therapy — are  based  on  constitutional  predisposition 
and  reactivity;  they  are  never  “curable”  but  only 
controllable;  therapy  may  be  lifelong. 

It  has  since  become  evident  that  the  protracted 
administration  of  these  antibiotics  even  in  the 
dosage  sufficiently  small  to  maintain  predominantly 
saccharolytic  intestinal  bacterial  flora  is  accom- 
panied by  a profound  adrenocorticomimetic  effect, 
of  which  the  ability  to  reproduce  adrenocortical 
therapeutic  effects  is  just  a part.  It  must  be 
emphasized  that  patients  receiving  a sufficient 
amount  of  any  of  the  streptomyces-derived  anti- 
biotics to  inhibit  maximally  the  usual  coliaerogenes 
intestinal  flora  (and  this  may  occur  after  parenteral 
administration  as  well)  will  exhibit  the  adreno- 
corticomimetic effect  of  sodium  and  water  retention 
and  that  this  effect  may  be  disastrous  in  one  of  low 
cardiac  or  renal  reserve.  In  reviewing  some  cases, 
I find  that  at  least  three  acute  leukemic  patients  in 
my  series  have  died  from  congestive  failure  (as  some 
do,  likewise,  on  ACTH  or  cortisone).  I find  two 
instances  of  an  aberration  remarkably  resembling 
Cushing’s  syndrome  and  one  of  frank  diabetes,  and 
I can  no  longer  believe  these  developments  to  have 
been  coincidental. 

It  is  probable  that  salt  retention  is  also  a hazard 
of  ordinary,  short-termed  aureomycin,  terramycin, 
or  chloramphenicol  therapy  as  used  for  specific 
infections.  It  seems  that  they  frequently  elicit 
an  otherwise  inexplicable  pretibial  edema  if  one 


examines  for  this.  It  might  be  advisable  to  in- 
stitute routinely  a procedure  I now  employ  with 
long-termed  minimal  antibiotic  therapy,  similar  , 
to  that  used  to  prevent  salt  retention  during  ACTH 
or  cortisone  therapy — salt  depletion  by  ammonium 
chloride,  theophyllin  and/or  mercurial  diuresis  in 
all  patients  receiving  streptomyces-derived  anti- 
biotics who  have  hypertension  or  cardiac  embar- 
rassment. 

Adrenocorticomimetic  effects  of  antibiotics  are  on 
a firmer  rational  basis  than  at  the  time  of  submission 
of  my  original  letter  which  was  based  solely  on 
therapeutic  criteria.  However,  consistent  eosino- 
phil drops  have  now  been  recorded  during  the  first 
few  days  of  terramycin  therapy  and  the  very  potent 
systemic  effects  in  humans  of  doses  that  could 
hardly  make  for  any  systemic  bacteriostatic  level 
are  no  more  remarkable  than  the  growth-promoting 
properties  of  comparably  small  doses  in  nonruminant 
domesticated  animals  [Nutrition  Rev.  8:  298  (1950)]. 
Original  studies  in  this  connection  were  with  a 
commercial,  streptomjrces- waste,  animal  feed  whose 
potent  factor  turned  out  to  be  the  contained  traces 
of  antibiotic;  continuing  studies  indicate  a direct 
parallelism  between  these  effects  in  animals  and 
corticomimetic  effects  in  humans.  The  mechanism 
of  the  antibiotic  effect  is  similar  to  that  of  corticoids  :» 
in  that  there  is  a general  reduction  in  cellular  perme- 
ability produced  in  the  former  instance  by  a curtail- 
ment of  proteose  production  by  substitution  of  a | 
saccharolytic  for  the  usual  proteolytic  intestinal  f 
flora.  (During  ACTH  or  cortisone  therapy,  pro- 
teoses forming  in  the  bowel  are  kept  from  the  cir- 
culation by  the  diminished  intestinal  wall  perme- 
ability; thus  the  end  result,  limitation  of  proteos- 
emia,  is  the  same.)  Examined  in  this  light,  the 
spectacular  reversion  in  course  of  some  acute  leu-  ) 
kemic  patients  or  those  with  status  asthmaticu? 
receiving  coliform-suppressor  antibiotics  is  not 
fundamentally  different  from  the  similar  reversion.' 
produced  by  the  definitive  corticotherapeutic  agents 
All  these  effects  may  necessitate  modification  ir 
present-day  utilization  of  antibiotic  therapy  just 
as  they  mandate  a re-examination  of  present-daj  | 
concepts  of  “infectious”  disease.  That  clinica 
response  to  the  antibiotic  does  not  predicate  “infec- 
tion” any  more  than  does  the  presence  of  fever  i 
obvious.  That  the  extended  use  of  the  newer  anti 
biotics  will  uncover  potentialities  for  good  and  evi 
is  to  be  naturally  anticipated. 

Robert  D.  Barnard,  M.D 

138-48  231st  Street 
Laurelton,  Long  Island 
December  20,  1950 
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Benjamin  Lee  Allen,  M.D.,  of  New  York  City, 
died  on  December  12  at  the  age  of  forty-eight.  Dr. 
Allen,  a graduate  of  the  Vanderbilt  University 
Medical  School  in  1927,  had  served  as  a commander 
in  the  Navy  during  World  War  II.  A Diplomate 
of  the  American  Board  of  Psychiatry,  he  was  a 
member  of  the  American  Psychiatric  Association, 
; the  American  Medical  Association,  the  Medical 
I Society  of  the  State  of  New  York,  and  the  New 
| York  County  Medical  Society. 

William  DeWitt  Andrus,  M.D.,  of  New  York 
City,  died  on  January  20  at  the  age  of  fifty-four. 
Dr.  Andrus  received  his  medical  degree  from  Johns 
Hopkins  University  School  of  Medicine  in  1921, 
j and  from  1922  to  1931  he  held  various  positions  on 
j the  surgical  staffs  of  the  University  of  Cincinnati 
and  the  Cincinnati  General  Hospital.  In  1932  he 
was  appointed  associate  professor  of  surgery  and 
! attending  surgeon  at  the  New  York  Hospital-Cornell 
Medical  Center,  when  it  was  established  at  its  pres- 
ent site.  During  World  War  II  and  for  two  years 
afterward  he  was  largely  responsible  for  the  surgical 
service  at  the  New  York  Hospital  and  for  a time  was 
its  acting  chief.  He  also  was  consulting  surgeon  at 
j the  St.  Lawrence  Hospital,  Bronxville,  and  St. 
John’s  Riverside  Hospital,  Yonkers,  in  addition  to 
being  director  of  surgery  at  Bellevue  Hospital. 

A Diplomate  of  the  American  Board  of  Surgery 
and  a Fellow  of  the  American  College  of  Surgeons, 
Dr.  Andrus  was  the  author  of  many  papers  on  physi- 
ology and  surgery  of  the  chest,  surgery  of  the  ar- 
teries and  the  heart,  the  sympathetic  nervous  sys- 
tem, and  the  thyroid  and  did  research  in  the  hemor- 
rhagic diseases  and  the  physiology  of  the  gastro- 
intestinal tract.  Dr.  Andrus  was  vice-president  of 
the  New  York  Surgical  Society,  former  president 
of  the  New  York  Society  of  Thoracic  Surgery,  a 
founder  and  member  of  the  American  Board  of 
Surgery,  and  a fellow  of  the  New  York  Academy  of 
Medicine  and  the  American  College  of  Surgeons. 
He  was  also  a member  of  the  American  Surgical 
Association,  the  Society  of  Clinical  Surgery,  the 
Southern  Surgical  Association,  the  American  Asso- 
ciation for  the  Advancement  of  Science,  the  Ameri- 
can Association  for  Thoracic  Surgery,  the  Harvey 
Society,  the  Society  for  Experimental  Biology,  the 
New  York  Society  for  Cardiovascular  Surgery,  the 
American  Medical  Association,  the  Medical  Society 
of  the  State  of  New  York,  and  the  New  York  County 
Medical  Society. 


Eleanor  deForest  Baldwin,  M.D.,  of  New  York 
City,  died  on  January  16  at  the  age  of  forty-six. 
Dr.  Baldwin  was  graduated  from  the  College  of 
Physicians  and  Surgeons,  Columbia  University, 
in  1931  and  interned  at  Presbyterian  Hospital. 
She  began  general  medical  practice  in  New  York 
City  but  gave  it  up  to  teach  and  to  continue  research 
on  chronic  heart  and  lung  diseases.  She  was  an 
assistant  professor  of  medicine  of  the  College  of 
Physicians  and  Surgeons  and  director  of  the  cardio- 
respiratory laboratory  at  Presbyterian  Hospital. 
She  was  also  an  assistant  attending  physician  at 
Presbyterian  Hospital  and  Vanderbilt  Clinic  and 
an  assistant  physician  on  the  chest  service  of  Bellevue 
Hospital.  Dr.  Baldwin  was  a member  of  the  Harvey 
Society,  the  Trudeau  Society,  the  American  Medical 


Association,  the  Medical  Society  of  the  State  of 
New  York,  and  the  New  York  County  Medical 
Society. 


Thomas  Edwin  Bamford,  M.D.,  of  Syracuse,  died 
on  November  10  at  the  age  of  eighty-three.  Dr. 
Bamford  was  a graduate  of  the  New  York  Univer- 
sity School  of  Medicine,  class  of  1889.  At  the  time 
of  his  death,  Dr.  Bamford,  who  had  been  ill  for  sev- 
eral years,  was  an  honorary  member  of  the  staff  of 
Crouse-Irving  Hospital.  He  was  a member  of  the 
American  Psychiatric  Association,  the  American 
Medical  Association,  the  Syracuse  Academy  of 
Medicine,  the  Medical  Society  of  the  State  of  New 
York,  and  the  Onondaga  County  Medical  Society. 


Matthew  Brunner,  M.D.,  of  Brooklyn,  died  on 
January  16  at  the  age  of  fifty-five.  Dr.  Brunner,  a 
Fellow  of  the  American  College  of  Allergists,  was 
graduated  from  New  York  University  and  Bellevue 
Hospital  School  of  Medicine  in  1919  and  interned 
at  Jewish  Hospital  of  Brooklyn.  He  was  an  at- 
tending allergist  at  Jewish  Hospital  and  also  at  the 
Jewish  Sanitarium  and  Hospital  for  Chronic  Dis- 
eases. He  was  a member  of  the  American  Acad- 
emy of  Allergy,  the  American  Medical  Association, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  Kings  County  Medical  Society.  He  was  also 
president-elect  of  the  New  York  Allergy  Society. 


William  H.  Buschke,  M.D.,  of  Queens,  died  on 
December  21  at  the  age  of  forty-three.  Dr.  Buschke 
received  his  medical  degree  from  the  University  of 
Berlin  in  1932.  Dr.  Buschke  served  as  clinical 
assistant  in  ophthalmology  at  the  Universities  of 
Berlin,  Basle,  and  Berne  from  1932  to  1936  and  as 
research  assistant  at  the  Berne  University  Eye 
Clinic  in  1937.  In  1938  he  came  to  the  United 
States  as  research  fellow  and  instructor  in  ophthal- 
mology at  Johns  Hopkins  University  and  Hospital 
and  in  1947  joined  the  staff  of  the  Manhattan  Eye, 
Ear  and  Throat  Hospital.  At  the  time  of  his  death 
he  was  an  associate  surgeon  on  the  staff  of  that  hos- 
pital and  director  of  the  Ayer  Foundation  Ophthal- 
mic Research  Laboratory  at.  Manhattan. 

Dr.  Buschke  was  the  author  of  numerous  papers 
on  researches  in  the  fundamental  ophthalmic 
science,  specializing  in  formation  of  cataract,  rela- 
tion of  vitamins  to  intraocular  fluid  and  formation 
of  cataract,  physiology  of  the  cornea,  wound  heal- 
ing, cellular  cohesion,  radiation  effects,  and  the 
effect  of  enzymes  on  the  corneal  epithelium.  A 
Diplomate  of  the  American  Board  of  Ophthalmol- 
ogy, he  was  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Society 
for  Experimental  Biology  and  Medicine,  the  Asso- 
ciation for  Research  in  Ophthalmology,  the  Amer- 
ican Physiological  Society,  the  American  Medical 
Association,  the  New  York  Academy  of  Sciences, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  Queens  County  Medical  Society. 


William  Henry  Conger,  M.D.,  of  Poughkeepsie, 
died  on  December  22  at  the  age  of  sixty-five.  Dr. 
Conger  was  graduated  from  the  Albany  Medical 
College  in  1908  and  interned  at  the  Ellis  Hospital, 
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Schenectady.  He  was  a consultant  in  public  health 
at  St.  Francis  Hospital,  Poughkeepsie,  and  had  been 
health  officer  of  that  city  since  1922.  He  was  a 
member  of  the  American  Public  Health  Association, 
the  American  Medical  Association,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Dutchess 
County  Medical  Society. 

Melvin  Robert  Daniels,  M.D.,  of  Yonkers,  died 
on  September  23  at  the  age  of  forty-three.  Dr. 
Daniels  received  his  medical  degree  from  the  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Uni- 
versity, in  1944  and  at  the  time  of  his  death  was  a 
member  of  the  staff  of  St.  Joseph’s  Hospital,  Yon- 
kers. 

Ruth  Foster,  M.D.,  of  New  York  City,  died  on 
September  29  at  the  age  of  fifty-six.  Dr.  Foster 
was  graduated  from  the  University  of  Maryland 
Medical  School  in  1931.  She  was  a member  of  the 
American  Medical  Association,  the  American  Psychi- 
atric Association,  the  New  York  Society  for  Clinical 
Psychiatry,  the  New  York  Neurological  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  New  York  County  Medical  Society. 

Walter  Leonard  Lynn,  M.D.,  of  Queens,  died  on 
November  11  at  the  age  of  fifty-eight.  Following 
his  graduation  from  Jefferson  Medical  College  in 
1916,  Dr.  Lynn  did  postgraduate  work  at  the  Uni- 
versity of  Edinburgh,  Scotland.  On  his  return  he 
practiced  in  Wilkes-Barre,  Pennsylvania,  for  two 
years  and  in  1921  moved  to  New  York  City  where 
he  became  successively  surgeon  at  Bushwick  Hos- 
pital, Lutheran  Hospital,  and  Queens  General 
Hospital.  He  was  also  associate  professor  of  sur- 
gery at  New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals,  consulting  surgeon  on 
the  staff  of  Rockaway  Beach  Hospital,  and  director 
of  Bushwick  Hospital. 

Dr.  Lynn  served  as  a captain  in  the  Army  Medical 
Reserve  Corps  in  World  War  I and  as  a lieutenant 
colonel  in  World  War  II.  He  was  a fellow  of  the 
American  College  of  Surgeons  and  the  New  York 
Academy  of  Medicine  and  was  a member  of  the 
American  Medical  Association,  the  Medical  Society 
of  the  State  of  New  York,  and  the  Queens  Surgical 
Society.  He  was  a trustee  of  the  Queens  County 
Medical  Society. 

Gertrude  G.  Mack,  M.D.,  of  New  York  City,  died 
recently  at  the  age  of  seventy-eight.  Dr.  Mack, 
who  was  retired,  was  a graduate  of  the  New  York 
Medical  College  and  Hospital  for  Women  and  a 
member  of  the  American  Institute  of  Homeopathy 
and  the  New  York  State  Homeopathic  Society. 

Philip  Robert  Miller,  M.D.,  of  Brooklyn,  died  on 
December  23  at  the  age  of  forty-seven.  Dr.  Miller, 
graduated  from  Johns  Hopkins  University  in  1928, 
interned  at  Jewish  Hospital  of  Brooklyn,  and  he  was 
an  associate  pediatrician  on  t he  staff  of  that  hospital 
at  the  time  of  his  death.  Dr.  Miller  was  a Licen- 
tiate of  the  American  Board  of  Pediatrics,  a Fellow 
of  the  American  Academy  of  Pediatrics  and  the 
New  York  Academy  of  Medicine,  and  a member  of 
the  American  Medical  Association,  the  Medical 
Society  of  the  State  of  New  York,  the  Brooklyn 
Academy  of  Pediatrics,  and  the  Kings  County  Medi- 
cal Society. 

Emil  Rauth,  M.D.,  of  Brooklyn,  died  on  November 
12  at  the  age  of  eighty-nine.  Dr.  Rauth  received  his 


medical  degree  from  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  in  1886  and  was  a 
member  of  the  American  Medical  Association,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
Kings  County  Medical  Society. 

I.  Arthur  Stoloff,  M.D.,  of  New  York  City,  died 
on  December  18  at  the  age  of  sixty-four.  Retired 
in  1945  because  of  ill  health,  Dr.  Stoloff  was  a gradu- 
ate of  the  Long  Island  College  Hospital  in  1907. 
He  interned  at  Lying-In  Hospital.  Dr.  Stoloff  had 
been  consulting  surgeon  to  the  Children’s  Hospital, 
associate  surgeon  at  the  Hospital  for  Joint  Diseases, 
consulting  traumatic  surgeon  at  Beth  David  Hospi- 
tal, adjunct  professor  of  surgery  at  Polyclinic  Medi- 
cal School,  and  assistant  professor  of  surgery  and 
attending  surgeon  at  the  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals.  A Fellow  of 
the  International  College  of  Surgeons,  Dr.  Stoloff 
was  a member  of  the  National  Gastroenterological 
Association  and  a former  president  of  the  New  York 
Society  of  Physical  Medicine. 

Le  Clare  Stuart,  M.D.,  of  Rome,  died  on  Decem- 
ber 22  at  the  age  of  sixty-seven  from  injuries  received 
in  an  automobile  accident.  Dr.  Stuart  was  gradu- 
ated from  the  College  of  Physicians  and  Surgeons, 
Baltimore,  in  1908  and  interned  at  the  Rome  In- 
firmary. Following  four  years  general  practice  in 
Chenango  Forks,  he  established  his  practice  in 
Rome  and  joined  the  staff  of  the  Rome 'Hospital. 
He  served  as  the  president  of  that  hospital  in  1940 
and  1941.  A veteran  of  World  War  I and  a medical 
examiner  for  the  Veterans  Administration  in  1940, 
Dr.  Stuart  was  a surgeon  on  the  staffs  of  Murphy 
Memorial  Hospital  and  Rome  Hospital  at  the  time 
of  his  death.  He  was  a member  of  the  American 
Medical  Association,  the  Medical  Society  of  the 
State  of  New  York,  and  the  Oneida  County  Medical 
Society. 

John  R.  Turiga,  M.D.,  of  Beacon,  died  on  Decem- 
ber 20  at  the  age  of  forty-five.  Dr.  Turiga  received 
his  medical  degree  from  the  Syracuse  University 
College  of  Medicine  in  1927.  Long  a member  of 
the  New  York  National  Guard,  he  was  called  to  ac- 
tive duty  in  October,  1940.  He  served  in  the  Pacific 
Theater  throughout  the  war  and  was  discharged  in 
1946  with  the  rank  of  lieutenant  colonel.  Dr. 
Turiga  was  senior  psychiatrist  on  the  staff  of  the 
Matteawan  State  Hospital,  Beacon,  and  chief  in 
neuropsychiatry  at  the  Highland  Hospital.  A 
Diplomat©  of  the  American  Board  of  Psychiatry 
and  Neurology,  Dr.  Turiga  had  served  as  city  health 
officer  for  Beacon  since  his  appointment  in  1946. 
He  was  a member  of  the  American  Medical  Associ- 
ation, the  American  Psychiatric  Association,  the 
New  York  State  Health  Officers  Association,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
Dutchess  County  Medical  Society. 

Royden  Mandeville  Vose,  M.D.,  of  Ithaca,  died  on 
December  20  at  the  age  of  seventy-one.  Dr.  Vose 
was  graduated  from  the  Cornell  University  Medical 
College  in  1902  and  interned  at  Bellevue  Hospital. 
In  1904  he  began  practice  in  Ithaca  and  had  con- 
tinued up  until  the  time  of  his  death  except  for  a 
period  of  service  in  World  War  I when  he  served 
overseas  with  the  77th  Division.  Following  the 
War  he  served  until  his  retirement  in  1948  with  the 
rank  of  colonel  as  surgeon  of  the  R.O.T.C.  unit  at 
Cornell  University.  Dr.  Vose  was  consulting  sur- 
geon at  Tompkins  County  Memorial  Hospital, 
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Ithaca,  and  the  Cornell  University  Infirmary.  He 
was  a member  of  the  American  Medical  Association, 
the  Association  of  Military  Surgeons  of  the  United 
States,  the  Association  of  Railway  Surgeons,  the 
Medical  Society  of  the  State  of  New  York,  the  New 
York  State  Society  of  Industrial  Medicine,  and  the 
Tompkins  County  Medical  Society. 

George  Gray  Ward,  M.D.,  of  New  York  City, 
died  on  December  20  at  the  age  of  eighty-two. 
After  receiving  his  medical  degree  from  the  Long 
Island  College  Hospital  in  1891,  Dr.  Ward  spent 
two  years  in  postgraduate  study  in  Berlin,  London, 
and  Paris.  In  1905  he  was  named  professor  of 
diseases  of  women  at  the  New  York  Post-Graduate 
Medical  School,  a post  he  held  for  eleven  years.  He 
was  chief  surgeon  emeritus  at  the  Woman’s  Hos- 
pital from  1938  to  the  present,  having  served  in  an 
active  capacity  from  1918  to  1938,  although  he  con- 
tinued to  act  as  consultant  to  the  hospital  after  his 
retirement.  Professor  of  obstetrics  and  gynecology 
at  Cornell  University  Medical  College  from  1916  to 
1934  and  professor  of  clinical  obstetrics  and  gyne- 
cology at  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  for  several  years  beginning  in 
1938,  Dr.  Ward  also  served  as  consulting  gynecolo- 
gist at  the  following  hospitals:  New  York  Hospital, 
New  York  University  Post-Graduate  Hospital,  Booth 
Memorial  Hospital,  Lawrence  Hospital,  Bronx- 
ville,  and  Monmouth  Memorial  Hospital,  Long 
Branch,  New  Jersey. 


A Diplomats  of  the  American  Board  of  Obstetrics 
and  Gynecology  and  a founder  and  Fellow  of  the 
American  College  of  Surgeons,  Dr.  Ward  was  an 
honorary  fellow  of  the  Edinburgh  Obstetrical  So- 
ciety, the  Royal  College  of  Obstetricians  and  Gyne- 
cologists, and  the  Royal  Medical  College  of  Buda- 
pest. He  was  a former  president  and  fellow  of  the 
American  Gynecology  Society,  a former  chairman 
of  the  Section  on  Obstetrics  and  Gynecology  of  the 
American  Medical  Association,  and  formerly  presi- 
dent of  the  New  York  Obstetrical  Society  and  the 
New  York  County  Medical  Society.  He  was  also 
a member  of  the  New  York  Academy  of  Medicine 
and  the  Medical  Society  of  the  State  of  New  York. 

Heinrich  L.  Wehrbein,  M.D.,  of  Brooklyn,  died 
on  January  9 at  the  age  of  sixty-one.  Dr.  Wehr- 
bein was  graduated  from  the  University  of  Indiana 
Medical  School  in  1925  and  had  practiced  in  Brook- 
lyn for  forty-five  years.  He  was  a Diplomate  of  the 
American  Board  of  Urology  and  a Fellow  of  the 
American  College  of  Surgeons  and  was  attending 
urologist  on  the  staffs  of  Lutheran  and  Brooklyn 
Hospitals.  He  was  a member  of  the  American 
Urological  Association,  the  Brooklyn  Urological 
Society,  the  New  York  Urological  Society,  the 
Associated  Physicians  of  Long  Island,  the  New  York 
Academy  of  Medicine,  the  American  Medical  Asso- 
ciation, the  Medical  Society  of  the  State  of  New 
York,  and  the  New  York  County  Medical  Society. 


STREPTOMYCIN  IN  PULMONARY  TUBERCULOSIS 


In  announcing  publication  of  an  article,  “A  Con- 
trolled Investigation  of  Streptomycin  Treatment  in 
Pulmonary  Tuberculosis,”  Dr.  Leonard  A.  Schcele, 
Surgeon  General  of  the  Public  Health  Service,  said 
the  drug’s  value  in  pulmonary  tuberculosis  was 
tested  in  a carefully  controlled  study  in  which  14 
clinical  investigators  in  various  parts  of  the  country 
observed  541  patients  for  a period  of  one  year 
each. 

All  of  the  patients  underwent  the  usual  forms  of 
treatment.  Half  of  them,  however,  were  given,  in 
addition,  20  mg.  of  streptomycin  per  Kg.  of  body 
weight  for  a period  of  ninety  days.  The  clinical  con- 
dition of  the  two  groups  of  patients  then  was  com- 
pared at  three-month  intervals  over  the  course  of  one 
year. 

Preliminary  analysis  of  the  patients’  reports  by  a 
central  coordinating  office  shows  that  those  who  re- 
ceived the  supplementary  antibiotic  therapy  en- 
joyed a more  favorable  position  at  all  points  of  ob- 
servation than  those  who  did  not.  This  was  ap- 
parent clinically,  radiologically,  and  bacteriologi- 


cally. It  appeared,  moreover,  that  the  more  favor- 
able position  of  the  streptomycin-treated  patients — 
one  which  they  enjoyed  throughout  the  period  of 
observation — was  traceable  to  the  initial  advantage 
they  gained  over  the  control  group  during  the  three- 
month  period  of  treatment  with  the  drug. 

The  article  describing  the  study  was  written  by 
Esmond  R.  Long,  Henry  Phipps  Institute,  Phila- 
delphia, and  Shirley  H.  Ferebee,  Division  of  Tuber- 
culosis, Public  Health  Service. 

Commenting  on  the  manner  in  which  the  study 
was  conducted,  Robert  J.  Anderson,  chief  of  the 
Division  of  Tuberculosis,  says  in  an  editorial  ac- 
companying the  Long-Ferebee  paper:  “.  . . .the 
proper  evaluation  of  any  kind  of  tuberculosis  therapy 
is  fraught  with  the  most  serious  difficulties.  . . . The 
manner  in  which  this  evaluation  study  was  under- 
taken cannot  but  be  considered  a tribute  to  the 
courage  and  scientific  acumen  of  those  who  par- 
ticipated in  the  program.  The  results  now  provide 
the  basis  for  the  proper  assessment  of  streptomycin 
as  a therapeutic  agent  in  tuberculosis.” 


MEDICAL  NEWS 


Program  Announced  for  Annual  Fracture-Trauma  Day 


THE  complete  program  for  the  sixteenth  annual 
Fracture-Trauma  Day,  sponsored  by  the  New 
York  and  Brooklyn  Regional  Fracture  Committee 
of  the  American  College  of  Surgeons,  has  been  an- 
nounced by  Dr.  William  H.  Cassebaum,  chairman 
of  the  committee,  and  Dr.  Sawnie  R.  Gaston,  chair- 
man of  the  program.  The  Fracture-Trauma  Day 
will  be  held  on  Saturday,  February  24,  in  the  audi- 
torium of  the  Lenox  Hill  Hospital,  Park  Avenue  and 
76th  Street,  New  York  City,  and  will  open  at  9:30 
a.m.  with  the  chairman’s  address  by  Dr.  Cassebaum. 
The  remainder  of  the  program  is  as  follows: 


11:45  a.m. — Clay  Ray  Murray  Memorial  Lec- 
ture— “Injuries  of  the  Upper  Extremity  of  the 
Humerus,”  Dr.  Anthony  F.  DePalma,  Philadelphia, 
Pennsylvania. 


12:30  p.m.- — Luncheon. 


1:30  p.m. — Report  of  National  Committee  on 
Trauma,  American  College  of  Surgeons,  Dr.  Robert 
H.  Kennedy,  New  York  City. 


9:45  a.m. — “Anatomic  Results  in  Codes’  Fracture 
Reduced  with  Traction  Apparatus,”  Dr.  Walter 
Wichern  and  Dr.  Robert  Bacon,  both  of  New  York 
City. 


2:00  p.m. — “Shock  and  the  Use  of  Blood  Substi- 
tutes,” Dr.  Henry  T.  Randall,  New  York  City. 


2:30  p.m. — “The  Future  of  Cortisone  Therapy  in 
the  Treatment  of  Trauma,”  Dr.  Edward  Howes, 
New  York  City. 


10: 15  A.M. — “Excision  of  the  Lower  Extremity  of 
the  LTlna,  an  End  Result  Study,”  Dr.  Peter  V.  C. 
Dingman,  New  York  City. 


3:00  p.m. — -“Chest  Injuries,”  Dr.  Frank  Berry, 
New  York  City. 


10:45  a.m. — “Luxation  of  the  Distal  Radioulna 
Joint,”  Dr.  Frederick  Lee  Liebolt,  New  York  City. 


3:30  p.m. — “Injuries  to  the  Bladder  and  Urethra 
Complicating  Fractures  of  the  Pelvis,”  Dr.  Lazarus 
A.  Orkin,  New  York  City. 
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11:15  a.m. — “Operative  Treatment  of  the  Painful 
Acromioclavicular  Joint,”  Dr.  John  A.  Woodcock 
and  Dr.  Cline  D.  Hensley,  Jr.,  both  of  New  York 
City. 


4:00  p.m. —“Care  of  the  Complicated  Case  of 
Trauma:  A Case  Presentation,”  Dr.  Lester  Blum, 
New  York  City. 


MEETINGS 

FUTURE 


New  York  Medical  College,  Department  of 
Psychiatry 

The  Department  of  Psychiatry  of  the  New  York 
Medical  College,  106th  Street  and  Fifth  Avenue,  will 
hold  a lecture  on  February  15,  at  8:30  p.m.  in  the 
College  auditorium,  one  of  a series  of  lectures  given 
each  year  for  the  medical  profession.  The  speaker 
will  be  Dr.  Arnold  Gesell,  of  Yale  University,  and 
the  topic  will  be  “A  Developmental  Approach  to 
Infant  Psychiatry.”  Admission  is  by  invitation 
only. 


Seton  Hospital-Morrisania  City  Hospital 

A combined  chest  conference  will  be  held  February 
27  at  8:30  p.m.  at  the  Morrisania  City  Hospital 


auditorium  by  Seton  and  Morrisania  City  Hospitals, 
under  the  chairmanship  of  Dr.  Eli  H.  Rubin. 

The  program  will  include  two  case  presentations: 
“Primary  Tuberculosis  of  an  Ear  Lobe  in  a Child,” 
Dr.  Laura  Morgan,  and  “Right  Middle  Lobe  Sup- 
puration Following  Tonsillectomy  in  a Child,”  Dr 
A.  M.  Waldman.  A symposium  on  “Resectional 
Treatment  of  Pulmonary  Tuberculosis:  Two  Years 
Experience  at  Seton  Hospital,”  will  be  presented  by 
Dr.  Sidney  Mishkin  and  Dr.  Irwin  G.  Karron,  and 
discussed  by  Dr.  John  D.  Cahill,  Dr.  Charles  K. 
Bogoshian,  Dr.  Morris  Rubin,  and  Dr.  Alexander 
E.  W.  Ada. 

Physicians  are  invited  to  bring  interesting  chest 
x-rays  for  informal  presentation  for  the  first  half 
hour  of  the  program. 


a, 


A man  should  be  upright,  not  be  kept  upright. — Marcus  Aurelius 
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SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK 


AT  ITS  meeting  on  December  14,  1950,  the 
Council  considered  the  following  matters,  tak- 
ing action  as  indicated. 

Secretary’s  Report 

Remission  of  annual  assessments  was  voted  for 
two  members  for  1950,  one  for  1949,  and  one  for 
1948  on  account  of  illness;  for  one  member  for  1950 
on  account  of  service  in  the  armed  forces,  and  for 
1950  for  eight  applicants  for  retired  membership. 
One  War  Memorial  assessment  was  remitted  on 
account  of  illness,  three  members’  dues  were  re- 
mitted and  refunded,  and  two  remissions  of  War 
Memorial  assessments  were  rescinded.  Eight 
members  requested  that  the  Council  recommend  to 
the  American  Medical  Association  that  their  dues 
be  remitted,  seven  on  account  of  illness  and  one  for 
service  with  the  armed  forces.  These  requests  were 
granted. 

It  was  requested  that  the  election  to  membership 
in  the  Medical  Society  of  the  County  of  Kings  on 
May  16,  1950,  of  Dr.  Henry  Mayer,  Fleischmanns, 
New  York,  be  rescinded  because  of  election  to 
membership  in  Delaware  County  Medical  Society. 

It  was  so  voted. 

Dr.  Ernst  A.  von  During  of  Collins  Center,  Erie 
County,  requests  approval  of  the  Council  for  his 
application  for  membership  in  the  Medical  Societv 
of  the  County  of  Cattaraugus.  He  stated  that  his 
desired  hospital  affiliation,  the  laboratory  to  which 
he  submits  specimens,  and  “a  great  part  of”  his 
clientele  are  in  Cattaraugus  County,  while  his 
office  and  home  are  in  nearby  Erie  County.  On 
November  28,  1950,  the  Medical  Society  of  the 
County  of  Erie  expressed  itself  as  having  no  objec- 
tion to  Dr.  von  During’s  membership  in  the  Medi- 
cal Society  of  the  County  of  Cattaraugus.  Your 
secretary,  therefore,  respectfully  recommends  that 
the  Council  approve  of  proposed  active  member- 
ship of  Dr.  Ernst  A.  von  During  in  the  Medical 
Societv  of  the  County  of  Cattaraugus,  in  accordance 
with  Chapter  XIV,  Section  1 (a)  of  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York. 
Approval  ivas  voted. 

In  addition  to  correspondence,  your  secretary  was 
interviewed  by  Dr.  Stuart  B.  Blakely  of  Bing- 
hamton, in  regard  to  incorporation  of  the  Medical 
Society  of  the  County  of  Broome,  attended  a dinner 
of  United  Medical  Service  at  the  Hotel  Biltmore, 
and  attended  the  annual  meeting  of  county  medical 
societies’  secretaries  at  Albany.  He  was  present 
for  part  of  a session  of  the  conference  on  sickness 
disability  insurance  legislation  held  at  the  Hotel 
Roosevelt  by  the  American  Medical  Association’s 
Council  on  Medical  Service.  He  also  attended  a 
meeting  with  Commissioner  Hilleboe,  members  of 
the  New  York  State  Department  of  Health,  and 
members  of  the  Public  Health  and  Education  Com- 
mittee at  270  Broadway;  a meeting  of  the  Com- 
mittee on  Problems  of  Alcoholism;  a meeting  re- 
garding national  legislation  of  the  Middle  Atlantic 
States  Conference  of  the  Council  on  Medical  Service 
of  the  American  Medical  Association,  in  Philadel- 
phia; a meeting  of  the  Cancer  Subcommittee  of  the 
Public  Health  and  Education  Committee,  and  a 
meeting  of  the  Planning  Committee  for  Medical 
Policies. 

The  annual  conference  of  the  secretaries  of  your 


component  county  medical  societies  at  the  Hotel 
Ten  Eyck,  Albany,  on  Wednesday,  November  15, 
was  attended  by  35  county  medical  society  secre- 
taries, five  executive  secretaries,  two  secretarial 
assistants,  five  officers  of  the  society,  the  chairman 
of  the  Malpractice  Insurance  and  Defense  Board, 
a member  of  your  Public  Relations  Committee,  the 
Assistant  Editor  of  the  New  York  State  Journal 
of  Medicine,  a trustee,  three  members  of  the 
headquarters  executive  staff,  and  the  Albany 
executive  officer. 

The  following  program  was  observed: 

(1)  Welcome — President  Carlton  E.  Wertz 

(2)  Alameda  County  Plan  as  Applied  in  New 
York  State 

(a)  General  Statement — Dr.  John  F.  Kelley, 
chairman,  Malpractice  Insurance  and  De- 
fense Board 

( b ) In  Westchester  County — Mr.  Boyden  Rose- 
berry,  executive  secretary,  Medical  Society 
of  the  County  of  Westchester 

(c)  In  New  York  County — Mr.  Robert  D.  Pot- 
ter, executive  secretary,  Medical  Society  of 
the  County  of  New  York 

( d ) In  Oneida,  Herkimer,  and  Madison  Counties — 
Mr.  Harold  N.  Howell,  executive  secretary, 
the  Medical  Societies  of  Oneida,  Herkimer, 
and  Madison  Counties. 

(3)  Civil  Defense — -Dr.  John  J.  Masterson,  past- 
president 

(4)  Procurement  and  Assignment — Dr.  James  F. 
Rooney,  chairman,  Procurement  and  Assignment 
Committee 

(5)  Public  Relations — Dr.  George  Schwartz, 
member  Public  Relations  Committee 

(6)  Medical  Expense  Insurance — Mr.  George  P 
Farrell,  director,  Bureau  of  Medical  Care  Insurance 

(7)  House  of  Delegates — Dr.  Frederic  W.  Hol- 
comb, vice-speaker 

(8)  Workmen’s  Compensation  Insurance,  and 
Disability  Benefits  Law — Dr.  David  J.  Kaliski, 
director,  Workmen’s  Compensation  Bureau 

(9)  Legislation — Dr.  Robert  R.  Hannon,  execu- 
tive officer 

(10)  Planning — Dr.  J.  Stanley  Kenney,  president- 
elect 

(11)  Secretarial  Problems — -General  Discussion 
In  addition,  Dr.  Laurance  D.  Redway  gave  an 

interesting  description  of  the  forthcoming  golden 
anniversary  number  of  the  New  York  State 
Journal  of  Medicine,  and  Dr.  B.  Wallace  Hamil- 
ton, treasurer  of  the  Physicians  Home,  described  the 
progress  of  that  worthy  institution. 

I have  been  requested  to  notify  you  that  annual 
reports  of  committees  should  be  in  the  secretary’s 
hands  by  February  1,  1951. 

It  is  with  great  regret  that  the  Council’s  attention 
is  called  to  the  death  of  our  ex-president,  Dr. 
Samuel  J.  Kopetzky,  on  November  13.  Flowers 
were  sent  to  his  funeral  in  the  Society’s  name. 

The  Council  voted  to  direct  the  Secretary  to  send 
the  following  letter  of  condolence  to  Mrs. 
Kopetzky. 

“Dear  Mrs.  Kopetzky: 

“The  Council  of  the  Medical  Society  of  the  State 
of  New  York  has  instructed  me  to  express  the 
sympathy  and  condolence  of  our  Society  to  you  in 
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MINUTES  OF  THE  COUNCIL 


your  hours  of  tribulation.  Your  late  husband,  Dr. 
Samuel  J.  Kopetzky,  was  an  admired  friend  of 
many  of  our  members,  who  will  miss  him. 

“Dr.  Kopetzky  was  president  of  the  Medical 
Society  of  the  State  of  New  York  during  the  year 
1941  and  1942.  He  also  achieved  eminence  in  our 
profession  as  president  of  the  Medical  Society  of  the 
County  of  New  York,  as  an  able  specialist  in  dis- 
eases of  the  ear,  nose,  and  throat,  as  a teacher, 
author,  and  administrator,  as  well  as  by  his 
achievements  in  the  U.  S.  Army  Medical  Corps 
and  the  Selective  Service  System.  His  many 
accomplishments  marked  him  as  a leader  of  whom 
you  may  well  be  proud. 

“Our  Society  mourns  the  loss  of  Dr.  Kopetzky 
and  joins  with  you  in  reverence  to  his  memory. 

“Yours  sincerely, 

“W.  P.  Anderton,  M.D.,  Secretary” 
Communications. — 1.  Letter,  dated  November 
16,  1950,  from  Dr.  Kazmierczak,  secretary,  Medical 
Society  of  the  County  of  Erie,  requesting  acceptance 
of  the  resignation  of  Dr.  Ralph  T.  Behling  as  of 
March  22,  1949,  and  remission  of  War  Memorial 
assessment  because  of  service  in  the  Army,  1946 
through  1949. 

It  was  voted  that  this  request  be  granted. 

2.  Communications  from  Dr.  Henry  Wallace 
and  Dr.  Edward  L.  Hunt,  retired  members,  request- 
ing nomination  for  Associate  Fellowship  in  the 
American  Medical  Association. 

It  was  voted  to  grant  these  requests. 

3.  Letter  dated  November  24,  1950,  from  Dr. 
J.  M.  Constantine,  secretary-treasurer  of  the 
Medical  Society  of  the  County  of  Otsego,  regarding 
ing  collecting  instruments,  equipment,  etc.,  for 
Doctor’s  Office  in  the  Farmers’  Museum,  Inc., 
Cooperstown,  New  York,  and  Dr.  Anderton’s  reply. 

It  was  voted  that  the  correspondence  be  handed 
to  the  Journal. 

4.  (a)  Letter  and  circular,  dated  November  3, 
1950,  from  M.  Dablincourt,  Paris,  France,  request- 
ing the  Society  to  join  the  International  Confedera- 
tion of  Intellectual  Workers,  and  (6)  letter,  dated 
November  20,  1950,  from  Dr.  Louis  H.  Bauer, 
Secretary  General  of  the  World  Medical  Association, 
regarding  the  above  organization. 

After  discussion,  it  was  voted  that  the  Secretary 
be  instructed  to  reply,  stating  that  the  Society 
does  not  consider  it  advisable  to  join  at  this  time, 

5.  Letter,  dated  December  12,  1950,  from  Dr. 
Louis  H.  Bauer,  Secretary  General  of  the  World 
Medical  Association,  requesting  renewal  for  1951 
of  the  Society’s  contribution  to  the  United  States 
Committee  of  the  World  Medical  Association. 

After  discussion,  it  was  voted  to  recommend  that 
the  Trustees  contribute  $1,000  to  the  United 
States  Committee  of  the  World  Medical  Associa- 
tion for  the  year  1951. 

The  Treasurer’s  report  was  accepted. 

Dr.  Dattelbaum,  treasurer,  reported  that  he  had 
two  communications  regarding  dues:  a letter  dated 
November  10,  1950,  from  Mr.  Boyden  Roseberry, 
executive  secretary  of  the  Medical  Society  of  the 
County  of  Westchester,  protesting  the  collection  of 
$20  rather  than  $15  State  Society  dues  for  the  year 
1951  for  new  or  reinstated  members  received  after 
October  1,  1950;  and  a letter  dated  November  17, 
1950,  from  Dr.  Martin  Weiss,  treasurer  of  the 
Medical  Society  of  the  County  of  Broome,  inquiring 
whether  a member  elected  in  October,  who  has  been 
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informed  that  he  must  leave  for  service  in  the  Navy 
on  November  20,  should  pay  $15  or  $20  dues. 

After  discussion,  it  was  voted  to  refer  the  latter 
item  to  the  Economics  Committee  for  study  and 
early  report. 

It  was  voted  that  the  13  members  in  Westchester 
County  be  requested  to  pay  the  additional  $5.00 
dues  for  1951  and  that  it  be  pointed  out  to  them 
that  they  have  until  next  May  to  do  so. 

Dr.  Dattelbaum  raised  the  question  whether  the 
method  of  remissions  of  dues  for  men  in  the  armed 
forces  that  prevailed  in  World  War  II  be  the  policy 
of  the  Society. 

After  discussion,  it  was  voted  that  this  be  the 
policy  for  the  present  and  that  this  question  also 
be  studied  by  the  Economics  Committee. 

Report  of  the  Executive  Officer 

Dr.  Hannon  stated: 

“The  Executive  Officer  wishes  to  report  that  he 
attended  the  annual  meeting  of  the  secretaries  of 
the  county  medical  societies,  the  Committee  on 
Legislation,  the  Associated  Charities,  the  Depart- 
ment of  Health,  the  district  meeting  of  the  American 
Medical  Association  in  Philadelphia,  and  several 
of  the  other  committee  meetings  of  the  State  Society 
during  the  past  month.” 

Reports  of  Committees 

Legislation. — Dr.  Siris,  chairman,  made  the 
following  recommendation: 

“The  Legislation  Committee,  at  its  meeting  on 
December  13,  wishes  to  extend  to  Dr.  Robert  R. 
Hannon  its  deep  appreciation  for  his  excellent  work 
over  the  years,  as  legislative  representative  of  the 
Medical  Society  of  the  State  of  New  York.  It  is 
the  sincere  wish  of  the  Committee  that  he  continue 
in  the  discharge  of  his  duties.” 

After  discussion,  approval  was  voted. 

Dr.  Siris  continued:  “It  is  the  unanimous  opinion 
of  the  Legislation  Committee  that  Mr.  James 
Beasley  should  be  retained  for  another  year  as 
counsel  to  the  Executive  Officer.” 

After  discussion,  the  Council  voted  to  recommend 
to  the  Board  of  Trustees  that  Mr.  James  Beasley 
be  retained  for  another  year  (December  1,  1950, 
to  December  1,  1951)  as  counsel  to  the  Executive 
Officer. 

Dr.  Siris  continued:  “I  wish  to  report  briefly  on 
some  of  the  matters  on  which  the  Council  has  taken 
previous  action.  One  is  Section  122  of  the  House 
Minutes  pertaining  to  the  hospital  practice  of 
medicine  in  relation  to  the  Friedman  Bill.  On 
October  12,  the  Council  voted  to  refer  this  matter  to 
the  Committee  on  Hospital  and  Professional  Rela- 
tions. However,  in  the  Legislation  Committee 
most  of  these  matters  have  been  referred  to  mem- 
bers of  the  Committee,  and  in  this  particular  case 
Dr.  Geis  was  appointed  a subcommittee,  with  Dr. 
Thomas  W.  Stevenson  and  Dr.  Sidney  S.  Leshine, 
which  subcommittee  has  done  considerable  work 
and  has  submitted  a report,  which  I will  ask  Dr. 
Geis  to  submit.” 

Report  of  Legislation  Subcommittee  on  Hospital 
Encroachment 

“Your  subcommittee  thoroughly  endorses  legisla- 
tion as  worded  in  the  1950  Friedman^  Bill,  Senate 
Introductory  Number  1107,  Printed  Number  1144. 

“1.  Legislative  relief  is  the  only  course  left 
for  the  correction  of  an  unmitigated  evil  which  is 
rapidly  growing  worse. 


February  15,  1951] 


MINUTES  OF  THE  COUNCIL 


541 


“2.  We  believe  that  it  is  a good  bill  because 
it  will  prevent  exploitation  of  ethical  practicing 
physicians  by  medical  institutions. 

“3.  We  are  sure  that  this  will  maintain  and 
improve  a previous  patient-doctor  relationship 
which  is  so  vital  to  well-being  of  the  public. 

“4.  This  will  maintain  a well-balanced  physi- 
cian-hospital relationship  in  which  the  doctor 
works  in  and  not  for  the  hospital. 

“We  therefore  recommend  that  this  bill  be  placed 
high  or  the  priority  list  of  legislation  sought  by  the 
State  Society. 

“We  also  realize  that  the  Friedman  Bill  calls  for 
| punishment  of  institutions  only.  We  therefore 
recommend  that  the  Council  study  methods  and 
, means  by  which  our  own  members  can  be  compelled 
I to  live  up  to  the  Principles  of  Professional  Conduct. 
“Sidney  S.  Leshine,  M.D. 

Thomas  W.  Stevenson,  M.D. 
Joseph  A.  Geis,  M.D.,  Chairman” 
Dr.  Geis  stated  that  the  Legislation  Committee 
decided  that  any  bills  introduced  in  the  future 
ought  to  be  introduced  either  by  a member  of  the 
; majority  party  or  have  a cointroduction  by  a mem- 
; ber  of  both  parties. 

This  portion  of  the  report  was  approved. 

Dr.  Siris  continued:  “One  of  the  other  old  matters 
|i  which  the  Council  took  action  on  in  November  per- 
il tains  to  Section  136  of  the  House  Minutes,  Free 
| Choice  of  Physicians  in  Voluntary  Prepayment 
,j  Health  Insurance  Plans.  That  was  submitted  to  a 
'l  special  committee.  The  Council  voted  on  October 
| 12  to  introduce  the  Panken  Bill.  This  matter  was 
then  referred  to  one  of  the  members  of  the  Legisla- 
tion Committee,  Dr.  Lawrence  of  Queens,  who  had 
a special  meeting  with  some  other  members  of  the 
: committee,  and  they  again  reiterated  their  stand 
. that  we  take  steps  to  introduce  the  Panken  Bill. 
“With  reference  to  the  Lien  Bill,  the  Council  on 
October  12  referred  it  back  to  the  Legislation  Com- 
mittee for  further  study  with  the  suggestion  that  in 
the  introduction  of  a bill  we  should  include  basically 
I no  frozen  or  fixed  fee  schedule.  That  was  a point 
; of  considerable  discussion  with  the  Legislation 
Committee,  and  the  following  motion  is  submitted 
to  the  Council: 

‘It  was  regularly  moved  and  seconded  by  Drs. 
Geis  and  Brady  that,  in  view  of  the  present  lack 
of  any  evidence  before  this  committee  of  an  ex- 
ample of  loss  by  doctors  in  connection  with  acci- 

5 dent  cases,  there  seems  to  be  no  present  need  for 
submission  to  the  Legislature  of  the  Lien  Bill. 
Unanimously  carried.’  ” 

Approval  was  voted. 

With  reference  to  Section  125  of  the  House 
Minutes,  pertaining  to  the  X-ray  Bill,  he  stated 
that  Dr.  Needham  and  Dr.  Hannon  were  trying  to 
abide  by  the  recommendation  of  the  Council,  which 
on  October  12  voted  to  introduce  a compromise  bill 
and  consult  groups  interested,  namely,  the  New 
York  City  Academy  of  Medicine,  the  Hospital 
Association  of  New  York,  and  the  various  radio- 
logic  societies.  So  the  McGovern  Bill  will  be  intro- 
duced after  it  has  been  modified  and  agreed  upon 
by  the  majority  of  those  interested. 

Dr.  Siris  reported  that  psychiatrists  in  the  metro- 
politan area,  Westchester,  and  Nassau  were  con- 
cerned about  the  activities  of  psychologists  engaging 
in  the  practice  of  medicine  and  about  the  possibility 
of  legislation  authorizing  such  activity.  He  stated 
that  the  psychiatrists  desired  amendment  of  the 


Medical  Practice  Act  to  include  the  words  “mental 
or  nervous  disorders”  in  the  definition  of  the  prac- 
tice of  medicine. 

In  the  discussion  which  followed,  Dr.  Anderton 
read  a resolution  from  the  Nassau  Neuropsychiatric 
Society  urging  the  Council  to  take  immediate  and 
necessary  steps  to  introduce  legislation  to  amend 
the  Medical  Practice  Act  to  include  nervous  and 
mental  conditions.  Dr.  Siris  stated  he  had  similar 
letters  from  the  New  York  Society  for  Clinical 
Psychiatry,  from  the  Medical  Society  of  the  County 
of  Kings,  and  from  the  Brooklyn  Psychiatric 
Society  and  several  others.  Dr.  Hannon  read  the 
definition  of  the  practice  of  medicine  as  it  is  now  de- 
fined in  the  law: 

“A  person  practices  medicine  within  the  mean- 
ing of  this  article,  except  as  hereinafter  stated, 
who  holds  himself  out  as  being  able  to  diagnose, 
treat,  operate,  or  prescribe  for  any  human  disease, 
pain,  injury,  deformity,  or  physical  condition, 
and  who  shall  either  offer  or  undertake,  by  any 
means  or  method,  to  diagnose,  treat,  operate,  or 
prescribe  for  any  human  disease,  pain,  injury, 
deformity,  or  physical  condition.” 

It  was  voted  that  the  Council  takes  the  stand  that 
no  attempt  should  be  made  to  disturb  the  Medical 
Practice  Act. 

Dr.  Siris  referred  to  a communication  from  the 
Dental  Society  of  the  State  of  New  York  which  he 
presented  at  the  November  meeting  of  the  Council 
and  stated  that,  following  a conference  between 
representatives  of  the  two  societies,  there  had  been 
a meeting  of  the  Dental  Society.  Several  actions 
taken  at  that  meeting  had  been  reported  to  him  by 
letter  as  follows: 

“In  the  matter  of  amending  Article  IX-C  of 
the  State  Insurance  Law  to  permit  medical  ex- 
pense indemnity  corporations  to  include  limited 
dental  service  in  their  contracts,  our  decision  is 
to  defer  legislative  action  for  at  least  one  year, 
in  order  to  further  study  the  situation.” 

The  Council  voted  to  defer  action. 

“In  the  matter  of  amending  the  Dental  Prac- 
tice Act  to  redefine  the  practice  of  dentistry  with 
particular  reference  to  ‘and  adjacent  tissues,’ 
our  decision  is  to  call  a conference  with  the 
Medical  Society  of  the  State  of  New  York,  sitting 
in  with  us  to  be  representatives  of  the  State 
Board  of  Dental  Examiners,  State  Board  of  Oral 
Surgery,  and  representatives  of  the  State  Dental 
Society,  in  order  to  carefully  study  this  matter.” 
The  Council  voted  that  representatives  from  the 
Medical  Society  of  the  State  of  New  York  meet 
with  this  group.  The  President  appointed  Dr. 
Hannon,  Mr.  Farrell,  Dr.  Siris,  and  himself. 

“I  did  not  discuss  the  following  matter  with 
you,  but  you  may  wish  to  take  some  parallel 
action.  It  is  our  intention  to  seek  legislation 
exempting  our  Society  from  real  property  taxes. 
This  is  already  granted  to  the  county  medical 
societies.  However,  the  amount  of  exemption  is 
inadequate,  judged  from  present  dollar  value.” 
The  Council  voted  to  lay  this  on  the  table  until 
Dr.  Siris  obtained  further  information. 

Dr.  Siris  continued:  “The  next  is  a letter  that 
was  referred  to  me  by  Dr.  Hannon  and  also  a com- 
munication from  the  New  York  Academy  of  Medi- 
cine pertaining  to  the  amended  penal  law  in  rela- 
tion to  the  procurement  and  treatment  of  animals 
used  in  scientific  tests  in  laboratories  approved  by 
the  State  Commissioner  of  Health.” 
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Dr.  Siris  explained  the  additions  to  and  changes 
in  the  law  and 

the  Council  voted  to  approve  this  legislation. 

He  continued:  “There  was  a letter  from  the 
Podiatry  Society  of  the  State  of  New  York  pertain- 
ing to  what  they  thought  was  misinformation 
handed  to  the  Governor  about  the  Compensation 
Law  for  treatment  of  the  feet,  in  legislation  that 
was  passed  in  the  Senate  and  Assembly,  but  which 
the  Governor  vetoed  on  behalf  of  the  Labor  Depart- 
ment and  the  insurance  companies  of  the  State. 
Dr.  Hannon  did  yeoman  work  also  in  having  this 
defeated  last  year.  They  have  asked  for  a meeting 
between  members  of  the  New  York  Academy  of 
Medicine  and  members  of  the  Legislation  Com- 
mittee of  the  Medical  Society  of  the  State  of  New 
York  in  order  to  obtain  support. 

“The  feeling  in  the  Legislation  Committee  was 
that  obviously  they  are  opposed  to  such  a bill,  and 
that  of  course  the  question  as  to  whether  or  not  we 
should  meet  the  podiatrists  is  up  to  the  Council.” 
After  discussion,  it  was  voted  not  to  meet  with 
this  group. 

Upon  Dr.  Siris’  request,  Dr.  Wertz  read  the 
following  letter  from  the  Western  New  York 
Chapter  of  the  American  Physical  Therapy  Associa- 
tion. 

“The  following  are  the  reasons  for  recommend- 
ing an  amendment  to  the  New  York  State  Educa- 
tion Law,  Proposed  Section  6509-a,  pertaining  to 
the  licensing  of  physical  therapists. 

“The  members  of  the  American  Physical 
Therapy  Association  and  the  American  Registry 
of  Physical  Therapy  Technicians  have  met  the 
requirements  for  physical  therapists  set  up  by 
the  Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association,  and  there- 
fore feel  they  should  be  granted  a license  in  the 
State  of  New  York  without  examination. 

“The  credentials  of  the  following  certified 
physical  therapists  are  being  questioned  by  the 
State  Education  Department: 

(1)  Graduates  of  physical  therapy  courses  set 
up  by  the  U.S.  Army. 

(2)  Foreign  trained  graduates  whose  credentials 
have  been  evaluated  and  approved  by  the 
above  organizations. 

(3)  The  older  graduate  physical  therapists 
who  met  the  standards  at  the  time  of  the 
completion  of  their  training  and  who  have 
had  years  of  experience. 

“At  the  present  time  there  exists  a nation-wide 
shortage  of  qualified  physical  therapists.  Those 
already  employed  within  the  State  are  carrying 
more  than  a maximum  load  and  should  not  be  sub- 
jected to  an  examination  on  work  that  has  been 
satisfactorily  completed.  Out-of-State  physical 
therapists  are  reluctant  to  accept  employment  in 
New  York  State  because  of  the  present  law. 

“Any  immediate  attention  and  support  that  the 
Medical  Society  of  the  State  of  New  York  can  give 
the  physical  therapists  in  legislation  will  be  greatly 
appreciated  at  this  time.” 

He  commented  that  Dr.  Lochner  and  Senator 
Mahoney  were  interested  in  the  situation  and  added, 
“I  understand  that  the  present  licensed  physio- 
therapists in  this  State  who  now  have  to  operate  or 
are  supposed  to  operate  under  a doctor’s  orders  are 
going  to  bring  in  a bill  to  amend  the  law  so  in  the 
future  they  will  not  have  to  be  under  the  orders  of  a 
physician,  but  the  trouble  now  is  that  there  are 


many  of  these  people  in  hospitals  and  institutions 
who  are  not  licensed,  and  pressure  is  being  put  on 
them  either  to  be  licensed  or  to  give  up  their  jobs. 
It  is  affecting  a number  of  hospitals  upstate  where 
they  have  had  women  doing  this  work  for  twenty 
or  thirty  years,  who  now  are  being  told  that  they 
are  working  illegally.  There  is  going  to  be  some 
legislation  brought  in,  I understand,  to  take  care  of 
these  people,  and  the  question  is  what  will  the  State 
Society  do  or  what  action  will  the  State  Society 
take  in  regard  to  that.” 

The  matter  was  discussed,  and  Dr.  Hannon,  after 
describing  difficulties  encountered  in  this  connection 
during  the  past  year,  gave  the  following  information : 
“The  proposal  for  this  bill  started  in  the  Depart- 
ment of  Education.  It  went  to  the  coordinating 
committee,  composed  of  the  heads  of  education, 
health,  mental  hygiene,  and  social  welfare,  and  that 
committee,  the  four  commissioners,  approved  this 
amendment,  which  would  be  a grandfather  clause 
permitting  those  who  are  not  now  licensed,  who  have 
been  functioning  along  the  lines  as  described  here 
and  have  certain  qualifications,  to  get  a license 
without  examination.  That  bill  will  be  put  in  with 
the  approval  of  the  Department  of  Education,  the 
Department  of  Mental  Hygiene,  the  Department  of 
Social  Welfare,  and  the  Department  of  Health.  It 
has  a grandfather  clause  in  it  with  the  idea  of 
straightening  out  this  and  letting  those  who  are  in  a 
difficult  position  in  hospitals  get  a license  without 
examination.” 

After  further  discussion,  it  was  voted  to  favor  the 
principle  and,  when  the  bill  is  introduced,  for  the 
Legislation  Committee  to  study  it  and  report. 

With  regard  to  three  bills  pertaining  to  work- 
men’s compensation  which  have  been  deferred  each 
month,  Dr.  Siris  suggested,  in  accordance  with  an 
opinion  indicated  by  Dr.  Kenney,  that  it  would  be 
advisable  to  defer  action  until  January. 

Executive  Committee. — Dr.  Wertz,  chairman,  re- 
ported that  an  emergency  meeting  of  the  Executive 
Committee  of  the  Council  had  been  held  in  Cleve- 
land, Ohio,  on  December  6,  1950,  during  the  meeting 
of  the  American  Medical  Association,  in  regard  to 
the  fact  that  there  was  under  way  a movement  to 
license  a number  of  graduates  of  a former  medical 
school  in  Boston.  The  Executive  Committee 
passed  the  following  resolution,  a copy  of  which  was 
sent  to  Mr.  Wm.  J.  Wallin,  Chancellor  of  the 
University  of  the  State  of  New  York,  who  is  chair- 
man of  the  Board  of  Regents,  which  will  act  upon 
the  suggestions. 

“Whereas,  the  Medical  Society  of  the  State 
of  New  York  has  been  apprised  of  the  likelihood 
that  the  Board  of  Regents  of  the  University  of 
the  State  of  New  York  will  consider  soon  an 
application  to  admit  to  the  New  York  State 
medical  licensing  examinations  certain  former 
students  of  the  erstwhile  Boston  College  of 
Physicians  and  Surgeons;  and 

“Whereas,  the  aforesaid  Boston  College  of 
Physicians  and  Surgeons  was  never  approved  by 
the  American  Medical  Association  and  had  a 
reputation  as  giving  an  inferior  medical  course; 
and 

“Whereas,  there  are  plenty  of  physicians  already 
'licensed  in  the  State  of  New  York;  therefore  be  it 
“ Resolved , that  the  Executive  Committee  of  the 
Council  of  the  Medical  Society  of  the  State  of 
New  York  urges  the  Board  of  Regents  to  protect 
the  health  and  welfare  of  the  people  of  our  State 
by  not  admitting  physicians  who  have  graduated 
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from  a school  of  such  inferior  standing  to  the 
medical  licensing  examinations.” 

The  Council  voted  to  approve  this  action. 

After  discussion,  it  was  voted  that  the  Executive 
Officer' send  a telegram,  signed  by  the  President, 
to  Governor  Dewey  and  to  each  member  of  the 
Board  of  Regents  expressing  these  sentiments 
and  incorporating  in  the  message  the  following 
sentence  from  the  law:  “New  York  medical 

schools  and  New  York  medical  students  shall  not 
be  discriminated  against  by  the  registration  of 
any  school  outside  of  the  State  whose  minimum 
graduation  standard  is  less  than  that  fixed  by  the 
statute  for  New  York  State  medical  schools.” 
Dental  Health. — Dr.  Anderton  reported  that,  in 
i response  to  an  inquiry  from  the  Medical  Society  of 
Rhode  Island  regarding  the  use  of  fluorine  in  pre- 
venting dental  decay,  he  had  collected  information, 
J particularly  the  June,  1950,  issue  of  The  American 
| Journal  of  Public  Health  and  the  Nation’s  Health, 
which  contains  two  articles  on  the  Newburgh- 
j Kingston  Caries  Fluorine  Study.  He  stated  that  an 
! inquiry  from  the  Village  Clerk  of  Stamford,  New 
York,  regarding  the  advisability  of  having  their 
j water  supply  treated  with  fluorine  had  been  referred 
| to  the  Joint  Committee  of  the  Medical  Society  of 
the  State  of  New  York  and  the  Dental  Society  of 
the  State  of  New  York.  He  presented  a letter  from 
! Dr.  Douglas  B.  Parker,  chairman  of  that  com- 
j mittee: 

“I  contacted  the  Dental  Society  of  the  State 
of  New  York  and  received  the  reply  that  the 
State  Dental  Society  officially  approves  Fluorida- 
tion of  Communal  Water  Supplies.  The  New 
York  State  Department  of  Health  issued  a state- 
ment of  policy  regarding  the  treatment  of  water 
supplies  with  sodium  fluoride.  The  salient  points 
of  this  information  memorandum  are: 

(1)  A preliminary  report  giving  the  results  of 
the  Newburgh-Kingston  Study  reveals  a 
reduction  of  approximately  thirty  per  cent 
in  new  dental  caries  in  the  permanent  teeth 
of  six-  to  twelve-year-old  children  in  New- 
burgh, as  compared  with  Kingston. 

(2)  To  date,  there  is  no  evidence  of  any  harm- 
ful effects  resulting  from  the  use  of  water 
containing  the  small  amount  of  fluoride 
used  for  this  prophylactic  service. 

(3)  If  communities,  after  consultation  with 
their  local  medical  and  dental  societies, 
wish  to  establish  this  procedure,  and  where 
the  communal  water  supply  will  lend  itself 
to  fluoridation  under  the  direct  supervision 
of  a qualified  engineer,  the  New  York 
State  Department  of  Health  will  make 
available  its  consultant  staff  in  helping  to 
plan  the  program  and  establish  standards 
and  procedures.” 

At  Dr.  Anderton’s  request, 

Approval  was  voted  to  transmit  Dr.  Parker’s  re- 
port to  the  clerk  of  the  Village  of  Stamford,  New 
York. 

Economics.— Dr.  Azzari,  chairman,  called  atten- 
tion to  the  report  of  the  Bureau  of  Medical  Care 
Insurance  and  to  a progress  report  on  the  New  York 
State  Blue  Shield  Plans  which  were  attached  to  the 
agenda.  The  former  covered  the  period  from 
October  5,  1950.  In  it  Mr.  Farrell,  director  of  the 
Bureau,  stated  that  he  had  discussed  the  progress  of 
the  plans  at  the  Ninth  and  Second  District  Branch 
meetings  at  West  Point  and  Garden  City,  re- 
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spectively,  and  at  the  midyear  meeting  and  confer- 
ence of  the  Woman’s  Auxiliary  at  Rochester;  that 
he  had  discussed  the  general  subject  of  medical  care 
insurance  with  woman’s  auxiliary  groups  in  Colum- 
bia and  Kings  Counties;  that  he  had  conferred  with 
the  President  of  Group  Health  Insurance  regarding 
a new  program  and  with  Dr.  A.  H.  Aaron  in  Buffalo 
preparatory  to  a meeting  between  the  Subcommittee 
on  Medical  Expense  Insurance  and  Blue  Shield 
Plan  presidents;  that  he  had  attended  a meeting  of 
United  Medical  Service  and  representatives  of 
county  medical  societies  at  the  Biltmore  Hotel,  the 
meeting  of  county  society  secretaries  in  Albany,  a 
meeting  of  the  Board  of  Directors  of  United  Medical 
Service,  and  a meeting  of  a special  subcommittee 
of  the  Committee  on  Legislation  for  discussion  of 
the  Panken  Bill.  He  reported  that  he  had  been 
present  during  a discussion  on  the  inclusion  of 
nursing  service  in  voluntary  medical  care  plan  con- 
tracts at  one  of  the  sessions  of  the  American  Medi- 
cal Association  Council  on  Medical  Service  at  the 
Hotel  Roosevelt,  New  York  City,  and  had  taken 
part  in  a discussion  on  the  inclusion  of  oral  surgery 
in  Blue  Shield  plan  coverage,  between  representa- 
tives of  the  Legislation  Committee  and  representa- 
tives of  the  Legislation  Committee  of  the  Dental 
Society  of  the  State  of  New  York.  He  stated  that 
material  for  the  uniform  State-wide  contract  which 
had  been  presented  on  December  13  to  the  Sub- 
committee on  Medical  Expense  Insurance  and  the 
Blue  Shield  Plan  Presidents  included  the  contract, 
medical  indemnity  rider  providing  x-ray,  anes- 
thesia, pathology,  and  physical  therapy,  and 
schedules  of  allowances.  The  Director’s  comments 
on  the  progress  report  for  the  nine  months  ended 
September  30,  1950,  included  information  that 
membership  had  increased  over  one-half  million, 
making  the  total  membership  on  that  date  2,600,834 
and  that  payments  to  doctors  amounted  to  39,414,- 
255,  representing  266,666  claims,  or  an  increase  of 
82,761,978  over  the  same  period  in  1949. 

It  was  voted  to  approve  the  reports. 

Dr.  Azzari  continued:  “There  is  another  matter 
to  report  to  you.  It  is  with  reference  to  the  com- 
munication of  Dr.  Christopher  Parnall,  secretary  of 
the  Medical  Society  of  the  County  of  Monroe,  in 
regard  to  the  practice  of  some  hospitals  in  pur- 
chasing workmen’s  compensation  insurance  through 
the  New  York  State  Insurance  Fund. 

“Your  Committee  feels  that  the  Council  should 
not  attempt  to  use  its  influence  to  persuade  any 
hospital  to  purchase  compensation  insurance  from 
any  particular  group  of  compensation  insurance 
carriers;  and  it  recommends  to  the  Council  that  it  so 
communicate  to  the  secretary  of  the  Medical  Society 
of  the  County  of  Monroe.” 

It  was  voted  to  approve  the  report. 

Public  Medical  Care. — Dr.  Vickers,  chairman, 
reported  that  the  Committee  on  Public  Medical 
Care  met  the  second  Thursday  in  November,  and 
Dr.  Rourke  was  at  the  Welfare  Department  in 
Albany  as  our  representative.  The  meeting  was 
routine.  They  outlined  the  new  program  for  aid 
to  the  disabled,  and  new  forms  were  approved  on 
that  program.  He  said  that  there  also  was  present 
a representative  from  the  optometrists  who  asked 
that  fees  be  raised  from  $11.65  to  $23.90  for  their 
examination,  which  was  more  than  the  ophthal- 
mologists receive  in  the  welfare  program.  That  item 
was  disallowed. 

The  report  was  accepted. 
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Emergency  Preparedness.— Dr.  Masterson,  chair- 
man, stated:  “I  received  last  night  from  the  State 
Civil  Defense  Commission  their  program  for 
Emergency  Medical  Service.  I requested  sufficient 
copies  so  that  one  can  be  sent  to  every  county 
society  in  the  State.  A letter  is  now  in  formation 
which  will  be  sent  soon  by  Dr.  Wertz  to  the  presi- 
dents of  the  county  societies  so  that  they  cah  go 
ahead  with  their  planning  and  organization. 

“There  are  two  sentences  in  the  preliminary  part 
of  the  report:  First,  ‘Emergency  medical  services 
are  more  important  than  hospital  care,  because  if 
the  former  fails  the  latter  cannot  repair  the  loss.’ 

“Another  paragraph  is,  ‘The  number  of  personnel 
required  demands  the  use  of  nonmedical  help.  An 
aid  man  on  the  scene  in  the  fire  house  will  be  more 
important  than  a neurosurgeon  arriving  an  hour 
later.’ 

“I  hope  that  as  soon  as  the  various  societies  re- 
ceive this  communication  and  program  from  Dr. 
Wertz  they  will  immediately,  if  they  have  not  al- 
ready done  so,  appoint  their  emergency  defense 
committee  and  go  ahead  with  this  program.” 

Finance  Committee. — Dr.  Dattelbaum,  chair- 
man, reported  as  follows: 

“There  was  one  matter  referred  to  the  Finance 
Committee  as  to  the  expenses  that  Dr.  Brown  and 
his  Committee  on  Hospital  and  Professional  Rela- 
tions would  incur,  up  to  $1,000.  The  Finance 
Committee  unanimously  approves,  and  I recoha- 
mend  its  transmission  by  the  Council  to  the  Trustees. 

Approval  was  voted. 

Hospital  and  Professional  Relations.— Dr.  Brown, 
chairman,  reported:  “We  have  made  arrangements 
for  hearings  in  four  cities  of  the  State:  New  York 
City  on  January  10,  Albany  in  the  Hotel  Ten  Eyck 
on  January  18,  Hotel  Syracuse  on  January  31,  and 
Hotel  Statler,  Buffalo,  on  February  15.  I would 
like  to  inform  the  members  here  about  that.  They 
might  have  been  asked  some  questions  about  a 
letter  that  was  sent  to  each  county  society  a month 
ago.  We  asked  them  to  give  us  information  about 
any  special  societies  in  x-ray,  pathology,  anes- 
thesiology, and  physiotherapy,  and  we  added  a 
new  subject,  electrocardiography,  because  of  the 
Bethlehem  Steel  Company  contract  in  part  of  the 
State.  We  wanted  to  invite  all  of  the  societies  that 
are  interested  in  these  problems  so  that  they  could 
not  claim  later  on  that  they  were  given  no  op- 
portunity to  be  heard.  We  are  not  inviting  any 
individual  members  to  these  hearings.  We  are  in- 
viting each  county  society  and  the  specialty  societies. 
We  are  asking  them  to  appoint  representatives  to 
attend  these  meetings.  We  are  asking  them  to  send 
at  least  two  in  each  of  the  specialties,  and  as  many 
more  as  they  see  fit.  We  are  having  the  hearings 
in  the  mornings  devoted  to  pathology,  in  the  after- 
noons to  x-ray,  and  in  the  evenings  to  anesthesi- 
ology, physiotherapy,  and  electrocardiography. 
Our  purpose  is  to  get  the  viewpoints  of  the  men  in 
the  active  practice  of  these  specialties,  and  es- 
pecially those  practicing  them  in  the  hospitals. 
We  want  to  find  out  what  their  problems  are,  and 
what  recommendations  they  may  have.” 

He  then  read  a letter  from  Dr.  Vincent  E.  Fischer, 
president  of  the  New  York  State  Academy  of 
General  Practice,  asking  liaison  with  or  representa- 
tion on  the  Hospital  and  Professional  Relations 
Committee. 

It  was  brought  out  in  discussion  that  Council 
Committees  can  consist  of  three  members  only,  and 
that  there  is  a Subcommittee  on  General  Practice 
of  the  Public  Health  and  Education  Committee, 


which  will  meet  shortly,  and  that  the  whole  matter  of 
general  practitioner  participation  could  be  dis- 
cussed at  that  time. 

Nursing  Education. — Dr.  Dickson,  chairman, 
reported  that  published  in  the  agenda  and  given 
below  is  the  report  of  the  Committee  on  Nursing 
Education  which  concerns  the  proposed  changes  in 
the  Nurse  Practice  Act. 

The  New  York  State  Nurses  Association  is 
soliciting  the  support  of  the  Medical  Society  of  the 
State  of  New  York  in  sponsoring  certain  changes  in 
the  Nurse  Practice  Act.  For  information  of  the 
Council,  these  proposed  changes  are  submitted. 

Section  1.  Subdivision  2 of  Section  6,901  of  the 
education  law,  as  amended  by  Chapter  856  of 
the  laws  of  1949,  would  be  amended  to  read  as 
follows: 

The  practice  of  nursing  is  defined  as  follows: 

(а)  A person  practices  nursing  as  a registered 
professional  nurse  within  the  meaning  of  this 
article  who  for  compensation  or  personal  profit 
performs  any  professional  service  requiring  the 
application  of  principles  of  nursing  based  on 
biologic,  physical,  and  social  sciences,  such  as 
responsible  supervision  of  a patient  requiring  skill 
in  observation  of  symptoms  and  reactions  and  the 
accurate  recording  of  the  facts,  and  carrying  out 
of  treatments  and  medications  as  prescribed  by  a 
licensed  physician  or. by  a licensed  dentist  and 
the  application  of  such  nursing  procedures  as 
involve  understanding  of  cause  and  effect  in  order 
to  safeguard  life  and  health  of  a patient  and 
others. 

(б)  A person  practices  nursing  as  a licensed 
practical  nurse  within  the  meaning  of  this  article 
who  for  compensation  or  personal  profit  performs 
such  duties  as  are  required  in  the  physical  care  of 
a patient  and  in  carrying  out  of  medical  orders  as 
prescribed  by  a licensed  physician  or  by  a licensed 
dentist  requiring  an  understanding  of  nursing  but 
not  requiring  the  professional  service  as  outlined 
in  paragraph  (a). 

This  change  attempts  to  clarify  the  two  sub- 
divisions of  the  licensed  nursing  groups. 

Section  2.  Paragraph  (a)  of  Subdivision  5 of 
Section  6,905  of  the  education  law  if  amended 
would  read  as  follows: 

(a)  The  department  may  license  without  ex- 
amination a graduate  of  a school  of  nursing  ac- 
credited in  any  other  state,  province,  or  country, 
who  has  completed  a course  of  study  in  nursing 
considered  by  the  department  to  be  equivalent 
to  that  required  in  this  State  at  that  time  and 
who  was  licensed  in  that  state  by  examination 
and  has  met  all  the  requirements  as  to  age,  char- 
acter, citizenship,  and  preliminary  education. 
A nurse  may,  pending  final  action  by  the  depart- 
ment upon  an  initial  application  for  licensure 
pursuant  to  this  paragraph , practice  nursing  in  a 
hospital  approved  by  the  American  College  of 
Surgeons  or  in  a Public  Health  Nursing  Agency 
for  a period  not  longer  than  six  months  from  the 
date  the  department  receives  from  such  nurse  an 
application  f or  licensure  consisting  of  (a)  a personal 
statement  by  such  nurse  on  a form  authorized  for 
such  purpose  by  the  department  and  ( b ) a certificate 
by  the  licensing  authority  of  another  state,  province, 
or  country  that  such  nurse  has  been  licensed  by 
examination  to  practice  nursing  in  such  state, 
province,  or  country  and  currently  is  lawfully  en- 
titled to  practice  nursing  there.  This  paragraph 
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shall  not  be  construed  to  -permit  any  such  nurse 
so  to  practice  nursing  (a)  for  more  than  one  such 
six-month  period,  or  ( b ) for  any  period  except  as 
hereinabove  in  this  paragraph  provided,  upon  an 
initial  application  for  licensure  pursuant  to  this 
paragraph,  or  ( c ) after  being  notified  by  the  depart- 
ment that  such  application  has  been  denied. 

This  section  changes  the  proposed  regulation 
of  out-of-State  nurses  from  Section  6,909  to 
Section  6,905. 

Section  3.  Subdivision  1 of  Section  6,909  of 
the  education  law  has  the  following  matter  added : 
nor  shall  it  be  construed  as  prohibiting  or  pre- 
venting the  practice  of  nursing  in  this  State  during 
an  emergency  or  disaster  by  a legally  qualified 
nurse  of  another  state  or  country  who  may  be  re- 
cruited by  the  American  National  Red  Cross  or 
by  the  State  Civil  Defense  Commission  for  such 
emergency  or  disaster  service,  provided  such  person 
does  not  represent  or  hold  himself  or  herself  out  as  a 
nurse  licensed  to  practice  in  this  State;  nor  shall 
it  be  construed  as  prohibiting  or  preventing  the 
practice  of  nursing  in  this  State,  in  obedience  to 
the  requirements  of  the  laws  of  the  United  Stales, 
by  any  commissioned  nurse  officer  in  the  military, 
naval,  or  Public  Health  Service  of  the  United  Slates 
or  by  any  nurse  employed  in  the  United  States 
Veterans  Administration,  while  engaged  in  the 
performance  of  the  actual  duties  prescribed  for  him 
or  her  under  the  United  States  statutes,  provided 
such  person  does  not  represent  or  hold  himself  or 
herself  out  as  a nurse  licensed  to  practice  in  this 
State;  nor  shall  it  be  construed  as  prohibiting 
nursing  or  care  of  the  sick,  with  or  without  com- 
pensation or  personal  profit,  when  done  in  con- 
nection with  the  practice  of  the  religious  tenets 
of  any  church  by  adherents  thereof  as  long  as 
they  do  not  engage  in  the  practice  of  nursing  as 
defined  in  this  article. 

It  would  appear  that  this  addition  plugs  loop- 
holes in  the  present  law  in  meeting  some  of  the 
problems  posed  by  a national  emergency  or  by 
the  program  of  the  Veterans  Administration. 

Section  4.  Paragraph  F of  Subdivision  1 of 
Section  6,911  of  the  education  law  would  be 
amended  to  read  as  follows: 

Upon  proof  that  such  licensee  is  or  has  been 
a habitual  drunkard  or  is  or  has  been  addicted 
to  the  use  of  morphine,  cocaine,  or  other  drugs 
having  similar  effect,  or  has  become  mentally 
incompetent. 

It  is  the  impression  of  your  committee  that 
these  are  well  considered  changes  in  the  Nurse 
Practice  Act  and  should  receive  support  of  the 
Council. 

IDr.  Dickson  recommended  that  in  view  of  a recent 
communication  from  the  New  York  State  Nurses 
I Association,  Section  2 be  tabled  until  we  receive 
further  information. 

It  was  so  voted. 

Office  Administration  and  Policies. — Dr.  Beek- 
man,  chairman,  reported  that  the  Committee  met 
on  December  13.  Routine  matters  were  discussed 
and  some  salary  increases  approved.  The  follow- 
ing actions  were  approved:  that  the  Society  retain 
payment  of  disability  benefits  insurance  while 
paying  employes  full  salary  during  illness,  subject 
to  approval  of  Counsel;  that  Mr.  Alexander  make 
a study  of  salary  payment  during  such  leave;  that 
the  disposal  of  the  late  Mrs.  Morong’s  salary  of 
$76.67  be  referred  to  Mr.  Martin;  that  the  em- 


ployes’ Christmas  party  be  held  at  the  Hotel  Statler 
on  December  22,  1950;  that  it  be  recommended 
to  the  Council  that  insurance  which  the  Society 
carries  in  the  State  Insurance  Fund  be  transferred 
to  a private  corporation  because  the  State  Society 
does  not  believe  in  socialized  insurance;  that  the 
Code  of  the  World  Medical  Association  be  framed 
at  the  cost  of  $4.00  as  requested  by  the  Secretary; 
that  it  be  recommended  to  the  Council  that  a state- 
ment be  sent  to  the  American  Medical  Association 
of  the  expenses  incurred  through  collection  of  the 
1950  American  Medical  Association  dues. 

After  discussion,  it  was  voted  that  a statement  be 
sent  to  the  American  Medical  Association  of  the 
expenses  incurred  through  collection  of  the 
American  Medical  Association  dues. 

The  Committee  would  like  the  Council  to  recom- 
mend to  the  Trustees  that  a new  mimeograph 
machine  be  purchased;  also  that  Mrs.  Grimm’s 
rate  be  raised  for  verbatim  original  and  three 
copies  of  the  proceedings  of  the  Council  once  a 
month  except  during  July  and  August. 

It  was  so  voted. 

The  Committee  voted  to  recommend  to  the 
Council  that  public  liability  and  property  damage 
insurance  of  $100,000/$200,000  be  carried  on  the 
Albany  office  and  the  same  amount  on  the  Queens 
office  of  the  Society,  these  additions  to  be  made  as  a 
rider  on  the  present  policy. 

It  was  so  voted. 

The  Committee  requests  that  the  Council  pass 
the  following  motion: 

“Resolved,  that  all  matters  pertaining  to  office 
personnel  at  all  offices,  with  the  exception  of 
those  under  contract,  be  under  the  direction  of 
the  Committee  on  Office  Administration  and 
Policies.” 

It  was  so  voted. 

Planning  Committee. — Dr.  Kenney  reported  as 
follows: 

“There  was  a meeting  of  the  Planning  Committee 
on  November  29.  A new  chairman  was  elected, 
Dr.  Peter  Di  Natale,  and  Dr.  Anderlon  was  elected 
as  recorder.” 

The  President  called  on  Dr.  Di  Natale,  who  stated 
that  he  thought  the  Committee  should  plan  for  the 
future  and  not  merely  take  up  things  that  had  hap- 
pened in  the  past  and  that  the  Committee  was  open 
to  suggestions  and  would  be  glad  to  receive  any 
ideas  that  the  members  of  the  Council  might  have 
to  refer  to  them. 

Dr.  Kenney  stated  that  there  would  be  a meeting 
of  the  Middle  Atlantic  States  Regional  Conference 
of  the  A.M.A.  on  January  18,  1951,  in  Philadelphia 
and  that  the  program  would  be  on  civil  defense 
and  how  it  is  interrelated  to  the  states  in  the  Middle 
Atlantic  Region. 

Publication  Committee. — Dr.  Kosmak,  chair- 
man, reported  that  the  Publication  Committee  had 
met  on  the  13th  and  that  the  editorial  group  had 
held  two  meetings  in  addition  during  the  month. 
He  stated  there  had  been  a diminution  in  the  so- 
called  red  side  of  the  ledger,  because  of  the  increased 
amount  of  advertising  that  had  been  secured 
recently. 

He  reported  on  the  anniversary  issue  of  the 
Journal  which  is  to  appear  January  1,  staling  that 
much  time  and  thought  had  been  expended  on  it, 
that  it  would  contain  a complete  history  of  the 
Journal  during  the  past  fifty  years,  written  by  Dr. 
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Redway,  and  that  the  scientific  pages  were  devoted 
to  the  progress  of  medicine  in  this  State  during  the 
same  time. 

The  preparation  of  an  editorial  dealing  with  the 
hospitalization  program,  which  had  been  directed 
by  the  Council,  was  accomplished,  but,  in  view  of 
what  had  taken  place  in  conferences  between  the 
American  Medical  Association,  the  American  Col- 
lege of  Surgeons,  and  other  groups,  it  was  thought 
desirable  not  to  publish  it  at  present. 

Public  Health  and  Education. — Dr.  Curphey, 
chairman,  reported  that  he  had  attended  various 
meetings  and  arranged  postgraduate  instruction 
and  teaching  days.  He  also  reported  that  9,500 
copies  of  a letter  to  accompany  the  “Parents’ 
Book”  had  been  mimeographed  at  his  office  and 
sent  to  Albany  for  distribution,  that  a letter  from 
Dr.  Wertz  regarding  the  film  “Breast  Self-examina- 
tion” had  been  mailed  to  each  county  society  presi- 
dent together  with  a pamphlet  of  the  same  title, 
that  Dr.  George  E.  Anderson’s  memorandum  on 
the  Diabetes  Detection  Drive  had  been  mailed  to 
each  county  society,  and  that  his  office  had  been 
instrumental  in  scheduling  a round-table  discussion 
of  rheumatic  diseases  by  outstanding  local  specialists 
for  a stated  meeting  of  each  of  the  five  metropolitan 
county  medical  societies  and  of  the  Nassau  County 
Medical  Society.  Dr.  Joseph  Bunim,  ^ assistant 
professor  of  clinical  medicine  at  New  York  Uni- 
versity College  of  Medicine,  initiated  the  plan  and 
arranged  for  the  speakers  as  part  of  the  education 
program  of  the  New  York  Chapter  of  the  Arthritis 
and  Rheumatism  Foundation.  The  Public  Rela- 
tions Bureau  is  assisting  with  the  publicity. 

He  continued  by  stating  that  the  Subcommittee 
on  Diabetes  met  on  November  8 with  Dr.  Hollis  S. 
Ingraham  of  the  State  Department  of  Health  to 
discuss  mass  detection  methods  and  that  the  monthly 
joint  meeting  on  November  8 of  the  Council  Com- 
mittee on  Public  Health  and  Education  with 
representatives  of  the  State  Department  of  Health 
was  devoted  to  discussion  of  the  advisability  of 
attempting  to  obtain  legislation  to  cover  establish- 
ment of  the  medical  examiner  system  throughout 
the  State.  As  a result  of  the  meeting,  the  following 
recommendation  is  made: 

That  the  Council  appoint  a representative  of  the 
Medical  Society  of  the  State  of  New  York  who, 
with  the  Commissioner  of  Health,  will  wait  on 
the  Governor  with  a view  to  seeking  favorable 
consideration  of  appropriate  legislation  to  es- 
tablish the  medical  examiner  system  throughout 
the  State. 

Dr.  Curphey  presented  a resolution  by  the  Council 
of  the  New  York  State  Association  of  Public  Health 
Laboratories  endorsing  the  Committee’s  stand. 
After  discussion,  the  Council  voted  that  Governor 
Dewey  be  requested  to  appoint  a special  com- 
mission of  the  State  Legislature  to  study  the 
coroner  situation  throughout  the  State,  except 
in  counties  where  there  is  a medical  examiner, 
and  to  recommend  appropriate  legislation. 
Regarding  the  work  of  the  Child  Welfare  Sub- 
committee as  reviewed  by  Dr.  Wilke  and  himself, 
Dr.  Curphey  reported  that  no  decision  had  been 
reached  on  the  question  of  establishing  a State-wide 
conference  of  school  physicians. 

He  reported  further: 

“Dr.  Wilke  submits  to  the  Council  for  action  the 
following  recommendations  resulting  from  the  first 
meeting  of  the  New  York  State  Coordinating 


Council  on  Poloimyelitis  at  which  Dr.  Hugh  Leahy 
represented  the  Medical  Society: 

A.  That  the  State  be  divided  into  areas,  in 
each  of  which  there  would  be  designated  one  or 
more  primary  centers  to  which  poliomyelitis 
patients  from  all  parts  of  the  area  would  be 
referred;  that  the  regional  health  directors  of 
the  State  Department  of  Health  might  serve  as 
coodinators  of  this  activity  and  arrange  meetings 
within  their  regions  for  each  hospital  area;  that 
the  regional  health  directors  call  to  these  meetings 
the  administrators  of  the  hospitals  in  the  area, 
representatives  of  the  county  medical  societies  of 
the  area,  the  eastern  or  western  representatives  of 
the  National  Foundation  for  Infantile  Paralysis, 
and  the  local  representatives  of  the  State  Nurses 
Association,  this  group  to  discuss  the  manage- 
ment of  poliomyelitis  patients  in  the  area  and,  if 
considered  practicable,  to  designate  certain 
hospitals  as  primary  centers  to  which  poliomyelitis 
patients  would  be  referred;  further,  that  hospitals 
with  more  than  average  facilities  but  not  com- 
pletely equipped  for  the  management  of  polio- 
myelitis patients  be  designated  as  secondary 
centers  which  would  admit  poliomyelitis  patients 
when  the  load  upon  the  primary  centers  became 
too  great  during  an  epidemic  period. 

B.  That  the  various  agencies  represented  on 
the  Coordinating  Council  approve  the  following 
method  of  providing  special  nursing  and  physio- 
therapy services: 

(1)  The  NFIP  is  able  to  supplement  but  not  to 
replace  the  nursing  service  of  the  general  hospitals 
for  the  care  of  poliomyelitis  patients.  Exceptions 
are  made  in  cases  of  bulbar  or  respiratory  compli- 
cations when  special  nurses  may  be  paid  for  by 
the  NFIP. 

(2)  The  NFIP  prefers  that  special  nurses  be 
employed  by  the  hospitals  which  will  be  reim- 
bursed by  the  NFIP  at  the  rate  of  $250  per  month. 

It  will  then  be  up  to  the  hospital  to  decide 
whether  the  nurses  will  serve  one  or  several 
patients,  depending  upon  the  load  in  the  hospital 
and  the  degrees  of  severity  of  the  cases.  The 
nurses  would  be  considered  as  temporary  em-  j 
ployes  of  the  hospital  and  entitled  to  the  same 
rights  and  privileges  as  other  temporarily  em- 
ployed nurses. 

(3)  Under  this  arrangement,  when  a polio- 
myelitis patient  is  under  the  Medical  Rehabilita- 
tion Program  of  the  State  Department  of  Health, 
that  program  would  be  billed  by  the  hospital  in 
accordance  with  the  proportionate  amount  of 
time  devoted  by  the  special  nurse  to  the  patient. 

(4)  Similar  arrangements  between  the  Founda- 
tion and  the  hospital  will  be  made  when  special 
physiotherapists  are  employed  for  the  care  of 
poliomyelitis  patients. 

(5)  The  American  Red  Cross  will  undertake 
the  responsibility  for  procuring  special  nurses 
for  the  care  of  poliomyelitis  patients  when  re- 
quested to  do  so  by  the  NFIP. 

C.  That  a subcommittee  of  the  Council  be 
appointed  for  the  purpose  of  studying  the  problem 
and  making  recommendations  regarding  the 
possibility  of  establishing  a respirator  center  in 
New  York  State,  the  subcommittee  to  be  composed 
of  representatives  of  the  NFIP,  the  State  De- 
partment of  Health,  the  State  Hospital  Associa- 
tion, the  State  Medical  Society,  a,nd  the  State 
Nurses  Association,  with  Mr.  Gibson  of  the 
NFIP  as  chairman. 

[Continued  on  page  5481 


547 


Useful  Cardiac  Dims 


fhesodate  — Brewer  IN  ANGINA  PECTORIS 
(Theobromine  Sodium  Acetate  7I/2  gr.  enteric  coated) 


Thesodate  has  been  proven  effective  in  increasing 
the  capacity  for  work  in  individuals  suffering  from  coronary 
artery  disease.  One  Thesodate  tablet  four  times  a day 
(after  meals  and  at  bedtime)  helps  to  maintain  improved 
heart  action  and  increased  coronary  artery  circulation. 


Enkide 


— Brewer 


IN  LUETIC  HEART  DISEASE 


(Potassium  Iodide  one  gram  or  half  gram  enteric  coated) 


Enkide  is  useful  as  an  adjuvant  in  tertiary  syphilis 
and  wherever  potassium  iodide  therapy  is  indicated.  Enkide 
insures  accuracy  of  dosage,  absence  of  gastric  irritation  and 
convenience  of  administration.  Patients  are  more  apt  to  fol- 
low prescription  directions  because  of  these  advantages. 


Amchlor 


— Brewer 


IN  CARDIAC  EDEMA 


(Ammonium  Chloride  one  gram  enteric  coated) 


Amchlor  cuts  in  half  the  number  of  tablets  each 
patient  takes  when  large  amounts  of  ammonium  chloride  are 
prescribed.  This  convenience  to  the  patient  helps  to  insure 
full  and  complete  use  of  the  entire  amount  prescribed. 
Amchlor  is  useful  in  cardiac  edema,  hypertension,  dysmen- 
orrhea, Meniere’s  Syndrome,  etc. 

Samples  and  Literature  Available  Upon  Request. 


— sasagsEBBEBi:  

BREWER  & COMPANY,  INC. 

WORCESTER  8,  MASSACHUSETTS  U.S.A. 

I 


548 


MINUTES  OF  THE  COUNCIL 


[N.  Y.  State  J.  M. 


[Continued  from  p Age  546] 

It  was  voted,  that  Dr.  Curphey  act  as  repre- 
sentative of  the  Medical  Society  of  the  State  of 
New  York  on  a special  committee  for  this 
purpose. 

D.  That  the  Council  undertake  a survey  of 
the  needs  for  additional  facilities  in  rehabilitation 
hospitals,  with  emphasis  on  the  needs  for  expan- 
sion of  such  services  in  postepidemic  periods; 
that  the  Council  look  into  the  desirability  of 
establishing  standards  for  rehabilitation  services. 

E.  That  hospitals  should  be  requested  to  co- 
operate with  the  NFIP  in  the  completion  of  the 
hospital  census  on  a monthly,  or  possibly  a weekly, 
basis.” 

Dr.  Wilke  also  requests  that  the  Council  approve 
the  following  statement,  with  particular  reference 
to  the  last  sentence,  which  has  been  suggested  by 
Dr.  Wheatley  for  inclusion  in  Dr.  Wilke’s  com- 
munication to  members  of  the  several  branches  of 
the  Academy  of  Pediatrics  in  New  York  State: 

Child  Health  Services 

A nontechnical  summary  of  the  findings  and 
recommendations  of  the  Academy  Study  of  Child 
Health  Services  in  New  York  State  conducted  in 
1946  to  1947,  and  published  in  detail  in  February, 
1949,  is  being  prepared  for  State-wide  distribu- 
tion to  professional  and  lay  individuals  and 
groups  concerned  with  the  improvement  of  child 
health  in  New  York  State.  Since  the  study  was 
made,  recommendations  for  the  improvement  of 
child  health  have  been  formulated  by  the  Child 
Health  Section  of  the  New  York  State  White 
House  Conference  Citizens’  Committee,  under 
the  chairmanship  of  Dr.  Ruth  M.  Bakwin. 

It  is  planned  to  combine  the  factual  data  from 
the  Academy  survey  with  the  pertinent  recom- 
mendations from  Dr.  Bakwin’s  committee.  It  is 
believed  that  this  will  make  a more  effective  and 
up-to-date  report  to  guide  local  groups  in  improv- 
ing their  health  service  for  children. 

The  report  will  be  a multicolored,  atractively 
illustrated  pamphlet  and  is  being  published  with 
the  assistance  of  the  New  York  State  Health 
Department  and  with  the  cooperation  of  the 
Medical  Society  of  the  State  of  New  York. 

The  Council  voted  to  endorse  this  pamphlet  and 
its  distribution. 

Dr.  Curphey  added  a request  from  Dr.  Wilke 
and  himself  that  the  Council  vote  that  the  Medical 
Society  support  the  distribution  of  the  lectures  on 
neonatal  mortality  by  members  of  the  New  \ ork 
Academy  of  Medicine.  These  have  been  prepared 
for  publication  by  the  New  York  State  Department 
of  Health  and  are  ready  for  general  distribution. 
Approval  was  voted. 

He  reported  that  present  at  the  November  28 
meeting  of  the  Subcommittee  on  Cancer  were  Drs. 
Adie,  Curphey,  Redway,  Anderton,  Post,  and 
Francis  O’Connor,  director  of  the  Medical  Board  of 
the  Ulster  County  Tumor  Clinic.  The  meeting 
was  occupied  largely  by  a detailed  outline  of  the 
development  of  the  Ulster  County  Tumor  Clinic, 
with  the  various  problems  that  it  has  encountered. 
It  was  felt  that  the  best  approach  to  a solution 
called  for  a conference  between  the  Comit.ia  Minora 
of  the  Ulster  County  Medical  Society  and  the  chair- 
men of  the  Subcommittee  on  Cancer  and  the  Com- 
mittee on  Public  Health  and  Education,  following 
an  invitation  from  the  county  medical  society  if 
they  approve  of  this  approach. 


With  regard  to  Teaching  Day  he  said  that  during 
the  last  few  months  consideration  had  been  given 
to  the  choice  of  topics. 

It  was  felt  that  one  of  the  sessions  should  be  de- 
voted to  the  interrelated  problems  of  the  doctor 
and  the  hospital,  as  well  as  the  doctor’s  responsi- 
bility to  the  community,  apart  from  those  of  im- 
mediate medical  nature.  To  this  end  a forum  dis- 
cussion entitled  “The  Doctor,  the  Hospital,  and 
the  Community”  is  projected,  the  intention  being 
to  obtain  certain  well-informed  laymen  who,  in 
conjunction  with  physicians,  will  outline  the  prob- 
lems as  they  exist  and  develop  approaches  for  the 
improvement  of  this  relationship. 

The  Council  voted  to  approve  a forum  discussion 
entitled,  “The  Doctor,  the  Hospital,  and  the 
Community.” 

Along  these  same  lines  the  other  session  might  be 
given  over  to  a discussion  of  the  development  of 
community  health  councils  at  the  State  and  local 
levels. 

This  was  approved  and  it  was  voted  that  material 
be  given  to  the  Editor  of  the  Journal  for  an 
editorial  on  this  subject. 

Dr.  Brown  brought  up  the  question  of  qualifica- 
tions of  doctors  for  rehabilitation  work,  which  was 
discussed,  and 

it  was  voted  that  the  Council  reaffirms  its  position 
that  certification  by  boards  and/or  membership 
in  specialty  societies  are  not  the  sole  criteria  by 
which  a man’s  abilities  should  be  judged,  but  that 
principal  among  the  criteria  is  evaluation  by  his 
fellows  in  the  county  medical  society  and  es- 
pecially in  the  workmen’s  compensation  com- 
mittee. 

Medical  Film  Review  Subcommittee — Dr.  John  L 
Norris,  chairman,  submitted  the  following  report  o 
a meeting  held  November  24,  1950,  at  Albany: 

(1)  It  was  proposed  first  that  a catalogue  of  film; 
in  the  library  be  published  on  the  basis  of  review: 
already  completed.  Where  they  have  not  yet  beei 
completed  by  New  York  State  panels,  Americai 
Medical  Association  reviews  be  used  and  credi 
given.  These  American  Medical  Association  re 
views  will  be  replaced  by  our  own  evaluations  a 
soon  as  these  are  available.  This  catalogue  will  in 
elude  a short,  concise  general  statement.  In  th 
foreword  it  will  be  stated  that  the  complete  review 
will  be  available  on  request  and  that  a copy  of  th 
complete  review  will  be  included  with  the  film  whe 
it  is  sent  to  the  user. 

(2)  It  was  felt  that,  although  our  original  cor 
ception  of  panel  composition  is  sound,  the  grou  1 
should  be  large  enough  to  give  a balanced  opinior 
This  would  avoid,  in  so  far  as  possible,  the  criticisi ! 
that  the  review  is  prejudiced.  It  was  thought  tha  I 
we  could  reasonably  expect  each  panel  to  hold  od 
review  session  a month,  using  films  recommende 
by  the  Medical  Film  Institute.  The  Medical  Fill 
Institute  would  indicate  to  the  panels  only  filrr 
which  are,  in  their  opinion,  worth  the  time  spen 
Recommendations  for  purchase  will  be  made  by  tt 
panels  to  the  chairman  of  the  Medical  Film  Revie 
Committee.  A list  of  worth-while  films  will  be  sei 
by  the  Medical  Film  Institute  to  Dr.  Sumner,  wjt 
will  notify  the  panel  chairmen  and  will  try  to  arranj 
specific  review  dates  and  will  obtain  the  films  f< 
those  specific  dates.  It  should  be  kept  in  mind  t 
panel  chairmen  that  a rental  fee  is  charged  to  tl 
State  Department  of  Health  for  these  films  on  a p 
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diem  basis.  It  will  probably  be  necessary  to  allow 
from  six  to  eight  weeks  to  make  arrangements  for  a 
specific  film. 

The  panel  chairman  must  be  responsible  for  the 
report  of  the  review  sessions.  He  should  act  as 
discussion  leader  and  note  most  of  the  reactions.  It 
will  not  be  necessary  for  him  to  attempt  to  prepare 
a formal  statement  so  long  as  most  significant  reac- 
tions are  recorded  in  note  form.  These  notes  should 
be  sent  to  Dr.  Sumner,  if  possible  with  three  copies, 
all  of  which  should  go  to  her,  and  she  will  take  care 
of  their  further  distribution.  Dr.  Sumner’s  office 
can  make  arrangements  for  the  use  of  a projector  if 
one  is  not  available  to  the  panel  chairman. 

(3)  It  was  agreed  that  the  present  panels  in  in- 
ternal medicine,  neuropsychiatry,  anesthesia,  public 
health  and  preventive  medicine,  and  obstetrics  and 
gynecology  should  be  encouraged  to  continue.  It 
was  thought  that  the  panel  on  internal  medicine 
could  include,  in  general,  the  fields  of  physical  diag- 
nosis and  physiology;  that  we  would  try  to  es- 
tablish a panel  in  general  and  orthopedic  surgery 
among  the  staff  in  the  Veterans’  Hospital  presently 
being  formed  in  Albany;  that  we  would  encourage 
the  new  panel  in  Buffalo  in  pediatrics  in  its  de- 
velopment. It  was  hoped  that  Dr.  Curphey  might 
know  of  someone  in  metropolitan  New  York  who 
could  develop  a panel  on  ophthalmology  and  oto- 
laryngology. 

Geriatrics  Subcommittee — Dr.  Scott  Lord  Smith, 
chairman,  submitted  the  following  report: 

“Three  members  of  the  committee  attended  the 
President’s  Conference  on  ‘Problems  of  the  Aged’ 
in  Washington,  D.C.,  August  13,  14,  15,  1950,  Drs. 
Crampton,  Zemen,  and  the  chairman,  who  was  ac- 
cepted as  representing  the  Medical  Society  of  the 
State  of  New  York.  All  three  were  impressed  with 
the  care  and  completeness  with  which  problems  of 
the  aged  wg re  considered. 

“On  November  9,  at  the  Commodore  Hotel,  the 
committee  held  a meeting.  Present  were  Drs. 
Curphey,  Crampton,  Post,  and  Smith.  After  a 
general  discussion  of  the  Washington  Conference, 
the  ‘release’  by  Senator  Desmond  of  a nation-wide 
survey  (the  first  such)  on  activities  undertaken  in 
behalf  of  the  aged  in  48  states  was  considered  in  de- 
tail. Six  recommendations  made  by  Senator  Des- 
mond are  as  follows: 

“1.  Creation  in  state  health  departments  of 
adult  hygiene  bureaus. 

“2.  Establishment  of  multiphasic  screening. 

“3.  Expansion  of  facilities  for  the  chronically  ill. 

“4.  Improvements  in  standards  for  nursing 
homes. 

“5.  Establishment  of  heart  and  cancer  diagnostic 
and  treatment  stations. 

“6.  Distribution  of  health  education  material 
to  the  middle-aged  and  older. 

“Suggestions  3 and  4,  this  committee  has  already 
urgently  endorsed  in  past  years  and  will  continue 
to  urge  at  every  opportunity. 

“Suggestions  1 and  6 are  desirable  in  principle. 

“Suggestion  2 is  intriguing,  but  we  consider  that 
there  do  not  yet  exist  sufficiently  accurate  tests. 

“Suggestion  5 is  subject  to  the  usual  objection  to 
governmental  control  of  medical  care. 

“County  health  councils  were  discussed  and  ad- 
vocated as  a means  toward  (1)  improved  health 
conditions  and  (2)  better  use  of  present  facilities. 

“The  committee  will  keep  in  close  contact  with 
Senator  Desmond,  who  arranged  a public  hearing  of 
his  committee,  at  80  Centre  Street,  New  York  City, 


on  December  14  and  one  with  the  Counsel  to  the  ; 
Governor  in  Albany  on  December  18.” 

Public  Relations. — Dr.  Winslow,  chairman,  sub- 
mitted the  following  report: 

The  Public  Relations  Bureau  during  the  past 
month  mailed  to  county  public  relations  chairmen 
and  certain  county  society  officers  a number  of  in- 
formative materials  to  assist  them  in  their  work. 
One  was  a report  entitled  “A  Survey  of  Accident 
and  Health  Coverage  in  the  United  States,”  issued,  | 
by  the  Health  Insurance  Council.  Another  was  an 
issue  of  “American  Economic  Security,”  published 
by  the  Chamber  of  Commerce  of  the  United  States, 
in  which  appeared  a review  of  all  health  insurance 
legislation  placed  before  the  81st  Congress.  The  i 
third  was  a reproduction  of  an  advertisement  placed  | 
in  the  public  press  by  the  Medical  Society  of  the  - 
County  of  Monroe,  calling  attention  to  its  public 
services,  and  the  fourth  was  an  announcement  of 
the  wide  number  of  radio  transcriptions  which  can 
now  be  furnished  to  county  medical  societies.  [ 
County  public  relations  chairmen  also  were  furnished  || 
with  copies  of  an  article  which  appeared  in  Ad- 
vertising Age,  describing  the  steps  taken  by  other  I- 
medical  societies  to  advertise  their  services. 

Dr.  George  Schwartz  represented  the  Public  Rela-  r 
tions  Committee  at  the  annual  meeting  of  county 
medical  society  secretaries  in  Albany  on  November 
15.  Mr.  Miebach  attended  as  a representative  of 
the  Public  Relations  Bureau. 

A News  Letter  was  issued  on  November  28,  giving 
a summary  of  election  high  lights,  and  containing  a 
number  of  other  matters  of  interest  to  doctors. 

A news  release  was  issued  immediately  after  the 
selection  by  the  Council  of  Dr.  Alfred  O.  Persons, 
of  Lexington,  Greene  County,  as  the  candidate  from 
New  York  for  the  Outstanding  General  Practitioner 
Award  of  the  American  Medical  Association. 

News  releases  covering  postgraduate  education 
meetings  were  issued  covering  meetings  in  the 
following  counties:  Chemung,  Columbia,  Cortland, 
Jefferson,  Onondaga,  Ontario,  Queens,  Schoharie, 
Sullivan,  and  Tompkins. 

During  the  past  month,  Mr.  Weinrich,  field 
representative,  has  filled  five  speaking  engagements 
in  Western  New  York  before  audiences  as  diverse 
as  sophomores,  juniors,  and  seniors  in  high  school, 
a professional  woman’s  club,  and  the  Penn  Yan 
Iviwanis  Club.  Excellent  publicity  attended  these : 
appearances. 

As  the  year  draws  to  a close,  an  examination  of 
the  Public  Relations  Bureau’s  records  show  that  a 
total  of  658  organizations  have  passed  resolutions 
opposing  compulsory  health  insurance.  This  repre- 
sents an  increase  of  518  resolutions  since  February 
1,  1950,  when  Mr.  Tracey  was  assigned  to  solicit 
endorsements  from  local  organizations.  When  the 
final  report  is  received  from  the  National  Education 
Campaign  headquarters  in  Chicago,  to  which  many  ‘ 
resolutions  have  been  sent  direct,  the  complete  total 
of  resolutions  should  be  well  in  excess  of  the  658 
resolutions  now  on  record.  Notable  among  these 
endorsements  is  that  of  the  New  York  State  Grange,  i 
with  143,000  farmer  members,  which  for  the  second 
time  in  as  many  years  recently  went  on  record 
“against  any  form  of  compulsory  health  insurance 
or  any  system  of  socialized  medicine.” 

The  Public  Relations  Bureau  was  represented  at 
the  conference  of  presidents  and  presidents-elect  o! 
the  Woman’s  Auxiliary,  held  in  Rochester  Novenvi 
ber  9 and  10,  by  Mr.  Walsh.  Methods  for  obtain- 
ing permission  to  place  the  A.M.A.’s  lay  magazine 
[Continued  on  page  552] 
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Today’s  Health,  in  several  high  schools  was  dis- 
cussed with  representatives  of  county  auxiliaries. 
Copies  of  the  Ladder  containing  the  program  of 
activities  of  each  of  the  various  committees  for  the 
coming  year  were  distributed  to  those  present. 

Woman’s  Auxiliary. — Dr.  Mott,  chairman,  re- 
ported as  follows: 

“The  Woman’s  Auxiliary  is  continuing  its  efforts 
to  promote  better  understanding  between  the 
medical  profession  and  the  public.  The  events 
that  will  advance  this  goal  immensely  were  the  con- 
ference of  presidents  and  presidents-elect,  held  in 
Rochester  in  November,  and  the  publication  and 
distribution  of  the  1950-1951  Ladder,  which  I 
should  be  happy  to  have  you  review  at  your  leisure, 
for  I believe  it  describes,  better  than  any  words  I 
might  employ,  the  scope  and  depth  of  our  Auxiliary’s 
programs  and  efforts. 

“There  are  three  small  matters  I would  like  to 
bring  up.  In  the  first  place,  the  Woman’s  Auxiliary 
is  trying  very  hard  to  encourage  subscription  to 
Today's  Health.  They  feel  that  if  the  Council 
would  go  on  record  as  approving  the  circulation  of 
Today's  Health  among  all  doctors  and  their  families, 
and  that  the  Secretary  be  requested  to  write  a letter 
to  Mrs.  Henry,  the  president  of  the  Woman’s 
Auxiliary,  which  they  would  then  have  duplicated 
and  sent  to  all  county  auxiliary  organizations,  then- 
campaign  would  be  strengthened;  so  I would  like 
to  make  that  recommendation.” 

The  Council  voted  to  approve  the  recommendation. 

Dr.  Mott  continued: 

“The  second  matter  is  that  the  State  Woman’s 
Auxiliary  has  decided  to  have  an  exhibit  next  fall 
at  the  State  Fair.  They  have  a committee  which 
is  working  on  the  matter,  and  they  will  prepare  a 
budget.  I have  been  requested  to  find  out  whether 
the  Council  would  be  willing  to  subsidize  this  to  a 
moderate  extent.  They  cannot  tell  just  what  it 
would  cost,  but  from  what  I can  gather  it  would 
not  be  more  than  $500,  and  might  be  less.  They 
would  have  to  pay  for  the  rental  of  some  exhibits, 
the  space,  and  so  on.  I don’t  want  to  ask  for  a 
specific  amount  now,  but  I should  like  to  ask  the 
Council’s  opinion  as  to  whether  they  could  look 
forward  to  financial  support.” 

After  discussion  the  Council  voted  to  approve  this 

project  in  principle. 

Dr.  Mott  continued: 

“The  national  Woman’s  Auxiliary  has  distributed 
to  all  of  the  state  auxiliaries  some  source  material 
for  debate  on  medicine  and  the  welfare  state.  This 
is  from  the  Council  on  Medical  Service  of  the 
A.M.A.  Mrs.  Henry  wants  to  know  whether  the 
State  Society  will  sponsor  such  debates  and  lend 
approval  to  them,  along  with  the  county  auxiliaries, 
or  whether  you  wish  it  done  on  the  county  level. 
If  it  is  done  on  a county  level,  and  there  are  prize 
winners  in  the  debate,  they  will  compete  later  on  a 
national  level,  and  then  the  State  should  give  its 
approval.  If  it  is  your  pleasure  that  she  be  told 
that,  this  should  go  on  a county  level,  I will  so  in- 
form her.” 

It  was  voted  to  refer  this  matter  to  the  Public 

Relations  Committee  to  study. 

Workmen’s  Compensation. — Dr.  Kenney,  chair- 
man, presented  the  following  report  in  abstract: 

On  November  9,  1950,  the  Council  referred  to  us 
two  resolutions  which  had  been  reported  from  the 
Eighth  District  Branch.  Opinions  on  these  resolu- 


tions have  been  received  from  all  but  three  members 
of  the  committee.  These  opinions  approved  the 
resolution  introduced  by  Dr.  Philbrick  calling  for 
“a  satisfactory  increase  in  the  general  practitioner’s 
fee  for  attendance  at  hearings.”  He  stated  that 
this  resolution  had  been  submitted  to  the  Advisory 
Committee  on  the  Workmen’s  Compensation  fee 
schedule  (New  York  State  Workmen’s  Compensa- 
tion Board)  on  December  12,  1950. 

Dr.  Kenney  also  reported  with  respect  to  the 
resolution  concerning  the  power  of  the  chairman  of 
the  Workmen’s  Compensation  Board  to  proceed  ® 
against  employers  who  maintain  medical  bureaus 
without  a license.  He  stated  that  he  had  referred 
the  matter  to  the  chairman  of  the  Board,  who  re- 
plied that  what  is  needed  to  initiate  action  is  a pro- 
ceeding by  the  appropriate  county  medical  society, 
with  recommendations  to  her.  She  pointed  out 
that  the  doctor  who  unlawfully  functions  in  an  un-  \ 
licensed  medical  bureau  is  removable  from  the  panel  I 
of  physicians  authorized  to  render  medical  care  to  i 
workmen’s  compensation  claimants.  Dr.  Kenney 
requested  that  the  Secretary  convey  this  informa-  j 
tion  to  all  county  society  secretaries  and  through 
them  to  workmen’s  compensation  committees  | 
where  they  exist. 

Referring  to  a communication  previously  re-  : 
ported  to  the  Council  to  the  effect  that  a hospital 
in  New  York  City  was  requiring  members  of  the  t 
attending  staff  to  sign  over  to  the  hospital  fees  re- 
ceived for  compensation,  liability,  and  Blue  Shield 
cases,  he  stated  that  the  complaint  had  been  in- 
vestigated and  that  it  was  apparent  that  so  far  as 
the  hospital  violating  the  law  in  taking  the  fee  paid 
to  the  surgeon  is  concerned,  this  has  been  remedied.  , 

He  reported  the  presentation  to  the  meeting  of 
the  Joint  Legislative  Commission  on  Industrial 
and  Labor  Conditions  of  a brief  on  legislation  which 
the  Society  is  supporting  this  year.  At  this  meet- 
ing it  was  the  unanimous  opinion  of  the  chairman  of 
the  Workmen’s  Compensation  Board  and  of  repre- 
sentatives of  insurance  carriers  and  employers  that 
no  change  in  the  Disability  Benefits  Law  is  necessary  | 
and  that  full  cooperation  is  being  given  by  physi- 
cians throughout  the  State.  The  subject  of  re- 
habilitation was  fully  discussed  and  the  need  for  im- 
pressing its  value  upon  insurance  carriers  and  em- 
ployers as  well  as  physicians  was  stressed.  The 
pilot  rehabilitation  study  approved  by  the  Medical 
Society  was  described  as  indicating  the  pattern  for 
similar  groups  throughout  the  State.  From  the 
statements  made  by  representatives  of  government 
and  the  members  of  the  Legislative  Commission  it 
is  apparent  that  no  legislation  of  importance  and 
certainly  no  legislation  adversely  affecting  the 
medical  profession  in  workmen’s  compensation  or 
concerning  the  Disability  Benefits  Law  will  be  intro- 
duced at  this  session  of  the  Legislature. 

New  Business 

Citation  to  Dr.  Heyd. — Dr.  Masterson  stated  that 
on  January  25  at  a dinner  in  New  York  City  the 
United  Medical  Service  will  celebrate  the  issuing  ol 
its  2,000,000th  policy.  Dr.  Chas.  Gordon  Heyd 
has  been  very  active  in  this  movement  since  the  in- 
ception of  the  United  Medical  Service  over  ten  yean 
ago.  For  the  last  two  years  he  has  been  presidenl 
of  the  United  Medical  Service,  and  has  given  hr 
time,  energy,  and  money,  working  without  com- 
pensation in  order  to  promote  the  movement.  * 

“In  view  of  that,”  said  Dr.  Masterson,  “I  woulc 
[Continued  on  page  554] 
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like  to  move,  Mr.  Chairman,  that  a committee  be 
appointed  to  draw  up  a citation  to  be  presented  to 
Dr.  Chas.  Gordon  Heyd,  in  appreciation  of  his  un- 
tiring efforts  on  behalf  of  voluntary  insurance,  on 
January  25.” 

It  was  so  voted. 

Report  of  Delegates  to  the  A.M.A.  Meeting.— 

Dr.  Winslow  requested  Dr.  Anderton  to  submit  the 
following  report  for  him: 

"The  Third  Interim  Session  of  the  American 
Medical  Association  House  of  Delegates  was  held  in 
Cleveland,  Ohio,  December  5,  6,  and  7,  1950. 

"The  Medical  Society  of  the  State  of  New  York 
was  represented  by  Drs.  Frey,  Dattelbaum,  Henry,  , 
Murray,  Rawls,  Simpson,  Schiff,  Azzari,  Bauckus,  i 
Eggston,  Andresen,  Hamilton,  Kosmak,  S.  L. 
Smith,  Heyd,  Di  Natale,  Bandler,  Kenney,  Master- 
son,  Anderton,  and  Winslow.  Also  present  at  the 
House  of  Delegates  were  Drs.  Cunniffe,  Weiskotten,  * 
Reuling,  Bauer,  Matthews,  and  Messrs.  Anderson 
and  Miebach. 

“Your  delegates  met  at  9:30  a.m.,  December  6. 
It  was  decided  to  support  a resolution  which  was 
proposed  by  Dr.  James  P.  Wall,  of  Mississippi,  to 
make  ex-presidents  of  the  A.M.A.  life  members  of 
its  House  of  Delegates. 

"The  meeting  decided  to  leave  to  each  delegate 
whether  or  not  to  support  a resolution  proposed  by 
the  Kentucky  delegation  to  the  effect  that,  legisla- 
tion be  introduced  in  Washington  which  would  call 
for  a Federal  department  of  health  under  a physi- 
cian, with  cabinet  rank. 

"Dr.  Milton  Potter  came  before  the  delegation  in 
regard  to  a resolution  he  desired  to  have  introduced 
which  would  call  for  a special  committee  of  the 
A.M.A.  to  study  the  problems  of  alcoholism.  It 
was  decided  that  Dr.  Herbert  H.  Bauckus  would 
introduce  such  a resolution. 

"It  was  the  consensus  of  opinion  of  your  delegates 
that  Dr.  Louis  H.  Bauer  should  be  nominated  for 
president-elect  of  the  A.M.A.  at  the  next  annual 
meeting  of  its  House  of  Delegates.  The  meeting 
adjourned  at  10:00  o’clock. 

“On  Wednesday,  December  6,  1950,  at  the  dele- 
gates’ breakfast  were  Drs.  Murray,  Dattelbaum, 
Azzari,  Di  Natale,  Bandler,  Winslow,  Simpson, 
Anderton,  Rawls,  Flood,  S.  L.  Smith,  Reuling, 
Schiff,  Eggston,  Vickers,  Kenney,  Masterson. 
Wertz,  Hamilton,  Bauckus,  Matthews  (delegate 
from  section  on  obstetrics  and  gynecology),  Weis- 
kotten (chairman  of  Council  on  Hospitals  and 
Medical  Education),  and  Messrs.  Anderson  and 
Miebach. 

“Dr.  Masterson  was  chairman  of  the  Reference 
Committee  on  Emergency  Preparedness.  Dr.  Simp- 
son was  a member  of  the  Reference  Committee  on 
Rules  and  Order  of  Business.  Dr.  Di  Natale  was  a 
member  of  Reference  Committee  on  Reports  of 
Board  of  Trustees  and  Secretary.  Dr.  Murray  was 
on  the  Hygiene  and  Public  Health  Reference  Com- 
mittee. Dr.  Flood  was  chairman  of  the  Credentials 
Committee,  and  Dr.  Anderton  was  on  the  Refer- 
ence Committee  on  Miscellaneous  Business. 

“The  resolution  introduced  by  Dr.  Herbert  II. 
Bauckus  calling  for  a special  committee  on  problems 
of  alcoholism  was  referred  by  the  House  to  the 
A.M.A.  Committee  on  Chronic  Diseases  for  study 
and  implementation. 

“The  Bylaws  of  the  A.M.A.  were  amended  to  the 
effect  that  the  representation  from  each  constituent 
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association  shall  be  one  delegate  per  each  one 
thousand  members  or  less  who  have  paid  their  dues 
on  December  1 of  the  preceding  year. 

“Your  Society  was  fully  represented  December  5 
and  6,  1950.  However,  several  members  were  not 
present  December  7,  owing  to  the  misleading  an- 
nouncement of  the  order  of  business  on  page  31  of 
the  delegates’  handbook. 

“It  is  recommended  that  the  Council  request  the 
Board  of  Trustees  to  take  cognizance  of  the  an- 
nouncement of  the  order  of  business  in  the  dele- 
gates’ handbook  when  considering  expense  vouchers 
of  your  delegates  who  did  not  attend  the  third  day 
meetings  of  the  House  of  Delegates.” 

The  report  was  approved. 


MASS  X-RAY  EXAMINATIONS 

Announcing  the  completion  of  the  State-wide 
mass  chest  x-ray  survey  of  noninstitutional  New 
York  State  employes,  Dr.  Herman  E.  Hilleboe,  | 
State  health  commissioner,  has  reported  that  26,144 
employes  received  x-ray  examinations.  This  total 
represents  more  than  72  per  cent  of  the  eligible 
State  employe  population  of  approximately  36,000. 

The  x-rays  of  254  employes  were  interpreted  as 
showing  definite  or  suspected  pulmonary  tuber- 
culosis. Of  these,  29,  or  about  one  in  every  1,000 
employes  x-rayed,  were  tentatively  diagnosed  as 
having  probably  active  tuberculosis  of  the  lungs. 
The  remainder  of  the  cases  were  probably  inactive  or 
suspicious  only. 

“It  is  significant,”  Dr.  Hilleboe  said,  “that  the 
majority  of  new  cases  found  are  in  the  early  stages 
when  treatment  is  most  effective.  Even  those  with 
more  advanced  tuberculosis  have  opportunities  for 
arrest  of  their  disease  if  they  are  given  modern 
sanatorium  treatment,  such  as  that  available  in  our 
State  tuberculosis  hospitals.” 

An  additional  213  State  employes’  x-rays  showed  j 
abnormal  shadows  which  were  interpreted  as  in-  | 
dicating  the  presence  of  nontuberculous  conditions 
in  the  chest,  such  as  heart  disease,  lung  tumor,  and 
chronic  lung  infections. 

Dr.  Hilleboe  said  that  the  percentage  of  all  types 
of  pulmonary  tuberculosis  found  among  State  em- 
ployes, through  mass  x-ray  surveys,  is  about  the 
same  as  that  resulting  from  general  population  mass 
surveys.  However,  the  prevalence  of  probably  ac- 
tive tuberculosis  among  State  employes  is  only 
about  one  third  of  that  found  in  the  general  popula- 
tion. 


Multiple  Vitamin 
Therapy 

“.  . . Patients  fare  much  better  when 
[the  deficiencies]  are  treated  simul- 
taneously  Convalescence  is  delayed 

when  one  gives  only  one  vitamin  at  a 
time...”  (Spies  & Butt  in  Duncan,  G. 
G. : Diseases  of  Metabolism,  ed.  2, 
Philadelphia,  Saunders,  1947,  p.  504.) 


therapeutic  formula  vitamin  capsules  SQUIBB 


Each  Theragran  Capsule 
gives  your  patient  : 

Vitamin  A 25,000  U.S.P.  units 

Vitamin  D 1,000  U.S.P.  units 

Thiamine  hydrochloride ....  10  mg. 

Riboflavin  5 mg. 

Niacinamide 150  mg. 

Ascorbic  acid  150  mg. 

Bottles  of  80, 100,  and  1000 


When  you  want  truly  therapeutic  dosages — 

specify  TH  E R A G R A N ® 


Squibb 
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r&Wette s 


/ 


in  100%  of  cases  regardless  of 
clinical  condition. 

To  Curb  the  Appetite  in  OBESITY 

EFFECTIVE  In  80%  of  568  cases.* 
EXCELLENT  RESULTS2 


Each  Flavette  contains  1 /20  gr  of 
benzocaine  with  clinically-tested 
flavoring  extracts . . No  thyroid,  am- 
phetamine or  other  potent  drugs  that 
are  sometimes  harmful. 

Samples  and  clinical  reprints. 

1.  N.  Y.  S.  Jour.  Med.  May  1947.  2.  N.  Carolina  Med.  Jour.  July  1950 

AMHERST  RESEARCH  DIV.  Capitol  Station,  Albany,  N.  Y. 


snots 


Pedlforme 

REG.  U S.  PAT.  OFF 

FOOTWEAR 


MANHATTAN 

BROOKLYN 

FLATBUSH 

HEMPSTEAD 

HACKENSACK 

NEW  ROCHELLE 


34  WEST  36th  ST. 
288  LIVINGSTON  ST. 
843  FLATBUSH  AVE. 
241  FULTON  AVE. 

290  MAIN  ST. 
545  NORTH  AVE. 


EAST  ORANGE  29  WASHINGTON  PL. 

WRITE  FOR 

SHOE  ALTERATION  FOLDER 


THAT  OUR  AGED,  RETIRED  COLLEAGUES, 
OR  THEIR  WIDOWS,  MAY  HAVE 
ADEQUATE,  DEPENDABLE  SUPPORT 

THIS  CLAUSE  IN  YOUR  WILL,  CAN  ASSIST  IN  CONTINUING 
THIS  DIRECT  PERSONAL  SERVICE  OF  THE  PHYSICIANS'  HOME 


"/  give  and  bequeath  to  the  Physicians’  Home,  incorporated  in  the  State 

of  New  York,  June  4,  1919,  the  sum  of  $ 

to  be  used  by  the  Board  of  Directors  to  maintain  and  continue  the  pur- 
poses and  activities  of  the  Physicians'  Home. 


CONTRIBUTIONS  TO  THE  PHYSICIANS’  HOME  ARE 
DEDUCTIBLE  IN  COMPUTING  YOUR  FEDERAL  INCOME  TAX 

PHYSICIANS’  HOME 

52  East  66th  Street  • New  York  21,  N.  Y. 


treat  psoriasis 
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with 


internally 


GRANULESTIN 

(Soya  Phosphatides  80%) 


76%  POSITIVE  RESULTS 
in  ten  year  study  <» 


Confirming  previous  reports,  (2,  3,  4)  of  results  in  155  cases  were: 


Well  (no  recurrence) 

23 

(14.8%) 

Controlled  (patient  satisfied) 

29 

(18.7%) 

Sustained  Improvement 

66 

(42.6%) 

Total  Positive  Results 

118 

(76.1%) 

Finding  that  "the  total  lipids  of  psoriatic 
skin  contained  3.6  times  as  much  choles- 
terol as  the  lipids  of  normal  skin.  Gross 
and  Kesten  (1)  attribute  the  effectiveness 
of  soybean  lecithin  (GRANULESTIN)  to 
"its  beneficial  action  on  fat  absorption, 
lipid  transport,  liver  function,  and  prob- 


IN  HIGH  BLOOD  CHOLESTEROL  . . . 

Granulestin  has  been  found  effective  in 
lowering  cholesterol  levels  in  many  cases  of 
hypercholesterolemia. 


ably  cholesterol  metabolism  of  the  skin 
itself".  Goldman  (3,  4)  observed  improve- 
ment in  60%  of  16  cases;  he  refers  to 
psoriasis  as  "the  cutaneous  manifestation 
of  a metabolic  disturbance". 

Average  dose:  20  grams  Granulestin  daily. 

(1)  Gross  & Kesten  N.Y.  State  J.  of  M.  11/15/50 

(2)  Gross  & Kesten  Arch.  Derm.  & Syph.  Feb.  1943 

(3)  Goldman  Cinn.  J.  of  M.  June  1942 

(4)  Smith,  Goldman,  Fox  J.  Inv.  Derm.Vol.5,  1942 


Physicians  interested  in  trying  GRANULESTIN  are  invited  to  send  for 
complete  information  and  a one-month  complimentary  trial  supply. 

Available  at  pharmacies  in  9 oz.  packages  ASSOCIATED  CONCENTRATES,  lllC. 

WOODSIDE,  L.  I.,  N.  Y. 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


HALYCON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rve  7-0550  Write  for  illustrative  booklet. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 


Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 

WEST  HEEL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *T«I.  2-1621 


HOLBROOK  MANOR  NHOMEG 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 
Hypertensives  Arterio-sclerotics  Al  I Neurologica I Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  tef 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-, n-Char# t. 
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SCHOOLS 

Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  Stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Ma+uLl  School  1834  ^ca|de7-V3734  * C 

Licensed  bv  the  State  ot  New  York 

SUPERIOR  PERSONNEL  Assistants  and  execu- 
ives  in  all  fields  of  medicine— young  physicians,  department 
leads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

PcUnicia  — 

NEW  YORK  MEDICAL  EXCHANGE 

(189  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 

FOR  RENT 

Modern  doctor’s  suite  (study  overlooking  garden).  Fully 
jquipped.  Location  near  Lex.  Ave.  in  eighties.  Available 
daily  from  1:45-4:30  & 7:45-10:30  P.M.,  Wednesday  & 
Saturday  2:00-10:30.  Call  RH  4-3367. 

LOCUM  TENEMS  — ELIZABETH,  N.  J. 

Six  room  office.  Well  established  general  practice.  Fully 
equipped.  Excellent  accessibility.  Will  introduce — ordered 
to  active  military  service.  Phone  Elizabeth  2-3899  (N.  J.) 

POSITION  WANTED 

Veteran,  age  36,  well  trained  and  experienced  in  general  and 
(traumatic  surgery.  Desires  association  with  busy  individual, 
group,  or  clinic.  Box  431,  N.  Y.  St.  Jr.  Med. 

SPLENDID  OPPORTUNITY 

Oneonta-Cooperstown-region  general  practice,  unopposed. 
Fully  equipped,  X-ray,  diathermy.  10  room  house,  2 car 
/garage.  Beautiful  Region.  $15,000.  Box  418,  N.  Y.  St.  Jr.  Med. 

HELP 

(Zive  CRIPPLED  Ttaea 

CHILDREN 

18th  Annual 

Easter  Seal  f [o 

Appeal  March  25th 

y our  help  now  means  Crippled  children  will  grow 
up  to  be  healthy  adults.  Please  lend  a hand. 

CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion : 


One  time $1.35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


FOR  SALE:  LOT  & FOUNDATION 


(25'  x 100'),  1340  Morrison  Avenue,  Bronx,  N.  Y.  Desira- 
ble location  for  a doctor  in  the  East  Bronx  area,  near  a new 
housing  development  (1,246  families)  and  a new  Catholic 
church.  Foundation,  water,  sewer,  gas,  sidewalks  and 
paved  driveway  on  property.  Write  or  call  New  York 
City  Housing  Authority,  63  Park  Row,  New  York  38; 
DIgby  9-4310,  Ext.  405  (Mr.  Kennedy)  or  see  your  own 
broker. 


WANTED 


Affiliation  with  SUBURBAN  GROUP  sought  by  General 
Practitioner  with  12  years  of  all-around  experience  in  small 
town.  Box  433,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Farmingdale,  L.I.  Doctor’s  office,  waiting  room,  treatment 
room,  examination  room  and  lavatory.  All  furnished. 
Excellent  location.  Immediate  occupancy.  Contact  J. 
Ahern,  1 Straight  Lane,  Levittown.  Hicksville  5-5005W. 


FOR  SALE 


Waiting,  consultation,  treatment  room  furniture  including  60 
inch  desk,  glass  top,  leatherette  chairs,  dial hermy --reasonable. 
Box  432  or  He  3-6759. 


Vacancies  now  available  for  residents  in  psychiatry  at  the 
Philadelphia  Psychiatric  Hospital.  Ford  & Monument  Road, 
Phila.,  31,  Pa.,  beginning  July  1,  1951.  Approved  by  AMA, 
AHA,  ACS,  for  two  year  training  in  psychiatry,  both  clini- 
cal and  didactic,  as  preparation  for  boards.  Contact  hospital 
for  further  information. 


FOR  SALE  OR  RENT 
New  Hospital  & Clinic 


Leaving  for  service.  Pennsylvania,  100  mi.  from  New  York, 
Main  highway,  2 buildings  fireproof,  50  rooms,  25  acres, 
completely  equipped  medicine  surgery,  with  complete  physi- 
cal medicine  rehabilitation  dept.  Approved  by  A.M.A., 
Pa.  Welfare  Dept.  Specialize  in  chronic  illness  and  nervous 
diseases.  Box  434,  N.  Y.  St.  Jr.  Med. 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


r 


TL 


Each  tablet  contains:  Extract  off  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper- 
acidity, bloating  and  flatulence. 

1 or  2 tabiets  daily  */*  hour  affter  meals.  Bottles  off  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 


Penicillin 

NOW  in  a single  preparation : sulfadiazine 

m Sulfamerazine 
Sulfamethazine 


ESKACILLIN-SULFAS' 


More  and  more  physicians  are  turning  to  combined  penicillin- 
sulfonamide  therapy ; for  it  has  now  been  demonstrated  that  in  many 
instances  this  combination  is  more  effective  than — and  offers  many 
advantages  over — the  newer  antibiotics. 

‘Eskacillin-Sulfas’  is  leading  the  trend  to  this  new  and  exciting 
combination  therapy  because  it  is  presented  to  you  in  the  most 
logical,  easily-given  and  readily-accepted  form:  an  exceptionally 
palatable  fluid. 

‘Eskacillin-Sulfas’  is  for  the  treatment  of  infections  caused  by 
organisms  sensitive  to  the  action  of  penicillin  or  the  sulfonamides. 
Among  its  many  indications  are: 

Bronchitis  Pneumonia  Sinusitis 

Tonsillitis  Otitis  Media  Gonorrhea 

You  will  also  find  ‘Eskacillin-Sulfas’  especially  useful  in  urinary 
tract  infections;  bacillary  dysentery;  meningococcic  infections; 
prophylaxis  in  streptococcal  infections  and  rheumatic  fever;  as 
adjunctive  therapy  in  pneumococcal  meningitis  and  H.  influenzae 
meningitis  after  the  acute  phase  has  subsided;  prophylaxis  in 
colonic  surgery,  surgical  wounds  and  burns;  and  in  certain  resistant 
staphylococcal  infections.  ‘Eskacillin’  T.M.  Reg.  U.S.  Pat.  Off. 
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When  your  cardiac  or  other  patients  requiring  salt 
restriction  find  that  the  flavor  of  salt  is  essential 
to  their  enjoyment  of  food,  Neocurtasal  — sodium-free 
salt  substitute  — will  give  the  desired  salty  tang 
to  otherwise  “flat"  foods. 


Neocurtasal  is  completely  sodium-free.  It  contains 
potassium  chloride,  ammonium  chloride,  potassium 
formate,  calcium  formate,  magnesium  citrate 
and  starch.  Potassium  content  36%;  chloride  39.3%; 
calcium  0.3%;  magnesium  0.2%. 


Available  in 

convenient  2 oz.  shakers 
and  8 oz.  bottles. 


New  York,  N.  Y. 


Windsor,  Ont. 


in  c. 


Write  for  pad  of  diet  sheets 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  c 
fine  hotel  with  individual  rooms  and  tastefu 
decorations.  A special  feature  is  made  o 
occupational  therapy  of  all  kinds  witl 
competent  staff  and  facilities.  Other  fea 
tures  are  large  cheerful  solarium,  billiarc 
room,  complete  gymnasium,  complete  batl 
and  massage  department.  The  spaciou; 
grounds  include  a nine-hole  golf  course 
All  the  sanitarium  facilities  are  open  t< 
guests  who  do  not  wish  examination  anc 
medical  care,  but  come  simply  for  th< 
baths  and  massages  and  rest  and  recrea 
tion.  Modern  medical  equipment  am 
superb  location  offer  the  combined  advar 
tages  of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  communications  to  S.  A.  Munford,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINK 
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tnyl  estradiol,  a derivative  of 
natural  follicular  hormone. 
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The  fever  of  measles,  the  pruritus  of  chickenpox  or 
the  sore  throat  of  scarlet  fever  will  find  pleasant 
relief  in  Aspergum. 


For  childhood’s  pains  and  fevers,  Aspergum  is 
ideal — it  is  willingly  accepted  by  the  patient  and  it 
presents  acetylsalicylic  acid  in  a rapidly  effective  form. 


Aspergum  is  promoted  ethically ; is  not  advertised 
to  the  public. 


Each  pleasantly  flavored  tablet  of  Aspergum  contains 
3 V2  grains  of  acetylsalicylic  acid — a dosage  form 


uniquely  fitted  to  childhood  requirements. 


aspergum 
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TRADE  MARK 


PURE  CRYSTALLINE  VITAMIN  B«  U.S.P. 

Tablets  contain  no  concentrates  or 
other  supplementation.  Fully  potent 

by  Oral  Administration 

Promotes  growth  of  infants  and  children 
Stimulates  appetite 
Promotes  vigor  and  alertness 

Dosage 

2 Tablets  a day 
Literature  on  request 

56  Cooper  Square  PHARMACEUTICAL  DIVISION  Ncw  3 N y. 


microgram  Tablets 
Bottles  ol  60 
sufficient  (or  one 
month's  treatment 


U-M-A 

INCORPORATED 
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when  Carbohydrates 

are  indicated  — 

prescribe  ]Q%JraVBrt 


in  the  same  way  you  are  accustomed  to  using  5%  Dextrose 


Provide  your  patients  with  twice  the  calories  of  5%  Dextrose 
with  no  increase  in  fluid  volume  or  vein  damage. 

Since  Travert,®  ( Invert  Sugar,  Baxter)  is  so  rapidly  utilized, 

it  is  now  possible  and  practical  to  approach  complete 
carbohydrate  alimentation — intravenously. 

10%  Travert®  solutions  are  available  in  water  or  in  saline. 
They  are  sterile,  crystal  clear,  nonpyrogenic. 

150  cc.,  500  cc.,  1000  cc.  sizes. 

Write  today  for  literature  and  more  complete  information. 


Product  of 

BAXTER  LABORATORIES,  INC. 

►rton  Grove,  Illinois  • Cleveland,  Mississippi 

TRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texax)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

GENERAL  OFFICES  • EVANSTON,  ILLINOIS 


MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 


292  MADISON  AVENUE,  NEW  YORK  17,  NEW  YORK 
MURRAY  HILL  3-0701 


OFFICERS 


President Carlton  E.  Wertz,  M.D.,  Buffalo 

Past-President  John  J.  Masterson,  M.D.,  Brooklyn 

President-Elect J.  Stanley  Kenney,  M.D.,  New  York  City 

Vice-President  Charles  D.  Post,  M.D.,  Syracuse 

Secretary W.  P.  Anderton,  M.D.,  New  York  City 

Assistant  Secretary Andrew  A.  Eggston,  M.D.,  Mount  Vernon 

Treasurer  Maurice  J.  Dattelbaum,  M.D.,  Brooklyn 

Assistant  Treasurer Thomas  M.  d’Angelo,  M.D.,  Flushing 

Speaker Albert  F.  R.  Andresen,  M.D.,  Brooklyn 

Vice-Speaker Frederic  W.  Holcomb,  M.D.,  Kingston 


COUNCIL 


Chairman,  Board  of  Trustees 


Term  Expires  1951 

Leo  E.  Gibson,  M.D. 
Syracuse 

George  C.  Adie,  M.D. 
New  Rochelle 

Irwin  E.  Siris,  M.D. 
Brooklyn 

John  J.  H.  Keating,  M.D. 
New  York  City 


The  Above  Officers 


Edward  R.  Cunniffe,  M.D.,  Bronx 


AND 

Councillors 

Term.  Expires  1952 

Theodore  J.  Curphey,  M.D. 
Garden  City 

Harold  F.  R.  Brown,  M.D. 
Buffalo 

Elton  R.  Dickson,  M.D. 
Binghamton 

Denver  M.  Vickers,  M.D. 
Cambridge 


Term  Expires  1953 

Floyd  S.  Winslow,  M.D. 
Rochester 

Renato  J.  Azzari,  M.D. 
Bronx 

Peter  J.  Di  Natale,  M.D. 
Batavia 

Walter  W.  Mott,  M.D. 
White  Plains 


TRUSTEES 


Edward  R.  Cunniffe,  M.D.,  Chairman Bronx 

James  F.  Rooney,  M.D Albany  Edward  T.  Wentworth,  M.D.  . . Rochester 

Dan  Mellen,  M.D Rome  James  R.  Reuling,  M.D Bayside 

William  H.  Ross,  M.D.  . . Brentwood  Fenwick  Beekman,  M.D.  . . New  York  City 


( See  pages  570  and  572  for  additional  Society  Officers) 


568 


569 


AUREOMYCIN 


Hydrochloride  Crystalline 


Effective  against  many  bacterial  and  rickettsial  infections , 
as  well  as  certain  protozoal  and  large  viral  diseases 


Every  precaution  against  contamination 
and  every  device  that  will  safeguard  the 
quality  and  sterility  of  the  content  of  au- 
reomycin  in  vials  for  research  parenteral 
use  has  been  adopted  in  the  sterile  filling 
rooms  at  our  Pearl  River  laboratories. 
Rigid  aseptic  technique  surrounds  the 
filling  process.  The  actual  filling  takes 
place  in  a stainless  steel  tunnel  equipped 
with  ultraviolet  lights.  No  human  hand 


takes  part  at  any  stage,  until  the  plugs 
are  inserted  in  the  vials.  Plugging  is  done 
inside  an  ultraviolet  irradiated  chamber 
with  only  the  sterile-gloved  hand  of  the 
operator  inside. 

Aureomycin  is  now  available  in  a 
number  of  convenient  forms,  for  use 
locally  and  by  mouth.  New  forms  of 
this  antibiotic  of  unsurpassed  versatility 
are  constantly  being  perfected. 


Capsules:  Bottles  of  25, 50  mg.  each  capsule.  Bottles  of  16,  250  mg.  each  capsule. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 


! LEDERLE  LABORATORIES  DIVISION  ..,r*,rA.Wuanam;J  covpav,  30  Rockefeller  Plaza,  New  York  20,  N.Y. 
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AMPULES  - I and  3 cc.  (each  cc.  contains  iVi  graillb. 
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As  the  twig  is  bent, 


the  tree  is  so  inclined 


and  that  translated  into  a 
shoe  man’s  language  means 

PRECISION  FITTING 
RELIABLE  SERVICE 

KNOWLEDGE  OF 

FOOT  PROBLEMS 


and  that  means,  doctor,  that  when  your  young  patients  are  fitted 

in  a store  bearing  the  JUVENILE  SHOE  GUILD  emblem — you  can  be 

confident  that  everything  will  be  done  as  you  would  have  it. 


For  your  convenience  the 
following  Guild  stores  are  ready  to  serve  you 


ACTIFORME  SHOE  CO. 

Forest  Hills 
71-52  Austin  Street 
Rego  Park 
94-15A  63rd  Drive 

• 

ESGAR'S  JUNIOR  BOOT  SHOP 

817  Utica  Avenue,  Brooklyn,  N.  Y. 

• 

HAROLD'S  JUVENILE  SHOES 

1017  Flatbush  Avenue 
Brooklyn,  N.  Y. 

• 

JACK  & JILL  BOOTERY 

Brooklyn 

1619  Pitkin  Avenue 
Fresh  Meadows 
187-18  Union  Turnpike 


JAY-BEE  SHOES 

1625  Kings  Highway 
at  17th  St.,  Brooklyn,  N.  Y. 

• 

MERRY-GO  ROUND  SHOES 

For  Children 

737  East  Tremont  Ave.,  Bronx,  N.  Y. 

• 

PLAY-POISE  SHOES 

375  1st  Avenue 
at  22nd  St.,  N.  Y.  C .,  N.  Y. 

• 

POSTUR-LINE  SHOES 

Cedarhurst 
469  Central  Avenue 
Great  Neck 
10  Bond  Street 
Rockville  Centre 
8 North  Park  Avenue 


uvenile  Shoe  Guild 
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FAST  ACTING 


In  its  fast  acting  control  of  hemorrhage,  KOAGAMIN  affords  a clearer 
field  for  surgery.  It  reduces  bleeding  in  minutes,  regardless  of  the 
cause,  while  Vitamin  K,  slower  in  action,  is  indicated  only  where 
prolonged  prothrombin  time  is  a factor.  When  used  in  conjunction 
with  Vitamin  K iq  such  cases,  KOAGAMIN  effects  more  rapid  control. 


PREOPERATIVELY . . . minimizes  oozing 

POSTOPERATIVELY. . . . . controls  secondary  bleeding 


THERAPEUTICALLY. . oidS  control  of  internal  bleeding 


An  aqueous  solution  of  oxalic  and  malonlc  acids  foe  parenteral  use, 
KOAGAMIN  works  fast,  at  a time  when  speed,  safety  and  control  are  needed 


Supplied  in  10  cc.  diaphragm-stoppered  vials 
Comprehensive  dosage  chart  and  literature  on  request 


CHATHAM  PHARMACEUTICALS/  INC. 

NEWARK  2,  NEW  JERSEY.  U.S.A. 


Available  through  your  Physician's  Supply  House  or  your  Pharmacist 
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TAFTON,  PIKE  CO.,  PA. 

Ideal  for  HONEYMOONERS 

Special  Rates 
Live  leisurely  on  shore  of  beautiful  Mountain  Lake 
Centrally  heated  SKY  LAKE  LODGE 
75  Cozy  Individual  Cottages 
Riding,  sailing,  fishing,  all  water  and  landsports. 
Complete  nightly  entertainment.  Famous  for  food. 

FAMILIES.  to  ScTio/ 

Write  for  Booklet  or 

Telephone  Hawley  272 


in  and  out . . . 

I haven’t  the  time  to  waste  your  time 
My  working  plan: 
in;showyouwhatyouwanttosee;out. 

JAMES  M.  RUMSCH 

YOUR  Sounders  REPRESENTATIVE 

for  the  Borough  of  Manhattan  below  125th  St. 

LOngacre  4-6672 


ttauetfes 


/ 


in  100%  of  cases  regardless  of 
clinical  condition. 

To  Curb  the  Appetite  in  OBESITY 

EFFECTIVE  in  80%  of  568  cases.1 
EXCELLENT  RESULTS2 


Each  Flavette  contains  1 /20  gr  of 
benzocaine  with  clinically-tested 
flavoring  extracts . . No  thyroid,  am- 
phetamine or  other  potent  drugs  that 
are  sometimes  harmful. 

Samples  and  clinical  reprints. 

1.  N.  Y.  S.  Jour.  Med.  May  1947.  2.  N.  Carolina  Med.  Jour.  July  1950 

AMHERST  RESEARCH  DIV.  Capitol  Station.  Albany,  N.  Y. 


FRANCES  SHORTT  MEDICAL  AGENCY 

rDmil  ICTC  Placement  of 

«rtulnLI0  10  Competent  Medical  Penonnal 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave.,  N.  V.  16,  N.  Y.  at  40th  St.  Mu  5-8935 
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BUY  SAVINGS  BONDS 


Zemmer  Co. 
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BED  SORES 


INDOLENT  ULCERS 

BURNS 

SCALDS 

SUNBURN 

WINDBURN 

CHAPPING 

DIAPER  RASH 

ROUTINE  OINTMENT  FOR  DERMATOTHERAPY 

CHAFING 
ABRASIONS 
CUTS 
DRY  SKIN 
CRACKED  NIPPLES 


OINTMENT 


promotes  healthy  granulation,  rapid  epithelial  repair; 
retards  scar  tissue  formation;  is  particularly  helpful  in 
slow-healing,  indolent  wounds;  pleasantly  fragrant. 

SUPPLIED  IN  l'/j-OZ.  TUBES  AND  IN  8-OZ.  AND  16-OZ.  JARS 


WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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Controlled  maintenance  . . . Through  precise  control 
of  contractile  force  and  rhythm,  Digitaline  Nativelle 
provides  positive  maintenance  of  the  decompensated  heart- 
maintains  the  maximum  efficiency  obtainable. 

Absorbed  completely,  it  dissipates  at  a uniformly  predictable  rate— 
maintains  full  digitalis  effect  between  doses  with  virtually  no  side  effects. 


Digitaline 

Nativelle 


. co^ 


**hysiaHn  >8  u 


'esk«eferei 


Send  for  brochure.  — 
“Modern  Dinitaus 
Therapy." 


Chief  active  principle  of  digitalis  purpurea  (digitoxin) 

not  an  adventitious  mixture  of  glycosides 


Varick  Pharmacal  Co. 
Inc..  (Division  of  F.. 
Pouireraj  75  Varick  St., 
New  York 
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action  in  increasing  respiratory  tract  fluid,  and  by 
its  ability  to  improve  mood. 
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Robitussin 

is  a product  of  A H.  ROBINS  CO.,  INC. 

RICHMOND  20,  VA. 

Ethical  Pharmaceuticals  of  Merit  since  1878 


in  a recent  study 

‘EDRISAL  with  CODEINE’ 

relieved  pain  more  often  and  more  smoothly 
than  APC  with  codeine 

In  a controlled  study1  of  500  cases  of  moderately  severe  pain, 

‘Edrisal  with  Codeine’  gave  relief  more  often  and  more  smoothly 
than  did  a combination  of  APC  and  codeine, 

. . . there  was  less  interference  with  sleep  with  ‘Edrisal  with  Codeine’, 

. . . and  spontaneous  favorable  comments  were  heard  more  frequently. 


Each  tablet  contains: 

Codeine  sulfate 

. Va  gr. 

‘Benzedrine’  Sulfate  . . . 

. 2.5  mg. 

Acetylsalicylic  acid  .... 

. 2.5  gr. 

Phenacetin 

. 2.5  gr. 

Available  in  bottles  of  50  tablets 

Smith,  Kline  & French  Laboratories,  Philadelphia 

1.  Long,  C-F.:  A Controlled  Industrial  Study  of  an  Analgesic  Compound, 

Edrisal  with  Codeine,  Indust.  Med.  19:446  (September)  1950. 

‘Edrisal’  and  ‘Benzedrine’  T.M.  Reg.  U.S.  Pat.  Off. 
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Foxalin 

advantages 

1 Twice  as  safe  as 
digitoxin. 

2 No  digitcxic  heart 
punch. 


Clinical  and  pharmacological  studies  prove  that 
digitoxin  U.S.P.  compounded  with  sodium  carboxy- 
methylcellulose  (Foxalin)  exerts  a steady  and  prolonged 
therapeutic  effect  on  the  heart  with  a much  wider 
margin  of  safety  than  digitoxin  alone. 

Foxalin  is  a new  discovery*  of  demonstrated  value 
for  congestive  heart  failure,  myocardial  insufficiency, 
cardiac  decompensation,  and  auricular  fibrillation  or 
flutter. 


3 Smooth,  prolonged 
action. 

4 Maximum  cardiac 
response. 

5 No  nausea  or 
vomiting. 


Foxalin  contains  digitoxin  U.S.P.  0.1  mg.  combined 
with  the  protective  colloid,  sodium  carboxymethylcellu- 
lose.  Supplied  in  bottles  of  100  tablets. 

The  maintenance  dose  of  Foxalin  is  1 tablet  daily. 
For  quick  digitalization,  6 tablets  divided  into  three 
doses,  for  one  day  only. 

WRITE  FOR  PROFESSIONAL  LITERATURE  AND  SAMPLE. 


Foxal  1 n 

COLLOID  PROTECTED  DIGITOXIN  U.S.P. 


GRANT  CHEMICAL  COMPANY,  INC. 

95  MADISON  AVENUE,  NEW  YORK  16,  N.  Y. 


IN  RHEUMATIC  FEVER 


PHYSIOLOGIC 


Administration  of  acthar  initiates  a chain  of  physiologic  mecha- 
nisms in  the  service  of  preventing  or  correcting  fundamental 
manifestations  of  disease. 

acthar,  the  specific  pituitary  stimulant  hormone  for  the 
adrenal  cortex,  causes  the  adrenal  glands  to  synthesize  and 
secrete  the  entire  spectrum  of  corticoids.  These  powerful  phys- 
iologic agents  control  the  mobilization  and  utilization  of  energy, 
inhibit  cellular  injury,  and  prevent  or  reverse  the  concomitant 
inflammatory  reaction — a basic  manifestation  common  to  a wide 
variety  of  diseases. 

Established  Indications:  Collagen  diseases  or  connective  tissue  dis- 
eases, such  as  rheumatoid  arthritis,  rheumatic  fever,  acute  lupus 
erythematosus;  hypersensitivities,  such  as  severe  asthma,  drug 
sensitivities,  contact  dermatitis;  most  acute  inflammatory  dis- 
eases of  the  eye;  acute  inflammatory  conditions  of  the  skin,  such 
as  acute  pemphigus  and  exfoliative  dermatitis;  inflammatory 
conditions  of  the  intestinal  mucosa,  such  as  ulcerative  colitis; 
and  metabolic  diseases,  such  as  acute  gouty  arthritis  and  sec- 
ondary adrenal  cortical  hypofunction. 

Literature  and  directions  for  administration  of  acthar,  includ- 
ing contraindications,  available  on  request. 

acthar  is  available  in  10,  15,  25  and  40  milligram  vials. 


ARMOUR  LABORATORIES  BRAND  OF  ADRENOCORTICOTROPIC  HORMONE  (A.C.T.H.) 

THE  ARMOUR  LARORATORIES 

CHICAGO  II,  ILLINOIS 
PHYSIOLOGIC  THERAPEUTICS.  THROUGH  BIORESEARCH 


from  symptoms  of  premenstrual  tensi 


The  symptoms  of  headache,  nervousness,  backache,  abdominal  distention  and 
malaise,  which  accompany  the  altered  hormone-water-balance  state  of  the  pre- 
menstrual period,  have  been  found  to  yield  dramatically  to  the  administration  of — 


M-Minus  4 combines  in  each  tablet  50  mg.  of  N,N-Dimethyl-N’-(2-pyridyl)- 
N’-(p-methoxybenzyl)  ethylenediamine  8-bromotheophyllinate  /pyrabromy — 
with  100  mg.  of  acetophenetidin,  the  dependable,  safe  analgesic.  M-Minus  4 
brings  marked  relief  of  symptoms,  and,  in  many  instances,  shows  evidence  of 
correction  of  water-retention. 

Dosage — One  tablet  three  times  a day  for  three  to  five  days  before  onset  of  menses. 

Bottles  of  24  and  100  tablets. 

Literature  and  a prescription  package  of  24  tablets  will  be  sent  upon  request. 
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the  fluid  sulfadiazine  that’s 


. . . better  tasting 


. . . faster  acting 


Eskadiazine  is  exceptionally  palatable,  and  pleasing  in  consistency.  It  is  willingly 
accepted  by  all  types  of  patients — especially  the  young  and  the  very  young. 
Another  advantage:  Eskadiazine,  an  aqueous  suspension  of  microcrystalline 
sulfadiazine  for  oral  use,  is  absorbed  3 to  5 times  more  quickly  than  sulfadia- 
zine in  tablet  form. 

Those  are  reasons  why  Eskadiazine  is  foremost  among  sulfadiazine  preparations. 
Smith , Kline  & French  Laboratories , Philadelphia 

Eskadiazine 

the  outstandingly  palatable  fluid  sulfadiazine 

Each  5 cc.  (one  teaspoonful)  of  Eskadiazine  contains  0.5  Gm.  (7.7  gr.)  sulfadiazine — the  dosage 
equivalent  of  the  standard  sulfadiazine  tablet. 

'Eskadiazine’  T.M.  Reg.  U.S.  Pat.  Off. 
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Each  tablet  contains: 

Veratrum  Viride  10  CRAW  UNITS* 

Phenobarbital % grain 

* Biologically  Standardized  for  tox- 
icity by  the  Craw  Daphnia  Magna 
Assay.  Supplied:  Bottles  of  100, 
500,  1000. 


RESISTANT  HYPERTENSION 


VERTAVIS-PHEN  affords  fhe 
advantage  of  economy  in  the 
everyday  management  of  severe, 
resistant  (Grade  III)  essential 
hypertensjon. 

Vertavis-Phen,  by  virtue  of  the 
combined  effect  of  veratrum 
viride  (Irwin-Neisler)  and  pheno- 
barbital is  a practical  approach  to  the  problem 
of  severe,  resistant  hypertension.  The  remarkable 
physiologic  property  of  veratrum  viride  “in  producing 
a hypotensive  effect  by  peripheral  dilatation  is 
pharmacologically  sound."1  Phenobarbital  decreases 
vasoconstrictor  arterial  tone  and  permits  the  use  of 
smaller  doses  of  veratrum  viride  in  obtaining  a favor- 
able clinical  effect. 

1.  Holley,  H.  L„  and  Koffler,  I.  A.:  Am.  Pract.  & Dig.  Treat.  1:840-844, 1950 


Yertavis-Phen 


IRWIN,  NEISLER  & COMPANY 


DECATUR,  ILLINOIS 


antibacterial  action  pins... 


■ greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  tor  alkalinization. 


■ higher  blood  level 

Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 


■ economy 

Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 


GANTRISIN®~brand  of  sulfisoxazole 
(3,4-dimelhyl-S-sulfanilamido-isoxazole) 


HOFFMANN -LA  ROCHE  INC. 


Roche  Park 


Nutley  10 


New  Jersey 
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children 

like  this  inhaler 


Children  instinctively  dislike  some  things. 
As  every  parent  knows,  for  example, 
they  dislike  nasal  drops  and  sprays. 

Fortunately,  however,  children  like  to  use 
Benzedrex  Inhaler. 

But  most  important,  from  the  physician’s 
standpoint,  is  the  fact  that  Benzedrex 
Inhaler  opens  the  nasal  air  passages 
safely,  promptly,  and  without  causing 
nervousness  or  wakefulness. 

Benzedrex  Inhaler  is  the  ideal 
vasoconstrictor  to  recommend  for  use 
between  treatments  in  your  office. 

(As  with  any  medicinal  agent,  an  adult 
should  always  supervise  its  use.) 


Smith,  Kline  & French  Laboratories,  Philadelphia 


Benzedrex  Inhaler 

the  best  inhaler  ever  developed 

’Benzedrex’  T.M.  Reg.  U.S.  Pat.  Off. 
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^ for  the  pain 
that  wasn’t  there  fol- 
lowing Pabalate  ther- 
apy in  arthritis. 

Para-aminobenzoic 
acid  0.3  Gm.  (5gr.), 
plus  sodium  salicy- 
late 0.3  Gm.  (5  gr.) 
provide  higher  sali- 
cylate blood  levels 
on  lower  salicylate 
dosage  — with  more 
prolonged,  clinical 
relief,  and  reduced 
side-effects. 
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111  SinilSItlS!  drainage  and  bacteriostasis 


A suspension  of  Micraform  sulfathiazolc, 
5%,  in  an  isotonic  aqueous  medium  with 
Paredrine  Hydrobromide  (hydroxyampheta- 
mine  hydrobromide,  S.K.F.),  1%;  preserved 
with  ortho-hydroxyphenylmercuric  chloride, 
1:20,000. 

Available  in  1 fl.  oz.  (.10  cc.)  and  12  II.  oz. 
(355  cc.)  bottles. 


You  get  both  drainage  and 
bacteriostasis  when  you  prescribe 
Paredrine-Sulfathiazole  Suspension. 

The  more  rapid  and  prolonged 
action  of  the  Suspension’s 
vasoconstrictor — Council-accepted 
Paredrine  Ilydrobromide — shrinks 
the  mucosa  and  opens  sinal  ostia  and 
ducts.  Drainage  is  promoted. 

The  Suspension’s  Micraform  sulfa thiazole 
spreads  rapidly  in  a fine, 
even  film  over  the  turbinates  and 
throughout  the  nasal  meatuses. 

Bacteria  are  neutralized 
before  they  can  enter  the  sinuses 
and  intensify  the  infection. 


Smith , Kline  & French  Laboratories,  Philadelphia 


vasoconstriction 

in  minutes 
bacteriostasis 

for  hours 


Paredrine- 

Sulfathiazole 

Suspension 


'Paredrine’  & 'Micraform’  T.M.  lleg.  U.S.  Pat.  Off. 
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Editorials 


The  Annual  Meeting 


Once  again  we  call  to  your  attention  the 
i dates  of  the  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  to  be  held 
at  the  Hotel  Statler,  Buffalo,  April  30  to 
1 May  4,  1951.  Yearly,  attendance  at  the 
meetings  has  been  increasing,  so  that  the 
problem  of  providing  sufficient  space  to 
house  the  membership  becomes  more  diflfi- 
1 cult. 

Your  committees  labor  long  and  hard  to 
increase  the  quality  and  variety  of  the  scien- 
tific and  commercial  exhibits  from  year  to 
year.  The  proficiency  of  their  efforts  has 
been  extraordinary.  So  much  so,  in  fact, 
that  their  very  success  has  created  the  fur- 
ther problem  of  providing  accommodations 
for  those  who  attend.  You  are  urged  to 
watch  the  Journal  for  instructions  and  to 
apply  promptly  for  your  room.  Meantime, 
mark  the  dates  on  your  calendar,  April  30  to 
May  4. 

The  sessions  of  the  House  of  Delegates 
should  be  of  especial  interest  to  the  member- 
ship this  year.  The  country  is  in  the  midst 


of  an  unprecedented  period  of  peacetime 
mobilization  of  its  potential  forces  against 
the  threat  of  world  Communist  aggression. 
Medical  men  are  always  among  those  first 
affected  by  expansion  of  the  armed  services. 
Already  registration  of  physicians  up  to  age 
fifty  has  provided  an  insight  into  the  pro- 
found changes  that  may  be  anticipated 
shortly  in  the  implementation  of  medical 
education  and  civilian  medical  practice. 

We  call  your  attention  to  the  fact  that  this 
period  of  mobilization  starts  with  the  public 
debt  standing  at  some  257  billions  of  dollars. 
As  this  is  written,  the  President  is  calling 
for  140  billions  of  dollars  more  to  finance  the 
next  two  years  arms  cost.  Since  very  little 
of  an  effective  nature  has  yet  been  done  to 
halt  the  rising  inflation  in  which  we  find 
ourselves,  this  two-year  estimate  of  arms 
cost  may  fall  far  below  the  actual  cost  in 
terms  of  progressively  shrinking  dollar 
value.  Astronomic  taxation  may  be  antici- 
pated. The  effect  of  this  unprecedented 
mobilization  of  men  and  resources  un- 
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doubtedly  will  have  an  influence  upon  the 
transactions  of  the  House  of  Delegates. 

What  is  to  be  done  about  medical  educa- 
tion, hospitals,  and  medical  aspects  of 
civilian  defense?  It  seems  apparent  that 
the  defense  mobilization  with  its  heavy  bur- 
den of  costs  will  profoundly  affect  the  na- 
tional economy  for  years  to  come.  All  else 
will  be  geared  to  it.  What  changes  in  medi- 
cal organization  and  practice  will  it  produce? 
Considerations  of  this  nature  will  necessarily 
be  of  importance  in  the  proceedings  of  the 
House  of  Delegates,  for  any  long-range  plan- 


ning will  have  to  take  into  account  a long 
period  of  “cold  war.”  Preparations  for  the 
defense  of  the  State  of  New  York  have  been 
translated  into  a number  of  bills  now  in  the 
Legislature.  These  bills  provide  for  the 
most  drastic  controls  ever  contemplated  in 
time  of  peace.  In  view  of  the  foregoing, 
your  delegates  to  the  Annual  Meeting  should 
be  well  prepared  to  discuss  your  views  at  the 
county  level.  Your  own  attendance  will  en- 
courage those  who  prepare  the  scientific 
program  and  exhibits  for  your  instruction 
and  benefit. 


National  Emergency,  II 


As  this  editorial  is  written,  the  announce- 
ment has  just  been  made  of  the  proposed 
registration  on  January  15  of  doctors,  den- 
tists and  veterinarians  up  to  age  fifty.  In 
notifying  Selective  Service  boards  that  they 
must  hold  a second  registration  of  doctors 
and  dentists  on  January  15,  Maj.  Gen.  Lewis 
B.  Hershey,  director  of  Selective  Service, 
said  that  approximately  21,000  physicians, 
dentists,  and  veterinarians  had  been  regis- 
tered last  October.  These  were  men  who 
had  received  their  professional  training  at 
government  expense  during  World  War  II 
or  who  had  been  deferred  to  complete  their 
training  and  had  served  less  than  twenty-one 
months  on  active  duty. 

Doctors,  dentists,  and  veterinarians  who 
were  required  to  register  January  15  were  all 
those  listed  in  the  third  and  fourth  priority 
groupings  of  the  amended  Selective  Service 
Law. 

These  are  men  neither  fifty  years  old  nor 
members  of  reserve  organizations  who  had  no 
active  service  in  the  Army,  Navy,  Air  Force, 
Marine  Corps,  Coast  Guard,  and  Public 
Health  Service  subsequent  to  September  16, 
1940,  and  all  those  who  did  have  active  serv- 
ice after  that  date  and  who  have  degrees  in 
medicine,  dental  surgery,  medical  dentistry, 
and  veterinary  medicine  and  surgery. 

Because  of  the  broadness  of  the  definitions, 
General  Hershey  estimated  that  about  210,- 
000  professional  men  would  be  required  to 
register. 


Says  the  New  York  Times,  editorially:1 

One  of  the  major  criticisms  of  the  military 
services  during  World  War  II  was  their  tend- 
ency to  stockpile  beyond  their  needs.  This 
was  not  limited  to  certain  types  of  material, 
but  extended  to  the  far  more  critical  commodity 
of  scarce  medical  manpower.  As  a result, 
many  idle  physicians  and  dentists  in  uniform 
were  dissatisfied,  while  many  communities 
were  denied  their  greatly  needed  services .... 

Local  professional  advisory  groups  work- 
ing with  local  Selective  Service  Boards  will 
determine  the  essentiality  of  each  individual 
physician  and  dentist  within  his  own  com- 
munity. This  will  apply  to  both  Reserve 
officers  and  those  who  may  be  drafted.  The 
plan  seeks  an  equitable  balance  to  insure  the 
armed  forces  of  sufficient  medical  personnel 
together  with  a minimum  of  dislocation  of 
essential  civilian  health  services,  a balance 
particularly  important  in  view  of  the  pos- 
sibility of  atomic  attack. 

The  President  of  the  Medical  Society  of 
the  State  of  New  York  has  urged  upon  com- 
ponent county  medical  societies  of  the  State 
the  immediate  formation  of  committees  on 
civil  defense,  where  these  have  not  already 
been  formed.  The  organizational  task  ahead 
is  stupendous.  Says  the  President: 

It  is  well  recognized  by  all  concerned  with 
planning  that  this  task  will  have  to  be  done  by 
the  practicing  physician  and  his  helpers,  and 

1 December  29,  1950. 


EDITORIALS 


593 


March  1,  1951  ] 


that  planning  can  do  no  more  than  get  the  pa- 
tients to  the  physician,  provide  the  facilities  in 
which  to  work  and  give  him  the  tools  to  do  the 
, job.  The  paramount  importance,  therefore  of 
the  enrollment  of  every  physician  cannot  be 
overemphasized.  We  count  on  you  to  lend 
I the  weight  of  your  position  to  the  support  of 

!|  your  local  Medical  Officer  for  Civil  Defense  in 
the  enrollment  of  every  physician  in  your  com- 
munity for  Civil  Defense  activities,  not  merely 
| the  willingness  to  serve  at  the  time  of  disaster, 
but  also  the  commitment  at  the  present  time  of 
i sufficient  time  and  effort  to  enable  every  mem- 
ber of  the  medical  profession  to  know  his  place 
and  role  at  the  time  of  emergency. 

No  matter  what  decisions  are  made  at 
rational  or  international  policy  levels,  there 
; s a local  and  vitally  important  problem  to  be 
solved — that  of  survival.  It  is  an  intensely 
personal  objective.  No  one  can  claim  to  be 
‘disinterested.  Modem  weapons  tend  to 
rbliterate,  level,  and  contaminate  vast 
iljireas.  Survival  under  such  circumstances 
becomes  an  intricate  matter  of  planning,  al- 
•eady  too  long  delayed  perhaps,  but  now 
horoughly  covered  as  to  emergency  medical 
(service  in  Information  Circular  10  of  the 
\Tew  York  State  Civil  Defense  Commission. 


This  plan  was  prepared  by  the  State 
Health  Department  in  cooperation  with 
the  Medical  Advisory  Committee  of  Civilian 
Defense  and  the  Emergency  Medical  Pre- 
paredness Committee  of  your  State  Society. 
It  represents,  we  believe,  a new  approach  to 
the  tremendous  problems  of  deployment  of 
medical,  nursing,  and  auxiliary  personnel, 
and  the  supplies  and  equipment  essential  to 
their  proper  functioning.  We  are  proud 
that  we  in  this  State  have  been  able  to  take 
the  initiative  in  this  vitally  important  field. 

We  wish  to  point  out  that  these  measures 
are  directed  mainly  to  the  prevention  of 
death  of  a very  large  number  of  people  in  the 
first  hours  after  detonation  of  an  atomic 
bomb.  Much  detailed  planning  regarding 
the  highly  complex  problems  of  hospital  and 
ambulatory  care  after  the  first  few  days  re- 
mains to  be  done.  We  must  not  lose  sight 
of  the  fact,  however,  that  failure  in  the  first 
hours  of  disaster  could  never  be  repaired  by 
later  measures.  The  very  size  of  this  opera- 
tion requires  a mass  approach  to  the  trans- 
portation and  disposition  of  the  many  thou- 
sands of  people  who  will  require  medical 
relief. 


Clinical  Significance  of  Blood  Pressure 


Are  we  permitting  our  patients  to  become 
mduly  disturbed  about  their  blood  pres- 
sure? A study  designed  to  banish  the  bogey 
of  high  blood  pressure  has  been  published  in 
li  recent  issue  of  the  Journal  of  the  Ameri- 
can Medical  Association.1  It  calls  for  a re- 
lefinition  of  the  word  “normal”  to  conform 
more  closely  to  the  observed  facts.  Much 
larm  has  been  done  and  many  persons 
)rought  to  the  verge  of  panic  by  common 
misconceptions  as  to  the  true  nature  of  the 
>lood’s  pressure,  it  was  reported.  Figures 
iccepted  as  reliable  have  been  usually  inac- 
urate  and  the  interpretation  of  them  gener- 
: illy  arbitrary.  The  paper  was  prepared  by 
pr.  Arthur  B.  Master,  of  Mount  Sinai  Hospi- 
tal; Dr.  Louis  I.  Dublin,  chief  statistician 
>f  the  Metropolitan  Life  Insurance  Com- 
)any,  and  Mr.  Herbert  H.  Marks  of  the  same 
ompany.  Their  conclusions  were  based 
ipon  the  study  of  15,706  persons,  evenly  di- 

1 J.A.M.A.  143:  1404  (Aug.  26)  19.>0. 


vided  between  men  and  women,  from  sixteen 
to  sixty-five  years  old. 

“Since  blood  pressure  readings  as  high  or 
higher  than  those  widely  accepted  as  the  up- 
per limits  of  normal  are  so  frequently  en- 
countered, particularly  in  persons  over  forty 
years  of  age,  it  seems  evident  that  the  range 
of  normal  blood  pressure  should  be  re?on- 
sidered,”  they  wrote.  If  the  normal  range 
should  be  revised  as  suggested,  “then  the 
vast  field  of  industrial  medicine  must  take 
cognizance  of  such  modifications.”  Blood 
pressure  is  part  of  every  physical  examina- 
tion, “in  fact,  too  often  it  is  unduly  empha- 
sized,” and  thus  a new,  broader  range  would 
be  applied  to  persons  seeking  voluntary 
health  and  accident  insurance,  illness  retire- 
ment pensions,  and  workmen’s  compensa- 
tion. Furthermore,  evaluation  of  blood 
pressure  can  be  of  “great  military  impor- 
tance” in  recruiting  for  the  armed  services. 

The  report  was  careful  to  note,  however, 
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that  the  heart  condition  must  be  checked 
apart  from  the  pressure  reading  so  that 
treatment  could,  if  necessary,  be  directed  to 
meet  a weakened  organ.  “The  various  fig- 
ures now  in  use — 140,  150  or  160  mm.  of 
mercury  systolic  and  90  to  100  mm.  diastolic 
are  arbitrary,  particularly  when  age  is  con- 
cerned,” the  report  noted.  “Blood  pres- 
sures which  are  usually  considered  above 
normal  are  not  uncommon  up  to  the  age  of 
forty,  and  after  the  age  of  forty-five  they 
are  more  frequent  than  some  so-called  nor- 
mal readings.”  At  ages  fifty-five  or  sixty  or 
older,  systolic  pressure  of  180  or  even  to  190 
mm.  and  diastolic  pressure  of  100  or  even 
110  mm.  should  not  ipso  facto  be  considered 
abnormal.  “In  many  persons  at  present 
termed  hypertensive  the  figures  represent 
not  a specific  disease  but  merely  the  aging 


process  and  therefore  should  not  be  a cause 
for  alarm.”  Average  readings  for  men 
showed  a fairly  smooth  progression  up  to  the 
age  of  fifty,  and  after  that  the  increase  ac- 
celerates. Among  women  it  was  found  to 
be  less  evenly  distributed,  although  the 
trend  was  identical.  No  clear  relationship 
between  height  and  blood  pressure  was  dis- 
covered, but  weight  was  an  important  and 
consistent  factor. 

“The  physician  can  easily  instill  fear  in 
the  patient  with  his  blood  pressure  reading,’ 
the  study  adds.  “The  number  of  patients 
who  appear  in  the  offices  of  internists  oi 
cardiologists  simply  because  they  have  beer 
told  that  they  have  high  blood  pressure  is  s( 
large  that  the  use  of  the  expression  ‘blooc 
pressure  phobia’  is  genuinely  warranted 
This  should  change.” 


Current  Editorial  Comment 


New  Chief  Medical  Director  of  Veterans 
Administration.  Vice-Admiral  Joel  T. 
Boone,  USN  (retired),  has  replaced  Dr. 
Paul  B.  Magnuson  as  medical  head  of  the 
VA’s  170  hospitals  and  150  clinics.  Dr. 
Magnuson  had  been  medical  chief  of  VA 
since  1948  when  he  replaced  Dr.  Paul 
Hawley.  Vice-Admiral  Boone  will  take 
over  as  of  April  1,  1951,  the  VA  announce- 
ment says.1 

As  reported,  the  official  statement  said 
only  that  Mr.  Gray  had  accepted  Dr. 
Magnuson’s  “previously  presented”  resig- 
nation. In  1948  some  disagreement  arose, 
reportedly  over  whether  doctors  or  lay  ad- 
ministrators would  have  the  controlling 
voice  in  running  the  administration’s  170 
hospitals.  It  is  understood  that  Dr.  Mag- 
nuson’s resignation  was  submitted  in 
August,  1948. 

The  Veterans  Administration  stated  that  as 
chief  medical  director  Admiral  Boone  would  be 
responsible  “for  the  care  and  treatment  pro- 
vided for  veterans  by  the  largest  nonmilitary 
medical  organization  in  the  world.”  The 
agency’s  170  hospitals  are  authorized  to  oper- 
ate 131,000  beds.  Under  its  direction  also  are 
150  clinics  to  care  for  patients  not  requiring 
hospitalization. 

“Admiral  Boone  is  taking  on  this  new  re- 
sponsibility at  a time  when  the  demands  on  the 


VA  medical  services  are  expected  to  increas' 
greatly  as  a result  of  the  present  crisis  in  worlt 
affairs,”  the  announcement  noted. 

Apparently  Mr.  Carl  R.  Gray,  Jr.,  \7 
Administrator,  and  Dr.  Magnuson  “haw 
been  at  odds  over  medical  department  pol 
icy  for  two  and  one  half  years”  as  reports 
in  the  A.M.A.’s  Capitol  Clinic.2  Di 
Magnuson  said  further,  “I  feel  that  hos 
pitals  ought  to  be  directly  under  the  medi 
cal  department.  Mr.  Gray  feels  tha 
doctors  are  not  good  administrators — onl; 
good  to  care  for  patients.”  Dr.  Magnusoi 
referred  to  a “bureau  type  of  organization 
and  said  he  disagreed  with  the  Administra 
tor’s  decision  to  “open  hospitals  which  w 
can’t  staff.” 

We  hope  that  Vice-Admiral  Boone  wi 
continue  the  policies  commenced  unde 
Dr.  Paul  Hawley  and  carried  forward  b 
Dr.  Magnuson  which  have  assured  to  th 
veterans  of  our  armed  services  the  hig 
standard  of  medical  and  hospital  care  n 
cently  achieved.  The  A.M.A.  and  th 
several  state  medical  societies  have  had  n 
small  part  in  the  never-ending  battle  t 
elevate  those  standards,  and  to  link  ve 
erans’  medical  service  with  the  medic:  I 
schools  and  teaching  hospitals.  Any  con  i 
promise  with  these  standards  would  i 
regrettable.  We  feel  sure  there  will  1 


1 New  York  Times,  January  15,  1951,  page  1. 


2 2:  2 (January  16)  1951. 
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ione.  Dr.  Magnuson  describes  his  suc- 
cessor as  one  of  the  best  informed  men  in 
Washington  on  government  medical  prob- 
ems. 

— — 

The  tree  of  liberty  only  grows  when  it  is 
catered,  by  the  blood  of  tyrants. — Barere 


Draft  Rejection  Rate  for  Physicians. 

df  the  doctor-draft  physicians  examined  so 
ar,  about  one  out  of  five  failed  to  pass  the 
Army’s  physical  examination.1  All  cases  of 
physicians  rejected  for  physical  reasons 
nust  be  reviewed  by  a special  military 
nedical  board  in  Washington,  which  has 
greater  authority  in  accepting  questionable 
cases  than  the  induction  stations. 

An  Army  spokesman  expressed  the  opin- 
on  that  the  rejection  rate  for  physicians 
.vas  about  what  might  be  expected.  It 
vas  pointed  out  that  the  induction  exami- 
nations the  men  now  are  undergoing  actu- 
illy  are  more  severe  than  those  they  had  to 
lass  in  World  War  II  before  being  ad- 
nitted  to  the  Army  as  ASTP  students. 
Also,  the  men  are  from  five  to  ten  years 
,)lder  than  the  average  draft  registrant,  a 
actor  which  would  tend  to  increase  the 
•ejection  rate. 


1 Capitol  Clinic,  2:  2 (January  9)  1951. 


The  rejection  rate  for  physical  or  neuro- 
psychiatric reasons  is  19  per  cent  for  doctors 
as  against  17.4  per  cent  for  regular  draftees. 
Army  lists  the  major  causes  for  physician 
rejections  as  tuberculosis,  duodenal  ulcers, 
neuropsychiatric  ailments,  hypertension, 
and  severe  asthma.  Six  per  cent  of  those 
found  below  par  are  being  taken  into  serv- 
ice on  a waiver  of  their  disability,  lowering 
those  not  eligible  to  about  13  per  cent. 

As  registrants  up  to  age  fifty  are  exam- 
ined, the  rejection  rate  should  rise  sharply. 
We  should  not  expect  to  advance  these  re- 
jections, however,  as  an  argument  for 
national  compulsory  health  insurance,  of 
which  echoes  are  being  heard  from  inter- 
ested sources. 


Unless  your  'pretensions  be  very  good, 
avoid  being  the  principal  speaker  in  a large 
company— A nonymous. 


New  Director  of  Public  Relations  Bu- 
reau. At  the  January,  1951,  meeting  of  the 
Council  of  the  Medical  Society  of  the  State 
of  New  York,  the  appointment  of  Mr. 
Frederick  W.  Miebach  as  director  of  the 
Bureau  of  Public  Relations  was  confirmed. 
Mr.  Miebach,  for  some  years  a member  of 
the  staff  of  the  Bureau,  succeeds  Mr. 
Dwight  Anderson,  its  first  director. 


ANNOUNCEMENT 

Resolutions  for  Presentation  at  House  of  Delegates 

Dr.  Albert  F.  R.  Andresen,  Speaker  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  requests  that  all  members  of  the 
Society  who  expect  to  present  resolutions  at  the  next  House  of  Delegates 
submit  them  in  advance  to  Dr.  W.  P.  Anderton,  Secretary  of  the  Medical 
Society  of  the  State  of  New  York,  292  Madison  Avenue,  New  York  17, 
New  York. 

It  is  Dr.  Andresen’s  desire  to  refer  as  many  resolutions  as  possible  to 
appropriate  reference  committees  before  the  meeting  and  to  have  these 
published  in  the  Journal. 

The  secretaries  of  component  county  societies  are  likewise  being  requested 
to  send  to  the  Secretaiy’s  office  as  early  as  possibly  any  resolutions  they 
expect  to  have  introduced  at  the  House  of  Delegates. 


Medicine’s  Responsibility  in  Civil  Defense 

In  the  early  part  of  December  Information  Circular  Number  10,  dealing  with  all  phases 
of  emergency  medical  services,  was  sent  to  the  presidents  and  secretaries  of  all  county 
societies.  This  program  for  emergency  medical  services  of  Jhe  State  Civil  Defense  Com- 
mission was  prepared  by  the  State  Commissioner  of  Health  and  his  staff  in  cooperation 
with  the  Medical  Advisory  Committee  and  the  State  Society  Committee  on  Medical 
Preparedness.  A few  days  later  a letter  was  sent  to  all  county  society  presidents  by 
President  Wertz  urging  the  prompt  activation  of  Medical  Civil  Defense  Committees 
where  not  already  in  existence. 

Medicine  at  any  moment  may  be  called  upon  to  meet  a problem  it  has  never  faced  be- 
fore: that  of  treating  the  thousands  of  casualties  resulting  from  an  atomic  attack.  We 
cannot  bring  too  forcibly  to  the  attention  of  the  profession  the  necessity  and  urgency  of 
planning  for  every  phase  of  relief  in  the  event  of  such  a disaster.  We  will  be  faced  with 
conditions  never  before  encountered.  Not  hundreds  but  thousands  will  require  our  assist- 
ance. The  number  of  lives  saved  in  the  first  twenty-four  hours  following  an  attack  will  de- 
pend upon  how  quickly  we  can  mobilize  our  resources,  and  that  will  depend  upon  how  well 
we  have  planned. 

Let  us  not  forget  that  civil  defense  planning  is  going  to  be  with  us  for  a long  time  and 
will  become  a necessary  activity  of  our  county,  State,  and  national  societies.  In  the  event 
of  a disaster  many  different  rescue  groups  will  spring  into  action,  but  the  greatest  demand 
will  be  for  the  doctor. 

Buildings  and  their  contents  can  be  restored  or  replaced,  but  not  human  lives.  In  the 
event  of  an  atomic  disaster  we  will  be  the  shock  troops.  Effective  field  services  require 
speedy  mobilization  of  large  numbers  of  personnel  to  man  our  primary  aid  stations.  The 
opportunity  to  save  the  greatest  number  of  lives  will  be  at  these  first  aid  posts. 

To  the  medical  profession  has  been  assigned  definite  civil  defense  responsibilities,  and 
it  is  essential  that  we  have  the  full  and  prompt  cooperation  and  support  of  officers  and  lead- 
ers in  the  county,  local  medical,  and  related  professional  groups.  The  tradition  of  the 
medical  and  other  health  professions  assures  that  these  responsibilities  will  be  accepted. 

Our  duty  is  clear.  The  problem  is  urgent.  The  success  of  our  efforts  will  depend  upon 
thorough,  intelligent,  and  flexible  planning.  The  emergency  medical  sendees  program,  to  be 
most  effective,  must  be  fully  coordinated  with  other  civil  defense  services.  A knowledge 
of  the  function,  organization,  and  responsibilities  of  the  other  sendees  will  indicate  the  inter- 
dependence and  necessity  of  this  cooperation. 

The  program  of  the  Medical  Services  Civil  Defense  Committee  of  the  county  society 
should  include  the  following: 

1.  Registration  of  all  physicians  with  necessary  data. 

2.  Assignment  of  every  physician  to  a definite  part  in  the  program. 

3.  Courses  for  physicians  with  special  reference  to  treatment  at  the  local  emergency 
level.  A detailed  manual  is  being  prepared  for  the  standardization  of  the  methods  of 
treatment  of  various  injuries  at  first  aid  stations,  referred  to  as  “Primary  Medical  Aid 
Posts”  in  Information  Circular  Number  10. 

4.  Close  liaison  with  your  regional  and  local  civil  defense  directors  and  your  local 
medical  director  for  civil  defense.  Also  with  the  hospital,  nursing,  and  dental  groups 
and  with  the  medical  schools  if  any  are  located  in  your  area.  I have  already  referred 
to  the  necessity  of  coordinating  our  emergency'-  medical  services  program  with  all  other 
civil  defense  services. 

A close  perusal  of  Information  Circular  Number  10  will  give  a detailed  picture  of  the 
over-all  program  and  should  be  of  material  assistance  to  the  county  Medical  Civil  Defense 
Committee. 

Planning  at  the  top  level  is  completed  except  for  necessary'  changes  from  time  to  time 
as  a result  of  our  experience,  new  medical  technics,  and  technologic  developments.  The  suc- 
cess of  our  civil  defense  plans  now  requires  the  fullest  cooperation  at  the  county  and  com- 
munity level.  Let  us  not  forget  that  mutual  aid  and  self-help  are  the  fundamental  precepts 
of  civil  defense. 

John  J.  Masterson,  M.D.,  Chairman 
Special  Committee  on  Emergency 
Preparedness 
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From  the  New  York  State  Department  of  Health 
William  A.  Brumfield,  Jr.,  M.D.,  Editor 


Publication  on  Infant  Mortality  and  Stillbirth  Rates  by  Hospitals 


* Improved  hospital  care  of  obstetric  pa- 
rents and  newborn  infants  in  New  York 
State  has  been  a matter  of  ever-increasing 
Interest  on  the  part  of  physicians,  hospital 
administrators,  and  nurses  concerned  with 
;he  immediate  provision  of  care,  and  of  pub- 
ic health  personnel  concerned  with  the  total 
health  of  the  community.  The  period  from 
1945  to  1949  has  witnessed  major  improve- 
nents  in  hospital  facilities  and  in  the  train- 
ing of  hospital  personnel.  The  need  has 
peen  expressed  frequently  for  statistical  data 
)n  neonatal  mortality  by  hospitals  to  assist 
nterested  persons  in  evaluating  the  results 
of  care  in  each  institution. 

; The  New  York  State  Department  of 
Health,  through  the  Bureau  of  Maternal  and 
phild  Health  and  the  Office  of  Vital  Statis- 
tics, recently  issued  a pamphlet  on  “Infant 
Mortality  and  Stillbirth  Rates  by  Hospitals 
md  Regions,”  giving  in  addition  the  inci- 
lence  of  prematurity  and  the  neonatal  mor- 
tality of  premature  infants  by  birth  weight, 
l’he  data  presented  are  for  New  York  State 
ixclusive  of  New  York  City  for  the  period 
from  1945  to  1949. 

The  first  set  of  tables,  in  which  each  hos- 
pital is  identified  by  name,  gives  the  total 
lumber  of  live  births,  the  total  number  of 
premature  births — infants  weighing  2,500 
dm.  (5Vt  pounds)  or  less  at  birth — and  the 
percentage  which  premature  births  form  of 
he  total.  In  a second  set  of  tables,  still- 
pirth  rates  and  neonatal  mortality  rates  by 
pirth  weight  are  presented.  The  individual 
lospitals  are  identified  only  by  code  letters, 
md  only  hospitals  having  an  annual  average 
)f  500  or  more  births  during  the  five-year 
period  are  listed,  with  hospitals  having  a 
smaller  number  of  births  and  nonhospital 
pirths  given  in  groups  in  separate  categories, 
hill-time  health  officers  are  apprised  of  the 
:oJe  for  individual  hospitals  and  will  trans- 
nit this  information  to  responsible  persons 


concerned  in  each  hospital.  They  are  also 
available  to  assist  in  interpretation  of  the 
data  upon  request. 

Stillbirth  rates  have  been  included  to  give 
a more  complete  picture  of  failure  of  the  fetus 
to  survive  and  as  an  aid  in  interpreting  neo- 
natal mortality  among  the  very  light  pre- 
mature births.  Some  physicians  may  erro- 
neously classify  as  stillbirths  very  small  pre- 
mature infants  who  are  alive  at  birth  but  who 
are  not  considered  to  have  any  chance  of 
survival.  This  may  be  the  explanation 
when  the  rate  for  small  prematures  is  un- 
usually low  and  the  stillbirth  rate  is  very 
high. 

Much  of  the  information  disclosed  by  these 
studies  is  of  general  interest.  It  was  found, 
for  example,  that  the  incidence  of  premature 
birth  in  the  five  regions  of  upstate  New  York 
was  almost  identical,  varying  only  from  6.7 
to  7.0  per  cent.  The  neonatal  mortality 
rate  for  premature  infants  was  also  very 
similar  except  that  the  White  Plains  region 
showed  a significantly  lower  rate.  This  re- 
gion, with  its  heavy  weighting  of  suburban 
New  York  families  having  essentially  differ- 
ent social  and  economic  conditions,  presents 
the  opportunity  for  a study  of  the  impor- 
tance of  these  factors  in  the  survival  of  pre- 
mature infants. 

The  data  also  showed  that  there  has  been  a 
steady  improvement  in  the  survival  of  full- 
term  and  premature  infants  over  the  five- 
year  period,  but  that  there  was  considerable 
difference  in  the  rate  of  improvement  in  the 
different  birth  weight  groups.  While  prac- 
tically no  change  was  encountered  in  the 
group  of  infants  weighing  a thousand  grams 
and  less,  there  was  almost  30  per  cent  de- 
crease in  neonatal  mortality  in  the  weight 
group  between  2,000  and  2,500  Gm.  which 
exceeded  even  the  improvement  shown  in  the 
full-term  infants  in  the  same  period  of  time. 

Six  teaching  hospitals,  defined  as  those 
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hospitals  with  an  annual  average  of  a thou- 
sand or  more  births  associated  with  the  four 
medical  schools  in  upstate  New  York,  with 
rates  that  were  already  lowest  in  1945  and 
1946,  showed  the  greatest  improvement  in 
survival  rates  among  full-term  births  and  in 
all  but  one  weight  group  among  premature 
births. 

The  rest  of  the  hospitals  with  over  one 
thousand  births  a year  made  smaller  gains, 
and  the  hospitals  with  less  than  one 
thousand  births  a year,  in  which  the  rates 


were  highest  in  the  early  period,  showed  the 
least.  This  appears  to  be  an  indication  of 
the  hospitals  in  which  future  concentration 
of  effort  will  reap  the  greatest  dividends  in 
the  saving  of  infant  lives. 

Physicians  and  hospital  administrators 
concerned  with  obstetric  and  newborn  care 
interested  in  studying  the  material  may  ob- 
tain copies  of  the  report  from  the  county  or 
city  health  commissioner  or  district  health 
officer  of  the  health  jurisdiction  in  which 
their  hospital  is  located. 


IN  MEMORIAM 

James  Francis  Rooney,  M.D. 

Dr.  James  Francis  Rooney,  long  a participant  in  the  activities  of  the 
State  Society,  died  in  his  home  city  of  Albany,  New  York,  on  February 
fourth,  after  an  illness  of  several  weeks  with  cardiac  disease.  Born  in  Al- 
bany, October  10,  1878,  he  received  his  education  at  the  Christian  Brothers 
Academy,  St.  John's  University  (Fordham),  and  his  medical  degree  from 
the  Medical  Department  of  Union  College  in  1898.  He  served  in  various 
capacities  in  Albany  hospitals  and  became  chief  of  staff  at  St.  Peter’s. 
His  military  career  began  with  the  State  National  Guard  as  Captain  in 
1917  and  he  became  a Major  in  the  United  States  Army  in  1918  and  Chief 
Medical  Director  of  Selective  Service  in  New  York.  Subsequently  he  was 
in  command  of  the  106th  Hospital  Company  of  the  102nd  Regiment,  27th 
Division,  and  was  awarded  a citation  for  conspicuous  service. 

Dr.  Rooney  gave  much  time  and  attention  to  medical  organizations; 
in  addition  to  membership  in  numerous  societies,  he  had  been  president 
of  his  county  Medical  Society  and  later  of  the  State  Society  (1921).  He 
also  served  as  chairman  of  the  Council  Committee  on  Legislation  for  many 
years,  and  as  chairman  of  the  War  Memorial  Fund,  and  for  many  years 
as  a Trustee,  and  likewise  three  times  as  chairman  of  the  Board  of  Trustees. 

Dr.  Rooney  was  an  indefatigable  worker  in  his  various  official  positions. 
His  alertness  in  the  sessions  of  the  House  of  Delegates,  his  ready  oratory, 
his  keen  sense  of  humor,  his  active  participation  in  debate,  and  his  loyalty 
to  organized  medicine  made  him  an  outstanding  figure,  and  as  such  he  will 
long  be  remembered.  The  State  Society  acknowledges  this  debt  and  does 
so  most  gratefully. 
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THE  GALLBLADDER 

Acting  both  as  a concentrating 
organ  and  as  the  reservoir  por- 
tion of  the  ductal  system,  the 
gallbladder  is  of  such  construc- 
tion and  location  that  stasis  is 
common . This  stagnation  tends 
toward  inspissated  bile  and 
chronic  infection. 

With  KETOCHOL®  therapy, 
the  thin  aqueous  bile  tends  to 
overcome  inspissation  and 
provides  a flushing  action  to 
overcome  stasis. 
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combination  so  necessary  to  successful  iron  therapy: 

1.  It  is  palatable  . . . equally  acceptable  to 
old  and  young,  ill  and  convalescent. 

2.  It  is  equally  well  tolerated  with  virtually 
no  gastric  disturbance  to  interfere 

with  response. 

Every  day,  wherever  iron  therapy  is  indicated, 
OVOFERRIN  is  demonstrating  the  smooth  effectiveness 
of  colloidal  iron  . .. 


• the  build-up 
without  a let-down 


MAINTENANCE  DOSAGE' 


THERAPEUTIC  DOSAGE 


FOR  ADULTS  AND  CHIL- 
DREN: One  teaspoonful  2 or 
3 times  a day  in  water  or  milk. 


ADULTS:  One  tablespoonful  3 or 
4 times  daily  in  water  or  milk. 
CHILDREN : One  to  2 teaspoon- 
fuls 4 times  daily  in  water  or  milk. 


Made  only  by  the 

A.  C.  BARNES  COMPANY  • NEW  BRUNSWICK,  N.  J. 

"Ovoferrin"  is  a registered  trademark,  the  property  of  A.  C.  Barnes  Company 
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A CLINICAL  COMPARISON  OF  ALPHA-ESTRADIOL  AND 
CONJUGATED  ESTROGENS  IN  THE  TREATMENT 
OF  THE  MENOPAUSAL  SYNDROME 

Norbert  B.  Reicher,  M.D.,  Chester  E.  Clark,  M.D.,  and  Eleanor  Bechtold,  A.B.,  R.N. 

Syracuse,  New  York 


I {From  the  Gynecologic  Clinics  of  the  Syracuse  Memorial  Hospital  and  the  Department  of  Gynecology  of  the 
State  University  of  New  York  College  of  Medicine  at  Syracuse ) 


THE  onset  of  the  menopause  in  the  human 
female,  either  natural  or  secondary  to  sur- 
gery, is  accompanied  by  certain  characteristic 
signs  and  symptoms.  These  are  (1)  an  absence 
of  estrogen  formation  or  a decreased  production 
thereof,  (2)  an  increase  of  gonadotropin  level  in 
both  serum  and  urine,  attributable  to  a dimin- 
ished estrogenic  inhibition  of  pituitary  secretion, 
(3)  atrophic  changes  in  the  body  resulting  from 
an  insufficiency  of  estrogenic  hormone,  and 
(4)  functional  and  organic  disturbances.  The 
pattern  of  signs  and  symptoms  is  so  constant  and 
consistent  that  it  has  become  commonly  referred 
to  as  the  “menopausal  syndrome.”  Typical 
symptoms  associated  with  this  syndrome  include 
vasomotor  disturbances,  headache,  insomnia, 
dizziness,  irritability,  arthralgias,  easy  fatiga- 
bility, frequent  mild  or  severe  depressions,  and, 
not  infrequently,  sustained  elevation  of  the  blood 
pressure.  The  most  prominent,  and  probably 
the  most  distressing  to  the  patient,  are  the 
vasomotor  disturbances,  the  so-called  “flushes” 
or  “hot  flashes.” 

Treatment  of  the  menopausal  state  has  been 
directed  toward  re-establishment  of  desired  endo- 
crine balances  by  the  administration  of  exogenous 
estrogen.  In  this  manner  it  is  possible  to  insure 
a gradual  diminution  of  circulating  estrogen  and 
prevent  an  abrupt  decline,  with  the  attendant 
vasomotor  disturbances.  Administration  of  the 
exogenous  estrogen  may  be  by  the  parenteral  or 
oral  route.  Since  the  latter  offers  decided  ad- 
vantages to  both  physician  and  patient,  oral 
medication  with  hormones  has  become  popular. 
Consequently,  in  recent  years  a number  of  com- 
mercial preparations  designed  for  oral  use  have 
been  made  available.  Compounds  such  as  di- 
ethylstilbestrol,  dienestrol,  hexestrol,  and  benz- 
estrol  have  been  shown  to  possess  estrogenic  ac- 


tivity and  are  known  to  be  orally  active.  Such 
preparations  may  give  rise  to  untoward  side- 
reactions  which  might  militate  against  their 
usage  in  particular  instances.  The  incidence  of 
side-reactions  when  administering  estrogenic 
hormones  obtained  from  natural  sources,  or  hor- 
mones chemically  altered  after  derivation  from 
natural  sources,  is  minimal.  The  source  of 
natural  hormone  products  is  generally  equine 
pregnancy  urine,  since  during  gestation  the  mare 
excretes  relatively  large  quantities  of  estrogenic 
hormones. 

The  mare  excretes  estrogen  principally  as  the 
sodium  salt  of  a sulfate  conjugate,  in  contrast  to 
the  human  female  who,  it  is  generally  considered, 
excretes  estrogen  predominantly  in  the  form  of  a 
glucuronide  conjugate.  The  “conjugated  estro- 
genic” preparations  on  the  market  consist 
principally  of  sodium  estrone  sulfate.  Such 
preparations  are  water  soluble,  being  obtained 
from  urine  by  elaborate  extraction  and  purifica- 
tion procedures,  with  care  being  exercised  not  to 
alter  the  conjugate  structure.  Hydrolysis  of 
conjugated  material  yields  estrone.  Hydrogena- 
tion of  estrone  yields  estradiol.  The  latter  pos- 
sesses approximately  ten  times  the  activity  of  the 
former,  as  determined  by  bioassay  (estrone 
standard).  This  is  in  keeping  with  the  general 
rule  that  the  primary  hormone  is  always  more 
active  than  its  excretion  form.  (Alpha-estradiol 
is  known  as  the  follicular  hormone,  being  found 
in  the  follicles  of  the  ovary.  After  serving  its 
purpose  in  the  body,  it  is  excreted  in  the  urine 
as  estrone  and  estriol.)  Both  estrone  and  estra- 
diol suffer  a loss  of  potency  when  given  by 
mouth.  This  loss  in  potency  may  be  due  to  in- 
complete absorption  from  the  gastrointestinal 
tract,  or  to  destruction  or  partial  inactivation 
therein,  or  possibly  to  rapid  inactivation  and  ex- 
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cretion  subsequent  to  absorption.  It  has  been 
considered  that  conjugated  estrogen  (sodium 
estrone  sulfate)  suffers  but  little  impairment  in 
activity  when  taken  by  the  oral  route  because, 
being  water  soluble,  it  is  rapidly  and  completely 
absorbed  from  the  gastrointestinal  tract.  It  is 
plausible  to  assume,  however,  that  the  organism 
must  hydrolyze  conjugated  estrogen,  either  prior 
to  or  after  absorption,  before  the  hormonal  con- 
tent can  be  utilized  by  the  body.  Such  hydroly- 
sis would  yield  estrone.  Therefore,  in  view  of 
the  fact  that  estradiol  is  many  times  more  active 
than  estrone,  it  would  seem  logical  that  propor- 
tionate amounts  of  estradiol  should  be  as  effec- 
tive orally  as  estrone  administered  in  the  form  of 
a sulfate  conjugate. 

Material 

In  an  effort  to  determine  the  comparative  oral 
effectiveness  of  alpha-estradiol  and  conjugated 
estrogenics  in  control  of  the  menopausal  syn- 
drome, the  following  clinical  study  was  under- 
taken. The  investigation  was  limited  to  patients 
experiencing  an  artificial  menopause  in  order  to 
insure  that  no  functional  ovarian  tissue  could  be 
present  to  contribute  possible  misleading  assist- 
ance to  the  test  preparations.  Two  commercially 
available  products  were  used  throughout  this 
study.  One  was  a tablet  containing  1.25  mg.  of 
sodium  estrone  sulfate.  The  second  was  a 
tablet  containing  0.1  mg.  of  alpha-estradiol.* 
In  the  further  interest  of  objectivity  a placebo 
tablet  identical  in  size,  shape,  and  color  to  the 
latter  was  at  some  time  in  the  experiment  ad- 
ministered to  all  but  one  subject.  Patient  co- 
operation was  encouraged  by  arranging  to  have 
the  same  technician-secretary  initiate  the  inter- 
view of  all  subjects  on  each  scheduled  visit  to 
the  clinic.  Her  tactful  consideration  of  the 
varied  personalities  encountered  in  such  a study 
was  instrumental  in  securing  from  all  patients 
complete  current  information  on  the  benefits  or 
defects  of  the  prescribed  medication.  Much  of 
the  more  intimate  data  received  in  this  manner 
might  possibly  not  have  been  as  readily  or  fully 
offered  to  the  clinician. 

Method 

A group  of  43  patients  was  selected  for  this 
clinical  investigation.  They  varied  in  age  from 
nineteen  to  fifty-three  years  of  age  and  included 
both  Negroes  and  whites.  All  but  one  had  had 
a total  hysterectomy  and  bilateral  salpingo- 
oophorectomy.  The  remaining  patient  had 
undergone  an  irradiation-induced  menopause  for 
functional  bleeding.  Care  was  exercised  in  the 

* "Estrusol”  tablets,  supplied  by  the  Carroll  Dunham 
Smith  Pharmacal  Company,  New  Brunswick,  New  Jersey, 
who  defrayed  in  part  the  expenses  of  this  study. 


selection  of  patients  to  insure  that  no  malig- 
nancies were  present  in  those  chosen  for  the 
study.  Once  accepted  for  the  study,  all  patients 
(with  three  exceptions)  contributed  a twenty- 
four  hour  urine  sample  for  estrogen  assay,  had 
a vaginal  smear  taken,  and  were  given  a supply 
of  tablets,  either  A (0.1  mg.  alpha-estradiol)  or 
B (1.25  mg.  conjugated  estrogenics).  Patients 
were  instructed  to  take  but  one  tablet  daily 
and  were  briefed  as  to  the  type  of  information 
to  be  requested  of  them  on  subsequent  visits  to 
the  clinic.  They  returned  to  the  clinic  at  weekly 
intervals  thereafter,  at  which  time  data  were 
recorded  relative  to  the  occurrence  of  flushes, 
headaches,  vertigo,  arthralgia,  as  well  as  to  the 
influence  of  the  medication  on  their  “sense  of 
well-being”  and  libido.  Since  it  is  recognized 
that  the  one  single  menopausal  symptom  least 
amenable  to  psychotherapy  is  flushes,  patients 
kept  a daily  record  of  the  number  of  such  flushes 
and  presented  it  at  the  time  of  the  weekly  visits. 

After  a reasonable  period  of  therapy  with  the  i 
original  medication  (one  to  three  months  on 
tablet  A or  tablet  B),  each  patient  was  changed 
to  the  second  tablet  or  to  placebo  tablets  (C). 
Patients,  of  course,  had  no  knowledge  that  the 
latter  tablets  contained  no  active  ingredient.  Ir 
all  instances  save  one,  after  a period  of  placebc 
administration  patients  were  returned  to  treat- 
ment with  one  or  the  other  active  preparations 
One  patient  in  the  series  never  received  placebos 
Thus,  both  products  A and  B were  tested  in  al 
patients,  sequence  of  testing,  however,  beinj 
somewhat  varied. 

While  the  experiment  was  in  progress,  a 
sedatives  or  medications  other  than  tablets  A 
B,  or  C were  administered.  Vaginal  smear ; 
were  taken  at  the  completion  of  treatment  wit 
each  medication,  and  urinary  estrogen  titer 
were  determined  periodically  throughout  th 
course  of  treatment.  At  the  conclusion  of  th 
experiment,  the  clinical  effectiveness  of  the  thre 
preparations  was  evaluated  by  a clinician  ha  vie , 
little  personal  contact  with  the  subjects.  In  th 
way  comparison  of  results  was  strictly  confine 
to  the  recorded  data  obtained  on  each  patient. 

It  should  be  borne  in  mind  that  no  attempt  w:  j 
made  to  determine  how  much  medication  wou 
be  required  per  patient  to  afford  complete  reli 
of  menopausal  symptoms.  The  basis  of  t 
study  was  a comparison  of  the  efficiency  of  pr( 
portional  amounts  of  alpha-estradiol  and  co, 
jugated  estrogens.  Hence,  but  one  tablet  a d 
of  either  preparation  A or  B was  prescribe 
Since  all  patients  received  first  one  preparati  ( 
for  a definite  period  and  then  the  other,  th 
acted  as  their  own  controls.  It  is  reasonable 
assume  that  the  preparation  initially  prescribe 
when  the  patient  was  most  in  need  of  theraj , 
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would  receive  a more  severe  test  of  its  capabilities 
than  the  preparation  administered  after  estro- 
genic relief  had  been  induced.  Therefore,  since 
primarily  it  was  the  intent  of  this  study  to  de- 
termine the  oral  effectiveness  of  alpha-estradiol, 
preparation  A was  prescribed  first  in  approxi- 
mately 80  per  cent  of  the  subjects:  33  patients 
initially  received  tablet  A,  9 initially  received 
tablet  B. 

Laboratory  Technics  and  Results 

1 Smears.—' The  Papanicolaou  technic  of  stain- 
ing was  followed,  and  the  entire  series  of  smears 
from  each  patient  was  read  and  evaluated  at  one 
time  by  the  same  technician.  This  procedure 
forestalled  possible  variation  in  interpretation 
jof  degrees  of  change  in  smears  often  encountered 
when  different  individuals  examine  the  same 
slide.  The  following  classification  of  smears 
•was  employed  in  this  study : 

No  estrin  effect 
| Very  slight 

! Slight, 

| Slight  to  moderate 
) Moderate  (normal) 

1 Moderate  to  full 

Full 

It  would  be  prohibitive  to  include  in  this  article 
Particular  consideration  of  all  the  smears  ob- 
tained throughout  the  duration  of  this  investiga- 
tion. As  anticipated,  in  the  majority  of  cases 
smear  composition  was  favorably  influenced  by 
the  initiation  of  therapy  with  either  alpha-estra- 
liol  or  conjugated  estrogens.  In  Table  I the 
mprovement,  deterioration,  or  absence  of  change 
n smear  picture  after  initial  treatment,  as  com- 
pared to  the  smear  picture  before  any  treatment, 
s outlined.  Because  the  smear  changes  noted 
jifter  placebo  “therapy”  had  replaced  administra- 
tion of  the  active  preparations  are  considered 
to  be  of  interest,  they  have  also  been  included  in 
fable  I. 

! Urinary  Estrogen  Assays. — Many  methods 
>ave  been  originated  for  the  extraction  of  estro- 
;ens  from  urine,  their  subsequent  purification, 
md  chemical  assay.  For  the  purposes  of  this 


TABLE  I. — Change  in  Smear  Composition  After  Treat- 
ment with  Alpha-estradiol  (A),  Conjugated  Estrogens 
(B),  or  Placebo  Tablets  (C) 


Number 

of 

Type  of 

< Number  and  Per 

Cent n 

Patients 

Medication 

Improved 

Unchanged 

Deteriorated 

33 

A 

22(67%) 

10(30%)* 

1(3%) 

9 

B 

7(78%) 

1(11%) 

1(11%) 

42 

C 

8(19%) 

11(25%) 

23(55%) 

* Three  of  these  were  “full  smears”  at  the  initiation  of 
therapy  and  hence  could  show  no  improvement.  Discounting 
these,  only  7,  or  21%,  showed  no  change. 


study  estrogens  were  separated  from  the  urine 
and  purified  by  procedures  based  on  methods 
devised  by  Bachman  and  Petit  and  Pincus.1’2 
After  hydrolysis  and  elaborate  purification 
processes,  a toluene  extract  was  obtained  con- 
taining estrone,  estradiol,  estriol,  and  certain 
strongly  phenolic  compounds.  Proper  washing 
of  this  extract  with  0.3  molar  sodium  carbonate 
freed  the  estriol  and  strongly  phenolic  compounds 
from  the  estrone  and  estradiol,  the  latter  two  re- 
maining in  the  toluene.  The  estriol  was  freed 
from  the  strongly  phenolic  compounds  by  acidi- 
fying the  carbonate  washings  with  hydrochloric 
acid  to  pH  2 to  3 and  subsequent  extraction  with 
ether,  the  latter  then  containing  the  estriol. 
Both  the  toluene  and  the  ether  extracts  were 
evaporated  to  dryness  and  the  respective  residues 
taken  up  in  alcohol.  Aliquots  of  these  alcoholic 
solutions  were  taken  for  the  chemical  estimation 
of  the  estrogenic  steroids. 

The  assay  method  was  an  adaptation  of  the 
procedure  published  by  Cohen  and  Bates,  em- 
ploying a Lumetron  fluorophotometer.3  After 
evaporation  of  the  aliquot  to  dryness,  the  residue 
was  taken  up  in  sulfuric  acid  and  fluorescence 
of  the  resulting  solution  compared  with  that  of  a 
similar  acid  solution  of  pure  estrone.  In  this 
manner  separate  values  for  estriol  and  combined 
values  for  estrone-estradiol  were  obtained.  No 
attempt  was  made  to  attain  individual  values  for 
estrone  and  estradiol.  Total  urinary  estrogen 
values  (estrone,  estradiol,  estriol)  were  computed 
by  simple  addition  of  the  estriol  and  estrone- 
estradiol  figures.  The  method  was  found  to  be 
90  per  cent  reliable  in  detecting  the  estrogen 
present  as  estrone,  estradiol,  and  estriol  in  urine 
samples,  reliability  being  determined  in  typical 
recovery  experiments.  In  view  of  the  fact  that 
daily  urinary  volumes  vary  appreciably  in  the 
same  patient  and  from  one  patient  to  another, 
estrogen  values  were  calculated  as  micrograms 
excreted  during  a twenty-four-hour  period, 
rather  than  on  a “per  cubic  centimeter  of  urine 
excreted”  basis. 

The  data  collected  on  urinary  estrogen  titers 
are  too  voluminous  to  make  possible  complete 
inclusion  in  this  article.  Therefore,  in  Table  II 
there  have  been  incorporated  only  the  average 
daily  values  (including  standard  error)  obtained 


Complete  atrophy.  Leuko- 
cytosis. 

Atrophy  with  occasional  pre- 
cornified cells.  Leuko- 
cytes. 

Outer  layer  of  basal  cells, 
parabasal  cells,  navicular 
cells,  more  precornified 
cells.  Leukocytes. 

Precornified  cells,  occasional 
cornified  cells,  moderate 
leukocytosis. 

50  per  cent  cornified  and  50 
per  cent  precornified  cells. 
Scattered  leukocytes. 

75  per  cent  cornification. 
Leukopenia. 

Total  cornification.  Total 
leukopenia  (normally  this 
would  be  a hyperestrin 
effect). 
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prior  to  estrogen  administration  and  those  found 
after  relatively  prolonged  treatment  with  either 
alpha-estradiol  (A),  conjugated  estrogens  (B),  or 
placebos  (C). 

TABLE  II. — Urinary  Estrogen  Titers  (Estrone, 
Estradiol,  Estriol)  Before  Therapy  and  After  Treat- 
ment with  Either  Alpha-Estradiol  (A),  Conjugated 
Estrogens  (B),  or  Placebo  Tablets  (C) 

Number 

of  Type  of  Average  Daily  Excretion  Expressed 

Urine  Medica- . — - — in  Micrograms — • 

Samples  tion  Estriol  Estrone-Estradiol  Total  Estrogen 


Prior 

to 

treat- 


40 

ment 

53  ± 5. 

38 

=fc 

3.5 

91 

± 8 

50 

A 

48  ± 3 

33 

de 

2.5 

81 

=*=  5 

43 

B 

50  * 3.5 

42 

3 

92 

± 6 

30 

C 

44  ± 4.5 

32 

4 

76 

* 8 

Flushes. — Prior  to  the  onset  of  treatment  38 
of  the  43  subjects,  or  an  incidence  of  88  per  cent, 
complained  of  symptoms  characteristically  as- 
sociated with  vascular  hyperemia.  The  number 
of  flushes  recounted  by  these  patients  ranged 
from  as  few  as  one  to  two  a week  to  as  many  as 
50  or  more  per  day,  the  average  for  the  group  be- 
ing approximately  eight  per  day.  The  gen- 
eralized distress  attributable  to  estrogenic  de- 
ficiency was  fully  apparent.  Following  a period 
of  therapy  with  either  tablet  A or  B,  there  was  an 
appreciable  decline  in  the  occurrence  of  flushes  in 
all  but  six  instances.  At  the  completion  of  the 
entire  study,  31  or  77  per  cent  of  the  patients 
were  experiencing  one  or  less  hot  flushes  per  day, 
20  of  these  women  being  completely  symptom- 
free  in  this  respect.  In  the  remaining  12  subjects 
(23  per  cent)  flushes  had  been  sufficiently  re- 
duced in  number  and  severity  to  indicate  that  a 
higher  level  of  therapy  with  either  medication  A 
or  B would  quite  probably  bring  about  full  re- 
lief. The  effectiveness  of  therapy  in  relation  to 
the  phenomenon  of  flushes  is  shown  in  Table  III. 
In  compiling  the  values  for  this  table,  the  degree 
of  improvement  brought  about  by  the  respective 
medications  has  been  reckoned  without  regard  to 
the  sequence  in  which  the  three  types  of  tablets 
were  actually  administered. 

TABLE  III. — Influence  of  Alpha-Estradiol  (A),  Con- 
jugated Estrogens  (B),  and  Placebo  Tablets  (C)  on  the 
Incidence  of  Flushes 


Type  of  Number  aad  Per 

Number  of  Medica-  Cent  of  Patients 

Patients  tion  Improved  Unaffected  Worse 


42  A 28(67%)  6(14%)  8(19%) 

40  B 27(68%)  9(23%)  4(9%) 

42  C 8(19%)  19(45%)  15(36%) 


Side-Reactions. — In  three  of  the  33  women  whose 
initial  therapy  was  alpha-estradiol,  nausea  was  en- 
countered, an  incidence  of  9 per  cent.  One  of  these 
subjects  was  returned  to  alpha-estradiol  at  a later 
date  in  the  experiment  and  tolerated  it  without  ill 


effect.  Of  the  nine  women  who  initially  received 
conjugated  estrogens,  none  complained  of  nausea, 
but  in  one  the  drug  had  to  be  discontinued  be- 
cause it  gave  rise  to  a disturbing  rash.  Thus,  an 
incidence  of  side-reactions  of  11  per  cent  was  en- 
countered with  conjugated  estrogens.  Cog- 
nizance must  be  taken  of  the  fact  that,  had  a 
larger  series  of  patients  been  studied  or  had 
larger  doses  of  medication  been  employed  in  this 
study,  the  degree  of  intolerance  to  either  form  of 
estrogenic  hormone  might  have  been  more  sig- 
nificant. 

Analysis  and  Discussion  of  Data 

Smears.— Examination  of  the  data  presented 
in  Table  I reveals  that  both  alpha-estradiol  anc 
conjugated  estrogens  quite  comparably  en- 
hanced the  appearance  of  the  vaginal  smears  ir 
a high  percentage  of  cases.  Also,  in  only  a ven 
small  percentage  of  patients  did  either  prepara 
tion  adversely  affect  .the  smear  composition 
Apparently,  in  a much  larger  percentage  o 
patients  the  smear  composition  after  alpha 
estradiol  administration  remained  unchangec 
than  was  the  case  with  the  conjugated  estrogens 
If  one  takes  into  account  the  fact  that  alpha 
estradiol  was  given  initially  to  almost  four  time  ; 
as  many  patients  as  conjugated  estrogens,  thi 
apparent  discrepancy  loses  much  significance  | 
Furthermore,  comparable  effectiveness  of  th 
two  preparations  was  manifested  when  the; 
served  as  medication  in  those  cases  exhibiting  i 
completely  negative  smear  at  the  onset  c j 
therapy.  In  four  such  cases  receiving  con 
jugated  estrogens,  the  smear  changed  from  nega 
tive  to  “moderate  to  full”  in  two  instances  an 
from  negative  to  “slight  to  moderate”  in  anothe 
two  instances.  In  five  such  patients  given  alph; 
estradiol  the  smear  improved  from  negative  t 
“slight  to  moderate”  in  one  and  from  negativ 
to  “moderate”  in  the  remaining  four. 

A correlation  of  the  estrin  value  of  the  smear  t 
the  time  lapse  postoperatively  is  quite  interest  in| 
In  this  series  23  patients  were  seen  within  thrc 
months  after  complete  hysterectomy  and  bilater, 
salpingo-oophorectomy  had  been  performei 
Only  three  of  these  women  presented  a modera 
to  full  smear  prior  to  therapy.  In  the  remainii 
20  of  these  patients  the  smear  value  was  slight  r . 
negative  in  13;  the  other  seven  had  smear  valu 
classified  as  slight  to  moderate.  Thus,  in  pra 
tically  87  per  cent  of  these  women  the  smea 
showed  a pronounced  deficiency  of  cornified  ce 
within  a period  of  three  months  or  less  pos 
operatively.  The  relatively  high  percentage 
these  patients  exhibiting  estrogen  deficiency, 
evidenced  in  the  vaginal  smear  makeup,  clear 
demonstrates  how  abruptly  following  castrati' 
hormonal  lack  manifests  itself.  Apparently,  i| 
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placement  therapy  with  estrogens  should  closely 
follow  upon  castration  in  order  to  circumvent 
hormonal  deprivation  with  its  associated  distress. 

As  expected,  in  the  majority  of  cases  smears  de- 
teriorated during  placebo  administration.  In 
the  remaining  instances  the  smear  values  were 
either  unaltered  or  actually  improved  in  composi- 
I tion  during  treatment  with  placebos.  This 
finding  is  open  to  at  least  three  explanations. 

, First,  the  period  of  placebo  administration  was 
| always  relatively  short,  and  in  addition  the 
patients  had  been  on  active  medication  for  a 
somewhat  lengthy  period  prior  to  receiving 
; placebos.  It  may  be  that  the  period  of  placebo 
; treatment  was  not  sufficiently  long  enough  to 
rule  out  the  influence  of  prior  therapy.  Second, 
it  is  possible  that  even  after  castration  vestiges 
of  active  ovarian  tissue  may  have  still  been  pres- 
ent, capable  of  accounting  for  the  estrogen  ac- 
tivity indicated  in  the  smears  obtained  from 
placebo-treated  subjects.  This  possibility  is, 
.however,  extremely  unlikely.  Third,  it  is  en- 
. tirely  feasible  that  a body  deprived  of  its  primary 
. source  of  estrogen  may  compensate  for  such  loss 
. by  suitable  employment  of  structurally  related 
| hormones.  Possible  conversion  of  certain  of 
the  numerous  steroids  elaborated  by  the  adrenal 
cortex  should  not  be  dismissed  as  being  too  re- 
mote. Such  an  arrangement  could,  of  course, 
account  for  the  maintenance  of  vaginal  smear 
■ composition  in  the  absence  of  exogenous  estrogen 
administration. 

Urinary  Estrogen  Titers. — Reference  to  Table 
II  discloses  that  treatment  with  both  alpha- 
estradiol  and  conjugated  estrogens  failed  to  alter 
the  excretion  pattern  of  estrone,  estradiol,  and 
estriol  significantly.  This  is  not  exceedingly 
surprising  when  one  reflects  that  even  in  normal 
women  excretion  values  are  extremely  low,  ex- 
cept in  pregnancy  or  in  the  presence  of  certain 
, ovarian  tumors.  The  comments  previously  ex- 
pressed relative  to  smear  values  are  also  applicable 
to  the  data  obtained  from  the  urine  assays. 
Had  higher  doses  of  estrogen  been  administered, 
urinary  estrogen  levels  might  possibly  have  been 
appreciably  higher.  Apparently,  in  the  young 
castrate  at  least,  the  organism  effectively  dis- 
poses of  exogenous  estrogen,  either  alpha-estradiol 
or  conjugated  estrogen,  at  the  dosage  level  em- 
ployed in  this  study.  The  fact  that  prior  to  any 
therapy,  as  well  as  during  treatment  with  place- 
bos, there  were  small  amounts  of  estrogenic 
principles  present  in  the  urine  is  again  indicative 
that  in  the  absence  of  ovarian  tissue  the  body 
attempts  to  meet  its  own  estrogenic  needs  by 
converting  other  available  steroids  to  estrogen. 

No  correlation  between  urinary  estrogen  levels 
and  clinical  symptomatology  could  be  found. 
For  example,  most  women  were  symptomatically 


worse  while  on  placebo  therapy,  yet  the  urinary 
estrogen  titer  was  practically  the  same  as  that 
seen  during  symptomatic  relief  with  either  alpha- 
estradiol  or  conjugated  estrogens.  Similarly, 
no  correlation  between  urinary  estrogen  content 
and  time  lapse  after  operation  was  noted.  Values 
were  quite  similar  whether  the  assay  was  made 
two  weeks  postoperatively  or  three  months 
after  surgery.  The  fact  of  real  interest  is  that 
estrone,  estradiol,  and  estriol  are  definitely 
present  in  the  urine  when  the  body  is  deprived  of 
its  natural  source  of  supply  of  estrogen,  the  ovary. 

Flushes. — Examination  of  Table  III  is  sufficient 
to  show  that  alleviation  of  flushes  was  accom- 
plished with  alpha-estradiol  equally  as  well  as 
with  conjugated  estrogens  and  that  only  in  a few 
instances  did  placebo  treatment  suffice  as 
“therapy.”  Control  of  other  subjective  com- 
plaints closely  paralleled  that  seen  with  flushes. 

Theoretically,  a close  correlation  should  exist 
between  the  improvement  in  smear  composition, 
attributable  to  estrogen  therapy,  and  control  of 
the  flushes.  In  general,  it  was  found  that  such 
objective  and  subjective  data  were  consistent. 
It  should  be  pointed  out,  however,  that,  in  agree- 
ment with  the  findings  of  other  authors,  in  given 
instances  the  two  sets  of  data  were  not  comple- 
mentary. This  held  true  whether  the  medica- 
tion was  alpha-estradiol  or  conjugated  estrogens. 
For  example,  in  some  cases,  even  in  the  presence 
of  a full  estrin  smear,  the  patients  complained  of 
experiencing  as  many  as  ten  to  15  flushes  a day. 
Conversely,  others  exhibiting  completely  atrophic 
vaginal  smears  were  also  completely  asympto- 
matic. This  but  accentuates  the  importance  of 
consideration  of  the  many  diverse  factors  having 
an  influential  bearing  on  the  clinical  picture  as 
seen  in  the  menopause,  either  natural  or  surgically 
induced.  Therapy  must  be  a composite,  offering 
psychic  as  well  as  medical  relief. 

The  rapidity  of  onset  of  menopausal  symptoms 
following  castration  is  of  significance.  In  our 
study,  three  of  seven  patients  seen  within  one  to 
two  weeks  after  surgery  had  not  yet  experienced 
menopausal  symptoms,  whereas  the  remaining 
four  were  already  symptomatic.  Of  16  patients 
seen  between  one  and  two  months  postopera- 
tively, all  but  two  were  symptomatic.  In  a total 
of  23  subjects  seen  within  three  months  from  the 
date  of  castration,  only  five  were  asymptomatic 
with  respect  to  vasomotor  disturbances.  Based 
upon  the  observations  from  this  data,  it  seems 
rational  to  surmise  that  the  onset  of  vascular 
hyperemia  follows  within  a few  weeks  of  surgery. 
Prophylactic  treatment  with  estrogens  during  the 
period  of  surgical  convalescence  would  seem 
appropriate,  where  possible,  in  an  effort  to  cir- 
cumvent subsequent  distressing  symptoms  at- 
tributable to  ovarian  absence. 
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Clinical  Evaluation  of  Therapy 

From  the  data  accumulated  in  this  study  a 
clinical  evaluation  of  the  three  types  of  medica- 
tion was  made.  The  basis  chosen  for  compara- 
tive purposes  was  the  over-all  clinical  improve- 
ment of  the  patient  and  the  mitigation  of  symp- 
toms, as  judged  by  both  the  physician  and  the 
patient.  As  is  true  in  so  many  therapeutic 
evaluations,  very  few  material  facts  could  be 
added  or  subtracted  with  absolute  certainty. 
The  final  judgment  must  rely  to  a considerable 
extent  on  qualitative  rather  than  quantitative 
measurements  and  in  a study  of  this  nature  is 
largely  dependent  upon  the  physician’s  “clinical” 
interpretation.  Nevertheless,  every  effort  was 
made  to  remain  as  completely  objective  as  pos- 
sible. 

All  43  women  comprising  this  series  were 
treated  with  both  alpha-estradiol  and  conjugated 
estrogens.  In  the  greater  portion  of  patients, 
the  former  was  the  first  preparation  admin- 
istered, the  conjugated  estrogens  being  given 
subsequently.  In  the  remaining  instances, 
therapy  with  conjugated  estrogens  preceded 
treatment  with  alpha-estradiol.  Following  a 
course  of  treatment  with  placebos,  19  patients 
were  returned  to  the  alpha-estradiol  preparation 
and  20  to  the  product  containing  conjugated 
estrogens,  the  other  four  receiving  no  further 
therapy.  In  27  of  the  cases  (63  per  cent)  the 
two  preparations  were  rated  clinically  equal  in 
efficacy.  In  the  remaining  16  cases,  alpha- 
estradiol  was  rated  as  being  clinically  superior  to 
conjugated  estrogens  in  exactly  half  of  the 
patients.  Similarly,  in  the  other  eight  patients 
conjugated  estrogens  were  appraised  as  being 
superior  to  alpha-estradiol.  It  is  striking  that 
such  an  exact  ratio  of  effectiveness  of  the  two 
preparations  should  be  attained  by  an  impartial 
observer. 

Of  the  42  cases  in  which  alpha-estradiol,  con- 
jugated estrogens,  and  placebos  were  admin- 
istered at  some  time  in  the  course  of  this  study, 
in  five  instances  the  effectiveness  of  placebo 
treatment  was  rated  superior  to  either  of  the 
preparations  containing  active  medicament. 
Prior  to  placebo  therapy,  four  of  these  five  sub- 
jects were  experiencing  flushes,  despite  the  fact 
they  had  been  receiving  one  or  the  other  of  the 
active  preparations.  During  placebo  administra- 
tion, vascular  disturbances  decreased  in  two  in- 
stances and  increased  in  two  instances.  In  two 
of  the  five  patients  the  smears  decreased  in  estrin 
value,  increased  in  estrin  value  in  two,  and  re- 
mained unchanged  in  the  fifth.  It  must  be  ac- 
cepted, therefore,  that,  although  complaining  of 
menopausal  symptoms,  these  patients  obtained  a 
greater  measure  of  relief  from  placebo  therapy 


than  from  estrogenic  preparations,  in  spite  of  the 
fact  there  was  little  objective  basis  for  such  im- 
provement. 

Summary  and  Conclusions 

1 . From  the  results  obtained  in  this  study  on 
castrated  women,  0.1  mg.  of  alpha-estradiol 
appears  to  be  comparably  effective  to  1.25  mg. 
of  conjugated  estrogens  (sodium  estrone  sulfate), 
when  administered  by  the  oral  route.  Treat- 
ment with  either  afforded  relatively  the  same 
degree  of  relief  from  flushes  and  other  meno- 
pausal complaints.  Neither,  in  the  dosage  given, 
increased  urinary  estrogen  titer.  Improvement 
in  smear  composition  was  quite  parallel  with  both 
preparations.  The  two  preparations  were  favor- 
ably tolerated  by  the  patients.  Further,  clini- 
cal rating  by  an  impartial  observer  indicated 
that  the  two  preparations  produced  clinical  im- 
provement of  the  same  order  of  magnitude. 

2.  Placebo  treatment,  for  unaccountable 
reasons,  was  effective  in  a small  percentage  of 
cases. 

3.  A surgical  castrate  excretes  small  quanti- 
ties of  estrogens  in  the  urine,  despite  the  absence 
of  the  natural  source  of  supply:  the  ovary. 

4.  Favorable  improvement  in  smear  composi- 
tion is  attainable  in  many  instances  with  the  daily 
administration  of  either  0.1  mg.  alpha-estradiol 
or  1.25  mg.  conjugated  estrogen  (sodium  estrone 
sulfate) . 

5.  Objective  improvement,  under  the  in- 
fluence of  exogenous  estrogen,  is  not  necessarily 
accompanied  by  the  desired  relief  of  subjective 
symptoms.  In  like  manner,  symptomatic  relief 
from  estrogen  therapy  may  be  observed  without 
attendant  objective  improvement  being  noted. 

6.  An  ideal  estrogen  for  replacement  therapy 
should  meet  the  following  requirements:  It 
should  (1)  be  a safe  drug,  (2)  provide  effective 
control  of  menopausal  complaints,  (3)  be  orally 
active,  (4)  elicit  a minimum  of  untoward  side- 
reactions,  and  (5)  impart  a “sense  of  well-being” 
to  the  patient.  Both  the  alpha-estradiol  and 
conjugated  estrogens  employed  in  this  study  ful- 
fill these  requirements. 

We  wish  to  express  our  appreciation  to  Helen  Glavin,  R.N. 
who  so  capably  occupied  the  role  of  technician-secretary  ii 
this  study.  We  are  also  indebted  to  Mr.  Harold  H.  Fishe 
and  his  assistants  in  the  Biochemical  Laboratory  of  th« 
Carroll  Dunham  Smith  Pharmacal  Company  not  only  fo 
adapting  the  method  employed  in  the  estimation  of  urinar: 
estrogens,  but  also  for  performing  the  many  urinary  estro 
gen  analyses  required  in  this  investigation. 
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CHEMICALLY  ACTIVE  AIR  POLLUTANTS 

Irving  R.  Tabershaw,  M.D.,  New  York  City 

( From  the  Division  of  Industrial  Hygiene,  Columbia  University  School  of  Public  Health) 


THE  effect  on  health  of  many  chemicals  which 
may  contaminate  the  atmosphere  as  a result 
of  industrial  and  domestic  use  is  known.  An  ex- 
tensive industrial  toxicologic  literature  is  avail- 
' able  detailing  the  effects  of  the  more  common 
j ones.  The  data  are  based  on  clinical  observa- 
' tions  of  cases  of  intentional  and  accidental  poison- 
ings, experiences  with  workers  exposer!  to  lethal 
1 and  sublethal  doses  while  at  work,  and  numerous 
experiments  on  animals.  A few  of  these  chemi- 
cals produce  distinct  clinical  syndromes;  some 
I produce  systemic  poisoning,  others  physiologic- 
pathologic  reactions  proportional  to  their  irritat- 
, ing  qualities  and  to  the  selective  sensitivity  of  the 
| exposed  body  membranes,  namely,  the  skin,  con- 
junctiva, and  mucous  membranes  of  the  respira- 
tory tract. 

Reports  of  community  outbreaks  of  illness  due 
' to  atmospheric  contamination  with  these  com- 
| pounds  are  comparatively  rare  in  spite  of  the 
widespread  knowledge  of  their  toxicologic  actions. 
While  there  is  ample  evidence  of  untoward  effects 
of  such  atmospheric  contaminants  as  sulfur  di- 
oxide and  hydrogen  fluoride  on  crops,  vegetation, 
i domestic  animals,  household  goods,  clothes,  etc., 
no  clear  causal  relation  (with  one  exception)  has 
been  demonstrated  between  a specific  chemical 
air  pollutant  and  chronic  disease.  If  direct  and 
incontrovertible  evidence  could  have  been  pro- 
! duced,  it  is  safe  to  say  that  contamination  of  the 
1 atmosphere  with  industrial  wastes  would  have 
long  ago  been  prohibited  by  law  or  controlled  by 
self-regulation  of  industry.  In  fact,  in  the  one  in- 
stance where  causality  could  be  established,  in- 
dustry was  forced  to  take  active  measures  to  con- 
trol atmospheric  contamination. 

Evaluation  of  the  toxicity  of  any  chemical  must 
take  into  account,  among  other  things,  the  effec- 
tiveness of  body  defenses,  the  length  of  time  of 
action,  and  particularly  the  concentration  of  the 
poison  that  is  inhaled,  ingested,  or  otherwise  ab- 
sorbed. It  is  meaningless  to  talk  about  the 
amount  of  poison  dust  or  gas  poured  out  into  the 
air  by  any  industrial  process;  the  concentration 
multiplied  by  the  time  of  its  action  determines  the 
real  hazard.  Gases  and  vapors  do  not  accumu- 
late in  the  lung.  They  produce  disease  either  by 
absorption  into  the  blood  and  dissemination 
through  body  tissues  or  directly  on  the  tissues  of 
the  respiratory  tract.  Their  action  at  the  most 
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lasts  only  a short  time  after  exposure  ceases. 
On  the  other  hand,  dust  and  fumes  may  accumu- 
late in  the  lung  and  produce  effects  both  on  the 
respiratory  system  and  on  other  body  tissues  as  a 
result  of  cumulative  exposure.  Physical  fac- 
tors such  as  particle  size,  shape,  and  solubility 
affect  their  toxicity.  In  some  instances  chemi- 
cally active  particulate  matter  produces  acute 
disease  through  local  and  systemic  action. 

Acute  exposure  away  from  a plant’s  premises 
with  any  of  the  chemically  active  substances  used 
in  industry  is  a rarity  and  occurs  only  as  a result 
of  an  accident.  An  example  of  this  kind  is  a de- 
scription by  Chasis  et  al.  of  an  accident  in  which 
100  pounds  of  liquid  chlorine  leaked  from  a tank 
into  a subway.1  Two  hundred  eight  people  were 
admitted  to  hospitals  for  treatment  as  a result  of 
this  single  incident.  Plant  effluents  which  ordi- 
narily offer  a minimum  or  no  hazard  are  occa- 
sionally concentrated  by  meteorologic  conditions 
so  that  significant  exposures  occur  with  adverse 
affects  on  health.  In  the  United  States  only  one 
such  serious  situation  has  occurred  (Donora), 
although  similar  episodes  have  been  reported  in 
other  parts  of  the  world.  Our  chief  interest  in 
the  chemically  active  air  pollutants  is  the  chronic 
effects  which  may  be  produced  as  a result  of  the 
inhalation  of  relatively  low  concentrations  over  a 
long  period  of  time.  The  effects  of  such  expo- 
sures have  not  been  clearly  defined,  and  there  is  a 
paucity  of  information  on  this  phase  of  medicine. 

In  the  absence  of  direct  proof  of  the  chronic 
effect  of  these  chemically  active  air  pollutants, 
experimental  evidence,  inferential  reasoning,  and 
epidemiologic  studies  must  provide  the  basis  for 
our  knowledge.  It  is  doubtful  that  experimental 
evidence  will  be  of  great  help  in  providing  an 
answer  to  this  problem.  Valid  experiments  simu- 
lating actual  conditions  are  difficult  to  create. 
Furthermore,  there  is  always  the  problem  of 
transferring  animal  data  to  human  experiences. 

If  inferential  reasoning  is  relied  upon,  erroneous 
conclusions  may  be  accepted.  One  might  be  led 
to  believe  that  chemicals  which  produce  disease 
within  a plant  and  which  adversely  affect  vege- 
tation and  household  goods  cause  disease  under 
all  circumstances.  It  has  also  been  presumed 
that  these  chemicals  may  cause  illness  in  lower 
concentrations  if  inhaled  over  a longer  period  of 
time  or  that  their  effect  may  be  enhanced  by  con- 
comitant toxins  or  that  high  concentrations  exist- 
ing for  short  periods  must  necessarily  leave  un- 
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pleasant  sequelae.  Since  many  of  these  chemi- 
cals also  have  unpleasant  odors,  the  uncritical  ob- 
server may  accept  that  adverse  effects  on  health 
are  proved.  Fortunately,  man  has  a great  capac- 
ity to  defend  himself  against  minor  amounts  of 
noxious  agents.  Many  of  the  physiologic  alter- 
ations induced  by  poisonous  substances  are  com- 
pletely reversible.  Exposure  is  not  synonymous 
with  hazard.  Numerous  field  studies  have  dem- 
onstrated repeatedly  that  the  concentration  of 
the  most  common  chemical  pollutants  in  the  at- 
mosphere is  ordinarily  well  below  the  level  ac- 
cepted as  harmful  by  the  industrial  toxicologists. 

Epidemiologic  evidence  can  be  of  assistance  in 
determining  the  effect  on  health  of  chemically 
active  pollutants.  However,  there  are  so  many 
factors  entering  the  picture  that  again  definite  evi- 
dence is  very  difficult  to  obtain.  Among  the 
variables  that  must  be  considered  in  analyzing 
epidemiologic  data  are  concentration  of  the 
chemical  in  the  atmosphere,  the  length  of  time  of 
action,  the  particle  size,  moisture,  amount  of  inert 
dust,  the  inhibitory  or  aggravating  effect  of  co- 
existing toxins,  and  the  general  health  of  the  pop- 
ulation. This  latter  factor  includes  such  things 
as  age  and  sex  distribution,  incipient,  acute,  and 
chronic  disease,  socioeconomic  status,  housing, 
nutritional  state,  etc. 

In  spite  of  the  difficulty  in  determining  precise 
causal  relation  between  air  pollutants  and  chronic 
disease,  there  is  no  doubt  that  many  of  these 
substances  can  and  do  initiate  or  aggravate 
pathologic  processes.  In  this  connection,  there 
is  one  pollutant  which  has  been  demonstrated  to 
be  the  etiologic  factor  in  the  illness  of  a number  of 
people  living  in  the  vicinity  of  certain  industrial 
plants.  This  chemical,  beryllium,  and  some  of 
its  compounds,  is  unique  in  that  it  produces  a 
characteristic  clinical  syndrome  which  can  readily 
be  differentiated  from  other  diseases.  Further- 
more, beryllium  is  distinctive  in  that  its  manu- 
facture and  use  is  limited  to  relatively  few  indus- 
tries and  hence  to  few  communities. 

Early  in  1942  in  a New  England  city  a chronic 
lung  disease  characterized  by  delayed  onset, 
shortness  of  breath,  cough,  and  weight  loss  was 
discovered  in  workers  exposed  to  zinc  beryllium 
silicate  in  the  manufacture  of  fluorescent  lamps. 
Ob  epidemiologic  grounds  it  became  evident  that 
beryllium  might  be  the  offending  agent,  but  at 
that  time  there  were  many  factors  that  cast  doubt 
on  its  relation  to  this  new  lung  disease.  The 
amount  of  dust  present  in  the  plant  was  so  low 
that  no  attention  was  paid  to  any  potential  haz- 
ard to  the  community  from  the  plant  effluent  al- 
though the  plant  was  situated  in  a moderately 
congested  neighborhood  of  multiple  unit  dwell- 
ings. As  part  of  the  search  for  the  cause  of  this 
new  disease,  an  intensive  study  of  community 


factors  which  could  potentially  be  the  etiologic 
agent  was  undertaken,  and  water  supply  and  in- 
fectious agents  were  particularly  studied.  This 
study  of  the  community  was  intensified  when  a 
woman  living  in  the  neighborhood  who  had  never 
worked  in  the  plant  became  ill  with  symptoms  and 
signs  typical  of  the  worker  cases.  The  diagnosis 
of  chronic  beryllium  poisoning  was  confirmed 
when  the  woman  died  and  autopsy  revealed  char- 
acteristic pathologic  findings.  No  other  cause 
was  determined,  and  it  was  quite  evident  that 
this  woman  received  her  exposure  from  contami-  ! 
nation  of  the  atmosphere  by  the  effluents  from  I 
this  plant.  No  qualitative  studies  were  made  j 
since  analytic  methods  at  that  time  were  not  ade- 
quate to  determine  the  small  quantities  which  are  | 
now  known  to  produce  the  disease.  It  was  deter- 
mined, however,  that  from  the  location  of  the  I 
exhaust  system  and  the  direction  of  the  wind  cur-  i 
rents,  exposure  to  zinc  beryllium  silicate  was  a 
possibility.  The  woman’s  history  in  some  meas-  > 
ure  confirmed  this  supposition;  she  had  stated 
that  not  infrequently  a white  dust  filtered  into  her 
house  which  evidently  came  from  the  neighbor- 
ing plant.  Measures  were  undertaken  to  control 
the  dust  effluent,  and  no  other  cases  have  been 
reported. 

Pollution  of  the  atmosphere  with  another  beryl- 
hum  compound  and  the  appearance  of  neighbor- 
hood cases  in  another  community  has  been  de- 
scribed in  some  detail  by  Eisenbud  et  ah 2 These 
workers  demonstrated  the  relationship  between 
11  cases  of  nonoccupational  berylliosis  and  the 
presence  of  minute  amounts  of  beryllium  in  the 
atmosphere.  This  exposure  occurred  in  the  1 
neighborhood  of  a plant  in  a midwestern  city  j 
where  beryllium  oxide  was  being  produced.  1 
Knowledge  about  chronic  beryllium  poisoning  was 
gradually  disseminated,  and  the  physicians  in 
this  community  became  aware  of  the  clinical  as-  i 
pects  of  this  disease.  A physician  in  retrospect  | 
recalled  a case  of  undiagnosed  pulmonary  nodular  'i 
fibrosis  which  had  terminated  fatally.  Other 
cases  soon  came  to  light,  most  of  them  being  dis- 
covered  by  chance  in  local  hospitals.  Over  a 
period  of  several  years,  nine  cases  were  reported,  t 
including  three  deaths  in  people  who  had  never 
been  employed  in  the  plant  but  who  lived  in  its 
vicinity.  All  these  diagnoses  were  confirmed,  ' 
either  by  autopsy  or  by  review  by  several  special-  li 
ists  familiar  with  this  disease.  The  plant  man- 
agement, in  order  to  determine  the  extent  of  the 
problem,  requested  a chest  x-ray  survey  of  the 
community  which  was  carried  out  under  the  aus- 
pices of  the  state  board  of  health.  Some  10,000 
persons  were  x-rayed  on  70-mm.  film,  and  600 
were  followed  up  by  the  standard  14  by  17  film 
because  of  some  suspected  pulmonary  disease. 
Two  of  this  group  were  found  to  fulfill  the  cri- 
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ria  of  chronic  beryllium  poisoning  bringing  the 
tal  to  11  cases. 

Coincident  with  this  x-ray  survey,  Eisenbud 
nd  his  coworkers  studied  atmospheric  contami- 
.tion  with  beryllium,  and  the  distribution  of 
ses  demonstrated  that  the  disease  occurred 
thin  a 3/4-mile  radius  of  the  plant,  the  highest 
cidence  being  found  in  those  living  closest  to  the 
ant.  The  atmospheric  levels  which  produced 
e disease  were  very  low,  but  since  beryllium  is 
idinarily  not  found  in  the  atmosphere,  the  plant 
luents  were  incriminated  as  the  source.  It  is 
teresting  to  note  that  as  far  as  the  chronic  dis- 
se  was  concerned,  the  incidence  of  beryllium 
tside  the  plant  was  higher  than  within  the 
ant  where  workers  were  exposed  to  at  least  100 
jines  the  amount  of  beryllium  as  the  nonworkers 
'ing  in  the  immediate  vicinity.  Particle  size 
as  suggested  as  the  major  reason  for  this  dis- 
epancy.  This  experience  indicates  that  data 
thered  as  a result  of  industrial  hygiene  experi- 
ce  cannot  be  taken  over  bodily  and  applied  to 
moccupational  exposure.  It  demonstrates  the 
•ed  for  specific  studies  of  the  air  pollution  prob- 
p with  chemically  active  agents. 

It  would  be  impossible  to  review  here  the  toxic 
tions  of  all  the  chemically  active  substances 
lich  are  actually  or  potentially  released  into  the 
•mosphere  as  a result  of  industrial  or  domestic 
e.  Most  of  our  knowledge  is  derived  from  in- 
istrial  hygiene  experiences.  It  is  fair  to  assume 
at  a harmful  chemical  will  produce  disease  in 
prkers  before  it  will  do  so  in  people  outside  the 
ant.  It  is  true,  however,  that  many  industrial 
ocesses  are  in  closed  systems,  and  workers  may 
I:  less  exposed  than  those  who  come  in  contact 
th  the  plant  effluents.  Nevertheless,  plant 
lierations  are  never  foolproof,  and  accidents  and 
ulty  maintenance  occur  with  sufficient  fre- 
iiency  to  provide  in-plant  experience  with  most 
these  substances.  Occasionally  only  the 
emical  end  product  is  discharged  from  the 
ant,  the  substance  not  occurring  during  the 
ocess.  Tolerance  levels  have  been  suggested 
r most  substances  which  occur  frequently  in 
dustry.  Cook  lists  130  chemical  agents  in 
lich  some  attempt  has  been  made  to  establish  a 
aximum  allowable  concentration.3  Careful 
rutiny  of  these  figures  shows  that  the  evidence 
1 a great  many  instances  is  scanty.  Many  were 
.rived  at  only  on  the  basis  of  sensory  responses 
individuals  and  the  permissible  level  does  not 
'en  approximate  the  true  toxicity.  In  estab- 


lishing these  standards,  animal  experimentation 
has  been  freely  drawn  upon  as  evidence  for  toxic 
effect  on  humans.  Industrial  hygienists  do  not 
accept  these  figures  as  true  measures  of  toxicity 
but  rather  as  an  engineering  bench  mark  below 
which  harmful  or  untoward  effects  will  probably 
not  occur.  The  instances  on  which  reliable  data 
are  available  regarding  toxicity  as  a result  of  in- 
haled contaminated  air  are  few  in  number,  but  the 
most  important  ones  are  included.  It  may  be 
stated  here  that  the  data  on  sulfur  dioxide,  lead, 
cadmium,  carbon  tetrachloride,  hydrogen  sulfide, 
carbon  disulfide,  benzene,  and  a number  of  others 
are  essentially  valid.  It  must  be  repeated,  how- 
ever, that  these  criteria  do  not  necessarily  apply 
to  experiences  outside  of  the  plant  as  demon- 
strated by  nonoccupational  berylliosis. 

Maximum  allowable  concentrations,  however, 
are  a valuable  guide.  They  indicate  that  release 
of  these  chemicals  into  the  atmosphere  can  be  pre- 
vented or  minimized  by  engineering  means.  The 
permissible  levels  established  for  the  industrial 
chemicals  commonly  encountered  should  be  re- 
duced by  a factor  of  at  least  four.  If  there  is 
doubt  as  to  the  exact  toxicity  of  any  chemical, 
the  permissible  level  should  be  reduced  by  a factor 
of  ten.  The  appearance  of  cases  or  suspected 
cases  should  be  taken  as  evidence  of  failure.  An 
industrial  hygiene  physician  feels  no  chagrin  if 
there  are  no  overt  cases  of  industrial  poisoning  in 
his  practice.  If  the  chemical  is  used  in  industry, 
absence  of  cases  indicates  that  modern  engineer- 
ing knowledge  has  been  applied,  and  it  becomes  a 
matter  of  pride  that  these  diseases  are  being  pre- 
vented. 

This  paper  has  not  presented  any  new  or  star- 
tling information  on  the  effect  on  health  of  chemi- 
cally active  air  pollutants.  Specific  data  are  not 
available,  but  there  is  a background  of  knowledge 
and  technical  skills  arising  out  of  industrial  hy- 
giene experiences.  The  industrial  hygiene  physi- 
cian, engineer,  and  chemist  have  learned  to  work 
together  in  solving  these  problems.  Addition  of 
other  skills  such  as  that  of  the  meteorologist 
should  provide  an  effective  team  to  handle  the 
problems  of  air  pollution. 
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Oratory:  The  ability  to  make  deep  noises  from  the  chest  seem  like  important  messages  from  the  brain. 


EVALUATION  OF  MORUSUL  IN  TREATMENT  OF  VARICOSE  VEINS 

Nathaniel  Berg,  M.D.,  Sunnyside,  New  York 

( From  the  Peripheral  Vascular  Clinic  of  the  Queens  General  Hospital ) 


IN  1947  and  1948  a new  sclerosing  solution  for 
varicose  veins  was  devised  by  Myers.* 1  This 
solution,  marketed  as  Morusul,  is  composed  of  5 
per  cent  sodium  morrhuate  and  10  per  cent  so- 
dium sulfadiazine  with  2 per  cent  benzyl  alcohol. 

In  our  series  of  91  cases  576  injections  of  Moru- 
sul were  given  at  weekly  and  biweekly  intervals 
over  a period  of  nine  months  (Table  I).  The 
mode  of  administration  was  an  air  block  technic.2 3 4 5 
About  20  per  cent  of  the  patients  had  had  previ- 
ous high  saphenous  ligations,  and  almost  all  had 
previously  had  injections  of  sodium  morrhuate 
with  subsequent  return  of  varicose  veins. 

On  follow-up,  61  of  the  injected  cases  returned 
for  evaluation  of  their  veins.  The  elapsed  time 
from  date  of  last  injection  to  evaluation  varied 
from  one  to  two  and  one-half  years.  Twenty- 
seven  had  no  varicosities,  23  had  minimal  recur- 
rences, 11  had  obvious  varicosities. 

The  61  patients  received  a total  of  422  injec- 
tions. The  total  amount  of  sclerosing  solution 
injected  was  1,011  cc.  Six  of  the  patients  had 
reactions;  two  suffered  pain  at  the  site  of  injec- 
tion, and  the  drug  was  stopped.  In  one  of  these 
two  patients  there  was  no  recurrence  of  varicosi- 
ties after  twenty-eight  months.  The  other,  who 
had  only  four  injections,  had  recurrence  of  vari- 
cosities after  sixteen  months.  One  patient  de- 
veloped a rash  after  33  injections.  There  was  no 
recurrence  of  varicose  veins,  and  the  rash  cleared 
spontaneously.  One  patient  developed  a super- 
ficial thrombophlebitis  after  two  injections  which 
cleared  promptly,  and  there  was  no  recurrence 
of  veins  after  two  years.  One  patient  who  de- 
veloped induration  and  discoloration  after  three 
injections  had  marked  varicosities  when  examined 
two  and  one-half  years  later.  One  patient  de- 
veloped phlebitis  after  six  injections;  this  cleared 
after  a period  of  bandaging  the  leg  and  ambula- 
tion. The  varicosities  had  recurred  one  year 
later.  The  remainder  of  the  61  patients  had  no 
reactions. 

Of  the  total  who  were  rechecked,  27  had  no 
varicosities,  and  23  had  a minimal  recurrence 
which  required  no  further  treatment  at  the  time 
of  examination. 

Of  the  11  who  had  varicose  veins  at  the  time 
of  re-examination,  seven  had  had  only  one  to  four 
injections  and  stopped  coming  to  the  clinic  before 
treatment  was  completed.  One  patient  was 
found  to  be  pregnant,  and  treatment  after  three 
injections  ceased  for  the  duration.  One  patient 
who  developed  phlebitis,  described  previously, 


TABLE  I. — Summary  of  91  Cases  Treated  with  Morusul 


Analysis  of  results 

Number  treated  91 

Number  of  injections  .376 

Period  of  treatment,  months  9 

Number  with  saphenous  vein  ligations  18 

Follow-up  one  and  one-half  years  later 

Returned  for  review  61 

No  varicosities  found  27 

Minimal  varicosities — not  requiring  treatment  at 
time  of  review  23 

Varicosities  at  time  of  review  11 

Reactions 

Pain  at  injection  site  2 

Rash  1 

Superficial  thrombophlebitis 

Induration  and  discoloration  1 

Analysis  of  the  11  with  varicosities  at  time  of  review 
Inadequate  treatment  (less  than  4 injections; 

stopped  treatment  without  authorization) 
Discontinued  because  of  pregnancy 
Ten  or  more  treatments — seen  one  and  one-half 
years  after  last  treatment 


had  a recurrence.  The  last  two  patients  who  had 
recurrence  of  veins  had  received  adequate  treat- 
ment of  ten  injections  each;  they  were  seen  one 
and  one-half  years  after  the  last  treatment. 

Of  the  61  patients  in  the  follow-up,  only  two 
who  had  adequate  treatment  developed  a recur- 
rence of  varicose  veins. 

Morusul  is  not  a perfect  sclerosing  agent. 
There  were  mild  local  reactions  at  the  site  of  in- 
jected veins.  Recurrences  did  occur.  The  per- 
centage of  local  reactions  is  somewhat  smaller 
than  that  reported  for  5 per  cent  sodium  morrhu- 
ate.3-5 There  were  actually  ten  minor  reactions 
in  422  injections,  or  2.4  per  cent.  Of  the  11  re- 
currences, eight  had  had  inadequate  treatment 
(one  to  four  injections).  One  discontinued  treat- 
ment because  of  local  phlebitis,  and  two  had  re- 
currences in  spite  of  adequate  treatment.  One  of 
these  had  had  a previous  high  saphenous  ligation. 

These  results  appear  very  satisfactory  and 
would  tend  to  support  the  view  that  Morusul  is 
an  efficient  sclerosing  agent  which  produces  dur- 
able therapeutic  effects. 
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THE  USE  OF  BACITRACIN-TYROTHRICIN  OINTMENT  IN  THE 
TREATMENT  OF  THE  PYOGENIC  DERMATOSES 

Irwin  I.  Lubowe,  M.D.,  New  York  City 
( From  the  Department  of  Dermatology,  Metropolitan  Hospital ) 


THE  use  of  bacitracin  ointment  in  the  treat- 
ment of  the  pyogenic  dermatoses  has  been 
reported  by  Derzavis,  Miller,  Blattner,  and 
Meleney.1-4  The  antibiotic  bacitracin  was  iso- 
lated in  June,  1943,  at  the  College  of  Physicians 
and  Surgeons,  Columbia  University.  It  has  a 
powerful  antibiotic  action  and  a wide  antibac- 
terial spectrum.  When  given  systemically,  it 
was  originally  found  to  have  many  toxic  manifes- 
tations, especially  of  a nephrotoxic  character. 
However,  when  applied  topically  on  the  skin,  the 
untoward  reactions  were  minimal. 

It  has  been  demonstrated  that  bacitracin  in- 
corporated in  a petrolatum  base,  when  applied 
topically  to  the  skin  surface,  is  very  effective  in 
the  treatment  of  the  superficial  pyogenic  infec- 
tions of  the  skin  caused  by  streptococcus  or 
staphylococcus  organisms.  Miller  used  carbo- 
wax  ointments  in  his  clinical  evaluation,  which 
contained  bacitracin  in  concentrations  of  500  and 
1,000  units  per  Gm.2  In  the  deep  pyodermic 
infections  as  hydradenitis  suppurativa,  it  is  not  as 
efficacious  because  the  antibiotic  does  not  come 
in  direct  contact  with  the  active  infective  lesion. 
Studies  have  indicated  that  the  activity  of  baci- 
tracin was  greatest  in  a petrolatum  base. 

In  a critical  review  on  the  mechanism  of 
absorption  through  the  skin,  the  author  has  indi- 
cated that  greatest  penetration  takes  place 
through  the  skin  when  the  medicament  is  dis- 
persed in  an  animal  fat,  and  next  in  a vegetable, 
and  finally  in  a mineral  fat.5  However,  further 
penetration  may  be  enhanced  with  the  addition 
of  a wetting  agent  or  a higher  fatty  alcohol  to  the 
base. 

Synergism  is  known  to  take  place  not  only 
with  organic  and  inorganic  drugs,  but  also  with 
many  antibiotics.  This  is  a phenomenon  in 
which  two  or  more  drugs  are  observed  to  poten- 
tiate each  other’s  therapeutic  effectiveness  when 
combined ; therefore,  with  smaller  pharmacologic 
doses  of  the  individual  drugs,  the  resulting  com- 
bination is  therapeutically  effective  and  is  less 
toxic  to  the  human  being. 

This  synergism  was  demonstrated  when  com- 
binations of  bacitracin  and  penicillin  were  utilized 
by  Eagle  and  Bachman.6-7  Eagle’s  studies 
demonstrated  the  effectiveness  of  bacitracin  and 
penicillin  experimentally  in  rabbits  that  were  in- 
fected with  Treponema  pallidum.  Bachman 


studied  the  in  vitro  effect  of  the  mixture  of  the 
above-mentioned  antibiotic  on  hemolytic  strep- 
tococci. He  also  corroborated  the  synergism  of 
bacitracin  and  penicillin. 

Since  it  has  been  reported  by  Goldman^that 
penicillin  ointment,  when  used  locally,  causes  a 
dermatitis  venenata,  the  advisability  of  using  a 
combination  of  bacitracin  and  penicillin  'd  is 
negated.8  There  have  also  been  many  other  re- 
ports and  literature  on  the  sensitivity  which 
occurs  after  the  use  of  penicillin  locally,  thus 
contraindicating  its  application  in  pyodermic 
infections. 

Tyrothricin  has  also  been  found  effective  in  the 
treatment  of  the  pyogenic  dermatoses  as  re- 
ported by  McKee,  Sulzberger,  and  Herrmann.9 
Tyrothricin  contains  separate  molecules  of 
gramicidin  and  tyrocidine.  Gramicidin  is  bac- 
tericidal and  assists  the  formation  of  granulation 
tissue.  Tyrocidine  inhibits  growth  of  many 
gram-negative  organisms.  Serum  enhances  the 
action  of  gramicidin  while  it  inhibits  the  action  of 
tyrocidine.  The  above-mentioned  investigators 
have  found  tyrothricin  to  be  more  effective  when 
dispersed  in  intradermal  mixtures,  either  in  a 
propylene  glycol  aqueous  mixture  or  in  a water- 
dispersible  base,  both  of  which  contain  a pene- 
trating agent. 

Bacitracin  is  known  to  inhibit  the  growth  of 
many  gram-positive  organisms,  especially  strep- 
tococci and  staphylococci,  as  well  as  the  pneumo- 
coccus, gonococcus,  meningococcus,  diphtheria 
and  tetanus  bacilli,  and  anaerobic  cocci.  Baci- 
tracin is  not  destroyed  by  blood,  pus,  or  by  peni- 
cillinases. 

In  the  laboratory,  it  was  found  that  bacitracin 
and  tyrothricin  are  synergistic  when  combined  in 
the  same  base.  The  combination  of  antibiotics 
dispersed  in  a petrolatum  was  used  topically  on 
lacerated  wounds  of  the  rabbit.  Dr.  Verwey 
showed  that  the  growth  of  Staphylococcus  aureus 
was  inhibited  by  smaller  synergistic  combinations 
of  the  above-mentioned  antibiotics.10 

A clinical  evaluation  of  bacitracin-tyro- 
thricin  ointment  was  conducted  in  the  treatment 
of  pyogenic  dermatoses.*  The  bacitracin  oint- 
ment used  in  our  studies  contained  500  units  of 
bacitracin  and  500  micrograms  of  tyrothricin  dis- 
persed in  1 Gm.  of  petrolatum  ointment.  The 
diseases  in  which  the  ointment  was  used  are 


Presented  at  the  Monthly  Conference  of  the  Department 
of  Dermatology  and  Syphilology,  Metropolitan  Hospital, 
October  18,  1950. 


* Bacitracin-Tyrothricin  Ointment,  available  as  Tyrotrace, 
was  supplied  by  Sharp  & Dohme,  Inc.,  through  the  courtesy 
of  Dr.  Gilbert  Ba3rne. 
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enumerated  below  with  its  corresponding  effec- 
tiveness (Table  I). 


TABLE  I. — Results  of  Use  of  Bacitracin-Tyrothricin 
Ointment 


Disease 

Num- 
ber of 
Cases 

Per  Cent 

Im-  Unim-  Im- 
proved proved  proved 

Impetigo,  face 
Ecthyma,  lower  extremi- 

16 

16 

0 

100 

ties 

6 

6 

0 

100 

Ulcer  of  the  foot 

5 

3 

1 

75 

Wounds,  infected 
Acrodermatitis  pustulosa 

4 

4 

0 

100 

perstans 

Folliculitis  hydradenitis, 

7 

5 

2 

71 

suppurativa 

3 

0 

3 

0 

Herpes  zoster,  pustulosa 

3 

2 

1 

66 

Sycosis  barbae 

3 

2 

1 

66 

Paronychia 

3 

2 

1 

66 

The  superficial  pyodermic  lesions  healed  rapidly 
without  complications  within  a range  of  two  to 
fourteen  days  depending  upon  duration  and  ex- 
tent of  infection.  We  have  used  the  bacitracin- 
tyrothricin  routinely  as  a postoperative  applica- 
tion following  removal  of  verruca,  moles,  and 
sebaceous  cysts.  This  procedure  has  been  fol- 
lowed in  about  30  cases  without  one  case  of  super- 
imposed infection  upon  the  artificial  wound. 

There  was  only  one  case  of  dermatitis  venenata 
that  occcurred  during  the  treatment  of  this 
entire  series  of  patients.  This  occurred  in  a 
patient  with  an  ulcer  of  the  foot  who  had  experi- 
enced previous  allergic  sensitivity  to  every  topical 
medicament  employed,  including  sterile  petrola- 
tum gauze. 


This  combination  of  antibiotics  is  useful  in 
that  the  concentration  of  bacitracin  and  tyro- 
thricin  can  be  reduced,  and  at  the  same  time  the 
curative  properties  in  the  treatment  of  pyogenic 
dermatoses  can  be  retained. 


Conclusions 

1.  Bacitracin-tyrothricin  topical  ointment  is 
effective  in  the  treatment  of  the  superficial 
pyogenic  dermatoses. 

2.  The  concentration  of  bacitracin  and  tyro- 
thricin  can  be  individually  reduced,  and  the  anti- 
biotic effect  can  be  maintained  at  the  low  concen- 
tration because  of  synergism. 

3.  The  sensitizing  index  of  bacitracin-tyro- 
thricin ointment  is  very  low. 

1 West  85th  Street 
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CORTISONE,  ACTH  FOUND  HELPFUL  IN 

Good  results  are  reported  from  Mount  Sinai 
Hospital  in  New  York  City  with  cortisone  and 
ACTH  to  treat  patients  critically  ill  with  acute  dis- 
seminated lupus  erythematosus,  a serious  disease 
beginning  with  a skin  disorder  and  spreading  to  the 
heart,  lungs,  kidneys,  and  other  vital  organs. 

Writing  in  the  October  issue  of  the  Archive  a of  In- 
ternal Medicine,  Drs.  Louis  J.  Soffer,  Marvin  F. 
Levitt,  and  George  Baehr  caution,  however,  that 
“although  these  agents  are  capable  of  inducing 
clinical  remissions  they  do  not  affect  a cure  of  the 
underlying  disease  process.”  Of  the  14  patients 
treated  with  the  hormones,  11  responded  to  the  ex- 


TREATING  SERIOUS  SKIN  DISEASE 
tent  that  the  acute  evidence  of  the  disease  promptly 
subsided  and  the  patient  could  move  about  more 
comfortably.  However,  the  diseased  cells,  the 
anemia,  the  abnormal  kidney  findings,  and  other 
characteristics  of  the  disease  persisted. 

The  treatment  of  acute  disseminated  lupus  with 
cortisone  or  ACTH  may  be  complicated  by  frequent 
untoward  side  effects.  However,  with  careful 
clinical  observation  these  effects  may  be  minimized 
and  corrected  and  therapy  continued.  The  ex- 
acerbations which  follow  attempts  to  discontinue 
therapy  indicate  that  long-range  or  even  permanent 
treatment  may  be  necessary  to  control  the  disease,  i 


SUPPURATION  OF  THE  SALIVARY  GLANDS  IN  THE  NEWBORN 

I.  Newton  Kugelmass,  M.D.,  New  York  City 


INFLAMMATION  of  the  salivary  glands  in 
the  newborn  is  not  as  rare  an  occurrence  as  is 
generally  believed.  It  usually  develops  toward 
the  end  of  the  first  week  in  the  delicate  or  de- 
bilitated newborn  of  low  birth  weight  despite 
satisfactory  hygienic  care  and  nutritional  super- 
vision. The  literature  reveals  less  than  100  cases 
to  date,  yet  I have  encountered  about  a case  a 
year  involving  the  parotid  or  submaxillary  or  both 
groups  of  salivary  glands.1-3 

Five  cases  of  salivary  gland  involvement  were 
observed  within  the  last  six  years.  The  first 
manifestation  was  unexplained  fever  toward  the 
end  of  the  first  week.  Within  twenty-four  hours 
there  was  a swelling  of  the  parotid  or  submaxillary 
gland  on  one  or  both  sides.  This  became  pro- 
gressively larger,  irregular,  protuberant,  and  uni- 
formly inflamed.  Within  forty-eight  hours  there 
was  loss  of  appetite,  difficulty  in  swallowing,  and 
diminution  in  weight.  The  blood  showed  a 
marked  leukocytosis  up  to  40,000  per  cu.  mm.  and 
neutrophils  up  to  80  per  cent. 

The  etiology  in  each  case  was  oral  infection 
with  hemolytic  Staphylococcus  aureus  via  the 
duct.  The  organism  was  recovered  from  the  in- 
cised gland  in  two  cases  and  from  the  nasopharynx 
in  each  case.  The  rate  of  colonization  of  the 
Staph,  aureus  is  rapid  in  the  debilitated  infant, 
the  rate  of  progression  being  from  8 per  cent  on 
the  first  day  to  100  per  cent  by  the  end  of  the  first 
week.  Each  of  the  five  infants  was  born  of 
a mother  either  susceptible  to  or  afflicted  with 
furunculosis  during  delivery.  This  is  significant 
in  view  of  the  low  antitoxic  and  antibacterial  im- 
munity in  the  newborn.4  The  contributory  fac- 
tor differed  in  each  case.  In  one,  unwarranted 
dehydration  apparently  dried  the  parotid  of  its 
protective  flow  of  secretions;  in  another,  there 
was  excessive  pressure  over  the  parotid  by  instru- 
mental delivery;  in  the  third,  there  was  an 
allergic  constitution  with  marked  sensitivity  to 
Staph,  aureus  (however,  in  all  cases  that  sensi- 
I tivity  was  apparently  transmitted  by  the  mother). 
Differential  diagnosis  involves  distinction  be- 
tween inflammation  and  hypertrophy.  The  lat- 
ter includes  disturbances  in  the  subcutaneous  fat 
that  may  be  confusing  in  spite  of  the  apparent 
anatomic  localization  of  infection  in  the ’salivary 
glands.  Subcutaneous  fat  necrosis  of  the  new- 
born may  produce  bluish-red  indurated  patches 
| over  the  cheeks  and  mistakenly  be  incised  for 
subcutaneous  abscess  from  central  liquefaction. 
Sclerema  neonatorum  may  affect  the  face  in  the 
dehydrated  infant  and  produce  a skin  that  is 


shrunken,  smooth,  waxy,  and  cold.  Scleredema 
neonatorum  produces  marked  edema  with  pitting 
on  pressure  that  is  slow  to  disappear.  Sclero- 
derma neonatorum  produces  such  marked  indu- 
ration and  rigidity  that  the  face  becomes  mask- 
like and  expressionless. 

Case  Reports 

Case  1. — J.  C.,  white  male  infant  was  born  in  1944. 
Birth  weight  was  4 pounds,  2 ounces.  He  was  main- 
tained on  breast  feeding  and  a complementary  cow’s 
milk  mixture.  He  progressed  favorably  until  the 
fifth  day  when  gastrointestinal  symptoms  became 
manifest.  There  was  occasional  vomiting,  mild 
diarrhea,  and  blood-tinged  stools.  It  was  consid- 
ered an  allergic  reaction  to  cow’s  milk  and  promptly 
cleared  with  a complementary  goat’s  milk  mixture. 
On  the  seventh  day  the  temperature  rose  to  102  F. 
despite  recovery  from  the  gastrointestinal  disturb- 
ance. However,  the  swelling  over  the  left  parotid 
indicated  the  source  of  the  infection.  There  was  a 
marked,  smooth,  painful,  and  tender  protuberance 
over  the  gland.  The  orifice  of  the  duct  in  the  mouth 
appeared  bright  red  and  swollen  on  the  affected  side. 
The  inflammation  became  more  marked  from  day 
to  day  until  fluctuation  was  apparent.  The  leuko- 
cyte count  was  32,500  and  the  polymorphonuclears 
64  per  cent.  The  baby  was  put  on  1 Gm.  of  sulfa- 
thiazole  every  twenty-four  hours  and  the  gland  in- 
cised on  the  twelfth  day,  but  the  discharge  continued 
for  several  days.  Healing  was  complete  on  the 
twenty-first  day. 

Case  2. — D.  F.  A.,  a white  male  infant,  weighing 
4 pounds,  8 ounces,  delivered  by  low  forceps  in 
1945,  showed  clinical  evidence  of  birth  shock  during 
the  first  few  days.  The  baby  progressed  favorably 
on  a lactic  acid  milk  mixture.  On  the  seventh  day 
he  refused  feedings,  cried  feebly,  became  irritable, 
and  developed  a temperature  of  101  F.  At  the  end 
of  the  day  a swelling  appeared  over  both  parotid 
glands,  the  left  more  marked  than  the  right.  The 
white  blood  count  was  35,000  per  cu.  mm.,  poly- 
morphonuclears 78  per  cent.  Sulfathiazole,  1 Gm. 
per  twenty-four  hours,  did  not  alter  the  fulminating 
course  of  the  purulent  parotitis.  The  fluctuant 
swelling  was  incised  on  each  side  on  the  eleventh 
day.  The  thick  pus  evacuated  revealed  a pure  cul- 
ture of  the  hemolytic  Staph,  aureus.  Inflamma- 
tion of  the  parotid  gland  was  attributed  to 
prolonged  pressure  and  subsequent  injury  during 
instrumental  delivery.  The  devitalized  gland  thus 
became  fertile  soil  for  invasion  of  infection.  The 
baby  was  apparently  susceptible  to  such  invasion 
for  His  mother  was  afflicted  with  furunculosis. 

Case  3. — A.  Y.,  a white  female  infant,  weighing  5 
pounds,  2 ounces  at  birth  in  1946,  was  maintained 
on  breast  and  complementary  feeding.  On  the 
second  day  the  baby  failed  to  nurse,  cried  feebly, 
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became  increasingly  irritable,  and  developed  inter- 
mittent cyanosis  and  cervical  rigidity.  There  was 
opisthotonos,  clenching  of  the  hands,  rigidity  of  the 
extremities,  and  automatic  movements.  The  res- 
piration was  slow  and  irregular,  the  pulse  rapid. 
These  manifestations  of  asphixia  pallida  cleared  with 
intramuscular  vitamin  K,  oxygen  tent,  and  spinal 
punctures.  On  the  eighth  day,  there  was  a sudden 
rise  of  temperature  to  102  F.,  followed  by  a moderate 
swelling  of  the  left  parotid  gland.  The  white  blood 
count  was  28,000;  the  neutrophils  72  per  cent. 
Penicillin  intramuscularly,  150,000  units  twice 
daily,  halted  the  parotitis.  The  swelling  increased, 
became  more  tense  and  tender,  but  receded  without 
suppuration  on  the  fourteenth  day.  The  mother 
was  affected  with  persistent  acne,  folliculitis,  and 
shows  scars  of  old  lesions. 

Case  4~ C.  A.,  a white  female  infant,  weighing 
5 pounds,  4 ounces  at  birth  in  1948,  was  maintained 
on  an  evaporated  milk  mixture.  On  the  third  day 
small  indurated  inflammatory  lesions  appeared  over 
the  abdomen.  Some  showed  little  tendency  to  break 
down  while  others  suppurated  freely.  Local  applica- 
tion of  Alulotion  Sulfathiazole  cleared  the  furuncu- 
losis and  general  anointing  of  the  skin  with  Prag- 
masul  prevented  extension  of  the  infection.  On  the 
seventh  day  the  skin  condition  was  under  control, 
but  the  temperature  suddenly  rose  to  100.8  F. 
There  was  listlessness,  difficulty  in  swallowing,  and 
refusal  of  the  formula.  On  the  eighth  day  a swelling 
appeared  over  the  left  parotid,  then  over  the  right 
parotid.  On  the  following  day  the  swelling  ex- 
tended to  the  left  submaxillary  and,  finally,  to  the 
right  submaxillary.  The  entire  face  seemed  en- 
larged, irregular,  giving  the  appearance  of  Mikulicz 
syndrome.  The  white  blood  count  was  38,500;  the 
neutrophils  81  per  cent.  The  baby  was  given  Chloro- 
mycetin, 50  mg.  every  four  hours,  and  crystacillin, 
150,000  twice  daily  intramuscularly.  The  inflamma- 
tion of  the  salivary  glands  reached  its  peak  on  the 
sixth  day  and  receded  within  a week  thereafter 
without  suppuration.  The  mother  was  markedly 
susceptible  to  furunculosis. 

Case  5. — P.  L.,  a white  male  premature  infant, 
weighing  3 pounds,  2 ounces,  at  birth  in  1950,  was 


maintained  satisfactorily  on  an  evaporated  milk 
mixture.  On  the  sixth  day  he  became  listless, 
showed  difficulty  in  swallowing,  and  began  to  lose 
weight.  Examination  revealed  a slight  induration 
over  the  left  submaxillary  gland.  The  swelling 
progressed  rapidly,  affecting  the  left  cervical  glands, 
and  extended  to  the  right  submaxillary  and  cervicals. 
The  bilateral  enlargement  became  extensive,  giving 
the  infant  the  appearance  of  a bewhiskered  old  man. 
The  white  blood  count  was  34,000;  the  neutrophils 
78  per  cent.  On  the  day  of  onset  the  baby  was  given 
procaine  penicillin,  150,000  units  twice  daily,  and 
Chloromycetin,  50  mg.  every  four  hours.  On  the 
second  day  of  illness,  the  baby  took  his  feedings 
and  became  more  alert  despite  the  massive  inflam- 
mation. The  diminished  food  intake  wras  supple- 
mented by  parenteral  fluid  for  several  days.6  The 
swelling  reached  its  peak  in  a week,  began  to  recede 
gradually,  and  the  baby  was  discharged  from  the 
hospital  on  the  twenty-fifth  day.  The  mother  was 
afflicted  with  boils  and  showed  residual  scars  of 
recurrent  furunculosis. 

Comment 

Five  cases  of  neonatal  infection  of  the  salivary 
glands  by  the  hemolytic  Staph,  aureus  were  ob- 
served toward  the  end  of  the  first  week  of  life. 
Each  infant  was  of  low  birth  weight,  delicate  phys- 
ically, and  overrun  with  the  Staph,  aureus  in  the 
nasopharynx.  The  mother  of  each  infant  was 
afflicted  with  acne,  folliculitis,  or  furunculosis. 
Sulfathiazole  failed  to  prevent  suppuration,  peni- 
cillin controlled  the  inflammation,  but  penicillin 
and  Chloromycetin  were  most  effective  in  arresting 
the  infection. 
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HEALTH  SERVICE  ISSUES  NATIONAL  CONTRACT 


The  first  national  contract  of  Health  Service  Inc. 
was  issued  recently  with  the  signing  of  an  agreement 
giving  uniform  Blue  Cross  coverage  to  approxi- 
mately 2,000  persons  including  800  employes  of 
the  United  Press  Associations  and  their  family  de- 
pendents throughout  the  United  States.  A total  of 
50  Blue  Cross  Plans  in  42  states  were  involved  in  the 
arrangements.  The  United  Press  Associations  is 


contributing  to  the  cost  of  the  insurance  program. 
The  coverage  provided  by  Health  Service  Inc., 
organized  by  the  Blue  Cross  Plans  as  a national  en- 
rollment and  service  agency,  through  its  master 
plan  is  unique  because  it  enables  national  employers 
to  provide  employes  in  all  parts  of  the  country  with 
the  same  Blue  Cross  hospitalization  services  at  the 
same  rates. 


INTRASYNOVIAL  PROCAINE  FOR  THE  SYMPTOMATIC  RELIEF  OF 
OSTEOARTHRITIS 

Herbert  Berger,  M.D.,  Tottenville,  New  York 
( From  the  Medical  Service  of  the  Richmond  Memorial  Hospital) 


NTRAVENOUS  procaine  for  the  relief  of 
various  musculoskeletal  disorders  has  been  the 
subject  of  many  favorable  reports  since  Bier  intro- 
duced it  in  1908.1  Lately  it  has  met  with  favor 
in  the  treatment  of  such  widely  diversified  dis- 
orders as  the  pruritis  of  jaundice,  cardiac  arryth- 
mias,  anesthesia,  arthritis,  serum  sickness,  the 
pain  of  traumatic  and  inflammatory  conditions, 
and  in  the  management  of  burns.2-11 

The  intravenous  technic  which  has  been  popu- 
larized by  Graubard  and  Petersen  has  been  used 
for  some  time  at  the  Richmond  Memorial  Hos- 
pital, often  with  dramatic  success.10, 12,13  There 
j was,  however,  a group  of  patients  in  whom  it 
failed  to  evince  as  good  results  in  the  relief  of 
pain.  Some  of  these  had  severe  osteoarthritis  of 
the  knee.  It  seemed  that  relief  of  pain  in  such 
joints  might  be  accomplished  by  injecting  the 
procaine  directly  into  the  synovial  cavity  of  the 
involved  knee.  While  this  seemed  a reversal  to 
the  former  local  anesthetic  uses  of  procaine,  it 
appeared  feasible  for  the  following  reasons : 

1.  All  observers  admit  that  one  important 
site  of  action  of  the  intravenous  procaine  is  on 

i local  nerve  endings  where  it  may  be  concentrated 
seven  to  eight  times  at  the  pathologic  site  be- 
j cause  of  increased  permeability  of  the  capillary 
j wall  there.14-16 

2.  If  the  sympathetic  type  of  pain  which  ac- 
counts for  so  much  of  the  discomfort  in  musculo- 

i skeletal  disorders  can  be  abrogated  by  breaking  a 
pathologic  reflex  arc  which  includes  afferent  so- 
matic nerves,  an  intraspinous  internuncial  pool 
activity,  and  efferent  discharges  through  the  sym- 
pathetic nervous  system,  then  the  arc  can  as 
easily  be  broken  at  its  source  as  at  any  other  point 
in  the  arc. 

3.  The  procaine  unit  of  4 mg.  per  Kg.  of  body 
i weight,  or  roughly  280  mg.  per  70  Kg.  in  the 

average  male  can  be  easily  injected  all  into  the 
site  of  greatest  discomfort  in  quantities  of  10  cc. 
or  less  of  solution  by  using  3 per  cent  procaine.10 
There  is  no  reason,  however,  to  limit  oneself  to 
any  particular  quantity  of  the  drug  in  the  non- 
intravenous  route  since  it  is  nontoxic  except  in 
instances  of  actual  allergy  (which  has  not  been 
encountered  in  this  small  series). 

4.  If,  however,  the  results  of  intravenous  pro- 
caine are  based  on  the  diminution  of  vasospasm 
and,  as  a corollary,  the  relief  of  pain,  then  little 
can  be  expected  of  the  intrasynovial  route  unless 
the  procaine  or  one  of  its  end  products  was  carried 


into  the  general  circulation  via  the  lymphat- 
ics.10,14-16 Since  our  results  were  fairly  satis- 
factory and  if  this  mechanism  of  action  obtains, 
then  it  is  probable  that  the  intrasynovial  pro- 
caine is  so  carried  to  the  general  circulation. 
However,  Isenberger  in  a pharmacologic  study  of 
procaine  believes  its  effects  to  be  local  on  nerves 
and  blood  vessels. 17 

5.  Intravenous  procaine  administration  car- 
ries with  it  a definite  hazard  since  the  procaine 
must  be  esterified  or  hydrolyzed  rapidly  to  pre- 
vent dangerous  effects  on  the  heart  which  may  be 
accentuated  if  the  heart  is  not  normal.18  Col- 
lapse has  been  reported.  Since  idiosyncrasy 
to  the  drug  is  not  uncommon,  it  would  seem  that 
the  intravenous  administration  in  such  a patient 
would  be  more  hazardous  than  the  intrasynovial. 
However,  convulsions,  dilated  pupils,  apprehen- 
sion, tremors,  and  unconsciousness  and  collapse 
have  been  reported.19,17  Some  of  these  unpleas- 
ant toxic  reactions  occurred  in  our  series. 

Technic 

Patients  were  selected  with  osteoarthritis  of 
either  one  or  both  knees  who  did  not  get  satisfac- 
tory results  with  intravenous  procaine.  Among 
the  unsatisfactory  results  we  included  those  who 
had  no  or  only  slight  relief  of  pain,  rapid  re- 
appearance of  pain  after  some  amelioration,  un- 
pleasant toxic  reactions  with  the  intravenous 
route,  or  mechanical  difficulties  in  intravenous 
administration. 

After  experimentation  with  several  sites  of 
inoculation,  the  easiest  on  patient  and  physician 
was  a subpatellar  approach  with  a 4-inch  number 
24  gauge  needle  using  10  cc.  of  2.5  to  3 per  cent 
procaine. 

Results 

This  technic  was  used  on  14  patients  with  a 
total  of  23  arthritic  knees.  On  the  basis  of  the 
subjective  reports  of  the  patients,  a notoriously 
inaccurate  method,  there  was  improvement  in 
all  23  joints. 

Observation  covered  a period  of  four  months 
to  one  year  after  treatment  was  discontinued. 
Not  all  of  this  improvement  can  be  attributed  to 
the  procaine  alone,  as  one  patient  with  two  bad 
knees  reduced  42  pounds  at  the  same  time.  This 
may  have  been  responsible  for  some,  or  possibly 
all,  of  the  satisfactory  result.  Another  patient 
was  improving  on  intravenous  procaine,  but  the 
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intrasynovial  route  was  substituted  because  of 
bad  veins. 

In  some,  the  improvement  was  dramatic,  and 
previously  houseridden  individuals  were  able  to 
return  to  active  employment. 

The  intermediate  group  was  able  to  enter  into 
increasing  activities,  without  full  relief,  however. 

In  the  interests  of  accuracy  we  must  report 
that  the  improvement  was,  in  every  instance, 
symptomatic  and  not  objective  or  radiographic. 

Summary  and  Conclusions 

Fourteen  patients  suffering  from  osteoarthritis 
of  the  knees  who  had  failed  to  obtain  satisfactory 
relief  from  intravenous  procaine  either  by  reason 
of  failure  to  relieve  pain,  a rapid  reappearance  of 
pain,  unpleasant  toxic  effects  of  the  intravenously 
administered  drug,  or  mechanical  difficulties  were 
treated  with  intrasynovial  procaine  into  the  in- 
volved joint.  The  patients  were  all  improved, 
and  some  were  completely  relieved.  One  re- 
sumed his  occupation  as  a trackwalker,  covering 
several  miles  daily,  and  another  resumed  her 
trade  of  a retail  grocer  where  she  spends  long 
hours  daily  on  her  feet  without  pain. 

The  results  were  so  satisfactory  that  recently 
five  patients  who  had  not  received  intravenous 


procaine  were  so  treated  intrasynovially  with 
equally  gratifying  results.  This  would  negate 
the  possible  conclusion  that  the  improvements 
cited  above  were  due  to  delayed  action  of  the 
previously  administered  intravenous  procaine. 
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ACTH.  CORTISONE  REDUCE  CANCER  PAIN  BUT  DON’T  STOP  DISEASE 


Evidence  gained  in  a study  of  far  advanced  cancer 
patients  by  three  Chicago  doctors  indicates  that 
treatment  with  ACTH  and  cortisone  is  helpful  in 
reducing  the  pain  and  other  complications  of  the 
disease  but  does  not  materially  alter  the  natural 
course  of  the  disease.  Drs.  Samuel  G.  Taylor,  III, 
John  P.  Ayer,  and  Roger  S.  Morris,  Jr.,  reported 
on  their  study  of  26  advanced  cancer  patients  in  the 
November  25  issue  of  the  Journal  of  the  American 
Medical  Association. 

The  clinical  response  of  most  patients  was  reduc- 
tion in  fever,  if  present,  increased  appetite,  and  im- 
proved strength  and  well-being.  At  times  the  effects 
were  dramatic  and  appeared  usually  within  forty- 
eight  hours  after  ACTH  therapy  and  within  four  to 
six  days  after  starting  treatment  with  cortisone. 
Patients  hitherto  bedridden,  vomiting,  and  requiring 
heavy  doses  of  narcotics  were  able  to  become  am- 


bulatory, reduce  or  stop  their  reliance  on  narcotics, 
and  eat  astonishing  meals. 

According  to  the  report,  however,  the  “improved” 
condition  of  the  patients  was  only  temporary.  The 
natural  course  of  the  disease  continued — 12  of  the  I 
patients  already  have  died.  In  addition,  the  hor- 
mone treatment  produced  disturbing  side-effects. 

We  have  frequently  been  faced  with  the  problem, 
the  doctors  explained,  whether  complications  pro- 
duced by  continued  therapy  or  relapse  from  omission 
caused  more  distress  to  the  patient.  Some  of  the 
side-effects  produced  by  ACTH  and  cortisone  which, 
according  to  the  doctors,  may  make  “repeated  or 
prolonged  therapy  ill  advised”  were  chemical 
changes  in  the  body,  excess  sugar  in  the  blood, 
mental  and  personality  changes,  sexual  and  skin 
disturbances,  development  of  moon-shaped  faces 
and  unnatural  fat  deposits  in  the  body. 


THE  NEW  LANGE  COLLOIDAL  GOLD  TEST  IN  PSYCHIATRY 


Nobe  E.  Stein,  M.D.,  Lopo  deMello,  M.D.,  and  Bernhard  Dattner,  M.D., 
New  York  City 

{From  the  Manhattan  State  Hospital  and  the  New  York  State  Department  of  Health ) 


IN  RECENT  years  more  and  more  emphasis 
has  been  placed  on  the  spinal  fluid  examination 
as  a guide  for  the  interpretation  of  pathologic 
iprocesses  in  the  central  nervous  system.  Espe- 
cially in  neurosyphilis,  the  refined  quantitative 
tests  as  performed  in  the  New  York  State  Depart- 
ment of  Health  Laboratories  have  given  much 
aid  in  evaluating  the  results  of  therapy. 

One  of  the  newer  tests  aimed  at  the  analysis  of 
protein  fractions  contained  in  the  spinal  fluid  is 
the  “standardized  quantitative”  colloidal  gold 
test  of  Lange.  This  sensitized  colloidal  gold 
reaction  uses  a stabilized  citrate  gold,  which  is 
added  to  spinal  fluid  diluted  in  a phosphate 
buffer,  pH  7.4.  The  series  of  ten  dilutions  is  com- 
pressed into  the  range  1:15  to  1:576.  The  color 
differences  vary  from  a color  value  of  0 to  20,  the 
latter  one  indicating  complete  coagulation  of  the 
colloidal  gold  and  the  former  an  unchanged  gold 
sol.  These  extremes  are,  in  fact,  never  found, 
i (Instead  of  reporting  the  previously  so-called 
paretic  formula  as  5, 5, 5, 5,  etc.,  the  present  gold 
readings  may  be  18,18,18,18,  etc.  However,  a 
new  element  has  been  introduced  into  the  inter- 
pretation of  these  curves  by  Lange  and  Harris 
which  uses  the  plateau  figures  of  the  curve  as  the 
discriminating  factor.1  The  distinctive  feature  of 
the  former  paretic  or  parenchymatous  curve,  now 
called  the  D-type  curve,  is  claimed  by  Lange  and 
jHarris  to  be  a plateau  of  color  values  represents 
'ing  the  same  or  almost  the  same  degree  of  coagu- 
lation in  contiguous  tubes  of  varying  height 
,(above  a value  of  6)  and  location  in  the  dilution 
[series.  Therefore,  a curve  represented  by  figures 
puch  as  5.5, 6. 7, 6.5,  etc.  is  considered  a D type 
curve,  indicating  (according  to  Lange)  a paren- 
chymatous involvement  of  the  central  nervous 
system,  although  the  coagulation  of  the  colloidal 
gold  in  this  case  is  only  of  minor  degree  and 
would  have  been  missed  by  the  old  routine  Lange 
test.  By  including  even  minor  deviations  from 
the  normal  color  pattern  of  the  colloidal  gold  re- 
action as  significant  of  parenchymatous  involve- 
ment of  the  central  nervous  system,  many  cate- 
gories of  patients  who  formerly  did  not  show  sig- 
nificant alterations  of  the  colloidal  gold  are  now 
designated  as  patients  with  parenchymatous  in- 
volvement of  the  central  nervous  system. 

At  Manhattan  State  Hospital  466  spinal  fluids 
were  examined  last  year  by  the  New  York  State 
Department  of  Health  laboratories.  These  spi- 
nal fluids  were  obtained  from  patients  with  all 


types  of  psychiatric  disorders,  among  them  neuro- 
syphilitics (55  patients),  schizophrenics,  alcoholics, 
cerebral  atherosclerotics,  etc.  Most  of  the  spinal 
fluids  examined  were  either  entirely  normal  or 
showed  only  variations  in  the  protein  content. 
The  syphilitics  had  all  types  of  spinal  fluid  syn- 
dromes commonly  seen  in  this  diagnostic  group. 
However,  30  patients  of  the  nonsyphilitic  groups 
showed  minor  forms  of  the  so-called  D-  or  paren- 
chymatous type  of  the  Lange  reaction,  varying 
in  degree  from  “weak”  to  “minimal”  changes,  and 
no  other  spinal  fluid  abnormalities.  None  of  the 
cases  showed  strong  D reactions.  These  30  pa- 
tients were  singled  out  in  order  to  see  whether  we 
could  correlate  the  laboratory  findings  with  the 
clinical  diagnosis.  Table  I shows  the  clinical 
categories  of  the  30  patients. 


TABLE  I. — Clinical  Diagnoses  op  Patients  Who  Had 
a Weak  or  Minimal  D-Type  op  Colloidal  Gold  Curve 


Diagnosis  Number 

of  Patients 

Schizophrenia 

11 

Psychosis  with  cerebral  atherosclerosis 

4 

Senile  dementia 

1 

Epileptic  psychosis 

1 

Alcoholic  psychosis 

9 

Involutional  psychosis 

2 

Psychosis  with  mental  deficiency 

2 

Total 

30 

Only  12  per  cent  of  the  alcoholics  and  only  6 
per  cent  of  the  schizophrenics  showed  the  D-type 
curve.  The  ages  of  the  30  patients  varied  from 
seventeen  to  eighty-two;  the  youngest  had 
schizophrenia  and  the  oldest  had  senile  dementia. 
Five  patients  were  between  twenty  and  thirty,  six 
were  between  thirty  and  forty,  four  were  between 
forty  and  fifty,  12  were  between  fifty  and  sixty, 
one  was  between  sixty  and  seventy,  and  one  was 
between  eighty  and  ninety  years  of  age. 
Twenty-two  were  male,  and  eight  were  female. 

Comment 

Table  I shows  that  the  largest  number  of  pa- 
tients with  a minor  form  D-type  of  colloidal  gold 
curve  were  diagnosed  as  having  schizophrenia, 
most  of  whom  were  of  the  paranoid  type.  The 
next  largest  group  had  an  alcoholic  psychosis,  only 
one  of  whom  had  Korsakoff’s  syndrome.  It  is 
noteworthy  that  no  patient  of  the  manic-depres- 
sive type  had  a D-type  of  curve. 

Obviously  then  a weak  or  minimal  D-type  of 
colloidal  curve  is  of  no  value  in  making  a differen- 
tial diagnosis,  as  it  may  occur  in  patients  with 
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neurosyphilis,  disseminated  sclerosis,  encephalo- 
myelitis, and  numerous  other  conditions.2  If  the 
D-type  colloidal  gold  curve  indicates,  as  claimed 
by  the  authors,  parenchymatous  involvement  of 
the  central  nervous  system,  then  we  must  assume 
that  all  these  variegated  neuropsychiatric  syn- 
dromes presenting  a D-type  curve  are  due  to  an 
organic  process,  infectious,  toxic,  or  degenerative, 
involving  the  parenchyma  of  the  brain  or  spinal 
cord.  Not  a few  will  be  reluctant  to  include  the 
schizophrenic  group  among  the  organic  disorders 
of  the  central  nervous  system.  Some  few  will 
claim  that  epileptic  psychoses  most  probably  con- 
stitute a functional  rather  than  organic  disorder 
of  the  central  nervous  system.  Nevertheless,  if 
further  studies  should  confirm  the  results  ob- 
tained in  our  group  of  patients,  a test  of  such 
sensitivity  making  possible  the  differentiation 
between  organic  and  functional  central  nervous 
system  disease  would  be  of  inestimable  value  for 
the  clarification  of  some  of  the  controversial  issues 
of  organic  versus  functional  processes.  On  the 
other  hand,  it  woidd  lose  its  usefulness  as  a test 
for  differentiating  various  neuropsychiatric 'dis- 
orders. Since  the  old  colloidal  gold  test  was  less 
sensitive,  it  sampled  out  only  the  more  serious 
pathologic  syndromes  of  neuropsychiatry.  One 
wonders,  therefore,  whether  the  advantage  gained 
by  the  high  sensitivity  of  the  new  test  is  not 
counterbalanced  by  the  subdivisions  of  the 
D-type  curve  into  minor  deviations  of  unknown 
significance.  It  seems  to  us  that  the  interpreta- 


tion of  the  new  Lange  test,  as  valuable  as  it  is  in 
the  follow-up  observation  of  abnormal  spinal 
fluids,  has  contributed  confusion  rather  than  clar- 
ity to  the  interpretation  of  spinal  fluid  tests. 

Summary 

The  new  Lange  colloidal  gold  test  has  been  used 
in  the  examination  of  hundreds  of  spinal  fluids 
from  patients  at  the  Manhattan  State  Hospital. 

Of  these,  30  patients  exhibiting  a so-called  D-type  | 
curve  of  minor  degree  were  selected  for  analysis. 
Syphilitic  patients  were  excluded  from  this  group. 
There  were  11  schizophrenics,  nine  alcoholics, 
four  patients  with  atherosclerosis,  one  with  se-  j 
nile  dementia,  two  each  of  involutional  psychosis 
and  psychosis  with  mental  deficiency,  and  one  | 
with  epileptic  psychosis  who  exhibited  the  paren-  | 
chymatous  curve.  It  seems  that  with  inclusion 
of  the  minor  variations  of  the  curves,  the  sensitiv- 
ity of  the  test  is  nonspecific  inasmuch  as  these 
variegated  psychiatric  disorders  are  of  heteroge- 
neous etiologic  character.  Therefore,  it  loses  some  t 
of  its  practical  value  as  a diagnostic  aid.  It  may,  f 
however,  become  of  great  help  in  differentiating 
between  organic  and  functional  disorders  of  the 
central  nervous  system. 
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U S.  MATERNAL  DEATH  RATE  ESTABLISHES  NEW  LOW  RECORD 


For  the  first  time  in  history,  the  maternal  death 
rate  for  a large  nation  has  been  pushed  slightly  be- 
low the  apparently  irreducible  minimum  of  one  per 
1,000  live  births,  according  to  the  November  25 
issue  of  the  Journal  of  the  American  Medical  Associa- 
tion. This  record  was  set  in  1949  by  the  United 
States,  based  on  preliminary  reports.  When  the 
1949  rates  for  Sweden,  Norway,  Denmark,  the 
Netherlands,  and  New  Zealand  become  available, 
one  or  more  of  these  small  countries  with  a homo- 
geneous population  may  join  the  select  circle. 

The  new  record,  it  was  pointed  out,  compares  with 
1.2  maternal  deaths  per  1,000  live  births  in  1948  and 
with  6.2  in  1933.  On  that  basis  childbirth  has  been 
made  quite  safe.  In  1949  there  were  30  states  with 
rates  less  than  1.0,  two  at  exactly  that  level,  and 
only  17  above. 


“The  fact  that  the  chances  of  an  expectant  mother 
surviving  the  diseases  of  pregnancy,  childbirth  and 
the  puerperium  are  now  better  than  999  out  of  1,000 
is  truly  a story  of  human  and  social  progress.”  An 
examination  of  the  rates  for  the  different  states  in- 
dicates areas  in  which  further  improvement  can  be 
expected,  but  it  is  clear  that  maternal  mortality  is 
no  longer  a nation-wide  problem. 

The  reduction  in  the  death  rate  from  1933  was 
attributed  to  several  factors:  (1)  an  increasing  per- 
centage of  births  in  hospitals,  although  improve- 
ments in  the  medical  care  provided  in  home  births 
have  been  pronounced ; (2)  development  of  prenatal  . 
care;  (3)  health  education;  (4)  the  administration 
of  sulfonamides,  antibiotics,  whole  blood  or  blood 
derivatives,  and  (5)  improvement  in  training  in 
obstetrics. 


SE  AND  ABUSE  OF  ANTIBIOTICS  IN  TREATMENT  OF  LOCALIZED 
ILONIDAL  AND  PERIRECTAL  SUPPURATIONS 

iobert  Turell,  M.D.,  New  York  City 


rHE  uses  of  the  current  antibiotics,  penicillin, 
streptomycin,  aureomycin,  and  terramycin, 
t the  treatment  of  infectious  processes  are  far 
fetter  understood  than  their  abuses.  The  abuses 
;ay  be  ascribed  to  overconfidence  in  the  drug 
• lack  of  understanding  of  the  biologic  behavior 
an  inflammatory  or  infectious  process,  or  a 
>mbination  of  both. 

| My  first  experience  with  the  use  of  penicillin  in 
calized  microbial  infections  was  in  the  military 
■rvice  during  World  War  II  when  the  problem 
' pilonidal  disease  constituted  a major  surgical 
roblem,  primarily  because  of  the  undue  loss  of 
uty  hours.  After  extensive  employment  of 
Jiis  antibiotic  in  early  and  late  pilonidal  sup- 
purations I concluded  “that  penicillin  therapy 
dministered  early  for  cellulitis  in  the  sacro- 
i pccygeal  area  which  in  the  past  usually  ter- 
minated in  frank  suppuration  will  prevent  ab- 
bess formation  in  a certain  number  of  cases, 
i p the  absence  of  penicillin-resistant  organisms, 
lilures  appear  to  be  due  chiefly  to  (1)  the  pres- 
rice  of  a clinically  unrecognizable  deep  suppu- 
ation  at  the  time  of  institution  of  penicillin  ther- 
py  or  (2)  thromboses  of  the  vessels  preventing 
ne  penicillin  from  reaching  the  lesion.”1  This 
! still  true  today  regardless  of  whether  peni- 
illin,  streptomycin,  aureomycin,  or  terramycin 
s used. 

These  antibiotic  agents  are  effective  against 
preading  infections  caused  by  susceptible  or- 
'anisms,  but  careful  vigilance  consisting  of  daily 
^-examination  of  the  lesion  under  treatment 
rust  be  exercised.  If  suppuration  is  suspected 
Ir  apparent,  prompt  evacuation  of  the  purulent 
Material  must  be  effected.  On  the  other  hand, 
'ersistence  in  this  form  of  chemotherapy  for 
adurations  that  do  not  respond  within  twenty- 
our  hours  or  in  the  presence  of  fluctuations  is 
nadvisable. 

The  following  case  reports  will  illustrate  my 
hesis. 

2ase  Reports 

Case  1. — A white  man,  forty-eight  years  old,  who 
lad  had  three  recent  episodes  of  coronary  ocelu- 
ion  and  who  was  in  chronic  congestive  heart  failure, 
vas  seen  on  December  18,  1948,  because  of  inter- 
nittent  pain  about  the  anus  of  about  three  weeks 
luration.  Digital  rectal  examination  revealed  a 
ender,  smooth,  bulging  mass  on  the  left  latero- 
)osterior  aspect  of  the  anal  canal.  The  tempera- 
ure  was  98.6  F.  An  operation  was  advised  but  re- 
used by  the  patient.  He  returned  in  two  days  be- 


cause of  increased  pain,  tenderness,  and  a slight 
increase  in  size  of  the  mass,  but  he  still  refused  sur- 
gery. The  temperature  curve  remained  normal. 
At  the  suggestion  of  the  referring  internist,  a thera- 
peutic trial  of  300,000  units  of  procaine  penicillin 
administered  intramuscularly  was  given.  Twenty- 
four  hours  following  the  injection  of  this  antibiotic 
the  severity  of  the  pain  had  decreased  considerably, 
and  the  mass  became  appreciably  smaller.  Anti- 
biotic therapy  in  the  same  dosage  was  continued 
daily  for  three  days.  At  that  time  I observed  that 
the  patient  was  “much  better;  digital  examination 
caused  little  pain;  absorption  of  the  inflammatory 
process  was  complete.”  On  December  27  the  pa- 
tient felt  completely  well. 

He  remained  well  until  June  9,  1949,  when  a re- 
currence of  the  foregoing  anorectal  lesion  was  noted. 
This  time  he  again  responded  to  procaine  penicillin 
administered  in  a daily  dosage  of  300,000  units  for 
three  days.  He  has  remained  “proctologically” 
well  to  the  time  of  writing  of  this  paper. 

Comment. — This  patient  apparently  had  a 
cellulitis  without  suppuration  as  judged  by  the 
prompt  response  to  penicillin  therapy.  Further- 
more, although  surgical  therapy  appeared  to 
have  been  indicated  and  most  acceptable  for  the 
management  of  the  perianal  lesion,  the  patient 
was  distinctly  a poor  risk  for  any  type  of  surgery 
because  of  the  cardiac  disease,  and,  therefore,  a 
trial  of  conservative  antibiotic  therapy  was  read- 
ily concurred  in.  Although  this  patient  re- 
sponded to  conservative  therapy  during  the 
first  day,  nevertheless,  he  was  not  returned  to 
the  internist  for  continued  therapy  because  of 
our  mutual  belief  that  such  lesions  should  be  ob- 
served and  examined  digitally  daily  by  the  proc- 
tologist. 

Case  2. — A twenty-six-year-old  white  woman  was 
seen  on  August  12,  1949,  because  of  perianal  puru- 
lent discharge  which  was  caused  by  an  anal  fistula 
situated  on  the  left  lateroanterior  aspect  of  the 
perianus.  The  history  of  the  past  events  as  related 
by  the  patient  and  confirmed  by  the  attending  cli- 
nicians is  as  follows:  About  a year  before  consulting 
me,  she  was  treated  for  a perianal  abscess  by  a 
gastroenterologist;  with  the  aid  of  penicillin  ad- 
ministered intramuscularly  alleviation  of  symp- 
toms was  effected.  However,  “recurrence”  of  the 
abscess  took  place  in  about  three  months,  which 
then  failed  to  respond  to  penicillin.  Therefore, 
the  abscess  was  drained  surgically  by  a gynecologist, 
which  was  followed  by  intermittent  purulent  drain- 
age to  the  time  of  examination. 

Case  3. — A white  man,  forty-two  years  old,  was 
seen  on  May  16,  1949,  because  of  a “lump”  about 
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the  anus  of  one  week’s  duration.  Regional  ex- 
amination revealed  a large,  tender  induration  occu- 
pying the  left  lateroposterior  aspect  of  the  anorec- 
tum  and  a superficial  fissure  posteriorly  in  the  mid- 
line of  the  anal  canal.  The  temperature  was  nor- 
mal, but  the  sedimentation  rate  of  the  erythrocytes 
was  36  mm.  in  one  hour  by  the  Westergren  method. 
A diagnosis  of  perirectal  suppuration  was  made; 
surgical  drainage  was  advised  but  refused  by  the 
patient.  lie  consulted  another  surgeon  who  tried 
a course  of  penicillin  therapy  without  avail.  Sub- 
sequently, the  referring  physician  advised  me  that 
on  May  25  the  abscess  was  drained  of  a large 
amount  of  pus.  This  was  followed  by  a constant 
purulent  discharge. 

Comment. — Cases  2 and  3 are  examples  of  the 
ill-advised  employment  of  antibiotic  therapy  as  a 
substitute  for  surgery.  Both  patients  should 
have  been  treated  by  prompt  and  adequate  sur- 
gical intervention.  In  Case  2 the  antibiotic 
drug  may  have  masked  the  clinical  picture,  but 
in  Case  3 the  antibiotic  was  apparently  ineffec- 
tual from  the  beginning.  This  case  also  shows 
the  sensitivity  of  the  blood  sedimentation  test 
in  the  presence  of  anorectal  suppurations,  a fact 
that  was  pointed  out  some  ten  years  ago.2 

Case  Jf. — A Negro,  thirty-eight  years  old,  was  seen 
on  October  25,  1949,  because  of  perianal  pain  and 
induration  on  the  left  lateroposterior  aspect.  The 
temperature  was  normal.  A diagnosis  of  an  ab- 
scess in  the  perianorectal  area  was  made.  This 
patient  was  given  1 Gm.  of  aureomycin  daily  in  four 
divided  doses  for  a period  of  ten  days.  For  the  first 
nine  days  the  patient  was  considered  clinically  un- 
changed; the  induration  remained  unchanged  as  to 
size  or  character,  and  the  temperature  remained  at 
a normal  level.  On  November  3,  the  tenth  day, 
he  developed  a fever  of  almost  103  F.  with  definite 
fluctuation  in  the  center  of  the  indurated  mass. 
The  abscess  was  then  promptly  and  adequately 
drained  and  unroofed  resulting  in  an  eventful 
recovery. 

Case  5. — A white  man,  age  fifty-eight,  was  seen  on 
January  6,  1951,  because  of  suspicious  perianal  sup- 
puration. Terramycin,  1 Gm.  daily  in  four  divided 


doses,  was  given  for  two  days  without  improvement. 
The  patient  was,  therefore,  operated  on  two  days 
later  with  evacuation  of  considerable  amount  of 
nonodorous  pus. 

Comment. — These  are  clear-cut  examples  of  the 
early  masking  of  the  clinical  picture  on  one  hand 
and  the  definite  ineffectiveness  of  aureomycin 
and  terramycin  in  clinically  diagnosed  perianal 
or  perirectal  suppurations  on  the  other  hand 
Similar  results  have  been  observed  in  six  addi- 
tional, but  less  controlled,  patients  showing  the 
futility  and,  perhaps,  the  danger  of  treating  local- 
ized suppurations  with  antibiotic  therapy. 

The  antibiotic  agents  will  not  replace  a surgi- 
cal principle  that  has  stood  the  test  of  time.3' 
Early  and  adequate  drainage  with  unroofing  o 
the  abscess  cavity  is  the  accepted  surgical  pro 
cedure  for  localized  perirectal  suppurations. 
The  antibiotics  are,  however,  valuable  adjunct: 
to  the  postoperative  management  of  thesi 
lesions. 

Summary  and  Conclusions 

Antibiotic  therapy,  while  useful  in  the  treat 
ment  of  some  cases  of  pilonidal  or  perirecta 
cellulitis  caused  by  susceptible  organisms,  is  defi 
nitely  ineffective  for  the  treatment  of  estab1 
fished  localized  suppurations  in  the  sacrococcyg 
eal,  perianal,  or  perirectal  regions.  The  latte 
demand  early  and  adequate  surgical  interventior 
The  antibiotics,  however,  may  be  useful  adjunc 
tive  agents  in  the  postoperative  management  ( ‘ 
these  lesions. 
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WHY 

Is  attendance  so  poor  at  county  medical  society 
meetings  except  for  an  occasional  record  crowd? 
Do  members  stay  away  because  they  are  confident 
leadership  will  protect  their  interests?  Or  are  they 
of  the  opinion  that  there’s  nothing  they  could  do  even 
if  they  did  make  an  appearance? 

Could  it  be  that  the  rank  and  file  are  so  disillu- 


sioned they  have  taken  refuge  in  apathy?  Wh 
ever  the  cause,  if  leadership  wishes  to  feel  the  j 
of  accomplishment  that  comes  with  real  lead 
ship  instead  of  just  going  through  the  n 
tions,  something  should  be  done  about  the  presi 
unwholesome  state  of  affairs. — Bulletin,  Physicu 
Guild  of  Kings  County,  December,  1950. 


OBSERVATIONS  IN  STERILITY 

acob  S.  Beilly,  M.D.,  F.A.C.S.,  and  Mervin  W.  Greenberg,  M.D.,  Brooklyn,  New  York 
From  the  Department  of  Obstetrics  and  Gynecology,  Beth-El  Hospital) 


rHE  factors  associated  with  human  sterility 
have  been  enumerated  and  grouped  in  varied 
rays.1-4  In  general,  they  have  been  separated 
ito  two  large  groups,  one  dealing  with  male  fac- 
ors  and  the  other  with  female  factors.  In  our 
tudy  which  consists  of  319  sterile  matings,  fe- 
lale  factors,  with  special  reference  to  those  of  a 
institutional  nature,  are  presented.  There  has 
een  included  consideration  of  some  local  factors, 
articularly  those  which  show  an  unusual  in- 
idence. 

The  study  herein  consists  entirely  of  private 
atients.  One  hundred  fifteen  cases  failed  to 
ave  their  studies  completed.  Each  of  these, 
owever,  had  a complete  history  and  physical 
xamination.  Particular  note  was  made  of  local 
ictors  and  endocrine  status.  The  remaining 
04  cases  had  complete  studies  with  special  refer- 
uce  to  the  female  partner.  Seventy-nine  of 
,hese  included  male  studies, 
j Meaker  in  his  analysis  of  100  cases  of  sterility 
as  shown  that  constitutional  factors  play  a very 
irge  role  in  the  etiology  of  sterility.1  Of  239  fe- 
lale  factors,  102  were  constitutional,  and  137 
|/ere  local,  a 3:4  ratio.  In  his  report  he  has  in- 
cluded besides  the  usual  endocrinopathies,  focal 
afections,  poor  hygiene,  and  malnutrition, 
tubin  has  observed  the  similar  role  that  consti- 
tutional factors  play  and  stresses  their  impor- 
ance.2 

In  our  series  the  constitutional  factors  were 

tivided  into  five  distinct  categories:  obesity, 

lenstrual  irregularity,  hypothyroidism,  hypo- 
>lastic  genitalia,  and  anovulatory  bleeding. 

An  individual  15  pounds  above  the  accepted 
tandard  was  considered  obese  (weight  chart — 
Nutrition  Clinic,  Boston).  All  cases  of  amenor- 
hea,  oligomenorrhea,  hypomenorrhea,  menor- 
hagia,  etc.,  of  a functional  nature  were  considered 
nenstrual  irregularities.  The  term  hypothy- 
oidism  is  loosely  used  in  this  classification. 
Individuals  who  have  been  consistently  on  the 
negative  side  of  a basal  metabolic  rate  were 
iilaced  in  that  category.  They  were  not  necessar- 
ily true  clinical  hypothyroids.  Meaker’s  term, 
'hypometabolism,”  may  be  more  correct.  Con- 
ierning  the  hypoplastic  genitalias,  all  of  the  pri- 
nary  and  secondary  sexual  hypoplasias  have  been 
;rouped  together.  One  case  would  have  the 
)elvic  findings  of  a hypoplastic  vulva  or  an  in- 
antile  uterus  and  another  the  so-called  hypo- 
>lastic  breast.  For  statistical  convenience  these 
lave  been  grouped  under  the  one  category. 


Those  cases  that  did  not  have  the  expected  lutein 
phase  of  endometrium  premenstrually  as  found 
at  biopsy  were  placed  in  the  category  of  ano- 
vulatory endometrium.  When  this  finding  cor- 
responded to  the  basal  body  temperature  curves, 
the  biopsy  was  not  repeated. 


TABLE  I.— -Constitutional  Factors  with  Subsequent 
Pregnancies  of  Total  Group  (319  Cases) 


Factor 

Cases 

Number  of 
Pregnancies 

Per 

Cent 

Anovulatory  endometrium 

21 

1 

4.7 

Hypoplastic  genitalia 

40 

4 

10.0 

Hypothyroidism 

54 

8 

14.7 

Menstrual  irregularity 

68 

6 

8.8 

Obesity 

81 

7 

8.6 

TABLE  II. — Constitutional  Factors  with  Subsequent 

Pregnancies  of 

Subgroup  (79  Cases) 

Number  of 

Per 

Factor 

Cases 

Pregnancies 

Cent 

Anovulatory  endometrium 

8 

i 

12.5 

Hypoplastic  genitalia 

14 

2 

14.2 

Hypothyroidism 

32 

3 

9.4 

Menstrual  irregularity 

19 

4 

21.0 

Obesity 

23 

3 

13.0 

Of  these  factors  obesity  was  seen  most  fre- 
quently (Table  I).  This  feature,  however,  fell 
to  second  place  in  the  group  limited  to  completed 
studies  of  both  partners  (Table  II).  Menstrual 
irregularity  occurred  next  in  frequency,  but  this 
fell  to  third  place  in  the  group  completely  studied. 
Although  hypothyroidism  was  seen  in  the  entire 
group  only  54  times,  it  became  the  most  common 
factor  in  the  subgroup.  Hypoplastic  genitalia 
and  anovulatory  bleeding  occurred  least  often  in 
both  groups.  The  most  frequent  combination  of 
these  factors  as  they  occurred  in  the  patient  are 
listed  in  Table  III. 

Concerning  subsequent  pregnancies,  it  is  un- 
fortunate that  a complete  tally  could  not  be  ob- 
tained. Many  of  the  cases  were  only  referred  for 
investigation  of  the  sterility  and  were  subse- 
quently treated  and  followed  by  the  referring 
physician.  There  were,  however,  40  cases  who 
became  pregnant  and  remained  with  us  for  pre- 
natal care  and  confinement.  Fourteen  of  these 
pregnancies  were  of  the  subgroup.  The  dis- 
tribution of  the  factors  among  the  pregnancies  are 
noted  also  in  Tables  I and  II. 

There  was  a paucity  of  pelvic  factors.  As 
stated  earlier,  this  study  consists  of  private  pa- 
tients, which  may  explain  this  feature.  How- 
ever, local  lesions  of  the  cervix  numbered  192  in 
the  entire  group  and  33  in  the  completely  studied 
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group  of  79  cases.  There  was  one  case  of  tuber- 
culosis of  the  endometrium. 

The  tubal  factor  was  surprisingly  low,  there 
being  only  one  in  the  subgroup. 

Of  the  79  cases  completely  studied  36  males 
were  totally  or  to  a large  degree  responsible  for  the 
sterility.  There  were  six  azospermics,  23  who 
had  a moderate  to  severe  oligospermia,  and  seven 
who  had  prostatitis.  This  responsibility  ac- 
counts for  almost  50  per  cent  of  the  completely 
studied  cases  which  is  a large  one,  and  its  mag- 
nitude agrees  with  the  observation  of  others. 

TABLE  III. — Coexistence  of  Constitutional  Factors 

Obesity  and  menstrual  irregularity  12 

Hypothyroidism  and  obesity  19 

Hypoplastic  genitalia  and  menstrual  irregularity  14 


Comment 

The  number  of  combinations  of  the  consti- 
tutional factors  were  small  as  compared  with  re- 
ports of  others.  There  have  been  a few  cases  in 
which  many  factors  were  combined  in  a single 
individual,  particularly  in  the  markedly  obese. 
Winson  shows  a very  high  incidence  of  combina- 
tions.5 His  series  of  257  cases  indicated  that  in 
79  per  cent,  a combination  of  two  or  more  etiologic 
factors  existed.  However,  he  included  consti- 
tutional and  local  factors.  In  our  series,  com- 
binations of  the  five  constitutional  factors  oc- 
curred 71  times  out  of  a total  of  319  cases,  an 
incidence  of  22  per  cent.  The  total  combination 
percentage  would  certainly  be  much  higher  if  we 
had  included  all  factors. 

It  was  noted  that  the  group  with  hypothyroid- 


ism was  most  successful  as  far  as  pregnancy  is 
concerned.  Those  with  menstrual  irregularity 
in  the  subgroup  had  the  greatest  number  of  preg- 
nancies. Only  one  patient  in  whom  anovulatory 
bleeding  was  a factor  became  pregnant. 

The  incidence  of  the  tubal  factor  in  our  series  is 
far  lower  than  those  of  other  observers.6-10  This 
factor  occasionally  has  been  reported  as  high, 
as  50  per  cent.  However,  Stallworthy  states 
that  his  incidence  of  21.6  per  cent  could  ulti- 
mately be  brought  down  to  9 per  cent.9  The' 
incidence  in  our  series  was  1.3  per  cent. 

Summary 

1.  The  incidence  of  five  constitutional  factor; 
among  a group  study  of  319  cases  of  sterility  ha 
been  presented. 

2.  The  factors  are  hypothyroidism,  obesity1 
menstrual  irregularity,  hypoplastic  genitalia 1 
and  anovulatory  bleeding. 

3.  Fertility  is  related  to  the  above  factor 
and  their  combinations. 

4.  Experience  with  the  tubal  factor  and  mat 
factors  is  included. 
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NEW  ZEALAND’S  “FREE  MEDICINE”  SCHEME  EXPERIENCING  DIFFICULTIES 


After  twelve  years  of  operation,  New  Zealand’s 
widely  hailed  “social  security”  medical  plan  is  col- 
lapsing under  its  own  weight.  Writing  from  Bris- 
bane, Australia,  to  the  J.A.M.A.,  a correspondent 
cited  the  an  nual  report  of  Dr.  Duncan  Cook,  director 
of  clinical  services,  to  the  New  Zealand  Parliament. 
In  that  report,  Dr.  Cook  said: 

“Increases  in  the  cost  of  general  medical  services 
and  pharmaceutical  supplies  have  been  of  such 
magnitude  as  to  lead  to  serious  misgivings  as  to 
whether  state  medical  insurance  against  sickness  is 
practicable  or  whether  the  best  method  of  payment 
for  services  has  been  adopted. 

“The  original  humanitarian  concept  has  become  a 
political  football.  Year  by  year  benefits  have  been 
increased  as  a bait  for  the  electors,  until  today  the 
cost  of  social  security  is  the  biggest  item  in  the 


national  budget.  In  its  last  term  of  office  last  yei  j 
the  labor  government  appealed  to  the  New  Zeala 
branch  of  the  British  Medical  Association  to  stop  1 1 1 
abuses  and  arrest  the  drift.  One  of  the  problei;l 
concerns  ‘shopping.’  If  the  doctor  does  not  satif  I 
the  patient  in  what  he  feels  are  his  prescripti  f 
needs,  he  will  go  to  a more  obliging  doctor.  T 
government  is  now  considering  a nominal  fee 
each  prescription,  but  the  major  problem  remains  < 
be  solved.” 

Dr.  Cook  in  his  report  to  Parliament  said  tl 
“unless  the  desired  reforms  made  possible  by  i I 
new'  legislation  last  session  provide  satisfacti  a 
remedies,  the  present  system  of  social  secur 
medicine  in  New'  Zealand  will  have  to  be  eitl 
modified  considerably  or  replaced  by  a system  m 
readily  controllable.” 


MODERATE  DOSES  OF  ESTROGEN  AND  THYROID  IN  THE 
PREVENTION  OF  ABORTION 

ULIUS  Brimberg,  M.D.,  Nathan  H.  Hass,  M.D.,  M.  Gideon  Drimer,  M.D.,  and 
Charles  C.  Weitzman,  M.D.,  Brooklyn,  New  York 


■ 

HE  relationship  of  insufficient  thyroid  activ- 
ity to  the  incidence  of  abortion  was  demon- 
strated by  Kemp,  whose  statistics  disclosed  the 
liigh  rate  of  abortions  occurring  among  women 
iving  within  the  goiter  belt.1  According  to 
Vlazer  and  Israel,  although  symptomless  hypo- 
hyroidism  is  not  common  in  the  nonpregnant 
yoman,  it  may  be  prevalent  during  pregnancy 
lue  to  the  increased  need  for  the  iodine-containing 
iormone.2  Peters,  Man,  and  Heinemann,  in 
heir  studies  of  thyroid  function  in  pregnancy, 
nave  shown  that  the  precipitable  iodine  of  the 
;erum  protein  gives  a more  accurate  determina- 
tion of  the  basal  metabolic  rate.3  The  study  has 
ndicated  that,  if  the  precipitable  iodine  fraction 
Is  low  in  pregnancy,  in  the  early  months  a 
miscarriage  will  probably  ensue,  even  though  the 
basal  metabolic  rate  was  within  normal  limits. 
Administration  of  thyroid  extract  caused  an  ele- 
. ration  of  the  serum  iodine  to  the  normal.  Delfo 
md  Jones,  in  a study  of  endocrine  patterns  in 
tbortions,  demonstrated  that, . in  cases  of  low 
thyroid  activity,  there  is  a decrease  in  the 
i chorionic  gonadotropins.4  Therefore,  the  rou- 
tine administration  of  thyroid  to  pregnant  women 
with  histories  of  previous  abortions  is  generally 
considered  to  be  a rational  procedure,  even 
though  lowered  basal  metabolic  rates  usually 
■ jcannot  be  demonstrated  in  these  patients. 

Following  Karnaky’s  original  publication  on 
the  use  of  large  doses  of  stilbestrol  for  the  pre- 
vention of  abortion,  numerous  publications  have 
jappeared  indicating  favorable  results  with  this 
Tegimen  despite  a lack  of  agreement  on  the  modus 
operandi.5  The  Smiths  observed  a rise  in  estro- 
gen secretion  during  the  tenth  to  the  twelfth 
week  of  a normal  pregnancy  with  a concurrent 
drop  in  the  gonadotropin  levels.6,7  Since  an  in- 
crease in  progesterone  was  noted  just  before  this 
rise  in  estrogens,  the}'  concluded  that  estrogens 
utilize  chorionic  gonadotropin  for  the  placental 
production  of  progesterone.  Thus,  they  sug- 
gested that  the  placenta  is  stimulated  by  diethyl- 
stilbestrol  to  produce  estrogens  and  progesterone 
by  its  action  on  the  gonadotropins.  W.  P. 
Smith  in  more  recent  studies  further  advanced 
the  belief  that  stilbestrol  enhances  the  utilization 
of  chorionic  gonadotropin  for  the  production  of 
progesterone,  a deficiency  of  which  is  regarded  as 
a major  etiologic  factor  in  abortion.8,9  Davis 
and  Fugo  postulated  that  diethylstilbestrol  may 


tend  to  prevent  abortion  by  favorably  influencing 
the  placental  circulation  or  early  placental  devel- 
opment.10 

Material 

The  purpose  of  this  study  was  to  combine  the 
respective  advantages  of  the  thyroid  and  the 
estrogenic  regimen  for  the  prevention  of  abortion 
and  to  ascertain  whether  or  not  there  might  be 
any  apparent  clinical  gain  by  use  of  the  combina- 
tion. In  this  preliminary  report,  75  pregnant 
women,  with  histories  of  one  to  five  abortions, 
were  treated  with  thyroid  and  estrogen.  Seven  of 
these  women  had  previously  been  given  this 
regimen  so  that  a total  of  82  pregnancies  is  re- 
ported herewith.  Therapy  was  commenced  at 
the  time  of  the  diagnosis  of  pregnancy  and  con- 
tinued to  the  thirty-fifth  week  of  pregnancy. 

To  obviate  the  possibility  of  the  male  as  a 
cause  of  the  abortions  in  these  cases,  semen  analy- 
ses of  the  husbands  were  done.  Teratospermia  is 
suspected  of  producing  repeated  abortions. 
Moench  has  shown  that  in  cows  a high  percentage 
of  abnormalities  caused  repeated  miscarriages 
whereas,  when  sired  by  sperm  of  normal  mor- 
phology, these  cows  were  delivered  of  full-term 
pregnancies.11  Lane-Roberts  has  noted  the  same 
relationship  of  abnormalities  of  the  sperm  heads 
to  the  frequency  of  repeated  miscarriages  among 
his  series  of  sterile  couples.12  In  the  semen 
analyses  of  the  husbands,  the  percentage  of 
abnormal  sperm  heads  ranged  from  8 to  16  per 
cent.  It  was  felt  then  that  the  probable  cause  of 
the  repeated  abortions  lay  within  the  prospective 
mothers. 

Ethinyl  estradiol  was  preferred  by  the  authors 
in  this  study  as  it  is  the  most  potent  oral  estrogen 
known  and  has  estrogenic  action  similar  to  the 
true  follicular  hormone,  estradiol.*-13  Patients 
with  a history  of  one  abortion  were  given  0.05 
mg.  ethinyl  estradiol  daily  with  the  dosage  in- 
creased to  0.1  mg.  in  two  months  and  then  to 
0.15  mg.  in  four  months.  Patients  with  histories 
of  more  than  one  abortion  were  given  0.05  mg. 
daily  with  the  dosage  increased  0.05  mg.  each 
month  until  the  dosage  was  0.3  mg.  per  day. 
The  average  daily  dose  of  thyroid  was  1 grain, 
dependent  upon  the  basal  metabolic  rate  and  the 
individual  tolerance. 


* Ethinyl  estradiol,  “Estinyl,”  Sobering  Corporation. 
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TABLE  I. — Results  of  Study  in  75  Women 


xt 

Previous 

3 

* a 

i 

2 

4 

5 

Totals 

Number  of  patients 

33 

24 

14 

3 

1 

75 

Number  of  treated  pregnancies 

35 

27 

16 

3 

1 

82 

Number  of  previous  deliveries  (each  from  a 

different  mother) 

20 

8 

1 

0 

0 

29 

Complications  during  pregnancy 

Staining 

11 

5 

2 

1 

0 

19 

Abdominal  cramps 

5 

7 

6 

0 

0 

18 

Hyperemesis  gravidarum 

1 

2 

3 

0 

0 

6 

Hypertension 

2 

3 

0 

0 

0 

5 

Number  of  full-term  live  births 

33 

24 

13 

3 

1 

74  (90.2%) 

Number  of  premature  live  births 

1 

0 

1 

0 

0 

2 (2.4%) 
6 (7.4%) 

Number  of  abortions 

1 

3 

2 

0 

0 

The  results  of  this  study  are  summarized  in  the 
above  table  (Table  I). 

Case  Reports 

The  case  histories  of  the  three  patients  with 
histories  of  four  previous  abortions  and  the  one 
with  five  previous  abortions  are  presented  here- 
with. 

Case  1. — D.  S.  was  a gravida  5,  Para  0,  age  thirty- 
five  years,  married  thirteen  years.  Her  menses 
started  at  the  age  of  twelve  and  were  of  the  twenty- 
eighty-day  cyle  type  with  four-day  flow.  Blood  type 
was  A,  Rh  negative  (husband  was  type  O,  Rh 
negative) ; hemoglobin  83  per  cent,  basal  metabolic 
rate  —5,  blood  pressure  120/80,  and  physical  ex- 
amination negative. 

Her  first  pregnancy  was  in  1936  and  ended  in 
miscarriage  in  the  fourth  month.  The  second  preg- 
nancy one  year  later  was  marked  by  bleeding  which 
started  in  the  sixth  month,  and  the  products  of 
conception  were  expelled  spontaneously.  The  third 
pregnancy  in  1939  terminated  in  a spontaneous 
abortion  in  the  second  month.  Her  fourth  preg- 
nancy in  1940  terminated  similarly  in  the  fourth 
month.  The  fifth  pregnancy  treated  by  us  with 
ethinyl  estradiol  and  thyroid  in  small  doses  resulted 
in  a normal  low  forceps  delivery  under  continuous 
caudal  analgesia  of  a normal  7-pound,  2-ounce 
female. 

Case  2. — A.  G.  was  a gravida  5,  Para  1,  age  thirty- 
two  years,  married  twelve  years.  Her  menses 
started  at  the  age  of  thirteen  and  were  of  the  twenty- 
eight-day  cycle  type  with  six-day  flow.  Blood  type 
was  O,  Rh  positive,  hemoglobin  90  per  cent,  basal 
metabolic  rate  —1,  blood  pressure  140/85,  and 
physical  examination  negative. 

In  January,  1939,  patient  aborted  in  approxi- 
mately the  tenth  week  after  conception.  In  De- 
cember, 1939,  patient  had  an  incomplete  abortion 
requiring  dilatation  and  curettage  after  having 
missed  three  menstrual  periods.  In  1940,  a preg- 
nancy resulted  in  complete  abortion  after  twelve 
weeks  of  gestation.  During  1943,  patient  mis- 
carried in  the  sixth  month  expelling  the  fetus  and 
placenta  after  two  months  of  continuous  staining 
in  spite  of  bed  rest.  In  1947,  patient  was  treated 
by  us  with  small  doses  of  ethinyl  estradiol  and  thy- 
roid, resulting  in  a spontaneous  delivery  of  a 6- 
pound,  8-ounce  male. 


Case  3. — C.  S.  was  a gravida,  5,  Para  1,  age 
thirty-seven  years,  married  ten  years.  Menses 
started  at  the  age  of  twelve  and  were  of  a twenty- 
day  cycle  type  with  five-day  flow.  Blood  type  was 
O,  Rh  negative,  hemoglobin  88  per  cent,  basal  met- 
abolic rate  +10,  blood  pressure  130/75.  Physical 
examination  was  negative  except  for  a second  degree 
retroversion  and  an  enlarged  right  ovary. 

First  pregnancy  was  in  1941  and  resulted  in  a 
spontaneous  abortion  in  the  third  month.  This 
occurred  again  in  1945  after  eight  weeks  of  gesta- 
tion. In  1946,  a pessary  was  inserted  to  correct 
the  retroversion  which  was  thought  to  be  the  cause 
of  her  habitual  abortion.  She  became  pregnant 
shortly  thereafter  but  miscarried  after  four  and  a 
half  months.  In  1947,  she  again  became  pregnant 
but  aborted  in  the  third  month. 

In  1948  she  was  treated  by  us  with  ethinyl  estra- 
diol and  thyroid  in  small  doses  after  becoming  preg- 
nant again.  In  her  third  month  of  gestation  she 
began  to  stain  and  was  confined  to  bed.  Bleeding 
was  controlled,  and  patient  continued  in  her  preg- 
nancy to  term  when  she  was  delivered  of  a living 
male  child. 

Case  4. — S.  R.  was  a gravida  6,  Para  1,  age 
thirty-five  years,  married  twelve  years.  Her 
menses  started  at  the  age  of  thirteen  and  were  of  the 
twenty-six-day  cycle  type  with  five-day  flow. 
Blood  type  was  B,  Rh  positive,  hemoglobin  76  per 
cent,  basal  metabolic  rate  —12,  and  blood  pressure 
120/70.  Physical  examination  was  negative. 

First  pregnancy  in  1937  resulted  in  a miscarriage 
in  the  fourth  month.  Second  pregnancy  in  1939 
terminated  in  an  incomplete  abortion  in  the  sixth 
month  and  required  curettage.  Third  pregnancy 
in  1941  also  resulted  in  miscarriage  in  the  third 
month.  Fourth  and  fifth  pregnancies  in  1942  and 
1944  aborted  after  five  months. 

The  sixth  pregnancy  was  treated  by  us  with 
ethinyl  estradiol  and  thyroid  in  small  doses.  Ir 
her  fourth  month  she  began  to  stain  while  doinf 
housework  and  was  confined  to  bed.  The  dosage  o 
ethinyl  estradiol  was  increased  from  2 to  4 mg 
daily.  On  the  fourth  day  bleeding  stopped,  and  pa 
tient  was  confined  to  bed  for  another  two  weeks 
The  increased  dosage  was  continued  until  preg 
nancy  terminated  in  the  full-term  delivery  of  a 7 
pound,  8-ounce  male. 

Comment 

Although  the  number  of  cases  in  this  study  i 
insufficient  to  permit  definite  conclusions,  tb 
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icidence  of  fetal  salvage  (92.6  per  cent),  includ- 
ig  premature  live  births,  is  high  enough  to 
warrant  further  investigation  of  this  regimen, 
’he  fact  that  all  of  the  patients  with  four  or  more 
revious  abortions  delivered  at  full  term  indicates 
hat  the  regimen  of  combined  ethinyl  estradiol 
nd  thyroid  may  provide  a higher  incidence  of 
3tal  salvage  than  other  procedures  employed 
oday.  The  criteria  for  thyroid  administration 
;sed  by  us  are  much  less  rigid  than  those  in  which 
lypothyroidism  is  the  indication.  In  this  series 
he  dosage  of  ethinyl  estradiol  was  kept  as  low  as 
tossible.  It  is  our  opinion  that  greater  clinical 
xperience  with  endocrine  therapy  will  be  re- 
tired before  any  established  regimen  can  be  set 
orth  and  that  only  through  clinical  research  can 
his  be  done. 

Nummary 

1.  Eighty-two  cases  of  pregnancy  with  his- 
,ories  of  previous  abortions  were  treated  with 
noderate  doses  of  ethinyl  estradiol  and  thyroid 
until  the  thirty-fifth  week  of  pregnancy. 


2.  The  unusually  high  incidence  of  full-term 
deliveries  warrants  further  usage  and  evaluation 
of  the  regimen. 
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REPORTS  X-RAY  SUPERIOR  THERAPY  IN 

X-ray  excels  hormones  in  the  treatment  of  pa- 
tients with  inoperable,  advanced  breast  cancer 
which  has  spread  to  bony  structures,  according  to  a 
report  in  the  November  18  issue  of  the  J.A.M.A.  A 
high  percentage  of  cases  of  advanced  mammary  can- 
cer develop  complications  in  the  form  of  bone  metas- 
tases.  This  constitutes  perhaps  the  leading  source 
of  distress  and  disability  from  the  disease.  The 
j question  which  a cooperative  study  is  trying  to 
answer  is  whether  these  bone  metastases  should  be 
treated  primarily  with  x-rays,  with  steroid  hormones, 
or  with  a combination  of  both. 

A San  Francisco  group  reported  on  a study  of  79 
patients  treated  with  irradiation  and  of  20  patients 
to  whom  hormones  were  administered  after  it  was 
proved  that  the  breast  cancer  had  spread  and  that 
the  problem  was  largely  one  of  relief  of  pain  in  the 
final  stages  of  life.  They  also  reviewed  similar  re- 
ports by  other  groups.  The  report  said  that  about 
70  per  cent  of  such  patients  are  relieved  of  pain  by 
roentgen  therapy,  the  relief  lasting  for  from  50  to  100 
per  cent  of  their  survival  time  in  some  three  fourths 
of  the  cases. 

In  steroid  hormone  therapy  from  40  to  75  per  cent 
of  such  patients  are  relieved,  the  relief  being  more 
pronounced  in  those  receiving  androgens  than  those 
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receiving  estrogens.  “This  relief  lasts  for  a variable 
number  of  months,  the  average  being  less  in  our  ex- 
perience than  that  obtained  with  irradiation,”  said 
the  report. 

The  average  survival  of  the  patients  receiving  ir- 
radiation was  twelve  months  in  the  San  Francisco 
study,  measured  from  the  time  the  spread  to  bony 
structures  was  established.  With  hormones,  the 
average  survival  was  8.8  months — 8.1  months  for 
patients  receiving  androgens  and  9.7  months  for  a 
smaller  group  receiving  estrogens. 

The  report  also  pointed  out  that  the  steroid  hor- 
mones produced  more  side-effects  and  that  some 
cases  were  considerably  aggravated  by  therapy. 
Many  of  these  effects,  it  added,  could  be  controlled 
only  by  discontinuance  of  the  hormone.  “In  general, 
unpleasant  side-effects  appear  in  about  5 per  cent  of 
patients  treated  with  roentgen  rays  and  in  about  25 
per  cent  of  those  treated  with  steroids.” 

“Whether  simultaneous  irradiation  and  steroid 
hormone  therapy  increases  or  decreases,  comfortable 
life  has  not  yet  been  demonstrated,”  the  report  con- 
tinued. “It  is  our  impression  that  the  two  weapons 
ought  to  be  used  serially  in  patients  with  bone 
metastases  and  only  when  indicated,  rather  than 
simultaneously  or  in  combination.” 
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Walter  S.  Wiggins,  M.D.,  Martin  F.  Hilfinger,  M.D.,  and  Leon  G.  Berman,  M.D., 
Syracuse,  New  York 

( From  the  Departments  of  Medicine,  Pathology,  and  Surgery,  Syracuse  University  College  of  Medicine) 


IT  WAS  estimated  in  1944  that  there  were 
300,000  new  cases  of  cancer  and  about  150,000 
deaths  in  this  country  from  this  disease  annually.1 
In  1950,  it  is  expected  that  there  will  be  about 
200,000  cancer  deaths.2  Although  it  would 
appear  that,  since  1935,  by  far  the  largest  part  of 
this  increase  has  been  due  to  an  increase  in  the 
size  of  the  population  and  an  increase  in  the 
proportion  of  persons  in  the  older  age  groups, 
this  in  no  way  alters  the  increasing  importance  of 
the  cancer  problem.3 

The  most  promising  immediate  hope  in  dimin- 
ishing cancer  mortality  lies  in  earlier  recognition 
and  treatment.  A great  deal  of  effort  is  being 
expended  in  the  search  for  new  diagnostic  aids, 
but,  to  date,  except  for  those  confined  to  certain 
specific  types  of  cancer,  this  search  has  not  pro- 
duced any  technic  of  great  practical  value.4  In 
addition,  there  is  general  agreement  that  current 
survival  rates  could  be  greatly  increased  if  present 
proved  methods  of  diagnosis  and  treatment  were 
utilized  earlier  in  the  course  of  disease.  In  the 
upstate  New  York  area  there  is  at  present  a 25 
per  cent  over-all  five-year  survival  rate.  If  all 
cases  were  treated  early,  it  is  estimated  this  could 
be  doubled.5 

Patients  themselves  and  their  physicians  are  the 
most  important  factors  that  must  be  influenced 
to  bring  about  this  great  potential  increase  in 
survival  rates,  and  various  agencies  are  now  en- 
gaged in  educational  programs  for  both  groups. 
This  study  is  presented  to  show  in  concrete  form 
the  need  for  greater  cancer  consciousness  on  the 
part  of  both  lay  and  professional  people  in  the 
upstate  New  York  area. 

Material 

The  data  for  this  study  were  obtained  from  the 
records  of  the  Syracuse  Medical  Center  Tumor 
Clinic  at  the  Syracuse  Memorial  Hospital. 
With  only  few  exceptions,  the  case  histories 
analyzed  were  of  patients  seen  in  the  clinic  be- 
tween July,  1948,  and  January,  1950.  The  only 
criterion  for  selection  was  that  the  case  history 
contained  all  of  the  necessary  information.  A 
total  of  223  histories  of  patients  with  malignant 
diseases  was  found  suitable.  Records  were 
rejected  if  they  contained  no  specific  notation  as 
to  whether  or  not  delay  was  present  and  also,  in 
the  presence  of  a statement  of  delay,  when  the 
time  period  was  not  definite  or  when  the  respon- 


sibility for  the  delay  was  not  clearly  defined. 
Since  it  would  require  only  a simple  statement  to 
record  the  fact  that  there  was  no  delay  as  opposed 
to  many  statements  necessary  to  elucidate  the 
length  of  delay  and  the  responsibility  for  the 
delay,  it  would  seem  reasonable  to  assume  that  if 
there  was  any  weighing  of  data  inherent  in  the 
method  of  selection  of  records,  it  would  be  in  the 
direction  of  overloading  the  no  delay  group.  As 
has  been  noted  in  a previous  similar  study,  the 
data  were  obtained  from  the  patient  and  may 
well  be  somewhat  biased  in  favor  of  the  patient 
and  against  the  physician,  but  this  cannot  be  a 
large  factor  and  should  not  influence  the  general 
information  that  this  study  is  designed  to  pre- 
sent.6 

Methods 

The  method  used  for  assigning  responsibility 
for  delay  is  as  follows  and  is  essentially  that  used 
originally  by  Pack  and  Gallo  :7 

1.  The  patient  was  considered  to  have  de- 
layed if:  (A)  he  did  not  consult  his  physician 
within  one  month  of  the  onset  of  symptoms,  or 
(. B ) he  refused  to  accept  his  physician’s  advice 
aimed  at  establishing  a correct  diagnosis. 

2.  The  physician  was  considered  to  have  de- 
layed if:  (A)  a correct  diagnosis  was  not  estab- 
lished within  one  month  after  the  patient  first 
sought  medical  advice  for  symptoms  referabh 
to  his  malignant  disease,  or  (B)  improper  advice 
or  treatment  was  given  to  the  patient  and  noi 
corrected  within  one  month  of  the  patient’s  initia 
visit. 

3.  When  a combination  of  (1)  and  (2)  wa; 
present,  the  responsibility  for  delay  was  assignee 
to  both  patient  and  physician. 

These  criteria  represent  a departure  from  thos 
used  by  Pack  and  Gallo  and  subsequently  b; 
Leach,  Robbins,  and  DeLawter  in  that  the  pre 
vious  authors  used  three  months  as  the  critica 
time  period  for  patients  and  one  month  for  physi 
cians.8  We  have  used  one  month  as  the  arbi 
trary  period  beyond  which  delay  was  counted  fo 
both  patient  and  physician  since  it  is  our  feelin 
that  when  dealing  with  cancer  just  as  much  u 
reversible  growth  takes  place  in  a three-mont 
period  whether  that  period  of  delay  is  due  to  pi 
tient  or  physician.  Unless  otherwise  noted,  a 
of  our  data  are  computed  on  a one-month  bas 
for  both  patient  and  physician. 
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TABLE  I. — Delay  in  Per  Cent  of  Total  Number  of  Patients 


Responsibility 

1950 

1948 

DeLawter 
(Per  Cent) 

1947 

Leach  and  Robbins 
(Per  Cent) 

1938 

Pack  and  Gallo 
(Per  Cent) 

1 Month 
(Per  Cent) 

3 Months* 
(Per  Cent) 

itient  alone 

43> 

3V 

/ 

CO 

32> 

44\ 

>62 

itient  and  physician 

22< 

n/ 

11< 

>44 

>44 

>25 

>39 

>35 

lysician  alone 

22/ 

27/ 

19/ 

28x 

17/ 

o delay 

13 

26 

37 

29 

21 

* Only  data  in  this  column  can  be  compared  with  data  of  other  authors. 


esults  • 

The  data  are  first  broken  down  to  show  delay 
terms  of  percentage  of  total  number  of  pa- 
ents  and  to  assign  responsibility  for  that  delay 
[’able  I) . The  data  from  this  present  study  are 
impared  with  those  previously  reported.  Fig- 
■es  for  this  series  are  presented,  using  both  one 
onth  and  three  months  as  the  critical  periods 
r patient  delay.  It  should  be  noted  that  since 
le  other  authors  used  a three-month  delay  pe- 
iod  for  patients,  only  the  three-month  data  from 
lis  present  study  are  valid  for  comparison.  It 
recognized  that  there  may  be  minor  differences 
jtween  the  studies  on  a geographic  basis,  but 
lis  factor  can  hardly  be  considered  significant 
lough  to  alter  over-all  conclusions. 

The  data  are  also  analyzed  in  regard  to  the 
lm  of  the  months  delay  in  each  responsibility 
-oup  (Table  II) . The  group  in  which  there  was 


TABLE  II. — Delay  in  Months 


lesponsibility 

Num- 

ber 

of 

Patients 

Total  Months 

Median 

Delay 

(Months) 

atient  alone 

96 

1.476s 

4.0 

>2,425  (67%) 

atient  and 

49 

949/ 

7.6 

physician 

534s, 

3.6 

hysician  alone 

49 

667/ 

>1.201  (33%) 

6.7 

0 delay 

29 

... 

Total 

223 

combination  of  physician  and  patient  delay  is 
ubdivided  to  portray  the  amount  of  delay  of 
ach  so  that  the  total  months  of  delay  due  to 
atient  and  to  physician  could  be  computed, 
ledian  delay,  rather  than  average  delay,  is 
sed  so  that  the  data  will  not  be  unduly  influ- 


enced by  the  few  instances  of  exceedingly  long 
delay. 

Some  malignant  lesions,  because  of  their  loca- 
tion and  vague  symptomatology,  are  difficult  to 
diagnose,  involving  extensive  and  usually  ex- 
pensive diagnostic  procedures.  There  are  fac- 
tors, economic  and  other,  influencing,  the  phy- 
sician’s decision  as  to  which  procedures  should  be 
done  and  when  they  should  be  done.  With  this 
in  mind,  it  was  thought  that  all  cases  in  which 
there  was  a physician  delay  should  be  further 
broken  down  into  those  that  by  their  location 
should  be  easy  to  diagnose.  In  Table  III  are 
data  relevant  to  the  total  cases  with  physician 
delay  and  those  cases  in  this  same  group  with 
lesions  that  could  be  seen  or  felt,  in  most  in- 
stances, with  a cursory  physical  examination. 

Comment 

It  is  apparent  from  a comparison  of  the  data  in 
Table  I that  there  has  been  improvement  on  the 
part  of  the  patient  in  decreasing  delay  since  Pack 
and  Gallo’s  report  in  1938.  However,  it  is  to  be 
noted  that  there  has  been  only  a slight  increase 
in  the  proportion  of  patients  in  whom  there  has 
been  no  delay  and  a significant  increase  in  the  in- 
cidence of  physician  delay.  It  would  appear  that 
whatever  ground  has  been  gained  in  making  ear- 
lier diagnoses  and  thus  affording  the  patient  a 
better  chance  for  survival  has  been  due  entirely  to 
an  increase  in  knowledge  and  application  of  that 
knowledge  on  the  part  of  the  patient.  Further- 
more, the  data  suggest  that  a large  part  of  this 
improvement  has  been  negated  by  an  actual  in- 
crease in  the  number  of  instances  in  which  the 
physician  alone  is  responsible  for  the  delay  in 
diagnosis. 

When  the  delay  is  analyzed  on  a temporal  basis, 
it  becomes  evident  that  the  time  lost  through 


TABLE  III. — Physician  Delay  in  Presence  of  Easily  Detected  Lesions 


Number 

Per  Cent 

Number  of 
Months 
Delay 

Per  Cent 

Median  Delay 
(Months) 

|otal  cases  with  physician  delay 

98 

100 

1,201 

100 

5.3 

■ases  with  easily  detected  lesions* 

44 

45 

791 

66 

6.0 

* Includes  only  lesions  of  akin,  lip,  mouth,  and  breast. 
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physician  delay  is  certainly  significant  (Table 
II) . The  significance  of  this  becomes  even  more 
apparent  when  the  data  for  median  delay  are 
considered  in  those  cases  in  which  there  was 
physician  delay  in  the  presence  of  easily  detected 
lesions  (Table  III).  The  median  physician  delay 
in  cases  with  easily  detected  lesions  was  longer 
than  that  in  all  cases  with  physician  delay. 
It  also  seems  significant  that  almost  half  of  the 
patients  in  whom  there  was  physician  delay  were 
those  with  easily  detected  lesions  and  that  more 
than  half  of  the  total  time  lost  by  physicians  was 
in  this  same  group. 

As  was  previously  stated,  it  is  appreciated  that 
these  data  may  well  be  biased  against  the  physi- 
cian, but  it  seems  doubtful  that  this  can  be  a 
large  enough  factor  to  detract  from  the  general 
conclusions  drawn  from  these  data.  It  is  also 
recognized  that  physicians  have  many  problems 
other  than  cancer  demanding  a great  deal  of  time 
and  effort.  However,  in  light  of  the  data  sub- 
mitted, one  wonders  if  there  is  any  problem 
other  than  cancer  in  which  the  expenditure  of 
just  enough  time  to  do  a routine  physical  ex- 
amination could  evoke  such  a great  reward. 
Such  a procedure  would  almost  halve  the  inci- 
dence of  physician  delay  and  certainly  have  a very 
significant  effect  in  increasing  the  number  of 
patients  who  would  survive  this  disease. 


Summary 

1.  Case  histories  of  223  patients  with  malig 
nant  disease  are  analyzed  in  relation  to  delay  ii 
diagnosis  and  as  to  whether  the  delay  was  |h> 
responsibility  of  the  patient  or  the  physician. 

2.  Comparison  of  the  results  of  this  study  witl 
those  of  other  authors  shows  that  there  has  beei 
improvement  on  the  part  of  the  patient  but  tha 
this  improvement  has  been  almost  entirel; 
nullified  by  an  increase  in  the  incidence  of  phy 
sician  delay. 

3.  Almost  half  of  the  cases  in  which  there  wa 
physician  delay  had  lesions  so  located  that  the; 
should  have  been  easily  detected.  More  thai , 
half  of  the  total  time  lost  by  physicians  was  in  thi 
same  group  of  easily  detected  lesions. 
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RADIOACTIVE  DYE  USED  TO  DETECT  BRAIN  TUMORS 


A high  degree  of  accuracy  in  detecting  and  local- 
izing brain  and  spinal  cord  tumors  by  using  a radio- 
active dye  is  reported  by  a group  of  Chicago  medical 
researchers  after  a study  of  200  suspected  patients. 
A 95.5  per  cent  accuracy  in  diagnosis  of  tumors  of 
the  central  nervous  system  is  revealed  in  the  Decem- 
ber 23  issue  of  the  J.A.M.A.  The  report  was  made 
by  Drs.  Loyal  Davis,  John  Martin,  Moses  Ashken- 
azy, and  George  V.  LeRoy,  and  Theodore  Fields,  B.S. 

The  study  was  begun  in  July,  1949,  and  is  still 
being  carried  on.  Since  the  initial  report  citing 
200  patients  was  submitted  to  the  J ournal,  hundreds 
more  have  been  examined.  Dr.  Davis  estimated 


that  approximately  500  patients  now  have  be<  I 
studied  and  diagnosis  made  “with  the  same  degn 
of  accuracy.”  I 

The  radioactive  substance  used  is  di-iodonu 
rescein — -a  chemical  iodine  dye  compound,  from  tl 
Isotope  Division,  Oak  Ridge  National  Laborator 
United  States  Atomic  Energy  Commission.  Tb,| 
radioactive  dye  has  an  affinity  for  tumor  tissue,  tl  I 
surgeons  said,  reporting  that  “the  more  maligna 
the  neoplasm  the  greater  the  radiofluorescein  j [ 
concentration.”  By  using  radiation  detection  equi 
ment  the  concentration  is  located,  revealing  tl  I 
site  of  the  tumor. 


DMINISTRATIVE  ASPECTS  OF  A BCG  VACCINATION  CLINIC 
DR  NEWBORNS 

eliminary  Report 

:hel  G.  Cermak,  M.D.,  and  Konrad  Birkhaug,  M.D.,  Albany,  New  York 

rom  the  Department  of  Pediatrics  of  Albany  Medical  College,  the  Pediatric  Service  of  Albany  Hospital,  and 
Division  of  Laboratories  and  Research,  New  York  State  Department  of  Health) 


'"’HERE  has  already  been  accumulated  much 
L evidence  to  prove  the  harmlessness  and 
dcacy  of  BCG  (Bacille-Calmette-Gu6rin)  in 
lucing  the  incidence  of  tuberculous  infection 
ten  given  to  known  tuberculin  nonreactors  in 
pulations  with  high  infectivity  rates.  The 
)st  convincing  and  best  controlled  studies  have 
en  presented  by  Heimbeck,  Wallgren,  Holm, 
We,  Aronson  and  Palmer,  Rosenthal,  Ferguson, 
rguson  and  Simes,  Birkhaug,  and  others.1-11 
'ie  Tuberculosis  Control  Division  of  the  New 
i)rk  State  Department  of  Health  has  issued  the 
ilowing  official  statement  in  its  pamphlet  on 
ICG  Vaccination”:12 

BCG  vaccination  is  one  of  the  known  methods 
of  reducing  morbidity  and  mortality  from  tubercu- 
losis, and  at  present  is  the  only  known  practical 
method  of  inducing  specific  resistance  to  tubercu- 
losis. There  is  general  agreement  on  two  points: 
(a)  it  is  safe;  (6)  it  serves  to  convert  nonreactors 
to  tuberculin  to  reactors  through  infection  with 
avirulent  and  benign  bovine  tubercle  bacilli. 
There  is  sufficient  evidence  of  the  effectiveness  of 
BCG  to  warrant  its  use  in  selected  population 
groups  in  which  the  infection  rate  is  high.  Per- 
sons who  do  not  react  to  tuberculin  in  such  groups 
might  otherwise  be  first  infected  with  virulent 
organisms.  BCG  vaccine  is  not  to  be  adminis- 
tered  indiscriminately,  because  it  can  be  of  bene- 
fit only  to  those  persons  who  have  NOT  been  in- 
fected by  the  tubercle  bacillus.  It  must  be  em- 
phasized that  BCG  vaccine  has  NO  value  in  the 
treatment  of  tuberculous  disease. 

aterial 

In  1948,  records  of  all  infants  and  children  hos- 
talized  with  tuberculous  disease  at  Albany 
ospital  during  the  previous  eleven  years  were 
viewed  by  one  of  us  (E.G.C.).  There  had  been 
1 cases  with  18  deaths.  Fourteen  of  these 
:aths  were  in  children  under  five  years  of  age 
dg.  1). 

Of  the  89  cases  of  tuberculosis,  33  were  dis- 
>vered  through  follow-up  of  known  contacts, 
hree  of  these  died.  In  56  of  the  89  cases  the 
mtact  was  not  known.  Fifteen  of  these  56  died, 
1 in  the  first  five-year  age  period.  These  13 
2aths  had  not  been  prevented  by  existing  meth- 
is  of  tuberculosis  control  and  constituted  a 
•rge  enough  group  to  warrant  a program  of  vac- 


0 1 2.  3 4 5 6 T 8 9 10  11  12.  13  14 


A&E.  in  YEARS 

Fig.  1.  Tuberculous  disease  as  recorded  at 
Albany  Hospital  from  1937  to  1948  in  infants  and 
children. 


cination  with  BCG  in  the  newborn  nursery. 
Such  a program  was  begun  in  July,  1948,  under 
the  direction  of  a pediatrician  and  in  conjunction 
with  the  New  York  State  Department  of  Health, 
Division  of  Laboratories  and  Research. 

It  may  be  assumed  that  a pediatrician  should 
participate  in  such  programs  because  administra- 
tion of  nurseries  in  a general  hospital  is  often  the 
responsibility  of  the  pediatric  department. 
Moreover,  training  of  the  house  staff  in  immuniza- 
tion is  simply  extended  to  include  another  pro- 
cedure, and  from  the  standpoint  of  public  health 
this  prepares  a group  for  further  extension  of 
BCG  programs  if  and  when  they  become  desir- 
able. 

As  the  project  was  formulated,  it  had  several 
objectives: 

1.  To  discover  the  rate  of  acceptance  of  such 
a program  in  a general  hospital  when  parents  were 
informed  but  not  urged  to  accept. 

2.  To  find  how  much  cooperation  could  be  ex- 
pected on  a voluntary  basis  in  the  matter  of  fol- 
low-up examinations. 

3.  To  determine  the  personnel  necessary  to 
conduct  such  a program. 

4.  To  estimate  efforts  required  to  obtain  100 
per  cent  follow-up. 

5.  To  determine  effectiveness  of  BCG  in  con- 
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verting  nonreactors  to  tuberculin  to  reactors  in 
this  age  period. 

6.  To  lower  mortality  and  morbidity  from 
tuberculous  disease. 

Technic 

Information  concerning  incidence  and  mor- 
tality from  tuberculosis  was  presented  by  one  of 
us  in  staff  conferences  with  pediatricians  and  ob- 
stetricians of  the  hospital.  All  understood  the 
project  and  were  willing  to  cooperate. 

The  following  explanatory  statement  has  been 
mimeographed  and  is  distributed  among  pregnant 
women  in  the  clinics  and  obstetricians’  offices  and 
on  entry  to  the  hospital  for  delivery: 

Vaccination  against  tuberculosis  with  BCG  will 
be  done  in  the  newborn  nursery  at  Albany  Hos- 
pital on  any  infant  at  the  request  of  the  parents. 
This  is  similar  to  vaccination  against  smallpox 
except  that  there  are  no  reactions.  Usually  small 
red,  raised  spots  form  at  the  site  of  vaccination  by 
three  months  and  disappear  by  sLx  months. 

Over  the  past  ten  years  there  has  been  at  least 
one  death  a year  from  tuberculosis  in  infants  in 
this  area.  Most  of  these  caught  the  germ  from 
an  unknown  case  among  family,  friends,  or  hired 
help.  We  hope  to  avoid  these  cases  by  giving 
infants  immunity  almost  as  soon  as  they  are  born. 
For  a period  of  five  years  this  service  and  the  fol- 
low-up involved  will  be  free  of  charge. 

There  are  some  obligations  on  the  part  of  the 
parents: 

1.  They  must  keep  the  baby  separated  from 
all  people  other  than  the  few  involved  in  his  care; 
especially  if  these  people  have  a cough,  a hoarse 
voice,  or  a history  of  tuberculosis.  This  sepa- 
ration should  last  eight  to  ten  weeks,  or  until  the 
first  visit.  This  does  not  imply  in  any  way  that 
the  infant  is  more  susceptible  to  tuberculosis  dur- 
ing this  period.  It  is  merely  giving  the  infant  an 
opportunity  to  develop  some  degree  of  inununity 
to  tuberculosis  from  his  BCG  vaccination  before 
any  possible  exposure  could  occur. 

2.  Every  effort  must  be  made  to  bring  the 
baby  back  for  x-ray  and  tuberculin  tests  at  two 
months,  six  months,  one  year,  and  every  six 
months  thereafter  for  five  years.  This  follow-up 
is  essential  if  we  are  to  know  how  much  good  we 
are  doing.  Because  of  the  need  to  be  observed  by 
the  same  doctor,  these  follow-up  visits  must  be 
made  to  the  Outpatient  Clinic  at  Albany  Hospital 
on  Wednesday  mornings.  There  will  be  no  in- 
vestigation as  to  the  ability  to  pay.  X-rays  and 
tests  are  free.  Anyone  who  would  like  to  pay  for 
these  services  may  send  a check  to  BCG  Project, 
Pediatric  Department,  Albany  Hospital. 

If  you  are  interested  in  having  your  baby  receive 
BCG  while  in  the  hospital,  notify  your  obstetrician 
or  head  nurse. 

The  supervisor  of  nurses  in  the  newborn  nur- 
sery is  thoroughly  acquainted  with  all  aspects  of 


ALBANY  HOSPITAL 
BCG  RESEARCH  PROJECT 

Read  tuberculin  test  at p.m.  on . 

The  swelling  measures inches. 

The  redness  measures inches. 

It  looks  like  this  (draw) — 

There  is  no  reaction  where  the  needle  was  put  in 
(Check)  — — - 

If  in  doubt,  call  Albany  Hospital  8-4541,  Extension 
634,  and  talk  to  Miss  Roper. 

Signature 


Fig.  2.  Sample  return  addressed  card  for  reportin 
readings  of  tuberculin  tests  by  parents. 


the  program  and  in  her  rounds  of  postpartui 
mothers  supplements  the  forms  with  informatio  t 
necessary  to  clarify  the  procedure  and  its  objei 
tives.  She  is  requested  not  to  urge  the  progran 
She  obtains  written  consent  from  the  parent  an 
posts  the  list. 

Pediatric  house  officers  are  instructed  in  vat 
cination  with  BCG  by  Birkhaug’s  multiple  pum 
ture  method.13,14  Twice  a week  one  house  offici 
gives  these  vaccinations  to  babies,  usually  nun 
bering  from  six  to  15.  This  takes  about  or 
hour  at  each  session.  It  is  estimated  that  a max 
mum  of  25  can  be  given  in  one  hour.  On  di 
charge,  the  patient  is  given  an  appointment  I 
return  to  the  BCG  clinic  in  two  months. 

The  clinic  is  separate  from  any  other  clinic  ar  > 
has  a separate  waiting  area.  Parents  are  not  r I , 
quired  to  have  a means  tests  since  the  cost  of  tl 
project  is  defrayed  by  special  grants.  At  tl 
clinic  a tuberculin  test  (0.1  cc.  of  1: 100  O.T.) 
given  intradermally.  Parents  are  instructed 
reading  the  tuberculin  test  without  being  giv<  i 
any  knowledge  of  what  reaction  is  expecte 
They  report  the  result  on  a return  addressi  ’ 
card  (Fig.  2).  This  method  of  reading  tubercul  ' 
tests  reduces  the  number  of  visits  and  has  be 
shown  to  be  accurate  when  checked  by  a trairn  ' 
individual. 

This  visit  is  repeated  yearly.  So  far,  staff  tir 
involved  in  each  clinic  is  less  than  one  hour,  i 
secretary  fills  out  record  forms,  x-ray  requisitior  ' 
and  appointment  cards.  One  physician  rea 
BCG  reactions  and  gives  tuberculin  tests.  A . 
other  interviews  parents  and  instructs  them 
reading  tuberculin  tests.  One  nurse  is  in  atten  : 
ance. 

Considerable  time  can  be  wasted  in  transcri 
ing  each  clinic  visit  to  the  hospital  chart.  A b 
ter  procedure  is  to  identify  the  chart  of  patiei 
in  the  program  with  a bold  stamp,  keeping  t : 
original  form  available  for  reference.  A co 
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Name 

Last  name 
Home  address 


First  name 


No. Street  or  RD  No. 


BCG 

VACCINATION 

RECORD 

Exposure  to  TB 

Color  Sex 

Birthdate 

None  known 

Init  lal 

yr.  mo.  day 

familial  or 
non-famil lal 

No. 

C "ITT 

Group 

County  State 

Constant  or 
intennlt  tent 

TUBERCULIN  TESTS 

— X-RaY  EXAM  r NAT  ions 

Date 

Amt . 

Test 
mate  rial 

Induration 

(m.m.) 

Performed 

by 

Date 

Place 

Firm 

Inter- 
pretati on 

Inter- 
preted by 

Size 

Number 

BCG  VAC  Cl  NATIONS 

Date 

Lot 

No. 

Method. 
( amt . if 
intra- 
cut  . ; 

Reac  tlon 

Performed 

by 

TB  70 


New  York  State  lepartment  of  Health 


Fig.  3.  BCG  vaccination  record  sheet. 


)f  this  form  can  be  incorporated  in  the  hospital 
'ecord  when  the  entries  are  completed. 

Every  six  months  the  child  returns  for  a flat 
slate  of  the  chest.  Six  foot  plates  are  taken,  al- 
though photofluorographs  are  probably  satisfac- 
tory in  surveying  such  cases.  At  first  plates  were 
taken  with  the  child  held  vertically,  but  because 
interest  is  primarily  in  the  lung  fields  and  vertical 
x-rays  of  small  children  are  more  difficult  and 
time-consuming  than  horizontal,  they  are  now 
taken  horizontally. 

When  a patient  is  delinquent  the  following  form 
letter  is  sent  to  parents : 

It  has  come  to  my  attention  that  you  have  not 
returned  for  follow-up  on  the  BCG  vaccination 
administered  to  your  baby  in  the  Albany  Hos- 
pital. 

Your  baby  is  probably  now  immune  to  tuber- 
culosis, but  the  only  way  we  and  you  can  be  sure 
is  for  you  to  return  as  requested  for  the  tests. 
Please  make  every  effort  to  come  in  on  any 
Wednesday  at  10:00  a.m.  as  soon  as  you  can. 
The  follow-up  takes  no  more  than  fifteen  minutes. 

If  it  is  impossible  for  you  to  do  this,  please  call 
me,  and  I might  be  able  to  make  some  other 
arrangement. 

If  there  is  no  answer,  an  effort  is  made  to  con- 
tact parents  by  telephone  to  offer  a special  ar- 
rangement to  suit  their  time.  On  one  occasion 
the  director  and  one  house  officer  made  home  calls 


on  delinquent  cases.  With  a list  of  ten,  five  were 
found  and  tested;  the  others  were  not  located. 
This  involved  about  three  hours. 

Three  grants  have  been  applied  to  this  project, 
totaling  $1,200.*  This  money  is  sufficient  only 
to  reimburse  the  hospital  for  clinic  facilities  at  the 
rate  of  $2.00  per  visit  and  to  pay  for  materials 
and  mimeographing.  X-rays  are  financed  sepa- 
rately by  the  Albany  County  Tuberculosis  As- 
sociation at  a cost  of  $3.00  each.  Thus,  the  hos- 
pital is  reimbursed  $42  for  clinic  visits  and  x-rays 
for  each  case  studied  over  a period  of  five  years. 

The  services  of  a secretary  are  loaned  by  the 
Pediatric  Department.  During  the  first  year 
six  hours  weekly  were  devoted  to  this  project.  It 
is  estimated  that  twelve  hours  a week  will  be  re- 
quired to  do  secretarial  work  adequately  in  com- 
ing years. 

The  director  has  devoted  an  estimated  four 
hours  weekly  in  the  development  and  manage- 
ment of  the  program. 

The  nursing  services  of  the  newborn  and  out- 
patient staff  have  been  contributed  by  existing 
personnel,  two  hours  weekly  for  BCG  vaccination 
and  two  hours  weekly  in  the  clinic. 

Records  are  kept  on  standard  forms  issued  by 
the  New  York  State  Department  of  Health  (Fig. 
3).  It  is  planned  to  make  one  copy  for  the  New 

* Van  Rensselaer  Fund  and  Winthrop  Research  Fund, 
Albany  Medical  College,  and  the  Albany  County  Tuberculosia 
Association. 
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York  State  Department  of  Health,  one  for  the 
patient’s  physician,  and  one  for  the  hospital 
record.  Recently  these  forms  have  been  made 
on  translucent  paper.  Copies  may  be  produced 
by  photoduplication  (Ozalid)  quickly  whenever 
needed. 

Results 

Of  1,670  children  delivered  at  the  Albany 
Hospital  during  the  first  year  of  this  study,  622 
(37  per  cent)  received  BCG  vaccination.  Of 
those  vaccinated,  118  (19  per  cent)  did  not  re- 
turn for  any  reading  or  tuberculin  test;  four  had 
misunderstood  the  program  and  did  not  wish  to 
continue,  two  had  moved  out  of  town,  and  the 
others  may  be  considered  negligent.  Three 
more  reported  a BCG  “take”  but  moved  away 
without  receiving  a tuberculin  test.  Twenty- 
nine  had  a BCG  “take”  and  a tuberculin 
test  but  did  not  report  the  result  of  the  latter. 
The  total  delinquents,  those  without  any  tuber- 
culin report  following  BCG  vaccinations,  were 
151  (24  per  cent). 

The  total  known  BCG  “takes”  were  497, 
failures  seven.  Of  471  patients  tuberculin- 
tested  at  two  months,  425  (90.3  per  cent)  were 
positive,  46  (9.7  per  cent)  negative.  Of  the  lat- 
ter, 1 1 turned  positive  by  six  months,  the  remain- 
ing have  not  yet  been  retested. 

Three  hundred  thirty-three  x-rays  were  taken 
on  274  patients.  Five  showed  increased  lung 
markings  which  had  cleared  on  later  examination. 
Incidental  findings  such  as  enlarged  cardiac  and 
mediastinal  shadows  have  been  reported  to  the 
infant’s  physician.  They  occurred  in  38  x-ray 
examinations. 

There  was  a past  history  of  tuberculosis  in  the 
family  in  17  cases.  Three  children  were  dis- 
charged to  homes  from  which  some  member  was 
hospitalized  for  tuberculosis  at  the  time. 

One  child  died.  Final  autopsy  diagnosis  was 
chronic  bronchitis,  not  tuberculous. 

Comment 

Our  first  years  experience  in  this  project  has 


shown  that  the  problems  are  primarily  adminis- 
trative. These  include  planning  and  financing 
instructing,  and  securing  interdepartmental  co- 
ordination. Much  time  and  effort  must  also  tx 
directed  toward  record  keeping  and  follow-up 
work. 

By  fitting  this  program  into  the  routine  of  i 
general  hospital,  the  existing  house  physicians' 
nursery  personnel,  clinic  and  x-ray  department 
are  utilized.  The  case  load  added  to  the  x-raj 
department  is  large,  and  careful  scheduling  if 
necessary  to  avoid  delays. 

This  program  is  not  old  enough  to  draw  an) 
conclusions  about  the  efficacy  of  BCG  vaccina-| 
tion  in  this  newborn  nursery.  It  is  hoped  that  tl 
cumulative  experience  over  a period  of  five  yean 
will  be  sufficient  to  evaluate  BCG  vaccinatioi 
here. 

The  voluntary  acceptance  rate  following  i 
simple  information  sheet  might  be  considerec 
low.  This  rate  has  not  changed,  which  probabl) 
indicates  that  a more  vigorous  program  of  edu- 
cation is  needed. 

An  immeasurable  byproduct  of  this  prograiri 
is  the  education  of  parents  and  training  of  house: 
staff. 

Summary 

The  broad  details  of  a BCG  program  in  a gen-' 
eral  hospital  with  limited  funds  are  outlined. 
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THE  literature  in  the  last  few  years  has  be- 
come voluminous  on  the  subject  of  venous 
i-nj  thrombosis  and  pulmonary  embolism.  The 
therapy  recently  has  begun  to  veer  away  from 
femoral  vein  ligation  and  point  to  the  use  of 
ai  heparin  and  Dicumarol.  The  latter  results  from 
cii  ;the  fact  that  patients  have  gone  on  to  pulmonary 
ut  embolism  in  spite  of  superficial  femoral  vein 
It i ligation.  Also  the  factor  of  morbidity  and  mor- 
iti  tality  played  a role;  the  anticoagulants  gave  a 
much  lower  percentage,  beside  which  surgical 
ig  intervention  was  not  necessary.  However,  it 
lea  has  long  been  known  that  in  many  cases  the  anti- 
tl  /coagulants  are  not  the  answer  at  present.  Em- 
ri  bolism  continues  in  spite  of  the  therapy.  The 
ligation  of  the  inferior  vena  cava  has  been  pro- 
jraf  posed  as  the  necessary  therapy  in  those  cases. 
However,  this  is  thought  of  by  most  men  to  be  a 
particular  hazardous  operation  to  be  used  only 
in  very  few  cases.  Even  Allen  believes  that  the 
ligation  of  the  inferior  vena  cava  should  be  re- 
served  for  patients  having  repeated  septic 
emboli.1  This  misconception  is  belied  by  a study 
of  those  patients  who  had  their  vena  cava  ligated 
and  by  a study  of  the  collateral  circulation  in 
those  cases. 

To  understand  the  problem  of  venous  throm- 
bosis certain  physiologic  and  anatomic  facts  must 
be  known.  Phlebothrombosis  begins  in  the 
small  veins  of  the  legs.  It  is  first  attached  to  the 
vein  walls  and  later  floats  free  in  the  blood  stream, 
gradually  filling  the  small  venules.  This  pro- 
duces pain  by  causing  stagnation  of  the  stream 
and  an  excess  of  metabolic  products.  This  condi- 
tion also  produces  a phlebitis  secondarily.  It  is 
this  fact  that  confuses  the  physician  in  distin- 
guishing the  two  conditions.  The  phlebitis  is  of 
secondary  importance.  It  is  the  phlebothrom- 
bosis that  is  dangerous,  since  it  is  a bland  clot 
that  is  not  attached  freely  to  the  vein  wall. 
As  the  process  proceeds,  it  occludes  more  and 
more  venous  lumina  thereby  increasing  the  signs 
and  symptoms.  Thus,  we  get  a positive  Homans’ 
sign  in  the  calf,  increase  in  pulse,  but  no  fever. 
If  the  process  is  extensive,  we  may  even  feel  the 
thrombosis  in  the  vein  as  we  did  in  the  case 
mentioned  below.  The  rationale  of  anticoagu- 
lants is  to  increase  the  fluidity  of  the  blood  stream 
and  so  decrease  clotting  and  thrombosis.  How- 
ever, heparinization  is  not  without  danger; 
not  only  of  the  thrombotic  process  continuing 
as  pulmonary  embolization  but  of  producing 


severe  bleeding  which  is  not  amenable  to  vita- 
min K,  transfusions,  or  protamine.  Superficial 
femoral  vein  ligation  has  more  or  less  fallen  by 
the  wayside.  The  reason  for  this  is  threefold: 

(1)  The  ligature  must  be  above  the  area  of  clotting ; 

(2)  both  sides  must  be  done;  (3)  the  morbidity 
is  prolonged  over  that  of  anticoagulants.  These 
facts  are  borne  out  by  Veal  who  reported  nine 
cases  of  postligature  embolism.2  Allen  reported 
also  that  5 per  cent  of  464  patients  had  infarcts 
following  ligature.3  Moses  reported  two  of  his 
35  cases  with  vena  cava  ligation  were  operated 
subsequent  to  bilateral  femoral  vein  ligation.4 
Homans  believes  there  is  no  thrombosis  of  im- 
portance above  the  external  iliac  vein  and  that 
this  is  an  important  consideration  in  common 
iliac  or  inferior  vena  cava  ligation.5  Fine  also 
indicates  that  recurrent  embolization  is  due  either 
to  unilateral  ligation  or  too  low  a ligation.6 
Barker  noted  an  interesting  point  in  his  article: 
A fatal  embolus  will  follow  a nonfatal  embolus 
in  20  per  cent,  and  a subsequent  embolism,  fatal 
or  nonfatal,  in  30  per  cent.7  If,  however,  fatal 
embolism  can  be  prevented  from  following  pre- 
vious emboli,  the  reduction  in  mortality  is  over 
35  per  cent. 

Since  all  the  facts  pertinent  to  femoral  vein 
and  inferior  vena  cava  ligation  have  been  pre- 
sented, there  is  one  other  fact  of  great  mis- 
conception, which  is  the  collateral  circulation 
after  ligation  of  the  inferior  vena  cava.  Some- 
how this  point  is  not  understood  by  general 
practitioners  and  even  by  surgeons  of  experience. 
O’Neill  divides  the  pathways  of  collateral  cir- 
culation into  the  following  groups:  (1)  superficial, 
(2)  deep,  and  (3)  ascending  lumbar  trunks.8 
The  superficial  pathways  consist  of  the  super- 
ficial circumflex  iliac  and  the  superficial  epigastric 
which  connect  the  saphenous  and  the  superficial 
thoracic  and  upper  abdominal.  The  deep  group 
is  made  up  of  the  deep  circumflex  iliac  and  the 
superior  epigastric  and  lumbar  veins  which 
connect  the  external  iliac  with  internal  mammary 
and  ascending  lumbar  veins.  The  ascending 
lumbar  group  of  veins  communicate  with  the 
sacral,  common  iliac,  hypogastric,  and  lumbar 
veins,  and  at  a higher  level  with  the  renal  veins 
and  the  inferior  vena  cava.  The  right  lumbar 
veins  become  the  azygous  and  ultimately  drain 
into  the  superior  vena  cava. 

Robinson  noted  that  the  collateral  circulation 
after  injection  of  the  radiopaque  neoprene  into 
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the  femoral  or  internal  saphenous  vein  showed 
the  vertebral  and  azygous  system  to  fill  immedi- 
ately.9 It  showed  the  vertebral  plexus  of  veins, 
veins  of  the  neck,  thoracic  wall,  and  walls  of  the 
abdomen  and  pelvis  to  be  well  filled.  This  co- 
incides with  the  clinical  findings  that  the  verte- 
bral, azygous,  and  portal  systems  play  a large 
role  in  the  circulation  after  ligation  and  that  the 
superficial  veins  play  a small  part. 

Inferior  vena  cava  ligation  has  been  done  for 
puerperal  pyemia,  for  deep  leg  thrombosis  (with 
or  without  embolism),  and  for  longstanding  phle- 
bothrombosis,  and  pelvic  thrombophlebitis. 

Case  Report 

J.  M.,  age  forty-one,  was  referred  to  the  Horace 
Harding  Hospital  in  Queens  on  April  15,  1950, 
because  of  pain,  swelling,  and  a lump  in  the  left 
groin.  The  history  revealed  that  he  had  fallen  from 
a ladder  and  caught  his  left  thigh  and  leg  in  the 
rungs  on  April  10,  1950.  In  the  next  few  days  his 
leg  became  progressively  swollen,  and  the  pain 
became  so  severe  that  his  local  physician  gave  him 
narcotics.  The  day  before  his  hospital  admission 
he  expectorated  a large  amount  of  bright  red  blood. 

X-ray  of  his  lung  fields  revealed  a pulmonary 
embolus  in  the  left  lower  lung.  Examination  showed 
swelling  of  the  thigh  and  leg  to  almost  twice  the 
normal  size.  There  was  a positive  Homans’  sign  in 
the  left  leg,  tenderness  along  the  greater  saphenous 
vein,  and  a tender,  elliptic  mass  in  the  femoral 
inguinal  region.  The  laboratory  workup  was 
normal;  temperature  was  100.4  F.,  pulse  110  per 
minute.  A diagnosis  of  femoroiliac  thrombosis 
was  made  with  secondary  pulmonary  infarct. 

The  question  of  procedure  in  this  case  was 
of  great  importance:  (1)  whether  to  use  only  anti- 
coagulants, (2)  whether  to  do  a bilateral  ligation 
of  the  common  femoral,  or  (3)  whether  to  perform 
an  inferior  vena  cava  ligation.  The  first  two  pro- 
cedures were  discarded  since  the  danger  of  con- 
tinued embolization  was  most  promising  in  this 
case,  and,  as  far  as  the  ligation  of  the  femorals  was 
concerned,  a bilateral  common  femoral  would  not 
assuage  the  fear  that  the  thrombus  was  not  more 
proximal.  With  this  in  mind,  the  patient  was  pre- 
pared for  ligation  of  the  inferior  vena  cava  with 
spinal  anesthesia.  A transverse  extraperitoneal 
incision  was  made,  the  muscles  split  in  the  direction 
of  the  fibers,  and  the  psoas,  genitofemoral  nerve, 
and  ureter  identified.  The  lumbar  sympathetic 
chain  between  the  second  and  fourth  lumbar 
ganglion  were  removed.  The  vena  cava  was  ligated 
twice  at  the  third  lumbar  level  with  umbilical  tape, 
leaving  a centimer  of  vein  between  ligatures.  The 
wound  was  closed  without  drainage.  A right  sympa- 


thectomy was  done  in  order  to  prevent  postopera 
tive  spasm  of  the  artery,  right  iliac,  and  femora] 
and  to  prevent  postoperative  causalgia  to  righ 
extremity. 

Postoperatively  this  patient  did  well  for  thre  j 
days.  On  the  fourth  day  his  right  extremity  be 
came  swollen  and  bluish  in  color,  although  th 
pulsations  were  excellent.  (In  passing,  it  must  b 
noted  that  twenty-four  hours  after  surgery  his  lei  i 
leg  returned  to  normal  size  and  the  pain  disappeare 
except  for  a dull  dragging  sensation.)  Para  verb  i 
bral  blocks  at  daily  intervals  relieved  this  conditior  i 
only  four  being  necessary. 

Anticoagulants  were  also  used.  Immediate] 
postoperatively  heparin,  100  mg.,  was  given  wit 
200  mg.  of  Dicumarol.  A prothrombin  time  ws  • 
taken  before  dose  was  given  and  before  each  naomia 
dose  of  200  mg.  of  Dicumarol.  The  normal  pr< 
thrombin  time  was  12.4  seconds.  The  prothrombi,  t 
time  was  maintained  at  between  two  and  two  an 
one-half  times  normal. 

The  patient  then  had  an  uneventful  convalescenc 
His  legs  became  swollen  only  if  he  was  more  than  s j 
hours  on  his  feet.  Elastoplast  bandages  were 
great  help  in  alleviating  this  condition. 

Summary 

1.  An  inferior  vena  cava  ligation  for  femon  r 
iliac  thrombosis  with  subsequent  pulmonai 
infarct  is  described. 

2.  Right  lumbar  sympathectomy  should  1 
done  with  this  procedure  to  avoid  arterial  vas 
spasm  of  the  right  lower  extremity. 

3.  Postoperatively  the  complications  a 
minimal  except  for  swelling  of  the  extremitu 
The  latter  is  moderate  and  occurs  only  if  standii 
for  a long  period  of  time.  Treatment  with  elast 
plast  bandages  immediately  postoperatively  ai 
with  Ace  bandages  after  discharge  from  hospil 
for  the  next  month  or  two  is  all  that  is  necessai 

4.  Anticoagulants  should  be  administer 
immediately  postoperatively.  This  prevents  ri 
rograde  propogation  of  the  thrombus. 
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The  belly  has  no  ears,  nor  is  it  to  be  filled  with  fair  words. — Rabelais 


POSTSPINAL  HEADACHE  IN  OBSTETRICS 

Jacob  Halperin,  M.D.,  F.A.C.S.,  and  Alexander  Bellwin,  M.D.,  Brooklyn,  New  York 
I ( From  the  Department  of  Obstetrics  and  Gynecology,  Beth-El  Hospital) 


POSTSPINAL  headache  has  been  a serious 
deterrent  to  the  more  widespread  use  of  low 
; spinal  or  saddle  block  anesthesia  in  obstetrics,  and 
there  have  been  innumerable  attempts  in  the  in- 
i’ vestigation  of  its  etiology  and  cure. 

The  incidence  of  spinal  headache  has  been 
■ reduced  at  the  Beth-El  Hospital  in  the  past  four 
i months.  Whereas  our  previous  incidence  was  15 
i per  cent  (which  compares  with  an  incidence  of  10 
to  20  per  cent  reported  by  other  hospitals),  it  is 
now  6 per  cent.  The  reason  for  this  recent  re- 
duction will  be  discussed  later  in  this  article. 
Many  theories  have  been  postulated  for  the  ex- 
, planation  of  postspinal  headaches.  The  sudden 
decrease  in  intra-abdominal  pressure  incident  to 
delivery  was  thought  to  be  a factor,  and,  pre- 
viously, at  this  hospital  routine  postpartum  tight 
abdominal  binders  were  applied  to  all  patients 
delivered  under  spinal  anesthesia.  While  this 
form  of  therapy  appeared  to  be  of  some  slight 
benefit,  its  true  value  could  never  be  adequately 
ascertained  since  patient  cooperation  was  a neces- 
; sity  which,  at  times,  was  difficult  to  obtain. 
More  frequently  than  not,  the  supposed  tight 
abdominal  binder  was  found  wrapped  loosely 
; around  the  hips  or  in  the  neighborhood  of  the 
i breasts  rather  than  applied  as  therapeutically 
indicated. 

Leakage  of  spinal  fluid  through  the  rent  in  the 
, dura  is  probably  the  prime  factor  in  the  etiology 
of  spinal  headache.  The  epidural  space  normally 
! has  a negative  pressure,  that  is,  it  is  below  that 
of  normal  atmospheric  pressure.  The  common 
type  of  postspinal  headache  is  due  to  the  per- 
: sistent  leakage  of  spinal  fluid  through  the  dural 
rent  into  this  epidural  space.  This  leads  to  a 
subnormal  volume  and  pressure  of  cerebrospinal 
fluid  which,  in  turn,  causes  dilatation  of  the  intra- 
| cranial  veins  and  traction  on  the  anchoring  struc- 
tures of  the  brain. 

Leakage  into  the  epidural  space  is  enhanced  by 
several  factors.  The  negative  pressure  present 
there  will  cause  the  cerebrospinal  fluid  to  flow 
from  the  subarachnoid  space  into  the  epidural 
space.  Secondly,  this  pressure  gradient  is  even 
further  aggravated  by  labor  contractions  which 
increase  the  spinal  fluid  pressure  greatly  above 
normal.  A third  factor  to  be  considered  has  to 
do  with  the  technical  skill  of  the  anesthetist,  and, 
strangely  enough,  the  incidence  of  spinal  head- 
ache varies  inversely  with  this  factor.  It  was 
found  that  a postspinal  headache  was  more  apt  to 
occur  following  a relatively  quick,  easy,  and  atrau- 


matic bloodless  tap,  than  after  one  wherein  some 
trauma  and  bleeding  occurred.  This  is  explain- 
able by  the  fact  that,  after  a clean  tap,  the  dural 
rent  may  persist  for  days  with  continued  loss  of 
spinal  fluid,  whereas  in  a traumatic  tap,  the  hole 
tends  to  be  sealed  over  by  fibrin  clot  formation. 

Material 

Two  hundred  fifty  women  delivered  under 
saddle  block  anesthesia  were  analyzed.  These 
included  private  and  service  cases,  white  and 
Negro  patients.  All  the  saddle  blocks  were  ad- 
ministered by  a group  of  individuals  particularly 
trained  in  the  administration  of  conduction  anes- 
thesia. 

In  this  group  15  developed  postpartum  spinal 
headaches  despite  prophylactic  therapy,  as  out- 
lined below.  All  cases  developing  spinal  head- 
ache were  treated  when  diagnosed,  the  day  of 
treatment  varying  from  the  first  to  the  sixth  post- 
partum day.  The  great  majority,  however,  de- 
veloped their  headaches,  and  were  treated,  on  the 
second  or  third  day  postpartum. 

Methods 

The  attack  upon  the  problem  of  spinal  head- 
ache was  approached  from  two  directions;  the 
prophylactic,  in  which  known  methods  of  pre- 
venting the  onset  of  this  complication  were  ini- 
tiated, and  the  therapeutic,  wherein,  preventive 
measures  having  failed,  some  further  form  of 
therapy  was  essential  to  relieve  the  patient. 

Prophylaxis 

The  prophylactic  aspects  of  this  problem  can 
be  subdivided  into  two  phases.  In  the  first  place, 
the  use  of  as  small  a spinal  needle  as  possible  is  to 
be  advocated.  Since  the  headache  will  depend  on 
whether  or  not  the  spinal  fluid  can  be  recon- 
stituted by  the  choroid  plexus  as  rapidly  or  more 
rapidly  than  it  is  lost  through  the  dural  rent,  the 
size  of  this  opening  is  important.  We  have 
adopted  in  the  past  four  months  the  routine  use  of 
a 22-gauge  spinal  needle.  We  have  found  this 
size  needle  simple  and  easy  to  use.  Smaller  gauge 
needles  offer  greater  technical  difficulties  and 
necessitate  the  use  of  a double  needle  system, 
which  is  not  commercially  available  in  the  United 
States. 

The  anesthetic  agents  used  have  varied.  Orig- 
inally, Nupercaine  and  glucose  were  mixed  just 
prior  to  instillation.  Later,  better  results  were 
obtained  by  the  use  of  an  already  prepared  solu- 
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tion  of  heavy  Nupercaine.  A new  drug,  Xylo- 
caine,  may  be  even  less  toxic.  These  drugs  are 
now  in  the  process  of  investigation  at  this  hos- 
pital, and  it  is  anticipated  that  we  will  be  able 
to  report  on  them  at  a later  date. 

The  second  aspect  of  the  prophylactic  approach 
has  been  the  forcing  of  fluids  postpartum.  Every 
patient  delivered  under  low  spinal  (saddle  block) 
anesthesia  is  given  postpartum  1,000  cc.  of  5 per 
cent  glucose  in  distilled  water  intravenously  and  is 
urged  to  drink  as  much  fluid  as  possible.  This  is 
in  line  with  the  theory  that  increased  fluid  intake 
will  promote  the  formation  of  cerebrospinal  fluid. 
A hypotonic  solution  is  more  efficacious  in  this 
respect. 

No  increase  in  breast  engorgement  has  been 
encountered  despite  this  routine. 

Treatment 

In  spite  of  all  the  above  therapy,  a certain 
number  of  patients  will  complain  about  headache 
following  saddle  block.  An  attempt  was  made  in 
this  series  to  grade  the  headaches  upon  the  degree 
of  severity  as  mild,  moderate,  or  severe.  All 
cases  of  headache  believed  to  be  caused  by  spinal 
anesthesia  were  treated,  regardless  of  severity, 
unless  so  mild  as  to  be  trivial.  A headache  was 
judged  to  be  of  spinal  origin  when  it  was  aggra- 
vated by  sitting  up  and  relieved  by  lying  down. 

The  treatment  employed  in  these  latter  cases  is 
simple  and  is  directed  at  reversing  the  pressure 
gradient  which  exists  between  the  subarachnoid 
space  and  the  epidural  space.  This  is  accom- 
plished by  the  instillation  of  normal  saline  into 
the  epidural  space,  a procedure  first  suggested  to 
us  by  Dr.  Robert  A.  Hingson  of  the  Johns  Hop- 
kins Hospital,  Baltimore. 

By  raising  the  pressure  in  the  epidural  space  to 
at  least  equal  to  that  or  greater  than  the  pressure 
in  the  subarachnoid  space,  the  further  egress  of 
spinal  fluid  is  terminated.  By  increasing  it  still 
further,  the  effect  of  a lowered  cerebrospinal 
pressure  is  counteracted  immediately  with  en- 
suing relief  of  symptoms. 

The  actual  technic  involves  the  introduction 
of  a malleable  caudal  needle  through  the  sacral 
hiatus  into  the  sacral  canal  and  the  instillation  of 
40  cc.  of  normal  saline.  The  procedure  requires 
some  technical  skill  in  correctly  inserting  the 
needle.  At  the  Beth-El  Hospital,  where  the  great 
majority  of  patients  are  delivered  under  caudal 
analgesia,  the  technical  problems  of  this  pro- 
cedure are  minimal. 

In  the  routine  use  of  caudal  analgesia,  employ- 
ing Metycaine  as  the  anesthetic  agent,  a thera- 
peutic level  of  analgesia  is  obtained  after  the  in- 
stillation of  30  cc.  of  Metycaine,  while  40  cc.  will 
usually  produce  a high  level.  On  this  basis,  it  was 


decided  to  use  40  cc.  of  saline  as  our  therapeutic 
equivalent  in  the  treatment  of  spinal  headaches. 

Results 

Of  the  250  successive  cases  in  which  spinal  anes- 
thesia was  used  during  delivery,  there  were  15 
cases  which  developed  postpartum  headaches, 
which  fitted  the  criteria  of  spinal  headache,  in 
spite  of  the  above-described  prophylactic  regime 
(Table  I).  Of  these  15  cases  there  were  2 mild,  8 
moderate,  and  5 severe  headaches. 

All  of  the  cases  except  one  were  treated  with 
an  initial  injection  of  40  cc.  of  saline.  In  one 
case,  because  the  patient  was  a very  large  woman 
and  the  headache  was  severe  in  character,  50  cc. 
were  injected. 

In  every  case,  there  was  immediate  relief  of 
headache.  The  patient  was  allowed  to  sit  up 
immediately  to  make  certain  that  the  headache 
was  definitely  relieved. 


TABLE  I. — Summary  of  15  Cases  with  Postspinal 
Headaches 


Patient 

Age  Para 

Gravida 

Amount 

Saline 

Days 

After 

Spinal 

Degree  of 
Severity 

1 

20 

0 

1 

40 

2 

Moderate 

2 

20 

1 

3 

40 

3 

Moderate 

3 

36 

1 

4 

40 

2 

Moderate 

4 

30 

1 

3 

40 

3 

Severe 

5* 

29 

2 

3 

40 

2 

Moderate 

6 

30 

1 

2 

40 

1 

Moderate 

7 

27 

0 

1 

40 

6 

Severe 

8t 

34 

3 

4 

40 

2 

Moderate 

9** 

24 

1 

2 

40 

2 

Sever 

10 

25 

1 

2 

40 

2 

Mild 

11 

36 

1 

3 

40 

2 

Severe 

12 

20 

0 

1 

40 

2 

Moderate 

13 

21 

1 

2 

50 

3 

Severe 

14 

30 

1 

4 

40 

3 

Moderate 

15  - 

25 

1 

2 

40 

2 

Mild 

* Patient  5 had  a mild  recurrence  of  headache  on  the  day 
following  therapy  with  caudal  saline,  but  there  was  sponta- 
neous remission  after  two  hours. 

t Patient  8 had  a recurrence  one  hour  after  therapy.  How- 
ever, headache  recurred  in  mild  form,  and  patient  did  not  feel 
it  was  bad  enough  to  warrant  another  injection  of  saline. 

**  Patient  9 had  a recurrence  of  the  headache  one  hour 
after  therapy  in  mild  form.  However,  this  patient  kept  get- 
ting worse  during  the  following  day,  and  two  days  after  the 
initial  therapy  a second  injection  of  50  cc.  was  given  with  com- 
plete and  lasting  relief. 

Every  patient  except  one  was  observed  for  at 
least  four  days  after  therapy.  Patient  7 was 
permitted  to  leave  the  hospital  on  the  day  follow- 
ing therapy. 

Contraindications 

There  appear  to  be  no  contraindications  to  this 
method  of  therapy  other  than  anatomic  anomalies 
including  pilonidal  sinus,  which  may  prevent  the 
proper  insertion  of  a needle  into  the  sacral  -canal. 
Included  in  this  latter  group  will  be  those  very 
obese  patients  in  whom  no  bony  landmarks  can 
be  identified.  An  attempt  at  lumbar  peridural 
injection  may  obviate  even  this  difficulty. 

Although  this  form  of  therapy  may  cause  no 
harm,  its  use  in  patients  with  central  nervous 
system  diseases  might  best  be  avoided. 
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Should  one  puncture  a low-lying  dura  with  the 
malleable  caudal  needle,  no  harm  can  result  other 
than  possible  aggravation  of  the  headache  by  the 
production  of  a second  dural  rent.  This,  how- 
I ever,  can  be  avoided  by  shallow  insertion  of  the 
needle,  it  being  sufficient  to  merely  insert  the 
point  of  the  needle  through  the  sacrococcygeal 
ligament  into  the  sacral  canal. 


Summary 

The  incidence,  pathogenesis,  and  prophylaxis 
against  spinal  headache  are  discussed. 

Notwithstanding  all  possible  precautions,  6 per- 
cent of  patients  delivering  under  spinal  anesthesia 
suffered  from  postspinal  headaches. 

A simple,  effective,  and  safe  method  for  the  re- 
lief of  these  patients  is  described. 


ESTRADIOL  PELLET  IMPLANTATION  IN  CARCINOMA 
OF  THE  PROSTATE 

M.  V.  Okie,  M.D.,  F.I.C.S.,  M.  L.  Carden,  M.D.,  H.  J.  McGee,  M.D.,  and 
E.  M.  Tracy,  Jr.,  M.D.,  Buffalo,  New  York 

( From  the  Department  of  Urology,  Mercy  Hospital ) 


IT  HAS  been  estimated  that  there  are  six 
million  cases  of  carcinoma  of  the  prostate 
gland  in  the  United  States  and  that  approxi- 
mately 5 per  cent  of  deaths  in  men  past  fifty 
are  attributable  to  this  condition.  These  figures 
show  the  need  for  developing  a therapeutic 
regimen  which  may  give  maximum  relief  to  this 
horde  of  suffering  elderly  men.  Kearns  expressed 
the  opinion  that  administration  of  estrogens 
is  safer,  more  economical,  and  gives  comparable 
results  to  therapeutic  castration.1  He  reported 
a series  of  37  patients  treated  solely  with  estro- 
1 gens,  some  by  implantation  of  estradiol  pellets 
by  means  of  a pellet  injector.2  In  no  instance 
was  there  demonstrated  any  added  improvement 
after  castration  of  three  of  his  patients  compared 
to  the  status  with  the  previous  administration 
of  estrogens. 

Stilbestrol  and  ethinyl  estradiol  by  mouth 
are  widely  employed  in  treatment  of  carcinoma 
of  the  prostate  gland. 3>1’415  Such  oral  adminis- 
tration of  estrogens  has  the  decided  disadvantage 
of  causing  nausea  and  vomiting  in  the  required 
dosages.  This  is  particularly'  true  of  the  syn- 
thetic estrogen,  stilbestrol.  Several  investiga- 
tors have  suggested  the  implantation  of  estradiol 
in  patients  who  react  unfavorably  to  oral  estro- 
gens. Experience  at  this  hospital  has  shown  that 
routine  use  of  estradiol  implantation  has  marked 
advantages  over  oral  therapy.  Pellet  implanta- 
tion ensures  a constant  high  estrogen  level  over 
maximal  periods.  It  has  been  the  regimen  here 
to  reimplant  estradiol  pellets  every  four  months. 


In  this  way  maximal  pain  relief  and  maximal 
control  of  neoplastic  tissue  are  obtained  with 
maximal  convenience. 

The  present  study  presents  nine  patients  with 
prostatic  carcinoma,  varying  in  age  from  fifty 
to  seventy-four  years.  Castration  was  per- 
formed in  only  one  of  these  nine  cases,  and  the 
operation  was  entirely  without  effect.  Estro- 
genic administration,  in  a few  cases  by  mouth 
and  later  by  implantation,  and  in  others  by  im- 
plantation only,  constituted  the  sole  therapy.* 
The  results  of  this  regimen  were  eminently 
satisfactory.  Relief  from  pain  was  prompt  and 
in  most  cases  complete.  Benign  effects  were 
shown  on  the  development  of  the  tumor  in 
the  prostate  as  well  as  upon  the  metastases, 
particularly  in  bone.  Relief  of  pain  and  urinary 
symptoms,  gain  in  weight,  and  increase  of  life 
span  beyond  expectation  were  the  most  striking 
results  of  this  therapy.  Several  of  the  patients, 
previously  on  high  dosage  opiate  therapy,  were 
completely  controlled  by  estradiol  pellet  im- 
plantation after  withdrawal  of  opiates.  Several 
of  the  patients  previously  helpless  were  restored 
to  self-supporting  status.  Two  patients,  who 
were  first  seen  in  advanced  stages,  died. 

Case  Reports 

Case  1. — C.  C.,  age  fifty-five.  Pathologic  report 
on  January  20,  1949,  following  transurethral  re- 
section showed  carcinoma  of  the  prostate.  At  this 
time  stilbestrol  therapy  was  instituted.  This  con- 

* Progynon  pellets,  supplied  by  Dr.  W.  H.  Stoner,  Schering 
Corporation,  Bloomfield,  New  Jersey. 
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trolled  pain  until  November  25,  1949,  when  bony 
pelvis  and  spine  showed  metastases.  Increased 
dosage  of  stilbestrol  gave  some  improvement. 
On  December  30,  1949,  one  25-mg.  estradiol  pellet 
was  inserted  into  the  thigh.  Good  clinical  picture 
was  maintained  for  three  months.  On  March  28, 
1950,  alkaline  and  acid  phosphatase  were  normal, 
and  bony  pelvis  and  spine  were  negative  for  any 
evidence  of  metastatic  involvement.  As  of  May 
3,  1950,  the  patient  was  still  in  good  condition. 

Case  2. — D.  C.,  age  fifty-four,  was  first  seen  on 
August  11,  1949,  in  acute  urinary  distress  with 
history  of  dysuria  for  past  eighteen  months,  fre- 
quency (four  times  a night  and  nine  times  during  the 
day),  dribbling,  and  slow  urinary  stream.  There 
was  a painful  mass  in  right  upper  anterior  thigh 
for  past  six  months.  He  had  been  diabetic  for  the 
past  two  years  and  was  now  on  protamine  zinc 
insulin,  40  units  daily.  Bladder  was  palpable 
three  fingers  above  symphysis.  Prostate  was  en- 
larged four  times,  smooth,  firm,  and  not  hard. 

The  tumor  of  the  thigh  was  removed  and  found 
to  be  lipoma  with  necrosis.  There  was  no  evidence 
of  bone  metastasis. 

On  August  18,  1949,  suprapubic  prostatectomy 
was  done.  The  prostate  weighed  68  Gm.  and  was 
grossly  benign,  but  one  section  revealed  adeno- 
carcinoma. The  patient  made  an  uneventful 
recovery  and  was  discharged  on  August  29.  He 
was  given  Estinyl,  0.05  mg.  three  times  a day. 

On  November  14,  he  reported  with  pain  in  right 
hip,  loss  of  appetite,  and  enlarged  painful  breasts. 
He  refused  pellet  implantation.  By  February  4, 
1950,  the  pain  in  hip  and  breast  was  more  severe. 
Pellet  implantation  again  refused.  Codeine  gave 
no  relief,  demerol  only  slight  relief.  X-ray  on 
February  21  revealed  metastatic  growth  in  right 
acetabulum.  Acid  phosphatase  was  9.3.  Two 
25-mg.  estradiol  pellets  were  implanted  into  left 
thigh  on  March  1,  and  on  March  28  acid  phos- 
phatase was  4.3.  Pain  decreased,  and  sedation  was 
not  required;  breasts  were  not  painful.  By  April 
7,  1950,  pain  was  minimal  and  present  only  when 
standing.  This  case  illustrates  well  the  possibility 
of  withdrawing  opiates  after  implantation  of 
estradiol  pellets. 

Case  3. — J.  W.,  age  sixty-four.  Routine  exami- 
nation on  January  12,  1950,  revealed  carcinoma  of 
the  prostate.  Chief  complaint  prior  to  examination 
was  feeling  of  sudden  pain  in  lower  lumbosacral 
spine.  Rectal  examination  revealed  inoperable 
prostatic  carcinoma.  Patient  refused  hospitaliza- 
tion. Estinyl,  0.05  mg.  three  times  a day,  was  con- 
tinued until  February  20  when  pain  in  breast  and 
epigastric  discomfort  indicated  estradiol  pellet 
implantation.  On  February  24,  two  25-mg.  pellets 
were  implanted.  Epigastric  distress  and  breast  pain 
disappeared.  Patient’s  weight  was  maintained,  and 
he  had  a sense  of  well-being  by  April  14.  No 
urinary  discomfort,  and  saddlelike  pain  in  the  back 
had  disappeared.  He  continued  his  occupation. 
Physical  examination  revealed  that  the  carcinoma 
had  regressed,  and  the  gland  was  smaller  in  size. 
This  case  illustrates  the  elimination  of  toxic  effects 


of  oral  estrogens  by  substituting  estradiol  pellet 
implantation. 

Case  4- — A.  M.,  age  fifty-two.  On  March  4, 
1949,  the  patient  complained  of  fatigability,  noc- 
turia four  times,  difficulty  in  starting  stream,  and 
shooting  pains  radiating  from  lumbosacral  spine 
along  posterior  aspects  of  both  legs.  Rectal  ex- 
amination revealed  infiltrating  carcinoma  of  the 
prostate  extending  laterally,  circumscribing  the 
rectum,  and  infiltrating  into  the  base  of  the  bladder. 
Urologic  consultation  showed  the  condition  to  be 
inoperable,  and  the  patient  was  placed  on  stilbestrol, ! 
5 mg.  three  times  a day.  He  soon  developed  painful  | 
breasts  and  marked  epigastric  discomfort. 

On  September  9,  1949,  he  was  admitted  to  hos- 
pital because  of  severe  pain  in  right  lower  posterior 
chest.  X-ray  revealed  increased  density  in  lower 
thoracic  spine,  and  malignancy  was  ruled  out. 
Two  25-mg.  estradiol  pellets  were  implanted. 
Acid  phosphatase  was  11.  Routine  sedation  was 
administered.  Stilbestrol  was  discontinued  on 
September  15.  Acid  phosphatase  was  1;  there 
was  no  pain,  and  urinary  symptoms  subsided. 
Carcinoma  regressed.  There  were  no  urinary 
complaints.  Prostate  was  enlarged  but  not  painful, 
and  there  was  no  epigastric  distress. 

On  December  4,  1949,  rectal  examination  showed 
carcinoma  continuing  to  regress.  Infiltrating  bands 
were  soft  and  disappearing  from  left  lateral  wall  of 
the  rectum.  Base  of  bladder  was  not  indurated, 
and  there  were  no  urinary  disturbances;  30  pounds 
gain  in  weight  was  recorded.  He  was  working  as 
foreman  and  managing  his  own  farm  of  60  acres. 

Two  additional  25-mg.  estradiol  pellets  were  im- 
planted December  4 and  March  4,  1950.  Rectal 
examination  showed  continued  regression  of  growth. 
He  had  no  complaints  in  regard  to  the  lower  chest. 
General  condition  was  excellent,  and  he  continued 
to  work  daily.  Acid  phosphatase  was  1.  He  had 
total  gain  in  weight  of  36  pounds  and  stated  that 
he  was  at  his  peak  of  health  and  never  tired.  This 
case  illustrates  how  a patient  with  inoperable  car- 
cinoma can  be  restored  to  a self-supporting  status 
and  so  maintained  by  implantation  of  estradiol 
pellets  every  three  or  four  months. 

Case  5—3.  R.,  age  seventy-two,  was  admitted  to 
Mercy  Hospital  on  February  2,  1950,  with  fracture 
of  the  ramus  of  pubis  from  fall  at  home.  On 
February  12,  he  developed  frequency,  urgency, 
nocturia,  frequency  every  half  hour  during  the  day, 
diminished  urinary  stream,  and  inability  to  empty 
bladder.  An  indwelling  catheter  was  inserted. 
Rectal  examination  revealed  carcinoma  of  the 
prostate.  On  February  18,  two  25-mg.  estradiol 
pellets  were  implanted.  X-ray  revealed  metas- 
tases to  lumbar  spine  and  ring  acetabulum.  Cath- 
eter was  removed  on  March  1;  at  this  time  there 
were  no  urinary  complaints.  Apparently,  he  was 
very  comfortable,  and  this  general  physical  condi- 
tion was  markedly  improved.  On  February  18, 
acid  phosphatase  was  7.3.  He  was  discharged  on 
March  30  with  acid  phosphatase  0.1  and  carcinoma 
of  prostate  markedly  regressed. 

On  May  1,  he  was  examined  at  home.  He  had 
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no  pain  or  urinary  discomfort  and  an  8-pound  gain 
in  weight.  Rectal  examination  showed  the  pros- 
tate to  be  firm  and  fixed,  and  the  center  of  growth 
of  carcinoma  had  regressed.  Relief  of  pain  and 
urinary  symptoms  was  outstanding  in  this  case. 
General  physical  condition  was  markedly  improved. 

Case  6. — J.  B.,  age  sixty-nine,  was  first  seen  on 
October  25,  1949,  with  acute  urinary  retention. 
He  had  a history  of  dysuria  for  the  past  fourteen 
months,  a 20-pound  weight  loss  in  past  six  months, 
and  pain  in  the  lower  back  for  past  two  months. 
Appendectomy  had  been  done  two  months  pre- 
viously. There  was  acute  urinary  distress;  bladder 
was  at  the  umbilicus,  and  prostate  was  enlarged  to 
grade  4 plus  and  was  smooth,  firm,  not  hard. 
Bladder  was  decompressed  giving  900  cc.  residual 
i urine;  indwelling  catheter  drainage  was  continued 
for  three  days.  At  a one-stage  suprapubic  pros- 
tatectomy an  85-Gm.  trilobar  prostate,  grossly 
benign,  was  removed  and  on  section  revealed  in- 
filtrating carcinoma.  Kidneys  were  normal,  and 
there  was  no  evidence  of  bone  metastases.  In- 
i' travenous  pyelogram  showed  filling  defect  in  base 
of  bladder.  Acid  phosphatase  was  1.7.  Post- 
operative course  was  uneventful.  He  was  dis- 
j charged  on  November  9 healed  and  voided  normally. 

; At  home  patient  was  placed  on  Estinyl,  0.05  mg. 
three  times  a day.  On  November  23,  he  complained 
of  pain  in  lower  spine,  epigastric  distress  and  painful 
breasts.  Acid  phosphatase  was  1 on  December  2, 
and  on  December  17  two  25-mg.  estradiol  pellets 
were  implanted  beneath  skin  of  anterior  left  thigh. 
Epigastric  distress  was  no  longer  present  on  Decem- 
ber 28.  Breasts  were  still  enlarged  but  not  painful, 
and  there  was  no  back  pain.  He  returned  to  farm 
, work  on  January  19,  1950.  Acid  phosphatase  was 
1.9  on  February  7.  By  April  7,  he  had  no  com- 
plaints, was  working,  and  had  gained  12  pounds  in 
the  past  two  months.  It  was  noted  that  greater 
improvement  followed  estradiol  pellet  implantation 
and  that  acid  phosphatase  was  reduced  to  within 
normal  limits  by  50-mg.  estradiol  implantation. 

Case  7. — A.  M.,  age  fifty-six,  had  a suprapubic 
prostatectomy  on  July  28,  1949,  which  revealed 
carcinoma  of  the  prostate.  Since  stilbestrol  was 
ineffective,  orchiectomy  was  performed  on  February 
| 5.  In  spite  of  this,  the  patient  continued  to  lose 
ground  and  on  October  30  suffered  pathologic  frac- 
ture of  right  femur  due  to  metastases.  One  25-mg. 
estradiol  pellet  was  implanted  into  thigh  on  Decem- 
ber 20.  There  was  no  great  change  in  clinical 
course  although  there  was  less  pain.  He  died  from 
uremia  and  generalized  carcinomatosis  on  March  24, 
1950;  one  25-mg.  estradiol  pellet  was  insufficient 
in  this  case. 

Case  8. — C.  K.,  age  seventy-four,  was  first  seen 
on  August  23,  1949,  with  dysuria,  dribbling,  slow 
stream,  frequency  (six  times  at  night  and  nine 
times  during  the  day),  pain  in  lower  back,  dyspnea, 
and  edema  of  ankles.  The  patient  was  bedridden 
and  refused  hospitalization.  He  was  under  treat- 
ment for  cardiac  asthma.  The  bladder  was  pal- 
pable three  fingers  above  symphysis,  and  prostate 
was  enlarged  3 plus  and  was  stony  hard  and  nodular 


with  fixation.  The  impression  was  carcinoma  of  the 
prostate.  Acid  phosphatase  was  8.3.  Drainage  by 
indwelling  catheter  was  continued  for  one  week, 
and  he  was  maintained  on  Estinyl,  0.05  mg.  three 
times  a day.  Catheter  was  removed  on  August 
31,  and  patient  could  void.  Prostate  was  still 
hard  and  fixed.  Estinyl  was  continued  until 
March  20,  1950,  when  two  25-mg.  estradiol  pellets 
were  implanted  because  of  gastric  distress  and 
painful,  engorged  breasts.  Acid  phosphatase  was 
0.8.  By  April  7,  he  was  still  voiding  normally; 
he  had  no  back  pain,  no  pain  in  breast,  and  less 
gastric  distress.  On  May  1,  estradiol  pellet  im- 
plantation was  the  only  medication  giving  the 
patient  relief  from  pain.  Six  pounds  gain  in  weight 
was  recorded. 

Case  9. — J.  R.,  age  fifty,  was  seen  on  January 
7,  1948,  complaining  of  severe  pain  in  lower  lumbar 
spine,  frequency  of  urination,  dribbling  of  urine  for 
past  three  months,  and  increasing  pain  for  past 
four  months  until,  at  the  present  time,  it  was  so 
severe  as  to  be  disabling  and  the  patient  had  to  give 
up  his  work.  For  past  four  months  he  had  been 
given  Pantopon,  Vs  grain  every  four  to  six  hours  for 
sedation.  Stilbestrol,  5 mg.  four  times  a day, 
failed  to  give  any  relief.  On  October  10,  1947, 
orchiectomy  had  been  performed  with  no  relief. 
Prostate  was  hard,  large,  and  grossly  distorted  with 
mass  infiltrating  into  the  bladder  and  into  anterior 
and  lateral  walls  of  rectum.  There  were  numerous 
inguinal  lymph  nodes,  varying  in  size  and  shape. 
Two  25-mg.  estradiol  pellets  were  implanted  on 
January  14,  1948;  1 grain  of  codeine  was  given  for 
sedation.  Appetite  was  improved  on  February  1, 
and  urinary  symptoms  were  minimal.  X-ray  on 
February  11  revealed  metastatic  carcinoma  in  the 
body  of  fifth  lumbar  vertebra.  Pain  in  back  was  not 
severe,  and  he  took  codeine  at  night  only.  On 
March  21,  1948,  there  were  no  urinary  complaints, 
appetite  good,  no  pain  in  back,  prostate  unchanged. 
Two  25-mg.  estradiol  pellets  were  implanted  on 
June  1,  and  by  July  1 the  prostate  had  grown 
smaller,  and  the  center  of  the  mass  had  re- 
gressed. There  was  no  obstruction  to  medium- 
sized rubber  catheter  inserted  into  urethra;  a 
26-pound  gain  in  weight  was  recorded.  He  had 
no  complaints  on  September  8.  Total  weight  gain 
was  30  pounds.  He  moved  to  another  city  and 
refused  further  pellet  implantation.  On  October 
21,  1949,  he  had  severe  pain  in  lower  lumbar  spine 
and  burning  over  bladder  region.  He  gave  a his- 
tory of  recurrence  of  symptoms  since  August, 
1949.  He  refused  hospitalization  and  on  October 
27  died.  Repeated  estradiol  implanation  must  be 
given  to  ensure  continuing  regression.  Implants 
proved  to  be  more  effective  than  any  other  medica- 
tion. 

Comment 

The  principle  of  employing  estrogenic  sub- 
stances in  the  treatment  of  prostatic  carcinoma 
is  time  tested  and  of  known  value.  In  this 
respect  no  originality  and  no  new  pharmaco- 
dynamic effect  is  claimed  for  the  method  of 
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treatment  suggested  in  this  report.  However, 
the  manner  in  which  the  material  is  employed 
has  not  been  in  general  use  and  has  important 
advantages  over  the  oral  administration  of  estro- 
gens. 

It  has  been  observed  by  the  authors  that  the 
untoward  effects,  particularly  the  undesirable 
gastrointestinal  effects  which  orally  administered 
estrogens  often  produce,  have  not  been  en- 
countered when  subcutaneous  pellet  adminis- 
tration has  been  employed. 

The  subcutaneous  administration  of  estro- 
genic substance  in  the  form  of  pellets  assures  a 
constant  source  of  supply  which  is  not  subject  to 
the  fluctuations  brought  about  when  oral  admin- 
istration is  interrupted  by  forgetfulness,  in- 
difference, patient  resistance,  and  other  factors 
encountered  in  daily  practice. 

This  constant  source  of  supply  is  of  vital 
importance  when  it  is  realized  that  only  by  its 
ever-constant  presence  in  high  levels  does  estro- 
genic substance  exert  its  effect  upon  the  neo- 
plastic prostate. 

Even  under  the  most  ideal  circumstances,  it  is 
impossible  by  oral  means  alone  to  assure  a con- 
stant high  level.  The  time  intervals  involved 
in  periodic  oral  administration  perhaps  in- 
terrupted by  an  occasional  or  prolonged  omission 
of  dosage  inevitably  results  in  peaks  and  hollows 
in  the  body  level  of  the  drug.  The  sum  total  of 
the  hollows  or  low  points  in  circulating  estrogen 
may  be  more  than  enough  to  offset  the  beneficial 


effects  of  the  occasional  high  levels.  Perliaps 
it  is  the  leveling  out  of  such  a fluctuating  curve 
to  a sustained  high  level  of  circulating  estrogen 
that  has  been  responsible  for  the  marked  ef- 
ficiency of  alpha-estradiol  pellets  as  used  in  this 
series  of  cases. 

This  substance,  once  implanted,  has  a prolonged 
action  with  constant  absorption  eliminating  the 
necessity  of  the  daily  oral  or  parenteral  use  of 
estrogens.  This  is  a safeguard  and  a convenience 
for  the  patient  and  the  physician. 

Summary 

Subcutaneous  implantation  of  estradiol  pellets 
constitutes  the  most  effective  method  of  employ- 
ing estrogens  in  therapy  of  carcinoma  of  the  pros- 
tate gland.  Implantation  of  50  mg.  estradiol 
every  three  to  four  months  maintains  the  patient 
in  optimal  state,  free  from  pain,  gastric  distress, 
and  breast  hypertrophy  and  has  maximal  effect 
in  retarding  progression  of  the  prostatic  tumor 
and  of  its  metastases.  Cachexia  of  advanced 
carcinoma  is  frequently  reversed,  with  substantial 
gains  in  weight,  increase  in  strength,  and  return 
to  gainful  occupation. 
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HEALTH  OFFICERS  DISAPPROVE  COMPULSORY  HEALTH  INSURANCE 


The  American  Public  Health  Association  refused 
to  endorse  compulsory  health  insurance  at  its  an- 
nual meeting  in  St.  Louis,  Missouri,  in  October, 
1950.  In  taking  this  stand,  the  Association’s  govern- 
ing council  asserted  that  “no  method  of  financing 
yet  proposed  by  the  Congress  or  elsewhere  will  per  se 
assure  a high  quality  and  adequate  quantity  of 
medical  care”  and  recommended  that  all  groups  and 
individuals  concerned  with  medical  care  problems 
should  aim  to  develop  the  best  possible  medical  care 
for  all  the  people  “under  the  conditions  that  prevail 


in  the  United  States.”  The  Association  of  State  anc 
Territorial  Health  Officers  had  reaffirmed  again  ib 
opposition  to  compulsory  health  insurance  the  pre- 
vious week. 

The  State  Health  Officers  and  the  Americai 
Public  Health  Association  have  taken  a commend- 
able stand  that  shows  they  believe  in  the  preserva 
tion  of  voluntary  effort  and  at  the  same  time  an 
genuinely  interested  in  the  welfare  of  the  people  o 
this  nation. — Journal  of  the  American  Medical  Asso 
ciation,  November  11,  1950 


\ 1 4- YEAR  SURVEY  OF  THE  PARTURIENT  RUPTURED  UTERUS 
\T  THE  HARLEM  HOSPITAL 

^ewis  B.  Posner,  M.D.,  Donald  F.  Smith,  M.D.,  and  Harry  L.  Trambert,  M.D., 
'Jew  York  City 


From  the  Obstetric  Service  of  the  Harlem  Hospital) 

THE  incidence  of  rupture  of  the  uterus  varies 
considerably  in  different  published  series. 
The  highest  incidence  published  is  one  in  200  re- 
ported by  Whitacre  and  Fang  from  Peiping 
Medical  College.1  The  lowest  incidence  is  one  in 
every  3,029  deliveries  reported  by  Dugger.2 

Herewith  is  reported  a study  of  the  14  cases  of 
■upture  of  the  uterus  which  occurred  in  a four- 
teen-year period  from  August  30,  1935,  to  August 
10, 1949,  on  the  Obstetrical  Service  of  the  Harlem 
Hospital  of  New  York  City.  During  this  period 
there  were  38,147  patients  delivered  of  fetuses  of 
twenty-eight  lunar  weeks  or  more.  Rupture  of 
the  uterus  thus  occurred  once  in  every  2,724 
deliveries.  The  total  number  of  deaths  of 
women  with  fetuses  over  twenty-eight  lunar 
weeks  was  101.  Eight  of  these  deaths  were  due 
to  rupture  of  the  uterus,  accounting  for  7.9  per 
cent  of  the  maternal  mortality  rate.  Dugger 
found  rupture  of  the  uterus  accounted  for  6.6  per 
cent  of  maternal  mortality  rate  if  ectopic  preg- 
nancy and  abortion  were  excluded.2 

Age 

The  ages  of  the  patients  varied  from  twenty- 
one  to  forty-two  years.  The  average  age  was 
thirty  years.  Eight  (57.1  per  cent)  were  over 
thirty  years  of  age.  The  mean  age  of  those  who 
survived  was  28.7  years.  For  those  who  died  it 
1 was  32.8  years.  There  were  four  cases  of  rupture 
of  the  uterus  occurring  between  the  ages  of 
twenty  to  twenty-four  years.  Of  these,  three 
1(75  per  cent)  survived.  Thus,  in  this  series 
I youth  appeared  to  have  greatly  improved  the 
prognosis. 

Parity 

There  were  two  primipara,  the  average  parity 
being  4.1.  Schuman  states  that  this  accident 
occurs  more  frequently  in  multipara  than  primi- 
para, giving  the  ratio  as  12  to  1,  while  Bill  et  al. 
found  the  ratio  to  be  6.6  to  l.3,4  The  ratio  was  7 
to  1 in  our  series.  DeLee  and  Greenhill  state  the 
ratio  is  8 to  l.s 

Degree  of  Rupture 

Nine  ruptures  (64.3  per  cent)  wrere  complete, 
and  five  (35.7  per  cent)  were  incomplete.  This 
compares  with  80  per  cent  for  complete  rupture 


in  the  Morrison  and  Douglass  series  and  74  per 
cent  in  the  Bill  et  al.  series.6’4 

Site  of  Rupture 

The  lower  uterine  segment  alone  was  ruptured 
in  ten  cases  (71.4  per  cent),  and  in  three  cases 
(21.3  per  cent)  both  the  lower  uterine  segment 
and  fundus  were  involved.  The  site  of  the  rup- 
ture was  not  specified  in  one  case  or  7.1  per  cent. 
The  three  cases  in  which  fundal  rupture  occurred 
in  combination  with  the  lower  uterine  segment 

(1)  followed  previous  low  classic  cesarean  section, 

(2)  were  “grand  multipara/’  and  (3)  followred 
external  trauma. 

Race 

The  majority  of  patients  treated  at  the  Harlem 
Hospital  during  this  fourteen-year  period  were 
Negro.  Twelve  patients  with  ruptured  uterus 
(85.7  per  cent)  were  Negro,  and  two  (14.3  per 
cent)  were  white. 

Etiology 

A rupture  of  the  uterus  may  be  classified  as 
spontaneous  or  traumatic.  A traumatic  rupture 
may  result  from  an  operative  delivery,  manipula- 
tions, or  from  extrinsic  forces  such  as  falls  or 
accidents  during  the  pregnant  state.  Spontane- 
ous rupture  of  the  uterus  may  occur  in  a uterus 
which  has  or  has  not  been  incised  previously. 
Rupture  has  been  reported  as  following  previous 
cesarean  section,  cornual  resection,  myomectomy, 
or  a curettage.  Thus  a ruptured  uterus  may  be 
either  primary  or  secondary  as  well  as  spontane- 
ous or  traumatic. 

Rupture  of  a Uterine  Scar. — Three  (21.4 
per  cent)  cases  of  rupture  of  a uterine  scar  were  in 
this  series,  two  following  low  transverse  cesarean 
sections  and  one  following  a low  classic  cesarean 
section  performed  at  another  hospital.  Two  of 
these  were  complete,  and  the  third  was  an  incom- 
plete rupture. 

It  would,  therefore,  be  very  informative  if  the 
total  number  of  repeat  sections  was  available,  but 
our  index  does  not  list  patients  who  have  had 
previous  sections.  The  total  number  of  cesarean 
sections  done  in  the  fourteen-year  period  was  699. 
We  estimate  that  at  least  one  half  of  the  total 
number  were  repeat  sections.  Thus,  the  incidence 
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of  rupture  following  the  cesarean  section  opera- 
tion in  this  series  would  be  less  than  0.85  per  cent. 

To  avoid  the  possibility  of  rupture  of  a uterine 
scar  it  is  the  policy  of  this  hospital  to  perform 
repeat  section,  preferably  elective  in  nature. 

It  is  the  routine  in  the  Harlem  Hospital  Pre- 
natal Clinic  to  instruct  women  with  previous  sec- 
tions to  come  immediately  to  the  hospital  for  (1) 
any  unusual  abdominal  discomfort  or  crampy 
pain,  (2)  rupture  of  the  membranes,  or  (3)  vaginal 
bleeding.  All  women  with  previous  sections  are 
admitted  two  weeks  prior  to  their  expected  date 
of  confinement  for  observation.  The  cesarean 
section  is  done  sometime  between  thirty-eight 
and  forty  lunar  weeks.  Tubal  ligation  is  avail- 
able to  women  w'ho  have  had  two  previous  sec- 
tions. 

Traumatic  Rupture. — Four  cases  of  rupture 
of  the  uterus  in  this  series  were  due  to  trauma, 
accounting  for  28.6  per  cent  of  the  ruptures. 
Gordon  and  Rosenthal,  in  analyzing  60  maternal 
deaths  due  to  rupture  of  the  uterus,  state  that 
57.2  per  cent  of  the  ruptures  were  due  to  trauma, 
none  being  due  to  external  trauma,  however.7 
Morrison  and  Douglass,  reporting  45  cases  of 
rupture  of  the  uterus  from  the  clinics  of  the  Uni- 
versity Hospital,  Baltimore,  and  the  Baltimore 
City  Hospitals,  stated  that  40  per  cent  were  due 
to  trauma,  one  of  these  being  due  to  severe 
abdominal  trauma  obtained  when  the  patient  wras 
thrown  some  distance  in  an  auto  accident. 

Three,  or  75  per  cent,  of  the  cases  of  traumatic 
rupture  of  the  uterus  in  this  series  were  due  to 
trauma  as  a result  of  delivery:  (1)  following 

Kielland  forceps,  (2)  following  Voorhees  bag  and 
Braxton  Hicks  version,  and  (3)  following  embry- 
otomy and  craniotomy.  One,  or  25  per  cent,  was 
due  to  external  trauma  as  a result  of  falling  out  of 
bed.  Two  cases  had  complete  uterine  rupture, 
and  two  cases  had  incomplete  rupture. 

On  the  Obstetrical  Service  of  the  Harlem  Hos- 
pital it  is  nowr  the  routine  to  explore  the  uterus 
manually  after  any  intrauterine  manipulation. 
It  is  felt  by  so  doing  a complete  or  incomplete 
rupture  of  the  uterus  will  be  discovered  prior  to 
the  onset  of  graver  signs. 

The  Kielland  forceps  is  used  in  the  Harlem 
Hospital  for  persistent  occiput  posterior  positions 
and  for  transverse  arrest.  Our  index  does  not 
include  the  number  of  Kielland  forceps  applica- 
tions done  in  the  past  fourteen-year  period ; how- 
ever, for  the  latter  thirty-two  months  of  this 
period  201  Kielland  forceps  rotations  were  done 
on  this  Obstetrical  Service.  During  these  thirty- 
two  months  10,952  deliveries  were  done;  the 
Kielland  forceps  being  used  once  in  every  54 
deliveries.  With  this  ratio  an  equivalent  of 
roughly  706  Kielland  rotations  were  done  on  this 
Service  between  August  30,  1935,  and  August  30, 


1949,  giving  an  incidence  of  0.14  per  cent  of  rup- 
ture of  the  uterus  when  this  forceps  was  used. 

Bagging  is  no  longer  employed. 

Other  Causes. — Other  causes  of  ruptured 
uterus  were  hydrocephalus,  cephalopelvic  dis- 
proportion, previous  cervical  laceration  (two 
cases),  degeneration  and  inflammatory  changes  in 
the  uterine  wall,  and  one  case  combining  obesity, 
ventral  hernia,  breech,  constriction  ring,  and  pro- 
longed labor. 

Diagnosis 

The  most  constant  clinical  symptom,  other 
than  the  usual  subjective  picture  of  shock,  was  the 
“sharp  tearing  pain.”  This  was  present  in  six 
women,  or  50  per  cent  of  those  who  were  awake 
when  the  rupture  occurred.  A symptom  that  re- 
peats itself  again  and  again  is  the  patient’s  com- 
ment, “I  never  felt  so  bad  in  all  my  other  confine- 
ments.” The  most  constant  sign  was  the  onset 
of  shock  out  of  all  proportion  to  the  external 
bleeding.  The  next  most  constant  sign  wras  a 
sudden  change  to  a transverse  appearance  of  the 
uterus  as  contrasted  to  the  longitudinal  appear- 
ance in  normal  pregnancy. 

With  complete  rupture  prior  to  delivery,  pal- 
pating the  fetus  “beneath  the  skin”  wras  noted  in 
four  cases  or  44.4  per  cent.  Vaginal  bleeding  was 
prominent  in  only  one  case  and  followed  an  in- 
complete rupture  of  the  lower  uterine  segment, 
mainly  caused  by  a scarred  cervix.  The  inci- 
dence was  7.1  per  cent. 

Two  cases  of  rupture  of  the  uterus  were  un- 
diagnosed prior  to  autopsy,  these  having  fol- 
lowed a Braxton-Hicks  version  after  bagging  and 
degeneration  and  inflammation  of  the  uterine 
wall. 

Treatment 

In  addition  to  the  regular  central  blood  bank 
for  the  entire  hospital,  the  Obstetrical  Service  of 
the  Harlem  Hospital  maintains  its  own  emer- 
gency blood  bank  on  the  delivery  floor.  This  is 
stocked  with  three  bottles  of  type  O blood,  ‘pref- 
erably Rh  negative.  If  the  need  for  blood  is 
immediate  or  the  type  of  blood  is  not  available  at 
the  central  bank,  the  emergency  units  are  used. 
If  the  emergency  does  not  permit  enough  time  for 
cross-matching  with  the  patient’s  blood,  a 10-cc. 
vial  of  blood  group  specific  substances  A and  B 
solution  is  injected  into  a bottle  of  the  blood  for 
neutralization  of  anti-A  and  anti-B  agglutinins  in 
group  O blood.  These  blood  group  specific  sub- 
stances are  known  as  Witebsky  substance.  The 
three  bottles  of  type  O,  Rh  negative  blood  are  re- 
placed weekly.  They  are  used  with  the  Witebsky 
substance  only  until  the  correct  type  has  been 
cross-matched.  Using  a simple  pressure  attach- 
ment and  an  18-gauge  needle,  wre  are  able  to 
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deliver  500  cc.  of  whol'e  blood  into  the  circulating 
; system  in  eight  minutes. 

As  soon  as  the  diagnosis  of  rupture  of  the 
uterus  has  been  made,  rapid  therapy  must  be 
1 instituted.  This  means  immediate  antishock 
I measures.  We  use  massive  group  0,  Rh  nega- 
' tive  blood  transfusions  with  Witebsky  substance 
until  the  correct  blood  group  can  be  cross-matched 
i and  administered.  Immediate  laparotomy  is  per- 
■ formed  regardless  of  the  degree  of  shock. 

Nine  of  the  14  ruptures  of  the  uterus  in  this 
series  had  subtotal  hysterectomies  alone,  and  one 
j had  repair  of  an  incomplete  laceration.  One 
patient  had  two  laparotomies  within  twelve 
! hours.  Three  patients  did  not  have  laparoto- 
| mies,  two  ruptures  not  being  diagnosed,  and  one 
patient  died  while  the  operating  room  was  being 
prepared. 

Maternal  Mortality 

Three  patients  with  complete  rupture  of  the 
uterus  survived,  while  an  equal  number  survived 
with  incomplete  rupture,  giving  a maternal  mor- 
tality rate  of  66.6  per  cent  for  complete  rupture 
of  the  uterus  and  40.0  per  cent  for  incomplete 
rupture  in  this  series.  The  combined  mortality 
1 rate  was  57.1  per  cent.  DeLee  and  Greenhill  in 
their  textbook  give  a maternal  mortality  rate  of 
57.9  per  cent  with  complete  rupture  and  15.8  per 
cent  with  incomplete  rupture  of  the  uterus.6 
Morrison  and  Douglass,  tabulating  the  mater- 
nal mortality  of  470  cases  in  the  literature  and  in- 
cluding their  own  series,  found  the  mortality  rate 
to  be  50  per  cent  in  rupture  of  the  uterus.6 
Dugger  reported  a mortality  rate  of  62  per  cent.2 
Bill  et  al.  found  a combined  maternal  mortality 
of  22  per  cent  which  is  enviable,  especially  since 
this  mortality  was  reported  over  a sixteen-year 
period  up  to  1941  and  considering  that  78.4  per 
cent  of  the  ruptures  were  of  the  complete  type. 

Six  of  the  eight  deaths  were  directly  attribut- 
able to  shock,  five  of  these  expiring  within  twenty- 
1 four  hours  and  the  sixth  dying  thirty-eight  hours 
after  the  rupture  occurred.  One  patient  died  of 
bronchopneumonia  on  the  fifth  postoperative 
day,  and  one  patient  died  within  five  minutes 
I showing  a bizarre  clinical  picture,  following  which 
a postmortem  disclosed  complete  rupture  of  the 
uterus.  This  death  is  believed  by  us  to  have 
been  one  of  the  so-called  unknown  causes  of  sud- 
den death  in  labor.  Thus,  in  this  series  of  rup- 
ture of  the  uterus,  shock  and  infection  accounted 
for  75  per  cent  and  12.5  per  cent  respectively  of 
the  maternal  mortality  rate.  During  this  four- 
teen-year period  at  the  Harlem  Hospital  there 
were  30  deaths  which  were  directly  attributable  to 
shock  secondary  to  obstetric  hemorrhage.  Rup- 
ture of  the  uterus  consequently  accounts  for  20 


per  cent  of  the  over-all  maternal  mortality  rate 
of  parturients  dying  of  antepartum,  intrapar- 
tum, and  postpartum  hemorrhage. 

Fetal  Salvage 

Three  babies  were  born  alive;  however,  one 
died  within  sixteen  minutes  after  having  been  de- 
livered by  Kielland  forceps  following  a seventy- 
six-hour  labor.  One  baby  was  born  spontaneously 
after  six  and  one-quarter  hours  of  labor,  following 
which  manual  exploration  of  the  uterus  showed 
an  incomplete  rupture  of  the  uterus.  This 
mother  recovered  after  a subtotal  hysterectomy. 
The  second  living  child  was  delivered  by  elec- 
tive repeat  cesarean  section  at  which  time  an 
asymptomatic  rupture  of  the  uterus  was  found. 
The  laceration  was  sutured  during  the  course  of 
the  operation,  and  the  mother  recovered.  The 
fetal  salvage  in  this  series  was  0 per  cent  with 
complete  rupture  and  40  per  cent  with  incom- 
plete rupture,  while  the  over-all  salvage  was  14.3 
per  cent.  Morrison  and  Douglass  reported  a 
fetal  salvage  of  13.5  per  cent  for  complete  rup- 
ture and  70  per  cent  for  incomplete  rupture.* 

Summary 

1.  A study  of  14  cases  of  rupture  of  the 
uterus  which  occurred  among  38,147  patients 
delivered  of  fetuses  at  twenty-eight  lunar  weeks 
or  more  during  a fourteen-year  period  at  the 
Harlem  Hospital  of  New  York  City  has  been  pre- 
sented. 

2.  The  incidence  of  rupture  of  the  uterus  in 
the  past  fourteen  years  at  the  Harlem  Hospital 
has  been  one  in  every  2,724  deliveries. 

3.  Sixty-four  and  three-tenths  per  cent  were 
of  the  complete  type,  and  35.7  per  cent  were  in- 
complete. 

4.  The  incidence  of  rupture  in  subsequent 
pregnancies  following  cesarean  section  was  less 
than  0.85  per  cent. 

5.  Rupture  of  the  uterus  using  Kielland  for- 
ceps occurred  once  in  701  applications. 

6.  Rupture  of  the  lower  uterine  segment  and 
fundus  occurred  in  21.3  per  cent,  while  rupture  of 
the  lower  uterine  segment  alone  occurred  in  71.4 
per  cent  of  the  cases.  The  site  of  one  rupture 
was  not  specified. 

7.  Shock  out  of  all  proportion  to  the  exter- 
nal blood  loss  was  the  constant  clinical  sign. 

8.  Manual  exploration  of  the  entire  birth 
canal  will  occasionally  give  the  diagnosis  of  rup- 
ture of  the  uterus  prior  to  the  onset  of  graver 
signs. 

9.  Group  O,  Rh  negative  blood  with  Witeb- 
sky substance  should  be  available  in  an  obstetric 
blood  bank  in  all  delivery  units  for  the  treatment 
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of  such  obstetric  catastrophes  as  rupture  of  the 
uterus. 

10.  Immediate  transfusion  and  laparotomy 
regardless  of  the  degree  of  shock  is  the  surgical 
treatment  for  rupture  of  the  uterus.  The  surgi- 
cal procedure  to  be  done  will  vary  with  the  degree 
and  extension  of  the  specific  rupture. 

11.  The  maternal  mortality  rate  in  the  series 
was  57.1  per  cent;  however,  we  feel  that  with 
adequate  blood  and  present-day  antibiotics  all 
cases  might  have  survived  except  for  one  case 
which  died  suddenly  of  unknown  pathology  which 
could  not  be  determined  even  after  postmortem 
study. 

12.  Fetal  salvage  was  14.3  per  cent  with  in- 
complete rupture  of  the  uterus  and  0 per  cent 
with  complete  rupture. 


Conclusions 

Although  rupture  of  the  uterus  is  not  always 
avoidable,  early  diagnosis  and  quick  laparotomy 
with  massive  blood  transfusions  and  antibiotics 
may  reduce  the  mortality. 
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Case  Reports 


GAUCHER’S  DISEASE  AND  GIANT  FOLLICULAR  LYMPHOBLASTOMA 

■ 

Isaac  S.  Friedman,  M.D.,  and  David  M.  Grayzel,  M.D.,  Brooklyn,  New  York 


{From  the  Jewish  Hospital  of  Brooklyn) 


TT  IS  unusual  for  two  diseases  of  the  reticuloendo- 

thelial  system  to  occur  simultaneously  in  the  same 
individual.  There  have  been  previous  reports  of 
Gaucher’s  disease  associated  with  other  ailments 
but  none  in  which  the  complicating  disease  was  also 
one  of  the  reticuloendothelial  system.1  The  pa- 
tient to  be  reported  here  was  found  to  have  both 
Gaucher’s  disease  and  giant  follicular  lymphoblas- 
toma. 

Gaucher’s  disease  is  a disease  primarily  of  the 
spleen,  bone  marrow,  liver,  and  lymph  nodes.  How- 
ever, it  is  only  in  the  infantile  form  that  there  is 
marked  generalized  lymphatic  involvement.2  In 
the  adult  type,  the  peripheral  lymph  nodes  are  but 
rarely  involved.1  When  this  does  occur  in  the  adult 
type,  the  lymph  nodes  merely  show  scattered  small 
nests  of  Gaucher  cells  microscopically.  These  nodes 
are  not  palpable.5  It  is  therefore  customary  not  to 
consider  Gaucher’s  disease  in  cases  of  adults  with 
splenomegaly  who  have  associated  enlargement  of 
peripheral  lymph  nodes. 

Giant  follicular  lymphoblastoma  is  character- 
ized by  the  development  of  enlarged  lymph  nodes. 
This  may  be  a generalized  or  local  process  and  is 
often  associated  with  splenomegaly.  Various  other 
organs  of  the  body  may  also  show  proliferation  of 
their  lymphatic  elements.  As  the  name  denotes, 
the  lymph  follicles  increase  markedly  in  size  and 
number.4'6  The  deep  nodes  are  believed  to  be 
much  more  involved  than  the  superficial  ones.6 

Case  Report 

The  patient,  a married  woman  forty-four  years  of 
age,  was  first  examined  in  June,  1948.  She  com- 
plained of  the  presence  of  a lump  in  the  left  groin 
which  she  had  noted  two  weeks  previously.  She 
also  complained  of  fatigability  of  many  years  dur- 
ation. 

Her  family  history  is  of  interest  in  that  she  had 
seven  siblings,  four  of  whom  died  during  infancy  or 
early  childhood.  The  causes  of  death  are  unknown. 
Her  three  living  sisters  are  apparently  in  good 
health. 

The  patient  had  been  a sickly  infant  whose  skin 
always  had  a yellowish  coloration.  During  child- 
hood she  had  had  measles  and  pertussis.  Her  de- 
velopmental history  was  otherwise  normal.  Preg- 
nancy and  labor,  twenty  years  ago,  were  unevent- 
ful. Her  daughter  is  living  and  well.  Seven  years 
ago  she  had  a rectal  polyp  removed. 


For  many  years  she  had  complained  of  ease  of 
fatigue  and  had  known  that  she  was  anemic.  She 
had  also  noticed  that  she  bruised  easily.  Two 
weeks  before  her  initial  examination,  she  felt  a small 
painless  lump  in  the  region  of  her  left  groin.  She 
had  not  noted  any  other  swellings. 

Examination  revealed  a woman  weighing  138 
pounds,  who  did  not  appear  ill.  Her  skin  had  a 
yellowish  tint,  and  a large  patch  of  brownish  pig- 
mentation was  present  over  the  left  side  of  her  back 
extending  from  the  ninth  dorsal  to  the  first  lumbar 
level.  On  either  side  of  both  corneas,  yellowish 
elevated  pigmented  patches  were  noted.  These  are 
typical  pingueculae  (she  has  known  of  these  for 
years).  The  fundi  were  normal.  The  mucous  mem- 
branes of  the  mouth  and  pharynx  were  not  pig- 
mented. A soft,  nontender,  freely  movable  lymph 
node,  1 cm.  in  diameter,  was  present  in  the  left 
cervical  region.  The  breasts,  lungs,  and  heart  were 
not  remarkable.  Upon  abdominal  examination, 
the  spleen  was  found  to  be  very  large,  firm,  and 
slightly  tender.  It  extended  for  19  cm.  below  the 
left  costal  margin  and  8 cm.  toward  the  midline 
and  was  freely  movable.  Numerous  discrete,  small, 
nontender  lymph  nodes  were  palpable  in  both  in- 
guinal regions.  In  the  left  femoral  region  an  elon- 
gated lymph  node,  2 cm.  in  size,  was  present.  It 
was  not  adherent  or  tender.  There  were  no  axillary 
or  epitrochlear  lymph  nodes  palpable.  Vaginal 
and  rectal  examinations  were  normal. 

Hematologic  studies  by  Dr.  N.  Rosenthal  revealed 
the  following  findings:  hemoglobin  76  per  cent; 

red  blood  cells  4,460,000;  white  blood  cells  6,900; 
platelets  30,000;  polymorphonuclears  nonseg- 
mented  4,  segmented  71;  eosinophils  6;  basophils 
1;  lymphocytes  14;  monocytes  4.  Bone  marrow 
showed  nucleated  cells  94,000;  megakaryocytes 
22;  myelocytes  (neutrophilic)  26  per  cent;  myelo- 
cytes (eosinophilic)  3.3  per  cent;  metamyelocytes 
(neutrophilic)  4.6  per  cent;  polymorphonuclears 
nonsegmented  30  per  cent,  segmented  2.3  per  cent; 
basophils  0.3  per  cent;  lymphocjdes  5 per  cent; 
erythroblasts  11.3  per  cent;  normoblasts  15.6  per 
cent;  Gaucher  cells  1.3  per  cent.  The  Gaucher  cells 
were  the  typically  huge  cells  having  the  pale, 
wrinkled , blue-streaked  cytoplasm  with  single  or  mul- 
tiple eccentric  nuclei.  Repetition  of  these  studies 
six  months  later  during  December,  1948,  showed 
no  change  (Fig.  1).  Radiologic  studies  by  Dr.  L. 
Nathanson  were  reported  as  follows:  The  chest  and 
colon  were  normal.  A film  of  the  abdomen  showed 
that  the  spleen  was  markedly  enlarged.  All  of  the 
long  bones  were  negative  with  the  exception  of  the 
femora.  The  distal  ends  of  the  femora  flared  out 
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Fig.  1.  Sternal  bone  marrow  showing  a huge,  pale- 
staining  single  nucleated  Gaucher  cell.  (960  X) 


and  showed  small  medullary  areas  of  osteosclerosis 
and  osteolysis.  The  cortices  appeared  slightly 
thickened. 

The  patient  was  then  admitted  to  the  Jewish 
Hospital  of  Brooklyn  for  further  studies.  Fasting 
blood  chemical  analyses  showed  glucose  80  mg.  per 
cent;  urea  nitrogen  18  mg.  per  cent;  total  proteins 
7 mg.  per  cent;  total  cholesterol  221  mg.  per  cent 
with  57  mg.  (26  per  cent)  free  cholesterol,  total 
bilirubin  0.5  mg.  per  cent,  icterus  index  6,  cephalin 
flocculation  plus  1,  thymol  turbidity  9 Maglaglan 
units.  The  Kline  test  was  negative.  The  coagu- 
lation time  was  seven  and  one-half  minutes  and  the 
bleeding  time  three  and  one-half  minutes.  The 
urine  was  normal,  and  the  stool  showed  a trace  of 
blood. 

The  enlarged  left  femoral  lymph  node  was  excised 
for  study.  The  specimen  consisted  of  a moderately 
firm,  ovoid  nodule,  1.8  cm.  in  its  greatest  diameter. 
The  external  surface  was  smooth  and  glistening,  and 
the  outer  surfaces  were  homogeneous  and  tan  gray  in 
color. 

Microscopically,  the  follicles  were  numerous  and 
large  with  large  active  germinal  centers.  Many 
cells  contained  mitotic  figures,  and  there  was  a 
marked  overgrowth  of  the  reticuloendothelial  ele- 
ments. There  were  also  several  nests  of  larger  cells 
with  indistinct  cell  borders  scattered  about.  They 
contained  relatively  small  vesicular  nuclei  which 
were  somewhat  eccentrically  located.  The  cyto- 
plasm stained  faintly  with  eosin  and  showed  a fine 
network  of  fibrils.  Diagnosis  was  lymph  node 
with  giant  follicular  lymphoblastoma  and  nests  of 
Gaucher’s  cells  (Figs.  2 and  3). 

During  the  past  twenty  months,  she  has  had  no 
unusual  complaints  and  has  remained  physically 
active.  The  splenomegaly  has  not  increased.  The 
enlarged  left  cervical  lymph  node  had  progressed 
in  size  so  that  it  was  5 cm.  long.  It  was  surrounded 
by  five  other  enlarged  but  smaller,  nontender  nodes. 
She  had  also  developed  a lymph  node  8 cm.  long  in 
the  left  femoral  region.  This  too  was  surrounded 


Fig.  2.  Section  of  femoral  lymph  node;  note  a 
giant  follicle  well  demarcated.  (100  X) 


Fig.  3.  Section  of  the  same  femoral  lymph  node 
showing  a nest  of  Gaucher  cells.  They  are  lighter 
staining  and  are  larger  than  the  surrounding  lym- 
phoid cells.  These  Gaucher  cells  are  very  much 
smaller  than  those  seen  in  the  bone  marrow. 
(100  X) 


by  a cluster  of  enlarged  nontender,  freely  movable 
nodes.  She  received  x-ray  therapy  to  the  left  cervi- 
cal and  femoral  regions,  and  within  several  weeks 
the  nodes  regressed  in  size  so  as  to  be  barely  pal- 
pable. 

Comment 

The  question  has  been  raised  as  to  whether  or  not 
the  lymph  node  enlargement  (giant  follicles)  might 
not  be  a reactive  phenomenon  secondary  to  the 
Gaucher’s  disease.  We  do  not  believe  so  and  for  the 
following  reasons  feel  that  these  are  two  separate 


March  1,  1951] 


GAUCHER’S  DISEASE 


647 


entities:  Gaucher’s  disease  is  an  inborn  metabolic 
disease.  The  patient’s  past  and  family  history  sug- 
gest that  she  has  had  Gaucher’s  disease  all  of  her 
life,  and  yet  there  had  been  no  evidence  of  lymph 
pode  enlargement  until  the  present.  It  has  only 
been  during  the  past  eighteen  months  that  there 
has  been  rapid  follicular  proliferation.  The  nests  of 
Gaucher  cells  in  the  lymph  node  studied  were  very 
sparse,  whereas  the  follicles  were  tremendously  in- 
creased in  size  and  number.  This  would  seem  to  be 
a reaction  out  of  all  proportion  to  so  few  Gaucher 
cells.  Moreover,  the  histologic  picture  is  not  one 
of  mere  hyperplasia  but  one  that  is  associated  with 
giant  follicular  lymphoblastoma.  Historically,  adult 
Gaucher’s  disease  has  not  been  found  to  be  asso- 
ciated with  enlarged  lymph  nodes.  In  the  infantile 
form,  where  the  lymph  nodes  are  characteristically 
enlarged,  giant  follicles  are  not  found.  The  en- 
largement is  due  to  masses  of  Gaucher  cells.  Gauch- 
er’s disease  is  classified  as  a metabolic  disorder  and 
giant  follicular  lymphoblastoma  as  a neoplasm. 
There  is  no  known  reason  as  to  why  their  accidental 
coexistence  should  not  occur. 


Summary 

1.  A case  of  adult  Gaucher’s  disease  with  co- 
existent giant  follicular  lymphoblastoma  is  presented. 

2.  The  findings  of  peripheral  lymphadenopathy 
and  splenomegaly  should  not  lead  to  the  dismissal  of 
Gaucher’s  disease  as  a possible  diagnosis,  since  the 
simultaneous  occurrence  of  more  than  one  disease 
of  the  reticuloendothelial  system  may  be  found. 

3.  The  development  of  giant  lymph  follicles  is  not 
a reactive  process  to  Gaucher’s  disease. 
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HIGH  LIGHTS  OF  POLIOMYELITIS  IN  1950 

Preliminary  figures  indicate  that  the  poliomyelitis 
death  rate  during  the  first  eight  months  of  1950  was 
less  than  half  the  rate  for  the  corresponding  period 
in  1949.  Dr.  Leonard  A.  Scheele,  Surgeon  General 
of  the  U.S.  Public  Health  Service,  pointed  out  that 
the  estimated  death  rate  for  poliomyelitis  during  the 
first  eight  months  of  1949  was  1.3  per  100,000  popu- 
lation, whereas  a 10  per  cent  sample  of  mortality  re- 
ports for  the  corresponding  period  in  1950  indicates  a 
rate  of  0.6  per  100,000. 

Both  with  respect  to  the  number  of  cases  and 


rates  of  death,  the  1950  epidemic  was  somewhat  less 
severe  than  the  record  epidemic  of  1949.  Despite 
the  fact  that  the  incidence  and  the  death  rate  in  1950 
appear  to  have  been  considerably  lower  than  1949, 
the  disease  still  continues  to  be  an  important  public 
health  problem. 

For  the  United  States  as  a whole,  31,989  cases 
were  reported  to  the  Public  Health  Service  during 
the  first  eleven  months  of  1950,  as  compared  with 
41,442  for  the  corresponding  period  of  1949.  These 
totals  include  the  peak  periods  of  both  epidemics. 
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CALCIFIED  ADRENAL  IN  ARTHRITIS 

William  Lintz,  M.D.,  Brooklyn,  New  York 


Hr  HE  discovery  of  the  effectiveness  and  use  of 

1 adrenal  cortical  hormone,  Compound  E,  in  arth- 
ritis precludes  a relationship  between  the  adrenal 
and  pituitary  glands  and  the  pathology  in  the  joints 
(arthritis).  Of  course  such  a pathology  might 
only  be  a disturbance  in  the  physiology  of  the 
glands,  and  even  the  histologic  examination  might 
be  negative.  The  question  is  whether  there  is  gross 
pathology  demonstrable  by  x-ray  during  the  life 
of  the  patient,  at  least  in  some  cases.  But  whoever 
looked  for  gross  pathology  of  the  adrenals  and 
pituitary  in  this  disease?  This  is  the  subject  and 
object  of  this  report. 

Case  Report 

A man,  age  forty-two,  had  suffered  from  arthritis 
for  the  last  ten  years.  There  was  definite  swelling 
and  pain  involving  almost  all  joints.  Severe  pain 
was  present  in  the  shoulder  and  cervical  and  pre- 
cordial regions  with  conspicuous  exhaustion.  Head- 
aches on  arising  and  dullness  throughout  the  day 
were  also  present. 

Previous  history  included  measles,  pertussis, 
mumps,  and  chickenpox.  Patient  had  had  a strep- 
tococcus throat  in  1929  and  in  1941  suffered  from 
pain  in  the  left  hip  (bursal  calcification). 

The  patient  weighed  161  pounds  and  was  66  inches 
tall.  There  were  definite  swellings  of  the  joints  of 
both  hands  and  an  inability  to  close  them.  The 
cervical  spine  and  both  shoulders,  especially  the 
left,  exhibited  marked  tenderness.  Blood  pressure 
was  120/80  but  usually  lower,  and  pulse  was  60. 

Laboratory  findings  were  as  follows:  hemoglobin 
95  per  cent,  red  blood  cells  4,050,000,  white  blood 
cells  9,650  with  71  polymorphonuclears,  26  small 
lymphocytes,  and  3 large  lymphocytes.  The  sedi- 
mentation rate  was  21  mm.  for  the  first  hour  and 
40  mm.  for  the  second  hour  (Westergren).  The 
urine  examinations  were  negative  except  for  a faint 
trace  of  sugar  on  two  occasions.  The  blood  sugar 
was  110  mg.;  basal  metabolic  rate  varied  from  —2 
to  —6.  Examinations  of  gastric  contents  and  feces 
were  negative,  as  was  the  Wassermann.  Skin 
tests  showed  a marked  allergy  to  eggs,  cantaloupe, 
and  cheese  and  a moderate  allergy  to  crab,  cocoa, 
and  wheat.  The  electrocardiogram  was  practically 
negative. 

Roentgenographic  examinations  showed  no  focal 
infection  of  the  teeth,  but  two  dead,  noninfected 
teeth  were  present.  The  gastrointestinal  series 
showed  pyloric  spasm,  duodenal  bulb  irritability, 
and  chronic  appendicitis.  With  barium  enema 
there  was  seen  a moderately  redundant  sigmoid  with 
diminution  of  haustral  markings.  Cholecystog- 
raphy and  urography  were  normal.  The  joints 
showed  definite  arthritis  and  slight  calcified  bursitis 
of  the  left  shoulder.  There  was  a normal  sized 
pituitary  whose  posterior  wall  showed  slight  de- 
calcification. There  was  definite  calcification  of 
the  right  adrenal  (Fig.  1). 

Comment 

Of  course  we  cannot  draw  any  definite  conclu- 
sions from  a single  case,  but  there  existed  here  a 
moderately  severe  case  of  arthritis  and  a pathologi- 


Fig.  1.  Normal  gallbladder  and  calcified  adrenal 
(Case  1). 


cally  calcified  adrenal.  * This  latter  also  explains  the 
slight,  intermittent  glycosuria. 

36  Plaza  Street 


Addendum. — Since  the  submission  of  the  original 
report  the  following  case  has  been  observed. 

A white  woman,  age  seventy,  diabetic  for  over 
seventy  years,  had  chills  and  fever  due  to  virus 
hepatitis  two  months  prior  to  examination.  She 
complained  also  of  weakness  and  pains  in  the  right 
hip  joint  and  back.  • 

Physical  examination  was  negative  with  the  ex- 
ception of  pain  and  stiffness  in  the  right  hip  and 
lower  back. 

Laboratory  examination  revealed  the  following: 
urine  negative,  hemoglobin  61  per  cent,  red  blood 
cells  3,350,000,  white  blood  cells  9,200,  with  58 
polymorphonuclears,  36  small  lymphocytes,  and 
7 large  lymphocytes.  Sedimentation  rate  was  18 
mm.  for  the  first  hour. 

X-ray  examination  showed  osteoarthritis  of  the 
right  femur  and  spine.  The  left  adrenal  appeared 
definitely  calcified.  An  intravenous  pyelography 
indicated  a pelvoureteral  occlusion  due  to  an  aber- 
rant blood  vessel. 


* In  his  textbook,  Diagnostic  Roentgenology , Dr.  Ross 
Golden  includes  an  x-ray  illustration  of  calcified  aldrenals 
which  also  shows  an  arthritis  of  the  spine. 
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CONGENITAL  IDIOPATHIC  THROMBOPENIC  PURPURA  IN  A PREMATURE 
INFANT  WITH  SPLENECTOMY 

Seymour  Gruber,  M.D.,  Bernard  Redner,  M.D.,  and  Benjamin  Kogut,  M.D., 
Brooklyn,  New  York 

( From  the  Departments  of  Pediatrics  and  Surgery,  Beth-El  Hospital) 


('''ON GENITAL  thrombocytopenic  purpura  is  ex- 
| ^ ceedingly  rare  in  the  newborn,  especially  in  the 
premature  infant.  McAllenney  and  Kristan  have 
9 thoroughly  reviewed  the  small  number  of  cases 

I previously  reported  in  infancy,  of  which  only  six  were 
premature  infants.1 

This  is  a report  of  a 3-pound,  10-ouuce  premature 
I infant  who  had  diffuse  petechial  hemorrhages  at 
I birth  and  was  subjected  to  a splenectomy  fourteen 
f hours  later.  This  infant  survived  the  operation  and 

I showed  a remarkable  hematologic  response  follow- 
ing surgical  intervention  but  finally  succumbed  to 
an  overwhelming  infection  thirty  days  later. 
4 Kracke  and  others  have  pointed  out  that  idiopathic 
j thrombocytopenic  purpura  is  a definite  indication 
for  splenectomy.2 

Case  Report 

Baby  F.,  a premature  white  infant,  was  born  on 
||  November  5, 1948,  and  weighed  3 pounds,  10  ounces. 
I The  mother  was  thirty-one  years  of  age,  a gravida  1 , 
a Para  O with  no  past  history  of  any  significance.  She 
had  no  bleeding  tendency  or  blood  dyscrasia.  Her 
Wassermann  was  negative',  and  the  blood  type  was 
I Rh  positive,  type  B. 

The  infant  was  born  at  thirty-five  weeks  of  gesta- 
I tion  after  a ten-hour  labor  via  low  forceps,  right 
I median  lateral  episiotomy  with  the  use  of  saddle 
block  anesthesia.  The  first  stage  of  labor  lasted  nine 
hours  and  fifteen  minutes,  the  second  stage  thirty- 
I five  minutes,  and  the  third  ten  minutes. 

The  infant  seemed  well  at  birth  and  had  a good 
i strong  cry.  One  hour  after  birth  multiple  pinpoint 
{ to  pea-size  hemorrhagic  areas  scattered  over  the 
• body  were  evident.  The  liver  was  felt  two  finger- 
■ breadths  below  the  costal  margin,  and  the  spleen 
i was  markedly  enlarged,  extending  to  the  iliac  crest. 

Laboratory  studies  at  this  time  revealed:  hemo- 
I globin  103  per  cent:  erythrocytes  3,850,000  with 
40  nucleated  red  cells;  macrocytosis  3 plus;  poly- 
chromasia  3 plus;  platelets,  none  seen  on  smear: 
t coagulation  time  five  minutes;  bleeding  time  two 
i minutes;  leukocytes  12,000  with  a differential  count 
of  3 myelocytes,  5 staff  neutrophils,  27  segmented 
neutrophils,  5 eosinophils,  55  lymphocytes,  and  5 
' monocytes.  The  blood  type  was  AB,  Rh  positive. 
Clot  retraction  was  not  done  because  of  large  amount 
of  blood  required. 

A hematologic  study  of  the  bone  marrow  showed 
practically  no  megakaryocytes  except  for  occasional 
I degenerated  cells  with  no  left  shift  of  the  granulo- 
cytic series  and  a preponderant  and  extreme  eryth- 
roblastosis. The  hematologist  felt  that  the  paucity 
of  megakaryocytes  was  only  transient  and  advised 
that  a splenectomy  be  done. 

The  infant  became  markedly  cyanotic  and  dysp- 
neic.  The  bleeding  tendency  increased  as  evidenced 
by  further  areas  of  subcutaneous  hemorrhage.  A 
blood  transfusion  of  38  cc.  of  whole  blood  was  given. 
At  this  point  it  was  felt  advisable  to  perform  a sple- 
nectomy. 

A left  upper  naidrectus  incision  was  made  fourteen 


Fig.  1.  Rise  in  platelets  poetoperatively. 


hours  after  birth.  The  liver  was  found  to  be  en- 
larged to  the  level  of  the  umbilicus  and  the  spleen 
extended  to  the  iliac  crest.  The  splenic  artery  was 
clamped  and  cut  and  the  spleen  removed.  Acces- 
sory spleens  were  searched  for  and  none  found. 

The  spleen  was  greatly  enlarged,  weighing  39 
Gm.  It  was  hard  and  firm.  Section  revealed  al- 
most complete  obliteration  of  all  normal  landmarks. 
The  pathologic  report  states,  “The  outstanding 
change  is  extensive  and  diffuse  hematopoiesis  in- 
volving both  the  erythroid  and  myeloid  elements. 
Both  the  red  pulp  and  the  sinusoids,  as  well  as  the 
trabecular  vessels,  contain  excessive  numbers  of 
these  immature  cells.  The  myeloid  cells  are  repre- 
sented by  large  cells  containing  prominent  vesicular 
nuclei.” 

Several  hours  after  splenectomy  the  platelet 
count  rose  to  80,000  with  evidence  of  normal  eryth- 
ropoiesis  (Table  I).  The  subsequent  rise  in  plate- 
lets may  be  followed  in  the  accompanying  graph 
(Fig.  1).  The  infant  ran  a very  stormy  postoper- 
ative course  which  was  complicated  by  pneumonia, 
atelectasis,  and  dehydration.  Penicillin,  25,000 
units  was  given  every  three  hours  as  well  as  hyki- 
none  and  continuous  oxygen.  Nutrients  were  sup- 
plied chiefly  by  scalp  vein  infusions  of  5 per  cent 
glucose  in  saline. 

On  the  twelfth  postoperative  day  the  baby  seemed 
to  be  doing  very  well.  The  purpuric  and  ecchymo- 
tic  areas  had  disappeared.  The  operative  wound 
was  well  healed,  and  the  baby  was  taking  an  evapo- 
rated milk  formula. 
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TABLE  I. — Hematologic  Course  of  Patient 


Day 

of 

Life 

Erythrocytes 
in  Millions 

Nucleated 
Red  Cells  Per 
100 

White  Blood  Cells 

Hemoglobin 
(Per  Cent) 

Leukocytes 
Including 
Nucleated 
Red  Blood  Cells 

Platelets 

0 

3.85 

40 

103 

OPERATION 

12,000 

0 

1 

5.3 

250 

121 

36,000 

80,000 

3 

6.5 

500 

130 

60,000 

70,000 

4 

6. 1 

680 

127 

80,000 

40,000 

5 

5.0 

450 

110 

36,000 

40,000 

6 

5.3 

112 

18,000 

50,000  giant  size 

7 

5.4 

35 

117 

9,000 

40,000  giant  size 

8 

5.5 

25 

117 

8,000 

70,000  giant  size 

10 

5.3 

5 

no 

8,400 

90,000  giant  size 

11 

5.2 

109 

8,800 

100,000  giant  size 

13 

4.5 

2 

104 

9,000 

110,000  giant  size 

17 

4.4 

4 

100 

12,000 

250,000 

21 

4.1 

94 

12,000 

240,000 

25 

4. 1 

82 

16,800 

240,000 

28 

81 

56,000 

240,000 

However,  he  became  cyanotic  on  the  twenty-first 
postoperative  day.  A small  pustule  was  noted  over 
the  right  temporal  region.  The'infant  subsequently 
developed  a suppurative  lymphadenitis  of  the  an- 
terior cervical  and  submaxillary  lymph  node  with 
accompanying  jaundice  and,  in  spite  of  vigorous 
therapy  with  oxygen,  stimulants,  and  antibiotics, 
expired  thirty  days  after  birth. 

At  autopsy  the  principal  findings  were  those  of  a 
severe  sepsis  which  was  indicated  by  the  septic 
myocarditis  and  a septic  thrombophlebitis  in  the 
lungs  associated  with  a bronchopneumonia.  There 
was  evidence  of  a marked  myeloid  reaction  in  the 
liver  and  lymphoid  hyperplasia  of  the  cervical  nodes. 

The  microscopic  findings  in  the  spleen  were  ex- 
plained by  the  fact  that  there  was  a very  marked 
myeloid  reaction  which  could  be  mistaken  for  mye- 
logenous leukemia.  The  purpura  was  due  to  the 
thrombocytopenia.  With  splenectomy  an  imme- 
diate elevation  in  the  platelet  count  was  noted.  The 
purpuric  areas  resolved,  and  thus  the  purpura  was 
of  the  idiopathic  thrombocytopenic  type.  The  im- 
mediate cause  of  death  was  sepsis. 

Comment 

The  patient  herein  reported  presented  a serious 
diagnostic  problem;  the  baby  was  so  acutely  ill 
that  a diagnosis  had  to  be  quickly  established  and 
treatment  instituted.  Leukemia  was  ruled  out  by 
the  studies  of  the  peripheral  blood  and  bone  mar- 
row. Erythroblastosis  fetalis  was  not  considered 
because  no  incompatibility  in  the  Rh  factor  or  the 
major  blood  groups  was  found.  Serologic  tests  ruled 
out  syphilis.  The  possibility  of  hemorrhagic  dis- 
ease of  the  newborn  was  obviated  by  the  hemato- 
logic findings. 

The  decision  to  subject  so  tiny  an  infant  to  sur- 


gery was  a difficult  one  to  make.  The  factors  that 
argued  for  splenectomy  were  the  lack  of  response  to 
transfusion  or  vitamin  K therapy  and  the  fear  of  an 
imminent  cerebral  hemorrhage,  since  more  purpuric 
areas  were  constantly  manifesting  themselves. 
There  appeared  to  be  no  alternative,  and  the  judg- 
ment was  vindicated  by  the  rapid  rise  in  platelets 
within  a few  hours  postoperatively  and  the  immedi- 
ate cessation  of  all  the  bleeding  tendencies.  The  ex- 
cellent response  showed  that  age  or  size  of  infant  is 
no  contraindication  to  major  surgery  when  it  must 
be  done  as  a lifesaving  measure.  The  death  in  this 
case  was  due  to  overwhelming  sepsis  unrelated  to  the 
thrombocytopenic  purpura. 

Summary 

A case  of  congenital  thrombocytopenic  purpura  in 
a 3-pound,  10-ounce  premature  infant  is  reported 
in  which  purpuric  manifestations  were  present  im- 
mediately after  birth.  There  was  no  response  to 
transfusion  or  vitamin  K therapy,  and  a splenec- 
tomy was  performed  fourteen  hours  after  birth  as  a 
lifesaving  procedure  because  of  the  increasing  grav- 
ity of  the  patient’s  condition.  The  infant  made  a 
good  recovery  from  the  operation,  and  the  platelet 
count  rose  to  normal  with  complete  cessation  of  all 
bleeding  tendencies.  He  succumbed  to  intercur- 
rent infection  at  the  age  of  one  month.  This  is  the 
first  premature  infant  reported  in  the  literature  who 
recovered  from  a splenectomy. 
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THE  APRIL  1 ISSUE  OF  THE  JOURNAL  WILL  CONTAIN  AN- 
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A CASE  OF  MYXEDEMA  IN  AN  EIGHTY-ONE-YEAR-OLD  WHITE  FEMALE 

William  B.  Rawls,  M.D.,  and  V.  Charles  Ancona,  M.D.,  New  York  City 
{From  the  Department  of  Medicine,  St.  Clare’s  Hospital) 


A/fyxedema  is  not  a rare  disease  but  is  seldom 
seen  in  a person  of  this  age.  With  the  medical 
profession’s  consciousness  of  disease  of  the  thyroid, 
modern  treatment,  and  the  frequent  determination 
of  the  basal  rate,  one  rarely  sees  myxedema  even  in 
the  younger  age  group  and  to  a much  less  extent 
in  the  older  age  group. 


Case  Report 

Mrs.  A.  J.  M.,  a white  female,  aged  eighty-one 
years,  was  first  seen  on  February  2,  1949.  Her 
chief  complaints  were  (1)  tingling  in  both  arms  and 
hands  for  several  years  which  had  been  getting  pro- 
gressively worse  during  the  past  few  months,  (2) 
marked  stiffness  and  soreness  of  the  neck  and  pain 
' on  active  motion,  and  (3)  pain  in  both  legs,  more 
marked  in  the  right,  and  considerable  difficulty  in 

I arising  from  the  sitting  position. 

The  general  systemic  history  was  essentially 
normal.  There  were  no  headaches  and  no  gastro- 
intestinal, genitourinary,  or  cardiorespiratory  symp- 
toms except  for  poor  elimination.  She  had  been 
accustomed  to  taking  IV2  to  3 grains  of  Nembutal 
each  night  for  insomnia. 

The  physical  examination  revealed  a moderately 
overweight,  pallid,  but  not  acutely  ill  person. 
The  pupils  were  round,  regular  and  equal,  and  re- 
acted to  light  and  accommodation.  The  ears, 
nose,  and  throat  were  normal.  There  was  no 
atrophy  of  the  tongue  and  no  inflammation.  The 
thyroid  was  not  enlarged,  and  there  was  no  cervical 
adenopathy.'  The  blood  pressure  was  160/90. 
The  pulse  rate  was  76  and  regular,  and  the  tempera- 
ture 97  F.  There  was  a soft,  apical,  systolic  mur- 
mur. The  abdomen  was  normal.  There  was  no 
edema  of  the  extremities  and  no  evidence  of  either 
venous  or  arterial  disease  other  than  a moderate 
arteriosclerosis.  The  vibratory  sensation  was  de- 
creased in  the  right  arm  as  compared  to  the  left  and 
was  normal  in  the  legs.  Passive  motion  elicited 
grating  in  both  shoulders,  and  there  was  a moderate 
limitation  of  abduction  and  internal  rotation. 
Examination  of  the  cervical  spine  revealed  consider- 
able muscle  spasm  and  limitation  of  flexion  and  rota- 
tion to  the  left.  There  was  considerable  grating  and 
marked  tenderness  on  palpation.  There  were 
marked  Heberden’s  nodes  present  in  the  fingers  of 
both  hands. 

The  laboratory  examination  revealed  the  follow- 
ing: erythrocyte  sedimentation  rate  (Westergren 
method)  26  mm.  per  hour;  hemoglobin  94  per  cent, 
white  blood  cells  7,800,  red  blood  cells,  3,810,000, 
polymorphonuclear  67  per  cent,  lymphocytes  35 
per  cent,  basophils  1 per  cent;  red  blood  cells 
showed  poikilocytosis,  anisocytosis,  and  macro- 
cytosis.  Urine  was  yellow  and  clear,  specific  gravity 
1.022,  acid,  sugar  and  acetone  negative,  slight  trace 
of  albumin.  Since  the  anemia  was  of  the  macro- 
cytic type,  the  possibility  of  a primary  anemia 
was  considered. 

X-ray  examination  of  the  cervical  spine  revealed 
lipping  and  sharpening  of  articular  margins  with 
greatest  changes  between  the  third  and  seventh 
vertebrae,  indicating  an  advanced  osteoarthritis. 
The  right  shoulder  showed  some  roughening  of  the 


greater  tuberosity  which  might  be  associated  with  a 
subdeltoid  bursitis. 

Our  conclusions  were  that  of  a marked  osteo- 
arthritis of  the  cervical  spine  with  radicular  pain 
and  a possible  primary  anemia. 

The  patient  refused  a gastric  analysis,  and  we 
did  not  insist  because  of  her  age.  A sternal  punc- 
ture for  bone  marrow  study  was  also  refused. 

She  was  started  on  liver  extract  intramuscularly, 
iron  by  mouth,  and  treatment  for  her  arthritis. 
This  treatment  was  continued  for  six  weeks  with 
improvement  in  the  tingling  of  the  fingers  and  hands 
and  a lessening  of  the  pain  and  stiffness  of  the  neck. 
However,  she  began  to  complain  of  severe  fatigue, 
weakness,  pain  in  the  legs,  and  inability  to  walk 
more  than  one  block.  Oscillometric  readings  of  the 
lower  extremities  were  normal  for  a patient  of  her 
age,  and  the  pain  was  not  due  to  peripheral  vascular 
involvement. 

She  developed  a nose  and  throat  infection  which 
was  followed  by  a severe  and  persistent  vertigo. 

A complete  recheck  at  this  time  did  not  reveal 
any  change  in  our  original  findings.  In  view  of  the 
recent  nose  and  throat  infection  and  the  severe 
vertigo,  a diagnosis  of  toxic  labyrinthitis  was  made, 
but  taking  into  account  this  patient’s  age,  arterio- 
sclerosis,' vertigo,  and  fatigue,  we  could  not  eliminate 
the  possibility  of  a cerebral  thrombosis.  She  was 
kept  at  home  at  rest  for  a period  of  one  month,  but 
her  fatigue  continued  and  perhaps  even  increased. 
There  was  no  lessening  of  the  vertigo  after  the  nose 
and  throat  infection  had  cleared.  The  possibility 
that  this  patient  had  a primary  anemia  which  might 
account  for  her  symptoms  was  again  considered, 
and  a recheck  of  her  blood  count  at  this  time  re- 
vealed the  following:  hemoglobin  80  per  cent,  red 
blood  cells  3,050,000,  white  blood  cells  6,650,  seg- 
mented neutrophils  56,  nonsegmented  neutrophils 
2,  lymphocytes  40,  monocytes  1,  eosinophils  1. 
A basal  metabolism  was  suggested  but  refused. 
Vitamin  Bi2  was  added  to  the  regimen. 

Six  weeks  after  the  onset  of  the  vertigo  she  de- 
veloped edema  of  the  feet  and  ankles.  The  extreme 
fatigue  and  vertigo  continued,  and,  about  four  days 
after  the  development  of  the  edema  of  the  ankles, 
she  developed  edema  of  the  face  and  eyelids.  The 
urine  examination  was  normal.  We  concluded 
that  we  were  dealing  with  a hypometabolism,  and 
we  again  advised  her  to  have  a basal  metabolism 
and  further  laboratory  studies  done. 

The  results  of  these  studies  were  as  follows: 
basal  metabolic  rate  —30  per  cent;  hemoglobin 
80  per  cent,  red  blood  cells  3,050,000,  white  blood 
cells  6,650,  segmented  neutrophils  56,  nonsegmented 
neutrophils  2,  lymphocytes  40,  monocytes  1,  eosino- 
phils 1;  blood  urea,  sugar,  total  proteins,  albumin, 
and  globulin  were  all  within  normal  limits,  but  the 
cholesterol  was  400  mg.  per  cent. 

After  the  findings  of  the  low  basal  rate  were 
explained  to  the  patient,  she  informed  us  that  she 
had  had  myxedema  many  years  before  and  had  taken 
as  high  as  6 grains  of  thyroid  daily.  The  high 
blood  cholesterol,  the  low  basal  rate,  the  clinical 
symptoms  and  the  physical  findings,  and  the  pre- 
vious history  of  myxedema  justified,  we  believed, 
a diagnosis  of  myxedema  in  this  patient. 
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She  was  started  on  thyroid,  and  within  five 
days  after  beginning  the  thyroid  the  edema,  fatigue, 
and  dizziness  were  much  improved.  Before  the 
thyroid  was  administered,  the  patient  was  unable  to 
walk  more  than  half  a block  without  severe  fatigue 
and  could  not  make  the  trip  to  the  office.  Ten 
days  later,  this  patient  was  able  to  walk  several 
blocks  and  made  a trip  of  several  hundred  miles  by 
train  without  any  ill  effects. 

Summary 

The  rapid  improvement  and  the  disappearance 


of  the  edema,  vertigo,  and  fatigue  with  the  use  of 
thyroid,  we  believe,  is  further  proof  that  these 
symptoms  were  due  to  the  myxedema. 

Myxedema  with  its  macrocytic  type  of  anemia 
is  often  confused  with  pernicious  anemia  but  in 
contradistinction  shows  little  response  to  liver 
extract  or  vitamin  B12.  It  does  not  reveal  the 
megaloblastic  marrow  and  may  not  present  the 
gastric  anacidity  of  the  primary  type  of  anemia. 
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DIRE  FUTURE  SEEN  FOR  BRITISH  MEDICINE 


Abuses  of  the  British  National  Health  Service 
Act  “are  evident  everywhere  and  must  lead  to  more 
and  more  regulations,  tighter  enforcement,  greater 
penalties  for  violation,  further  limitations  on  free- 
dom, and  further  deterioration  of  the  quality  of 
medicine.” 

This  pessimistic  view  of  the  future  of  medicine  in 
England,  “unless  the  government  radically  changes 
its  basic  attitude  toward  medicine,”  is  expressed  in  a 
report  made  by  a group  of  American  physicians  sent 
to  Great  Britain  by  the  American  Medical  Associa- 
tion. Members  of  the  committee  are  Dr.  Walter  B. 
Martin  of  Norfolk,  Virginia,  member  of  the  A.M.A. 
Board  of  Trustees  and  a specialist  in  internal  medi- 
cine; Dr.  Grover  C.  Penberthy  of  Detroit,  a sur- 
geon; Dr.  Heyworth  N.  Sanford  of  Chicago,  a 
pediatrician;  Dr.  Ulrich  R.  Bryner  of  Salt  Lake 
City,  a general  practitioner,  and  Dr.  Carl  M.  Peter- 
son of  Chicago,  secretary  of  the  A.M.A.’s  Council  on 
Industrial  Health. 

Their  report,  appearing  in  the  August  19  issue  of 
the  Journal  of  the  American  Medical  Association,  says 
that  deterioration  in  the  quality  of  medical  care  and 
further  aggravation  of  an  existing  maldistribution  of 
doctors  also  have  been  results  of  the  Act.  The 
report  says  that  it  is  in  the  treatment  of  childhood 
illnesses  that  the  National  Health  Act  has  caused 
the  greatest  changes,  pointing  out: 

“The  outpatient  departments  to  which  ambula- 
tory children  must  be  referred  are  greatly  over- 
crowded. The  waiting  time  for  a tonsillectomy 
varies  from  eighteen  months  to  two  years  in  all 
hospitals  visited. 

“One  of  the  most  disturbing  effects  is  the  break- 
down or  deterioration  of  the  prophylactic  dental 
treatment  of  the  school  child,  owing  to  the  serious 
loss  of  dental  surgeons  staffs  who  have  been  trans- 
ferred to  the  National  Health  Service.  The  in- 
troduction of  the  general  dental  service  has  in- 
directly caused  irreparable  damage  to  the  teeth 
of  hundreds  of  thousands  of  school  children  and 
may  bring  about,  in  the  near  future,  the  total 
collapse  of  all  the  priority  dental  services.” 

The  report  cites  the  multiplicity  of  agencies  in- 
volved in  some  simple  cases,  saying: 

“The  previously  well-integrated  tuberculosis 
service  has  been  divided,  and  the  tuberculosis 
patient  in  course  of  treatment  may  come  under 
three  separate  agencies  of  the  government.  The 
same  thing  has  happened  to  the  maternity  welfare 
program.  A pregnant  woman  may  be  under  three 
separate  agencies  of  the  government  and  her 
newborn  child  under  a fourth.” 

The  opinion  is  expressed  that  “certainly  it  would 


appear  that  in  the  field  of  tuberculosis  control,  as  in 
some  other  phases  of  preventive  medicine,  the  effect 
of  the  Act  has  been  to  hamper  rather  than  promote 
the  public  welfare.”  The  report  deplores  the  minor 
role  assigned  to  the  family  doctor,  regarded  as  “the 
backbone  of  medical  service  to  the  population  at 
large.”  It  says: 

“The  general  practitioner  now  finds  himself  al- 
most completely  cut  off  from  hospital  connection. 
In  the  smaller  towns  and  rural  areas  he  may  con- 
tinue to  administer  anesthesia,  to  provide  mater- 
nity service,  and  to  maintain  some  contact  with 
inpatient  care.  The  unmistakable  trend  is  away 
from  his  direct  participation  in  these  activities. 
The  separation  of  the  general  practitioner  from 
modern  hospital  staff  functions  is  recognized  as 
one  of  the  most  serious  defects  in  the  existing 
health  service. 

“The  tendency  of  the  present  system  is  to  de- 
grade the  general  practitioner  to  the  level  of  a 
clerk,  a signer  of  certificates,  or  a guidepost  to 
the  specialist.  If  the  specialist  takes  over  the 
activities  of  the  smaller  hospitals,  the  general 
practitioner  will  have  little  opportunity  or  incen- 
tive to  improve  his  status  and  to  progress  as  a 
physician  and  a scientist.” 

The  total  cost  of  the  service  has  far  outstripped  all 
estimates,  and  there  is  no  evidence  that  the  peak  of 
expenditures  has  been  passed,  the  report  points  out, 
adding:  “Despite  the  great  amount  expended  for 

medical  care  in  England,  there  is  no  present  evidence 
that  it  has  in  any  significant  way  improved  the 
health  of  the  people  or  added  to  their  happiness.” 
“The  concept  of  comprehensive  medical  care 
without  some  direct  payment  by  the  consumer  is 
fundamentally  unsound.  It  makes  little  differ- 
ence whether  it  is  financed  by  direct  taxation  or  by 
payroll  deductions.  If  completely  free  to  the 
patient  it  eventually  results  in  such  serious  abuses 
that  its  primary  purpose  of  providing  good  medical 
care  for  everyone  is  vitiated. 

“Sooner  or  later  the  system  wall  corrupt  both  the 
receiver  and  the  dispenser.  When  it  is  wedded  to 
an  over-all  security  payment,  as  in  England,  its 
evil  possibilities  are  compounded.” 

The  report  also  points  out:  “All  general  hospitals 
have  long  waiting  lists,  in  some  categories  as  long  as 
six  months  to  two  years.  Outpatient  departments 
are  bulging.  The  surgeries  of  the  general  practitioner 
in  the  industrial  areas  are  overcrowded,  and  their 
facilities  are  grossly  inadequate.  Funds  available 
for  medical  care  have  been  dissipated  on  services 
that  are  not  essential,  and  essential  services  have 
suffered.” 


Special  Articles 

ELECTROSHOCK  THERAPY 

Committee  on  Public  Health  Relations,  New  York  Academy  of  Medicine* 

New  York  City 


THE  Malpractice  Insurance  and  Defense  Board  of 
| the  Medical  Society  of  the  State  of  New  York 
i has  invited  the  attention  of  the  Committee  on  Pub- 
? lie  Health  Relations  to  the  fact  that  an  increasing 
number  of  malpractice  suits  are  being  brought  on 
i account  of  injuries  sustained  in  the  administration  of 
i | electroshock  therapy  and  has  requested  the  Com- 
mittee to  take  this  matter  under  consideration  with 
a view  to  preparing  standards  for  the  administration 
of  this  type  of  treatment  in  the  private  offices  of 
physicians. 

The  “Group  for  the  Advancement  of  Psychiatry,” 
in  a report  on  Electroshock  Therapy  issued  in  August, 
1950,  took  cognizance  of  abuses  that  had  been  re- 
| ported  to  be  widespread.  The  report  states  that 
! electroshock  therapy  is  being  used  with  nonhospital- 
ized  patients  and  by  unqualified  persons;  that  the 
treatment  is  at  times  administered  without  ade- 
quate evaluation  of  the  patient’s  personality,  his 
problems,  and  the  potentialities  of  other  forms  of 
therapy;  that  electroshock  therapy  is  sometimes 
used  routinely  to  the  exclusion  of  psychotherapy, 
and  that  it  is,  in  some  instances,  used  as  the  sole 
! therapeutic  agent  to  the  neglect  of  a complete 
psychiatric  program. 

Investigation  discloses  that  within  the  past  five 
years  over  30  cases  have  been  brought  in  the  courts 
of  this  State,  wherein  damage  from  improper  applica- 
1 tion  of  electroshock  therapy  is  alleged.  One  case, 
involving  a death  during  the  course  of  treatment, 
resulted  in  a jury  verdict  in  favor  of  the  doctor, 
i Another  case,  involving  fracture  of  the  long  bones 
of  the  body,  was  won  by  a judge’s  decision.  Some 
of  the  cases  have  been  settled  out  of  court,  and  a 
number  have  not  yet  been  disposed  of.  The  great 
majority  of  these  cases  have  arisen  as  result  of  frac- 
i tures  of  the  long  bones  of  the  body  sustained  in  the 
course  of  treatment  in  physicians’  offices  or  in  small 
proprietary  hospitals.  Several  of  the  doctors  have 
been  sued  more  than  once. 

Typical  of  the  cases  that  have  come  before  the 
Board  is  one  of  a fifty-nine-year-old  patient  who  re- 
ceived two  treatments.  On  the  second  treat- 
ment, the  patient  was  strapped  and,  following  the 
application  of  electroshock,  complained  of  pain  in  the 
left  hip.  Roentgenograms  made  later  showed  a frac- 
ture of  the  acetabulum.  In  this  instance  the  treat- 
ment had  been  administered  without  assistants,  and 
a current  of  120  volts  was  used  for  two  tenths  of  a 

* This  report  was  prepared  in  December,  1950,  by  the 
following  Subcommittee:  Dr.  Hubert  S.  Howe,  chairman, 

Dr.  Russell  L.  Cecil,  Dr.  Bernard  L.  Pacella,  Dr,  Howard 
Potter,  Dr.  S.  Bernard  Wortis,  and  Dr.  E.  H.  L.  Corwin, 
seoretary. 


second.  Another  patient,  a woman  of  seventy, 
sustained  a fracture  of  the  left  humerus  in  the  course 
of  a series  of  five  treatments.  The  patient  had 
complained  of  pain  after  the  fourth  treatment,  but  a 
roentgenogram  was  not  taken. 

The  third  case  described  by  the  counsel  was  that 
of  a middle-aged  university  professor.  A roent- 
genogram made  after  the  third  treatment  did  not 
show  any  fractures,  but  a subsequent  film  showed 
that  both  acetabula  were  fractured. 

Another  case  involved  a fracture  of  the  head  of 
the  humerus.  The  patient  complained  of  pain  in 
the  arm  after  the  second  treatment,  but  no  roent- 
genogram was  made.  The  physician  gave  the  pa- 
tient Sodium  Pentothal  and  manipulated  his  arm 
and  made  a diagnosis  of  an  hysterical  paralysis. 
No  assistant  was  employed  in  this  case. 

Although  it  would  be  desirable  for  electroshock 
therapy  to  be  administered  in  a hospital  in  every 
instance,  the  Subcommittee  is  of  the  opinion  that  it 
may  be  given  in  a physician’s  office  if  certain  safe- 
guards are  scrupulously  observed.  Such  safe- 
guards must  include  attention  to  the  following 
points:  indications  and  contraindications,  qualifi- 
cations of  the  operator,  apparatus,  auxiliary  equip- 
ment, medical  equipment  and  attendants,  and  cer- 
tain general  precautions. 

Indications  and  Contraindications 

While  electroshock  treatment  is  of  unquestioned 
value  in  the  treatment  of  certain  mental  conditions, 
it  should  be  considered  as  an  adjunct  to  psychiatric 
treatment.  Only  a psychiatrist  or  a neurologist 
trained  in  psychiatry  and  the  technics  of  the  appli- 
cation of  electroshock  therapy  should  be  permitted 
to  determine  whether  the  condition  of  the  patient 
warrants  the  treatment,  whether  electroshock 
therapy  is  the  principal  agent  to  be  employed,  or 
whether  psychiatric  treatment  should  not  also  be 
included.  It  must  be  emphasized  that  a careful 
evaluation  of  the  individual  patient  is  indispensable 
to  the  proper  application  of  electroshock  treatment. 

Conditions  in  which  electroshock  treatment  gives 
favorable  results  are  as  follows: 

1.  Psychotic  depression  with  retardation, 
agitation,  and  with  or  without  neurotic  complica- 
tions. 

2.  Manic-depressive  psychosis,  depressive 
type.  In  manic  states,  convulsive  therapy  may 
exert  an  ameliorative  effect  on  the  hyperactivity, 
only  to  be  followed  by  relapse  after  cessation  of 
treatment;  as  a rule,  the  results  are  not  striking 
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3.  Involutional  depression.  Of  all  the  de- 
pressive syndromes,  none  responds  better  than  the 
primary  involutional  group.  Remission  may  be 
expected  in  90  per  cent  of  these  patients  who  have 
a history  of  previously  normal  personality. 

4.  Reactive  depression.  Certain  individuals 
with  a reactive  depression  which  has  continued 
for  an  unusually  long  period  may  respond  favor- 
ably when  other  methods  have  proved  ineffective. 

5.  Depressive  effects  of  chronic  alcoholism. 
These  effects  are  often  relieved  by  electroshock 
therapy. 

Conditions  in  which  electroshock  therapy  may  be 
useful  are  as  follows: 

1.  Schizophrenia,  especially  the  catatonic  and 
paranoid  types.  The  depressive  symptoms  of 
schizophrenia  are  frequently  ameliorated,  but 
enduring  benefits  are  uncommon. 

2.  Obsessional  neurosis.  If  the  obsessional 
aspect  of  the  disorder  is  a feature  of  psychotic  de- 
pression, the  results  may  be  favorable.  If  the 
depression  is  a complicating  symptom  of  a pri- 
mary obsessional  neurosis,  no  benefit  is  to  be  ex- 
pected. 

3.  Paranoid  conditions.  The  results  of  elec- 
troshock therapy  in  these  conditions  are  usually 
disappointing,  except  when  these  conditions  are 
coincidental  to  a depression. 

Shock  therapy  has  been  used  in  some  organic 
psychoses  accompanied  by  excitement,  but  this 
application  of  the  treatment  needs  further  study. 
Contraindications. — As  experience  with  electro- 
. shock  treatment  has  accumulated,  the  list  of  con- 
traindications has  decreased.  Study  of  the  patient 
in  terms  of  his  physical  condition,  the  severity  of  his 
psychosis,  and  the  urgency  of  his  need  for  treatment 
is  essential  for  accurate  determination  of  the  risk  in 
each  case. 

Psychiatric  contraindications  include  most  psy- 
chosomatic conditions,  psychopathic  personalities, 
children’s  behavior  problems,  and  psychoneuroses 
with  the  exception  of  neurotic  depressions.  Physi- 
cal conditions  still  considered  as  contraindications 
are  (1)  aortic  aneurysm,  (2)  coronary  disease  with 
repeated  anginal  attacks,  (3)  exophthalmic  goiter, 
and  (4)  acute  infections. 

The  following  conditions  should  be  regarded  as 
relative  contraindications,  requiring  individual 
consideration:  (1)  cardiac  decompensation,  (2) 

myocardial  infarction,  (3)  tuberculosis,  (4)  peptic 
ulcer  (repeated  hemorrhage),  (5)  thrombophlebitis, 
(6)  diseases  of  the  bones  and  joints,  (7)  hernia  in 
which  there  may  be  danger  of  strangulation,  and 
(8)  late  stage  of  pregnancy. 

A fracture  sustained  in  the  course  of  treatment  is 
not  necessarily  a contraindication  to  further  treat- 
ment, provided  such  therapy  is  continued  in  a 
hospital. 

Administration  of  Treatment 

Qualifications  of  Operator. — Electroshock  therapy 
should  be  administered  only  by  a qualified  psychia- 


trist or  a neurologist  trained  in  the  technics  of  its 
application. 

Apparatus. — The  following  specifications  are 
recommended  for  equipment  using  50  or  60-cycle 
sine  wave  treatment  current: 

1.  Treatment  units  should  be  equipped  with 
mechanisms  to  permit  adjustment  of  voltage  or  cur- 
rent and  of  timing.  The  dials  on  which  adjustments 
are  indicated  must  be  clearly  marked. 

2.  Timing  should  be  set  within  10  per  cent  of 
rated  timing  from  a line  supply  of  from  110  to  125 
volts. 

3.  The  patient  and  operator  must  be  isolated 
from  the  supply  line  under  any  and  all  conditions. 

4.  As  far  as  possible,  the  apparatus  should  be 
constructed  so  as  to  prevent  failure  of  the  control 
unit,  that  is,  the  parts  of  the  control  unit  must  be 
operated  properly  in  order  that  the  closing  and 
opening  of  the  patient  circuit  may  be  assured. 

5.  The  unit  should  be  so  arranged  that  it  de- 
livers current  only  when  the  switch  is  held  by  the 
operator.  This  eliminates  the  time  required  for  the 
operator  to  move  to  the  instrument  if  he  should  dis- 
cover that  the  unit  is  not  operating  but  is  delivering 
current. 

6.  The  unit  must  be  marked  with  the  manu- 
facturer’s name,  the  serial  number,  and  the  type. 

7.  Facilities  for  the  repair  of  units  should  be 
available. 

8.  The  apparatus  should  be  equipped  with  a 
check  lamp  or  some  other  means  of  indicating  that 
the  unit  is  in  operation. 

9.  The  unit  must  be  fused  to  prevent  damage  if 
the  instrument  is  connected  to  direct  current  or  a 
line  of  higher  voltage  than  that  for  which  it  is  in- 
tended. 

Auxiliary  Equipment. — 1.  Table:  A standard 

firm  support,  preferably  a bed  3 feet  wide  and  7 feet 
long,  made  of  wood  to  prevent  grounding  of  the 
patient,  should  be  provided. 

2.  Restraining  device:  Necessary  restraints 

should  be  readily  available  in  case  of  need  to  pre- 
vent the  patient  from  getting  off  the  bed  and  in- 
juring himself.  Mechanical  restraints  should  not 
be  used  during  the  convulsive  seizure.  The  patient 
should  preferably  be  restrained  gently  by  the  hands 
of  the  attendants. 

3.  Mouth  gag:  A gag  made  of  a moderately  re- 
sistant, unbreakable  substance,  which  cannot  be 
swallowed,  should  be  placed  in  the  patient’s  mouth. 
A doubled  rubber  tube  covered  with  a bandage  is 
suggested. 

Medical  Equipment  and  Attendants. — 1.  There 
should  be  on  hand,  in  case  of  need,  a mechanical 
airway,  a tongue  forceps,  and  oxygen  equipment. 

2.  Respiratory  and  cardiac  stimulants  for  hy- 
podermic use,  should  they  be  required,  are  also  rec- 
ommended. 

3.  In  addition  to  the  operator,  there  should  be  at 
least  one,  preferably  two,  trained  attendants. 

Supplementary  Precautions. — 1.  Physicians’  of- 
fices in  which  shock  therapy  is  given  should  have  re- 
covery rooms  for  the  patients. 

2.  Hospital  facilities  should  be  available  for  the 
immediate  admission  of  patients,  if  necessary. 


March  1,  1951  ] 


ELECTROSHOCK  THERAPY 


3.  The  patient’s  family  should  be  told  of  the 
hazards  of  electroshock  treatment  and  should  sign  a 
formal  consent  to  the  treatment. 

4.  The  patient’s  relatives  or  friends  should  be 
: instructed  as  to  complications  that  may  arise  fol- 
lowing treatment  and  how  to  cope  with  them.  No 
patient  should  be  treated  on  an  ambulatory  basis 
unless  he  has  reliable  persons  at  home  to  supervise 
him  during  the  course  of  treatment. 

5.  The  patient  should  remain  in  the  physician’s 
office  until  it  is  certain  that  he  will  be  able  to  leave 
'without  untoward  effects.  He  must  always  be  ac- 
companied from  the  office  by  a responsible  person. 

6.  Should  the  patient  complain  of  pain  following 
j treatment,  a thorough  physical  examination,  includ- 
ing roentgenograms,  is  indicated. 

7.  With  respect  to  the  actual  treatment,  the 
following  precautions  should  be  taken : 

(a)  A period  of  fasting  before  the  treatment, 

the  length  of  the  fast  to  be  determined  by  the 

physician. 
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(6)  Removal  of  dentures  and  hairpins. 

(c)  Evacuation  of  the  bladder. 

( d ) Protection  against  grounding  either  the 
patient  or  the  attendants. 

(e)  Hyperextension  of  the  back  to  prevent  com- 
pression fractures  of  the  vertebrae;  placing  a 
pillow  under  the  knees  to  make  acetabular  frac- 
tures less  likely;  restriction  of  movement  of  the 
arms  to  minimize  the  danger  of  fractures  of  the 
humerus. 

(/)  Caution  in  the  use  of  sedative  and  antispas- 
modic  drugs. 

Despite  the  observation  of  all  the  foregoing  pre- 
cautions in  the  giving  of  electroshock  therapy,  in- 
jury to  the  patients  may  ensue.  The  most  common 
form  of  such  injury  is  fracture  of  the  long  bones, 
but  occasionally  there  may  be  an  injury  of  another 
type.  There  has  been  a small  number  of  unex- 
plained deaths  resulting  from  this  form  of  therapy. 

Approved  by  the  Committee  on  Public  Health  Relations, 
December  18,  1950. 


ANNOUNCEMENT 

The  145th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York 
will  be  held 

April  30  to  May  4,  1951 
Hotel  Statler 
Buffalo 


TAX  NOTES  FOR  DOCTORS 


Seymour  L.  Goldstein,  C.P.A.,  New  York  City 
( Formerly  with  the  Bureau  of  Internal  Revenue) 


pINAL  Federal  income  tax  returns  for  the  calendar 
L year  1950  must  be  filed  on  or  before  March  15, 
1951.  In  preparing  these,  great  care  should  be  taken 
not  to  overlook  any  allowable  deductions.  The 
purpose  of  this  article  is  to  provide  a check  list  of 
both  professional  and  personal  deductions  so  that  a 
doctor  pays  no  more  than  his  proper  tax. 

This  year  a separate  Schedule  C (Profit  or  Loss 
from  Business  or  Profession)  has  been  formulated. 
In  this  schedule  all  the  professional  income  is  re- 
ported and  business  expenses  are  deducted.  Gener- 
ally, allowable  expenses  are  all  those  incurred  in  the 
production  of  income.  Following  is  a list  of  some  of 
these  business  expenses: 


1.  Rent  (see  special  comments  below) 

2.  Nurse’s  salary 

3.  Telephone  and  telephone  service 

4.  Applicable  automobile  expenses  (see  spe- 
cial comments  below) 

5.  Depreciation  of  equipment,  books,  furni- 
ture, and  instruments  (see  special  com- 
ments below) 

6.  Gas  and  light 

7.  Stationery,  postage,  and  office  expenses 

8.  Cleaning  and  maintaining  office 

9.  Uniforms  and  laundry 

10.  Drugs  and  medicines 

11.  Repairs  to  equipment  and  furniture 

12.  Laboratory  fees 

13.  Subscriptions  to  medical  periodicals 

14.  Magazines  and  newspapers  purchased  for 
waiting  room 

15.  Expenses  of  attending  meetings  and  con- 
ventions of  medical  groups 

16.  Membership  fees  in  professional  associa- 
tions 

17.  Business  taxes  (New  York  City  General 
Business  and  Occupancy  Taxes) 

18.  Accounting  fees 

19.  Rental  of  special  equipment 

20.  Fees  paid  for  professional  assistance 

21.  Bad  debts  (but  only  where  these  amounts 
were  reported  as  income  on  an  “accrual” 
basis) 


Special  Comments. — Rent. — Where  the  office 
and  home  are  combined,  that  part  of  the  expense 
allocable  to  the  office  is  deductible.  A fair  method 
of  apportionment  would  be  the  ratio  of  the  number 
of  rooms  used  for  the  office  to  the  total  rooms  of  the 
residence. 

Automobile  Expense. — After  determining  the  por- 
tion of  the  automobile  expenses  fairly  allocable  for 


professional  use  (mileage  or  other  equitable  basis), 
an  apportionment  of  the  depreciation,  insurance, 
gas  and  oil,  garage,  repairs,  and  other  expenses  is 
made  and  is  deductible  as  a business  expense.  In 
this  connection  it  should  be  noted  that  it  is  ad- 
visable to  keep  mileage  records  to  support  the  allo- 
cation. 

Depreciation. — The  costs  of  books,  equipment, 
and  instruments  having  a useful  life  longer  than  one 
year  are  not  deductible  in  the  year  of  purchase. 
These  are  regarded  as  capital  items,  and  deprecia- 
tion may  be  taken  on  them  over  the  life  of  the 
equipment. 

Nonbusiness  Deductions 

The  taxpayer  has  the  option  of  using  the  standard 
deduction  or  itemizing  his  nonbusiness  or  personal 
deductions.  The  standard  deduction  is  the  lower  of 
(1)  10  per  cent  of  the  adjusted  gross  income  or  (2) 
81,000  ($500  in  the  case  of  a separate  return  of  a 
married  person). 

It  is  suggested  that  the  nonbusiness  deductions  be 
listed  and  totaled  to  determine  whether  they  exceed 
the  standard  deduction.  The  method  adopted 
should  be  the  one  resulting  in  the  smaller  tax. 
Some  examples  of  the  nonbusiness  deductions  are: 

Contributions — Donations  to  churches,  Red  Cross, 
American  Legion,  community  chests,  nonprofit 
schools,  nonprofit  hospitals,  etc. 

Interest — Interest  on  the  mortgage  of  a personal 
residence  and  interest  on  a personal  debt. 

Taxes — Real  estate  and  personal  property  taxes, 
State  income  taxes,  local  sales  taxes,  auto  license 
fees,  and  State  gas  taxes.  (Note:  Any  taxes 
deducted  in  Schedule  C cannot  be  deducted 
here.) 

Casualty  Losses  and  Thefts — Any  loss  from  de- 
struction of  property  by  fire,  storm,  or  natural 
forces;  also  thefts  not  reimbursed  by  insurance. 

M edical  and  Denial  Expenses — Medical  and  dental 
expenses  in  excess  of  5 per  cent  of  the  adjusted 
gross  income. 

In  most  cases,  the  filing  of  a joint  return  results  in 
a smaller  tax.  To  file  a joint  return,  the  doctor  in- 
cludes the  name  of  his  wife  on  the  first  line  of  the  re- 
turn, combines  her  income  (if  any)  with  his,  and  has 
her  sign  the  tax  return. 

The  Declaration  of  Estimated  Tax  for  1951,  with 
a payment  of  at  least  one  quarter  of  the  tax  esti- 
mated to  be  due  thereon,  is  also  due  on  or  before 
March  15,  1951. 

521  Fifth  Avenue 
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Harry  Birch  Franchere,  M.D.,  of  Albany,  died  on 
January  12  at  St.  Peter’s  Hospital,  Albany,  at  the 
ige  of  fifty-four.  Dr.  Franchere  received  his  medical 
degree  from  the  Tufts  College  Medical  School  in 
1927  and  also  studied  at  the  Harvard  University 
Public  Health  Institute.  Dr.  Franchere  had  prac- 
ticed in  Altamont  for  twenty  years  and  five  years  ago 
became  a physician  for  the  Veterans  Administration 
•ating  board  at  Watervliet  Arsenal.  He  was  a mem- 
ber of  the  Albany  County  Medical  Society,  the 
‘Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  James  Kelley,  M.D.,  of  Cortland,  died  on 
jlDecember  29  at  his  home  at  the  age  of  sixty-nine. 
■Dr.  Kelley  was  graduated  from  the  Albany  Medical 
College  in  1909  and  interned  at  Albany  Hospital. 
In  1911  he  established  his  practice  in  Cortland  and 
pecame  attending  surgeon  for  the  Cortland  County 
Hospital,  the  Children’s  Home,  and  the  Lehigh  and 
Lackawanna  Railroads.  In  1918  Dr.  Kelley  studied 
Orthopedic  surgery  at  the  New  York  Post-Graduate 
Hospital,  New  York  City.  Active  in  local  medical 
jiffairs,  he  served  as  president  and  a member  of  the 
Cortland  Board  of  Health  and  as  Cortland  County 
coroner. 

I A Fellow  of  the  American  College  of  Surgeons, 
Dr.  Kelley  was  a member  of  the  New  York  and  New 
^England  Railway  Surgeons  and  the  New  York  State 
Industrial  Surgeons  societies,  the  Cortland  County 
iMedical  Society,  the  Medical  Society  of  the  State 
■pf  New  York,  and  the  American  Medical  Associa- 
tion. 

Jacques  Melvin  Lewis,  M.D.,  of  New  York  City, 
died  on  January  29  at  Miami  Beach,  Florida,  at  the 
(age  of  fifty.  Dr.  Lewis  received  his  medical  degree 
(from  the  New  York  University  and  Bellevue  Hospital 
(Medical  School  in  1923,  interned  at  Mount  Sinai  and 
[Willard  Parker  Hospitals,  and  did  postgraduate  work 

i!in  Berlin  and  Vienna.  He  was  professor  of  pediatrics 
at  the  New  York  University  College  of  Medicine, 
attending  pediatrician  at  Beth  Israel  Hospital  where 
he  was  also  president  of  the  medical  board,  and 
: attending  physician  in  children’s  medicine  at  Belle- 
vue Hospital. 

1 For  the  past  ten  years  Dr.  Lewis  had  been  engaged 
in  research  on  the  effects  of  vitamin  A in  animals  and 
infants,  particularly  with  regard  to  the  fat  absorp- 
tion of  this  vitamin  by  infants.  He  was  one  of  a 
group  of  pediatricians  of  the  New  York  Universitv- 
iBellevue  Medical  Center  who  had  worked  out  a new 
(treatment  for  babies  unable  to  assimilate  or  who  had 
difficulty  in  absorbing  fat.  In  his  earlier  years  Dr. 
(Lewis  had  collaborated  with  the  late  Dr.  Alfred  F. 
Hess  in  the  study  of  rickets  and  vitamin  D. 

A Licentiate  of  the  American  Board  of  Pediat- 
rics, Dr.  Lewis  was  a member  of  the  American 
H Academy  of  Pediatrics,  the  New  York  Academy  of 
< Medicine,  the  American  Pediatric  Society,  the  New 
I'  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

James  Francis  Rooney,  M.D.,  of  Albany,  died  on 
i February  4 at  the  age  of  seventy-three.  A former 
i president  of  the  Medical  Society  of  the  State  of  New 
*1  York,  Dr.  Rooney  was  graduated  from  Albany 
Medical  College  in  1898.  He  was  formerly  chief  of 


staff  at  St.  Peter’s  Hospital  and  consulting  physi- 
cian at  Brady  Maternity  Home,  both  in  Albany,  and 
consultant  in  internal  medicine  at  the  Ludington 
Hospital,  Ticonderoga,  and  the  Greene  Memorial 
Hospital,  Catskill. 

In  1921-1922,  Dr.  Rooney  was  president  of  the 
Medical  Society  of  the  State  of  New  York,  and  in 
1927  was  elected  to  its  Board  of  Trustees,  which  he 
served  as  chairman  in  1931-1932,  1936-1937,  and 
1946-1947.  He  had  been  a director  of  the  Veterans 
Medical  Service  Plan  of  New  York  since  its  incep- 
tion in  1946  and  chairman  of  the  State  Society’s 
War  Memorial  Committee  since  its  organization  in 
1947.  Adviser  on  the  procurement  of  medical  men 
for  the  armed  forces  during  two  wars,  Dr.  Rooney 
was  chairman  of  the  State  Advisory  Committee  to 
Selective  Service  for  medical,  dental,  and  allied 
specialists.  During  World  War  I,  he  headed  the 
medical  division  in  the  State’s  procurement  organiza- 
tion, receiving  the  Conspicuous  Service  Cross  for  his 
work.  Called  to  active  Army  duty  in  1941,  Dr. 
Rooney  served  as  executive  officer  of  the  134th 
Medical  Regiment  of  the  Twenty-Seventh  Division. 

A Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American  College  of 
Physicians,  Dr.  Rooney  was  a member  of  the  New 
York  Academy  of  Medicine,  the  Albany  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

William  Thomas  Shanahan,  M.D.,  of  Eggerts- 
ville,  died  on  January  26  at  his  home  at  the  age  of 
seventy-two.  Dr.  Shanahan  was  graduated  from 
the  Syracuse  University  College  of  Medicine  in 
1898.  He  was  a former  superintendent  of  the  Craig 
Colony  for  Epileptics  at  Sonyea  and  served  there 
from  1909  until  his  retirement  in  1943.  He  had 
twice  been  president  of  the  National  Association  for 
the  Study  of  Epilepsy  and  was  a life  member  of  the 
American  Psychiatric  Association.  In  addition,  Dr. 
Shanahan  was  a member  of  the  Rochester  Academy 
of  Medicine,  the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Ralph  Griffiths  Stillman,  M.D.,  of  New  York  City, 
died  on  November  17,  1950,  at  the  age  of  sixty-eight. 
Dr.  Stillman  was  graduated  from  the  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1907  and  interned  at  New  York  Hospital.  A Diplo- 
mate of  the  American  Board  of  Pathology  and  a 
Fellow  of  the  College  of  American  Pathologists,  Dr. 
Stillman  was  a member  of  the  American  Society  of 
Clinical  Pathology,  the  American  Association  of 
Blood  Banks,  the  International  Society  of  Hematol- 
ogy, the  New  York  State  Pathology  Society,  the 
New  York  Pathology  Society,  the  Society  for  the 
Study  of  Blood,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Hervey  Clock  Williamson,  M.D.,  of  New  York 
City,  died  on  February  1 at  the  French  Hospital  at 
the  age  of  sixty-three.  Dr.  Williamson  received  his 
medical  degree  from  the  New  York  University  and 
Bellevue  Hospital  Medical  School  in  1908  and 
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interned  at  Bellevue  Hospital.  Since  1917  he  had 
been  associated  with  the  Cornell  University  Medical 
Center,  having  served  as  clinical  professor  of  ob- 
stetrics and  gynecology.  Dr.  Williamson  was  con- 
sulting obstetrician  at  Bellevue  Hospital,  the  New 
York  Infirmary,  and  the  Hague  Maternity  Hospital 
in  Jersey  City;  attending  obstetrician  and  gynecol- 
ogist at  New  York  Hospital,  and  physician-in- 
charge of  obstetrics  and  gynecology  at  French 
Hospital. 

A Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology  and  a Fellow  of  the  American  College 
of  Surgeons,  Dr.  Williamson  was  a member  of  the 


New  York  Academy  of  Medicine,  the  Newr  York 
Obstetrical  Society  of  wrhich  he  was  a former  presi- 
dent, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arthur  Zahn,  M.D.,  of  Brooklyn,  died  on  January 
28  at  his  home  at  the  age  of  forty-nine.  Dr.  Zahn 
received  his  medical  degree  from  the  New  York 
University  and  Bellevue  Hospital  Medical  School  in 
1926.  He  was  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 
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MANAGED  SOCIAL  ECONOMY 


To  the  Editor: 

I enclose  an  excerpt  from  a letter  I have  just 
received  from  a friend  of  mine  on  the  teaching  staff 
at  the  University  of  Edinburgh.  It  is  self-explana- 
tory, and  it  seems  to  me  it  is  worthy  of  publication 
in  the  Journal,  as  it  is  a sign  of  the  times  and 
furthermore  shows  what  happens  in  the  program  of 
managed  social  economy,  where  the  inevitable 


always  happens — namely,  a leveling  down  rather 
than  a building  up. 

Frank  B.  Berry,  M.D. 

71  East  71st  Street 
New  York  City 
January  2,  1951 


Excerpt  from  Letter 


“The  latest  turn  in  our  own  medical  affairs  will 
give  those  in  the  United  States  who  are  opposed  to  a 
National  Health  Service  very  powerful  ammunition. 
Having  encouraged  young  doctors  to  undertake 
specialist  training,  the  Ministry,  at  the  request  of 
the  Treasury  for  Economics,  has  decided  that  the 
only  people  they  can,  with  comfort  to  themselves, 
get  rid  of  are  those  people  who  are  fully  trained,  or 
are  nearing  the  end  of  their  training,  and  who,  be- 
cause of  the  Ministry’s  failure  to  implement  their 


previous  promises,  cannot  get  an  appointment  to 
the  full  consultant  staff  of  a hospital.  Conse- 
quently, some  1,300  young  doctors  have  been  asked 
for  their  resignations  next  fall  and  have  been  told 
that  the  chances  of  their  being  taken  on  again,  or 
of  reaching  specialist  rank  in  this  glorious  welfare 
state,  are  virtually  nil.  Even  the  Universities  are 
not  exempt,  and  I,  in  the  senior  grade  under  full 
lecturer,  am  one  of  those  whose  heads  are  on  the 
block.” 


“FRAUDULENT  DOCTORS” 


To  the  Editor: 

Regarding  the  editorial  on  “Fraudulent  Doctors” 
in  the  January  15  issue,  I wash  to  make  the  following 
suggestion. 

Every  three  months  there  should  be  published  in 
the  Journal,  in  large  print,  a reminder  to  hospital 
board  members  to  check  thoroughly  all  credentials 
of  applicants  for  house  appointments. 


Perhaps  public  interest  would  be  better  served  in 
this  manner,  rather  than  in  the  manner  suggested  by 
the  editorial. 

C.  Douglas  Walsh,  M.D. 
Staten  Island,  New  York 
January  19,  1951 
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Heart  Association  Awards  Research  Fellowships 


STRESSING  the  need  for  increased  research  into 
heart  and  blood  vessel  diseases  in  war  and 
peace,  Mr.  A.  W.  Robertson,  chairman  of  the  board 
« jf  the  American  Heart  Association,  announced  re- 
l gently  the  granting  of  research  fellowship  awards 
iotaling  $173,800  to  41  individuals.  The  fellowship 
(awards  are  the  first  of  this  year’s  allocations  from 
unds  contributed  during  the  1950  heart  campaign 
and  provide  for  studies  to  be  made  during  the  1951- 
1952  academic  year. 

Included  in  the  group  of  those  receiving  awards 
tire  the  following  from  New  York  State: 

Chandler  A.  Stetson,  New  York  City,  rheumatic 
jfever,  the  Hospital  of  the  Rockefeller  Institute  for 
Medical  Research. 

I Kathleen  E.  Roberts,  New  York  City,  physiologic 
mechanisms  involved  in  kidney  control  of  sodium, 


potassium,  and  extracellular  fluid,  Cornell  University 
Medical  College. 

Abraham  G.  White,  New  York  City,  congestive 
heart  failure,  Montefiore  Hospital,  New  York 
City. 

James  K.  Alexander,  New  York  City,  fundamental 
aspects  of  congestive  circulatory  failure,  Harvard 
Medical  School. 

Irving  L.  Schwartz,  New  York  City,  physiologic 
and  metabolic  changes  induced  by  varying  the  in- 
take of  sodium  in  normal  and  hypertensive  patients, 
the  Hospital  of  the  Rockefeller  Institute  for  Medical 
Research. 

John  J.  Osborn,  Woodbury,  methods  for  the  in- 
terruption of  the  cardiac  and  pulmonary  circulations 
by  refrigeration  and  with  a new  type  of  oxygenator, 
New  York  University-Bellevue  Medical  Center. 


Blue  Shield  Enrolls  Two  Millionth  Member 


'TTIE  two  millionth  person  to  enroll  in  the  United 
J-  Medical  Service,  New  York’s  Blue  Shield  Plan, 
Iwas  honored  at  a dinner  held  January  25  at  the  Hotel 
[Biltmore,  New  York  City.  Approximately  400  per- 
sons, including  representatives  of  local,  State,  and 
national  medical  societies,  Blue  Shield  and  Blue  Cross 
Plans,  and  business  organizations,  attended. 

A feature  of  the  occasion  was  the  presentation  of 
an  achievement  award  to  Dr.  Chas.  Gordon  Heyd, 


president  of  United  Medical  Service,  on  behalf  of 
the  nonprofit,  voluntary  “doctors’  plan,”  by  Dr. 
Howard  Sehriver,  president  of  the  national  Blue 
Shield  Commission.  Dr.  Elmer  L.  Henderson, 
president  of  the  American  Medical  Association,  de- 
livered the  main  address  on  “A  New  Milestone  in 
Prepaid  Medical  Care.”  Dr.  Carlton  E.  Wertz, 
president  of  the  Medical  Society  of  the  State  of  New 
York,  presided. 


$600,000  Allocated  for  Blood  Research  Work 


THE  United  States  Public  Health  Service,  through 
its  National  Heart  Institute,  has  set  aside  $600,- 
000 — all  the  money  immediately  available — for 
I initiation  of  a broad  research  program  in  blood 
collecting,  separating,  and  preserving.  Establish- 
ment of  this  special  research  program  was  agreed  to 
by  all  agencies  involved  in  other  phases  of  the  blood 
program — Red  Cross,  Civil  Defense  Administration, 
Defense  Department,  Agriculture  Department, 
National  Research  Council,  Bureau  of  Standards, 
the  states,  and  various  private  blood  banks.  The 
National  Security  Resources  Board  continues  its 
over-all  coordination,  and  the  Red  Cross  continues 
to  be  responsible  for  the  collection  and  storing  of 
whole  blood,  plasma,  and  plasma  substitutes. 

The  Public  Health  Service  probably  will  attempt 
to  obtain  about  $1,500,000  additional  for  the  re- 
search activities,  which  are  divided  into  three 
phases,  as  follows: 


MEDICALLY 

Navy  Establishing  Course  for  Doctors  Going  on 
Active  Duty — With  31  enrolled  in  the. first,  class,  the 
Navy  has  started  a new  24-week  indoctrination 
course  for  doctors  coming  on  active  duty.  Eventu- 
ally, the  Navy  hopes  to  detail  all  men  coming  on 
duty  for  the  first  time  to  this  training.  The  bulk  of 
newly  commissioned  Navy  doctors  currently  get 
essential  orientation  with  the  unit  or  hospital  to 
which  first  assigned.  The  plan  is  to  substitute  the 


1.  Basic  research  on  the  separation,  purification, 
storage,  and  use  of  various  formed  elements  of  blood 
which  can  act  as  substitutes  for  whole  blood. 

2.  Developmental  research  to  improve  methods 
of  blood  collection — $215,765  for  this  phase  of  the 
program  will  go  to  Dr.  Charles  A.  Doan  of  Ohio 
State  University  to  adapt  research  to  large  scale 
production  of  blood  fractions  and  for  development 
of  special  equipment  (plastic  transfusion  kits, 
etc.). 

3.  Clinical  research  in  the  relative  effectiveness 
of  whole  blood  and  blood  substitutes  in  treatment  of 
burns,  shock,  and  radiation  injury. 

In  addition  to  the  non-Federal  institutions,  the 
National  Institutes  of  Health,  Navy  Medical  Bureau, 
and  Army  hospitals  will  participate  in  the  program. 


SPEAKING— 

new  24-week  course  for  this  on-the-job  training.  In 
contrast,  new  Army  doctors  are  put  through  a six- 
week  course  at  Fort  Sam  Houston,  Texas,  prior  to 
assignment  to  units  or  special  duty.  At  the  start  of 
the  Korean  war,  the  Army  cut  its  indoctrination  of 
some  doctors  to  as  little  as  three  days.  Under  the 
24-week  Navy  course,  about  half  the  time  is  spent  in 
special  study  at  Naval  Medical  Center,  Bethesda, 
Maryland,  the  rest  in  field  training  with  Marines, 
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aboard  submarines  and  airplanes,  and  with  amphib- 
ious units.  A Navy  spokesman  said  it  would  be 
two  or  three  years  before  the  full  scope  of  the  pro- 
gram is  determined. 

Seek  Doctors  for  Scout  Camps — The  Greater  New 
York  Councils  of  the  Boy  Scouts  of  America  needs 
licensed  physicians  for  its  summer  camps  for  New 
York  City  scouts.  Physicians  not  available  for  the 
full  season  will  be  accepted  for  short  terms. 

Salaries  for  these  positions  range  about  $500  for 
the  full  season,  proportionately  for  part.  The  camps 
are  in  operation  from  June  30  to  September  3.  For 
further  information,  address  Mr.  William  G.  Keough, 
assistant  director,  camping  and  activities,  Greater 
New  York  Councils,  Boy  Scouts  of  America,  120 
West  42nd  Street,  New  York  18,  New  York. 

Vacancies  for  Ophthalmologists — The  New  York 
City  Department  of  Health  has  vacancies  from  time 
to  time  for  qualified  ophthalmologists.  These  vacan- 
cies are  arranged  on  the  basis  of  three-hour  sessions 
at  the  rate  of  $10  per  session.  Services  are  rendered 
principally  to  school  children. 

Those  interested  should  submit  a statement  of 
their  qualifications  to  the  Director  of  Personnel, 
New  York  City  Department  of  Health,  125  Worth 
Street,  New  York  13,  New  York. 

Society  for  Clinical  and  Experimental  Hypnosis — 

The  Society  for  Clinical  and  Experimental  Hypnosis 
was  founded  in  1949  for  the  purpose  of  stimulating 
research  in  hypnosis  in  all  its  scientific  aspects.  Re- 
quirements for  membership  among  the  physicians  in 
various  medical  specialties  are  that  they  be  Diplo- 
mates  of  their  specialty  boards  or  possess  equivalent 
status  at  the  discretion  of  the  executive  committee, 
and  that  they  show  evidence  of  published  research 
in  hypnosis  also  acceptable  to  this  committee. 
Equivalent  training  and  experience  is  required  of  in- 
vestigators in  allied  areas.  Requirements  for  asso- 
ciate membership  and  any  other  pertinent  informa- 
tion regarding  the  Society  may  be  obtained  by  con- 
tacting the  president,  Jerome  M.  Schneck,  M.D.,  26 
West  9th  Street,  New  York  11,  New  York. 

Albany  Medical  College  Postgraduate  Program — 

The  third  in  a series  of  postgraduate  programs 
sponsored  by  the  Albany  Medical  College  began 
January  4 and  will  continue  through  April  19.  The 
program,  which  is  open  to  all  physicians  in  the  Al- 
bany area,  consists  of  the  following  courses:  (1) 
hematology;  (2)  endocrine  and  metabolic  diseases 
and  certain  new  diagnostic  advances;  (3)  chest 
diseases,  and  (4)  electrocardiography.  The  courses 
are  presented  through  panel  discussions,  lectures, 
and  demonstrations.  All  sessions  in  the  program  are 
led  by  members  of  the  Medical  College  faculty. 

Army  Medics  Cataloguing  Research  Scientists — 

laking  a further  step  in  better  utilization  of  man- 
power, especially  that  of  the  scarce  and  highly  tech- 
nical kind,  the  Army  Surgeon  General’s  office  is 
cataloguing  every  applicant  commissioned  in  the 
Medical  Corps  for  the  purpose  of  finding  those  who 
have  training  or  experience  in  research. 

The  Army  Surgeon  General  is  interested  in  know- 
ing just  what  medical  talent  is  available  for  research 
in  clinical  and  investigative  work  and  in  the  related 
fields  of  bacteriology,  chemistry,  physiology,  etc. 

The  Medical  Research  and  Development  Board 
of  the  Army  Surgeon  General’s  office  has  prepared  a 
special  questionnaire  which  is  given  to  selected  in- 
dividuals after  they  have  reported  to  duty  at  the 
Medical  Field  Service  School,  Fort  Sam  Houston, 
Texas,  where  definite  assignments  are  made.  Indi- 


viduals with  particular  qualifications  in  research  for 
which  the  Army  has  definite  need  are  being  placed  in 
research  assignments.  The  questionnaires  of  those 
for  whom  there  is  no  immediate  assignment  are  held 
by  the  Research  and  Development  Board  for  future 
openings. 

Christmas  Seal  Sales  Exceeding  1949  Rate — With 
over  three  fourths  of  the  $1,450,000  goal  for  the  1950 
Christmas  Seal  sale  in  New  York  State,  exclusive  of 
New  York  City,  reported  by  January  1 by  the  62 
county  and  city  affiliated  associations  of  the  State 
Charities  Aid  Association  State  Committee  on 
Tuberculosis  and  Public  Health,  the  success  of  the 
annual  campaign  seems  assured,  overcoming  the 
early  handicaps  of  the  disastrous  Thanksgiving 
week-end  storms  and  the  disturbed  international 
situation.  The  current  total  is  running  slightly 
ahead  of  the  same  sales  period  last  year. 

Admiral  Pugh  Takes  Oath  as  Navy  Surgeon 
General — Rear  Admiral  Lamont  Pugh,  MC,  USN, 
was  sworn  in  as  twenty-fifth  chief  of  the  Navy’s 
Bureau  of  Medicine  and  Surgery  at  a ceremony  in 
the  office  of  Secretary  of  the  Navy,  Francis  P. 
Matthews,  recently. 

Speaking  in  praise  of  the  work  done  by  the  retiring 
bureau  chief,  Rear  Admiral  C.  A.  Swanson,  Secre- 
tary Matthews  observed  that  the  admiral’s  efforts 
had  “greatly  enhanced  medical  service  to  the  per- 
sonnel of  the  Navy.”  Secretary  Matthews  said  he 
had  the  greatest  respect  and  confidence  in  the 
ability  of  the  new  surgeon  general. 

Admiral  Pugh  was  sworn  in  by  Rear  Admiral 
George  L.  Russell,  Judge  Advocate  General  of  the 
Navy.  The  ceremony  took  place  in  the  presence  of 
Admiral  Pugh’s  wife  and  son,  Lamont  Pugh,  and  a 
group  of  his  friends  and  colleagues,  both  military 
and  civilian. 

Dr.  Wirth  Receives  Promotion — The  State  De- 
partment of  Health  has  announced  the  provisional 
promotion  of  Dr.  Herman  E.  Wirth  of  12  Greenleaf 
Drive,  Elsmere,  to  the  position  of  principal  public 
health  physician  (TB  control),  effective  January  16. 
Salary  range  for  the  position  is  $8,538  to  $10,113. 

Dr.  Wirth  has  been  serving  as  associate  public 
health  physician,  assigned  to  the  case  finding  bureau 
of  the  Department’s  Division  of  Tuberculosis  Con- 
trol, since  September,  1949.  A graduate  of  New 
York  University  and  of  Cornell  University  Medical 
School,  Dr.  Wirth  interned  at  Methodist  Hospital, 
Brooklyn,  and  served  as  a resident  in  tuberculosis 
and  chest  diseases  at  Kingston  Avenue  Hospital, 
also  in  Brooklyn.  He  later  served  on  the  staffs  of 
Kingston  Avenue  and  Methodist  Hospitals,  of  Tri- 
Borough  Hospital  in  Manhattan,  and  Municipal 
Hospital  at  Otisville. 

National  Gastroenterological  Association  1951 
Award  Contest — The  National  Gastroenterological 
Association  again  takes  pleasure  in  announcing  its 
annual  Award  Contest  for  1951.  One  hundred  dol- 
lars and  a Certificate  of  Merit  will  be  given  for  the 
best  unpublished  contribution  on  gastroenterology 
or  allied  subjects.  Certificates  will  also  be  awarded 
those  physicians  whose  contributions  are  deemed 
worthy. 

Contestants  residing  in  the  United  States  must  be 
members  of  the  American  Medical  Association. 
Those  residing  in  foreign  countries  must  be  members 
of  a similar  organization  in  their  own  country.  The 
winning  contribution  will  be  selected  by  a board  of 
impartial  judges,  and  the  award  is  to  be  made  at  the 
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annual  convention  banquet  of  the  National  Gastro- 
enterological Association  in  September,  1951. 

Certificates  awarded  to  other  physicians  will  be 
mailed  to  them.  The  decision  of  the  judges  will  be 
< final.  The  Association  reserves  the  exclusive  right  of 
publishing  the  winning  contribution  and  those  re- 
i j ceiving  Certificates  of  Merit  in  its  official  publica- 
tion, The  Review  of  Gastroenterology. 

All  entries  for  the  1951  prize  should  be  limited  to 
5,000  words,  be  typewritten  in  English,  prepared  in 
manuscript  form,  submitted  in  five  copies  accom- 
panied by  an  entry  letter,  and  must  be  received  not 
later  than  June  1,  1951.  Entries  should  be  addressed 
to  the  National  Gastroenterological  Association, 
1819  Broadway,  New  York  23,  New  York. 

New  York  State  Department  of  Civil  Service — The 

] | New  York  State  Department  of  Civil  Service  is 
i holding  a nation-wide  examination  for  senior  super- 
ivisor  of  school  medical  service  (general)  on  April  14, 
1951.  This  position  is  in  the  Division  of  Pupil  Per- 
sonnel Service  of  the  New  York  State  Education  De- 
jpartment  at  Albany.  The  entrance  salary  is  $5,650. 
In  addition,  there  are  five  annual  salary  increases  up 
to  the  maximum  of  $6,910. 

Candidates  for  this  position  must  be  graduates  of 
an  approved  medical  school,  must  have  completed  an 
internship  of  one  year  in  an  approved  hospital,  and 
:must  have  a license  to  practice  medicine  in  New  York 
i State  or  be  eligible  to  enter  the  examination  for  such 
license.  In  addition,  they  must  have  two  years  of 
experience  in  the  practice  of  medicine  including 
jservice  as  a school  physician  plus  one  more  year  of 
experience  or  one  year  of  training  in  medicine  or 
public  health  beyond  the  M.D.  degree  or  an  equiva- 
lent combination. 

Detailed  examination  announcements  and  appli- 
cation blanks  can  be  obtained  by  writing  to  the  New 
i York  State  Department  of  Civil  Service,  39  Colum- 
bia Street,  Albany,  New  York.  The  application  fee 
is  $5.00. 

Teaching  Seminar  in  Proctology — The  Inter- 
national Academy  of  Proctology  will  present  its 
1 1 first  teaching  seminar  on  protologic  subjects,  includ- 
ing the  more  recent  developments,  in  the  form  of  a 
. symposium  and  round-table  discussion.  The  session 
will  be  held  in  New  York  City,  April  7,  1951. 

Registration  for  the  seminar  will  be  limited  in 
^number  and  open  to  licensed  physicians  who  are 
members  of  the  American  Medical  Association,  state 
or  county  medical  associations,  and  graduates  of  an 
j approved  medical  school.  Admission  to  the  seminar 
will  be  by  card  only.  Preference  in  registration  will 
be  given  to  those  affiliated  with  the  International 
Academy  of  Proctology. 

For  registration  or  further  information  communi- 
[ cate  with  Dr.  William  Lieberman,  chairman, 

| Seminar  Committee,  International  Academy  of 
j Proctology,  1819  Broadway,  New  York  23,  New 
I York. 

Medical  Center  Building  Dedicated — At  cere- 
monies held  on  January  24,  the  first  new  building  of 
the  New  York  University-Bellevue  Medical  Center 
was  dedicated.  Representing  the  latest  develop- 
ment in  modern  hospital  planning,  the  new  building 
will  house  the  Medical  Center’s  Institute  of  Physical 
> Medicine  and  Rehabilitation.  In  it,  the  Institute’s 
program  of  training  disabled  persons  with  the  aim  of 
j returning  them  to  normal  living  will  be  carried  for- 
ward. 

Commenting  on  the  new  building,  a long,  four- 
story  building  which  comprises  the  northern  wing  of 
I the  new  Medical  Center,  Mr.  E.  A.  Salmon,  director, 


said  it  provides  the  most  modern  facilities  in  the 
nation  for  carrying  forward  a program  of  teaching, 
research,  and  patient  care  in  the  field  of  physical 
medicine  and  rehabilitation.  The  entire  develop- 
ment and  construction  program  of  the  Medical  Cen- 
ter is  being  carried  forward  at  a cost  of  $32,000,000 
on  the  four-block  site  from  30th  Street  to  34th 
Street,  between  First  Avenue  and  the  East  River 
Drive.  This  first  new  unit  was  completed  within  the 
estimated  cost  of  $2,055,000. 

Mr.  Salmon  pointed  out  during  the  final  inspection 
tour  that  in  case  of  atomic  disaster  the  entire  new 
building  can  be  readily  converted  into  general  hos- 
pital facilities  for  a greatly  increased  number  of  beds, 
thus  augmenting  other  hospital  facilities  in  the  City 
for  emergency  use.  In  addition,  a section  of  the 
building’s  basement  has  been  adapted  as  an  effective 
bomb  shelter  for  patients  and  staff.  This  shelter 
consists  of  a long,  narrow  corridor  in  the  basement. 
Its  floor  and  walls  are  made  of  reinforced  concrete  a 
foot  thick.  Part  of  the  foundations  of  the  building, 
the  corridor  provides  ready  protection  of  the  best 
sort  against  the  harmful  effects  of  atomic  bombs. 

Navy  Doctors  To  Get  Basic  Naval  Medicine 
Course — Newly  commissioned  medical  officers  of  the 
Navy  now  receive  a twenty-four-week  basic  course 
in  naval  medicine.  The  course  convened  January  15 
at  the  Naval  Medical  School,  Bethesda,  Maryland, 
with  31  student  medical  officers  enrolled.  The 
course  is  conducted  under  the  direction  of  the  com- 
manding officer  of  the  Naval  Medical  School,  Cap- 
tain Bartholomew  W.  Hogan,  Medical  Corps,  U.S. 
Navy. 

Classroom  instructions  have  a fourfold  design: 
(1)  to  instruct  the  medical  officer  in  certain  fields  of 
medicine  frequently  glossed  over  in  medical  schools 
but  of  paramount  importance  in  naval  and  military 
medicine,  such  as  industrial  medicine,  tropical  medi- 
cine, preventive  medicine,  and  traumatology;  (2) 
to  provide  further  training  in  some  of  the  basic 
sciences  with  a view  toward  enabling  the  medical 
officer  to  meet  the  requirements  of  the  various 
specialty  boards;  (3)  to  furnish  basic  instruction  of  a 
refresher  character  in  order  to  bring  the  medical 
officer  up  to  date  in  current  methods  of  diagnosis  and 
therapy;  (4)  to  supply  instructions  in  certain  pro- 
cedures of  form  and  custom  to  better  qualify  the  re- 
cipient for  the  performance  of  his  general  duties, 
which  comprise  both  that  of  a doctor  and  a Naval 
officer. 

Milk  Group  Opposes  Compulsory  Health  In- 
surance— At  its  annual  meeting  in  Syracuse  on 
December  5,  1950,  the  Metropolitan  Cooperative 
Milk  Producers  Bargaining  Agency,  which  is  com- 
posed of  55  dairy  farmers’  milk  marketing  coopera- 
tives representing  24,000  farm  families,  adopted  the 
following  resolution  in  opposition  to  government 
compulsory  health  insurance: 

“Whereas,  this  nation’s  medical  profession  pro- 
vides our  citizens  with  a standard  of  medical  care, 
medical  institutions  and  facilities  unequalled  else- 
where in  the  world ; and, 

“Whereas,  this  is  possible  only  because  of  the 
leadership  of  the  medical  profession  and  the  fact  that 
it  is  free  to  develop  under  the  same  system  of  free 
enterprise  that  has  enabled  American  agriculture 
and  industry  to  lead  all  nations  in  production  of  food 
and  goods  for  our  own  people  and  for  the  rebuilding  of 
war  torn  countries;  and, 

“Whereas,  a plan  for  compulsory  health  in- 
surance has  been  proposed  for  this  nation,  which  is 
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similar  to  foreign  ideas  that  have  caused  a deteriora- 
tion of  medical  standards;  and, 

“Whereas,  such  programs  lead  to  multiplication 
of  costs,  bureaucracy,  and  huge  tax  burdens  upon 
the  public  without  comparable  benefits  and  add  to 
socialization  in  other  avenues  of  national  life; 

“Therefore  be  it  resolved,  that,  the  Metropolitan 
Cooperative  Milk  Producers’  Bargaining  Agency 
representing  over  24,000  farm  families  throughout 
the  New  York  Milk  Shed  hereby  register  its  opposi- 
tion to  any  form  of  compulsory  health  insurance  or 
any  system  of  political  medicine  designed  for 
national  bureaucratic  control;  and, 

“ Be  it  further  resolved,  that  a copy  of  this  resolu- 
tion be  transmitted  to  each  of  the  United  States 
Senators  for  the  states  of  this  Milk  Shed,  and  to 
Representatives  of  each  district  with  a request  that 
they  oppose  such  legislation.” 

Reunion  of  Allergists  Held — To  commemorate 
the  twenty-fifth  anniversary  of  the  New  York  Uni- 
versity Post-Graduate  Medical  School’s  course  in 
allergy,  a special  program  of  scientific  sessions  was 
held  February  2 and  3 at  the  University  Hospital, 
with  recent  advances  in  allergy  discussed  by  more 
than  100  specialists  in  the  field.  Physicians  present, 
all  of  them  matriculates  of  the  course,  came  from 


Texas,  Florida,  Maine,  and  other  parts  of  the  United 
States,  as  well  as  from  Halifax,  Nova  Scotia,  and 
Vancouver,  in  Canada. 

Highlight  of  the  meetings  was  the  anniversary 
dinner,  held  February  2 at  the  Advertising  Club. 
Principal  speakers  were  Dr.  Robert  Boggs,  dean  of 
the  New  York  University  Post-Graduate  Medical 
School;  Dr.  Charles  F.  Wilkinson,  professor  and 
chairman  of  the  Department  of  Medicine,  and  Dr. 
W.  C.  Spain,  professor  of  clinical  medicine,  under 
whose  direction  the  allergy  course  has  been  given  for 
the  past  twenty-five  years. 

American  Board  of  Ophthalmology — Candidates  | 
for  the  certificate  of  the  American  Board  of  Ophthal- 
mology are  accepted  for  examination  on  the  evidence 
of  a written  qualifying  test.  These  tests  are  held 
annually,  in  January,  in  various  parts  of  the  United 
States.  Applications  are  now  being  accepted  for  the 
1952  written  test  and  must  be  filed  before  July  1. 
Ninety-eight  examinations  have  been  held  to  date 
with  a total  of  3,143  certificates  issued. 

Chairman  of  the  Board  for  1951  is  Dr.  John  H. 
Dunnington,  New  York  City.  Ihe  secretary- 
treasurer,  from  whom  additional  information  may  be 
secured,  is  Dr.  Edwin  B.  Dunphy,  56  Ivie  Road, 
Cape  Cot  tage,  Maine. 


MEETINGS 

FUTURE 


New  York  Society  of  Neurosurgery 

Dr.  Byron  Stookey,  professor  of  clinical  neurologic 
surgery  at  the  Columbia  University  College  of 
Physicians  and  Surgeons  and  formerly  director  of 
neurosurgery  at  the  Neurological  Institute,  New 
York  City,  will  deliver  the  Charles  A.  Elsberg  Lec- 
ture, established  by  the  New  York  Society  of 
Neurosurgery,  on  Tuesday,  March  20,  at  8:30  p.m. 
at  the  New  York  Academy  of  Medicine,  New  York 
City. 

Dr.  Stookey’s  subject  will  be  “Early  Neurosur- 
gery in  New  York — Its  Origin  in  Neurology  and 
General  Surgery.” 

American  College  of  Chest  Physicians 

The  fourth  annual  postgraduate  course  in  diseases 
of  the  chest,  sponsored  by  the  American  College  of 
Chest  Physicians,  Pennsylvania  Chapter,  and  the 
Laennec  Society  of  Philadelphia,  will  be  presented  at 
the  Hotel  Warwick,  Philadelphia,  Pennsylvania, 
March  26  to  30.  The  course  will  emphasize  the  re- 
cent developments  in  all  aspects  of  the  diagnosis  and 
treatment  of  chest  disease.  The  course  is  open  to 
all  physicians,  but  the  number  of  registrants  will  be 
limited  and  applications  will  be  accepted  in  the  order 
in  which  they  are  received. 

Applications  should  be  sent  to  the  American  Col- 
lege of  Chest  Physicians,  500  North  Dearborn  Street, 
Chicago  10,  Illinois. 


Greater  New  York  Safety  Council 

Devoted  to  reducing  accidents  of  all  kinds 
throughout  the  nation,  the  twenty-first  annual 
Safety  Convention  sponsored  by  the  Greater  New 
York  Safety  Council  will  be  held  for  four  days,  be- 
ginning April  3,  at  the  Hotels  Statler  and  Governor 
Clinton,  in  New  York  City.  With  emphasis  on  the 
problems  of  civil  defense,  the  meetings  will  present 
latest  technics  in  accident  prevention  and  methods 
of  education  in  safety  in  the  home,  industry,  etc. 

New  York  Academy  of  Medicine 

The  Hermann  M.  Biggs  Memorial  Lecture  which 
is  held  annually  in  Hosack  Hall  at  the  New  York 
Academy  of  Medicine,  under  the  auspices  of  the 
Committee  on  Public  Health  Relations,  will  be  de- 
livered this  year  on  Thursday,  April  5,  at  8:30  p.m. 
Speaker  will  be  Rend  J.  Dubos,  Ph.D.,  Rockefeller 
Institute  for  Medical  Research,  on  the  subject, 
“Biological  and  Social  Aspects  of  Tuberculosis.” 

Kessler  Institute  for  Rehabilitation 

The  fifth  annual  Amputee  Conference  of  the  Kess- 
ler Institute  for  Rehabilitation  will  be  held  April  5,  6, 
and  7 at  the  Institute,  West  Orange,  New  Jersey. 
Lectures  and  demonstrations  will  be  given  by  mem- 
bers of  the  Institute’s  staff  and  by  visiting  specialists. 
The  conference  is  open  to  doctors,  limb  maker’s, 
therapists,  and  other  rehabilitation  personnel. 


PERSONALITIES 


Awarded 

The  Neuberg  Medal  Award  of  1951,  for  “outstand- 
ing achievement  in  biochemistry,”  to  Dr.  Severo 
Ochoa,  professor  and  chairman  of  the  Department  of 
Pharmacology,  New  York  University  College  of 
Medicine. 

Honored 

Dr.  Howard  Fox,  New  York  City,  by  the  Swedish 


Dermatological  Society,  as  a corresponding  mem- 
ber. 

Appointed 

Dr.  Richard  B.  Bean,  Buffalo,  as  chief  of  profes- 
sional services  at  the  new  Veterans  Hospital  in  Al- 
bany. . .Dr.  Leo  M.  Davidoff,  director  of  neuro- 
surgery at  Beth  Israel  Hospital,  as  chief  neurosur- 
geon at  Mount  Sinai  Hospital,  where  he  will  also 
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head  instruction  in  that  field  in  the  expanding  edu- 
cational program  conducted  in  affiliation  with  the 
Columbia  University  College  of  Physicians  and 
Surgeons.  . .Dr.  Clarence  E.  de  la  Chappelle,  asso- 
ciate dean  of  the  New  York  University  Post- 
Graduate  Medical  School,  as  director  of  the  Division 
of  Affiliated  and  Regional  Hospitals,  a newly  created 
division  of  the  New  York  University-Bellevue  Medi- 
cal Center. 

Dr.  Peter  J.  Di  Natale,  Batavia,  as  health  officer 
for  the  city  of  Batavia.  . . Morey  R.  Fields,  Ed.D., 
as  director  of  the  Bureau  of  Public  Health  Education 
of  the  New  York  City  Department  of  Health.  . . 
Dr.  Ivan  Isaacs,  Brooklyn,  as  radiologist  at  the 
Duval  Medical  Center,  Jacksonville,  Florida.  . .Dr. 
Charles  D.  Kochakian,  associate  professor  of  physi- 
ology, University  of  Rochester  Medical  School,  as 
assistant  director  of  the  Medical  Research  Institute, 
University  of  Oklahoma  School  of  Medicine.  . . 
Dr.  S.  Harold  Nickerson,  White  Plains,  as  assistant 
clinical  professor  of  orthopedic  surgery,  New  York 
University  College  of  Medicine.  . .Dr.  Libby  Pulsi- 
fer,  Rochester,  as  chief  of  medical  service  at  the 
Rochester  General  Hospital. . .Dr.  I.  M.  Tarlov,  New 
York  City,  as  professor  of  neurosurgery  and  neu- 
rology and  director  of  the  Department  of  Neurology 
and  Neurosurgery  at  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals.  . .Dr.  John  B. 
Truslow,  formerly  assistant  dean  of  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons,  as  dean 
at  the  School  of  Medicine  of  the  Medical  College  of 
Virginia  in  Richmond. 


Elected 

Dr.  Renato  J.  Azzari,  the  Bronx,  to  the  board  of 
directors  of  United  Medical  Service.  . .Dr.  Wilson  G. 
Smillie,  New  York  City,  professor  of  public  health 
and  preventive  medicine  at  Corqell  University 
Medical  College,  as  president  of  the  New  York 
Tuberculosis  and  Health  Association;  Dr.  Foster 
Murray,  as  first  vice-president,  and  Dr.  A.  J.  Lanza, 
as  secretary. 

Speakers 

Dr.  John  J.  Levbarg,  on  “Hypnosis,”  at  a meeting 
of  the  Society  of  the  Institute  for  Psychotherapy  on 
March  1.  . .At  a meeting  of  the  Mothers  Club  of 
Buffalo  in  January,  Dr.  Berwyn  F.  Mattison,  on 
“Medical  Aspects  of  Civil  Defense  Preparedness”; 
Dr.  William  J.  Orr,  on  “Modern  Concepts  in  the 
Management  of  Children’s  Diseases,”  and  Dr.  Clyde 
L.  Randall. 


New  Offices 

Dr.  Alfred  E.  Moore,  former  flight  surgeon  with 
the  U.S.  Army  Air  Force,  general  practice  in  Vernon 
. . .Dr.  Homer  L.  Skinner,  former  chief  of  surgery  at 
the  U.S.  Marine  Hospital,  Staten  Island,  practice  of 
general  surgery  and  chest  surgery  in  Great  Kills.  . . 
Dr.  Orrin  J.  Van  Dyck,  practice  of  general  surgery  in 
Sidney.  . .Dr.  John  K.  White,  general  practice  and 
practice  of  surgery  in  Middleville. 


COUNTY  NEWS 


Albany  County 

Dr.  James  W.  Bucci  was  elected  president  of  the 
Albany  County  Medical  Society  at  the  annual 
meeting  in  December.  Serving  with  him  will  be  Dr. 
William  Milner,  vice-president  and  presidentelect; 
Dr.  .Albert  Vander  Veer,  II,  secretary;  Dr.  Frances 
E.  Vosburgh,  treasurer;  Dr.  Emerson  C.  Kelly, 
historian,  and  Drs.  Thomas  0.  Gamble,  Homer  L. 
Nelms,  and  Arthur  J.  Sullivan,  delegates  to  the 
State  House  of  Delegates. 

At  the  January  meeting  of  the  Society,  Dr. 
Arthur  J.  Bedell,  emeritus  professor  of  ophthal- 
mology at  Albany  Medical  College,  presented  a 
paper  on  “High  Blood  Pressure  Retinopathy — 
Indications  for  Medical,  Surgical,  or  Obstetrical 
Treatment”  and  gave  a demonstration  of  color 
fundus  photographs. 

Broome  County 

Officers  of  the  Broome  County  Medical  Society 
for  1951,  elected  at  the  annual  meeting  in  December, 
are  as  follows:  Dr.  Ben  L.  Matthews,  Binghamton, 
president;  Dr.  Mark  H.  Williams,  Binghamton, 
vice-president;  Dr.  Nicholas  R.  Occhino,  Johnson 
City,  secretary;  Dr.  Martin  Weiss,  Binghamton, 
treasurer;  Dr.  Charles  B.  Steenburg,  Binghamton, 
assistant  secretary;  Dr.  Florence  Warner,  Bing- 
hamton, assistant  treasurer,  and  Drs.  Victor  W. 
Bergstrom  and  C.  H.  Berlinghof,  Binghamton,  and 
Dr.  John  A.  Kalb,  Endicott,  delegates. 

On  January  31  a joint  dinner  meeting  of  the 
Broome  County  Medical  Society,  the  Broome 
County  Dental  Society,  and  the  Broome  County 
Bar  Association  was  held  in  Binghamton.  Guest 
speaker  was  Dr.  Louis  H.  Bauer,  Hempstead,  chair- 
man of  the  Board  of  Trustees  of  the  American  Medi- 
cal Association  and  secretary  of  the  World  Medical 


Association,  whose  topic  was  “The  World  Situation 
in  Medicine.” 


Dr.  Charles  A.  Ragan,  assistant  professor  of 
medicine,  Columbia  University  College  of  Physicians 
and  Surgeons,  spoke  on  “Clinical  Aspects  of  ACTH, 
Cortisone,  and  Other  Steroids”  at  a meeting  of  the 
Binghamton  Academy  of  Medicine,  held  February 
20  at  the  Binghamton  City  Hospital.  The  program 
was  postgraduate  instruction  arranged  by  the  State 
Society’s  Council  Committee  on  Public  Health 
and  Education  in  cooperation  with  the  New  York 
State  Department  of  Health. 

Cayuga  County 

Dr.  F.  L.  Okoniewski  was  elected  president  of  the 
Cayuga  County  Medical  Society  at  the  annual 
meeting  held  in  December.  Other  officers  chosen 
include:  Dr.  E.  S.  Platt,  vice-president;  Dr.  T.  D. 
Stapleton,  secretary;  Dr.  M.  W.  Kirkwood,  corre- 
sponding secretary;  Dr.  L.  H.  Rothschild,  treas- 
urer, and  Dr.  A.  K.  Bates,  delegate. 

A program  of  postgraduate  instruction,  arranged 
by  the  State  Society’s  Committee  on  Public  Health 
and  Education  in  cooperation  with  the  State  De- 
partment of  Health,  was  presented  for  the  Cayuga 
County  Medical  Society  on  February  15  at  the 
Auburn  City  Hospital.  Dr.  Richard  H.  Lyons, 
professor  of  medicine  at  the  State  University  of 
New  York  College  of  Medicine  at  Syracuse,  spoke 
on  “Use  and  Abuse  of  Newer  Drugs.” 

Chautauqua  County 

New  officers  of  the  Chautauqua  County  Medical 
Society,  elected  at  the  annual  meeting  in  December, 
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are  as  follows:  Dr.  Hilding  A.  Nelson,  Jamestown, 
president;  Dr.  Edward  L.  Schwabe,  Brocton,  vice- 
president;  Dr.  Edgar  Bieber,  Dunkirk,  secretary,  and 
Dr.  C.  E.  Hallenbeck,  Dunkirk,  treasurer. 

Guest  speaker  at  the  meeting  was  Dr.  A.  Wilmot 
Jacobsen,  Children’s  Hospital,  Buffalo,  whose  topic 
was  “Practical  Problems  in  the  Growth  and  De- 
velopment of  Children.” 

Chenango  County 

Dr.  Martin  H.  Jacobi,  Norwich,  was  elected  presi- 
dent of  the  Chenango  County  Medical  Society  at 
the  annual  meeting  of  the  group  held  in  December. 
Other  officers  named  for  this  year  are:  Dr.  Everett 
T.  Centerwall,  Greene,  vice-president;  Dr.  Nor- 
man C.  Lyster,  Norwich,  secretary-treasurer,  and 
Dr.  A.  K.  Benedict,  Sherburne,  delegate. 

Clinton  County 

At  the  semiannual  meeting  of  the  Clinton  County 
Medical  Society  held  in  November  the  following  of- 
ficers were  elected:  Dr.  Girard  deGrandpre,  presi- 
dent; Dr.  Eric  Pearson,  vice-president;  Dr.  I. 
Robert  Wood,  secretary;  Dr.  Kenneth  Clough, 
treasurer,  and  Dr.  Leo  F.  Schiff,  delegate. 

Columbia  County 

Members  of  the  Columbia  County  Medical  So- 
ciety were  guests  of  the  Sterling-Winthrop  Research 
Institute,  Rensselaer,  on  January  17.  The  program 
included  a tour  of  inspection  in  the  afternoon,  dinner, 
and  a scientific  program.  The  speakers  were  Dr. 
W.  L.  Tainter,  director  of  the  Institute,  who  spoke 
on  the  Institute’s  program;  Dr.  Frederick  C. 
Machod,  whose  topic  was  “Medical  Applications  of 
Ion  Exchange  Resins,”  and  Dr.  John  C.  Seed,  who 
spoke  on  “Clinical  Uses  of  Levohed.” 

Cortland  County 

Dr.  Warren  J.  Pashley  was  re-elected  president 
of  the  Cortland  County  Medical  Society  at  the 
December  meeting  held  at  the  Cortland  County 
Hospital.  Also  re-elected  were  Dr.  Hugh  Frail, 
vice-president,  and  Dr.  John  E.  Eckel,  secretary. 
Dr.  Robert  T.  Corey  was  elected  treasurer  to  suc- 
ceed Dr.  William  E.  Mosher. 

Delaware  County 

New  president  of  the  Delaware  County  Medical 
Society  is  Dr.  Robert  Y.  Schatken  of  Walton,  who 
succeeded  Dr.  Sydney  Solomon.  Other  officers 
for  1951  elected  include  Dr.  Sheldon  Edgerton, 
Delhi,  vice-president,  and  Dr.  George  Miles,  Downs- 
ville,  secretary-treasurer. 

Dutchess  County 

At  the  December  meeting  of  the  Dutchess  County 
Medical  Society,  Dr.  Raymond  Sobel,  associate 
attending  psychiatrist,  Grasslands  Hospital,  Val- 
halla, spoke  on  “Psychosomatic  Disorders  of  Chil- 
dren.” 

Dr.  John  F.  Rogers  was  elected  president  of  the 
Dutchess  County  Medical  Society  at  its  January  10 
meeting.  Also  chosen  were  Dr.  John  K.  Deegan, 
vice-president;  Dr.  Albert  A.  Rosenberg,  secretary- 
treasurer,  and  Dr.  Joseph  L.  Cummings,  assistant 
secretary-treasurer. 

Erie  County 

Dr.  Elmer  T.  McGroder  was  elected  president  of 
the  Erie  County  Medical  Society  at  the  annual 
meeting  held  in  December.  Other  officers  chosen 
are  as  follows:  Dr.  Samuel  Sanes,  first  vice-presi- 


dent; Dr.  William  J.  Orr,  second  vice-president; 
Dr.  Mary  J.  Kazmierczak,  secretary;  Dr.  Walter 
Scott  Walls,  treasurer;  and  Drs.  Stephen  A.  Gra- 
czyk,  E.  Dean  Babbage,  Donald  R.  McKay,  and 
A.  H.  Aaron,  delegates. 

A panel  discussion  on  workmen’s  compensation 
was  the  feature  of  the  program  for  the  February  27 
meeting  of  the  group,  held  at  the  Hotel  Statler, 
Buffalo.  Speakers  included  Dr.  David  J.  Kaliski, 
director  of  the  Bureau  of  Workmen’s  Compensation 
of  the  Medical  Society  of  the  State  of  New  York, 
and  Mr.  Alexander  Bradt,  Buffalo  District  Adminis- 
trator of  the  New  York  State  Workmen’s  Compen- 
sation Board. 

Fulton  County 

Dr.  John  S.  Clemans  was  elected  president  of  the 
Fulton  County  Medical  Society  at  a dinner  meeting 
held  in  December.  Dr.  Kenneth  Durand  was 
elected  vice-president;  Dr.  William  H.  Raymond, 
treasurer,  and  Dr.  Robert  C.  Warner,  secretary. 

Herkimer  County 

In  order  to  provide  a close  working  basis  of  under- 
standing between  patients  and  their  doctors,  the 
Medical  Societies  of  Herkimer,  Madison,  and  Oneida 
Counties  have  adopted  a three-point  program  which 
provides  for  the  following  public  services: 

1.  An  emergency  medical  care  plan  for  three 
counties  to  insure  the  delivery  of  medical  care  when 
needed  in  an  emergency. 

2.  A mediation  committee  program  to  satisfy 
any  cases  of  misunderstanding  or  complaint  be- 
tween patients  and  their  doctors. 

3.  A malpractice  committee  program  through 
which  both  patients  and  doctors  will  receive  protec- 
tion in  cases  of  suspected  or  claimed  malpractice. 

A joint  statement  announcing  the  program  was  is- 
sued by  the  presidents  of  the  Medical  Societies  of 
the  three  counties  uniting  in  the  multiple  service 
plan. 

Dr.  W.  J.  MacDonald,  Mohawk,  was  elected 
president  of  the  Herkimer  County  Medical  Society 
at  the  annual  meeting  in  December.  Other  officers 
elected  are:  Dr.  Harold  T.  Golden,  fust  vice- 

president;  Dr.  0.  J.  Muller,  second  vice-president; 
Dr.  Arthur  Leistyna,  third  vice-president;  Dr.  R. 
C.  Ashley,  secretary-treasurer,  and  Dr.  G.  A.  Burgin, 
delegate.  Speaker  at  the  meeting  was  Dr.  Fred 
Plum,  New  York  City,  supervising  physician  of  the 
poliomyelitis  service  at  New  York  Hospital,  who 
spoke  on  “Physiologic  Management  of  Respiratory 
Insufficiency  Due  to  Acute  Poliomyelitis.” 

At  the  February  13  meeting,  Dr.  Claude  E.  Hea- 
ton, associate  professor  of  obstetrics  and  gynecology, 
New  York  University  College  of  Medicine,  pre- 
sented a paper  on  “The  Management  of  Difficult 
Labor.” 

The  programs  for  the  December  and  February 
meetings  were  postgraduate  instruction  arranged 
by  the  State  Society’s  Council  Committee  on  Public 
Ilealth  and  Education  in  cooperation  with  the  State 
Department  of  Health. 

Jefferson  County 

Dr.  George  F.  Bock  was  elected  president  of  the 
Jefferson  County  Medical  Society  at  the  November 
meeting  of  the  group.  Other  officers  are:  Dr. 

Edmund  A.  Maxwell,  vice-president;  Dr.  Charles 
A.  Prudhon,  secretary,  and  Dr.  Lawrence  E.  Hender- 
son, treasurer. 

Two  programs  of  postgraduate  instruction,  ar- 
ranged by  the  State  Society’s  Council  Committee 
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on  Public  Health  and  Education  in  cooperation  with 
the  State  Department  of  Health,  were  presented  in 
December  and  January  for  the  Jefferson  County 
Medical  Society.  On  December  19  in  Watertown, 
Dr.  D.  Naldrett  White,  associate  professor  of 
neuropsychiatry  at  Queens  University,  Kingston, 
Ontario,  and  Dr.  Robert  B.  Burtsch,  Alexandria 
Bay,  associate  staff  physician  at  Mercy  Hospital, 
Watertown,  presented  a paper  on  “The  Recent 

i Viral  Disease  Epidemic  at  Alexandria  Bay,  New 
! York.” 

On  January  16,  Dr.  Nathaniel  Kwit,  instructor 
in  pharmacology,  Cornell  University  College  of 
Meclicine,  presented  a paper  on  “The  Management 
of  Congestive  Failure.” 

Kings  County 

Officers  of  the  Kings  County  Medical  Society  for 
! 1951  are  as  follows:  Dr.  Samuel  Lubin,  president; 
Dr.  Charles  H.  Loughran,  president-elect  and  first 
vice-president;  Dr.  George  E.  Anderson,  second 
vice-president;  Dr.  Abraham  Segal,  secretary; 
!Dr.  Warren  A.  Lapp,  associate  secretary;  Dr. 

| Harry  Mandelbaum,  treasurer,  and  Dr.  Nicholas 
H.  Ryan,  associate  treasurer. 

At  the  regular  meeting  on  January  16,  Dr. 
tj  Samuel  Lubin  gave  his  inaugural  address  on  “Reason 
for  Existence,”  and  Dr.  Currier  McEwen,  dean  of 

ii  the  New  York  University  College  of  Medicine, 

I presented  a paper  on  “The  Present-Day  Status  of 
jj  ACTH  and  Cortisone  in  the  Treatment  of  Arthritis 
' i and  Rheumatic  Fever.” 

Dr.  Joseph  J.  Bunim  spoke  on  “The  Use  of  ACTH 
1 and  Cortisone  in  Certain  Diseases  of  Childhood” 
at  a meeting  of  the  Pediatric  Section  of  the  Kings 
1 County  Medical  Society  on  January  22. 

Madison  County 

Dr.  Walter  F.  Rogers,  Jr.,  of  the  Department  of 
Medicine,  Syracuse  University  College  of  Medicine, 
presented  a scientific  paper  on  “Adrenal  Gland 
Function  in  Disease”  at  the  meeting  of  the  Madison 
1 County  Medical  Society  held  in  December  in  Oneida. 

1 The  three-county  medical  program,  in  which  the 
j Medical  Societies  of  Herkimer,  Madison,  and  Oneida 
Counties  are  cooperating,  was  discussed  by  Mr. 
Harold  N.  Howell,  executive  secretary  for  the  pro- 
; gram.  ( See  Herkimer  County  news  for  complete  de- 
I tails.) 

On  February  15,  a program  of  postgraduate  in- 
struction was  presented  for  the  Madison  Countv 
Medical  Society  by  the  State  Society’s  Council 
1 Committee  on  Public  Health  and  Education  in  co- 
operation with  the  State  Department  of  Health. 
Dr.  Frederic  D.  Zeman,  lecturer  in  medicine, 
Columbia  University  College  of  Physicians  and 
Surgeons,  spoke  on  “Common  Clinical  Errors  in 
the  Care  of  the  Elderly  Patient.” 

Monroe  County 

Dr.  Joseph  A.  Lane  was  elected  president  of  the 
Monroe  County  Medical  Society  at  the  annual 
meeting  held  in  December  in  Rochester.  Also 
elected  were  the  following:  Dr.  Donovan  Jenkins, 
vice-president;  Dr.  Christopher  Parnall,  secretary; 
Dr.  R.  Edward  Delbridge,  treasurer,  and  Dr. 
Leonard  Horn,  Dr.  Libby  Pulsifer,  and  Dr.  Ellis 
Soble,  delegates. 

A postgraduate  teaching  day  on  “Heart  Disease,” 
sponsored  by  the  Heart  and  Rheumatic  Fever  Com- 
mittee of  the  Health  Association  of  Rochester  and 
Monroe  County  and  the  Monroe  County  Medical 
| Society,  will  he  held  March  14  from  10:00  a.m. 
to  5:00  p.m.  at  the  Rochester  Academy  of  Medicine. 


Montgomery  County 

Dr.  Walter  Dreyfus  is  the  newly-elected  president 
of  the  Montgomery  County  Medical  Society  for 
1951.  Serving  with  him  are  the  following:  Dr. 

George  Ferguson,  vice-president;  Dr.  Julius  Schil- 
ler, secretary,  and  Dr.  Phillip  Crotese,  treasurer. 

Nassau  County 

The  first  annual  press  luncheon  of  the  Nassau 
County  Medical  Society  was  held  in  December  at 
Westbury.  Dr.  Leo  T.  Flood,  president,  greeted 
over  50  members  of  the  press  of  Nassau  County, 
and  Mr.  Merrill  E.  Eisenbud,  director  of  the  health 
and  safety  division,  New  York  operations  office, 
U.  S.  Atomic  Energy  Commission,  spoke  on  “The 
Peaceful  Atom.” 

In  December  the  formation  of  a mediation  com- 
mittee to  hear  and  adjust  complaints  of  the  public 
was  announced  by  the  Nassau  County  Medical 
Society.  Dr.  Leo  T.  Flood,  president,  explained 
that  the  primary  purpose  of  the  new  unit  will  be  to 
improve  doctor-patient  relationships. 

At  the  regular  meeting  on  January  30,  Dr. 
Henry  P.  Goldberg,  professor  of  pediatrics,  Cornell 
University  Medical  College,  spoke  on  “The  Diagno- 
sis and  Management  of  Congenital  Heart  Disease 
in  Infants  and  Children.” 

Postgraduate  Education — Seventeen  lectures,  held 
Monday  afternoons  from  3:30  to  5:30  p.m.,  are 
being  presented  by  the  Nassau  County  Medical 
Society  in  its  postgraduate  medical  education  pro- 
gram which  began  January  15.  The  schedule  of 
lectures  includes  the  following  subjects  and  meeting 
dates:  cardiovascular,  January  15,  22,  and  29; 

gastroenterology,  February  5 and  12;  endocrinol- 
ogy, February  19;  chest  diseases,  February  26; 
pediatrics,  March  5;  dermatology,  March  12; 
cancer,  March  19;  application  of  radioactive  ma- 
terials to  medicine,  March  26;  obstetrics,  April  2; 
arthritis,  April  9;  hematology,  April  16,  and  neuro- 
psychiatry, April  23  and  30  and  May  4.  Dr. 
Harvey  L.  Myers  is  chairman  of  the  postgraduate 
education  committee  of  the  Society. 

Dr.  Louis  Bush,  Baldwin,  has  been  elected  presi- 
dent of  the  Nassau  County  Chapter,  American 
Academy  of  General  Practice,  succeeding  Dr.  Ge- 
rard V.  Farinola.  Other  officers  are:  Dr.  Ralph 

Camardella,  Malverne,  vice-president;  Dr.  Lyon 
Steine,  Valley  Stream,  secretary,  and  Dr.  Archie 
Harris,  Rockville  Centre,  treasurer. 

New  York  County 

During  the  weeks  of  January  15  and  January  22, 
the  New  York  County  Medical  Society  in  coopera- 
tion with  the  New  York  Academy  of  Medicine 
sponsored  the  basic  course  in  “Medical  Care  in 
Atomic  Attack”  for  its  6,800  members.  The  ther- 
apy of  burns,  shock,  and  radiation  injury  was  dis- 
cussed by  instructors  trained  in  the  special  problems 
of  atomic  disaster,  in  cooperation  with  the  medical 
schools  of  New  York  City,  the  New  York  City  De- 
artments  of  Hospitals  and  Health,  the  Medical 
ociety  of  the  State  of  New  York,  and  the  U.  S. 
Atomic  Energy  Commission. 

A scientific  program  on  hyperthyroidism  was 
presented  on  January  22  at  the  regular  meeting  of 
the  New  York  County  Medical  Society.  Appearing 
on  the  program  were  the  following:  “The  Physical 
Basis  of  Treatment  of  Hyperthyroidism  with  Radio- 
active Iodine,”  Dr.  Sergei  Feitelberg;  “New 
Methods  in  the  Diagnosis  of  Hyperthyroidism,” 
Dr.  Solomon  Silver;  “Treatment  of  Hyperthyroid- 
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ism  with  Radioactive  Iodine,”  Dr.  Stephen  B. 
Yohalem,  and  “The  Role  of  the  Surgeon  in  the 
Management  of  Hyperthyroidism,”  Dr.  Percy 
Klingenstein. 

Niagara  County 

Dr.  Julius  Markovitz,  North  Tonawanda,  was 
elected  president  of  the  Niagara  County  Medical 
Society  at  the  annual  meeting  held  in  December. 
Other  officers  chosen  for  1951  are  as  follows:  Dr. 
William  Anna,  Lockport,  president-elect;  Dr. 
Peter  Sciarrino,  Niagara  Falls,  vice-president;  Dr. 
Charles  M.  Dake,  Jr.,  Niagara  Falls,  secretary,  and 
Dr.  G.  Norris  Miner,  Lockport,  treasurer. 

At  the  regular  monthly  meeting  held  January  9 
in  Lockport,  a scientific  paper  on  “Poliomyelitis 
and  the  Kenney  Foundation”  was  presented  by  Dr. 
Nelson  G.  Russell,  Sr.,  professor  emeritus,  and  Dr. 
Thomas  S.  Bumbalo,  associate  in  pediatrics,  Uni- 
versity of  Buffalo  School  of  Medicine. 

Oneida  County 

A three-point  medical  service  plan  has  been  put 
into  effect  by  the  Medical  Societies  of  Herkimer, 
Madison,  and  Oneida  Counties.  ( See  Herkimer 

County  news  for  complete  details.) 


A program  of  postgraduate  instruction,  arranged 
by  the  State  Society’s  Council  Committee  on  Public 
Health  and  Education  in  cooperation  with  the  State 
Department  of  Health,  was  presented  for  the  Utica 
Academy  of  Medicine  on  February  15.  Dr.  Ray- 
mond J.  Pieri,  professor  of  clinical  obstetrics,  Syra- 
cuse University  College  of  Medicine,  spoke  on 
“The  Female  Perineum.” 

Onondaga  County 

At  the  144th  annual  meeting  of  the  Onondaga 
County  Medical  Society,  held  December  5 in  Syra- 
cuse, officers  for  1951  were  elected,  as  follows:  Dr. 
William  E.  Pelow,  president;  Dr.  Irving  L.  Ershler, 
vice-president;  Dr.  William  J.  Michaels,  secretary; 
Dr.  A.  Carl  Hofmann,  treasurer,  and  Drs.  Dwight 
V.  Needham  and  Carlton  F.  Potter,  delegates. 

At  a joint  meeting  of  the  Onondaga  County  Medi- 
cal Society  and  the  Syracuse  Academy  of  Medicine, 
held  January  16  in  Syracuse,  Dr.  James  M.  Blake, 
Glenridge  Sanatorium,  Schenectady,  spoke  on 
“The  Incidence  and  Management  of  Tuberculosis 
Associated/svithjPregnancy.” 

Ontario  County 

The  regular  meeting  of  the  Ontario  County  Medi- 
cal Society  was  held  February  13  at  the  Clifton 
Springs  Sanitarium,  Clifton\Springs.  Following  the 
business  meeting  and  dinner,  a clinical  conference  on 
diagnosis  was  presented  by  members  of  the  staff  of 
the  Clifton  Springs  Sanitarium. 


Programs  of  postgraduate  instruction,  arranged 
by  the  State  Society’s  Council  Committee  on  Public 
Health  and  Education  in  cooperation  with  the  State 
Department  of  Health,  have  been  held  for  the  Ge- 
neva Academy  of  Medicine,  as  follows: 

December  18 — -“The  Management  of  the  Diabetic 
Patient,”  Dr.  George  E.  Anderson,  clinical  profes- 
sor of  medicine,  State  University  of  New  York 
College  of  Medicine  at  Brooklyn. 

January  15 — “Cancer  of  the  Stomach,”  Dr. 


George  T.  Pack,  clinical  professor  of  surgery,  New 
York  Medical  College. 

February  19 — “Allergy  in  Children,”  Dr.  Jerome 
Glaser,  assistant  professor  of  pediatrics,  University 
of  Rochester  School  of  Medicine  and  Dentistry. 

Orange  County 

Dr.  Stiles  D.  Ezell,  Middletown,  was  elected  presi- 
dent of  the  Orange  County  Medical  Society  at  its 
December  meeting  in  Goshen.  Also  elected  were 
Dr.  C.  E.  Fallon,  Newburgh,  president-elect;  Dr. 

E.  C.  Waterbury,  Newburgh,  secretary-treasurer, 
and  Dr.  Renfrew  Bradner,  Warwick,  delegate. 

Orleans  County 

Officers  of  the  Orleans  County  Medical  Society 
for  1951  are  as  follows:  Dr.  J.  G.  Ellis,  Albion, 
president;  Dr.  A.  H.  Snyder,  Holley,  vice-presi- 
dent, and  Dr.  Walter  Shifton,  Albion,  secretary- 
treasurer. 

Otsego  County 

Dr.  T.  Campbell  Goodwin,  Cooperstown,  was 
elected  president  of  the  Otsego  County  Medical 
Society  at  its  annual  meeting  in  December.  Other 
officers  for  1951  are:  Dr.  John  M.  Constantine, 
Oneonta,  vice-president,  and  Dr.  Elfred  L.  Leech, 
Oneonta,  secretary-treasurer. 

Queens  County 

Officers  for  1951  of  the  Queens  County  Medical 
Society  are  as  follows:  Dr.  Henry  I.  Fineberg, 

president;  Dr.  Frank  J.  Cerniglia,  president-elect; 
Dr.  William  Benenson,  secretary;  Dr.  George 
Schaefer,  assistant  secretary;  Dr.  John  E.  Lowry, 
treasurer,  and  Dr.  George  J.  Lawrence,  assistant 
treasurer. 

Programs  of  postgraduate  instruction,  arranged 
by  the  State  Society’s  Council  Committee  on  Public 
Health  and  Education  in  cooperation  with  the 
State  Department  of  Health  for  the  Queens  County 
Medical  Society,  have  been  held  Friday  afternoons 
as  follows: 

December  1 — “Recent  Advances  in  the  Treatment 
of  Meningitis,”  Dr.  Jack  Nelson,  associate  visiting 
physician,  Bellevue  Hospital. 

December  8 — “Cancer  of  the  Head  and  Neck,” 
Dr.  William  J.  Hoffman,  assistant  attending  sur- 
geon, New  York  University  Post-Graduate  Hospital. 

December  15 — “Plasma,  Whole  Blood,  and  Elec- 
trolyte Therapy,”  Dr.  Charles  L.  Fox,  Jr.,  assistant 
professor  of  bacteriology,  Columbia  University 
College  of  Physicians  and  Surgeons. 

January  5— “Sudden  Suspicious  Death,”  Dr. 
Thomas  A.  Gonzales,  chief  medical  examiner, 
New  York  County. 

January  12 — “Common  Clinical  Errors  in  the 
Care  of  the  Elderly  Patient,”  Dr.  Frederic  D.  Ze- 
man,  lecturer  in  medicine,  Columbia  University 
College  of  Physicians  and  Surgeons. 

January  19 — “Psychic  Disturbances  in  Somatic 
Disease,”  Dr.  Morris  Herman,  professor  of  psychia- 
try and  clinical  neurology,  New  York  University 
College  of  Medicine. 

February  9 — -“Diagnosis  and  Treatment  of  Ane- 
mia,” Dr.  Paul  Reznikoff,  professor  of  clinical 
medicine,  Cornell  University  Medical  College. 

February  16 — “Bone  Tumors,”  Dr.  Norman  L. 
Higinbotham,  assistant  professor  of  clinical  sur- 
gery, Cornell  University  Medical  College. 

Rensselaer  County 

Dr.  Helmer  P.  Dowd  was  elected  to  the  presidency  | 
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of  the  Rensselaer  County  Medical  Society  at  its 
December  meeting.  Other  officers  chosen  include: 
Dr.  Henry  C.  Engster,  vice-president;  Dr.  Irving 
Strosberg,  secretary,  and  Dr.  John  J.  Jaffarian, 

: treasurer. 

Programs  of  postgraduate  instruction  presented 
[ at  recent  meetings  of  the  Rensselaer  County  Medical 
Society  have  included  the  following: 

December  13 — “New  Antimicrobial  Agents,” 
Dr.  Paul  A.  Bunn,  associate  professor  of  medicine, 
Syracuse  University  College  of  Medicine. 

February  13 — “Gynecology  in  General  Practice,” 
Dr.  Sydney  W.  Stringer,  clinical  instructor  in  gyne- 
i cology,  State  University  of  New  York  College  of 
I Medicine  at  Syracuse. 

Rockland  County 

Officers  of  the  Rockland  County  Medical  Society, 

1 elected  at  the  annual  meeting  in  December,  are  as 
follows:  Dr.  Abraham  Scheduler,  Nyack,  presi- 

dent; Dr.  A.  S.  Moscarella,  Spring  Valley,  vice- 
president;  Dr.  Robert  L.  Yeager,  Summit  Park, 
?!  secretary,  and  Dr.  Marjorie  Hopper,  Nyack,  treas- 
1 1 urer. 

; St.  Lawrence  County 

Dr.  John  H.  Stauffer,  Canton,  was  elected  presi- 
dent of  the  St.  Lawrence  County  Medical  Society 
at  its  annual  meeting.  Serving  with  him  are:  Dr. 
d Lloyd  McNulty,  Potsdam,  vice-president;  Dr. 

1 William  R.  Carson,  Potsdam,  secretary;  Dr. 

! Maurice  Elder,  Massena,  treasurer,  and  Dr.  Thomas 
M.  Watkins,  Potsdam,  delegate. 

At  the  meeting  of  the  group  on  February  8 in 
Potsdam,  Dr.  Harry  Bakwin,  associate  professor  ot 
pediatrics,  New  York  University  College  of  Medi- 
cine, spoke  on  “Psychologic  Aspects  of  Pediatrics.” 

1 The  program  was  postgraduate  instruction  arranged 
1 by  the  State  Society’s  Council  Committee  on  Public 
1 Health  and  Education  in  cooperation  with  the  State 

■ Department  of  Health. 

Saratoga  County 

Officers  for  1951  of  the  Saratoga  County  Medical 
I Society,  elected  at  the  annual  meeting  in  Novem- 
ber, are  as  follows:  Dr.  Malcolm  J.  Magovern, 

■ president;  Dr.  John  R.  Purcell,  vice-president; 
Dr.  Claire  K.  Amyot,  secretary;  Dr.  Joseph  Lebo- 

' wich,  treasurer,  and  Dr.  Joseph  L.  Kiley,  delegate. 

Schenectady  County 

Dr.  Harry  Miller  was  elected  president  of  the 
Schenectady  County  Medical  Society  at  the  annual 
meeting  held  in  December.  Other  officers  include: 
Dr.  Isaac  Shapiro,  vice-president;  Dr.  Ralph  E. 
Isabella,  secretary,  and  Dr.  Carl  F.  Runge,  treas- 
urer. 

At  the  February  6 meeting,  Dr.  Lester  J.  Unger, 
director  of  the  blood  and  plasma  bank,  New  York 
University-Bellevue  Medical  Center,  presented  a 
paper  on  “The  Rh  Factor  and  Its  Practical  Applica- 
tions.” The  program  was  postgraduate  instruction 
arranged  by  the  Council  Committee  on  Public 
Health  and  Education  of  the  Medical  Society  of  the 
State  of  New  York  in  cooperation  with  the  State 
Department  of  Health. 

Steuben  County 

New  officers  of  the  Steuben  Comity  Medical  So- 
ciety for  1951  are  as  follows:  Dr.  E.  J.  Stevens, 
Hammondsport,  president;  Dr.  Richard  E.  Travis, 
Hornell,  vice-president,  and  Dr.  R.  J.  Shafer,  Corn- 
ing, secretary-treasurer. 


Suffolk  County 

Dr.  Arthur  E.  Corwith  was  elected  president  of 
the  Suffolk  County  Medical  Society  at  the  annual 
meeting  of  the  group.  Other  officers  chosen  are: 
Dr.  Cyril  E.  Drysdale,  first  vice-president;  Dr. 
Morris  W.  Molinoff,  second  vice-president;  Dr. 
Edwin  P.  Kolb,  secretary,  and  Dr.  Warren  H.  Eller, 
treasurer. 

A symposium  on  the  newer  drugs  was  presented 
at  the  meeting  of  the  Society  on  January  31  at  the 
Central  Islip  State  Hospital,  with  Dr.  Alvin  L. 
Barach,  associate  professor  of  clinical  medicine, 
Columbia  University  College  of  Physicians  and 
Surgeons,  speaking  on  “Recent  Advances  in  the 
Treatment  of  the  Lung  with  the  Newer  Drugs,”  and 
Dr.  Joseph  J.  Bunim,  assistant  professor  of  clinical 
medicine,  New  York  University  College  of  Medicine, 
presenting  a paper  on  “Cortisone,  ACTH,  and  Other 
Steroids.”  The  program  was  postgraduate  instruc- 
tion arranged  by  the  State  Society’s  Council  Com- 
mittee on  Public  Health  and  Education  in  coopera- 
tion with  the  State  Department  of  Health. 

Tioga  County 

New  officers  of  the  Tioga  County  Medical  Society 
for  1951  are  as  follows:  Dr.  F.  K.  Shaw,  Waverly, 
president;  Dr.  S.  M.  Bulkley,  Spencer,  vice-presi- 
dent; Dr.  I.  N.  Peterson,  Owego,  secretary-treas- 
urer, and  Dr.  A.  J.  Capron,  Oweg  >,  delegate. 

Tompkins  County 

Dr.  John  W.  Hirshfeld  was  elected  president  of 
the  Tompkins  County  Medical  Society  at  the  an- 
nual meeting  held  in  December  in  Ithaca.  Others 
elected  were:  Dr.  N.  Stanley  Lincoln,  vice-presi- 
dent; Dr.  H.  J.  Heinicke,  secretary;  Dr.  H.  B. 
Wightman,  treasurer,  and  Dr.  Norman  S.  Moore, 
delegate. 

Warren  County 

Dr.  Russell  L.  Cecil,  professor  of  clinical  medicine, 
Cornell  University  Medical  College,  presented  a 
paper  on  “The  Treatment  of  Arthritis”  at  the  meet- 
ing of  the  Warren  County  Medical  Society  held 
January  11  in  Glens  Falls.  The  program  was  post- 
graduate instruction  arranged  by  the  State  Society 
Council  Committee  on  Public  Health  and  Education 
in  cooperation  with  the  State  Department  of  Health. 

Wayne  County 

New  officers  of  the  Wayne  County  Medical  So- 
ciety for  1951  are  as  follows:  Dr.  John  L.  Pulvino, 
president;  Dr.  Raymond  W.  DeSmit,  president- 
elect; Dr.  Norbert  Menuhin,  vice-president;  Dr. 
Irving  M.  Derby,  secretary-treasurer,  and  Dr. 
James  H.  Arseneau,  delegate. 

The  first  of  a series  of  six  weekly  lectures  for  the 
Wayne  County  Medical  Society  will  be  presented 
Friday,  March  2 and  March  9,  at  11:00  a.m.  at  the 
Hotel  Wayne,  Lyons.  Guest  speakers  will  be: 

March  2 — “Regional  Nerve  Block,”  Dr.  Burton 
M.  Shinners,  assistant  professor  of  neurology,  Uni- 
versity of  Buffalo  School  of  Medicine. 

March  9 — “The  Treatment  of  Epigastric  Distress 
Following  Meals,”  Dr.  A.  H.  Aaron,  clinical  profes- 
sor of  medicine,  University  of  Buffalo  School  of 
Medicine. 

The  programs  are  postgraduate  instruction  ar- 
ranged by  the  State  Society’s  Council  Committee 
on  Public  Health  and  Education  in  cooperation 
with  the  State  Department  of  Health. 
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BOOKS  RECEIVED 


Steroid  Hormones  and  Tumors.  Tumorigenic 
and  Antitumorigenic  Actions  of  Steroid  Hormones 
and  the  Steroid  Homeostasis.  Experimental  As- 
pects. By  Alexander  Lipschutz,  M.D.  Octavo  of 
309  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1950.  Cloth,  $6.00. 

Malignant  Disease  and  Its  Treatment  by  Radium. 
By  Sir  Stanford  Cade,  F.R.C.S.  Volume  III. 
Second  edition.  Octavo  of  446  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1950.  Cloth, 
$12.50. 

Vocational  Rehabilitation  of  Psychiatric  Patients. 

By  Thomas  A.  C.  Rennie,  M.D.,  Temple  Burling, 
M.D.,  and  Luther  E.  Woodward,  Ph.D.  Octavo  of 
133  pages.  New  York,  Commonwealth  Fund,  1950. 
Paper,  75jS. 

Physician’s  Handbook.  By  Marcus  A.  Krupp, 
M.D.,  Norman  J.  Sweet,  M.D.,  Ernest  Jawetz, 
M.D.,  and  Charles  D.  Armstrong,  M.D.  Sixth 
edition.  Narrow  duodecimo  of  380  pages,  illustrated. 
Palo  Alto,  Calif.,  University  Medical  Publishers, 
1950.  Paper,  $2.50. 

William  Withering  of  Birmingham,  M.D.,  F.R.S., 
F.L.S.  By  T.  Whitmore  Peck,  M.P.S.,  and  K. 
Douglas  Wilkinson,  M.D.  (Birm.l.  Octavo  of  239 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1950.  Cloth,  $4.50. 

The  Urinary  Function  of  the  Kidney.  By  A.  V. 
Wolf,  Ph.D.  Octavo  of  363  pages,  illustrated.  New 
York,  Grune  & Stratton,  1950.  Cloth,  $7.50. 

Principles  of  Public  Health  Administration.  By 
John  J.  Hanlon,  M.D.  Octavo  of  506  pages,  illus- 


trated. St.  Louis,  C.  V.  Mosby  Co.,  1950.  Cloth. 

$6.00. 

Progress  in  N eurology  and  Psychiatry.  An  Annual 
Review.  Vol.  V.  Edited  by  E.  A.  Spiegel,  M.D. 
Octavo  of  621  pages.  New  York,  Grune  & Stratton, 
1950.  Cloth,  $10. 

Lectures  on  Medicine  to  Nurses.  By  A.  E. 
Clark-Kennedy,  M.D.  Octavo  of  288  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1950. 
Cloth,  $3.50. 

The  Cytology  and  Life-History  of  Bacteria.  By 

K.  A.  Bisset,  Ph.D.  Octavo  of  136  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1950. 
Cloth,  $3.50. 

Adrenal  Cortex.  Transactions  of  the  First  Con- 
ference November  21-22,  1949.  Edited  by  Elaine 
P.  Ralli,  M.D.  Associate  Editors,  Konrad  Bloch, 
Ph.D.,  and  Gregory  Pincus,  Sc.D.  Octavo  of  189 
pages,  illustrated.  New  York,  Josiah  Macy,  Jr., 
Foundation,  1950.  Cloth,  $2.00. 

The  Pathology  of  Internal  Diseases.  By  William 
Boyd,  M.D.  Fifth  edition.  Octavo  of  866  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1950. 
Cloth,  $11. 

The  Psychoanalysis  of  Elation.  By  Bertram  D 
Lewin,  M.D.  Octavo  of  200  pages.  New  York, 
W.  W.  Norton  & Co.,  1950.  Cloth,  $3.00. 

Light  Therapy.  By  Richard  Kovacs,  M.D. 
Octavo  of  112  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1950.  Cloth,  $2.25.  (Publica- 
tion #57,  American  Lecture  Series.) 


BOOKS  REVIEWED 


Non-Valvular  Heart  Disease.  By  Henry  A. 
Christian,  M.D.  Octavo.  New  York,  Oxford  Uni- 
versity Press,  1948.  Cloth,  $2.00  (Reprinted  from 
Oxford  Loose-Leaf  Medicine.) 

This  small  volume  is  a reprint  of  a chapter  in  the 
Oxford  Loose-Leaf  Medicine.  Taken  together  with 
other  material  in  a large  system,  the  chapter  may 
serve  a useful  purpose.  As  it  is,  the  work  is  of  little 
value  either  to  the  general  practitioner,  who  should 
have  a more  comprehensive  work,  or  to  the  specialist, 
who  will  find  the  descriptions  sketchy  and  incom- 
plete. Redeeming  features  are  Christian’s  accuracy 
and  excellent  style  and  the  very  modest  price. 

Milton  Plotz 


Thomas  W.  Salmon,  Psychiatrist.  By  Earl  D. 
Bond,  M.D.,  With  the  collaboration  of  Paul  O. 
Komora.  Octavo  of  237  pages,  illustrated.  New 
York,  W.  W.  Norton  & Co.,  1950.  Cloth,  $3.00. 

This  is  a biography  of  a man  whose  courage,  wis- 
dom, and  achievements  in  behalf  of  mentally  sick 
people,  especially  those  who  became  ill  while  serving 
in  World  War  I,  have  assured  him  a place  among  the 
immortals  in  the  field  of  humane  treatment  of  the 
mentally  sick.  With  keen  eyes  and  a facile  pen  the 


author  describes  Dr.  Salmon’s  work  in  the  Public 
Health  Service,  his  fight  for  the  examination  of 
immigrants  at  the  ports  of  debarkation  rather  than 
after  they  have  come  to  our  country,  his  part  in  the 
founding  of  the  National  Committee  for  Mental 
Hygiene,  his  work  as  Chief  of  the  Army  Psychiatry 
for  the  A.E.F.  in  World  War  I,  and  the  important 
role  that  he  played  in  the  introduction  of  psychiatry 
into  the  curricula  of  the  medical  schools. 

Ample  attention  is  given  to  Dr.  Salmon’s  success 
as  director  of  the  National  Committee  for  Mental 
Hygiene,  the  part  he  played  in  the  building  of  the 
New  York  State  Psychiatric  Institute  within  the 
grounds  of  the  Columbia  University  School  of  Medi- 
cine, and  in  the  creation  of  an  independent  Depart- 
ment of  Psychiatry  at  Columbia  University  manned 
by  a full-time  staff.  The  author  sheds  considerable 
light  on  his  relationship  to  the  living  psychiatrists 
and  neurologists  of  that  period,  and  the  anecdotes 
and  stories  will  bring  many  tender  memories  to  those 
who  served  in  the  Medical  Division  of  the  Army  dur- 
ing World  YVar  I.  The  book  is  very  well  written, 
and  those  who  have  known  Dr.  Salmon  will  regard  it 
as  a true  portrait  of  the  man  and  of  his  accomplish- 
ments. Irving  J.  Sands 
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announcing 


‘Resodec’ 

for  sodium  control 


not  a diuretic!  not  a salt  substitute! 


hr 

A 

A 

A 
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sodium 

sodium 

'Resodec* 

Sodium  imbalance  causes  edema 

'Resodec’  restores  sodium  balance 

What  it  is:  'Resodec’  is  a remarkable  new  substance*  that  has  the  ability 
to  remove  excess  sodium  from  the  contents  of  the  intestinal  tract  and  to 
carry  it  out  of  the  body  in  the  feces. 

What  it  does:  'Resodec’  produces  the  approximate  effect  of  halving 
the  patient’s  salt  intake — thus  assuring  adequate  sodium  control, 
with  a minimum  of  dietary  restriction. 

For  complete  details,  see  professional  literature — available  upon  request. 

the  first  positive  means  of  achieving  adequate  sodium  control 

in  congestive  heart  failure 

Smith,  Ktine  & French  Laboratories,  Philadelphia 

'Resodec’  Trademark  *Polycarboxylic  cation  exchange  compound 
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Pathology.  Edited  by  W.  A.  D.  Anderson,  M.D. 
Octavo  of  1,453  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1948.  Cloth,  $15. 

This  book  is  impressive  in  its  extensive  treatment 
of  all  kinds  of  pathologic  states  ranging  from  injury 
by  electricity  or  chemical  poison  to  disease  organ- 
isms. From  this  standpoint  the  book  would  be  ex- 
tremely valuable  to  the  general  practitioner  who 
wishes  to  study  the  pathologic  effect  of  many  dif- 
ferent types  of  disorder.  From  the  same  standpoint 
the  book  suffers  from  lack  of  intensive  study  of  each 
particular  organ. 

There  are  many  illustrations,  over  a thousand, 
most  being  microscopic  sections  and  enlargements  of 
tissue  pictures.  While  these  illustrations  are  tech- 
nically good  the  photograph  cannot  give  a true  and 
accurate  picture  of  cell  structure  or  cell  pathology. 
For  this  reason  the  pictures  are  not  of  great  value  to 
the  pathologist  and  are  obviously  of  no  value  to  the 
general  practitioner.  Simple  drawings  showing  the 
obvious  and  important  changes  are  more  valuable  for 
the  general  practitioner,  whereas  color  representa- 
tions are  more  useful  to  the  pathologist,  although 
photography  can  never  replace  actual  study  of  the 
slides  with  the  microscope. 

This  book  attempts  to  bring  the  classroom  within 
the  confines  of  the  technic  of  a book.  The  whole  job 
is  well  done  within  the  limits  of  the  printing  technic. 
It  suffers  only  from  the  lack  of  refinement  of  these 
technics.  Henry  M.  Feinblatt 

Muskelpharmakologie  und  ihre  Anwendung  in  der 
Therapie  der  Muskelkrankheiten.  Edited  by  Dr. 
Otto  Riesser.  Octavo  of  232  pages,  illustrated. 
Bern,  Switzerland,  Medizinischer  Verlag  Hans 
Huber,  1949.  Paper,  16.80  Sw.  fr. 

This  is  the  first  monograph  on  the  pharmacology 
of  the  muscles  and  the  pharmacotherapy  of  the 
diseases  of  the  muscles.  The  work  is  limited  to  the 
striated  muscles  only.  The  author,  having  extensive 
experience  in  this  field  of  research,  gives  at  first  a 
very  complete  description  of  the  physiologic  condi- 
tions and  qualities  of  the  partial  functions  of  the 
muscle  action  in  order  to  point  out  the  influences  of 
various  chemical  agents.  Among  these  are  acetyl- 
choline, kalium,  cholinesterase  and  its  inhibitors, 
curare,  veratrine,  adrenaline,  quinine,  and  many 
others. 

Besides  the  central  regulation  of  the  muscle  tonus, 
the  pharmacology  of  the  metabolism  of  the  muscle 
and  the  problem  of  fatigue  are  thoroughly  reviewed. 
The  final  chapter  handles  the  pharmacotherapy  of 
the  diseases  of  the  muscles.  A number  of  illustra- 
tions help  to  explain  the  sometimes  very  technical 
text.  The  book  must  be  considered  as  a valuable 
addition  to  our  literature  on  muscle  physiology  and 
pathology.  Max  G.  Berliner 

Bowery  to  Bellevue.  The  Story  of  New  York’s 
First  Woman  Ambulance  Surgeon.  By  Emily 
Dunning  Barringer.  Octavo  of  262  pages,  illus- 
trated. New  York,  W.  W.  Norton  & Co.,  1950. 
Cloth,  $3.00. 

This  is  an  autobiography  by  the  first  woman  in- 
tern in  New  York  City.  The  time  goes  back  to  the 
beginning  of  the  century  and,  of  course,  antedates 
woman’s  suffrage.  The  book  creates  for  the  reader  a 
nostalgic  yearning  for  the  era  of  the  horse-drawn 
ambulance. 

This  work  will  remain  an  important  chapter  in  the 
history  of  medicine  in  our  United  States.  If  Dr. 
Emily  Dunning  Barringer  had  not  written  this,  it 


should  have  been  written  by  one  of  her  contem- 
poraries, but  no  one  could  have  improved  on  its 
style  or  its  substance.  It  is  to  be  read  and  remem- 
bered. The  reader  has  a treat  awaiting  him. 

Harry  Apfel 

Lipidoses.  Diseases  of  the  Cellular  Lipid  Me- 
tabolism. By  Siegfried  J.  Thannhauser,  M.D. 
Edited  by  Henry  A.  Christian,  M.D.  Second 
edition.  Octavo,  illustrated.  New  York,  Oxford 
University  Press,  1949.  Cloth  $12.  (Reprinted 
from  Oxford  Loose-Leaf  Medicine.) 

The  second  edition  of  Thannhauser’s  monograph 
on  cellular  lipid  metabolism  is  an  enlargement  and 
improvement  on  the  first.  It  is  the  one  important 
work  in  its  field  and  should  prove  invaluable  to  any- 
one interested  in  any  division  of  internal  medicine.  , 

Milton  Plotz 

Urological  Surgery.  By  Austin  Ingram  Dodson, 
M.D.  With  contributions  by  Randal  A.  Boyer, 
M.D.,  Douglas  G.  Chapman,  M.D.,  Fred  M. 
Hodges,  M.D.,  et  al.  Second  edition.  Octavo  of 
855  pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1950.  Cloth,  $13.50. 

The  second  edition  of  Austin  Ingram  Dodson’s 
Urological  Surgery  will  be  a welcome  addition  to  the 
library  of  the  urologist  and  of  those  surgeons  doing 
general  abdominal  surgery  as  well.  The  first  edition 
of  this  book  was  well  received  and  has  been  popular. 

In  the  later  edition,  a number  of  changes  in  arrange- 
ment together  with  extensive  new  material  have 
made  this  book  of  particular  value.  Almost  every 
surgical  procedure  of  note  in  current  usage  has  been 
accurately  and  lucidly  described.  Very  carefully 
drawn  illustrations  are  of  inestimable  assistance  in 
enabling  the  reader  to  visualize  the  technics  covered 
in  the  text. 

The  title  has  been  followed  faithfully;  clinical 
descriptions  and  surgical  procedures  comprise  the 
major  portion  of  the  material,  although  a number  of 
chapters  have  been  devoted  to  allied  subjects  such  as 
anatomy  of  the  urogenital  tract,  preoperative  and 
postoperative  care,  radiation  therapy,  acid-base 
balance  and  fluid  administration,  and  anesthesia. 
The  treatise,  however,  is  intended  primarily  as  a text 
on  surgery. 

The  author  is  particularly  well  qualified  by  his 
own  wide  experience  in  the  field  of  his  specialty  and 
combines  with  the  knowledge  of  his  subject  the 
ability  to  express  his  thoughts  clearly.  He  has  en- 
listed the  aid  of  several  highly  qualified  authors, 
among  whom  are  the  well-known  urologic  surgeons, 
Prather,  Semans,  and  Mclver. 

The  book  should  prove  of  great  value  to  urologic 
surgeons,  to  undergraduates,  and  to  all  physicians 
seeking  a comprehensive  reference  book  on  urologic 
surgical  procedures.  Frank  Coleman  Hamm 

Handbook  of  Physical  Medicine  and  Rehabilita- 
tion. Selections  Authorized  for  Publication  by  the 
Council  on  Physical  Medicine  and  Rehabilitation, 
American  Medical  Association.  Octavo  of  573 
pages,  illustrated.  Philadelphia,  Blakiston  Co., 
1950.  Cloth,  $4.25. 

Handbook  of  Physical  Medicine  and  Rehabilitation 
is  a compilation  of  selections  by  the  Council  on 
Physical  Medicine  and  Rehabilitation  of  the 
American  Medical  Association.  It  is  a first  edition. 
Previous  editions  were  published  under  the  titles, 
Handbook  of  Physical  Therapy  and  Handbook  of 
Physical  Medicine.  The  members  of  the  Council  are 
listed  in  the  beginning  of  the  book. 

[Continued  on  page  672] 
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WHY  8 OUT  OF  10  MOTHERS 
WHO  USE  CARNATION  MILK  SAY: 


THERE  ARE  several  hundred  different  brands  of 
evaporated  milk  . . . but,  for  infant  feeding, 
Carnation  is  the  one  prescribed  by  many  of 
America’s  leading  doctors  and  hospitals.  Here 
are  four  outstanding  reasons  why  Carnation 
has  won  the  trust  of  the  medical  profession: 

1.  Carnation  Research  Has  Improved 
the  Raw  Milk  Supply 

For  years,  champion  cattle  from  Carnation 
Farm  have  been  distributed  to  dairy  farmers 
all  over  the  country,  thus  improving  the  local 
milk  supply  to  Carnation  plants. 

2.  Carnation  Accepts  Only  Quality 
Milk  for  Processing 

Carnation  Field  Men  regularly  check  herds, 
sanitary  conditions  of  the  farm,  and  equipment. 
Milk  is  rejected  if  it  fails  to  meet  any  of 
Carnation’s  high  standards. 

3.  Carnation  Processes  ALL  the  Milk 
Sold  Under  the  Carnation  Label 

From  cow  to  can,  Carnation  Milk  is  constantly 
under  Carnation’s  own  continuous  control.  It 
is  processed  in  Carnation’s  own  plants  with 
“prescription  accuracy’’  to  insure  complete 
uniformity.  Carnation  never  has  — and  never 
will— sell  milk  processed  by  another  company. 

4.  Carnation  Quality  Control  Continues 
Even  AFTER  the  Milk  Leaves  the  Plant 

Every  can  bears  a code  number.. .so  Carnation 
representatives  can  check  stocks  after  they’re 
shipped,  to  be  sure  mothers  and  hospitals  re- 
ceive fresh,  high-quality  milk. 

No  other  evaporated  milk  goes  to  greater 
lengths  to  protect  the  doctors  recommendation. 
No  other  form  of  whole  milk  is  safer  or  more 
nourishing  for  babies.  So  Carnation  is  the  milk 
you  can  specif u — bu  name  — with  confidence. 


Don't  say  "Evaporated  Milk"— 
say  CARNATION 

"The  Milk  Every  Doctor  Knows" 
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[Continued  from  page  670] 

The  introduction  then  comes,  and  it  is  a nice, 
clear,  concise  epitome  of  what  the  Council  is  doing, 
or  attempting  to  do.  The  introduction  should  be 
read.  The  contents  consist  of  30  chapters  of  573 
pages,  including  index.  The  contributors  are  from 
varied  specialized  fields,  and  these  chapters  are  re- 
lated to  the  immense  coverage  of  physical  medicine 
and  rehabilitation. 

It  is  a handbook  and,  in  view  of  its  tremendous 
and  assorted  coverage,  that  is  all  it  can  be. 

John  J.  Hauff 

Medical ' Management  of  Gastrointestinal  Dis- 
orders. By  Garnett  Cheney,  M.D.  Octavo  of  478 
pages,  illustrated.  Chicago,  Year  Book  Publishers, 
1950.  Cloth,  $6.75. 

This  volume  is  appropriately  divided  into  two 
parts,  one  dealing  with  the  approach  to  the  patient 
and  the  other  with  symptom  diagnosis  and  treat- 
ment of  various  gastrointestinal  disorders. 

The  author  has  succeeded  in  clarifying  for  the 
physician  in  general  practice  and  for  the  busy 
internist  the  relative  significance  of  digestive  tract 
symptoms.  He  has  also  stressed  the  importance  of 
an  orderly  plan  of  history-taking,  a meticulous 
physical  examination,  as  well  as  the  use  of  pertinent 
clinical  laboratory  examinations,  specialized  endo- 
scopic procedures,  and  roentgenologic  studies. 

The  volume  makes  interesting  as  well  as  informa- 
tive reading.  William  Z.  Fradkin 

Physiology  of  the  Nervous  System.  By  John 
Farquhar  Fulton,  M.D.  Third  edition.  Octavo  of 
667  pages,  illustrated.  New  York,  Oxford  Uni- 
versity Press,  1949.  Cloth,  $10. 

This  is  the  third  edition  of  the  work  that  found 
itself  occupying  a most  prominent  place  among  the 
important  medical  textbooks.  The  first  edition 
appeared  in  1938  and  was  essentially  an  exposition 
of  the  experimental  physiology  of  the  nervous  system 
with  the  ultimate  objective  of  aiding  those  who  were 
to  study  clinical  medicine.  The  second  edition  ap- 
peared in  1943,  and  that  contained  additional  data 
that  had  accumulated  during  the  interval  since  the 
publication  of  the  first  edition. 

The  present  edition  has  incorporated  the  progress 
made  in  the  field  of  neurophysiology,  such  as  the  dis- 
covery of  secondary  sensory  and  motor  areas  in 
the  cerebral  cortex,  the  disclosure  of  inhibitory  and 
facilitatory  areas  in  the  reticular  formation,  the  find- 
ing of  important  autonomic  centers  in  the  orbital 
surface  of  the  frontal  lobes,  the  anterior  cingulate 
gyrus,  and  in  the  tip  of  the  temporal  lobes,  the  dis- 
covery of  functional  localizations  in  the  cerebellum, 
and  the  information  obtained  from  the  introduction 
of  frontal  lobotomy  in  the  treatment  of  some  of  the 
psychoses. 

The  book  is  a valuable  one  and  is  highly  recom- 
mended for  all  who  are  interested  in  the  physiology 
of  the  nervous  system.  Irving  J.  Sands 

Progress  in  Clinical  Endocrinology.  Edited  by 
Samuel  Soskin,  M.D.  Octavo  of  641  pages,  illus- 
trated. New  York,  Grune  & Stratton  Co.,  1950. 
Cloth,  $10. 

Soskin’s  Progress  in  Clinical  Endocrinology  is  an 
outstanding  achievement.  Almost  every  aspect  of 
endocrinology  is  discussed  by  a specialist,  and  the  in- 
formation given  is  about  as  late  as  today’s  news- 
paper. Even  a few  of  the  more  controversial  aspects 
of  endocrinology  are  included  and  add  spice  to  the 


mixture.  The  new  Progress  can  be  recommended  to 
everyone  interested  in  endocrinology. 

Milton  Plotz 

Physiology  of  Heat  Regulation  and  the  Science  of 
Clothing.  Prepared  at  the  Request  of  the  Division 
of  Medical  Sciences,  National  Research  Council. 
Edited  by  L.  H.  Newburgh,  M.D.  Octavo  of  457 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1949.  Cloth,  $7.50. 

This  book  consists  of  a series  of  reports  compiled 
by  a panel  of  scientists  at  the  direction  of  the 
Division  of  Medical  Sciences  of  the  National  Re- 
search Council  during  and  following  World  War  II. 
It  is  edited  by  L.  H.  Newburgh,  M.D.,  professor  of 
clinical  investigation,  University  of  Michigan  Medi- 
cal School.  The  book  attempts  to  describe  the  re- 
sponses of  the  heat  regulatory  mechanism  to  the 
whole  range  of  climatic  conditions  encountered  on 
the  earth’s  surface.  It  emphasizes  the  maximal 
capacity  of  the  human  mechanism  to  preserve  life 
under  the  most  adverse  conditions  and  establishes 
the  limits  of  this  capacity.  It  shows  how  far  the 
rigors  of  unfavorable  environments  can  be  mitigated 
by  scientifically  designed  protective  coverings . How- 
ever, it  does  not  assume  to  have  given  final  answers. 

The  studies  are  being  continued  by  both  military 
and  civilian  groups.  As  evidenced  by  the  short- 
comings of  equipment  in  the  recent  Arctic  maneuvers 
held  jointly  with  the  Canadian  Army,  a great  deal 
more  investigation  and  field  trial  is  essential  to  pro- 
vide even  the  most  fundamental  safeguards  to 
human  survival  in  extremes  of  climate.  The  subject 
matter  here  is  highly  specialized  and  will  have  a 
very  limited  appeal  even  to  physiologists. 

Pierre  Salmon 

Medicine  Throughout  Antiquity.  By  Benjamin 
Lee  Gordon,  M.D.  Octavo  of  818  pages,  illustrated. 
Philadelphia,  F.  A.  Davis  Co.,  1949.  Cloth,  $6.00. 

This  book  undertakes  to  present  the  medicine  of 
various  peoples  of  the  ancient  world.  After  a section 
on  prehistoric  medicine  follow  chapters  on  Egypt, 
Assyria  and  Babylonia,  the  ancient  Hebrews,  Persia, 
India,  China,  Japan,  and  the  American  Indians.  A 
second  part,  comprising  about  half  the  book,  deals 
with  Greco-Roman  medicine  and  concludes  with  two 
chapters  on  Talmudic  medicine. 

There  is  no  doubt  but  that  the  author  has  worked 
industriously  and  collected  a considerable  amount  of 
information.  Unfortunately,  however,  the  data  have 
not  been  critically  sifted,  nor  has  use  been  made  of 
the  latest  literature.  Simply  as  an  example,  it  is  in- 
comprehensible how  anyone  writing  on  Greek 
medicine  and  Asclepius  can  do  so  without  once  re- 
ferring to  Edelstein’s  work  and  in  particular  to  his 
study  of  Asclepius.  Similar  instances  might  be 
cited  from  other  fields  considered  in  this  book. 
Furthermore,  why  the  American  Indians  should  be 
sandwiched  between  the  Japanese  and  the  Greeks  is 
one  of  the  riddles  to  which  only  the  author  has  the 
answer.  Within  a brief  review  such  as  this  it  is  not 
possible  to  undertake  an  exhaustive  critique,  but 
some  of  the  defects  are  indicated.  Furthermore,  the 
references  are  poorly  done.  There  is  no  uniform 
method  of  citation  employed;  foreign  words  and 
names  are  consistently  misspelled,  and,  in  general, 
this  aspect  of  the  book  is  slipshod. 

This  book  can  hardly  be  recommended  to  be- 
ginners. It  can  be  used  only  by  someone  who  is  al- 
ready trained  in  the  field  of  medical  history  and  can 
recognize  its  limitations.  George  Rosen 

[Continued  on  page  676] 
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MEAT... and  the 

ANABOLIC  PROCESSES 


Providing  generous  amounts  of  complete  protein  essential  to  the  anabolic 
processes  of  the  human  organism,  meat  is  an  outstanding  protein  food  for 
maintaining  not  only  nitrogen  equilibrium  but  also  positive  nitrogen 
balance  in  the  patient. 

Only  in  the  past  two  decades  has  been  established  the  full  significance 
of  adequate  protein  nutrition  for  supporting  the  anabolic  processes  of  the 
organism  in  physiologic  stress.1  The  healing  of  all  types  of  wounds, 
repair  of  regenerating  parenchymal  organs,  detoxification,  maintenance 
of  normal  fluid  balance  between  the  various  compartments  of  the  body, 
growth  of  replacement  tissue  in  extensive  burns,  rapid  manufacture  of 
antibodies,  normal  phagocytic  response,  upkeep  of  the  erythrocyte  mass 
and  plasma  protein,  and  support  of  the  enzyme  systems  are  but  some  of 
the  physiologic  processes  dependent  upon  the  state  of  protein  nutrition 
in  the  patient. 

Due  to  the  almost  complete  absorption  of  the  digestion  products  of 
meat  protein  and  its  excellent  indispensable  amino  acid  balance,  the  pro- 
tein of  meat  participates  efficiently  in  the  synthesis  of  new  tissue  protein. 
On  the  other  hand,  studies  in  liver  regeneration  after  partial  hepatectomy 
have  shown  that  incomplete  proteins  of  vegetable  origin,  fed  alone,  do 
not  increase  the  protein  of  the  impaired  liver  any  better  than  a diet  con- 
taining no  protein.2 

The  high  content  of  biologically  complete  protein,  however,  is  not  the 
only  reason  for  including  liberal  amounts  of  meat  in  the  dietaries  of 
patients  requiring  a high  protein  intake.  Meat  is  also  an  important  rich 
source  of  iron  and  valuable  amounts  of  essential  vitamins— thiamine, 
riboflavin,  and  niacin,  and  the  newly  discovered  vitamin  B12  which,  among 
its  several  functions,  promotes  the  most  efficient  utilization  of  protein. 

(1)  Ravdin,  I.  S.,  and  Gimbel,  N.  S.:  Protein  Metabolism  in  Surgical  Patients,  J.A.M.A., 

144:979  (Nov.  18)  1950. 

(2)  Vars,  H.  M„  and  Gurd,  F.  N.:  Role  of  Dietary  Protein  in  Experimental  Liver  Regeneration 
in  Nitrogen  Balance  Study,  Am.  J.  Physiol.,  151:391  (Dec.)  1947. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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“The  greatest  problem  in  preventive  medicine  in  the  United  States 

today  is  obesity.”1  And  today  it  is  well-known  that 

“The  only  way  to  counteract  obesity . ..is  by  a restriction  of  food  intake.”2 

‘Dexedrine’  Sulfate  controls  appetite,  making  it  easy  for  the  patient 
to  avoid  overeating  and  thus  to  lose  weight  safely  without  the 
use  (and  risk)  of  such  potentially  dangerous  drugs  as  thyroid. 

In  weight  reduction  ‘Dexedrine’  “is  the  drug  of  choice  because  of  its 
effectiveness  and  the  low  incidence  of  undesirable  side  effects”1 
Smith,  Kline  &.  French  Laboratories  • Philadelphia 

Dexedrine*  Sulfate  tablets  • elixir 

A most  effective  drug  for  control  of  appetite  in  weight  reduction 

*T.M.  Reg.  U.S.  Pat.  Off.  for  dextto-amphetamine  sulfate,  S.K.F. 

1.  Walker,  W.J.:  Obesity  as  a Problem  in  Preventive  Medicine,  U.S.  Armed  Forces  M.J.  1:393,  1950. 

2.  John,  H.J.:  Dietary  Invalidism,  Ann.  Int.  Med.  32:595,  1950. 
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When  the  diet 
is  deficient  in  vitamins 


Theragran  offers  your  patients  the 
clinically  proved,  truly  therapeutic 
“practical”  vitamin  formula*  recom- 
mended by  Jolliffe.  (Jolliffe,  Tisdall 
& Cannon:  Clinical  Nutrition,  New 
York,  Hoeber,  1950,  p.634.) 


THERAGRAN  supplies  all  of  the  vita- 
mins indicated  in  mixed  vitamin 
therapy  in  the  carefully  balanced,  high 
dosages  needed  for  fast  recovery  from 
mixed  deficiencies. 


Each  Theragran  Capsule  contains: 

Vitamin  A 26,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  Hydrochloride 10  mg. 

Riboflavin 6 mg. 

Niacinamide 150  mg. 

Ascorbic  Acid  160  mg. 

Bottles  of  30,  100  and  1000 

"Thiamin*  coolant  raised  to  10  ms. 


When  you  want  truly  therapeutic  dosages  specify... 

THERAGRAN 

for  therapy... 

and  correct  the  patient’s  diet 

Squibb 


[Continued  from  page  672] 

Character-Analysis.  By  Wilhelm  Reich,  M.D.  I 
Translated  by  Theodore  P.  Wolfe,  M.D.  Third 
edition.  Octavo  of  516  pages,  illustrated.  New 
York,  Orgone  Institute  Press,  1949.  Cloth,  $6.00. 

This  is  the  third  edition  of  a book  that  has  been- 
very  well  received  by  the  profession.  It  has  eluci-  j 
dated  the  basic  principles  of  the  psychoanalytic 
technic  and  the  psychoanalytic  theory  of  character  I 
formation.  Since  the  publication  of  the  second  I 
edition,  Dr.  Reich  has  gone  beyond  the  accepted 
realm  of  psychoanalysis  as  described  by  Freud  and 
his  pupils  and  followers,  and  he  has  entered  the  field 
of  what  he  calls  orgone  biophysics. 

The  book  is  divided  into  three  parts,  the  first  being 
devoted  to  technic,  and  the  second  to  the  theory  of 
character  formation.  These  two  divisions  are  ad- 
mirably written  and  afford  very  instructive  and  easy 
reading.  Part  three,  however,  is  designated  as 
“From  Psychoanalysis  to  Orgone  Biophysics.”  It  is 
indeed  a difficult  part  of  the  book  to  read  and  one  in 
which  the  reviewer  is  completely  lost.  Thus  far  the  J 
Reich  orgone  biophysics  theory  has  not  as  yet  been  I 
corroborated  by  reports  of  other  workers.  It  is,  I 
therefore,  with  mixed  emotions  that  one  reviews  this  I 
book.  The  reader  will  have  to  form  his  own  opinion 
as  to  its  value  in  the  field  of  mental  illness. 

Irving  J.  Sands 


A Practice  of  Orthopaedic  Surgery.  By  T.  P. 
McMurray,  M.Ch.  (Belfast).  Third  edition.  Octavo 
of  444  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1949.  Cloth,  $8.00. 

This  book,  which  is  primarily  an  outline  of  the 
basic  principles  of  orthopedic  surgery,  has  been  par- 
tially revised  to  keep  pace  with  recent  advances. 

The  scope  of  the  book  may  be  best  understood  by 
quoting  the  author’s  definition  of  orthopedic  surgery 
as  “the  surgery  of  the  locomotor  system  embracing 
the  treatment  of  injury,  disease  or  deformity  of  the 
limbs,  joints,  and  the  spinal  column.”  No  reference 
is  made  to  fractures,  since  the  author  feels  that  this 
subject  deserves  consideration  in  a separate  volume. 

The  views  expressed  correspond  in  general  with 
those  held  in  favor  in  this  country.  Emphasis  is  I 
placed  on  the  subject  of  tuberculosis  of  bones  and 
joints,  as  would  be  expected  of  an  English  author. 

The  book  is  recommended  for  those  seeking  an  I 
understanding  of  the  basic  problems  in  the  diagnosis  I 
and  treatment  of  orthopedic  conditions;  detailed  I 
discussions  are  not  presented. 

Peter  J.  Dulligan,  Jr. 


Modern  Practice  in  Ophthalmology.  1949. 
Edited  by  H.  B.  Stallard,  M.D.  Octavo  of  525 
pages,  illustrated.  New  York,  Paul  B.  Hoeber, 
1949.  Cloth,  $12.50. 

This  500-page  book  on  opthalmology  is  part  of  a 
Modern  Practice  Series  intended  mainly  for  the 
general  practitioner  who,  in  the  words  of  the  editor, 
“shares  with  the  eye  specialist  the  responsibility  of 
treating  a case  of  ocular  disease.”  There  are  21 
chapters  contributed  by  14  outstanding  British 
ophthalmologists  including  231  excellent  black  and 
white  photographs  and  drawings  and  30  beautifully  I 
colored  plates.  The  bibliography  and  references  at 
the  end  of  each  chapter  are  comprehensive,  and  the 
format  is  pleasing. 

This  volume  summarizes  our  current  knowledge  of 
various  eye  disorders  and  evaluates  medical  and 
surgical  therapy  from  a physiologic  rather  than  from 
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j an  empiric  standpoint.  Whereas  this  book  will  be 
welcomed  by  the  general  practitioner  for  its  reference 
value,  it  can  be  recommended  as  a needed  textbook 
for  the  postgraduate  student  in  ophthalmology  and 
for  the  ophthalmologist  himself. 

Emanuel  Krimsky 

Mobilization  of  the  Human  Body.  Newer  Con- 
cepts in  Body  Mechanics.  By  Harvey  E.  Billig, 
Jr.,  M.D.,  and  Evelyn  Loewendahl,  M.A.  Octavo  of 
1 65  pages,  illustrated.  Stanford,  California,  Stanford 
University  Press,  1949.  Cloth,  $2.00. 

Mobilization  of  the  Human  Body  is  divided  into 
five  chapters  with  25  illustrations.  It  is  easy  to  read, 

I the  illustrations  are  good,  and  it  could  be  of  decided 
value  to  the  medical  profession  and  to  teachers  in 
physical  education. 

It  is  an  easy  addendum  to  the  use  of  newer  con- 
cepts of  mobility  factors  and  methods  to  overcome 
immobility  by  the  use  of  these  factors. 

John  J.  Hauff 


Public  Health  Is  People.  An  institute  on  mental 
health  in  public  health  held  at  Berkeley,  California, 
1948.  Reported  by  Ethel  L.  Ginsburg.  Octavo  of 
241  pages.  New  York,  Commonwealth  Fund,  1950. 
Cloth,  $1.75. 

In  July  of  1948,  under  the  joint  sponsorship  of  the 
California  State  Department  of  Public  Health  and 
the  Commonwealth  Fund,  an  institute  on  mental 
health  was  held  in  Berkeley,  California.  Eight 
psychiatrists,  three  pediatricians  with  psychiatric 
training,  and  five  leaders  of  public  health  served  as  a 
faculty  for  thirty  health  officers  who  comprised  the 
student  body.  Modern  mental  hygiene  principles 
were  explored  as  tools  to  make  the  health  depart- 
ment’s service  to  the  community  more  effective. 

The  author  presents  a gist  of  the  voluminous 
transcriptions  of  the  discussions,  lectures,  questions, 
and  answers  to  questions  given  during  the  sessions 
of  that  institute.  It  is  amazing  how  much  informa- 
tion is  found  in  the  pages  of  this  compact  book  on 
mental  health.  It  is  highly  recommended  to  all  who 
are  interested  in  human  beings,  especially  in  the 
emotional  reactions  of  interpersonal  relationships  at 
various  levels  of  human  activities. 

Irving  J.  Sands 


Medical  News 

[Continued  from  page  667] 

Westchester  County 

Dr.  Henry  E.  McGarvey,  Bronxville,  was  elected 
president  of  the  Westchester  County  Medical 
Society  at  its  annual  meeting.  Also  elected  were  the 
following:  Dr.  Margaret  Loder,  Port  Chester, 

president-elect;  Dr.  Reid  R.  Heffner,  New  Rochelle, 
vice-president;  Dr.  John  N.  Dill,  Yonkers,  secre- 
tary; Dr.  Harold  J.  Dunlap,  New  Rochelle,  treas- 
urer, and  Drs.  Edwin  L.  Harmon,  Waring  Willis, 
Christopher  Wood,  Reid  R.  Heffner  Reginald  A. 
Higgons,  and  Henry  E.  McGarvey,  delegates. 

Wyoming  County 

Officers  of  the  Wyoming  County  Medical  Society 
for  1951  are  as  follows:  Dr.  S.  T.  Williams,  Attica, 
president;  Dr.  C.  J.  Regan,  Warsaw,  vice-presi- 
dent; Dr.  P.  A.  Burgeson,  Warsaw,  secretary- 
treasurer,  and  Dr.  G.  S.  Baker,  Castile,  delegate. 


Therapeutic  dosages 
give  therapeutic  results 


“...recovery  from  a nutritional  defi- 
ciency is  usually  retarded  if  one 
depends  only  upon  the  vitamins  sup- 
plied in  food.”  (Spies  and  Butt  in 
Dunean : Diseases  of  Metabolism, 
ed.  2,  Phila.,  Saunders,  1947,  p.495) 


When  you  want  all  of  the  vitamins  indicated  in 
mixed  vitamin  therapy  in  the  necessary  high  dosages 
. . . specify  THERAGRAN 


Each  Theragran  Capsule  contains: 

Vitamin  A 25.000  U.S.P.  Units 

Vitamin  D 1.000  U.S.P.  Units 

Thiamine  Hydrochloride 10  mg. 

Riboflavin 5 mg. 

Niacinamide 150  mg. 

Ascorbic  Acid 150  mg. 

Bottles  of  30,  100  and  1000 


THERAGRAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBS 


Squibb 
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Chemically  Standardized  Veratrum  Viride  Is  Effective  in  Hypertension 


Much  has  been  written  pro  and  con  about  the  value 
of  veratrum  viride  in  hypertension.  For  many  years 
the  drug  has  been  in  disrepute  because  of  the  fact 
that  the  preparations  available  on  the  market  have 
been  prepared  by  "hit  or  miss”  methods. 

Chemical  standardization  of  veratrum  viride,  how- 
ever, has  provided  in  this  drug  a highly  effective 
agent  for  the  treatment  of  hypertensive  patients. 

Sollmann1  states  that  veratrum  is  probably  the 
most  active  and  reliable  cardiac  depressant  and 
that  its  use  serves  to  slow  and  soften  the  pulse 
and  lower  the  blood  pressure. 

Willson  & Smith2  state  that  veratrum  viride  pos- 
sesses a vasodilating  effect  and  because  of  this,  it 
was  demonstrated  by  Hite,3  and  Freis  and  Stanton,4 
that  the  drug  lowered  pressure  in  hypertension  and 
gave  symptomatic  relief.  Recent  research  tends  to 
show  that  the  decrease  in  blood  pressure  results 
more  from  peripheral  vasodilation  than  from  de- 
pression of  cardiac  output. 

Uniformity  of  Action 

When  the  veratrum  alkaloids  are  chemically 
standardized,  a uniform  result  can  be  expected. 
Their  action  usually  causes  a reflex  fall  in  blood 
pressure  and  heart  rate  which  originates  in  the 
afferent  vagus  nerve  endings  in  the  myocardium 
of  the  left  ventricle  and  in  the  lungs.  Although 
these  factors  ordinarily  result  with  each  heart  beat, 
the  veratrum  alkaloids  cause  them  to  act  contin- 
uously over  prolonged  periods  of  time.  Reports 
have  shown  that  80  to  90  per  cent  of  hypertensive 
patients  respond  to  therapy  when  chemically  stand- 
ardized veratrum  viride  is  used. 

Cardio-Vascular  Symptoms  Cleared 
In  addition  to  the  lowered  pressure,  objective  signs 
of  improvement  may  be  observed,  such  as  the  clear- 
ing of  retinal  hemorrhages,  diminution  in  cardiac 
size  and  reversal  of  left  ventricular  strain  patterns 
in  electrocardiograms. 

Accompanying  symptoms  of  the  cardiac-hyperten- 
sion syndrome,  such  as  exertional  dyspnea,  tachy- 


cardia, nervous  irritability,  headache,  are  relieved. 
Yet,  while  the  results  of  veratrum  viride  medica- 
tion are  prolonged,  the  drug  may  not  afford  quick 
relief. 

Role  of  the  Nitrites 

For  prompt  and  effective  fall  in  blood  pressure, 
nitroglycerin,  which  acts  in  one  to  two  minutes,  is 
the  drug  of  choice.  It  acts  rapidly  and,  because  of 
its  powerful  vasodilatory  action,  gives  the  patient 
almost  immediate  relief.  The  action  of  nitroglyc- 
erin, however,  is  fleeting  and  to  sustain  lowered  ! 
pressure  between  the  action  of  nitroglycerin  and 
veratrum  viride,  an  intermediate  is  necessary. 

To  this  end,  sodium  nitrite  is  used.  This  drug  is 
also  a vasodilator  and  affords  sustaining  relief 
until  the  long  range  action  of  chemically  standard- 
ized veratrum  viride  becomes  effective. 

Importance  of  Sedation 

Nearly  all  cases  of  hypertension  require  sedation 
for  allaying  periods  of  anxiety  and  affording  the 
patient  a good  night’s  rest.  Mild  sedation  is  often 
useful,  especially  in  cases  associated  with  chronic 
coronary  insufficiency.5  It  is  well  known  that  ex- 
citement may  induce  anginal  attacks  and  in  such 
cases,  phenobarbital,  because  of  its  prolonged 
action,  should  be  used. 

All  of  these  drugs,  chemically  standardized  vera- 
trum viride,  nitroglycerin,  sodium  nitrite,  and  pheno- 
barbital are  to  be  found  in  Capsules  ray-trote  im- 
proved, prepared  by  the  Raymer  Pharmacal  Com- 
pany of  Philadelphia,  Pa.  Each  capsule  contains 


Phenobarbital 15  mg. 

Sodium  Nitrite 30  mg. 

Nitroglycerin 0.25  mg. 


With  the  equivalent  of  Veratrum  Viride  Tincture 
4 minims  (containing  0.1%  alkaloids) 

ray-trote  improved  is  effective  in  dosages  of  one 
capsule  every  three  hours.  It  is  contraindicated 
when  renal  insufficiency  is  present,  or  if  pulse  be- 
comes abnormally  slow  following  treatment. 

For  the  30%  of  hypertensive  patients  with  capil- 
lary fault,  the  above  formula,  with  20  mg.  of  Rutin 
added,  is  available  in  ray-trote  with  Rutin. 
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Send  for  a liberal  clinical  supply  of  ray-trote 
improved  Capsules  and  descriptive  literature  today 
to  Raymer  Pharmacal  Company,  N.E.  Cor.  Jasper 
and  Willard  Streets,  Philadelphia  34,  Pa. 
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CORTONC' 


Cortove 


Saline  Suspension 
of  Cortone  Acetate 

(1  cc.  = 25  mg.)  vials,  20  cc. 


IP? 

Tablets — 

Cortone  Acetate 

(25  mg.  each)  bottles,  40  tablets 


Clinical  studies  have  demonstrated  that  the  therapeutic  activity  of  Cortone*  is 
similar  whether  administered  parenterally  or  orally.  Dosage  requirements  are 
approximately  the  same,  and  the  two  routes  of  administration  may  be  used 
interchangeably  or  additively  at  any  time  during  treatment. 

Although  the  manufacture  of  Cortone — probably  the  most  intricate  and 
lengthy  synthesis  ever  undertaken — has  imposed  unprecedented  difficulties, 
every  effort  is  being  made  to  increase  production  and,  in  the  meantime,  to 
achieve  an  equitable  national  distribution 
of  this  vital  drug. 

Among  the  conditions  in  which  Cortone  has 
Literature  on  Request  produced  striking  clinical  improvement  are: 


RHEUMATOID  ARTHRITIS  and  Related 
Rheumatic  Diseases 


Key  to  a New  Era  in  Medical  Science 

Cortove 

ACETATE 


ACUTE  RHEUMATIC  FEVER 

ALLERGIC  DISORDERS,  including  Bron- 
chial Asthma 

INFLAMMATORY  EYE  DISEASES 

SKIN  DISORDERS,  notably  Atopic  Derma- 
titis, Psoriasis,  Exfoliative  Dermatitis,  in- 
cluding cases  secondary  to  drug  reactions, 
and  Pemphigus 


(CORTISONE  Acetate  Merck) 

(1 1 -Dehydro-1 7-hydroxycorticosterone-21 -acetate) 


LUPUS  ERYTHEMATOSUS  (Early) 
ADDISON’S  DISEASE 


*CORTONE  is  the  registered 
trade-mark  of  Merck  & Co.,  Inc.  for 
its  brand  of  cortisone. 


MERCK  &.CO.,Inc. 


Manufacturing  Chemists 


RAHWAY.  NEW  JERSEY 
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SIMPLE  TEST  PROVES  INSTANTLY 
PHILIP  MORRIS  ARE  LESS  IRRITATING 


^^ith  proof  so  conclusive  . . . 
with  your  own  personal  experience 
added  to  the  published 
studies*  . . . would  it  not  be 
good  practice  to  suggest 
Philip  Morris  to  your 
patients  who  smoke? 


Now  you  can  confirm  for  yourself, 
Doctor,  the  results  of  the 
published  studies' 


HERE  IS  ALL  YOU  DO: 


. light  up  a 


1 Philip  Morris 

Take  a puff— DON’T  INHALE.  Just 
s-l-o-w-l-y  let  the  smoke  come 
through  your  nose.  AND  NOW . . . 

M . . . light  up  your 

i J present  brand 

fg| 

DON’T  INHALE.  Just  take  a puff 
and  s-l-o-w-l-y  let  the  smoke  come 
through  your  nose.  Notice  that  bite, 
that  sting?  Quite  a difference  from 

Philip  Morris! 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc.,  100  Park  Avenue,  New  York  17,  N.  Y. 


*Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32,  241-245;  N.  Y.  State  Journ.  Med.,  Vol.  35,  6-1-35,  No.  11,  590-592; 
Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154;  Laryngoscope,  Jan.  1937,  Vol.  XLVII,  No.  1,  58-60 
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upon 


WW  ffec,we  concede* 
for  an 
of  bWe  s°"s 


X BWein 


Tou  are  familiar  with  the  choleretic  action  of  bile  salts,  with  the  flushing 
effect  of  dehydrocholic  acid.  Now,  you  may  prescribe  both  in  a 
single  preparation,  Hydro-Bilein. 

Each  Hydro-Bilein  tablet  contains  2 grs.  dehydrocholic  acid  and  2 grs. 
dried,  purified  ox  bile  (natural  unoxidized  bile  salts).  Administered  together 
in  this  form,  their  separate  functions  complement  each  other— the  one 
sluicing  out  inspissated  bile  or  products  of  inflammation  from  the  biliary 
tract,  the  other  stimulating  the  production  of  bile  solids.  Together  they 
facilitate  gall  bladder  emptying  and  increase  intestinal  motility. 

The  average  dose  is  one  tablet  two  to  four  times  daily,  preferably  after 
meals.  Dosage  may  be  reduced  if  it  produces  an  undesired  laxative  effect. 
Your  pharmacy  has  an  ample  supply  of  Hydro-Bilein  Of)  -J-|- 
in  bottles  of  100  and  1000  sugar-coated  red  tablets.  VJA>UCTLC 


682 


Today's  trend  is  to  liquid 

oral  penicillin 

. . it  has  been  demonstrated  repeatedly  that  the  oral  route  is  as  effective 
as  the  parenteral  route  when  adequate  doses  of  penicillin  are  used.” 

Keefer,  Chester  S.:  Am.  J.  Med.  7:216 


Eskacillin 

100 

Eskacillin 

50 

The  unusually  palatable  liquid  penicillins  for  oral  use 

In  keeping  with  today’s  trend  to  oral  penicillin,  S.K.F.  now  offers,  for  your 
convenience,  Eskacillin  in  2 strengths:  'Eskacillin  100’,  containing  100,000 
units  of  penicillin  per  5 cc.  (one  teaspoonful).  'Eskacillin  50’,  containing 
50,000  units  of  penicillin  per  5 cc.  (one  teaspoonful). 


Among  the  many  indications  are: 
Acute  sinusitis 
Bronchitis 
Tonsillitis 
Otitis  media 


Pneumonia 

Cellulitis 

Gonorrhea 

Certain  skin  infections 


Smith , Kline  & French  Laboratories , Philadelphia 

'Eskacillin’  T.M.  Reg.  U.S.  Pat.  Off. 
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Resistant 


wounds,  burns. 


ulcerations, 

dermatoses 


often  respond 

to  Chloresium  chlorophyll  therapy! 


In  chronic  conditions,  the  problem  is 
how  to  provide  a local  condition  con- 
ducive to  normal  tissue  repair.  Clin- 
ical reports  on  large  series  of  such 
cases  show  that  the  answer  is  often 
Chloresium.  And  these  water-soluble 
chlorophyll  preparations  provide  the 
added  advantages  of  deodorizing  and 
cleaning  up  foul-smelling  wounds  and 
ulcerations,  relieving  itching  and  local 
irritation. 

From  some  30  published  reports  cover- 
ing more  than  1150  cases,  the  following 


excerpt*  perhaps  best  summarizes  Chlore- 
sium'’s positive  action : 

"These  patients  (compound  fracture 
cases  with  osteomyelitis  and  widely 
open  wounds  in  a military  hospital) 
were  so  malodorous  as  to  deprive  pa- 
tients and  attendants  of  appetite.  Our 
first  observation  on  beginning  use  of 
chlorophyll  (Chloresium)  was  that  this 
odor  immediately  disappeared,  and 
next  we  observed  a great  improvement 
in  appearance  of  the  wounds  . . 

*Bowers,  W.  F.,  Am.  J.  o/Surg.,  LXXIII;  37  (1947) 


Advantages  of  Chloresium 


1.  Promotes  the  growth  of  healthy 
granulation  tissue. 

2.  Helps  produce  a clean,  granu- 
lating wound  base. 

3.  Provides  relief  from  itching 
and  local  irritation. 


4.  Helps  in  burns  and  dermatoses 
to  bring  about  normal  repair 
and  epithelization. 

5.  Deodorizes  malodorous  lesions. 

6.  Is  nontoxic,  bland  and 
soothing. 


RYSTAN  COMPANY,  INC. 

7 N.  MacQuesten  Pkwy.,  Mt.  Vernon,  N.  Y. 


Literature  and  samples 
on  request 


Chloresium 


REG.  U.S.  PAT.  OFF. 


Ointment — 1-oz.  and  4-oz.  tubes 
Solution  (Plain) — 2-oz.  and 
8-oz.  bottles 
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GoL^soSN  BROWN’S  MUr,.y  Hill 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 

Telephone:  Kingsbridge  9-8440 


HALYCON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write /or  illustrative  booklet. 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  over  100  hospitals  and  thousands  of 
doctors  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

S30  W.  41  St.  New  York  18,  N.  Y. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  IQS9 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


HOLBROOK  MANOR  NS[G 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 
Hypertensives  Arterio-sclerotics  Al I Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  O.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Phyncan-in-Cbarp. 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


‘INTERPINES’ 


Goshen,  N.  Y. 

Phone  117 

Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician -in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel,  Longacre  3-0799 
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BURO-SOL 

POWDER 

Readily  soluble  in  water. 

Buro-sol  Solution  is  therapeuti- 
cally equivalent  to  Burow’s  Solu- 
tion (Liq.  Al.  Acet.) 

A teaspoon  of  Buro-sol  Powder 
dissolved  in  a pint  of  water  is 
therapeutically  equivalent  to  1:15 
Burow’s  Solution. 

Compresses  saturated  in  Buro-sol 
Solution  prevents  a sudden  change 
in  the  pH  value  of  the  skin  and 
will  neutralize  alkalinity. 

Applied  on  inflamed  surfaces, 
weeping  eczema,  the  inflammatory 
process  will  be  mitigated. 

DOAK  CO.,  INC. 

15812  Waterloo  Road 
Cleveland  10,  Ohio 


EXPERIENCE 


\ 


EXPERIENCE 

EXPERIENCE  of  "12.8  tfecuU" 


as  represented  by  the  composite  experience  and 
time  spent  in  the  surgical  instrument  field  by 
our  sales  force — is  the  background  that  is  evi- 
dence of  the  ability  of  our  concern. 

This  EXPERIENCE  is  utilized  to  competently  v 
supply  YOUR  professional  requirements. 

More  important — this  EXPERIENCE  guarantees 
proper  model  and  quality  of  instruments  and 
equipment  as  selected  by  our  board  of  qualified 
experts. 

and  never  forget — "You  will  remember  QUALITY 

long  after  you  have  forgotten  price." 

P.S.  (Pertaining  to  service) 

As  selling  agents  (or  SEPTISOL  the  Antiseptic  Liquid 
Soap  containing  G-11  (Hexachlorophene).  we  are  a con- 
venient source  ol  supply  able  to  make  deliveries  on  short 
notice — ol  both  the  soap  and  the  special  type  dispensers. 


James  F.  Best, 

Pres. 


McHugh, 

Sec  y-7 rets 


C&dm IB  PHYSICIANS'  SUPPLIES,  Inc. 
133  EAST  58th  STREET  . NEW  YORK  22, N Y. 
PHONE— PLaza  3-5533.  3-5534,  3-5491 


The  New  York  Polyclinic 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 

(The  pioneer  Post-Graduate  Medical  Institute  in  America) 


DERMATOLOGY  AND  SYPH1L0L0GY 

A three  year  course,  beginning  in  October, 
fulfilling  all  the  requirements  of  the  American 
Board  of  Dermatology  and  Syphilology. 
Also  five-day  seminars  in  Dermatopathology, 
for  specialists  and  for  general  practitioners. 


EYE,  EAR,  NOSE  AND  THROAT 

A combined  full-time  course  covering  an  academic 
year  (9  months).  It  consists  of  attendance  at  clinics, 
witnessing  operations,  lectures,  demonstration  of 
cases  and  cadaver  demonstrations;  operative  eye, 
ear,  nose  and  throat  on  cadaver;  head  and  neck  dis- 
section (cadaver);  clinical  and  cadaver  demonstra- 
tions in  bronchoscopy,  laryngeal  surgery  and  surgery 
for  facial  palsy;  refraction;  radiology;  pathology, 
bacteriology  and  embryology;  physiology;  neuroan- 
atomy; anesthesia;  physical  medicine;  allergy;  ex- 
amination of  patients  pre-operatively  and  follow- 
up post-operatively  in  the  wards  and  clinics.  Also 
refresher  courses  (3  months). 


For  information  address  MEDICAL  EXECUTIVE  OFFICER  345  W.  50th  Si,  New  York  City  19 


PHARMACEUTICALS 
A complete  line  of  laboratory  con- 
trolled ethical  pharmaceuticals.  Chemists 

to  the  Medical  Profession  since  1903. 


NY  3-51 


EMMER 


THE  ZEMMER  CO.,  PITTSBURGH  13,  PA. 
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• MEDICAL  OFFICE  ASSISTANTS 

• MEDICAL  SECRETARIES 

• LAB.  or  X-RAY  TECHNICIANS 
For  efficient  well-trained  personnel 

phone  or  write  our  Free  Placement  Service 

Co-ed  (Est.  1936.)  N.  Y.  State  Licensed. 

Request  free  Catalog  69 

Eastern  School  for  Physicians’  Aides 

667  Madison  Ave.  (61st  St.,)  N.  Y.  21  TE.  8-5888 


PROFESSIONAL  SUITES  FOR  RENT 
30  Central  Park  South,  N.  Y.  C. 

Between  5th  & 6th  Aves.  Outstandingly  attractive  un- 
furnished suites  from  2 to  4 rooms.  Especially  suitable  for 
doctors. 

J.  CLARENCE  DAVIES  REALTY  CO.,  INC. 

274  Madison  Ave.,  N.  Y.  16 

MR.  COHEN  MUrray  Hill  6-3076 


TRAINED  MEDICAL  OFFICE  ASSISTANTS 

Rigid,  thorough  training  in  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  free 
placement  service  helps  you  find  the  right  girl. 

1 008  Fifth  Ave.,  New  York  28 
Bu.  8-2294 

Licensed  by  State  of  N.  Y. 


VACANCIES 


Vacancies  now  available  for  residents  in  psychiatry  at  the 
Philadelphia  Psychiatric  Hospital,  Ford  & Monument  Road, 
Phila.,  31,  Pa.,  beginning  July  1,  1951.  Approved  by  AMA, 
AHA,  ACS,  for  two  year  training  in  psychiatry,  both  clini- 
cal and  didactic,  as  preparation  for  boards.  Contact  hospital 
for  further  information. 


Doctor’s  suite  at  1749  Grand  Concourse  Bx.  Shared  by  four 
men  each  having  separate  consultation  and  examining  room 
air  conditioned,  share  large  waiting  room,  lab.,  x-ray;  B.M.R., 
E.K.G.  short  wave,  etc.  Rental  for  office  and  use  of  equip- 
ment— S95.00  mo.  If  equipment  is  purchased  rental — $51.00. 
Call  Dr.  R.  Rosenthal  at  Cypress  4-2600. 


FOR  SALE 


2 story,  2 family  brick  house  used  as  medical  office  and 
residence  for  over  20  years.  11  rooms,  2 bath  rooms,  brass 
plumbing,  2 room  air  conditioners.  No  renting.  Please 
write  to  Paul  Gebel,  M.D.,  6957-62nd  Street,  Ridgewood, 
Brooklyn  27,  N.  Y. 


FOR  SALE 


INSURANCE— EDITH  RAFSKY 


Malpractice  lowest  rates,  fire  theft,  automobile,  liability, 
and  floaters.  Write-phone  Edith  Rafsky,  60  East  42nd  St., 
N.  Y.  17,  Murray  Hill  2-1630,  Evenings,  Schuyler  4-1776. 


Doctor’s  residence,  Mount  Vernon,  N.Y. , 14  rooms,  Georgian 
Colonial  Complete  Doctor's  suite.  Tiled  operating  room. 
Separate  entrance,  3 baths,  2 lavatories,  oil-heat  automatic, 
screened,  weather-stripped,  2 open  fireplaces.  Excellent  con- 
dition, residential  doctor’s  row.  Sale  on  account  of  death. 
$38,000  Terms.  Mrs.  A.  H.  Johnson,  175  Park  Ave.,  Mount 
Vernon,  N.Y. 


BREAST  PROTHESIS 


Distinctive  process  conceals  operative  cavity  comfortably, 
skillfully.  Fittings  to  ensure  complete  patient  satisfaction. 
Lilliom  Berman  Sculptured  Forms. 

260  W.  104th  St.  New  York  25,  N.  Y.  Riverside  9-2054 


PROFESSIONAL  OFFICES 


For  Rent — 985  Fifth  Ave. — 2 Room  suite  $120-8155,  3 
Rooms  $165.  Also  4 Rooms.  Could  be  divided  to  suit. 
For  information  apply  on  premises  or  phone  TR  9-0308. 


tablets 

ampuls 

powder 

suppositories 


high  theophylline  content,  ready  solubility 
for  rapid  therapeutic  effects  in: 

Bronchial  Asthma 
Paroxysmal  Dyspnea 


dubin 
aminophyllin 


Cheyne-Stokes  Respiration 


(theophylline -ethylenedia  mine) 


H.  E.  DUBIN  LABORATORIES,  I nc.  250  E.  43rd  St.,  New  York  17,  N.Y. 


FOR  MAKING 

BURROW’S  SOLUTION  U.S.P.XIV 

WET  DRESSINGS 


[ 1 1 I r * 


£V'"  n POWDER  IN  ENVELOPES 

DU^TO-BORO  or  IN  TABLETS  ..  .:r:  ik.imsi 


STANDARD  PHARMACEUTICAL  CO.,  INC.,  1123  Broadway,  New  York 
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'he  sudden  summons  is  no  stranger  to  the  Picker  X-ray  service  engineer, 
ny  more  than  it  is  to  you,  doctor.  But  emergencies  like  this,  costly  to  every- 
ne  involved,  can  often  be  forestalled  by  having  your  Picker  man  in  occasionally 
o check  your  equipment. 


Jot  that  he  isn’t  ready  to  go  to  any  lengths— at  any  time— to  serve  you, 
ut  because  growing  scarcity  is  making  replacement  parts  harder 
nd  harder  to  come  by.  We  want  to  help  you  conserve  what  you  have, 
uowing  you  can’t  afford  to  have  your  equipment  tied  up  waiting. 

n short,  all  of  us  at  Picker  are  devoted  to  seeing  you  through 
whatever  stringencies  may  be  in  store.  That’s  the  way  we  interpret 
be  word  "service”— always  have,  and  always  will. 

’ICKER  X-Ray  Corp.,  300  Fourth  Ave.,  New  York  10,  N.  Y. 
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how  the  Paredrine  in  Par-Pen  helps  its 
penicillin  fight  intranasal  infection 


Council -accepted  Paredrine  Hydrobromide  produces  rapid  and  prolonged 
shrinkage  of  nasal  mucosa.  The  nasal  passages  are  opened  so  that  the 
penicillin  can  "get  through”  to  the  infected  areas.  Bacteriostasis  is  thereby 
facilitated. 

Paredrine  does  not  break  down  the  penicillin.  Par-Pen  remains  at  full  thera- 
peutic potency  for  an  entire  week — even  when  kept  at  room  temperature. 

Par-Pen  contains  crystalline  potassium  penicillin  G,  5000  units  per  cc.;  Paredrine 
Hydrobromide  (hydroxyamphetamine  hydrobromide,  S.K.F.),  1%;  in  a specially 
buffered  isotonic  aqueous  solution.  Packaged  in  % fl.  oz.  bottles. 


the  penicillin-vasoconstrictor  for  intranasal  use 


Smith,  Kline  & French  Laboratories,  Philadelphia 


Par-Pen 


‘Paredrine’  & ‘Par-Pen’  T.M.  Reg.  U.S.  Pat.  Off. 


Prompt  relief  from 


Nasal  Congestion 


PLUS 


effective  control 
of  the 

Allergic  Factor 


“Allergy  is  perhaps  the  commonest  cause  of  a stuffy  nose  . . .”, 
according  to  Dill.1  Shambaugh2  states  that  . . 70%  of  all  chronic 
I suppurative  sinusitis  is  on  an  allergic  basis.”  He  emphasizes  the  im- 
portance of  controlling  the  allergic  factor  in  nasal  congestion. 

Logical  therapy  for  nasal  congestion  is  with  this  synergistic  com- 
bination of  Antistine,  to  block  the  congestive  action  of  histamine, 
and  Privine,  to  shrink  the  nasal  mucosa.  Friedlaender  and  Fried- 
laender3  have  established  that  the  decongestant  action  of  Antistine- 
Privine  “.  . . in  many  instances  appears  to  be  more  intense  and  pro- 
longed than  from  either  solution  alone.”  Dosage:  2 to  3 drops  in  each 
nostril  3 or  4 times  daily. 

1.  Postgrad.  Med.  4:413,  1948.  • 2.  M.  Rec.  & Ann.  42:673.  1948.  • 3.  Am.  Pract.  2:643.  1948. 

Antistine®-Privine,®  aqueous  solution  of  Antistine  (antazoline) 
hydrochloride  0.5%,  and  Privine  (naphazoline)  hydrochloride 

0.025%,  in  bottles  of  1 fl.  oz.  with  dropper.  , 

Antistine-Privine 

Antihistaminic  plus  Vasoconstrictor 


Giba  PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  N.  J. 


2/1632M 


g:)o 


m-  tire 

DEXTROGEN0 

^o^iljoiOi  Vifmfe 


Ready  to  use  and  in  liquid  form,  Dextro- 
gen  is  a concentrated  infant  formula, 
made  from  whole  milk  modified  with 
dextrins,  maltose,  and  dextrose.  In  addi- 
tion, it  is  fortified  with  iron  to  compen- 
sate for  the  deficiency  of  this  mineral  in 
milk.  Diluted  with  \x/j  parts  of  boiled 
water,*  it  yields  a mixture  containing  proteins,  fats  and 
carbohydrates  in  proportions  eminently  suited  to  infant 
feeding.  In  this  dilution  it  supplies  20  calories  per  ounce. 

The  higher  protein  content  of  normally 
diluted  Dextrogen — 2.2%  instead  of 
1.5%  as  found  in  mother’s  milk  — 
satisfies  every  known  protein  need  of  the 
rapidly  growing  infant.  Its  lower  fat  con- 
tent makes  for  better  tolerability  and 
improved  digestibility. 

Dextrogen  serves  well  whenever  artificial  feeding  is  indi- 
cated, and  is  particularly  valuable  when  convenience  in 
formula  preparation  is  desirable. 

^Applicable  third  week  and  thereafter;  1:3  for  first  week,  1:2  for  second  week. 

THE  NESTLE  COMPANY,  INC. 

COLORADO  SPRINGS,  COLORADO 

Makers  of  Nestle’s  Evaporated  Milk 

“No  Finer  Milk  Can  Be  Produced ” 


NOTE  HOW  SIMPLE 
TO  PREPARE 

All  the  mother  need  do 
is  pour  the  contents  of 
the  Dextrogen  can  into 
a properly  cleaned 
quart  milk  bottle,  and 
fill  with  previously 
boiled  water.  Makes  32 
oz.  of  formula,  ready 
to  feed.  * 


# Every  day,  more  and  more  smokers— and  among  them 
many,  many  doctors— are  discovering  for  themselves 
just  how  mild  a cigarette  can  be.  They’re  making  their 
own  30-Day  Camel  Mildness  Tests— smoking  Camels 
regularly  for  30  days. 

It’s  a sensible  cigarette  test.  As  a doctor,  you 
know  there  can  be  no  valid  conclusion  drawn 
from  a one  pulf  comparison  — from  a trick 
test  that  calls  for  hasty  decisions.  The 
Camel  30-Day  Test  asks  you  to  make  a day 
after  day,  pack  after  pack  comparison. 

If  you  are  not  already  a Camel  smoker,  why 
not  try  this  test?  Judge  Camel  mildness  and 
the  rich,  full  flavor  of  Camel’s  choice  tobaccos 
in  your  own  “T-Zone”—  the  real  proving 
ground  for  a cigarette.  See  if  the  Camel 
30-Day  Test  doesn’t  give  you  the  most 
enjoyment  you’ve  ever  had  from  smoking! 


Make  your  own  30-Day  Camel  Mildness 
Test  in  your  own  "T-Zone"— 

That's  T for  Throat/  T for  Taste.  See  if 
you  don't  change  to  Camels  for  keeps! 
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the  expert  advice  and  representation  of  your  State 
Medical  Society's  Legal  Defense  Service. 
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diagnosis 

during 

THE 

SILENT 

PERIOD 


Routine  testing  with  Ames  diagnostic  tablets 
in  the  office,  home  or  hospital  is 
frequently  rewarded  by  the  discovery  of 
unsuspected  pathology  during  the 
“silent  period”— when  disease  in  its  incipiency 
may  be  most  easily  managed  or  cured. 

Ames  tablet  tests  are  completely  self-contained, 
rapid  and  clinically  reliable. 


CLINITEST 

(BRAND) 

for  the  detection  of 

glycosuria 


BUMINTEST 

(BRAND) 

for  the  detection  of 

albuminuria 


HEMATEST 

(BRAND) 

for  the  detection  of 

occult  blood 


ACETEST 

(BRAND) 

for  the  detection  of 

acetonuria 

■RsII 


Occurrence 

• diabetes  mellitus 

• hyperthyroidism 

• renal  or  alimentary  glycosuria 


• nephritis 

• renal  tuberculosis 

• renal  tumors 

• drug  poisoning 

• toxemia  of  pregnancy 

• liver  disease  with 

and  without  jaundice 


• inflammatory,  neoplastic  and 
degenerative  lesions  of  the 
gastro-intestinal,  genito- 
urinary and  pulmonary  systems 


• diabetic  acidosis 

• Von  Gierke’s  disease 

• cyclic  or  excessive  vomiting 

• diarrhea 


Available  through  your  pharmacy  or  physician  supply  house 


Clinitest,  Bumintest,  Hemaiesi,  Acetest,  trademarks  reg.  U.  S.  and  Canada 


AMES  COMPANY,  INC 


ELKHART,  INDIANA 


Ames  Company  of  Canada,  Ltd.,  Toronto 
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SHOES  OF  EVERY  TYPE 
FOR  EVERY  NEED 


★ A complete  selection  of  ready-to-wear  shoes  . . . 
attractive  as  well  as  corrective  . . . for  men,  women  and  children. 

^ Individual  attention  given  to  your  patient’s  needs. 

Exclusive  distributors  of  Minor’s  (HOKE)  Club 
Foot,  Flat  Foot  and  Straight  Last  shoes. 

Tarso  Supinators,  Torso  Pronators  and  Pre-Walker 
are  stocked  in  all  sizes. 

★ Completely  equipped  custom  department  on  the 
premises  for  made-to-measure  shoes  and'orthopedic  corrections. 


Shi.  "Rraverman  & Sons 

EST.  1880 

1380  THIRD  AVE.  BET.  78»h  & 79th  STREETS 
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Protein 

"Pick-me-up" 

• Q 

i/n  mmrni 

k a 


an  appetizing  method  of  supplying  the  additional  protein  needed  . . . 


In  pregnancy,  especially  during  the  last  trimester,  a protein  intake  of 
at  least  85  to  100  Gm.  daily  has  been  recommended.* 

To  supply  high  protein  intake  without  bulk  — in  a pleasantly  palata- 
ble food  or  drink  — Essenamine  may  be  incorporated  in  meat  loaves, 
baked  goods,  milk,  fruit  juices.  The  granules  may  also  be  taken  as  is 
or  with  milk,  cream  and  sugar. 

Essenamine  contains  three  to  five  times  as  much  protein  as  meat. 

Essenamine  "Pick-me-up"  — the  following  eggnog  recipe  (just  one  of 
many  in  the  Essenamine  recipe  book)  supplies  60.8  Gm.  of  protein  in 
an  appetizing  beverage: 


Eggs 

Essenamine 

Sugar 

Vanilla  extr. 
Milk 


4 tablespoonfuls 
2 tablespoonfuls 
Few  drops 
2 cups 


Combine  all  ingredients 
and  whip  in  mechanical 
mixer  or  with  egg  beater. 


ummwni 


PROTEIN  CONCENTRATE 

Supplied  in  three  forms: 

Essenamine  Powder  (unflavored), 


FOR  ORAL  USE 


7V4  and  14  oz.  glass  jars. 
Essenamine  Compound  Powder  (vanillin  flavor), 

7V4  oz.  glass  jars. 

Essenamine  Compound  Granules  (vanillin  flavor), 

7Vi  oz.  glass  jars. 

Essenamine,  trademark  reg.  U.  S.  & Canada 

•Guerriero,  W.F.:  Texas  State  Jour.  Med.,  45:274,  May,  1949, 
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even  the  hardiest  skin... 


1.  Underwood  & Gaul:  J.A.M.A.,  130:249,  1946. 

2.  Goodman,  Herman:  J.A.M.  A.,  129:707,  1945. 

'ZjZi (fi 

155  East  44th  Street,  New  York  17,  N.Y. 


is  not  immune  to  pruritus,  nor  immune  to 
the  irritating  action  of  such  antipruritic 
agents  as  phenol  (in  calamine  c phenol),1 
and  not  immune  to  the  sensitization  reported 
following  antihistaminics.  Calmitol  Oint- 
ment controls  pruritus  — promptly  and  last- 
ingly and  is  safe  for  the  tenderest  of  skins, 
for  mucous  membranes  and  even  excoriated 
lesions. 


In  contradistinction  to  calamine,2  Calmitol 
offers  active  antipruritic  ingredients— cam- 
phorated chloral,  hyoscyamine  oleate  and 
menthol  (Jadassohn’s  Formula)— which  raise 
the  impulse  threshold  of  skin  receptor 
organs  and  sensory  nerve  endings,  thus  in- 
hibiting pruritic  sensations  at  their  point  of 
origin. 


CALMITOL 

the  bland  antipruritic 
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V E R I L 0 I D * 

Now  Available  in 
3 Tablet  Sizes 

Veriloid,  a unique 
biologically  stand- 
ardized fraction  of 
Veratrum  viride,  is 
now  available  in  3 
dosage  units  for 
maximum  economy 
— 1 mg.,  2 mg.,  and 
3 mg.  tablets;  bot- 
tles of  100, 500, and 
1000. 

*T.  M.  OF  RIKER  LAB.,  INC. 


THE  BLOOD  PRESSURE 
DROPS 

Through  reduction  of  peripheral  resistance, ' 

Veriloid  produces  a significant  drop  in 
arterial  tension.  Not  only  is  that  large  group  of  patients 
with  moderate  hypertension  benefited,  but  also  patients 
with  severe  essential  and  malignant  hypertension.  The  aver- 
age dose  of  from  2.0  to  5.0  mg.  four  times  daily  after  meals 
and  at  bedtime  usually  suffices,  although  individualization 
of  dosage  is  essential  for  maximum  therapeutic  efficacy  and 
avoidance  of  nausea. 

THE  PATIENT  IMPROVES 
SUBJECTIVELY 

The  gratifying  feature  of  Veriloid  therapy 
is  the  speed  with  which  the  distressing  dis- 
comfort of  hypertension  is  overcome.  Head- 
ache disappears,  easy  fatigability  lessens,  vision  has  been 
reported  to  improve  through  absorption  of  retinal  exuda- 
tions, and  kidney  function  is  increased.  These  beneficial 
changes,  often  experienced  before  the  blood  pressure  has 
dropped  significantly,  are  presumably  related  to  the  vaso- 
relaxation induced  by  Veriloid  and  the  resulting  improved 
tissue  nutrition.  Literature  available  on  request. 

RIKER  LABORATORIES,  INC. 

8480  BEVERLY  BLVD.,  LOS  ANGELES  48,  CALIF. 


VERILOID 


A PRODUCT  OF  RIKER  RESEARCH 
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hormone 


RETON 


(Testosterone  Propionate  U.S.R) 


in  the  male 


Oreton  supplies  androgen  to  rehabilitate  the  climacteric  or  eunuchoid  patient. 

in  the  female 

i 

Oreton  overcomes  excessive  estrogen  activity,  and  controls  functional  uterine 
bleeding  and  dysmenorrhea.  Oreton  exerts  a palliative  effect  in  carcinoma  of 
the  breast. 

in  both  sexes 


Oreton  exhibits  a protein  anabolic  effect,  builds  tissue  and  enhances  well- 
being of  the  aged  patient. 

ORETON 

Oreton,  Schering’s  brand  of  Testosterone  Propionate  U.S.R  in  oil  for  intramuscular  injection. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


ORETON  ® 
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OF  HAY  FEVER  VICTIMS 
EVENTUALLY  DEVELOP 
ASTHMA 


r 


,„nt  to  note 
it  is  important  __ 


that: 


“Alleviation  of  the  patient’s  symptoms  with  the  anti- 
histaminics  will  not  prevent  asthma."2 

Preseasonal  treatment,  by  specific  hyposensitization 
begun  six  to  twelve  weeks  before  the  anticipated  ex- 
posure to  tree  pollens,  grasses,  and  weeds,  affords 
“excellent  relief”  in  80  to  85  per  cent  of  cases  — 
with  greatly  reduced  likelihood  of  complications  such 
as  asthma  and  sinusitis.2  3 

ARLINGTON  ALLERGENIC  SETS 

DRY  POLLEN  DIAGNOSTIC  SETS 

contain  at  least  23  vials  of  selected  windborne  pol- 
lens representing  the  major  causative  factors  in  your 
area,  plus  a vial  of  house-dust  allergen.  Each  vial 
provides  enough  material  for  about  30  tests;  diluent 
furnished  with  each  set.  Price,  $7.50. 

POLLEN  TREATMENT  SETS 

provide  serial  dilutions  of  single  pollens  of  your 
choice,  or  pollen  mixtures  chosen  from  our  21  stock 
mixtures.  Each  set  contains  five  3-cc.  vials  of  the 
following  concentrations:  1:10,000;  1:5,000;  1:1,000; 
1:500;  and  1:100.  Dosage  schedule  accompanies  each 
set.  Price,  $7.50. 

SPECIAL  MIXTURE  TREATMENT  SETS 

prepared  according  to  your  patient’s  individual  sensi- 
tivities. Each  set  contains  five  3-cc.  vials  in  the  same 
dilutions  as  above.  Ten-day  processing  period  re- 
quired. Price,  $10.00. 


1.  Cooke,  R.  A.:  in  Textbook  of  Medicine  (Cecil).  Philadelphia, 
W.  B.  Saunders  Company,  1947;  seventh  edition,  p.  528. 

2.  Nevius,  W.  B.:  J.  M.  Soc.  New  Jersey  46:  17  (1949). 

3.  Rosen.  F.  L.:  ibid.  45:  389  (1948). 
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Translating  THEORY;  to  THERAPY  in 
Atherosclerosis . . . 


OXYFAX 

TRADEMARK 

Brand  of  Oxytropic  Factors 

Composite  Formula 

Each  OXYFAX*  capsule  contains: 

Thyroid  U.S.P 10-15-20-30-60  mg. 

Thiamine  Mononitrate 15  mg. 

Riboflavin 7.5  mg. 

Niacinamide 100  mg. 

Ascorbic  Acid 100  mg. 

OXYFAX  is  presented  in  five  strengths 
of  thyroid  for  individualized  treatment. 

supplied:  Bottles  of  100  and  500. 

Oxytropic  factors  are  indicated  in 
atherosclerosis  because  of  the  impair- 
ment of  oxygen  exchange  in  this 
disorder1'2  and  the  correlation  of 
lowered  thyroid  activity  with  hyper- 
cholesterolemia.3,4'5 It  is  significant 
that  patients  with  thyrotoxicosis  rarely 
develop  atherosclerosis.4  OXYFAX 
contains  a synergistic  combination  of 
Thyroid  U.S.P.  and  vitamins  con- 
cerned in  oxidative  processes. 


LIPOFAX 


TRADEMARK 


Brand  pf  Lipotropic  Factors 


Each  LIPOFAX*  tablet  contains: 

Choline  Bitartrate 360  mg. 

(Choline,  48  %) 

Inositol 133  mg. 

Pyridoxine  Hydrochloride 1 mg. 


SUPPLIED:  Bottles  of  100  and  1,000. 

New  clinical  evidence  of  the  role  of 
the  cholesterol-phospholipid  serum 
ratio6,7,8  provides  a rational  basis 
for  the  proved  therapeutic  value  of 
lipotropic  agents  in  atherosclerosis 
and  coronary  artery  disease.9  LIPO- 
FAX supplies  a potent  combination  of 
synergistic  lipotropic  factors  that  help 
correct  the  disturbed  lipid  balance. 


*The  words  OXYFAX  and  LIPOFAX  are  exclu- 
sive trademarks  of  Mezger  Pharmacol  Co.,  Inc. 


Combined  Oxytropic-Lipotropic  Therapy  Improves  the  Prognosis . 
Write  for  Comprehensive  Brochure  and  Suggested  Dietary  Guide 


REFERENCES:  1.  Hueper,  W.  C.:  M.  Clin.  North  America  33:  773  (May) 
1949.  2.  Editorial:  J.A.M.A.  141:  392  (Oct.  8)  1949.  3.  Stamler,  J.;  et  al.: 
Circulation  2:  523  (Oct.)  1950.  4.  Morrison,  L.  M.,  and  Gonzales,  W.  F.: 
Geriatrics  5:  188  (July-Aug.)  1950.  5.  Editorial:  Ann.  Int.  Med.  33:  250 
(July)  1950.  6.  Morrison,  L.  M.;  et  al.:  Proc.  Am.  Soc.  Study  of  Arteri- 
osclerosis, Circulation  2:  472  (Sept.)  1950.  7.  Gertler,  M.  M.;  et  al.: 
Circulation  2:  517  (Oct.)  1950.  8.  Editorial:  Lancet  2:  916  (Dec.  30)  1950. 
9.  Morrison,  L.  M.,  and  Gonzales,  W.  F.:  Am.  Heart  J.  39:  729  (May)  1950. 


MEZGER  PHARMACAL  CO„  INC. 


50  ANDOVER  ROAD,  ROSLYN  HEIGHTS,  N.  Y. 


Resin-gastric 
mucin 

combination 

in  peptic  ulcer  management * 


the  good  effects  of  resins 
with  those  of  gastric  mucin 
in  the  treatment  of 
gastroduodenal  ulcer”* 


“...the  admixture  of  gastric 
mucin  enhances  the  antacid 
effect  of  the  resins...”* 


UNITS 
FREE  ACID 


famine 

rmine  and 
and  Mucin 
i,  4 Tablets. 

[Histamine  and 
iesin  and  Mucin 
lation,  2 Tablets. 


STEIGMANN  AND  SCHLESINGER*  in  the 
Gastrointestinal  Clinic  of  the 
Cook  County  Hospital,  Chicago,  made 
a five  year  study  of  the  effects  of  avail- 
able antacids  in  the  treatment  of  gas- 
troduodenal ulceration. 

Various  resinous  substances  were 
tested  including  "the  new  type  of 
'antacid’  ” — Resmicon — a synergis- 
tic combination  of  a finely  dispersed 
ion-exchange  polyamine  resin  with  a 
specially  processed  form  of  gastric 
mucin. 

Resmicon  was  given  to  a series  of 
patients  over  a period  of  2 to  15 
months.  Most  of  the  patients  chosen 
were  those  who  did  not  respond  well 
to  therapy  with  other  antacids. 

EFFECT  ENHANCED— The  investi- 
gators confirmed  their  previous  find- 
ings** namely  that  "the  admixture 
of  gastric  mucin  enhances  the  effect 
of  the  resins.” 

QUICK  RELIEF  — "Most  patients 


had  good  symptomatic  relief  within 
the  first  week  (two  to  seven  days)  of 
'Resmicon’  treatment  . . . 

"They  felt  better,  ate  better  and 
gained  weight.  The  majority  took  the 
tablets  well  and  there  were  no  com- 
plaints regarding  constipation  or 
diarrhea.” 

HEALING  ENCOURAGED  — "Si- 
multaneously with  clinical  improve- 
ment the  patients  with  gastric  ulcer 
showed  significant  changes  in  the  size 
of  the  craters  when  x-rays  were  taken 
at  weekly  or  bi-monthly  intervals. 

"Those  who  were  gastroscoped  (a 
total  of  19)  also  showed  healing  of 
the  ulcer.” 

"This  new  substance  [Resmicon] 
appears  to  combine  the  good  effects  of 
resins  (neutralization  of  the  hydro- 
chloric acid  in  gastric  juice  without 
interfering  with  the  acid-base  balance) 
with  those  of  gastric  mucin  in  the 
treatment  of  gastroduodenal  ulcer.” 


Resmicon 


ACID  ADSORBENT  DEMULCENT  • 84  TABLETS 


’Steigmann,  F.,  and  Schlesinger,  R.  B.: 
A Resin-Gastric  Mucin  Mixture  in  the 
Medical  Management  ol  Peptic  Ulcer, 
American  .1.  Dig.  Dis.  77:361-365 
(Nov.)  1950. 

* ’Scientific  Exhibit  of  the  A.  M.  A., 
Atlantic  City  Session,  1949. 


LABORATORIES 


DIVISION  NUTRITION  RESEARCH  LABORATORIES,  INC. 
CHICAGO  11,  ILLINOIS 
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New  Form  of  Levo- Alkaloids 
of  Belladonna 

For  Selective  Spasmolytic  Action 

The  practical  value  of  an  antispasmodic 
depends  upon  the  degree  of  a desirable  spas- 
molytic effect,  convenience  of  administration 
and  patient  acceptability. 

Degree  of  spasmolytic  effect  of  belladonna 
alkaloids  rests  upon  the  intensity  of  parasym- 
pathetic inhibition.  Pure  levorotatory  bella- 
donna alkaloids  (Bellafoline)  are  more  potent 
and  selective  than  belladonna  alkaloid  mixtures 
in  producing  this  spasmolytic  effect,  at  the 
same  time  minimizing  the  undesirable  cere- 
brospinal effects. 


Studies  by  Kramer  and  Inge/finger,  (M.  Clin.  North  Amer., 
Boston  No.:  1227,  (1948)  demonstrate  the  highly  efficient 
action  of  Bellafoline.  By  balloon-kymograph  studies  on  the 
human  intestine  they  found  that  most  commonly  used  anti- 
spasmodics  are  less  effective  than  atropine  (standard  dose: 
1/100  gr.).  Bellafoline  was  the  outstanding  exception.  It  sur- 
passed atropine  in  both  degree  and  duration  of  action. 


The  antispasmodic  effect  of  Bellafoline  is 
augmented  by  a small  dose  of  phenobarbital 
thereby  reducing  underlying  excitability  and 
tension. 

Such  an  association  of  Bellafoline  and 
phenobarbital  is  now  available  in  the  form  of 
Elixir  Belladenal. 


Thus  Elixir  Belladenal  fulfills  the  require- 
ments for  practicality  by  reason  of:  high  effi- 
cacy, patient  acceptance,  convenience  of 
dosage  regulation.  It  is  especially  serviceable 
in  pediatrics  and  in  those  adults  where  the  use 
of  tablets  is  impractical.  The  teaspoonful  dose 
contains  Bellafoline  (levorotatory  alkaloids  of 
belladonna  leaf)  0.0625  mg.  and  Phenobar- 
bital 12.5  mg.  The  indications  are  those  of 
Belladenal  Tablets,  e.g.  Peptic  ulcer,  Pseudo- 
ulcer, Spastic  colon,  other  hypermotility-hyper- 
secretion states  of  the  gastrointestinal-biliary 
tracts  and  genito-urinary  spasm.  Professional 
Samples  and  Literature  available  upon  request. 


Sandoz 

i Pharmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 

68  CHARLTON  STREET,  NEW  YORK  14,  NEW  YORK 
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Relief  of  arthritic  pain,  the  objective  of  therapy  in  joint 
involvements,  is  readily  achieved  with  Salcedrox.  The  buffered 
sodium  salicylate  is  more  easily  tolerated  than  salicylate  alone, 
and  is  rendered  systemically  less  toxic  by  the  presence  of 
calcium.  The  tendency  to  increased  ascorbic  acid  loss  is  coun- 
teracted by  the  presence  of  calcium  ascorbate  in  Salcedrox. 


Each  Salcedrox  tablet 
supplies: 

Sodium  salicylate  . . . 5 gr. 
Aluminum  hydroxide 

gel,  dried 2 gr. 

Calcium  ascorbate 
(equivalent  to 
50  mg.  of 

ascorbic  acid ) . . . . 1 gr. 
Calcium  carbonate . . 1 gr. 


Salcedrox  is  highly  useful  whenever  salicylates  are  indicated 
— in  arthritis,  rheumatoid  involvements,  neuromuscular  af- 
fections, and  rheumatic  fever.  It  is  available  on  prescription 
at  all  pharmacies.  Literature  supplied  on  request. 

THE  S.  E.  MASSENGILL  COMPANY 
Bristol,  Tenn.-Va. 

NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 


guarding  against  megaloblastic  iemia 


a new  product 


Inadequate  vitamin  C in  infant  feeding  often  leads  not  only  to  scurvy 
but  also  to  megaloblastic  anemia.1  Bremil — newest  product  of  Borden  research — 
guards  against  these  grave  nutritional  complications  by  providing  three  times  the 
recommended  daily  allowance2  for  vitamin  C in  the  reliquefied  quart. 

Appreciation  of  the  importance  of  infantile  megaloblastic  anemia  begins  with 
the  classic  description  of  the  syndrome  by  Zuelzer  and  Ogden.3  May,  et  al.,  observe 
that  megaloblastic  anemia  "has  been  reported  frequently  as  a complication  of 
scurvy.”1  They  also  report  concerning  their  own  work:  "When  vitamin  C was  provided 
adequately,  the  diets  tested  did  not  lead  to  megaloblastic  anemia.”1 

Careless  formula  preparation  or  simply  failure  to  give  the  required  vitamin  C when  prescribed 
often  explains  the  inadequacy  in  vitamin  C intake.  Physicians  will  therefore  appreciate 
particularly  the  fact  that  Bremil  provides  more  than  ample  ascorbic  acid.  And,  of  course, 
Bremil  meets  similar  requirements  for  vitamins  A,  B,  and  D,  riboflavin  and  niacin. 

moreover ...  an  adequate  provision  of  vitamin  C is  not  the 
only  attribute  that  makes  BREMIL  new  and  unique 

Bremil  is  a completely  modified  milk  in  which  the  calcium-phosphorus  ratio  (11^:1) 
is  adjusted  to  the  pattern  of  human  milk,  thus  helping  to  prevent  hypertonicity, 
hyperirritability  and  other  tetanic  symptoms  in  infants.4  ’5  Bremil  has  the  fatty  acid  and 
amino  acid  patterns  of  human  milk  . . . the  same  carbohydrate  (lactose)  . . . more  iron  . . . 
a soft,  flocculent  curd  of  small  particle  size  comparable  to  human  milk  . . . complete  solubility. 

Bremil  can  be  mixed  for  a single  feeding  or  a 24-hour  period.  Formula  preparation 
is  as  rapid  as  with  a liquid  product.  Moreover,  Bremil  does  not  settle  out  on  standing. 
Standard  dilution  is  1 level  tablespoonful  and  2 fl.  oz.  water,  although  Bremil  can 
be  either  concentrated  or  diluted.  Each  level  tablespoonful  Bremil  powder  supplies  44  calories. 

Complete  information  and  a trial  supply  may  be  obtained  upon  request. 

Bremil  is  available  in  drugstores  in  1 lb.  cans. 

1.  May,  C.  D„  et  al.:  Am.  J.  DU.  Child.  80:191,  1950. 

2.  Recommended  Daily  Dietary  Allowances,  Rev.  1948,  Food  and  Nutrition  Board,  National  Research  Council. 

3.  Zuelzer,  W.  W„  and  Ogden,  F.  N.:  Am.  J.  Dis.  Child.  71:211,  1946. 

4.  Gardner,  L.  I.,  Butler,  A.  M.,  et  al.:  Pediatrics  5:228,  1950. 

5.  Nesbit,  H.  T.;  Texas  State  J.  M.  38:551,  1943. 


flexible,  palatable,  easy  to  prepare 


powdered  infant  food 


Prescription  Products  Division 
The  Borden  Company,  350  Madison  Avenue,  New  York  17 
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cough 

quichlg 

quieted 


Upjohn 


Orthoxicol 

This  effective  new  antitussive  and  anti- 
spasmodic  preparation  quickly  relieves 
cough  associated  with  the  common  cold, 
laryngitis,  tracheitis,  bronchitis,  and 
bronchial  asthma.  A palatable  cherry- 
flavored  syrup,  Orthoxicol*  exerts  pow- 
erful decongestive,  bronchodilator,  anti- 
spasmodic  and  sedative  effects.  Each 
fluidounce  of  Orthoxicol  contains  about 
1/6  gr.  dihydrocodeinone  bitartrate, 
ii/2  grs.  Orthoxine*f  hydrochloride, 
1/100  grs.  liyoscyamine  hydrochlo- 
ride, and  30  grs.  sodium  citrate. 

Supplied  in  pint  bottles 

* Trademarks  t Brand  of  metboxy phenamine 

Produced  with  care  ...  Designed  tor  health 


Meets  every  requirement  for  all 
diathermy  technics . . . 


the  GE  INDUCTOTHERM 


FROM  diathermy  treatment  of  the  ear  to  that  of 
a pelvis  or  chest  — the  GE  Inductotherm  meets 
the  most  exacting  clinical  approval.  Brings  you  the 
practical,  the  efficient,  the  easy  means  for  obtain- 
ing the  desired  quality  and  intensity  of  energy  in- 
dicated for  proper  treatment. 

As  for  output,  the  Inductotherm  has  the  capacity 
to  elevate  the  temperature  in  any  region  of  the 
body  to  the  limit  of  the  patient’s  tolerance.  The 
perfect  answer  to  fulfill  your  needs  over  the  entire 
range  of  modern  diathermy  technics. 


Ask  your  GE  representative  for  more  details 
about  the  Inductotherm  — or  write 


. 


GENERAL  © ELECTRIC 
X-RAY  CORPORATION 


Direct  Factory  Branches: 

ALBANY  — 8 Elk  St.  NEW  YORK  CITY  — 205  E.  42nd  St. 

BUFFALO  — 27  Barker  St.  ROCHESTER  — 66  Scio  St. 

ELMIRA  — 100  Wood  lawn  Ave.  SYRACUSE  — 1020  Genesee  St. 


patients  can’t 

"SLEEP  OFF”  hypertension . . . 


prolonged  vasodilation  should  accompany  sleep 
as  well  as  the  days  activities.  (One  more  reason  why 
NITRANITOL  is  the  most  universally  prescribed 
drug  in  the  management  of  hypertension.) 

NITRANITOL* 

FOR  GRADUAL,  PROLONGED,  SAFE  VASODILATION 


Merrell 


CINCINNATI  « U.S.A. 


When  vasodilation  alone  is  indicated.  Nitranitol. 
(’A  gr.  mannitol  hexanitrate. ) 

When  sedation  is  desired.  Nitranitol  with  Pheno- 
barbital.  (14  gr.  Phenobarbital  combined  with  A gr.  mannitol 
hexanitrate. ) 

For  extra  protection  against  hazards  of  capillary 
fragility.  Nitranitol  with  Phenobarbital  and  Rutin. 
( Combines  Rutin  20  mg.  with  above  formula. ) 

When  the  threat  of  cardiac  failure  exists.  Nitranitol 
with  Phenobarbital  and  Theophylline.  ('A  gr.  mannitol 
hexanitrate  combined  with  'A  gr.  Phenobarbital  and  l'A  grs. 
Theophylline. ) 
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you  recommend  "a  change  of  scene' 


reks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
'our  patients  with  such  chronic  conditions  as  Heart 
1 Digestive  disorders,  Arthritis  and  related  ailments, 
1 Hypertension.  At  your  request,  we  will  send  list  of 
teal,  private  practicing  physicians  who  will  cooperate 
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The  Empire  State’s  Contribution  to  the  Medical  Profession 


Primary  Atypical 

you  know  what  it  is 

pure  crystalline  antibiotic 
of  known  chemical  structure 


Enteric 
(sa 


Pertussis 


uloma  Inguinale 
Herpes  Zoster 
Undulant  Fever 


you  know  what  it  does... 

TvnhiK  Fp\/ or  produces  rapid  response 

in  a wide  range  of  infectious  diseases 

Typhoid  Fever  Urinary  Tract  Infections 

Chloromycetin 

A/  Chloramphenicol,  Parke-Davis 


Supplied  in  Kapseals®  of  250  mg., 
and  in  capsules  of  50  mg. 


Rocky  Mountain  Spotted  Fever 

%c  A v 


4 
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antibacterial  action  pins... 


■ greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  for  alkalinization. 

■ higher  blood  level 

Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 

■ economy 

Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


■ less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 


HOFFMANN-LA  ROCHE  INC. 


Roche  Park  • Nutley  10  • New  Jersey 


! 


AMPULS 


GANTRISIN®-brand  of  sulfisoxazole 
(3,4-dimethyl-5-sulfanilamido-isoxazole) 


of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 
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^pjiour  properties,  in  particular,  make 
pMANDELAMINE*  a drug  of 
L choice  whenever  a diagnosis  of 
urinary-tract  infection  has  been  made. 
MANDELAMINE  has  a wide  thera- 
peutic range,  it  retains  its  potency 
(even  against  organisms  which  have 
become  resistant  to  other  drugs),  and 
it  is  relatively  safe  and  simple  to  use. 


Never  are  such  properties  more  desir- 
able than  in  the  treatment  of  cystitis. 
It  is  therefore  not  surprising  to  find 
MANDELAMINE  used  widely,  and 
with  excellent  results,  in  this  disease 
(e/.  Lowsley,  0.  S.,  and  Kirwin,  T.  J.: 
Clinical  Urology.  Baltimore,  The 
Williams  and  Wilkins  Company,  1944; 
vol.  2,  p.  1178). 


MANDELAMINE  is  also  indicated  in 
pyelitis,  prostatitis,  nonspecific  ure- 
thritis, and  infections  associated  with 
urinary  calculi  or  neurogenic  bladder, 
as  well  as  for  pre-  and  postoperative 
prophylaxis  in  urologic  surgery. 


MANDELAMINE  is  available  in 
bottles  of  120,  500,  and  1,000  enteric- 
coated  tablets,  through  all  prescription 
pharmacies.  Literature  and  samples  on 
request. 


NEPERA  CHEMICAL  CO.,  INC. 

*^bgjMnjQu(yujXic<oJL  A7Lqy.uj  /unA. 
NEPERA  PARK,  YONKERS  2,  N.  Y. 


•MANDELAMINE  is  the  registered  trademark  of  Nepera  Chemical  Co.,  Inc.,  for  its  brand  of  methenamine  mandelate. 


even  in  stubborn 
slow  healing  wounds 
burns 
ulcers 

(decubitus,  varicose,  diabetic) 


OINTMENT 

the  external 
cod  liver  oil  therapy 


New  clinical  studies'  again  prove  the  ability  of 
Desitin  Ointment  to  ease  pain,  inhibit  infection,  stimulate 
healthy  granulation,  and  accelerate  smooth  epitheliza- 
tion  in  lacerated,  denuded,  ulcerated  surface  tissues  . . . 
often  in  conditions  resistant  to  other  therapy. 


protective,  soothing,  healing  Desitin  Ointment  is  a self-sterilizing 
blend  of  high  grade,  crude  Norwegian  cod  liver  oil  (with  its 
unsaturated  fatty  acids  and  high  potency  vitamins  A and  D in 
proper  ratio  for  maximum  efficacy),  zinc  oxide,  talcum,  petrolatum, 
and  lanolin.  Does  not  liquefy  at  body  temperature  and  is  not 
decomposed  or  washed  away  by  secretions,  exudate,  urine 
or  excrements.  Dressings  easily  applied  and  painlessly  removed. 

Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars. 


write  for  samples  and  reprint 


1.  Behrman,  H.  T.,  Combes,  F.  C.,  Bobroff,  A., 
and  Leviticus,  R.:  Ind.  Med.  & Surg.  18:512, 1949. 


OeArtUb 


CHEMICAL  COMPANY 

70  Ship  Street,  Providence  2,  R.  I. 
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Announcing: 


SOLUTION 


of  Crystalline 


Dihydrostreptomycin 


Sulfate  Merck 


This  potent  antituberculosis  agent — preferred 
because  it  minimizes  neurotoxic  effects,  and 
pain  and  swelling  at  the  site  of  injection — 
now  is  supplied  in  “ready-to-use”  form. 
SOLUTION  OF  CRYSTALLINE  DIHYDROSTREP- 
TOMYCIN SULFATE  MERCK  brings  these 
significant  advantages: 

^ No  Refrigeration  Required 
^ Time-saving  Economy 
^ All-round  Convenience 
^ Clear,  Colorless  Solution 
^ High  Crystalline  Purity 

AVAILABLE  IN: 

1 Gram  (2  cc.)  vials — 500  mg.  per  cc. 

5 Gram  (10  cc.)  vials — 500  mg.  per  cc. 

PARA-AMINOSALICYLIC  ACID  (PAS),  when  used 
in  combination  with  Solution  of  Crystalline 
Dihydrostreptomycin  Sulfate  Merck,  prolongs 
the  effective  period  of  chemotherapy  by  inhib- 
iting or  delaying  the  development  of  bacterial 
resistance;  has  proved  effective  also  as  the 
sole  chemotherapeutic  agent  in  selected  cases 
of  tuberculosis. 


MERCK  ANTITUBERCULOSIS  AGENTS 

SOLUTION  OF  CRYSTALLINE  PARA-AMINOSALICYLIC  CRYSTALLINE 

DIHYDROSTRERTOMYCIN  ACID  MERCK  DIHYDROSTREPTOMYCIN 

SULFATE  MERCK  ( PAS  ) SULFATE  MERCK 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 


RAH  WAY, 


JERSEY 
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The  antibacterial  action 

is  powerful. . . 

The  antibiotic 

is  nontoxic. . . 

The  "sore  throat”  relief 

is  sustained. . . 


LOZILLES  Tyrothricin-propesin 
lozenges 

Pleasantly  flavored,  each  Lozille  contains 
2 mg. — an  effective  dosage — of  tyrothricin, 
and  2 mg.  of  propesin  for  prompt, 
prolonged  analgesia.  Bottles  of  15. 


WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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Most  easily  tolerated,  most  effective 
in  simple  iron-deficiency  anemias 


A quick  look  at  the  literature  shows  that  leading 
hematologists  prefer  Feosol.  That  is  because  it  is 
(1)  easily  tolerated,  and  (2)  grain  for  grain, 
the  most  effective  form  of  oral  iron. 

Feosol — the  Tablets  and  the  Elixir — affords 
adequate  dosage  of  ferrous  sulfate  at  a cost 
to  your  patient  of  only  a few  cents  a day. 

That's  another  reason  why  Feosol  Tablets  and  Feosol 
Elixir  are  the  standard  forms  of  iron  therapy. 
Smith,  Kline  & French  Laboratories,  Philadelphia 

Each  2 fluid  drains  (2  teaspoonfuls)  of  Feosol  Elixir 
supplies  5 grains  ferrous  sulfate — 
approximately  equivalent  to  1 Feosol  Tablet. 


Feosol  Tablets 


Feosol  Elixir 


'Feosol’  T.  M.  Reg.  U.S.  Pat.  Off. 


ihe  standard  forms  of  iron  therapy 


723 


Veratrite,  for  routine  use,  is  a reliable  hypotensive  agent  without  serious 
side-effects. Circulatory  improvements  gradual  fall  in  blood  pressure, and 
a new  sense  of  well-being  can  be  obtained  without  complicated  dosage 
schedules  or  daily  dosage  adjustments.  Economy  — a point  of  importance 
in  long-range  therapy — is  in  favor  of  Veratrite  in  the  management  of 
the  great  majority  of  hypertensive  patients. 

Supplied:  Bottles  of  1 00,  500,  1 000  at  prescription  pharmacies  every- 
where. 

LITERATURE  AND  SAMPLES  ON  REQUEST 


Each  VERATRITE  Tabule  contains: 
Veratrum  Viride  3 CRAW  UNITS* 

Sodium  Nitrite 1 grain 

Phenobarbital 14  grain 

Beginning  Dose:  2 tabules  t.i.d., 
after  meals. 

*Biologically  Standardized  for  toxicity 
by  the  Craw  Daphnia  Magna  Assay. 


Veratrite 


IRWIN,  NEISLER  & COMPANY 


DECATUR,  ILLINOIS 


I 
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SCIENTIFIC 

PRENATAL 


WtSm 

Wimmi 


SUPPORTS 


Designs  developed  over  many 
years,  in  full  consultation  with 
obstetricians,  insure  ample 
support  for  the  abdominal 
musculature,  pelvic  girdle  and 
lumbar  spine  without  con- 
strictionatany  point.  AllCamp 
Supports  are  accurately  fitted 
about  the  pelvis.  Thus  theuter- 
us  is  maintained  in  better  po- 
sition, the  abdominal  muscles 
and  fasciae  are  conserved  and 
there  is  support  for  the  re- 
laxed pelvic  joints.  The  patient 
is  assisted  in  maintaining  bet- 
ter balance  in  the  course  of 
the  postural  changes  of  preg- 
nancy. Physicians  may  rely  on 
the  Camp-trained  fitter  for 
precise  execution  of  all 
instructions. 

If  you  do  not  have  a copy  of 
the  Camp  “Reference  Book  for 
Physicians  and  Surgeons”,  it 
will  be  sent  on  request. 


THIS  EMBLEM  is  displayed  only  by  reliable  merchants  in  your  community.  Camp  Scientific  Supports 
are  never  sold  by  door-to-door  canvassers.  Prices  are  based  on  intrinsic  value.  Regular  technical 
and  ethical  training  of  Camp  fitters  insures  precise  and  conscientious  attention  to  your  recommendations. 


S.  H.  CAMP  & COMPANY,  JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


MERCODOL  provides  prompt,  selective  relief  that  doesn’t  interfere  with 
the  cough  reflex  needed  to  keep  throat  passages  and  bronchioles  clear. 

This  complete,  pleasant-tasting  prescription  contains  a selective  cough- 
controlling narcotic1  that  doesn’t  impair  the  beneficial  cough  reflex  . . . 
an  effective  bronchodilator2  to  relax  plugged  bronchioles  ...  an  expectorant3 
to  liquefy  secretions.  Remarkably  free  from  nausea,  constipation,  retention 
of  sputum,  and  cardiovascular  or  nervous  stimulation. 


MERCODOL  with  DECAPRYN® 


for  the  cough  with  a 
specific  allergic  basis. 


Each  30  cc.  contains: 
1 Mercodinone® 


10.0  mg. 


2 Nethamine®  Hydrochloride  0.1  Gm. 


3 Sodium  Citrate 


1.2  Gm. 


CINCINNATI  • U.S.  A. 


726 


9fUe^i^e<SUcite 

* 

GLOBIN 


^GluuccU  £vide*tce: — 

“. . . it  was  found  that  the  characteristic  activity  of  globin 
insulin  and  2:1  mixture  (of  protamine  zinc  and  regular) 
insulin  is  essentially  the  same.”1 

“Not  often  do  either  globin  insulin  or  a 2:1  mixture  require 
supplementary  use  of  regular  insulin.  Fully  80%  of  all 
severe  diabetics  can  be  balanced  satisfactorily  with  one 
of  them.”2 

1.  Reeb,  B.  B.,  Rohr , J.  R.,  and  Colwell,  A.  R. : Proc.  House 
Staff  Dept.  Med.,  Wesley  Memorial  Hospital,  Chicago,  III . 
Feb.  6,  1948. 

2.  Rohr,  J.  H.,  and  Colwell,  A.  R.,  Proc.  Amer.  Diabetes  Assn. 
8:37,  1948. 

'Wellcome'  brand  Globin  Insulin  with  Zinc,  'B.  W.  & Co.'® 
is  supplied  in  vials  of  10  cc.,  U-40  and  U-80 


COMPLETE  CLINICAL 
INFORMATION  WILL  BE 
SENT  ON  REQUEST 


BURROUGHS  WELLCOME  & C0.f  (u.s.a.)  inc.,  tuckahoe  7,  new  york 


727 


LUBRICOID 
ACTION 


without  oil 


IN  CONSTIPATION 


The  Turicum  formula  assures: 

• lubricous  bulk  to  encourage  normal 
evacuation 

• good  distribution  throughout  the  bowel 

• no  bloating 


• no  danger  of  impaction 
• no  interference  with  utilization  of 
oil-soluble  vitamins 
• no  danger  of  lipid  pneumonia 
• no  leakage 


MANAGEMENT 


METIIYLCELI.ULOSE 0.3  CM. 

MAGNESIUM  HYDROXIDE 0.6  GM. 


— presents  methylcellulose  as  a gel,  with 
magnesium  hydroxide  in  less  than  laxative 
dosage  to  maintain  hydration  of  the  gel 
by  osmosis. 


Each  tablespoonful  contains: 


TURICUM 

TRADE  MARK 

HYDROPHILIC  LUBRICOID 


LABORATORIES 


DIVISION  NUTRITION  RESEARCH  LABORATORIES,  INC.  • CHICAGO  11,  ILLINOIS 


TURICUM  IS  AVAILABLE 
IN  ONE  PINT  BOTTLES 
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IN  UPPER  RESPIRATORY  INFECTIONS 

prompt  response 


in  acute  laryngotracheal  bronchitis 


CASE 

DIAGNOSIS 

INFECTING 

ORGANISM 

DAYS 

TREATED 

TOTAL 
DOSE  GM. 

ADMINISTRATION  CONDITION 

AND  RESULT 

1 

16 

Acute 

laryngo- 

tracheal 

bronchitis 

Hemophilus 

influenzae 

3 

i > ' 

12 

oral  Marked 

improve- 
ment in 
24  hours. 
Recovery 

Case  report  taken  from  Herrell,  If.  E. ; Heilman,  F.  R.,  and 
Wellman,  W.  E.:  Ann.  New  York  Acad.  Sc.  53:448  (Sept.  15)  1950. 


prompt  response 


in  acute  follicular  tonsillitis 


CASE 

DIAGNOSIS 

CULTURE 

DAILY 

NUMBER  OF 

RESULT 

SOURCE 

ORGANISM 

DOSE  GM. 

DAYS  TREATED 

29 

• 

Acute 

follicular 

tonsillitis 

_ 

throat 

• 

Strepto- 

coccus 

pyogenes 

4 

3 

Prompt  clinical 
response.  No 
fever  after  24 
hours  of 
treatment 

Case  report  taken  from  Herrell,  W . E.;  Heilman,  F.  R.;  W ellman,  W . E., 
and  Bartholomew,  L.  A.:  Proc.  Staff  Meet.,  Mayo  Clin.  25:183  (Apr.  12)  1950. 


Antibiotic  Division 


Pfizer) 
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“excellent”  res 
“prompt”  respo 
“ . . . extremely 


in  acute  pharyngitis 


cases  of  streptococcic  pharyn- 
following  terramycin  therapy.” 
J.  Med.  50:2173  (Sept.  15)  1950. 

pharyngitis  were 

99 

; Caldwell,  E.  R.,  and  Spies, 
Sc.  53:433  (Sept.)  1950. 

hours)  when  given  orally 
34:1621  (Nov.)  1950. 


Dosage:  On  the  basis  of  findings  obtained  in  over  150  leading  medical  re- 

search centers,  2 Gm.  daily  by  mouth  in  divided  doses  q.  6 h.  is 
suggested  for  most  acute  infections.  In  severe  infections  a high  in- 
itial dose  (1  Gm.)  or  higher  daily  doses  (3  to  6 Gm.)  should  be 
used.  Treatment  should  be  continued  for  at  least  48  hours  after  the 


temperature  is  normal  and  acute  symptoms  subside. 


Supplied i 250  mg.  capsules,  bottles  of  16  and  100; 

100  mg.  capsules,  bottles  of  25  and  100; 

50  mg.  capsules,  bottles  of  25  and  100. 


CIUS.  PFIZER  & CO.,  INC.,  Brooklyn  6,  N.  Y. 
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That’s 


the  sign  for  SYNTHENATE  TARTRATE  therapy 
. for,  in  the  early  phase  of  coryza,  this  simple  treatment  brings  gratifying, 


often  dramatic  relief. 


In  65%  of  cases  complete  remission  ot  symptoms  occurs  within  fifteen  minutes 
after  injection  of  1 cc  of  SYNTHENATE  TARTRATE-Breon,  when  adminis- 
tered within  twenty-four  hours  of  the  first  sign  of  a cold! 


Inj'ection  is  simple... relatively  nontoxic... prolonged  in  effect.  SYNTHENATE 
TARTRATE-Breon  increases  cardiac  efficiency  and  frequently  slows  the  pulse 
rate,-  thus  it  is  effective  without  appreciably  increasing  the  work  of  the  heart. 
It  does  not  cause  cardiac  arrhythmias,  does  not  stimulate  the  central  nervous 
system,  does  not  produce  signs  of  anxiety. 


Available  at  all  drug  stores.  1 cc  ampuls 
— boxes  of  12  and  25. 

Complete  literature  to  physicians  on 
request. 


George  A.  Breon  & Co. 


3 


TARTRATE  SOLUTION 


DOSAGE:  1 cc  injected  intramuscularly  or  subcutaneously  . . . repeated  in 
4 hours,  if  required. 


SYNTHENATE 


Trademark 


1 cc  of  the  Solution  contains 
Synthenate  Tartrate.  ...0.1  Gm. 

Dextrose  U.S.P 5 mg. 

Sodium  Bisulfite 

as  a preservative 2 mg. 


Pharmaceutical  Chemists  • 1450  Broadway,  New  York  1 8,  N.Y. 


in  hypogenitalism 
and 

primary  amenorrhea 


"...'Premarin' given  in  a cyclic  fashion  for  several  months  may  bring  about 
striking  adolescent  changes../'*  in  the  sexually  undeveloped  girl. 


Estrogenic  Substances  (water-soluble) 
also  known  as  Conjugated  Estrogens  (equine) 
Tablets  and  Liquid 


Highly  Effective  • Well  Tolerated  • Naturally  Occurring  • Orally  Active 

Ayerst,  McKenna  & Harrison  Limited  • 22  East  40th  Street,  New  York  16,  N.  Y. 

•Hamblen,  E.  C.:  North  Carolina  M.  J.  7:533  (Oct.)  1946 
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Frequent  necessity  of  cervical  repair 
suggests  the  practicality  of  having  a BLEND- 
TOME  ELECTROSURGICAL  Unit  in  the  office 
or  clinic.  With  this  instrument,  the  doctor  is 
enabled  to  do  a smoother  cervical  conization.  The 
BLENDTOME  cuts  and  coagulates  simultane- 
ously with  a blended  current.  Scar  and  other  tis- 
sue is  cut  through  quickly  and  easily;  blood  and 
lymph  vessels  are  almost  instantly  sealed.  The 
cleaner  field  results  in  reduced  trauma  and  opera- 
tive shock,  smoother  convalescence  and  more 
rapid  healing. 

The  Birtcher  BLENDTOME  was  designed  for 
use  in  the  doctor’s  office  or  private  clinic.  It  pro- 
vides electrosurgery  for  all  but  the  strictly  major 
cases.  There  are  many  everyday  uses  for  the 
BLENDTOME -any  case  indicating  fast  and 
sure  cutting  with  simultaneous  sealing  off  of 
blood  and  lymph  vessels. 

Consider  how  much  more  you  would  be  able 
to  do  with  the  ease,  timesaving  and  effective- 
ness of  a Birtcher 
BLENDTOME  in 
your  own  office. 

Write  for  litera- 
ture. 


To:  The  BIRTCHER  Corp.,  Dept.  NYS  3-51 
5087  Huntington  Dr.,  Los  Angeles  32,  Calif. 

Please  send  me,  by  return  mail,  free  brochure 
on  the  portable  Blendtome  Electrosurgical  Unit. 

Dr 


Street. 
City 


.State. 


B R I O S C H I 


% 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


Unconditionally  Guaranteed l 


For  varicose  veins,  lymph 
stasis  and  other  swollen 
or  flabby  leg  conditions. 

At  reliable  surgical  appliance, 
drug  and  dept,  stores  everywhere. 


muki  d n lurorv  r r\  i ..  .. 


COLLECTIONS 

Fair  Rates 
Prompt  Reports 
Good  Public  Relations 
Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.,  N.  Y.  18,  N.  Y. 

Established  1933 


treat  psoriasis 
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internally 


with 


GRANULESTIN 

(Soya  Phosphatides  80%) 


76%  POSITIVE  RESULTS 
in  ten  year  study  m 


Confirming  previous  reports,  (2,  3,  4)  of  results  in  155  cases  were: 


Well  (no  recurrence) 

23 

(14.8%) 

Controlled  (patient  satisfied) 

29 

(18.7%) 

Sustained  Improvement 

66 

(42.6%) 

Total  Positive  Results 

118 

(76.1%) 

Finding  that  "the  total  lipids  of  psoriatic 
skin  contained  3.6  times  as  much  choles- 
terol as  the  lipids  of  normal  skin.  Gross 
and  Kesten  (1)  attribute  the  effectiveness 
of  soybean  lecithin  (GRANULESTIN)  to 
"its  beneficial  action  on  fat  absorption, 
lipid  transport,  liver  function,  and  prob- 


ably cholesterol  metabolism  of  the  skin 
itself".  Goldman  (3,  4)  observed  improve- 
ment in  60%  of  16  cases;  he  refers  to 
psoriasis  as  "the  cutaneous  manifestation 
of  a metabolic  disturbance". 

Average  dose:  20  grams  Granulestin  daily. 


IN  HIGH  BLOOD  CHOLESTEROL  . . . 

Granulestin  has  been  found  effective  in 
lowering  cholesterol  levels  in  many  cases  of 
hypercholesterolemia. 


(1)  Gross  & Kesten  N.Y.  State  J.  of  M.  11/15/50 

(2)  Gross  & Kesten  Arch.  Derm.  & Syph.  Feb.  1943 

(3)  Goldman  Cinn.  J.  of  M.  June  1942 

(4)  Smith, Goldman,  Fox  J.  Inv.  Derm.Vol.5,  1942 


Physicians  interested  in  trying  GRANULESTIN  are  invited  to  send  for 
complete  information  and  a one-month  complimentary  trial  supply. 


Available  at  pharmacies  in  9 oz.  packages 


ASSOCIATED  CONCENTRATES,  Inc. 

WOODS  IDE,  L.  I.,  N.  Y. 


AVAILABILITY 

Solution  Sirnositol 
is  supplied  in  1 pin  t 
bottles  and  is  avail- 
able on  prescrip- 
tion through  all 
pharmacies. 


A HIGHLY  POTENT 

LIPOTBOPIC  COMBINATION 


SIRNOSITOL 


With  Solution  Sirnositol,  lipotropic  therapy  can  be 
put  on  a sound  basis.  This  new  lipotropic  combination 
permits  adequate  dosage  to  be  administered,  enhanc- 
ing the  efficacy  of  therapy. 


CONCE  NTRATE  D.  Each  tablespoonful 


(15  cc.)  of  Sirnositol  contains  7.41  Gm.  of  choline 
gluconate  (equivalent  to  3.0  Gm.  of  choline  base)  and 
0.75  Gm.  of  inositol.  This  quantity  given  three  times 
daily  provides  a good  dosage  of  each  active  ingredient. 

PALATABLE.  The  choline  gluconate  and 
inositol  have  been  dissolved  in  a pleasantly  flavored, 
sugar-free,  aqueous  vehicle. 


indicated  whenever  lipotropic  therapy  is  required  — 
in  many  hepatic  derangements,  atherosclerosis,  and 
prophylactically  in  coronary  sclerosis. 


COMMERCIAL  SOLVENTS  CORR.,  17  E.42nd  ST.,  NEW  YORK  I7,N.Y. 


CHOLINE  AND  INOSITOL 


A DIVISION  OF 
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FREE! 

Colorful  Measur- 
ing Chart  for  your 
little  patients. . . 
Write  for  pad  of 
25  charts. 


LITERATURE  AND  SAMPLES  ON  REQUEST 


Vitamin  B,2  in  Drop  Dosage  Form — 

SOL  DEX  provides  the  preferred 
crystalline  Vitamin  B12  U.  S.  P.  in  drop 
dosage  form — ideal  for  administration  to 
infants  and  children.  Sol  Dex  drops  are 
stabilized  to  contain  10  micrograms  of 
Vitamin  B12  per  cc.  (approx.  20  drops).  For 
convenience,  effectiveness  and  assured 
assay— prescribe  Sol  Dex. 

" Noticeable  clinical  changes  after  B12 
administration  were  those  of  increased 
physical  vigor,  alertness,  better  general 
behavior,  but  above  all,  a definite 
increase  in  appetite.  ” 

— Wetzel,  N.  C.,  et  al.,  Science  110:65 

Another  fine  J.  M.  product: 

Meyenberg  Evaporated  Goat  Milk 


Jackson-Mitchell  Pharmaceuticals,  inc. 

\ SPECIAL  MILK  PRODUCTS,  Inc. 


In  Qrou)ing1Demancl.„ 


LOS  ANGELES  6 4,  CALIFORNIA 


SINCE 


y 3 4 
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Cholecystopaque 
with 


• • 


minimum 


SIDE  EFFECTS 


Monophen 


IModern  MONOPHEN  reduces  to  an  absolute  minimum 
the  cramps,  diarrhea,  dysuria,  and  other 
side  reactions  heretofore  associated  with  present 
cholecystographic  procedure.  In  addition,  MONOPHEN 
provides  a diagnostic  trustworthiness  attested  to  by  its 
use  in  over  3000  cases* . . . with  complete  confirmation  of 
those  cases  where  surgical  intervention  was  recommended. 

Normal  MONOPHEN  cholecystograms  are  uniformly 
excellent,  reveal  homogeneous  opacity  and  adequate 
contraction  after  the  fat  meal. 

• MONOPHEN  is  2-(4-hydroxy-3,  5-diiodo-benzyl)* 
cyclohexane  carboxylic  acid,  containing  52.2%  iodine 
in  stable  combination. 

• supplied  IN  bulk:  Capsules  (0.5  gram  each)  are 
cellophane-sealed  in  units  of  2’s  and  boxed  in  quantities 
of  50,  100,  250,  500  and  1000,  with  a requisite  number  of 
dispensing  envelopes  imprinted  with  directions  for  use. 


IF  rite  for  samples 

NATIONAL  SYNTHETICS,  INC. 

270  LAFAYETTE  STREET,  NEW  YORK  12,  N.  Y. 


“ Dependability  Through  the  Years ” 


VS4 


TE  OTITIS  MEDIA 

OF  IMPACTED  CERUMEN 
AS  AN  ADJUNCT  TO  SYSTEMIC  ANTI- 
INFECTIVE  THERAPY 

CONTAGIOUS  DISEASE  EAR  INVOLVEMENTS 

FORMULA:  Glycerol  (OOHO)  17.90  GRAMS 

(Highest  obtainable  spec,  grav.) 

Antipyrine  0.81  GRAMS 

Benzocaine  0.21  GRAMS 


loll 


/^  CHRONIC  SUPPURATIVE  OTITIS  MEDIAE" 
FURUNCULOSIS  AND 
AURAL  DERMATOMYCOSIS 

FORMULA:  Urea 2.0  GRAMS 

Sulfathiazole  1.6  GRAMS 

Glycerol  (DOHO)  Base  16.4  GRAMS 


Nasal  Decongestant  WITHOUT  Circulatory 
or  Respiratory  Effect 

/^COMMON  COLD  SINUS  INFECTIONS • PRE  AND 
POSTOPERATIVE  NASAL  SHRINKAGE  HAY  FEVER 
ALLERGIC  AND  HYPERTROPHIC  RHINITIS 

FORMULA:  Desoxyephedrine  Saccharinate  0.50%  w/v  in  an  isotonic  aqueous 
solution  with  0.02%  Laurylammonium  saccharin.  Flavored.  pH  6.4. 

Supplied  in  THE  DOHONY  SPRAY-O-MIZER 
PLEASANT  - EFFICIENT  (Combination  Spray  and  Dropper) 

NON-TOXIC  — BACTERICIDAL  Also  use. 

in  Pint  bottles. 





Scientific  and  Clinical  Data  sent  on  request 


DOHO  CHEMICAL  CORP.,  100  Varick  St.,  New  York  13,  N.  Y. 


fliso  MALLQN  DIVISION  - Makers  of  RECTALGAI 


An  Aqueous  Suspension..  . Petrogalar  provides  a rela- 
tively small  but  highly  effective  dose  of  mineral  oil  in 
a bland,  hydrophilic  colloid  base.  It  mixes  readily 
with  aqueous  media.  Since  the  intestinal  tract  is 
essentially  an  aqueous  environment,  Petrogalar, 
given  as  directed,  offers  these  advantages: 

1.  No  significant  interference  with  intestinal  physi- 
ology (absorption  of  nutrients,  motility,  etc.); 

2.  Permeation  of  intestinal  contents,  forming  a soft, 
easily  passed  stool; 

3.  Comfortable  bowel  movement; 

4.  No  “leakage.” 

If  preferred,  Petrogalar  can  be  given  thinned  with 
water,  milk,  or  fruit  juices — with  which  it  mixes 
readily. 

PETROGALAR® 

Aqueous  Suspension  of  Mineral  Oil 

HABIT  TIME  OF  BOWEL  MOVEMENT 

Wyeth  Incorporated,  Philadelphia  2,  Pa. 
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Sodium  Gentisate:  A New  Approach  to  the  Treatment  of  Arthritis 


It  has  been  estimated1  that  nearly  7,000,000  people 
(at  least  one  in  every  20  persons)  in  the  United 
States  have  some  form  of  "rheumatic”  disease. 
Rheumatism  (with  arthritis  the  most  important 
single  cause)  ranks  first  in  prevalence  among  dis- 
eases, and  second  in  the  production  of  disability 
and  invalidism.  It  is  more  common  than  the  total 
number  of  cases  of  tuberculosis,  diabetes,  cancer 
and  heart  disease  combined. 

The  most  common  of  the  severe  forms  of  the  arthri- 
tides  is  rheumatoid  arthritis.  Although  its  etiology 
still  remains  uncertain,  there  are  factors  upon  which 
there  is  general  agreement.2  (1)  Rheumatoid  ar- 
thritis has  a definite  tendency  to  be  familial.  (2) 
Eighty  per  cent  of  the  cases  occur  between  the  ages 
of  twenty  and  fifty  with  the  peak  at  thirty-five  to 
forty.  (3)  Females  are  more  commonly  affected 
than  males  in  a ratio  of  3:1.  (4)  Investigation 
shows  that  in  the  period  preceding  the  onset  of 
symptoms,  emotional  shocks  are  very  common  and 
this  is  frequently  manifested  by  a severe  depres- 
sion.3 (5)  Pregnancy  causes  an  amelioration  of 
symptoms  in  a significantly  high  proportion.4  (6) 
Involvement  of  the  liver,  as  in  infectious  hepatitis, 
causes  a definite  remission  in  a significant  number 
of  patients.5 

Since  Klinge’s6  original  work  in  1929,  evidence  has 
been  accumulating  that  both  rheumatic  fever  and 
rheumatoid  arthritis  are  diseases  of  the  interfibril- 
lar  substance  of  the  connective  tissue.7  The  nature 
of  this  material  is  not  well  understood,  although 
it  is  presumably  a mucopolysaccharide  in  combina- 
tion with  a protein.  This  theory  holds  that  changes 
in  the  cellular  components  are  secondary  to  changes 
in  the  interfibrillar  material.  The  composition  of 
two  of  the  mucopolysaccharides  found  in  inter- 
fibrillar  material  is  known:  (a)  chondroitin  sul- 
furic acid,  and  (b)  hyaluronic  acid.8  Changes  in 
chondroitin  sulfuric  acid  have  been  studied  in 
hyaline  cartilage  which  is  affected  to  a considerable 
degree  in  rheumatoid  arthritis.9 
These  changes  have  been  on  a purely  morphologi- 
cal basis9  and  consist  chiefly  of  destruction  of 
hyaline  cartilage,  presumably  due  to  interference 
with  its  blood  supply  by  the  overgrowth  of  pannus 
and  granulation  tissue,  both  beneath  the  subchon- 
dral plate  and  on  the  surface  of  the  joint. 

On  the  other  hand,  changes  in  the  hyaluronic  acid 
j cf  the  joint  fluid  have  been  shown  to  be  present 
in  active  rheumatoid  arthritis.10- 11  These  changes 
in  active  disease  consist  of  depolymerization  of  the 
! hyaluronic  acid  and  an  increase  in  the  total  amount 
! of  hyaluronic  acid  present.  The  excessive  presence 
of  hyaluronidase,  moreover,  has  been  acknowl- 
edged to  produce  a denaturization  of  mucin  in  the 
synovial  fluid,  the  varying  degrees  of  which  are 
valuable  for  their  diagnostic  as  well  as  prognostic 
I indications.12  Clinicians13  have  concluded  that  the 
| increase  of  hyaluronidase  activity  may  be  respon- 
sible for  the  breakdown  of  interfibrillar  cement. 

A rational  approach  to  the  problem,  therefore,  de- 
mands a therapeutic  agent  that  will  act  to  inhibit 
the  spreading  effect  of  hyaluronidase. 


Meyer  and  Ragan14  treated  patients  having  rheu- 
matoid arthritis  and  acute  rheumatic  fever  with 
sodium  gentisate,  a hyaluronidase  inhibitor.  Their 
results  were  uniform  and  notably  favorable. 
Within  a few  days  there  followed  a disappearance 
of  pain,  swelling  and  joint  inflammation. 

The  increase  in  urinary  glucuronic  acid  observed 
with  salicylates  does  not  occur  with  gentisates. 
This  phenomenon  has  been  assigned  to  the  rapid 
oxidation  of  the  gentisates.15  It  is  indeed  likely,  as 
shown  by  examination  of  the  structural  formulas 
of  these  two  compounds,  that  the  antirheumatic 
action  of  the  salicylate  in  forestalling  the  spread 
of  hyaluronidase16  is  attributed  to  its  partial  oxi- 
dation in  the  body  to  a gentisate. 

COONa 
OH 

SODIUM  GENTISATE 

The  corrective  action  of  sodium  gentisate  is  gen- 
erally not  an  immediate  one;  therefore,  as  an  added 
therapeutic  measure,  a salicylate,  which  provides 
prompt  relief  from  pain,  should  be  included  in 
the  formula. 

The  product  of  choice,  therefore,  should  be 
gentarth  Tablets,  prepared  by  the  Raymer  Phar- 
macal  Company  of  Philadelphia. 

Each  salol-coated  gentarth  Tablet  contains: 

Sodium  Gentisate 100  mg. 

Raysal-Succinate 325  mg. 

(representing  43%  Salicylic  Acid  and  3%  Iodine 
in  a Calcium-Sodium  Phosphate  Buffer  Salt  Com- 
bination) 

Succinic  Acid 130  mg. 

The  recommended  dosage  is  two  or  more  tablets 
three  or  four  times  daily  (after  meals  and  before 
bedtime). 

gentarth  Tablets  are  supplied  in  bottles  of  100, 
500  and  1,000  and  are  available  at  all  pharmacies 
on  prescription. 
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& Willard  Streets,  Philadelphia  34,  Pa. 
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All  Children  Can  Benefit  from 


The  problem  of  encouraging  children  to  eat  an  adequate  breakfast 
finds  easier  solution  when  Ovaltine  in  hot  milk  is  recommended  as  a 
breakfast  beverage.  Many  children  clamor  for  a hot  drink  at  the  morn- 
ing meal  and  Hot  Ovaltine  is  the  right  kind  of  drink  to  recommend. 


A cup  of  Hot  Ovaltine  makes  an  excellent  contribution  of  virtually 
all  essential  nutrients,  adding  substantially  to  the  nutritional  start 
for  the  day.  It  also  serves  in  a gustatory  capacity  by  enhancing 
the  appeal  of  breakfast  and  making  other  foods  more  inviting. 


The  nutrient  contribution  made  by  a cup  of  Ovaltine  is  apparent 
from  the  table  below.  Note  the  wealth  of  essentials  added  to  the 
nutritional  intake  by  making  the  simple  recommendation  of  adding 
a cup  of  Hot  Ovaltine  to  the  child’s  breakfast. 

THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILLINOIS 


awss 


Here  are  the  nutrients  that  a cupful  of  hot  Ovaltine,  made  of 
Zi  oz.  of  Ovaltine  and  8 fl.  oz.  of  whole  milk,*  provides: 


PROTEIN 10.5  Gm.  IRON  . . . 

FAT 10  5 Gm.  COPPER  . . 

CARBOHYDRATE 22  Gm.  VITAMIN  A 

CALCIUM 370  mg.  VITAMIN  B, 

PHOSPHORUS 315  mg.  RIBOFLAVIN 


4 mg.  NIACIN 2.3  mg. 

0.2  mg.  VITAMIN  C 10  mg. 

1000  I.U.  VITAMIN  D 140  I.U. 

0.39  mg.  CALORIES 225 

0.7  mg.  *Ba$ed  on  average  reported  values  for  milk. 
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THERA  VITA*  WARNER 


with  Synthetic  Vitamin  A 


The  multivitamin  preparation 
of  therapeutic  proportions 
without  fishy  after-taste. 


Prescribe  THERA-VITA*  ‘Warner’ 
to  meet  increased  vitamin 

requirements  and  to  facilitate 
recovery  in  viral  or  bacterial 

respiratory  tract  infections  and 
debilitating  disorders.  Also  for 
intensive  therapy  of  vitamin 
deficiencies  encountered  in  allergic 
disorders,  pregnancy,  postoperative 
convalescence,  inadequate  diet, 
hyperthyroidism,  gastrointestinal 
disturbances,  metabolic  disorders. 

DOSAGE:  One  to  three  capsules  daily  as  required. 
PACKAGE  INFORMATION:  THERA-VITA*,  Therapeutic 
Vitamin  Capsules  ‘ Warner  ’ are  available  in 
bottles  of  25,  100.  and  1000  capsules. 

WILLIAM  R.  WARNER 


Division  of  Warner-Hudnut,  Inc. 

*T.  M.  Reg.  U.  S.  Pat.  Off.  NEW  YORK  LOS  ANGELES  ST.  LOUIS 
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SHOE  ALTERATIONS 

FROM  OUR 
PRESCRIPTION 
FILES 


Inner  border  heel  wedge 
and  outer  border  sole 
wedge  extended  in  bock 
of  the  5th  metatarsal. 


When  proper  shoes, 

' with  or  without  oper- 

ations, ore  indicated 
you  con  recommend 
Pediformes  with  con- 
fidence. 

Pediforme 

REG.  U.  S.  PAT.  OFF. 

FOOTWEAR 

MANHATTAN  34  WEST  36th  STREET 
BROOKLYN  288  LIVINGSTON  STREET 
FLATBUSH  843  FLATBUSH  AVENUE 
EAST  ORANGE  HEMPSTEAD 

HACKENSACK  NEW  ROCHELLE 


For  Over 

90 


YEARS 


. . . Hanger  Artificial  Legs  and  Arms  have  given 
satisfaction  to  thousands  of  wearers.  These 
people,  once  incapacitated,  have  been  able  to 
return  to  work  and  play  and  to  take  part  in  the 
everyday  activities  of  life. 

The  first  Hanger  Limb  was  manufactured  in 
1861.  Today  the  Hanger  Seal  is  a symbol  of  the 
pride  we  take  in  our  long  tradition  of  help  and 
hope  to  amputees.  To  them,  and  to  all,  the 
Hanger  name  is  a guarantee  of  Comfort,  Correct 
Fit,  and  Fine  Performance. 


-HANGERTumbs- 

98  Central  Ave.  104  Fifth  Avenue  200  Sixth  Avenue 

Albany  6,  N.  y.  New  York  1 1,  New  York  Pittsburgh  30,  Pa. 


How  your  dollars 

STRIKE  BACK  AT  CANCER 


through 

RESEARCH 

that  saves  lives 

In  the  past  six  years,  the  American  Cancer 
Society  has  devoted  $16,856,000  to  the  sup-  : 
port  of  Research,  chief  hope  of  millions  o ' 
threatened  cancer  victims.  Science  has  giver  ; 
us  improved  techniques  in  diagnosis  am! 
treatment  that  have  saved  thousands  of  lives 
Your  contribution  to  the  Society  also  support: 
Education  and  Service  to  the  cancer  patient. 


AMERICAN  CANCER  SOCIETA 
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Now. . . more  rapid,  more  sustained  relief  of  earache 


New  combination  of  complementary  local 
analgesics,  quick-acting  zolamine  and  long- 
acting  Eucupin,  gives  more  rapid  and  more 
sustained  relief  of  otalgia. 

As  compared  to  benzocaine  and  chem- 
ically related  compounds,  zolamine  and 
Eucupin  are  more  potent  and  therefore 
produce  a clinically  more  desirable  local 
analgesic  effect. 

Otodyne  is  slightly  viscous,  thus  adher- 
ence of  the  active  ingredients  to  the  epider- 
mal surface  is  promoted.  Hygroscopic  ac- 
tion effects  mild  decongestion. 


NEW— two  analgesics  combined  for 
complemental  effect 


INTENSITY 

OF 

ANESTHESIA 

EUCUPIN 

f for  long-sustained 

/ ZOLAMINEX 

1/  for  more  rapid  relief  N. 

DURATION  OF  ANESTHESIA 

Formula: 

Zolamine  (N,  N-dimethyl-N’2-thiazolyl-N’-p- 


methoxybenzyl-ethylenediamine) 1% 

Eucupin®  dihydrochloride* 0.1% 

Polyethylene  glycol ^ q.  s. 


Dropper  bottles  of  l/i  fluid  ounce  {15  cc.) 


OTODYNE  NEW  ANALGESIC  EAR  DROP 


WHITE 

LABORATORIES,  INC. 

Pharmaceutical 
Manufacturers, 
Newark  7,  N.  J. 


• i ''“Eucupin” — Brand  of  isoamylhydrocupreine  is  a 
1 | egistered  trademark  of  White  Laboratories,  Inc. 


744 


The  natural  oil  globules  in  (X)  © Gv[]  □ © [|  © D3.  □ 

(Homogenized  Vitamins  A,  Bi,  B2,  C,  and  D,  Lilly),  as  in  milk,  are  so  finely 
subdivided  that  they  are  easily  and  completely  assimilated.  Such  minute  particles 
readily  surrender  their  vitamin  content  to  the  delicate  digestive  tract 
of  even  the  smallest  infant.  The  essential  water-soluble  factors  further  round  out  this  formula 
to  give  young  patients  full  protection  from  vitamin  deficiencies. 

The  new  pint-size  economy  package  reduces  the  cost  of  the  daily  dose 
in  early  infancy  to  less  than  two  cents. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

Complete  literature  on  Lilly  vitamin  products  for  prescription  use  is 
available  from  your  Lilly  medical  service  representative  or  will  be 
forwarded  upon  request. 
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Editorials 

Long-Range  Medical  Policies 


At  the  Annual  Meeting  in  June,  1943,  the 
House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York  instituted  the  Plan- 
ning Committee  for  Medical  Policies,  to 
consist  of  eleven  members  and  to  be  a special 
committee  of  the  House  of  Delegates  in  ac- 
cordance with  Section  1,  Chapter  XII  of  the 
Bylaws.1 

The  original  intent  of  the  House  of  Dele- 
gates was  to  create  an  agency  that  would 
have  continuity.  Six  of  the  members  were 
appointed  by  the  Speaker  of  the  House,  the 
j remaining  five  were  the  President,  President- 
Elect,  the  Secretary,  the  Speaker,  and  the 
Chairman  of  the  Board  of  Trustees  or  a 
member  of  the  Board  designated  by  him. 
It  was  recognized  that  in  the  years  to  come 
many  questions  of  long-range  medical  policy 
were  sure  to  arise,  discussion  of  which  would 
have  to  continue  over  a longer  period  of  time 
(than  the  one-year  span  of  the  several  Coun- 
cil Committees. 

I 1 New  York  State  J.  Med.  43:  1129  (June  15)  1943. 


It  was  directed  in  the  original  resolution  of 
the  1943  House  of  Delegates  that  the  Plan- 
ning Committee  for  Medical  Policies,  “in 
studying  and  developing  a policy  for  the 
status  of  medicine  and  the  physician  in  rela- 
tion to  the  public  in  the  postwar  period,” 
shall  consider:  The  distribution  of  physi- 

cians; educational  requirements  for  licen- 
sure; voluntary  insurance  plans  and  other 
plans  for  decreasing  the  cost  of  medical 
care;  socializing  influences;  relationships 
of  the  medical  profession  with  government 
agencies,  commercial  laboratories,  and  ven- 
dors concerned  with  any  phase  of  medicine; 
relationship  of  hospitals  and  practice  of 
medicine;  relationships  with  and  the  status 
of  the  nursing  profession;  such  other  mat- 
ters as  the  Committee  deems  important  to 
protect  the  public  and  the  medical  profession 
from  attempts  to  bring  about  inadequate 
medical  care  and  unwarranted  interference 
from  outside  agencies  with  the  practice  of 
medicine. 
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The  objective  of  the  Committee,  in  brief, 
was  to  define  as  far  as  possible  “a  policy  for 
the  State  Medical  Society  to  provide  ade- 
quate medical  care  to  all  under  the  leader- 
ship of  the  medical  profession.”  Since 
1943,  the  Committee  has  continued  to  func- 
tion and  to  report  its  findings  to  the  House  of 
Delegates. 

The  purpose  of  this  review  of  the  functions 
of  the  Committee  is  to  call  the  attention  of 
the  several  county  medical  societies  to  the 
fact  that  if  they  have  ideas  or  suggestions 
which  relate  to  the  function  of  the  Planning 


Committee;  that  is,  questions  of  long-range 
policy,  they  present  them  to  the  Committee 
or  to  the  Secretary  of  the  Society.  If  any- 
one has  any  doubts  concerning  the  scope  of 
the  Committee’s  activities,  this  review  will 
resolve  them.  As  a special  committee  of 
the  House  of  Delegates,  it  has  resources, 
reference  material,  and  a continuity  of  per- 
sonnel not  necessarily  available  to  the 
Council  Committees  which,  though  they 
consider  and  act  upon  the  short-range  as- 
pects of  many  of  the  same  topics,  do  so 
under  the  disadvantage  of  their  short  terms. 


The  Hard  School  of  Experience 


In  a blunt  statement,  the  British  Medical 
Journal  discusses  editorially  the  direction  in 
which  the  National  Health  Service  is  heading 
in  Britain.1  In  a few  ominous  words  the 
Journal  says:  “Not  only  are  we  facing 

bankruptcy  because  of  the  Utopian  finances 
of  the  Welfare  State.  We  are,  as  a profes- 
sion, facing  the  bankruptcy  of  a policy,  a 
policy  based  on  the  decisions  of  the  Coalition 
Government  during  a war  for  survival  and 
put  into  execution  by  a Minister  of  Health 
who  could  not  resist  the  temptation  to  be- 
have like  a Fairy  Godmother  to  an  im- 
poverished nation ” 

The  Health  Centre,  “the  principal  plank 
in  Mr.  Bevan’s  platform  for  general  prac- 
tice,” has  apparently  failed  to  materialize. 
It  was  to  be  the  remedy  for  the  partial 
isolation  of  the  general  practitioner.  The 
general  practitioner  was  promised  “greater 
opportunities  in  the  hospital  life  of  the 
country,”  but  apparently,  as  in  the  case  of 
the  Kingston  Hospital,  arbitrary  decisions 
by  Regional  Hospital  Boards  have  tended  to 
convert  general-practitioner  hospitals  into 
specialty  units,  in  this  case  a gynecologic 
unit.2  “On  both  medical  and  economic 
fronts,”  says  the  Journal,  “the  Minister  of 
Health  has  failed  to  do  all  those  things  he 
promised  to  do  for  the  efficient  supply  of 
general  medical  service  to  the  public.” 


1 Saturday,  December  2,  1950,  p.  1262. 

2 British  Medical  Journal  Supplement,  December  2,  1950, 

p.  224. 


Also  “the  Minister  of  Health  faces  the 
bankruptcy  of  a policy  in  the  consultant  as 
well  as  in  the  general  medical  services. 
And  what  must  astound  the  historian  of  the 
future  is  the  failure  in  what  is  termed  a 
‘Health  Service’  to  enlarge  and  encourage 
the  Public  Health  Service,  the  members  of 
which  have  perhaps  had  the  hardest  knock 
of  all.” 

Apparently  the  National  Health  Service 
has  proved  less  than  satisfactory  to  general 
practitioner,  to  specialist  consultant,  and  in 
the  forwarding  of  preventive  medicine. 
On  the  other  hand,  “the  public  at  large,”  says 
the  Journal,  “welcomes  what  limited  benefits 
the  Service  brings  to  it — principally,  per- 
haps, the  benefit  of  not  having  to  pay 
directly  for  medical  aid  at  the  time  of  receiv- 
ing it.  . . The  shocking  waste  of  public 
money  over  the  inessentials  of  medicine 
has  left  little  over  for  what  is  more  urgently 
needed ” 

These  observations  deserve  careful  study. 
The  British  Medical  Association  through  its 
Chairman  of  Council  publicly  announced 
some  years  ago  that  the  desire  of  the  pro- 
fession was  to  make  the  [National  Health] 
service  a “resounding  success.”3  And  as  far 
as  the  doctors  could  go  along  with  arbitrary 
rulings  and  official  obstinacy,  we  can  readily 
accept  the  fact  that  it  is  the  physicians’ 
desire  to  make  the  system  work.  It  is  not 
difficult  to  understand  that,  within  the  con- 


• The  Times,  June  18,  1948. 


March  15,  1951] 


EDITORIALS 


747 


fines  of  a national  policy  of  socialism,  one 
seeks  to  salvage  for  the  patient  and  the  pro- 
fession what  benefits  can  be  wrested  from  a 
war-damaged  economy  administered  by  a 
Labor  Government  long  on  promises  and 
short  on  performance. 

The  Journal  concludes : 

. . . that  the  failure  of  the  Minister  of  Health 
to  provide  a fully  comprehensive  health  serv- 
ice, and  to  fulfill  his  obligations  to  the  medical 
profession,  lies  in  the  economic  mess  that  has 
come  from  appearing  to  promise  the  people  of 
this  country  something  for  nothing.  It  is 
difficult  to  see  how  the  National  Health  Serv- 
ice can  be  put  on  a sound  footing  and  the  full 
resources  of  modern  medicine  be  at  the  disposal 


of  the  public  without  considerable  readjust- 
ment of  its  economy.  The  medical  profession 
is  discontented  and  disillusioned,  not  because 
of  payment,  or  lack  of  it,  for  this  or  that,  but 
because  it  sees  postponed  indefinitely  the 
opportunities  for  improving  the  medical  care 
of  the  people. 

We  commend  to  the  attention  of  the  people 
of  the  United  States  the  observations  of  the 
English  medical  men  who  sincerely  desire 
better,  more  abundant,  and  well-admin- 
istered medical  service  for  their  patients. 
Experience  is  a hard  master  and  conducts  a 
tough  school.  May  we  learn  from  the 
graduates  how  not  to  fetter  a free  medical 
profession  here. 


Current  Editorial  Comment 


Orthophysiologic  Venture. 

All  Civilians 
To  Be  Trained 
In  Evacuation 
Defense  Officials 
Ready  3-Type  Plan 

Civilian  defense  officials  are  busy  putting  the 
finishing  touches  on  evacuation  plans  involving 
the  training  of  every  man,  woman,  and  child  in 
the  city.1 

Well,  for  years  the  medical  profession  has 
been  wrestling  with  this  problem.  The 
anticonstipation  boys  in  the  press  and  on 
the  radio  have  been  doing  their  best,  appar- 
ently with  little  success,  since  the  advertis- 
ing continues  unabated,  a best  not  good 
enough,  alas.  Now  it  remains  for  defense 
officials  to  jump  into  the  fray  with  no  less 
than  a 3-type  plan! 

We  wish  these  newcomers  all  success  in 
their  orthophysiologic  venture.  Doctors 
have  maintained  for  years  that  training,  on 
the  whole,  offered  the  greatest  chance  of 
success.  . . . Apparently  defense  officials 
concur.  Could  a rascally  manufacturer 
of  plumbers’  supplies  be  behind  this? 
. . . privily,  of  course.  We  think  perhaps 
the  wisest  comment  would  be  simply  to 
let  the  matter  drop. 

Of  the  three  plans,  we  read  that 

The  third  is  based  on  the  necessities  of  an 
actual  emergency  as  the  result  of  enemy  action. 

1 New  York  World-Telegram  and  Sun,  October  3,  1950. 


It  also  would  include  the  postattack  period  of 
from  twenty-four  to  forty-eight  hours  after  a 
bombing. 

It  is  hoped  that  the  authorities  will  pro- 
vide for  the  area  sufficient  supplies  of  pare- 
goric for  this  emergency. 


Many  a man  fails  to  become  a thinker  for  the 
sole  reason  that  his  memory  is  too  good. — 
Nietsche 


The  American  Journal  of  Obstetrics  and 
Gynecology.  Under  the  editorial  guidance 
of  Dr.  George  W.  Kosmak,  the  Journal 
celebrated  its  thirtieth  year  of  publication 
in  November,  1950.  Founded  in  1920  by 
its  present  editor,  the  Journal  has  re- 
mained through  the  years  one  of  the  out- 
standing independent  medical  publications 
of  the  country.  The  thirtieth  anniversary 
issue  is  notable  for  its  title  page  designed 
and  drawn  by  Dr.  Robert  L.  Dickinson  and 
for  its  leading  article,  “The  Life  Of  James 
Marion  Sims,”  this  being  the  presidential 
address  by  Dr.  Joseph  L.  Baer  before  the 
American  Gynecological  Society  at  its  1950 
annual  meeting. 

To  Dr.  George  W.  Kosmak  and  his 
associate  editors,  Drs.  Howard  C.  Taylor, 
Jr.,  and  William  Dieckmann,  hearty  con- 
gratulations and  best  wishes  for  many  more 
years  of  successful  publishing  in  the  special 
field  to  which  the  Journal  is  devoted. 
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From  the  New  York  State  Department  of  Health 
William  A.  Brumfield,  Jr.,  M.D.,  Editor 


Specialist  Roster  of  the  New  York  State  Department  of  Health 


In  order  to  assure  the  high  quality  of 
medical  services  essential  to  its  medical  care 
and  rehabilitation  programs,  the  State  De- 
partment of  Health  has,  for  several  years, 
maintained  a roster  of  highly  qualified 
specialists  who  are  authorized  to  serve  as 
consultants  and  to  provide  services  in  con- 
nection with  them.  Unfortunately  a basic 
misunderstanding  has  arisen  regarding  this 
roster,  the  nature  of  the  programs  served  by 
it,  the  relation  of  this  roster  to  programs 
administered  by  other  State  agencies,  and 
the  method  of  approving  specialists.  It  is 
the  purpose  of  this  statement  to  clarify 
these  points. 

The  public  health  programs  administered 
by  the  New  York  State  Department  of 
Health  require  participation  of  highly  quali- 
fied specialists  in  various  fields  of  medicine. 
These  specialists  serve  as  consultants  and 
educators  and  provide  medical  services 
calling  for  unusual  degrees  of  clinical  train- 
ing and  technical  skills.  The  major  program 
in  this  category  is  that  of  children’s  medical 
rehabilitation.  This  program  provides  for 
the  surgical  correction  of  incapacitating 
defects  originating  from  congenital  anom- 
alies or  from  pre-existing  disease,  and  for 
rehabilitative  procedures  with  or  without 
previous  surgery.  It  also  provides  for 
diagnostic  evaluations  to  determine  the 
most  practical  modes  of  approach  in  such 
conditions  as  cerebral  palsy  and  congenital 
heart  disease.  In  no  instances  do  State 
Department  of  Health  programs  provide 
general  medical  or  surgical  care,  such  as  the 
treatment  of  hernias,  hemorrhoids,  and  other 
conditions  of  this  nature. 

The  State  Department  of  Health  pro- 
grams are  quite  different  from  those  oper- 
ated by  several  other  State  agencies.  The 
latter  cover  a much  wider  range  of  services 
and  often  provide  general  medical  or  surgical 
care  during  the  active  or  acute  stages  of  ill- 


ness. Thus,  these  other  programs  are  able 
to  include  the  participation  of  a much 
broader  group  of  specialists,  particularly  in 
surgery. 

The  highly  technical  nature  of  the  services 
provided  under  the  medical  rehabilitation 
program  of  the  State  Department  of  Health 
is  illustrated  by  the  following  list  of  diagnos- 
tic, surgical,  and  rehabilitative  services 
given  to  3,107  children  in  upstate  New 
York  during  the  year  1949: 


Ophthalmology 

Cataracts  (mostly  congenital)  18 

Strabismus  72 

Other  17 

Orthopedic  Surgery  and  Physialry 

Poliomyelitis  688 

Cerebral  palsy  463 

Bone  tumors  86 

Tuberculosis  of  bones  and  joints  66 

Deforming  arthritis  36 

Osteomyelitis  46 

Osteochondritis  and  osteochondrosis  87 

Curvature  of  the  spine  113 

Congenital  scoliosis  10 

Torticollis  13 

Club  feet  224 

Congenital  dislocation  of  the  hip  74 

Deformities  due  to  rickets  11 

Miscellaneous  220 

Cardiac  Surgery 

Congenital  cardiac  malformations  (sur- 
gery) 39 

Congenital  cardiac  malformations  (diag- 
nostic evaluation  only)  41 

Plastic  Surgery 

Hair  lip  and  cleft  palate  186 

Burns  and  burn  scars  47 

Stricture  of  the  esophagus  1 

Genitourinary  Surgery 

Congenital  defects  45 

N eurosurgery 

Spina  bifida  and  meningocele  68 

Miscellaneous — acquired  25,  congenital  6 31 
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Miscellaneous 

Rheumatic  fever  (special  demonstration 


program)  19 

Birth  injuries  other  than  cerebral  palsy  40 

Other  congenital  malformations  257 

Other  acquired  defects  89 


Total  3,107 


The  purpose  of  the  specialist  roster  of  the 
State  Department  of  Health  is  to  provide 
a list  of  physicians  whose  graduate  training 
and  superior  qualifications  to  perform  these 
specialized  services  have  been  well  demon- 
strated to  their  local  colleagues,  the  Medical 
Society  of  the  State  of  New  York,  and  to  the 
New  York  State  Department  of  Health. 
Because  the  programs  are  limited  to  highly 
specialized  services,  the  qualifications  for 
specialist  rating  are  generally  higher  than 
those  required  by  other  rosters. 

The  State  Department  of  Health  roster 
is  intended  only  for  programs  administered 
by  the  Department.  It  is  not  intended  for 
use  in  programs  of  general  medical  and  sur- 
gical care  conducted  by  other  agencies.  It  is 
important  that  this  be  borne  in  mind  by  the 
special  committees  cn  qualifications  of  the 
county  medical  societies  when  applications 
for  this  specialist  roster  are  received.  The 
requirements  for  inclusion  in  the  roster  are 
as  follows: 

A.  Certification  as  a diplomate  or  licen- 
tiate of  a specialty  board;  or 

B.  For  physicians  who  have  been  gradu- 
ated from  medical  schools  since  1935, 
training  and  experience  similar  to 
those  required  for  admission  to  the 
examination  of  the  specialty  board. 
In  the  main,  these  consist  of: 

1.  Graduation  with  degree  of  Doctor 
of  Medicine  from  a recognized 
medical  school. 

2.  At  least  one  year  of  internship  in 
an  accepted  hospital. 

3.  Residency  in  the  particular  spe- 
cialty in  a hospital  approved  for 
residency  training  by  the  Council 
on  Medical  Education  and  Hos- 
pitals of  the  American  Medical 
Association.  The  duration  of  the 
residency  required  varies  in  dif- 
ferent specialties  from  two  to  four 
years.  A full-time,  carefully 
supervised  preceptorship  may  be 
credited  toward  no  more  than  one 
of  these  years.  A full-time  fellow- 
ship in  an  approved  medical  re- 
search institute  or  teaching  center 


may  be  credited  toward  one  or  two 
of  these  years. 

4.  Two  years  of  additional  study  or 
practice  limited  to  the  specialty  ; 
or 

C.  For  physicians  who  were  graduated 
from  medical  schools  in  or  prior  to 
1935,  appointment  to  position  of  at- 
tending, associate,  or  visiting  physi- 
cian on  the  staff  of  a hospital  offer- 
ing an  approved  residency  in  the 
specialty;  or  equivalents  of  the  above 
listed  requirements  considered  by  the 
Special  Committee  on  Qualifications 
of  the  county  medical  society  and  the 
Medical  Specialty  Advisory  Commit- 
tee of  the  Medical  Society  of  the  State 
of  New  York  as  qualifying  for  spe- 
cialty practice. 


The  method  of  processing  applications  has 
recently  been  changed,  following  several 
conferences  on  this  subject  between  repre- 
sentatives of  the  State  Department  of 
Health  and  of  the  Council  Committee  on 
Public  Health  and  Education  of  the  Medical 
Society  of  the  State  of  New  York.  The 
steps  are  as  follows : 

1.  Any  physician  who  considers  himself 
eligible,  according  to  the  requirements  listed 
above,  is  invited  to  complete  the  application 
and  submit  it  to  the  Special  Committee  on 
Qualifications  of  his  county  medical  society. 
(Application  forms  are  available  at  all  dis- 
trict State  health  offices  and  local  health 
offices  with  full-time  health  commissioners.) 

2.  After  the  chairman  has  indicated  the 
recommendation  of  the  committee,  the  secre- 
tary of  the  county  medical  society  will  for- 
ward the  application  to  the  district  State 
health  officer  or  the  full-time  city  or  county 
health  commissioner  having  jurisdiction 
over  the  area  of  the  applicant’s  residence. 
The  health  officer  or  commissioner  will  pass 
the  application  to  the  State  Department  of 
Health  with  his  own  recommendations. 

3.  The  State  Department  of  Health, 
which  holds  the  responsibility  for  establish- 
ing and  maintaining  standards  for  each  of 
its  public  health  programs,  is  responsible  for 
final  action  on  the  application.  All  appli- 
cants will  be  informed  directly  by  the  State 
Department  of  Health  of  the  disposition  of 
their  applications.  Physicians  whose  quali- 
fications are  clearly  consistent  with  the  re- 
quirements will  be  approved  immediately. 
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4.  The  Council  Committee  on  Public 
Health  and  Education  of  the  Medical  Society 
of  the  State  of  New  York  shall  appoint  a 
three-man  committee  to  serve  as  a board  of 
review  and  investigation  on  applications  for 
specialist  rating  in  which  the  State  Depart- 
ment of  Health  finds  grounds  for  differing 
with  the  recommendation  of  the  county 
medical  society.  This  committee  shall  meet 
monthly  just  prior  to  the  joint  meeting  of 
the  State  Department  of  Health  and  the 
Council  Committee.  At  each  meeting,  the 
State  Department  of  Health  will  present 
all  controversial  applications  for  review  by 
the  Committee.  If,  after  review,  the  com- 
mittee feels  that  the  county  medical  society 
is  fully  justified  in  its  action,  the  State  De- 
partment of  Health  will  be  guided  by  such 


decision.  If,  on  the  other  hand,  the  com- 
mittee agrees  that  there  is  some  doubt  re- 
garding the  county  medical  society  decision, 
it  shall  communicate  with  the  chairman  of 
the  committee  on  qualifications  of  the  county 
medical  society  and  ask  for  clarification  of 
the  county  medical  society’s  decision.  If  no 
satisfactoiy  agreement  can  be  reached  be- 
tween the  State  Medical  Society  committee 
and  the  county  medical  society  committee, 
a local  conference  may  be  arranged,  at 
which  time  the  applicant  may  be  invited  to 
appear.  The  State  Medical  Society  com- 
mittee may  make  its  own  inquiry  into  the 
applicant’s  qualifications  by  communicating 
with  qualified  specialists  who  have  had  the 
opportunity  of  supervising  or  directly  ob- 
serving the  work  of  the  applicant. 


ANNOUNCEMENT 

Resolutions  for  Presentation  at  House  of  Delegates 

Dr.  Albert  F.  R.  Andresen,  Speaker  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  requests  that  all  members  of  the 
Society  who  expect  to  present  resolutions  at  the  next  House  of  Delegates 
submit  them  in  advance  to  Dr.  W.  P.  Anderton,  Secretary  of  the  Medical 
Society  of  the  State  of  New  York,  292  Madison  Avenue,  New  York  17, 
New  York. 

It  is  Dr.  Andresen’s  desire  to  refer  as  many  resolutions  as  possible  to 
appropriate  reference  committees  before  the  meeting  and  to  have  these 
published  in  the  Journal. 

The  secretaries  of  component  county  societies  are  likewise  being  requested 
to  send  to  the  Secretary’s  office  as  early  as  possible  any  resolutions  they 
expect  to  have  introduced  at  the  House  of  Delegates. 
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wide  spectrum  of 
antibacterial  action 


additive  and  possibly 
synergistic  antibacterial  potency 

markedly  greater  safety 
in  systemic  sulfonamide  therapy 

apparent  reduction  in 
hypersensitive  reactions 


less  possibility 
of  development  of 
drug-resistant  organisms 


excellent  flavor , 

Each  teaspoon ful  (5  cc.)  supplies: 

100,000  units  buffered  penicillin  G potassium 

convenience  and 

.167  Gm.  Sulfadiazine 

.167  Gm.  Sulfamerazine 

economy 

for  the  patient. 


.167  Gm.  SULFACETIMIDE — the  sulfonamide  of 
choice  for  the  third  component 

Supplied:  In  60  cc.  bottles  containing  1,200,000  units 
of  penicillin  G potassium  and  6 Gm.  of  triple  sulfonamide 
mixture. 


WHITE  LABORATORIES,  INC. 

Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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MANAGEMENT  OF  THE  CARDIAC  OUTPATIENT 

by  Donald  B.  Frankel,  m.s.,  m.d. 

Fairfield,  Illinois 

“The  generalized  lack  of  hospital  facilities  today  necessi- 
tates home  or  office  treatment  of  the  ambulatory  patient 
with  chronic  cardiac  decompensation.  Treatment  must 
be  aimed  at  rapid  and  safe  symptomatic  relief,  as  well  as 
at  control  of  the  failing  heart. 

“Mercuhydrin  proved  to  have  many  advantages,  chiefly 
that  it  caused  a rapid  and  continuous  diuresis,  and  thus 
rapid  relief  for  the  patient.  It  was  uniformly  well  toler- 
ated, and  in  no  patient  was  there  any  reaction. 

“Another  advantage  was  the  ease  of  maintaining  the  ‘dry 
weight’  with  only  one  or  two  injections  per  week. 

conclusions 

“Ninety-eight  patients  with  clinical  cardiac  decompensa- 
tion were  treated  as  out-patients.  Meralluride  sodium 
proved  to  be  a necessary  part  of  the  therapy  for  chronic 
cardiac  decompensation. 

“1.  Meralluride  sodium  (Mercuhydrin)  caused  no  local 
or  systemic  reaction  in  any  patient  and  was  well  tolerated 
by  all;  2.  It  is  as  effective  by  the  intramuscular  route  as 
by  the  intravenous  and  displayed  a rapid  and  dramatic 
effect  in  every  case; ...  4.  It  is  as  important  as  any  other 
factor  in  the  emergency  treatment  of  paroxysmal  noctur- 
nal dyspnea  and  cardiac  asthma.” 


SODIUM 


well  lo  le  i a led  locally',  a diutellc  choice 


a. 


MERCUHYDRIN  (Meralluride  sodium  solution) 
it  available  in  lcc.  and  2cc.  ampuls. 


ft  INC.,  MILWAUKEE  1,  WISCONSIN 


Scientific  Articles 


THE  ROLE  OF  THE  PHYSICIAN’S  PERSONALITY  IN  MEDICAL 
PRACTICE  (PSYCHOTHERAPEUTIC  MEDICINE) 


Bernard  V.  Strauss,  M.D.,  Brooklyn,  New  York 


PHYSICIANS  are  constantly  in  search  of 
ways  and  means  to  improve  their  profes- 
sional skill.  This  is  a source  of  justified  pride, 
and  we  cherish  the  tradition.  It  is  in  this  spirit 
that  the  present  paper  is  offered. 

Any  kind  of  self-examination  is  painful.  We 
do  not  like  to  find  ourselves  “less  than  perfect.” 
This  accounts  for  the  doctor’s  almost  exclusive 
emphasis  on  the  patient  and  what  is  wrong  with 
him.  The  tacit  assumption  is  made  that  the 
doctor  is  a constant.  It  is  important  that 
physicians  become  aware  of  themselves  as  people. 
Their  personalities  are  an  integral  part  of  their 
therapeutic  armamentarium. 

All  physicians  practice  psychotherapy.  Some 
do  so  with  conscious  intent.  Others  are  rela- 
tively unaware  of  the  effect  on  their  patients  of 
their  manner,  words,  and  actions.  It  is  inevitable 
in  a relationship  between  any  two  human  beings 
that  they  will  exert  some  effect  upon  one  an- 
other. This  is  especially  true  in  the  case  of  a 
doctor-patient  relationship.  When  the  physician 
keeps  this  in  mind,  he  can  use  it  to  therapeutic 
advantage. 

It  is  well  known  that  patients  bring  with  them 
to  the  doctor  their  individual  conscious  and  un- 
conscious attitudes  and  biases.  For  most  people 
he  represents  some  combination  of  man-of- 
science,  father-confessor,  adviser,  and  even  a bit 
of  magician.  Just  as  a sick  child  looks  to  his 
parents,  so  a sick  adult  looks  to  his  doctor  to 
make  him  “all  better.”  The  patient’s  expecta- 
tions and  the  physician’s  response  to  them  play  a 
part  in  determining  the  outcome  of  the  illness. 
His  valuation  of  the  prescription  given  him,  his 
likelihood  to  carry  out  therapeutic  orders,  his 
sensitivity  to  any  hint  of  optimism  or  pessimism 
on  the  doctor’s  part,  etc.,  are  all  involved.  We 
can  scarcely  hope  to  fill  all  the  roles  patients  as- 
sign to  us,  but  we  can  learn  how  to  use  their 
attitudes  and  expectations  to  help  them.  In  so 
doing  we  shall  be  practicing  not  only  psycho- 
therapy but  good  medicine. 


There  are  many  valid  reasons  why  physicians 
are  unable  to  practice  medicine  wholly  objec- 
tively. The  more  the  physician  can  learn  about 
himself,  the  more  he  will  be  able  to  reduce  and 
remove  internal  obstacles  to  objectivity.  The 
more  objective  he  can  be,  the  more  effective  he 
will  be  as  a therapist.  The  doctor  who  is  awed 
by  a particularly  intelligent  and  verbal  patient, 
an  attractive  female  patient,  a wealthy  patient, 
etc.,  is  unable  to  treat  the  patient  properly. 
It  is  imposible  to  be  a good  doctor  for  someone 
you  hold  in  awe.  You  may  know  gouty  bank 
president  Jones  very  well.  You  may  know  of  his 
self-indulgence  and  his  assurance  that  he  can  buy 
anything  he  wants.  But  if  you  fear  him,  you 
can’t  tell  him  what  he  needs  to  be  told  if  he  is  to 
be  helped  with  his  gout. 

One  way  to  get  to  look  constructively  at  some 
of  the  difficulties  that  arise  in  the  area  of  per- 
sonality interaction  between  patients  and  physi- 
cians (to  their  mutual  disadvantage)  is  to  consider 
what  leads  people  to  study  medicine.  The  dif- 
ferent motivations  cannot  help  but  be  reflected 
in  the  doctor’s  attitude  toward  his  patients. 
An  understanding  of  what  he  was  looking  for 
and  how  this  would  affect  his  behavior  would  be 
very  helpful.  You  cannot  very  well  solve  a 
problem  until  you  are  aware  it  exists. 

The  different  personality  needs  which  may 
underlie  and  motivate  the  study  and  practice  of 
medicine  are  in  themselves  neither  good  nor  bad. 
The  important  thing  is  the  manner  of  the  partic- 
ular person’s  response  to  his  needs.  Each  of  the 
examples  to  follow  are  instances  of  this.  A de- 
sire for  prestige,  a need  to  play  a father  role,  a 
need  to  be  omniscient,  etc.,  may  all  motivate  the 
physician  to  function  in  a most  constructive  and 
socially  useful  way.  On  the  other  hand,  the 
same  needs,  if  diff  erently  reacted  to,  may  lead  to 
personal  dissatisfaction  and  poor  medical  prac- 
tice. Since  our  purpose  is  to  improve,  we  will  be 
more  concerned  throughout  with  what  is  likely  to 
be  wrong  and  correctible.  This  should  not  be  mis- 
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construed  as  implying  in  any  sense  a failure  to 
give  due  recognition  to  the  healthy,  wholesome 
and  socially  useful  aspects. 

Some  common  aims  and  needs  which  underlie 
the  study  of  medicine  are : 

1 . Prestige-hunger. — This  motivation  is  widely 
recognized.  The  picture  of  the  physician  as  one 
of  the  most  respected  and  honored  members  of  the 
community  entices  many  to  study  medicine. 
Early  childhood  experiences  with  personal  or 
familial  illness  afford  opportunity  to  observe  how 
one’s  family  look  up  to  the  doctor  and  treat  him 
differently  from  any  other  person.  For  a child  to 
observe  his  parents,  whom  he  had  thought  om- 
niscient and  omnipotent,  gratefully  accept  ad- 
vice and  orders  from  the  man  with  stethoscope 
and  thermometer,  places  the  doctor  on  a pedestal. 
The  desire  to  emulate  him  is  not  hard  to  under- 
stand. It  may  motivate  devotion  to  patients, 
great  interest  in  learning,  and  keeping  up  with 
latest  medical  advances,  community  service,  etc. 
In  this  instance  the  satisfaction  of  personal  need  is 
coincidental  with  real  social  contribution  so  that 
both  physician  and  community  benefit.  But 
the  prestige-hunger  may  lead  to  less  worth- 
while manifestations.  Where  an  unnecessarily 
elaborate  office  and  other  such  external  badges 
of  success  become  the  paramount  and  exclusive 
goal,  the  kind  of  medicine  practiced  will  suffer. 

2.  The  Need  To  Be  Authoritative. — Many 
people  who  study  medicine  have  an  unconscious 
compulsion  to  play  a father  role.  This  is  true  of 
some  of  our  best  physicians.  Their  concern  for 
their  patient’s  welfare,  their  need  to  do  the  best 
possible  for  him,  their  willingness  to  assume  much 
responsibility  all  contribute  to  their  worth  as 
physicians.  But,  when  the  father  role  compul- 
sion is  too  great  it  may  result  badly  for  both 
physician  and  patient.  Where  the  compulsion  is 
paramount,  the  physician  is  taken  up  with  his 
own  needs,  not  those  of  his  patient.  He  is  wholly 
unaware  of  this,  believing,  as  many  others  be- 
lieve of  him,  that  he  is  unselfishly  dedicated  and 
devoted  to  his  patients.  He  becomes  emo- 
tionally involved;  he  fosters  dependence  upon 
him;  he  assumes  unwarranted  and  unnecessary 
responsibility;  he  is  reluctant  to  recognize  or 
express  need  for  consultation;  he  has  serious 
personal  reactions  to  inevitable  unfortunate  re- 
sults in  patients  under  his  care.  Where  he  is 
emotionally  involved,  he  cannot  have  the  objec- 
tive attitude  necessary  to  the  exercise  of  good 
judgment.  Where  he  fosters  patients’  depend- 
ence upon  him,  he  fails  to  discriminate  their 
needs,  and  some  will  be  adversely  affected. 
Where  he  assumes  unwarranted  responsibility, 
there  are  instances  in  which  patient  or  family  may 
suffer.  Where  he  fails  to  call  for  or  even  to 


accept  consultation,  he  may  deprive  the  patient 
of  the  possible  benefit  thereof.  When  he  be- 
comes depressed  after  his  efforts  with  a patient 
fail,  he  is  for  a time  ill-equipped  to  care  for  his 
other  patients.  All  of  these  negative  aspects 
escape  him  if  his  need  to  be  “papa”  is  compul- 
sive and  indiscriminate.  He  thinks  of  himself 
as  devoted,  conscientious,  sincere,  unselfish. 

3.  The  Need  To  Be  Omniscient. — This  may 
lead  to  compulsive  self-enslavement  with  over- 
work and  consequent  tiredness  and  inevitable 
loss  of  efficiency  or  to  compulsive  inability  to 
become  aware  of  mistakes  or  to  admit  lack  of 
knowledge.  Learning  capacity  may  become 
stifled.  He  must  “know  it  all.”  It  is  very  dif- 
ficult for  him  to  learn  from  others  since  in  so  doing 
he  would  be  conceding  lack  of  knowledge. 
Knowing  may  become  an  end  in  itself,  and  the 
use  to  be  made  of  the  knowledge  may  remain 
quite  secondary.  The  doctor  may  pride  himself 
on  knowing  a great  deal,  but  his  patients  benefit 
only  from  his  use  of  that  knowledge — not  its 
mere  storage. 

4.  The  Need  To  “Do  Good." — Here  again,  dis- 
appointments arise  when  not  everyone  is  grateful 
and  admiring  of  the  goodness  of  the  doctor. 
It  is  not  alone  the  doing  good  that  is  important; 
it  is  also  the  need  to  receive  recognition  for 
doing  good.  In  many  ways  this  personality 
need  leads  to  behavior  which  is  advantageous  to 
the  patient.  But  the  doctor  is  frustrated.  He 
cannot  understand  it  when  he  is  not  appreciated 
100  per  cent  of  the  time.  This  gives  him  away. 
He  is  more  taken  up  with  his  need  to  be  ap- 
preciated than  with  the  desire  to  do  good.  The 
doing  good  in  his  case  is  a means,  not  an  end. 
There  is  compulsive,  unreasoned  incapacity  to 
recognize  and  deal  with  the  negative  aspects  of 
the  real  world,  with  its  frictions,  jealousies,  and 
hatreds. 

5.  The  Need  To  Be  Loved. — Everyone  has  such 
need,  but  not  to  a compulsive  degree.  The  com- 
pulsiveness of  the  needs  we  are  describing  is  the 
crucial  point.  If  a physician’s  need  to  be  loved  is 
indiscriminate  and  omnipresent,  then  he  will  ex- 
hibit impractical  attitudes  and  behavior  inimical 
to  his  own  and  his  patients’  welfare.  He  will  be 
unable  to  avoid  being  imposed  upon  and  taken 
advantage  of  by  self-centered  patients. 

6.  The  Need  To  Rule,  Dominate,  Subjugate. — 
This  need,  as  all  of  the  others  detailed  above, 
may  be  wholly  unconscious.  The  physician  may 
even  consider  himself  a very  kind  and  consider- 
ate person.  Yet  this  unconscious  “need”  may 
lead  to  unnecessary  severity  with  the  patients 
(rationalized  as  “good  for  the  patient  since  only 
thus  will  he  follow  orders”),  blunt  statement  of 
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shocking  or  ominous  facts  (rationalized  as  “need 
to  be  honest”),  a tendency  to  prescribe  certain 
bad  tasting  medicines  (rationalized  as  “superior 
vehicles”),  use  of  frequent  hypodermal  medica- 
tion where  oral  use  would  be  equally  effective 
(rationalized  as  “this  way  I can  be  sure  the  pa- 
tient gets  the  stuff!”),  too  frequent  and  unneces- 
sary use  of  physical  measures  as  splints  and  braces 
(rationalized  as  “conservatism  and  great  respect 
for  healing  powers  of  rest”).  Such  unconscious 
attitudes  may  underlie  a great  variety  of  expres- 
sions, including  representation  in  consciousness 
by  their  opposites  as  in  the  case  of  the  surgeon 
who  feels  wholly  benevolent,  behaves  in  a manner 
benevolent  to  society,  while  concurrently  satis- 
fying his  inner,  unrecognized  sadistic  needs  and 
impulses  to  cut,  to  tear,  to  destroy. 

The  examples  given  are  only  sketchily  de- 
i scribed.  Our  purpose  here  is  not  meant  to  be 
encyclopedic  but  rather  to  provoke  thinking 
among  physicians  about  themselves  as  people 
| and  as  instruments  for  human  welfare.  We  can- 
l not  here  discuss  how  these  various  traits  came 
i into  being  in  particular  individuals.  That  would 

I require  analysis  of  each  special  instance.  There 
, are  no  rules  for  such  things.  Each  person,  and 

may  I again  note  that  physicians  are  persons, 
develops  his  personality  through  the  interaction 
of  what  he  is  born  with  and  what  he  is  confronted 
with  along  the  path  of  his  development — the  per- 
sonalities and  the  circumstances. 

Examples  of  how  specific  blind  spots,  which 
are  frequent  in  occurrence,  may  result  in  inade- 
quate or  poor  medical  practice  are  the  follow- 
ing: 

1.  A very  close  relationship  with  someone  who 
1 has  a particular  disorder  may  lead  the  physician 

unwittingly  to  be  more  attentive  and  sympathetic 
to  patients  with  a similar  disorder.  He  may, 

I I therefore,  unintentionally  and  unknowingly 
neglect  some  other  patient  because  of  the  time  he 
spends  with  the  first  patient  and  because  of  the 
i time  he  devotes  to  thinking  about  the  first  patient. 
:The  same  kind  of  identification  dynamism  may 
i occur  where  a particular  patient  “reminds”  the 
physician  of  a former  sweetheart  or  childhood 
chum.  Conversely,  the  identification  may  be 
• negatively  toned,  and  then  the  innocent  present 
patient  may  be  treated  badly  because  he  had  the 
misfortune  to  “remind”  the  physician  of  someone 
he  hated.  Of  course,  to  have  such  results  the 
'identification  must  be  unconscious.  Once  the 
doctor  becomes  aware  of  what  he  was  doing,  he 
could  control  it.  We  might  here  stress  again  that 
blind  spots  are  by  definition  unconscious,  i.e., 
unknown  to  the  person  who  has  them.  This 
holds  for  each  example  to  be  described. 

2.  The  physician  with  a personal  difficulty 


may  over-react  to  patients  with  similar  difficul- 
ties. He  may  identify  with  the  patient  directly 
and  adopt  toward  the  patient’s  trouble  the 
same  attitude  he  has  toward  his  own,  or  he  may 
reject  the  identification  and  seek  to  deny  and 
undo  it  by  a kind  of  reaction-formation  in  which 
he  may  exercise  an  especially  hostile  attitude 
toward  the  patient.  In  point  of  fact,  what  the 
doctor  does  in  the  latter  instance  is  to  portray 
clearly  his  hostility  toward  a part  of  himself,  the 
existence  of  which  he  elects  to  deny.  An  alco- 
holic admitting  physician  was  most  vituperative 
and  blatantly  insulting  to  alcoholics  brought  to 
his  hospital  for  admission.  While  at  least  par- 
tially intoxicated  himself,  he  belabored  them  as 
“no-good  drunks.”  Where  the  identification 
occurs  and  is  responded  to  directly,  the  physician 
may  not  be  able  to  sleep  or  to  work  effectively 
because  of  his  worry  and  concern  as  far  as  he 
knows  “for  his  patient,”  but  actually  for  him- 
self. 

3.  Where  there  is  much  hostility  toward  some- 
one in  the  doctor’s  family  who  complained 
greatly  about  a particular  ailment,  as  constipa- 
tion or  rheumatics  or  fatigue  or  whatever,  the 
physician  may  transfer  his  antagonism  to  a pres- 
ent patient  writh  that  ailment.  He  may  express 
unjustified  annoyance,  be  impatient,  feel  unac- 
countably irritated  whenever  called  by  that 
patient,  etc.  Obviously,  good  medicine  could  not 
be  practiced  under  such  circumstances. 

4.  Then  there  is  the  all  too  frequent  instance 
of  the  physician  who  may  be  struggling  constantly 
against  recognition  of  his  own  inadequacies  and 
shortcomings  and  who  is,  therefore,  greatly 
challenged  by  a patient’s  exhibition  of  inability 
to  deal  with  his — the  doctor  admonishes  the 
patient,  tells  him  to  buck  up,  be  strong,  face  the 
music.  In  essence,  he  is  saying,  “Be  like  me;  I 
have  to  do  it,  why  shouldn’t  you!”  He  cannot 
permit  himself  to  recognize  that  the  patient 
may  be  unable  to  respond  to  such  exhortation 
because,  if  he  were  to  recognize  that,  he  would 
be  confronted  with  the  fact  that  maybe  he,  too, 
will  not  be  able  to  go  on  being  “tough.”  He  may 
fear  any  outcropping  of  his  own  tenderness  or 
dependency-tendencies  as  a threat  to  his  self- 
esteem and  security. 

5.  Sexual  immaturity  and  prudishness  on  the 
part  of  the  physician  must  inevitably  be  reflected 
in  his  attitude  toward  patients  with  problems  in 
that  area.  He  may  be  unable  to  accept  and  to 
treat  objectively  any  patient  whose  sexuality 
deviates  from  the  doctor’s  conception  of  the 
norm.  Here  again,  reason  and  logic  are  not  in 
themselves  effective  tools  to  deal  with  such  a 
situation.  The  naive,  tacit  assumption  is  some- 
times made  that  physicians  are  “somehow” 
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immune  to  ills.  The  remark  is  often  made  to  a 
physician  who  has  been  ill,  “But  you  are  a doc- 
tor. You  are  not  supposed  to  get  sick.”  In  the 
same  vein,  and  with  no  less  justification,  it  is 
believed  by  many  that  the  physician  is  immune 
also  to  psychologic  ills  and  conflicts.  The 
doctor  with  doubts  concerning  his  masculinity 
or  with  considerable,  although  not  recognized, 
latent  homosexuality  may  be  especially  sym- 
pathetic to  patients  in  whom  he  senses  these  traits, 
or  he  may  be  extremely  aggressive  and  irritable  and 
even  belligerent  with  them  in  unconscious  rejec- 
tion of  his  own  involvement. 

6.  Character  traits,  such  as  rigidity,  hyper- 
moralism,  and  self-righteousness,  when  present 
in  a physician  tend  to  be  expressed  in  his  at- 
titude toward  his  patients.  His  capacity  for 
empathy  with  certain  of  his  patients  is  small,  and 
the  chance  for  his  helping  those  people  is  limited. 
He  may  be  too  busy  judging  and  condemning 
them  so  that  he  can  not  understand  them. 

7.  A physician  may  have  a great  need  to 
demonstrate  his  procreative  powers.  He  may  be 
an  only  child  and  seek  to  compensate  for  early 
deprivation  of  sibling  companionship.  He  may  be 
small  in  stature  or  may  have  been  sorely  hurt  at 
some  early  depreciation  of  the  size  of  his  genitals. 
In  any  event  he  may  rationalize  rather  than 
understand  his  own  need  and  may  believe  simply 
that  it  is  “just  wonderful  to  have  children.” 
Such  a philosophy  may  be  fine  for  him,  but  when 
he  projects  it  on  to  some  of  his  patients  who  are 
wholly  ill-equipped  to  have  or  to  rear  children 
properly,  then  it  becomes  a menace  to  such 
patients’  welfare.  Many  physicians,  when  con- 
sulted by  a neurotic  woman  patient,  give  the 
stock  advice  that  she  have  a baby.  With  the 
advice  goes  the  homily,  “that’ll  keep  you  busy  and 
out  of  mischief.  You’ll  be  so  busy  with  the  baby 
you  won’t  have  time  to  worry  about  yourself.” 
Sounds  fine ; but  is  it?  The  fact  is  that  more  often 
than  not  such  women  are  having  a hard  enough  time 
dealing  with  their  conflicts  and  troubles  at  hand 
and  that  a new  baby  only  adds  to  their  burden 
and  may,  in  fact,  be  all  that  is  needed  to  precipi- 
tate a breakdown.  Work  therapy  has  its  place, 
but  it  is  irresponsible  to  implicate  a baby  in  a 
dubious  therapeutic  undertaking.  Naturally, 
there  are  special  instances  in  which  such  advice 
may  be  just  right,  but  reference  is  made  here 
to  the  many  instances  where  no  individual  study 
of  the  patient  is  made  and  where  the  doctor, 
because  of  his  own  personality  traits,  gives  the 
blanket  advice. 

8.  Extreme  parsimoniousness  in  a physician 
may  have  serious  consequences  for  his  patients. 
He  may  act  toward  them  as  if  their  attitude  to- 


ward money  were  identical  with  his  own.  He 
may  lean  over  backward  to  spare  them  expense. 
This  may  result  in  needed  checkup  visits  being 
unmade,  necessary  laboratory  procedures  going 
undone,  indicated  specialist  consultation  dis- 
advised.  All  of  this  may  masquerade  as  sincerity 
and  honest  concern  for  the  patient’s  welfare, 
whereas  all  the  while  it  is  a projection  of  the 
physician’s  own  parsimonious  attitude.  It  is 
‘ ‘as  if’  ’ he  were  saving  his  own  money.  Then  there 
is  the  physician  who  is  almost  miserly  with  his 
own  money  but  profligate  in  his  disregard  for  the 
patient’s  funds.  A third  type  is  the  free-and- 
easy  spender  who  has  little  awareness  of  any 
need  to  conserve  either  his  own  or  his  patient’s 
money.  In  each  instance  there  is  failure  to  ap- 
preciate the  patient  as  a person,  an  individual 
with  his  own  personality,  likes,  dislikes,  habits, 
economic  position,  etc.  In  each  of  the  cases 
cited  the  physician  was  acting  in  accordance  with 
his  own  personality  and  acted  similarly  with  all 
patients. 

9.  The  doctor  who  needs  frequent  reassurance 
concerning  his  own  cardiac  status  or  other  dis- 
ability or  that  of  someone  very  dear  to  him  may 
unconsciously  seek  it  in  his  relationship  with 
patients  with  similar  symptoms.  He  may  re- 
assure them  freely  and  glibly  in  order  to  bolster 
himself.  This  may  or  may  not  work  out  for  the 
patient’s  welfare.  Where  the  reassurance  leads  to 
better  feeling,  better  health,  and  does  not  lead 
to  behavior  which  would  jeopardize  the  patient’s 
welfare,  it  is  good.  Where,  however,  the  re- 
assurance might  lead  to  unwarranted  and  contra- 
indicated excesses  of  behavior  it  would  have  po- 
tentially serious  implications. 

10.  An  elderly  physician  with  waning  sexual 
powers  may  tend  too  readily  to  put  a ban  on 
coitus  when  his  patient  has  any  symptoms  in- 
volving the  genitourinary  or  even  other  organ 
systems. 

These  are  some  examples  of  ways  in  which  ob- 
jectivity may  be  lost  and  not-good-enough 
medicine  practiced.  Their  number  could  be 
many  times  multiplied,  but  that  is  beyond  our 
present  scope  and  purpose.  Some  pitfalls  have 
been  indicated.  Many  others  exist  and  can  be 
found.  Once  found  they  can  be  constructively 
dealt  with.  The  important  point  is  to  get  to  be 
aware  of  how  one’s  own  personality  traits  are 
affecting  one’s  relationship  with  patients  in  the 
practice  of  medicine.  This  is  true  no  matter 
what  kind  of  treatment  is  being  employed.  It 
is  the  more  true  where  a conscious  intent  to  prac- 
tice psychotherapeutic  medicine  exists. 

The  most  frequent  and  common  mistake  made 
is  to  develop  a professional  manner  which  passes 
for  savoir  faire  but  which  is  actually  rigid  and 
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unvarying  and  fails  to  take  the  particular  patient 
into  account.  This  is  analogous  to  the  use  of  one 
drug  to  treat  all  diseases.  Aspirin  may  be  a 
widely  useful  medication,  but  some  people  do 
require  digitalis  or  penicillin  or  insulin. 

By  the  same  token  some  personalities  require 
one  method  of  approach  while  others  will  re- 
spond best  to  a wholly  different  technic.  The 
need  to  take  into  account  whom  we  are  dealing 
w'ith  cannot  be  exaggerated.  The  temptation  to 
give  advice  based  upon  one’s  own  experience, 
without  due  cognizance  of  the  difference  between 


the  patient  and  ourselves,  can  result  catastro- 
phically for  the  recipient  of  our  good  intentions. 
The  physician  should  try  to  be  emphatic,  pa- 
tient, objective,  and  aware  of  how  much  weight 
is  given  his  pronouncements.  This  places  a 
great  responsibility,  but  every  doctor  worth  his 
salt  is  ever  ready  to  do  whatever  he  can  to  im- 
prove his  skill  and  to  help  his  patients.  In  a 
sense  the  physician  must  be  a wholly  well-inten- 
tioned actor  and  must  try  to  know,  understand, 
and  act  in  relation  to  the  needs  of  his  audience. 

One  Hanson  Place 


CLASSIFICATION  OF  FORCEPS  INJURIES 

Emanuel  M.  Greenberg,  M.D.,  New  York  City 


WHEREAS  cardiac  disease,  carcinoma, 
burns,  and  other  pathologic  processes 
have  lent  themselves  to  convenient  systems  of 
classification,  it  is  suggested  that  a similar  treat- 
ment of  forceps  injuries  would  clarify  this  broad 
and  rather  confusing  picture.  The  standard 
textbooks  of  pediatrics  and  obstetrics  do  not 
contain  a systematic  grading  of  this  condition. 

Hospital  records,  including  intern  and  nurse’s 
notes,  should  not  consider  a superficial  abrasion 
or  pressure  mark  and  a cranial  bone  injury  on 
equal  terms.  The  usual  brief  “forceps  marks” 
or  “forceps  injury”  annotations  should  be  con- 
sidered incomplete  unless  graded.  The  following 
classification  is  suggested. 

Classification 

Grade 

1 Superficial  bruises  limited  to  epidermis. 

2 Abrasions  extending  to  subcutaneous  tissues ; 

injuries  to  fascia,  muscles,  or  periosteum. 
3 Hematomata:  cephalohematomata  (sub- 

or  supraperiosteal),  hematoma  of  cheeks 
and  neck,  orbital  hematoma,  etc. 

4 Nerve  injuries:  facial  nerve,  brachial  plexus, 

oculomotor,  optic,  auditory,  etc. 

5  Organ  injuries:  evulsion  of  an  ear,  eyelid; 
eye  injury  (enucleation  of  eyeball,  trau- 
matic cataract,  corneal  opacity,  abruption 
of  choroid,  retinal  hemorrhage).  Injury 
to  salivary  gland  or  its  duct,  w ith  possible 
fistula  formation. 


6 Cranial  bone  fractures. 

7 Brain  and  spinal  tissue  injuries,  concussion, 

and  hemorrhages:  subdural  hematoma, 
peribulbar  hematoma,  tentorial  tears. 

8 Compression  or  cutting  of  umbilical  cord 

with  asphyxia. 

Thus,  the  injuries  of  a newborn  forceps- 
delivered  baby  with  superficial,  reddish-blue 
forceps  bruise  marks  over  the  malar  eminences 
and  an  abrasion  over  the  right  eye  will  be  re- 
corded as  follows:  Forceps  Injury,  Grade  1, 

bilateral  malar,  and  F.  I.,  Grade  2,  right  eye. 

The  skill  of  an  obstetric  service  cannot  be 
judged  from  year  to  year  merely  by  listing  the 
numbers  of  forceps  injuries.  It  can  only  be  done 
by  the  recording  of  the  injuries  classified  accord- 
ing to  grade. 

Neonatal  injuries  following  spontaneous  natu- 
ral childbirth  may  simulate  forceps  injuries. 
Spontaneous  cephalohematomata,  brain  hemor- 
rhages, bone  fractures,  impingement  with  or 
without  marking  by  such  bony  prominences  as 
the  ischial  spines,  sacral  promontory,  etc.,  have 
been  recognized  as  the  occasional  sequelae  to 
apparently  normal  deliveries;  these  injuries  are 
even  more  prone  to  occur  in  prolonged  labors. 

It  is  suggested  that  in  order  to  achieve  an 
unbiased  grading  the  pediatrician  should  be  the 
one  to  evaluate  the  injury  sustained  and  to  do 
the  grading  together  with  the  obstetrician. 
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A CATION  EXCHANGER  IN  HYPERTENSION 

Donald  N.  Groff,  M.D.,  Elmira,  New  York 
( From  the  Department  of  Medicine,  Amot-Ogden  Hospital) 


PROPER  dietetic  management  of  the  hyper- 
tensive patient  has  received  concentrated 
attention  in  the  literature  of  the  last  fifty  years. 
Most  of  the  published  reports  deal  with  the  ad- 
vantages and  disadvantages  of  low  sodium  chlo- 
ride intake.  Both  sodium  and  chloride  ions  are 
mentioned  because  of  the  uncertainty  as  to 
which  exerts  the  more  significant  action.  Re- 
cently, two  excellent  critical  reviews  of  the  litera- 
ture have  appeared  and  are  devoted  mainly  to  a 
consideration  of  the  relationship  between  sodium 
chloride  and  hypertension.1’2  Because  of  the 
comprehensiveness  of  these  two  publications, 
any  further  literature  survey  does  not  seem 
warranted  at  this  time.  However,  certain 
fundamental  points  can  be  discussed,  especially 
in  so  far  as  their  bearing  on  the  present  work  is 
concerned. 

An  examination  of  the  table  in  the  aforemen- 
tioned review  by  Chapman  and  Gibbons  is  re- 
vealing.2 Results  are  presented  of  the  low  salt 
regimen  in  over  1,500  hypertensive  patients  as 
reported  in  34  articles  embracing  the  period  be- 
tween 1904  and  1949.  Twenty-seven  of  these 
reports,  covering  1,400  patients,  conclude  that 
this  therapy  is  “favorable.”  The  majority  of 
the  more  recent  publications  point  out  the  ap- 
parent effectiveness  of  a low  sodium  diet  with- 
out attempting  to  account  for  the  depressor  re- 
sponse. The  Danish  investigator  Bang,  speak- 
ing before  the  Scandinavian  Congress  of  Medi- 
cine last  year,  has  expressed  this  very  simply: 
“We  do  not  yet  know  how  the  salt  acts.”3 
Granted  that  a low  sodium  chloride  intake  is 
indicated  in  hypertension,  the  old  question  of 
which  ion  is  more  important  is  inevitable.  In 
this  connection,  Clough’s  comment  is  worthy 
of  note:  “There  is  good  experimental  evidence 
that,  under  controlled  conditions,  significant 
though  moderate  fluctuations  in  blood  pressure 
can  be  induced  by  adding  or  withdrawing  salt 
from  the  diet.  It  is  probable,  also,  that  it  is  the 
sodium  rather  than  the  chloride  ion  which  is 
significant.”4 

Grollman  and  Harrison  have  provided  further 
confirmatory  evidence  in  their  experiments  on 
hypertensive  rats.  The  typical  curve  of  de- 
clining pressure  with  a salt-free  diet  was  main- 
tained when  potassium  chloride  was  added  but 
was  reversed  upon  addition  of  sodium  chloride: 
“Hence  it  appears  that  deficiency  of  sodium 
rather  than  of  chloride  is  related  to  the  observed 
hypotensive  effect.’  ’5 


Interest  in  the  application  of  ion  exchange 
resins  for  sodium  removal  in  vivo  may  be  said 
to  date  from  the  work  of  Dock.6  The  basic 
principle  is  a substitution  or  exchange  of  sodium 
and  other  cations  for  the  reactive  group  in  the 
complex  molecule.  In  the  present  investigation 
the  resin  was  a cation  exchanger  of  the  carboxylic 
type  in  which  the  reactive  hydrogen  of  the  car- 
boxyl group  theoretically  exchanges  for  sodium 
in  the  lumen  of  the  gut.*  It  should  be  men- 
tioned that  the  resin  possesses  a relative  affinity 
for  the  sodium  ion  although  other  cations  may 
be  bound  to  it.  Laboratory  tests  have  shown  its 
nontoxicity  when  incorporated  to  a level  of  5 to 
10  per  cent  in  the  normal  diet  of  the  rat. 

Material 

Because  of  its  potential  therapeutic  value  in 
the  therapy  of  hypertensives  it  was  decided  to 
conduct  a preliminary  investigation  on  a small 
number  of  patients.  Six  cases  manifesting  hy- 
pertension of  various  degrees  were  selected  for 
the  study.  These  individuals  had  been  pre- 
viously maintained  on  routine  therapy,  including 
minimal  salt  diets,  digitalization,  and  mercurial 
diuretics  when  indicated. 

Table  I presents  the  age,  sex,  and  pressure 
range  before  and  during  resin  therapy.  Judging 
from  the  response  noted  in  this  series  of  patients 
with  the  relatively  benign  and  moderately  labile 
type  of  hypertension,  it  was  felt  that  the  resin 
had  definite  therapeutic  value.  The  most  com- 
monly reported  effect  was  an  increase  in  capacity 
for  work.  Relief  of  anginal  seizures  and  exer- 
tional dyspnea  was  also  gratifying,  and  no  serious 
side-effects  were  noted. 

On  the  basis  of  these  preliminary  observations, 
it  was  decided  to  continue  with  the  cation  ex- 
change resin  carboxylic  type.  Only  four  of  the 
original  six  patients  were  available  for  continued 
study,  the  other  two  having  become  asympto- 
matic and  irregular  in  their  visits. 

Case  Reports 

Case  1. — J.  T.  C.,  age  forty-eight,  became  nauseated 
on  a tablespoonful  of  the  resin  (20  Gm.)  before  meals, 
and  reduced  his  dosage  to  a tablespoonful  twice  a 
day.  He  became  careless  with  his  diet  and  gained 
4 pounds.  As  a sequel,  apparently,  his  pressure, 
which  had  been  very  satisfactorily  maintained  at 
150/100  or  160/100  rose  to  220/140  even  after  thirty 


* Supplied  by  the  Medical  Research  Department,  Nationa 
Drug  Company,  Philadelphia,  Pennsylvania. 
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TABLE  I. — Summary  of  Treatment 


Patient 

Age 

Sex 

Blood  Pressure  Blood  Pressure 
Before  Resin  During  Resin 

Dose 

Comment 

J.  T.  C. 

48 

M 

230/110 

180/90 

150/100 

Tablespoon 
before  meals 

Pressure  change  after  2 weeks  of  resin 
treatment 

R.  G. 

55 

F 

220/110 

140/110 

140/110 

Teaspoon 
before  meals 

More  tired  after  work 

W.  S. 

47 

M 

280/120 

140/100 

120/90 

Tablespoon 
before  meals 

Marked  relief  of  exertional  dyspnea; 
continued  treatment  requested 

E.  T. 

61 

M 

240/120 

170/90 

160/90 

V*  teaspoon 
before  meals 

Marked  relief  of  anginal  pain  and 
exertional  dyspnea 

P.  W. 

53 

F 

200/110 

200/100 

160/90 

160/85 

180/100 

Teaspoon 
before  meals 

Long-term  hypertensive;  increased 
energy,  loss  of  vertigo 

H.  W. 

61 

M 

220/120 

190/110 

120/80 

140/85 

Tablespoon 
before  meals 

More  energetic 

minutes  of  rest.  He  was  urged  to  increase  dosage  to 
the  limit  of  tolerance  with  the  hope  that  this  would 
lower  pressure  levels.  He  has  had  no  nasal  hemor- 
rhages since  taking  the  resin  in  contrast  to  previous 
hemorrhages  at  bimonthly  intervals. 

Case  2. — W.  S.,  age  forty-seven,  had  a recurrence 
of  pre-existing  gastritis  which  responded  well  to  diet. 
The  resin  was  maintained  at  tablespoonful  doses 
before  meals.  His  blood  pressure  remained  under 
excellent  control  at  140/90  to  130/100.  There  were 
no  complaints  on  resin  treatment,  and  his  response 
was  considered  to  be  very  satisfactory. 

Case  3. — E.  T.,  age  sixty-one,  developed  mild 
congestive  failure  after  prolonged  overexertion. 
His  blood  pressure  which,  before  resin,  was  240/120 
has  remained  in  the  180/90  or  170/90  range  on  a 
tablespoonful  of  the  resin  before  meals.  This  dose 
was  well  tolerated. 

Case  J,. — P.  W.,  age  fifty-three,  suffered  a recur- 
rence of  her  pyelitis.  Prior  to  this,  consistent  blood 
pressure  readings  of  160/80  to  170/90  were  obtained. 
During  her  pyelitis,  the  readings  rose  to  200/100. 
The  dose  of  resin  was  then  increased  from  a teaspoon- 
ful (6  Gm.)  to  a tablespoonful  before  meals  which 
was  well  tolerated.  Her  previous  severe  episodes  of 
vertigo  were  controlled,  and  she  became  more  active 
than  before  resin  therapy  was  instituted.  Here 
again  the  results  were  most  satisfactory. 

Comment 

It  is  obvious  that  a major  consideration  in 
evaluation  of  any  therapy  for  hypertension  lies 
in  an  accurate  determination  of  the  base  level  of 
blood  pressure.  Many  of  the  reports  in  the 
literature  will  not  withstand  fully  justified 
criticism  of  an  uncertain  control  level  of  pressure. 
Hospitalization  and  proper  psychologic  manage- 
ment of  the  patient  are  almost  invariably  at- 
tended by  a decline  in  sphygmomanometric 
readings.  Since  this  series  was  composed  of  out- 
patients, the  decline  cannot  be  attributed  to  bed 
rest.  At  the  outset,  and  all  during  the  resin 
regimen,  the  author  maintained  a very  skeptical 
attitude  in  order  to  decrease  as  much  as  possible 


any  effects  attributable  to  suggestion.  The  base 
level  of  pressure  represents  upper  and  lower 
readings  taken  over  a period  of  several  months  to 
several  years.  Statistical  analysis  of  the  results 
is  not  justified  because  of  the  small  number  of 
cases  reported.  However,  we  feel  that  con- 
sistent lowering  of  blood  pressure  can  be  obtained 
by  the  use  of  a cation  exchange  resin  of  the  car- 
boxylic type  in  doses  approximating  a table- 
spoonful three  times  a day,  administered  before 
meals.  The  patients  in  this  small  series  reported 
a feeling  of  well-being  and  an  increase  in  energy 
during  treatment  with  the  resin.  The  period  of 
investigation  covered  six  months,  and  the  general 
consensus  was  that  manual  labor  or  housework 
could  be  carried  out  with  more  ease  than  before 
resin  therapy. 

Adjuvant  treatment  was  negligible.  All  pa- 
tients had  been  instructed  to  use  a low  salt  diet. 
Routine  treatment  had  been  given  for  the  pyeli- 
tis, mild  congestive  heart  failure,  and  gastritis 
without  interruption  of  the  cation  exchange 
resin  intake. 

For  a more  critical  analysis  of  the  resin  regimen, 
electrolyte  balance  studies  must  be  carried  out 
to  corroborate  the  hypothesis  that  removal  of 
sodium  is  responsible  for  the  beneficial  effects 
observed. 

Danowski  and  coworkers  have  just  recently 
reported  their  own  balance  studies  in  animals  and 
humans  :7 

Concentrations  of  serum  constituents,  stool  and 
urinary  excretions  of  Na+,  K+,  Cl-,  and  N and 
internal  balances  of  Na+  and  K+  were  determined 
in  dogs  and  humans  during  periods  of  measured  diet 
up  to  eleven  days  in  length  with  and  without  intake 
of  cation  exchange  resin  (National  Drug)  ranging  up 
to  60  Gm.  daily.  Ingestion  of  a hydrogen  cycle 
resin  in  14  animals  increased,  as  indicated  by  bal- 
ance studies,  stool  losses  of  K+  and  Na+,  but  not  of 
Cl-  or  N,  to  values  significantly  greater  than  those 
in  23  controls.  The  validity  of  these  effects  is  fur- 
ther supported  by  the  demonstration  in  4 other 
experiments  covering  twenty-eight  days  that  re- 
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placement  of  the  H+  of  the  resin  with  Na+  before 
ingestion  did  not  increase  stool  losses  of  Na  + and  K +. 

In  ten  complete  balance  studies  including  control 
periods  with  ordinary,  moderately  increased,  and 
markedly  restricted  intakes  of  Na+  in  four  human 
subjects  during  eighty-seven  days  it  was  observed 
that  the  carboxylic  exchange  resin  (H+  cycle)  in- 
creases stool  excretion  of  ingested  Na+  and  K+, 
removes  Na+  and  K+  from  gastrointestinal  secre- 
tions, and  induces  prompt  diuresis  of  edema  when 
used  in  conjunction  with  low  Na+  regimen. 

Summary 

Six  patients  with  hypertension  of  various  de- 
grees received  an  ion  exchange  resin  of  the  car- 
boxylic type  in  conjunction  with  a low  salt  diet. 


Lowering  of  pressure  was  observed  which  we  at- 
tribute to  removal  of  sodium  from  the  intestinal 
tract. 

622  Pennsylvania  Avenue 
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NEWS  AND  VIEWS 

Presidential  orders  to  the  effect  that  government 
expenditures  other  than  those  for  defense  require- 
ments be  sharply  cut  should,  for  the  time  being,  put 
an  end  to  the  social  welfare  panaceas  advanced  by 
the  advocates  of  big  government.  Nevertheless, 
this  is  an  auspicious  moment  to  look  at  the  argu- 
ments presented  in  favor  of  a public-financed  Federal 
health  system  and  appraise  them  for  what  they  are 
worth. 

An  old-time  practitioner  in  New  York  City, 
impatient  with  the  chant  for  socialized  medicine  as  a 
“must”  for  those  “helplessly”  thrown  into  debt  by 
sickness,  offers  this  cogent  answer: 

“Vastly  greater  numbers  of  American  families 
go  into  debt  for  automobiles  than  for  medical 
expenses.  The  people  are  so  eager  to  rush  into 
debt  for  television  sets  and  other  luxuries  that  the 
government  must  place  restraints  on  credit  buy- 
ing. On  the  other  hand  they  are  being  taught 
that  investment  in  or  sacrifices  for  health  are  an 
outrageous  imposition,  the  cost  of  which  the 
government  must  assume.” 

Our  witness  also  points  out  that  it  is  nonsense  to 
speak  of  the  American  public  as  being  hopelessly 
burdened  by  a medical  expense  bill  approximately 
equal  to  its  annual  theater  or  candy  bill.  More- 
over, all  these  things,  he  says,  are  paid  in  cash  while 
doctors  are  not  only  accustomed  to  charge  little  in 
hardship  cases,  but  obliged  to  wait  long  for  payment, 
without  interest  or  security. 

In  arguing  for  a health  insurance  system  on  a pri- 
vate business  basis,  the  doctor  calls  attention  to  what 
he  regards  as  the  by  far  greater  and  most  onerous 


part  of  sickness  expense — namely,  hospitalization 
and  nursing.  What  if  all  these  expenses  were  borne 
by  the  government,  he  asks,  adding  tongue  in  cheek: 

“Let  some  small  district  be  chosen  and  provided 
by  the  government  with  about  five  times  the  pres- 
ent quota  of  nurses  and  hospital  beds.  Then  any- 
one who  would  enjoy  a rest,  with  breakfast  and 
perhaps  other  meals  in  bed,  can  exaggerate  or  in- 
vent illness  to  obtain  this  ‘free’  boon,  especially 
when  the  heavy  payments  in  taxes  or  payroll 
deductions  make  them  determined  to  get  their 
money’s  worth. 

“If  any  doctor  can  find  time  to  expose  malinger- 
ing he  will  get  no  thanks  but  only  ill  will,  plus  a 
frequent  reversal  of  his  judgment  by  a politician.” 

This,  the  good  doctor  adds,  is  not  imagination. 
“This  is  the  system  which  packs  English  hospitals  so 
that  dangerously  ill  persons  cannot  find  admission; 
which  overworks  doctors  so  that  they  cannot  diag- 
nose or  treat  properly.  It  is  the  system  which 
bankrupts  Australia.” 

“A  slight  foretaste  of  what  politicians  will  do  here 
is  given  in  Washington,  where  they  include  luxurious 
medical  care  at  an  Army  or  Navy  hospital  as  a per- 
quisite on  a par  with  free  haircuts  and  restaurant 
meals,  without  any  basis  in  law.  Believers  in 
socialism  should  go  the  whole  way,  as  in  England, 
for  it  is  far  simpler  to  administer  public  utilities,  coal, 
steel,  transportation,  and  other  industries  than  to 
take  over  the  intimate  relations  between  doctor  and 
patient.” — Alexander  S.  Lipsett,  in  The  Trades 
Unionist,  December  80,  1950 


FRIEDLANDER’S  BACILLUS  MENINGITIS  IN  A CASE  WITH  LIVER 
ABSCESS  AND  RECURRENT  BACTEREMIA  AND  ANALYSIS  OF 
CASES  RECEIVING  SPECIFIC  THERAPY 

Samuel  E.  Di  Figlia,  M.D.,  and  Charles  Cramer,  M.D.,  F.A.C.P.,  New  York  City 
{From  the  Medical  Service  of  Flushing  Hospital  and  Dispensary) 


THIS  is  the  third  reported  case  of  Friedlander’s 
meningitis  associated  with  a liver  abscess.1,2 
This  case  is  also  of  interest  because  a Fried- 
lander’s bacillus  bacteremia  appeared  in  two 
separate  hospital  admissions.  The  bacteremia 
of  the  first  admission  was  clinically  cured  with 
streptomycin  following  failure  of  penicillin  and 
sulfadiazine.  The  bacteremia  of  the  second 
admission  was  associated  with  meningitis.  After 
treatment  with  streptomycin  the  organisms  dis- 
appeared from  the  blood  and  spinal  fluid,  but  the 
patient  died  nevertheless,  probably  from  a kidney 
complication. 

Case  Report 

E.  P.,  a fifty-five-year-old  Negress,  a known  dia- 
j betic,  was  admitted  to  Flushing  Hospital  with  a 
chief  complaint  of  generalized  abdominal  pain  for 
one  week,  together  with  diarrhea  and  a low-grade 
fever.  On  the  morning  of  admission  the  patient 
vomited  profusely;  the  abdominal  pain  became 
severe,  and  she  was  unable  to  have  a bowel  move- 
ment. Past  history  is  significant  in  that  the 
patient  never  was  conscientious  in  her  efforts  to  con- 
( trol  the  diabetes. 

Examination  revealed  a thin  woman  in  consider- 

Iable  distress.  No  petechiae  were  noted.  There  was 
a soft  systolic  murmur  at  the  apex.  Generalized 
abdominal  tenderness  with  moderate  distention  but 
without  rigidity  was  present.  No  abdominal  masses 
or  organ  edges  were  palpable.  The  blood  pressure 
was  150/90.  The  temperature  was  100.8  F. 

On  admission  the  red  blood  cells  were  3,800,000 
with  a hemoglobin  content  of  12  Gm.  The  white 
blood  count  was  15,300  with  72  per  cent  polymorpho- 
nuclears.  The  urine  showed  a 4 plus  sugar  reaction; 
no  acetone  was  noted. 

The  patient  was  treated  conservatively  on  the 
surgical  service  for  partial  intestinal  obstruction  with 
satisfactory  results.  Because  of  persistent  fever 
ranging  between  100  and  103  F.  daily,  she  was  trans- 
ferred to  the  medical  service  ten  days  later.  Ex- 
amination revealed  a tender  liver  5 cm.  below  the 
right  costal  margin.  There  was  impaired  resonance 
at  the  right  base  posteriorly.  Moist  rales  were 
heard  over  both  bases,  more  marked  on  the  right. 
The  white  cells  had  increased  to  20,750  with  90  per 
f cent  polymorphonuclears.  Chest  x-ray  revealed  an 
elevation  of  the  right  diaphragm  and  a slight  loss  of 
: translucency  of  the  right  lower  lobe  suggesting  a 
pleuritic  reaction  with  possible  subdiaphragmatic 
pathology.  The  sixth  blood  culture,  thirty-five  days 
after  admission,  was  positive  for  Klebsiella  pneu- 
moniae. The  icterus  index  was  20.  Urine  urobilino- 


gen was  increased,  but  no  bile  was  present.  Alka- 
line phosphatase  was  7.4  Bodansky  units.  A gall- 
bladder series  revealed  a nonfunctioning  gallbladder. 

Prior  to  the  positive  blood  culture  the  patient  had 
received  penicillin,  30,000  units  every  three  hours, 
for  two  weeks  combined  with  sulfadiazine,  1 Gm. 
every  four  hours,  without  effect  on  the  temperature 
which  continued  to  fluctuate  between  100  and  103  F. 
daily.  An  occasional  chill  was  present  during  this 
period.  Within  ninety-six  hours  following  the  ad- 
ministration of  streptomycin,  0.25  Gm.  every  six 
hours,  the  temperature  dropped  to  normal,  and  there 
was  marked  clinical  improvement.  Streptomycin 
was  given  for  ten  days.  Several  subsequent  blood 
cultures  were  sterile. 

Since  the  course  of  the  illness  suggested  invasion 
by  way  of  the  gastrointestinal  tract,  an  exploratory 
laparotomy  was  performed  in  the  hope  that  the  focus 
of  infection  might  be  located  and  eradicated.  At 
operation  the  gallbladder  and  cystic  and  common 
bile  ducts  were  normal  and  free  of  stones.  The  liver 
was  pale  and  stippled.  There  were  adhesions  be- 
tween the  diaphragm  and  the  right  lobe  of  the  liver. 
The  surgeon  was  unable  to  locate  an  abscess  and  re- 
moved a piece  of  liver  for  biopsy  from  a depressed 
area  adjacent  to  the  adhesions.  The  postoperative 
course  was  uneventful,  and  the  patient  was  dis- 
charged thirteen  days  after  the  operation.  The 
biopsy  report  was  fibrosis  of  the  liver. 

Second  Admission. — After  a three-month  period 
of  relative  well-being  the  patient  developed  a sudden 
attack  of  vomiting  and  fainted.  After  she  was  re- 
vived, she  had  difficulty  in  speaking,  and  later  her 
speech  was  lost  entirely.  On  admission  she  was 
semicomatose  and  extremely  restless.  There  was 
marked  nuchal  rigidity  and  tenderness  of  the  skull. 
The  pupils  were  small,  equal,  and  did  not  react  to 
light.  There  was  rigidity  of  all  four  extremities. 
The  deep  tendon  reflexes  were  hyperactive  but 
equal.  Dullness  and  many  moist  rales  were  heard 
over  the  lower  half  of  both  lower  lobes.  The  heart 
rate  was  112.  The  abdomen  was  distended.  A 
tender  liver  extended  6 cm.  below  the  right  costal 
margin.  The  temperature  was  103.6  F. 

Examination  of  the  blood  revealed  17,000  white 
blood  cells  with  92  per  cent  polymorphonuclears  and 
3,200,000  red  blood  cells  with  10.2  Gm.  of  hemo- 
globin. Urinalysis  disclosed  2 plus  albumin,  no 
sugar  or  acetone,  5 to  10  red  blood  cells,  300  to  400 
white  blood  cells,  and  1 to  3 finely  granular  casts  per 
high  power  field.  The  nonprotein  nitrogen  was  66 
mg.  per  cent,  and  the  fasting  blood  sugar  was  200 
mg.  per  cent.  The  carbon  dioxide  combining  power 
was  46  volumes  per  cent,  and  the  icterus  index  was 
13.2. 


761 


762 


D1  F1GL1A  AND  CRAMER 


[N.  Y.  State  J.  M. 


TABLE  I. — Summary  of  Pathogenesis 
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Ransmeier  and  Major4’* 

32 

0 

7 

5 

6 

0 

1 

1 

1 

0 

11 

26 

J** 

6 

4 

5 

2 

Ghiselin  and  Robertson11 
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7 
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0 

0 

0 

0 

0 

6 

0 

1 

1 

1 

1 

Neill  and  Blechman16 

7 

0 

0 

0 

0 

0 

0 

0 

0 

7 

0 
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0 

7 

0 

Cases  not  previously 

12 

2 

2 

0 

1 

3 

1 

0 

0 

1 

2 

i 

0 

ii 

3 

3 

1 

Totals 

58 

? 

16 

5 

7 

3 

2 

1 

1 

8 

13 

33 

1 

25 

8 

9 

4 

* Two  cases  merely  mentioned  as  recovered  with  sulfadiazine  and  included. 

t Reference  numbers  are  5,  1,  2,  12,  8,  13,  16,  10,  17,  18  (two  cases),  and  the  case  here  reported. 

**  A diabetic  with  otogenous  meningitis  recovered  following  mastoidectomy  and  drainage  of  a subdural  abscess  with  no 
specific  therapy. 


Immediate  spinal  tap  revealed  a cloudy,  xantho- 
chromic fluid  under  increased  pressure  containing 
fibrin  clots  and  meshes.  The  cell  count  was  60  per 
cc.,  of  which  90  per  cent  were  polymorphonuclear 
cells.  (The  cell  count  probably  represented  a low 
value  because  of  the  fibrin  clots.)  Penicillin,  intra- 
thecally  and  intramuscularly,  was  started.  The  next 
day  the  spinal  fluid  culture  and  the  blood  culture 
were  reported  positive  for  Klebsiella  pneumoniae, 
type  A.  Therapy  was  changed  to  streptomycin  and 
sulfadiazine.  The  former  was  given  by  three  routes. 
A single  intrathecal  dose  of  125  mg.  and  1 Gm.  in 
divided  doses  both  intramuscularly  and  intraven- 
ously were  administered  daily,  a total  of  2.125  Gm. 
Eight  grams  of  sodium  sulfadiazine  were  given  intra- 
venously each  day.  Twenty-four  hours  later  the 
temperature  had  dropped  to  100.0  F. ; it  remained  at 
that  point  during  the  remainder  of  the  illness. 

Another  spinal  tap  three  days  after  admission  re- 
vealed cloudy  fluid  containing  3,070  cells  per  cc.  with 
98  per  cent  polymorphonuclears.  No  organisms 
were  present  in  the  culture.  On  the  fourth  hospital 
day  the  patient  developed  a clonic  convulsion  of  the 
left  leg  and  went  into  a deep  coma  shortly  thereafter. 
The  urinary  output  became  markedly  diminished, 
and  generalized  edema  developed.  The  nonprotein 
nitrogen  rose  to  220  mg.  per  cent  with  a creatinine  of 
5.2  mg.  per  cent.  The  carbon  dioxide  combining 
power  dropped  to  32  volumes  per  cent.  The  sulfa- 
diazine blood  level  was  20  mg.  per  cent.  No  sulfa- 
diazine crystals  were  noted  in  the  urine.  A third 
spinal  fluid  analysis  on  the  fifth  hospital  day  showed 
only  93  cells  per  cc.  of  which  75  per  cent  were  lym- 
phocytes. The  spinal  fluid  again  was  sterile.  All 
blood  cultures  after  the  second  day  were  sterile. 
The  patient  died  on  the  sixth  hospital  day. 

Autopsy. — The  autopsy  was  performed  twelve 
hours  after  death.  Only  pertinent  findings  are  re- 
corded. 

Gross  Examination. — Skull:  Reflection  of  the 

scalp  and  removal  of  the  calvarium  showed  no  evi- 


dence of  injury.  The  surface  of  the  base  of  the 
brain  was  covered  with  thick  green  pus.  On  section 
there  were  minute  abscesses  in  the  region  of  the  basal 
ganglia  on  both  sides. 

Chest:  The  lungs  weighed  1,070  Gm.  The  pleura 
was  thickened  over  the  right  lung,  and  the  right  base 
was  adherent  to  the  diaphragm.  Both  lungs  were 
purplish-red  and  rubbery.  On  section  the  paren- 
chyma was  red,  and  a marked  excess  of  fluid  exuded 
from  the  cut  surface.  There  was  no  consolidation. 

Abdominal  Cavity:  The  liver  weighed  1,800  Gm. 
There  were  numerous  adhesions  between  the  upper 
half  of  the  anterior  surface  of  the  right  lobe  and  the 
diaphragm.  In  the  middle  third  of  this  region  a 
depressed  area  in  the  surface  of  the  liver  suggesting 
fibrous  tissue  was  noted.  Section  of  the  depressed 
area  revealed  an  abscess  5 cm.  in  diameter  contain- 
ing yellowish-green  pus.  Adjacent  to  this  abscess 
two  smaller  abscesses,  also  filled  with  green  pus,  were 
found.  A small,  firm,  yellow  area,  apparently  a 
healed  abscess,  was  noted  close  to  the  abscesses. 
The  remainder  of  the  liver  showed  marked  paren- 
chymatous degeneration. 

The  kidneys  weighed  300  Gm.  and  were  equal  in 
size.  The  cut  surface  was  light  tan  with  an  orange 
tinge.  The  cortical  medullary  junction  was  dis- 
tinct. The  capsule  stripped  easily  revealing  a 
moderate  number  of  focal  soars  on  the  cortical  sur- 
face. Considerable  perinephritic  adhesions  sur- 
rounded the  right  kidney,  but  no  acute  disease  was 
noted. 

Microscopic  Examination. — Liver:  There  wa* 

marked  passive  congestion  with  scattered  foca' 
hemorrhages.  Moderate  interstitial  hepatitis  waf 
noted.  Numerous  zones  of  necrosis  were  present 
Most  intensely  affected  was  the  peripheral  portion  o 
the  section  adjacent  to  the  area  of  extensive  fibrinoui 
exudate  on  the  surface  associated  with  capsula 
fibrous  thickening.  Sections  through  the  abscesse 
revealed  considerable  necrosis  with  very  little  cellu 
lar  infiltration.  Proliferating  papillary  canalicul 
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TABLE  II. — Summary  op  Cases  with  Specific  Therapy 


Bac- 

Other 

Specific 

Therapy 

ter- 

Dia- 

Debilitating 

Author 

Pathogenesis 

Surgery 

emia 

betes 

Factors 

Result 

Primary 

Primary 

Pulaski10 

Streptomycin  and 
sulfadiazine 

Cured 

Ghiselin11 

Otogenous 

Sulfadiazine 

Mastoidectomy 

— 

+ 

Cured 

Ayvazian6 

Otogenous 

Streptomycin  and 

Mastoidectomy 

— 

+ 

Cured 

sulfadiazine 

Paine10 

Otogenous 

Streptomycin  and 

+ 

— 

Elderly 

Fatal 

sulfadiazine 

Kolmer14 

Sulfapyridine 

+ 



Fatal 

sinusitis 

Robertson7 

Sulfapyridine 



+ 

Cured 

sinusitis 

Sheridan17 

Pneumonitis 

Sulfapyridine 

Incision  and  drainage  + 

+ 

Elderly 

Fatal 

lung  abscess 

— Lung  abscess 

Sadusk1 
Our  case 

Liver  abscess 
Liver  abscess 

Streptomycin  and 
sulfadiazine 
Streptomycin  and 
sulfadiazine 

+ 

+ 

+ 

Luetic  aortitis 

Fatal 

Fatal 

Hough17 

Postabortal 

Streptomycin  and 
sulfathiazole 

+ 



Fatal 

Neill16  (7  cases) 

Penetrating 

Penicillin  and 

Treatment  of 

— 

— 

All  fatal 

central  ncr- 

sulfonamides 

wounds 

vous  system 
wounds 

Tartakoff16 

Following 

craniotomy 

Streptomycin  and 
sulfadiazine 

+ 

_ 

Meningioma 

Fatal 

Ransmeier4 

Unknown 

Sulfadiazine 

+ 

— 

Carcinoma  of 

Fatal 

Ransmeier4  (2  cases) 
N.  R.  C.18  (2  cases) 

enteritis 

prostate 

Unknown 

Streptomycin  and 
sulfadiazine 

Both  fatal 

Montes9 

Sulfapyridine 





Cured 

primary 

were  conspicuous  in  the  zone  of  maximal  hepatic 
cellular  degeneration. 

Kidneys:  Extreme  tubular  degeneration  was 

noted  throughout  both  kidneys.  Moderate  arteri- 
olonephrosclerosis  with  small  focal  scars  was  present. 
There  was  abundant  protein  precipitate  within  the 
glomerular  capsular  spaces.  The  glomeruli  were  not 
remarkable. 

Brain:  In  some  areas  there  was  evidence  of  a 
subsiding  meningitis  with  fibroblastic  proliferation 
and  mononuclear  cell  response.  However,  areas  of 
acute  meningitis  were  still  evident.  Scattered 
minute  abscesses  were  noted  in  the  brain  substance. 
Conspicuous  intravascular  leukocytes  and  perivascu- 
lar protein  precipitate  were  visualized. 

Analysis  of  Cases  in  the  Literature 

Fifty-eight  reported  cases  of  Friedlander’s 
meningitis  were  reviewed.  Thirty-three  cases 
received  no  specific  therapy  with  one  recovery.3 
Twenty-five  cases  were  treated  with  specific 
therapy,  a sulfonamide  or  streptomycin,  or  both, 
with  eight  recoveries.4-11 

The  cases  can  be  subdivided  as  to  pathogenesis 
and  response  to  therapy  into  several  groups 
(Tables  I and  II).  The  most  common  was  the 
otogenous  group  with  16  cases.  Next  in  order  of 
frequency  were  cases  following  central  nervous 
system  wounds  and  operations,  respiratory  tract 
infections,  and  cases  following  paranasal  sinusitis. 
Less  common  were  cases  associated  with  liver 
abscess,  uterine  infection,  cholecystitis,  and 


arthritis.  There  were  two  cases  classified  as  pri- 
mary meningitis  (Table  I). 

Analysis  of  the  eight  recovered  cases  revealed 
two  cured  with  sulfapyridine,  four  with  sulfa- 
diazine, and  two  with  combined  sulfadiazine  and 
streptomycin.  Breakdown  of  the  same  eight 
cases  as  to  pathogenesis  showed  that  two  were 
otogenous,  two  primary,  one  followed  paranasal 
sinusitis,  and  three  were  of  unknown  pathogene- 
sis. Both  otogenous  cases  had  a mastoidectomy. 
The  one  recovery  without  specific  therapy  was  an 
otogenous  case  that  recovered  following  mas- 
toidectomy and  drainage  of  a subdural  abscess. 

There  were  nine  cases  listed  as  diabetics,  an 
incidence  of  16  per  cent  (Table  I).  Five  received 
specific  therapy  with  three  recoveries  (Table  II). 
The  two  fatalities  occurred  in  cases  with  bac- 
teremia. One  of  the  fatalities  had  a lung  abscess, 
the  other,  our  case,  a liver  abscess.12  It  does  not 
appear  that  diabetes  per  se  was  the  deciding  factor 
in  the  outcome.  Also  interesting  is  the  fact  that 
the  only  recovery  in  the  nonspecifically  treated 
group  was  in  a diabetic.3 

Other  debilitating  conditions  have  been  re- 
ported as  being  coexistent.  These  include  cirrho- 
sis of  the  liver,  malignancies,  alcoholism,  congeni- 
tal and  acquired  syphilis,  prematurity,  intra- 
cranial hemorrhages,  and  senility.4,19  The  sugges- 
tion has  already  been  made  that  diabetes  and 
other  debilitating  factors  predispose  in  some  way 
to  the  development  of  Friedlander’s  infections.4,11 
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Over  one  third  of  the  cases  receiving  specific 
therapy  had  diabetes  or  other  debilitating  condi- 
tion present. 

Table  II  shows  that  only  two  factors  favorably 
influenced  the  response  to  specific  therapy. 
These  were  the  absence  of  bacteremia  and  in  the 
otogenous  cases  the  use  of  surgery.  In  the  non- 
bacteremic  cases  the  organism  presumably  reaches 
the  meninges  through  local  channels  from  adja- 
cent infection  in  the  ears,  nasopharynx,  and  para- 
nasal sinuses.  There  is  no  invasion  of  the 
general  circulation,  and  the  process  remains 
localized  in  the  meninges.  The  response  to 
specific  therapy  is  good  in  these  cases.  In 
meningitis  following  infections  in  distant  organs, 
the  bacilli  must  invade  the  general  circulation  to 
reach  the  meninges  and  in  so  doing  infect  other 
areas  as  well.  The  response  is  poor  in  the  bac- 
teremic  cases  because  of  the  widespread  nature  of 
the  disease  process.  The  benefit  of  surgery  in  the 
otogenous  cases  is  in  the  removal  of  the  focus  of 
infection  before  bacteremia  can  occur  and  thereby 
prevent  further  spread  of  the  infection  to  other 
parts.  Whether  surgery  would  be  of  benefit  in 
the  bacteremic  group  with  suppurative  lesions  in 
other  organs  is  speculative.  The  only  case  with 
bacteremia  reported  to  have  had  surgery  in  addi- 
tion to  specific  therapy  failed  to  respond.12 

From  the  results  so  far  this  group  presents  a 
hopeless  prognosis.  An  attempt  to  prevent 
meningitis  in  cases  with  Friedlander’s  bacteremia 
is  worthwhile.  The  focus  should  be  energeti- 
cally sought  for  and,  if  amenable  to  surgery, 
should  be  adequately  treated.  Specific  therapy 
should  be  used  as  an  adjunct  to  surgery,  and  any 
debilitating  condition  should  be  treated. 

Comment 

It  seems  reasonable  to  assume  in  our  case  that 
the  sequence  of  diarrhea,  low-grade  fever,  the 
picture  of  partial  intestinal  obstruction,  and 
finally  hepatitis  in  the  first  admission  indicated  an 
enteric  infection.  Subsequent  spread  through 
the  portal  system  to  the  liver  with  the  develop- 
ment of  a liver  abscess  is  feasible.  The  fact  that 
the  autopsy  did  not  reveal  any  evidence  of  active 
infection  in  the  gastrointestinal  tract  does  not 
militate  against  this  explanation  since  healing  of 
the  primary  focus  would  be  the  usual  course. 

The  bacteremia  of  the  first  admission  dis- 
covered after  several  sterile  blood  cultures  prob- 
ably coincided  with  the  development  of  the  liver 
abscess  and  in  all  likelihood  was  secondary  to  it. 
Streptomycin  sterilized  the  blood  stream  and 
probably  caused  regression  of  but  did  not  heal  the 
liver  abscess.  Since  abscesses  of  various  ages 
were  present  in  the  liver  at  autopsy,  we  feel  that 
the  .abscess,  was  present  but  overlooked  at  the 


time  of  the  exploratory  laparotomy.  It  was 
unfortunate  that  this  opportunity  to  drain  the 
abscess  was  missed  since  drainage  probably  would 
have  removed  the  focus  from  which  the  meningi- 
tis and  second  episode  of  bacteremia  developed. 

W e have  presented  evidence  that  the  Friedlander 
bacillus  is  susceptible  to  streptomycin.  The 
administration  of  both  penicillin  and  sulfadiazine 
for  longer  than  seven  days  had  no  effect  on  the 
first  bout  of  bacteremia,  wdiereas  the  use  of 
streptomycin  was  followed  in  a short  time  by  re- 
turn of  temperature  to  normal  and  sterile  blood 
cultures.  Again  during  the  second  admission  the 
effectiveness  of  streptomycin  was  demonstrated. 
Following  the  use  of  streptomycin,  the  tempera- 
ture dropped  quickly,  the  blood  cultures  became 
sterile,  the  spinal  fluid  cell  count  dropped  mark- 
edly to  93  wdth  a change  to  75  per  cent  lympho- 
cytes, and  the  spinal  fluid  cultures  became  sterile 
In  addition  there  was  histologic  evidence  of  heal- 
ing in  the  meninges  even  though  the  patient  sur- 
vived only  six  days. 

While  it  cannot  be  stated  that  the  meningitis 
did  not  play  a major  part  in  the  patient’s  death, 
it  would  appear  that  the  cause  of  death  was  renal 
failure.  In  view  of  the  favorable  course  of  the 
infection  as  discussed  above,  the  oliguria,  the 
rising  nonprotein  nitrogen  (to  220  mg.),  and  the 
extreme  tubular  degeneration  in  both  kidneys  wdth 
normal  glomeruli,  a lower  nephron  syndrome  was 
the  most  logical  cause  of  death.  In  the  past  year 
we  have  seen  a similar  occurrence  in  a sixfy-five- 
year-old  male  diabetic  with  septicemia  who  de- 
veloped oliguria  and  died  from  uremia  with  a 
nonprotein  nitrogen  of  200  mg.  per  cent,  although 
the  infection  had  responded  satisfactorily  to 
penicillin.  A recent  review  by  Burch  and  Ray 
stresses  the  protean  etiologic  factors  involved  in 
the  lower  nephron  syndrome.20  Lucke  has  re- 
ported instances  of  lower  nephron  nephrosis  due 
to  sulfonamide  intoxication  in  cases  of  meningitis.21 
Our  case  received  sulfadiazine,  but  no  evidence  of 
toxicity  from  the  drug  was  noted.  Whether  or 
not  diabetes  predisposes  the  kidney  to  damage  is 
still  open  to  question.  In  a recent  report  on 
necrosis  of  renal  papillae  Robbins  and  Angrist 
found  eight  diabetics  out  of  14  cases,  and  it  is 
their  belief  that  the  diabetic  state  in  some  fashion 
plays  an  important  role  in  the  pathogenesis  of  this 
lesion.22 

Summary 

1.  A case  of  Friedlander’s  meningitis  with 
liver  abscess  and  recurrent  bacteremia  is  pre- 
sented with  autopsy  findings. 

2.  Reported  cases  in  the  literature  receiving 
specific  therapy  were  analyzed.  Regardless  of  th< 
specific  agent  used,  the  absence  of  bacteremu 
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and  the  use  of  surgery  in  the  otogenous  group 
were  the  only  two  factors  found  which  favorably 
influenced  the  outcome. 

3.  It  is  speculated  that  the  use  of  surgery 
combined  with  streptomycin  in  cases  secondary 
to  purulent  infections  in  other  organs  will  improve 
results. 
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PROTECTING  THE  COMMUNITY 

Protecting  the  community  from  tuberculosis  by 
safeguarding  the  health  of  personnel  in  general  hos- 
pitals was  the  theme  of  the  Tuberculosis  Sanatorium 
Conference  of  Metropolitan  New  York  held  Febru- 
ary 20  at  the  Hotel  Statler,  New  York  City. 

Dr.  E.  T.  Blomquist,  senior  surgeon  and  assistant 
chief,  division  of  chronic  disease  and  tuberculosis, 
United  States  Public  Health  Service,  stated  that 
tuberculosis  case  finding  in  a general  hospital  has 
long  been  promoted  as  a part  of  the  larger  case  find- 
ing effort  of  the  locality  in  which  the  hospital  is 
located.  According  to  f)r.  Blomquist,  this  program 
should  also  include  consideration  for  general  living 
and  working  conditions  for  all  staff  members. 

Dr.  Gordon  M.  Meade,  medical  director  of  Tru- 
deau Sanatorium,  in  discussing  the  high  incidence  of 
tuberculosis  in  physicians  and  medical  students, 
stated  that  there  is  a significant  amount  of  unrecog- 
nized and  undiagnosed  tuberculosis  in  patients  ad- 
mitted to  general  hospitals  and  clinics  for  other  condi- 
tions. In  outlining  a program  for  reducing  the 
incidence  of  TB  among  medical  students,  Dr.  Meade 
added  that  the  routine  admission  x-rays  on  all 
patients  now  being  rapidly  adopted  will  cut  down 
considerably  the  risk  from  unknown  exposure.  In 
so  far  as  infection  from  known  tuberculosis  patient 
to  doctor  is  concerned,  Dr.  Meade  stated  that  if 
both  patient  and  doctor  are  educated  to  the  possi- 


bilities and  use  preventive  technics  the  risk  of  infec- 
tion is  small. 

Dr.  Kirby  S.  Howlett,  Jr.,  associate  clinical  pro- 
fessor of  medicine  at  Yale  School  of  Medicine,  made 
a plea  for  a broader  education  of  the  entire  com- 
munity regarding  all  aspects  of  tuberculosis.  He 
stated  that  while  there  is  a mass  of  evidence  indicat- 
ing that  caring  for  tuberculous  patients  does  involve 
some  hazard,  many  experiences  (both  at  Yale  School 
and  New  Haven  Hospital)  point  to  this  risk  being 
exaggerated  in  the  minds  of  physicians,  medical 
students,  and  nurses. 

Miss  Katherine  G.  Amberson,  R.N.,  consultant, 
Joint  Tuberculosis  Nursing  Advisory  Board,  in  dis- 
cussing the  nurse  and  tuberculosis,  stated,  “We 
know  that  nurses  are  exposed  to  known  and  unknown 
cases  of  tuberculosis  and  that  in  the  course  of  their 
work  this  exposure  is  apt  to  be  more  frequent  and 
intimate  than  that  of  the  public  at  large.”  In  speak- 
ing of  the  nursing  shortage  in  tuberculosis  hospitals 
Miss  Amberson  added  that  “the  periodic  startling 
news  headlines  and  other  reports  on  conditions  in 
local  hospitals  lead  us  to  believe  other  factors  may  be 
equally  if  not  more  responsible  for  tuberculosis  serv- 
ices having  less  than  their  share  of  available  nurse 
power.  As  yet  neither  have  stirred  us  to  effective 
action  concerning  the  tuberculosis  nursing  situation 
here.” 


A SIMPLIFIED  TECHNIC  AND  GUIDE  FOR  THE  INTERNAL 
FIXATION  OF  FRACTURES  ABOUT  THE  NECK  OF  THE  FEMUR 

Thomas  J.  O'Kane,  M.D.,  F.A.C.S.,  and  Julius  J.  Leichtling,  M.D.,  New  York  City 
( From  the  Skeletal  Surgery  Service  of  Morrisania  City  Hospital ) 


OPERATIVE  methods  of  internal  fixation 
for  fractures  about  the  neck  of  the  femur 
stem  from  the  pioneering  work  of  Smith-Peter- 
sen.  The  kinds  of  nails  used,  the  number  of 
nails,  and  the  operative  details  vary.  It  is 
generally  agreed  that  internal  fixation  of  these 
fractures  is  superior  to  external  immobilization 
methods.  The  torment  of  body  casts  and  special 
braces  is  eliminated,  and  the  mortality  is  lower. 
On  the  other  hand,  the  improper  positioning  of 
nails,  lag  screws,  or  multiple  pins  is  frequently 
followed  by  a chain  of  events  leading  to  disaster. 
The  fragments  are  not  properly  immobilized; 
aseptic  necrosis  may  be  initiated  by  repeated 
surgery  and  impairment  of  blood  supply,  and 
the  demands  made  on  the  organism  by  a second 
operation  may  be  overwhelming. 

These  are  essentially  fractures  of  old  age,  and 
it  behooves  us  to  spare  these  older  people  as 
much  operative  and  anesthetic  risk  as  possible — 
hence,  the  extreme  importance  of  rapid  and  ac- 
curate surgery  with  emphasis  on  accuracy. 
There  are  some  surgeons  who  may  get  good  re- 
sults with  the  so-called  “blind”  hip  pinning 
where  the  fingers  and  a good  imagination  are  the 
only  guides.  The  average  surgeon  does  better 
with  some  guide  to  reveal  the  angles  which  the 
neck  of  the  femur  makes  with  the  shaft  and  with 
the  horizontal  plane  (angle  of  declination). 

The  prime  requisite  in  any  nailing  is  a good 
reduction  of  the  fracture.  This  cannot  be  em- 
phasized too  strongly.  It  is  a fatal  error  to 
accept  anything  short  of  a satisfactory  reduction 
as  shown  on  both  anteroposterior  and  lateral 
roentgenograms.  What  may  appear  to  be  ex- 
cellent position  on  anteroposterior  view  may  be 
grossly  misaligned  on  the  lateral  view.  The 
nailing  of  a fracture  which  is  only  partially 
aligned  invites  rotation  of  the  head  of  the  femur 
as  the  nail  is  driven  in.  This  then  requires 
withdrawal  of  the  nail,  repetition  of  reduction, 
and  reinsertion  of  the  nail,  thus  prolonging  the 
anesthesia  one  to  one  and  one-half  hours  or 
longer. 

For  the  past  three  years,  since  January,  1947, 
the  following  preoperative  and  operative  routine 
has  been  used  in  hip  nailings  on  the  skeletal 
surgery  service  of  the  Morrisania  City  Hospital. 
In  this  period  of  time  more  than  150  hip  nailings 
were  performed,  and  the  method  has  met  with 
good  success  in  the  hands  of  visiting  and  resident 
staff. 


Usually  after  twenty-four  hours  of  Russel  skin 
or  skeletal  traction,  fractures  of  the  neck  and 
intertrochanteric  fractures  are  reduced.  They 
are  nailed  twenty-four  to  ninety-six  hours  after 
admission  to  the  hospital.  This  waiting  period 
gives  time  for  preoperative  investigation  and 
treatment  of  associated  cardiac,  diabetic,  or 
urologic  disease.  Immediate  nailing  as  an 
emergency  procedure  precludes  such  preopera- 
tive care  and  pr  longs  the  anesthesia  because  of 
the  time  required  for  manipulative  reduction 
and  x-ray  checkup.  We  usually  use  skeletal 
traction  with  a Kirschner  wire  through  the  os 
calcis  because  it  is  more  predictable  and  the 
common  breakdown  seen  with  moleskin  on  the 
skin  of  elderly  patients  is  avoided. 

One-half  hour  before  operation  the  traction  is 
dismantled,  and  the  foot  of  the  opposite  ex- 
tremity is  strapped  over  the  inverted  foot  of  the 
fractured  limb  with  adhesive.  The  knees  are 
also  strapped  together.  The  patient  is  trans- 
ported to  the  operating  room  on  a wood  board 
under  which  are  narrow  wood  cross  bars  so  that, 
when  the  board  is  placed  on  the  operating  table, 
there  is  space  between  the  bam  allowing  for  the 
insertion  of  the  x-ray  cassette. 

A Michel  clip  is  placed  in  the  inguinal  crease 
at  the  point  where  the  femoral  arterial  pulsation 
is  felt.  Two  additional  clips  are  placed  1 inch 
to  either  side  of  the  first  clip.  As  will  be  shown, 
these  act  as  guides  during  the  operation.  The 
pain,  if  any,  incident  to  the  application  of  the 
skin  clips,  is  minimized  by  the  preanesthetic 
sedation.  The  adhesive  strapping  around  feet 
and  knees  is  removed.  The  fractured  extremity 
is  held  at  the  foot,  keeping  the  hip  in  15  degrees 
abduction  and  the  knee  in  extension  with  enough 
inversion  of  the  leg  to  have  the  patella  face  the 
ceiling.  This  position  must  be  maintained 
either  by  an  assistant  or  by  an  attachment  of  a 
fracture  table  until  the  nailing  is  complete. 
Preoperative  anteroposterior  and  lateral  x-rays 
are  taken.  This  assures  that  the  reduction  has 
been  maintained;  it  permits  measurement  of 
the  head  and  neck  to  determine  the  size  nail  to 
be  used;  it  aids  in  the  guidance  of  the  nail  to- 
ward the  center  of  the  head  of  the  femur  by 
showing  the  relative  positions  of  the  skin  clips  to 
the  center  of  the  head. 

The  anesthetic  is  given  and  the  surgery  begun 
if  the  reduction  is  satisfactory.  If  the  fracture 
is  not  reduced,  a Leadbetter  or  other  suitable 
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Fig.  1.  Anteroposterior  view  of  fracture  of  the 
neck  of  the  femur.  Three  skin  clips  are  in  place. 
The  head  of  the  femur  lies  between  the  two  lateral 
skin  clips.  The  metallic  nail  driven  in  parallel  to 
the  Steinman  pin  is  superimposed  with  the  pin, 
and  both  are  centered  in  the  neck  of  the  femur. 
Both  nail  and  pin  are  directed  at  a point  which  lies 
equidistant  from  the  two  lateral  skin  clips. 

manipulative  reduction  is  done.  Another  x-ray 
is  required  to  be  sure  of  reduction.  A skin  in- 
cision, 6 inches  long,  is  made  over  the  lateral  as- 
pect of  the  thigh  starting  over  the  distal  half  of 
the  greater  trochanter.  The  fascia  lata  and 
vastus  lateralis  are  incised  down  to  bone.  A hot 
lap  pad  inserted  into  the  wound  is  usually  suffi- 
ciently hemostatic  without  the  necessity  of 
ligating  any  vessels.  A drill  hole  is  made  in  the 
shaft  of  the  proximal  femur  1 inch  below  the 
lowest  point  of  the  greater  trochanter.  This 
inch  must  be  measured  accurately  with  a ruler 
or  caliper.  The  lower  border  of  the  neck  of  the 
femur  is  easily  felt  with  the  index  finger.  A 
Steinman  pin  is  inserted  along  the  center  of  the 
anterior  surface  of  the  neck  of  the  femur  starting 
at  the  level  of  the  drill  hole  previously  made. 
The  bone  of  the  neck  of  the  femur  should  be  felt 
with  the  Steinman  pin  all  along  the  way  from 
the  beginning  of  insertion  anterior  to  the  shaft 
until  the  point  is  felt  digging  into  the  head  of  the 
femur.  A few  taps  with  the  mallet  fixes  the  pin 
in  this  position.  The  skin  clips  superimposed  on 
the  x-ray  also  guide  the  insertion  of  the  Steinman 
pin  toward  the  center  of  the  head  (Fig.  1). 
If  one  leads  with  the  blunt  end  of  the  Steinman 
pin  and  hugs  bone  all  the  way,  there  is  no  danger 


Fig.  2.  Lateral  views  of  fracture  of  the  neck  of 
the  femur,  taken  as  a checkup  x-ray  during  operation 
for  nail  fixation  of  the  fracture.  Note  that  the  nail 
is  partially  driven  into  the  neck  of  the  femur  par- 
allel to  the  Steinman  pin.  The  Steinman  pin, 
previously  placed  on  the  anterior  surface  of  the 
neck  of  the  femur,  is  parallel  to  the  neck  and  can 
thus  act  as  a guide  for  the  nail. 


of  injury  to  vessels  or  other  soft  tissue.  The 
first  bony  resistance  met  is  the  head  of  the  fe- 
mur, and  no  further  insertion  is  continued.  If 
the  Steinman  pin  is  pushed  in  further,  it  will 
ride  over  the  head  and  no  longer  be  parallel  to 
the  neck. 

The  metallic  nail  is  partially  driven  into  the 
neck  of  the  femur  starting  at  the  drill  hole  in  the 
shaft.  The  nail  is  kept  parallel  to  the  Steinman 
pin  at  all  times  in  both  anteroposterior  and 
lateral  planes,  and  if  it  has  been  started  cor- 
rectly, equidistant  from  the  anterior  and  pos- 
terior surfaces  of  the  shaft,  it  must  go  through 
the  center  of  the  neck  and  head.  The  skin 
clips  also  act  as  a guide  for  the  proper  direction 
of  the  nail.  If  the  head  of  the  femur  is  between 
the  two  lateral  skin  clips  on  the  anteroposterior 
x-ray  view,  then  the  nail  is  aimed  at  a point  be- 
tween these  two  clips  (Fig.  1).  Of  the  two 
guides  mentioned,  the  Steinman  pin  is  the  more 
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Fig.  3.  (A)  The  Steinman  pin  had  been  placed 
below  the  central  axis  of  the  neck  of  the  femur.  As 
a result,  the  metallic  nail  is  likewise  improperly 
placed  because  it  was  driven  in  parallel  to  the 
poorly  placed  Steinman  pin. 

(B)  Intertrochanteric  fracture  of  the  neck  of  the 
femur.  The  Steinman  pin  has  been  correctly  cen- 
tered over  the  anterior  surface  of  the  neck  of  the 
femur.  The  metallic  nail,  however,  is  not  posi- 
tioned properly  because  it  was  not  driven  in  parallel 
to  the  properly  placed  Steinman  pin. 


constant.  If  the  nail  is  kept  parallel  to  the 
pin  in  all  directions,  it  will  invariably  be  in  good 
position  in  both  x-ray  views  (Fig.  2).  The 
anteroposterior  view  may  show  the  nail  a little 
higher  or  lower  than  center  depending  on  the 
original  placement  of  the  Steinman  pin.  An 
interval  x-ray  is  taken  to  check  the  position  of 
the  nail,  and  if  it  is  satisfactory,  the  nail  is  driven 
all  the  way  in  and  the  wound  closed.  If,  per- 
chance, an  adjustment  must  be  made,  the  Stein- 
man pin  will  still  be  valuable  as  a landmark  for 
this  adjustment.  Usually  only  one  x-ray  will  be 
required  as  a check  during  the  period  of  an- 
esthesia. The  actual  surgery  takes  little  time 


compared  with  the  time  consumed  in  taking 
and  developing  the  x-ray  plates,  and  this  method 
reduces  the  number  of  x-rays  required  to  a 
minimum. 

The  two  errors  of  this  procedure  are  the  im- 
proper placement  of  the  Steinman  pin  and  the 
failure  to  drive  the  nail  parallel  to  a properly 
placed  Steinman  pin  (Figs.  3A  and  3B). 

The  insertion  of  the  Steinman  pin  along  the 
neck  of  the  femur  may  feel  strange  when  it  is 
done  for  the  first  time,  but  after  that  it  is  very 
simply  and  rapidly  performed.  It  usually  takes 
ten  minutes  or  less  from  skin  incision  to  the 
interval  x-ray  for  position  of  the  partially  driven 
in  nail.  An  alternative  routine,  but  one  re- 
quiring two  x-rays  during  the  anesthesia,  is  to 
position  the  Steinman  pin,  x-ray  check  for  ac- 
curacy, partially  drive  in  the  nail,  and  repeat 
x-rays  for  determining  the  position  of  the  nail. 
Final  x-rays  taken  after  the  nail  is  completely 
driven  in  need  not  be  taken  while  the  patient  is 
under  anesthesia.  If  the  partially  driven  in 
nail  is  going  in  the  right  direction,  it  will  con- 
tinue to  go  in  that  same  direction  unless  it  is 
struck  from  the  side  rather  than  on  its  head. 
The  method  is  simple,  requires  no  complicated 
gadgets,  and  only  calls  for  a moderate  amount 
of  skill  in  being  able  to  drive  a nail  as  nearly 
parallel  as  possible  to  a Steinman  pin. 

Summary 

An  outline  for  the  internal  fixation  of  fractures 
about  the  neck  of  the  femur  is  presented.  Pre- 
operative preparation  and  operative  procedure  is 
given.  The  use  of  a Steinman  pin  placed  along 
the  anterior  surface  of  the  neck  of  the  femur  is 
described  as  a guide  for  the  accurate  positioning 
of  a metallic  nail. 


THE  APRIL  1 ISSUE  OF  THE  JOURNAL  WILL  CONTAIN  AN- 
NUAL REPORTS  AND  A COMPLETE  PROGRAM  FOR  THE  1951 
ANNUAL  MEETING,  TO  BE  HELD  APRIL  30  TO  MAY  4 AT 
THE  HOTEL  STATLER,  BUFFALO.  READ  THE  ISSUE  CAREFULLY 
AND  PLAN  TO  ATTEND  THE  MEETING. 


SICKLE  CELL  ANEMIA  IN  PREGNANCY 

Marvin  Seife,  M.D.,  and  Carl  Reich,  M.D.,  New  York  City 
( From  the  First  Medical  Division,  New  York  City  Hospital,  Welfare  Island ) 


RECENT  articles  have  shown  the  relative 
infrequency  of  pregnant  females  having 
sickle  cell  anemia.  A total  of  38  such  cases 
have  been  reported  in  the  literature  to  date,  two 
of  which  were  without  clinical  description.1-20 
This  paper  discusses  in  detail  another  case  which 
was  followed  carefully  plus  six  brief  r&um&s  of 
cases  culled  from  the  hospital  records. 

Case  Reports 

Case  1. — M.  H.  first  came  under  observation  at 
the  New  York  City  Hospital  on  April  20,  1948,  at 
the  age  of  seventeen.  The  history  revealed  that 
since  the  age  of  three  she  had  had  migratory  joint 
pains  which  first  occurred  every  week  and  recently 
about  once  monthly.  At  the  age  of  fourteen,  sickle 
cell  anemia  was  diagnosed,  and  since  that  time  she 
had  received  five  blood  transfusions.  One  of  her 
brothers  was  also  found  to  have  the  disease.  At' 
the  age  of  sixteen  she  developed  a right  pretibial 
ulceration  which  took  seven  months  to  heal.  Her 
first  admission  to  this  hospital  was  marked  by 
pains  in  the  elbows,  wrists,  knees,  ankles,  and  back 
of  two  weeks  duration.  She  was  seven  months 
pregnant  at  this  time.  The  erythrocyte  count  was 
1,/ 00,000,  hemoglobin  7.0  Gm.,  and  leukocyte  count 
26,150.  The  erythrocytes  sickled  almost  imme- 
diately as  seen  on  the  wet  drop  preparation,  and 
the  differential  smear  revealed  numerous  normo- 
blasts, as  well  as  70  per  cent  polymorphonuclear 
:ells,  23  per  cent  lymphocytes,  3 per  cent  eosino- 
phils, 2 per  cent  monocytes,  and  2 per  cent  baso- 
phils. Soon  after  admission,  900  cc.  of  whole  blood 
vvere  given  intravenously  with  a resultant  rise  in 
.he  hemoglobin  to  8.0  Gm.  and  erythrocyte  count 
•'O  2,310,000.  Further  laboratory  findings  revealed 
i negative  Mazzini,  an  icterus  index  of  15.0  units, 
i prothrombin  time  of  14.7  seconds  (normal  ten  to 
;hirteen  seconds),  a bleeding  time  of  two  minutes, 
md  a clotting  time  of  three  and  one-half  minutes 
capillary  method).  X-rays  of  the  skull  and  long 
)ones  revealed  no  lesions. 

Because  of  the  persistent  joint  pains  and  the 
narked  anemia  the  patient  remained  in  the  hospital 
mtil  term.  Two  bouts  of  epistaxis  occurred  during 
his  period.  Following  a third  transfusion  of  500  cc. 
he  hemoglobin  was  8.5  Gm.,  erythrocytes  2,870,000, 
;Qd  leukocytes  14,350.  On  the  forty-fifth  hospital 
lay  an  elective,  low-flap  cesarean  section  was  done, 
he  patient  received  1,000  cc.  of  whole  blood  intra- 
enously  and  withstood  the  procedure  well.  The 
! rythrocyte  count  thereafter  was  2,860,000  and  the 
hemoglobin  9.4  Gm.  A normal  male  weighing  5 
ounds  was  delivered.  The  infant  had  a normal 
emogram,  and  no  sickling  could  be  demonstrated 
t that  time.  The  patient’s  postoperative  course 
ras  uneventful,  and  she  was  discharged  to  the  clinic. 


The  patient  was  next  seen  six  and  one-half  months 
later  (January  3,  1949),  again  because  of  upper  and 
lower  extremity  joint  pain  of  twenty-four  hours 
duration.  Her  hemoglobin  was  9.0  Gm.  and  tem- 
perature 101  F.  Following  a blood  transfusion  of 
500  cc.  the  pains  slowly  subsided,  and  the  patient 
was  discharged  on  the  seventh  hospital  day. 

Thereafter,  she  was  admitted  on  April  30,  August 
7,  and  October  13,  1949,  because  of  similar  com- 
plaints of  joint  pain  and  fever.  Her  hemoglobin  on 
each  occasion  was  about  8.0  Gm.,  and  the  erythro- 
cyte count  ranged  from  2,500,000  to  3,000,000.  The 
symptoms  subsided  on  each  occasion  following  the 
transfusion  of  1,000  cc.  of  blood. 

The  patient  was  readmitted  for  the  sixth  time  on 
February  14,  1950,  again  in  crisis.  The  hemoglobin 
was  8.0  Gm.,  red  blood  count  2,700,000,  and  hemato- 
crit 25  mm.  One  thousand  cubic  centimeters  of 
whole  blood  were  given  with  relief  of  the  joint  pains 
following;  however,  nausea  and  occasional  bouts  of 
vomiting  persisted. 

Her  seventh  admission  occurred  nineteen  days 
later  (March  13,  1950)  because  of  severe  joint  pains. 
The  temperature  was  100.4  F.  and  hemoglobin  8.0 
Gm.  Again  a blood  transfusion  of  1,000  cc.  was 
given  initially  with  ensuing  relief.  A Friedman  test 
for  pregnancy  was  found  to  be  positive.  Her  last 
menstrual  period  was  ten  weeks  prior  to  admission. 
The  hemoglobin  on  the  fourteenth  hospital  day  was 
10.5  Gm.,  red  blood  count  3,490,000,  hematocrit 
32  mm.,  leukocytes  15,000,  platelets  628,000,  and 
reticulocytes  2 per  cent.  X-ray  of  the  long  bones, 
spine,  and  skull  showed  a biconcave  deformity  of 
the  epiphyseal  plates  of  the  lumbar  and  dorsal 
spine.  Because  of  two  crises  occurring  within  one 
month  and  the  fact  that  most  men  agree  that 
pregnancy  has  an  unfavorable  effect  on  the  course 
of  the  disease,  a cesarean  section  for  therapeutic 
abortion  plus  tubal  ligation  was  done.  Pathology 
of  the  fetus  and  placenta  were  normal.  The  patient 
received  an  additional  1,500  cc.  of  blood  with  a rise 
in  the  hemoglobin  to  13.0  Gm.  and  erythrocytes  to 
4,460,000.  She  was  discharged  on  the  seventh 
postoperative  day. 

Case  2. — P.  C.,  a twenty-nine-year-old  Negro 
female,  was  admitted  on  October  1,  1946,  because 
of  weakness,  weight  loss,  and  anorexia.  The  history 
revealed  frequent  bouts  of  joint  pains  since  the  age 
of  three.  At  the  age  of  eighteen,  she  had  a normal 
pregnancy  terminating  in  a forceps  delivery.  The 
infant  died  shortly  thereafter.  A spontaneous 
abortion  occurred  at  three  months,  three  years  later. 
She  was  told  that  she  had  sickle  cell  anemia  at 
another  hospital  six  months  prior  to  her  present 
admission.  Examination  revealed  moderate  hepato- 
megaly and  splenomegaly  plus  a right  pretibial  scar. 
Marked  sickling  of  the  erythrocytes  was  seen,  and 
the  red  blood  count  initially  was  2,980,000  and 
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hemoglobin  9.5  Gm.  Further  workup  was  non- 
contributory. She  improved  clinically  on  suppor- 
tive measures  and  was  discharged. 

Case  S. — A.  J.,  a twenty-four-year-old  Negress, 
entered  on  April  2,  1947,  because  of  diffuse  joint 
pains  and  abdominal  cramps  of  three  days  duration. 
These  had  occurred  intermittently  since  childhood. 
She  had  received  seven  blood  transfusions  in  recent 
years  because  of  the  accompanying  anemia.  The 
patient  was  gravida  1,  Para  1,  having  had  no  diffi- 
culty with  delivery.  Examination  revealed  limited 
joint  motion  and  a loud  apical  systolic  murmur. 
The  total  erythrocyte  count  was  2,460,000  with 
definite  sickling  of  the  erythrocytes  being  seen. 
The  pain  and  low-grade  fever  subsided  spontane- 
ously after  several  days. 

Case  1+. — R.  A.  L.,  a twenty- five-year-old,  gravida 
3,  Para  1,  abortus  2 Negress,  entered  on  November 
22,  1947,  because  of  abdominal  pain.  The  history 
revealed  a spontaneous  abortion  at  home  four 
months  prior  to  admission  when  she  was  eight  to 
ten  weeks  gravid.  No  positive  history  of  sickle  cell 
anemia  was  obtained.  Examination  revealed 
markedly  icteric  sclerae,  pretibial  scars,  and  third 
degree  retroversion  of  the  uterus.  The  hemoglobin 
was  7.5  Gm.  and  the  red  blood  count  1,940,000  on 
admission.  Definite  sickling  of  the  erythrocytes  was 
seen.  The  pain  subsided  slowly,  and  on  ferrous 
sulfate  the  hemoglobin  rose  to  9.0  Gm.  and  the  red 
blood  count  to  2,930,000.  X-rays  of  the  skull, 
chest,  and  hands  were  normal. 

Case  5. — M.  R.,  a twenty-six-year-old  Negress, 
was  first  seen  on  January  23,  1948,  because  of  pains 
in  the  knees,  ankles,  and  right  elbow  of  twelve  hours 
duration.  She  had  had  similar  pains  since  the  age 
of  eight,  when  sickle  cell  anemia  was  first  discovered. 
In  1947,  she  had  received  a total  of  six  blood  trans- 
fusions at  another  hospital  where  she  entered  in 
crisis.  Examination  revealed  a harsh  systolic 
murmur  at  the  apex.  There  were  11.0  Gm.  of 
hemoglobin,  3,580,000  red  blood  cells,  and  a positive 
sickling  preparation.  The  fever  and  joint  pains  sub- 
sided slowly,  and  the  patient  was  discharged  to  the 
clinic.  She  was  admitted  for  the  second  time  on 
July  15,  1949,  because  of  generalized  weakness  and 
pregnancy  of  six  and  one-half  months  duration. 
Her  hemoglobin  was  6.25  Gm.  and  red  blood  count 

1.650.000.  A total  of  1,750  cc.  of  whole  blood  was 
given  within  a three-day  period  with  marked  im- 
provement. Before  discharge  to  the  clinic  her 
hemoglobin  was  10.0  Gm.  and  red  blood  count 

3.350.000.  The  fetus  remained  viable. 

Case  6. — I.  M.,  a thirty-two-year-old  Negress, 
entered  on  April  1,  1949,  because  of  leg  ulcers. 
The  history  revealed  a positive  serology  in  1936  at 
which  time  the  patient  was  given  a two-year  course 
of  antiluetic  therapy.  Six  months  after  the  start  of 
treatment,  she  developed  pustulonodular  lesions  of 
the  lower  extremities  which  frequently  ulcerated. 
Remissions  and  exacerbations  of  these  lesions  fol- 
lowed up  to  the  time  of  admission.  The  patient 
was  gravida  1,  Para  1,  her  fifteen-year-old  son  having 
pulmonary  tuberculosis.  In  1946,  another  three 


months  of  antiluetic  therapy  was  given.  The 
hemoglobin  on  admission  here  was  7.5  Gm.  A 
biopsy  of  a section  of  one  of  the  lesions  revealed  a 
nonspecific  granulomatous  lesion.  A sickle  cell 
preparation  revealed  70  to  90  per  cent  sickling  in 
twenty-four  hours.  The  ulcers  healed  on  local 
therapy  and  bed  rest.  X-rays  of  the  skull,  long 
bones,  hands,  and  feet  were  normal.  Blood  studies 
at  the  end  of  three  weeks  revealed  an  erythrocyte 
count  of  3,500,000,  hemoglobin  of  9.0  Gm.,  and 
hematocrit  of  39  mm. 

Case  7. — M.  G.,  a thirty-two-year-old  Negress, 
was  first  seen  January  15,  1944,  because  of  ab- 
dominal pain  and  weight  loss.  She  was  gravida  1, 
Para  1,  and  was  quite  upset  over  the  recent  death 
of  her  three-year-old  son  from  tuberculous  menin- 
gitis. The  pregnancy,  delivery,  and  postpartum 
course  had  been  normal.  No  history  of  sickle  cell 
anemia  was  obtained.  The  hemoglobin  on  admis- 
sion was  5.5  Gm.,  the  erythrocyte  count  1,640,000, 
and  definite  sickling  was  noted.  She  was  given 
550  cc.  of  whole  blood  plus  the  usual  supportive 
measures  and  discharged  to  the  clinic.  Her  hemo- 
globin was  7.5  Gm.  and  red  blood  count  2,550,000 
at  that  time.  The  patient  was  admitted  for  the 
second  time  on  April  7,  1947,  because  of  weakness 
and  diffuse  joint  pains.  The  hemoglobin  at  this 
time  was  3.74  Gm.  and  the  red  blood  count  1,030,000. 
One  thousand  cubic  centimeters  of  whole  blood  were 
given  plus  various  other  hematopoietic  agents. 
She  remained  in  the  hospital  approximately  two 
months  and  was  discharged  to  a convalescent  home 
having  a hemoglobin  of  12  Gm.  Her  third  ad- 
mission was  on  January  2,  1948,  because  of  marked 
weakness.  The  initial  hemoglobin  was  3.5  Gm., 
and  therefore,  in  the  following  two  months,  she 
received  5,000  cc.  of  whole  blood.  Despite  the 
transfusions,  antibiotics,  and  other  supportive 
measures,  the  hemoglobin  remained  3.0  Gm.  and 
the  red  blood  count  1,300,000.  Marked  sickling  was 
seen  persistently,  and  the  bone  marrow  showed 
erythroid  hyperplasia.  The  patient  was  transferred 
to  a hospital  for  chronic  diseases  for  further  care. 

Comment 

Pregnancy  complicating  sickle  cell  anemia  is 
more  common  than  we  were  previously  led  to 
believe.  Apparently,  many  such  cases  are  over- 
looked in  the  presence  of  a mild  to  moderate 
anemia  associated  with  pregnancy.  In  the  seven 
cases  discussed  herein,  a total  of  11  pregnancies 
was  noted  in  which  three  spontaneous  abortions 
and  one  infant  death  following  delivery  occurred. 
Three  of  the  patients  were  pregnant  more  than 
once.  The  sickle  cell  anemia  was  definitely  made 
worse  by  pregnancy  in  two  of  the  patients. 

A statistical  review  of  the  previously  reported 
cases  is  difficult  to  compile,  as  they  are  not  al 
complete  as  to  the  number  of  pregnancies,  spon- 
taneous abortions,  and  the  like.  However,  in  th< 
45  cases  reported  to  date,  there  have  been  ap 
proximately  81  pregnancies,  11  spontaneou 
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abortions,  12  stillbirths,  and  eight  maternal 
deaths.  In  three  of  the  cases,  abortion  occurred 
more  than  once.2,7  Toxemia  of  late  pregnancy 
was  noted  in  eight  women,  and  prolonged  periods 
of  labor  were  frequent.  In  the  past,  puerperal 
infections  were  found  to  be  common  in  these 
patients  but  in  recent  years  have  been  well  con- 
trolled by  antibiotics.  Many  of  these  unfavor- 
able features  are  explainable  by  the  anemia  which 
usually  presents  a thin,  poorly  developed  indi- 
vidual who  is  predisposed  to  many  infections. 
Most  writers  on  the  subject  also  feel  that  preg- 
nancy has  an  unfavorable  effect  on  the  course  of 
the  disease. 

It  is  well  known  that  blood  transfusion  is  the 
only  treatment  of  value  in  sickle  cell  anemia.  In 
pregnancy,  therefore,  the  anemia  must  be  cor- 
rected in  order  to  prevent  abortion,  prematurity, 
or  maternal  death  by  frequent  transfusions  begun 
early  in  the  pregnancy.  In  this  era  of  antibiotics 
and  availability  of  whole  blood,  the  prognosis  in 
such  cases  appears  much  improved. 

Summary 

Seven  cases  of  sickle  cell  anemia  associated  with 


pregancy  have  been  presented  as  an  addition  to 
the  38  cases  previously  reported  in  the  literature. 
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\TEW  ARMY  TREATMENT  FOR  BROKEN  LEG  BONES  ELIMINATES  NEED  FOR  CAST 


An  improved  technic  in  the  Army’s  treatment  of 
roken  leg  bones,  involving  the  use  of  a stainless 
teel  pin  which  eliminates  the  need  for  a cast,  has 
een  tried  out  in  Tokyo  Army  Hospital  with  satis- 
ictory  results,  the  Department  of  the  Army  an- 
ounced  recently. 

Known  as  the  intramedullary  bone  pin,  the  device 
inserted  through  the  end  of  a broken  thigh  bone 
ito  and  along  most  of  the  length  of  the  marrow 
ivity.  The  rod  is  straight  and  rigid,  with  a diam- 
er  somewhat  smaller  than  that  of  an  adult’s  little 
nger.  When  the  pin  is  in  place,  it  is  possible  for 
ie  patient  to  bear  weight  on  his  leg  almost  imme- 
ately  after  the  operation,  although  present  Army 
•actice  requires  him  to  rest  for  at  least  two  weeks, 
y using  crutches,  the  patient  is  then  able  to  exer- 
se  and  even  do  light  work.  When  the  fracture  has 
saled,  an  incision  is  made  at  the  upper  end  of  the 


femur,  and  the  pin  is  then  withdrawn.  Eventually 
the  cavity  becomes  refilled  with  marrow. 

An  older  type  of  bone  pin  was  attached  on  the  out- 
side of  the  bone,  extending  above  and  below  the  break 
for  several  inches  and  fastened  at  each  end  by  a 
clamp  which  penetrated  the  bone  through  to  the 
marrow  cavity.  By  contrast,  the  new  pin  is  com- 
pletely inside  the  bone  except  for  the  upper  end. 
The  lower  end  is  held  fast  by  the  solid  bone  at  the 
base  of  the  femur. 

The  new  bone  pin  promotes  faster  growth  of  new 
bone  tissue,  permits  earlier  fixation  of  the  bone,  and 
avoids  the  stiffness  of  joints  and  muscular  atrophy 
associated  with  immobilization  of  the  leg  in  a cast. 
The  patient’s  ability  to  walk  early  and  care  for  him- 
self early  in  convalescence  is  a potent  morale  factor, 
and  represents  a great  gain  to  the  Army  in  terms  of 
medical  manpower  and  hospital  space. 


Case  Reports 


LIPOSARCOMA  OF  THE  THIGH 

Harry  Berman,  M.D.,  and  Frank  S.  Mainella,  M.D.,  Brooklyn,  New  York 


( From  the  Surgical  Service  of  Unity  Hospital) 


'VT7’ITHIN  the  past  two  years  we  have  had  the 
v ’ opportunity  to  observe  four  typical  cases  of 
liposarcoma  of  the  thigh  in  private  practice.  The 
rarity  of  this  condition  and  the  particularly  interest- 
ing compensation  aspects  of  one  of  the  cases  prompts 
us  to  make  this  report. 

As  with  all  tumors  the  etiology  of  liposarcomas  is 
unknown,  but  in  our  opinion  most  liposarcomas  tend 
to  originate  from  pre-existing  lipomas  which  may  be 
benign  and  lie  dormant  for  many  years  and  then 
suddenly  become  malignant  and  begin  to  grow  in 
size  (see  Case  1).  Trauma  as  a causative  factor  is 
rarely  mentioned  in  the  literature,  but  it  was  es- 
pecially important  in  our  cases  since  one  patient 
(Case  3)  with  a distinct  history  of  trauma  claimed 
workmen’s  compensation.  This  woman  worked  as 
a machine  operator,  and  five  months  before  ad- 
mission to  the  hospital  with  a liposarcoma  of  the 
thigh  she  had  received  an  injury  to  the  affected 
area  while  operating  her  machine.  At  a hearing 
before  the  Workmen’s  Compensation  Board  the 
case  was  ruled  against  her  because  no  authoritative 
testimony  could  be  obtained  to  the  effect  that  the 
trauma  she  had  sustained  was  competent  to  pro- 
duce the  malignancy. 

As  a rule,  liposarcomas  develop  in  the  deep 
intramuscular  spaces  and  can  occur  in  any  part 
of  the  body,  but  they  are  generally  located  in  the 
thigh  and  retroperitoneal  spaces;  the  tumors  in  all 
our  cases  were  in  the  former  site.  The  consensus 
of  opinion  in  the  literature  is  that  the  sex  distribu- 
tion of  liposarcomas  is  about  equal  between  males 
and  females  and  that  they  develop  most  frequently 
in  individuals  in  middle  age,  although  they  may 
occur  at  any  age. 

The  most  outstanding  characteristic  of  these 
tumors  is  the  tremendous  size  which  they  attain, 
and  aside  from  microscopic  diagnosis  of  biopsy 
specimens  the  only  diagnostic  sign  which  we  can  now 
use  is  that  of  a mass  growing  in  size,  infiltrating,  and 
becoming  adherent  to  the  surrounding  tissue 
(muscles,  nerves,  blood  vessels).  In  the  advanced 
cases  the  skin  is  involved  with  a brawny  induration 
and  telangiectasis. 

Liposarcomas  metastasize  by  contiguity  rather 
than  through  the  blood  or  lymphatic  systems.  How- 
ever, in  our  opinion,  the  prognosis  is  excellent  if  the 
tumor  is  caught  early  and  if  sufficiently  wide  ex- 
cision of  the  growth  is  performed,  the  latter  being 


the  treatment  of  choice  for  this  malignancy.  We 
do  not  believe  that  postoperative  irradiation  of  the 
tumor  site  is  of  any  value. 

Case  Reports 

Case  1. — A.  C.,  a fifty-year-old  woman,  was  ad- 
mitted on  January  5,  1950,  with  a history  of  a lump 
in  the  thigh  which  had  been  present  for  the  past 
sixteen  years.  There  had  been  no  pain,  and  the 
patient  had  paid  no  attention  to  it  until  six  weeks 
ago  Iwhen  it  had  suddenly  begun  to  grow  in  size  and 
to  cause  pain  which  radiated  down  the  leg. 

Past  history  was  negative  except  for  the  presence 
of  diabetes,  controlled  by  insulin,  of  ten  years  dura- 
tion and  a cholecystectomy  performed  in  1949. 

Physical  examination  revealed  an  elderly,  rather 
obese  female  with  poor  appetite.  All  physical  find- 
ings were  negative  except  in  the  thigh  region  where  a 
large,  hot,  nontender  mass,  extending  upward  to  the 
groin  and  downward  to  the  patella,  was  located  in 
the  anterior  aspect  of  the  left  midthigh.  The  left 
thigh  was  86  cm.  in  diameter  in  comparison  to  the 
right  thigh  which  measured  45  cm.  There  was 
brawny  induration  and  some  telangiectasis  of  the 
skin  over  the  mass. 

There  was  no  bony  involvement  seen  on  x-ray, 
and  the  chest  was  negative. 

Biopsy  was  performed  on  January  9, 1950,  and  the 
pathologist’s  report  was  as  follows: 

Gross  Examination:  “Specimen  is  composed  of 
irregular  portions  of  gray  and  yellow  tissue  which 
measure  up  to  5 by  2.5  by  2 cm.  The  external 
and  cut  surfaces  are  yellow  and  gelatinous.  The 
consistency  is  soft.” 

Microscopic  Examination:  “Section  reveals  a 
tumor  divided  into  lobules  by  fibrous  tissue  par- 
titions. In  places  the  tumor  cells  are  spindle- 
shaped.  In  other  places  they  appear  stellate. 
The  cytoplasm  is  indistinct;  sometimes  there  is  a 
pale  blue  staining  myxomatous  quality.  In  other 
areas  it  is  reticulate  and  pink  staining.  In  some 
areas  cells  appear  plumper  and  contain  small 
vacuoles.  Nuclei  are  irregular,  deep  staining,  and 
hyperchromatic  (Fig.  1).  In  some  places  they  are 
bizarre,  giant,  or  multinucleated  forms.  In 
places  are  lymphocytic  infiltrates.” 

Diagnosis:  “Lipomyxosarcoma  of  thigh,  left.” 
Surgery  was  decided  upon,  and  operation  was  per- 
formed on  January  11,  1950.  At  operation  it  was 
found  that  the  tumor  had  invaded  all  the  structures 
of  the  thigh,  and  accordingly  a disarticulation  of  the 
hip  with  dissection  of  the  glands  in  the  groin  was 
done.  One  thousand  cubic  centimeters  of  blood 
were  given  at  operation.  (The  glands  removed  from 
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Fig.  1.  Microscopic  section  of  liposarcoma  of  the 
thigh  (Case  1).  (425  X) 


the  groin  were  later  reported  normal  by  the  patholo- 
gist.) 

The  patient  withstood  the  operation  well;  her 
diabetes  was  controlled,  and  she  was  discharged  on 
the  twelfth  postoperative  day.  To  date,  the  patient 
is  well  and  in  good  condition,  but  the  follow-up 
period  has  been  too  brief  to  be  definitive. 

Case  2. — M.  0.,  a white  married  woman  of  forty- 
one  years,  was  admitted  on  August  27,  1948,  because 
of  a growing  mass  in  the  right  thigh  which  the  patient 
had  noted  four  months  previously.  The  mass  had 
grown  rapidly  in  size  and  caused  gnawing  pain  in 
the  surrounding  area. 

The  past  history  was  negative. 

Physical  examination  revealed  a pale,  poorly 
nourished  female  with  marked  pallor  of  the  sclera. 
X-rays  of  the  chest  and  bones  were  negative.  Heart, 
lungs,  and  abdomen  were  normal.  There  was  a tense 
mass  filling  the  entire  anterior  medial  aspect  of  the 
right  thigh  and  adherent  to  the  skin  and  deep  struc- 
tures. The  circumference  of  the  right  leg  was  two 
and  one-half  times  that  of  the  left. 

An  exploration  of  the  tumor  area  was  done  on 
August  28,  and  the  diagnosis  at  that  time  was  lipo- 
sarcoma of  the  thigh  with  infiltration  of  all  the  sur- 
rounding muscles,  femoral  vein,  artery,  and  nerve, 
sciatic  nerve,  Hunter’s  canal,  etc. 

On  account  of  the  involvement  of  the  deep  struc- 
tures a disarticulation  of  the  right  extremity  at  the 


hip  was  performed  on  August  31.  Five  hundred 
cubic  centimeters  of  blood  were  given  at  operation. 

Pathologist’s  diagnosis  of  the  lymph  gland  speci- 
men submitted  was  chronic  lymphocytic  hyper- 
plasia. 

The  patient  was  discharged  on  September  12  and 
had  had  no  recurrences  six  months  after  the  opera- 
tion, but  since  that  time  the  patient  has  never  re- 
turned and  thus  is  lost  to  follow-up  study. 

Case  3. — L.  M.,  a white  female  machine  operator 
of  forty-three  years,  was  admitted  on  September  16, 
1947,  with  a mass  in  the  right  thigh.  Patient  gave  a 
history  of  onset  in  May,  1947,  following  a blow  on 
the  thigh  received  while  operating  a machine. 

Past  history  was  negative  except  for  cesarean 
section  performed  eighteen  years  previously. 

Physical  examination  was  negative  except  for  the 
presence  of  a mass,  measuring  12  by  18  cm.,  in  the 
midanterior  aspect  of  the  right  thigh  over  the  rectus 
muscle.  The  mass  was  adherent  to  the  surrounding 
muscular  structures  but  not  to  the  skin. 

Local  excision  was  performed  on  September  17, 
1947,  at  which  time  the  pathologic  diagnosis  was 
liposarcoma.  The  pathologist’s  report  was  as 
follows: 

“This  is  a large  adipose  tumor  10  by  10  cm. 

“Microscopic  section  cut  shows  markedly  cellu- 
lar tissue  consisting  of  ovoid  to  fusiform  nuclei  and 
shows  a very  fine  and  scant  fibrillar  cytoplasm. 
There  are  numerous  variously  sized  vacuolated 
spaces  present  among  the  nucleated  cells.  An 
occasional  ‘giant’  and  polymorphous  nuclei  are 
seen.  Mitotic  figures  are  not  readily  made  out. 

“Additional  microscopic  sections  show  tissue 
similar  to  those  in  first  section.  In  one  section  the 
tumor  tends  to  show  predominating  fibroblastic 
tissue.  There  are  numerous  vacuolated  spaces 
present  among  the  cells  which,  in  the  absence  of 
special  stains,  support  the  diagnosis  of  liposar- 
coma with  fibrosarcomatous  features. 

“Final  diagnosis:  Liposarcoma.” 

The  patient  was  discharged  on  September  18  im- 
proved. 

On  February  10,  1948,  the  patient  was  readmitted 
with  recurrence  of  the  tumor  mass  in  the  same  area 
with  local  pain.  Examination  showed  recurrent  in- 
duration of  the  site  of  the  previous  incision  with  up- 
ward extension  of  the  growth. 

Local  excision  was  performed  on  February  12. 
At  operation  it  was  found  that  the  tumor  mass  had 
not  extended  into  Hunter’s  triangle,  and,  therefore, 
a block  dissection  of  the  thigh  for  recurrent  liposar- 
coma was  done,  taking  the  muscle  and  tendon  of  the 
quadriceps  femoris. 

The  wound  healed  well,  and  the  patient  was  dis- 
charged on  February  23.  At  the  present  time  the 
patient  walks  with  a slight  limp  and  has  had  no  re- 
currences after  two  years. 

This  patient  claimed  workmen’s  compensation  on 
the  basis  of  trauma  preceding  the  development  of  the 
tumor  mass,  but,  as  mentioned  previously,  the  case 
was  lost. 

Case  4. — M.  N.,  eighty-three-year-old  white  man, 
was  admitted  on  January  12,  1950. 

In  June,  1949,  removal  of  an  “anaplastic  sar- 
coma” of  the  left  thigh  was  performed  in  the 
physician’s  office.  At  this  time  the  mass  measured 
2 by  2 inches.  Following  removal  there  was  a 
gradual  return,  and  four  months  later  examination 
revealed  a 2-inch  scar  over  the  anterior  portion  of  the 
left  thigh  with  an  indurated  mass  fixed  to  the  muscle 
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and  to  the  skin.  A diagnosis  of  local  recurrence  was 
made,  and  on  January  12  a wide  excision  of  the 
tumor  mass  was  performed. 

The  pathology  report  was  as  follows: 

Gross  Examination:  “Specimen  is  an  irregular 
portion  of  gray  and  red-brown  tissue  which 
measures  9 by  5 by  2 cm.  On  one  surface,  muscle 
fibers  can  be  made  out.  In  the  cut  surfaces 
nodules  made  up  of  translucent  rubbery  to  soft 
gray  tissue  which  is  homogeneous.  The  nodules 
appear  moderately  circumscribed  in  places,  but  in 
other  areas  nodules  extend  into  the  surrounding 
muscle  tissue.” 

Microscopic  Examination:  “Section  reveals  a 
tumor  which  infiltrates  and  replaces  muscle.  The 
tumor  is  divided  into  lobules  by  fibrous  tissue  par- 
titions. In  places  the  tumor  cells  are  spindle- 
shaped.  In  other  places  they  appear  stellate. 
The  cytoplasm  is  indistinct;  sometimes  there  is  a 
pale  blue  staining  quality.  In  other  areas  it  is 
reticulate  and  pink  staining.  In  some  areas 
cells  appear  plumper  and  contain  small  vacuoles. 
Nuclei  are  irregular,  deeply  staining,  and  hyper- 
chromatic.  In  some  places  there  are  bizarre, 
giant,  or  multinucleated  forms.  In  places  are 
lymphocytic  infiltrates.” 


Diagnosis:  “Lipomyxosarcoma  of  thigh,  left.” 
Summary 

A discussion  of  liposarcoma  and  reports  of  four 
recent  cases  of  liposarcoma  of  the  thigh  are  pre- 
sented. One  of  these  patients  claimed  workmen’s 
compensation  for  her  disability,  but  the  case  was 
ruled  against  her  for  lack  of  authoritative  testi- 
mony. It  is  of  note  also  that  the  patient  in  Case  1 
had  had  a small  lipoma  in  the  thigh  for  sixteen 
years  and  that  this  growth  had  begun  to  increase 
rapidly  in  size  six  weeks  prior  to  the  time  that  the 
diagnosis  of  liposarcoma  of  the  thigh  was  made. 

It  is  our  belief  that  the  prognosis  is  excellent  for 
patients  with  liposarcomatous  tumors  if  they  are 
caught  early  and  if  a sufficiently  wide  excision  is 
performed. 

1408  President  Street 


Pathology  examinations  were  done  by  Dr.  Philip  Rosen- 
blatt (Cases  1 and  4)  and  Dr.  W.  E.  Youland  (Cases  2 and 
3). 


REPORT  AIR  TRANSPORTATION  OF  MOST  PATIENTS  POSSIBLE 


A study  of  the  effects  of  air  travel  on  14,000  pa- 
tients moved  by  the  Military  Air  Transport  Service 
between  January  and  October,  1949,  shows  that  al- 
most all  patients  suitable  for  transportation  by 
other  methods  can  be  transported  successfully  by  air. 
Colonel  Benjamin  A.  Strickland,  Jr.,  of  the  U.S.  Air 
Force  Medical  Corps,  and  Dr.  James  A.  Rafferty, 
Randolph  Field,  Texas,  said  in  the  January  20  issue 
of  the  Journal  of  the  American  Medical  Association 
that  air  transportation  of  patients  proved  “so 
successful”  that  it  has  been  adopted  as  the  “sole 
method”  of  moving  patients  for  the  armed  forces. 
This  report  is  valuable  to  civilians  as  well  as  to  mili- 
tary personnel. 

“Today,”  the  doctors  explained,  “much  of  the 
available  expert  specialized  medical  care  is  concen- 
trated in  medical  centers.  In  many  instances  pa- 
tients requiring  (specialized  ] care  must  be  transported 
to  such  a center.  In  general,  the  routes,  altitudes, 
weather  conditions,  and  types  of  aircraft  utilized 
were  identical  with  conditions  of  commercial  airline 
operations.” 

A total  of  16,020  case  reports  were  made  on  the 
14,000  patients  studied.  It  was  necessary  to  make 
more  than  one  report  on  some  patients  if  the  flight 


was  a particularly  long  one  or  if  the  nursing  person- 
nel changed  during  the  course  of  the  flight.  One 
third  of  the  number  were  litter  or  stretcher  cases. 

Only  seven  per  cent  (1,135)  of  the  case  reports  re- 
corded symptoms  of  any  kind  during  flight.  Most 
of  the  symptoms — due  to  motion,  effects  of  altitude, 
or  the  disease  itself — occurred  at  cruising  altitude, 
but  they  were  of  a “minor  nature.”  No  ill  after- 
effects were  reported.  Ninety-seven  per  cent  of  the 
time  simple  treatment  relieved  the  symptoms.  Most 
frequently  the  patient  was  merely  asked  to  lie  down. 
Only  1.1  per  cent  received  medication  and  that  con- 
sisted of  such  simple  remedies  as  aspirin,  motion  sick- 
ness preventives,  and  similar  medications. 

According  to  the  report,  extremely  few  patients 
were  rejected  for  air  evacuation.  For  example, 
among  a random  sample  of  2,796  patients,  only  five 
were  considered  unsuitable  for  movement  by  air. 
The  doctors  added,  however:  “In  the  selection  of  a 
patient  for  possible  transportation  by  air,  certain 
important  factors  must  be  considered.  The  effects 
of  air  travel  on  certain  diseases  and  injuries  must  be 
viewed  critically  and  each  case  considered  individu- 
ally. The  effects  of  ascent  to  altitude,  may  have 
profound  effect  on  certain  pathologic  conditions.” 


BILATERAL  LARGE  STAGHORN  CALCULI 

Kenneth  T.  Rowe,  M.D.,  F.A.C.S.,  and  Albert  G.  Rowe,  M.D.,  Hornell,  New  York 
( From  the  Urologic  Clinic,  Bethesda  Hospital ) 


'T'HE  problem  of  helping  a patient  afflicted  with 
large  bilateral  staghorn  calculi  is  generally  one 
of  an  individual  nature.  It  is  not  the  privilege 
of  the  authors  to  present  something  new  or  revolu- 
tionary but  merely  to  add  to  the  literature  such  a 
case  treated  successfully  by  axial  bisection  of  the 
kidneys  in  divided  operations  with  complete  re- 
covery. It  is  of  interest  for  us  to  know  that  often 
these  patients  have  consulted  many  physicians 
seeking  relief  and  help  with  no  encouragement, 
being  informed  that  they  have  an  inoperable,  in- 
curable condition  leading  to  a shorter  life  expectancy 
and  to  make  their  plans  accordingly. 

Case  Report 

W.  B.,  male  farmer,  age  forty-nine,  was  admitted 
to  the  hospital  on  January  13,  1949.  This  patient 
had  always  had  good  health  until  five  years  pre- 
viously; since  that  time  he  had  had  intermittent 
attacks  of  sharp,  severe  pain  in  the  lumbar  area  of 
his  spine  over  the  region  of  the  kidneys.  At  first 
the  pain  was  more  in  the  right  side,  but  in  the  last 
four  years  he  had  had  alternating  attacks  of  pain, 
severe  in  character,  some  attacks  being  in  the  left 
and  others  in  the  right  kidney  region.  Five  years 
ago  he  had  noticed  that  after  doing  a hard  day’s 
work  he  frequently  would  have  blood  in  the  urine 
toward  evening.  This  hematuria  usually  subsided 
by  the  following  morning.  During  the  past  five 
years  the  patient  had  been  in  several  hospitals 
with  a diagnosis  of  bilateral  staghorn  calculus 
of  the  kidneys.  He  had  been  told  that  nothing 
could  be  done  for  him  since  the  calculi  were 
too  large  to  remove.  Therefore,  he  had  been  on 
relief  as  a county  indigent,  unable  to  work  for  the 
last  five  years. 

The  patient  found  that  the  number  of  such 
episodes  were  less  if  he  remained  quiet  and  inactive. 
He  had  had  increasing  frequency  of  urination  during 
the  past  year  which  was  more  noticeable  at  night, 
having  to  urinate  two  to  four  times  during  the 
evening.  There  had  been  a weight  loss  of  10  pounds 
in  the  last  six  months.  For  the  last  two  months 
the  patient  had  noticed  increasing  fatigue  on  slight 
exercise;  even  walking  or  riding  any  distance 
made  him  exhausted,  and  at  the  time  of  admission 
he  was  depressed  mentally.  The  chills  and  fever 
which  frequently  accompanied  these  previous  at- 
tacks of  renal  colic  had  been  less  severe  during  the 
past  year. 

The  patient  was  an  asthenic  male  appearing 
chronically  ill  and  older  than  his  age.  Weight  was 
115  pounds,  blood  pressure  155/95,  pulse  80,  regular, 
and  of  good  quality,  temperature  98  F.  Oral 
hygiene  was  poor  with  several  retained  roots,  ex- 
tensive gingivitis,  and  dental  caries.  The  thyroid 
gland  was  not  palpable,  and  no  parathyroid  nodules 
could  be  felt.  The  heart  and  lungs  were  essentially 
normal.  The  abdomen  was  thin,  and  no  tumor  mass 
or  scars  were  noted.  Both  kidneys  could  be  easily 
palpated  on  bimanual  examination  and  seemed  to 
be  two  to  three  times  normal  size.  The  kidneys 
were  tender  on  bimanual  examination  as  well  as 
on  heavy  percussion  posteriorly.  A small  vari- 
cocele was  present  on  the  left  side.  The  prostate 


was  of  normal  size  and  uniform  consistency.  No 
edema  of  the  extremities  was  present;  muscle  tone 
was  of  poor  quality,  and  reflexes  were  normal. 

Laboratory  examination  revealed  the  following 
data:  Blood  Wassermann  was  negative,  blood 

nonprotein  nitrogen  44,  blood  urea  25,  blood  sugar 
110,  blood  calcium  12,  blood  phosphorus  4.  Urine 
was  amber-colored,  slightly  cloudy,  alkaline  reaction 
at  pH  8,  specific  gravity  1.010,  negative  for  sugar, 
and  albumin  1 plus.  Microscopic  examination  of 
urine  revealed  15  to  20  red  blood  cells  per  high 
power  field,  10  to  20  white  blood  cells,  many  triple 
phosphate  crystals  and  bacteria,  and  no  casts. 
Urine  culture  report  was  pure  growth  of  Staphylococ- 
cus albus.  Repeated  specific  gravity  determina- 
tions gave  readings  between  1.008  and  1.011.  Blood 
count  was  as  follows:  hemoglobin  13  Gm.,  red  blood 
cells  4,950,000,  white  blood  cells  7,900,  polymorpho- 
nuclears  65  with  lymphocytes  28,  eosinophils  3, 
and  monocytes  4.  Phenolsulfonphthalein  test  gave 
a 5 per  cent  return  the  first  thirty  minutes  after 
intravenous  injection,  15  per  cent  in  the  second 
half  hour,  and  15  per  cent  in  the  third  half  hour. 

Flat  x-ray  plate  (K.U.B.)  showed  large  staghorn 
calculi  filling  both  kidney  pelves,  giving  the  im- 
pression of  retrograde  pyelograms  with  marked 
hydronephrosis.  Many  small  calculi  were  also 
noted  in  the  lower  calyx  of  each  kidney.  Psoas 
shadows  were  well  outlined  and  appeared  normal. 

The  dye  appeared  on  both  sides  on  the  twenty- 
minute  plate  in  poor  concentration.  There  was 
evidence  of  extensive  destruction  of  the  kidneys 
with  blunting  of  the  calyces.  The  left  ureter  was 
visualized  and  appeared  normal.  The  right  side 
was  not  visualized.  Bone  detail  was  good,  and  the 
pelvis  appeared  normal  with  no  evidence  of  para- 
thyroid disturbance. 

No  difficulty  was  encountered  in  passing  the 
standard  number  24  French  cystoscope;  only  30 
cc.  of  residual  urine  were  present  in  the  bladder. 
The  bladder  capacity  was  375  cc.;  the  mucosa  was 
normal  throughout.  No  calculus  or  tumor  growth 
was  present.  No  obstruction  was  present  at  the 
vesical  outlet,  and  the  prostatic  urethra  was  normal. 
Ureteral  catheters,  number  6 French,  were  passed 
easily  up  to  each  kidney.  The  rate  of  flow  of  urine 
was  normal  from  each  side;  both  kidney  urines  were 
alkaline,  pH  8,  slightly  turbid,  and  a urea-splitting 
staphylococcus  was  isolated  from  each  kidney  pelvis. 

Kidney  function  test  using  phenolsulfonphthalein 
again  showed  marked  impairment;  less  than  5 per 
cent  return  of  the  dye  was  obtained  for  thirty 
minutes  from  each  kidney. 

Flat  plate  (K.U.B.)  was  taken  before  and  after 
injection  of  15  cc.  of  10  per  cent  Neo-Skiodan,  and 
last  plate  after  catheters  were  removed  with  the 
patient  raised  to  the  upright  position.  The  up- 
right film  with  the  catheters  removed  showed  prompt 
drainage  of  dye  down  both  ureters  with  no  evidence 
of  kinking  or  obstruction  (Figs.  1 and  2). 

It  appeared  evident  that  we  were  dealing  with 
progressive  bilateral  kidney  destruction  from  in- 
creasing size  of  the  kidney  calculi.  No  obstructive 
pathology  to  drainage  or  endocrine  disturbance 
could  be  found,  and  it  seemed  reasonable  to  assume 
that  if  this  man  could  stand  surgical  removal 
of  the  calculi  from  one  kidney  at  a time,  we  could 


775 


776 


ROWE  AND  ROWE 


[N.  Y.  State  J.  M. 


Fig.  1.  Flat  plate  showing  huge  bilateral  calculi. 


clear  up  the  infection,  improve  his  well-being,  and 
add  to  his  longevity;  later  the  other  kidney  could 
be  similarly  approached. 

Surgical  preparation  consisted  of  five  days  of 
preliminary  penicillin  therapy,  300,000  units  daily, 
and  large  vitamin  intake  in  his  food  plus  50,000 
units  of  vitamin  A capsules  three  times  a day  and 
forced  fluid  regimen.  The  routine  enema  the  even- 
ing before  and  clinic  hypodermic  plus  Nembutal 
(IV2  grains)  were  given  before  surgery. 

Operation  was  performed  on  January  20,  1949. 
The  left  kidney  was  exposed  through  an  oblique 
loin  incision  over  and  parallel  to  the  eleventh  rib. 
The  eleventh  rib  was  exposed,  the  periosteum  re- 
flected, and  the  rib  excised  at  its  posterior  lateral 
border.  The  muscle  fibers  were  separated  and  the 
lumbar  dorsal  fascia  opened,  exposing  a large  left 
kidney.  A very  small  amount  of  perinephritic 
fat  was  present.  The  kidney  was  freed  easily  from 
its  bed,  being  approximately  three  times  normal 
size.  The  ureter  and  kidney  pedicle  were  freed 
from  fat  and  a ligature  of  umbilical  tape  placed 
loosely  around  the  renal  artery.  The  free  ends  of  the 
umbilical  tape  were  clamped  with  a hemostat  so  as 
to  allow  slight  traction  on  the  tape  at  the  time 
hemostasis  should  be  necessary.  The  kidney  was 
then  split  longitudinally  from  pole  to  pole  along 
its  convex  surface.  In  places  the  parenchyma  was 
only  l/^  inch  thick  while  most  of  the  kidney  showed 
nearly  1/2  inch  of  parenchyma  remaining.  The 
field  was  practically  bloodless,  and  the  huge  stag- 
horn calculus  was  removed  (Fig.  3).  Some  diffi- 
culty was  encountered  with  the  lateral  horns  of  the 
stone  which  required  division  of  the  calculus  in  the 
center  before  it  could  be  extracted.  In  the  lower 
calyx  several  small  calculi  and  many  fine,  sandlike 
particles  were  evacuated.  Sterile  water  was  used 
in  an  irrigating  syringe  to  flush  out  each  calyx  sepa- 
rately so  as  to  remove  any  remaining  crystals.  As 


Fig.  2.  Retrograde  pyelogram. 


the  tension  on  the  renal  ligature  was  released,  brisk 
bleeding  was  noted  in  our  field.  This  was  con- 
trolled by  repeated  traction  on  the  umbilical  tape 
about  the  renal  artery  and  by  placing  a kidney 
patterned  layer  of  Gelfoam  in  the  bisected 
kidney.  The  kidney  was  then  kept  pressed  tightly 
together  by  the  palms  of  an  assistant’s  hands  for 
three  minutes,  and  during  this  time  interrupted 
mattress  sutures  of  chromic  0 gut  were  placed  along 
the  cut  edges  of  the  kidney  completely  closing  the 
capsule,  except  for  the  middle  calyx  through  which  a 


Fig.  3.  Right  kidney  calculus  reassembled  after 
removal. 
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Fig.  4.  Left  calculus  reassembled  after  removal. 


| soft  de  Pezzer  catheter  was  allowed  to  extend  from 
j within  the  pelvis.  One  Penrose  drain  was  inserted 
j close  to  the  kidney  pelvis  and  the  wound  closed  in 
layers  using  chromic  number  1 gut.  The  patient  was 
returned  to  his  room  in  good  condition.  His 
I blood  pressure  during  the  operation  did  not  vary 
> more  than  20  points.  One  pint  of  blood  was  given 
postoperatively,  followed  by  1,000  cc.  of  saline  and 
glucose  later  in  the  day. 

Postoperative  course  was  uneventful.  The  pa- 
J tient’s  temperature  was  101  F.  the  first  night  but 
i thereafter  did  not  rise  above  99  F.  The  amount 
i of  drainage  from  the  nephrostomy  tube  remained 
moderately  bloody  for  two  days  and  then  became 
\ clear.  The  patient  was  allowed  liquids  the  next 
1 day  and  a soft  diet  the  third  day.  The  nephrostomy 
; tube  was  removed  on  the  twelfth  postoperative  day, 
and  the  wound  remained  dry.  He  was  discharged 
| from  the  hospital  on  the  fifteenth  postoperative 
I day.  The  patient  remained  on  penicillin,  300,000 
| units  daily,  during  his  postoperative  period. 

The  chemical  analysis  of  the  calculus  showed 
I phosphatic  calculus  containing  a mixture  of  calcium 
phosphates  and  carbonates,  a composition  de- 
| scribed  as  “Apatite”  by  Prein.1  The  patient  was 
placed  on  a high  vitamin  A intake,  100,000  units 
f daily,  and  an  acid-ash  diet.  He  was  instructed 
i to  check  his  urine  daily  with  nitrazine  paper  to 
maintain  a pH  of  6. 

A recheck  kidney  function  and  cystoscopy  were 
I carried  out  three  months  after  the  operation.  The 
patient  had  gained  10  pounds  in  weight  and  had  had 
no  pain  in  the  operative  area  and  no  recurrence  of 
| hematuria.  He  did  not  have  to  void  more  than 
I once  during  the  night. 

Cystoscopic  examination  was  again  performed 
| on  April  20,  three  months  after  the  operation. 
The  voided  urine  appeared  clear  with  an  acid  re- 
action of  pH  6.5.  A culture  showed  absence  of 
j growth.  The  bladder  appeared  normal;  number  6 
I French  catheters  were  passed  up  to  each  kidney. 

Phenolsulfonphthalein  was  injected  in  the  vein 
for  the  kidney  function  test,  and  urine  collected 
[ from  the  right  kidney  for  twenty  minutes  showed 
I less  than  5 per  cent  return  of  dye,  from  the  left 
side  18  per  cent  return. 

Flat  plate  showed  no  change  in  the  staghorn 
i calculus  on  the  right  side.  There  was  complete 
! absence  of  calculus  on  the  left  side.  Retrograde 
i pyelograms  again  showed  marked  dilatation  of  the 
I Pelvis  and  calyces  with  kidney  destruction  on  the 
I nght  side.  The  left  side  was  nearly  normal  in 


Fig.  5.  Flat  plate  six  months  after  the  second 
operation  and  retrograde  pyelogram. 


kidney  pattern  with  a surprising  restoration  to 
normal.  The  last  plate  taken  after  the  catheters 
were  removed  showed  prompt  elimination  of  dye 
down  the  left  ureter;  the  right  ureter  was  poorly 
visualized. 

The  patient  was  readmitted  to  the  hospital  on 
May  23,  1949,  five  months  after  the  removal  of  his 
left  renal  calculi,  to  have  a similar  procedure  carried 
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out  on  the  right  kidney.  His  attitude  and  health 
were  much  improved  at  this  time.  He  now  weighed 
125  pounds,  10  pounds  more  than  on  his  first  ad- 
mission, and  had  enjoyed  good  health,  except  for 
increasing  pain  over  the  right  kidney  and  flank 
regions.  During  the  past  four  weeks  he  had  had 
two  attacks  of  right  renal  colic  without  chills  or 
fever.  There  had  been  no  pain  of  any  character  on 
his  left  side  since  his  operation. 

After  the  same  careful  preliminary  rest  and 
observation  as  on  his  first  admission  he  was  oper- 
ated on  June  1,  1949,  in  a similar  manner  on  the 
right  kidney.  By  axial  bisection  of  the  right 
kidney  using  identical  technic  as  before,  the  left 
staghorn  calculus  and  all  smaller  calculi  and  sand- 
like particles  were  removed  and  the  kidney  ex- 
tensively flushed  with  sterile  water  (Fig.  4). 

The  postoperative  course  was  uneventful,  all 
urine  becoming  clear  the  fourth  postoperative  day. 
The  nephrostomy  tube  was  irrigated  daily  with 
normal  saline  solution  after  the  eighth  postoperative 
day  and  was  removed  on  the  twelfth  day.  The 
wound  healed  by  primary  union,  and  there  was 
no  drainage  forty-eight  hours  after  the  nephros- 
tomy tube  was  removed.  The  patient  was  dis- 
charged June  16  on  his  sixteenth  postoperative  day 
with  the  same  instructions  as  given  before.  He  has 
been  followed  for  practically  one  year  now  and 
has  been  in  perfect  health.  He  worked  all  summer 
and  fall  doing  regular  farm  work.  Repeated  check- 
ups have  shown  his  urine  to  be  crystal  clear,  pH 
6.0  to  7.5.  Specific  gravity  has  been  between 
1.010  and  1.016;  there  has  been  no  growth  of  bac- 
teria. Chemical  analysis  of  the  right  kidney  cal- 
culus was  the  same  as  the  left. 

Six  months  after  the  second  operation  a cysto- 


scopic  examination  showed  15  per  cent  excretion 
of  dye  from  each  kidney  at  the  end  of  thirty  minutes. 
There  was  no  growth  of  organism  in  culture,  and 
x-ray  studies  showed  no  evidence  of  recurrent 
calculi.  The  retrograde  pyelograms  are  shown  in 
Fig.  5.  The  return  to  a normal  configuration  and 
kidney  pattern  is  of  unusual  interest.  This  patient 
is  now  in  excellent  health  and  has  been  rehabilitated 
to  a useful  and  gainful  existence. 

Summary 

A comparatively  young  male  with  advanced 
nephrolithiasis  was  successfully  treated  by  axial 
or  longitudinal  bisection  of  the  entire  kidney  and 
removal  of  all  calculi.  A five-month  interval  was 
allowed  between  kidney  operations.  The  opera- 
tions were  facilitated  by  using  an  untied  loop  of 
umbilical  tape  about  the  renal  artery  during  the 
period  the  kidney  was  divided.  Hemorrhage  was 
controlled  by  gentle  traction  on  the  tape  without 
injury  to  the  renal  artery.  A cut  pattern  of  folded 
Gelfoam  the  size  and  shape  of  the  bisected 
kidney,  was  used  at  the  time  the  divided  kidney 
was  reunited  to  minimize  oozing.  Removal  of  all 
calculi  and  controlling  the  infection  have  thus  far 
prevented  recurrence  of  urolithiasis.  The  urine 
has  been  maintained  acid  by  an  acid-ash  diet.  The 
future  of  this  patient  has  been  changed  from  chronic 
progressive  invalidism  to  a normal  gainful  life. 

33  Center  Street 
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FAMILY  LIFE  OF  YOUNG  PEOPLE 

The  international  tensions  and  the  state  of  partial 
mobilization  foreseen  for  the  next  generation  will 
have  their  most  disorienting  effect  upon  the  family 
life  of  young  people,  according  to  Mrs.  Walter 
N.  Rothschild,  newly-elected  president  of  the  Mater- 
nity Center  Association  at  the  thirty-third  annual 
meeting  of  the  organization  at  the  Cosmopolitan 
Club,  New  York  City,  on  January  17. 

“To  maintain  the  family  as  a haven  of  peace  and  a 
place  where  people  can  be  themselves  will  be  one  of 
the  most  important  tasks  ahead,”  she  said.  “Come 
what  may,  the  health  and  welfare  of  our  American 
families  must  be  maintained.  We  must  do  every- 
thing possible  to  conserve  childhood  within  its 
family  surroundings,  not  out  of  indulgence  or  tender- 
ness or  sentimentality,  but  out  of  the  grim  realiza- 


tion that,  whatever  else  goes,  it  must  be  saved.” 
Speaking  to  two  hundred  doctors,  nurses,  and  com- 
munity leaders,  Mrs.  Rothschild  was  a member  of  a 
panel  of  board  members  of  the  Association  who  pre- 
sented their  viewpoints  on  the  works  of  the  Associa- 
tion in  this  time  of  crisis.  Other  participants  in  the 
panel  were  Mrs.  George  W.  Gibson,  Mrs.  Robert 
Montgomery,  Mrs.  Donald  M.  Oenslager,  and  Mrs. 
Cyrus  R.  Vance,  with  Mrs.  Shepard  Krech  presiding. 

Said  Mrs.  Krech,  retiring  president  of  the  Associa- 
tion, “The  political  megalomaniacs  have  always  used 
the  cradle  to  forward  their  long-range  war  plans,  but 
we  are  not  thinking  of  maternity  in  that  vein.  We 
want  young  people  well  endowed  physically,  emo- 
tionally, and  spiritually  who  have  what  it  takes  to 
keep  alivo  the  flame  of  democracy  in  a whirlwind.” 


THROMBOCYTOPENIC  PURPURA  AND  PREGNANCY 

William  M.  Mallia,  M.D.,  and  Robert  J.  Carpenter,  Jr.,  M.D.,  Schenectady,  New  York 
{From  the  Department  of  Obstetrics,  Ellis  Hospital ) 


'THROMBOCYTOPENIC  purpura  is  a rare  dis- 
■L  ease,  and  its  association  with  pregnancy  is  most 
unusual.  The  attitude  toward  these  cases  has 
changed  markedly  in  late  years.  The  delivery  in 
recent  months  of  two  women  with  purpura  has 
aroused  considerable  interest. 

Several  years  ago,  writers,  both  in  the  scanty 
literature  and  in  the  textbooks,  left  the  impression 
that  a fatal  outcome  due  to  hemorrhage  was  common. 
Since  Rushmore  in  1925  reported  the  first  case,  later 
publications  of  small  series  have  clarified  the 
i modern  thought.1  Finn  in  1944  culled  ten  cases 
! from  the  literature  and  added  three  more  from  the 
New  York  Hospital.2  More  recently,  a few  others 
have  been  noted,  particularly  by  Barnes  and  Doan, 
Polowe,  Patterson,  and  Wolff  and  Limarzi.3-6 

i Case  Reports 

Case  1. — D.  V.  W.,  twenty-seven-year-old,  white, 

|l|  secundigravida,  was  first  seen  in  this  pregnancy  by 

Ii  her  physician  on  April  12,  1949.  At  this  time  she 
presented  no  unusual  physical  findings;  a pelvic 
examination  revealed  a pregnancy  of  four  months 
if  gestation  and  an  adequate  pelvis.  Her  red  blood 
li  cells  were  2,900,000,  hemoglobin  11.5  Gm.  (65  per 

Icent),  urinalysis  negative,  and  blood  pressure 
120/70.  Her  last  menstrual  period  was  January  10, 
1949,  and  her  expected  date  of  confinement  was 
|.  October  17,  1949. 

Her  past  medical  history  was  lengthy,  and  from  a 
|:  survey  of  her  old  hospital  records  it  was  noted  that 

I1  she  had  been  admitted  to  the  Ellis  Hospital  in 
December,  1935,  at  the  age  of  thirteen  years  for 
1 bleeding.  At  that  time  the  mother  is  said  to  have 

14  stated  that  the  patient  first  had  oral  and  nasal 
bleeding  at  the  age  of  seven  and  that  she  “bruised 
easily.”  No  family  history  of  blood  dyscrasia  had 
been  elicited.  The  following  findings  were  reported 
1 at  that  time:  red  blood  count  3,000,000,  hemoglobin 

I-  49  percent,  platelets  130,000,  bleeding  time  twenty- 
eight  minutes,  clotting  time  three  and  one-half  min- 
utes. Urinalysis  showed  a few  red  blood  cells  and  rare 
white  blood  cells.  A diagnosis  of  essential  throm- 
i bocytopenic  purpura  was  made  and  the  patient  dis- 

I charged.  She  remained  well  with  no  bleeding  until 
June,  1936,  when  she  was  again  admitted  because  of 
persistent  epistaxis  and  a “run-down  condition.” 

At  this  time  the  red  blood  count  was  2,200,000, 
hemoglobin  33  per  cent,  platelets  110,000.  clot 
> retraction  two  and  one-hal f hours,  occul  t blood  (stool ) 

1 plus,  red  blood  cell  fragility  normal,  and  urinalysis 
I negative.  She  required  several  small  transfusions 
during  a lengthy  hospitalization.  In  1942  she  was 
admitted  with  a complaint  of  menorrhagia,  her 
i periods  having  been  regular  but  with  profuse  bleed- 
i!  ing  accompanied  by  large  clots.  She  was  given  500 
! cc.  of  whole  blood,  and  curettage  of  the  uterus  was 
• performed.  The  pathologist  reported  “hypertrophy 
j of  the  endometrium.”  Subsequently,  the  patient 
h married,  and  in  February,  1945,  she  was  admitted  in 
'«!  early  labor.  At  this  time  the  red  cell  count  was 
j 3,500,500,  hemoglobin  10.5  Gm.  After  fourteen 
: hours  of  labor  she  was  delivered  by  low  forceps  and 

episiotomy  of  a normal  male  infant  weighing  7 
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pounds,  14  ounces.  Blood  loss  at  delivery  was  esti- 
mated at  200  cc.  However,  over  the  next  five  days 
she  oozed  constantly  from  the  vagina,  requiring 
2,500  cc.  of  whole  blood.  She  was  discharged  wrell 
on  the  thirteenth  hospital  day. 

She  next  reported  to  her  physician  in  the  present 
pregnancy.  She  was  admitted  to  the  hospital  on 
August  26,  1949,  in  the  seventh  month  of  gestation 
with  marked  persistant  bleeding  from  the  gums  and 
nose.  Physical  examination  revealed  only  blood 
clots  about  the  gums  and  nose,  numerous  ecchy- 
motic  areas  over  the  body  generally,  and  the  abdomen 
enlarged  out  of  proportion  to  her  expected  date  of 
confinement.  The  following  studies  were  done: 
red  blood  cells  3,500,000,  hemoglobin  9.9  Gm., 
platelets  250,000,  bleeding  time  “over  twenty 
minutes,”  urinalysis  negative;  flat  plate  of  the 
abdomen  revealed  two  feti  of  about  seven  months 
gestation  in  vertex  presentations.  She  received  twro 
transfusions  of  250  cc.,  each  of  whole  fresh  blood, 
and  was  discharged  on  the  fifth  day. 

She  was  readmitted  on  October  3,  1949,  the  mem- 
branes having  ruptured  spontaneously  at  home  nine 
hours  before.  She  was  having  mild,  irregular 
uterine  contractions.  The  red  cell  count  wras 

2.900.000,  platelets  32,000,  hemoglobin  9.1  Gm.  (54 
per  cent);  urinalysis  showed  albumin  1 plus  and 
numerous  red  blood  cells.  Her  blood  pressure  was 
126/82.  During  a normal  five-hour  labor  the  pa- 
tient received  500  cc.  of  whole  blood  and  routine 
medication  consisting  of  vitamin  K,  demerol,  and 
scopolamine.  Twin  A,  a vertex  presentation,  de- 
livered spontaneously  and  weighed  5 pounds,  10 
ounces,  and  twin  B was  delivered  by  breech  extrac- 
tion and  weighed  5 pounds,  1 ounce.  Pitocin  was 
given  after  delivery  of  twin  B,  and  the  placenta  and 
membranes  expressed  intact  five  minutes  later. 
The  twins  were  monozygotic.  The  uterus  con- 
tracted well,  and  the  measured  blood  loss  during 
delivery  was  200  cc.  A second  pint  of  blood  was 
given.  The  fundus  remained  well  contracted  with 
routine  ergotrate,  and  the  lochia  was  normal. 

On  October  6,  1949,  the  red  blood  count  was 

3.400.000,  hemoglobin  12.9  Gm.  (76  percent),  plate- 
lets 340,000,  clot  retraction  six  hours,  and  the 
tourniquet  test  for  capillary  fragility  produced  no 
petechiae  after  five  minutes  at  100  mm.  pressure. 
Bleeding  from  the  gums  was  less,  and  after  what  was 
considered  an  entirely  normal  postpartum  period  the 

atient  was  discharged  on  October  10,  her  seventh 

ospital  day. 

She  was  readmitted  on  October  15,  1949,  twelve 
days  postpartum,  with  a history  of  having  passed  two 
orange-sized  clots  at  home.  The  fundus  was 
slightly  boggy,  rising  well  above  the  umbilicus  over  a 
few  hours,  at  which  time  clots  amounting  to  400  to 
500  cc.  could  be  expressed  with  subsequent  tempo- 
rary contraction  of  the  uterus.  However,  the  uterus 
filled  and  rose  again,  and  a similar  volume  of  clots 
was  expressed.  This  continued  for  two  days,  during 
which  time  the  patient  was  given  additional  whole 
blood  transfusions.  A curettage  was  performed, 
and  no  recognizable  secundines  were  obtained. 
The  patient  continued  to  bleed  despite  this  treatment 
plus  liberal  amounts  of  oxytocics. 

When  she  was  stabilized  with  tranfusions,  splenec- 
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tomy  was  performed  on  October  19,  1949.  Post- 
operatively,  the  patient  developed  a left  lower  lobe 
pneumonia,  and  the  vaginal  bleeding  continued  with 
the  patient  in  critical  condition.  A total  of  15 
pints  of  blood  were  administered,  and  the  patient 
rallied  on  the  tenth  postoperative  day.  She  was 
closely  studied  with  repeated  counts.  Her  tempera- 
ture returned  to  normal,  and  the  bleeding  ceased 
abruptly.  On  the  twenty-eighth  postoperative  day 
the  red  cell  count  was  4,900,000,  hemoglobin  17  Gm. 
(100  per  cent),  platelets  630,000,  bleeding  time  one 
minute,  clotting  time  five  minutes.  Five  subsequent 
platelet  counts  prior  to  discharge  on  the  twenty- 
fourth  day,  November  12,  1949,  were  over  700,000, 
and  all  bleeding  symptoms  had  vanished. 

Blood  counts  on  both  infants  on  two  occasions 
were  entirely  within  normal  limits.  The  patient 
was  seen  by  her  physician  eight  weeks  and  four 
months  postoperatively  and  was  said  to  be  in  excel- 
lent health  and  obstetrically  normal.  Her  blood 
count  was  within  normal  limits. 

Case  2.— Mrs.  G.  V.  D.,  a twenty-five-year-old, 
white  secundigravida,  had  been  a student  nurse  at 
the  Ellis  Hospital  from  1943  to  1946  and  during  this 
period  had  been  admitted  on  several  occasions  for 
minor  complaints.  Numerous  blood  counts  were 
done,  none  of  which  showed  any  abnormality.  In 
her  first  pregnancy  the  last  menstrual  period  had 
been  January  9,  1948.  Her  red  blood  count  was 
4,200,000  and  hemoglobin  13.4  Gm.  In  the  sixth 
month  of  this  pregnancy  the  patient  and  her  physi- 
cian noted  numerous  petechiae  on  the  abdominal 
wall,  and  there  was  some  bleeding  from  the  gums. 
A Rumpel  1-Leedes  turniquet  test  at  this  time  was 
said  to  be  “markedly  positive,”  and  the  platelets 
numbered  90,000. 

She  was  admitted  to  the  hospital  on  November  8, 
1948,  two  weeks  past  her  expected  date  of  confine- 
ment, in  early  labor.  Laboratory  reports  gave  the 
red  blood  count  as  4,000,000,  hemoglobin  12  Gm., 
platelets  130,000,  bleeding  and  clotting  times  one 
and  one-half  minutes,  clot  retraction  twenty-one 
hours.  After  a twelve-hour  labor  she  was  delivered 
of  a living  male  infant  by  low  forceps  and  episiotomy. 
There  was  a measured  blood  loss  of  250  cc.  Her 
postpartum  course  was  uneventful,  and  the  patient 
and  baby,  whose  blood  studies  were  within  normal 
limits,  were  discharged  on  November  14,  1948. 

She  remained  well  and  asymptomatic  and  again 
became  pregnant,  the  last  menstrual  period  starting 
on  March  1,  1949.  Her  expected  date  of  confine- 
ment was  December  8,  1949.  Again  in  the  third 
trimester  she  began  to  show  petechiae,  bruised  more 
easily,  and  noticed  bleeding  from  the  gums.  A 
platelet  count  late  in  November  was  20,000.  She 
was  admitted  on  December  3,  1949  for  tranfusions. 
A sternal  marrow  specimen  was  taken  at  this  time 
and  showed:  “Hyperplastic  marrow;  normoblasts, 
segmented  granulocytes,  and  myelocytes  are  all 
unusually  numerous.  Myeloblasts  are  also  numer- 
ous, platelets  are  rare,  and  megakaryocytes  are  not 
identified.  Thrombocytopenia  is  indicated,  and  the 
granulocytes  correspond  to  infection  or  pregnancy.” 
She  was  given  two  250-cc.  tranfusions  of  whole 
blood,  and  the  platelet  count  on  discharge  three  days 
later  was  130,000.  She  was  readmitted  on  Decem- 
ber 16,  1949,  when  the  platlets  were  110,000,  and 
during  an  eight-hour  labor  250  cc.  of  blood  were 
administered.  She  was  delivered  spontaneously  of 
a normal,  living  male  infant  weighing  6 pounds,  10 
ounces  with  a blood  loss  of  less  than  100  cc. 

Her  postpartum  course  was  uneventful,  although 
she  was  given  another  250-cc.  transfusion  of  whole 
blood.  Two  days  before  discharge  on  December  23, 


1949,  her  red  blood  count  was  3,900,000,  hemoglobin 
13  Gm.  (77  per  cent),  and  platelets  350,000.  Two 
complete  blood  counts  on  the  infant  were  within 
normal  limits.  Seen  one  month  and  three  months 
postpartum,  the  patient  and  both  babies  were 
asymptomatic. 

Comment 

In  agreement  with  the  observations  of  the  afore- 
mentioned writers,  it  was  noted  in  these  four  de- 
liveries of  two  women  with  thrombocytopenic  pur- 
pura that  the  danger  of  immediate  postpartum 
hemorrhage  is  probably  only  slightly  greater  than  in 
otherwise  normal  women.  The  patient  with  twin 
pregnancy  and  hydramnios  bled  only  slightly  at  the 
time  of  delivery.  Bleeding  from  the  uterine  sinuses 
is  controlled,  of  course,  largely  by  mechanical  means, 
the  contraction  of  the  uterus.  It  is  the  general  ooz- 
ing over  a period  of  several  days  as  noted  in  Case  1 
that  must  be  anticipated.  It  is  interesting  to  note 
that  the  first  patient  presented  symptoms  almost 
constantly  from  the  age  of  seven  but  that  the  symp- 
toms were  aggravated  by  pregnancy.  The  second 
patient  was  asymptomatic  when  not  pregnant  and 
only  showed  clinical  signs  of  the  disease  in  the  third 
trimester.  In  view  of  these  observations  one  can 
agree  with  the  conclusions  of  Wolff  and  Limarzi 
that  a conservative  attitude  should  be  adopted  to- 
ward the  pregnancy.  Splenectomy  may  be  reserved 
for  a period  of  remission  following  the  pregnancy, 
although  this  procedure  could  be  carried  out  at  any 
time  if  conditions  warrant  it. 

Ward  and  MacArthur  have  reported  that  the 
platelet  count  drops  during  normal  pregnancies; 
in  their  series  of  cases  they  saw  no  increased  inci- 
dence of  postpartum  bleeding.* 1 2 3 4 5 6 7  It  is  known  that 
quinine  intoxication  may  result  in  a lowered  platelet 
count.  Whether  or  not  use  of  this  drug  in  small 
doses  for  the  induction  of  labor  in  a patient  with 
thrombocytopenia  is  contraindicated  is  problematic. 

It  is  felt  in  reviewing  the  literature  and  these 
cases  that  thrombocytopenic  purpura  in  itself  is  not 
an  indication  for  interruption  of  the  pregnancy  or 
sterilization  of  the  patient. 

Conclusion 

Four  deliveries  of  two  women  with  thrombocyto- 
penic purpura,  resulting  in  five  normal  children,  are 
presented.  The  conclusions  of  recent  writers  that  a 
conservative  attitude  toward  the  pregnancy  may  be 
maintained  are  supported.  It  seems  there  is  little  | 
danger  to  be  anticipated  from  immediate  postpartum 
hemorrhage,  but  the  attendant  must  be  prepared  to 
treat  the  possible  slow  constant  bleeding  which  may 
occur  in  the  first  few  days  of  the  puerperium.  These 
patients  were  treated  with  multiple  small  trans- 
fusions of  fresh  blood,  vitamin  C,  and  Rutin. 

Acknowledgment  is  made  to  Drs.  Fred  Pulver,  M.  A.  i 
Humphrey,  and  A.  B.  Korkosz  for  permission  to  review  these  ( 
private  cases. 
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ACUTE  HEMOLYTIC  ANEMIA  IN  INFECTIOUS  MONONUCLEOSIS 

Maj.  Stephen  J.  Berte,  (MC)  USA,  Brooklyn,  New  York 
( From  the  Totten  General  Hospital,  Fort  Totten  Medical  Center) 


WITHIN  the  past  decade  there  have  been  re- 
ported an  increasing  number  of  cases  of  infec- 
tious mononucleosis  with  a variety  of  unusual 
manifestations.  I wish  to  present  a case  of  infec- 
tious mononucleosis  with  acute  hemolytic  anemia 
and  to  make  special  reference  to  the  unusual  occur- 
i rence  of  the  latter  in  this  disease. 

Case  Report 

A twenty-seven-year-old  white  male  was  admitted 
to  the  hospital  in  December,  1947,  with  a history 
i of  chills,  fever,  generalized  malaise,  anorexia,  and 
| dark  brown  urine  for  one  week.  Four  days  prior  to 
! admission,  jaundice,  which  was  progressive  in  na- 
j ture,  developed.  With  the  onset  of  jaundice,  the 
j!  patient  ceased  having  chills  and  felt  less  feverish. 

The  stools  varied  in  color  from  light  to  dark  brown. 

; There  was  no  nausea  or  vomiting.  At  the  beginning 
j of  the  present  illness,  the  patient  developed  a slight 
| nonproductive  cough  which  disappeared  just  before 
j admission.  Family  history,  past  history,  and  re- 
- view  of  systems  contained  no  significant  data, 
j There  was  no  history  of  jaundice  or  anemia  in  the 
patient  or  members  of  his  family.  The  patient  had 
! been  entirely  well  prior  to  his  present  illness,  had  not 
i been  outside  of  the  continental  United  States  since 
1944,  and  had  not  received  any  injections  of  horse 
serum.  No  medication  was  taken  before  admission. 

On  admission,  the  patient  appeared  acutely  ill  but 
was  in  no  immediate  distress.  He  was  well-de- 
) veloped,  well-nourished,  moderately  obese,  and  had 
j obvious  frank  jaundice  of  the  skin  and  sclerae.  The 
i facies  was  pale,  and  there  was  moderate  perspiration 
; of  the  body.  The  patient  was  alert  and  rested 

!j  comfortably  in  the  supine  position.  The  mucosa  of 
\ the  mouth  and  pharynx  was  moderately  pale.  At 
i both  bases  of  the  lungs  posteriorly  there  were  a few 
fine,  moist  rales.  The  blood  pressure  was  134/82, 
and  the  heart  rate  was  regular  at  132  beats  per 
V minute.  A soft,  blowing  systolic  murmur  was 
audible  at  the  apex.  The  liver  edge  was  palpable 
■ at  the  right  costal  margin  on  inspiration  only,  and 
m the  spleen  was  not  palpable.  There  was  no  lymph- 
! adenopathy.  The  remainder  of  the  physical  ex- 

5 animation  was  unrevealing. 

Temperature  on  admission  was  101  F.  and  rose  to 
S 104  F.  on  the  second  hospital  day.  For  the  next 
* four  days,  the  temperature  was  remittent  in  type, 
ranging  between  100  and  104  F.,  and  gradually  came 
down  by  lysis  on  the  eighth  hospital  day.  Between 
the  ninth  and  eleventh  hospital  days,  the  tempera- 
ture varied  between  98  and  100  F.  and  after  the 
thirteenth  hospital  day  remained  normal,  never 
going  above  99  F. 

Laboratory  Data. — X-ray  of  the  chest  and  flat 
I film  of  the  abdomen  on  admission  revealed  a normal 
•,  heart  and  lungs.  Visceral  shadows  on  flat  film  of 
I the  abdomen  were  not  abnormal.  Complete  blood 
i!  count  on  admission  revealed  1,670,000  red  blood 
.cells,  hemoglobin  8 Gm.,  and  24,350  white  blood 
■ cells  with  76  per  cent  neutrophils,  21  per  cent 
lymphocytes,  and  3 per  cent  monocytes.  The 
neutrophils  showed  a marked  shift  to  the  left.  Red 
blood  cell  morphology  showed  anisocytosis,  poly- 

The  form  and  opinions  presented  herein  are  entirely  those 
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chromatophilia,  and  a few  erythroblasts.  No 
spherocytes  were  noted.  A repeat  blood  count  on 
the  following  day  revealed  1,780,000  red  blood  cells, 
hemoglobin  7 Gm.,  and  22,300  white  blood  cells 
with  69  per  cent  neutrophils,  and  a shift  to  the  left. 
A hematocrit  at  this  time  was  18  mm.  The  platelet 
count  was  384,000.  Thick  smear  for  malaria  at  the 
height  of  the  fever  on  the  second  hospital  day  was 
negative.  Clot  retraction  time  was  complete  in  two 
hours.  Red  blood  cell  fragility  as  compared  with  a 
control  was  normal.  Hematocrit  studies  suggested 
increased  mean  corpuscular  volume  and  mean 
corpuscular  hemoglobin.  Autohemolysins,  which 
were  active  at  room  temperature,  were  found  to  be 
present  in  the  patient’s  serum.  No  titer  of  activity 
was  obtained,  however. 

The  icterus  index  was  64  units  and  the  serum 
bilirubin  4.58  mg.  per  cent.  Total  protein  was  6.7 
mg.  per  cent  with  an  albumin-globulin  ratio  of  1:1. 
Prothrombin  time  was  normal  and  the  blood  Kahn 
test  negative.  Stool  for  ova  and  parasites  was 
negative.  Blood  nonprotein  nitrogen  was  25  mg. 
per  cent,  and  the  cephalin-cholesterol  flocculation 
was  4 plus  in  forty-eight  hours  with  a thymol  turbid- 
ity of  10.89  turbidity  units.  Cold  agglutinations 
and  streptococcus  MG  agglutinations  were  negative 
on  repeated  interval  examinations. 

Urine  analysis  showed  1 plus  albumin,  zero  to  two 
coarsely  granular  casts,  negative  bile,  and  a uro- 
bilinogen titer  positive  in  a dilution  of  1:2,560. 
The  urine  looked  mahogany  in  color.  On  the 
fourth  hospital  day,  the  urine  urobilinogen  had  risen 
to  its  maximum  with  a titer  of  1:5,120.  Tests  for 
bile  and  the  benzidine  test  for  hemoglobin  in  the 
urine  were  consistently  negative.  By  the  fifteenth 
hospital  day,  the  urine  urobilinogen  was  normal  ex- 
cept for  a rise  to  1:160  during  a period  of  one  week 
after  two  months  of  hospitalization.  The  stools 
were  always  brown  in  color. 

Hospital  Course. — On  the  second,  fifth,  and 
eighth  hospital  days,  the  patient  received  transfu- 
sions of  100,  300,  and  500  cc.  of  whole  blood,  respec- 
tively, apparently  without  reaction  except  for  a 
mild  chill  following  the  first  transfusion.  By  the 
fourteenth  hospital  day,  the  red  blood  cell  count  was 
3,630,000  with  11.5  Gm.  of  hemoglobin.  On  the 
ninth  hospital  day,  the  white  blood  cell  count 
showed  a significant  change,  the  total  count  being 
10,500  with  36  per  cent  neutrophils,  13  per  cent 
monocytes,  and  51  per  cent  lymphocytes,  of  which  46 
were  atypical  forms  resembling  those  seen  in  infec- 
tious mononucleosis.  On  the  eleventh  hospital  day, 
the  white  blood  cell  count  was  7,850  with  53  per  cent 
lymphocytes  showing  45  atypical  forms.  On  the 
seventeenth  hospital  day,  the  white  blood  cell 
count  was  4,550  with  63  per  cent  lymphocytes  show- 
ing 53  atypical  forms.  A heterophil  antibody  was 
obtained  on  the  eighteenth  hospital  day  and  was 
positive  in  a titer  of  1:224  after  absorption  with 
guinea  pig  kidney.  Detailed  study  of  the  red  blood 
cells  at  this  time  showed  anisocytosis  with  many, 
very  large  macrocytes.  Polychromatophilia  and 
basophilia  were  present,  and  many  normoblasts 
were  seen.  Examination  of  the  bone  marrow 
(sternal  marrow  aspiration)  showed  regeneration  of 
erythrocytic  and  myelocytic  series.  The  ratio  of 
myelocytic  to  erythrocytic  series  was  1.4:1;  the 
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number  of  erythroblasts  was  increased.  Some 
erythrocytes  were  stippled.  The  myelocytic  series 
showed  marked  increase  in  myelocytes  and  juvenile 
cells  of  both  neutrophilic  and  eosinophilic  series. 
The  number  of  blast  cells  was  less  than  1 per  cent. 
There  was  an  apparent  decrease  in  the  number  of 
polymorphonuclear  leukocytes. 

By  the  twenty-third  hospital  day,  the  ccphalin- 
cholesterol  flocculation  returned  to  normal  and,  on 
the  forty-seventh  hospital  day,  the  thymol  turbidity 
returned  to  normal.  The  serum  bilirubin  gradually 
returned  to  normal  by  the  thirty -eighth  hospital  day. 
The  icterus  index  was  normal  on  the  twenty-second 
hospital  day.  Total  protein  and  albumin-globulin 
ratio  never  showed  any  marked  change  except  for 
an  increase  in  the  albumin  content  with  an  albumin- 
globulin  ratio  of  2.7 : 1 toward  the  latter  part  of 
hospitalization.  A gastric  analysis  was  normal. 
The  red  blood  cell  count  reached  5,720,000  with  17 
Gm.  of  hemoglobin  before  the  patient  was  finally 
discharged.  Autohemolysins  were  present  in  the 
patient’s  serum  for  the  first  two  weeks  of  hospital- 
ization after  which  they  could  no  longer  be  demon- 
strated. The  patient  was  treated  with  transfu- 
sions, as  indicated,  and  given  a high-calorie,  high- 
protein,  high-vitamin,  low-fat  diet  and  bed  rest. 

In  the  hospital,  the  patient  had  an  occasional  chill 
during  the  first  four  days,  which  was  associated  with 
spiking  elevations  in  temperature.  Aside  from 
this,  he  was  comfortable  and  relatively  asympto- 


matic throughout  his  hospital  course,  except  for 
weakness  and  anorexia  in  the  beginning.  Jaundice 
disappeared  during  the  third  week  in  the  hospital  at 
which  time  the  patient  began  to  eat  better  and  was 
completely  symptom-free  except  for  a moderate 
tired  feeling.  There  was  never  any  generalized 
lymphadenopathy.  The  spleen  could  never  be 
palpated,  and,  although  the  liver  edge  was  palpated 
on  admission,  on  subsequent  examination  it  could 
not  be  felt.  Scattered,  fine,  moist  rales  heard  at  the 
bases  of  the  lung  fields  on  admission  disappeared 
spontaneously  within  the  first  few  hospital  days. 

On  the  fifty-fourth  hospital  day,  the  patient  was 
given  a convalescent  leave  for  one  month  and  was 
finally  discharged  after  three  and  one-half  months 
observation.  At  the  time  of  discharge,  the  patient 
was  completely  symptom-free,  and  all  laboratory 
tests,  including  blood  studies,  bromsulfalein  test  of 
liver  function,  heterophil  antibody  reaction,  blood 
chemistry,  and  agglutination  tests,  were  negative. 
The  final  diagnosis  at  the  time  of  discharge  was  in- 
fectious mononucleosis  with  secondary  hemolytic 
anemia  due  to  the  development  of  autohemolysins. 
It  was  felt  that  the  greater  part  of  the  liver  impair- 
ment had  resulted  from  the  development  of  severe, 
acute  hemolysis  of  red  blood  cells.  The  patient 
was  heard  from  approximately  ten  months  after  dis- 
charge at  which  time  he  was  in  apparent  good  health 
and  had  resumed  his  normal  occupation. 
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REPORT  FATAL  EFFECTS  OF  ANTIHISTAMINES  ON  CHILDREN 


The  disastrous  effects  of  an  overdose  of  an  anti- 
histamine on  young  children  as  a result  of  accidental 
swallowing  are  compiled  in  a report  from  the  Univer- 
sity of  Michigan  Medical  School.  Their  observa- 
tions serve  as  a warning  to  parents  to  keep  these  and 
other  potent  drugs  out  of  the  reach  of  children.  At 
least  eight  known  deaths  of  children  under  two  years 
of  age  are  attributed  to  these  drugs.  Five  of  the 
deaths  were  accompanied  by  convulsions. 

Treatment  of  convulsions  from  antihistaminic 
agents  in  infants  has  been  found  to  be  none  too 
successful,  since  treatment  is  entirely  symptomatic 
as  a specific  antidote  is  lacking.  Only  two  cases  of 
recovery  from  convulsions  caused  by  antihistaminic 
agents  in  children  under  two  are  known. 

The  sudden  death  of  a 22-month-old  boy  who  had 
been  in  good  health  except  for  a mild  upper  respira- 
tory tract  infection  is  described.  He  was  brought 
to  a physician  about  two  hours  after  the  alleged 
swallowing  of  a number  of  dimenhydrinate  tablets 
(used  for  motion  sickness,  such  as  seasickness  and 
carsickness).  At  first  the  baby  was  overstimulated, 
and  later  generalized  convulsions  and  skin  rash  de- 
veloped. Despite  efforts  to  save  him,  the  child 
died  4‘/j  hours  after  swallowing  the  drug.  As  a re- 


sult of  postmortem  examination  the  dimenhydrinate 
was  listed  as  the  cause  of  death  “either  as  a direct 
toxic  effect  or  partially  as  an  indirect  change  re- 
sulting from  anoxia.” 

The  more  violent  reaction  of  a three-year-old  girl 
to  an  antihistamine  was  also  reported  in  the  article, 
although,  fortunately,  the  girl  recovered.  The 
girl  “was  found  in  a drowsy,  listless,  fretful  state. 
She  became  disorientated  and  walked  with  a stagger- 
ing, awkward  gait.  Jerkings  of  the  extremities  de- 
veloped, and  then  she  experienced  generalized  clonic 
convulsions.”  She  had  been  playing  D/2  hours 
earlier  in  the  bathroom  from  which  17  capsules  of 
diphenhydramine  hydrochloride  were  later  found  to 
be  missing.  Treatment  was  begun  about  five  hours 
after  the  supposed  ingestion.  There  were  recurrent 
generalized  convulsions  for  about  eight  hours;  the 
face  was  flushed,  and  the  pupils  were  dilated  and 
nearly  fixed.  Between  seizures  the  child  cried  out 
and  talked  in  a rambling  manner  and  showed  hyper- 
extension of  the  trunk  and  involuntary  movements  of 
the  extremities.  The  next  day  she  appeared  nor- 
mal. 

— Journal  of  the  American  Medical  Association, 
February  8,  1951 


GLYCOSURIA  COMPLICATING  PREGNANCY 


Jerome  Schwartz,  M.D.,  Lynbrook,  New  York,  and  Murray  M.  Levites,  M.D.. 

Bronx,  New  York 

( From  the  Department  of  Obstetrics  and  Gynecology  and  the  Department  of  Medicine,  Fordham  Hospital ) 


TJENIGN  glycosuria,  first  described  by  Maase 
in  1911,  is  a relatively  frequent  occurrence  in 
pregnancy.1  Williams  and  Wills  found  5.4  per  cent 
of  640  pregnant  women  to  have  glycosuria  at  some 
period  of  their  pregnancy.2  Lepine  stated  that 
40  per  cent  of  all  pregnant  women  exhibit  glycosuria 
at  some  time  in  pregnancy.3  Mann,  however,  dem- 
onstrated glycosuria  so  consistently  in  pregnant 
women  that  Frank  and  Nothman  proposed  a test 
for  early  pregnancy  based  on  this  phenomenon.4-5 

In  most  cases  glycosuria  in  the  pregnant  female 
causes  the  physician  little  concern,  as  it  produces  no 
symptoms  and  disappears  with  the  termination  of 
pregnancy.  However,  in  the  case  to  be  presented, 
the  glycosuria  was  so  severe  that  it  produced  the 
clinical  picture  of  severe  uncontrolled  diabetes 
mellitus. 

Case  Report 

R.  C.,  a thirty-seven-year-old,  white,  Italian  fe- 
male, was  first  admitted  to  the  Obstetric  Service  of 
Fordham  Hospital  on  January  6,  1948.  She  had 
been  attending  the  Ante-Partum  Clinic  for  about 
three  weeks.  One  week  prior  to  admission,  a 2 plus 
glycosuria  was  noted.  Her  past  history  was  insig- 
nificant. She  had  given  birth  to  five  children  who 
were  living  and  well,  and  she  had  experienced  no 
difficulty  with  her  previous  pregnancies.  Her  family 
history  was  of  interest  in  that  no  member  of  her 
family  had  ever  had  diabetes  or  glycosuria.  Her 
last  menstrual  period  was  on  June  8,  1947,  and  her 
expected  date  of  confinement  was  March  15,  1948. 

Physical  examination  on  admission  revealed  an 
obese  female  (weight  225  pounds,  height  64  inches) 
in  no  acute  distress.  There  was  a pronounced 
malar  flush,  and  her  breath  had  a marked  fruity 
(acetone)  odor.  The  heart  sounds  were  normal, 
the  blood  pressure  was  132/82,  and  her  chest  was 
clear  to  percussion  and  auscultation.  The  uterus 
was  enlarged  to  4 fingers  below  the  ensiform  carti- 
lage with  a vertex  presentation.  Urinalysis  at  this 
time  revealed  a 4 plus  sugar  and  a 4 plus  acetone. 

Because  she  was  believed  to  be  in  impending  dia- 
betic coma,  antiketotic  treatment  was  instituted  at 
once,  after  drawing  venous  blood  for  clinical  ex- 
amination. She  was  given  1 L.  of  5 per  cent  glucose 
in  saline  and  65  units  of  regular  insulin  intravenously. 
Within  the  hour,  the  blood  chemistry  findings  re- 
vealed a blood  sugar  of  110  mg.  per  cent,  urea  ni- 
trogen 11  mg.  per  cent,  and  carbon  dioxide  com- 
bining power  of  37  volumes  per  cent.  At  this  time, 
the  insulin  was  stopped  at  once,  and  intravenous 
glucose  was  administered  in  order  to  avert  any 
hypoglycemic  reactions  that  might  ensue  as  a result 
of  the  large  dose  of  insulin  that  had  been  given 
parenteraliy.  Sodium  lactate  was  also  adminis- 
tered intravenously  to  combat  the  acidosis.  The 
patient  had  an  uneventful  night  and  was  seen  in 
medical  consultation  on  the  following  morning. 
At  this  time  it  was  felt  that  the  patient  might  have 
either  a transient  or  permanent  benign  renal  gly- 

Presented  at  a meeting  of  the  Clinical  Society  of  the  New 
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• -URINE  POSITIVE  FOR  SUGAR 
o-  NEGATIVE 

Fig.  1.  Glucose  tolerance  curve  on  January  9, 
1948,  one  month  prior  to  delivery.  A relatively 
high  normal  glucose  tolerance  curve  with  delayed 
response  in  returning  to  normal. 


cosuria  which  had  resulted  in  the  depletion  of  her 
glycogen  stores  with  subsequent  hyperketonemia  and 
ketonuria.  On  January  7,  1948,  the  fasting  blood 
sugar  was  83  mg.  per  cent,  and  the  carbon  dioxide 
combining  power  was  40  volumes  per  cent. 

A standard  glucose  tolerance  curve  on  January 
9,  after  three  days  on  a liberal  carbohydrate  diet, 
revealed  the  following  (Fig.  1): 


Sugar 

Acetone 

(Mg.  Per  Cent) 

Urine 

Blood 

Urine 

Fasting  blood  sugar 

114 

(4  plus) 

2 plus 

Vz-hour  specimen 

142 

(4  plus) 

2 plus 

1-hour  specimen 

172 

(4  plus) 

2 plus 

2-hour  specimen 

148 

(4  plus) 

2 plus 

3-hour  specimen 

138 

(4  plus) 

2 plus 

The  carbon  dioxide  combining  power  on  January 
9 was  47  volumes  per  cent,  total  proteins  6.3  Gm. 
per  cent;  albumin  4.4  Gm.  per  cent;  globulin  1.9 
Gm.  per  cent.  X-ray  of  the  sella  turcica  revealed 
no  pathology. 

Despite  the  nearly  normal  glucose  tolerance  curve 
and  because  of  the  persistent  finding  of  glycosuria 
and  acetonuria,  insulin  therapy  was  instituted.  She 
was  given  5 units  of  regular  insulin  with  her  feedings 
four  times  daily.  Under  this  regimen,  the  ketonuria 
was  abolished  within  twenty-four  hours,  but  the 
glycosuria  of  1 to  4 plus  sugar  still  persisted.  On 
January  11,  the  daily  doses  of  insulin  were  increased 
to  35  units,  but  the  glycosuria  persisted. 

In  the  meantime,  the  reducing  substance  found  in 
the  urine  was  identified  by  fermentation  and  osazone 
tests  to  be  glucose.  Quantitative  urine  analysis 
during  the  first  forty-eight  hours  showed  an  esti- 
mated loss  of  between  60  and  70  Gm.  of  glucose 
daily.  However,  after  insulin  therapy  had  been 
started,  the  loss  of  glucose  was  reduced  to  20  to  25 
Gm.  daily.  On  January  15,  the  patient  was  placed 
on  15  units  of  protamine  zinc  insulin  therapy  daily 
with  no  ill  effects.  The  fasting  blood  sugar  on  Janu- 
ary 17  was  154  mg.  per  cent.  On  January  20,  two 
weeks  after  admission,  the  patient  was  discharged 
with  instructions  to  take  20  units  of  protamine  zinc 
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Fig.  2.  Glucose  tolerance  curve  on  February  11, 
1948,  the  second  postpartum  day.  Although  the 
fasting  blood  sugar  is  normal,  the  graph  closely 
simulates  a diabetic-type  curve. 


insulin  daily.  She  was  given  a diet  containing  200 
Gm.  carbohydrate,  70  Gm.  protein,  and  40  Gm. 
fat  and  requested  to  report  to  the  outpatient  clinic 
at  weekly  intervals  for  further  observation. 

During  the  following  two  weeks,  although  she 
was  quite  comfortable  at  home,  her  urine  showed  a 
glycosuria  of  1 to  4 plus  but  no  acetone.  She  visited 
the  clinic  on  February  5,  and  at  this  time  a remark- 
able change  in  her  status  was  noted.  Her  blood 
pressure  which  heretofore  had  been  normal  had  now 
risen  to  150/100.  A 2 plus  pitting  edema  of  the 
abdomen,  arms,  and  legs  was  present.  She  had  also 
developed  an  acute  hydramnion  and  had  gained  5 
pounds  within  fifteen  days.  The  urine  now  showed 
2 plus  albumin  and  a trace  of  acetone  but  no  glucose. 
She  was  immediately  admitted  to  the  ward,  where 
she  was  placed  on  a Karell  diet  and  sedation. 
Within  the  following  twenty-four  hours  she  lost 
2.5  pounds.  Blood  chemistry  studies  at  the  time 
showed  the  following:  sugar  112  mg.  per  cent,  urea 
nitrogen  12  mg.  per  cent;  total  proteins  6.2  Gm.  per 
cent;  albumin  3.8  Gm.  per  cent;  globulin  2.4  Gm. 
per  cent;  cholesterol  180  mg.  per  cent;  cholesterol 
esters  140  mg.  per  cent.  Within  the  next  twenty- 
four  hours,  however,  on  this  regimen,  she  again 
exhibited  signs  of  ketosis.  She  had  a fruity  odor  to 
her  breath;  the  lips  were  dry,  glazed,  cherry-red  in 
color,  and  the  respirations  were  of  the  Kiissmaul 
type.  Drowsiness  was  her  major  complaint.  Urin- 
alysis at  this  time  revealed  3 plus  acetone  and  a trace 
of  glucose. 

Antiketotic  treatment  was  immediately  instituted 
with  10  units  of  regular  insulin  three  times  a day  and 
intravenous  glucose.  On  the  morning  of  February 
9,  two  days  after  antiketotic  treatment  was  insti- 
tuted, the  urine  became  free  of  sugar  and  acetone. 
At  this  time  the  patient  went  into  active  labor. 
The  membranes  ruptured  spontaneously  with  the 
expulsion  of  several  liters  of  amniotic  fluid.  After 
a labor  of  eight  hours  duration,  she  delivered  spon- 
taneously a 9-pound,  14-ounce  female  infant.  The 
child  breathed  spontaneously  and  appeared  perfectly 
normal. 

Following  the  delivery,  the  patient  was  again 
placed  on  a low  sodium  diet  with  fluids  limited  to 
1,500  cc.  daily.  Thereafter,  frequent  urine  analyses 
were  negative  for  sugar  and  acetone,  even  though 
insulin  had  been  entirely  discontinued  from  the  onset 
of  labor.  On  February  11,  the  second  postpartum 


Fig.  3.  Glucose  tolerance  curve  on  March  5, 
1948,  one  month  postpartum.  The  curve  is  rela- 
tively normal,  although  there  is  a lag  response  in 
reaching  the  peak  level  (three  hours). 


day,  a glucose  tolerance  curve  revealed  the  following 
(Fig.  2): 


Sugar 

Acetone 

(Mg.  Per  Cent) 

Urine 

Blood 

Ueine 

Fasting  blood  sugar 

83 

(None) 

None 

1-hour  specimen 

210 

(None) 

None 

2-hour  specimen 

284 

(1  plus) 

None 

3-hour  specimen 

220 

(2  plus) 

None 

4-hour  specimen 

95 

(None) 

None 

On  February  17,  the  patient  was  discharged  in 

good  condition.  Her  blood  pressure  was  120/80 
and  the  urine  free  of  sugar  and  acetone.  She  was 
requested  to  return  to  the  clinic  for  further  study  and 
given  a diet  of  200  Gm.  carbohydrate,  70  Gm.  pro- 
tein, and  40  Gm.  fat.  On  March  5,  about  one  month 
postpartum,  the  patient  returned  for  re-evaluation, 
and  the  glucose  tolerance  curve  showed  the  follow- 
ing (Fig.  3): 


Fasting  blood  sugar 

1- hour  specimen 

2- hour  specimen 

3- hour  specimen 

4- hour  specimen 
All  specimens  were  negative  for  albumin. 


Sugar 

Acetone 

(Mg.  Per  Cent) 

Urine 

Blood 

Urine 

80 

(None) 

None 

117 

(None) 

None 

148 

(None) 

None 

166 

(None) 

None 

142 

(None) 

None 

Total  proteins  now  were  8.5  Gm.  per  cent;  albu- 
min 5.8  Gm.  per  cent;  globulin  2.7  Gm.  per  cent. 
Total  cholesterol  was  225  mg.  per  cent;  cholesterol 
esters  160  mg.  per  cent.  The  cephalin  flocculation 
test  was  negative.  Alkaline  phosphates  was  7.9 
Bodansky  units. 

Since  her  discharge  from  the  hospital,  the  patient 
has  been  in  good  health.  Her  urine  has  been  re- 
peatedly negative  for  sugar,  acetone,  and  albumin. 
She  has  lost  30  pounds.  A glucose  tolerance  test 
performed  on  February  3,  1949,  one  year  after  de- 
livery, revealed  the  following  (Fig.  4): 


Fasting  blood  sugar 
V2-hour  specimen 

1- hour  specimen 

2- hour  specimen 

3- hour  specimen 


Sugar 

Acetone 

(Mg.  Per  Cent) 

Urine 

Blood 

Urine 

125 

(None) 

None 

176 

(None) 

None 

248 

(3  plus) 

None 

173 

(1  plus) 

None 

89 

(None) 

None 

: 
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Fig.  4.  Glucose  tolerance  curve  on  February  3, 
1949,  one  year  postpartum.  A high  normal  glucose 
tolerance  curve. 


A glucose  tolerance  test  performed  on  December 
2,  1949,  twenty-two  months  postpartum,  revealed 
the  following: 

Sugar  Acetone 
(Mg.  Per  Cent)  Urine 


Blood 

Urine 

Fasting  blood  sugar 
1 /2-hour  specimen 

80 

(None) 

None 

142 

(None) 

None 

1-hour  specimen 

234 

(None) 

None 

2-hour  specimen 

172 

(None) 

None 

3-hour  specimen 

124 

(None) 

None 

Comment 

Hurewitz  and  Jensen  find  that  there  is  a marked 
tendency  for  disturbance  in  carbohydrate  metabo- 
lism in  an  otherwise  normal  pregnancy.6  In  over 
80  per  cent  of  their  cases,  the  two-hour  values  in  the 
glucose  tolerance  tests  were  higher  than  normal, 
particularly  after  the  second  trimester  of  pregnancy. 
They  state  that  diabetes  should  not  be  diagnosed 
during  pregnancy  except  when  the  most  stringent 
criteria  are  applied  such  as  a high  fasting  blood  sugar 
(over  120  mg.  per  cent,  but  preferably  over  130 
mg.  per  cent)  or  a high  three-hour  blood  sugar. 
They  particularly  emphasize  that  a high  two-hour 
value  during  pregnancy  is  not  dependable  for  the 
diagnosis  of  diabetes,  as  many  cases  exhibit  this 
finding.  However,  months  after  delivery,  the  values 
return  to  normal. 


Marble  postulates  the  following  diagnostic  cri- 
teria for  renal  glycosuria:7 

1.  Fasting  blood  sugar  within  normal  limits  and 
a normal  (or  supernormal)  glucose  tolerance  curve. 

2.  Glucose  should  be  present  in  every  specimen 
of  urine  whether  voided  in  the  fasting  state  or  after 
a meal.  The  quantity  of  sugar  in  the  urine  should 
be  largely  independent  of  the  diet,  although  it  may 
vary  somewhat  depending  on  the  amount  of  carbo- 
hydrate ingested. 

3.  Carbohydrate  utilization  should  be  normal 
as  evidenced  by  determination  of  respiratory  quo- 
tient and  serum  inorganic  phosphorus  after  glucose 
ingestion. 

4.  There  should  be  no  disturbance  of  fat  metabo- 
lism. 

5.  Moderate  doses  of  insulin  should  have  little 
or  no  effect  on  the  glycosuria. 

The  eventual  significance  of  renal  glycosuria  is  as 
yet  undetermined.  Lawrence  and  Soisalo  regard 
renal  glycosuria  and  diabetes  mellitus  as  two  dis- 
tinct and  separate  conditions  which  have  nothing  to 
do  with  each  other.8’9  Vegter  is  of  the  opinion  that 
renal  glycosuria  may  progress  to  diabetes.10  Mann 
and  Duncan  state  that  pregnant  women  with 
glycosuria  should  be  watched  for  some  time  follow- 
ing delivery  for  the  development  of  diabetes.4'11 


Summary 

1.  A case  is  presented  of  a nondiabetic  pregnant 
female  with  a marked  disturbance  in  carbohydrate 
metabolism  necessitating  relatively  large  doses  of 
insulin  to  control  her  glycosuria  and  ketosis. 

2.  Glycosuria  is  a common  asymptomatic  ac- 
companiment of  pregnancy. 

3.  All  pregnant  women  who  exhibit  glycosuria 
should  be  watched  for  at  least  one  year  following 
the  termination  of  their  pregnancy  for  the  develop- 
ment of  diabetes. 

4.  A diagnosis  of  diabetes  in  the  pregnant  female 
should  be  made  with  great  caution  and  only  after 
exhaustive  laboratory  tests  have  ruled  out  the  diag- 
nosis of  benign  glycosuria. 
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PARADOXICAL  GANGRENE  OF  BOTH  LOWER  EXTREMITIES 
FOLLOWING  LUMBAR  SYMPATHECTOMY 

Joseph  Goodgold,  M.D.,  and  Samuel  Feldman,  M.D.,  Brooklyn,  New  York 
( From  the  Peripheral  Vascular  Service,  BethrEl  Hospital) 


THE  extirpation  of  portions  of  the  sympathetic 
chain  has  become  one  of  the  accepted  procedures 
in  the  treatment  of  many  types  of  vascular  diseases. 
There  are  still,  however,  many  unsolved  problems 
in  the  anatomy,  physiology,  and  pathology  of  this 
portion  of  the  nervous  system.  The  occurrence  of 
so-called  “paradoxical  gangrene”  following  lumbar 
sympathectomy  presents  such  an  interesting  prob- 
lem. 

Case  Report 

S.  E.,  a forty-six-year-old,  white  male  taxi  driver, 
was  admitted  to  the  hospital  on  August  14, 
1949,  with  chief  complaint  of  a painful  ulcer  of 
the  left  leg.  Past  history  revealed  that  the  patient 
had  had  complaints  referrable  to  the  lower  extremi- 
ties twenty-eight  years  prior  to  present  hospitaliza- 
tion. At  this  time,  a diagnosis  of  thromboangiitis 
obliterans  with  ulceration  of  the  right  leg  was  made. 
Following  an  extended  period  of  bed  rest  and  con- 
servative therapy,  the  lesion  on  the  right  leg  healed, 
and  the  patient  was  discharged  from  the  hospital. 

At  no  time  had  the  patient  discontinued  smoking, 
although  this  activity  had  been  repeatedly  and 
strongly  indicated. 

The  present  illness  began  two  years  before  admis- 
sion. At  that  time  the  patient  noted  intermittent 
claudication  and  severe  pain  in  the  left  lower  ex- 
tremity, followed  by  the  appearance  of  a small  shal- 
low pretibial  ulcer.  He  continued  to  work,  to 
smoke  his  usual  30  to  40  cigarettes  daily,  and  sought 
no  medical  attention. 

On  admission  to  the  hospital,  the  general  physical 
examination  of  the  patient  was  essentially  normal 
except  for  the  lower  extremities  where  pulsations 
were  absent  up  to  and  including  the  femoral  ar- 
teries. Oscillometric  readings  were  zero  at  a level 
above  the  ankle  and  above  and  below  the  knee. 
The  right  leg  was  markedly  scarred  but  showed  no 
active  trophic  changes.  On  the  left,  there  was  a 
huge  pretibial  ulcer  with  marked  overgrowth  of 
granulation  tissue.  Necrotic  foci  were  scattered 
throughout,  and  the  entire  lesion  was  covered  with 
a foul-smelling  exudate.  Therapy  consisted  of 
Furacin  solution  locally,  Duracillin,  300,000  units 
intramuscularly  twice  daily,  and  papaverine,  200 
mg.  by  mouth  four  times  a day.  Repeated  lumbar 
sympathetic  blocks  from  the  first  to  fourth  lumbar 
levels  inclusive  with  10  ml.  of  1 per  cent  procaine 
deposited  at  each  ganglion  site  were  performed. 
During  the  period  when  he  was  receiving  penicillin, 
the  patient  developed  an  extensive  exfoliative  der- 
matitis, and  the  drug  was  discontinued. 

On  the  basis  of  the  encouraging  response  to  the 
autonomic  blocks,  immediate  relief  of  pain  and  skin 
temperature  elevation  ranging  from  2 to  4 C.,  a 


left  lumbar  sympathectomy  was  performed  on 
September  13,  1949,  using  a retroperitoneal  ap- 
proach. Except  for  a mild  superficial  wound  in- 
fection, the  postoperative  course  was  uneventful. 
Examination  on  the  tenth  postoperative  day  re- 
vealed the  appearance  of  a healthy,  pink,  granula- 
tion tissue  at  the  ulcer  edges,  the  disappearance  of 
the  necrotic  foci,  and  a marked  diminution  in  the 
infective  and  inflammatory  character  of  the  lesion. 

On  October  6,  1949,  a right  lumbar  sympathec- 
tomy was  performed.  At  the  same  time  a split 
thickness  graft  was  applied  to  the  ulcer,  using  the 
upper  right  thigh  as  the  donor  site.  Again  the 
immediate  postoperative  course  was  satisfactory, 
but  on  the  following  day  the  patient  began  to  com- 
plain of  pain  in  both  legs  and  continued  with  such 
complaints  of  pain  for  ten  days,  although  repeated 
examination  of  both  limbs  showed  no  gross  changes 
in  appearance. 

On  October  16,  1949,  there  was  marked  intensi- 
fication of  pain  in  the  right  leg,  and  upon  examination 
the  limb  appeared  cyanotic,  mottled,  cold  and  an- 
esthetic to  pinprick  from  the  toes  to  a level  just 
above  the  knees.  These  findings  suggested  that 
femoral  artery  thrombosis  had  occurred.  The 
patient  was  placed  on  anticoagulant  therapy  with 
Dicumarol  and  was  given  100  mg.  of  papaverine  par- 
enterally  in  repeated  doses. 

On  the  following  day  the  leg  appeared  completely 
cadaverous  and  showed  a small  area  of  necrosis  on 
the  dorsum  of  the  foot  and  on  the  posterior  aspect 
of  the  lower  part  of  the  calf.  At  the  same  time 
there  was  a complete  breakdown  of  the  skin  graft 
with  a diffuse  superficial  gangrene  of  the  entire  base 
of  the  ulcer. 

Within  the  next  week  both  legs  proceeded  to  de- 
velop widespread  gangrene,  the  right  demarcating 
at  midleg,  the  left  involving  the  entire  pretibial  area 
with  exposure  of  bones  and  tendons.  While  the 
lesion  of  the  right  leg  appeared  dry,  that  on  the  left 
was  wet  and  infected.  In  spite  of  increasing  signs 
of  toxicity,  permission  for  amputation  was  withheld 
until  November  8,  1949,  when  a left  mid  thigh  am- 
putation was  performed.  On  November  18,  1949, 
a similar  procedure  was  performed  on  the  right  side 
but  at  a higher  level  to  include  the  necrotic  donor 
site  used  in  the  grafting  procedure. 

The  subsequent  hospital  course  was  progressively 
downhill  with  both  stumps  remaining  wide  open 
and  showing  a continuous,  gangrenous  slough. 
Superficial  decubitus  lesions  which  had  appeared 
over  the  sacrum  prior  to  the  right  lumbar  sympa- 
thectomy now  rapidly  progressed  to  a gangrene  in- 
volving the  entire  lower  back.  The  toxic  state  of 
the  patient  became  more  marked,  and  on  December 
18,  1949,  he  became  delirious,  had  several  convulsive 
seizures,  and  expired. 

10  Eighth  Avenue 


Cookery  that  does  not  please  the  eye  will  never  please  the  palate. 
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TRANSVERSE  MYELITIS  COMPLICATING  PRIMARY  ATYPICAL  PNEUMONIA 
WITH  RECOVERY  FOLLOWING  CHLOROMYCETIN  THERAPY 

Sol  London,  M.D.,  and  Henry  Laven,  M.D.,  Brooklyn,  New  York 

( From  the  Medical  Service,  Veterans  Administration  Hospital,  Manhattan  Beach ) 


'"TRANSVERSE  myelitis  is  an  extremely  infre- 
quent  complication  of  primary  atypical  pneu- 
monia. During  the  late  war,  when  the  incidence  of 
the  disease  was  at  its  peak,  several  reports  of  large 
series  of  cases  from  both  military  and  civilian 
sources  included  no  cases  of  transverse  myelitis. 
These  series  varied  in  number  from  125  to  1,862. 
The  case  here  reported  is  one  where  atypical  pneu- 
monia was  complicated  by  transverse  myelitis  with 

(recovery  apparently  following  treatment  with 
Chloromycetin. 

Case  Report 

The  patient  was  a twenty-four-year-old  white 
i!  male,  admitted  on  June  27,  1949,  with  a history 
dating  back  to  June  6,  1949.  During  the  first  week 
of  illness  a nonproductive  cough  was  the  only  com- 
laint,  but  at  the  beginning  of  the  second  week  it 
ecame  productive  of  a purulent  sputum  and  was 
accompanied  by  headache,  general  malaise,  and 
fever,  the  latter  reaching  levels  of  103  F.  just  prior 
to  admission.  His  physician  made  the  diagnosis 
of  atypical  pneumonia  and  prescribed  a sulfonamide 
which  the  patient  took  for  several  days.  Three 
days  before  admission  the  sputum  became  rusty 
but  was  mucopurulent  when  first  seen  in'  the  hospital. 

Initial  physical  examination  revealed  an  acutely 
ill  though  comfortable,  well-developed  young  white 
male,  perspiring  quite  profusely.  Temperature  was 
99.6  F.,  pulse  70,  respirations  20,  blood  pressure 
146/70.  Dullness,  decreased  breath  sounds,  and 
somewhat  increased  tactile  and  vocal  fremitus  were 
resent  over  the  right  lower  lung  field  posteriorly, 
howers  of  fine  crepitant  rales  were  audible  in  the 
1 same  area  and  in  the  right  axilla,  accompanied  by 
inspiratory  and  expiratory  rhonchi.  Neurologic 
examination  was  entirely  normal  as  was  the  re- 
I mainder  of  the  examination. 

Admission  laboratory  work  revealed  the  following: 
4,900,000  red  cells,  15.3  Gm.  hemoglobin,  13,000 
white  cells  with  72  per  cent  neutrophils,  24  per  cent 
lymphocytes,  and  4 per  cent  monocytes.  Urinalysis 
was  normal.  The  sputum  showed  gram-positive 
cocci  in  singles,  pairs,  and  chains  but  no  encapsul- 
ated diplococci  on  smear  and  was  negative  on  cul- 
ture. The  cold  agglutinin  titer  was  1 : 448.  Hetero- 
phil antibody  was  present  in  a presumptive  titer  of 
1:56.  The  blood  Wassermann  was  positive.  Chest 
plate  revealed  a consolidation  in  the  right  middle 
lobe. 

Symptomatic  therapy  for  primary  atypical  pneu- 
monia was  instituted  immediately  upon  admission, 
and  the  patient  remained  cheerful  and  comfortable. 
At  the  end  of  the  second  hospital  day,  however, 
he  began  to  complain  of  numbness  and  weakness  of 
both  lower  extremities  and  difficulty  in  voiding. 
The  following  day  he  was  completely  unable  to 
void.  Neurologic  examination  revealed  a spastic 
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paresis-  of  both  lower  extremities,  more  marked  on 
the  left.  Flexion  of  both  legs  was  greatly  im- 
paired, and  he  was  unable  to  lift  his  feet  off  the 
bed.  The  lower  deep  tendon  reflexes  were  hyper- 
active, and  transient  ankle  clonus  with  Babinskis 
were  present  bilaterally.  Abdominals  and  cre- 
masterics  were  absent.  Neither  reflexes  nor  motor 
power  were  impaired  in  the  upper  extremities.  A 
sensory  level  to  pinprick,  below  which  sensation  was 
impaired,  was  found  at  the  fifth  thoracic  level, 
while  there  was  no  appreciation  of  pinprick  below 
the  first  lumbar  level.  Light  touch  was  preserved, 
and  position  and  vibratory  senses  in  both  lower 
extremities  were  absent.  Spinal  tap  showed  a 
slightly  opalescent  fluid  under  normal  pressure 
with  normal  manometries.  Cell  count  was  183  per 
cu.  mm.  with  95  per  cent  polymorphonuclear  cells; 
total  protein  was  110  mg.  per  100  cc.;  the  Wasser- 
mann was  weakly  positive,  and  the  colloidal  gold 
curve  was  5, 5, 4, 4, 3, 2, 1,0, 0,0.  Complement  fixation 
tests  done  on  the  fluid  were  negative  for  St.  Louis 
encephalitis  and  western  equine  encephalomyelitis 
but  were  positive  in  a 1:4  dilution  for  eastern  equine 
encephalomyelitis;  the  mouse  brain  control  was 
negative.  Serologic  tests  performed  by  the  Virus 
Laboratory  of  the  Army  Medical  Center  were  nega- 
tive for  neutralizing  antibodies  of  western  equine 
encephalomyelitis  and  St.  Louis  encephalitis  and  for 
complement-fixing  antibodies  of  Q fever  and  the 
psittacosis-lymphogranuloma  venereum  group. 

On  the  same  day  (June  29)  the  patient  was  started 
on  0.5  Gm.  of  Chloromycetin  every  three  hours. 
Symptoms  and  signs  continued  static  but  unabated 
for  the  next  five  days.  On  July  3,  the  eighth  hos- 
pital and  fifth  treatment  day,  the  patient  voided 
spontaneously  for  the  first  time,  was  able  to  move 
his  legs  freely,  and  showed  a marked  diminution  in 
sensory  abnormalities.  Physical  signs  in  the  chest 
were  no  longer  audible  by  that  time.  Spinal  tap  the 
next  day  showed  a clear  fluid  with  5 white  cells  per 
cu.  mm.,  all  lymphocytes,  a total  protein  of  47.8 
mg.  per  100  cc.,  a negative  Wassermann,  and  a 
colloidal  gold  curve  of  0,1, 2, 2, 1,0, 0,0, 0,0.  Comple- 
ment fixation  tests  were  negative  for  eastern  and 
western  equine  encephalomyelitis  and  St.  Louis 
encephalitis.  Return  of  motor  power  was  virtually 
complete  except  for  a residual  weakness  of  the  left 
leg  which  persisted  for  several  days,  and  the  sensory 
return  was  likewise  complete  except  for  a zone  of 
dysesthesia  between  the  fifth  and  seventh  thoracic 
level.  In  subsequent  days  this  zone  gradually 
narrowed.  Chest  plates  showed  a progressive  resolu- 
tion of  the  right  middle  lobe  pneumonia.  Serum 
drawn  on  July  12  was  positive  in  a 1:2  dilution  for 
eastern  equine  encephalomyelitis  and  was  negative 
for  western  equine  encephalomyelitis  and  St.  Louis 
encephalitis.  Cold  agglutinins  were  present  in  a 
1:80  titer,  and  the  Wassermann  was  negative. 

On  July  13,  the  eighteenth  hospital  and  fifteenth 
treatment  day,  Chloromycetin  was  discontinued  and 
the  patient  started  on  a rehabilitation  program.  A 
chest  plate  taken  on  July  19  showed  complete  dis- 
appearance of  the  pneumonic  process,  and  the  pa- 
tient was  discharged  ten  days  later,  the  thirty-fourth 
hospital  day,  with  complete  resumption  of  motor 
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function  and  only  a very  narrow  band  of  dysesthesia 
around  the  abdomen  at  the  level  of  the  umbilicus. 
He  was  seen  again  on  August  25  and  at  that  time 
showed  complete  disappearance  of  his  dysesthesia; 
the  serum  was  then  negative  for  cold  agglutinins. 


Summary 

A case  of  transverse  myelitis  complicating  pri- 
mary atypical  pneumonia  is  presented.  The  effect 
of  Chloromycetin  on  the  recovery  of  this  case  sug- 
gests that  the  drug  may  be  of  benefit. 


ELECTROSHOCK  THERAPY  AND  MULTIPLE  SCLEROSIS 

Nathan  Savitsky,  M.D.,  and  William  Karliner,  M.D.,  Bronx,  New  York 
{From  the  Departments  of  Neuropsychiatry  of  Morrisania  and  Seton  Hospitals) 


"^TO  DATA  regarding  the  effect  of  electroshock 

^ therapy  on  the  course  of  multiple  sclerosis  could 
be  found  in  the  literature. 

Two  patients  with  diagnoses  of  multiple  sclerosis 
who  had  coincidental  endogenous  depressions  were 
given  electroshock  therapy  for  the  depressive 
syndrome.  We  noted  no  deleterious  effect  of  these 
treatments  on  the  intensity  or  course  of  the  dis- 
seminated sclerosis.  Neither  of  the  patients  showed 
organic  mental  reaction  syndromes  or  the  affective 
lability  often  seen  in  disseminated  sclerosis.  Elec- 
troshock therapy  was  considered  to  be  contraindi- 
cated in  one  of  these  patients  by  a psychiatrist  be- 
cause of  the  diagnosis  of  multiple  sclerosis. 

Case  Reports 

Case  1. — There  was  a history  of  a left-sided 
hemiparesis  in  1943  which  cleared  up  in  about  two 
months  in  the  first  patient,  a woman  of  thirty-nine. 
A diagnosis  of  multiple  sclerosis  was  made  after 
hospitalization.  Recurrence  of  weakness  of  the  left 
side  of  the  body  was  noted  for  no  apparent  reason 
six  months  before  admission  to  another  hospital 
on  November  7,  1949.  Examination  on  admission 
showed  a left  hemiparesis  with  spontaneous  eversion 
and  drift  of  the  lower  limb,  exaggerated  tendon  re- 
flexes on  the  left  side  with  poor  plantar  flexion,  bi- 
lateral positive  Hoffman  signs,  bilateral  cerebellar 
ataxia  of  all  extremities,  a right  central  facial  weak- 
ness, pallor  of  the  left  disk,  and  horizontal  nystag- 
mus which  was  equal  in  both  directions.  The  spinal 
fluid  examination  showed  a total  protein  of  44  mg. 
per  cent,  negative  serology,  and  changes  in  the  col- 
loidal gold  curve  in  the  first  zone.  This  serologic 
reaction  was  considered  to  be  in  favor  of  multiple 
sclerosis.1  There  was  no  improvement  following  a 
course  of  intravenous  typhoid  fever  therapy.  Dur- 
ing her  hospital  stay  the  patient  became  depressed, 
restless,  disconsolate,  and  self-derogatory,  over- 
reacting to  trifles  and  complaining  of  persistent  loss 
of  interest.  Following  her  discharge  from  the  hos- 


pital, she  complained  of  insomnia  and  was  unable 
to  do  her  usual  work.  The  patient  was  given  ten 
electroshock  treatments  with  little  effect  on  her 
mental  state.  During  the  course  of  electroshock 
therapy,  the  weakness  of  the  left  side  of  the  body  be- 
came less  marked. 

Case  2. — The  second  patient,  a woman  of  twenty- 
seven,  gave  a history  of  transitory  complete  blind- 
ness in  the  right  eye  in  1940.  In  1947  she  became 
depressed,  had  suicidal  ideas,  had  no  initiative, 
zest,  or  drive,  slowed  down  considerably,  lost  inter- 
est in  everything,  and  was  unable  to  do  her  usual 
work.  The  neurologic  examination  revealed  right- 
sided temporal  pallor,  a concentrically  contracted 
right  visual  field,  generalized  hyper-reflexia,  some- 
what more  marked  in  the  left  upper  limb,  absent 
abdominal  reflexes,  and  a positive  Strauss  sign  in 
the  left  upper  limb.2  In  spite  of  a diagnosis  of 
multiple  sclerosis,  the  patient  was  given  nine  elec- 
troshock treatments.  No  change  in  the  neurologic 
signs  was  noted  during  or  immediately  after  the 
course  of  electroshock  therapy.  The  endogenous 
depression  cleared  up  following  the  shock  therapy; 
she  has  remained  well  for  three  years.  Re-exami- 
nation on  April  26,  1950,  showed  no  change  in  the 
neurologic  status.  There  was  nothing  in  the  in- 
terval history  to  suggest  an  exacerbation  of  multiple 
sclerosis. 

Summary 

Two  patients  diagnosed  as  multiple  sclerosis  were 
treated  with  electroshock  therapy  because  of  coinci- 
dental endogenous  depressions.  Hemiparesis  in  one 
patient  improved  during  the  treatments.  There 
was  no  significant  change  in  the  neurologic  status 
of  the  second  patient. 
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A CASE  OF  ANOMALOUS  AURICULO VENTRICULAR  CONDUCTION  WITH 
AURICULOVENTRICULAR  BLOCK  AND  A HISTORY  OF 
RHEUMATIC  FEVER 

Manuel  Rodstein,  M.D.,  New  York  City 

(From  the  Bureau  of  Child  Health,  New  York  City  Department  of  Health ) 


1 A LARGE  number  of  cases  of  the  Wolff-Parkinson- 
^ White  syndrome  has  been  reported  in  recent 
' years  in  association  with  a variety  of  clinical  states. 

I However,  we  feel  that  this  case  of  Wolff-Parkinson- 
White  syndrome  associated  with  a prolonged  P-R 
' interval  of  Wenckebach-like  type  in  the  preceding 
and  subsequent  complexes  with  a normal  QRS 
||  complex  and  a preceding  history  of  active  rheumatic 
I fever  is  of  sufficient  interest  to  be  reported. 

Case  Report 

W.  M.,  a well-developed,  well-built  fifteen-year- 
iji  old  white  male,  was  first  seen  at  the  Cardiac  Con- 
[|  sultation  Clinics  of  the  Division  for  Physically 
['!  Handicapped  Children  of  the  New  York  City 
Health  Department  on  February  2,  1949.  He  was 
il  referred  for  evaluation  of  a systolic  murmur  by  his 
IS  private  physician. 

There  was  no  history  suggestive  of  congenital 
•(,  heart  disease  or  of  diphtheria.  There  was  a history 
J1  of  scarlet  fever  followed  by  rheumatic  fever  in 
tl  March,  1947.  The  onset  of  rheumatic  fever  was 
sudden,  with  chest,  elbow,  and  leg  pains.  A low- 
« grade  fever  and  leg  and  knee  pains  persisted  for  a 
i:  period  of  several  months.  He  was  treated  at  bed 
'.r  rest  at  home.  There  was  one  spontaneous  epistaxis. 
V Dyspnea  and  orthopnea  were  not  present.  Aspirin 
I was  given  in  large  doses.  No  electrocardiograms 
|>  were  taken  prior  to  his  first  visit  to  the  Cardiac 


Consultation  Clinic.  Subsequent  visits  were  for  the 
purpose  of  establishing  the  diagnosis. 

In  June,  1947,  he  returned  to  full  activity  and  had 
had  no  signs  or  symptoms  suggestive  of  rheumatic 
activity  subsequent  to  that  date. 

On  February  2,  1949,  the  heart  was  of  normal  size 
and  contour  on  fluoroscopy;  the  blood  pressure  was 
110/80,  and  a soft,  blowing  systolic  murmur  of 
moderate  intensity  was  heard  in  the  pulmonic  area. 
No  thrills  were  palpable,  and  the  sounds  were  of 
normal  intensity.  The  sedimentation  rate  was  5 mm. 
per  hour  (Cutler). 

An  electrocardiogram  of  the  three  standard  leads 
showed  the  features  of  a Wolff-Parkinson- White 
type  of  intraventricular  conduction  defect  with  a 
short  P-R  interval  of  0.09  to  0.11  second  and  a QRS 
of  0.15  to  0.17  second  duration.  This  was  identical 
with  similar  complexes  obtained  on  most  of  his  later 
tracings. 

On  February  23,  1949,  the  sedimentation  rate  was 
2 mm.  per  hour.  The  standard  leads  were  recorded 
and  are  reproduced  in  Fig.  1.  The  precordial  leads 
CF!  through  CF6  were  also  recorded  (Fig.  2).  They 
will  be  analyzed  in  detail  in  the  discussion. 

The  patient  was  seen  again  on  April  4,  1949,  at 
which  time  the  physical  findings  were  unchanged 
except  for  some  diminution  in  the  intensity  of  the 
pulmonic  systolic  murmur.  Sedimentation  rate  was 
5 mm.  per  hour,  and  the  three  standard  leads  showed 
only  the  typical  complexes  of  the  Wolff-Parkinson- 
White  type  as  described  above. 


Fig.  1.  Electrocardiogram  of  February  23,  1949:  A — lead  I;  B — lead  II;  C — lead  III. 
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Fig.  2.  Electrocardiogram  of  February  23,  1949:  A — leadCFt;  B — lead  CF2;  C — lead  CFj;  D lead  CF<; 

E— lead  CF6;  F— lead  CF,. 


On  October  26,  1949,  there  was  no  change  in  the 
physical,  fluoroscopic,  or  electrocardiographic  find- 
ings. 

On  November  4,  1949,  electrocardiograms  were 
taken  in  various  positions,  after  deep  inspiration, 
carotid  sinus  pressure,  and  exercise.  They  were  all 
taken  in  Lead  2 (Fig.  3). 


Roentgenograms  of  the  heart  in  the  postero- 
anterior  and  both  oblique  positions  with  barium  were 
taken  on  November  28,  1949,  and  interpreted  as 
being  within  normal  limits. 

Analysis  of  Electrocardiograms. — The  electro- 
cardiogram in  Fig.  1 shows  in  lead  1 a succession  of 
complexes  of  the  Wolff-Parkinson- White  type  with  a 
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Fig.  3.  Electrocardiogram  of  November  4,  1949:  A — lead  II;  B — deep  inspiration;  C — carotid  sinus 
pressure;  D — sitting  position;  E — after  exercise. 


1 P-R  interval  of  0.09  to  0.11  second  and  a QRS  of 
| 0.15  to  0.17  second  duration.  The  P-J  interval  was 
i approximately  0.26  to  0.28  second.  The  rate  was  75. 

I After  the  eighth  such  complex  recorded,  there  was  a 
| sudden  transition  to  an  entirely  different  type  of 
||  complex.  This  complex  had  a QRS  of  normal  width, 
Ij  i.e.,  0.08  to  0.10  second.  The  rate  remained  con- 

II  stant  at  75.  However,  the  P-R  interval,  which  was 
i 0.20  second  in  the  initial  complex  with  a normal 
t QRS,  became  progressively  longer  with  succeeding 

QRS  complexes,  i.e.,  0.21,  0.24,  0.25,  0.28,  0.28, 
0.28,  and  0.28  second  in  the  last  recorded  complex  in 
t lead  1.  The  P-J  interval  increased  from  0.28  second 
j in  the  initial  complex  with  a normal  QRS  deflection 
■ to  0.38  second  in  the  final  complex  in  lead  1. 

In  lead  2 the  P-R  interval  was  0.10  second,  the 
' QRS  0.18  second,  and  the  P-J  interval  0.28  second. 
11  The  rate  was  71.  In  lead  3 we  have  a succession  of 
beats  with  normal  QRS  complexes  initially,  QRS 
i of  0.09  to  0.10  second,  P-R  intervals  of  approxi- 
i mately  0.28  second,  the  rate  approximately  77, 
i and  the  P-J  intervals  0.38  to  0.39  second.  After 
j the  P wave  of  the  sixth  such  QRS  there  was  a period 
j of  0.50  second  until  we  have  another  P wave  re- 
H corded,  followed  by  a short  P-R  interval  of  0.08 
j second  and  a QRS  of  0.18  second.  This  was  fol- 
lowed by  a single  normal  QRS  deflection  with  a P-R 
interval  of  0.24  second  and  then  a succession  of 
Wolff-Parldnson- White  complexes  with  P-R  inter- 


vals of  0.10  second  and  a QRS  of  0.19  second  at  a 
rate  of  75.  The  P-J  interval  was  0.28  to  0.29  second. 

The  precordial  leads  CFi  through  CF6  taken  at 
the  same  time  show  a short  P-R  interval  in  all 
leads,  0.10  second,  broad  QRS  of  0.15  to  0.16  second, 
and  high  voltage  R waves  in  CFi  through  CF4  which 
are  bifid  in  CFi  (Fig.  2).  The  S-T  segment  was  de- 
pressed and  the  T wave  deeply  inverted  in  these 
leads.  In  CF5  the  R wave  was  of  ordinary  voltage, 
and  the  S-T  segment  and  T wave  were  depressed 
0.5  mm.  In  CF6  there  was  a low  voltage  RS  de- 
flection. 

This  type  of  precordial  lead  picture  has  been  de- 
scribed in  previous  cases  of  Wolff-Parkinson- White 
syndrome. 

In  Fig.  3 are  seen  the  effects  of  various  maneuvers 
on  the  form  of  the  complexes  in  lead  2,  taken  on 
November  4,  1949.  The  complex  in  the  supine 
position  at  rest  had  a P-R  of  0.09  second  and  a W- 
shaped  QRS  of  0.18  second  (Fig.  3A).  On  maximal 
inspiration  in  the  supine  position,  the  P-R  interval 
was  0.08  second  and  the  QRS  complex  changed  its 
character  (Fig.  3B).  The  R wave  became  a sloping 
segment,  the  R'  a tall  R wave,  with  a QRS  of  0.14 
second.  The  rate  accelerated  from  65  to  75  beats. 
On  carotid  sinus  pressure  in  the  supine  position, 
there  was  no  change  from  the  original  complex  (Fig. 
3C).  The  rate  slowed  to  50.  In  the  sitting  position 
the  QRS  became  M-shaped  with  a medium-sized 
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R wave  and  a tall  R'  (Fig.  3D).  After  strenuous 
exercise  the  complexes  were  essentially  the  same  as 
those  in  the  sitting  position  (Fig.  3E). 

Discussion 

Mechanism. — In  this  case  we  have  an  unusual 
mechanism  of  transition  between  Wolff-Parkinson- 
White  syndrome  and  normal  conduction  and  vice 
versa,  which  has  not  been  previously  described. 
As  is  shown  and  described  in  Fig.  1C,  we  have  a 
transition  from  a normal  QRS  complex  associated 
with  a prolonged  P-R  interval  of  0.28  second  through 
a dropped  beat,  an  isolated  Wolff-Parkinson- White 
complex,  a solitary  normal  QRS  with  a P-R  interval 
of  0.24  second,  and  then  a succession  of  Wolff- 
Parkinson- Wliite  complexes.  In  Fig.  1A,  the  re- 
verse method  of  transition  is  illustrated.  A succes- 
sion of  Wolff-Parkinson- White  complexes  shifts 
abruptly  to  a normal  QRS  complex  with  a normal 
P-R  interval  of  0.20  second,  and  in  the  following 
complexes  with  normal  QRS  complexes  the  P-R 
interval  gradually  widens  out  to  0.28  second  again. 

As  a hypothetical  explanation  it  might  be  as- 
sumed that  in  this  case  the  auriculoventricular  node, 
as  a result  of  either  low-grade  activity  due  to  rheu- 
matic fever  or  excess  vagal  influence,  is  exhibiting 
poor  conduction  as  manifested  by  progressive  pro- 
longation of  the  P-R  interval.  When  this  has 
reached  a certain  point,  conduction  takes  place 
through  another  pathway  with  a short  P-R  inter- 
val, giving  us  the  picture  of  the  Wolff-Parkinson- 
White  syndrome.  After  an  interval  of  conduction 
through  this  pathway,  the  auriculoventricular  node 
recovers  sufficiently  so  that  it  again  becomes  the 
pathway  of  conduction,  with  an  initially  normal  P-R 
interval.  It  rapidly  becomes  fatigued  again  as 
shown  by  the  subsequent  progressive  P-R  interval 
prolongation. 

Filberbaum  et  al.,  who  found  four  cases  of  the 
Wolff-Parkinson-White  syndrome  in  6,000  active 
rheumatics,  suggests  the  possibility  that  rheumatic 
fever  through  its  ability  to  interfere  with  conduction 
through  the  normal  pathway  may  be  capable  of 
producing  this  type  of  abnormality  in  individuals  in 
whose  hearts  such  an  aberrant  pathway  exists.1 
They  mention  that  one  of  their  cases  had  an  electro- 
cardiographic pattern  which  showed  a tendency  to 
shift  from  the  normal  to  the  abnormal  type  at  various 
stages  of  rheumatic  activity. 

Fox  and  Bobb  have  shown  that  digitalis  and 
cholinergic  drugs  may  by  their  depressant  action  on 
the  auriculoventricular  node  produce  a transition  to 
Wolff-Parkinson-White  complexes.2 

Lepeschkin  describes  a related  although  not 
identical  type  of  transition  in  a rheumatic  patient 
whose  “P-R  first  became  prolonged  during  rheu- 
matic fever.  A slow  initial  portion  of  the  QRS  then 
appeared,  making  the  P-R  normal  and  the  QRS 
prolonged.  During  convalescence  the  P-R  became 
shortened  as  in  the  typical  Wolff-Parkinson-White 
syndrome.”3 

Ohnell,  in  his  monograph  reviewing  pre-excitation, 
hypothesizes  that  in  most  cases  of  pre-excitation 
“the  ventricular  part  of  the  heart  is  subjected  to  an 
additional  excitatory  spread  setting  in  shortly 
before  the  start  of  the  regular  excitation  wave”  and 


that  “in  uncomplicated  cases  the  regular  impulse 
via  the  bundle  of  His  appears  to  arrive  at  the  normal 
time  in  relation  to  the  P wave.”4  However,  as  in 
this  case  (Fig.  1C)  the  Wolff-Parkinson-White 
complex  with  a P-J  interval  of  0.28  second  follows 
normal  complexes  with  a P-J  interval  of  0.38  sec- 
ond, it  would  seem  unlikely  that  a regular  impulse 
arriving  via  the  bundle  of  His  could  have  any  part 
in  the  formation  of  the  QRS  complex  of  the  Wolff- 
Parkinson-White  type.  Therefore,  this  case  would 
seem  to  fall  into  Ohnell’s  category  of  pre-excitation 
without  impulse  number  two,  where  no  second 
impulse  takes  part  in  the  ventricular  excitation. 
He  says,  “This  may,  conceivably,  be  due  to  a 
block  in  the  normal  conduction  pathway,”  or  to 
“the  spread  of  the  premature  excitation  wave  to  the 
central  part  of  the  ventricular  conduction  system 
before  the  arrival  of  the  regular  impulse.”4 

Thus,  we  seem  to  have  in  this  case  an  unusual 
mechanism  of  transition  into  and  out  of  the  Wolff- 
Parkinson-White  syndrome  associated  with  varying 
degrees  of  auriculoventricular  block  of  undeter- 
mined origin  in  a patient  with  a history  of  rheu- 
matic fever. 

Relation  to  Pre-existing  Rheumatic  Fever. — The 
relationship  of  the  Wolff-Parkinson-White  syn- 
drome to  the  preceding  rheumatic  fever  in  this  case 
is  not  clear  as  there  were  no  electrocardiograms  taken 
before  his  first  clinic  visit,  at  which  time  over 
eighteen  months  had  elapsed  since  his  acute  activ- 
ity. During  the  period  of  observation  by  us,  there 
were  no  signs  or  symptoms  of  activity  and  no 
evidence  of  residual  cardiac  damage.  It  is,  there- 
fore, conceivable  that  the  rheumatic  fever  history  is 
coincidental  and  that  this  phenomenon  represents  an 
expression  of  varying  degrees  of  vagal  tonus.  How- 
ever, as  previously  mentioned,  Filberbaum  et  al. 
and  Lepeschkin  have  reported  the  development  of 
Wolff-Parkinson-White  syndromes  during  the  course 
of  active  rheumatic  fever.1-3  Hunter  et  al.  in  their 
series  reported  three  cases  of  Wolff-Parkinson-White 
syndrome  with  a history  of  rheumatic  fever,  one  of 
which  was  found  immediately  after  an  acute  attack 
and  one  had  evidence  of  cardiac  damage.6  Bain  and 
Hamilton  in  their  series  report  one  case  of  Wolff- 
Parkinson-White  syndrome  with  coexistent  active 
rheumatic  carditis.6 

Therefore,  it  seems  possible  that  the  Wolff- 
Parkinson-White  syndrome  in  this  case  may  be  a 
sequel  of  a bout  of  rheumatic  fever  with  residual 
low-grade  activity  at  the  time  the  transitional  elec- 
trocardiogram was  recorded. 

The  persistence  of  the  Wolff-Parkinson-White 
syndrome  in  subsequent  tracings  to  the  present  may 
conceivably  be  due  to  a permanent  delay  in  the 
auriculoventricular  conduction  system.  Filberbaum 
et  al.  have  had  many  cases  with  prolonged  P-R  inter- 
vals over  long  periods,  even  after  all  clinical  and 
laboratory  evidence  of  activity  had  ceased.1  They 
hypothesize  that,  “It  is  possible  that  fibrotic  changes 
occur  in  the  conduction  system  in  some  patients, 
resulting  in  a permanent  delay  in  auriculoventricular 
conduction.”  This  phenomenon  would  encourage 
the  use  of  the  alternative  Wolff-Parkinson-White 
conduction  pathway. 
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Tests. — The  various  maneuvers  performed  in  this 
case  failed  to  produce  a basic  change  in  the  Wolff- 
Parkinson-White  rhythm.  The  changes  in  the 
relative  size  and  contour  of  the  QRS  deflections 
may  perhaps  be  explained  on  the  basis  of  change  in 
the  position  of  the  heart. 

Various  authors,  as  mentioned  by  Ohnell,  have 
had  cases  which  did  show  a reversal  to  normal  QRS 
patterns  with  exercise,  holding  the  breath  in  deep 
inspiration,  and  change  of  position.4  Our  case 
did  not  respond  to  these  factors. 

Summary 

A case  of  Wolff-Parkinson- White  syndrome  is 
presented  in  which  an  unusual  mechanism  of  transi- 
tion to  the  Wolff-Parkinson-White  syndrome  and 
reversal  is  illustrated.  The  relationship  of  the 
history  of  rheumatic  fever  in  this  case  and  the  ef- 
fects of  various  maneuvers  are  discussed.  It  is 
suggested  that  some  cases  of  the  Wolff-Parkinson- 
White  syndrome  may  originate  as  a result  of  de- 


layed conduction  in  the  auriculoventricular  node, 
secondary  to  excessive  vagal  tonus  or  low-grade 
rheumatic  activity. 

322  Central  Park  West 


We  wish  to  extend  our  appreciation  to  Dr.  Joseph  Gold- 
berg for  his  assistance  in  the  workup  of  this  case. 

Addendum:  Since  submitting  this  paper  another  case  of 
Wolff-Parkinson-White  syndrome  in  a child  with  a history 
of  rheumatic  fever  has  been  observed  in  the  same  clinic. 
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ANNOUNCEMENT 

The  145th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York 
will  be  held 

April  30  to  May  4,  1951 
Hotel  Statler 


Buffalo 


DO  YOU  HAVE  YOUR  HOTEL  RESERVATION 
FOR  THE  ANNUAL  MEETING? 


If  you  do  not  now  have  a confirmed  hotel  reservation  in  Buffalo  for  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York,  April  30  to  May  4, 
1951,  at  the  Hotel  Statler,  please  fill  out  and  mail  the  reservation  form  at  the 
bottom  of  this  page,  and  send  it  directly  to  the  Hotel  Statler. 

Should  your  reservation  be  received  after  the  five  hundred  rooms  set  aside  for  the 
Society  at  the  Hotel  Statler  have  been  assigned,  your  reservation  will  be  turned 
over  to  one  of  the  hotels  in  the  neighborhood.  Confirmation  of  your  reservation 
will  come  to  you  direct  from  the  hotel  making  the  accommodation. 

If  you  do  not  use  the  reservation  form  below,  be  sure  to  identify  yourself  as  a 
physician  when  writing  regarding  reservations.  This  will  insure  proper  attention 
to  your  request. 

W.  P.  Anderton,  M.D.,  Secretary 


ALL  RESERVATIONS  MUST  BE  IN  BY  APRIL  16 


145th  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 

April  30  to  May  4,  1951 


Front  Office  Manager 

Hotel  Statler,  Buffalo  5,  New  York 

Please  reserve  accommodations  as  checked  (V)  below: 

Name 

Address 

City State 

(Unless  requested  otherwise,  we  will  hold  your  reservation  until  6 p.m.  of  the  day  of 
your  arrival.) 

Date  arriving Hour a.m p.m 


Room  and  Bath  for  one — per  day 

$ 4.00  □ 
4.50  □ 
5.00  □ 

$ 5.50  □ 
. 6.00  □ 
6.50  □ 

$ 7.00  □ 
7.50  □ 

Double-Bed  Room  with  Bath  for  two — 
per  day 

$ 6.50  □ 
7.00  □ 

7.50  □ 
8.00  □ 

8.50  □ 
9.00  □ 

9.50  □ 
10.00Q 

Twin-Bed  Room  with  Bath  for  two — 
per  day 

8.00  □ 
11.00  □ 

9.00  □ 
12.00  □ 

9.50  □ 
13.00  □ 

10.00  □ 

Suite — Living  Room,  Bed  Room,  and  Bath 

19.00  □ 

21.50  □ 

24.00  □ 

30.00  □ 

More  Than  Two  Persons  in  One  Room:  For  each  additional  person  in  ' 
Twin-Bed  Room,  the  extra  charge  is  $2.50  per  day. 

Double-  or 

If  a room  at  the  rate  requested  is  unavailable  reservation  will  be  made  at  the  next 
available  rate. 
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SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK 


AT  ITS  meeting  on  January  11,  1951,  the  Council 
considered  the  following  matters,  taking  action 
as  indicated. 

Secretary’s  Report 

Remission  of  annual  dues  was  voted  for  one  mem- 
ber for  1951  and  two  for  1950  on  account  of  illness; 
for  one  member  for  1951  and  two  for  1950  on  ac- 
count of  service  in  the  armed  forces.  It  was  also 

I*  voted  to  recommend  to  the  American  Medical  Asso- 

ciation that  the  dues  for  three  members  be  remitted 
■ j on  account  of  illness. 

It  gives  me  pleasure  to  report  that,  as  a result 
of  a recent  communication  from  President  Wertz, 
the  following  county  societies  have  already  estab- 
lished civil  defense  committees:  Chemung,  Clinton, 
Genesee,  Kings,  Onondaga,  Richmond,  Schuyler, 
I Suffolk,  and  Tompkins. 

Last  month  you  referred  several  matters  to  the 

! Board  of  Trustees  which  were  favorably  acted 
upon:  payment  to  U.S.  Committee  of  the  World 
Medical  Association;  an  increase  in  Dr.  Hannon’s 
and  Mr.  James  Beasley’s  salaries;  payment  of  ex- 
penses of  delegates  to  the  American  Medical  Asso- 
ciation; the  report  of  the  Office  Administration 
and  Policies  Committee  which  included  recom- 
mendations to  use  private  insurance  rather  than 
the  State  Insurance  Fund  for  our  Workmen’s 
Compensation  Insurance,  to  purchase  a new  mimeo- 
graph, and  to  add  a rider  to  our  liability  insurance 
policy,  so  as  to  include  the  Albany  and  Queens 
offices.  The  Trustees  in  approving  the  budget 
for  January,  1951,  specified  that  in  no  instance  was 
it  to  exceed  the  budget  for  the  corresponding 
month  in  1950. 

In  accordance  with  an  agreement  approved  by  the 
Board  of  Trustees,  Mr.  Dwight  Anderson’s  con- 
tract of  employment  has  been  cancelled.  He  is  to 
receive  in  1951  monies  earned  by  him  for  advertise- 
ments in  the  New  York  State  Journal  of  Medi- 
cine and  the  Medical  Directory  of  New  York.  He 
is  to  receive  a life  pension  of  $5,000  a year  from  the 
Society.  It  has  also  been  agreed  that  should  he  be 
deceased  before  December  30,  1954,  his  wife  will 
receive  his  pension  to  and  including  December  31, 
1954. 

Your  secretary  takes  the  liberty  to  suggest  that 
the  Council  pass  a resolution  of  commendation  for 
the  editors  of  the  New  York  State  Journal  of 
Medicine  and  their  assistants  on  account  of  the 
Golden  Anniversary  Issue,  January,  1951.  This 
issue  marks  an  epoch  in  the  life  of  your  publication 
and  is  also  an  epoch-making  production  from  the 
first  editorial  on  page  49  through  “The  Next  Fifty 
Years  of  Medicine”  by  Dr.  George  W.  Kosmak  on 
page  158.  This  Journal  is  replete  with  interesting 
articles,  a symposium  on  a half  century  of  medical 
progress  by  leaders  in  various  fields,  several  excerpts 
from  the  New  York  State  Journal  of  Medicine, 
January,  1901,  and  Dr.  Wertz’  masterly  President’s 
Page.  Nothing  one  can  write  would  be  sufficient 
praise  for  this  achievement. 

Your  secretary  owes  an  apology  to  the  Council 
and  to  Dr.  J.  Stanley  Kenney  for  omitting  the  fact 
that  the  Reference  Committee  on  Industrial  Health 
of  the  Interim  Session  of  the  A.M.A.  House  of  Dele- 
gates recommended  the  adoption  of  a resolution 
which  Dr.  Kenney  had  introduced  at  the  June, 
1950,  meeting.  This  was: 


Resolved,  that  the  Board  of  Trustees  of  the 
American  Medical  Association  is  hereby  re- 
quested to  seek  amendment  to  the  Federal  law  on 
workmen’s  compensation  to  the  effect  that  all 
covered  Federal  employes  be  granted  free  choice 
of  physician  for  the  injury  sustained  in  line  of 
duty. 

It  was  passed  by  the  A.M.A.  House  of  Delegates. 
Your  secretary  believes  it  will  be  of  interest  to 
the  Council  to  know  that  their  decision  to  hold  in 
abeyance  an  opinion  regarding  the  efficacy  of  fluori- 
dation of  drinking  water  for  prevention  of  dental 
caries  has  also  been  reached  by  the  Rhode  Island 
Medical  Society. 

On  Tuesday,  December  19,  1950,  your  secretary 
attended  the  annual  meeting  of  the  Public  Rela- 
tions Committee  of  the  Medical  Society  of  the 
County  of  Monroe,  and  the  annual  meeting  of  that 
society.  It  was  a pleasure  and  an  education  to 
note  the  way  Dr.  Edward  T.  Wentworth  presided 
in  executive  session. 

On  December  22,  under  the  auspices  of  the  Office 
Administration  and  Policies  Committee,  a delight- 
ful party  was  held  in  a private  suite  at  the  Hotel 
Statler,  New  York  City,  for  your  employes.  There 
was  music  and  dancing  and  apparently  a very  happy 
occasion. 

Your  secretary  has  attended  committee  meet- 
ings except  when  two  or  more  have  occurred  at  the 
same  time.  He  takes  the  liberty  to  wish  his  fellow 
members  of  the  Council  a very  Happy  New  Year. 

It  was  voted  to  approve  the  report  and  adopt  the 
recommendations. 

Monroe  County — Constitution  and  Bylaws  Refer- 
endum Vote  by  Mail. — The  secretary  reported  that 
he  had  sent  out  the  following  letter: 

“December  29,  1950 

“Dear  Doctor: 

“In  order  to  facilitate  preparations  of  the  1951 
bills  for  dues  of  the  members  of  the  Medical 
Society  of  the  County  of  Monroe,  the  following 
proposed  change  of  the  constitution  of  the  Medi- 
cal Society  of  the  County  of  Monroe  is  submitted 
to  you  to  signify  your  approval  or  disapproval  by 
mail: 

‘The  annual  dues  shall  be  increased  to  $40,  with 
the  exception  that  physicians  in  their  first  year  of 
practice  should  pay  $15,  physicians  in  the  second 
year  of  their  practice  should  pay  $25,  and  those 
in  their  third  year  and  thereafter  shall  pay  the 
regular  amended  dues  of  $40.’  ’’ 

More  than  a majority  of  the  Council  voted  in 
favor  of  the  amendment. 

He  stated  that  the  exact  wording  of  the  amend- 
ment should  be  sent  to  the  Constitution  and  Bylaws 
Committee  so  that  it  can  be  properly  put  in  their 
changed  bylaws. 

Communications. — 1.  Letter  from  Mr.  George 
M.  Shapiro,  assistant  counsel  to  the  Governor,  to 
Dr.  Wertz: 

“On  behalf  of  Governor  Dewey,  I acknowledge 
your  letter  of  December  14  transmitting  a resolu- 
tion adopted  by  the  Council  of  the  Medical 
Society  of  the  State  of  New  York,  concerning 
admission  to  the  medical  licensing  examinations  of 
graduates  of  unapproved  medical  schools. 

“Although  the  matter  is  one  under  the  exclusive 
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jurisdiction  of  the  Board  of  Regents,  I know  the 
Governor  will  be  appreciative  of  your  courtesy  in 
forwarding  to  him  a copy  of  the  resolution.” 

2.  Letter  from  Dr.  Yeager,  secretary  of  the 
Medical  Society  of  the  County  of  Rockland,  request- 
ing remission  of  the  State  Society  1950  and  1951 
assessments  for  Dr.  Edmund  H.  Parizot  on  account 
of  illness. 

The  remission  was  granted. 

3.  Letter  regarding  Dr.  William  R.  Padget,  who 
has  lived  and  practiced  in  the  County  of  Cortland 
and  has  been  a member  of  the  Medical  Society  of 
the  County  of  Cortland  but  has  moved  his  residence 
and  office  just  a short  distance  over  the  border  of 
the  County  of  Onondaga.  On  account  of  the  fact 
that  a large  part  of  his  practice,  his  hospital  affili- 
ations, and  the  laboratory  where  he  sends  his  speci- 
mens are  in  Cortland  County,  he  requested  to  re- 
main a member  of  the  Cortland  County  Medical 
Society.  The  Medical  Society  of  the  County  of 
Onondaga  does  not  object. 

It  was  voted  to  grant  Dr.  Padget’s  request. 

4.  A communication  from  the  president,  the 
secretary,  and  signed  also  by  the  counsel  of  the 
Medical  Society  of  the  County  of  Kings  regarding 
Dr.  Carroll  K.  Davis. 

5.  The  Medical  Society  of  the  County  of  Living- 
ston passed  a resolution  which  was  identical  with 
the  resolution  which  w'as  presented  to  you  last 
month  from  the  Medical  Society  of  the  County  of 
Kings  in  regard  to  the  inclusion  of  the  phrase  “ner- 
vous and  mental  conditions”  within  the  definition 
of  the  practice  of  medicine  in  the  Medical  Practice 
Act. 

This  matter  has  already  been  referred  to  the  Com- 
mittee on  Legislation. 

The  Treasurer’s  report  was  accepted. 

Report  of  the  Executive  Officer 
Dr.  Hannon  reported  several  matters  and,  after 
discussion, 

It  was  voted  that  the  Panken  Bill  be  referred  back 
to  the  Legislation  Committee  for  study,  and  that 
they  be  requested  to  find  some  means  of  rein- 
troducing a bill  on  the  same  principle  as  the 
Panken  Bill,  but  with  a chance  of  favorable  con- 
sideration by  the  Legislature. 

It  was  voted  that  the  Council  direct  the  Public 
Relations  Committee  and  the  Legislation  Com- 
mittee to  take  immediate  steps  to  circularize  the 
component  county  societies,  alerting  them  to  the 
desirability  of  opposing  a chiropractic  bill. 

Reports  of  Committees 

Legislation. — Dr.  Siris,  chairman,  reported  as 
follows: 

“I  have  just  one  thing  which  was  acted  upon  at 
the  last  meeting  of  the  Council,  and  that  is  with 
reference  to  amending  the  Medical  Practice  Act  to 
include  ‘nervous  and  mental  conditions.’  It  was 
the  sense  of  the  Council  that  every  effort  be  made 
to  resist  any  amendment  of  the  Medical  Practice 
Act.  However,  since  the  last  meeting  of  the  Coun- 
cil we  have  received  through  Dr.  Anderton  as 
well  as  directly  to  me  a number  of  letters  from  dif- 
ferent counties  pertaining  to  the  resolution  from 
Kingp  County  to  include  the  amendment  to  the 
Medical  Practice  Act  as  it  affects  nervous  and  men- 
tal conditions.  It  was  the  ruling  of  the  Council  that 
we  oppose  anything  pertaining  to  this  particular 
feature. 

“The  bill  was  introduced  last  year  by  Senator 


Greenberg.  It  is  going  to  be  introduced  again  by 
him,  according  to  the  various  letters  I have  received. 
It  is  intended  to  change  that  law  so  as  to  include 
‘mental’  and  ‘nervous’  disorders,  those  two  words. 
I am  just  submitting  it  to  you  for  your  information. 
Whether  you  want  to  reopen  the  subject  and  give 
us  any  leeway  is  up  to  you. 

“The  psychologists  are  having  another  bill  intro- 
duced. While  the  Legislation  Committee  will  op- 
pose that  psychologists’  bill,  they  feel  there  is  tre- 
mendous pressure  in  its  favor,  and,  in  order  to  avoid 
that,  the  psychiatrists  want  to  insert  this  wording  to 
amend  the  Education  Law  in  relation  to  the  defini- 
tion of  the  practice  of  medicine.” 

The  report  was  discussed  but  the  previous  action 

remained  unchanged. 

Economics. — Dr.  Azzari,  chairman,  moved  adop- 
tion of  the  reports  of  the  Bureau  of  Medical  Care 
Insurance  and  of  the  Subcommittee  on  Medical 
Expense  Insurance. 

The  former  reported  addresses  by  Mr.  Farrell  to 
the  Woman’s  Auxiliary  of  the  Medical  Societies  of 
Columbia  County  and  Kings  County  and  to  the 
senior  medical  students  of  Syracuse  University,  his 
presence  at  a meeting  of  the  Board  of  Directors  of 
United  Medical  Service,  and  the  fact  that  he  had 
prepared  and  presented  to  the  subcommittee  a draft 
of  the  proposed  State-wide  contract  and  an  anal- 
ysis showing  how  it  differs  from  the  present  plan 
contracts. 

The  report  of  the  Subcommittee  on  Medical  Ex- 
pense Insurance  concerned  a meeting  of  the  subcom- 
mittee on  December  13,  1950,  at  which  the  uniform 
State-wide  contract  and  related  material  presented 
by  Mr.  Farrell  were  reviewed,  discussed,  and 
amended.  It  was  voted  to  submit  the  amended 
material  to  Blue  Shield  Plans  for  the  consideration 
of  their  boards  of  directors  and  for  presentation  to 
the  county  medical  societies  in  each  Plan’s  operat- 
ing area.  The  provision  of  catastrophic  coverage, 
the  inclusion  of  an  assistant’s  fee  in  surgical  cases, 
and  the  inclusion  of  a consultation  fee  for  internists 
wrere  discussed  and  deferred. 

It  was  voted  to  adopt  the  report. 

Regarding  a request  that  13  new  members  of  the 
Medical  Society  of  the  County  of  Westchester, 
elected  October  17,  1950,  be  required  to  pay  $15 
rather  than  $20  dues  to  be  applied  to  1951,  Dr. 
Azzari  reported  as  follows: 

“Your  Committee  carefully  studied  this  letter, 
the  request  from  Westchester  County,  and  recom- 
mends to  the  Council  that  their  request  be  denied 
for  the  following  reasons:  New  or  reinstated  mem- 
bers after  October  1 pay  their  dues  not  for  the  cur- 
rent year  but  for  the  following  year.  Actually  the 
last  three  months  of  the  year  or  part  thereof  are 
included  gratuitously  by  the  State  Society.  It 
seems  to  your  Committee  fair  that  a new  or  rein- 
stated member  pay  the  increase  for  the  1951  dues 
because,  first,  on  applying  for  membership  perhaps 
as  early  as  July,  he  is  entitled  to  an  oral  binder  for 
malpractice  insurance;  secondly,  immediately  upon 
election,  whether  in  October,  November,  or  Decem- 
ber, he  becomes  entitled  to  all  of  the  benefits  of 
membership,  including  the  Journal,  and  even  if 
this  particular  member  enters  service  within  a very 
short  time  after  election,  that  should  not  alter  the 
case  because  he  continues  to  be  a member  entitled 
to  malpractice  insurance  at  reduced  rates  and  be- 
cause he  continues  as  a member  in  good  standing 
during  service  without  being  required  to  pay  dues. 

“It  seems  to  your  Committee  that  there  should 
have  been  no  problem  as  to  the  amount  to  be  col- 
lected from  the  applicants  who  wrere  elected  after 
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October  1,  1950.  The  increase  was  voted  by  the 
House  of  Delegates  in  May  of  1950,  and  as  a prece- 
dent for  collecting  the  increase  the  State  Society 
required  payment  of  the  increase  during  the  latter 
part  of  1947  for  new  and  reinstated  members,  al- 
though the  increase  was  applicable  to  the  1948  dues.” 
Regarding  an  inquiry  as  to  the  amount  of  dues 
to  be  collected  from  a new  member  of  the  Medical 
Society  of  the  County  of  Broome  who  left  for  serv- 
ice in  the  Navy  in  November,  1950,  the  Committee 
felt  that  it  “might  be  wiser  for  the  Council  to  make 
an  exception  in  this  case,  but  it  should  not  be  used 
as  a precedent,  because  there  are  too  many  such 
cases  where  men  entered  service  very  shortly  after 
election  to  membership.” 

It  was  voted  that  these  two  reports  be  approved. 
Dr.  Azzari  continued:  “The  Council  also  re- 

ferred to  our  committee  the  question  of  whether 
remission  due  to  service  in  the  armed  forces  should 
be  granted  in  accordance  with  the  rules  that  pre- 
vailed in  World  War  II  or  if  a change  of  policy  is 
desirable,  and  your  committee  would  like  to  make 
the  following  recommendations  with  no  exceptions: 
“(1)  The  date  for  entry  into  service  should  be 
when  a physician  actually  reports  for  service  and 
not  when  he  receives  notice  to  report. 

“(2)  Members  entering  service  on  or  before  May 
31  will  be  in  good  standing  without  paying  dues  for 
the  year  of  entrance. 

“(3)  Members  entering  service  on  June  1 or  there- 
after will  not  be  in  good  standing  unless  they  pay 
dues  in  full  for  the  year  of  entrance,  and  if  dues  be 
not  paid  they  will  be  dropped  on  December  31,  just 
as  civilian  doctors  are.” 

It  was  voted  to  adopt  this  part  of  the  report. 

Dr.  Azzari  continued:  “There  is  another  state- 
ment in  the  letter  from  Westchester  County  which 
implies  that  they  received  instructions  from  this 
office  ten  days  after  these  men  were  elected.  Now 
I have  been  wondering  whether  it  might  not  be  a 
good  policy  for  the  State  Society  to  notify  the  dif- 
ferent county  societies  of  a change  in  policy  or  any- 
thing that  occurs  at  the  House  of  Delegates  which 
changes  the  dues  as  early  as  possible  after  the  Con- 
vention, so  that  the  Secretary  will  be  relieved  of  a 
lot  of  these  communications,  and  I move  that  this 
is  in  order.” 

After  discussion,  it  was  voted  that  this  be  done. 
Public  Medical  Care. — Dr.  Vickers,  chairman,  re- 
ported: “The  Subcommittee  on  Public  Medical 

Care  met  with  the  Department  of  Social  Welfare 
in  Albany  on  December  21.  The  meeting  was 
routine.  There  was  a discussion  as  to  how  much 
the  department  should  pay  for  eyeglasses.  Again, 
we  had  a very  nice  spirit  of  cooperation  existing  be- 
tween the  Department  of  Welfare  and  the  doctors.” 
Emergency  Preparedness. — Dr.  Masterson,  chair- 
man, stated  that  since  the  last  meeting  of  the  Coun- 
cil, Circular  Number  10,  outlining  the  plan  for 
emergency  medical  service  throughout  the  State, 
was  sent  to  the  secretary  and  the  president  of  all 
county  societies.  That  was  followed  by  a letter  on 
December  19  from  Dr.  Wertz  to  the  presidents  of 
county  societies  requesting,  if  they  have  not  al- 
ready done  so,  immediately  to  form  a medical  civil 
defense  committee.  He  understood  from  speaking 
to  the  men  from  various  parts  of  the  State  that  in 
most  of  our  large  cities  it  has  already  been  accom- 
plished, and  details  are  now  being  carried  into  effect. 

Malpractice  Insurance  and  Defense  Board. — 
Dr.  Anderton  read  a letter  from  Mr.  Wanvig,  secre- 
tary of  the  Board,  stating  that  the  cost  of  sending 


copies  of  the  Supplementary  Report  of  the  Mal- 
practice Insurance  and  Defense  Board  for  the  year 
1949-1950  would  be  $1,010  exclusive  of  the  cost  of 
addressing  envelopes  and  calling  attention  to  the 
fact  that  the  report  was  published  in  Part  II  of  the 
September  1,  1950,  issue  of  the  New  York  State 
Journal  of  Medicine  and  that  a letter  based  upon 
it  was  being  sent  to  all  uninsured  members. 

After  discussion,  it  was  voted  that  the  action  of 
the  Board  in  sending  out  a letter  to  noninsured 
members  be  approved,  and  that  the  sum  of  $1,010 
be  not  approved  for  a circularization  of  that  por- 
tion of  the  report  which  appeared  in  Part  II  of 
the  September  1 issue  of  the  New  York  State 
Journal  of  Medicine. 

He  reported  a request  from  Mr.  Wanvig  that 
Dr.  Samuel  Peck  of  Mount  Sinai  Hospital,  New 
York  City,  be  appointed  as  a member  of  the  Ad- 
visory Committee  on  X-ray  Therapy. 

It  was  voted  to  approve  this  appointment. 

A further  request  to  establish  a new  Advisory 
Committee  on  Electroshock  Therapy  suggested  the 
names  of  the  following: 

Dr.  Hubert  S.  Howe,  New  York  City,  chairman; 
Dr.  Bernard  L.  Pacella,  New  York  City;  Dr.  Or- 
man C.  Perkins,  Brooklyn;  Dr.  Samuel  Brock, 
New  York  City,  and  Dr.  Lother  B.  Kalinowsky, 
New  York  City. 

Approval  was  voted. 

Office  Administration  and  Policies. — Dr.  Beek- 
man,  chairman,  reported  that  the  committee  met 
on  January  11.  Routine  matters  were  discussed 
and  acted  upon. 

Planning  Committee  for  Medical  Policies. — 
Dr.  Di  Natale,  chairman,  reported:  “Your  Planning 
Committee  has  had  several  matters  referred  to  it. 
One  is  to  study  the  basis  for  remission  of  dues  of 
county  societies  and  to  prepare  recommendations 
for  changes  in  county  or  State  procedures  in  order 
to  achieve  uniformity  of  eligibility  for  such  remis- 
sions. There  had  been  a subcommittee  appointed, 
composed  of  Drs.  Mellen,  Anderton,  and  Prudhon, 
to  conduct  a survey,  and  each  county  society  had 
received  a letter  asking  the  basis  for  remission  of 
dues. 

“The  second  thing  referred  to  the  Planning  Com- 
mittee was  a proposal  for  an  emblem  light  to  be 
carried  on  physicians’  automobiles,  from  a Queens 
County  physician.  A report  was  given  by  Dr. 
Andresen  of  a study  he  had  made  with  Dr.  Mott, 
the  subcommittee  to  investigate  this  problem,  and 
they  made  the  suggestion  that,  in  view  of  the  fact 
that  the  civil  defense  authorities  are  studying  emer- 
gency medical  care  and  that  in  all  probability  they 
will  propose  some  suggestion  of  either  placard  or 
design  for  emergency  medical  service,  we  defer  ac- 
tion until  the  civil  defense  authorities  have  reported. 
I would  like  to  ask  that  Dr.  Anderton  send  a letter 
to  Dr.  Magnus  in  regard  to  this  matter  stating  the 
action  that  was  taken  by  the  committee. 

“There  was  considerable  discussion  yesterday 
about  the  original  intent  and  reasons  for  setting  up 
the  Planning  Committee  for  Medical  Policies.  At 
the  last  meeting  of  the  Planning  Committee  both 
Dr.  Kenney  and  Dr.  Wertz  stressed  the  original 
ideas  and  reasons  why  this  committee  had  been 
started,  and  I believe  it  is  apropos  at  this  time  to 
quote  the  original  resolution: 

‘Whereas,  there  has  been  a tendency  for  the 
Medical  Society  to  wait  until  changes  are  pro- 
posed by  others  and  then  endeavor  to  meet  those 
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changes,  rather  than  propose  a constructive  pro- 
gram of  its  own ; and 

‘Whereas,  the  Council  and  Council  com- 
mittees of  the  State  Society  are  concerned  with 
matters  of  immediate  importance  rather  than 
long-range  policies;  and 

‘Whereas,  The  Council  committees  are  of 
yearly  tenure  and  the  preparation  of  a long-range 
program  may  take  more  than  one  year;  therefore, 
be  it 

'Resolved,  by  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  in  its 
annual  session  in  May,  1943,  that,  in  accordance 
with  Section  1 of  Chapter  XII  of  the  Bylaws,  a 
special  committee  of  the  House  of  Delegates  is 
hereby  established.  This  committee  is  to  be 
known  as  the  Planning  Committee  for  Medical 
Policies;  and  be  it  further 

'Resolved  that  this  committee  shall  consist  of 
eleven  members  who  are  members  of  the  Medical 
Society  of  the  State  of  New  York.  Six  of  these 
members  shall  be  appointed  by  the  Speaker. 
The  President,  the  President-Elect,  the  Secretary, 
the  Speaker,  and  the  Chairman  of  the  Board  of 
Trustees  or  a member  of  the  Board  designated 
by  him  shall  constitute  the  other  five  members. 
The  committee  shall  elect  its  own  chairman 
and  recorder;  and  be  it  further 

'Resolved  that  the  committee,  in  studying  and 
in  developing  a policy  for  the  status  of  medicine 
and  the  physician  in  relation  to  the  public  in  the 
postwar  period,  shall  consider  the  following: 

‘1.  The  distribution  of  physicians. 

‘2.  Educational  requirements  for  licensure. 

‘3.  Voluntary  insurance  plans  and  other  plans 
for  decreasing  the  costs  of  medical  care. 

‘4.  Socializing  influences. 

‘5.  Relationships  of  the  medical  profession 
with  government  agencies,  commercial 
laboratories,  and  vendors  concerned  with 
any  phase  of  medicine. 

‘6.  The  relationship  of  hospitals  and  the 
practice  of  medicine. 

‘7.  Relationships  with  and  the  status  of  the 
nursing  profession. 

‘8.  Such  other  matters  as  the  committee 
deems  important  from  the  standpoint  of 
protecting  the  public  and  the  medical  pro- 
fession from  attempts  to  bring  about  in- 
adequate medical  care  and  unwarranted 
interference  by  outside  agencies  with  the 
practice  of  medicine;  and  be  it  further 

'Resolved  that  all  Council  committees  con- 
cerned with  any  phase  of  this  program  shall  give 
such  advice  and  assistance  as  called  for  by  this 
special  committee.’ 

“As  we  know,  a number  of  those  things  are  under 
Council  committees  at  this  time.  I would  like  to 
ask  the  Council  to  authorize  the  editor  to  editorial- 
ize this  so  that  any  county  societies  having  an  idea 
for  the  Planning  Committee  may  transmit  it  to 
the  secretary,  particularly  involving  long-range 
planning  policies.” 

The  report  was  adopted. 

Publication. — Dr.  Kosmak,  chairman,  reported 
that  the  committee  held  its  meeting  Wednesday, 
January  10,  1951,  and  a number  of  important  mat- 
ters were  considered.  He  gave  a resume  of  income 
and  expenses  of  the  Journal.  The  committee  ad- 
vised that  the  Council  recommend  to  the  Board  of 
Trustees  that  the  excess  of  expenditures  of  one  of 
the  advertising  salesmen,  on  account  of  the  long 


distances  of  his  travels  at  the  behest  of  his  superior, 
amounting  to  $685.47,  be  approved. 

The  Council  approved  this  recommendation. 
Changes  in  the  masthead  will  be  necessary  owing 
to  the  retirement  of  Mr.  Anderson.  By  resolution  of 
the  House  of  Delegates  of  recent  years,  this  com- 
mittee is  to  consist  of  the  editor,  the  assistant  edi- 
tor, the  secretary,  the  business  manager,  the  treas- 
urer, and  a member  of  the  Board  of  Trustees.  The 
business  manager  of  the  Journal  occupies  a very 
important  function,  and  as  Mr.  Alexander  is  familiar 
with  these  duties,  the  committee  suggests  to  the 
Council  his  appointment  to  fill  the  vacancy  for 
the  remainder  of  this  term. 

It  was  so  voted. 

Dr.  Kosmak  reported  a decline  in  the  gross  adver- 
tising of  the  1951  Medical  Directory  of  New  York 
State. 

Dr.  Kosmak  stated:  “You  have  all  received  the 
semicentennial  issue  of  the  Journal,  and  the  editors 
hope  that  you  were  pleased  with  it.  It  took  much 
time  and  effort  to  bring  this  material  together,  and 
I think  that  an  acknowledgment  is  due  to  Dr.  Red- 
way for  his  very  complete  history  of  the  Journal 
during  the  past  fifty  years.  It  demonstrates  the 
importance  which  the  Journal  occupies  in  the 
Society’s  affairs.  It  is  of  interest  to  note  that  it 
was  the  third  state  medical  journal  which  was  estab- 
lished in  this  country.  We  have  not  had  any  reac- 
tions yet  as  to  how  the  medical  press  received  this, 
but  I hope  we  will  get  a few.  Thank  you.” 

It  was  voted  that  the  Council  extend  its  deepest 
appreciation  to  Dr.  Kosmak  and  Dr.  Redwav  for 
their  wonderful  accomplishment  on  the  anniver- 
sary number. 

Public  Health  and  Education. — Dr.  Curphey, 
chairman,  reported  that  he  had  attended  various 
meetings  and  arranged  postgraduate  lectures  and 
teaching  days.  Regarding  the  meetings  he  re- 
ported as  follows: 

1.  A conference  with  Dr.  John  Miller,  Blood 
Service  Officer  for  the  State  Civil  Defense,  took 
place  on  December  13.  Dr.  Miller  has  established 
an  Advisory  Committee  as  follows: 

Lester  J.  Unger,  chairman,  Subcommittee  on 
Blood  Banks,  Medical  Society  of  the  State  of 
New  York 

Andrew  A.  Eggston,  president,  New  York  State 
Society  of  Pathologists 

A.  J.  Redmond,  medical  director  of  the  Rochester 
Regional  Red  Cross  Blood  Bank 
Ralph  Muckenfuss,  assistant  commissioner,  New 
York  City  Department  of  Health,  representing 
the  blood  bank  services  for  civil  defense  of 
New  York  City 

Arthur  Wright,  chairman,  Subcommittee  on  Pre- 
paredness, New  York  State  Association  of 
Public  Health  Laboratories 
A.  H.  Harris,  assistant  director  for  Local  Labo- 
ratory Affairs,  Division  of  Laboratories  and 
Research,  New  York  State  Department  of 
Health 

John  K.  Miller,  State  Blood  Services  Officer, 
Office  of  Medical  Defense 
At  the  meeting  the  following  items  were  dis- 
cussed: 

(a)  General  introduction  of  the  problem  of  blood 
services  for  civil  defense  and  action  to  date. 

( b ) Training  of  technical  personnel. 

(c)  Technical  manual  of  procedure  for  emergency 
blood  procurement. 
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(d)  Coordination  of  the  New  York  City  and  the 
upstate  blood  services  for  medical  defense. 

(e)  The  development  and  use  of  facilities  of  labo- 
ratories not  associated  with  hospitals,  not 
under  medical  directors,  or  not  approved  by 
the  State  Department  of  Health. 

2.  A.  The  principal  purpose  for  which  the  Sub- 
committee on  Physical  Medicine  and  Rehabilita- 
tion convened  on  December  19  was  to  discuss  the 
revised  Medical  Rehabilitation  Program  of  the 
State  Health  Department.  It  was  finally  moved 
and  carried, 

That  the  general  form  and  approach  of  the  Medi- 
cal Rehabilitation  Program  of  the  New  York 
State  Department  of  Health  be  approved,  in- 
cluding Appendix  A,  covering  approvable  pro- 
cedures, and  Appendix,  covering  conditions  for 
which  therapeutic  procedures  are  not  approvable. 
It  was  the  feeling  of  the  committee  that  members 
of  each  specialty  board  should  be  consulted  relative 
to  fees  scheduled  for  cases  coming  under  their  spe- 
cialty. 

B.  The  Cerebral  Palsy  program  of  the  Health 
Department,  approved  by  the  Medical  Society,  is 
proceeding  satisfactorily,  but  there  is  not  an  adequate 
training  program  to  ensure  the  availability  of 
qualified  personnel.  It  was  Dr.  Brightman’s  sug- 
gestion that  further  consideration  of  the  problem 
be  postponed  until  April,  when  it  will  be  known  what 
funds  the  State  will  have  set  aside  for  training  pur- 
poses. 

C.  Dr.  Deaver  reported  on  his  attendance  at 
the  hearings  on  rehabilitation  held  December  6, 
1950,  by  the  Joint  Legislative  Committee  on  Indus- 
trial and  Labor  Conditions.  On  the  question  of 
whether  or  not  the  State  legislature  should  set  up 
rehabilitation  units  all  over  the  State,  he  said  it  was 
recommended  that  if  any  steps  are  taken  in  that 
direction  it  be  on  the  basis  that  the  State  subsidize 
certain  hospitals  which  have  properly  qualified  per- 
sonnel. Dr.  Covalt  suggested  that  before  the  Medi- 
cal Society  make  any  recommendations  it  await  the 
first  report  of  the  results  of  the  pilot  study  on  re- 
habilitation in  compensation  medicine  approved  by 
the  Society  and  being  conducted  under  the  super- 
vision of  Miss  Donlon,  chairman  of  the  Workmen’s 
Compensation  Board. 

D.  There  was  discussion  of  the  amended  bill 
for  licensure  of  physical  therapists,  with  the  sug- 
gestion that  the  present  law  be  modified  as  follows: 

(1)  Rescind  permission  to  physical  therapists  to 
be  given  oral  prescriptions  over  the  phone. 

(2)  Prohibit  physical  therapists  from  opening 
their  own  offices. 

(3)  Extend  until  January,  1952,  the  time  for  all 
persons  eligible  for  licensure  to  take  the  ex- 
aminations. 

Dr.  Deaver  said  a new  bill  is  to  be  introduced 
which  will  include  a “grandfather  clause”  to  cover 
those  people  who  have  given  physiotherapy  in  hos- 
pitals, under  supervision,  for  five  to  ten  years  or 
from  ten  to  twenty  years.  This  would  conserve 
for  them  their  pensions  and  savings.  Probably  they 
would  be  designated  as  “physical  therapy  aids.” 
The  committee  agreed  that  this  was  desirable. 

The  committee  further  agreed  with  Dr.  Deaver 
that  it  be  suggested  to  the  Board  of  Licensure  that 
they  include  a diplomate  in  physical  therapy  when 
setting  up  the  examinations. 

It  was  moved  and  carried  that  Dr.  Deaver  be  ap- 
pointed as  liaison  between  the  Subcommittee  on 
Physical  Medicine  and  Rehabilitation  and  the 
Committee  on  Legislation. 


E.  The  committee  recommended  that  a new 
section  covering  physical  medicine  and  rehabilitation 
be  added  to  the  next  revision  of  the  Course  Outline 
Book. 

3.  A.  At  the  first  meeting  of  the  Subcommittee 
on  General  Practice,  December  20,  1950,  the  follow- 
ing aims  were  brought  out: 

(1)  Creation  of  a Department  of  General  Prac- 
tice in  hospitals,  with  a department  head 
having  the  same  voting  power  as  is  accorded 
to  the  heads  of  the  other  services. 

(2)  Opportunity  for  advancement  by  the  general 
practitioner  on  the  hospital  staff. 

(3)  Recognition  of  the  individual  general  practi- 
tioner’s ability  to  practice  good  medicine  or 
surgery,  whether  or  not  he  is  a board  diplo- 
mate. 

The  American  Academy  of  General  Practice  has 
drawn  up  a plan  incorporating  these  points,  among 
others,  and  has  sent  it  to  all  hospitals.  It  remains  to 
put  the  plan  into  effect  at  the  local  level.  It  was 
recommended  by  the  committee  that  the  Committee 
on  Professional  and  Hospital  Relations  be  instructed 
by  the  Council  to  give  consideration  to  these  matters 
as  presented  by  the  Subcommittee  on  General 
Practice. 

The  committee  also  expressed  the  hope  that  the 
county  societies  might  be  urged  to  cooperate  with 
general  practitioners  in  this  endeavor  to  bring  about 
better  hospital  relations.  It  was  suggested  that 
programs  already  established  in  various  hospitals 
(Millard  Fillmore  in  Buffalo,  Queens  General,  New 
Haven  General,  etc.)  be  studied  and  the  results 
publicized  in  the  Journal. 

The  general  practitioner’s  obligation  to  make  his 
voice  heard  in  his  own  county  medical  society  was 
stressed. 

B.  Comment  was  made  as  to  the  ratio  in  cer- 
tain parts  of  the  State  between  specialists  and  gen- 
eral practitioners.  In  one  large  upstate  city  the 
ratio  is  3 to  1.  The  committee  considered  that  a 

ood  working  arrangement  would  be  equality  in  num- 
ers,  whereas  the  ideal  situation  wrould  be  three  gen- 
eral practitioners  to  two  specialists  in  most  localities. 

Tne  long  range  problem  of  intensified  education  in 
the  field  of  general  practice  was  discussed  as  a solu- 
tion to  this  inequity.  Courses  should  be  widened  in 
the  medical  schools  to  include  teaching  material  on 
general  practice,  and  teaching  positions  should  be 
open  to  men  in  general  practice.  Postgraduate  in- 
struction for  the  general  practitioner  should  be 
effectively  organized  in  each  county. 

C.  A letter  from  Dr.  Hilleboe  was  read.  The 
responsibility  of  the  general  practitioner  in  com- 
munity health  activities  was  pointed  up,  and  he  em- 
phasized the  importance  of  establishing  full-time 
public  health  officers  who  will  work  with  part-time 
general  practitioners  in  providing  adequate  public 
health  services.  He  made  it  clear  that  the  general 
practitioner  with  such  a part-time  public  health  job 
need  not  fear  that  it  will  be  jeopardized  by  the  full- 
time public  health  man.  The  State  Health  Depart- 
ment is  willing  and  anxious  to  forward  the  approach 
that  there  wall  be  liaison  in  areas  where  joint  func- 
tioning of  the  medical  group  and  the  public  health 
group  will  bring  about  the  best  medical  care  for  the 
public. 

It  was  also  observed  during  the  discussion  that 
there  are  occasions  when  the  apathy  of  the  local 
county  society  toward  the  responsibilities  which 
physicians  should  assume  toward  the  community 
brings  about  an  unfavorable  relationship  with  the 
local  health  authorities  and  the  public. 
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4.  The  purpose  of  the  conference  with  Dr. 
R.  L.  Vought  on  December  27  was  for  the  calling  of 
a meeting  of  the  chief  medical  officers  and  deputy 
officers  of  civilian  defense  in  the  suburban  New 
York  region  to  ask  for  a review  of  the  activities  of 
each  group  in  respect  to  the  proposed  organization 
laid  down  in  Information  Circular  Number  10. 

We  listed  four  specific  items  on  which  he  was  to 
circularize  them: 

(a)  How  far  are  you  organized  along  the  lines 
set  forth  in  Information  Circular  Number  10? 

( b ) What  are  the  individual  problems  relating 
to  a blood  program  and  hospital  services? 

(c)  How  good  is  the  local  liaison  between  medical 
defense  and  the  general  over-all  civilian  de- 
fense program  as  it  concerns  transportation 
agencies,  sanitation,  food  supply,  Red  Cross, 
and  other  agencies? 

(d)  How  far  advanced  are  you  in  your  recruit- 
ment program  in  respect  to  page  34,  para- 
graph (a)  ? 

The  meeting  has  been  set  for  January  15,  1951, 
at  4:00  p.m.,  at  the  State  Society  offices. 

The  report  was  adopted. 

Public  Relations. — Dr.  Winslow,  chairman,  sub- 
mitted the  following  report: 

A joint  meeting  of  the  Council  Committee  on 
Public  Relations  and  the  Subcommittee  on  Public 
Relations  was  held  in  the  office  of  the  Society  on 
December  14, 1950. 

The  committees  discussed  the  forthcoming  cele- 
bration by  the  United  Medical  Service  of  the  enroll- 
ment of  its  2,000,000th  member  and  authorized  the 
Public  Relations  Bureau  to  coordinate  with  UMS 
so  that  the  State  Society  is  adequately  represented 
and  the  event  is  publicized  as  a positive  achieve- 
ment, in  the  growth  of  voluntary  medical  care  in- 
surance. 

The  committees  also  discussed  policy  concerning 
the  role  of  the  Public  Relations  Bureau  in  matters 
of  legislation  and  it  was  decided  that,  pending  fur- 
ther developments,  there  would  be  no  change  from 
the  previous  policy  as  directed  by  the  Council  to 
refrain  from  giving  publicity  to  the  Society’s  position 
for  or  against  State  legislation  unless  requested  to 
do  so  by  the  Committee  on  Legislation. 

It  was  decided  to  assist  the  National  Society  for 
Medical  Research  in  its  efforts  to  promote  legisla- 
tion in  New  York  State  to  permit  animal  research 
with  unwanted  dogs,  as  long  as  this  assistance  did 
not  involve  expenditure  of  funds. 

The  committees  decided  that  a draft  of  a manual 
on  the  operation  of  mediation  committees  should 
be  given  further  consideration  with  the  view  of 
making  it  more  brief  before  it  is  issued.  It  also 
was  agreed  that  the  News  Letter  in  the  future  should 
go  to  the  entire  membership  of  the  Society  on  a 
monthly  schedule,  except  for  the  summer  months, 
finances  permitting. 

On  December  5,  the  Public  Relations  Bureau 
mailed  to  county  society  public  relations  chairmen  a 
copy  of  an  article  appearing  in  Advertising  Age  deal- 
ing with  the  advertisements  placed  in  newspapers 
by  various  county  medical  societies  throughout  the 
nation  acquainting  the  public  with  the  services  they 
render. 

A news  release,  based  on  an  article  in  The  Distaff, 
showing  that  78  nurses’  scholarships  are  now  being 
maintained  by  county  units  of  the  Woman’s  Auxil- 
iary in  New  York  State,  was  mailed  to  the  press  on 
December  14, 1950. 

Publicity  was  given  to  the  Golden  Anniversary 
Issue  of  the  New  York  State  Journal  of  Medi- 


cine by  a news  release  sent  to  the  press  before  its 
publication.  This  was  followed  by  a special  mail- 
ing of  review  copies  of  the  Golden  Anniversary 
Issue  to  leading  science  writers  in  New  York  City 
and  State. 

A News  Letter  of  December  27  gave  a rfeum6  of 
the  Cleveland  meeting  of  the  A.M.A.  and  contained 
other  items.  Two  reprints  were  enclosed.  One  was 
full-page  reproduction  of  a photographic  layout  in 
the  World-Telegram  and  Sun  concerning  Dr.  Alfred 
O.  Persons,  New  York’s  general  practitioner  of  the 
year;  the  other  was  a reprint  from  the  Nassau 
Daily  Review-Star  lauding  the  Nassau  County 
Medical  Society  for  its  recent  press  luncheon.  Both 
of  these  reprints  were  brought  to  the  attention  of 
the  Public  Relations  Department  of  the  A.M.A., 
with  the  result  that  copies  were  requested  for  in- 
clusion in  forthcoming  issues  of  the  PR  Doctor, 
which  is  distributed  nationally. 

No  mention  was  made  in  the  last  report  of  the 
Interim  Meeting  of  the  A.M.A.  at  Cleveland.  As 
a matter  of  record,  however,  Drs.  Winslow,  Bauckus, 
and  Schwartz  represented  the  Public  Relations 
Committee  at  the  Third  Annual  Public  Relations 
Conference  on  December  3 and  4,  and  the  subse- 
quent meeting  of  the  Campaign  Coordinating  Com- 
mittee. Mr.  Anderson  and  Mr.  Miebach  were 
present  as  representatives  of  the  Public  Relations 
Bureau. 

Releases  announcing  postgraduate  medical  edu- 
cation meetings  were  mailed  during  the  past  month 
to  newspapers  in  the  following  counties;  Oneida, 
Ontario,  Rensselaer,  Queens,  Jefferson,  and  Her- 
kimer. 

Following  a field  trip  covering  27  counties  in 
central  and  western  New  York,  Mr.  Weinrich  re- 
ported that  an  informal  survey  to  determine  which 
counties  have  set  up,  or  are  in  the  process  of  setting 
up,  mediation  machinery  and  emergency  medical 
services,  showed  that  only  two  counties  have  not  es- 
tablished mediation  committees  and  only  one  has 
made  no  move  to  establish  an  emergency  medical 
service.  The  county  society  to  set  up  the  most  re- 
cent mediation  committee  in  the  area  is  Niagara. 

Dr.  Winslow  submitted  the  following  supple- 
mentary report: 

“The  Committee  on  Public  Relations  has  had 
submitted  to  it  a question  raised  at  the  last  Coun- 
cil meeting  regarding  sponsorship  by  the  State  or 
county  societies  of  debates  on  medicine  and  the  wel- 
fare state.  This  question  came  from  the  Woman’s 
Auxiliary,  through  Dr.  Walter  W.  Mott,  chairman 
of  the  Advisory  Committee  to  the  Woman’s  Auxil- 
iary. The  Committee  on  Public  Relations  con- 
siders debates  of  this  nature  to  be  valuable  as  a 
means  of  educating  the  public  on  the  present  trend 
of  government  in  this  country.  Because  of  the  vari- 
ations in  local  situations  throughout  the  State,  how- 
ever, the  committee  recommends  that  such  debates 
be  sponsored  by  county  medical  societies  and  that 
members  of  the  Women’s  Auxiliary  coordinate  their 
activities  in  this  matter  with  the  county  medical 
societies.” 

It  was  voted  to  adopt  the  recommendation. 

Workmen’s  Compensation. — Dr.  Kenney,  chair- 
man, stated  that,  as  a result  of  correspondence  be- 
tween Mr.  Sayer,  Miss  Donlon,  and  himself,  a meet- 
ing of  the  Advisory  Committee  to  the  Workmen’s 
Compensation  Board  would  be  held  “as  soon  as  a 
mutual  time  can  be  arranged”  to  discuss  fee  sched- 
ule changes  in  accordance  with  a list  of  priorities 
agreed  upon  in  April,  1950,  by  Miss  Donlon  and 
Dr.  Masterson. 
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He  stated  further  that  members  of  the  Work- 
men’s Compensation  Advisory  Committee  and  the 
Disability  Benefits  Advisory  Committee  to  the 
Workmen’s  Compensation  Board  had  received  for- 
mal notice  of  a meeting  to  be  held  January  15  in 
Albany  to  consider  the  problems  involved  in  the 
administration  of  these  insurance  programs  under 
civilian  disaster  conditions  and  to  “assist  in  de- 
veloping methods  to  expedite  benefit  payments  in 
the  event  of  civilian  disaster.” 

He  reported  that  revision  of  the  laws  concerning 
group  practice  would  also  be  discussed  at  the  meet- 
ing on  January  15  and  asked  the  support  of  the 
Council  for  his  opinion  “that  we  should  not  do  any- 
thing about  it  this  year  and  not  try  to  introduce 
any  legislation  until  the  matter  has  had  further 
study.” 

It  was  voted  that  the  report  be  approved. 

New  Business 

Dr.  Wertz  stated  that  the  National  Conference 
on  Medical  Service  is  meeting  in  Chicago  on  Feb- 
ruary 11. 

“The  program  includes  discussions  of  physician- 
hospital  relations,  licensure  of  foreign  physicians, 
cash  sickness  insurance,  grievance  committees, 
health  insurance,  military  service,  aid  to  medical 
education,  and  civil  defense. 

“It  is  an  all  day  meeting.  Dr.  Gibson,  who  is  the 
chairman  of  our  Medical  Service  Committee,  should 
go.  I will  probably  be  there,  also  Dr.  Anderton,  if 
that  is  agreeable  with  the  Council. 

“On  the  Saturday  before  that,  February  10,  the 
American  College  of  Radiology  invites  and  requests 
our  association  to  send  official  representation  to  the 


Eighteenth  Annual  Conference  of  Teachers  of  Clini- 
cal Radiology.  That  conference  will  be  devoted  to 
the  radiologic  aspects  of  civilian  defense,  and  its 
scope  of  interest  will  be  broad.  I think  Dr.  Master- 
son  will  be  there,  and  Dr.  Anderton  also,  and  with 
your  kind  permission  whomever  else  we  may  recom- 
mend. There  are  two  days  of  really  Important 
meetings.  With  your  permission  we  will  nominate 
these  men  to  attend.” 

The  recommendations  of  the  President  wire 
approved. 

Dr.  Wertz  announced  there  would  also  be  a meet- 
ing of  the  Middle  Atlantic  States  Regional  Confer- 
ence in  Philadelphia  on  January  18.  This  is  an 
important  interstate  conference  on  problems  of 
civil  defense  and  procurement  and  assignment,  and 
it  is  customary  for  this  Society  to  send  three  or  four 
representatives. 

Dr.  Wertz  designated  Dr.  Gibson,  Dr.  Anderton, 
Dr.  Masterson,  and  Dr.  Kenney  to  attend. 

Approval  was  voted. 

In  executive  session  the  Council  recommended  to 
the  Trustees  several  salary  changes  and,  upon  Dr. 
Winslow’s  motion,  seconded  by  several,  voted  to 
employ  Mr.  Frederick  W.  Miebach  as  director  of 
the  Public  Relations  Bureau. 

The  Secretary  was  instructed  to  send  appropriate 
letters  to  Drs.  Brown,  Mott,  and  Rooney,  who 
were  ill. 

Upon  motion  by  Dr.  Curphey, 
it  was  voted  that  a part  of  the  Teaching  Day  pro- 
gram at  the  Annual  Meeting  be  devoted  to  civil 

defense. 
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MEDICAL  NEWS 


Medical  Adviser^  £)iscuss  State  Defense 


TTHE  role  of  medical  services  in  the  State  Civil 
Defense  program  was  discussed  at  a meeting  ol 
the  State’s  medical  defense  advisers  held  February 
9 in  Albany  with  Dr.  Herman  E.  Hilleboe,  State 
health  commissioner,  presiding. 

Speakers  included:  Colonel  Lawrence  Wilkinson, 
chairman  and  director  of  the  State  Civil  Defense 
Commission,  on  “Public  Participation  in  Civil  De- 
fense Activities”;  Dr.  John  J.  Masterson,  chairman 
of  the  Emergency  Preparedness  Committee  of  the 
Medical  Society  of  the  State  of  New  York,  on  “Medi- 
cal Societies’  Role  in  Civil  Defense,”  and  Dr.  James 


H.  Lade,  director  of  the  State  Health  Department’s 
Office  of  Medical  Defense,  on  “Medical  Aspects  of 
Civil  Defense.” 

Discussion  topics  were:  (1)  the  recruitment  and 
training  of  volunteer  personnel;  (2)  the  blood  pro- 
gram, and  (3)  the  use  of  personnel  and  facilities. 

The  function  of  the  Health  Resources  Committee, 
whose  38  members  were  present  at  the  meeting,  is  to 
enable  the  medical  defense  program  to  benefit  from 
the  advice  and  opinion  of  various  professional  experts 
and  groups  in  the  State  who  are  intimately  concerned 
with  the  medical  aspects  of  atomic  defense. 


Borden  Company  Foundation  Awards  for  1950 


FOR  outstanding  research  contributions,  nine 
American  scientists  were  presented  Borden 
awards  of  a gold  medal  and  $1,000  during  1950,  ac- 
cording to  an  annual  directory  just  released  by  the 
Borden  Company  Foundation.  Since  establish- 
ment of  the  awards  in  1936,  90  presentations  have 
been  made. 

The  purpose  of  the  Borden  awards  is  to  recognize 
and  encourage  outstanding  research  related  to  food 
and  nutrition  in  the  United  States  and  Canada. 
Eight  professional  and  scientific  associations  admin- 
ister the  program  each  year;  currently  there  are  nine 
annual  awards. 

The  associations  and  the  1950  recipients  are: 
American  Chemical  Society — George  A.  Richardson, 

MEDICALLY 

Doctors’  Orchestral  Society  of  New  York — Two 

concerts  have  been  scheduled  by  the  Doctors’ 
Orchestral  Society  of  New  York,  on  March  16  at  the 
Walton  Community  Center  and  on  April  29  at 
Town  Hall,  New  York  City,  under  the  auspices  of 
the  Physicians’  Wives’  League  of  New  York.  The 
Society,  a symphonic  group  of  65  members,  was 
established  in  1938  and  consists  of  physicians,  den- 
tists, and  members  of  the  allied  professions.  Two 
physician  soloists  who  will  perform  with  the  group 
are  Dr.  Heins  Lippmann,  pianist,  and  Dr.  Philip 
Bond,  basso. 

Officers  of  the  Society  are  Dr.  Sidney  J.  Robbins, 
president;  Dr.  S.  Charles  Gardner,  vice-president; 
Dr.  Charles  Auer,  treasurer,  and  Mrs.  Zena  Scherer, 
secretary.  Further  information  about  the  group 
may  be  obtained  from  the  office  of  the  president, 
Dr.  Robbins,  30  East  60th  Street,  New  York  City. 

Summer  Camp  for  Diabetic  Children— Applica- 
tions for  the  summer  vacation  for  diabetic  children 
at  Camp  Nyda,  Burlingham,  New  York,  will  be  sent 
upon  request  of  private  physicians.  Doctors  who 
are  anxious  to  avail  their  patients  of  this  oppor- 
tunity are  asked  to  communicate  with  the  office  of 
the  New  York  Diabetes  Association,  2 East  103rd 
Street,  New  York  29,  New  York,  attention  of  Dr. 
Harry  G.  Jacobi,  chairman  of  the  Camp  Committee. 

A.M.A.  President-Elect  Speaks  at  Town  Hall — 

At  a meeting  held  in  Town  Hall,  New  York  City,  on 
February  17,  Dr.  John  W.  Cline,  San  Francisco, 
president-elect  of  the  American  Medical  Association, 
leveled  a vigorous  attack  against  the  social  planners 


Oregon  State  College;  American  Dairy  Science 
Association — Samuel  Brody,  University  of  Missouri, 
and  Walter  V.  Price,  University  of  Wisconsin; 
Poultry  Science  Association— Alexis  L.  Romanoff, 
Cornell  University;  American  Home  Economics 
Association — Margaret  A.  Ohlson,  Michigan  State 
College. 

Also,  the  Association  of  American  Medical  Col- 
leges— Gerty  T.  Cori,  School  of  Medicine,  Washing- 
ton University;  American  Institute  of  Nutrition — 
Henry  C.  Sherman,  Columbia  University;  American 
Academy  of  Pediatrics — Josef  A.  Warkany,  College 
of  Medicine,  University  of  Cincinnati,  and  Fellow  of 
Children’s  Hospital  Research  Foundation,  and 
American  Veterinary  Medical  Association — James 
Farquharson,  Colorado  A.  & M.  College. 

SPEAKING— 

who  have  “infiltrated  the  administrative  branches  of 
government  and  made  unconscionable  use  of  tax 
funds  to  propagandize  the  taxpayer  concerning  the 
utopian  beauties  of  the  welfare  or  socialist  state. 

“They  preach  a philosophy  of  dependence  upon 
government  and  have  encouraged  everyone  with  a 
problem  to  turn  to  government  for  its  solution.” 

New  York  Allergy  Society  Award— The  New 
York  Allergy  Society  announces  a prize  of  $150  for 
the  best  essay  of  merit  on  a subject  in  immunology  or 
clinical  allergy.  Competition  is  open  to  students  of 
the  medical  schools  of  New  York  City.  The  essay 
ought  not  exceed  15,000  words. 

All  papers  must  be  sent  to  the  secretary  of  the  New 
York  Allergy  Society,  Dr.  Frederick  R.  Brown,  145 
East  52nd  Street,  New  York  22,  New  York,  prior  to 
October  1,  1951. 

Life  Begins  at  Forty  Years,  Not  Miles  Per  Hour — 

“The  old  saying  ‘Life  begins  at  40’  refers  to  years  of 
age,  not  miles  per  hour,”  Dr.  Richard  L.  Willis,  chief 
medical  director  of  the  Mutual  Life  Insurance  Com- 
pany of  New  York  said  recently,  urging  the  Ameri- 
can motorist,  on  the  eve  of  a three-day  weekend,  to 
“exercise  more  caution  behind  the  steering  wheel.” 

He  issued  a report,  covering  the  company’s  mor- 
tality experience  for  1950,  which  showed  that  auto- 
mobile mishaps  accounted  for  four  out  of  every  ten 
accidental  deaths  among  the  company’s  policy- 
holders during  the  year. 

Diseases  of  the  heart  and  circulatory  system  ac- 
counted for  58.9  per  cent  of  all  fatalities,  while  cancer 
took  a toll  of  16.2  per  cent  and  accidents  4.9  per  cent. 

[Continued  on  page  804] 
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FOR  YOUR  PATIENT 


with  Bronchial  Asthma , Hay  Fever,  Urticaria 


v 


CAPSULES 


LUASMIN 

(JaJLuM' 


J 


TABLETS 
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Postgraduate  Training  in  Orthopedic  Surgery — 

Physicians  seeking  postgraduate  training  in  ortho- 
pedic surgery  will  have  an  opportunity  to  study  at 
the  Hospital  for  Joint  Diseases,  1919  Madison  Ave- 
nue, New  York  City. 

The  course,  being  offered  in  affiliation  with  Colum- 
bia University  College  of  Physicians  and  Surgeons, 
will  consist  of  eleven  morning  and  eleven  afternoon 
sessions  held  on  consecutive  Thursdays,  beginning 
March  1,  1951,  and  ending  May  10,  1951.  The 
curricula  will  include  a series  of  lectures,  case  demon- 
strations, and  conferences  on  the  clinical,  diagnostic, 
therapeutic,  pathologic,  bacteriologic,  chemical,  and 
radiologic  aspects  of  skeletal  disease,  so  integrated  as 
to  present  a general  review  of  the  modern  concept  of 
the  more  important  orthopedic  diseases.  There  will 
be  opportunity  for  clinical  examination  of  patients. 

Roswell  Park  Memorial  Medal  Awarded — On 

February  15,  1951,  the  Buffalo  Surgical  Society  pre- 
sented the  Roswell  Park  Memorial  Medal  for  “out- 
standing surgical  achievement”  to  Dr.  Frederick  A. 
Coller  of  Ann  Arbor,  Michigan.  Dr.  Coller  is  the 
fourth  recipient  of  this  award.  Previous  recipients 
have  been  Dr.  Allen  0.  Whipple,  Dr.  Evarts  A. 
Graham,  and  Dr.  Dallas  B.  Phemister.  The  title  of 
Dr.  Coller’s  Roswell  Park  lecture  was  “Indications 
for  Thyroid  Surgery  With  Our  Present-day  Knowl- 
edge of  Antithyroid  Drugs  and  Radioactive  Iodine.” 

Hospital  Use  Coordinated  for  Military-VA  Pa- 
tients— The  Department  of  Defense  and  the  Veterans 
Administration  have  jointly  announced  plans  to  hos- 
pitalize certain  disabled  military  personnel  in  VA 
Hospitals  for  specialized  medical  care,  including 
rehabilitation,  on  the  same  basis  as  other  veterans 
with  service-connected  disabilities. 

The  military  patients  to  be  hospitalized  by  the 
VA  are  those  whose  disabilities  make  it  improbable 
that  they  will  return  to  active  duty.  The  transfer 
policy  will  not  preclude  the  return  to  duty  of  any 
patient  who  after  medical  treatment  and  rehabilita- 
tion desires  to  return  to  active  duty  and  is  acceptable 
to  the  armed  forces.  The  basic  consideration  in 


transfers  will  be  the  welfare  of  the  patient,  and  each 
case  must  be  considered  on  an  individual  basis. 

The  military  patients  to  be  transferred  under  the 
plan  would  have  become  eligible  for  VA  hospitaliza- 
tion as  soon  as  they  were  separated  from  the  service. 
The  new  plan  merely  speeds  their  transfer  and  re- 
duces the  over-all  national  demand  for  critical  medi- 
cal personnel  by  caring  for  patients  in  one  organiza- 
tion instead  of  having  the  VA,  the  Army,  the  Navy, 
and  the  Air  Force  duplicating  personnel  and  facili- 
ties. 

Multiple  Sclerosis  for  the  Practitioner  Exhibit — 

An  exhibit  of  selected  books  and  journal  articles  on 
multiple  sclerosis  has  been  prepared  jointly  by  the 
National  Multiple  Sclerosis  Society  and  the  Library 
of  the  New  York  Academy  of  Medicine  and  is  on  dis- 
play at  the  Library,  2 East  103rd  Street,  to  April  30, 
1951,  Mondays  through  Saturdays,  9 a.m.  to  5 p.m. 

The  material  shown  includes  a selection  of  the 
literature  most  useful  to  the  practitioner,  together 
with  charts  and  photographs  illustrating  methods  of 
rehabilitation.  A list  of  the  literature  shown  is 
available  on  request  to  the  Society  at  270  Park 
Avenue,  New  York  17,  or  to  the  Academy  Library. 
Other  publications  by  the  Society  are  also  on  dis- 
play and  may  be  had  from  the  latter  on  application. 

Vaccination  Requirements  for  Travelers — The 
World  Health  Organization  has  compiled  and  pub- 
lished a list  of  vaccinations  required  by  122  coun- 
tries and  territories  from  travelers  coming  from 
abroad.  The  list  indicates  the  situation  as  on 
December  31,  1950. 

The  World  Health  Organization  states  that  there 
is  no  provision  in  the  International  Sanitary  Con- 
ventions making  it  compulsory  for  travelers  to  be 
vaccinated  or  inoculated  against  communicable 
infectious  diseases.  However,  for  some  years  past 
it  has  been  customary  for  sanitary  administrations 
to  request  travelers  coming  from  infected,  suspected, 
or  even  healthy  areas  to  present  on  arrival  in  the 
country  certificates  of  inoculation  or  vaccination 
against  one  or  more  of  these  diseases:  cholera,  yellow 
fever,  typhus,  and  smallpox. 


MEETINGS 

PAST 


Eastern  New  York  Eye,  Ear,  Nose  and  Throat 
Association 

The  regular  meeting  of  the  Eastern  New  York 
Eye,  Ear,  Nose  and  Throat  Association  was  held 
February  1 at  the  Troy  Country  Club  with  Dr.  Harry 
Miller,  Schenectady,  vice-president,  presiding. 
Guest  speakers  included  Mr.  Warren  Creel,  Albany, 
who  spoke  on  “You  Can’t  Believe  Your  Ears,”  a 
science  show  on  sound  and  electronics,  and  Mr. 
E.  William  Tillyer,  who  spoke  on  “Refraction  and 
Fitting  of  Cataract  Lenses.” 

Association  for  the  Advancement  of  Psychotherapy 
Dr.  Lewis  R.  Wolberg  presented  a paper  on  “Ex- 
periences with  Supervision  in  Psychotherapy”  at  a 


meeting  of  the  Association  for  the  Advancement  of 
Psychotherapy  held  February  16  at  the  New  York 
Academy  of  Medicine. 

New  York  Society  of  Physical  Medicine 

The  thirtieth  anniversary  and  twenty-ninth  an- 
nual dinner  of  the  New  York  Society  of  Physical 
Medicine  was  held  on  March  7 at  the  New  York 
Academy  of  Medicine.  Guest  of  honor  was  Dr. 
Madge  C.  L.  McGuinness,  secretary  of  the  Society 
for  many  years,  “who  has  fought  valiantly  for  the 
cause  of  physical  medicine  and  for  the  welfare  of  her 
fellow  citizens.”  The  dinner  committee  included 
Dr.  Cassius  Lopez  de  Victoria,  chairman,  and  Drs. 
William  Bicrman,  Sidney  Lieht,  Norman  Titus,  and 
Jerome  Weiss. 


FUTURE 

Nu  Sigma  Nu,  Cornell  University  Medical  College  Memorial  Lecture  at  Cornell  University  Medical 

Dr.  Eugene  A.  Stead,  Jr.,  professor  of  medicine,  College  at  8:00  p.m.  on  the  evening  of  Friday,  April 

Duke  University  School  of  Medicine,  and  physician-  20. 
in-chief,  Duke  Hospital,  Durham,  North  Carolina, 
will  deliver  the  tenth  annual  Walter  L.  Niles 
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The  topic  of  Dr.  Stead’s  lecture  will  be  “Congestive 
Heart  Failure.”  Dr.  Stead  is  widely  known  for  his 
numerous  contributions  and  articles  on  various 
aspects  of  cardiovascular  disease. 

The  Walter  L.  Niles  Memorial  Lecture,  sponsored 
by  the  Nu  Sigma  Nu  medical  fraternity,  is  delivered 
each  year  at  Cornell  University  Medical  College,  in 
memory  of  Dr.  Niles,  former  professor  of  clinical 
medicine  and  Dean  of  the  Medical  College. 

American  College  of  Physicians 

A postgraduate  course  in  “Dynamic  Therapeutics 
of  Chronic  Diseases”  will  be  presented  May  21  to  25 
at  the  New  York  University-Bellevue  Medical 
Center  Institute  of  Physical  Medicine  and  Rehabili- 
tation as  one  of  the  series  of  postgraduate  courses 
sponsored  this  spring  by  the  American  College  of 
Physicians.  Director  for  the  course  will  be  Dr. 
Howard  A.  Rusk,  professor  and  chairman  of  the 


Department  of  Physical  Medicine  and  Rehabilita- 
tion of  the  New  York  University  College  of  Medi- 
cine and  director  of  the  Institute.  Officers  of  in- 
struction will  include  the  following:  Drs.  Arthur 
S.  Abramson,  Joseph  G.  Benton,  Joseph  J.  Bunim, 
Donald  A.  Covalt,  Michael  Dacso,  George  G.  Deaver, 
Dominic  A.  Donio,  A.  Wilbur  Duryee,  Ludwig  W. 
Eichna,  Walter  W.  Fischer,  James  F.  Garrett, 
Leonard  J.  Goldwater,  Edward  E.  Gordon,  Morris 
Grayson,  Karl  Harpuder,  Edward  F.  Hartung, 
J.  William  Hinton,  Gerald  G.  Hirschberg,  Robert 
S.  Hotchkiss,  Julia  Jones,  Julia  Judson,  Charles 
Edward  Kossmann,  Hans  Kraus,  Morton  Marks, 
John  H.  Mulholland,  Gerald  H.  Pratt,  L.  Corsan 
Reid,  Howard  A.  Rusk,  Allen  S.  Russek,  Ward 
Schultz,  J.  Murray  Steele,  Otto  Steinbrocker,  and 
Walter  A.  L.  Thompson. 

All  registrations  must  be  made  through  the  execu- 
tive offices  of  the  College,  2400  Pine  Street,  Phila- 
delphia 4,  Pennsylvania. 


PERSONALITIES 


Appointed 

Dr.  Cortez  F.  Enloe,  Jr.,  Manhasset,  as  special 
consultant  to  the  New  York  State  Department  of 
Health  for  medical  supplies  in  the  civil  defense  pro- 
gram . . . Dr.  George  C.  Vogt,  Binghamton,  and  Dr. 
C.  Gorham  Beckwith,  Hudson,  to  the  State  Medical 
Committee  on  Grievances,  by  the  Board  of  Regents. 

Elected 

Dr.  Richard  H.  Bennett,  president  and  medical 
director  of  Brooklyn  Thoracic  Hospital  and  medical 
director  at  Triboro  Hospital,  as  chairman  of  the 
Tuberculosis  Sanatorium  Conference  of  Metropoli- 
tan New  York  . . . Dr.  John  H.  Dunnington,  direc- 
tor of  the  Institute  of  Ophthalmology,  Presbyterian 
Hospital,  New  York  City,  to  the  board  of  directors 
of  the  National  Society  for  the  Prevention  of  Blind- 
ness. 

Speakers 

Dr.  Herbert  H.  Bauckus,  Buffalo,  on  socialized 
medicine  at  a meeting  of  the  Gross  Medical  Club  in 
Buffalo  . . . Dr.  Joseph  J.  Eller,  New  York  City,  on 
“Newer  Concepts  in  the  Treatment  and  Manage- 
ment of  Skin  Diseases”  at  a meeting  of  the  medical 
staff  of  the  Monmouth  Memorial  Hospital,  Long 
Branch,  New  Jersey,  on  March  24  . . . Dr.  Samuel 
F.  Kelley,  assistant  professor  of  clinical  surgery, 
Cornell  University  Medical  College,  on  “Emergency 
Tracheotomy  in  Post-traumatic  Respiratory  Ob- 
struction” at  the  clinical  session  on  “Emergency 
Treatment  of  Burns  and  Traumatic  Injuries  in  the 
Field  of  Plastic  and  Reparative  Surgery,”  under  the 
auspices  of  the  American  Society  of  Plastic  and 
Reconstructive  Surgery,  on  January  19  at  the  New 
York  Polyclinic  Hospital. 

Dr.  Jere  W.  Lord,  Jr.,  New  York  City,  on  “Sur- 
gery for  Peripheral  Vascular  Diseases”  at  a sectional 
meeting  of  the  American  College  of  Surgeons  March 
16  at  Yale  University,  New  Haven,  Connecticut . . . 
Dr.  George  T.  Pack,  New  York  City,  on  “Present- 
day  Concepts  of  Cancer  and  Its  Management”  at  a 
meeting  of  the  North  Suburban  Branch  of  the 
Chicago  Medical  Society  in  Evanston,  Illinois,  on 


February  12  . . . The  Pack  Medical  Group  in  a sym- 
posium on  cancer  before  the  Yonkers  Academy  of 
Medicine  on  February  21,  as  follows:  Dr.  George 
T.  Pack,  “Introduction:  The  Management  of 

Sarcomas  of  the  Soft  Tissues”;  Dr.  John  J.  Conley, 
“The  Modern  Treatment  of  Cancer  of  the  Larynx”; 
Dr.  Jeff  Davis,  “The  Significance  and  Treatment  of 
Precancerous  Lesions  of  the  Skin”;  Dr.  Charles 
F.  Daniels,  “The  Surgical  Treatment  of  Cancer  of 
the  Esophagus,”  and  Dr.  Gustavus  A.  Humphreys, 
“The  Diagnosis  and  Treatment  of  Cancer  of  the 
Prostate.” 

On  February  6,  in  a tumor  symposium  for  the 
staff  of  St.  Peter’s  Hospital,  New  Brunswick,  New 
Jersey,  the  following:  Dr.  George  T.  Pa  'k,  “Intro- 
duction: The  Diagnosis  and  Treatment  of  Sarcomas 
of  the  Soft  Parts”;  Dr.  Jeff  Davis,  “The  Diagnosis 
and  Treatment  of  Precancerous  Lesions  of  the  Skin”; 
Dr.  E.  Douglas  Horning,  “Control  of  Pain  in  Ad- 
vanced Cancer”;  Dr.  Irving  M.  Ariel,  “The  Prin- 
ciples of  Preoperative  and  Postoperative  Care,”  and 
Dr.  Rudolph  J.  Marshall,  “Medical  Evaluation  of 
Surgical  Problems  in  the  Aged  Cancer  Patient.” 

Dr.  William  P.  Simmonds,  Glens  Falls,  on  “Geriat- 
rics” at  a meeting  of  the  Glens  Falls  Business  and 
Professional  Women’s  Club  on  January  15  . . . Dr. 
Marie  Pichel  Warner,  New  York  City,  at  the  “Con- 
ference on  Pregnancy  Wastage”  sponsored  by  the 
Committee  on  Human  Reproduction,  National  Re- 
search Council,  in  behalf  of  the  National  Committee 
on  Maternal  Health,  in  New  York  City,  January  19 
and  20. 


New  Offices 

Dr.  John  J.  Carroll,  veteran  of  the  Royal  Air 
Force  and  the  Royal  Canadian  Air  Force,  practice  of 
surgery  in  Niagara  Falls  . . . Dr.  Martin  G.  Marmon, 
who  served  during  World  War  II  with  the  U.S. 
Army  Medical  Corps  in  the  European  Theater  of 
Operations,  practice  of  dermatology  in  Ossining  . . . 
Dr.  Armond  V.  Mascia,  U.S.  Army  Medical  Corps 
veteran,  general  practice  in  Tarrytown  . . . Dr.  James 
G.  Robilotto,  general  practice  and  practice  of  sur- 
gery in  Williamsville. 
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Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  In  indigestion,  hyper- 
acidity,  bloating  and  flatulence. 
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LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program— 

Reduction  of  dermotitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUR OW'S  SOLUTION) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC. 

Makers  of  the  Soothing,  Modernized  Form  of  Burovr's  Solution 
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Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  An  x 10  yd.  gauze  bandage  impregnated  with  a modified  “Unna’s  Formula”  consisting  of  zinc 
oxiie,  glycerine,  gelatin  and  calamine.  This  Unna's  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 


HOSPITAL  NEWS 


Hospital  Sal 

WITH  expansion  of  many  hospital  facilities  and 
greater  demands  placed  upon  all  hospitals,  new 
problems  of  safety  have  been  created  for  hospital 
administrators  and  staffs.  The  same  is  true  in  the 
fields  of  nursing,  public  health,  and  industrial  health. 
Discussions  of  these  problems  by  experts  from  many 
parts  of  the  nation  will  take  place  at  the  21st  annual 
Safety  Convention  and  Exposition  to  be  held  in  New 
York  City  at  the  Statler  and  Governor  Clinton 
Hotels  for  four  days,  beginning  April  3. 

A discussion  of  hospital  problems  in  emergencies 
will  be  led  by  Mr.  John  S.  Cruickshank,  chief  engi- 
neer of  the  United  States  Guarantee  Company.  A 
paper  on  “Safety  Programs  for  Hospital  Employes” 
will  be  read  by  Mr.  Harry  E.  Flink,  national  engi- 
neering manager  of  Atwell,  Vogel  and  Sterling. 

An  evening  session  on  industrial  nursing  will  be 
sponsored  jointly  by  the  Greater  New  York  Safety 
Council  and  the  New  York  Industrial  Nurses  Club, 
with  Margaret  Sinnott,  R.  N.,  head  nurse  of  the 
Metropolitan  Life  Insurance  Company  and  president 
of  the  New  York  Industrial  Nurses  Club,  as  chair- 
man. 

The  fire  prevention  session,  on  April  4 and  the 
atomic  energy  session,  on  April  6 will  deal  with 
problems  of  prime  significance  for  hospital  opera- 
tors. Among  four  papers  to  be  read  at  the  fire  pre- 

Postgraduate  Courses 

A SERIES  of  postgraduate  courses  in  clinical 
medicine  are  being  presented  by  the  Mount 
Sinai  Hospital  in  affiliation  with  Columbia  Univer- 
sity. The  courses  include  the  following,  in  chrono- 
logic order: 

February  1 to  May  24,  Thursdays,  2 to  4 p.m. — 
“Geriatrics,”  Dr.  Fredric  D.  Zeman  and  staff. 

February  6 to  April  10,  Tuesdays,  3 to  5 p.m. — 
“Bedside  Diagnosis  and  Treatment  of  Heart  Dis- 
ease with  Special  Emphasis  on  Measurement  of  the 
Circulatory  Dynamics,”  Dr.  W.  M.  Hitzig. 

February  6 to  April  17,  Tuesdays  and  Thursdays, 
3 to  5 p.m. — “Clinical  Pediatrics,”  Drs.  Horace 
L.  Hodes,  S.  Karelitz,  J.  L.  Korn,  and  staff. 

February  7 to  April  13,  Wednesdays  and  Fridays, 
10  to  11  a.m. — “Diagnosis  and  Treatment  of 
Ambulatory  Patients,”  Dr.  B.  Eliasoph. 

February  19  to  March  26,  Mondays,  3 to  5 p.m. — 
“Principles  and  Practices  of  Diet  Therapy,”  Dr. 
D.  Adlersberg  and  the  Department  of  Dietetics. 
February  5 to  April  2,  Mondays,  2:30  to  4 p.m. — 

NEWS 

The  New  York  City  Department  of  Hospitals  has 
opened  a “Pain  Clinic”  for  the  ambulatory  and 
institution  treatment  of  patients  suffering  from 
intractable  pains,  at  the  Greenpoint  Hospital, 
Brooklyn. 


Dr.  I.  D.  Bobrowitz,  medical  director,  Municipal 
Sanatorium,  Otisville,  spoke  on  “Roentgenologic 
Diagnosis  in  Diseases  of  the  Chest”  at  a meeting  of 
the  staff  of  the  Monticello  Hospital  held  February  5. 


y Problems 

vention  session  is  the  “Latest  Developments  in  Fire 
Detection  Equipment,”  by  Mr.  Frank  Evans, 
engineering  supervisor  of  the  American  District 
Telegraph  Company.  Of  particular  interest  to  hos- 
pital staffs  should  be  the  description,  at  the  atomic 
energy  session,  of  what  might  happen  following  an 
atomic  bomb  attack  upon  a large  city.  This  will  be 
given  by  Mr.  Edward  J.  Kehoe,  safety  chief  of  the 
New  York  Operations  Office  of  the  Atomic  Energy 
Commission.  Latest  developments  in  local  civil 
defense  will  be  presented  at  the  atomic  energy  ses- 
sion by  Mr.  Arthur  W.  Wallander,  New  York  City 
civil  defense  director. 

Also  of  particular  interest  to  hospital  manage- 
ment are  the  April  4 sessions  on  eye  protection, 
safety  in  building  construction,  new  approaches  to 
accident  prevention,  and  the  labor-management 
relation  in  accident  prevention.  Housekeeping 
safety  problems,  of  interest  to  a large  part  of  the  hos- 
pital personnel,  will  be  taken  up  at  the  home  safety 
sessions  on  April  5.  Among  other  sessions  of  interest 
on  April  5 are  the  basics  of  supervision  and  two  con- 
ferences on  industrial  health.  At  one  of  the  latter 
sessions  Dr.  Lydia  G.  Giberson,  personnel  adviser 
for  the  Metropolitan  Life  Insurance  Company,  will 
present  her  latest  findings  on  “Emotional  Factors  in 
Safety.” 

Mount  Sinai  Hospital 

“Ophthalmoscopy  in  General  Practice,”  Dr.  H.  J. 
Agatston 

February  19  to  April  9,  Mondays,  3 to  5 p.m. — 
“Bedside  Clinics  in  Heart  Disease,”  Drs.  Ernest 
P.  Boas  and  H.  Levy. 

March  26  to  31,  Monday  through  Saturday, 
9 a.m.  to  12  noon  and  2 to  5 p.m.— “Recent  Ad- 
vances in  Gynecology,”  Dr.  M.  A.  Goldberger  and 
staff. 

April  2 to  6,  Monday  through  Friday,  9 a.m.  to  12 
noon  and  2 to  5 p.m. — “Intensive  Gastroenter- 
ology,” Dr.  A.  Winkelstein  and  staff. 

April  9 to  13,  Monday  through  Friday,  10  a.m.  to 
1 p.m.,  2 to  5 p.m. — “Clinical  Neurology,”  Dr.  I S. 
Wechsler  and  staff. 

April  30  to  May  26,  Monday  through  Friday,  9 
a.m.  to  12  noon  and  1 to  5 p.m.  and  Saturday,  9 a.m. 
to  12  noon — “Symposium  in  Ophthalmology,”  Dr. 
H.  Minsky  and  members  of  the  ophthalmologic  and 
medical  staffs. 

For  further  information  address  the  Registrar  for 
Medical  Instruction,  Mount  Sinai  Hospital,  Fifth 
Avenue  and  100th  Street,  New  York  29,  New  York. 

NOTES 

The  appointment  of  Dr.  Malcolm  T.  MacEachern 
as  director  of  professional  relations  of  the  American 
Hospital  Association  was  announced  on  February  9 at 
the  Association’s  Mid-Year  Conference.  Dr.  Mac- 
Eachern, who  retired  recently  as  director  of  the 
American  College  of  Surgeons,  assumed  his  new  post 
on  March  1. 


Dr.  Harold  F.  Hulbert  was  elected  chief  of  staff  of 
[Continued  on  page  810] 
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^Preferred  therapy  in  seborrheic  dermatitis 

Pragmatar  is  generally  recognized  as  the  most  effective  preparation 
available  for  seborrheic  dermatitis,  and  for  the  general  care  and  hygiene  of 
the  seborrheic  scalp.  It  is  also  extremely  valuable  in  eczematous  and 
psoriatic  eruptions  in  which  a seborrheic  factor  is  involved. 

Pragmatar  incorporates — in  a superior  oil-in-water  emulsion  base — 
carefully  balanced  proportions  of  three  of  the  drugs  which  are  fundamental 
in  dermatological  practice.  Pragmatar  is  non-gummy  and 
non-staining;  easy  to  apply  and  easy  to  remove. 

PRAGMATAR 


Highly  effective  in  an  unusually  wide  range 

of  common  skin  disorders 

Smith,  Kline  & French  Laboratories,  Philadelphia  ‘ Pragmatar’  T.M.  Reg.  U.S.  Pat. Off. 

Formula:  Cetyl  alcohol-coal  tar  distillate,  4%;  near-colloidal  sulfur, 

3%;  salicylic  acid,  3% — incorporated  in  a special  washable  base. 
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[Continued  from  page  808] 

the  Dansville  Memorial  Hospital  as  successor  to  Dr. 
Victor  M.  Breen.  Appointed  to  serve  on  the  Hos- 
pital’s Medical  Advisory  Committee  were  Dr.  Alden 
J.  Townsend,  Dr.  Hulbert,  and  Dr.  Breen,  all  of 
Dansville;  Dr.  Anderson  V.  Vickers,  Mount  Morris, 
and  Dr.  J.  Joseph  Zone,  Wayland. 


A sudden  drop  from  adequate  to  grossly 
inadequate  vitamin  intake  results  in  fast 
tissue  depletion  and  functional  changes. 
Ordinarily,  physical  lesions  do  not  appear. 
If  tissue  depletion  is  rapid  enough,  death 
may  ensue  with  slight  or  no  morphologic 
variation. 


Treatment  of  acute  deficiencies 

Fully  therapeutic  dosages  of  all  the  vitamins 
indicated  in  mixed  vitamin  therapy  should  be 
given.  Under  intensive  therapy  recovery  from 
acute  vitamin  deficiencies  usually  is  made  in  a 
comparatively  short  time. 


THERAGRAN  supplies  clinically  proved,  truly 
therapeutic  dosages  of  all  the  vitamins  indi- 
cated in  mixed  vitamin  therapy. 


Each  Theragran  Capsule  cotitalns: 
Vitamin  A 25,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  HC1  10  mg. 

Riboflavin  5 mg. 

Niacinamide  150  mg. 

Ascorbic  Acid  150  mg. 

Bottles  of  30,  100  and  1000 


Dr.  Irwin  I.  Lubowe,  New  York  City,  has  been 
promoted  to  associate  visiting  dermatologist  at  the 
Metropolitan  Hospital,  New  York  City. 


Dr.  Milton  J.  Matzner,  Brooklyn,  has  been  ap- 
pointed as  attending  gastroenterologist  in  charge  of 
gastroenterology  at  the  Jewish  Hospital  of  Brooklyn. 


The  annual  staff  dinner  of  the  Cumberland  Hos- 
pital, Brooklyn,  was  held  on  January  18.  Guest  of 
honor  was  Dr.  Samuel  Lubin,  director  of  obstetrics  I 
and  gynecology,  wdio  was  recently  elected  president 
of  the  Kings  County  Medical  Society.  Dr.  Leo  S.  i 
Drexler,  director  of  urology  and  president  of  the 
medical  board,  acted  as  toastmaster  and  introduced 
the  following  speakers:  Dr.  Marcus  D.  Kogel,  New  J 
York  City  commissioner  of  hospitals;  Dr.  Charles  l| 
W.  Mueller,  past-president  of  the  Kings  County  I 
Medical  Society,  and  Mr.  Maurice  H.  Matzkin,  first  j 
deputy  commissioner  of  hospitals. 


Dr.  Martin  G.  Marmon,  New  York  City,  has  been 
appointed  to  the  consulting  staff  of  the  Dobbs  Ferry 
Hospital. 


Officers  of  the  medical  staff  of  the  Eastern  Long 
Island  Hospital  are  as  follows:  Dr.  George  P. 

Bergmann,  president;  Dr.  Felix  Pulese,  vice- 
president;  Dr.  Stanley  Janeczko,  secretary,  and 
Dr.  William  Olsen,  staff  representative  to  the  execu- 
tive board. 


Dr.  Frederick  K.  Reid  was  elected  president  of 
the  medical  staff  of  the  Rome  and  Murphy  Memorial 
Hospital  at  the  annual  meeting,  succeeding  Dr. 
Edward  D.  Dake.  Other  officers  are:  Dr.  Marshall 
M.  Menzies,  vice-president;  Dr.  Joseph  A.  Valvo, 
secretary,  and  Dr.  Edwin  P.  Russell,  Dr.  L.  S. 
MacMillan,  and  Dr.  Henry  N.  Reid,  executive  com- 
mittee. 


When  the  deficiency  is  acute  specify  Theragran  and 
correct  the  patient's  diet 

THERAGRAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


Squibb 


Officers  of  the  medical  staff  of  the  Olean  General 
Hospital,  elected  at  the  annual  meeting,  are  as  fol- 
lows: Dr.  David  J.  Maloney,  president;  Dr. 

Charles  A.  Shaffer,  vice-president,  and  Dr.  Robert 
D.  Kelsey,  secretary- treasurer. 


Dr.  Frederick  D.  Dreyfuss,  Gainesville,  was 
elected  president  of  the  medical  staff  of  the  Wyoming 
Community  Hospital  at  the  annual  meeting  of  the 
group.  Other  officers  chosen  include:  Dr.  J.  William 
Leachman,  Pavilion,  vice-president,  and  Dr.  Paul 
A.  Burgeson,  Warsaw,  secretary. 


March  15,  1951  ] 
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Merrett  C.  Barker,  M.D.,  of  Cortland,  died  on 
! January  18  at  his  home  at  the  age  of  seventy-one. 

Dr.  Barker  received  his  medical  degree  from  the 
i Cleveland  Medical  College  in  1901  and  started  his 
j practice  the  same  year  in  Freeville.  From  1903 

i to  1918  he  practiced  in  Scott  and  in  1918  moved  to 
Cortland  where  he  had  practiced  until  his  recent 
illness. 

Wilmarth  S.  Buck,  M.D.,  of  Plattsburg,  died  on 
j August  19,  1950,  at  the  age  of  eighty-two.  Dr. 

Buck  received  his  medical  degree  from  the  Univer- 
I sity  of  Pennsylvania  Medical  School  in  1896  and  J 
started  his  practice  in  Clinton  County  in  1899. 
He  was  attending  roentgenologist  at- the  Champlain 
j Valley  Hospital  in  Plattsburg. 

Elliott  C.  Burrows,  M.D.,  of  New  York  City,  died 
{ on  August  18,  1950,  at  the  age  of  sixty-eight.  Dr. 

Burrows  was  graduated  from  the  Columbia  Uni- 
I versity  College  of  Physicians  and  Surgeons  in 
1906  and  interned  at  New  York  Hospital.  He 
was  a member  of  the  New  York  County  Medical  j 
ij  Society,  the  Medical  Society  of  the  State  of  New 
j York,  and  the  American  Medical  Association. 

Henry  Cogan,  M.D.,  of  Buffalo,  died  on  July  16, 
1950,  at  the  age  of  eighty-four.  Dr.  Cogan  re- 
ceived his  medical  degree  from  the  New  York 
University  and  Bellevue  Hospital  Medical  School  in 
1907.  He  was  a member  of  the  American  Congress 

ii  of  Physical  Medicine. 

Harry  S.  Gross,  M.D.,  of  Brooklyn,  died  on  May 
18,  1950,  at  the  age  of  sixty-two.  Dr.  Gross 
received  his  medical  degree  from  the  McGill  Uni- 
versity School  of  Medicine,  Montreal,  Canada,  in 
1921  and  interned  at  Mount  Sinai  Hospital,  New 
York  City.  He  was  a member  of  the  Kings  County 
; Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associ- 
i ation. 

Myron  Foster  Hall,  M.D.,  of  Elmira,  died  in 
December,  1950,  at  the  age  of  seventy-six.  Dr. 
Hall  was  graduated  from  the  Columbia  University 
i College  of  Physicians  and  Surgeons  in  1899  and  had 
j practiced  in  Wellsburg  and  Elmira  until  his  retire- 
ment several  years  ago. 

Samuel  Wilson  Houston,  M.D.,  of  Wolcott, 
died  on  Feburary  15  at  the  age  of  seventy-seven. 
Dr.  Houston  received  his  medical  degree  from  the 
New  York  Homeopathic  Medical  School  in  1894 
and  had  started  his  practice  in  Wayne  County  in 
, 1900.  A practicing  physician  for  more  than  fifty 
l years,  Dr.  Houston  at  one  time  was  health  officer 
I for  the  towns  of  Wolcott,  Butler,  and  Huron  and 
j the  villages  of  Wolcott  and  Red  Creek.  He  was  a 
J member  of  the  Wayne  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 

I and  the  American  Medical  Association. 

Alfred  Michel  Iwiansky,  M.D.,  of  New  York 
I City,  died  on  August  12,  1950,  at  the  age  of  sixty- 
| two.  Dr.  Iwiansky  received  his  medical  degree 
; from  the  University  of  Konigsberg  in  1919.  He 
] was  a member  of  the  New  York  County  Medical 
' Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Floyd  Katske,  M.D.,  of  New  York  City,  died  on 
January  14  after  a brief  illness  at  the  age  of  thirty- 
I four.  Dr.  Katske  received  his  medical  degree  from 
1 the  Johns  Hopkins  University  Medical  School  in 
| 1941  and  interned  at  Beth  Israel  Hospital.  During 
World  War  II  he  served  in  the  U.  S.  Army  Medical 

[Continued  on  page  814] 


chronic 

vitamin  deficiencies 


When  vitamin  intake  is  just  below  the 
adequate,  deficiencies  develop  slowly.  As 
time  goes  on  lesions  appear.  They  are 
insidious  in  onset  and  slow  in  regression, 
even  under  intensive  therapy.  Many  chron- 
ic lesions  progress  uneventfully.  The  pa- 
tient accepts  his  ill-health  as  normal. 


Treatment  of  chronic  deficiencies 

Chronic  deficiencies  require  prolonged  ther- 
apy. At  first  treatment  should  be  intensive.  A 
much  longer  period  of  complete  but  less  in- 
tensive treatment  should  follow.  For  a year 
after  apparent  recovery  the  patient  should  be 
given  fully  protective  amounts  of  the  essential 
nutrients. 

THERAGRAN  supplies  all  of  the  vitamins  indi- 
cated in  mixed  vitamin  therapy  in  clinically 
proved,  trulv  therapeutic  dosages. 


Each  Theragran  Capsule  contains: 
Vitamin  A 25.000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  HCI  10  mg. 

Riboflavin  5 mg. 

Niacinamide  150  mg. 

Ascorbic  Acid  150  mg. 

Bottles  of  30,  100  and  1000 


When  the  deficiency  is  chronic  specify  Theragran  and 
correct  the  patient’s  diet 

THERAGRAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


Squibb 


"THERAGRAN T.  M..  I.  R.  SQUIBB  4 SOWS 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 

Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


F 

A 

L K I R 

K 

IN  THE 

R 

A 

M A P 0 

S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE 

W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL 

VALLEY,  Orange  County,  N. 

Y. 

HALYCON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 


FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  me 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  ««  private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HR.  MARINES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  TV.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy,  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Td.  2-1681 


HOLBROOK  MANOR  NHOMEG 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 
Hypertensives  Arterio-sclerotics  Al  I Neurologica  I Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  Anun- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Phyucan-tn-Cbsrgt. 
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SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

PcUsucia  Z&Cf&niif, — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


OFFICE  TO  RENT 


3 Room  Suite — Share  furnished  waiting  room.  Reasonable 
rent.  Suitable  specialist.  Dr.  F.  Gould,  36-45  Main  St., 
Flushing  9-4921. 


Established  rural  practice — foothills  of  Catskills — 95  miles 
from  N.  Y.  City.  Modern  ranch  style  house — 3 bedrooms — 
2 baths  and  attached  office  and  2 car  garage.  Box  436, 
N.  Y.  State  J.  Med. 


FOR  RENT 


Penthouse,  12  story  bldg,  centrally  located  Manhattan.  Also 
9 room  apt.  available.  Will  alter  either  to  suit.  Reasonable 
rent.  J.  Lemle,  163  E.  87th  St.,  AT  9-6100. 


Well  equipped  offices  for  one  or  two  specialists.  Reasonable. 
Part  time  available.  Hewlett,  Long  Island.  Write  Mrs. 
A.  Morris,  20  E.  Rockaway  Rd.,  Hewlett,  N.  Y. 


WANTED 


Used  Medical  equipment,  part  or  whole  sets,  (for  treatment, 
consultation,  waiting  rooms)  to  furnish  2 or  3 room  office. 
Box  439,  N.  Y.  St.  Jr.  Med. 


Internships;  mixed,  rotating,  and  straight  in  an  A.M.A.  ap- 
proved hospital  of  200  beds.  Modern,  private  apartments 
near  hospital  supplied,  ideal  for  married  couples.  Active 
educational  program,  attractive  salary.  Apply,  E.  Hampton 
Decker,  Superintendent,  Prospect  Heights  Hospital,  Brook- 
lyn 16,  New  York,  STerling  9-6000. 


POSITION  WANTED 


June  graduate  desires  internship  in  N.  Y.  City  area.  Write 
Box  438,  N.  Y.  St.  Jr.  Med. 


Doctors  office,  3 rooms  fully  equipped  on  main  cross  street 
in  Harlem  for  sale  or  rent.  Call  WA  3-1341,  between  12 
and  1 o’clock. 


FOR  SALE 


Northern  Westchester,  on  large  acreage.  Group  of  build- 
ings suitable  for  rest  home,  sanatorium,  or  private  school. 
Swimming  pool,  tennis,  etc.  on  property.  Box  440,  N.  Y. 
St.  Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion : 


One  time $1.35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


DOCTOR’S  HOUSE 


Fully  equipped  office  and  garage  for  sale;  Queens  County. 
Immediate  possession.  Brokers  solicited.  Box  437,  N.  Y. 
St.  Jr.  Med. 


LOG  CHALET 


Woodland  Valley,  5 miles  from  Phoenica,  N.  Y.  Duplex 
construction,  4 master  bedrooms,  1 single  bedroom,  modern 
kitchen,  2 baths,  3 stone  fireplaces,  spring  fed  pool,  brook, 
pure  spring  water  drinking  supply.  Septic  tank;  15  acres, 
Ideal  summer  home  or  for  private  hunting  & fishing  club. 
Near  ski  tow.  Price  $15,500.  Pictures  on  request.  Write 
E.  H.  & S.  C.  Schultz,  42  Main  Street,  Kingston,  New  York. 


FOR  SALE 


5 room,  fully  equipped  office,  with  E.K.G.,  Fluoroscope 
and  General  Practice,  in  Mt.  Vernon.  Specializing.  Full 
Price,  $4,000  Cash.  Sedgwick  3-0338. 


PROFESSIONAL  OFFICES 


For  Rent — 985  Fifth  Ave. — 2 Room  suite  $120-$155,  3 
Rooms  $165.  Also  4 Rooms.  Could  be  divided  to  suit. 
For  information  apply  on  premises  or  phone  TR  9-0308. 


FOR  SALE 


2 story,  2 family  brick  house  used  as  medical  office  and 
residence  for  over  20  years.  11  rooms,  2 bath  rooms,  brass 
plumbing,  2 room  air  conditioners.  No  renting.  Please 
write  to  Paul  Gebel,  M.D.,  6957-62nd  Street,  Ridgewood, 
Brooklyn  27,  N.  Y. 


Brooklyn  Heights  opposite  St.  George  Hotel,  123  Henry  St. 
Brooklyn,  New  Building.  Private  Entrance-street  floor, 
all  Subways.  Call  G.  Wilcox,  TR  5-5500  or  MA  4-8703 


Centrally  located  modern  five  room  suite  of  offices  on  first 
floor  of  physicians  building  in  Elmira,  N.  Y.  Physician 
occupied  for  past  30  years.  Mrs.  Milton  Jacobson,  322 
Lorenzo  Place,  Elmira,  New  York. 
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Corps  as  a surgeon.  Dr.  Katske  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Caroline  H.  Lefevre,  M.D.,  of  Shoreham,  Long 
Island,  died  on  February  15  at  her  home  at  the  age 
of  eighty-two.  Dr.  Lefevre  received  her  medical 
degree  from  the  Women’s  Medical  College  of  the 
New  York  Infirmary  in  1897.  Later  she  served 
for  five  years  as  operating  surgeon  at  the  New  York 
Infirmary  and  then  established  a practice  in  Brook- 
lyn, which  she  maintained  for  thirty-five  years 
until  her  retirement  thirteen  years  ago.  Dr. 
Lefevre  had  served  on  the  staff  of  the  Prospect 
Hospital  in  Brooklyn. 

Solomon  Harold  Lesinger,  M.D.,  of  New  York 
City,  died  on  August  11,  1950,  at  the  age  of  fifty- 
four.  Dr.  Lesinger  received  his  medical  degree 
from  the  Western  Reserve  University  Medical 
School  in  1921.  He  was  director  of  anesthesiology 
at  the  French  Hospital  in  New  York  City.  A 
Diplomate  of  the  American  Board  of  Anesthesiology, 
a Fellow  of  the  American  College  of  Anesthesi- 
ologists, and  a Fellow  of  the  International  College 
of  Anesthesiologists,  Dr.  Lesinger  was  a member 
of  the  New  York  State  Society  of  Anesthesiologists, 
the  American  Society  of  Anesthesiologists,  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Bernard  McBride,  M.D.,  of  Island  Park,  Long 
Island,  died  on  September  1,  1950,  at  the  age  of 
eighty-five.  Dr.  McBride  was  graduated  from  the 
New  York  University  and  Bellevue  Hospital  School 
of  Medicine  in  1899. 

Gregory  D.  Mahar,  M.D.,  of  Syracuse,  died  on 
October  1,  1950,  at  the  age  of  fifty-nine.  Dr. 
Mahar  was  graduated  from  the  Syracuse  University 
College  of  Medicine  in  1922.  He  had  been  assistant 
physician  at  St.  Joseph’s  Hospital  in  Syracuse.  Dr. 
Mahar  was  a member  of  the  Syracuse  Academy  of 
Medicine,  the  Onondaga  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ralph  Wendell  Mitchell,  M.D.,  of  New  York 
City,  died  on  February  9 at  the  Newport  Hospital 
Newport,  Rhode  Island,  after  a short  illness,  at 
the  age  of  fifty-eight.  Dr.  Mitchell  was  graduated 
from  the  Columbia  University  College  of  Physicians 
and  Surgeons  in  1918  and  interned  at  Roosevelt 
Hospital,  New  York  City.  He  had  served  as  house 
physician  for  the  Metropolitan  Opera  Company 
and  was  on  the  staffs  of  several  New  York  City 
hospitals,  including  Roosevelt  Hospital,  Goldwater 
Memorial  Hospital,  and  Lincoln  Hospital.  Dr. 
Mitchell  was  a member  of  the  New  York  Academy 
of  Medicine,  the  Association  for  Research  on  Ner- 
vous and  Mental  Diseases,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associ- 
ation. 

Joseph  Bernard  Musante,  M.D.,  of  Glen  Cove, 
Long  Island,  died  on  October  3,  1950,  at  the  age  of 
sixty-one.  Dr.  Musante  received  his  medical 
degree  from  the  New  York  University  and  Belle- 
vue Hospital  Medical  School  in  1920. 

James  Ogilvie,  M.D.,  of  New  York  City,  died  on 
July  12,  1950,  at  the  age  of  fifty-one.  Dr.  Ogilvie 
was  graduated  from  the  Columbia  University 
College  of  Physicians  and  Surgeons  in  1899. 

Walter  Walker  Palmer,  M.D.,  of  New  York 
City,  died  on  October  28,  1950,  at  the  age  of  sixty- 


eight.  Dr.  Palmer  received  his  medical  degree  from 
the  Harvard  University  Medical  School  in  1910. 
He  was  consulting  physician  at  Presbyterian  Hos- 
pital. A Diplomate  of  the  American  Board  of 
Internal  Medicine  and  a Fellow  of  the  American 
College  of  Physicians,  Dr.  Palmer  was  a member  of  , 
the  New  York  Academy  of  Medicine,  the  American 
Society  of  Physicians,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Ernest  Nicholas  Post,  M.D.,  of  Buffalo,  died  on 
April  14,  1950,  at  the  age  of  seventy-two.  Dr. 
Post  was  graduated  from  the  Syracuse  University 
College  of  Medicine  in  1905. 

James  Sutton  Regan,  M.D.,  of  Buffalo,  died  on 
February  17  at  the  age  of  fifty-one.  Dr.  Regan 
was  graduated  from  the  University  of  Buffalo  School 
of  Medicine  in  1924  and  interned  at  the  Buffalo 
General  Hospital.  Assistant  professor  of  surgery 
at  the  University  of  Buffalo  School  of  Medicine,  Dr. 
Regan  was  attending  surgeon  at  the  Buffalo  General 
Hospital  and  the  Children’s  Hospital  and  consulting 
surgeon  at  the  Buffalo  Eye  and  Ear  Infirmary  and 
the  Wettlaufer  Clinic.  A Diplomate  of  the  Ameri- 
can Board  of  Surgery  and  a Fellow  of  the  American 
College  of  Surgeons,  Dr.  Regan  was  a member  of 
the  Buffalo  Academy  of  Medicine,  the  Central 
Surgical  Society,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Emanuel  Lawrence  Reichel,  M.D.,  of  New  York 
City,  died  on  July  20,  1950,  at  the  age  of  thirty- 
four.  Dr.  Reichel  received  his  medical  degree 
from  the  University  of  Texas  Medical  School  in 
1943.  He  was  clinical  assistant  in  medicine  at  the 
Bellevue  Hospital  Outpatient  Department  and  at 
the  Polyclinic  Hospital  Outpatient  Department, 
and  assistant  at  the  cardiovascular  diseases  clinic 
at  Beth  Israel  Hospital.  Dr.  Reichel  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edwin  J.  Richardson,  M.D.,  of  New  York  City, 
died  on  July  8,  1950,  at  the  age  of  eighty-three. 
Dr.  Richardson  was  graduated  from  the  New  York 
University  Medical  School  in  1890.  He  was  a 
member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Solomon  M.  Robinson,  M.D.,  of  Spring  Valley,  , 
died  on  July  26,  1950,  at  the  age  of  seventy-three. 
Dr.  Robinson  received  his  medical  degree  from  the 
New  York  Homeopathic  Medical  College  in  1918. 

William  Rosenfeld,  M.D.,  of  Brooklyn,  died  on 
July  13,  1950,  at  the  age  of  seventy.  Dr.  Rosenfeld 
received  his  medical  degree  from  the  Long  Island  I 
College  Hospital  Medical  School  in  1908.  He  was 
a member  of  the  Kings  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  Duncan  Russell,  M.D.,  of  St.  George, 
Staten  Island,  died  on  July  30,  1950,  at  the  age  of 
seventy-four.  Dr.  Russell  received  his  medical  j 
degree  from  the  University  of  Toronto  Medical  I 
School  in  1906.  He  was  clinical  assistant  physician  I 
at  the  Lincoln  Hospital  Outpatient  Department. 

Ross  Hugh  Spackman,  M.D.,  of  Buffalo,  died  on 
September  6,  1950,  at  the  age  of  forty-eight.  Dr. 
Spackman  received  his  medical  degree  from  the 
University  of  Toronto  in  1928.  He  was  a member 
of  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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^ HE  PHYSICIANS'  HOME  has  a distinct , unique , 

and  attainable  goal , to  perpetuate  the  provision 

for  personal  beneficiary  aid  to  aged/  retired  col- 
leagues, or  their  widows ; tide  them  over  crises  and 
safeguard  their  future. 

WILL  YOU  HELP  INSURE  THE  CONTINUANCE  OF  THIS  WORK? 

Make  checks  payable  to: 

PHYSICIANS’  HOME 

52  EAST  66th  STREET  NEW  YORK  21,  NEW  YORK 


BUY  SAVINGS  BONDS 


vi-syneral  vitamin  drops 

first  and  original 

aqueous  solution  of 
fat-soluble  plus 
water-soluble  vitamins. 

(U.  S.  Patent  No.  2,417,299.) 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
new  york  17,  n.  y. 
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Pure.. 

Wholesome . . 
Refreshing 


Safeguarded  constantly  by  scientific 
tests,  Coca-Cola  is  famous  for  its  purity 
and  wholesomeness.  It’s  famous,  too,  for 
the  thrill  of  its  taste  and  for  the  happy 
after-sense  of  complete  refreshment  it 
always  brings.  Get  a Coca-Cola,  and  get 
the  feel  of  refreshment. 
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adherence  to 
restricted  reducing  diets  is 
made  much  easier  by  Desyphed. 

material  contribution  to 
the  success  of  a weight  reduction 
is  achieved  by: 

1 . Blunting  the  patient's 
hunger  and  appetite 

2.  Producing  a feeling  of  well  being 

3.  Helping  to  overcome  depressive 
states  which  frequently 

are  responsible  for  overeating 

4.  Increasing  desire 
for  activity  (ambition) 

5.  Increasing  physical  activity 
(therewith  indirectly  increasing 
metabolism) 

Desyphed  is  also  a valuable  agent 

to  counteract  drug  drowsiness 

(antihistaminics,  sedatives), 

to  overcome  mild  depressive 

states  and  narcolepsy, 

and  to  counteract  hypotension. 


■ ■ 

RICCI 


METHAMPHETAMINE  HYDROCHLORIDE 


De*yphed,  trademark  reg.  U .S.  & Canodo 


New  York  18,  N.  Y.  Windsor.  Ont. 


dosage: 


The  average  adult  dose  of  Desyphed 

for  the  treatment  of  obesity  is 

one  2.5  mg.  tablet  one  hour  before  breakfast 

and  lunch  daily.  Another  tablet  may 

be  taken  in  the  middle  of  the  afternoon  if  needed, 

provided  it  does  not  cause  insomnia. 

Available  in  tablets  of  2.5  mg., 
bottles  of  100  tablets. 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 


Address  all  comm  uni  cations  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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Chemically  Standardized  Veratrum  Viride  Is  Effective  in  Hypertension 


Much  has  been  written  pro  and  con  about  the  value 
of  veratrum  viride  in  hypertension.  For  many  years 
the  drug  has  been  in  disrepute  because  of  the  fact 
that  the  preparations  available  on  the  market  have 
been  prepared  by  "hit  or  miss”  methods. 

Chemical  standardization  of  veratrum  viride,  how- 
ever, has  provided  in  this  drug  a highly  effective 
agent  for  the  treatment  of  hypertensive  patients. 

Sollmann1  states  that  veratrum  is  probably  the 
most  active  and  reliable  cardiac  depressant  and 
that  its  use  serves  to  slow  and  soften  the  pulse 
and  lower  the  blood  pressure. 

Willson  & Smith2  state  that  veratrum  viride  pos- 
sesses a vasodilating  effect  and  because  of  this,  it 
was  demonstrated  by  Hite,3  and  Freis  and  Stanton,4 
that  the  drug  lowered  pressure  in  hypertension  and 
gave  symptomatic  relief.  Recent  research  tends  to 
show  that  the  decrease  in  blood  pressure  results 
more  from  peripheral  vasodilation  than  from  de- 
pression of  cardiac  output. 

Uniformity  of  Action 

When  the  veratrum  alkaloids  are  chemically 
standardized,  a uniform  result  can  be  expected. 
Their  action  usually  causes  a reflex  fall  in  blood 
pressure  and  heart  rate  which  originates  in  the 
afferent  vagus  nerve  endings  in  the  myocardium 
of  the  left  ventricle  and  in  the  lungs.  Although 
these  factors  ordinarily  result  with  each  heart  beat, 
the  veratrum  alkaloids  cause  them  to  act  contin- 
uously over  prolonged  periods  of  time.  Reports 
have  shown  that  80  to  90  per  cent  of  hypertensive 
patients  respond  to  therapy  when  chemically  stand- 
ardized veratrum  viride  is  used. 

Cardio-Vascular  Symptoms  Cleared 
In  addition  to  the  lowered  pressure,  objective  signs 
of  improvement  may  be  observed,  such  as  the  clear- 
ing of  retinal  hemorrhages,  diminution  in  cardiac 
size  and  reversal  of  left  ventricular  strain  patterns 
in  electrocardiograms. 

Accompanying  symptoms  of  the  cardiac-hyperten- 
sion syndrome,  such  as  exertional  dyspnea,  tachy- 


cardia, nervous  irritability,  headache,  are  relieved. 
Yet,  while  the  results  of  veratrum  viride  medica- 
tion are  prolonged,  the  drug  may  not  afford  quick 
relief. 

Role  of  the  Nitrites 

For  prompt  and  effective  fall  in  blood  pressure, 
nitroglycerin,  which  acts  in  one  to  two  minutes,  is 
the  drug  of  choice.  It  acts  rapidly  and,  because  of 
its  powerful  vasodilatory  action,  gives  the  patient 
almost  immediate  relief.  The  action  of  nitroglyc- 
erin, however,  is  fleeting  and  to  sustain  lowered 
pressure  between  the  action  of  nitroglycerin  and 
veratrum  viride,  an  intermediate  is  necessary. 

To  this  end,  sodium  nitrite  is  used.  This  drug  is 
also  a vasodilator  and  affords  sustaining  relief 
until  the  long  range  action  of  chemically  standard- 
ized veratrum  viride  becomes  effective. 

Importance  of  Sedation 

Nearly  all  cases  of  hypertension  require  sedation 
for  allaying  periods  of  anxiety  and  affording  the 
patient  a good  night’s  rest.  Mild  sedation  is  often 
useful,  especially  in  cases  associated  with  chronic 
coronary  insufficiency.5  It  is  well  known  that  ex- 
citement may  induce  anginal  attacks  and  in  such 
cases,  phenobarbital,  because  of  its  prolonged 
action,  should  be  used. 

All  of  these  drugs,  chemically  standardized  vera- 
trum viride,  nitroglycerin,  sodium  nitrite,  and  pheno- 
barbital are  to  be  found  in  Capsules  ray-trote  im- 
proved, prepared  by  the  Raymer  Pharmacal  Com- 
pany of  Philadelphia,  Pa.  Each  capsule  contains 


Phenobarbital 15  mg. 

Sodium  Nitrite 30  mg. 

Nitroglycerin 0.25  mg. 


With  the  equivalent  of  Veratrum  Viride  Tincture 
4 minims  (containing  0.1%  alkaloids) 

ray-trote  improved  is  effective  in  dosages  of  one 
capsule  every  three  hours.  It  is  contraindicated 
when  renal  insufficiency  is  present,  or  if  pulse  be- 
comes abnormally  slow  following  treatment. 

For  the  30%  of  hypertensive  patients  with  capil- 
lary fault,  the  above  formula,  with  20  mg.  of  Rutin 
added,  is  available  in  ray-trote  with  Rutin. 
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when  Carbohydrates 

are  indicated  — 


prescribe  jq% T^Vert 


in  the  same  way  you  are  accustomed  to  using  5%  Dextrose 


Provide  your  patients  with  twice  the  calories  of  5%  Dextrose 
with  no  increase  in  fluid  volume  or  vein  damage. 

Since  Travert,®  ( Invert  Sugar,  Baxter ) is  so  rapidly  utilized, 

it  is  now  possible  and  practical  to  approach  complete 
carbohydrate  alimentation — intravenously. 


1 D%  Travert®  solutions  are  available  in  water  or  in  saline. 
They  are  sterile,  crystal  clear,  nonpyrogenic. 

150  cc.,  500  cc.,  1000  cc.  sizes. 

Write  today  for  literature  and  more  complete  information. 


Product  of 

BAXTER  LABORATORIES.  INC. 

Morton  Grove,  Illinois  • Cleveland,  Mississippi 

DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUCH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

GENERAL  OFFICES  . EVANSTON,  ILLINOIS 
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WHEN  SMALL  APPETITES  NEED  STIMULATION 


To  establish  a more  consistent  weight  gain,  to  prevent  or  correct  anorexia, 
to  reduce  the  inclination  to  infection — White’s  Multi-Beta  Liquid  provides: 


Thiamine  Hydrochloride 

2.5 

mg. 

10.0 

mg. 

Riboflavin 

0.5 

mg. 

2.0 

mg. 

Pyridoxine  Hydrochloride 

0.15 

mg. 

0.6 

mg. 

Calcium  Pantothenate 

0.2 

mg. 

0.8 

mg. 

Nicotinamide 

10.0 

mg. 

40.0 

mg. 

WHITE  LABORATORIES,  INC. 

Pharmaceutical  Manufacturers, 
Newark  7,  N.  J. 


1.  generous  amounts  of  the  B complex  vitamins  in 
small  dosage  volume 

2.  a notably  stable,  non-alcoholic,  pleasant  tasting 
liquid 

3.  an  excellent  prescription  ingredient — for  infant  or 
adult.  Compatible  in  equal  parts  w ith  Tincture  Nux 
Vomica;  in  1 to  4 parts  of  Elixir  Phenobarbital;  in 
1 to  8 parts  of  White’s  Mol-Iron  Liquid. 


MULTI-BETA®  LIQUID 

multi-purpose  B complex  source 


FORMULA 


source 

each  cc. 

each 

(approx. 20 

teaspoonful 

drops) 

(4  cc.) 

contains: 

contains: 

i 


■ 
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Effective  against  many  bacterial 
and  rickettsial  infections,  as  well  as  certain  protozoal 
and  large  viral  diseases. 
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Hydrochloride  Crystalline 


The  Internist  today  is  less 

concerned  than  in  former  years  over  cases  of  pneumonia. 
Once  highly  fatal,  this  disease  has  been  all  but  conquered  by 
modern  chemotherapy.  For  many  pneumonias — bacterial, 
rickettsial  or  viral — aureomycm  is  often  a preferred  drug. 

Packages 

Capsules:  Bottles  of  25  and  100, 50  mg.  each  capsule.  Bottles  of  16  and  100, 250  mg.  each  capsule. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 


LEDERLE  LABORATORIES  DIVISION 

American  Cyanamid  company 

30  Rockefeller  Plaza,  New  York  20,  N.Y. 
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iTletrazol  Council  A ccepM 

Powerful,  Quick  Acting  Central  Stimulant 

ORALLY  - for  respiratory  and  circulatory  support 
BY  INJECTION  - in  the  emergency 

AMPULES  - I and  3 cc.  (each  cc.  contain*  \Vz  grain*.) 
TABLETS  - 1 1/2  grains. 

ORAL  SOLUTION  - (iVi  grains  per  cc.) 

Metraaol,  brand  of  pentamethrlentetrarol,  Trade  Mark  re*.  U.  S.  Pat.  Off. 


BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY 
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new!  a superior,  highly  palatable 

sedative-antispasmodic 


elixir  ‘ESKAPHEN  B with  BELLADONNA’ 


Elixir  'Eskaphen  B with  Belladonna’  combines,  in  a light  and  de- 
lightfully flavored  elixir: 

1.  All  the  natural  alkaloids  of  the  time-proved  antispasmodic: 
belladonna  ...  to  combat  spasm. 

2.  The  mild,  calming  sedative:  phenobarbital  ...  to  relieve  ner- 
vous tension  and  reduce  reflex  excitability. 

3.  Full  therapeutic  dosage  of  the  virtually  specific  nutrient  and  re- 
storative: thiamine  ...  to  help  rectify  dietary  deficiencies. 

You  will  find  broad  therapeutic  application  for  elixir  'Eskaphen  B 
with  Belladonna’  in  the  many  spastic  conditions  of  smooth  muscle. 
It  will  be  of  particular  value,  however,  in  the  treatment  of  spastic 
conditions  of  gastro-intestinal  musculature. 

Formula:  Each  5 cc.  teaspoonful  contains:  natural  belladonna 
alkaloids,  0.2  mg.;  phenobarbital,  14  gr.  (16  mg.);  thiamine,  5 mg. 
(nearly  three  times  the  minimum  daily  requirement);  alcohol,  15%. 
Available  in  6 fl.  oz.  bottles. 


Smith,  Kline  & French  Laboratories,  Philadelphia 

‘Eskaphen  B‘  T.  M.  Reg.  U.  S.  Pat. Off. 
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SPolfaait  of  a fennel  “ccutjAittp”  fut/ien^ 
after  his  physician  prescribed  the  highly  palatable,  non-narcotic 
Robitussin:  distinguished  by  its  intense  and  prolonged 
action  in  increasing  respiratory  tract  fluid,  and  by 
its  ability  to  improve  mood. 

(Glyceryl  guataco/afe  700  mg.,  and  desoxyephedrine 
hydrochloride  1 mg.,  in  each  5 cc.) 

Robitussin 

is  a product  of  A H.  ROBINS  CO.,  INC. 

RICHMOND  20,  VA. 

Ethical  Pharmaceuticals  of  Merit  since  1878 


,v. 


C. 


What  about 
premenstrual  tension? 


,ow  many  of  your  patients 
give  evidence 
of  heightened  tissue-turgo: 
with  fluid  retention 
in  premenstrual  period? 


Alow  many  of 
these  patients 

i 

suffer  from  headache,  nausea, 
backache,  nervousness, 
malaise  or 

abdominal  distention? 


tfstefmwjZzsta/ Jta^e 


\ ett/t  /tew  /6e  ee/ifce&et/ 


— combines  in  each  tablet  50  mg.  of  N,N-Dimethyl-N’-(2-pyridyl)-N’-(p-methoxy- 
benzyl)  ethylenediamine  8-bromotheophyllinate  /pyrabrom/ — with  100  mg.  of  ace- 
tophenetidin,  the  dependable,  safe  analgesic.  M-Minus  4 has  evidenced  dramatic 
effectiveness  in  clinical  studies.  Patients  taking  M-Minus  4 have  experienced 
relief  of  all  symptoms  in  a very  short  time.  There  is  good  evidence  that  the  adminis- 
tration of  M-Minus  4 has  prevented  the  accumulation  of  abnormal  amounts  of 
fluid  in  the  tissues. 

Dosage — One  tablet  three  times  a day  for  three  to  five  days  before  onset  of  menses. 

Bottles  of  24  and  100  tablets 

/ Literature  and  a prescription  package  of  24  tablets  will  be  sent  upon  request. 


DIVISION  NUTRITION  RESEARCH  LABORATORIES,  INC. 
CHICAGO  11,  ILLINOIS 
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with 

Hnnomn 

AERO-KROMAYER 


Especially  designed  for  local  appli- 
cation, the  Aero-Kromayer  may  be  used 
with  a variety  of  applicators  that 
permits  pin-point  focusing.  It  is  partic- 
ularly useful  for  orificial  work. 

This  n ew,  improved  lamp  has  a 
burner  housing  cooled  by  AIR  instead 
of  water,  using  new  principles  of  aero- 
dynamics— no  water  tubes  to  kink,  no 
water  system  to  clean. 

The  burner  operates  in  any  position 
and  delivers  a constant  ultraviolet 
output — the  perfect  solution  to  the 
problem  of  local  application. 

If  rite  Dept.  NYJ-4—1 

h n n 0 u 1 n 
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Aquasperse 

Vitamin  A CD  Drops 


Advantages: 


Aqueous  Solution — means 
faster  and  more  efficient  ab- 
sorption of  the  fat-soluble  vi- 
tamins A and  D. 

In  conditions  in  which  fat  ab- 
sorption is  impaired,  such  as 
diarrheas,  celiac  disease,  he- 
patic and  biliary  disturbances, 
the  value  of  an  aqueous  solu- 
tion is  obvious. 


Hypoallergenic — all  the 

component  vitamins  of  Aqua- 
sperse are  synthetic.  Conse- 
quently it  may  be  used  where 
patients  cannot  tolerate  nat- 
ural source  vitamins. 

Pleasant  flavor . . . no  ob- 
jectionable odor  — Aqua- 
sperse has  an  appealing,  slight- 
ly citrus  flavor  and  practically 
no  odor. 


EACH  «.«  CC.  CONTAINS: 

vitamin  A 5000  U.S.P.  Units 

vitamin  D 3 1000  U.S.P.  Units 

ascorbic  acid 50  mg. 

Note:  The  vitamin  D3  in  Aquasperse  is  chemically  identical  and  biologically 
equivalent  to  the  vitamin  D of  cod  liver  oil. 

Available — In  bottles  of  15  cc.  and  50  cc.  (with  calibrated  dropper) 


WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  *1. 
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In  the  Medical  Management  of  Peptic  Ulcer 


AMPHOJEL  Has  Double-Gel  Action 

Relieves  pain  in  minutes 

Promotes  rapid  healing  of  ulcers 

AMPHOJEL  is  Safe — does  not  interfere  with 
normal  body  metabolism.  No  danger  of  alka- 
losis or  acid  rebound. 


AMPHOJEL  is  pleasant  to  take,  and  is  inex- 
pensive. 

SUPPLIED:  Bottles  of  12  B.  oz. 


AMPHOJEL* 

ALUMINUM  HYDROXIDE  GEL 
ALUMINA  GEL  WYETH 


Wyeth  Incorporated,  Philadelphia  2,  Pa. 
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Each  tablet  contains: 

Verotrum  Viride  10  CRAW  UNITS* 

Phenobarbital % groin 

^Biologically  Standardized  for  tox- 
icity by  the  Craw  Daphnia  Magna 
Assay.  Supplied:  Bottles  of  100, 
500,  1000. 


PRACTICAL 


RESISTANT  HYPERTENSION 

VERTAVIS-PHEN  affords  the 
advantage  of  economy  in  the 
everyday  management  of  severe, 
resistant  (Grade  III)  essential 
hypertension. 

Vertavis-Phen,  by  virtue  of  the 
combined  effect  of  veratrum 
viride  (Irwin-Neisler)  and  pheno- 
barbital is  a practical  approach  to  the  problem 
of  severe,  resistant  hypertension.  The  remarkable 
physiologic  property  of  veratrum  viride  “in  producing 
a hypotensive  effect  by  peripheral  dilatation  is 
pharmacologically  sound.”1  Phenobarbital  decreases 
vasoconstrictor  arterial  tone  and  permits  the  use  of 
smaller  doses  of  veratrum  viride  in  obtaining  a favor- 
able clinical  effect. 

1.  Holley,  H.  L,  and  Koffler,  I.  A.:  Am.  Pract.  & Dig.  Treat.  1:840-844, 1950 


Vertavis-Phen 


IRWIN,  NEISLER  & COMPANY 


DEC  AT  UR,  ILLINOIS 


♦ ♦ ♦ ♦ 


acthar  represents  the  natural  stimulus  for  the 
adrenal  glands  to  secrete  the  entire  spectrum  of 
cortical  hormones  at  a rapidly  increased  rate.  Thus 
the  role  of  acthar  is  to  provide  true  stimulation 
therapy  in  a wide  variety  of  diseases,  acthar  neither 
substitutes  nor  replaces  individual  cortical  hormones. 
Mobilization  of  physiologic  mechanisms  accounts  for 
the  safety  of  acthar  and  permits  prolonged  courses 
of  treatment  without  rest  periods. 

ESTABLISHED  INDICATIONS:  Collagen  diseases  or  con- 
nective tissue  diseases,  such  as  rheumatoid  arthritis, 
rheumatic  fever,  acute  lupus  erythematosus;  hyper- 
sensitivities, such  as  severe  asthma,  drug  sensitivi- 
ties, contact  dermatitis;  most  acute  inflammatory 
diseases  of  the  eye;  acute  inflammatory  conditions 
of  the  skin,  such  as  acute  pemphigus  and  exfoliative 
dermatitis;  inflammatory  conditions  of  the  intestinal 
mucosa,  such  as  ulcerative  colitis;  and  metabolic 
diseases,  such  as  acute  gouty  arthritis  and  secondary 
adrenal  cortical  hypofunction. 

Literature  and  directions  for  administration  of 
acthar,  including  contraindications,  available  pn 
request. 

acthar  is  available  in  10, 15, 25  and  40  milligram  vials. 

ACTHAR 

ARMOUR  LABORATORIES  BRAND  OF  ADRENOCORTICOTROPIC  HORMONE  (A.C.T.H.) 

THE  ARMOUR  LARORATORIES 

CHICAGO  1 1,  ILLINOIS 
PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 
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Greater  effectiveness 

Oral  therapy /with  Aluminum  Peni- 
cillin has  proved  to  be  effective  in  ful- 
minating infections  such  as  pneumonia1 
and  in  other  infections  due  to  strepto- 
cocci, staphylococci  and  gonococci.2  It 
rarely  causes  gastric  disturbance  or 
allergic  reactions.  The  patient’s  bodily 
and  mental  comfort  is  improved  because 
the  necessity  for  frequent  injections  is 
eliminated. 

The  unique  advantages  of  Alumi- 
num Penicillin  are  that  it  is  not  soluble 
in  solutions  of  acidity  corresponding  to 
that  of  gastric  secretion,  but  is  gradually 
converted  into  a readily  absorbed  form 
in  the  intestinal  tract.  These  factors  pro- 
vide for  maximum  utilization  of  the 
dosage  administered,  higher  and  more 
prolonged  blood  levels.3 
* * Sodium  benzoate  is  added  because 
it  inhibits  the  destructive  action  of 
intestinal  enzymes.4 

Each  tablet  contains:  Aluminum 
Penicillin,  50,000  units;  sodium  ben- 
zoate, 0.3  gram.  Supplied  in  vials  of 
12  tablets. 

'Terry,  L.  L.  and  Friedman,  M.  The  Military 
Surgeon,  Vol.  103,  No.  5,  November,  1948. 
2Friedman,  M.  and  Terry,  L.  L.  Southern  Medical 

• Journal,  Vol.  42,  No.  6.  June,  1949. 

3Bohls,  S.  W.  and  Cook,  E.  B.  M.  Texas  State 
Journal  of  Medicine,  Vol.  41,  November,  p.  342. 
‘Reid,  R.  D.,  Felton,  L. 

C.  and  Pitroff,  M.  A. 

Pro.  Soc.  for  Exp.  Biol, 
and  Med.,  Vol.  63,  p. 

438. 

* Patent  applied  for. 


HYNS0N,  WESTC0TT 
& DUNNING, INC. 

Baltimore,  Maryland 
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flo  activity 
pause 
at  her 

menopause 

■ 


Your  patient  may  continue  her  normal  activities  even  to  the  extent 
of  keeping  pace  with  her  daughter.  She  will  he  greatly  encouraged, 
especially  when  the  effectiveness  of  therapy  measures  up  to  expec- 
tations. In  estrogen  therapy  an  especially  useful  product is: 


BENZESTROL 


2,4  (p-hydroxyphenyl)  -3  — elhyl  hexane 


"Liver  function  tests,  hlood  studies  and  urine  examinations  showed 
no  toxic  effects  of  the  synthetic  substance  BENZESTROL”* 


NOTE: 

Frequently,  medieation  other  than 
estrogens  may  be  required  during 
the  menopause.  Pleasant  tasting 
i Elixir  Benzestrol  is  compatible  with 
many  substances. 


Supplied: 

Oral:  Benzestrol  Tablets 

0.S  Mg.,  1.0  Mg.,  100’s  & 1000‘s,  2 Mg, 

S Mg.  — 50‘s  — 100‘s  — 1000‘s. 

Benzestrol  Elixir: 

IS  Mg.  per  fluid  ounce.  Pint  Bottles. 
Intramuscular:  Benzestrol  Solution  in  Oil; 
Aqueous  Suspension  with  5%  Benzyl  Alrohol 
5.0  Mg.  per  cc.  lOcc  Vials. 

Local:  Benzestrol  Vaginal  Tablets 
0.5  Mg.  100’s. 

AVERAGE  DOSE:  Mehopause  — 2 to  3 Mg.  daily 
orally  or  'A  to  lcc  parenterally  every  5 days. 


1 


Professional  Samples  and  Literature  upon  Request 


•Rrfrrrncr:  MorBryde.  C.  M..  rL  ml..  A New  Synthetic 
Kurnen,  !AMAn  123:  261 . 264.(10-2)  43. 


20  Cooper  Square,  New  York  3,  N.  Y. 
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In  TRICHOMONIASIS 
the  new 


means  better  control  ; 


The  high  degree  of  its  success . . . 
(98%  effective  as  reported  by 
Reich,  Button  and  Nechtow*) ...  is 
really  not  surprising  to  those 
familiar  with  the  superb  detergent, 
demulcent  and  bacteriostatic  action 
of  argyrol.  In  its  adapted  formula- 
tion as  argypulvis,  and  in  forms 
specifically  suited  to  office  insuffla- 
tion and  to  supplemental  home  use, 
it  has  become  a medication  of  choice 


and  professional  dependability. 


• • in  two  convenient  forms 


For  Use  by  the  Physician 
7-gram  bottles  fitting 
Holmspray  or 
equivalent  powder- 
blower  ( in  cartons  of  3) 


F or  Home  Use 
by  the  Patient 
2-gram  capsule 
for  insertion 
by  the  patient 
( in  bottles  of  12) 


INTRODUCTORY  TO  PHYSICIANS:  *On  request  w# 
will  send  professional  samples  of  argypulvis  (both  forms), 
together  with  a reprint  of  the  Reich,  Button  and  Nechtow 
report.  (Use  coupon.) 

A.  C.  Barnes  Company 

Dept.  NY-41,  New  Brunswick,  N.  J. 

Name 

Address 

City State 


ARGYPULVIS 


arcyrol  and  arcypulvis  are  registered  trademarks,  the  property  of 

A.  C.  BARNES  CO.,  NEW  BRUNSWICK,  N.  J. 


841 


announcing: 


‘Resodec’ 

for  sodium  control 


not  a diuretic! 


not  a salt  substitute! 


pr 

A 

A 

A 

/ - \ 

sodium 

sodium 

‘Resodec' 

| Sodium  imbalance  causes  edema 

'Resodec’  restores  sodium  balance 

What  it  is:  'Resodec’  is  a remarkable  new  substance*  that  has  the  ability 
to  remove  excess  sodium  from  the  contents  of  the  intestinal  tract  and  to 
carry  it  out  of  the  body  in  the  feces. 

What  it  does:  'Resodec’  produces  the  approximate  effect  of  halving 
the  patient’s  salt  intake — thus  assuring  adequate  sodium  control, 
with  a minimum  of  dietary  restriction. 

For  complete  details,  see  professional  literature — available  upon  request. 


the  first  positive  means  of  achieving  adequate  sodium  control 

in  congestive  heart  failure 

Smith,  Kune  & French  Laboratories,  Philadelphia 

’Resodec'  Trademark  ’Polycarboxylic  cation  exchange  compound 
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J-taoe  you  tried  the  Mr  oka  lor 


in  treating  ■ ■ , 

secondary  invaders 


of  tke  Common  Cold? 


Let  us  make  this  point  clear  at  the  beginning. 
We  do  not  recommend  penicillin  powder  in- 
halation therapy  with  the  Aerohalor  as  a cure 
for  the  virus  cold.  It  is  not.  But  Krasno  and 
Rhoads1  have  some  interesting  observations: 
“The  course  of  ordinary  colds  is  strikingly 
shortened  by  prompt  use  of  the  penicillin  dust 
inhalation.  We  have  no  illusions  that  it  is  effec- 
tive against  virus  that  initiates  the  common  cold 
or  any  other  viruses.” 

The  authors  also  report:  “We  are  fully  aware 
that  the  etiologic  agent  of  the  common  cold  is 
probably  not  a penicillin-sensitive  organism. 
Secondary  invaders  undoubtedly  account  for  the 
accentuation  of  the  initial  symptoms  and  in  most 
instances  for  the  more  serious  complications.  Dramatic 
results  often  are  seen  in  those  patients  in  whom  the  cold 
has  been  hanging  on.” 

As  to  the  therapeutic  effectiveness  of  inhaled  penicillin 
dust,  Krasno  and  Rhoads  state  “with  assurance”  that 
“bacterial  infections  of  the  nasopharynx,  para-nasal  sinuses, 
nasal  mucosa,  larynx  and  trachea  of  fairly  recent  origin, 
respond  well  to  this  form  of  treatment.” 

The  smoke-it-like-a-pipe  therapy  afforded  by  the 
Aerohalor  is  convenient  and  effective.  For  the  complete 
story,  write  for  comprehensive  literature  to  s-t  nn  . . 
Abbott  Laboratories,  North  Chicago,  Illinois.  CLATUTylX 


Aerohalor 


(ABBOTT’S  POWDER  INHALER) 


Aerohalor  comes  assembled  with  detachable  mouthpiece.  Eas- 
ily interchangeable  nosepiece  included  in  package.  Disposable 
Af.rohai.or*  Cartridge  containing  100,000  units  of  finely  pow- 
dered penicillin  G potassium  is  prescribed  separately — supplied 
three  to  an  air-tight  vial,  four  vials  to  the  package. 


♦Trade  Mark  for  Abbott  Sifter  Cartridge.  Aerohalor  and 
Aerohalor  Cartridge  patented  in  U.  S.  and  Foreign  Countries. 
1.  Krasno,  L.,  and  Rhoads,  P.  (1949),  The  Inhalation  of 
Penicillin  Dust;  Its  Proper  Role  in  the  Management  of  Res- 
piratory Infections,  Amer.  Prac.,  11:649,  July. 
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Foxalin 

advantages 


Clinical  and  pharmacological  studies  prove  that 
digitoxin  U.S.P.  compounded  with  sodium  carboxy- 
methylcellulose  (Foxalin)  exerts  a steady  and  prolonged 
therapeutic  effect  on  the  heart  with  a much  wider 
margin  of  safety  than  digitoxin  alone. 


1 Twice  as  safe  as 
digitoxin. 

2 No  digitoxic  heart 
punch. 

3 Smooth,  prolonged 
action. 

4 Maximum  cardiac 
response. 

5 No  nausea  or 
vomiting. 


Foxalin  is  a new  discovery*  of  demonstrated  value 
for  congestive  heart  failure,  myocardial  insufficiency, 
cardiac  decompensation,  and  auricular  fibrillation  or 
flutter. 

Foxalin  contains  digitoxin  U.S.P.  0.1  mg.  combined 
with  the  protective  colloid,  sodium  carboxymethylcellu- 
lose.  Supplied  in  bottles  of  100  tablets. 

The  maintenance  dose  of  Foxalin  is  1 tablet  daily. 
For  quick  digitalization,  6 tablets  divided  into  three 
doses,  for  one  day  only. 

WRITE  FOR  PROFESSIONAL  LITERATURE  AND  SAMPLE. 

Fox  aim 

COLLOID  PROTECTED  DIGITOXIN  U.S.P. 


GRANT  CHEMICAL  COMPANY,  INC. 


U,  S.  Patent  No.  2,486,937 


95  MADISON  AVENUE.  NEW  YORK  16,  N. 


Y. 


antibacterial  action  plus... 


■ greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  for  alkalinization. 


■ higher  blood  level 

Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 


■ economy 

Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 

GANTRISIN®-brand  ol  sulfisoxazole 
(3,4-dimethyl-S-sulfanilamido-isoxazole) 


HOFFMAN S - LA  ROCHE  ISC. 


Roche  Park  • Nutley  10 


New  Jersey 
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C/XV\P  ANATOMICAL  SUPPORTS 

for  ORTHOPEDIC 


CONDITIONS 


THIS  EMBLEM  is  displayed  only  by  reliable  merchants 
in  your  community.  Camp  Scientific  Supports  are  never 
sold  by  door-to-door  canvassers.  Prices  are  based  on 
intrinsic  value.  Regular  technical  and  ethical  training  of 
Camp  fitters  insures  precise  and  conscientious  attention 
to  your  recommendations. 


Whether  it  be  relief  from 
lesser  degrees  of  postural  or 
occupational  strain,  or  as 
an  aid  in  treatment  follow- 
ing injury  or  operation,  the 
Camp  group  of  scientifically 
designed  orthopedic  supports  for 
men,  women  and  children  will  be 
found  “comprehensive.”  Sacro- 
iliac, Lumbosacral  and  Dorso- 
lumbar  supports  may  be  prescribed 
for  all  types  of  build.  The  Camp 
system  of  construction  fits  the  sup- 
port accurately  and  firmly  about 
the  major  part  of  the  bony  pelvis 
as  a base  for  support.  The  unique 
system  of  adjustment  permits  the 
maximum  in  comfort.  Physicians 
may  rely  on  the  Camp-trained  fit- 
ter for  the  precise  execution  of  all 
instructions. 

If  you  do  not  have  a copy  of  the 
Camp  “Reference  Book  for  Phy- 
sicians and  Surgeons”,  it  will  be 
sent  on  request. 


S-  H.  CAMP  & COMPANY,  JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


IN  ANGINA  PECTORIS  AND 
CORONARY  ARTERY  DISEASE 


CLINICALLY  PROVEN  Carefully  controlled  objective  studies 
in  humans  and  very  extensive  clinical  experience  have  de- 
finitely proven  the  vaiue  of  Theobromine  Sodium  Acetate 
in  treating  Angina  Pectoris  and  Coronary  Artery  Disease. 

RECOMMENDED  DOSAGE  iy2  grains  q.i.d.  before  meals  and  be- 
fore retiring.  A capsule  upon  arising  if  necessary. 

SUPPLIED  In  bottles  of  — 100  — 500  — 1000 

TABLETS  THESODATE 

*(7l£  gr.)  0.5  Gm *(3}4  gr-)  °-25  Gm. 

THESODATE  WITH  PHENOBARBITAL 

*(7l/2  gr.)  0.5  Gm.  with  ( y2  gr-)  30  mg. 

(71/2  gr.)  0.5  Gm.  with  ( y4  gr.)  15  mg. 

*&A  gr.)  0.25  Gm.  with  ( y4  gr.)  15  mg. 

THESODATE,  POTASSIUM  IODIDE  AND  PHENOBARBITAL 

Theobromine  Sodium  Acetate  ( 5 gr.)  0.3  Gm. 

Potassium  Iodide  ( 2 gr.)  0.12  Gm. 

Phenobarbital  (l/4  gr.)  15  mg. 

Capsules  also  available  in  forms 

marked  with  asterisk  (*)  above  in  bottles  of  25  — 100. 


For  sample  — just  send  your  Rx  blank  marked  FIYS-4 


BREWER  COMPANY,  INC. 

WORCESTER,  MASSACHUSETTS  U.  S.  A. 
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Versatile  Penicillin 


STABLE,  CRYSTALLINE  POTASSIUM  PENICILLIN  G 

by  Mouth,  by  Lung,  by  G.  I.Tract 


by  mouth : Oral  Penalev®  tablets  (50,000or 
100,000  units)  are  rapidly  absorbed,  quickly 
creale  effective  penicillin  blood  levels. 


by  lung:  Potent  penicillin  G aerosol  solu- 
tions can  readily  be  prepared  by  dissolving 
Penalev  tablets  in  water  or  normal  saline. 


soluble  tablets  crystalline 

Potassium  Penicillin  G 

by  G.  I.  tract : Penalev  tablets  dissolve 

promptly  in  milk,  fruit  juices,  or  infant  for- 
mulas, without  appreciably  changing  their 
taste  • Penalev  soluble  tablets  crystalline 
potassium  penicillin  G:  50,000  units  in  vials 
of  12,  boxes  of  24  and  bottles  of  100  • 100,000 
units  in  vials  of  12  and  bottles  of  100. 

Sharp  & Dolune,  Philadelphia  1,  Pa. 
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Editorials 

Program  of  the  Annual  Meeting 


The  tireless  efforts  of  the  chairman  of  the 
scientific  program  and  the  chairmen  of  sec- 
tions and  sessions  of  the  Medical  Society  of 
the  State  of  New  York,  who  have  assembled 
the  material  to  be  presented  at  the  Annual 
Meeting  this  year  at  Buffalo,  will  be  evi- 
denced by  the  wide  variety  of  topics  of  ex- 
traordinary interest.  Detailed  programs  of 
the  various  sections  and  sessions  and  the 
teaching  day  will  be  found  in  this  issue  of 
the  Journal. 

For  the  first  time  there  will  be  a session  on 
general  practice  with  papers  on  clinical  as- 
pects of  diseases  of  the  lungs,  suppurative 
diseases  of  the  thorax,  and  bronchogenic 
carcinoma  to  be  presented.  We  welcome 
this  new  addition  to  the  roster  of  sections 
and  sessions.  The  session  on  the  history  of 
medicine,  open  to  the  public,  will  present 
two  papers  on  the  life  of  Dr.  William  H. 
Welsh  as  a teacher  of  medicine;  one  of  these 
will  include  a demonstration  of  early  sound 
film  recording  done  in  1932.  The  contribu- 
tion of  Naval  experience  to  our  knowledge 
of  human  nutrition  will  also  be  covered. 


Other  features  will  include  subjects  of 
immediate  vital  interest  such  as  medical 
aspects  of  civilian  defense,  with  particular 
reference  to  the  problem  of  burns,  and  the 
neuroses  in  industrial  medicine.  These  will 
be  discussed  at  the  joint  meeting  of  the  sec- 
tions on  industrial  medicine  and  surgery  and 
neurology  and  psychiatry.  The  papers  of 
another  joint  meeting  of  the  sections  on 
medicine  and  surgery  include  the  subjects  of 
general  medical  care  of  the  diabetic,  newer 
aspects  of  the  management  of  alcoholics,  the 
rise  of  ACTH  and  cortisone  in  certain  medi- 
cal disorders,  as  well  as  a panel  discussion  on 
peptic  ulcer. 

The  Teaching  Day  arranged  by  the  Coun- 
cil Committee  on  Public  Health  and  Educa- 
tion and  the  State  of  New  York  Department 
of  Health  features  the  doctor,  the  hospital, 
and  the  community  with  speakers  represent- 
ing each  interest,  also  the  function  of  the 
health  council  at  State  and  local  levels. 
The  afternoon  session  will  be  devoted  to  a 
broad  discussion  of  civil  defense  at  State  and 
city  levels,  the  emergency  preparedness  pro- 
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gram  of  the  Medical  Society  of  the  State  of 
New  York,  and  the  place  of  the  hospital  in 
civil  defense. 

We  direct  our  readers  to  the  detailed  pro- 
grams of  the  other  sessions  and  sections  for 
papers  of  special  interest  to  them  in  the  vari- 
ous specialties  represented. 

The  scientific  exhibits  and  the  technical 
displays  this  year  we  feel  sure  will  fulfill  their 
educational  function  as  well  if  not  better 
than  at  any  time  in  the  past.  And  here,  it 
can  not  be  repeated  too  often,  let  us  point 


out  that  we  owe  a debt  of  gratitude  to  the 
technical  exhibitors  for  their  continuing  sup- 
port of  our  meetings,  financially  and  other- 
wise. We  ought  certainly  to  give  them  our 
fullest  attention.  Indeed  we  should  be 
missing  a great  deal  were  we  not  to  take 
advantage  of  the  splendid  opportunity  of- 
fered us  for  observing  the  latest  productions 
of  our  pharmaceutical  laboratories  aifu 
equipment  houses.  We  hope  the  attend- 
ance at  the  meeting  will  be  the  largest  on 
record. 


American  Medical  Education  Foundation 


The  present  financial  plight  of  the  na- 
tion’s medical  schools,  hard  hit  by  the  cur- 
rent inflation,  has  caused  the  Board  of 
Trustees  of  the  American  Medical  Associa- 
tion to  appropriate  one  half  million  dollars 
as  the  Association’s  initial  contribution  to 
an  annual  fund  to  be  raised  by  the  medical 
profession. 

It  can  now  be  announced  that  the  Ameri- 
can Medical  Education  Foundation  has  been 
established  as  a not-for-profit  corporation, 
under  the  laws  of  the  State  of  Illinois,  to  re- 
ceive and  distribute  contributions  to  the 
fund  from  the  individual  members  of  the 
medical  profession  and  friends  of  the  profes- 
sion. The  Commissioner  of  Internal  Rev- 
enue has  been  asked  to  rule  that  gifts  to  the 
Foundation  will  be  deductible  in  the  compu- 
tation of  income  taxes.  An  11-man  board 
of  directors  chosen  from  the  Board  of  Trus- 
tees, the  officers  of  the  Association,  and  the 
Council  on  Medical  Education  and  Hospi- 
tals will  be  responsible  for  arranging  for  the 
distribution  of  the  funds  to  all  approved 
medical  schools.  The  funds  are  to  be  un- 
restricted, with  each  medical  school  free  to 
determine  how  it  can  best  use  its  share  to 
further  the  basic  training  of  its  students.  It 
is  planned  that  the  Foundation  will  coordi- 
nate its  activities  closely  with  other  major 
efforts  to  raise  funds  for  medical  education 
from  voluntary  sources,  which  it  is  hoped 
will  be  announced  shortly.  We  are  bringing 
this  matter  to  the  attention  of  our  readers 
who  may  wish  to  contribute  to  the  support 
of  the  Foundation. 


The  project  outlined  above  demands  the 
careful  consideration  of  the  medical  profes- 
sion both  by  their  organized  bodies  and  as 
individuals.  The  support  of  medical  schools 
has  been  a more  or  less  haphazard  perform- 
ance in  the  past.  It  is  well  recognized  that 
student  fees  are  inadequate  and  that  receipts 
from  endowments,  foundations,  and  the 
gifts  of  individuals,  which  have  contributed 
so  much  to  the  advancement  of  medical  edu- 
cation, are  likewise  insufficient  in  the  face  of 
increased  costs  and  lowered  incomes  from 
invested  capital.  The  national  government 
appears  ready  to  subsidize  the  schools 
through  Federal  appropriations,  and  bills 
have  actually  been  introduced  into  Congress 
for  this  purpose.  They  may  be  well  in- 
tentioned,  but  there  persists  the  fear  of 
what  central  control  of  appropriations  would 
mean  to  the  independence  of  the  recipient. 
The  practice  of  medicine  in  this  country 
has  continued,  notwithstanding  the  attacks 
made  upon  it,  to  be  an  individual  and  per- 
sonal matter,  and  this  applies  in  a large  de- 
gree to  the  recruitment  and  education  of  its 
participants,  with  which  no  interference  by 
governmental  agencies  should  be  tolerated. 

Great  progress  has  been  made  in  the  de- 
velopment of  high  standards  for  adequate 
and  proper  medical  training  by  the  A.M.A. 
Council  and  other  bodies.  Mere  didactic 
teaching  has  in  the  course  of  the  years  been 
supplemented  by  clinical  instruction  and  by 
a variety  of  ancillary  services.  All  of  this 
has  raised  the  cost  of  producing  doctors,  and 
this  cost  is  not  met  by  what  its  candidates 
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are  necessarily  able  to  pay.  The  usual 
wells  of  support  are  drying  up,  in  part  at 
least.  The  question  remains — can  and  will 
the  profession  endeavor  to  enlist  the  re- 
quired support  from  within  its  own  ranks? 
The  members  of  our  individual  state  socie- 


ties necessarily  must  carry  the  torch,  and  we 
await  the  response.  We  trust  that  the  ef- 
fort may  be  successful.  Contributions  to 
the  fund  may  be  made  to  the  American 
Medical  Education  Foundation,  at  535 
North  Dearborn  Street,  Chicago  10,  Illinois. 


Current  Editorial  Comment 


The  Farmers’  Museum.  Attention  is 
called  to  a “Letter  to  the  Editor”  included 
in  this  month’s  Correspondence  page  of  the 
Journal  of  a worthy  project  which  merits 
the  support  of  the  profession  of  the  State, 
who  are  requested  to  donate  material  for 
exhibition  purposes  in  this  interesting 
project. 


Every  man  is  as  Heaven  made  him,  and 
sometimes  a great  deal  worse. — Cervantes 


Self-Help  Plans.1 

Americans  are  giving  an  American  answer  to 
the  problem  of  health  insurance.  The  dy- 
namic growth  of  voluntary  individual  and 
group  coverage  in  the  last  decade  is  a striking 
example  of  social  progress  achieved  from  the 
grass  roots.  It  is  an  effective  answer  to  the 
propaganda  for  Federally  administered  social- 
ized medicine. 

The  Health  Insurance  Council,  which  in- 
cludes the  leading  and  responsible  trade  asso- 
ciations in  the  life  and  casualty  insurance 
fields,  recently  detailed  in  its  third  annual  re- 
port a striking  upcurve  for  accident  and  sick- 
ness coverage.  This  coverage  attained  a rec- 
ord momentum  in  1949  and  is  continuing. 
Voluntary  hospitalization  insurance,  at  the  end 
of  the  year,  covered  44  per  cent  of  the  entire 
population,  or  more  than  66  million  persons. 
Surgical  expense  policies  made  an  astonishing 
gain  of  21  per  cent  in  1949  and  medical  policies 
an  even  greater  one  of  31  per  cent.  Policies 
covering  loss  of  income  due  to  disability  now 
protect  nearly  60  per  cent  of  the  employed  ci- 
vilian population. 

Considering  the  fact  that  nearly  all  health 
insurance  plans  are  very  new — the  first  hospital 
bill  coverage  started  in  1932 — it  is  reasonable  to 
predict  that,  barring  government  intervention, 

1 The  Arizona  Republic,  September  18,  1950. 


voluntary  health  protection  benefits  will  vir- 
tually blanket  the  population  within  a com- 
paratively few  years. 

There  remain,  of  course,  those  whose  in- 
comes cannot  accommodate  even  the  reason- 
able premiums  for  this  protection.  That  is  a 
problem  that  has  long  been  recognized  by  the 
doctors  themselves,  through  free  clinics,  and  at 
the  local  community  level  by  access  to  public 
hospitals.  The  medical  needs  of  those  of  high 
and  low  incomes  have  presented  little  or  no 
problem — it  is  the  middle  group  which  has  been 
neglected,  and  it  is  to  serve  this  group  that  the 
voluntary  insurance  plan  was  developed. 

Voluntary  health  insurance,  as  the  Health 
Insurance  Council  states,  “recognizes  the  re- 
sponsibility of  the  individual  to  himself  and  his 
family  and  his  right  to  choose  the  methods  by 
which  he  will  meet  this  responsibility.”  Its 
growth  has  come  from  the  people  themselves,  as 
individuals,  through  their  employers  and,  fi- 
nally, through  recognition  of  the  insurance  agen- 
cies of  their  responsibility  for  meeting  the 
public’s  demand  for  security  at  a cost  within 
the  reach  of  practically  all. 

The  movement  is  the  answer  to  the  indi- 
vidual family’s  rightful  concern  over  the  un- 
predictable expense  of  emergency  sickness  and 
injury.  It  is  sound  and  sensible.  Its  record  of 
growth  represents  a sturdy  determination  by 
the  people  of  this  country  to  stand  on  their 
feet,  to  do  a job  themselves  instead  of  letting  a 
bureaucracy  regulate  their  private  lives. 


The  world  is  a comedy  to  those  that  think,  a 
tragedy  to  those  that  feel. — Walpole 


Deferment  of  “Superior  Students.”  For 

two  years  six  congressional  educational 
committees  have  been  working  on  the  prob- 
lem of  what  to  do  about  superior  students 
who  come  under  Selective  Service.  Rec- 
ommendations have  now  been  made. 


852 


EDITORIALS 


[N.  Y.  State  J.  M. 


The  report  was  made  to  Selective  Service 
Director  Lewis  B.  Hershey,  who  said  he 
favored  the  general  principle  of  deferring 
qualified  students  but  did  not  express 
himself  on  these  specific  proposals.  Under 
the  committee’s  plan,  to  be  deferred 
students  would  have  to  score  “superior” 
in  a general  intelligence  or  aptitude  test  to 
continue  in  school.  It  also  contains  a pro- 
vision to  extend  the  draft  eligible  age  by 
one  year  for  each  deferred  year,  making  a 
student  liable  for  service  at  the  conclusion 
of  his  education. 

Recommendations  of  the  committee  are 
in  direct  conflict  with  those  made  by  Presi- 
dent James  B.  Conant  of  Harvard  Uni- 
versity and  Dr.  Vannevar  Bush.  Dr. 
Bush  directed  mobilization  of  scientists  in 
World  War  II.  These  two  and  a score  or 
more  of  other  educators  and  scientists  pro- 
pose that  all  youths  serve  for  two  years, 
starting  at  about  eighteen,  and  that  they 
complete  their  education  after  finishing 
military  service.  One  effect  of  this  would 
be  to  add  two  years  to  the  age  of  medical 
school  graduates. 

The  doctor-draft  law  advises  Selective 
Service  to  defer  sufficient  premedical  stu- 
dents (also  predental,  preveterinarian)  to 
maintain  medical  school  enrollment  at  its 
present  level.  Deferment  of  medical  school 
students  officially  is  a decision  for  local 
Selective  Service  boards,  which  may  be 
guided  by  a Selective  Service  advisory  com- 
mittee’s recommendation  that  such  stu- 
dents be  deferred.  For  the  current  school 
year,  Selective  Service  policy  is  to  defer 
regularly  enrolled  students,  but  a new 
procedure  will  have  to  be  adopted  before 
summer.1 

To  many  physicians  the  matter  of  de- 
ferment of  premedical  and  medical  students 
by  Selective  Service,  on  whatever  grounds 
such  action  may  be  argued,  raises  questions 
of  the  constitutionality  of  the  doctor  draft 
law  itself.  This  recent  amendment  to  the 
Selective  Service  Act  of  1948  whereby 
citizens  possessing  a certain  kind  and  degree 

1 Capitol  Clinic,  Number  50,  December  28,  1950. 


of  education  are  now  legally  subject  to  draft 
as  privates  in  the  Army,  up  to  an  age  limit 
considerably  higher  than  that  which  applies 
to  the  rest  of  the  population,  represents 
discriminatory  legislation  in  the  editorial 
opinion  of  the  New  England  Journal  of 
Medicine,  which  adds:  “The  most  amazing 
thing  about  the  law  is  actually  the  very  de- 
gree of  complacency  with  which  it  has  been 
accepted ”2 

Medical  services  to  the  armed  forces  of 
this  country  have  never  failed.  We  think 
any  member  of  the  services  will  testify 
wholeheartedly  to  that.  Statistically,  les- 
sened mortality  from  disease  and  better 
treatment  of  battle  casualties  is  sustained. 
But  a certain,  happily  lessening,  indif- 
ference on  the  part  of  military  adminis- 
trators to  the  wasteful  misuse  of  medical 
professional  capabilities  has  been  provoca- 
tive of  medical  professional  disinterest  in 
certain  aspects  of  military  life.  That  the 
doctor-draft  law  has  been  accepted  is  not 
so  much  complacency,  in  our  view,  on  the 
part  of  doctors  as  the  recognition  of  the 
validity  of  public  necessity  in  times  of 
national  emergency.  As  the  New  Eng- 
land Journal  concludes : 

The  greater  needs  of  the  nation  must  be 
served  despite  the  temporary  suspension  of 
some  of  the  details  of  absolute  equity  that 
might  otherwise  make  of  democracy  a thing  of 
beauty  and  a joy  forever. 

In  respect  to  the  “doctor  draft,”  even  if  the 
act  of  Congress  that  produced  it  suggests  some 
indifference  to  military  service  on  the  part  of 
the  healing  profession,  perhaps  that  seeming 
indifference  conceals  a professional  pride  in 
being  so  essential  to  the  defense  of  our  country 
that  special  legislation  is  necessary  to  reveal 
•its  full  importance! 

The  deferment  of  “superior  students” 
does  not  seem  to  us  the  proper  solution  in 
the  long  run,  though  it  might  have  to  be 
accepted,  as  a stopgap,  while  the  country 
comes  to  an  agreement  concerning  univer- 
sal military  training. 

2 November  30,  1950. 


And  having  looked  to  Government  for  bread,  on  the  very  first  scarcity  they  will  turn  and  bile 
the  hand  that  fed  them. — Burke 
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BROMIDE 

Brand  of  M e t h a n t h e I i n e Bromide 


— the  neurogenic  approach  to  peptic  ulcer 
therapy — is  a true  anticholinergic  agent. 

Through  its  inhibitory  action  on  the 
nervous  mechanism,  Banthine  reduces  the 
vagotonia  characteristic  of  peptic  ulcer 
patients — the  result  is  a consistent  decrease 
in  hypermotility  and,  in  most  instances, 
hyperacidity. 


SUGGESTED  DOSAGE: 

One  or  two  tablets  (50  or  100  mg.) 
every  six  hours. 

Banthine  is  the  trademark  of  G.  D.  Searle  & Co., 
Chicago  80,  Illinois. 
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Now. . . more  rapid,  more  sustained  relief  of  earache 


New  combination  of  complementary  local 
analgesics,  quick-acting  zolamine  and  long- 
acting  Eucupin,  gives  more  rapid  and  more 
sustained  relief  of  otalgia. 

As  compared  to  benzocaine  and  chem- 
ically related  compounds,  zolamine  and 
Eucupin  are  more  potent  and  therefore 
produce  a clinically  more  desirable  local 
analgesic  effect. 

Otodyne  is  slightly  viscous,  thus  adher- 
ence of  the  active  ingredients  to  the  epider- 
mal surface  is  promoted.  Hygroscopic  ac- 
tion effects  mild  decongestion. 


NEW— two  analgesics  combined  for 
complemental  effect 


INTENSITY 

OF 

ANESTHESIA 

EUCUPIN  “ 

f /'  for  long-sustained 

/ / x.  relief 

/ zolamineX 

1/  for  more  rapid  relief 

DURATION  OF  ANESTHESIA 

Formula: 

Zolamine  (N,  N-dimethyl-N’2-thiazolyl-N’-p- 

methoxybenzyl-ethylenediamine) 1% 

Eucupin®  dihydrochloride*. 0.1% 

Polyethylene  glycol q.  s. 

Dropper  bottles  of  x/i  fluid  ounce  ( 15  cc.) 


laum  OTODYNE  new 


ANALGESIC  EAR  DROP 


*“Eucupin”— Brand  of  isoamylhydrocupreine  is  a 
registered  trademark  of  White  Laboratories,  Inc. 


WHITE 

LABORATORIES,  INC. 

Pharmaceutical 
Manufacturers, 
Newark  7,  N.  J. 


1951  ANNUAL  CONVENTION 

Medical  Society  of  the  State  of  New  York 

April  30  to  May  4 — Hotel  Statler,  Buffalo 


House  of  Delegates 

The  regular  annual  meeting  of  the  House 
of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  will  be  called  to  order  at 
10  a.m.  on  Monday,  April  30,  1951,  in  the 
Ballroom,  main  floor  of  the  Hotel  Statler, 
Buffalo. 

In  accordance  with  chapter  II,  section  3 of 
the  Bylaws,  the  House  will  assemble  accord- 
ing to  the  following  schedule: 

Monday,  April  30,  1951,  10  a.m. 

Tuesday,  May  1,  1951,  9 a.m.  and  2 p.m. 
Wednesday,  May  2,  1951,  9 a.m. 

At  the  last  adjourned  session  (9  a.m., 
Wednesday,  May  2)  the  election  of  officers, 
councillors,  trustees,  and  delegates  will  occur 
in  accordance  with  chapter  III,  section  1 of 
i the  Bylaws. 

Albert  F.  R.  Andresen,  M.D.,  Speaker 
W.  P.  Anderton,  M.D.,  Secretary 


Annual  Meeting 

The  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York  will  be  held  on 
Wednesday,  May  2,  at  7 :30  p.m.  in  the  Ball- 
room, Hotel  Statler,  Buffalo. 

Carlton  E.  Wertz,  M.D.,  President 
W.  P.  Anderton,  M.D.,  Secretary 


Registration 

Registration  for  delegates  will  be  held  in 
I the  foyer  of  the  Ballroom,  main  floor  of  the 
Hotel  Statler,  on  Monday,  April  30,  com- 
I mencing  at  9 a.m.;  for  members  and  guests 
| on  the  17th  floor,  on  Tuesday,  Wednesday, 
and  Thursday,  May  1 to  May  3,  from  9 
i a.m.  to  6 p.m.,  and  on  Friday,  May  4,  from 
9 a.m.  to  2 P.M. 


Exhibits 

Scientific  Exhibits  will  be  located  on  the 
mezzanine  floor. 

Technical  Exhibits  will  be  located  on  the 
17th  floor. 

Scientific  Motion  Pictures  will  be  shown 
on  the  17th  floor. 

Teaching  Day 

A special  series  of  lectures,  arranged  by 
the  Council  Committee  on  Public  Health 
and  Education  of  the  Medical  Society  of  the 
State  of  New  York  and  the  New  York  State 
Department  of  Health,  will  be  held  on  Tues- 
day, May  1,  at  10  a.m.  and  2 p.m.  in  the 
assembly  room  on  the  17th  floor.  See  pro- 
gram on  page  856. 

Scientific  Sessions 

General  Sessions  will  be  held  on  Wednes- 
day and  Friday  afternoons.  Section  and 
Session  Meetings  will  be  held  on  Wednesday 
morning,  Thursday  morning,  afternoon,  and 
evening,  and  Friday  morning. 

145th  Annual  Meeting 

The  Ballroom,  Wednesday,  May  2,  7:30 

P.M. 

Calling  the  Society  to  order  by  the 
President,  Carlton  E.  Wertz,  M.D. 

Reading  of  the  Minutes  of  the  144th 
Annual  Meeting  by  the  Secretary,  W.  P. 
Anderton,  M.D. 

The  Annual  Banquet 

The  Annual  Banquet  will  be  held  in  the 
Ballroom,  Wednesday,  May  2,  at  7:30  p.m., 
guest  speakers  to  be  announced. 

Tickets  will  be  available  at  the  registration 
desk  on  the  17th  floor. 

The  Woman’s  Auxiliary 

See  page  865  for  the  program. 
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TEACHING  DAY 


Arranged  by  the  Council  Committee  on  Public  Health  and  Education  of 
the  Medical  Society  of  the  State  of  New  York 

Theodore  J.  Curphey,  M.D.,  Garden  City,  Chairman 
George  Baehr,  M.D.,  New  York  City 
Charles  D.  Post,  M.D.,  Syracuse 
Herman  E.  Hilleboe,  M.D.,  Albany,  Advisor 
John  F.  Mahoney,  M.D.,  New  York  City,  Advisor 

and  the 

State  of  New  York  Department  of  Health 

Herman  E.  Hilleboe,  M.D.,  Albany,  Commissioner 
I.  Jay  Brightman,  M.D.,  Albany 


Tuesday,  May  1,  1951 

Assembly  Room,  17th  Floor 


Theodore  J.  Curphey,  M.D.,  Presiding 


10:00  a.m. 


Panel  Discussion 


THE  DOCTOR,  THE  HOSPITAL,  AND  THE 
COMMUNITY 


Norman  S.  Moore,  M.D.,  Ithaca,  Moderator 


1.  The  Hospital  Administrator’s  Viewpoint 

Vernon  Reed,  Buffalo,  Administrator,  Dea- 
coness Hospital 

2.  The  General  Practitioner’s  Viewpoint 

Max  Cheplove,  M.D.,  Buffalo,  President, 
Erie  County  Chapter  of  the  American 
Academy  of  General  Practice 

3.  The  Patient’s  Viewpoint 

Mrs.  Terence  Holliday,  New  York  City 

4.  The  Function  of  the  Health  Council  at 
State  and  Local  Levels 

Thomas  D.  Dublin,  M.D.,  New  York  City, 
Executive  Director,  National  Health  Council 


2:00  p.m. 


CIVIL  DEFENSE 


1.  Medical  Aspects:  The  State  as  a Whole 

Herman  E.  Hilleboe,  M.D.,  Albany,  Com- 
missioner, State  of  New  York  Department  of 
Health 

2.  As  New  York  City  Sees  It 

Marcus  D.  Kogel,  M.D.,  New  York  City, 
Commissioner  of  Hospitals,  City  of  New  York 

3.  The  Emergency  Preparedness  Program  of 
the  Medical  Society  of  the  State  of  New 
York 

John  J.  Masterson,  M.D.,  Brooklyn,  Chair- 
man, Special  Committee  on  Emergency  Pre- 
paredness, Medical  Society  of  the  State  of 
New  York 

4.  The  Place  of  the  Hospital  in  Civil  Defense 

E.  Dean  Babbage,  M.D.,  Buffalo,  University 
of  Buffalo  School  of  Medicine 


856 


SCIENTIFIC  PROGRAM 


Alfred  P.  Ingegno,  M.D.,  Chairman,  Brooklyn 
and 

Chairmen  of  Sections  and  Sessions 


GENERAL  SESSIONS 

Dr.  Alfred  P.  Ingegno,  Presiding 

rPHE  presentations  at  these  Sessions  will  consist  of  half-hour  lectures, 
without  discussion.  The  meetings  will  start  promptly  at  the  hour 
specified.  Members  are  requested  to  be  in  their  seats  at  least  five  minutes 
in  advance  of  the  meeting  time. 


Wednesday,  May  2 — 2:30  P.M. 
Assembly  Room,  17th  Floor 


1.  The  Role  of  Water  and  Salt  in  the  De- 
velopment of  Heart  Failure 

George  E.  Miller,  M.D.,  Buffalo,  Associate 
in  Medicine,  University  of  Buffalo  School  of 
Medicine;  Member,  Research  Division, 
Department  of  Medicine,  Buffalo  General 
Hospital 

2.  Precordial  Leads  in  the  Electrocardio- 
graphic Diagnosis  of  Myocardial  Damage 

George  H.  Reifenstein,  M.D.,  Syracuse, 
Clinical  Assistant  Professor  of  Medicine, 
State  University  of  New  York,  College  of 
Medicine  at  Syracuse;  Attending  Physician, 
University  Hospital;  Syracuse  Memorial 
Hospital 

3.  Clinical  Findings  with  the  Dock  Bal- 

LISTOCARDIOGRAPH 

Harry  Mandelbaum,  M.D.,  Brooklyn,  As- 
sociate in  Medicine,  State  University  at  New 
York;  Associate  in  Medicine  and  Chief  of 
Hypertension  and  Nephritis  Clinic,  Jewish 
Hospital 

Robert  A.  Mandelbaum,  M.D.,  Brooklyn, 
Assistant  in  Medicine,  Jewish  Sanitarium  and 
Hospital  for  Chronic  Diseases 

4.  Cardiovascular  Findings  in  Two  Hundred 
Practicing  Physicians 

Arthur  M.  Master,  M.D.,  New  York  City, 
Cardiologist,  Mount  Sinai  Hospital;  As- 
sociate Clinical  Professor  of  Medicine,  Col- 


lege of  Physicians  and  Surgeons  of  Columbia 
University 

Kenneth  Chesky,  M.D.,  New  York  City, 
Resident  in  Cardiology,  Mount  Sinai  Hos- 
pital— By  invitation 


Friday,  May  4 — 2:00  P.M. 

Niagara  Room,  Lower  Level 

1.  Mode  of  Action  and  Clinical  Use  of  Anti- 
thyroid Drugs 

Thomas  H.  McGavack,  M.D.,  New  York 
City,  Professor  of  Clinical  Medicine,  New 
York  Medical  College;  Director,  Metro- 
politan Hospital  Research  Unit 

2.  The  Interrelationship  and  Role  in  Bodily 
Function  of  the  Pituitary  and  Its  Target 
Glands* 

Peter  H.  Forsham,  M.D.,  Boston,  Massa- 
chusetts, Junior  Associate  in  Medicine,  Peter 
Bent  Brigham  Hospital ; Instructor  in  Medi- 
cine, Harvard  Medical  School — By  invita- 
tion 

3.  Metabolic  Effects  and  Therapeutic  Uses 
of  Cortisone  and  ACTH 

Louis  J.  Soffer,  M.D.,  New  York  City, 
Associate  Attending  Physician  and  Head  of 
Endocrine  Research  Laboratory  and  Clinic, 
Mount  Sinai  Hospital;  Assistant  Clinical 
Professor  of  Medicine,  College  of  Physicians 
and  Surgeons  of  Columbia  University 


* The  A.  Walter  Suiter  Lecture....  This  will  be 
the  twelfth  lecture  to  be  delivered  under  this  fund. 


857 


SCIENTIFIC  PROGRAM 


[N.  Y.  State  J.  M. 


858 


SECTIONS 

All  papers  read  before  the  Society  by  members  become  the  property  of 
the  Society.  The  original  copy  of  each  paper  shall  be  left  with  the  Secre- 
tary of  the  Section. 

Discussants  should  have  their  remarks  typed  and  should  hand  them 
to  the  Secretary. 

Time  limits:  Twenty  minutes  for  each  paper,  five  minutes  for  individual 
discussion. 

Section  meetings  shall  begin  promptly  at  the  hour  specified.  The  first 
order  of  business  of  the  first  session  of  the  second  day  of  Section  meetings 
shall  be  the  election  of  officers.  “To  'participate  in  the  election  of  any  Sec- 
tion, a member  must  be  registered  with  such  Section  and  must  have  recorded 
his  name  and  address  in  the  Section  registry — Bylaws,  Chapter  XII, 
Section  3. 


Section  on 

ANESTHESIOLOGY 

Chairman 

Raphael  W.  Robertazzi,  M.D.,  New  York  City 
Vice-Chairman. . Merel  H.  Harmel,  M.D.,  Albany 

Secretary 

. .Frances  A.  Harmatuk,  M.D.,  New  York  City 

Wednesday,  May  2—10:00  A.M. 

Parlor  E,  Mezzanine  Floor 

1.  The  Treatment  of  Cardiac  Arrest 

Edgar  C.  Hanks,  M.D.,  New  York  City — By 

invitation 

Discussion:  Vincent  Collins,  M.D.,  New  York 
City 

Panel  Discussion 
Anesthetic  Mortality 

2.  Irving  M.  Pallin,  M.D.,  Brooklyn,  Moderator 
Louis  Orkin,  M.D.,  New  York  City 

Vincent  Collins,  M.D.,  New  York  City 
Seymour  Goldenberg,  M.D.,  New  York  City 
Merel  Harmel,  M.D.,  Albany 

Thursday,  May  3 — 10:00  A.M. 

Parlor  E,  Mezzanine  Floor 

1.  Intravenous  Nembutal-Ethylene  Anes- 
thesia 

Vincent  Coviello,  M.D.,  Rochester 
Seymour  Goldenberg,  M.D.,  New  York  City 
Raphael  W.  Robertazzi,  M.D.,  New  York 
City 

Discussion:  Richard  N.  Terry,  M.D.,  Buffalo 

2.  Clinical  Experience  in  Anesthesia  for 
Neurosurgery 

Norman  Horwitz,  M.D.,  New  York  City 
Edwin  Emma,  M.D.,  New  York  City 
S.  G.  Hershey,  M.D.,  New  York  City 
Discussion:  Thomas  R.  Shannon,  M.D., 

Poughkeepsie 

3.  Clinical  Use  of  Procaine  Amide  (Pronestyl) 
During  Anesthesia 

Samuel  I.  Joseph,  M.D.,  New  York  City — 

By  invitation 

Louis  Orkin,  M.D.,  New  York  City 
Discussion:  Jack  Milowsky,  M.D.,  Bronx 

4.  Use  of  Intravenous  Gelatin  Solutions 

Robert  G.  Hicks,  M.D.,  New  York  City 
Discussion:  Merel  Harmel,  M.D.,  Albany 


5.  Practical  Aspects  of  Resuscitation  of  the 
Newborn 

Bernard  E.  Cappe,  M.D.,  Forest  Hills 
Discussion:  Eugene  R.  Duggan,  M.D.,  Roches- 
ter 


Section  on 
CHEST  DISEASES 

Chairman Donald  R.  McKay,  M.D.,  Buffalo 

Secretary . . . .David  Ulmar,  M.D.,  New  York  City 

Thursday,  May  3 — 2:00  P.M. 

Georgian  Room,  Mezzanine  Floor 

1.  Pulmonary  Calcification  and  Histoplas- 
min  Sensitivity  in  New  York  State 

Gary  A.  Cronk,  M.D.,  Syracuse 
Discussion:  Joseph  J.  Witt,  M.D.,  Utica 

2.  Medical  Treatment  of  Pulmonary  Tuber- 
culosis 

Carl  Muschenheim,  M.D.,  New  York  City 
Discussion:  Gordon  Meade,  M.D.,  Trudeau 

3.  Decortication  in  Tuberculosis 

Victor  H.  Kaunitz,  M.D.,  Mount  Morris — 

By  invitation 

Arnold  O.  Riley,  M.D.,  Mount  Morris 
Discussion:  William  G.  Farlow,  M.D.,  Roches- 
ter 

4.  The  Problem  of  Peptic  Esophagitis 

William  H.  Potter,  M.D.,  Buffalo 

Sidney  M.  Schaer,  M.D.  Buffalo — By  in- 
vitation 

John  D.  Stewart,  M.D., Buffalo 

Discussion:  Arthur  Q.  Penta,  M.D.,  Schenec- 
tady 

Friday,  May  4 — 10:00  A.M. 

Georgian  Room,  Mezzanine  Floor 

1.  Mechanisms  Involved  in  the  Development 
of  Pulmonary  Hypertension 

David  M.  Spain,  M.D.,  Valhalla 
Discussion:  Howard  G.  Dayman,  M.D.,  Buffalo 

2.  Bronchial  Adenomas  Visible  on  Bronchos- 
copy and  Roentgenography 

Arthur  S.  W.  Touroff,  M.D.,  New  York  City 

Gabriel  P.  Seley,  M.D.,  New  York  City 
Discussion:  Leon  Leahy,  M.D.,  Buffalo 
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3.  The  Necessity  for  Exproration  in  Silent 
Lung  Cancer 

Francis  M.  Woods,  M.D.,  Brookline,  Massa- 
chusetts— By  invitation 
Richard  Overholt,  M.D.,  Brookline,  Massa- 
chusetts— By  invitation 

Discussion:  Francis  W.  O'Donnell,  M.D., 

Buffalo 

4.  Management  of  Civilian  Chest  Injuries 

J.  Maxwell  Chamberlain,  M.D.,  New  York 
City 

Charles  F.  Daniels,  M.D.,  New  York  City 
Discussion:  Ethan  Flagg  Butler,  M.D.,  Buffalo 


Section  on 

DERMATOLOGY  AND  SYPHILOLOGY 

Chairman John  H.  Hunt,  M.D.,  Elmira 

Secretary 

George  M.  Lewis,  M.D.,  New  York  City 

Thursday,  May  3 — 10:00  A.M. 

Niagara  Room,  Lower  Lobby 
Symposium 
Eczema 

1.  Nummular  Eczema  as  a Clinical  Entity 

Paul  Gross,  M.D.,  New  York  City 
Discussion:  Herbert  H.  Bauckus,  M.D.,  Buf- 
falo 

2.  Atopic  Eczema:  Unusual  Manifestations 

Jack  Wolf,  M.D.,  New  York  City 
Discussion:  Earl  D.  Osborne,  M.D.,  Buffalo 

3.  The  Problem  of  Consecutive,  Complicating 
Eruptions  in  Industrial  Medicine 

George  F.  Emerson,  M.D.,  Schenectady 
Discussion:  Marvin  N.  Winer,  M.D.,  Buffalo 

4.  Industrial  Dermatoses  and  the  Law: 
Suggestions  for  Improvement 

Eugene  F.  Traub,  M.D.,  New  York  City 

Daniel  Schultheis,  M.D.,  New  York  City 
Discussion:  James  W.  Jordan,  M.D.,  Buffalo 

5.  Roentgen  and  Grenz  Rays  in  Dermatologic 
Practice 

Anthony  C.  Cipollaro,  M.D.,  New  York  City 

Adrian  Brodey,  M.D.,  New  York  City 
Discussion:  Theodore  P.  Merrick,  M.D., 

Rochester 

6.  Cortisone  in  the  Treatment  of  Cutaneous 
Diseases 

Maurice  J.  Costello,  M.D.,  New  York  City 
Discussion:  Frank  C.  Combes,  M.D.,  New  York 
City 


Friday,  May  4 — 10:00  A.M. 

Niagara  Room,  Lower  Lobby 

1.  Malignant  Melanoma 

Fred  D.  Weidman,  M.D.,  Philadelphia, 
Pennsylvania — By  invitation 
Discussion:  Leon  H.  Griggs,  M.D.,  Syracuse 

2.  Application  of  Simple  Minor  Surgical 
Technics  to  Dermatologic  Practice 

Douglas  P.  Torre,  M.D.,  New  York  City 
Discussion:  Shepard  Quinby,  M.D.,  Buffalo 

3.  Present-day  Treatment  of  Syphilis 

Charles  R.  Rein,  M.D.,  New  York  City 
Discussion:  Rudolph  Ruedemann,  Jr.,  M.D., 

Albany 


4.  Amyloidosis  Cutis:  A Macular  Variant 

Laurence  L.  Palitz,  M.D.,  New  York  City 
Samuel  M.  Peck,  M.D.,  New  York  City' 
Discussion:  Charles  F.  Post,  M.D.,  New  York 
City 

5.  Anaplastic  Epithelioma  Developing  in 
Acrodermatitis  Chronica  Atrophicans 

Wilbert  Sachs,  M.D.,  Jersey  City,  New 

Jersey — By  invitation 

George  M.  Lewis,  M.D.,  New  York  City 

Alex  Young,  M.D.,  New  York  City — By 

invitation 

Discussion:  Herbert  L.  Traenckle,  M.D.,  Buf- 
falo 


Section  on 

GASTROENTEROLOGY 
AND  PROCTOLOGY 

Chairman Alfred  M.  Buda,  M.D.,  Brooklyn 

Vice-Chairman . .Harry  L.  Segal,  M.D.,  Rochester 
Secretary Alfred  P.  Ingegno,  M.D.,  Brooklyn 

Wednesday,  May  2 — 10:00  A.M. 

Assembly  Room,  17th  Floor 

1.  Silent  Carcinoma  of  the  Cecum 

Samuel  J.  Stabins,  M.D.,  Rochester 
Discussion:  Henry  H.  Haft,  M.D.,  Syracuse 

2.  POSTDYSENTERIC  SYNDROME 

Sidney  M.  Fierst,  M.D.,  Brooklyn 
Abraham  Werner,  M.D.,  Bronx 
Discussion:  Edward  F.  Driscoll,  M.D.,  Buffalo; 
H.  Walden  Retan,  M.D.,  Syracuse 

3.  Present  Trends  in  the  Treatment  of 
Ulcerative  Colitis 

Burrill  B.  Crohn,  M.D.,  New  York  City 
Harry  Yarnis,  M.D.,  New  York  City 

4.  Surgery  in  Ulcerative  Colitis 

Howard  A.  Patterson,  M.D.,  New  York  City 
Discussion  of  two  papers:  Leon  G.  Berman, 

M.D.,  Syracuse;  M.  Luther  Musselman, 
M.D.,  Buffalo;  Elmer  Milch,  M.D.,  Buffalo 

Thursday,  May  3 — 2:00  P.M. 

Assembly  Room,  17th  Floor 

1.  Primary  Carcinoma  of  the  Liver 

Reid  R.  Heffner,  M.D.,  New  Rochelle 
Roy  C.  Swingle,  M.D.,  Valhalla—  By  invita- 
tion 

Discussion:  Samuel  Sanes,  M.D.,  Buffalo; 

Glenn  H.  Leak,  M.D.,  Buffalo 

2.  Cytology  of  Duodenal  Drainage  as  an  Aid 
in  the  Early  Recognition  of  Cancer  of  the 
Biliary  Tract  and  Pancreas 

Henry  M.  Lemon,  M.D.,  Boston,  Massa- 
chusetts— By  invitation 

Discussion:  Hannah  Peters,  M.D.,  Rochester; 
Siegfried  Tannhauser,  M.D.,  Buffalo 

3.  The  Problem  of  Gastric  Cancer 

Albert  F.  R.  Andresen,  M.D.,  Brooklyn 
Discussion:  John  J.  Morton,  M.D.,  Rochester; 
Sara  M.  Jordan,  M.D.,  Boston,  Massachusetts 
— By  invitation 

4.  The  Use  of  Banthine  in  the  Treatment  of 
Patients  with  Duodenal  Ulcer 

Harry  L.  Segal,  M.D.,  Rochester 
Harold  A.  Friedman,  M.D.,  Rochester 
James  S.  Watson,  Jr.,  M.D.,  Rochester 
Discussion:  William  F.  Lipp,  M.D.,  Buffalo; 
Stephen  W.  Brouwer,  M.D.,  Clifton  Springs 
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Section  on 

INDUSTRIAL  MEDICINE 
AND  SURGERY 

Chairman H.  Dan  Vickers,  M.D.,  Little  Falls 

Secretary • 

S.  Charles  Franco,  M.D.,  New  York  City 

Wednesday,  May  2 — 10:00  A.M. 

Buffalo  Room,  Mezzanine  Floor 

1.  Medical  Aspects  of  Civilian  Defense  with 
Particular  Reference  to  the  Burn  Prob- 
lem 

Herman  E.  Hilleboe,  M.D.,  Albany 

2.  Thermal  Burns  from  an  Atomic  Explosion 

John  H.  Morton,  M.D.,  Rochester—  By 
invitation 

3.  Fluid  Balance  and  Shock  in  Burns 

John  Scudder,  M.D.,  New  York  City 

4.  The  Importance  of  Early  Grafting  of 
Burns 

Thomas  W.  Stevenson,  M.D.,  New  \ ork  City 

Questions  from  the  floor  will  be  answered  by  the 
speakers 

Thursday,  May  3 — 2:00  P.M. 

Buffalo  Room,  Mezzanine  Floor 

Joint  Meeting  with  the  Section  on  Neurology  and 
Psychiatry 

(See  Section  on  Neurology  and  Psychiatry) 


Section  on 

MEDICINE 

Chairman • • : • • • • 

Edwin  W.  Gates,  M.D.,  Niagara  Falls 

Vice-Chairman •••••••• 

...Charles  G.  Williamson,  M.D.,  Brooklyn 

Secretary George  F.  Koepf,  M.D.,  Buffalo 

Thursday,  May  3 — 10:00  A.M. 

Assembly  Room,  17th  Floor 

Joint  Meeting  with  the  Section  on  Surgery 
(See  Section  on  Surgery) 

Friday,  May  4 — 10:00  A.M. 

Assembly  Room,  17th  Floor 

1.  Chairman's  Address— The  General  Medical 
Care  of  the  Diabetic 

Edwin  W.  Gates,  M.D.,  Niagara  Falls 

2.  Newer  Aspects  of  the  Management  of  the 
Alcoholic 

Kenneth  Goldstein,  M.D.,  Buffalo 

Russell  S.  Kidder,  M.D.,  Buffalo 
Discussion:  Harold  R.  Merwarth,  M.D., 

Brooklyn 

3.  Recent  Advances  in  the  Treatment  of 
Bronchial  Asthma 

Carl  E.  Arbesman,  M.D.,  Buffalo 
Discussion:  Harold  A.  Lyons,  M.D.,  Laurelton, 
Emmanuel  Schwartz,  M.D.,  Brooklyn 

4.  The  Use  of  ACTH  and  Cortisone  in  Cer- 
tain Medical  Disorders 

Bernard  M.  Norcross,  M.D.,  Buffalo 
Discussion:  Abbe  Knowlton,  M.D.,  New  ^ork 
City;  J.  M.  Carlisle,  M.D.,  Rahway,  New 
Jersey — By  invitation 


Section  on 

NEUROLOGY  AND  PSYCHIATRY 

Chairman Orman  C.  Perkins,  M.D.,  Brooklyn 

Secretary 

William  P.  Van  Wagenen,  M.D.,  Rochester 

Thursday,  May  3 — 2:00  P.M. 

Iroquois  Room,  Mezzanine  Floor 

Joint  Meeting  with  the  Section  on  Industrial 
Medicine  and  Surgery 

1.  Cerebral  Concussion  and  Its  After- 
effects: Problems  of  Differential  Diag- 
nosis 

George  H.  Hyslop,  M.D.,  New  York  City 

2.  The  Relationship  of  Brain  Injury  to  Brain 
Tumors  and  Other  Organic  Nontraumatic 
Diseases  of  the  Brain 

I.  S.  Wechsler,  M.D.,  New  York  City 
Israel  S.  Freiman,  M.D.,  Brooklyn 

3.  The  Neuroses  in  Industrial  Medicine 

Samuel  Feigin,  M.D.,  New  York  City 

4.  Management  and  End  Results  of  Injuries 
of  Peripheral  Nerves 

James  C.  White,  M.D.,  Boston,  Massa- 
chusetts— By  invitation 

Friday,  May  4 — 10:00  A.M. 

Parlors  A and  B,  Mezzanine  Floor 

1.  A New  Development  in  the  Care  of  the 
Aged  Mentally  III 

Oscar  K.  Diamond,  M.D.,  Willard 

2.  The  Neuropsychiatric  Disorders  of  the 

Irving  J.  Sands,  M.D.,  Brooklyn 

3.  Pharmacologic  Responses  of  the  Human 
Urinary  Bladder 

Everett  W.  Corradini,  M.D.,  Brooklyn 

4.  Poliomyelitis:  A Method  for  the  Rapid 

Restoration  of  Neuromuscular  Function 

A.  W.  Schenker,  M.D.,  New  York  City 


Section  on 

OBSTETRICS  AND  GYNECOLOGY 

Chairman Morris  Glass,  M.D.,  Brooklyn 

Secretary Raymond  J.  Pieri,  M.D.,  Syracuse 

Wednesday,  May  2 — 9:00  A.M. 

Niagara  Room,  Lower  Lobby 

1.  Clinical  Value  of  Uterosalpingography 

Harry  G.  LaForge,  M.D.,  Buffalo 
Discussion:  William  B.  D.  Van  Auken,  M.D., 
Troy;  Keith  B.  Preston,  M.D.,  Utica 

2.  Myomas  in  Pregnancy 

Robert  J.  Lowrie,  M.D.,  New  York  City 

Kurt  Rosenberg,  M.D.,  Woodside 
Discussion:  J.  Edward  Hall,  M.D.,  Brooklyn 

3.  Inversion  of  the  Puerperal  Uterus 

Eugene  R.  Duggan,  M.D.,  Rochester 

Donald  C.  McGill,  M.D.,  ( Deceased ) 
Discussion:  Paul  Schultze,  Jr.,  M.D.,  Albany; 
George  B.  Madison,  M.D.,  Syracuse 

Thursday,  May  3 — 2:00  P.M. 

Niagara  Room,  Lower  Lobby 

1.  Endometrial  Curettage  in  the  Diagnosis 
and  Treatment  of  Functional  Uterine 
Bleeding 
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E.  Stewart  Taylor,  M.D.,  Denver,  Colorado — 
By  invitation 

James  C.  Lombardi,  M.D.,  Denver,  Colorado 
— By  invitation 

Discussion:  Clyde  L.  Randall,  M.D.,  Buffalo; 
Samuel  A.  Wolfe,  M.D.,  Brooklyn 

2.  The  Reduction  of  Mortality  from  Ectopic 
Gestation 

Alexander  H.  Rosenthal,  M.D.,  Brooklyn 
Morris  Glass,  M.D.,  Brooklyn 
Discussion:  Chester  E.  Clark,  M.D.,  Syracuse; 
James  K.  Quigley,  M.D.,  Rochester 

3.  Anesthesia  in  Cesarean  Section 

Henry  S.  Acken,  Jr.,  M.D.,  Brooklyn 
Ruth  Waelsch,  M.D.,  Brooklyn 
John  H.  Ray,  M.D.,  Brooklyn — By  invitation 
Discussion:  Edward  C.  Hughes,  M.D.,  Syra- 

cuse; Milton  G.  Potter,  M.D.,  Buffalo 


Section  on 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

Chairman 

Greydon  G.  Boyd,  M.D.,  New  York  City 

Secretary ....  Everet  H.  Wood,  M.D.,  Auburn 

Thursday,  May  3 — 10:00  A.M. 

Empire  State  Room,  Mezzanine  Floor 
Ophthalmologic  Program 

1.  Progress  in  Preventing  Blindness 

Franklin  M.  Foote,  M.D.,  New  York  City 
Thomas  H.  Johnson,  M.D.,  New  York  City 
Discussion:  Parker  M.  Hoffman,  M.D., 

Corning 

2.  The  Role  That  Heredity  Plays  in  Oph- 
thalmology 

Harold  F.  Falls,  M.D.,  Ann  Arbor,  Michigan 
— By  invitation 

Discussion:  Albert  C.  Snell,  Jr.,  M.D.,  Roches- 
ter 

3.  Common  Pitfalls  in  Ocular  Surgery 

Ivan  J.  Koenig,  M.D.,  Buffalo 
Discussion:  Mortimer  A.  Lasky,  M.D.,  Brook- 
lyn 

4.  Sympathetic  Ophthalmia:  Its  Pathogene- 

sis and  Prophylaxis 

Harold  H.  Joy,  M.D.,  Syracuse 
Discussion:  Charles  T.  Sullivan,  M.D.,  Roches- 
ter 

Friday,  May  4 — 10:00  A.M. 

Empire  State  Room,  Mezzanine  Floor 
Otolaryngologic  Program 

1.  The  Effect  of  ACTH  and  Cortisone  on  the 
Upper  Respiratory  Tract 

John  E.  Bordley,  M.D.,  Baltimore,  Maryland 
— By  invitation 

Discussion:  William  Woodin,  M.D.,  Syracuse; 
Carl  E.  Arbesman,  M.D.,  Buffalo 

2.  Radical  Surgery  for  Head  and  Neck 
Cancer 

William  L.  Watson,  M.D.,  New  York  City 
Discussion:  David  W.  Brewer,  M.D.,  Syracuse 

3.  Tumors  of  the  Maxillary  Sinuses 

Clyde  A.  Heatly,  M.D.,  Rochester 
Discussion:  Herrmann  E.  Bozer,  M.D.,  Buf- 

falo; Karl  W.  Gruppe,  M.D.,  Utica 


4.  Lesions  of  the  Upper  Esophagus 

John  R.  Paine,  M.D.,  Buffalo 
Discussion:  Walter  Bugden,  M.D.,  Syracuse; 

Earl  B.  Mahoney,  M.D.,  Rochester 

Section  on 

ORTHOPEDIC  SURGERY 

Chairman George  H.  Marcy,  M.D.,  Buffalo 

Secretary 

. . .Robert  K.  Lippmann,  M.D.,  New  York  City 

Thursday,  May  3 — 10:00  A.M. 

Buffalo  Room,  Mezzanine  Floor 

1.  Surgical  Care  of  Tuberculosis  of  Bones 
and  Joints 

Roscoe  D.  Severance,  M.D.,  Syracuse 
Discussion:  Pio  Blanco,  M.D.,  Buffalo 

2.  Infantile  Cortical  Hyperostoses:  A Re- 

port of  Two  Cases 

Halford  Hallock,  M.D.,  New  York  City 
Discussion:  G.  Newton  Scatchard,  M.D., 

Buffalo 

3.  Corkscrew  Bolt  for  Intracapsular  Frac- 
tures of  the  Hip 

Robert  K.  Lippmann,  M.D.,  New  York  City 
Discussion:  James  P.  Cole,  M.D.,  Buffalo 

4.  Recurrent  Dislocation  of  the  Shoulder: 
A Phylogenetic  Approach  to  the  Problem 

James  A.  Dickson,  M.D.,  Cleveland,  Ohio — 

By  invitation 

Harry  W.  O’Dell,  M.D.,  Akron,  Ohio — By 

invitation 

Discussion:  William  W.  Plummer,  M.D., 

Buffalo 

Friday,  May  4 — 10:00  A.M. 

Buffalo  Room,  Mezzanine  Floor 

Fracture  Conference 
Robert  P.  Dobbie,  M.D.,  Buffalo,  Chairman 
Benjamin  E.  Obletz,  M.D.,  Buffalo 
Russell  B.  Erickson,  M.D.,  Buffalo 
Joseph  M.  Dziob,  M.D.,  Buffalo 
Frank  N.  Potts,  M.D.,  Buffalo 
Joseph  D.  Godfrey,  M.D.,  Buffalo 
Joseph  E.  Macmanus,  M.D.,  Buffalo 
William  D.  Dugan,  M.D.,  Buffalo 
Richard  S.  Fletcher,  M.D.,  Buffalo 
Peter  A.  Casagrande,  M.D.,  Buffalo 


Section  on 

PATHOLOGY  AND 
CLINICAL  PATHOLOGY 

Chairman 

. . . .Andrew  A.  Eggston,  M.D.,  New  York  City 

Vice-Chairman John  J.  Clemmer,  M.D.,  Albany 

Secretary M.  J.  Fein,  M.D.,  New  York  City 

Wednesday,  May  2 — 10:00  A.M. 

Parlor  D,  Mezzanine  Floor 

1.  The  Rapid  Estimation  of  Alcohol  in  Body 
Fluids  Using  the  Test  Tube  Still 
Frederick  R.  Weedon,  M.D.,  Jamestown 
Jack  H.  Gustafson,  Jamestown — By  invita- 
tion 

Jean  D.  Rolfe,  Jamestown — By  invitation 
Discussion:  Louis  R.  Ferraro,  M.D.,  Pough- 

keepsie 
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2.  A Classification  of  the  Allergic  Tissue 
Responses 

Milton  G.  Bohrod,  M.D.,  Rochester 
Discussion:  Arthur  W.  Wright,  M.D.,  Albany 

3.  Etiologic  Significance  of  Bacterium  coli 
in  Infantile  Diarrhea 

Erwin  Neter,  M.D.,  Buffalo 
Discussion:  Orren  D.  Chapman,  M.D.,  Syra- 
cuse 

4.  Malignant  Exophthalmos  with  Subacute 
Myocarditis  and  Generalized  Myositis 

Komel  L.  Terplan,  M.D.,  Buffalo — By 

invitation 

Anthony  B.  Constantine,  M.D.,  Buffalo 
George  F.  Koepf,  M.D.,  Buffalo 
George  F.  Dayton,  M.D.,  New  York  City 
Discussion:  Alfred  Angrist,  M.D.,  Jamaica 

Thursday,  May  3—2:00  P.M. 

Parlor  D,  Mezzanine  Floor 

Symposium 
Function  Tests 

1.  Renal  Function  Tests 

Otto  W.  Sartorius,  M.D.,  Syracuse — By  invi- 
tation 

2.  Liver  Function  Tests 

Franklin  M.  Hanger,  M.D.,  New  York  City — 
By  invitation 

3.  Tests  of  Adrenal  Function 

Grosvenor  W.  Bissell,  M.D.,  Buffalo 

Discussion  of  Symposium:  Roger  S.  Hubbard, 
Ph.D.,  Buffalo — By  invitation;  Walter  F. 
Rogers,  M.D.,  Syracuse — By  invitation 


Section  on 
PEDIATRICS 

Chairman 

...Reginald  A.  Higgons,  M.D.,  Port  Chester 

V ice-Chairman 

. . . .Frederick  H.  Wilke,  M.D.,  New  York  City 
Secretary . . . .Russell  B.  Scobie,  M.D.,  Newburgh 

Thursday,  May  3 — 10:00  A.M. 

Chinese  Room,  Mezzanine  Floor 

1.  Metabolic  Aspects  of  Steroid  Therapy  in 
Rheumatic  Disease  of  Children 

Reginald  A.  Higgons,  M.D.,  Port  Chester 
Anthony  A.  Albanese,  Ph.D.,  New  York  City 
— By  invitation 

Discussion — Jerome  Glaser,  M.D.,  Rochester 

2.  ClNEANGIOCARDIOGRAPHY  AS  A DIAGNOSTIC 
Aid  in  Congenital  Heart  Disease 

Richard  S.  Meltzer,  M.D.,  Rochester 
James  S.  Watson,  Jr.,  M.D.,  Rochester 
Edwin  S.  Olsan,  M.D.,  Rochester 
Sidney  Weinberg,  Rochester — By  invitation 
Discussion:  Edward  C.  Lambert,  M.D., 

Buffalo 

3.  Surgery  of  the  Heart  in  Children 

Earle  B.  Mahoney,  M.D.,  Rochester 
Discussion:  John  R.  Paine,  M.D.,  Buffalo 

Friday,  May  4 — 10:00  A.M. 

Parlor  D,  Mezzanine  Floor 

1.  Postural  Abnormalities  in  Young  Children 
M.  Beckett  Howorth,  New  York  City — By 

invitation 


2.  Birth  Trauma  to  the  Proximal  Epiphysis: 
A Case  Report 

George  J.  Baron,  M.D.,  Rochester 
Norman  Egel,  M.D.,  Rochester 
Frederick  N.  Zuck,  M.D.,  Rochester 

3.  Cerebral  Palsy:  A Demonstration  of 

Types  of  Rehabilitative  Therapy 
William  D.  Dugan,  M.D.,  Buffalo 
Paula  Egel,  Buffalo — By  invitation 
Discussion  of  Papers:  R.  Plato  Schwartz, 

M.D.,  Rochester 


Section  on 

PUBLIC  HEALTH,  HYGIENE,  AND 
SANITATION 

Chairman. . .William  C.  Spring,  Jr.,  M.D.,  Ithaca 
Secretary Frank  E.  Coughlin,  M.D.,  Troy 

Wednesday,  May  2 — 10:00  A.M. 

Chinese  Room,  Mezzanine  Floor 

1.  The  Control  of  Communicable  Disease  in 
Hospital  Nurseries  for  the  Newborn: 
Progress  Report  on  the  New  York  State 
Plan 

Robert  F.  Korns,  M.D.,  Albany 
Edward  R.  Schlesinger,  M.D.,  Albany 
Madeleine  Phaneuf,  R.N.,  Albany — By  in- 
vitation 

Discussion:  F.  Robert  Freckleton,  M.D., 

Hudson 

2.  Differential  Use  of  Health  Resources  by 
Rural  People 

Olaf  F.  Larson,  Ph.D.,  Ithaca — By  invitation 
Donald  G.  Hay,  Ph.D.,  Ithaca — By  invitation 
Discussion:  Julius  S.  Prince,  M.D.,  Jamestown 

3.  The  Changing  Pattern  of  Tuberculosis 
in  New  York  City 

Arthur  B.  Robins,  M.D.,  New  York  City 
Discussion:  Wendell  R.  Ames,  M.D.,  Buffalo 

Thursday,  May  3 — 2:00  P.M. 

Chinese  Room,  Mezzanine  Floor 

1.  What  th,e  Physician  Should  Know  About 
the  Current  Status  of  Dental  Caries 
Prophylaxis 

David  B.  Ast,  D.D.S.,  Albany — By  invitation 
Discussion:  Samuel  R.  Berenberg,  M.D.,  New 
York  City 

Symposium 

Community  Planning  and  Evaluation  of 
Pediatric  Services 

2.  Impressions  of  the  Mid-Century  White 
House  Conference 

Albert  D.  Kaiser,  M.D.,  Rochester 

3.  Progress  in  Pediatric  Care:  A Follow-up 
Report  of  the  Study  of  the  Academy  of 
Pediatrics 

George  M.  Wheatley,  M.D.,  New  York  City 

4.  Pediatric  Services  Under  the  Health 
Insurance  Plan  of  Greater  New  York 

George  Baehr,  M.D.,  New  York  City 
Neva  R.  Deardorff,  Ph.D.,  New  York 
City — By  invitation 

Discussion  of  Symposium:  Edward  R.  Schle- 

singer, M.D.,  Albany;  Alfred  Yankauer,  M.D., 
Rochester — By  invitation 
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Section  on 
RADIOLOGY 

Chairman E.  F.  Merrill,  M.D.,  Rochester 

Vice-Chairman . .Robert  P.  Ball,  M.D.,  New  York 
City 

Secretary 

...William  J.  MacFarland,  M.D.,  Hornell 

Thursday,  May  3 — 2:00  P.M. 

Parlor  E,  Mezzanine  Floor 

Film  Reading  Session 

Correlation  of  Radiologic  and  Clinical 
Findings 

Discussion  leaders: 

Samuel  Nelson,  M.D.,  Radiologist,  Bath,  Moder- 
ator 

Alexander  S.  Dowling,  Internist,  Bath 
Ralph  F.  Traver,  Surgeon,  Bath 

Friday,  May  4 — 10:00  A.M. 

Parlor  E,  Mezzanine  Floor 

1.  Differential  Diagnosis  of  Thyroid  Dis- 
eases with  Radioiodine 

Kenneth  E.  Corrigan,  Ph.D.,  Detroit,  Michi- 
gan— By  invitation 

Discussion:  Joe  W.  Howland,  M.D.,  Rochester; 
B.  J.  Duffy,  Jr.,  M.D.,  Rochester 

2.  Report  of  the  Sixth  International  Con- 
gress of  Radiology  in  London 

Ross  Golden,  M.D.,  New  York  City 

3.  Iodinated  Organic  Compounds  as  Contrast 

Media  for  Radiographic  Diagnoses:  In- 

fluence of  Pancreatic  Function  on  Cho- 
lecystography 

Michael  Radakovich,  M.D.,  Rochester 
Victor  W.  Logan,  M.D.,  Rochester 
Robert  H.  Greenlaw,  B.S.,  Rochester — By 
invitation 

George  H.  Ramsey,  M.D.,  Rochester 
Charles  E.  Sherwood,  M.D.,  Rochester — By 
invitation 

William  H.  Strain,  Ph.D.,  Rochester — By 
invitation 

Discussion:  Norman  Heilbrun,  M.D.,  Buffalo 


Section  on 
SURGERY 

Chairman John  D.  Stewart,  M.D.,  Buffalo 

Secretary 

. . .William  F.  MacFee,  M.D.,  New  York  City 

Thursday,  May  3 — 10:00  A.M. 

Assembly  Room,  17th  Floor 
Joint  Meeting  with  the  Section  on  Medicine 
Panel  Discussion 
Peptic  Ulcer 

Victor  W.  Logan,  M.D.,  Rochester,  Moderator 
Merrill  Sosman,  M.D.,  Boston,  Massachusetts — 
By  invitation 

Frank  Glenn,  M.D.,  New  York  City 

Samuel  Sanes,  M.D.,  Buffalo 

Sara  Jordan,  M.D.,  Boston,  Massachusetts — 

By  invitation 

Donald  P.  Ross,  M.D.,  Niagara  Falls 

Friday,  May  4 — 10:00  A.M. 

Chinese  Room,  Mezzanine  Floor 


1.  Abdominal  Trauma 

Frederick  G.  Stoesser,  M.D.,  Buffalo 
Discussion:  William  F.  MacFee,  M.D.,  New 

York  City;  Paul  A.  Kennedy,  M.D.,  Buffalo 

2.  Chairman’s  Address — Portal  Hypertension 

John  D.  Stewart,  M.D.,  Buffalo 

3.  Surgical  Treatment  of  Hyperthyroidism 

Lawrence  W.  Sloan,  M.D.,  New  York  City 
Discussion:  Rulon  W.  Rawson,  M.D.,  New 

York  City — By  invitation;  Wilfred  W.  Fuge, 
M.D.,  Buffalo 

4.  Surgery  of  Obstructive  Jaundice 

Claude  E.  Welch,  M.D.,  Boston,  Massa- 
chusetts— By  invitation 
Discussion:  Benjamin  S.  Custer,  M.D., 

Fredonia;  James  D.  MacCallum,  M.D., 
Buffalo 


Section  on 
UROLOGY 

Chairman 

. Robert  S.  Hotchkiss,  M.D.,  New  York  City 

Vice-Chairman 

Walter  G.  Hayward,  M.D.,  Jamestown 

Secretary Frank  C.  Hamm,  M.D.,  Brooklyn 

Wednesday,  May  2 — 10:00  A.M. 

Empire  State  Room,  Mezzanine  Floor 

1.  Renal  Function  and  Cellular  Physiology 

J.  U.  Schlegel,  Ph.D.,  Rochester — By  invita- 
tion 

2.  Uremia:  Some  Clinical  Aspects  and  Medical 

Treatment 

Maynard  E.  Holmes,  M.D.,  Syracuse 

3.  Urologic  Problems  in  Uremia 

J.  Hartwell  Harrison,  M.D.,  Boston,  Massa- 
chusetts— By  invitation 

Discussion  of  Papers:  Leo  E.  Gibson,  M.D., 
Syracuse 

Thursday,  May  3 — 2:00  P.M. 

Empire  State  Room,  Mezzanine  Floor 

1.  Diagnosis  and  Treatment  in  Traumatic 
Injuries  of  the  Bladder  and  Urethra 

Roland  B.  Laury,  M.D.,  Jamestown 

2.  Trauma  of  the  Kidney 

Francis  O.  Harbach,  M.D.,  Syracuse 

3.  Foreign  Bodies  in  the  Genitourinary  Tract 

George  W.  Slaughter,  M.D.,  New  York  City 
Discussion  of  Papers:  John  Draper,  M.D., 

New  York  City 

4.  Retropubic  Prostatectomy:  Survey  of  the 
Indications  and  Results  of  100  Cases 

George  E.  Slotkin,  M.D.,  Buffalo 

5.  Peristalsis  of  the  Ureter  as  Demonstrated 
by  a New  X-ray  Technic 

Thomas  H.  Johnson,  M.D.,  New  York  City 
Discussion  of  Papers:  John  S.  Fitzgerald,  M.D., 
Utica 

6.  Intestinovesical  Fistulas:  A Review  of  15 
Cases 

William  B.  Garlick,  M.D.,  Albany 

7.  Lymphomatous  Involvement  of  the  Genito- 
urinary Tract 

Hobart  L.  Boyd,  M.D.,  Rochester 
Discussion  of  Papers:  Allen  L.  Parlow,  M.D., 
Rochester 
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SESSIONS 


Session  on 

GENERAL  PRACTICE 

Chairman 

William  A.  Buecheler,  M.D.,  Syracuse 

Secretary Floyd  C.  Bratt,  M.D.,  Rochester 

Thursday,  May  3 — 10:00  A.M. 

Georgian  Room,  Mezzanine  Floor 

Symposium 

Clinical  Aspects  of  Diseases  of  the  Lungs 

1.  Tuberculosis 

James  A.  Blake,  M.D.,  Schenectady 
Question  Period — The  speakers  will  be  pleased 
to  answer  any  questions.  Please  write  out 
questions  and  hand  them  to  Floyd  C.  Bratt, 
M.D.,  secretary. 

2.  Suppurative  Diseases  of  the  Thorax 

Adrian  A.  Ehler,  M.D.,  Albany 
Question  Period 

3.  Bronchiogenic  Carcinoma 

Walter  F.  Bugden,  M.D.,  Syracuse 
Question  Period 

Session  on 

HISTORY  OF  MEDICINE 

Chairman 

. . . .Frederic  D.  Zeman,  M.D.,  New  York  City 

Secretary 

.Cushman  D.  Haagensen,  M.D.,  New  York  City 

Thursday,  May  3 — 8:00  P.M. 

Chinese  Room,  Mezzanine  Floor 


1.  The  New  Immortality:  Demonstration  of 
Sound  Film  of  William  H.  Welch  Taken  in 
1932 

Frederic  D.  Zeman,  M.D.,  New  York  City 

2.  Personal  Recollections  of  a Great 
Teacher — William  H.  Welch 

Edward  H.  Hume,  M.D.,  New  York  City 

3.  Contribution  of  Naval  Experience  to  Our 
Knowledge  of  Human  Nutrition 

Clive  M.  McCay,  Ph.D.,  Ithaca — By  invita- 
tion 

Session  on 

PHYSICAL  MEDICINE 

Chairman Thomas  E.  Walsh,  M.D.,  Syracuse 

Secretary 

William  Bierman,  M.D.,  New  York  City 

Wednesday,  May  2 — 10:00  A.M. 

Georgian  Room,  Mezzanine  Floor 

1.  Physical  Medicine  for  the  Neurologic 
Patient 

Arthur  L.  Watkins,  M.D.,  Boston,  Massa- 
chusetts— By  invitation 
Discussion:  William  Beswick,  M.D.,  Buffalo 

2.  Combined  Use  of  Cortisone  and  Physical 
Therapy  in  the  Treatment  of  Arthritic  De- 
formities 

William  B.  Snow,  M.D.,  New  York  City 

James  A.  Coss,  M.D.,  New  York  City 

3.  After-care  for  the  Poliomyelitis  Patient 

Morton  Hoberman,  M.D.,  New  York  City 


WOMAN  S AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

1 5TH  ANNUAL  CONVENTION 

Hotel  Statler,  Buffalo,  April  29  to  May  3,  1951 


THE  Fifteenth  Annual  Convention  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  will  be  held  April  29  to  May  3,  1951,  at  the 
Hotel  Statler  in  Buffalo. 

All  doctors’  wives,  whether  members  of  a woman’s  auxiliary  to  a county  medical 
society  or  not,  are  urged  to  register  at  the  Registration  Desk.  They  are  cordially 
invited  to  attend  all  general  sessions  and  social  activities. 

PROGRAM 


April  29  to  May  3 

Registration  Daily 


Sunday,  April  29 


3:00  p.m.-  8:00  p.m.  Registration  of  Delegates, 
Alternates,  Guests 
Registration  for  Lunch- 
eon, Tea,  and  Dinner 
8:00  p.m.-10:00  p.m.  Reception 

Monday,  April  30 


9:00  a.m.-  5:00  p.m.  Registration  of  Delegates, 
Alternates,  Guests 
Registration  for  Lunch- 
eon, Tea,  and  Dinner 


9:00  a.m.-II  :00  a.m.  Board  of  Directors  Meet- 
ing 


Round  Table  Discussions 


9:00  a.m.-  9:45  a.m. 

9 : 45  a.m. —10 : 30  a.m. 
i 10:30  a.m.-II  : 15  a.m. 
11 : 15  a.m. -12:00  noon 

11:00  a.m.-12:00  noon 


1:00  p.m. 


3:00  p.m.—  6:00  p.m. 


Today's  Health 
Legislation 
Program 
Public  Relations 

Committee  Meetings: 
Finance,  Nominating, 
Recommendations,  etc. 
Preconvention  Meeting  of 
the  1950-1951  Executive 
Board 

Tea  in  honor  of  past  State 
Auxiliary  Presidents 


9 : 00  a.m. —12 : 00  noon  House  of  Delegates  Meet- 
ing 

1:00  p.m.  Annual  Luncheon  — in 

honor  of  Mrs.  Hugh  G. 
Henry,  State  Auxiliary 
President  — Twentieth 
Century  Club.  Speaker: 
Mr.  L.  C.  Duff,  Wel- 
land, Ontario.  Distin- 
guished Guests:  Mrs. 
Luther  H.  Kice,  Past 
President,  Woman’s 

Auxiliary  to  the  Ameri- 
can Medical  Asso- 
ciation, and  Mrs.  Chas. 
L.  Schafer,  Consti- 
tutional Secretary, 

Woman’s  Auxiliary  to 
the  American  Medical 
Association. 


Wednesday,  May  2 


9:00  a.m.-  5:00  p.m. 

9:00  a.m. 

12:30  p.m. 

2:00  p.m. 

6:30  p.m. 

7:30  p.m. 


Registration  of  all  doctors’ 
wives 

Registration  for  Dinner 
House  of  Delegates  re- 
convenes 

Informal  Luncheon 
House  of  Delegates  re- 
convenes 
Social  Hour 

Combined  Dinner  of  the 
Medical  Society  of  the 
State  of  New  York  and 
the  Woman’s  Auxiliary 
to  the  Medical  Society 
of  the  State  of  New 
York 


Tuesday,  May  1 


Thursday,  May  3 


9:00  a.m.-12:00  noon  Registration  of  all  doctors’  9:00  a.m. 
wives 

Registration  for  Lunch- 
eon and  Dinner 


Postconvention  Meeting 
of  1951-1952  Execu- 
tive Board — Hospitality 
Room 
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WOMEN  S MEDICAL  SOCIETY  OF 
NEW  YORK  STATE 


FORTY-FOURTH  ANNUAL  MEETING 


Hotel  Statler,  Buffalo,  April  29  and  30,  1951 


PROGRAM 


Sunday,  April  29 


9:30  a.m. 

12:30  p.m. 
2:00  p.m. 
8:00  p.m. 


Informal  meetings  at  the  homes  of  members 

Monday,  April  30 — Hotel  Statler 

Registration 

Business  Meeting — Empire  State  Room,  Mezzanine  Floor 
Luncheon — Parlor  E,  Mezzanine  Floor 
Scientific  Meeting — Empire  State  Room,  Mezzanine  Floor 
Annual  Dinner — Parlor  D,  Mezzanine  Floor 


PROGRAM  FOR  SCIENTIFIC  MEETING 


1.  Peptic  Ulcer  in  Women 

Ellen  H.  Eckstein,  M.D.,  Buffalo 
Discussion:  A.  H.  Aaron,  M.D.,  Buffalo 

2.  Electrocardiography  in  an  Industrial 
Medical  Program 

Adelaide  Romaine,  M.D.,  New  York  City 
Discussion:  Theresa  Scanlan,  M.D.,  New  York 
City 

3.  Endocrine  in  Relation  to  Growth  and 
Development 


Lois  Plummer,  M.D.,  Buffalo 
Discussion:  Gertrude  Felshin,  M.D.,  New  York 
City;  Laura  Harris,  M.D.,  Syracuse 

4.  Adventures  in  Surgical  Engineering 

Rosaria  R.  Bender,  M.D.,  Buffalo 
Discussion:  Edith  Peritz,  M.D.,  New  York  City 

5.  Physical  Medicine  in  Everyday  Practice 

Madge  C.  L.  McGuinness,  M.D.,  New  York 
City 


Officer’s  of  the  Women’s  Medical  Society 


Honorary  Presidents 

Mary  T.  Greene,  M.D. 

Helene  J.  C.  Kuhlmann,  M.D. 
Rosalie  Slaughter  Morton,  M.D. 

President 

Rose  M.  Lenahan,  M.D. 

605  Lafayette  Ave.,  Buffalo 

Vice-Presidents 

Elizabeth  Vuornos,  M.D. 

12  Chestnut  St.,  Liberty 
Myrtle  Wilcox-Vincent,  M.D. 

134  Main  St.,  Binghamton 
Helen  A.  D'Abora,  M.D. 

20  Eighth  Ave.,  Brooklyn 

Secretary 

Anna  P.  Walsh,  M.D. 

391  Jersey  St.,  Buffalo 

Treasurer 

Marion  Walsh  Schierer,  M.D. 
361  Porter  Ave.,  Buffalo 


COUNCILLORS 

1st  District  Branch 

Madge  C.  L McGuinness,  M.D. 

51  East  87th  St.,  New  York  City 

2nd  District  Branch 

Isabelle  F.  Borden,  M.D. 

83-09  35th  Ave.,  Jackson  Heights 

3rd  District  Branch 

Matie  E.  Green,  M.D. 

11  South  Lake  Ave.,  Albany 

4th  District  Branch 

To  be  announced 


5th  District  Branch 

Marguerite  McCarthy-Brough,  M.D. 
1811  West  Genesee  St.,  Syracuse 

6th  District  Branch 

Margaret  Vencko,  M.D. 

88  Oak  St.,  Binghamton 

7th  District  Branch 

Julia  A.  Delehanty,  M.D. 

41  Main  St.,  Geneseo 

8th  District  Branch 

Harriet  Hosmer,  M.D. 

333  Linwood  Ave.,  Buffalo 

Honorary  Councillors 
Helene  J.  C.  Kuhlmann,  M.D. 

Emily  Dunning  Barringer,  M.D. 

Lois  L.  Gannett,  M.D. 

Esther  Parker,  M.D. 

Rosalie  Slaughter  Morton,  M.D. 
Marion  S.  Morse,  M.D. 

Mary  J.  Kazmierczak,  M.D. 

Clara  H.  Pierce,  M.D. 

Elise  S.  L'Esperance,  M.D. 

Madge  C.  L.  McGuinness,  M.D. 
Marguerite  P.  McCarthy,  M.D. 
Theresa  Scanlan,  M.D. 

Helen  G.  Walker,  M.D. 

Adelaide  Romaine,  M.D. 

Honorary  Members 

Judge  Dorothy  Kenyon 
Catherine  Macfarlane,  M.D. 


CHAIRMEN  OF  COMMITTEES 


Scientific  Program 

Mary  I.  Henrich,  M.D. 

518  Linwood  Ave.,  Buffalo 


Legislative 

Lois  J.  Plummer,  M.D. 

131  Linwood  Ave.,  Buffalo 

Medical  Education 

Mary  T.  Greene,  M.D. 

Sanitarium,  Castile 

Public  Health 

Sophie  Rabinoff,  M.D. 

166  East  96th  St.,  New  York  City 

Public  Relations 

Leoni  Claman,  M.D. 

40  East  88th  St.,  New  York  City 

Membership 

Ruth  D.  S.  Moore,  M.D. 

2318  Genesee  St.,  Utica 

Resolutions 

Helen  L.  Miller,  M.D. 

375  Park  Ave.,  New  York  City 

Medical  Economics 

Helen  Toskov,  M.D. 

526  Linwood  Ave.,  Buffalo 

Arrangements 

Annabel  B.  Miller,  M.D. 

14  Highgate  Ave.,  Buffalo 

Publicity 

Elizabeth  Pierce  Olmsted,  M.D. 

568  Lafayette  Ave.,  Buffalo 
Adelaide  Romaine,  M.D. 

35  West  9th  St.,  New  York  City 
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SCIENTIFIC  EXHIBITS 

Hotel  Statler,  Buffalo,  May  i to  4,  1951 


Alfred  H.  Noehren,  M.D.,  Chairman,  Buffalo 
J.  G.  Fred  Hiss,  M.D.,  Syracuse 
Beverly  Chew  Smith,  M.D.,  New  York  City 


Mezzanine 

Booths  201  Through  230 


The  Artificial  Uterus 

Foam  Rubber  Protectors  for  Obstetric  Forceps 

Emanuel  M.  Greenberg,  M.D. 

New  York  City 

The  principles  underlying  the  construction  of  an 
artificial  uterus  will  be  presented  in  charts,  diagrams, 
and  models. 

Removable  foam  rubber  gauntlets  for  obstetric 
forceps  will  be  shown  in  operation  on  the  manikin. 
The  purpose  of  the  rubber  gauntlets  is  to  decrease 
the  incidence  of  forceps  marks  on  newborn  babies. 
( Booth  201) 


Physical  Medicine  in  Its  Application  to 
Problems  of  Arthritis 

William  Benham  Snow,  M.D. 

James  A.  Coss,  M.D. 

Columbia  Presbyterian  Medical  Center 
Institute  for  the  Crippled  and  Disabled 
New  York  City 

This  exhibit  demonstrates  the  importance  of  co- 
ordinating physical  measures  with  drug  therapy 
to  obtain  optimum  results  in  treatment  of  rheuma- 
toid and  osteoarthritis.  Photographs  and  diagrams 
illustrate  the  improvement  in  patients  treated  in 
this  manner.  A plan  of  organization  is  presented 
indicating  the  proper  place  of  the  general  hospital, 
the  clinic,  and  the  rehabilitation  institute  in  treat- 
ing these  patients.  ( Booth  202) 


Serum  Protein  Values  in  Infants  Fed  Soybean 
Milk 

S.  David  Sternberg,  M.D. 

I.  J.  Greenblatt,  Ph.D. 

Beth-El  Hospital 
Brooklyn 

A study  was  undertaken  by  the  authors  for  the 
purpose  of  investigating  the  serum  protein  values 
in  infants  fed  soybean  milk  during  the  first  three 
months  of  life.  The  vegetable  milk  used  in  this 
study  was  Mull-Soy  supplied  by  the  Borden  Com- 
pany. 

The  infants  studied  were  from  the  newborn 
nursery  of  the  Beth-El  Hospital,  and  the  follow-up 


was  in  the  Outpatient  Well-Baby  Clinic.  Blood 
was  drawn  for  protein  study  on  the  second  and 
fourth  days  of  life  and  then  each  month  for  the 
three  months  of  the  study.  Physical  examinations 
were  done  each  month  with  careful  appraisal  of 
growth  and  development.  The  blood  serum  pro- 
teins of  55  infants  were  used  for  a base  line  which 
ranged  from  4.2  to  7.3  Gm.  per  cent  with  an  average 
of  about  6.3  Gm.  per  cent.  Compared  with  these 
figures,  results  indicated  that  no  hypoproteinemia 
developed  in  infants  fed  soybean  milk.  Growth  and 
development  were  entirely  normal.  ( Booth  203) 

Insulin  Therapy  in  the  Patient’s  Home 

B.  S.  Stell,  M.D. 

Veterans  Administration,  Regional  Office 
Buffalo 

Since  1935,  when  Dr.  Sakel  first  used  insulin  in 
treating  mentally  ill  patients,  various  modifications 
of  his  technic  have  been  used.  World  War  II 
created  a great  demand  for  a rapid  therapeutic 
measure  so  that  smaller  doses  of  insulin  without 
the  resultant  coma  became  a necessity;  the  results 
of  such  doses  were  very  satisfactory.  To  minimize 
the  financial  burden  of  this  therapy  the  author,  in 
the  last  five  years,  has  effectively  developed  and 
utilized  the  patient’s  own  responsibility  to  inject 
himself  with  insulin  in  70  cases.  Five  charts 
provide  (1)  an  analysis  of  the  technic,  (2)  a picture 
of  one  of  the  patients,  (3)  a comparison  with  Dr. 
Sakel’s  technic,  (4)  results  of  the  therapy,  and 
(5)  spontaneous  remarks  on  the  subject  by  the 
patients.  ( Booth  205) 

Cardiac  Surgery 

John  R.  Paine,  M.D. 

Edward  Lambert,  M.D. 

Joseph  Macmanus,  M.D. 

Theodore  Jacobs,  M.D. 

Richard  W.  Egan,  M.D. 

Buffalo  General  Hospital 
Buffalo  Children’s  Hospital 
University  of  Buffalo  School  of  Medicine 
Buffalo 

Drawings,  photographs,  and  charts  present  the 
salient  diagnostic  features  of  congenital  cardiac 
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anomalies  amenable  to  surgery.  Operative  tech- 
nics, results,  and  follow-up  study  of  over  fifty  cases 
of  congenital  defects  of  the  heart  and  great  vessels 
are  described.  Experimental  surgical  approaches 
to  cardiac  lesions  under  investigation  in  the  experi- 
mental laboratory  at  the  present  time  are  reviewed. 
(Booth  206) 


Pelvic  Traction  for  Low  Back  Injuries 

Samuel  Varco,  M.D. 

Sisters  of  Charity  Hospital 
Buffalo 

Demonstration  of  a trochanter  belt  with  attached 
accessories  so  that  traction  will  be  exerted  to  the 
lower  back  by  means  of  the  pelvis.  The  belt 
provides  freedom  of  leg  movement,  permitting 
proper  nursing  care  and  avoidance  of  the  common 
complications  caused  by  Buck’s  extension  such  as 
adhesive  dermatitis,  thrombophlebitis,  and  swelling 
of  knee  and  ankle.  (Booth  207) 


Splenic  Aspiration— Hypersplenism — 
Rationale  of  Splenectomy 

Maurice  Morrison,  M.D. 

A.  A.  Samwick,  M.D. 

Joshua  P.  Rubinstein,  M.D. 

Leo  Loewe,  M.D. 

Jewish  Hospital  of  Brooklyn 
Jewish  Sanitarium  and  Hospital  for  Chronic 
Diseases 

Beth-El  Hospital 
Brooklyn 

Charts,  based  on  the  study  of  105  spleen  aspira- 
tions over  the  past  ten  years  and  supplemented  by 
color  transparencies,  photomicrographs,  and  x-ray 
copies,  will  illustrate  (1)  the  rationale,  technic,  and 
diagnostic  value  of  spleen  aspiration,  (2)  the’ques- 
tion  of  extramedullary  hematopoiesis  and  its 
relation  to  splenectomy,  and  (3)  the  question  of 
hypersplenism.  They  will  also  provide  a classifica- 
tion of  extramedullary  hematopoiesis.  ( Booth 
208) 


Cancer  of  the  Lung 

Brewster  S.  Miller,  M.D. 

New  York  State  Division,  American  Cancer  Society 
New  York  City 

Four  panels  present  pertinent  questions  and  sum- 
maries'on  the  following  topics: 

Statistics. — Comparative  statistics  on  the  rela- 
tionship of  lung  cancer  at  all  sites  prior  to  1900  to 
the  present  death  rates  of  cancer  of  the  lung  in  the 
United  States,  compared  by  sex  and  by  site. 

Epidemiology. — Analysis  of  endogenous  and  exo- 
genous factors  and  their  causal  relationship  to 
cancer  of  the  lung. 

Diagnosis. — An  outline  of  all  current  diagnostic 
procedures  for  cancer  of  the  lung  with  notes  on  their 
varying  efficacy. 

Treatment. — Indication  for  surgery  and  survival 
rates:  The  indication  for  surgery,  curative  measures 
showing  survival  rates  from  pneumonectomy,  and 
anToutline  of  several  palliative  procedures.  (Booth 
209) 


Use  of  A.C.E.  in  Treatment  of  Alcoholism 

Western  New  York  Committee  for  Education  on 
Alcoholism 

University  of  Buffalo  Information  and  Rehabilita- 
tion Center 
Buffalo 

The  possible  uses  of  A.C.E.  in  the  treatment  of 
acute  alcoholism  will  be  shown.  This  is  based  on 
work  at  the  University  of  Buffalo  Information  and 
Rehabilitation  Center,  at  other  centers,  and  in 
private  practice.  (Booth  210) 


The  County  Health  Department 

Berwyn  F.  Mattison,  M.D. 

Erie  County  Health  Department 
Buffalo 

(Booth  211) 


Experimental  Coronary  Occlusion 

Elmer  Milch,  M.D. 

Richard  W.  Egan,  M.D. 

TingWei  Hsia,  M.D. 

Walter  Zimdahl,  M.D. 

Buffalo  General  Hospital 
University  of  Buffalo  School  of  Medicine 
Buffalo 

Experimental  occlusion  of  a major  coronary 
artery  has  been  performed  on  a number  of  adult 
mongrel  dogs  with  continuous  blood  pressure  and 
electrocardiographic  recordings.  A high  percentage 
of  these  control  dogs  have  developed  cardiac 
arrhythmias  and  have  died  suddenly  from  ventric- 
ular fibrillation.  Another  comparable  group  of 
dogs  has  been  similarly  studied  with  the  addition 
of  controlled  amounts  of  intravenous  quinidine 
solution  at  the  time  of  the  occlusion.  In  the  latter 
group,  the  incidence  of  arrhythmias  and  ventricular 
fibrillation  has  been  noticeably  decreased. 

The  exhibit  will  consist  of  drawings,  photographs, 
charts,  kymographic  and  electrocardiographic  trac- 
ings, kodachrome  reproductions  of  the  technic  and 
specimens,  and  preserved  and  injected  specimens. 
A tabulation  of  the  results  of  this  investigation  and 
its  clinical  application  are  to  be  presented.  ( Booth 
212) 


Prophylactic  Anticoagulant  Therapy  in 
Surgery 

Elmer  Milch,  M.D. 

Leonard  Berman,  M.D. 

Richard  W.  Egan,  M.D. 

Buffalo  General  Hospital 
University  of  Buffalo  School  of  Medicine 
Buffalo 

A three-year  study  of  1,500  general  surgical 
patients,  with  the  criteria  for  and  mode  of  adminis- 
tration of  prophylactic  anticoagulants,  is  presented 
in  detail  by  means  of  drawings,  charts,  x-rays,  and 
photographs.  Eight  hundred  of  these  patients 
received  no  prophylactic  anticoagulants,  and  the 
incidence  of  postoperative  vascular  complications 
was  4 per  cent.  The  remainder  of  the  patients 
were  given  prophylactic  anticoagulants  in  the  im-' 
mediate  postoperative  period  with  an  incidence  of 
0.7  per  cent  of  postoperative  vascular  complications 
and  an  incidence  of  2 per  cent  of  hemorrhagic  com- 
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plications  from  the  drug  therapy.  A detailed  survey 
of  the  patients  will  be  presented.  The  criteria  of 
anticoagulant  therapy  are  noted  and  the  mode  of 
administration,  control,  and  complications  of 
therapy  tabulated.  ( Booth  213) 


Medical  Education: 

New  York  State’s  Medical  Film  Library 

Herman  E.  Hilleboe,  M.D. 

Granville  W.  Larimore,  M.D. 

New  York  State  Department  of  Health 
Albany 

Theodore  J.  Curphey,  M.D. 

Committee  on  Public  Health  and  Education 
Medical  Society  of  the  State  of  New  York 
New  York  City 
David  S.  Ruhe,  M.D. 

Medical  Film  Institute 
Association  of  American  Medical  Colleges 
New  York  City 

The  exhibit  presents  a cooperative  venture  in 
medical  education,  New  York  State’s  Medical 
Film  Library.  The  library  is  a joint  undertaking 
of  the  Office  of  Public  Health  Education  of  the  New 
York  State  Department  of  Health,  the  Subcom- 
mittee on  Medical  Film  Review  of  the  Committee 
on  Public  Health  and  Education  of  the  Medical 
Society  of  the  State  of  New  York,  and  the  Medical 
Film  Institute  of  the  Association  of  American 
Medical  Colleges.  The  library  makes  the  films 
available  without  rental  cost  to  medical  societies, 
medical  schools,  and  other  professional  organiza- 
tions. The  organization,  content,  and  operation, 
including  film  booking  procedures,  of  the  library 
are  depicted.  (Booth  214) 


Therapeutic  and  Diagnostic  Nerve  Blocks 
in  Peripheral  Vascular  Diseases 

Samuel  Feldman,  M.D. 

Joseph  Goodgold,  M.D. 

Beth-El  Hospital 

Jewish  Sanitarium  and  Hospital  for  Chronic 
Diseases 
Brooklyn 

A classification  of  the  various  therapeutic  and 
diagnostic  nerve  blocks  used  in  peripheral  vascular 
diseases  is  presented  with  descriptions  of  the  pro- 
cedures, contraindications,  and  dangers  thereof 
and  the  disease  entities  in  which  these  blocks  are 
indicated.  Photographic  illustrations  of  each  pro- 
cedure are  included  in  the  presentation.  ( Booth 
215) 


Skin  Manifestations  of  the  Acute  Infectious 
Exanthemata 

Maurice  J.  Costello,  M.D. 

Vera  B.  Dolgopol,  M.D. 

Raymond  A.  Havrilla,  M.D. 

Lewis  H.  Koplik,  M.D.  (Deceased) 

Willard  Parker  Hospital 
New  York  City 

Colored  transparencies  depict  the  evolution  and 
involution  of  the  common  acute  infectious  ex- 
anthemata. The  clinical  similarities  and  correla- 
tion of  the  various  entities  and  their  sequelae  are 
illustrated.  Significant  photomicroscopic  pictures 


are  included  where  the  causative  agents  are  specific 
and  of  corroborative  aid  in  diagnosis.  Many  of 
the  colored  transparencies  were  enlargements  taken 
from  the  collection  of  the  late  Dr.  Lewis  H.  Koplik. 
Such  confused  entities  in  recent  literature  as 
Stevens-Johnson’s  disease,  Kaposi’s  varicelliform 
eruption,  and  eczema  vaccinatum  complete  the 
differential  diagnoses  of  these  clinically  related 
entities.  (Booth  216) 


Adolescent  Schizophrenia:  A Metabolic 

Interpretation  of  the  Disorder  and  Its 
Biochemotherapy 

Mortimer  D.  Sackler,  M.D. 

Frank  CoTui,  M.D. 

Arthur  M.  Sackler,  M.D. 

Raymond  R.  Sackler,  M.D. 

Creedmoor  Institute  for  Psychobiologic  Studies 
Queens  Village 

The  clinical  picture  and  course  of  adolescent 
schizophrenia  are  presented.  Frequent  associated 
endocrine  stigmata  are  defined  and  illustrated. 
The  importance  of  early  diagnosis  and  institution 
of  physiologic  therapy  is  stressed. 

The  effectiveness  of  available  nonconvulsive 
biochemotherapies,  as  indicated  by  changes  in 
clinical  status  and  psychologic  testing  in  a series 
of  more  than  twenty  adolescent  schizophrenics,  is 
presented.  Significant  biologic  findings  associated 
with  response  to  therapy  are  demonstrated.  ( Booth 
217) 


Etiologic  Significance  of  Bacterium  coli  in 
Epidemic  and  Sporadic  Diarrhea 

Erwin  Neter,  M.D. 

Miriam  R.  Murdock 

Children’s  Hospital 

University  of  Buffalo 
Buffalo 

Recent  studies,  particularly  from  England,  have 
indicated  that  certain  serologic  types  of  B.  coli 
are  associated  with  epidemic  diarrhea  of  infants. 
Tables  and  culture  dishes  will  present  a summary 
of  the  available  literature  and  will  show  the  author’s 
observations  regarding  the  cultural  characteristics, 
isolation,  identification,  and  sensitivity  to  anti- 
biotics of  these  types  of  B.  coli.  Studies  on  the 
presence  of  these  types  in  sporadic  cases  of  infantile 
diarrhea,  their  control  by  antibiotics,  and  their 
epidemiologic  aspects  will  be  presented.  (Booth 
218) 


Gasometric  Gynography:  A New  Gynoroent- 
genologic  Technic  in  the  Diagnosis  and  Treat- 
ment of  Sterility 

Abner  I.  Weisman,  M.D. 

Martin  L.  Stone,  M.D. 

Metropolitan  Hospital 
New  York  Medical  College 
New  York  City 

A series  of  practical  illustrations  demonstrates 
the  actual  technic  of  the  combined  gas-opaque 
technic  of  gynographic  investigation  and  treat- 
ment. Demonstrations  on  the  manikin  and  x-ray 
plates  of  the  various  abnormalities  encountered 
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will  be  shown.  With  the  new  technic,  combining 
gas  and  iodized  oil,  hysterosalpingography  becomes  a 
simpler  and  safer  procedure.  ( Booth  219 ) 


Office  Diagnosis  of  Uterine  Malignancies 

Clyde  L.  Randall,  M.D. 

Richard  W.  Baetz,  M.D. 

Donald  W.  Hall,  M.D. 

Paul  K.  Birtch,  M.D. 

University  of  Buffalo 
Buffalo 

The  accuracy  and  reliability  of  cytologic  diag- 
nosis is  to  a considerable  extent  dependent  upon  the 
physician’s  method  of  obtaining  the  material  for 
study.  Photographs  and  appropriately  labeled 
drawings  are  presented  to  illustrate  what  we  believe 
to  be  proper  technics  in  obtaining  material  from  the 
cervix  for  cytologic  study.  Technics  of  endometrial 
biopsy,  with  data  illustrating  the  effectiveness  and 
the  limitations  of  this  diagnostic  procedure,  are 
also  shown.  {Booth  220) 


Ocular  Manifestations  of  Diabetes 

Prevention  of  Blindness  Service,  Commission  for 
the  Blind 

New  York  State  Department  of  Social  Welfare 
New  York  City 

Statistical  charts  give  pertinent  data  on  eye 
diseases  caused  by  diabetes  based  on  ophthalmologic 
examination.  A poster  shows  various  services 
offered  by  this  organization,  related  to  diabetes 
as  a cause  of  blindness.  {Booth  221) 


Poliomyelitis:  A Technic  for  the  Rapid 
Restoration  of  Muscle  Function 

A.  W.  Schenker,  M.D. 

Halloran  Veterans  Administration  Hospital 
Staten  Island 

Prolonged  disability  in  the  paralytic  stage  of 
poliomyelitis  constitutes  a great  challenge  faced  by 
the  medical  profession.  The  best  rehabilitation 
program  must  fail  because,  under  prevailing  condi- 
tions, the  amount  of  therapy  time  is  totally  in- 
adequate. The  technic  here  demonstrated  enables 
the  patient  to  exercise  the  involved  muscles  actively 
and  intensively  under  precisely  controlled  condi- 
tions, thus  producing  maximum  muscle  hypertrophy 
of  the  remaining  intact  muscle  fibers  in  a matter  of 
weeks  to  months.  This  intensive  exercise  may  be 
carried  out  at  home  with  only  occasional  medical 
supervision.  ( Booth  222) 


Myometrium  and  Leiomyomas  in  Carcinoma  of 
the  Endometrium 

Siegfried  Tannhauser,  M.D. 

Deaconess  Hospital 
Buffalo 

The  deviations  from  the  normal  found  in  the 
myometrium  and  leiomyomas  associated  with 
endometrial  carcinoma  are  demonstrated.  The 
microscopic  changes  consist  of  rejuvenation  of 
postmenopausal  myometrium  and  reactivation  of 
growth  of  leiomyomas;  the  gross  changes  often 
show  enlarged  uteri  and  huge  leiomyomas  instead 
of  the  atrophic  specimens  usual  in  the  postmeno- 


pausal age  group.  The  statistical  workup  shows  the 
trend  of  increased  weight  of  the  malignant  uteri 
over  the  nonmalignant  ones.  These  investigations 
appear  clinically  significant  by  emphasizing  that 
enlargement  of  the  uterus  and  growing  leiomyomas 
in  the  postmenopausal  age  should  arouse  suspicion 
of  malignancy.  ( Booth  223) 


Medical  Procedure  in  Workmen’s 
Compensation 

Willis  M.  Weeden,  M.D. 

New  York  State  Workmen’s  Compensation  Board 
New  York  City 

Documents  used  in  preparing  a case  in  com- 
pensation; the  relationship  of  the  physician  to  the 
case;  the  various  steps  followed,  illustrating  the 
importance  and  urgency  of  the  medical  reports; 
the  interrelationship  of  (1)  the  attending  physician, 
(2)  the  carrier’s  physician,  (3)  the  State  examiner, 
and  (4)  possible  consultants. 


Special  Exhibit  Relating  to  the  New  Dis- 
ability Law 

This  includes  pertinent  parts  of  the  law:  the 

physician’s  part  under  the  new  law;  his  relationship 
to  his  patients  and  the  assistance  he  will  render  to 
them  in  filing  claims;  the  method  to  be  used  in 
evaluating  periods  of  disability  and  the  importance 
of  accurate  diagnoses  and  prognoses;  forms  to  be 
used  and  possible  methods  of  deciding  contested 
cases.  {Booth  224) 


Observations  on  the  Recognition  of  Recurrent 
Nerve  Injury  During  Thyroidectomy 
and 

Treatment  of  Bilateral  Abductor  Paralysis  of 
the  Vocal  Cords  Following  Thyroidectomy 

John  Ambrusko,  M.D. 

Buffalo  General  Hospital 
DeGraff  Memorial  Hospital 
University  of  Buffalo  School  of  Medicine 
Buffalo 

Six  dogs  were  operated  upon  under  Pentothal 
anesthesia.  With  the  vocal  cords  under  direct 
constant  observation  the  recurrent  laryngeal  nerves 
were  exposed,  clamped,  and  cut  and  the  resultant 
changes  in  the  vocal  cords  noted  and  recorded. 
Intralaryngeal  arytenoidectomy  was  then  carried 
out  and  the  results  recorded.  This  method  and  an 
alternate  method  of  thyrotomy  and  arytenoidectomy 
were  then  attempted  clinically  and  the  results 
recorded. 

* '•  Five  illustrations  show  the  positions  of  the  vocal 
cords.  Six  or  eight  illustrations  show  two  methods 
of  arytenoidectomy.  ( Booth  225) 


New  York  Amputees  and  Amputations 

Sigmund  Epstein,  M.D. 

New  York  City 

A series  of  prints  of  amputees  before  1900,  from 
the  Great  Lakes  to  the  sea,  will  be  accompanied  by 
histories  of  the  cases  illustrated.  {Booth  226) 
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The  Effect  of  Hormonal  Imbalance  on 
Osseous  Metastases  of  Mammary  Carcinoma 

Julian  B.  Herrmann,  M.D. 

Montefiore  Hospital 
New  York  City 

The  production  of  hormonal  imbalance  has 
benefited  some  men  and  women  with  advanced 
breast  cancer.  Imbalance  may  be  produced  in  women 
by  roentgen  or  surgical  castration,  by  pituitary 
irradiation,  or  by  administering  estrogens  or  andro- 
gens and  in  men  by  orchiectomy  or  by  the  adminis- 
tration of  estrogens.  Each  method  has  its  indica- 
tions and  contraindications.  Recalcification  of 
osteolytic  lesions,  amelioration  of  pain,  and  regres- 
sion of  soft  tissue  lesions  are  some  of  the  favorable 
results.  The  steroid  sex  hormones  may  produce 
undesirable  effects,  the  most  serious  of  which  is 
toxic  hypercalcemia.  Surgery  is  the  treatment  for 
operable  breast  cancer;  roentgenotherapy  and 
hormonal  imbalance  for  inoperable,  recurrent,  and 
metastatic  disease.  ( Booth  227) 


Complete  Care  of  Patients  with  Harelip  and 
Cleft  Palate 


Herbert  Conway,  M.D. 

Cornell  University  Medical  College 
New  York  Hospital 
New  York  City 

Such  care  necessitates  the  interrelated  services  of 
a team  of  specialists  comprised  of  plastic  surgeon, 
orthodontist,  speech  therapist,  dentist,  child  psy- 
chologist, and  social  service  worker.  The  individual 
who  undertakes  the  care  of  these  patients  should 
have  at  his  disposal  the  means  for  the  complete 
care  of  the  patients  from  birth  until  the  goal  of 
completed  therapy  has  been  reached.  This  goal 
includes  good  dentition  without  noticeable  deformity 
and  with  acceptable  speech.  Photographs  demon- 
strate the  many  facets  of  treatment  of  these  anom- 
alies. A narrative  of  the  technical  services 
rendered  by  a team  of  specialists  in  harelip  and  cleft 
palate  accompanies  the  photographs.  ( Booth 


Culdoscopic  Technic 

Albert  Decker,  M.D. 

New  York  Polyclinic  Medical  School  and  Hospital 
New  York  City 

Culdoscopy  is  a method  of  pelvic  examination 
whereby  an  electrically  lighted  telescope  is  inserted 
into  the  pelvis  by  means  of  puncture  through  the 
cul-de-sac  of  Douglas.  The  puncture  and  examina- 
tion are  made  in  the  knee-chest  position.  This 
method  is  valuable  in  the  diagnosis  of  atypical 
ectopic  pregnancy,  endometriosis,  unexplained  infer- 
tility, and  other  obscure  pelvic  pathologic  processes. 
The  technic  is  illustrated  by  pictures  and  drawings. 

A technic  for  colpoceliocentesis,  cul-de-sac  need- 
ling, that  has  many  advantages  over  the  method 
usually  employed  is  illustrated  by  drawings. 

( Booth  229 ) 

Irradiation  of  Cancer  with  the  Use  of  a Lead- 
Rubber  Grid 

Hirsch  Marks,  M.D. 

New  York  City  Cancer  Institute 
New  York  City 

The  use  of  a lead-rubber  grid  which  allows  up  to 
40  per  cent  transmission  of  the  air  dose  enabled  the 
author  to  administer  very  high  doses  of  the  order 
of  20,000  to  30,000  r by  fractionated  therapy. 
The  grid  is  placed  over  the  area  to  be  irradiated 
in  a chess-board  or  sieve  pattern,  and,  by  these 
means,  healing  and  resolution  have  been  obtained 
in  such  difficult  sites  as  the  vulva  and  the  bladder. 

The  method  will  be  illustrated  by  samples  of  the 
different  size  grids  used,  photographs  of  films  placed 
in  a phantom  depicting  the  streamers  of  x-rays 
traversing  the  phantom,  tables  of  depth  dose  charts, 
photographs,  photomicrographs,  and  films  of  eight 
patients  displaying  (1)  metastatic  carcinoma  in  the 
left  supraclavicular  region,  (2)  carcinoma  of  lips 
and  buccal  mucosa,  (3)  mediastinal  Hodgkin’s  dis- 
ease with  extension  to  left  lung  and  left  supraclavic- 
ular region,  (4)  ulcerated  metastatic  carcinoma  of 
inguinal  region,  primary  in  the  anus,  (5)  metastatic 
carcinoma  in  the  supraclavicular  and  infraclavicular 
regions,  primary  in  the  breast,  (6)  advanced  intra- 
oral carcinoma  with  regional  metastases,  (7)  car- 
cinoma of  the  extrinsic  larynx  with  regional  metas- 
tases, and  (8)  extravesicular  extension  of  a car- 
cinoma of  the  urinary  bladder,  after  partial  cystec- 
tomy. ( Booth  230) 


Parlor  G,  Mezzanine  Floor 


Common  Errors  in  Chest  Diagnosis 

Maurice  M.  Maltinsky,  M.D. 

Rochester 

In  order  to  emphasize  and  point  up  the  role  of  the 
general  practitioner  as  the  first  line  of  defense  in  the 
detection  of  apparent  and  camouflaged  diseases  of 
the  chest,  various  related  and  unrelated  conditions 
will  be  shown.  X-rays,  charts,  and  other  illus- 
trations will  be  employed  to  spotlight  the  important 
signposts  along  the  road  to  a correct  diagnosis  and 
delaying  detours  to  be  avoided.  ( Parlor  G) 

Membership  Exhibit 

Vincent  E.  Fischer,  M.D. 

New  York  State  Academy  of  General  Practice 
Rochester 


Display  of  literature,  charts,  and  emblem. 
( Parlor  G) 


New  York  State  Medical  Library 

New  York  State  Department  of  Education 

Albany 

Books,  journals,  posters,  material  of  historic 
interest  in  the  field  of  medicine  in  the  State  of  New 
York.  This  exhibit  is  arranged  to  celebrate  the 
three  anniversaries  which  fall  in  1951:  the  145th 
of  the  Medical  Society  of  the  State  of  New  York, 
the  fiftieth  of  the  New  York  State  Journal  of 
Medicine,  and  the  sixtieth  of  the  State  Medical 
Library.  ( Parlor  G) 
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Seventeenth  Floor 


Voluntary  Prepaid  Blue  Shield  Plans 

George  P.  Farrell 

Bureau  of  Medical  Care  Insurance 

Medical  Society  of  the  State  of  New  York 

New  York  City 

A colored  map  of  New  York  State  indicates  areas 
served  by  each  of  the  six  plans.  Graphs  illustrate 
growth  in  enrollment  and  benefits  to  members. 

Public  Relations  Bureau 

Medical  Society  of  the  State  of  New  York 

New  York  City 

Illustrations  and  charts  will  show  the  growth  of 
public  services  on  the  part  of  county  medical 
societies  within  the  State  of  New  York  and  will 
demonstrate  the  tendency  to  emphasize  the  positive 
side  of  public  relations. 

The  Directory 

Medical  Society  of  the  State  of  New  York 

New  York  City 

Your  1951  “Blue  Book”  Directory  is  devoted  to 
the  latest  data  on  the  physicians  and  hospitals  in 


the  State  of  New  York.  This  edition  includes 
many  new  features  which  will  enhance  its  value  as 
a reference  volume.  You  will  find  scientific  data  to 
which  the  physician  frequently  refers  and  general 
information,  such  as  the  regulations  of  the  Work- 
men’s Compensation  Law,  the  requirements  for 
registration  of  births  and  deaths,  and  the  reporting 
of  communicable  diseases,  as  well  as  complete 
information  on  your  State  Medical  Society. 

New  York  State  Journal  of  Medicine 

Medical  Society  of  the  State  of  New  York 
New  York  City 

The  New  York  State  Journal  of  Medicine, 
in  its  fifty-first  year  of  publication,  is  designed  to 
bring  the  latest  advances  in  medical  knowledge  to 
the  attention  of  the  physicians  of  the  State.  The 
Journal  exhibit  is  intended  to  demonstrate  the  vol- 
ume and  variety  of  material  published  annually 
and  the  progress  and  growth  of  the  Journal  in 
recent  years,  e.g.,  from  778  pages  of  scientific 
text  in  1945  to  1,238  pages  in  1950,  an  increase  of 
60  per  cent.  In  the  second  half-century  of  publica- 
tion of  the  Journal  the  editors  and  staff  will 
endeavor  to  continue  to  serve  you  and  the  interests 
of  medicine  in  New  York  State. 


AN  OUTSTANDING  feature  of  the  145th  Annual  Meeting  at  the  Hotel  Staffer  in 
Buffalo  will  be  the  technical  exhibits  on  the  17th  floor.  Staffed  by  experts  in  then- 
fields  who  will  at  all  times  be  ready  to  answer  your  questions  concerning  the  latest  develop- 
ments in  pharmaceuticals,  surgical  instruments,  and  equipment,  the  exhibiting  firms  feel 
that  they  have  a great  deal  to  offer  you.  In  return  they  will  appreciate  your  interest  in 
their  displays.  It  should  be  repeated  here  that  the  technical  exhibitors,  who  are  charged 
for  their  space,  contribute  largely  toward  paying  the  expenses  of  your  meeting.  They 
support  us— let  us  in  return  support  them  by  visiting  the  17th  floor.  You  will  not  regret 
the  time  spent  there. 

A list  of  the  exhibitors  and  what  they  have  to  show  you  follows: 


Abbott  Laboratories,  North  Chicago,  Illinois  (Booth 
19),  will  exhibit  a number  of  their  leading  products 
such  as  Abbocillin-DC,  600,000  units  of  penicillin  in 
a 1-cc.  cartridge;  Sucaryl  Sodium,  a noncaloric, 
heat-stable  sweetening  agent;  Di-Paralene  Hydro- 
chloride, long-acting  antihistaminie  of  low  toxicity; 
Norisodrine  Sulfate,  for  oral  inhalation  with  the 
Aerohaler  to  reduce  bronchospasm  in  asthma,  and 
Optilets,  therapeutic  formula  vitamin  tablets. 

The  Alkalol  Company,  Taunton,  Massachusetts 
(Booth  73),  will  feature  Alkalol,  the  balanced, 
alkaline,  saline  solution  for  the  treatment  of  mucous 
membranes  and  irritated  tissues.  It  is  bland,  non- 
toxic, and  effective  and  has  been  a favorite  since 
1896.  We  are  also  showing  Irrigol,  a powder  which 
in  solution  makes  an  aseptic,  slightly  astringent 
vaginal  douche.  It  is  widely  used  also  for  colonic 
irrigations  and  as  an  effective  rectal  enema. 


A.  S.  Aloe  Company,  St.  Louis,  Missouri  (Booth  54). 
Your  New  York  Aloe  representative  will  greet  you  at 
this  booth  where  he  will  have  on  display  a cross  sec- 
tion of  the  surgical,  x-ray,  and  laboratory  equip- 
ment and  supplies  carried  by  the  world’s  largest 
surgical  supply  house.  You  will  be  especially  in- 
terested in  the  new  Steeline,  the  most  modern  treat- 
ment room  furniture  ever  offered  to  the  medical 
profession. 

American  Journal  of  Medicine,  New  York  (Booth 
61),  cordially  invites  you  to  review  The  Green  Jour- 
nal edited  by  23  professors  of  medicine  and  present- 
ing two  symposia  yearly,  20  hospital  staff  confer- 
ences, two  series  of  seminars,  abstracts  of  three 
clinical  investigation  society  reports,  and  hundreds 
of  original  articles  from  outstanding  authors  in  every 
part  of  this  country. 
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The  Armour  Laboratories,  Chicago,  Illinois  (Booth 
58),  will  welcome  members  of  the  Medical  Society  of 
the  State  of  New  York  to  visit  their  exhibit  while  at- 
tending the  annual  convention.  Information  and 
literature  on  many  new  items  in  the  field  of  endo- 
crinology recently  made  available  to  the  medical 
profession  by  The  Armour  Laboratories  may  be 
secured  at  the  Armour  booth. 

Ayerst,  McKenna  & Harrison,  Limited,  New  York 
(Booth  53).  Physicians  attending  the  145th  An- 
nual Meeting  of  the  Medical  Society  of  the  State  of 
New  York  are  cordially  invited  to  visit  the  Ayerst 
booth.  Our  representatives  will  be  happy  to 
answer  your  inquiries  relative  to  Premarin,  Premarin 
with  Methyltestosterone,  and  all  other  Ayerst 
specialties. 

The  Borden  Company,  New  York  (Booth  14) 
Borden  representatives  will  be  more  than  pleased  to 
discuss  a new  powdered  infant  food  with  you. 
Bremil  is  a completely  modified  milk  in  which  nu- 
tritionally essential  elements  of  cow’s  milk  have 
been  adjusted  in  order  to  supply  the  nutritional  re- 
quirements of  infants  deprived  of  human  milk. 
Also  exhibited  will  be  Mull-Soy,  Dryco,  Biolae,  and 
other  prescription  products. 

Brewer  & Company,  Inc.,  Worcester,  Massachu- 
setts (Booth  25).  This  exhibit  consists  of  special- 
< ies  centering  around  Thesodate,  the  original  enteric- 
coated  tablet  of  Theobromine  sodium  acetate,  and 
Luasmin,  a combination  of  theophylline  sodium 
acetate,  phenobarbital,  and  ephedrine  for  the 
treatment  of  asthma.  Also,  Brewer  capsulates 
and  ampules,  other  specialties  including  Soduxin 
(Sodium  Succinate — Brewer),  and  standard  pharma- 
ceuticals manufactured  by  Brewer  & Company, 
Inc.,  including  a complete  line  of  vitamin  prepara- 
tions for  internal  use  and  injection.  Gel-ets,  the 
newest  mode  in  oral  vitamin  therapy,  and  Amchlor 
are  also  featured.  In  addition,  the  company’s 
representatives  will  feature  Asteric,  a special  enteric- 
coated  aspirin  for  massive  dosages,  and  the  two 
newest  Gel-ets,  Phob  (phenobarbital)  and  Diethyl- 
stilbestrol,  in  various  strengths.  Literature  will  be 
available  on  the  new  Brewer  specialty,  Injectable 
Quinidine  Hydrochloride. 

Buffington’s,  Inc.,  Worcester,  Massachusetts  (Booth 
65),  will  exhibit  some  of  the  newer  developments  in 
the  pharmaceutical  field.  Representatives  of  the 
company  will  be  in  attendance  to  discuss  the  various 
products  with  visiting  physicians. 

Burroughs  Wellcome  & Company  (U.S.A.)  Inc., 
Tuckahoe,  New  York  (Booth  28).  Intermediate- 
acting Globin  Insulin  “B.  W.  & Co.”  will  be  a feature 
product.  Globin  Insulin,  a clear  solution  which  re- 
quires no  preliminary  shaking,  is  now  official  in  the 
U.S.P.,  the  only  intermediate-acting  insulin  to  re- 
ceive this  recognition.  Also  featured  will  be  Pera- 
zil  brand  Chlorcyclizine  Hydrochloride,  the  chemi- 
cally different  antihistaminic  distinguished  by  its 
long  action  and  low  incidence  of  side-effects,  and 
Empiral,  which  combines  the  well-known  analgesic 
action  of  Tabloid  Emperin  Compound  with  the 
sedative  action  of  phenobarbital. 

Cambridge  Instrument  Company,  Inc.,  New  York 
(Booth  67).  In  this  booth  you  will  find  the  well- 
known  Cambridge  Simpli-Scribe  Model  Direct- Writ- 
ing Portable  Electrocardiograph,  the  Cambridge 
Standard  String  Galvanometer  Electrocardiograph, 


both  in  the  Simpli-Trol  Portable  and  the  Mobile 
Model  Electrocardiograph-Stethograph  with  Pulse 
Recorder.  Also  exhibited  will  be  the  Cambridge 
Electrokymograph,  Cambridge  Plethysmograph, 
Cambridge  Educational  Cardioscope  and  the  Cam- 
bridge Explosion-Proof  Cardioscope  for  use  in  the 
operating  room.  The  Cambridge  engineers  in  at- 
tendance will  be  glad  to  discuss  your  problems  and 
make  recommendations  accordingly. 

Camel  Cigarettes,  New  York  (Booths  42  and  43), 
will  feature  color  slides  of  background  data  from 
their  newest  research.  After  weekly  examinations 
of  the  throats  of  hundreds  of  men  and  women  smok- 
ing Camel  cigarettes  exclusively  for  thirty  days, 
throat  specialists  reported  “Not  one  single  case  of 
throat  irritation  due  to  smoking  Camels.” 

Carnation  Company,  Los  Angeles,  California  (Booth 
6),  cordially  invites  you  to  visit  its  booth  where  you 
will  see  an  attractive  display  on  Carnation  Evapo- 
rated Milk,  “the  milk  every  doctor  knows.”  Some 
valuable  information  on  the  use  of  this  milk  for  in- 
fant feeding,  child  feeding,  and  general  diet  will  be 
presented,  and  the  method  by  which  Carnation  is 
generously  fortified  with  pure  crystalline  Vitamin 
D,  400  U.S.P.  units  per  reconstituted  quart,  will  be 
explained.  Interesting  literature  will  also  be  avail- 
able for  distribution. 

Ciba  Pharmaceutical  Products,  Inc.,  Summit,  New 
Jersey  (Booth  38),  invites  you  to  visit  its  exhibit 
which  will  feature  Pyribenzamine  in  the  treatment 
of  drug  dermatoses,  showing  the  action  of  this  ef- 
fective antihistaminic  when  absorbed  through  dam- 
aged skin  and  by  oral  administration.  Representa- 
tives in  attendance  will  be  glad  to  answer  questions 
about  Pyribenzamine  and  other  Ciba  products  used 
in  dermatology. 

The  Coca-Cola  Company,  Atlanta,  Georgia  (Booth 
76).  Ice-cold  Coca-Cola  served  through  the  cour- 
tesy and  cooperation  of  The  Coca-Cola  Bottling 
Company  of  New  York,  Inc.,  and  The  Coca-Cola 
Company. 

Commercial  Solvents  Corporation,  New  York 
(Booth  34).  CSC  Pharmaceuticals  will  display  its 
latest  antibiotic  preparations.  Featured  will  be 
new  products  containing  antibiotics  in  combination 
which  are  more  effective,  due  to  synergism,  than 
one  antibiotic  alone. 

Davies,  Rose  & Company,  Limited,  Boston,  Mas- 
sachusetts (Booth  18),  cordially  invites  the  mem- 
bers of  the  Medical  Society  of  the  State  of  New 
York  to  visit  its  booth.  The  firm’s  representative, 
Mr.  H.  V.  Ome,  will  be  there  to  greet  you  and  to 
explain  about  its  laboratory  productions. 

Desitin  Chemical  Company,  Providence,  Rhode  Is- 
land (Booth  46).  Desitin  ointment  combines  high- 
est potency  crude  Norwegian  cod  liver  oil,  zinc 
oxide,  and  talcum  in  a lanolin  petrolatum  base. 
Desitin  ointment  excels  in  the  treatment  of  trau- 
matic injuries.  It  is  not  liquefied  at  body  tempera- 
ture nor  decomposed  by  secretions.  It  contains  no 
phenol  or  other  harsh  irritants;  it  is  soothing  and 
emollient.  Indications:  postoperative  dressings, 

diabetic  and  varicose  ulcers,  burns,  sunburn,  slow- 
healing  wounds,  bedsores,  chafing,  abrasions,  lacera- 
tions, and  diaper  rash.  Desitin  powder  is  a unique 
medicinal  toilet  powder  containing  zinc  oxide, 
magnesium  oxide,  and  talcum,  being  saturated  with 
cod  liver  oil. 


April  1,  1051  ] 


TECHNICAL  EXHIBITS 


875 


Doho  Chemical  Corporation,  New  York  (Booth  44), 
and  its  subsidiary,  Mallon  Chemical  Corporation, 
makers  of  Auralgan,  O-Tos-Mo-San  and  Rectalgan, 
are  proud  to  announce  their  new  nasal  decongestant, 

| Rhinalgan,  a balanced  formulation  of  two  active 
chemical  compounds  that  gives  prolonged  vasocon- 
striction used  as  a spray,  in  their  patented  Dohony 
, Spray-O-Mizer  (combination  dropper  and  spray), 
pleasant  tasting,  with  no  systemic  effect  (pressor  or 
I respiratory),  and  can  be  safely  used  for  infants  and 
children.  Their  representatives  will  be  happy  to  ex- 
plain the  merits  of  Rhinalgan  and  distribute  samples 
of  this  innovation. 


Dome  Chemicals  Incorporated,  New  York  (Booth  3). 
The  House  of  Dome  cordially  invites  you  to  examine 
Kol  Pix  A and  D,  new  whole  crude  coal  tar  products 

(with  the  black  color  disguised  and  incorporated  in  a 
washable  base;  also  Domogyn,  an  acid  therapeutic 
■I  vaginal  douche  powder  for  leukorrhea,  feminine 
ij  hygiene,  and  common  forms  of  vaginitis. 


Eaton  Laboratories,  Inc., 

Norwich,  New  York  (Booth 
30),  introduces  a new  topical 
fungicide  with  a wide  anti- 
mycotic spectrum : Fura- 

spor  Cream.  Other  Eaton  specialties  include 
Furacin  Soluble  Dressing,  Furacin  Solution,  Furacin 
Anhydrous  Ear  Solution,  Furacin  Vaginal  Supposi- 
tories, Furacin  Nasal,  Furacin  Ophthalmic  Liquid, 
Furacin  Ophthalmic  Ointment,  Foralamin,  Tripa- 
zine,  Aspogen,  Paracin,  Lorophyn  Suppositories,  and 
Lorophyn  Jelly. 


Hanovia  Chemical  and  Manufacturing  Company, 

Newark,  New  Jersey  (Booth  49).  Stop  in  and  see 
Hanovia’s  new  outstanding  short  wave  diathermy 
machine  and  become  acquainted  with  the  new  self- 
lighting  ultraviolet  lamps  for  general  and  local  ap- 
plication, black  light  for  diagnostic  purposes,  germi- 
cidal lamps  for  the  destruction  of  airborne  bacteria, 
and  sol  lux  radiant  heat  lamps. 

Holland-Rantos  Company,  Inc.,  New  York  (Booth 
16).  Ask  H-R  representatives:  (1)  why  it  is  to 

your  advantage  and  that  of  patients  to  specify 
Koromex  Diaphragms,  Jelly,  and  Cream  for  de- 
pendable conception  control;  (2)  why  Nylmerate 
Jelly  is  so  effective  in  treatment  of  vaginal  tri- 
chomoniasis and  moniliasis;  (3)  what  other  H-R 
products  would  be  useful  in  your  practice. 

Jeffrey-Fell  Company,  Buffalo,  New  York  (Booth 
13),  distributor  of  medical  equipment,  supplies,  and 
surgical  instruments,  will  display  new  items  of  in- 
terest to  those  in  all  branches  of  medicine  and  sur- 
gery. 

“Junket”  Brand  Foods,  Little  Falls,  New  York 
(Booth  75).  Essential  facts  on  the  chemistry  of  the 
rennet  enzyme  and  the  nutritional  significance  and 
psychologic  value  of  rennet  desserts  in  the  diets  of 
infants  and  adults  will  be  explained.  The  enzy- 
matic action  of  rennet  in  producing  softer,  finer, 
more  readily  digestible  milk  curds  is  illustrated  by 
enlarged  photos.  Literature  giving  the  dietary  ap- 
plications of  rennet  products  is  available  for  your 
reference. 


Fellows  Medical  Manufacturing  Company,  Inc., 

I'  New  York  (Booth  55),  cordially  invites  you  to  visit 
I its  exhibit  for  information  on  the  latest  products  de- 
veloped in  its  laboratories.  Chloral  Hydrate  Cap- 
i sules  Fellows  will  be  featured — at  long  last  Cap- 
sules of  Chloral  Hydrate,  completely  odorless  and 
||  tasteless.  Other  products  on  exhibit:  Fellow-Sed, 

I Fellows  Sedative  Elixir,  chloral  hydrate  potentiated 
by  calcium  bromide,  presented  in  an  aromatic  sugar- 
, free  vehicle  which  successfully  masks  the  odor  and 
j taste  of  chloral  hydrate;  Erqua  Tablets  and  Liquid, 
sodium  salicylate  and  Menadione  for  safer  salicylate 
f therapy;  ArBeC  Suppositories,  Fellows  Amino- 
phylline-Barbiturate  Compound  in  a newly  de- 
l|  veloped  base  for  prompt  relief  and  rest  in  asthmatic 
j,  conditions. 


General  Electric  X-ray  Corporation,  Milwaukee, 
j Wisconsin  (Booth  8),  manufacturers  of  complete 
I x-ray  equipment  from  portable  diagnostic  to  2,000,- 
; 000-volt  therapy  apparatus,  electrocardiograph, 
| diathermy,  x-ray  accessories  and  supplies.  GE’s 
, service  is  available  to  you  at  more  than  60  offices 
I throughout  the  United  States  and  Canada.  Why 
not  discuss  your  particular  problems  with  us? 


Gerber  Products  Company,  Fre- 
mont, Michigan  (Booth  74). 
Gerber’s  three  distinctive  baby 
cereals  give  you  prescription 
selectivity  plus  variety  for  your 
patients.  One-at-a-time  intro- 
duction lowers  the  incidence  of 
cereal  grain  allergic  manifesta- 
tions. Gerber’s  is  a complete 
cereals,  Strained  and  Junior 
fruits,  vegetables,  and  meat-soups  plus  Gerber- 
Armour  meats.  Come  to  see  us  at  our  booth. 


baby  food  service: 


The  Kelley-Koett  Manufacturing  Company,  Co- 
vington, Kentucky  (Booths  59  and  60),  extends  to 
each  doctor  at  the  meeting,  along  with  his  guests,  a 
cordial  invitation  to  see  and  inspect  the  Keleket  x- 
ray  automatic  generator  control  and  latest  tilt  table. 
Your  local  Keleket  sales  service  representative  is 
desirous  of  demonstrating  and  fully  explaining  the 
latest  and  most  modern  Keleket  x-ray  equipment, 
x-ray  accessories  and  supplies. 

Lederle  Laboratories  Division,  American  Cyanamid 
Company,  New  York  (Booth  2),  cordially  invites 
you  to  visit  its  exhibit  where  you  will  find  represent- 
atives who  are  prepared  to  give  you  the  latest  in- 
formation on  Lederle  products. 

The  Liebel-Flarsheim  Company,  Cincinnati,  Ohio 
(Booth  33).  Liebel-Flarsheim  diathermy  and  Bovie 
electrosurgical  apparatus  will  be  on  display  for 
examination  and  demonstration.  Capable  repre- 
sentatives of  the  Geo.  Wm.  Finegan  organization 
will  be  on  hand  at  all  times  to  answer  your  questions 
about  Liebel-Flarsheim  equipment.  We  hope  you 
will  stop  by  so  that  they  may  become  acquainted. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana 
(Booth  1).  Your  Lilly  medical  service  representa- 
tive cordially  invites  you  to  visit  the  Lilly  exhibit. 
Many  new  therapeutic  developments  will  be  featured, 
and  literature  on  these  products  will  be  available. 
Visiting  physicians  will  be  aided  in  every  way 
possible. 

M & R Dietetic  Laboratories,  Similac  Division, 

Columbus,  Ohio  (Booth  50).  Our  representatives 
for  Similac  and  Cerevim  will  appreciate  the  op- 
portunity to  discuss  with  you  the  merits  and  use  of 
our  products  in  the  field  of  infant  and  child  nutri- 
tion. 
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The  S.  E.  Massengill  Company,  Inc.,  Bristol,  Ten- 
nessee (Booth  47),  calls  attention  to  its  display 
which  shows  comparative  advantages  of  dual  and 
triple  sulfonamide  combinations.  This  exhibit 
offers  an  excellent  opportunity  for  a discussion  of 
the  sulfonamide  story.  Medical  service  representa- 
tives of  the  company  will  be  pleased  to  register  you 
for  literature  and  samples  on  a number  of  this 
company’s  specialties. 

Mead  Johnson  & Company,  Evansville,  Indiana 
(Booth  24).  Dextri-Maltose,  Oleum  Percomor- 
phum,  Pablum,  Pabena,  Olac,  and  other  Mead 
products  used  in  infant  nutrition  will  be  on  display 
at  the  Mead  Johnson  exhibit  at  your  Medical  So- 
ciety of  the  State  of  New  York  meeting.  Protenum, 
a new  high  protein  product,  will  be  displayed. 
Also,  Lonalac,  for  low  sodium  diets. 

Medical  Film  Guild,  Ltd.,  New  York.  “Medical 
Films  That  Teach”  presents  a refresher  course  in 
fundamental  medical  problems.  Each  film  subject 
is  produced  in  the  manner  of  a textbook,  profusely 
illustrated,  offering  information  comparable  to  that 
found  in  postgraduate  courses  as  presented  at  our 
leading  medical  schools.  These  films  review  such 
subjects  as  Urinary  Infections:  Bacterio- Pathology 

and  Treatment.,  Allergy-Immunology  and  Treatment, 
The  Inner  Ear,  A Clinic  on  Deafness,  Function  of 
the  Ear  in  Health  and  Disease,  A natomy  of  the  Ear, 
Cervicitis — Diagnosis — Etiology — Treatment,  Man- 
agement of  the  Failing  Heart,  Arterial  Blood  Pres- 
sure, Rheumatoid  Arthritis,  and  many  others. 
These  films  are  available  at  no  charge  to  intern 
groups,  hospital  staff  conferences,  limited  nurses’ 
groups,  and  to  general  medical  meetings.  This  in- 
cludes projection  service  at  no  charge  and  is  ar- 
ranged through  grants  for  postgraduate  instruction. 

The  Wm.  S.  Merrell  Company,  Cincinnati,  Ohio 
(Booth  66),  announces  Bentyl  Hydrochloride,  a high 
milligram  potency  non-narcotic  antispasmodic  with 
twofold  musculotropic  and  neurotropic  action.  Ef- 
fective therapeutically  without  central  nervous 
stimulation  or  atropine-like  side-effects. 

Mezger  Pharmacal  Company,  Inc.,  Roslyn  Heights, 
New  York  (Booth  56),  will  feature  Oxyfax  (brand  of 
oxytropic  factors)  and  Lipofax  (brand  of  lipotropic 
factors)  for  comprehensive  medical  treatment  of 
atherosclerosis.  Oxyfax  capsules  and  Lipofax  tab- 
lets attack  the  biochemical  causes  underlying  this 
commonest  form  of  arteriosclerosis,  ensuring  opti- 
mum control  of  hypercholesterolemia,  hyperlipemia, 
and  fatty  vascular  deposits.  Literature  for  physi- 
cians on  request. 

Philip  Morris  & Company,  New  York  (Booth  21), 
will  show  the  results  of  research  on  the  irritant  ef- 
fects of  cigarette  smoke.  These  results  show  con- 
clusively that  Philip  Morris  are  less  irritating  than 
other  cigarettes.  An  interesting  demonstration  will 
be  made  on  smokers  at  the  exhibit  which  will  show 
the  difference  in  cigarettes. 

The  C.  V.  Mosby  Company,  St.  Louis,  Missouri 
(Booth  57),  cordially  invites  you  to  visit  its  booth 
where  many  new  books  will  be  available  for  your 
leisure  observation.  Included  among  these  are 
Meakins,  Practice  of  Medicine;  Adler,  Physiology  of 
the  Eye;  Almeyda,  Major  Symptoms  in  Clinical 
Medicine;  Herrmann,  Methods  in  Medicine;  Dodson, 
Urological  Surgery;  Berman,  Principles  of  Surgery; 
Clecldey,  Mask  of  Sanity,  plus  many  others.  Come 
in  and  browse. 


National  Dairy  Council,  Chicago,  Illinois  (Booth 
26).  “A  Guide  to  Good  Eating”  is  the  theme  of  the 
display  being  shown  by  the  National  Dairy  Coun- 
cil. Full  color  photographs  of  the  seven  basic  food 
groups  are  shown  with  the  daily  requirements 
needed  for  good  nutrition.  Action  is  incorporated 
into  exhibit  by  a figure  pointing  to  the  different  food 
groups.  Portfolios  of  Dairy  Council  material  are 
also  on  display  at  the  booth. 

The  National  Drug  Company,  Philadelphia,  Penn- 
sylvania (Booth  27),  cordially  invites  you  to  at- 
tend its  booth.  On  exhibit  will  be  a number  of 
National’s  leading  products,  namely,  Resinat, 
Protinal  Powder,  A VC  Improved,  Ammivin,  Benat 
with  Ba,  D-T-P,  and  Natolone.  Representatives 
will  be  available  to  discuss  with  physicians  the  fea- 
tures of  any  of  these  products  and  will  be  glad  to 
answer  any  questions  concerning  National’s  vast 
array  of  pharmaceutic  and  biologic  products. 

Ortho  Pharmaceutical  Corporation,  Raritan,  New 
Jersey  (Booth  71),  cordially  invites  you  to  visit  its 
booth.  Featured  will  be  the  Ortho  Kit,  a new, 
convenient,  and  complete  kit  containing  the  re- 
quisites for  conception  control  in  a beautiful  woven 
plastic  zippered  purse.  New  products  displayed 
will  include  Diffusin  (hyaluronidase),  Masse’ 
Nipple  Cream,  and  other  new  gynecic  pharmaceuti- 
cals. 

Parke,  Davis  and  Company,  Detroit,  Michigan 
(Booth  41).  Members  of  our  medical  service  staff 
will  be  in  daily  attendance  at  our  commercial  ex- 
hibit for  consultation  and  discussion  of  the  various 
products  listed  in  our  pharmaceutic,  antibiotic,  and 
biologic  catalog.  Important  specialties,  such  as 
Chloromycetin,  penicillin  S-R,  Benadryl,  vitamins, 
ocycel,  thrombin  topical,  influenza  virus  vaccine, 
and  others  will  be  featured.  You  are  most  cor- 
dially invited  to  visit  our  exhibit  with  the  assurance 
that  your  personal  interest  will  indeed  be  very 
much  appreciated. 

Pet  Milk  Company,  St.  Louis,  Missouri  (Booth  35). 
Specially  trained  representatives  will  be  in  attend- 
ance to  discuss  the  use  of  Pet  Milk  in  infant  feeding 
and  to  present  many  services  that  are  time  savers 
for  busy  physicians.  Miniature  Pet  Milk  cans 
will  be  given  to  visitors  at  the  exhibit. 

Chas.  Pfizer  & Company,  Inc.,  Brooklyn,  New 
York  (Booth  12).  Mounting  clinical  evidence 
regarding  the  efficacy  of  Crystalline  Terramycin 
Hydrochloride  in  the  treatment  of  more  than  50 
diseases  will  be  available  at  the  Pfizer  exhibit.  The 
new  dosage  forms  of  this  broad-spectrum,  well- 
tolerated  antibiotic  will  also  be  shown. 

Picker  X-Ray  Corporation,  New  York  (Booths  22 
and  23),  invites  you  to  visit  an  exhibit  of  the  latest 
developments  in  high-powered  diagnostic  x-ray 
equipment.  A staff  of  engineers  and  technicians 
will  be  in  attendance  to  demonst  rate  the  apparatus 
and  furnish  all  pertinent  data. 

The  Procter  & Gamble 
Company,  Cincinnati, 
Ohio  (Booth  31),  offers 
the  first  five  of  a series  of 
time-saving  leaflet  pads 
for  doctors.  These  are 
entitled  “Instructions  for 
Routine  Care  of  Acne,” 
“Instructions  for  Bathing  a Patient  in  Bed,”  “In- 
structions for  Bathing  Your  Baby,”  “The  Hygiene 
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of  Pregnancy,”  and  “Home  Care  of  the  Bedfast 
Patient.”  Additional  leaflet  pads,  designed  to  save 
doctors  time  in  answering  patient’s  questions  on 
routine  home  care,  are  being  prepared.  Also  dis- 
played will  be  samples  of  other  service  material 
prepared  for  the  medical  profession.  Mrs.  Chris- 
tyne  Schwab  will  be  in  charge  of  the  booth. 

L.  & B.  Reiner,  Inc.,  New  York  (Booth  64),  pre- 
sents the  Jones  Motor-Basal  and  the  Jones  Multi- 
| Basal,  the  latest  advance  in  metabolism  testing 
equipment.  The  exclusive  features  of  a measuring 
chamber  using  a predetermined  volume  of  oxygen 
automatically  corrected  for  barometric  pressure 
and  temperature  are  outstanding  advantages  of  this 
unit.  Also  shown  is  the  E.  P.  L.  Cardiotron  with  a 
millivolt  indicator,  autoprestomatic  switch,  and  us- 
ing the  exclusive  Permograph  paper. 

Research  Supplies,  Amherst  Research  Division, 
Albany,  New  York  (Booth  4),  will  feature:  Flav- 

i j ettes  to  curb  the  appetite,  safe  in  any  clinical  condi- 
I tion — obesity,  myocarditis,  hypertension,  preg- 
nancy, etc.;  Gould’s  Hemoglobinometer,  requires  no 
blood  drop,  works  on  principle  of  transillumination, 

1 and  is  accurate  and  guaranteed;  Wandex,  a multi- 
ple dose,  an  effective  vaginal  applicator  in  feminine 
ij  hygiene  and  vaginitis;  Glukor,  a new  steroid  help- 
I ful  in  male  climateric  and  senility. 

William  S.  Rice,  Inc.,  Adams,  New  York  (Booth  7), 
will  display  a line  of  corrective  garments  for  both 
men  and  women  and  the  Aero-Pulse  Legging. 

] Custom  display  equipment  will  be  utilized.  No 
i ' trusses  will  be  shown.  We  plan  a maximum  of 
i three  demonstration  personnel.  The  Aero-Pulse 
I : Legging  is  a proved  device  for  treatment  of  varicose 
and  postphlebitic  ulcers. 

Ritter  Company,  Inc.,  Rochester,  New  York  (Booths 
! 68  and  69).  Completely  new  line  of  Ritter  Tables 
v designed  to  fit  the  practice  of  the  individual,  it  in- 
, eludes  the  simplest  types  of  examination  and  treat- 
ment tables,  specialists’  tables,  and  medium  operat- 
ing tables.  Also  featured  will  be  Ritter  hydro- 
matic  sterilizers,  stools.  Let  us  explain  our  office 
planning  service. 

A.  H.  Robins  Company,  Inc., 
Richmond,  Virginia  (Booth  39), 
is  featuring  the  sedative-anti- 
spasmodic,  Donnatal;  the  anti- 
rheumatic, Pabalate;  Entozyme, 
digestant  with  the  unique  “pepto- 
matic”  action;  Allbes  with  C, 
high  potency  “B”  Complex  with 
| ascorbic  acid  and  Phenaphen  with  Codeine,  our 
1 new  analgesic.  Robins’  Medical  Service  repre- 
| sentatives  will  welcome  the  privilege  of  discussing 
I with  physicians  attending  the  Convention  these 
and  other  products  in  the  Company’s  line  of  pre- 
i scription  specialties. 

J.  B.  Roerig  and  Company,  Chicago,  Illinois  (Booth 
63).  Members  of  the  Medical  Society  of  the  State 
of  New  York  are  cordially  invited  to  visit  this  ex- 
| hibit.  Two  new  products  will  be  featured:  Viterra, 
a new  dietary  supplement  containing  vitamins  and 
minerals,  and  Heptuna  Plus,  our  newest  advance  in 
antianemic  therapy. 

I Rystan  Company,  Inc.,  Mount  Vernon,  New  York 
I (Booth  36),  will  introduce  Chloresium  Powder  for 
the  treatment  of  peptic  ulcers,  a unique  preparation 
incorporating  water-soluble  chlorophyll  (to  promote 
granulation)  with  recognized  antacids  in  a mucilagi- 


nous okra  base.  Also  exhibited  will  be  Council- 
Accepted  Chloresium  Ointment  and  Chloresium 
Solution,  water-soluble  chlorophyll  preparations  for 
tissue  repair  and  deodorization  of  wounds,  burns, 
ulcerations,  and  dermatoses. 

Sanborn  Company,  Cambridge,  Massachusetts 
(Booth  48).  Sanborn  instruments  to  be  shown  at 
this  booth  will  include  the  direct-writing  Viso- 
Cardiette;  the  Metabulator,  latest  model  metabol- 
ism tester;  the  Ballistocardiography  and  the  Elec- 
trophrenic  Respirator.  Full  data  will  also  be  avail- 
able concerning  the  Sanborn  Poly-Viso  and  Twin- 
Viso  (multichannel  biophysical  research  recorders), 
the  Electromanometer  (for  pressure  recordings), 
and  other  new  Sanborn  instruments  for  cardiac  and 
other  research,  teaching,  and  diagnosis. 

Sandoz  Chemical  Works,  Inc.,  New  York  (Booth 
52).  It  is  with  a great  deal  of  pleasure  and  pride 
that  we  invite  you  to  visit  our  exhibit  on  vascular 
headaches.  Our  New  York  representatives  will 
gladly  welcome  you. 

Saratoga  Springs  Authority,  Saratoga  Springs,  New 
York  (Booth  20).  The  New  York  State-owned 
Saratoga  Spa  presents  a new  exhibit  to  emphasize 
naturally  carbonated  mineral  water  treatments. 
State  colors  of  blue  and  gold  predominate.  Exhibit 
panels  include  color  transparencies  showing  bath 
houses  and  recreational  features.  Two  panels  de- 
scribe facilities  for  rehabilitation  and  recreation. 
Geyser  water  will  be  served  by  an  attendant  . 

W.  B.  Saunders  Company,  Philadelphia,  Pennsyl- 
vania (Booth  A).  We  invite  all  doctors  attending 
the  meeting  of  the  Medical  Society  of  the  State  of 
New  York  to  visit  our  exhibit  where  Dr.  DeVore 
will  display  a complete  line  of  our  books  including 
Hyman’s  Integrated.  Practice  of  Medicine,  Hyman’s 
(new)  Progress  Volume,  Conn’s  1951  Current 
Therapy,  Bockus’  Postgraduate  Gastro-Enlerology, 
Anson’s  Atlas  of  Human  Anatomy,  Sodeman’s 
Pathologic  Physiology,  Shanks’s  Textbook  of  X-ray 
Diagnosis,  American  College  of  Surgeons’  Surgical 
Forum,  Duncan’s  Diabetes  Mellitus,  Alvarez’  The 
Neuroses,  Cononna’s  Regional  Orthopedic  Surgery, 
and  many  other  new  books  and  new  editions. 

Schering  Corporation,  Bloomfield,  New  Jer- 

sey  (Booth  11).  Chlor-Trimeton  Repeat 
"A0  Action  Tablets  and  Trimeton,  two  out- 
\~P  standing  antihistamines,  and  Coricidin, 

Schering’s  new  treatment  for  the  common 
cold,  will  be  featured  at  the  Schering  exhibit.  Scher- 
ing representatives  will  be  present  to  welcome  you 
and  will  be  happy  to  answer  inquiries  concerning 
Schering’s  new  products  as  well  as  their  other  hor- 
mone, x-ray  diagnostic,  chemotherapeutic,  and 
pharmaceutic  specialties. 

G.  D.  Searle  & Company,  Chicago,  Illinois  (Booth 
45),  cordially  invites  you  to  visit  its  booth  where 
representatives  will  be  happy  to  answer  any  questions 
regarding  Searle  Products  of  Research.  Featured 
will  be  Banthine,  the  true  anticholinergic  drug  for  the 
treatment  of  peptic  ulcers,  Dramamine  for  the  pre- 
vention and  active  treatment  of  motion  sickness, 
and  Alidase,  Searle  brand  of  hyaluronidase  which 
permits  subcutaneous  feedings  at  intravenous  speed. 
Other  time-proved  products  of  Searle  Research  on 
which  information  may  be  obtained  are  Searle 
Aminophyllin  in  all  dosage  forms,  Metamucil, 
Ketochol,  Floraquin,  Kiophyllin,  Diodoquin,  Pava- 
trine,  and  Pavatrine  with  Phenobarbital. 
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Sharp  & Dohme,  Inc.,  Philadelphia,  Pennsylvania 
(Booth  37).  Clinical  data  from  the  laboratories  of 
the  Medical  Research  Division  of  Sharp  & Dohme 
are  featured  in  this  booth.  The  potentiating  ef- 
fect of  a combination  of  the  antibiotics  bacitracin 
and  tyrothricin,  the  synergistic  effect  of  penicillin 
in  conjunction  with  the  sulfonamides,  and  the  use  of 
blood  group  specific  substances  A and  B in  condition- 
ing group  0 blood  are  of  major  interest. 

Smith,  Kline  & French  Laboratories,  Philadelphia, 
Pennsylvania  (Booth  40),  will  feature  Resodec,  a 
revolutionary  new  development  in  the  manage- 
ment of  congestive  heart  failure.  This  remarkable 
substance  produces  the  effect  of  cutting  the  pa- 
tient’s salt  intake  approximately  in  half.  It  does 
this  by  removing  sodium  from  the  contents  of  the 
intestinal  tract  and  carrying  it  out  of  the  body  in  the 
feces. 

Spencer,  Incorporated,  New  Haven,  Connecticut 
(Booth  72).  On  display  will  be  Spencer  Supports 
designed  for  each  individual  patient  to  improve  body 
mechanics  and  thus  aid  and  assist  in  treatment. 
Your  special  attention  is  invited  to:  (1)  Supports  for 
relief  of  chronic  arthritis;  (2)  supports  for  relief  of 
angina  pectoris;  (3)  supports  for  children  with  post- 
polio weaknesses;  (4)  Spencer  Breast  Supports  de- 
signed for  each  patient,  to  supply  natural  support 
and  thus  improve  circulation  and  help  keep  breast 
tissues  healthy,  and  Spencer  Breast  Supports  with 
Breast  Forms  for  Mastectomy  patients;  (5)  Spenc- 
er’s popular  Blood  Pressure  Sleeve. 

E.  R.  Squibb  & Sons,  New  York  (Booths  9 and  10), 
look  forward  to  seeing  you  at  the  Medical  Society  of 
the  State  of  New  York  meeting.  In  support  of  the 
active  scientific  program  which  has  been  arranged 
you  will  find  the  Squibb  representative  glad  to  dis- 
cuss all  relative  products.  Also,  for  your  conven- 
ience, selected  professional  leaflets  will  be  available 
which  you  may  take  or  request  us  to  mail  to  your 
home.  Please  visit  the  Squibb  booth. 

Tampax,  Incorporated,  New  York  (Booth  5).  In 
addition  to  authoritative  information  on  Tampax  for 
menstrual  protection,  there  will  be  on  display 
colored  anatomic  charts  and  educational  material 
on  menstrual  health.  Our  educational  consultants 
will  be  glad  to  discuss  with  you  the  correct  use  of  the 
three  absorbencies  of  Tampax — Junior,  Regular  and 
Super. 

Teca  Corporation,  New  York  (Booth  51),  exhibits 
its  latest  models  of  low  volt  generators,  shortwave 
diathermy  apparatus,  and  other  equipment  for 
physical  medicine.  Shown  are  Low  Volt  Genera- 
tors Models  CD7  and  CD4,  featuring  variable  fre- 
quencies, controllable  surge  and  rest  periods,  and 
built-in  oscilloscope;  also  exhibited  are  two-circuit 
generators  Models  CD6  and  SP3,  as  well  as  Teca 
Chronaxie  Meter  and  Current  Interrupter.  The 
new  Teca  F.C.C. -approved  short  wave  diathermy 
apparatus  will  be  demonstrated. 

U.  S.  Vitamin  Corporation,  New  York  (Booth  32). 
See  and  taste  for  yourself  the  new  and  different 
sodium-free  salt  substitute,  Co-Salt,  which  actually 
tastes  like  salt,  looks  like  salt,  and  sprinkles  like 
salt,  a great  boon  to  your  patients  on  restricted 


sodium  intake.  Also  see  the  “oil-in-water”  dem- 
onstration of  multivitamin  solutions  which  in- 
clude Vi-Syneral  Vitamin  Drops,  the  original  oral 
aqueous  multivitamin  formula  since  1943. 

The  Upjohn  Company,  Kalamazoo,  Michigan 
(Booth  17),  will  present  the  anticoagulant  family: 
Heparin,  Depo-Heparin,  and  Dicumarol,  with  partic- 
ular emphasis  placed  upon  Depo-Heparin.  When 
heparin  is  prepared  in  a gelatin  vehicle  (Depo- 
Heparin)  and  administered  intramuscularly,  marked 
prolonged  effects  are  obtained.  A single  injection  of 
1 cc.  (200  mg.)  of  Depo-Heparin  will  prolong  the 
blood  coagulation  time  for  about  twenty-four  hours. 

Varick  Pharmacal  Company,  Inc.,  New  York 
(Booth  15),  will  feature  Digitaline  Nativelle,  chief 
active  principle  of  digitalis  purpurea.  This  world- 
renowned  cardiotonic,  the  first  of  the  digitoxins 
has  become  especially  favored  because  of  its  more 
complete  absorption  and  its  uniform  rate  of  dissipa- 
tion which  enable  it  to  maintain  the  maximum  ef- 
ficiency obtainable.  Shown  in  conjunction  with  the 
above  is  the  new  sodium  and  lithium-free  salt  sub- 
stitute, Diasal,  which  so  remarkably  duplicates  the 
taste  and  texture  of  salt.  Diasal,  for  patients  on 
low-sodium  diets,  helps  restore  flavor  to  bland,  salt- 
less foods  and  keeps  dieters  on  their  diets. 

Westinghouse  Electric  Corporation,  New  York 
(Booth  62).  This  exhibit  will  emphasize  the  view- 
ing of  the  x-ray  film.  The  uniform  fluorescent  light- 
ing and  proper  diffusion  in  the  Fluorothin  Illumina- 
tor brings  out  every  detail  on  the  film.  A revolu- 
tionarily  designed  foot  switch  (The  Pedaflex)  will 
also  interest  users.  Translites  of  our  equipment 
from  the  smallest  portable  to  our  250-kilovolt 
therapy  will  indicate  that  we  are  prepared  to  meet 
the  exacting  requirements  in  any  office  or  the  largest 
hospital. 

White  Laboratories,  Inc.,  Newark,  New  Jersey 
(Booth  70).  At  this  booth  will  be  an  interesting 
display  of  outstanding  new  products.  Trained 
medical  service  representatives  in  attendance  will 
appreciate  the  opportunity  to  discuss  with  you  the 
clinical  background  and  therapeutic  merit  of  the  re- 
cent products  of  White’s  research.  You  are  cor- 
dially invited  to  visit  this  booth. 

V 

Whittier  Laboratories,  Chicago,  Illinois  (Booth  77). 
You  are  cordially  invited  to  visit  Whittier  Labora- 
tories’ exhibit  featuring  two  new  products,  M-Minus 
4,  indicated  in  premenstrual  tension,  and  Turicum, 
hydrophilic  lubricoid  for  the  relief  of  constipation. 
Other  products  which  will  be  exhibited  are  Arthral- 
gen,  arthralgesic  unguent,  Resmicon,  acid-adsorb- 
ent demulcent,  and  Laurium,  hematinic. 

Winthrop-Stearns,  Inc.,  New  York  (Booth  29),  ex- 
tends a cordial  invitation  to  visit  its  booth  where 
representatives  will  be  on  hand  to  discuss  the  latest 
pharmaceutical  preparations  made  by  this  firm. 
Featured  will  be  Thenfadil,  a new  and  better  anti- 
histaminic,  which  is  exceptionally  effective  in 
bronchial  asthma  (82  per  cent)  as  well  as  other  com- 
mon allergic  disorders;  Phisoderm  with  Hexa- 
chlorphene  3 per  cent,  hypoallergenic,  soap-free 
sudsing  detergent  with  antibacterial  properties  on 
routine  use. 


Credentials 

Charles  F.  McCarty,  Chairman,  Kings 
Archibald  K.  Benedict,  Chenango 
Thomas  E.  Cummins,  Essex 
George  J.  Lawrence,  Queens 
Joseph  L.  Kiley,  Saratoga 

President 

Scott  Lord  Smith,  Chairman,  Dutchess 
Edwin  A.  Griffin,  Kings 
A.  K.  Bates,  Cayuga 
J.  L.  Edwards,  Columbia 
Peter  M.  Murray,  New  York 
I - 

Secretary,  Censors,  and  District  Branches 
W.  Guernsey  Frey,  Chairman,  New  York 
C.  H.  Berlinghof,  Broome 
Henry  Miller,  Putnam 
William  Benenson,  Queens 
L.  W.  Ehegartner,  Onondaga 


Treasurer,  Trustees,  and  Finance 
Guy  S.  Philbrick,  Chairman,  Niagara 
Thomas  M.  Watkins,  St.  Lawrence 
W.  J.  Tracey,  Steuben 
Edward  P.  Flood,  Bronx 
John  C.  Kinzly,  Eighth  District  Branch,  Erie 

Planning  Committee  for  Medical  Policies 
F.  J.  Cerniglia,  Chairman,  Queens 
William  B.  Rawls,  New  York 
Charles  W.  Mueller,  Kings 
Waring  Willis,  Westchester 
R.  Scott  Howland,  Chemung 

Malpractice  Insurance  and  Defense  Board 

Report  of  Legal  Counsel 
Eugene  H.  Coon,  Chairman,  Nassau 
Clarence  G.  Bandler,  New  York 
Kenneth  H.  Bott,  Greene 
Thomas  F.  McCarthy,  Bronx 
Harold  C.  Kelly,  Section  Delegate,  Bronx 
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Constitution  and  Bylaws 

C.  A.  Prudhon,  Chairman,  Jefferson 
W.  Laurence  Whittemore,  New  York 
Stanley  Folts,  Seneca 
James  A.  Lynch,  Bronx 
Victor  W.  Bergstrom,  Broome 

Council — Part  I 

POSTGRADUATE  EDUCATION 
EMERGENCY  PREPAREDNESS 
PROCUREMENT  AND  ASSIGNMENT 

Frederick  W.  Williams,  Chairman,  Bronx 
Abraham  M.  Rabiner,  Kings 
T.  O.  Gamble,  Albany 

John  H.  Mulholland,  Section  Delegate,  New  York 
B.  Wallace  Hamilton,  New  York 

Council — Part  II 

MATERNAL  AND  CHILD  WELFARE 

Clyde  L.  Randall,  Chairman,  Section  Delegate, 
Erie 

Horace  E.  Ayers,  New  York 
Thurman  B.  Givan,  Kings 
Joseph  H.  Cornell,  Schenectady 
Reginald  A.  Higgons,  Westchester 

Council — Part  III 

PUBLIC  HEALTH  ACTIVITIES  A — INDUSTRIAL  HEALTH, 
RURAL  MEDICAL  SERVICE,  GENERAL  PRACTICE, 
PROBLEMS  OF  ALCOHOLISM 

Harry  Golembe,  Chairman,  Third  District  Branch, 
Sullivan 

Irwin  Felsen,  Allegany 
Charles  E.  Goodell,  Chautauqua 
Adam  Kindar,  Montgomery 
Alfred  A.  Hartmann,  Franklin 

Council — Part  IV 

PUBLIC  HEALTH  ACTIVITIES  B — CANCER,  HARD  OF 
HEARING  AND  THE  DEAF,  MENTAL  HYGIENE,  RHEU- 
MATIC FEVER,  BLOOD  BANKS,  FILM  REVIEW 
James  Greenough,  Chairman,  Otsego 
G.  B.  Gilmore,  Bronx 
Alfred  Angrist,  Queens 
A.  J.  Capron,  Tioga 

Harry  P.  Smith,  Section  Delegate,  New  York 
Council — Part  V 

PUBLIC  HEALTH  ACTIVITIES  C — PHYSICAL  MEDICINE 
AND  REHABILITATION,  DENTAL  HEALTH,  NUTRITION, 
GERIATRICS,  DIABETES,  CEREBRAL  PALSY 

George  E.  Anderson,  Chairman,  Kings 
Madge  C.  L.  McGuinness,  New  York 
W.  W.  Street,  Onondaga 
A.  C.  Galluccio,  Bronx 

William  P.  Eckes,  Section  Delegate,  New  York 
Council — Part  VI 

ECONOMICS,  PUBLIC  MEDICAL  CARE,  MEDICAL  RE- 
SEARCH, MEDICAL  SERVICE,  JOINT  COMMITTEE  OF  THE 
HOSPITAL  ASSOCIATION  OF  NEW  YORK  STATE  AND  THE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK,  HOS- 
PITAL AND  PROFESSIONAL  RELATIONS 

Gilbert  A.  Clark,  Chairman,  Rensselaer 
Henry  I.  Fineberg,  Queens 


James  H.  Arseneau,  Wayne 

William  A.  Holla,  Section  Delegate,  Westchester 

James  Blake,  Schenectady 

Council — Part  VII 

MEDICAL  CARE  INSURANCE 

Henry  E.  McGarvey,  Chairman,  Westchester 
Leo  F.  Schiff,  Clinton 

Frederick  E.  Elliot,  Section  Delegate,  Kings 
G.  S.  Baker,  Wyoming 
John  M.  Galbraith,  Nassau 

Council — Part  VIII 

LIAISON  WITH  VETERANS  ADMINISTRATION 
WAR  MEMORIAL 

Morris  Maslon,  Chairman,  Warren 
Homer  J.  Knickerbocker,  Ontario 
Victor  A.  Bacile,  Dutchess 
Edgar  Boggs,  Lewis 
Sol  Axelrod,  Queens 

Council — Part  IX 
LEGISLATION 

J.  Homer  Cudmore,  Chairman,  New  York 
Orin  Q.  Flint,  Delaware 
Abraham  Koplowitz,  Kings 
Joseph  G.  Zimring,  Nassau 
Christopher  Wood,  Westchester 

Council — Part  X 
workmen’s  compensation 

Dwight  V.  Needham,  Chairman,  Onondaga 

Louis  Berger,  Kings 

Richard  P.  Doody,  Rensselaer 

John  L.  Sengstack,  Suffolk 

Halford  Hallock,  Section  Delegate,  New  York 

Council — Part  XI 

PUBLICATION,  PUBLIC  RELATIONS 

Joseph  A.  Geis,  Chairman,  Fourth  District 
Branch,  Essex 

W.  T.  Boland,  Chairman,  Chemung 
Morris  Weintrob,  Kings 
J.  Lewis  Amster,  Bronx 
E.  Dean  Babbage,  Erie 

Council — Part  XII 

MISCELLANEOUS — CONVENTION,  MEDICAL  LICEN- 
SURE, NURSING  EDUCATION,  WOMAN’S  AUXILIARY, 
OFFICE  ADMINISTRATION  AND  POLICIES,  ETHICS,  ! 
MEMORIALS,  HISTORY,  BELATED  BILLS 

Samuel  Lubin,  Chairman,  Kings 
Gervais  W.  McAuliffe,  New  York 
Felix  Ottoviano,  Madison 
George  F.  Nevin,  Cortland 
Cyril  E.  Drysdale,  Suffolk 

Miscellaneous  Business 

A.  H.  Aaron,  Chairman,  Erie 
Samuel  B.  Burk,  New  York 
Reid  R.  Heffner,  Westchester 
Walter  S.  Bennett,  Washington 
Gerald  Manley,  Livingston 


RESUME  OF  INSTRUCTIONS  OF  THE  1950  HOUSE  OF  DELEGATES 
AND  ACTIONS  THEREON  BY  THE  COUNCIL,  BOARD  OF  TRUSTEES, 

AND  OFFICERS 


Coordination  of  Postgraduate  Medical  Education 
on  State  Level  (Section  107). — It  was  voted  “that 
cooperation  be  established  by  the  proper  commit- 
tees of  the  Council  to  coordinate  postgraduate 
medical  education  on  a State  level  with  the  nine 
medical  schools,  the  State  Department  of  Health, 
and  all  other  interested  agencies.  Courses  for  the 
general  practitioner  should  be  stressed.”  The 
Council  referred  this  to  the  Committee  on  Public 
Health  and  Education.  Dr.  Curphey,  chairman  of 
the  Committee  on  Public  Health  and  Education, 
reports  as  follows:  “Thus  far  there  has  been  no 

follow-up  on  the  request  relative  to  coordinating 
the  postgraduate  medical  education  program  on  a 
State  level  with  the  medical  schools,  the  Depart- 
ment of  Health,  and  other  interested  agencies. 
In  the  light  of  the  exigencies  of  the  civil  defense 
program  and  because  of  the  magnitude  of  the  task, 
it  is  almost  certain  that  time  and  effort  of  the 
parties  concerned  will  continue  to  be  devoted  to  the 
State-wide  program  for  instruction  in  the  medical 
aspects  of  atomic  warfare,  which  in  itself  represents 
a coordinating  attempt  along  the  lines  suggested 
in  the  report  of  the  Reference  Committee  on  the 
President’s  Report.” 

Emergency  Medical  Service  (Section  107). — 

It  was  voted  “that  adequate  coverage  of  night  and 
emergency  calls  is  of  paramount  importance  and 
should  receive  wholehearted  support  from  all 
county  societies  and  communities.” 

The  Council  voted  to  urge  each  county  society 
to  establish  an  emergency  medical  service  if  it 
i has  not  already  done  so  and  that  the  Secretary  be 
instructed  so  to  write  the  secretaries  of  the  com- 
onent  county  societies  and  that  the  New  York 
tate  Journal  of  Medicine  be  requested  to 
draw  attention  to  this  subject. 

A letter  was  sent  to  all  county  medical  societies 
on  July  26,  1950,  and  a great  number  of  counties 
have  established  emergency  medical  services. 

Community  Health  Council  (Section  107). — 
r,  | The  House  voted:  “We  heartily  endorse  the  idea 
j,  of  a community  health  council  on  a State  and  local 
level  which  brings  into  one  agency  all  local  elements 
which  are  able  and  willing  to  contribute  to  better 
health  planning.” 

The  Council  voted  to  refer  this  to  the  Public 
Health  and  Education  Committee  and  the  Com- 
mittee on  Public  Relations. 

I Dr.  Curphey,  chairman  of  the  Committee  on 
1 Public  Health  and  Education,  reports  as  follows: 

“There  have  been  two  discussions  with  the  State 
Health  Department  concerning  the  advisability  of 
setting  up  a State  health  council  and  such  com- 
munity health  councils  as  might  be  indicated. 
There  will  be  a third  meeting  in  March  to  explore 
further  the  feasibility  of  establishing  a State 
council  within  the  current  year.  Attendance  at 
the  conference  on  health  councils  held  by  the 
American  Medical  Association  in  Detroit  on  Oc- 
tober 1,  1950,  enabled  your  chairman  to  acquire 
more  detailed  information  relative  to  the  functions 
of  these  groups.”  (See  Annual  Reports  in  this 
issue,  Part  I.) 

Sections  referred  to  are  from  the  Minutes  of  the  House  of 
Delegates  of  the  1950  Annual  Meeting,  New  York  State 
Journal  of  Medicine,  September  1,  1950,  Part  II. 


War  Memorial  Assessment  (Section  152). — 
The  House  voted  “that  the  remainder  of  the  year 
1950”  be  allowed  members  for  payment  of  the 
War  Memorial  assessment,  but  no  longer.  A 
letter  was  sent  to  presidents  and  secretaries  of 
component  county  medical  societies  under  date  of 
June  16,  1950,  so  notifying  them. 

Collection  of  American  Medical  Association  Dues 
(Section  150). — The  resolution  “that  the  House  of 
Delegates  of  the  American  Medical  Association 
be  memorialized  to  instruct  the  administrative 
division  of  the  American  Medical  Association  to 
establish  its  own  independent  procedures  for  col- 
lecting the  dues  of  this  organization  directly  from 
the  individual  members,”  was  referred  to  the 
Council  for  study  and  action  to  have  this  accom- 
plished “in  most  efficient  manner.” 

After  discussion,  the  Council  voted  to  refer  this 
to  the  New  York  delegation  to  the  American  Medi- 
cal Association  with  power  to  act. 

Such  a resolution  was  presented  by  our  delegates 
to  the  American  Medical  Association  House  of 
Delegates  in  San  Francisco  in  June.  It  was  not 
passed,  on  the  ground  that  it  was  not  feasible. 

Suggested  Hospital  and  County  Medical  Society 
Joint  Committees  (Section  140). — Dr.  Thomas  O. 
Gamble,  chairman,  in  considering  problems  af- 
fecting the  medical  profession  and  hospitals, 
reported  favorably  on  the  suggestion  that  “in 
addition  to  the  present  Council  Committee,  a 
special  committee  be  set  up  in  those  counties  that 
have  hospital  facilities.  One  member  of  this  com- 
mittee should  be  a general  practitioner.  This  com- 
mittee should  join  with  the  committee  from  the 
boards  of  trustees  of  local  hospitals.  This  joint 
committee  could  work  with  sympathetic  under- 
standing for  the  benefit  of  all It  suggests, 

however,  that  if  the  rules  of  professional  conduct 
as  outlined  in  our  code  of  ethics  were  observed,  and 
if  the  county  societies  unswervingly  defend  that 
position,  a start  would  be  made  in  the  right  direc- 
tion.” 

The  Council  voted  to  instruct  the  Secretary  so  to 
notify  the  county  societies. 

These  suggestions  of  the  House  of  Delegates 
were  sent  to  secretaries  of  county  medical  societies 
on  July  26,  1950. 

Hospitals  Practicing  Medicine  (Section  140). — 

The  reference  committee  recommended  continua- 
tion of  active  opposition  to  the  practice  of  medicine 
by  hospitals  and  teaching  institutions.  “Unless 
we  oppose  this  type  of  procedure,  other  hospitals 
will  be  hiring  full-time  men  and  going  into  the 
business  of  selling  medical  service  for  financial 
gain.”  The  committee  agreed  with  the  Committee 
on  Economics  in  the  following  statement:  “During 
this  study  it  occurred  to  your  committee  that  while 
we  were  trying  to  solve  this  problem  we  were  always 
directing  our  attention  to  the  hospital  adminis- 
tration end  and  entirely  forgetting  the  part  our  own 
colleagues  play — can  it  not  be  said  that  they  are  at 
least  in  part’ responsible?” 

The  Council  voted  to  refer  this  again  to  the 
Committee  on  Economics  and  instructed  our 
delegates  to  the  American  Medical  Association  to 
introduce  a resolution  in  its  House  of  Delegates 
in  an  attempt  to  combat  this  evil.  Upon  recom- 
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mendation  of  the  Reference  Committee  on  Report 
of  the  Board  of  Trustees  and  the  Secretary  of  the 
American  Medical  Association,  the  House  of  Dele- 
gates of  the  American  Medical  Association  passed 
a resolution  similar  in  intent  to  our  own. 

Establishment  of  Committee  on  Hospital  and 
Professional  Relations  (Section  141).— On  recom- 
mendation of  Dr.  Gamble’s  committee,  the  House 
voted  that  the  Medical  Society  of  the  State  of  New 
York  should  establish  “a  committee  on  hospital 
and  professional  relations  ...  to  deal  with  ethics, 
responsibilities,  standards,  and  contractual  rela- 
tions relevant  to  medical  services  provided  in  hos- 
pitals and  for  the  formulation  of  general  policies 
with  regard  to  such  medical  practice  in  hospitals.” 
Referred  to  the  Council. 

The  Council  voted  to  appoint  a special  committee. 

The  Committee  on  Hospital  and  Professional 
Relations  was  appointed  by  Dr.  Wertz  and  ap- 
proved at  the  September  21,  1950,  Council  meeting. 
This  committee  consists  of  Dr.  Harold  F.  R.  Brown, 
Buffalo,  chairman;  Dr.  M.  J.  Fein,  New  York  City, 
and  Dr.  Carlton  F.  Potter,  Syracuse. 

A series  of  meetings  of  pathologists,  radiologists, 
anesthesiologists,  physiotherapists,  and  electro- 
eardiographers  to  discuss  the  matter  was  arranged 
as  follows: 

New  York  City,  January  10;  Albany,  January 
18;  Syracuse,  January  31,  and  Buffalo,  February 
15.  (See  Annual  Reports  in  this  issue,  Part  VI.) 

Uniformity  of  County  and  State  Requirements  for 
Remission  of  National  Dues  (Section  142). — The 
House  of  Delegates,  upon  recommendation  of  this 
committee,  “Resolved,  that  the  Medical  Society 
of  the  State  of  New  York  be  instructed  to  appoint 
a committee  to  study  the  bases  for  remission  of 
dues  of  all  component  county  societies  and  prepare 
recommendations  for  changes  in  county  or  State 
procedures  in  order  to  achieve  uniformity  of  prac- 
tice on  which  to  base  eligibility  for  remission  of 
national  dues.” 

The  Council  voted  to  refer  this  to  the  Planning 
Committee  for  Medical  Policies. 

The  Planning  Committee  met  on  January  11, 
1951.  A letter  was  sent  to  secretaries  of  com- 
ponent county  medical  societies  on  January  2, 
1951,  requesting  information.  This  study  may 
require  a longer  time  than  the  current  society  year. 

Division  of  Fees  Between  Physicians  and  Hos- 
pitals (Section  135). — Upon  recommendation  of  the 
Reference  Committee  on  Report  of  Council,  Part 
VII,  Dr.  Guy  S.  Philbrick,  chairman,  the  House 
adopted  a resolution  that  deplored  the  fact  that 
some  hospitals  deprived  staff  members  of  fees 
received  for  the  practice  of  medicine  in  violation  of 
subparagraph  2 (f)  of  Section  6514  of  the  Education 
Law,  and  “Resolved,  that  the  Medical  Society  of 
the  State  of  New  York  take  such  action  as  it  may 
deem  proper  under  the  circumstances  to  discourage 
and  put  a stop  to  such  practices  on  the  part  of 
hospitals  and  physicians  in  the  State  of  New  York.” 
Upon  recommendation  of  this  committee  the  House 
referred  the  matter  to  the  Council  with  instructions 
“to  take  such  actions  as  may  be  advisable”  and 
voted  that  “(1)  Every  physician  in  the  State  of 
New  York  be  made  aware  of  this  situation;  (2)  all 
hospitals  be  put  on  notice  in  regard  to  this  matter; 
(3)  a copy  of  this  resolution  be  sent  to  the  Board  of 
Regents;  (4)  any  other  action,  legislative  or  other- 
wise, be  taken  that  will  further  the  intent  of  this 
resolution.” 

The  Council  voted  to  refer  this  to  the  Hospital 
and  Professional  Relations  Committee  in  conference 
with  the  Committee  on  Workmen’s  Compensation. 


Preparation  of  State-wide  Medical  Insurance 
Policy  (Section  137). — The  House  requested  the 
Council  “through  its  Subcommittee  on  Medical  Care 
Plans  to  expedite  the  completion  of  the  uniform 
plan  on  which  they  have  in  the  last  year  been  work- 
ing, and  that  they  impress  the  presidents  of  the 
plans  with  the  urgent  necessity  of  immediate  action,” 
as  applied  to  a State-wide  medical  care  insurance 
policy. 

The  Council  referred  this  to  the  Subcommittee 
on  Medical  Expense  Insurance  stating  that  all 
plans  and  county  societies  should  be  notified  of  its 
importance. 

At  the  December  14,  1950  meeting  of  the  Council, 
the  Bureau  of  Medical  Care  Insurance  reported  i 
that  preparation  of  material  for  the  uniform  State-  ■ 
wide  contract  had  been  completed.  It  includes 
contract  and  medical  indemnity  rider,  providing 
x-ray,  anesthesia,  pathology,  and  physical  therapy, 
and  schedule  of  allowances.  This  material  was 
presented  on  December  13  to  the  members  of  the 
Subcommittee  on  Medical  Expense  Insurance  and 
Blue  Shield  Plan  presidents.  (See  Annual  Re- 
ports in  this  issue,  Part  VII.) 

Injunction  Bill  (Section  123). — The  House  of 
Delegates  voted  that  the  Medical  Society  of  the 
State  of  New  York  cause  the  reintroduction  at  the 
1951  legislature  of  a bill  similar  to  Senate  Intro.  94 
of  the  1949  session  and  work  actively  for  its  pas- 
sage. The  House  further  recommended  “that 
extraordinary  efforts  be  exerted  by  the  Albany 
Executive  Office  to  enlist  the  support  of  the  Bar 
Association  and  other  professional  groups.” 

The  Council  voted  to  refer  this  to  the  Committee 
on  Legislation.  (See  Annual  Reports  in  this  issue,  I 
Part  IX.) 

Hospital  Practice  of  Medicine  (Section  122). — ■ 
The  House  of  Delegates  recommended  the  reintro-  i 
duction  in  the  1951  legislature  of  the  Friedman  Bill 
(Senate  Intro.  1107  of  1950)  to  prohibit  vending  by 
hospitals  of  medical  diagnosis  and  treatment  and 
recommended  “that  the  Council  do  all  in  its  power  i 
to  support  this  legislation.” 

The  Council  also  referred  this  to  the  Committee  i 
on  Legislation. 

On  October  12,  1950,  the  Committee  on  Legisla- , . 
tion  reported  on  this  question,  and  the  Council  voted  , 
to  refer  it  to  the  Special  Committee  on  Hospital , ■ 
and  Professional  Relations. 

On  November  9,  1950,  the  Council  voted  to 
approve  a recommendation  by  the  Committee  on 
Hospital  and  Professional  Relations  to  “go  on 
record  in  favor  of  the  Hess  Report,  as  finally , 
adopted  by  the  House  of  Delegates  of  the  American  1 i 
Medical  Association  at  San  Francisco  in  June,  ; 
1950.” 

Dr.  Siris  reported  at  the  December  14,  1950 
meeting:  “On  October  12,  the  Council  voted 
to  refer  this  to  the  Committee  on  Hospital  and  j 
Professional  Relations.  However,  in  the  Legisla-  tj 
tion  Committee  most  of  these  matters  have  been  4, 
referred  to  members  of  the  committee,  and  in  this  ' | 
particular  case  Dr.  Geis  was  appointed  a sub-  » 
committee,  with  Dr.  Thomas  W.  Stevenson  and 
Dr.  Sidney  S.  Leshine,  which  subcommittee  has 
done  considerable  work  and  has  submitted  a report, 
which  I will  ask  Dr.  Geis  to  submit.” 

Report  of  Legislation  Subcommittee  on  Hospital 

Encroachment 

“Your  subcommittee  thoroughly  endorses  the 
legislation  as  worded  in  the  1950  Friedman  Bill, 
Senate  Introductory  Number  1107,  Printed  Number 
1144. 
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"(1)  Legislative  relief  is  the  only  course  left  for 
the  correction  of  an  unmitigated  evil  which  is 
rapidly  growing  worse. 

“(2)  We  believe  that  it  is  a good  bill  because  it  will 
revent  exploitation  of  ethical  practicing  physicians 
y medical  institutions. 

“(3)  We  are  sure  that  this  will  maintain  and  im- 
prove a previous  patient-doctor  relationship  which 
is  so  vital  to  well-being  of  the  public. 

“(4)  This  will  maintain  a well-balanced  physician- 
hospital  relationship  in  which  the  doctor  works  in 
and  not  for  the  hospital. 

“We  therefore  recommend  that  this  bill  be  placed 
high  on  the  priority  list  of  legislation  sought  by  the 
State  Society. 

“We  also  realize  that  the  Friedman  Bill  calls  for 
punishment  of  institutions  only.  We  therefore 
recommend  that  the  Council  study  methods  and 
means  by  which  our  own  members  can  be  compelled 
to  live  up  to  the  Principles  of  Professional  Conduct. 

Lien  Law  (Section  124).— The  House  of  Dele- 
gates referred  to  the  Council  its  resolution  that  a 
bill  similar  to  Senate  Intro.  2045  of  1949  be  intro- 
duced at  the  1951  session  of  the  legislature  to 
amend  the  lien  law  and  civil  practice  act  in  relation 
to  liens  of  physicians  for  care  of  certain  injured 
persons,  and  that  the  Medical  Society  of  the  State 
of  New  York  “work  actively  for  its  passage.” 

The  Council  voted  to  refer  this  to  the  Committee 
on  Legislation.  (See  Annual  Reports  in  this  issue, 
Part  IX.) 

X-Ray  Bill  (Section  125). — To  the  Council  was 
also  referred  the  House  resolution  that  the  Medical 
Society  of  the  State  of  New  York  cause  the  intro- 
duction of  a bill  at  the  1951  session  of  the  New  York 
State  Legislature  to  amend  the  Medical  Practice 
Act  defining  roentgenology  as  the  practice  of  medi- 
cine, and  exert  every  possible  effort  for  its  passage. 

The  Council  voted  to  refer  this  to  the  Committee 
on  Legislation.  (See  Annual  Reports  in  this  issue, 
Part  IX.) 

Uniform  System  of  Arbitration  for  the  State 
(Section  117). — Regarding  the  method  of  settle- 
ment of  disputed  bills  under  the  Workmen’s  Com- 
pensation Law,  the  House  of  Delegates  recom- 
mended that  the  Committee  on  Legislation  cause  to 
be  introduced  in  the  1951  legislature  a bill  “to 
establish  a uniform  system  of  arbitration  for  the 
whole  State  rather  than  allowing  the  Medical 
[ Practice  Committee  to  function  in  New  York  City.” 

The  Council  voted  to  refer  this  to  the  Committee 
on  Legislation.  (See  Annual  Reports  in  this  issue, 
Part  IX.) 

Place  of  Arbitration  of  Workmen’s  Compensation 
Bills  (Section  117). — It  was  also  voted  by  the  House 
of  Delegates  that  the  Committee  on  Legislation 
cause  to  be  reintroduced  in  the  1951  New  York 
State  Legislature  a bill  to  provide  for  arbitration 
of  medical  bills  under  the  Workmen’s  Compensation 
Law  which  shall  take  place  in  the  county  in  which 
the  medical  service  was  performed  or  an  adjacent 
county  and  not  necessarily  in  the  county  in  which 
the  injured  worker  resides. 

The  Council  voted  to  refer  this  to  the  Committee 
on  Legislation.  (See  Annual  Reports  in  this  issue, 
Part  IX.) 

Disability  Benefits  Law  (Section  117). — The 
(Reference  Committee  on  Report  of  Council,  Part 
X (Workmen’s  Compensation),  Dr.  A.  Wilbur 
Duryee,  chairman,  made  a report  concerning  the 
Disability  Benefits  Law  based  upon  material  ap- 
pearing on  page  881  of  the  New  York  State 
Iournal  of  Medicine,  April  1,  1950.  The  House 
idopted  the  committee’s  recommendation  that  the 


Committee  on  Legislation  be  instructed  to  have 
introduced  into  the  1951  New  York  State  Legis- 
lature “such  legislation  as  necessary  to  correct  the 
faults  of  this  Law,  as  they  apply  to  the  medical 
profession.”  This  was  also  referred  by  the  House 
to  the  Council. 

The  Council  voted  to  refer  this  to  the  Committee 
on  Legislation.  (See  Annual  Reports  in  this  issue, 
Part  IX.) 

Health  Insurance  Plan  of  Greater  New  York 
(Section  139). — A letter  from  Dr.  George  Baehr 
written  to  Dr.  John  J.  Masterson,  president,  and 
attached  volume  of  appended  material,  was  referred 
to  the  Council.  This  matter  requests  approval  of 
the  Health  Insurance  Plan  of  Greater  New  York 
by  the  Medical  Society  of  the  State  of  New  York. 
The  Council  voted  to  refer  this  to  the  Subcommittee 
on  Medical  Expense  Insurance. 

The  subcommittee  reported  to  the  Council  on 
September  21,  1950,  and  the  Secretary  wrote  Dr. 
George  Baehr  as  follows: 

“To  obtain  approval  of  the  Medical  Society  of 
the  State  of  New  York,  a medical  plan  is  required 
first  to  obtain  approval  of  the  county  medical 
society  or  societies  in  the  area  where  it  operates. 

“If  a county  society  does  not  approve  a plan,  a 
special  committee  of  three  members  may  be  ap- 
pointed : one  by  the  plan,  one  by  the  county  medical 
society,  and  one  by  the  Medical  Society  of  the 
State  of  New  York,  to  investigate  and  study  reasons 
for  withholding  approval.  If  a majority  of  such 
a committee  so  recommends,  approval  of  a plan  will 
probably  be  granted. 

“When  the  Health  Insurance  Plan  of  Greater 
New  York  has  received  approval  from  the  county 
medical  societies  in  the  area  in  which  it  operates, 
the  Medical  Society  of  the  State  of  New  York  will 
gladly  consider  your  application  for  approval.” 

Oath  of  Allegiance  (Section  88). — The  committee 
“feels  that  this  resolution  has  possible  legal  com- 
plications which  the  committee  cannot  foretell  and 
with  which  it  does  not  feel  able  to  cope.  It  there- 
fore recommends  that  this  resolution  be  referred  to 
the  Council  for  further  study  and  disposition.” 
After  discussion,  it  was  voted  to  refer  this  to  legal 
counsel. 

Mr.  Martin,  counsel,  reported  at  the  September 
21,  1950  Council  meeting  that  after  study  he 
thought  it  would  be  inadvisable  to  require  that  the 
oath  of  allegiance  be  taken  by  all  our  members. 
The  Council  voted  to  take  no  action  at  this  time. 

Free  Choice  of  Physician  (Section  121). — The 
Reference  Committee  on  Report  of  Council,  Part 
IX,  Dr.  J.  Homer  Cudmore,  chairman,  advocated 
and  the  House  voted: 

“Whereas,  the  medical  profession  has  con- 
sistently supported  the  right  of  a patient  to  free 
choice  of  physician,  and, 

“Whereas,  contract  restrictions  under  certain 
voluntary  insurance  plans  tend  to  deny  or  restrict 
the  right  of  free  choice  of  physician, 

“Resolved,  that  medical  expense  indemnity 
shall  consist  of  reimbursement  or  direct  payment 
for  medical  care  provided  through  any  duly 
licensed  physicians  of  the  subscriber’s  choice 
whether  or  not  designated  by  such  corporation.” 
This  was  also  referred  to  the  Council. 

The  Council  voted  to  refer  this  to  the  Subcom- 
mittee on  Medical  Expense  Insurance. 

On  September  21,  1950,  the  subcommittee 

recommended  to  the  Council  the  adoption  of  this 
resolution  “as  it  conforms  to  the  ‘Standards  for 
Approval  by  the  Medical  Society  of  the  State  of 
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New  York  of  New  York  State  Medical  Care  Plans.’  ” 
The  Council  approved  this  report. 

Free  Choice  of  Physicians  in  Voluntary  Prepay- 
ment Health  Insurance  Plans  (Section  136).— The 
House  of  Delegates  recommended  referral  through 
the  Council  to  the  Committee  on  Legislation  of 
the  following:  “Your  reference  committee  ap- 

proves the  principle  of  the  right  of  a patient  to 
free  choice  of  physician  and  is  of  the  opinion  that 
the  Blue  Shield  Plans  have  accepted  this  principle. 
Your  reference  committee  recommends  that  this 
resolution  be  referred  through  the  Council  to  the 
Committee  on  Legislation  for  action.” 

The  Council  voted  to  refer  this  to  the  Committee 
on  Legislation.  (See  Annual  Reports  in  this  issue, 
Part  IX.) 

Establishment  of  Departments  of  Physical  Medi- 
cine and  Rehabilitation  in  Medical  Schools  (Section 

73). — A letter  was  sent  to  the  deans  of  the  nine  medi- 
cal schools  incorporating  the  following  resolution: 
“Resolved,  that  in  view  of  the  need  for  more 
knowledge  on  the  part  of  physicians  regarding 
physical  medicine  and  rehabilitation,  the  House  of 
Delegates  recommends  for  consideration  by  the 
faculties  of  the  medical  schools  of  the  State  the 
feasibility  of  establishing  courses  in  physical  medi- 
cine and  rehabilitation  at  the  undergraduate  and 
graduate  levels,  using  as  a guide  the  criteria  of  the 
Council  Committee  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Association.” 
Much  activity  and  interest  is  being  shown  in  these 
fields  by  New  York  Medical  College,  New  York 
University  Post-Graduate  Medical  School,  Cornell 
University  Medical  College,  and  State  University 
Medical  Center  at  New  York. 

A.M.A.  Resolutions — The  resolutions  entrusted 
to  your  delegation  by  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
were  introduced.  The  one  regarding  hospital 


practice  of  medicine  was  introduced  by  Dr.  Di 
Natale.  Upon  recommendation  of  the  reference 
committee  on  Report  of  Board  of  Trustees  and 
Secretary,  the  House  of  Delegates  passed  a sub- 
stitute resolution  similar  in  intent  to  our  own. 

The  resolution  regarding  the  American  Board  of 
Gynecology  and  Obstetrics  and  re-evaluation  of  the 
entire  policy  of  residency  training  was  introduced  by 
Dr.  Bauckus.  This  was  referred  by  vote  of  the 
House  to  the  Council  on  Education  and  Hospitals 
of  the  American  Medical  Association. 

Dr.  Henry  introduced  the  resolution  from  the 
Medical  Society  of  the  State  of  New  York  urging 
the  establishment  by  the  American  Medical  As- 
sociation of  a Special  Committee  on  the  Problems 
of  Alcoholism.  Instead  of  passing  this  resolution 
the  House  referred  it  for  study  to  the  Commission 
on  Chronic  Illness. 

“Self-Testing  for  Sugar  in  Diabetic  Detection,” 
a resolution  from  our  Society,  was  introduced  by 
Dr.  Schiff.  Identical  resolutions  were  introduced 
by  other  delegations.  On  recommendation  of  the 
reference  committee  on  Hygiene  and  Public  Health 
this  resolution  was  passed  as  was  our  Specialty 
Boards  resolution  introduced  by  Dr.  Bandler. 

The  House  of  Delegates,  upon  recommendation  of 
its  reference  committee,  did  not  pass  the  resolution 
from  the  Medical  Society  of  the  State  of  New  York 
regarding  collection  of  American  Medical  Assoch 
ation  dues,  which  was  presented  by  Dr.  Henry,  on 
the  ground  that  it  was  not  feasible. 

The  seventh  resolution  introduced  at  the  behest 
of  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York,  “Pilot  Survey  of  Prac- 
titioners of  So-Called  Healing  Arts,”  was  referred 
by  the  House  of  Delegates  of  the  American  Medical 
Association  to  its  Board  of  Trustees  for  transmissal 
to  the  Bureau  of  Medical  Economic  Research. 
This  had  been  introduced  by  Dr.  Dan  Vickers. 


ANNUAL  REPORTS 
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REPORT  OF  THE  PRESIDENT 


To  the  House  of  Delegates,  Gentlemen: 

Since  the  An- 
nual Meeting  of 
the  Medical 
Society  of  the 
State  of  New 
York  in  New 
York  City  last 
year,  many  sig- 
nificant events 
have  occurred. 
The  most  im- 
portant, and  of 
course  the  most 
critical,  was  the 
breaking  out  of 
warfare  in 
Korea.  The 
United  States, 
with  other  na- 
tions of  the  Uni- 
ted Nations,  has 
joined  in  a gi- 
gantic effort  to 
save  the  peace- 
loving  nations 
of  the  world  from  the  onslaughts  of  Com- 
munism. 

Our  nation  is  fighting  to  preserve  its  freedom  as 
well  as  that  of  other  peoples  of  the  world,  and  we 
nust  all  give  our  whole-hearted  support  to  this 
nighty  and  noble  operation.  There  is  a tremendous 
ask  ahead  for  this  nation  to  develop  its  resources 
ind  to  build  and  maintain  a large  military  force. 
This  will  require  many  sacrifices  by  all  of  the  people 
>f  this  great  land. 

The  medical  profession,  in  this  great  emergency, 
>'ill  have  to  assume  many  duties  and  responsibilities. 
Ve,  too,  will  have  to  make  many  sacrifices,  work 
arder,  and  do  all  in  our  power  to  help  the  nation 
“main  free.  Our  principal  duties  will  be  to  con- 
inue  to  give  the  people  of  this  country  the  best 
ledical  care  available  anywhere.  Second,  we 
■<  mst  see  that  our  armed  forces  have  sufficient 
hysicians  to  care  for  them,  and  last,  we  must  all 
■ ike  an  active  part  in  the  civil  defense  program, 
j This  is  our  job,  and  we  must  not  fail.  In  spite 

I all  these  responsibilities  we  must  not  let  up,  not 
r a moment,  our  fight  to  retain  the  present  system 

the  private  practice  of  medicine.  We  must  not 

I I ourselves  be  lulled  into  any  sense  of  false  security. 


We  must  be  ever  watchful,  and  we  must  be  ever 
on  the  alert  and  continue  to  fight  all  socialistic 
schemes,  including  compulsory  medical  care  insur- 
ance. 

There  are  still  persons  in  high  places  in  our 
government  who  foster  ambitions  and  insist  on 
advocating  compulsory  medical  care  insurance 
as  a panacea  for  all  our  ills. 

Regardless  of  its  critics,  I believe  that  the  educa- 
tional campaign  of  the  American  Medical  Associ- 
ation was  a very  courageous  effort  to  inform  the 
American  people  as  to  the  true  nature  of  the  issues 
before  the  American  people,  and  I believe  that  the 
results  of  this  campaign  were  reflected  greatly  in 
the  election  last  fall. 

In  these  trying  days  the  need  for  continued  unity 
of  the  profession  has  never  been  greater.  The 
general  practitioner  and  the  specialist  must  stand 
together,  or  the  fight  to  retain  the  present  system  of 
private  practice  of  medicine  will  be  lost.  Every 
member  of  his  local  county  medical  society  and  the 
State  Society  should  feel  duty  bound  to  be  a member 
of  the  American  Medical  Association. 

The  great  Medical  Society  of  the  State  of  New 
York,  with  its  23,000  members,  all  of  whom  should 
be  members  of  the  American  Medical  Association, 
must  maintain  its  honor  and  prestige  in  this  great 
Association. 

Last  spring,  at  the  Annual  Meeting,  I outlined 
in  some  detail  a program  for  the  Medical  Society 
of  the  State  of  New  York.  Many  of  the  things 
mentioned  were  and  are  being  done,  and  some  are 
still  being  studied. 

I still  maintain  we  must  have  a definite  program 
each  year  so  that  all  our  members  know  what  our 
aims  are,  and  all  must  support  them. 

As  my  term  of  office  draws  to  a close  I humbly 
beg  your  indulgence  and  consideration  of  the  follow- 
ing comments. 

Your  great  Society,  in  order  to  live,  must  con- 
tinue to  prove  its  worth,  not  only  to  its  members, 
but  to  the  public  as  well.  It  is  our  duty  to  strive 
continually  for  the  improvement  of  the  health  of 
all  the  people.  , It  is  our  duty  continually  to  im- 
prove the  quality  of  the  medical  care  rendered  to 
the  sick.  It  is  our  duty  to  see  that  no  one,  regard- 
less of  economic  status,  goes  without  medical  care 
when  needed.  It  is  our  duty  to  oppose  any  attempt 
to  lower  the  high  standards  of  health  care  in  any 
way  whatsoever.  We  should  unite  with  other  pro- 
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fessional  groups,  such  as  the  dentists  and  nurses, 
to  uphold  the  highest  standards  of  medical  care. 
This  should  not  be  done  for  selfish  interests,  but 
for  the  best  interests  for  all  of  the  people  of  this 
great  State. 

There  is  great  need  for  all  physicians  to  take  a 
greater  interest  in  all  affairs  pertaining  to  the  health 
and  welfare  of  the  community.  The  physician 
should  take  a more  active  part  in  the  political  af- 
fairs of  his  local  community,  his  State,  and  Federal 
government.  The  excuse  of  being  busy  should  not 
deter  him  from  these  obligations. 

I would  caution  the  House  to  scrutinize  carefully 
and  study  each  and  every  proposal  and  resolution 
before  final  action  is  taken.  Every  reference  com- 
mittee should  consider  carefully  and  study  all 
resolutions  and  reports  before  reporting  to  the 
House.  Many  resolutions  each  year  call  for  in- 
creased activities  in  one  form  or  another;  there- 
fore, many  may  require  the  expenditure  of  more 
money.  I would  caution  the  House  against  limiting 
the  expenditures  by  the  Council  and  the  Board  of 
Trustees,  on  the  one  hand,  and  at  the  same  time 
passing  resolutions  of  one  type  or  another  requiring 
the  expenditures  of  more  money.  There  are  times 
and  emergencies  wherein  it  may  be  necessary  to 
spend  larger  sums  than  usual  throughout  the  year, 
and  the  Council  and  the  Board  of  Trustees  should 
be  allowed  some  leeway  in  order  to  meet  conditions 
as  they  may  arise. 

Among  some  of  the  important  things  that  I 
would  like  to  call  to  your  attention  are: 

Voluntary  Medical  Care  Insurance. — I have 
said  many  times  before  that  I believe  that  the  Blue 
Shield  Plans  sponsored  by  the  physicians  have  been 
one  of  the  greatest  projects  of  the  medical  profes- 
sion. The  growth  in  New  York  State,  as  well  as 
throughout  the  United  States,  has  been  remarkable, 
and  it  is  our  duty  to  see  that  more  and  more  people 
are  covered  by  this  type  of  insurance.  If  we  are  to 
continue,  all  physicians  must  continue  to  cooperate 
to  the  fullest  with  the  plans  in  their  locality.  If 
we  are  to  retain  the  voluntary  system,  we  must  be 
willing  to  give  up  some  of  our  so-called  privileges, 
in  providing  good  care  to  the  low  income  group  of 
people,  or  we  will  be  forced  to  do  so  under  a com- 
pulsory system  in  which  we  will  have  little,  or 
nothing,  to  say. 

In  all  voluntary  medical  care  insurance  plans  the 
free-choice  principle,  that  of  allowing  the  patient 
to  choose  his  own  physician,  must  be  maintained. 
No  subscriber  to  any  plan  should  be  forced  to  give 
up  his  regular  physician  in  order  to  participate  in 
such  plans. 

Public  Relations. — I believe  that  public  relations 
is  one  of  the  most  important  functions  of  your 
State  Society  and  must  be  in  constant  action. 
Public  relations  is  not  a stream  that  can  be  turned 
off  and  on  but  must  be  in  constant  flow  to  be  worth 
while.  Since  the  first  of  this  year  your  State 
Society,  for  the  first  time,  has  a full-time  director  of 
public  relations. 

I believe  that  in  the  past  our  Public  Relations 
Bureau,  under  the  able  leadership  of  Dr.  Winslow, 
has  done  a very  commendable  job,  and  now,  with 
a full-time  director,  I believe  even  a more  adequate 
and  progressive  job  can  be  done.  The  work  of 
the  field  staff  has  been  excellent  and  should  be 
continued  with  at  least  four  men  in  the  field.  I 
believe  the  new  Subcommittee  on  Public  Relations 


is  to  be  commended  also  for  its  sincere  efforts  and 
enthusiasm. 

Public  relations  is  twofold.  One,  on  an  over-all 
educational  basis  to  the  public  at  large,  and  two, 
public  relations  between  the  patient  and  physician 
in  his  office,  in  the  hospital,  or  in  the  patient’s  i 
home.  This  is  of  the  greatest  importance. 

I do  not  believe  the  public  has  been  informed! 
enough  as  to  what  the  local  county  medical  society  | 
does  for  the  community,  or  what  the  State  Society  ■ 
does  for  the  people  of  the  State  of  New  York  through 
its  many  committees,  or  what  the  American  Medical 
Association  has  done  for  the  people  of  the  United 
States  through  its  many  Councils  and  Bureaus, 
how  the  standards  of  medical  education  have  been 
raised,  how  the  hospital  standards  have  been  in- 
creased, how  the  Bureau  and  Council  on  Foods  will 
help  the  public,  how  the  cults  have  been  studied  and 
exposed,  and  many  other  activities  which  are  done] 
by  these  organizations  for  the  good  of  the  public. 

I believe  that  the  setting  up  of  grievance  and; 
mediation  committees  throughout  the  states  and! 
in  this  State  has  been  a great  step  forward  in  public! 
relations  and  will  help  to  settle  many  of  the  dis- 
putes between  patients  and  physicians  in  regard  to  < 
charges  for  services. 

The  State  Medical  Society’s  Board  of  Censors! 
is  empowered  in  our  Bylaws  to  act  as  an  ap- 
pellate body  and  to  function  if  a physician  is  not*  I 
satisfied  with  the  local  grievance  or  mediation 
board’s  decision. 

The  importance  of  emergency  medical  service;  i 
bureaus  is  now  greater  than  ever  because  of  the;  I 
great  demands  upon  physicians.  It  is  the  duty  of 
every  county  medical  society  to  see  that  medical 
care  is  available  to  everyone  in  the  county  at  all 
hours,  and  for  any  emergency  that  may  arise,  and 
no  area  should  be  left  unattended. 

Publications. — The  House  should  give  great;  -h 
concern  and  study  to  the  question  of  the  publica-  S 
tion  of  the  Medical  Directory.  As  stated  last  I 
spring,  I do  not  believe  the  publication  of  the1  ' 
Directory  should  be  a financial  burden  to  the  So-;  | 
ciety  or  to  the  membership.  Your  State  Journai 
continues  to  be  a highly  commendable  publication 
The  fiftieth  anniversary  issue  with  its  gold  covei 
was  a prize  number  and  a very  great  credit  to  its  i 
board  of  editors  and  the  State  Society. 

General  Practice. — I believe  that  the  State 
Medical  Society  should  do  everything  in  its  powei, 
to  cooperate  with  and  aid  the  general  practitioners 
A Session  for  general  practitioners  was  created  by  tht 
Council  of  the  State  Society  for  the  Annual  Meeting 
this  spring  in  Buffalo.  I recommend  to  the  House 
of  Delegates  that  they  here  and  now  create  a Sectioi 
on  general  practice. 

Woman’s  Auxiliary. — The  Woman’s  Auxiliary! 
continues  to  do  outstanding  work  for  the  Medical 
Society  of  the  State  of  New  York.  I cannot  sinj 
their  praises  too  highly,  and  every  physician  in  th 
State  of  New  York  is  greatly  indebted  to  them  fo 
their  splendid  work  throughout  the  year. 

Mrs.  Henry,  the  president  this  year,  has  been 
most  willing  and  industrious  worker  and  has  give:1 
very  freely  of  her  time. 

To  all  of  them  I say,  “Thank  you.” 

Civil  Defense. — Again  I want  to  mention  to  a 
of  you  the  great  importance  of  the  civil  defense 
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program  and  how  it  is  necessary  for  each  and  every 
doctor  to  assume  his  responsibility  under  the  civil 
defense  program.  I want  to  thank  Dr.  John 
Masterson  for  taking  on  a very  difficult  and  trying 
task  as  chairman  of  the  Emergency  Preparedness 
Committee  and  also  thank  him  for  the  long  hours 
and  devotion  to  duty  in  the  development  of  the 
civil  defense  program.  He  has  done  a magnificent 
job  and  has  given  an  untold  number  of  hours  and 
days  of  sacrifice  to  this  particular  job. 

I appreciate  greatly  the  fine  cooperation  of  your 
president-elect,  Dr.  J.  Stanley  Kenney.  He  car- 
ried on  many  arduous  tasks  for  the  Society  this 
past  year,  and  I pledge  him  my  cooperation  and  sup- 
port for  the  coming  year. 


I am  greatly  indebted  to  all  the  officers  and 
Council  members  and  committees  and  to  the  Board 
of  Trustees  for  their  splendid  cooperation  through- 
out the  year.  I thank  all  the  employed  personnel, 
the  heads  of  the  Bureaus,  and  especially  I want  to 
thank  our  most  capable  and  genial  secretary,  Dr. 
Anderton. 

Members  of  the  House,  I again  thank  you  all  for 
electing  me  to  your  highest  office  and  for  giving  me 
a year  of  real  pleasure  and  enjoyment.  I have 
tried  hard,  and  I wish  that  I could  do  more. 

Respectfully  submitted, 

Carlton  E.  Wertz,  M.D.,  President 


REPORT  OF  THE  SECRETARY 


To  the  House  of  Delegates,  Gentlemen: 

Your  Secretary  takes  pleasure  in  reporting  to 
you  as  follows: 


1949 —  Membership 21,489 

1950 —  Members  reinstated ....  927 

1950 — New  members 1 , 059 


23,475 

1950— Deaths 229 

1950 — Resignations.  . . 254 

1950 — License  revocations. ...  3 

486 


22,989 

1950 — Delinquent  members 1,128 


1950 — Total  membership 21 , 861 


Honor  counties  (all  of  whose  members  paid  their 
lues  in  1950)  include:  Broome,  Chenango,  Lewis, 
Putnam,  and  Wayne. 

Comparative  totals  of  membership  since  1939 

ollow: 


1939. . . . 

. . . .16,785 

1945 

. . . .19,234 

1940 

.17,409 

1946 

.20,524 

1941 

.17,781 

1947 

.21,303 

1942 

.18,313 

1948 

.21,171 

1943 

.18,652 

1949. . . 

.21,489 

1944 

.18,941 

1950 

. .21,861 

In  1950,  58  members  of  the  Medical  Society  of 
' ie  State  of  New  York  became  associate  fellows  of 
i ie  American  Medical  Association.  This  cor- 
■sponds  with  retired  members  in  the  Medical 
ociety  of  the  State  of  New  York, 
i During  1950,  remissions  of  dues  were  voted  for 
embers  for  service  in  the  armed  forces  and  on  ac- 


County 

Illness 

Serv- 

ice 

Total 

Albany 

1 

1 

Bronx 

7 

7 

Broome 

2 

2 

Chemung 

2 

2 

Dutchess 

1 

1 

Erie 

4 

1 

5 

Jefferson 

2 

2 

Kings 

25(1 

rescinded)  2 

27 

Madison 

1 

1 

Monroe 

1 

2 

3 

New  York 

15 

9 

24 

Onondaga 

13 

13 

Orange 

3 

3 

Orleans 

1 

1 

Queens 

8 

8 

Richmond 

1 

1 

Ulster 

1 

1 

Washington 

1 

1 

Westchester 

4 

4 

. 

■ 



Total 

91 

16 

107 

Rescinded 

1 

106 

During  1950,  the  Council  voted  remission  of  War 
Memorial  assessments  for  29  members  as  follows: 


County 

Bronx 

Cortland 

Erie 

Jefferson 

Kings 

Madison 

Monroe 

New  York 

Onondaga 

Orange 

Queens 

Rockland 


Number 

1 

1 

2 

2 

4 

2 

1 

3 

9 

1 

2 

1 

29 
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A number  of  members  have  failed  to  pay  the  1950 
dues  of  the  American  Medical  Association,  and  are, 
therefore,  being  dropped  from  its  membership.  The 
exact  number  is  not  available  at  the  time  this  report 
is  written.  The  January  6,  1951,  issue  of  the 
Journal  of  the  American  Medical  Association  on 
page  38  contains  much  valuable  information  re- 
garding American  Medical  Association  dues. 

Publications. — Compilation  of  the  1951  New 
York  State  Medical  Directory  has  been  carefully 
accomplished  in  your  offices.  As  the  New  Jersey 
and  Connecticut  State  Medical  Societies  preferred 
not  to  assume  any  financial  responsibility,  this 
edition  is  confined  entirely  to  the  members  of  our 
profession  in  New  York  State.  It  carries  several 
new  features  such  as  the  Principles  of  Professional 
Conduct,  and  the  Constitution  and  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York.  There 
are  informative  statements  regarding  the  important 
activities  of  your  Society,  such  as  the  Workmen’s 
Compensation  Bureau,  Bureau  of  Medical  Care 
Insurance,  and  Malpractice  Defense  Insurance, 
and  there  is  also  considerable  useful  laboratory 
data  for  ready  reference. 

The  New  York  State  Journal  of  Medicine 
has  had  a satisfactory  year.  Its  Golden  Anniver- 
sary Issue  of  January  1,  1951,  was  a particularly 
memorable  and  noteworthy  achievement.  The 
editors  and  staff  deserve  high  commendation. 

Annual  Meeting. — The  1950  annual  meeting  was 
held  at  the  Hotel  Statler,  New  York  City.  In 
attendance  were  4,407  physicians,  1,191  guests,  and 
1,387  exhibitors,  totaling  6,985  as  compared  with 
6,020  in  New  York  City  in  1948.  The  attendance 
in  Buffalo  in  1949  was  2,482. 

This  year  for  the  first  time  there  is  a Session  on 
General  Practice. 

District  Branches. — During  the  past  year  several 
district  branches  have  increased  their  activities. 
The  Eighth  District  Branch  continued  its  interest 
in  legislation,  workmen’s  compensation,  and  other 
matters.  The  Seventh  District  Branch  and  the 
Sixth  District  Branch  are  contemplating  similar 
organizations. 

The  proposed  new  bylaws  of  the  First  District 
Branch  contain  several  features  which  differ  from 
the  pattern  of  other  district  branches.  These  pro- 
posed bylaws  are  in  the  hands  of  the  Committee  on 
Constitution  and  Bylaws. 

County  Societies. — As  recommended,  most  county 
societies  have  established  grievance  or  mediation 
committees  which  have  been  functioning  to  the 
mutual  advantage  of  the  public  and  the  physician. 
The  societies  of  the  counties  of  Herkimer,  Madi- 
son, and  Oneida  have  engaged  an  executive  secre- 
tary to  work  for  all  three  of  them.  During  the 
past  year  the  County  of  Onondaga  has  also  estab- 
lished an  executive  secretary. 

Council. — The  Council  of  the  Medical  Society 
of  the  State  of  New  York  has  been  diligent  and 
careful  in  its  meetings  each  month,  except  July  and 


August,  when  no  meetings  were  held.  Since  the 
last  convocation  of  this  House,  on  June  8,  1950. 
Dr.  John  J.  H.  Keating  was  elected  a councillor  tc 
fill  the  unexpired  term  of  Dr.  Maurice  J.  Dattel- 
baum,  whom  you  had  elected  treasurer.  In  January 
the  Council  accepted  the  resignation  of  Mr.  Dwight 
Anderson  from  his  post  as  executive  secretary  ir 
accordance  with  an  agreement  negotiated  by  the!, 
Board  of  Trustees. 

The  Executive  Committee,  which  you  created  last, 
year,  met  in  an  emergency  during  the  Americarj 
Medical  Association  House  of  Delegates  in  Cleve-j 
land,  Ohio,  in  December.  Their  prompt  actior 
urging  exclusion  of  inferiorly  educated  physiciamj 
from  the  New  York  State  licensing  examination  was 
ratified  at  the  January  meeting  of  the  Council 
The  Nominating  Committee  which  you  instituted 
last  year  has  functioned  well  under  the  able  chair-| 
manship  of  Dr.  Leo  F.  Simpson. 

Comments. — It  grieves  your  secretary  to  report 
that  Mr.  Thomas  Clearwater,  counsel,  died  last 
May.  Also  four  past-presidents  have  passed  away 
Dr.  William  D.  Johnson  of  Batavia  in  June,  1950 
Drs.  George  N.  Cottis  and  Samuel  J.  Kopetzky 
both  last  November,  and  Dr.  James  F.  Rooney  ir 
February.  Fitting  expressions  of  condolence  wer< 
sent  to  these  gentlemen’s  families. 

Your  Secretary  again  expresses  appreciation  oJ'l 
the  high  honor  you  have  afforded  him  by  allowing 
him  to  hold  office.  He  has  attended  meetings  o 
this  House,  several  of  its  reference  committees,  al 
meetings  of  the  Council,  the  Board  of  Trustees'  I 
and  most  committee  meetings.  He  was  one  o: 
your  delegates  to  the  American  Medical  Association 
Last  February  he  attended  the  meeting  of  th( 
American  College  of  Radiology,  the  National  Con- 
ference on  Medical  Service,  the  Annual  Congress 
on  Medical  Education  and  Licensure  in  Chicago 

Cooperation  between  the  Medical  Society  of  th« 
State  of  New  York,  represented  by  its  officers  anc 
committees  of  the  Council,  with  the  government  o 
our  State  has  been  well  arranged  during  the  pasl 
year.  There  have  been  frequent  conferences  wit! 
the  Commissioner  of  Health,  members  of  his  staff 
and  with  representatives  of  the  Departments  o 
Education  and  Social  Welfare. 

The  annual  meeting  of  secretaries  at  Albany  was 
well  attended  and  was  an  evidence  of  the  good  co- 
operation between  your  component  county  societies 
and  the  officers  and  committees  of  your  State 
Society.  1 

It  is  impossible  for  your  Secretary  appropriateh  i 
to  express  appreciation  for  the  consideration  anc 
guidance  he  has  received  from  all  directions  during 
the  past  year.  President  Wertz,  the  Trustees,  the 
Council,  committee  chairmen  and  members,  anc 
Miss  Doris  K.  Dougherty,  executive  assistant,  have  ! 
made  his  life  satisfactory  and  enjoyable.  Youi  : 
Secretary  humbly  records  his  deep  gratitude. 

Respectfully  submitted, 

W.  P.  Anderton,  M.D.,  Secretari 
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REPORT  OF  THE  FINANCE  COMMITTEE 


To  the  House  of  Delegates,  Gentlemen: 

In  accordance  with  the  precedent  set  by  your 
Finance  Committee  for  the  year  ended  May,  1950, 
your  present  committee  began  work  on  the  1951 
budget  during  the  summer  of  1950.  Schedules 
showing  past  financial  results  as  well  as  the  then 
current  budget  were  prepared  by  the  Accounting 
Department.  These  schedules  were  transmitted  to 
the  chairman  of  the  committee  or  department  head 
concerned,  who  were  requested  to  supply  a suffi- 
cient amount  of  supporting  data  in  order  that  an 
intelligent  opinion  could  be  made  by  the  Finance 
Committee,  the  Council,  and  the  Board  of  Trustees. 

The  committee  held  two  meetings,  both  of  which 
lasted  almost  four  hours.  In  addition,  numerous 
informal  meetings  and  discussions  were  held  in 
order  to  facilitate  the  final  budget  as  submitted  to 
the  Council.  At  its  various  meetings,  the  commit- 
tee gave  due  attention  to  the  resolution  of  the  1950 
House  of  Delegates  regarding  the  following  of  a 
“pay-as-we-go”  principle. 

The  budget  in  its  original  form  was  submitted  to 
the  Council  at  its  October  meeting.  In  order  that 
all  concerned  might  have  some  time  to  study  it, 
copies  were  mailed  about  ten  days  in  advance  of  the 
meeting.  Then,  at  the  meeting  of  the  Council,  the 
chairman  explained  verbally  various  items  as  ques- 
tions arose.  The  Council  referred  the  budget  to  its 
Executive  Committee,  which  met  with  the  Finance 
Committee  before  the  November  meeting.  At  the 
November  meeting,  the  whole  budget  was  referred 
to  the  Board  of  Trustees. 

As  is  true  with  most  budgets,  many  figures  cannot 
be  accurately  estimated;  new  needs  and  conditions 
arise.  Shortly  after  the  committee  made  its  pres- 
entation, the  resignation  of  Mr.  Dwight  Anderson 
was  announced.  The  budgetary  effect  of  this  condi- 
tion resulted  in  numerous  changes  and  required  a 
number  of  revisions  in  our  figures.  In  publishing 
the  1951  budget,  the  committee  is  exhibiting  not  the 
original  budget  submitted  but  the  one  which  has 
been  approved  by  the  Council  and  Trustees  up 
through  its  February,  1951,  meeting.  In  the  accom- 
panying table,  you  will  find  a comparison  of  actual 
1950  expenses  with  this  latest  budget.  An  interest- 
ing sidelight  of  this  budget  is  that  it  is  composed  of 
I forty-five  pages  and  a total  of  more  than  two  hun- 
1 dred  twenty  different  items. 

A comparison  of  1950  income  and  expenses  with 
the  1951  budget  is  submitted  as  a part  of  this  report. 
Having  in  mind  the  increase  in  State  dues  from  $15 
l to  $20,  it  would  seem  that  a substantial  surplus 
j should  result  at  the  end  of  1951.  There  are,  how- 
ever, reasons  why  this  is  not  true. 

First,  we  are  feeling  the  effect  of  higher  salaries 
and  prices  as  is  every  other  organization.  Whether 
| the  employe  fills  a relatively  important  or  unim- 


portant position  in  the  Society,  we  have  felt  the 
impact  of  higher  wages.  Whether  we  purchase 
small  or  large  items  of  supplies,  we  have  felt  the 
increase  in  cost. 

It  is  expected  that  the  Journal  will  cost  about 
$1,700  more  to  publish  in  1951.  The  cost  of  both 
paper  and  printing  has  risen  substantially. 

The  Committee  takes  this  opportunity  to  thank  all 
members  and  employes  of  the  Society  for  their  com- 
plete cooperation  in  producing  the  1951  budget. 

Respectfully  submitted, 

Maurice  J.  Dattelbaum,  M.D.,  Chairman 
Albert  F.  R.  Andresen,  M.D. 

Thomas  M.  d’Angelo,  M.D. 


COMPARISON  OF  1950  OPERATIONS  WITH 
1951  BUDGET 


1950 

Income 

and  1951 

Expenditures  Budget 

Income: 

Dues  (net) 

$329,336* 

$418,000* 

Medical  Directory , 1949 

3,144 

Investments  (net) 

20,956 

20,000 

Interest 

652 

700 

$354,088 

$438,700 

Expenditures: 

Journal 

9,937* 

11,694* 

Administration 

93,260 

109,280 

Public  Relations 

68,815 

87,002 

Legislative 

Workmen’s  Compensation 

27,031 

31,960 

20,661 

22,314 

Medical  Care 

16,884 

17,952 

Scientific  Activities 

19,401 

20,077 

District  Branches 

2,995 

5,300 

Planning  Committee 
Woman’s  Auxiliary 

424 

700 

2,000 

2,500 

Malpractice  Insurance 

1,012 

1,000 

Malpractice  Audit 

750 

750 

Legal 

21,976 

22 , 000 

Travel 

26,658 

25,950 

Committee  on  Problems  of 

Alcoholism 

275 

750 

A.M.A.  Conference  Room 

92 

500 

Conference  of  Presidents 

50 

50 

Friends  of  Medical  Research 

500 

Veterans  Medical  Service  Plan 

1,452 

500 

Medical  Directory  (1951) 

51,810 

51,810 

Annual  Meeting 

-4,930 

13,900 

Special  Legal  Services 

11,777 

World  Medical  Association 

1 , 000 

1 ,000 

Middle  Atlantic  States  Conference 

75 

Pension 

5,000 

Total 

$373 , 830 

$432,064 

Deficit 

$ 19,742 

$-6,636 

* Before  allocation  of  members’  dues  ($56,795  in  1950). 


RECEIVED  TOO  LATE  FOR  PUBLICATION  IN  THIS  ISSUE,  THE 
REPORTS  OF  THE  TREASURER  AND  THE  BOARD  OF  TRUS- 
TEES WILL  APPEAR  IN  THE  APRIL  15  ISSUE. 
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REPORT  OF  THE  COUNSEL 


To  the  House  of  Delegates,  Gentlemen: 

This  is  the  annual  report  by  your  Counsel  of  the 
activities  of  the  Legal  Department  of  the  Medical 
Society  of  the  State  of  New  York  for  the  period 
from  February  1,  1950,  to  and  including  January  31, 
1951. 

First,  I must  mention  the  deep  loss  that  the 
Society  suffered  during  the  past  year  in  the  untimely 
death,  on  May  3,  of  my  associate,  Mr.  Thomas  H. 
Clearwater.  It  can  be  said  that  practically  all  of 
his  professional  life  since  his  graduation  from 
Columbia  Law  School  in  1928,  with  the  exception  of 
a brief  interlude  of  training  in  another  office,  was 
devoted  to  the  legal  affairs  of  the  Medical  Society. 
We  will  miss  not  only  his  ability  and  experience  but 
his  endearing  personality. 

We  have  had  the  busiest  year  in  our  history, 
both  in  the  volume  of  litigation  and  in  the  amount 
of  consultation  work.  Only  a r<$sum6  can  be  stated 
in  this  report,  as  the  giving  of  a full  picture  of 
the  tasks  accomplished  would  be  tedious. 

During  the  year,  the  legal  staff  remained  un- 
changed until  the  death  of  Mr.  Clearwater.  In  his 
place  as  attorney  for  the  Society,  the  Council  ap- 
pointed Mr.  Robert  J.  Bell,  and  at  this  point  in  my 
report  I would  like  to  stop  to  sing  his  praises. 

He  has,  both  in  the  courtroom  and  in  consultation, 
done  a tremendous  amount  of  work  this  year,  and 
his  efforts  have  met  with  great  success.  He  has  had 
a long  experience  in  this  office,  starting  in  1931,  and 
since  his  discharge  from  service  in  the  Navy  at  the 
end  of  the  war  has  tried  a number  of  Supreme 
Court  cases  with  great  ability. 

Mr.  John  J.  DeLuca,  Mr.  Robert  W.  Prier,  and 
Mr.  Harold  B.  Smith  continue  their  good  work.  As 
of  the  date  that  this  report  is  actually  dictated, 
Mr.  William  C.  Richardson  has  been  added  to  our 
staff.  He  was  previously  in  charge  of  the  New 
York  City  claim  work  of  the  Employers  Mutual 
Liability  Insurance  Company  of  Wisconsin,  the 
carrier  for  our  Group  Plan.  His  excellent  training 
in  litigation  should  stand  us  in  good  stead.  He  is 
admitted  to  practice  in  Kansas,  Iowa,  and  New 
York  and,  having  known  him  through  several  years 
of  close  association  with  the  company  for  whom  he 
worked,  I am  sure  he  will  be  a splendid  addition  to 
our  staff. 

I would  like  to  mention  that  Mrs.  Agnes  Van 
Horne,  who  worked  for  my  predecessors,  George 
Whiteside,  Lloyd  Paul  Stryker,  and  Lorenz  Bros- 
nan,  and  who  has  been  in  the  office  of  the  Counsel 
for  the  Society  since  1921,  continues  to  assist 
with  the  management  of  the  office,  and  her  services 
are  invaluable. 

The  activities  of  the  office,  are,  for  the  purpose 
of  this  report,  divided  into  three  categories:  (a)  The 
actual  handling  of  malpractice  actions  and  claims; 
(6)  counsel  work  with  officers,  committees,  and  in- 
dividual members  of  the  Society,  and  (c)  legislative 
matters. 

Litigation. — Particularly  in  these  days  of  inflated 
money  values,  I wish  to  stress  the  ever-present  hazard 
of  a physician  becoming  involved  in  malpractice 
litigation.  I would  advise  every  physician  to  insure 
himself  adequately  against  the  financial  burden  of  a 
malpractice  settlement  or  judgment.  No  branch  of 
the  profession  is  immune  to  suit.  To  cite  an  instance, 
pediatricians  frequently  tell  me  that  they  see  no 
need  for  carrying  malpractice  insurance,  as  their 
branch  of  medicine  is  nearly  immune  from  mal- 


practice actions.  Such  is  not  the  case.  For  alleged 
negligent  injections  of  solutions  by  hypodermic  and 
for  alleged  negligent  failure  to  discover  congenital 
deformities,  to  cite  only  two  situations,  we  have  had 
a number  of  suits  against  pediatricians,  and  several 
of  the  pediatricians  sued  carried  no  insurance,  to 
their  regret. 

We  cannot  re-emphasize  often  enough  the  fact 
that  much  malpractice  litigation  results  from  care- 
less criticism  by  one  physician  concerning  the  work 
of  another.  Members  of  the  profession  should  be 
on  guard  against  stimulating  a patient  to  institute 
an  action  against  another  doctor.  One  of  the  causa- 
tive factors  in  increasing  the  quantity  of  mal- 
practice claims  and  suits  brought  is  the  burdensome 
expense  of  long  hospitalization  which  the  patients 
often  feel  arises  out  of  bad  practice.  Another  factor 
these  days  is  the  increased  wage  of  the  average 
worker  which,  when  he  is  incapacitated,  can  run 
into  a large  damage  item.  This  trend  is  typical  of 
all  negligence  litigation. 

Another  factor  in  increasing  malpractice  suits  is 
the  liberality  of  the  courts  in  extending  to  dissatis- 
fied patients  the  remedy  of  an  exhaustive  examina- 
tion before  trial,  allowing  a full  review  of  the  defense 
at  an  early  stage  of  the  proceedings.  Many  attor- 
neys bring  suit  and  then  seek  the  facts  by  examin- 
ing the  doctor  under  oath,  whereas  formerly  this  ' 
could  not  be  done. 

As  the  House  of  Delegates  is  well  aware,  your 
Society  has  for  years  provided,  through  the  office  of 
the  Counsel  for  the  Society,  free  defense  to  mem- 
bers who  are  sued  for  malpractice.  A great  deal  of 
the  time  of  jmur  Counsel  and  his  assistants  is  taken 
up  with  the  problems  of  uninsured  members.  It  is 
very  cold  comfort  to  a doctor  that  he  saved  some 
money  for  a few  years  by  not  taking  out  a policy  of 
insurance  against  malpractice  only  to  be  faced  with 
a suit  which  may  cost  him  many  times  what  he  has 
saved.  Just  before  the  close  of  the  calendar  year 
1950,  two  cases  were  tried  by  the  staff  of  this  office. 
Each  of  those  cases  consumed  the  full  time  of  two 
members  of  the  staff  for  a period  of  two  weeks  each. 
Each  case  took  a full  week  to  try  and  as  much  time 
again  to  prepare.  The  strain  of  these  cases  is  in- 
creased by  the  realization  that  a member  is  con- 
fronted with  the  possibility  of  a substantial  money 
judgment  which  he  may  have  to  pay.  No  one  is  a 
greater  advocate  of  adequate  malpractice  coverage 
than  a doctor  who  has  been  sued  when  unprotected. 

The  Society  has  for  many  years  sponsored  a group  ^ 
plan  of  insurance  to  afford  protection  to  the  mem- 
bers against  financial  loss,  as  a result  of  malpractice 
actions.  One  startling  and  little-realized  fact  about 
that  plan  which  makes  it  unique  and  which  cannot 
be  emphasized  enough  to  the  membership  is  that  in- 
surance in  the  Group  Plan  is  never  taken  away  from 
a member  until  a review  by  the  Malpractice  In- 
surance and  Defense  Board  of  the  State  Society, 
consisting  of  five  doctors  appointed  by  the  Society, 
is  held.  Your  present  Counsel  has  participated  in 
the  excellent  work  of  the  Plan  both  during  the  years 
when  the  Aetna  Life  Insurance  Company  was  the 
group  carrier  and  during  the  following  years  when 
the  Yorkshire  Indemnity  Company  was  the  successor 
carrier. 

Since  June  of  1949  the  role  of  carrier  has  been 
taken  over  by  the  Employers  Mutual  Liability  In- 
surance Company  of  Wisconsin.  Of  course  it  is 
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perfectly  apparent  that  the  Yorkshire  Indemnity 
Company  is  still  covering  lawsuits  just  commenced 
and  some  still  to  arise,  growing  out  of  the  policies  it 
wrote  in  the  past.  It  is  very  interesting,  however, 
to  note  that  within  the  last  several  years,  the  Aetna, 
which  has  been  off  the  line  since  1936,  received 
several  new  lawsuits  involving  its  coverage.  These 
arose  because,  under  the  laws  of  New  York  State,  a 
suit  may  be  brought  on  behalf  of  an  infant  until  one 
full  year  after  it  has  reached  majority.  In  the  new 
Aetna  cases,  alleged  acts  of  malpractice  occurred  in 
the  course  of  surgery  that  took  place  nearly  two  dec- 
ades ago.  I mention  this  as  a further  illustration  of 
the  fact  that  a doctor  needs  malpractice  insurance 
not  only  to  protect  his  own  means  but  sometimes  to 
protect  the  assets  of  his  estate,  which  is  not  im- 
mune from  such  suits  arising  from  his  acts.  We 
have  a number  of  cases  which  have  been  commenced 
against  the  estates  of  deceased  doctors,  and  it  is 
very  comforting  to  have  adequate  coverage. 

At  the  risk  of  being  repetitious,  I wish  to  em- 
phasize that,  in  these  days,  the  minimum  protection 
of  $5,000  in  a malpractice  policy  is  inadequate  pro- 
tection in  a large  percentage  of  the  cases  that  may 
j face  a doctor.  Recently  in  Brooklyn,  in  a railroad 
negligence  action,  a verdict  for  $400,000  was 
handed  down  by  the  jury.  Such  a thing  would  be 
unheard  of  only  a few  years  ago. 

In  the  remaining  matters  which  we  have  with  the 
Aetna  Life  Insurance  Company,  we  have  received 
cordial  counsel  and  assistance  from  Mr.  Harry 
Tyler  Smith,  the  head  of  their  Legal  Department, 
and  Mr.  Lee  J.  Ingraham  and  his  associates  in  the 
Claim  Department  in  New  York  City. 

The  great  bulk  of  our  work  is  still  with  the  York- 
shire Indemnity  Company  as  the  carrier,  and  that 
company  continues  to  render  splendid  service  and 
sympathetic  help  to  us  in  the  discharge  of  their  ob- 
ligations. I am  particularly  indebted  to  Mr.  Horace 
Crowell,  Jr.,  vice-president  of  that  company,  and 
Mr.  Thomas  J.  Finnegan,  the  head  of  its  Legal 
Department. 

As  our  work  with  the  new  carrier,  the  Employers 
Mutual  Liability  Insurance  Company,  increases,  I 
wish  to  express  our  appreciation  for  the  cooperation 
extended  us  by  Mr.  William  L.  Daily,  the  Eastern 
representative  of  that  company,  and  Mr.  Frank  W. 
Appleton,  who  replaced  Mr.  William  C.  Richardson 
in  the  New  York  office.  As  previously  stated,  Mr. 
Richardson  has  become  a member  of  the  staff  of  your 
Counsel. 

Increasingly,  as  the  years  go  by,  the  Malpractice 
Insurance  and  Defense  Board  renders  invaluable 
assistance  to  this  office.  Created  as  a special  com- 
mittee of  the  House  of  Delegates,  it  has  continued  to 
discharge  its  duties  under  the  able  chairmanship  of 
Dr.  John  F.  Kelley  of  Utica.  The  doctors  on  the 
Board  have  given  many  hours  of  their  service  to  its 
work  in  addition  to  the  time  which  they  spend  at  its 
meetings.  Whenever  the  coverage  of  an  individual 
doctor  is  questioned,  several  members  of  the  Board 
discuss  the  problems  created.  These  matters  take 
at  least  an  hour  apiece  and  sometimes  longer,  and 
the  meetings  of  the  full  Board  take  at  least  one  long 
evening  session  a month.  Further,  your  Counsel 
and  Mr.  Wanvig,  the  indemnity  representative,  have 
put  in  a number  of  evening  sessions  with  the  sub- 
j committees  of  the  Board  which  study  such  special 
fields  as  plastic  surgery,  shock  therapy,  and  x-ray 
I therapy,  particularly  with  relation  to  the  risks  there- 
in involved.  The  members  of  these  subcommittees 
have  been  most  helpful  and  generous  with  their  time. 

In  the  present  reporting  period,  this  office  has 


undertaken  the  defense  of  205  new  actions.  Several 
years  ago,  we  had  to  report  a rather  dramatic  in- 
crease of  approximately  25  per  cent  in  the  number 
of  actions  brought  as  contrasted  with  the  past  period. 
This  year  there  has  been  a slight  falling  off  in  the 
total. 

In  examining  the  table  of  cases  disposed  of  as 
contrasted  with  cases  newly  commenced,  it  is  to  be 
borne  in  mind  that  no  case  is  marked  disposed  of  un- 
less it  is  finally  behind  us.  In  a given  number  of 
situations  we  are  disinclined  to  disturb  dormant 
actions,  and  there  is  always  somewhat  of  a slack  in 
the  total  of  those  concluded. 

In  addition  to  the  figures  set  forth  in  Table  I,  a 
large  number  of  matters  were  disposed  of  in  this 
office  without  them  ever  having  reached  the  official 
status  of  a claim.  If  we  can  dissuade  claimants 
from  pursuing  their  grievances,  it  is  the  policy  of 
this  office  not  to  list  such  in  the  claim  status. 

There  is  a growing  tendency  throughout  the 
State  of  New  York  among  the  county  societies  to 
form  grievance  committees  and  malpractice  com- 
mittees. We  have  attended  more  than  a dozen  meet- 
ings of  such  committees,  in  widely  separated  areas 
throughout  the  State,  to  assist  in  their  formative 
phases.  Several  of  these  local  groups  have  com- 
municated with  us  about  grievances  presented  to 
them,  and  an  appreciable  amount  of  corrective  work 
has  been  done.  The  committees  have  been  particu- 
larly helpful  in  informing  your  Counsel  promptly  of 
potential  litigation  so  that  the  advantage  of  early 
investigation  is  afforded. 


TABLE  I. — Number  of  Suits  Instituted  and  Disposed  of 
in  1950-1951 


Instituted 
1950-1951 
12  months 

Disposed  of 
1950-1951 
12  months 

1.  Fractures,  etc 

20 

14 

2.  Obstetrics 

18 

19 

3.  Amputations 

4 

2 

4.  Burns — x-rays,  etc 

21 

21 

5.  Operations 

71 

38 

6.  Needles  breaking 

1 

2 

7.  Infections 

14 

5 

8.  Eye  infections 

6 

0 

9.  Diagnosis 

12 

11 

10.  Lunacy  commitments. . 

1 

1 

11.  Unclassified  medical.  . . 

37 

31 

Total 

205 

144 

Actions  for  death 

20 

15 

Infants  actions 

24 

18 

Total 

44 

33 

How  Disposed  of 

Settled 

101 

Terminated  in  favor  of  de- 

fendant  physician 

43 

Judgment  for  plaintiff 

0 

Total 

144 

Counsel  Work. — During  the  period  of  this  report, 
your  Counsel  and  Mr.  Bell  have  attended  the  annual 
meeting  of  the  Society  and  the  regular  meetings  of 
the  Council  and  Board  of  Trustees  and  have  con- 
ferred on  many  occasions  with  members  of  such 
bodies  in  connection  with  numerous  legal  problems 
that  have  arisen.  Each  year,  the  activities  of  your 
Society  become  more  complex,  and  each  year  there 
are  necessarily  more  legal  problems  atttendant 
upon  those  activities. 

Your  Counsel  arranged  the  termination  of  the 
contract  between  the  Society  and  Mr.  Dwight  An- 
derson and  prepared  the  contracts  entered  into 
between  the  Society  and  Drs.  Robert  R.  Hannon 
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and  David  Kaliski,  Mr.  George  P.  Farrell,  and  also 
the  contract  with  the  Society’s  auditors. 

Your  Counsel,  with  the  Committee  on  Bylaws, 
has  examined  a number  of  proposed  amendments 
to  the  constitution  and  bylaws  of  several  county 
societies  and  has  rendered  advice  and  made  recom- 
mendations with  respect  thereto. 

Throughout  the  years,  we  have  been  in  frequent 
consultation  with  Dr.  Anderton,  Mr.  Anderson,  and 
Dr.  Kaliski  in  connection  with  various  problems  of  a 
legal  nature  that  have  arisen  in  connection  with 
their  activities. 

Your  Counsel  constantly  receives  requests,  oral 
and  written,  for  opinions  from  members  of  the 
Society  on  a great  variety  of  subjects.  Some  of  the 
matters  upon  which  advice  has  been  given  during  the 
past  year  are  the  following: 

Request  for  a copy  of  the  Sanitary  Code  of  the 
City  of  New  York  dealing  with  artificial  insemina- 
tion, legality  of  registered  nurse  in  giving  of  intra- 
venous injections  and  various  forms  of  medication, 
legal  status  of  sterilization  operations,  legal  opinion 
as  to  length  of  time  x-rays  must  be  kept  by  doctor, 
legal  aspects  of  therapeutic  abortions,  legality  of 
fee  splitting,  legality  of  doctor  becoming  affiliated 
with  credit  bureau,  right  of  laymen  to  use  special 
x-ray  process  for  removal  of  superfluous  hair,  doc- 
tor’s use  of  diathermy  machine  which  interferes  with 
local  television  reception,  scope  of  surgery  to  be 
performed  by  osteopath,  right  of  husband  to  be  pres- 
ent during  physical  examination  of  wife,  the 
legality  of  admissibility  of  incomplete  medical  rec- 
ords in  court,  liability  of  doctors  for  negligence  and 
malpractice  of  physician  partners,  right  of  doctor  to 
practice  dentistry,  legal  advice  to  doctor  regarding 
the  sale  of  office  practice,  possible  investigation  of 
druggists  for  sale  of  substitute  drugs,  limitation  of 
actions  against  physicians,  use  of  outmoded  dia- 
thermy machine,  use  of  unproved  drug  in  treatment 
of  alcoholics,  incorporation  of  clinics,  legality  of 
group  practice,  and  liability  of  physician  for  acts  of 
assistants  and  subordinates. 

We  should  mention  that  your  Counsel’s  office  is 
at  the  service  of  all  the  members  of  the  Society,  and 
daily  we  are  consulted  either  by  personal  inquiry  or 
by  telephone  concerning  many  legal  problems,  partic- 
ularly emergency  situations  which  cannot  be  han- 
dled by  correspondence.  We  attempt  to  be  of  assist- 
ance to  physicians  with  such  problems,  and  this 
naturally  entails  a considerable  amount  of  time  and 
work. 


During  the  year,  your  Counsel  has  appeared 
before  a number  of  medical  societies  and  other 
groups  of  doctors  to  address  them  concerning  medico- 
legal problems.  These  have  included  talks  before  i 
county  and  other  local  medical  societies.  We  have  j 
addressed  groups  at  Oneida,  Utica,  Albany,  Coble- 
skill,  New  Rochelle,  Manhasset,  Roosevelt  Hos- 
pital, Long  Island  College  of  Medicine,  Binghamton,  j 
White  Plains,  Mount  Vernon,  Buffalo,  New  York 
Medical  College,  Philadelphia,  Ithaca,  and  of  course 
a number  of  audiences  throughout  the  various 
counties  of  New  York  City.  In  addition,  in  January, 
1950,  your  Counsel  addressed  the  New  York  State 
Bar  Association  on  the  subject  of  hospital  liability 
in  New  York  State. 

Legislative  Advice  and  Activities. — During  the  re- 
porting period,  your  Counsel  and  his  staff  have  con- 
ferred with  various  people  in  connection  with  pro- 
posed  amendments  to  the  laws  affecting  the  practice 
of  medicine  and  the  medical  profession.  These  prob- 
lems have  been  the  subject  of  conferences  with  the 
Society’s  officers  and  committeemen  and  with  Dr. 
Hannon,  the  executive  officer. 

Your  Counsel  attended  the  annual  meeting  of  i 
the  Council  Committee  on  Legislation  with  the 
chairmen  of  the  county  society  legislation  commit- 
tees at  Albany.  On  a number  of  occasions,  we  also 
conferred  concerning  proposed  legislation  with 
representatives  of  the  hospitals  and  of  various  medi- 
cal specialties. 

Conclusion.— In  closing  his  report,  your  Counsel 
wishes  to  express  his  appreciation  for  the  work  of 
his  own  staff  and  for  the  cooperation,  aid,  and  ad- 
vice  of  your  Society’s  members,  throughout  the 
State,  who  have  helped  us  both  in  court  and  out  in 
the  handling  of  malpractice  actions  and  in  connec- 
tion with  our  numerous  problems.  It  is  a source  of 
great  consolation  to  know  that  in  every  part  of  the 
State  someone  is  willing  to  take  time  out  to  brief 
us  on  local  situations. 

The  officers  of  the  Society,  the  members  of  the 
Council,  and  the  Board  of  Trustees  have  aided  and 
assisted  us  in  great  measure.  I am  particularly  in- 
debted to  Dr.  Walter  P.  Anderton,  the  secretary,  for 
his  many  services.  Such  consideration  has  greatly 
assisted  your  Counsel  in  his  work. 

Respectfully  submitted, 
William  F.  Martin,  Counsel 


REPORT  OF  THE  COUNCIL 


To  the  House  of  Delegates,  Gentlemen: 

Your  Council  has  the  honor  to  report  on  the 
executive  and  administrative  affairs  of  the  Society 
in  the  period  following  your  last  meeting,  May  8 to 
10,  1950.  The  various  matters  that  came  before 
it,  actions  thereon,  and  recommendations  are  here 
presented. 

Constitution  and  Bylaws 

The  Council  Committee  on  Constitution  and 
Bylaws  has  the  following  membership: 

George  C.  Adie,  M.D.,  Chairman.  .New  Rochelle 

George  W.  Kosmak,  M.D New  York  City 

James  F.  Rooney,  M.D.  (Deceased) Albany 

During  the  past  year  changes  in  the  bylaws  of 
two  component  county  societies  have  been  approved 
by  the  Council  after  recommendation  by  the  Com- 
mittee on  Constitution  and  Bylaws. 

The  proposed  amendments  to  chapter  X,  section 
1 of  the  bylaws  of  the  Medical  Societies  of  the 
Counties  of  Oneida  and  Herkimer,  respectively, 
have  been  approved  by  the  Council  and  were  ac- 
ceptable to  the  above-mentioned  counties.  The 
committee  obtained  advice  from  Mr.  H.  B.  Smith, 
counsel.  The  amendment  which  was  adopted  by 
each  county  reads  as  follows: 

“Each  member  shall  pay  annually  the  sum  of 
$55  which  shall  be  due  on  the  first  of  January. 
At  the  same  time,  he  shall  pay  the  amount  of 
the  per  capita  State  assessment  fixed  by  the 
House  of  Delegates  for  the  current  year.” 

A revision  of  chapter  IX,  section  1 of  the  bylaws 
of  the  Medical  Society  of  the  County  of  Columbia 
relative  to  “meetings”  was  studied  by  the  Com- 
mittee. The  committee  recommended  to  the 
council  that  the  amendment  be  approved. 

A communication  from  Dr.  F.  E.  Coughlin,  chair- 
man of  the  Section  on  Public  Health,  Hygiene,  and 
Sanitation  of  the  Medical  Society  of  the  State  of 
New  York,  requests  that  this  section  be  allowed  to 
elect  a vice-chairman.  The  committee  felt  that 
inasmuch  as  the  Bylaws  do  not  prohibit  such  action, 
the  section  would  be  within  its  rights  if  it  so  desired. 
The  committee  recommended  that  the  words  “vice- 
chairman”  be  inserted  after  the  word  “chairman” 
in  chapter  XII,  section  1 of  the  Bylaws. 

The  Committee  studied  the  Constitution  and 
bylaws  as  proposed  by  the  Second,  Eighth,  and 
Ninth  District  Branches  and,  finding  them  in 
keeping  with  the  requirements  of  the  Medical 
Society  of  the  State  of  New  York,  recommended  to 
the  Council  that  they  be  approved.  This  was  done 
and  the  district  branches  in  question  so  notified. 

The  bylaws  as  proposed  by  the  First  District 
Branch  are  being  considered  by  the  committee  at 
this  time. 


and  the  excellent  cooperation  that  it  has  received 
from  the  officers  and  staff  of  that  Society.  The 
committee  is  also  grateful  for  the  never-failing 
assistance  rendered  by  Dr.  Walter  P.  Anderton, 
secretary  of  the  State  Society,  Miss  Doris  K. 
Dougherty,  executive  assistant,  and  the  many 
members  of  the  office  staff  upon  whom  we  have  had 
occasion  to  call  during  the  past  year. 

The  membership  of  the  Council  Committee  on 
Public  Health  and  Education  is  as  follows: 

Theodore  J.  Curphey,  M.D.,  Chairman 

Garden  City 

George  Baehr,  M.D New  York  City 

Charles  D.  Post,  M.D Syracuse 

Advisers 

Herman  E.  Hilleboe,  M.D.,  Commissioner,  New 
York  State  Department  of  Health,  Albany 

John  F.  Mahoney,  M.D.,  Commissioner  of 
Health,  City  of  New  York 

The  Council  Committee  on  Public  Health  and 
Education  arranges  for  postgraduate  instruction  in  a 
wide  variety  of  subjects.  Speakers  are  provided 
by  the  committee  for  meetings  of  county  medical 
societies,  hospital  staffs,  and  other  medical  groups. 
This  program  is  made  available  through  the  com- 
bined efforts  of  the  faculties  of  the  medical  schools 
and  research  institutions  in  New  York  State,  the 
New  York  State  Department  of  Health,  the  Dental 
Society  of  the  State  of  New  York,  the  Division  of 
Industrial  Hygiene  and  Safety  Standards  of  the 
New  York  State  Department  of  Labor,  the  Medical 
Society  of  the  State  of  New  York,  and  several  other 
organizations  and  associations. 

For  programs  arranged  by  the  committee,  the 
Medical  Society  of  the  State  of  New  York  pays  the 
traveling  expenses  of  the  speakers  from  inside  the 
State,  and  honoraria  for  all  speakers  are  provided 
by  the  State  Department  of  Health. 

Instruction  may  be  arranged  as  single  lectures, 
series  of  lectures,  symposiums,  or  teaching  days. 
A teaching  day  is  a,  combination  of  clinics,  demon- 
strations, and  lectures  for  a morning  and  afternoon 
or  an  afternoon  and  evening. 

The  committee  again  is  in  the  process  of  revising 
the  Course  Outline  Book,  which  lists  the  subjects  and 
available  speakers.  Sections  on  the  Medical  As- 
pects of  Atomic  Warfare  and  on  additional  subjects 
of  particular  interest  to  the  general  practitioner  will 
be  included. 

Since  the  144th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  in  May,  1950, 
the  committee  has  arranged,  as  of  February,  1951, 
postgraduate  instruction,  presented  as  lecture 
series,  symposiums,  or  single  lectures,  for  31  coun- 
ties: 


PART  I 

Postgraduate  Medical  Education 

The  Council  Committee  on  Public  Health  and 
Education  has  been  functioning  now  in  its  new  office 
in  the  Queens  County  Medical  Society  for  the  past 
sixteen  months  and  at  this  time  takes  the  oppor- 
tunity to  express  its  appreciation  to  the  Medical 
Society  of  the  County  of  Queens  for  the  facilities 


NUM- 

BER 

OF 

LEC- 

COUNTY  INSTRUCTION  TURES 

T, /Hazards  of  Transfusion!  (Binghamton  I 

Broome  \aCTH  and  Cortisone  / Academy  of  1 

Medicine) 


Cayuga 


{Cardiology 
Pediatrics 
Endocrinology 
Newer  Drugs 


1 

1 

1 

1 
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Chenango 

Diabetes 

2 

St.  Lawrence 

Cardiology 

2 

Hypertension  and  Nephritis 

1 

Columbia 

Geriatrics 

1 

Schenectady 

Arthritis 

1 

Psychosomatic  Medicine 

1 

Cortland 

Hypertension 

Gynecology 

1 

1 

Schoharie 

Diabetes 

1 

Delaware 

Obstetrics 

1 

Seneca 

Arthritis 

1 

Fulton 

Biliary  Tract  Disease 
Rheumatic  Fever  and 

1 

Suffolk 

Rheumatic  Heart  Disease 

1 

Greene 

Pulmonary  Embolism 

1 

Sullivan 

Diseases  of  the  Lung 
Geriatrics 

1 

1 

Tompkins 

Herkimer 

Poliomyelitis 

1 

Obstetrics 

1 

General  Medicine 

1 

Ulster 

Electrolyte  Balance 

1 

Warren 

Diseases  of  Eye 

1 

Jefferson 

Viral  Disease  Epidemic 

1 

Congestive  Failure 
Psychiatric  Problems  in 

1 

Washington 

General  Practice 

1 

Madison 

ACTH  and  Cortisone 
Pediatrics 

1 

1 

Wayne 

Nassau 

Arthritis 

1 

Oneida 


Onondaga 


Ontario 


Oswego 


[ Hyperthyroidism 
Cancer  ] (Utica  Academy 

< Female  Perineum  | of 
Head  Injuries  ) Medicine) 

( Cancer  (Rome  Hospital  Staff) 


Spleen  Disease 
Obstetrics 

Asthma  and  Hay  Fever  (Allergy  So- 
ciety of 
Syracuse) 


Peptic  Ulcer 

Cardiology 

Hypertension 

Pneumonia 

Diabetes 

Cancer 

Pediatrics 


(Hematology 
( Pediatrics 


Westchester 


\ Pediatrics 

(Rehabilitation  of  the  Hemiplegic 
Cerebral  Palsy 
The  Rh  Factor 


1 Pediatrics 

ACTH  and  Cortisone 
Hormone  Therapy 
Legal  Medicine 


Antimicrobial  Agents 


Treatment  of  Lung  with 
Newer  Drugs 
ACTH  and  Cortisone 


(Alcoholism 
(General  Medicine 


Peripheral  Nerve  Surgery 


I Cancer 
(Arthritis 


{Gynecology  1 (E.  J.  Bar- 

Regional  Nerve  Block  ( ber  Hos- 
Treatment  of  Epigastric  f pital  of 
Distress  after  Meals  ) Lyons) 


[Electrolyte  Balance 
Obstetrics 
j Cancer 

Tumors  of  Lung 
[ and  Mediastinum 


(St.  Joseph’s 
Hospital, 

Y onkers) 


Regional  Meetings  and  Teaching  Days. — For 

regional  meetings  (consisting  of  only  one  session  of 
postgraduate  instruction)  and  for  regional  teaching 
days,  invitations  are  sent  to  the  members  of  the 
medical  societies  in  counties  adjacent  to  that  in 
which  the  instruction  is  given.  The  committee  will 
arrange  for  the  speakers  and  for  printing  and  dis- 
tribution of  programs  to  county  medical  societies, 
medical  schools,  hospitals,  the  New  York  State 
Journal  of  Medicine,  the  Journal  of  the  American 
Medical  Association,  and  the  Bureau  of  Public 
Relations  of  the  Medical  Society  of  the  State  of 
New  York  for  publication  in  local  newspapers. 

The  following  is  a list  of  counties  where  Regional 
Meetings  or  Teaching  Days  have  been  held  this 
year: 


Queens 


Rensselaer 


Dermatology 

Radioactive  Materials 

Gastroenterology 

Relation  of  Trauma  to  Disease 

Cancer,  Bone  Tumors 

Electrolyte  Balance 

Sudden  Suspicious  Death 

Geriatrics 

Psychosomatic  Medicine 
Anemia 


Radioactive  Isotopes 
Antimicrobial  Agents 
ACTH  and  Cortisone 
Gynecology 
Diabetes 
Cerebral  Palsy 


COUNTY 

Chemung 


Dutchess 


NUM- 

BER 

OF 

LEC- 


REGION 

INSTRUCTION 

TURES 

Broome, 

[ACTH  and  Cortisone 

1 

Schuyler, 

Lymphomatous  Dis- 

1 

Steuben, 

( eases 

Tioga, 

Thyroid  Diseases 

1 

Tompkins 

(Cardiac  Surgery 

1 

Columbia, 

Orange, 

Putnam, 

Cancer* 

5 

Ulster 

Richmond  Peptic  Ulcer 


* Traveling  expenses,  honoraria  of  speakers,  and  printing 
of  programs  provided  by  the  New  York  State  Department  of 
Health. 


April  1,  1951] 


REPORT  OF  THE  COUNCIL 


895 


(Gastrointestinal  Bleed- 
ing 1 

Management  of  the 
Failing  Heart  1 

Queens  (Not  regional)  Obstetrics  7 

Suffolk  (Not  regional)  Allergy  3 


advanced,  can  be  directly  attributed  to  the  delib- 
erations of  these  two  groups,  coupled  with  the 
activities  of  the  Medical  Advisory  Committee  to  the 
New  York  State  Civil  Defense  Commission. 

The  Council  Committee  at  this  time  desires  to 
express  its  warm  appreciation  of  the  cooperation 
of  the  various  members  of  the  State  Health  Depart- 
ment during  the  past  year. 


Teaching  Day  at  Annual  Meeting,  1950. — The 
morning  session  of  the  Teaching  Day  was  devoted 
to  the  problem  of  Rehabilitation  of  the  Chronically 
Disabled  and  was  presented  by  the  Subcommittee 
on  Physical  Medicine  and  Rehabilitation,  of  which 
Dr.  Howard  A.  Rusk  was  chairman.  The  afternoon 
session  took  the  form  of  a panel  discussion  on 
“Chronic  Alcoholism  as  a Medical  Problem”  with 
Dr.  Milton  G.  Potter,  chairman  of  the  Special 
Committee  on  the  Problems  of  Alcoholism,  as 
moderator. 

The  morning  and  afternoon  sessions  were  at- 
tended by  approximately  200  persons.  It  appeared 
to  be  the  consensus  of  opinion  of  both  the  speakers 
and  the  audience  that  the  effort  was  rewarding. 
At  the  morning  session  Dr.  Herman  B.  Baruch 
gave  an  introductory  address  on  the  origins  of 
physical  medicine  in  this  country  with  respect  to 
the  endeavors  of  his  father,  Dr.  Simon  Baruch. 
The  session  was  honored  by  a surprise  visit  from 
Mr.  Bernard  Baruch,  who  evinced  great  interest 
in  the  clinical  demonstration  of  the  results  of  re- 
habilitation presented  by  Dr.  Rusk’s  team. 

Luncheon  for  Chairmen  of  Postgraduate  Commit- 
tees.— The  luncheon  given  on  the  Teaching  Day 
by  the  Council  Committee  was  attended  by  chair- 
men of  postgraduate  education  committees  of  36 
county  societies.  Discussion  centered  on  means 
for  improving  the  work  of  the  committee,  and  many 
helpful  suggestions  were  received. 

The  Committee's  Exhibit. — The  exhibit  attracted 
wide  attention.  About  six  hundred  copies  of  the 
revised  Course  Outline  Book  were  distributed  during 
the  sessions. 

Teaching  Day,  1951. — This  year’s  program  will 
be  a forum  discussion  on  “The  Doctor,  the  Hospital 
and  the  Community”  at  the  morning  session  and 
a presentation  of  “The  Medical  Aspects  of  Civil 
Defense”  in  the  afternoon. 

Joint  Meetings  with  State  Department  of  Health. — 
During  the  year  the  Council  Committee  on  Public 
Health  and  Education  held  regular  monthly  meet- 
ings with  Commissioner  Hilleboe  and  his  staff  to 
discuss  plans  of  mutual  interest  to  both  organiza- 
tions. Among  problems  discussed  jointly  were 
medical  aspects  of  atomic  warfare,  blood  procure- 
ment, maternal  health  program,  multiphasic  screen- 
ing, health  councils,  and  the  specialist  roster. 

It  was  the  opinion  of  your  chairman  that  these 
meetings  served  a useful  purpose  as  they  permit  of  a 
free  exchange  of  ideas  between  the  State  Depart- 
ment of  Health  and  the  Medical  Society  of  the  State 
of  New  York  prior  to  the  development  of  any  policies 
that  jointly  concern  the  two  groups.  The  value  of 
these  meetings  has  been  especially  evident  during 
the  past  year  in  respect  to  the  task  of  planning 
the  medical  aspects  of  the  civil  defense  program. 
The  progress  that  has  been  made  in  New  York 
State  in  the  preparation  of  a program  for  civil  de- 
fense, the  plans  of  which  incidentally  are  very  well 

**  Tri-County  Teaching  Day,  held  in  conjunction  with 
Second  Annual  Scientific  Assembly  of  the  New  York  State 
Academy  of  General  Practice,  October  15  to  18,  1950. 
Expenses  of  speakers  divided  between  State  Health  Depart- 
ment and  Medical  Society  of  the  State  of  New  York. 


PART  II 

Maternal  and  Child  Welfare 

The  Subcommittees  on  Maternal  and  Child  Wel- 
fare have  the  following  membership: 

Maternal  Welfare 

Charles  A.  Gordon,  M.D.,  Chairman.  . Brooklyn 


James  K.  Quigley,  M.D Rochester 

Edward  C.  Hughes,  M.D Syracuse 

Frederick  H.  Wilke,  M.D New  York  City 


Regional  Chairmen  in  Obstetrics: 

1.  New  York,  Richmond,  Bronx 

R.  Gordon  Douglas,  M.D.,  525  East  68th 
Street,  New  York  City 

2.  Kings,  Queens,  Nassau,  Suffolk 

Charles  W.  Mueller,  M.D.,  2104  Foster 
Avenue,  Brooklyn 

3.  Westchester,  Rockland,  Dutchess,  Putnam, 

Orange 

Julian  Hawthorne,  M.D.,  Highland  Hall, 
Rye 

4.  Schenectady,  Fulton,  Montgomery,  Scho- 

harie, Greene,  Ulster 
William  M.  Mallia,  M.D.,  1364  Union 
Street,  Schenectady 

5.  Albany,  Washington,  Saratoga,  Columbia, 

Warren,  Rensselaer 

Joseph  O’C.  Kiernan,  M.D.,  496  Madison 
Avenue,  Albany 

6.  Clinton,  Essex,  Franklin,  St.  Lawrence 

Edwin  W.  Sartwell,  M.D.,  14  Brinkerhoff 
Street,  Plattsburg 

7.  Jefferson,  Lewis,  Herkimer,  Hamilton 

Wendell  D.  George,  M.D.,  Trust  Com- 
pany Building,  Watertown 

8.  Onondaga,  Oswego,  Oneida,  Madison,  Cort- 

land, Cayuga 

Edward  C.  Hughes,  M.D.,  713  East 
Genesee  Street,  Syracuse 

9.  Broome,  Tioga,  Chenango,  Otsego,  Dela- 

ware, Sullivan 

Stuart  B.  Blakely,  M.D.,  140  Chapin 
Street,  Binghamton 

10.  Monroe,  Orleans,  Wayne,  Livingston,  On- 

tario, Yates,  Seneca 

Ward  L.  Ekas,  M.D.,  176  South  Goodman 
Street,  Rochester 

11.  Chemung,  Schuyler,  Steuben,  Tompkins, 

Allegany 

R.  Scott  Howland,  M.D.,  531  West 
Water  Street,  Elmira 

12.  Erie,  Niagara,  Chautauqua,  Cattaraugus, 

Genesee,  Wyoming 

Lewis  F.  McLean,  M.D.,  826  West 
Delevan  Avenue,  Buffalo 

Child  Welfare 

Frederick  H.  Wilke,  M.D.,  Chairman 

New  York  City 


A.  Clement  Silverman,  M.D Syracuse 

Charles  A.  Gordon,  M.D Brooklyn 
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Albert  D.  Kaiser,  M.D. Rochester 

Alexander  T.  Martin,  M.D New  York  City 

William  J.  Orr,  M.D Buffalo 

Paul  W.  Beaven,  M.D Rochester 

Thurman  B.  Givan,  M.D Brooklyn 

Frederick  W.  Bush,  M.D Rochester 


Regional  Chairmen  in  Pediatrics  (for  regions  com- 
prising counties  as  shown  in  the  list  of  Regional 
Chairmen  in  Obstetrics): 

Region 

Number 

1 Harry  Bakwin,  M.D.,  132  East  71st  Street, 

New  York  City 

2 Charles  A.  Weymuller,  M.D.,  27  Garden 

Place,  Brooklyn 

3 Reginald  A.  Higgons,  M.D.,  264  King 

Street,  Port  Chester 

4 James  J.  York,  M.D.,  930  State  Street, 

Schenectady 

5 Hugh  F.  Leahy,  M.D.,  176  Washington 

Avenue,  Albany 

6 Sidney  Mitchell,  M.D.,  71  Court  Street, 

Plattsburg 

7 H.  Louis  George,  Jr.,  M.D.,  203  Trust  Com- 

pany Building,  Watertown 

8 Brewster  C.  Doust,  M.D.,  713  East  Genesee 

Street,  Syracuse 

9 John  B.  Burns,  M.D.,  153  Chapin  Street, 

Binghamton 

10  Albert  D.  Kaiser,  M.D.,  729  Buckingham 

Street,  Rochester 

11  George  R.  Murphy,  M.D.,  531  West  Water 

Street,  Elmira 

12  William  J.  Orr,  M.D.,  333  Linwood  Avenue, 

Buffalo 

1.  Maternal  Health  Program  of  the  Slate  Depart- 
ment of  Health. — A meeting  of  the  Subcommittees  on 
Maternal  and  Child  Welfare  was  held  on  August  17, 
1950,  to  consider  the  proposed  Program  Plan  of 
Maternal  Health  submitted  by  Dr.  Edward  R. 
Schlesinger,  director  of  the  State  Health  Depart- 
ment’s Bureau  of  Maternal  and  Child  Health.  As 
a result  of  this  preliminary  survey,  certain  sug- 
gestions were  made  to  Dr.  Schlesinger,  and  at  the 
time  of  the  writing  of  this  report  a revised  and  con- 
densed plan  has  been  prepared  by  him  for  further 
study  by  the  subcommittees.  Following  this  it  is 
contemplated  to  hold  a joint  meeting  of  these  sub- 
committees with  the  Department  of  Health  for  the 
purpose  of  final  approval. 

2.  At  the  suggestion  of  Dr.  Charles  A.  Gordon, 
chairman  of  the  Subcommittee  on  Maternal  Wel- 
fare, attempts  are  now  under  way  for  the  organiza- 
tion of  regional  committees.  To  that  end  each 
regional  chairman  has  been  requested  to  consider 
the  organization  of  a committee  on  maternal  wel- 
fare or  on  maternal  and  child  welfare,  depending 
on  the  size  of  the  county,  having  as  one  of  its  ob- 
jectives the  development  of  regional  conferences 
for  the  discussion  of  infant  mortality  and  maternal 
and  infant  morbidity. 

3.  Epidemiologic  Study  of  Retrolental  Fibroplasia. 
— The  epidemiologic  study  of  retrolental  fibroplasia 
proposed  by  the  State  Health  Department  was  re- 
ferred by  the  Council  on  February  9,  1950,  to  the 
Subcommittee  on  Child  Welfare  (see  Annual  Report 
for  1950,  New  York  State  Journal  of  Medicine, 
April  1,  1950,  page  862).  This  study  was  approved 
by  the  subcommittee,  and  their  suggestions  were 
incorporated  in  a questionnaire.  Two  letters  were 
subsequently  circulated  by  the  subcommittee  over 


Dr.  Conrad  Berens’  signature.  One  was  addressed 
to  all  upstate  physicians,  recommending  that  all 
premature  infants  weighing  less  than  1,810  Gm.  at 
birth  receive  careful  periodic  ophthalmoscopic 
examinations.  The  second  letter  was  directed  to 
the  ophthalmologists  of  the  State  urging  cooperation 
in  the  examinations. 

4.  Stale  Conference  of  School  Physicians. — The 
matter  of  the  possible  organization  of  a State  Con- 
ference of  School  Physicians  was  referred  to  the 
chairman  of  the  Subcommittee  on  Child  Welfare 
as  the  result  of  a recommendation  from  the  American 
Medical  Association’s  Bureau  of  Health  Education. 
The  subcommittee  approves  the  establishment  of 
such  a State  conference  in  principle  but  recognizes 
the  technical  and  organizational  problems  involved. 

It  would  suggest  that  the  matter  be  referred  to  the 
House  of  Delegates  for  consideration. 

5.  Coordinating  Council  on  Poliomyelitis. — A 
conference  on  poliomyelitis  under  the  auspices  of 
the  State  Health  Department  on  May  3,  1950,  was 
attended  by  Dr.  Robert  R.  Hannon.  This  resulted 
in  the  formation  of  a permanent  advisory  council 
consisting  of  the  organizations  represented  at  the 
meeting.  Its  purpose  will  be  to  coordinate  the 
activities  of  the  various  groups  concerned  with  the 
problems  of  poliomyelitis.  Dr.  Hugh  Leahy,  ! 
representing  the  Society,  attended  the  first  meeting 
of  the  Coordinating  Council  in  July,  1950.  Dr. 
Curphey  was  designated  by  the  Council  of  the  i 
Medical  Society  on  December  14,  1950,  to  be  on  a 
special  committee  of  the  Coordinating  Council  i 
which  will  study  the  possibility  of  establishing  a 
respirator  center  in  New  York  State. 

PART  III 

Public  Health  Activities  A 

Industrial  Health. — The  Subcommittee  on  Indus-  > 
trial  Health  has  the  following  membership: 

Leonard  Greenburg,  M.D.,  Chairman 


New  York  City 

David  J.  Kaliski,  M.D New  York  City 

Stuart  A.  Good,  M.D Buffalo 

Stanley  E.  Alderson,  M.D Albany 


No  meetings  have  been  held  during  the  past  year. 
The  chairman  proposed  to  attend  the  Eleventh 
Congress  on  Industrial  Health,  sponsored  by  the 
Council  on  Industrial  Health  of  the  American 
Medical  Association  in  Atlanta,  Georgia,  on  Febru- 
ary 26,  and  27,  1951. 

Rural  Medical  Service. — The  Council  Committee 
on  Rural  Medical  Service  consists  of  the  following 
members: 

Peter  J.  Di  Natale,  M.D.,  Chairman Batavia 


Homer  J.  Knickerbocker,  M.D Geneva 

James  Greenough,  M.D Oneonta 


The  Rural  Medical  Service  Committee  met  in 
Syracuse  on  September  12,  1950,  in  Room  859, 
Hotel  Syracuse.  The  following  members  were 
present:  Dr.  Peter  J.  Di  Natale,  Batavia,  chairman; 
Dr.  Homer  J.  Knickerbocker,  Geneva;  Dr.  James 
Greenough,  Oneonta;  Dr.  W.  P.  Anderton,  New 
York  City,  ex  officio. 

The  members  present  discussed  several  topics, 
such  as: 

Attendance  of  some  member  of  this  committee 
at  the  annual  meeting  of  the  A.M.A.  Council  on 
Rural  Medical  Service. 

Possibility  of  the  committee  keeping  in  touch 
with  rural  communities  that  may  need  medical 
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services  and  trying  to  locate  physician  in  same  with  General  Practice. — The  establishment  of  this  new 
cooperation  of  the  local  county  society.  subcommittee  was  approved  by  the  Council  at  its 

It  was  observed  that  some  communities  may  meeting  on  November  9,  1950.  It  is  to  have  as  its 

believe  they  need  services;  upon  investigation  it  objective  the  furtherance  of  the  interests  of  the 

has  been  found  that  physicians  from  nearby  areas  general  practitioner,  especially  concerning  post- 

adequately  furnish  needed  medical  care,  and  no  graduate  education.  The  president  appointed  the 

full-time  medical  man  was  actually  needed.  It  following  members  on  the  recommendation  of  the 

was  suggested  that  in  some  areas  a physician  or  New  York  State  Chapter  of  the  American  Academy 

physicians  from  a nearby  community  could  estab-  of  General  Practice: 

lish  a medical  office  and  furnish  adequate  medical  Fioyd  C Bratt,  M D.,  Chairman Rochester 

service.  , . . Louis  Bush,  M.D Baldwin 

It  was  mentioned  that  m certain  areas  a physician  Vito  g Lee  jyj  j)  Utica 

could  not  make  a living  unless  some  position  were  Garra  L Lester,  m!dV.  1 ! Chautauqua 

available  such  as  school  physician,  health  officer,  or  c , ,.  , , , „ , „ 

part-time  industrial  post  Ug-  WaS  heldi?D  De(\ember  20>  195°- 

Certain  communities  are  subsidizing  physicians’  an‘  tl?1  ° ” wing  ai  ms  were  discussed 

services  by  creating  local  committees  and  obtaining  . . L . Creation  of  a Department  of  General  Prac- 

funds  and  furnishing  office  space,  etc.  It  was  sug-  Rce  in  hospitals,  each  with  a department  head  hav- 

gested  also  that  in  areas  where  need  has  been  shown  in8  -the  same  votm-  Power  as  the  heads  of  other 

perhaps  such  a committee  or  health  council  could  services.  , , ..  , 

aid  in  cooperation  with  the  local  medical  society  in  2.  Opportunity  for  advancement  by  the  general 
such  projects  as  new  hospitals  and  blood  banks.  Petitioner  onf.the  hospital. staff 

It  was  also  suggested  that  persuasion  might  be  ...?•  Recognition  of  the  individual  general  prac- 

used  on  local  boards  of  supervisors  where  local  titioner  s ability  to  practice  good  medicine  or  sur- 

medical  societies  have  approved  the  establishment  6%y>  whether  or  not  he  is  a specialty  board  member, 

of  county  health  units  on  a voluntary  basis,  (such  . lhe  immediate  objective  of  the  subcommittee 

units  having  been  approved  by  our  State  Medical  19  t(?  pulmtA°  dTect  at  the  local  levd  the  plan  drawn 

Society).  It  was  stated  by  some  members  that  up  by  the  American  Academy  of  General  Practice 

perhaps  no  great  problem  in  rural  medical  service  incorporating  these  aims,  which  has  been  circulated 

exists  in  our  State  because  of  doctor  availability  arno^  a l hospitals  in  the  country.  It  was  recom- 

and  that  probably  no  one  was  more  than  25  miles  ™e"ded  tonthe  C°unci1  of  the  State  Medical  Society 

from  available  hospital  or  medical  services.  It  was  *hat  ,the  Committee  on  Hospital  and  Professional 

suggested  also  to  study  methods  whereby  Blue  Relatl?n9  be  instructed  to  consider  these  aims  as 

Shield  and  Blue  Cross  Service  Plans  could  be  made  Presented  by  the  subcommittee.  The  Council 

available  to  certain  rural  people  not  now  covered,  ?PProve;d  the  recommendation  on  February  18, 

including  those  that  may  be  on  welfare  rolls.  !95b  . The  subcommittee  also  expressed  the  hope 

It  was  decided  by  this  committee  to  propose  that  tha*  fche  co?nty  Ifn?dical  s°cl(:ties  would  cooperate 

the  Council  approve  the  holding  of  a meeting  in  Wltb  genera  practitioners  to  improve  hospital  and 

the  Eighth  District  Branch  with  farm  leaders  and  medical  professional  relations, 
other  interested  groups  to  see  what  their  problems  Tbere  was  Prolonged  discussion  of  the  oyer- 
may  be  and  what  we,  as  a Society,  can  do  to  help  emphasis  on  specialization  In  one  large  upstate 
solve  them  city  ratl°  °*  specialists  to  general  practitioners 

Your  chairman  attended  a meeting  of  County  “ three  to  0I)e'  T1?e.ideal  ratio  would  seem  to  be 

Farm  Agents  in  Batavia  in  October,  1950.  Meeting  thre?  fen<Tral  Practitioners  to  two  specialists  in 

was  purely  informative.  The  farm  agents  were  ™ost,  localities  The  long-range  problem  of  in- 

advised  of  the  existence  of  a Rural  Medical  Service  tensified  education  in  the  field  of  general  practice 

Committee  of  the  State  Medical  Society  and  that  J.a?  .fussed  as  a solution  to  this  unbalanced 

we  were  ready  to  aid  in  rural  medical  problems.  istribution.  Courses  should  be  widened  in  the 
All  agents  were  advised  to  contact  local  medical  medical  schools;  teaching  positions  should  be  open 

societies  first  with  their  problems  and,  if  no  action  Ul  me?  in  general  practice.  A continuous  program 

was  forthcoming,  to  contact  the  Medical  Society  of  ?{  Postgraduate  instruction  for  general  practitioners 

the  State  of  New  York.  (as  opposed  to  isolated  lectures)  should  be  ef- 

The  main  problems  presented  at  that  time  were  fect,lvely  organized  with  the  cooperation  of  the 

(1)  inability  to  have  a physician  in  every  small  ™dlcal  schools  and  the  State  Medical  Society  In 

hamlet,  (2)  occasional  unsatisfactory  night  service,  thls  arfa  as  m.  hospital  relations  it  is  the  individual 

and  (3  unreasonable  charges,  sometimes.  genera’  Practitioner  s responsibility  to  make  his 

The  farm  agents  were  advised  that  most  county  vo'ce  heard  in  bt3,J?°al  medical  society  by  taking 

medical  societies  have,  or  will  soon  have,  grievance  ac~Ye  P.art  m establishing  its  program, 

committees  for  such  complaints  and  that  those  com-  . Tbe  ™Porutan,Y?  of,.thf.  Se.neral  Practitioner  in 

mittees  will  take  appropriate  action  to  protect  the  :oca.  Pub  lc  health  activities  m both  the  admims- 

pUblie  trative  and  clinical  phases  was  emphasized. 

Your  chairman  recommends  that  in  each  county 
where  the  need  exists  the  Medical  Society  establish 

a Committee  on  Rural  Medical  Service.  PART  IV 

Many  queries  about  rural  medical  services  have 
been  handled  by  our  Secretary,  Dr.  W.  P.  Anderton,  Public  Health  Activities  B 
who  has  visited  certain  rural  areas  and  offered 

advice  and  help.  He  has  attempted  to  correlate  . Cancer.— The  Subcommittee  on  Cancer  has  the 
requests  from  communities  for  a physician  with  following  membership: 

the  desires  of  certain  general  practitioners  for  loca-  George  C.  Adie,  M.D.,  Chairman.  .New  Rochelle 

fions.  Edward  Douglass,  M.D Rochester 

The  Rural  Medical  Meeting  of  the  A.M.A.  was  Irwin  E.  Siris,  M.D New  York  City 

held  in  Memphis,  Tennessee,  February  22,  23,  and  Victor  C . J aco b>*rtr  Troy 

24,  1951.  Your  chairman  was  unavoidably  pre-  r!xT7T Buffalo 

vented  from  attending.  Tohn  F^zgerald,  Utica 
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Dwight  V.  Needham,  M.D Syracuse 

Cushman  D.  Haagensen,  M.D. . .New  York  City 

Clyde  L Randall,  M.D Buffalo 

Charles  S.  Cameron,  M.D.  (Adviser) 

New  York  City 

Paul  R.  Gerhardt,  M.D.  (Adviser) Albany 

Several  matters  of  minor  importance  have  been 


presented  to  this  committee,  but  because  of  the 
difficulty  and  expense  of  assembling  the  entire 
membership,  Dr.  Curphey  and  the  chairman  have 
tried  to  make  the  proper  decisions  in  each  instance. 

At  one  of  the  meetings  the  problem  of  physician 
participation  in  the  detection  of  cancer  was  dis- 
cussed. In  certain  localities  in  the  State,  physicians 
are  opposed  to  detection  centers  as  now  organized 
in  hospitals.  It  was  decided  that  a survey  of  this 
reaction  might  be  made.  This  was  to  be  a joint 
project  of  the  American  Cancer  Society  and  the 
Bureau  of  Cancer  Control  of  the  Department  of 
Health.  Because  of  the  static  position  and  the 
declining  interest  in  detection  centers  in  the  past 
few  months,  it  was  felt  that  the  survey  might  not 
prove  helpful  and,  indeed,  might  even  be  unneces- 
sary. As  a result  of  this  thinking  it  was  not  carried 
out. 

The  committee  notes  that  there  is  a definite 
trend  away  from  the  organization  of  new  detection 
centers.  The  detection  center  at  Lawrence  Hos- 
pital in  Bronxville  has  been  discontinued. 

It  is  becoming  apparent  that  the  cost  per  case  of 
cancer  found  in  the  younger  age  group  is  great. 
The  committee  feels  that  efforts  should  be  directed 
toward  examination  of  older  age  groups  and  toward 
finding  the  more  common  types  of  cancer.  Again 
the  committee  emphasized  the  importance  of  the 
slogan,  “Every  doctor’s  office  should  be  a detection 
center.” 

When  the  tumor  clinics  of  the  State  were  surveyed 
recently  by  a representative  of  the  American  Col- 
lege of  Surgeons,  he  found  that  many  were  not  hold- 
ing conferences.  The  committee  voted  to  cooperate 
with  the  American  College  of  Surgeons  in  an  effort 
to  stimulate  at  least  monthly  tumor  clinic  confer- 
ences. 

Cancer  Teaching  Days  have  been  held  in  five 
different  localities.  The  committee  is  very  anxious 
to  increase  this  valuable  activity  but  does  not  seem 
to  be  able  to  make  much  progress  in  this  particular 
field. 

At  the  1950  meeting  of  the  House  of  Delegates, 
the  Reference  Committee  on  Council — Part  IV, 
Public  Health  Activities  B,  recommended  that  the 
Subcommittee  on  Cancer  study  the  idea  of  estab- 
lishing detection  centers  for  the  discovery  of  the 
most  common  types  of  cancer.  The  committee 
discussed  this  suggestion  at  length  and  felt  that  the 
detection  center  was  not  the  agency  to  yield  the 
greatest  number  of  cases  because  there  are  now  all 
too  few  and  because  the  formation  of  new  detection 
centers  for  this  purpose  alone  would  be  very  dif- 
ficult for  several  reasons.  The  committee’s  answer 
to  this  problem  was  that  a greater  number  of  doctors 
should  be  encouraged  to  make  their  offices  “detec- 
tion centers.”  To  this  end,  instruction  to  physicians 
should  be  made  available  by  the  following  means: 

1.  Publish  in  the  New  York  State  Journal  of 
Medicine  each  month  a page  of  simple  drawings 
depicting  the  method  of  examining  the  accessible 
orifices. 

2.  Prepare  and  send  to  every  physician  in  the 
State  a pamphlet  containing  a brief  description  by 
a recognized  specialist  of  his  method  of  examining 
each  orifice. 
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3.  Make  available  to  any  physician  the  facilities 
of  tumor  clinics  and  detection  centers  for  a refresher 
course  in  examinations  directed  toward  cancer. 

4.  Intensify  the  education  program  to  the  public  j 
through  the  American  Cancer  Society  and  its  sub-  j 
divisions  locally. 

5.  Call  a joint  meeting  with  representatives  of  j 
the  Academy  of  General  Practice  to  make  cancer 
detection  in  their  offices  a project  of  the  Academy. 

The  Subcommittee  on  Cancer  has  publicized  the 
film,  “Breast  Self  Examination,”  by  sending  the 
descriptive  pamphlet  of  the  American  Cancer  ; 
Society  to  each  county  medical  society  president  i 
and  by  urging  its  showing  in  each  locality.  The  , 
committee  also  recommends  the  showing  of  the  ! 
film,  “Gastro-Intestinal  Diseases,”  which  may  be  | 
bought  or  rented  from  the  American  Cancer  So- 
ciety. 

The  American  Cancer  Society  publishes  a monthly 
magazine  called  Cancer.  It  is  a small  publication 
condensing  current  literature;  it  is  well  illustrated  > 
and  should  appeal  to  every  physician.  The  com- 
mittee feels  this  an  important  addition  to  the  ■< 
doctor’s  approach  to  cancer.  It  recommends  that  , 
every  cancer  committee  buy  this  pamphlet  from 
the  parent  society,  have  its  own  name  inscribed  on 
the  cover  by  the  printer,  and  send  a copy  to  every  j 
physician  in  its  geographic  area  to  promote  wider 
distribution. 

The  committee  notes  that  the  only  place  in  New  > 
York  State  where  a three-day  refresher  course  in  i 
cancer  is  given  is  at  Buffalo.  This  is  given  by 
Buffalo  University  in  conjunction  with  the  Erie  , 
County  Medical  Society  and  the  hospitals  in  the  i 
city  of  Buffalo.  The  committee  will  make  an  I 
attempt  this  year  to  institute  such  a program  in  the 
metropolitan  area. 

The  committee  wishes  to  direct  your  attention  j 
to  the  Annual  Report  of  the  Bureau  of  Cancer  Con-  i 
trol  which  describes  the  activities  in  public  educa-  ' 
tion  and  professional  education  and  training.  The 
details  of  the  fellowship  program  are  given.  Three 
two-week  institutes  for  nurse  instruction  in  cancer 
were  given  at  Roswell  Park  Memorial  Institute.  1 
Other  activities  in  nurse  education  are  described. 
The  report  covers  the  entire  scope  of  that  bureau 
for  the  year  1950. 

Hard  of  Hearing  and  the  Deaf. — The  Subcom- 
mittee on  Hard  of  Hearing  and  the  Deaf  has  the 
following  membership: 

Gordon  D.  Hoople,  M.D.,  Chairman Syracuse 


Edmund  P.  Fowler,  M.D New  York  City 

Marvin  F.  Jones,  M.D New  York  City 

Charles  A.  Anderson,  M.D Brooklyn 


A meeting  of  this  committee  was  held  on  January 
9,  1951.  Dr.  Hoople  reviewed  his  efforts  to  procure 
financial  aid  for  the  establishment  of  additional 
hearing  centers  throughout  the  State.  The  New 
York  State  Society  for  Crippled  Children  seems  the 
most  likely  future  resource,  having  already  con- 
tributed $5,000  to  the  new  center  at  Utica,  in  the 
establishment  of  which  Dr.  Hoople  has  played  a 
principal  role.  A questionnaire  survey  conducted 
by  him  indicates  that  the  follow-up  on  school  test- 
ing of  children’s  hearing  is  almost  nonexistent 
because  of  lack  of  facilities,  a fact  which  should  be 
of  primary  concern  to  both  the  State  Departments 
of  Health  and  of  Education.  This  matter  is  to  be 
taken  up  with  the  Subcommittee  on  Physical 
Medicine  and  Rehabilitation  in  the  hope  of  finding 
new  sources  of  financial  assistance  for  additional 
hearing  centers. 
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Mental  Hygiene.— The  Subcommittee  on  Mental 
Hygiene  has  the  following  membership: 

S.  Bernard  Wortis,  M.D.,  Chairman 

New  York  City 


Leslie  A.  Osborn,  M.D Buffalo 

Harry  A.  Steckel,  M.D Syracuse 

George  R.  Lavine,  M.D Rochester 


There  was  no  meeting  of  this  subcommittee  nor 
any  particularly  important  subjects  for  considera- 
tion with  the  exception  of  a request  which  has 
recently  been  referred  to  this  committee  from  the 
National  Association  for  Mental  Health.  This 
organization  desires  information  and  guidance 
relative  to  a survey  it  is  making  of  mental  institu- 
tions with  a view  to  promulgating  a model  code  of 
laws  pertaining  to  the  administration  of  such 
institutions. 

Rheumatic  Fever. — The  Subcommittee  on  Rheu- 
matic Fever  has  the  following  membership: 

Charles  A.  R.  Connor,  M.D.,  Chairman 

New  York  City 


Clayton  W.  Greene,  M.D Buffalo 

J.  G.  Fred  Hiss,  M.D Syracuse 

James  W.  Quinlan,  M.D Rochester 

George  M.  Wheatley,  M.D New  York  City 


A meeting  of  the  subcommittee  was  held  on  April 
17,  1950,  at  which  time  approval  was  given  to  the 
State  Department  of  Health’s  booklet  “Guide  for 
Local  Rheumatic  Fever  Programs.” 

At  this  meeting  it  was  shown  that  one  of  the 
prevalent  problems  in  the  State  is  the  erroneous 
diagnosis  of  rheumatic  heart  disease.  Dr.  Hiss 
suggested  for  improvement  the  presentation  of  cases 
by  school  physicians  at  county  medical  society 
meetings  with  discussion  of  diagnosis,  treatment, 
prognosis,  etc.  He  also  suggested  that  the  lec- 
turers listed  in  the  State  Society’s  Course  Outline 
Book  might  be  used  as  “leaders”  for  such  local 
society  meetings. 

Program  Plan  on  Rheumatic  Fever. — A State- 
wide Program  Plan  on  Rheumatic  Fever  prepared 
by  the  Bureau  of  Maternal  and  Child  Health  was 
submitted  by  Dr.  Schlesinger  and  was  studied  by 
the  Subcommittees  on  Rheumatic  Fever  and  Child 
Welfare.  Their  suggestions  and  comments  were 
referred  to  him,  but  to  date  the  revised  plan  has 
not  been  received. 

Participation  of  County  Medical  Societies. — The 
participation  of  county  medical  societies  in  com- 
munity health  programs  was  urged  as  a constructive 
measure  in  the  fight  against  rheumatic  fever. 

Blood  Banks. — The  Subcommittee  on  Blood 
Banks  has  the  following  membership : 


Lester  J.  Unger,  M.D.,  Chairman 

New  York  City 

Morris  Maslon,  M.D Glens  Falls 

Ralph  Stillman,  M.D.  (Deceased) 


Ernest  Witebsky,  M.D Buffalo 


The  Subcommittee  on  Blood  Banks  records  with 
deep  regret  the  death  of  Dr.  Ralph  Stillman  and 
hereby  expresses  its  sincere  appreciation  of  his 
faithful  services  and  outstanding  contribution  to 
the  work  of  this  committee. 

The  chairman  of  the  Council  Committee  and  the 
Subcommittee  attended  the  annual  meeting  of  the 
American  Association  of  Blood  Banks  in  Chicago 
on  October  12  and  13,  1950.  No  consensus  of 
opinion  was  reached  as  to  mass  blood  typing  al- 
though some  of  the  speakers  favored  this  approach, 
provided  it  was  attended  with  sufficient  controls 


to  insure  accuracy  of  results.  It  was  felt  by  many 
that  the  typing  program  should  be  confined  to  the 
development  of  an  adequate  donor  supply  rather 
than  making  an  initial  attempt  to  type  the  entire 
population. 

As  a result  of  these  conferences  Dr.  Unger 
called  a meeting  of  the  subcommittee  on  October 
24,  1950.  Recommendations  emanating  from  the 
discussion  were  as  follows: 

1.  That  a State  Association  of  Blood  Banks, 
similar  to  the  ones  now  operating  in  Florida  and 
California,  be  formed.  Briefly  the  organization  is 
regional  with  one  central  and  several  component 
banks  in  each  region  operating  on  a mutual  assist- 
ance basis  with  minimum  standards  and  uniform 
equipment.  In  the  formation  of  such  a State 
association,  it  was  recommended  that  the  various 
agencies  now  operating  banks  outside  of  hospitals 
be  invited  to  become  members. 

2.  That  the  president  of  the  State  Medical 
Society  communicate  to  the  county  medical  so- 
cities  the  importance  of  encouraging  the  formation 
and  retention  of  blood  banks  at  the  local  level  as  an 
integral  part  of  the  program  for  civil  defense  and 
point  out  the  present  dangerous  trend  that  exists 
in  the  upstate  areas  where  previously  established 
blood  banks  are  being  continually  abolished  in 
favor  of  centrally  operated  banks  in  large  popula- 
tion centers. 

3.  That  a conference  be  requested  of  Dr.  Nor- 
man Kiefer  of  the  National  Security  Resources 
Board  to  discuss  blood  procurement  with  the  desire 
to  make  certain  appropriate  recommendations  as 
they  concern  the  State  of  New  York;  also  that  a 
similar  conference  be  requested  with  Dr.  Russell 
Hayden,  the  new  director  of  the  Red  Cross  program, 
following  the  conference  with  Dr.  Kiefer. 

4.  That  a pilot  plant  be  established  for  a run 
on  a mass  typing  basis,  the  samples  of  blood  to  be 
obtained  from  the  State  Department  of  Health 
Laboratory  and  that  funds  for  the  experiment  be 
obtained  from  the  State.  The  object  of  the  ex- 
periment would  be  to  determine  the  difficulties 
and  the  errors  inherent  in  mass  typing  under  condi- 
tions of  stress  in  the  laboratory  with  a view  to  estab- 
lishing standard  conditions  that  can  be  recommended 
for  a later  program  of  mass  grouping  in  the  state. 

5.  That  there  is  need  for  the  establishment  of  a 
larger  number  of  blood  banks  in  the  State  and  that 
any  measures  directed  toward  the  abolition  of 
existing  blood  banks  should  be  disapproved;  also 
that  the  presidents  of  county  medical  societies 
and  the  New  York  State  Hospital  Association  be  so 
notified. 

6.  That  courses  on  blood  grouping  and  Rh 
testing  be  given  at  the  various  women’s  colleges 
to  students  majoring  in  biology  and  chemistry,  the 
faculty  to  be  supplied  to  the  college  through  the 
efforts  of  the  Subcommittee  on  Blood  Banks. 

All  of  these  recommendations  were  approved  by 
the  Council  on  November  9,  1950. 

Advisory  Committee  on  Blood  Procurement. — Dr. 
John  K.  Miller,  Blood  Service  Officer  for  the 
New  York  State  Civil  Defense  Commission,  re- 
quested the  appointment  of  an  advisory  committee 
from  the  Medical  Society  to  the  Division  of  Blood 
Procurement  for  the  Civil  Defense  Program.  The 
following  men  were  named: 

Lester  J.  Unger,  Chairman,  Subcommittee  on 
Blood  Banks 

Andrew  A.  Eggston,  President,  New  York  State 
Society  of  Pathologists 

A.  J.  Redmond,  Medical  Director  of  the  Rochester 
Regional  Red  Cross  Blood  Bank 
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Ralph  Muckenfuss,  Assistant  Commissioner,  New 
York  City  Department  of  Health 
Arthur  Wright,  Chairman,  Subcommittee  on  Pre- 
paredness, New  York  State  Association  of 
Public  Health  Laboratories 
A.  H.  Harris,  Assistant  Director  for  Local 
Laboratory  Affairs,  Division  of  Laboratories 
and  Research,  New  York  State  Department  of 
Health 

John  K.  Miller,  State  Blood  Services  Officer, 
Office  of  Medical  Defense 
In  a meeting  on  December  13,  1950,  the  Advisory 
Committee  recommended  to  the  Medical  Advisory 
Committee  of  the  State  Chief  Medical  Officer  that, 
in  the  interests  of  unification  of  all  blood  banks  and 
transfusion  services  in  New  York  State  and  for  the 
greatest  possible  contribution  to  the  medical 
aspects  of  civil  defense,  the  Medical  Advisory  Com- 
mittee request  that  representatives  of  all  organiza- 
tions concerned  with  and  responsible  for  blood 
bank  and  transfusion  services  in  the  State  meet  to 
formulate  such  plans  as  are  necessary  to  bring  about 
the  above  objectives. 

Blood  and  Plasma  Exchange. — A meeting  was 
held  on  January  17,  1950,  to  activate  the  group  in 
respect  to  the  part  it  might  play  in  blood  procure- 
ment for  civil  defense.  The  past  and  present 
relationships  between  the  New  York  County 
Medical  Society  and  the  Red  Cross  in  regard  to 
blood  procurement  were  reviewed.  It  was  stated 
that,  as  a result  of  recent  and  lengthy  negotiations 
between  these  two  groups,  certain  agreements  will 
be  released  shortly. 

The  matter  of  training  volunteer  technicians  for 
the  program  received  attention.  Dr.  John  Scudder 
revealed  that  he  has  been  able  to  train  volunteers 
within  a period  of  thirty  minutes  to  perform  simple 
blood  typing  with  a technical  error  of  less  than  0.1 
per  cent. 

Film  Review. — The  Subcommittee  on  Medical 
Film  Review  has  the  following  membership: 

John  L.  Norris,  M.D.,  Chairman Rochester 

Lee  A.  Hadley,  M.D Syracuse 

Edward  C.  Hughes,  M.D. Syracuse 

David  S.  Ruhe,  M.D New  York  City 

Granville  W.  Larimore,  M.D Albany 

A new  regional  review  board  in  ophthalmology 
and  otolaryngology  has  been  added  from  the  metro- 
politan area,  headed  by  Dr.  Louis  Girard.  The 
other  review  boards  cover  preventive  medicine, 
public  health,  obstetrics  and  gynecology,  nose  and 
throat,  radiology,  psychiatry,  and  medical  and 
surgical  neurology. 

Two  meetings  of  the  subcommittee  were  held  in 
1950,  on  April  4 and  November  24.  The  plan  for 
the  future  is  that  preliminary  reviews  will  be  pro- 
vided by  the  Medical  Film  Institute  of  the  As- 
sociation of  American  Medical  Colleges.  On  the 
basis  of  these  reviews  and  recommendations  of  the 
Institute,  our  own  panels  will  select  films  for  review. 
The  combined  opinions  of  the  two  groups  will 
determine  recommendation  for  purchase.  In  this 
way  the  reviews  will  be  available  for  cataloging 
prior  to  the  addition  of  films  to  our  library. 

There  are  at  present  66  films  in  the  film  library. 
Reviews  are  available  and  are  about  to  be  published 
on  62  of  these  by  the  New  York  State  Department 
of  Health.  The  catalog  will  include  a brief  general 
statement  about  each  film  and  also  a statement 
that  there  is  available  a complete  review  upon 
request.  The  latter  will  be  made  up  according  to 
the  carefully  considered  appraisal  form  being  used 
by  the  review  boards. 


The  subcommittee  feels  that  it  is  pioneering  in  a 
really  critical  evaluation  program  of  professional 
motion  picture  films.  It  desires  to  express  its 
gratitude  to  the  Medical  Film  Institute  of  the  As- 
sociation of  American  Medical  Colleges  and  to  the 
State  Health  Department  for  their  great  assistance. 

PART  V 

Public  Health  Activities  C 

Physical  Medicine  and  Rehabilitation. — The  Sub-  . 
committee  on  Physical  Medicine  and  Rehabilitation 
has  the  following  membership: 

Walter  S.  McClellan,  M.D.,  Chairman | 

Saratoga  Springs  j 

Donald  A.  Covalt,  M.D.,  Vice-Chairman 

New  York  City  N 

Alfred  L.  Lane,  M.D Rochester  |J 

Richard  Kovacs,  M.D.  (Deceased) I 

New  York  City  1 

George  M.  Raus,  M.D Syracuse  || 

George  G.  Deaver,  M.D New  York  City  || 

Arthur  S.  Abramson,  M.D Bronx  ( 

Austin  J.  Canning,  M.D West  Haverstraw  [ j 

Norman  Egel,  M.D Rochester  i 

Gustave  Aufricht,  M.D New  York  City  ij 

The  subcommittee  feels  deeply  the  passing  of  Dr. 
Richard  Kovacs  on  December  29,  1950.  His  ' 

death  is  a great  loss  to  physical  medicine.  He 

always  contributed  most  energetically  during  the 
development  years  of  this  specialty. 

Because  of  his  appointment  as  chairman  of  a 
Special  Advisory  Committee  on  Health  Resources  - 
to  the  National  Security  Resources  Board,  Dr.  1 
Rusk  has  been  granted  a leave  of  absence  from  the 
chairmanship  of  the  subcommittee.  Dr.  McClellan 
accepted  the  post  in  July,  1950,  with  Dr.  Covalt 
acting  as  vice-chairman.  Dr.  Gustave  Aufricht  |1 
has  been  added  as  a new  member  to  the  committee. 

At  its  meeting  on  March  25,  1950,  the  subcom- 
mittee reviewed  the  program  for  the  Teaching  Day 
at  the  Annual  Meeting.  In  this  connection  they 
passed  the  following  resolution: 

Resolved,  that  a resolution  be  presented  to  the 
House  of  Delegates  calling  attention  to  the  need 
for  better  understanding  of  rehabilitation  and  its 
place  in  total  medical  care  and  urging  the  Council 
to  encourage  the  county  societies  to  set  aside  one 
meeting  each  year  for  a program  and  demonstra- 
tion on  the  place  of  physical  medicine  and  re- 
habilitation in  the  management  of  chronic  disease 
and  physical  disability,  for  which  purpose  this 
subcommittee  is  prepared  to  furnish  speakers 
throughout  the  State  on  request. 

It  was  also 

Resolved,  that,  in  view  of  the  need  for  more 
knowledge  on  the  part  of  all  physicians  and  for 
more  men  trained  as  specialists  in  physical  medi- 
cine and  rehabilitation,  the  House  of  Delegates 
be  requested  to  recommend  that  departments  of 
physical  medicine  and  rehabilitation  be  estab- 
lished in  all  medical  schools  in  the  State  of  New 
York  at  the  undergraduate  and  postgraduate 
levels,  particularly  in  the  new  State  universities, 
similar  to  programs  which  have  already  been  in 
operation  with  great  success  in  certain  schools 
in  the  State,  using  the  criteria  of  the  Council 
Committee  on  Education  of  the  American  Medi- 
cal Association. 

These  resolutions  were  presented  to  the  House  of 
Delegates  and  were  approved  on  May  8,  1950. 
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At  the  March  Meeting  it  was  also  recommended, 
and  approved  by  the  Council  on  June  8,  1950,  that 
a questionnaire  survey  be  made  of  existing  re- 
habilitation facilities  in  the  State.  Dr.  Aufricht 
was  appointed  to  the  committee  because  of  the 
desire  to  include  a plastic  surgeon  on  the  survey 
subcommittee.  Because  it  was  found  subse- 
quently that  Mr.  Eugene  J.  Taylor,  Dr.  Rusk’s 
assistant,  was  conducting  preliminary  investigation 
along  these  very  lines  for  the  information  of  the 
American  Medical  Association’s  Council  on  Re- 
habilitation, it  was  decided  not  to  duplicate  the 
effort.  However,  the  immensity  of  the  problem 
and  the  pressure  of  other  responsibilities  in  con- 
nection with  the  national  emergency  have  made  it 
necessary  for  Mr.  Taylor  to  suspend  the  investiga- 
tion for  the  present. 

A second  meeting  of  the  subcommittee  was  held 
on  December  19,  1950,  principally  to  discuss  the 
revised  medical  rehabilitation  program  of  the  State 
Health  Department.  The  program  was  approved 
by  the  subcommittee  and  later  by  the  Council.  It 
was  recommended  to  the  State  Health  Department 
that  they  consult  with  members  of  the  specialty 
boards  concerned  with  specific  items  in  the  fee 
schedule.  With  regard  to  the  amended  bill  for 
licensure  of  physical  therapists  now  before  the  State 
Legislature,  the  subcommittee  recommended  the 
following:  (1)  to  rescind  permission  to  physical 

therapists  to  treat  on  basis  of  oral  prescriptions, 
(2)  to  prevent  physical  therapists  from  opening  their 
own  offices,  and  (3)  to  extend  until  January,  1952, 
the  time  for  persons  eligible  for  licensure  to  take 
the  examinations. 

It  also  approved  of  the  inclusion  of  a “grand- 
father clause”  to  cover  those  people  who  have 
previously  given  physiotherapy  in  hospitals,  under 
supervision.  The  desirability  of  including  a diplo- 
mats in  physical  therapy  when  the  Board  of  Licen- 
sure sets  up  the  examinations  was  emphasized. 
There  was  also  agreement  that  there  is  need  for 
greater  expansion  of  educational  efforts  by  the 
subcommittee.  As  a step  in  this  direction  Dr. 
Curphey  was  requested  to  include  in  the  Course  Out- 
line Book  of  postgraduate  instruction  an  amplified 
section  on  physical  medicine  and  rehabilitation. 

Nutrition. — The  Subcommittee  on  Nutrition  has 
the  following  membership : 

Norman  S.  Moore,  M.D.,  Chairman Ithaca 


Edgar  C.  Beck,  M.D Buffalo 

Norman  Jolliffe,  M.D New  York  City 

Benjamin  M.  Bernstein,  M.D Brooklyn 


No  meetings  of  this  subcommittee  have  been 
held  since  the  Annual  Meeting  of  1950.  There  was 
referred  for  the  consideration  of  its  members,  how- 
ever, a manual  prepared  at  the  request  of  the  New 
York  State  Department  of  Welfare  by  the  Nutrition 
Bureau  of  the  New  York  State  Department  of 
Health,  as  the  result  of  many  requests  for  thera- 
peutic diet  standards.  The  members  of  the  sub- 
committee offered  valuable  suggestions  which  were 
incorporated  in  the  final  draft  of  the  manual,  en- 
titled Normal  and  Modified  Diets,  A Manual  for 
Professional  Personnel. 

A second  booklet,  Figure  of  Health,  also  prepared 
by  the  Bureau  of  Nutrition,  was  reviewed  by  the 
subcommittee.  After  its  approval  and  subsequent 
publication  it  was  distributed  to  the  physicians  of 
the  State  for  their  use  in  treating  obese  patients. 
A letter  written  by  the  chairman  of  the  Council 
Committee  accompanied  the  pamphlet. 


Geriatrics. — The  Subcommittee  on  Geriatrics  has 
the  following  membership: 

Scott  Lord  Smith,  M.D.,  Chairman. 


Poughkeepsie 

C.  Ward  Crampton,  M.D New  York  City 

Wardner  D.  Ayer,  M.D Syracuse 

Frederic  D.  Zeman,  M.D New  York  City 


The  Chairman,  Dr.  Crampton,  and  Dr.  Zeman 
attended  the  President’s  Conference  on  Problems 
of  the  Aged  held  in  Washington  D.C.,  on  August 
13,  14,  and  15,  1950. 

On  December  14,  1950,  Dr.  Crampton  attended 
a public  hearing  held  in  New  York  by  the  New 
York  State  Joint  Legislative  Committee  on  Prob- 
lems of  the  Aging. 

On  November  9,  1950,  the  subcommittee  met. 
After  a general  discussion  of  the  Washington 
Conference,  the  news  release  by  Senator  Desmond 
of  a nation-wide  survey  of  activities  undertaken  in 
behalf  of  the  aged  was  considered  in  detail  relative 
to  the  six  recommendations  made  by  the  Senator: 
(1)  creation  in  State  Health  Department  of  adult 
hygiene  bureaus,  (2)  establishment  of  multiphasic 
screening,  (3)  expansion  of  facilities  for  the  chroni- 
cally ill,  (4)  improvements  in  standards  for  nursing 
homes,  (5)  establishment  of  heart  and  cancer 
diagnostic  and  treatment  stations,  and  (6)  dis- 
tribution of  health  education  material  to  the  middle- 
aged  and  older  groups. 

This  committee  has  urgently  endorsed  in  the 
past  the  suggested  expansion  of  facilities  for  the 
chronically  ill  and  improvements  in  standards  for 
nursing  homes  and  will  continue  to  do  so.  The 
creation  in  state  health  departments  of  adult  hy- 
giene bureaus  and  the  dissemination  of  health 
education  material  to  the  middle-aged  and  older 
groups  are  considered  desirable  objectives  in  prin- 
ciple. It  is  the  feeling  of  the  committee  that  there 
do  not  yet  exist  sufficiently  accurate  tests  to  be 
used  in  multiphasic  screening.  The  establishment 
of  heart  and  cancer  diagnostic  and  treatment 
clinics  is  a debatable  matter  involving  as  it  does  a 
departure  from  the  traditional  pattern  of  rendering 
medical  care. 

Health  councils  were  discussed  and  advocated 
as  a means  toward  improving  health  conditions  and 
effecting  better  use  of  present  facilities. 

Diabetes. — The  Subcommittee  on  Diabetes  has 
the  following  membership: 

George  E.  Anderson,  M.D.,  Chairman.  .Brooklyn 


Charles  F.  Gibbs,  M.D Rochester 

Scott  Lord  Smith,  M.D Poughkeepsie 

Frederick  Williams,  M.D Bronx 


With  the  approval  of  the  Council  on  March  9, 
1950  (see  Annual  Report  for  1949,  New  York 
State  Journal  of  Medicine,  April  1,  1950,  page 
866),  a resolution  relative  to  self-testing  for  di- 
abetes was  circulated  among  the  county  medical 
societies  of  the  State  in  April,  1950.  Twenty  re- 
plies, adopting  the  resolution,  were  received. 

In  November,  1950,  at  the  inception  of  the  third 
annual  Diabetes  Detection  Drive  of  the  American 
Diabetes  Association,  a memorandum  over  Dr. 
Anderson’s  signature  was  mailed  to  all  county 
societies  with  the  approval  of  the  Council  (Novem- 
ber 9,  1950).  It  read  as  follows: 

As  you  know,  the  third  annual  Diabetes 
Detection  Drive  of  the  American  Diabetes  As- 
sociation began  on  November  12  but  will  con- 
tinue for  one  year.  The  Subcommittee  on  Di- 
abetes of  the  Medical  Society  of  the  State  of  New 
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York  is  eager  to  have  the  various  county  societies 
again,  as  in  the  past,  take  part  in  this  wholly 
meritorious  effort  on  the  part  of  the  medical 
profession  to  meet  a serious  public  health  prob- 
lem. Some  counties  are  continuing  to  pursue 
programs  already  adopted.  Others  will  desire 
guidance. 

This  year,  for  the  first  time,  the  American 
Medical  Association  has  given  its  unqualified 
and  specific  approval  to  the  principle  of  home  self- 
testing as  a technic  for  screening  out  glycosurics 
and  guiding  them  to  their  physicians  for  diag- 
nosis. Your  own  State  Society  placed  the 
resolution  before  the  House  of  Delegates  of  the 
A.M.A.  in  San  Francisco  last  June.  It  passed 
without  dissent. 

Although  the  principle  of  periodic  self-testing 
at  home  is  now  well  established  among  members 
of  the  medical  profession,  there  still  remains  the 
problem  of  establishing  its  practice  among  the 
public.  It  is  being  pushed  by  insurance  and 
health  interests  throughout  the  country  as  an 
effective  means  to  guide  the  truly  appalling  num- 
ber of  unrecognized  diabetics  to  their  physicians 
for  diagnosis  and  early  treatment. 

To  promote  the  practice  of  self-testing,  your 
State  Diabetes  Committee  chairman  would  like 
to  call  your  attention  to  a plan  being  pioneered  by 
counties  in  the  Greater  New  York  area,  an 
extension  of  the  Nassau  County  Plan. 

Briefly,  the  New  York  Plan  provides: 

1.  That  the  drug  or  pharmaceutical  organiza- 
tions of  the  county  be  asked  to  urge  their 
member  pharmacists  to  stock  self-testing 
equipment,  and 

2.  That  they  urge  these  pharmacists  to  pro- 
vide space  in  their  stores  for  small  “demon- 
stration centers.” 

(a)  These  centers  may  have  no  more  than 
a placard  or  two  with  a very  small  table 
and  a demonstrator  who  will  explain 
the  use  of  self-testing  devices,  using 
glucose- water  solution. 

3.  That  the  committee  on  diabetes  of  the 
county  medical  society  seek  the  cooperation 
of  some  public-spirited  lay  organization  to 
man  these  demonstration  centers  over  cer- 
tain hours. 

(a)  In  New  York  City  the  lay  demon- 
strators have  been  recruited  from  the 
lay  members  of  the  New  York  Di- 
abetes Association.  Elsewhere  it  may 
be  advisable  to  solicit  the  aid  of  friends 
of  medicine  such  as  the  woman’s 
auxiliary  of  the  county  society,  the 
Junior  League,  or  P.T.A.,  etc. 

4.  That  the  lay  group  obtain  by  request 
through  the  county  medical  society  a free 
supply  of  reagent  material  not  only  to  be 
used  in  demonstrating  but  also  to  be  given 
to  customers  in  the  store  purchasing  self- 
testing kits.  Test  tablets  will  be  given  as 
a supplement  in  sufficient  quantity  to  test 
the  entire  family  at  home.  This  procedure 
is  regarded  as  a highly  desirable  stimulus 
to  establish  the  practice  of  periodic  self- 
testing at  home. 

5.  With  each  tablet  distributed  will  be  given 
a prepaid  postal  return  to  the  American 
Diabetes  Association  (no  signature  re- 
quired) indicating  results  of  the  test  and 
whether  or  not  the  individual  will  consult 
his  physician.  These  postal  returns  will  be 


tabulated  by  the  A.D.A.  and  reported 
back  to  the  sponsoring  county  medical 
societies. 

Since  to  date,  regrettedly,  only  one  company  has 
adequately  met  our  challenge  and  need  for  supply- 
ing self-testing  equipment  to  the  public  (and  has, 
besides,  conducted  a continuous  program  of  public 
education  on  the  merits  of  early  detection  of 
diabetes),  we  are  arranging  in  this  New  York  proj- 
ect for  distribution  of  the  reagent  material  of  this 
company’s  product — The  Ames  Clinitest  tablets. 
Some  druggists  in  your  county  may  wish  to  stock 
self-testing  equipment  other  than  that  of  the  Ames 
Selftester.  It  is  the  opinion  of  your  State  chairman 
that  they  should  most  certainly  be  encouraged  to  do 
so,  even  apart  from  the  above  program.  The  more, 
the  better! 

For  further  guidance  and  information  as  to  pro- 
curing free  supplementary  tablets  for  distribution 
(in  stores)  by  laymen  please  contact  your  State 
chairman. 

On  November  8,  1950,  the  subcommittee  met 
representatives  of  the  State  Health  Department  for 
discussion  of  the  relative  merits  of  multiphasic 
screening  and  self-testing  as  methods  of  discovery 
of  diabetes  and  for  review  and  discussion  of  the 
expressed  policy  of  the  subcommittee.  At  that 
time  the  subcommittee  went  on  record  as  dis- 
approving of  the  initiation  of  any  further  multiphasic 
screening  programs  until  such  time  as  the  program 
at  the  Buffalo  Chronic  Diseases  Hospital,  which  had 
been  approved  by  the  Council  on  an  experimental 
basis  (June  8,  1950),  had  been  fully  evaluated. 

Cerebral  Palsy. — The  Subcommittee  on  Cerebral 
Palsy  (a  subcommittee  of  the  Subcommittee  on 
Physical  Medicine  and  Rehabilitation)  has  the 
following  membership: 

George  G.  Denver,  M.D.,  Chairman 

New  York  City 

Austin  J.  Canning,  M.D West  Haverstraw 

Alfred  L.  Lane,  M.D Rochester 

There  have  been  no  special  meetings  of  the  sub- 
committee. Dr.  Deaver  reported  at  the  meeting 
of  the  subcommittee  on  December  19,  1950,  that 
the  State  program  on  cerebral  palsy  is  progressing 
satisfactorily,  although  there  is  a lack  of  qualified 
technical  personnel.  It  was  suggested  that  further 
consideration  of  this  problem  be  postponed  until 
April  when  it  will  be  known  what  funds  the  State 
will  have  available  for  training  purposes. 

PART  VI 

Economics 

The  Council  Committee  on  Economics  has  the 
following  membership: 

Renato  J.  Azzari,  M.D.,  Chairman 

New  York  City 


Dan  Mellen,  M.D Rome 

Morris  Weintrob,  M.D Brooklyn 


During  the  1950-1951  meetings  of  the  Council 
your  committee  was  instructed  to  study  matters 
referred  to  it,  and  submits  this  report  of  its  ac- 
tivities and  the  reports  themselves  as  submitted  to 
the  Council. 

The  following  resolution  from  Dr.  P.  H.  Costello, 
secretary  of  the  National  Board  of  Pharmacy,  was 
referred  to  your  committee: 
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“Resolved,  by  the  National  Association  of  Boards 
of  Pharmacy  in  convention  assembled,  that  the 
American  Medical  Association  be  prevailed  upon 
to  oppose  officially  the  establishment  of  physician- 
owned  clinic  pharmacies  as  not  only  grossly  un- 
fair to  pharmacy  and  pharmacists,  but  also  as 
certain  to  result  in  resentment  upon  the  part  of 
the  pharmacists  at  the  very  time  when  conditions 
are  such  as  to  make  imperative  the  utmost  co- 
operation and  friendliness  between  medicine  and 
pharmacy,  and  be  it  further 

“ Resolved  that  the  American  Medical  As- 
sociation be  prevailed  upon  to  construe  officially 
the  pertinent  section  of  its  Code  of  Ethics  so  as 
to  condemn  physician-owned  clinic  pharmacies  as 
unethical,  unwarranted,  and  detrimental  to  good 
medical  and  pharmaceutical  services. 

“This  association  appreciates  how  the  matter 
above  referred  to  is  dealt  with  in  ‘Principles  of 
Medical  Ethics’  but  it  is  also  known  that  there 
is  an  association  of  medical  clinics  and  an  as- 
sociation of  clinic  managers,  and  it  has  been 
reported  that  the  latter  association  advocates  the 
establishment  of  pharmacies  in  physician-owned 
clinics.” 

Your  committee’s  report  to  the  Council  was  as 
follows:  “The  committee  feels  that  the  pertinent 

section  of  the  Code  of  Ethics  of  the  A.M.A.  referred 
to,  namely,  section  6,  chapter  I,  is,  in  its  opinion, 
clear  and  can  be  construed  as  opposing  the  estab- 
lishment of  clinic  pharmacies  by  individual  physi- 
cians or  groups  of  physicians.  The  committee 
recommends  that  this  opinion  be  addressed  to  the 
National  Association  of  the  Boards  of  Pharmacy 
as  well  as  to  the  Judicial  Council  of  the  A.M.A.” 
Since  this  matter  had  already  been  taken  care  of 
no  action  was  necessary. 

On  October  11,  1950,  your  committee  met  at  the 
State  Society  office.  The  meeting  was  attended  by 
the  entire  membership,  including  our  President, 
Dr.  Wertz,  and  our  Secretary,  Dr.  Anderton.  The 
matter  considered  was  a resolution  referred  to  the 
committee  in  a letter  from  Dr.  Christopher  Parnall, 
secretary  of  the  Medical  Society  of  the  County  of 
Monroe.  This  resolution  dealt  with  the  practice  of 
some  hospitals  that  purchase  compensation  insur- 
ance through  the  New  York  State  Insurance  Fund. 
They  requested  the  Council  to  endorse  the  principle 
of  the  resolution  and  use  its  influence  to  persuade 
the  hospitals  engaged  in  this  practice  to  make  other 
plans  in  the  near  future;  that  is,  to  purchase  their 
compensation  insurance  from  commercial  com- 
panies. 

The  resolution  in  question  reads  as  follows: 

“Whereas,  the  State  Insurance  Fund  was  set 
up  to  cover  poor  risks,  and  it  is  subsidized  in- 
directly by  exemption  from  State  and  Federal 
taxes  and  is  competing  unfairly,  therefore,  with 
commercial  carriers;  be  it 

“ Resolved , that  the  Comitia  Minora  of  the  Medi- 
cal Society  of  the  County  of  Monroe  disapprove 
the  practice  of  some  hospitals  to  purchase  work- 
men’s compensation  insurance  from  the  New  York 
State  Insurance  Fund.” 

In  the  letter  it  was  also  stated  that  no  group  had 
been  more  active  in  the  campaign  against  the  regi- 
mentation and  socialization  than  insurance  groups, 
and  that  they  felt  further  that  compensation  insur- 
ance by  hospitals  from  a government  agency  pre- 
sented a setup  similar  to  socialized  medicine. 

At  this  meeting  it  was  agreed  that  the  State  In- 
surance Fund,  as  originally  set  up,  was  to  cover 


poor  risks  and  that,  in  view  of  its  present  coverage 
of  all  risks,  it  would  appear  to  be  competing  with 
commercial  companies.  The  committee  felt  that 
it  would  recommend  endorsement  of  the  principle 
of  this  resolution  to  the  Council  but  that  in  regard 
to  using  its  (Council,  State  Medical  Society)  in- 
fluence to  persuade  the  hospitals  to  make  other 
plans,  it  was  felt  that  that  could  be  best  accom- 
plished by  the  local  groups.  This  report  to  the 
Council  was  discussed  at  length  and  recommitted 
to  the  committee  for  further  study  and  considera- 
tion. 

At  the  following  meeting  of  the  Council,  as  the 
result  of  careful  review  of  the  greater  principle  in- 
volved, your  committee  felt  that  the  Council  should 
not  attempt  to  persuade  or  use  its  influence  to 
persuade  any  hospital  and  in  fact  had  no  right  to 
persuade  any  hospital  to  purchase  compensation 
insurance  from  any  particular  group  of  compensa- 
tion carriers  and  so  recommended  to  the  Council. 
This  report  was  approved  by  the  Council. 

Throughout  the  year  many  communications  from 
county  societies  have  been  received  requesting  the 
remission  of  dues  for  many  reasons  and  under  varied 
circumstances. 

Under  date  of  November  10,  a communication 
was  received  from  the  executive  secretary  of  the 
Medical  Society  of  the  County  of  Westchester 
which  read  as  follows: 

“This  will  acknowledge  your  communication  of 
October  27,  indicating  that  all  new  or  reinstated 
members  received  after  October  1,  1950,  would 
be  required  to  pay  an  additional  $5.00  dues  for 
the  year  1951. 

“This  letter  was  presented  to  our  Comitia 
Minora  at  their  November  meeting,  and  they 
went  on  record  as  making  unanimous  protest 
against  this  policy  of  demanding  that  another 
.$5.00  be  collected  from  members  who  were  told 
throughout  the  summer,  and  up  until  October 
27,  that  their  dues  would  be  ‘applied’  to  the 
following  year. 

“This  phrase  ‘applied  to  the  following  year’ 
has  meant  heretofore  that  their  dues  were  paid 
for  the  following  year.  Furthermore,  the  Board 
requested  that  we  point  out  the  fact  that  West- 
chester County  raised  its  dues  $15  for  1951,  but 
those  members  who  were  received  after  October  1 
were  told,  just  as  in  the  case  of  the  State  Society, 
that  their  dues  would  be  applied  to  the  following 
year  and  they  will  not  be  required  to  pay  the 
additional  $15. 

“After  all,  the  number  involved  is  relatively 
small,  and  the  loss  should  not  hurt  any  medical 
society  greatly  from  a financial  point  of  view, 
but  it  would  certainly  make  new  members  feel 
much  more  welcome  to  be  accepted  for  the  first 
year  at  the  rate  of  dues  which  was  being  charged 
at  the  time  they  applied.  We  elected  13  new 
candidates  to  membership  at  the  October  meet- 
ing of  our  Society,  held  on  October  17,  and  did 
not  receive  your  instructions  until  ten  days  later. 
It  is  extremely  embarrasing  to  tell  them  now  that 
they  are  not  members. 

“If  this  policy  is  strictly  adhered  to,  we  feel 
sure  there  will  be  many  resolutions  and  much 
opposition  thereto  presented  at  the  meeting  of 
the  House  of  Delegates  next  May. 

Sincerely  yours, 
Boyden  Roseberry” 

Another  communication  from  Broome  County 
Medical  Society,  dated  November  17,  1950,  was 
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received  by  our  Treasurer,  Dr.  Dattelbaum,  and 
reads  as  follows: 

“One  of  our  new  members,  Dr.  Frederick  D. 
Whiting,  86  Hawley  Street,  Binghamton,  was 
elected  to  membership  on  October  10,  1950.  At 
that  time,  he  paid  his  county  and  State  Society 
dues,  the  latter  in  the  amount  of  $15.  We  noti- 
fied him  recently  that  the  State  Society  dues  have 
been  raised  $5.00  for  1951.  He  has  informed  me 
that  he  is  leaving  for  service  in  the  Navy  on 
November  20,  1950.  Is  he  obliged  to  pay  the 
extra  $5.00?” 

Sincerely  yours, 

Martin  Weiss,  M.D.,  Treasurer" 
After  discussion  the  entire  matter  was  voted  to  be 
referred  to  the  Committee  on  Economics  as  was 
the  question  of  remission  of  dues  for  men  in  the 
armed  forces.  It  was  voted  that  the  same  policy 
prevail  for  the  present  as  it  did  in  World  War  II 
but  that  this  question  also  be  studied  and  reported 
by  the  committee. 

At  the  January  meeting  of  the  Council,  your 
committee  reported  as  follows:  “Your  committee 

carefully  studied  this  letter,  the  request  from  West- 
chester County,  and  recommends  to  the  Council 
that  their  request  be  denied  for  the  following  reasons: 
New  or  reinstated  members  after  October  1 pay 
their  dues  not  for  the  current  year  but  for  the 
following  year.  Actually  the  last  three  months  of 
the  year  or  part  thereof  are  included  gratuitously 
by  the  State  Society.  It  seems  to  your  committee 
that  it  is  fair  that  new  or  reinstated  members  pay 
the  increase  for  the  1951  dues  because,  first,  on 
applying  for  membership,  perhaps  as  early  as 
July,  he  is  entitled  to  an  oral  binder  for  malpractice 
insurance;  secondly,  immediately  upon  election, 
whether  in  October,  November,  or  December,  he 
becomes  entitled  to  all  the  benefits  of  membership, 
including  the  Journal,  and,  even  if  this  particular 
member  enters  service  within  a very  short  time 
after  election,  that  should  not  alter  the  case  because 
he  continues  to  be  a member  entitled  to  malpractice 
insurance,  while  in  service,  at  reduced  rates,  and 
because  he  continues  as  a member  in  good  standing 
during  service  without  being  required  to  pay  dues. 

It  seems  to  your  committee  that  there  should 
have  been  no  problem  as  to  the  amount  to  be  col- 
lected from  the  applicants  who  were  elected  after 
October  1,  1950.  The  increase  was  voted  by  the 
House  of  Delegates  in  May,  1950,  and,  as  a prec- 
edent for  collecting  the  increase,  the  State  Society 
required  payment  of  the  increase  during  the  latter 
part  of  1947  for  new  and  reinstated  members,  al- 
though the  increase  was  applicable  to  the  1948 
dues. 

In  respect  to  the  letter  from  Broome  County, 
your  committee  studied  the  problem  and  reported 
as  follows: 

“Since  the  county  society  failed  to  ask  for  the 
proper  amount  of  dues,  and  the  doctor  is  in  military 
service  at  this  time,  it  would  appear  mercenary  to  ask 
him  for  it  now.  It  might  be'wiser  for  the  Council  to 
make  an  exception  in  this  case,  but  it  should  not 
be  used  as  a precedent,  because  there  are  too  many 
such  cases  where  men  entered  service  very  shortly 
after  election  to  membership.” 

The  above  reports  were  approved. 

With  respect  to  the  question  whether  remission 
of  dues  due  to  service  in  the  armed  forces  should 
be  granted  in  accordance  with  the  rules  that  pre- 
vailed in  World  War  II  or  if  a change  of  policy  is 
desirable,  your  committee  made  the  following 
recommendation : 


As  to  policy,  with  no  exceptions:  (1)  The  date 
for  entry  into  service  should  be  when  a physician 
actually  reports  for  service  and  not  when  he  receives 
notice  to  report;  (2)  Members  entering  service  on 
or  before  May  31  will  be  in  good  standing  without 
paying  dues  for  the  year  of  entrance;  (3)  Members 
entering  service  on  June  1,  or  thereafter,  will  not 
be  in  good  standing  unless  they  pay  dues  in  full  for 
the  year  of  entrance,  and  if  dues  be  not  paid  they 
will  be  dropped  on  December  31,  just  as  civilian 
doctors  are. 

This  report  was  adopted. 

There  is  another  statement  in  the  letter  from 
Westchester  which  implies  that  they  received  in- 
structions from  the  offices  of  the  State  Society 
ten  days  after  these  men  were  elected.  Your  com- 
mittee feels  that  it  might  be  good  policy  for  the 
State  Society  to  notify  officially  the  different  county 
societies  of  changes  in  policy  or  dues  voted  by  the 
House  of  Delegates  as  soon  as  possible  after  that 
meeting.  It  was  voted  that  this  be  done. 

From  time  to  time  during  the  year  your  com- 
mittee has  received  communications  from  insurance 
companies  regarding  plans  of  the  type  of  Funded 
Investment  Retirement  Plan,  etc.,  etc.,  and  in  each 
instance  has  referred  the  carriers  to  the  county 
societies  for  their  consideration. 

At  the  October  meeting  of  the  Council,  your  com- 
mittee reported  as  follows: 

“You  will  recall  that,  last  year,  your  Committee 
on  Economics  reported  upon  the  so-called  Hess 
Report  regarding  the  activation  of  its  principles. 
Action  at  that  time  was  deferred  since  we  were  in- 
formed that  the  entire  report  was  re-referred  to  the 
Committee  (Hess  Committee).  The  report  was 
amended  and  was  approved  by  the  House  of  Dele- 
gates of  the  American  Medical  Association  in 
June,  1950.  Your  committee  now  feels  that  the 
amended  report,  now  known  as  the  Report  of  the 
Committee  on  Hospitals  and  the  Practice  of  Medi- 
cine, should  be  activated  by  the  State  and  county 
medical  societies  and  so  recommends  to  the  Coun- 
cil, and  that  in  notifying  the  various  county  socie- 
ties, a copy  of  the  printed  report  which  is  now  avail- 
able be  sent  to  each  of  them  for  guidance.  It  will 
serve  as  a guide  as  to  the  composition  of  these 
committees  and  as  to  how  they  should  function.” 

After  discussion,  it  was  voted  to  refer  this  report 
to  the  Committee  on  Hospitals  and  Professional 
Relations. 

Your  chairman  also  attended  several  meetings  of 
the  Subcommittee  on  Medical  Expense  Insurance 
and  wishes  at  this  time  to  commend  the  chairman, 
Dr.  A.  H.  Aaron,  for  the  pertinent  agenda,  and,  in 
each  instance,  for  his  usual  characteristic  efficiency 
in  conducting  the  meetings. 

I want  to  take  this  opportunity  also  to  thank 
the  members  of  my  committee,  Dr.  Dan  Mellen 
and  Dr.  Morris  Weintrob,  for  their  very  valuable 
cooperation  throughout  the  year. 

Public  Medical  Care. — The  Subcommittee  on 
Public  Medical  Care  of  the  Council  Committee  on 
Economics  is  made  up  of  the  following: 

Denver  M.  Vickers,  M.D.,  Chairman.  .Cambridge 


Charles  F.  Rourke,  M.D Schenectady 

James  I.  Farrell,  M.D Utica 

William  J.  Orr,  M.D Buffalo 


During  the  year,  the  subcommittee  met  at  ir- 
regular intervals  with  the  Joint  Committee  on  Social 
Welfare,  which  includes  the  State  commissioner  of 
social  welfare  and  his  deputies,  local  welfare  officers 
from  the  various  welfare  districts  of  the  State,  local 
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medical  consultants,  the  Medical  and  Hospital 
Care  Committee  of  the  New  York  Public  Welfare 
Association,  and  our  own  representatives  from  the 
State  Medical  Society. 

Whether  we  like  it  or  not,  it  is  an  obvious  fact 
that  the  volume  of  medical  care  handled  through 
public  agencies  has  increased,  year  by  year,  in  the 
various  categories,  even  since  the  old  WPA  and 
NRA  days.  It  is  one  of  the  many  spots  that  the 
profession  must  watch.  To  keep  up  good  medical 
care  in  spite  of  administrative  difficulties  is  a good 
part  in  the  whole  public  relations  program.  The 
percentage  of  elderly  persons  and  patients  is  in- 
creasing each  decade,  and  more  and  more  will  come 
under  old  age  assistance  and  kindred  programs. 

It  also  seems  that  the  indigent  or  medically  in- 
digent in  New  York  State  receive  a better  type  of 
medical  care  than  under  any  of  the  older  regimes 
or  in  many  other  places.  The  principle  of  free 
choice  of  physician  and  payment  for  service  ren- 
dered has  been  well  accepted  throughout  the  State. 

It  is  a great  satisfaction  for  your  present  com- 
mittee to  find  such  a solid  backlog  of  cooperation 
between  the  Medical  Society  and  the  Department 
of  Social  Welfare.  At  the  joint  meetings,  the  vari- 
ous welfare  commissioners  ask  for  the  views  of  the 
physicians  and  give  due  weight  in  their  deliberations. 
It  speaks  well  for  such  men  as  Dr.  Christopher 
Wood,  the  late  Dr.  Stephen  Monteith,  and  Dr. 
Charles  Rourke,  who  have  made  satisfactory  con- 
tact in  the  past  and  have  proved  to  the  Welfare 
Department  the  value  of  its  cooperation  with  the 
medical  fraternity. 

The  question  of  direct  payment  to  the  physicians 
in  welfare  cases,  instead  of  giving  the  check  to  the 
patient  and  asking  him  to  pay  the  doctor,  came  up 
in  the  fall  of  1950.  Previously,  the  direct  payment 
to  doctors  (“indirect,”  in  the  terminology  of  the 
Welfare  Department)  was  not  allowed,  because  the 
doctors  wished  to  deal  directly  with  the  patient, 
and  the  State  Welfare  Department,  on  the  other 
hand,  could  not  obtain  reimbursement  of  such 
expenses  from  Federal  funds.  It  seems  that  the 
Federal  rule  is  now  changed,  and,  at  the  request 
of  several  county  societies  and  with  the  approval 
of  the  Council  of  the  State  Society,  the  State  com- 
missioner of  welfare  was  asked  to  make  a ruling 
that  would  enable  the  local  commissioners  of  wel- 
fare to  pay  the  physicians  directly,  if  they  wished. 
This  matter  is  still  under  advisement  in  the  State 
Welfare  Department,  and  no  official  ruling  has 
been  given. 

The  joint  committee  also  helped  set  up  a new  or 
fourth  category  of  relief,  that  of  relief  to  the  dis- 
abled, so  that  a portion  of  Federal  funds  could  be 
channeled  into  New  York  State  for  the  care  of  those 
patients  who  were  temporarily  or  permanently 
disabled  so  that  they  were  unable  to  support  them- 
selves. The  joint  committee  endeavored  to  make 
the  forms  for  this  purpose,  “D-A-l”  and  “D-A-2,” 
as  short  and  concise  as  possible  but  still  carrying 
information  enough  to  satisfy  all  requirements. 
The  program  of  the  aid  to  the  disabled  is  still  under 
controversy  between  the  State  and  the  Federal 
Security  Agency.  It  was  hoped  that  the  physicians 
by  helping  out  this  category  of  patients  would  save 
the  taxpayers  of  the  State  some  millions  of  dollars 
that  would  otherwise  come  out  of  State  funds. 

These  are  among  a few  of  the  details  of  adminis- 
trative medicine  that  the  joint  committee  has 
endeavored  to  work  out  satisfactorily  to  all  parties 
concerned.  The  administration  and  function  of 
any  such  medical  care  program  certainly  does  de- 
pend to  a great  degree  on  the  extent  of  the  co- 


operation prevailing  between  the  physicians  and 
the  agency  paying  the  bills. 

The  Subcommittee  on  Public  Medical  Care  again 
wishes  to  express  its  appreciation  of  the  fine  spirit 
of  the  group  in  the  office  of  the  State  Department 
of  Social  Welfare,  the  members  of  the  Medical  and 
Hospital  Care  Committee  of  the  New  York  Public 
Welfare  Association,  and  the  local  medical  con- 
sultants, and  trusts  that  this  measure  of  under- 
standing can  be  continued. 

Medical  Research 

The  Council  Committee  on  Medical  Research 


consists  of  the  following: 

Floyd  S.  Winslow,  M.D.,  Chairman . . . .Rochester 

John  W.  Galbraith,  M.D Glen  Cove 

Leo  Loewe,  M.D Brooklyn 


Although  no  formal  meetings  of  the  committee 
were  held  during  the  year,  the  chairman  was  in 
frequent  contact  with  representatives  of  the  Na- 
tional and  New  York  Societies  for  Medical  Research 
with  reference  to  the  introduction  of  legislation  in 
New  York  State  to  permit  experimentation  on  un- 
wanted dogs.  Conferences  were  initiated  in  Cleve- 
land during  the  Interim  Session  of  the  American 
Medical  Association  on  this  subject  and  later  were 
continued  in  New  York. 

The  New  York  State  group  sponsoring  this  legis- 
lation obtained  an  endorsement  of  their  proposal 
from  the  Council  Committee  on  Legislation. 
Following  this  step,  the  chairman  of  the  Committee 
on  Medical  Research  was  requested  to  assist  in 
securing  support  for  the  proposed  legislation  on 
the  part  of  members  of  the  State  Society. 

It  was  agreed  informally  that,  after  the  bill  was 
introduced  and  if  further  support  was  considered 
necessary,  the  Public  Relations  Bureau  would  be 
requested  to  lend  its  assistance. 

Medical  Service 

The  Council  Committee  on  Medical  Service 


consists  of  the  following  members: 

Leo  E.  Gibson,  M.D.,  Chairman Syracuse 

Laurance  D.  Redway,  M.D Ossining 

Joseph  A.  Lane,  M.D Rochester 


The  Committee  on  Medical  Service  was  given 
the  privilege  of  reviewing  the  data  submitted  by 
the  county  societies  for  the  annual  General  Prac- 
titioner’s Award  of  the  American  Medical  As- 
sociation. 

Data  were  submitted  in  favor  of  four  members  of 
the  Medical  Society  of  the  State  of  New  York. 
These  were  thoroughly  studied,  and  a choice  made, 
Dr.  Alfred  0.  Persons  of  Greene  County.  A full 
report  of  this  activity  is  contained  in  the  minutes  of 
the  Council  published  in  the  Journal. 

On  Sunday,  February  11,  1951,  your  chairman, 
under  the  direction  of  President  Wertz,  attended  the 
National  Conference  on  Medical  Service  held  in 
Chicago.  This  was  a very  worth-while  meeting. 
Among  the  topics  discussed  was  “The  Doctor’s 
Role  in  Civil  Defense.”  This  emphasized  the 
organization  of  small  units  among  doctors  in  their 
own  hospital  which  could  begin  immediately  and 
be  carried  on  separately  from  the  over-all  organiza- 
tion of  civil  defense.  Such  teams  could  be  or- 
ganized for  the  care  of  burns,  for  anesthesia,  and  for 
the  treatment  of  shock.  It  was  emphasized  that 
they  need  not  wait  for  instruction  from  a central 
unit. 

The  military  service  in  regard  to  the  orderly 
induction  of  doctors,  residents,  and  interns  was 
again  thoroughly  discussed  by  Dr.  Howard  A. 
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Rusk  and  Colonel  Richard  H.  Eanes.  Many  con- 
fusing issues  were  cleared  up  at  this  time.  Perhaps 
the  highlight  of  the  whole  program  was  the  address 
on  “The  Doctor’s  Case  Against  Compulsory  Dis- 
ability Insurance,”  by  Mr.  E.  H.  O’Connor,  manag- 
ing director,  Insurance  Economics  Society  of 
America,  Chicago.  This  would  be  very  valuable 
knowledge  for  all  the  physicians  to  have. 

The  meeting  was  continued  into  the  afternoon 
with  the  discussion  of  the  activities  of  Dr.  J.  S. 
Lawrence’s  office  in  Washington,  D.C.,  together 
with  comments  on  the  present  legislation  pending 
in  the  Congress,  all  of  which  were  ably  managed. 


Hospital  and  Professional  Relations 

The  Special  Committee  on  Hospital  and  Profes 
sional  Relations  consists  of  the  following  members; 

Harold  F.  R.  Brown,  M.D.,  Chairman Buffalo 

M.  J.  Fein,  M.D New  York  City 

Carlton  F.  Potter,  M.D Syracuse 

In  conformity  with  a mandate  from  the  1950 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York,  a committee  known  as  the 
Hospital  and  Professional  Relations  Committee 
was  appointed  by  President  Carlton  E.  Wertz  with 
the  approval  of  the  Council.  The  purpose  of  this 
committee  is  “to  deal  with  ethics,  responsibilities, 
standards,  and  contractual  relations  relevant  to 
the  medical  services  provided  in  hospitals  and  for 
the  formulation  of  general  policies  with  regard  to 
such  medical  practice  in  hospitals.” 

At  the  first  meeting  of  this  committee,  held  in 
New  York  City  on  October  12,  1950,  it  was  agreed 
that  the  principles  contained  in  the  Hess  report  to 
the  House  of  Delegates  of  the  American  Medical 
Association  at  San  Francisco  in  1950  be  used  as  a 
guide.  Excerpts  from  this  report  state:  “A 

physician  should  not  dispose  of  his  professional 
attainments  or  services  to  any  hospital,  lay  body, 
organization,  group  or  individual,  by  whatever 
name  called,  or  however  organized,  under  terms  or 
conditions  which  permit  exploitation  of  the  services 
of  the  physician  for  the  financial  profit  of  the  agency 
concerned.  Such  a procedure  is  beneath  the  dignity 
of  professional  practice  and  is  harmful  alike  to  the 
profession  of  medicine  and  the  welfare  of  the  people. 

“It  must  also  be  remembered  that  fee  splitting 
with  a corporation  is  just  as  unethical  as  fee  splitting 
with  another  physician.” 

Our  committee  recommended  to  the  Council  of 
the  State  Society  that  they  approve  the  Hess 
report,  which  they  later  did.  We  also  suggested 
to  the  Council  that  the  Secretary  of  the  State 
Society  be  instructed  to  communicate  with  the 
secretaries  of  the  various  county  societies  and  advise 
each  county  society  to  establish  county  committees 
on  hospital  and  professional  relations. 

In  order  to  ascertain  just  what  problems  did 
exist  in  the  various  parts  of  the  State  it  was  decided 
to  hold  regional  hearings  to  gather  factual  data. 
Because  pathology,  x-ray,  anesthesiology,  physi- 
otherapy, and,  in  recent  years,  electrocardiography 
constitute  the  bulk  of  the  problem  which  the  com- 
mittee is  investigating,  it  was  decided  that  the 

E’’  ninary  work  be  restricted  to  these  specialties. 

county  society  was  invited  to  send  repre- 
sentatives to  the  meeting  being  held  in  their  vicinity. 
Each  county  society  was  asked  to  inform  us  of  any 
special  groups  in  the  county  concerned  with  these 
specialties  so  that  invitations  to  attend  could  be 
sent  to  them. 


Hearings  have  been  held  in  New  York  City, 
Albany,  Syracuse,  and  Buffalo.  While  the  hearings 
have  been  too  recent  to  allow,  at  this  time,  a com- 
prehensive detailed  report,  it  seems  conservative 
to  state  that  there  has  developed  in  these  meetings 
evidence  that  hospitals  in  every  part  of  the  State 
are  practicing  medicine  and  exploiting  the  physician, 
especially  in  the  specialties  mentioned  above.  It 
has  become  evident,  too,  that  hospitals  are  in  some 
instances  aggressively  competing  with  physicians 
in  private  practice  for  the  work  of  nonhospitalized 
patients,  both  private  and  workmen’s  compensation 
cases.  It  seems  fairly  obvious,  too,  that  certain 
policies  of  the  Blue  Cross  organization  tend  to  in- 
crease the  extent  of  the  practice  of  medicine  by 
hospitals. 

These  hearings  also  brought  out  the  fact  that  in 
many,  if  not  in  most  instances,  doctors  working 
full  time  in  some  of  these  specialties  are  guilty  of 
unethical  practices,  at  least  as  defined  by  the  Hess 
report.  A more  detailed  report  on  these  matters, 
with  recommendations,  will  be  available  at  a later 
date  and  will  be  presented  to  the  House  of  Delegates 
in  1951. 

In  the  meantime,  the  committee  expects  to  meet 
with  the  Subcommittee  on  General  Practice  of  the 
Committee  on  Public  Health  and  Education  to 
explore  their  problems. 

It  is  the  hope  of  the  committee  that,  after  we 
have  assembled  and  sorted  the  data  presented  to 
us  as  outlining  the  physicians  point  of  view,  we  will 
be  able  to  meet  with  representatives  of  the  State 
hospital  organization,  to  try  to  come  to  an  agree- 
ment on  principles  applicable  to  these  problems. 


PART  VII 

Medical  Care  Insurance 

The  Subcommittee  on  Medical  Expense  Insurance 
is  composed  of  the  following  members: 


A.  H.  Aaron,  M.D.,  Chairman Buffalo 

Charles  S.  Lakeman,  M.D Rochester 

M.  J.  Fein,  M.D New  York  City 

Leo  E.  Gibson,  M.D Syracuse 

Frederick  M.  Miller,  Jr.,  M.D Utica 

C.  Otto  Lindbeck,  M.D Jamestown 

John  B.  D’Albora,  M.D Brooklyn 

Chas.  Gordon  Heyd,  M.D New  York  City 

Stephen  H.  Curtis,  M.D Troy 

Mrs.  Mary  Madden,  Liaison  with  Woman’s 
Auxiliary Albany 


The  subcommittee  has  held  two  meetings,  July 
28  and  December  13,  1950. 

The  meeting  on  July  28  was  held  in  three  ses- 
sions: the  first  at  10:00  a.m.,  and  the  second  at 
2:30  p.m.,  jointly  with  New  York  State  Blue 
Shield  plan  presidents,  and  the  third  at  4 : 15  p.m., 
to  which  were  invited  presidents  of  county  medical 
societies  in  the  metropolitan  area. 

At  the  morning  session  reports  were  made  by 
Blue  Shield  Plan  representatives  on  the  progress  of 
each  plan  regarding  the  recommendations  of  the 
subcommittee  at  its  November  30,  1949,  meeting 
on  the  formation  of  a uniform  State-wide  contract 
primarily  for  national  accounts  to  be  offered  by 
each  plan  in  addition  to  existing  local  contracts. 
The  following  type  of  contract  was  suggested  for 
consideration  by  county  medical  societies  and  Blue 
Shield  plans:  a surgical,  in-hospital  medical  con- 
tract on  a service  basis  with  annual  income  ceilings 
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of  $2,500  for  an  individual  and  $4,000  for  a family, 
maternity  on  an  indemnity  basis,  and  an  optional 
rider  covering  x-ray,  anesthesiology,  pathology,  and 
physical  therapy. 

It  was  evident  from  the  reports  that,  although  the 
Rochester  and  Syracuse  plans  had  arranged  area 
meetings  with  the  county  medical  societies  in  their 
operating  areas  and  had  approved  in  principle  the 
suggested  recommendations  of  the  subcommittee, 
no  progress  had  been  made  on  the  State-wide  con- 
tract but  that  some  plans  had  followed  the  suggested 
recommendations  and  revised  present  local  con- 
tracts, as  follows : 

United  Medical  Service,  New  York,  has  increased 
income  ceilings  for  service  benefits  from  $1,800  to 
$2,500  annually  for  an  individual  and  from  $2,500 
to  $4,000  annually  for  a family  on  its  present  sur- 
gical and  surgical  in-hospital  medical  contracts. 
The  present  schedule  of  allowances  was  revised 
upward  to  the  extent  of  25  to  30  per  cent  in  order  to 
conform  to  the  increase  in  allowances  under  the 
present  Workmen’s  Compensation  Schedule,  and 
premium  rates  were  adjusted  to  meet  the  increased 
schedule  of  allowances.  Maternity  care  (including 
care  for  conditions  arising  out  of  and  during  preg- 
nancy) remains  on  an  indemnity  basis.  For  in- 
hospital  medical  calls  the  doctor  receives  $4.00  per 
visit  for  a maximum  of  two  visits  a day  for  the  first 
two  days  and  $4.00  per  day  from  the  third  through 
the  twenty-first  day.  From  the  fourth  week 
through  the  sixteenth  week  he  receives  $14  per  week. 
No  decision  has  been  reached  on  the  inclusion  of  x- 
ray  and  anesthesia  in  these  contracts,  but  UMS 
is  considering  offering  these  services,  including 
pathology,  in  the  form  of  a rider.  Revisions  in  the 
general  medical  contract  are  now  being  contem- 
plated. The  revised  contracts  were  offered  to  the 
public  October  1,  1950. 

Dr.  Carlton  E.  Wertz,  president  of  the  Western 
New  York  Medical  Plan,  Buffalo,  reported  that 
neither  the  State-wide  contract  nor  local  plan  re- 
visions had  been  resolved. 

Genesee  Valley  Medical  Care,  Rochester,  has 
embraced  the  service  principle  for  its  surgical  plan 
with  a ceiling  limit  of  $5,000  annually  for  an  in- 
dividual or  family.  G.V.M.C.  will  pay  to  qualified 
roentgenologists  one-half  of  the  x-ray  fee  where  the 
total  bill  does  not  exceed  $50,  with  the  payment  by 
G.V.M.C.  limited  to  a maximum  of  $25  per  con- 
tract year.  Payment  for  x-ray  services  rendered  by 
a physician  other  than  a qualified  roentgenologist 
will  be  one-half  of  the  regular  payment  to  qualified 
roentgenologists  for  similar  services,  or  one-quarter 
of  the  listed  fee  schedule  with  payment  per  contract 
year  limited  to  the  specified  maximum  of  $25.  In 
no  event  will  payment  for  x-ray  services  exceed  a 
maximum  of  $25  per  member  per  contract  year, 
and  such  payments  will  be  made  only  when  the  x- 
ray  is  followed  by  or  in  association  with  a surgical 
procedure. 

Anesthesia  will  be  provided  when  administered  by 
a physician  other  than  the  operating  surgeon  ac- 
cording to  the  schedule  of  allowances.  No  an- 
esthesia will  be  provided  in  obstetric  cases. 

The  plan  will  pay  an  indemnity  allowance  not 
to  exceed  $60  for  obstetric  care  rendered  in  connection 
with  a normal  delivery. 

The  plan  does  not  contemplate  any  in-hospital 
medical  coverage  because  of  inadequate  hospital 
facilities  at  the  present  time. 

Central  New  York  Medical  Plan,  Syracuse,  has 
agreed  on  the  service  principle  with  a $4,000  income 
ceiling  annually  for  individual  and  family;  ma- 
ternity will  be  on  an  indemnity  basis,  and  benefits 


for  in-hospital  medical  care  wall  be  provided.  It  was 
anticipated  that  this  revised  local  plan  would  be  in 
effect  in  the  late  fall. 

Medical  and  Surgical  Care,  Utica,  reported  that 
they  had  arrived  at  a tentative  fee  schedule  on  a 
service  basis  embracing  a $3,500  annual  income  ceil- 
ing for  individual  and  family;  that  they  are  in 
favor  of  in-hospital  medical  care  at  $5.00  for  the 
first  day  and  $3.00  thereafter  through  the  twenty- 
first  day,  followed  by  two  calls  per  week  for  three 
weeks  at  home  or  office  at  $4.00  and  $3.00  respec- 
tively. No  decision  was  reached  on  obstetrics, 
anesthesia,  x-ray,  and  electrocardiography. 

The  president  of  Northeastern  New  York  Medical 
Service,  Albany,  stated  that  his  plan  had  not  ar- 
ranged an  area  meeting,  and  none  was  contemplated 
until  the  plan  was  given  a definite  proposal  for  con- 
sideration by  it  and  the  county  medical  societies  in 
the  operating  area. 

After  discussion,  it  was  agreed  that  to  expedite 
this  program,  a definite  proposed  plan  for  a State- 
wide uniform  contract,  medical  expense  indemnity 
rider  providing  x-ray,  anesthesia,  pathology,  and 
physical  therapy  benefits,  and  schedules  of  allow- 
ances be  drawn  up  by  George  P.  Farrell,  director  of 
the  Bureau  of  Medical  Care  Insurance,  and  sent  to 
each  plan  for  consideration,  and  before  presentation 
to  local  county  medical  societies  for  approval  that  a 
meeting  of  the  subcommittee  and  Blue  Shield  Plan 
presidents  be  held  to  discuss  the  proposal  and  agree 
on  a final  suggested  draft. 

At  the  2:30  p.m.  session,  Myles  J.  Burke,  Chief 
Disability  Benefits  Examiner  of  the  Workmen’s 
Compensation  Board,  outlined  the  Disability 
Benefits  Law  in  its  relation  to  Blue  Shield  plans. 

Mr.  Burke  advised  that  a group  representing  the 
voluntary  nonprofit  hospital  plans  had  met  with 
representatives  of  the  Workmen’s  Compensation 
Board  to  consider  the  aspects  of  the  rules  and 
regulations  governing  the  administration  of  the 
Disability  Benefits  Law.  It  was  the  understanding 
of  the  Compensation  Board  representatives  that 
Blue  Shield  plans  were  also  represented  in  this 
group,  but  this  was  not  the  case. 

After  discussion,  it  was  moved  that  the  subcom- 
mittee request  Dr.  Anderton,  secretary  of  the 
Medical  Society  of  the  State  of  New  York,  to  write 
Miss  Mary  Donlon,  chairman  of  the  Workmen’s 
Compensation  Board,  requesting  that  Blue  Shield 
plans  in  New  York  State  have  an  official  representa- 
tive to  meet  with  the  group  in  its  considerations  of 
the  Disability  Benefits  Law  in  its  relation  to  Blue 
Shield  plans.  It  was  so  voted,  and  Mr.  James  F. 
Coleman,  executive  vice-president  of  United  Medi- 
cal Service,  was  designated  as  the  person  to  serve 
in  this  capacity. 

At  the  4:15  p.m.  session,  members  of  the  sub- 
committee and  presidents  of  the  county  medical 
societies  in  the  metropolitan  area  considered  the 
matter  referred  to  the  subcommittee  by  the  Council 
at  its  June  8 meeting,  regarding  the  following  House 
of  Delegates  resolution: 

Whereas,  the  medical  profession  has  con- 
sistently supported  the  right  of  a patient  to  free 
choice  of  physician,  and 

Whereas,  contract  restrictions  under  certain 
voluntary  insurance  plans  tend  to  deny  or  re- 
strict the  right  of  free  choice  of  physician, 

Resolved,  that  medical  expense  indemnity  shall 
consist  of  reimbursement  or  direct  payment  for 
medical  care  provided  through  any  duly  licensed 
physician  of  the  subscriber’s  choice  whether  or 
not  designated  by  such  corporation. 
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Your  subcommittee  recommended  to  the  Council 
of  the  Medical  Society  of  the  State  of  New  York  the 
adoption  of  the  above  resolution  as  it  conforms  to 
the  Standards  for  Approval  by  the  Medical  Society 
of  the  State  of  New  York  of  New  York  State  medical 
care  plans. 

Considered  also  at  this  session  was  a letter,  dated 
May  1,  1950,  from  Dr.  George  Baehr,  chairman  of 
the  Board  of  Directors  of  Health  Insurance  Plan 
of  Greater  New  York,  known  as  HIP,  directed  to 
Dr.  John  J.  Masterson,  president  of  the  State 
Society,  requesting  approval  of  HIP  by  the 
State  Society.  Attached  to  the  letter  was  a vol- 
ume of  material  substantiating  HIP’s  belief  in  its 
eligibility  for  approval.  This  material  was  referred 
to  the  Committee  by  the  Council  at  its  June  8 
meeting  after  being  presented  to  the  House  of 
Delegates  at  the  May,  1950,  annual  meeting. 

After  an  extensive  analysis  of  Dr.  Baehr’s  com- 
munication and  the  appended  material  on  which 
HIP  based  its  claims  of  compliance  with  the  Sug- 
gested Twenty  Principles  for  Lay-Sponsored  Volun- 
tary Health  Plans,  adopted  by  the  A.M.A.  House  of 
Delegates  at  its  June,  1949,  meeting,  it  was  pointed 
out  that  in  adopting  these  Suggested  Twenty  Prin- 
ciples, it  was  understood  that  any  lay-sponsored 
plan  desiring  approval  by  the  proper  accrediting 
body  of  the  A.M.A.  shall  come  bearing  the  endorse- 
ment of  the  state  and  county  medical  association 
involved. 

It  was  also  pointed  out  that  county  and  state 
organizations  could  set  up  their  own  principles  for 
approval  of  lay-sponsored  medical  care  plans  if 
they  did  not  violate  the  intent  of  the  Suggested 
Twenty  Principles  adopted  by  the  A.M.A.  and 
would  serve  as  a help  in  determining  state  and 
county  association  approval. 

Standards  for  Approval  of  Medical  Care  Insur- 
ance Plans  have  been  set  up  and  adopted  by  the 
State  Society  and  contain  in  part  the  following 
provision : 

Local  Approval:  (1)  Approval  of  the  county  medi- 
cal societies  in  whose  area 
the  plan  operates; 

(2)  In  the  event  a county  society 
does  not  approve  a plan,  a 
special  committee  of  three 
members  be  appointed:  one 
by  the  plan,  one  by  the 
county  medical  society,  and 
one  by  the  Medical  Society 
of  the  State  of  New  York,  to 
study  and  investigate  the 
reasons  for  withholding  ap- 
proval, and 

(3)  If,  after  consideration,  a 
majority  is  in  favor  of  ap- 
proval, approval  will  be 
granted  to  the  plan. 

In  view  of  the  above  items  in  the  Standards  for 
Approval,  it  was  the  opinion  of  your  subcommittee 
that  Dr.  Baehr’s  request  for  approval  of  HIP 
was  not  a matter  to  be  presented  before  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  or  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  because  the  plan 
had  not  met  the  approval  of  the  county  medical 
societies  in  whose  area  it  operates;  also,  each  non- 
profit voluntary  medical  care  plan  now  operating 
in  New  York  State  which  has  been  approved  by  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  was  so  approved  only  after 
approval  by  the  local  county  medical  societies  in 
whose  area  it  operates. 


The  subcommittee  recommended  to  the  Council 
that  it  consider  advising  Dr.  Baehr  that,  in  applying 
to  the  House  of  Delegates  for  approval,  it  was 
necessary  first  to  submit  to  local  county  medical 
societies  for  approval,  and  in  the  event  approval 
was  not  granted  that  the  plan  could  avail  itself  of 
the  procedure  as  set  forth  in  paragraph  2 of  prin- 
ciples under  Standards  for  Approval  as  herein 
outlined.  This  recommendation  was  approved  at 
the  September  21  Council  meeting. 

The  December  13  meeting  was  a joint  meeting 
of  subcommittee  members  and  Blue  Shield  plan 
presidents.  The  full  subcommittee  was  present,  also 
Dr.  Renato  J.  Azzari,  chairman  of  the  Council  Com- 
mittee on  Economics,  and  a representative  of  each 
Blue  Shield  plan  with  the  exception  of  Genesee 
Valley  Medical  Care,  Rochester. 

The  joint  meeting  was  held  for  review  and  dis- 
cussion of  drafts  of  a uniform  State-wide  contract 
providing  surgical,  in-hospital  medical  care  on  a 
service  basis,  with  annual  income  ceilings  of  $2,500 
for  an  individual  and  $4,000  for  a family;  obstetrics 
on  an  indemnity  basis;  medical  expense  indemnity 
rider  providing  x-ray,  anesthesiology,  pathology, 
and  physical  therapy,  with  schedules  of  allowances. 
This  material  was  prepared  by  George  P.  Farrell, 
as  directed  at  the  July  meeting  of  the  subcommittee, 
for  the  consideration  of  county  medical  societies 
and  Blue  Shield  plans. 

An  analysis  prepared  by  Mr.  Farrell,  showing  a * 
comparison  of  provisions  in  existing  local  plan  con- 
tracts with  those  suggested  in  the  drafts,  was  used 
in  review  and  discussion.  It  was  pointed  out  that 
the  State-wide  contract  was  not  intended  to  super- 
sede existing  local  plan  contracts  but  rather  to 
provide  uniform  coverage  on  a State- wide  basis  to 
employes  of  large  national  industrial  companies, 
but  that  it  also  might  be  desirable  to  offer  the 
benefits  of  this  contract  to  local  groups. 

After  review  and  discussion  changes  and  amend- 
ments were  made.  Agreement  was  reached  on  the 
following:  Service  contract  offering  uniform  State- 
wide coverage  for  surgical,  in-hospital  medical  care 
with  annual  income  ceiling  limits  for  service  benefits 
of  $2,500  for  an  individual  and  $4,000  for  a family. 
Maternity  care  (including  care  for  conditions 
arising  out  of  and  during  pregnancy)  is  to  be  on  an 
indemnity  basis  in  accordance  with  the  schedule  of 
allowances.  Normal  delivery  is  provided  in  the 
hospital  or  home  and  complications  or  conditions 
arising  out  of  pregnancy  will  only  be  provided  when 
such  care  is  rendered  in  a legally  constituted  and 
operated  hospital.  Benefits  for  in-hospital  medical 
calls  will  be  $4.00  per  visit  with  a maximum  of  30 
visits  per  subscriber  in  any  one  contract  year  and 
a maximum  of  120  visits  per  family  group  in  any  one 
contract  year;  and  an  optional  rider  providing  x-ray, 
anesthesiology,  pathology,  and  physical  therapy. 
These  services  covered  by  the  rider  are  on  an 
indemnity  basis  with  the  exception  of  anesthesia 
when  directly  related  to  medical  and  surgical  serv- 
ices. It  is  to  be  noted  that  service  benefits  for 
anesthesia  do  not  apply  to  maternity  care. 

Each  subscriber  will  be  entitled  to  an  indemnity 
allowance  for  x-ray  service  not  to  exceed  a maximum 
of  $25  per  contract  year  when  followed  by  or  in 
association  with  a surgical  procedure;  indemnity 
allowance  for  pathology  services  not  to  exceed  a 
maximum  of  $25  per  contract  year  when  directly 
related  to  medical  or  surgical  services  and  provided 
by  a participating  physician;  and  an  indemnity 
allowance  for  physical  therapy  when  an  in-hospital 
bed  patient,  not  to  exceed  a maximum  of  $25  per 
contract  year  wrhen  directly  related  to  surgical 
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services  and  provided  by  a participating  physician. 
Indemnity  allowances  per  services  will  be  in  ac- 
cordance with  the  schedule  of  allowances. 

It  is  to  be  noted  that  the  rider  was  developed 
at  the  suggestion  of  the  subcommittee  to  provide 
for  payment  of  these  services  when  rendered  by  a 
physician. 

The  subcommittee  voted  to  submit  the  State- 
wide contract  with  rider  and  schedule  of  allowances 
to  New  York  State  Blue  Shield  plans  and  county 
medical  societies  in  each  plan  operating  area,  for 
their  consideration.  It  was  agreed  that  final  dis- 
osition  of  this  matter  rests  at  the  county  level 
ut  that  any  contract  was  subject  to  approval  by 
the  State  of  New  York  Insurance  Department. 
This  material  has  been  sent  to  Blue  Shield  plan 
presidents  and  secretaries  of  all  county  medical 
societies  by  the  Bureau  of  Medical  Care  Insurance 
as  voted  by  the  subcommittee. 

The  subcommittee  has  agreed  that  a rider  cover- 
ing catastrophic  illnesses,  similar  to  the  coverage 
recently  offered  by  the  California  Physician’s 
Service,  should  be  included  in  the  State-wide  pro- 
gram. However,  as  the  California  Plan  has  not 
had  sufficient  actuarial  experience  to  study,  the 
subcommittee  tabled  the  matter. 

The  question  of  assistant’s  fee  in  surgical  cases 
and  consultation  fee  for  internists  in  connection 
with  the  State-wide  contract  was  also  open  for  dis- 
cussion but  was  deferred  until  the  next  meeting  of 
the  subcommittee. 

The  subcommittee  recommends  through  its  Coun- 
cil Committee  on  Economics  that  the  Medical 
Society  of  the  State  of  New  York  extend  its  ap- 
proval of  the  six  New-  York  State  Blue  Shield  plans 
for  another  year  as  follows:  United  Medical  Service, 
Inc.,  New  York;  Genesee  Valley  Medical  Care, 
Inc.,  Rochester;  Central  New  York  Medical  Plan, 
Inc.,  Syracuse;  Medical  and  Surgical  Care,  Inc., 
Utica;  Western  New  York  Medical  Plan,  Inc., 
Buffalo,  and  Northeastern  New  York  Medical 
Service,  Inc.,  Albany.  This  recommendation  is  in 
accordance  with  the  Standards  of  Acceptance  for 
Approval  adopted  by  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York. 

Your  subcommittee  is  pleased  to  report  that  the 
State  of  New  York  Insurance  Department  has 
given  its  cooperation  at  all  times  to  the  subcom- 
mittee and  that  a representative  has  been  present 
at  all  meetings.  This  contact  has  been  most 
valuable  to  the  subcommittee  in  its  deliberations 
and  is  greatly  appreciated. 

The  subcommittee  wishes  to  express  its  thanks 
to  the  officers  of  the  Society  and  to  Dr.  Renato  J. 
Azzari,  chairman  of  the  Council  Committee  on 
Economics. 


PART  VIII 

Veterans  Medical  Service  Plan  of 
New  York,  Inc. 

Through  the  Liaison  Committee  with  Veterans 
Administration,  consisting  of  the  following: 

Herbert  H.  Bauckus,  M.D.,  Chairman Buffalo 


Laurance  D.  Redway,  M.D Ossining 

W.  P.  Anderton,  M.D New  York  City 

Edward  R.  Cunniffe,  M.D Bronx 

J.  Stanley  Kenney,  M.D New  York  City 

Dan  Mellen,  M.D Rome 

Joseph  A.  Lane,  M.D Rochester 

George  P.  Farrell New  York  City 


the  Veterans  Medical  Service  Plan  of  New  York, 
Inc.,  reports  as  follows: 

At  the  annual  meeting  of  the  plan  in  May,  1950, 
the  following  directors  were  elected  for  the  year: 

Herbert  H.  Bauckus,  M.D.,  President.  . . .Buffalo 

William  H.  Ross,  M.D Brentwood 

James  F.  Rooney,  M.D.  (Deceased) Albany 

Joseph  P.  Henry,  M.D Rochester 

Edward  R.  Cunniffe,  M.D Bronx 

W.  P.  Anderton,  M.D.,  Secretary . .New  York  City 

James  R.  Reuling,  M.D.,  Treasurer Bayside 

Arthur  H.  Stein,  M.D Albany 

Thomas  A.  McGoldrick,  M.D Brooklyn 


The  Board  of  Directors  also  re-elected  the  officers 
for  the  ensuing  year. 

The  Board  of  Directors  empowered  the  president 
to  renew  the  contract  w-ith  the  Veterans  Adminis- 
tration on  the  same  terms  as  during  the  preceding 
year.  This  was  done,  and  the  contract  w-ill  be  in 
force  until  June  30,  1951,  the  end  of  the  Federal 
fiscal  year. 

We  continued  the  work  of  the  coordinators  at 
the  area  offices  in  Buffalo,  Syracuse,  Albany,  and 
Newr  York  City.  There  w-as  a decrease  in  the  fee- 
basis  examination  and  treatment  as  compared  to 
previous  years,  but  we  find  there  is  still  considerable 
activity  on  the  home-call  basis. 

From  the  study  of  authentic  figures  secured  from 
publications  of  the  Veterans  Administration,  it 
appears  that  for  a period  of  one  year,  from  November 
1,  1949,  to  October  1,  1950,  the  amount  of  money 
expended  in  New  York  State  for  fee-basis  examina- 
tion and  treatment,  including  N.P.  contract  clinics, 
was  about  $1,300.  The  amount  of  money  expended 
for  similar  services  in  New  York  State  during  one 
month,  October,  1950,  w7as  $104,653.  The  figure 
for  similar  services  in  the  entire  United  States  for 
October,  1950,  was  $968,424.  In  the  entire  United 
States,  from  November  1,  1949,  to  October  31, 
1950,  cost  was  approximately  $13,221,911,  for 
similar  services. 

The  larger  proportion  of  this  type  of  care  is  in 
the  areas  outside  of  the  large  cities.  In  the  more 
populated  areas  the  Veterans  Administration  has 
clinics  wrhich  are  largely  manned  by  part-time 
physicians  wrho  are  doing  their  ow-n  private  practice, 
as  well  as  working  for  the  Veterans  Administration 
in  its  clinics.  It  may  be  that  the  additional  work 
required  of  physicians  in  the  expansion  of  the  mili- 
tary services  will  reduce  the  number  of  physicians 
available  to  these  clinics.  In  my  opinion  practi- 
cally all  of  the  service-connected  medical  care  being 
given  in  government  clinics  could  very  well  be 
taken  care  of  by  the  regular  physicians  in  the  com- 
munity. This  w-ould  result  in  a reduction  of  much 
government  overhead  and  w-ould  also  lead  to  greater 
satisfaction  to  the  large  majority  of  veterans  who 
still  prefer  to  choose  their  owm  attending  physician. 

Lately,  it  has  been  authorized  that  veterans  of 
the  Spanish  War  may  have  medical  services  of  all 
kinds,  whether  service-connected  or  not.  These 
veterans  are  also  entitled  to  free  choice  of  physician 
if  the  area  Veterans  Administration  office  decides 
to  give  it  to  them. 

This  subject  is  of  special  interest  because  it  may 
be  that  the  next  group  of  veterans,  namely  World 
War  I veterans,  may  be  given  the  same  privileges. 
This  would  augment  the  need  for  medical  care  a 
great  deal,  and  it  is  hoped  that,  if  this  comes  to 
pass,  some  arrangement  will  be  made  for  free  choice 
of  physician  on  the  part  of  the  veteran. 

It  should  be  emphasized  that  the  Spanish  War 
veteran  is  cared  for  whether  service-connected  or 
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not.  It  should  also  be  understood  that  the  free 
choice  of  physician  relating  to  the  veteran  is  de- 
pendent upon  whether  the  Veterans  Administration 
wishes  to  extend  this  boon.  If  the  Veterans  Ad- 
ministration has  other  facilities,  such  as  its  own 
clinics,  it  may  choose  not  to  make  use  of  fee-basis. 
This  is  the  reason  that  the  majority  of  the  work  is 
done  in  rural  areas  where  the  Veterans  Adminis- 
tration must  still  depend  upon  the  local  physician. 
This  seems  to  be  an  unfair  and  discriminating 
provision  as  far  as  the  veteran  is  concerned,  be- 
cause a veteran  residing  in  the  city  must  come  to 
the  clinic,  and  the  veteran  in  the  less  populated 
areas  may  have  his  own  physician. 

In  December,  1950,  a directive  was  issued  from 
the  Washington  office  of  the  Veterans  Adminis- 
tration limiting  the  use  of  cortisone  and  ACTH 
to  hospitals,  mainly  veterans  hospitals.  In  the 
early  usage,  and  with  the  scarcity  of  these  products, 
this  seemed  justified  and  wise.  However,  a later 
directive  stated  that  cortisone  and  ACTH  might 
be  authorized  on  the  fee-basis  system,  but  that  the 
administration  of  this  medication  would  have  to 
be  done  by  specially  selected  physicians,  especially 
those  having  their  Boards  in  internal  medicine. 
This  created  a ridiculous  situation  and  one  to  which 
I promptly  made  objection  to  the  Veterans  Ad- 
ministration. 

I have  a report  that  there  was  a veteran  in  the 
metropolitan  area  who  was  under  the  care  of  a free 
choice  physician.  This  physician  decided  to  make 
use  of  cortisone  in  the  care  of  this  patient.  How- 
ever, the  authorization  directed  that  this  physician 
could  not  be  allowed  to  give  this  medicine,  but 
instead  asked  a Boston,  Massachusetts,  Committee 
to  designate  the  doctor  for  this  New  York  patient. 
I understand  that  the  doctor  designated  was  one 
who  is  no  longer  in  the  practice  of  medicine!  There- 
fore, this  patient  did  not  receive  any  medication  for 
a period  of  a few  months  while  this  sort  of  red  tape 
was  going  on.  I instructed  the  coordinator  in  this 
area  not  to  approve  payment  to  any  physician  who 
superseded  the  original  physician  in  the  care  of  the 
patient.  This  interference  is  a violation  of  our 
contract  with  the  Veterans  Administration.  In- 
cidents of  this  type  indicate  the  difficulty  of  large 
planned  adventures  in  which  the  care  of  a sick 
individual  is  dependent  upon  distant  central  au- 
thorization. It  should  be  said  that  the  difficulties 
in  securing  cortisone  probably  necessitated  some 
regulations  in  the  early  days  of  this  type  of  medi- 
cation. It  should  not  be  made  an  excuse  to  ob- 
struct free  choice  of  the  attending  physician. 

I have  found,  after  careful  study  of  the  work 
since  the  beginning  in  August,  1946,  that  the  prin- 
ciple of  free  choice  of  physician  and  the  competition 
of  the  private  practitioner  on  a fee-basis  plan  has 
been  a great  aid  to  high  quality  medical  care. 

All  should  be  grateful  for  this  opportunity  for 
contrast.  It  should  also  act  to  keep  the  medical 
care  supplied  by  the  Veterans  Administration 
facilities  themselves  on  a higher  plane. 

As  a matter  of  principle,  I believe  we  should 
regularly  avoid  the  formation  of  new  classifications 
and  lists  of  physicians,  especially  “qualified”  by 
some  agency  to  render  certain  types  of  medical 
care.  In  New  York  State  we  have  the  county 
workmen’s  compensation  committee  or  similar 
committees  of  the  county  medical  society,  and  they 
are  the  only  ones  having  sufficient  data  and  ability 
to  select  qualified  physicians. 

In  the  past  month  the  Council  on  Medical  Service 
of  the  American  Medical  Association  has  forwarded 
a questionnaire  on  VA  Home-Town  Medical  Care 


plans.  We  are  endeavoring  to  furnish  them  with 
such  information. 

War  Memorial 

The  War  Memorial  Committee  of  the  Council 
and  Board  of  Trustees  has  the  following  member- 
ship: 

James  F.  Rooney,  M.D.,  Chairman  (Deceased)  . . n 


Albany 

Fenwick  Beekman,  M.D New  York  City 

Edward  R.  Cunniffe,  M.D Bronx 


Maurice  J.  Dattelbaum,  M.D Brooklyn 

It  is  with  deep  regret  that  the  War  Memorial 
Committee  must  report  the  death  of  its  capable 
chairman,  Dr.  James  F.  Rooney.  It  was  under 
his  leadership  that  the  War  Memorial  was  estab- 
lished. He  continued  as  its  chairman  until  his 
death  on  February  4,  1951.  We  shall  miss  his 
enthusiasm  and  wisdom. 

On  March  8,  1951,  Dr.  Dan  Mellen  was  appointed  j 
a member  of  the  War  Memorial  Committee  to  fill 
the  vacancy  left  by  the  death  of  Dr.  James  F.  1 
Rooney.  At  a meeting  of  the  War  Memorial  Com-  • 
mittee  held  at  the  offices  of  the  State  Society  on 
March  8,  1951,  and  attended  by  all  members,  Dr.  4 
Fenwick  Beekman  was  elected  chairman. 

As  of  December  31,  1951,  the  total  assets  of  the 
War  Memorial  Fund  from  the  authorized  assess- 
ments and  accrued  interest  on  investments  were  i 
8238,589,  and  the  total  expenditures  to  that  date,  ! 
$11,800.  These  assets  were  raised  by  a $12  assess- 
ment levied  upon  each  member.  A total  of  .$241,626  ' 
has  been  received  from  20,135  physicians.  An 
itemized  report  of  the  financial  status  of  the  War 
Memorial  Fund  will  be  presented  by  the  treasurer  i 
in  his  annual  report. 

During  the  1949-1950  academic  year,  ten  students  1 
received  benefits  from  the  fund  to  help  defray  their 
educational  expenses.  Of  these,  nine  are  college  or  , 
university  students,  and  one  attends  a preparatory  1 
school.  The  college  students  received  $600  per 
year,  and  the  secondary  school  student,  $300,  each  ( 
paid  in  three  installments.  It  is  interesting  to 
note  that  four  of  the  college  students  are  enrolled 
in  a premedical  course,  and  one  in  a nursing  school.  1 * 
In  September  of  this  year,  1951,  one  more  bene-  ; 
ficiary  may  become  eligible. 

At  a meeting  of  the  War  Memorial  Committee,  > 
held  on  October  12,  1950,  it  was  established  that 
the  death  of  Captain  William  A.  Connolly  from 
myocardial  infarction,  at  his  home  in  Rochester 
on  November  26,  1949,  was  service-connected.  It  1 
was  therefore  voted  that  his  three  children  are 
entitled  to  benefits  from  the  War  Memorial  Fund, 
after  all  requirements  are  met.  The  first  of  these 
children  will  be  ready  to  receive  benefits  in  1960, 
the  second  in  1961,  and  the  third  in  1967. 

A certificate  of  eligibility  is  being  presently  pre- 
pared, suitably  engraved  and  signed  by  the  So- 
ciety’s officers,  with  seal  affixed.  It  will  be  sent  to 
each  individual  who  is  now,  or  will  at  some  later 
date  become,  a beneficiary  of  the  fund. 

It  is  now  estimated  that  there  will  be  sixty-four 
students  entitled  to  educational  benefits. 

PART  IX 

Legislation 

The  Council  Committee  on  Legislation  consists 
of  the  following: 


Irwin  E.  Siris,  M.D.,  Chairman Brooklyn  , 

Elton  R.  Dickson,  M.D Binghamton  1 

John  C,  Brady,  M.D, Buffalo 
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Kenneth  T.  Rowe,  M.D Hornell 

Joseph  A.  Geis,  M.D Lake  Placid 

John  A.  Hollis,  M.D Norwich 

Aaron  Kottler,  M.D Brooklyn 

Dwight  V.  Needham,  M.D Syracuse 

George  J.  Lawrence,  Jr.,  M.D Flushing 

Frederic  W.  Holcomb,  M.D Kingston 

Thomas  0.  Gamble,  M.D Albany 

John  L.  Edwards,  M.D Hudson 

Horace  E.  Ayers,  M.D New  York  City 

James  A.  Lynch,  M.D Bronx 


Albany 

The  Subcommittee  on  Legislation  consists  of: 

John  E.  Williams,  Jr.,  M.D Rochester 

George  J.  Lawrence,  Jr.,  M.D Flushing 

Gilbert  M.  Palen,  M.D Margaretville 

Morris  Weintrob,  M.D Brooklyn 


The  Council  Committee  on  Legislation  can  submit 
only  a preliminary  report  for  publication  of  its 
activities  at  this  early  date. 

The  enlarged  committee  of  fourteen  members 
has  been  continued  this  year,  as  recommended  by 
the  House  of  Delegates  at  its  annual  meeting  in 
May,  1949.  This  committee  met  on  August  3, 
at  which  time  the  chairman  appointed  subcom- 
mittees to  study  the  various  matters  referred  by  the 
Council  of  the  State  Society.  Reports  of  these 
subcommittees  were  made  at  the  August  31  meet- 
ing. There  were  other  meetings  held  with  sub- 
committees, such  as  the  Subcommittee  on  Cults 
and  a subcommittee  which  met  with  representa- 
tives of  the  Dental  Society  of  the  State  of  New  York. 

There  have  been  numerous  contacts  with  various 
organizations  made  by  your  chairman,  the  executive 
officer,  and  legal  counsel  to  the  executive  officer 
on  matters  pertaining  to  legislation  which  would  be 
of  interest  to  members  of  the  medical  profession. 

At  the  time  of  writing  this  report  the  State 
Legislature  has  been  in  session  for  four  weeks. 
Although  there  has  been  a record  number  of  bills 
introduced  so  far  this  year,  much  of  the  legislative 
activity  will  take  place  later  in  the  session.  This 
will  require  a supplementary  report  at  a later  date. 

There  has  been  very  little  action  on  the  bills 
that  have  been  introduced  so  far  in  this  legislative 
session.  Up  to  January  29  there  were  1,118  bills 
introduced  in  the  Senate  and  1,336  in  the  Assembly. 
This  is  many  more  bills  than  were  introduced  last 
year  at  a similar  period  in  the  legislative  session. 
As  last  year  there  was  a record  number  of  bills 
introduced,  it  would  appear  that  the  number  this 
year  will  set  a new  record. 

It  would  appear  that  the  Legislature  will  adjourn 
this  year  at  a relatively  early  date,  as  a special 
session  is  contemplated  for  early  or  mid-summer. 
This  special  session,  it  is  understood,  will  be  limited 
to  reapportionment,  and  it  is  not  expected  that  bills 
will  be  introduced  at  that  time  which  would  affect 
the  public  health  or  practice  of  medicine. 

Governor  Dewey  has  pointed  out  the  seriousness 
of  world  affairs  and  placed  special  emphasis  on 
reparedness.  The  Joint  Legislative  Committee  to 
tudy  Military  Law  has  made  recommendations 
and  had  a bill  introduced  establishing  the  New 
York  State  Defense  Council.  This  is  a very  im- 
portant bill  and  has  provoked  considerable  com- 
ment in  the  newspapers  and  on  the  radio.  It  is 
being  given  extensive  hearings  and  will  be  acted  on 
later  in  the  session. 

There  were  a number  of  resolutions  pertaining  to 
legislative  matters  passed  by  the  House  of  Dele- 
gates in  May,  1950.  These  were  referred  to  the 


Council  of  the  State  Society  and  the  Council  has 
referred  these  resolutions  to  various  Council  com- 
mittees and  many  of  them  to  the  Committee  on 
Legislation  for  study  and  report.  A report  was 
made  by  the  chairman  of  the  committee  to  the 
Council  at  the  November,  December,  and  January 
meetings  of  the  Council.  The  executive  officer  and 
his  legal  counsel  will  carry  out  the  directives  of  the 
Council  of  the  State  Society  on  these  matters. 

Legislation  will  be  introduced  this  year  to  amend 
the  Workmen’s  Compensation  Law  in  regard  to 
the  place  of  arbitration.  An  attempt  will  be  made 
to  have  the  arbitration,  as  to  the  value  of  medical 
aid  rendered,  decided  by  an  arbitration  committee 
in  the  county  where  the  medical  services  were 
rendered  rather  than  in  the  county  where  the  claim- 
ant resides.  Another  bill  amending  the  Workmen’s 
Compensation  Law  will  be  introduced  in  an  attempt 
to  change  the  procedure  of  arbitration;  that  is, 
to  have  the  arbitration  in  the  counties  of  the  City 
of  New  York  handled  by  an  arbitration  committee 
as  now  handled  in  counties  with  less  than  one 
million  population,  instead  of  by  the  Medical  Prac- 
tice Committee. 

A great  deal  of  study  and  correspondence  was 
put  on  the  proposed  x-ray  bill.  The  chairman  of 
the  Committee  on  Legislation  was  instructed  to 
have  such  an  x-ray  bill  introduced  if  there  was  agree- 
ment by  all  branches  of  the  profession  on  the  pro- 
posed bill;  but  if  it  was  found  that  there  wa,s  not 
this  agreement,  that  such  a bill  should  not  be  intro- 
duced this  year.  In  answer  to  inquiries  of  various 
groups  interested  in  x-ray  legislation,  it  was  found 
that  there  was  much  opposition  to  the  proposed 
bill.  The  Society  was  somewhat  embarrassed  last 
year  by  having  opposition  from  members  of  the 
profession  to  the  bill  introduced  at  the  request 
of  the  State  Society.  It  was  decided  that  it  would 
be  better  not  to  request  the  introduction  of  such  a 
bill  this  year  until  thorough  agreement  on  the  matter 
is  reached  by  all  members  of  the  profession. 

There  has  been  a great  deal  of  study  on  possible 
legislation  to  control  the  practice  of  the  healing 
arts  by  cults.  The  Subcommittee  on  Cults,  after 
a study,  made  a report  to  the  Committee  on  Legis- 
lation and  to  the  Council  of  the  State  Society. 
This  subcommittee  was  commended  on  its  efforts, 
but  it  was  thought  that  the  proposed  amendments 
to  the  Education  Law  and  other  sections  of  the 
law  should  not  be  attempted  at  this  time. 

A great  deal  of  consideration  was  given  to  the 
resolution  by  the  House  of  Delegates  proposing  the 
introduction  of  a bill  requiring  free  choice  of  physi- 
cians in  the  Insurance  Law  governing  voluntary 
health  insurance  plans.  This  was  studied  by  a sub- 
committee of  the  Committee  on  Legislation  and 
reported  to  the  committee  and  the  Council.  An 
attempt  is  being  made  at  this  time  to  work  out  a 
satisfactory  variation  of  the  bill  that  had  been 
introduced  formerly  concerning  this  matter.  If  a 
satisfactory  form  of  amendment  is  worked  out  and 
is  approved  by  the  Council,  it  will  be  introduced  at 
this  session  of  the  Legislature. 

1 The  executive  officer  and  his  legal  counsel  have 
been  working  closely  with  representatives  of  the 
New  York  State  Society  for  Medical  Research  on 
a bill  proposing  to  amend  the  Penal  Law  and  the 
Public  Health  Law  whereby  animals  from  pounds 
will  be  made  available  to  institutions  for  research 
purposes.  This  is  a very  desirable  piece  of  legis- 
lation if  it  can  be  obtained. 

At  the  time  of  writing  this  report  a bill  for  the 
licensing  of  chiropractors  or  naturopaths  has  not 
been  introduced.  It  is  known  that  a bill  for  the 
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licensure  of  the  practice  of  chiropractic  will  be 
introduced  this  year.  The  opposition  of  the  State 
Society  to  such  legislation  is  being  made  known 
to  the  legislators.  It  is  thought  that  a strenuous 
effort  will  be  made  to  pass  such  a bill  this  year. 

There  have  been  many  contacts  made  by  your 
chairman,  the  executive  officer,  and  his  legal  counsel 
in  Albany  with  various  organizations,  societies,  and 
persons  representing  such  organizations  and  so- 
cieties that  are  closely  associated  in  the  field  of 
public  health,  education,  and  the  practice  of  the 
healing  arts.  It  is  very  pleasing  to  report  the 
agreeable  relations  existing  at  the  present  time 
with  these  organizations.  It  is  hoped  that  such 
pleasant  relations  can  be  continued  in  the  future. 

The  above  preliminary  report  is  respectfully 
submitted  with  the  understanding  that  a supple- 
mentary report  will  be  made  after  the  adjournment 
of  the  Legislature  and  the  30-day  period  on  bills, 
in  order  to  complete  the  report  of  the  activities  of 
the  Committee  on  Legislation  for  this  session  of 
the  Legislature. 

The  chairman  wishes  to  express  his  deep  ap- 
preciation to  Dr.  Robert  R.  Hannon,  the  executive 
officer,  who  so  diligently,  efficiently,  and  graciously 
serves  our  Society  and  to  whom  the  chairman  is 
indebted  for  this  report. 


PART  X 

Workmen’s  Compensation 

The  Council  Committee  on  Workmen’s  Com- 
pensation as  established  in  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  adopted 
at  the  1949  meeting  of  the  House  of  Delegates 
consists  of  the  following  members: 

J.  Stanley  Kenney,  M.D.,  Chairman 


New  York  City 

Stanley  E.  Alderson,  M.D Albany 

Fenwick  Beekman,  M.D New  York  City 

Walter  S.  Bennett,  M.D Granville 

Joseph  P.  Henry,  M.D Rochester 

Joseph  A.  Lane,  M.D Rochester 

Joseph  A.  Manzella,  M.D Brooklyn 

Dwight  V.  Needham,  M.D Syracuse 

Charles  D.  Squires,  M.D Binghamton 

Guy  S.  Philbrick,  M.D Niagara  Falls 


David  J.  Kaliski,  M.D.,  Director.  New  York  City 
Owing  to  the  sudden  and  serious  illness  of  Dr. 
David  J.  Kaliski,  director  of  the  Bureau,  which 
has  necessitated  a prolonged  period  of  hospitaliza- 
tion, it  has  been  impractical  to  submit  the  usual 
detailed  annual  report  at  this  time.  In  lieu  of  this 
the  following  summary  of  the  major  activities  of 
the  Committee  and  the  Bureau  since  the  last  meet- 
ing of  the  House  of  Delegates  is  submitted. 

At  the  interim  session  of  the  American  Medical 
Association  House  of  Delegates  held  in  Cleveland  in 
December,  1950,  the  resolution  asking  for  free  choice 
of  physician  in  Federal  cases  was  reported  back  from 
the  Council  on  Industrial  Medicine  and  by  the 
Board  of  Trustees  with  the  information  that  the 
time  seemed  inappropriate  for  pressing  for  the  ob- 
jectives of  this  resolution.  Your  chairman  appeared 
before  the  reference  committee  and  succeeded  in 
changing  that  action,  and  this  resolution  has  again 
been  activated  and  referred  back  to  the  Council  on 
Industrial  Medicine  for  activation. 

Much  time  and  effort  has  been  spent  in  the  past 
two  years  in  presenting  to  the  House  of  Delegates 
a complete  report  of  all  the  routine  activities  of 


both  the  Council  Committee  and  the  Bureau.  I am 
particularly  referring  to  the  work  of  the  Bureau  in  , 
the  New  York  office  which  is  constantly  at  the  i 
service  of  the  profession  and  which  desires  in  every 
way  possible  to  cooperate  in  furthering  and  assist-  j 
ing  our  members  in  the  proper  procedures  in  com- 
pensation medicine.  We  have  reported,  in  much 
detail  and  in  chronological  manner,  these  activities 
in  the  above-mentioned  reports  to  the  House,  and 
we  invite  your  attention  to  these  as  it  seems  un- 
necessary to  repeat  much  of  what  has  been  so  care- 
fully recorded  in  the  past. 

We  again  invite  the  attention  of  the  profession 
to  the  importance  of  prompt  completion  and  for-  ; 
warding  of  the  report  forms  C-104,  C-4,  C-14,  etc. 

The  Bureau  again  repeats  its  readiness  to  assist  \ 
and  cooperate  in  every  way. 

1.  Legislation. — -As  regards  legislative  matters  J 
which  were  referred  to  this  Committee  by  the 
Council,  we  respectfully  report  that  after  a series  of 
conferences  and  meetings  with  the  Legislation 
Committee  we  have  succeeded  in  having  introduced  j 
in  the  1951  session  of  the  legislature  the  following 
bills: 

A.  A bill  to  change  the  place  of  arbitration  from  i 
the  county  in  which  the  claimant  resides  to  the  > 
county  in  which  the  medical  service  was  performed. 

B.  To  amend  the  Workmen’s  Compensation 
Law  to  wit:  If  the  parties  fail  to  agree  as  to  the 
value  of  medical  aid  to  a claimant  residing  in 
counties  having  a population  of  over  one  million 
or  more,  that  such  value  shall  be  decided  by  an  ar- 
bitration committee  consisting  of  two  physicians  des- 
ignated by  the  president  of  the  medical  society  of  the 
county  in  which  the  claimant  resides,  two  physicians 
who  are  members  of  the  Medical  Society  of  the  j 
State  of  New  York,  appointed  by  the  employer  !l 
or  carrier,  and  one  physician,  also  a member  of  the  ] 
Medical  Society  of  the  State  of  New  York,  appointed  1 
by  the  chairman  of  the  Workmen’s  Compensation  i 
Board.  This  is  an  effort  to  bring  the  place  of  ' 
arbitration  in  the  metropolitan  area  in  line  with  » 
the  procedures  now  in  vogue  throughout  the  rest  I 
of  the  State. 

C.  A bill  recommending  abolition  of  the  Medical  r 
Practice  Committee  and  the  restoration  to  the 
counties  having  a population  of  one  million  or  more 
all  the  rights  and  privileges  they  previously  en- 
joyed and  which  are  the  accepted  practice  through- 
out the  State. 

At  the  time  of  the  writing  of  this  report  the 
legislature  is  still  in  session,  and  no  action  on  these 
bills  has  been  reported  as  yet.  A more  detailed 
report  on  legislation  will  be  included  in  the  supple- 
mental report  of  this  committee  to  be  presented  to 
the  House  of  Delegates  in  May. 

2.  Rehabilitation. — In  our  1950  report  we  out-  i 
lined  proposals  for  the  establishment  of  rehabilita-  ' 
tion  and  physical  medicine  technics  and  procedures 
as  they  could  be  applied  to  compensation  medicine  | 
under  our  existing  statutes.  This  matter  is  still  i 
in  the  study  stage,  and  we  can  report  a limited  pilot 
experiment  in  certain  categories  is  being  currently 
conducted  by  the  chairman  of  the  Workmen  s 
Compensation  Board  in  an  effort  to  secure  neces- 
sary experience  on  which  to  base  recommendations 
to  accomplish  this  objective.  We  consider  this  to 
be  one  of  the  most  important  phases  of  treatment 
and,  in  the  light  of  experience,  one  which  must 
become  a necessary  part  of  the  treatment  of  the 
injured  workman.  We  are  following  this  experi- 
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ment  with  great  interest  and  will  report  at  a later 
date  when  the  situation  has  further  crystallized. 

3.  Fee  Schedule. — The  problem  of  securing  an 
upward  revision  of  the  medical  fee  schedule  has 
been  a trying  one  and  one  which  has  encountered 
many  difficulties  along  the  way.  It  is  opportune 
to  report  on  recent  progress.  The  complete  back- 
ground of  this  problem,  the  numerous  conferences, 
correspondence,  and  other  negotiations  which  have 
been  held  by  your  chairman  since  the  fall  of  1949 
have  been  presented  in  our  previous  reports.  I 
wrould  like  to  take  this  occasion  again  to  express 
his  great  appreciation  for  the  important  assistance 
and  cooperation  he  has  had  from  both  Dr.  John  J. 
Masterson  when  he  was  president  of  our  Society 
and  currently  from  Dr.  Carlton  E.  Wertz.  Their  help 
and  support  has  been  invaluable.  I would  remind 
you  that  the  original  premise  taken  by  the  chair- 
man of  the  Workmen’s  Compensation  Board  (that 
the  fee  schedule  should  be  permitted  to  prove  itself 
lor  a number  of  years)  held  up  active  negotiations 
toward  revision  until  the  past  year. 

Following  Dr.  Masterson’s  recommendations  in 
April  of  1950  a meeting  of  the  Advisory  Council  to 
the  Workmen’s  Compensation  Board  was  held  in 
June  of  1950.  Out  of  that  conference  a resolution 
to  appoint  a subcommittee  consisting  of  members 
of  industry,  insurance  carriers,  and  your  chairman, 
representing  the  Medical  Society,  to  study  and 
report  on  this  topic  resulted.  This  committee 
was  appointed  in  October,  1950,  and  held  its  first 
meeting  in  New  York  on  December  12,  1950.  A 
subsequent  meeting  was  held  in  Albany  on  February 
16,  1951,  which  was  attended  by  the  above  repre- 
sentatives, and  we  were  honored  by  having  Dr. 
Wertz  with  us,  also.  Miss  Donlon  at  this  time 
considered  that  the  matter  was  of  such  urgent  con- 
cern to  her  that  she  wanted  it  resolved  at  the  earliest 
possible  time.  The  recommendations  of  the  Medi- 
cal Society  were  clearly  outlined  to  the  conferees, 
and  detailed  reasons  for  them  were  carefully  ex- 
pressed by  both  Dr.  Wertz  and  your  chairman. 
In  substance  (and  we  can  only  report  at  this  writing 
the  present  thinking  of  the  group)  the  reaction  on 
the  part  of  industry  and  insurance  carriers  repre- 
sentatives was  strongly  against  any  revision  of  the 
fee  schedule  in  particular,  selected  categories. 
Any  revision  of  a single  group  of  fees,  such  as  those 
of  the  general  practitioners,  in  their  opinion  would 
only  lead  to  repeated  requests  by  other  groups  for 
similar  action  from  time  to  time,  which  would 
result  in  a very  unsatisfactory  and  disturbing 
situation.  The  proposal  was  advanced  that  any 
revision  would  best  be  accomplished  at  this  time 
on  an  across-the-board  type  of  percentage  cost  of 
living  basis.  They  felt  there  was  reasonable  justi- 
fication for  such  a change  at  this  time  under  all  the 
circumstances  existing  currently,  and  it  appeared 
to  be  the  only  basis  on  which  any  upward  revision 
of  the  fee  schedule  could  be  obtained. 

These  reactions  were  outlined  in  detail  to  the 
entire  Council  Committee  on  Workmen’s  Com- 
pensation at  a meeting  held  later  that  same  after- 
noon in  Albany.  At  this  meeting  by  invitation 
were  six  or  seven  members  of  the  Council  who  were 
present  that  day  in  Albany,  as  well  as  the  executive 
officer  and  legal  counsel.  After  considered  debate 
this  committee  accepted  in  principle  and  with 
reluctance  this  proposal  of  a cost  of  living  increase 
but  urged  your  chairman  in  future  negotiations  to 
press  for  the  original  recommendations  of  the 
Medical  Society  as  outlined  in  Dr.  Masterson’s 
letter  to  Miss  Donlon  in  April  of  1950.  This  whole 


subject  continues  to  be  in  negotiation  stage,  and 
another  meeting  of  the  subcommittee  will  be  held 
in  the  near  future. 

We  in  the  Medical  Society  believe  that  the  pro- 
visions of  the  Workmen’s  Compensation  Law  re- 
garding fees  should  form  the  basis  upon  which  our 
plea  for  an  upward  revision  of  the  fee  schedule 
should  be  built.  Section  13  of  the  Workmen’s 
Compensation  Law  states  that  the  employer  shall 
be  responsible  for  medical  care  to  an  injured  em- 
ploye and  for  the  payment  of  the  expense  of  medical 
and  surgical  or  other  attendance  or  treatment, 

The  president  of  the  Medical  Society  has  on  a 
number  of  occasions  advised  the  chairman  of  the 
Workmen’s  Compensation  Board  that  the  fees 
promulgated  on  May  1,  1947,  September  1,  1948, 
and  May  1,  1949,  are  not  adequate  and  in  some 
instances  do  not  represent  fees  that  prevail  through- 
out the  State  for  similar  treatment  of  injured  per- 
sons of  a like  standard  of  living.  It  will  be  remem- 
bered also  that  on  a number  of  occasions,  within 
the  last  few  years,  the  House  of  Delegates  has  itself 
expressed  dissatisfaction  with  the  fee  schedule  and 
in  addition  has  called  upon  the  chairman  of  the 
Workmen’s  Compensation  Board  to  revise  the 
schedule  so  as  to  bring  it  in  line  with  fees  paid  in 
private  practice. 

We  hope  that  by  the  time  of  the  House  of  Dele- 
gates meeting  we  shall  be  able  to  report  final  results 
of  these  negotiations. 

4.  Arbitration. — During  the  year  1950,  thirty- 
two  disputed  medical  bills  were  arbitrated  in  the 
upstate  area.  The  amount  of  medical  bills  in 
dispute  totaled  $7,195.65,  of  which  $4,413.65  was 
awarded  by  the  arbitration  committees.  Your 
director  attended  each  one  of  these  sessions. 

5.  Miscellaneous. — A considerable  group  of 
matters  concerned  in  workmen’s  compensation 
are  under  continuous  review  by  our  Council  Com- 
mittee and  by  the  director  of  the  Bureau.  We 
will  just  enumerate  a few  of  these  at  this  time: 

Reconciliation  of  laws  governing  group  practice 
and  how  to  proceed  to  bring  the  provisions  of  the 
Workmen’s  Compensation  Law  and  Education 
Law  in  agreement;  progress  and  operation  of  the 
Disability  Benefits  Law;  requirement  of  the  National 
Board  diploma  or  membership  in  specialty  so- 
cieties as  a prerequisite  for  qualification  as  a special- 
ist under  the  Workmen’s  Compensation  Law;  the 
activities  and  difficulties  incurred  in  the  operation 
of  medical  bureaus;  and  such  kindred  matters  as 
collection  of  bills,  radiology  examinations,  etc. 

The  important  subject  of  the  practice  of  medicine 
by  hospitals  and  the  controversy  concerning  the 
four  specialties  of  anesthesiology,  roentgenology, 
pathology,  and  physical  medicine  are  now  being 
considered  by  a special  committee  approved  by  the 
House  of  Delegates  last  year.  This  committee  is 
known  as  the  Committee  on  Hospital  and  Profes- 
sional Relations.  Dr.  Harold  F.  R.  Brown  is 
chairman  of  this  Council  Committee,  and  we  are 
cooperating  with  him  in  every  way  possible  in  the 
joint  effort  to  resolve  this  seemingly  endless  problem. 

The  past  year  has  been  one  of  great  activity  so 
far  as  the  routine  work  of  the  department  is  con- 
cerned. More  individual  physicians  throughout 
the  State  have  availed  themselves  of  the  facilities 
of  our  Bureau,  and  most  of  the  county  medical 
societies  have  frequently  called  upon  the  Bureau 
for  assistance.  It  was  possible  to  assist  one  of  the 
county  societies  in  standardizing  its  method  for 
qualifying  physicians  for  specialty  ratings  to  the 
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full  satisfaction  of  the  county  medical  society  work- 
men’s compensation  committee  and  the  individual 
physicians  in  the  county. 

Many  thousands  of  dollars  in  unpaid  bills  have 
been  collected  without  any  expense  to  the  physicians 
concerned.  There  has  been  a greater  tendency  on 
the  part  of  insurance  carriers  to  call  upon  the  Bureau 
for  assistance  in  the  settlement  of  disputes  between 
physicians  and  insurance  carriers. 

Your  chairman  particularly  desires  to  express  his 
appreciation  of  the  courteous  and  gracious  treat- 
ment he  has  received  at  all  times  from  Miss  Mary 
Donlon  and  her  staff.  The  cordiality  of  the  rela- 
tions between  our  Society  and  the  Workmen’s 
Compensation  Board  has  never  been  better. 

We  wish  also  to  express  our  appreciation  to  Mr. 
Henry  Sayer,  general  manager  of  the  Compensation 
Insurance  Rating  Board,  for  his  cooperation  during 
the  past  year.  We  wish  to  commend  not  only  the 
Compensation  Insurance  Rating  Board  but  individ- 
ual insurance  carriers  for  their  willingness  to  co- 
operate with  the  Bureau  whenever  it  was  possible. 

The  activities  of  our  district  branches  is  noted 
with  satisfaction. 

The  tendency  to  set  up  executive  secretaries  in 
various  counties  has  greatly  eased  the  burden  of 
arbitration  of  disputed  medical  bills,  since  through 
these  agencies  many  disputes  can  be  settled  without 
the  necessity  of  ultimate  arbitration. 

In  closing,  your  chairman  again  desires  to  express 
his  grateful  thanks  to  Dr.  Kaliski,  our  director,  for 
his  constant  cooperation,  his  advice  and  assistance 
during  a difficult  year.  His  administration  of  our 
Bureau  is  one  of  the  outstanding  activities  in  the 
central  office.  To  his  two  secretaries,  the  Misses 
Elizabeth  H.  Wheeler  and  Alice  E.  Wheeler,  also 
go  our  grateful  appreciation  for  their  experienced 
help,  assistance,  and  graciousness  at  all  times. 


PART  XI 

Publication 

The  Publication  Committee,  by  direction  of  the 
House  of  Delegates,  is  made  up  of  the  editor  and 
assistant  editor  of  the  Journal,  the  secretary,  the 
treasurer,  and  a member  assigned  by  the  Board  of 
Trustees,  as  follows: 

George  W.  Ivosmak,  M.D.,  Chairman 


New  York  City 

Walter  P.  Anderton,  M.D New  York  City 

Dwight  Anderson  (Retired) New  York  City 

Maurice  J.  Dattelbaum,  M.D Brooklyn 

Laurance  D.  Redway,  M.D Ossining 

Edward  T.  Wentworth,  M.D Rochester 


This  committee  has  now  functioned  since  1941, 
is  appointed  annually,  and  is  concerned  with  the 
production  of  the  State  Journal  of  Medicine  and 
the  Directory.  Meetings  have  been  held  monthly 
except  during  June,  July,  and  August  and  confer- 
ences of  the  editorial  group,  consisting  of  the 
editors,  the  secretary,  and  the  business  manager,  at 
practically  weekly  or  two-weekly  intervals  for 
discussion  of  the  contents. 

Journal. — During  the  calendar  year  covered  by 
this  report,  we  have  been  faced  by  a number  of 
problems  largely  concerned  with  the  increased  costs 
of  publication  and  the  endeavor  to  make  expendi- 
tures meet  receipts.  In  1950,  receipts  and  disburse- 
ments were  as  follows: 


Advertising $187,317.75 

Cash  subscriptions $ 3,188.79 

Other  sources $ 3,251.52 

The  actual  expenditures  were: 

Advertising  expenses $ 61 , 231 . 23 

Editorial  expenses 25,845.33 

Printing,  paper,  and  postage $102,777.56 

Sundry  expenses $ 13 , 841 . 49 


Thus  an  apparent  deficit  resulted  of  $9,937.55, 
not  taking  into  account  the  allocation  of  member’s 
dues  of  $56,795.  After  allocation  a net  income  of 
$46,857.45  resulted.  The  circulation  of  the  Journal 
during  the  current  year  amounted  to  22,718  copies  to 
members,  458  copies  to  advertisers,  70  copies  for 
exchanges,  40  complimentary,  and  75  foreign. 

The  work  of  the  editorial  offices,  the  details  of 
which  have  been  gathered  by  Miss  Alvina  Rich 
Lewis,  production  editor,  are  as  follows:  12  issues 
of  112  pages  and  ten  of  128  pages  each,  one  issue 
of  144  and  one  of  176  pages  (Annual  Meeting), 
also  a Supplement  (House  of  Delegates  Minutes)  of 
116  pages,  altogether  a total  of  3,124  pages,  in- 
cluding 1,190  pages  of  advertising. 

During  1950,  521  articles  were  submitted,  of 
which  93,  or  18  per  cent,  were  rejected.  In  1949, 
503  articles  were  submitted  and  97  rejected.  Three 
hundred  ninety-nine  articles  were  published,  the 
highest  total  ever  included  in  one  year’s  issue. 
Publication  of  the  Annual  Meeting  papers  was  com- 
pleted in  the  February  15  issue,  earlier  than  in  any 
previous  year. 

There  were  641  authors  represented  in  the 
Journal  during  1950,  including  six  symposia,  one 
panel  discussion,  and  a special  group  of  articles 
commemorating  the  50th  Anniversary  of  the  Man- 
hattan Dermatological  Society. 

There  were  436  orders  for  reprints  during  the 
year,  totaling  730,950  reprints. 

An  analysis  of  the  text  pages  for  1950  : 

Scientific  Articles 
255  Articles 
133  Case  Reports 
11  Special  Articles 
Editorials 
President’s  Page 
Facts  About  Nutrition 
Developments  in  Public  Health 
Medical  News 
Hospital  News 
Necrology  (for  301  doctors) 

Books 

Woman’s  Auxiliary  News 
Annual  Reports  and  Annual  Meeting 
Information 

Council  Minutes  (10  meetings) 

Index 

Miscellaneous 
Table  of  Contents,  etc. 

Directory. — The  1951  edition  is  in  the  course  of 
preparation  and  should  be  ready  in  April.  The 
Connecticut  and  New  Jersey  physicians  have  been 
omitted,  amounting  in  the  last  issue  to  180  pages, 
for  which  there  was  no  financial  return.  For  this 
has  been  substituted  a section  on  general  informa- 
tion which  should  be  of  interest  to  the  reader,  in- 
cluding the  Society’s  Constitution  and  Bylaws, 
Principles  of  Professional  Conduct,  tables  of  dosage, 
signs,  and  tests,  and  other  material  of  general  in- 
terest to  the  physician,  which  should  be  of  value. 

Comments. — With  the  close  of  the  year,  the  com- 
mittee has  found  it  necessary  to  revise  the  mast-  i 
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head  of  the  Journal  owing  to  the  retirement  of 
Mr.  Anderson  as  business  manager,  whose  duties 
have  been  assigned  to  Mr.  Thomas  E.  Alexander  by- 
appointment  of  the  Council.  Mr.  Anderson  has 
contributed  much  to  the  improvement  of  the  busi- 
ness conduct  of  the  Journal,  and  the  committee 
extends  to  him  its  best  wishes  on  his  retirement. 
His  faithful  administration  is  herewith  commended 
| by  your  committee. 

Appreciation  is  due  for  faithful  performance  of 
their  duties  to  Miss  Alvina  Rich  Lewis  and  her 
associates,  Mrs.  Anne  G.  Colahan  and  Miss  Eileen 
N.  Kelly,  to  Miss  Doris  K.  Dougherty  for  helpful 
assistance,  to  the  advertising  representatives, 
Messrs.  Baldwin,  Mullaney,  and  Kelly,  and  to  Miss 
Grace  West  for  her  supervision  and  preparation  of 
> the  make-up  of  the  advertising  copy. 

In  conclusion  we  desire  to  recommend  to  the 
House  of  Delegates  the  continuation  of  the  com- 
position of  the  Publication  Committee  to  include  the 
Secretary,  Treasurer,  Editor,  Assistant  Editor,  and 
one  Trustee  to  be  appointed  by  the  President  with 
approval  of  the  Chairman  of  the  Board  of  Trustees. 

Public  Relations 

The  Council  Committee  on  Public  Relations  con- 
sists of  the  following: 

Floyd  S.  Winslow,  M.D.,  Chairman Rochester 

George  Schwartz,  M.D Bronx 

Herbert  H.  Bauckus,  M.D Buffalo 

The  Subcommittee  on  Public  Relations  consists 
of  the  following: 

C.  Stewart  Wallace,  M.D.,  Chairman Ithaca 

David  H.  MacFarland,  M.D Utica 

Joseph  L.  Kiley,  M.D Saratoga  Springs 

Kenneth  M.  Lewis,  M.D New  York  City 

L.  Joseph  Flanagan,  M.D Binghamton 

Public  Relations  Bureau. — -The  Public  Relations 
Bureau  was  reorganized  on  January  11,  1951,  with 
the  appointment  of  Mr.  Frederick  W.  Miebach  as 
director  of  public  relations,  succeeding  Mr.  Dwight 
Anderson,  who  retired.  The  staff  now  consists  of 
, Mr.  Miebach;  Mr.  Thomas  E.  Walsh,  director  of 
, Speakers  Services  and  liaison  officer  for  the  Wo- 
man’s Auxiliary,  and  Mr.  Martin  J.  Tracey  and 
i Mr.  John  E.  Weinrich,  field  representatives. 

National  Education  Campaign. — For  the  second 
1 successive  year  the  National  Education  Campaign 
of  the  American  Medical  Association  occupied  the 
major  portion  of  the  time  and  attention  of  the 
Public  Relations  Bureau.  The  campaign,  which 
began  early  in  1949,  continued  to  gain  momentum 
i during  1950,  reaching  its  highest  point  in  October 
with  a nation-wide  press,  magazine,  and  radio 
! advertising  campaign.  The  consensus  of  opinion 
; is  that  the  state  and  national  campaigns  in  opposi- 
i tion  to  compulsory  health  insurance  and  the  gradual 
i socialization  of  the  nation  were  definitely  contribut- 
ing factors  to  the  manner  in  w'hich  the  elections 
turned  out  last  November.  Generally  speaking, 
the  ranks  of  the  proponents  of  compulsory  health 
insurance  were  found  to  have  been  diminished, 
after  the  ballots  were  counted,  and  socialized  medi- 
i cine  consequently  became  much  less  of  an  emergency 
threat.  There  were  indications,  however,  at  the 
start,  of  1951  that  vigilance  would  have  to  be  main- 
j tained  especially  after  the  President  included  in 
I his  budget  message  the  proposal  to  adopt  a system  of 
national  health  insurance. 

Great  progress  has  been  made  during  the  year  in 
the  development  of  effective  public  relations  pro- 
grams by  the  component  county  medical  societies. 


This  has  taken  the  form  of  active  participation  by 
the  county  societies  in  the  grass-roots  phase  of  the 
national  campaign  through  speaking  engagements, 
the  circularization  of  literature,  securing  support 
from  local  organizations,  news  releases,  radio  broad- 
casts, and  the  general  enlightenment  of  the  public 
on  the  medical  point  of  view  through  every  means 
at  their  disposal.  Hand  in  hand  with  this  phase  of 
the  campaign  there  has  been  a notable  development 
on  the  positive  side  of  medicine.  There  are  now  56 
counties  having  working  public  relations  committees, 
which  is  in  sharp  contrast  to  the  relatively  few  which 
were  functioning  two  years  ago.  The  positive  fac- 
tors which  have  shown  very  encouraging  develop- 
ment are  the  establishment  of  twenty-four-hour-a- 
day  emergency  medical  service  and  the  establishment 
of  mediation  committees.  The  time  does  not  appear 
to  be  too  distant  when  practically  every  county 
society  in  the  State  will  offer  these  services  as  a 
concrete  contribution  to  the  over-all  public  rela- 
tions of  the  profession. 

One  of  the  leading  examples  of  the  expansion  of 
public  relations  activities  is  that  of  the  Medical 
Society  of  the  County  of  Westchester,  where  a 
four-point  program,  instituted  last  Fall,  is  meeting 
with  considerable  success.  The  Onondaga  County 
Medical  Society  also  is  well  in  the  fore,  having  en- 
gaged an  executive  secretary  to  supervise  its  ex- 
panded program.  In  another  section  of  the  State 
three  counties,  Oneida,  Herkimer,  and  Madison, 
have  combined  to  set  up  a tri-county  organization 
to  carry  out  a similar  program.  An  effort  also  is 
being  made  to  organize  the  Sixth  District  Branch 
as  an  operating  unit  for  the  same  type  of  public 
relations  activity.  Several  of  the  smaller  counties 
have  engaged  lay  personnel  to  handle  public  rela- 
tions on  a part-time  basis. 

The  field  program  was  contracted  somewhat  on 
April  1,  1950,  when  Mr.  Stephen  K.  Leech,  field 
representative,  resigned  to  become  the  executive 
secretary  of  the  Onondaga  County  Medical  Society. 
Mr.  Weinrich  was  assigned  to  take  over  Mr.  Leech’s 
former  territory  in  Central  New  York  in  addition 
to  his  own  in  Western  New  York.  Mr.  Tracey, 
field  representative  for  the  counties  in  the  north- 
eastern portion  of  the  State,  was  withdrawn  as  a 
full-time  field  man  to  devote  most  of  his  time  to 
the  promotion  of  resolutions  from  business  and  pro- 
fessional organizations  interested  in  medicine’s 
position  in  the  battle  against  national  health  insur- 
ance. 

During  the  course  of  his  field  work,  Mr.  Weinrich 
delivered  a number  of  talks  before  county  societies, 
allied  groups,  and  nonmedical  groups  on  the  sub- 
jects of  public  relations  and  compulsory  health 
insurance.  He  rendered  assistance  to  county 
societies  in  establishing  medical-pharmacal  com- 
mittees and  interprofessional  committees  and  or- 
ganized a drugstore  display  campaign  in  Rochester 
in  opposition  to  national  health  insurance  which 
drew  favorable  comment  from  the  New  York  State 
Pharmacists’  magazine.  He  was  instrumental  in 
arranging  an  exhibit  at  the  Catholic  Press  As- 
sociation Convention  in  Rochester.  On  numerous 
occasions  he  gave  assistance  to  county  units  of  the 
Woman’s  Auxiliary.  He  also  undertook  several 
research  projects,  such  as  a study  of  Swedish  health 
plans,  functions  of  a medical  society  executive,  the 
method  of  operation  of  an  interprofessional  council, 
and  a draft  of  a manual  on  the  operation  of  mediation 
committees. 

The  Public  Relations  Bureau  on  instructions  from 
the  Council  distributed  1,000  copies  of  the  book, 
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The  Road  Ahead , in  hospitals  in  various  parts  of 
the  State  for  the  perusal  of  patients. 

Following  the  appointment  of  the  Subcommittee 
on  Public  Relations  by  President  Wertz,  joint 
meetings  were  held  with  the  Council  Committee 
on  Public  Relations  on  July  20,  October  2,  and 
December  14.  There  were  discussions  on  the 
desirability  of  expanding  the  field  program  in  order 
that  more  county  societies  might  have  the  advice 
and  guidance  of  the  State  Society  in  building  up 
their  public  relations  activities.  At  the  meeting 
of  October  2,  the  Subcommittee  on  Public  Relations 
submitted  a report  and  recommendations  on  the 
public  relations  program  of  the  State  Society.  This 
report  subsequently  was  placed  before  the  Council 
and  members  of  the  subcommittee  were  invited 
to  appear  personally  at  the  October  12  meeting  of 
the  Council  to  state  their  views.  The  Council 
approved  the  recommendations  and  report  in 
principle. 

During  1950,  the  policy  of  the  Public  Relations 
Committee  with  respect  to  legislative  matters  was 
to  refrain  from  taking  any  action  unless  called 
upon  to  do  so  by  the  Committee  on  Legislation. 
This  policy  prevailed  with  one  exception  during 
1950.  This  was  when  Reorganization  Plan  No.  27 
came  up  for  a vote  in  Congress.  At  the  request 
of  the  legislation  chairman,  the  Public  Relations 
Bureau  by  means  of  telegrams  to  key  members  of 
county  medical  societies  and  the  Woman’s  Auxiliary 
aroused  considerable  opposition  to  this  measure, 
which  would  have  made  the  Federal  Security  Ad- 
ministrator a member  of  the  Cabinet.  Reorganiza- 
tion Plan  No.  27  subsequently  was  defeated.  Early 
in  1951,  the  Committee  on  Legislation  requested 
the  Public  Relations  Committee  to  give  assistance 
to  alert  the  various  county  medical  societies  of  the 
impending  introduction  of  another  bill  in  the  State 
Legislature  to  license  chiropractors.  Field  repre- 
sentatives were  assigned  immediately  to  undertake 
this  task  in  accordance  with  a plan  of  action  sug- 
gested by  the  executive  officer,  Dr.  Robert  R. 
Hannon,  and  his  counsel,  Mr.  James  Beasley. 

During  September  and  October  of  1950,  the  Public 
Relations  Bureau  was  active  in  the  promotion  of 
a Good  Citizenship  Campaign,  the  object  of  which 
was  to  stimulate  doctors  throughout  the  State  to 
exercise  their  right  as  citizens  by  registering  and 
voting  in  the  November  elections.  Considerable 
effort  was  expended  in  the  promotion  of  healing 
arts  committees  in  various  parts  of  the  State  through 
which  physicians  could  join  with  other  members  of 
their  communities  to  support  qualified  candidates 
for  office.  This  period  was  also  devoted  to  par- 
ticipation in  the  National  Advertising  Campaign 
sponsored  by  the  American  Medical  Association. 
This  involved  informing  every  county  society  of  the 
details  of  the  campaign  and  stimulating  them  to 
give  their  cooperation  on  the  local  level. 

News  Releases. — During  the  year  126  news 
releases  were  issued  by  the  Public  Relations  Bureau. 
These  were  based  on  a wide  variety  of  subjects, 
including  civil  defense,  various  actions  by  the 
Society,  district  branch  meetings,  the  annual  meet- 
ing, and  postgraduate  education  meetings.  Gener- 
ally speaking,  the  reception  given  by  the  press  to 
news  releases  issued  by  the  Public  Relations  Bureau 
was  favorable. 

News  Letter. — During  1950  the  Public  Relations 
Bureau  issued  seven  News  Letters  to  a list  of  1,600 
physicians  and  members  of  the  Woman’s  Auxiliary. 
These  letters  contained  information  on  a wide 
variety  of  subjects,  ranging  from  the  National 
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Education  Campaign  to  the  national  election,  and 
contained  numerous  news  items  of  special  interest  i 
to  members  of  the  medical  profession.  They  also 
were  used  as  a means  of  calling  to  the  attention  of  i 
physicians  a number  of  pieces  of  literature  which 
the  Public  Relations  Bureau  made  available  to  j 
them  for  distribution. 

Publications  and  Printed  Matter. — The  Public 
Relations  Bureau  distributed  during  1950  a number 
of  circulars  and  pamphlets  having  a bearing  upon 
the  National  Education  Campaign  and  also  made 
special  mailings  to  county  public  relations  chairmen 
and  others  of  informational  material  to  assist  them 
in  their  activities.  The  leaflets  and  reprints  dis- 
tributed with  the  News  Letter  included:  “The 

Story  of  the  Ten  Little  Free  Workers”;  “Socialized 
Medicine  as  I Saw  It,”  by  Dr.  R.  J.  Gampell,  a 
reprint  from  Liberty  magazine;  a condensation  of 
The  Road  Ahead,  reprinted  from  the  Reader’s  ■. 
Digest,  and  an  article,  “Here’s  Health — The  Volun- 
tary Way,”  by  Elmer  L.  Henderson,  M.D.,  president 
of  the  A.M.A.,  also  reprinted  from  the  Reader’s 
Digest.  A comic-book  type  of  presentation  of  the 
issue  against  compulsory  health  insurance,  entitled 
the  “Sad  Case  of  Waiting  Room  Willie,”  was  dis- 
tributed by  means  of  the  News  Letter,  and  orders 
were  taken  for  12,000  at  the  rate  of  $3.00  per  hun- 
dred. Other  printed  materials  distributed  by  means 
of  the  News  Letter  were  leaflet?  reminding  the  doc- 
tors to  register  and  to  vote,  a reproduction  of  press 
clippings  on  emergency  medical  services,  a full-page 
reproduction  from  the  World-Telegram  and  Sun 
on  the  State’s  Outstanding  General  Practitioner, 
and  a reprint  concerning  the  Nassau  County  press 
luncheon.  Copies  of  the  last  two  items  were  re- 
quested by  the  Public  Relations  Department  of  the 
American  Medical  Association  for  national  dis- 
tribution. 

Special  mailings  during  the  year  gave  distribution 
to  a book  on  grass-roots  public  relations,  a manual 
on  “Working  with  Newspapers,”  a survey  of  ac- 
cident and  health  coverage  in  the  United  States, 
a resume  of  bills  pertaining  to  health  introduced  in 
the  81st  Congress,  a reproduction  of  a newspaper 
advertisement  sponsored  by  the  Monroe  County 
Medical  Society,  listings  of  radio  transcriptions 
available  to  county  societies,  and  an  article  taken 
from  Advertising  Age  on  the  extent  to  which  medical 
societies  are  using  paid  advertising  in  the  press. 

The  Public  Relations  Bureau  also  purchased  a 
sound  motion  picture  film  entitled  “To  Your 
Health,”  which  is  being  made  available  to  county 
medical  societies. 

Annual  Meeting. — Prior  to  the  144th  annual 
meeting  of  the  Society  held  in  New  York  City  on 
May  8 to  12,  advance  publicity  was  sent  out  to  the 
State  press  and  wire  services  based  on  the  meeting 
itself  and  on  some  of  the  scientific  papers  on  the 
program.  At  the  meeting  a pressroom  was  main- 
tained in  operation,  and  a number  of  special  re- 
leases and  photographs  were  issued  concerning  the 
election  of  officers,  the  annual  dinner,  the  speech 
made  by  Dr.  John  R.  MacElroy,  the  Outstanding 
General  Practitioner  for  1949.  Releases  also  were 
issued  concerning  the  81  doctors  who  had  com- 
pleted fifty  years  of  practice  since  the  last  annual 
meeting.  Several  New  York  City  papers  featured 
stories  emanating  from  the  annual  meeting  on  the 
front  page  and  very  favorable  stories  were  carried 
in  newspapers  throughout  the  State,  a fact  which 
was  verified  by  the  large  number  of  clippings  re- 
ceived from  our  clipping  service. 
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Speech  Course. — A twenty-week  course  in  public 
) speaking  was  conducted  at  the  headquarters  of  the 
Medical  Society  of  the  County  of  Kings  for  members 
, of  the  Speakers  Bureau  of  that  Society.  Mr. 

j Tracey,  who  gave  the  course,  used  this  means  to 

train  the  members  not  only  in  presenting  arguments 
against  compulsory  health  insurance  but  also  in 
giving  talks  on  medical  subjects.  The  result  of 
this  activity  was  the  formation  of  a “Speakers 

i Club”  of  approximately  25  doctors  who  planned  to 

: meet  monthly  to  continue  speech  training. 

Exhibits. — The  Public  Relations  Bureau,  at  a 
1 minimum  cost,  designed  and  erected  two  exhibits 
during  the  year.  The  first  was  displayed  at  the 
Annual  Meeting  of  the  Medical  Society  of  the  State 
of  New  York  and  was  entitled,  “What  About  Com- 
pulsory Health  Insurance?  Can  We  Take  It 
Easy  Now?”  The  second  was  on  view  at  the  Hall  of 
1 Springs,  Saratoga  Springs,  during  the  summer  and 

had  for  its  theme,  “Serving  Your  Doctor  To  Better 
1 ! Serve  You — The  Medical  Society  of  the  State  of 
! New  York.”  On  the  basis  of  attendance  at  both 
places,  these  exhibits  were  seen  by  approximately 
' 60,000  people. 

A.M.A.  Advertising  Campaign. — The  field  repre- 
sentatives of  the  Public  Relations  Bureau  co- 
operated with  Whitaker  and  Baxter  in  soliciting 
tie-in  advertising  during  the  A.M.A.’s  Advertising 
Campaign.  They  contacted  the  various  county 
medical  societies  throughout  the  State  for  the  pur- 
pose of  explaining  the  campaign  and  showing  how 
1 each  society  could  do  its  part  in  obtaining  tie-in 
advertisements.  Incomplete  returns  from  the  Na- 
tional Education  Campaign  headquarters  show  that 
567  New  York  State  newspapers,  representing  a 
total  circulation  of  about  14  million,  carried  the  paid 
A.M.A.  advertisement.  Approximately  19,000  in- 
ches of  tie-in  advertisements  appeared  in  232  papers 
and  were  purchased  by  1,569  advertisers  at  a cost  of 
, approximately  $22,000. 

Liaison  with  Professional  and  Business  As- 
j sociations. — Great  progress  was  made  during  the 

j year  in  building  good  public  relations  with  other 

y j professional  and  business  associations.  Such  or- 

ganizations  as  the  Chamber  of  Commerce  of  the 
t State  of  New  York,  the  New  York  State  Pharma- 

j ceutical  Association,  the  National  Association  of 

Chain  Drugstores,  and  the  Dairymen’s  League  Co- 
j | operative  Association  were  most  cooperative  in  re- 

ii  questing  their  members  to  participate  in  the  Na- 

v tional  Education  Campaign.  The  State  Chamber, 

assisted  by  the  Public  Relations  Bureau,  published 
a pamphlet  entitled  “National  Compulsory  Health 
Insurance  is  Not  the  Answer”  and  invited  Dr. 
» Louis  H.  Bauer  to  be  guest  speaker  at  its  Fall  meet- 

t ing.  The  Drug  Associations  sponsored  resolutions, 

t displayed  the  picture  “The  Doctor,”  and  distrib- 

uted literature,  while  the  Dairymen’s  League  ad- 
c-  vised  every  doctor  in  the  State  by  letter  that  it  had 

r adopted  a resolution  opposing  compulsory  health 

t insurance. 

Distribution  of  Literature. — A reliable  index  of 
the  amount  of  activity  carried  on  by  the  Public 
Relations  Bureau  during  1950  in  regard  to  the  com- 
pulsory health  insurance  campaign  was  the  amount 
of  literature  distributed  throughout  the  State. 
Over  5,000,000  pieces  were  sent  out  during  that 
period,  bringing  the  grand  total  to  date  to  ap- 
proximately 10,500,000  pamphlets.  An  important 
factor  in  amassing  this  impressive  total  was  the 
large  number  of  orders  requested  by  members  of 
the  New  York  State  Pharmaceutical  Association, 
with  which  Mr.  Tracey  worked  very  closely. 


Resolutions. — In  the  early  part  of  1950,  the 
National  Education  Campaign  directors,  Whitaker 
and  Baxter,  called  upon  the  Public  Relations 
Bureau  to  conduct  an  intensive  drive  to  obtain 
resolutions  opposing  compulsory  health  insurance. 
Mr.  Tracey  was  assigned  to  supervise  this  project. 
Since  this  work  had  to  be  done  by  mail,  approxi- 
mately 4,500  letters,  bearing  Dr.  Floyd  S.  Winslow’s 
signature,  were  sent  to  local  units  of  State  organiza- 
tions already  on  record  against  socialized  medicine. 
The  result  has  been  a great  surge  upward  in  the 
number  of  resolutions  adopted  by  posts  and  chap- 
ters of  such  groups  as:  The  American  Legion, 

American  Legion  Auxiliary,  Amvets,  Chamber  of 
Commerce,  D.A.R.,  New  York  State  Bar  As- 
sociation, New  York  State  Federation  of  Women's 
Clubs,  New  York  State  Grange,  and  New  York 
Fraternal  Congress. 

One  endorsement  that  attracted  attention  was 
that  of  the  New  York  State  Grange  with  143,000 
farmer  members,  which  for  the  second  time  in  as 
many  years  went  on  record  against  “any  system  of 
socialized  medicine.”  The  more  than  five  hundred 
resolutions  now  on  record  means  that  twice  as 
many  endorsements  were  obtained  in  1950  as  in 
1949. 

Woman’s  Auxiliary. — The  Public  Relations  Bur- 
eau assisted  the  Woman’s  Auxiliary  in  the  following 
projects: 

(1)  National  Education  Campaign:  Auxiliary 

activities  in  the  National  Education  Campaign  were 
arranged  so  that  the  Auxiliary  could  make  known 
to  the  members  of  all  State  women’s  organizations 
the  medical  profession’s  position  on  national  com- 
pulsory health  insurance.  This  was  accomplished 
through  the  distribution  of  literature,  presentation 
of  Auxiliary  members  as  speakers  before  women’s 
groups,  soliciting  and  securing  endorsements,  and 
explaining  the  unsatisfactory  features  of  the  Ad- 
ministration’s health  plan. 

(2)  Reorganization  Plan  No.  27:  Activities 

regarding  Plan  No.  27  consisted  of  the  preparation 
and  mailing  of  letters  and  telegrams  by  members 
of  the  Auxiliary  and  their  friends  to  the  members  of 
Congress,  urging  them  to  support  the  medical 
profession’s  stand. 

(3)  State-wide  report  on  the  nurse  recruitment 
and  scholarship  program:  The  result  of  this  Auxili- 
ary activity  was  summarized  by  means  of  a chart, 
showing  the  activities  of  each  county  auxiliary  and 
a summary  of  the  State-wide  activity  in  this  field. 
The  report  originally  appeared  in  The  Distaff  and 
was  accompanied  by  an  article  explaining  the  pur- 
pose and  growth  of  this  project  since  its  beginning 
four  years  ago.  Because  of  the  interest  the  report 
created,  it  was  also  printed  in  the  New  York  State 
Journal  of  Medicine. 

(4)  Formation  of  the  medical  preparedness  com- 
mittee: This  project  began  with  a talk  delivered  by 
Dr.  George  James,  assistant  director,  Division  of 
Medical  Services,  New  York  State  Department  of 
Health.  Civil  defense  record  cards  have  been 
prepared  and  distributed  for  the  purpose  of  record- 
ing the  training  and  experience  of  each  Auxiliary 
member  that  may  be  utilized  during  a national 
emergency.  Emphasis  was  also  placed  on  the  need 
for  Auxiliary  members  participating  in  the  activities 
of  the  local  defense  units. 

(5)  Preparation  of  the  first  sixteen-page  edition 

of  The  Distaff:  Conferences  were  held  with  the 

editor  of  The  Distaff  regarding  the  selection,  evalu- 
ation, and  preparation  of  material  to  be  carried  in 
the  first  sixteen-page  issue.  A special  article  on 
woman’s  influence  on  public  opinion  was  prepared. 
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Through  Mr.  Walsh  the  Auxiliary  has  been  kept 
advised  of  the  positions  taken  and  the  policies 
adopted  by  all  the  committees  of  the  State  Medical 
Society.  Mr.  Walsh  attended  the  major  Auxiliary 
meetings,  and  assisted  the  State  officers  and  com- 
mittee chairmen  in  coordinating  the  activities  so 
that  they  would  serve  to  complement  the  programs 
and  objectives  of  the  corresponding  committees  of 
the  State  Medical  Society. 

Special  emphasis  was  also  placed  on  coordinating 
the  Auxiliary’s  public  relations  and  legislation  pro- 
grams with  those  of  the  State  Medical  Society  on 
a year-round  basis. 

Letters  and  telegrams  were  prepared  and  mailed, 
and  secretarial  and  mimeographing  services  pro- 
vided whenever  requested.  Assistance  was  given 
in  the  editing  and  preparation  of  the  theme  book, 
Ladder  to  Auxiliary  Success,  which  outlines  the 
Auxiliary’s  programs  for  the  year. 

Upon  invitation,  members  of  the  Public  Relations 
Bureau  (Mr.  Miebach,  Mr.  Walsh,  Mr.  Tracey,  and 
Mr.  Weinrich)  attended  the  Auxiliary’s  district 
branch  and  county  meetings  and  discussed  programs 
of  mutual  interest  to  the  Auxiliary  and  the  State 
Medical  Society. 

The  Public  Relations  Bureau  welcomed  the  op- 
portunity to  assist  the  Auxiliary  in  the  realization 
of  its  theme,  adopted  by  the  State  president,  Mrs. 
Hugh  G.  Henry,  “Individual  Preparedness  Through 
Personal  Education.” 


Speakers  Service. — The  State  Society's  speakers 
service  continues  to  assist  the  county  society 
speakers  bureaus  in  securing  material  for  and  pre- 
paring doctors  to  engage  in  public  speaking  on 
subjects  pertaining  to  the  social  and  economic 
developments  of  medical  care. 

Representatives  of  county  society  speakers 
bureaus  report  an  increase  in  the  number  of  re- 
quests for  speakers  by  local  groups  anxious  to  hear 
the  medical  profession’s  position  explained.  The 
number  of  challenges  received  by  the  State  speakers 
service  from  the  proponents  of  socialized  medicine 
have  declined.  It  is  believed  that  this  is  due  to 
the  unwillingness  of  these  people  to  suggest  forums 
on  the  Administration’s  health  proposals  since  they 
have  become  aware  of  the  competent  doctors  ready 
to  participate  in  such  programs. 

The  speakers  service  has  prepared  a list  of  names 
of  doctors  who  are  willing  to  speak  in  nearby  coun- 
ties, thus  making  it  possible  for  the  chairmen  of  the 
speakers  bureaus  to  fill  requests  for  “outside” 
speakers. 

The  county  society  speakers  bureaus  also  were 
urged  to  invite  lawyers,  insurance  and  business- 
men, and  other  interested  persons  to  take  part  in 
forums  on  national  compulsory  health  insurance. 
This  move  proved  popular,  and  names  of  outstand- 
ing men  in  all  parts  of  the  State  were  soon  avail- 
able. 

The  State  Society’s  speakers  service  continues  to 
receive  and  answer  requests  for  speakers,  and 
refers  the  requests  to  the  appropriate  county  society. 
It  also  supplies  material  for  students  interested  in 
compulsory  health  insurance  and  prepares  and  dis- 
tributes letters  to  chairmen  of  county  speakers 
bureaus  whenever  new  pamphlets  and  material  of 
special  interest  becomes  available.  This  material 
includes  electrical  transcriptions  supplied  by  the 
A.M.A. 

There  has  been  a noticeable  increase  in  the  num- 
ber of  requests  for  speakers  to  appear  before  uni- 
versity and  college  classes. 


PART  XII 
MISCELLANEOUS 
Nursing  Education 

The  Council  Committee  on  Nursing  Education 
is  comprised  of  the  following  members: 

Elton  R.  Dickson,  M.D.,  Chairman. . Binghamton 

Norman  S.  Moore,  M.D Ithaca  i 

John  M.  Hanford,  M.D New  York  City 

A meeting  was  held  January  10, 1951,  at  the  Hotel 
Statler,  New  York  City,  with  other  agencies  repre- 
senting the  Coordinating  Council  on  Nursing  Prob-  ; 
lems.  This  Committee  on  Nursing  Education  - 
established  by  a mandate  of  the  House  of  Dele- 
gates in  1945  has  met  regularly  with  the  other 
participating  members  of  the  Coordinating  Council 
since  February,  1947.  The  meetings  serve  as  an 
open  forum  for  all  interested  groups  to  discuss 
mutual  problems  and  to  formulate  means  of  com- 
mon cooperative  efforts.  It  is  felt  that  the  Co- 
ordinating Council  carries  more  collective  weight  I 
than  individual  attempts  of  the  several  units. 

One  of  the  immediate  objectives  is  to  have  all 
members  take  a more  active  interest  in  deliberations, 
and  the  Hospital  Association  will  be  invited  to 
play  a more  prominent  role.  To  restimulate  and 
extend  the  activities  of  the  Coordinating  Council,  j 
particularly  on  the  local  county  or  district  level,  I 
a representative  subcommittee  will  draft  and 
formulate  specifications  and  policies  of  the  local 
group.  It  was  suggested  that  the  cooperation  of 
the  Woman’s  Auxiliary  be  solicited  wherever  pos-  ; 
sible. 

The  necessity  for  a closer  and  more  alert  attitude 
on  the  part  of  all  medical  agencies  is  most  pro- 
nounced in  the  field  of  civilian  defense.  Already  ’ 
voices  are  crying  out  against  the  apathy  and  lack  j 
of  interest  shown  in  work  which  can  only  be  per-  ; 
formed  by  organized  volunteers.  Matching  the  , 
courses  in  atomic  warfare  supplied  through  the  New 
York  State  Department  of  Health  to  doctors 
throughout  the  State,  similar  training  has  or  will 
be  supplied  the  nursing  groups.  Already  three 
meetings  of  this  series  have  been  held  in  Rochester, 
Albany,  and  New  York  City.  A group  of  28  nurses 
who  received  a five-day  course  sponsored  by  the 
Atomic  Emergency  Commission  of  Rochester  serve 
as  a nucleus  for  a training  group  who  will  try  to 
see  that  every  professional  nurse  will  be  given  this 
basic  training.  Questionnaires  have  been  sent  to 
37,000  nurses  including  professional  nurses  and 
practical  nurses  in  the  metropolitan  New  York 
area  to  secure  vital  statistical  information  looking 
forward  to  increasing  enrollment  in  the  civil  defense 
program.  The  immediate  need  is  an  increased 
number  of  medical  and  nursing  personnel  to  serve 
as  instructors  in  this  program. 

Hand  in  hand  with  these  measures  is  the  program 
instituted  at  a leading  metropolitan  hospital  center 
for  every  nurse  to  receive  a Red  Cross  first  aid 
course.  Other  married  nurses  have  volunteered 
for  teaching  or  part-time  nursing.  In  addition  they  - 
are  building  up  as  large  a nonprofessional  group  as 
possible  to  free  the  hands  of  trained  personnel  for 
professional  duties.  The  example  set  by  this 
hospital  group  will  undoubtedly  be  duplicated  in 
many  other  areas. 

At  present  the  professional  nurse  groups  and  j 
hospital  authorities  are  seeking  deferment  of  male 
students  enrolled  in  schools  of  nursing  in  New  York 
State.  It  is  estimated  that  the  total  approximates  I 
400  to  500  students  including  146  who  have  enrolled  I 
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since  July  1,  1950.  Since  within  their  chosen  field 
this  type  of  nurse  plays  a very  important  role,  it  is 
felt  by  members  of  the  Coordinating  Council  that 
deferment  should  be  granted  until  at  least  gradu- 
ation date. 

The  professional  nurse  association  professed  a 
desire  to  have  a representative  on  the  Selective 
Service  Committee  to  present  this  and  other  per- 
tinent problems  of  the  nursing  profession.  Al- 
ready a quota  of  475  recruits  for  the  Army  Nurses 
Corps  has  been  assigned  to  New  York  State.  The 
military  authorities  have  stated  that  they  do  not 
want  nurses  above  the  level  of  supervisors  or  head 
nurses,  as  they  have  enough  already  in  the  services 
qualified  for  these  positions.  The  combined  serv- 
ices need  3,000  nurses  today  and  500  more  by 
June  1.  The  Reserve  Nurse  Corps  is  inadequate, 
as  many  nurses  have  gone  into  other  fields. 

In  line  with  the  recommendations  of  the  con- 
ference committee  on  improvement  of  nursing  care 
for  the  people  of  New  York  State,  further  steps  are 
in  progress  to  curtail  the  nursing  shortage  and  to 
improve  the  level  of  nursing  care.  Through  con- 
ferences, similar  in  make-up  to  this  Coordinating 
Council,  with  the  inclusion  of  lay  opinion,  definite 
conclusions  are  being  arrived  at  by  a mutual  under- 
standing of  the  problems  involved  in  the  allied 
professions.  Certain  directors  of  nursing  have 
been  appointed  to  serve  as  counsellors  to  this  con- 
ference group.  They  are  primarily  concerned  with 
aiding  the  hospitals  to  release  professional  nurses 
for  skilled  nursing  care  and  providing  auxiliary 
groups  to  do  the  non-nursing  duties. 

The  legislative  matter  of  the  moment  considered 
at  the  council  meeting  was  a suggested  amendment 
of  the  Nurse  Practice  Act  providing  for  a temporary 
six-month  permit  for  nurses  coming  into  New  York 
from  outside  the  State.  The  State  Board  of  Nurse 
Examiners  expresses  no  opposition  to  this  measure 
which  will  help  to  solve  the  present  nurse  shortage 
by  allowing  them  to  practice  nursing  under  super- 
vision while  waiting  for  certification. 

The  continuance  of  your  Committee  on  Nursing 
Education  and  further  participation  in  deliberations 
of  the  Coordinating  Council  on  Nursing  Problems 
seems  justified,  since  it  affords  an  excellent  medium 
to  discuss  common  and  overlapping  problems  of 
the  allied  professions.  Further  steps  have  been 
initiated  to  strengthen  this  mutual  understanding 
by  closer  cooperation  on  a local  level.  In  these 
times  of  stress,  unity  appears  to  be  an  important 
objective. 

Woman’s  Auxiliary 

The  Council  Advisory  Committee  on  Woman’s 
Auxiliary  consists  of  the  following: 

Walter  W.  Mott,  M.D.,  Chairman.  .White  Plains 


Nathan  B.  Van  Etten,  M.D Bronx 

R.  Edward  Delbridge,  M.D Rochester 


The  primary  objective  of  the  Woman’s  Auxiliary 
during  the  past  year  has  been  to  put  into  action 
the  latest  rung  on  the  Auxiliary’s  “ladder  to 
success,”  namely,  “individual  preparedness  through 
personal  education.” 

The  State  president,  Mrs.  Hugh  G.  Henry,  of 
Germantown,  began  her  term  of  office  by  urging 
every  member  to  read  and  study  all  of  the  plans 
and  programs  of  the  American  Medical  Association 
and  the  National  Education  Campaign,  and  to 
participate  in  study  clubs  and  panels  whenever 
possible.  It  has  been  her  earnest  desire  to  have 
every  New  York  doctor’s  wife  prepared  to  offer 


an  intelligent  explanation  of  the  medical  profes- 
sion’s position  on  any  question  whenever  raised  by 
an  interested  person. 

The  general  membership  pursued  the  same  ob- 
jective by  planning  all  its  programs  so  that  they 
would  serve  to  supplement  the  comparable  pro- 
grams undertaken  by  the  American  Medical  As- 
sociation and  the  Medical  Society  of  the  State  of 
New  York.  In  matters  pertaining  to  public  rela- 
tions and  legislation,  the  Auxiliary  maintains  special 
vigilance,  for  it  appreciates  the  necessity  for  having 
all  its  programs,  the  object  of  which  is  to  arouse 
public  interest  and  activity,  arranged  so  that  they 
will  complement  the  activities  of  the  State  Society’s 
committees  in  every  detail. 

The  greatest  emphasis  was  placed  on  implement- 
ing the  objectives  of  the  National  Education  Cam- 
paign on  State,  county,  and  community  bases. 
The  Public  Relations  Committee  reviewed  all  of 
its  programs  with  a view  toward  determining  how 
they  would  affect  the  public  opinion  of  women, 
while  the  Committee  on  Legislation  stressed  the 
implications  many  fringe  bills  would  have  upon  the 
women  of  our  State. 

The  Auxiliary’s  projects  included  close  coopera- 
tion with  the  American  Medical  Association  and 
the  State  Society  in  their  efforts  to  acquaint  the 
public  with  the  inherent  dangers  of  the  proposed 
Federal  Reorganization  Plans  Nos.  1 and  27.  In 
this  task,  the  Auxiliary  had  only  to  call  upon  the 
members  of  the  county  legislation  committees,  who 
are  ever  “on  the  alert,”  to  be  assured  that  many 
letters  and  telegrams  would  be  sent  by  the  Auxiliary 
members  and  their  friends  to  local  congressmen, 
urging  them  to  support  the  medical  profession’s 
position. 

Another  was  the  outstanding  article  that  appeared 
in  a recent  issue  of  The  Distaff  on  the  nurse  re- 
cruitment and  scholarship  program.  This  article 
was  both  important  and  timely  for  it  showed  that 
the  Auxiliary  has  already  assisted  financially  nine 
students  who  are  now  graduate  nurses  and  is  now 
assisting  seventy-eight  more  student  nurses.  Be- 
cause of  its  interest  the  report  was  also  printed  in 
the  New  York  State  Journal  of  Medicine  and 
the  Journal  of  the  American  Medical  Association. 

At  the  fall  conference  of  presidents  and  presidents- 
elect  and  the  special  board  meeting,  the  Auxiliary 
demonstrated  the  ability  to  meet  new  situations. 
This  is  exemplified  by  the  Auxiliary’s  recent  action 
in  organizing  a committee  on  emergency  prepared- 
ness and  preparing  a questionnaire  to  record  the 
training  and  experience  of  each  Auxiliary  member 
so  that  she  may  be  assigned  a task  commensurate 
with  her  ability,  should  our  nation  be  faced  with  a 
national  emergency.  The  Auxiliary  members  have 
also  been  urged  to  volunteer  for  service  at  their 
local  civilian  defense  units. 

Through  the  initiative  and  industry  of  Mrs. 
Adolph  H.  Emerson,  editor  of  the  Auxiliary’s 
publication,  The  Distaff,  the  publication  now  con- 
tains sixteen  pages  of  interesting  and  timely  in- 
formation for  Auxiliary  members  and  their  families. 

Space  does  not  permit  enumeration  of  the  special 
activities  of  the  individual  county  auxiliaries,  but 
doctors  who  are  interested  in  the  State  programs 
and  the  progress  the  different  auxiliaries  are  making 
in  serving  their  county  medical  societies  are  invited 
to  review  the  Auxiliary’s  theme  book,  The  Ladder  to 
Auxiliary  Success,  and  the  annual  reports  sub- 
mitted by  each  county. 

Outstanding  meetings  of  the  Auxiliary  year  in- 
cluded the  annual  convention,  the  district  branch 
meetings,  the  fall  conference  of  presidents  and 


920 


ANNUAL  REPORTS 


[N.  Y.  State  J.  M. 


presidents-elect,  and  the  meetings  of  the  executive 
board. 

Special  mention  must  be  made  of  the  time  and 
energy  Mrs.  Hugh  G.  Henry,  State  president, 
has  devoted  to  the  accomplishments  of  her  many 
self-imposed  tasks.  These  have  taken  her  to 
every  county  in  our  State  and  as  far  away  as  San 
Francisco,  California.  No  phase  of  Auxiliary 
activity  escapes  her  attention,  be  it  national,  State, 
or  county. 

The  Auxiliary  is  indebted  to  the  Council  for  its 
interest  and  support,  and  it  is  especially  appreciative 
of  the  approval  in  principle  the  Council  has  given 
to  its  plan  to  sponsor  a booth  at  the  New  York 
State  Fair,  to  be  held  in  Syracuse,  in  1951,  and  of 
its  campaign  to  have  a copy  of  Today’s  Health 
available  in  every  doctor’s  waiting  room. 

Your  committee  believes  that  the  Auxiliary 
should  be  encouraged  to  continue  its  efforts  to  study, 
analyze,  and  report  to  the  county  societies  and  the 
State  Society  on  the  general  public’s  reaction  to 
the  procedures  and  positions  the  medical  profession 
has  adopted  and  taken  to  meet  the  social  and 
economic  problems  resulting  from  the  advance- 
ments of  medical  care. 

Finally,  your  committee  wishes  to  compliment 
the  president,  Mrs.  Hugh  G.  Henry,  her  officers, 
county  officers,  and  committee  chairmen  for  the 
sacrifices  they  have  made  in  bringing  to  the  public 
the  message  of  the  medical  profession,  and  upon  the 
spirit  of  good  will  and  harmony  they  have  developed 
among  themselves,  the  woman’s  public,  our  liaison 
officer,  Mr.  Thomas  E.  Walsh,  and  each  member 
of  the  Medical  Society  of  the  State  of  New  York. 


Belated  Bills 

In  accordance  with  the  Bylaws,  Chapter  IX, 
Section  1,  belated  bills  from  five  persons  must  be 
submitted  to  the  House  of  Delegates  before  they 
can  be  paid.  Expense  accounts  are  required  to  be 
submitted  within  thirty  days  after  the  expenses  are 
incurred.  “This  time  may  be  extended  for  any 
cause  by  the  Board  of  Trustees  and  such  extension 
shall  not  exceed  ninety  days.”  As  these  items 
were  received  more  than  ninety  days  late,  they  are 
respectfully  submitted  to  the  House  of  Delegates 
with  the  recommendation  that  they  be  approved. 

1.  On  January  19,  1951,  a voucher  was  received 
from  Dr.  Robert  S.  Hotchkiss,  chairman  of  the 
Section  on  Urology  for  the  1951  Annual  Convention, 
covering  expense  of  attendance  at  the  meeting  of 
chairmen  of  sections  and  sessions  held  in  Buffalo, 
October  21,  1950,  $67.25. 

2.  On  June  15,  1950,  a voucher  was  received 
from  Dr.  Leo  E.  Gibson,  chairman  of  the  Council 
Committee  on  Rural  Medical  Service,  for  attending 
the  American  Medical  Association  Conference  on 
Rural  Health  at  Kansas  City,  Missouri,  February 
1 to  5,  1950,  $118. 

3.  On  June  22,  1950,  a voucher  was  received 
from  Dr.  Wilfred  W.  Fuge,  postgraduate  lecturer, 
for  transportation  to  lecture  before  the  Steuben 
County  Medical  Society,  September  8,  1949,  $11.20. 

4.  On  October  16,  1950,  a voucher  was  received 
from  Dr.  John  B.  McKittrick  of  Brookline,  Massa- 
chusetts, an  invited  participant  in  the  program  of 
the  Section  on  Surgery  at  the  annual  convention, 
May  12,  1950,  for  his  expense  in  attending  the  con- 
vention, $49.93. 

5.  On  November  2,  1950,  Dr.  James  A.  Lynch, 
chairman  of  the  Legislation  Committee  of  the 
Bronx  County  Medical  Society,  submitted  a re- 


quest for  payment  of  his  expenses  in  attending  a 
meeting  of  legislative  chairmen  in  Albany,  February  ' 
15,  1950,  $25.83. 

Question  on  Ethics 

The  Council  Committee  on  Questions  on  Ethics 
consists  of  the  following  members: 

John  H.  Keating,  M.D.,  Chairman 

New  York  City 


Morris  H.  Newton,  M.D Little  Falfs 

Charles  C.  Trembley,  M.D Saranac  Lake 


During  the  past  year  it  has  not  been  necessary 
to  have  any  meetings  of  the  committee  as  there  were 
just  a few  questions  on  ethics  raised  by  component 
county  societies.  The  chairman  was  able  to  con- 
tact  the  members  by  mail  and  obtain  decisions. 

The  committee  would  like  to  thank  the  secretary, 
Dr.  Walter  P.  Anderton,  and  the  counsel,  Mr. 
William  Martin,  for  their  help  and  advice. 

Convention 

The  Council  Committee  on  Convention  consists 
of  the  following  members: 

Harold  F.  R.  Brown,  M.D.,  Chairman Buffalo 


W.  P.  Anderton,  M.D New  York  City  j 

Maurice  J.  Dattelbaum,  M.D Brooklyn 


The  144th  Annual  Convention  of  the  Medical  i 
Society  of  the  State  of  New  York  was  held  at  the  I 
Hotel  Statler,  New  York  City,  from  May  8 to  12,  i 
1950. 

Registration. — Nearly  seven  thousand  registra-  ; N 
tions  were  listed,  the  largest  number  on  record.  •< 
There  is  reason  to  believe  that  many  physicians 
attended  the  Friday  afternoon  general  session  with- 
out having  registered.  Since  it  is  customary  to 
close" registration  at  2 p.m.  on  Friday,  the  last  day 
of  the  convention,  and  since  the  doctors  can  go 
directly  to  the  meeting  room  from  the  street  floor  1 
at  the  Hotel  Statler  in  New  York  City,  it  has  been 
suggested  that  registration  facilities  be  set  up  near 
the  general  session  meeting  room  hereafter. 


The  registration  figures  were  as  follows: 

Physicians 4 , 407 

Guests  (medical  students,  nurses,  tech- 
nicians, physical  therapy  students,  di- 
etitians, and  others) 1 , 191 

Exhibitors  (technical) 1,387 

Total 6,985 


House  of  Delegates. — The  House  of  Delegates 
met  in  the  Penn  Top.  The  size  of  the  room  allowed 
rows  of  tables  to  be  placed  in  front  of  the  delegates’  i 
chairs. 

The  production  editor  of  the  New  \ork  State 
Journal  of  Medicine,  Miss  Alvina  Rich  Lewis, 
helped  edit  many  resolutions  and  reports. 

Scientific  Program. — The  scientific  program  was 
planned  by  the  Subcommittee  on  Scientific  Pro- 
gram, which  consisted  of  the  chairmen  of  sections 
and  sessions  and  Dr.  Alfred  P.  Ingegno,  chairman. 
Dr.  Ingegno  planned  the  program  for  the  two  general 
sessions  and  presided  at  these  meetings,  which  were 
well  attended. 

In  some  instances,  two  sections  combined  for 
joint  meetings — medicine  with  surgery,  and  neu- 
rology and  psychiatry  with  pediatrics.  The  Sec-  • 
tion  on  Orthopedic  Surgery  combined  with  the  I 
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Section  on  Orthopedic  Surgery  of  the  New  York 
Academy  of  Medicine  for  one  meeting. 

There  were  several  symposia  and  panel  discus- 
sions, and  approximately  125  papers  were  read. 

Teaching  Day. — An  interesting  program  was  pre- 
sented on  Teaching  Day,  under  the  chairmanship 
of  Dr.  Theodore  J.  Curphey,  chairman  of  the 
Council  Committee  on  Public  Health  and  Educa- 
tion. This  program  came  from  the  Subcommittee 
on  Physical  Medicine  and  Rehabilitation  in  co- 
operation with  the  State  of  New  York  Depart- 
ment of  Health  and  the  Special  Committee  on 
Problems  of  Alcoholism  of  the  Medical  Society  of 
the  State  of  New  York. 

The  New  York  State  Journal  of  Medicine 
has  published  most  of  the  papers  presented  at 
general  sessions,  Teaching  Day,  and  sections  and 
sessions. 

Scientific  Exhibits. — Over  fifty  scientific  exhibits 
were  accepted  by  the  Subcommittee  on  Scientific 
Exhibits,  Dr.  J.  G.  Fred  Hiss,  chairman.  These 
were  studied  by  a steady  audience  of  doctors. 

The  Committee  on  Scientific  Awards  selected  the 
following  exhibits  for  distinction  in  scientific  and 
clinical  research,  and  the  House  of  Delegates  voted 
awards. 

Clinical  Research 

First  Award:  “Cervical  Cytology  Indicating 

Threatened  Abortion,”  Clyde  L.  Randall,  M.D.; 
Richard  W.  Baetz,  M.D.;  Donald  W.  Hall,  M.D., 
and  Paul  K.  Birtch,  M.D.,  Buffalo  General  Hos- 
pital, Buffalo. 

Second  Award:  “Reversible  Bronchiectasis,” 

Walter  Finke,  M.D.,  Genesee  Hospital,  Rochester. 

Honorable  Mention:  “The  Problem  of  Cerebral 
Palsy,”  Herman  E.  Hilleboe,  M.D.;  I.  Jay  Bright- 
man,  M.D.,  and  Granville  W.  Larimore,  M.D., 
New  York  State  Department  of  Health. 

Honorable  Mention:  “Behcet’s  Syndrome: 

Aphthosis,”  Helen  Ollendorff  Curth,  M.D.,  College 
of  Physicians  and  Surgeons,  Columbia  University. 

Scientific  Research 

First  Award:  “Histamine  Biochemotherapy  in 

Suggested  Psychiatric  Disorders,”  Johan  H.  W.  van 
Ophuijsen,  M.D.;  Arthur  M.  Sackler,  M.D.; 

Mortimer  D.  Sackler,  M.D.,  and  Raymond  R. 
Sackler,  M.D.,  Creedmoor  State  Hospital,  Queens 
Village. 

Second  Award:  “Surface-Active  Solvents  in 

Topical  Antibiotic  Therapy,”  Edwin  J.  Grace, 
M.D.,  Grace  Clinic,  Brooklyn,  and  Vernon  Bryson, 
Ph.D.,  Biological  Laboratory,  Cold  Spring  Harbor. 

Honorable  Mention:  “Pathologic  Changes  in  the 
Component  Joints  of  the  Shoulder,”  Charles  J. 
Sutro,  M.D.,  Hospital  for  Joint  Diseases,  New  York 
City. 

Suitable  plaques  were  pinned  on  the  selected 
exhibits  and  certificates  sent  to  the  exhibitors. 

Scientific  Motion  Pictures. — The  scientific  motion 
picture  exhibit  was  presented  by  the  Medical 
Film  Guild  under  the  supervision  of  Dr.  Beverly 
Chew  Smith,  who  reviewed  applications.  The 


total  attendance  for  all  motion  picture  showings, 
as  taken  by  the  Medical  Film  Guild,  was  802. 

Television. — An  innovation  at  the  1950  conven- 
tion was  television.  Sponsored  by  E.  R.  Squibb 
and  Sons,  the  program  was  televised  from  Kings 
County  Hospital,  Brooklyn,  under  the  supervision 
of  Dr.  Jefferson  Browder.  Dr.  Beverly  Chew 
Smith  of  the  Subcommittee  on  Scientific  Exhibits 
and  Mr.  Charles  L.  Baldwin,  Jr.,  of  the  Medical 
Society  staff  developed  the  details  of  the  program 
with  the  hospital  authorities  and  representatives 
of  E.  R.  Squibb  and  Sons  and  the  Radio  Corpora- 
tion of  America.  Part  of  this  program  was  an 
interesting  success,  but  another  part  was  a dis- 
appointment. 

Technical  Exhibits. — There  were  more  technical 
displays  than  in  1948  in  New  York  City.  Exhibit- 
ing firms  were  gratified  by  the  interest  shown  in 
their  products  by  those  in  attendance. 

Banquet. — There  were  237  guests  at  the  Annual 
Meeting  and  Banquet  which  was  held  Wednesday 
evening,  May  10,  in  the  Penn  Top.  Reading  of 
the  minutes  was  omitted  under  motion,  and  the 
meeting  was  turned  over  to  Dr.  Thomas  A.  Mc- 
Goldrick,  toastmaster.  There  were  interesting 
addresses  by  the  outgoing  and  incoming  presidents, 
Dr.  John  J.  Masterson  and  Dr.  Carlton  E.  Wertz, 
respectively,  and  by  Dr.  Adelaide  Romaine,  presi- 
dent of  the  Women’s  Medical  Society  of  New  York 
State.  Mr.  Louis  H.  Pink,  chairman  of  the  board 
and  president  of  the  Associated  Hospital  Service, 
was  the  principal  speaker.  Dr.  John  R.  MacElroy, 
Outstanding  General  Practitioner  of  New  York 
State  for  1949,  delivered  an  entertaining  and 
illuminating  address. 

Woman’s  Auxiliary. — The  Medical  Society  was 
again  glad  to  make  available  to  the  Woman’s 
Auxiliary  adequate  facilities  to  meet  their  needs. 
The  officers  and  members  expressed  their  appreci- 
ation to  the  officers  and  staff  of  the  Medical  So- 
ciety for  the  aid  given  them.  They  were  especially 
grateful  for  the  sponsoring  of  their  reception  through 
the  courtesy  of  Messrs.  Van  Pelt  and  Brown, 
obtained  by  Mr.  Charles  L.  Baldwin,  Jr. 

Miscellaneous. — At  Dr.  Alfred  P.  Ingegno’s 
suggestion,  a card  of  thanks  was  sent  to  each 
participant  in  the  scientific  program. 

Expressions  of  thanks  were  received  from  many 
chairmen  and  committees  for  the  help  accorded 
them  by  the  staff  of  the  Society. 

1951  Annual  Convention. — On  October  21,  1950, 
a meeting  of  the  Convention  Committee,  including 
the  Subcommittee  on  Scientific  Program,  was  held 
at  the  Hotel  Statler  in  Buffalo  to  plan  for  the  1951 
convention,  to  be  held  April  30  through  May  4. 

The  meeting  was  well  attended  by  section  and 
session  chairmen  and  others.  A tentative  program 
for  scientific  meetings  was  presented  by  the  chair- 
men. Duplication  and  conflicts  among  the  section 
and  session  programs  were  adjusted.  The  con- 
sensus was  that  a fine  scientific  program  would 
emerge  for  the  1951  convention. 
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REPORT  OF  THE  PLANNING  COMMITTEE  FOR  MEDICAL  POLICIES 


To  the  House  of  Delegates , Gentlemen: 

This  is  the  eighth  annual  report  of  this  Committee 
to  the  House  of  Delegates,  the  first  under  the  present 
chairman.  This  committee  has  been  headed 
previously  by  Drs.  Louis  Bauer  and  J.  Stanley 
Kenney. 

This  committee  is  a special  committee  of  the 
House  of  Delegates  and  is  not  a standing  or  special 
committee  of  the  Council.  Its  make-up  is  prescribed 
by  a resolution  of  the  House  of  Delegates  and  consists 
of  the  president,  the  president-elect,  a trustee,  the 
speaker,  the  secretary  of  the  Society,  and  six  other 
members.  As  with  all  committees,  the  members  are 
appointed  for  one  year,  and  the  selection  of  the  six 
members  at  large  is  made  with  due  regard  to  re- 
gional representation. 

The  following  gentlemen  now  comprise  this  com- 
mittee : 

Peter  J.  Di  Natale,  M.D.,  Chairman Batavia 

Carlton  E.  Wertz,  M.D.,  President Buffalo 

J.  Stanley  Kenney,  M.D.,  President-elect 

New  York  City 

Albert  F.  R.  Andresen,  M.D.,  Speaker.  .Brooklyn 

Dan  Mellen,  M.D.,  Trustee Rome 

W.  P.  Anderton,  M.D.,  Secretary,  Recorder 

New  York  City 

Members  at  large 

Walter  W.  Mott,  M.D White  Plains 

Norman  S.  Moore,  M.D Ithaca 

Theodore  J.  Curphey,  M.D Garden  City 

A.  H.  Aaron,  M.D Buffalo 

C.  A.  Prudhon,  M.D Watertown 

This  committee  was  originally  established  with 
specific  purpose  to  develop  long-range  policies  for 
the  State  Society.  It  was  to  consider  among  other 
things: 

(1)  The  distribution  of  physicians. 

(2)  Educational  requirements  for  licensure. 

(3)  Voluntary  insurance  plans  and  other  plans 
for  decreasing  the  costs  of  medical  care. 

(4)  Socializing  influences. 

(5)  Relationships  of  the  medical  profession  with 
government  agencies,  commercial  labora- 
tories, and  vendors  concerned  with  any 
phase  of  medicine. 

(6)  The  relationships  of  hospitals  and  the  prac- 
tice of  medicine. 

(7)  Relationships  with  and  the  status  of  the 
nursing  profession. 

(8)  Other  matters  which  the  committee  may 
deem  important  from  the  standpoint  of 
protecting  the  public  and  the  medical  pro- 
fession from  attempts  to  bring  about  in- 
adequate medical  care  and  unwarranted 
interference  with  the  practice  of  medicine. 

Some  of  the  above  are  at  present  under  study  by 
other  committees. 


The  committee  has  a number  of  projects  to  study 
and  report  on  and  also  others  referred  from  the 
Council.  Many  projects  are  such  as:  group  prac- 
tice, the  reorganization  of  district  branches,  the 
establishment  of  county  health  units,  etc.  Minutes 
of  this  committee  are  available  for  study  by  other 
committees. 

Your  committee  this  current  year  has  had  two 
meetings,  November  9,  1950,  and  January  10,  1951. 

The  committee,  this  year,  has  had  several  matters 
referred  to  it  by  the  Council. 

(1)  “Resolved,  that  the  Medical  Society  of  the  I 
State  of  New  York  be  instructed  to  appoint  | 
a committee  to  study  the  basis  for  the 
remission  of  dues  of  all  component  county 
societies  and  prepare  recommendations  for 
changes  in  county  or  State  procedures  in 
order  to  achieve  uniformity  of  practice  on  i 
which  to  base  eligibility  for  remission  of  ^ 
national  dues.” 

A subcommittee  was  named  consisting  of  Drs. 
Mellen,  chairman,  Prudhon,  and  Anderton  to  study  i 
this.  A letter  was  sent  to  each  county  society 
secretary  requesting  information  relating  to  dues  i 
remissions  and  a copy  of  the  society’s  constitution 
and  bylaws.  At  this  writing,  there  are  not  enough  i 
replies  from  the  various  county  society  secretaries  on 
w'hich  to  base  recommendations.  Your  committee  j 
will  continue  study  of  the  problem  and  report 
later. 

(2)  Correspondence  from  Dr.  Hans  M.  Magnus, 
Queens  County,  a proposal  for  emblem  light 
and  design  to  be  carried  on  physicians’ 
automobiles. 

A special  committee  was  appointed  consisting  of 
Drs.  Andresen  and  Mott,  and  they  reported  that  it 
was  their  opinion  that  in  view  of  the  fact  that  the  ( 
Civil  Defense  Committee  was  considering  the 
problem  of  emergency  medical  service  which  would 
involve  the  identification  of  automobiles  used  by 
doctors,  it  is  considered  inadvisable  to  make  any 
specific  recommendations  at  this  time.  Dr.  Mag- 
nus was  to  be  notified. 

It  was  later  reported  by  Dr.  Floyd  Winslow  of  the 
Civil  Defense  Committee  that  our  committee’s  recom- 
mendation was  proper  and  that  the  Civil  Defense 
Committee  is  studying  this  problem  and  will  issue 
instructions  later. 

The  Middle  Atlantic  Conference  of  the  Council 
on  Medical  Service  of  the  American  Medical  As- 
sociation was  discussed,  as  some  members  attended 
in  Philadelphia.  This  conference  considered  civil 
defense  and  interstate  cooperation. 

Group  Practice. — Your  Planning  Committee  has 
spent  much  time  over  the  past  several  years  in 
discussing  the  matter.  On  file  in  the  Secre- 
tary’s office  are  many  pages  on  this  subject.  After 
much  discussion  there  is  very  little  argument  as  to 
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methods  and  standards  of  procedure.  We  can 
agree  that  the  principles  of  medical  ethics  and  rules 
of  professional  conduct  should  apply  to  groups  as 
well  as  individuals.  There  is  a tendency  in  many 
communities,  particularly  large  cities,  to  establish 
groups  by  various  organizations,  such  as  cooperative 
health  associations,  voluntary  hospitals,  and  teach- 
ing centers.  Also  some  unions  have  set  up  groups. 

The  development  of  standards  for  group  practice 
units  is  still  in  the  study  stage.  The  American 
Medical  Association  has  discussed  at  length  the 
possibility  of  setting  standards  for  group  practice 
and  at  this  time  is  hesitant  to  make  any  specific 
recommendations. 

Your  committee  again  recommends  that  we  wel- 
come and  support  groups  which  are  formed  with 
the  object  of  providing  service  to  patients.  Your 
committee  feels  that  such  groups  should  abide  by 
accepted  ethical  procedures.  Your  committee  de- 
sires again  to  quote  from  the  report  of  the  planning 
committee  for  1949. 

“The  problem  of  increasing  concern  to  the 
medical  profession,  especially  in  large  urban 
and  industrialized  centers,  is  the  continued 
threat  to  the  private  practice  of  medicine  by  the 
entry  therein  of  the  hospital  and  medical  school. 
This  intrusion  is  peculiarly  integrated  with  cer- 
tain schemes  and  plans  for  group  practice.  It 
is  the  opinion  of  many  that  the  greatest  difficulty 
we  must  contend  with  in  the  community  is 
whether  hospitals  are  going  to  operate  group 
clinics  in  a competitive  practice  with  the  prac- 
titioners in  the  community  and  also  whether  a 
school  of  medicine  is  going  to  do  the  same  thing. 
We  have  several  examples  of  this  now  in  New 
York  City.  It  is  the  opinion  of  our  committee 
that  the  Medical  Society  of  the  State  of  New 
York  will  have  to  take  some  stand  and  express 
itself  on  two  very  vital  points,  namely,  that 
these  institutions  prepare  men  to  practice  medi- 


cine and  then,  by  clinic  practice  or  other  instru- 
mentalities, enter  into  direct  competition  with 
these  very  men.  This  is  equally  as  great  a threat, 
if  not  more  so,  than  government-controlled 
medicine,  and  we  protest  these  activities  vigor- 
ously.” 

Your  committee  strongly  reaffirms  its  opposition 
to  this  type  of  practice,  which  is  continuing  and  is 
a source  of  great  concern. 

District  Branches. — Your  committee  believes  that 
each  district  branch  should  be  organized  to  be  a 
more  representative  part  of  our  State  Society.  We 
urge  and  invite  all  district  branch  societies  to  or- 
ganize somewhat  on  the  pattern  of  the  Eighth 
District  with  the  advisory  council  integrated  as 
part  of  the  branch.  This  has  proved  particularly 
beneficial  to  the  public  and  also  to  members  of  the 
society. 

The  chairman  wishes  to  express  his  thanks  to  the 
members  for  their  cooperation  and  help  in  attending 
meetings  and  working  on  subcommittees.  All 
accepted  appointments  gladly  and  with  expressions 
of  willingness.  He  also  appreciates  the  help  his 
committee  has  received  from  the  central  office  of 
the  Society. 

Your  chairman  recommends  continuation  of  the 
Planning  Committee  for  Medical  Policies. 

Your  chairman  recommends  to  the  speaker  that 
the  personnel  of  this  committee  be  appointed  on 
the  last  day  of  our  meeting  of  the  House  of  Dele- 
gates, so  that  a chairman  and  recorder  may  be 
selected  at  that  time. 

Your  chairman  recommends  to  each  member  of 
the  State  Society  that,  if  anyone  has  ideas  on 
planning  for  medical  policies,  such  ideas  be  for- 
warded to  the  chairman  of  the  Committee  or  to 
the  recording  secretary,  Dr.  Anderton. 

Respectfully  submitted, 

Peter  J.  Di  Natale,  M.D.,  Chairman 
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REPORT  OF  THE  SPECIAL  COMMITTEE  ON 


PROBLEMS  OF 

To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  the  Problems  of 
Alcoholism  has  the  following  membership: 

Milton  G.  Potter,  M.D.,  Chairman Buffalo 


John  L.  Norris,  M.D Rochester 

Daniel  F.  Luby,  M.D Syracuse 

Meyer  Texon,  M.D New  York  City 

Harold  W.  Lovell,  M.D.. New  York  City 

Marvin  Avram  Block,  M.D Buffalo 


The  individual  and  collective  efforts  of  the  mem- 
bers of  this  committee  are  to  be  commended.  Their 
active,  enthusiastic  interest  and  generosity  of 
time  is  unusual  in  this  type  of  a committee. 

The  activities  embraced  educational,  legislative, 
rehabilitation,  and  insurance  problems. 

Education. — The  success  of  the  panel  discussion, 
held  on  Teaching  Day  during  the  last  annual  meet- 
ing of  the  Society,  is  shown  by  the  continued 


ALCOHOLISM 


numerous  requests  for  reprints  throughout  the 
country.  A similar  type  of  panel  discussion  is 
suggested  for  the  annual  district  branch  meetings. 
The  officers  of  the  district  branches  are  receptive 
to  this  type  of  meeting  for  the  coming  year. 

Presentation  of  this  subject  was  made  by  in- 
dividual members  of  this  committee  to  the  medical 
students  of  the  University  of  Buffalo,  Albany 
Medical  College,  and  to  numerous  county  medical 
societies.  A survey  of  the  teaching  of  this  subject 
in  all  the  medical  schools  in  New  York  State  was 
made.  The  outcome  revealed  much  to  be  desired 
and  indicated  the  need  for  a uniform  formal  pres- 
entation of  the  subject.  The  experience  of  this 
committee  has  been  that  medical  students  and 
younger  physicians  are  receptive  and  that,  in  most 
cases,  it  is  a waste  of  time  to  attempt  to  interest 
older  physicians  in  this  problem. 
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Legislation. — Meetings  were  held  with  repre- 
sentatives of  the  New  York  Academy  of  Medicine, 
the  New  York  Bar  Association,  and  the  subcom- 
mittee of  the  Interdepartmental  Council  of  the 
State  of  New  York.  The  outcome  of  these  meetings 
was  agreement  on  the  following  suggestions: 

(1)  The  Commissioner  of  Health  shall  establish 
up  to  ten  regional  rehabilitation  centers  for  chronic 
alcoholism,  five  of  which  shall  be  located  in  New 
York  City.  These  centers  should  be  patterned 
after  the  demonstration  program  now  being  car- 
ried out  in  Buffalo  and  shall  provide  for  complete 
outpatient  services,  including  medical  and  psychi- 
atric diagnosis  and  care,  medical  social  service, 
teaching,  and  research.  The  center  shall  be  as- 
sociated with  a hospital  service  which  will  provide 
short-term  institutionalization  where  indicated. 
Each  center  shall  provide  an  educational  program, 
directed  by  an  educator,  preferably  trained  in 
health  education,  which  shall  be  directed  at  poten- 
tial problem  drinkers  and  provide  an  interpretation 
of  the  clinic  to  the  general  public. 

(2)  The  State  shall  appropriate  a sum  of 
$500,000  to  the  New  York  State  Department  of 
Health  for  the  administration  of  this  program. 

(3)  There  shall  be  established  a temporary  com- 
mission to  study  the  needs  of  the  State  in  reference 
to  the  care  of  nonrehabilitable  patients.  The  com- 
mission shall  pay  particular  attention  to  the  need 
for  providing  facilities  for  long-term  institutional- 
ization of  patients  who  cannot  respond  to  ambu- 
latory or  short-term  hospital  therapy.  It  shall 
also  make  recommendations  regarding  the  training 
of  personnel  and  the  need  for  certain  research  proj- 
ects. It  shall  make  recommendations  regarding 
the  expansion  of  the  program  for  ambulatory  and 
short-term  hospital  therapy. 

(4)  This  commission  shall  be  made  up  as  follows: 
three  members  of  the  State  Assembly,  three  mem- 
bers of  the  State  Senate,  three  members  to  be 
selected  by  the  Governor  from  a fist  of  physicians 
submitted  by  the  Medical  Society  of  the  State  of 
New  York,  three  members  to  be  selected  by  the 
Governor  from  a list  of  attorneys  submitted  by  the 
Bar  Association  of  the  State  of  New  York,  and  the 
Commissioner  of  Health,  the  Commissioner  of 
Mental  Hygiene,  the  Commissioner  of  Social  Wel- 
fare, and  the  Commissioner  of  Education,  and  the 
Commissioner  of  Correction  on  an  ex-officio  basis. 

(5)  The  sum  of  $50,000  shall  be  appropriated 
for  the  work  of  the  commission  during  the  one-year 
period. 

After  a conference  with  Senator  Walter  Mahoney 
and  correspondence  with  Colonel  Harold  Riegelman 
of  New  York  City  (a  close  friend  and  adviser  to 
Governor  Dewey),  the  decision  was  made  to  present 


paragraph  3 as  a bill  to  be  introduced  by  Senator 
Mahoney.  Paragraphs  1 and  2,  with  supportive 
data,  are  to  be  presented  to  the  Governor  by 
Colonel  Riegelman  with  the  suggestion  that  the 
ideas  presented  be  incorporated  into  an  adminis- 
trative measure  requiring  no  legislation. 

The  outlook  is  favorable. 

The  highlight  of  activities  of  this  committee 
resulted  in  the  adoption  by  the  American  Medical 
Association  in  Cleveland,  December,  1950,  of  a 
resolution,  originating  in  this  committee  and  pre- 
sented to  the  House  of  Delegates  by  the  New  York 
State  delegation. 

The  resolution,  asking  for  a comprehensive  and 
effective  program  on  alcoholism  on  a nation-wide 
basis,  was  referred  to  the  Committee  on  Chronic 
Diseases  for  study  and  implementation.  This  com- 
mittee is  fortunate  in  having  the  facilities  of  the 
Commission  on  Chronic  Illness  (a  temporary 
agency)  for  this  work. 

The  commission  has  already  suggested,  as  part 
of  future  plans  for  concerted  action  on  chronic 
alcoholism,  that  a meeting  be  called  in  Chicago 
under  the  joint  auspices  of  the  Committee  on 
Chronic  Diseases  and  the  Commission  on  Chronic  I 
Illness. 

The  meeting  will  include  representatives  of  the  , 
National  Committee  on  Alcoholism,  the  National 
Research  Council  Group,  the  Yale  Plan,  and 
representatives  of  state  medical  societies  which 
have  taken  action  in  the  past.  Out  of  this  meeting 
might  very  well  arise  recommendations  to  all  state 
medical  societies  and  suggestions  for  community  ,| 
organization  in  controlling  chronic  alcoholism. 

Rehabilitation. — This  committee  heartily  endorses 
continuation  and  expansion  of  the  pilot  hospital  i 
clinic  demonstration,  which  is  now  a component 
part  of  the  Chronic  Diseases  Research  Institute  in 
Buffalo. 

Statistics  are  beginning  to  show  the  importance  : 
of  such  a unit  in  (1)  primary  prevention  (education) 
and  (2)  secondary  prevention  (control  of  the 
disease).  Pioneer  work  is  being  done  by  pilot 
experiment  and  should  be  continued. 

Insurance. — A survey  on  a State  level,  and  later 
on  a national  level,  of  insurance  benefits  allowed  by 
the  Blue  Cross  for  this  illness  is  being  conducted  by 
vour  committee.  It  is  hoped  that  a more  uniform 
benefit  will  result  from  this  study. 

It  is  recommended  that  the  Special  Committee 
on  the  Problems  of  Alcoholism  be  continued. 

Respectfully  submitted, 

Milton  G.  Potter,  M.D.,  Chairman 


REPORT  OF  THE  EMERGENCY  MEDICAL  PREPAREDNESS 

COMMITTEE 


To  the  House  of  Delegates,  Gentlemen: 

The  Emergency  Medical  Preparedness  Committee 


consists  of  the  following  members: 

John  J.  Masterson,  M.D.,  Chairman . . .Brooklyn 

Floyd  S.  Winslow,  M.D Rochester 

Herman  E.  Hilleboe,  M.D Albany 

Abraham  M.  Rabiner,  M.D Brooklyn 


J.  W.  Howland,  M.D Rochester 

Theodore  J.  Curphey,  M.D Garden  City 

J.  Stanley  Kenney,  M.D New  York  City 


On  July  14,  1950,  Dr.  Herman  E.  Hilleboe. 
State  commissioner  of  health  and  a member  of  the 
New  York  State  Civil  Defense  Commission,  was 
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requested  by  General  Lucius  D.  Clay,  chairman  of 
the  State  Civil  Defense  Commission,  to  prepare  a 
plan  in  cooperation  with  the  State  and  county 
medical  societies  for  the  mobilization  of  medical 
aid  and  resources  in  event  of  a bombing  attack. 
Dr.  Hilleboe,  after  consultation  with  President 
Wertz,  appointed  a Medical  Advisory  Committee 
of  twelve  members  of  the  State  Society  to  assist 
him  in  preparing  the  program  along  with  the  State 
Emergency  Medical  Preparedness  Committee.  In 
order  to  save  time  and  duplication  of  meetings  your 
chairman  requested  Dr.  Hilleboe  to  appoint  the 
members  of  our  committee  to  his  Medical  Advisory 
Committee,  which  he  graciously  agreed  to  do. 

A brief  account  of  our  activities  since  our  com- 
mittee was  appointed  last  July  is  as  follows: 

1.  Since  last  August  monthly  meetings  have  been 
held  with  Dr.  Hilleboe  and  his  staff.  At  these 
meetings  the  many  aspects  of  medical  problems 
have  been  discussed.  Many  of  these  problems  were 
referred  to  our  committee  for  study  and  advice. 
Our  advice  was  also  sought  on  purchase  of  supplies. 

2.  Teaching  programs  for  physicians  on  medical 
aspects  of  atomic  injuries.  These  meetings  were 
started  last  September  and  are  still  being  carried 
on.  The  medical  colleges  through  the  State  have 
been  most  cooperative  in  this  program  and  have 
contributed  materially  to  the  success  of  these 
courses. 

3.  Last  October  our  committee  was  requested 
by  Dr.  Hilleboe  to  submit  an  authoritative  first- 
aid  treatment  of  burns,  fractures,  shock,  extensive 
wound  and  radiation  injuries.  Again  the  medical 
colleges  were  most  cooperative  and  agreed  to  have 
panels  from  the  colleges  meet  and  consider  these 
matters.  The  various  panels  submitted  a report 
of  their  deliberation  on  October  12.  A summary 
of  the  findings  of  the  panels  in  therapy  in  atomic 
disaster  was  then  prepared  and  sent  to  medical 
schools.  This  summary  was  of  considerable  aid  in 
the  courses  given  to  practicing  physicians.  In 
February,  Commissioner  Hilleboe  requested  we  call 


the  panels  to  discuss  several  problems  confronting 
his  department,  especially  relating  to  supplies. 
The  medical  colleges  from  all  over  the  State  very 
graciously  sent  a panel  of  five  men  from  each  school 
to  meet  in  New  York  City  on  February  24,  and  two 
of  the  panels  met  again  on  March  3.  Our  committee 
and  Dr.  Hilleboe  are  most  appreciative  of  the 
splendid  cooperation  of  the  deans  of  the  schools 
and  of  the  valuable  contribution  and  self-sacrifice 
of  the  various  members  of  the  panels. 

4.  Information  Circular  Number  10  dealing 
with  all  aspects  of  emergency  medical  services  was 
prepared  by  Dr.  Hilleboe  and  his  staff  in  coopera- 
tion with  the  Medical  Advisory  Committee  and  our 
committee.  It  was  approved  by  the  State  Civil 
Defense  Commission  early  in  December,  and  a 
copy  was  sent  to  the  president  and  secretary  of  each 
county  medical  society.  At  the  same  time  a letter 
was  sent  by  President  Wertz  calling  attention  to 
this  circular  and  urging  that  a committee  on  medical 
civil  defense  be  promptly  activated,  if  not  already 
formed,  and  urging  close  cooperation  with  all  civil 
defense  agencies  in  each  locality. 

5.  Your  chairman  attended  a meeting  of  the 
Division  of  Emergency  Medical  Services  of  the 
Chicago  Civil  Defense  organization  last  Septem- 
ber and  also  a meeting  of  the  Middle  Atlantic 
States  Conference  in  Philadelphia  in  January.  He 
also  has  attended  many  other  meetings  on  civil  de- 
fense during  the  year.  An  article  entitled  “Medi- 
cine’s Responsibility  in  Civil  Defense”  appeared 
in  the  March  1 issue  of  the  State  Journal,  so 
there  is  no  necessity  of  repeating  it  in  this  report. 
A perusal  of  this  article  and  Information  Circular 
Number  10  will  give  one  an  idea  of  the  magnitude 
of  the  medical  problems  in  civil  defense.  The 
cooperation  of  the  entire  profession  will  be  necessary 
for  the  success  of  our  program. 

Respectfully  submitted, 

John  J.  Masterson,  M.  D.,  Chairman 


REPORT  OF  THE  NOMINATING  COMMITTEE 


To  the  House  of  Delegates,  Gentlemen: 

The  Nominating  Committee  has  the  following 
membership : 


First  District 

Goodlatte  B.  Gilmore,  M.D. 
Bronx 

Second  District 

John  M.  Galbraith,  M.D. . . . 
Glen  Cove 

Third  District 

Harry  Golembe,  M.D 

Liberty 

Fourth  District 

Joseph  A.  Geis,  M.D 

Lake  Placid 

Fifth  District 

James  I.  Farrell,  M.D 

Utica 

Sixth  District 

James  Greenough,  M.D 

Oneonta 

Seventh  District 

Leo  F.  Simpson,  M.D 

Rochester 

Eighth  District 

Guy  S.  Philbrick,  M.D 

Niagara  Falls 

Ninth  District 

Ralph  T.  B.  Todd,  M.D 

Tarrytown 

Members-at-Large  Beverly  C.  Smith,  M.D 

New  York  City 

William  J.  Orr,  M.D 

Buffalo 

A meeting  of  your  Nominating  Committee  was 
held  at  the  Harvard  Club,  27  West  44th  Street, 
New  York  City,  Thursday  evening,  December  14, 
1950.  Dr.  Leo  F.  Simpson,  chairman,  presided. 
Also  present  were:  Dr.  James  I.  Farrell,  Dr.  John 
M.  Galbraith,  Dr.  Joseph  A.  Geis,  Dr.  Goodlatte  B. 
Gilmore,  Dr.  Harry  Golembe,  Dr.  James  Greenough, 
Dr.  William  Orr,  Dr.  Guy  S.  Philbrick,  Dr.  Beverly 
C.  Smith,  Dr.  Carlton  E.  Wertz,  president,  ex 
officio,  and  Dr.  W.  P.  Anderton.  secretary,  ex 
officio.  Absent  was  Dr.  Ralph  T.  B.  Todd. 

The  following  nominations  are  offered  for  con- 
sideration in  accordance  with  the  Bylaws,  Chapter 
XI,  Section  4: 
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President-elect 

Vice-president 

Secretary 

Assistant  Secretary 

Treasurer 

Assistant  Treasurer 

Speaker 

Vice-speaker 

Councillors  ( three  years ) 


Trustees  (five  years ) 

(one  year*) 

For  Delegates  to  the  American  Medical  Association: 
Delegates  (two  years ) 


Alternates 


Dr.  Edward  T.  Wentworth,  Rochester 
Dr.  Leo  Schiff,  Plattsburg 
Dr.  W.  P.  Anderton,  New  York  City 
Dr.  Andrew  A.  Eggston,  Mount  Vernon 
Dr.  Maurice  J.  Dattelbaum,  Brooklyn 
Dr.  Thomas  M.  d’Angelo,  Flushing 
Dr.  Frederic  W.  Holcomb,  Kingston 
Dr.  R.  Scott  Howland,  Elmira 
Dr.  Joseph  A.  Geis,  Lake  Placid 
Dr.  Leo  E.  Gibson,  Syracuse 
Dr.  Thurman  B.  Givan,  Brooklyn 
Dr.  John  J.  H.  Keating,  New  York  City 
Dr.  Edward  R.  Cunniffe,  Bronx 
Dr.  John  J.  Masterson,  Brooklyn 

Dr.  Renato  J.  Azzari,  Bronx 
Dr.  Maurice  J.  Dattelbaum,  Brooklyn 
Dr.  Peter  J.  Di  Natale,  Batavia 
Dr.  Andrew  A.  Eggston,  Mount  Vernon 
Dr.  Joseph  P.  Henry,  Rochester 
Dr.  J.  Stanley  Kenney,  New  York  City 
Dr.  George  W.  Kosmak,  New  York  City 
Dr.  John  J.  Masterson,  Brooklyn 
Dr.  Thomas  A.  McGoldrick,  Brooklyn 
Dr.  Peter  M.  Murray,  New  York  City 
Dr.  Edward  T.  Wentworth,  Rochester 
Dr.  A.  H.  Aaron,  Buffalo 
Dr.  Samuel  B.  Burk,  New  York  City 
Dr.  Eugene  H.  Coon,  Hempstead 
Dr.  Thomas  M.  d’Angelo,  Flushing 
Dr.  Elton  R.  Dickson,  Binghamton 
Dr.  John  L.  Edwards,  Hudson 
Dr.  Joseph  A.  Geis,  Lake  Placid 
Dr.  Dan  Mellen,  Rome 
Dr.  Guy  S.  Philbrick,  Niagara  Falls 
Dr.  Scott  Lord  Smith,  Poughkeepsie 
Dr.  Ezra  Wolff,  Forest  Hills 


* Owing  to  Dr.  James  F.  Rooney’s  untimely  demise,  a mailed  ballot  of  your  Nominating  Committee  has 
unanimously  selected  Dr.  John  J.  Masterson  as  a candidate  for  the  unexpired  term. 


REPORTS  OF  THE  DISTRICT  BRANCHES 


FIRST  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  First  District  Branch  has  not  met  during 
the  past  year.  Our  proposed  constitution  and  by- 
1 laws  have  been  submitted  to  the  Council,  and  are 
under  discussion. 

Respectfully  submitted, 

William  Crawford  White,  M.D.,  President 

SECOND  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Second  District  Branch 
of  the  Medical  Society  of  the  State  of  New  York 
was  held  at  the  Garden  City  Hotel,  Garden  City, 
on  Wednesday,  November  1,  1950,  beginning  at 
2:30  p.m.  with  registration.  There  were  present 
119,  of  which  106  were  from  the  district. 

The  scientific  program  began  at  3 p.m.  with  a talk 
by  Dr.  Charles  A.  Ragan,  assistant  professor  of 
medicine,  College  of  Physicians  and  Surgeons, 
Columbia  University,  New  York  City,  on  “The 
Clincal  Aspects  of  the  Use  of  Cortisone,  ACTH, 
and  Other  Steroids  in  Rheumatic  Disease.”  This 
was  followed  by  a talk  by  Dr.  Alvin  Barach,  attend- 
ing physician,  Presbyterian  Hospital,  New  York 
City,  on  “Recent  Advances  in  the  Treatment  of 
Diseases  of  the  Lung  with  the  Newer  Drugs.” 

Both  talks  were  followed  by  question  periods, 
and  the  members  and  guests  were  most  enthusiastic 
about  the  timely  presentations  of  the  speakers. 

The  business  session  was  held  at  5:30  p.m.  The 
following  officers  were  elected : Dr.  Austin  B.  John- 
son, Cedarhurst,  president;  Dr.  George  P.  Berg- 
mann,  Mattituck,  first  vice-president;  Dr.  Leo  T. 
Flood,  Hempstead,  second  vice-president;  Dr. 
William  R.  Carman,  Islip,  secretary,  and  Dr. 
Irving  Drabkin,  Rockville  Centre,  treasurer. 

A cocktail  party  preceded  the  dinner,  which  was 
held  in  the  Palm  Room  of  the  Garden  City  Hotel. 
The  principal  speaker  at  the  dinner  was  Dr.  Carlton 
E.  Wertz  of  Buffalo,  president  of  the  State  Medical 
Society.  He  delivered  an  address  in  which  he 
called  attention  to  the  duties  and  obligations  of  the 
medical  profession  during  the  national  emergency, 
in  which  we  must  provide  not  only  the  best  of 
medical  care  to  all  our  civilian  population  but  also 
sufficient  doctors  for  our  armed  forces.  He  also 
stressed  the  importance  of  the  reactivation  of  the 
various  district  branches  and  urged  the  continuance 
of  postgraduate  medical  education  throughout  the 
year. 

Mrs.  Michael  M.  Schultz,  vice-president  of  the 
Woman’s  Auxiliary  to  the  State  Medical  Society, 
talked  about  the  functions  of  the  Auxiliary,  stressed 
the  importance  of  a full  membership  of  the  wives 
of  the  members  of  the  county  medical  society,  and 
pointed  out  that  the  Auxiliary  was  responsible, 
in  part,  for  bringing  the  doctors  to  the  meeting. 

Respectfully  submitted, 

Charles  C.  Murphy,  M.D.,  President 


THIRD  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

A meeting  of  the  officers  and  presidents  or  other 
representatives  of  each  component  medical  society 
in  the  district  was  held  on  Thursday  evening,  May 
25,  1950,  at  the  Governor  Clinton  Hotel,  Kingston. 
Dr.  Robert  Hannon,  executive  officer  of  the  Medical 
Society  of  the  State  of  New  York,  and  Dr.  Frederic 
W.  Holcomb,  immediate  past-president  of  the  dis- 
trict branch,  were  also  present  at  the  meeting.  At 
this  time  arrangements  were  made  to  hold  the 
annual  meeting  on  Thursday,  September  28,  1950, 
in  Columbia  County,  at  Hudson. 

The  forty-fourth  annual  meeting  was  held  at  the 
General  Worth  Hotel  in  Hudson  and  was  divided 
into  two  main  sessions.  The  morning  session 
started  at  10:20  a.m.,  when  registration  was  com- 
pleted. The  opening  talk  was  given  by  Mr.  Law- 
rence Grimes,  representing  the  New  York  State 
High  School  Athletic  Protection  Plan,  who  delivered 
a talk  on  “The  Role  of  the  Physician  in  High  School 
Athletic  Injuries.”  Following  a discussion,  Mr. 
George  P.  Farrell,  director  of  the  Bureau  of  Medical 
Care  Insurance  for  the  Medical  Society  of  the  State 
of  New  York,  gave  a short  talk  and  statistical 
report  on  voluntary  health  insurance  plans  ap- 
proved by  the  State  Medical  Society.  This  was 
followed  by  clinical  presentations  at  which  time 
various  members  of  the  staff  of  the  Columbia 
Memorial  Hospital  presented  a group  of  interesting 
cases.  The  participants  were  as  follows:  Dr. 

Ralph  Spencer,  Hudson,  “Inferior  Vena  Cava 
Ligation”;  Dr.  L.  M.  Niesen,  Hudson,  “Trichino- 
sis,” discussed  by  Dr.  V.  N.  Tompkins;  Dr.  C.  B. 
Esselstyn,  Hudson,  “A  Rare  Familial  Disease  of 
the  Foot,”  and  Dr.  L.  J.  Early,  Hudson,  “Botu- 
lism,” discussed  by  Dr.  Robert  T.  Beebe.  This 
excellent  clinical  program  was  very  well  received, 
and  the  participants  deserve  commendation  for 
their  fine  presentations. 

A short  business  meeting  was  then  held,  at  which 
time  the  slate  of  officers  presented  by  the  chairman 
of  the  Nominating  Committee,  Dr.  John  L.  Ed- 
wards of  Hudson,  was  unanimously  elected.  They 
are  as  follows:  Dr.  William  C.  Rausch,  Albany, 

president;  Dr.  John  H.  Wadsworth,  Cobleskill, 
first  vice-president;  Dr.  Ranald  E.  Mussey,  Troy, 
second  vice-president;  Dr.  Roger  C.  Bliss,  Hudson, 
secretary,  and  Dr.  William  M.  Rapp,  Catskill, 
treasurer. 

A recess  was  called  for  approximately  forty  min- 
utes while  the  dining  room  was  being  prepared  for 
the  luncheon  session.  During  this  interval  many 
of  those  present  were  able  to  visit  with  one  another. 
During  the  luncheon,  the  various  officers  of  the 
State  Society  and  guests  were  introduced  by  the 
chairman.  Among  those  present  were  Dr.  W.  P. 
Anderton,  secretary  of  the  State  Society,  who  said 
grace  before  dinner  and  was  duly  appointed  Minister 
of  Good  Health  for  all  future  district  meetings; 
Dr.  J.  Stanley  Kenney,  president-elect  of  the  State 
Society;  Dr.  Frederic  W.  Holcomb,  vice-speaker 
of  the  House  of  Delegates,  whom  we  were  all  glad 
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to  see  on  the  way  to  recovery  from  a recent  serious 
illness;  Dr.  Denver  M.  Vickers,  a member  of  the 
Council;  Dr.  Laurance  D.  Red  way,  assistant  editor 
of  the  New  York  State  Journal  of  Medicine; 
Mrs.  Mabel  Pohlman,  past-president  of  the  Wo- 
man’s Auxiliary  and  now  high  in  the  Council  of 
the  national  Woman’s  Auxiliary.  Excellent  ad- 
dresses were  delivered  by  the  President,  Dr.  Carlton 
E.  Wertz,  and  by  Mrs.  Hugh  G.  Henry,  president 
of  the  Woman’s  Auxiliary  of  the  State  of  New  York. 

The  scientific  session  which  followed  was  really 
a treat.  This  district  heard  three  of  the  finest 
clinical  presentations  ever  given  at  a district 
meeting.  It  can  be  stated  here  that  not  a single 
individual  left  the  room  until  the  session  was  com- 
pletely over  at  5:15  p.m.  The  presentations  were 
so  thorough  and  interesting  that  the  speakers  and 
the  discussants  were  able  to  keep  the  attention  of  the 
audience  throughout  the  entire  afternoon.  All  of 
the  papers  presented  are  highly  commended  and, 
if  possible,  should  be  repeated  at  the  county  society 
level.  The  following  papers  were  presented: 
“Pneumoperitoneum  in  the  Treatment  of  Pulmo- 
nary Tuberculosis,”  by  Dr.  Isadore  D.  Bobrowitz, 
medical  superintendent  of  the  Municipal  Sana- 
torium, Otisville,  and  assistant  professor  of  medicine 
at  New  York  Medical  College,  discussion  opened  by 
Dr.  G.  Emerson  Learn,  roentgenologist,  Mount 
Morris  Tuberculosis  Hospital,  Mount  Morris; 
“The  Early  Diagnosis  of  Carcinoma  of  the  Gastro- 
intestinal Tract,”  by  Dr.  D.  Dexter  Davis,  attend- 
ing surgeon,  Putnam  Memorial  Hospital,  Benning- 
ton, Vermont,  discussion  opened  by  Dr.  John  L. 
Edwards,  surgeon,  Columbia  Memorial  Hospital, 
Hudson;  and  “The  Use  of  Cortisone,  ACTH,  and 
Other  Steroids  in  Rheumatic  Diseases,”  by  Dr. 
Joseph  J.  Bunim,  Brooklyn,  associate  professor  of 
clinical  medicine,  New  York  University  College  of 
Medicine,  discussion  opened  by  Dr.  Richard  T. 
Beebe,  professor  of  medicine  and  director  of  the 
department,  Albany  Medical  College,  and  physi- 
cian-in-chief, Albany  Hospital. 

The  Woman’s  Auxiliary  likewise  had  excellent 
morning  and  afternoon  sessions  that  were  very  well 
attended.  Our  district  organization  is  certainly 
doing  a splendid  job,  and  we  are  particularly  pleased 
that  the  State  President  of  the  Auxiliary,  Mrs. 
Hugh  G.  Henry,  is  from  the  Third  District. 

Your  president  wishes  to  take  this  opportunity 
to  thank  his  officers  for  the  help  which  they  gave 
him  during  the  past  two  years  in  arranging  these 
meetings.  Dr.  Robert  R.  Hannon,  executive 
officer  of  the  State  Society,  again  gave  most  in- 
valuable aid  in  preparing  arrangements  before  the 
meeting  and,  as  usual,  in  doing  his  fine  job  at  the 
meeting.  The  local  committee,  headed  by  Drs. 
John  L.  Edwards  and  Roger  Bliss,  were  most  co- 
operative and  helpful.  Mention  must  be  made  of 
the  fact  that  this  was  the  best  attended  Third 
District  Branch  meeting  in  years. 

Respectfully  submitted, 

Harry  Golembe,  M.D.,  President 

FOURTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Fourth  District  Branch 
was  held  in  Cambridge  on  September  27,  1950. 

Arrangements  were  in  charge  of  Drs.  Newton 
Krumdieck,  Clayton  Oestreicher,  and  Charles  H. 
Cole.  To  these  men  we  are  thankful  for  the 
smoothness  with  which  the  meeting  was  handled. 


There  was  a meeting  of  the  executive  committee, 
together  with  the  secretaries  of  the  component 
county  societies,  held  at  11  a.m.  This  was  an 
enthusiastic  meeting  and  promised  well  for  the 
future  of  the  Branch.  Considerable  discussion  on 
how  to  make  the  Branch  more  useful  was  had.  In 
fact,  time  flew  so  fast  that  the  meeting  did  not 
adjourn  until  1:45  p.m.,  which  necessitated  starting 
the  general  meeting  three  quarters  of  an  hour  late. 

In  the  afternoon  session  Dr.  Howard  H.  Romack 
read  a paper  on  “A  Clinical  Review  of  300  Gall 
Bladder  Operations.”  Dr.  Paul  A.  Bonn  addressed 
the  society  on  “Recent  Advances  in  Antibacterial 
Therapy.” 

The  Honorable  L.  Judson  Morhouse,  assembly- 
man  from  Essex  County,  spoke  on  “What  a Physi- 
cian Should  Know  About  Legislation.”  He  shocked 
the  physicians  present  by  a frank  discussion  on  the 
laxity  of  the  physician  in  his  duties  as  a citizen. 

In  the  evening  after  dinner  Dr.  John  R.  Mc- 
Elroy  spoke  on  the  differences  between  the  old- 
time  and  the  present  physician. 

President-elect  J.  Stanley  Kenney  then  addressed 
the  group  in  a very  inspiring  talk. 

The  meeting  was  closed  with  an  address  by  Mrs. 
Hugh  G.  Henry,  president  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New  York. 

Also  attending  the  meeting  from  the  Auxiliary 
were  Mrs.  Harold  B.  Johnson,  president-elect; 
Mrs.  M.  M.  Schultz,  second  vice-president  in 
charge  of  organization,  and  Mrs.  Albert  Grussner, 
councillor  of  the  Fourth  District. 

The  attendance  by  counties  was  as  follows: 
Clinton  2,  Essex  3,  Franklin  2,  Fulton  1,  Mont- 
gomery 4,  Saratoga  8,  Schenectady  6,  Warren  4,  and 
Washington  15. 

Later  in  the  fall  the  Branch  gave  its  support  to 
Dr.  Rooney’s  Advisory  Committee  to  Selective 
Service.  The  Branch  subcommittee  consisted  of 
Drs.  Charles  F.  Rourke,  Byron  C.  Tillotson,  and 
Joseph  A.  Geis. 

Respectfully  submitted, 

Joseph  A.  Geis,  M.D.,  President 


FIFTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  forty-fourth  annual  meeting  of  the  Fifth 
District  Branch  was  held  on  September  5,  1950,  at 
the  College  of  Medicine,  State  University  of  New 
York  Medical  Center  at  Syracuse  University, 
Syracuse. 

The  morning  sessions  of  the  meeting  featured 
medical  and  surgical  clinics  held  at  the  College  of 
Medicine.  Dr.  Paul  A.  Bunn  presided  over  the 
medical  clinic  which  featured  the  following  speakers 
and  their  topics: 

“Purpura  in  Pregnancy  and  in  the  Newborn,” 
Dr.  Richard  Greene,  Dr.  William  Waters,  and  Dr. 
Eugene  Lozner;  “Cardiac  Arrhythmias,”  Dr. 
John  L.  Ayer;  “Status  Asthmaticus,”  Dr.  William 
Woodin,  and  “Oral  Penicillin,”  Dr.  Charles  Adair 
and  Dr.  Paul  A.  Bunn. 

Dr.  Arthur  Raffl  presided  over  the  surgical  clinic 
with  the  following  lectures: 

“The  Bone  Bank,”  Dr.  Horton  L.  Murray; 
“Acute  Pancreatitis,”  Dr.  William  J.  Michaels; 
“The  Management  of  Acute  Bleeding  Peptic 
Ulcer,”  Dr.  Robert  O.  Gregg,  and  “The  Tumor 
Clinic,”  Dr.  Walter  Wiggins. 

Following  a buffet  luncheon  on  the  lawn,  the 
afternoon  session  got  under  way  at  2 p.m.  with  Dr. 
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Wardner  D.  Ayer,  president  of  the  Fifth  District 
Branch,  presiding.  Greetings  were  extended  to  the 
physicians  in  attendance  by  Dr.  Carlton  F.  Potter, 
president  of  the  Onondaga  County  Medical  Society, 
and  Dr.  Herman  G.  Weiskotten,  dean  of  the  College 
1 I of  Medicine. 

Drs.  Richard  H.  Lyons,  Richard  S.  Farr,  and 
Harold  H.  Joy  presented  a panel  discussion  on 
European  medicine.  A lecture  on  “Facts  and 
Fancies  in  the  Treatment  of  Psychoses”  was  given 
by  Dr.  Robert  C.  Hunt,  director  of  the  St.  Lawrence 
State  Hospital,  Ogdensburg.  Dr.  John  F.  Kelley, 
chairman  of  the  State  Society’s  Malpractice  Insur- 
ance and  Defense  Board,  spoke  on  “Abuses  of  the 
Compensation  Law.” 

The  featured  speaker  of  the  afternoon  session  was 
Dr.  Isidore  Snapper,  physician-in-chief  of  medical 
education  at  Mount  Sinai  Hospital  and  clinical 
professor  of  medicine,  Columbia  University  College 
of  Physicians  and  Surgeons.  His  topic,  “The 
Shibboleth  of  Modern  Treatment,”  was  enthusiasti- 
cally received.  A case  report,  “Patent  Ductus 
Arteriosus,”  was  presented  by  Dr.  Walter  F. 
Bugden. 

Dr.  Frank  H.  Lahey,  chief  of  the  Lahey  Clinic, 
Boston,  Massachusetts,  was  the  principal  speaker 
at  the  dinner  meeting  of  the  Fifth  District  Branch 
at  the  Hotel  Syracuse.  Dr.  Lahey’s  topic  was 
“Some  of  the  Advances  of  Surgery  Today.”  Other 
speakers  at  the  dinner  session  were  Dr.  Carlton  E. 
Wertz,  president  of  the  Medical  Society  of  the  State 
of  New  York,  and  Mrs.  Hugh  G.  Henry,  president 
of  the  Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York. 

Respectfully  submitted, 

Wardner  D.  Ayer,  M.D.,  President 

SIXTH  DISTRICT  BRANCH 

To  the  Hernse  of  Delegates,  Gentlemen: 

The  Sixth  District  Branch  of  the  Medical  Society 
of  the  State  of  New  York  has  had  a very  active 

1 year. 

To  begin  with,  most  of  the  delegates  from  the 
district  to  the  State  convention  in  May  got  together 
and  talked  of  a district  organization.  In  early 
June,  when  Dr.  Robert  Hannon  met  with  the  dis- 
trict officers  and  the  presidents  of  the  component 
county  societies  to  plan  the  annual  meeting,  a dis- 
trict organization  was  further  discussed.  At  that 
time  it  was  decided  to  develop  recommendations  to 
be  presented  to  the  annual  meeting  of  the  district 
branch.  To  this  end,  a meeting  was  held  at 
Oneonta  in  July  to  which  the  district  officers,  the 
presidents  and  secretaries,  and/or  delegates  to  the 
State  convention  were  invited. 

About  thirty  members  were  present  and,  al- 
though nothing  definite  was  done,  the  thinking  at 
that  time  pointed  toward  an  executive  secretary 
and  a business  bureau. 

A second  meeting  was  held  at  Binghamton  in 
August  at  which  time  Mr.  H.  F.  Wanvig,  the  mal- 
practice insurance  representative  of  the  State 
Society,  and  Mr.  William  Martin,  legal  counsel  of 
the  Medical  Society  of  the  State  of  New  York, 
were  present  and  discussed  the  need  of  grievance  or 
mediation  committees  and  their  bearing  on  mal- 
practice suits.  Mr.  F.  H.  Clark,  director  of  the 
Health  and  Credit  Association  of  Elmira,  outlined 
their  organization. 

A third  meeting  was  held  in  Binghamton  at  which 
time  a small  group  drafted  the  following  recom- 
mendations : 


It  is  recommended  that  the  Sixth  District 
Branch  of  the  Medical  Society  of  the  State  of 
New  York  organize  to  furnish  various  services  to 
the  component  county  societies  in  an  effort  to 
improve  public  relations  in  the  district.  It  is 
felt  that  these  services  can  best  be  provided  by 
the  establishment  of  the  following: 

1.  A full-time  salaried  executive  secretary 
provided  with  adequate  office  facilities,  travel 
expenses,  and  supplies  to  supervise  the  over-all 
program. 

2.  An  investigating  and  collecting  agency 
supervised  by  a committee  of  doctors  with 
branches  conveniently  located  throughout  the 
district  which  shall  function  to  collect  fees  and  to 
investigate  the  economic  circumstances  of  cases 
referred  to  it. 

The  committee  suggests  for  this  purpose  that 
the  district  begin  with  three  or  four  branch 
offices  perhaps  to  be  located  in  Elmira,  Bing- 
hamton, and  Oneonta. 

3.  A district  grievance  committee  composed  of 
one  member  from  each  county  in  the  district  to 
stand  behind  the  individual  county  grievance 
committees  and  act  as  an  appeal  board  for  the 
latter. 

4.  A bulletin  published  at  regular  intervals  to 
acquaint  the  members  of  the  district  with  the 
problems  of  the  district. 

5.  An  organized  effort  to  standardize  the 
economics  of  the  treatment  of  welfare  patients 
in  the  various  counties  of  the  district. 

To  properly  implement  and  conduct  this  pro- 
gram, the  committee  further  recommends  that 
each  county  society  should: 

1.  Establish  an  emergency  medical  service. 

2.  Establish  a county  grievance  committee 
and  appoint  one  member  to  the  district  grievance 
committee. 

3.  Raise  the  sum  of  $15,000  to  initiate  this 
program  and  carry  on  the  first  year  of  its  ac- 
tivities. 

A fourth  meeting  was  held  on  the  morning  of 
October  4 at  Ithaca,  and  these  recommendations 
were  presented  to  representatives  of  all  the  county 
societies  and  were  fully  discussed  and  approved. 

The  regular  meeting  of  the  Sixth  District  Branch 
convened  at  2:30  p.m.,  October  4,  1950,  in  the 
Statler  Club  at  Ithaca.  The  scientific  program 
consisted  of  two  papers:  Dr.  William  T.  Foley, 

instructor  in  medicine  at  Cornell  University 
Medical  College  and  acting  chief  of  the  Vascular 
Clinic,  New  York  Hospital,  on  “Recent  Advances  in 
the  Treatment  of  Peripheral  Vascular  Disease,”  and 
Dr.  Francis  E.  McDonough,  associate  in  gastro- 
enterology, Lahey  Clinic,  Boston,  Massachusetts,  on 
“Relation  of  Acute  and  Chronic  Relapsing  Pan- 
creatitis to  the  Obscure  Abdominal  Pain.” 

The  scientific  session  was  followed  by  a business 
meeting  at  which  time  the  recommendations  of  the 
executive  committee  were  presented.  There  was 
some  discussion  on  these  recommendations,  and 
they  were  approved  by  the  meeting. 

These  recommendations  have  been  presented  to 
the  individual  county  societies  and  at  the  date  of 
this  writing  have  been  approved  in  principle  by 
seven  of  the  nine  counties. 

Following  the  business  meeting  there  was  a social 
hour  and  dinner.  The  ladies  of  the  district  joined 
the  members  at  both  of  these  activities.  Mr.  Reed 
P.  Dawson,  legal  counsel  of  the  Medical  Society  of 
the  County  of  New  York,  was  the  after-dinner 
speaker,  on  the  topic,  “The  Doctor  Citizen.” 
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We  were  honored  by  the  presence  of  Dr.  Carlton 
E.  Wertz,  president  of  the  Medical  Society  of  the 
State  of  New  York;  Dr.  J.  Stanley  Kenney,  presi- 
dent-elect of  the  Medical  Society  of  the  State  of 
New  York,  and  Mrs.  Hugh  Henry,  president  of 
the  Woman’s  Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York,  all  of  whom  addressed  the 
meeting  at  dinner.  The  meeting  adjourned  at 
10:30  p.m. 

The  Sixth  District  Branch  is  greatly  indebted  to 
the  Committee  on  Local  Arrangements  of  the 
Medical  Society  of  the  County  of  Tompkins  for  the 
excellent  job  they  did  in  arranging  the  meeting. 
This  committee  consisted  of  Dr.  C.  Stewart  Wal- 
lace, president  of  the  Medical  Society  of  the  County 
of  Tompkins,  Dr.  Leo  Larkin,  and  Mrs.  C.  Douglas 
Darling,  president  of  the  Woman’s  Auxiliary  of  the 
Tompkins  County  Medical  Society. 

Respectfully  submitted, 

Norman  C.  Lyster,  M.D.,  Presiden 

SEVENTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  eight  component  counties  of  the  Seventh 
District  Branch  (Cayuga,  Livingston,  Monroe, 
Ontario,  Seneca,  Steuben,  Wayne,  and  Yates)  have 
during  the  past  year  shown  a continued  interest 
and  enthusiasm  for  the  plan  of  cooperation  and 
pooling  of  resources  in  order  that  these  county 
societies  can  cooperate  in  initiating  plans  for  better 
medical  service  to  their  respective  communities. 

This  district  has  employed  Mr.  Carl  T.  Weber  as 
executive  secretary.  The  assessments  of  the  com- 
ponent county  societies  have  been  collected  and 
forwarded  to  our  treasurer,  Dr.  E.  H.  Wood,  of 
Auburn.  An  advisory  committee  meeting  was  held 
at  Canandaigua,  New  York,  in  August,  1950,  at 
which  our  vice-president,  Dr.  Samuel  Mumford, 
of  Clifton  Springs,  presided.  At  this  meeting  the 
program  committee  reported  plans  for  the  forty- 
fourth  annual  meeting  to  be  held  at  Clifton  Springs 
on  September  14,  1950. 

The  annual  scientific  meeting  was  held  at  Clifton 
Springs  on  September  14,  1950,  in  conjunction  with 
the  centennial  anniversary  of  the  Sanatorium. 
This  meeting  had  an  attendance  of  167. 

The  program  began  at  1:30  p.m.,  in  the  local 
movie  theater,  with  a paper  by  Dr.  Hobart  A. 
Reimann,  professor  of  medicine  at  Jefferson  Medical 
College,  Philadelphia,  on  “The  Pneumonias.” 
This  was  followed  by  a discussion  of  “Neuro- 
psychiatric Problems  of  the  Older  Age  Group,” 
by  Dr.  David  C.  Wilson,  professor  of  psychiatry 
and  neurology,  University  of  Virginia  Medical 
School,  and  of  “Identification  and  Prevention  of 
Influenza,”  by  Dr.  Thomas  Francis,  Jr.,  chair- 
man of  the  Department  of  Epidemiology,  Univer- 
sity of  Michigan  Medical  School. 

After  a brief  intermission,  Dr.  Philip  Thorek, 
assistant  professor  of  surgery.  University  of  Illinois 
Medical  School,  spoke  on  “Differential  Diagnosis  of 
Acute  Abdomen,”  and  Dr.  Grover  C.  Penberthy, 
professor  of  clinical  surgery,  Wayne  University 
College  of  Medicine,  concluded  the  session  with 
a paper  on  “Surgical  Problems  of  the  Abdomen  in 
the  Newborn  and  Infant.” 

There  was  no  business  meeting.  Dinner  was 
served  at  7:00  p.m.  at  the  Sanatorium  dining  room 
at  which  the  visiting  officers  of  the  Medical  Society 
of  the  State  of  New  York  were  introduced.  Ad- 


dresses were  given  by  Dr.  Carlton  E.  Wertz, 
president;  Dr.  J.  Stanley  Kenney,  president-elect, 
and  Mrs.  Hugh  G.  Henry,  president  of  the  Woman’s 
Auxiliary. 

Each  of  the  speakers  reiterated  the  dire  necessity 
of  all  medical  men  and  their  families  and  friends  to 
make  their  wishes  concerning  compulsory  health 
insurance  felt  by  intelligent  expression  at  the  polls 
during  the  fall  elections.  With  an  unusually  suc- 
cessful annual  meeting  devoted  exclusively  to  a 
scientific  program  and  a clinical  session  developed 
around  the  Clifton  Springs  centennial  concluded, 
no  further  activity  was  planned  for  the  balance  of 
the  year  1950. 

Early  in  January,  however,  plans  got  under  way 
to  bring  the  Advisory  Council  together  to  discuss 
the  1951  program  for  the  district.  At  a meeting 
in  the  Hotel  Canandaigua,  on  Tuesday  evening, 
January  23,  1951,  these  plans  were  put  before  the 
Council  for  recommendations  toward  constructive 
action  by  the  component  societies  of  the  Seventh 
District. 

The  meeting  was  called  to  order  by  the  president 
of  the  Seventh  District  Branch,  Dr.  George  H. 
Gage,  at  8:30  p.m.  In  attendance  were:  Drs. 

E.  J.  Stevers,  F.  L.  Okoniewski,  E.  S.  Platt,  B. 
Riemer,  Irving  M.  Derby,  E.  A.  Sanders,  B.  S. 
Strait,  C.  Parnall,  Jr.,  J.  A.  Lane,  T.  D.  Stapleton, 
Henry  B.  Abbot,  Everet  H.  Wood,  and  Mr.  Carl 
T.  Weber,  executive  secretary. 

The  minutes  of  the  last  meeting  were  read  by  the 
executive  secretary  in  the  absence  of  the  secretary 
and  were  accepted  as  read  with  the  following  ad- 
dition: “that  the  budget  as  adopted  in  the  first 

meeting  of  the  District  Advisory  Council  on  January 
1,  1950,  and  later  reviewed  at  the  August  17,  1950 
meeting,  be  approved.” 

Financial  Information — The  treasurer,  Dr.  E.  E. 
Wood,  presented  his  report  as  of  January  1,  and 
indicated  that  there  was  now  a balance  of  $213  in 
the  treasury  and  that  every  component  society  of 
the  district  had  paid  its  dues  completely  with  the 
exception  of  Ontario  County.  The  president  of 
that  county,  being  in  attendance,  advised  the  coun- 
cil that  this  matter  would  be  rectified  very  shortly. 

The  question  of  the  $300  due  to  the  Monroe 
County  Society  for  its  services  was  brought  to  the  ■ 
floor  by  the  executive  secretary  as  a result  of  an 
exchange  of  letters  between  himself  and  the  treas-  - 
urer.  The  gist  of  the  matter  was  that  no  accounting 
had  been  made  by  the  executive  secretary  on  the 
premise  that  the  $300  was  considered  in  the  original 
budget  as  being  the  amount  due  for  a year  of 
services  to  the  district.  The  treasurer,  on  the  other 
hand,  felt  that  the  expense  incurred  to  December 
31,  1950,  should  be  authenticated  by  some  type  of 
voucher  system.  After  discussion  it  was  decided 
that  henceforth  a voucher  system  of  all  expenses 
incurred  by  the  Monroe  County  Medical  Society 
in  connection  with  services  and  materials  rendered 
and  purchased  for  the  Seventh  District  be  properly 
set  up  on  its  books  so  that  all  charges  may  be 
clearly  accounted  for  to  the  satisfaction  of  any 
auditor  who  examines  the  books. 

Also,  because  of  the  present  financial  status  of  the 
district  council,  it  was  agreed  that,  for  the  year 
1950,  the  compromise  amount  of  $150  would  be 
acceptable  to  the  Monroe  County  Medical  Society. 
The  treasurer  was  to  receive  a bill  for  that  amount, 
indicating  that  it  was  for  services  rendered  in  1950. 

The  matter  of  the  executive  secretary’s  salary  was 
discussed,  and  it  was  thought  to  be  fair  and  equi- 
table to  divide  the  salary  for  the  year  1950  between 
the  present  incumbent,  Mr.  Weber,  and  his  prede- 
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cessor,  Miss  Guntert.  In  view  of  the  fact  that 
the  funds  have  been  forwarded  to  the  Monroe 
County  Medical  Society,  such  checks  wall  be 
written  on  their  account  to  the  persons  involved. 

New  Business — According  to  the  announcement 
letter  of  January  10,  the  following  subjects  were 
discussed : 

(1)  The  formation  of  a tri-county  group  in  the 
southernmost  extremity  of  the  district,  involving 
counties  outside  of  the  district.  It  was  learned 
that  Steuben  County  was  giving  very  definite  con- 
sideration to  the  hiring  of  an  executive  secretary  in 
conjunction  with  two  other  counties  outside  the 
Seventh  District,  with  the  express  purpose  of  having 
that  official,  in  addition  to  handling  the  normal 
county  society  correspondence,  also  handle  doctor 
billings  and  collections  at  a flat  rate  of  3 per  cent  of 
cash  receipts  by  the  participating  doctors. 

This  is  only  in  the  talking  stage  at  this  time  and, 
therefore,  the  executive  secretary  acquainted  the 
council  with  the  fact  that  such  service  is  available 
I through  the  Monroe  County  Medical  Society 
office  in  connection  with  its  Medical  Business  Bu- 
reau. It  was  agreed  at  this  point  that  the  executive 
secretary  should  prepare  a brochure  giving  facts 
about  the  expansion  of  the  Bureau’s  services. 

(2)  Better  Bulletin  liaison:  It  was  apparent  that 
questions  had  developed  as  to  the  serviceability 
and  readability  of  the  Bulletin  of  the  Medical 
Society  of  the  County  of  Monroe  as  far  as  the 
component  societies  of  the  Seventh  District  outside 
of  the  County  of  Monroe  are  concerned.  It  was 
brought  to  the  attention  of  the  council  that  the 
Bulletin  organization  had  been  changed  so  that 
each  component  society  would  benefit  more  in  the 
way  of  news  items,  providing  each  society  took  the 
responsibility  upon  itself  to  forward  such  informa- 
tion to  the  Monroe  County  office.  The  executive 
secretary  was  instructed  to  send  an  explanatory 
letter  showing  the  news  channels  and  how  each  of 
the  societies  could  be  better  represented  in  the 
Bulletin.  In  the  letter,  the  secretary  was  also  in- 
structed to  ask  the  component  society  secretaries 
for  current  membership  lists,  current  officers,  and 
current  dues  structures. 

(3)  District  Grievance  Committee:  After  con- 
siderable discussion  of  the  ways  and  means  in  which 
each  of  the  county  societies  are  now  handling 
grievances,  it  was  moved  and  carried  that,  in  an 
effort  to  better  the  public  relations  of  the  entire 
district,  the  president  of  the  council  appoint  three 
of  the  members  anonymously  to  be  called  the  Sev- 
enth District  Grievance  Committee  to  act  in  an 
advisory  capacity  in  the  component  societies  of 
the  district  when  called  upon  to  do  so  by  any  one 
of  the  component  societies. 

(4)  Compensation  changes:  Dr.  Lane,  president 
of  the  Monroe  County  Medical  Society  and  chair- 
man of  its  Workmen’s  Compensation  Committee, 
discussed  some  of  the  problems  connected  with 
compensation  which  are  subject  to  varied  inter- 
pretations throughout  the  State.  He  suggested 
that  better  understanding  be  strived  for  between 
the  carriers,  the  doctors,  Miss  Mary  Donlon’s 
office,  and  Dr.  Kaliski’s  office  in  the  State  Society, 
to  work  out  the  intricate  problems  as  they  pertain 
to  all  areas  and  individual  doctors. 

(5)  Civilian  defense:  It  was  thought  advisable 
that  the  Seventh  District  Council  not  enter  into 
civilian  defense  officially  as  the  State  planning  in 
this  regard  is  adequate  to  the  immediate  situation. 

(6)  Emergency  service  as  rendered  in  Cayuga 
and  Monroe  Counties : Cayuga  County  has  a unique 
arrangement  in  their  services  of  a professional  tele- 


phone operator  who  is  familiar  with  all  the  doctors 
in  the  city  of  Auburn.  Their  service  is  limited  to 
that  area  of  the  county.  They  have  a highly  co- 
operative setup  worked  out  between  the  doctors  and 
the  police  officials,  and  they  have  devised  a stock 
set  of  questions  to  ask  people,  who  are  attempting 
to  make  emergency  calls,  to  thwart  cranks. 

As  far  as  Monroe  County  Medical  Society  is  con- 
cerned, the  panel  system  was  explained  and  the 
relationship  between  the  city  and  county  police 
departments  and  the  commercial  ambulance  service 
was  explained.  Other  counties  in  the  district  are 
handling  such  emergency  services  in  varying  degrees 
and  usually  through  the  centralized  hospital  in  their 
district,  on  a more  or  less  morally  compulsory 
basis  for  each  member  of  its  respective  society. 

It  was  the  consensus  of  opinion  that  the  major 
difficulty  with  emergency  services  at  the  present 
time  was  not  the  public,  but  the  doctors  themselves. 

(7)  The  final  discussion  was  concerning  the 
next  annual  meeting  place  of  the  Seventh  District 
and  the  next  meeting  of  the  Seventh  District 
council.  In  the  case  of  the  latter,  it  was  decided 
that  this  meeting  will  be  called  at  the  pleasure  of 
the  president  and  that  probably  it  might  be  held 
concurrently  with  the  State  Society  meeting  in 
Buffalo  in  early  spring.  It  was  thought  that  pos- 
sibly, in  the  case  of  the  annual  meeting,  the  officers 
of  the  branch  would  act  as  the  committee  to  arrange 
for  that  meeting.  Preliminary  discussions  got 
under  way  for  the  promotion  of  the  45th  annual 
meeting  of  the  district,  and  it  was  decided  that  the 
next  meeting  in  this  regard,  as  well  as  other  matters 
which  might  be  of  interest  to  the  Seventh  District, 
will  be  called  at  the  pleasure  of  the  president. 

Meeting  was  adjourned  at  10:10  p.m. 

Respectfully  submitted, 

George  H.  Gage,  M.D.,  President 


EIGHTH  DISTRICT  BRANCH 


To  the  House  of  Delegates,  Gentlemen: 

The  year  1950  marked  another  milestone  in  the 
progress  of  the  Eighth  District  Branch  of  the 
Medical  Society  of  the  State  of  New  York.  It  was 
a year  of  significant  advances  in  usefulness  and 
service  both  to  the  public  and  the  medical  profession. 
It  was  also  a year  which  saw  our  special  district 
groups,  the  four-year-old  Advisory  Council  of 
presidents  and  secretaries  of  medical  societies  of 
the  Eighth  District  and  the  three-year-old  Central 
Conference  Committee  on  Workmen’s  Compensa- 
tion Problems  of  the  Eighth  District,  increase  in 
strength  and  prestige  as  agencies  for  the  safeguard- 
ing of  medicine’s  interests  and  for  the  promotion 
of  district-wide  unity. 

Outstanding  in  the  year’s  developments  were  the 
establishment  of  a sound  financial  plan  for  the 
Eighth  District  Branch,  designed  to  provide  funds 
for  the  improvement  of  programs  at  annual  branch 
meetings  and  for  the  upbuilding  and  strengthening 
of  branch  work  generally  and,  secondly,  the  drafting 
of  a revised,  recodified,  and  modernized  constitution 
and  bylaws  for  the  branch  which  well  could  serve  as 
a model  for  other  branches. 

First  steps  toward  the  accomplishment  of  the 
aforementioned  goals  were  taken  at  a special  meet- 
ing of  the  Advisory  Council  on  January  19,  1950, 
in  Buffalo.  On  that  occasion  the  council:  (1) 

approved  a financial  plan  calling  for  the  contribution 
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annually  from  the  treasury  of  each  component 
county  society  of  a sum  equivalent  to  the  active 
membership  of  each  society  multiplied  by  $1.00, 
and  (2)  approved  the  appointment  by  the  retiring 
president,  Dr.  Robert  C.  Peale  of  Olean,  of  a 
special  committee  of  five  to  revise  the  constitution 
and  bylaws. 

Taken  back  to  the  component  county  societies 
for  consideration  and  action,  this  financial  plan 
was  endorsed  by  all  eight  societies,  and  some  actual 
society  contributions  began  late  in  the  fall.  By 
early  1951  this  program  should  be  in  full  swing. 
The  Erie  County  Medical  Society  voted  not  only 
to  make  a substantial  annual  contribution  but  very 
generously  tendered  the  use  of  its  offices  and  the 
services  of  its  staff  to  assist  the  branch.  I desire 
at  this  point  to  acknowledge  the  cooperative  aid 
received  from  Messrs.  Harold  P.  Jarvis  and  Joseph 
J.  Guariglia,  executive  officer  and  counsel,  respec- 
tively, of  the  Erie  County  Society. 

The  revised  constitution  and  bylaws  were  sub- 
mitted in  August  to  the  Council  of  the  State  Medical 
Society,  which  approved  the  same  with  several  minor 
changes.  The  new  bylaws,  among  other  things, 
made  the  advisory  council  and  central  conference 
committee  official  instead  of  auxiliary  agencies  of  the 
branch  organization  and  clearly  defined  their  mem- 
bership, powers,  and  duties.  The  new  bylaws  also 
established  the  financial  plan  of  the  branch  struc- 
ture. This  new  constitution  and  bylaws  had  its 
“first  reading”  at  the  annual  meeting  of  the  branch, 
October  5,  in  Buffalo.  They  were  laid  on  the  table 
until  the  1951  annual  meeting,  when  they  will  be 
adopted  to  take  effect. 

Pursuant  to  annual  custom,  the  advisory  council 
and  central  conference  committee  met  in  joint  mid- 
winter dinner  session  on  February  9,  1950,  in  Buf- 
falo to  consider  bills  pending  in  the  State  Legis- 
lature of  concern  or  interest  to  medicine.  Twenty- 
eight  Western  New  York  leaders  were  present. 
The  meeting  voted  to  support  or  oppose  a large 
number  of  bills.  Unleashing  a broadside  at  the 
Seelye-Noonan  Bill  to  legalize  the  chiropractic 
cult,  the  eight-county  conference  agreed  to  fight 
this  measure  vigorously. 

Shortly  after  the  1950  Annual  Convention  of  the 
State  Medical  Society,  Dr.  Robert  R.  Hannon, 
executive  officer  of  the  Medical  Society  of  the  State 
of  New  York,  convened  a dinner  meeting  of  the 
executive  committee  of  the  Eighth  District  Branch 
at  the  Hotel  Statler,  Buffalo,  on  June  13,  with  Dr. 
John  C.  Kinzly,  president,  presiding.  The  pur- 
pose of  this  meeting  was  to  agree  upon  the  place, 
date,  and  program  for  the  1950  annual  branch  meet- 
ing. A cordial  invitation  to  the  branch  to  hold  its 
annual  meeting  in  Buffalo  was  extended  by  Dr. 
Stephen  A.  Graczyk,  then  president,  in  behalf  of 
the  Medical  Society  of  the  County  of  Erie.  The 
invitation  was  accepted  unanimously,  and  there 
followed  agreement  on  October  5 as  the  date  at  the 
Hotel  Statler,  plus  a decision  again  to  adopt  the 
pattern  of  the  1948  and  1949  annual  meetings:  an 
afternoon  clinical  meeting  combined  with  a business 
session,  topped  off  by  an  evening  dinner  meeting 
with  one  or  more  topflight  speakers.  President 
Kinzly  appointed  Dr.  Henry  Wolcott  Ingham  of 
Jamestown  chairman  of  the  program  and  arrange- 
ments committee  and  gave  him  as  aides  Drs. 
William  J.  Orr  and  Harold  F.  R.  Brown  of  Buffalo. 

The  annual  meeting  was  preceded  by  a luncheon 
conference  of  the  advisory  council  and  central  con- 
ference committee  at  which  resolutions,  as  follows, 
were  unanimously  approved:  (a)  strongly  favoring 
and  urging  an  increase  in  the  fee  given  general 


practitioners  for  attendance  at  workmen’s  com- 
pensation hearings;  (6)  initiating  steps  to  clothe 
the  chairman  of  the  State  Workmen’s  Compensation 
Board  with  undisputed  power  to  discontinue  com- 
pensation medical  bureaus  denied  licenses  by  the 
Board. 

Thirty-odd  medical  leaders  attended,  and  Presi- 
dent Kinzly  presided  in  his  capacity  as  chairman  of 
the  advisory  council.  At  the  afternoon  business 
meeting  of  the  branch  these  resolutions  were 
approved. 

The  afternoon  scientific  program  included  Dr. 
Ernest  Perry  McCullagh  of  Cleveland,  Ohio, 
endocrinologist  at  the  Cleveland  Clinic,  Western 
Reserve  University,  “Observations  Following  Medi- 
cal Treatment  of  Hyperthyroidism”;  Dr.  Stewart 
H.  Clifford  of  Boston,  Massachusetts,  associate 
professor  of  pediatrics,  Harvard  Medical  School, 
“Problems  of  the  New  Born  Period”;  Dr.  Wallace 
Graham  of  Toronto,  Ontario,  “Observations  and 
Newer  Treatments  of  the  Arthritides.”  Discus- 
sions followed  all  presentations. 

The  Woman’s  Auxiliary  also  played  an  important 
role  in  the  program.  Under  the  direction  of  Mrs. 
Benjamin  Smallen,  president  of  the  Erie  County 
Woman’s  Auxiliary,  there  was  held  a conference  and 
panel  discussion  for  presidents  and  members  of 
the  auxiliaries  of  the  district.  The  auxiliaries  also 
feted  Mrs.  Hugh  G.  Henry,  president  of  the  Wom- 
an’s Auxiliary  to  the  State  Medical  Society,  at  a 
cocktail  party. 

The  dinner  meeting  was  for  members,  their  wives, 
and  guests.  The  branch  was  honored  by  the  pres- 
ence of  Dr.  Carlton  E.  Wertz,  president  of  the  State 
Medical  Society,  Dr.  J.  Stanley  Kenney,  president- 
elect of  the  State  Medical  Society,  other  State 
Society  officers,  and  Mrs.  Henry.  The  guest 
speaker  was  Dr.  John  R.  MacElroy  of  Jonesville, 
adjudged  the  Outstanding  General  Practitioner  for 
1949  by  the  Medical  Society  of  the  State  of  New 
York,  who  spoke  on  “Observations  and  Impressions 
of  Predisposing  Factors  Tending  Toward  Political 
Control  of  Medicine.”  In  his  address  he  combined 
homespun  humor  with  sage  philosophy.  Dr. 
Kenney  delivered  a stirring  address,  and  Mrs. 
Henry  also  was  heard. 

Blizzards  and  icy  highways  in  late  November 
cancelled  the  annual  early-winter  dinner  meeting 
of  the  advisory  council  and  central  conference  com- 
mitted on  November  30.  A splendid  informational 
program  was  knocked  out  by  old  man  weather. 

On  October  28,  the  branch  president  was  requested 
by  Dr.  James  F.  Rooney  of  Albany,  chairman  of 
the  Upstate  New  York  Advisory  Committee  to 
Selective  Service,  to  accept  the  chairmanship  of 
the  advisory  subcommittee  for  the  Eighth  District 
and  to  name  two  physicians  on  such  subcommittee. 
He  appointed  Drs.  Stephen  A.  Graczyk  of  Buffalo 
and  Paul  A.  Burgeson  of  Warsaw.  Subsequently, 
in  order  to  facilitate  the  screening  work  of  tne  sub- 
committee, the  president  of  each  component  county 
society,  at  Chairman  Kinzly’s  request,  established 
a committee  of  consultants. 

The  president  of  the  Eighth  District  Branch  has 
made  a definite  effort  to  maintain  close  contacts 
with  county  societies  of  the  district  by  means  of 
visits  to  stated  meetings  and  other  types  of  “of- 
ficial calls.”  As  of  the  first  of  the  year  he  had  paid 
visits  to  the  societies  of  the  counties  of  Erie,  Niagara, 
Wyoming,  Allegany,  and  Chautauqua. 

It  is  the  branch  president’s  sincere  hope  that 
during  the  year  1951  the  branch  will  continue  to 
grow  in  numbers,  strength,  and  useful  service  to  its 
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membership,  to  the  State  Society,  to  medicine  as  a 
profession,  and  to  the  people  of  the  district. 

Respectfully  submitted, 

John  C.  Kinzly,  M.D.,  President 

NINTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Gentlemen: 

The  newly  organized  Ninth  District  Branch, 
comprising  the  counties  of  Dutchess,  Orange, 
Putnam,  Rockland,  and  Westchester,  held  its  first 
annual  meeting  at  the  Hotel  Thayer,  West  Point, 
on  October  18,  1950,  at  2:30  p.m.  Dr.  John  F. 
Rogers,  the  acting  president,  presided.  The  follow- 
ing scientific  program  was  presented:  “Symposium 
on  ACTH  and  Cortisone” — Moderator,  Dr.  A. 
Gibson,  Rahway,  New  Jersey;  Dermatology,  Dr. 
George  C.  Andrews,  Columbia-Presbyterian  Medical 
Center,  New  York  City;  Ophthalmology,  Dr.  F. 
Phillip  Koch,  Manhattan  Eye,  Ear,  and  Throat 
Hospital,  New  York  City;  Arthritis  and  Rheumatic 
Fever,  Dr.  William  B.  Rawls,  Polyclinic  Hospital, 
New  York  City;  Leukemia  and  Lymphoblastoma, 
Dr.  L.  P.  Eliel  and  Dr.  0.  H.  Pearson,  Memorial 
Hospital,  New  York  City;  Allergy,  Dr.  Horace  S. 
Baldwin,  New  York  Hospital  and  Cornell  Univer- 
sity Medical  College,  New  York  City;  Chronic 


Ulcerative  Colitis,  Dr.  Z.  Taylor  Bercovitz,  New 
York  Post-Graduate  Hospital,  New  York  City,  and 
“New  York  State  Disability  Benefits  Law,”  Miss 
Mary  Donlon,  chairman  of  the  New  York  State 
Workmen’s  Compensation  Board. 

A question  ana  answer  period  followed. 

Following  the  scientific  session,  Dr.  Scott  Lord 
Smith,  chairman  of  the  nominating  committee, 
presented  the  following  slate  of  officers,  which 
was  unanimously  elected:  Dr.  Morley  T.  Smith, 
New  Rochelle,  president;  Dr.  John  F.  Rogers, 
Poughkeepsie,  first  vice-president;  Dr.  Harold  S. 
Heller,  Spring  Valley,  second  vice-president;  Dr. 
Earl  C.  Waterbury,  Newburgh,  secretary,  and  Dr. 
Reid  R.  Heffner,  New  Rochelle,  treasurer. 

A social  and  cocktail  hour  at  6:30  p.m.  preceded 
the  dinner  in  tbe  dining  room  of  the  hotel.  Ap- 
proximately 200  members  and  their  wives  attended. 
Following  the  dinner,  Dr.  Carlton  E.  Wertz, 
president  of  the  Medical  Society  of  the  State  of 
New  York,  addressed  the  group.  Other  speakers 
included  Dr.  J.  Stanley  Kenney,  president-elect 
of  the  State  Society,  and  Mrs.  Hugh  G.  Henry, 
president  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York. 

Respectfully  submitted, 

Morley  T.  Smith,  M.D.,  President 


Scientific  Articles 


MODERN  TRENDS  IN  COLON  SURGERY 


Frank  D.  Conole,  M.D.,  Binghamton,  New  York 


( From  the  Binghamton  City  Hospital) 


DURING  a two-year  period,  June,  1947,  to 
June,  1949,  approximately  59  surgical 
operations  have  been  performed  at  the  Bingham- 
ton City  Hospital  for  malignancy  of  the  large 
bowel.  This  study  is  of  interest  because  it  re- 
veals the  type  of  colon  surgery  being  done  in  a 
hospital  not  associated  with  a large  medical 
teaching  center.  Personal  experience  and  study 
in  a particular  field  of  surgery  enables  one  to  com- 
ment on  the  treatment  of  lesions  in  various  por- 
tions of  the  large  bowel. 

Over  a century  ago  Reybard  successfully  re- 
moved a sigmoidal  cancer  and  restored  intestinal 
continuity  by  primary  anastomosis.1  Ever  since 
that  time  surgeons  have  recognized  the  challenge 
and  endeavored  to  accomplish  two  things:  first, 
to  resect  widely  the  existing  malignancy  and, 
second,  to  devise  and  improve  the  technical  as- 
pects of  a necessary  anastomosis.  It  is  only  in 
the  past  ten  years  that  such  surgical  feats  have 
been  compatible  with  low  operative  mortality. 
The  early  mortality  has  been  lowered  only  in 
proportion  to  a necessary  knowledge  of  the  basic 
physiology,  biochemistry,  and  refinements  in  oper- 
ative technic.  About  fifty  years  ago  “exter- 
iorization” as  devised  by  Block,  Paul,  and 
Mikulicz  was  hailed  as  the  answer.  This  principle 
was  brought  to  its  highest  perfection  by 
Rankin  in  1930  with  his  so-called  “obstruc- 
tive resection.”  Rapid  strides  were  made 
during  the  war  years,  and  those  of  us  who  were 
fortunate  enough  to  have  used  the  principle  of 
exteriorization  in  large  bowel  surgery  soon  be- 
came convinced  that  the  difficulties  involved  were 
many.  Gibbon  and  Hodge  report  that  the  mor- 
tality from  the  exteriorization  operation  is  twice 
as  great  as  from  resection  with  end-to-end  anasto- 
mosis.2 When  the  malignant  lesion  to  be  re- 
sected lies  between  the  cecum  and  rectosigmoid 
junction,  resection  with  primary  anastomosis  can 
usually  be  done  and  is  superior  to  any  other 
method. 


Complete  obstruction  of  the  large  bowel  due 
to  a stenosing  type  of  malignant  lesion  is  a very 
serious  complication.  The  reported  incidence  is 
less  than  5 per  cent;  it  is  almost  always  a left- 
sided lesion  and  at  the  rectosigmoid  level.3  A 
large  bowel  so  involved  represents  a closed  loop 
obstruction  because  the  ileocecal  valve  is  usually 
continent.  The  cecum  with  its  thin  wall  is  often 
so  distended  that  spontaneous  perforation  is  not 
uncommon.  It  is  because  of  this  fact  that 
cecostomy  per  se  has  such  a high  mortality. 
Wangensteen,  Dennis,  and  others  have  made  a 
definite  contribution  in  stressing  the  use  of  the 
proximal  transverse  colon  and  a transverse 
abdominal  incision  at  the  level  of  and  to  the  right 
of  the  umbilicus.4  Rankin  reported  a number  of 
years  ago  that  his  “obstructive  resection”  should 
not  be  done  in  the  presence  of  complete  obstruc- 
tion.6 Fortunately,  most  of  the  stenosing  lesions 
are  not  complete,  and  in  the  greater  number  (over 
90  per  cent)  graded  saline  purgation  with  enemas 
will  relieve  the  existing  partial  obstruction  and 
dilatation  of  the  bowel. 

More  than  half  of  the  lesions  (rectum  69  per 
cent,  colon  60.8  per  cent)  will  have  metastasized 
to  the  regional  nodes  before  the  patient  comes  to 
surgery.6  Normal  lymph  flow  coincides  with 
venous  blood  flow  almost  entirely  except  for  some 
lateral  spread.  A small  lesion,  particularly  the 
sessile  type,  can  have  extensive  and  far  removed 
metastases.  This  makes  us  realize  that,  while 
lymphatic  spread  probaby  accounts  for  most  of 
the  metastases,  venous  implants  do  occur.  Ex- 
tension by  local  growth  and  wound  implants  cer- 
tainly is  far  less  common. 

On  the  right  side,  cecum,  ascending  colon,  and 
hepatic  flexure,  it  often  happens  that  local 
spread  and  secondary  infection  have  produced  a 
degree  of  fixation  which  makes  primary  surgical 
excision  impossible.  Ueo transverse  colostomy 
as  a stage  procedure  is  advised  and  indicated. 
This  is  ever  so  true  in  lesions  at  the  hepatic 
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flexure  where  fixation  to  the  duodenum  due  to 
inflammatory  infiltration  will  not  too  often  allow 
for  a primary  resection.  Obstruction  in  this 
area  is  seldom  encountered.  About  ten  years  ago 
Whipple  advised  the  use  of  the  Miller-Abbott 
tube  for  the  associated  small  bowel  distention  and 
mentioned  that  in  his  opinion  ileostomy  as  a pre- 
or  postoperative  measure  was  seldom  necessary.7 
It  is  true  that  the  reported  operative  mortality  is  a 
bit  higher  than  that  for  resection  on  the  left  side, 
but  the  number  of  five-year  survivals  is  greater, 
.the  most  obvious  reason  (and  I will  mention  it 
again)  being  that  segmental  resections  by  ex- 
teriorization or  resection  and  anastomosis  are 
practiced  almost  entirely  in  the  transverse  and 
left  colon.  A right  colectomy  with  a wide  resec- 

ition  of  the  regional  lymph  nodes  down  to  the 
celiac  nodes  is  indicated.  It  may  be  necessary  to 
extend  the  resection  to  the  left  of  the  middle  colic 
artery,  and  one  should  not  hesitate  to  do  so  if  and 
when  there  appears  to  be  gross  lymph  node  in- 
volvement. An  end-to-side  ileotransverse  colos- 
tomy is  preferred  because  it  seems  to  be  a bit 
more  physiologic;  however,  this  is  no  objection 
to  the  side-to-side  or  end-to-end  types  of  anasto- 
mosis. I mention  change  in  bowel  habit,  undeter- 
mined secondary  anemia,  and  weight  loss  as  the 
most  common  early  symptoms.  A palpable 
mass  will  not  too  frequently  be  resectable. 

The  transverse  colon  along  with  the  sigmoid 
loop  are  the  two  areas  in  which  many  surgeons 
believe  that  the  principle  of  exteriorization  should 
be  used.  Jones  was  certain  that  he  had  a lower 
operative  mortality  in  this  area  by  so  doing.8 

[However,  the  attachments  of  the  gastrocolic 
omentum  and  transverse  mesocolon  with  their 
1 rich  lymphatic  and  blood  supply  call  for  a wide 
f \ resection.  Preservation  of  the  blood  supply  to 
the  bowel  ends  being  anastomosed  is  a funda- 
mental principle.  Frequently  it  is  necessary  to 
I mobilize  the  splenic  and  hepatic  flexures,  being 
I careful  to  preserve  the  marginal  vessels  par- 
ticularly in  the  splenic  portion.  In  this  way  it  is 
possible  to  remove  a far  greater  portion  of  bowel, 
greater  omentum,  and  dissect  out  the  lymphatic 
drainage  down  below  the  bifurcation  of  the  middle 
> colic  artery,  dividing  that  branch  which  is  in- 
volved depending  on  the  position  of  the  lesion  in 
the  transverse  colon.  The  blood  supply  to  the 
ends  of  the  bowel  can  be  ascertained,  and  with 
proper  mobilization  the  anastomosis  will  not  be 
under  tension. 

Lesions  of  the  splenic  flexure  frequently  pre- 
I sent  technical  difficulties  because  a large  number 
1 will  have  become  fixed  to  surrounding  structures 
and  obstruction  is  either  impending  or  already 
well  developed.  Having  had  some  trying  experi- 
! ences  with  lesions  in  this  portion  of  the  bowel,  I 
am  inclined  to  believe  that  a large  number  will  of 


necessity  require  that  some  type  of  proximal  de- 
compression be  first  established.  If  the  bowel 
distention  is  not  too  great,  perhaps  it  is  here 
that  a cecostomy  will  be  most  useful;  it  will  not 
interfere  with  surgical  mobilization  and  resection 
at  a later  date,  and  it  will  close  spontaneously. 
A wide  resection  of  the  splenic  flexure  area  and 
the  descending  colon  with  an  anastomosis  of  the 
transverse  colon  to  the  sigmoid  colon  is  advised. 
The  descending  colon  does  not  have  a mesentery, 
thus  making  anastomosis  in  this  area  somewhat 
difficult.  I have  already  mentioned  the  higher 
five-year  survival  rate  because  of  the  accepted 
practice  of  right  colectomy.  It  seems  certain  that 
left  colectomy  will  increase  the  number  of  five- 
year  survivals  in  an  area  where  segmental  resec- 
tions have  not  been  entirely  satisfactory.  The 
incidence  of  associated  polypoid  change  is  more 
common  in  the  descending  colon  than  in  any  other 
area;  only  extensive  resection  will  eliminate  this 
source  of  potential  malignancy. 

The  sigmoid  loop,  like  the  transverse  colon,  is 
another  area  which  because  of  its  mobility  lends 
itself  to  some  type  of  exteriorization.  A stenos- 
ing  napkin-ring  type  of  lesion  is  most  common. 
In  this  same  area  diverticulitis  in  its  various 
forms  is  also  frequently  found.  When  con- 
fronted with  a differential  diagnosis  at  the  time  of 
operation,  one  has  a problem  of  real  magnitude. 
A proximal  colostomy  would  certainly  be  the 
answer  if  an  unequiv  cal  diagnosis  of  diverticuli- 
tis could  be  made.  To  wait  an  allotted  period, 
then  do  a resection  after  the  inflammation  had 
subsided  would  be  helpful  to  the  patient  and  sur- 
geon. However,  if  the  lesion  proved  to  be 
malignant,  such  a delay  could  very  well  be  harm- 
ful and  might  result  in  an  entirely  inoperable 
situation.  It  is  not  uncommon  to  find  a small 
lesion  with  only  partial  obstruction,  the  regional 
lymph  nodes  small  and  the  liver  studded  with 
metastases.  These  distant  metastases  probably 
have  been  disseminated  through  venous  chan- 
nels. A palliative  type  of  resection  is  indicated 
and  is  very  much  worth  while.  If  the  lesion  is 
large,  even  well  fixed,  and  without  liver  metastases, 
one  will  often  do  well  to  persevere  in  his  attempt 
to  do  a wide  resection.  The  ureter  can  be  identi- 
fied above,  and  frequently  a line  of  cleavage  will 
be  found  which  will  be  the  key  to  a resection 
deemed  almost  impossible  at  the  start.  Lesions 
low  in  the  sigmoid  and  at  the  rectosigmoid  level 
have  in  the  past  been  favorably  cared  for  by 
means  of  the  Hartman  resection.  Considerable 
credit  must  go  to  Dixon  and  his  group  for  the 
excellent  contribution  they  have  made  in  showing 
that  resection  with  anastomosis  can  be  done  with  a 
low  operative  mortality,  and  most  interesting  of 
all  is  the  fact  that  the  over-all  five-year  survival 
rate  has  been  very  good,9  The  so-called  “critical 
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point  of  Sudec”  is  a nice  academic  refinement  but 
of  more  value  is  the  presence  of  copious  bleeding 
from  the  ends  of  the  bowel  to  be  anastomosed. 

The  rectal  ampulla  is  the  most  common  site  in 
the  entire  colon  to  be  invaded  by  neoplastic 
change.  Over  80  per  cent  of  the  lesions  will  be 
above  the  midportion  of  the  rectum.  Develop- 
ments unearthed  within  the  past  few  years  show 
that  it  is  most  unusual  to  find  tumor  cells  2.5 
cm.  below  the  tumor  mass.10-12  It  is  now  time 
to  re-evaluate  our  concepts  in  regard  to  lympha- 
tic spread.  The  upward  spread  is  extensive,  and 
lateral  spread  in  lesions  at  or  near  the  level  of  the 
levator  muscles  is  a strong  possibility,  but  true 
downward  spread  is  unlikely.  Modern  surgery 
makes  it  possible  to  do  resections  of  large  portions 
of  the  colon  with  a low  mortality;  we  must 
endeavor  as  we  advance  to  resect  more  widely  the 
regional  lymphatic  spread.  The  surgeon  in 
dealing  with  lesions  of  the  rectal  ampulla  must 
carry  his  dissection  upward;  no  longer  is  it  wise 
to  divide  the  superior  hemorrhoidal  artery,  but  it 
is  advisable  to  go  higher  and  divide  the  inferior 
mesenteric  at  a level  just  below  the  point  where 
the  left  colic  artery  emerges.  This  may  sound 
paradoxical  because  I am  now  about  to  state 
that  I believe  sphincter  preservation  is  compatible 
with  a wide  resection.  Gilchrist  and  David 
state,  “The  real  question  in  the  discussion  about 
end-to-end  anastomosis  is  missed,  it  seems  to  us. 
It  should  be  ‘Can  you  remove  all  the  cancer?’ 
and  not,  ‘Can  you  sew  two  ends  of  bowel  to- 
gether?’ ”13  Those  who  object  to  the  low 
anterior  resection  believe  that  in  order  to  be  more 
sure  of  a possible  distal  spread  one  should  divide 
the  bowel  at  least  2 ‘A  to  3 inches  below  the 
lesion.  Such  a procedure  may  very  well  destroy 
the  middle  hemorrhoidal  blood  supply.  The  low 
anterior  resection  from  above  will  of  necessity  be 
technically  difficult,  and  a proximal  colostomy 
will  be  mandatory.  Swenson  et  al.  at  the  Child- 
ren’s Hospital  in  Boston  have  devised  a method 
of  doing  a low,  low  anterior  resection  to  be  used 
in  cases  of  Hirschsprung’s  disease.14  Having 
had  experience  with  this  procedure  in  such  a case' 
I believe  that  it  can  be  used  equally  as  well  in  the 
performing  of  a very  low  anterior  resection  for 
malignancy.  In  this  country  Babcock  and 
Bacon  have  modified  the  Hockenegg  procedure 
and  advocate  a “pull-through”  abdominoperineal 
operation  for  lesions  of  the  rectal  ampulla  only. 
The  Miles  orthodox  abdominoperineal  resection  is 
indicated  and  strongly  advised  in  low  lying  lesions 
because  lateral  spread  makes  wide  removal  of  the 
levator  and  sphincter  muscles  a necessity.  1 hold 
no  brief  for  procedures  done  from  below  without 
abdominal  exploration,  and  strangely  enough 


someone  will  revive  the  Lockhard-Mummery 
perineal  excision  operation  every  now  and  then. 

I would  like  to  mention  a few  details  in  regard 
to  the  technical  aspects  of  primary  anastomosis. 
Proper  preoperative  care,  chemotherapy,  and 
antibiotic  therapy  now  allow  an  open  anastomosis 
as  the  procedure  of  choice.  Modifications  of  the 
Furniss  clamp  and  the  Parker  Kerr  basting  stitch 
come  close  to  a closed  anastomosis,  but  in  so  doing 
only  a seromuscular  coaptation  is  achieved. 
Open  anastomosis  includes  a seromuscular  ap- 
proximation and,  of  greater  importance,  a mu- 
cosal approximation.  Hemorrhage  from  the 
mucosal  layer  has  been  reported  with  closed  pro- 
cedures, but  a more  common  occurrence  is  the  in- 
cidence of  stricture  formation  at  the  site  of  anasto- 
mosis due  to  faulty  alignment  of  the  mucosal 
layer. 

The  “air  vent”  drain  as  devised  by  Chaffin  is  a 
great  improvement  over  the  Babcock  sump  drain 
and  of  definite  value  if  one  decides  to  use  the 
added  safety  of  true  drainage  near  the  site  of 
anastomosis.16 


Conclusions 

1.  Exteriorization  as  a procedure  for  removal 
of  colonic  malignancy  can  be  used  only  with 
limitations. 

2.  A left  colectomy  is  advised  in  view  of  the 
better  five-year  survival  rate  with  right  colec- 
tomy. 

3.  Any  type  of  palliative  (loop)  colostomy 
should  be  avoided  if  possible. 

4.  A more  extensive  removal  of  the  regional 
lymphatic  area  is  yet  to  be  accomplished  in  most 
resections. 

5.  Anal  sphincter  preservation  is  compatible 
with  radical  resection  in  selected  cases,  including 
the  rectal  ampulla. 
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INTRA VAGINAL  PENICILLIN  THERAPY 

R.  I.  Walter,  M.D.,  M.  A.  Goldberger,  M.D.,  and  L.  S.  Lapid,  M.D.,  New  York  City 
(From  the  Gynecologic  Service  of  the  Mount  Sinai  Hospital) 


| TN  PREVIOUS  reports  it  has  been  demon- 
I strated  that  penicillin  administered  parenter- 
ally  via  the  vagina  is  absorbed  svstemically 
and  provides  therapeutic  levels  in  the  blood.1 
This  method  of  administration  has  been  of  value 
in  selected  cases  of  pelvic  infection.2  It  became 
obvious  from  these  studies  that  very  high  con- 
centrations of  penicillin  could  easily  be  main- 
tained in  the  vaginal  tract  and  might  be  valuable 
therapeutically  in  the  treatment  of  local  infections. 
Preliminary  studies  were  sufficiently  encouraging 
to  warrant  further  investigation.  This  report  is 
concerned  with  the  evaluation  of  results  obtained 
in  the  treatment  of  trichomonas  vaginitis,  endo- 
' cervicitis,  and  cervical  erosions  by  means  of 
penicillin  vaginal  suppositories.*  A total  of  35 
patients  were  treated,  consisting  of  21  patients 
with  trichomonas  vaginitis,  seven  patients  with 
cervical  erosions,  and  seven  patients  with  endo- 
1 cervicitis. 

Trichomonas  Vaginitis 

Hanging  drop  preparations  of  the  vaginal 
discharge  were  all  positive  for  Trichomonas 
vaginalis  and  purulent.  All  of  the  patients  com- 
plained of  one  or  more  of  the  following  symptoms : 
vaginal  discharge,  pruritus,  frequency,  urgency, 
and  dyspareunia.  Pelvic  examination  revealed  a 
characteristic  discharge  in  all  patients,  associated 
with  varying  degrees  of  edema  and  injection  of 
the  vaginal  mucosa  and  petechial  hemorrhage 
on  the  cervical  mucosa. 

Treatment  and  Dosage. — Treatment  consisted 
solely  of  the  insertion  of  one  penicillin  suppository 
intravaginally  once  or  twice  daily.  No  vaginal 
douches  were  employed.  Sixteen  patients  were 
treated  once  each  night.  Five  patients  received 
two  suppositories  daily.  The  duration  of  treat- 
ment was  as  follows:  Seven  days — seven  cases; 
fourteen  days — seven  cases;  twenty-one  days — 
six  cases;  twenty-eight  days — one  case. 

Results. — In  approximately  55  per  cent  of  the 
patients  the  vaginal  secretions  remained  positive 
for  T.  vaginalis.  The  majority  of  patients  (75 
per  cent)  obtained  symptomatic  relief  of  the  dis- 
tressing symptoms.  This  was  true  even  where  T. 
vaginalis  was  still  present  in  the  vagina.  Relief 
was  usually  obtained  within  two  to  three  days, 
and  the  results  were  equally  good  with  the  lower 
dosage  (one  suppository  daily).  Increasing  the 

* Pelvicins,  generously  provided  by  the  Schenley  Labora- 
tories, Inc.  Each  suppository  contains  100,000  units  of 

penicillin. 


dosage  and  prolonging  the  duration  of  treatment 
beyond  one  week  did  not  materially  influence  the 
results.  In  this  group  of  patients  there  were 
three  with  associated  senile  vaginitis  as  demon- 
strated by  the  vaginal  cytology.  These  patients 
became  Trichomonas  negative  and  were  par- 
tially relieved  but  required  estrogens  for  complete 
relief  of  symptoms.  Concomitant  with  the  relief 
of  symptoms,  even  in  those  patients  with  per- 
sistent T.  vaginalis,  there  was  an  improvement 
in  the  appearance  of  the  vagina.  These  changes 
consisted  in  a reduction  of  edema  and  injection 
with  more  normal  appearance  of  the  vaginal 
mucosa.  In  vitro  studies  have  shown  that 
penicillin  is  not  trichomonacidal.  Our  results 
would  seem  to  confirm  these  findings.  Current 
views  on  the  etiology  of  vaginitis  (specific  and 
nonspecific)  would  indicate  that  the  chief  ab- 
normalities are  hypoacidity  of  the  vaginal  secre- 
tions with  associated  lowering  of  the  glycogen 
content  of  the  epithelial  cells,  decrease  in  thick- 
ness of  the  vaginal  mucosa,  and  alteration  of 
the  vaginal  flora  with  replacement  of  the  normal 
Doederlein  bacilli  by  secondary  invaders.  The 
growth  of  the  latter  are  inhibited  by  penicillin. 
This  inhibition  probably  accounts  for  the  sympto- 
matic relief  and  histologic  restoration  toward 
normal  of  the  vaginal  mucosa  in  those  cases  re- 
lieved by  penicillin.  Modern  therapy  in  tri- 
chomonas vaginitis  is  chiefly  directed  toward 
changing  the  pH  to  the  acid  side  by  the  use  of 
acid  jellies,  douches,  suppositories,  and  powders. 
Penicillin  tends  to  change  the  vaginal  pH  to  the 
alkaline  side.1  It  is  clear  from  the  literature  and 
our  own  experience  that  a much  higher  percent- 
age of  clinical  and  bacteriologic  cures  in  tricho- 
monas vaginitis  can  be  obtained  from  accepted 
methods  of  treatment  than  with  penicillin  sup- 
positories alone. 

We  would  conclude  that  penicillin  has  no 
advantage  over  the  commonly  used  remedies  in 
trichomonas  vaginitis  but  would  recommend  its 
use  in  those  cases  which  do  not  respond  to  other 
forms  of  treatment  and  particularly  in  the  pa- 
tients with  evidence  of  severe  secondary  infec- 
tion. 

Cervical  Erosion 

There  were  seven  patients  in  this  group ; five  of 
them  had  large  granular  erosions  involving  both 
cervical  lips  and  associated  with  marked  edema 
and  profuse  discharge.  Treatment  consisted  of 
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one  or  two  vaginal  suppositories  daily  given 
over  a period  of  one  to  three  weeks.  In  all  pa- 
tients there  was  reduction  of  discharge  and 
edema.  The  margins  of  the  erosions  became 
sharply  demarcated  from  the  normal  cervical 
mucosa.  In  one  case  several  islets  of  epitheliza- 
tion  became  clearly  visible  in  the  center  of  a 
large  granular  erosion  of  the  anterior  lip.  In 
no  case  did  the  erosion  disappear  entirely.  All 
patients  eventually  required  fulguration.  It  is 
our  clinical  impression  that  all  patients  would 
have  done  equally  as  well  with  immediate  ful- 
guration. Clinical  experience  has  shown  that 
in  a very  small  number  of  cases  following  cau- 
terization or  fulguration  of  the  cervix  there 
occurs  secondary  infection,  such  as  parametritis, 
metritis,  or  even  pelvic  abscess.  It  is  possible 
and  logical  to  anticipate  that  preliminary  treat- 
ment with  penicillin  may  decrease  the  number  of 
these  serious  complications.  It  would  require  a 
very  large  number  of  patients  to  decide  this  point. 

Endocervicitis 

There  were  seven  patients  in  this  group.  The 
only  complaint  in  all  was  profuse  vaginal  dis- 
charge. This  discharge  is  usually  nonirritating 
as  compared  with  the  discharge  associated  with 
T.  vaginalis.  Examination  revealed  a normal 
appearing  cervix  with  a profuse  discharge  com- 
ing from  the  endocervix;  the  vaginal  mucosa 
was  normal  in  appearance.  Examination  of  the 
secretion  showed  many  leukocytes  with  a scat- 
tering of  epithelial  cells.  Treatment  consisted 
of  penicillin  suppositories  once  daily  (five  cases) 
and  twice  daily  (two  cases)  for  one  to  two  weeks 
duration.  The  excess  discharge  disappeared  in 
all  cases  in  one  week.  Examination  of  the  cervi- 
cal secretion  following  therapy  revealed  a clear 
mucoid  discharge  which  showed  only  epithelial 
cells  and  no  pus  on  microscopic  examination. 
Five  cases  were  followed  for  three  to  six  months 
and  showed  no  recurrence  of  symptoms.  One 
patient  became  pregnant  and  had  a spontaneous 
abortion  at  three  months.  The  endocervicitis 
recurred  and  was  again  treated  successfully  by 
penicillin  suppositories. 

Heretofore,  endocervicitis  in  the  absence  of 
gross  visible  lesions  of  the  cervix  in  our  experience 
has  been  extremely  difficult  to  treat  satisfactorily. 
Accepted  therapy  has  usually  been  packing  or 
painting  the  endocervix  with  pledgets  or  swabs 
of  cotton  impregnated  with  powders  and  anti- 
septics such  as  caroid  powder,  silver  nitrate, 
merthiolate,  etc.  The  results  have  been  poor. 
Superficial  cauterization  and  conization  of  the 
endocervix  give  good  results  in  some  cases,  but 
the  attendant  risks  of  hemorrhage,  infection,  and 
cervical  stenosis  although  slight  are  always 
present.  Although  this  series  of  cases  is  small, 


the  results  have  been  spectacularly  good,  and  we 
believe  that  mtravaginal  penicillin  therapy  is  the 
simplest  and  the  safest  method  of  treatment  in 
nonspecific  endocervicitis. 

Toxic  Symptoms 

Five  patients  complained  of  vaginal  irritation 
and  burning  on  insertion  of  the  suppositories. 
One  patient  complained  of  abdominal  cramps. 
These  symptoms  were  not  of  sufficient  intensity 
to  necessitate  discontinuation  of  treatment.  One 
patient  developed  edema  and  dermatitis  of  the 
legs  one  week  after  cessation  of  treatment. 
This  was  the  only  instance  of  systemic  reaction 
to  therapy.  However,  one  may  anticipate  any 
of  the  reactions  reported  with  parenteral  use  of 
penicillin  since  the  vaginal  mucosa  is  permeable  to 
penicillin. 

Comment 

The  literature  on  the  clinical  use  of  penicillin 
intravaginally  is  scanty  and  concerned  chiefly 
with  absorption  studies.  Lovelady,  Randall,  and 
Hasfeld  in  a preliminary  report  state  that  “sup- 
positories with  penicillin  have  been  used  in  the 
treatment  of  acute  vaginitis  in  a small  number  of 
ambulatory  patients  and  the  local  results  have 
been  encouraging.”3  Rock,  Barker,  and  Bacon  , 
treated  nine  pregnant  women  with  vaginitis  or 
chronic  cervicitis  with  a profuse  discharge  and/or 
pruritus  and  stated  that  all  patients  experienced 
relief.4  Shudmak  and  Hesseltine  studied  absorp- 
tion rates  of  penicillin  intravaginally  in  12  non- 
pregnant and  four  pregnant  patients  with  tri-  ' 
chomonas  vaginitis.5  Six  patients  were  clinically  . 
improved,  but  in  no  instance  was  a cure  obtained. 
Abel  and  Farmer  in  a clinical  study  of  20  cases  of 
vaginitis  and  leukorrhea  report  poor  results  in 
the  treatment  of  trichomonas  vaginitis  and  con- 
clude “that  penicillin  vaginal  suppositories 
have  any  real  value  in  the  treatment  of  chronic 
endocervicitis  is  doubtful.  The  real  advantage  of 
these  suppositories  lies  in  the  treatment  of  acute 
vaginal  infections  and  it  is  unlikely  that  they 
prove  beneficial  in  low  grade,  chronic,  deep 
seated  endocervical  infections.”6  Analysis  of 
their  results  casts  some  doubt  on  the  justification 
of  this  conclusion.  All  but  one  of  their  cases  i 
showed  complete  or  nearly  complete  improve- ; 
ment.  Only  three  patients  had  cervicitis,  and 
these  were  complicated  by  vaginitis  or  erosion. 
They  do  not  report  a single  case  of  uncomplicated 
low-grade  or  chronic  endocervicitis.  Our  results 
with  this  type  of  lesion  have  been  quite  satis-  i 
factory  for  the  small  series  reported. 

Summary 

1.  A group  of  35  patients  were  treated  with 
penicillin  suppositories  intravaginally. 
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2.  Of  the  21  cases  of  trichomonas  vaginitis 
45  per  cent  became  Trichomonas  negative.  The 
results  were  poor  compared  to  the  results  ob- 
tained with  other  forms  of  treatment,  and  the 
recurrence  rate  is  high.  Penicillin  is  not  recom- 
mended for  the  routine  treatment  of  trichomonas 
vaginitis  except  in  the  occasional  patient  with 
marked  secondary  infection  as  evidenced  by 
injection  and  edema  of  the  vulva  and  vagina. 

3.  Penicillin  is  not  effective  in  the  care  of 
cervical  erosions  but  is  capable  of  cleaning  up  the 
accompanying  infection. 


4.  The  results  of  treatment  of  nonspecific 
endocervicitis  with  penicillin  are  very  good,  and 
in  this  small  series  all  patients  were  benefited. 
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PHANTOM  TUMORS  OF  THE  PELVIS  AND  A CASE  REPORT 

William  S.  Goldfarb,  M.D.,  Bronx,  New  York 
( From  the  Lebanon  and  Morrisania  City  Hospitals) 


PHANTOM  tumors  of  the  pelvis  are  masses 
palpated  bimanually  but  not  felt  on  subse- 
quent examination.  The  term  is  not  applied  to 
figments  of  imagination  but  to  definite  structural 
entities  that  disappear  on  palpation.  The 
phantom  tumor  is  important  because  it  may  be 
confused  with  some  pathologic  gynecologic  con- 
dition. 

The  literature  for  the  last  twenty-five  years 
contains  no  publications  on  this  subject.  Many 
physicians  have  encountered  one  or  more  such 
tumors,  and  occasionally  a patient  has  been 
operated  upon  to  the  chagrin  of  the  unwary  sur- 
geon. In  a verbal  communication  from  one  of 
my  colleagues  (S.W.),  three  cases  from  the  gyne- 
cologic service  of  one  of  the  hospitals  in  New  York 
City  are  cited  which  were  operated  upon  for  pelvic 
tumors  and  each  of  which  was  found  to  be  a 
congenitally  redundant  colon  on  a long  lipoma- 
tous  mesentery. 

Classification 

This  group  includes  the  evanescent,  appearing 
and  disappearing  pelvic  tumors,  usually  cystic  in 
consistency,  arising  in  or  outside  the  genital  tract. 
It  does  not  include  pathologic  entities  such  as 
pyosalpinx  or  pelvic  cellulitis  that  absorb  in  the 
normal  course  of  the  disease. 

Phantom  tumors  may  be : 

1.  Ovarian  cysts  that  disappear  (a)  by 
absorption,  (b)  by  spontaneous  rupture,  or  (c) 


from  rupture  by  manipulation.  These  cysts 
may  be  simple  serous,  follicular,  corpus  lutein, 
dermoid,  or  malignant. 

2.  Urinary  bladder,  full  or  incompletely 
emptied. 

3.  Anomalies  of  the  upper  rectum  or  recto- 
sigmoid region  in  which  a redundant  loop  not 
only  displaces  the  genital  organs  to  the  right 
but  also  constitutes  a definite  palpable  tumor. 

4.  Tumors  on  long  pedicles  in  or  outside 
the  pelvis.  These  may  originate  in  the  genital 
pelvic  organs,  in  the  bowel,  omentum,  or 
mesentery. 

5.  Pregnant  uterus  which  undergoes  dim- 
inution in  size  due  to  spontaneous  resorption 
of  a missed  abortion. 

Differential  Diagnosis 

Voiding  or  catheterization  of  the  patient  be- 
fore pelvic  examination  immediately  eliminates 
urinary  bladder  as  the  cause  of  a tumor.  The 
urinary  bladder  is  in  the  midline  and,  when  full, 
displaces  the  uterus  upward.  Ovarian  cysts  are 
located  laterally  to  the  uterus  and  are  usually 
asymptomatic  unless  they  are  large,  undergo 
torsion  or  hemorrhage,  or  have  physiologic  func- 
tion (such  as  masculinizing  hormone).  The  rare 
rupture  of  a dermoid  or  malignant  cyst  is  ac- 
companied by  considerable  peritoneal  irritation 
which  immediately  follows  the  disappearance  of 
the  mass.  The  simple,  follicular,  or  corpus 
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lutein  cysts  usually  do  not  recur  after  rupture 
and  are  usually  absent  on  re-examination  after 
the  next  menstrual  period. 

The  uterus  is  engorged  premenstrually.  A 
significant  increase  in  size  alerts  one  to  the 
possibility  of  a growing  tumor  in  the  uterus. 
We  are  primarily  concerned  with  missed  abor- 
tion when  the  uterus  reaches  the  proportion  of  a 
three  to  four  months  gestation  and  then,  with 
the  death  of  the  fetus,  diminishes  to  normal  size. 
Here  hormone  (Friedman)  tests,  symptoms  and 
signs  of  pregnancy,  and  x-ray  evidence  of  the 
fetal  skeleton  after  sixteen  weeks  gestation  help 
to  establish  the  diagnosis  of  pregnancy.  Subse- 
quently, as  the  uterus  returns  to  its  normal  size, 
each  of  these  symptoms  of  pregnancy  disappears, 
and  the  menses  ensue. 

In  confirming  a diagnosis  of  genital  or  extra- 
genital tumors  of  the  pelvis,  examination  under 
anesthesia  may  be  of  value.  Sometimes  these 
floating  solid  masses  on  long  pedicles  have  cal- 
cified deposits  and  will  show  up  on  x-ray  ex- 
amination of  the  abdomen  and  pelvis.  Culdos- 
copy  also  helps  establish  the  diagnosis. 

Masses  of  the  rectum  or  rectosigmoid  are 
the  ones  most  readily  confused  with  other 
pelvic  tumors.  This  group  appears  on  the  left 
side  of  the  pelvis  and  may  displace  or  overshadow 
the  uterus  and  adnexa.  An  enema  may  be  of 
some  value  in  determining  the  presence  of  a re- 
dundant loop  by  emptying  out  the  contents  of 
the  bowel.  X-ray  by  barium  enema  should 
also  be  utilized  as  a diagnostic  aid. 

Treatment 

The  treatment  depends  upon  the  persistence 
of  the  tumor  with  or  without  symptoms.  In 
tumors  on  long  pedicles  and  in  ovarian  cysts,  as 
dermoids,  surgery  is  performed. 

Case  Report 

The  following  case  report  is  given  to  illustrate 
one  type  of  phantom  tumor. 

A twenty-five-year-old  white  female,  married  for 
three  years,  was  first  seen  on  July  2,  1948.  She 
complained  of  amenorrhea  since  May  10,  1948,  and 
frequency  of  urination  of  two  weeks  duration. 

On  September,  1947,  she  had  had  a spontaneous 
abortion  at  three  months  gestation.  The  couple  em- 
ployed successful  contraception,  and  no  other  preg- 
nancies occurred.  Past  medical,  surgical,  and 
family  histories  were  all  noncontributory.  Menses 
began  at  sixteen  years  of  age,  occurred  regularly 
every  thirty  days,  and  lasted  for  five  to  six  days. 

Physical  examination  revealed  a heavy-set  female, 
61  inches  tall,  weighing  145  pounds.  Blood  pressure 
was  136/60.  Breasts  were  normal  and  showed  prom- 
inent Montgomery’s  glands,  pigmentation,  and  en- 
gorgement. Abdominal  and  pelvic  examinations 
were  essentially  negative  except  for  the  uterus  being 


Fig.  1.  Flat  plate  of  the  abdomen  and  pelvis. 


enlarged  to  the  size  of  a six  weeks  gestation.  Early 
intrauterine  gestation  was  diagnosed. 

Urinalysis  was  normal,  hemoglobin  14.5  Gm.  or 
100  per  cent  (Sahli),  Rh  factor  positive  with  blood 
type  O,  but  the  Mazzini  test  was  reported  negative. 

In  view  of  the  appearance  of  the  patient,  the 
history^  of  easily  putting  on  weight,  and  one  spon- 
taneous abortion,  a basal  metabolism  determination 
seemed  indicated.  It  was  —23  on  July  7. 

The  patient  was  placed  on  thyroid  therapy,  but 
on  July  11,  1948,  vaginal  bleeding  began.  In  spite 
of  sedation,  absolute  bed  rest,  and  vitamin  E ther- 
apy for  the  threatened  abortion,  an  incomplete 
abortion  occurred  on  July  30,  1948. 

Under  anesthesia  a semicystic,  oval,  10-cm. 
movable  mass  was  felt  in  the  left  side  of  the  ab- 
domen and  pelvis,  displacing  the  pelvic  viscera  tc 
the  right  and  anteriorly.  The  uterus  was  the  size 
of  a five  weeks  gestation  and  was  movable  inde 
pendently  of  the  mass.  A dilatation  and  curettag* 
was  done,  and  no  further  procedure  was  deemec 
advisable  because  the  mass  was  not  definitely  es 
tablished  as  ovarian  or  uterine  in  origin.  Pathologii 
report  on  the  tissue  removed  showed  degeneratec 
placental  tissue. 

Forty-eight  hours  after  the  operation,  patient  wa 
re-examined.  The  mass  was  no  longer  felt,  althougl  ; 
the  uterus  and  adnexa  were  displaced  to  the  right  i 
Abdominal  examination  was  unsatisfactory  becaus 
of  the  thick  panniculus  and  involuntary  muscl 
spasm.  Patient  was  discharged  for  home  follow-uj 

On  August  14,  1948,  when  the  patient  was  e> 
amined  in  the  office,  the  mass  which  was  noted  a 
the  time  of  operation  was  again  noted.  The  uten 
was  to  the  right  of  the  midline,  retrocessed,  firn 
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Fig.  2.  Barium  enema  roentgenogram  of  abdomen 
and  pelvis. 


md  the  upper  limit  of  normal  in  size.  Right  adnexa 
was  negative.  Cervix  was  clean,  firm,  and  conical 
n contour. 

X-ray  of  the  pelvis  and  a barium  enema  were  done 
n order  to  try  to  visualize  the  mass  for  diagnosis. 
Figures  1 and  2 show  the  normal  pelvis  and,  on 
oarium  enema,  the  redundant  loop  of  rectosigmoid 
Which  fills  out  the  left  half  of  the  pelvis  and  extends 
well  into  the  midline  of  the  pelvis.  This  is  the  loca- 
tion of  the  described  10-cm.,  semicystic  oval  mass. 
'X-ray  of  the  patient  with  the  barium  enema  was 
taken  in  the  upright  position.  On  review  of  these 
films  Dr.  Samuel  F.  Weitzner  finds  “a  redundant 
loop  of  rectosigmoid  intestinal  tract.  Redundant 
loops  of  intestinal  tract  are  one  of  the  variations  of 
the  intestine  and  are  determined  by  the  length  of  the 
mesentery  which  permits  the  redundant  colon  to  go 
to  various  parts  of  the  abdomen.” 


The  patient  was  placed  on  a low  calorie  diet  and 
instructed  in  reducing  exercises.  Thyroid  was  pre- 
scribed for  her  hypothyroidism  that  was  clinically 
established  by  her  appearance,  obesity,  character 
of  hair,  ease  in  gaining  weight,  history"  of  two  abor- 
tions, and  a basal  metabolic  rate  of  —23.  She  was 
told  about  the  congenital  anomaly  of  the  intestine 
and  advised  to  disregard  the  presence  of  the  anomaly 
since  it  was  asymptomatic. 

A few  months  later  this  patient  came  under  the 
observation  of  another  gynecologist  (S.W.)  who  re- 
quested my  findings  at  the  time  of  the  last  miscar- 
riage. It  was  then  learned  from  this  doctor  that  the 
patient  had  been  twice  advised  between  her  recent 
abortion  and  her  visit  to  him  to  undergo  surgery" 
because  of  an  obscure  left-sided  mass. 

Summary 

In  the  Standard  Nomenclature  of  Disease, 
phantom  tumors  are  included  under  the  diag- 
nosis of  hysteria  and  malingerer.  Yet  the 
commonly  accepted  usage  of  the  term,  phantom 
tumor,  among  obstetricians  and  gynecologists 
has  been  of  a different  nature.  The  commonly 
accepted  definition,  classification,  differential 
diagnosis,  and  treatment  of  phantom  tumors  of 
the  pelvis  are  presented  in  order  to  stress  the 
present  usage  of  this  term. 

A case  is  discussed  to  emphasize  the  existence 
of  a group  of  phantom  tumors  that  may  be  mis- 
taken for  adnexal  or  uterine  growths  and  oper- 
ated upon.  Phantom  tumors  must  be  kept  in 
mind  in  the  differential  diagnosis  when  evanes- 
cent pelvic  masses  are  felt  and  ruled  out  by  care- 
ful repeated  examinations  in  a postmenstrual 
phase  (with  bladder  and  rectum  empty).  X- 
ray  will  help  detect  this  type  of  tumor  and 
avoid  unnecessary  surgery. 
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USE  OF  MILK  TO  CONTROL  VOMITING  CAUSED  BY  AUREOMYCIN 


Oral  administration  of  aureomycin  in  therapeutic- 
ally effective  doses  is  often  difficult  because  of 
; nausea  and  vomiting.  Although  this  usually  can  be 
i controlled  by  simultaneous  administration  of  alumi- 
num hydroxide  gels,  the  net  result  of  this  procedure 
is  a significantly  reduced  level  of  aureomycin  in  the 
serum.  After  a series  of  clinical  trials,  however, 
the  authors  concluded  that  vomiting  and  nausea 


in  most  instances  can  be  satisfactorily  controlled  by 
simultaneous  administration  of  milk,  which  for- 
tunately does  not  appear  to  affect  adversely  absorp- 
tion of  aureomycin  after  oral  administration. — 

Lloyd  G.  Bartholomew,  M.D.,  and  Donald  R.  Nichols, 
M.D.,  in  Staff  Meetings  of  the  Mayo  Clinic,  J une  21 , 
1950 


Special  Article 

MEDICAL  PROBLEMS  IN  CHEMICAL  WARFARE 

Marcus  D.  Kogel,  M.D.,  New  York  City 
( Director , Medical  Emergency  Division,  New  York  City  Office  of  Civil  Defense) 


'""TIIE  attention  of  all  physicians  is  called  to  the 
following  section  on  chemical  warfare  reproduced 
from  the  Federal  Civil  Defense  Administration 
manual  Health  Services  and  Special  Weapons  Defense 
(AG-11-1),  Paragraphs  1.89  to  1.119: 

CHEMICAL  WARFARE 

1.89  This  section  is  concerned  with  civil  defense 
against  only  one  general  group  of  chemical  warfare 
agents — the  nerve  gases.*  Information  on  other 
chemical  warfare  agents  will  be  published  later. 

1.90  The  nerve  gases  are  more  toxic  than  any 
previously  known  war  gases  and  are  nearly  colorless 
and  odorless.  They  are  liquids  which  yield  toxic 
vapors  when  they  evaporate.  Since  most  of  the 
chemical  would  be  laid  down  on  or  near  the  ground, 
the  highest  concentration  would  be  near  the  ground. 

1.91  The  nerve  gases  are  hydrolyzed  slowly  by 
water  and  more  rapidly  by  strong  alkali.  The  re- 
sulting hydrolysis  products  are  less  toxic  than  the 
original  nerve  gas.  Some  of  the  nerve  gases  are  per- 
sistent; others  are  relatively  nonpersistent.  They 
may  be  absorbed  into  the  body  through  the  lungs 
by  inhalation,  through  the  skin  and  mucous  mem- 
branes such  as  those  of  the  eye,  and  through  the 
gastrointestinal  tract  by  swallowing  saliva  con- 
taminated with  the  material. 

1.92  The  nerve  gases  inhibit  a vital  enzyme, 
cholinesterase,  which  destroys  acetylcholine.  Ace- 
tylcholine is  a substance  produced  by  nerve  stimula- 
tion, and,  if  not  destroyed  at  a proper  rate,  it  over- 
stimulates the  parasympathetic  nerve  endings  which 
control  such  vital  functions  as  respiration  and  cir- 
culation. 

Nerve  Gas  Symptoms 

1.93  The  symptoms  produced  by  this  war  gas 
depend  upon  the  amount  absorbed,  which  in  turn  is 
determined  by  the  concentration  of  the  nerve  gas 
in  the  air  and/or  the  degree  of  contamination  of  the 
skin  or  body  portals.  The  action  of  the  gas  is  prompt 
and  in  contrast  to  the  irritant  war  gases  it  has  no 
latent  period.  The  inhalation  of  a sufficiently  high 
concentration  for  a few  seconds  may  cause  death. 
Exposure  to  traces  of  the  vapor  causes  marked  con- 
striction of  the  pupils  in  a few  minutes,  usually  ac- 
companied by  mild  intermittent  bronchoconstric- 
tion,  characterized  by  sudden  difficulty  in  breathing, 

* “Nerve  gases”  refers  to  the  new  nerve  gases  developed 
in  Germany  in  World  War  II.  It  does  not  refer  to  various 
other  chemicals  often  referred  to  in  chemical  warfare  litera- 
ture as  nerve  poisons  or  nerve  gases  and  which  include  hydro- 
gen cyanide,  carbon  monoxide,  certain  fluorophosphates  and 
fluoroacetates,  etc. 


coughing,  and  shortness  of  breath,  and  a watery  dis- 
charge from  the  nose. 

1.94  A slightly  greater  exposure  induces  painful 
constriction  of  the  focusing  muscles  of  the  eye,  pain 
in  attempting  to  focus  the  eye,  and  drawing  pain  in 
or  back  of  the  eyeballs  radiating  toward  either  the 
front  or  back  of  the  head.  Often,  there  is  a moder- 
ately painful  sensitivity  to  bright  light. 

1.95  In  low  doses,  the  constriction  of  the  bronchi 
does  not  interfere  sufficiently  with  the  intake  of  air 
to  produce  severe  symptoms  of  lack  of  oxygen. 
The  constriction  lasts  only  a few  days  and  is  readily 
relieved  by  atropine. 

1.96  The  inhalation  of  larger  doses  of  vapor,  or 
absorption  of  the  liquid  nerve  gas  by  other  routes, 
causes  rapid  and  severe  bronchospasm  which  pre- 
vents both  inhalation  and  exhalation.  The  victim 
becomes  confused  and  cyanotic,  may  have  nausea 
and  vomiting,  and  soon  falls  unconscious.  Mean- 
while, the  blood  pressure  falls  to  shock  levels.  The 
heart  beat  becomes  very  slow  and  may  be  arrested 
temporarily  or  permanently. 

1.97  In  addition  to  these  effects,  larger  doses  of 
nerve  gases  may  cause  involuntary  contraction  of 
muscle  fibers,  muscle  bundles,  and  entire  muscles, 
finally  resulting  in  epilepsy-like  convulsions. 

1.98  In  severely  affected  cases,  profuse  salivation, 
intestinal  hypermotility,  cramps,  and  incontinence 
of  the  bladder  and  bowels  may  result. 

1 .99  Mild  cases  of  nerve  gas  poisoning  may  show 
such  mental  symptoms  as  giddiness,  tension,  anx- 
iety, insomnia,  and  excessive  dreaming.  The 
symptoms  of  depression,  restlessness,  tremor,  emo- 
tional instability,  and  irrational  behavior  may  occur 
after  a more  severe  exposure. 

1.100  Nerve  gas  poisoning  causes  no  significant 
gross  or  microscopic  pathologic  changes  except  those 
associated  with  pulmonary  edema  or  those  second- 
ary to  convulsions  or  lack  of  oxygen. 

1.101  Laboratory  findings  are  essentially  normal 
except  that,  by  special  technics,  the  cholinesterase 
level  of  the  blood  and  plasma  may  be  shown  to  be 
greatly  reduced. 

Preliminary  Treatment 

1.102  Any  physical  exercise  on  the  part  of  the 
victim  should  be  avoided,  and  he  should  be  kept  al 
absolute  rest  after  being  rescued  from  the  gas  area 
Any  contaminated  garments  should  be  removed  ai 
once  and  left  outdoors.  The  skin  should  be  cleanee 
of  adherent  nerve  gas  or  fluid  by  thorough  washinj 
with  alkaline  solutions  such  as  a 5 to  10  per  cen 
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solution  of  sodium  carbonate,  or  ammonia  water 
household  ammonia).  In  case  such  alkaline  solu- 
tions are  not  available,  the  skin  should  be  cleaned 
i vith  soap  and  water.  It  is,  however,  essential  to 
iivoid  any  rubbing  of  the  dry  skin  since  this  enhances 
,he  absorption  of  the  nerve  gas.  The  patient  must 
i lot  be  transferred  to  a hospital  or  any  closed  quar- 
ters until  he  is  thoroughly  decontaminated. 

1.103  The  toxic  symptoms  of  nerve  gas  poison- 
ng  are  to  a large  extent  promptly  counteracted  by 
he  administration  of  atropine.  For  this  reason  2 
ng.  O/so  grain)  of  atropine  sulfate  should  be  given 
Immediately  either  by  intramuscular  or  intravenous 
injection.  This  dose  should  be  repeated  every  five 
jo  ten  minutes  until  a total  of  three  injections  (6 
ng.)  have  been  given,  or  the  cardiorespiratory  symp- 
toms are  relieved.  Thereafter  smaller  doses  could 
ie  given  by  mouth  or  injection  every  few  hours  for 
several  days  until  the  patient  is  free  of  symptoms. 
Morphine  should  not  be  given. 

1.104  1°  case  the  circulation  is  markedly  im- 
paired, atropine  should  be  given  intravenously. 

lowever,  it  is  dangerous  to  give  atropine  in  cases 
ivith  prolonged  and  profound  anoxia  because  this 
may  result  in  ventricular  fibrillation.  In  such  cases 
he  administration  of  atropine  should  be  delayed 
mtil  the  lungs  have  been  ventilated  and  the  heart 
largely  has  recovered  from  the  lack  of  oxygen. 

'Artificial  Respiration 

1.105  If  the  respiration  is  impaired  to  such  an 
[extent  that  the  patient  suffers  from  lack  of  oxygen, 
its  indicated  by  blue  lips  or  ashen  color  of  the  skin, 
jirtificial  respiration  is  indicated.  The  usual  manual 
, methods,  such  as  the  Eve  or  Schafer  methods,  are 
ineffective  since  the  respiratory  muscles  of  the  chest 
tmd  diaphragm  are  paralyzed  and  do  not  expand  after 
Compression. 

1.106  The  Emerson  method  of  manual  artificial 
respiration  may  prove  to  give  comparatively  good 
•esults,  especially  since  it  permits  a certain  amount 
)f  drainage  from  the  respiratory  tract.  With  this 
method,  the  hips  are  lifted  and  lowered  with  the 
>atient  in  the  prone  position.  The  raising  of  the 
lips  10  to  12  inches  causes  active  expiration  and 
owering  of  the  hips  causes  passive  inspiration. 

1.107  Artificial  respiration  should  be  main- 
tained until  spontaneous  respiratory  movements 
lave  returned,  which  may  take  forty-five  minutes 
ir  more. 

Medical  Treatment 

1.108  Convulsions,  if  present,  may  be  alleviated 
oy  the  administration  of  sodium  thiopental,  tri- 
methadione  (Tridione),  or  ether  anesthesia.  Any 
excess  of  thiopental  or  other  barbiturates  must  be 
avoided  because  they  act  synergistically  with  the 
nerve  gas  in  depressing  the  respiration.  The  intra- 
' venous  administration  of  Tridione  in  doses  of  1 Gm. 

as  a 20  per  cent  solution  every  fifteen  minutes  to  a 
uaximum  of  6 Gm.  depresses  cortical  activity  effec- 
tively without  depressing  respiration. 

1.109  The  constriction  of  the  pupils  and  the 
spasm  of  the  ciliary  muscles  of  the  eye  may  not  re- 
spond to  the  atropine  medication.  In  mild  cases 


they  may  be  relieved  by  the  instillation  of  homatro- 
pine  or  atropine  into  the  conjunctival  sac  of  the  eye. 
In  more  severe  cases  atropine  solution  should  be 
given  until  the  pupils  of  the  eye  widen.  This  treat- 
ment may  have  to  be  repeated  several  times  because 
constriction  of  the  pupils  and  ciliary  muscle  spasm 
frequently  recur. 

1.110  It  must  be  emphasized  that  large  doses  of 
atropine  are  required  for  severe  cases  and  that  the 
main  danger  lies  in  undertreatment.  It  is  essential 
that  atropine  be  given  by  a route  which  reaches  the 
circulation  rapidly.  The  intravenous  administra- 
tion is  the  route  of  choice.  Intramuscular  injection 
may  be  used  if  the  patient  is  not  cold  or  in  shock. 
Absorption  from  the  subcutaneous  or  oral  route  is 
too  slow  for  initial  treatment. 

Protective  Measures 

1.111  Certain  types  of  gas  masks  protect  the 
eyes,  respiratory  tract,  and  mouth  from  access  by 
nerve  gases  in  either  vapor  or  spray  form.  The 
proper  fitting  of  gas  masks  and  their  maintenance 
require  very  considerable  effort  and  training;  hence, 
the  subject  of  gas  masks  and  designation  of  per- 
sonnel who  are  to  use  them  will  be  treated  in  future 
civil  defense  publications  which  are  concerned  with 
technical  procedures. 

1.112  If  the  nerve  gas  is  of  a persistent  type, 
impermeable  protective  clothing,  including  boots 
and  gloves,  which  prevents  the  absorption  of  the 
gas  through  the  skin  would  be  useful.  Against  non- 
persistent  nerve  gases,  protective  clothing,  boots, 
and  gloves  are  not  required.  A certain  amount  of 
protection  against  the  inhalation  of  nerve  gases  may 
be  secured  by  breathing  through  a handkerchief  or 
towel  saturated  with  an  alkaline  solution,  such  as 
an  aqueous  solution  of  baking  soda  or  soapy  water. 

Contamination 

1.113  From  what  is  known  regarding  the  stability 
of  nerve  gases,  they  may  dangerously  contaminate 
exposed  foods  of  high  water  or  fat  content,  includ- 
ing milk.  Dry  foods,  such  as  sugar,  flour,  etc.,  are 
relatively  little  affected.  Foods  in  airtight  packages 
are  not  contaminated  by  nerve  gas  vapors,  but  only 
those  in  sealed  glass  or  metal  containers  are  safe 
from  liquid  nerve  gas.  Cooking  of  foods  assists  in 
decomposition  of  the  gas. 

1.114  In  general,  large  bodies  of  water,  such  as 
reservoirs  or  lakes,  would  not  be  significantly  con- 
taminated by  exposure  to  nerve  gas  vapors.  Liquid 
nerve  gas,  however,  may  cause  dangerous  and  per- 
sistent contamination  of  water. 

General  Considerations 

1.115  It  may  be  assumed  that  only  persons  liv- 
ing in  large  cities  or  strategic  areas  would  be  exposed 
to  nerve  gases.  Such  exposures  might  last  for  only  a 
few  minutes  if  nonpersistent  nerve  gas  were  en- 
countered; the  persistent  nerve  gas  might  danger- 
ously contaminate  an  area  for  several  hours  to  sev- 
eral days.  The  number  of  persons  exposed  to  the 
effects  of  a single  nerve  gas  bomb  would  be  princi- 
pally determined,  in  addition  to  the  density  of  the 
population,  by  (a)  the  size  of  the  bomb  or  carrier, 
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(6)  the  prevailing  winds  and  their  velocity,  which 
would  determine  the  dissipation  area  of  gas,  (c)  the 
persistency  of  the  nerve  gas  used,  and  (d)  the  time 
of  day  at  which  the  attack  occurred.  For  these 
reasons  it  is  difficult  to  estimate  the  extent  or  depth 
of  the  area  that  might  be  covered  by  the  gas  in 
sufficient  concentrations  to  cause  toxic  effects.  It  is 
reasonable  to  assume  that  unprotected  persons  over 
one-half  mile  from  the  source  would  not  be  seriously 
affected.  Adequate  warning  of  an  impending  attack 
would  greatly  reduce  the  number  of  people  affected. 
Since  in  a given  area  the  intensity  of  the  exposure 
would  vary  considerably,  it  appears  reasonable  to 
assume  that  probably  not  more  than  50  per  cent  in 
the  area  might  be  seriously  affected. 

1.116  Because  atropine  is  the  principal  thera- 
peutic agent,  adequate  amounts  in  a readily  dispens- 


able form,  such  as  ampins  or  syrettes,  should  be 
available. 

1.117  In  addition,  medication  with  sodium  thio- 
pental, trimenthadione,  or  ether  might  become 
necessary.  This  medication  would  be  necessary  only 
in  the  treatment  of  convulsions  resulting  from 
severe  poisoning.  It  is  estimated  that  it  might  be 
needed  in  approximately  10  to  15  per  cent  of  the 
affected  cases. 

1.118  For  the  treatment  of  the  local  eye  symp- 
toms, atropine  or  homatropine  should  be  instilled 
into  the  conjunctival  sac  of  the  eye. 

1.119  It  must  be  pointed  out  that  atropine  is  a 
violent  poison  and  is  only  used  under  medical  super- 
vision. It  is,  therefore,  extremely  dangerous  to 
place  this  drug  in  the  hands  of  a large  section  of  the 
population  or  to  allow  its  indiscriminate  use  by 
other  means. 


THE  1951  MEDICAL  DIRECTORY  IS  NOW  ON  THE  PRESS! 

The  new,  revised  edition  will  be  published  early  in  April. 

For  complete  and  authoritative  data  on  physicians,  hospitals,  medical  society 
and  administrative  officials  in  New  York  State,  the  official  publication  of  the 
Medical  Society  of  the  State  of  New  York  is  an  invaluable  reference  volume. 

NOTE:  All  member  physicians  in  good  standing  of  the  county  medical  societies 
will  receive  a complimentary  copy  of  the  7951  Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( ) copies  of  the  1 951  Medical  Directory  of  New  York 

State.  Price  $15.00  per  volume  plus  2%  Sales  Tax  in  New  York  City. 
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with 


treat  psoriasis 

internally 


GR  AN  ULESTI  N 

(Soya  Phosphatides  80%) 


76%  POSITIVE  RESULTS 
in  ten  year  study  «> 


Confirming  previous  reports,  (2,  3,  4)  of  results  in  155  cases  were: 


Well  (no  recurrence) 

23 

(14.8%) 

Controlled  (patient  satisfied) 

29 

(18.7%) 

Sustained  Improvement 

66 

(42.6%) 

Total  Positive  Results 

118 

(76.1%) 

Finding  that  "the  total  lipids  of  psoriatic 
skin  contained  3.6  times  as  much  choles- 
terol as  the  lipids  of  normal  skin.  Gross 
and  Kesten  (1)  attribute  the  effectiveness 
of  soybean  lecithin  (GRANULESTIN)  to 
"its  beneficial  action  on  fat  absorption, 
lipid  transport,  liver  function,  and  prob- 


IN  HIGH  BLOOD  CHOLESTEROL  . . . 

Granulestin  has  been  found  effective  in 
lowering  cholesterol  levels  in  many  cases  of 
hypercholesterolemia. 


ably  cholesterol  metabolism  of  the  skin 
itself".  Goldman  (3,  4)  observed  improve- 
ment in  60%  of  16  cases;  he  refers  to 
psoriasis  as  "the  cutaneous  manifestation 
of  a metabolic  disturbance". 

Average  dose:  20  grams  Granulestin  daily. 

(1)  Gross  & Kesten  N.Y.  State  J.  of  M.  1 1/15/50 

(2)  Gross  & Kesten  Arch.  Derm.  & Syph.  Feb.  1943 

(3)  Goldman  Cinn.  J.  of  M.  June  1942 

(41  Smith, Goldman,  Fox  J.  Inv.  Derm.Vol.5,  1942 


Physicians  interested  in  trying  GRANULESTIN  are  invited  to  send  for 
complete  information  and  a one-month  complimentary  trial  supply. 

Available  at  pharmacies  in  9 oz.  packages  ASSOCIATED  CONCENTRATES,  Inc. 

WOODSIDE,  L.  I.,  N.  Y. 
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FIVE  YEARS  OF  PSYCHIATRY  SINCE  WORLD  WAR  II  IN  NASSAU  COUNTY 


To  the  Editor: 

On  returning  to  the  private  practice  of  psychiatry 
from  the  Navy  at  the  end  of  1945,  I became  aware 
that  there  was  a definite  need  for  additional  psychi- 
atrists in  the  rapidly  growing  Nassau  County  com- 
munities. Of  the  547  practicing  physicians  in  the 
county,  there  were  only  three  qualified  psychiatrists. 
During  the  past  five-year  period  the  membership 
of  the  county  medical  society  has  grown  to  875, 
while  the  number  of  qualified  psychiatrists  has  in- 
creased to  25  (an  increase  from  0.54  per  cent  to 
2.84  per  cent  of  the  membership).  The  population 
of  the  county  is  now  665,746  residents,  an  increase 
of  65  per  cent  during  the  last  ten  years,  giving  a 
ratio  of  one  psychiatrist  to  26,629  population. 
In  the  past,  the  residents  of  the  county  had  de- 
pended for  their  psychiatric  service  on  commuting 
to  New  York  City,  where  there  is  a high  concentra- 
tion of  this  specialty.  A few  psychiatrists  from  the 
city,  previous  to  the  war,  had  maintained  limited 
office  hours  here  in  the  county,  but  it  is  evident 
that  as  psychiatric  service  has  become  more  in 
demand  the  residents  prefer  to  seek  it  locally, 
rather  than  traveling  a distance. 

During  the  five  years  from  December,  1945,  to 
December,  1950,  there  have  been  2,531  patients 
referred  for  neuropsychiatric  diagnosis  and  treats 
ment.  The  ministers  referred  15,  the  schools 
173,  while  23  were  referred  by  attorneys,  83  by  the 
courts,  85  by  the  Veterans  Administration,  76  self- 
referred,  and  2,016  by  219  local  physicians.  Of 
these  2,531  patients  referred,  911  (36  per  cent) 
were  adult  males,  1,113  (44  per  cent)  were  adult 
females,  and  507  (20  per  cent)  were  children  under 
eighteen  years  of  age,  of  whom  227  were  males  and 
280  were  females. 


DIAGNOSIS  OF  2,016  PATIENTS  REFERRED  BY  219 
NASSAU  PHYSICIANS 


Diagnosis 

Per- 

centage 

Marital  maladjustment* 

6.5 

Family  maladjustment* 

0.5 

Manic-depressive  psychosis 

6 . 5 

Schizophrenia 

13.5 

Mental  deficiency 

0.5 

Epilepsy 

1.0 

Involutional  melancholia 

2.0 

Arteriosclerotic  psychosis 

1.5 

Paranoia 

2.5 

Psychopathic  personality 

1.0 

Neuropathology 

1 . 5 

Glandular  dysfunction 

0.5 

Toxic  psychosis,  including  barbital  poisoning 

2.5 

Alcoholism 

2.0 

Obsessional  neurosis 

5.0 

Compulsion  neurosis 

0.5 

Anxiety  neurosis 

32.0 

Conversion  hysteria 

11.5 

Reactive  depression 

9.0 

* In  these  two  groups,  either  or  both  of  the  spouses  was 
neurotic. 


Thirty-three  per  cent  of  the  patients  were  treated 
with  either  instantaneous  electric  shock  (ES), 


electronarcosis  (EN),  glissando  with  ES,  or  mini- 
mum stimulus  (MS),  with  or  without  preliminary 
intravenous  injection  of  Sodium  Pentothal.  The 
type  of  electrical  treatment  was  fitted  to  the  in- 
dividual patient,  and,  wherever  possible,  each 
patient  was  followed  up  with  psychotherapy  for  at 
least  two  weeks  after  the  last  electrical  treatment. 
Two  per  cent  were  treated  with  narcosynthesis, 
one  per  cent  were  treated  with  hypnosis  alone,  24 
per  cent  with  short  forms  of  psychotherapy  alone, 
six  per  cent  with  psychotherapy  and  indicated 
medication  or  diet,  and  24  per  cent  were  given 
psychotherapy  in  the  form  of  psychoanalysis. 
Seven  per  cent  had  their  treatment  terminated  by 
six  sessions  of  group  therapy  of  two  hours  each. 
In  these  sessions  the  spouse,  fiance,  or  parents  of 
the  patient  were  invited  to  attend  with  the  patient. 
Three  per  cent  of  the  patients  were  given  psychologic 
tests  of  one  form  or  another,  such  as  psychometrics, 
Rorschach  test,  etc.  A neurologic  examination 
was  done  on  all  patients.  An  electroencephalogram 
was  done  in  five  per  cent  of  the  patients.  Three 
per  cent  were  committed  to  psychiatric  hospitals,  as 
ambulatory  treatment  was  counterindicated. 

Averaging  all  the  patients,  each  made  14  visits 
before  being  discharged  back  to  the  referring 
physician,  although  many  cases  only  required  one 
or  two  visits.  Patients  treated  by  ES  or  MS 
usually  required  four  to  10  treatments.  The  depres- 
sions generally  required  at  least  four  to  eight  shocks, 
while  the  schizophrenics  required  between  10  and 
20  treatments.  Therapeutic  analysis  required  be- 
tween thirty  and  sixty  hours  for  each  patient. 
Some  patients  may  need  up  to  a hundred  or  more 
hours  to  help  them  readjust  a disturbed  personality. 
In  82  couples  both  spouses  underwent  treatment. 

Wilbur  reported  that  one  third  to  two  thirds  of 
all  patients  who  seek  medical  help  have  as  the  most 
significant  cause  of  ill  health  an  emotional  disturb- 
ance.1 This  disturbance  may  manifest  itself  in  a 
large  variety  of  ways  and  may  be  associated  with 
physical  disease.  Fundamentally,  most  such  pati- 
ents can  be  classified  as  being  in  either  a tension 
or  a fatigue  state.  For  others,  the  neurotic  illness 
is  at  a more  complicated  level,  as  in  hysterical  con- 
version, hypochondriasis,  circumscribed  phobias, 
and  obsessive-compulsive  neurosis,  while  some  are 
just  constitutional  inadequates. 

The  time  is  rapidly  passing  when  a physician  can 
successfully  manage  the  average  patient  by  taking 
a brief  history,  performing  an  examination,  and 
administering  treatment  without  any  explanation  tc 
the  patient  of  what  is  the  trouble,  what  is  th( 
treatment,  and  why  the  particular  type  of  treat- 

1 Wilbur,  Dwight  L.:  J.A.M.A.,  141:  1199  (Dec.  24 

1949. 

[Continued  on  page  9481 
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FAST  ACTING 


In  its  fast  acting  control  of  hemorrhage,  KOAGAMIN  affords  a clearer 
field  for  surgery.  It  reduces  bleeding  in  minutes,  regardless  of  the 
cause,  while  Vitamin  K,  slower  in  action,  is  indicated  only  where 
prolonged  prothrombin  time  is  a factor.  When  used  in  conjunction 
with  Vitamin  K in  such  cases,  KOAGAMIN  effects  more  rapid  control. 


PREOPERATIVELY 

POSTOPERATIVELY 

THERAPEUTICALLY 


minimizes  oozing 

. . . controls  secondary  bleeding 
. aids  control  of  internal  bleeding 


An  aqueous  solution  ot  oxalic  and  malonic  acids  for  parenteral  use, 
KOAGAMIN  works  fast,  at  a time  when  speed,  safety  and  control  are  needed 


Supplied  in  10  cc.  diaphragm-stoppered  vials 
Comprehensive  dosage  chart  and  literature  on  request 


CHATHAM  PHARMACEUTICALS,  INC. 

NEWARK  2,  NEW  JERSEY,  U.S.A. 

Available  through  your  Physician's  Supply  House  or  your  Pharmacist 
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[Continued  from  page  946] 

ment  is  used.  Health  education  has  advanced  to 
the  point  where  few  patients  are  so  ignorant  that 
they  know  nothing  about  the  common  diseases  and 
methods  of  diagnosis  and  treatment.  It  is,  there- 
fore, essential  to  convince  the  patient  of  his  diag- 
nosis, to  make  an  adequate  and  satisfactory  ex- 
planation of  the  situation  to  him,  and  to  see  that 
he  gets  the  treatment  indicated. 

Unfortunately,  most  patients  do  not  realize  that 
a properly  trained  psychiatrist  can  accomplish  a 


great  deal  for  patients  with  psychoneuroses  or 
psychoses  and  strongly  resist  the  suggestion  for 
referral  to  psychiatric  care.  This  is  largely  due  to 
the  prejudice  and  feeling  of  inferiority  that  goes 
with  the  need  for  this  type  of  medical  care.  Cer- 
tainly hospitalization  is  not  necessary  in  the  great 
majority  of  cases. 

James  L.  McCartney,  M.D. 

223  Stewart  Avenue 
Garden  City,  New  York 
February  17,  1950 


A DOCTOR’S  OFFICE  AT  THE  FARMERS’  MUSEUM 


To  the  Editor: 

The  Farmers’  Museum,  Incorporated,  of  Coopers- 
town,  operated  by  the  New  York  State  Historical 
Association,  has  proposed  that  the  Medical  Society 
of  the  State  of  New  York  cooperate  in  establishing 
an  Early  American  Doctor’s  Office  at  its  Crossroad 
Community  of  the  early  nineteenth  century  in 
Cooperstown. 

The  Country  Store  of  1825,  the  Blacksmith  Shop 
of  1830,  the  District  School  of  1810,  and  the  Law- 
yer’s Office  of  1830  are  completed  and  operating. 
The  Doctor’s  Office,  an  Apothecary  Shop,  and  a 
Print  Shop  are  in  process,  and  a Farm  Unit  is 
planned. 

The  Farmers’  Museum  is  adequately  endowed  to 
insure  its  perpetuity.  Last  year  54,000  persons 
visited  the  Museum  and  were  shown  through  by 
trained  guides.  The  project  was  conceived  and 
sponsored  by  Mr.  Stephen  C.  Clark  and  the  Scriven 
Foundation.  Its  purpose  is  to  teach  objectively 
the  social  and  economic  history  of  New  York 
State’s  early  American  life. 

A suitable  building  has  already  been  moved  from 
Westford,  New  York,  to  the  Museum’s  premises. 
It  was  built  about  1829  and  occupied  as  an  office 
by  Dr.  John  Drake  of  Westford  until  about  1877, 
when  he  died.  After  this  date  it  was  taken  over 
by  Dr.  Sloan  until  he  left  Westford  in  the  early 
1900’s.  The  Farmers’  Museum  is  prepared  to 
restore  the  Doctor’s  Office  without  cost  to  the 
Medical  Society.  The  Museum  requests  that  the 
Society  appoint  a State-wide  committee  for  the 
purpose  of  assisting  in  the  collection  of  necessary 
historical  material  and  of  collaborating  with  the 


Museum’s  curator  and  architect  in  completing  the 
project. 

Material  desired  would  consist  of  furniture  such 
as  a doctor’s  desk,  cupboard  for  medicines,  books, 
and  instruments,  and  an  early,  simple  couch  for 
examination;  about  one  hundred  books  and  peri- 
odicals dating  prior  to  1840;  early  medical  instru- 
ments and  decorative  detail  consisting  of  a skeleton 
in  a small  closet,  one  or  two  skulls,  early  anatomic 
and  skeletal  charts,  a bust  of  Hipprocrates,  hand 
blown  medical  bottles  and  jars,  very  early  patent 
medicine  bottles  with  labels,  and  early  doctors’ 
account  books  and  journals. 

A committee  of  the  Otsego  County  Medical 
Society  has  conferred  with  the  officials  of  the  Far- 
mers’ Museum  and  inspected  the  proposed  office 
building.  As  a result  of  the  committee’s  report  to 
the  county  society,  the  latter  has  unanimously 
approved  the  Museum’s  invitation  to  the  Society  to 
cooperate  in  this  worthy  educational  and  historical 
project. 

This  letter  is  addressed  to  the  Council  in  the  hope 
of  approval  of  that  body  and  that  this  communica- 
tion may  be  published  in  the  State  Journal.  The 
Otsego  County  Medical  Society  plans  to  introduce 
a resolution  at  the  State  Convention  in  Buffalo, 
April  30,  requesting  the  State  Society  to  appoint 
a committee  to  establish  the  Doctor’s  Office  at  the 
Farmers’  Museum,  Cooperstown,  New  York. 

T.  Campbell  Goodwin,  M.D.,  President 

Otsego  County  Medical  Society 
Cooperstown,  New  York 
February  23,  1951 


The  people  never  give  up  their  liberties,  but  under  some  delusion. — Burke 


many  advaniages  over  the 
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newer  antibiotics  (the  "-mycins") 


'Eskacillin-Sulfas' 


1.  A combination  of  penicillin  and  three  sulfonamides, 
'Eskacillin-Sulfas’  is  more  effective  than  the  newer  antibiotics  in 
infections  caused  by  staphs,  streps  and  pneumos. 

It  is  also  more  effective  in  a good  number  of  the  coli, 

Klebsiella  and  proteus  groups  of  organisms. 

2.  Because  it  combines  two  different  types  of  antibacterial  agents, 
'Eskacillin-Sulfas’  greatly  diminishes  the 

chances  of  the  development  of  resistant  organisms. 

3.  Therapy  with  'Eskacillin-Sulfas’  costs  your  patient  but  a fraction 
of  comparable  therapy  with  the  newer  antibiotics. 

Easy  to  take,  easy  to  give,  'Eskacillin-Sulfas’  is  the  leader  in  the 
important  trend  to  combined  penicillin-sulfonamide  therapy. 

Smith,  Kline  & French  Laboratories,  Philadelphia 

Each  teaspoonful  (5  cc.)  contains: 

Crystalline  potassium  penicillin  G ...  100,000  U. 

Sulfadiazine 0.167  Gm. 

Sulfamerazine 0.167  Gm. 

Sulfamethazine 0.167  Gm. 


'Eskacillin-Sulfas' 


penicillin  and  the  sulfonamides 
in  palatable  fluid  form 


Available  in  2 fl.  oz.  bottles 
'Eskacillin’  T.M.  Reg.  U.S.  Pat.  Off. 


HOSPITAL  NEWS 


Casualty  Admissions  to  New  York  City  Hospitals 


THE  Hospital  Council  of  Greater  New  York  re- 
ported in  a recent  Bulletin  that  the  hospitals  in 
New  York  City  could  admit  67,690  casualties  in  the 
event  of  an  emergency. 

This  estimate  was  developed  by  the  Hospital 
Council  in  a special  inventory  of  hospital  facilities 
made  at  the  request  of  Dr.  Marcus  D.  Kogel,  direc- 
tor of  the  Medical  Emergency  Division  of  the  New 
York  City  Office  of  Civil  Defense. 

Commenting  on  this,  Dr.  John  B.  Pastore,  execu- 
tive director  of  the  Hospital  Council  of  Greater  New 
York,  stated  that  “The  estimate  for  the  total  number 
of  casualties  that  could  be  taken  care  of  in  the  event 
of  a major  disaster  was  based  on  two  component 
factors.  The  first  of  these  is  the  number  of  beds 
which  the  existing  hospitals  could  add  to  their 
present  capacities  by  placing  beds  in  solaria,  corri- 
dors, aisles,  lecture  rooms,  waiting  rooms,  treat- 
ment, and  other  rooms  not  used  by  patients.  The 
second  involves  the  number  in  hospitals  who  could 
be  removed  to  their  homes  or  other  institutions.” 


The  total  number  of  beds  now  available  in  the  178 
hospitals  in  New  York  City,  including  the  six  local 
Federal  hospitals  under  the  jursidiction  of  the 
Veterans  Administration  and  the  U.S.  Public  Health 
Service,  is  approximately  50,190.  Of  this  number, 
4,940  beds  are  in  the  Federal  hospitals  and  45,250 
beds  are  in  the  non-Federal  hospitals.  The  State 
mental  institutions  are  not  included. 

Of  the  total  number,  40,874  beds  are  in  general 
hospitals. 

The  Hospital  Council  also  inquired  as  to  the  feasi- 
bility of  increasing  the  number  of  operating  rooms  in 
the  existing  hospitals.  At  the  present  time,  there  is 
a total  of  634  operating  rooms  in  the  178  hospitals 
studied.  These  hospitals  performed  a total  of 
428,133  operations  last  year.  The  survey  indicated 
that  the  hospitals  could  increase  the  number  of 
operating  rooms  by  almost  50  per  cent.  A total  of 
308  additional  operating  rooms  could  be  made 
available,  if  necessary,  thus  providing  more  than  900 
operating  rooms  in  the  event  of  an  emergency. 


Grant  for  War  Defense  Preparation 


A GRANT  of  $2,500  to  assist  in  development  of  a 
war  defense  preparation  program  has  been  made 
to  the  New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals,  by  the  Metropolitan  Unit 
Foundation,  Inc. 

The  Metropolitan  Unit  Foundation  was  formed 
during  World  War  I to  assist  financially  in  defense 
work,  and  it  functioned  likewise  in  World  War  II. 


It  is  supported  by  private  contributions.  Dr.  Reuel 
A.  Benson  is  president;  Dr.  Sprague  Carleton,  secre- 
tary; Mr.  Thomas  I.  Parkinson,  Jr.,  treasurer,  and 
Dr.  Frederick  M.  Dearborn  and  Dr.  Linn  J.  Boyd, 
directors. 

The  grant  to  New  York  Medical  College,  Flower 
and  Fifth  Avenue  Hospitals,  is  the  first  to  be  made 
by  the  organization  since  the  Korean  war  started. 


NEWS  NOTES 


The  Hospital  Council  of  Greater  New  York,  in  its 
February  Bulletin,  urged  all  hospitals  to  advise 
those  physicians,  interns,  and  residents  who  are  in 
Priority  I and  classified  as  1A  by  the  local  advisory 
committee  to  apply  for  commissions  in  the  armed 
services. 


Staff  officers  for  this  year  of  the  Elizabeth  A. 
Horton  Memorial  Hospital,  Middletown,  are  as 
follows:  Dr.  Oree  M.  Carroll,  chairman;  Dr. 

Alexander  Preston,  vice-chairman,  and  Dr.  Lester 
Mermell,  secretary-treasurer. 


At  a meeting  of  the  medical  staff  of  St.  Joseph’s 
Hospital,  Yonkers,  on  March  14,  Dr.  Charles  L. 
Fox,  Jr.,  assistant  professor  of  bacteriology,  Colum- 
bia University  College  of  Physicians  and  Surgeons, 
spoke  on  “Plasma,  Whole  Blood,  and  Electrolyte 
Therapy.” 

Future  programs  arranged  are  as  follows:  May 
9 — “Diagnosis  and  Treatment  of  Cutaneous  Cancer 
and  Precancerous  Lesions,”  Dr.  Jack  Wolf,  New 
York  University  Post-Graduate  Medical  School, 
and  June  13 — “Tumors  of  the  Lung  and  Medias- 


tinum,” Dr.  Cranston  Holman,  associate  professor 
of  clinical  surgery,  Cornell  University  Medical 
College. 

The  programs  are  postgraduate  instruction 
arranged  by  the  State  Society’s  Council  Committee 
on  Public  Health  and  Education  with  the  coopera- 
tion of  the  State  Department  of  Health. 


Dr.  Raymond  J.  Pieri,  professor  of  clinical  ob- 
stetrics, State  University  of  New  York  at  Syracuse 
College  of  Medicine,  will  speak  on  “The  Female 
Perineum”  and  “Prolonged  Labor  and  Its  Opera- 
tive Treatment”  at  a meeting  of  the  medical  staff 
of  the  Unity  Hospital,  Brooklyn,  on  Thursday, 
April  12,  at  10:30  a.m.  The  program  is  postgradu- 
ate instruction  arranged  by  the  State  Society’s 
Council  Committee  on  Public  Health  and  Educa- 
tion in  cooperation  with  the  New  York  State  De- 
partment of  Health. 


Dr.  Fred  F.  Albright  was  elected  president  of  the 
medical  staff  of  the  Leonard  Hospital,  Schenectady, 
at  a recent  meeting,  to  succeed  Dr.  Ferdinand 
[Continued  on  page  952] 
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5-CAMERON  COMPANY,  INC.,  22  EAST  40th  ST.,  NEW  YORK  16,  N.Y. 


N hen  using  SALICYLATES  in  the  treatment  of  RHEUMATIC 
EASES  it  is  imperative  to  obtain  and  maintain  high 
icylate  blood  levels  of  between  30  and  40  mg  per  100  cc 
order  to  control  symptoms. 

UGH  YET  SAFE  therapeutic  salicylate  levels  without 
iger  of  salicylism  can  now  be  obtained  with  low  salicy- 
3 dosage  (0.3  to  0.6  gm  every  4 hours)  by  the  adminis- 
tion  of  PABASYL*  Tablets. 

■ABASYL  Tablets  are  a synergistic2  combination  of 
a-aminobenzoi,c  Acid  (as  the  sodium  salt)  and  Sodium 
icylate  with  added  Vitamin  C to  compensate  for  the 
'eased  needs  for  this  vitamin  during  active  disease  and 
cylate  therapy.3 

i enteric-coated  PABASYL  Tablet  contains: 

um  Salicylate 0.3  gm  (5  grains) 

i-aminobenzoic  acid 

the  sodium  salt) 0.3  gm  (5  grains) 

>rbic  Acid O.Olgm(lOmg) 

■ ilied:  In  bottles  of  100  tablets. 

*ge:  2 tablets  3 or  more  times  daily  or  as  needed. 

! 1)  Editorial:  J.A.M.A.  138:  367-8  (Oct.  2)  1948 

2)  Smith,  R.  T.:  Journal-Lancet  70:  192,  1950 

3)  Spitzer,  J.  M.  and  Shapiro,  S.:  Am.  J.  Dig.  Dis.  14:80,  1948 
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Haverly.  Other  officers  are  Dr.  Aurelius  A. 
Laquidara,  vice-president,  and  Dr.  Allen  J.  Gifford, 
secretary-treasurer. 


At  the  annual  meeting  of  the  Greene  County 
Memorial  Hospital  medical  staff,  the  following 
officers  were  elected:  Dr.  Edwin  Mulbury,  Wind- 
ham, president;  Dr.  Benjamin  Miller,  East  Dur- 
ham, vice-president,  and  Dr.  Frances  Persons, 
Lexington,  secretary. 


Dr.  Arnold  Bokar  of  Newburgh  was  elected  presi- 
dent of  the  medical  staff  of  Cornwall  Hospital  at  its 
annual  meeting  recently.  A letter  of  recognition 
for  his  long  period  of  service  as  a member  of  the 
staff  was  presented  to  Dr.  E.  C.  Thompson. 


Dr.  Earle  E.  Mack  was  elected  president  of  the 
medical  staff  of  St.  Joseph’s  Hospital,  Syracuse,  at 
the  annual  meeting,  succeeding  Dr.  Arnold  B.  Kauff- 
man. Also  elected  were  the  following:  Dr.  Louis 
G.  Fournier,  vice-president;  Dr.  Paul  M.  Cramer, 
secretary-treasurer,  and  Dr.  J.  E.  Delmonico  and 
Dr.  Leo  E.  Gibson,  executive  committee. 


Dr.  William  A.  Milner  was  elected  president  of 
the  staff  physicians  of  the  Albany  Hospital  at  a 
meeting  in  January.  Also  chosen  were  Dr.  Edward 


S.  Goodwin,  vice-president,  and  Dr.  Constance 
F.  Stewart,  secretary-treasurer. 


Dr.  Martin  Cherkasky,  chief  of  the  Division  of 
Social  Medicine  at  the  Montefiore  Hospital,  the  1 
Bronx,  has  been  appointed  director  of  the  hospital,  | 
succeeding  Dr.  E.  M.  Bluestone,  who  became  con- 
sultant to  the  hospital. 


Dr.  Homer  L.  Skinner,  Staten  Island,  who  retired 
recently  as  chief  of  surgery  at  the  U.S.  Marine  Hos- 
pital, has  been  appointed  to  the  staff  of  the  Rich- 
mond Memorial  Hospital. 


Appointed  recently  to  the  consulting  staff  of  the 
Massena  Memorial  Hospital  was  Dr.  Stuart  A. 
Winning,  chief  of  surgical  services  at  the  A.  Barton 
Hepburn  Hospital,  Ogdensburg. 


Recent  speakers  at  meetings  of  the  hospital  staff 
of  the  Veterans  Administration  Hospital,  Northport, 
Long  Island, have  included:  Dr.  William B.Terhune, 
associate  clinical  professor  of  psychiatry  at  the  Yale 
Medical  School,  on  January  11  on  the  subject, 
“Teaching  the  Technics  of  Personal  Mental  Hygiene 
as  a Means  of  Helping  the  Neurotic  Individual,”  and 
Dr.  Emil  A.  Gutheil,  editor  of  the  American  Journal 
of  Psychotherapy,  on  January  23  on  the  subject, 
“The  Diagnostic  Value  of  Dream  Interpretation.” 


ANNOUNCEMENT 


The  145th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York 
will  be  held 

April  30  to  May  4,  1951 
Hotel  Statler 


Buffalo 
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A MORE 
ADEQUATE 
APPROACH  TO 
MENOPAUSAL  THERAPY 


TRANSIBARB  Capsules  provide  three- 
fold, symptomatic  relief  in  the  manage- 
ment of  the  menopausal  patient . . . adequate 
sedation  . . . cerebral  stimulation  . . . control  of  vaso- 
motor instability. 

TRANSIBARB  takes  full  advantage  of  the  increasing  use  of  a central 
nervous  system  stimulant  combined  with  effective  proportions  of  seda- 
tive medication.  In  addition,  vitamin  E is  employed  in  the  formula  for 
its  demonstrated  efficacy  in  menopausal  therapy. 

In  geriatrics,  too,  TRANSIBARB  tends  to  minimize  nervous  appre- 
hension in  debilitated  and  mentally  depressed  patients. 

Each  TRANSIBARB  Capsule  contains  phenobarbital,  (Warning: 

May  be  habit  forming),  Br-<  d-desoxyephedrine  HCI.,  2.5  mg., 
and  vitamin  E (dl-alpha  tocopheryl  acetate),  5 mg. 

DOSAGE:  One  capsule,  an  hour  after  breakfast;  one  capsule, 
an  hour  after  lunch.  In  exceptional  cases,  a third  capsule  may 
be  given,  if  required,  an  hour  after  the  evening  meal. 

TRANSIBARB 

TRADEMARK 

- Sedative-Sympathomimetic 

SUPPLIED:  Bottles  of  500  and  1000  capsules, 
at  all  drug  stores. 


Literature  and 
samples  to 
physicians 
on  request. 


Georqe  A.  Bf0OI1  e.  Company 


Pharmaceutical  Chemists 


NEW  YORK  18,  N.  Y. 
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John  Jacob  Decker,  M.D.,  of  Manhasset,  died 
on  February  23  in  Albany  at  the  age  of  seventy- 
four.  Dr.  Decker  was  graduated  from  the  New 
York  University  Medical  School  in  1897  and  had 
practiced  in  the  Bronx  for  almost  fifty  years  until 
his  retirement  several  years  ago.  He  was  honorary 
attending  surgeon  at  the  Harlem  Eye  and  Ear 
Hospital,  where  he  had  served  for  many  years. 
A past  president  of  the  Bronx  County  Medical 
Society,  Dr.  Decker  was  also  a member  of  the 
Medical  Society  of  the  State  of  New  York  and  the 
American  Medical  Association. 

Simon  Sidney  Friedman,  M.D.,  of  New  York 
City,  died  on  February  27  at  the  Lenox  Hill  Hos- 
pital at  the  age  of  sixty-seven.  Dr.  Friedman  was 
graduated  from  the  Columbia  University  College 
of  Physicians  and  Surgeons  in  1906  and  interned 
at  German  Hospital,  now  Lenox  Hill.  During 
World  War  I he  served  as  a first  lieutenant  in  the 
U.  S.  Army  Medical  Corps.  Dr.  Friedman  was 
consulting  surgeon  to  the  Lenox  Hill  Hospital  Out- 
patient Department.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Joseph  Gardner  Hopkins,  M.D.,  of  New  York 
City,  died  on  February  27  at  his  office  at  the  age 
of  sixty-nine.  Dr.  Hopkins  received  his  medical 
degree  from  the  Johns  Hopkins  University  Medical 
School  in  Baltimore,  Maryland,  in  1907  and  interned 
at  the  Johns  Hopkins  Hospital.  From  1920  to 
1947  Dr.  Hopkins  was  a member  of  the  Department 
of  Dermatology  of  the  Columbia  University  College 
of  Physicians  and  Surgeons,  becoming  professor  in 
1925  and  professor  emeritus  at  his  retirement  in 
1947. 

During  World  War  I Dr.  Hopkins  went  to  Serbia 
in  1915  as  bacteriologist  with  the  American  Red 
Cross  Commission,  and  from  1917  to  1919  he  served 
as  a captain  in  the  U.  S.  Army  Medical  Corps. 
During  World  War  II  he  aided  the  Office  of  Scientific 
Research  Development  in  various  capacities,  making 
several  trips  to  the  Pacific  theater  and  advising  the 
government  on  the  care  and  treatment  of  skin 
diseases  which  affected  American  forces  in  tropical 
regions.  Since  1946  he  had  been  a consultant 
to  the  Veterans  Administration  Hospital  in  the 
Bronx.  He  was  also  consulting  dermatologist  at 
the  Presbyterian  Hospital. 

A Diplomate  of  the  American  Board  of  Der- 
matology and  Syphilology,  Dr.  Hopkins  was  a 
member  of  the  American  Dermatological  Society, 
the  American  Academy  of  Dermatology  and 
Syphilology,  the  New  York  Academy  of  Medicine, 
the  New  York  Dermatological  Society,  the  American 
Society  of  Pathology  and  Bacteriology,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  Joseph  Noonan,  M.D.,  of  Cohoes,  died  on 
February  20  at  the  Cohoes  Hospital  at  the  age  of 
seventy-six.  Dr.  Noonan  was  graduated  from  the 
Albany  Medical  College  in  1897  and  had  practiced 
in  Cohoes  from  1907  until  his  retirement  ten  years 
ago. 


Leon  Loyal  Samson,  M.D.,  of  Alexandria  Bay, 
died  on  February  15  at  the  Edward  J.  Noble 
Hospital  in  Alexandria  Bay  at  the  age  of  seventy- 
two.  Dr.  Samson  received  his  medical  degree 
from  the  University  of  Vermont  Medical  School  in 
1905.  He  had  been  in  practice  for  forty-six  years 
and  had  served  as  chief  of  staff  of  the  Edward  J. 
Noble  Hospital  and  as  associate  attending  physician 
at  the  Mercy  Hospital  and  the  House  of  the  Good 
Samaritan  Hospital,  both  in  Watertown.  Dr. 
Samson  was  a member  of  the  Jefferson  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associ- 
ation. 


William  F.  Shanley,  M.D.,  of  Yonkers,  died 
suddenly  on  January  15  at  his  home  at  the  age  of 
fifty-four.  Dr.  Shanley  received  his  medical 
degree  from  the  Fordham  University  Medical 
School  in  1921  and  interned  at  St.  Joseph’s  Hos- 
pital in  Yonkers.  Dr.  Shanley  was  physician  for 
the  Old  Age  Assistance  Bureau  of  the  Westchester 
County  Welfare  Department  and  for  the  Yonkers 
Health  Department.  He  was  a member  of  the 
Yonkers  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 


Carleton  Simon,  M.D.,  of  New  York  City,  died 
on  February  18  at  the  New  York  Hospital  at  the 
age  of  seventy-nine.  Dr.  Simon  received  his 
medical  degree  from  the  University  of  Paris  in 
1890.  Making  a special  study  of  criminology  and 
psychiatry,  Dr.  Simon  gained  prominence  in  1901 
when  he  conducted  a psychiatric  examination  of 
Leon  Czolgosz,  assassin  of  President  McKinley. 
Dr.  Simon  had  also  appeared  as  an  expert  witness  j 
in  a number  of  murder  cases.  In  1920  he  was 
appointed  a special  Deputy  Police  Commissioner, 
under  Commissioner  Richard  E.  Enright,  and  took 
charge  of  the  drive  against  the  narcotic  traffic,  to 
which  he  had  attributed  the  intensity  of  the  current 
crime  wave.  With  Dr.  Isadore  Goldstein,  Dr. 
Simon  perfected  in  1936  a positive  method  of  identi- 
fication by  photographs  of  the  retina  of  the  human  < 
eye.  He  also  served  as  a special  adviser  to  the 
Will  Hays  office  from  1928  to  1938  and  helped  to 
draw  up  the  motion  picture  production  code.  At  < 
the  time  of  his  death,  Dr.  Simon  was  criminologist  | 
for  the  International  Association  of  Chiefs  of  Police 
and  also  for  the  New  York  and  New  England  As-  j 
sociation  of  Chiefs  of  Police. 

Walter  Fox  Smith,  M.D.,  of  Watertown,  died 
suddenly  on  February  3 at  the  age  of  fifty-five. 
Dr.  Smith  was  graduated  from  the  Cornell  Univer- 
sity Medical  College  in  1921.  He  was  chief  of  the 
medical  service  staff  at  the  House  of  the  Good 
Samaritan  Hospital,  on  the  staff  of  the  Mercy  j 
Hospital,  and  consulting  physician  at  the  St. 
Lawrence  State  Hospital,  all  in  Watertown.  A 
Fellow  of  the  American  College  of  Physicians,  Dr. 
Smith  was  a member  of  the  Jefferson  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association.  I 
[Continued  on  page  956] 
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Patient  Carries  on  Normal  Pursuits 
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Throughout  the  course  of  treatment 
for  urinary  disorders  many  patients 
continue  their  usual  activities, 
thanks  to  analgesia  produced  with 
orally  administered  Pyridium. 

Pyridium  can  be  safely  administered 
concomitantly  with  antibiotics,  the 
sulfonamides,  and  other  specific 
therapy. 

An  analysis  of  symptomatic  relief 
in  118  cases  treated  with  Pyridium 
shows:* 

Urinary  frequency  promptly 
relieved  in  85%  °f  cases. 

Pain  and  burning  decreased 
in  93 % of  cases. 

*Kirwin,  T.  J.,  Lowsley,  O.  S.,  and  Manning,  J.: 
Effects  of  Pyridium  in  certain  urogenital  infections. 
Am.  J.  Surg.  62:  330-335,  December  1943. 


The  complete  story  of  Pyridium  and  its 
clinical  uses  is  available  on  request. 


THROUGH  GRATIFYING  RELIEF 


of  the  symptoms  of 


urinary  tract 
infection 


PYRIDIUM* 

(Brand  of  Phenylazo-diamino-pyridine  HC1) 


Pyridium.  is  the  trade-mark  of 
Nepera  Chemical  Co.,  Inc., 
successor  to  Pyridium  Corpora- 
tion, for  its  brand  of  phenylazo- 
diamino-pyridine  HCl.  Merck 


MERCK  & CO.,  Inc. 


Manufacturing  Chemists 

RAHWAY,  NEW  J E R S C Y 


& Co.,  Inc.  sole  distributor  in 
the  United  States, 


In  Canada:  MERCK  & CO.  Limited — Montreal 
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Frank  Hassan  Snyder,  M.D.,  of  Geneva,  died  on 
February  3 at  his  home  at  the  age  of  sixty-one. 
Dr.  Snyder  was  graduated  from  the  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1915  and  served  in  World  War  I as  a first  lieutenant 
with  the  American  Expeditionary  Forces.  He 
was  attending  surgeon  at  the  Geneva  General 
Hospital,  having  served  on  its  staff  since  1919,  and 
for  twenty-five  years  had  been  coroner  for  Ontario 
County.  Dr.  Snyder  had  been  a surgeon  for  the 
Lehigh  Valley  Railroad  since  1925.  He  was  a 
member  of  the  Ontario  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


SOME  PUBLIC  RELATIONS  DON’TS  FROM 

Now  that  the  doctors  are  beginning  to  use  the 
Bureau  of  Medical  Economics  more  extensively — 
over  a thousand  dollars  a day  referred  during  the 
first  half  of  February — some  of  the  public  relations 
problems  are  becoming  apparent.  Hence  a few 
timely  don’ts: 

DON’T  tell  a patient  what  another  doctor’s  fee  should 
be:  The  most  frequent  complaint  received  by  the 
Bureau  regarding  bills  is  not  that  the  fees  were  too 
high  but  that  “another  doctor  told  me  it  shouldn’t 
have  been  more  than dollars.” 

DON’T  fail  to  itemize  a bill  when  clarification  of 
charges  is  needed:  People  like  to  know  exactly  what 
they  are  paying  for. 

DON’T  quote  fees  for  a surgical  procedure  in  just  one 
type  of  hospital  accommodation  if  it  would  be  higher  in 
another:  People  who  expect  to  go  semiprivate  some- 
times change  to  a private  room  and  are  indignant 
when  they  receive  a bill  from  the  doctor  higher  than 
the  fee  quoted. 

DON’T  fail  to  obtain  consent  for  a consultation  when- 
ever possible  and  make  it  clear  that  there  uxiU  be  a sep- 
arate bill  from  the  consultant:  The  usual  complaint  in 
regard  to  bills  for  consultation  is,  “We  thought  he 
was  just  a friend  who  happened  to  be  at  the  hospital 
and  our  doctor  asked  him  for  advice.  It  only  took 
two  minutes  so  why  should  I have  to  pay  $50  for 
that?” 
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George  Garfield  Wagner,  M.D.,  of  Buffalo,  died 
on  February  2 at  the  age  of  seventy.  Dr.  Wagner 
was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1904  and  had  practiced  in 
Buffalo  for  forty-three  years  until  his  retirement 
three  years  ago.  For  twenty-eight  years  he  was 
physician  for  the  Wickwire-Spencer  Steel  Division 
of  the  Colorado  Fuel  and  Iron  Corporation,  in  i 
Buffalo,  and  was  associate  attending  physician  at 
the  Buffalo  General  Hospital.  Dr.  Wagner  was  a 
member  of  the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


THE  BUREAU  OF  MEDICAL  ECONOMICS 
DON’T  fail  to  make  it  clear  to  the  patient  that  there  I 
will  be  a separate  bill  from  the  anesthetist,  radiologist, 
or  pathologist  where  this  is  the  case:  The  usual 
complaint,  is  “But  I have  never  even  heard  of  him.” 
If  you  are  an  anesthetist,  radiologist,  or  pathologist 
who  sends  individual  bills,  DON’T  fail  to  iniroduce 
yourself  to  the  patient  if  possible:  A frequent  com- 
plaint, “Yes,  I got  a bill  from  Doctor but  I’ve 

never  seen  him.  How  could  I owe  him  money?” 
DON’T  refer  accounts  to  commercial  collection  agen- 
cies unless  you  are  absolutely  sure  of  the  methods  used: 
Another  frequent  complaint  is,  “When  there  is  a 
Bureau  like  this  why  do  some  doctors  still  send  their  : 
accounts  to  commercial  collection  agencies  that  use 
such  ruthless  and  embarrassing  methods?” 

DON' T let  bills  run  too  long  with  no  response  from 
the  patient:  By  turning  them  over  to  the  Bureau  be- 
fore they  are  six  months  old  you  hold  collection  fees  ) 
down  to  25  per  cent.  Furthermore,  many  patients 
who  want  to  pay  the  bill  but  are  financially  unabk 
to  do  so  in  one  or  two  payments  hesitate  to  ask  the 
doctor  to  budget  it  over  a long  period  of  time.  The 
Bureau  can  handle  these  budget  plans  for  you,  sene 
all  necessary  reminders  to  the  patient,  and  mail  yoi  i 
a check  each  month.  Furthermore,  the  patien 
feels  better  toward  his  doctor  as  he  is  no  longer  de 
linquent — he  is  paying  his  medical  bill.— News  Let 
ter,  Westchester  County  Medical  Society,  February  20 
1951 
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because  it  contains  'Benzedrine’  Sulfate  . . . 


'EDRISAL  with  CODEINE' 

does  far  more  than  relieve  pain  in 

severe  dysmenorrhea 


It  relieves  depression.  The  antidepressant  activity  of  ‘Benzedrine’  Sulfate  averts 
the  all-too-familiar  depressant  effect  of  codeine.  It  actually  lifts  the  patient’s  mood. 

And  relieves  cramps.  The  peripheral  activity  of  ‘Benzedrine’  Sulfate  works  to 
relieve  the  cramps  that  are  so  often  associated  with  this  painful  period.  Janney  reports: 

“The  most  satisfactory  antispasmodic  drug  for  use  in  spastic  dysmen- 
orrhea is,  in  my  experience,  Benzedrine  Sulfate  . . 

Important:  ‘Edrisal  with  Codeine’  does  not  replace  familiar  ‘Edrisal’.  ‘Edrisal 
with  Codeine’  is  for  use  in  conditions  that  require  more  potent  analgesia. 


Each  tablet  contains: 

Codeine  sulfate 14  gr. 

‘Benzedrine’  Sulfate  ....  2.5  mg. 

w 

Acetylsalicylic  acid 2.5  gr. 

— 

Phenacetin 2.5  gr. 

w 

Available  in  bottles  of  50  tablets 

Smith,  Kline  & French  Laboratories,  Philadelphia 
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Medical  Research  in  Heart  Disease 


Heart  disease  research  will  receive  grants  total- 
ing more  than  $725,000  this  year  from  the  life 
insurance  companies  of  the  United  States  and  Can- 
ada, it  was  announced  recently  by  the  Life  Insur- 
ance Medical  Research  Fund.  The  1951  awards 
bring  to  nearly  four  million  dollars  the  amount  of 
money  given  to  heart  disease  research  by  the  life 
insurance  companies  since  the  Fund  was  organized 
in  1945. 

Included  in  this  year’s  grants  are  51  research 
awards  amounting  to  $597,450  and  36  research 
fellowships  totaling  $129,500.  The  research  awards 
are  grants-in-aid  for  specific  research  projects, 
most  of  them  carried  on  by  teams  of  doctors  work- 
ing under  the  sponsorship  of  medical  schools  and 
research  centers.  The  fellowships  go  to  graduates 
and  undergraduates  and  make  possible  special 
training  in  scientific  research. 

Since  the  first  grants  of  the  Fund  were  made  at 
the  start  of  1946,  the  Fund  has  contributed  a total 
of  over  $3,940,000  in  aid  of  research  on  the  diseases 
of  the  heart  and  blood  vessels.  In  all,  166  research 
programs  and  165  research  fellowships  have  been 
supported. 

The  following  grants  have  been  made  to  physi- 
cians and  institutions  of  this  State: 

Columbia  University  College  of  Physicians  and 
Surgeons,  New  York  City,  for  research  by  Dr. 
Erwin  Chargaff  on  the  chemistry  and  physiology 
of  thromboplastic  lipids  and  related  substances  and 
their  role  in  intravascular  clotting,  $16,800. 

Mount  Sinai  Hospital,  New  York  City,  for  re- 
search by  Dr.  Paul  Klemperer  on  connective  tissue, 
$13,650. 

New  York  University-Bellevue  Medical  Center, 
New  York  City,  for  research  by  Dr.  David  P. 
Earle,  Jr.,  on  the  relationship  between  renal  func- 
tion and  electrolyte  metabolism,  $21,000. 

New  York  University-Bellevue  Medical  Center, 
New  York  City,  for  research  by  Dr.  Ludwig  W. 
Eichna  on  the  effects  of  controlled  venous  conges- 
tion in  man,  $15,750. 

New  York  University-Bellevue  Medical  Center, 
New  York  City,  for  research  by  Dr.  Colin  M. 
MacLeod  on  the  relation  of  streptococcal  products 
to  the  pathogenesis  of  rheumatic  fever,  $50,950. 

Polhemus  Memorial  Clinic,  Brooklyn,  for  re- 
search by  Dr.  Chandler  M.  Brooks  on  the  basic 
phenomena  of  excitation  and  response  of  the  heart, 
$5,250. 


State  University  of  New  York,  Medical  Center 
at  Syracuse  University,  Syracuse,  for  research  by 
Dr.  John  M.  McKibbin  on  the  effect  of  lipotropic 
substances  on  the  distribution  of  essential  lipids 
in  tissues,  $7,140. 

State  University  of  New  York,  Medical  Center 
at  Syracuse  University,  Syracuse,  for  research  by 
Dr.  Gordon  K.  Moe  on  the  autonomic  control  of 
the  cardiovascular  system,  $6,930. 

State  University  of  New  York,  Medical  Center 
at  Syracuse  University,  Syracuse,  for  research  by 
Dr.  Jane  Sands  Robb  on  the  correlation  of  the 
anatomy  and  physiology  of  the  heart,  $12,600. 

University  of  Rochester  School  of  Medicine  and 
Dentistry,  Rochester,  for  research  by  Dr.  Victor 
M.  Emmel  on  the  transition  from  the  benign  to 
the  malignant  phase  of  renal  hypertension,  $3,150. 

Postdoctoral  research  fellowships,  carrying  sti- 
pends varying  from  $3,000  to  $4,000,  have  been 
awarded  to  the  following: 

David  H.  Elwyn,  Ph.D.,  New  York  City,  for 
research  under  the  supervision  of  Dr.  David  B. 
Sprinson  at  Columbia  University  College  of  Physi- 
cians and  Surgeons,  New  York  City. 

Charles  Kennedy,  M.D.,  Buffalo,  for  research 
under  the  supervision  of  Dr.  Seymour  Kety  at  the 
University  of  Pennsylvania  Graduate  School  of 
Medicine,  Philadelphia,  Pennsylvania. 

Jay  B.  Moses,  M.D.,  Hamilton,  for  research 
under  the  supervision  of  Dr.  J.  U.  Schlegel  at  the 
University  of  Rochester  School  of  Medicine  and 
Dentistry,  Rochester. 

Roy  C.  Swan,  Jr.,  M.D.,  Scarsdale,  for  research 
under  the  supervision  of  Dr.  George  W.  Thorn  at 
Harvard  Medical  School,  Boston,  Massachusetts. 

Predoctoral  research  fellowships,  carrying  stipends 
varying  from  $1,800  to  $2,200,  have  been  awarded 
to  the  following: 

Robert  E.  Franzl,  M.A.,  New  York  City,  to 
work  under  the  supervision  of  Dr.  Erwin  Chargaff 
at  Columbia  University  College  of  Physicians  and 
Surgeons,  New  York  City. 

Edward  Ronwin,  M.S.,  New  York  City,  to  work 
under  the  supervision  of  Dr.  David  M.  Greenberg 
at  the  University  of  California  School  of  Medicine, 
Berkeley,  California. 

Arthur  Weissbach,  B.S.,  New  York  City,  to  work 
under  the  supervision  of  Dr.  David  B.  Sprinson  at 
Columbia  University  College  of  Physicians  and 
Surgeons,  New  York  City. 


The  Peninsula  Veterans 

AN  ORGANIZATION  of  sixty  veteran  physi- 
cians of  World  Wars  I and  II  practicing  in  the 
Rockaway  peninsula,  Long  Island,  was  formed  on 
January  16,  1951,  as  the  Peninsula  Veterans 
Physicians  Association.  The  organization  hopes 
to  ensure  that  no  doctor  eligible  for  military  service 
shall  be  declared  essential  if  he  can  be  replaced. 
It  will  contact  county,  state,  and  national  medical 
societies  and  encourage  joint  action  to  protect  the 
veterans  interests.  It  will  attempt,  by  proper  com- 
mittee action  and  interviews,  to  acquaint  the 
medical  advisory  committees,  local  draft  boards, 
and  county  medical  societies  with  the  veterans 


Physicians  Association 

point  of  view.  It  is  hoped  that  the  association 
can  convince  the  proper  authorities  that  no  doctor 
under  the  age  of  fifty  practicing  in  an  urban  area 
shall  be  declared  essential  to  a hospital  or  com- 
munity. 

The  following  resolution  was  drawn  up: 

Whereas  there  are  a sufficient  number  of 
doctors  in  the  community  over  fifty  years  of  age 
or  otherwise  physically  unfit  for  active  military 
service  to  satisfy  the  needs  of  the  hospital  and 
the  community,  and 

[Continued  on  page  960) 
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EIGHTEEN  NINETY  ONE  TO  NINETEEN  FIFTY  ONE 


• Modern  Operative  Technics 

• Obstetric  Clinic 


Practical  Surgical  Suggestions 


The  American  journal 
of  Surgery 


Adds 

New  Departments 

for  the  OBSTETRICIAN 

and  the  physician-surgeon  interested  in  obstetrics 


IT  is  more  significant  to  be  distinguished  by  achievement  than  by 
age.  We  have  endeavored  to  use  our  years  well  in  the  interest 
of  surgery.  Indicative  is  our  announcement,  in  this  our  60th  year 
of  publication,  of  the  Obstetric  Clinic  as  a new  and  continuing 
department  of  The  American  Journal  of  Surgery,  and  already 
planned  for  two  years  in  advance.  Since  1891,  leading  surgeons 
have  respected  the  scope  of  editorial  content  and  authority  of  our 
many  leading  contributors  on  pertinent  subjects  in  surgery.  Ob- 
stetrical procedures  now  assume  continuing  importance  in  The 
American  Journal  of  Surgery.  Beyond  the  well  edited  material 
in  this  department  is  the  wealth  of  supplementary  content  of 
vital  interest  and  value  to  the  surgeon. 


of  the  first  three  papers  to 
appear  in  our  Obstetric  Clinic  are  available  to 
you  with  our  compliments.  Please  address  your 
request  to  Dept.  B,  The  American  Journal 
of  Surgery,  Inc.,  49  W.  45th  St.,  New  York  19. 


We  invite  you  to  join  our  more 
than  30,000  surgeon-readers  who 
find  The  American  Journal  of 
Surcery  an  authoritative  voice 
in  the  art  and  practice  of  surgery. 
Fill  out  the  coupon  today. 


THE  AMERICAN  JOURNAL  OF  SURGERY,  INC. 

49  West  45th  Street,  New  York  19,  N.  Y. 

GENTLEMEN: 

I am  enclosing  my  payment  of  $12.00  for  one  year's  subscription  to  THE 
AMERICAN  JOURNAL  OF  SURGERY^  including  reprints  of  the  first  three 
papers  of  the  Obstetric  Clinic.  Please  send  to: 
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Whereas  it  is  the  stated  decision  of  the 
national  selective  service  system  that  nonveteran 
physicians  who  are  not  ASTP  or  V-12  trainees 
shall  be  inducted  before  veteran  physicians, 
therefore  be  it 

Resolved,  that  the  medical  board  of  the  hospital 
go  on  record  to  the  effect  that  no  physician  on 


the  active  or  courtesy  staff  of  the  hospital  be 
declared  essential  to  the  hospital  or  the  com- 
munity with  regard  to  the  present  emergency. 

The  following  officers  were  elected:  Dr.  Elliot 

Rosenberg,  president;  Dr.  Louis  Abeson,  vice- 
president;  Dr.  Maurice  Gershman,  secretary, 
and  Dr.  Leon  Star,  treasurer. 


Markle  Fund  Grants  for  Medical  School  Faculties 


TWENTY  medical  scientists  have  been  named  as 
the  fourth  group  of  “Scholars  in  Medical  Science” 
appointed  by  the  John  and  Mary  R.  Markle  Founda- 
tion as  part  of  its  program  to  keep  young  doctors 
on  medical  school  teaching  and  research  staffs, 
Mr.  John  M.  Russell,  executive  director  of  the 
fund,  announced  recently.  Mr.  Russell  also  an- 
nounced the  decision  of  the  Board  of  Directors  to 
increase  the  amount  of  the  grant  $1,000  a year, 
making  the  five-year  total  $30,000  instead  of  $25,000. 
Beginning  July  1,  this  increase  will  also  apply  to 
the  forty-six  current  grants  made  during  the  first 
three  ye^rs  of  the  program. 

All  grants  will  be  made  direct  to  the  medical 
schools  at  the  rate  of  $6,000  annually,  earmarked 
for  support  of  a specific  doctor  and  his  research. 


Under  the  program  a total  of  sixty-six  doctors  on 
the  staffs  of  thirty-nine  medical  schools  in  the 
United  States  and  Canada  will  be  aided,  with  grants 
amounting  approximately  to  $1,900,000. 

The  following  have  been  selected  from  New  York 
State: 

Howard  A.  Joos,  M.D.,  instructor  in  pediatrics, 
University  of  Rochester  School  of  Medicine  and 
Dentistry,  and  chief  resident  pediatrician,  Strong 
Memorial  and  Rochester  Municipal  Hospitals. 

Seymour  Korkes,  M.D.,  instructor  in  pharma- 
cology, New  York  University  College  of  Medicine. 

Landrum  B.  Shettles,  M.D.,  resident,  the  Sloane 
Hospital  for  Women,  Columbia-Presbyterian  Medi- 
cal Center. 


MEDICALLY  SPEAKING— 


Refresher  Course  at  New  York  Eye  and  Ear 
Infirmary — The  annual  refresher  course  in  “Histo- 
pathology  of  the  Eye”  will  be  held  in  Weeks  Hall 
of  the  New  York  Eye  and  Ear  Infirmary,  from  2 
to  6 p.m.,  beginning  Monday  afternoon,  May  21, 
through  Friday,  May  25.  A limited  number  of 
students  will  be  accepted,  if  application  is  made  to 
the  registrar  of  the  Postgraduate  School. 

The  course  will  be  conducted  by  Drs.  B.  F. 
Payne,  E.  Burchell,  B.  Roberts,  and  G.  Kara. 

Blackwell  Citations — Among  the  five  awards 
presented  to  American  women  physicians  for  their 
contributions  to  the  practice  and  teaching  of 
medicine  were  two  to  Dr.  Marian  E.  Manter, 
director  of  internal  medicine  at  the  New  York 
Infirmary,  and  Dr.  Wilhelmina  A.  Ragland,  director 
of  obstetrics  at  the  same  institution. 

Dickinson  Research  Memorial — In  honor  of  the 
late  Dr.  Robert  L.  Dickinson,  senior  vice-president, 
the  Planned  Parenthood  Federation  of  America 
has  established  a memorial  fund  to  foster  research 
for  improved  contraceptives. 

Symposia  on  Cardiovascular  Practice — The  New 
York  Cardiological  Society  is  conducting  a series  of 
symposia  on  “Current  Cardiovascular  Practice” 
at  the  New  York  Academy  of  Medicine.  Each 
session  consists  of  four  twenty-minute  papers  by 
well-known  specialists  in  the  various  subjects,  with 
a ten-minute  discussion  of  each.  The  papers  are 
kept  clinical  and  practical  since  the  general  profes- 
sion and  medical  students  are  invited. 

Additional  symposia  scheduled  are:  April  12 — 
“Current  Problems  in  Experimental  Cardiology,” 
and  May  23 — “Current  Management  of  Cardiac 
Failure.” 

Further  information  may  be  had  from  the 
secretary,  Dr.  Philip  Reichert,  480  Park  Avenue, 
New  York  22,  New  York. 


Assigned  as  Commanding  Officer — The  assign- 
ment of  Col.  Benjamin  Lubitz,  Brooklyn,  as  com- 
manding officer  of  the  411th  Evacuation  Hospital, 
has  been  announced  by  Col.  H.  A.  Cooney,  chief 
of  the  New  York  Military  District,  New  York 
City.  Col.  Lubitz,  a medical  reserve  officer,  is  a 
member  of  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association.  Col.  Lubitz,  whose 
Army  career  began  in  1929  when  he  joined  the 
102nd  Medical  Regiment,  New  York  National 
Guard,  served  as  commanding  officer  of  various 
medical  units  and  hospitals  in  the  United  States 
and  Japan  during  World  War  II. 

The  411th  Evacuation  Hospital  is  organized  to 
provide  hospital  facilities  for  personnel  in  the  com- 
bat zone  and  to  prepare  patients  for  further  evacua- 
tion. 

Postgraduate  Courses  in  Kings  County — A pro- 
gram of  postgraduate  training,  sponsored  by  the 
Joint  Committee  on  Postgraduate  Education  of  the 
Kings  County  Medical  Society  and  the  State  Uni- 
versity College  of  Medicine  at  New  York  City,  will 
begin  early  in  April  with  twelve  participating  hos- 
pitals in  Brooklyn. 

Courses  and  their  instructors  include:  anes- 

thesiology, Dr.  Irving  M.  Pallin;  regional  anesthesia, 
Drs.  F.  Paul  Ansbro  and  Harry  A.  Kaplan;  allergy, 
Drs.  Harry  Markow,  George  A.  Merrill,  and 
Solomon  Slepian;  applied  immunologic  procedures 
in  children,  Dr.  Joseph  H.  Fries;  arthritis,  Dr. 
A.  S.  Gordon;  basic  electrocardiography,  Dr.  Max 
Pomerance;  electrocardiography  for  the  general 
practitioner,  Drs.  S.  R.  Slater,  A.  H.  Douglas,  J. 
Weinstein,  S.  M.  Katz,  and  S.  Nisnewitz;  gastro- 
enterology, Drs.  B.  M.  Bernstein,  D.  A.  Meiselas, 
M.  J.  Matzner,  C.  Windwer,  I.  R.  Schwartz,  H. 
Robinson,  H.  Kroin,  and  L.  E.  Meiselas;  diarrheal 
diseases,  Dr.  William  Z.  Fradkin;  gastroscopy, 
[Continued  on  page  962] 
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Regulate  cardiac  output... more  precisely 

Digitaline  Nativelle  provides  positive  maintenance  — 
positive  because  it  is  completely  absorbed  and  uniformly 
dissipated.  It  affords  full  digitalis  effect  between  doses. 
Because  the  non-absorbable  glycosides,  so  frequently 
causing  gastric  distress,  are  eliminated,  untoward  side 
reactions  are  rare. 


digitaline 

nativelle 


Chief  active  principle*  of  digitalis  purpurea  (digitoxin) 

*not  an  adventitious  mixture  of  glycosides 

Send  for  brochure,  "Modern  Digitalis  Therapy” 

Varick  Pharmacal  Co.,  Inc.  (Div.  of  E.  Fougera  & Co.  Inc. ) 75  Varick  St.,  N.Y. 


7~H£  PHYSICIANS'  HOME  has  a distinct,  unique , 
and  attainable  goal,  i.e.,  to  perpetuate  the  provision 
for  personal  beneficiary  aid  to  aged,  retired  col- 
leagues, or  their  widows ; tide  them  over  crises  and 
safeguard  their  future. 

WILL  YOU  HELP  INSURE  THE  CONTINUANCE  OF  THIS  WORK? 

Make  checks  payable  to: 

PHYSICIANS’  HOME 

52  EAST  66th  STREET  NEW  YORK  21,  NEW  YORK 
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Drs.  S.  A.  Seley  and  H.  M.  Robinson;  clinical 
hematology,  Dr.  Maurice  Morrison;  hypertension 
and  nephritis,  Dr.  Harry  Mandelbaum. 

Also:  clinical  neurology,  Dr.  A.  M.  Rabiner; 

internal  medicine,  Drs.  Charles  Solomon,  Theodore 
D.  Cohn,  Milton  Plotz,  and  Janet  Watson;  clinical 
biochemistry,  Dr.  I.  J.  Greenblatt;  disorders  of  the 
endocrine  system,  Dr.  C.  S.  Byron ; recent  advances 
in  endocrinology,  Drs.  Bernard  Seligman  and 
Edwin  M.  Gold;  endocrine  disorders  in  children 
and  adolescents,  Dr.  George  B.  Dorff;  gynecologic 
endocrinology,  Dr.  Charles  H.  Birnberg;  sterility, 
Dr.  Samuel  L.  Siegler;  gynecologic  and  obstetric 
pathology,  Drs.  Alexander  H.  Rosenthal  and 
Charles  E.  Flowers;  office  gynecology,  Dr.  Charles 
W.  Mueller. 

Also:  prenatal  care,  Dr.  Mervyn  V.  Armstrong; 


peripheral  vascular  diseases,  Drs.  Samuel  Feldman, 
Jacob  W.  Kahn,  W.  S.  Collens,  N.  D.  Wilensky, 
J.  D.  Zilinsky,  J.  J.  Greenwald,  and  A.  B.  Stern; 
physical  medicine  and  rehabilitation,  Dr.  Lewis 
Dickar;  clinical  rehabilitation,  Drs.  W.  B.  Snow, 
B.  Koven,  S.  G.  Feuer,  and  I.  Muss;  newer  concepts 
in  diagnosis  and  treatment  of  neoplastic  disease, 
Dr.  William  E.  Howes;  external  eye  diseases,  Dr. 
Julius  M.  Dan;  ophthalmoscopy,  Dr.  Ira  W. 
Mensher;  clinical  pediatrics,  Drs.  Bela  Schick, 

H.  R.  Litchfield,  H.  Block,  and  H.  Rascoff;  child 
psychiatry,  Dr.  Melitta  Sperling;  proctology,  Dr. 
Saul  Schapiro;  office  surgery,  Dr.  Merrill  N.  Foote; 
fractures,  Dr.  Ottokar  Tenopyr;  cardiovascular 
roentgenology,  Dr.  Bernard  S.  Epstein;  roentgen 
diagnosis  in  thoracic  diseases,  Dr.  Max  Dannen- 
berg,  and  urology,  Drs.  Fedor  Senger  and  John  J. 
Bottone. 


MEETINGS 

PAST 


Society  of  Medical  Jurisprudence 

“The  Legal  Aspects  of  an  Autopsy”  was  the  sub- 
ject of  a talk  given  by  Mr.  Edward  J.  Bohne, 
assistant  superintendent,  Claim  Department,  Equi- 
table Life  Assurance  Society,  at  the  meeting  of  the 
Society  of  Medical  Jurisprudence  held  March  12 
at  the  New  York  Academy  of  Medicine.  Discus- 
sion of  the  paper  was  opened  by  Dr.  Theodore  J. 
Curphey,  chief  medical  examiner  of  Nassau  County. 

New  York  Academy  of  Sciences 

A symposium  on  “Individual  Blood  Differences” 
wras  held  at  the  New  York  Academy  of  Sciences  on 
March  12,  with  Dr.  E.  D.  Goldsmith  as  chairman. 
Speakers  included:  “Serology,  Genetics,  and  No- 

menclature of  the  Rh-Hr  Factors,”  Dr.  Alexander 
S.  Wiener,  Department  of  Forensic  Medicine,  New 
York  University-Bellevue  Medical  Center;  “Brief 


Review  of  the  Newer  Human  Blood  Factors,” 
Dr.  Philip  Levine,  Ortho  Research  Foundation, 
Raritan,  New  Jersey;  “Erythrocyte-Isoantibody 
Reactions  in  Dogs,”  Dr.  Lawrence  E.  Young, 
University  of  Rochester  School  of  Medicine  and 
Dentistry;  “The  Identification  of  Hemagglutinins 
with  Red  Cells  Altered  with  Trypsin  and  Papain,” 
Dr.  Richard  E.  Rosenfield,  Department  of  Health, 
New  York  City,  and  “Treatment  of  Erythroblasto- 
sis,” Dr.  George  J.  Brancato,  Brooklyn. 

Association  for  the  Advancement  of  Psycho- 
analysis 

Dr.  Alexander  Reid  Martin  presented  a paper  on 
“The  Fear  of  Relaxation”  at  a meeting  of  the  As- 
sociation for  the  Advancement  of  Psychoanalysis 
held  on  March  28  at  the  New  York  Academy  of 
Medicine. 


FUTURE 


Alumni  Association,  Long  Island  College  of 
Medicine 

The  annual  Alumni  Day  of  the  Long  Island  Col- 
lege of  Medicine  and  the  State  University  of  New 
York  at  New  York  City  College  of  Medicine 
will  be  held  Saturday,  April  28.  There  will  be  a 
scientific  session  at  Polhemus  Clinic  in  the  morning 
followed  by  the  71st  annual  dinner  to  be  held  at 
the  Columbus  Club,  Brooklyn,  at  7 p.m. 

State  Charities  Aid  Association,  Committee  on 
Mental  Health 

The  Committee  on  Mental  Health  of  the  State 
Charities  Aid  Association  will  hold  its  annual 
meeting  in  New  York  City  on  May  2.  Speakers 
scheduled  to  appear  on  the  program  include  Dr. 
Robert  Felix  of  the  National  Institute  of  Mental 
Health,  Dr.  William  Menninger  of  the  Menninger 
Foundation,  Mr.  Oren  Root,  president  of  the 
National  Association  for  Mental  Health,  and  Dr. 


Nolan  D.  C.  Lewis,  director  of  the  New  York  State 
Psychiatric  Institute  and  chairman  of  the  com- 
mittee. 

American  Association  on  Mental  Deficiency 
The  seventy-fifth  annual  meeting  of  the  American 
Association  on  Mental  Deficiency  will  be  held  at  the 
Hotel  New  Yorker,  New  York  City,  May  23 
through  26. 

American  Goiter  Association 

The  1951  meeting  of  the  American  Goiter  As- 
sociation will  be  held  in  the  Deshler-Wallick  Hotel, 
Columbus,  Ohio,  May  24,  25,  and  26. 

American  Academy  of  Dental  Medicine 

The  fifth  annual  meeting  of  the  American  Acad- 
emy of  Dental  Medicine  will  be  held  June  22,  23, 
and  24  at  the  Hotel  Dennis,  Atlantic  City,  New 
Jersey.  The  New  Jersey  chapter  will  be  host. 
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j In  the  past  six  years,  the  American  Cancer 
Society  has  devoted  $16,856,000  to  the  sup- 
| port  of  Research,  chief  hope  of  millions  of 
j threatened  cancer  victims.  Science  has  given 
| us  improved  techniques  in  diagnosis  and 
treatment  that  have  saved  thousands  of  lives. 

| Your  contribution  to  the  Society  also  supports 
Education  and  Service  to  the  cancer  patient. 
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Influence  of  Parathormon  and  Oestradiol  Ben- 
zoate, on  the  Quantity  of  Blood-Sugar  and  Alcaline 
Phosphatase  of  the  Serum.  By  John  Ant.  Papan- 
toniou,  M.D.  [In  Greek]  Quarto  of  60  pages, 
illustrated.  Athens,  Greece,  1947. 

A Guide  to  Psychiatric  Books  with  a Suggested 
Basic  Reading  List.  By  Karl  A.  Menninger,  M.D., 
with  the  collaboration  of  George  Devereux,  Ph.D. 
Octavo  of  147  pages.  New  York,  Grune  & Strat- 
ton, 1950.  Cloth,  $3.50.  (The  Menninger  Clinic 
Monograph  Series  #7.) 

Electrotherapy  and  Actinotherapy.  By  E.  B. 
Clayton,  B.Ch.  (Cantab.).  Octavo  of  460  pages,  il- 
lustrated. Baltimore,  Williams  & Wilkins  Co., 

1949.  Cloth,  $3.00. 

The  Mask  of  Sanity.  An  Attempt  to  Clarify 
Some  Issues  About  the  So-called  Psychopathic 
Personality.  By  Hervey  Cleckley,  M.D.  Second 
edition.  Octavo  of  569  pages.  St.  Louis,  C.  V. 
Mosby  Co.,  1950.  Cloth,  $6.50. 

Pneumoconiosis.  Beryllium.  Bauxite  Fumes. 
Compensation.  Leroy  U.  Gardner  Memorial  Vol- 
ume. Edjted  by  Arthur  J.  Vorwald,  M.D.,  with 
the  collaboration  of  Manfred  Bowditch,  A.B., 
Thomas  M.  Durkan,  M.  E.,  and  Theodore  C.  Waters, 
L.L.B.  Octavo  of  659  pages,  illustrated.  New 
York,  Paul  B.  Hoeber,  1950.  Cloth,  $7.50.  (Sixth 
Saranac  Symposium.) 

Non-Gonococcal  Urethritis.  Including  the  Geni- 
tal Manifestations  of  Local  and  Systemic  Diseases 
and  Infestations  of  the  Urinary  Tract  with  Protozoa, 
Metazoa  and  Fungi.  By  A.  H.  Harkness,  M.R.C.S., 

L. R.C.P.  Octavo  of  424  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1950.  Cloth, 
$10.00. 

The  Antihistamines.  Their  Clinical  Application. 
By  Samuel  M.  Feinberg,  M.D.,  Saul  Malkiel,  M.D. 
and  Alan  R.  Feinberg,  M.D.  Duodecimo  of  291 
pages,  illustrated.  Chicago,  Year  Book  Publishers, 

1950.  Cloth,  $4.00. 

Textbook  of  Abnormal  Psychology.  By  Roy 

M.  Dorcus,  Ph.D.,  and  G.  Wilson  Shaffer,  Ph.D. 
Fourth  edition.  Octavo  of  717  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1950.  Cloth, 
$5.00. 

You  Can  Too!  By  Mary  Jane  Moore,  R.  N. 
Illustrated  by  Kathleen  Hammond.  Quarto  of 
142  pages,  illustrated.  New  York,  J.  J.  Tepper 
Corp.,  1950.  Paper,  $2.00. 

The  Modern  Treatment  of  Asthma  with  Special 
Reference  to  Gold  Therapy.  By  L.  Banszky,  M.D. 
Duodecimo  of  135  pages.  Baltimore,  Williams 
& Wilkins  Co.,  1950.  Cloth,  $2.50. 

An  Introduction  to  Pathology.  By  G.  Payling 
Wright,  D.M.  (Eng.)  Octavo  of  569  pages,  illus- 
trated. New  York,  Longmans  Green  & Co.,  1950. 
Cloth,  $6.00. 

Eyes  and  Industry.  Formerly  Industrial  Ophthal- 
mology. By  Hedwig  S.  Kuhn,  M.D.  Second  edi- 
tion. Octavo  of  378  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Co.,  1950.  Cloth,  $8.50. 


Cerebral  Angiography.  By  Professor  P.  Almeida 
Lima.  Octavo  of  221  pages,  illustrated.  New 
York,  Oxford  University  Press,  1950.  Cloth,  $8.75. 

The  Truth  About  Your  Eyes.  By  Derrick  Vail, 
M.D.  Duodecimo  of  180  pages,  illustrated.  New 
York,  Farrar,  Straus  & Co.,  1950.  Cloth,  $2.50. 

Neurosis  and  Human  Growth.  The  Struggle 
Toward  Self-Realization.  By  Karen  Horney,  M.D. 
Octavo  of  391  pages,  illustrated.  New  York,  W. 
W.  Norton  & Co.,  1950.  Cloth,  $3.75. 

The  Management  of  Obstetric  Difficulties.  By 
Paul  Titus,  M.D.  Fourth  edition.  Octavo  of 
1,046  pages,  illustrated.  St.  Louis,  C.  V.  Mosby 
Co.,  1950.  Cloth,  $14. 

New  and  Nonofficial  Remedies.  Containing 
Descriptions  of  the  Articles  Which  Stand  Accepted 
by  the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  on  January  1,  1950. 
Issued  Under  the  Direction  and  Supervision  of  the 
Council  of  Pharmacy  and  Chemistry,  American 
Medical  Association.  1950.  Duodecimo  of  800 
pages,  illustrated.  Philadelphia,  J.  B.  Lippincott 
Co.,  1950.  Cloth,  $3.00. 

Surgery  of  Cataract.  By  Daniel  B.  Kirby, 
M.D.  Quarto  of  695  pages,  illustrated.  Philadel- 
phia, J.  B.  Lippincott  Co.,  1950.  Cloth,  $30. 

Cerebral  Palsy.  By  John  F.  Pohl,  M.D.  Octavo 
of  224  pages,  illustrated.  St.  Paul,  Minn.,  Bruce 
Publishing  Co.,  1950.  Cloth,  $5.00. 

Post-Graduate  Lectures  on  Orthopedic  Diagnosis 
and  Indications.  By  Arthur  Steindler,  M.D. 
Volume  I.  Section  A:  Propedeutics  in  Orthopedic 
Diagnosis.  Section  B:  Congenital  Deformities 

and  Disabilities.  Quarto  of  289  pages,  illustrated. 
Springfield,  111.,  Charles  C Thomas,  1950.  Cloth, 
$7.50. 

Serology  with  Lipid  Antigen.  With  Special  Ref- 
erence to  Kahn  and  Universal  Reactions.  By 

Reuben  L.  Kahn,  D.Sc.  Octavo  of  327  pages,  illus-  ' 
t rated.  Baltimore,  Williams  & Wilkins  Co.,  1950.  | 
Cloth,  $6.00. 

Santa  Claus,  M.D.  By  W.  W.  Bauer,  M.D. 
Octavo  of  266  pages.  New  York,  Bobbs-Merrill 
Co.,  1950.  Cloth,  $2.75. 

The  1950  Year  Book  of  Medicine  (May,  1949- 
May,  1950).  Edited  by  Paul  B.  Beeson,  M.D.,  J. 
Burns  Amberson,  M.D.,  William  B.  Castle,  M.D.,  i 
el  al.  Duodecimo  of  819  pages,  illustrated.  Chi- 
cago, Year  Book  Publishers,  1950.  Cloth,  $5.00. 

Freud:  Dictionary  of  Psychoanalysis.  Edited  J 

by  Nandor  Fodor  and  Frank  Gaynor.  Octavo  of 
208  pages.  New  York,  Philosophical  Librarv,  J 
1950.  Cloth,  $3.75. 

Genetics  and  the  Races  of  Man.  An  Introduc- 
tion to  Modern  Physical  Anthropology.  By  Wil-  i 
liam  C.  Boyd,  Ph.D.  Octavo  of  453  pages,  illus-  i 
trated.  Boston,  Little,  Brown  & Co.,  1950.  Cloth,  . 
$6.00. 

Your  Pregnancy.  By  Anna  Roosevelt  and  Leo 
Doyle,  M.D.  Octavo  of  178  pages.  New  York,  < 
Henry  Holt  & Co.,  1950.  Cloth,  $2.50. 
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. Deficiency  diseases  clinically  evi- 
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Therapeutic  Radiology.  By  George  Winslow 
Holmes,  M.D.,  and  Milford  D.  Schulz,  M.D. 
Octavo  of  347  pages,  illustrated.  Philadelphia,  Lea 
& Febiger,  1950.  Cloth,  $7.50. 

The  Medical  Clinics  of  North  America.  Boston 
Number.  September,  1950.  Octavo.  Illustrated. 
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Published  bimonthly  (six  numbers  a year).  Cloth, 
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The  Prostate  Gland.  By  Herbert  R.  Kenyon, 
M.D.  Octavo  of  194  pages,  illustrated.  New 
York,  Random  House,  1950.  Cloth,  $2.95. 

The  Closed  Treatment  of  Common  Fractures. 
By  John  Charnley,  M.D.  (Eng.).  Octavo  of  190 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1950.  Cloth,  $7.00. 

Disorders  of  the  Blood.  Diagnosis:  Pathology: 
Treatment:  Technique.  By  Sir  Lionel  E.  H. 

Whitby,  M.D.,  and  C.  J.  C.  Britton,  M.D.  Sixth 
edition.  Octavo  of  747  pages,  illustrated.  Phila- 
delphia, Blakiston  Co.,  1950.  Cloth,  $8.00. 

Values  and  Personality.  An  Existential  Psy- 
chology of  Crisis.  By  Werner  Wolff,  Ph.D.  Oc- 
tavo of  239  pages.  New  York,  Grune  & Stratton, 
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Grace  Harris  Lassman.  Octavo  of  263  pages,  il- 
lustrated. New  York,  Grune  & Stratton,  1950. 
Cloth,  $5.50. 
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246  pages,  illustrated.  New  York,  Grune  & Strat- 
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Cloth,  $2.50. 
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of  281  pages,  illustrated.  New  York,  Allen  Ross  & 
Co.,  1950.  Cloth,  $3.50. 

Venereal-Disease  Control  in  the  USA.  Report 
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of  69  pages,  illustrated.  World  Health  Organiza- 
tion, Geneva  (New  York,  Columbia  University 
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Edited  by  Stanley  E.  Bradley,  M.D.  Octavo  of 
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years  1940  to  1944  inclusive  assessed  at  5 years 
and  1934  to  1938  assessed  at  10  years.  Compiled 
by  Ralston  Paterson,  Margaret  Tod,  and  Marion 
Russell.  Edinburgh,  E.  & S.  Livingstone  (Balti- 
more, Williams  & Wilkins  Co.),  1950.  Cloth,  $2.50. 

The  Physician  Examines  the  Bible.  By  C.  Raimer 
Smith,  M.D.  Octavo  of  394  pages.  New  York, 
Philosophical  Library,  1950.  Cloth,  $4.25. 

Bacteriological  Technique.  A Guide  for  Medi- 
cal Laboratory  Technicians.  By  W.  W.  W.  Mc- 
Ewen.  Brooklyn,  Chemical  Publishing  Co.,  1950. 
Cloth,  $4.50. 

Plasma  Clot  Suture  of  Peripheral  Nerves  and 
Nerve  Roots.  Rationale  and  Technique.  By  I. 

M.  Tarlov,  M.D.  Octavo  of  116  pages,  illustrated. 
Springfield,  111.,  Charles  C Thomas,  1950.  Cloth, 
$5.50. 

Orthopaedic  Surgery.  By  Walter  Mercer.  Fourth 
edition.  Octavo  of  1,016  pages,  illustrated.  Balti- 
I more,  Williams  & Wilkins  Co.,  1950.  Cloth,  $10.00. 

Williams  Obstetrics.  By  Nicholson  J.  Eastman. 
Tenth  edition.  Octavo  of  1,176  pages,  illustrated, 
i New  York,  Appleton-Century-Crofts,  1950.  Cloth, 
$12.50. 

Principles  of  Internal  Medicine.  T.  R.  Harrison, 
M.D.,  Editor-in-Chief.  Editors,  Paul  B.  Beeson, 
M.D.,  William  H.  Resnik,  M.D.,  George  W.  Thorn, 
j M.D.,  and  M.  M.  Wintrobe,  M.D.  Quarto  of 
1,590  pages,  illustrated.  Philadelphia,  Blakiston 
Co.,  1950.  Cloth,  $12. 

Pain  and  Its  Problems.  Edited  by  Sir  Heneage 
J Ogilvie,  D.M.,  and  William  A.  R.  Thomson,  M.D. 

[ Octavo  of  194  pages.  London,  Eyre  & Spottiswoode 
for  The  Practitioner,  1950.  Cloth,  12/6.  ( The 

' Practitioner  Handbooks.) 

Differential  Diagnosis  of  Internal  Diseases. 
Clinical  Analysis  and  Synthesis  of  Symptoms  and 
Signs.  By  Julius  Bauer,  M.D.  Octavo  of  866 
pages,  illustrated.  New  York,  Grune  & Stratton, 
1950.  Cloth,  $12. 

Manson’s  Tropical  Diseases.  A Manual  of  the 
Diseases  of  Warm  Climates.  Edited  by  Sir  Philip 
H.  Manson-Bahr,  M.D.  Thirteenth  edition.  Oc- 
j tavo  of  1,136  pages,  illustrated.  Baltimore,  Wil- 
j liams  & Wilkins  Co.,  1950.  Cloth,  $9.00. 

Emergencies  in  Medical  Practice.  Edited  by 
C.  Allan  Birch,  M.D.  Second  edition.  Octavo 
of  564  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1950.  Cloth,  $5.50. 
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[the  deficiencies]  are  treated  simul- 
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time...”  (Spies  & Butt  in  Duncan,  G. 
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Riboflavin  5 mg. 
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Bottles  of  90, 100,  and  1000 
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BOOKS  REVIEWED 


Microbiology.  By  Florene  C.  Kelly,  Ph.D.,  and 
K.  Eileen  Hite,  M.D.  Octavo  of  592  pages,  illus- 
trated. New  York,  Appleton-Century-Crofts,  1949. 
Cloth,  $6.50. 

This  text  is  particularly  well  adapted  to  introduc- 
tory courses  in  general  and  pathogenic  microbiology. 
The  emphasis  is  upon  clear  presentation  of  all  the 
fundamental  principles,  methods,  and  facts  involved, 
with  omission  of  excessive  detail  and  controversial 
issues.  All  the  microscopic  forms  of  life  are  covered, 
from  the  viruses  and  rickettsias  through  the  bac- 
terial yeasts,  molds,  and  protozoa.  Although  the 
material  is  chosen  largely  from  species  of  medical 
importance,  a broadly  biologic  point  of  view  is  re- 
tained at  all  times. 

Illustrations  are  numerous  and  excellent.  There 
is  a well-chosen  list  of  references  for  further  reading. 

Abnold  H.  Eggerth 


Proceedings  of  the  First  Clinical  ACTH  Con- 
ference. Edited  by  John  R.  Mote,  M.D.  Octavo  of 
607  pages,  illustrated.  Philadelphia,  Blakiston  Co., 
1950.  Cloth,  $5.50. 

This  volume  is  highly  recommended  for  its  com- 
plete resume  and  experimental  data  on  a most  im- 
portant field  of  medicine.  Andrew  Babey 

The  Vitamins  in  Medical  Practice.  By  J.  Shafar, 
M.D.  Octavo  of  383  pages,  illustrated.  New  York, 
Staples  Press,  1949.  Cloth,  $4.50. 

The  author  has  planned  this  interesting  volume  so 
as  to  make  available  to  the  practicing  physician  the 
essential  data  on  vitamins.  Thus  he  has  divided  the 
book  into  three  parts,  the  first,  a description  of  the 
individual  vitamins,  the  second,  the  symptom  syn- 
dromes resulting  from  their  deficiencies  and,  finally, 
the  role  of  vitamins  in  clinical  practice.  The  last 
part  will  be  found  of  particular  interest  to  the 
physician,  for  here  the  major  systems  are  considered 
in  relationship  to  vitamin  function.  Thus  one  sees 
chapters  devoted  to  vitamins  in  diseases  of  the  gas- 
trointestinal tract,  vitamins  in  endocrinology, 
vitamins  in  cardiovascular  diseases,  vitamins  in 
diseases  of  the  skin  and  hair,  etc.  Furthermore,  the 
therapeutic  effects  of  vitamins  are  intelligently 
evaluated.  The  data  is  accurately  presented  and  the 
book  is  well  written.  It  is  one  of  the  best  books  on 
the  subject  for  the  clinician. 

William  S.  Collens 


The  Medical  Clinics  of  North  America.  Nation- 
wide Number.  March,  1950.  Octavo.  Phila- 
delphia, W.  B.  Saunders  Co.,  1950.  Published  Bi- 
monthly (six  numbers  a year).  Cloth,  $18  net; 
Paper,  $15  net. 

The  current  issue  of  The  Medical  Clinics  of  North 
America  comprises  an  admirable  symposium  on 
medical  therapeutics.  Practically  all  of  the  newer 
methods  of  treatment  are  covered  by  the  foremost 
authorities  in  their  fields.  Of  special  value  are  the 
sections  on  adrenergic  blockage,  by  Goodman  and 
Nickerson,  and  the  chemotherapy  of  neoplastic 
diseases,  by  Karnofsky  et  al.  Milton  Plotz 

Treatment  in  Psychiatry.  By  Oskar  Diethelm, 
M.D.  Second  edition.  Octavo  of  546  pages. 
Springfield,  111.,  Charles  C Thomas,  1950.  Cloth, 
$8.50. 


This  is  the  second  edition  of  the  book  that  was 
published  twelve  years  ago  as  a guide  in  the  treat- 
ment of  the  mentally  ill,  and  written  by  one  who  has 
been  professor  of  psychiatry  at  Cornell  University 
Medical  School  and  the  chief  psychiatrist  in  the 
New  York  Hospital  for  many,  many  years.  The 
second  edition  naturally  includes  the  contribution 
made  to  psychiatry  during  that  interval.  Further- 
more, it  incorporates  the  experiences  gained  in  the 
management  of  psvchiatric  patients  during  World 
War  II. 

The  book  is  based  upon  the  principle  that  the 
patient,  rather  than  the  disease,  needs  treatment. 
Although  the  psychobiologic  theory  dominates  the 
book,  the  author  has  paid  ample  attention  to  other 
psychotherapeutic  procedures  such  as  Adler’s  indi- 
vidual psychology,  Jung’s  analytic  psychology, 
Freudian  psychoanalysis  and  its  various  modifica- 
tions. Group  psychotherapy,  brief  psychotherapy 
and  brief  psychotherapeutic  interviews,  child  psy- 
chotherapy, and  the  various  projection  methods  are 
given  ample  attention.  The  book  is  highly  recom- 
mended not  only  to  teachers  of  psychiatry  and  to 
psychiatrists,  but  to  all  students  of  medicine  and 
particularly  to  the  general  practitioner. 

Irving  J.  Sands 


Harvey  Cushing.  Surgeon,  Author,  Artist.  By 

Elizabeth  H.  Thomson.  Octavo  of  347  pages,  illus- 
trated. New  York,  Henry  Schuman,  1950.  Cloth, 
$4.00. 

This  is  a condensed  story  of  the  life  of  Harvey 
Cushing.  The  original  detailed  history  was  a two- 
volume  work  by  Dr.  John  F.  Fulton.  It  is  an  inter- 
esting coincidence  that  the  detailed  two-volume 
Life  of  Sir  William  Osier , by  Harvey  Cushing,  was 
also  condensed  in  one  volume  with  the  title,  The  j 
Great  Physician.  Thus  two  outstanding  and 
epoch-making  figures  in  American  medicine  are 
presented  to  the  public  in  a manner  to  appeal  to  the  j 
interested  student  of  biography  and  to  the  general  i 
reader. 

Cushing’s  pioneer  work  in  brain  surgery  is  the 
pride  of  American  medicine.  But  Cushing  possessed  ■ 
other  qualities  well  illustrated  by  a quotation  from 
a letter  by  one  of  his  patients:  “He  is  not  dead;  he 
lives  in  the  hearts  of  his  patients  and  friends.  If 
doctors  knew  what  they  give  to  their  patients  that  is 
not  in  bottle  or  pills,  I am  sure  they  would  find 
strength  and  joy  to  carry  them  over  the  hard  places 
they  are  called  upon  to  travel.”  Thus,  the  con- 
scientious doctor  automatically  practices  psychoso- 
matic medicine. 

Cushing’s  gradual  progress  to  fame,  his  many 
contacts  with  eminent  men  at  home  and  abroad,  his 
many  varied  activities  are  described  in  this  compact 
volume.  It  is  pleasing  to  mention  that  the  manner 
of  presentation  of  the  subject  matter,  in  language 
and  style,  is  superb. 

To  medical  men  this  type  of  biography  is  es- 
pecially recommended  because  it  is  not  only  interest- 
ing and  informative,  but  an  irresistible  stimulus  to  I 
emulate,  as  far  as  possible,  the  great  characters  in 
medicine.  Student,  practitioner,  and  specialist,  all 
will  be  prouder  of  their  profession  after  finishing  this 
volume.  S.  R.  Blatteis 


Handbook  of  Obstetrics  and  Diagnostic  Gyne- 
cology. By  Leo  Doyle,  M.D.  Sextodecimo  of  240 
[Continued  on  page  9701 
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That’s  the  clinical  picture 
shown  by  the  infant  started 
and  maintained  on  Similac 
from  birth  to  birthday. 

Zero  curd  tension,  adequate 
vitamin  C supply  and  VA  to  1 
calcium-phosphorus  ratio  are 
but  a few  of  the  reasons  why. 


SIMIKAC 
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human  breast  milk  that 
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pages,  illustrated.  Palo  Alto,  California,  University 
Medical  Publishers,  1950.  Stiff  paper,  $2.00. 

This  handbook  presents  in  concise  form  the  essen- 
tial features  of  obstetrics  and  diagnostic  gynecology. 
The  subject  matter  is  presented  essentially  in  tabu- 
lar form.  Many  black  and  white  line  illustrations 
aid  in  explaining  the  text.  It  is  particularly  good  and 
up  to  date  in  obstetric  therapeutics.  It  should 
prove  valuable  to  students  for  review  of  these  sub- 
jects. Alexander  H.  Rosenthal 

Fertility  in  Marriage.  A Guide  for  the  Childless. 
By  Louis  Portnoy,  M.D.,  and  Jules  Saltman. 
Octavo  of  250  pages.  New  York,  Farrar,  Straus  & 
Co.,  1950.  Cloth,  $3.00. 

This  book  is  for  the  laity  and  is  intended  as  a guide 
for  the  childless.  The  subject  matter  is  concerned 
with  the  various  aspects  of  sterility.  In  simple 
language  it  explains  diagnostic  and  therapeutic 
procedures.  It  adequately  fulfills  the  purpose  for 
which  it  was  written.  Alexander  H.  Rosenthal 

Essential  Urology.  By  Fletcher  H.  Colby,  M.D. 
Octavo  of  580  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1950.  Cloth,  $8.00. 

This  textbook  of  urology  is  comprehensive,  up  to 
date,  and  well  written.  The  reviewer  is  especially 
impressed  by  the  numerous,  well-chosen  illustrations 
and  their  excellent  reproduction. 

This  should  prove  of  distinct  value  as  a reference 
book  for  busy  practitioners  and  students. 

Mark  Fishberg 


The  1949  Year  Book  of  Neurology,  Psychiatry  and 
Neurosurgery.  (December,  1948-October,  1949). 
Neurology  edited  by  Roland  P.  Mackay,  M.D. 
Psychiatry  edited  by  Nolan  D.  C.  Lewis,  M.D. 
Neurosurgery  edited  by  Percival  Bailey,  M.D. 
Duodecimo  of  668  pages,  illustrated.  Chicago, 
Year  Book  Publishers,  1950.  Cloth,  $5.00. 

Since  World  War  II,  medical  men  have  made  re- 
markable progress  in  various  phases  of  medicine, 
and  the  entire  picture  of  medical  disorders  has  been 
favorably  affected.  Voluminous  contributions  have 
appeared  in  the  medical  literature,  so  much  so  that 
even  specialists  are  unable  to  keep  up  with  those 
made  in  their  particular  fields  of  interest.  The  Year 
Book  has,  therefore,  served  a very  valuable  purpose 
in  bringing  before  the  profession  references  to  the 
most  important  contributions  made  each  year.  The 
book  is  edited  by  three  eminent  workers  in  their  re- 
spective fields,  and  the  selection  of  the  articles  to  be 
abstracted  has  been  widely  made.  In  addition  to 
making  available  references  to  the  newer  methods  of 
diagnosis  and  treatments,  it  also  indicates  the  trend 
of  research  that  runs  in  the  respective  specialties. 

The  Year  Book  has  been  accepted  as  a very  valu- 
able help  to  the  average  neurologist,  psychiatrist, 
and  neurosurgeon.  To  the  general  practitioner  it  will 
furnish  a useful  reference  text. 

Irving  J.  Sands 

Principles  and  Practice  of  Plastic  Surgery.  By 

Arthur  Joseph  Barsky,  M.D.,  D.D.S.  Quarto  of  499 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1950.  Cloth,  $10. 

This  is  a sound  clinical  guide  of  practical  value  to 
those  interested  in  plastic  surgery.  It  is  based  on 
the  author’s  experience  in  this  field  of  surgery  and  re- 
flects his  preferences  in  technic  and  procedures.  It 


is  divided  into  16  chapters  and  an  index.  The  first 
six  chapters  are  devoted  to  a discussion  of  basic 
principles  in  reconstructive  surgery,  and  the  remain- 
ing 10  chapters  cover  specific  problems  on  a regional 
basis.  Principles  and  Practice  of  Plastic  Surgery  is  a 
useful  addition  to  the  library  of  any  surgeon  engaged 
in  reconstructive  surgery. 

Gerald  R.  O’Brien 

Atlas  of  Peripheral  Nerve  Injuries.  By  William 
R.  Lyons,  Ph.D.,  and  Barnes  Woodhall,  M.D. 
Folio  of  339  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1949.  Cloth,  $16. 

This  work  is  a product  of  World  War  II.  It  com- 
prises an  interesting  presentation  of  the  peripheral 
nerve  pathology  of  war  wounds.  The  illustrative 
figures  carry  rather  elaborate  descriptions  which  aid 
those  not  entirely  familiar  with  the  subject.  Al- 
though designated  as  an  atlas,  the  treatise  includes 
discussions  of  many  phases  of  the  problems  en- 
countered in  the  suturing  of  peripheral  nerves  in- 
terrupted by  contact  trauma.  It  should  be  criti- 
cally reviewed  by  every  general  surgeon  and  become 
a useful  part  of  each  neurosurgeon’s  home  library. 

Jefferson  Browder 

Annual  Review  of  Medicine.  Edited  by  Windsor 
C.  Cutting,  M.D.,  and  Henry  W.  Newman,  M.D. 
Editorial  Committee:  A.  Blalock,  M.D.,  J.  S.  L. 
Browne,  M.D.,  A.  M.  Butler,  M.D.,  E.  M.  Mackay, 
M.D.,  and  S.  C.  Madden,  M.D.  Volume  1.  Oc- 
tavo of  484  pages,  illustrated.  Stanford,  Calif.,  An- 
nual Reviews,  1950.  Cloth,  $6.00. 

This  is  a most  welcome  addition  to  medical  litera- 
ture. Other  reviews  in  this  series  (physiology  and 
biochemistry)  have  been  favorably  known  for  years,  j 
and  the  review  of  medicine  is  equal  to  the  high  stand-  ■ 
ard  of  the  others.  Almost  every  important  subdivi- 
sion of  medicine  and  the  specialties  has  been  more  j 
than  adequately  covered  by  a staff  under  the  general  i 
supervision  of  Windsor  Cutting  of  Stanford  Uni-  ( 
versity.  A valuable  chapter  consists  of  an  an- 
notated list  of  reviews  in  medicine  published  during  i 
the  past  year.  All  in  all,  this  is  a superb  book 
which  will  undoubtedly  have  and  deserve  a large 
audience.  Milton  Plotz 

Recent  Advances  in  Chemotherapy.  By  G.  M. 
Findlay,  M.D.  Third  edition.  Vol.  1.  Octavo  of 
625  pages,  illustrated.  Philadelphia,  Blakiston  Co., 
1950.  Cloth,  $7.50. 

This  is  the  first  volume  of  the  present  edition  deal- 
ing with  advances  in  the  broad  field  of  chemother- 
apy. It  deals  with  the  treatment  of  scabies,  hel- 
minthic diseases  as  schistosomiasis  and  filiariasis, 
and  practically  all  the  protozoal  diseases  with  the 
exception  of  malaria.  There  is  a good  section  on  the  , 
history  of  chemotherapy.  Each  section  has  an  ex- 
tensive bibliography.  Leon  M.  Levitt 

A Manual  of  Clinical  Therapeutics.  A Guide  for 
Students  and  Practitioners.  By  Windsor  C. 
Cutting,  M.D.  Second  edition.  Duodecimo  of  i 
712  pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Co.,  1948.  Cloth,  $5.00. 

A valuable  ready  reference  for  the  busy  general 
practitioner.  Much  of  the  therapy  is  well  presentee. 
The  Manual  is  deficient  in  the  use  of  newer  anti- 
biotics in  prolonged  febrile  diseases,  as  well  as  the 
new  adrenal  and  pituitary  hormones. 

Irving  Greenfield 
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in  eight  great  American  cities 
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for  the  traveler. 


hotel 

statler 
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Are  you  looking  for 
MORE  INTERESTING 
MEDICAL  WORK? 

If  you  are  a doctor  of  medicine  in- 
terested in  writing,  editing,  and  in 
approving  as  well  as  creating  sales 
promotion  material,  here  is  your 
chance  to  satisfy  all  these  desires. 
We  are  a large,  well-established  man- 
ufacturer of  pharmaceuticals  for 
physicians,  and  we  are  looking  for 
an  able,  energetic  doctor  to  direct 
liaison  between  our  medical  research 
division  and  our  sales  and  advertis- 
ing departments.  The  man  we  choose 
will  have  a knowledge  of  clinical 
medicine  and  will  know  how  to 
write  clearly  and  edit  effectively.  He 
will  review  and  help  develop  pro- 
fessional drug  copy  for  promotional 
purposes.  He  will  help  develop  basic 
information  to  accompany  each 
product.  His  title  will  be  Director 
of  Professional  Service  Department. 
Age  is  not  an  important  factor. 
Salary  well  into  five  figures,  as  high 
as  any  for  comparable  positions  in 
the  drug  industry,  with  a generous 
health  and  retirement  plan.  Living 
conditions  regarded  among  finest  for 
families  and  children.  If  you’re  in- 
terested, you  may  write  in  complete 
confidence  to 

Box  445 

N.  Y.  St.  Journal  of  Med. 
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Surgeon,  age  36,  with  diversified  experience,  wishes  posi- 
tion with  individual  or  group.  Board  eligible.  Veteran. 
Box  446,  N.  Y.  St.  Jr.  Med. 
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DO  YOU  HAVE  YOUR  HOTEL  RESERVATION 
FOR  THE  ANNUAL  MEETING? 


If  you  do  not  now  have  a confirmed  hotel  reservation  in  Buffalo  for  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York,  April  30  to  May  4, 
1951,  at  the  Hotel  Statler,  please  fill  out  and  mail  the  reservation  form  at  the 
bottom  of  this  page,  and  send  it  directly  to  the  Hotel  Statler. 

Should  your  reservation  be  received  after  the  five  hundred  rooms  set  aside  for  the 
Society  at  the  Hotel  Statler  have  been  assigned,  your  reservation  will  be  turned 
over  to  one  of  the  hotels  in  the  neighborhood.  Confirmation  of  your  reservation 
will  come  to  you  direct  from  the  hotel  making  the  accommodation. 

If  you  do  not  use  the  reservation  form  below,  be  sure  to  identify  yourself  as  a 
physician  when  writing  regarding  reservations.  This  will  insure  proper  attention 
to  your  request. 

W.  P.  Anderton,  M.D.,  Secretary 


ALL  RESERVATIONS  MUST  BE  IN  BY  APRIL  16 


145th  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 

April  30  to  May  4,  1951 


Front  Office  Manager 

Hotel  Statler,  Buffalo  5,  New  York 

Please  reserve  accommodations  as  checked  (V)  below: 

Name 

Address 

City State 

(Unless  requested  otherwise,  we  will  hold  your  reservation  until  6 p.m.  of  the  day  of 
your  arrival.) 

Date  arriving Hour a.m p.m 


Room  and  Bath  for  one — per  day 

$ 4.00  □ 
4.50  □ 
5.00  □ 

$ 5.50  □ 
6.00  □ 
6.50  □ 

$ 7.00  □ 
7.50  □ 

Double- Bed  Room  with  Bath  for  two — 
per  day 

$ 6.50  □ 
7.00  □ 

7.50  □ 
8.00  □ 

8.50  □ 
9.00  □ 

9.50  □ 
10.00  □ 

Twin-Bed  Room  with  Bath  for  two — 
per  day 

8.00  □ 
11.00  □ 

9.00  □ 
12.00  □ 

9.50  □ 
13.00  □ 

10.00  □ 

Suite — Living  Room,  Bed  Room,  and  Bath 

19.00  □ 

21.50  □ 

24.00  □ 

30.00  □ 

More  Than  Two  Persons  in  One  Room:  For  each  additional  person  in  Double-  or 
Twin-Bed  Room,  the  extra  charge  is  $2.50  per  day. 

If  a room  at  the  rate  requested  is  unavailable  reservation  will  be  made  at  the  next 
available  rate. 
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Owner -Director  BROWN’S  MUrrayHiii 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


WEST  HiLL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

or  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
cautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
cientifically  air-conditioned.  Modern  facilities  for  shock  treatment, 
kcupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
eatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone  Kingsbridge  9-8440 


HALYCON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


COLLECTIONS 

Wo  know  how  to  get  tho  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  over  100  hospitals  and  thousands  of 
doctors  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  W.  41  St.  N*w  York  18,  N.  Y. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


nil.  BARNES  S VMTAIIH  M 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


MANOR  nhuo^neg 


HOLBROOK 

Fiv*  Acres  of  Pincwoodcd  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 
Hypertensives  Arterio-sclerotics  Al I Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Char^t. 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander — 59  E.  79th  St. — Bu  8-0580 — Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave. — Rh  4-3700— Tues-Thurs-Sat 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 

— 


Officers — County  Medical  Societies — 1951 

TOTAL  MEMBERSHIP  AS  OF  APRIL  1,  1951—22,984 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus  . 

Cayuga 

Chautauqua  . 

Chemung 

Chenango  . . 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery. . 
Nassau 


New  York.  . . 
Niagara 


Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


President 

James  W.  Bucci Albany 

Edwin  F.  Comstock.  Wellsville 

Abraham  B.  Tamis Bronx 

Ben.  L.  Matthews. Binghamton 
W.  C.  Goodlette Olean 

F.  L.  Okoniewski Auburn 

H.  A.  Nelson Jamestown 

G.  T.  Connelly Elmira 

M.  H.  Jacobi Norwich 

G.  C.  deGrandpre . . Plattsburg 

Harold  Levine Hudson 

W.  J.  Pashlev Cortland 

R.  V.  Schatken Walton 

John  F.  Rogers. . Poughkeepsie 

E.  T.  McGroder Buffalo 

F.  Clark  White ....  Ray  Brook 

W.  A.  Gaspar Malone 

John  S.  Clemans  Gloversville 

Richard  F.  Davis Batavia 

E.  B.  VanDeusen Catskill 

W.  J.  MacDonald. . . Mohawk 
George  F.  Bock. . . Watertown 

Samuel  Lubin Brooklyn 

Earle  E.  Barnes Lowville 

Ernest  Sanders Lima 

Lee  S.  Preston Oneida 

Joseph  A.  Lane. . Rochester 

Walter  Dreyfuss . Amsterdam 
Leo  T.  Flood Hempstead 


Kenneth  M.  Lewis  . . New  York 

J.  T.  Markovitz 

North  Tonawanda 

Edwin  P.  Russell Rome 

William  E.  Pelow. . . .Syracuse 

H.  B.  Abbott Geneva 

Stiles  D.  Ezell.  . . .Middletown 

John  G.  Ellis Albion 

DeWitt  C.  Mead Fulton 

T.  C.  Goodwin . . Cooperstown 

William  P.  Kelly Carmel 

Henry  I.  Fineberg. . . Jamaica 

Helmer  P.  Howd Troy 

Joseph  F.  Worthen.St.  George 
Abraham  Scheduler. . . . Nyack 

John  H.  Stauffer Canton 

M.  J.  Magovern Saratoga 

Harry  Miller Schenectady 

Franz  Konta.  . . Richmondville 
Joseph  Y.  Roberts  Watkins  Glen 

Saul  Towers Seneca  Falls 

E.  J.  Stevens ..  Hammondsport 

A.  E.  Corwith  . Bridgehampton 

Louis  Launer Liberty 

Frederick  K.  Shaw.  . . Waverly 

Charles  S.  Wallace Ithaca 

Virgil  De  Witt New  Paltz 

Arthur  Davis Glens  Falls 

Leo  A.  Thume Fort  Ann 

John  L.  Pulvino Clyde 

Henry  E.  McGarvey  Bronxville 

Selden  T.  Williams Attica 

William  G.  Roberts. Penn  Yan 


Secretary 

Albert  Vander  Veer.  . .Albany 
Edward  W.  Briggs.  .Wellsville 

G.  B.  Gilmore Bronx 

N.  R.  Occhino. . Johnson  City 

George  C.  Cash Olean 

T.  D.  Stapleton Auburn 

Edgar  Bieber Dunkirk 

W.  J.  Cusick Elmira 

N.  C.  Lyster Norwich 

I.  Robert  Wood. . . Plattsburg 

Roger  C.  Bliss Hudson 

John  E.  Eckel Cortland 

George  G.  Miles  . . Downsville 

A.  A.  Rosenberg . Poughkeepsie 
M.  J.  Kazmierczak. . . .Buffalo 
James  E.  Glavin . . Port  Henry 

D.  H.  Van  Dyke Malone 

Kingston  Lamer . . Gloversville 

L.  F.  Quinlan Batavia 

William  M.  Rapp  . . . .Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon  ....  Watertown 

A.  D.  Segal Brooklyn 

John  P.  Myers.  . Port  Leyden 

V.  I.  Bonafede Sonyea 

Felix  Ottaviano Oneida 

C.  Parnall Rochester 

Julius  Schiller Amsterdam 

Irving  Drabkin 

Rockville  Centre 

B.  W.  Hamilton. . . .New  York 
Charles  M.  Dake. Niagara  Falls 


D.  H.  Mac  Farland Utica 

W.  J.  Michaels Syracuse 

Carl  B.  Smith Victor 

E.  C.  Water  bury . . Newburgh 

Walter  Shifton Albion 

John  Rodger Fulton 

Elfred  L.  Leech Oneonta 

A.  Vanderburgh Brewster 

W.  Benenson Flushing 

I.  Strosberg Troy 

F.  Tellefsen St.  George 

Robert  Yeager Pomona 

William  R.  Carson . . . Potsdam 

Claire  K.  Amyot Saratoga 

R.  E.  Isabella. . . .Schenectady 
Donald  R.  Lyon . . Middleburg 
William  Tague. . Montour  Falls 

Bruno  Riemer Romulus 

Rudolph  Shafer Coming 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

I.  N.  Peterson Owego 

H.  J.  Heinicke Ithaca 

B.  J.  Dutto Kingston 

Robert  Boyle Glens  Falls 

Denver  M.  Vickers . Cambridge 

Irving  M.  Derby Newark 

John  N.  Dill Yonkers 

P.  A.  Burgeson Warsaw 

Glen  C.  Hatch Penn  Yan 


Treasurer 

Frances  Vosburgh Albany 

Kurt  Zinner Wellsvilkl 

Charles  W.  Frank Bron>| 

Martin  Weiss ....  Binghamtoi 

George  C.  Cash Olear 

L.  H.  Rothschild Aubun 

C.  E.  Hallenbeck ....  Dunkirlj 

L.  L.  Hobler Elmini 

N.  C.  Lyster Norwicl 

K.  M.  Clough Plattsburi 

Roger  C.  Bliss Hudsoi 

Robert  Corey Cortlam 

George  G.  Miles . . . Downsvill 
A.  A.  Rosenberg . Poughkeepsi 

Walter  S.  Walls Buffal 

James  E.  Glavin  . . Port  Henr 

A.  A.  Hartmann Malon 

W.  H.  Raymond . . Johnstow 

L.  F.  Quinlan Batavi 

M.  H.  Atkinson Catski. 

R.  C.  Ashley Little  Fal 

L.  Henderson Watertow 

H.  Mandelbaum ....  Brooklv 
John  P.  Myers . . Port  Levde 

V.  I.  Bonafede Sonye 

Anthony  J.  Zaia Onek 

R.  E.  Delbridge ...  llochest 
Phillip  Cortese. . Amsterda 
Irving  Drabkin 

Rockville  Cent* 

Condict  W.  Cutler.  .New  Yo 

G.  N.  Miner 

North  Tonawan< 

James  I.  Farrell Uti 

A.  Carl  Hofmann ....  Syracu 

Carl  B.  Smith Viet 

E.  C.  Waterburv.  . . Newburi 

Walter  Shifton Albi 

John  Rodger Fult 

Elfred  L.  Leech Oneon 

George  Steacy.  Lake  Mahop 

John  E.  Lowry Flushi 

John  Jaffarian Tr 

A.  Leikensohn  Mariners  Hart 

M.  R.  Hopper Nya 

Maurice  Elder Masse 

J.  Lebowich Saratc 

Carl  F.  Runge . . . Schenecta 
Duncan  L.  Best. . . Middlebi 
William  Tague. . Montour  F: 

Bruno  Riemer Romu 

Rudolph  Shafer Corn 

Warren  Eller Sayv 

Deming  S.  Payne Libe 

I.  N.  Peterson Ow 

H.  B.  Wightman .Ith 

H.  B.  Johnson Kings 

C.  R.  Barber Glens  F 

C.  A.  Prescott. . Hudson  F 

Irving  M.  Derby New 

H.  J.  Dunlap . . . New  Roch 

P.  A.  Burgeson Wan 

Glen  C.  Hatch Penn  ' 
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• MEDICAL  OFFICE  ASSISTANTS 

• MEDICAL  SECRETARIES 

• LAB.  or  X-RAY  TECHNICIANS 

For  efficient  well-trained  personnel 

phone  or  write  our  Free  Placement  Service 

Co-ed  (Est.  1936.)  N.  Y.  State  Licensed. 

Request  free  Catalog  69 

Eastern  School  for  Physicians’  Aides 

567  Madison  Ave.  (61st  St.,)  N.  Y.  21  TE.  8-5888 


TRAINED  MEDICAL  OFFICE  ASSISTANTS 

Rigid,  thorough  training  in  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  free 
placement  service  helps  you  find  the  right  girl. 


1008  Fifth  Ave.,NewYork  28 
Bu.  8-2294 

Licensed  by  State  of  N.  Y. 


LOG  CHALET 


Voodland  Valley,  5 miles  from  Phoenica,  N.  Y.  Duplex 
onstruction,  4 master  bedrooms,  1 single  bedroom,  modern 
itchen,  2 baths,  3 stone  fireplaces,  spring  fed  pool,  brook, 
ure  spring  water  drinking  supply.  Septic  tank;  15  acres, 
deal  summer  home  or  for  private  hunting  & fishing  club. 
Jear  ski  tow.  Price  $15,500.  Pictures  on  request.  Write 
H.  & S.  C.  Schultz,  42  Main  Street,  Kingston.  New  York. 


PROFESSIONAL  OFFICES 


or  Rent — 985  Fifth  Ave. — 2 Room  suite  $120-8155,  3 
looms  $165.  Also  4 Rooms.  Could  be  divided  to  suit, 
or  information  apply  on  premises  or  phone  TR  9-0308. 


BREAST  PROTHESIS 


istincti ve  process  conceals  operative  cavity  comfortably, 
dllfully.  Fittings  to  ensure  complete  patient  satisfaction. 
Lilliom  Berman  Sculptured  Forms. 

250  W.  104th  St.  New  York  25,  N.  Y.  Riverside  9-2054 


FOR  SALE 


itablished  rural  practice — foothills  of  Catskills— 95  miles 
im  N.  Y.  City.  Modern  ranch  style  house — 3 bedrooms — 
baths  and  attached  office  and  2 car  garage.  Box  436, 
Y.  State  J.  Med. 


PRACTICE  AVAILABLE 


P.  Rural  Western  N.  Y.  House  Office  Comb.  14m  gross, 
rgery  would  double.  Equip,  including  X-ray— in  whole  or 
rt.  2 open  hospitals.  Very  reasonable.  Specializing. 

* 441,  N.  Y.  St.  Jr.  Med. 


LOCATION  WANTED 


ysician,  30,  Scottish  born  and  trained.  Graduated 
inburgh,  1945.  Varied  hospital  training.  Seeks  location 
w York  State.  Will  purchase  practice  or  join  group, 
ply  Box  443,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time 
3 Consecutive  times  . 
6 Consecutive  times  . 
12  Consecutive  times  . 
24  Consecutive  times  . 


$1.35 

1.20 

1.00 

.90 

.85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


FOR  SALE 


8 room  brownstone  house  plus  5 room  office  with  toilet,  dark 
room.  Separate  entrances.  General  practice.  Will  intro- 
duce. Leaving  City.  Carroll  St.,  B’klyn.  Pr.  4-2216. 


DOCTOR’S  HOUSE 


Fully  equipped  office  and  garage  for  sale;  Queens  County. 
Immediate  possession.  Brokers  solicited.  Box  437,  N.  Y. 
St.  Jr.  Med. 


FOR  SALE 


2 story,  2 family  brick  house  used  as  medical  office  and 
residence  for  over  20  years.  11  rooms,  2 bath  rooms,  brass 
plumbing,  2 room  air  conditioners.  No  renting.  Please 
write  to  Paul  Gebel,  M.D.,  6957-62nd  Street,  Ridgewood, 
Brooklyn  27,  N.  Y. 


Internships;  mixed,  rotating,  and  straight  in  an  A.M.A.  ap- 
proved hospital  of  200  beds.  Modern,  private  apartments 
near  hospital  supplied,  ideal  for  married  couples.  Active 
educational  program,  attractive  salary.  Apply,  E.  Hampton 
Decker,  Superintendent,  Prospect  Heights  Hospital,  Brook- 
lyn 16,  New  York,  STerling  9-6000. 


POSITION  WANTED 

Receptionist-Resident.  Private  Doctor.  Past  three  years 
exclusive  N.Y.C.  Private  Hospital.  Nearby,  N.Y.  State 
or  Conn.,  preferred.  Box  442,  N.  Y.  St.  Jr.  Med. 


SPLENDID  OPPORTUNITY 

Oneonta  Cooperstown-region  general  practice,  unopposed. 
Fully  equipped,  X-ray,  diathermy.  10  room  house,  2 car 
garage.  Beautiful  Region.  $15,000.  Box  418,  N.  Y.  St.  Jr. 
Med. 


Hfor  MAKING 

MOWS  SOLUTION  U.S.P.XIV 

V/ET  DRESSINGS 


•>n  yr'pn  'V* * 


.»««■« 
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STANDARD  PHARMACEUTICAL  CO.,  INC.,  1123  Broadway,  New  York 


[Manufacturers 

of 

NUCARPON  ® 

Compound 
Charcoal 
Tablets  for 
Intestinal 
Dysfunction 
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These  are  the  results  you  may  expect 
with  ESKEL  in  ANGINA  PECTORIS 


Armbrust,  C.  A.,  Jr., 
and  Levine,  S.  A.: 
Am.J.M.Sc.  220:127 


'About  60%  of  the  cases  showed  improvement; 
i.e.,  used  fewer  nitroglycerin  tablets,  had  fewer 
and  milder  attacks  of  pain  and  could 
walk  greater  distances.” 


Rosenman,  R.  H., 
et  al.:  J.A.M.A. 
143:160 


"Of  14  patients  with  angina  pectoris  treated 
with  [Eskel] ...  a good  response  was  obtained 
in  11,  moderate  improvement  in  1 and 
no  effect  in  2.” 


Osher,  H.  L.,  and 
Katz,  K.  H.:  Boston 
M.  Quart.  1:11 


"[Eskel]  therapy  produced  definite  subjective 
and  objective  improvement  in  84%  of  19 
patients  with  angina  pectoris.” 


the  new  longer-acting  coronary 
vasodilator  for  the  prophylaxis  and 
treatment  of  ANGINA  PECTORIS 


'Eskel’  T.M.  Reg.  U.S.  Pat.  Off. 

Each  ’Eskel’  tablet  contains  a natural  blend  of  active  principles,  chiefly  khellin,  extracted  from 
the  plant  Ammi  visnaga,  equivalent  to  40  mg.  of  crystalline  khellin. 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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In  disturbances  involving  smooth  muscle 
asm,  optimal  therapy  controls  both  the  psy- 
ic  and  somatic  factors  involved.  Trasen- 
e-Phenobarbital,  with  components  having 
th  peripheral  and  central  action,  obtains 
irapeutic  effect  in  moderate  dosage,  with- 
t the  side  effects  of  belladonna  on  the 
art,  pupil  or  salivary  glands. 
Trasentine-Phenobarbital  has  many  indica- 
ns in  gastroenterology,  gynecology,  urol- 


ogy, and  also  in  radiology,  where  it  is  effec- 
tive in  controlling  the  symptoms  of  radiation 
sickness. 

Issued:  Trasentine-Phenobarbital  Tablets 

(yellow)  containing  50  mg.  Trasentine®  (adi- 
phenine)  hydrochloride  with  20  mg.  pheno- 
barbital,  in  bottles  of  100  and  500. 
Trasentine  Tablets  (white)  without  pheno- 
barbital,  containing  75  mg.,  in  bottles  of  100 
and  500.  2/ 1653M 


al  spasm 


T rasentine-Phenobarbital 

tent  spasmolytic  mild  sedative 


PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  N.  J. 


Cod  Liver  Oil  Concentrate  tablets 


. . . provide  vitamins  A and  D in  easy-to-take  tablets.  Because 
of  their  pleasant  flavor,  most  children  prefer  to  chew  them  like 
candy.  Yet  the  tablets  are  small  enough  to  be  easily  swallowed, 
even  by  young  children. 

Each  White’s  CLOC  Tablet  is  equivalent  in  vitamin  content* 
to  one  teaspoonful  of  cod  liver  oil  and  supplies  312  units  of  vita- 
min D,  plus  3,120  units  of  vitamin  A.  White’s  Cod  Liver  Oil 
Concentrate  Tablets  are  inexpensive  and  especially  suited  to 
maintaining  antirachitic  protection  throughout  the  years  of 
active  growth. 


WHITE 


LABORATORIES,  INC. 


Pharmaceutical  Manufacturers,  NEWARK  7,  N.  J. 


♦U.S.P.  Minimum  Standards. 
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How  MILD  can 

a cigarette  be? 


R.  J.  Reynolds  Tobacco  Company 
Winston-Salem,  North  Carolina 


MAKE  YOUR  OWN  30-DAY  CAMEL 
MILDNESS  TEST  IN  YOUR  OWN  “T-ZONE” 


That’s  T tor  Throat , T tor 
Taste.  See  if  the  30-day 
. Camel  Mildness  Test 
doesn’t  give  you  the 
most  enjoyment  you’ve 
ever  had  from  smoking. 


)fOREPEOPlE  SMOKE  CAMEIS 


than  any  other  cigarette  i 
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Every  diabetic  survey  emphasizes  the  startling  percentage 
of  unknown  diabetics  in  our  population — and  increasing  longevity 
is  constantly  adding  to  this  total. 


now,  more  than  ever, 
professional  vigilance 
is  needed.... 

because  a good  prognosis  in  diabetes  depends  largely  on  early 
detection  and  careful  control. 


I 


CLINITEST 

for  urine-sugar  analysis 


For  early  detection  and 
careful  control  of  diabetes, 
thousands  of  physicians  and 
patients  prefer  Clinitest 
(Brand)  Reagent  Tablets 
for  simplicity,  speed,  accuracy 
and  convenience.  Clinitest 
Reagent  Tablets  give 
quantitative  urine-sugar 
readings,  offering  a clinically 
accurate  check  in  less  than 
one  minute. 


Clinitest,  trademark  reg. 

Illustrated  — Clinitest  Urine-sugar  Analysis  Set, 

Universal  Model  No.  2155. 

• ELKHART,  INDIANA 


AMES  COMPANY,  INC 

Ames  Company  of  Canada,  Ltd.,  Toronto 
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ORTHOPEDIC  SHOES  OF  EVERY  TYPE 


Prescribe 
with  confidence 


FOR  EVERY  NEED 


★ A complete  selection  of  ready-to-wear  shoes  . . . 
attractive  as  well  as  corrective  . . . for  men,  women  and  children. 

★ Individual  attention  given  to  your  patient's  needs. 

★ Exclusive  distributors  of  Minor's  (HOKE)  Club 
Foot,  Flat  Foot  and  Straight  Last  shoes. 

Tarjo  Supinators,  Tarso  Pronators  and  Pre-Walker 
are  stocked  in  all  sizes. 

■jc  Completely  equipped  custom  department  on  the 
premises  for  made-to-measure  shoes  and’orthopedic  corrections. 


Braver  man  & Som 

EST.  1880 

1380  THIRD  AVE.  BET.  78th  & 79th  STREETS 
NEW  YORK,  N.  Y.  • BUtterfleld  8-3753 
TR-9-4410 
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dual  control... 


of  colds... 

sinusitis.. .allergic  rhinitis... 

For  a twofold  attack  on  congestion  and 
hypersecretion  associated  with  all  forms  of  rhinitis 
and  sinusitis,  the  time-tested  Neo-Synephrine 
has  been  combined  with  the  highly 
effective  antihistaminic  Thenfadil. 


'yflMv 

decongestant  antihistaminic 


neo-synephrine®  thenfadil 

/ well  tolerated... potent 


NASAL  SOLUTION 


•*  * ■ 


New  Y o»k  18.  N.  Y.  Windsor.  Oni 


no  drowsiness 

Neo-Synephrine  Thenfadil 
solution  contains  0.25  per  cent 
Neo-Synephrine  hydrochloride 
and  0.1  per  cent  Thenfadil 
hydrochloride  in  an  isotonic 
buffered  aqueous  vehicle. 
Supplied  in  bottles  of  30  cc. 

(1  fl.  oz.)  with  dropper. 


Neo-Synephrine  and  Thenfadil, 
trademarks  reg.  U.  S.  & Conada 
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IN  HYPER  TENSION 


The  patient  with  moderate  hypertension,  who  constitutes  the  great 
bulk  of  hypertensives  seen  clinically,  is  the  one  that  can  benefit 
most  from  Veriloid.  In  his  management,  dosage  is  more  simple,  and 
the  clinical  response  is  as  a rule  excellent. 

By  controlling  hypertension  in  its  earlier  stages,  much  can  be 
accomplished.  Many  organic  changes  directly  related  to  a sustained 
elevation  of  blood  pressure  can  be  prevented,  expanding  the  years 
of  physical  and  mental  usefulness  of  the  patient. 

Veriloid — a distinctive,  biologically  standardized  fraction  of  Vera- 
trum  viride — exerts  its  well-defined  hypotensive  action  without 
sacrifice  of  postural  reflexes  so  important  for  comfortable  living. 
The  average  dose  of  from  2.0  to  5.0  mg.  four  times  daily  after  meals 
and  at  bedtime  usually  produces  a significant,  sustained  reduction 
in  arterial  tension.  For  optimal  results,  dosage  should  be  carefully 
adjusted  to  the  needs  and  tolerance  of  the  individual  patient. 

*Trade  Mark  of  Riker  Laboratories,  Inc. 

IKER  LABORATORIES,  INC.  • 8480  BEVERLY  BOULEVARD,  LOS  ANGELES  48,  CALI  FO  RN  I A 


0W  A V A I LAB  L E IN 
HREE  DOSAGE  UNITS 

eriloid  is  now  avail- 
>le  in  3 tablet  sizes — 
mg.,  2 mg.,  and  3 mg. 
blets.  The  larger  tab- 
tsare  especially  useful 
ter  dosage  needs 
ive  been  established 
id  are  more  econom- 
al  for  the  patient, 
terature  available  on 
quest. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

292  MADISON  AVENUE,  NEW  YORK  17,  NEW  YORK 
MURRAY  HILL  3-0701 


PRESIDENTS,  DISTRICT  BRANCHES 


First  District  Fifth  District 

William  Crawford  White,  M.D.,  New  York  City  Wardner  D.  Ayer,  M.D.,  Syracuse 


Second  District 

Charles  C.  Murphy,  M.D.,  Amity ville 
Third  District 

Harry  Golembe,  M.D.,  Liberty 
Fourth  District 

Joseph  A.  Geis,  M.D.,  Lake  Placid 


Sixth  District 

Norman  C.  Lyster,  M.D.,  Norwich 
Seventh  District 

George  H.  Gage,  M.D.,  Rochester 

Eighth  District 
John  C.  Kinzly,  M.D.,  North  Tonawanda 


Ninth  District — Morley  T.  Smith,  M.D.,  New  Rochelle 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
Publication  Committee 

George  W.  Kosmak,  M.D.  Thomas  E.  Alexander 

Edward  T.  Wentworth,  M.D.  Laurance  D.  Redway,  M.D. 

W.  P.  Anderton,  M.D.  Maurice  J.  Dattelbaum,  M.D. 

[Address  all  communications  to  above  address] 


Counsel 


LEGAL  DEPARTMENT 

. . William  F.  Martin,  Esq.  Attorney Robert  J.  Bell,  Esq  | 

30  Broad  Street,  New  York  4.  Telephone:  HAnover  2-0670 


AUTHORIZED  INDEMNITY  REPRESENTATIVE 

Harry  F.  Wanvig,  70  Pine  St.,  New  York  5.  Telephone:  DIgby  4-7117 

EXECUTIVE  OFFICER 

Robert  R.  Hannon,  M.D.,  100  State  St.,  Albany  7.  Telephone:  4-4214 

DIRECTOR,  BUREAU  OF  WORKMEN’S  COMPENSATION 
David  J.  Kaliski,  M.D.,  292  Madison  Ave.,  New  York  17.  Telephone:  MUrray  Hill  3-0701 


DIRECTOR,  PUBLIC  RELATIONS  BUREAU 

Frederic  W.  Miebach,  292  Madison  Ave.,  New  York  17.  Telephone:  MUrray  Hill  3-0701 


DIRECTOR,  BUREAU  OF  MEDICAL  CARE  INSURANCE 

George  P.  Farrell,  292  Madison  Ave.,  New  York  17.  Telephone:  MUrray  Hill  3-0701 


when  your  young  patients  are  fitted 


in  a shoe  store  bearing  the 


emblem.  LOOK  for  the  emblem 


It  is  a sure  sign  of  the  precision 


fitting  of  children’s  shoes  exclusively 
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HALAMYD" 

(brand  of  plithalylsulfacetimide) 

eliminate 


intestinal 


organisms 

SIMPLY 

AND 


SAFELY 


Unique  among  nonabsorbable  sulfonamides, 
iLAMYD  is  actually  absorbed  into  the  bowel  wall  in  high 
concentration  but  only  slightly  absorbed  into  the  blood  stream. 


Simple,  safe  therapy  whenever  the  intestinal  tract 
must  be  sterilized,  Thalamyd  has  a broad  field 
of  usefulness:  prophylactically  when  preparing  the  gut 
for  surgery;  for  bacillary  dysentery  and  other 
acute  enteritis;  and  to  control  secondary  invaders  in 
ulcerative  colitis. 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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Relationship  of  Stress 
to  Autonomic  Lability 

Studies  in  psychosomatics  have  shown  that  functional 
disorders  often  are  a result  of  the  patient's  inability 
to  adjust  to  emotionally  stressful  situations  (stressor 
factors). 

Nervous  tension  and  chronic  anxiety,  discharged 
through  a labile  Autonomic  Nervous  System,  can  cause 
somatic  disturbance.  l'2’  Such  states  may  involve  any 
one  of  the  organ  systems  or  several  at  one  time.  1,3‘ 
The  outline  below  relates  gastrointestinal  and  cardio- 
vascular symptomatology  to  the  exaggerated  response 
of  the  autonomic  nervous  system. 


Physiologic  Effects  of  Autonomic  Discharge 

Sympathetic 

Parasympathetic 

Gastro- 

intestinal 

Hypomotility 
Intestinal  Atony 
Hyposecretion 
Reduced  salivation 

Hypermotility 

Gastrointestinal 

spasm 

Hypersecretion 

Cardio- 

vascular 

Rapid  heart  rate 
Peripheral  vaso- 
constriction 

Slow  heart  rate 
Vasodilatation 

Functional 

Manifesta- 

tions 

Palpitation 
Tachycardia 
Elevated  B.  P. 

Dry  mouth — throat 

Heartburn 
Nausea -vomiting 
Low  B.  P. 
Colonic  spasm 

Data  here  tabulated  is  from  references  3. 4. 5. 0.7,  given  below. 


Diagnosis  of  functional  disorder  is  supported  by  the 
following  indications  of  autonomic  lability: 

Variable  Blood  Pressure 
Body  Temperature  Variations 
Changing  pulse  rate 
Deviations  in  B.  M.  R. 

Exaggerated  Cold  Pressure  Reflex 
Glucose  Tolerance  Alterations 

Therapy  in  these  cases  is  directed  toward:  1)  relief 
of  symptoms  by  drug  therapy  (so  making  the  patient 
more  amenable  to  psychotherapy)  ; 2)  psychothera- 
peutic guidance  in  making  adjustment  to  stressful  situ- 
ations and  correction  of  unhealthy  attitudes. 

Clinicians  who  have  studied  these  disorders,  includ- 
ing those  of  the  menopause,  report  that  good  thera- 
peutic results  are  produced  by  combined  adrenergic 
(ergotamine)  and  cholinergic  blockade  (Bellafoline) 
with  central  sedation  (phenobarbital)  8'9,10-  A con- 
venient preparation  of  this  nature  is  available  in  the 
form  of  Bellergal  Tablets.  Functional  disorders  are 
long-term  therapeutic  problems;  therefore,  drug  treat- 
ment by  the  following  method  is  recommended:  5 or  6 
tabs,  per  day  for  the  1st  week ; then  gradually  reduce  to 
the  smallest  dose  effective  in  maintaining  the  patient 
symptom  free  (average:  3 tabs,  daily).  Interrupt  for  1 
week  out  of  every  month  to  assess  results. 

I.  Ebaugh,  F. : Postgrad.  Med.  4:  208,  1948.  2.  Wilbur,  D.: 

J. A.M.A.  141:  1199,  1949.  3.  Williams,  E.  and  Carmichael, 
C.:  J.  Nat’l.  Med.  Assoc.  42:  32,  1950.  4.  Goodman,  L.  and 
Gilman,  A.:  The  Pharmacological  Basis  of  Therapeutics,  The 
Macmillan  Co.,  1941.  5.  Katz,  L.  et  al:  Ann.  Int.  Med.  27: 
261,  1947.  6.  Weiss,  E.  et  al:  Am.  J.  Psychiat.  107 : 264,  1950. 

7.  Alvarez,  W. : Chicago  Med.  Soc.  Bulletin,  581,  1950. 

8.  Rakoff,  A.:  A Course  in  Practical  Therapeutics.  Williams 
and  Wilkins,  1948.  9.  Karnosh,  L.  and  Zucker.  E.:  A Hand- 
book of  Psychiatry,  C.  V.  Mosby  Co.,  1945.  10.  Harris,  L.: 
Canad.  M.A.J.  5 8:  251,  1948. 
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for  the  pain , 


depression  and  CRAMPS 

Of  DYSMENORRHEA 


'Edrisal’  does  more  than  relieve 
the  pain  and  lift  the  mood  of  your 
dysmenorrhea  patient.  Because  it  contains 
"Benzedrine’  Sulfate,  ’Edrisal’  also  works  to 
relieve  the  cramps  so  often  associated  with 
this  painful  period.  Janney  has  observed: 
"The  most  satisfactory  antispasmodic  drug 
for  use  in  spastic  dysmenorrhea  is, 
in  my  experience,  Benzedrine  Sulfate  . . 


Edrisal 


'Benzedrine’  Sulfate  . . . 2.5  mg. 
(racemic  amphetamine  sulfate,  S.K.F.) 
Acetylsalicylic  acid  . . . 2.5  gr. 
Phenacetin  . . . 2.5  gr. 


Dosage:  Two  tablets,  repeated  every  three  hours,  starting  two  days  before  men- 
struation. Smith,  Kline  & French  Laboratories  • Philadelphia 

'Edrisal’  and  'Benzedrine’  T.M.  Reg.  U.S.  Pat.  Off. 

*Janney,  J.C.:  Medical  Gynecology,  ed.  2,  Philadelphia,  W.B.  Saunders,  1950,  p.  365. 
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nourish 


plus  potent  hematopoi- 
etic factors  from 

liver  fraction 
and  stomach 


concentrate 


depleted  tissues  and 
blood  with  this 
unusually 

rich  source 
of  B-complex 
vitamins 


w 

NUTRI 

1- 

BEI 

— i 

L 

<( 

• Note  the  therapeutic,  comprehensive 
formula  of  NUTRI-BEE.  Each  capsule 


contains: 

Thiamine  Hydrochloride  (B,)...  10  mg. 

Riboflavin  (B2) 10  mg. 

Pyridoxine  Hydrochloride  (B6)..  5 mg. 

Folic  Acid 2 mg. 

Niacinamide 50  mg. 

Calcium  Pantothenate  (Bfi) 25  mg. 

Liver  Fraction 200  mg. 

Stomach  Concentrate 200  mg. 


NUTRI-BEE  CAPSULES....for  the  prevention  and  treat- 
ment of  vitamin  B deficiency  and  certain  anemias 
during  pregnancy  and  lactation,  convalescence, 
before  and  after  surgery. 
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in  the 

menopause... 

"General  tonic  effects 
were  noteworthy  and 
the  greatest 
percentage  of  . 
patients  who 
expressed  clear-cut 
preferences  for  any  drug 
designated 
'Premarin'."* 


Ifcv.,.,, 

•Period,  W.  H-:  Am.  J.  Obsl.  & Gynec.  58  684  (Oct. ) 1949 


Estrogemc  Substances  (water-soluble)  also  known  as  Conjugated  Estrogens  (equine)  • Tablets  and  liquid 

ighly  Effective  • Orally  Active  • Well  Tolerated  • Imparts  a Feeling  of  Well-Being 


Ayerst,  McKenna  & Harrison  Limited  • 22  East  40th  Street,  New  York  1 6,  N.  Y. 
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a new  product 


approaching  the  fatty  acid  pattern  of  human  milk 
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A correct  fatty  acid  pattern  is  highly  desirable  in  infant  foods.  The  per- 
centages of  saturated  and  unsaturated  fatty  acids  in  BREMIL  approach  the 
pattern  of  human  milk.  This  is  achieved  in  BREMIL  by  a careful  blending 
of  three  scientifically  chosen  vegetable  oils  — palm,  coconut,  and  peanut  — 
which  resemble  human  milk  in  nutritional  characteristics.1 

The  fatty  acids  of  human  milk  and  BREMIL  are  divided  nearly  evenly 
between  saturated  and  unsaturated,  whereas  cow’s  milk  shows  a much  greater 
percentage  of  the  more  irritant  saturated  fatty  acids.2  Moreover,  the  fat  in 
BREMIL,  like  the  fat  in  human  milk,  is  in  a fine  state  of  emulsion.  As  a result, 
BREMIL  is  well-tolerated,  well-digested,  and  well-assimilated. 


Saturated 


fatty  acid  pattern 


Unsaturated 


cow's  milk  BREMIL  human  milk 


60.2% 

50.9% 

L -j  .J 

48.2% 

_r 

49. 1 % 

5 1 .8% 

39.8% 

Nor  is  the  scientific  fatty  acid  pattern  the  only  unique  attribute  of  BREMIL 

BREMIL  has  an  adjusted  calcium-phosphorus  ratio  (1^4:  l)3,4...  BREMIL  sup- 
plies adequate  vitamin  C and  other  vitamins . . . BREMIL  contains  the  same 
carbohydrate  as  in  human  milk5. . . BREMIL  forms  curds  of  small  particle  size. 

BREMIL  formula  preparation  is  as  rapid  as  with  a liquid  product  (no  need 
to  make  into  a paste) ...  Standard  dilution  is  1 level  tablespoonful  and  2 fl. 
oz.  water... Each  level  tablespoonful  BREMIL  powder  supplies  44  calories. 

Complete  information  and  a trial  supply  may  be  obtained  upon  request. 
BREMIL  is  available  in  drugstores  in  1 lb.  cans. 

flexible,  palatable,  easy  to  prepare  L Macy,  L Gt.  j children  78:589, 

1949. 

2.  Jeans,  P C.,  and  Marriott,  W McK.: 
Infant  Nutrition,  4th  ed.,  1947. 

3.  Gardner,  L.  I.,  Butler,  A.  M.,  et  al.: 
Pediatrics  5:228,  1950. 

4.  Nesbit,  H.  T.:  Texas  State  J.  M.  38:551, 
1943. 

powdered  infant  food  5.  Bull.  National  Research  Council,  No. 

119,  Jan.  1950. 

Prescription  Products  Division 

The  BORDEN  Company  350  Madison  Avenue,  New  York  17 


antibacterial  action  plus... 


■ greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  for  alkalinization. 


■ higher  blood  level 

Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 


■ economy 

Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


TABLETS 


SYRUP 


less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 


GANTRISIN®-brand  ot  sulfisoxazole 
(3,4-dimethyl-5-sulfcmilamido-isoxazole) 


HOFFMANN -LA  ROCHE  INC. 


Roche  Park 


Nutley  10  • New  Jersey 
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When  your  patient  needs 


The  place  is  The  Saratoga  Spa 


Spa  Therapy 


Have  you  a patient  who  u\ 
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!IB  (acuity  greauj  ^ patient 


When  you  recommend  "a  change  of  scene” 

3 weeks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
your  patients  with  such  chronic  conditions  as  Heart 
and  Digestive  disorders,  Arthritis  and  related  ailments, 
and  Hypertension.  At  your  request,  we  will  send  list  of 
local,  private  practicing  physicians  who  will  cooperate 
with  you  as  to  treatment,  rest  and  diet.  Address  Medical 
Director,  The  Saratoga  Spa,  155  Saratoga  Springs,  N.Y. 


Visit  the  Spa  booth  at  the  New  York  State 
Medical  Convention  — Booth  20,  Hotel  Stat- 
ler,  Buffalo  — A pril  SO-  May  4- 


The  Saratoga 


The  Empire  State’s  Contribution  to  the  Medical  Profession 


Raising  pain#s  threshold  is 
Phenaphen  with  Codeine's 
business!  Its  efficacy  is  directly 
attributable  to  the  potentiating 

action  of  these  five  anodyne 
and  sedative  components. 
(Acetylsalicylic  acid 
U.S.P.  2V2  gr.,  phenacetin  3 gr., 
phenobarbital  U.S.P.  V*  gr., 
and  hyoscyamine  sulfate 
.031  mg.,  with  codeine 
phosphate  Va  or  V2  gr.) 
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In  bronchial  asthma . . . paroxysmal  dyspnea  of 
cardiac  origin . . . Cheyne-Stokes  respiration 


Glytheonate 

" (PATCH) 

BRAND  OF  THEOPHYLLINE  SODIUM  GLYCINATE 


SUPPOSITORIES  GLYTHEONATE:  0.78  Gm. 
SYRUP  GLYTHEONATE:  473  cc.  and  3.78 
liter  bottles.  A syrup  containing  65  mg.  of 
theophylline-sodium  glycinate  in  each  cc. 


— has  the  advantage  of  being  more  stable  in 
air  and  less  irritating  to  the  gastric  mucosa 
and  "is  thus  tolerated  in  larger  oral  doses 
than  are  possible  with  other  theophylline 
preparations,  and  it  can  be  administered  by 
mouth  in  liquid  form  as  well  as  in  tablets  not 


TABLETS  GLYTHEONATE:  0.324  Gm. 


enteric  coated.”* 


♦Council  on  Pharmacy  & Chemistry:  New  and  Non- 
official Remedies,  1950,  Philadelphia,  J.  B.  Lippincott 
Company,  1950,  p.  285. 


Glytheonate  (Patch) 

• relaxes  the  bronchioles  and  relieves 
bronchial  spasm. 

• acts  as  diuretic  in  congestive  heart  failure. 

• stimulates  the  psychic  areas  and  respi- 
ratory, vasomotor  and  vagus  centers. 

• stimulates  the  myocardium. 
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Depletion  of  the  critical  water-soluble 
B complex  and  C vitamins  occurs  so 
commonly  in  the  presence  of  physical 
pathology,  as  to  make  a presumption  of 
nutritive  impairment2  almost  axiomatic. 
Essential  to  normal  cell  metabolism  and  wound 
healing,  these  poorly-stored,  readily-diffusible  factors 
must  be  replenished  — usually  by  massive  dosage 
— if  tissue  rehabilitation3  and  return  to  health4  are 
to  be  expedited.  • Allbee  with  C ‘Robins’  provides  this  all-important 
“saturation  dosage”  in  convenient  capsule  form.  It  incorporates 
the  important  B factors  in  2 to  15  times  daily  requirements,  plus 
250  mg.  of  vitamin  C — the  highest  strength  of  ascorbic  acid 
available  today  in  a multi-vitamin  capsule.  • Its  prescription 
represents  a sound  contribution  toward  decisive  recovery  from 
disease,  or  toward  pre-  and  post-operative  nutritional  support.1 


A.  H.  ROBINS  CO.,  INC.  • RICHMOND  20,  VA. 

Ethical  Pharmaceuticals  of  Merit  since  1878 


aturation 
til)  osage” 

of  vitamins  b and  c 


FORMULA:  Each  Allbee  with  C capsule  contains: 


Thiamine  hydrochloride  (Bi) 15  mg. 

Riboflavin  (B.)  10  mg. 

Nicotinamide  50  mg. 

Calcium  pantothenate 10  mg. 

Ascorbic  acid  (C) 250  mg. 


REFERENCES:l.  Coller,  F.  A.  and  DeWeese,  M.  S.:  Preoperative  and 
Postoperative  Care,  J.A.M.A.,  141:641,  1949.  2.  Jolliffe,  N.  and  Smith,  J.  J.: 
Med.  Clin.  North  America,  27:567,  1943.  3.  Kruse,  H.  D.:  Proc.  Conf. 
Convalescent  Care,  New  York  Acad.  Med.,  1940. 

4.  Spies,  T.  D.:  Med.  Clin.  North  America,  27:273,  1943. 
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10  meg.  vitamin  B]2  concentrate  per  cc. 


DODECAVITE  DROPS  provide  an  exceptionally  palatable 
water-glycerine  solution  of  vitamin  B12.  Easily  given  directly 
on  the  tongue  ...  or  mixed  in  milk,  formulas,  water,  cereals, 
puddings  or  any  other  liquid  or  semi-liquid  food. 


15  cc.  and  60  cc. 


b12  as  a growth  factor 

Paralleling  its  growth-promoting  properties  .in  animals, 
Wetzel  and  co workers1  have  shown  that  oral  B12  produces  a 
definite  additional  stimulation  of  growth  in  previously  mal- 
nourished children,  already  stabilized  on  an  otherwise  com- 
plete nutritional  regime.  There  were  also  “increased  physical 
vigor,  alertness,  better  general  behavior,  but  above  all,  a 
definite  increase  in  appetite  . . 

DODECAVITE  DROPS  may  also  be  used  as  adjunct  oral 
therapy  in  the  macrocytic  anemias  — preferably  in  combina-  | 
tion  with  folic  acid  or  liver,  or  both. 

DODECAVITE  TABLETS ...  each  tablet  provides  25  meg.  i 
of  vitamin  B12  concentrate. 

1.  Wetzel,  N.  C.  etal.:  Science  110:651,  1949. 

Professional  samples  and  literature  upon  request. 

U.  S.  Vitamin  Corporation 

Casimir  Funk  Laboratories,  Inc.  (affiliate) 

250  East  43rd  Street  • New  York  17,  N.  Y. 


LUBRICOID  ACTION 


HYDROPHILIC  LUBRICOID 


— presents  methylcell ulose  as  a gel,  to 
which  magnesium  hydroxide  is  added  in 
less  than  laxative  dosage  to  assure  con- 
tinued hydration  of  the  gel  throughout 
the  intestinal  tract. 

In  maintaining  an  osmotic  equilibrium, 
the  magnesium  ion  attracts  and  retains 
adequate  water  to  keep  the  methylcellu- 
lose  in  the  form  of  a soft  gel — providing 
a distinctive  efficient  lubricoid  action 
which  promotes  gentle  elimination. 


The  Turicum  formula  assures: 

• lubricous  bulk  to  encourage  normal 
evacuation 

• good  distribution  throughout  the  bowel 

• no  bloating 

• no  danger  of  impaction 

• no  interference  with  utilization  of  oil-soluble 

vitamins 

• no  danger  of  lipid  pneumonia 

• no  leakage 

Turicum  is  available  in  one  pint  bottles. 


DIVISION  NUTRITION  RESEARCH  LABORATORIES,  INC., 
CHICAGO  11,  ILLINOIS 
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Cremosuxidine  is  supplied  in  Spasaver  bottles  containing  16  fluidounces 

Sharp  & Dohme,  Philadelphia  1,  Pa. 


triple  treatment 
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for  specific 
nonspecific 

Nuisance,  Menace 

Diarrhea  is  a nuisance,  "one  of  the  com- 
monest symptoms  of  illness  in  the  human 
race,”*  and  a real  menace,  accounting  for 
nearly  1 per  cent  of  deaths  reported  in  the 
United  States  in  1916. 

In  ten  Southern  states,  in  1946,  more  deaths 
were  reported  due  to  diarrhea  than  to  typhoid 
fever  and  scarlet  fever,  pertussis,  diph- 
theria, malaria,  measles,  and  poliomyelitis 
combined!* 

^Southern  Med.  J.;  43:320,  April,  1950 


Diarrhea 

and 

DIARRHEA 

Effective,  Convenient  Triad 

Cremosuxidine®  offers  a palatably  flavored, 
exceptionally  effective  triad  for  control  of 
specific  and  nonspecific  diarrheas:  potently 
bacteriostatic,  relatively  nontoxic  Sulfasux- 
idine®,  detoxicant  pectin,  and  protective, 
adsorbent  kaolin. 

Cremosuxidine  may  be  administered  for  bacil- 
lary dysentery,  paradysentery,  salmonel- 
losis, diarrhea  of  the  newborn,  and  so-called 
"summer  complaint.” 


Cremosuxidine 

suspension  of 


2 

3 
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For  Liver  Damage..  . while  a highly  nutritious  diet,  rich  in  protein, 
is  basic  in  the  therapy  of  liver  disease,  there  is  a limit  to 
what  the  patient  can  eat.  He  has  a poor  appetite,  largely 
because  his  liver  is  an  inefficient  detoxifying  organ. 
Methionine  is  known  to  be  specifically  required  to  main- 
tain the  detoxifying  activity  of  the  liver  ;t  it  is  also  an 
efficient  lipotropic  agent. 


Recent  research  suggests  that  excessive  dietary  protein 
may  impose  a burden  on  critically  ill  patients.  In  such 
cases,  extra  methionine  may  be  life  saving.2 


Supplementation  with  Meonine  assures  that  the  patient 
will  receive  substantial  amounts  of  the  amino  acid 
“essential  for  normal  hepatic  function. ”3 


Indications:  Liver  damage  due  to  malnutrition,  al- 
coholism, pregnancy,  allergy,  or  chemo-toxins. 

Supplied:  Tablets  Meonine,  0.5  Gm.,  bottles  of  100; 
Crystalline  Meonine,  for  preparation  of  parenteral 
solutions,  bottles  containing  50  Gm. 


I.  Hartmann,  F. : Arch.  F.  Klin.  Med.  196:412,  1949.  2.  Editorial: 

J. A.M.A.  144:1566  (Dec.  30)  1950.  3.  Cayer,  D.:  Arch.  lnt.  Med. 
80:644,  1947. 


MEONINE* 


dl-METHIONINE  WYETH 
WyETH  INCORPORATED.  PHILADELPHIA  2.  PA. 


100? 


,N0SIT01  H£XAN»TR*T£ 


BRAND 


JVewLf  Available 
Organic  Nitrate  far  the 
Management  of  Hgperteneian 


Tolanate,  making  available  for  clinical  use  the  therapeutic  virtues  of 
inositol  hexanitrate,  finds  wide  usefulness  in  the  management  of  hyperten- 
sion. It  has  been  shown  to  be  particularly  valuable  in  essential  hypertension 
and  the  hypertension  of  the  menopause.  One  of  its  most  desirable  clinical 
features  is  the  complete  absence  of  "nitrite  headache,”  expanding  its  appli- 
cability to  many  patients  who  cannot  tolerate  other  organic  nitrates. 


LOWER  DOSAGE  The  average  dose  of  Tolanate  is 
10  mg.  three  or  four  times  daily.  This  quan- 
tity has  been  found  to  produce  a clinically 
acceptable  drop  in  tension  in  most  patients. 

PROMPT  SUBJECTIVE  RELIEF  The  distressing  sub- 
jective symptoms  of  hypertension  are 
promptly  relieved  by  Tolanate.  The  general 
vasodilation  resulting  from  the  relaxation  of 
the  arteriolar  smooth  musculature  aids  in 
improving  tissue  nutrition  and  function. 


PROLONGED  SUSTAINED  ACTION  Inositol  hexani- 
trate, the  active  ingredient  of  Tolanate,  is  one 
of  the  longest  acting  organic  nitrates  known. 
Hence  administration  every  4 to  6 hours 
maintains  a uniform,  continuous  depression 
of  the  blood  pressure. 

Tolanate  is  supplied  in  10  mg.  tablets  in 
bottles  of  100  and  1000.  Also  available  as 
Tolanate  with  Phenobarbital,  each  tablet 
containing  10  mg.  of  inositol  hexanitrate 
and  16  mg.  (34  gr.)  of  phenobarbital. 


CS.t 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION,  17  EAST  42ND  STREET,  NEW  YORK  17,  NEW  YORK 
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Better  Toleration 

+ 

Diagnostic 

Dependability 


NORMAL  PATHOLOGICAL 


Mn  cholecystography,  the  clinical  effectiveness  of 
MONOPHEN  and  its  greater  freedom  from  such  unpleasant 
side  reactions  as  cramps,  diarrhea,  dysuria  and  nausea  has 
been  amply  demonstrated  in  a series  of  over  3000  cases. 


MONOPHEN  has  been  exhaustively  tested  on  normal  human 
beings  in  order  to  definitely  establish. controls.  MONOPHEN 
“normals”  are  consistently  sharp  and  clear.  Thus,  a 
deviation  from  normal,  as  observed  by  the  “sharp  image  — 
poor  image”  contrast,  should  cause  the  diagnostician  to 
suspect  the  existence  of  a pathological  state.  This 
diagnostic  reliability  is  aptly  demonstrated  in  that  a high 
percentage  of  those  cases  termed  pathological  were 
later  confirmed  surgically. 


/or 

samples 


• MONOPHEN  is  2-(4-hydroyy-3,  5-diiodo-benzyl)* 
cyclohexane  carboxylic  acid,  containing  52.2%  iodine 
in  stable  combination. 


• supplied  in  bulk:  Capsules  (0.5  gram  each)  are 
cellophane-sealed  in  units  of  2’s  and  boxed  in  quantities 
of  50, 100,  250,  500  and  1000,  with  a requisite  number  of 
dispensing  envelopes  imprinted  with  directions  for  use. 


MONOPHEN 

THE  MODERN  CHOLEC  YSTOPAQUE 


NATIONAL  SYNTHETICS,  INC.  • 270  LAFAYETTE  ST.,  N.Y.12  i 

“ Dependability  Through  the  Years'” 


100!) 


In  the  selection  of  an  antibiotic 

for  URINARY  ANTISEPSIS 

high  urinary  levels 

rapidly  achieved  / are  a criticc  , 
and  easily  maintained 

CRYSTALLINE 


CRYSTALLINE 

lerra 


concentration  of  Terramycin  in  the  urine  follow- 
ing divided  oral  doses:  0.5  Gm.  q 6 h.3 


BBS 

0 6 12  18  24  32  48  hours 


1.  Schoenbach,  E.  B.;  Bryer, 
M.  S.,  ond  Long,  P.  H.:  Ann. 
New  York  Acad.  Sc.  53:245 
(Sept.  15)  1950. 

2.  Welch,  H.;  Hendricks,  F.  D.; 
Price,  C.  W.,  and  Rondall, 
W.  A.:  J.  A.  Ph.  A.  (Sc.  Ed.) 
39:185  (Apr.)  1950. 

3.  Welch,  H.:  Ann.  New  York 
Acad.  Sc.  53:253  (Sept.  15) 
1950. 


This  newest  of  the  broad-spectrum  antibiotic* 
is  stable  and  active  in  the  urine.  High  levels  are 
rapidly  achieved  and  easily  maintained  by  oral 
administration.  Within  one-half  hour  after  a 
single  2 Gm.  dose,  detectable  amounts  have  ap- 
peared in  the  urine,1  and  a single  0.5  Gm.  dose 
has  been  shown  to  produce  high  concentrations 
lasting  twenty-four  hours.2  When  multiple  doses 
are  given,  continuous  urinary  concentrations 
of  Terramycin  in  the  range  of  300-400  mcg./ml. 
are  obtained,  as  shown  in  the  accompanying 
chart.3 

These  observations  are  given  added  significance 
by  the  highly  satisfactory  clinical  experience 
and  the  prompt  response  obtained  with  Terra- 
mycin in  a wide  range  of  infections  of  the  uri- 
nary tract. 

Supplied:  259  mg  capSules,  bottles  of  16  and  100; 

100  mg.  capsules,  bottles  of  25  and  100; 

50  mg.  capsules,  bottles  of  25  and  100. 


Antibiotic  Division 


CHAS.  PFIZER  CO..  INC..  Brooklyn  6.  V.  V. 
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when  you  prescribe 

phenobarbiial 


remember  this  superior  presentation: 


Eskaphen  B 


Elixir 


the  delightfully 


palatable  combination  of  phenobarbiial  and  thiamine 


1 Its  fluid  form  makes  it  easy  to  take 

2 Its  delicious  flavor  makes  it  pleasant  to  take 

3 Patients  who  "know  all  about  sleeping  tablets’ 
don’t  know  you  are  prescribing  a barbiturate 

4 It  provides  nearly  three  times  the 
recommended  daily  allowance  of  thiamine 
in  each  5 cc.  teaspoonful 


Kline  <&  French  Laboratories  • Philadelphia 


Each  5 cc.  teaspoonful  contains 
phenobarbital,  p4  gr., 
thiamine,  5 mg. 


'Eskaphen  B’  T.M.  Reg.  U.S.  Pat.  Off. 


Younger 

Infants 


Rennet-custards,  made  from  uncooked  milk  with 


< 


'Junket"  Brand  Rennet  Powder  or  Tablets,  are  among  the  first 


lesserts  advised  by  pediatricians  for  young  infants.  These  delicious, 
;ggless  milk  desserts,  more  easily  digested  than  milk  itself,  help  to  cater 


o the  younger  infant’s  developing  preference  for  solid  foods— 

hus  permitting  early  spoon  feeding  of  a pleasing  new  texture  in  a desirable  variety 
>f  flavors  and  colors.  Quickly  prepared,  and  in  no  way  changing  the 


• lutritive  values  of  uncooked  milk,  rennet-custards  afford  a 
velcome  diversity  to,  and  heightened  interest  in,  this  all-important 
ood  for  the  younger  infant.  Mothers  will  appreciate  your 
pecific  recommendation  on  your  Diet  Lists. 

| JUNKET"  BRAND  FOODS 

I DIVISIOH 

Chr.  Hansen’s  Laboratory,  Inc. 

LITTLE  FALLS,  N.  Y. 


J-15-41 


Untreated  Milk  — show- 
ing coarse,  tough  curds, 
often  hard  to  digest. 


"Junket"  Rennet  Powder  — sweet- 
ened, six  flavors. 

"Junket"  Rennet  Tablets  — unsweet- 
ened, unflavored  (particularly  for 
very  young  infants  and  diabetics) 


"JUNKET"  is  the  trade-rpark  of  Chr.  Hansen's  Laboratory , Inc . 
for  its  rennet  and  other  food  products. 


ennet  Dessert  Curds 
milk  with  rennet 
lded,  showing  fine 
adily  digested  curds. 


* \ 
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in  the  aged  . . • 


Theptine  makes  a big  difference 


In  the  elderly  patient  mental  depression  and  nutritional  inadequacy  can  so  easily 
get  the  upper  hand.  ‘Theptine’,  however,  now  gives  the  physician  an  ideal 
supportive  therapy  against  debility  of  psychic  and  nutritional  origin. 

‘Theptine’  provides  the  unique  antidepressant  action  of  ‘Dexedrine’  Sulfate  plus  the 
nutritional  action  of  thiamine,  niacin  and  riboflavin.  In  the  elderly  patient 
‘Theptine’  not  only  brightens  mood  and  outlook,  but  also  helps  offset  the 
debilitating  effects  of  undernutrition. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


Theptine 


‘Dexedrine’  plus  essential  B vitamins 


an  antidepressant  and  nutrient  elixir 

Each  5 cc.  (1  teaspoonful)  contains:  ‘Dexedrine’  Sulfate  (dextro-amphetamine  sulfate,  S.K.F.), 
2.5  mg.;  thiamine  hydrochloride,  5.0  mg.;  riboflavin,  0.45  mg.;  niacin,  6.7  mg. 

Available  in  12  fl.  oz.  bottles. 


‘Theptine’  8s  ‘Dexedrine’  T.M.  Reg.  U.S.  Pat.  Off. 
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TfieBtggesf 

Benefit- 

can't  be  weighed 
on  scales! 


When  a young  patient  is  brought  in  for  a 
check-up,  what  a big  satisfaction  to  chart 
all  his  new  gains.  But  the  extra  pounds  and 
inches  are  only  part  of  the  benefits  derived 
from  good  nutrition.  Zestful  enjoyment  of 
eating  influences  a baby’s  whole  personality 
development. 

The  finer  flavor  of  Beech-Nut  Foods  helps 
mothers  keep  mealtimes  happy.  With  such  an 
appealing  variety  to  choose  from,  eating  can 
be  a big  adventure — minus  tensions  and  tan- 
trums. And  you  have  the  satisfaction  of  seeing 
your  young  patients  thrive  physically  and 
emotionally. 


A wide  variety  for  you  to  recom- 
mend: Meat  and  Vegetable  Soups, 
Vegetables,  Fruits,  Desserts  — and 
Cereal  Food  and  Strained  Oatmeal. 


All  Beech-Nut  standards  of  production 
and  advertising  have  been  accepted 
by  the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association. 


Babies  love  them .. .thrive  on  them! 

Beech-Nut 

FOODS  > BAB  I ES 
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To  banish 


depression  and 


nervousness 


'Benzebar’  — S.K.F.’s  logical  combination  of  'Benzedrine’  Sulfate  and 

phenobarbital— ordinarily  will  dispel  the  mental  depression  and 

relieve  the  anxiety  and  tension  that  accompany  so  many  of  life’s  situations. 


These  occur,  for  example,  in  association  with  . . . family  and  financial  troubles, 
chronic  organic  disease,  persistent  pain,  old  age  and  grief; 
or  following  . . . acute  infectious  disease,  surgical  operations, 
onset  of  the  menopause  and  childbirth. 

Smith , Kline  & French  Laboratories,  Philadelphia 


Benzebar 


* 


the  unique  antidepressant 


action  of  r Benzedrine ’*  Sulfate  and  the  mild  sedation  of  phenobarbital 


Each  'Benzebar’  tablet  contains  ’Benzedrine’  Sulfate 

(racemic  amphetamine  sulfate,  S.K.F.),  5 mg.;  phenobarbital,  V4  gr. 


*T.M.  Reg.  U.S.  Pat.  Off. 


Translating  THEORY  to  THERAPY  in 
Atherosclerosis . . . 


OXYFAX  ~~  LIPOFAX 


TRADEMARK 

Brand  of  Oxytropic  Factors 
Composite  Formula 
Each  OXYFAX*  capsule  contains: 

Thyroid  U.S.P 10-15-20-30-60  mg. 

Thiamine  Mononitrate 15  mg. 

Riboflavin 7.5  mg. 

Niacinamide 100  mg. 

Ascorbic  Acid 100  mg. 

OXYFAX  is  presented  in  five  strengths 
of  thyroid  for  individualized  treatment. 

supplied:  Bottles  of  100  and  500. 

Oxytropic  factors  are  indicated  in 
atherosclerosis  because  of  the  impair- 
ment of  oxygen  exchange  in  this 
disorder1-2  and  the  correlation  of 
lowered  thyroid  activity  with  hyper- 
cholesterolemia.3*4'5 It  is  significant 
that  patients  with  thyrotoxicosis  rarely 
develop  atherosclerosis.4  OXYFAX 
contains  a synergistic  combination  of 
Thyroid  U.S.P.  and  vitamins  con- 
cerned in  oxidative  processes. 


TRADEMARK 

Brand  pf  Lipotropic  Factors 


Each  LIPOFAX*  tablet  contains: 

Choline  Bitartrate 360  mg. 

(Choline,  48  %) 

Inositol 133  mg. 

Pyridoxine  Hydrochloride 1 mg. 


SUPPLIED:  Bottles  of  100  and  1,000. 

New  clinical  evidence  of  the  role  of 
the  cholesterol-phospholipid  serum 
ratio6'7,8  provides  a rational  basis 
for  the  proyed  therapeutic  value  of 
lipotropic  agents  in  atherosclerosis 
and  coronary  artery  disease.9  LIPO- 
FAX supplies  a potent  combination  of 
synergistic  lipotropic  factors  that  help 
correct  the  disturbed  lipid  balance. 


*The  words  OXYFAX  and  LIPOFAX  ore  exclu- 
sive trademarks  of  Mezger  Pharmacol  Co,  Inc. 


Combined  Oxytropic-Lipotropic  Therapy  Improves  the  Prognosis  . . . 
Write  for  Comprehensive  Brochure  and  Suggested  Dietary  Guide 


REFERENCES:  1.  Hueper,  W.  C.:  M.  Clin.  North  America  33:  773  (May) 
1949.  2.  Editorial:  J.A.M.A.  141:  392  (Oct.  8)  1949.  3.  Stamler,  J.;  et  ala 
Circulation  2:  523  (Oct.)  1950.  4.  Morrison, -L  M,  and  Gonzales,  W.  Fa 
Geriatrics  5:  188  (July-Aug.)  1950.  5.  Editorial:  Ann.  Int.  Med.  33:  250 
(July)  1950.  6.  Morrison,  L.  M.;  et  al.:  Proc.  Am.  Soc.  Study  of  Arteri- 
osclerosis, Circulation  2:  472  (Sept.)  1950.  7.  Gertler,  M.  M.;  et  ala 
Circulation  2:  517  (Oct.)  1950.  8.  Editorial:  Lancet  2:  916  (Dec.  30)  1950. 
9.  Morrison,  L.  M.,  and  Gonzales,  W.  Fa  Am.  Heart  J.  39:  729  (May)  1950. 
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Sodium  Gentisate:  A New  Approach  to  the  Treatment  of  Arthritis 


It  has  been  estimated1  that  nearly  7,000,000  people 
in  the  United  States  have  some  form  of  "rheu- 
matic” disease.  Rheumatism  (with  arthritis  the 
most  important  single  cause)  ranks  first  in  prev- 
alence among  diseases,  and  second  in  the  produc- 
tion of  disability  and  invalidism.  It  is  more  com- 
mon than  the  total  number  of  cases  of  tuberculosis, 
diabetes,  cancer  and  heart  disease  combined. 

The  most  common  of  the  severe  forms  of  the  ar- 
thritides  is  rheumatoid  arthritis.  Since  Klinge’s-’ 
original  work  in  1929,  evidence  has  been  accumu- 
lating that  both  rheumatic  fever  and  rheumatoid 
arthritis  are  diseases  of  the  interfibrillar  substance 
of  the  connective  tissue'*.  The  nature  of  this  mate- 
rial is  not  well  understood,  although  it  is  presum- 
ably a mucopolysaccharide  in  combination  with  a 
protein.  This  theory  holds  that  changes  in  the  cel- 
lular components  are  secondary  to  changes  in  the 
interfibrillar  material.  The  composition  of  two  of 
the  mucopolysaccharides  found  in  interfibrillar 
material  is  known:  (a)  chondroitin  sulfuric  acid 
and  (b)  hyaluronic  acid4. 

Changes  in  the  hyaluronic  acid  of  the  joint  fluid 
have  been  shown  to  be  present  in  active  rheuma- 
toid arthritis5’6.  These  changes  in  active  disease 
involve  a depolymerization  of  the  hyaluronic  acid. 
The  excessive  presence  of  hyaluronidase,  more- 
over, has  been  acknowledged  to  produce  a dena- 
turization  of  mucin  in  the  synovial  fluid,  the  vary- 
ing degrees  of  which  are  valuable  for  their 
diagnostic  as  well  as  prognostic  indications7.  Clin- 
icians8 have  concluded  that  the  increase  of  hyalu- 
ronidase activity  may  be  responsible  for  the 
breakdown  of  interfibrillar  cement. 

A rational  approach  to  the  problem,  therefore, 
demands  a therapeutic  agent  that  will  act  to  in- 
hibit the  spreading  effect  of  hyaluronidase.  Gen- 
tarth  Tablets  provide  just  such  an  agent,  sodium 
gentisate. 

Meyer  and  Ragan0  treated  patients  having  rheu- 
matoid arthritis  and  acute  rheumatic  fever  with 
sodium  gentisate.  Their  results  were  uniform  and 
notably  favorable.  Within  a few  days  there  fol- 
lowed a disappearance  of  pain,  swelling  and  joint 
inflammation. 

The  favorable  therapeutic  effects  of  sodium  gen- 
tisate have  been  confirmed  by  other  investiga- 
tors,10-11 Gorsuch12  reporting  that  the  "therapeu- 
tic efficacy  of  sodium  gentisate  has  exceeded  that 
of  salicylates  and  its  antirheumatic  properties 
apparently  exceed  those  of  an  analgetic  and  anti- 
pyretic action”. 

The  increase  in  urinary  glucuronic  acid  observed 
with  salicylates  does  not  occur  with  gentisates. 
This  phenomenon  has  been  assigned  to  the  rapid 
oxidation  of  the  gentisates13.  It  is  indeed  likely 
that  the  antirheumatic  action  of  the  salicylate  in 
forestalling  the  spread  of  hyaluronidase14  is  at- 
tributable to  its  partial  oxidation  in  the  body  to  a 
gentisate. 


COONa 

A OH  SODIUM 

H0  V GENTISATE 

The  corrective  action  of  sodium  gentisate  is  gen- 
erally not  an  immediate  one;  therefore,  as  an 
added  therapeutic  measure,  a salicylate,  which 
provides  prompt  relief  from  pain,  should  be  in- 
cluded in  the  formula. 

Boyd  et  al.x~>  treated  80  patients  suffering  from 
different  arthritic  diseases  with  sodium  gentisate 
combined  with  salicylates  and  also  with  salicyl- 
ates alone;  they  found  the  gentisate-salicylate 
composition  (gentarth)  to  be  the  more  effective, 
with  best  results  following  its  use  in  patients  suf- 
fering from  rheumatoid  arthritis  and  fibromyosi- 
tis.  The  relief  afforded  by  the  sodium  gentisate 
component  in  these  diseases  appears  to  be  unmis- 
takable. These  investigators  also  found  gentarth 
to  be  remarkably  free  from  toxic  effects,  no  un- 
toward symptoms  having  developed  in  any  pa- 
tient. This  finding  confirms  the  observations  of 
Mulinos16  that  gentarth  has  a very  low  order  of 
toxicity,  both  chronic  and  acute,  in  animals. 

The  product  of  choice,  therefore,  should  be  gen- 
tarth Tablets  prepared  by  the  Raymer  Pharma- 
cal  Company  of  Philadelphia,  pioneer  producers 
of  gentisate  medication. 

Each  salol-coated  gentarth  Tablet  contains: 

Sodium  Gentisate 100  mg. 

Raysal 325  mg. 

(representing  43%  Salicylic  Acid  and  3% 
Iodine  in  a Calcium-Sodium  Phosphate  Buf- 
fer Salt  Combination) 

Succinic  Acid  . 130  mg. 

The  recommended  dosage  is  two  to  four  tablets 
three  or  four  times  daily  (after  meals  and  before 
bedtime). 

gentarth  Tablets  are  supplied  in  bottles  of  100, 
500  and  1,000  and  are  available  at  all  pharmacies 
on  prescription. 
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diaitalization 


‘B.w.&co: 


Digoxin  helps  make  digitalization  precise  and 
predictable  for  it  affords  the  advantages  of  a 
pure  drug  of  constant,  unchanging  potency,  thus 
allowing  more  accurate  administration  than  is 
possible  with  crude  digitalis  preparations  as- 
sayed in  biological  units. 

Unvarying  in  its  substance  and  potency, 
Digoxin  maintains  a desirable  intermediate 
position  among  the  rapidly  acting  glyco- 
sides. Rapid  uniform  absorption  provides  a 
means  of  slow  or  swift  digitalization  orally 
as  well  as  parenterally.  Rapid  elimination 
minimizes  duration  of  possible  toxic  effects. 

The  average  digitalized  patient  on  a main- 
tenance dose  of  1%  to  3 grains  of  whole  leaf 
digitalis  per  day  may  be  switched  to  mainte- 
nance with  Digoxin  with  an  initial  trial  daily 
dose  of  0.5  mg.  (2  ‘Tabloid’  Digoxin)  and  ad- 
justed subsequently  in 
accord  with  his  needs. 


DIGOX 


a crystalline  glycoside  of  Digitalis 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.  TUCKAHOE  7,  NEW  YORK 
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LACTOGEN 


When  the  supply  of  breast  milk  is  inadequate  or  when  lacta- 
tion fails  entirely,  there  is  no  better  formula  than  Lactogen. 
Designed  to  resemble  mother’s  milk,  it  consists  of  whole  cow’s 
milk  modified  with  milk  fat  and  milk  sugar.  It  differs,  however, 
in  one  important  respect:  the  protein  content  of  Lactogen  in 
normal  dilution  is  one-third  greater  than  that  of  mother’s 
milk — 2.0%  instead  of  1.5%. 


& (Wjijte  9n^ur\t  SWiuia  9 


Lactogen  contains  all  the  ingredients  of  a well-balanced  infant 


formula.  In  addition,  it  is  fortified  with  iron  to  compensate 
for  the  deficiency  of  this  mineral  in  milk. 


SiiUIq  VhzjjbalwL . . . CfTlmSLj.  CULL  TAlalk, 

Lactogen  is  simple  to  use.  The  prescribed  amount  is  stirred 
into  warm,  previously  boiled  water.  Either  a single  feeding 
can  be  prepared,  or  the  entire  day’s  quantity  can  be  made  up 
and  stored  in  the  refrigerator  until  used. 


THE  NESTLE  COMPANY,  INC 


COLORADO  SPRINGS,  COLORADO 


Makers  of  Nestle’s  Evaporated  Milk 
“No  Finer  Milk  Can  Be  Produced” 


NOTABLY  HIGH  IN 
PROTEIN  CONTENT 

Lactogen  contains 
a generous  amount 
of  protein  . . . more 
than  enough  to 
satisfy  every  protein 
need  of  the  rapidly 
growing  infant. 
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For  the  many  patients  who  require  more  than  iron  alone  to  show 
satisfactory  progress  in  secondary  anemia,  Livitamin  Capsules 
offer  sound  therapy. 

By  correcting  anorexia  and  faulty  intestinal  absorption,  the 
vicious  spiral  so  frequently  responsible  for  anemia  is  broken. 

Supplying  generous  amounts  of  vitamin  B12  together  with  iron 
and  other  factors  of  the  B complex,  Livitamin  Capsules  aid  in 
maintaining  the  appetite  and  normal  gastrointestinal  function. 

Livitamin  is  well  tolerated  and  may  be  given  to  children  as  well 
as  to  adults.  This  complete  approach  to  hypochromic  anemia  pro- 
duces gratifying  and  prompt  improvement  in  both  the  blood 
picture  and  clinical  manifestations.  Available  also  as  Livitamin 
with  Iron  (in  liquid  form). 

\ 

\ THE  S.  E.  MASSENGILL  COMPANY 

t Bristol,  Tenn.-Va. 

i NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 


Each  capsule  contains: 


Desiccated  Liver 0.5  Gm. 

Ferrous  Sulfate 125  Gm. 

(equivalent  to  25  mg. 
elemental  iron) 

Thiamine  Hydrochloride  3 mg. 

Riboflavin 3 mg. 

Nicotinamide 10  mg. 

Pyridoxine 0.5  mg. 

Calcium  Pantothenate.  . 2 mg. 


B12 2 micrograms 

Available  on  prescription 
in  all  pharmacies. 

Write  for  sample  and  literature. 
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WHETHER  THE 
REASONS  ARE 
PHYSICAL  OR 
PSYCHOLOGIC . . 


When  for  a physical  or  psychologic  reason,  the  physician 
decides  to  depend  on  a spermatocidal  jelly  to  protect  the 
patient,  he  cannot  do  better  than  prescribe  the  "RAMSES”* 
Vaginal  Jelly  t Set  No.  3. 


Used  as  directed,  the  plastic  applicator  de- 
posits 5 cc.  of  "RAMSES”  Vaginal  Jelly  over 
the  cervical  os. 

The  cohesive  and  adherent  properties  of 
"RAMSES"  Vaginal  Jelly  are  of  such  high 
degree  that  the  cervix  remains  occluded  for 
as  long  as  ten  hours  after  coitus.  "RAMSES" 
Vaginal  Jelly,  with  its  adjusted  melting  point, 
is  not  excessively  lubricating  or  liquefying. 
"RAMSES”  Vaginal  Jelly  exceeds  the  mini- 
mum spermatocidal  requirement  of  the 
Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association. 

AVAILABLE  in  a regular  3-ounce  tube  and 
an  economy-size  5-ounce  tube. 


Photo  taken  after  insertion  of  "RAMSES" 
Vaginal  Jelly.  Os  occluded. 


Photo  taken  ten  hours  after  coitus.  Oc- 
clusion still  manifest. 


Jelly  stained  with  nonspermatocidal  concentration 
gynecological  division  of  methylene  blue  for  photographic  purposes. 

JULIUS  SCHMID/  INC./  423  West  55th  St.,  New  York  19,  N.  Y. 
quality  first  since  1883 

•The  word  "RAMSES"  is  a registered  trademark  of  Jutlus  Schmid,  Inc  f Active 
Ingredients!  Dodecaethylenegtyco!  Monolaurate  5%;  Boric  Acid  1%j  Alcohol  5%. 


in  intractable  peptic  ulcer 
when  other  therapy  fails 


Kutrcdl 

peptic  ulcer  inhibitant 

Controlled  studies  with  intractable  peptic  ulcer  patients 
show  these  advantages: 


beneficial  response  in  up  to  70  to  80  per  cent  of  patients 

Noteworthy  results  in  patients  with  ulcer  of  long  duration  and  where  conven- 
tional methods  have  failed.1 

remission  of  ulcer  often  in  a matter  of  weeks 


Rapid  relief  of  symptoms  and  disappearance  of  ulcer  crater.  The  beneficial 
action  of  KUTROL  is  believed  to  be  due  to  fibroblastic  proliferation,  new 
formation  of  blood  vessels  and  epithelization  of  the  mucosa. 


simplified  regimen 

Normal  three-meals-a-day  schedule  as  soon  as  the  condition  of  the  patient 
warrants.  Unlike  older  methods  of  treatment  KUTROL  therapy  does  not 
require  a continuous  restricted  dietary  regimen  for  an  indefinite  period  of  time. 

well-tolerated 

No  toxicity,  intolerance  or  idiosyncrasy  noted. 


KUTROL  (uroenterone,  Parke —Davis), 
also  known  as  uroanthelone,  contains  a 
non-estrogenic  factor  or  factors  which 
alleviates  the  symptoms  and  stimulates 
healing  of  crateriform  peptic  ulcers.2'3 
The  usual  dosage  is  two  KUTROL  Kap- 
seals®  four  times  daily,  one-half  hour  be- 
fore mealtimes  and  at  bedtime.  KUTROL 
is  not  intended  for  use  in  cases  of  surgical 
complications,  including  pyloric  obstruc- 
tion, penetrating  or  perforating  ulcer,  or 
in  those  cases  of  gastric  or  other  ulcer  in 
which  a possibility  of  malignancy  exists. 


KUTROL  Kapseals,  75  mg.,  are  supplied 

in  bottles  of  100. 

References : 

1.  Page.  R.  C.,  and  Heffner,  R.  R.:  Oral  Treat- 
ment of  Chronic  Duodenal  and  Jejunal 
Ulcers  with  an  Extract  of  Pregnant  Mares’ 
Urine,  Gastroenterology  11: 812,  1948. 

2.  Sandweiss,  D.  J.:  The  Present-Day  Treat- 
ment of  Duodenal  Ulcer,  Pennsylvania  M.  J. 
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sulfa-sugracitlin 


Sulfa-Sugracillin*  flavored  granules  provide 
in  a palatable  form  penicillin-sulfonamide 
combination  for  enhanced  antibacterial  action 
against  a wide  range  of  susceptible  organisms. 
The  presence  of  triple  sulfonamides,  mini- 
mizing the  danger  of  crystalluria  or  renal 
damage  associated  with  single  sulfonamide 
therapy,  affords  another  desirable  feature  in 
this  new  Upjohn  preparation. 

Supplied  in  60  cc.  bottles,  containing  1,200,000 
units  Buffered  Penicillin  Powder  with  3 Gm. 
Sulfonamides,  for  the  preparation  of  a pleas- 
antly flavored  suspension,  providing  in  each 
5 cc.  (one  teaspoonful)  100,000  units  penicillin 
G potassium  and  0.25  Gm.  total  sulfonamides, 
comprising  equal  amounts  of  sulfadiazine, 
sulfamerazine,  and  sulfamethazine. 

'Trademark 


• ■ ! 
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.Medirine ...  Produced  trith  «*«»# ...  Uenigned  far  health 


THE  UPJOHN  COMPANY.  KALAMAZOO  99.  MICHIGAN 
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For  fiealtbier  Appetites! 

In  prescribing  Vitamin  B12  for  stimulation  of  children’s 
appetites  and  growth,  be  sure  your  patient  receives  the 
preferred  crystalline  B12 . . . the  only  form  admitted  to  the 
United  States  Pharmacopeia. 

SolDex  provides  crystalline  Bi2  in  convenient  drop 
dosage  form— easy  to  use,  tasteless  and  colorless.  Stabi- 
lized to  contain  10  micrograms  of  Vitamin  Bi2  per  cc 
(approx  20  drops).  Prescribe  SolDex! 

Now  supplied  in  15  and  30  cc  bottles  with  special  dropper. 


ANOTHER  FINE  J.  M.  PRODUCT 
MEYENBERG  EVAPORATED  GOAT  MILK 


of  25  charts 


Samples  and  literature  upon  request 
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diabetic  management 
through 

improved  time-action 
and  fewer  injections 


NPH  ILETIN  (INSULIN,  LILLY) 


For  many  diabetics  taking  two  or  more  daily 
injections  of  other  Insulin  preparations,  one 
daily  injection  of  NPH  Insulin  will  often  be 
adequate  for  purposes  of  control.  This  im- 
provement is  a long  stride  toward  a more 
nearly  normal  life. 

For  physicians,  this  development  eliminates 
some  of  the  obstacles  which  earlier  stood  in 
the  way  of  satisfactory  adjustment  of  doses 
to  the  patient’s  needs. 

NPH  ILETIN  (INSULIN,  LILLY) 

Detailed  information  and  literature  con- 
cerning NPH  lletin  ( Insulin , Lilly)  are 
personally  supplied  by  your  Lilly  medical 
service  representative  or  may  be  obtained 
by  writing  to 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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Editorials 

Midcentury  White  House  Conference  on  Children  and  Youth 


This  much  heralded  and  widely  publicized 
conference  under  the  active  sponsorship  of 
Mr.  Oscar  Ewing,  with  Mr.  Truman  as  honor- 
ary chairman,  was  held  in  Washington,  in 
December,  1950.  Many  well-known  people 
served  on  its  various  committees,  the  work 
of  which  was  widely  disseminated  through 
extensive  publications  at  public  expense. 
The  formation  of  a permanent  national  or- 
ganization was  proposed  to  promote  the 
recommendations  of  the  Conference. 

Full  reports  have  been  published  in  the 
Journal  of  the  American  Medical  Associa- 
tion, to  which  the  interested  reader  is  di- 
rected. The  main  points  have  been  well 
summarized  by  Mary  McGinn  Taylor  to 
Whitaker  and  Baxter,  National  Educational 
Campaign  directors  of  the  A.M.A.  This 
writer  finds  “that  the  Conference  was  so 
expertly  handled,  and  administration  issues 
so  skillfully  maneuvered,  that  the  real, 
underlying  motivations  of  the  meeting  were 
not  evident  to  many  delegates.”  It  is 
noted  that  almost  every  panel  and  workshop 


group  recommendation  emphasized  the  al- 
leged lack  of  “adequate  health  services” 
and  that  socialized  medicine  repeatedly  was 
supported  by  the  administration  speakers. 

The  establishment  of  a permanent  national 
organization  to  promote  the  conference  rec- 
ommendations was  possibly  the  most  signifi- 
cant result  of  the  meeting.  There  was  out- 
lined a step-by-step  procedure  for  such  or- 
ganization on  a national,  state,  city,  and 
neighborhood  level.  It  was  made  clear 
“that  there  would  be  no  sparing  of  man- 
power or  expense  in  the  formation  of  these 
committees  on  district  and  neighborhood 
bases.”  Thus  the  administration,  says  the 
report,  will  have  active,  organized  groups 
representing  all  segments  of  American  life 
working  through  paid  executive  secretaries 
in  most  states  ready  and  eager  to  further 
socialization  plans.  The  effectiveness  and 
power  of  such  a national  organization  cannot 
be  overestimated  when  important  issues  are 
before  Congress,  state  legislatures,  or,  in 
view  of  the  national  emergency  already  de- 
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dared,  when,  under  the  guise  of  a war 
emergency  program,  initial  steps  toward 
health  socialization  legislation  might  be 
taken. 

The  New  England  Journal  of  Medicine 
refers  editorially  to  the  summary  and  com- 
ment on  the  conference  released  as  part  of 
the  National  Educational  Campaign  of  the 
American  Medical  Association  by  the  firm 
of  Whitaker  and  Baxter.1 i  Says  the  Journal, 
in  part 

Prepared,  apparently,  for  the  sole  purpose 
of  reflecting  still  further  discredit  on  Mr. 
Ewing,  the  document  is  likely  to  redound 
chiefly  to  the  discredit  of  its  authors,  for  it  is 
nothing  more  or  less  than  a listing  of  quota- 
tions, findings,  and  conclusions  so  far  removed 
from  their  context  as  to  result  in  distortion  of 
their  original  meaning. 

Ignored  and  unmentioned  is  the  whole  back- 
ground of  previous  White  House  Conferences, 
which  have  been  held  approximately  once  a 
decade  regardless  of  the  political  affiliations  of 

1 March  8,  1951. 


the  President  then  in  office.  The  first  con- 
ference, called  by  Theodore  Roosevelt,  was  > 
instrumental  in  the  creation  of  the  Chil- 
dren’s Bureau ; Wilson,  Hoover,  and  Franklin 
D.  Roosevelt  were  hosts  to  others.  In  the 
present  instance  the  fact  is  not  stated  that 
the  chairman  of  the  Conference,  Mr.  Leonard 
W.  Mayo,  is  nationally  known  for  his  work  in 
the  social  sciences — not  for  his  politics. 

It  is  of  course,  too  early  to  do  more  than  ! I 
estimate  the  significance  of  the  White  House  i 
Conference 

We  have  referred  to  this  report  in  order  to; 
call  attention  to  the  underlying  trends  and 
motivations  which  may  in  the  course  of 
time  develop  into  action  by  those  interested 
in  socializing  our  lives  who  will  use  every 
possible  means  to  attain  their  ends.  We 
must  not  relax  our  efforts  through  personal 
and  community  means  to  improve  the  lives; 
of  our  children.  We  continue  to  believe  in 
parental  responsibilities  and  their  encour- 
agement to  the  fullest  extent  as  the  most- 
rational  means  of  improving  the  lives  of  ouq 
children. 


Current  Editorial  Comment 


Accident  Toll  for  1950.  According  to  re- 
ports of  the  National  Safety  Council, 
Chicago,  some  90,000  persons  were  killed  in 
accidents  during  1950  and  8,900,000  were 
injured.1  Motor  accidents  led  the  list  as 
the  nation’s  greatest  killer,  with  accidents 
in  the  home  in  second  place.  Yet  the  1950 
total,  huge  as  it  is,  represents  a saving  of 

1.000  lives  from  the  1949  total The 

1950  all-accident  death  rate  was  59.9  per 

100.000  population,  the  lowest  since  the 
previous  low  of  61.2  in  1949.  One  out  of 
every  17  persons  in  the  United  States  suf- 
fered a disabling  injury  in  1950;  the  esti- 
mated economic  loss  of  $7,700,000,000  from 
accidents  covers  both  fatal  and  nonfatal 
accidents  and  includes  wage  losses,  medical 
expense,  and  overhead  costs  of  insurance  for 
all  accidents,  production  delays,  damage  to 
equipment  in  occupational  accidents,  and 
property  damage  from  traffic  accidents  and 
fires. 

Traffic  accidents  in  1950  caused,  in  ad- 
dition to  the  fatalities,  about  1,225,000 
nonfatal  injuries  and  a property  valuation 
loss  estimated  at  $1,200,000,000.  All  costs, 


i J.A.M.A.  145:  497  (Feb.  17)  1951. 


including  medical  expenses,  overhead  costs 
of  insurance,  and  motor  vehicle  property 

damage  were  $3,300,000,000 Forty- 

five  cities  of  10,000  population  or  more 
completed  the  year  without  a traffic  death 
Brookline,  Massachusetts,  with  a popula- 
tion of  57,000,  was  the  largest  city  tc 
achieve  this  record;  Berwin,  Illinois,  was 
second,  and  White  Plains,  New  York,  was 
third. 

Deaths  to  workers  from  all  acciden 
causes  totaled  49,500 — 15,500  on  the  jot 
and  34,000  off  the  job.  This  represents  a ( 
per  cent  increase  from  1949.  Injuries  wen 
about  4,550,000,  representing  a total  timi 
loss  of  410,000,000  man-days. 

Falls  killed  18,600  persons  in  1950, 13  pe 
cent  fewer  than  in  1949;  deaths  from  burn 
were  7,000,  an  8 per  cent  increase  fron 
1949;  drownings  were  6,100,  a 9 per  cen 
decrease,  and  firearms  deaths  dropped  1 
per  cent  to  2,100. 

These  cold  figures  tell  the  statistical  tale 
with  a few  bright  accents  where  the  total 
have  been  lowered  from  preceding  year* 
But  they  can  only  suggest  the  underlyin 
story  of  the  vast  human  suffering  and  ir 
capacitation  that  is  not  told. 
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Disorders  of  Potassium  Metabolism  in  Clinical  Conditions 


If  the  physiologic  alterations  produced  by 
a disease  state  can  be  prevented  or  corrected, 
then  the  organism  will  function  normally, 
even  though  the  underlying  disease  remains. 
This  is  a fundamental  principle  of  thera- 
peutics, and  as  our  knowledge  of  the  chem- 
istry and  physiology  of  disease  increases,  so 
increases  our  means  for  maintaining  the  dis- 
eased individual  in  a normally  functioning 
’ state.  The  effects  of  disease  are  so  complex 
1 and  numerous  that  we  know  very  little,  es- 
pecially quantitatively,  of  what  really  hap- 
pens to  an  organism  when  it  becomes  sick. 
Beginnings  have  been  made,  however,  and 
our  knowledge  is  expanding  rapidly. 

It  is  natural  that  the  first  quantitative 
Is!  studies  of  chemical  changes  in  disease  should 
v be  concerned  with  substances  which  can  be 
' readily  measured  and,  moreover,  with  sub- 
. stances  the  alterations  of  which  can  be 
readily  corrected.  Chief  among  these  are 
, water,  glucose,  and  the  common  metallic 
ions — sodium,  potassium,  and  calcium. 

. In  the  many  areas  of  research  in  which  the 
medical  scientist  and  the  biochemist  have 
contributed  to  the  rapid  progress  of  clinical 
medicine,  the  recognition  and  treatment  of 
potassium  disturbances  takes  its  place  among 
the  more  dramatic  medical  achievements. 
Dramatic,  because  the  effects  of  potassium 
excess  or  deficiency  are  usually  sudden  and 
severe,  and  often  fatal,  and  because  the 
results  of  treatment  are  usually  rapid  and 
complete.  Nothing  is  more  satisfying  to  a 
physician  than  to  diagnose  a serious  condi- 
tion which  he  is  able  to  cure.  Now  that  the 
H syndromes  of  potassium  toxicity  and  of 
potassium  depletion  have  been  described  for 
us,  and  the  methods  for  their  diagnosis  have 
,3  been  worked  out,  there  is  no  reason  why  a 
..r>  case  seen  by  a physician  should  go  undiag- 
nosed.  As  in  so  many  other  conditions,  the 
chief  impediment  to  its  diagnosis  is  failure 
of  the  physician  to  think  of  it. 


Alterations  of  serum  potassium  concen- 
tration usually  occur  as  complications  of 
other  diseases,  especially  when  fluid  balance 
or  acid-base  balance  is  upset.  Elevations 
of  serum  potassium  nearly  always  occur  as  a 
result  of  impairment  of  kidney  excretion,  as 
in  postoperative  anuria,  eclampsia,  acute 
glomerulonephritis,  etc. 1 -3  This  can  occur  as 
a result  of  rapid  intravenous  injection  of 
potassium-containing  solutions;  however, 
elevation  of  the  blood  level  of  potassium  by 
excessive  oral  ingestion  is  almost  impossible, 
provided  kidney  function  is  good. 

Hypopotassemia  is  seen  in  conditions  in 
which  there  is  diminished  potassium  intake 
or  increased  loss,  or  both,  over  long  periods, 
as  in  infant  diarrhea,  sprue,  prolonged  vomit- 
ing, and  in  patients  who  are  fed  exclusively 
by  the  parenteral  route  with  solutions  which 
do  not  contain  potassium.2-5  It  may  occur 
as  a complication  of  the  use  of  one  of  the 
perfusion  methods  in  the  treatment  of  edema 
or  uremia,  such  as  intestinal  or  peritoneal 
perfusion.3  An  interesting  instance  of  hypo- 
potassemia is  its  appearance  during  the 
treatment  of  diabetic  acidosis,  when  occa- 
sionally a patient  recovering  from  acidosis 
suddenly  develops  severe  muscle  weakness.3 
Here,  the  lowering  of  the  serum  potassium 
is  thought  to  be  caused  by  the  movement  of 
potassium  from  the  extracellular  fluid  into 
the  body  cells  as  the  metabolism  of  the 
potassium-depleted  cells  begins  to  increase 
with  the  improvement  of  the  diabetic  state. 

Symptoms  of  elevated  serum  potassium 
and  diminished  serum  potassium  are  the 
same:  severe  weakness  of  the  skeletal  mus- 
cles, such  that  the  patient  may  have  diffi- 
culty raising  his  arms  off  the  bed.  If  allowed 
to  proceed  further,  complete  paralysis  may 
occur,  including  paralysis  of  the  muscles  of 
respiration.  When  these  symptoms  appear 
in  the  course  of  any  condition  in  which  there 
is  likely  to  be  alteration  of  the  normal  fluid 
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and  electrolyte  state,  one  should  think  of 
potassium  aberration.  In  fact,  it  should  be 
thought  of  before  the  symptoms  occur.  A 
careful  evaluation  of  a patient’s  intake  and 
output  of  fluids  and  electrolytes,  in  relation 
to  his  primary  disease,  will  usually  enable 
the  physician  to  anticipate  an  alteration  of 
potassium  before  it  becomes  severe.6  Two 
valuable  instruments  used  for  the  diagnosis 
of  potassium  changes  are  the  electrocardio- 
graph and  the  flame  photometer.  The  latter, 
which  directly  measures  serum  potassium 
concentration,  is  not  yet  available  to  most 
physicians.  Characteristic  changes  in  the 
electrocardiogram,  however,  occur  in  both 
hyper-  and  hypopotassemia,  and  are  usually 
demonstrable  before  the  blood  changes  be- 
come extreme.  1’2>4'7  In  lowered  serum  potas- 
sium the  S-T  interval  is  prolonged,  the  T 
wave  is  of  low  amplitude,  and  U wave  may 
appear.  If  elevation  of  the  potassium  blood 
level  is  present  the  T wave  is  practically 
always  sharply  elevated,  frequently  the  S-T 
segment  is  raised,  and  the  QRS  complex 
prolonged.  Later,  the  P wave  may  dis- 
appear. These  changes  usually  parallel  the 
alterations  in  blood  level,  and  as  the  potas- 
sium blood  level  returns  to  normal,  so  does 
the  electrocardiogram.  Exceptions  do  occur, 
probably  most  often  in  conditions  in  which 
the  extracellular-intracellular  potassium  ratio 
is  altered.8 

Treatment  of  acute  hypopotassemia  con- 
sists of  administering  a potassium  salt,  by 
mouth  if  possible,  otherwise  subcutaneously 
or  intravenously.  The  dose  is  of  the  order 
of  5.0  Gm.  of  potassium  chloride  by  mouth, 
1 to  3 Gm.  by  injection.  The  patient’s  re- 
sponse is  judged  by  the  clinical  effects  and 
the  electrocardiogram.  Response  is  rapid, 
usually  within  an  hour  or  less.  Potassium 
deficiency  will  seldom  occur  if  a reasonable 
intake  of  potassium-containing  foods  (meats 
and  vegetables)  is  maintained.2 

Treatment  of  hyperpotassemia  is  more 
difficult.  Intravenous  water,  glucose,  saline, 
and  insulin  will  usually  produce  some  lower- 
ing of  the  level,  but  the  effect  is  transitory. 
It  serves  only  to  dilute  the  blood  and  drive 


some  of  the  potassium  into  the  cells,  whence  1 
it  returns  as  the  insulin  is  used  up.  Giving  s 
calcium  intravenously  has  been  shown  to  I 
afford  some  protection  against  experimental  i 
hyperpotassemia,  but  its  usefulness  clinically  I 
is  questionable.9-1  A more  satisfactory  and  3 
more  prolonged  effect  is  by  removal  of  the  « 
potassium  from  the  body  by  intestinal  or  jj 
peritoneal  perfusion.2'3  Dramatic  results  f 
have  been  obtained  by  the  use  of  the  arti-  I 
ficial  kidney,  but  this  technic  is  at  present  [ 
available  only  in  a few  medical  centers.1  t 
There  is  also  recent  evidence  that  the  cation 
exchange  resins  are  useful  in  removing  potas-l 
sium  from  the  body.10  This  may  well  be-: 
come  our  most  effective  method  of  treatment. 1 

The  ultimate  success  or  failure  of  treat-; 
ment  of  potassium  alternation  should  de-: 
pend  upon  the  underlying  cause.  If  the 
primary  disease  is  curable,  then  correction 
of  the  potassium  imbalance  may  be  life-f 
saving.  The  point  is  this:  Every  disease 

produces  a multiplicity  of  changes  in  the! 
body’s  physiology.  These  changes  are  all 
interrelated  in  a complex  cause-effect  rela-v 
tionship.  The  end  results  of  some  of  therm 
are  fatal.  If,  in  a reversible  disease,  we  can; 
learn  to  correct,  even  temporarily,  the  seri-l 
ous  alterations  produced  by  the  disease  jj 
while  allowing  the  others  to  revert  naturalh 
to  the  normal  state,  then  the  organism  if 
sustained  in  the  living  state — the  patient! 
becomes  well. 

Charles  R.  Shaw,  M.D 
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supplement 

for  the  pregnant  patient ■ 
there  is  nothing 
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MOL-IRON 

Kith  CALCIUM  and  VITAMIN  D 


Mol-lron — most  effective  iron  therapy  known,  1>2>3>  now 
has  been  supplemented  with  the  essential  gestational  elements, 
calcium  and  phosphorus,  in  an  optimum  ratio,  plus  adequate 
vitamin  D. 

The  superiority  of  Mol-lron  as  a source  of  iron  is  epitomized 
in  the  conclusions  of  Dieckmann:1  “We  have  never  had 
other  iron  salts  so  efficacious  in  pregnant  patients.” 


Each  easily-swallowed,  soft  gelatin  capsule  contains: 


Mol-lron 198  mg. 

Dicalcium  Phosphate 869  mg. 

(anhydrous) 

Vitamin  D3 200  units 


Prophylactic  Dose:  one  capsule  three  times  daily  after  meals. 
Therapeutic  Dose:  two  capsules  three  times  daily  after  meals 
(providing  240  mg.  Fe++daily). 

Supplied:  Soft  gelatin  capsules  in  bottles  of  100. 


ALSO 

supplied: 


I Mol-lron  Tablets  in  bottles  of  100  and  1000. 

Mol-lron  Liquid  in  bottles  of  12  fluid  ounces. 

Mol-lron  with  Liver  and  Vitamins,  capsules,  in  bottles  of  100. 


White  Laboratories,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 

t.  Dieckmann,  W.  J.,  and  Priddle,  H.  D. : Am.  J.  Obstet.  & Gynec.  57:541  (1949). 

2.  Chesley,  R.  F.,  and  Annitto,  J.  E. : Bull.  Margaret  Hague  Mat.  Hosp.  1 :68  (1948). 

3.  Dieckmann,  W.  J.  et  al : Am.  J.  Obstet.  & Gynec.  59:442  (1950). 

•* 


1030 


free* 

i OVERCOMES  THE  COMMON  OBJECTIONS  TO  THE  FISH  ODOR 

l AND  TASTE  OF  ORDINARY  MULTIVITAMIN  DROPS 

l ' 

Containing  eight  vitamins  in  one  preparation, 

\ Concivite  includes  vitamin  A palmitate,  a 
\ synthetic  vitamin  A which  is  non-allergenic 
\ and  is  acceptable  to  the  many  children  who 
\ dislike  the  fishy  odor  and  taste  common  to  all 
\ oily  and  many  aqueous  multivitamin  drops. 

\ In  addition,  Concivite  has  a delicious 

specially-blended  citrus  flavor,  well-tolerated 
\ by  patients  of  all  ages.  It  is  miscible  with 
\ any  liquid  or  semi-solid  medium  and  can  be 
\ administered  in  milk,  fruit  juices  or  cereals. 

Concivite  possesses  the  important  advantages 
of  aqueous  multivitamin  drops,  including 
improved  utilization  of  vitamins  A and  D, 
and  completeness  in  important  oil-soluble 
\ and. water-soluble  vitamins. 

Formula: 

Each  0.6  cc.  contains: 

Vitamin  A Palmitate.  .5,000  U.S.P.  units  \ I.IIWI.IW  I I If 

Vitamin  D2 1,200  U.S.P.  units  1 c j qa 

vitamin  b 2 mg.  bottles  with  calibrated  dropper. 

"5  ingl  \ Professional  samples  sent  on  request. 

Vitamin  Bs 0.3  mg. 

(as  Pantothenol) 2 mg.  COLIN  PHARMACAL  CO.,  INC. 
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Scientific  Articles 


EVALUATION  OF  STEROIDS  IN  RHEUMATOID  ARTHRITIS* 

Bernard  M.  Norcross,  M.D.,  L.  Maxwell  Lockie,  M.D.,  and  John  H.  Talbott,  M.D., 

Buffalo,  New  York 

( From  the  University  of  Buffalo  School  of  Medicine  and  the  Buffalo  General  Hospital) 


THE  demonstration  of  the  clinical  effects  of 
Cortone  (Compound  E)  and  ACTH  (pitui- 
tary adrenocorticotropin)  in  rheumatoid  arthritis 
by  Hench  and  others  has  stimulated  a new  field  of 
investigation,  i.e.,  the  administration  of  steroid 
compounds  in  the  therapy  of  arthritis.1-12  Be- 
cause of  the  cost  and  scarcity  of  Cortone  and 
ACTH,  the  occasional  undesirable  “side-effects,” 
and  the  temporary  duration  of  improvement  in 
many  patients,  a satisfactory  substitute  is 
eagerly  sought. 

Among  the  many  steroids  there  are  several 
which  have  been  reputed  to  produce  improvement 
in  rheumatoid  arthritis.  Testosterone,  proges- 
terone, estradiol,  desoxycorticosterone  acetate 
combined  with  ascorbic  acid,  Delta  5-pregnenol- 
one, and  21-acetoxy  Delta  5-pregnenolone,  re- 
spectively, have  been  the  subjects  of  favorable 
reports.  The  mechanism  of  action  of  these  com- 
pounds is  not  known,  but  it  is  improbable  that 
they  have  a direct  Cortone-like  effect.  It  is  pos- 
sible that  they  are  altered  in  the  body  to  Cortone- 
like  compounds.  They  may  produce  benefit  in- 
directly by  preventing  the  liver  from  metaboliz- 
ing the  patient’s  own  adrenal  hormones  or  by 
production  of  an  “alarm”  reaction  and  release  of 
pituitary  adrenocorticotropin.  Testosterone  has 
been  administered  in  combination  with  estradiol 
and  pregnenolone  with  improvement  in  81  of  90 
patients.13  Since  November,  1949,  great  interest 
has  centered  about  the  administration  of  des- 
oxycorticosterone acetate  (DOCA)  and  ascorbic 
acid  in  the  therapy  of  rheumatoid  arthritis. 
This  combination  was  employed  originally  by 
Lewin  and  Wassen,  who  described  the  “rapid, 
dramatic  and  astounding  improvement”  in  each 
of  the  nine  patients.14  Because  of  the  low  cost 
and  ready  availability  of  these  compounds, 
several  investigators  have  studied  this  com- 
bination with  a striking  divergence  of  results.14-33 
Recently,  21-acetoxy  Delta  5-pregnenolone  was 


* This  study  was  aided  by  a grant  from  the  Weed  Founda- 
tion, Buffalo,  New  York. 


reported  to  produce  improvement  in  each  of  the 
seven  patients  originally  treated.34  Later  it  was 
reported  that  183  of  302  patients  (60.6  per  cent) 
responded  to  treatment  with  this  compound.36 
Delta  5-pregnenolone  has  also  been  employed 
with  considerable  success  and  without  demon- 
strable evidence  of  toxicity  in  patients  suffering 
from  rheumatoid  arthritis.36-37  In  one  group  of 
30  patients,  15  experienced  marked  improvement, 
and  1 1 were  mildly  improved.37 

Subjects  and  Methods 

In  this  study  67  patients  received  a total  of  109 
courses  of  steroids.  Fifty-five  patients  had 
typical  peripheral  rheumatoid  arthritis;  seven 
had  rheumatoid  spondylitis;  four  had  rheuma- 
toid arthritis  associated  with  psoriasis,  and  one 
had  advanced  osteoarthritis.  Six  steroids  were 
employed : testosterone,  desoxycorticosterone 

acetate  combined  with  ascorbic  acid,  21-acetoxy 
Delta  5-pregnenolone,  Delta  5-pregnenolone,  16- 
dehydro-pregnenolone,  and  Cortone,  respec- 
tively.* Thirty-four  patients  received  only  one 
course  of  steroids,  while  the  other  33  patients  re- 
ceived one  or  more  courses.  The  comparative 
results  of  the  different  steroids  in  the  same  pa- 
tient are  of  interest. 

The  patients  to  be  discussed  were  classified  ac- 
cording to  the  standards  established  by  the  New 
York  Rheumatism  Association.38  The  severity 
of  rheumatoid  arthritis  was  graded  from  stage  I 
(early,  only  osteoporosis  on  x-ray)  to  stage  IV 
(terminal,  ankylosis  present)  and  from  class  I (no 
impairment  of  functional  capacity)  to  class  IV 
(completely  incapacitated).  The  response  of  the 
patient  to  treatment  was  evaluated  in  similar 
fashion  from  grade  I (complete  remission  of  the 
disease)  to  grade  IV  (no  improvement).  The 
rheumatoid  process  was  in  the  active  phase  in  all 
the  patients  treated.  Continuous,  progressive 

* Testosterone  compounds  and  Delta  5-pregnenolone  were 
supplied  by  the  Upjohn  Company;  21-acetoxy  Delta  5- 
pregnenolone  was  supplied  by  Wyeth  and  by  the  Sterling- 
Winthrop  Research  Institute;  16-dehydro-pregnenolone  was 
supplied  by  the  Sterling- Winthrop  Research  Institute. 
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disability  was  present  for  several  years  in  the 
patient  with  osteoarthritis. 

Testosterone  was  administered  by  intramuscu- 
lar injection  to  IS  patients  as  the  aqueous  sus- 
pension. 50  mg.  per  cc..  and  as  the  propionate  in 
oil  solution.  25  to  50  mg.  per  cc.,  in  a daily  dose 
of  150  to  300  mg.  Two  patients  received  a 
saline  solution  of  testosterone  cyclopentyl- 
propionate.  30  mg.  per  cc.  (daily  dose  of  150  to 
210  mg)  A total  of  3.000  to  4.500  mg.  was  ad- 
ministered. except  in  one  patient  with  osteo- 
arthritis who  developed  marked  edema  of  the 
legs  and  ankles  and  dyspnea  on  exertion  after 
1.000  mg. 

Desoxycorticosterone  acetate  and  ascorbic  acid 
were  given  to  23  patients,  according  to  the 
method  originally  described  by  Lewin  and  Was- 
sen.  The  usual  amount  of  DOCA  was  5 mg. 
intramuscularly,  followed  immediately  by  1.000 
mg.  of  ascorbic  acid  in  10  per  cent  solution  in- 
travenously. In  a few  patients  who  did  not  re- 
spond to  this  dose.  10  mg.  of  DOCA  and  2.000 
mg.  of  ascorbic  acid  were  employed.  The  com- 
bined injections  were  administered  daily  or  even- 
second  day  in  a majority  of  the  patients  until 
they  had  received  from  six  to  eight  treatments. 
Four  patients  received  from  15  to  IS  injections. 
There  was  no  restriction  of  diet,  salt  or  water  in- 
take in  this  group  of  patients. 

Thirteen  patients  with  rheumatoid  arthritis 
received  21-acetoxy  Delta  5-pregnenolone.  The 
compound  was  given  as  the  aqueous  suspension 
(100  mg.  per  cc.)  by  daily  intramuscular  injec- 
tion Each  patient  received  300  mg.  daily  for  a 
minimum  of  twelve  days  except  one  patient  who 
discontinued  treatment  because  of  severe  pain  at 
the  site  of  each  injection.  Since  only  two  of  the 
first  eight  patients  treated  on  the  original  sched- 
ule (300  mg.  daily  for  twelve  to  sixteen  days, 
followed  by  a suggested  reduction  of  the  dose  to 
200  mg.  and  eventually  to  100  mg.)  observed 
marked  improvement,  the  dosage  was  increased 
in  the  last  five  patients  of  this  group.  Three  of 
these  patients  received  500  mg.  daily  for  twelve 
to  fourteen  days  and  were  then  continued  on  300 
mg.  daily  for  varying  periods.  One  patient  re- 
ceived 300  mg.  daily  for  thirty-five  days,  and  one 
received  500  mg.  daily  for  twenty-two  days. 

Delta  5-pregnenolone  was  administered  orally 
as  the  100-mg.  tablet  to  24  patients.  The  daily 
dose  of  400  to  500  mg.  was  continued  for  a period 
of  four  to  sixteen  weeks.  One  patient  also  re- 
ceived 500  mg.  of  an  aqueous  suspension  (100 
mg.  per  cc.)  for  12  daily  intramuscular  injections 
without  improvement.  Seven  patients  were 
given  daily  intramuscular  injections  of  an  aqueous 
suspension  (100  mg.  per  cc.)  of  1 6-dehydro-preg- 
nenolone. This  steroid  was  continued  for 
twenty  to  thirty  days. 


Twenty-four  patients  in  this  group  received 
Cortone  (17 -hydroxy-1 1-dehydrocorticosterone) 
according  to  an  accepted  dose  schedule  (300  mg. 
the  first  day,  100  to  200  mg.  the  second  day,  100 
mg.  daily  until  maximal  improvement,  and  then 
50  to  75  mg.  daily).*  This  steroid  was  ad- 
ministered intramuscularly  as  the  saline  sus- 
pension (25  mg.  per  cc.)  up  to  a total  dose  of 
1.S00  to  2.100  mg.  in  most  patients.  Twenty-two 
of  the  24  patients  had  received  at  least  one 
previous  course  of  steroid  therapy  with  very 
little  or  no  improvement.  Six  patients  had  been 
given  testosterone  with  no  response ; five  patients 
had  received  DOCA  and  ascorbic  acid  with  only 
slight  improvement  in  one  patient ; eight  patients 
had  been  given  21-acetoxy  Delta  5-pregnenolone 
with  only  a minimal  response  in  two  patients; 
nine  patients  had  received  Delta  5-pregnenolone, 
and  one  patient  had  been  given  16-dehydro- 
pregnenolone  with  no  response. 

Comment 

Testosterone  Therapy  ( Table  I). — Following 
massive  daily  injections  of  testosterone,  eight  pa- 
tients (44  per  cent)  were  improved,  but  only 
three  patients  (16.6  per  cent)  exhibited  signifi- 
cant objective  evidence  of  resolution  of  their 
rheumatoid  process.  There  was  some  degree  of 
subjective  improvement  in  most  patients  as 
judged  by  a feeling  of  general  well-being  and  an 
average  weight  gain  of  about  5 pounds  during 
treatment.  No  consistent  effect  upon  the  sedi- 
mentation rate,  anemia,  or  eosinophil  count  in 
this  group  was  noted.  Two  patients  developed 
edema,  and  one  patient  (not  included  in  the  above 
chart)  had  a marked  exacerbation  of  joint  symp- 
toms after  four  injections  of  testosterone.  The 
only  female  patient  in  this  group  noticed  an  in- 
creased growth  of  hair  and  deepening  of  her  voice, 
but  no  change  in  libido  or  size  of  the  clitoris  was 
observed.  Xo  immediate  effect  upon  the  pros- 
tate was  observed.  Because  of  the  virilizing 
changes  in  women  and  the  possibility  of  aspermia, 
we  believe  that  the  use  of  testosterone  therapy  is 
limited.  Xo  patient  had  a response  equal  to 
that  observed  with  Cortone  when  this  substance 
was  employed  at  a later  date.  Xo  variation  in 
the  degree  of  response  of  the  rheumatoid  process 
to  the  several  testosterone  preparations  was 
noted.  Recently  several  reports  state  there  is 
little,  if  any,  beneficial  effect  from  testosterone 
administration . **•  *• 40 

DOCA  and  Ascorbic  Acid  ( Table  II). — The 
enthusiastic  reports  of  Lewin  and  assen,  Le^  ay 
and  Loxton,  and  others  of  the  rapid,  dramatic, 

* One  patient  (#  54)  had  Addison’s  disease  in  addition  to 
rheumatoid  arthritis.  Because  of  the  anticipated  marked 

therapeutic  effect  of  cortisone  on  both  the  Addison’s  disease 
and  the  rheumatoid  process,  initial  dosage  was  25  mg.  daily 
for  one  week  and  12.5  mg.  daily  thereafter. 
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TABLE  I. — Results  op  Testostebosb  T b.-atvent 


Patient 

Duration 
Sex  Age  (Years) 

- — Severity 

Disease  Stage  Clase 

Total 

Dose 

Xlg.) 

Re- 

sponse 

Grade* 

Comment* 

It 

F 41 

20 

Rheumatoid  arthritis 

IV 

IV 

3.000 

IV 

Moderate  hirsutiam.. 

deep  voice 

2 

M 43 

2*  i 

Rheumatoid  arthnti* 

I 

I 

4.500 

III 

Gain  8 pound* 

3 

M 52 

4 

Rheumatoid  arthritis 

II 

II 

3.600 

II 

4 + 

M 41 

11 

Rheumatoid  arthritis 

III 

III 

3.000 

IV 

Gain  12  pound.-,  edema 

lower  legs 

St 

M 60 

2 

Rheumatoid  arthritis 

III 

III 

3.200 

IV 

with  psoriasis 

6+ 

M 45 

2‘  i 

Rheumatoid  arthritic 

II 

III 

3.800 

IV 

7+ 

XI  58 

2 

Rheumatoid  spondy- 

II 

3.500 

IV 

litis 

8 

M 46 

12 

Rheumatoid  arthritis 

IV 

III 

4.000 

II 

9 

M 39 

3 

Rheumatoid  spondy- 

III 

III 

3.800 

III 

litis 

10 

M 25 

5 

Rheumatoid  spondy- 

III 

III 

4.050 

IV 

Gain  6 pound.* 

litis 

11 

M 42 

l‘/t 

Rheumatoid  arthritis 

II 

III 

3.100 

III 

12t 

XI  59 

8 

Osteoarthritis 

Severe 

Severe 

1.000 

None 

Dyspnea,  edema  of 

lower  legs 

13 

M 30 

6 

Rheumatoid  spondy- 

ii 

II 

4.200 

ii 

litis 

14 

M 38 

4 

Rheumatoid  arthritis 

a 

II 

3.000 

in 

Gain  8 pound.* 

15 

M 43 

7 

Rheumatoid  arthritl-* 

ii 

III 

3.300 

IV 

16 

M 33 

9 

Rheumatoid  arthritis 

in 

III 

3.600 

IV 

17 

M 60 

6 

Rheumatoid  arthritic 

in 

II 

4.200 

IV 

18 

M 34 

8 

Rheumatoid  spondv- 

a 

II 

4.800 

III 

Gain  8 pound* 

litis 

•Summary  of  response  grade:  3 patient.-- — grade  II  improvement  16.6  per  cent  : 

5 patients — grade  III  improvement 

(27.7  per  cent) . 

t These  6 patients  received  Cortone  therapy  subsequently. 

TABLE  II. — Results  or  Tbceapi  with  DOCA 

\ vd  Ascobbic  Acid 

Duration 

. Severity — 

~ Injee- 

Response 

Patient 

Sex  Age  (Years*  Disease 

Stage 

Class 

\ cions 

Grade* 

Reactions 

It 

F 

41  20 

Rheumatoid  arthritis 

IV 

IV 

10 

IV 

0 

2 

XI 

43  2*  i 

Rheumatoid  arthritis 

I 

I 

16 

II 

0 

10 

XI 

25  5 

Rheumatoid  spondyiiti-  HI 

III 

6 

IV 

0 

11 

XI 

42  1*  i 

Rheumatoid  arthritis 

II 

III 

8 

IV 

0 

19+ 

XI 

29  7 

Rheumatoid  arthritis 

I 

II 

10 

IV 

0 

20 

F 

46  l 

Rheumatoid  arthritis 

I 

I 

18 

III 

0 

21  + 

F 

33  5 

Rheumatoid  arthritis 

HI 

II 

5 

IV 

:e-  i : ■‘".a  e.-t  i- 

tion  of  arthritis 

22 

F 

44  12 

Rheumatoid  arthritis 

III 

II 

16 

m 

0 

23 

F 

56  6 

Rheumatoid  arthritis 

II 

II 

6 

IV 

0 

with  peoriaris 

24+ 

F 

52  22 

Rheumatoid  arthntl* 

IV 

III 

16 

hi 

0 

25+ 

XI 

26  13 

Rheumatoid  arthritis 

IV 

III 

8 

IV 

0 

26 

F 

58  8 

Rheumatoid  arthritis 

III 

lit 

8 

in 

0 

27 

F 

42  6 

Rheumatoid  arthritis 

II 

11 

3 

IV 

Marked  edema 

28 

F 

62  11 

Rheumatoid  arthritis 

III 

III 

6 

IV 

0 

29 

F 

55  4 

Rheumatoid  arthritis 

II 

II 

8 

IV 

0 

30 

F 

57  15 

Rheumatoid  arthritic 

IV 

III 

8 

II 

0 

31 

F 

29  8 

Rheumatoid  arthritis 

III 

II 

7 

IV 

0 

32 

F 

6 1 5 

Rheumatoid  arthritis 

III 

III 

7 

IV 

0 

33 

F 

50  9 

Rheumatoid  arthritis 

IV 

III 

8 

IV 

0 

34 

XI 

53  2 

Rheumatoid  arthritis 

II 

II 

6 

IV 

0 

35 

F 

32  l*i 

Rheumatoid  arthritis 

I 

II 

6 

IV 

0 

36 

F 

51  12 

Rheumatoid  arthritis 

II 

II 

8 

IV 

0 

40 

F 

45  1 

Rheumatoid  arthritis 

II 

II 

4 

u 

0 

* Summirj'  of  response  grade:  3 patients — grade  II  improvement  (13.0  per  cent  : 4 patients — grade  III  improvement 

(17.3  per  cent). 

t These  5 patients  received  Cortone  subsequently. 


striking  improvement  produced  by  this  therapy 
were  not  substantiated  by  this  study.14-13 
Although  seven  of  our  23  patients  had  some  de- 
gree of  improvement,  the  results  were  not  impres- 
sive.34-33 Three  patients  (13  per  cent)  showed 
definite  objective  improvement  such  as  de- 
creased pain  and  joint  swelling  and  increased 
range  of  motion.  Xo  patient  responded  within  a 
period  of  thirty  to  sixty  minutes  with  marked 
improvement  in  joint  motion  or  relief  of  pain, 
and  no  one  experienced  "nearly"  complete  relief 
of  symptoms  as  described  by  the  original  in- 
vestigators.14 Xone  of  our  patients  showed  as 


spectacular  a degree  of  improvement  as  those 
treated  with  Cortone.  Euphoria  was  not  en- 
countered in  any  of  our  patients. 

The  blood  sedimentation  rate  and  the  eosino- 
phil count  were  not  affected  by  this  type  of 
therapy.  Patients  were  examined  at  each  visit 
for  edema,  weight,  and  blood  pressure.  In  two 
patients,  marked  edema  of  the  lower  extremities 
was  observed,  and  one  patient  had  an  associated 
exacerbation  of  the  arthritic  process. 

The  reported  dramatic  improvement  following 
such  therapy  would  be  quite  unexpected  since 
DOC  A has  been  used  to  produce  or  aggravate 
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TABLE  III. — Results  of  Therapy  with  21-Acetoxy  Delta  5-Pregnenolone 


Patient 

Sex 

Age 

Duration 

(Years) 

Disease 

' — Severity — > 
Stage  Class 

Total 

Dose 

(Gm.) 

Dose 
Schedule 
(Mg.  and 
Number  of 
Injections) 

Re- 

sponse 

Grade* 

Comments 

11 

M 

42 

da 

Rheumatoid  arthritis 

ii 

III 

12.1 

300—12 

200—31 

II 

19t 

M 

29 

7 

Rheumatoid  arthritis 

i 

II 

3.9 

100—23 

300—13 

IV 

No  effect  on  fever 

37  f 

F 

68 

13 

Rheumatoid  arthritis 

ii 

11 

2.4 

300—  8 

IV 

Marked  local  pain 

38 

F 

23 

1 

Rheumatoid  arthritis 

ii 

III 

12.2 

300—16 

200—17 

II 

Improvement 

39t 

F 

72 

4 

Rheumatoid  arthritis 

hi 

III 

3.6 

100—40 

300—12 

IV 

maintained 

40 

F 

45 

1 

Rheumatoid  arthritis 

ii 

II 

7.0 

300—16 

III 

Dull  headache, 

41t 

M 

29 

4 months 

Rheumatoid  arthritis 

i 

III 

3.6 

200—11 

300—12 

IV 

felt  groggy 

42t 

F 

59 

x 

Rheumatoid  arthritis 

ii 

III 

7.4 

300—16 

III 

No  effect  on  fever 

43 1 

F 

58 

10 

Rheumatoid  arthritis 

in 

III 

10.5 

200—13 

300—35 

III 

44 1 

M 

32 

11 

Rheumatoid  arthritis 

hi 

III 

9.0 

500—12 

IV 

45 

M 

29 

8 

Rheumatoid  arthritis 

ii 

II 

12.4 

300—10 

500—14 

IV 

46f 

F 

38 

6 

Rheumatoid  arthritis 

IV 

III 

9.4 

300—18 

500—14 

IV 

47 

M 

31 

9 

Rheumatoid  spondylitis 

II 

III 

11.0 

300—  8 
500—22 

III 

* Summary  of  response  grade:  2 patients — grade  II  improvement  (15.3  per  cent);  4 patients — grade  III  improvement 
(30.7  per  cent). 

t These  8 patients  received  Cortone  subsequently. 


experimental  arthritis  in  animals  and  also  ap- 
pears to  have  directly  antagonistic  effects  to  Cor- 
tone.41 The  addition  of  ascorbic  acid  to  this 
therapy  was  suggested  because  the  blood  ascorbic 
acid  and  the  adrenal  ascorbic  acid  content  is 
markedly  reduced  during  periods  of  adrenocorti- 
cal stimulation.  In  normal  and  adrenalecto- 
mized  rats,  the  combination  of  the  DOCA  and 
ascorbic  acid  affords  greater  protection  against 
formaldehyde  induced  arthritis  than  ascorbic 
acid  alone.42  Because  of  the  tendency  to  reten- 
tion of  sodium  and  water,  DOCA  is  not  without 
some  hazard,  and  patients  should  be  carefully  ob- 
served for  edema,  elevation  of  blood  pressure, 
and  gain  in  weight. 

21-acetoxy  Delta  5 -pregnenolone  ( Table  III). — 
The  speculation  that  rheumatoid  arthritis  may 
be  caused  by  an  imbalance  of  the  antagonistic  re- 
lationship of  the  two  types  of  adrenal  hormones 
(represented  by  DOCA  and  Cortone)  has  gained 
recent  favor.41,43  The  permeability  of  the 
synovial  membrane  is  increased  by  DOCA  or 
hyaluronidase  and  is  decreased  by  Cortone  or 
ACTH.43  A screening  procedure  was  devised, 
using  the  synovial  membrane  of  the  rabbit,  to 
measure  the  antihyaluronidase  and  the  anti- 
DOCA  action  of  various  steroids  compared  to 
Cortone  and/or  ACTH  as  a standard.  Since  21- 
acetoxy  Delta  5-pregnenolone  had  the  most  po- 
tent action  in  inhibiting  the  DOCA  effect  as 
measured  by  this  screening  test,  its  use  in  the 
therapy  of  rheumatoid  arthritis  was  suggested. 
Preliminary  observations  in  seven  patients  ap- 
peared to  confirm  the  experimental  results  with 
this  compound.34 

Two  of  the  13  patients  who  received  21-acetoxy 
Delta  5-pregnenolone  had  marked  improvement 


(grade  II),  and  one  has  continued  to  be  symptom- 
free  on  a maintenance  dose  of  100  mg.  three  times 
weekly.  The  other  patient  developed  a recur- 
rence of  his  arthritis  while  receiving  a mainte- 
nance dose.  They  have  had  total  doses  of  12.1 
and  12.2  Gm.,  respectively,  during  a period  of  ap- 
proximately three  months  with  no  toxicity. 
Four  other  patients  had  minimal  (grade  III) 
improvement  on  total  doses  of  from  7 to  11  Gm. 
Seven  patients  (53.8  per  cent)  exhibited  no  im- 
provement on  this  type  of  therapy.  The  five 
patients  who  were  given  the  larger  doses  of  21- 
acetoxy  Delta  5-pregnenolone  (total  doses  of 
9.0,  9.4,  10.5,  11.0,  and  12.4  Gm.  were  adminis- 
tered in  periods  of  twenty-two,  twenty-two, 
thirty-five,  twenty-two,  and  thirty-two  days,  re- 
spectively) had  no  evidence  of  increased  effect  or 
greater  improvement.  No  toxicity  was  en- 
countered other  than  the  marked  local  pain  in 
one  subject  and  possibly  dull,  generalized  head- 
ache and  a “groggy”  feeling  in  a second  patient. 

The  patients  in  this  study  exhibited  no  altera- 
tion of  glucose  tolerance,  concentration  of  serum 
protein,  calcium  or  phosphorus,  blood  pressure, 
salt  or  water  metabolism,  urinary  function,  or 
anemia.  There  was  no  marked  weight  gain  or 
virilizing  effect  in  the  seven  women  treated. 
The  sedimentation  rate  decreased  to  nearly  nor- 
mal figures  in  the  two  patients  with  grade  II  im- 
provement but  was  not  altered  in  the  other  ten 
patients.  The  direct  eosinophil  count  was  not 
reduced.  In  seven  patients  it  increased  during 
treatment.  Two  patients  showed  an  increase 
from  pretreatment  counts  of  50  and  113  to  a high 
of  750  and  688,  respectively,  during  treatment. 
In  two  patients,  there  was  no  effect  on  a daily 
fever  which  ranged  from  99  to  101  F.  In  no 
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TABLE  IV. — Results  of  Therapy  with  Delta  5-Pregnenolone 


Dose 

(Mg.  and 
Number  of 

Re- 

Duration 

»— Severity — - 

Days 

sponse 

Patient 

Sex 

Age 

(Years) 

Disease 

Stage 

Class 

Treated) 

Grade* 

Comments 

500—21 

2 

M 

43 

2‘A 

Rheumatoid  arthritis 

I 

i 

400—60 

II 

Improvement  main- 

300—21 

tained  on  300  mg. 
per  day 

4t 

M 

41 

11 

Rheumatoid  arthritis 

III 

hi 

500—14 

400—14 

IV 

5t 

M 

60 

2 

Rheumatoid  arthritis 

III 

hi 

500—14 

IV 

with  psoriasis 

400—21 

6t 

M 

45 

2>/a 

Rheumatoid  arthritis 

III 

hi 

500—42 

IV 

20 

F 

46 

1 

Rheumatoid  arthritis 

I 

i 

500—21 

400—21 

IV 

22 

F 

44 

12 

Rheumatoid  arthritis 

III 

ii 

500—30 
500—12 
I.M.  (in- 
jections) 

IV 

24f 

F 

52 

22 

Rheumatoid  arthritis 

IV 

hi 

500—60 

IV 

31 

F 

29 

8 

Rheumatoid  arthritis 

III 

ii 

500—35 

IV 

34 

M 

53 

2 

Rheumatoid  arthritis 

II 

ii 

500—30 

IV 

35 

F 

32 

1‘/j 

Rheumatoid  arthritis 

I 

ii 

500—28 

IV 

43 1 

F 

58 

10 

Rheumatoid  arthritis 

III 

hi 

400—35 

IV 

45 

M 

29 

8 

Rheumatoid  arthritis 

II 

ii 

500—40 

IV 

48t 

M 

37 

4 

Rheumatoid  arthritis 

II 

ii 

500—28 

IV 

49f 

M 

29 

8 

Rheumatoid  spondy- 

IV 

hi 

500—21 

IV 

litis 

400—14 

50 

F 

49 

7 

Rheumatoid  arthritis 

II 

ii 

500—50 

III 

51 

M 

35 

7 

Rheumatoid  arthritis 

II 

i 

500—30 

III 

with  psoriasis 

400—60 

52 

F 

72 

10 

Rheumatoid  arthritis 

III 

hi 

500—21 

400—42 

III 

53  f 

F 

53 

3 

Rheumatoid  arthritis 

II 

hi 

500—28 

IV 

54f 

F 

50 

6 months 

Rheumatoid  arthritis 

I 

ii 

500—14 

400—14 

IV 

55 

F 

57 

6 

Rheumatoid  arthritis 

II 

ii 

400—50 

III 

56 

F 

27 

5 

Rheumatoid  arthritis 

II 

ii 

400—42 

II 

Improvement  main- 

300—42 

tained  on  300  mg. 
per  day 

57 

M 

57 

12 

Rheumatoid  arthritis 

III 

in 

400—30 

IV 

with  psoriasis 

58 

F 

37 

4 

Rheumatoid  arthritis 

I 

i 

400—42 

III 

59 

M 

52 

6 

Rheumatoid  arthritis 

II 

hi 

400—28 

IV 

* Summary  of  response  grade: 

2 patients — grade  II  improvement 

(8.3  per  cent);  5 

patients- 

—grade  III  improvement 

(20.8  per  cent) 

t These  9 patients  received  Cortone  subsequently. 

TABLE 

V. — Results  of  Therapy  with  16-Dehydro-Pregnenolone 

Dose 
(Mg.  and 

Re- 

Duration 

' — Severity — - 

Number  of 

sponse 

Patient 

Sex 

Age 

(Years) 

Disease 

Stage 

Class 

Injections) 

Grade* 

Comments 

59 

M 

52 

6 

Rheumatoid  arthritis 

II 

III 

500—21 

IV 

Sterile  abscess 

60 

M 

61 

1 

Rheumatoid  arthritis 

II 

III 

500—21 

IV 

61 

F 

55 

7 months 

Rheumatoid  arthritis 

I 

II 

500—30 

III 

Sterile  abscess 

62  f 

F 

58 

3 

Rheumatoid  arthritis 

I 

II 

500—23 

IV 

Multiple  sterile  ab- 

scesses 

63 

F 

38 

4 

Rheumatoid  arthritis 

II 

II 

500—21 

IV 

64 

F 

61 

13 

Rheumatoid  arthritis 

II 

III 

500—21 

IV 

Multiple  sterile  ab- 

scesses 

65 

M 

39 

1 

Rheumatoid  arthritis 

I 

II 

500—20 

III 

Sterile  abscess 

* Response  grade  in  2 patients  was  grade  III  improvement  (28.5  per  cent), 
t This  patient  received  Cortone  subsequently. 


patient  was  the  response  to  21-acetoxy  Delta  5- 
pregnenolone  as  rapid,  dramatic,  or  impressive 
as  that  witnessed  during  Cortone  treatment. 
Negative  results  have  been  reported  by  Freyberg 
and  Polley  and  Mason.11-44 
Delta  5-pregnenolone  and  16-dehydro-pregnenol- 
one  ( Tables  IV  and  V ). — The  results  of  therapy  in 
24  patients  with  Delta  5-pregnenolone  did  not 
confirm  the  reported  success  of  others.36'37  Only 
two  patients  (8.3  per  cent)  had  grade  II  improve- 
ment, and  five  other  patients  had  minor  (grade 
III)  benefit.  Our  failure  to  demonstrate  sig- 
nificant antirheumatic  activity  of  this  compound 
agrees  with  other  reports. n-39,40- 44,46  No  meta- 


bolic alteration  or  toxicity  was  found  in  this 
group. 

Ten  patients  (not  included  in  this  group)  were 
given  Delta  5-pregnenolone,  400  mg.  daily,  in  an 
attempt  to  prolong  improvement  in  their  rheu- 
matoid arthritis  produced  by  Cortone  and/or 
ACTH  therapy.  All  ten  patients  had  a prompt 
recurrence  of  their  arthritic  process  during  the 
period  of  pregnenolone  treatment. 

In  two  of  seven  patients  16-dehydro-preg- 
nenolone produced  slight  improvement  (grade 
III).  Five  of  this  group  developed  sterile  ab- 
scesses from  this  drug. 

Cortone  ( Table  VI). — The  24  patients  in  this 
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TABLE  VI. — Results  of  Cortone  Therapy 


Patient 

Sex 

Age 

Duration 

(Years) 

Disease 

✓ — Severity — - 
Stage  Class 

Previous 
Steroid  Therapy 

Total 

Amount 

(Mg. 

Cortone) 

Response 

Grade* 

Comments 

1 

F 

41 

20 

Rheumatoid 

arthritis 

IV 

IV 

Testosterone; 
DOCA  and 
vitamin  C 

2,400 

in 

Gain  10  pounds, 
mild  euphoria 

4 

M 

41 

11 

Rheumatoid 

arthritis 

III 

III 

Testosterone; 

pregnenolone 

2.100 

ii 

5 

M 

60 

2 

Rheumatoid 

arthritis 

with 

psoriasis 

III 

III 

Testosterone; 

pregnenolone 

1.800 

ii 

Marked  euphoria 

6 

M 

45 

2>./j 

Rheumatoid 

arthritis 

III 

in 

Testosterone; 

pregnenolone 

2.100 

11 

Mild  euphoria 

7 

M 

58 

2 

Rheumatoid 

spondylitis 

I 

ii 

Testosterone 

2,400 

I 

Marked  euphoria 

12 

M 

59 

8 

Osteoarth- 

ritis 

Severe 

Severe 

Testosterone 

1,800 

Very 

marked 

(II) 

Marked  euphoria 

19 

M 

29 

7 

Rheumatoid 

arthritis 

I 

ii 

DOCA  and 

vitamin  C; 

21  acetoxy- 

pregnenolone 

2,100 

I 

Marked  euphoria ; 
reduction  of 

fever 

21 

F 

33 

5 

Rheumatoid 

arthritis 

III 

n 

DOCA  and  vita- 
min C 

1.700 

II 

Fullness  of  face; 
marked  eu- 
phoria 

24 

F 

52 

22 

Rheumatoid 

arthritis 

IV 

in 

DOCA  and  vita- 
min C;  preg- 
nenolone 

2.100 

II 

Mild  euphoria 

25 

M 

26 

13 

Rheumatoid 

arthritis 

IV 

in 

DOCA  and  vita- 
min C 

1,075 

II 

Mild  euphoria 

37 

F 

68 

13 

Rheumatoid 

arthritis 

II 

ii 

21  acetoxy- 
pregnenolone 

2,100 

II 

Mild  euphoria 

39 

F 

72 

4 

Rheumatoid 

arthritis 

III 

in 

21  acetoxy- 
pregnenolone 

2,400 

II 

Euphoria;  gain 
of  6 pounds 

41 

M 

29 

4 months 

Rheumatoid 

arthritis 

I 

hi 

21  aeetoxy- 
pregnenolone 

1,800 

II 

Marked  euphoria; 
reduction  of 

fever 

42 

F 

59 

i 

Rheumatoid 

arthritis 

II 

in 

21  acetoxy- 
pregnenolone 

1.800 

I 

43 

F 

58 

10 

Rheumatoid 

arthritis 

III 

in 

21  acetoxy- 
pregnenolone 

2,000 

II 

Marked  euphoria 

44 

M 

32 

11 

Rheumatoid 

arthritis 

III 

hi 

21  acetoxy- 
pregnenolone 

1,800 

III 

Mild  euphoria 

46 

F 

38 

6 

Rheumatoid 

arthritis 

IV 

in 

21  acetoxy- 
pregnenolone 

2,100 

II 

Mild  euphoria 

48 

M 

37 

4 

Rheumatoid 

arthritis 

II 

ii 

Pregnenolone 

2,100 

I 

Gain  of  8 pounds 

49 

M 

29 

8 

Rheumatoid 

spondylitis 

IV 

hi 

Pregnenolone 

2,100 

III 

Mild  euphoria 

53 

F 

53 

3 

Rheumatoid 

arthritis 

II 

in 

Pregnenolone 

2,600 

II 

54 

F 

50 

6 months 

Rheumatoid 

I 

ii 

Pregnenolone 

2,250 

I 

(See  note  below)  f 

62 

F 

58 

3 

Rheumatoid 

arthritis 

I 

ii 

16  dehydro- 
pregnenolone 

1,500 

III 

Marked  euphoria 

66 

F 

42 

12 

Rheumatoid 

arthritis 

III 

in 

None 

2,100 

II 

67 

F 

66 

3 

Rheumatoid 

arthritis 

III 

in 

None 

2.400 

II 

Marked  euphoria 

* Summary  of  response  grade:  5 patients — grade  I improvement  (20.8  per  cent);  15  patients — grade  II  improvement 
(62.5  per  cent);  4 patients — grade  III  improvement  (16.6  per  cent).  , 

t A practically  complete  remission  of  the  rheumatoid  arthritis  and  marked  improvement  in  the  status  of  her  Addison  s 
disease  (euphoria,  gain  of  10  pounds,  disappearance  of  pigmentation,  increase  in  blood  pressure,  etc.)  resulted  from  an  initial 
dose  of  25  mg.  and  is  maintained  by  12.5  mg.  daily.  This  patient  has  been  treated  with  DOCA  for  the  past  five  and  one-half 
years. 


group  who  received  Cortone  (17-hydroxy  11- 
dehydrocorticosterone)  had  significant  improve- 
ment. Five  patients  had  a temporary  complete 
remission  (grade  I)  in  the  course  of  the  rheuma- 
toid process,  and  15  other  patients  had  marked 
(grade  II)  objective  and  subjective  improve- 
ment. The  response  to  Cortone  was  more 
dramatic  and  superior  in  every  way  to  that  pro- 
duced by  any  other  steroid  compound. 

Eight  patients  who  had  negligible  improve- 
ment from  21-acetoxy  Delta  5-pregnenolone  had 
remarkable  benefit.  Two  of  the  eight  patients 
who  had  continued  to  have  daily  fever  (99  to 
101  F.)  registered  normal  temperatures  within 


forty-eight  to  seventy-two  hours  after  onset  of 
Cortone  therapy.  Both  later  had  a complete 
remission  of  all  rheumatoid  symptoms.  Similar 
responses  during  Cortone  therapy  were  observed 
in  the  other  patients  who  failed  to  respond  to 
testosterone,  DOCA  combined  with  ascorbic 
acid,  or  Delta  5-pregnenolone.  Summary  of  the 
results  affords  an  impressive  comparison  of  the 
difference  in  response  to  the  various  steroids: 
83.3  per  cent  of  the  Cortone-treated  patients  had 
grade  I or  II  improvement  while  no  other 
steroid  produced  more  than  16.6  per  cent  grade 
II  improvement  (Table  VII). 

During  Cortone  the  sedimentation  rate  became 
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TABLE  VII. — Summary  of  Results  with  Various  Steroids 


Steroid 

Number 
of  Patients 

Grade  I 
Improvement 

Grade  II 
Improvement 

Grade  III 
Improvement 

Grade  IV 
(Failure) 

Testosterone 

18 

0 

3 (16.6%) 

5(27.7%) 

10  (55.5%) 

DOCA  and  vitamin  C 

23 

0 

3 (13.0%) 

4 (17.3%) 

16  (69.5%) 

21-acetoxy  Delta  5-preg- 
nenolone 

13 

0 

2(15.3%) 

4 (30.7%) 

7 (53.8%) 

Delta  5-pregnenolone 

24 

0 

2 (8  3%) 

5(20.8%) 

17(70.8%) 

16-dehydro-pregncnolone 

7 

0 

0 

2(28.5%) 

5(71.4%) 

Cortone 

24* 

5(20.8%) 

15(62.5%) 

4(16.6%) 

0 

* This  group  of  24  patients  i 
steroid  compound. 

ncludes  22  patients  who  failed  to 

respond  to  at  least  one 

previous  course  of  therapy  with  another 

normal  in  eight  patients  and  was  decreased  in 
eight  others.  Some  eosinophil  response  was 
noted  in  17  patients  following  the  onset  of  Cor- 
tone  administration,  but,  as  treatment  continued, 
the  eosinophil  counts  frequently  increased  above 
the  pretreatment  figures.  In  five  patients  who 
had  previously  received  21-acetoxy  Delta  5- 
pregnenolone,  there  was  no  eosinophil  response  at 
any  time.  Weight  gain  was  not  a striking  feature 
in  this  group  during  Cortone  treatment.  Only 
four  patients  gained  more  than  5 pounds,  and 
none  gained  more  than  10  pounds.  Euphoria 
was  marked  in  ten  patients  and  occurred  to  a 
milder  degree  in  eight  others.  Two  patients  de- 
veloped mild  “rounding”  of  their  facial  contours 
which  disappeared  after  Cortone  was  discontin- 
ued. Alterations  of  carbohydrate  metabolism 
were  slight,  and  the  fasting  blood  glucose  did  not 
exceed  normal  limits  in  this  group.  (However, 
one  later  patient  has  had  definite  elevation  of  the 
fasting  blood  glucose  level.) 

Summary 

Evaluation  of  therapy  with  six  steroid  com- 
pounds (testosterone,  desoxycorticosterone  ace- 
tate combined  with  ascorbic  acid,  21-acetoxy 
Delta  5-pregnenolone,  Delta  5-pregnenolone,  16- 
dehydro-pregnenolone,  and  Cortone)  in  67  pa- 
tients with  arthritis  has  been  graded  according  to 
standards  established  for  the  New  York  Rheuma- 
tism Association.  Since  33  patients  received 
more  than  one  course  of  these  steroids,  compari- 
son of  the  results  was  possible. 

Improvement  occurred  in  some  patients  with 
each  steroid,  but  in  no  group  was  the  response 
comparable  to  that  obtained  with  Cortone. 
Twenty-two  of  the  24  patients  who  received  Cor- 
tone had  previously  failed  to  respond  in  a satis- 
factory manner  to  the  other  steroids.  All  pa- 
tients treated  with  Cortone  developed  rapid, 
significant,  objective  improvement  in  their 
arthritic  process.  No  marked  toxicity  was  en- 
countered during  Cortone  therapy  in  this  group. 

References 

1.  Hench,  P.  S.,  Kendall,  E.  C.,  Sloeumb,  C.  H.,  and 
Polley,  H.  F.:  Proc.  Staff  Meet.,  Mayo  Clin.  24:  181  (1949). 


2.  Idem:  Ann.  Rheuniat.  Dis.  8:  97  (1949). 

3.  Thorn,  G.  W.,  Bayles,  T.  B.,  Massed,  B.  F.,  For- 
sham,  P.  H.,  Hill,  S.  R.,  Jr.,  Smith,  Stephen,  III,  and  Warren, 
J.  E.:  New  England  J.  Med.  241:  529  (1949). 

4.  Bauer,  W.,  Boland,  E.  W.,  Freyberg,  R.  H.,  Holbrook, 
W.  P.,  and  Rosenberg,  E.  F.:  Presented  at  a meeting  of  the 
Seventh  International  Congress  on  Rheumatic  Diseases, 
New  York,  May  31,  1949.  To  be  published. 

5.  Boland,  E.  W.,  and  Headley,  N.  E.:  J.A.M.A.  141: 
301  (1949). 

6.  Spies,  T.  D.,  and  Stone,  R.  E.:  South.  M.  J.  42:  720 
(1949). 

7.  Markson,  D.  E.:  J.A.M.A.  141:  458  (1949). 

8.  Brochner-Mortensen,  K.,  Georg,  J.,  Hamburger, 
C.,  Snorrason,  E.,  Sprechler,  M.,  Videbaek,  A.,  and  With, 
T.  K.:  Acta  endocrinol.  3:  39  (1949). 

9.  Ragan,  C.,  Grokoest,  A.  W.,  and  Boots,  R.  H.:  Am. 
J.  Med.  7:  741  (1949). 

10.  Elkinton,  J.  R..  Hunt,  A.  D.,  Jr.,  Godfrey,  L., 
McCrory,  W.  W.,  Rogerson,  A.  G.,  and  Stokes,  J.,  Jr.: 
J.A.M.A.  141:  1273  (1949). 

11.  Freyberg,  R.  H.:  Bull.  New  York  Acad.  Med.  26: 

206  (1950). 

12.  Rosenberg,  E.  F.:  Proc.  Inst.  Med.  Chicago  18: 

95  (1950). 

13.  Ishmael,  W.  K.,  Hellbaum,  A.,  Kuhn,  J.  F.,  and 
Duffy,  M.:  J.  Oklahoma  M.  A.  42:  434  (1949). 

14.  Lewin,  E.,  and  Wassen,  E.:  Lancet  2:  993  (1949). 

15.  LeVay,  D.,  and  Loxton,  G.  E.:  ibid.  2:  1134,  1204 
(1949);  1:  209  (1950). 

16.  Fox,  W.  F.:  ibid.  2:  1156  (1949);  1:135  (1950). 

17.  Douthwaite,  A.  H.:  ibid.  2:  1244  (1949). 

18.  Landsberg,  M.:  ibid.  1:  134  (1950). 

19.  Robertson,  J.  A.:  ibid.  1:  134  (1950). 

20.  Nashat,  F.:  ibid.  1:  135  (1950). 

21.  Hallberg,  L.:  ibid.  1:  351  (1950). 

22.  Spanopoulos,  G.  J. : ibid.  1:  463  (1950). 

23.  Mettier,  S.  R.,  Gordan,  G.  S.,  Rinehart,  J.  F.,  Plum- 

hof,  C.,  Ellenhorn,  M.  J.,  and  McBride,  A.:  Bull.  Univ. 

California  M.  Center  1:  337  (1950). 

24.  Kellgren,  J.  H.:  Lancet  2:  1108  (1949). 

25.  Hartfali,  S.  J.,  and  Harris,  R.:  ibid.  2:  1202  (1949). 

26.  Hart,  V.  L.,  and  Starer,  F.:  ibid.  2:  1203  (1949). 

27.  Spies,  T.  D.,  DeMaeyer,  E.,  Stone,  R.  E.,  and 
Niedermeier,  W.:  ibid.  2:  1219  (1949). 

28.  Fietcher,  E.,  Luch,  B.,  Buchan,  J.  F.,  and  Wolff,  S. : 
ibid.  1:  94  (1950). 

29.  Kersley,  G.  D.,  Mandel,  L.,  and  Jeffrey,  M.  R.:  ibid. 
1:  703  (1950). 

30.  Currie,  J.  P.,  and  Will,  G.:  ibid.  1:  708  (1950). 

31.  Bywaters,  E.  G.  L.,  Dixon,  A.  St.  J.,  and  Wild, 
J.  B.:  ibid.  1:  951  (1950). 

32.  Dresner,  E.,  Pugh,  L.  G.  C.,  and  Wild,  J.  B.:  ibid.  1: 
1149  (1950). 

33.  Kling,  D.  H.:  J.A.M.A.  143:  791  (1950). 

34.  Seifter,  J.,  Warter,  P.  J.,  and  Fitch,  D.  R.:  Proc. 

Soc.  Exper.  Biol.  & Med.  73:  131  (1950). 

35.  Wyeth  Letter:  Summary  of  Clinical  Reports, 

August  16,  1950. 

36.  Davidson,  R.,  Koets,  P.,  Snow,  W.  G.,  and  Gabriel- 
son,  L.  G.:  Arch.  Int.  Med.  85:  365  (1950). 

37.  Freeman,  H.,  Pincus,  G.,  Johnson,  C.  W.,  Bachrach, 
S.,  McCabe,  G.  E.,  and  MacGilpin,  H.:  J.A.M.A.  142:  1124 
(1949). 

38.  Steinbrocker,  O.,  Traeger,  C.  H.,  and  Batterman, 
R.  C.:  ibid.  140:  659  (1949). 

39.  Guest,  C.  M.,  Kammerer,  W.  H.,  Cecil,  R.  L.,  and 
Bcrson,  S.  A.:  ibid.  143:  338  (1950). 

40.  Smith,  R.  T.:  Philadelphia  Med.  45:  1201  (1950). 

41.  Selye,  H.:  Brit.  M.  J.  2:  1129  (1949). 

42.  Brownlee.  G. : Lancet  1:  157  (1950). 

43.  Seifter,  J.,  Baeder,  D.  H.,  and  Begany,  A.  J.:  Proc. 
Soc.  Exper.  Biol.  & Med.  72:  277  (1949). 

44.  Polley,  H.  F.,  and  Mason,  H.  L.:  J.A.M.A.  143:  1474 
(1950). 

45.  Stock,  J.  P.  P.,  and  McClure,  E.  C.:  Lancet  2:  125 
(1950). 


THE  CLINICAL  EVALUATION  OF  PRISCOLINE  AS  A PERIPHERAL 
VASODILATOR 


Herman  B.  Zurrow,  M.D.,  Peter  H.  Henried,  M.D.,  Isidore  Fischer,  M.D.,  and 
Gamliel  Saland,  M.D.,  New  York  City 

( From  the  Department  of  Peripheral  Vascular  Disease,  Bronx  Hospital ) 


PRISCOLINE  (2-benzyl-4, 5-imidazoline  hy- 
drochloride) has  recently  been  added  to  the 
armamentarium  of  vasodilator  drugs  used  in  the 
treatment  of  peripheral  vascular  disease. * There 
is  pharmacologic  evidence  that  Priscoline  de- 
pends for  its  effects  on  its  adrenolytic  and  sym- 
patholytic properties.1-6  The  drug  may  be  ex- 
hibited orally  and  parenterally. 

This  report  deals  with  observations  of  the 
effect  of  Priscoline  on  the  peripheral  blood  ves- 
sels, the  pulse  rate,  the  blood  pressure,  the  elec- 
trocardiogram, and  gastric  secretion.  The  periph- 
eral skin  surface  temperature  gradient  and  the 
intramuscular  temperature  were  used  as  an  index 
of  peripheral  vascular  effect. 

Before  Priscoline  was  adopted  for  use  in  our 
clinic,  we  studied  its  effects  on  short  series  of 
typical  clinic  cases  in  order  to  familiarize  our- 
selves with  this  drug.  Each  case  was  reviewed 
and  classified  according  to  our  criteria  for  pe- 
ripheral vascular  diagnosis.7  With  one  exception, 
our  cases  were  those  with  obliterative  vascular 
disease  in  the  fifth,  sixth,  and  seventh  decades  of 
life,  in  several  instances  associated  with  diabetes 
mellitus  and  hypertension. 

The  drug  was  exhibited  orally  and  parenterally. 
The  effect  of  increasing  doses  was  studied  on  the 
same  patient  whenever  possible. 

Procedure 

The  patient  to  be  studied,  clothed  only  in  a hos- 
pital gown,  was  made  to  rest  on  an  examining  table 
in  a room  with  a temperature  ranging  between  24 
and26C.  (75to78F.)  The  rectal  temperature  was 
taken  and  the  study  continued  if  this  was  normal. 
After  thirty  minutes,  skin  surface  temperature 
determinations  were  made  of  the  dorsum  of  the 
big  toes,  the  thumbs,  the  middle  fingers,  and  the 
forehead.  When  intramuscular  studies  were 
made,  the  intramuscular  temperature  was  deter- 
mined and  the  needle  left  in  situ  in  the  calf  muscle. 
The  McKesson  Dermalor  was  used  to  study  the 
skin  surface  temperature;  the  Leeds-Northrop 
intramuscular  thermocouple  was  used  for  the 
intramuscular  studies.  Pulse  and  blood  pressure 
were  recorded  in  conjunction  with  the  tempera- 
ture studies.  Observations  were  made  every  five 
minutes.  When  three  consecutive  determina- 

*  The  Ciba  Pharmaceutical  Products,  Inc.,  very  kindly 
supplied  the  Priscoline  for  this  study. 


tions  showed  little  or  no  variation,  Priscoline  was 
administered  and  observations  continued  every 
five  minutes  until  the  effects  began  to  be  dissi- 
pated. The  results  of  these  studies  were  com- 
pared with  those  obtained  with  peripheral  nerve 
block  of  the  common  peroneal  and  posterior 
tibial  nerves  and  with  paravertebral  sympathetic 
ganglion  block  of  the  first,  second,  and  third 
lumbar  ganglia. 

Results 

Oral  Administration. — In  five  cases  the  drug 
was  administered  orally.  In  one  case  a dose  of 
50  mg.  was  given;  in  four  cases  100  mg.  were 
given.  In  all  five  cases  there  occurred  complete 
vasodilatation  of  the  skin  vessels  of  the  big  toes 
and  the  middle  fingers  of  both  hands.  Complete 
vasodilatation  of  the  skin  vessels  is  present  when 
the  skin  surface  temperature  is  30.5  C.  or  above. 
Moreover,  the  degree  of  vasodilatation  obtained 
was  equal  to  that  obtained  by  peripheral  nerve 
block  and  paravertebral  ganglion  block.  In  one 
case  in  which  peripheral  nerve  block  failed  to 
produce  vasodilatation,  Priscoline  was  successful. 

Neither  the  pulse  nor  the  blood  pressure  were 
affected  during  the  ninety  minutes  of  observa- 
tion in  the  patient  (when  in  supine  position)  who 
had  received  50  mg.  of  the  drug.  In  the  cases 
given  100  mg.,  there  was  an  increase  of  from  8 to 
24  beats  per  minutes  above  the  initial  rate;  the 
increased  rate  was  greater  when  the  initial  rate 
was  high. 

In  two  cases  with  normal  systolic  and  diastolic 
blood  pressures,  100  mg.  of  the  drug  produced  no 
alteration  of  these  pressures.  In  one  case  with 
normal  systolic  and  diastolic  pressures,  both  were 
lowered  20  mm.  of  mercury  by  100  mg.  of  the 
drug.  In  one  case  of  moderate  systolic  and  dias- 
tolic hypertension  (180/110  mm.  Hg)  there  was 
a reduction  of  these  readings  to  110/70  mm.  Hg 
in  forty  minutes  and  a gradual  rise  to  160/80  mm. 
Hg  after  an  hour  and  forty  minutes. 

All  five  cases  experienced  flushing  of  the  face, 
injection  of  the  conjunctiva,  and  chilly  sensa- 
tions. 

In  summary,  oral  exhibition  of  Priscoline  in 
doses  of  50  and  100  mg.  is  effective  in  producing 
peripheral  vasodilatation. 

Intramuscular  Administration. — In  six  cases 
the  drug  was  administered  by  intramuscular 
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injection  in  a dose  of  50  mg.  There  was  vasodila- 
tation of  the  vessels  of  the  skin  of  the  toes  in  four 
cases.  The  complete  effect  was  apparent  in 
thirty  to  sixty  minutes.  In  three  cases  complete 
vasodilatation  occurred  in  the  toes  of  one  extrem- 
ity and  partial  vasodilatation  in  those  of  the 
other  extremity.  In  one  of  the  above  cases  com- 
plete vasodilatation  occurred  in  the  skin  vessels 
of  both  extremities  when  100  mg.  was  given. 
Two  cases  exhibited  no  vasodilatation  in  either 
extremity.  One  of  these  was  subsequently  in- 
jected with  doses  of  75  and  100  mg.  intramuscu- 
larly with  no  vasodilator  response,  but  when  50 
mg.  was  given  intravenously,  slight  vasodilata- 
tion was  effected.  Further  increase  of  an  intra- 
venous dose  in  this  case  was  considered  inadvis- 
able because  of  marked  side-effects.  The  results 
in  all  cases  compared  favorably  with  those  ob- 
tained by  peripheral  nerve  block  and  paraverte- 
bral ganglion  block.  The  skin  surface  tempera- 
ture of  the  face,  neck,  and  upper  extremities  was 
elevated  in  all  six  cases  to  35  C.  and  over. 

In  five  of  the  above  cases  the  pulse  rate  was 
increased  from  4 to  20  beats  above  the  initial  rate, 
while  in  one  case  it  was  decreased  16  beats  below 
the  initial  rate  for  fifteen  minutes. 

In  four  of  the  above  cases  with  normal  blood 
pressure  there  was  a slight  elevation  of  both  sys- 
tolic and  diastolic  readings  not  greater  than  5 
mm.  Hg  in  each.  In  one  case  with  a pressure  of 
230/100  mm.  Hg  the  pressure  fell  to  180/90 
within  forty-five  minutes  and  remained  so  for 
ninety  minutes.  Another  case  with  an  initial 
blood  pressure  of  230/100  fell  only  to  210/100. 

The  side-reactions  of  flushing  of  the  face,  con- 
junctival injection,  chilliness,  and  shivering 
occurred  to  a greater  degree  than  was  noted  after 
peroral  administration,  and,  in  addition,  two 
cases  experienced  epigastric  distress  consisting  of 
pyrosis  and  pain. 

In  summary,  Priscoline  given  intramuscularly 
in  doses  of  50  mg.  is  effective  in  producing  vaso- 
dilatation in  the  skin  vessels  of  the  extremities. 
Variations  in  pulse  rate  are  noted  with  this  dose. 
Inconstant  variations  in  blood  pressure  occur. 

Effect  on  Skin  Surface  Temperature. — 
The  effect  of  Priscoline  on  the  temperature  of  the 
calf  muscle  was  studied  in  three  cases.  The  skin 
surface  temperature  was  simultaneously  studied. 
The  three  patients  each  received  the  drug 
parenterally.  One  case  received  50  mg.  In  this 
I case  the  skin  surface  temperature  of  the  right  big 
toe  was  but  slightly  elevated  from  25  to  27.1  C.; 
that  of  the  left  big  toe  was  elevated  from  26  to 
30.6  C.  indicating  almost  complete  vasodilata- 
| tion.  The  intramuscular  temperature  fell  from 
34.3  to  32.8  C.  in  the  left  calf  muscle.  The  pulse 
rate  increased  from  70  to  76  beats.  The  blood 
pressure  fell  within  thirty  minutes  from  100/70 


to  86/60  but  returned  within  ten  minutes  to 
114/70.  The  second  case  received  100  mg.  of  the 
drug.  The  skin  surface  temperature  of  the  right 
big  toe  was  elevated  from  26  to  27.4  C.;  that  of 
the  left  from  25  to  28  C.  The  intramuscular 
temperature  of  the  left  calf  was  very  slightly  ele- 
vated from  33.4  to  34  C.  The  pulse  rate  was 
increased  from  88  to  100  beats.  The  blood  pres- 
sure was  elevated  from  150/90  to  170/90. 

The  third  case  received  150  mg.  of  the  drug. 
The  skin  surface  temperature  of  both  big  toes 
was  elevated  from  22  to  31.8  C.  The  intra- 
muscular temperature  of  the  left  calf  fell  from  32 
to  29  C.  The  pulse  rate  decreased  from  80  to 
78  beats.  The  blood  pressure  was  elevated  from 
100/60  to  160/70.  This  case  had  very  severe 
side-reactions  consisting  of  protracted  bouts  of 
shivering,  epigastric  pain,  and  suffusion  of  the 
face  and  conjunctiva. 

In  summary,  the  normal  physiologic  inverse 
relation  between  skin  surface  temperature  and 
intramuscular  temperature  of  an  extremity  is  not 
altered  by  Priscoline. 

Effect  on  Electrocardiogram. — The  effect 
of  Priscoline  was  studied  on  the  electrocardiogram 
in  three  cases.  The  standard  four  leads  were 
used.  Electrocardiograms  were  made  before 
exhibition  of  the  drug  and  at  the  height  of  the 
effect.  In  two  cases  no  abnormality  was  noted 
and  no  effect  discovered.  In  one  case  there  was 
a very  slight  depression  of  T3  and  Tcf4.  The  dose 
of  Priscoline  used  was  100  mg. 

In  summary,  Priscoline  apparently  produces  no 
effect  on  the  electrocardiogram. 

Effect  on  Gastric  Secretion. — The  effect  of 
Priscoline  was  studied  on  the  acidity  and  volume 
of  gastric  secretion  in  three  cases.  In  each  case 
gastric  analysis,  employing  the  Ewald  meal,  was 
carried  out  in  the  routine  manner,  three  days 
apart.  The  first  determination  was  without  the 
drug.  The  second  determination  was  accom- 
panied by  50  mg.  of  the  drug. 

In  one  case  the  initial  volume  of  gastric  secre- 
tion was  80  cc.  With  the  drug  the  volume  was 
400  cc.  The  following  figures  were  the  results 
of  the  analyses  in  this  case : 

Total  Acidity  Free  Acidity 


Initial  Analysis 


Fasting  specimen 

20 

20 

Half  hour 

85 

60 

One  hour 

115 

80 

One  and  one-half  hour 

70 

55 

With  Priscoline 

Fasting  specimen 

35 

20 

Half  hour 

100 

90 

One  hour 

120 

110 

One  and  one-half  hour 

115 

90 

In  the  second  case  the  initial  volume  of  gastric 
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secretion  was  50  cc.  With  the  administration  of 
the  drug  the  volume  increased  to  120  cc.  The 
results  of  the  analyses  in  this  case  were  as  follows: 


Total  Acidity 

Free  Acidity 

Initial  Analysis 
Fasting  specimen 

10 

None 

Half  hour 

20 

None 

One  hour 

30 

None 

One  and  one-half  hour 

20 

None 

With  Priscoline 

*' 

Fasting  specimen 

20 

None 

Half  hour 

80 

60 

One  hour 

110 

100 

One  and  one-half  hour 

140 

120 

In  the  third  case  the  initial  volume  of  gastric 
secretion  was  70  cc.  With  Priscoline  the  volume 
increased  to  140  cc.  The  results  of  the  analyses 
in  this  case  were  as  follows: 


Total  Acidity  Free  Acidity 


Initial  Analysis 


Fasting  specimen 

40 

0 

Half  hour 

40 

40 

One  hour 

100 

60 

One  and  one-half  hour 

120 

80 

ith  Priscoline 

Fasting  specimen 

40 

0 

Half  hour 

90 

70 

One  hour 

130 

100 

One  and  one-half  hour 

110 

100 

In  summary,  Priscoline 

tends  to  produce 

increase  in  total  and  free  acidity. 

Comment 

The  results  obtained  seem  to  indicate  that 
Priscoline  is  a potent  peripheral  vasodilator  when 
exhibited  orally  or  parenterally,  that  severe  side- 
reactions  may  be  avoided  by  giving  small  doses 
which  are  yet  effective,  that  the  drug  causes  no 
effect  on  the  electrocardiogram,  that  the  drug 
produces  an  increase  in  volume  of  gastric  secre- 
tion as  well  as  an  increase  in  free  acidity,  and  that 


pulse  and  blood  pressure  are  usually  not  greatly 
affected  by  the  use  of  small  doses. 

The  importance  of  Priscoline  in  peripheral 
vascular  disease  is  due  to  its  potency  by  oral 
administration,  which  is  apparently  nearly  as 
effective  as  by  parenteral  administration.  When 
the  drug  was  given  orally,  maximal  vasodilatation 
was  accomplished  in  forty-five  to  one  hundred 
minutes;  intramuscular  administration  effected 
maximal  vasodilatation  in  thirty  to  sixty  minutes. 

Moreover,  Priscoline  compares  very  favorably 
with  both  peripheral  nerve  block  and  paraverte- 
bral sympathetic  ganglion  block  in  its  ability  to 
produce  vasodilatation.  This  is  true  whether 
the  drug  is  given  orally  or  parenterally.  In  two 
cases  in  which  peripheral  nerve  block  of  the  com- 
mon peroneal  and  posterior  tibial  nerves  failed  to  , 
produce  full  vasodilatation  Priscoline  was  success- 
ful. 

Conclusions 

1 . Priscoline  is  a potent  vasodilator  of  the  i 
blood  vessels  of  the  skin  of  the  extremities. 

2.  Priscoline  is  effective  orally  and  parenter- 
ally. 

3.  Priscoline  increases  gastric  acidity  andi 
volume  of  secretion. 

4.  Priscoline  may  be  given  in  doses  of  50  mg. 
with  adequate  response  and  slight  side-effects. 

5.  Priscoline  produces  variable  effects  on  the 
pulse  and  blood  pressure. 

6.  Priscoline  produces  no  appreciable  electro- 
cardiographic effect. 
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SALINE  SOLUTION  IN  TREATMENT  OF  BURN  SHOCK 


There  is  already  sufficient  evidence  of  the  effec- 
tiveness of  oral  solution  in  the  treatment  of  burns 
and  other  injuries  to  warrant  its  use  in  extensive  dis- 
asters involving  the  civilian  population,  even 
though  there  is  still  ample  room  for  further  clinical 
research  in  this  form  of  therapy.  This  is  the  gist  of 
a memorandum  prepared  by  Dr.  Carl  A.  Moyer  and 
signed  by  an  extended  list  of  associates  on  the  Surg- 
ery Study  Section  of  the  National  Institute  of 
Health.  The  memorandum  was  submitted  to  Dr. 
Norman  A.  Kiefer,  director,  Health  Resources 
Office,  National  Security  Resources  Board.  “Per- 
sonal clinical  experience,”  the  memo  reads,  “has 


convinced  me  that  orally  administered  salt  solutions 
are  valuable  adjunctive  agents  in  the  treatment  oh 
shock  incident  to  burns,  fractures,  peritonitis,  and 
acute  anaphylactoid  reactions.” 

The  most  palatable  solution  is  made  by  dissolving 
3 to  4 Gm.  of  sodium  chloride  and  2 to  3 Gm.  of  so-' 
dium  citrate  in  each  liter  of  water.  Baking  sodai 
may  be  substituted  for  the  sodium  citrate  if  the  lat- 
ter is  not  available.  Concentration  should  not  bf 
in  excess  of  140  mEq.  of  sodium  per  liter.  If  it  is 
above  this,  vomiting  and  diarrhea  become  compli-' 
eating  factors. — Public  Health  Reports,  October  13 
1950. 


COARCTATION  OF  THE  AORTA 

Frank  Glenn,  M.D.,  and  Ward  D.  O’Sullivan,  M.D.,  New  York  City 
{From  the  Department  of  Surgery,  New  York  Hospital-Cornell  Medical  Center ) 


COARCTATION  of  the  aorta  has  been  known 
as  a clinical  entity  at  least  since  1791,  in 
which  year  Paris  described  a case  of  extreme  aor- 
tic stenosis.1  In  1928,  Maude  E.  Abbott  re- 
viewed the  entire  literature  and  collected  200 
cases  of  coarctation  proved  by  autopsy.2  An- 
other review  of  the  literature  in  1946  by  Reifen- 
stein,  Levine,  and  Gross  added  104  cases.3  It 
has  been  estimated  that  the  incidence  of  this 
condition  is  about  0.1  of  1 per  cent  of  the  popula- 
tion. Perlman  reported  44  cases  in  a series  of 
68,300  autopsies.4 

The  great  interest  in  this  lesion  at  the  present 
time  is  due  to  the  direct  surgical  attack  made  on 
it  almost  simultaneously  by  Crafoord  in  Sweden 
and  Gross  in  Boston  in  1945.5,6  Independently, 
each  demonstrated  that  a coarctation  of  the  aorta 
i could  be  resected  and  continuity  of  the  descending 
aorta  successfully  re-established  by  direct  anas- 
tomosis. 

The  pathology  of  coarctation,  its  associated 
conditions  and  the  changes  that  are  secondary  to 
it,  its  diagnosis,  etiology,  and  prognosis  have  been 
described  in  numerous  articles  appearing  in  the 
literature  over  the  past  five  years.  To  date, 
approximately  300  cases  of  coarctation  have  been 
reported  to  have  undergone  operation,  the 
largest  series  being  that  of  Gross  who  has  re- 
ported 100  cases.7  The  morbidity  of  complica- 
tions and  the  mortality  rate  have  gradually  de- 
ceased since  Crafoord’s  and  Gross’s  first  cases  of 
1945.  The  mortality  rate  for  the  300  reported 
■ases  is  less  than  10  per  cent.  Surgical  correction 
s no  longer  limited  to  end-to-end  suture  only,  as 
, Iross  has  now  demonstrated  the  successful  use  of 
,n  arterial  graft  to  bridge  long  defects.7 
The  goal  of  the  operation  is  to  resect  the  stric- 
ured  area  of  the  aorta  and,  by  suture,  reunite  the 
orta  so  that  a wide,  open,  strong  channel  exists. 
)peration  at  our  clinic  is  performed  under  endo- 
racheal  ether  anesthesia  administered  by  our 
hief  anesthetist,  Dr.  Joseph  F.  Artusio.  Can- 
ulas  are  placed  in  both  ankle  veins  to  provide  a 
I leans  of  rapid  blood  administration.  After  the 
iduction  of  anesthesia,  the  patient  is  placed  on 
is  right  side,  with  his  left  arm  held  out  of  the 
eld  on  a comfortable  support.  The  left  pleural 
ivity  is  entered  through  the  bed  of  the  fourth  or 
fth  rib,  which  is  resected  subperiosteally  from 
ie  sternocostal  junction  to  the  transverse  prec- 
is. If  more  adequate  exposure  is  needed,  the 
Ijacent  ribs  are  divided  near  their  costosternal 
inction.  Thoracotomy  in  these  patients  is  a 


slow  and  tedious  procedure  because  of  the  tre- 
mendous collateral  circulation.  Meticulous 
hemostasis  is  mandatory  and  requires  the  careful 
ligation  of  each  vessel.  Upon  opening  the  pleura 
and  collapsing  the  lung,  the  site  of  the  coarcta- 
tion is  readily  found.  The  mediastinal  pleura 
over  the  aorta  is  incised  and  reflected  to  expose 
the  ligamentum  interosum,  the  subclavian  artery, 
the  greatly  enlarged  intercostal  arteries,  and  the 
bulbous  proximal  end  of  the  distal  aorta.  The 
aorta  is  freed  by  dissection  and  each  intercostal 
artery  divided  between  ligatures.  Usually  three 
pairs  of  these  arteries  are  divided  below  the  coarc- 
tation to  mobilize  the  aorta.  Just  above  the 
coarctation  a single  artery  usually  arises  from  its 
posterior  aspect.  When  the  aorta  and  the  sub- 
clavian have  been  mobilized  for  resection  of  the 
coarctation,  rubber-shod  clamps  are  put  in  place, 
one  on  the  arch  of  the  aorta  proximal  to  the  sub- 
clavian, one  on  the  subclavian  itself  just  above  its 
origin,  and  one  on  the  section  of  the  aorta  distal 
to  the  coarctation.  The  coarctation  is  then  re- 
sected and  the  anastomosis  of  the  divided  seg- 
ments of  the  aorta  accomplished  by  means  of  a 
continuous  everting  suture  of  number  00000  silk 
approximating  intima  to  intima  (Fig.  1). 

On  completion  of  the  anastomosis,  the  head  of 
the  table  is  lowered  and  the  clamp  distal  to  the 
anastomosis  slowly  removed.  As  this  is  done 
there  may  be  some  bleeding,  but  it  amounts  to 
very  little.  When  the  bleeding  about  the  anasto- 
mosis has  ceased,  the  clamp  on  the  subclavian  is 
removed  and  then,  very  slowly,  the  one  on  the 
proximal  aorta.  Several  minutes  are  usually  re- 
quired to  release  this  last  clamp.  With  its  re- 
lease, there  is  usually  a fall  in  the  blood  pressure 
and  an  acceleration  of  the  pulse.  It  is  at  this 
time  that  blood  under  pressure  is  introduced  into 
the  circulation  by  means  of  the  previously  placed 
intravenous  cannulas.  The  blood  pressure  and 
pulse  soon  right  themselves,  and  thereafter  the 
parietal  pleura  is  reapproximated,  the  lung  com- 
pletely re-expanded,  and  the  chest  wall  closed 
without  drainage. 

Immediately  after  the  clamps  are  removed,  the 
pulsation  in  the  dorsalis  pedis  arteries  increases 
and  the  lower  extremities  become  warm,  in  con- 
trast to  slight  or  total  lack  of  pulsation  in  the  for- 
merly cold  extremities.  The  blood  pressure, 
which  increased  somewhat  during  the  period  the 
aorta  was  occluded  by  the  clamps,  usually  re- 
turns to  its  preoperative  level  promptly,  although 
the  pulse  rate,  which  was  markedly  reduced  during 
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Fig.  1.  Sketches  illustrating  method  of  isolating  coarcted  segment  by  rubber-shod  clamps  and  technic  of 

anastomosis  by  continuous  everting  suture. 


this  part  of  the  procedure,  may  remain  accelerated 
for  several  minutes  after  removal  of  the  clamps. 
Thereafter,  the  blood  pressure  in  the  upper 
extremities  generally  falls  to  normal  over  a 
period  of  two  to  three  weeks,  and  the  pressure  in 
the  lower  extremities  assumes  its  normal  propor- 
tions. 

The  postoperative  management  of  these  pa- 
tients includes  bed  rest  for  at  least  fourteen  days 
and  then  gradual  mobilization.  Postoperative 
complications  may  occur  at  the  site  of  the 
anastomosis  or  from  the  thoracotomy,  but  our 
only  complication  has  been  a moderate  hydro- 
thorax. 

The  following  four  cases  are  typical  examples 
of  patients  with  coarctation  of  the  aorta  who 
have  been  subjected  to  operation  with  resection 
of  the  coarctation  and  end-to-end  suture. 

Case  Reports 

Case  1. — A.  C.,  age  nineteen,  was  admitted  to  the 
New  York  Hospital  on  February  17,  1949,  with  com- 
plaints of  palpitation,  two  short  episodes  of  chest 
pain,  and  prominent  pulsations  in  supramanubrial 
notch.  During  a routine  examination  at  school 
when  patient  was  seven  years  old,  a cardiac  murmur 
was  heard. 

The  patient  was  admitted  to  the  New  York  Hos- 
pital at  the  age  of  thirteen  for  treatment  of  a vari- 
cocele. At  that  time  hypertension  was  found,  and 
the  diagnosis  of  coarctation  of  the  aorta  was  made  in 
the  Cardiac  Clinic. 

Physical  examination  showed  a short  but  muscu- 
lar young  man.  His  intercostal  vessels  were  pal- 
pable and  had  an  audible  bruit.  His  retinal  vessels 
were  tortuous  and  arteriovenous  nicking  was  present. 


His  heart  was  of  normal  size.  A harsh  systolici 
murmur  was  heard  over  the  entire  precordium  and 
up  into  the  brachiocephalic  vessels.  Blood  pressure 
in  his  arms  was  168/60;  no  blood  pressure  could  be 
obtained  in  his  legs.  Weak  pulsation  could  be  feltj 
in  the  abdominal  aorta,  femoral  artery,  and  dorsalis 
pedis  artery.  Chest  film  showed  rib  notching. 

On  February  24,  1949,  his  coarctation  was  re- 
sected and  end-to-end  anastomosis  of  the  aorta  per- 
formed. The  coarctation  was  2 cm.  distal  to  the 
origin  of  the  left  subclavian  artery.  After  the 
operation  he  had  forceful  pulse  in  his  lowrer  extremi  - 
ties.  His  postoperative  course  was  without  incident 
and  he  was  discharged  on  his  twenty-seventh  post  r 
operative  day. 

He  was  examined  on  January  9,  1950.  He  wai 
active  and  felt  well.  His  cardiac  murmur  had  dis 
appeared  completely.  Blood  pressure  in  his  arm  1 
was  134/76  and  130/110  in  his  legs. 

Case  2. — J.  H.,  age  fifteen,  wras  admitted  to  th 
New  York  Hospital  on  March  10,  1949,  for  operativ 
therapy  of  his  coarctation.  At  the  age  of  nine  year 
a cardiac  murmur  was  detected  when  the  patient  wa 
being  examined  for  summer  camp.  Hypertensio 
was  first  noted  at  the  age  of  thirteen.  He  was  the 
sent  to  the  Out-Patient  Department  of  the  Ned 
York  Hospital  where  a diagnosis  of  coarctation  c 
the  aorta  was  made.  His  symptoms  wrere  light' 
headedness  on  exercise,  easy  fatigue  in  his  leg  ! 
dyspnea,  and  anterior  chest  pain  on  exertion. 

Physical  examination  disclosed  minimal  enlarge 
ment  of  the  left  ventricle  with  loud,  harsh  systol 
murmur  over  the  entire  precordium.  His  inte 
costal  arteries  were  palpable  and  had  an  audib  > - 
bruit.  His  retinal  arteries  were  tortuous  and  the  i 
was  arteriovenous  nicking.  Blood  pressure  wi 
180/110  in  his  arms,  absent  in  his  legs  (Fig.  2).  b 
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BRACHIAL  AND  FEMORAL  SYSTOLIC  PRESSURES  502226 
FOLLOWING  OPERATION  4.H„ 

1949 


Fig.  2.  Blood  pressure  chart  of  J.  H.  (Case  2) 
illustrating  blood  pressure  in  upper  and  lower  ex- 
tremities before  and  after  operation.  Before  opera- 
tion this  patient  had  no  detectable  blood  pressure 
in  his  legs.  Following  operation  there  was  a satis- 
factory fall  in  pressure  in  the  upper  extremities  and 
development  in  the  lower  extremities  of  a pressure 
approaching  normal. 


Fig.  3.  Chest  plate  of  P.  P.  (Case  4)  demon- 
strating rib  notching  and  cardiac  enlargement. 


pulses  could  be  felt  in  the  lower  extremities.  Chest 
plate  showed  rib  notching. 

Operation  was  carried  out  on  March  28,  1949. 
The  coarctation  was  found  to  be  1.5  cm.  from  the 
origin  of  the  left  subclavian.  The  ductus  arteriosus 
was  not  patent.  The  coarctation  was  resected  and 
an  end-to-end  anastomosis  performed.  Following 
the  operation  strong  pulsations  could  be  felt  in  the 
lower  extremities.  His  postoperative  course  was 
uneventful,  and  he  was  discharged  from  the  hospital 
on  his  forty-ninth  postoperative  day.  He  resumed 
his  activity  gradually  and  is  now  back  to  his  custom- 
ary activities. 

On  November  28,  1949,  his  blood  pressure  was 
164/70  in  his  arms  and  130/90  in  his  legs  (Fig.  2). 

Case  3. — J.  M.,  age  seventeen,  was  admitted  to 
the  New  York  Hospital  on  July  7,  1949,  complaining 
of  throbbing  headache,  palpitation,  and  dyspnea  on 
exertion  of  four  years  duration.  Hypertension  had 
been  found  on  a routine  school  physical  examination 
when  patient  was  thirteen  years  old.  He  was 
referred  to  the  Out-Patient  Department  of  the  New 
York  Hospital  at  this  time,  and  the  diagnosis  of 
coarctation  of  the  aorta  was  made.  The  patient  was 
followed  at  intervals  in  the  Cardiac  Clinic,  and  at  the 
age  of  fourteen  a diastolic  murmur  along  the  sternal 
border  was  heard  for  the  first  time.  During  the 
subsequent  three  years  this  murmur  was  constantly 
present  and  increased  in  intensity  up  to  the  time  of 
admission. 


Physical  examination  showed  a slender  boy, 
smaller  than  average  for  his  age.  His  intercostal 
arteries  were  palpable,  and  there  was  an  audible 
bruit.  The  heart  was  minimally  enlarged  with  harsh 
systolic  murmur  over  the  precordium  transmitted 
into  brachiocephalic  vessels.  Also  a diastolic  mur- 
mur could  be  heard  at  the  aortic  area  and  down  the 
left  sternal  border.  No  pulsations  were  palpable  in 
the  abdominal  aorta  or  leg  vessels.  Blood  pressure 
in  the  arms  was  170/75,  in  the  legs  110/90.  Chest 
plate  showed  rib  notching. 

Operation  was  performed  on  July  13,  1949,  and 
the  coarctation  resected.  It  was  found  to  be  l'A 
to  2 cm.  distal  to  the  origin  of  the  left  subclavian. 
On  completion  of  the  operation,  good  pulsations 
could  be  felt  in  the  feet.  His  postoperative  course 
was  uncomplicated  save  for  some  hydrothorax  that 
required  paracenteses. 

The  patient  has  resumed  his  full  normal  activity. 
On  October  14,  1949,  his  blood  pressure  in  the  arms 
was  146/90  and  120/90  in  his  legs. 

Case  4- — P.  P-,  age  twenty  years,  was  admitted  to 
the  New  York  Hospital  on  November  12,  1949,  for 
operative  treatment  of  his  coarctation.  He  had  no 
symptoms  referable  to  his  cardiac  status.  When  he 
was  one  month  old,  a cardiac  murmur  was  found. 
Hypertension  was  first  noted  at  the  age  of  eleven 
years.  At  the  age  of  fifteen  years  a systolic  blood 
pressure  of  210  mm.  of  mercury  was  noted,  and  he 
was  referred  to  the  New  York  Hospital  where  a 
diagnosis  of  coarctation  of  the  aorta  was  made. 

Physical  examination  on  admission  showed  a 
muscular  young  man.  Forceful  pulsations  could  be 


1044 


GLENN  AND  O’SULLIVAN 


[N.  Y.  State  J.  M. 


seen  in  his  neck  and  above  his  clavicle.  There  was 
an  audible  bruit  over  his  intercostal  vessels  which 
were  easily  palpable.  His  retinal  arterioles  were 
spastic  and  tortuous.  His  heart  was  grossly  en- 
larged to  the  left  and  slightly  to  the  right.  Point  of 
maximal  impulse  was  13  cm.  to  the  left  of  the  mid- 
sternal  line  in  the  fifth  interspace.  There  was  a 
harsh  systolic  murmur  over  the  whole  precordium, 
and  a diastolic  mumur  could  be  heard  in  the  aortic 
area  and  down  the  left  sternal  border.  His  blood 
pressure  was  180/80  in  the  arms  and  105/70  in  his 
legs.  Weak  pulsations  could  be  felt  in  the  abdomi- 
nal aorta,  femorals,  and  dorsalis  pedis  arteries.  A 
chest  plate  confirmed  the  cardiac  enlargement  and 
demonstrated  rib  notching  (Fig.  3). 

His  coarctation  was  resected  on  November  21, 
1949,  and  an  end-to-end  anastomosis  performed. 
His  postoperative  course  was  uneventful. 

He  was  seen  on  February  6, 1950,  and  had  returned 
to  college.  At  that  time  his  blood  pressure  was 
180/80  in  his  arms  and  180/100  in  his  legs. 

Comment 

The  surgical  treatment  of  coarctation  of  the 
aorta  is  a new  and  exciting  chapter  in  the  history 
of  surgery.  Formerly,  coarctation  was  looked 
upon  as  a rare  and  interesting  anomaly  for  which 
little  could  be  offered  the  patient  beyond  limita- 
tion of  activity.  Because  of  its  location,  correc- 
tion of  the  anomaly  was  not  considered  feasible 
until  it  was  demonstrated  in  animals  that  a seg- 
ment of  the  aorta  could  be  resected  and  con- 
tinuity re-established  by  direct  anastomosis. 
This  was  first  successfully  accomplished  by 
Crafoord  in  Sweden  and  by  Gross  in  this  country, 
working  independently.  Following  their  suc- 
cess in  the  laboratory  they  tried  the  procedure  on 
patients,  and  success  again  followed.  At  the 
present  time,  perhaps  no  less  than  fifty  surgeons 
in  this  country  are  performing  this  operation 
with  a mortality  rate  of  less  than  10  per  cent. 


This  is  a noteworthy  achievement  for  a scant  five 
years. 

In  judging  a surgical  procedure,  one  must 
evaluate  the  life  expectancy  without  operation, 
the  operative  risk,  and  the  fife  expectancy  follow- 
ing successful  surgery.  It  has  been  amply 
demonstrated  that  untreated  coarctation  of  the 
aorta  shortens  fife.  Sixty-one  to  74  per  cent  of 
the  patients  with  this  condition  die  on  or  before 
their  fortieth  year.2-3  The  operative  mortality 
in  all  cases  is  less  than  10  per  cent  and  will  doubt- 
less be  even  lower  as  more  experience  is  accumu- 
lated. As  yet  it  is  impossible  to  say  with  certi- 
tude what  the  life  expectancy  following  successful 
surgery  is.  Enough  time  has  elapsed,  however, 
to  show  that  a successful  operation  results  in 
lowering  the  blood  pressure  toward  normal  levels. 
This  in  itself  gives  promise  of  postponement,  if 
not  prevention,  of  the  cardiac  decompensation, 
aortic  rupture,  and  intracranial  hemorrhage  that 
cause  such  a high  proportion  of  deaths  in  patients 
with  coarctation. 

So  much  of  cardiovascular  surgery  is,  of  neces- 
sity, directed  toward  correcting  a pre-existing 
defect  by  the  formation  of  a counterbalancing 
defect.  Resection  of  coarctation,  on  the  other 
hand,  removes  the  defect  and  establishes  the 
normal  anatomy.  Because  of  this  and  because 
the  immediate  results  of  surgery  have  been  so 
satisfying,  the  operation  is  a most  rewarding  and 
gratifying  one  to  the  surgeon. 
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POLYPOSIS  OF  THE  COLON 

Because  of  the  known  high  incidence  of  malig- 
nancy in  polyps  of  the  colon,  the  author  stresses  the 
importance  of  careful  diagnostic  procedures  for  early 
discovery  which  may  require  assimilation  and  in- 
tegration of  data  from  the  history  (including  the 
familial),  proctosigmoidoscopic  examination,  roent- 
genographic  study,  biopsy,  and  surgical  explora- 
tion. 

Treatment  by  three  methods  is  described:  (1) 
removal  by  fulguration  if  the  lesions  are  rela- 
tively small  and  located  within  the  distal  25 
cm.  of  bowel,  (2)  colotomy  with  base  excision  of 
growth,  and  (3)  subtotal  colectomy  with  restoration 
of  continuity.  End  results  on  74  patients  are  given, 
in  which  32  underwent  successful  excision  and  ful- 


guration through  the  rectum;  in  19  they  were 
relieved  by  colotomy  and  base  excision;  in  eight 
they  were  relieved  by  subtotal  colectomy;  in  three 
single-barreled  ileostomy  and  secondary  subtotal 
colectomy  with  ileosigmoidostomy.  In  ten  patients, 
polyps  in  the  sigmoid  were  malignant  with  metas- 
tasis to  the  liver.  On  these,  subtotal  colectomy 
was  done,  with  anterior  rectosigmoid  anastomosis. 
Two  cases  of  extensive  polyposis  with  ulcerative 
colitis  were  subjected  to  total  colectomy  and  the 
ileum  attached  to  the  lower  rectum,  preserving  the 
anal  sphincter.  Five-year  cures  totaled  42.  There 
were  12  deaths,  13  were  improved,  and  seven  had 
recurrences. — Herbert  Acuff,  M.D.,  in  Journal  of  the 
International  College  of  Surgeons,  June,  1950 


SILICOSIS  AMONG  IRON  FOUNDRY  WORKERS 

Saul  Solomon,  M.D.,  New  York  City 
( From  the  Fourth  Medical  Division,  Bellevue  Hospital) 


THE  first  investigation  of  silicosis  in  the 
United  States  was  made  in  1914  by  Lanza 
and  Higgins.1  They  found  that  half  of  the 
miners  they  examined  had  either  silicosis  or 
tuberculosis  or  boffi.  Numerous  reports  have 
appeared  since  that  time,  and  the  silicosis 
hazard  of  the  mining  industry  is  universally  ac- 
cepted. The  risk  in  other  dusty  trades,  notably 
the  foundry  industry,  has  not  received  com- 
parable publicity,  although  the  pulmonary  disease 
is  identical. 

The  making  of  castings  and  moulds  in  foundry 
work  requires  dropping  quantities  of  iron  ore  into 
pits  or  troughs  lined  with  sand.  Much  sand  is 
raised  which  is  high  in  quartz  (silica)  content. 
One  of  the  earliest  studies  in  this  country  was 
made  in  1934  in  Massachusetts,  where  225 
foundries  and  1,614  employes  were  surveyed.2 
It  was  found  that  8.8  per  cent  of  the  workers 
showed  silicosis  and  2.6  per  cent  silicosis  and 
tuberculosis.  McConnell  and  Fehnel  reported  on 
a study  of  215  foundry  workers  among  whom 
they  noted  the  high  incidence  of  31  per  cent  of 
silicosis.3  The  largest  series  was  reported  in 
1938  by  Greenburg.4  Among  4,754  workers,  he 
found  an  incidence  of  silicosis  of  2.7  per  cent  and 
0.7  per  cent  of  tuberculosis. 

Present  Survey 

A study  was  made  in  the  summer  of  1948  of  the 
employes  of  a large  iron  foundry  in  New  York 
State.  For  reasons  of  economy  paper  x-ray  films 
were  taken,  instead  of  regular  celluloid  films,  of 
641  of  the  900  employes  who  were  available  for 
the  study.  This  was  used  as  a screening  measure, 
and  on  studying  the  paper  films,  95  were  found  to 
show  fibrosis,  emphysema,  nodulation,  or  other 
changes  suggesting  silicosis.  Seventy-seven  of 
these  were  x-rayed,  using  14  by  17-inch  celluloid 
film.  Subsequently,  120  of  the  employes  were  in- 
terviewed and  examined.  A brief  history  was  ob- 

Itained  noting  age,  job  in  the  foundry,  duration  of 
employment,  and  symptoms.  The  physical  ex- 
amination included  auscultation  and  measure- 
ment of  the  chest  expansion  and  vital  capacity. 
Eighty-three  employes  were  diagnosed  as  having 
silicosis  by  the  accepted  standards.  For  con- 
venience, these  were  classified  into  mild,  moder- 
ate, and  severe  silicosis  which  correspond, 
roughly,  to  first,  second,  and  third  stage  of  the 
Committee  on  Pneumoconiosis.6 

Chemical  analysis  of  three  dust  samples  taken 
from  different  parts  of  the  foundry  revealed  77 


per  cent,  58  per  cent,  and  51  per  cent  of  free 
silica.  Examination  of  these  and  ten  other  sam- 
ples by  means  of  the  x-ray  diffraction  camera 
showed  the  characteristic  bands  of  silica  in  all.  * 

There  were  ten  individuals  who,  judging  from  x- 
ray  changes,  the  symptoms,  and  the  physical  find- 
ings, belonged  to  the  group  with  severe  silicosis. 
It  is  difficult  to  draw  any  dividing  line  in  a disease 
which  is  so  chronic,  insidious,  and  variable. 
However,  the  finding  of  marked  pulmonary  infil- 
tration, emphysema,  and  hilar  involvement  on 
x-ray,  together  with  a long  record  of  exposure  to 
dust  and  increasing  dyspnea  and  disability,  should 
be  considered  sufficient  by  present  criteria.  It 
will  be  seen  by  reference  to  Table  I that  the 
average  age  of  these  men  was  fifty,  and  the 
average  number  of  years  they  were  employed  at 
the  foundry  was  twenty-three  and  eight-tenths, 
although  it  varied  in  instances  from  twelve  to 
thirty-three  years.  Dyspnea,  either  at  rest  or  on 
slight  exertion,  was  found  in  all.  Half  of  them 
complained  of  intermittent  chest  pain.  Most  of 
them  gave  a history  of  frequent  colds,  bronchitis, 
and  wheezing.  All  complained  of  cough,  asso- 
ciated with  the  production  of  sputum  which  was 
described  as  mucoid,  white,  brown,  or  black  and 
in  about  half  was  quite  copious.  Four  of  them 
(40  per  cent)  stated  that  they  had  on  one  or  more 
occasions  coughed  up  blood  or  blood-streaked 
sputum.  On  auscultation,  in  three  cases  there  was 
merely  diminution  of  the  intensity  of  the  breath 
sounds,  due  probably  to  emphysema,  and  in 
three  there  were  present  moist  rales,  wheezes,  or 
rhonci.  There  appeared  quite  uniform  diminution 
of  the  chest  expansion.  The  vital  capacity  was 
not  greatly  lowered  and  ranged  from  2.5  to  4.6  L. 
with  an  average  of  3.3.  It  is  obvious  that  simple 
measurements  of  the  vital  capacity  do  not  give  an 
adequate  picture  of  the  respiratory  embarrass- 
ment in  these  cases  but  serve  merely  as  a crude 
index  of  ventilatory  function. 

The  group  with  moderate  silicosis  included  28 
employes.  The  age  and  number  of  years  in  the 
foundry  were  not  significantly  different  from 
those  in  the  severe  group.  Dyspnea  was  very 
common  (75  per  cent).  Chest  pain  was  less  fre- 
quent (35  per  cent).  About  two  thirds  had  a 
history  of  frequent  respiratory  infections  and 
bronchitis.  The  majority  (71  per  cent)  com- 
plained of  cough  which  was  for  the  most  part 

* The  chemical  analyses  were  done  by  Mr.  Samuel  H. 
Rapkine,  M.A.  The  x-ray  diffraction  examinations  were 
done  by  Mr.  Frank  Meyer.  M.Sc. 
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Fig.  1.  Severe  silicosis  in  a fifty-two-year-old  man 

employed  in  a foundry  for  twenty-nine  years. 

productive,  although  hemoptysis  was  much  less 
common  than  in  the  severe  group.  Auscultation 
showed  either  diminution  of  breath  sounds  or  ad- 
ventitious sounds  in  ten  cases  (36  per  cent). 
Measurements  of  chest  expansion  and  vital 
capacity  gave  results  similar  to  those  of  the 
severe  group. 

Forty-five  men  were  classified  as  having  mild 
silicosis.  Their  average  age  and  years  at  the  job 
were  lower  than  that  of  the  severe  or  moderate 
cases  as  seen  from  Table  I,  although  ten  had 
worked  in  the  foundry  for  over  twenty  years. 
Less  than  half  complained  of  dyspnea.  Chest 
pain  was  uncommon.  Frequent  respiratory  in- 
fections and  bronchitis  were  common  (48  per 
cent).  The  majority  (62  per  cent)  complained  of 
cough,  but  in  only  40  per  cent  was  it  productive. 
Hemopytsis  was  noted  in  four  instances  (9  per 
cent).  The  auscultatory  findings  were  similar  to 
those  in  the  other  groups  but  less  frequent  (30  per 
cent).  Chest  expansion  was  somewhat  reduced, 
but  the  average  vital  capacity  was  within  normal 
limits. 


Table  I. — Symptoms  and  Findings  in  the  Severe, 
Moderate,  and  Mild  Cases  of  Silicosis 


Severe 

Moderate 

Mild 

(10  Cases) 

(28  Cases) 

(45  Cases) 

Average  age 

50 

52 

45 . 7 

Average  years  at  job 

23.8 

22 

14 

Dyspnea 

10 

21 

21 

Chest  pain 
History  of  frequent 

5 

10 

8 

respiratory  infec- 

28 

tions 

8 

18 

Wheezing 

8 

9 

9 

Weight  loss 

3 

4 

3 

Cough 

10 

20 

28 

Sputum 

Hemoptysis 

9 

18 

18 

4 

4 

4 

Decreased  breath 

sounds 

3 

5 

7 

Hales  and  wheezes 
Average  chest  expan- 

3 

5 

6 

1.6 

sion  (inches) 

1.05 

1.1 

Average  vital  capac- 
ity (liters) 

3.3 

3.4 

4.1 

Fig.  2.  Extensive  emphysema,  fibrosis,  and 
bronchiectasis  in  a fifty-four-year-old  man  employed 
in  a foundry  for  thirty-three  years. 

Typical  x-ray  changes  in  each  of  these  groups 
are  shown  in  Figs.  1 to  4 with  explanatory 
legends. 

An  unexpected  finding  was  the  fact  that  no  ap- 
parent cases  of  tuberculosis  were  seen.  There  were 
a few  films  showing  nodular  infiltration  in  the 
apices  appearing  as  part  of  the  silicotic  infiltra- 
tion, where  the  diagnosis  of  tuberculosis  could 
not  be  excluded  with  certainty.  This  is  somewhat 
surprising  in  view  of  the  general  opinion  that 
silicosis  commonly  predisposes  to  tuberculosis. 
The  original  relationship  between  the  two  dis- 
eases was  formulated  at  a time  when  the  inci- 
dence of  tuberculosis  was  much  higher  than  it 
is  at  present  and  when  the  economic  and  housing 
conditions  of  people  in  the  dusty  occupations  was  , 
considerably  worse.  The  tuberculosis  death  rate  ; 
in  the  United  States  has  dropped  from  125  per 
100,000  population  in  1919  to  33  in  1947.  In  the 
city  where  this  study  was  done  the  most  recent 
tuberculosis  mortality  figure  (1947)  was  only  | 
17.8.  The  reason  for  this  unusually  low  rate  is 
not  apparent,  but  it  may  have  some  bearing  on  | 
the  absence  of  pulmonary  tuberculosis  in  this  << 
group. 


Comment 


The  finding  of  a total  incidence  of  12.8  per  cent 
of  silicosis  in  any  industry  or  segment  of  it  would 
seem  to  be  sufficiently  high  to  call  for  remedial 
efforts.  This  does  not  take  into  account  the  high 
incidence  of  pneumonia  and  other  respiratory 
diseases  with  which  this  study  was  not  primarily 
concerned.  There  are  no  dust  counts  available 
for  this  foundry,  but  the  presence  of  the  cases 
mentioned  above  should  be  considered  valid 
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Fig.  3.  Moderate  silicosis  in  a foundry  worker, 
age  fifty-two,  employed  for  twenty-nine  years. 
Note  hilar  involvement  with  large  round  masses 
(“pawnbroker’s  sign”). 

evidence  that  the  density  of  dust  is  above  the 
limits  of  safety.  The  health  hazard,  in  the  view  of 
McConnell  and  Fehnel,  occurs  mainly  from  three 
foundry  operations:  sand  conditioning  and  con- 
veying, shake-out  operations,  and  cleaning  opera- 
tions.3 They  recommend  that  these  procedures 
be  carried  out  in  a separate  department  away 
from  the  foundry  proper  and  that  the  sand  con- 
veyors be  completely  enclosed.  Where  small 
castings  are  made,  the  shake-out  should  be  done 
over  a grate  attached  to  an  exhaust  or  in  a 
separate  room.  If  this  operation  were  begun  at 
the  end  of  a working  period,  less  workers  would  be 
exposed,  and  enough  time  would  elapse  for  dust 
to  settle  before  the  next  working  day  was  begun. 
Lanza  who  has  contributed  much  to  the  knowl- 
edge of  silicosis  states  that  prevention  of  these 
dust  diseases  is  entirely  possible.6  “Engineering 
skill  and  methods  can  be  applied  to  control  or  re- 
move the  dust  at  its  source.  This  is  often  expen- 
sive but  so  is  the  provision  of  safe  drinking  water.” 
The  New  York  State  Workmen’s  Compensa- 
tion Law  provides  that  compensation  is  payable 
for  total  disability  due  to  silicosis  but  not  for 
partial  disability.  This  has  worked  a hardship  in 
many  instances  on  individuals  in  the  dusty  indus- 
tries. However,  the  most  important  initial  step 
in  solving  the  problem  would  seem  to  be  rigorous 
enforcement  of  safety  laws.  The  Division  of  In- 
dustrial Hygiene  and  Safety  Standards  of  the  New 
York  State  Labor  Department  is  charged  with  the 
responsibility  of  inspection  of  industrial  plants. 
With  a total  staff  of  only  41  people,  it  is  obvious 
that  periodic  inspection  of  the  many  thousands  of 
plants  of  various  sorts  (including  foundries)  where 
industrial  hazards  exist  is  impossible.7  Consider- 


Fig.  4.  Minimal  lung  changes  (and  symptomatol- 
ogy) in  a sixty-year-old  foundry  worker  with  twenty- 
seven  years  of  exposure  to  foundry  dust. 

able  expansion  of  this  department  is  urgently 
needed.  This  would  offer  an  excellent  oppor- 
tunity for  good  preventive  medicine  and  along 
with  the  important  health  benefits  to  employes 
would  probably  result  in  financial  savings  to  in- 
dustry over  a long-term  period. 

Summary 

A survey  of  641  employes  of  an  iron  foundry  re- 
vealed 83  cases  of  silicosis  of  which  ten  were 
classified  as  severe,  28  as  moderate,  and  45  as 
mild.  The  percentage  incidence  of  each  of  these 
groups  was  1.5,  4.3,  and  7 per  cent  respectively. 
Although  the  rate  is  not  so  high  as  in  certain 
other  industries,  it  represents  a serious  industrial 
hazard.  It  is  probable  that  preventive  measures 
could  reduce  greatly  the  incidence  of  this  disease 
in  foundries.  The  State  should  provide  the 
impetus  for  such  measures  by  stricter  regulation 
and  inspection  of  industrial  plants  and  by  con- 
siderable enlargement  of  the  department  which  is 
charged  with  this  problem. 

Routine  surveys  for  dust  diseases  should  be 
made  annually  in  foundries  so  that  silicosis  may 
be  discovered  before  it  is  far  advanced.  Changes 
in  the  present  compensation  laws  relating  to 
silicosis  should  be  considered,  making  partial 
disability  compensable  to  the  point  where  the 
disabled  employes  may  seek  another  occupation 
without  great  economic  hardship. 

There  is  no  clear-cut  relationship  between  x-ray 
findings  and  disability.  The  disability  is  a func- 
tional one  depending  not  merely  on  fibrotic 
changes  in  the  lungs,  but  on  emphysema,  brori- 
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chiectasis,  secondary  infection,  and  distortion  of 
the  pulmonary  vascular  bed.  Measurements  of 
the  ventilatory  and  diffusion  factors  of  respira- 
tory physiology  are  still  too  complicated,  expen- 
sive, and  unreliable  for  use  in  mass  surveys,  al- 
though progress  is  being  made  by  different 
workers  in  this  field. 

The  absence  of  any  diagnosable  cases  of  pul- 
monary tuberculosis  among  the  641  employes 
studied  is  interesting.  It  may  be  related  to  the 
drop  in  the  tuberculosis  rate  in  the  nation  and  in 
this  community  in  particular.  This  finding  lends 
support  to  the  belief  that  tuberculosis  is  related 
less  to  a specific  occupation  than  to  economic 


factors,  public  health  measures,  and  the  oppor- 
tunities for  contact. 

105  East  73rd  Street 
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A SIMPLE  TECHNIC  FOR  SUPRASCAPULAR  NERVE  BLOCK 

Louis  W.  Granirer,  M.D.,  F.A.C.P.,  Jamaica,  New  York 
( From  the  Arthritis  Clinic,  Queens  General  Hospital ) 


SUPRASCAPULAR  nerve  block  is  a very  use- 
ful office  measure  for  the  treatment  of  painful 
subdeltoid  bursa,  fibrositis  of  the  shoulder,  or  any 
other  condition  in  the  shoulder  which  is  not  re- 
sponding to  local  therapy. 

The  suprascapular  is  a peripheral  nerve  com- 
posed of  motor,  sensory,  and  sympathetic  ele- 
ments. Its  sensory  components  form  a vital 
pathway  for  pain  fibers  from  the  shoulder  joint 
and  acromioclavicular  joint,  and  the  periarticular 
branches  leave  the  nerve  in  the  supra-  and  infra- 
spinatus fossae.  The  nerve,  therefore,  must  be 
blocked  in  the  lesser  scapular  notch  before  di- 
vision takes  place.1 

The  patient  is  placed  in  the  sitting  position,  the 
hands  resting  on  the  thighs.  A line  is  drawn  ex- 
tending from  the  acromial  tip  along  the  upper 
edge  of  the  spine  of  the  scapula  for  a distance  of  2 
inches  (Fig.  1).  One-half  inch  directly  above  this 
point,  an  analgesic  wheal  is  raised  through  which 
a 3-inch,  22-gauge  needle  is  introduced,  vertical 
to  the  skin  to  make  contact  with  the  supraspina- 
tus  fossae.  Radiating  paresthesias  from  the 
shoulder  and  arm  indicate  contact  with  the 
nerve;  5 to  8 cc.  of  a 2 per  cent  procaine  solution 
is  injected.  Relief  of  pain  and  relaxation  of 
spasm  usually  occurs  in  ten  to  fifteen  minutes, 
and  manipulation  of  the  extremity  can  be  per- 
formed. 

If  the  technic  is  adhered  to,  there  are  no  local 
hazards.  It  requires  no  special  skill.  The 
author  finds  it  one  of  the  most  useful  procedures 
in  the  treatment  of  shoulder  pain,  particularly  in 
the  obese  patient. 

90-36  149th  Street 


Fig.  1.  A line  is  drawn  extending  from  the  acro- 
mial tip  along  the  upper  margin  of  the  scapular  spine 
for  a distance  of  2 inches;  V2  inch  above  this  point 
the  needle  is  introduced. 
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CARCINOMA  OF  THE  EXTRAHEPATIC  BILE  DUCTS 
EXCLUSIVE  OF  THE  PAPILLA  OF  VATER 

George  M.  Saypol,  M.D.,  New  York  City 

{From  the  Department  of  Surgery  of  the  New  York  University  Post-Graduate  Medical  School) 


IN  1949  Saypol  and  Fishman  reported  a case  of 
diffuse  carcinoma  of  the  extrahepatic  bile 
ducts.1  The  patient  was  operated  upon  in  1947 
for  extrahepatic  obstructive  jaundice,  and  chole- 
cystectomy for  stones  was  performed.  It  was 
noted  at  the  time  that  the  common  duct,  while 
patent  and  not  dilated,  resembled  an  artery  in 
consistency,  and  choledochostomy  was  done  in 
the  belief  that  the  patient  had  benign  fibrous 
stenosis.2  The  patient  did  not  improve,  continu- 
ing to  drain  bile  through  her  T-tube  and  around 
it;  she  was  reoperated  upon  six  months  later  to 
rule  out  an  overlooked  common  duct  stone  or  a 
tumor  of  the  papilla  of  Vater.  At  this  time  the 
common  bile  duct  could  not  be  located,  and 
hepaticoduodenostomy  was  performed.  Five 
weeks  later,  she  expired,  and  at  autopsy  gross 
examination  showed  no  evidence  of  tumor.  How- 
ever, microscopic  sections  revealed  a diffuse  type 
of  carcinoma  of  the  common  bile  and  common 
hepatic  ducts. 

It  was  the  impression  of  the  author  at  the  time 
that  carcinoma  of  the  bile  ducts  exclusive  of  the 
papilla  of  Yater  was  not  uncommon;  for  that  rea- 
son most  cases  of  extrahepatic  obstructive  jaun- 
I dice  subsequently  explored  had  the  benefit  of  im- 
i mediate  cholangiography  and,  more  important, 

I biopsy  of  the  common  duct  or  common  hepatic 
duct  whenever  the  question  of  tumor  arose.  As 
a result,  more  cases  of  this  type  have  been  dis- 
covered, and  it  is  our  aim  to  present  in  this  paper 
a detailed  study  of  four  cases  seen  during  the  past 
year  at  University  Hospital  and  Bellevue  Hospi- 
! tal  (Fourth  Surgical  Division). 

Case  Reports 

Case  1. — W.  St.  T.,  a seventy-two-year-old 
i I white  male,  was  admitted  on  May  5,  1949,  with  the 
I i following  complaints:  epigastric  discomfort,  nausea 
and  vomiting  for  eleven  months,  loss  of  25  pounds 
in  the  past  four  months,  jaundice,  dark  urine,  and 
light  stool  for  three  months,  pruritus  for  two  months. 

Physical  examination  revealed  a jaundiced  pa- 
tient with  an  enlargement  of  the  right  lobe  of  the 
liver  three  fingers  below'  the  subcostal  margin. 

Laboratory  findings  wrere  as  follows:  urine  posi- 
tive for  bile;  urobilinogen— 2 specimens,  1 positive 
in  1:20  dilution,  1 positive  in  1:5  dilution;  ery thro- 
wn)- I eytes,  3,830,000;  hemoglobin  11.7  Gm.;  leukocytes 
spirt  I 5,450;  neutrophils  70  per  cent;  icterus  index  53 
point  | units;  alkaline  phosphatase  22.6  Bodansky  units; 
cephalin-cholesterol  flocculation  0 in  forty-eight 
hours;  total  serum  cholesterol  292  mg.  per  cent; 

As*  I 


serum  cholesterol  esters  117  mg.  per  cent;  total 
serum  protein  7.6  Gm.  per  cent;  serum  albumin 
4.1  Gm.  per  cent;  serum  globulin  3.5  Gm.  per  cent; 
serum  amylase  1.6  mg.  per  cc.  Gastrointestinal 
roentgenograms  revealed  no  abnormality  of  the 
duodenal  cap.  A diagnosis  of  extrahepatic  ob- 
structive jaundice  was  made  and  operation  recom- 
mended. The  patient  refused  surgery  and  left  the 
hospital  on  May  18,  1949. 

On  June  8,  1949,  he  was  readmitted  to  the  hospi- 
tal at  which  time  the  following  laboratory  data  w'ere 
obtained:  icterus  index  100  units;  total  serum 

cholesterol  334  mg.  per  cent;  serum  cholesterol  esters 
67.6  mg.  per  cent;  prothrombin  time  16.7  (un- 
diluted), 21.8  (diluted). 

On  June  17,  1949,  operation  was  performed  with 
the  following  findings:  The  hepatic  duct  was  com- 
pletely blocked  by  tumor  tissue.  The  gallbladder 
was  not  distended  and  contained  white  bile.  Inci- 
sion wras  made  in  the  common  bile  duct;  by  using 
progressively  larger  probes  the  tumor  tissue  invad- 
ing the  hepatic  duct  was  broken  through,  and  W'hite 
bile  suggesting  hydrohepatosis  was  obtained.  The 
hepatic  duct  and  the  gallbladder  and  cystic  duct 
were  excised,  and  an  hepaticoduodenostomy  over  a 
T tube  was  performed. 

Pathologic  Report. — Macroscopic  Examination: 
The  specimen  received  in  Bouin’s  solution  consists 
of  a gallbladder,  a Y-shaped  flat  piece  of  tissue 
measuring  5 by  0.6  by  0.1  cm.,  a yellow  hard  friable 
clump  of  irregular  tissue  measuring  l1/2  by  0.5  by 
1.5  cm.,  and  a small  irregular  hard  fragment  of  tissue 
measuring  0.5  cm.  in  diameter.  The  gallbladder  is 
soft  and  contracted.  The  wall  is  thickened.  The 
contents  are  green  jelly-like  bile.  No  calculi  are 
seen.  The  Y-shaped  structure  at  one  end  contains 
hard  thick  tissue. 

Microscopic  Examination:  There  is  mild  lympho- 
cytic infiltration  diffusely  in  the  mucosa  of  the  gall- 
bladder. Inflammatory  cells  are  present  focally 
in  the  muscularis.  There  are  lipid  deposits  in  the 
epithelium.  Some  mucin  is  also  present  in  the 
epithelial  cells.  A small  section  of  liver  show’s 
focal  lymphocytic  infiltration  with  bile  plugs  in 
many  canaliculi  but  no  bile  necrosis.  There  is 
much  brown  fragment  in  liver  and  Kupffer  cells, 
There  are  proliferating  bile  ducts  and  proliferation 
of  fibrous  tissue  in  the  portal  spaces.  Section  of 
lymph  node  reveals  the  node  to  have  a normal 
architecture  with  no  evidence  of  tumor.  Germinal 
centers  are  large.  Sections  through  the  common 
and  hepatic  ducts  show  the  ducts  to  be  thickened 
with  moderate  chronic  inflammatory  reaction. 
There  are  several  clusters  of  glands  which  are 
lined  by  pale,  blue-staining  columnar  epithelium. 
The  cells  are  regular  wdth  pale,  oval,  large  nuclei. 
Some  ducts  are  lined  by  cuboidal  cells  which  are 
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longer  in  the  parallel  axis  than  in  the  perpendicular 
axis  and  resemble  regeneration  of  ductal  epithelium. 
The  hepatic  capsule  shows  marked  thickening  with 
fibroblastic  proliferation,  lymphocytic  infiltration, 
and  copious  invasion  by  sheets  and  cords  of  hy- 
perchromatic  anaplastic  polyhedral  and  columnar 
epithelial  cells  which  sometimes  form  ducts.  Sec- 
tion from  common  duct  shows  fibrofatty  tissue 
which  is  invaded  by  fairly  well-differentiated  ducts 
and  glands  of  columnar  epithelial  cells  which  in 
places  have  undergone  a mucinous  degeneration. 

Diagnosis:  Adenocarcinoma  in  wall  of  bile  duct 
secondary  to  adenocarcinoma  of  undetermined 
origin. 

Postoperative  Course.— Temperature  ranged 
between  98.0  and  101.0  F.  Patient  drained  about 
50  cc.  of  bile  on  the  first  day,  and  on  the  second  day 
he  expired. 

Case  2. — T.  T.,  a seventy-one-year-old  Negro 
male,  was  admitted  on  July  19,  1949,  with  the  fol- 
lowing complaints:  loss  of  8 pounds  in  the  past  six 
weeks,  gripping  intermittent  pain  in  the  right  upper 
quadrant  of  the  abdomen,  as  well  as  dull  continuous 
pain  in  the  upper  abdomen  of  two  weeks  duration 
associated  with  vomiting  on  three  occasions,  jaun- 
dice of  three  days  duration,  dark  urine  and  light 
stool  of  two  days  duration. 

Examination  revealed  a jaundiced  patient  with  a 
liver  enlarged  four  fingers  below  the  right  subcostal 
margin  and  a palpable  nontender  mass  in  the  right 
upper  quadrant  suggesting  the  gallbladder. 

Laboratory  findings  were  as  follows:  urine  posi- 
tive for  bile,  2 plus  albumin;  urobilinogen — 3 
specimens,  1 positive  in  1:20  dilution,  1 positive  in 
1:1  dilution,  and  1 positive  in  1:5  dilution;  eryth- 
rocytes 4,800,000;  hemoglobin  14  Gm.;  leukocytes 
9,000;  neutrophils  68  per  cent;  icterus  index  120 
units;  alkaline  phosphatase  22.6  Bodansky  units; 
cephalin-cholesterol  flocculation  1 plus  in  forty- 
eight  hours;  total  serum  cholesterol  310  mg.  per 
cent;  serum  cholesterol  esters  50  mg.  per  cent; 
total  serum  protein  6.5  Gm.  per  cent;  serum  albu- 
min 3.3  Gm.  per  cent;  serum  globulin  3.2  Gm.  per 
cent;  nonprotein  nitrogen  67  mg.  per  cent,  41  mg. 
per  cent  (two  days  later);  stool — 3 specimens,  1 
positive  for  bile,  1 negative  for  bile,  1 negative  for 
bile;  prothrombin  time  17.5  (undiluted),  21.8 
(diluted).  A scout  film  of  the  abdomen  revealed  en- 
largement of  the  right  lobe  of  the  liver.  Patient’s 
temperature  ranged  between  99.0  and  102.0  F. 

Operation  was  performed  on  July  28,  1949,  with 
the  following  findings:  The  gallbladder  was 

markedly  distended  and  tense,  but  its  wall  was  ap- 
parently normal.  The  transverse  colon  was  ad- 
herent to  the  ampulla  of  the  gallbladder  with 
fibrinous  adhesions  which  were  easily  separated. 
There  were  large,  hard,  lymph  nodes  along  the 
length  of  the  common  duct.  There  were  several 
enlarged  nodes  behind  the  head  of  the  pancreas  and 
the  duodenum  and  about  the  superior  mesenteric 
vessels.  The  common  hepatic  duct  from  the  junc- 
tion of  the  cystic  duct  upward  to  the  porta  of  the 
liver  was  firm  in  consistency.  The  gallbladder  was 
aspirated,  and  thin  white  bile  obtained.  There  was 
complete  obstruction  of  the  cystic  duct  at  its  junc- 


tion with  the  common  hepatic  duct.  The  common 
bile  duct  was  opened  just  below  the  cystic  duct  en- 
trance, and  white  bile  was  obtained.  A probe  and 
catheter  easily  passed  distally  in  the  duct  into  the 
duodenum.  Proximally,  the  probe  could  only  be 
introduced  up  to  the  area  of  the  tumor  in  the 
common  hepatic  duct.  The  common  hepatic  duct 
tumor  was  broken  through  and  dilated.  A catheter 
was  inserted  upward  through  the  tumor  area  to 
provide  biliary  decompression.  One  of  the  lymph 
nodes  along  the  common  bile  duct  was  removed  for 
pathologic  examination. 

Pathologic  Report. — Macroscopic  Examination: 
Specimen  received  fresh  consists  of  a lymph  node 
2.5  by  2.5  by  1.8  cm.  cut  longitudinally  and  showing 
a mottled  but  smooth  interior  and  a smooth,  but 
convoluted  capsule. 

Microscopic  Examination:  Section  shows  a 

sclerosed  lymph  node  with  very  extensive  sinusoidal 
reticuloendothelial  proliferation  with  conspicuous 
vacuolization  and  giant  cell  reaction.  There  are 
also  many  eosinophils,  and  the  reticular  endothe- 
lium is  pigmented  with  black  and  brown  granular 
material.  The  lymphoid  follicles  are  diffuse,  small, 
and  inactive. 

Diagnosis:  Chronic  lymphadenitis. 

Postoperative  Course.- — Patient’s  temperature 
ranged  between  99.0  and  102.0  F.  for  the  first  three 
days.  He  became  progressively  weaker,  draining 
100  cc.  of  bile  each  day  through  his  catheter  until 
August  10,  1949,  when  he  expired.  No  autopsy  was 
performed. 
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Case  3. — B.  L.,  an  eighty-two-year-old  white 
male,  was  admitted  October  18,  1949,  with  the  fol- 
lowing complaints:  generalized  abdominal  and 

right  upper  quadrant  pain  of  two  years  duration, 
pruritus,  and  loss  of  30  pounds  during  the  past  six 
months.  For  an  unknown  period,  urine  had  been 
“red,”  and  the  stool  had  been  “white.” 

Examination  revealed  an  emaciated,  jaundiced 
patient  with  scratch  marks  over  the  body,  and  a 
firm  liver  four  fingers  below  the  right  subcostal 
margin. 

Laboratory  findings  were  as  follows:  urine  posi- 
tive for  bile;  urobilinogen  positive  in  1:5  dilution; 
erythrocytes  4,460,000;  hemoglobin  13.0  Gm.; 
leukocytes  9,000;  neutrophils  70  per  cent;  erythro- 
cyte sedimentation  rate  40  mm.  per  sixty  minutes; 
icterus  index  180  units;  alkaline  phosphatase  21.2 
Bodansky  units;  acid  phosphatase  25.9  units 
cephalin-cholesterol  flocculation  3 plus  in  twenty- 
four  hours,  4 plus  in  forty-eight  hours;  total  serum 
protein  5.93  Gm.  per  cent;  serum  albumin  3.18  Gm. 
per  cent;  serum  globulin  2.75  Gm.  per  cent;  serum 
amylase  1.68  mg.  per  cc.;  serum  lipase  normal: 
stool  4 plus  for  blood  (guaiac).  Gastrointestinal 
roentgenograms  showed  no  duodenal  abnormality. 
Because  of  the  elevated  acid  phosphatase,  roent- 
genograms of  the  lower  thoracic  and  lumbosacra 
spine,  pelvis,  and  lower  extremities  were  taken  for 
metastases.  These  were  negative.  A liver  aspira- 
tion biopsy  on  October  21,  1949,  was  reported  “bil< 
stasis.” 

A diagnosis  of  extrahepatic  obstructive  jaundice 
was  made  and  operation  performed  on  November  4 j 
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1949,  with  the  following  findings:  The  gallbladder 
was  collapsed,  and  the  common  bile  duct  was  not 
dilated.  A hard,  firm  mass  was  felt  in  the  common 
hepatic  duct  which  proved  to  be  tumor.  There  were 
no  metastatic  nodules  in  the  liver.  The  common 
bile  duct  was  opened.  Attempts  to  probe  the  right 
and  left  hepatic  ducts  were  unsuccessful  because  the 
tumor  mass  involved  the  entire  lumen  of  these  ducts 
just  at  their  junction  with  the  common  hepatic 
duct.  The  incision  in  the  common  duct  was  ex- 
tended proximally  and  a biopsy  taken  from  the 
common  hepatic  duct.  Attempts  at  mobilization 
of  the  common  duct  to  excise  the  tumor  mass  were 
unsuccessful.  A forceps  was  forced  through  the 
tumor  mass  in  the  duct  and  a catheter  was  inserted 
toward  the  liver.  The  gallbladder  was  removed. 

Pathologic  Examination. — Macroscopic  Ex- 
amination: Specimens  received  fixed  in  Bouin’s  solu- 
tion are  two.  The  first  consists  of  five  small  bits  of 
ill-defined  tissue  measuring  in  aggregate  0.4  by  0.3 
by  0.1  cm.  and  said  to  be  from  the  anterior  wall  of 
the  common  bile  duct.  The  second  specimen  con- 
sists of  a gallbladder,  5.0  by  3.0  by  2.5  cm.,  with  a 
smooth  serosa,  0.2-cm.  wall,  and  uniform  mucosa 
but  no  stones. 

Microscopic  Examination:  Sections  show  a gall- 
bladder whose  mucosa  is  closely  adherent  to  the 
underlying  connective  tissue  but  is  frequently  in 
fragments.  There  is  a mild  diffuse  to  scattered 
i cellular  infiltration  of  lymphocytes  and  occasional 
mononuclears  throughout.  There  are  occasional 
arborizing  papillary  processes  and  Aschoff-Rokitan- 
sky  sinuses.  The  wall  is  thin.  Light  brown  pig- 
ment is  scattered  in  small  focal  areas  of  the  mucosa 
and  attached  to  connective  tissue. 

Other  sections  show  connective  tissue  stroma  with 
multiple  alveolar  gland  formations.  Occasionally 
these  cuboidal  cells  comprising  the  gland  are  large 
and  contain  vesiculated  nuclei  with  eccentrically 
located  nucleoli  and  scant  cytoplasm.  Scattered 
signet  cells  are  seen.  There  are  infiltrations  of 
I columnar  epithelium  cells  which  form  these  signet 
rings  and  glandular  alveoli.  Mucin  carmine  stain 
is  positive  for  mucin  containing  signet  cells. 

Sections  of  lymph  node  show  active  primary  and 
secondary  follicles,  scattered  eosinophils,  large  bands 
! of  connective  tissue  stroma,  and  a thickened  cap- 
, sule.  The  sinusoids  contain  numerous  foam  cells 
and  anthracotic  pigment. 

Diagnosis:  Mucin  producing  carcinoma  (tissue 

said  to  be  from  common  duct);  chronic  chole- 
cystitis, mild. 

Postoperative  Course.— Temperature  ranged 
between  99.0  and  100.0  F.  The  patient  drained 
60  cc.  of  bile  for  the  first  two  days.  On  the  third 
day  he  went  rapidly  downhill  and  died. 

Case  4.— J.  P.,  a seventy-three-year-old  white 
female,  was  admitted  on  January  18,  1950,  because 
t of  vague  epigastric  and  right  upper  quadrant  ab- 
dominal pain  of  six  weeks  duration,  jaundice  and 
itching  of  two  weeks  duration,  and  loss  of  10  pounds 
in  ten  days.  Roentgenograms  of  the  gastroin- 
k testinal  tract  including  the  colon,  done  before  enter- 
ing the  hospital,  were  negative. 

Examination  revealed  a well-developed,  well- 


nourished,  jaundiced  woman.  Abdominal  examina- 
tion was  negative  except  for  a nontender  enlargement 
of  the  right  lobe  of  the  liver  which  could  be  felt  on 
deep  inspiration  two  fingers  below  the  right  sub- 
costal margin.  Temperature  was  98,  pulse  80. 

Laboratory  findings  were  as  follows : erythrocytes 
3,830,000;  hemoglobin  11.4  Gm. ; leukocytes 
7,100;  neutrophils  68  per  cent;  icterus  index  40  units; 
serum  bilirubin  4 mg.  per  cent;  alkaline  phosphatase 
12.0  Bodansky  units;  cephalin-cholesterol  floccula- 
tion 2 plus  in  forty-eight  hours;  thymol  turbidity  2 
units;  total  serum  cholesterol  290  mg.  per  cent; 
serum  cholesterol  esters  198  mg.  per  cent;  total 
serum  proteins  6.20  Gm.  per  cent;  serum  albumin 
4.87  Gm.  per  cent;  serum  globulin  1.33  Gm.  per 
cent.  A diagnosis  of  extrahepatic  obstructive 
jaundice  was  made,  and  on  January  21,  1950,  opera- 
tion was  performed.  The  peritoneal  cavity  con- 
tained light  blood-stained  fluid.  The  gallbladder 
was  moderately  distended,  thickened,  and  con- 
tained many  stones,  both  cholesterol  and  calcium 
bilirubinate,  ranging  from  2 to  10  mm.  in  diameter. 
In  addition,  it  contained  about  30  cc.  of  light  green- 
colored  fluid  suggesting  mucous.  In  the  wall  of  the 
body  of  the  gallbladder,  there  was  an  area  1 cm.  in 
diameter  which  was  suspicious  of  tumor.  The 
common  bile  duct  was  markedly  thickened  and  in- 
durated in  its  entire  length  extending  interiorly  be- 
hind the  duodenum  where  there  were  firm,  large, 
conglomerate,  smooth  masses  suggesting  lymph 
nodes. 

The  gallbladder  was  removed.  Incision  was 
made  in  the  common  bile  duct,  and  it  was  impossible 
to  detect  any  lumen  inferiorly.  Superiorly,  it  was 
almost  completely  occluded,  and  on  using  progressive 
dilatation  of  the  duct  by  means  of  Archibald  probes, 
a free  flow  of  white  bile  was  obtained  from  the  liver. 
A portion  of  the  common  bile  duct  was  taken  for 
biopsy,  and  a number  18  catheter  was  inserted  into 
the  duct  toward  the  liver  and  sutured  in  place. 

Pathologic  Report. — Macroscopic  Examination: 
The  specimen  is  submitted  in  two  parts.  The  first 
is  made  up  of  gallbladder  which  has  been  extensively 
opened  and  incised.  Accompanying  this  specimen 
is  a flattened  mass  of  tissue  and  many  varying  sized 
stones.  The  stones  number  between  50  and  75  and 
vary  from  the  largest  which  measures  2 cm.  in  maxi- 
mum diameter  to  the  smallest  which  are  approxi- 
mately 2 mm.  in  diameter.  The  larger  ones  are 
multifaceted  and  light  to  dark  brown  in  color  while 
the  very  small  ones  are  rounded  and  brownish  black. 
The  gallbladder  mucosa  is  somewhat  thickened  and 
nodular.  It  presents  a light  pinkish-gray  color. 
In  the  fundal  region  there  is  an  irregularly  shaped 
elevated  area  which  measures  2 by  3 cm.  in  maximum 
dimensions  and  presents  a finely  nodular  light 
pinkish-gray  color.  This  area  feels  firm,  and  on  sec- 
tion a mass  involves  the  major  portion  of  the  thick- 
ness of  the  wall  of  the  gallbladder.  It  is  rather 
sharply  demarcated  from  the  surrounding  lighter 
pink  tissues  of  the  wall.  The  cut  surface  of  the 
tumor  presents  a light  gray  appearance  with  flecks 
of  bright  yellow  scattered  through  it.  Elsewhere  the 
wall  feels  moderately  soft  and  varies  from  1 to  3 
mm.  in  thickness.  The  accompanying  flattened 
mass  represents  tissue  removed  from  the  liver  bed 
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Fig.  1.  Section  of  common  bile  duct  showing  in- 
vasion by  adenocarcinoma.  (85  X) 


and  measures  5 by  3 by  0.5  cm.  in  maximum  dimen- 
sions. It  is  firm  and  presents  shaggy  surfaces  on 
each  side  varying  from  light  pinkish-red  to  dark 
brown  in  color.  It  varies  in  thickness  from  2 to  4 

mm. 

The  second  specimen,  labeled  “common  bile  duct,” 
is  a small  irregularly  shaped  fragment  of  moder- 
ately firm,  pinkish-gray  tissue  which  measures  0.5 
by  0.7  by  0.5  cm.  in  maximum  dimensions. 

Microscopic  Examination:  Sections  of  the  tumor 
described  in  the  fundus  of  the  gallbladder  reveal  it 
to  be  made  up  of  varying  sized  bizarre  glandlike 
formations.  The  glands  are  lined  by  atypical 
pleomorphic  epithelial  cells  which  possess  rather 
large  darkly  staining  nuclei.  Occasionally  cyto- 
plasmic vacuoles  are  encountered.  Some  of  the 
glands  are  large  and  filled  with  granular  debris. 
The  tumor  involves  mucosa  widely,  extends  through 
the  wall  of  the  gallbladder  extensively,  and  in- 
volves the  subserosal  and  serosal  layers  of  the  viscus. 
Frequently  glands  or  tumor  clumps  are  noted  in 
vascular  channels,  almost  surely  lymphatics.  Sec- 
tions taken  elsewhere  in  the  gallbladder  wall  show 
tumor  clusters  scattered  in  the  wall  at  rather  fre- 
quent intervals  and  often  these  appear  to  be  in 
lymphatic  channels.  A section  of  the  flattened  mass 
described  shows  it  to  be  made  up  of  moderately 
dense  collagenous  connective  tissue,  and  again 
scattered  throughout  are  tumor  groups  often  lying 
in  lymphatic  channels.  Elsewhere  in  the  gallblad- 
der wall  there  is  seen  a mild  chronic  inflammatory 
reaction  characterized  by  focal  accumulations  of 
mononuclear  cells.  A section  of  the  second  speci- 
men labeled  “common  bile  duct”  shows  extensive 
tumor  involvement  particularly  marked  along  one 
margin  of  the  specimen  which  presumably  repre- 
sents the  inner  lining  of  the  duct  (Fig.  1). 

Diagnosis:  Adenocarcinoma  in  gallbladder  fol- 

lowing carcinoma  of  undetermined  origin.  Adeno- 
carcinoma in  common  bile  duct  following  carcinoma 
of  undetermined  origin.  Chronic  cholecystitis. 
Cholelithiasis  calculi  in  gallbladder.  The  histology 
of  the  tumor  is  compatible  with  a primary  adeno- 
carcinoma of  the  gallbladder,  of  the  common  bile 


Fig.  2.  Delayed  cholangiogram  showing  undi-  1 
lated  intrahepatic  ducts  with  a streak  of  Diodrast  in 
the  inferior  portion  of  the  common  bile  duct. 


duct,  of  the  pancreas  or  of  the  duodenum  as  well  as 
other  neighboring  related  structures.  It  would  be 
difficult,  therefore,  to  make  an  unequivocal  diagno- 
sis as  to  the  primary  origin,  and  I hesitate  to  call 
either  one  of  the  submitted  specimens  the  secondary 
tumor. 

Culture  of  the  bile  was  negative. 

Postoperative  Course. — For  the  first  five  days 
the  patient’s  temperature  ranged  between  99.0  and 
101.0  F.  The  bile  output  through  the  catheter  dur- 
ing this  time  was  between  200  and  300  cc.  a day. 
On  the  seventh  day  a cholangiogram  revealed  un- 
dilated, intrahepatic  bile  ducts  and  a streak  of  dye 
in  the  lower  end  of  the  common  bile  duct  (Fig.  2). 
One  day  following  cholangiography,  the  patient  de- 
veloped a spiking  temperature  which  ranged  be- 
tween 99.0  and  105.0  F.  for  the  next  five  days. 
Chloromycetin  (250  mg.  four  times  a day)  was  given, 
and  for  the  next  three  days  the  temperature  range 
was  between  99.0  and  103.0  F.  During  the  second 
week  of  her  postoperative  course  and  on  discharge, 
the  patient  drained  bile  around  the  catheter  as  well 
as  through  it  so  that  the  output  through  the  catheter 
was  no  more  than  100  cc.  a day.  On  the  fifteenth 
postoperative  day  she  was  discharged  from  the 
hospital.  Medication  at  this  time  consisted  of 
multivitamins,  bile  salts,  and  calcium  gluconate. 

At  present,  three  months  postoperative]}",  she  has 
ceased  draining  bile  and  is  more  jaundiced,  pre- 
sumably the  result  of  progression  of  the  tumor. 


Comment 

In  cases  1,  3,  and  4 there  was  pathologic  con- 
firmation of  carcinoma  based  on  sections  of  in- 
volved bile  duct  removed  for  microscopic  exam- 
ination. In  Case  2,  where  only  an  enlarged 
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lymph  node  was  excised,  this  proved  to  be  free 
of  tumor  invasion.  In  Cases  1 and  3,  adjacent 
lymph  nodes  were  also  negative  for  tumor  inva- 
sion. One  should  not  rely  on  lymph  nodes  alone 
for  pathologic  diagnosis. 

The  complexities  of  diagnosis  of  carcinoma  of 
the  bile  ducts  is  attested  to  by  the  commonly 
used  phraseology  of  different  pathologists: 
“Specimen  stated  to  be  from  bile  duct  reveals  . . .” 
Excepting  the  few  cases  which  are  resectable,  the 
pathologist  is  guided  only  by  a small  segment  of 
duct  in  which  no  semblance  of  normal  duct  tissue 
remains. 

Although  only  Case  4 survived  operation,  ob- 
taining temporary  decompression  of  bile  ob- 
struction with  relief  of  jaundice,  and  although 
only  Case  1 was  resectable,  attempts  to  relieve 
patients  with  this  seemingly  futile  condition 
should  continue.  Carter  is  reporting  a case 
from  the  University  Hospital  alive  and  well  three 
years  following  resection  of  carcinoma  of  the 
common  bile  duct.3’* 


* This  patient  subsequently  developed  a recurrence  of  car- 
cinoma at  the  anastomatic  site.  Partial  pancreatoduodenec- 
tomy was  performed  by  the  author.  The  patient  succumbed 
shortly  after  the  operation  from  shock. 


Thorough  surgery  for  this  condition  should  in- 
clude biopsy  with  frozen  section  if  indicated,  ef- 
forts to  resect  the  tumor  with  biliary-intestinal 
anastomoses,  and,  at  least,  breaking  through 
tumor  tissue  to  establish  drainage  for  relief  of 
jaundice. 

Summary 

1.  Four  cases  of  carcinoma  of  the  extrahepa- 
tic  bile  ducts  exclusive  of  the  papilla  of  Vater 
among  90  patients  having  biliary  tract  surgery 
in  one  year  are  reported. 

2.  The  difficulty  of  proving  the  diagnosis  due 
to  hesitancy  in  removing  specimens  for  pathologic 
examination  is  stressed. 

3.  Increasing  awareness  of  the  condition  with 
more  thorough  attempts  to  prove  the  diagnosis 
should  reveal  carcinoma  of  the  bile  ducts  to  be 
more  common  than  is  at  present  suspected. 

103  East  86th  Street 
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A COMPARATIVE  STUDY  OF  ORAL  TERRAMYCIN  AND 
AUREOMYCIN  THERAPY  OF  GONORRHEA  IN  MALES 


Malcolm  S.  Beinfield,  M.D.,  Louis  T.  Wright,  M.D.,  Frank  R.  DeLuca,  M.D., 
Milton  Marmell,  M.A.,  William  I.  Metzger,  Ph.D.,  James  C.  Whitaker,  M.D., 
and  Robert  S.  Wilkinson,  M.D.,  New  York  City 

( From  the  Surgical  Service  of  Harlem  Hospital) 


TERRAMYCIN,  a new  and  important  anti- 
biotic, was  discovered  recently  by  Finlay 
and  associates.1  Welch  and  coworkers  made  a 
comparative  study  of  terramycin  and  aureo- 
mycin  as  to  antibacterial  spectrum,  serum  con- 
centration, and  urinary  excretions,  and  they 
found  that  the  antimicrobial  activity  of  terra- 
mycin was  similar  in  many  respects  to  that  of 
aureomycin.2  King  et  al.  found  assayable 
amounts  of  terramycin  in  the  blood  and  urine  of 
patients  within  one  hour  after  oral  ingestion  of 
750  mg.3  Hendricks  and  associates  reported  the 
cure  of  gonorrhea  with  the  oral  administration  of 
terramycin  to  73  male  patients  with  acute  gono- 
coccal urethritis:  100  per  cent  cures  were  ob- 

tained in  15  patients  where  the  dose  was  1 Gm. 
every  six  hours  for  two  doses.4 

Collins  et  al.  found  that  “Concentrations  of 
aureomycin,  well  in  excess  of  the  largest  amounts 
required  to  inhibit  any  of  the  strains  of  gonococci 
tested,  are  present  in  the  urine  of  normal  adults 
for  more  than  forty-eight  hours  after  a single 
oral  dose  of  0.5  Gm.,  and  activity  equivalent  to 
64  micrograms  of  aureomycin  per  milliliter  of 
urine  is  present  sixteen  hours  after  ingestion  of 
such  a dose.”5  Collins  and  coworkers  in  a later 
paper  state:  “Aureomycin  hydrochloride  given 
by  mouth  in  total  doses  of  1.0  to  3.5  Gm.  over  a 
period  of  twelve  to  thirty-six  hours  is  an  effective 
cure  for  acute  gonorrhea  in  males.  The  cure 
rates  from  such  treatment,  except  possibly  from 
larger  doses,  are  definitely  inferior  to  those  ob- 
tained from  the  usual  doses  of  intramuscular 
penicillin.”6  Finland  and  associates  treated  66 
males  having  gonococcal  urethritis  with  aureo- 
mycin therapy  and  reported  that  the  over-all 
results  were  satisfactory  in  the  dosage  used  but 
that  they  were  distinctly  inferior  to  those  ob- 
served with  a single  injection  of  300,000  units  of 
penicillin  in  a prolonging  agent.7’8 

Chen  and  coworkers,  as  a result  of  their  inde- 
pendent observations  of  the  use  of  oral  aureo- 
mycin in  gonorrhea,  have  critically  examined  and 
seriously  challenged  the  validity  of  the  evalua- 
tion reported  by  the  Finland  group;  in  fact, 
they  report  a satisfactory  one-day  cure  of  gonor- 
rhea if  1 Gm.  of  aureomycin  is  given  three  times 

Aided  by  a grant  from  the  Harlem  Hospital  Surgical  Re- 
search Fund,  Inc. 


a day.9’10  Robinson  gave  aureomycin  in  one 
single  dose  of  1 Gm.  to  70  male  patients  with 
gonorrhea  and  reported  80  per  cent  cured,  or  14 
failures.11 

The  modern  treatment  of  gonorrhea  is  by 
means  of  the  intramuscular  injection  of  300,000 
units  of  penicillin  in  some  prolonging  agent  which 
is  not  without  certain  dangers  and  which  is 
successful  in  approximately  94  per  cent  of  the 
cases,  as  shown  by  Jacoby  and  associates  in  223 
cases.12  The  routine  at  Harlem  Hospital  is  to 
give  300,000  units  of  penicillin  in  beeswax  intra- 
muscularly on  two  successive  days,  and  the  re- 
sults have  been  95  per  cent  effective.  Cohen 
and  Kornblith  have  reported  on  an  oily  suspension 
of  150,000  units  of  penicillin  containing  epineph- 
rine given  in  100  cases,  with  97  per  cent  cured; 
in  18  patients  given  300,000  units  of  penicillin- 
oil  and  epinephrine  there  were  no  failures.13 
Robinson  used  150,000  units  of  oral  penicillin  in 
75  cases  of  gonorrhea  and  reported  a cure  rate  of 
80  to  86.7  per  cent.14  Jacoby  gave  100,000  units 
of  penicillin  every  four  hours  for  four  doses  and 
reported  a cure  rate  of  82.4  per  cent.15  Mahoney 
and  Thayer  reported  a cure  rate  of  93  to  95  per 
cent  with  intramuscular  injections  of  300,000 
units  of  penicillin  in  some  prolonging  agent.16 

Because  of  the  above  differences  of  opinion  as 
to  the  value  of  antibiotics  and  the  safest  method 
of  treating  acute  gonococcal  urethritis  in  males, 
it  seemed  worth  while  to  undertake  this  study. 
This  report  is  based  on  the  results  of  the  treatment 
of  260  unselected  male  patients  who  had  gono- 
coccal urethritis  as  proved  by  smear  and  culture 
and  who  received  oral  terramycin  and  aureomycin 
(Table  I). 

Method  of  Study 

A smear  and  culture  of  each  patient  was  made. 
On  the  basis  of  a positive  smear  therapy  was 
instituted.  The  initial  dose  of  either  drug  was 
given  in  the  presence  of  one  of  the  investigators, 


TABLE  I. — Summary  of  260  Cases 


Terramycin 

Aureomycin 

Total  number  of  cases 

130 

130 

Number  of  cases  followed 

106 

107 

Number  of  cases  lost  to  follow-up 

24 

23 

Number  of  relapses 

5 

4 

Percentage  of  cures 

95.3 

96.3 

I 

I : 

I i 
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TABLE  II. — Cases  Treated  with  2 Grams  in  Divided 
Doses  of  0.5  Gram  Every  Four  Hours  for  Four  Doses 


Terramycin 

Aureomycin 

Total  number  of  cases 

56 

57 

Number  of  cases  lost  to  follow-up 

12 

9 

Number  of  relapses 

3 

0 

Percentage  of  cures 

93.2 

100 

and  the  remainder  of  the  drug  was  dispensed  to 
be  taken  either  at  four-  or  six-hour  intervals. 
Each  patient  was  requested  to  return  at  the  end 
of  twenty-four  and  forty-eight-hour  periods 
thereafter  until  three  sets  of  smears  and  cultures 
were  obtained.  Prostatic  secretions  were  ex- 
amined in  many  patients  who  no  longer  showed  a 
urethral  discharge. 

Three  dose  schedules  were  evaluated.  Dose 
schedule  1 is  to  be  noted  in  Table  II  which  con- 
sisted of  a total  dose  of  2 Gm.,  0.5  Gm.  adminis- 
tered every  four  hours  for  four  doses.  The  second 
total  daily  dose  schedule  is  noted  in  Table  III. 
In  this  schedule  500  mg.  were  given  initially  at 
about  ten  o’clock  in  the  morning  and  a 250-mg. 
capsule  was  given  at  2 p.m.  and  another  250- 
mg.  capsule  at  6 p.m.  of  the  same  day.  The 
third  total  dose  schedule  is  noted  in  Table  IV,  in 
which  a total  dose  of  1 Gm.  was  given  in  divided 
doses  of  0.5  Gm.  at  six-hour  intervals.  Terra- 
mycin  and  aureomycin  were  used  on  alternate 
days.  At  each  visit  any  alteration  of  sympto- 
matology and  any  evidence  of  drug  toxicity  were 
recorded  by  one  of  the  authors.  The  criterion  of 
cure  was  cessation  of  symptoms  associated  with 
repeated  negative  smears  and  cultures.  All 
patients  who  had  repeated  negative  smears  and 
cultures  returning  fourteen  or  more  days  follow- 
ing their  initial  therapy  with  a recurrence  of  their 
discharge  were  regarded  as  reinfections  rather  than 
treatment  failures.  In  all  instances,  the  patients 
admitted  re-exposure.  Forty-seven  cases  were 
lost  to  follow-up,  and  50  patients  failed  to  return 
for  follow-up  after  having  appeared  once  at  the 
follow-up  clinic. 

In  Table  I the  percentage  cure  with  the  two 
antibiotics  is  noted.*  An  analysis  of  these  is 
shown  in  Tables  II,  III,  and  IV.  The  real  point 
to  be  noted,  however,  is  that  the  percentage  of 
cure  with  oral  terramycin  and  oral  aureomycin  is 
between  95  and  96  per  cent.  The  small  difference 
between  these  two  antibiotics  is  not  of  statistical 
importance  and  indicates  that  their  effectiveness 
is  obviously  equal.  There  were  nine  treatment 
failures  in  the  combined  series  of  163  cases  fol- 
lowed with  at  least  two  sets  of  smears  and  cul- 
tures, which  represents  a cure  rate  of  94.5  per 


* The  terramycin  capsules  used  were  supplied  by  Chas. 
Pfizer  & Co.,  Inc.,  Brooklyn,  New  York.  The  aureomycin 
capsules  used  were  supplied  by  the  Lederle  Laboratories 
Division,  American  Cyanamid  Co.,  Pearl  River,  New  York. 


TABLE  III. — Cases  Treated  with  1 Gram  in  Divided 
Doses  of  500  Milligrams  and  250  Milligrams  Every 
Four  Hours  for  Two  Doses 


Terramycin 

Aureomycin 

Total  number  of  cases 

16 

26 

Number  of  cases  lost  to  follow-up 

4 

7 

Number  of  relapses 

1 

1 

Percentage  of  cures 

91.7 

94.7 

cent.  There  were  five  relapses  in  the  terramycin 
series,  and  three  of  these  occurred  in  patients  re- 
ceiving a total  dose  of  2 Gm.  In  the  group  re- 
ceiving a total  dose  of  1 Gm.  in  equally  divided 
doses  of  0.5  Gm.  each,  there  was  a single  relapse 
in  50  followed  cases,  a cure  rate  of  98  per  cent. 
Of  the  four  relapses  in  the  aureomycin  series,  all 
occurred  following  the  1-Gm.  total  dose.  Of  the 
group  given  two  0.5-Gm.  doses  at  six-hour  inter- 
vals, there  were  three  relapses  in  40  followed 
cases,  which  gave  a cure  rate  of  92.5  per  cent. 
In  213  cases  in  the  combined  series  that  were 
followed  with  at  least  one  smear  and  culture,  in 
only  two  instances  was  there  a failure  to  revert 
the  smear  and  culture  to  negative  in  twenty-four 
hours.  All  but  one  case  failed  to  respond  to  a 
second  course  of  therapy,  and  this  case  proved  re- 
fractory to  both  terramycin  and  aureomycin. 
Seven  patients  in  this  series  of  260  patients  were 
previously  treated  with  either  penicillin  or  sul- 
fonamides prior  to  being  seen  in  our  clinic.  In 
each  instance  the  smears  and  cultures  reverted 
to  negative  following  therapy  with  either  terra- 
mycin or  aureomycin.  The  subsidence  of  the 
discharge  was  not  so  dramatic  as  the  reversal  of 
the  bacteriologic  findings.  A watery  discharge 
usually  persisted  from  two  to  five  days,  but  re- 
peated cultures  failed  to  reveal  the  presence  of 
gonococci. 

In  Table  V the  untoward  reactions  with  terra- 
mycin and  aureomycin  are  noted.  These  reac- 
tions were  minimal.  Some  may  or  may  not 
have  been  due  to  the  drug,  but  it  seems  that 
aureomycin  produces  slightly  more  reactions  than 
terramycin.  However,  in  no  case  were  these 
reactions  sufficient  to  preclude  their  use.  In 
fact,  none  of  the  reactions  was  as  serious  as 
some  that  have  been  produced  by  penicillin  or 
sulfonamides. 

The  fact  that  0.5  Gm.  of  terramycin  and  aureo- 
mycin when  administered  orally  has  given  a 98 
per  cent  cure  as  proved  by  smear  and  culture  in 
one  day  indicates  that  they  are  antibiotics  of 


TABLE  IV. — Cases  Treated  with  1 Gram  in  Divided 
Doses  of  0.5  Gram  Repeated  in  Six  Hours 


Terramycin 

Aureomycin 

Total  number  of  cases 

58 

47 

Number  of  cases  lost  to  follow-up 

8 

7 

Number  of  relapses 

1 

3 

Percentage  of  cures 

98.0 

92.5 

1056 


B El  N FI  ELD  ET  AL. 


[N.  Y.  State  J.  M. 


TABLE  V. — Toxjc  Reactions 


Reaction 

Terramycin 

Aureomycin 

Nausea 

3 

3 

Loose  stools 

7 

14 

Vomiting 

1 

1 

importance  in  the  treatment  of  acute  gonorrheal 
urethritis  in  males.  The  fact  that  the  percentage 
of  cure  achieved  by  these  antibiotics  when  given 
orally  equals,  if  not  surpasses,  the  cure  rate  ob- 
tained by  the  use  of  intramuscular  injections  of 
penicillin  is  worthy  of  the  serious  consideration  of 
those  concerned  with  venereal  diseases  everywhere. 
It  is  our  belief  that  oral  terramycin  and  aureo- 
mycin  are  agents  of  choice  in  the  treatment  of 
gonorrhea.  This  item  is  of  importance  from  a 
military  point  of  view.  No  injection  is  involved 
and  the  simplicity  of  oral  administration  lends 
itself  to  widespread  use.  The  prophylactic  use 
of  these  two  agents  is  beyond  the  scope  of  this 
paper  in  the  prevention  of  gonorrhea. 

Conclusion 

Oral  terramycin  and  aureomycin  produce  a 
rapid  and  permanent  cure  of  acute  gonococcal 
urethritis  in  males.  The  cure  rate  obtained  in  this 
series  is  certainly  as  high  as  that  obtained  with 
intramuscular  injections  of  penicillin.  Because 


of  their  effectiveness,  lack  of  toxicity,  and  ease  of 
administration,  they  may  become  the  agents  of 
choice  in  this  condition. 
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AUREOMYCIN  IN  RELAPSING  FEVER 

Irving  Innerfield,  M.D.,  Nyack,  New  York 


( From  the  Department  of  Medicine,  New  York  Medical  College,  Flower  and  Fifth  Avenue  Hospitals) 


TN  THE  case  to  be  presented,  aureomycin  was  the 
sole  therapeutic  agent  employed  throughout  the 
period  of  illness.  It  proved  highly  effective  in  induc- 
ing both  clinical  and  bacteriologic  remissions. 

Case  Report 

M.  H.,  an  unmarried  woman,  age  twenty-six, 
entered  the  hospital  on  September  3,  1949,  com- 
plaining of  marked  prostration,  arthralgia,  chills, 
and  fever  of  three  days  duration.  The  past  history 
was  interesting  in  that  a diagnosis  of  “heart  mur- 
mur” was  made  at  the  age  of  five,  and  at  the  age  of 
seven  a six-week  period  of  bed  rest  was  prescribed 
for  a bout  of  migrating  polyarthritis  and  fever. 
Following  this  she  maintained  an  excellent  state  of 
health  so  long  as  she  stayed  within  her  limit  of 
exercise  tolerance,  which  remained  somewhat  re- 
stricted. Menses  began  at  the  age  of  eleven  and 
recurred  every  twenty-eight  days  with  slight  dys- 
menorrhea. At  the  age  of  fourteen,  she  had  several 
tevere  nosebleeds  and  repeated  sore  throats.  She 
;ot  along  well  until  1948,  at  which  time  she  had 
evere  frontal  headaches  accompanied  by  profuse 
rostnasal  discharge.  Sinus  x-rays  revealed  frontal 
inusitis  with  bilaterally  hypertrophied  turbinates. 
This  condition  responded  to  aerosol  penicillin  inhala- 
ions. 

From  September,  1948,  until  June,  1949,  she 
ttended  school  in  Charleston,  South  Carolina, 
ome  time  in  December,  1948,  she  became  acutely 
1,  with  prostration,  chills,  high  fever,  and  muscle 
ad  joint  pain  as  the  outstanding  symptoms.  A 
iagnosis  of  influenza  was  made  by  the  school  physi- 
an,  and  treatment  consisted  of  bed  rest,  aspirin, 
id  sulfadiazine.  This  febrile  episode  and  bed  rest 
iriod  lasted  five  weeks.  During  this  illness  she 
icame  anorexic  and  lost  nearly  30  pounds.  Since 
muary,  1949,  she  had  had  no  recurrence  of  fever 
itil  the  time  of  her  present  illness,  although  she  did 
'tice  increased  fatigability  and  some  residual  sore- 
ss  in  several  discrete  muscle  groups,  namely,  the 
Ives  of  both  legs,  both  arms,  and  lower  back. 

The  present  illness  began  very  much  like  that  of 
icember,  1948,  except  that  this  time  she  was  “too 
ak  to  even  sit  up.”  Myalgia,  especially  of  the 
vea  of  the  legs,  was  an  outstanding  symptom.  A 
nperature  of  103.8  F.  was  noted  at  the  time  of 
mission. 

Physical  examination  revealed  the  following  sali- 
J features:  Her  skin  was  rather  flushed.  The 
;rae  were  moderately  injected  and  somewhat  ic- 
ic.  The  tongue  was  coated.  The  pharynx  was 
derately  inflamed.  Examination  of  the  neck 
wed  posterior  cervical  adenopathy  but  no  stiffness. 

, J lungs  were  clear  throughout.  Examination  of 


Fig.  1. 


the  heart  revealed  a regular  sinus  rhythm.  The 
cardiac  apex  was  palpated  in  the  fifth  intercostal 
space  at  the  midclavicular  line  with  a rate  of  110. 
A rough,  rumbling  presystolic  murmur  was  audible 
at  the  apex.  The  heart  had  a mitralized  configura- 
tion to  palpation  with  a definite  thrust  in  the  pul- 
monic area.  P2  was  accentuated,  split,  and  louder 
than  As.  The  liver  was  not  enlarged.  The  spleen 
was  slightly  enlarged  and  tender. 

Both  knee  joints  were  hot,  tender,  red,  and  moder- 
ately swollen.  Kernig’s  sign  was  negative.  Tem- 
perature was  103.8  F.  on  admission,  respiration  24, 
red  blood  cells  4,200,000,  hemoglobin  81  per  cent, 
white  blood  cells  4,600,  polymorphonuclears  63  per 
cent,  lymphocytes  33  per  cent,  sedimentation  rate 
30  mm.  in  one  hour,  urine — albumin  2 plus,  specific 
gravity  1.014,  sugar  negative.  Electrocardiogram 
showed  sinus  tachycardia. 

In  view  of  the  past  history,  which  was  strongly 
suggestive  of  rheumatic  fever,  and  the  present  find- 
ings of  mitral  stenosis,  arthralgia,  and  fever,  a tenta- 
tive diagnosis  was  made  of  acute  rheumatic  fever  in  a 
state  of  active  exacerbation.  In  order  to  rule  out 
subacute  bacterial  endocarditis  or  bacteremia  asso- 
ciated with  other  conditions,  a blood  culture  was 
taken.  This  blood  culture  was  positive  for  Spiro- 
chaeta  borrelia.  Repeat  blood  cultures  and  blood 
smears  gave  identical  results  (Fig.  1).* 

With  these  facts  in  mind,  the  past  history  was  re- 
viewed with  the  patient,  especially  from  the  stand- 

* Confirmed  by  U.S.  Public  Health  Service,  Bethesda, 
Maryland. 
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point  of  possibly  establishing  a history  of  tick  bite 
during  her  recent  stay  in  South  Carolina.  No  such 
history  was  obtained. 

Aureomycin  was  then  administered  in  a dosage  of 
500  mg.  every  six  hours  (Fig.  j.  No  perceptible 
change  in  the  general  condition  was  noted  for  the 
first  three  days.  At  this  time,  the  temperature  sub- 
sided to  100.6  F.  where  it  remained  for  another  six 
days  and  then  returned  to  normal.  On  the  third  day 
of  aureomycin  therapy,  severe  nausea,  vomiting, 
and  diarrhea  became  evident.  No  change  in  drug 
dosage  was  instituted,  however,  until  the  eleventh 
day  of  illness  when  it  was  reduced  to  a dosage  of  250 
mg.  twice  a day.  Concomitantly,  the  nausea  and 
vomiting  disappeared.  Diarrhea  recurred  intermit- 
tently. 

The  patient  stated  that  on  the  third  day  of  aureo- 
mycin therapy,  the  muscular  aches  and  pains,  prob- 
ably her  most  distressing  subjective  complaint, 
had  subsided  considerably.  During  the  lengthy 
subsequent  course  of  observation,  these  troublesome 
symptoms  did  not  recur. 

The  blood  cultures  became  negative  on  the  third 
day  of  treatment. 

Comment 

From  a clinical  standpoint,  the  institution  of 
aureomycin  therapy  in  this  particular  case  produced 
remarkable  symptomatic  improvement  as  early  as 
the  eighteenth  hour  of  treatment.  The  fever  which 
had  been  103.8  F.  on  admission  reached  a level  of 
over  104.5  F.  on  the  second  day  but,  beginning  with 
the  third  day,  subsided  to  a level  of  100  F.  On  the 
tenth  day  the  temperature  was  normal  and  has  con- 
tinued to  remain  so  throughout  the  prolonged  period 
of  observation. 

The  arthritic  and  myalgic  components  of  this 
illness  also  responded  dramatically  to  aureomycin 
therapy.  As  mentioned  above,  the  patient  was  re- 
markably free  from  any  joint  or  muscle  pain,  begin- 
ning with  the  third  day  of  treatment,  with  only  a 
slight  recrudescence  of  mild  muscular  discomfort  on 
the  fourteenth  and  fifteenth  days  of  illness.  The 
spleen,  which  had  been  palpable  on  the  day  of 
admission,  rapidly  regressed  in  size.  One  examiner, 
however,  considered  the  spleen  still  barely  palpable 
on  the  seventeenth  day.  The  sedimentation  rate 
paralleled  the  degree  of  clinical  improvement. 

Negative  blood  cultures  were  obtained  on  the 
third  day  of  treatment.  Several  blood  cultures  were 
subsequently  taken,  17  in  number,  and  they  re- 
mained negative  during  the  fifty-three  days  of 
observation.  Numerous  repeat  blood  cultures  since 
that  time  have  been  entirely  negative.  The  last 
one,  taken  on  April  10,  1950,  remained  negative. 


While  it  would  be  most  instructive  to  compare  the 
several  clinical  features  and  responses  to  aureomy 
therapy  in  this  present  episode  with  those  of  the 
illness  of  December,  1948,  it  should  be  stated  that 
we  have  suggestive  evidence,  but  no  bacteriologic 
proof,  that  this  preceding  illness  was  due  to  thf 
spirochete  of  relapsing  fever.*  Nevertheless,  fron 
an  epidemiologic  standpoint,  there  is  strong  presump 
tive  evidence  that  the  onset  of  this  infestation  coulr 
conceivably  have  occurred  during  the  previous  sta’ 
in  South  Carolina  in  1948.  With  these  facts  i. 
mind  the  following  noteworthy  differences  in  the 
clinical  course  of  both  illnesses  can  be  highlighted: 

1.  The  febrile  period  during  this  present  aureo- 
mycin treated  illness  lasted  for  a few  days,  whereas 
in  the  previous  illness  the  fever  lasted  for  more  than 
five  weeks. 

2.  All  subjective  manifestations  responded  in  e 
truly  spectacular  fashion  following  aureomycin 
therapy  and  were  completely  relieved  after  three 
days.  Previously  similarly  distressing  symptoms 
persisted  for  well  over  four  weeks. 

3.  The  period  of  absolute  bed  rest  during  the 
initial  illness  was  in  excess  of  five  weeks.  During 
her  present  aureomycin  treated  illness,  the  patien: 
became  ambulatory  on  the  ninth  hospital  day. 

4.  In  the  earlier  illness,  anorexia  was  market 
persistent,  and  accompanied  by  a 30-pound  weigl 
loss.  In  this  present  episode,  while  anorexia  was 
outstanding  symptom  initially,  it  had  entirely  c 
appeared  on  the  third  day  of  therapy  with  aureon. 
cin,  and  there  was  no  appreciable  weight  loss  note-, 
throughout  her  hospital  stay. 

Summary 

A case  of  relapsing  fever,  proved  by  repeatedl 
positive  blood  cultures,  is  recorded  in  which  aurec 
mycin  was  the  sole  therapeutic  agent.  A gratifyir 
clinical  response  was  obtained  within  a three-d 
period  as  evidenced  by  striking  symptoms 
improvement  and  subsidence  of  fever.  The  bloou 
cultures  became  negative  for  borrelia  organisms  oi 
the  third  day  of  treatment  and  remained  negativ 
for  a fifty-three-day  observation  period. 

This  is  the  first  report,  to  the  best  of  my  knowledg 
to  appear  in  the  literature  on  the  successful  clinict 
use  of  aureomycin  therapy  in  relapsing  fever. 

The  further  clinical  trial  of  aureomycin  therapy  i’ 
relapsing  fever  is  warranted. 

58  North  Broadway 

* Blood  cultures  were  not  taken  during  illness  in  Soutl 
Carolina. 
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STAPHYLOCOCCUS  AUREUS  MENINGITIS  AND  BACTEREMIA 

Robert  S.  Aaron,  M.D.,  New  York  City 

( From  the  Kings  County  Hospital ) 


CTAPHYLOCOCCUS  meningitis  is  one  of  the  most 
^ infrequent  forms  of  meningitis  encountered,  but 
it  is  also  the  deadliest.  Until  1938  there  were  only 
nine  reported  cases  of  recovery,  48  recoveries 
through  1940,  and  85  reported  cases  with  recovery 
at  the  end  of  1946. 11 2 These  statistics  take  us 
through  the  era  of  the  sulfa  drugs  and  penicillin. 
The  mortality  rate  remains  high.  The  use  of  the 
newer  antibiotics,  such  as  aureomycin,  offers  more 
hope  for  the  future.3  However,  there  have  not  been 
enough  reported  cases  to  evaluate  the  use  of  this 
drug  in  the  treatment  of  staphylococcus  meningitis. 

The  purpose  of  this  paper  is  to  report  a case  of 
Staphylococcus  aureus  (coagulase  positive)  menin- 
gitis and  bacteremia  with  recovery. 


Case  Report 

G.  G.,  a twenty-one-year-old  white  male,  was 
admitted  to  Kings  County  Hospital  on  February  9, 
1950.  He  was  semicomatose  and  could  offer  no 
history.  A brother,  who  accompanied  him  to  the 
hospital,  stated  that  the  patient  had  been  in  good 
health  until  three  days  prior  to  admission.  At 
that  time  he  had  complained  of  a “cold”  with  cough. 
He  had  not  complained  of  headache  and  had  stated 
that  he  had  no  fever.  The  following  day  he  felt  a 
little  warm  but  went  about  his  usual  activities. 
That  evening  he  did  not  feel  well  and  went  to  bed 
early  in  the  evening.  He  remained  in  bed  the  entire 
next  day.  The  night  prior  to  admission  the  patient 
did  not  speak  rationally  and  had  a loose  bowel 
movement.  The  following  day  an  ambulance  was 
called,  and  he  was  taken  to  the  hospital.  There 
was  no  knowledge  of  any  previous  significant  ill- 
ness. 

On  admission  the  temperature  was  104.4  F., 
pulse  125,  blood  pressure  110/60.  The  patient  ap- 
peared acutely  and  critically  ill,  was  dehydrated, 
and  was  extremely  restless.  He  was  difficult  to 
examine  even  after  large  doses  of  paraldehyde.  He 
spoke  clearly  but  irrationally  and  responded  to 
stimuli.  Physical  findings  of  note  included  nor- 
mal pupillary  reactions,  marked  nuchal  rigidity, 
bilateral  positive  Babinski,  absence  of  deep  tendon 
reflexes,  and  good  abdominal  reflexes.  The  lungs 
were  clear,  and  the  heart  was  normal  except  for  a 
tachycardia  at  the  rate  of  125.  Ear,  nose,  and 
throat  and  fundoscopic  examination  revealed  no 
abnormalities.  Black,  dry  stool  was  found  on  rectal 
examination. 

On  admission  the  hemoglobin  was  12.5  Gm.,  the 
white  blood  count  13,000,  polymorphonuclear 
leukocytes  90  per  cent,  band  forms  2 per  cent, 
lymphocytes  8 per  cent.  The  urine  was  normal 
except  for  a trace  of  albumin.  The  spinal  fluid  was 
pale  gray  and  hazy  with  640  cells  per  cu.  mm.,  of 
which  70  per  cent  were  polymorphonuclear  leuko- 
cytes. Cultures  grew  out  hemolytic,  coagulase 
positive  Staph,  aureus  within  twenty-four  hours. 
The  same  organism  grew  on  the  blood  cultures 
made  on  admission. 

He  was  maintained  on  continuous  dextrose  saline 
intravenous  infusion  for  forty-eight  hours.  On  the 
night  of  admission  he  received  3,000,000  units  of 


penicillin,  6 Gm.  of  sulfadiazine  intravenously,  2 
Gm.  of  streptomycin,  and  100  cc.  of  Eschatin.  The 
following  morning  his  condition  was  still  extremely 
poor.  He  was  very  restless,  and  restraints  were 
necessary.  Spinal  fluid  at  this  time  was  grossly 
bloody,  probably  as  a result  of  trauma.  The  pres- 
sure was  100;  100,000  units  of  penicillin  were  given 
intrathecally.  That  day  he  received  80  cc.  of  Escha- 
tin, 4,600,000  units  of  penicillin,  and  a Levine  tube 
was  passed  through  which  2 Gm.  of  sulfadiazine 
every  four  hours  and  1 Gm.  of  aureomycin  every 
six  hours  were  given.  He  also  received  4 Gm.  of 
streptomycin  intramuscularly. 

On  the  third  day  there  was  still  nuchal  rigidity, 
positive  Babinski,  and  absent  abdominal  reflexes. 
However,  he  responded  better  and  answered  to  his 
name.  His  temperature  was  103  F.,  and  the  aureo- 
mycin was  increased  to  2 Gm.  every  six  hours. 
Another  100,000  units  of  penicillin  were  given  intra- 
thecally. 

The  patient  showed  clinical  improvement  except 
for  the  fever  which  spiked  to  103  F.  each  day.  He 
was  fed  via  Levine  tube.  All  spinal  fluid  cultures 
were  negative  except  that  obtained  on  admission. 
On  the  second  day  the  blood  culture  grew  Staph, 
aureus  on  thyoglycollate  only.  All  subsequent 
blood  cultures  were  negative.  Another  100,000 
units  of  penicillin  were  given  intrathecally  on  the 
fourth  hospital  day.  Chest  x-ray  was  normal,  and 
an  electrocardiogram  revealed  only  sinus  tachy- 
cardia. Careful  examination  of  the  ears,  mastoids, 
and  paranasal  sinuses  demonstrated  no  suppurative 
lesion. 

By  the  fifth  hospital  day  the  Levine  tube  was  re- 
moved, and  the  patient  took  food  by  mouth.  How- 
ever, there  was  still  minimal  nuchal  rigidity,  and  the 
temperature  continued  to  spike  to  103  F.  Question- 
ing of  the  patient,  who  was  now  coherent,  failed  to 
reveal  any  significant  clue  as  to  the  source  of  his  in- 
fection. He  had  no  carbuncles  and  did  not  recall 
eating  any  pastries.  Examination  of  stool  speci- 
mens were  negative.  The  repeat  chest  x-ray  was 
normal,  and  sulfadiazine  was  discontinued  on  the 
fifth  hospital  day  because  of  the  results  of  the 
sensitivity  tests  (see  below).  The  temperature 
chart  continued  to  show  daily  spikes;  on  the  eighth 
hospital  day  the  penicillin  was  increased  to  300,000 
units  every  three  hours,  and  he  was  also  placed  on 
300,000  units  of  Duracillin  per  day.  Within  thirty- 
six  hours  his  temperature  was  normal  and  remained 
so  for  the  duration  of  his  hospital  stay.  Aureomy- 
cin and  penicillin  were  continued  to  the  thirteenth 
day. 

Sensitivity  studies  revealed  that  the  organism  was 
sensitive  to  0.13  units  per  cc.  of  penicillin  (control 
organism  sensitive  to  0.03  units  per  cc.),  and  also 
resistant  to  7.5  mg.  per  cc.  of  the  sulfadiazine. 
Unfortunately,  sensitivity  studies  were  not  carried 
out  for  aureomycin  and  streptomycin. 

By  the  tenth  hospital  day  the  temperature  was 
normal,  pulse  72,  and  blood  pressure  130/70. 
There  were  negative  Babinskis,  equal  bilateral  re- 
flexes, and  no  nuchal  rigidity.  A black  area  was 
noted  on  the  tip  of  the  left  thumb.  This  area  of  dry 
gangrene  sloughed  and  healed  completely  prior  to  his 
discharge. 
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A lumbar  puncture  on  the  twelfth  hospital  day  was 
completely  normal.  All  medications  were  discon- 
tinued by  the  fifteenth  hospital  day.  The  patient 
gained  weight  and  continually  improved  until  his 
discharge  from  the  hospital  on  February  28,  1950, 
twenty  days  after  admission.  He  visited  us  at  the 
hospital  two  weeks  after  discharge  and  was  in  ex- 
cellent health  and  back  to  all  his  previous  activities. 

Summary 

1.  A case  of  Staph,  aureus  (coagulase  positive) 
meningitis  and  bacteremia  with  recovery  is  pre- 
sented. 

2.  Three  100,000-unit  doses  of  penicillin  were 
administered  intrathecally  without  complications. 

3.  The  organism  was  extremely  resistant  to 
sulfadiazine. 

4.  It  is  believed  that  all  the  antibiotics  used  in 
this  case  with  the  exception  of  sulfadiazine  (which  was 
discontinued  early  in  the  period  of  therapy)  were  of 
value. 


5.  It  is  obvious  that  it  is  of  great  importance  to 
know  the  sensitivity  of  the  organism  and  the  anti- 
biotic blood  levels  for  adequate  therapy. 

6.  The  use  of  aureomycin  may  substantially  re- 
duce the  mortality  rate  in  staphylococcus  meningi- 
tis. 

7.  A combination  of  several  antibiotics,  including 
aureomycin,  should  be  given  in  full  dosage  at  the 
beginning  of  therapy. 

440  East  20th  Street 


The  author  wishes  to  express  his  gratitude  to  Dr.  William 
Dock  for  his  help  in  the  preparation  of  this  paper. 
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INCARCERATION  OF  THE  PENIS 

Edwin  J.  Adlerman,  M.D.,  New  York  City 
( From,  the  Department  of  Urology,  Morrisania  City  Hospital) 


TNCARCERATION  of  the  penis,  by  foreign  bodies 

externally  applied,  is  an  entity  to  be  regarded 
seriously.  The  outcome  may  often  necessitate  sur- 
gical intervention. 

Treatment  is  removal  of  the  constricting  agent, 
followed  by  application  of  wet  dressings,  administra- 
tion of  antibiotics,  and  supportive  therapy  until  the 
edema  subsides.  However,  the  following  complica- 
tions may  occur,  depending  upon  the  duration  and 
intensity  of  the  constriction  and  whether  or  not 
trauma  and  secondary  infection  are  confined  to  tis- 
sues superficial  to  Buck’s  fascia:  (1)  gangrene  of  the 
segment  distal  to  the  compressing  band,  (2)  urethral 
fistula,  if  the  band  erodes  through  corpus  spongio- 
sum and  urethra,  (3)  urinary  retention  with  vesical, 
ureteral,  and  renal  damage,  (4)  formation  of  a cir- 
cumscribed scar,  following  superficial  slough,  which 
interferes  with  erection,  (5)  residual  lymphedema 
from  damage  to  lymphatic  chains,  (6)  paresthesias, 
hyperesthesias,  and  penile  circulatory  impairment, 
and  (7)  generalized  sepsis.  In  such  cases,  surgical 
repair,  intensive  antibiotic  and  chemotherapy,  and 
sometimes  diversion  of  the  urinary  stream,  are 
necessary. 

In  view  of  the  technical  difficulties  often  inherent 
in  removing  the  constricting  band,  and  the  surgical 
problems  remaining,  the  following  case  report  is  pre- 
sented. 

Case  Report 

H.  S.,  a forty-four-year-old  white  male,  a mechanic 
by  trade,  was  admitted  to  the  Urological  Service  on 
May  13,  1949.  He  stated  that,  while  intoxicated, 
and  as  the  result  of  a wager,  he  had  slipped  a large 
carborundum  steel  ball  bearing  over  the  shaft  of  his 


Fig.  1.  Edematous  penis  with  constricting  ball  > 
bearing  around  shaft  about  3 cm.  distal  to  mons. 
veneris. 

penis  eight  hours  before  but  was  now  unable  to  re- 
move the  bearing. 

Physical  examination  revealed  an  acutely  uncom-  < 
fortable  white  male,  6 feet  in  height,  weighing  208 
pounds,  of  muscular  build,  with  florid  facies.  Tem- 
perature was  98.6  F.,  pulse  70,  respirations  22,  and 
blood  pressure  130/80. 

The  penis  was  approximately  three  times  normal 
length,  measuring  19  cm.,  and  appeared  edematous.! 
ecchymotic,  and  bluish,  distal  to  a constricting  ball 
bearing  around  the  shaft,  3 cm.  distal  to  the  mons 
veneris  (Fig.  1).  This  bearing  was  composed  ol 
two  concentric  steel  rings,  the  solid  inner  joined  tci 
the  fenestrated  outer  by  steel  partitions,  in  betweer 
which  rested  metal  balls  (Fig.  2).  It  was  1.6  cm 
long,  with  an  internal  diameter  of  2.8  cm.  and  at 
external  diameter  of  3.3  cm.  The  greatest  diameter 
of  the  penis  distal  to  the  metal  ring  was  6.8  cm.,  anc 
the  organ  was  soft,  warm,  and  tender  to  palpation 
The  prepuce  was  distinguishable  from  the  glans  witl 
the  meatus  visible.  There  was  no  gangrene  present 
and  viability  seemed  apparent.  Scrotal  content: 
were  normal  to  palpation. 
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Fig.  2.  Bearing  composed  of  two  concentric 
steel  rings,  the  solid  inner  joined  to  the  fenestrated 
outer  by  steel  partitions. 


The  main  problem  was  to  find  an  instrument  to 
remove  the  bearing.  No  suitable  tools  were  avail- 
able in  the  hospital  machine  shop,  since  a hacksaw, 
provided  by  the  Police  Department  Emergency 
Squad,  had  proved  ineffectual  in  tests  on  a piece  of 
carborundum  steel.  A satisfactory  expedient  was 
located  in  the  Dental  Department,  where  a dental 
drill  from  a Ritter  unit  was  procured.  With  a drill 
speed  of  3,000  r.p.m.  and  using  a total  of  49  car- 
borundum Vs-inch  disks,  the  bearing  was  filed 
through  an  area  both  dorsally  and  ventrally,  and  it 
was  removed  in  two  parts.  Narcosis  was  maintained 
by  intermittent  intravenous  injection  of  sodium 
amytal.  A constant  flow  of  water  over  the  working 
area,  to  avoid  overheating  the  underlying  tissue,  was 
supplied  through  the  use  of  bulb  syringes.  Working 
in  three  teams  of  two  men  each,  we  were  able  to 
effect  the  removal  in  four  and  one-half  hours. 

After  removal  of  the  bearing,  edema  increased,  re- 
sulting in  an  S-shaped  deformity  of  the  penis  (Fig.  3). 
The  superficial  tissues  immediately  underlying  the 
bearing  were  macerated  and  exuding  bloody  serum. 
The  patient  was  given  1,500  units  of  tetanus  anti- 
toxin prophylactically,  placed  on  600,000  units  of 
crystalline  penicillin  and  1 Gm.  of  streptomycin  daily 
administered  intramuscularly,  and  prepared  for 
suprapubic  cystostomy.  Together  with  now  exist- 
ing urinary  retention,  the  possibility  of  urinary 
extravasation  into  acutely  inflamed  penile  tissue  was 
imminent. 

Accordingly,  fourteen  hours  after  the  initial  penile 
incarceration,  and  one-half  hour  after  removal  of 
the  constricting  ring,  a suprapubic  cystostomy  was 
performed  under  cyclopropane  anesthesia. 

On  May  15,  1949,  the  first  postoperative  day,  the 
suprapubic  tube  was  draining  well,  and  boric  acid 
soaks  constantly  applied  to  the  penis  were  occasion- 
ing recedence  of  the  edema.  The  blood  urea  nitro- 
gen was  16  mg.  per  cent,  sugar  75  mg.  per  cent,  and 
urine  culture  was  reported  as  Staphylococcus  albus. 
Red  blood  cell  count  was  5,100,000,  hemoglobin  15.9 
Gm.  per  cent,  hematocrit  47,  plasma  protein  7 Gm. 
per  cent,  and  white  cell  count  11,200  per  cu.  mm., 


Fig.  3.  S-shaped  deformity  following  removal  of 
bearing. 


with  83  per  cent  polymorphonuclear  leukocytes  and 
17  per  cent  lymphocytes.  The  Kahn  and  Mazzini 
blood  serologic  tests  were  negative.  The  temperature 
rose  to  99.8  F.  orally  but  became  normal  by  May  16, 
1949,  on  which  date  a paraphimosis  developed;  we 
were  able  to  reduce  this  manually  the  following  day. 

At  this  time  the  penile  edema  was  markedly  de- 
creased, the  S-shaped  deformity  lessened,  and  the 
macerated  area  was  healing  rapidly.  Streptomycin 
was  discontinued  on  May  21,  penicillin  dosage  re- 
duced to  300,000  units  daily,  and  small  doses  of 
sulfadiazine  (1  Gm.)  with  bicarbonate  were  adminis- 
tered daily.  The  patient  was  now  ambulatory,  and 
urinalyses  revealed  no  pathologic  elements. 

On  May  23,  1949,  all  previous  medications  were 
stopped  and  mandelic  acid  therapy  (6  Gm.  daily) 
instituted.  The  penis  had  decreased  almost  to  nor- 
mal size,  and  a soft  rubber  20  French  catheter  passed 
easily  to  the  bladder.  On  May  25,  a metal  Van 
Buren  sound,  size  26  French,  was  also  passed  with  ease. 
Urine  examinations  again  revealed  no  abnormal  con- 
stituents. On  May  28,  1949,  with  the  suprapubic 
tube  clamped,  the  patient  was  able  to  void  well; 
consequently,  the  former  was  removed  the  following 
day.  At  this  time,  a phenolsulfonphthalein  test 
showed  75  per  cent  excretion  of  the  dye  in  two 
hours,  70  per  cent  appearing  in  the  first  hour. 

By  May  31,  the  suprapubic  wound  was  dry  and 
clean.  An  intravenous  urogram  showed  rapid  ap- 
pearance of  the  dye  (Diodrast)  in  both  pelves  with 
normal  pelvicalyceal  and  ureteric  configuration  and 
no  apparent  vesical  deformity. 

Cystoscopy  on  this  date,  under  local  anesthesia 
with  2 per  cent  procaine  solution,  using  a French  20 
McCarthy  panendoscope  and  then  a French  21 
Brown-Buerger  concave  cystoscope,  revealed  a blad- 
der of  good  capacity  with  a normal,  pale,  orange- 
colored  mucosa  throughout.  There  were  no  signs  of 
ulceration,  diverticulum,  calculus,  or  distortion. 
The  cystostomy  scar  was  noted  at  the  dome.  At  the 
vesical  neck  were  seen  small  lateral  prostatic  lobes. 
The  ureteral  orifices  were  normal  in  size,  shape,  and 
position,  with  a clear  efflux  from  each.  The  pos- 
terior urethra  was  not  elongated  with  a normal 
appearing  verumontanum  present.  No  ulcerations, 
strictures,  or  signs  of  fistula  were  seen  in  the  previously 
compressed  and  traumatized  areas  over  the  anterior 
urethra. 

The  patient  was  discharged  on  June  1,  1949,  with 
a healed  suprapubic  scar,  normal-appearing  penis, 
and  voiding  normally.  Despite  advice,  he  failed  to 
appear  at  the  follow-up  clinic  one  week  later. 
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ANGIOMA  OF  THE  MESENTERY 

Leonard  K.  Stalker,  M.D.,  Rochester,  New  York 
( From  the  Department  of  Surgery,  Highland  Hospital ) 


A NGIOMATOUS  tumors  of  the  mesentery  are 
exceptionally  rare.  Horning  and  Gilje  re- 
ported three  cases.1  The  subject  has  been  men- 
tioned by  others  in  a discussion  of  mesenteric  cysts, 
but  rarely  have  specific  cases  been  described.  When 
they  do  occur,  they  may  present  no  symptoms,  but, 
on  the  other  hand,  when  symptoms  are  present,  they 
may  be  vague:  constant  abdominal  pain,  visible  or 
palpable  tumors,  symptoms  of  obstruction,  or  evi- 
dence of  blood  loss.  A case  in  which  most  of  these 
symptoms  were  present  was  recently  observed  and 
is  reported  below. 


Case  Report 

The  patient,  a woman,  aged  thirty-two  years,  was 
referred  to  me  because  of  lower  abdominal  pain  of 
two  weeks  duration.  She  stated  that  a sudden, 
severe,  lower  abdominal  stabbing  pain  had  occurred 
two  weeks  previous  to  admission  while  lifting  a 
bucket  of  ashes.  This  was  so  severe  that  she  was 
confined  to  bed.  There  was  no  vomiting,  but  she 
was  persistently  nauseated.  The  abdomen  became 
distended  and  exquisitely  tender  throughout  the 
lower  half.  The  tenderness  was  more  marked  on 
the  right.  She  had  had  difficulty  in  getting  her 
urine  to  start,  but  there  had  been  no  other  urinary 
difficulty.  There  was  no  association  of  this  pain 
with  her  menstrual  periods  which  had  always  been 
somewhat  irregular.  She  had  two  children,  aged 
three  and  six.  Twenty-three  years  ago  she  had  an 
appendectomy  performed  for  a perforated  appendix 
with  peritonitis.  The  abdominal  pain  gradually 
subsided  with  rest  in  bed,  and  at  the  end  of  one 
week  she  was  able  to  be  up  and  around  but  with 
some  difficulty.  There  was  a recurrence  of  the 
severe  pain  some  three  days  later,  and  it  had  in- 
creased in  severity  until  the  time  of  her  admission. 

At  the  time  of  examination  it  was  almost  impos- 
sible for  the  patient  to  lie  down  on  the  examining 
table  because  of  the  abdominal  pain.  She  was  66 
inches  tall  and  weighed  130  pounds;  her  blood  pres- 
sure measured  1 1 0 /80 , and  the  pulse  rate  was  96 . Uri- 
nalysis revealed  nothing  abnormal.  The  leukocyte 
count  was  9,500  and  the  erythrocytes  3,500,000  per 
cu.  mm.  There  was  tenderness,  grade  3 plus,  in 
the  lower  right  quadrant  of  the  abdomen,  directly 
beneath  a small  right  rectus  scar.  There  was  a 
small  bulging  in  the  center  of  this  scar,  and  this 
was  tender.  An  irregular  fixed  mass,  at  least  20 
cm.  in  diameter  was  felt,  arising  from  the  upper  por- 
tion of  the  scar  and  extending  over  to  the  midline 
to  a level  as  high  as  the  umbilicus.  It  seemed  ad- 
herent to  but  was  not  part  of  the  uterus.  The 
uterus  was  normal  in  size.  The  right  adnexa  were 
involved  in  the  mass,  but  the  left  adnexa  were  es- 
sentially normal.  The  examination  was  otherwise 
entirely  negative.  It  was  impossible  to  make  a 
definite  diagnosis,  but  it  was  felt  that  an  inflam- 
matory process  existed.  In  view  of  the  local  tender- 
ness and  the  sudden  onset  of  the  condition,  an  ex- 
ploration was  recommended  without  further  diag- 
nostic studies. 

Operation. — Under  spinal  anesthesia,  with  intra- 
venous Pentothal  Sodium  supplement,  a secondary 
low  right  rectus  incision  was  made.  There  was  no 


Fig.  1.  Angioma  of  mesentery. 


Fig.  2.  Cross  section  of  angioma  of  mesentery. 


hernial  defect  in  the  old  appendectomy  scar.  A 
fair  amount  of  omentum  was  adherent  to  the  under 
portion  of  this  scar  and  this  was  freed.  Directly 
beneath  the  scar  was  a multilocular  mesenteric  cyst 
which  was  30  to  40  cm.  in  diameter.  A number  of 
loops  of  small  and  large  intestine  were  adherent  to 
the  cyst  wall  which  was  attached  to  the  right  adnexa 
and  uterus,  to  the  cecum,  to  several  loops  of  ileum, 
the  duodenum,  the  transverse  colon,  and  extended 
into  the  mesocolon  down  to  its  base.  It  also  ex- 
tended into  the  mesentery  of  the  small  intestine. 
The  adherent  structures  were  freed.  Most  of  the 
great  omentum  was  removed  from  the  transverse 
colon  leaving  the  involved  portion  attached  to  the 
cyst.  Then  the  transverse  mesocolon  and  mesen- 
tery of  the  small  intestine  were  opened  and  the  cyst 
completely  enucleated.  The  blood  supply  to  the  in- 
testine was  intact  following  removal  of  the  cyst.  A 
large  defect  was  present  where  the  cyst  had  been 
removed,  and  this  was  filled  with  a large  sheet  of 
Gel-foam  and  the  opening  into  the  mesocolon  and 
the  mesentery  closed  over  this.  The  appendix  had 
been  previously  removed,  and  there  were  no  other 
significant  intra-abdominal  findings.  The  patient’s 
convalescence  was  uneventful,  and  she  was  dis- 
charged from  the  hospital  on  the  twelfth  postoper- 
ative day. 
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The  pathologist  reported  the  specimen  to  be  a 
multicystic  mass  measuring  15  by  10  by  7 cm. 
(Fig.  1).  This  mass  was  broadly  attached  to  a large 
piece  of  omentum.  Externally  cysts  are  up  to  5 
cm.  in  diameter  and  are  bluish-red  or  red  in  color. 
On  incision,  the  cysts  described  contained  venous  red 
bloody  fluid  and  in  one  instance  a large  cyst  con- 
tained a rather  firm  blood  clot  (Fig.  2).  Micro- 
scopic sections  revealed  numerous  thin-walled  endo- 
thelial lined  spaces,  some  of  which  are  separated  by 
thin  zones  of  fibrous  or  myxomatous  appearing 
tissue.  Some  spaces  contain  red  cells,  some  con- 
tain a pink  coagulum,  and  many  contain  a mixture. 
In  one  section  there  are  acicular  clefts  and  purple 
calcium  with  foreign  body  giant  cells  in  the  granu- 
lation tissue  matrix.  The  diagnosis  was  angioma  of 
the  mesentery. 


Comment 

Aside  from  the  rarity  of  this  condition,  one  of  the 
most  interesting  features  of  the  case  was  the  sudden 
onset  of  symptoms.  There  is  no  question  but  that 
the  angioma  had  been  present  for  years.  It  was 
probably  the  heavy  lifting  that  precipitated  a hemor- 
rhage into  the  tumor  with  a resulting  sudden  increase 
in  its  size  with  development  of  the  symptoms  pre- 
sented. 

Medical  Arts  Building 
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TOTAL  PELVIC  EXENTERATION  FOR  ADVANCED  CARCINOMA 

Samuel  Leo  Russell,  M.D.,  Gloversville,  New  York 
{From  the  Surgical  Service  of  the  Nathan  Littauer  Hospital ) 


C ARCINOMA  of  the  cervix  with  extension  to  the 
rectum  and  bladder  until  recently  has  been 
considered  too  far  advanced  for  benefit  by  surgery. 

In  July,  1948,  Brunschwig  reported  a surgical 
procedure  which  may  be  used  in  these  otherwise 
hopeless  cases.1  This  procedure  may  also  be  of 
benefit  in  severely  irradiated  cases  in  which  vesi- 
covaginal and  rectovaginal  fistulas  have  condemned 
the  patient  to  a miserable  existence  of  continual 
soiling  and  frequent  hemorrhages. 

The  following  is  a report  of  two  cases  with  one 
survival. 

Case  Reports 

Case  1. — M.B.,  age  fifty,  had  onset  of  weakness, 
loss  of  weight,  and  colorless  vaginal  discharge  in 
September,  1948.  Intensive  radium  irradiation 
was  done  in  October,  1948.  This  was  followed  about 
three  weeks  later  by  a severe  vaginal  hemorrhage 
requiring  hospitalization  and  several  blood  trans- 
fusions. 

On  February  26,  1948,  the  patient  was  admitted 
to  the  hospital  for  the  first  time  in  profound  shock 
following  a profuse  vaginal  hemorrhage.  Patient 
received  one  unit  of  plasma  and  1,000  cc.  of  blood 
under  pressure  within  fifteen  minutes.  This  was 
later  followed  by  an  additional  1,000  cc.  of  blood. 
The  patient  responded  satisfactorily,  and  an  ex- 
amination was  done  which  revealed  an  extensive 
sloughing  ulceration  of  the  entire  cervix,  a vesico- 
vaginal fistula  2 cm.  in  diameter,  and  marked  in- 
filtration of  the  rectovaginal  septum.  X-ray 
studies  revealed  no  evidence  of  metastasis  to  the 
bones  or  lungs.  An  intravenous  pyelogram  re- 
vealed an  extreme  degree  of  hydronephrosis  of  the 
right  kidney  together  with  a marked  hydroureter 
on  the  same  side.  The  left  kidney  and  ureter  were 
normal. 


It  was  felt  that,  a complete  pelvic  exenteration 
with  the  formation  of  a permanent  colostomy  and 
bilateral  implantation  of  the  ureters  into  the  colon 
above  the  colostomy  was  indicated. 

Preoperative  preparation  consisted  of  thorough 
cleansing  of  the  intestinal  tract  by  saline  cathartics 
and  enemas  for  three  days  preoperatively  together 
with  sulfasuxadine  in  prescribed  doses.  The  blood 
chemistry  was  brought  to  normal,  although  blood 
potassium  studies  were  not  done  because  the  im- 
portance of  this  factor  was  not  recognized  at  that 
time. 

Under  spinal  Pontacaine  anesthesia,  later  supple- 
mented with  Pentothal  Sodium,  the  abdomen  was 
explored.  The  presence  of  metastatic  nodes  was 
readily  demonstrated  along  the  aorta,  but,  in  spite 
of  this,  the  following  procedure  was  carried  out: 
The  sigmoid  was  divided  at  the  pelvic  brim,  and  the 
left  ureter  was  implanted  into  it.  The  right  ureter 
was  about  2 cm.  in  diameter,  and  because  we 
felt  that  the  viability  of  this  structure  was  poor,  it 
was  freed  from  its  bed  only  to  a limited  extent  and 
implanted  into  the  cecum.  The  remaining  pelvic 
contents,  including  the  terminal  sigmoid  and  rectum, 
the  uterus  and  its  appendages,  and  the  bladder 
and  terminal  portions  of  the  ureters  together  with 
the  entire  pelvic  peritoneum,  were  freed  down 
to  the  pelvic  diaphragm  and  packed  into  the  pelvis. 
The  nodes  along  the  iliac  arteries  and  those  in  the 
obturator  fossa  were  thoroughly  dissected  and  left 
attached  to  the  pelvic  viscera.  The  colostomy 
was  centrally  placed  at  the  upper  end  of  the  incision, 
and  the  abdomen  was  closed.  With  the  patient  in 
lithotomy  position,  elliptic  incisions  from  the  arch 
of  the  pubis  to  the  coccyx  were  made,  encompassing 
the  urethra,  vagina,  and  anus  just  outside  the  labia 
minora.  The  incisions  were  deepened  until  the 
pelvis  was  entered  and  the  entire  mass  of  tissue  was 
removed  en  bloc.  A total  of  1,500  cc.  of  whole  blood 
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was  administered  during  the  operation.  One 
incident  stood  out  in  the  light  of  later  events  which 
was  not  properly  interpreted  at  the  time. 

During  the  third  hour  of  surgery,  the  anesthetist 
reported  a drop  in  pulse  rate  from  80  to  40  beats  per 
minute  and  signs  of  shock.  There  had  been  no 
appreciable  blood  loss,  and  we  felt  that  some  cardiac 
disturbance  had  occurred.  The  patient  responded 
promptly,  however,  and  the  surgery  was  completed 
without  further  incident. 

Postoperatively,  the  patient  received  large 
amounts  of  intravenous  fluids  to  compensate  for  the 
drainage  from  the  Levine  tube  and  for  the  serous 
drainage  from  the  pelvis.  Replacement  therapy 
of  all  the  blood  constituents  was  carefully  carried 
out.  The  colostomy  was  working  nicely,  and  large 
amounts  of  urine  were  being  excreted.  Suddenly, 
on  the  fourth  day,  an  episode  occurred  which  we 
could  not  explain.  The  patient  first  stated  that 
she  felt  faint  and  “far  away.”  She  soon  became 
cyanotic  and  began  to  perspire  profusely;  muscular 
twitchings  occurred,  and  the  patient  lost  con- 
sciousness. The  cardiac  rate  was  about  120  but 
firm,  and  the  blood  pressure  remained  unchanged  at 
140/90.  Stimulants  were  given,  and  in  about 
thirty  minutes  the  patient  seemed  entirely  recovered 
except  that  the  pulse  remained  rapid.  We  were 
entirely  unable  to  explain  this  episode.  In  the 
next  three  days,  the  patient  had  two  more  such 
episodes,  although  she  was  now  sitting  up,  taking 
soft  food  by  mouth,  and  improving  in  all  ways 
except  that  she  complained  of  extreme  weakness. 
On  the  seventh  day,  the  fourth  such  episode  took 
place,  and  the  patient  expired  within  a matter  of 
fifteen  minutes. 

Autopsy  revealed  a well-healing  surgical  field 
with  firmly  implanted  and  patent  ureters  and  no 
basis  upon  which  to  explain  her  death  at  that  time. 

Pathologic  report  of  the  specimen  was  as  follows: 
Squamous  cell  carcinoma  of  cervix  uteri  with 
extensive  invasion  of  the  rectovaginal  and  vesico- 
vaginal septa  resulting  in  fistulous  tracts  into  the 
bladder  and  rectum. 

From  information  obtained  soon  after  this 
patient’s  death  and  utilized  in  the  following  case, 
it  is  now  felt  that  hypopotassemia  was  the  cause  of 
death. 

Case  2. — P.  K.,  age  fifty-one,  consulted  her 
family  doctor  in  March,  1949,  for  pain  in  the  lower 
abdomen  and  back.  There  had  been  no  history  of 
bleeding  and  only  the  complaint  of  a profuse  vaginal 
discharge  for  the  previous  year.  Examination 
revealed  a mass  diagnosed  as  carcinoma  involving 
the  cervix  and  vaginal  vault.  The  day  after  the 
examination,  the  patient  experienced  a very  severe 
vaginal  hemorrhage.  This  recurred  in  about  two 
weeks,  and  the  patient  was  hospitalized  and  re- 
ceived several  blood  transfusions  followed  by  deep 
x-ray  therapy.  It  was  felt  at  that  time  that  the 
neoplastic  process  was  hopelessly  far  advanced  and 
inoperable. 

On  May  5,  1949,  the  patient  was  referred  to  me 
for  further  investigation. 

Physical  examination  revealed  a pale,  under- 
nourished white  female,  weighing  107  pounds.  Her 
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only  complaint  was  weakness  and  a moderate 
amount  of  thin  vaginal  discharge  which  was  some- 
times brownish  in  color.  Further  general  examina- 
tion including  x-rays  of  the  chest  and  bones  re- 
vealed no  evidence  of  metastasis. 

Pelvic  examination  revealed  a large  ulcerating 
lesion  of  the  cervix  involving  the  rectovaginal  and 
vesicovaginal  septa. 

Pyelograms  revealed  normal  kidneys  with  good 
function.  It  was  felt  that  a total  pelvic  exenteration  ) 
provided  the  only  possibility  of  a cure.  On  June 
1,  1949,  the  previously  described  procedure  was 
carried  out  except  that  both  ureters  were  implanted 
into  the  sigmoid  colon.  No  evidence  of  metastasis 
was  found  at  operation. 

On  the  first  postoperative  day,  evidence  of  potas-  , 
sium  depletion  was  recognized  and  verified  by  po- 
tassiurn  level  and  electrocardiographic  studies,  i' 
This  was  easily  corrected  by  intravenous  adminis-  I1 
tration  of  Abbotts  K solution.  After  the  third  j 
postoperative  day,  potassium  solution  by  mouth 
was  given  to  replace  the  loss  which  continued  due 
to  the  large  amount  of  serum  which  drained  from  the 
deperitoneolized  pelvis  and  the  drainage  from  the 
Levine  tube. 

The  patient  was  ambulatory  by  the  fourteenth 
day  with  good  colostomy  function.  A Pierce 
“wet”  colostomy  bag  was  used  to  control  the 
colostomy. 

Blood  chemistry  studies  at  the  time  of  discharge 
from  the  hospital  were  entirely  normal. 

Intravenous  pyelograms  have  revealed  a minimal  .i 
amount  of  hydronephrotic  changes  in  the  kidneys. 
Patient  gained  weight  and  returned  to  her  full 
household  duties.  No  evidence  of  recurrence  of  the  i 
neoplasm  has  been  found  to  date. 

The  pathologic  report  was  as  follows:  Squamous 
cell  carcinoma  of  the  cervix  uteri,  intermediate 
grade  of  malignancy  with  extension  into  lower 
fundus  of  uterus,  parametrium,  vagina,  neck  of 
bladder,  and  fistulous  tract  into  the  vaginal  wall. 

Comment 

These  case  histories  are  presented  for  the  following 
reasons: 

1.  To  encourage  further  radical  surgical  pro- 
cedures in  otherwise  hopelessly  far-advanced 
cases  of  carcinoma. 

2.  To  illustrate  that  surgical  procedures  of  this 
magnitude  can  be  performed  in  smaller  ,> 
hospitals  without  necessarily  sending  the 
patients  to  the  already  overcrowded  hospitals 
in  the  larger  medical  centers. 

3.  To  caution  the  surgeon  attempting  extensive  1 f 
surgical  procedures  that  potassium  depletion  > 
and  sudden  death  is  a newly  recognized  and  a 
serious  hazard. 

50  Prospect  Avenue  1 
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The  less  you  say  today,  the  less  you  must  lake  hack  tomorrow. — Anonymous 


BERYLLIUM  GRANULOMAS  OF  THE  ANTERIOR  OCULAR  STRUCTURES 

A.  Benedict  Rizzuti,  M.D.,  F.A.C.S.,  Brooklyn,  New  York 
( From,  the  Brooklyn  Eye  and  Ear  Hospital ) 


J^ERYLLIUM  phosphors  are  constituents  of  the 
fluorescent  powder  which  lines  the  inner  surface 
of  fluorescent  lamps.  If  a fluorescent  tube  is 
accidentally  broken  and  lacerates  tissue,  the  beryl- 
lium compound  so  introduced  will  eventually  pro- 
duce a distinctive  type  of  chronic,  localized,  inflam- 
matory reaction.  This  reaction  is  characterized  by 
the  formation  of  a keloid-like  or  granulomatous  type 
of  lesion  which  may  or  may  not  become  necrotic. 
The  histologic  picture  may  be  confused  with  a 
caseating  tuberculous  nodule  or  Boeck’s  sarcoid. 

The  following  case  was  considered  worthy  of  re- 
porting because  a review  of  the  literature  failed  to 
disclose  any  previously  reported  case  in  which  the 
accidental  introduction  of  beryllium  compounds 
involved  the  anterior  structures  of  the  eye. 

Case  Report 

P.  E.,  aged  twenty-nine,  a Negro  domestic,  on 
September  22,  1949,  was  watching  a street  brawl  be- 
tween two  persons  in  which  a fluorescent  lamp  was 
used  as  a weapon.  During  the  melee  the  fluorescent 
lamp  was  broken,  and  the  patient  accidentally  re- 
ceived lacerations  of  her  forehead  and  in  the  region 
of  the  left  eye  by  flying  pieces  of  glass.  A few'  hours 
later,  she  reported  to  the  hospital  where  first  aid 
care  was  given.  Examination  revealed  vision  in  the 
right  eye  to  be  20/25  and  in  the  left  eye  20/30. 
There  was  horizontal  gaping  laceration  of  the  inner 
third  of  the  upper  lid  of  the  right  eye  which  measured 
about  1 inch  in  length.  Several  other  superficial 
lacerations  in  the  center  of  the  forehead  and  similiar 
smaller  lacerations  were  also  seen  in  the  upper  left 
lid  in  its  inner  third.  . The  bulbar  conjunctiva  of  the 
left  eye  presented  a fairly  large  laceration  near  the  in- 
ternal canthal  angle.  Several  superficial  linear 
abrasions  of  the  cornea  were  present  between  10  and 
8 o’clock  near  the  limbal  zone. 

The  anterior  chamber  was  of  good  depth  and  free 
of  any  hyphemia.  The  pupil  was  round  and  equal 
to  its  fellow  eye  and  reacted  promptly  with  the  usual 
light  reflexes.  The  lens  and  vitreous  w'ere  clear  and 
were  without  intraocular  abnormality.  Fundusco- 
pic  examination  did  not  reveal  anything  of  note. 
The  right  eye  on  examination  did  not  show  any 
abnormal  findings.  The  laceration  of  the  upper 
right  lid  was  closed  with  three  interrupted  silk 
sutures.  The  conjunctival  cul-de-sac  of  the  left  eye 
was  freely  irrigated  with  boric  acid  solution,  and  10 
per  cent  sodium  sulfacetimide  ointment  was  then 
placed  in  the  eye  and  a patch  applied.  The  patient 
received  1,500  units  of  tetanus  antitoxin  and  was 
advised  to  report  back  for  follow-up  care. 

After  the  lacerations  had  healed  by  primary  inten- 
tion the  skin  sutures  w'ere  removed,  and  the  patient 
was  kept  under  observation.  On  December  17, 1949, 
she  next  reported  back  to  the  clinic  when  it  was  first 
noted  that  at  the  site  ot  the  skin  lacerations  there 
had  developed  a series  of  keloid-like  lesions  (Fig.  1). 
Some  were  discrete  and  rounded  while  others  showed 
S rmLgel}ke  elevation;  they  numbered  about  30  in  all. 

iC u it*  eye  revealed  a fleshy  granuloma  of  the 
aasal  bulbar  conjunctiva  measuring  8 mm.  horizon- 

Presented  at  a meeting  of  the  Brooklyn  Ophthalmological 
society,  April  20,  1950. 


Fig.  1.  Numerous  discrete  granulomas  of  the 
forehead,  eyelids,  and  nasal  bulbar  conjunctiva. 
Necrosis  is  present  in  lesions  of  upper  right  lid. 


tally  and  4 mm.  vertically  (Fig.  2).  This  encroached 
several  millimeters  into  normal  corneal  stroma  at 
around  9 o’clock.  The  cornea  did  not  present  any 
ulceration.  However,  two  small  nebulae  were  seen 
at  8 and  9 o’clock  near  the  limbal  margin.  There 
was  no  other  intraocular  involvement  in  either  eye. 
Roentgenologic  studies  did  not  reveal  the  presence 
of  any  opaque  foreign  bodies. 

On  February^,  1950,  the  patient  was  admitted  to 
the  hospital.  She  had  received  penicillin  because  of 
a positive  Wassermann  reaction.  Otherwise,  her 
family  history  and  past  personal  history  were  non- 
contributory. Physical  examination  did  not  show 
anything  of  note.  The  blood  pressure  was  130/90, 
and  smear  and  culture  of  the  left  eye  were  negative 
for  evidence  of  infection.  The  conjunctival  mass 
was  excised,  and  microscopic  examination  was  per- 
formed by  Dr.  J.  Arnold  de  \ eer  who  reported  a 
beryllium  granuloma. 


Fig.  2.  Two  granulomas  of  the  upper  lid  may  be 
seen  near  the  lid  margin.  The  pseudopterygium 
which  is  present  followed  the  removal  of  the  bulbar 
conjunctival  granuloma. 
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Fig.  3.  An  epithelioid  nodule  toward  the  center 
containing  a large  giant  cell  resembles  a lesion  of 
Boeck’s  sarcoid.  Other  less  discrete  epithelioid 
cell  collections  are  seen  against  a background  of 
leukocytes  in  which  lymphocytes  predominate. 


He  noticed  some  occasional  retractile  foreign 
granular  particles  in  the  tissue.  The  usual  epithe- 
lioid nodules  were  present  with  dense  leukocytic 
infiltration  (Figs.  3 and  4). 

On  February  25,  1950,  a small  granuloma  on  the 
left  side  of  the  bridge  of  the  nose  was  selected  for 
excision  biopsy  with  some  normal  surrounding  skin. 
Microscopic  examination  revealed  a nodular  mass  of 
granulomatous  tissue  resembling  Boeck’s  sarcoid. 
The  diagnosis  was  beryllium  granuloma.  Following 
the  removal  of  the  conjunctival  granuloma,  the 
patient  continued  to  complain  of  constant  irritation 
of  the  left  eye.  Examination  on  March  19,  1950, 
showed  excessive  lacrimation  and  photophobia  of  the 
left  eye  which  was  associated  with  a regrowth  of 
tissue  over  the  site  of  the  previous  bulbar  conjunc- 
tival tumor.  It  now  had  the  appearance  of  a pseudo- 
pterygium with  a slight  enroachment  upon  corneal 
tissue.  There  was  no  ulceration  of  the  cornea,  and 
the  nebulae  previously  seen  had  not  changed  appre- 
ciably. The  vision  was  not  affected.  There  was 
no  evidence  of  any  intraocular  inflammatory  reac- 
tion. However,  a thick  scar  had  formed  over  the 
area  of  removal  of  the  granuloma  of  the  skin. 

On  April  11,  1950,  several  of  the  skin  lesions  be- 
came painful  and  discharged  a “cheeselike”  sub- 
stance. Examination  three  days  later  revealed 
that  a great  number  of  the  skin  lesions  had  become 
necrotic.  The  skin  of  the  non-necrotic  lesions  was 
rather  pink  and  somewhat  atrophic.  When  pres- 
sure was  applied  to  any  of  the  skin  lesions,  they  were 
found  to  be  rather  tender.  The  pseudopterygium 
of  the  left  eye  had  grown  considerably  larger  and 
again  appeared  fleshy  and  contained  newly  formed 
blood  vessels.  There  was  also  a recurrence  of  dense 
fibrous  tissue  in  the  area  of  the  previously  removed 
skin  granuloma.  The  patient  was  then  advised  to 
enter  the  hospital  for  thorough  excision  of  all  the 
granulomas. 

Comment 

Reports  of  the  toxic  effects  of  beryllium  com- 
pounds first  appeared  in  the  foreign  literature 
around  1933  and  in  this  country  about  ten  years 
later. 


Fig.  4.  The  granulomatous  character  of  the 
tissue  excised  from  the  bulbar  conjunctiva  is  shown. 
The  pale-staining  cells  in  the  center  form  an  ill- 
defined  epithelioid  patch  without  giant  cells  or 
caseation  necrosis. 


Beryllium  is  found  in  nature  as  the  double  silicate 
salt.  The  inert  ore  is  processed  by  thorough  crush- 
ing and  treating  it  with  concentrated  acids;  the 
beryllium  oxide  is  then  extracted  at  high  tempera- 
tures. Beryllium  oxyfluoride,  fluoride,  and  sulfate 
are  the  compounds  that  are  usually  used  in  industry. 
They  are  particularly  used  in  the  manufacturing  of 
fluorescent  lamps,  neon  signs,  incandescent  lamps, 
radio  tubes,  and  in  the  making  of  chemical  and 
pharmaceutical  products.  The  fluorescent  lamp 
which  is  the  one  most  frequently  found  in  many 
homes  carries  the  greatest  danger  in  its  breakage. 
The  fluorescent  powder  which  lines  the  inner  surface 
of  these  lamps  is  a calcined  mixture  of  zinc  oxide, 
manganese  oxide,  beryllium  oxide,  and  silica. 

Individuals  employed  in  manufacturing  articles 
which  contain  beryllium  compounds  and  who  are 
exposed  to  the  beryllium  dust  and  fumes  are  apt  to 
develop  predominantly  either  pulmonary  or  skin 
lesions.  The  pulmonary  lesions  may  consist  of  an 
acute  pneumonitis  or  a chronic  pulmonary  granulo- 
matosis. The  acute  pneumonitis  may  be  accom- 
panied by  a severe  upper  respiratory  involvement 
with  a pronounced  nasopharyngitis  and  rhinitis. 

The  ocular  signs,  however,  may  be  simply  limited 
to  those  of  a mild  catarrhal  conjunctivitis  which  re- 
sponds favorably  to  the  usual  local  eye  care.  The 
pneumonitis  may  be  so  severe  that  at  times  it  proves 
fatal.  In  chronic  pulmonary  granulomatosis  the 
onset  may  be  prolonged;  it  may  take  three  months 
to  five  years  to  develop  after  the  initial  exposure  to 
the  beryllium  compounds.  This  condition  is  charac- 
terized by  pronounced  loss  of  weight  and  marked 
cardiac  changes.  The  diagnosis  is  made  from  roent- 
genologic studies  which  show  widespread  discrete 
nodular  shadows  which  at  times  may  be  confused 
with  Boeck’s  sarcoid  or  silicosis. 

Conclusion 

A case  of  beryllium  granulomas  of  the  lids  and 
bulbar  conjunctiva  associated  with  keratitis  is  pre- 
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sented  because  of  its  rarity  and  interesting  features. 
These  lesions  developed  from  lacerations  received 
from  a broken  fluorescent  lamp.  The  lacerations 
healed  promptly  by  primary  intention,  and  after  a 
latent  period  of  several  weeks  nodular  masses  ap- 
peared. Microscopic  studies  demonstrated  the 
('typical  pattern  of  chronic  granulomatosis.  After 
lithe  bulbar  mass  and  one  of  the  skin  nodules  were  re- 
moved for  study,  they  recurred  with  an  excessive 
formation  of  fibrous  tissue.  In  some  of  the  skin 


lesions,  caseation  took  place  several  months  after 
the  initial  injury.  These  lesions  must  be  differen- 
tiated from  nodular  tuberculosis  of  the  skin,  syphilis, 
and  Boeck’s  sarcoid. 

160  Henry  Street 


Permission  was  received  from  Dr.  Walter  Moehle  to  report 
this  case  from  his  clinic  at  the  Brooklyn  Eye  and  Ear  Hos- 
pital. Photography  of  the  external  eye  was  by  means  of  the 
author’s  electronic  high-speed  or  flash  camera  ( Archives  oj 
Ophthalmology , 43:  365  (Feb.)  1950). 


SICKLE  CELL  DISEASE  AND  PREGNANCY 

Charles  W.  Mueller,  M.D.,  F.A.C.S.,  Warren  A.  Lapp,  M.D.,  F.A.C.S.,  and 
Franklin  Cannizzaro,  M.D.,  Brooklyn,  New  York 

(From  the  Obstetrical  Service  of  St.  John’s  Episcopal  Hospital ) 


A S NOTED  by  the  senior  authors  in  a recent  paper, 
pregnancy  associated  with  sickle  cell  disease 
I presents  a serious  problem  in  management  and 
treatment.1  Renewed  interest  in  this  subject 
within  the  past  year  has  almost  doubled  the  number 
of  case  reports  which  have  appeared  during  the 
preceding  two  decades. 

The  authors  recently  delivered,  by  cesarean 
section,  a primigravida  with  sickle  cell  disease  who 
had  undergone  splenectomy  as  a therapeutic  meas- 
ure for  her  blood  dyscrasia. 

Case  Report 

The  patient,  a twenty-four-year-old  Negro 
I primigravida,  was  known  to  have  had  sickle  cell 
disease  for  eight  years.  She  suffered  frequent 
hemolytic  crises  and  had  received  a total  of  42 
blood  transfusions  for  her  anemia.  Following  a 
fall  in  1946,  she  developed  a limp  which  became 
progressively  more  marked  during  the  next  several 
years.  In  September,  1948,  she  underwent  splenec- 
tomy at  another  hospital  as  treatment  for  her  sickle 
j cell  disease.  Four  months  later,  she  became  preg- 
nant. Expected  date  of  confinement  was  October 
21,  1949. 

Initial  antepartum  examination  on  July  14  re- 
vealed a well  developed  female,  weighing  173 
pounds.  Blood  pressure  was  102/54.  Old  and 
healing  ulcerations  were  noted  on  both  legs  just 
above  the  ankles.  The  uterine  fundus  was  palpable 
several  finger  breadths  above  the  umbilicus,  and  the 
fetal  heart  tones  were  of  good  quality.  The  left 
lower  extremity  was  shortened,  and  there  was 
marked  deformity  of  the  left  side  of  the  pelvis. 
Laboratory  studies  showed  a hemoglobin  of  58 
per  cent,  red  cell  count  3,550,000,  and  Wassermann 
negative.  Roentgen  studies  of  the  left  hip  re- 
vealed almost  complete  absorption  of  the  head  of  the 
left  femur  with  upward  displacement  of  the  shaft. 
(Figs.  1 and  2.) 

A hemolytic  crisis  in  the  seventh  month  of  gesta- 
tion necessitated  hospitalization  and  a blood  trans- 
fusion. Recovery  was  uneventful. 


Fig.  1.  Radiogram  showing  the  obliquity  and 
deformity  of  the  bony  pelvis  as  a result  of  destruc- 
tion of  the  left  hip  due  to  sickle  cell  disease. 


On  October  30,  she  was  admitted  in  early  labor. 
The  fetus  presented  in  the  right  occiput  posterior, 
vertex,  with  the  presenting  part  floating  above  the 
pelvic  brim.  Roentgen  pelvimetry  revealed  a 
marked  deformity  of  the  pelvis  with  a flattening  of 
the  left  pelvic  wall  and  narrowing  of  the  inter- 
spinous  diameter.  Volumetric  studies  showed  a 
disproportion  between  the  fetal  head  and  the 
pelvic  capacity. 

The  presenting  part  failed  to  descend  after  eight 
hours  of  strong  labor.  The  cervix  was  6 cm. 
dilated.  A low  transverse  cervical  cesarean  section 
under  spinal  anesthesia  was  done  for  cephalopelvic 
disproportion,  and  a healthy,  living  male  infant, 
weighing  7 pounds,  3 ounces,  was  delivered. 
The  postoperative  course  was  uneventful,  and  the 
mother  and  baby  were  discharged  on  the  twelfth 
postoperative  day. 
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Fig.  2.  Radiogram  of  the  left  hip,  showing  the 
marked  aseptic  necrosis  and  resorption  of  the  head 
of  the  femur,  resulting  in  destruction  of  the  joint. 


Comment 

Although  splenectomy  for  some  patients  with 
sickle  cell  disease  has  given  symptomatic  relief 
without  affecting  the  sickle  cell  trait,  this  patient 
continued  to  have  hemolytic  crises  and  a pro- 
gressive anemia.  Only  one  other  parturient  with 
sickle  cell  disease  previously  treated  by  splenec- 
tomy has  been  reported,  and  likewise  no  improve- 
ment in  her  sickle  cell  disease  was  noted.2  The 
tendency  for  the  spleen  to  undergo  fibrosis  and 
atrophy  in  sickle  cell  disease  of  long  duration  is  well 
known,  and  splenectomy  as  a therapeutic  measure 
is  said  to  have  the  most  value  when  performed  early 
in  the  disease.3 

Absorption  and  destruction  of  the  hip  in  sickle 
cell  disease  has  been  reported  previously,  but  there 


have  been  no  other  cases  in  which  the  resultinj 
pelvic  deformity  prevented  vaginal  delivery.4-6 


The  collective  statistics  of  parturients  with  sick! 


cell  disease  may  be  summarized  as  follows:1-2-6-12 

Number  of  mothers 

58 

Maternal  deaths 

13 

22 . 4 per  cen 

Total  number  of  preg- 
nancies 

116 

Total  number  of  abortions 

22 

18 . 8 per  cen 

Number  of  viable  infants 

94 

Stillborn  infants 

16 

17.0  per  cen 

Total  fetal  loss 

38 

32 . 8 per  cen 

The  high  maternal  and  fetal  mortality  rates  readil 
demonstrate  the  serious  effect  of  sickle  cell  diseas 


upon  pregnancy. 

It  should  again  be  emphasized  that  promp 
correction  by  whole  blood  transfusions  of  th 
anemia  in  sickle  cell  disease  early  in  pregnancy,  an< 
the  maintenance  by  repeated  transfusions  of  a higl' 
hemoglobin  and  red  cell  level  will  aid  materially  i 
lowering  the  fetal  and  maternal  mortality  rates. 

2104  Foster  Avenu 
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URECHOLINE  IN  THE  PREVENTION  OF  POSTOPERATIVE  “GAS  PAINS” 


The  opinion  held  by  many  investigators  that 
postoperative  gas  pains  are  the  result  of  uncoordin- 
ated, nonpropulsive  peristalsis  and  that  urecholine 
causes  the  refiexly  inhibited  bowel  to  resume  its 
normal  function  inspired  the  authors  to  make  this 
clinical  study.  Urecholine  (Merck)  is  a parasym- 
pathomimetic drug  with  selective  action  on  both  the 
gastrointestinal  and  urinary  tracts  and  a diminished 
effect  on  the  heart,  blood  vessels,  and  bronchi. 
Of  200  postoperative  celiotomies  observed,  100 
were  given  a uniform  dose  of  urethane,  while  100 
controls  were  not.  Comparative  results  in  reduc- 
tion of  incidence  of  gas  pains,  nausea,  vomiting, 
and  in  the  rapidity  of  the  return  of  appetite  sug- 
gests that  urethane  may  prove  a useful  drug  in 
postoperative  management. 

All  of  the  patients  received  5 mg.  sublingually 
upon  reacting  and  at  bedtime  on  the  day  of  surgery. 
The  next  two  days  they  received  5 mg.  before  each 


Ni 


meal  and  at  bedtime  for  a standard  total  dose  o 
50  mg.  The  authors  feel  that  the  dosage  of  urechc 
line  probably  should  be  varied  according  to  th 
needs  of  each  case.  Possibly  the  dosage  should  b 
greater  in  all  pelvic  cases,  those  with  much  peri 
toneal  trauma,  those  in  which  surgery  took  mor 
than  an  hour  and  a half,  and  those  who  are  appre  I 
hensive  and  have  a “low-pain  threshold.” 

The  authors  also  made  an  analysis  of  gastrc 
intestinal  dysfunction  after  operation  in  relation  t 
anesthetic.  There  was  a lesser  incidence  of  ga 
pains  in  a small  spinal  series  with  urecholine,  bu 
nausea  and  vomiting  were  more  frequent  in  th 
spinal,  cyclopropane,  and  ethylene  cases.  Ther 
appeared  to  be  a greater  incidence  of  pains  in  th 
pelvic  cases. 

—William  C.  Wyte,  M.D.,  and  Don  W.  McLear 
M.D.,  in  The  Grace  Hospital  Bulletin,  July 
1950 
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REPORT  OF  THE  TREASURER 


To  the  House  of  Delegates,  Gentlemen: 

Appended  is  the  condensed  report  of  the  annual 
audit  done  by  the  firm  of  Patterson  and  Ridgway, 
Certified  Public  Accountants. 

During  the  year  1950,  we  did  not  operate  within 
our  income.  Excluding  our  investment  income,  we 
spent  $40,697.83  more  than  we  received. 

The  following  tabulation  exhibits  our  net  income 
or  loss  for  the  past  five  years  excluding  investment 
income: 


1946  t 6,653. 26' 

1947  96,180.67 • 

1948  59,595.98 

1949  26, 242. 87  * 

1950  40,697.83 • 


$110, 078. 66* 


' Over  the  past  five  years,  as  the  table  shows,  we 
ave  spent  $110,078.65  more  than  we  have  received 
1 our  General  Fund.  Over  the  same  five-year  period 
ur  investment  income  was  $100,606.26.  After  allow- 
lg  for  the  transfer  of  a reserve  of  $10,000  in  1950, 
ur  combined  General  Fund  and  Investment  surplus 
quailed  $540,557.49.  Examining  the  surplus  in  the 
General  Fund  alone,  we  have  a deficit  of  $742.61. 
i 'other  words,  as  far  as  our  general  funds  are 
I racerned,  we  owe  $742.61  more  than  we  have  avail- 
1 ale  to  pay.  Your  Treasurer  feels  obligated  to 
|.  Dint  out  that  we  cannot  continue  to  operate  at  a 
1 ificit  indefinitely.  Such  a practice  spells  only  one 
ling — insolvency.  Furthermore,  we  have  been  able 

• live  within  our  income  only  once  during  the  past 
/e  years  even  though  we  had  an  increase  in  our 
les  of  $5.00  beginning  with  1948. 

Some  may  ask  what  the  cause  of  our  deficits  is. 
here  is  appended  in  Table  I a detailed  comparison 
our  income  and  expenditures  for  the  same  five- 
ar  period. 

In  general,  the  following  are  the  reasons  for  these 
ficits: 

1.  In  1946,  the  Journal  showed  a net  income  of 
5,102.  Since  then,  net  income  has  declined  until 
1950  there  is  a net  loss  of  $9,937  or  a net  change  of 

* Italics  indicate  red  figures  (deficit). 


more  than  $35,000  (before  allocation  of  members’ 
dues). 

2.  Each  of  our  operating  departments  (Adminis- 
trative, Public  Relations,  Legislation,  Workmen’s 
Compensation,  Medical  Care,  and  Scientific  Activi- 
ties) has  increased  its  budget  materially  from  1946 
to  1950.  This  has  been  caused  by  the  general  in- 
crease in  salaries  and  prices  which  all  of  us  have  felt 
in  one  way  or  another.  With  the  threat  of  compul- 
sory health  insurance,  the  expenditures  of  Public 
Relations  increased  147  per  cent.  The  expenditures 
of  the  Administrative  Department  increased  almost 
103  per  cent.  Legislation  increased  60  per  cent.  The 
cost  of  publishing  the  Medical  Directory  has  greatly 
increased.  The  1947  edition  cost  $59,539.  The  1949 
edition  cost  $78,320.  We  are  looking  forward  to  a 
cost  of  approximately  $103,600  for  the  1951  edition. 

3.  New  items,  committees,  and  services  have 
helped  to  swell  the  deficit.  Since  1946,  the  following 
have  been  added  to  our  budget,  the  four-year  cost 
thereof  being  as  indicated : 


Planning  Committee  $ 2,239 

Woman's  Auxiliary  7,132 

Malpractice  Defense  and  Insurance  Board  5,423 
Malpractice  Audit  1,750 

World  Medical  Association  1,489 

A.M. A.  Conference  Room  1,053 

Friends  of  Medical  Research  1,000 

Committee  on  Alcoholism  689 

Conference  of  Presidents  100 

Pharmacopoeia  Revision  Committee  100 

Special  Legal  Services  20,831 

Veterans  Medical  Service  Plan  4,095 

Cult  Subcommittee  962 


Your  Treasurer  does  not  wish  to  be  pessimistic. 
These  statements  and  figures  are  presented  to  give 
an  over-all  picture  and  to  bring  to  the  attention  of 
all  concerned  the  present-day  picture  of  our  finances. 

The  Treasurer  wishes  to  thank  those  who  have 
helped  him  during  the  past  year.  Dr.  Thomas  M. 
d ’Angelo,  our  assistant  treasurer,  has  been  very 
helpful  on  many  occasions  in  lightening  the  burden. 
The  helpfulness  and  cooperation  of  the  accounting 
department  is  also  sincerely  appreciated. 
Respectfully  submitted, 

Maurice  J.  Dattelbaum,  M.D.,  Treasurer 
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TABLE  I. — Income  and  Expenditures,  1946  Through  1950 


1946 

1947 

1948 

1949 

1950 

INCOME 

Members'  dues 
Journal 
Interest 
Sundry 

$145,073.00 

25,102.64 

459.99 

$181 ,968.00 
5,076.05 
501.06 
29.65 

$317,480.00 

1,332.87 

516.82 

69.72 

$319,758.00 
4,909.78 * 
625.53 
12.50 

$329,336.00 
9,937.55 ' 
651.99 
28.74 

Total  Income 

170,635.63 

187,574.76 

319,399.41 

315,486.25 

320,079.18 

BUREAU  EXPENDITURES 


Administrative 

45,979.85 

80,169.09 

81,798.85 

92,982.24 

93,289.19 

Public  Relations  Bureau 

27,852.93 

24,689.63 

27,545.46 

64,332.85 

68,815.43 

Legislation  Bureau — Albany  Office 

16,886. 15 

17,220.06 

18,217.27 

19,794.54 

27,031.37 

Workmen’s  Compensation  Bureau 

17,604.46 

17,609.21 

20,263.87 

20,522.11 

20,661.19 

Bureau  of  Medical  Care  Insurance 

12,202.56 

12,886. 14 

15,137.29 

15,985.84 

16,883.63 

Scientific  Activities 

17,766.52 

16,247.83 

18,586.90 

16,126.00 

19,400.90 

District  Branches 

2,526.39 

1,763.62 

2,747.48 

2,498. 12 

2,995.22 

Planning  Committee  for  Medical  Policies 

522.02 

895.63 

397.37 

424.11 

Woman’s  Auxiliary 

1,132.00 

2,000. 00 

2,000.00 

2,000.00 

Malpractice  Defense  and  Insurance  Board 

1,552.12 

1,744.13 

1,114.92 

1,011.91 

Malpractice  Audit 

1,000.00 

750  00 

Counsel — Retainer  and  Expenses 

14,496.72 

16,546.58 

16,000.00 

21,990.71 

21,975.90 

Traveling  Expenses 

20,976.37 

11,035.61 

17,465.20 

17,371.94 

26,657.53 

World  Medical  Association 

488.76 

1,000.00 

A.M.A.  Conference  Room  Expense 

461.42 

499.94 

91.77 

Friends  of  Medical  Research 

500 . 00 

500.00 

Committee  on  Alcoholism 

414.88 

274.52 

Conference  of  Presidents 

50.00 

50  00 

Pharmacopeia  Revision  Committee 

100.00 

Special  Legal  Services 

9,054.00 

11,777.18 

Veterans  Medical  Service  Plan 

1,692.89 

456.04 

495. 13 

1,451.14 

Medical  Directory 

59 , 539 . 20 

34,000.00 

44,320.60 

48.665.70 

Annual  Meeting 

1,501.23 

33.18 * 

10,677.93 

4,929.68' 

Cult  Subcommittee 

331.70 

630.31 

Moving  Expenses  and  New  Equipment 

19,316.50 

898.00 

Indemnity  Representative  Booklet 

893.42 

Sundry 

3.52 

Total  Expense 

177,188.89 

283,755.43 

259,803.43 

341,729.12 

360,777.01 

NETINCOME 

$ 6, 663. 26* 

* 96,180.67 * 

$ 59,595.98 

3 26,242.87* 

$ 40,697.83' 

* Italics  indicate  red  figures. 
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To  the  Board  of  Trustees,  Medical  Society  of  the 
State  of  New  York: 

We  have  examined  the  balance  sheet  of  the 
Medical  Society  of  the  State  of  New  York  as  of 
December  31,  1930,  and  the  related  statements  of 
operating  income,  and  general  and  other  funds  for 
the  year  then  ended.  Our  examination  was  made  in 
accordance  with  generally  accepted  auditing  stand- 
ards, and  accordingly  included  such  tests  of  the  ac- 
counting records  and  such  other  auditing  procedures 
as  we  considered  necessary  in  the  circumstances. 

We  did  not  confirm  the  unpaid  members’  dues  by 
correspondence  with  the  members. 


In  our  opinion,  the  accompanying  balance  sheet 
and  statements  of  operating  income  and  general 
and  other  funds  present  fairly  the  financial  posi- 
tion of  the  Medical  Society  of  the  State  of  New  York 
at  December  31,  1950,  and  the  results  of  its  opera- 
tions for  the  year  then  ended,  in  conformity  with 
generally  accepted  accounting  principles  applied 
on  a basis  consistent  with  that  of  the  preceding  year. 

Patterson  and  Ridgway 

Certified  Public  Accountants 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

STATEMENT  OF  OPERATING  INCOME  AND  EXPENSES 
For  the  Year  Ended  December  31,  1950 


OPERATING  INCOME 


Members’  Dues  for  the  Current  Year — After  Reserve $324,695.00 

Less:  Allocation  to  Journal  Circulation  Income,  as  authorized 

by  the  Board  of  Trustees  56 , 795 . 00 


267,900.00 


Arrears  Dues 

Annual  Meeting 

Operating  Income  (Loss)  from  Journal $ 9,937.55* 

Plus  Allocation  of  Dues 56 , 795 . 00 


4,641.00 

4,929.68 

46,857.45 


Sundry 3,825.03 

328,153.16 

OPERATING  EXPENSES 


Administrative 93 , 289 . 1 9 

Public  Relations  Bureau 68,815.43 

Legislation  Bureau — -Albany  Office 27,031.37 

Workmen’s  Compensation  Bureau 20,661.19 

Bureau  of  Medical  Care  Insurance 16,883.63 

Scientific  Activities 19,400.90 

District  Branches 2 , 995 . 22 

Planning  Committee  for  Medical  Policies 424.11 

W Oman’s  Auxiliary 2 , 000 . 00 

Malpractice  Defense  and  Insurance  Board 1,011.91 

Malpractice  Audit 750 . 00 

Counsel — Retainer  and  Expenses 21,975.90 

Traveling  Expenses 26 , 657 . 53 

World  Medical  Association 1 , 000 . 00 

Committee  on  Alcoholism 274 . 52 

\.M.A.  Conference  Room  Expense 91.77 

Friends  of  Medical  Research 500 . 00 

Conference  of  Presidents 50.00 

Special  Legal  Services 11, 777 . 18 

Veterans  Medical  Service  Plan  of  New  York 1,451 . 14 

| VIedical  Directory 51,810.00 


X)TAL 368,850.99 


1XCESS  OF  OPERATING  EXPENSES  OVER  INCOME 


$ 40,697.83* 


* Italics  indicate  red  figures. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

BALANCE  SHEET 
December  31,  1950 


ASSETS 

GENERAL  FUND 
Current  Assets 

Cash  in  Banks  and  on  Hand $ 78 , 948 . 40 

Less:  Due  American  Medical  Association 18,074.50 


Accounts  and  Notes  Receivable 11, 442 . 41 

Less:  Reserve  for  Doubtful  Accounts  and  for  Agency  Commissions 1,517.35 


Dues  Receivable — Net,  Estimated 
Inventory  of  Paper  Stock 

Total  Current  Assets 


Prepaid  Expenses 

Advance  Costs  (Net)  Medical  Directory,  1951 54,709.83 

Less:  Reserve  for  One-half  Estimated  Costs  for  1950 51,810.00 


$60,873.90 

9,925.06 

11,000  00 
2,910.02 

84,708.98 


2,899.83 

Advance  Costs — 1951  Annual  Meeting 1,561.17 

Sundry  Expenses  and  Deposits 2,030.75 


Total  Prepaid  Expenses 6,491.75 

Furniture  and  Fixtures — -At  Nominal  Value 2.00 

Advances  to  Veterans  Medical  Service  Plan  of  New  York 18,423.67 

Less:  Reserve  for  Incidental  Expenses  Absorbed 1,451.14 


16,972.53 


TOTAL 108,175.26 

Investment  Fund 

Cash  in  Banks 15,758.69 

Investments  at  Cost  (Market  or  Redemption  Value  $578,657.49)  [See  Note 
A] — $99,000  Par  Value  U.S.  Treasury  Bonds  Pledged  to  Secure  Pay- 
ment of  Note  to  Bank  of  $50,000 519,173.33 

Accrued  Interest  Receivable 6,368.08 


Total  Investment  Fund 541 , 300 . 10 

Endowment  Funds 

Cash  in  Bank 12,854.17 

Less:  Due  General  Fund 50.00 


Total  Endowment  Fund 


War  Memorial  Fund 

Cash  in  Bank 19,362.15 

Investments— U.S.  Treasury  Bonds  (Market  Value  $214,135.96) 216,997.88 

Accounts  Receivable 1,231.25 

Accrued  Interest  Receivable 997.41 


12,804.17 


238,588.69 

Less:  Due  General  Fund 712.00 

Total  War  Memorial  Fund 237,876.69 

TOTAL  ASSETS $900,156.22 


Note  A.  U.S.  Treasury  bonds  in  the  amount  of  $39,000  have  been  earmarked  for  the  Journal  Reserve. 

Note  B.  With  respect  to  litigation,  a suit  against  the  Society  brought  by  a former  employe  has,  since  the  year  end,  been 
settled  for  $10,000;  an  action  involving  another  matter  and  claiming  a substantial  sum  has  been  instituted  since  December  31, 
1950,  but  so  recently  that  it  has  not  yet  been  possible  to  evaluate  this  suit. 
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LIABILITIES  AND  CAPITAL 

GENERAL  FUND 
Current  Liabilities 

Note  Payable  to  Bank — Secured  by  $99,000  Par  Value  U.S.  Treasury  Bonds.  . $50,000.00 

Accounts  Payable 17 , 853 . 50 

Commissions  Payable — Journal  and  Directory  Advertising  Sales 12,657.09 

Taxes  Payable  (Including  Withholdings) 6,106.32 

Total  Current  Liabilities $86,616.91 

Deferred  Credits 

Journal  Advertising  and  Circulation 3 , 650 . 50 

Annual  Meeting,  1951 10,615.00 

Reprints  Paid  in  Advance 1 , 050 . 46 

Membership  Dues,  1951 6,985.00 

Total  Deferred  Credits 22,300.96 

General  Fund 742 . 61  * 

Total 108,175.26 

Investment  Fund 541,300.10 

Endowment  Funds 

Lucien  Howe  Prize  Fund 5,195.95 

Merritt  H.  Cash  Prize  Fund 2,068.56 

A.  Walter  Suiter  Lectureship  Fund 5,539.66 

Total  12,804.17 

i War  Memorial  Fund 237,876.69 

| TOTAL  LIABILITIES  AND  CAPITAL : $900,156.22 

^ 

P 

* Italics  indicate  red  figures. 
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STATEMENT  OF  GENERAL  AND  OTHER  FUNDS 
For  the  Year  Ended  December  31,  1950 


General 

Fund 

Balance  at  January  1,  1950 $550,298.89 

ADDITIONS 

Transfer  of  Investment  Accounts  to 

Investment  Fund 620 ,343 .67* 

Excess  of  Operating  Expenses  over  In- 
come  40,697  83* 

Assessments  Collected 

Interest  on  Bank  Balances 

Income  from  Securities 

Loss  (Net)  from  Sale  of  Securities 

Refund  of  Expenses 

Transferred  from  Reserve  for  Future 

Annual  Meetings 10,000.00 

712.61* 

DEDUCTIONS 

Custodian  and  Investment  Service  Fees 

Prize 

Benefits  Disbursed 

BALANCE  AT  DECEMBER  31,  1950.  . $ 742.61* 

* Italics  indicate  red  figures. 


War 

Investment  Memorial 
Fund  Fund 


Lucien 

Howe 

Prize 

Fund 


Merritt 
H.  Cash 
Prize 
Fund 


A.  W. 
Suiter 
Lecture- 
ship 
Fund 


$211,039.09  $5,093.58  $2,027.81  $5,479.21 


$520,343.67 


1.03 
21,725.79 
13.85* 
17  00 


27,930.66 
4,806. 94 


102.37 


40.75 


110.45 


542,073.64 

773.54 


243,776.69  5,195  95  2,068.56 


5,900.00 


5,589. 66 
50.01 


$541,300.10  $237,876.69  $5,195.95  $2,068.56  $5,539.66' 


CASH  IN  BANKS  AND  ON  HAND— December  31,  1950 

GENERAL  FUND $78,948.40f 

INVESTMENT  FUND 15,758.69 

Total $94,707.09| 

ENDOWMENT  FUNDS 

Union  Dime  Savings  Bank 

Lucien  Howe  Prize  Fund 5,195.95|:  - 

Merritt  H.  Cash  Prize  Fund 2,068.56, 

A.  Walter  Suiter  Lectureship  Fund $5,589.66, 

Total 12,854. 17  J 

Ji 

WAR  MEMORIAL  FUND 

Bayside  National  Bank 19,362.15' 


t Includes  $18,074.50  due  American  Medical  Association. 


INVESTMENTS — December  31,  1950 

The  investments  of  the  Society  (Investment  Fund)  are  summarized  as  follows: 

Cost  Market 

U.S.  Government  Bonds  (See  Notes  A and  B) $297,870.32  $306,965.83 

Railroad  Bonds 5,551.25  6,015.00 

Public  Utility  Bonds 19,998.50  22,677.50 

Mortgage 4,824.28  4,824.28 

Preferred  Stocks 19,929.65  20,000.00 

Common  Stocks 170,999.33  218,174.88 

Total $519,173.33  $578,657.49 

The  investments  of  the  Society  (War  Memorial  Fund)  are  summarized  as  follows: 

Cost  Market 

U.S.  Government  Bonds $216,997.88  $214,135.96 

These  securities  (except  the  Mortgage,  which  is  held  by  you  in  the  State  Society’s  Office)  are  in  the  posses- 

sion of  the  Chase  National  Bank  as  Custodian  for  the  Trustees  of  the  Medical  Society  of  the  State  of  New 
York. 


•-S 


Note  A:  U.S.  Treasury  bonds  of  the  par  value  of  $99,000  are  pledged  with  the  Chase  National  Bank  as  securityfor  aloan 

of  $50,000. 

Note  B:  U.S.  Treasury  bonds  in  the  amount  of  $39,000  have  been  earmarked  for  the  Journal  Reserve. 


REPORT  OF  THE  BOARD  OF  TRUSTEES 


To  the  House  of  Delegates , Gentlemen: 

As  in  last  year’s  report  of  the  Board,  this  report 
covers  in  some  instances  the  calendar  year  1950 
and  in  other  instances  the  period  between  the  1950 
Annual  Meeting  and  February  15,  1951.  A brief 
supplemental  report  will  be  submitted  to  the  House 
at  the  Annual  Meeting  if  the  occasion  requires. 

The  Board  of  Trustees  wishes  to  take  this  oppor- 
tunity of  expressing  its  grateful  appreciation  to  the 
officers,  committee  chairmen,  and  employes  who 
have  been  instrumental  in  aiding  the  Board  in  its 
work.  It  has  been  necessary  more  than  a few  times 
to  call  upon  some  of  these  people  for  information, 
and  they  have  always  responded  cheerfully. 

During  the  year,  regular  meetings  have  been 
held  each  month  with  the  exception  of  July  and 
August.  These  meetings  are  attended  not  only  by 
your  trustees  but  also  by  the  president  of  the  Society, 
the  secretary,  the  treasurer,  the  assistant  treasurer, 
and  the  counsel.  In  many  instances,  trustees  are 
numbered  in  the  various  committees.  This  results 
in  a better  informed  Board.  While  we  make  no  ef- 
I fort  to  formulate  Society  policies  in  order  to  approve 
or  disapprove  the  many  requests  for  funds,  it  is 
incumbent  upon  the  Board  to  be  fully  aware  of  the 
policies  of  the  Council  and  the  facts  and  findings  of 
I its  committees.  The  volume  of  business  which 
takes  place  has  often  required  informal  meetings. 

The  Board  is  fortunate  in  having  men  who  are 
1 familiar  with  figures,  finance,  and  financial  reports. 
Two  of  our  members  are  or  were  bank  officers.  As 
such,  their  experience  in  these  matters  places  them 
in  a position  to  pay  good  attention  to  all  phases  of 
the  finances  of  the  Society.  One  of  our  members 
was  formerly  treasurer  of  the  Society  and  is,  there- 
fore, thoroughly  familiar  with  the  various  problems 
which  arise  in  this  field  in  an  organization  of  our 
type. 

| As  to  the  financial  condition  of  the  Society  as  of 
December  31,  1950,  much  information  will  be  pre- 
sented to  you  in  the  Treasurer’s  Report.  Certain 
comments  are  made  here  to  bring  to  your  attention 
particular  items.  (In  citing  figures,  cents  have  been 
omitted.)  During  the  year,  net  income  from  in- 
vestments yielded  $20,956.  Without  our  investment 
income,  we  would  have  had  a net  loss  of  $40,698. 
Because  of  our  investment  income,  however,  our 
. over-all  net  loss  was  $19,742.  The  Board  is  well 
iware  of  the  resolution  passed  by  the  House  at  its 
j 1950  meeting,  at  which  time  a “pay-as-you-go” 
principle  was  unanimously  approved.  The  Board 
las  tried  to  live  up  to  this  direction  of  the  House. 
Requests  for  monies  have  been  studied  very  care- 
ully.  Approval  has  been  granted  only  when  the 
• urtherance  of  the  Society’s  interests  has  been  sub- 
tantially  evident.  The  trustees  are  often  faced 
vith  the  difficulty  of  refusing  requests  for  funds 
■nly  because  of  adding  further  to  our  deficits. 

In  reviewing  our  operating  expenses  as  compared 
j dth  our  budget  as  approved  by  the  Council  and 
'rustees,  the  following  tabulation  is  of  interest  : 

Budget  approved  Tor  year  $418,108 

Expenditures  for  year  (before  allo- 
cation of  member’s  dues)  373,830 

Budgetary  saving  $ 44 , 278 

I These  figures  indicate  that  appropriations  as  ap- 
| roved  by  both  the  Council  and  Trustees  exceeded 
;tual  expenditures  by  approximately  1 1 per  cent. 

! i other  words,  11  per  cent  more  could  have  been 


TABLE  I. — Financial  Statistics 


Year  Ending 
December  31 

Surplus 

(General  Fund) 

Balance  of 
Investments  at 
End  of  Year1 

1944 

$520,637 

$337,248 

1945 

538,399 

446,696 

1946 

544,800 

444,223 

1947 

477,777 

481,943 

1948 

556,184 

490 , 900 

1949 

550,299 

512,164s 

1950 

540,557s 

534,932 

1 Includes  investment  cash  account.  Investments  at  cost. 
Excludes  War  Memorial  Fund. 

2 Market  value  of  investments  and  cash  in  investment  ac- 
count on  December  31,  1950,  was  $214,135.96. 

a As  of  January  1,  1950,  the  Board  of  Trustees  decided  to 
segregate  our  Investment  Funds  from  our  General  Funds. 
This  figure  has  been  adjusted  in  order  to  conform  with  the 
figures  submitted  for  prior  years. 


spent  by  various  departments  without  exceeding  the 
total  budget.  The  Journal  could  have  spent 
$7,091  more  than  it  did.  The  Administrative  De- 
partment could  have  spent  $1,872  more.  The  Public 
Relations  Bureau  could  have  spent  $18,463  more 
than  its  budget.  The  Public  Health  and  Education 
Committee  could  have  spent  $1,922  more.  In 
traveling  expenses,  we  were  under  the  budget  by 
$3,927.  It  was  estimated  that  the  1950  Annual 
Meeting  would  result  in  net  income  of  $865.  In- 
stead we  had  a net  income  of  $4,930,  or  a budgetary 
saving  of  $4,065.  Obviously,  the  Board  looks  with 
great  pleasure  upon  these  savings,  particularly  hav- 
ing in  mind  the  “pay-as-you-go”  policy.  Our  ap- 
preciation goes  to  those  responsible. 

As  to  our  1951  budget,  the  Board  is  very  sorry 
to  report  that  a deficit  of  approximately  $2,400  is 
in  view  at  the  present  time.  Undoubtedly  we  shall 
have  requests  for  additional  funds  as  the  year 
progresses.  At  this  point,  the  Board  can  only  point 
out  that  the  allowance  of  such  additional  appropria- 
tions will  serve  only  to  increase  our  deficit.  If  our 
deficits  continue,  the  Society  will  be  required  to  dip 
permanently  into  its  investment  fund  in  order  to 
provide  working  capital  for  our  regular  operations. 

The  investments  of  the  Society  form  an  important 
part  of  its  financial  structure.  The  trustees  pay 
particular  attention  to  this  phase  of  their  responsi- 
bilities. In  Table  I,  there  is  submitted  a schedule 
showing,  by  years,  a summary  of  the  Society’s  sur- 
plus and  the  balance  of  investments.  Investments 
plus  cash  related  thereto  increased  $22,768  during 
the  year.  Investment  service  and  custodial  fees 
amounted  to  $774. 

Table  II  shows  the  detail  of  our  portfolio  at 
December  31,  1950. 

Table  III  shows  the  War  Memorial  Fund  port- 
folio and  Table  IV  the  Security  transactions  during 
1950. 

During  1950,  two  leases  were  renewed.  That  of 
the  Albany  office  was  extended  to  April  30,  1953, 
at  an  annual  rental  of  $1,647.50.  The  lease  of  store- 
room space  at  292  Madison  Avenue  was  renewed 
to  April  30,  1952,  at  an  annual  rental  of  $275. 

The  trustees  approved  the  renewal  of  the  contract 
of  Mr.  James  J.  Beasley  to  November  30,  1951,  at 
an  annual  rate  of  $10,000,  an  increase  of  $2,500  per 
year. 

There  was  also  approved  the  renewal  of  the  con- 
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TABLE  II. — Investments  (December  31,  1950) 


Interest 

Market  or 

Income 

Rate 

Par  or 

Redemption 

During 

(Per  Cent)  Maturity 

Shares 

Cost 

Value 

1950 

U.S.  Government  Bonds 

U.S.  Treasury  Note 

U.S.  Savings — Series  “F” 

U.S.  Savings — Series  “G” 

U.S.  Savings — Series  ' ‘ G ” 

U.S.  Savings — Series  "G” 

U.S.  Savings — Series  “G” 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 

U.S.  Treasury 

Income  on  U.S.  Bonds  sold  or  re- 
deemed during  1950 

Total  U.S.  Government  Bonds 


Railroad  Bonds 

New  Orleans.  Texas  & Mexico — 1st 

Mortgage  B 

New  Orleans,  Texas  & Mexico — 1st 
Mortgage  (Certificate  of  Deposit) 


l‘/« 

1951 

$20,000 

$ 20,000.00 

$ 19,976.00 

$ 125.00 

1953 

30,000 

22 , 200 . 00 

27,420.00 

810. 0C 

21/. 

1954 

10,000 

10,000.00 

9,700.00 

250. 0C 

21/j 

1954 

10,000 

10,000.00 

9,670.00 

250.00 

2 ‘A 

1955 

4,000 

4,000.00 

3 , 856 . 00 

100. OC 

2‘A 

1959 

51,300 

51,300.00 

48,786.30 

1,282.50 

2‘A 

1954-1952 

5,000 

5,000.00 

5,053.12 

125.00 

2 

1953 

1,500 

1,476.19 

1,504. 69 

30.00 

2‘A 

1968-1963 

9,000 

9,000  00 

9,151.88 

224 . 99 

2*/t 

1969 

9,000 

9,000.00 

9,135.00 

225.01 

2‘A 

1969 

5,000 

5,000.00 

5,129.69 

125.00 

2 ‘A 

1970 

31,000 

1,000.00 

37,755.63 

775.00 

2‘A 

1971-1966 

5,000 

35,000.00 

5,043. 75 

125.00 

2‘A 

1972-1967 

25,000 

25,356.36 

25,171.88 

332.86 

2 V* 

1972-1967 

29,000a 

29,000.00 

29,199.38 

725.00 

2‘A 

1972-1967 

25,000 

25,356.68 

25,171.88 

333.18 

2‘A 

1972-1967 

20 , 0005 

20,000.00 

20,156.25 

500.00 

2‘A 

1962-1959 

15,000 

15,181.09 

15,084.38 

317.29 

357.79 

$297,870.32 

$306,965.83 

$ 7,013.62 

5 1954  1,0001 

) $ 5,551.25  $ 6,015.00  $ 300.00 

5 1954  5 , 000 ) ==^==  ■■  — - 


3 Vs 


1959 


Public  Utility  Bonds 

American  Telephone  and  Telegraph 
— Convertible  Debentures 


Mortgage 

Marrone,  T.R. — Brooklyn  Property 


Preferred  Stocks 

Rochester  Gas  & Electric  Corp. 

Cumulative 

Pure  Oil 

Cumulative  Convertible 

Rockland  Light  & Power  Co. 
Cumulative  Preferred 

Total  Preferred  Stocks 


Common  Stocks 

American  Gas  & Electric 

Consolidated  Natural  Gas 

Consumers  Power 

Illinois  Power 

Ohio  Edison. . 

Peoples  Gas,  Light  & Coke 

Union  Pacific  Railroad 

Allied  Chemical  & Dye 

American  Tobacco  

Dow  Chemical 

General  Electric 

General  Motors 

Hercules  Powder 

International  Nickel  of  Canada 

Kennecott  Copper 

Melville  Shoe 

Montgomery  Ward 

Mueller  Brass 

New  Jersey  Zinc 

Paramount  Pictures 

Standard  Oil  Co.  of  New  Jersey 

Texas  Company 

Union  Carbide  & Carbon 

United  Paramount  Theatres 

United  Shoe  Machinery 

Income  from  common  stocks  sold  during  1950. 

Total  Common  Stocks 


18,800 


$ 19,998.50  $ 22,677.50 


446 . 50 


85,532.78  8 4,824.28  $ 4,824.28c  $ 284.42 


4 

50 

$ 

5,211.81 

$ 

4,893.75 

$ 

200.00 

5 

50 

4,697.25 

5,306.25 

250.00 

4.65 

100 

10,020.59 

9,800.00 

117.00 

$ 

19,929.65 

$ 

20,000.00 

$ 

567.00 

111 

$ 4,504 

08 

$ 5,799 

75 

$ 333.00 

102 

4,564 

51 

4,743 

00 

204.00 

400 

11,929 

31 

12,400 

00 

620.00 

165 

4,987 

35 

8,662 

50 

275.55 

300 

8,831 

29 

9,112 

50 

400.00 

63 

7,551 

56 

7,245 

00 

342.00 

160 

10,342 

80 

16,800 

00 

800.00 

240 

10,412 

10 

14,160 

00 

720.00 

100 

6,516 

22 

6,462 

50 

400.00 

117  V» 

5,512 

12 

9,070 

63 

233.20 

200 

7,393 

50 

9,950 

00 

760.00 

200 

5,318 

00 

9,250 

00 

1,200.00 

135 

6,026 

65 

8,775 

00 

445.50 

100 

4,565 

00 

3,625 

00 

200.00 

100 

3,815 

00 

7,512 

50 

550.00 

100 

2,418 

50 

2,437 

50 

180.00 

200 

9,018 

24 

13,000 

00 

600. 0C 

200 

3,721 

75 

3,850 

00 

300. 0C 

150 

9,053 

78 

11,268 

75 

450. 0C 

50 

1,578 

92 

1,081 

25 

100. OC 

219 

12,602 

74 

20,093 

25 

1, 095.01 

307 

14,995 

37 

17,025 

75 

1.995.5C 

150 

3,818 

12 

8,268 

75 

375. 0( 

50 

1,578 

92 

943 

75 

100. 0( 

150 

9,943 

50 

6,637 

50 

375. 0( 
60. 5( 

$170,999.33  $218,174.88  $13,114.21 


a Earmarked  as  authorized  by  the  Board  of  Trustees  for  the  Journal  Reserve. 

b Of  which  $10,000  are  earmarked  for  the  Journal  Reserve,  as  authorized  by  the  Board  of  Trustees, 
c Book  value. 
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SUMMARY  OF  INVESTMENTS 
U.S.  Government  Bonds.  . . 

Railroad  Bonds 

Public  Utility  Bonds 

Mortgage 

Preferred  Stocks. 

Common  Stocks.  . . . 


Market  or  Income 

Redemption  During 

Cost  Value  1950 


$297,870.32 

5,551.25 

19,998.50 

4,824.28 

19,929.65 

170,999.33 


$306,965.83 

6,015.00 

22,677.50 

4,824.28 

20,000.00 

218,174.88 


$ 7,013.62 

300.00 
446.50 
284.42 

567.00 
13,114.25 


Total  Investments 


$519,173.33  $578,657.49  $21,725.79 


TABLE  III. — Investments — War  Memorial  Fund  (December  31,  1950) 


Interest 

Rate 

(Per  Cent) 

Maturity 

Par 

Cost 

Market  or 
Redemption 
Value 

Income 

During 

1950 

U.S.  Government  Bonds 
U.S.  Savings — Series  “G” 

2‘/j 

1961 

$75,000 

$ 75,000.00 

$ 72,675.00 

$ 1,875.00 

U.S.  Treasury 

2 

1953-1951 

15,000 

15,060.41 

15,046.88 

214.68 

U.S.  Treasury 

2>A 

1962-1959 

15,000 

15,098.64 

15,103.13 

325.84 

U.S.  Treasury 

2 ‘A 

1967-1962 

25,000 

25,575.13 

25,171.88 

574 . 80 

U.S.  Treasury 

2 ‘/a 

1970-1965 

25,000 

25,351.89 

25,726.56 

600.23 

U.S.  Treasury 

. . 2‘A 

1972-1967 

20,000 

20,178.61 

20,137.50 

489 . 47 

U.S.  Treasury 

2>  A 

1972-1967 

15,000 

15,331.95 

15,103.13 

354.83 

U.S.  Treasury 

2‘A 

1972-1967 

25,000 

25,401.25 

25,171.88 

372  09 

Total  U.S.  Government  Bonds. 

$216,997.88 

$214,135.96 

$ 4,806.94 

TABLE  IV. — Security  Transactions  (January  1,  1950  to  December  31,  1950) 


INVESTMENT  FUND 


Purchases 
$25,000 
$25,000 
8 shares 
2.87  shares 
100  shares 
28  shares 
92  shares 
53  shares 
20  shares 
80  shares 
Sales 
$10,000 
$25,000 

100  rights 
15  rights 
200  rights 
80  rights 
55  shares 
,0/no  share 
scrip 


U.S.A.  Treasury  Bonds  2'As  due  6/15/72 

U.S.A.  Treasury  Bonds  2>/as  due  12/15/72 

Peoples  Gas  Light  & Coke  Co.  Common 

Dow  Chemical  Co.  Common 

Rockland  Light  & Power  Co.  4.65  per  cent  Cumulative  Preferred 

Consumers  Power  Co.  Common 

Consumers  Power  Co.  Common 

Illinois  Power  Co.  Common 

Ohio  Edison  Co.  Common 

Ohio  Edison  Co.  Common 

U.S.A.  Savings  Bonds — Series  “D" — due  1/1/50  (Redeemed) 

U.S.A.  Treasury  Certificates  of  Indebtedness — Series  "A" — 1 ‘/is  due  1/1/50 

(Redeemed) 

Dow  Chemical  Co. 

Dow  Chemical  Co 

Consumers  Power  Company 

Consumers  Power  Company 

Central  Illinois  Light  Co.  Common 

Texas  Company  Capital 


Price 

101,s/»s 

101ls/i2 

100 

(Stock  Dividend) 
100 
28 

30V« 

32  V« 

28 

30*/s 


100 


100 

»/« 

is/«i 

*/«« 

V«» 

32»/» 

38.72 


Exchanges 

100  shares  Paramount  Pictures,  Inc.  Common  for  50  shares  Paramount  Pictures  Corp.  Common,  50  shares  United  Para- 
mount Theatres,  Inc.  Common 

$20,000  U.S.A.  Treasury  Certificates  of  Indebtedness — Series  “F" — 1‘As  due  7/1/50  for  $20,000  U.S.A.  Treasury  Note- 
Series  "E” — l‘/<s  due  8/1/51 


WAR  MEMORIAL  FUND 
Purchases 

$25,000  U.S.A.  Treasury  Bonds  2>As  due  12/15/72/67 10121/« 

I - 


tracts  of  Patterson  and  Ridgway  for  the  audit  of 
the  books  of  the  Society,  and  that  of  Robert  Linder 

I for  the  audit  of  the  Group  Plan  of  Malpractice 

I Insurance. 

The  contracts  of  Dr.  Robert  R.  Hannon  for 
S 12,000,  Dr.  David  J.  Kaliski  for  $12,000,  and  Mr. 

I George  P.  Farrell  for  $10,000  were  renewed,  the 
new  expiration  date  being  December  31,  1951. 

I Toward  the  end  of  the  year,  it  became  evident  that 
; ’ash  in  our  general  fund  would  not  be  sufficient  to 
neet  the  needs  of  our  ordinary  operations.  The 
trustees,  therefore,  authorized  the  borrowing  of 
550,000  from  the  Chase  National  Bank  for  three 


months  to  tide  us  over.  As  this  report  is  written, 
there  appears  to  be  some  possibility  that  we  will 
have  to  extend  the  time  over  the  original  three 
months  because  of  the  slow  receipt  of  1951  dues  from 
county  treasurers. 

Late  in  the  year,  Mr.  Dwight  Anderson  requested 
release  from  his  contract  which  was  due  to  expire 
on  June  30,  1952.  The  release  was  requested  be- 
cause of  the  state  of  his  health.  Mr.  Anderson 
retired  as  of  December  31,  1950.  In  relinquishing 
his  contract,  Mr.  Anderson  will  receive  a pension  of 
$5,000  per  year  for  life.  The  trustees  also  agreed 
that,  should  Mr.  Anderson  be  deceased  before 
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January  1,  1955,  Mrs.  Anderson  will  be  paid  this 
same  sum  until  the  latter  date. 

In  accordance  with  your  amended  Bylaws,  Dr. 
Walter  P.  Anderton,  our  secretary,  was  placed  in 
full  charge  of  all  operations  in  the  office.  Mr. 
Frederick  W.  Miebach  who  was  Director  of  Infor- 
mation Service  was  appointed  to  the  position  of 
Director  of  Public  Relations.  Mr.  Thomas  E. 
Alexander,  our  accountant  and  office  manager,  was 
appointed  to  the  position  of  business  manager  of 
the  Journal  and  Directory. 

There  is  a note  of  grief  without  which  this  report 
would  not  be  complete.  Early  this  year,  Dr.  James 
F.  Rooney,  one  of  our  trustees,  passed  away.  In 
years  of  service  to  both  the  Board  of  Trustees  and 


the  Society  as  a whole,  Dr.  Rooney  was  one  of  our 
oldest  and  most  respected  members.  Many  of  the 
policies  and  functions  of  our  organization  wffiich 
form  an  important  part  of  the  operations  of  the 
Society  today  originated  in  the  mind  of  this  man.  ) 
We  pay  our  tribute  to  him  and  shall  miss  him  ex-  I 
ceedingly. 

Respectfully  submitted, 

Edward  R.  Cunniffe,  M.D.,  Chairman . 

Dan  Mellen,  M.D. 

William  H.  Ross,  M.D. 

Edward  T.  Wentworth,  M.D. 

James  R.  Reuling,  M.D. 

Fenwick  Beekman,  M.D. 


REPORT  OF  THE  COUNCIL 


PART  I 

Procurement  and  Assignment 

The  Procurement  and  Assignment  Subcommittee 
of  the  Committee  on  Public  Health  and  Education 
consists  of  the  following: 

James  F.  Rooney,  M.D.,  Chairman  (Deceased). . 

Albany 

Paul  K.  Sauer,  M.D New  York  City 

J.  Stanley  Kenney,  M.D New  York  City 

Beverly  C.  Smith,  M.D New  York  City 

Charles  D.  Post,  M.D Syracuse 

Christopher  Wood,  M.D White  Plains 

Edward  T.  Wentworth,  M.D Rochester 

A.  H.  Aaron,  M.D Buffalo 

W.  P.  Anderton,  M.D New  York  City 

The  Procurement  and  Assignment  Subcommittee 
was  appointed  by  President  Wertz  with  the  ap- 
proval of  the  Council.  In  order  to  help  advise  the 
New  York  State  Selective  Service  System  in  regard 
to  the  draft  of  doctors  and  other  matters,  Dr. 
Howard  Rusk,  chairman  of  the  National  Medical 
Advisory  Board,  appointed  the  following  upstate 
New  York  Advisory  Committee  to  Selective  Service 
(exclusive  of  New  York  City): 

James  F.  Rooney,  M.D.,  Chairman  (Deceased). . . 

Alban  y 

A.  H.  Aaron,  M.D Buffalo 

Walter  P.  Anderton,  M.D New  York  City 

Louis  H.  Bauer,  M.D Hempstead 

Burton  J.  F.  Bigelow,  M.D Albany 

Albert  L.  Brown,  D.M.V Albany 

Herman  E.  Hilleboe,  M.D Albany 

Dan  Mellen,  M.D Rome 

Peter  J.  Di  Natale,  M.D Batavia 

Charles  D.  Post,  M.D Syracuse 

Scott  Lord  Smith,  M.D Poughkeepsie 

Edward  T.  Wentworth,  M.D Rochester 

Carlton  E.  Wertz,  M.D Buffalo 

Christopher  Wood,  M.D White  Plains 

W.  Ray  Montgomery,  D.D.S Buffalo 

When  Dr.  Rooney  became  ill  last  winter,  Dr.  Rusk 
appointed  Dr.  A.  H.  Aaron  cochairman,  and,  since 
Dr.  Rooney’s  much  lamented  demise,  Dr.  Aaron 


has  been  appointed  chairman  of  the  Advisory  Com-, 
mittee  to  Selective  Service  in  upstate  New  York. 
Dr.  Paul  Morton  is  chairman  of  a similar  committee) 
in  New  York  City. 

Dr.  Rooney  requested  the  president  of  each  dis- 
trict branch,  exclusive  of  New  York  City,  to  appoint' 
a subcommittee.  These  gentlemen,  with  their  sub- 
committees, have  been  helpful  to  many  draft  boards. 

PART  XII 


MISCELLANEOUS 

History  of  the  Medical  Society  of  the 
State  of  New  York 


The  Special  Committee  on  History  of  the  Medical 
Society  of  the  State  of  New  York  consists  of  the 
following: 

Fenwick  Beekman,  M.D.,  Chairman ic’r 

New  York  City  Djj 

Nathan  B.  Van  Etten,  M.D Bronx  fc  , 

W.  P.  Anderton,  M.D New  York  City 

James  F.  Rooney,  M.D.  (Deceased) Albany 

Laurance  D.  Redway,  M.D Ossining  ' 

Doris  K.  Dougherty,  Recorder Bronxville 

The  committee  has  made  tentative  plans  to  com- 
pile and  write  the  history  of  the  Medical  Society  of 
the  State  of  New  York,  to  be  ready  in  1956,  when  the 
Society  will  celebrate  its  150th  anniversary.  No 
definite  report  can  be  made  at  this  time. 

In  conjunction  with  the  Golden  Anniversary  of  the 
New  York  State  Journal  of  Medicine,  Dr. 
Laurance  D.  Redway  acquired  cuts  of  four  seals  of 
the  Medical  Society,  ranging  from  the  year  1789 
to  the  present.  These  were  presented  to  the  com- 
mittee to  be  used  in  its  work. 


Office  Administration  and  Policies 

The  Committee  on  Office  Administration  and 
Policies  consists  of  the  following: 

Fenwick  Beekman,  M.D.,  Chairman 

New  York  City 
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W.  P.  Anderton,  M.D New  York  City 

Maurice  J.  Dattelbaum,  M.D Brooklyn 

George  W.  Kosmak,  M.D New  York  City 

Laurance  D.  Redway,  M.D Ossining 


Your  committee  has  met  regularly  each  month 
since  the  1950  Annual  Meeting,  with  the  exception 
of  July  and  August.  Because  the  personnel  of  the 
Publication  Committee  and  the  Committee  on 
Office  Administration  and  Policies  is  almost  identi- 
cal, it  has  been  found  practical  to  hold  meetings 
on  the  same  day  of  each  month. 

At  the  May,  1950,  meeting  of  the  House  of  Dele- 
gates, in  the  new  Constitution  and  Bylaws,  there 
was  a provision  approved  which  placed  the  Secre- 
tary of  the  Society  in  complete  charge  of  the  head- 
quarters office.  After  the  passing  of  almost  a 
year,  the  committee  believes  that  this  has  proved 
to  be  a wise  move.  The  advantage  of  having  one 
person  in  authority  with  instructions  being  issued 
by  that  same  person  has  eliminated  the  question  of 
just  where  the  authority  and  responsibility  for  all 
operations  lie. 

Since  the  appointment  of  an  office  manager  in 
1949,  the  committee  has  found  it  practical  to 
j receive  a monthly  report  from  him.  In  this  way, 

1 the  work  of  the  committee  is  facilitated  through 
ji  discussion  of  each  item  and  the  taking  of  action 
when  required. 

Office  Space. — In  November,  1947,  the  offices 
of  the  Society  were  moved  from  the  21st  floor  to 
the  seventh  floor  at  292  Madison  Avenue.  Previ- 
! ously,  in  addition  to  the  21st  floor,  we  also  rented 
I space  on  the  16th  floor.  While  it  appeared  that 
we  would  have  much  additional  space,  this  did  not 
prove  eventually  to  be  the  case.  In  the  old  quar- 
ters, we  did  not  have  a separate  conference  room 
for  meetings  of  the  Council  and  Trustees.  While 
we  now  have  a room  for  such  meetings,  it  is  usually 
vacant  except  when  used  occasionally  for  sundry 
| purposes. 

An  inspection  of  our  present  quarters  leads  us  to 
believe  that,  if  we  are  to  continue  to  operate  ef- 
ficiently, we  shall  eventually  have  to  recognize  the 
fact  that  we  are  overcrowded  and  lack  sufficient 
I office  and  storeroom  space.  In  producing  copy  for 
| the  Directory,  during  which  time  a number  of  tem- 
porary workers  are  added  to  our  staff,  we  partic- 
j ularly  feel  the  need  of  additional  space. 

Disability  Benefits. — During  the  year,  the  ques- 
tion arose  as  to  whether  the  Society  was  subject 
to  disability  benefits  taxes.  The  question  was 
submitted  to  our  counsel  who  stated  that  we  came 
under  the  law  and  would  have  to  pay  the  amounts 
iue. 

Cost  of  Living  Salary  Increase.— In  September, 
ve  began  to  find  it  extremely  difficult  to  obtain  new 
I anployes.  The  one  cause  was  the  starting  salaries 
ve  were  offering.  In  order  to  increase  the  rate  we 


paid  new  employes,  we  found  it  necessary  to  recom- 
mend to  the  Council  that  funds  be  provided  for  a 
general  salary  increase.  The  employes  who  re- 
ceived the  increase  did  not  include  any  officers, 
those  under  contract  or  on  a commission  basis,  or 
any  in  executive  capacities. 

The  amount  of  the  salary  increase  was  based  upon 
weekly  earnings  and  was  paid  on  the  following 
scale: 


Per  Cent 

Weekly  Earnings  of  Increase 

$35  to  $39.99 15 

40  to  44.99 13 

45  to  49.99 11 

50  to  54.99 9 

55  to  59.99 7 

60  and  over 5 


Study  of  Employes’  Titles. — During  the  year  a 
study  was  made  of  the  titles  used  by  employes  in 
Society  correspondence.  After  discussion  and  cer- 
tain changes,  the  committee  approved  various  titles 
to  be  used  in  the  future. 

Miscellaneous. — The  poor  condition  of  the 
mimeograph  machine  made  it  necessary  to  purchase 
a new  machine  in  January  of  this  year. 

In  October,  the  World  Medical  Association  held 
its  general  assembly  in  New  York  City.  The  com- 
mittee approved  a request  from  Dr.  Louis  H.  Bauer 
that  four  of  our  employes  be  permitted  to  assist 
part>time  at  the  meeting. 

At  the  present  time,  there  are  two  studies  under 
way: 

(1)  The  payment  of  salary  during  sick  leave. 
The  Society  has  not  had  a definite  policy  to  follow 
in  those  instances  in  which  an  employe  is  absent 
owing  to  sickness  for  an  extended  period  of  time. 
Each  case  has  been  considered  on  its  individual 
merits.  The  size  of  our  staff  warrants  the  setting 
up  of  a definite  policy. 

(2)  A wage  schedule  to  he  used  as  a basis  for  wage 
increases.  The  Society  has  not  had  a definite  policy 
in  the  case  of  salary  increases.  Instead,  such 
allowances  have  been  somewhat  haphazard.  It  is 
intended  that  this  study  will  include  a job  classi- 
fication analysis  with  data  relative  to  prevailing 
rates  paid  for  like  positions  in  our  area. 

This  committee  is  composed  of  representatives 
from  the  Board  of  Trustees  and  the  Publication 
Committee  and  the  secretary  and  treasurer  of  the 
Society.  The  members  have  become  especially 
experienced  in  the  problems  with  which  the  office 
staff  must  cope.  We  recommend  that  the  House  of 
Delegates  follow  the  directive  adopted  at  the 
Annual  Meeting  in  1941  that  a committee  of  similar 
composition  on  Office  Administration  and  Policies 
be  reappointed  for  the  coming  year. 


DO  YOU  HAVE  YOUR  HOTEL  RESERVATION 
FOR  THE  ANNUAL  MEETING? 


If  you  do  not  now  have  a confirmed  hotel  reservation  in  Buffalo  for  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York,  April  30  to  May  4, 
1951,  at  the  Hotel  Statler,  please  fill  out  and  mail  the  reservation  form  at  the 
bottom  of  this  page,  and  send  it  directly  to  the  Hotel  Statler. 

Should  your  reservation  be  received  after  the  five  hundred  rooms  set  aside  for  the 
Society  at  the  Hotel  Statler  have  been  assigned,  your  reservation  will  be  turned 
over  to  one  of  the  hotels  in  the  neighborhood.  Confirmation  of  your  reservation 
will  come  to  you  direct  from  the  hotel  making  the  accommodation. 

If  you  do  not  use  the  reservation  form  below,  be  sure  to  identify  yourself  as  a 
physician  when  writing  regarding  reservations.  This  will  insure  proper  attention 
to  your  request. 

W.  P.  Anderton,  M.D.,  Secretary 


ALL  RESERVATIONS  MUST  BE  IN  BY  APRIL  16 


145th  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 

April  30  to  May  4,  1951 


Front  Office  Manager 

Hotel  Statler,  Buffalo  5,  New  York 

Please  reserve  accommodations  as  checked  (V)  below: 

Name 

Address 

City State 

(Unless  requested  otherwise,  we  will  hold  your  reservation  until  6 p.m.  of  the  day  of 
your  arrival.) 

Date  arriving Hour a.m p.m 


Room  and  Bath  for  one— per  day 

$ 4.00  □ 
4.50  □ 
5.00  □ 

$ 5.50  □ 
6.00  □ 
6.50  □ 

$ 7.00  □ 
7.50  □ 

Double-Bed  Room  with  Bath  for  two — 
per  day 

$ 6.50  □ 
7.00  □ 

7.50  □ 
8.00  □ 

8.50  □ 
9.00  □ 

9.50  □ 
10.00  □ 

Twin-Bed  Room  with  Bath  for  two — 
per  day 

8.00  □ 
11.00  □ 

9.00  □ 
12.00  □ 

9.50  □ 
13.00  □ 

10.00  □ 

Suite — Living  Room,  Bed  Room,  and  Bath 

19.00  □ 

21.50  □ 

24.00  □ 

30.00  □ 

More  Than  Two  Persons  in  One  Room:  For  each  additional 
Twin-Bed  Room,  the  extra  charge  is  $2.50  per  day. 

person  in 

Double-  or 

If  a room  at  the  rate  requested  is  unavailable  reservation  will  be  made  at  the  next 
available  rate. 
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SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY  OF 

THE  STATE  OF  NEW  YORK 


AT  ITS  meeting  on  February  8,  1951,  the 
Council  considered  the  following  matters, 
taking  action  as  indicated. 

Secretary’s  Report 

Remission  of  Assessments. — Remission  of  annual 
assessments  was  voted  on  account  of  service  with 
the  armed  forces  for  16  members  for  1951;  on  ac- 
count of  illness  for  16  members  for  1951,  11  for 
1950,  and  4 for  1949.  War  Memorial  assessments 
were  remitted  for  4 members.  On  request  it  was 
recommended  to  the  American  Medical  Association 
that  it  remit  dues  for  5 members. 

The  Secretary  expressed  appreciation  for  the 
votes  of  confidence  of  the  Council  and  Board  of 
T rustees  on  January  1 1 . He  detailed  his  attendance 
at  committee  and  subcommittee  meetings,  the 
United  Medical  Service  dinner  on  January  25,  and 
the  American  Hygiene  Association  on  January  30. 

He  reported  that  he  had  notified  the  American 
Medical  Association  of  the  S2, 453.05  spent  by  the 
Society  in  collecting  1950  A.M.A.  dues,  exclusive 
of  the  amounts  expended  by  county  societies.  And 
he  stated  that  several  annual  reports  had  been 
received,  as  requested,  by  February  1. 

Communications. — 1.  Letter  dated  January  26, 
1951,  from  Mr.  Carl  T.  Weber,  executive  secretary 
of  the  Medical  Society  of  the  County  of  Monroe. 
This  contained  two  resolutions,  as  follows: 

Resolved,  that  the  annual  meeting  of  the  Dairy- 
men’s League  Cooperative  Association  Inc., 
hereby  goes  on  record  against  any  form  of  com- 
pulsory health  insurance  or  any  system  of  political 
medicine  designed  for  national  bureaucratic  con- 
trol; 

That  a copy  of  this  resolution  be  forwarded  to 
each  senator  from  the  states  of  this  New  York 
Milk  Shed,  and  the  representatives  from  this 
district,  and  that  said  senators  and  representa- 
tives be  and  are  hereby  respectfully  requested  to 
use  every  effort  at  their  command  to  prevent  the 
enactment  of  such  legislation. 

Resolved,  that  the  Metropolitan  Cooperative 
Milk  Producers’  Bargaining  Agency  representing 
over  24,000  farm  families  throughout  the  New 
York  Milk  Shed  hereby  register  its  opposition 
to  any  form  of  compulsory  health  insurance  or 
any  system  of  political  medicine  designed  for 
national  bureaucratic  control;  and  be  it  further 
Resolved,  that  a copy  of  this  resolution  be 
transmitted  to  each  of  the  United  States  senators 
for  the  states  of  this  Milk  Shed  and  to  repre- 
sentatives of  each  district,  with  a request  that 
they  oppose  such  legislation. 

It  was  voted  that  these  resolutions  be  spread  on 
the  minutes  with  appreciation  and  approval 
and  that  the  Secretary  should  so  advise. 

2.  Letter  of  January  26,  1951,  from  Dr.  Mary  J. 
Kazmierczak,  secretary,  contained  two  resolutions 
i adopted  by  the  Medical  Society  of  the  County  of 
l Erie  at  its  January  23,  1951,  meeting,  as  follows: 

Whereas  the  armed  forces  may  call  to  active 
military  duty  reserve  medical  officers  before  ex- 
hausting the  available  supply  of  physicians  in 
Class  3 of  the  doctor  draft,  and 

Whereas  many  of  the  reserve  medical  officers 
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not  members  of  an  organized  unit  have  had 
extremely  long  terms  of  active  duty  in  World 
War  II,  and 

Whereas  there  exists  in  Class  3 of  the  doctor 
draft  an  ample  supply  of  fully  qualified  physicians 
including  specialists,  more  than  sufficient  to 
meet  the  foreseeable  requirements  of  the  armed 
forces,  and 

Whereas  the  drafting  of  such  medical  reserve 
officers  not  members  of  the  organized  reserve 
before  Class  3 physicians  is  unnecessary  and  un- 
fair, now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  the 
County  of  Erie  assembled  in  January,  1951, 
Stated  Meeting  go  on  record  as  favoring  and 
strongly  urging  that  the  needs  of  the  armed  forces 
for  physicians,  including  specialists,  be  filled 
from  Class  3 of  the  doctor  draft  before  calling 
on  such  medical  reserve  officers;  and  be  it 
further 

Resolved,  that  the  Medical  Society  of  the  County 
of  Erie  request  and  urge  the  Council  of  the  State 
Medical  Society  to  approve  this  resolution  and  to 
take  all  possible  and  necessary  steps  to  effectuate 
the  intent  and  purpose  of  this  resolution,  and  be 
it  further 

Resolved,  that  a copy  of  this  resolution  be  trans- 
mitted to  the  Secretary  of  the  Medical  Society 
of  the  State  of  New  York  for  presentation  to  the 
Council  of  the  State  Society. 

It  was  voted  to  refer  this  to  the  New  York  State 
Advisory  Committee  on  Procurement  and 
Assignment  of  Selective  Service. 

Whereas  the  induction  priority  of  doctor 
draft  registrants  in  the  several  classes  is  at 
present  determined  solely  by  local  Selective 
Service  Boards,  made  up  entirely  of  nonmedical 
personnel,  and 

Whereas  the  role  of  the  county  medical 
societies  in  New  York  State  with  reference  to 
the  doctor  draft  is  limited  to  the  making  of 
advisory  recommendations  on  applications  for 
deferment,  after  selection  by  the  local  boards, 
which  recommendations  may  or  may  not  be  ac- 
cepted by  local  draft  boards,  and 

Whereas  the  matter  of  the  induction  priority 
of  doctor  draft  registrants  not  eligible  for  defer- 
ment in  the  several  classes  of  the  doctor  draft 
is  of  vital  importance  to  the  physicians  concerned 
and  to  the  community  at  large,  and 

Whereas  county  medical  societies  are  better 
qualified  than  local  draft  boards  to  more  equit- 
ably and  efficiently  determine  the  priority  of 
selection  of  physicians  for  induction  within  the 
several  classes,  now,  therefore,  be  it 

Resolved,  that  the  Medical  Society  of  the 
County  of  Erie  assembled  in  Stated  Meeting  on 
January  23,  1951,  hereby  go  on  record  as  strongly 
urging  that  the  county  medical  societies  instead 
of  draft  boards  be  vested  with  the  power  and 
right  to  select  the  physicians  required  to  fill  doctor 
draft  quotas,  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  County 
of  Erie  request  and  urge  the  Council  of  the  State 
Medical  Society  to  approve  this  resolution  and 
to  take  all  possible  and  necessary  steps  to  ef- 
fectuate the  intent  and  purpose  of  this  resolution, 
and  be  it  further 

Resolved,  that  a copy  of  this  resolution  be 
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transmitted  to  the  Secretary  of  the  Medical 
Society  of  the  State  of  New  York  for  presentation 
to  the  Council  of  the  State  Society. 

It  was  voted  also  to  refer  this  to  the  New  York 
State  Advisory  Committee  on  Procurement 
and  Assignment  of  Selective  Service. 

3.  Letter  of  January  19,  1951,  from  Dr.  D.  S. 
Payne,  secretary-treasurer  of  the  Medical  Society 
of  the  County  of  Sullivan,  as  follows: 

“Please  be  advised  that,  at  a special  meeting  of 
the  Medical  Society  of  the  County  of  Sullivan  on 
January  10,  1951,  the  following  resolution  was 
regularly  moved  and  passed: 

‘Resolved,  that  all  members  of  the  medical 
society  under  fifty  years  of  age  be  declared  non- 
essential  by  the  county  medical  society  and  that 
letters  be  sent  to  the  local  draft  board  and  the 
State  Medical  Society  and  any  other  group 
responsible  for  the  drafting  of  physicians.’” 

This  was  referred  by  vote  to  the  New  York 
State  Advisory  Committee  on  Procurement 
and  Assignment  of  Selective  Service. 

4.  A letter  from  Dr.  R.  E.  Isabella,  secretary 
of  the  Medical  Society  of  the  County  of  Schenec- 
tady, presented  a request  from  Dr.  Harry  Ben- 
jamin, of  Altamont,  for  permission  to  retain  member- 
ship in  the  Medical  Society  of  the  County  of  Sche- 
nectady. A letter  from  Dr.  Albert  Vander  Veer  II, 
secretary  of  the  Medical  Society  of  the  County  of 
Albany,  stated  that  his  society  had  no  objection. 

The  Council  voted  approval  of  Dr.  Harry  Ben- 
jamin’s request  to  remain  a member  of  the  Medi- 
cal Society  of  the  County  of  Schenectady. 

5.  Letter,  dated  January  16,  1951,  from  Mr. 
Charles  T.  Baker,  director,  membership-fellowship 
records,  regarding  exempting  Dr.  Arthur  Stein, 
retired  member  of  the  Medical  Society  of  the  State 
of  New  York,  from  payment  of  A.M.A.  dues. 

It  was  voted  that  the  American  Medical  As- 
sociation be  requested  to  forego  Dr.  Arthur 
Stein’s  1950  and  1951  American  Medical  As- 
sociation dues. 

6.  Letter  dated  January  31,  1951,  Walter  V. 
Bouquet,  Esq.,  attorney.  Mr.  Bouquet  described 
two  of  his  clients  who  had  practiced  medicine  in 
Russia  for  thirty  years,  had  passed  English  and 
clinical  tests,  and  were  preparing  for  the  State 
licensing  examination  for  physicians.  He  called 
attention  to  a statement  made  in  1947  by  Dr. 
Donald  G.  Anderson,  secretary  of  the  American 
Medical  Association  Council  on  Medical  Education 
and  Hospitals,  forecasting  a possible  shortage  of 
about  15,000  physicians  by  1960.  In  view  of  this 
statement  and  the  additional  demands  now  being 
made  by  the  armed  services,  Mr.  Bouquet  inquired 
whether  this  Society  “would  not  consider  it  timely 
and  in  the  public  interest  to  urge  upon  the  proper 
authorities  a temporary  relaxation  of  the  rules  on 
admission  to  practice  of  physicians  educated 
abroad  so  that  their  services  could  be  immediately 
utilized.”  He  felt  that  admission  by  endorsement 
of  competent  physicians  educated  abroad  would 
“give  partial  relief  to  our  already  overtaxed  medical 
profession  and  improve  further  our  medical  serv- 
ices.” 

It  was  voted  to  refer  this  letter  to  the  Committee 
on  Medical  Licensure. 

7.  Letter  dated  February  5,  1951,  from  Dr. 
E.  C.  Waterbury,  secretary,  stated  that  the  follow- 
ing resolution  was  unanimously  passed  at  a meeting 
of  the  Medical  Society  of  the  County  of  Orange: 


Whereas  the  present  system  of  payment  of 
welfare  cases  to  the  patient  from  the  departments 
of  welfare  causes  delays  and  additional  work,  be 
it  resolved  that: 

1.  The  Medical  Society  of  the  County  of 
Orange  request  that  payment  for  services  ren- 
dered be  made  to  the  physician  from  the  depart- 
ments of  welfare. 

2.  Copies  of  this  resolution  be  sent  to  the 
Commissioner  of  the  State  Department  of  Social 
Welfare,  Commissioner  of  Orange  County  De- 
partment of  Public  Welfare,  Commissioner  of 
City  of  Newburgh  Department  of  Public  Wel- 
fare, and  the  Medical  Society  of  the  State  of  !| 
New  York. 

After  discussion,  it  was  voted  to  refer  this  to 
the  Subcommittee  on  Public  Medical  Care,  I 
of  the  Economics  Committee,  for  study  and  i 
report. 

8.  Letter  from  Mr.  John  F.  McCormack,  vice- 
president  and  secretary  of  the  United  Medical  | 
Service,  dated  February  5,  1951,  suggested  that  j 
the  Council  consider  nominating  the  following  ( 
physicians  for  membership  on  the  United  Medical 
Service  Board  of  Directors:  Drs.  Renato  J.  Azzari, 
Walter  C.  Freese,  Charles  Gordon  Heyd,  John  J.  ; 
Masterson,  Earl  C.  Waterbury. 

It  was  voted  that  the  Council  approve  these  | 
nominations. 

9.  As  result  of  a letter,  referred  from  the  Medical  l 
Society  of  the  County  of  New  York,  from  Dr.  r 
George  F.  Brewster  dated  January  24,  1951,  Dr. 
Anderton  stated  he  had  written  the  following  letter 
to  Dr.  George  F.  Lull,  secretary  of  the  American  | 
Medical  Association,  which  he  hoped  the  Council  t 
would  discuss  and  alter  if  they  so  desired,  before 
he  sent  it.  He  felt  that  the  request  that  all  retired  I 
members  of  the  Medical  Society  of  the  State  of  i 
New  York  be  excused  from  the  payment  of  Ameri- 
can Medical  Association  membership  dues  should  1 
not  be  sent  on  his  own  authority,  but  only  if  the  | 
Council  so  desired. 

“Dear  Doctor  Lull: 

“Dr.  George  F.  Brewster  of  205  West  57th 
Street,  New  York  19,  New  York,  a retired  mem-  | 
ber  of  the  Medical  Society  of  the  State  of  New 
York,  has  been  relieved  from  payment  of  his 
county  society  dues  and  State  Society  annual 
dues  or  assessment.  He  was  elected  an  As-  j 
sociate  Fellow  of  the  American  Medical  Associ- 
ation last  June.  It  is,  therefore,  requested  that  , 
Dr.  Brewster  and  all  other  retired  members  of  l 
the  Medical  Society  of  the  State  of  New  York 
be  excused  from  payment  of  American  Medical  J 
Association  membership  dues.  Lists  of  our  newdy  1 
elected  retired  members  have  been  sent  your 
office  each  year  shortly  following  our  annual  f 
meeting.” 

It  was  voted  that  the  letter  be  sent. 


10.  Dr.  Anderton,  anticipating  the  instructions 
of  the  Council  and  Board  of  Trustees,  read  the 
following  proposed  letter  of  condolence,  to  be  sent 
to  Mrs.  James  F.  Rooney,  for  alteration  or  approval:  t 


“Dear  Mrs.  Rooney: 

“The  Council  and  the  Board  of  Trustees  have  jj 
requested  me  to  express  not  only  their  individual 
and  collective  sympathy  for  you,  but  aiso  the  " 
sympathy  of  the  entire  Medical  Society  of  the 
State  of  New  York.  . 

“In  the  House  of  Delegates,  in  the  Council,  :| 
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in  the  Board  of  Trustees,  and  as  president  of  the 
Society  your  late  husband  was  always  much 
respected  and  admired  for  his  unceasing  endeavors 
for  the  welfare  of  the  people  of  the  State  of  New 
York  and  for  the  good  of  his  profession. 

“His  ability  as  a parliamentarian,  his  aptitude 
in  debate,  and  his  wisdom  always  evoked  the 
admiration  of  his  fellows. 

“To  you  who  have  been  so  close  to  Jim  Rooney, 
it  is  needless  to  emphasize  his  affectionate  and 
loyal  characteristics.  In  these,  your  days  of 
tribulation,  all  of  your  husband’s  many  friends 
feel  deep  sympathy  for  you.” 

Approval  was  voted. 

11.  Letter  from  Dr.  Bartholomew  J.  Dutto, 
secretary  of  the  Medical  Society  of  the  County  of 
Ulster,  as  follows: 

“Would  you  kindly  advise  the  Comitia  Minora 
of  the  Medical  Society  of  the  County  of  Ulster 
why  the  Medical  Society  of  the  State  of  New  York 
gives  it  approval  to  the  Program  Plan  for  Cancer 
Control  which  is  definitely  and  obviously  socialis- 
tic in  thought  and  execution.” 

It  was  voted  to  refer  this  to  Dr.  Theodore  J. 
Curphey,  chairman  of  the  Public  Health  and 
Education  Committee,  and  his  Subcommittee 
on  Cancer,  of  which  Dr.  George  C.  Adie  is 
chairman. 

The  Treasurer’ s report  was  accepted. 

Report  of  the  Executive  Officer 

Dr.  Hannon  reported:  “The  legislature  has  been 
in  session  about  four  weeks.  There  have  been  an 
extreme  number  of  bills  put  in.  Last  year  was  a 
record  number,  but  this  year  even  exceeds  it.  So 
far  no  important  action  has  been  taken  on  any  bills 
in  which  we  have  been  particularly  interested. 
There  are  quite  a number  of  bills  that  have  been 
introduced  in  which  we  will  have  an  interest,  and 
these  will  be  taken  up  at  the  meeting  of  the  county 
legislation  chairmen  in  Albany  next  week  and 
discussed  there,  with  the  idea  that  the  Legislation 
Committee,  the  Executive  Officer,  and  this  Council 
will  be  instructed  how  to  act  on  those  bills.” 

Reports  of  Committees 

Legislation. — Dr.  Siris,  chairman,  reported  a 
recommendation  of  the  committee  as  the  result 
of  a joint  meeting  with  representatives  of  the  New 
York  State  Dental  Society,  to  defer  introduction 
of  a bill  which  would  change  the  wording  “and 
adjacent  tissues”  (referring  to  a field  of  surgical 
operation)  in  the  Dental  Practice  Act  to  “the  tissues 
immediately  adjacent  thereto.”  A slight  change 
in  the  bill  itself,  changing  the  word  “process”  to 
“processes”  was  recommended.  Deferment  of 
introduction  of  the  bill  was  deemed  desirable.  He 
stated  that  Dr.  Hannon  agreed  with  this  recom- 
mendation. 

The  Council  voted  to  approve  this  recommenda- 
tion. 

Dr.  Siris  continued  by  reporting  the  recom- 
mendation of  his  committee  that  there  be  inserted 
in  the  Panken  Bill  the  following  or  a similar  stipu- 
lation: “provided  that  where  a municipality  con- 
tributes part  or  all  of  the  premium  for  such  medical 
care,  the  insured  shall  have  the  right  to  select  for 
such  medical  care  any  nonprofit  medical  care  plan 
authorized  under  IX-C  of  the  Insurance  Law, 
operating  in  the  same  community  and  approved 
by  the  Commissioner  of  Insurance.”  He  stated 


that  this  suggestion  had  been  made  to  Mr.  James 
Beasley  and  would  be  presented  at  an  ensuing 
meeting  of  county  legislation  chairmen  at  Albany. 
The  Council  voted  that  this  tentative  suggestion 
be  submitted  at  the  meeting  of  the  county  legis- 
lation chairmen. 

Dr.  Siris  stated  that  the  Society’s  workmen’s 
compensation  bills  would  be  introduced,  that  the 
podiatry  bill  would  be  opposed,  and  that  the 
Legislation  Committee  and  the  Public  Relations 
Committee  would  try  to  transmit  to  members  of 
the  Society  the  idea  that,  if  the  Medical  Practice 
Act  is  properly  interpreted,  it  will  not  be  necessary 
to  change  it  in  order  to  protect  psychiatrists  from 
encroachment  in  the  practice  of  medicine  by 
psychologists. 

Constitution  and  Bylaws. — Dr.  Adie,  chairman 
reported  that  the  committee  had  had  presented  to 
it  amendments  to  the  constitution  and  bylaws  of 
the  Medical  Society  of  the  County  of  Kings. 

These  were  approved  with  a few  minor  changes. 
He  stated,  “There  is  one  other  matter  which  was 
brought  up  briefly  at  the  last  meeting.  It  has  to 
do  with  the  alteration  in  the  constitution  of  the 
Medical  Society  of  the  County  of  Monroe.  It 
conforms  to  the  committee’s  interpretation  of  the 
State  Medical  Society’s  requirements.  It  is  in  the 
proper  verbiage,  and  we  recommend  that  the 
Council  approve  the  revised  constitution  of  the 
Medical  Society  of  the  County  of  Monroe.” 

It  was  voted  to  approve  the  revision. 
Economics.— Dr.  Azzari,  chairman,  stated:  “I 

just  want  it  noted  that  the  director  of  the  Bureau 
of  Medical  Care  Insurance  attended  the  Middle 
Atlantic  States  Regional  Conference  of  the  American 
Medical  Association’s  Council  on  Medical  Service 
in  Philadelphia  on  January  8. 

“Since  the  last  report  of  the  Bureau,  copies  of 
uniform  State-wide  contract  draft,  schedule  of 
allowances,  and  medical  indemnity  rider  have  been 
mailed  to  the  presidents  of  the  six  Blue  Shield 
Plans  in  New  York  State  and  to  the  secretaries  of 
each  county  medical  society.  The  subcommittee 
expressed  its  hope  to  the  secretaries  that  their 
societies  would  extend  cooperation  to  the  local  plan 
when  the  program  is  presented.” 

Approval  was  voted. 

Emergency  Preparedness.— Dr.  Masterson,  chair- 
man, reported  that,  at  the  request  of  Dr.  James  of 
the  State  Health  Commissioner’s  office,  a meeting 
had  been  arranged  with  representatives  of  five 
medical  schools  for  February  10,  for  further  discus- 
sion of  treatment  recommended  in  October  by 
panels  of  medical  school  representatives.  He 
hoped  that  afterward  it  would  be  possible  for  the 
Commissioner  to  complete  preparation  and  dis- 
tribution of  a pamphlet  regarding  treatment. 

He  referred  to  an  article  prepared  by  his  com- 
mittee for  the  February  15  issue  of  the  New  York 
State  Journal  of  Medicine,  containing  specific 
recommendations  of  interest  to  members  of  county 
society  civil  defense  committees. 

Dr.  Wertz  stated  that  Miss  Mary  Donlon  had 
been  asked  to  prepare  a bill  “to  provide  medical 
compensation  for  some  civil  defense  workers”  and 
wished  in  doing  so  to  insure  free  choice  of  physician 
to  such  workers,  although  she  felt  that  in  a real 
emergency  “the  free  choice  principle  might  tem- 
porarily have  to  be  abated.”  Dr.  Wertz  had  refer- 
red this  to  Dr.  Masterson.  Since  the  bill  would 
probably  be  ready  before  the  March  Council  meet- 
ing, he  asked  whether  the  Council  wished  to  dele- 
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gate  to  the  Legislation  and  Emergency  Prepared- 
ness Committees  the  power  to  approve  it  before 
presentation  to  the  legislature. 

After  discussion,  it  was  voted  that  the  Council 
approve  in  principle  the  compensation  proposed, 
and  that  the  determination  of  policy  regarding 
the  bill  be  delegated  to  the  Legislation  Com- 
mittee and  the  Emergency  Preparedness  Com- 
mittee. 

Finance. — Dr.  Dattelbaum,  chairman,  distributed 
the  revised  1951  budget. 

After  discussion,  it  was  voted  to  recommend  ap- 
proval to  the  Board  of  Trustees. 

Nursing  Education. — Dr.  Dickson,  chairman, 
presented  the  following  report,: 

The  Coordinating  Council  on  Nursing  Problems, 
of  which  your  Committee  on  Nursing  Education  is 
a participating  member,  met  at  the  Hotel  Statler, 
New  York  City,  on  January  10,  1951.  All  agencies 
of  the  council  were  represented. 

The  proposed  amendment  to  the  Nurse  Practice 
Act  was  first  considered.  No  action  on  this  legis- 
lation was  taken  at  the  December  14,  1950,  meeting 
of  the  Council  due  to  further  changes.  This  bill 
is  again  submitted,  omitting  in  Section  2 Para- 
graph (a)  of  Subdivision  5 of  Section  6,905,  the 
words  “approved  by  the  American  College  of 
Surgeons.”  This  change  is  made  due  to  objection 
of  the  Hospital  Council  of  Greater  New  York,  that 
a good  many  hospitals  are  not  approved  by  the 
American  College  of  Surgeons  and  they  feel  they 
are  being  discriminated  against. 

The  New  York  State  Nurses  Association  is 
soliciting  the  support  of  the  Medical  Society  of  the 
State  of  New  York  in  sponsoring  certain  changes 
in  the  Nurse  Practice  Act.  For  information  of 
Council,  these  proposed  changes  are  submitted. 

Section  2.  Paragraph  (a)  of  Subdivision  5 of 
Section  6,905  of  the  education  law  if  hereby 
amended  would  read  as  follows: 

(a)  The  department  may  license  without 
examination  a graduate  of  a school  of  nursing 
accredited  in  any  other  state,  province,  or  coun- 
try, who  has  completed  a course  of  study  in 
nursing  considered  by  the  department  to  be 
equivalent  to  that  required  in  this  State  at  that 
time  and  who  was  licensed  in  that  state  by 
examination  and  has  met  all  the  requirements  as 
to  age,  character,  citizenship,  and  preliminary 
education.  A nurse  may,  fending  final  action 
by  the  department  upon  an  initial  application  for 
licensure  pursuant  to  this  paragraph,  practice 
nursing  in  a hospital  or  in  a public  health  nursing 
agency  for  a period  not  longer  than  six  months  from 
the  date  the  department  receives  from  such  nurse 
an  application  for  licensure  consisting  of  (a)  a 
personal  statement  by  such  nurse  on  a form  author- 
ized for  such  purpose  by  the  department  and  (b) 
a certificate  by  the  licensing  authority  of  another 
state,  province,  or  country  that  such  nurse  has  been 
licensed  by  examination  to  practice  nursing  in  such 
state,  province,  or  country  and  currently  is  lawfully 
entitled  to  practice  nursing  there.  This  paragraph 
shall  not  be  construed  to  permit  any  such  nurse  so 
to  practice  nursing  (a)  for  more  than  one  such 
six-month  period,  or  ( b ) for  any  period  except  as 
hereinabove  in  this  paragraph  provided,  upon  an 
initial  application  for  licensure  pursuant  to  this 
paragraph,  or  (c)  after  being  notified  by  the  de- 
partment that  such  application  has  been  denied. 

This  section  changes  the  proposed  regulation 


of  out-of-State  nurses  from  Section  6,909  to  Section 
6,905. 

Section  3.  Subdivision  1 of  Section  6,909 
of  the  education  law  has  the  following  matter 
added:  nor  shall  it  be  construed  as  prohibiting 

or  preventing  the  practice  of  nursing  in  this  State 
during  an  emergency  or  disaster  by  any  legally 
qualified  nurse  of  another  state  or  country  who  may 
be  recruited  by  the  American  National  Red  Cross 
or  by  the  State  Civil  Defense  Commission  for  such 
emergency  or  disaster  service,  provided  such  person 
does  not  represent  or  hold  himself  or  herself  out  as  a 
nurse  licensed  to  practice  in  this  State;  nor  shall  it 
be  construed  as  prohibiting  or  preventing  the  prac- 
tice of  nursing  in  this  State,  in  obedience  to  the 
requirements  of  the  laws  of  the  United  States,  by 
any  commissioned  nurse  officer  in  the  military, 
naval,  or  Public  Health  Service  of  the  United 
States  or  by  any  nurse  employed  in  the  United 
States  Veterans  Administration,  while  engaged  in 
the  performance  of  the  actual  duties  prescribed  for  | 
him  or  her  under  the  United  States  Statutes,  pro- 
vided such  person  does  not  represent  or  hold  him- 
self or  herself  out  as  a nurse  licensed  to  practice  in 
this  state;  nor  shall  it  be  construed  as  prohibit- 
ing nursing  or  care  of  the  sick,  with  or  without 
compensation  or  personal  profit,  when  done  in 
connection  with  the  practice  of  the  religious 
tenets  of  any  church  by  adherents  thereof  as 
long  as  they  do  not  engage  in  the  practice  of 
nursing  as  defined  in  this  article. 

It  would  appear  that  this  addition  plugs  loop-  | 
holes  in  the  present  law  in  meeting  some  of  the 
problems  posed  by  a national  emergency  or  by  the  i 
program  of  the  Veterans  Administration. 

Section  J.  Paragraph  F of  Subdivision  1 of  Ji 
Section  6,911  of  the  education  law  would  be  j 
hereby  amended  to  read  as  follows: 

Upon  proof  that  such  licensee  is  or  has  been  j 
an  habitual  drunkard  or  is  or  has  been  addicted  1 
to  the  use  of  morphine,  cocaine,  or  other  drugs  ; 
having  similar  effect,  or  has  become  mentally  J 
incompetent. 

The  secretary  of  the  Board  of  Nursing  Examiners 
stated  that  the  department  will  be  willing  to  go  ; 
along  with  the  temporary  permits  in  the  amended  j 
Nurse  Practice  Act. 

The  question  of  how  many  nurses  would  be  re-  I 
quired  by  the  armed  services  was  considered.  The  i 
New  York  State  quota  is  475,  a number  reached  by  I 
the  American  Nurse  Association  by  proportioning  s’ 
the  number  each  state  shall  contribute  on  a popula-  || 
tion  level.  The  military  authorities  do  not  want  J 
nurses  above  the  grades  of  supervisors  and  head 
nurses,  feeling  that  they  have  enough  in  their  own 
services  for  these  positions.  The  combined  services 
need  3,000  nurses  today  and  500  more  by  June  1.  1 
The  Reserve  Corps  is  unreliable,  as  many  nurses 
have  gone  into  other  6elds. 

The  lack  of  interest  in  the  program  of  civil  ■ 
defense  was  discussed.  The  necessity  of  organized  M 
volunteers  in  case  of  an  atomic  attack,  particularly  ■') 
in  the  congested  metropolitan  areas,  is  an  immediate  Id 
problem,  confronting  all  members  of  the  Coordinat-  i 
ing  Council.  The  measures  taken  by  the  New  York 
State  Department  of  Health  to  educate  doctors 
and  nurses  were  enumerated.  At  one  hospital 
every  nurse  must  take  a Red  Cross  first  aid  course.  i 
Doctors  and  nurses  previously  trained  should  take 
an  active  part  in  educating  volunteers. 

A program  is  at  present  in  progress  in  the  five  i 
counties  of  Greater  New  York  to  determine  how 
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many  nurses,  both  professional  and  practical,  would 
be  available  for  the  civil  defense  program.  Similar 
measures  by  the  medical  profession  might  be  in 
order,  tied  in  with  an  appropriate  public  relations 
program. 

Further  measures  to  initiate  coordinating  councils 
on  a county  or  district  level  were  deemed  advisable 
at  this  meeting.  It  was  the  sentiment  that  any 
procedure  which  increased  cooperation  between 
the  allied  professions  would  mesh  well  with  steps 
being  taken  on  a State  or  national  level  to  meet  a 
major  emergency.  It  was  also  felt  that  a coordinat- 
ing council  carries  more  weight  than  individual  units 
of  the  groups  involved.  A subcommittee,  repre- 
sentative of  each  group  in  the  coordinating  council 
will  consider  the  local  unit  formation  and  function. 

A motion  was  passed  unanimously  at  this  meet- 
ing that  “it  is  the  considered  opinion  of  the  or- 
ganizations comprising  this  council  that  they 
encourage  their  particular  associations  to  go  on 
record  as  requesting  the  deferment  of  male  nursing 
students  during  their  course  of  training.”  As  of 
July  1,  1950,  there  was  a total  enrollment  of  326 
men  in  schools  of  nursing,  33  men  enrolled  in  prac- 
tical nurse  programs,  and  admissions  of  146  since 
that  date.  Exclusive  of  those  graduating  in  the 
last  six  months,  approximately  400-500  men  would 
be  affected  by  this  ruling.  Efforts  will  be  made  to 
augment  recruits  for  this  important  segment  of  the 
nursing  profession. 

Your  committee  feels  that  the  opportunity  of 
meeting  with  the  various  groups  comprising  the 
coordinating  council  offers  a medium  for  interchange 
of  mutual  problems  and  information  as  to  their 
solution.  As  an  outcome  of  these  conferences,  we 
may  expect  a closer  spirit  of  cooperation  among  all 
parties  concerned. 

It  was  voted  to  approve  this  report. 

Dr.  Dickson  continued:  “For  your  information, 
I would  like  to  tell  you  that  I have  been  informed 
by  our  executive  officer  that  there  has  been  intro- 
duced in  the  legislature  another  bill  on  nurse  prac- 
tice procedures,  which  does  not  have  the  approval 
of  the  Nursing  Association,  so  I was  very  happy 
to  have  the  Council  go  on  record  as  favoring  the 
bill  which  has  met  the  approval  of  the  State  Nursing 
Association.  I would  like  to  have  our  Secretary 
empowered  to  notify  the  New  York  State  Nursing 
Association  of  our  action,  and  also  to  notify  our 
executive  officer  that,  if  he  is  requested  to  help 
them  promote  this  measure,  he  will  lend  his  as- 
sistance.” 

This  was  voted. 

Dr.  Dickson  stated:  “There  was  one  other  motion 
which  was  passed  at  this  meeting,  and  for  which  I 
request  approval  of  this  Council:  ‘It  is  the  con- 

sidered opinion  of  the  organizations  comprising 
this  council  that  they  encourage  their  particular 
associations  to  go  on  record  as  requesting  the  defer- 
ment of  male  nursing  students  during  their  course 
of  training.’  ” 

It  was  voted  that  the  Council  approve  this 

motion. 

Office  Administration  and  Policies. — Dr.  Beek- 
man,  chairman,  reported  that  the  committee  had 
met  on  February  7,  1951.  Routine  matters  were 
taken  care  of.  He  stated  that  it  was  voted  to 
grant  the  request  of  Dr.  A.  A.  Mira,  chairman  of 
the  Medical  Economics  Committee  of  the  Co- 
ordinating Council  of  New  York  City,  to  be  allowed 
the  use  of  the  Society’s  offices  for  meetings.  It 
was  understood  that  the  Society  would  be  reim- 


bursed for  overtime  payments  to  employes  while 
remaining  in  the  office  for  the  meeting. 

The  Council  voted  to  grant  this  permission. 

It  was  reported  that  the  Society  had  received 
$1,089.63  from  the  American  Medical  Association 
as  reimbursement  for  expenses  in  connection  with 
the  collection  of  1950  A.M.A.  dues. 

Dr.  Beekman  requested  that  a motion  be  made 
covering  the  question  of  the  $1,089.63  received  from 
the  American  Medical  Association. 

After  discussion  the  Council  voted  to  recommend 
to  the  Board  of  Trustees  that  $1,089.63  received 
from  the  American  Medical  Association  be  dis- 
tributed to  the  county  societies  and  that  a fur- 
ther study  be  made  to  ascertain  what  it  is  costing 
the  county  societies  and  the  State  Society  to 
collect  the  American  Medical  Association  dues; 
and  the  report  was  accepted. 

Publication. — Dr.  Kosmak,  chairman,  reported 
that  the  committee  had  its  regular  meeting  on 
February  7 and  discussed  a considerable  number  of 
routine  matters.  He  stated  that  the  final  audit  of 
the  Journal  for  twelve  months  ending  December 
31,  1950,  showed  a final  net  income  of  $46,857 
after  the  allocation  of  members  dues  of  $56,795. 
He  brought  up  the  matter  of  the  possibility  of  an 
editorial  relating  to  the  Medical  Education  Founda- 
tion of  the  American  Medical  Association.  Such 
an  editorial  had  been  prepared  and  was  largely 
informative.  The  committee  would  like  the  opinion 
of  the  Council  on  whether  this  Foundation  should 
be  endorsed  and  if  an  editorial  is  desirable. 

After  discussion,  approval  was  voted. 

He  reported  that  the  question  of  publishing  the 
next  Directory,  which  would  be  in  1953,  was  dis- 
cussed. 

Last  month  19  copies  of  the  1949  Directory  had 
been  sold.  He  thought  the  prospects  of  a good 
sale  for  the  1951  Directory  were  quite  favorable. 

It  was  voted  to  accept  the  report. 

Public  Health  and  Education. — Dr.  Curphey, 
chairman,  reported  that  he  had  attended  various 
meetings  and  had  arranged  twelve  postgraduate 
lectures  in  ten  counties. 

1.  Present  at  the  meeting  of  the  Subcommittee 
on  the  Hard  of  Hearing  and  the  Deaf  on  January  9, 
were  Drs.  Charles  Anderson,  Gordon  D.  Hoople, 
and  T.  J.  Curphey.  Dr.  Hoople  reviewed  his 
endeavors  to  procure  financial  aid  for  the  establish- 
ment of  additional  hearing  centers  throughout  the 
State.  The  New  York  State  Society  for  Crippled 
Children  seems  the  most  likely  future  resource. 
Already  $5,000  has  been  contributed  to  the  new 
hearing  center  at  Utica,  in  the  establishment  of 
which  Dr.  Hoople  has  played  a principal  role. 

Dr.  Hoople  reported  the  results  of  a question- 
naire circularized  among  the  county  medical 
societies  to  determine  what  had  been  accomplished 
in  this  field.  Replies  were  received  from  only  15 
per  cent.  Dr.  Hoople  will  check  with  those  coun- 
ties who  have  not  replied.  From  the  results  of  the 
questionnaire  and  his  own  personal  observation, 
Dr.  Hoople  stated  that  the  follow-up  on  the  school 
testing  of  children’s  hearing  is  failing  almost  com- 
pletely because  of  lack  of  facilities.  This  fact  will 
be  brought  to  the  attention  of  the  State  Depart- 
ments of  Health  and  Education,  in  the  hope  that 
funds  might  be  offered  for  the  establishment  of 
further  centers. 

The  matter  will  be  presented  to  the  Subcommittee 
on  Physical  Medicine  and  Rehabilitation.  Dr. 
Rusk  might  be  able  to  suggest  a way  of  sharing  in 
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funds  available  to  him  as  a prominent  figure  in  this 
field.  It  is  also  suggested  that  a committee  of 
laymen  and  doctors,  perhaps  headed  by  Mr.  Ber- 
nard Baruch,  might  be  formed  to  raise  money. 

2.  Dr.  R.  L.  Vought,  Regional  Health  Director, 
called  a meeting  on  January  15  of  the  chief  medical 
officers  and  deputy  officers  of  civil  defense  in  the 
suburban  New  York  region  to  ask  for  a review 
of  the  activities  of  each  group.  Of  the  nine  county 
representatives,  four  were  health  officers,  appointed 
as  medical  directors.  In  the  eight  cities,  only  two 
of  the  medical  directors  were  health  officers. 

The  outstanding  problems  faced  in  the  region 
were : 

(а)  Obtaining  an  adequate  number  of  nurses 
for  the  program. 

(б)  Organizing  of  adequate  facilities  for  blood 
procurement. 

(c)  Planning  for  expansion  of  hospital  bed 
capacity  in  the  area,  this  being  dependent  on 
obtaining  the  necessary  physical  equipment. 

The  question  of  funds  for  implementing  the 
complete  program  received  much  discussion.  There 
seemed  to  be  general  agreement  that,  before  many 
phases  of  the  problem  can  be  further  advanced, 
provision  must  be  made  for  financial  assistance. 

Dr.  John  K.  Miller,  the  State  blood  services 
officer,  outlined  the  progress  in  medical  procurement. 
He  pointed  out  that  $200,000  had  been  assigned  for 
the  purchase  of  supplies  for  blood  procurement 
and  that  $10,000  was  being  requested  for  the  estab- 
lishment of  a program  for  training  technicians. 

Dr.  James  H.  Lade,  liaison  officer  of  the  New 
York  State  civil  defense  program,  said  that  present 
plans  call  for  New  York  City  to  depend  on  its  own 
resources  in  the  event  of  atomic  bombing,  except 
for  blood  and  medical  supplies,  it  being  felt  that 
medical  manpower  within  the  city  should  be  suf- 
ficient to  care  for  the  immediate  problems  without 
drawing  on  the  services  of  physicians  in  neighbor- 
ing counties.  He  also  emphasized  the  need  for 
education  of  the  public  as  to  the  problems  of  civil 
defense,  with  recognition  that  they  have  not  yet 
appreciated  the  urgency  of  the  problem  to  the  same 
extent  as  the  physicians.  He  stated  that  State 
and  Federal  hospitals  will  be  available  for  the 
reception  of  casualties. 

3.  The  meeting  of  the  Blood  and  Plasma  Ex- 
change on  January  17  was  called  for  the  purpose 
of  activating  the  group,  which  had  not  been  func- 
tioning actively  for  the  previous  few  years,  in 
respect  to  the  part  it  might  play  in  blood  procure- 
ment for  civil  defense.  That  portion  of  State  Civil 
Defense  Circular  #10  referring  to  the  blood  program 
was  discussed.  The  past  and  present  relationships 
between  the  New  York  County  Medical  Society 
and  the  Red  Cross  in  regard  to  blood  procurement 
were  reviewed.  It  was  stated  that  as  a result  of 
recent,  lengthy  negotiations  between  these  two 
groups,  certain  agreements  will  be  released  shortly. 

The  training  of  volunteer  technicians  for  the 
program  received  attention.  Dr.  John  Scudder 
informed  the  meeting  that  he  has  developed  a 
teaching  program  where  it  is  possible  to  train  a 
volunteer  in  thirty  minutes  to  perform  simple  blood 
typing.  He  pointed  out  that,  by  actual  test, 
volunteers  trained  by  this  method  have  a technical 
error  of  less  than  0.1  per  cent.  He  also  suggested 
that  all  blood  banks  in  the  New  York  City  area 
be  invited  to  join  the  Blood  and  Plasma  Exchange. 
According  to  Dr.  Muckenfuss,  of  the  New  York 
City  Department  of  Health,  this  totals  about  sixty 
banks. 


4.  The  meeting  on  Mortuary  Services  on  Janu- 
ary 18  was  called  for  the  purpose  of  discussing  a 
preliminary  plan  in  the  event  of  a major  catas- 
trophe. This  included  the  problems  of  collection 
of  the  bodies,  removal  to  a temporary  place  for 
identification,  mass  burial,  and  the  like. 

5.  At  a joint  meeting  of  the  Committee  on 
Public  Health  and  Education  with  representatives 
of  the  State  Department  of  Health,  the  two  sub- 
jects discussed  were  (a)  the  Specialists  Roster  and 
(6)  the  establishment  of  a State  health  council. 

(а)  Certain  suggestions  were  made  for  the  im- 
provement of  the  approach  to  the  functions  of  the 
Advisory  Committee  in  this  regard,  based  on  a 
previous  meeting  held  in  Buffalo  by  Dr.  Bright- 
man,  of  the  State  Health  Department,  with  mem- 
bers of  the  Erie  County  Medical  Society. 

(б)  Dr.  Hilleboe  stated  that  he  had  looked  into 
the  matter  with  considerable  care  and  had  been  con- 
vinced some  time  previously  that  such  a move  would 
be  to  the  best  interests  of  the  health  of  the  people 
of  the  State  of  New  York.  He  did  have  the  reserva- 
tion, however,  that  the  recent  unfavorable  develop- 
ments with  their  greatly  increased  demand  for 
medical  manpower  would  have  to  be  considered 
before  immediate  steps  were  taken.  He  sug- 
gested that  before  the  group  took  action  they 
invite  Dr.  Mustard,  Mr.  Thomas  Dublin,  and  Mr. 
Nelbach  to  meet  in  March  to  explore  establishing 
a State  health  council  within  the  current  year. 

It  was  agreed  to  hold  such  meeting  in  March. 

6.  A letter  has  been  received  from  Dr.  Alfred 
Angrist,  of  the  Queens  County  Medical  Society, 
requesting  favorable  consideration  of  the  present 
attempt  being  made  by  the  National  Association 
of  Educational  Broadcasters  to  procure  adequate 
television  channels  for  education  in  the  new  tele- 
vision bands  to  be  assigned  in  the  near  future.  This 
stems  from  the  fact  that  hearings  are  being  held  by 
the  Federal  Communications  Commission  in  Wash- 
ington to  which  various  educational  groups  have 
been  presenting  their  views.  The  Queens  County 
Medical  Society  has  already  favored  a resolution 
to  be  forwarded  to  the  National  Association  of 
Educational  Broadcasters.  The  same  resolution 
will  be  presented  to  the  Coordinating  Council.  . 
The  New  York  Academy  of  Medicine  has  already  j 
communicated  with  the  FCC. 

Request  is  hereby  made  to  the  Council  for  en- 
dorsement of  the  effort  directed  to  procuring  chan-  I 
nels  for  use  for  television  educational  purposes  in  i 
medicine,  and  notification  of  the  Federal  Com-  j 
munications  Commission  of  the  attitude  of  the  I 
Society  in  this  regard. 

The  Council  voted  endorsement,  with  the  under-  : 

standing  that  the  Secretary  would  notify  the  J 

authorities  in  Washington. 

Dr.  Curphey  requested  approval  of  the  appoint- 
ment of  Dr.  Louis  Gerard  as  chairman  of  the  I 
Medical  Film  Review  Board  in  ophthalmology  and 
laryngology. 

This  was  voted. 

He  also  requested  that  the  Council  approve 
travel  expenses  of  a representative  of  the  Society  , 
to  the  National  Conference  on  Chronic  Diseases  to  ; 
be  held  in  Chicago  in  March. 

Approval  was  voted. 

Dr.  Curphey  stated:  “I  should  like  to  call  at- 
tention of  the  Council  to  a report  of  the  Subcom- 
mittee on  General  Practice  in  which  they  recom- 
mended that  the  Committee  on  Professional  and 
Hospital  Relations  be  instructed  by  the  Council  to 
consider  matters  as  presented  by  the  Subcommittee 
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on  General  Practice.  Briefly,  they  are  the  creation 
of  a department  of  general  practice  in  hospitals 
with  a department  head  having  the  same  voting 
power  as  the  heads  of  the  other  services;  second, 
the  opportunity  for  advancement  by  the  general 
practitioner  on  the  hospital  staff;  third,  the  recog- 
nition of  the  individual  general  practitioner’s 
ability  to  practice  good  medicine  or  surgery  whether 
or  not  he  is  qualified  by  a board.  May  I request 
that  the  Committee  on  Hospital  and  Professional 
Relations  be  instructed  to  work  on  this  problem 
in  cooperation  with  the  Subcommittee  on  General 
Practice?” 

The  Council  voted  to  adopt  the  report. 

Cancer. — Dr.  Adie,  chairman,  reported  that  the 
Subcommittee  on  Cancer  met  on  January  31  and 
discussed  several  matters.  A report  was  made  on 
the  Gerson  Diet. 

It  was  voted  that  this  report  be  given  to  the  Mal- 
practice Insurance  and  Defense  Board. 

Public  Relations. — Dr.  Winslow,  chairman,  sub- 
mitted the  following  report: 

The  Public  Relations  Bureau  was  reorganized 
with  the  appointment  on  January  11  by  the  Board 
of  Trustees,  on  recommendation  from  the  Council, 
of  Mr.  Frederick  W.  Miebach  as  director. 

In  anticipation  of  an  expanding  field  program  for 
1951,  steps  were  taken  to  revise  the  assignment 
of  duties  of  the  staff  to  permit  greater  attention 
to  the  field  aspects  of  the  public  relations  program. 
Mr.  John  E.  Weinrich  will  remain  as  a full-time 
field  man,  but  Mr.  Thomas  E.  Walsh  will  hereafter 
devote  three  quarters  of  his  time  to  field  activities 
and  the  remaining  one  quarter  as  director  of  the 
Speakers  Bureau  and  as  liaison  officer  to  the  Wo- 
man’s Auxiliary.  Mr.  Martin  J.  Tracey  likewise 
will  devote  three  quarters  of  his  time  to  field  ac- 
tivities and  one  quarter  to  soliciting  favorable 
resolutions  from  civic,  business,  and  professional 
organizations. 

In  accordance  with  a motion  adopted  by  the 
Council,  the  Public  Relations  Bureau  made  its 
facilities  available  to  the  Legislation  Committee 
to  stimulate  opposition  to  a chiropractic  bill  re- 
ported to  be  ready  for  introduction  in  the  legis- 
lature. After  conferring  with  the  executive  officer, 
a meeting  was  arranged  in  the  Society’s  offices  with 
Mr.  James  J.  Beasley  and  members  of  the  Public 
Relations  Bureau  field  staff.  At  this  meeting  Mr. 
Beasley  proposed  that  the  field  men  contact  the 
legislation  chairman  of  each  county  medical  so- 
ciety to  have  him  name  a committee  to  call  upon 
legislators  in  his  area  and  obtain  a definite  comment, 
if  possible,  on  their  attitude  toward  a chiropractic 
bill.  He  suggested  that  publicity  be  avoided  and 
that  no  attempt  be  made  to  promote  popular  op- 
position to  the  chiropractic  bill,  until  further 
notice.  The  field  staff  immediately  visited  the 
legislation  chairmen  in  the  major  population 
centers  in  the  State  and  contacted  others  by  tele- 
phone, so  that  every  county  medical  society  in  the 
State  was  reached.  Report  forms  were  provided 
for  the  legislation  chairmen  to  report  to  the  Public 
Relations  Bureau,  for  tabulation  and  report  to  the 
executive  officer. 

As  a further  step  in  planning  for  1951  the  Com- 
mittee on  Public  Relations  issued  an  invitation  to 
the  chairmen  of  the  public  relations  committees 
of  the  component  county  medical  societies  in  the 
State  of  New  York  to  attend  a conference  on  public 
relations  at  2:00  p.m.,  Thursday,  February  15,  in 
the  offices  of  the  State  Society.  It  is  felt  that  much 
is  to  be  gained  by  securing  the  advice  and  opinion 


of  the  various  local  public  relations  chairmen  and 
that  a full  and  frank  interchange  of  ideas  on  public 
relations  problems  can  lead  to  a closer  working  as- 
sociation between  State  and  county  societies  and 
help  to  develop  common  objectives.  At  this 
conference  further  steps  will  be  taken  to  coordinate 
the  legislation  and  public  relations  programs  of  the 
State  Society  in  connection  with  the  chiropractic 
situation. 

The  director  of  the  Public  Relations  Bureau  at- 
tended a meeting  of  the  Public  Relations  Com- 
mittee of  the  Coordinating  Council  of  the  Medical 
Societies  of  the  City  of  New  York  on  February  1 
at  Manhattan  General  Hospital. 

A News  Letter  was  issued  on  January  30  contain- 
ing articles  on  the  doctor-draft,  A.M.A.  dues,  and  a 
number  of  other  items  of  interest  to  members. 

News  releases  dealing  with  postgraduate  educa- 
tion meetings  were  sent  to  newspapers  in  the 
following  counties:  Jefferson,  Onondaga,  Ontario, 
Queens,  Suffolk,  and  Warren. 

On  January  18,  the  director  represented  the 
Public  Relations  Bureau  at  the  Middle  Atlantic 
States  National  Conference  in  Philadelphia.  At 
this  meeting  the  chief  topics  on  the  agenda  were 
problems  connected  with  the  doctor-draft  and  civil 
defense. 

The  Public  Relations  Bureau  cooperated  with 
United  Medical  Service  in  publicizing  the  dinner 
held  on  January  25,  in  celebration  of  the  enrollment 
of  the  2,000,000th  member,  at  the  Hotel  Biltmore 
in  New  York  City.  Dr.  Carlton  E.  Wertz,  presi- 
dent, was  toastmaster  at  this  dinner  and  Dr.  Elmer 
L.  Henderson,  president  of  the  A.M.A. , was  the 
principal  speaker. 

The  report  was  accepted. 

Woman’s  Auxiliary. — Dr.  Mott,  chairman,  read 
the  following  report: 

“A  special  meeting  of  the  executive  board  of  the 
Auxiliary  was  held  on  January  19,  1951.  The 
primary  purpose  of  the  meeting  was  to  stimulate 
the  members’  interest  in  civil  defense.  Forty-five 
hundred  defense  record  cards,  for  use  in  connection 
with  the  civil  defense  program,  were  distributed. 
Mrs.  Harry  F.  Pohlman,  of  Middletown,  was  ap- 
pointed chairman  of  the  committee  on  emergency 
preparedness. 

“The  chairmen  of  the  press  and  publicity, 
Today’s  Health,  and  legislation  committees  met 
and  reviewed  the  material  that  is  to  be  contained, 
in  the  letters  to  be  sent  to  their  respective  county 
chairmen. 

“At  the  request  of  the  State  Society’s  legislation 
committee,  the  Public  Relations  Bureau  has  asked 
the  Auxiliary’s  legislation  committee  to  be  on  the 
alert,  should  its  assistance  be  needed  in  connection 
with  the  bills  on  medical  research  and  chiropractic. 

“The  Auxiliary  is  grateful  for  the  Council’s  en- 
dorsement of  its  campaign  to  have  a copy  of  Today’s 
Health  in  every  doctor’s  waiting  room. 

“The  president  of  the  Auxiliary  has  asked  the 
Council  for  permission  to  join  the  World  Medical 
Association  as  a sustaining  member.  The  Auxiliary 
will  provide  the  necessary  fee.  After  due  delibera- 
tion, the  executive  board  has  also  asked  for  financial 
assistance  of  the  amount  of  $500  so  that  the  Auxili- 
ary may  participate  in  the  New  York  State  Fair  in 
Syracuse  in  1951. 

“Accordingly,  I would  like  to  move  that  this 
Council  approve,  first,  permission  for  the  Auxiliary’s 
participation  in  the  World  Medical  Association  as 
a sustaining  member;  and  second,  to  recommend 
to  the  Board  of  Trustees  to  allot  $500  for  the 
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Auxiliary  to  establish  a booth  at  the  New  York 
State  Fair  in  Syracuse  in  1951. 

“You  remember  the  Council  approved  in  prin- 
ciple the  report  of  this  project,  but  the  amount  of 
money  was  left  for  later  consideration.  The 
Auxiliary  has  considered  it  very  carefully,  and  they 
feel  that  if  the  Council  will  request  the  Board  of 
Trustees  to  allot  an  amount  not  exceeding  $500 
they  will  make  arrangements  to  establish  a booth 
at  the  New  York  State  Fair,  to  be  held  next  fall. 

“I  move  that  the  Council  request  the  Board  of 
Trustees  to  allot  $500  to  aid  the  Auxiliary  in 
establishing  a booth  at  the  New  York  State  Fair 
in  Syracuse  in  1951.” 

The  Council  so  voted. 

Workmen’s  Compensation. — Dr.  Kenny,  chair- 
man, reported  difficulties  in  negotiations  relative 
to  the  fee  schedule,  which  he  had  been  carrying  on 
by  correspondence  with  members  of  the  subcom- 
mittee and  with  Miss  Donlon.  He  thought  it 
might  be  necessary  “to  have  the  President  of  the 
Medical  Society  again  request  an  over-all  revision 
of  the  entire  fee  schedule”  but  hoped  that  as  a result 
of  a meeting  to  be  held  February  13  this  would  not 
be  necessary. 

Dr.  Wertz  informed  the  Council  that  he  had  met 
Miss  Mary  Donlon  in  Buffalo  on  February  5 and 
that  although  the  meeting  was  not  on  compensation 
matters  she  stated  there  was  some  talk  about  dis- 
cussing with  Dr.  Kenney  the  possibility  of  having  a 
“cost  of  living”  rise  of  the  whole  fee  schedule. 

Dr.  Kenney  described  a meeting  of  the  Advisory 
Councils  to  the  Disability  Benefits  Board  and  the 
Workmen’s  Compensation  Board  in  Albany  on 
January  15  for  the  purpose  of  integrating  the  medi- 
cal program  of  those  Boards  in  the  event  of  a na- 
tional disaster  with  the  plans  of  the  civil  defense 
medical  scheme.  He  stated  that  representatives  of 
the  insurance  companies  were  concerned  about 
solvency  under  such  conditions  and  were  “trying  to 
reactivate  the  War  Damage  Corporation”  so  that 
they  might  protect  themselves  through  reinsurance. 
Dr.  Kenney  felt  that,  in  accordance  with  a request 
by  Miss  Donlon,  the  need  for  prompt  reporting 
and  the  safeguarding  of  records  should  be  pub- 
licized. 

He  stated  that  the  Workmen’s  Compensation 
Committee  would  meet  to  review  negotiations  on 
the  fee  schedule  and  to  discuss  their  annual  report. 

• He  requested  Council  approval  of  the  purchase, 
for  $103.28,  of  an  x-ray  illuminator  to  be  used  by 
the  examining  committee  on  radiology. 

After  discussion,  the  Council  voted  to  recommend 
to  the  Board  of  Trustees  the  appropriation  of 
$103.28  to  purchase  a four-section  Type  B x-ray 
illuminator. 

Dr.  Kaliski  gave  a summary  of  a report  issued  by 
the  Compensation  Insurance  Rating  Board  for  the 
past  year,  showing  that  the  insurance  carriers  are 
in  a position  to  pay  an  increase  in  fees,  under  the 
Workmen’s  Compensation  Law. 

Middle  Atlantic  States  Regional  Conference  of 
the  A.M.A.  Council  on  Medical  Service. — Dr. 
Kenney  reported  that  he,  Dr.  Wertz,  Dr.  Master- 
son,  Mr.  Farrell,  and  Mr.  Miebach  had  represented 
the  Medical  Society  of  the  State  of  New  York  at 
the  conference  held  at  Philadelphia  on  January  18, 
1951.  Dr.  J.  D.  Niles  was  elected  chairman  of  the 
Conference,  Dr.  Marius  P.  Johnson,  vice-chairman, 
Dr.  F.  F.  Borzell,  A.M.A.  representative,  Dr. 
Alfred  E.  Chadwick,  recording  secretary,  and  Dr. 
William  Bates,  corresponding  secretary  and  treas- 


urer. Dr.  Bates  had  reported  that  funds  in  the 
treasury  were  sufficient  for  another  meeting. 

Procurement  and  Assignment  Problems — Reports 
were  made  by  representatives  of  six  states  and  the 
District  of  Columbia  regarding  the  methods  used  to 
solve  problems  concerned  with  the  selection  of 
doctors  for  the  armed  services.  These  included  a 
card  file  system  devised  in  New  Jersey  and  a 
questionnaire  sent  out  in  Pennsylvania. 

A comprehensive  review  of  the  draft  situation 
with  regard  to  doctors  was  made  by  Dr.  Paul  C. 
Barton,  executive  secretary  of  the  National  Ad-  ' 
visory  Committee  to  Selective  Service.  He  out- 
lined plans  for  drafting  interns,  residents,  and  reserve 
officers,  stating  that  the  need  for  doctors  for  the 
armed  services  will  grow,  that  2,500  reserve  officers 
have  never  seen  service,  and  that  reduction  in  . 
hospital  resident  staffs  must  be  considered,  espe- 
cially since  there  are  three  times  as  many  residents  1 
now  as  in  previous  years.  Lists  of  reserve  officers  . 
will  be  submitted  to  the  advisory  committees  so 
that  names  of  those  considered  essential  may  be  i 
marked.  In  response  to  questions  he  stated 
that  rejections  average  about  20  per  cent  of  the 
doctors  called  and  that  the  disabilities  noted  have 
been  acquired  in  the  past  few  years.  A high  per- 
centage of  young  doctors  are  disqualified  because  of  i 
tuberculosis. 

During  luncheon,  Dr.  Joseph  Lawrence,  director  > 
of  the  A.M.A.’s  Washington  office,  reported  on  i; 
health  bills  introduced  in  Congress.  He  said  that 
most  of  the  old  bills  were  being  introduced  with  1 
relatively  few  changes.  Mr.  Tom  Hendricks, 
executive  secretary  of  the  A.M.A.  Council  on  ij 
Medical  Service,  reported  that  the  trend  in  state  ) 
legislation  is  to  introduce  disability  benefits  laws.  I 
Mr.  Leo  Brown,  executive  secretary  of  the  Junior 
A.M.A.,  reported  on  the  recent  organization  meet- 
ing. 

Civil  Defense  Problems — In  the  afternoon  six 
states  and  the  District  of  Columbia  gave  inde- 
pendent reports  on  the  manner  in  which  they  are  ■ 
handling  civil  defense.  The  report  from  New  York 
State  was  made  by  Dr.  Masterson.  It  appeared 
evident  that  the  planning  already  accomplished  by 
New  York  State  is  superior  to  others  and  that  New  ,• 
York  is  further  advanced  in  preparation  for  an 
emergency  than  any  other  state  in  this  area.  The 
meeting  closed  with  a detailed  report  on  a recent 
disaster  rehearsal,  given  by  Col.  John  B.  Warden, 
a member  of  the  Advisory  Committee  to  the  Civil  9 
Defense  Commission  in  Pennsylvania. 

New  Business 

Dr.  Wertz  stated  he  had  been  informed  that  the 
establishment  of  a commission  to  investigate  the 
coroners’  and  medical  examiners’  systems,  as  re- 
quested by  the  Society,  should  be  initiated  through 
legislative  procedure.  It  was  thereupon  moved  by 
Dr.  Curphey  that  the  executive  officer  be  empowered 
to  request  Senator  Desmond  of  Newburgh  to  intro- 
duce a bill  for  this  purpose. 

Dr.  Wertz  stated:  “You  all  know  during  this 

past  week  Dr.  Rooney  died.  We  valued  him  and 
his  services  for  the  Medical  Society  of  the  State 
of  New  York  over  so  many  years.  We  appreciate 
the  hard  work  and  endeavor  that  he  did  for  all 
of  us.  Therefore,  I would  like  to  ask  you  all  to  . 
stand  for  a moment  of  silent  thought  in  honor  of 
Dr.  Rooney.” 

The  Councillors  arose  and  stood  with  bowed 

heads  in  silent  tribute  to  the  memory  of  their 

departed  confrere,  Dr.  James  F.  Rooney. 


DEPARTMENT  OF  MEDICAL  CARE 
INSURANCE 

Conducted  by  George  P.  Farrell,  Director 


Benefits  of  Suggested  State-Wide  Contract 


'T'HE  Subcommittee  on  Medical  Expense  Insurance 

of  the  Council  Committee  on  Economics  of  the 
Medical  Society  of  the  State  of  New  York,  at  its 
December  13,  1950,  meeting,  offered  for  the  con- 
sideration of  county  medical  societies  drafts  of  a uni- 
form State-wide  contract  providing  surgical  care  in 
the  doctor’s  office  or  hospital  and  in-hospital  medical 
care.  Each  county  medical  society  should  de- 
j cide  if  it  wishes  to  adopt  a contract  which  will  be 
indemnity  for  an  individual  with  an  annual  income 
ceiling  above  $2,500  and  $4,000  for  a family  or  a 
service  contract  for  members  whose  incomes  are 
below  these  ceiling  levels,  with  obstetrics  on  an  in- 
demnity basis. 

The  contract  provides  surgical  care  comprising 
operative  procedures,  including  fractures  and  dis- 
locations of  bones,  and  after-care  customarily  follow- 
ing such  operative  procedures. 

Benefits  for  in-hospital  medical  calls  will  be  $4.00 
per  visit  with  a maximum  of  30  visits  per  member 
in  any  one  contract  year  and  a maximum  of  120 
visits  per  family  group  in  any  one  contract  year,  and 
obstetrics  to  be  on  an  indemnity  basis  with  delivery 
provided  for  in  the  hospital  or  home. 

X-ray  examinations,  anesthesiology,  pathology, 
and  physical  therapy  will  be  offered  optionally  by 
a rider  at  an  additional  premium.  These  services 
are  on  an  indemnity  basis.  It  is  to  be  noted  that 
anesthesia  does  not  apply  to  maternity  care,  includ- 
ing care  for  conditions  arising  out  of  and  during 
pregnancy. 

A maximum  of  $25  is  allowed  each  member  for 
x-ray  examinations  per  contract  year,  either  in  the 
e doctor’s  office  or  hospital,  when  followed  by  or  in 
1 association  with  a surgical  procedure. 


A maximum  of  $25  is  allowed  for  clinical  pathology 
when  directly  related  to  medical  or  surgical  services. 

An  allowance  of  $25  is  provided  for  physical 
therapy  to  an  in-hospital  bed  patient  when  directly 
related  to  a surgical  procedure. 

Medical  and  surgical  fees  will  be  paid  for  when 
rendered  by  a physician  according  to  a schedule  of 
allowances  comparable  to  the  present  Workmen’s 
Compensation  Minimun  Fee  Schedule. 

The  subcommittee  voted  to  submit  the  State- wide 
contract  with  rider  and  schedule  of  allowances  to 
county  medical  societies  in  each  plan  operating  area 
and  to  New  York  State  Blue  Shield  plans  for  their 
consideration. 

It  was  pointed  out  by  the  subcommittee  that  a 
State-wide  contract  was  not  intended  to  supersede 
existing  local  plan  contracts,  but  rather  to  provide 
uniform  coverage  on  a State-wide  basis  to  employes 
of  large  national  industrial  companies.  However,  it 
also  might  be  desirable  to  offer  such  benefits  as  are 
provided  in  these  contracts  to  local  groups. 

The  final  disposition  of  these  contracts  rests  with 
the  county  society,  and  any  contract  offered  must  be 
approved  by  the  State  of  New  York  Insurance 
Department. 

With  these  facts  in  mind,  the  subcommittee  has 
submitted  to  every  component  county  society  copies 
of  the  suggested  contract  for  their  study  and  sug- 
gestions. Each  Blue  Shield  Plan  has  received  a copy 
in  order  that  it  become  acquainted  with  the  sug- 
gested contract. 

The  subcommittee  is  hopeful  that  the  component 
county  medical  societies  in  each  plan  operating  area 
will  make  known  to  the  plans  their  desires  regarding 
the  uniform  State-wide  contract. 


: 

ANEMIA  FOLLOWING  USE  OF  ANTIHISTAMINIC  DRUGS 


The  author  reports  three  cases  of  hemolytic 
anemia  associated  with  the  prolonged  administra- 
tion of  antihistaminic  agents  in  which  the  blood 
picture  returned  to  normal  after  stopping  the  drug. 
Long-term  observations  have  not  been  made  to 
determine  whether  or  not  toxic  effects  of  these 
drugs  might  be  delayed,  but  they  should  be  ad- 
ministered only  under  medical  supervision.  Also 


reported  is  one  case  of  agranulocytosis  after  ex- 
tended administration  of  tripelennamine  (Pyri- 
benzamine)  hydrochloride,  which  improved  with 
stoppage  of  the  drug,  with  a quick  return  of  symp- 
toms and  progressive  lowering  of  cell  count  when  it 
was  resumed. — James  J.  Crumbley,  Jr.,  M.D.,  in 
Journal  of  the  American  Medical  Association,  June 
24,  1950 
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Leo  Bieler,  M.D.,  of  New  York  City,  died  on 
February  20  at  the  age  of  fifty-four.  Dr.  Bieler  re- 
ceived his  medical  degree  from  the  University  of 
Vienna  in  1924.  He  had  been  clinical  assistant 
physician  at  the  Beth  Israel  Hospital  Outpatient 
Department  and  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Seymour  Abraham  Brownstein,  M.D.,  of  Brook- 
lyn, died  in  September,  1950,  at  the  age  of  thirty- 
seven.  Dr.  Brownstein  received  his  medical  degree 
from  the  University  of  Lausanne  in  1942.  He  had 
been  adjunct  roentgenologist  at  the  Jewish  Hospital 
for  Chronic  Diseases  and  was  a member  of  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Frederick  Gauch,  M.D.,  of  Brooklyn,  died  on  Feb- 
ruary 5 at  the  Midwood  Hospital,  of  which  he  was  a 
founder,  at  the  age  of  sixty-five.  Dr.  Gauch  was 
graduated  from  the  Long  Island  College  Hospital 
Medical  School  in  1911.  During  World  War  I he 
served  as  a first  lieutenant  in  the  U.S.  Army  Medical 
Corps.  He  had  been  chief  of  the  clinic  of  male 
surgery  at  the  Kings  County  Hospital.  Dr.  Gauch 
was  a member  of  the  Kings  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Benjamin  Ginsburg,  M.D.,  of  Brooklyn,  died  on 
January  4 at  the  age  of  sixty-five.  Dr.  Ginsburg 
was  graduated  from  the  Cornell  University  Medical 
College  in  1908.  He  had  been  attending  ophthal- 
mologist at  the  Unity  Hospital  and  at  the  Unity 
Hospital  Outpatient  Department.  Dr.  Ginsburg 
was  a member  of  the  Rings  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Samuel  Greischer,  M.D.,  of  New  York  City  and 
Saratoga  Springs,  died  on  March  14  at  his  home  at 
the  age  of  sixty-four.  A native  of  Russia,  Dr. 
Greischer  received  his  medical  degree  from  the  Uni- 
versity of  Kharkov  in  1915.  He  emigrated  to  France 
at  the  time  of  the  Russian  Revolution  and  practiced 
in  Paris  until  1940,  when  the  Nazi  invasion  of  France 
caused  him  to  come  to  the  United  States.  Dr. 
Greischer  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

John  Christian  Knapp,  M.D.,  of  Port  Jefferson 
Station  and  Setauket,  Long  Island,  died  suddenly  on 


March  15  at  the  age  of  fifty-seven.  Dr.  Knapp  was 
graduated  from  the  Albany  Medical  College  in  1916. 
For  twenty-eight  years  he  had  served  as  head  of  the 
x-ray  department  at  St.  John’s  Hospital  in  Brooklyn. 
During  World  War  I he  served  as  an  x-ray  specialist 
with  the  U.S.  Army  Medical  Corps.  Dr.  Knapp  was 
consultant  in  radiology  at  the  Jamaica  Hospital  in 
Queens  and  at  the  John  T.  Mather  Memorial  Hos- 
pital in  Port  Jefferson.  A Diplomate  of  the  Ameri- 
can Board  of  Radiology  and  a member  of  the  Ameri- 
can College  of  Radiology,  Dr.  Knapp  was  also  a 
member  of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Franz  Koempel,  M.D.,  of  New  York  City,  died  on 
October  31,  1950,  at  the  age  of  eighty-one.  Dr. 
Koempel  received  his  medical  degree  from  the  Uni- 
versity of  Wurzburg  in  1895. 

Jacob  Ohlbaum,  M.D.,  of  New  York  City  and 
Stamford,  Connecticut,  died  on  December  7,  1950, 
at  the  age  of  sixty-eight.  Dr.  Ohlbaum  was  gradu- 
ated from  the  Long  Island  College  Hospital  Medical 
School  in  1904  and  had  been  assistant  attending 
gynecologist  at  the  St.  Luke’s  Hospital  Outpatient 
Department.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Frederick  Pfietschinger,  M.D.,  of  New  York  City, 
died  on  March  18  at  the  Lutheran  Hospital  at  the 
age  of  seventy-one.  Dr.  Pfietschinger  was  gradu- 
ated from  the  College  of  Physicians  and  Surgeons  of 
Columbia  University  in  1902.  He  was  a member  of 
the  original  staff  of  the  Lutheran  Hospital  and  asso- 
ciate attending  physician  there  at  the  time  of  his 
death.  Dr.  Pfietschinger  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Oscar  Agnew  Spier,  M.D.,  of  New  York  City,  died 
on  March  8 at  his  home  at  the  age  of  seventy.  Dr. 
Spier  received  his  medical  degrees  from  the  New 
York  Eclectic  Medical  School  in  1900  and  from  the 
College  of  Medicine  and  Surgery  of  the  University  of 
Chicago  in  1909.  During  World  War  I he  served  in 
the  Army  with  the  Thirty-second  Division  and  was 
aboard  the  Tuscania  when  she  was  torpedoed  150 
miles  off  the  Irish  coast.  He  continued  in  the 
Army  reserve  and  during  World  War  II  served  as  a 
captain  in  the  Medical  Corps  of  the  Ninth  Coast 
Artillery.  Dr.  Spier  was  a member  of  the  Order  of 
Military  Surgeons. 


145th  ANNUAL  MEETING,  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW 
YORK,  APRIL  30  TO  MAY  4,  HOTEL  STATLER,  BUFFALO. 


1090 


1091 


'WARNER' 


Preferred  and  Prescribed  by  Physicians 
for  more  than  half  a Century. 

ANUSOL*  HEMORRHOIDAL  SUPPOSITORIES 
promptly  and  effectively  relieve 
the  pain  and  discomfort  of  the  common 
anorectal  disorders. 


ANUSOL*  HEMORRHOIDAL  SUPPOSITORIES 
do  not  contain  narcotic  or  analgesic 
drugs  which  may  mask  more  serious 
anorectal  disorders. 

For  best  results  one  ANUSOL* 
in  the  morning  and  at  bedtime  and 
immediately  following  each  evacuation. 


'WARNER' 


HEMORRHOIDAL  SUPPOSITORIES,  individually 
foil  wrapped,  are  available  in  boxes  of  6,  12  and  48. 


WILLIAM  R.  WARNER 

Division  of  Warner-Hudnut,  Inc. 


•T.M.Reg.U.S.  Pat.  Off. 


NEW  YORK 


LOS  ANGELES 


ST.  LOUIS 


MEDICAL  NEWS 


State  Health  Department  Issues  1950  Report 


THE  record  for  1950,  as  released  recently  by  Dr. 

Herman  E.  Hilleboe,  State  commissioner  of 
health,  reflected  more  births,  fewer  deaths,  and  a 
generally  healthier  life  for  folks  living  in  New  York 
State. 

The  total  number  of  births  recorded  in  New 
York  in  1950  was  302,784,  a figure  second  only  to 
1947’s  all-time  record  high  of  325,000.  The  birth 
rate  in  1950  was  20.4  per  1,000  population,  10  per 
cent  below  the  1947  record,  but  48  per  cent  above 
the  lowest  rate  recorded,  13.8  in  1936.  The  total 
number  of  births  in  1936  was  182,000. 

The  1950  death  rate  of  the  State,  10.5,  was  as 
low  as  any  ever  recorded  and  was  equalled  only  by 
an  identically  low  rate  in  1949.  The  actual  number 
of  deaths  was  slightly  higher  in  1950  than  in  1949 — 
156,116  to  155,010 — but  an  increase  in  population 
resulted  in  the  identical  death  rates. 

Infant  mortality  was  24.8  per  1,000  live  births  in 
1950  and  was  the  lowest  ever  experienced  in  the 
State.  It  represents  a drop  of  22  per  cent  since  1945 
when  the  rate  was  32.1  per  live  births.  The  previous 
low  infant  mortality  rate  was  1949’s  26.2. 

Maternal  mortality  established  another  new  low 
record  in  1950 — 6 deaths  per  10,000  live  and  still 
births.  The  previous  low  rate  was  7 in  1949.  More 
startling,  according  to  the  Health  Department,  are 
the  contrasts  between  the  figures  for  the  present 
and  those  for  1945,  when  the  rate  was  17  deaths  per 
10,000  births,  or  nearly  three  times  as  great.  It  was 
as  recent  as  1933  when  the  rate  was  61  deaths  per 
10,000  births. 

Among  the  diseases  mainly  affecting  children, 
whooping  cough  set  a new  record  low  mortality. 


Atomic  Energy  Commission 

THE  U.  S.  Atomic  Energy  Commission  has  an- 
nounced the  award  of  new  unclassified  research 
contracts  in  biology,  medicine,  and  physical  research, 
and  the  renewal  of  existing  contracts  in  colleges, 
universities,  hospitals,  and  industrial  and  other 
private  research  laboratories. 

Contracts  have  been  awarded  in  New  York  State 
as  follows: 

Fordham  University,  Dr.  Ellis  V.  Brown,  “Fate 
of  Thiamine  and  Thiamine  Analogs  in  the  Animal 
Body.” 


MEDICALLY 

Physicians’  Art  Show  at  A.M.A.  Meeting — The 

American  Physicians  Art  Association  will  have  an 
art  exhibit  during  the  A.M.A.  convention  at  At- 
lantic City,  New  Jersey,  June  11  to  15.  Any  phy- 
sician in  the  United  States,  Canada,  and  Hawaii 
desiring  to  participate  in  this  show  should  communi- 
cate with  the  secretary  for  particulars,  Dr.  F.  H. 
Redewill,  American  Physicians  Art  Association,  760 
Market  Street,  San  Francisco  2,  California. 

Clinic  Discontinues  Services — The  Central  Social 
Hygiene  Clinic  of  the  New  York  City  Health  De- 
partment discontinued  its  services  on  March  31. 


Total  deaths  from  whooping  cough,  17  in  1950,  , 
represent  a substantial  drop  from  the  previous  low 
figure  of  24  in  1948.  Prior  to  1944,  the  annual  aver-  ! j 
age  of  deaths  from  this  disease  was  in  excess  of  100; 
only  twenty-five  years  ago  the  deaths  totaled  more  : i 
than  600  and  in  1918  and  1920  exceeded  1,000. 

There  were  19  deaths  from  measles,  less  than  half 
the  total  of  40  in  1949.  However,  a smaller  number 
was  recorded  four  times  in  the  past,  with  an  all-time  i 
low  of  4 in  1947. 

Diphtheria  was  responsible  for  10  deaths  in  1950,  ! 
the  third  lowest  number  on  record.  The  best  years  i 1 
were  1944  and  1949  when  nine  deaths  were  recorded.  I 
Any  of  these  figures  can  be  encouragingly  compared  ; 
with  1925  when  diphtheria  deaths  exceeded  1,000. 

The  report  shows  the  one  adverse  fact  in  this  l 
particular  phase  of  the  year’s  record  to  be  the  epi-  I 
demic  of  poliomyelitis,  which  was  responsible  for  184  « 
deaths.  In  the  last  thirty-five  years  higher  totals 
were  recorded  seven  times,  with  the  absolute  peak  of 
3,349  in  1916. 

Among  the  diseases  to  which  all  ages  are  subject 
the  report  states  the  death  rate  from  tuberculosis  i 
was  lower  than  ever  before  at  25.9  per  100,000 
population.  The  closest  approach  to  this  new  low  I 
figure  was  the  30.3  recorded  in  1949.  The  depart- 
ment  report  shows  that  the  tuberculosis  death  rate  I] 
has  been  reduced  by  one  half  in  the  past  twelve  years. 

The  mortality  from  diseases  of  the  heart,  457.9  j 
per  100,000  population,  was  four  per  cent  above  the 
1949  figure,  while  the  rates  of  diabetes,  20.6,  pneu- 
monia, 28.2,  and  cancer,  181.8,  showed  slight  rises 
above  their  respective  1949  rates  of  20.0,  27.8,  and 
179.7. 


Awards  Research  Contracts 

Mount  Sinai  Hospital,  New  York  City,  Dr.  H. 
Sobotka,  “Use  of  Isotopes  in  the  Study  of  the 
Etiology  of  Drug  Eruptions.” 

Syracuse  University,  Dr.  H.  Linschitz,  “Photo-  I 
chemical  Reactions  of  Complex  Molecules  in  Con-  « 
densed  Phase.”  I 

Rensselaer  Polytechnic  Institute,  Troy,  Drs.  D. 
C.  Moore  and  G.  N.  Glasoe,  “The  Development  and 
Application  of  Technics  in  the  Field  of  Beta-Ray 
Spectroscopy”  and  “The  Development  and  Use  of 
High  Speed  Coincidence  Circuits.” 


SPEAKING— 

Examinations  and  treatments  have  been  transferred  i 
to  the  clinic  at  the  Chelsea  Health  Center,  303 
Ninth  Avenue  at  28th  Street,  which  is  open  Monday,  I 
Wednesday,  and  Thursday  from  9 a.m.  to  7 p.m., 
Tuesday  and  Friday  from  9 a.m.  to  4 p.m.,  and 
Saturday  from  9 a.m.  to  12  noon. 

Bronx  Physicians  Honor  Past-Presidents — The! 

living  past-presidents  of  the  Bronx  County  Medical 
Society  were  guests  of  honor  at  the  annual  dinner 
sponsored  by  the  Bronx  Physicians  Division  of  the 
United  Jewish  Appeal,  held  March  18  at  the  Con-j 
[Continued  on  page  1094] 
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Hie  bonds  we  bought  for  our 
countrys  defense  bought  and 
helped  equip  our  farm  \" 


Charley  Whatley  says,  “Mrs.  Whatley  and 
I joined  the  Payroll  Savings  Plan  in  1943. 
Our  pay  averaged  about  $40  a week  apiece 
and  we  put  about  a quarter  of  it  into 
bonds.  We  had  saved  $6,925  by  1950.” 


"$4,000  in  bonds  bought  us  our  farm  and 
house,  more  bonds  went  for  a new  truck, 
refrigerator  and  electric  range.  We’re  still 
holding  about  $1,800  in  bonds.  Everybody 
should  buy  U.  S.  Savings  Bonds!” 


MR.  AND  MRS.  CHARLEY  L.  WHATLEY  OF  CUTHBERT,  GA. 
CAN  TELL  YOU— IT’S  PRACTICAL  AS  WELL  AS 
PATRIOTIC  TO  BUY  BONDS  FOR  DEFENSE 


Mr.  Whatley  inspects  a beehive 
on  his  202-acre  Georgia  farm. 
“My  wife  and  I wouldn’t  own  a 
farm,  clear,  today,”  he  says,  “if  it 
weren’t  for  U.  S.  Savings  Bonds. 
They’re  the  best  way  to  save.” 


Hie  Whatleys'  story  can  be  your  sfory.ioo ! 


Your  dream  can  come  true,  just  as  the 
Whatleys’  did.  Start  now!  It’s  easy!  Just 
take  these  three  simple  steps: 

1.  Put  saving  first  before  you  even  draw 
your  pay. 

7.  Decide  to  save  a regular  amount  system- 
atically. Even  small  sums  saved  this  way 
become  a large  sum  amazingly  soon! 

3.  Start  saving  by  signing  up  today  in  the 
Payroll  Savings  Plan  where  you  work  or  the 
Bond-A- Month  Plan  where  you  bank. 


You’ll  be  providing  security  not  only  for 
yourself  and  your  family,  but  for  the  free 
way  of  life  that’s  so  important  to  us  all. 


U.  S.  SAVINGS  BONDS 
ARE  DEFENSE  BONDS — 
BUY  THEM  REGULARLY! 


Your  government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in  cooperation  with 
The  Advertising  Council  and  the  Magazine  Publishers  of  America  as  a public  service. 
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When  the  diet 
is  deficient  in  vitamins 

Theragran  offers  your  patients  the 
clinically  proved,  truly  therapeutic 
“practical”  vitamin  formula*  recom- 
mended by  Jolliffe.  (Jolliffe,  Tisdall 
& Cannon:  Clinical  Nutrition,  New 
York,  Hoeber,  1950,  p.634.) 


THERAGRAN  supplies  all  of  the  vita- 
mins indicated  in  mixed  vitamin 
therapy  in  the  carefully  balanced,  high 
dosages  needed  for  fast  recovery  from 
mixed  deficiencies. 

Each  Theragran  Capsule  contains: 

Vitamin  A 25,000  U.S.P.  Units 

Vitamin  D ......  1,000  U.S.P.  Units 

Thiamine  Hydrochloride 10  mg. 

Riboflavin 6 mg. 

Niacinamide 160  mg. 

Ascorbic  Acid  150  mg. 

Bottles  of  30,  100  and  1000 

•Thiamine  content  raised  to  10  mg. 

When  you  want  truly  therapeutic  dosages  specify... 

TH  E RAG  RAN 

for  therapy. .. 

and  correct  the  patient’s  diet 

Squibb 


[Continued  from  page  1092] 

course  Plaza  Hotel.  Twenty-four  Bronx  physicians  | 
were  honored. 

Featured  speaker  at  the  dinner  was  Mr.  Ira  [ 
Hirschmann,  president  of  radio  station  WABF  and 
author  of  The  Embers  Still  Burn. 

The  former  medical  society  presidents  include: 
Drs.  J.  Lewis  Amster,  Renato  J.  Azzari,  Henry  J. 
Barrow,  Morris  Cohen,  Sidney  Cohn,  Edward  R. 
Cunniffe,  Philip  Eichler,  Edward  P.  Flood,  Samuel 
Gitlow,  Joseph  Golomb,  Milton  J.  Goodfriend, 
David  Greenberg,  William  Klein,  Moses  H.  Krakow, 
Frank  La  Gattuta,  Joshua  H.  Leiner,  George  E. 
Milani,  Clarence  J.  O’Connor,  Irving  Smiley,  Ab- 
ner Stern,  Nathan  B.  Van  Etten,  Samuel  Weiskopf, 
and  Frederick  W.  Williams. 

International  Congress  of  Physical  Medicine — 

The  International  Congress  of  Physical  Medicine 
will  be  held  in  London,  England,  July  14  to  19, 
1952.  In  accordance  with  the  regulations  of  the 
International  Federation  of  Physical  Medicine,  the 
meetings  of  the  Congress  will  be  reserved  for  mat- 
ters dealing  with  the  clinical,  remedial,  prophylactic, 
and  educational  aspects  of  physical  medicine  and 
with  the  diagnostic  and  therapeutic  methods  em- 
ployed in  physical  medicine  and  rehabilitation. 
Technical,  scientific,  and  historical  exhibitions  also 
will  be  arranged. 

In  addition  to  the  scientific  program,  a full  pro- 
gram of  social  events  and  entertainment  is  being 
planned  for  the  members  and  associate  members. 
Arrangements  for  London  and  provincial  visits  of 
scientific  and  historical  interest  are  also  being  made 
for  the  Congress  week  and  the  following  week. 

Applications  for  the  provisional  program  should 
be  addressed  to  the  honorary  secretary,  Dr.  A.  C. 
Boyle,  45,  Lincoln’s  Inn  Fields,  London,  W.C.2. 
President  of  the  Congress  is  Lord  Horder. 

Doctors  Needed  for  Missionary  Work — Medical 

personnel  needs  listed  by  the  Presbyterian  Church 
Board  of  National  Missions  include  the  following 
openings  for  doctors:  Sage  Memorial  Hospital, 

Ganado  Mission,  Ganado,  Arizona;  Sitka,  Alaska, 
general  practitioner  with  some  surgery.  For  further 
information,  write  to  the  Department  of  Missionary 
Personnel,  Presbyterian  Board  of  National  Missions,  t 
156  Fifth  Avenue,  New  York  10,  New  York. 

Openings  at  Pennsylvania  State  Hospital — A 

professional  staff  is  now  being  recruited  for  the  new 
Embreeville  State  Hospital  in  Embreeville,  Pennsyl-  ' 
vania,  which  is  31  miles  west  of  Philadelphia.  The 
hospital,  considered  to  be  a pilot  institution  in  the  i 
Commonwealth  of  Pennsylvania,  is  to  become  a 
patterning  model  as  an  institution  that  couples  care 
and  multivalent  treatment  of  patients  with  very 
active  training  and  teaching  responsibilities  that 
embrace  in-training  for  psychiatric  aides,  psychiatric  1 ■ 

residents,  medical  students,  psychology  students  and 
interns,  and  courses  of  instruction  for  members  of 
the  bar,  the  clergy,  and  families  of  the  patients. 

Physicians  are  needed  for  service  beginning  July  1,  “® 

1951,  in  the  following  classifications:  clinical 

director  ($7,800  to  $8,700);  senior  assistant  phy- 
sician A ($6,900  to  $7,500);  senior  assistant  phy- 
sician B,  ($5,610  to  $6,600) ; assistant  physician  A 
($4,950  to  $5,280);  assistant  physician  B ($4,290  to-  Ifo 
$4,638);  senior 'pathologist  ($6,900  to  $7,500),  and 
senior  roentgenologist  ($6,900  to  $7,500).  Address 
all  communications,  including  comprehensive  de- 
tails, to  Dr.  Jess  Victor  Cohn,  superintendent. 
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Back  Consultation  Service  Announced — An- 
nouncement is  made  of  the  establishment  at  the  New 
York  University-Bellevue  Medical  Center  of  a back 
consultation  service  as  one  of  the  special  departments 
of  the  Center’s  Institute  of  Physical  Medicine  and 
Rehabilitation. 

A team  of  specialists  including  an  orthopedic 
surgeon,  a neurosurgeon,  a neurologist,  two  special- 
ists in  physical  medicine,  and  a psychologist  will 
participate  in  the  evaluation  of  patients,  who  will 
be  accepted  only  on  medical  referral. 

The  back  consultation  service  provides  for  the 
evaluation  and  prescription,  or  for  therapy  of  both 
acute  and  chronic  cases.  The  new  service  handles 
patients  in  three  different  ways.  These  are:  (1) 

consultation,  evaluation,  and  prescription,  after 
which  the  patient  reverts  to  the  referring  physician; 
(2)  acceptance  of  fully  worked-up  cases  for  pre- 
scribed therapy,  and  (3)  acceptance  for  examination, 
evaluation,  prescription,  and  therapy  at  the  Institute. 
Sessions  will  be  held  every  Monday  morning  from 
ten  to  twelve  o’clock. 


i 

i 


MEETINGS 

PAST 

Association  for  the  Advancement  of  Psycho- 
therapy 

The  one  hundredth  scientific  meeting  of  the 
Association  for  the  Advancement  of  Psychotherapy 
was  held  March  30  at  the  New  York  Academy  of 
Medicine.  Dr.  Louis  Wender  presented  a paper 
on  “Current  Trends  in  Group  Psychotherapy.” 

Greater  New  York  Safety  Council 

Under  the  sponsorship  of  the  Greater  New  York 
Safety  Council,  a program  of  home  safety  sessions 
was  featured  at  the  annual  safety  convention  and 
exposition  held  April  5 in  New  York  City.  Speakers 
included  the  following:  Dr.  Leona  Baumgartner, 

assistant  commissioner,  New  York  City  Department 
of  Health,  “We  Must  Protect  Our  Children”;  Dr. 
George  James,  assistant  director,  Division  of  Medical 
Services,  New  York  State  Department  of  Health, 
“Let’s  Not  Get  Panicky,”  and  Dr.  Marcus  D.  Kogel, 
New  York  City  commissioner  of  hospitals,  “There 
Is  Something  We  Can  Do.” 

National  Health  Council 

Plans  for  mobilizing  the  nation’s  health  resources 
in  the  current  emergency  were  discussed  by  leaders 
of  more  than  forty  health  and  welfare  organizations 
at  the  annual  meeting  of  the  National  Health 
Council  held  April  6 in  New  York  City.  Dr.  Harry 
S.  Mustard,  chairman  of  the  American  Public  Health 
Association’s  committee  on  public  health  defense 
program,  was  a member  of  a panel  which  discussed 
“Mobilization  for  Health  Security — A Challenge  to 
the  Voluntary  Health  Agencies.”  President  of  the 
National  Health  Council  is  Dr.  Ernest  L.  Stebbins, 
former  New  York  City  health  commissioner. 


FUTURE 

New  York  City  Department  of  Health 

Dr.  Robert  Hughes  Parry,  British  air  raid  medical 
expert,  will  speak  on  “Medical  Aspects  of  Civil 
Defense”  at  a meeting  to  be  held  in  the  auditorium 
[Continued  on  page  1096] 


Therapeutic  dosages 
give  therapeutic  results 


“...recovery  from  a nutritional  defi- 
ciency is  usually  retarded  if  one 
depends  only  upon  the  vitamins  sup- 
plied in  food.”  (Spies  and  Butt  in 
Duncan:  Diseases  of  Metabolism, 
ed.  2,  Phila.,  Saunders,  1947,  p.495) 


When  you  want  all  of  the  vitamins  indicated  in 
mixed  vitamin  therapy  in  the  necessary  high  dosages 
. . . specify  THERAGRAN 


Each  Theragran  Capsule  contains: 


Vitamin  A .,  ..  ..  . . 

Vitamin  D 

Thiamine  Hydrochloride 

Riboflavin  

Niacinamide  . . . „ 
Ascorbic  Acid  .... 


25,000  U.S.P.  Units 
1,000  U.S.P.  Units 
. . . . 10  mg. 

....  5 mg. 

. . . . 160  mg. 

150  mg. 


Bottles  of  30,  100  and  1000 


THERAGRAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


Squibb 
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of  the  New  York  City  Department  of  Health,  125 
Worth  Street,  on  Wednesday,  April  18,  at  10  a.m. 
Dr.  Parry  is  medical  officer  of  health  for  the  English 
city  of  Bristol,  which  suffered  some  of  the  heaviest 
bombing  of  World  War  II. 

Seton  Hospital-Morrisania  City  Hospital 

A combined  chest  conference  of  Seton  Hospital 
and  Morrisania  City  Hospital  will  be  held  Thursday, 
April  26,  at  8:30  p.m.  in  the  Morrisania  auditorium. 
A symposium  on  “Seton  Hospital  Home  Care  Pro- 
gram for  the  Tuberculous”  will  be  given.  Drs.  J.  H. 
Pollock,  H.  Feibes,  and  I.  G.  Karron  will  present 
problem  cases  and  Dr.  Allen  Kane,  medical  super- 
intendent of  Seton  Hospital,  will  speak  on  “First 
Year’s  Experience  with  the  Home  Care  Program.” 
Discussion  will  be  led  by  Dr.  Arthur  B.  Robins, 
director  of  the  New  York  City  Department  of 
Health  Bureau  of  Tuberculosis,  and  Dr.  Alexander 
W.  Kruger,  general  medical  superintendent  of  the 
Department  of  Hospitals. 

Physicians  are  invited  to  bring  interesting  chest 
x-rays  for  informal  presentation. 

American  Association  of  the  History  of  Medicine 

The  1951  annual  meeting  of  the  American  Associa- 
tion of  the  History  of  Medicine  will  be  held  May  3,  4, 
and  5 at  the  Institute  of  the  History  of  Medicine 
of  Johns  Hopkins  University,  Baltimore,  Maryland. 
The  meeting  is  open  to  all  those  interested  in  medical 
history,  and  visitors  will  be  welcome  at  all  sessions 
of  the  Association’s  meeting. 

Inquiries  relative  to  the  meeting  may  be  addressed 
to  the  secretary  of  the  Association : Dr.  Iago  Galds- 
ton,  2 East  103rd  Street,  New  York  29,  New  York. 

Brooklyn  Jewish  Hospital  Alumni  Day 
The  Brooklyn  Jewish  Hospital  will  mark  its 
alumni  day  on  Sunday,  May  6,  at  3 p.m.  in  the 
Louria  Auditorium.  The  program  will  include  the 
following  speakers  and  presentations:  Dr.  Bernard 
S.  Epstein,  “Roentgenologic  Aspects  of  Intracranial 
Disease”;  Dr.  Alexander  Wiener,  “Some  Immuno- 
logic Aspects  of  the  Blood  Groups  and  Their  Im- 
plications for  Clinical  Medicine”;  Dr.  Sidney  E. 
Lenke,  “Electrophoresis  as  a Clinical  Tool,”  and 
Dr.  Isaac  W.  Karlin,  “Diagnosis  and  Treatment  of 
Stuttering.” 


American  College  of  Chest  Physicians 

The  seventeenth  annual  meeting  of  the  American 
College  of  Chest  Physicians  will  be  held  at  the 
Ambassador  Hotel,  Atlantic  City,  New  Jersey, 
June  7 through  June  10. 

The  board  of  examiners  of  the  College  has  an- 
nounced that  the  next  oral  and  written  examinations 
for  fellowship  will  be  held  in  Atlantic  City  on  June  7. 
Candidates  who  would  like  to  take  the  examinations 
should  contact  the  executive  secretary,  American 
College  of  Chest  Physicians,  500  North  Dearborn 
Street,  Chicago  10,  Illinois. 

Dr.  Donald  R.  McKay,  Buffalo,  is  regent-at-large 
of  the  College,  and  Dr.  George  Foster  Herben,  Yon- 
kers, serves  as  governor  of  the  College  for  the  State 
of  New  York. 

American  Academy  of  Allergy 

A postgraduate  course  in  allergy  will  be  offered 
by  the  American  Academy  of  Allergy  on  June  14, 
15,  and  16  in  Montreal,  Canada,  sponsored  by  the 
Faculty  of  Medicine,  McGill  University.  Applica- 
tions may  be  sent  to  Dr.  Bram  Rose,  Royal  Vic- 
toria Hospital,  Montreal  2,  Canada. 

Two  of  the  speakers  will  be  from  the  College  of 
Physicians  and  Surgeons  of  Columbia  University. 
Dr.  E.  A.  Kabat  will  speak  on  “Fundamental  Con- 
cepts of  Immunity  Antigen-Antibody  Relation- 
ships,” and  Dr.  W.  B.  Sherman  on  “Applied  Im- 
munology in  Allergic  Disorders.” 

American  Society  for  the  Study  of  Sterility 

The  seventh  annual  meeting  of  the  American 
Society  for  the  Study  of  Sterility  will  be  held  June  9 
and  10  at  the  Ritz  Carlton  Hotel,  Atlantic  City, 
New  Jersey.  Address  requests  for  advance  regis- 
trations to  the  American  Society  for  the  Study  of 
Sterility,  20  Magnolia  Terrace,  Springfield,  Massa- 
chusetts. 


Yale  Summer  School  of  Alcohol  Studies 

The  ninth  annual  session  of  the  Yale  Summer 
School  of  Alcohol  Studies  will  be  held  at  Yale  Uni- 
versity, New  Haven,  Connecticut,  from  July  7 
through  August  3.  Requests  for  further  informa- 
tion and  all  correspondence  should  be  addressed  to 
the  Summer  School  of  Alcohol  Studies,  Laboratory 
of  Applied  Physiology,  Yale  University,  52  Hill- 
house  Avenue,  New  Haven,  Connecticut. 


PERSONALITIES 


Retired 

On  his  eighty-eighth  birthday,  Dr.  Charles  E. 
Birch  of  White  Plains,  who  completed  sixty  years 
in  the  practice  of  medicine. 

Elected 

Dr.  Warren  I.  Titus,  Glen  Cove,  as  president  of 
the  Associated  Physicians  of  Long  Island. 

Speakers 

Dr.  J.  Herbert  Dietz,  Oneonta,  at  a meeting  of 


the  Oneonta  Kiwanis  Club. . .Dr.  Lewis  D.  Foote, 
Staten  Island,  at  the  first  aid  course  conducted 
by  the  Dexter  Avenue  Civic  Association . . . Dr. 
Henry  W.  Kaessler,  Bronxville,  on  “Socialized 
Medicine”  at  a meeting  of  the  Larchmont  Rotary 
Club. 


New  Offices 

Dr.  Bart  Corsentino,  general  practice  in  Haver- 
straw...  Dr.  M.  A.  Juster,  Brooklyn,  general 
practice  in  Red  Hook. 
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B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 


121  VARICK  STREET 


NEW  YORK 


/&/>8 

SUPPORTER  BELT 


Recom  mended  by  physicians 
and  surgeons— and  worn  by 
millions  os  post  - operative 
and  sacroiliac  aid  and  as 
general  support.  Super 
powered  surgical  elastic 
construction  provides  posi- 
tive support. 

4/  reliable  surgical  appliance,  drug  & dept,  stores 

JOHN  B.  FLAHERTY  CO.,  Inc.,  Bronx,  n.  y 

Since  1898,  Manufacturers  of  Surgicol  Elastic  Supports 


COLLECTIONS 

Fair  Rates 
Prompt  Reports 
Good  Public  Relations 
Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.,  N.  Y.  1 8,  N.  Y. 

Established  1933 


“Alleviation  of  the  patient’s  symptoms  with  the  anti- 
histaminics  will  jmt  prevent  asthma.”2 

Preseasonal  treatment,  by  specific  hyposensitization 
begun  six  to  twelve  weeks  before  the  anticipated  ex- 
posure to  tree  pollens,  grasses,  and  weeds,  affords 
“excellent  relief’’  in  80  to  85  per  cent  of  cases  — 
with  greatly  reduced  likelihood  of  complications  such 
as  asthma  and  sinusitis.2-3 

ARLINGTON  ALLERGENIC  SETS 

DRY  POLLEN  DIAGNOSTIC  SETS 

contain  at  least  23  vials  of  selected  windborne  pol- 
lens representing  the  major  causative  factors  in  your 
area,  plus  a vial  of  house-dust  allergen.  Each  vial 
provides  enough  material  for  about  30  tests;  diluent 
furnished  with  each  set.  Price,  $7.50. 

POLLEN  TREATMENT  SETS 

provide  serial  dilutions  of  single  pollens  of  your 
choice,  or  pollen  mixtures  chosen  from  our  21  stock 
mixtures.  Each  set  contains  five  3-cc.  vials  of  the 
following  concentrations:  1:10,000;  1:5,000;  1:1,000; 
1:500;  and  1:100.  Dosage  schedule  accompanies  each 
set.  Price,  $7.50. 

SPECIAL  MIXTURE  TREATMENT  SETS 

prepared  according  to  your  patient’s  individual  sensi- 
tivities. Each  set  contains  five  3-cc.  vials  in  the  same 
dilutions  as  above.  Ten-day  processing  period  re- 
quired. Price,  $10.00. 

1.  Cooke,  R.  A.:  in  Textbook  of  Medicine  (Cecil).  Philadelphia, 
W.  B.  Saunders  Company,  1947;  seventh  edition,  p.  528. 

2.  Nevius,  W.  B.:  J.  M.  Soc.  New  Jersey  46:  17  (1949). 

3.  Rosen.  F.  L.:  ibid.  45:389  (1948). 

THE  ARLINGTON  CHEMICAL  COMPANY 
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BOOKS 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


BOOKS  RECEIVED 


Medical  Jurisprudence  and  Toxicology.  By 
John  Glaister,  M.D.  Ninth  edition.  Octavo  of  755 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1950.  Cloth  $7.00. 

Physicians  Federal  Income  Tax  Guide  and  Sim- 
plified Accounting  Record.  1951  edition.  For  the 
preparation  of  1950  returns  and  1951  estimates, 
By  Hugh  J.  Campbell  and  James  B.  Liberman. 
Quarto  of  111  pages,  illustrated.  Great  Neck. 
N.  Y.,  Doniger  & Raughley,  1950.  Paper,  $2.50. 

The  Medical  Clinics  of  North  America.  Phila- 
delphia Number.  November,  1950.  Index  1948- 
1950.  Octavo.  Philadelphia,  W.  B.  Saunders 
Co.,  1950.  Published  Bi-Monthly  (six  numbers  a 
year).  Cloth,  $18  net;  paper,  $15  net. 

Antipyrine.  A Critical  Bibliographic  Review. 
By  Leon  A.  Greenberg,  Ph.D.  Quarto  of  135 
pages.  New  Haven,  Hillhouse  Press,  1950.  Cloth, 
$4.00. 

Pediatric  X-Ray  Diagnosis.  A Textbook  for 
Students  and  Practitioners  of  Pediatrics,  Surgery 
& Radiology.  By  John  Caffey,  M.D.  Second 
edition.  Quarto  of  862  pages,  illustrated.  Chi- 
cago, Year  Book  Publishers,  1950.  Cloth,  $25.00. 

Physical  Examination  in  Health  and  Disease. 
By  Rudolph  H.  Kampmeier,  M.D.  Octavo  of  821 
pages,  illustrated.  Philadelphia,  F.  A.  Davis  Co., 
1950.  Cloth,  $8.00. 

Doctor  Come  Quickly.  By  Frank  J.  Clancy, 
M.D.  Octavo  of  248  pages,  illustrated.  Seattle, 
Superior  Publishing  Co.,  1950.  Cloth,  $2.95. 

Sexual  Fear.  By  Edwin  W.  Hirsch,  M.D.  Oc- 
tavo of  307  pages.  Garden  City,  N.  Y.,  Garden 
City  Publ.  Co.,  1950.  Cloth,  $3.00. 

Principles  of  General  Psychopathology.  An 
Interpretation  of  the  Theoretical  Foundations  of 
Psychopathological  Concepts.  By  Siegfried  Fischer, 
M.D.  Octavo  of  327  pages,  illustrated.  New  York, 
Philosophical  Library,  1950.  Cloth,  $4.75. 

Favourite  Prescriptions.  Edited  by  Sir  Heneage 
Ogilvie,  D.M.  and  William  A.  R.  Thomson,  M.D. 
Octavo  of  76  pages.  London,  England.  The 
Practitioner,  1950.  Board. 

Thromboembolic  Conditions  and  Their  Treat- 
ment with  Anticoagulants.  By  Charles  D.  Marple, 
M.D.,  and  Irving  S.  Wright,  M.D.  Octavo  of  418 
pages,  illustrated.  Springfield,  111.,  Charles  C 
Thomas,  1950.  Cloth,  $8.50. 

Oxford  Loose-Leaf  Medicine,  Supplements.  9 
reprints.  Octavo.  New  York,  Oxford  University 
Press,  1950.  Available  only  to  subscribers. 

Color  Atlas  of  Pathology.  Hematopoietic  Sys- 
tem, Reticulo-Endothelial  System,  Respiratory 
Tract,  Cardiovascular  System,  Liver,  Alimentary 
Tract,  Kidney  and  Urinary  Tract,  Musculoskeletal 
System.  Prepared  under  the  auspices  of  the  U.S. 
Naval  Medical  School  of  the  National  Naval  Medical 
Center,  Bethesda,  Maryland.  Octavo  of  546  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott  Co. 
[1950] . Cloth,  $20. 

Skull  Fractures  and  Brain  Injuries.  By  Harry 
E.  Mock,  M.D.  Octavo  of  806  pages,  illustrated. 


Baltimore,  Williams  & Wilkins  Co.,  1950.  Cloth,  j 
$13.50. 

Advances  in  Internal  Medicine.  Editors,  Wil-  | 
liam  Dock,  M.D.,  and  I.  Snapper,  M.D.  Associate 
Editors,  Tinsley  R.  Harrison,  M.D.,  Chester  S.  j 
Keefer,  M.D.,  Warfield  T.  Longcope,  M.D.,  and  J. 
Murray  Steele,  M.D.  Volume  IV.  Octavo  of  549 
pages,  illustrated.  Chicago,  Year  Book  Publishers, 
1950.  Cloth,  $10.00. 

Practical  Haematology.  By  J.  V.  Dacie,  M.B- 
(Eng.).  Octavo  of  172  pages,  illustrated.  Brook-  j 
lyn,  Chemical  Publishing  Co.,  1951.  Cloth, 
$4.50. 

The  Neurologic  Examination.  Incorporating  the 
Fundamentals  of  Neuroanatomy  and  Neurophysi- 
ology. By  Russell  N.  DeJong,  M.D.  Quarto  of  | 
1,079  pages,  illustrated.  New  York,  Paul  B.  Hoeber, 
1950.  Cloth,  $15. 

Telling  the  Welfare  Story.  Prepared  for  Volun- 
teer Welfare  Groups  by  the  State  Committee  on  ) 
Children  and  Public  Welfare  of  the  State  Charities 
Aid  Association.  Quarto  of  39  pages.  New  York, 
State  Charities  Aid  Association,  1950. 

Anxiety.  Edited  by  Paul  H.  Hoch,  M.D.,  and  I 
Joseph  Zubin,  Ph.D.  The  Proceedings  of  the  j 
Thirty-Ninth  Annual  Meeting  of  the  American  | 
Psycho-Pathological  Association,  held  in  New  York  i 
City,  June,  1949.  Octavo  of  254  pages,  illustrated. 
New  York,  Grune  & Stratton,  1950.  Cloth,  $4.50. 

Child  Psychiatry  in  the  Community.  A Primer 
for  Teachers,  Nurses,  and  Others  Who  Care  for 
Children.  By  Harold  A.  Greenberg,  M.D.,  in 
collaboration  with  Julian  H.  Pathman,  Ph.D., 
Helen  A.  Sutton,  R.  N.,  and  Marjorie  M.  Browne, 
M.A.  Octavo  of  296  pages.  New  York,  G.  P. 
Putnam’s  Sons,  1950.  Cloth,  $3.50. 

Toxaemias  of  Pregnancy.  Human  and  Veter- 
inary. A Ciba  Foundation  Symposium.  Octavo  of  I 
280  pages,  illustrated.  Philadelphia,  Blakiston  i 
Co.,  1950.  Cloth,  $4.50. 

Natural  Childbirth.  A Manual  for  Expectant  . 
Parents.  By  Frederick  W.  Goodrich,  Jr.,  M.D.  j 
Octavo  of  176  pages,  illustrated.  New  York,  I 
Prentice-Hall,  1950.  Cloth,  $2.95. 

Savill’s  System  of  Clinical  Medicine.  Dealing 
with  the  Diagnosis,  Prognosis,  and  Treatment  of 
Disease  for  Students  and  Practitioners.  Edited  by  | 
E.  C.  Warner,  M.D.  Thirteenth  edition.  Octavo  I 
of  1,198  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1950.  Cloth,  $7.00. 

Neurology  and  Psychiatry  in  General  Practice. 
Edited  by  Henry  R.  Viets,  M.D.  In  collaboration 
with  C.  Charles  Burlingame,  M.D.,  Clarence  B. 
Farrar,  M.D.,  Z.  M.  Lebensohn,  M.D.  Octavo  ot  li 
150  pages.  New  York,  Grune  & Stratton,  1950. 
Cloth,  $3.50. 

When  Minds  Go  Wrong.  A Simple  Story  of  the 
Mentally  111 — Past,  Present  and  Future.  By  John 
Maurice  Grimes,  M.D.  Illustrations  by  K.  Alex-  ' 
andra  White.  Octavo  of  237  pages,  illustrated. 
Chicago,  The  Author,  1949.  Cloth,  $5.00. 
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DOCTOR  • . . . 


IS  THIS  ONE  OF  YOUR  PATIENTS? 


(Cost  from  a children’s  dental  clinic  show- 
ing maloclusion  due  to  thumb  sucking) 


WHEN  TREATMENT  IS  INDICATED  TO 
DISCOURAGE  THUMB  SUCKING 

...recommend... 


HUM 


. . ■■■■ 


Order  from  your  supply  house  or  pharmacist 


&0*uib 


Ip  tr  ® 

v@iu)  pissslmw^ 


MANHATTAN 

BROOKLYN 

FLAT8USH 

HEMPSTEAD 

HACKENSACK 

NEW  ROCHELLE 


34  WEST  34»h  ST. 
288  LIVINGSTON  ST. 
843  FLATBUSH  AVI, 
241  FULTON  AVI. 

290  MAIN  ST, 
545  NORTH  AVI. 


EAST  ORANGE  29  WASHINGTON  PL. 


WRITE  FOR  SHOE  ALTERATION  FOLDER 


for  the  successful  treatment^of  . 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program— 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC. 


123  West  64th  Street 
New  York  23,  N.  Y. 
Makers  of  the  Soothing , Modernized  Form  of  Burow’s  Solution 
DOMEBORO — Tablets  • Powder  • Packets  • Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste, 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  4"  x 10  yd.  gauze  bandage  impregnated  with  a modifled  "Unna’s  Formula” 
oxide,  glycerine,  gelatin  and  calamine.  This  Unoa’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 


(low  in  naphthalene  content)  uniform  in  color,  free  of  coal 

consisting  of  zinc 


Mm 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
F«.-rm?ntation 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  In  indigestion,  hyper* 
acidity,  bloating  and  flatulence. 

1 or  2 tablets  daily  ft  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO INC, 1123  Broadway,  New  York 


Officers — County  Medical  Societies — 1951 

TOTAL  MEMBERSHIP  AS  OF  APRIL  15,  1951—23,040 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery. . 
Nassau 


New  York.  . . . 
Niagara 


Oneida 

Onondaga  ... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond .... 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie  ... 

Schuyler 

Seneca 

Steuben  

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren  

Washington  . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


President 

James  W.  Bucci Albany 

Edwin  F.  Comstock.  Wellsville 

Abraham  B.  Tamis Bronx 

Ben.  L.  Matthews. Binghamton 
W.  C.  Goodlette Olean 

F.  L.  Okoniewski Auburn 

H.  A.  Nelson Jamestown 

G.  T.  Connelly Elmira 

M.  H.  Jacobi Norwich 

G.  C.  deGrandpre . . Plattsburg 

Harold  Levine Hudson 

W.  J.  Pashlev Cortland 

R.  V.  Schatken Walton 

John  F.  Rogers . . Poughkeepsie 

E.  T.  McGroder Buffalo 

F.  Clark  White. . . . Ray  Brook 

W.  A.  Gaspar Malone 

John  S.  Clemans.  . Gloversville 

Richard  F.  Davis Batavia 

E.  B.  VanDeusen Catskill 

W.  J.  MacDonald ....  Mohawk 

George  F.  Bock Watertown 

Samuel  Lubin Brooklyn 

Earle  E.  Barnes Lowville 

Ernest  Sanders Lima 

Lee  S.  Preston Oneida 

Joseph  A.  Lane Rochester 

Walter  Dreyfuss.  .Amsterdam 
Leo  T.  Flood Hempstead 


Kenneth  M.  Lewis  . . New  York 

J.  T.  Markovitz 

North  Tonawanda 

Edwin  P.  Russell Rome 

William  E.  Pelow. . . .Syracuse 

H.  B.  Abbott Geneva 

Stiles  D.  Ezell. . . .Middletown 

John  G.  Ellis Albion 

DeWitt  C.  Mead Fulton 

T.  C.  Goodwin.  .Cooperstown 

William  P.  Kelly Carmel 

Henry  I.  Fineberg. . . .Jamaica 

Helmer  P.  Howd Troy 

Joseph  F.  Worthen.St.  George 

Abraham  Schechner Nyack 

John  H.  Stauffer Canton 

M.  J.  Magovern Saratoga 

Harry  Miller Schenectady 

Franz  Konta . . . Richmondville 
J oseph  Y.  Roberts  W atkins  Glen 

Saul  Towers Seneca  Falls 

E.  J.  Stevens. . Hammondsport 

A.  E.  Corwith . Bridgehampton 

Louis  Launer Liberty 

Frederick  K.  Shaw.  . . Waverly 

J.  W.  Hirshfeld Ithaca 

Virgil  De  Witt New  Paltz 

Arthur  Davis Glens  Falls 

Leo  A.  Thume Fort  Ann 

John  L.  Pulvino Clyde 

Henry  E.  McGarvey  Bronxville 
Selden  T.  Williams Attica 

B.  S.  Strait Penn  Yan 


Secretary 

Albert  Vander  Veer.  . .Albany 
Edward  W.  Briggs . . Wellsville 

G.  B.  Gilmore Bronx 

N.  R.  Occhino. . .Johnson  City 

George  C.  Cash Olean 

T.  D.  Stapleton Auburn 

Edgar  Bieber Dunkirk 

W.  J.  Cusick Elmira 

N.  C.  Lyster Norwich 

I.  Robert  Wood. . . Plattsburg 

Roger  C.  Bliss Hudson 

John  E.  Eckel Cortland 

George  G Miles.  .Downsville 

A.  A.  Rosenberg.  Poughkeepsie 
M.  J.  Kazmierczak. . . .Buffalo 
James  E.  Glavin . . Port  Henry 

D.  H.  Van  Dyke Malone 

Kingston  Lamer . . Gloversville 

L.  F.  Quinlan Batavia 

William  M.  Rapp  . . . .Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon ....  Watertown 

A.  D.  Segal Brooklyn 

John  P.  Myers . . . Port  Leyden 

V.  I.  Bonafede Son  yea 

Felix  Ottaviano Oneida 

C.  Pamall Rochester 

Julius  Schiller Amsterdam 

Irving  Drabkin 

Rockville  Centre 

B.  W.  Hamilton. . . .New  York 
Charles  M.  Dake. Niagara  Falls 


D.  H.  Mac  Farland Utica 

W.  J.  Michaels Syracuse 

Carl  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

Walter  Shifton Albion 

John  Rodger Fulton 

Elfred  L.  Leech Oneonta 

A.  Vanderburgh Brewster 

W.  Benenson Flushing 

I.  Strosberg Troy 

F.  Tellefsen St.  George 

Robert  Yeager Pomona 

William  R.  Carson. . Potsdam 

Claire  K.  Amyot Saratoga 

R.  E.  Isabella.  . . .Schenectady 
Donald  R.  Lyon . . Middleburg 
William  Tague. . Montour  Falls 

Bruno  Riemer Romulus 

Rudolph  Shafer Corning 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

I.  N.  Peterson Owego 

H.  J.  Heinicke Ithaca 

B.  J.  Dutto Kingston 

Robert  Boyle Glens  Falls 

Denver  M.  Vickers . Cambridge 

Irving  M.  Derby Newark 

John  N.  Dill Yonkers 

P.  A.  Burgeson Warsaw 

Paul  C.  Johnson  . . . Penn  Yan 


Treasurer 


Frances  Vosburgh Albany 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss ....  Binghamton 

E.  R.  Mountain Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck.  . . .Dunkirk 

L.  L.  Hobler Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  Corey Cortland 

George  G.  Miles . Downsville 
A.  A.  Rosenberg  . Poughkeepsie 

Walter  S.  Walls Buffalo 

James  E.  Glavin . . Port  Henry 

A.  A.  Hartmann Malone 

W.  H.  Raymond.  . Johnstown 

L.  F.  Quinlan Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  Henderson Watertown 

H.  Mandelbaum.  . . .Brooklyn 
John  P.  Myers . . . Port  Leyden 

V.  I.  Bonafede Sonyea 

Anthony  J.  Zaia Oneida 

R.  E.  Delbridge ....  Rochester 
Phillip  Cortese. . . Amsterdam 
Irving  Drabkin 


Rockville  Centre 

Condict  W.  Cutler . . New  York 

G.  N.  Miner 

North  Tonawanda 

James  I.  Farrell Utica 

A.  Carl  Hofmann ....  Syracuse 

Carl  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

Walter  Shifton Albion 

John  Rodger Fulton 

Elfred  L.  Leech Oneonta 

George  Steacy . Lake  Mahopac 

John  E.  Lowry Flushing 

John  Jaffarian Troy 

A.  Leikensohn  Mariners  Harbor 

M.  R.  Hopper Nyack 

Maurice  Elder Massena 

J.  Lebowich Saratoga 

Carl  F.  Runge . . . Schenectady 
Duncan  L.  Best. . .Middleburg 
William  Tague. . Montour  Falls 

Bruno  Riemer Romulus 

Rudolph  Shafer Corning 

Warren  Eller Sayville 

Deming  S.  Payne Liberty 

I.  N.  Peterson Owego 

H.  B.  Wightman Ithaca 

H.  B.  Johnson Kingston 

C.  R.  Barber Glens  Falls 

C.  A.  Prescott. . Hudson  Falls 
Irving  M.  Derby Newark 

II.  J.  Dunlap  . . New  Rochelle 

P.  A.  Burgeson Warsaw 

Paul  C.  Johnson  . . . Penn  Yan 
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MEDICAL  SOCIETY 
OF  THE 

STATE  OF  NEW  YORK 


1951 

ANNUAL  CONVENTION 

• House  of  Delegates 

• Annual  Meeting  and  Banquet 

• Teaching  Day 

• Scientific  Program 

• Scientific  Exhibits 

• Scientific  Motion  Pictures 

• Technical  Exhibits 

• Woman’s  Auxiliary 

APRIL  30  to  MAY  4,  1951 


HOTEL  STATLER,  BUFFALO 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 

Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  t6 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  IBS9 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


HALYCON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy,  Beautifully  located  a short  distance  from  Eye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


‘INTERPINES 

Goshen,  N.  Y. 

Phone  117 

Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y, 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


UR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  TV.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *T«I.  2-1621 


HOLBROOK  MANOR  NHUSG 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 
Hypertensives  Arterio-sclerotics  Al  I Neurologica  I Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pb,s,c,ae-m<iertf. 
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SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

Patricia  Zdcj&nltf, — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


Does  Your  Medical  Assistant  Need  Additional  Training? 
. EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  Stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Ma*uLL  School  1834  KT3734  y c 

Licensed  by  the  State  of  New  York  , 


FOR  SALE 

Garden  City.  Ideal  for  doctor  or  dentist.  Attractive  white 
colonial  on  plot  100  x 150  in  excellent  location.  Fully 
equipped  Doctor’s  quarters.  Center  hall,  modern  kitchen. 
4 bedrooms,  2 baths.  3rd  floor  3 bedrooms,  bath.  Living 
quarters  over  2 car  garage.  Children's  wading  pool.  Ex- 
ceptional opportunity  for  professional  man.  Wm.  H.  Cordes, 
73  Nassau  Blvd.,  Garden  City  7-8888. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion : 


Onetime $1.35 

3 Consecutive  times  ....  1.20 
6 Consecutive  times  ... . 1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


DOCTOR’S  HOUSE 


Fully  equipped  office  and  garage  for  sale;  Queens  County. 
Immediate  possession.  Brokers  solicited.  Box  437,  N.  Y. 
St.  Jr.  Med. 


Internships;  mixed,  rotating,  and  straight  in  an  A.M.A.  ap- 
proved hospital  of  200  beds.  Modern,  private  apartments 
near  hospital  supplied,  ideal  for  married  couples.  Active 
educational  program,  attractive  salary.  Apply,  E.  Hampton 
Decker,  Superintendent,  Prospect  Heights  Hospital,  Brook- 
lyn 16,  New  York,  STerling  9-6000. 


PROFESSIONAL  OFFICES 


For  Rent — 985  Fifth  Ave. — 2 Room  suite  $120-$155,  3 
Rooms  $165.  Also  4 Rooms.  Could  be  divided  to  suit. 
For  information  apply  on  premises  or  phone  TR  9-0308. 


OFFICE  FOR  RENT 


Merrick,  L.  I.  Rapidly  expanding  area;  2 rooms  suitable 
for  any  specialist;  share  waiting  room  with  specialist. 
Box  447,  N.  Y.  St.  Jr.  Med. 


Ame/ucatt 


MEDICAL  BOOKS  of  all  publishers.  Obtain  all  your 
books  from  one  source,  only  one  account  necessary. 
Harold  Lerman,  2268  Grand  Concourse,  New  York  57, 
N.  Y.  Ludlow  40282. 


Qcunce/i 


FOR  SALE 


Fully  equipped  GP  office;  New  York  City;  populated 
neighborhood;  substantial  income  assured;  Sale  or  terms. 
Mott  Haven  9-6110.  Box  448,  N.  Y.  St.  Jr.  Med. 


OFFICE  FOR  RENT 


Bronx,  N.Y.  176th  Street,  1 block  east  of  Concourse;  4J^ 
rooms,  $90.00.  Recently  decorated.  Write  Box  449,  N.Y.  St. 
Jr.  Med.  or  call  Cypress  3-5432  Noon  or  Ludlow  3-7254 
evenings. 


FOR  SALE 


5-30  Shock-Proof  Unit  with  tube;  suitable  for  G-U  special- 
ist; low  priced;  excellent  condition.  Write  Box  450, 
N.Y.  St.  Jr.  Med.  or  phone  Nevins  8-9666. 
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Veratrite,  for  routine  use,  is  a reliable  hypotensive  agent  without  serious 
side-effects.  Circulatory  improvements  gradual  fall  in  blood  pressure,and 
a new  sense  of  well-being  can  be  obtained  without  complicated  dosage 
schedules  or  daily  dosage  adjustments.  Economy — a point  of  importance 
in  long-range  therapy  — is  in  favor  of  Veratrite  in  the  management  of 
the  great  majority  of  hypertensive  patients. 

Supplied:  Bottles  of  1 00,  500,  1 000  at  prescription  pharmacies  every- 
where. 


LITERATURE  AND  SAMPLES  ON  REQUEST 


Each  VERATRITE  Tabule  contains: 
Veratrum  Viride  3 CRAW  UNITS* 


Sodium  Nitrite 1 grain 

Phenobarbital !4  grain 


Beginning  Dose:  2 tabules  t.i.d., 
after  meals. 

*Biologically  Standardized  for  toxicity 
by  the  Craw  Daphnia  Magna  Assay. 


^nitrite 


& COMPANY  j?SL  DECATUR,  ILLINOIS 


IRWIN,  NEISLER 
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ASTHMA 

82%  IMPROVED 


HAY  FEVER 

87%  IMPROVED 


URTICARIA 

98%  IMPROVED 


Thenfadil,  a new  antihistaminic,  Has  proved  to  be  highly  effec- 
tive even  in  bronchial  asthma.  Experimentally  in  animals,  Thenfadil, 
(N,N-dimethyl-N'-(3-thenyl)-N'-(2-pyridy I)  ethylenediamine 
hydrochloride)  has  been  shown  to  be  up  to  eight  times  more 
active  against  histamine  reaction  than  several  older  antihistaminics. 
Clinically,  Thenfadil  produces  excellent  results  in  the  common 
allergic  disorders.  It  is  comparatively  well  tolerated,  side  effects 
occurring  in  only  14  per  cent  of  cases  — mostly  transient  sedation. 
Winthrop-Stearns  Inc.,  New  York  18,  N.  Y.,  Windsor,  Ont. 


Thenfadil 


HIGHLY  EFFECTIVE 


ANTIHISTAMINIC 


Thenfadil,  trademark  reg.  U.  S.  & Canada 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hoapital  and  Clinic  Building 

THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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When  the  dieter 
prepares  the  family  fare 
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" Infants  have  a particular  claim  to  oral  penicillin  since  they  . . . 

should  be  spared  the  pain  and  disturbance  of  injections 

Editorial,  Brit.  M.  J.  2:962,  1947 


'Eskacillin  100’,  containing  100,000  units  of  penicillin 
per  teaspoonful  (5  cc.),  and  'Eskacillin  50’,  containing  50,000  units 
of  penicillin  per  teaspoonful — are  the  ideal  penicillin  preparations 
for  infants  and  children  because  they  can  be  given  by  mouth 
. . . and  are  so  pleasant-tasting. 

Among  the  many  indications  for  Eskacillin  are: 


Acute  sinusitis 
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Otitis  media 
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Certain  skin  infections 


Eskacillin  100 
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Foxalin 

advantages 


1 Twice  as  safe  as 
digitoxin. 

2 No  digitoxic  heart 
punch. 

3 Smooth,  prolonged 
action. 

4 Maximum  cardiac 
response. 

5 No  nausea  or 
vomiting. 


Clinical  and  pharmacological  studies  prove  that 
digitoxin  U.S.P.  compounded  with  sodium  carboxy- 
methylcellulose  (Foxalin)  exerts  a steady  and  prolonged 
therapeutic  effect  on  the  heart  with  a much  wider 
margin  of  safety  than  digitoxin  alone. 

Foxalin  is  a new  discovery*  of  demonstrated  value 
for  congestive  heart  failure,  myocardial  insufficiency, 
cardiac  decompensation,  and  auricular  fibrillation  or 
flutter. 

Foxalin  contains  digitoxin  U.S.P.  0.1  mg.  combined 
with  the  protective  colloid,  sodium  carboxymethylcellu- 
Iose.  Supplied  in  bottles  of  100  tablets. 

The  maintenance  dose  of  Foxalin  is  1 tablet  daily. 
For  quick  digitalization,  6 tablets  divided  into  three 
doses,  for  one  day  only. 

WRITE  FOR  PROFESSIONAL  LITERATURE  AND  SAMPLE. 


Foxalin 

COLLOID  PROTECTED  DIGITOXIN  U.S.P. 


GRANT  CHEMICAL  COMPANY,  INC. 


U.  S.  Patent  No.  2,486,937  ® 


95  MADISON  AVENUE,  NEW  YORK  16,  N. 


Y. 


Controlled  maintenance  ...With  Digitaline  Nativelle  mainte- 
nance of  the  decompensated  heart  is  efficient— positive— through  precise 
control  of  contractile  force  and  rhythm.  Because  it  is  completely  absorbed 
and  uniformly  dissipated,  full  digitalis  effect  is  maintained  between  doses. 
Side  effects  are  virtually  nil. 


Send  for  brochure.  "Modem 
Digitalis  Therapy,”  Varick 
Pharmacal  Company.  Inc. 

(Division  of  E.  Fougera) 
75  Varick  St.,  New  York. 


digitaline 

nativeile 


Chief  active  principle  of  dleitalis  purpurea  (dlgltoxlnl 

not  an  adventitious  mixture  of  glycosides 
For  dosage  instructions  consult  Physician’s  Desk  Reference 


INDEX  TO  ADVERTISED  PRODUCTS 
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PROVEN 
PAIN  CONTROL 


with  safety 


'Tabloid 


EMPIRIN  COMPOUND 


"HI* 

With  CODEINE  PHOSPHATE* 

gr.l-No.  1 gr.i-No.  2 gr.^-No.  3 gr.  l-No.4 

*/2  times  more  soluble  than  sulfate 


Burroughs  Wellcome  & Co.  (U.S.  A.)  Inc. 

Tuckahoe  7,  N.  Y. 
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TRUE  STIMULANT  THERAPY 


The  therapeutic  efficacy  and  clinical  safety  of  acthar  derive  from 
fact  that  it  stimulates  secretion  of  all  three  types  of  cortical 
hormones— all  of  vital  importance  in  stress  situations. 


Quick-acting  and  quickly  metabolized,  acthar  is  free  of  cumu- 
lative effects  when  administered  in  proper  dosage  and  with  proper 
spacing  of  injections.  The  speed  of  onset  of  therapeutic  action  is  a 
significant  advantage  in  acute  conditions. 

acthar  is  the  preparation  of  choice  in  those  diseases  requiring 
maintenance  therapy,  acthar  permits  uninterrupted,  continuous 
therapy  without  rest  periods,  since  it  functions  as  the  true  physi- 
ologic stimulus  to  the  adrenal  cortex  and  does  not  cause  adrenal 
involution. 


established  indications:  Rheumatoid  arthritis,  rheumatic  fever, 
acute  lupus  erythematosus,  severe  asthma,  drug  sensitivities,  con- 
tact dermatitis,  most  acute  inflammatory  diseases  of  the  eye, 
acute  pemphigus,  exfoliative  dermatitis,  ulcerative  colitis,  acute 
gouty  arthritis,  secondary  adrenal  cortical  hypofunction,  alcohol- 
ism and  acute  delirium  tremens,  and  severe  burns. 

Literature  and  directions  for  administration  of  acthar,  including 
contraindications,  available  on  request. 


acthar  is  available  in  vials  of  10,  15,  25  and  40  I.U.  (mg.).  The 
Armour  Standard  of  acthar  is  now  accepted  as  the  International 
Unit,  1 International  Unit  being  equivalent  to  1 milligram  of  acthar. 


ACTHAR 


THE  ARMOUR  LABORATORIES  BRAND  OF  ADRENOCORTICOTROPIC  HORMONE  (A.C.T.H.) 

THE  ARMOUR  LARORATORIES 

CHICAGO  11,  ILLINOIS 


PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 
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SALT  HORMONES 


PROTEIN  HORMONES 


COMPOUND  F HORMONES 

Physiologic  agents  that  control  the  mobilization  and  utilization  of  energy; 
regulate  retention  of  sodium  and  chloride  and  the  excretion  of  potassium; 
prevent  breakdown  of  body  protein.  They  inhibit  cellular  injury  and  the  con- 
current inflammatory  reaction  common  in  a wide  variety  of  diseases. 
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antibacterial  action  pins... 


■ greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  for  alkalinization. 

■ higher  blood  level 

Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 


■ economy 

Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


J 


less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 

GANTRISIN®-brand  of  sulfisoxazole 
(3,4-dimethyl-5-sulfanilamido-isoxazole) 


HOFFMAN  HI -LA  ROCHE  INC. 


Roche  Park 


Nulley  JO 


New  Jersey 
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lipotropic  Therapy  can  be  Adequate ...  with  WYCHOL 

WYCHOL  Syrup  provides  a potent  combination  of  lip- 
otropic factors — choline  and  inositol.  It  is  so  palatable, 
patients  will  gladly  adhere  to  the  prescribed  dosage 
schedule — and  thus  secure  the  full  benefits  of  therapy. 

And  Now,  a Practical  Way  T o Maintain  Day-Long  Therapy 

Prescribe  the  new,  convenient 
WYCHOL  CAPSULES  to  assure  continued  therapy 
while  the  patient  is  away  from  home. 

For  impaired  fat  metabolism  and  cirrhosis  of  the  liver — in- 
tensive, sustained  lipotropic  therapy  is  recommended  and 
facilitated  bythecombination  Syrup  and  Capsule  regimen. 

WYCHOL 


CHOLINE  AND  INOSITOL  Wyeth 

Wyeth  Incorporated,  Philadelphia  2,  Pa. 
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Effective  Help 
for  Your 

Hay  Fever 

Patients 


As  the  distressing  hay  fever 
season  approaches,  the 
strikingly  effective  action  of 
Neo-Antergan  ® can  bring 
your  patients  the  comfort  of 
relief  from  symptoms.  Its 
benefits  in  safely  relieving 
symptoms  of  allergy  are 
available  only  through  your 
prescription.  Neo-Antergan 
is  the  physician’s  product , 
advertised  exclusively  to  the 
Medical  Profession. 


Your  local  pharmacy  stocks  Neo- 
Antergan  Maleate  in  25  mg.  and 
50  mg.  coated  tablets,  in  bottles 
of  100,  500,  and  1,000. 


NEO-ANTERGAN® 

MALEATE 

(Brand  of  Pyrilamlne  Maleate) 

(Formerly  called  Pyranisamine  Maleate) 
(N-p-methoxybenzyl-N'#N'-dimethyl-N-o-pyridylethylenediamine  maleate ) 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 


RAHWAY, 


NEW  JERSEY 
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for  busy  medical  men: 


phone 

Browning  King  Fifth  Avenue 
for  our  new 

Housecall  Clothing  service 
to  Doctors 


We  know  it's  rare  that  you 
ever  have  the  time  to 
shop  for  the  clothes  you 
need  ...  so  we've  arranged— 
at  no  extra  charge— to  have 
a representative  call  on 
you  at  your  convenience. 

He'll  show  you  a variety  of 
models,  allow  you  to  select 
from  a galaxy  of  fine  fabrics, 
and  take  your  measurements 
for  our  ready-to-wear  or 
made-to-measure  clothing. 

In  addition,  you  will  be 
shown  a selective  line 
of  haberdashery— carefully 
chosen  with  our  knowledge  of 
what  is  desirable  and  what 
is  correct.  Just  phone 
BArday  7-8140  and  ask  for 
our  Doctor's  secretary, 

Mrs.  Benton. 


Fifth  Avenue 
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Each  tablet  contains: 

Verotrum  Viride  10  CRAW  UNITS* 

Phenobarbital % grain 

^Biologically  Standardized  for  tox- 
icity by  the  Craw  Daphnia  Magna 
Assay.  Supplied:  Bottles  of  100, 
500,  1000. 


RESISTANT  HYPERTENSION 


VERTAVIS-PHEN  affords  the 
advantage  of  economy  in  the 
everyday  management  of  severe, 
resistant  (Grade  III)  essential 
hypertension. 

Vertavis-Phen,  by  virtue  of  the 
combined  effect  of  veratrum 
viride  (Irwin-Neisler)  and  pheno- 
barbital is  a practical  approach  to  the  problem 
of  severe,  resistant  hypertension.  The  remarkable 
physiologic  property  of  veratrum  viride  "in  producing 
a hypotensive  effect  by  peripheral  dilatation  is 
pharmacologically  sound.”1  Phenobarbital  decreases 
vasoconstrictor  arterial  tone  and  permits  the  use  of 
smaller  doses  of  veratrum  viride  in  obtaining  a favor- 
able clinical  effect. 

1.  Holley,  H.  L.,  and  Koffler,  I.  A.:  Am.  Pracf.  & Dig.  Treat.  1:840-844, 1950 


Vertavis-Phen 


IRWIN,  NEISLER 


& COM  PA  N Y 


DECATUR,  ILLINOIS 


1311 


With  use  of  ARGYROL 
in  Para-nasal  Infections  there  is 

No  rebound 
congestion 

No  CNS  stimulation 


There  is  no  hang-over  of  compensatory  con- 
gestion to  be  dealt  with  ...  a situation  em- 
barrassingly familiar  to  many  who  have  had 
experience  with  the  usual  strong  vaso- 
constrictors. 

ARGYROL  does  its  job  directly,  simply  and  well 
. . . with  a rare  combination  of  decongestive, 
demulcent,  detergent  and  bacteriostatic 
actions.  Its  use  means  the  speediest  possible 
return  of  affected  nasal  membranes  to  normal 


The  ARGYROL  Technique 

1.  The  nasal  meatus  . . . by  20  per 
cent  ARGYROL  instillations  through 
the  nasolacrimal  duct. 


Its  Three-Fold  Effect 

1.  Decongests  without  irritation  to 
the  membrane  and  without  ciliary 
injury. 


2.  The  nasal  passages  . . . with  10 
per  cent  ARGYROL  solution  in  drops. 

3.  The  nasal  cavities  . . . with  10 
per  cent  ARGYROL  by  nasal  tam- 
ponage. 

Decongestion  and  Relief  without  Rebou 
— the  medication  of  choice  in 


2.  Definitely  bacteriostatic,  yet  non- 
toxic to  tissue. 

3.  Stimulates  secretion  and  cleanses, 
thereby  enhancing  Nature's  own 
first  line  of  defense. 

id  * Decongestion  without  Dysfunction 

treating  para-nasal  infection. 


Made  only  by  the 

A.  C.  BARNES  COMPANY#  NEW  BRUNSWICK,  N.  I. 

ARGYROL  is  a registered  trademark,  the  property  of  A.  C.  Barnes  Company 
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to  help 


your  acne  patient 





get  back  “in  the  swing" 


Your  complexion -conscious  young  acne  patient  regains  her 
self-confidence  when  you  write  'Acnomel’.  Because  Acnomel  is: 

1 Immediately  effective  cosmetically.  Acnomel  is  delicately  flesh-tinted. 
It  masks  the  acne  lesions,  yet  is  virtually  invisible  when  applied. 

2 Rapidly  effective  therapeutically.  Acnomel  ordinarily  brings  definite 
improvement — not  in  months  or  weeks,  but  in  a matter  of  days. 

Formula:  Resorcinol,  2%;  and  sulfur,  8%;  in  a stable,  grease-free,  flesh-tinted  vehicle. 
Smith,  Kline  & French  Laboratories,  Philadelphia 


Acnomel 


‘Acnomel’  T.M.  Reg.  U.S.  Pat.  Off. 

a significant  advance,  clinical  and  cosmetic,  in  acne  therapy 
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hchmomo  mu  rofK 


ow  many  of  your  patients 
give  evidence 
of  heightened  tissue-turgc] 
with  fluid  retention 
in  premenstrual  period? 


■low  many  of 
these  patients 
suffer  from  headache,  nausea, 
backache,  nervousness, 


abdominal  distention? 


tfae/fMSAtfuu*/ Jtate 


\ 
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— combines  in  each  tablet  50  mg.  of  N,N-Dimethyl-N’-(2-pyridyl)-N’-(p-methoxy- 
benzyl)  ethylenediamine  8-bromotheophyllinate  fpyrabrom7 — with  100  mg.  of  ace- 
tophenetidin,  the  dependable,  safe  analgesic.  M-Minus  4 has  evidenced  dramatic 
effectiveness  in  clinical  studies.  Patients  taking  M-Minus  4 have  experienced 
relief  of  all  symptoms  in  a very  short  time.  There  is  good  evidence  that  the  adminis- 
tration of  M-Minus  4 has  prevented  the  accumulation  of  abnormal  amounts  of 
fluid  in  the  tissues. 

Dosage — One  tablet  three  times  a day  for  three  to  five  days  before  onset  of  menses. 

Bottles  of  24  and  100  tablets 

Literature  and  a prescription  package  of  24  tablets  will  be  sent  upon  request. 


DIVISION  NUTRITION  RESEARCH  LABORATORIES,  INC. 
CHICAGO  11,  ILLINOIS 
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when  your  patient  sees  it  daily . . • his  "tonic” 

becomes  an  ever-present  symbol  of  the  reassuring  and  comforting  fact 
that  he  is  "in  the  care  of  his  physician”.  Physicians  know  that, 
in  addition  to  its  tone -restoring  and  appetite-stimulating  effects, 
this  psychological  aspect  of  a good  tonic  can  often 
produce  striking  results.  Neuro  Phosphates  and  Theranates 
are  both  available  in  12  fl.  oz.  bottles. 

Smith,  Kline  & French  Laboratories,  Philadelphia 

Eskay’s  Neuro  Phosphates* 

a palatable  and  effective  tonic 


Each  adult  dose,  2 fluid  drains  (2  teaspoonfuls),  contains: 


Alcohol 10  per  cent 

Strychnine  glycerophosphate,  anhydrous  ...  grain 

Sodium  glycerophosphate  2 grains 

Calcium  glycerophosphate 2 grains 

Phosphoric  acid,  75% 1.7  minims 


Eskay’s  Theranates* 

the  formula  of  famous  Neuro  Phosphates , plus  Vitamin  Bj 

(0.7.5  nig.  each  adult  dose) 

*T.  M.  Reg.  U.  S.  Pat.  Off. 
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Editorials 


The  1951  Directory 


The  1951  Directory  of  the  Medical  So- 
ciety of  the  State  of  New  York  contains 
many  changes  to  which  the  readers’  atten- 
tion is  invited.  The  physicians  of  New 
Jersey  and  Connecticut  are  no  longer  listed, 
as  will  be  noted  from  the  new  cover  which 
has  been  completely  redesigned.  Since 
1899,  when  the  first  edition  was  published, 
forty-three  revisions  have  been  made.  The 
total  number  of  physicians  in  the  three  states 
in  1899  was  11,625;  by  1949,  when  the  forty- 
third  volume  was  published,  the  number  had 
increased  to  35,950,  of  which  27,520  were 
registered  in  the  State  of  New  York. 

Readers  are  urged  to  consult  the  index  to 
the  1951  volume  immediately  upon  receipt 
of  the  book.  Much  new  material  will  be 
found  there  which  should  prove  of  great 
value  for  ready  reference.  For  example, 
under  scientific  information  will  be  noted 
significance  of  blood  tests,  centigrade  and 
fahrenheit  equivalents,  drug  incompatibili- 
ties and  their  solutions,  signs  frequently 
used,  obstetric  table,  table  of  weights  and 


measures,  normal  findings,  and  table  of  pH 
indicators,  to  name  a few  items. 

Also  included  are  local  and  national 
medical  societies,  the  new  map  of  the  now 
nine  district  branches,  narcotic  regulations, 
licensed  nursing  homes,  pharmaceutical  sup- 
pliers, medical  colleges  of  the  State,  Consti- 
tution and  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York,  the  Medical  Practice 
Act,  and  reporting  and  control  of  com- 
municable diseases.  This  is  by  no  means  a 
complete  listing  of  the  new  material  never 
before  published  in  the  Directory,  but  it  will 
suffice  to  afford  the  reader  an  idea  of  the 
possible  ways  in  which  the  book  may  be  of 
greater  usefulness  and  value. 

The  volume  is  somewhat  smaller  than  the 
preceding  edition,  but  contains  78  indexed 
items  relating  to  medicine  in  the  Empire 
State  including  the  new  section  of  scientific 
information,  as  against  46  items  in  the  forty- 
third  edition.  Thus  it  is  the  hope  of  the 
Publication  Committee  that  a more  useful 
Directory  has  been  made  available  to  our 
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membership  and  to  purchasers  of  the  new 
edition,  with  some  saving  in  paper  and  dis- 
tribution costs. 

Inclusion  of  data  on  the  Workmen’s  Com- 
pensation Law,  Medical  Care  Insurance,  the 
Legislation  Bureau,  Malpractice  Insurance 
and  Defense  Group  Plan,  the  Principles  of 
Professional  Conduct,  the  Council  Commit- 
tee on  Public  Health  and  Education,  the 
Public  Relations  Bureau,  and  the  Bureau  of 


Workmen’s  Compensation  broadens  the 
scope  of  the  volume  and  creates  a handy 
reference  book  that  is  more  than  merely  a 
directory. 

It  is  hoped  that  members  and  purchasers 
will  familiarize  themselves  with  the  several 
items  of  the  index  and  read  the  new  ma- 
terial carefully.  It  has  been  collected  from 
widely  scattered  sources  for  your  con- 
venience. 


Sister  Kenny 


The  great  infantile  paralysis  epidemic  of 
1916  left  a host  of  crippled  humanity  in  its 
wake,  the  extent  of  which  is  difficult  to  con- 
ceive by  anyone  who  had  not  the  oppor- 
tunity to  observe  it. 

The  immediate  concern  of  the  orthopedic 
surgeon  in  the  immediately  ensuing  years 
was  the  correction  of  gross  and  crippling  de- 
formities which  had  already  occurred  as  a 
consequence  of  the  disease  and  of  the  failure 
of  application  of  preventive  measures  in  the 
early  and  intermediate  phases  of  convales- 
cence. This  failure  was  due  in  part  to  ab- 
sence of  organization  sufficient  to  cope  with 
the  vast  number  of  victims,  but  also  in  part 
to  the  lack  of  general  dissemination  of  in- 
formation about  the  role  of  preventive 
measures  in  the  control  of  crippling  dis- 
abilities. 

In  the  ensuing  years  a great  development 
along  these  lines  took  place  in  this  country, 
largely  under  the  aegis  of  orthopedic  sur- 
geons. The  employment  of  rest,  splintage, 
bracing,  heat,  massage,  underwater  exer- 
cises, muscle  re-education  and  graduated  use, 
all  correlated  as  a unit  and  not  as  isolated 
independent  facet-like  enterprises,  resulted 


in  a reasonably  satisfactory  regime  of  which 
the  profession  could  be  justly  proud.  More 
and  more  organizations  were  established  to 
implement  these  measures. 

Into  this  atmosphere  there  descended 
about  ten  years  ago  a dynamic  personality, 
Sister  Kenny  of  Australia.  She  came  with  an 
evangelic  message,  to  wit:  that  a technic 
which  she  herself  had  developed  forty  years 
ago  in  her  native  land  was  to  replace  the 
technics  that  had  been  developed  here  on  the 
basis  of  painstaking  scientific  observation. 

Failing  to  convince  those  who  had  de- 
veloped the  American  technics,  she  turned 
to  the  public,  with  a degree  of  success  that  is 
well  known. 

There  is  no  doubt  that  Sister  Kenny  added 
something  to  our  armamentarium.  The 
concept  of  “spasm”  in  unparalyzed  muscle 
groups  as  a possible  cause  of  deformity  is  a 
keen  and  constructive  observation;  that  her 
technic  of  hot  wet  pack  therapy  will  supplant  t 
other  methods  is  open  to  grave  doubt. 

She  has  now  departed  to  her  native  Aus- 
tralia. Hail  and  farewell,  Sister  Kennjr; 
you  have  taught  us  something;  that  which 
we  find  useful  undoubtedly  will  be  adopted. 


The  Shrinking  Dollar 


It  is  possible  that  many  of  our  member- 
ship may  have  overlooked  a straw  blowing 
in  the  wind  from  Washington.  The  Federal 
Reserve  Board,  quite  properly  anxious  to 
halt  the  current  rapidly  accelerating  infla- 
tion, had  some  ideas  concerning  the  proper 
pattern  of  interest  rates  for  Treasury  financ- 
ing during  the  defense  program.  These 


ideas,  if  we  are  not  mistaken,  differed  radi- 
cally from  those  of  the  administration.  The 
bankers  were  called  for  a conference  with 
President  Truman.  Following  the  confer- 
ence, 

the  White  House  press  secretary  announced 
that  the  Reserve  Board  had  “pledged  its  sup- 
port to  President  Truman  to  maintain  the  i 
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stabilization  of  Government  securities  as  long 
as  the  emergency  lasts.”1 
This,  of  course,  means  that  inflation  has 
won  a notable  victory  at  the  expense  of  the 
citizen-taxpayers  who  will  foot  the  bill,  but 
even  worse,  according  to  informed  opinion, 
To  state  the  matter  in  the  simplest  terms, 
what  has  happened  in  this  case  is  that  the 
President  has  called  in  the  men  who  are 
charged  with  the  responsibility  for  seeing  that 
the  country’s  monetary  policies  are  conducted 
with  the  best  interests  of  the  nation  as  a whole 
in  view,  and  has  ordered  them  to  take  their 
orders  in  the  future  from  the  Secretary  of  the 
Treasury.  We  can  recall  offhand  no  instance 
where  the  independent  central  banking  sys- 
tem in  a democracy  has  been  subjected  to 
similar  public  degradation.  And  we  can  re- 
call no  instance,  under  any  form  of  government, 
in  which  the  central  bank,  once  made  a captive 
of  the  exchequer,  has  functioned  otherwise 
than  as  an  engine  of  inflation. 

The  American  Medical  Association  can 
look  with  renewed  apprehension  at  what 
happens  to  informed  agencies  such  as  the 
Federal  Reserve  Board,  and  sustain  with 
renewed  vigor  its  fight  for  independence  of 
such  a trap  as  national  compulsory  health 
insurance  would  spring  upon  the  doctors  of 
America  and  their  patients.  An  adminis- 
tration having  so  little  regard  for  the  pocket- 

1 New  York  Times,  February  2,  1951,  p.  22. 


books  of  its  citizen-taxpayers  as  this  arbi- 
trary action  reveals  can  surely  be  charged 
at  the  very  least  with  sham  in  its  alleged 
concern  for  the  health  and  welfare  of  the 
poor  whose  pockets  it  picks  surreptitiously 
through  inflation. 

Is  this  picture  exaggerated?  According 
to  an  authoritative,  nongovernmental 
agency,  the  National  Industrial  Conference 
Board,  we  face  higher  income  taxes  and 
higher  prices  for  practically  everything. 
Compared  with  1940,  a married  man  with 
two  children  earning  $2,000  a year  would 
have  to  earn  72  per  cent  more  today  to  have 
an  equal  purchasing  power;  if  he  earned 
$5,000  in  1940,  he  would  have  to  earn  87 
per  cent  more  today  to  equal  his  purchasing 
power  of  ten  years  ago.  In  other  words,  the 
dollar  today  is  worth  somewhere  between 
40  and  59  cents,  in  terms  of  what  it  will 
purchase  in  goods  and  services. 

The  government,  as  far  as  we  can  ascer- 
tain, does  not  seem  to  be  really  concerned 
with  the  financial  plight  of  the  little  people, 
those  most  affected  by  the  rising  cost  of 
living,  in  spite  of  its  expressed  solicitude 
for  the  “ill-clad,  ill-housed,  and  ill-fed.” 
If  it  is  concerned,  why  have  there  been  no 
effective  controls  of  wages  and  prices, 
little  apparent  reduction  in  nondefense 
spending,  or  other  measures  of  real  economy? 


Current  Editorial  Comment 


Request  by  the  Executive  Department  for 
New  Powers.  Testifying  before  the  Pre- 
paredness Subcommittee  of  the  Senate 
Armed  Services  Committee,  George  F. 
Lull,  M.D.,  secretary  and  general  manager 
of  the  American  Medical  Association, 
spoke  in  opposition  to  Section  23  of  Senate 
Bill  I.1  “This  section,”  he  said,  “authorizes 
the  President  to  socialize  medical  care  and 
hospitalization  for  a large  segment  of  the 
i population  by  providing  for  the  physical 
and  mental  rehabilitation  by  the  Federal 
government  of  registrants  who  are  rejected 
for  failure  to  meet  standards  for  physical 


1 January  30,  1951. 


and  mental  fitness  prescribed  by  the  Secre- 
tary of  Defense.  This  is  a request  by  the 
Executive  Department  for  vast  new  powers 
and  Federal  expenditures  in  an  area  only 
remotely  connected  with  defense.  Here,  in 
the  guise  of  a national  defense  measure,  is  a 
new  health  proposal  that  surpasses,  in  the 
extent  to  which  it  nationalizes  medicine, 
even  the  compulsory  health  insurance  bills 
that  have  been  introduced  for  so  many 
years.” 

The  American  Medical  Association  thor- 
oughly supports  the  concept  that  those  in- 
dividuals who  cannot  meet  the  physical 
and  mental  requirements  of  Selective  Serv- 
ice should  be  rehabilitated,  but  it  equally 
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strongly  opposes  the  idea  embodied  in 
Section  23  that  this  responsibility  belongs 
to  the  Federal  government.  It  believes 
that  such  individuals  should  seek  rehabili- 
tation from  the  many  sources  of  medical 
and  hospital  care  that  already  exist  and 
that  those  sources  can  be  mobilized  in  a 
voluntary  way  to  provide  the  services 
necessary  at  a cost  that  registrants  can 
afford 2 

The  effort  to  utilize  an  important  defense 
measure  to  promote  a wide  expansion  of 
government  medicine  is  a flagrant  attempt 
to  circumvent  the  will  of  Congress  and  of 
the  people.  It  represents  a disregard  for 
public  opinion  that  bodes  ill  for  the  future 
of  our  country,  and  it  must  be  prevented. 
If  this  extensive  Federal  program  costing 
billions  of  dollars  is  set  in  motion,  it  will 
eventually  destroy  the  present  framework 
of  medical  care  that  has  placed  the  United 
States  of  America  in  its  present  enviable 
position  among  the  nations  of  the  world  and 
replace  it  with  a rigid,  government-con- 
trolled system. 

The  American  Medical  Association  and 
its  52  constituent  and  2,000  component 
societies  stand  ready  to  direct  their  re- 
sources to  the  development  of  a rehabilita- 
tion program  for  registrants  with  physical 
or  mental  defects  that  are  remediable. 
We  would  be  happy  to  cooperate  with  the 
Selective  Service  System  and  the  Secretary 
of  Defense  in  developing  such  a voluntary 
program,  which  would  retain  the  present 
American  system  of  medical  care. 

“We  urge  the  Committee,  therefore,” 
Dr.  Lull  said,  “ to  delete  Section  23  in  its  en- 
tirety as  unnecessary,  costly  in  its  activa- 
tion, and  drastic  in  its  implications.” 

It  is  highly  probable  that,  in  the  vastly 
increased  mass  of  proposed  Federal  legisla- 
tion, attempts  of  this  kind  will  be  repeatedly 
encountered.  Merely  because  the  present 
Congress  seems  to  be  unfavorable  to  social- 
ist planners  is  no  reason  to  relax  our  vigilant 
scrutiny  of  proposed  defense  measures  for 
just  such  attempts  to  accomplish  piecemeal 
something  which  could  not  be  effected  in  a 
straightforward  manner. 

The  urgent  need  for  legislative  action  to 
implement  the  too  long  delayed  rearma- 
ment and  military  expansion  program  of 
this  nation  is  almost  certain  to  produce  a 
flood  of  bills  of  vast  scope  and  effect.  The 


policy  of  the  administration,  it  would  seem, 
has  been  and  is  to  propose  a tax  program  to 
implement  its  military  and  nondefense 
spending  ideas  and  then  to  write  a budget 
around  the  revenue.  No  serious  or,  as  far 
as  we  know,  even  sham  proposal  has  been 
recently  made  to  cut  nondefense  spending 
except  those  of  Senators  Paul  Douglas  and 
Hubert  Humphrey.  The  latter  declared 
that  “2V2  billions  of  political  fat  could  be 
boiled  out  of  the  budget.”3  The  New  Deal 
phrase  “tax  and  tax,  spend  and  spend”  de- 
fines the  order  of  importance  politically. 

Under  these  circumstances,  it  would  be 
expecting  too  much  of  human  nature  anc 
especially  political  human  nature  not  to  trj 
for  accomplishment,  by  indirection,  of  the 
socialist  aims  for  nationalization  of  the  pro- 
fession. Keep  an  eye  peeled  for  more  of  the 
same  trickery. 

* Daily  News.  February  6,  1950,  p.  27. 

It  is  difficult  to  know  from  whence  the  monei 
comes  that  supplies  the  extravagance  of  som< 
people. 

Deaths  of  Children  Due  to  Accidents 

In  a presentation  at  the  recent  annual  meet  j 
ing  held  in  St.  Louis  of  the  American  Public 
Health  Association,  Dr.  Leona  Baum 
gartner,  assistant  commissioner  of  healtl 
of  New  York  City,  declared  that  accident: 
kill  more  children  from  the  ages  one  t<  H 
fourteen  than  all  the  infectious  disease: 
prevalent  in  childhood.1  This  is  a prob 
lem  which  has  been  largely  overlooked  bj 
those  professional  groups  interested  in  th< 
prevention  of  disease,  diseases  which  kil  ■ 
only  a few  as  compared  with  the  many  du< 
to  accidents.  For  example,  in  1949,  whei 
polio  was  epidemic,  there  were  three  am 
one  half  times  as  many  mortalities  fron 
accidents  as  from  polio.  Moreover,  th< 
crippling  from  accidents  constitutes  i 
social  problem  not  to  be  disregarded.  Dr 
Baumgartner  declared  that  those  who  cart 
for  children,  especially  parents,  should  bi 
made  more  “accident  conscious”  in  ex 
posing  children  to  accidents,  largely  pre 
ventable  and  unnecessary.  There  is  littl< 
to  be  done  to  prevent  polio,  but  much  cai 
be  done  in  persuading  the  public  that  ; 
major  effort  must  be  made  to  reduce  need 
less  accidents. 


2 Comments  No.  1 — 82nd  Congress,  Januay  31,  1951. 


1 New  York  Times,  October  31,  1950. 
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SPASTIC 

STATES-- 

accompanied  by 
irritability , tension, 
apprehension  _ _ 


respond  to  the  antispasmodic  action  of 
Pavatrine,  combined  with  the  mild  central 

nervous  system  sedation  of  Phenobarbital 

as  exhibited  in  Pavatrine  with  Phenobarbital. 

Pavatrine  is  unique  in  that  it  exerts  two 
types  of  spasmolysis — neurotropic  and  mus- 
culotropic  — for  relief  of  gastric  hypermotil- 


ity, cardiospasm,  pylorospasm,  spasticity  of 
the  duodenum  including  the  sphincter  of 
Oddi,  bladder  spasm  and  dysmenorrhea. 

For  the  medical  management  of  gall- 
bladder disease,  Pavatrine  with  Phenobar- 
bital is  useful  in  conjunction  with  the  hydro- 
choleretic, Ketochol. 


PAVATRINE  with  PHENOBARBITAL 

(0-diethylaminoethyl  fluorene-9-carboxylate  hydrochloride) 

esearch  in  the  service  of  medicine  SEARLE 
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Rhus  Desensitization 


TOOLS — Illustration  shows  (1)  single  vial  of  IvYOL®  containing  the  purified  active  principle 
of  Rhus  toxicodendron  (1:1,000)  in  sterile  oil;  (2)  small  syringe  fitted  with  24-gauge  needle 


Prophylaxis  and  Treatment 


TIMING  For  Prophylaxis:  one  vial  (0.5  cc.)  in- 
tramuscularly, each  week  for  four  weeks. 

Susceptible  persons  should  be  desensitized  in 
the  spring — well  before  the  season  begins. 

For  Treatment:  in  average  cases,  one  vial  (0.5  cc.) 
intramuscularly,  every  24  hours  until  symptoms 
are  relieved. 

In  case  of  unusually  great  susceptibility,  as 
shown  by  severe  or  extensive  eruptions  from  slight 
exposure,  the  amount  of  active  principle  contained 
in  one  vial,  given  in  one  dose,  might  aggravate 
the  symptoms.  It  is  advisable,  therefore,  in  cases 
of  this  type,  to  begin  with  an  initial  dose  of  0.1  to 
0.25  cc.  Subsequent  doses  are  increased  or  re- 
peated as  indicated  by  the  reaction. 

TECHNIC  Injections  are  made  with  a 24- 
gauge  needle  into  the  muscle  or  deep  subcutan- 


eous tissue.  Before  the  injection  is  made,  th< 
needle  should  be  wiped  free  of  Ivyol  extract  t( 
avoid  skin  irritation.  Immediately  after  use,  the 
syringe  and  needle  should  be  cleansed  by  repeat 
edly  drawing  undiluted  alcohol  in  and  out  througl 
the  needle  while  still  attached  to  the  syringe 
Sharp  & Dohme,  Philadelphia  1,  Pa. 


® 

Poison  Ivy  Extra' 


packages  of  one  and  four  0.5-cc.  vials. 
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500  PATIENT  YEARS  OF  RHEUMATIC  DISEASE  IN  CHILDREN 


Reginald  A.  Higgons,  M.D.,  Gertrude  M.  Hyde,  M.D.,  and  Marie  L.  Malsch,  R.N., 

New  York  City 


( From  the  Department  of  Pediatrics  of  St.  Luke's  Hospital,  New  York  City,  and  St.  Luke’s  Convalescent  Hos- 
pital, Greenwich,  Connecticut ) 


! 

,p!e 

A. 


A GROUP  of  138  charts  from  the  Children’s 
Cardiac  Clinic  of  St.  Luke’s  Hospital,  New 
York  City,  were  carefully  analyzed,  and  the 
height- weight  points  were  plotted  on  the  Wetzel 
grid  for  each  case.  For  73  of  these  children  with 
known  rheumatic  disease  and  two  children  with 
congenital  heart  lesions  there  were  sufficiently 
frequent  and  adequate  clinic  and  hospital  notes  to 
allow  us  to  evaluate  the  use  of  the  Wetzel  grid 
technic  in  the  routine  follow-up  of  children  in  a 
cardiac  clinic.1  The  two  cases  with  congenital 
heart  lesions  were  selected  as  representative  of 
normal  growth  and  development  as  described  by 
Wetzel  without  any  implication  that  all  children 
with  congenital  heart  lesions  would  follow  a nor- 
mal growth  pattern. 

Material 


The  cases  studied  were  divided  as  follows: 
1 male  39  and  female  36. 

Length  of  time  followed : 


Number  of 
Cases 


5 to  6 years 17 

6 to  7 years 15 

7 to  8 years 13 

8 to  9 years 13 

9 to  10  years 11 


" 

Over  10  years 6 

illfl  ' if 

More  than  550  patient  years  were  studied  in 
these  75  cases,  and  the  clinical  records  indicated 
2,760  clinic  visits,  163  acute  hospital  admissions, 
and  128  Convalescent  Hospital  admissions. 

The  correlations  between  the  grid  curves  and 
the  clinical  histories  were  divided  into  the  follow- 
ing groups : 


History  and  grid  curve  identical 52  cases 

History  and  grid  curve  identical,  but 
curve  changed  direction  before  the 
clinical  diagnosis  was  made 7 cases 


History  and  grid  curve  seem  to  fit  in 
retrospect,  although  the  phase  of 
active  infection  had  net  been  defi- 
nitely diagnosed  on  the  clinical 

chart 12  cases 

Grid  curve  indicated  active  infection 
but  the  history  did  not  substanti- 
ate it 1 case 

Grid  curve  and  history  definitely  did 

not  fit 1 case 

Congenital  heart  without  rheumatic 

fever  (used  as  controls) 2 cases 


Since  the  publication  of  Dr.  Norman  C. 
Wetzel’s  grid  for  evaluating  physical  fitness,  an 
analysis  of  the  growth  and  development  of  an 
individual  child  has  been  greatly  simplified.2,3 
Dr.  Wetzel  has  shown  by  previous  studies  that 
normal  children  can  be  expected  to  follow  the 
height-weight  channel  in  which  their  body  type 
places  them  and  that  their  normal  channel  is 
usually  established  by  the  sixth  or  seventh  year  of 
life.  He  has  also  shown  that  a child’s  develop- 
mental curve  on  the  right  panel  of  the  grid  will 
follow  quite  accurately  the  auxodrome  line  which 
is  normal  for  that  individual  throughout  the  span 
of  growth.4  It  has  been  already  demonstrated 
that  certain  factors  in  the  child’s  health  or  environ- 
ment interfere  with  the  normal  progress  of 
growth  and  development  and  cause  that  indi- 
vidual’s grid  line  to  deflect  toward  the  right  or 
left  from  its  normal  course.6-7 

This  grid  technic  should,  therefore,  make  it 
possible  to  detect  adverse  environmental  and 
physical  factors  of  a prolonged  nature.  In 
children  known  to  have  rheumatic  disease,  deflec- 
tions toward  the  right  should  make  one  consider 
the  possibility  of  latent  rheumatic  disease  activity 
unless  some  other  cause  for  the  deflection  can  be 
demonstrated.  The  following  Wetzel  grid  rec- 
ords demonstrate  important  phases  of  the  au- 
thors’ observations  and  will  be  discussed  in  detail. 
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Case  Reports 

Case  1. — The  grid  for  this  case  illustrates  some 
interesting  points  (Fig.  1).  This  patient  was  known 
to  have  had  an  attack  of  rheumatic  polyarthritis  and 
carditis  in  the  spring  of  1937,  prior  to  the  first  grid 
entry.  The  time  interval  between  the  first  and 
second  grid  points  is  too  long  to  be  of  value.  The 
child  was  then  admitted  to  the  hospital  with  active 
rheumatic  disease  in  March,  1939.  Following  this 
admission,  the  grid  curve  deflects  to  the  right  by 
one  and  one-half  channels  between  developmental 
levels  80  and  90,  representing  the  period  between 
September,  1939,  and  April,  1940,  suggesting  con- 
tinued activity  of  his  rheumatic  disease. 

The  next  period  between  developmental  levels  85 
and  115,  representing  April,  1940,  to  December, 
1940,  shows  the  beneficial  effect  upon  nutrition  of  a 
period  of  convalescent  care  without  active  carditis. 
The  first  point  on  developmental  level  115  would  in- 
dicate that  this  boy’s  normal  channel  is  probably 
A2  or  A3. 


The  developmental  auxodrome  in  this  case  follow 
more  or  less  the  same  pattern  as  the  other  curve  an 
need  not  be  analyzed  separately,  with  the  exceptio 
that  it  again  shows  clearly,  in  the  area  be  twee  * 
developmental  levels  115  and  175,  the  protracte 
interference  with  normal  development  following  a 
active  phase  of  rheumatic  fever.  Had  this  patiet 
not  suffered  from  rheumatic  disease,  his  auxodron 
curve  might  have  followed  the  2 per  cent  line. 

Case  S.—Jn  the  first  half  of  the  grid  curve,  up  t 
developmental  level  95,  we  again  see  illustrated  tl 
detrimental  effects  of  acute  rheumatic  disease  an 
also  the  positive  effect  upon  nutrition  of  periods  < 
convalescent  care  (Fig.  2).  The  last  half  of  tl 
curve,  above  developmental  level  95,  deflec 
gradually  toward  the  right  to  developmental  lev 
120.  In  this  period,  representing  October,  1941,  .1 1 
October,  1943,  the  clinical  record  show's  repeat* 
observations  of  persistent  rapid  heart  rate,  irrit. 
bility,  and  one  period  of  bed  care  for  suspect*  >• 
rheumatic  activity.  According  to  the  concept  und 
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discussion,  these  symptoms,  when  accompanied  by 
grid  curve  deflections,  should  make  one  suspect 
activity  of  the  rheumatic  infection. 

This  grid  demonstrates  another  point  of  interest 
which  was  noted  in  many  cases.  In  the  area  about 
developmental  level  75,  representing  November, 
1940,  to  May,  1941,  the  grid  curve  deflects  sharply 
to  the  right,  across  two  channels.  The  hospital 
admission  for  acute  rheumatic  carditis  did  not  take 
place  until  April,  1941.  This  demonstrates  an 
observation  made  in  several  cases:  that  the  grid 
curve  deflection  may  precede  the  appearance  of 
those  symptoms  and  findings  which  make  the 
diagnosis  of  rheumatic  activity  certain. 

The  terminal  portion  of  this  grid  curve  deflects 
sharply  to  the  right  following  March,  1945,  as  this 
girl  reached  twelve  and  one-half  years  of  age.  This 
deflection  cannot  be  explained  by  any  findings  in  the 


clinical  record.  The  same  occurence  has  been 
noted  in  other  cases  when  the  child  approaches  the 
end  of  the  growth  span,  and  from  this  point  on,  the 
Wetzel  grid  technic  is  not  of  value. 

Case  S. — The  grid  is  shown  to  illustrate  the  effect 
of  severe  acute  illness  upon  the  growth  pattern  as 
contrasted  to  the  effect  of  a less  severe  protracted  ill- 
ness, such  as  rheumatic  disease  (Fig.  3). 

In  the  area  between  developmental  level  95  and 
110,  representing  the  period  June,  1943,  to  June, 
1944,  both  grid  curves  show  a slight  tendency  to 
improve  in  spite  of  a hospital  admission  in  January, 
1944,  for  an  acute  pyogenic  infection  of  the  extremity, 
complicated  by  septicemia,  meningitis,  and  brain 
abscess.  For  the  purpose  of  illustrating  this  point, 
a very  severe  nonrheumatic  illness  was  selected  as  a 
demonstration.  There  are  in  the  series,  however, 
records  for  such  complications  as  measles,  mumps, 
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infectious  mononucleosis,  acute  sinus  disease,  acute 
otitis  media,  bone  fractures,  and  other  nonrheumatic 
conditions,  all  occurring  in  the  course  of  a case  with 
known  rheumatic  disease.  None  of  these  complica- 
tions caused  any  significant  deflections  of  the  grid 
curves.  On  the  other  hand,  there  are  in  the  series 
two  case  histories,  one  with  allergy  and  one  with 
childhood  tuberculosis,  in  which  the  general  grid 
curve  shows  a tendency  to  fall  below  the  expected 
normal. 

The  area  around  developmental  level  120  again 
illustrates  a severe  interference  with  growth,  ac- 
companied by  signs  and  symptoms  which  were 
suspicious,  but  did  not  lead  to  a diagnosis  of  active 
rheumatic  infection,  and  for  which  no  other  adequate 
cause  was  ever  demonstrated. 

Case  4- — The  double  grid  picture  for  this  case  is 
shown  to  illustrate  the  value  of  keeping  the  grid 
record  with  multiple  points  in  each  year,  as  con- 


trasted to  a record  for  the  same  individual  with 
entries  only  at  yearly  intervals.  Grid  4A  repre- 
sents 16  observation  points  in  a period  of  five  and 
one-half  years  and  illustrates  very  clearly  the  same 
findings  that  have  been  described  for  the  previous  p 
grids  (Fig.  4).  Grid  4B,  representing  only  seven  | ; 
observation  points  in  the  same  five  and  one-half 
year  period,  misses  some  of  the  significant  short  1 - 
term  deflections  (Fig.  5).  It  is  evident  that  a grid  i 
entry  must  be  made  at  least  three  or  four  times  each  u 
year  if  this  technic  is  to  be  used  to  advantage  in  a 
children’s  cardiac  clinic.  It  wrould  probably  be 
advantageous  to  make  an  entry  at  each  clinic  visit. 

Grid  4A  following  the  fourth  point  on  develop-  - 
mental  level  74  shows  the  improvement  in  nutrition  I 
characteristic  of  periods  of  convalescent  care.  Dur- 
ing this  convalescent  period,  however,  the  child  • 
developed  a mild  acute  flare-up  of  her  rheumatic  dis- 
ease. It  was  necessary  to  discharge  her  prematurely 
from  the  Convalescent  Hospital  because  of  conta- 
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gion,  and  the  grid  curve  immediately  following  this 
portion  shows  a sharp  deflection  to  the  right,  prob- 
ably as  a result  of  this  short  rheumatic  disease 
flare-up. 

The  terminal  portion  for  both  the  height-weight 
and  auxodrome  panel  curves  suggests  that  this 
child’s  normal  position  is  in  the  region  of  channel  Ai 
and  the  2 per  cent  auxodrome  curve.  The  first 
three  and  one-half  years  of  these  curves  represent  a 
true  interference  with  growth  and  development  as  a 
result  of  recurrent  rheumatic  disease. 

Case  5. — This  grid  curve  suggests  that  this  girl’s 
proper  channel  was  A2  or  A3,  and  the  2 per  cent  auxo- 
drome curve  as  the  optimal  points  of  her  record  were 
in  these  areas  (Fig.  6).  During  the  first  portion  of 


the  curve,  rheumatic  disease  was  diagnosed,  followed 
by  the  characteristic  improvement  in  nutrition  dur- 
ing Convalescent  Hospital  care.  Following  de- 
velopmental level  80,  there  was  an  abrupt  return  to 
the  former  poor  position  in  a period  of  twelve  months. 
During  this  interval,  the  clinical  record  shows  such 
findings  as  persistent  tachycardia,  split  first  sound, 
and  the  appearance  of  a systolic  murmur,  indicating 
a smoldering  rheumatic  activity  accompanied  by  a 
deflecting  grid  curve.  This  episode  was  not  defi- 
nitely diagnosed  as  acute  rheumatic  disease. 

The  area  following  developmental  level  100  shows 
a slow  but  steady  improvement  to  developmental 
level  145  which  is  again  in  her  optimal  channel. 
The  clinical  record  for  this  portion  of  the  grid  curve 
also  shows  such  entries  as  occasional  rapid  heart  rate 
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and  vague  muscle  pains,  but  the  heart  murmur  be- 
came inconstant,  the  grid  curve  continued  to  im- 
prove, and  there  was  no  direct  evidence  of  definite 
rheumatic  activity  in  this  interval.  This  indicates 
once  more  the  value  of  the  grid  technic  in  assessing 
the  true  significance  of  vague  symptoms. 

Case  6. — The  grid  for  this  case  represents  one  of 
the  two  patients  with  a congenital  heart  defect 
without  heart  infection  (Fig.  7).  It  will  be  noted 
that  in  contrast  to  similar  situations  in  the  previous 
grids  the  vague  symptoms  in  this  patient  were  not 
accompanied  by  any  serious  deflection  of  more  than 
one-half  channel  in  the  grid  curve.  The  curves  for 
this  case  roughly  parallel  channel  Ai  in  the  height- 


weight  panel  and  the  15  per  cent  curve  in  the  auxo- 
drome  panel  throughout.  The  vague  symptoms  did 
not  represent  evidence  of  active  rheumatic  disease  in 
this  case,  and  it  is  again  emphasized  that  grid  curve 
deflections  would  be  of  great  value  in  assigning 
proper  emphasis  to  vague  symptoms  in  a child  wdth 
any  heart  lesion. 

Comment 

According  to  Dr.  Wetzel,  the  M channel  in  the  ; 
height-weight  panel  and  the  67  per  cent  line  in 
the  auxodrome  panel  represent  the  median  type  of  s 
physique  and  development.  From  the  six  grid 


May  1,  19511 


RHEUMATIC  DISEASE  IN  CHILDREN 


1149 


I 40  Incht 

45 

50 

55 

60 

65 

/ row-  = 

-.74.  It/n 

12 

1 1 

1 1 L L_ 

i i 

1 1 

i i i 

1 1 1 L 

_J 1 111 

Yl'im  A 

l /I..  A f.r  n- 

i 

Fig.  6. 


id 

in 

ve 

4 

itk 


:b» 

ia 

i 

rid 


records  shown  above  it  is  evident  that  these 
children  all  fall  to  the  left  of  these  median  posi- 
tions. Studying  the  grid  curves  of  these  73 
children  with  this  in  mind,  it  was  found  that  at 
some  point  in  the  period  that  they  were  under 
observation  86  per  cent  of  the  children  fell  in  the 
channels  representing  the  median  or  stocky 
group,  and  94  per  cent  of  the  children  showed  a 
developmental  curve  equal  to  or  exceeding  the 
standard  67  per  cent  auxodrome  line.  This  poses 
a very  interesting  question  which  will  be  further 
studied  in  the  future.  Does  rheumatic  disease 


have  a predilection  for  a certain  type  of  body 
physique  and  rate  of  development? 

The  authors  believe  that  this  modality  for  the 
evaluation  and  control  of  children  with  known 
rheumatic  disease  should  be  further  investigated. 
If  the  opinions  above  can  be  substantiated  by 
such  a study,  it  will  be  logical  to  apply  this  same 
technic  in  other  children’s  cardiac  clinics.  The 
modality  might  also  be  used  in  a public  health 
study  of  a well-controlled  area  of  population, 
such  as  a small  public  school  system,  in  an  effort 
to  discover  some  of  the  now  unrecognized  rheu- 
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matic  disease  cases  which  are  suggested  by  the 
finding  of  heart  murmurs  in  young  adults  who 
give  no  history  of  previous  disease. 

Summary 

1.  A total  of  138  children  under  observation 
in  the  Children’s  Cardiac  Clinic,  St.  Luke’s  Hos- 
pital, New  York  City,  for  whom  there  were 
records  extending  from  five  to  fourteen  years, 
were  studied. 

2.  In  this  study,  Wetzel  grids  were  plotted 
for  each  of  these  children  and  the  resulting  curves 
compared  in  detail  with  the  clinical  histories. 
Seventy-three  children  with  known  rheumatic 


disease  and  two  children  with  congenital  heart 
defects  were  found  with  sufficient  information 
available  to  be  used  in  this  report. 

3.  The  correlation  between  the  Wetzel  grid 
curve  and  the  clinical  history  was  positive  in 
over  90  per  cent  of  the  cases. 

4.  The  actual  grid  records  for  five  of  these 
children  who  were  known  to  have  rheumatic  dis- 
ease and  for  one  child  who  was  known  to  have 
congenital  heart  disease  are  reproduced  and  dis- 
cussed in  detail. 

5.  These  observations  indicate  that: 

(A)  Active  rheumatic  disease  causes  grid 
curve  deflections  to  the  right. 
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(B)  This  deflection  may  precede  the  clinical 
symptoms  and  findings  which  make  the 
diagnosis  of  active  phases  definite. 

(C)  Vague  rheumatic-like  symptoms,  when 
accompanied  by  a grid  curve  deflection, 
indicate  a latent  phase  of  active  rheu- 
matic disease,  unless  some  other  definite 
cause  for  the  deflection  can  be  demon- 
strated. 

(D)  Repeated  attacks  of  acute  rheumatic 
fever  produce  a prolonged  and  perhaps 
permanently  deleterious  effect  on  the 
normal  growth  pattern  of  some  children. 

(E)  Frequent  Wetzel  grid  entries  are  neces- 
sary to  evaluate  properly  the  progress  of 
any  one  child  by  this  technic. 

(F)  Convalescent  Hospital  care  seems  to  have 
a favorable  effect  upon  the  nutritional 
state  unless  the  rheumatic  disease  be- 
comes reactivated  during  the  convales- 
cent period. 

(G)  Short-term,  acute  illness,  even  though 
severe,  causes  no  significant  change  in 
the  growth  pattern. 

(H)  The  grid  curve  for  a great  majority  of 
children  studied  fell  in  the  middle  or  left 


hand  portion  of  both  physique  and 
developmental  level  panels  of  the  grids. 

6.  Further  investigation  of  this  modality  has 
been  suggested : 

(A)  In  the  Children’s  Cardiac  Clinic  of  St. 
Luke’s  Hospital,  New  York  City,  an 
effort  will  be  made  to  correlate  the 
Wetzel  grid  technic  with  other  accepted 
modalities  for  the  determination  of  the 
activity  of  a known  rheumatic  disease 
case. 

(B)  A public  health  study  in  some  segment  of 
child  population  as  a means  of  case- 
finding for  latent  rheumatic  disease 
children  has  been  suggested. 
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OUTLOOK  IMPROVES  FOR  RHEUMATIC  FEVER  VICTIMS 


The  outlook  today  for  the  thousands  of  children 
and  young  people  attacked  by  rheumatic  fever  is 
much  better  than  is  commonly  supposed.  A study 
by  the  Metropolitan  Life  Insurance  Company  which 
traced  survivorship  among  3,000  patients  at  ages  one 
to  twenty  shows  seven  out  of  eight  to  be  still  living 
ten  years  later.  The  patients  received  nursing 
care  from  the  company  between  1936  and  1938. 

Indications  are  that  most  of  the  survivors  are 
leading  quite  normal  lives.  Those  reaching  adult 
life  are  working,  and  many  have  married.  A large 
proportion  of  the  girls  in  the  group  have  become 
mothers,  and  not  a few  have  borne  several  children. 

A large  number  of  the  older  boys  were  in  military 
service  during  World  War  II.  Many  of  them  were 
in  combat  units,  and  five  were  killed  in  action. 

Among  the  children  with  no  evident  heart  damage 
during  the  acute  episode  for  which  they  were  nursed, 


survivorship  after  ten  years  was  at  the  rate  of  92 
per  cent,  and  even  among  those  with  evidence  of 
heart  damage  it  was  at  the  rate  of  71  per  cent.  The 
record  for  the  girls  was  somewhat  better  than  for  the 
boys. 

The  study,  based  almost  entirely  on  the  experi- 
ence of  children  in  wage-earning  families,  shows  that 
the  prospect  of  virtually  complete  recovery  from 
rheumatic  fever  is  good  in  a great  many  cases,  ac- 
cording to  the  Metropolitan’s  statisticians.  More- 
over, the  prospect  has  been  greatly  improved  by  re- 
cent advances  in  treatment. 

“On  the  other  hand,  the  investigation  shows 
clearly  the  serious  effect  of  significant  heart  damage 
sustained  during  the  attack,”  the  statisticians  de- 
clare. “This  emphasizes  the  importance  of  early 
detection  and  of  good  medical  and  nursing  care  of 
children  with  rheumatic  fever.” 


THE  ANALGESIC  ACTION  OF  SODIUM  GENTISATE 

Robert  C.  Batterman,  M.D.,  New  York  City,  Lawrence  S.  Kryle,  M.D.,  Roslyn,  New 
York,  and  Sidney  Dann,  M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Therapeutics,  New  York  University-Bellevue  Medical  Center,  New  York  University 
College  of  Medicine) 


SINCE  it  has  been  demonstrated  that  gentisic 
acid,  a degradation  product  of  salicylates, 
possesses  antirheumatic  activity  “equal  to,  or 
greater  than,  that  of  salicylates,”  the  question 
arises  whether  the  formation  of  gentisic  acid  fol- 
lowing administration  of  salicylates  is  the  factor 
responsible  for  the  analgesic  action  of  these  drugs.1 
Brodie  and  Axelrod  have  shown  that  acetanilid 
and  acetophenetidin  owe  their  analgesic  proper- 
ties to  the  rapid  formation  of  N-acetyl  p-amino- 
phenol  within  the  body.2  This  compound  is  rela- 
tively nontoxic.  The  possibility  of  a similar 
occurrence  in  the  case  of  salicylates  instigated  the 
present  investigation.  It  has  been  previously 
shown  that  the  sodium  salt  of  gentistic  acid  is 
relatively  nontoxic  and  that  it  may  be  adminis- 
tered orally  in  large  doses.1  It  remained  to  be 
shown  whether  this  degradation  product  is  a use- 
ful analgesic  for  conditions  other  than  rheumatic 
disorders  where  one  would  ordinarily  use  sali- 
cylates. 

Method 

Any  medical  or  surgical  patient  presenting  pain 
regardless  of  the  causation,  type,  severity,  dura- 
tion, or  organ  involved  received  sodium  gentisate. 
No  selection  was  made  on  the  basis  of  age,  sex, 
underlying  disease,  or  accompanying  condition. 
Since  subjective  responses  were  essential  for 
evaluation  of  effectiveness  of  the  drug  and  un- 
toward reactions,  consciousness  and  cooperative- 
ness were  the  main  consideration  for  inclusion  of 
a patient  in  the  investigation. 

The  scope  of  the  investigation  is  presented  in 
Table  I.  There  were  43  hospitalized  and  54  ambu- 
latory patients.  In  the  hospitalized  group  of 
patients,  there  were  22  patients  with  surgical 
conditions  and  21  patients  with  medical  condi- 
tions. Only  one  of  the  surgical  patients  was 
treated  as  a postoperative  problem.  The  age  of 
the  patients  ranged  between  sixteen  and  eighty- 
four.  The  hospitalized  patients  received  0.3  and 
0.6  Gm.  of  sodium  gentisate  as  a single  or  re- 
peated dose  administered  orally  several  times 
daily.*  Different  doses  may  have  been  used  on 
the  same  patient,  thus  accounting  for  48  trials  in 
the  43  patients  studied.  In  all,  there  were  1,163 
doses  that  were  observed  for  effectiveness  or 

* The  authors  are  indebted  to  Commercial  Solvents  Cor- 
poration for  generous  supplies  of  the  medication  and  other  aid 
in  this  investigation. 


TABLE  I.— Summary  of  Investigation  with  Sodium 
Gentisate 


Number 

of 

Patients 

Hospitalized  patients 

Surgical  conditions 

Nonoperative 

21 

Postoperative 

1 

Medical  conditions 

21 

Total 

43 

Ambulatory  patients 

54 

Comparison  of  dosages  (oral) 

Hospitalized  patients 

0.3  Gm.  (single  or  repeated  doses) 

10* 

0.6  Gm.  (single  or  repeated  doses) 

38* 

Ambulatory  patients 

0.3  Gm.  (single  or  repeated  doses) 

9 

0.6  Gm.  (single  or  repeated  doses) 

45 

* The  patient  may  have  been  observed  for  both  dose  levels. 


toxicity.  The  patients  received  from  1 to  240 
doses.  The  majority  of  the  patients  received  8 
or  more  doses.  Ten  of  the  patients  were  observed 
for  more  than  40  doses.  The  period  of  observa- 
tion ranged  from  one  to  fifty-five  days.  The  ma- 
jority of  the  patients  were  followed  for  more  than 
four  days.  Eight,  or  approximately  18  per  cent, 
of  the  patients  were  observed  for  fifteen  days  or 
longer. 

Thirty-seven  of  the  ambulatory  patients  pre- 
sented mild  to  severe  pain  on  the  basis  of  an  ar- 
thritic condition.  The  other  patients  were  hos- 
pital attendants,  nurses,  or  physicians  who  were 
treated  for  headache,  toothache,  or  dysmenor- 
rhea. The  patients  were  advised  to  take  one  or 
two  tablets,  equivalent  to  0.3  and  0.6  Gm.,  re- 
spectively, either  as  a single  dose  or  repeated 
doses.  The  clinic  patients  reported  at  weekly  or 
biweekly  intervals,  at  which  time  they  were  care- 
fully questioned  in  regard  to  pain  relief  and  un- 
toward reactions.  In  all  but  a few  of  the  pa- 
tients, the  effectiveness  and  toxicity  of  aspirin  as 
well  as  many  other  analgesics  were  well  known 
from  previous  studies.  Since  these  patients 
attended  the  clinic  regularly,  complete  laboratory 
data  were  available  before  the  analgesic  was  ad- 
ministered. Subsequent  laboratory  tests  were 
available  at  periodic  intervals.  The  patients 
were  observed  for  a period  of  one  day,  where  they 
received  a single  dose,  to  thirty  weeks  of  continu- 
ous administration. 

Results 

1.  Hospitalized  Patients. — In  evaluating  the 


1152 


May  1,  1951] 


ANALGESIC  ACTION  OF  SODIUM  GENTISATE 


1153 


TABLE  II. — Effectiveness  of  Sodium  Gentisate  Ad- 
ministered Orally  for  Relief  of  Pain  for  Hospitalized 
Patients  Regardless  of  Severity  of  Pain 


Number 

-Degree  of  Relief  of  Pain -» 

Dose 

of 

Com- 

Moder- 

(Gm.) 

Trials  * 

plete 

ate 

Slight 

None 

0.3 

10 

3 

7 

0.6 

38 

19 

i2 

i 

6 

Total 

48* 

22 

12 

1 

13 

Per  cent 

70.8 

1.1 

27.1 

* The  patient  may  have  received  both  dose  levels. 


effectiveness  of  sodium  gentisate,  the  criteria  used 
, for  the  study  of  demerol  were  employed.3  These 
criteria  consider  the  subjectiveness  of  the  analge- 
sic response,  the  degree  of  the  duration  of  relief  of 
pain,  the  dose  of  drug  administered,  the  psycho- 
logic makeup  of  the  patient,  and  the  type  and 
severity  of  the  untoward  reactions.  The  effec- 
tiveness of  sodium  gentisate  was  considered,  there- 
fore, according  to  the  following  four  categories: 

(A)  Complete  control  of  pain,  including  com- 
plete relief  of  pain  for  three  or  more  hours  and 
almost  complete  relief  of  pain  for  several  hours. 
In  this  group  untoward  reactions  were  minimal  or 
entirely  absent. 

(B)  Moderate  control  of  pain,  including  com- 
plete relief  and  almost  complete  relief  of  pain  for 
under  three  hours,  partial  relief  for  three  hours  or 
more,  and  relief  as  described  in  the  first  category  if 
untoward  reactions  were  disturbing  and  did  not 
permit  complete  comfort. 

(C)  Slight  control  of  pain,  including  partial  re- 
lief for  under  three  hours  and  relief  as  described 
in  the  first  and  second  categories  if  untoward  re- 
actions were  moderately  severe. 

(D)  No  control  of  pain,  including  failure  to  af- 
fect pain  and  relief  as  described  in  the  first  three 
categories  if  untoward  reactions  were  severe. 

The  effectiveness  of  sodium  gentisate  for  48 
trials  in  the  43  hospitalized  patients,  regardless  of 
severity  of  pain,  diagnosis,  or  dosage  scheme  used, 
is  presented  in  Table  II.  Satisfactory  control  of 
pain  was  achieved  in  34  instances  or  70.8  per  cent 
of  the  trials.  Since  only  10  patients  received  the 
0.3  Gm.  dose,  the  results  are  inadequate  for  analy- 
sis according  to  dose  administered.  Although 
only  12  patients  had  pain  which  would  be  con- 
sidered severe,  it  is  of  interest  to  note  that  satis- 
factory analgesia  resulted  in  two  thirds  when  so- 
dium gentisate  was  administered  in  doses  of  0.3 
and  0.6  Gm.  every  four  hours. 

The  high  percentage  of  over-all  effectiveness  is 
surprising  and  would  appear  greater  than  one 
would  anticipate  from  an  analgesic  of  the  type 
represented  by  sodium  gentisate.  However,  it 
must  be  kept  in  mind  that  the  effectiveness  of  an 
analgesic  in  this  study  was  tempered  by  the  cri- 
teria according  to  the  likelihood  and  severity  of 


toxic  manifestations.  None  of  the  hospitalized 
patients  presented  any  sign  or  symptom  of  toxic- 
ity or  an  untoward  reaction  to  sodium  gentisate. 
This  is  extremely  unusual  for  any  analgesic  agent. 
It  is  for  this  reason  that  the  effectiveness  of  anal- 
gesic response  appears  out  of  proportion  to  its 
analgesic  potency. 

2.  Ambulatory  Patients. — Thirty-one,  or  57.4 
per  cent,  of  the  54  patients  presented  satisfactory 
analgesia  with  the  oral  administration  of  either 
0.3  or  0.6  Gm.  of  sodium  gentisate.  Complete 
control  of  pain  was  obtained  in  15  patients,  and 
moderate  relief  was  obtained  in  16  patients.  For 
relief  of  pain  in  ambulatory  patients,  the  effec- 
tiveness of  sodium  gentisate  in  terms  of  predicta- 
bility of  response  is  more  than  satisfactory. 
Demerol  resulted  in  satisfactory  analgesia  for 
ambulatory  patients  in  60.2  per  cent  of  the  pa- 
tients, while  Methadon  was  effective  in  only  43 
per  cent  of  the  patients.4’5  The  low  order  of 
effectiveness  of  demerol  and  particularly  Metha- 
don reflects  the  high  incidence  of  toxic  manifes- 
tations that  occurs  with  the  use  of  potent  anal- 
gesics in  ambulatory  patients. 

Toxicity  for  sodium  gentisate  occurred  in  six,  or 
11.1  per  cent,  of  the  patients.  It  is  difficult  to 
classify  this  as  true  toxicity  because  of  the  mild- 
ness of  the  subjective  complaints  and  because  the 
incidence  of  their  occurrence  is  definitely  in  the 
range  experienced  with  the  use  of  placebos.  The 
toxic  manifestations  took  the  form  of  nausea  in 
four  patients,  pruritus  in  one  patient,  dizziness  in 
two  patients,  and  abdominal  colic  in  one  patient. 
Nausea  was  accompanied  by  one  of  the  above 
complaints  in  three  instances.  The  symptoms 
subsided  promptly  upon  cessation  of  the  use  of 
the  drug.  None  of  the  patients  who  were  fol- 
lowed with  complete  blood  counts  and  urine  ex- 
amination presented  any  abnormality. 

Comparison  with  the  Use  of  Aspirin 

Thirty-five  of  the  54  patients  were  observed 
under  similar  circumstances  for  the  effec- 
tiveness and  toxicity  of  aspirin.  Nine  of  these 
patients  noted  no  difference  in  relief  of  the  pain 
from  either  aspirin  or  sodium  gentisate.  Eleven 
patients  preferred  aspirin  to  sodium  gentisate, 
while  the  remaining  15  patients  preferred  sodium 
gentisate  to  aspirin.  Thus,  for  practical  pur- 
poses, the  degree  of  analgesia  and  effectiveness  of 
sodium  gentisate  are  similar  to  aspirin. 

There  was,  however,  a marked  difference  in 
regard  to  the  occurrence  of  toxicity.  Of  the  35 
patients  who  received  aspirin,  toxic  manifesta- 
tions were  noted  in  14,  or  40  per  cent.  Toxicity 
was  most  apt  to  occur  with  chronic  administra- 
tion, but  several  patients  noted  some  untoward 
reaction  with  onset  of  therapy.  Toxic  manifesta- 
tions took  the  form  of  epigastric  or  abdominal 
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pain  occurring  in  five  patients;  nausea  in  four  pa- 
tients; dizziness  in  three  patients;  vomiting, 
rash,  and  heartburn  in  two  patients,  and  perspi- 
ration, eructations,  palpitations,  elevation  in 
temperature,  pruritus,  and  tinnitus  in  one  patient, 
respectively. 

An  additional  40  ambulatory  patients  were 
treated  with  aspirin  to  determine  the  incidence  of 
toxic  manifestation.  In  this  group,  untoward 
reaction  occurred  in  10  patients,  or  25  per  cent. 
The  type  and  degree  of  toxicity  for  both  groups 
receiving  aspirin  appeared  identical,  except  for 
one  patient  who  experienced  severe  nasal  hemor- 
rhages when  aspirin  was  administered.  The 
over-all  incidence  of  toxicity  to  aspirin  with 
groups  of  patients  was,  therefore,  24  out  of  75 
patients,  or  32  per  cent. 

It  is  of  interest  to  note  that  nine  patients  un- 
able to  tolerate  aspirin  were  able  to  take  sodium 
gentisate  without  toxic  manifestations.  The  re- 
verse was  true  in  two  patients,  while  in  three  pa- 
tients the  untoward  reactions  were  the  same  for 
both  aspirin  and  sodium  gentisate. 

Comment 

Sodium  gentisate,  when  administered  orally  in 
relatively  large  doses  for  prolonged  periods  of 
time,  is  extremely  well  tolerated.  The  incidence 
of  untoward  reactions  noted  in  the  group  of  am- 
bulatory patients  is  well  within  the  range  experi- 
enced with  the  administration  of  placebos.  In 
terms  of  toxicity,  therefore,  sodium  gentisate  has 
decided  advantages  over  aspirin  or  other  salicyl- 
ates. Furthermore,  many  patients,  unable  to 
tolerate  salicylates  because  of  the  occurrence  of 


idiosyncrasies,  may  tolerate  sodium  gentisate 
without  ill  effect. 

The  degree  of  analgesia  achieved  with  sodium 
gentisate  appears  no  higher  than  one  would  antic- 
ipate from  aspirin  or  sodium  salicylate.  How- 
ever, the  effectiveness  in  terms  of  achieving  a 
satisfactory  relief  of  pain  with  little,  if  any,  unto- 
ward reactions,  is  much  greater  for  sodium  genti- 
sate. In  this  regard,  sodium  gentisate  was  found 
to  be  superior  to  either  demerol  or  Methadon  for 
the  treatment  of  mild  or  moderately  severe  pain 
in  ambulatory  patients. 

Conclusions 

1.  Sodium  gentisate,  when  administered  or- 
ally, is  a safe  and  effective  analgesic  for  the  relief 
of  mild  and  moderately  severe  pain. 

2.  The  analgesic  potency  of  sodium  gentisate 
is  equivalent  to  that  of  aspirin,  but  the  incidence 
of  effectiveness  is  greater  for  sodium  gentisate. 

3.  The  higher  incidence  of  effective  analgesia 
obtainable  with  sodium  gentisate  is  related  to  the 
slight,  if  any,  toxicity  that  may  be  encountered  in 
the  treatment  of  both  hospitalized  and  ambula- 
tory patients. 

4.  In  contrast  to  aspirin,  untoward  reactions 
to  sodium  gentisate  with  chronic  administration 
are  unusual  and  insignificant. 
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HEREDITY,  ENVIRONMENT,  AND  POLITICS 

Physicians  interested  in  a sober  appraisal  of  the 
so-called  Lysenko  controversy  in  Russia  should  read 
the  paper  by  T.  M.  Sonneborn  in  Science  (May  19, 
1950,  p.  529).  Writing  as  a reliable  expert  in  genet- 
ics, Sonneborn  treats  the  scientific  and  the  political 
aspects  of  the  situation.  On  the  scientific  side  he 
finds  Lysenko  and  the  Michurin  school  generally  to 
be  careless,  prejudiced,  and  unsound.  On  the  score 
of  the  relation  of  science  to  political  ideology  he  finds 
a situation  unparalleled  in  recent  times  as  regards 
blatant  disregard  for  intellectual  honesty  and  integ- 
rity. 

The  conclusion  seems  inescapable  that  in 
Russia  today  a “higher”  set  of  principles  than  devo- 
tion to  scientific  truth  has  acquired  dominance. 


\ 


(THE  LYSENKO  CONTROVERSY) 

The  seriousness  of  this  situation  can  scarcely  be 
exaggerated,  because  Soviet  ideology  dominates  a 
large  fraction  of  the  population  of  the  globe  today 
and  its  expansion  has  not  yet  stopped.  The  future 
may  easily  see  extensions  of  Lysenkoism  into  medi- 
cine and  other  fields  of  science.  The  principle  of 
freedom  of  thought  is  nowhere  more  directly  chal- 
lenged than  in  this  blind  adherence  to  political 
dogma  as  a sort  of  revealed  religion.  The  medieval 
controversy  between  Science  and  the  Church  is  be- 
ing re-enacted  in  this  twentieth  century  inquisition 
into  thought.  This  new  threat  to  reason  deserves 
the  attention  of  every  person  interested  in  preserv- 
ing the  integrity  of  the  human  intellect. — The  Jour- 
nal-Lancet, February,  1951  , 


POSTOPERATIVE  HEPATIC  FAILURE  WITH  CHOLORRHEA 
FOLLOWING  BILIARY  TRACT  SURGERY 

Murry  N.  Friedman,  M.D.,  and  Edwin  K.  Mehne,  M.D.,  Staten  Island,  New  York 
( From  the  Surgical  Service  of  the  Veterans  Administration  Hospital,  Staten  Island) 


THE  postoperative  complication  of  “hepatic 
failure”  in  patients  who  have  had  surgery  of 
the  extrahepatic  biliary  system  and  the  poor 
prognosis  in  this  condition  are  widely  discussed  in 
surgical  literature.  However,  the  significance  of 
an  associated  abnormally  large  amount  of  dilute 
bile  obtained  from  a T-tube  fistula  of  the  common 
duct  is  not  as  frequently  appreciated  or  men- 
tioned. This  particular  phenomenon  as  it  relates 
to  the  syndrome  of  “hepatic' failure”  has  been  re- 
ferred to  as  “cholorrhea”  by  Keating,  Power,  and 
Priestly  and  as  “cholorrhagia”  by  Walters  and 
Parham.1’2  The  former  attribute  the  first  report 
of  this  to  Sadlier.3 

Counsellor  and  Mclndoe  in  1926  discuss  the 
anatomic  changes  of  common  bile  duct  obstruc- 
tion.4 They  refer  to  the  resulting  diffuse  dilata- 
tion of  all  the  extra-  and  intrahepatic  biliary 
ducts  as  “hydrohepatosis.”  They  further  ob- 
served that  these  dilated  ducts  contained  “white 
bile”  which  they  believed  resulted  from  resorp- 
tion of  bile  and  secretion  of  mucus  from  the  walls 
of  the  ducts.  This  latter  state  was  referred  to  as 
hydrops  of  the  biliary  system.  In  1930,  Greene, 
Walters,  and  Frederickson  observed  “cholor- 
rhea” in  three  of  nine  patients  in  whom  the  com- 
position of  bile  was  studied  following  operative 
relief  of  biliary  obstruction.6  In  1932,  Melchior 
described  two  cases  of  similar  design,  one  of  which 
recovered.6 

The  existence  of  a similar  postoperative  syn- 
drome in  cases  other  than  those  having  biliary 
tract  surgery  was  described  in  1936  by  Boyce  and 
McFetridge  who  recognized  its  occurrence  in  pa- 
tients suffering  from  pancreatic  disease,  liver 
trauma,  and  toxic  states  such  as  are  found  in  thy- 
roid disease,  burns,  and  intestinal  obstruction.7’8 
They  emphasize  the  importance  of  pre-existing 
hepatic  damage  resulting  from  biliary  obstruc- 
tion with  anatomic  changes  ranging  from  simple 
degeneration  to  necrosis.  In  such  cases,  how- 
ever, biliary  drainage  is  not  measurable  since  no 
external  fistula  exists.  These  authors  further  dis- 
cuss the  additional  hepatic  trauma  which  results 
from  the  hyperemia  secondary  to  the  release  of 
pressure  on  the  branches  of  the  portal  vein  which 
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had  been  caused  by  adjacent  distended  biliary 
radicals. 

The  latter  observation  was  also  made  by 
Ravdin  and  Frazier  who  stated  that  as  far  back  as 
1926  they  had  routinely  utilized  a system  of 
gradual  decompression  in  cases  of  complete  com- 
mon duct  obstruction.9  This  was  a result  of 
their  observation  of  damage  to  liver  cells  due  to 
the  intense  hyperemia  which  followed  sudden  re- 
lease of  increased  intrabiliary  pressure. 

In  1938,  the  use  of  the  concentration  of  bile 
acids  in  bile  as  a criterion  of  liver  function  in 
operated  cases  of  biliary  tract  disease  was  de- 
scribed in  two  articles  by  Gray,  Butsch,  and  Mc- 
Gowan and  by  Gray,  McGowan,  and  Nettrour.10’11 
These  workers  observed  that  a normal  liver  could 
concentrate  bile  acid  to  2,000  to  3,000  mg.  per 
100  cc.  bile,  whereas  a liver  damaged  by  biliary 
tract  disease  could  not  concentrate  to  that  level. 
They  further  noted  that  there  was  a universal 
association  postoperatively  and  a frequent  asso- 
ciation preoperatively  of  a decreased  secretion  of 
bile  acids  by  the  liver.  They  use  the  return  to  a 
normal  level  of  the  bile  acids  concentration  as  a 
criterion  of  recovery  of  hepatic  function.  Their 
description  bears  a striking  resemblance  to  the 
case  to  be  described.  The  main  difference  lies  in 
the  fact  that  the  patient  whose  course  will  be 
discussed  survived  his  episode  of  hepatic  failure. 

Case  Report 

A thirty-three-year-old,  white  male  was  admitted 
to  the  surgical  service  of  Halloran  Veterans  Ad- 
ministration Hospital  on  March  14,  1950,  because 
of  severe,  lancinating  pain  localized  to  the  epi- 
gastrium of  eight  days  duration.  This  pain  was 
associated  at  its  onset  with  nausea  but  no  vomiting. 
The  following  day  the  patient  noted  the  onset  of 
jaundice.  The  pain  and  jaundice  persisted  to  the 
time  of  admission,  and  there  subsequently  developed 
persistent,  progressive  weakness  and  malaise.  In 
addition,  the  patient  noted  the  passage  of  dark  urine 
and  white  stools.  The  patient  lost  7 pounds  during 
the  first  week  of  his  illness,  which  he  attributed  to  a 
loss  of  appetite. 

In  December  of  1947,  the  patient  had  had  a similar 
initial  episode  of  painful  jaundice  for  which  he  was 
hospitalized  elsewhere.  He  was  discharged  without 
operation  after  two  weeks  and  given  a fat-free  diet. 
The  patient  did  not  feel  strong  enough  to  return  to 
work  for  three  months. 

Physical  examination  revealed  a well-developed, 
well-nourished  white  male  who  was  in  no  acute  dis- 
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TABLE  I. — Blood  Chemistry 


Date 

White  Blood 
Cells 

Red  Blood 
Cells 

(Millions) 

Hemoglobin 

(Gm.) 

Hematocrit 

Chloride  Carbon 

as  NaCl  Dioxide 

(mEq.  per  L.)  (Volumes  PerCent) 

Normal 

5,000-10,000 

5.0 

16.5 

42-45 

92-110 

55-75 

March  15 

8,950 

16.3 

21* 

4.4 

14.4 

45 

25 

15.6 

48 

26 

15,200 

15.8 

50 

i02 

58 

27 

52 

28 

42 

86 

29 

91 

59 

30 

38 

95 

31 

33,200 

3.68 

12.1 

100 

April  3 

10.6 

104 

4 

18,500 

2.82 

10.6 

10 

10,000 

4.1 

12.7 

41 

* Day  of  operation. 


tress.  The  skin  and  sclerae  were  icteric,  and  there 
was  slight  midepigastric  tenderness.  The  liver  and 
gallbladder  were  not  palpable.  The  remainder  of 
the  examination  was  normal. 

The  pertinent  laboratory  studies  on  admission 
were:  hemoglobin  16.3  Gm.;  white  blood  cells 
8,950;  Kahn  negative;  routine  urinalysis  negative; 
Van  den  Bergh  direct,  6.8  mg.  per  100  cc.,  indirect 
6.1  mg.  per  100  cc.,  total  12.9  mg.  per  100  cc.; 
thymol  turbidity  1.8  units;  cephalin  flocculation 
negative  at  twenty-four  and  forty-eight  hours; 
alkaline  phosphatase  15.2  modified  Bodansky  units; 
prothrombin  time  normal;  urobilinogen  in  normal 
amounts  in  urine  and  feces.  Blood  chemistry  studies 
are  shown  in  Table  I. 

From  the  clinical  and  laboratory  data,  a diagnosis 
of  common  duct  obstruction  most  likely  due  to 
calculus  was  made,  and  a laparotomy  was  performed 
one  week  after  admission  on  March  21,  1950.  At 
operation,  two  large  gallstones  measuring  approxi- 
mately V/t  cm.  in  diameter  were  removed  from  the 
common  duct  near  the  ampulla.  The  common 
hepatic  duct  and  its  branches  were  very  markedly 
dilated,  but  on  exploration  they  were  found  to  be 
free  of  stones  and  mud.  A probe  was  then  passed 
via  the  common  duct  through  the  ampulla  of  Vater 
into  the  duodenum  with  relative  ease.  The  gall- 
bladder was  removed  and  a short-armed  T tube 
placed  in  the  common  duct.  Five  hundred  cubic 
centimeters  of  oxalated  blood  and  350  cc.  normal 
saline  were  given  intravenously  during  the  operation. 

The  patient  was  returned  to  the  recovery  ward  in 
good  condition.  The  T tube  was  attached  to  a 
drainage  system  which  led  directly  to  a glass  bottle 
at  floor  level,  a distance  of  three  feet,  and  bile  was 
permitted  to  drain  freely.  One  thousand  cubic 
centimeters  of  5 per  cent  glucose  in  hypotonic  saline 
and  1,000  cc.  of  normal  saline  were  then  adminis- 
tered slowly  intravenously.  The  patient’s  fluid 
balance  thereafter  was  carefully  followed  and  may 
be  found  in  Table  II.  The  general  trend  revealed  by 
these  data  reflected  an  adequate  fluid  intake  and 
urinary  output  throughout.  However,  in  retro- 
spect, it  was  obvious  from  the  beginning  that  the 
biliary  drainage  was  excessive  in  amount.  The 
patient’s  general  progress  during  the  first  two  post- 
operative days  was  characterized  by  hiccoughs  and 
two  episodes  of  vomiting  of  previously  ingested 


TABLE  II. — Fluid  Intake  and  Output 


Date 

T_x_  i__ 

Oral 

Intra- 

venous 

Total 

Urine 

Bile  via 
T Tube 

i Total 

March  21* 

480 

2,500 

2,980 

630 

660 

1,290 

22 

1,610 

2,000 

3,610 

2,290 

1,270 

3,560 

23 

1,394 

0 

1,394 

840 

2,680 

3,720 

24 

960 

3,000 

3,960 

1,060 

539 

1,599 

25 

1,610 

3,500 

5,110 

2,320 

2,700 

5,020 

26 

2,800 

3,000 

5,800 

2,460 

640 

3,100 

27 

2,450 

2,000 

4,450 

2,600 

0 

2,600 

28 

2,930 

2,000 

4,930 

2,230 

100 

2,330 

29 

2,760 

1,000 

3,760 

2,520 

1,100 

3,620 

30 

3,000 

2,000 

5,000 

4,325 

60 

4,385 

31 

2,520 

2,000 

4,520 

3,005 

50 

3,055 

April  1 

4,860 

2,000 

6,860 

4,970 

150 

5,120 

2 

3,960 

0 

3,960 

2,070 

90 

2,160 

3 

4,100 

0 

4,100 

3,000 

0 

3,000 

4 

3,925 

0 

3,925 

? 

0 

? 

5 

3,740 

0 

3,740 

3,030 

0 

3,030 

* Day  of  operation. 


fluid.  On  the  second  postoperative  day,  the  patient 
complained  of  weakness,  sleepiness,  and  lethargy; 
facies  were  drawn  and  anxious;  pulse  was  very 
rapid  and  weak. 

All  of  these  untoward  signs  were  not  significantly 
appreciated  at  first.  However,  on  the  morning  of 
the  third  postoperative  day  it  was  noted  that  the 
patient  had  drained  2,680  cc.  of  apparently  normal 
bile  in  the  previous  twenty-four  hours.  The  drainage 
bottle  was  therefore  elevated  one  foot  and  during 
the  third  postoperative  day,  the  patient  drained 
539  cc.  of  still  apparently  normal  bile.  On  this  day, 
the  patient  vomited  an  indeterminate  amount  of 
brown  fluid,  and,  in  addition,  1,400  cc.  of  a similar 
material  was  aspirated  via  a Levine  tube  passed 
into  the  stomach.  On  the  fourth  postoperative  day, 
with  no  additional  changes  made  in  the  drainage 
system,  the  patient  was  observed  to  have  drained 
2,700  cc.  of  pale,  clear  serum-like  bile.  This  change 
in  the  nature  of  the  bile  was  first  noted  on  the 
morning  of  the  fifth  postoperative  day.  The  possi- 
bility of  liver  failure  was  considered  at  this  time, 
and  a bile  specimen  was  examined  and  found  to  be 
negative  for  bile  by  the  Gmelin  test.  Subsequent 
quantitative  analysis  of  the  same  specimen  revealed 
a small  amount  of  bilirubin  as  reported  in  Tables 
III  and  IV. 

In  order  to  minimize  the  loss  of  fluid  and  possibly 
to  reverse  the  apparent  too  rapid  decompression  of 
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TABLE  III. — Liver  Function  Studies 


Cephalin 

Thymol 

Turbidity 

Van  den  Bergh 
Bilirubin 

Cholesterol 

Alkaline 

Phosphatase 

Date 

Flocculation 

Units 

(Mg.  Per  Cent) 

(Mg.  Per  Cent) 

(Bodansky  Units) 

Normal 

24-hour 

0 

0-4 

Direct 

0.2 

Free 

40-90 

2-9 

48-hour 

0 

Indirect 

1.0 

Esters 

95-190 

Total 

1.2 

Total 

150-250 

March  15 

24-hour 

0 

Direct 

6.8 

15.2 

48-hour 

0 

1.8 

Indirect 

6.1 

Total 

12.9 

22* 

Direct 

8.8 

Indirect 

7.9 

Total 

16.7 

26 

24-hour 

4 + 

48-hour 

4 + 

27 

24-hour 

3 + 

0.7 

Direct 

10.6 

Free 

204 

K . 1 

48-hour 

4 + 

Indirect 

10.1 

Esters 

47 

Total 

20.7 

Total 

251 

29 

Direct 

6.6 

Indirect 

5.1 

Total 

11.7 

30 

3.6 

Direct 

4.7 

Free 

128 

Indirect 

4.3 

Esters 

97 

Total 

9.0 

Total 

225 

31 

Direct 

4.0 

Indirect 

4.1 

Total 

8.1 

April  3 

Direct 

2.2 

Free 

93 

Indirect 

2.8 

Esters 

119 

Total 

5.0 

Total 

212 

6 

Direct 

1.4 

Indirect 

2.7 

Total 

4.1 

7 

24-hour 

0 

4.1 

48-hour 

1 + 

10 

24-hour 

0 

4.5 

Direct 

1.4 

Free 

97 

12.0 

48-hour 

0 

Indirect 

1.7 

Esters 

147 

Total 

3.1 

Total 

244 

* First  postoperative  day. 


the  biliary  system,  the  drainage  apparatus  was 
elevated  to  a point  two  feet  above  the  level  of  the 
bed  and  then  gradually  lowered  until  a small  amount 
of  drainage  was  apparent.  Within  two  to  three 
hours  of  this  maneuver,  the  clear  bile  took  on  a deep 
green  hue  and  thereafter  remained  properly  pig- 
mented. Chemical  analysis  confirmed  the  resump- 
tion of  bile  secretion  by  the  liver.  Following  this, 
except  for  March  29,  1950,  when  bile  drainage  was 
1,100  cc.,  the  drainage  system  was  so  adjusted  as 
to  keep  the  T tube  drainage  at  low  levels.  This 
was  persisted  in  despite  the  fact  that  there  was 
profuse  drainage  about  the  T tube  which  saturated 
the  patient’s  dressings  several  times  daily.  The 
patient’s  urinary  output  was  satisfactory  through- 
out. 

Vital  signs  reflected  a persistent  low-grade  tem- 
perature of  100  to  100.8  F.  with  a corresponding  rise 
in  pulse  of  about  100.  However,  on  the  fourth  and 


TABLE  IV.— Bile  Studies 


Total  Chloride 

Bilirubin  Protein  as  NaCl 

Date  (Mg.  Per  Cent)  (Mg.  Per  Cent)  (mEq.  per  L.) 


N ormal 

2.3-18 

1-4  (muco- 
protein) 

96-105 

March  27* 

0.1 

QNS 

29 

0.8 

QNS 

49 

2.7 

12 

78 

28 

10.4 

30 

75 

29 

2.6 

17 

61 

30 

10.9 

12 

67 

April  1 

5.0 

240 

99 

2 

2.0 

10 

6.0 

94  (albumin  54) 

65 

fifth  postoperative  days  the  pulse  rose  to  peaks  of 
128  and  150,  respectively,  following  which  there  wras 
a slow  return  to  previous  postoperative  levels  after 
decompression  was  slowred.  After  this  stormy 
course,  the  patient’s  condition  progressively  im- 
proved as  reflected  by  his  general  condition,  diminu- 
tion of  jaundice,  and  satisfactory  bile  drainage  into 
the  gastrointestinal  tract  as  evidenced  by  normal 
stools,  decreased  drainage  into  the  dressings,  and 
favorable  laboratory  studies. 

Comment 

As  mentioned  in  the  previous  section,  the  pre- 
operative laboratory  studies  in  this  case  revealed 
no  abnormalities  of  liver  function  except  those 
directly  concerned  with  retention  of  constituents 
of  bile.  However,  the  studies  immediately  post- 
operatively  showred  evidence  of  liver  damage 
wThich  gradually  progressed,  as  evidenced  by  the 
cephalin  flocculation,  thymol  turbidity,  Van  den 
Bergh,  and  cholesterol  esterification.  Quantita- 
tive analysis  of  the  bile  secreted  by  the  damaged 
liver  revealed  almost  complete  failure  of  bili- 
rubin and  chlorides  and  marked  output  of  pro- 
tein, a goodly  share  of  which  was  undoubtedly 
the  mucoprotein  of  mucin. 

Blood  chemistries  evidenced  hypochloremia 
and  anemia,  both  of  these  being  masked  in  the 
early  postoperative  period  by  moderate  dehy- 
dration. The  uncorrected  anemia  became  more 
apparent  in  the  later  course  when  blood  volume 
had  been  restored  to  normal. 


* Sixth  postoperative  day. 
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Thus,  the  laboratory  data  are  in  keeping  with 
the  observed  clinical  picture  of  liver  failure  with 
cholorrhea  occurring  in  the  immediate  postopera- 
tive period  with  rapid  progressive  recovery  of 
liver  function. 

Hepatic  failure  as  manifested  by  this  patient  is 
prognostically  the  most  serious  complication  of 
biliary  tract  surgery.  It  is  almost  always  fatal, 
and  most  reports  on  this  subject  are  derived  from 
mortality  records  of  postoperative  deaths.  It  is 
because  of  this  sinister  prognosis  and  the  im- 
portance of  early  detection  of  incipient  liver  fail- 
ure as  manifested  by  cholorrhea  that  this  problem 
is  presented. 

The  normal  volume  of  bile  secreted  daily  is 
about  500  cc.  Postoperative  biliary  drainage  in 
patients  who  have  undergone  choledochotomy 
with  T-tube  fistula  is  easily  measured  and  regu- 
lated by  the  level  of  the  drainage  system.  When, 
as  in  this  case,  the  biliary  drainage  becomes  un- 
naturally profuse  or  pale  in  color,  or  both,  the  pa- 
tient must  be  carefully  observed  for  other  signs 
and  symptoms  of  liver  failure.  It  is  at  this  time 
that  measures  should  be  instituted  to  reverse  the 
undesirable  chain  of  events  which  otherwise 
follows. 

It  is  generally  conceded  that  patients  with 
biliary  tract  disease  have  some  degree  of  liver 
damage.  It  is,  therefore,  of  great  value  to  at- 
tempt to  evaluate  the  status  of  liver  function  pre- 
operatively  with  available  laboratory  tests,  al- 
ways with  the  reservation  that  the  damage  may 
not  be  demonstrable  by  these  studies.  In  the 
case  presented,  for  instance,  preoperative  liver 
function  studies  reflected  normal  values.  Thus, 
it  is  evident  that  one  cannot  rely  on  these  cri- 
teria in  predicting  liver  function  in  the  post- 
operative period  following  biliary  tract  surgery. 
The  normal  studies  in  this  case  are  particularly 
interesting  since  it  was  found  at  operation  that 
the  biliary  tree  was  very  markedly  dilated  and 
thickened,  an  indication  of  prolonged  and  marked 
obstruction.  Most  writers  agree  that  the  amount 
of  liver  damage  is  proportional  to  the  degree  and 
duration  of  obstruction  with  its  resulting  biliary 
duct  dilatation. 

However,  the  antithesis  of  the  above  may  be 
stated  with  a good  degree  of  assurance ; namely,  if 
preoperative  liver  function  studies  indicate  sig- 
nificant damage,  then  considerable  care  must  be 
exerted  in  the  postoperative  period  in  anticipa- 
tion of  early  signs  of  hepatic  failure.  Thera- 
peutic measures  which  have  been  used  in  cases  of 
this  kind  are  limited  essentially  to  fluid  and 
electrolyte  replacement  and  other  purely  suppor- 
tive measures,  as  well  as  careful,  gradual  decom- 
pression of  the  biliary  system.  It  is  the  opinion 
of  the  authors  that  the  reversal  of  the  cholorrhea 
by  elevation  of  the  biliary  intraluminal  pressure 
was  the  greatest  single  factor  in  the  recovery  of 


this  patient  from  an  otherwise  predominantly 
fatal  condition. 

Summary 

1.  The  literature  is  reviewed  with  regard  to 
hepatic  failure  and  profuse  biliary  drainage  in 
the  postoperative  period  following  biliary  tract 
surgery. 

2.  A case  is  presented  in  which  there  was  re- 
covery following  hepatic  failure  with  cholorrhea 
in  a patient  who  had  had  cholecystectomy, 
choledocholithotomy,  and  common  duct  T-tube 
fistula. 

3.  The  problem  of  liver  failure  with  cholor- 
rhea is  discussed  in  the  light  of  previous  writings 
and  the  experience  of  the  case  presented. 

4.  The  conclusion  to  be  emphasized  is  that 
gradual  decompression  of  a dilated  biliary  tree  in 
the  postoperative  period  is  a vital  measure  pro- 
phylactically  and  therapeutically  in  the  com- 
plication of  hepatic  failure. 

Conclusions 

The  sudden  complete  decompression  of  an  ob- 
structed, dilated  biliary  tree  can  precipitate  the 
syndrome  of  hepatic  failure  with  cholorrhea. 
Furthermore,  restoration  of  the  elevated  intra- 
ductal pressure  followed  by  gradual  decompres- 
sion is  the  most  important  factor  in  reversing  the 
physiologic  disturbances  in  the  liver  which  are 
responsible  for  this  serious  complication.  Addi- 
tional therapeutic  measures  of  value  consist  of 
accurate  fluid  and  electrolyte  replacement  as  well 
as  the  usual  supportive  therapy  as  indicated  in 
the  individual  case. 

It  is  most  strongly  advocated  that  the  occur- 
rence of  this  syndrome  of  cholorrhea  and  hepatic 
failure  be  minimized  in  the  postoperative  period 
following  biliary  tract  surgery  by  a system  of 
gradual  decompression  of  the  bile  ducts.  This 
simple  maneuver  may  prove  to  be  of  paramount 
importance  to  that  relatively  small  group  of  pa- 
tients who  would  otherwise  have  a grave  prog- 
nosis. 
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AUREOMYCIN  AND  PENICILLIN  IN  THE  TREATMENT  OF 
BACTERIAL  PNEUMONIA:  A COMPARATIVE  STUDY 

James  L.  Leland,  M.D.,  and  Newton  Allebach,  M.D.,  New  York  City 

( From  the  Department  of  Medicine,  Columbia  University,  College  of  Physicians  and  Surgeons,  and  the  First 
Medical  Division,  Bellevue  Hospital) 


WHILE  aureomycin  has  been  established 
as  an  effective  agent  in  the  treatment  of 
bacterial  pneumonias,  we  are  aware  of  no  direct 
comparisons  of  aureomycin  with  another  anti- 
biotic, such  as  penicillin,  carried  out  simultane- 
ously in  two  unselected  series  of  patients.1'2 
The  present  paper  reports  such  a study,  con- 
ducted on  the  wards  of  the  First  Medical  (Co- 
lumbia) Division,  Bellevue  Hospital,  during  the 
winter  of  1949-1950.  There  were  36  patients  in 
the  penicillin  series,  40  in  the  aureomycin  series. 

Materials  and  Methods 

Selection  of  Cases. — The  76  patients  in  this 
study  were  admitted  between  January  1 and 
May  1,  1950.  All  patients  admitted  for  bacterial 
pneumonia  were  included.  Patients  admitted  to 
the  service  for  some  condition  other  than  pneu- 
monia but  who  developed  intercurrent  pneu- 
monia during  their  hospital  stay  were  not  in- 
cluded. All  patients  in  this  series  had  the  usual 
clinical  criteria  of  pneumonia  in  each  case  con- 
firmed by  x-ray.  Blood  cultures,  white  blood 
counts,  and  Gram  stain  of  the  sputum  were  ob- 
tained before  the  start  of  therapy,  and  sputum 
specimens  were  cultured  on  blood  agar  plates. 
Follow-up  x-rays  were  obtained  at  approximately 
weekly  intervals. 

The  First  Medical  Service  comprises  three 
wards,  two  male  and  one  female.  All  patients 
admitted  to  one  male  ward  (B4)  and  to  the  female 
ward  (A3)  received  aureomycin.*  Those  ad- 
mitted to  the  other  male  ward  (A4)  received 
penicillin.  Since  patients  were  sent  in  rotation 
by  the  admitting  office  to  the  two  male  wards,  no 
selection  was  or  could  be  exercised  in  the  choice 
of  male  patients  receiving  aureomycin  or  peni- 
cillin. 

The  aureomycin  patients  received  an  initial 
dose  of  2.0  Gm.  of  the  drug  followed  by  1.0  Gm. 
every  six  hours  until  defervescence;  then  0.5  Gm. 
every  six  hours  until  three  days  afebrile.  An 
occasional  patient  was  continued  longer,  probably 
unnecessarily.  The  one  exception  to  this  was  an 
extremely  prostrated  man,  too  weak  to  swallow, 
who  was  treated  intravenously  for  the  first 
twenty-four  hours  with  intravenous  aureomycin, 

* Two  female  patients  were  treated  with  penicillin,  one 
through  error  on  the  part  of  the  house  staff,  the  other  because 
of  intractable  vomiting  prior  to  admission. 


TABLE  I. — Age  of  Patients  in  Penicillin  and 
Aureomycin  Series 


Age 

Penicillin 

Series 

Aureomycin 

Series 

10  to  19 

21 

0) 

20  to  29 

4| 

2 

30  to  39 

12  [32  (89%) 

4 

23  (57%) 

40  to  49 

1° 

12 

50  to  59 

4| 

5 

60  and  over 

4 (11%) 

17 

(43%) 

Total 

36 

40 

400  mg.  every  eight  hours.  He  was  then  satis- 
factorily maintained  on  oral  therapy. 

The  penicillin-treated  patients  received  an 
initial  dose  of  500,000  units  followed  by  250,000 
units  twice  a day  until  convalescent,  usually 
until  afebrile  for  two  to  three  days.  There  were 
five  exceptions  to  this  schedule,  one  patient  re- 
ceiving 500,000  units  twice  a day,  one  300,000 
units  initially  and  100,000  units  every  six  hours, 
and  three  receiving  250,000  units  twice  a day 
without  an  initial  loading  dose.  Previous  experi- 
ence and  reports  of  other  authors  had  convinced 
us  that  this  discontinuous  therapy  was  as  effica- 
cious as  the  use  of  repository  penicillin  prepara- 
tions or  dosage  schedules  at  more  frequent  in- 
tervals.3-6 

Sex  and  Age  ( Table  I). — There  were  31  males 
and  nine  females  in  the  aureomycin  series  and  34 
males  and  two  females  in  the  penicillin  series. 
The  age  distribution  ranged  from  fourteen  to 
sixty-eight  years  in  the  penicillin  series  and 
from  twenty-five  to  seventy-nine  in  the  aureo- 
mycin series.  Four  (11  per  cent)  of  the  penicillin 
patients  and  17  (43  per  cent)  of  the  aureomycin 
patients  were  over  sixty  years  of  age. 

Pre-existing  Disease. — Significant  pre-existing 
disease  in  each  group  is  summarized  in  Table  II. 
Twenty  (50  per  cent)  of  the  aureomycin  group  and 
13  (36  per  cent)  of  the  penicillin  group  had  signifi- 
cant pre-existing  disease. 

Duration  of  Pneumonia  on  Admission. — As  is 
seen  from  Table  III  there  is  no  essential  difference 
in  duration  of  pneumonia  in  the  two  groups,  22 
(62  per  cent)  of  the  penicillin  groups  and  19 
(47  per  cent)  of  the  aureomycin  group  having 
been  ill  less  than  four  days  at  the  start  of  therapy. 
(“Uncertain  duration”  means  that  the  onset  of 
pneumonia  dated  by  chill  or  pleuritic  pain  could 
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TABLE  II. — Pre-Existent  Disease 


Penicillin  Series  Aureomycin  Series 


Chronic  alcoholism  6 
Chronic  alcoholism  and 
bronchiectasis  2 

Bronchiectasis  2 

Bronchiectasis  and  ar- 
teriosclerotic heart 
disease,  compensated  1 
Prostatic  hypertrophy  2 
Arteriosclerotic  heart 
disease,  compensated  1 
Bright’s  disease  with 
uremia  1 

Chronic  suppurative 
disease  1 

Calcific  aortic  disease  1 
Senile  psychosis  1 

Spastic  hemiplegia  1 


not  be  definitely  determined,  but  it  is  our  im- 
pression that  “uncertain  duration”  was  almost 
invariably  long,  that  is,  four  days  or  more.) 

Bacteriology . — All  36  patients  in  the  penicillin 
series  were  considered  to  have  pneumococcus 
pneumonia.  Typed  pneumococci  were  isolated 
from  sputum  or  blood  culture  in  15  cases,  and 
pneumococci  were  found  on  direct  Gram  stain  of 
the  sputum  or  isolated  but  not  typed  on  sputum 
culture  in  17  cases.  Four  were  considered  clini- 
cally pneumococcus  pneumonia,  but  no  sputum 
was  obtained.  In  the  aureomycin  series  there 
were  12  patients  with  typed  pneumococci,  15 
with  untyped  pneumococci,  and  seven  cases 
clinically  typical  of  pneumococcus  pneumonia 
but  without  bacteriologic  confirmation.  In  addi- 
tion, in  the  aureomycin  series  there  were  four 
staphylococcus  pneumonias  of  which  three  were 
bacteremic,  and  in  the  fourth,  the  only  fatality 
in  either  series,  Staphylococcus  aureus  was  iso- 
lated from  the  lung  at  autopsy.  In  the  aureo- 
mycin series  there  were  also  two  cases  of  suppura- 
tive pneumonia  with  profuse  purulent  sputum 
with  mixed  flora.  The  typed  pneumococci  in  the 
two  series  are  tabulated  in  Table  IV. 

Bacteremia. — There  were  four  pneumococcus 
bacteremias  (10  per  cent)  in  the  penicillin  series, 
and  six  (18  per  cent)  in  the  aureomycin  series. 
In  addition,  there  were  three  coagulase  positive 
Staphylococcus  aureus  bacteremias  in  the  aureo- 
mycin group. 

TABLE  III. — Deration  of  Disease  on  Admission  and 
Temperature  at  Onset  of  Treatment 


Penicillin  Aureomycin 


Duration  of  disease  (days) 

7%) 

Si) 

One 

Two 

6 (17%) 

7 (20%) 

3 ( 
6 ( 

Three 

9 (25%) 

10  ( 

Four  or  more 

13  (36%) 

14  (35%) 

“Uncertain” 

1 2%) 

7 (17%) 

Temperature  at  onset  of  treatment 

98.6  to  100.2  F. 

0 

3 

100.4  to  101.8  F. 

8 

8 

102.0  to  102.8  F. 

61 

131 

73% 

103.0  to  103.8  F. 

10  78% 

11/ 

104.0  F.  and  over 

12) 

5 

TABLE  IV. — Bacteriologic  Classification  of 
Pneumonias 


Penicillin  Series 

Aureomycin  Series 

(36  Patients) 

(40  Patients) 

Pneumococcic  36  (100%)  Pneumococcic  34  (85%) 

Typed  15  Typed  12 

Untyped  17  Untyped  15 

Clinical  4 Clinical  7 

Bacteremic  4 (10%)  Bacteremic  6 (18%) 

Nonpneumococcal  0 Nonpneumococcal  6 (15%) 

Staphylococcic  4 
Suppurative  2 

Bacteremic*  3(50%) 


* All  bacteremias  in  the  nonpneumococcal  group  were 
staphylococcic. 

Results 

Results  are  evaluated  by  the  following  criteria: 
deaths,  fall  in  temperature,  relapse,  complica- 
tions,  and  drug  toxicity  (Table  V) . 

Deaths. — There  were  no  deaths  among  the  36 
patients  in  the  penicillin  series.  In  the  40  aureo- 
mycin-treated  patients  there  was  one  fatality. 
This  patient  was  a fifty-three-year-old  white  fe- 
male admitted  on  the  fourteenth  day  of  her 
pneumonia,  confused,  dyspneic,  orthopneic,  and  ' 
cyanotic,  with  frank  signs  of  consolidation  over 
the  right  lower  lobe  and  2 plus  ankle  edema. 
Blood  pressure  was  190/100,  BUN  72,  and  tem- 
perature 97.2  F.  She  remained  afebrile.  After 
two  days  of  aureomycin  with  no  improvement, 
penicillin  therapy  was  begun,  and  on  the  fourth 
day  streptomycin  was  started  without  improve- 
ment in  her  condition.  She  died  on  the  fifth 
hospital  day.  It  would  seem  probable  that 
the  patient’s  death  was  from  pneumonia  but  that 
uremia  was  a strongly  contributory  factor. 
Autopsy  revealed  abscess  cavities  in  a consoli- 
dated right  lower  lobe  from  which  Staphylococcus 
aureus,  coagulase  positive,  was  isolated  in  pure 
culture.  The  heart  was  enlarged.  The  kidneys 
were  small,  weighing  40  and  50  Gm.  and  on 
microscopic  examination  showed  far  advanced 
pyelonephritis.  It  is  of  interest  that  the  blood 
culture  was  negative. 

Temperature  .Response.— The  number  of  days 
to  attain  a rectal  temperature  under  100  F.  and 
the  presence  or  absence  of  a secondary  rise  to  100 
F.  or  above  are  summarized  in  Table  VI. 

Normal  temperatures  were  obtained  in  twenty- 
four  hours  in  20  (50  per  cent)  of  the  aureomycin 
series  and  in  21  (57  per  cent)  of  the  penicillin 
series.  A secondary  rise  occurred  in  47  per  cent 
of  each  series. 

TABLE  V. — Tabulation  of  Results 

Penicillin  Aureomycin 

Deaths  0 1 

Failures  1 1 

Complications 

Sterile  effusion  1 1 

Delayed  resolution  2 0 

Recurrent  bacteremia  0 1 


Chronic  alcoholism  3 

Chronic  alcoholism  and 
tuberculosis  1 

Chronic  alcoholism  and 
bronchiectasis  1 

Pulmonary  tuberculosis  4 

Bronchiectasis  and  em- 
physema 1 

Severe  emphysema  1 

Infectious  hepatitis  1 

Arteriosclerosis  oblite- 
rans with  gangrene  1 
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Fig.  1.  Average  temperature  in  all  cases  with  typed 
pneumococci. 

Composite  average  temperature  curves  for  all 
cases  with  typed  pneumococci  are  shown  in  Fig. 
1.  No  definite  drop  in  temperature  occurred  in 
two  of  the  penicillin-treated  cases.  One  of  these 
was  a thirty-two-year-old  Negro  male  with 
pneumococci  in  the  sputum,  evidence  of  consoli- 
dation of  the  left  lower  lobe,  and  a sterile  san- 
guinous  pleural  effusion  associated  with  spontane- 
ous evulsion  of  the  first  rib  from  the  costal  car- 
tilage. His  fever  failed  to  respond  to  aureomycin 
or  streptomycin,  and  the  failure  of  defervescence 
seems  adequately  explained  by  the  effusion. 
Temperature  dropped  slowly  by  lysis  over  a three- 
week  period,  and  gradually  signs  and  x-ray 
cleared  completely. 

The  other  patient  whose  fever  was  uninfluenced 
by  penicillin  was  a fifty-four-year-old  white 
male  with  a pneumococcus  type  V bacteremia 
and  pulmonary  tuberculosis  class  IIIc.  In  his 
case  the  tuberculosis  seemed  adequate  explana- 
tion for  his  febrile  period  of  two  weeks,  and  the 
penicillin  was,  in  view  of  his  bacteremia,  prob- 
ably a lifesaving  measure. 

In  the  aureomycin  series  there  were  two  cases 
without  obvious  effect  of  therapy  on  the  tempera- 
ture curve.  The  first  was  a patient  with  pneu- 
moccus  type  I bacteremia  and  a sterile  pleural 
effusion  who  defervesced  by  lysis  and  ultimately 
made  a complete  recovery.  The  second  was  a 
patient  with  suppurative  pneumonia  with  profuse 
purulent  sputum  from  which  Friedlander’s 
bacillus,  type  A,  was  subsequently  cultured.  He 
had  no  response  to  aureomycin  or  (after  the  failure 
of  aureomycin)  to  penicillin  but  made  a dramatic 
recovery  with  streptomycin  therapy. 

It  should  be  noted  that  only  five  patients  re- 
ceived therapy  with  more  than  one  bacteriostatic 
drug.  These  were  the  patient  with  the  suppura- 
tive pneumonia  with  Friedlander  A in  the  spu- 


TABLE  VI.— Days  to  Temperature  Under  100  F. 


✓ Penicillin 



✓ Aureomycin * 

No 

No 

Secondary  Secondary  Secondary  Secondary 

Days 

Rise 

Rise 

Rise 

Rise 

1 

21 

9 

20 

9 

2 

9 

6 

13 

10 

3 

2 

1 

4 

4 

2 

1 

5 or  more 

2 

17 

3 

19 

36 

40 

turn  just  mentioned,  the  two  patients  with  effu- 
sions (one  in  the  penicillin  and  one  in  the  aureo- 
mycin series)  mentioned  above,  the  fatal  case  in 
the  aureomycin  series  previously  discussed,  and 
one  patient  in  the  penicillin  series  who  had  re- 
ceived 5 Gm.  of  sulfadiazine  three  days  before 
admission. 

Relapse. — One  patient  in  the  aureomycin  series 
relapsed  with  recurrence  of  bacteremia  after  an 
initial  favorable  response  to  aureomycin.  He 
was  a sixty-two-year-old  white  male  admitted  in 
extreme  prostration  on  the  fourth  day  of  right 
lower  lobe  pneumonia  associated  with  fractured 
ribs.  Sputum  and  blood  culture  were  positive  for 
pneumococcus  type  V.  Temperature  on  admis- 
sion was  102  F.  and  reached  normal  on  the  third 
day  and  remained  normal  to  the  eighth  day  when 
the  dosage  of  aureomycin  was  reduced  from  1.0 
Gm.  every  six  hours  to  0.5  Gm.  every  six  hours. 
On  this  reduced  dosage  he  had  a daily  rise  in 
temperature  to  from  100  to  100.4  F.,  although 
marked  clinical  improvement  persisted.  Aureo- 
mycin was  discontinued  on  the  sixteenth  hospital 
day.  On  the  twentieth  hospital  day  blood  cul- 
ture was  negative,  but  on  the  twenty-fifth  hos- 
pital day  a pneumococcus  type  V was  again  iso- 
lated from  the  blood  stream,  and  penicillin 
therapy  was  started.  This  patient  represents  an 
incomplete  response  to  aureomycin  with  recur- 
rence of  bacteremia.  We  believe  that  the  re- 
currence of  bacteremia  was  due  to  poor  judgment 
on  our  part  in  failing  to  increase  again  the  reduced 
dose  of  aureomycin  in  a febrile  recurrence  in  a 
patient  who  had  been  initially  bacteremic.  The 
possibility  of  pneumococcus  endocarditis  cannot 
be  excluded.  We  feel,  however,  that  the  initial 
response  to  aureomycin  in  this  moribund  patient 
with  bacteremic  pneumonia  should  be  empha- 
sized. This  patient  recovered  completely  after 
penicillin. 

Complications. — There  were  two  sterile  effu- 
sions in  the  penicillin  series  and  one  in  the  aureo- 
mycin series.  These  have  been  discussed  above. 
There  were  no  empyemas  or  thoracotomies. 
There  were  two  cases  of  delayed  resolution 
(failure  of  x-ray  evidence  of  substantial  clearing 
in  two  weeks)  in  the  penicillin  series  and  one  in 
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TABLE  VII. — Toxicity  in  the  Aureomycin  Series* 


Num- 

ber 

of 

Cases 

Only 

First 

Day 

Past 

First 

Day 

Degree  of  toxicityf 
Mild  (nausea) 

5 

3 

2 

Moderate  (vomiting 
without  diarrhea) 

with  or 

9 

3 

6 

Severe  (necessitating 
drug) 

cutting 

0 

0 

Total 

14  (35%) 

6 

8 (20%) 

* There  was  no  toxic  reaction  to  penicillin  in  any  patient, 
t Includes  two  with  diarrhea  and  one  with  glossitis. 


the  aureomycin  series.  Both  these  patients  sub- 
sequently resolved.  Meningitis  did  not  occur. 

Toxicity. — There  were  no  instances  of  peni- 
cillin toxicity.  Aureomycin  toxicity  is  shown  in 
Table  VII.  Fourteen  patients  (35  per  cent)  had 
nausea  and  vomiting  or  diarrhea.  In  six  of  these 
cases  symptoms  were  present  on  the  first  day  only, 
and  in  none  of  the  remaining  eight  were  symptoms 
severe  enough  to  necessitate  stopping  the  drug. 
Glossitis  occurred  once.  Had  the  routine  of 
giving  milk  or  food  with  each  dose  of  aureomycin 
been  regularly  followed,  we  believe  this  incidence 
of  gastrointestinal  symptoms  would  have  been 
materially  decreased.  Aluminum  hydroxide  was 
used  only  rarely  after  toxic  symptoms  had  oc- 
curred and  then  through  a misunderstanding  on 
the  part  of  the  house  or  visiting  staff,  since  there 
is  evidence  that  aureomycin  blood  levels  are  de- 
pressed by  aluminum  hydroxide.7-8 

Comment 

There  were  more  patients  in  the  aureomycin 
series  in  the  older  age  groups;  they  had  been  ill 
somewhat  longer  before  admission,  had  an  in- 
creased percentage  of  pneumococcal  bacteremia, 
and  included,  in  addition,  three  staphylococcal 
bacteremias. 

In  spite  of  these  differences  the  temperature 
response  and  incidence  of  complications  were 
essentially  the  same  in  the  two  groups.  The 
sole  fatality,  a patient  in  the  aureomycin  series 
with  staphylococcus  pneumonia,  was  admitted 


in  uremia  and  had  markedly  contracted  nephro- 
sclerotic  kidneys  at  autopsy.  She  would  probably 
have  died  under  any  form  of  therapy. 

The  one  disadvantage  of  aureomycin  was  the 
occurrence  of  gastrointestinal  symptoms  in  a 
third  of  the  patients.  In  approximately  half  of 
these,  symptoms  were  present  only  on  the  first 
day  of  treatment,  and  in  none  was  toxicity  severe 
enough  to  necessitate  stopping  therapy. 

Summary  and  Conclusions 

1 . Two  unselected  series  of  cases  of  pneumonia 
are  presented,  one  treated  with  aureomycin  and 
one  with  penicillin. 

2.  There  were  no  significant  differences  in 
over-all  therapeutic  response  to  these  agents  in 
the  two  series. 

3.  In  the  penicillin  series  there  were  two 
patients  whose  temperatures  failed  to  respond 
promptly : one  with  a sterile  pleural  effusion,  the 
other  with  active  tuberculosis. 

4.  In  the  aureomycin  series  there  was  one 
death  from  staphylcoccus  pneumonia  in  a pa- 
tient with  chronic  nephritis  and  uremia.  This 
patient  received  penicillin  and  streptomycin. 
There  were  two  other  patients  whose  tempera- 
ture failed  to  respond  promptly:  one  with  a sterile 
pleural  effusion  and  the  other  with  Friedlander  A 
bacillus  pneumonia,  later  cured  by  streptomycin. 

5.  Thirty-five  per  cent  of  aureomycin-treated 
patients  had  nausea,  vomiting,  or  diarrhea. 
There  was  no  toxicity  from  penicillin. 
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PREOVULATORY  ADMINISTRATION  OF  METHYLTESTOSTERONE  IN  REFRACTORS 


FUNCTIONAL  DYSMENORRHEA 
Twenty-two  patients  suffering  from  refractory 
functional  dysmenorrhea  were,  over  a period  of 
four  years,  given  methyltestosterone  before  ovula- 
tion. In  none  of  these  was  treatment  a failure. 
The  methyltestosterone  was  given  orally  instead 
of  parenterally  in  a dosage  “well  below  that  which 
might  produce  masculinization.”  It  was  given  in 
10  mg.  tablets  three  times  daily  for  six  days  prior 


to  the  estimated  time  of  ovulation.  This  method 
has  distinct  advantages  over  administration  of 
diethylstilbestrol. 

The  most  disturbing  feature  of  the  latter  was  the 
fact  that  after  some  months  of  treatment  the  periods 
became  more  painful. — William  Filler,  M.D.,  in 
Journal  of  the  American  Medical  Association, 
August  5,  1950 


REVERSIBILITY  OF  EARLY  BRONCHIECTASIS:  ITS  IMPLICATIONS 
FOR  THERAPY  AND  PREVENTION 


Walter  Finke,  M.D.,  Rochester,  New  York 
( From  the  Chest  Clinic,  Genesee  Hospital) 

THE  prevalent  view  that  bronchiectasis,  once 
established,  is  always  irreversible  and  there- 
fore curable  only  by  excisional  therapy  seems  to 
require  certain  revisions.  Sufficient  evidence  has 
accumulated  which  points  toward  a different 
concept  of  this  common  disease  and  favors  a more 
rational  therapeutic  and  prophylactic  approach. 

Until  recently  most  studies  on  bronchiectasis 
have  been  limited  more  or  less  to  chronic  ad- 
vanced cases  which  usually  present  permanent 
lesions.  Thus  the  term  bronchiectasis  has  gen- 
erally been  used  to  refer  to  dilated  and  irrepar- 
ably damaged  bronchi,  instead  of  merely  bron- 
chial dilatation,  its  original  meaning.  Conse- 
quently, transient  bronchial  dilatation,  because 
of  apparent  absence  of  such  irreversible  lesions, 
has  been  widely  considered  apart  from  and  unre- 
lated to  the  disease  called  bronchiectasis. 

With  increasing  knowledge  of  the  early  stages 
of  bronchiectasis,  it  is  becoming  obvious  that  ir- 
reversible lesions  are  not  an  integral  feature  in 
every  case.  In  fact,  postmortem  as  well  as  post- 
operative observations  on  lung  specimens  of  pa- 
tients diagnosed  and  treated  as  bronchiectasis 
rather  frequently  reveal  only  inflammatory 
changes.1-11  Therefore  the  statement  that  bron- 
chiectasis may  be  potentially  reversible  seems 
more  adequate  than  the  statement  that  bronchi- 
ectasis is  solely  a permanent  condition. 

That  bronchiectasis  is  inherently  transient  has 
been  repeatedly  emphasized  ever  since  the  earliest 
studies  of  this  condition,  regardless  of  whether  in- 
tra-  or  extrabronchial  processes  were  considered 
the  primary  cause.1’12  Current  studies  on  its 
pathogenesis  point  toward  ectasia  as  usually  an 
incidental  occurrence  in  the  course  of  broncho- 
pulmonary infection  rather  than  a disease  per 
se.4-11’13-18  Such  will  be  the  connotation 
throughout  these  pages. 

Bronchial  dilatation  may  be  considered  com- 
parable to  cavity  formation  in  tuberculosis  and 
may  be  present  in  early  as  well  as  advanced  stages 
of  the  underlying  condition.  Reversible  bronchial 
and  peribronchial  processes,  especially  bronchial 
obstruction  and  pulmonary  collapse,  may  produce 
bronchial  expansion  long  before  irreparable  le- 
sions have  developed.  It  is  these  lesions,  especi- 
ally necrotizing  bronchitis  and  pulmonary  fibro- 
sis, which  eventually  make  bronchiectasis  perma- 
nent. Therefore,  as  long  as  the  dilating  factors 
can  be  eliminated,  the  afflicted  bronchi  are  likely 
to  resume  their  normal  caliber.  Recent  observa- 


tions on  certain  cardiac  and  other  “chronic”  dis- 
eases which  now  seem  curable  would  also  support 
a more  dynamic  approach  to  bronchiectasis. 
Moreover,  the  roentgenologic  phenomenon  of  re- 
versible bronchiectasis,  probably  more  often  ob- 
served than  reported,  seems  to  disprove  the  old 
view  of  its  irreparability.9, 10,1 3-29 

The  occasional  reference  to  reversible  bronchial 
dilatation  as  “pseudobronchiectasis”  attempts 
again  to  differentiate  between  a “true”  and 
“false”  condition  and  tends  to  consider  the  lat- 
ter clinically  insignificant.23’25’28,30-33  It  is  true 
that  most  reported  cases  of  reversible  bronchiec- 
tasis were  associated  with  pulmonary  collapse, 
and  the  apparently  acute  dilatation  disappeared 
after  re-expansion  of  the  affected  lung  segment. 
However,  reversible  bronchiectasis  has  also  been 
reported  in  the  absence  of  atelectasis.  The 
writer  recently  presented  four  such  cases;  the 
condition  had  existed  in  one  for  as  long  as  four 
years.34  Moreover,  bronchial  dilatation  of  the 
reversible  type  is  by  no  means  insignificant.  It  is 
usually  found  in  patients  with  clinical  evidence  of 
bronchiectasis  and  may  recur  if  the  underlying 
condition  is  not  treated.  In  the  light  of  present 
knowledge,  it  seems  reasonable  to  consider  revers- 
ible bronchial  dilatation  as  an  early  stage  of  per- 
manent bronchiectasis. 

As  yet,  there  are  no  reliable  criteria  for  differ- 
entiating between  chronic  and  transient  ectasia; 
the  risk  in  doing  so  arbitrarily  should  be  fully  ap- 
preciated. Patients  whose  lesions  proved  re- 
versible or  probably  reversible  have  been  sched- 
uled for  lung  surgery  and  have  been  submitted 
to  this  intervention,  regardless  of  what  their 
condition  was  called.7-11’24’26  In  spite  of  occa- 
sional warnings  against  too  hasty  decisions,  the 
tendency  to  urge  lobectomy  in  early  cases  of 
bronchiectasis  seems  to  be  increasing. 

The  supposedly  permanent  character  of  all 
cases  continues  as  the  most  important  indication 
for  immediate  surgery.  The  current  favorable 
statistics  on  the  short-term  results  are  frequently 
considered  proof  that  excisional  therapy  is  a cura- 
tive procedure. 

Although  certain  patients  with  bronchiectasis 
undoubtedly  benefit  from  this  operation,  its  un- 
desirable features  justify  attempting  less  radical 
measures.  Evidently,  simple  lobectomy  often  is 
proving  insufficient  even  in  early  cases,  since  the 
disease  tends  to  be  multilobular  and  bilateral. 
In  more  adequate  follow-up  reports  the  consider- 
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able  number  of  merely  improved  cases  and  of  pa- 
tients awaiting  additional  surgery  is  more  im- 
pressive than  are  the  supposedly  cured 
ones. 17,35-38  It  seems  that  frequently  the  original 
goal  of  lung  surgery,  removal  of  all  diseased  parts 
as  a prerequisite  for  cure,  has  been  abandoned. 
Excision  only  of  major  lesions  and  medical  treats 
ment  of  residual  disease  apparently  are  the 
best  that  can  be  offered  to  many  “surgical” 
cases.17,36-38  This  seems  to  stress  the  fact  that, 
as  in  pulmonary  tuberculosis,  extirpative  surgery 
cannot  entirely  eradicate  the  disease  because  of 
associated  infection.39 

Therefore,  the  value  of  medical  management 
following  resection  of  bronchiectasis  is  now  widely 
appreciated.  However,  the  need  for  eliminating 
the  underlying  bronchopulmonary  infection  prior 
to  lung  surgery  is  only  occasionally  realized.40 
Undoubtedly  the  outlook  for  most  patients  would 
be  better  if  prolonged  rather  than  short  preopera- 
tive courses  of  antibiotics  were  given.  Therefore, 
such  conservative  treatment  should  be  considered 
essential,  even  in  those  cases  where  lobectomy 
will  eventually  be  necessary. 

Appreciable  improvement  of  bronchiectasis 
with  medical  management  is  now  rather  com- 
mon.17,41’43  The  septic  state  usually  associated 
with  chronic  bronchiectasis  can  often  be  substan- 
tially reduced  by  antibiotics,  and  the  acute  exacer- 
bations, especially  pneumonia,  be  prevented  or 
ameliorated.  Naturally,  better  and  more  lasting 
results  can  be  expected  in  early  ectasia. 

Therefore,  the  question  arises  how  possible  re- 
versibility can  be  predicted  if  lobectomy  is  to  be 
postponed  in  favor  of  lengthy  medical  manage- 
ment. Beading  and  varicosity  of  bronchi,  cylin- 
dric  dilatation  of  their  central  segments,  and  ab- 
sence of  expansion  at  the  endings  seem  to  speak 
for  transient  bronchial  dilatation.17,22  However, 
the  writer  has  observed  even  peripheral  saccular 
dilatation  in  cases  which  lacked  destructive  bron- 
chial lesions.  It  is  generally  believed  that  the 
condition,  once  it  has  existed  for  several  months, 
is  no  longer  reversible.  On  the  other  hand,  the 
reports  of  some  authors  and  personal  observations 
suggest  that  bronchial  dilatation  may  be  at  least 
partially  reversible  after  existing  for  much  longer 
periods  than  generally  believed. 

In  view  of  these  diagnostic  difficulties  it  seems 
justified  to  try  conservative  treatment  until  the 
irreparable  character  of  an  early  lesion  has  been 
established.  It  should  be  mentioned  that  in  all 
of  the  four  reported  cases  the  bronchi  had  re- 
sumed normal  shape  or  had  been  substantially 
reduced  in  caliber  within  one  year  after  the  be- 
ginning of  treatment.34 

Although  bronchial  dilatation  may  disappear 
without  special  treatment,  this  roentgenologic 
disappearance  should  not  be  mistaken  for  cure  un- 


less the  responsible  factors  are  eliminated. 
Therefore,  conservative  therapy  of  early  bronchi- 
ectasis should  attempt  eradication  of  bronchial 
infection  by  antibiotics,  removal  of  bronchial 
obstruction,  and  re-expansion  of  atelectatic  seg- 
ments. 

The  types  of  antibiotics,  their  dosage,  and 
modes  of  administration  which  have  proved  most 
efficient  in  common  bronchopulmonary  infections 
have  been  discussed  in  many  current  publications 
and  have  been  outlined  in  a recent  study  by  the 
writer.43  It  may  be  mentioned  here  that  the 
usefulness  of  the  various  antibiotics  in  a given 
case  cannot  always  be  predicted  by  the  outcome 
of  sensitivity  tests  in  vitro.  Current  knowledge 
favors  use  of  more  than  one  antibacterial  agent 
from  the  start  of  treatment  and  liberal  rather 
than  minimal  doses  of  penicillin. 

Postural  drainage  and  drugs  which  facilitate  ex- 
pectoration, such  as  potassium  iodide,  epi- 
nephrine, and  aminophyllin,  are  still  important  in 
the  medical  treatment  of  bronchiectasis.  Indeed, 
bronchoscopic  aspiration,  advocated  as  a routine 
procedure  by  certain  authors,  would  become  nec- 
essary only  as  an  emergency  measure  if  less  dras- 
tic methods  wrere  applied  in  all  cases  where  even 
mild  bronchial  obstruction  is  suspected. 

Even  with  active  and  prolonged  treatment, 
eradication  of  longstanding  pyogenic  respiratory 
infection  and  its  complications  is  difficult.  Ap- 
parently the  presence  of  bronchial  dilatation,  per 
se,  does  not  materially  affect  the  prognosis. 
Prompt  recovery  of  children  with  acute  bronchi- 
ectasis is  not  uncommon;  on  the  other  hand,  pa- 
tients with  nonbronchiectatic  chronic  bronchitis, 
complicated  by  marked  bronchial  obstruction  and 
pulmonary  fibrosis,  may  obtain  little  benefit  from 
any  form  of  treatment.  In  favorable  cases  it  is 
essential  to  stabilize  the  improvement  over  a long 
period  in  order  to  secure  lasting  results.  The 
discovery  of  new  therapeutic  substances,  institu- 
tional rather  than  ambulatory  care,  and  public 
aid,  if  needed,  may  in  the  future  result  in  more 
effective  and  shorter  medical  treatment  of  young 
patients  with  early  bronchiectasis. 

From  a public  health  standpoint,  however, 
prevention  of  bronchiectasis  seems  even  more 
important  than  therapy.  The  development  of 
dilatation  in  previously  normal  bronchi,  the  re- 
versal of  dilatation,  its  recurrence  and  spread  are 
additional  evidence  for  the  view  that  bronchiec- 
tasis is  an  acquired  rather  than  a congenital  con- 
dition in  most  instances  and  thus  is  preventable. 

In  previous  publications  the  writer  has  out- 
lined the  prospects  for  prevention  of  chronic  bron- 
chopulmonary disease,  which  seem  to  depend 
chiefly  on  utilizing  present-day  knowledge  of  its 
common  origin  from  certain  respiratory  episodes, 
especially  in  childhood.43-46 
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Current  studies  offer  convincing  evidence  that 
severe  and  potentially  chronic  respiratory  infec- 
tions in  young  children  are  often  due  to  recurrent 
exposure  to  pyogenic  respiratory  infection  from 
relatives.47  Adequate  protection  from  such 
sources  may  help  to  avert  not  only  pneumonia  and 
similar  acute  respiratory  illnesses  in  early  child- 
hood but  also  to  decrease  the  number  of  future 
pulmonary  cripples. 

Quite  frequently,  pneumonic  lesions  present  an 
acute  extension  of  pre-existing  bronchial  infec- 
tion to  peribronchial  structures,  rather  than  a 
new  illness.  All  too  often,  simplifying  terms  such 
as  “cold,”  “asthma,”  and  “sore  throat”  are  ap- 
plied to  what  adequate  history-taking  and  thor- 
ough examination  may  reveal  as  a recurrent  bac- 
terial infection  of  the  lower  respiratory  system. 
Continuous  antibiotic  treatment  to  eradicate  this 
early  stage  of  bronchopulmonary  infection  seems 
more  rational  than  applying  such  medication 
only  occasionally  if  the  severity  of  the  condition 
has  become  obvious.  The  reluctance  to  employ 
powerful  agents  in  treating  minor,  self-limited 
respiratory  illnesses  is  understandable.  On  the 
other  hand,  nose  drops,  cough  syrups,  and  steam 
inhalation  evidently  are  inadequate  for  children 
in  whom  upper  respiratory  infections  tend  to  de- 
velop into  bronchitis. 

The  histories  of  most  patients  with  “chronic 
bronchitis”  clearly  demonstrate  the  risk  of  allow- 
ing potentially  chronic  respiratory  conditions  to 
progress,  no  matter  how  harmless  they  may 
appear. 

The  value  of  prophylactic  antibiotic  treatment 
for  bacterial  infection  has  recently  been  demon- 
strated in  rheumatic  fever.48’49  Preliminary 
studies  on  prolonged  antibiotic  treatment  of 
children  who  are  liable  to  infections  of  the  lower 
respiratory  tract  indicate  that  the  incidence  and 
severity  of  these  episodes  can  be  substantially 
reduced.47  The  future  may  prove  that  such  pro- 
phylactic managment  is  the  wisest  treatment  for 
bronchopulmonary  infection. 

Another  important  step  toward  prevention  of 
bronchiectasis  is  proper  evaluation  of  the  various 
types  of  pneumonia  with  appreciation  of  the  dif- 
ference in  prognosis.  Exact  knowledge  of  the  in- 
volved pathologic  processes  rather  than  the  arbi- 
trary use  of  nondescrip tive  terms  such  as  “atypi- 
cal pneumonia”  would  indicate  more  appropriate 
treatment. 

In  this  respect  the  tendency  to  consider  non- 
pneumococcal  pneumonia  as  virus  disease  and  to 
administer  antibacterial  medication  reluctantly, 
if  at  all,  appears  undesirable.45  As  yet,  scientific 
criteria  for  such  viral  origin  have  not  been  estab- 
lished which  would  permit  sufficiently  precise  di- 
agnosis in  most  instances.  Current  attempts  to 
base  treatment  of  atypical  or  virus  pneumonia  on 


a diagnosis  made  by  exclusion  or  by  therapeutic 
tests  with  antibacterial  agents  seem  inade- 
quate.50-52 The  absence  of  specific  organisms  in 
the  sputum  of  pneumonic  patients  by  no  means 
rules  out  bacterial  infection.  In  fact,  in  atypical 
pneumonia  the  clinical  picture,  the  roentgenologic 
and  pathologic  findings,  as  wrell  as  the  nonspecific 
pyogenic  bacteria  usually  resemble  those  pulmo- 
nary infections  which  have  been  classified  as  bac- 
terial lobular  or  bronchopneumonia.33'45  Unlike 
pneumococcal  pneumonia,  the  latter  may  yield 
only  slowly,  if  at  all,  to  penicillin.  However, 
even  newer  antibiotics  do  not  necessarily  eradi- 
cate residual  disease,  if  given  briefly.52,53  More- 
over, occasional  reports  and  the  writer’s  experi- 
ence indicate  that  rather  frequently  “virus  pneu- 
monia” may  be  an  incorrectly  diagnosed  exacer- 
bation of  chronic  pulmonary  disease. 28,51,54  This, 
too,  would  explain  unsatisfactory  results  from 
antibiotic  treatment  in  certain  instances. 

For  the  purpose  of  this  study  it  should  be  em- 
phasized that  atypical  pneumonia  is  often  charac- 
terized by  bronchopulmonary  suppuration  with 
bronchial  obstruction  and  atelectasis  which  pre- 
dispose to  chronic  lung  disease,  especially  bron- 
chiectasis. 

Indeed,  contrary  to  original  claims  that  pri- 
mary atypical  or  virus  pneumonia  rarely  leads 
to  secondary  bacterial  infection,  recurrences, 
and  complications,  a considerable  number  of  pa- 
tients, especially  members  of  the  armed  forces, 
have  experienced  relapses  and  developed  bronchi- 
ectasis following  that  condition.25,28,35,45,54  It  is 
of  interest  to  note  that  in  some  of  these  cases 
bronchial  dilatation  proved  reversible.25,28 

Therefore,  it  would  appear  appropriate  to  treat 
any  type  of  pneumonia  with  antibiotics  if  pyo- 
genic infection  is  present  or  suspected,  regardless 
of  possible  virus  etiology.  Such  treatment  should 
be  continued  and  supplemented  by  postural 
drainage,  etc.,  until  the  pneumonic  lesion  has  re- 
solved and  the  patient  has  recovered  completely. 

In  certain  cases  it  is  felt  that  antibiotics  may 
have  been  administered  unnecessarily,  and  that 
the  patient  would  have  made  a spontaneous  re- 
covery. This  is  of  secondary  importance  if  it  is 
realized  that,  in  many  more  instances,  active  an- 
tibiotic treatment  is  likely  to  prevent  the  chain  of 
events  which  begins  with  “unresolved  pneu- 
monia” and  ends  in  bronchiectasis. 

In  short,  effective  therapy  of  bronchopulmo- 
nary infection  can  be  expected  to  achieve  optimal 
results  if  initiated  as  soon  as  possible.  Table  I 
compares  the  therapeutic  results  of  prolonged  an- 
tibiotic treatment  in  various  stages  of  broncho- 
pulmonary infection.  Although  of  preliminary 
character,  these  figures  may  support  the  view 
that,  in  bronchiectasis  as  in  other  diseases,  pre- 
vention is  better  than  cure. 
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TABLE  I. — Therapeutic 

Results 

from  Prolonged  Antibiotic  Therapy  in  168  Patients 
Infection  Followed  for  Two  Years  or  More 

with  Bronchopulmonary 

r n l 

Ml  f O 

Moderately 

Improved 

Not 

Improved 

pulmonary  Infection 

Children 

Adults 

Total 

Improved 

Early 

32 

7 

39 

31 

5 

3 

Moderately  advanced 

21 

41 

62  (Proved  early  bron- 
chiectasis in  12  cases) 

24 

25 

13 

Chronic 

8 

59 

67  (Proved  chronic  bron- 
chiectasis in  32  cases) 

3 

35 

29 

Total 

61 

107 

168 

58 

65 

45 

Summary 

1.  Evidence  is  growing  that  bronchiectasis,  in 
its  early  stage,  is  not  necessarily  associated  with 
permanent  lesions  and  therefore  may  be  revers- 
ible. 

2.  Lung  surgery  should,  therefore,  be  post- 
poned in  patients  whose  lesions  may  be  transient. 
Vigorous  antibiotic  treatment  and  other  con- 
servative measures  may  achieve  elimination  of 
the  underlying  bronchopulmonary  infection  and 
other  factors  producing  bronchial  dilatation. 
This  treatment  seems  essential  even  if  surgical 
intervention  should  eventually  be  necessary. 

3.  Since  active  medical  therapy  promises  more 
lasting  results  in  early  stages  of  bronchopulmo- 
nary infection,  prevention  of  bronchiectasis, 
rather  than  treatment,  should  be  our  ultimate  aim. 
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BACKACHE  DUE  TO  HYPOTHYROIDISM 
A series  of  57  cases  in  whom  backache  was  relieved 
by  the  administration  of  thyroid  extract  has  been  re- 
ported. Lower  basal  metabolism  due  to  reduced 
thyroid  function  is  a frequent  cause  of  backache 
seen  in  a general  surgical  practice.  This  form  of 
backache  may  be  either  the  outstanding  complaint 
of  the  patient,  or  it  may  be  secondary  to  complaints 
involving  the  gastrointestinal  or  genitourinary  sys- 
tems. Four  fifths  of  the  cases  under  discussion  fell 
into  the  latter  group.  In  a review  of  198  cases  pre- 


senting surgical  syndromes  and  a lowered  metabolic 
rate,  one  third  complained  of  backache.  An  ade- 
quate history  is  the  most  important  diagnostic 
procedure. 

Hypothyroidism  is  an  etiologic  avenue  well  worth 
exploring  when  other  reasons  for  the  backache 
are  not  evident. 

Relief  was  usually  obtained  in  three  weeks  to 
three  months. — Earl  G.  M.  Krief,  M.D.,  in  The 
Grace  Hospital  Bulletin,  July,  1950 


PREGNENOLONE 


Preliminary  Report  on  Pregnenolone  Acetate  and  Acetoxypregnenolone  in  Arthritis 
and  Soft  Tissue  Rheumatism 

William  Bryant  Rawls,  M.D.,  and  V.  Charles  Ancona,  M.D.,  New  York  City 
{From,  the  New  York  Polyclinic  Post-Graduate  Medical  School  and  Hospital  and  St.  Clare’s  Hospital) 


THERE  have  been  various  reports  concerning 
pregnenolone  in  the  treatment  of  rheumatoid 
arthritis.  This  study  was  undertaken  to  deter- 
mine the  effectiveness  of  pregnenolone  not  only 
in  the  treatment  of  rheumatoid  arthritis  but  also 
in  other  rheumatic  diseases.  We  have  now 
treated  over  50  patients  suffering  from  different 
types  of  rheumatic  diseases  with  pregnenolone.* 
The  following  report  will  indicate  the  type  of 
cases  in  which  pregnenolone  has  been  used  and 
the  results  obtained. 

Rheumatoid  Arthritis 

Six  patients  with  rheumatoid  arthritis  of  one 
year  or  more  duration  were  treated.  There 
was  x-ray  evidence  of  joint  damage  and  carti- 
laginous destruction,  and  these  patients,  there- 
fore, could  be  classed  as  having  advanced  or 
moderately  advanced  rheumatoid  arthritis. 
They  were  given  300  to  400  mg.  of  pregnenolone 
daily  for  eighteen  to  twenty-one  days  without 
tangible  improvement.  Four  of  these  patients 
had  previously  received  gold  injections;  three 
of  them  had  obtained  considerable  but  not  com- 
plete relief,  and  the  other  had  been  intolerant  to 
gold.  The  results  of  this  experiment  forced  us 
to  conclude  that  pregnenolone  had  little,  if  any, 
effect  upon  patients  with  advanced  or  moderately 
advanced  rheumatoid  arthritis.  There  have 
been  some  reports  of  good  results  in  patients 
with  early  rheumatoid  arthritis  without  x-ray 
evidence  of  joint  damage.  We  have  had  one 
patient  with  a focal  arthritis  and  considerable 
soft  tissue  involvement  simulating  rheumatoid 
arthritis  that  responded  to  pregnenolone  therapy. 
(This  case  is  reported  in  this  paper.) 

Osteoarthritis 

Case  1. — This  patient,  a white  woman,  age  fifty- 
eight,  had  osteoarthritis  of  both  knees  with  consid- 
erable soft  tissue  involvement  and  marked  swelling 
on  the  inner  surface  of  the  left  knee.  She  had  re- 
ceived all  types  of  treatment,  such  as  short  wave  dia- 
thermy, infrared,  galvanism,  whirlpool  baths,  vita- 
min therapy,  salicylates,  injections  of  thiamine, 
naiodine,  etc.  Also,  the  knee  had  been  strapped 
with  adhesive  tape  which  was  kept  on  for  three 
weeks.  This  gave  some  relief,  but  two  weeks  later 
the  pain  returned.  She  was  then  started  on  daily 
injections  of  300  mg.  of  acetoxypregnenolone.  After 

* Pregnenolone  (Prenolon)  and  acetoxypregnenolone 
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ten  injections  of  300  mg.  she  began  to  improve,  and 
by  the  fourteenth  day  there  was  marked  improve- 
ment. The  swelling,  pain,  soreness,  and  stiffness 
were  markedly  relieved.  She  was  then  given  the 
same  dosage  three  times  weekly,  but  there  was  no 
further  improvement.  In  two  weeks  the  symptoms 
returned,  and  her  condition  was  about  the  same  as 
when  treatment  was  begun . It  is  possible  that  if  the 
daily  injections  had  been  continued  for  a longer  pe- 
riod, the  improvement  might  have  lasted  longer,  but 
because  of  the  soreness  from  the  injections  they 
could  not  be  continued,  and  we  cannot  consider  this 
case  a success.  We  do  not  know  what  the  results 
would  have  been  had  the  treatment  been  continued. 

Case  2. — A white  woman,  age  seventy-two,  had 
osteoarthritis  of  both  knees  with  considerable  soft 
tissue  involvement.  She  had  great  difficulty  in 
walking  and  used  two  canes.  She  could  not  rise 
from  a chair  without  help.  There  was  marked 
swelling  on  the  inner  surface  of  both  knees,  which 
were  tender  on  palpation.  She  had  previously  re- 
ceived a great  deal  of  treatment  without  result.  Due 
to  the  fact  that  she  had  received  the  usual  treatment 
for  a long  time,  we  decided  to  try  pregnenolone  ace- 
tate and  gave  her  300  mg.  daily  for  twenty-one 
days.  There  was  little  improvement  for  the  first 
fourteen  days,  and  then  the  pain  and  stiffness  grad- 
ually lessened  so  that  by  the  twenty-first  day  she 
was  able  to  rise  from  a chair  alone  and  to  discard  her 
canes.  She  was  given  three  injections  a week  for 
three  weeks,  two  injections  a week  for  two  weeks,  and 
it  was  then  decided  to  discontinue  because  of  the 
soreness  of  the  buttocks.  She  maintained  her  im- 
provement for  a period  of  two  months,  and  then  the 
symptoms  returned.  This  patient  was  neither  com- 
pletely relieved  nor  cured  as  her  symptoms  have  re- 
turned after  only  two  months  remission.  The  im- 
provement, however,  was  greater  than  had  been  ob- 
tained with  any  other  form  of  treatment  and  was,  in 
our  opinion,  due  entirely  to  soft  tissue  improvement. 

We  have  treated  two  other  patients  with  similar 
conditions.  They  were  given  400  mg.  for  ten  days 
and  then  400  mg.  every  other  day.  During  the 
fourth  week  they  began  to  improve,  and  at  the  end 
of  six  weeks  there  was  marked  relief  of  symptoms. 
They  have  continued  to  receive  the  injections 
twice  each  week  and  have  maintained  their  im- 
provement for  eight  weeks.  The  sedimentation 
rates  were  only  moderately  increased  and  showed 
only  slight  reduction. 

A great  many  patients  with  osteoarthritis  of  the 
knees  have  considerable  swelling,  tenderness,  and 
pain  which  are  due  to  soft  tissue  involvement.  In 
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our  opinion,  the  improvement  in  this  group  is  due 
to  a lessening  of  the  soft  tissue  involvement. 
These  patients  fall  into  this  group. 

Case  S. — A white  woman,  age  forty-nine,  com- 
plained of  severe  pain  over  the  dorsal  spinal  region 
which  interfered  with  all  motion.  She  also  com- 
plained of  some  pain,  stiffness,  and  swelling  in  the 
right  knee,  and  of  excruciating  pain,  marked  swell- 
ing, and  stiffness  in  the  left  knee,  which  caused  her 
great  difficulty  in  walking.  She  could  not  rise  from 
a chair  without  help,  and  even  though  she  used  a 
cane  she  had  to  have  assistance  in  walking.  She 
could  not  sleep  because  of  pain.  On  physical  exam- 
ination there  was  marked  tenderness  over  the  para- 
vertebral margin  of  the  seventh,  eighth,  ninth,  and 
tenth  dorsal  vertebrae  and  flexion  or  any  motion 
provoked  marked  spasm  with  severe  pain.  There 
was  tenderness  on  palpation  over  the  inner  condyle  of 
the  right  knee  and  slight  grating  on  passive  motion 
but  no  swelling.  The  left  knee  was  markedly  swol- 
len to  about  one  and  a half  times  its  normal  size  and 
extremely  tender.  There  was  partial  flexion  deform- 
ity, and  any  motion  elicited  extreme  pain.  There 
was  fluid  in  the  joint  cavity. 

She  was  given  300  mg.  of  acetoxypregnenolone 
daily  for  three  days,  after  which  time  the  pain  in  her 
back  and  the  pain  and  soreness  in  the  right  knee  had 
entirely  disappeared.  The  swelling  in  the  left  knee 
was  reduced  almost  one  half,  and  most  of  the  pain 
had  disappeared.  She  could  flex  and  extend  the 
knee  without  much  pain,  and  to  a much  greater  de- 
gree than  when  she  was  first  examined  three  days 
before.  The  treatment  was  continued  for  seven- 
teen days,  and  there  was  marked  improvement. 
However,  medication  was  omitted  because  of  pain 
and  soreness  at  the  site  of  injections. 

Within  five  days,  her  condition  returned  to  what  it 
had  been  before  the  beginning  of  treatment.  After 
the  soreness  had  subsided,  pregnenolone  was  given 
again,  but  after  ten  days  of  treatment  there  was  no 
improvement,  whereas  at  the  end  of  the  first  ten  days 
of  treatment  there  had  been  marked  improvement. 
She  again  developed  soreness  and  pain  from  the  in- 
jections and  refused  to  continue  treatment. 

Soft  Tissue  Rheumatism 

We  have  observed  that  certain  types  of  soft 
tissue  rheumatism  react  well  to  pregnenolone 
therapy,  and  the  following  case  reports  will  give 
in  some  detail  the  results  obtained. 

Case  4 ( Acute  Bursitis). — A white  woman,  age 
thirty-four,  with  an  acute  olecranon  bursitis  of  two 
days  duration  complained  of  severe  pain  and  swell- 
ing. Any  motion  produced  excruciating  pain.  She 
was  unable  to  sleep  because  of  the  pain,  in  spite  of  the 
fact  that  she  was  taking  one  tablet  of  a salicylate 
compound  with  codeine,  l/4  grain,  every  two  hours. 
Examination  revealed  the  elbow  to  be  swollen  and 
extremely  tender,  and  passive  motion  elicited  severe 
pain.  The  elbow  was  kept  flexed  to  about  a 45- 
degree  angle.  She  was  given  300  mg.  of  acetoxy- 
pregnenolone. Twenty-four  hours  later,  the  pain 
had  greatly  subsided,  and  she  could  move  the  arm 
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freely.  She  was  given  300  mg.  more,  and  in  twenty- 
four  hours  the  pain  had  entirely  disappeared;  the 
swelling  was  less,  and  there  was  complete  range  of  ' 
motion  and  no  tenderness  on  palpation.  The  same 
dose  of  acetoxypregnenolone  was  continued,  and  four 
days  from  the  beginning  of  treatment  she  was  symp- 
tom-free and  there  were  no  abnormal  physical  find- 
ings. She  has  remained  symptom-free  to  date  ! 
(eight  weeks). 

Case  5. — A white  woman,  age  forty-six,  about 
twelve  hours  prior  to  her  visit  to  the  office  had  sud- 
den severe  pain  and  soreness  over  the  right  subdel- 
toid region  and  inability  to  move  the  arm.  On  ex- 
amination, the  patient  appeared  to  be  in  extreme 
pain ; any  motion  elicited  severe  pain,  and  there  was 
exquisite  tenderness  over  the  right  subdeltoid  region. 
The  patient  was  afraid  to  have  the  arm  touched  for 
examination  and  would  not  allow  a determination  of 
the  range  of  motion.  X-ray  examination  did  not  re- 
veal any  calcification.  She  was  given  400  mg.  of 
pregnenolone  acetate;  twelve  hours  later  the  severe 
pain  had  subsided,  and  she  was  able  to  sleep.  The 
next  day  the  soreness  and  pain  were  considerably 
less,  and  moderate  motion  gave  only  slight  pain. 
She  was  continued  on  treatment,  and  within  five  days 
was  symptom-free,  and  has  remained  symptom-free 
to  date  (six  weeks). 

Case  6 (Myositis). — A white  man,  age  forty-eight, 
had  myositis  of  the  lumbar  muscles  with  considerable 
muscle  spasm,  pain,  and  limitation  of  motion  and 
great  difficulty  in  sleeping  and  getting  out  of  bed. 
He  had  extreme  difficulty  in  putting  on  his  socks 
and  shoes  and  in  order  to  put  on  his  trousers  had  to 
sit  down  and  drop  them  on  the  floor,  hold  on  to 
his  suspenders,  and  pull  them  on.  After  taking  a 
bath,  he  could  not  dry  his  lower  extremities  without 
sitting  down.  This  severity  had  been  present  for 
two  weeks,  even  though  he  had  received  physio- 
therapy and  large  doses  of  thiamine  chloride.  He 
was  given  300  mg.  of  acetoxypregnenolone  at  2 
p.m.,  and  the  following  morning  he  was  free  from 
pain,  could  put  his  trousers  on  in  the  normal  way,  I 
and  after  taking  his  bath  could  dry  himself  normally.  ; 
He  had  done  this  without  realizing  it  until  a sudden 
motion  produced  a twinge  of  pain  which  reminded 
him  that  he  was  performing  motions  he  had  been  1 
unable  to  do  for  the  past  two  weeks.  He  stated  • 
that  he  felt  normal.  He  was  given  300  mg.  of 
acetoxypregnenolone  the  following  day,  300  mg. 
forty-eight  hours  later,  and  there  has  been  no  return  n 
of  symptoms  to  date  (seven  weeks). 

Case  7. — A white  woman,  age  thirty-five,  com-  * 
plained  of  pain  involving  most  of  the  body,  par- 
ticularly over  the  scapula,  both  subdeltoid  regions,  ' 
and  in  the  left  wrist.  Upon  examination,  there  was 
soreness  and  tenderness  over  both  scapulas,  both 
subdeltoid  regions,  the  lumbosacral  region,  and  the 
left  wrist.  There  was  tenosynovitis  of  the  tendons 
of  the  left  wrist  and  fascitis  of  the  lumbar  and 
shoulder  girdle  regions  and  bilateral  subdeltoid 
bursitis.  There  was  limitation  of  motion  in  both 
shoulders  and  pain  on  palpation  and  passive  motion. 
She  was  given  400  mg.  of  acetoxypregnenolone  daily  [ 
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and  after  ten  days  of  treatment  was  entirely  symp- 
tom-free. The  dosage  was  then  reduced  to  400 
mg.  three  times  weekly  for  two  weeks  and  twice 
weekly  thereafter.  Although  her  symptoms  had 
been  present  for  nine  months  prior  to  treatment,  she 
has  remained  symptom-free  to  date  (four  weeks). 
There  was  no  calcification  of  the  bursae  or  supra- 
spinatus  tendon. 

Case  8. — A white  man,  age  sixty-nine,  suffering 
with  what  appeared  to  be  rheumatoid  arthritis  of 
only  about  three  months  duration  and  without 
x-ray  evidence  of  joint  or  cartilage  damage,  was 
treated  with  pregnenolone  acetate.  He  was  unable 
to  make  the  trip  to  and  from  the  office  and  was 
admitted  to  the  hospital  for  treatment.  He  was 
unable  to  abduct  the  shoulders  fully  or  to  extend 
or  flex  the  knees.  The  wrists,  fingers,  knees,  and 
ankles  were  swollen^  painful,  and  stiff,  and  there 
was  partial  flexion  deformity  of  both  elbows. 
Although  this  patient  had  what  appeared  to  be  a 
typical  rheumatoid  arthritis  with  spindle-shaped 
swelling  of  the  middle  phalangeal  joint,  etc.,  he 
had  a constant  fever  of  a septic  type  and  appeared 
too  acutely  ill  for  his  symptoms  to  be  due  entirely 
to  rheumatoid  arthritis.  There  was  a history  of 
frequent  episodes  of  pneumonitis,  and  the  question 
of  possible  bronchogenic  carcinoma  was  considered 
but  later  ruled  out.  On  rectal  examination  the 
prostate  was  found  to  be  enlarged  and  somewhat 
harder  than  normal,  but  a urologic  consultant 
decided  there  was  no  malignancy. 

He  was  given  300  mg.  of  pregnenolone  acetate 
daily,  and  within  one  week  there  was  marked  im- 
provement. Full  range  of  motion  of  the  shoulders 
was  obtained  and  the  swelling  in  the  hands,  knees, 
and  ankles  disappeared.  The  range  of  motion  in 
the  knees  and  ankles  markedly  improved,  and  he  was 
able  to  walk  with  very  little  difficulty.  There  was 
still  a mild  temperature,  but  the  patient  felt  better 
and  was  eating  better.  At  this  time,  however,  he 
developed  an  attack  of  pneumonitis  which  reacted 
to  large  doses  of  penicillin.  When  discharged  from 
the  hospital,  his  rheumatic  symptoms  were  markedly 
improved.  There  was  some  difficulty  in  urination, 
and  he  was  discharged  under  the  care  of  his  own 
urologist  for  possible  prostatectomy. 

Two  weeks  after  returning  home  he  entered 
another  hospital  where  a prostatectomy  was  per- 
formed. He  withstood  the  operation  without 
difficulty,  but  on  the  fourth  day  had  another  episode 
of  pneumonitis  with  high  temperature,  nausea, 
and  vomiting.  He  did  not  react  to  penicillin, 
Chloromycetin,  or  aureomycin  and  expired.  A 
necrospsy  revealed  phlegmon  of  the  bladder,  and 
there  were  multiple  abscesses  in  the  prostate  bed. 
This  was  a case  of  focal  arthritis  with  marked  soft 
tissue  involvement. 

Analysis  of  36  Cases  of  Bursitis 

Bursitis — Acute,  Without  Calcification  (16 
Cases). — Three  hundred  milligrams  of  preg- 
nenolone acetate  intramuscularly  daily  was  the 
routine  therapy.  Seven  patients  had  consider- 
able relief  after  the  first  treatment.  Two  patients 


obtained  relief  after  two  treatments,  and  three 
obtained  relief  after  three  or  more  treatments,  or 
a total  of  80  per  cent  were  improved.  These 
were  carefully  selected  cases  of  acute  subdeltoid, 
subacromial,  and  olecranon  bursitis.  Three 
patients  showed  no  improvement,  and  one  of 
these  became  chronic  and  developed  what  is 
commonly  referred  to  as  a “frozen”  shoulder 
which  was  resistant  to  all  forms  of  therapy.  One 
required  six  to  eight  weeks  and  another  four 
weeks  before  obtaining  relief  from  other  forms  of 
treatment.  One  of  these  patients  had  had  an 
attack  of  subdeltoid  bursitis  five  years  ago  which 
required  several  weeks  to  relieve.  The  present 
attack  was  in  the  same  shoulder,  and  all  symp- 
toms disappeared  in  five  days.  She  was  de- 
lighted to  be  relieved  in  so  short  a time. 

Bursitis — Acute,  with  Calcification  ( 8 Cases). — 
These  patients  were  apparently  symptom-free 
until  a sudden  onset  of  pain,  soreness,  limitation 
of  motion,  etc.  Five  patients  improved  greatly 
after  a few  injections  in  the  same  manner  as  the 
patients  with  acute  bursitis  without  calcification 
except  that  there  were  some  residual  symptoms, 
such  as  mild  pain  and  mild  limitation  of  motion. 
One  required  eight  injections  before  obtaining 
relief.  There  was  no  improvement  in  two. 
The  pregnenolone,  of  course,  had  no  effect  upon 
the  calcium  deposit.  This  series  is  too  small 
to  draw  conclusions,  but  the  subject  warrants 
further  study.  In  our  opinion  the  results  were 
simply  due  to  allaying  the  acute  inflammation 
of  the  bursa. 

Bursitis — Chronic,  Without  Calcification  (7 
Cases). — There  was  considerable  relief  in  three 
patients,  only  partial  relief  in  two,  and  no  relief 
in  three. 

Bursitis — Chronic,  with  Calcification  (6  Cases). 
— There  were  only  indifferent  results  in  this 
group,  and  it  is  doubtful  whether  this  therapy 
is  worth  while.  The  treatment,  however,  was 
continued  for  only  seven  days.  Because  the 
acute  bursitis  had  improved  with  four  to  seven 
days  treatment,  we  did  not  believe  that  it  was 
worth  while  to  continue.  It  is  possible  that, 
because  of  the  chronicity,  a longer  period  of 
treatment  is  required  for  improvement,  and  had 
the  therapy  been  continued  longer  in  this  group, 
the  results  might  have  been  better. 

Side-Effects 

To  date,  we  have  given  over  1,000  injections 
and  have  had  only  two  sterile  abscesses.  One 
was  aspirated  on  three  occasions  and  healed 
without  incision.  The  other  was  incised  by  the 
patient’s  local  physician  and  healed  within  two 
weeks.  We  believe  the  incision  and  drainage 
were  not  necessary  and  that  this  would  have  also 
yielded  to  aspiration.  There  is  considerable 
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local  irritation  following  the  injections,  and 
several  patients  have  had  swollen  tender  buttocks, 
although  they  did  not  develop  abscesses. 

Most  of  the  patients  object  strenuously  to 
taking  the  injections  daily  because  of  the  sore- 
ness, etc.  Several  patients  have  complained  of 
marked  fatigue,  approaching  exhaustion  in  a 
few  instances.  In  several  instances  there  has 
been  mild  nausea,  and  in  one  instance  preg- 
nenolone had  to  be  discontinued  because  of 
continuous  nausea.  One  patient  developed  head- 
aches following  the  injections.  One  patient 
had  marked  exhilaration  following  the  injections 
and  stated  that  when  she  went  to  a bridge  party, 
she  had  been  very  gay,  talkative,  etc.,  when 
ordinarily  she  was  very  reserved.  Two  patients 
complained  of  depression,  but  this  was  of  no 
particular  significance.  Urinalysis,  complete 
blood  counts,  blood  sugars,  glucose  tolerance 
tests,  blood  chlorides,  etc.,  all  remained  normal. 
There  was  no  evidence  of  chloride  retention  in 
any  patient.  There  has  been  no  evidence  of  any 
serious  toxicity. 

Comment 

This  report  does  not  advocate  pregnenolone 
as  a new  form  of  treatment  for  rheumatic  diseases. 
\Ye  have  found  no  improvement  from  its  use  in 
patients  with  advanced  rheumatoid  arthritis 
but  have  observed  good  results  in  soft  tissue 
rheumatism.  It  was  particularly  effective  in 
acute  subdeltoid  bursitis.  Pregnenolone  has  a 
place  in  the  treatment  of  soft  tissue  rheumatism. 
It  is  hoped  that  other  workers  will  try  it  in  this 
group  of  rheumatic  diseases. 

The  results  in  osteoarthritis  mentioned  above 
were  due  solely  to  the  effect  upon  the  soft  tissue. 
It  is  not  advocated  as  a method  of  treatment  for 
osteoarthritis.  However,  where  there  is  marked 
soft  tissue  involvement,  it  might  be  worth 
trying.  We  included  osteoarthritis  in  our  study 
as  we  wished  to  determine  the  effects  upon  all 
types  of  rheumatic  disease. 

In  reviewing  the  results  from  cortisone  or 
ACTH  in  our  own  patients,  it  appears  to  us  that 


they  have  been  mostly  on  soft  tissue.  Cer- 
tainly destruction  of  cartilage,  bone  erosion,  etc., 
are  not  reversed  in  a few  days.  It  is  true  that 
perhaps  it  does  allay  the  inflammation  of  the 
synovial  membranes,  but  again  this  can  be  con- 
sidered soft  tissue  involvement.  To  many 
observers,  the  involvement  of  muscles  and  other 
soft  tissue  in  rheumatoid  arthritis  has  long  been 
evident,  and  some  of  us  believe  that  if  the  soft  ? 
tissue  involvement  could  be  overcome,  we  could 
return  the  patient  to  a useful  life. 

Every  rheumatologist  has  observed  patients  1 
who  are  disabled  with  rheumatoid  arthritis  I 
where  the  x-rays  were  negative  for  any  marked 
joint  damage.  It  is  our  belief  that  if  cortisone 
or  ACTH  were  used  in  conjunction  with  gold  | 
salts  therapy  in  the  very  early  cases  before  x-ray 
evidence  of  joint  damage  occurs,  we  could  bring 
about  more  complete  and  lasting  remissions,  i 
This  should  be  done  on  ambulatory  patients, 
as  most  of  these  patients  cannot  afford  to  spend 
several  weeks  in  a hospital.  We  are  engaged  in 
such  a study  at  the  present  time. 

Summary 

1.  Pregnenolone  acetate  or  acetoxypregneno- 
lone  had  little  effect  upon  patients  with  advanced  i 
or  moderately  advanced  rheumatoid  arthritis. 

2.  Both  pregnenolone  acetate  and  acetoxy- 
pregnenolone  gave  good  results  in  certain  cases  of 
soft  tissue  rheumatism  and  deserve  further  study. 

3.  There  was  no  serious  toxicity. 

Addendum,:  Since  this  manuscript  was  submitted  for  pub- 
lication, 87  additional  patients  have  been  treated  with  preg- 
nenolone. There  were  20  patients  with  acute  bursitis  with- 
out calcification,  of  whom  70  per  cent  showed  improvement; 

25  with  acute  bursitis  with  calcification,  56  per  cent  im- 
provement; i2  with  subacute  bursitis  without  calcification, 

60  per  cent  improvement,  and  30  with  subacute  bursitis  with 
calcification,  50  per  cent  improvement.  Patients  with 
chronic  bursitis  (over  four  months  duration) , with  or  without 
calcification,  obtained  only  indifferent  results. 

We  have  not  used  pregnenolone  for  rheumatoid  arthritis 
except  as  originally  reported  but  have  continued  its  use  in  all 
types  of  soft  tissue  rheumatism,  with  approximately  the 
same  results  as  reported  above. 

Oral  pregnenolone  is  also  available,  and  we  have  used  it 
in  a good  many  of  the  patients  treated  in  the  past  few 
months,  with  approximately  the  same  results  as  when  given 
by  injection.  When  oral  pregnenolone  is  used,  however, 

400  to  600  mg.,  in  divided  doses  should  be  given  daily. 


WHO  REPORTS  ON  CURRENT  INFLUENZA  OUTBREAKS 


Reporting  on  current  outbreaks  of  influenza 
appearing  in  several  regions,  the  World  Health 
Organization  has  indicated  that  neither  the  spread 
nor  the  severity  of  the  illness  can  be  compared  with 
more  serious  epidemics  of  influenza  that  occurred  in 
the  first  part  of  this  century. 

So  far,  said  a WHO  statement,  complications 
have  been  rare  and  mortality  remains  very  low. 
Influenza  may  be  fatal  for  the  aged  or  for  cardiac 
patients  but,  for  the  bulk  of  the  population,  “the 
considerable  progress  in  chemotherapy  of  infectious 


diseases — especially  sulfa  and  antibiotics — permits 
successful  vigorous  action  against  the  secondary 
infections  which  caused  the  highest  fatality  in  1918.” 

National  health  administrations  are  being  kept 
constantly  advised  regarding  the  outbreaks  by  the 
WHO  through  daily  radio  bulletins  and  weekly  sum- 
maries and  WHO  Regional  Influenza  Centers  and 
are  thus  enabled  to  take  the  necessary  action. 

WHO  has  been  notified  of  outbreaks  in  Hawaii 
and  Japan  as  well  as  in  Europe,  and  the  disease  has 
appeared  in  Canada  and  the  United  States. 


THE  TREATMENT  OF  SCIATICA  WITH  GLUCURONE 


Joseph  H.  Hodas,  M.D.,  Herbert  Laage,  M.D.,  and  Harvey  Brandon,  M.D., 
New  York  City 

( From  the  Misericordia  Hospital) 


IN  ATTEMPTING  to  evaluate  the  effective- 
ness of  glucuronic  acid  and  its  more  stable 
derivative,  glucuronolactone  (commonly  called 
Glucurone),  on  the  various  rheumatic  diseases, 
several  cases  of  sciatica  were  encountered.1  The 
response  to  therapy  was  encouraging  and  in  a few 
cases  dramatic.  It  was,  therefore,  decided  to  ex- 
tend our  observations  to  this  condition  since  it  has 
lacked  anything  approaching  specific  treatment 
in  the  past.  One  of  us  (H.L.),  an  orthopedist, 
working  independently  'with  Glucurone  made 
similar  observations  on  the  effectiveness  of  this 
medication.* *  This  report  is  a combined  effort, 
approaching  the  problem  from  the  orthopedic  and 
medical  viewpoints. 

Before  discussing  the  actual  application  of  the 
drug,  it  is  important  to  define  our  concept  of  sci- 
atica. Search  of  the  literature  proved  vague  and 
confusing  since  the  term  sciatica  has  been  loosely 
applied  to  a great  many  conditions  causing  low- 
back  pain  with  or  without  leg  radiation.  Slo- 
cumb  defines  the  condition  as  fibrositis  of  the  per- 
ineural fibrous  sheath,  often  as  “an  extension” 
of  an  acute  or  chronic  intramuscular  or  periartic- 
ular fibrositis.2  This  appears  to  be  the  most 
commonly  accepted  definition  and  perhaps  is  the 
best  today.3 

The  more  severe  types  of  sciatica  are  charac- 
terized by  varying  degrees  of  compression  of  the 
nerve  which  may  result  in  swelling,  tenderness, 
and  pain  of  the  extremity.  Clinically,  the  condi- 
tion usually  occurs  in  the  “rheumatic  subject” 
and  may  be  precipitated  by  exposure  to  damp  and 
cold  or  muscle  strain,  such  as  occurs  with  pro- 
longed poor  posture  or  sudden  twisting  or  bend- 
ing. The  former  belief  that  a focus  of  infection 
plays  the  most  important  part  in  the  etiology 
seems  to  be  on  the  wane,  with  the  removal  of  in- 
numerable tonsils,  teeth,  and  gallbladders  as  tes- 
timony to  the  ineffectiveness  of  this  treatment. 

A review  of  the  other  conditions  which  may 
cause  low-back  pain  and  may  give  rise  to  the 
, • “sciatic  syndrome”  must  be  considered  and  may  be 
helpful  in  differential  diagnosis.  These  are  path- 
ology of  the  spinal  column,  the  spinal  canal,  the 
pelvic  girdle,  the  feet,  the  intrapelvic  organs,  and 
the  various  pathologic  conditions  along  the  course 


Presented  at  the  Clinical  Conference  of  Misericordia  Hos- 
pital, September  19,  1950. 
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of  the  great  sciatic  nerve.  True  secondary  sciatica 
is  rare.  It  may  be  seen  following  severe  metal 
poisoning,  alcoholism,  diabetes,  lues,  certain  de- 
ficiency diseases,  and  certain  types  of  anemia. 
These  latter  invariably  will  leave  inflammatory 
and  degenerative  changes  in  nerve  tissue. 

Criteria  of  Diagnosis 

In  a study  of  this  type  it  is  necessary  to  define 
the  exact  condition  to  be  treated  and  to  establish 
a set  standard  for  diagnosis;  otherwise  treatment 
cannot  properly  be  evaluated.  The  term  “sci- 
atica” as  used  in  this  article  is  limited  by  the  fol- 
lowing criteria : 

1.  Pain  is  felt  along  the  course  of  the  whole 
sciatic  nerve  or  any  of  its  parts.  The  pain 
usually  starts  in  the  buttocks  or  the  back.  It 
radiates  down  the  posterior  aspect  of  the 
thigh  in  men  and  not  infrequently  along  the 
anterior  lateral  aspect  in  women. 

2.  The  tenderness  may  vary  in  intensity 
and,  at  times,  like  the  pain,  have  segmented 
distribution. 

3.  Findings:  Usually  the  patient  prefers 
lying  in  flexion  on  the  unaffected  leg.  Reflexes 
may  be  diminished  or  lost.  Straight  leg  raising 
causes  severe  pain  but  lessens  as  the  affected 
knee  is  bent.  The  late  pathologic  changes  in 
sciatica  may  be  due  to  nerve  pressure  leading  to 
marked  swelling,  redness,  etc. 

In  brief,  then,  the  diagnosis  of  sciatica  is  based 
on  (1)  pain  along  the  course  of  the  sciatic  nerve 
with  (2)  tenderness  on  direct  palpation,  (3)  reduc- 
tion of  muscle  tone,  sensory  and  reflex  response 
on  the  affected  side,  and  possible  abnormal 
changes  in  the  skin  area  supplied  by  the  nerve. 

In  addition  to  the  above  criteria,  further  diag- 
nostic aids  should  include  a careful  history,  x-ray 
examination  of  the  spine,  pelvis,  and  hips,  com- 
plete blood  count,  sedimentation  rate,  serology, 
and,  when  indicated,  acid  phosphatase  and  pro- 
tein studies.  The  examination  may  require  a 
neurologic  study  for  both  sensory  and  motor  in- 
volvement, as  well  as  a pelvic,  prostatic,  and  rec- 
tal checkup.  Last  but  not  least,  it  is  important 
to  evaluate  the  patient’s  psychosomatic  status, 
since  overlooking  this  factor  may  be  the  cause  of 
failure  in  therapy. 

Treatment 

The  multitude  of  treatments  advocated  in  the 
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past  is  indicative  of  their  ineffectiveness.  Re- 
sults have  been  claimed  for  such  general  measures 
as  climate,  rest,  bowel  hygiene,  and  diet.  The 
removal  of  etiologic  factors,  where  possible,  has  al- 
ways been  and  is  still  the  mainstay  of  most  practiced 
therapy.  Among  medications,  sodium  salicylate 
has  withstood  the  test  of  time,  whether  given  by 
mouth  or  rectum,  in  combination  with  codeine, 
barbiturates,  or  other  sedatives.  When  a case 
fails  to  respond  to  this  type  of  therapy,  sciatica 
usually  becomes  an  orthopedic  problem.  At 
times,  a severe  case  may  last  for  a period  of  a year 
or  more,  and  recurrences  are  common.  The  dis- 
cussion of  former  treatment  would  be  incomplete, 
however,  without  mention  (and  condemnation)  of 
the  injection  treatment  of  the  sciatic  nerve.  One 
need  only  recall  the  numerous  cases  of  foot  drop 
following  this  fad  to  relegate  this  treatment  to  the 
forgotten  past. 

Glucuronic  Acid 

While  using  glucuronic  acid  in  the  treatment  of 
arthritis,  several  cases  with  a complicating  sci- 
atica showed  a favorable  response,  and  it  was  de- 
cided to  extend  our  study  to  the  sciatic  syndrome. 
Our  favorable  impressions  in  this  series  of  25  cases 
so  treated  were  confirmed.  These  patients  were 
unselected  and  ambulatory;  they  required  no 
hospitalization.  When  a case  failed  to  respond 
after  a week  of  treatment,  re-evaluation  of  the 
diagnostic  criteria  was  undertaken,  and  at  times  a 
further  workup  disclosed  a more  deep-seated 
pathology.  In  two  of  these  cases  after  failure 
with  glucuronic  acid,  operation  for  herniated 
discs  brought  relief. 

Prior  to  the  proper  evaluation  of  a sufficiently 
large  number  of  cases,  it  is  necessaiy  to  discount 
the  enthusiasm  that  commonly  accompanies  the 
use  of  a new  drug.  Otherwise  we  would  be  in- 
clined to  feel  that  the  administration  of  glucu- 
ronic acid  might  be  considered  a therapeutic 
test — one  that  might  often  save  the  patient  con- 
siderable expense  and  prolonged  hospitalization. 

Chemistry  and  Biochemistry  of  Glucurone 

So  little  has  been  written  about  the  role  of  glu- 
curonic acid  in  the  treatment  of  the  various  rheu- 
matic states  that  a more  detailed  report  of  its 
chemistry  and  biochemistry  may  be  helpful  for  a 
better  understanding  of  its  therapeutic  value. 

Glucuronic  acid  is  an  oxidation  product  of  d- 
glucose,  obtainable  only  if  the  aldehyde  function 
is  protected  during  oxidation.  The  acid  itself  is 
somewhat  unstable  and  does  not  exist  free  in  na- 
ture. Various  more  stable  forms  occur  in  blood 
and  urine.  The  product  used  in  this  treatment  is 
Glucurone,  better  designated  as  glucuronolac- 
tone.  Its  action  in  the  body  is  principally  that 


of  detoxification.  Its  other  functions  are  those 
of  a building  block  in  the  formation  of  collagen  i 
and  of  mucopolysaccharides  such  as  hyaluronic  i 
acid,  heparin,  chondroitin  sulfuric  acid,  and  mu- 
coitin.  Until  recently,  there  has  been  no  satis- 
factory method  of  preparing  glucuronic  acid  in 
sufficient  quantities  to  permit  a study  of  its 
physiologic  significance.  Recently,  it  has  been 
synthesized  and  now  the  solution  to  some  of  these 
problems  is  possible. 

Detoxification 

Glucuronic  acid  plays  a major  part  in  detoxifi- 
cation. This  involves  oxidation,  conjugation,  or 
reduction  of  various  toxic  compounds,  possibly 
in  the  liver.  Glucuronic  acid  conjugation  is  the 
most  common  of  all  these  processes  and  occurs  in 
practically  all  species.  It  is  now  recognized  that 
conjugated  glucuronic  acid  is  a normal  constituent 
of  urine,  presumably  combined  with  metabolites 
or  toxic  substances  present  in  the  body  or  in- 
gested in  the  diet.  Among  these  are  the  ethyl 
and  propyl  alcohols,  “avertin,”  chloral  hydrate, 
hydroquinone  and  various  phenols,  cresol,  sali- 
cylic acid,  resorcinol,  adrenaline,  thymol,  naphtha- 
lene, sulfapyridine,  morphine,  nicotinic  acid,  an- 
tipyrine,  acetylid,  and  benzoic  acid.  These  and 
many  others  are  excreted  as  glucuronides  and 
glucuronates,  conjugated  forms  of  glucuronic 
acid.  The  metabolism  of  salicylic  acid  is  of  par- 
ticular interest  because  of  its  use  as  a therapeutic 
agent  in  rheumatic  diseases.  A salicylic-glucu- 
ronic acid  conjugate  is  one  of  the  products  ex- 
creted following  ingestion  of  salicylates  which 
greatly  increases  the  glucuronic  and  gentisic  acid 
content  of  the  blood  and  urine  to  several  times 
their  normal  value,  proportionate  to  the  given 
dose  of  salicylates.4  In  some  species  these  find- 
ings may  be  significant  and  should  be  the  subject  ■ 
of  further  studies.  Para-aminobenzoic  acid  acts 
in  a similar  fashion.5 

Synovial  Fluid 

Hyaluronic  acid  is  a mucopolysaccharide 
found  in  animal  tissue  whose  function  appears  to 
be  that  of  binding  water  in  interstitial  spaces, 
holding  cells  together  in  a jelly-like  matrix,  and 
serving  as  a lubricant  or  shock  absorber  in  joints. 

Hyaluronic  acid  is  composed  of  equimolecular 
parts  of  glucuronic  acid  and  N-acetyl-D-glucos- 
amine.  It  is  capable  of  being  hydrolyzed  by  the 
enzyme  hyaluronidase,  considered  identical  with 
the  “spreading  factor.”  When  hyaluronic  acid  is 
acted  upon  by  hyaluronidase,  the  viscosity  of  the 
synovial  fluid  is  decreased.  It  is  possible  that 
this  effect  is  due  to  the  abnormal  synthesis  of  glu- 
curonic acid,  involving  the  increased  production 
of  incompletely  polymerized  hyaluronic  acid. 18 
Traumatic  inflammation  of  the  joints  is  accom- 
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panied  by  an  increase  in  the  volume  of  the  syno- 
vial fluid,  which  also  results  in  reduced  viscosity, 
possibly  the  result  of  dilution  with  extracellular 
fluid  or  the  presence  of  a lower  molecular  weight 
or  defective  hyaluronic  acid  content  or  both.7 
Its  participation  in  the  changes  in  the  synovial 
fluid  may  be  of  significance  in  rheumatic  diseases. 

Cartilage 

Cartilage  is  also  involved  in  rheumatic  diseases. 
The  intercellular  substance  of  cartilage  consists 
of  collagen  and  chondroitin  sulfuric  acid.  The 
latter,  in  turn,  is  composed  of  glucuronic  acid,  N- 
acetylchondrosamine  and  sulfuric  acid.  It  has 
been  suggested  by  Meyer  that  weakness  of  con- 
nective tissue  in  scurvy  depends  on  the  lack  of 
ability  to  form  chondroitin  sulfuric  acid  and  may 
have  some  bearing  on  ulceration  in  the  intestinal 
tract.*  No  attempt  will  be  made  here  to  discuss 
in  detail  its  role  in  the  biochemistry  of  heparin  or 
the  possible  action  of  mast  cells  in  furnishing  this 
substance  as  an  anticoagulant.  Neither  do  we  in- 
tend to  discuss  its  relationship  to  the  immuno- 
polysaccharides.  These  subjects  are  relatively  un- 
explored and  may  ultimately  be  shown  to  be  of 
importance  in  the  fields  of  immunology  and  al- 
lergy. 

Application  to  Sciatica 

The  cases  in  our  present  series  are  “selected” 
or,  rather,  screened,  since,  when  other  causative 
factors  such  as  pressure,  disc,  etc.  were  found, 
they  were  treated  by  surgery  or  orthopedic  means. 
Obviously,  glucuronic  acid  could  not  be  beneficial 
to  these  cases. 

The  results  in  the  treatment  of  sciatica  were 
satisfactory,  with  alleviation  of  symptoms  in  over 
80  per  cent  of  the  cases  treated.  Treatment  usu- 
ally consisted  of  0.5  or  1 Gm.  every  four  hours 
(one  or  two  tablets  of  Glucurone  three  or  four 
times  a day).  Occasionally,  gastric  intolerance 

I such  as  nausea  and  diarrhea  were  noted,  but  no 
severe  toxic  symptoms  occurred.  In  such  cases 
reduction  of  the  dose  or  administration  with  milk 
usually  sufficed  to  overcome  the  symptoms.  In 
several  cases  3 to  5 cc.  of  a 10  per  cent  solution  of 
Glucurone  were  given  intramuscularly  every  other 
day  for  four  or  five  doses.  The  results  were 
equally  good  with  both  methods  of  treatment. 
At  present,  the  intramuscular  or  intravenous 
solutions  are  not  available  for  general  use.  Con- 
trols treated  without  glucuronic  acid  but  with  the 
15  usual  codeine,  aspirin,  bed  rest,  etc.,  required 

longer  treatment,  even  though  the  initial  pain  re- 
sponse was  sometimes  better  in  the  control  group. 

!• 

a Case  Reports 

A few  cases  are  herewith  presented  as  typical  of 
the  group  treated  with  glucuronic  acid. 


Case  1. — Mrs.  A.,  age  forty  years,  kitchen  worker, 
had  a history  of  lower  back  pain  radiating  down  the 
right  leg  for  approximately  three  months.  She  had 
been  treated  by  all  conventional  methods  with  little 
relief.  She  had  to  continue  working  because  of 
economic  reasons  so  that  orthopedic  immobilization 
could  not  be  attempted.  Blood  count  and  sedi- 
mentation rate  were  within  normal  limits.  X-ray 
of  lumbar  spine  showed  no  abnormalities.  Vaginal 
examination  was  negative.  Typical  tenderness  was 
elicited  along  the  course  of  the  nerve,  as  previously 
described.  The  patient  received  one  tablet  of 
Glucurone  four  times  a day  and  2 cc.  of  glucurono- 
lactone  intramuscularly  biweekly.  Two  weeks  of 
treatment  sufficed  to  relieve  all  symptoms.  There 
has  been  no  recurrence  seventeen  months  after 
treatment  was  instituted. 

Case  2. — E.  R.,  aged  thirty-seven,  a diabetic  of 
four  years  duration,  complained  of  sudden  low-back 
pain  on  arising  one  morning.  That  afternoon  he 
developed  a shooting  pain  with  tenderness  extending 
from  the  left  buttock  down  the  posterior  aspect  of 
the  thigh,  radiating  down  the  calf  and  the  outer 
aspect  of  the  left  leg.  Tenderness  followed  this 
same  distribution.  The  x-ray  reports,  blood  chem- 
istry, and  rectal  examination  were  negative.  Dia- 
betes was  well  controlled.  Patient  was  placed  on 
two  tablets  (1  Gm.)  three  times  a day,  supple- 
mented with  codeine,  1/2  grain  for  the  first  three 
days.  The  recovery  was  uneventful  and  progressive. 
Total  duration  of  treatment  was  three  weeks,  and 
there  was  no  residual  pain  or  tenderness.  The 
patient  was  able  to  resume  work  at  the  end  of  this 
period. 

Case  3. — C.  S.,  a sixty-four-year-old  female, 
complained  of  pain  in  the  left  hip,  radiating  down 
the  left  leg.  Blood  count  was  within  normal  limits. 
X-ray  showed  moderate  osteoarthritis  of  the  spine. 
Sedimentation  rate  was  14  mm.  There  was  tender- 
ness along  the  course  of  the  sciatic  nerve  to  the 
lower  third  of  the  thigh.  Patient  was  given  1 Gm. 
(two  tablets)  of  Glucurone  every  four  hours.  Treat- 
ment was  continued  for  about  one  month  at  which 
time  she  became  asymptomatic.  Heberden’s  nodes 
and  stiffness  of  the  right  shoulder,  which  had 
existed  for  about  one  year,  also  showed  marked 
improvement. 

Case  4 ■ — S.  L.,  male,  aged  forty-four,  complained 
of  a severe  pain  which  radiated  down  the  left  but- 
tock, thigh,  and  calf.  His  pain  was  aggravated  by 
any  change  of  position.  The  attack  had  lasted  for 
three  days  and  got  worse  in  spite  of  heat,  salicylates, 
and  sedatives.  Blood  eount,  sedimentation  rate, 
and  x-ray  were  negative.  The  leg  was  hot  and  sensi- 
tive to  touch.  He  was  given  5 cc.  of  Glucurone 
intramuscularly  on  two  successive  days.  The  pa- 
tient experienced  marked  relief  on  the  second  day. 
No  further  medication  was  required.  There  was 
some  residual  backache  which  disappeared  several 
days  later.  Patient  has  been  observed  for  the  past 
three  months  with  no  recurrence  up  to  the  present 
and  has  remained  symptom-free. 
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Summary 

Twenty-five  cases  of  sciatica  were  treated  with 
glucuronolactone  (Glucurone)  with  good  results 
in  over  80  per  cent.  Treatment  consisted  of  two 
tablets  (1  Gm.)  three  times  a day  or  3 to  5 cc.  of 
Glucurone  injected  intramuscularly  every  other 
day.  Criteria  for  diagnosis  of  sciatica,  the  bio- 
chemistry of  Glucurone,  and  its  possible  action 
in  the  rheumatic  mechanism  are  described. 
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A TECHNIC  FOR  MEASURING  PULMONARY  ARTERIAL  PRESSURES 
DURING  PNEUMONECTOMY 

Preliminary  Report 

J.  Gerard  Converse,  M.D.,  Allan  Stranahan,  M.D.,  Adrian  A.  Ehler,  M.D.,  and 
Merel  H.  Harmel,  M.D.,  Albany,  New  York 

( From  the  Departments  of  Anesthesia  and  Thoracic  Surgery , Albany  Medical  College ) 


CERTAIN  untoward  events  occur  during 
pulmonary  surgery  in  the  human,  which  as 
yet  cannot  be  explained  satisfactorily  by  our 
present  concepts  of  cardiopulmonary  physiology. 
We  have  seen  pulmonary  edema,  marked  hypo- 
tension, bronchospasm,  and  gross  cardiac  irregu- 
larities occur  following  ligation  of  the  pulmonary 
artery,  unexplained  by  tracheobronchial  obstruc- 
tion or  reflex  mechanisms.  These  complications 
have,  on  several  occasions,  necessitated  termina- 
tion of  the  operative  procedure.  In  the  immedi- 
ate postoperative  period,  a few  patients  have  de- 
veloped pulmonary  edema,  and  many  have  de- 
veloped cardiac  arrhythmias,  the  cause  of  which 
has  not  been  fully  understood.  These  patients 
have  readily  responded  to  such  drugs  as  digitalis 
and  quinidine. 

In  an  attempt  to  explain  the  causative  mech- 
anisms of  the  above-mentioned  complications, 
the  following  technic  for  measuring  pulmonary 
arterial  pressures  during  pneumonectomy  has 
been  devised.  Zimmerman  et  al.  have  described 
a technic  for  studying  pulmonary  hemodynamics 
during  pneumonectomy  by  preoperative  venous 
catheterization  of  the  right  heart.1  We  find  that 
the  technic  to  be  described  below  is  simpler,  less 
time-consuming,  and  can  be  done  easily  during 
the  time  of  pulmonary  resection,  provided  a 
branch  of  the  right  or  left  pulmonary  artery  can 
be  isolated. 

Method 

Following  mobilization  of  the  pulmonary  artery 


and  its  branches,  a ligature  is  applied  around  the 
main  artery,  and  one  loop  of  the  knot  is  placed 
but  not  tied.  The  most  accessible  branch  of  the 
pulmonary  artery,  which  is  usually  one  of  the  seg- 
mental upper  lobe  arteries,  is  then  isolated,  and 
a silk  loop  is  placed  above  and  below  the  point 
of  arterial  incision.  With  traction  on  these  two 
loops,  a small  opening  in  the  artery  is  made.  A 
number  7 ureteral  catheter  is  then  inserted  a 
distance  of  6 to  10  cm.,  depending  upon  the  length 
of  the  individual  artery  used  and  whether  one  is 
catheterizing  the  right  or  left  side.  It  should  be 
remembered  that  the  catheter  is  to  be  filled  with 
saline  or  heparin  in  saline  throughout  the  pro- 
cedure in  order  to  prevent  clotting  and  occlusion 
of  the  lumen. 

Between  the  reservoir  of  saline  or  heparin  in 
saline  and  the  catheter,  an  interposing  manometer 
for  the  recording  of  pressures  is  placed.  Pressures 
are  taken  before  and  after  ligation  of  the  pul- 
monary artery.  The  division  of  the  artery  is  then 
completed  after  removal  of  the  catheter. 

Electrocardiography  has  been  done  during  this 
method  of  catheterization,  and  no  abnormal 
tracings  have  been  observed.  Since  this  pro- 
cedure is  performed  under  direct  vision,  correct 
placement  of  the  catheter  is  assured,  the  danger 
of  uncontrollable  hemorrhage  is  remote,  and  little 
is  added  to  the  total  time  of  operation. 

Reference 

1.  Zimmerman,  Henry  A.,  Mendelsohn,  Harvey,  and 
Adelman,  Arthur:  J.  Lab.  & Clin.  Med.  34:  1769  (1949). 


ADEQUACY  OF  PROTHROMBIN  SYNTHESIS  DURING 
TERRAMYCIN  THERAPY 

Robert  D.  Barnard,  M.D.,  Laurelton,  New  York 


SIGNS  of  vitamin  deprivation  occurring  during 
periods  of  antibiotic  ingestion  have  been  re- 
ported by  Harris,  who  noted  “B  component”  and 
vitamin  K deficiencies  from  aureomycin  and 
chloramphenicol.1  The  case  of  a patient  showing 
“vitamin  B deficiency”  while  on  terramycin 
therapy  has  been  reported  to  the  writer,  although 
it  has  not  occurred  in  his  experience,  with  pro- 
tracted dosage  levels  of  between  50  and  200  mg.  of 
terramycin  daily  in  several  scores  of  patients  who 
have  been  on  such  therapy  for  weeks  or  months.2 
The  recent  use  of  these  protracted  administra- 
tions in  the  management  of  certain  previously 
intractable  atopic  states,  including  some  of  the 
hematologic  dyscrasias,  raises  important  theo- 
retic considerations  of  the  possibility  of  vitamin  K 
synthesis  suppression  through  intestinal  tract 
sterilization.3  Such  an  eventuality  would  be 
doubly  serious  because  of  the  intrinsic  hemor- 
rhagic tendencies  of  patients  with  the  malignant 
leukoblastoses,  even  when  they  possess  an  ade- 
quate prothrombin  synthesis  mechanism.  In 
this  connection  Harris  finds  the  stool  odor  to  dis- 
appear in  50  per  cent  of  patients  receiving  aure- 
omycin or  chloramphenicol,  while  over  90  per 
cent  of  my  patients  on  terramycin  show  a com- 
pletely odorless  stool  within  two  days  after  initia- 
tion of  the  200-mg.  dosage.  There  is  an  evident 
profound  change  in  intestinal  flora  which  exhibits 
a gram-positive  character.  Proteolytic  species 
are  almost  wholly  replaced  by  those  which  are 
saccharolytic ; if  the  former  have  to  do  with  vit- 
amin K synthesis,  the  latter  should  undoubtedly 
suffer. 

Contravening  these  theoretic  considerations  is 
the  experimentally  established  fact  that  pro- 
thrombin concentration  estimations  on  blood 
samples  from  some  of  my  patients  who  have  had 
the  longest  courses  of  terramycin  therapy,  and 
while  they  were  still  on  such  therapy,  failed  to 
elicit  a prothrombinopenia  (Table  I).  Female 
patients  seldom  report  an  augmentation  of  the 
menstrual  flow  as  they  frequently  do  when  in- 
gesting the  known  prothrombinogenesis  suppres- 
sant, salicylate.*  Acute  leukemic  patients  fre- 
quently exhibit  a rapid  submergence  of  hemor- 
rhagic phenomena  when  placed  on  terramycin 
therapy,  a salubrious  change  ascribable  in  part  to 
diminution  of  peptonemia  with  rise  in  blood 

* Some  patients  report  a retardation  or  some  suppression 
of  menstrual  flow,  but  this  we  now  attribute  to  possible 
“cortiooid”  or  androgenic  effects  of  minimal  oral  antibiotic 
therapy. 


TABLE  I. — Time-Reciprocally  Determined  Blood 
Prothrombin  Concentrations  in  Patients  on  Sustained 
Protracted  Terramycin  Therapy 


Patient 

Condition 

Daily 

Terra- 

mycin 

Dosage 

(Mg.) 

Dura- 

tion 

of 

Terra- 

mycin 

Therapy 

(Weeks) 

Stool 

Bacillary 

Predomi- 

nance 

(Gram 

Stain) 

Pro- 

thrombin 

Per- 

centage 

W.  L. 

Acute 

leukemia 

50  to  150 

22 

Positive 

no* 

C.  M. 

Hodgkin’s 

mediastinal 

200 

20 

Positive 

100 

M.  E. 

Rheumatoid 

arthritis 

600 

4 

Negative 

100 

D.  B. 

Amyotrophic 

lateral 

sclerosis 

150 

14 

Positive 

85 

E.  T. 

Erythroblas- 
tic arrest 
anemia 

200 

8 

Positive 

120* 

J.  H. 

Amebiasis 

1,000 

6 

Positive 

100 

J.  W. 

Agnogenic 

myeloid 

metaplasia 

200  to  400 

l 17 

Positive 

105 

S.  T. 

Infantile 
megaloblas- 
tic anemia 

150 

5 

Positive 

95 

D.  K. 

Atopic 

dermatosis 

200 

12 

Positive 

100 

* These  values  do  not  imply  a hyperprothrombinemia 
because  normal  bloods  show  a fifty  to  seventy-second  clotting 
(.120  to  85  per  cent)  on  the  “time-reciprocal”  scale. 


cholinesterase  and  making  for  more  suitable 
capillary  reaction  to  extravasation.  Terramy- 
cin has  even  greater  antiheparinic  activity  than 
streptomycin,  and  its  ingestion  may  reduce  the 
hyperheparinemia  usually  extant  in  acute  leuke- 
mia.4 

Further  vitiating  a theoretic  contention  that 
terramycin  administration  might  inhibit  vitamin 
K synthesis  is  the  observation  that  no  Dicuma- 
rolized  patient,  out  of  dozens  observed,  has  shown 
augmentation  of  prothrombinopenic  response 
when  given  terramycin.  In  fact,  there  is  a sug- 
gestion of  increased  prothrombin  synthesis  in  a 
single  Dicumarolized  patient  given  terramycin. 
Darby  noticed  a similar  effect  with  folic  acid,  a 
fact  of  considerable  interest,  because  terramycin 
ingestion  (like  that  of  folic  acid)  has  induced  re- 
mission in  infantile  megaloblastic  anemia.5,6  In 
the  case  reported  herewith  prothrombin  concen- 
trations during  Dicumarol-terramycin  therapy 
were  followed  not  only  by  a modification  of  the 
standard  Quick  procedure,  but  also  by  a new 
method  which  permits  of  the  detection  of  hyper- 
prothrombinemia in  a freshly  drawn  unaltered 
blood  sample.7,8  Since  the  data  in  Table  I and 
in  the  last  column  of  Table  II  were  obtained  by 
this  procedure  (the  latter  table  affording  a com- 
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TABLE  II. — Effect  of  Terramycin  Therapy  on  the 
Prothrombinopenic  Response  of  a Dicumarolized 
Patient  with  Comparative  Values  for  Prothrombin 
Concentration 


Day  of  ' 
Observa- 
tion 

Dicumarol 

Dose 

(Mg.) 

Terramycin 

Dose 

(Mg.) 

Prothrombin 

Concentration 

. (Percentage) • 

Time- 

Concen-  Time- 

tration  Reciprocal 
Curve  Curve 

Procedure  Procedure 

1 

300 

2 

150 

0 

70 

78 

3 

100 

1,500 

35 

40 

4 

50 

1,500 

27 

30 

5 

50 

1,500 

30 

30 

6 

50 

1,500 

38 

34 

7 

50 

1,500 

43 

45 

8 

50 

0 

42 

40 

9 

50 

33 

33 

10 

50 

28 

33 

11 

0 

35 

33 

12 

50 

55 

40 

13 

0 

57 

60 

14 

50 

73 

75 

15 

0 

16 

0 

92 

85 

parison  between  it  and  the  standard  method),  it  is 
briefly  detailed. 

Estimation  of  Prothrombin  Concentration 
by  the  ''Time-Reciprocal”  Method 

Two  cubic  centimeters  of  blood  obtained  by 
venipuncture  are  rapidly  expelled  through  the  rub- 
ber cap  of  an  evacuated  5-cc.  vial  which  contains 
1 Gm.  of  sand,  10  mg.  of  acetone-washed  horse 
brain  thromboplastin,  and  1 mg.  of  hydroquin- 
one.*  Stopwatch  timing  is  begun  on  admixture 
of  the  blood  with  the  vial’s  contents.  The  vial  is 
periodically  inverted  (every  few  seconds),  and 
timing  ends  with  clot  solidification.  The  time 
required  for  clotting  is  the  reciprocal  of  the  pro- 
thrombin concentration,  viz.,  one  minute  clotting 
corresponds  to  100  per  cent  prothrombin  (the 
normal  value);  two  minutes  equals  50  per  cent 
prothrombin;  3 minutes,  33V3  per  cent,  etc. 

Case  Report 

M.  W.,  a female  aged  sixty-three,  had  an  elective 
cholecystectomy  on  June  2,  1950.  Ten  days  post- 
operatively,  thrombophlebitis  of  the  right  leg  de- 
veloped and  progressed  to  involvement  of  the  femo- 
ral-saphenous affluent.  Dicumarol  was  started  on 
June  14.  The  prothrombin  concentration  dropped, 
with  marked  abatement  of  local  symptoms,  within 
two  days.  However,  fever  persisted  so  terramycin, 
in  6 daily  oral  doses  of  250  mg,,  was  started  on  June 
16.  While  the  patient  was  on  terramycin  therapy, 
which  was  maintained  for  five  days,  a daily  Dicu- 
marol dose  of  50  mg.  was  found  insufficient  to  hold 
the  prothrombin  concentration  below  the  liminal 
therapeutic  level,  but  since  the  patient  was  symptom 


* I am  indebted  to  Dr.  Louis  Kazal  of  the  Medical  Re- 
search Division,  Sharp  & Dohme,  Glenolden,  Pennsylvania, 
and  to  Mr.  O.  J.  Coren  of  Far  Rockaway,  New  York,  for 
the  horse  brain  preparations. 


free,  the  prothrombin  concentration  was  allowed  to 
rise  on  that  dosage  until  the  seventh  day  of  anti- 
coagulant therapy.  Following  discontinuance  of 
terramycin,  50  mg.  of  Dicumarol  daily  were  found 
adequate  to  suppress  the  prothrombin  concentration 
below  30  per  cent  and  to  maintain  it  at  what  has 
arbitrarily  been  fixed  as  the  “therapeutic  level”. 
Pertinent  data  is  rendered  in  Table  II. 

Comment 

It  appears  that  terramycin  administration  does 
not  inhibit  either  vitamin  K or  prothrombin 
synthesis.  This  conclusion  with  regard  to  vita- 
min K is  in  keeping  with  a priori  reasoning,  for, 
within  twenty-four  to  forty-eight  hours,  terra- 
mycin administration  usually  leads  to  implanta- 
tion of  a lactobacillus  intestinal  flora,  the  identi- 
cal flora  which  is  coincident  with  inception  of 
vitamin  K synthesis  by  the  newborn  infant.9’10 
With  regard  to  prothrombin  synthesis  during 
terramycin  therapy,  from  Table  II  it  would  even 
appear  to  be  enhanced,  since  prothrombin  con- 
centrations actually  increased  slightly  during 
terramycin  therapy.  The  slight  daily  increments 
on  a standardized  Dicumarol  dose  are  felt  to  be 
outside  the  experimental  error  limits  of  the  pro- 
thrombin method  employed,  since  the  latter  was  ■ 
based  on  a reciprocal  time  curve  (rather  than  the 
rectangular  hyperbolic  curve  as  are  the  ordinary 
“direct”  methods  of  prothrombin  timing).  Still, 
the  postulation  of  an  augmented  prothrombin 
synthesis  based  on  this  meager  data  is  not  permis- 
sible (although  it  is  not  ruled  out)  because  an  ap- 
parent increase  in  prothrombin  concentration 
could  be  produced  by  a neutralization  of  the  nor- 
mal heparin  content  of  the  blood.  It  was  men- 
tioned that  terramycin  is  definitely  antiheparinic. 

Since  vitamin  K excess  may  lead  to  hyperpro- 
thrombinemia  and  thus  to  a presumable  “hyper- 
coagulability” state,  this  potentiality  of  pro- 
tracted oral  antibiotic  therapy,  as  now  practiced 
in  the  treatment  of  certain  atopic  conditions, 
warrants  further  study.11  However,  it  would 
appear  from  the  data  in  Table  I that  there  is  no 
real  danger  of  a hypercoagulability  state  develop- 
ing on  this  basis.  The  knowledge  derived  from 
practical  experience  also  serves  to  minimize  the 
possibility  of  such  danger.  In  the  first  place,  it  is 
doubtful  if  hyperprothrombinemia,  as  occasion- 
ally encountered  in  other  connections,  is  synony- 
mous with  a hypercoagulability  state.11  Second, 
a tremendous  number  of  domesticated  animals 
have  ingested  small  doses  of  streptomyces-derived 
antibiotics  throughout  their  entire  life  span  with-  i i 
out  exhibiting  any  dyscoagulability  state.  This 
wholesale  experiment  came  about  unwittingly, 
while  it  was  still  unrealized  that  the  major  portion 
of  the  “animal  protein  factor”  responsible  for 
augmented  growth  of  such  animals  probably  con- 
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sisted  of  the  same  antibiotics  now  being  success- 
fully applied  in  humans.12  In  the  latter,  such 
an  “animal  protein  factor”  seems  to  owe  its  pre- 
potent effect  to  a change  in  the  intestinal  bacillary 
flora  to  one  comparable  of  that  seen  in  the 
breast-fed  infant.  There  have  been  no  reports 
of  either  intrinsic  hyper-  or  hypoprothrombinemia 
in  the  latter. 

Conclusions 

Protracted,  small  dosage  or  short-term,  full 
dosage  of  terramycin  does  not  appear  to  inhibit 
vitamin  K or  prothrombin  synthesis  in  the  hu- 
man. 

138-48  231st  Street 

Addendum. — Since  this  article  was  submitted, 
one  has  appeared  in  which  the  antiheparinic  ef- 
fect of  aureomycin  (similar  chemically  to  terra- 
mycin and  chloramphenicol)  was  quantitatively 
demonstrated  [Waisbren,  B.  A.,  and  Glick,  D.: 
Proc.  Soc.  Exper.  Biol.  & Med.  75:  476(1950)]. 
It  is  evident  that  the  slight  rise  in  coagulability 
shown  by  the  patient  in  the  present  paper  during 
terramycin  administration  could  have  been  due 
to  this  antiheparinic  effect  since  the  results  of 
Waisbren  el  ad.  indicate  that  the  antibiotic  concen- 
trations which  might  be  extant  in  the  plasma 
after  the  usual  therapeutic  doses  would  affect  the 
high  heparin  concentrations  that  we  have  en- 
countered in  terminal  acute  leukemia  and  radia- 
tion morbidity.  According  to  the  graphs  shown 
by  the  cited  authors,  large  doses  of  the  strepto- 
myces-derived  antibiotics  could  also  affect  the 


normal  heparin  content  of  the  blood,  and  this  is 
bound  to  have  an  effect  which  would  not  always 
be  in  the  anticipated  direction  of  increased 
coagulability;  the  reverse  could  conceivably  re- 
sult. This  is  because  the  coagulation  mecha- 
nism is  in  a state  of  dynamic  equilibrium.  Hepa- 
rin may  normally  function  to  regulate  the  elab- 
oration of  plasma  thromboplastin  [(Science  107 : 
571(1948)],  and  in  the  absence  of  the  latter  de- 
creased coagulability  might  ensue.  The  re- 
sults of  the  Minnesota  investigators  (who  also 
suggest  the  ameliorative  role  of  certain  antibi- 
otics in  radiation  morbidity  as  due  to  antiheparinic 
effect)  must  serve  to  point  up  the  growing  feeling 
that  the  effects  of  the  streptomyces-derived 
antibiotics  on  disease  states  far  transcend  those 
to  be  attributed  to  their  bacteriostatic,  bacteri- 
cidal, or  “virocidal”  properties. 
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NERVE  SURGERY  BRINGS  RELIEF  TO  ANGINA  PECTORIS  SUFFERERS 


Surgical  removal  of  sympathetic  nerve  tissue 
near  the  heart  has  brought  relief  to  patients  suffer- 
ing from  chest  pains  due  to  an  abnormal  state  of 
the  heart  arteries,  according  to  three  Boston  phy- 
sicians. 

This  condition — known  as  angina  pectoris — 
produces  pain  in  the  chest  over  the  upper  part 
of  the  heart  radiating  in  various  directions  but 
mainly  into  the  left  neck  and  down  the  left  arm. 
It  is  common  in  persons  with  high  blood  pressure. 

According  to  a report  by  Drs.  James  A.  Evans, 
James  L.  Poppen,  and  James  B.  Tobias  in  the 


December  23  issue  of  the  Journal  of  the  American 
Medical  Association,  sympathectomy— as  the  oper- 
ation is  called — was  performed  on  10  high  blood 
pressure  patients  suffering  with  severe  attacks  of 
disabling  angina  pectoris  with  “satisfactory  re- 
sults” in  all  cases.  Complete  relief  was  found  in 
half  of  the  patients,  of  whom  three  reported  throat 
constriction  sensations,  a residual  symptom  in  this 
operation.  The  remaining  five  patients  experienced 
“satisfactory  results”  rather  than  complete  relief. 
Results  were  studied  over  a period  of  from  three 
months  to  three  years. 


CATARACT  ASSOCIATED  WITH  NEURODERMATITIS  DISSEMINATA 

John  A.  Cetner,  M.D.,  Albany,  New  York 
( From  the  Department  of  Ophthalmology,  Albany  Medical  College) 


THE  association  of  skin  disease  and  cataract 
was  first  reported  by  Rothmund  in  1868. 1 
He  described  four  cases  of  poikiloderma  atro- 
phicans vasculare  in  children  in  which  bilateral 
cataracts  developed  between  the  ages  of  four  and 
six  years.  In  1904,  Werner  described  lens  opaci- 
ties occurring  in  scleroderma.2  A third  example 
of  a skin  disorder  associated  with  development  of 
cataract  is  that  seen  in  neurodermatitis  dissemi- 
nata. This  latter  syndrome  was  first  reported  in 
the  German  literature  by  Andogsky  in  1914. 3 
The  first  American  report  did  not  appear  until 
1921  when  Davis  described  a case  of  neuroder- 
matitis with  cataracts  in  a fifteen-year-old  girl.4 
Since  that  time  Brunstig,  Beetham,  and  others 
have  added  to  the  general  information  on  this 
subject.6'6  In  1947,  Sack  collected  all  the  re- 
ported cases  (33  American)  and  summarized 
them.7  More  recently,  Cowan  and  Klauder  re- 
ported on  the  frequency  of  this  type  of  cataract.8 
Since  Coca  the  term,  “atopic  cataract,”  has  been 
generally  accepted.9  Herein  briefly  presented  are 
three  additional  instances  of  atopic  cataract  to 
augment  the  growing  number  of  reported  cases. 

Neurodermatitis  disseminata  is  a skin  affliction 
of  a generalized  nature  with  a special  predilec- 
tion for  the  skin  of  the  face,  neck,  the  antecubital, 
and  the  popliteal  areas.  In  dermatology  circles 
it  is  also  referred  to  as  atopic  dermatitis,  allergic 
eczema,  and  Sulzberger’s  dermatitis.  It  is  in- 
tensely pruritic,  and  in  cases  of  long  standing  the 
skin  becomes  thickened,  stiff,  and  leathery  from 
lichenification.  The  onset  usually  occurs  early 
in  life  as  infantile  eczema  and  continues  through 
childhood  and  into  adult  life  by  repeated  acute 
exacerbations  developing  at  irregular  intervals. 
It  is  uncommon  for  the  cutaneous  manifestations 
to  make  their  first  appearance  after  puberty. 
This  skin  disorder  is  generally  classed  today  as 
an  atopy,  and  the  most  significant  characteristic 
of  atopy  is  a hereditary  predisposition  to  allergic 
reactions.  Patients  with  neurodermatitis  dis- 
seminata, or  atopic  dermatitis,  almost  always 
show  a family  history  of  allergy.  The  personal 
history  of  these  patients  frequently  manifests 
hay  fever,  asthma,  or  both.  In  most  instances 
skin  testing  reveals  many  positive  reactions. 
Emotional  lability  is  commonly  noted  in  the 
personality. 

Why  cataract  develops  in  these  cases  has  cer- 
tainly not  been  clarified.  It  is  tempting  to 
speculate  on  the  fact  that  both  the  skin  and  the 
lens  are  of  ectodermal  origin  and  for  that  reason 


the  same  physiologic  dysfunction  may  operate 
to  produce  the  cutaneous  manifestations  and  the 
lenticular  opacities.  Daniel  suggested  that  a 
change  in  the  permeability  and  selectivity  of  the 
lens  capsule  could  readily  be  reasoned  to  inter- 
fere with  the  metabolism  of  the  lens  and  its  trans- 
parency, thereby  producing  a cataract  in  an 
otherwise  normal  eye.10  Woods  in  discussing  this 
suggestion  was  reluctant  to  accept  this  hypoth- 
esis and  doubted  that  a change  in  lens  capsule 
permeability  results  from  the  participation  of  the 
lens  in  the  allergic  process.10  That  other  factors, 
not  yet  understood,  play  an  important  role  in  the 
production  of  cataract  in  atopic  dermatitis  is 
suggested  by  the  fact  that  only  a small  percent- 
age of  the  many  individuals  with  this  relatively 
common  skin  disease  develop  cataracts. 

The  cataract  is  usually  bilateral  and  appears 
most  commonly  in  the  second  decade  of  life  al- 
though it  has  been  reported  occurring  as  late  as 
forty-nine  years.  In  some  instances  the  cataract 
matures  rapidly  in  four  to  eight  months.  On  the 
other  hand,  maturity  may  be  slowly  progressive 
and  require  several  years.  The  lens  opacities 
begin  subcapsularly,  both  posteriorly  and  an- 
teriorly, and  progress  to  complete  opacification. 
A dense,  white,  plaquelike  opacity  with  scalloped 
margins  resembling  an  open  umbrella  may  often 
be  noted  just  beneath  the  anterior  capsule  and  is 
regarded  as  typical  of  atopic  cataract  by  some 
observers.  In  the  majority  of  cases  the  interval 
between  the  age  of  onset  of  the  dermatitis  and 
the  appearance  of  cataract  is  between  ten  and 
twenty  years.  Except  for  the  cataract,  the  eye  is 
normal  in  all  other  respects. 

Case  Reports 

Case  1. — This  forty-one-year-old  bachelor  was  ad- 
mitted to  the  Dermatology  Service  because  of  an 
acute  exacerbation  of  his  chronic  dermatitis  follow- 
ing shortly  upon  the  death  of  his  mother  to  whom  he 
was  devotedly  attached.  Diagnosis  of  neuroder- 
matitis disseminata  was  made  and  treatment  in- 
stituted which  included  aut.ohemotherapy.  Be- 
cause he  was  totally  blind,  the  Ophthalmology  De- 
partment was  asked  to  see  him. 

Family  history  was  vague  and  fragmentary,  and  a 
reliable  history  of  allergy  could  not  be  established. 
So  far  as  could  be  determined,  neither  of  the  parents 
had  a clinically  recognizable  allergy.  His  only  sister 
was  living  and  well  and  apparently  did  not  manifest 
any  hypersensitivity. 

The  skin  disorder  first  appeared  as  infantile 
eczema  involving  the  face  and  extremities  at  the  age 
of  about  six  months.  Since  that  time  he  had  had 
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many  recurrences  occurring  irregularly  but  fre- 
quently throughout  his  life.  In  his  youth  he  had 
“bronchial  trouble,”  but  it  had  never  been  diagnosed 
as  asthma.  Skin  testing  done  on  several  occasions 
was  reported  as  showing  many  positives.  He  volun- 
teered the  information  that  he  has  always  been 
difficult  to  get  along  with  and  that  he  would  “heat  up 
quick.”  In  our  relations  with  him  he  was  found  to 
be  emotional,  taciturn,  and  argumentative. 

At  the  age  of  thirty  years  he  first  noted  blurring 
of  vision  in  the  right  eye.  He  had  always  had  good 
vision  previously.  Vision  in  that  eye  progressively 
failed,  and  within  two  years  only  light  perception  re- 
mained. He  was  advised  that  he  had  a cataract. 
It  was  about  this  time  that  the  vision  in  the  other 
eye  became  hazy.  The  left  eye,  however,  progressed 
more  slowly,  and  it  was  eight  years  before  the  vision 
was  reduced  to  light  projection  only.  At  the  age  of 
thirty-five  years  he  was  operated  unsuccessfully  for 
cataract  of  the  right  eye. 

At  the  time  the  Eye  Service  was  asked  to  see  him, 
examination  revealed  a generalized  dermatitis,  the 
most  involved  areas  being  the  face,  neck,  and  the 
flexure  surfaces  of  all  extremities.  The  skin  was 
reddened,  shedding  fine  powdery  scales,  thickened, 
and  lichenified.  Many  scratch  marks  on  the  skin 
were  in  evidence.  The  skin  of  the  eyelids  was 
thickened  and  leathery,  and  the  stiffness  of  them 
caused  a drooping  which  narrowed  the  palpebral 
fissure  giving  a pseudoptosis.  The  right  eye  which 
had  been  operated  six  years  previously  revealed  no 
signs  of  inflammatory  activity.  The  globe  was 
shrunken  with  a markedly  updrawn  pupil  suggesting 
that  a considerable  vitreous  loss  must  have  occurred 
at  the  time  of  the  operation.  The  eye  was  totally 
blind.  The  left  eye  was  normal  except  for  a mature 
soft  cortical  cataract  which  reduced  vision  to  only 
light  projection.  With  the  naked  eye  it  was  easily 
possible  to  observe  a dense  white  lens  opacity  with 
irregularly  scalloped  margins  just  beneath  the  an- 
terior capsule  and  occupying  most  of  the  pupillary 
area.  This  opacity  is  regarded  by  some  observers 
as  characteristic  of  atopic  cataract.  The  laboratory 
data  furnished  nothing  of  clinical  significance. 

On  the  tenth  day  after  his  admission  to  the  der- 
matology service  and  while  still  under  active  treat- 
ment for  neurodermatitis,  a combined  extracapsular 
’ cataract  extraction  was  performed  on  the  left  eye. 

Except  for  some  difficulty  in  inserting  and  removing 
. the  eye  speculum,  occasioned  by  the  thick  and  stiff 
'!  eyelids,  the  operation  was  done  without  complica- 
tions. The  postoperative  course  wras  uneventful, 
and  the  final  vision  obtained  with  correction  was 
20/20. 

Case  2.— This  twenty-six-year-old,  unmarried  fe- 
male has  had  a generalized  dermatitis  all  her  life. 
Eczema  of  the  face  and  arms  first  appeared  in  the 
early  months  of  infancy.  Recurrences  have  been 
frequent  and  severe  since  then.  Her  parents  and 
brother  show  no  clinically  recognizable  allergy. 
The  patient’s  maternal  grandmother  died  of  asthma. 
The  patient  herself  has  both  hay  fever  and  asthma. 
Otherwise  she  enjoys  good  health.  Numerous  posi- 
tives had  been  reported  after  skin  testing  on  several 
occasions. 


At  the  age  of  twenty-four  years  she  first  noted 
haziness  of  vision  in  both  eyes  but  paid  little  atten- 
tion to  this.  Previously,  vision  had  always  been 
good.  The  haziness  slowdy  progressed  to  a definite 
blurring,  and  eighteen  months  later,  wrhen  she  was 
first  seen,  the  vision  wras  recorded  as  20/50  for  the 
right  eye  and  8/200  for  the  left. 

Examination  revealed  a pruritic  generalized  der- 
matitis. The  areas  of  chief  involvement  wrere  the 
face,  neck,  antecubital,  and  popliteal  surfaces. 
The  skin  of  the  face  was  reddened,  stiff-looking, 
roughened,  and  lichenified.  The  eyelids  were  simi- 
larly involved.  Ocular  examination  showed  bilateral 
posterior  cortical  cataracts,  more  advanced  in  the 
left  eye.  The  anterior  cortex  wras  relatively  clear. 
The  cataracts  wrere  quite  immature,  but  because  the 
lens  opacity  was  dense  and  centrally  placed  the 
interference  with  the  visual  axis  produced  a reduction 
in  vision  out  of  proportion  to  the  amount  of  lens 
opacity.  Except  for  the  lenticular  pathology  the 
eyes  were  otherwise  normal.  Laboratory  findings 
were  normal  except  for  a slight  eosinophilia.  The 
left  eye,  having  8/200  vision  and  not  improved  by 
glasses,  wyas  selected  for  operation.  A needling  was 
done  to  effect  maturity,  and  five  days  later  a linear 
extraction  was  performed  without  complications. 
Postoperative  course  wras  quiet  and  without  incident. 
The  final  correction  gave  20/30  vision.  The  right 
eye  has  shown  little  change  since  the  initial  examina- 
tion two  years  ago,  but  it  is  expected  that  the  lens 
opacity  will  progress  eventually  to  embarrass  the 
vision  of  that  eye  sufficiently  to  necessitate  surgical 
intervention. 

Case  3. — This  twenty-four-year-old  married  fe- 
male had  a less  severe  neurodermatitis  than  the  tw'o 
cases  reported  above.  Onset  of  her  dermatitis  did 
not  occur  until  nine  years  of  age,  and  the  exacerba- 
tions have  been  few  and  of  mild  degree.  Pruritis 
was  a distressing  symptom  during  the  acute  recur- 
rences. No  definite  family  background  of  allergy 
could  be  established.  The  patient  herself  has  hay 
fever,  and  many  positive  skin  tests  have  been  re- 
ported. General  health  is  good.  The  typical  dis- 
tribution of  neurodermatitis  disseminata  was  illus- 
trated by  involvement  of  the  skin  of  the  face,  neck, 
antecubital,  and  popliteal  areas.  These  surfaces 
were  lightly  reddened,  coarse,  and  mildly  lichenified. 

She  first  noted  failing  vision  in  the  left  eye  in  May, 
1947,  when  she  was  twenty-three  years  old.  Six 
months  later  when  she  presented  herself  for  an  eye 
examination,  the  left  eye  showed  a completely  ma- 
ture cortical  cataract,  and  vision  was  limited  to  light 
projection  only.  The  cataractous  lens  had  an  homo- 
geneous gray-white  appearance  suggesting  hyper- 
maturity. The  dense  scalloped-margined  anterior 
subcapsular  opacity  so  typical  of  atopic  cataract 
wras  not  present.  Slit-lamp  examination  revealed 
no  residual  evidence  of  any  previous  inflammation 
of  the  anterior  uvea.  There  was  no  history  of  ocular 
trauma.  The  right  eye  had  20/20  vision,  and  its 
lens  was  clear.  Refractive  error  was  insignificant. 
This  patient  refused  surgery  on  her  cataractous  eye 
and  was  content  to  carry  on  with  her  one  seeing  eye 
so  long  as  it  continued  to  meet  her  visual  needs. 
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She  has  since  moved  to  another  city,  and  it  has  not 
been  possible  to  do  a follow-up  examination. 

Comment  and  Conclusions 

Three  cases  of  cataract  associated  with  neuro- 
dermatitis disseminata  are  presented  to  add  to 
the  growing  literature  on  this  subject.  The 
cataract  was  bilateral  in  two  cases  and  unilateral 
in  one.  The  dermatitis  usually  appears  early  in 
life,  is  characterized  by  recurrent  exacerbations, 
and  gradually  passes  into  a state  of  chronicity, 
leaving  the  skin  reddened,  coarse,  and  lichenified. 
The  face,  neck,  and  the  flexure  surfaces  of  all 
extremities  are  principally  involved.  Both  pos- 
terior and  anterior  cortical  lens  opacities  appear 
ten  to  thirty  years  after  the  onset  of  the  der- 
matitis and  progress  to  maturity  sometimes 
within  several  months.  Surgical  treatment  of 
these  cataracts  offers  no  difficulties  in  competent 
hands.  Why  these  cataracts  develop  in  some 


cases  of  atopic  dermatitis  and  not  in  others  is  not 
explained,  but  it  would  seem  that  other  factors 
besides  allergy  and  a common  ectodermal  origin 
of  the  skin  and  the  lens  play  a significant  role  in 
their  development.  It  is  hoped  that  the  three 
cases  herein  briefly  presented  will  serve  to  main- 
tain continued  awareness  of  the  association  of 
cataract  and  neurodermatitis  disseminata. 

365  State  Street 
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CORTISONE  GIVEN  BY  MOUTH  EFFECTIVE  AND  ADVANTAGEOUS 


Because  of  the  highly  satisfactory  results  obtained 
when  patients  were  given  cortisone  by  mouth,  three 
San  Francisco  physicians  report  that  in  their  prac- 
tice the  oral  method  has  almost  completely  sup- 
planted the  intramuscular  injection  technic  of  ad- 
ministering the  drug. 

For  their  preliminary  study,  29  patients  from  the 
Veterans  Administration  Hospital  in  San  Francisco 
and  from  their  private  practices  were  selected  by 
Drs.  Ephraim  P.  Engleman,  Marcus  A.  Krupp,  and 
Peter  Kunkel,  of  the  VA  hospital.  The  patients 
selected  for  the  study  had  diseases,  including  rheuma- 
toid arthritis,  known  to  respond  favorably  to  corti- 
sone and  severe  enough  to  warrant  the  use  of  the 
hormone. 

In  order  to  make  a comparison  of  the  two  meth- 
ods, 12  of  the  29  patients  were  treated  first  with 
intramuscular  injections  and  then  with  cortisone  sus- 
pended in  a fruit-flavored  syrup.  The  effect  of 
cortisone  when  taken  orally  is  prompt  and  of  short 
duration,  whereas  the  action  of  a dose  given  intra- 
muscularly is  slower  to  appear  and  may  last  for  a 
number  of  days.  Since  the  oral  dose  is  dissipated 
more  rapidly  than  that  of  an  equivalent  intramuscu- 
lar dose,  cortisone  must  be  taken  orally  three  or  four 
times  during  the  waking  hours.  However,  the  large 
“priming”  doses  used  in  intramuscular  treatment 
usually  seemed  unnecessary  when  oral  treatment  was 
initiated. 


The  remaining  group  of  17  patients,  with  chronic 
or  acute  diseases  such  as  rheumatoid  arthritis,  skin 
diseases,  and  rheumatic  fever,  was  given  cortisone 
only  by  mouth.  In  three  of  these  patients,  the  ini- 
tial oral  dose  was  not  large  enough  to  produce  a 
therapeutic  effect. 

The  minimal  effective  dose  varies  widely  for  dif- 
ferent patients  and  must  be  determined  by  trial. 
Only  one  of  the  remaining  14  patients  failed  to 
respond  wit  hin  36  hours  and  10  of  them  showed 
“symptomatic  and  objective  improvement”  four  to 
12  hours  after  the  beginning  of  therapy. 

The  minimal  effective  oral  dose  of  cortisone  may 
be  slightly  larger  than  the  intramuscular  dose,  but 
the  disadvantages  of  a larger  maintenance  dose  may 
be  offset  by  the  significant  advantages  of  oral 
administration.  The  fact  that  oral  administration 
of  cortisone  usually  produces  a therapeutic  effect  i 
within  a few  hours  is  of  obvious  advantage  in  the 
treatment  of  acute  disease.  The  brief  action  of  an 
oral  dose  permits  prompt  termination  of  the  effect  of  < 
cortisone  should  dangerous  reactions  occur.  There 
is  no  reason  to  believe  that  the  hazards  of  cortisone 
are  reduced  by  use  of  the  oral  method.  Side-effects 
such  as  skin  rash,  rounding  of  the  face,  retention  of 
salt  and  water  in  the  body,  high  blood  pressure,  and 
others  have  been  attributed  to  cortisone. — Journal  k 
of  the  American  Medical  Association,  February  10,  I 
1951. 


Case  Reports 


MUCOCELE  OF  THE  APPENDIX 


David  Stanley  Likely,  M.D.,  and  Condict  Walker  Cutler,  Jr.,  M.D.,  New  York  City 


( From  Ciiy  and  Goldwater  Memorial  Hospitals ) 


"D  ECENTLY  we  encountered  an  instance  of 
mucocele  presenting  several  unusual  features. 
The  tumor  filled  the  lower  half  of  the  abdomen  from 
wall  to  wall,  was  centrally  located,  and  had  caused 
no  local  symptoms;  the  patient  was  completely  un- 
aware of  its  presence. 


Case  Report 

The  patient  was  a white  man,  fifty-four  years 
old,  who  was  first  seen  during  the  second  week  of 
July,  1949,  because  of  an  attack  of  mumps  and 
severe  sore  throat. 

On  physical  examination  a large  abdominal  tumor 
was  discovered,  extending  from  the  pelvis  to  the 
level  of  the  umbilicus.  It  was  situated  slightly  to 
the  right  of  the  midline,  was  not  tender,  measured 
about  6 inches  in  transverse  diameter,  appeared 
slightly  movable  although  fixed  in  the  pelvis,  was 
quite  firm  in  consistency,  and  gave  the  sensation  of 
elasticity.  The  mass  was  palpable  high  in  the  an- 
terior rectal  pouch.  It  was  of  the  consistency  and 
contour  of  a seven  month  pregnancy.  The  remainder 
of  the  physical  findings  were  entirely  negative;  the 
blood  and  urine  were  normal. 

Close  questioning  at  this  time  gave  very  scanty 
data.  He  had  always  been  moderately  constipated 
and  was  in  the  habit  of  taking  moderate  doses  of 
milk  of  magnesia.  During  the  last  two  years  he 
experienced  more  fatigue  than  usual.  There  had 
never  been  any  remote  or  recent  abdominal  pain, 
distress,  or  abnormal  feeling.  His  present  slight 
fever  was  attributed  to  the  mumps  and  pharyn- 
gitis. 

The  sigmoidoscopic  examination  failed  to  reveal 
anything  of  note,  but  the  instrument  could  be  passed 
only  6 inches. 

A barium  enema  showed  the  sigmoid  and  descend- 
ing colon  displaced  to  the  left.  There  were  no 
demonstrable  intrinsic  lesions  of  the  bowel.  Cystos- 
copy showed  the  bladder  to  be  distorted  downward 
and  to  the  right  by  external  pressure  (Fig.  1).  The 
right  ureteral  orifice  could  not  be  found;  the  left 
was  normal. 

Intravenous  pyelography  demonstrated  an  ob- 
struction of  the  right  ureter  at  the  level  of  the  sacrum 
and  some  dilatation  and  delayed  emptying  of  the 
right  pelvis  and  ureter  (Fig.  2).  The  left  pelvis  and 
ureter  were  normal. 

An  exploratory  laparotomy  was  performed  on 
July  24,  1949  (C.W.C.).  A large  retroperitoneal 
cyst  was  found,  filling  the  true  pelvis  and  extending 
from  the  rectovesical  cul-de-sac  to  the  level  of  the 
umbilicus.  On  the  right  side,  it  was  continuous 
with  the  appendix  and  the  mesoappendix  (Fig.  3). 


Fig.  1.  Cystogram  showing  distortion  of  the  blad- 
der by  pressure  of  the  mucocele. 


The  tip  of  the  appendix  was  incorporated  in  the  cyst 
wall  and  was  thickened  at  this  point.  The  proximal 
portion  of  the  appendix  appeared  normal. 

The  remainder  of  the  cyst  wall  was  thin.  On 
the  left  it  was  insinuated  into  the  leaves  of  the  sig- 
moid mesentry.  The  sigmoid  was  stretched  over  it 
and  densely  adherent.  When  an  attempt  was 
made  to  free  these  adhesions,  the  cyst  wall  ruptured 
and  a quantity  of  viscid  gelatinous  material  with 
mucoid  globules  escaped.  The  muscularis  of  the 
sigmoid  was  found  incorporated  into  the  wall. 
The  viscid  contents  were  too  thick  to  be  aspirated 
and  had  to  be  removed  manually.  After  consider- 
able difficulty,  the  cyst  wall  was  dissected  free  sub- 
peritoneally  and  removed  with  the  appendix.  The 
patient  fully  recovered. 

Pathologic  report  by  Dr.  Walter  Brandes  was 
as  follows:  The  appendix  reveals  an  increase  of 

fibrous  tissue  and  perivascular  infiltration  with  in- 
flammatory cells  of  mild  degree  in  the  outer  layers. 
The  mucosa  is  intact.  Sections  of  the  wall  of  the 
cyst  reveal  mild  fibrosis;  muscle  tissue  is  present. 
There  is  moderate  infiltration  with  inflammatory 
cells.  The  lining  surface  reveals  the  presence  of 
mucus  and  remnants  of  mucus-secreting  cells.  No 
evidence  of  neoplastic  growth  is  seen.  Diagnosis: 
Mucocele  of  the  appendix. 
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Fig.  2.  Intravenous  pyelogram  showing  obstruc- 
tion of  the  right  ureter  by  pressure  of  the  mucocele. 


Comment 

It  is  most  uncommon  to  have  a completely 
symptomless  mucocele  such  as  was  found  in  our 
case.  Recurrent,  vague,  or  subacute  right  lower 
quadrant  pain  and  the  presence  of  a palpable,  non- 
tender mass,  cystic  rather  than  solid,  should  raise 
the  suspicion  of  mucocele. 

In  our  case  the  x-ray  examinations  outlined  the 
tumor  by  its  pressure  on  the  colon,  bladder,  and 
ureter  and  excluded  intrinsic  disease  of  the  colon. 
This  observation  agrees  with  most  of  the  reports  of 
cases  where  positive  x-ray  findings  were  absent. 


Fig.  3.  Drawing  showing  surgical  exposure. 
Note  the  mucocele  in  the  center,  on  the  right  the 
appendix  entering  the  mucocele,  and  on  the  left  the 
intimate  attachment  between  the  sigmoid  and  the 
mucocele. 


Summary 

A case  of  unusually  large  mucocele  of  the  appendix 
which  had  produced  no  symptoms  is  reported.  The 
condition  should  be  suspected  in  the  presence  of  re- 
current, vague,  or  subacute  right  lower  quadrant 
pain  and  a palpable,  nontender,  cystic  mass  not  ac- 
companied by  fever,  leukocytosis,  vomiting,  and 
muscle  splinting  so  frequent  in  acute  appendicitis. 
Roentgen  findings  may  be  of  assistance  in  making 
the  diagnosis.  Surgery  offers  the  only  satisfactory 
therapy. 


NEW  DRUG  SEEN  AS  IMPORTANT  DEVELOPMENT  IN  CONTROL  OF  BLOOD  CLOTTING 


Scientific  knowledge  gained  in  atomic  research  and 
applied  by  the  Los  Alamos  Scientific  Laboratory  has 
provided  data  to  establish  a new  chemical  agent,  tro- 
mexan,  as  a major  advance  in  control  of  blood- 
clotting disorders,  including  coronary  thrombosis. 

As  reported  in  the  February  issue  of  Circulation, 
journal  of  the  American  Heart  Association,  the  Los 
Alamos  studies  show  that  tromexan,  an  anticoagu- 
lant drug  used  to  check  excessive  blood  clotting, 


“has  a quicker,  more  transient  effect  and  less  ap- 
parent side  effects”  than  any  drug  previously  avail- 
able. 

The  tromexan  studies  of  Drs.  Eric  P.  Hausner, 
Charles  L.  Shafer,  and  associates  at  Los  Alamos  are 
confirmed  by  clinical  findings  in  112  cases  of  throm- 
bosis and  embolism  by  Drs.  Grafton  E.  Burke  and 
Irving  S.  Wright  of  Cornell  College  of  Medicine, 
New  York  City. 


DOUBLY  REFRACT1LE  LIPOID  BODIES  IN  THE  URINARY  SEDIMENT  OF  A 
PATIENT  WITH  PROGRESSIVE  SCLERODERMA  AND  CALCINOSIS 

George  M.  Rosen,  M.D.,  Louis  Carp,  M.D.,  F.A.C.S.,  and  Chester  M.  Vernon,  M.D., 
New  York  City 

(From  the  Second  Surgical  Division,  Goldwater  Memorial  Hospital) 


TN  1913,  Munk  first  called  attention  to  doubly 

refractile  bodies  in  the  urinary  sediment  of 
patients  with  lipoid  nephrosis.1  This  finding  has 
been  confirmed  by  others.2-4  More  recently,  these 
bodies  have  been  found  in  subacute  glomerulo- 
nephritis, renal  amyloidosis,  luetic  nephrosis,  throm- 
bosis of  the  renal  veins,  intercapillary  glomerulo- 
sclerosis, and  occasionally  in  periarteritis  nodosa  and 
visceral  lupus  erythematosus.6  These  last  authors 
described  the  bodies  as  having  a yellow-black  ap- 
pearance when  viewed  under  a low-power  objective 
in  ordinary  light.  Under  polarized  light  they  pre- 
sent a characteristic  appearance.  A black  back- 
ground is  produced  when  planes  of  polarized  light 
cross,  either  by  means  of  Nicol  prisms  or  by  the  use 
of  thin  polarized  film  over  the  eyepiece  and  in  the 
condenser  of  an  ordinary  microscope.  Against  this 
background  the  doubly  refractile  lipoid  bodies  stand 
out  sharply.  They  contain  bright  achromatic  mal- 
tese  crosses  with  dark  cross  lines.  The  axes  of  these 
cross  lines  rotate  when  the  stage  of  a polarizing 
microscope  is  rotated,  so  that  the  initial  pattern  of  a 
maltose  cross  is  maintained  as  the  stage  is  moved 
through  an  arc  of  360  degrees. 

One  of  us  (G.M.R.)  has  noted  the  presence  of 
these  doubly  refractile  lipoid  bodies  in  the  urinary 
sediment  of  a patient  with  progressive  scleroderma 
and  calcinosis.  To  the  best  of  our  knowledge,  this 
finding  has  not  been  previously  reported.  The 
following  case  report  is  therefore  presented. 

Case  Report 

B.  W.,  a sixty-five-year-old  Jewish,  single  woman 
who  had  been  working  as  an  office  clerk,  was  admit- 
ted to  the  Second  Surgical  Division  of  the  Gold- 
water  Memorial  Hospital  on  October  24,  1947,  with 
the  chief  complaint  of  ulcers  on  the  left  leg  of  ten 
months  duration. 

Present  Illness. — In  1939,  she  noted  that  her  left 

!leg  was  increasing  in  size  and  that  it  was  becoming 
hard  and  glossy  “with  little  hard  lumps  beneath  the 
skin.”  These  conditions  did  not  trouble  her  until 
June,  1946,  when,  during  a hospital  admission  for 
generalized  weakness  and  difficulty  in  walking  of  one 
week  duration,  there  developed  a hard  and  reddened 
skin  area  over  the  anterolateral  aspect  of  the  left 
leg.  A similar  lesion  of  lesser  severity  was  seen  on 
the  corresponding  surface  of  the  right  leg.  Several 
months  later  ulcerations  occurred  where  the  lesion 
had  been  noted  on  the  left  leg.  A biopsy  was  done  on 
January  31, 1947.  The  pathologist  reported  marked 
plasma  and  round  cell  reaction  deep  to  the  squamous 
epithelium  with  fibrosis  of  the  stroma.  Deep  within 
the  corium  were  calcific  deposits.  Serum  calcium, 
serum  phosphorous,  and  alkaline  phosphatase  values 
were  within  normal  range.  These  ulcers  did  not  heal, 
and  the  patient  was  transferred  to  Goldwater 
Memorial  Hospital  on  October  24,  1947. 

Past  History. — In  1922,  at  the  age  of  thirty-eight, 
the  patient  was  found  to  have  hyperthyroidism. 
She  was  treated  with  thyroid  extract  and  superficial 


x-ray  therapy  for  an  undetermined  period.  After 
the  subsidence  of  her  hyperthyroid  symptoms  a 
hysterectomy  was  performed  for  a bleeding  fibroid 
uterus.  In  the  same  year  a simple  fracture  of  the 
left  elbow  was  sustained.  This  was  successfully 
treated  by  closed  reduction. 

For  many  years  she  complained  of  a weak  back 
and  a weak  left  hip.  In  1942,  she  had  occasional 
headaches  which  were  attributed  to  hypertension. 
From  1944  to  1946,  she  noticed  that  her  sense  of 
balance  was  becoming  progressively  more  impaired. 
This  resulted  in  many  falls.  In  May,  1946,  she  fell 
in  her  apartment  and  she  was  unconscious  for  five  to 
ten  minutes.  The  following  day  she  became  dizzy, 
but  she  did  not  fall.  On  February  20,  1947,  she  had 
an  attack  of  acute  cholecystitis  which  subsided  with 
conservative  therapy. 

The  menses  were  essentially  normal.  They  began 
at  the  age  of  fourteen  with  a twenty-eight-day  cycle. 
The  menstrual  flow  was  prolonged  and  lasted  seven 
to  eight  days. 

For  many  years  the  patient  has  had  a craving  for 
sweets.  She  stated  that  it  was  customary  for  her  to 
eat  a pound  box  of  candy  or  chocolate  at  one  time. 

Family  History. — Her  mother  died  of  “apoplexy” 
at  the  age  of  forty,  father  of  pneumonia  at  the  age  of 
forty-two,  one  brother  of  Bright’s  disease  at  the  age 
of  forty-two,  one  sister  of  hypertension,  age  unknown, 
and  one  sister  is  living  and  well,  with  a history  of 
premature  graying  of  the  hair. 

Physical  Findings. — The  patient  was  a frail,  gray- 
haired white  woman,  57  inches  in  height,  and  weigh- 
ing 103  pounds  (47  Kg. ).  Patchy  areas  of  pigmenta- 
tion were  visible  on  the  dorsum  of  both  hands.  The 
hands  and  fingers  showed  evidence  of  osteoarthritis 
and  sclerodactylia.  There  was  left  exophthalmos 
and  external  strabismus.  The  pupils  were  round, 
regular,  and  equal  and  reacted  to  light  and  accom- 
modation. Fundoscopic  examination  showed  tor- 
tuous blood  vessels. 

There  was  a moderate  degree  of  myasthenia. 

The  blood  pressure  was  238/110.  The  heart  was 
moderately  enlarged  to  the  left,  and  a systolic  mur- 
mur was  heard  over  the  precordium  which  was 
loudest  at  the  apex. 

In  the  skin  of  the  right  lower  quadrant  of  the 
abdomen  there  was  a small  nodule,  1.5  cm.  in  size. 
This  was  neither  tender  nor  red. 

The  spine  showed  a mid  thoracic  convexity  to  the 
left. 

Small,  numerous  calcific  deposits  were  easily  pal- 
pable subcutaneously  on  the  anterolateral  aspect  of 
each  leg  in  the  upper  third.  Subjacent  to  these  de- 
posits there  were  felt  hard,  elliptic  plaques,  8 by  5 
cm.  in  size,  which  had  the  consistency  of  cartilage. 
These  masses  were  bilaterally  symmetric.  On  the 
medial  and  lateral  aspects  of  the  left  leg  in  its  upper 
two  thirds  there  were  several  ulcerated  areas,  ap- 
proximately 2 by  1 cm.  in  size,  which  contained  poor 
granulations  and  necrotic  material.  These  were 
surrounded  by  inflammatory  skin  areas. 

Clinical  Course. — On  December  29,  1947,  a biopsy 
of  an  ulcerated  area  with  surrounding  skin  on  the  left 
leg  showed  “moderate  thinning  of  the  epidermis  with 
decreased  number  and  size  of  the  rete  pegs.  The 
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Hours 

Fasting  Blood  Sugar 

Fig.  1.  Glucose  tolerance  curves. 


corium  is  formed  by  dense,  deeply  eosinophilic  con- 
nective tissue  and  is  very  scant  in  cells  and  blood 
vessels.  The  collagen  fibers  are  matted  together  to 
form  coarse  strands.” 

Her  clinical  course  since  admission  has  been  un- 
eventful, except  for  repeated  local  breakdown  of 
skin  and  subcutaneous  tissue  of  the  left  leg.  This 
occurs  most  frequently  over  the  anterior  border  of 
the  left  tibia  in  its  upper  third.  Some  of  the  ulcer- 
ated areas  on  the  left  leg  have  closed.  These  are 
bluish,  cystic-like  papules,  raised  above  the  surround- 
ing skin,  and  measuring  1 cm.  in  diameter.  They 
are  nontender,  and,  when  unroofed,  they  exude  dark, 
venous  blood.  The  actual  ulcerations  are  very 
tender.  They  are  crateriform  in  outline  and  bleed 
very  easily. 

Laboratory  examinations  were  done  in  an  effort  to 
shed  some  light  on  the  clinical  picture  and  the 
presence  of  the  doubly  retractile  lipoid  bodies  in  the 
urinary  sediment.  Blood  counts,  blood  chemistry, 
renal  and  liver  function  tests,  basal  metabolism,  and 
chemical  analysis  of  a calcified  skin  plaque  were  in- 
cluded. No  conclusion  could  be  reached  from  the 
data  obtained. 

Comment 

Scleroderma  is  recognized  to  be  a systemic  rather 
than  a local  disease.* 1 2 3 4 5 6  Local  skin  changes  may  in- 
clude telangiectasis,  calcinosis,  sclerodermatous 
plaques,  pinpoint  digital  ulcers,  sclerodactylia,  and 
skin  phenomena  encountered  in  Raynaud’s  dis- 
ease.7 Visceral  manifestations,  such  as  fibrosis, 
have  been  found  in  the  lungs,  esophagus,  gastro- 
intestinal tract,  cardiovascular  and  musculoskeletal 
systems.  The  endocrine  and  central  nervous  sys- 
tems have  also  been  implicated,  but  their  precise 
relation  to  scleroderma  is  still  not  clear.8 

Kimmelstiel  - Wilson’s  disease,  or  intercapillary 
glomerular  sclerosis,  is  a clinical  syndrome  charac- 
terized by  hypertension,  diabetes  mellitus,  albumin- 
uria, and  peripheral  edema.  Anisotropic  lipoid 
bodies  are  frequently  found  in  the  urinary  sediment. 

Our  patient  had  a persistently  low  fasting  blood 
sugar  and  two  glucose  tolerance  curves,  seventeen 
months  apart,  which  were  diabetic  in  character 
(Fig.  1).  These  were  curiously  contradictory  find- 
ings. Since  the  glucose  tolerance  curve  was  similar 
to  that  found  in  patients  with  diabetes  mellitus  and 
because  of  the  presence  of  a rather  marked  degree  of 
hypertension,  the  sediment  from  freshly  voided  urine 


was  examined  for  the  presence  of  doubly  refractile 
lipoid  bodies  even  though  the  remaining  criteria  | 
necessary  for  a diagnosis  of  Kimmelstiel-Wilson’s  i 
disease  were  absent.  These  lipoid  bodies  were  first 
noted  on  October  28,  1949,  and  again  on  November 
2,  1949,  and  June  15,  1950.  Since  the  patient 
showed  no  evidence  of  fasting  hyperglycemia  and/or 
fasting  glycosuria,  she  was  evidently  not  suffering 
from  classic  diabetes  mellitus.  Because  she  show'ed 
no  evidence  of  albuminuria  or  peripheral  edema,  she 
wras  not  a case  of  Kimmelstiel-Wilson’s  disease. 

It  seems  logical  that  these  lipoid  bodies  could  only 
have  come  from  the  urinary  tract.  The  kidney  has 
been  found  to  be  the  site  of  extensive  damage  in 
patients  with  scleroderma.  This  was  confirmed  by 
Bevans  in  twro  cases  of  scleroderma  in  which  there 
were  postmortem  examinations.6  This  author  stated 
that  the  glomerular  lesions  were  similar  to  those  ob- 
served in  disseminated  lupus  erythematosus.  The 
clinical  course  during  life  did  not  indicate  the  exten- 
sive renal  disease  which  was  found  at  autopsy.  In 
cases  of  scleroderma  reported  by  Banks  and  Masugi 
and  Ya-Shu  the  microscopic  examination  of  the 
kidney  showed  a diffuse  acute  and  subacute  necrotiz- 
ing arteriolitis.9’10 

The  presence  of  doubly  refractile  lipoid  bodies  in 
the  urinary  sediment  is  a nonspecific  finding,  since  it 
has  been  observed  in  several  diseases  involving  the 
renal  parenchyma,  including  periarteritis  nodosa  and 
disseminated  lupus  erythematosus.  These  clinical 
syndromes  belong  to  the  so-called  collagen  diseases, 
and  these  include  scleroderma  and  dermatomyositis. 

There  has  been  no  satisfactory  explanation  for  the 
presence  of  these  lipoid  bodies  in  the  urine,  but 
Munk  noted  that  they  appear  in  the  urine  of  patients 
with  very  severe  arteriolar  sclerotic  degeneration  of 
the  kidney.1  This  lesion  is  frequently  found  in 
scleroderma. 

Summary 

1.  The  clinical  picture  of  progressive  scleroderma 
with  calcinosis  in  a woman  is  described.  This  dis- 
ease, together  with  dermatomyositis,  periarteritis 
nodosa,  and  disseminated  lupus  erythematosus  com- 
prise the  “collagen  diseases.” 

2.  The  urinary  sediment  of  our  patient  w'as 
found  to  contain  doubly  refractile  lipoid  bodies. 
They  are  probably  evidence  of  severe  arteriolar 
sclerotic  degeneration  of  the  kidney  in  the  clinical 
syndrome,  scleroderma. 

Since  this  article  was  written,  doubly  refractile  lipoid 
bodies  have  been  found  in  the  urinary  sediment  of  two  addi- 
tional cases  of  scleroderma. 
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FULL-TERM  ABDOMINAL  PREGNANCY  WITH  LIVING  MOTHER  AND  CHILD 

A.  Charles  Posner,  M.D.,  F.A.C.S.,  and  Morton  A.  Beer,  M.D.,  New  York  City 
( From  the  Obstetrical  Service  of  the  Bronx  Hospital) 


A BDOMINAL  pregnancy  is  one  of  the  rarer 
1 1 terminations  of  a tubal  cyesis.  Although  it  was 
once  thought  that  a primary  abdominal  pregnancy 
can  occur,  it  is  now  believed  that,  although  theoret- 
ically possible,  it  is  secondary  to  a tubal  abortion.1 
However  uncommon  the  condition  is,  it  should  al- 
ways be  kept  in  mind,  as  the  danger  to  the  mother 
and  fetus  is  great,  and  immediate  and  active  treat- 
ment must  be  undertaken  as  soon  as  the  diagnosis  is 
made.2 

The  incidence  of  abdominal  pregnancy  varies  with 
different  authors.  Beacham  and  Beacham  found  an 
incidence  of  one  in  2,081  at  the  Charity  Hospital  in 
New  Orleans;  Harrar  reported  in  1927  an  incidence 
of  one  in  15,600  deliveries  at  the  New  York  Lying- 
In  Hospital.3'4  At  the  Bronx  Hospital  from  1933  to 
September  30,  1949,  there  were  41,252  deliveries 
with  five  cases  of  abdominal  pregnancy,  an  incidence 
of  one  in  8,251. 

The  danger  to  the  fetus  is  so  great  in  abdominal 
pregnancy  that  Heilman  and  Simon  in  their  review 
of  the  literature  in  1937  found  only  approximately 
50  infants  that  had  survived  and  thrived  after  de- 
livery.6 Mattingly  and  Menville  in  their  report 
from  New  Orleans  found  the  fetal  mortality  to  be 
90  per  cent.6 

We  wish  to  present  an  unusual  case  of  full-term 
abdominal  pregnancy  in  which  pre-eclampsia  existed 
and  both  mother  and  child  survived. 


Case  Report 

J.  L.,  a twenty-five-year-old,  gravida  1,  Para  0, 
was  due  September  8,  1949.  On  the  patient’s  first 
visit  to  the  antepartum  clinic  a transverse  vaginal 
septum  was  suspected.  On  June  30,  her  blood  pres- 
sure had  risen  to  154/100.  The  urine  showed  a trace 
of  albumin.  Three  weeks  later,  the  urine  again 
showed  a trace  of  albumin,  and  the  blood  pressure 
was  156/100.  Laboratory  data  at  this  time  showed 
a nonprotein  nitrogen  of  27.5  mg.  per  100  cc.,  uric 
acid  5.4  mg.  per  100  cc.,  blood  sugar  87  mg.  per  100 
cc.,  and  carbon  dioxide  combining  power  of  38 
volumes  per  cent.  The  urine  had  a specific  gravity 
of  1.004  and  showed  a trace  of  albumin.  The  micro- 
scopic examination  of  the  urine  was  negative.  Blood 
examination  showed  7 Gm.  of  hemoglobin,  2,500,000 
red  cells,  and  6,000  white  blood  cells  with  a normal 
differential  count.  The  patient  was  Rh  positive  and 
had  a negative  Wassermann.  Her  blood  group  was 

The  patient  was  admitted  to  the  hospital  on 
July  29,  1949,  for  observation  for  the  toxemia.  At 
this  time  the  blood  pressure  was  144/88,  and  1 
plus  pretibial  edema  was  present.  Abdominal 
examination  showed  a vertex  presenting  above  the 
pelvic  brim,  and  the  fetal  heart  was  heard  at  the 
umbilicus.  The  blood  count  on  admission  showed 
the  hemoglobin  to  be  7.8  Gm.  The  patient  was  at 
once  given  a transfusion  of  500  cc.  of  whole  blood. 
A blood  count  on  August  2 showed  the  hemoglobin 
to  be  8.7  Gm.  with  3,050,000  red  cells  and  7,100 
white  cells.  Eye  consultation  showed,  “Discs  well 
outlined,  good  color  and  cup.  No  evidence  of  hemor- 


rhages. Macula  normal.  Blood  vessels  normal. 
Impression:  No  evidence  of  toxemia.” 

X-ray  pelvimetry  showed  the  true  conjugate  to  be 
11.0  cm.,  the  transverse  of  the  inlet  12.5  cm.,  the 
anteroposterior  of  the  midpelvis  12.5  cm.,  the  inter- 
spinous  10.0  cm.,  and  the  outlet  large.  Impression: 
single,  unengaged  vertex  with  soft  tissue  studies 
showing  placenta  previa.  The  x-ray  department 
outlined  a soft  tissue  shadow  surrounding  the  fetus 
which  was  interpreted  to  be  the  uterine  wall. 

On  August  1 at  5 p.m.  the  patient  had  a rise  in 
temperature  to  102.8  F.  with  a pulse  of  120.  At  this 
time  physical  examination  was  negative  with  the 
exception  of  a slightly  injected  nasopharynx.  The 
following  morning  the  temperature  was  97.6  F.,  but 
the  abdomen  had  become  tense  with  marked  tender- 
ness in  the  right  lower  quadrant.  There  was  also 
rebound  tenderness.  A vaginal  examination  was 
done  that  evening,  and  the  findings  were  as  follows: 
“Cervix  is  high  in  the  vault  of  the  vagina  and 
pushed  to  the  left.  There  is  a cystic  mass  in  the 
cul-de-sac  which  is  soft  and  cannot  be  completely 
outlined.  Diagnosis:  degenerative  fibroid  or 

twisted  ovarian  cyst.” 

As  it  was  felt  that  the  patient  had  an  “acute  sur- 
gical abdomen,”  an  immediate  laparotomy  was  done. 
On  opening  the  peritoneal  cavity  a large  amount  of 
yellowish-green  fluid  escaped.  The  uterus  was 
found  to  be  the  size  of  a three-months  gestation. 
The  placenta  was  adherent  to  the  fundus  of  the 
uterus,  descended  posteriorly  over  the  left  broad 
ligament  across  the  posterior  parietal  peritoneum 
and  on  to  the  large  intestine.  The  amniotic  sac 
was  ruptured  and  adherent  to  the  omentum.  A 7- 
pound,  10-ounce,  living  male  child  was  delivered. 
The  cord  was  clamped  and  cut  short;  no  attempt 
was  made  to  remove  the  placenta.  The  peritoneum 
was  closed  after  drains  had  been  placed  into  the  peri- 
toneal cavity.  The  patient  received  1,000  cc.  of 
whole  blood  during  the  operation  and  at  its  termina- 
tion was  in  poor  condition  with  a pulse  of  170  and 
no  obtainable  blood  pressure. 

On  the  first  postoperative  day  moist  rales  were 
heard  in  the  right  lower  lobe,  and  a diagnosis  of 
pneumonia  was  confirmed  by  x-ray.  The  patient 
ran  a stormy  postoperative  course  for  the  first  five 
days  with  temperature  returning  to  normal  by  lysis. 
During  the  postoperative  period  the  patient  received 
another  500  cc.  of  whole  blood.  The  pneumonia  was 
cleared  by  the  eighth  day,  and  the  patient  was  dis- 
charged on  the  twenty-second  postoperative  day. 
At  discharge  abdominal  examination  showed  a mass 
still  to  be  present  in  the  region  of  the  umbilicus. 
This  mass  was  painless,  and  the  wound  had  healed 
by  primary  union. 

Comment 

The  case  presented  is  unusual  in  three  respects. 
First,  both  mother  and  child  survived  the  operation 
and  postoperative  period.  Second,  soft  tissue  studies 
of  the  abdomen  were  reported  as  showing  a uterine 
wall  surrounding  the  fetus.  This  was  based  on  the 
assumption  that  only  infection  of  the  amnion  in  the 
presence  of  a dead  fetus  will  cause  this  membrane 
to  become  so  thickened  as  to  resemble  the  uterine 
wall.  The  case  presented  disproves  this  idea. 
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Third,  pre-eclampsia  existed  in  the  presence  of  an 
extrauterine  pregnancy.  This  diagnosis  was  made 
by  the  presence  of  hypertension,  edema,  albumi- 
nuria, and  an  elevated  uric  acid.  We  could  find  no 
such  instance  in  a review  of  the  literature. 


We  wish  to  acknowledge  our  thanks  to  Dr.  Meyer  Rosen- 
sohn,  Director  of  Obstetrics,  Bronx  Hospital,  for  his  helpful 
suggestions  in  the  preparation  of  this  paper. 
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THE  REPAIR  OF  OBTURATOR  HERNIA  WITH  PERITONEAL  GRAFT 

Milton  Rothman,  M.D.,  New  York  City 

( From  the  Surgical  Service  of  the  Harlem  Hospital) 


A N OBTURATOR  hernia  is  one  which  makes  its 
exit  from  the  pelvis  through  the  obturator  canal 
in  the  innominate  bone.  In  1938,  Watson  collected 
40  cases  from  the  literature,  and  since  that  time  only 
nine  additional  cases  have  been  reported.1  The 
rarity  of  this  condition  plus  a new  method  of  closing 
the  obturator  foramen  prompts  me  to  report  the 
following  case. 

Case  Report 

C.  S.,  a white  woman,  aged  seventy-five  years, 
was  admitted  to  the  hospital  on  January  3,  1948, 
complaining  of  sharp  pains  in  the  right  lower 
quadrant.  The  onset  was  sudden,  about  five  hours 
before  admission.  The  pain  became  progressively 
worse,  and  she  vomited  twice.  She  also  stated  that 
the  pain  was  not  crampy  and  did  not  radiate  but  was 
aggravated  by  extending  her  right  leg.  She  felt 
more  comfortable  with  her  right  hip  flexed.  Her 
past  history  revealed  that  she  had  had  numerous 
similar  attacks  previously,  but  not  as  severe  as  this 
one.  She  had  two  children,  age  thirty-eight  and 
forty-two.  There  had  been  a gradual  loss  of  20 
pounds  in  the  past  two  years. 

Physical  examination  revealed  an  elderly  woman 
in  acute  distress.  Temperature  was  100  F.,  respira- 
tions 22,  white  blood  count  16,700,  urine  negative. 
The  abdomen  was  scaphoid,  and  there  were  indica- 
tions of  recent  weight  loss.  The  positive  findings 
were  limited  to  the  right  lower  quadrant.  There 
was  definite  localized  tenderness  in  this  area  with 
spasm  of  the  overlying  muscles.  Rebound  tender- 
ness was  not  present,  and  the  abdomen  was  only 
moderately  distended.  Extension  of  the  right  hip 
aggravated  the  pain.  The  hernial  areas  were  exam- 
ined with  no  unusual  findings.  Vaginally,  there 
was  tenderness  in  the  region  of  the  right  pelvic  wall. 
A preoperative  diagnosis  of  acute  appendicitis  was 
made. 


The  abdomen  was  explored  under  procaine  spinal 
anesthesia  through  a right  paramedian  incision. 
Upon  entering  the  peritoneal  cavity,  a small  amount 
of  straw-colored  fluid  was  noted.  The  cecum  and 
appendix  appeared  to  be  bound  dovrn  deeply  in  the 
pelvis,  and  the  ascending  colon  was  freely  mobile. 
With  the  patient  in  the  Trendelenberg  position,  the 
pathology  was  identified  as  an  obturator  hernia  con- 
taining tire  distal  2 inches  of  the  appendix.  The  en- 
tire right  side  of  the  colon  was  devoid  of  peritoneal 
attachment  and  was  pulled  into  the  pelvis  by  the  ad- 
herent appendix.  The  ileum  was  moderately  dis- 
tended. With  gentle  traction  on  the  cecum,  the 
hernia  was  gradually  reduced.  The  distal  2 inches 
of  the  appendix  were  markedly  injected.  The  ap- 
pendix was  then  removed.  The  opening  into  the  sac 
was  about  3/4  inch  in  diameter,  and  the  sac  was  about 
V4  inch  in  depth.  It  was  felt  that  a purse-string 
suture  would  be  inadequate  to  close  the  neck  of  the 
sac.  A rectangular  graft  of  1 inch  by  lx/2  inches  in 
size  was  removed  from  the  lateral  aspect  of  the 
upper  end  of  the  laparotomy  incision.  A small  in- 
cision was  made  about  the  neck  of  the  sac,  and  the 
graft  was  sutured  to  the  edges  of  this  incision  so  that 
the  peritoneal  surface  of  the  graft  faced  the  peri- 
toneal cavity.  The  abdomen  was  closed  easily,  and 
the  postoperative  course  was  uneventful. 

Follow-up  for  two  years  after  the  operation  re- 
vealed the  patient  to  be  well  without  any  further 
attacks. 

Summary 

A successful  operative  case  of  obturator  hernia  is 
reported  wherein  a free  peritoneal  graft  to  cover  the 
defect  in  the  obturator  foramen  was  used. 

320  Central  Park  West 
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SYNCOPE  DUE  TO  TOLSEROL 

Bernard  E.  Finneson,  M.D.,  and  Kenneth  H.  Raizen,  M.D.,  New  York  City 
( From  the  Neurological  Service,  Second  Division,  Goldwater  Memorial  Hospital) 


TPOLSEROL  (Squibb,  3-ortho-toloxy-l,2-propane- 
diol)  is  a synthetic  chemical  compound  which  has 
muscle-relaxing  properties  and  is  used  in  the  treat- 
ment of  various  types  of  muscle  spasm.  The  only 
report  of  toxic  effects  following  the  oral  adminis- 
tration of  this  drug  described  abdominal  pain  and 
anemia.1’2  We  believe,  therefore,  it  would  be  of 
interest  to  describe  two  cases  developing  a transi- 
tory shocklike  state  immediately  after  the  oral 
administration  of  Tolserol  Elixir. 

Case  Reports 

Case  1. — J.  H.,  a twenty-nine-year-old  white 
male,  was  readmitted  to  this  institution  on  Septem- 
ber 27,  1947,  a known  case  of  multiple  sclerosis. 
His  symptoms  included  diplopia,  bladder  hyper- 
tonicity, occasional  episodes  of  cystitis,  and  spas- 
ticity of  all  extremities.  This  last  symptom  was 
especially  marked  in  the  lower  extremities,  and  the 
i patient  was  unable  to  remain  in  a comfortable 
position  because  of  severe  crossed  adductor  spasm 
in  his  legs.  In  an  attempt  to  relieve  the  spasm  the 
patient  was  given  Tolserol  in  tablet  form  (3  Gm. 
daily  for  three  weeks).  He  reported  subjective 
lessening  of  his  spasticity,  although  little,  if  any, 
objective  improvement  was  observed.  On  Decem- 
ber 30,  1949,  the  supply  of  Tolserol  tablets  was 
temporarily  exhausted,  and  it  was  decided  to  place 
the  patient  on  Tolserol  Elixir  until  the  tablets  were 
again  available.  The  patient  received  5 cc.  (0.5 
Gm.)  Tolserol  Elixir  in  the  morning  of  December 
30  before  breakfast.  The  effects  of  the  drug  were 
startling:  Almost  immediately  after  swallowing  the 
medication  he  lost  consciousness  and  slumped  over, 
almost  falling  out  of  the  wheel  chair  in  which  he  was 
sitting  at  the  time.  His  face  became  pale,  his  lips 

I and  nail  beds  cyanotic,  skin  cool  and  clammy, 
respirations  extremely  shallow,  and  pulse  hardly 
perceptible.  In  the  short  space  of  time  it  took  to 
lift  the  patient  from  his  wheelchair  to  the  bed,  he 
, regained  consciousness.  By  the  time  oxygen  and 
j adrenaline  were  available  (three  minutes  after 
onset)  the  patient’s  status  had  improved  so  rapidly 
without  benefit  of  therapy  that  none  was  deemed 
' necessary.  Approximately  five  minutes  after  onset 
. I I of  syncope  he  appeared  completely  recovered.  Tol- 

!|  serol  medication  was  discontinued,  and  he  has  had 
no  recurrences  of  a similar  nature. 

Case  2. — L.  S.,  a forty-two-year-old  white  woman, 
was  admitted  to  this  institution  on  August  13, 
■ 1945,  with  chief  complaint  of  involuntary  move- 

] ments  of  the  tongue  and  jaw  muscles.  This  pa- 
tient had  been  studied  in  two  other  hospitals  prior 
to  admission  and  arrived  with  a diversity  of  clinical 
diagnoses  ranging  from  Huntington’s  chorea  to 
dystonia  muscularum  deformans.  It  is  felt,  at 
present,  her  symptomatology  is  probably  an  unusual 
type  of  postencephalitic  sequela  plus  a strong 
psychogenic  overlay.  On  April  18,  1950,  she  de- 
veloped a temperature  elevation  (101.4  F.),  and 
auscultation  revealed  crepitant  rales  over  the  left 
' basilar  area.  In  addition,  the  ticlike  involuntary 
movements  of  her  tongue,  which  forced  the  upper 
lip  against  her  nose,  seemed  to  be  aggravated  by  the 
early  pneumonia  causing  more  respiratory  em- 


barrassment than  she  normally  had.  Patient  was 
placed  on  penicillin,  and  the  temperature  returned 
to  normal  the  next  morning.  Since  the  tic  was 
causing  the  patient  greater  distress  than  usual,  a 
dose  of  Tolserol  Elixir  (0.5  Gm.)  was  given  at  4 
p.m.  on  April  19.  Immediately  after  the  medication 
was  taken  the  patient  lost  consciousness,  developed 
cyanosis  of  lips  and  nail  beds,  skin  became  cold  and 
clammy,  respirations  extremely  shallow,  and  pulse 
almost  imperceptible.  The  patient  recovered  within 
ten  minutes  of  onset.  Because  of  her  initial  res- 
piratory difficulty  an  oxygen  mask  was  used  for 
twenty-four  hours  following  the  attack.  Tolserol 
medication  was  discontinued,  and  she  has  had  no 
recurrences  of  a similar  nature. 

Comment 

Tolserol  produces  muscular  relaxation  similar 
in  its  superficial  aspects  to  that  produced  by  the 
curare  alkaloids.  The  chief  sites  of  activity  appear 
to  lie  in  the  midbrain,  in  the  brain  stem  at  the  level 
of  the  thalamus  and  below,  and  in  the  spinal  cord, 
perhaps  at  the  internuncial  neurons.  It  has  been 
shown  that  Tolserol  depresses  multineuron  activity 
and  that  the  more  complicated  cord  functions, 
which  are  subject  to  mediation  by  the  facilitatory 
and  inhibitory  mechanism  of  the  reticular  system 
of  the  brain  stem,  may  be  influenced  by  it.  Tolserol 
is  quickly  conjugated  or  destroyed  in  the  body, 
but  the  mode  of  breakdown  or  the  organ  system 
involved  is  not  entirely  known. 2- 3 It  is  known  that  a 
high  concentration  of  the  drug  given  intravenously 
produces  a quinidine-like  action.  It  prolongs  the 
refractory  period  of  cardiac  muscle  and  may  criti- 
cally depress  sinoauricular  node  activity  and  lead 
to  ventricular  standstill.4  However,  these  cardiotoxic 
concentrations  lie  well  outside  the  realm  of  therapeu- 
tic dosage.  Stephen  and  Chandy  describe  one  pa- 
tient with  sudden  syncope  after  receiving  2 cc.  of  the 
10  per  cent  solution  intravenously.  The  authors  at- 
tributed this  to  “an  acute  cerebral  anemia  coincident 
with  the  noted  signs  of  widespread  vasodilatation  in 
the  sitting  posture.”5  Although  Berger  and  Schwartz 
state  that  the  oral  administration  of  this  drug  rarely 
causes  side-effects,  blood  pressure,  heart  rate,  and 
respiration  being  unaffected,  they  do  describe  several 
patients  experiencing  a transient  feeling  of  lassitude 
for  ten  to  twenty  minutes  after  oral  administration.6 
It  is  of  interest  to  note  that  the  two  cases  discussed 
in  this  report  had  little  or  no  food  in  the  stomach 
at  the  time  the  medication  was  administered.  Case 
1 received  his  dose  before  breakfast,  and  Case  2 had 
taken  little  solid  food  because  of  the  increased 
ticlike  movements  of  her  tongue.  On  questioning  a 
cerebral  palsy  patient  who  had  been  taking  Tolserol 
Elixir  for  six  months  without  deleterious  effects, 
we  learned  that  on  two  occasions  when  he  received 
Tolserol  Elixir  before  breakfast  he  felt  extremely 
weak  and  giddy.  No  definite  conclusion  regarding 
the  mechanism  of  these  attacks  was  reached. 


1187 


1188 


J.  R.  LOCKWOOD 


[N.  Y.  State  J/»M. 


References 


1.  Kositchek,  R.  J.,  and  Barnet,  G.  S.:  J.A.M.A.  143: 
22  (1950). 

2.  Schlesinger,  E.  B.,  Drew,  A.  L.,  and  Wood,  B.:  Am.  J. 
Med.  4:  365  (1948). 


3.  Richardson,  A.  P.,  Morrison,  J.  S.,  and  Walker,  H.  A.: 
ibid.  4:  465  (1948). 

4.  Cowen,  J.:  Lancet  1:  965  (June  19)  1948. 

5.  Stephen,  C.  R.,  and  Chandy,  J.:  Canad.  M.  A.  J. 
57:  463  (1947). 

6.  Berger,  F.  M.,  and  Schwartz,  R.  P.:  J.A.M.A.  137: 
772  (June  26)  1948. 


BACTERIAL  ENDOCARDITIS  ASSOCIATED  WITH  SPONTANEOUS  RUPTURE 
OF  THE  SPLEEN 

J.  R.  Lockwood,  M.D.,  Poughkeepsie,  New  York 


( From  the  Vassar  Brothers  Hospital ) 

UJEREIN  is  reported  a case  of  spontaneous  rup- 
ture  of  the  spleen,  a rare  complication  of  bac- 
terial endocarditis. 

Case  Report 

In  the  evening  of  the  day  before  admission,  while 
shaving,  a thirty-eight-year-old  laboratory  tech- 
nician was  taken  with  sudden,  severe  pain  in  the 
epigastrium.  He  was  admitted  at  2:30  a.m. 
on  January  23,  1949,  in  a state  of  shock. 

On  admission  the  patient  had  epigastric  pain 
radiating  to  both  clavicles  and  associated  with  some 
difficulty  in  breathing.  Obtainable  history  at  that 
time  disclosed  that  he  had  noted  mild  epigastric 
pain  for  several  days  before  and  occasional  diarrhea 
during  the  past  month,  but  no  vomiting,  nausea, 
spitting  of  blood,  or  bloody  stools.  Despite  feeling 
ill,  the  patient  had  continued  to  work  during  this 
period. 

Physical  examination  revealed  a man  in  severe 
shock  with  a bounding  pulse  of  96  and  a blood  pres- 
sure of  90/0.  The  temperature  was  98  F.  by  rectum 
and  respirations  were  28  and  shallow.  There  was 
marked  pallor  and  profuse  perspiration.  The  chest 
was  clear  and  resonant,  but  the  heart  was  enlarged  to 
the  anterior  axillary  line  with  a loud,  grade  IV, 
almost  continuous  systolic  and  diastolic  murmur 
at  the  aortic  area  and  a soft  diastolic  murmur  at  the 
mitral  area.  The  abdomen  was  soft,  and  no  masses 
were  noted.  There  was  4 plus  tenderness  over  the 
xyphoid  but  no  muscle  guarding. 

In  view  of  the  findings  it  was  felt  that  an  ex- 
ploratory laparotomy  was  indicated.  After  treat- 
ment for  shock  with  plasma,  whole  blood,  and 
sedation,  the  patient  was  explored  three  hours  later, 
six  hours  after  the  onset  of  the  acute  episode, 
with  the  preoperative  diagnosis  of  ruptured  peptic 
ulcer  or  possible  acute  hemorrhagic  pancreatitis. 

At  operation  a ruptured  spleen  was  found,  associ- 
ated with  a tremendous  intraperitoneal  hemorrhage, 
estimated  to  be  from  2 to  3 L.  of  blood  and  clots. 
The  top  third  of  a tremendously  enlarged,  soft 
spleen  had  been  almost  completely  fractured  off 
with  a very  deep  fissure,  and  there  was  active 
bleeding  from  the  splenic  bed.  The  spleen  was 
removed,  a large  piece  of  Oxycel  was  placed  over 
the  stump  of  the  splenic  vessels,  and  the  abdomen 
closed  without  drainage.* 


* Surgical  operations  by  Dr.  F.  Monroe  Hedgecock. 


Postoperatively,  the  patient  received  300,000 
units  of  Crystacillin  every  eight  hours  for  three 
doses  and  300,000  units  daily  for  the  next  five  days. 
During  this  period  he  also  received  a total  of  3,000 
cc.  of  whole  blood  and  1,000  cc.  of  plasma.  The 
patient  improved,  and  on  the  sixth  hospital  day  the 
pathologist  gave  the  following  report : 

Gross  Examination:  A spleen,  soft,  weighing 
475  Gm.  It  has  a large  area  at  the  top  which  is 
torn  and  ragged.  On  the  cut  surface  the  lymph 
follicles  are  distinct,  and  the  pulp  is  red,  but  in 
the  region  of  the  tear  there  is  a sharply  marked  off 
area,  somewhat  wedge-shaped,  dull  and  necrotic 
in  appearance. 

Microscopic  Examination:  The  spleen  in  the 
vicinity  of  the  rupture  shows  a large  area  of 
infarction,  with  necrosis  of  some  duration  since  : 
there  is  a leukocytic  reaction  and  connective 
tissue  around  it.  Some  thrombosed  vessels  are 
seen  with  small  colonies  of  streptococci  in  the 
thrombi.  Also  a small  abscess  cavity  is  seen. 
The  rest  of  the  spleen  has  a normal  structure. 

Seen  in  medical  consultation  on  January  29, 
1949,  a historical  review  disclosed  that  the  patient 
was  known  to  have  had  rheumatic  heart  disease 
since  the  age  of  thirteen  years  and  had  been  treated 
for  “heart  trouble”  since  that  time.  For  approxi- 
mately one  month  preceding  admission  the  patient 
had  experienced  moderate  anorexia,  weight  loss, 
fever,  chills,  and  attacks  of  diarrhea.  During  the 
last  two  weeks  before  admission  the  patient  had 
noticed  occasional  stinging  sensations  in  his  finger 
tips  which  would  then  be  tender  to  touch.  There 
was  no  recollection  of  any  recent  infection,  and  he 
had  had  no  dental  work  done  in  the  past  year. 

A diagnosis  of  rheumatic  heart  disease  with  aortic  I 
insufficiency  and  bacterial  endocarditis  was  made. 
Penicillin  in  daily  doses  of  1,200,000  units  was  given 
for  the  next  week  and  then  followed  with  600,000 
units  daily  for  the  following  three  weeks.  A 
heterophil  agglutination  test  done  on  January  27 
was  negative.  Blood  cultures  on  January  29,  1 
February  14,  and  February  21  were  negative.  A 
fasting  blood  sugar  on  February  14  was  94  mg. 
per  cent,  and  urines  on  January  30,  February  5, 
and  February  14  were  noncontributory,  except  for 
occasional  red  blood  cells  and  leukocytes. 

Postoperatively  the  patient  developed  pleurisy 
with  effusion  at  the  left  base.  The  left  chest  was 
tapped  on  February  15,  1949,  and  50  cc.  of  bloody 
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fluid  withdrawn,  a culture  of  which  proved  to  be 
negative. 

Aside  from  a fever  of  101.6  F.  on  the  second 
postoperative  day,  the  patient  remained  essentially 
afebrile,  and  after  thirty-four  days  hospitalization 
he  was  discharged  to  his  home  walking  and  feeling 
much  improved,  although  he  still  had  some  residual 
fluid  at  the  left  base. 

He  continued  to  improve  until  March  19,  1949, 
when  he  experienced  some  nausea  and  loss  of  appe- 
tite. At  that  time  his  liver  had  enlarged  to  three 
fingerbreadths  below  the  costal  margin;  there  was 
slight  icterus,  a bile-stained  urine,  and  clay-colored 
stools.  A diagnosis  of  homologous  serum  jaundice 
was  made.  Because  of  other  signs  of  congestive 
heart  failure  the  patient  was  treated  with  rest, 
diuretics,  and  digitalized.  He  gradually  improved 
so  that  by  the  end  of  April  he  was  symptom-free 
and  returned  to  work. 

The  patient  remained  fairly  well  until  he  was 
seen  early  in  July,  1949,  when  complaints  of  left 
upper  quadrant  tenderness  led  to  the  discovery  of  a 
large,  rather  hard  but  fluctuant  mass  in  the  left 
upper  quadrant  which  was  dull  to  percussion.  He 
was  readmitted  to  Vassar  Brothers  Hospital  on 
July  12, 1949,  for  diagnostic  purposes. 

The  history  of  left  upper  quadrant  discomfort 
antedated  this  admission  by  about  one  month. 
On  admission  the  mass  had  increased  in  size  suf- 
ficiently to  cause  some  loss  of  appetite,  a constant 
feeling  of  fullness  in  the  epigastrium,  and  slight 
difficulty  in  breathing.  Other  pertinent  physical 
findings  included  a blood  pressure  of  140/0  with 
visible  arterial  pulsations  and  a peripheral  Corrigan 
pulse.  The  heart  was  enlarged  to  the  anterior 
axillary  line.  It  exhibited  a harsh,  grade  IV,  to- 
and-fro  murmur  in  the  aortic  area  and  a grade  II 
diastolic  murmur  at  the  mitral  area  which  was  con- 
sidered an  Austin-Flint  murmur.  The  lung  fields 
were  clear  and  resonant.  The  liver  was  just  pal- 
pable but  nontender  and  felt  separate  from  the  large 
mass  in  the  left  upper  quadrant.  The  abdominal  scar 
was  firm.  There  was  no  demonstrable  peripheral 
lymphedema.  Roentgenograms  demonstrated  the 
mass  as  filling  the  left  upper  quadrant,  extending 
down  to  the  crest  of  the  ilium,  displacing  the  in- 
testines and  stomach  to  the  right  and  raising  the 
left  diaphragm  and  heart.  A blood  culture  on 
July  11,  1949,  was  negative.  The  hemoglobin  was 
15.6  Gm.  per  cent  with  4,800,000  red  blood  cells 
and  a color  index  of  1 plus.  Howell-Jolly  bodies 
were  seen  in  several  red  blood  cells.  The  white 
blood  cell  count  was  8,550  with  a differential  count 
of  62  per  cent  polymorphonuclear  cells,  17  of  which 
were  bands,  a 3 per  cent  eosinophilia,  and  35  per 
cent  lymphocytes. 

The  patient  did  not  feel  uncomfortable  enough 
to  undergo  the  risk  of  surgery  and  was  discharged 
on  the  third  day  unimproved. 

The  patient  returned  to  Vassar  Brothers  Hos- 
pital on  August  22,  1949,  as  the  mass  was  becoming 
larger  and  more  uncomfortable,  and  he  requested 
that  something  be  done.  Physical  examination 
revealed  the  mass  to  be  fluctuant,  not  tender,  and 
occupying  the  entire  left  upper  quadrant  and  ex- 
tending down  to  the  crest  of  the  ilium.  It  was  dull 
to  percussion.  No  other  physical  changes  were 
noted  except  as  described  on  the  previous  admission. 
Laboratory  findings  included  a fasting  blood  sugar 
of  97  mg.  per  cent  and  a urine  with  a specific  gravity 
of  1.025  with  5 mg.  of  albumin  and  no  sugar.  There 
were  1 to  2 red  blood  cells  and  an  occasional  white 
blood  cell  per  high  power  field  and  no  casts  in  the 


microscopic  ("-amination.  A corrected  sedimenta- 
tion rate  was  34  mm.  in  one  hour.  The  hemoglobin 
was  13.2  Gm.  per  cent  with  4,320,000  red  blood  cells 
and  a color  index  of  1.  Howell-Jolly  bodies  were 
again  seen  on  the  peripheral  smear.  The  white 
blood  cell  count  was  11,400  with  53  per  cent  poly- 
morphonuclear cells,  15  being  band  forms,  45  per 
cent  lymphocytes,  1 per  cent  monocytes,  and  1 
per  cent  basophils. 

With  a preoperative  diagnosis  of  possible  retro- 
peritoneal tumor,  pancreatic  cyst,  or  liver  cyst  the 
patient  underwent  exploratory  laparotomy  on 
August  24,  1949.  A large  cystic  abdominal  tume- 
faction, probably  retroperitoneal,  which  completely 
filled  the  left  upper  abdomen,  lower  chest,  and 
extended  well  within  the  pelvis,  was  aspirated  of 
6 to  7 L.  of  dark,  greenish-brown  fluid.  A specimen 
of  the  cavity  lining  was  obtained,  a culture  taken, 
and  the  wound  was  closed  with  drainage.  The 
specimen  of  cyst  wall  proved  to  be  necrotic  material 
without  any  cellular  morphology,  and  its  origin 
was  not  determined.  The  cyst  fluid  contained 
only  a few  polymorphonuclear  cells  and  no  bile, 
and  the  culture  was  negative. 

The  patient  pursued  an  uneventful  postoperative 
course  and  was  discharged  in  good  condition  eight 
days  later  with  the  draining  abdominal  tube  still  in 
place. 

On  September  5,  1949,  the  patient  was  readmitted 
to  Vassar  Brothers  Hospital  for  the  fourth  time  with 
presenting  symptoms  of  increasing  dyspnea  at  rest, 
“indigestion  and  gas,”  and  loss  of  appetite  over  a 
two  week  period.  Treatment  at  home  with  digi- 
toxin,  ammonium  chloride,  and  Salyrgan  did  not 
give  relief.  Physical  examination  at  this  time 
showed  the  patient  to  be  in  moderate  respiratory 
difficulty,  with  respirations  24  and  temperature  99.4 
F.  The  pulse  was  regular  at  90,  and  the  blood 
pressure  was  140/0.  The  heart  was  enormously 
enlarged  to  the  midaxillary  line  with  a complete 
aortic  insufficiency.  The  lungs  were  resonant, 
but  a few  crepitant  rales  were  ausculted  at  both 
bases  posteriorly.  The  liver  was  slightly  enlarged 
and  tender,  and  there  was  pretibial  pitting  edema 
bilaterally. 

The  patient  remained  at  bed  rest  in  the  hospital 
without  improvement.  Oxygen  was  necessary  on 
several  occasions.  Morphine  and  atropine  were 
necessary  for  comfort.  He  went  into  sudden  acute 
heart  failure  on  the  afternoon  of  his  thirteenth 
hospital  day  and  expired. 

Autopsy. — The  body  is  that  of  a well-developed 
and  well-nourished,  white,  adult  man  in  the  thirty- 
ninth  year  of  life.  There  is  a small  sinus  opening 
in  the  skin  just  below  the  ribs  on  the  left  side.  A 
probe  inserted  into  it  passes  cephalad  for  a distance 
of  about  15  cm.  in  the  parieties  of  the  left  abdominal 
wall  to  end  in  a palpable  mass  about  5 cm.  in  di- 
ameter just  below  the  diaphragm.  This  mass  proves 
to  be  a cavity  attached  to  the  lower  surface  of  the 
diaphragm,  and  the  tail  of  the  pancreas  ends  in  the 
wall  of  the  cavity.  A small  quantity  of  grayish 
fluid  with  small  flecks  of  gray  material  is  present  in 
the  cavity.  The  cavity  is  lined  by  a furry,  yellowish 
membrane.  The  wall  is  nearly  1 cm.  thick.  The 
left  side  of  the  stomach  is  adherent  to  the  outside 
of  the  cavity.  A small,  accessory  spleen,  1 cm., 
with  a thick  capsule  is  present  in  the  connective 
tissue  around  the  cavity. 

Kidneys:  They  are  freely  movable,  and  the 

left  adrenal  and  kidney  are  separate  from  the  cavity. 
The  kidneys  weigh  200  Gm.  each,  having  a capsule 
that  can  be  stripped  readily,  leaving  a smooth 
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surface,  except  at  the  upper  pole  of  the  right  kidney 
where  there  is  an  irregular  area  2.5  to  3 cm.  This 
area  has  scar  tissue  in  it  and  looks  like  an  old  healed 
infarct.  The  cut  surfaces  of  the  kidneys  have 
normal  markings;  ureter  and  pelvis  on  each  side  are 
normal. 

Adrenals:  They  are  both  normal  in  appearance. 

Pancreas:  Head  and  body  are  normal,  but  the 
tail  is  involved  in  the  wall  of  the  cavity  described 
above. 

Liver:  Its  lower  edge,  3 to  4 cm.  below  the  costal 
margin,  is  rounded.  The  liver  is  enlarged  to  2,300 
Gm.,  and  its  cut  surface  has  a typical  nutmeg 
appearance.  The  gallbladder  is  normal. 

Heart:  The  enlarged  heart  occupies  a large 

volume,  the  left  lateral  margin  extending  far  over 
to  the  left  of  the  thorax.  The  pericardial  sac  con- 
tains only  about  10  cc.  of  slightly  yellow  fluid. 
There  are  no  adhesions.  The  heart  itself  weighs 
800  Gm.  with  a striking  dilation  and  hypertrophy 
of  the  left  ventricle.  The  latter  contains  large 
postmortem,  dark  red,  soft  blood  clots.  The  right 
auricle  and  ventricle  also  contain  much  postmortem 
clotted  blood.  The  inner  surface  of  the  left  ven- 
tricle is  smoother  than  normal  with  flattened  out 
trabeculae.  The  musculature  is  pale  and  very 
flabby.  The  mitral,  tricuspid,  and  pulmonary 
valves  are  normal.  The  aortic  valve  flaps  have 
large  openings  in  two  of  them.  A large  vegetation 
with  blood  clot  attached  to  it  is  firmly  adherent  to 
the  edges  of  the  hole  in  the  anterior  flap  of  the 
aortic  valve.  No  communication  exists  between  the 
pericardial  sac  and  the  cavity  in  the  abdomen. 

Lungs:  Both  are  free  except  that  a few  fibrous 
adhesions  are  located  at  the  left  base.  No  fluid 
is  found  in  the  pleural  cavities.  Edema  of  the 
right  base  is  present.  Both  lungs  show  emphy- 
sematous blebs  in  the  upper  portions.  The  left 
lung  weighs  600  Gm.,  and  the  right  weighs  1,000 
Gm.  No  communication  exists  between  the 
pleural  cavities  and  the  abscess  cavity  in  the 
abdomen. 

Aorta:  The  arch,  thoracic,  and  abdominal  por- 
tions show  no  arteriosclerosis. 

Urinary  bladder:  The  bladder  is  slightly  dis- 
tended, containing  200  cc.  of  normal  urine.  The 
wall  and  mucosa  are  normal. 

Gastrointestinal  tract:  The  stomach  is  normal. 
Duodenum,  small  and  large  intestines  are  normal. 

Microscopic  Examination. — Liver:  There  is  a 

wide  zone  of  chronic  passive  congestion  around  the 
central  veins  with  destruction  of  liver  cells,  marked 
infiltration  of  blood,  and  deposits  of  pigment. 
There  is  a slight  infiltration  of  lymphocytes  in  the 
portal  canals  but  no  increased  fibrosis. 

Wall  of  abdominal  abscess:  It  consists  of  a thick 
connective  tissue  infiltrated  with  lymphocytes. 
On  the  outside  of  the  wall  there  is  pancreatic  tissue, 
which  gives  the  impression  that  the  abscess  did  not 
originate  in  the  pancreas  but  rather  outside  at  the 
end  of  the  tail  of  the  pancreas. 


Pancreas:  In  the  region  of  the  abscess  the  pan- 
creatic tissue  shows  diffuse  foci  of  necrosis  involving 
both  parenchyma  and  interlobular  connective  tissue. 

Kidneys:  The  glomeruli  are  hypertrophied  where 
they  are  preserved.  Many,  however,  are  sclerosed. 
One  focus  in  the  kidney  has  many  sclerosed  glom- 
eruli closely  bunched,  indicating  a larger  area  of 
old  kidney  destruction.  This  area  also  has  a 
diffuse  lymphocytic  infiltration.  The  walls  of  the 
smaller  arteries  are  markedly  thickened  so  that  the 
lumen  is  very  small,  and  some  are  even  occluded. 
The  convoluted  tubules  show  very  little  change. 

Heart:  The  sections  of  the  aortic  valve  show  great 
deposit  of  acellular  connective  tissue  and  organized 
fibrin  on  the  valve  and  incorporated  with  the  valve. 
Connective  tissue  extends  from  it  into  the  myocar- 
dium in  the  vicinity  of  the  valve.  The  muscle  fibers 
are  hypertrophied.  No  active  process  is  seen  on 
the  valves  or  in  the  musculature. 

Accessory  spleen:  In  the  thick,  fibrous  tissue 
capsule  there  are  many  granules,  presumably  from 
old  blood. 

Comment 

Rupture  of  the  spleen  has  been  reported  in  malaria, 
typhoid  fever,  parturition,  acute  infections,  leu- 
kemias, typhus  fever,  infectious  mononucleosis, 
relapsing  fever,  and  many  other  conditions.  Only 
ten  cases  are  found  in  the  literature  up  to  December, 
1948,  as  due  to  bacterial  endocarditis.1-10 

Summary 

A case  of  bacterial  endocarditis  with  spontaneous 
rupture  of  the  spleen  is  presented  which  was  success- 
fully treated  surgically  and  medically.  The  patient 
had  had  rheumatic  heart  disease  with  aortic  in- 
sufficiency since  the  age  of  thirteen.  He  developed 
a massive  cystic  abdominal  tumor  of  unknown 
etiology  several  months  postoperatively,  which  was 
also  treated  surgically.  The  patient  died  in  acute 
congestive  heart  failure.  Autopsy  findings  are 
presented.  123  Academy  Street 
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I would  rather  that  the  people  should  wonder  why  I wasn’t  President  than  why  I am  — 
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SUDDEN  FATAL  HYPERINSULINISM 

IsmoR  Cohn,  M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Internal  Medicine  of  the  Jewish  Hospital  of  Brooklyn) 


'"THIS  case  of  presumed  hyperinsulinism  is  reported 
because  of  the  unusual  features  of  abrupt,  explo- 
sive onset  and  rapidly  fatal  termination  in  the  first 
attack. 

Case  Report 

The  patient  was  a thirty-eight-year-old  housewife, 
whose  previous  health  had  been  normal.  Five 
days  before  admission,  she  suffered  headache,  nausea, 
anti  vomiting  of  short  duration,  which  she  deemed 
too  insignificant  for  medical  attention  and  was  then 
perfectly  well  until  5 p.m.,  when  she  had  a convulsion 
of  short  duration,  with  loss  of  consciousness.  Her 
physician,  who  arrived  shortly  afterward,  found  her 
perfectly  normal  and  unaware  that  anything  had 
happened.  As  he  was  about  to  leave,  she  had  an- 
other attack  of  syncope  and  generalized  twitching, 
lasting  only  a few  minutes.  A diagnosis  of  epilepsy 
was  assumed,  and  neurologic  consultation  advised. 

About  an  hour  later,  the  convulsions  recurred, 
becoming  progressively  worse  and  longer  until 
practically  continuous.  Medical  attention  was 
unfortunately  delayed,  and  she  was  not  admitted  to 
the  hospital  until  9 p.m.  She  appeared  moribund 
and  was  thrashing  about  wildly  with  clonic  and  tonic 
movements  and  extensor  spasms  of  the  spine  and 
lower  extremities.  There  was  no  nuchal  rigidity, 
pulse  was  of  fair  quality,  blood  pressure  85/50, 
respirations  shallow,  and  some  cyanosis  of  the  finger 
tips.  The  fundus  showed  some  blurring  of  the  disc 
margins  and  some  papilledema.  No  reflexes  could 
be  elicited.  She  was  thought  to  be  suffering  from 
an  intracranial  expanding  lesion,  hemorrhage,  or 
both.  Sodium  phenobarbital  was  given  intra- 
muscularly, and  50  cc.  of  50  per  cent  glucose  by 
intravenous  route,  and  a spinal  tap  then  performed. 
The  fluid  was  under  a pressure  of  60  mm.  and  grossly 
bloody,  and  the  supernatant  fluid,  after  standing, 
was  xanthochromic.  Following  the  tap,  she  had  a 
severe  convulsion  lasting  ten  minutes  and  expired. 

Autopsy  was  performed  within  an  hour.  The 
findings  were  not  noteworthy,  save  for  those  in  the 
pancreas  and  brain.  The  brain  weighed  1,190  Gm. 
The  external  surface  was  slightly  edematous,  and 
the  upper  part  of  the  parietal  lobes  appeared  flat- 
tened. Microscopic  preparations  showed  markedly 
congested  vessels,  and  pericellular  and  perivascular 
edema.  Many  nerve  cells  were  swollen,  and  the 
nuclei  poorly  defined  or  absent.  In  other  areas,  the 
nuclei  were  irregular  and  hyperchromatic  and  the 
cells  shrunken. 

The  pancreas  showed  a marked  increase  in  the 
number  of  islands  of  Langerhans,  of  varying  size  and 
shape,  not  as  an  isolated  adenomatous  collection 
but  as  a diffuse  hyperplasia. 

Unfortunately,  blood  was  not  obtained  for  glu- 
cose determination,  but  the  clinical  picture  and  the 
pathology  in  pancreas  and  brain  warrant  the  pre- 
sumptive diagnosis  of  hyperinsulinism  and  hypo- 
glycemia. 

Comment 

Hyperinsulinism  has  been  recognized  as  a clinical 
entity  since  Harris  first  described  it  in  1936. 1 He 
classified  his  cases  as  either  organic,  caused  by  aden- 


oma or  carcinoma,  or  functional  due  to  overactivity 
of  normal  islet  cells.  In  this  case,  neither  descrip- 
tion applies,  as  there  was  neither  tumor  formation 
nor  simple  hyperfunction  but  marked  increase  in  the 
number  of  islands. 

Himwich,  in  a review  of  the  subject,  discusses  the 
peculiar  sensitivity  of  the  brain  to  hypoglycemia.2 
This  organ  is  the  only  one  which  derives  its  energy 
solely  from  the  combustion  of  carbohydrate;  it  has 
no  alternate  supply  and  cannot,  as  all  other  organs 
do,  utilize  fat  if  carbohydrate  fails.  Blood  sugar  of 
only  20  to  30  mg.  per  100  cc.  is  common  in  hypo- 
glycemic coma,  and  since  the  usual  chemical  deter- 
minations include  about  20  mg.  of  nonglucose-reduc- 
ing  substances,  such  a reading  actually  connotes 
absence  of  glucose  from  the  blood.3  Hence,  the 
brain  is  being  completely  starved,  and  its  metabolic 
activity  is  practically  at  a standstill. 

Vasomotor  changes,  constriction  and  stasis,  as  a 
result  of  anoxia  and  also  due  to  the  epileptiform  con- 
vulsions, aggravate  the  nonutilization  of  oxygen 
resulting  from  absence  of  substrate.  The  majority 
of  authors  consider  the  cerebral  necrosis  to  be  caused 
by  the  deficient  oxygenation  of  brain  tissue,  due  to 
the  vasomotor  changes;  others  blame  a direct 
intracellular  anoxia.  Some  postulate  an  additional 
direct  toxic  effect  of  insulin  on  the  neurons.  Grayzel 
and  others  state  that  cerebral  damage,  especially 
that  of  a vascular  nature,  is  caused  only  by  the  con- 
vulsions, but  the  consensus  of  opinion  is  that  they 
may  be  responsible  for  the  gross  hemorrhages  and 
softening  which  have  been  reported  but  do  not 
account  solely  for  the  pathologic  lesions.4 

The  pathologic  findings  in  this  case  are  compa- 
rable to  those  reported  by  Lawrence,  Meyer,  and 
Nevin  in  a study  of  six  cases.3  These  may  be  sum- 
marized, apart  from  the  occasional  occurrence  of 
gross  vascular  lesions,  as  widespread  degeneration 
and  disappearance  of  nerve  cells  in  the  cerebral  cor- 
tex, basal  ganglia,  and  cerebellum. 

Frostig  reports  an  orderly  progression  of  symptoms 
in  hypoglycemia  as  the  blood  glucose  decreases, 
dependent  on  the  varying  metabolic  requirements  of 
each  region  of  the  brain.6  The  newest  portions, 
cerebral  hemispheres  and  part  of  the  cerebellum, 
metabolize  at  the  highest  rate  and  therefore  suffer 
first  from  glucose  deprivation.  Successively,  the 
subcorticodiencephalic  layer,  the  midbrain,  and  the 
upper  part  of  the  medulla  are  involved.  The  lower 
medulla,  the  oldest  part,  containing  the  vital  cardio- 
vascular and  respiratory  centers,  has  the  lowest 
metabolic  rate  and  is  the  last  affected.  Involvement 
of  this  area  is  the  extreme  danger  zone,  and  if  blood 
glucose  leyel  is  not  restored  within  one  to  three 
hours,  permanent  or  even  fatal  damage  results. 

Usually,  in  hyperinsulinism  there  is  a history  of 
previous  episodes  of  weakness,  syncope,  or  epilepti- 
form attacks  with  recovery  as  the  blood  glucose  level 
is  restored,  either  by  food  intake  or  the  operation  of 
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the  sympathetic-adrenaline  defense  mechanism 
against  low  blood  sugar.  In  the  present  case,  with 
its  explosive  onset  and  rapidly  fatal  termination, 
we  may  hypothesize  that  this  defense  mechanism, 
which  had  been  protecting  the  patient  against  in- 
creasing insulin  production,  suddenly  broke  down, 
with  overwhelming  release  of  insulin  and  rapid, 
severe  hypoglycemia. 

Summary 

A case  of  hyperisletism,  with  sudden  occurrence  of 
coma  and  convulsions  and  rapidly  fatal  termination 


presumably  due  to  hyperinsulinism  and  hypogly- 
cemia, is  presented. 

The  lesson  is  emphasized  that  in  every  case  of 
coma  and/or  convulsions  hypoglycemia  must  be 
considered  in  the  diagnosis  and  the  blood  glucose 
determined. 
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HYPERSENSITIVITY  TO  IODINE  AND  CERTAIN  THIOUREA  COMPOUNDS 
OCCURRING  IN  HYPERTHYROIDISM 

William  S.  Norton,  II,  M.D.,  New  York  City 

{From,  the  Department  of  Medicine  and  Thyroid  Clinic,  St.  Luke’s  Hospital) 


"LJYPERSENSITIVE  reactions  to  iodine  are  an 
"L  ■L  occasional  occurrence  among  patients  treated 
for  thyroid  disease.1  Hypersensitivity  to  the  thio- 
urea compounds,  sometimes  of  alarming  propor- 
tions, occurs  with  some  frequency  and  may  pro- 
hibit further  use  of  these  therapeutic  agents.  The 
occurrence  together  in  one  individual  of  hyper- 
sensitivity to  both  medications  would  make  dif- 
ficult the  therapy  of  thyrotoxicosis  in  that  in- 
dividual. We  are  reporting  our  experience  with 
such  a case. 

Case  Report 

P.  S.,  a forty-nine-year-old  married,  white 
woman,  was  seen  first  in  the  Thyroid  Clinic  of  St. 
Luke’s  Hospital  on  May  21,  1949.  She  had  been 
well  until  one  and  one-half  years  before  when  she 
began  to  lose  weight  and  became  “run  down.”  She 
consulted  a local  doctor  who  gave  her  two  tablets  of 
thiouracil  daily  for  six  to  eight  weeks.  Her  symp- 
toms of  nervousness,  weakness,  and  palpitation  did 
not  improve,  and  the  medication  was  stopped.  An 
operation  for  removal  of  her  thyroid  gland  was  ad- 
vised and  refused.  For  approximately  one  year  she 
was  conscious  of  palpitation  on  the  slightest  exer- 
tion. For  several  months  she  had  noted  exertional 
dyspnea  and  for  one  month  swelling  of  the  ankles. 
For  two  weeks  she  had  noticed  an  increase  in  weak- 
ness, frequent  loose  watery  stools,  tremor  of  the 
hands,  and  her  eyes  were  said  to  have  been  promi- 
nent. Throughout  this  time  her  appetite  had  been 
good,  but  she  had  lost  from  20  to  25  pounds.  Her 
weight  increased  15  pounds  one  month  before  visit- 
ing the  hospital,  coincident  with  the  appearance  of 
swelling  of  the  ankles. 

Past  History. — The  patient  was  born  in  Michigan 
and  brought  up  in  the  State  of  Washington.  She 
was  married  and  had  never  been  pregnant.  Her 
menopause  had  occurred  three  years  previously. 
There  was  no  history  of  antecedent  cardiac  disease. 
Her  mother  had  a thyroidectomy  for  “goiter.” 


Physical  Examination. — Blood  pressure  was 
170/90,  weight  139V2  pounds.  The  patient  was 
wiry,  overactive,  and  fidgety  with  staring  eyes  and 
general  restlessness.  Lid  lag  was  observed  bilater- 
ally. The  neck  showed  a diffusely  enlarged  thyroid 
gland,  more  so  on  the  right.  It  was  smooth  in  con- 
sistency. There  was  slight  but  definite  tremor  of  the 
outstretched  fingers.  The  palms  were  moist  and 
warm.  The  pulse  rate  was  120  and  irregular.  The 
left  heart  border  percussed  out  to  the  left  anterior 
axillary  line.  The  abdomen  revealed  a nontender 
liver  which  descended  three  fingers  below  the  costal 
margin  on  inspiration.  There  was  pitting  edema  up 
to  the  knees.  There  were  diminished  breath  sounds 
over  the  right  lower  lobe  posteriorly  with  a few, 
scattered,  medium,  moist  rales.  The  basal  meta- 
bolic rate  was  plus  50  with  a pulse  of  100  (auricular 
fibrillation).  It  was  felt  that  the  patient  had  classic  | 
Grave’s  disease.  She  was  started  on  propylthioura- 
cil, 100  mg.  four  times  daily,  and  Lugol’s  solution,  10 
drops  three  times  daily.  She  was  admitted  to  the 
hospital  on  May  24  (four  days  later)  for  further  ob- 
servation and  study. 

Laboratory  Examination. — The  urinalysis  was 
normal.  Blood  count  was  hemoglobin  12.2  Gm. 
per  cent,  red  blood  cells  4,550,000,  white  blood 
cells  5,500,  neutrophils  70  per  cent,  lymphocytes 
24  per  cent,  monocytes  5 per  cent,  band  cells  1 per 
cent.  Serum  cholesterol  was  160  mg.  per  cent.  I 
Mazzini  test  was  negative. 

X-ray  of  chest  was  reported  as  follows:  “There  / 
is  a loculated  area  of  increased  density,  probably  | 
fluid,  in  the  horizontal  fissure  on  the  right.  Also  in 
the  right  costophrenic  angle  there  is  an  area  of  in-  t 
creased  density  suggestive  of  fluid.  There  is  con- 
siderable amount  of  congestion  throughout  both 
lung  fields.” 

An  electrocardiogram  was  taken  and  showed  di- 
phasic Ti,  T2,  and  T4-t.  The  rhythm  was  that  of 
auricular  fibrillation. 

Course  in  Hospital. — The  patient  was  placed  on 
bed  rest,  a salt-poor  diet,  and  pheno barbital,  30  mg. 
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three  times  daily;  propylthiouracil  and  Lugol’s 
solution  were  continued  in  the  dosage  given  above. 
By  the  second  hospital  day  (May  26),  the  patient 
had  stopped  fibrillating,  and  signs  of  cardiac  insuf- 
ficiency were  less  definite.  On  May  28,  at  1 a.m. 
she  had  a shaking  chill,  and  her  temperature  rose  to 
103.8  F.  Physical  examination  was  unchanged. 
Laboratory  examination  showed  a white  blood 
count  of  3,900  cells  with  50  per  cent  neutrophils. 
Twenty-four  hours  later  the  temperature  rose  to 
104.4  F.,  and  the  white  blood  count  was  reported  as 
2,700  cells  with  44  per  cent  neutrophils,  49  per  cent 
lymphocytes,  7 per  cent  atypical  lymphocytes, 
2 per  cent  monocytes,  and  2 per  cent  band  cells. 
Propylthiouracil  was  stopped  on  May  29,  and  on 
May  30  the  temperature  had  fallen  to  normal  and 
the  white  blood  count  had  risen  to  5,100  cells  with 
61  per  cent  neutrophils.  The  course  was  then  un- 
eventful until  June  2,  when  a test  dose  of  100  mg.  of 
propylthiouracil  was  given  at  9:30  a.m.  A gradual 
rise  in  temperature  occurred,  reaching  103.6  F.  at 
8 p.m.,  but  it  fell  to  normal  by  8 a.m.  the  next  morn- 
ing. Serial  white  blood  cell  counts  showed  no 
change. 

Two  days  later  (June  4),  however,  an  erythe- 
matous maculopapular  rash  appeared  on  the  face, 
scalp,  arms,  and  legs,  and  on  June  5,  the  tempera- 
ture rose  again  to  103  F.  The  dermatologist’s 
impression  was  “dermatitis  medicamentosa”  which 
he  felt  was  probably  due  to  phenobarbital,  although 
the  lesions  on  the  face  had  “the  appearance  of  an 
iodide  reaction.”  All  medications  were  stopped, 
and  by  June  7,  the  temperature  had  returned  to 
normal.  By  June  8,  the  rash  had  disappeared. 
On  June  9 and  10,  the  patient  was  again  given 
Lugol’s  solution,  10  drops  three  times  daily  for  five 
doses.  On  the  evening  of  June  10,  the  temperature 
rose  to  100.6  F.,  and  an  erythematous  rash  appeared 
on  the  right  leg.  Lugol’s  solution  was  stopped,  but 
on  the  next  day  the  temperature  rose  to  102.8  F., 
and  the  rash  had  spread  to  involve  the  face,  scalp, 
and  upper  extremities.  By  June  13,  the  tempera- 
ture had  returned  to  normal,  the  rash  had  disap- 
peared, and  the  patient  was  asymptomatic. 

On  June  14,  a test  dose  of  100  mg.  of  thiouracil 
was  given  at  11  a.m.  A gradual  rise  in  temperature 
followed,  reaching  101  F.  at  7 p.m.  and  103.2  F.  at 
12  midnight.  It  then  gradually  fell  to  normal  over 
the  next  five  hospital  days.  No  effect  on  total  or 
differential  white  blood  counts  was  observed  with 
serial  counts. 

Throughout  this  period  of  therapeutic  trials,  the 
patient’s  thyrotoxicosis  had  improved  only  slightly. 
Basal  metabolic  rate  was  plus  31  on  June  7 and 
plus  23  on  June  13.  Her  neck  measured  32  cm. 
over  the  goiter  which  at  this  time  was  graded  4 
plus  on  the  right,  3 plus  on  the  left,  and  2 plus  for  the 
isthmus.  Her  exophthalmos  was  graded  3 plus  bi- 
laterally. After  an  initial  drop  of  weight  from  133  to 
120  pounds  during  the  first  hospital  week  (probably 
due  to  mobilization  of  edema  fluid),  it  became 
stationary  at  approximately  120  pounds.  Cardiac 
rhythm  had  become  grossly  irregular  again  on  June 
14. 

Because  the  patient  still  was  clinically  thyrotoxic, 
further  therapeutic  procedures  were  discussed.  It 
was  the  opinion  of  a surgical  consultant  that  the 
patient  was  not  yet  ready  for  thyroidectomy. 
Radioactive  iodine  therapy  was  discussed,  but  be- 
cause it  was  not  available  at  this  hospital  and  be- 
cause the  patient  had  already  exhibited  hypersensi- 
tivity to  iodine  in  one  form,  the  idea  was  dropped. 

It  was  finally  decided  to  offer  the  patient  a course 
of  x-ray  therapy.  She  was  given  x-ray  treatment  of 


150  r to  the  thyroid  on  June  27  and  28  and  July  1. 
On  this  regimen,  she  improved  clinically,  her  car- 
diac rhythm  reverting  to  normal,  basal  metabolic 
rate  dropping  to  plus  10,  and  her  weight  rising  to 
122  pounds.  She  was  discharged  on  July  6,  her 
forty-third  hospital  day,  to  be  followed  in  thyroid 
and  radiotherapy  clinics. 

Clinical  Course. — The  patient  received  five  more 
radiotherapy  treatments  of  200  r each  to  the  thyroid 
by  August  1.  On  July  18,  her  basal  metabolic  rate 
was  plus  12  and  weight  122  pounds,  and  it  was  felt 
that  she  was  doing  satisfactorily.  However,  at  her 
next  clinic  visit  on  September  17,  she  was  fibrillating 
rapidly  and  had  diarrhea.  Her  basal  metabolic  rate 
had  risen  to  plus  19  and  her  weight  to  138  pounds. 
This  latter  was  undoubtedly  due  to  reappearance  of 
marked  ankle  edema.  She  gave  the  impression  of 
being  “more  thyrotoxic  than  plus  19.”  Conse- 
quently, she  was  referred  back  to  Radiotherapy 
Clinic,  and  three  more  treatments  were  given  in 
mid-September.  This  gave  a total  x-ray  dosage  of 
2,200  r,  and  the  radiotherapist  felt  that  further 
dosage  was  not  warranted. 

No  clinical  improvement  was  noted.  On  Septem- 
ber 26,  the  patient  was  started  on  thiourea,  0.5 
Gm.  three  times  daily.  On  October  1,  the  patient 
reported  to  the  clinic  that  she  felt  less  nervous  and 
had  less  ankle  edema.  On  October  9,  she  reported 
that  seven  days  previously  she  had  a “tempera- 
ture” and  felt  poorly.  She  stopped  medication  on 
her  own,  and  her  temperature  fell  to  normal  in 
forty-eight  hours.  On  October  9,  as  a therapeutic 
test,  she  was  instructed  to  take  one  0.5-Gm.  capsule 
of  thiourea  at  2 p.m.  By  6 p.m.,  she  felt  drowsy,  and 
her  temperature  was  100  F.  Next  morning  her 
temperature  was  102  F.,  and  she  reported  headache, 
diarrhea,  and  a “heat  rash”  on  her  neck.  At  8 p.m. 
on  October  10,  her  temperature  was  102.4  F.  The 
following  day  it  slowly  fell  from  101  F.  to  normal. 

On  October  17,  after  being  prepared  for  forty- 
eight  hours  with  pyribenzamine,  50  mg.  three  times 
daily,  she  again  took  one  0.5  Gm.  capsule  of  thio- 
urea at  4 p.m.  By  8 p.m.  she  was  having  shaking 
chills,  and  her  temperature  had  risen  to  102.2  F. 
Next  day  her  temperature  was  102  F.  and  she  com- 
plained of  chills,  headache,  and  anorexia.  The 
temperature  and  symptoms  subsided  by  October  19. 

Finally,  on  October  22,  the  patient  was  started  on 
para-aminobenzoic  acid  (PABA),  0.5  Gm.  once 
daily.  No  untoward  reactions  were  reported,  and 
the  patient  slowly  began  to  improve  clinically. 
On  October  29,  her  basal  metabolic  rate  was  plus  13, 
pulse  98  (auricular  fibrillation),  and  weight  128 
pounds.  Because  no  reactions  had  occurred,  the 
dosage  of  PABA  was  increased  to  0.5  Gm.  twice 
daily.  On  November  5,  basal  metabolic  rate  was 
plus  9,  and  the  dosage  was  increased  to  three  times 
daily.  On  November  12,  cardiac  rhythm  had  re- 
verted again  to  normal,  and  the  patient  appeared 
less  thyrotoxic  than  at  any  time  in  her  long  course, 
although  her  basal  metabolic  rate  had  risen  to  plus 
17.  The  pulse  was  86  and  weight  131  pounds. 
The  surgical  consultant  felt  that  the  patient  was  in 
good  condition  for  surgery.  Consequently,  she  was 
admitted  to  the  Surgical  Service  on  November  16, 
and  with  no  further  preoperative  medication  than 
continuation  of  PABA  had  a subtotal  thyroidectomy 
on  November  21.  The  postoperative  course  was 
uneventful,  and  the  patient  was  discharged  to  be 
followed  in  the  Thyroid  Clinic. 

Pathologic  Report. — Macroscopic:  There  were  48 

Gm.  of  thyroid  tissue.  On  examination  the  tissue 
was  slightly  lobulated,  pink,  tan,  and  firm.  On 
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section  the  cut  surface  was  faintly  lobulated,  pink, 
tan,  mottled,  firm,  and  meaty. 

Microscopic:  “There  is  pronounced  and  diffuse 

hyperactivity.  The  acini  are  numerous  and  closely 
packed.  They  vary  in  size  but  most  are  small  and 
oval.  There  are  high  and  low  columnar  cells  pres- 
ent; some  are  piled  up.  Most  acini  contain  pink 
droplets,  others  are  filled  with  vacuolated  pink 
colloid.  Many  acini  are  grouped  into  lobules  sepa- 
rated by  bands  of  mature  connective  tissue  which 
are  focally  infiltrated  with  small  amounts  of  lympho- 
cytes. The  tissue  is  moderately  vascular.” 

Impression:  “Hyperplasia.” 

Comment 

Complete  intolerance  to  one  or  more  thiourea  com- 
pounds due  to  leukopenia  or  agranulocytosis  with 
or  without  fever  is  infrequent.  Reports  of  fever 
alone  are  somewhat  more  common. 

Kent,  Shipley,  and  Rundell  report  three  cases  of 
proved  fever  among  41  patients  treated  with  0.3 
Gm.  of  thiourea  daily.2  Fever  appeared  after  ten 
to  fourteen  days  of  therapy.  These  same  authors 
refer  to  two  cases  of  fever  in  120  patients  treated  by 
Danowski  with  thiourea. 

In  a cooperative  study  of  1,091  patients  receiving 
thiouracil,  Moore  reports  that  5 per  cent  developed 
fever  of  significant  and  distressing  degree.3  Fever 
following  propylthiouracil  therapy  is  reported  by 
Kent,  Shipley,  and  Rundell  who  encountered  one 
patient  among  51  treated.2  Fever  was  reproduced 
four  times  in  positively  proving  drug  sensitivity  in 
this  case.  Reveno  reports  one  patient  out  of  54 
treated  who  developed  fever  six  weeks  after  starting 
propylthiouracil.4  The  origin  of  the  temperature 
was  similarly  proved  later.  Bartels  refers  to  one  case 
of  fever  in  his  series  of  672  treated  with  propyl- 
thiouracil.5 


Astwood  and  Vander  Laan  report  no  significant 
side-effects  in  100  patients  treated  with  propyl- 
thiouracil.6 Five  of  these  had  had  fever  following 
thiouracil.  One  of  these  five  and  one  other  had 
had  fever  following  thiobarbital.  Three  others  had 
had  intolerance  to  iodine. 

Newman  and  Ross  report  a case  of  thyrotoxicosis 
sensitive  to  iodine  who  was  later  successfully  man- 
aged with  propylthiouracil.7 

Goodwin,  Miller,  and  Wayne  review  18  reported 
cases  treated  with  para-aminobenzoic  acid  and  add 
ten  of  their  own.8  No  toxic  effects  were  encount- 
ered. 

Summary 

A case  is  presented  of  a forty-nine-year-old  thyro- 
toxic woman  who  presented  a therapeutic  problem 
because  she  exhibited  hypersensitivity  to  Lugol’s 
solution,  propylthiouracil,  thiouracil,  and  thiourea. 
The  patient  was  finally  prepared  for  surgery  with 
para-aminobenzoic  acid  and  external  radiation  of 
the  thyroid  gland.  She  had  an  uneventful  post- 
operative course  and  a good  clinical  result. 

References  are  given  to  reports  of  similar  hyper- 
sensitivity mentioned  in  current  literature. 

57  East  93rd  Street 
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CANCER  DEATHS  REVERSE  TREND 

The  American  Cancer  Society  reported  recently 
that  for  the  first  time  since  statistics  on  causes  of 
death  were  started  more  men  than  women  are  dying 
from  cancer  in  the  nation. 

Dr.  Charles  S.  Cameron,  New  York  City,  A.C.S. 
medical  and  scientific  director,  said  in  a statement 
that  the  disease  killed  102,671  men  in  1949,  com- 
pared with  101,980  women.  The  1949  figures  are 
the  most  recent  available.  He  pointed  out  that  the 
Society  for  years  has  emphasized  that  cancer  is  not 
just  a women’s  disease. 

Dr.  Cameron  said  that  in  1900  there  were  only 


about  sixty  male  deaths  for  every  100  women  dying 
of  cancer.  By  1940  this  had  risen  to  ninety-one  men 
for  every  100  women.  At  present,  only  about  a 
third  of  the  cancers  in  males  are  readily  accessible  to 
diagnosis  and  treatment,  compared  to  two  thirds  for 
women. 

“Since  cancer  is  highly  curable  when  detected 
early  and  treated  promptly,  the  disease  in  accessible 
female  sites,  such  as  the  breast  and  uterus,  shows 
much  better  cure  rates  than  hidden  cancers,  such  as 
stomach  cancers,  which  predominate  in  the  male,” 
he  said. 


ESOPHAGOGASTRITIS  COMPLICATING  AUREOMYCIN  THERAPY 

Victor  J.  Curtis,  M.D.,  JosephJ.  Giliberti,  M.D.,  and  William  C.  Schraft,  M.D., 
New  Rochelle,  New  York 

(From  the  Medical  and  Pathology  Services  of  New  Rochelle  Hospital ) 


THE  side-effects  of  the  oral  administration  of 
x aureomycin  hydrochloride  have  heretofore  been 
described  as  mild  and  easily  controlled.  These  in- 
clude glossitis,  “black  tongue,”  nausea,  vomiting, 
epigastric  distress,  diarrhea,  and  excoriation  of  the 
perianal  area. 

The  development  of  a more  severe  complication, 
noted  at  two  necropsies,  is  deemed  worthy  of  inclu- 
sion in  the  literature. 

Case  Reports 

Case  1. — A sixty-two-year-old  Negro  male 
was  admitted  to  the  New  Rochelle  Hospital  on  Feb- 
ruary 25,  1950,  complaining  of  shortness  of  breath 
and  cough  of  one  week  duration. 

The  patient  was  in  good  health  until  six  years 
prior  to  admission  when  he  first  noted  minor  epi- 
sodes of  exertional  dyspnea.  One  week  prior  to 
admission  he  became  increasingly  dyspneic  and 
began  to  expectorate  a thick,  tenacious,  greenish 
sputum.  He  denied  hemoptysis.  His  appetite  be- 
came very  poor,  and  he  lost  an  undetermined  amount 
of  weight.  He  denied  having  chills,  sweats,  hoarse- 
ness, chest  pain,  or  dysphagia.  He  obtained  some 
relief  by  sitting  up  in  bed  and  bending  forward. 

The  past  history  and  systemic  review  were  other- 
wise noncontributory. 

Physical  examination  revealed  a well-developed, 
thin  patient,  appearing  acutely  and  desperately  ill. 
Respirations  were  shallow  and  rapid,  and  the  lips 
were  moderately  cyanotic.  Temperature  was 
102.4  F.,  pulse  140,  and  respirations  32. 

The  teeth  were  carious,  and  the  tongue  was  dry 
and  heavily  coated.  The  heart  was  not  enlarged  to 
percussion;  the  sounds  were  only  faintly  audible. 
Blood  pressure  was  110/70.  There  was  dullness 
to  percussion  over  the  left  lower  lung  field,  especially 
anteriorly.  Loud  moist  rales  and  rhonchi  were  heard 
over  both  lungs,  being  loudest  over  the  lower  left 
lung  field.  Bronchial  breath  sounds  were  heard  over 
the  lower  half  of  the  left  anterior  lung  field.  The 
liver  was  felt  three  fingerbreadths  below  the  right 
costal  margin,  and  its  edge  was  smooth  and  non- 
tender. 

A chest  roentgenogram  was  taken  the  morning 
following  admission  and  showed  a dense  and  exten- 
sive pneumonic  consolidation  on  the  left,  obscuring 
all  lung  detail  except  for  the  extreme  apex. 

Laboratory  studies  revealed  a normal  red  blood 
count  and  hemoglobin.  The  white  cell  count  was 
8,800,  the  differential  count  showing  76  per  cent 
polymorphonuclear  neutrophils,  68  per  cent  of 
which  were  nonsegmented  forms.  Repeat  count  two 
days  later  was  essentially  the  same.  Urinalysis 
showed  a 2 plus  test  for  albumin.  Bacteriologic 
examination  of  two  specimens  of  sputum  showed  a 
heavy  growth  of  Pseudomonas  aeruginosa. 

The  patient  was  digitalized  during  the  first  twelve 
hours  after  admission.  In  addition  to  penicillin 
and  dihydrostreptomycin  which  were  started  paren- 
terally  on  the  day  of  admission,  aureomycin  hydro- 
chloride (Lederle),  750  mg.  every  six  hours  by 
mouth,  was  added  to  the  therapy.  The  antibiotics 
were  maintained  until  shortly  before  the  patient 


expired.  He  failed  to  show  improvement  through- 
out his  hospital  stay,  and  his  condition  rapidly  de- 
teriorated. His  temperature  fell  to  100.8  F.  on  the 
second  day  but  rose  thereafter  and  persisted  at 
about  102.  Oxygen  was  administered  on  admis- 
sion and  was  maintained  throughout  the  period  of 
hospitalization.  No  vomiting  or  dysphagia  were 
noted  at  any  time  during  therapy.  The  patient  be- 
came irrational  and  expired  on  the  fifth  hospital  day. 

Necropsy  Findings. — The  pertinent  findings  were 
limited  to  the  lungs,  esophagus,  and  stomach.  The 
tracheobronchial  tree  contained  a large  amount  of 
mucopurulent  material.  The  bronchi  of  the  right 
upper  lobe  showed  marked  cylindric  dilatation  and 
contained  a mucopurulent  secretion.  Scattered 
throughout  all  lobes  were  raised,  white,  granular, 
discrete  patches  up  to  1 cm.  in  diameter.  Cultures 
and  smears  from  various  portions  of  the  lungs  re- 
vealed only  Ps.  aeruginosa.  Microscopically,  the 
right  upper  lobe  revealed  a typical  picture  of  long- 
standing bronchiectasis  with  activity.  A widespread 
bronchopneumonia  was  present  ' throughout  all 
lobes. 

The  distal  three  quarters  of  the  esophagus,  as 
well  as  the  proximal  half  of  the  stomach,  showed  a 
golden-yellow  pigmentation  of  the  entire  mucosal 
surface,  which  could  not  be  rubbed  away.  No 
grossly  visible  ulcerations  of  the  mucosa  were  seen. 

Microscopic  examination  of  the  esophagus  showed 
numerous  superficial  ulcerative  lesions  with  partial 
sloughing  of  the  mucosal  epithelium.  The  surface 
was  covered  by  necrotic  debris,  within  which  poly- 
morphonuclear leukocytes  and  brilliant  yellow 
crystals  were  identifiable.  The  submucosa  was  well 
vascularized,  appeared  markedly  edematous,  and 
had  been  invaded  by  numerous  polymorphonuclear 
leukocytes.  In  areas  infiltration  of  polynuclear 
leukocytes  into  the  superficial  muscularis  was  noted. 
The  crystals  located  over  the  surface  were  similar  to 
those  found  when  aureomycin  hydrochloride  was 
smeared  onto  a slide  and  stained  with  hematoxylin 
and  eosin.  Gram  and  Brown  stains  of  sections  of 
tissue  revealed  occasional  clumps  of  Candida  albi- 
cans scattered  throughout  both  the  superficial 
necrotic  zone  and  the  submucosa.  The  deeper  layer 
of  muscularis  and  the  periesophageal  soft  tissues 
were  normal. 

Case  2. — An  eighty-five-year-old  white  Italian 
male  was  admitted  to  New  Rochelle  Hospital  on 
July  23,  1950,  complaining  of  crampy  abdominal 
pain  of  thirty-six  hours  duration. 

Due  to  senility  an  adequate  history  was  not  ob- 
tained. The  patient  had  had  a large,  asymptomatic, 
inguinal  hernia  for  at  least  twenty  years  which 
was  supported  by  a truss.  A few  hours  before  ad- 
mission the  hernia  became  irreducible,  and  he 
was  admitted  to  the  hospital  for  treatment.  He 
denied  nausea,  vomiting,  diarrhea,  or  constipation. 

The  past  history  and  systemic  review  were  other- 
wise noncontributory. 

Physical  examination  revealed  a well-developed, 
obese  male,  appearing  acutely  ill.  His  temperature 
was  102  F.,  pulse  106,  and  respirations  26.  The 
skin  was  dry  and  hot.  There  was  a suggestion  of  a 
slight  icteric  tint  to  the  sclera.  The  chest  was  em- 
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physematous  but  normal  to  percussion  and  ausculta- 
tion. The  heart  was  slightly  enlarged  to  the  left  on 
percussion,  but  no  murmurs  were  audible.  Blood 
pressure  was  110/60.  The  abdomen  was  slightly 
distended,  and  there  was  some  slight  muscle  splint- 
ing in  the  epigastrium  and  left  upper  quadrant  with 
marked  tenderness  in  the  left  upper  quadrant  on 
deep  palpation.  A large,  right  inguinal  hernia  was 
present  which  extended  into  the  scrotum.  It  was 
soft,  nontender  to  palpation,  and  irreducible.  Rec- 
tal examination  revealed  an  enlarged,  boggy  prostate, 
and  brown  stool  was  present  on  the  examining  finger. 

An  abdominal  roentgenogram  was  taken  the  day 
of  admission,  and  the  appearance  was  consistent 
with  an  early  mechanical  obstruction  of  the  small 
bowel.  A barium  enema  the  following  day  was  only 
partially  successful  and  failed  to  show  any  findings  of 
obstruction. 

Laboratory  studies  revealed  2,300,000  red  cells 
with  a hemoglobin  of  55  per  cent.  The  white  cell 
count  was  7,400,  the  differential  count  showing  92 
per  cent  polymorphonuclear  neutrophils,  64  per  cent 
being  nonsegmented  forms.  Following  the  trans- 
fusion of  1,000  cc.  of  whole  blood,  the  red  cell  count 
rose  to  2,700,000,  but  at  no  time  did  it  rise  beyond 
this  level  despite  further  transfusions.  The  white 
count  and  differential  remained  essentially  un- 
changed. Urinalysis  revealed  a 1 plus  test  for 
albumin.  The  icteric  index  initially  was  46  units  and 
repeat  examinations  showed  a gradual  decrease  to 
12  units. 

In  view  of  the  patient’s  age  and  poor  condition, 
supportive  therapy  was  instituted  upon  admission. 
His  progress  was  satisfactory  until  the  evening  of  the 
sixth  hospital  day  when  his  temperature  spiked  to 
102.6  F.  A chest  roentgenogram  taken  the  next 
day  showed  bilateral  basilar  pneumonitis. 

In  addition  to  penicillin  which  was  started  paren- 
terally  on  the  sixth  day,  aureomycin  hydrochloride 
(Lederle),  500  mg.  every  four  hours  by  mouth,  was 
added  to  the  therapy  on  the  eighth  hospital  day. 
The  medications  were  continued  throughout  the 
remainder  of  his  illness.  His  condition  grew  pro- 
gressively worse,  and  when  signs  of  cardiac  failure 
appeared  on  the  ninth  hospital  day,  the  patient  was 
digitalized  and  oxygen  was  administered.  No 
vomiting  or  dysphagia  were  noted  during  his  ther- 
apy; the  patient  occasionally  complained  of  a severe 
pain  in  the  left  lower  chest  and  in  the  epigastrium. 
The  patient  became  extremely  dyspneic  and  cyanotic 
and  expired  on  the  twelfth  hospital  day. 

Necropsy  Findings. — The  distal  two  thirds  of  the 
esophagus  was  covered  by  a brilliant  yellow  pigment; 
the  pigment  extended  onto  the  gastric  mucosa  to 
involve  the  entire  cardia.  The  mucosal  pattern 
appeared  intact,  and  no  ulcerative  lesions  were 
noted.  Microscopically,  the  surface  epithelium 
of  the  esophagus  and  stomach  had  been  partially 
eroded.  The  surface  was  covered  by  a necrotic  de- 
bris containing  occasional  yellow  crystals  resembling 
the  crystals  of  aureomycin  hydrochloride.  A heavy 
invasion  of  polymorphonuclear  leukocytes  had  oc- 
curred throughout  the  mucosa  and  submucosa.  No 
inflammatory  lesions  were  present  within  the  muscu- 
laris  or  within  the  perimuscular  connective  tissues. 
Gram  and  Brown  stains  of  tissue  revealed  no  or- 
ganisms. 

The  pulmonary  arteries  contained  numerous  small 
emboli,  and  the  parenchyma  showed  many  early 
zones  of  infarction.  There  was  an  acute  cholecystitis 
with  an  adjacent  walled-off  abscess. 

Comment 

There  is  no  conclusive  evidence  that  the  esophago- 
gastritis  was  produced  by  aureomycin  hydrochloride. 


Harvey  et  al.  have  found  guaiac  positive  stools  in 
several  patients  receiving  aureomycin  hydrochloride 
by  mouth,  and  Dearing  and  Heilman  mention  per- 
foration of  duodenal  ulcers  in  two  patients  following 
oral  administration  of  this  drug.1-2 

The  isolation  of  C.  albicans  in  the  first  patient, 
however,  raises  the  question  of  moniliasis.  Bockus 
states  that  moniliasis  may  extend  into  the  esophagus 
from  the  mouth  or  pharynx  or  may  occur  as  an  inde- 
pendent lesion.3 

If  this  patient  had  moniliasis,  it  is  conceivable  that 
aureomycin  hydrochloride,  in  eliminating  bacterial 
flora  in  the  gastrointestinal  tract,  caused  prolifera- 
tion of  the  organism.  Such  superinfection  has  been 
described  as  a complication  of  penicillin  and  strepto- 
mycin therapy.4-6  Weinstein  believes  that  this  may 
be  due  to  a disturbance  in  the  balance  of  bacterial 
antagonism,  especially  in  the  mouth  and  oropharynx. 

The  absence  of  any  demonstrable  organism  in  the 
second  patient  favors  the  possibility  that  the  lesion 
was  produced  by  the  direct  action  of  aureomycin 
hydrochloride  on  the  mucosa.  It  is  to  be  noted  that 
both  of  these  patients  were  acutely  ill  at  the  time  of 
administration  of  aureomycin  hydrochloride,  and  the 
faculties  of  swallowing  were  probably  impaired. 
This  complication  of  such  therapy  however,  should 
be  kept  in  mind  when  aureomycin  hydrochloride  is 
administered  to  aged  and  desperately  ill  patients. 

Addendum. — Since  the  preparation  of  this  paper, 
a third  case  of  esophagogastritis  complicating  the 
use  of  aureomycin  hydrochloride  has  been  seen. 

The  case  was  that  of  a seventy-year-old  white 
male,  in  extremis,  who  received  aureomycin  during 
the  last  nine  hours  of  life.  An  initial  dose  of  500  mg. 
was  given  nine  hours  prior  to  death,  the  second  dose 
four  hours  later.  During  the  period  of  receiving 
aureomycin  his  temperature  was  101.6  F,  pulse 
weak  and  irregular,  and  the  respirations  labored; 
there  was  a profuse  diaphoresis,  and  the  extremities 
were  cold  to  touch;  the  patient  was  moaning  con- 
stantly and  was  disoriented. 

At  autopsy,  there  was  found  a posterior  wall  in- 
farction with  thrombosis  of  the  right  coronary  artery 
and  perforation  of  the  interventricular  septum. 
The  esophagus  contained  numerous  yellow  par- 
ticles. Over  the  surface  of  the  esophagus  and  the 
cardiac  portion  of  the  stomach  were  occasional 
patches  of  a yellow  pigment  which  could  not  be 
washed  or  rubbed  from  the  membrane.  Micro- 
scopic examination  showed  numerous  small,  super- 
ficial ulcerations  of  the  esophagus;  the  surface  of 
these  ulcers  was  covered  with  polynuclear  leuko- 
cytes ; within  these  areas  the  submucosa  was  lightly 
infiltrated  by  lymphocytes  and  occasional  poty- 
nuclear  leukocytes  and  plasmacytes.  There  were  no 
vascular  changes.  Muscularis  and  perimuscular 
connective  tissue  were  normal.  Gram  stain  for 
bacteria  revealed  no  demonstrable  organisms. 
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A COMPLICATION  OF  ANTICOAGULANT  THERAPY  SIMULATING  AN  ACUTE 
SURGICAL  ABDOMEN 

J.  Earl  Miles,  M.D.,  F.A.C.S.,  Alan  A.  Kane,  M.D.,  and  George  A.  Degenshein,  M.D., 
Brooklyn,  New  York 

0 From  the  Departments  of  Surgery  and  Medicine,  Coney  Island  Hospital) 


'T'HE  introduction  of  anticoagulant  therapy  has 
"*■  opened  innumerable  avenues  of  progress  in  for- 
merly prohibitive  medical  and  surgical  problems. 
However,  this  therapy  is  not  without  dangers.  The 
ease  to  be  presented  represents  a complication  which 
illustrates  several  salient  features  to  be  noted  during 
the  administration  of  anticoagulants. 

Case  Report 

L.  G.,  a seventy-year-old  white  woman,  was  ad- 
mitted to  the  medical  service  at  Coney  Island  Hos- 
pital on  April  8,  1950,  with  precordial  pain  of  sev- 
eral hours  duration.  A diagnosis  of  coronary  occlu- 
sion was  made,  and  anticoagulant  therapy  was  in- 
stituted. 

The  course  of  treatment  is  shown  in  Table  I. 


TABLE  I. — Course  of  Treatment 


Date 

Dicumarol 

(Mg.) 

Prothrombin  Time 
(Seconds) 

April  8 

300 

12 

9 

200 

13.5 

10 

150 

19.8 

11 

100 

24.8 

12 

75 

25.4 

13 

0 

33.8 

14 

75 

27.8 

15 

0 

38.2 

17 

0 

33 

18 

0 

27 

On  the  tenth  hospital  day,  the  patient  was  given  a 
small  dose  of  milk  of  magnesia.  She  had  several 
small  diarrheal  stools  at  which  time  she  strained 
moderately.  At  10  a.m.  the  patient  experienced 
sudden  onset  of  pain  in  the  right  lower  quadrant. 
Examination  at  that  time  revealed  a sausage- 
shaped mass  limited  above  at  the  umbilicus,  below 
at  the  symphysis,  medially  at  the  midline,  and 
laterally  at  the  edge  of  the  rectus.  The  patient 
vomited  persistently  over  the  course  of  the  next  few 
hours. 

Laboratory  data  were  as  follows:  white  blood 

cells  7,300,  differential  count  63  per  cent  poly- 
morphonuclear leukocytes,  32  per  cent  lymphocytes, 
2 per  cent  monocytes,  1 per  cent  eosinophils,  1 per 
cent  basophils.  Urine  was  negative.  Flat  plate  of 
the  abdomen  revealed  increased  intestinal  gas  but 
was  inconclusive  for  evidence  of  obstruction. 

The  mass  became  tender,  doughy,  offered  rebound 
tenderness,  and  was  mobile  only  to  a limited  ex- 
tent. The  rest  of  the  abdomen  was  soft.  Catheteri- 
zation did  not  diminish  the  size  of  the  mass.  Auscul- 
tation revealed  normal  borborygmi  over  the  abdo- 
men as  well  as  over  the  mass.  Although  the  pos- 
sibility of  a hemorrhage  into  the  right  rectus  muscle 
secondary  to  anticoagulant  therapy  was  considered, 
the  evidence  of  intestinal  obstruction,  the  persistent 
vomiting,  the  tender  mass,  and  the  clinical  picture 
made  it  impossible  to  rule  out  an  intussusception. 

The  patient  was  operated  on  the  same  day  after 


1,000  cc.  of  blood  were  given  slowly.  On  entering 
the  right  rectus  sheath,  the  muscle  was  black,  fri- 
able, and  oozing  throughout.  Fresh  clots  were  seen 
deep  to  the  muscle.  The  epigastric  vessels  were 
thrombotic,  and  any  attempt  to  manipulate  the 
muscle  freed  fragments  of  necrotic  tissue.  The  trans- 
versalis  fascia  was  ecchymotic.  A small  incision  was 
made  into  the  peritoneum  and  the  absence  of  intra- 
peritoneal  pathology  ascertained.  A small  incision 
was  made  into  the  left  rectus  sheath  and  normal 
muscle  was  revealed.  A rubber  tissue  drain  was 
placed  deep  to  the  necrotic  muscle  and  the  abdomen 
closed  after  careful  hemostasis.  The  patient  made 
an  uneventful  recovery  except  for  a moderate 
amount  of  bleeding  from  the  wound.  More  blood 
was  given,  and  when  bleeding  persisted  the  next 
day,  the  patient  was  returned  to  the  operating  room. 
It  was  planned  to  ligate  the  epigastric  vessels  high 
and  resect  the  muscle  if  necessary.  However,  as 
soon  as  the  skin  sutures  were  removed  a small  sub- 
cutaneous vessel  was  apparent  as  the  source  of 
bleeding,  and  this  was  controlled  easily  with  a liga- 
ture. Fascia  was  not  disturbed,  and  skin  sutures 
were  replaced.  The  patient  made  an  uneventful 
recovery  and  has  since  been  discharged  from  the 
hospital. 

Comment 

This  patient  offers  several  interesting  features : 

1.  The  amount  of  anticoagulant  given  within 
the  six-day  period  before  the  hemorrhage  was  only 
75  mg.  For  four  days  none  was  given.  The  pro- 
thrombin time  was  falling  and  was  at  a level  of 
twenty-seven  seconds  on  the  day  of  bleeding.  Hence, 
we  have  further  evidence  that  hemorrhage  may  occur 
on  the  decline  of  the  therapy  period,  many  days 
after  the  last  dose  has  been  given. 

2.  Another  word  of  warning  is  added  to  the 
abuses  of  the  bed  pan.  It  is  felt  that  this  patient 
initiated  her  bleeding  by  straining.  It  has  been 
proved  conclusively  that  straining  trauma  can  cause 
hemorrhage  in  the  rectus  sheath.  In  these  instances, 
patients  were  first  inadvertently  operated  on  for 
acute  appendicitis,  while  the  real  pathology  was  a 
tear  in  the  epigastric  vessel  of  the  right  rectus  sheath 
due  to  trauma.  In  those  cases,  a mass  was  not 
evident,  but  where  anticoagulants  are  given,  the 
magnitude  of  the  hemorrhage  is  great  enough  for 
mass  formation. 

3.  The  anticoagulant  effect  is  not  immediately 
reversible  by  transfusion.  Although  no  undue 
bleeding  was  encountered  in  entering  the  abdomen 
and  no  great  difficulty  met  in  establishing  meticulous 
hemostasis,  the  patient  continued  to  ooze  from  a 
small  subcutaneous  vessel.  This  vessel  was  not 
evident  at  the  time  of  the  first  operation,  and  it  is 
felt  that  in  a patient  with  a normal  prothrombin 
time  there  would  have  been  no  bleeding  at  all. 
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Bureau  of  Medical  Care  Insurance. — The  Bureau 
of  Medical  Care  Insurance,  George  P.  Farrell, 
Director,  reports  as  follows: 

The  activities  of  the  Bureau  are  under  the  direc- 
tion of  the  Subcommittee  on  Medical  Expense 
Insurance  of  the  Council  Committee  on  Economics. 

Your  Bureau  has  been  engaged  during  the  past 
months  in  activity  to  expedite  the  formation  of  a 
uniform  State-wide  contract  offering  surgical,  in- 
hospital  medical  coverage  as  agreed  upon  by  the 
subcommittee  and  Blue  Shield  Plan  presidents  as 
the  most  practical  for  State-wide  coverage.  Con- 
tracts offering  similar  coverage  in  plans  throughout 
the  country  have  been  obtained  for  study  and  com- 
parison. The  material  was  analyzed,  statistical 
comparisons  on  utilization,  membership,  and  fi- 
nancial data  were  prepared,  and  similar  studies  were 
made  of  the  six  Blue  Shield  plans  operating  in  New 
York  State.  These  preliminary  studies  were  of  aid 
to  the  Bureau  in  drawing  up  drafts  of  a service  con- 
tract and  schedule  of  allowances  for  surgical,  in- 
hospital  medical  coverage  on  a uniform  State-wide 
basis. 

In  the  study  of  plan  contracts  it  was  noted  that 
x-ray,  pathology,  anesthesia,  and  physical  therapy 
benefits  were  provided  in  various  ways;  in  some  in- 
stances they  were  included  in  the  master  contract, 
in  others  by  rider  at  additional  premium  cost, 
and  still  others  made  no  provision  for  these  services. 
In  view  of  the  fact  that  these  services  are  the  prac- 
tice of  medicine  and  provision  for  payment  should 
be  provided  by  the  medical  plan,  Mr.  Farrell  drew 
up  a medical  indemnity  rider  as  part  of  the  State- 
wide draft  with  a schedule  of  allowances  for  pay- 
ment of  these  four  specialty  services  when  rendered 
by  a doctor.  Purchase  is  optional  with  the  basic 
contract. 

To  facilitate  review  and  discussion  of  the  State- 
wide contract  proposals,  Mr.  Farrell  prepared  an 
analysis  showing  the  differences  between  the  State- 
wide contract  draft  and  contracts  now  in  effect  in 
New  York  State  Blue  Shield  plans.  The  analysis 
proved  most  helpful  to  the  committee  in  its  de- 
terminations. 

As  pointed  out  in  the  report  of  the  subcommittee, 
the  matter  of  catastrophic  coverage  for  polio,  cancer, 
etc.,  in  the  State-wide  proposal  has  yet  to  be  re- 
solved. Mr.  Farrell  is  currently  working  on  an 
analysis  of  this  type  of  coverage  recently  adopted  by 
the  California  Physician’s  Service.  So  far  as  can 
be  determined,  California  Physician’s  Service  is  the 
first  Blue  Shield  Plan  to  initiate  this  coverage.  It  is 
provided  in  rider  form  and  available  only  to  existing 
and  newly  organized  CPS  Blue  Shield  groups.  It 
offers  protection  up  to  two  years  or  $5,000  covering 
twenty-three  catastrophic  diseases  and  ailments. 
Further  progress  toward  the  inclusion  of  this  cover- 
age in  New  York  State  will  be  reported  later. 

Although  the  initial  steps  toward  the  establish- 
ment of  a uniform  State-wide  contract  have  been 


* This  report  was  inadvertently  omitted  from 
the  Annual  Reports  published  in  the  April  1,  1951, 
issue  of  the  Journal,  and  so  is  being  presented  at 
this  time. 


completed,  any  problems  which  have  to  be  resolved 
will  require  the  cooperation  of  local  county  medical 
societies  with  their  local  plan.  The  cooperative 
effort  of  the  members  of  the  subcommittee  and  plan 
presidents  has  made  it  possible  to  achieve  progress 
in  the  drafting  of  the  uniform  State-wide  contract. 

Your  Director  has,  on  invitation,  conferred  with 
many  groups  on  the  problems  of  medical  care  in- 
surance. Blue  Shield  plan  directors  have  asked  for 
an  exchange  of  ideas  on  problems  facing  the  plans, 
and  he  has  conferred  various  times  with  the  special 
committee  for  the  study  of  medical  insurance  plans 
for  the  Erie  County  Medical  Society.  The  chair- 
man of  the  Public  Relations  Committee  of  the 
Nassau  County  Medical  Society  invited  Mr.  Farrell 
to  meet  with  his  group  in  the  discussion  of  a sick- 
ness and  insurance  program  of  the  Electrical 
Workers  Union  of  the  Long  Island  Lighting  Com- 
pany. 

On  February  26,  1950,  Mr.  Farrell  attended  the 
annual  conference  of  Blue  Cross-Blue  Shield  plans 
held  in  Montreal,  Canada.  At  this  meeting  the 
following  changes  were  made  in  the  bylaws  of 
Associated  Medical  Care  Plans  by  resolution: 
Chapter  III  Section  1 (a)  amended  to  read:  “Full 
members : Monthly  rate  of  two  and  one-half  mills  per 
subscriber  contract  in  force;  minimum  $10.00  per  ' 
month;  Maximum  $800  per  month,  and. . .”  Anew  I 
section  (8)  was  added  to  Chapter  V,  as  follows:  j 
“Section  8. — The  Commissioners  at  Large  shall  be  i 
elected  as  the  need  for  such  Commissioners  arises,  j 
by  the  Commission,  provided,  however,  that  at  the  | 
next  ensuing  meeting,  annual  or  special,  of  the  mem-  ■ 
bers  of  the  corporation  after  any  such  appointment 
each  and  all  appointments  made  by  the  Commission 
to  the  position  of  Commissioner  at  Large  shall  be 
subject  to  confirmation  by  a majority  weighted 
vote  of  the  Plans  present  and  voting,  and  in  the 
event  of  failure  to  confirm  any  appointment  same 
shall  be  null  and  void  as  of  the  date  of  adjournment 
of  such  meeting  of  Plans.”  These  resolutions  were 
unanimously  carried. 

The  resignation  of  Dr.  Paul  R.  Hawley  as  chief 
executive  officer  of  the  Blue  Cross-Blue  Shield 
Commission  was  accepted  with  regret. 

Membership  standards  of  AMCP  were  revised  to 
include  the  provision  that  a plan  shall  have  the 
sponsorship  or  the  approval  of  the  state  medical 
association  or,  if  local,  of  the  county  medical 
society  or  societies  in  the  geographic  area  in  which 
it  operates.  If  at  any  time  the  sponsoring  or  the 
approving  medical  society  should  withdraw  its 
sponsorship  or  approval  of  the  plan,  such  with- 
drawal shall  place  a plan’s  membership  in  AMCP 
on  a conditional  basis,  subject  to  termination, 
pending  an  inquiry  into  the  circumstances  as 
directed  by  the  Blue  Shield  Commission. 

At  the  business  session  on  February  23,  Mr.  Far- 
rell participated  in  a forum  and  gave  a paper  on  the 
subject  “Service  Benefits  and  Income  Ceilings.” 

During  the  past  year  Mr.  Farrell  has  appeared 
before  lay  and  professional  groups.  He  presented  a ; 
paper  on  the  New  York  State  Blue  Shield  plans  at 
the  Middle  Atlantic  States  Regional  Conference, 
held  at  Philadelphia  April  6,  1950,  and  was  present 
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at  the  conference  January  18,  1951,  which  was 
devoted  to  civil  defense  problems.  At  the  midyear 
meeting  and  conference  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New  York, 
held  at  Rochester,  his  report  was  a comprehensive 
compilation  on  the  progress  of  the  plans  for  the  years 
1945  through  June  30,  1950.  Mr.  Farrell  also  met 
with  a study  group  on  medical  care  insurance  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
County  of  Kings  and  addressed  the  Auxiliary  to  the 
County  of  Columbia.  It  is  to  be  noted  that  the 
Woman’s  Auxiliaries  throughout  the  State  have 
arranged  programs  on  medical  care  insurance.  The 
results  of  these  efforts  have  been  reflected  in  the 
favorable  reactions  of  the  public  and  the  medical 
profession  to  the  medical  insurance  principle.  The 
Bureau  appreciates  the  interest  of  the  Auxiliary 
groups  in  arranging  programs  on  medical  care  in- 
surance for  lay  and  professional  groups. 

Mr.  Farrell  has  addressed  the  senior  medical 
students  of  Syracuse  University  College  of  Medicine 
on  two  occasions  this  year.  His  subject  was  the 
importance  of  economics  in  medicine.  He  pointed 
out  the  importance  of  a broad  understanding  of 
how  a doctor’s  income  is  affected  when  service  is 
rendered  to  insured  patients  in  Blue  Shield  plans, 
other  medical  care  plans,  commercial  companies, 
and  also  under  the  Workmen’s  Compensation  Law; 
benefits  provided  to  veterans  with  service-connected 
disabilities  by  the  Veterans  Administration  through 
the  cooperation  of  the  Veterans  Medical  Service 
Plan  of  New  York,  Inc.;  benefits  provided  to  the 
indigent  by  the  New  York  State  Department  of 
Social  Welfare,  and  benefits  extended  by  the  De- 
partments of  Health  and  Education  for  various 
disabilities  such  as  blindness,  crippled,  and  certain 
congenital  conditions. 

Payments  to  doctors  for  services  from  the  above 
sources  during  1950  were  approximately  $14,000,000 
from  Blue  Shield,  other  medical  care  plans 
$5,000,000,  commercial  insurance  companies 
$10,000,000,  Workmen’s  Compensation  $30,000,000, 
Veterans  Administration  for  service-connected  dis- 
abilities $2,000,000,  New  York  State  Department 
of  Social  Welfare  $5,000,000,  or  a total  of  approxi- 
mately $66,000,000.  This  does  not  include  benefits 
extended  by  the  Departments  of  Health  and 
Education. 

Your  Director  attended  the  A.M.A.  convention 
in  San  Francisco  and  reports  that  he  attended 
the  fourth  annual  meeting  of  the  Medical  Societies 
Executive  Conference,  June  28,  1950,  at  the  Alex- 
ander Hamilton  Hotel.  He  was  also  present,  on 
invitation  of  Dr.  Winslow,  chairman  of  the  New 
York  State  delegation,  at  a meeting  of  the  State 
Society  delegates  to  the  A.M.A.  House  meeting; 
also  sessions  of  the  reference  committee  on  medical 
insurance  programs  and  the  A.M.A.  House  of  Dele- 
gates. 

On  invitation,  Mr.  Farrell  attended  the  Confer- 
ence of  Presidents  and  Other  Officers  of  State  Medi- 
cal Associations,  held  during  the  A.M.A.  conven- 
tion week.  Excellent  papers  were  presented,  and 
noted  specifically  by  your  Director  for  future  refer- 
ence were  the  papers  given  by  Dr.  Julian  P.  Pierce 
of  South  Carolina,  on  “Medicine’s  Greatest  Gift” 
and  the  paper  by  Mr.  Baird  H.  Markham  of  New 
York  City  on  “American  Democracy  on  Trial.” 

At  the  Blue  Shield  Commission  meeting  June  24, 
1950,  a report  was  given  that  approximately  $300,000 
in  contributions  had  been  received  from  member 
plans  toward  the  establishment  of  the  National 
Blue  Shield  Service,  Inc.  The  original  amount  of 
capital  requirement  was  reduced  from  $375,000  to  a 


minimum  of  $325,000  and  the  period  for  payment 
extended  to  December  31,  1950. 

On  December  3,  1950,  at  the  interim  meeting 
of  the  A.M.A.  in  Cleveland,  the  Blue  Shield  Com- 
mission announced  that  its  application  for  a charter 
for  National  Blue  Shield  Service,  Inc.,  had  been 
approved  by  the  Attorney  General  and  the  Secretary 
of  State  of  Ohio.  The  objects  of  the  corporation 
are  to  promote  the  establishment  and  operation  of 
such  nonprofit,  voluntary  medical  care  plans 
throughout  the  United  States,  its  territories  and 
possessions,  and  Canada,  as  will  adequately  meet 
the  health  needs  of  the  public  and  preserve  and  ad- 
vance scientific  medicine  and  the  high  quality  of 
medical  care  rendered  by  the  medical  profession. 
Inherent  in  its  objects  is  a recognition  that  state  and 
local  medical  care  plans  should  be  autonomous  in 
their  operation  so  that  the  needs,  facilities,  re- 
sources, and  practices  of  their  respective  areas  can 
be  given  due  consideration,  but  that  the  health  and 
welfare  of  the  public  is  advanced  by  the  coordination, 
through  the  medium  of  this  corporation,  of  methods, 
coverages,  operations,  and  actuarial  data. 

The  following  are  members  of  the  Blue  Shield 
Commission  from  New  York  State:  Dr.  Carlton  E. 
Wertz,  Dr.  Chas.  Gordon  Heyd,  Dr.  Frederic  E. 
Elliott,  and  Mr.  John  F.  McCormack. 

On  invitation  of  Dr.  Chas.  Gordon  Heyd,  presi- 
dent of  United  Medical  Service,  your  Director 
attended  a meeting  with  representatives  of  the 
medical  societies  in  UMS  operating  area,  November 
14,  1950,  at  which  time  a plan  was  outlined  wherein 
each  component  county  medical  society  was  urged 
to  set  up  a committee  for  prepaid  voluntary  medi- 
cal insurance.  To  this  committee  physicians  will 
refer  all  matters  affecting  UMS  policies  and  ad- 
ministration. After  consideration  these  matters 
will  be  referred,  if  necessary,  to  the  executive  com- 
mittee of  the  voting  members  for  further  considera- 
tion. When  advisable  this  committee  will  then  re- 
port to  the  executive  committee  of  the  Board  of 
Directors  which  will  refer  matters  to  the  proper 
committee  of  UMS  for  study  and  report.  The 
executive  committee  will  then  report  with  recom- 
mendations to  the  Board  of  Directors  of  UMS  for 
final  disposition.  This  indicates  the  close  coopera- 
tion of  UMS  with  the  medical  profession. 

At  the  conference  of  secretaries  of  component 
county  societies  of  the  Medical  Society  of  the  State 
of  New  York,  held  in  Albany,  November  15,  1950, 
Mr.  Farrell  presented  a report  on  the  progress  of 
Blue  Shield  plans  in  New  York  State  approved  by 
the  Medical  Society  of  the  State  of  New  York. 

On  invitation  of  Dr.  James  R.  McVay,  chairman 
of  the  Council  on  Medical  Service  of  the  A.M.A., 
Mr.  Farrell  was  present  at  a meeting  held  Novem- 
ber 16,  at  the  Roosevelt  Hotel  in  New  York  City, 
where  a discussion  was  held  jointly  with  the  Council 
on  Medical  Service  of  the  A.M.A.  and  the  American 
Nurses’  Association.  The  purpose  of  this  meeting 
was  to  discuss  the  feasibility  of  providing  for  nurs- 
ing services  in  voluntary  health  insurance  plans. 
During  the  discussion  it  was  made  quite  clear  that  at 
the  present  time  there  was  not  sufficient  data  avail- 
able on  the  cost  of  these  services  to  deem  it  advisable 
at  this  time  to  include  these  benefits  but  to  defer 
until  further  study  has  been  given  the  matter. 

Dr.  Siris,  chairman  of  the  Council  Committee 
on  Legislation,  invited  Mr.  Farrell  to  meet  with  his 
committee  and  representatives  of  the  legislation 
committee  of  the  New  York  State  Dental  Society, 
to  discuss  the  inclusion  of  oral  surgery  in  Blue  Shield 
contracts. 

Your  Director  attended  the  Second,  Third, 


1200 


ADDITIONAL  ANNUAL  REPORT 


[N.  Y.  State  J.  M. 


Fourth,  Fifth,  Sixth,  Seventh,  Eighth,  and  Ninth 
District  Branch  meetings  of  the  Medical  Society 
of  the  State  of  New  York.  Statements  on  the 
progress  of  the  Blue  Shield  plans  were  prepared 
by  Mr.  Farrell  for  distribution  at  these  meetings, 
together  with  local  plan  descriptive  literature.  At 
most  of  the  meetings  time  was  allotted  to  Mr. 
Farrell  for  a brief  discussion  on  the  material  pre- 
pared for  distribution.  On  invitation,  your  Director 
was  present  at  an  executive  committee  meeting  of 
the  Sixth  District  Branch  prior  to  the  stated  meet- 
ing. 

Following  is  a report  on  the  progress  of  the  Blue 
Shield  plans  at  December  31,  1950:  Total  member- 
ship (subscribers  and  dependents)  2,695,864,  an  in- 
crease of  616,511  or  29.64  per  cent  over  the  previous 
year. 

Following  is  a comparative  membership  state- 
ment and  increase  in  Blue  Shield  medical  care  plans 
which  are  identified  with  Blue  Cross  hospital  plans: 


Membership  Increase 


Location 

Medical 

Hospital 

Medical 

Hospital 

New  York 

1,948,915 

4,482,611 

401,243 

334,130 

Buffalo 

336,983 

598,807 

125,606 

99,046 

Utica 

138,372 

175,425 

6,338 

4,434 

Rochester 

129,515 

387,709 

36,028 

25,415 

Albany 

101,196 

284,192 

32,060 

17,276 

Syracuse 

40,883 

328,168 

15,236 

30,208 

Total 

2,695,864 

6,256,912 

616,511 

510,509 

The  Blue  Shield  medical  care  plans  had  an 
earned  premium  income  during  1950  of  $18,487,080, 
as  compared  to  $13,572,253  in  1949,  an  increase  of 
$5,014,827. 

Incurred  claims  during  1950  amounted  to 
$13,900,243,  as  compared  to  $9,569,057  during 
1949,  an  increase  of  $4,331,186. 

The  Bureau  is  pleased  to  report  that  the  Chau- 
tauqua Region  Medical  Service,  Inc.,  was  incor- 
porated on  November  29,  1950.  This  plan  will 
serve  Chautauqua  County  and  completes  coverage 
by  Blue  Shield  plans  of  all  the  areas  in  New  York 
State. 

They  will  offer  a service  type  contract  including 
surgery  and  obstetrics  with  an  annual  income  ceding 
of  $4,000  for  both  an  individual  and  family  sub- 
scriber. 


The  officers  of  the  new  plan  are  Dr.  C.  Otto  Lind- 
beck,  president;  Dr.  H.  A.  Blaisdell,  vice-president,  I 
and  Dr.  Robert  Northrup,  secretary-treasurer,  and 
it  is  expected  they  will  offer  contracts  to  the  public 
in  the  very  near  future. 

The  plan  has  adopted  in  principle  the  suggestions  !; 
proposed  by  the  Subcommittee  on  Medical  Care1 
Insurance. 

The  officers  and  members  of  the  Medical  Society 
of  the  County  of  Chautauqua  are  to  be  commended 
on  their  efforts  in  making  available  this  service  to! 
the  public  in  their  area. 

The  Bureau  has  continued  its  policy  of  preparing 
quarterly  progress  reports  on  the  New  York  State 
Blue  Shield  plans,  covering  membership,  earned 
premium  income,  incurred  claim  and  administra- 
tive expenses,  reserves  and  surplus,  for  distribution 
to  the  presidents  and  executive  directors  of  the  Blue 
Shield  plans.  These  reports  are  also  submitted  to 
the  members  of  the  Council  of  the  State  Society, 
subcommittee  members  and  county  medical  society 
secretaries,  State  of  New  York  Insurance  depart- 
ment, the  National  Blue  Shield  office  in  Chicago, 
and  others  who  are  interested  in  these  statistics. 
Pertinent  information  from  these  reports  is  published 
in  the  New  York  State  Journal  of  Medicine. 

The  fourth  annual  progress  report  for  1949  was 
also  prepared  by  the  Bureau,  giving  a detailed  analy- 
sis of  each  plan  in  respect  to  membership,  incurred 
claims,  claim  incidence,  operating  expenses,  re- 
serves, cancellation  studies,  etc.,  for  the  informa- 
tion of  the  House  of  Delegates  and  members  of  the 
Medical  Society  of  the  State  of  New  York.  These 
reports  are  of  great  value,  because  they  indicate  the 
experience  of  each  plan  by  quarters,  and  it  is  recom- 
mended that  they  be  reviewed  carefully  by  the 
secretary  of  each  county  medical  society  for  the  in- 
formation of  members.  The  Bureau  would  wel- 
come any  requests  for  more  detailed  information 
which  is  not  practical  in  many  instances  to  include 
in  an  annual  progress  report. 

Your  Director  wishes  to  thank  Dr.  Azzari,  chair- 
man of  the  Council  Committee  on  Economics,  Dr. 
Aaron,  chairman,  and  members  of  the  Subcommittee 
on  Medical  Expense  Insurance  for  their  continued 
cooperation  and  support. 
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DEPARTMENT  OF  MEDICAL  CARE 
INSURANCE 

Conducted  by  George  P.  Farrell,  Director 


npHE  Fifth  Annual  Progress  Report  on  the  six  new 
"L  York  State  voluntary  nonprofit  Blue  Shield  in- 
surance plans,  approved  by  the  Medical  Society  of 
the  State  of  New  York,  shows  the  largest  growth  of 
any  year  in  enrollment  and  benefits  to  members. 

Membership. — As  of  December  31,  1950,  mem- 
bership was  2,695,864,  an  increase  of  616,511,  the 
largest  gain  in  any  year  to  date. 

Earned  Premium  Income  and  Benefits  to  Mem- 
bers.— Income  earned  on  premiums  received 
amounted  to  $18,587,  080,  an  increase  of  $5,014,827, 
and  incurred  benefits  to  members  were  $13,886,830, 
an  increase  of  $4,317,773. 

Payments  to  Doctors. — Claim  payments  to  doc- 
tors amounted  to  $13,146,356,  an  increase  of  $3,- 
922,192. 


Plan  Developments. — New  York  increased  annual 
income  ceilings  from  $1,800  to  $2,500  for  an  individ- 
ual, and  $2,500  to  $4,000  for  a family  for  service 
benefits  on  the  surgical  and  surgical-medical  plans. 

Rochester  offered  a service  contract  with  annual 
income  ceilings  of  $5,000  for  an  individual  and  family 
subscriber. 

Surplus  and  Maternity  Reserves. — Total  surplus 
as  of  December  31,  1950,  amounted  to  $3,829,452,  an 
increase  of  $940,614.  Reserves  for  deferred  ma- 
ternity benefits  as  of  December  31,  1950,  amounted 
to  $3,127,930,  an  increase  of  $759,534. 

Through  the  cooperation  of  the  plans  this  report 
has  been  made  possible.  Additional  information 
has  been  compiled  and  is  available  upon  request. 


TABLE  I. — Comparative  Membership  (Subscribers  and  Dependents) — December  31,  1950  and  1949 


Location  and  Name  of  Plan 

1950 

1949 

Increase 

Per  Cent  of 
Increase 

New  York 

United  Medical  Service,  Inc. 
Subscribers 

937,213 

763,558 

173,655 

22.74 

Dependents 

1,011,702 

784,114 

227,588 

29.02 

Total 

1,948,915 

1,547,672 

401,243 

25.93 

Buffalo 

Western  New  York  Medical  Plan 
Subscribers 

132,358 

83 , 023 

49,335 

59 . 42 

Dependents 

204,625 

128,354 

76,271 

59 . 42 

Total 

336,983 

211,377 

125,606 

59.42 

Rochester 

Genesee  Valley  Medical  Care 
Subscribers 

54 , 000 

39,150 

14,850 

37.93 

Dependents 

75,515 

54,337 

21,178 

38.98 

Total 

129,515 

93,487 

36 , 028 

38.54 

Syracuse 

Central  New  York  Medical  Plan 
Subscribers 

16,291 

10,539 

5,752 

54 . 58 

Dependents 

24 , 592 

15,108 

9,484 

62.77 

Total 

40 , 883 

25,647 

15,236 

59.41 

Utica 

Medical  and  Surgical  Care 
Subscribers 

65 , 298 

62 , 579 

2,719 

4.34 

Dependents 

73,074 

69 , 455 

3,619 

5.21 

Total 

138,372 

132,034 

6 , 338 

4.80 

Albany 

Northeastern  New  York  Medical  Service 
Subscribers 

43,838 

29,934 

13,904 

46.45 

Dependents 

57,358 

39 , 202 

18,156 

46.31 

Total 

101,196 

69,136 

32,060 

46.37 

Grand  Totals 
Subscribers 

1,248,998 

988,783 

260,215 

26.31 

Dependents 

1,446,866 

1,090,570 

356,298 

32.67 

Totals 

2,695,864 

2,079, 353 

616,511 

29.65 

1201 
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TABLE  II. — Comparative  Membership  and  Increases  in  Blue  Shield  and  Blue  Cross  Plans  and 
Per  Cent  of  Blue  Shield  Members  to  Blue  Cross  Members  for  Years  Ending  December  31,  1950,  1949,  and  1948 


Location 

. 1950- 

Members 

Increase 

. 1949- 

Members 

Increase 

1948- 

Members 

Increase 

New  York 

Blue  Shield 
Blue  Cross 
Per  Cent 

1,948,915 

4,482,611 

43.48 

401,243 

334,130 

1,547,672 
4,148,481 
37  31 

418,705 

529,590 

1,128,967 

3,618,891 

31.20 

398,674 

412,713 

Buffalo 

Blue  Shield 
Blue  Cross 
Per  Cent 

336,983 

598,807 

56.27 

125,606 

99,046 

211,377 
499,761 
42 . 30 

51,500 

18,623 

159,871 

481,138 

33.23 

40,163 

35,449 

Rochester 

Blue  Shield 
Blue  Cross 
Per  Cent 

129,515 
387 , 705* 
33.41 

36,028 

25,415 

93 , 487 
362,294 
25 . 80 

24 , 834 
11,740 

68,653 

350,554 

19.58 

22 , 508 
14,000 

Syracuse 

Blue  Shield 
Blue  Cross 
Per  Cent 

40,883 

328,168 

12.46 

15,236 
30 , 208 

35 , 647 
297,960 
8.61 

5,541 

18,322 

20,106 

279,638 

7.19 

4,784 

26,131 

Utica 

Blue  Shield 
Blue  Cross 
Per  Cent 

138,372 

175,425 

78.88 

6,338 

4,434 

132,034 

170,991 

77.22 

22,071 

13,474 

109,963 

157,517 

69.81 

20,594 

10,699 

Albany 

Blue  Shield 
Blue  Cross 
Per  Cent 

101,196 
284 , 192 
35.61 

32,060 

17,276 

69,136 

266,916 

25.90 

17,437 

7,992 

51,699 

258,924 

19.97 

28,921 

39,997 

Totals 

Blue  Shield 
Blue  Cross 
Per  Cent 

2,695,864 

6,256,912 

43.09 

616,511 

510,509 

2,079,353 

5,746,403 

36.19 

540,094 

599,741 

1,539,259 

5,146,662 

29.91 

515,644 
538 , 995 

TABLE  III. — Claim  Data  (Paid  Basis)  For  Year  Ending  December  31.  1950 


Location  and  Type 
of  Contract 

Earned 

Premium 

Income 

Claim 

Cost 

Per  Cent  of 
Claim  Cost 
to  Earned 
Premium 

Number 

of 

Claims 

Average 
Cost  per 
Claim 

Claim 
Incidence 
per  1,000 
Members 
per  Annum 

New  York 
Surgical 

Surgical-Medical 
General  Medical 

$ 7,992,694 
4.504,515 
1,314,146 

$ 5,923,935 
2,815,948 
891,696 

74.12 

62.51 

67.85 

96,663 

50,912 

73,285 

$61.28 

55.31 

12.17 

80.1 

101.0 

906.4 

Total 

$13,811,355* 

$ 9,631,579 

69.74 

220,860 

$43.61 

Buffalo 

Surgical 

Surgical,  In-Hospital  Medical 

$ 1,622,540 
226,062 

$ 1,256,504 
139,377 

77.44 

61.65 

45,134 

6,004 

$27 . 84 
23.21 

178.0 

329.5 

Total 

$ 1,848,602 

$ 1,395,881 

75.51 

51,138 

$27.30 

Rochester 

Surgical 

$ 729,692 

$ 493,947 

67.69 

14,806 

$33.36 

132.9 

Syracuse 

Surgical 

Surgical-Medical 

$ 40,736 

302,772 

$ 29,705 

220,227 

72.92 

72.74 

937 

11,989 

$31.70 

18.37 

154.6 

433.7 

Total 

$ 343,508 

$ 249,932 

72.76 

12,926 

$19.34 

Utica 

Surgical 

Surgical,  In-Hospital  Medical 

$ 446,647 

644,222 

$ 385,262 

449,691 

86 . 25 
69.80 

15,294 

18,328 

$25.19 

24.53 

226.2 

282.0 

Total 

$ 1,090,869 

$ 834,953 

76 . 54 

33,622 

$24.83 

Albany 

Surgical,  In-Hospital  Medical 

$ 762,933 

$ 540,069 

70.85 

12,873 

$41.95 

145.3 

Grand  Totals 

$18,586,959 

$13,146,356 

70.73 

346,225 

$37.97 

1 

* Earned  premium  income  on  Medical  Expense  Fund  contracts  not  included. 
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TABLE  IV. — Comparative  Number  of  Paid  Claims  (By  Contract)  for  Years  Ending  December  31,  1950  and  1949 


Location 

Surgical 

Surgical  and 
In-Hospital 
Medical 

Surgical-Medical 
(Horae,  Office, 
Hospital) 

Total  Claims 

New  York 

1950 

96,663 

50,912 

73,285 

220,860 

1949 

73,338 

31,239 

45,553 

150,130 

Increase 

23,325 

19,673 

27,732 

70,730 

Buffalo 

1950 

45,134 

6,004 

51,138 

1949 

27,959 

6,661 

34,620 

Increase 

17,175 

667* 

16,518 

Rochester 

1950 

14,806 

14,806 

1949 

10,045 

10,045 

Increase 

4,761 

4,761 

Syracuse 

1950 

937 

11,989 

12,926 

1949 

669 

9,312 

9,981 

Increase 

268 

2,677 

2,945 

Utica 

1950 

15,294 

18,328 

33,622 

1949 

12,892 

15,628 

28,520 

Increase 

2,402 

2,700 

5,102 

Albany 

1950 

12,873 

12,873 

1949 

8,518 

8,518 

Increase 

4,355 

4,355 

Totals 

1950 

172,834 

88,117 

85,274 

346,225 

1949 

124,903 

62 , 046 

54,865 

241,814 

Increase 

47,931 

26,071 

30,409 

104,411 

* Italics  indicate  decrease. 


TABLE  V. — Comparative  Claim  Incidence  (Frequency  with  Which  Claims  Occur)* 


Location 

Surgical 

Surgical  and 
In-Hospital 
Medical 

Surgical-Medical 
(Home,  Office, 
Hospital) 

New  York 

1950 

80.1 

101.0 

902.4 

1949 

75.6 

87.4 

796.7 

1948 

70.5 

73.0 

666.1 

Buffalo 

1950 

178.0 

329.5 

1949 

167.6 

337.0 

1948 

140.6 

342.1 

... 

Rochester 

1950 

132.9 

1949 

109.8 

1948 

99.2 

Syracuse 

1950 

154.6 

433.7 

1949 

164.8 

486.3 

1948 

155.5 

450.3 

Utica 

1950 

226.2 

282.0 

1949 

225.4 

242.8 

1948 

224.6 

228.6 

Albany 

1950 

143.4 

1949 

145.3 

1948 

135.7 

* Per  1,000  participants  per  annum,  by  types  of  contracts  for  years  ending  December  31,  1950,  1949,  and  1948. 
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TABLE  VI. — Comparison  of  Earned  Premium,  Incurred  Claim,  and  Administrative  Expenses  and 
Claim  and  Expense  Ratios  to  Earned  Premium  Income  for  Years  Ending  December  31,  1950  and  1949 


New  York 

Buffalo 

Rochester 

Syracuse  Utica 

Albany 

Totals 

Earned  Premium  Income 

1950 

$13,811,476  $1 

,848,602 

S729 , 692 

$343,508  $1,090,869 

$762,933 

$18,587,080 

1949 

9,976,541  1,304,113 

550,548 

246,582  985,740 

508,729 

13,572,253 

Increase 

$ 

3,834,935  $ 

544 , 489 

$179,144 

$ 96,926  $ 105,129 

$254,204 

S 

5,014,827 

Claim  Expense 

1950 

$10,114,271  $1,515,957 

$545,581 

$264,462  $ 828,070 

$618,489 

$13,886,830 

1949 

6,794,365  1,015,075 

374,821 

204,370  775,619 

404 , 807 

9,569,057 

Increase 

S 

3,319,906  $ 

500,882 

$170,760 

$ 60,092  $ 52,451 

$213,682 

$ 

4,317,773 

Administrative  Expense 

1950 

s 

2,551,328  S 

138,442 

$112,621 

$ 43,339  S 175,260 

S 83,190 

$ 

3,104,180 

1949 

2,086,927 

102,456 

76,622 

29,373  134,399 

46,697 

2,246,474 

Increase 

$ 

464,401  $ 

35,986 

$ 35,999 

$ 13,966  $ 40,861 

$ 36,493 

$ 

857,706 

Claim  Expense  Ratio 

to 

Earned 

Premium  Income 
1950 

73.23 

82.00 

74.77 

76.99  75.91 

81.07 

74.78 

1949 

68.10 

77.83 

68.08 

82.88  78.68 

79.57 

70.50 

Administrative  Expense  Ratio  to 

Earned  Premium  Income 

1950 

18.47 

7 49 

15.43 

12.62  16.07 

10.90 

16.70 

1949 

20.92 

7.86 

13.91 

11.91  13.63 

9.17 

18.25 

TABLE  VII. — Comparison  of  Earned  Premium,  Incurred  Administrative  Expense  per  Contract  and 

per  Member 

for  Years  Ending  December  31,  1950,  1949,  1948,  and  1947 

Earned 

Per 

Per 

Administrative 

Per 

Per 

Location 

Premium 

Contract 

Member 

Expense  Contract 

Member 

New  York 

1950 

$13,811,476 

$15.46 

$ 

9.62 

$2,551,328 

$2.86 

$1.38 

1949 

9,976,541 

13.98 

6.95 

2,086,927 

2.92 

1.45 

1948 

6,618,729 

13.22 

6.71 

1,398,534 

2.79 

1.41 

1947 

3,986,028 

12.34 

6.39 

847,461 

2.62 

1.35 

Buffalo 

1950 

$ 

1,848,602 

$16.30 

$ 

6.40 

$ 138,442 

$1.22 

S .48 

1949 

1,304,113 

17.13 

6.73 

102,456 

1.34 

.53 

1948 

979,634 

17.50 

6.87 

97,647 

1.74 

.68 

1947 

830,264 

19.31 

7.58 

100,846 

2.34 

.92 

Rochester 

1950 

8 

729,692 

$15.14 

$ 

6.63 

$ 112,621 

$2.34 

$1.02 

1949 

550,548 

15.22 

6.40 

76,622 

2.12 

.89 

1948 

368,545 

14.66 

6.22 

56,782 

2.25 

.95 

1947 

223,762 

13.31 

5.66 

36,147 

2.15 

.91 

Syracuse 

1950 

$ 

343 , 508 

$25.41 

$10.19 

$ 43,339 

$3.21 

SI.  29 

1949 

246,582 

23.39 

9.61 

29,373 

3.07 

1.26 

1948 

197,406 

25.36 

10.58 

24,501 

3.14 

1.31 

1947 

152,488 

25.72 

10.74 

21,736 

3.66 

1.53 

Utica 

1950 

$ 

1,090,869 

$17.71 

$ 

8.23 

$ 175,260 

$2.84 

$1.32 

1949 

985 , 740 

16.77 

7.98 

134,399 

2.28 

1.09 

1948 

809,777 

16.33 

7.90 

113,644 

2.27 

1.10 

1947 

621,067 

15.26 

7.53 

84,483 

2.07 

1.02 

Albany 

1960 

$ 

762,933 

$19.62 

$ 

8.50 

$ 83,190 

$2.14 

S .93 

1949 

508,729 

19.49 

8.39 

46,697 

1.78 

.77 

1948 

325,577 

18.44 

7.97 

34,804 

1.97 

.85 

1947 

96,056 

16.58 

7.23 

14,313 

2.47 

1.07 

Note:  Mean  average  used  in  determining  contracts  and  membership. 


1205 


The  patient  describes  his 


depression: 


I have  lost  interest  in  everything — I have  no  ambition  any  more — 
everything  seems  futile — I feel  frustrated  and  lonely — 
I can’t  remember  or  concentrate — I am  all  slowed  up." 

Washburne,  A.C.:  Ann.  Int.  Med  32: 265,  1950. 

For  such  a patient  ’Dexedrine’  Sulfate  is  of  unequalled  value. 

Its  uniquely  "smooth”  antidepressant  effect  restores 
mental  alertness  and  optimism,  induces  a feeling  of  energy 
and  well-being — and  thus  has  the  happy  effect  of  once  again 
reviving  the  patient’s  interest  in  life  and  living. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


Dexedrine  Sulfate 

*T.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 


the  antidepressant  of  choice 

tablets 


elixir 


NECROLOGY 


Theodore  Jacob  Abbott,  M.D.,  of  Cornwall-on- 
Hudson,  died  on  March  1 at  his  home  at  the  age  of 
seventy-eight.  Dr.  Abbott  was  graduated  from  the 
Columbia  University  College  of  Physicians  and  Sur- 
geons in  1900  and  interned  at  Bellevue  Hospital. 
During  World  War  I he  served  as  a major  in  the 
U.S.  Army  Medical  Corps  in  France.  For  more 
than  forty  years  he  practiced  in  New  York  City, 
until  his  recent  retirement.  Dr.  Abbott  was  con- 
sulting physician  at  Bellevue  Hospital  and  in  1947 
received  an  award  from  the  Hospital  for  “distin- 
guished and  exceptional  public  service.”  He  was 
former  professor  of  clinical  medicine  at  New  York 
University  Medical  School  and  a consultant  to  the 
U.S.  Veterans  Administration.  Dr.  Abbott  was  a 
member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

George  Samuel  Burns,  M.D.,  of  Rochester,  died 
on  February  23  at  Highland  Hospital  at  the  age  of 
seventy-seven.  Dr.  Burns  was  graduated  from 
the  Albany  Medical  College  in  1901,  having  inter- 
rupted his  medical  training  to  serve  with  the  Seventh 
Cavalry  in  Cuba  during  the  Spanish-American  War. 
He  had  practiced  in  Rochester  for  fifty  years  and 
had  served  on  the  staffs  of  Highland  and  St.  Mary’s 
Hospitals.  Dr.  Burns  was  a member  of  the  Roch- 
ester Academy  of  Medicine,  the  Rochester 
Pathological  Society,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  Edwin  Davis,  M.D.,  of  New  York  City, 
died  on  March  24  at  his  home  at  the  age  of  eighty- 
five.  Dr.  Davis  received  his  medical  degrees  from 
the  Bellevue  Hospital  Medical  School  in  1889  and 
from  the  University  of  Vienna  in  1908.  Dr.  Davis 
was  instructor  in  otology  at  the  New  York  Post- 
Graduate  Medical  School  and  Hospital  until  1914, 
and  in  1916  was  named  professor  of  otology  at  the 
New  York  Polyclinic  Medical  School  and  Hospital. 
He  left  that  position  during  World  War  I to  serve  as 
chairman  of  the  medical  research  board  of  the 
American  Expeditionary  Forces  and  retained  a 
captaincy  in  the  Army  Reserve  Corps.  In  1929  he 
became  emeritus  professor  at  Polyclinic.  Dr.  Davis 
was  consulting  otologist  and  aural  surgeon  at  the 
Central  Islip  State  Hospital.  A Diplomate  of  the 
American  Board  of  Otolaryngology  and  a Fellow  of 
the  American  College  of  Surgeons,  Dr.  Davis  was  a 
member  of  the  American  Academy  of  Ophthalmol- 
ogy and  Otolaryngology,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Albert  Dingmann,  M.D.,  of  New  York  City,  died 
on  October  29,  1950,  at  the  age  of  fifty-one.  Dr. 
Dingmann  received  his  medical  degree  from  the 
University  of  Wurzburg  in  1922.  He  was  a member 
of  the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

J.  Ivimey  Dowling,  M.D.,  of  Albany,  died  on 
March  22  at  his  home  at  the  age  of  seventy-six. 
Dr.  Dowling  received  his  medical  degree  from  the 
New  York  Homeopathic  Medical  College  in  1895 


and  had  practiced  in  Albany  for  more  than  fifty 
years.  A Diplomate  of  the  American  Board  of 
Otolaryngology  and  a Fellow  of  the  American  Col- 
lege of  Surgeons,  Dr.  Dowling  was  a member  of  the 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology, the  New  York  Academy  of  Medicine, 
the  Albany  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Abraham  Lincoln  Goldwater,  M.D.,  of  New  York 
City,  died  on  March  23  at  his  home  at  the  age  of 
seventy-nine.  Dr.  Goldwater  received  his  medical 
degree  from  the  Bellevue  Hospital  Medical  School  in 
1897  and  in  1921  was  research  director  of  the  Medi- 
cal Review  of  Reviews.  Dr.  Goldwater  was  a mem- 
ber of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Moses  Gross,  M.D.,  of  Brooklyn,  died  on  January 
7 at  the  age  of  fifty- three.  Dr.  Gross  received  his 
medical  degree  from  the  Jefferson  Medical  College, 
Philadelphia,  Pennsylvania,  in  1923.  He  was  asso- 
ciate physician  at  Beth-El  Hospital  and  attending 
physician  at  the  Beth-El  Hospital  Outpatient  De- 
partment. A Diplomate  of  the  American  Board  of 
Internal  Medicine,  Dr.  Gross  was  a member  of  the  I 
Kings  County  Medical  Society,  the  Medical  Society  I 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Addison  Towyn  Halstead,  M.D.,  of  Rushville,  1 
died  on  February  21  at  the  Rochester  General  Hos-  I 
pital  at  the  age  of  seventy-nine.  Dr.  Halstead  was 
graduated  from  the  University  of  Buffalo  School  of  I 
Medicine  in  1896  and  had  practiced  in  Rushville  for  | 
fifty  years.  He  was  a member  of  the  Yates  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Robert  Walter  Hunt,  M.D.,  of  New  York  City, 
died  on  March  31  at  St.  Clare’s  Hospital  at  the  age 
of  forty-six.  Dr.  Hunt  received  his  medical  degree 
from  the  Stanford  University  Medical  School  in  1933 
and  served  on  the  staff  of  the  San  Francisco  Hos- 
pital until  1935  when  he  came  to  New  York  City 
and  joined  the  staff  of  New  York  Hospital.  During 
World  War  II  Dr.  Hunt  served  as  a major  in  the 
U.S.  Army  Air  Force.  He  had  been  director  of 
urology  at  St.  Clare’s  Hospital  for  the  past  eight  j 
years,  was  associate  surgeon  in  urology  at  New  | 
Y ork  Hospital,  and  was  assistant  clinical  professor  of 
surgery  at  the  New  York  Hospital-Cornell  Medical 
Center.  A Diplomate  of  the  American  Board  of 
Urology  and  a Fellow  of  the  American  College  of 
Surgeons,  Dr.  Hunt  was  a member  of  the  Association 
of  Military  Surgeons  of  the  United  States,  the  Ameri- 
can Urological  Association,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  "York,  and 
the  American  Medical  Association. 

Stanley  S.  Ingalls,  M.D.,  of  Fulton,  died  on  March  ! 
21  at  the  age  of  fifty-nine.  Dr.  Ingalls  received  his 
medical  degree  from  the  University  of  Vermont 
Medical  School  in  1915  and  had  served  as  an  adjudi- 
cator for  the  Veterans  Administration  in  Syracuse. 
He  was  a member  of  the  Oswego  County  Medical  Soci- 
[Continued  on  page  1208) 
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ety,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  J.  McGrath,  M.D.,  of  Poughkeepsie,  died  on 
March  12  at  the  age  of  forty-five.  Dr.  McGrath 
received  his  medical  degree  from  the  Queens  Uni- 
versity Medical  School,  Kingston,  Ontario,  in  1930 
and  interned  at  St.  Francis  Hospital,  Poughkeepsie, 
and  at  St.  John’s  Hospital,  Yonkers.  In  1932  he 
opened  his  practice  in  Poughkeepsie.  Dr.  McGrath 
had  been  associate  obstetrician  and  gynecologist  at 
St.  Francis  Hospital  and  assistant  attending  obste- 
trician and  gynecologist  at  Vassar  Brothers  Hospital, 
both  in  Poughkeepsie.  He  was  a member  of  the 
Dutchess  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Frederick  William  McSorley,  M.D.,  of  New  York 
City,  died  on  March  24  at  the  age  of  sixty-seven. 
Dr.  McSorley  was  graduated  from  the  Albany 
Medical  College  in  1909  and  served  in  World  War  I 
as  a major  in  the  U.S.  Army  Medical  Corps.  He 
had  served  as  assistant  medical  director  for  the 
Equitable  Life  Assurance  Society  of  the  United 
States  until  his  retirement. 

James  Woods  Price,  M.D.,  of  Saranac  Lake,  died 
suddenly  on  February  25  at  his  home  at  the  age  of 
seventy-four.  Dr.  Price  received  his  medical  degree 
from  the  University  of  Virginia  Medical  School  in 
1901  and  did  postgraduate  work  at  the  Philadelphia 
Polyclinic  Hospital  and  in  Europe.  In  1904  he 
joined  the  staffs  of  the  Stony  Wold  Sanatorium  at 
Lake  Kushaqua  and  the  Saranac  Laboratory  in 
Saranac  Lake,  until  1908,  when  he  opened  his  prac- 
tice in  Saranac  Lake,  specializing  in  respiratory  dis- 
eases. During  World  War  I,  Dr.  Price  served  as  a 
major  with  the  U.S.  Army  Medical  Corps.  He  was 
president  and  medical  director  of  Reception  Hos- 
pital from  1927  until  last  year  when  it  was  made 
part  of  the  Saranac  Lake  Guild  under  the  name  of 
Prescott  House. 

Dr.  Price  was  attending  physician  at  the  Saranac 
Lake  General  Hospital  and  at  Trudeau  Sanatorium 
and  consulting  physician  for  Stony  Wold  Sana- 
torium. A former  vice-president  of  the  National 
Tuberculosis  Association,  former  president  of  the 
American  Clinical  and  Climatological  Association, 
and  former  president  of  the  Saranac  Lake  Medical 
Society,  Dr.  Price  was  also  a member  of  the  Ameri- 
can Trudeau  Society,  the  Franklin  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  Samuel  Reiss,  M.D.,  of  Long  Beach,  died 
on  March  2 at  the  Long  Beach  Memorial  Hospital  at 
the  age  of  fifty-seven.  Dr.  Reiss  received  his  medi- 
cal degree  from  the  University  of  Georgetown  Medi- 
cal School  in  1914  and  had  practiced  in  Long  Beach 
for  more  than  thirty  years.  During  World  War  I 
he  served  as  a captain  in  the  U.S.  Army  Medical 
Corps.  Dr.  Reiss  was  chief  of  staff  and  chief  sur- 
geon at  the  Long  Beach  Memorial  Hospital.  A 
Fellow  of  the  International  College  of  Surgeons,  Dr. 
Reiss  was  a member  of  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Dory  Rosner,  M.D.,  of  Cornwall-on-Hudson, 
died  on  February  20  at  the  Cornwall  Hospital  at  the 
age  of  seventy.  Dr.  Rosner,  a native  of  Austria,  re- 


ceived his  medical  degree  from  the  University  of 
Vienna  in  1906  and  served  as  a surgeon  in  the  Aus- 
trian Army  during  World  War  I.  He  was  decorated 
by  the  Italian  government  for  relief  work  done  for 
earthquake  victims  at  Messina,  Italy.  Coming  to 
the  United  States  in  1941,  Dr.  Rosner  opened  his 
practice  at  Cornwall-on-Hudson  and  was  an  attend- 
ing surgeon  at  the  Cornwall  Hospital.  He  was  a 
member  of  the  Orange  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Logie  Russell,  M.D.,  formerly  of  New 
York  City,  died  on  March  31  in  Santa  Barbara,  Cali- 
fornia, at  the  age  of  eighty-seven.  Dr.  Russell  re- 
ceived his  medical  degree  from  the  New  York 
University  Medical  School  in  1885.  From  1897  to 
1903  he  was  first  assistant  physician  at  the  Willard 
State  Hospital  and  then  became  medical  inspector 
for  the  New  York  State  Hospital  Commission.  In 
1911  Dr.  Russell  was  named  medical  director  of 
Bloomingdale  Hospital,  White  Plains,  now  known  as 
New  York  Hospital-Westchester  Division.  In  1926 
he  became  psychiatric  director  at  New  York  Hos- 
pital, where  he  directed  the  planning  and  building 
of  the  Payne  Whitney  Psychiatric  Clinic.  He  was 
also  consultant  psychiatrist  at  the  hospital  and  at 
Grasslands  Hospital,  Valhalla. 

The  author  of  many  scientific  articles  and  books, 
Dr.  Russell  was  a Diplomate  of  the  American  Board 
of  Psychiatry  and  Neurology.  He  was  a former 
president  of  the  American  Psychiatric  Association, 
of  the  New  York  Psychiatric  Society,  and  of  the 
Westchester  County  Medical  Society,  and  a former 
vice-president  of  the  National  Committee  for  Men- 
tal Hygiene.  Dr.  Russell  was  also  a member  of  the 
Association  for  Research  in  Nervous  and  Mental 
Diseases,  the  New  York  Academy  of  Medicine,  the 
New  York  Society  for  Clinical  Psychiatry,  the  New 
York  Psychoanalytic  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association.  Dr.  Russell  had  retired  in  1936 
and  moved  to  California  last  year. 

Howard  Frank  Rustin,  M.D.,  of  Syosset,  died  on 
September  7,  1949,  at  the  age  of  thirty-six.  Dr. 
Rustin  received  his  medical  degree  from  the  Long 
Island  Hospital  College  of  Medicine  in  1939  and  was 
a member  of  the  Association  of  Military  Surgeons  of 
the  United  States,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Ralph  Schermerhom,  M.D.,  of  Schenectady, 
died  suddenly  on  March  28  in  Tampa,  Florida,  at 
the  age  of  seventy-two.  Dr.  Schermerhorn  was 
graduated  from  the  Albany  Medical  College  in  1905 
and  interned  at  Albany  Hospital.  He  was  consulting 
dermatologist  at  Ellis  Hospital  and  St.  Claire’s  Hos- 
pital, both  in  Schenectady,  and  had  been  director  of 
the  Schenectady  County  Venereal  Disease  Clinic 
from  its  inception  in  1935  until  1948.  Dr.  Schermer- 
horn was  a member  of  the  American  Academy  of 
Dermatology  and  Syphilology,  the  Central  New 
York  Dermatological  Society,  the  Schenectady 
County  Medical  Society  of  which  he  was  president 
in  1939,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

William  Duncan  Silkworth,  M.D.,  of  New  York 

City,  died  on  March  22  at  the  age  of  seventy-seven. 
Dr.  Silkworth  received  his  medical  degree  from  the 
[Continued  on  page  1210] 
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New  York  University  and  Bellevue  Hospital  Medi- 
cal School  in  1899.  During  World  War  I he  served 
on  the  staff  of  the  U.S.  Army  Hospital  at  Plattsburg. 
Dr.  Silkworth  is  credited  for  aiding  one  of  his  pa- 
tients in  the  founding  of  Alcoholics  Anonymous  and 
for  helping  in  the  growth  of  the  organization.  He 
was  director  of  the  alcoholic  treatment  center  at 
Knickerbocker  Hospital  and  a trustee  of  the  Alco- 
holic Foundation. 

George  N.  Slattery,  M.D.,  of  New  York  City,  died 
on  March  27  at  his  home  at  the  age  of  sixty-nine. 
Dr.  Slattery  received  his  medical  degree  from  the 
New  York  University  and  Bellevue  Hospital  Medi- 
cal School  in  1909  and  interned  at  Bellevue  Hospital. 
During  World  War  I he  served  with  the  U.S.  Army 
Medical  Corps.  Dr.  Slattery  served  for  many 
years  as  physican  at  the  Metropolitan  Opera  House. 
He  was  a member  of  the  Newr  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Frank  Halleck  Stephenson,  M.D.,  of  Cazenovia, 
died  on  March  8 at  his  home  at  the  age  of  ninety- 
five.  Dr.  Stephenson  was  graduated  from  the  Col- 
lege of  Physicians  and  Surgeons  of  Columbia  Uni- 
versity in  1878  and  did  postgraduate  work  at  the 
National  Hospital  in  London,  England.  Dr. 
Stephenson  practiced  for  more  than  fifty  years,  re- 
tiring twenty-five  years  ago.  He  had  served  on  the 


staff  of  the  Syracuse  Memorial  Hospital.  Dr. 
Stephenson  was  a member  of  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Harold  Bishop  Stowell,  M.D.,  of  Watertown,  died 
on  March  16  at  the  House  of  the  Good  Samaritan 
Hospital  at  the  age  of  seventy-seven.  Dr.  Stowell 
was  graduated  from  the  Albany  Medical  College  in 
1895  and  did  postgraduate  work  at  Bellevue  Hos- 
pital, New  York  City,  His  first  practice  was  in 
LaFargeville,  and  from  1908  to  1914  he  served  as 
health  officer  for  the  town  of  Pamelia.  During 
World  War  I,  Dr.  Stowell  was  a captain  stationed  as 
medical  officer  in  the  National  Guard.  He  was  at- 
tending physican  at  Mercy  Hospital  and  the  House 
of  the  Good  Samaritan,  both  in  Watertowm.  Dr. 
Stowell  was  a member  of  the  Jefferson  County- 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Edward  John  Wiencke,  M.D.,  of  Schenectady, 
died  on  March  4 at  his  home  at  the  age  of  seventy- 
six.  Dr.  Wiencke  was  graduated  from  the  Albany 
Medical  College  in  1896  and  was  one  of  the  members 
of  the  original  staff  of  Ellis  Hospital,  Schenectady. 
During  World  War  I he  served  as  a captain  in  the 
U.S.  Army  Medical  Corps.  Dr.  Wiencke  had  prac- 
ticed in  Schenectady  for  more  than  fifty  years  and 
was  a member  of  the  Schenectady  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


ARMY  REVEALS  NEW  TREATMENTS  FOR  ATOMIC  BLAST  BURNS 


Two  new  methods  developed  by  Army  research  to 
simplify  and  improve  the  treatment  of  extensive  ra- 
diation burns  were  revealed  recently.  One  treat- 
ment, called  the  “open”  method,  is  carried  out  with- 
out the  use  of  any  type  of  dressing.  The  other  type 
of  treatment  requires  a standardized  pressure  dress- 
ing. Both  treatments  were  described  in  a talk  pre- 
pared for  delivery  by  Colonel  William  S.  Stone, 
Army  medical  officer,  at  the  annual  postgraduate 
assembly  and  convention  of  the  College  of  Medical 
Evangelists  in  Los  Angeles,  California. 

Colonel  Stone  described  the  open  treatment,  new 
in  medical  circles,  as  simply  exposing  the  burned 
surface  to  warm,  dry  air,  using  no  medication.  A 
dry  crust  forms  in  twenty-four  hours,  after  which  a 
high  calorie  nutritious  diet  is  supplied.  Infection  is 
prevented  by  antibiotic  drugs.  A minimum  of 
nursing  care  is  needed  after  formation  of  the  dry 
crust. 

Advantages  of  the  new  method  include  less  pain 
and  more  rapid  healing,  economy  of  both  time  and 
material  in  applying  large  dressing,  and  earlier 


readiness  for  skin  grafting  in  most  severe  cases. 
This  method  is  particularly  useful  in  the  treatment  of 
burns  involving  less  than  15  to  20  per  cent  of  the 
body  surface. 

The  pressure  method  is  more  applicable  to  ex- 
tensive burns  involving  more  than  20  per  cent  of  the 
body  surface.  In  this  treatment  a new  specially 
constructed  dressing  is  used  which  requires  no 
change  until  second  degree  burns  are  healed  or  third 
degree  burns  are  ready  for  skin  grafting. 

Colonel  Stone  emphasized  that  no  medication  is 
used  on  the  surface  of  burns  in  either  method.  It 
has  been  found  unnecessary  to  have  a layer  of 
vaseline  gauze  against  the  burn  surface.  Dry  gauze 
does  not  adhere  and  no  difficulty  is  encountered  in 
removing  the  dressing  after  14  to  21  days,  but  it 
should  not  be  changed  until  the  patient  is  ready  for 
skin  grafting,  he  pointed  out. 

Both  methods  are  being  standardized  in  Army , 
hospitals  and  are  the  result  of  three  years  of  studies 
by  the  Surgical  Research  Unit  at  Brooke  Army 
Medical  Center,  Fort  Sam  Houston,  Texas. 
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MEDICAL  NEWS 


Practitioners  Conferences  Organized 


ASA  joint  undertaking  of  the  New  York  Hospital 
-Ca-  and  the  Cornell  University  Medical  College,  a 
series  of  Practitioners  Conferences  have  been  in- 
augurated and  are  being  held  every  Wednesday 
afternoon  at  5:15  p.m.  in  the  auditorium  of  the 
Cornell  University  Medical  College,  New  York 
City.  The  meetings  are  in  the  form  of  teaching 
clinics  based  on  the  presentation  of  interesting  cases 
and  the  opportunity  for  discussion  of  clinical 
problems. 

Purpose  of  the  weekly  conference  is  to  offer 
physicians  an  opportunity  to  continue  and  im- 
prove their  training,  to  keep  abreast  of  advances  in 
medicine,  and  to  share  some  of  the  advantages  of 


MEDICALLY 

Officers  Elected — The  Brooklyn  Psychiatric 
Society  has  elected  the  following  officers  for  1951— 
1952:  Dr.  Sam  Parker,  president;  Dr.  Joseph  L. 
Abramson,  vice-president;  Dr.  Morton  H.  Hand, 
secretary-treasurer,  and  Drs.  Kelliher  Bondar, 
Sidney  L.  Green,  John  A.  Bianchi,  and  David  M. 
Engelhardt,  executive  committee. 

Hugh  W.  Mahon  Lectureship  Inaugurated — The 

first  endowed  lectureship  to  honor  a member  of  the 
regular  Army  Medical  Corps  has  been  established. 
The  Hugh  W.  Mahon  Lectureship  was  inaugurated 
March  2 and  the  first  lecture  given  by  Colonel  Hugh 
W.  Mahon,  MC,  retired,  at  Fitzsimons  Army  Hos- 
pital, on  “Coccidioidomycosis.”  Colonel  Mahon 
was  stationed  at  Fitzsimons  for  twelve  years  as 
chief  of  the  laboratory  service  and  was  a dis- 
tinguished pathologist.  The  endowed  lectureship 
will  be  an  annual  occasion  at  which  time  dis- 
tinguished medical  leaders  will  be  invited  to  Fitz- 
simons to  deliver  the  lecture,  planned  for  March  of 
each  year.  The  Hugh  W.  Mahon  Lectureship 
Trust  Fund  Committee  consists  of  Dr.  Frode  Jen- 
sen, New  York  City,  and  Drs.  James  J.  Waring  and 
J.  M.  Foster,  Jr.,  of  Denver,  Colorado. 

International  Meeting  Reveals  Importance  of 
Steroid  Hormone  Discoveries — The  effects  of  steroid 


the  New  York  Hospital-Cornell  Medical  Center. 
Physicians  of  the  New  York  Hospital-Cornell 
Medical  Center  are  responsible  for  conducting  the 
conferences,  to  which  all  physicians  are  invited. 

At  the  conferences,  emphasis  is  placed  on  thorough 
case  study,  current  advances  in  research,  common 
errors  in  diagnosis,  interpretation,  and  therapy. 
Diseases  and  groups  of  diseases  in  the  various 
medical  specialties  are  included,  but  emphasis  also 
is  placed  on  the  functional  pathology  and  origin  of 
common  symptoms. 

Conferences  already  held  have  covered  ACTH,  in- 
fluenza, peptic  ulcer,  hepatitis,  menopausal  symp- 
toms, hypertension,  and  coronary  thrombosis. 


SPEAKING 

hormones  on  water  distribution  in  the  body  and  as 
regulating  factors  in  bodily  processes  were  discussed 
by  thirty  internationally  known  investigators  who 
met  recently  in  London,  England,  as  guests  of  the 
Ciba  Foundation.  It  was  the  seventh  international 
conference  sponsored  by  the  Ciba  Foundation,  and 
included  participants  from  the  United  States,  the 
United  Kindgom,  Ireland,  Switzerland,  and  France. 
Members  of  the  United  States  delegation  were: 
Dr.  J.  A.  Luetscher,  Stanford  University;  Dr.  C.  A. 
Winter,  Merck  Institute;  Dr.  It.  Gaunt  and  Dr. 
J.  A.  Birnie,  Syracuse  University;  Dr.  H.  W.  Hays, 
Wayne  University  School  of  Medicine,  and  Dr.  L. 
Eichelberger,  Chicago. 


Board  Members  Elected  to  New  York’s  Blue 
Shield  Plan — Two  physicians  and  three  laymen  were 
elected  to  the  board  of  directors  of  United  Medical 
Service,  New  York’s  Blue  Shield  plan,  at  a meeting  j 
held  March  27  at  headquarters  in  New  York  City. 
The  new  directors  are:  Dr.  Earl  C.  Waterbury, 
Newburgh;  Dr.  Walter  C.  Freese,  Baldwin,  Long  J 
Island;  Mr.  Richard  A.  Holton,  Woodhaven,  Long 
Island;  Mr.  Frank  B.  Martin,  Plainfield,  New 
Jersey,  and  Mr.  Alvin  R.  Jennings,  West  Orange, 
New  Jersey. 


MEETINGS 


National  Society  for  the  Prevention  of  Blindness 

The  annual  meeting  of  the  National  Society  for 
the  Prevention  of  Blindness  was  held  March  28,  29, 
and  30  at  the  Hotel  New  Yorker,  New  York  City, 
with  “Let  There  Be  Sight — For  All”  as  the  theme 
of  the  conference. 

New  York  participants  included  the  following: 
Dr.  John  M.  McLean,  professor  of  ophthalmology, 
Cornell  University  Medical  College,  who  gave  a 
paper  on  “Present  Status  of  ACTH  and  Cortisone”; 
Dr.  Algernon  B.  Reese,  clinical  professor  of  ophthal- 
mology, College  of  Physicians  and  Surgeons,  Colum- 
bia University,  who  spoke  on  “Present  Status  of 
Retrolental  Fibroplasia”;  Dr.  Leonard  Greenburg, 
executive  director,  Division  of  Industrial  Hygiene 
and  Safety  Standards,  New  York  State  Department 


of  Labor,  who  served  as  chairman  of  the  program  on 
“Cooperation — Industry’s  Key  to  a Successful 
Vision  Program,”  and  Dr.  Conrad  Berens,  professor 
of  clinical  ophthalmology,  New  York  University 
Post-Graduate  Medical  School,  who  presented  a 
paper  on  “Eye  Injuries  in  the  Event  of  an  Atomic 
Attack.” 

New  York  University  College  of  Medicine  Alumni 
The  annual  Alumni  Day  of  the  New  York  Uni- 
versity College  of  Medicine  was  held  March  31 
with  approximately  250  graduates  present.  The 
day  was  devoted  to  scientific  sessions,  the  annual 
meeting,  and  a reception.  Dr.  Howard  A.  Rusk, 
director  of  the  Institute  of  Physical  Medicine  and 
[Continued  on  page  1214] 
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Complete  Protein . . . 

THE  KIND  SUPPLIED  BY  MEAT... 

and  the  Dietary  Regimen  in  Arterial  Hypertension 


Contrary  to  the  former  traditional  practice  of  restricting  dietary  protein,  espe- 
cially meat  protein,  in  arterial  hypertension,  it  is  now  recognized  that  adequate 
amounts  of  complete  protein  are  needed  by  the  hypertensive  patient.  The 
patient  with  hypertension,  in  common  with  normal  individuals,  should  receive 
the  usual  allotment  of  protein,  60  to  70  grams  per  day.1  This  protein  intake 
promotes  a sense  of  well-being. 

The  previous  belief  that  the  high  specific  dynamic  action  of  protein  imposes 
excessive  demands  on  the  heart  of  the  hypertensive  patient  has  also  been  dis- 
credited clinically.  Curtailment  of  the  protein  intake  below  that  needed  for 
metabolic  requirements  depletes  body  protein  reserves,  leads  to  excessive 
weakness,  interferes  with  many  immunologic  reactions,  and  often  is  a factor 
in  anemia  or  in  its  intensification.2  Rather  than  an  indication  for  restricting 
protein,  albuminuria  in  hypertensive  disease  is  an  indication  for  determining 
whether  the  patient’s  protein  intake  should  be  increased  to  compensate  for 
urinary  losses. 

In  hypertension,  the  aim  of  the  diet  is  to  provide  optimal  amounts  of  pro- 
tein, vitamins  and  minerals  and  to  maintain  the  hypertensive  patient  at  normal 
weight.  By  increasing  the  work  of  the  already  overburdened  heart,  obesity 
renders  the  patient  more  vulnerable  to  the  hazards  of  hypertension.  When 
weight  reduction  is  indicated,  lean  meat  may  well  be  the  mainstay  of  the 
dietary  regimen.  For  patients  requiring  restriction  of  sodium,  only  unsalted 
meats  should  be  used. 

Furnishing  large  amounts  of  biologically  complete  protein,  muscle  meat  can 
contribute  valuably  to  the  protein  requirements  of  the  hypertensive  patient. 
But  meat  represents  much  more  than  just  an  excellent  protein  food.  It  also 
provides  valuable  amounts  of  iron  and  the  B complex  vitamins,  including 
niacin,  pyridoxine,  riboflavin,  thiamine,  and  the  newly  discovered  vitamin  B12. 

(1)  Mann,  G.  V.,  and  Stare,  F.  J.:  Nutritional  Needs  in  Illness  and  Disease,  J.A.M.A.  142:4 09 
(Feb.  11)  1950. 

(2)  Stieglitz,  E.  J.:  Hypertensive  Arterial  Disease  and  Hypotension,  Chapter  30,  Geriatric 
Medicine,  The  Care  of  the  Aging  and  the  Aged,  2nd  ed.,  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1949. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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acute 

vitamin  deficiencies 

A sudden  drop  from  adequate  to  grossly 
inadequate  vitamin  intake  results  in  fast 
tissue  depletion  and  functional  changes. 
Ordinarily,  physical  lesions  do  not  appear. 
If  tissue  depletion  is  rapid  enough,  death 
may  ensue  with  slight  or  no  morphologic 
variation. 


Treatment  of  acute  deficiencies 

Fully  therapeutic  dosages  of  all  the  vitamins 
indicated  in  mixed  vitamin  therapy  should  be 
given.  Under  intensive  therapy  recovery  from 
acute  vitamin  deficiencies  usually  is  made  in  a 
comparatively  short  time. 


THERAGRAN  supplies  clinically  proved,  truly 
therapeutic  dosages  of  all  the  vitamins  indi- 
cated in  mixed  vitamin  therapy. 

Each  Theragran  Capsule  contains: 
Vitamin  A 25,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  HCI  10  mg. 

Riboflavin  5 mg. 

Niacinamide  150  mg. 

Ascorbic  Acid  150  mg. 

Bottles  of  30,  100  and  1000 


When  the  deficiency  is  acute  specify  Theragran  and 
correct  the  patient's  diet 

THERAGRAN 

TH  E RAPE  UTIC  FOR  MU  IA  VITAMIN  CAPSULES  SQUIBB 


Squibb 
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Rehabilitation,  spoke  on  “Rehabilitation  in  Chronic 
Diseases”;  Dr.  John  H.  Mulholland,  chairman  of  I 
the  College’s  Department  of  Surgery,  spoke  on 
“ACTH  in  Burns,”  and  Dr.  Sol  Sherry,  assistant 
professor  of  medicine,  spoke  on  “The  Development  of 
Streptokinase  and  Streptodornase  as  Therapeutic 
Agents.” 

Dr.  Sidney  D.  Weston,  Brooklyn,  is  president  of 
the  Alumni  Association,  and  Dr.  Samuel  Standard, 
associate  professor  of  clinical  surgery,  was  chairman 
of  the  Alumni  Day  Committee. 

Tuberculosis  Sanatorium  Conference  of  Metro- 
politan New  York 

The  fiftieth  clinical  session  of  the  Tuberculosis 
Sanatorium  Conference  of  Metropolitan  New  York 
was  held  April  4 at  the  Cornell  University  Medical 
College,  New  York  City.  Dr.  David  Ulmar,  from 
the  Chest  Service  of  Willard  Parker  Hospital,  was 
chairman,  and  case  presentations  were  given  by  Dr. 
Donald  L.  Brummer,  Bellevue  Hospital ; Dr.  Ed- 
ward Bowen,  Long  Island  College  Hospital;  Dr. 
Samuel  Cheng,  Montefiore  Country  Sanatorium, 
Bedford  Hills,  and  Dr.  S.  Eidinger,  Morrisania  City 
Hospital. 

American  Heart  Association,  Council  for  High 
Blood  Pressure  Research 

The  annual  conference  of  the  Council  for  High 
Blood  Pressure  Research  of  the  American  Heart 
Association  was  held  April  6 and  7 in  Cleveland, 
Ohio.  Included  in  the  program  was  Dr.  Stanley  E. 
Bradley,  associate  professor  of  medicine,  Columbia 
University  College  of  Physicians  and  Surgeons,  who 
gave  a personal  report  on  research  investigations. 

Bellevue  Hospital  Radiation  Therapy  Alumni 
Association 

The  annual  meeting  of  the  Bellevue  Hospital 
Radiation  Therapy  Alumni  Association  will  be  held 
Thursday,  May  10,  at  1:30  p.m.  The  annual  Ira 
I.  Kaplan  Lecture  will  be  delivered  by  Dr.  Arthur 
Purdy  Stout,  professor  of  surgery  at  Columbia 
University  College  of  Physicians  and  Surgeons,  on 
the  topic,  “Mucosal  Cancer  of  the  Larynx.”  Dis- 
cussants will  be  Dr.  John  F.  Daly,  professor  of 
otolaryngology,  New  York  University-Bellevue 
Medical  Center,  and  Dr.  William  Harris,  radio- 
therapist at  Mount  Sinai  Hospital. 

American  Neurological  Association 

The  seventy-sixth  annual  meeting  of  the  American 
Neurological  Association  will  be  held  at  the  Hotel 
Claridge,  Atlantic  City,  New  Jersey,  from  June  18 
to  20. 

International  Poliomyelitis  Congress 

The  second  International  Poliomyelitis  Confer- 
ence has  been  scheduled  for  September  3 through  7 
at  the  Medicinsk-Anatomisk  Institut  of  the  Uni- 
versity of  Copenhagen,  in  Copenhagen,  Denmark, 
officials  of  the  International  Poliomyelitis  Congress 
have  announced.  Sponsors  of  the  meeting  are  the 
National  Foundation  for  Infantile  Paralysis  of  the 
United  States  and  the  Danish  National  Association 
for  Infantile  Paralysis. 

American  Congress  of  Physical  Medicine 

The  twenty-ninth  annual  scientific  and  clinical 
session  of  the  American  Congress  of  Physical  Medi- 
cine will  be  held  September  4 through  8 at  the 
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Shirley-Savoy  Hotel  in  Denver,  Colorado.  Full  in- 
formation may  be  obtained  by  writing  to  the 
American  Congress  of  Physical  Medicine,  30  North 
Michigan  Avenue,  Chicago  2,  Illinois. 

National  Society  for  Crippled  Children  and  Adults 

The  National  Society  for  Crippled  Children  and 
Adults  will  hold  its  1951  annual  convention  in 
Chicago,  October  3 through  6.  New  technics  and 
advances  in  the  care  and  treatment  of  crippled 
children  will  be  emphasized. 


PERSONALITIES 


Honored 

Dr.  Reginald  M.  Atwater,  executive  secretary  of 
the  American  Public  Health  Association,  by  the 
Society  of  Medical  Officers  of  Health  in  Great 
Britain,  in  a citation  presented  by  Dr.  Robert  H. 
Parry,  medical  health  officer  of  Bristol,  England, 
at  a luncheon  March  2 in  New  York  City  . . . Dr. 
Paul  B.  Brooks  and  Dr.  A.  I.  Cullen,  both  of  Alta- 
mont,  as  honorary  members  of  the  Altamont 
Kiwanis  Club  . . . Dr.  Howard  A.  Rusk,  director 
of  the  Institute  of  Rehabilitation  and  Physical 
Medicine  of  the  New  York  University-Bellevue 
Medical  Center,  who  received  the  annual  Research 
Award  of  the  American  Pharmaceutical  Manu- 
facturers Association. 

Appointed 

Dr.  Virginia  Downes,  Albany,  as  an  associate 
public  health  physician  in  the  State  Health  Depart- 
ment . . . Dr.  Thomas  I.  Hoen,  as  professor  and 
chairman  of  the  Department  of  Neurosurgery,  a 
newly  created  department  of  the  New  York  Uni- 
versity Post-Graduate  Medical  School  . . . Dr.  C.  J. 
Loffredo,  Schenectady,  as  fire  surgeon  for  the  City 
of  Schenectady  . . . Dr.  Charles  D.  Koehakian, 
formerly  associate  professor  of  physiology  at 
Rochester  University  School  of  Medicine  and 
Dentistry,  as  associate  director  of  the  Oklahoma 
Medical  Research  Institute  and  Hospital,  Okla- 
homa City. 

Dr.  Henry  E.  McGarvey,  president  of  the  West- 
chester County  Medical  Society,  as  chief  of  medical 
service  for  the  Bronxville  civil  defense  program  . . . 
Dr.  Carl  Muschenheim,  associate  professor  of  clinical 
medicine,  Cornell  University  Medical  College,  as 
chairman  of  the  Tuberculosis  Committee  of  the 
New  York  Tuberculosis  and  Health  Association  . . . 
Dr.  Carl  Neuberg,  New  York  City,  as  professor  of 
biochemistry  at  New  York  Medical  College,  Flower 
and  Fifth  Avenue  Hospitals  . . . Dr.  Meredith  H. 
Thompson,  Rensselaer  County  sanitation  director, 
as  a member  of  a group  to  conduct  a public  health 
survey  and  study  for  the  American  Health  Associa- 
tion. 


chronic 

vitamin  deficiencies 


When  vitamin  intake  is  just  below  the 
adequate,  deficiencies  develop  slowly.  As 
time  goes  on  lesions  appear.  They  are 
insidious  in  onset  and  slow  in  regression, 
even  under  intensive  therapy.  Many  chron- 
ic lesions  progress  uneventfully.  The  pa- 
tient accepts  his  ill-health  as  normal. 


ment  of  chronic  deficiencies 


Treatment  of  chronic  deficiencies 

Chronic  deficiencies  require  prolonged  ther- 
apy. At  first  treatment  should  be  intensive.  A 
much  longer  period  of  complete  but  less  in- 
tensive treatment  should  follow.  For  a year 
after  apparent  recovery  the  patient  should  be 
given  fully  protective  amounts  of  the  essential 
nutrients. 


THERAGRAN  supplies  all  of  the  vitamins  indi- 
cated in  mixed  vitamin  therapy  in  clinically 
proved,  trulv  therapeutic  dosages. 


Each  Theragran  Capsule  contains: 


Vitamin  A 
Vitamin  D 
Thiamine  HC1 
Riboflavin 
Niacinamide 
Ascorbic  Acid 
Bottles  of  SO,  100  and  1000 


25,000  U.S.P.  Units 
1,000  U.S.P.  Units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Elected 

Dr.  Theodore  G.  Klumpp,  president  of  Winthrop- 
Stearns,  Inc.,  to  the  board  of  directors  of  the  U.S. 
Committee  of  the  World  Medical  Association  . . . 
Dr.  Maurice  L.  Tainter,  director  of  Sterling-Win- 
throp  Research  Institute,  Rensselaer,  as  a member 
of  the  Academy  of  Medical,  Physical,  and  Natural 
Sciences  of  Havana,  Cuba. 

Speakers 

Dr.  Walter  T.  Dannreut.her,  professor  emeritus 
of  obstetrics  and  gynecology,  New  York  University 

[Continued  on  page  1216] 


When  the  deficiency  is  chronic  specify  Theragran  and 
correct  the  patient’s  diet 

THERAGRAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 
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Post-Graduate  Medical  School,  who  gave  the 
annual  Kellogg  Lecture  at  George  Washington 
University,  Washington,  D.  C.,  on  March  21  . . . Dr. 
Rene  J.  Dubos,  Rockefeller  Institute  for  Medical 
Research,  who  presented  the  annual  Hermann  M. 
Biggs  Memorial  Lecture  April  5 at  the  New  York 
Academy  of  Medicine  . . . Dr.  Robert  S.  Hayden 
and  Dr.  Claire  King  Amyot,  Saratoga  Springs, 
representing  the  Saratoga  County  Medical  Society, 
on  the  negative  side  in  a debate  on  the  compulsory 
health  and  medical  care  program  at  a meeting  of  the 
Saratoga  County  Clergy  Club. 

Dr.  George  James,  Elsmere,  on  “Emergency 
Medical  Services  After  Atomic  Attack”  at  a meet- 
ing in  Utica  sponsored  by  the  Junior  League  . . . 
Dr.  Robert  H.  Kennedy,  professor  of  clinical  sur- 
gery, New  York  University  Post-Graduate  Medical 
School,  on  “Recent  Advances  in  Traumatic  Surgery” 
at  a meeting  in  St.  Vincent’s  Hospital,  Bridgeport, 
Connecticut  . . . Dr.  Oswald  S.  Lowsley,  director 
of  the  Oswald  Swinney  Lowsley  Foundation  of  St. 
Clare’s  Hospital,  a six  weeks  lecture  tour  of  Vene- 


zuela, Colombia,  Panama,  and  Central  America, 
giving  operative  clinics  and  conferences  . . . Dr. 
Edward  McDonald,  on  “Office  Gynecology”  at  a 
meeting  of  the  Albany  chapter  of  the  American 
Academy  of  General  Practice  . . . Dr.  Samuel  Z. 
Orgel,  New  York  City,  on  “Emotional  Problems  of 
Menopausal  Women”  on  April  10  at  a meeting  of 
the  White  Plains  section  of  the  National  Council  of 
Jewish  Women,  and  on  “Growing  Up  with  Your 
Children”  at  a meeting  of  the  Parent-Teacher 
Association,  Newark,  New  Jersey,  on  April  30. 

New  Offices 

Dr.  George  E.  Dickinson,  general  practice  in 
Brewster  . . . Dr.  Ralph  S.  Herman,  Pomfret 
Center,  Connecticut,  general  practice  in  Canandaigua 
. . . Dr.  Nannie  M.  Huinje,  practice  of  obstetrics 
and  gynecology  in  Tarrytown  . . . Dr.  Robert  D. 
Kelsey,  general  practice  in  Franklinville  . . . Dr. 
Abraham  Rottkov,  Shokan,  general  practice  in 
Fleischmanns  . . . Dr.  Helen  Zagoloff,  general  prac- 
tice in  Beacon. 


COUNTY  NEWS 


Albany  County 

Lectures  on  the  “Medical  Aspects  of  Atomic  Ex- 
plosion” were  given  for  members  of  the  Albany 
County  Medical  Society  on  March  7 and  8 at  the 
Albany  College  of  Pharmacy.  Dr.  Phillip  Forster 
was  chairman  of  the  preparedness  committee  which 
planned  the  series,  and  the  lecturers  were  Dr.  Joe 
W.  Howland  and  Dr.  John  H.  Morton. 

Recent  programs  at  meetings  of  the  group  have 
included  the  following:  February  28 — Dr.  Henry 
T.  Randall,  assistant  professor  of  surgery  at  Colum- 
bia University  College  of  Physicians  and  Surgeons, 
“Fluid  and  Electrolyte  Balance  in  Surgical  Patients 
with  Particular  Reference  to  Potassium,”  and 
March  28 — Dr.  Paul  D.  White,  executive  director, 
National  Advisory  Heart  Council,  “Coronary  Heart 
Disease  in  1951.” 


New  officers  of  the  Albany  County  Chapter  of 
the  Academy  of  General  Practice  are  as  follows: 
Dr.  William  L.  Gould,  president;  Dr.  Michael 
Blase,  president-elect;  Dr.  John  F.  Mosher,  vice- 
president;  Dr.  Robert  L.  McDowell,  secretary- 
treasurer,  and  Drs.  Harold  Browne,  Anthony  Vinci, 
and  Archie  Meckler,  directors. 

Broome  County 

Dr.  A.  Wilbur  Duryee,  professor  of  clinical  medi- 
cine, New  York  University  Post-Graduate  Medical 
School,  spoke  on  “The  Management  of  Peripheral 
Vascular  Disease”  at  a meeting  of  the  Binghamton 
Academy  of  Medicine  held  March  20  at  the  Bing- 
hamton City  Hospital.  The  program  was  post- 
graduate instruction  arranged  by  the  State  Society’s 
Council  Committee  on  Public  Health  and  Education 
with  the  cooperation  of  the  State  Department  of 
Health. 

Appointment  of  Dr.  Charles  C.  Tudor,  health 
officer  for  the  City  of  Binghamton,  as  a deputy 
director  in  charge  of  health  and  medical  services  in 
the  Broome  County-Binghamton  civil  defense 
organization  was  announced  recently  by  defense 
officials.  Dr.  Robert  P.  McMahon,  Binghamton 
district  health  officer  of  the  State  Department  of 
Health,  was  named  assistant  to  Dr.  Tudor. 


Cayuga  County 

Two  programs  of  postgraduate  instruction, 
arranged  by  the  State  Society's  Council  Committee 
on  Public  Health  and  Education  in  cooperation  with 
the  State  Department  of  Health,  have  been  pre- 
sented recently  for  the  Cayuga  County  Medical 
Society  at  the  Auburn  City  Hospital. 

Speakers  and  their  topics  included:  March  15 — 
Dr.  Thomas  H.  McGavack,  professor  of  clinical 
medicine,  New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals,  “Clinical  Applications  of 
ACTH,  Cortisone,  and  Pregnenolone,”  and  April 
19 — Dr.  Andrew  A.  Marchetti,  professor  of  ob- 
stetrics and  gynecology,  Georgetown  Medical 
Center,  Washington,  D.  C.,  “The  Role  of  the 
Practitioner  in  Diagnosis  and  Treatment  of  Female 
Genital  Carcinoma.” 

Chautauqua  County 

Dr.  C.  Otto  Lindbeck  was  elected  president  of  the 
newly  organized  Chautauqua  Region  Medical 
Service,  nonprofit  Blue  Shield  surgical  plan,  at  its 
first  meeting  held  recently  in  Jamestown.  Other 
officers  are:  Dr.  Harold  A.  Blaisdell,  vice-president; 
Dr.  Robert  Northrup,  secretary,  and  Mr.  J.  Gustaf 
Sundin,  treasurer.  Participation  in  the  new  surgical 
plan  will  be  limited  to  members  of  the  Chautauqua 
Region  Blue  Cross  hospital  plan,  it  was  announced. 

An  emergency  call  system  for  city  physicians  on 
their  days  off  was  being  worked  out  by  the  James- 
town Medical  Society  and  was  expected  to  be  in 
operation  shortly,  Dr.  D.  L.  Wetzen,  president, 
announced. 

Chemung  County 

Officers  of  the  Chemung  County  Medical  Society 
for  1951  are  as  follows:  Dr.  G.  T.  Connelly,  presi- 
dent; Dr.  J.  J.  McConnell,  vice-president;  Dr.  W. 
J.  Cusick,  secretary;  Dr.  L.  L.  Hobler,  treasurer, 
and  Dr.  W.  T.  Boland  and  Dr.  R.  S.  Howland, 
delegates. 

Dr.  William  P.  Van  Wagenen,  Strong  Memorial 
Hospital,  Rochester,  spoke  on  “Diagnosis  of  Various 
Pains  of  the  Head  and  Neck”  at  the  annual  joint 
[Continued  on  page  1218) 


LIKE  TURNING  OFF  A TAP 


Bleeding  may  be  as  easily  controlled  as  the  flow  of  glucose,  plasma 
or  other  measures  used  to  repair  the  damage  of  hemorrhage  ...  if 
you  use  KOAGAMIN.  Unlike  vitamin  K — useful  only  where  prolonged 
prothrombin  time  is  a factor  KOAGAMIN  acts  in  minutes.  In  such 
cases,  however,  KOAGAMIN  may  be  used  in  conjunction  with  vitamin 
K to  achieve  faster  control. 

THERAPEUTICALLY 

Useful  in  many  hemorrhagic  conditions,  and  in  blood  dyscrasias. 

PREOPERATIVELY 

Seldom  must  the  surgeon  resort  to  heroic  measures  to  stop  excessive 
bleeding  when  KOAGAMIN  is  employed  preoperatively. 

POSTOPERATIVELY 

To  control  secondary  bleeding  or  severe  hemorrhage,  KOAGAMIN  acts 
promptly  . . . effectively. 


An  aqueous  solution  of  oxalic  and  malonic  acids  for  parenteral  use. 
In  10  cc.  diaphragm-stoppered  vials.  Literature  on  request. 


Available  Through  Your  Physician's  Supply  House  or  Pharmacist 

CHATHAM  PHARMACEUTICALS,  INC. 

NEWARK  2,  NEW  JERSEY,  U.S.A. 

Distributed  in  Canada  by  FISHER  & BURPE,  LTD.,  Winnipeg,  Manitoba 
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dinner  meeting  of  the  Chemung  County  Medical 
Society  and  the  Chemung  County  Dental  Society 
held  in  January  in  Elmira. 

Chenango  County 

A series  of  six  lectures,  postgraduate  instruction 
arranged  by  the  State  Society’s  Council  Committee 
on  Public  Health  and  Education  in  cooperation 
with  the  State  Department  of  Health,  are  being 
presented  for  the  Chenango  County  Medical 
Society  on  Wednesday  afternoons  at  4:30  p.m. 
at  the  Norwich  Club  in  Norwich.  The  programs 
are  as  follows : 

April  4 — “Diabetes  Mellitus:  Its  Modern  Inter- 
pretation and  Treatment,”  Dr.  George  E.  Ander- 
son, clinical  professor  of  medicine,  State  Uni- 
versity of  New  York  College  of  Medicine  at  New 
York. 

April  11 — “Peptic  Ulcer,”  Dr.  Charles  Windwer, 
adjunct  gastroenterologist,  Brooklyn  Jewish  Hos- 
pital. 

April  18 — “The  Causes  and  Control  of  Arterio- 
sclerosis,” Dr.  Joel  F.  Smith,  instructor  in  medicine, 
Kings  County  Hospital,  Long  Island  Division. 

April  25 — “New  Concepts  and  Therapy  of  Hyper- 
tension,” Dr.  David  Baldwin,  assistant  in  medicine, 
New  York  University  College  of  Medicine. 

May  9 — “Some  Observations  on  the  Differential 
Diagnosis  and  Treatment  of  Jaundice,”  Dr.  Carl  H. 
Greene,  lecturer  in  medicine,  State  LTniversity  of 
New  York  College  of  Medicine  at  New  York. 

May  16 — “Heart  Disease  and  Major  Surgery,” 
Dr.  Edwin  P.  Maynard,  Jr.,  professor  of  clinical 
medicine,  State  University  of  New  York  College  of 
Medicine  at  New  York. 

Cortland  County 

Dr.  Eugene  L.  Lozner,  associate  professor  of 
medicine,  Syracuse  University  College  of  Medicine, 
spoke  on  “Recent  Advances  in  Hematology”  at 
the  meeting  of  the  Cortland  County  Medical 
Society  held  February  23  at  the  Cortland  County 
Hospital.  The  program  was  postgraduate  instruc- 
tion arranged  by  the  State  Society’s  Council  Com- 
mittee on  Public  Health  and  Education  in  coopera- 
tion with  the  State  Department  of  Health. 

Dutchess  County 

At  the  February  14  meeting  of  the  Dutchess 
County  Medical  Society,  a program  on  “Treatment 
of  Tuberculosis”  was  presented  by  members  of  the 
staff  of  the  Veterans  Administration  Hospital  at 
Castle  Point. 

At  the  March  14  meeting,  two  members  of  the 
Dutchess  County  Medical  Society  who  had  com- 
pleted fifty  years  of  practice  were  honored  at  a 
testimonial  dinner  at  the  Nelson  House  in  Pough- 
keepsie. Guests  of  honor  were  Dr.  Jane  North 
Baldwin,  former  chairman  of  the  Department  of 
Health  and  Hygiene  at  Vassar  College,  and  Dr. 
John  Henry  Dingman,  of  Poughkeepsie.  Guest 
speaker  was  Dr.  O.  Arnold  Kilpatrick,  director  of 
the  Hudson  River  State  Hospital,  who  spoke  on 
“Fifty  Years  of  Mental  Hygiene.” 

Erie  County 

The  fourteenth  annual  spring  clinical  day  of  the 
Alumni  Association  of  the  University  of  Buffalo 
School  of  Medicine  was  held  April  14  at  the  Hotel 
Statler,  Buffalo,  with  morning  and  afternoon  scien- 
tific sessions  and  the  annual  business  meeting  and 
luncheon. 


Speakers  and  topics  presented  during  the  sci- 
entific sessions  included: 

Dr.  Berwyn  F.  Mattison,  assistant  professor  of 
public  health  and  preventive  medicine,  University 
of  Buffalo  School  of  Medicine,  “Medical  Aspects  of 
Atomic  Defense.” 

Dr.  Frederick  J.  Stare,  Boston,  professor  of  nutri- 
tion, Harvard  Medical  School,  “Fat  in  Parenteral 
Nutrition.” 

Dr.  Henry  L.  Bockus,  Philadelphia,  chairman  of 
the  Department  of  Medicine,  University  of  Pennsyl- 
vania Graduate  School  of  Medicine,  “Some  Cardio- 
vascular-Gastrointestinal Interrelationships.” 

Dr.  George  O.  Eaton,  Baltimore,  associate  pro- 
fessor of  orthopedic  surgery,  Johns  Hopkins  Uni- 
versity, “General  Principles  in  the  Management  of 
F ract  ure  Problems.  ’ ’ 

Dr.  Morton  Marks,  director  of  neurologic  re- 
search, Department  of  Physical  Medicine  and 
Rehabilitation,  New  York  University-Bellevue 
Medical  Center,  “Rehabilitation  of  the  Hemiplegic 
Patient.” 

Dr.  Thomas  F.  Frawley,  Albany,  assistant  pro- 
fessor of  medicine,  Albany  Medical  School,  “The 
Present  Status  of  ACTH  and  Cortisone  in  General 
Medicine.” 

Franklin  County 

Plans  for  medical  defense  in  Franklin  County 
have  been  organized  and  a staff  for  emergency 
medical  services  formed,  including  the  following: 
Dr.  Leon  Passino,  Malone,  first  deputy  chief  medi- 
cal officer;  Dr.  Carter  Morse,  Tupper  Lake,  second 
deputy  chief  medical  officer;  Dr.  E.  N.  Packard, 
Saranac  Lake,  field  services  officer;  Dr.  D.  S. 
Steward,  Saranac  Lake,  blood  services  officer,  and 
Dr.  W.  A.  Gaspar,  Malone,  personnel  officer. 

Fulton  County 

Dr.  James  Bordely,  medical  director  of  the  Mary 
Imogene  Bassett  Hospital,  Cooperstown,  spoke  on 
“Infectious  Hepatitis”  at  the  meeting  of  the  Fulton 
County  Medical  Society  held  February  14  at  the  ; 
Hotel  Johnstown. 

Greene  County 

Dr.  David  Scherf,  associate  professor  of  medicine, 
New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals,  will  present  a paper  on  “Diagno- 
sis and  Therapy  of  Angina  on  Effort”  at  the  meet- 
ing of  the  Greene  County  Medical  Society  to  be  held 
Tuesday,  May  8,  at  9 p.m.  at  the  Greene  County 
Memorial  Hospital,  Catskill.  The  program  is 
postgraduate  instruction  arranged  by  the  State 
Society’s  Council  Committee  on  Public  Health  and 
Education  in  cooperation  with  the  State  Depart- 
ment of  Health. 

Jefferson  County 

Programs  presented  at  recent  meetings  of  the 
Jefferson  County  Medical  Society  have  included  the 
following: 

February  20 — (Joint  meeting  with  Woman’s 
Auxiliary) — “The  Recognition  and  Management  of 
Psychiatric  Problems  in  General  Practice,”  Dr. 
Gilbert  M.  Beck,  professor  of  psychiatry  and  associ- 
ate in  neurology,  University  of  Buffalo  School  of  ) 
Medicine. 

March  20 — Annual  Fracture  Day,  sponsored  by 
the  Northern  New  York  Committee  on  Trauma  of 
the  American  College  of  Surgeons  and  the  Jefferson 
County  Medical  Society.  Participants  included: 
[Continued  on  page  1220] 
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Chemically  Standardized  Veratrum  Viride  Is  Effective  in  Hypertension 


Much  has  been  written  pro  and  con  about  the  value 
of  veratrum  viride  in  hypertension.  For  many  years 
the  drug  has  been  in  disrepute  because  of  the  fact 
that  the  preparations  available  on  the  market  have 
been  prepared  by  "hit  or  miss”  methods. 

Chemical  standardization  of  veratrum  viride,  how- 
ever, has  provided  in  this  drug  a highly  effective 
agent  for  the  treatment  of  hypertensive  patients. 

Sollmann1  states  that  veratrum  is  probably  the 
most  active  and  reliable  cardiac  depressant  and 
that  its  use  serves  to  slow  and  soften  the  pulse 
and  lower  the  blood  pressure. 

Willson  & Smith2  state  that  veratrum  viride  pos- 
sesses a vasodilating  effect  and  because  of  this,  it 
was  demonstrated  by  Hite,3  and  Freis  and  Stanton,4 
that  the  drug  lowered  pressure  in  hypertension  and 
gave  symptomatic  relief.  Recent  research  tends  to 
show  that  the  decrease  in  blood  pressure  results 
more  from  peripheral  vasodilation  than  from  de- 
pression of  cardiac  output. 

Uniformity  of  Action 

When  the  veratrum  alkaloids  are  chemically 
standardized,  a uniform  result  can  be  expected. 
Their  action  usually  causes  a reflex  fall  in  blood 
pressure  and  heart  rate  which  originates  in  the 
afferent  vagus  nerve  endings  in  the  myocardium 
of  the  left  ventricle  and  in  the  lungs.  Although 
these  factors  ordinarily  result  with  each  heart  beat, 
the  veratrum  alkaloids  cause  them  to  act  contin- 
uously over  prolonged  periods  of  time.  Reports 
have  shown  that  80  to  90  per  cent  of  hypertensive 
patients  respond  to  therapy  when  chemically  stand- 
ardized veratrum  viride  is  used. 

» 

Cardio-Vascular  Symptoms  Cleared 
In  addition  to  the  lowered  pressure,  objective  signs 
of  improvement  may  be  observed,  such  as  the  clear- 
ing of  retinal  hemorrhages,  diminution  in  cardiac 
size  and  reversal  of  left  ventricular  strain  patterns 
in  electrocardiograms. 

Accompanying  symptoms  of  the  cardiac-hyperten- 
sion syndrome,  such  as  exertional  dyspnea,  tachy- 


cardia, nervous  irritability,  headache,  are  relieved. 
Yet,  while  the  results  of  veratrum  viride  medica- 
tion are  prolonged,  the  drug  may  not  afford  quick 
relief. 

Role  of  the  Nitrites 

For  prompt  and  effective  fall  in  blood  pressure, 
nitroglycerin,  which  acts  in  one  to  two  minutes,  is 
the  drug  of  choice.  It  acts  rapidly  and,  because  of 
its  powerful  vasodilatory  action,  gives  the  patient 
almost  immediate  relief.  The  action  of  nitroglyc- 
erin, however,  is  fleeting  and  to  sustain  lowered 
pressure  between  the  action  of  nitroglycerin  and 
veratrum  viride,  an  intermediate  is  necessary. 

To  this  end,  sodium  nitrite  is  used.  This  drug  is 
also  a vasodilator  and  affords  sustaining  relief 
until  the  long  range  action  of  chemically  standard- 
ized veratrum  viride  becomes  effective. 

Importance  of  Sedation 

Nearly  all  cases  of  hypertension  require  sedation 
for  allaying  periods  of  anxiety  and  affording  the 
patient  a good  night’s  rest.  Mild  sedation  is  often 
useful,  especially  in  cases  associated  with  chronic 
coronary  insufficiency.5  It  is  well  known  that  ex- 
citement may  induce  anginal  attacks  and  in  such 
cases,  phenobarbital,  because  of  its  prolonged 
action,  should  be  used. 

All  of  these  drugs,  chemically  standardized  vera- 
trum viride,  nitroglycerin,  sodium  nitrite,  and  pheno- 
barbital are  to  be  found  in  Capsules  ray-trote  im- 
proved, prepared  by  the  Raymer  Pharmacal  Com- 
pany of  Philadelphia,  Pa.  Each  capsule  contains 


Phenobarbital 15  mg. 

Sodium  Nitrite 30  mg. 

Nitroglycerin 0.25  mg. 


With  the  equivalent  of  Veratrum  Viride  Tincture 
4 minims  (containing  0.1%  alkaloids) 

ray-trote  improved  is  effective  in  dosages  of  one 
capsule  every  three  hours.  It  is  contraindicated 
when  renal  insufficiency  is  present,  or  if  pulse  be- 
comes abnormally  slow  following  treatment. 

For  the  30%  of  hypertensive  patients  with  capil- 
lary fault,  the  above  formula,  with  20  mg.  of  Rutin 
added,  is  available  in  ray-trote  with  Rutin. 
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Dr.  Thomas  P.  Hamilton,  Dr.  James  A.  Mont- 
gomery, Dr.  T.  N.  Sickels,  Dr.  W.  J.  Cosgrove,  Dr. 
Horton  Murray,  and  Dr.  David  G.  Gregor. 

April  17 — “Proctology  for  the  General  Practi- 
tioner,” Dr.  Michael  R.  Deddish,  instructor  in 
surgery,  Cornell  University  Medical  College. 

The  programs  on  February  20,  March  20,  and 
April  17  were  postgraduate  instruction  arranged  by 
the  State  Society’s  Council  Committee  on  Public 
Health  and  Education  in  cooperation  with  the  State 
Department  of  Health. 

On  Tuesday,  May  15,  at  6:30  p.m.  at  the  Black 
River  Valley  Club,  Watertown,  a joint  meeting  of 
the  Jefferson  County  Medical  Society  and  the 
Jefferson  County  Dental  Society  will  be  held. 
Guest  speaker  will  be  Dr.  Harold  A.  Solomon, 
chairman  of  the  cancer  committee  of  the  Dental 
Society  of  the  State  of  New  York,  whose  topic  will 
be  “Diseases  of  the  Soft  Tissues  of  the  Mouth.” 

Kings  County 

At  the  regular  meeting  of  the  Kings  County 
Medical  Society,  held  March  20  in  Brooklyn,  the 
scientific  program  included  the  following:  Dr.  J. 
Murray  Steele,  professor  of  medicine,  New  York 
University  College  of  Medicine,  “Arteriosclerosis,” 
and  Dr.  Martin  G.  Goldner,  clinical  professor  of 
medicine,  State  University  of  New  York  College 
of  Medicine  at  New  York,  “Obesity.” 

Speakers  at  recent  meetings  of  the  Pediatric  Sec- 
tion of  the  Kings  County  Medical  Society  have 
been  Dr.  Nathan  B.  Talbot  on  “Endocrine  Function 
in  Children,”  and  Dr.  Murray  M.  Peshkin  on 
“Recent  Advances  in  Treatment  of  Asthma  in 
Children.” 

Livingston  County 

Officers  of  the  Livingston  County  Medical  Society 
for  1951  are  as  follows:  Dr.  Ernest  A.  Sanders, 
Lima,  president;  Dr.  Victor  Breen,  Dansville,  vice- 
president,  and  Dr.  Vincent  I.  Bonafede,  Sonyea, 
secretary-treasurer. 

Montgomery  County 

Dr.  John  E.  Kiley,  instructor  in  medicine,  Albany 
Medical  College,  described  the  artificial  kidney  in 
use  at  Albany  Hospital  at  a meeting  of  the  Mont- 
gomery County  Medical  Society  held  February  13. 

Nassau  County 

A panel  discussion  on  “Rheumatic  Diseases — 
Diagnosis  and  Response  to  ACTH  and  Cortisone” 
was  presented  at  the  February  27  meeting  of  the 
Nassau  County  Medical  Society.  Participating 
were  Dr.  Richard  H.  Freyberg,  associate  professor 
of  clinical  medicine,  Cornell  University  Medical 
College,  moderator;  Dr.  Russell  L.  Cecil,  professor 
of  clinical  medicine,  Cornell  University  Medical 
College;  Dr.  James  A.  Coss,  Presbyterian  Hospital; 
Dr.  Edward  F.  Hartung,  associate  professor  of 
clinical  medicine,  New  York  University  Post- 
Graduate  Medical  School,  and  Dr.  William  H. 
Kammerer,  instructor  in  medicine,  Cornell  Uni- 
versity Medical  College. 

A discussion  of  United  Medical  Service  problems 
was  the  feature  of  the  March  27  meeting,  with  the 
following  participating:  Dr.  Gerard  V.  Farinola, 
“Background  of  Prepaid  Medical  Care”;  Dr. 
Louis  Stix,  “Presentation  of  Grievances  and 
Recommendations  for  Changes  in  UMS,”  and  Dr. 
John  J.  Masterson,  Dr.  Frederick  E.  Elliott,  and 
Dr.  Leonard  J.  Raider,  “Viewpoint  of  UMS.” 


New  York  County 

A scientific  program  on  “Antibiotics  in  Clinical 
Medicine”  was  presented  at  the  meeting  of  the 
New  York  County  Medical  Society  held  March  26 
at  the  New  York  Academy  of  Medicine.  Speakers 
included  Dr.  Chester  S.  Keefer,  professor  of  medi- 
cine, Boston  University,  and  Dr.  Louis  Weinstein, 
chief  of  the  infectious  disease  division,  Haynes  i 
Memorial  Hospital,  Boston,  Massachusetts. 

At  the  meeting  the  members  voted  to  start  a 
series  of  television  broadcasts  to  present  authentic 
information  on  medical  advances  on  a large  scale 
to  the  general  public.  Producer  of  the  program 
will  be  Dr.  Lester  L.  Coleman,  who  announced  that 
the  program  will  have  a panel  discussion  format  and 
will  consider  one  general  topic  each  week. 

During  February,  three  meetings  were  held  at 
Manhattan  General  Hospital  on  “Maternal  and 
Infant  Mortality”  sponsored  by  the  New  York 
County  Medical  Society,  the  New  York  Chapter  of 
the  American  Academy  of  General  Practice,  and  the 
Hospital.  The  following  papers  were  read:  “Care 
and  Feeding  of  the  Premature  Infant,”  Dr.  Walter 
Levy;  “Treatment  of  Toxemia  of  Pregnancy,” 
Dr.  Barbara  Logan;  “Rh  Factor,”  Dr.  Harry 
Wallerstein;  “Diagnosis  and  Treatment  of  In- 
fections in  the  Newborn  Infant,”  Dr.  Harold 
Abramson;  “Treatment  of  Bleeding  in  Each  Tri- 
mester of  Pregnancy,”  Dr.  Emanuel  Wainess; 
“Care  and  Feeding  of  the  Normal  Newborn  Infant,”  ; 
Dr.  Alfred  Vignec;  “Analgesics  and  Anesthesia  for 
Delivery,”  Dr.  Carl  Goldmark;  “Diseases  of  the 
Newborn,”  Dr.  Edmund  Joyner,  and  “When  to 
Call  the  Obstetric  Consultant,”  Dr.  Elise  Renning. 

Niagara  County 

Dr.  E.  H.  Wesp,  University  of  Buffalo  School  of  j 
Medicine,  presented  a paper  on  “Pediatric  Surgical  i 
Emergency”  at  the  meeting  of  the  Niagara  County 
Medical  Society  held  February  13  in  Niagara  Falls,  i 

At  the  March  13  meeting,  in  Lockport,  Dr. 
Wendell  R.  Ames,  Erie  County  deputy  commissioner  i 
of  health  and  associate  medical  director  for  civil 
defense,  spoke  on  “Medical  Aspects  and  Organiza- 
tion of  Civil  Defense.” 

Oneida  County 

Officers  of  the  Oneida  County  Medical  Society 
for  1951  are  as  follows:  Dr.  Edwin  P.  Russell,  | 
Rome,  president;  Dr.  Harold  L.  Pender,  LTtica,  j 
vice-president;  Dr.  David  H.  MacFarland,  Utica, 
secretary;  Dr.  James  I.  Farrell,  assistant  secretary, 
Utica,  and  Dr.  Robert  C.  Hall,  treasurer,  Utica. 

Programs  of  postgraduate  instruction,  arranged 
by  the  State  Society’s  Council  Committee  on  jl 
Public  Health  and  Education  in  cooperation  with  i 
the  State  Department  of  Health,  have  been  pre-  jj 
sented  for  the  Utica  Academy  of  Medicine  at  the  [| 
Hotel  Utica,  as  follows: 

March  15 — “Head  Injuries,”  Dr.  Eldridge  Camp-  j 
bell,  professor  of  surgery,  Albany  Medical  College,  j 

April  19 — “Hypertension,”  Dr.  Milton  Plotz, 
associate  professor  of  clinical  medicine,  State  | 
University  of  New  York  College  of  Medicine  at 
New  York. 

May  17 — “The  Management  of  the  Surgical 
Diabetic,”  Dr.  Frederick  W.  Williams,  associate 
professor  of  clinical  medicine,  New  York  Medical 
College,  Flower  and  Fifth  Avenue  Hospitals. 

At  the  annual  dinner  meeting  of  the  Utica 
Academy  of  Medicine,  Dr.  Harold  L.  Pender  re- 
[Continued  on  page  1222] 
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Now  Proof..  . in  an  instant,  Doctor, 
Philip  morris  are  less  irritating 


Just  Make  This  Simple  Test: 


. . . light  up  a 

Philip  Morris 

Take  a puff -DON'T  INHALE.  Just 
s-l-o-w-l-y  let  the  smoke  come  through 
your  nose.  Easy, isn’t  it?  AND  NOW... 


. . . light  up  your 

present  brand 

DON'T  INHALE.  Just  take  a puff  and 
s-l-o-w-l-y  let  the  smoke  come  through 
your  nose.  Notice  that  bite,  that  sting? 
Quitea  difference  fromPHiLlPMORRis! 


YES,  your  own  personal  experience  confirms  the  results 
of  the  clinical  and  laboratory  tests.*  With  proof  so 

conclusive,  would  it  not  be  good  practice  to  suggest 
Philip  Morris  to  your  patients  who  smoke? 


Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

100  Park  Avenue,  New  York  17,  N.  Y. 


*Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32,  241-245;  N.  Y.  Slate, Journ.  Med.,  Vol.  35,  6-1-35,  No.  11,  590-592; 
Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154;  Laryngoscope,  Jan.  1937,  Vol.  XLVll,  No.  1,  58-60 


Bans a— 
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eeived  the  Academy’s  distinguished  service  award 
for  “outstanding  service  in  organizing  and  forming 
a tri-county  doctors’  committee.” 

Onondaga  County 

Dr.  Maxwell  Finland,  associate  professor  of  medi- 
cine, Harvard  Medical  School,  spoke  on  “Some  Cur- 
rent Problems  of  Antibiotic  Therapy”  at  the  joint 
meeting  of  the  Onondaga  County  Medical  Society 
and  the  Syracuse  Academy  of  Medicine  held  March 
6 in  Syracuse. 

The  Onondaga  Bureau  of  Medical  Economics  is 
now  in  operation  as  an  integral  part  of  the  public 
service  program  of  the  Onondaga  County  Medical 
Society.  Officers  and  directors  of  the  Bureau  are: 
Dr.  Aaron  Burman,  president  ; Dr.  Leon  E.  Sutton, 
vice-president;  Dr.  A.  Carl  Hofmann,  secretary- 
treasurer,  and  Dr.  Robert  D.  Fairchild  and  Dr. 
Byron  S.  West,  directors. 

Ontario  County 

Dr.  Donald  G.  Johnson,  assistant  professor  of 
obstetrics  and  gynecology,  Cornell  University 
Medical  College,  presented  a paper  on  “Toxemias 
of  Pregnancy”  at  the  meeting  of  the  Geneva 
Academy  of  Medicine  held  April  16  in  Geneva. 
The  program  was  postgraduate  instruction  arranged 
by  the  State  Society’s  Council  Committee  on 
Public  Health  and  Education  in  cooperation  with 
the  State  Department  of  Health. 

Orange  County 

Three  programs  of  postgraduate  instruction  were 
arranged  during  April  for  the  Orange  County 
Medical  Society  by  the  State  Society’s  Council 
Committee  on  Public  Health  and  Education  in  co- 
operation with  the  State  Department  of  Health. 

The  following  programs  were  presented: 

April  4 — “Management  of  Congestive  Failure,” 
Dr.  Nathaniel  T.  Kwit,  instructor  in  pharmacology, 
Cornell  University  Medical  College. 

April  11 — “Management  of  Peripheral  Vascular 
Disease,”  Dr.  A.  Wilbur  Duryee,  professor  of 
clinical  medicine,  New  York  University  Post- 
Graduate  Medical  School. 

April  18 — “The  Effects  of  Adrenal  Cortical 
Steroids  in  Rheumatic  Diseases,”  Dr.  Bernard 
Rogoff,  assistant  attending  surgeon,  Hospital  For 
Special  Surgery,  New  York  City. 

The  meetings  were  held  at  the  Horton  Memorial 
Hospital  Nurses’  Home  in  Middletown. 

Queens  County 

At  the  February  27  meeting  of  the  Queens  County 
Medical  Society,  talks  on  “The  Korean  War  and 
Our  Pacific  Defenses”  were  presented  by  Mr.  Wil- 
liam P.  Gray,  associate  editor  of  Life,  and  Mr. 
Richard  Johnston,  war  correspondent  for  the  New 
York  Times. 

At  the  March  27  meeting,  a round  table  dis- 
cussion on  “The  Usefulness  of  ACTH  and  Cortisone 
in  the  Treatment  of  Various  Rheumatic  Diseases” 
was  presented  with  the  following  participants: 
Dr.  Otto  Steinbrocker,  associate  professor  of  clinical 
medicine,  New  York  University  Post-Graduate 
Medical  School,  moderator,  and  Dr.  Louis  Granirer, 
chief  of  the  arthritis  clinic.  Queens  General  Hospital; 
Dr.  Robert  Preston,  assistant  clinical  professor  of 
orthopedic  surgery,  New  York  University  Post- 
Graduate  Medical  School;  Dr.  Charles  Ragan, 
assistant  professor  of  medicine,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons,  and  Dr. 


William  B.  Rawls,  chief  of  arthritis  clinic,  New 
York  Polyclinic  Hospital  and  Medical  School. 

On  April  7,  a dinner  dance  in  honor  of  Dr.  Ezra  A. 
Wolff,  past-president  of  the  Queens  County  Medical 
Society,  was  held  at  the  Garden  City  Hotel.  The 
committee  in  charge  included  Dr.  Sol  Axelrad, 
chairman,  Dr.  Thomas  M.  d’ Angelo,  Dr.  Frank  J. 
Cerniglia,  and  Dr.  Vincent  Juster. 

Also  in  April,  two  programs  of  postgraduate  in- 
struction were  arranged  for  the  Queens  County 
Medical  Society  by  the  State  Society’s  Council 
Committee  on  Public  Health  and  Education  in 
cooperation  with  the  State  Department  of  Health. 
These  included  the  following: 

April  13 — “Treatment  of  Wounds  and  Infections 
of  the  Hand,”  Dr.  David  Goldblatt,  associate  clini- 
cal professor  of  surgery,  New  York  Post-Graduate 
Medical  School. 

April  20 — “Diagnosis  and  Therapy  of  Angina  on 
Effort,”  Dr.  David  Scherf,  associate  professor  of 
medicine,  New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals. 

Rensselaer  County 

Dr.  Frederick  W.  Williams,  associate  professor  of 
clinical  medicine,  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals,  presented  a 
paper  on  “Gangrene,  Infection,  and  the  Management 
of  the  Surgical  Diabetic”  at  the  meeting  of  the 
Rensselaer  County  Medical  Society  held  March  13 
in  Troy. 

On  April  10,  Dr.  Herbert  G.  Cohen,  cerebral 
palsy  specialist  for  the  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals,  showed  a motion 
picture  on  “Cerebral  Palsy — The  Enigma  of  350,000 
in  the  United  States.” 

Both  programs  were  postgraduate  instruction 
arranged  by  the  State  Society’s  Council  Committee 
on  Public  Health  and  Education  in  cooperation 
with  the  State  Department  of  Health. 

Richmond  County 

A symposium  on  “Peptic  Ulcer”  will  be  presented 
for  the  Richmond  County  Medical  Society  on 
Wednesday,  May  9 at  9 p.m.  at  the  Atlantic  Inn, 
Grant  City,  Staten  Island.  The  program  is  post- 
graduate instruction  arranged  by  the  State  Society’s 
Council  Committee  on  Public  Health  and  Educa- 
tion in  cooperation  with  the  State  Department  of 
Health. 

Medical  aspects  will  be  discussed  by  Dr.  Thomas 
Pattison  Almy,  James  Ewing  associate  professor 
of  neoplastic  diseases  and  medicine,  Cornell  Uni- 
versity Medical  College;  surgical  aspects  by  Dr. 

S.  W.  Moore,  associate  professor  of  clinical  surgery, 
Cornell  University  Medical  College,  and  radiologic 
aspects  by  Dr.  A.  L.  Loomis  Bell,  professor  of 
clinical  radiology,  State  University  of  New  York 
College  of  Medicine  at  New  York. 

St.  Lawrence  County 

At  the  meeting  of  the  St.  Lawrence  County 
Medical  Society,  held  March  8 at  the  A.  Barton 
Hepburn  Memorial  Hospital,  Ogdensburg,  Dr. 
Morgan  Berthrong,  pathologist  for  St.  Lawrence 
County,  was  the  guest  speaker. 

The  meeting  was  followed  by  a dinner  for  the 
members,  guests,  and  the  Woman’s  Auxiliary. 

Schenectady  County 

Dr.  Charles  A.  Poindexter,  director,  Department  ; 
of  Cardiology,  New  York  University-Bellevue 
[Continued  on  page  1224] 
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"Hie  bonds  we  bought  for  our 
countrys  defense  bought  and 


helped  equip  our  farm! 


Charley  Whatley  says,  “Mrs.  Whatley  and 
I joined  the  Payroll  Savings  Plan  in  1943. 
Our  pay  averaged  about  $40  a week  apiece 
and  we  put  about  a quarter  of  it  into 
bonds.  We  had  saved  $6,925  by  1950.” 


“$4,000  in  bonds  bought  us  our  farm  and 
house,  more  bonds  went  for  a new  truck, 
refrigerator  and  electric  range.  We’re  still 
holding  about  $1,800  in  bonds.  Everybody 
should  buy  U.  S.  Savings  Bonds!” 


MR.  AND  MRS.  CHARLEY  L.  WHATLEY  OF  CUTHBERT,  GA. 
CAN  TELL  YOU— IT'S  PRACTICAL  AS  WELL  AS 
PATRIOTIC  TO  BUY  BONDS  FOR  DEFENSE 


Mr.  Whatley  inspects  a beehive 
on  his  202-acre  Georgia  farm. 
“My  wife  and  I wouldn’t  own  a 
farm,  clear,  today,”  he  says,  “if  it 
weren’t  for  U.  S.  Savings  Bonds. 
They’re  the  best  way  to  save” 


The  Whatleys'  story  can  be  your  story, loo ! 


Your  dream  can  come  true,  just  as  the 
Whatleys’  did.  Start  now!  It’s  easy!  Just 
take  these  three  simple  steps: 

1.  Put  saving  first  before  you  even  draw 
your  pay. 

2.  Decide  to  save  a regular  amount  system- 
atically. Even  small  sums  saved  this  way 
become  a large  sum  amazingly  soon! 

3.  Start  saving  by  signing  up  today  in  the 
Payroll  Savings  Plan  where  you  work  or  the 
Bond-A-Month  Plan  where  you  bank. 


You’ll  be  providing  security  not  only  for 
yourself  and  your  family,  but  for  the  free 
way  of  life  that’s  so  important  to  us  all. 


U.  S.  SAVINGS  BONDS 
ARE  DEFENSE  BONDS — 
BUY  THEM  REGULARLY! 


Your  government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in  cooperation  with 
The  Advertising  Council  and  the  Magazine  Publishers  of  America  as  a public  service. 
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Medical  Center,  spoke  on  “Recent  Advances  in  the 
Management  of  Patients  with  Cardiac  Disease’’  at 
the  meeting  of  the  Schenectady  County  Medical 
Society  held  March  6 at  Ellis  Hospital,  Schenectady. 

At  the  April  3 meeting  of  the  group,  Dr.  Malcolm 
A.  Bouton,  commissioner  of  health  for  the  City  of 
Schenectady,  spoke  on  “Civilian  Defense  in  Atomic 
Warfare.” 

Seneca  County 

Officers  of  the  Seneca  County  Medical  Society  for 
1951  are  as  follows:  Dr.  Saul  Towers,  Seneca  Falls, 
president;  Dr.  William  Magenheimer,  Waterloo, 
vice-president,  and  Dr.  Bruno  Reimer,  Romulus, 
secretary-treasurer. 

Steuben  County 

Dr.  Richard  H.  Lyons,  professor  of  medicine, 
State  University  of  New  York  School  of  Medicine 
at  Syracuse,  presented  a paper  on  “Peripheral  Vas- 
cular Disease”  at  the  meeting  of  the  Steuben  County 
Medical  Society  held  April  12  in  Corning. 

Suffolk  County 

A symposium  on  “Diabetes  Mellitus”  was  pre- 
sented at  the  meeting  of  the  Suffolk  County  Medi- 
cal Society  held  April  25  at  the  Central  Islip  State 
Hospital.  The  program  was  postgraduate  instruc- 
tion arranged  by  the  State  Society’s  Council  Com- 
mittee on  Public  Health  and  Education  in  coopera- 
tion with  the  State  Department  of  Health. 
Participants  in  the  symposium  included: 

“Dietetic  Management  of  Diabetes,”  Dr.  George 
E.  Anderson,  clinical  professor  of  medicine,  State 
University  of  New  York  College  of  Medicine  at 
New  York. 

“Management  of  the  Surgical  Diabetic,”  Dr. 
Frederick  W.  Williams,  associate  professor  of  clini- 
cal medicine,  New  York  Medical  College,  Flower 
and  Fifth  Avenue  Hospitals. 

“Diabetic  Ketosis  and  Its  Management,”  Dr. 
Elaine  P.  Ralli,  associate  professor  of  medicine, 
New  York  University  College  of  Medicine. 

Tioga  County 

Four  programs  of  postgraduate  instruction  were 
held  during  March  and  April  for  the  Tioga  County 
Medical  Society,  arranged  by  the  State  Society’s 
Council  Committee  on  Public  Health  and  Educa- 
tion in  cooperation  with  the  State  Department  of 
Health. 

The  papers  presented  were  as  follows: 

March  13 — “Diseases  of  the  Biliary  Tract,”  Dr. 
James  Tesler,  instructor  in  clinical  medicine,  New 
York  University  Post-Graduate  Medical  School. 

March  21- — “Gastrointestinal  Allergy  and  Chronic 
Ulcerative  Colitis,”  Dr.  William  Z.  Fradkin, 
assistant  gastroenterologist,  Brooklyn  Jewish  Hos- 
pital. 

March  29 — “Gastric  Carcinoma,”  Dr.  Milton  J. 
Matzner,  attending  gastroenterologist,  Brooklyn 
Jewish  Hospital. 

April  6 — “Diarrheal  Conditions,”  Dr.  Alfred  P. 
Ingegno,  assistant  professor  of  clinical  medicine, 


State  University  of  New  York  College  of  Medicine 
at  New  York. 

Warren  County 

Officers  of  the  Warren  County  Medical  Society 
for  1951  are  as  follows:  Dr.  Paul  R.  Fago,  presi- 
dent; Dr.  Joseph  R.  Sugerman,  president-elect; 
Dr.  Arthur  J.  O’Connor,  first  vice-president;  Dr. 
Albert  D.  Eberly,  second  vice-president,  and  Dr. 
John  C.  Urbaitis,  secretary-treasurer. 

On  Thursday,  May  10,  at  8 p.m.,  a program  of 
postgraduate  instruction  will  be  held  for  the  Glens 
Falls  Academy  of  Medicine  at  the  Crandall  Free 
Library,  Glens  Falls,  arranged  by  the  State  Society’s 
Council  Committee  on  Public  Health  and  Educa- 
tion in  cooperation  with  the  State  Department  of 
Health. 

Dr.  George  T.  Pack,  assistant  professor  of  clini- 
cal surgery,  Cornell  University  Medical  College,  will 
present  a paper  on  “Cancer  of  the  Breast.” 

Wayne  County 

A series  of  six  weekly  programs  of  postgraduate 
instruction,  arranged  by  the  State  Society’s  Council 
Committee  on  Public  Health  and  Education  in 
cooperation  with  the  State  Department  of  Health, 
have  been  held  for  the  Wayne  County  Medical 
Society  and  the  E.  J.  Barber  Hospital  of  Lyons  at 
the  Hotel  Wayne,  Lyons. 

Programs  have  included  the  following: 

March  16 — “The  Treatment  of  Low  Back  Pain,” 
Dr.  George  H.  Marcy,  instructor  in  orthopedic 
surgery,  University  of  Buffalo  School  of  Medicine. 

March  23 — “Management  of  Surgical  Lesions  of 
the  Biliary  Tract,”  Dr.  Wilfred  W.  Fuge,  instructor 
in  surgery,  University  of  Buffalo  School  of  Medicine. 

March  30 — “Malignancy  and  Diverticulitis  of 
the  Large  Intestine,”  Dr.  G.  Gowing  Broad,  as- 
sistant proctologist,  Syracuse  Memorial  Hospital, 
Syracuse. 

April  6 — “Rheumatic  Fever,”  Dr.  Edward  C. 
Lambert,  instructor  in  pediatrics,  University  of 
Buffalo  School  of  Medicine. 

Westchester  County 

Dr.  Maurice  Bruger,  associate  professor  of  medi- 
cine, New  York  Post-Graduate  Medical  School, 
presented  a paper  on  “Experimental  Cholesterol 
Atherosclerosis  and  Its  Possible  Relation  to  the 
Human  Problem”  at  the  meeting  of  the  West- 
chester County  Medical  Society  held  February  20 
in  White  Plains. 

At  the  March  20  meeting  of  the  group,  a panel  dis- 
cussion on  “ACTH  and  Cortisone”  was  presented, 
with  the  following  participating:  allerg}',  Dr. 

Horace  S.  Baldwin,  associate  professor  of  clinical 
medicine,  Cornell  University  Medical  College; 
endocrinology,  Dr.  Sidney  C.  Werner,  assistant  pro- 
fessor of  clinical  medicine,  Columbia  University 
College  of  Physicians  and  Surgeons;  surgery,  Dr. 
W.  Ross  McCarty,  associate  professor  of  surgery, 
New  York  University-Bellevue  Medical  Center; 
arthritis  and  rheumatic  fever,  Dr.  Charles  A.  Ragan, 
Jr.,  assistant  professor  of  medicine,  Columbia 
University  College  of  Physicians  and  Surgeons, 
and  pathology,  Dr.  Homer  fa.  Kesten,  White  Plains 
Hospital. 


1225 


N.  y.  Phones: 

BA  7-1782, 
BA  7-1970 


1 


/ ENCHANTING  IN  JUNE 
IDEAL  vacation  time 


Scaroon  Manor 

HOTEL  • • an  SCHROON  LAKE, N Y. 


|r* 

I 


OPEN  MAY  19 
Heated  Rooms 

• 

FREE  GOLF 
till  June  24 


BUY  SAVINGS  BONDS 


tablets 

ampuls 

powder 

suppositories 


high  theophylline  content,  ready  solubility 
for  rapid  therapeutic  effects  in: 

Bronchial  Asthma 
Paroxysmal  Dyspnea 


dubin 
aminophyllin 


Cheyne-Stokes  Respiration 


■i  icuatn  o*  i.l 


(theophylline -ethylenediamine) 


H.  E.  DUBIN  LABORATORIES,  I nc.  250  E.  43rd  St..  New  York  17,  N.Y. 


for  making 

BURROW'S  SOLUTION  U.S.P.XIV 


1 1'"'1 


WET  dressings 


Sidesto-boro 

j ’nne  with  astringent  and  antip  9 ...  for  rapid  healing 

as 

by  their  antipruritic,  deco  g .r-rcPTFD  BY  U.  S.  ARMY  & N ^ 


IjSfr  d .congestive  •*%££  ^ « s/army « naV^ 


'Manufacturers 

of 

NUCARPON  ® 

Compound 
Charcoal 
Tablets  for 
Intestinal 
Dysfunction 


BOOKS 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


BOOKS  RECEIVED 


Yearly  Surgical  Digest.  By  Richard  A.  Leonardo, 
M.D.  Octavo  of  293  pages.  New  York,  Froben 
Pr.,  1950.  Paper,  $3.00. 

Twentieth  Century  Mental  Hygiene.  New  Di- 
rections in  Mental  Health.  By  Maurice  J.  Shore, 
Ph.D.,  et  al.  Octavo  of  444  pages,  illustrated. 
New  York,  Social  Sciences  Publishers,  1950.  Cloth, 
$6.00. 

Genetic  Neurology.  Problems  of  the  Develop- 
ment, Growth,  and  Regeneration  of  the  Nervous 
System  and  of  its  Functions.  Conference  spon- 
sored by  the  International  Union  of  Biological 


Sciences  subsidized  by  UNESCO.  Paul  Weiss, 
Ph.D.,  Editor.  Octavo  of  239  pages,  illustrated. 
Chicago,  University  of  Chicago  Press,  1950.  Cloth, 
$5.00. 

Diagnostic  Procedures  and  Reagents.  Technics 
for  the  Laboratory  Diagnosis  and  Control  of  the 
Communicable  Diseases.  [Report  prepared  byj 
Subcommittee  on  Diagnostic  Procedures  and 
Reagents,  American  Public  Health  Association. 
Third  edition.  Octavo  of  589  pages,  illustrated. 
New  York,  American  Public  Health  Association, 
1950.  Cloth,  $6.00. 
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William  Withering  of  Birmingham,  M.D.,  F.R.S., 
F.L.S.  By  T.  Whitmore  Peck,  M.P.S.,  and  Iv. 
Douglas  Wilkinson,  M.D.  (Birm.).  Octavo  of  239 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1950.  Cloth,  $4.50. 

By  the  clinician  as  well  as  by  other  members  of  the 
profession,  digitalis  and  its  derivatives  are  held  in 
high  esteem.  The  reasons  are  common  knowledge 
even  to  the  tyro  in  medicine.  It  becomes  interest- 
ing to  learn  of  its  origin  and  something  of  its  dis- 
coverer, Dr.  William  Withering. 

His  origin  and  early  life  are  dealt  with  in  great 
detail,  special  emphasis  being  placed  on  his  interest 
in  botany.  It  is  this  interest  that  ultimately  led  to 
the  discovery  of  digitalis.  That  story  is  an  ex- 
cellent illustration  that,  when  opportunity  knocks, 
the  door  that  opens  is  that  of  the  man  who  is  pre- 
pared to  make  use  of  the  offered  treasures.  This 
following  quote  from  the  book  speaks  for  itself: 

“My  opinion  was  asked  concerning  a family 
receipt  for  the  care  of  dropsy  ....  It  had  long 
been  kept  a secret  by  an  old  woman  in  Shrop- 
shire ....  This  medicine  was  composed  of  twenty 
or  more  different  herbs;  but  it  was  not  difficult 
for  one  conversant  with  these  subjects  to  per- 
ceive, that  the  active  herb  could  be  no  other 
than  the  Foxglove.” 

It  was  about  the  year  1775  that  he  treated  his 
first  case  with  digitalis.  After  a varied  and  in- 
teresting career  in  medicine  which  was  marred  by  a 
chronic  pulmonary  tuberculosis,  he  died  from  that 
disease  in  1799. 

Among  the  many  eulogies  written  in  memoriam, 
the  following  is  an  example  of  multum  in  parvo,  as 
expressed  by  one  of  England’s  botanists: 

“The  flower  of  English  botany  is  Withering.” 

S.  R.  Blatteis 

Biochemistry  of  Cancer.  By  Jesse  P.  Greenstein, 
Ph.D.  Octavo  of  389  pages,  illustrated.  New 
York,  Academic  Press,  1947.  Cloth,  $7.80. 

This  book  is  a review  of  the  experimental  back- 
ground that  is  now  important  for  cancer  research. 
It  includes  the  chemistry  of  the  carcinogens,  a 
thorough  discussion  of  the  biochemical  properties  of 
tumor  tissue,  and  a section  devoted  to  the  chemical 
aspects  of  cancer  control  including  chemotherapy. 
The  author  makes  no  attempt  to  study  clinical 


problems  but  confines  himself  to  its  stated  purpose 
of  presenting  the  biochemical  aspects  of  neoplasms. 
Particularly  exhaustive  is  the  treatment  of  the  en- 
zyme systems  found  in  tumor  tissue  and  in  the  host 
bearing  the  tumor;  for  this  section,  a knowledge  of 
enzymology  is  needed  as  a background.  Much  of 
the  author’s  original  work  is  included. 

This  book  will  be  of  value  chiefly  to  the  research 
worker  who  is  working  on  a biologic  or  biochemical 
level  of  approach  to  the  cancer  problem. 

Milton  B.  Handelsman 


Sexual  Deviations.  By  Louis  S.  London,  M.D., 
and  Frank  S.  Caprio,  M.D.  Octavo  of  702  pages. 
Washington,  Linacre  Press.,  1950.  Cloth,  $10.00. 

Many  states  have  enacted  psychopathic  laws 
which  generally  provide  that  a person  diagnosed  as  a 
sexual  psychopath  be  confined  to  a psychiatric 
hospital  for  an  indefinite  period  of  time  until  he  is 
cured.  Whenever  any  sexual  deviation  from  nor- 
mal is  detected  in  a member  of  a family,  the  physi- 
cian is  the  one  to  whom  they  turn  for  help.  Very 
few  doctors  have  a basic  understanding  of  the  psy- 
chologic aspects  of  sex,  and  a yet  smaller  number 
have  a knowledge  of  abnormal  sexual  behaviors. 
This  volume  on  Sexual  Deviations  is,  therefore,  a 
very  welcome  addition  to  the  library  of  any  intelli- 
gent physician. 

The  book  under  review  is  written  by  two  expe- 
rienced and  well-trained  doctors  who  are  eminent 
psychiatrists  especially  interested  in  psychoanaly- 
sis. They  describe  various  deviations  in  sex  be- 
havior, and  subjects  such  as  homosexuality,  incest, 
exhibitionism,  frottage,  fetishism,  transvestism, 
sadism,  masochism,  and  many  other  deviations  are 
described  and  explained  on  a psychodynamic  basis. 
It  is  a good  book  that  should  interest  not  only  physi- 
cians but  also  social  service  workers,  lawyers,  jud- 
ges, and  educators.  Irving  J.  Sands 

The  Clinical  Examination  of  the  Nervous  System. 

By  G.  H.  Monrad-Krohn,  M.D.  Ninth  edition. 
Duodecimo  of  459  pages,  illustrated.  New  Y'ork, 
Paul  B.  Hoeber,  1949.  Cloth,  $5.00. 

This  excellent  manual  is  now  deservedly  in  its 
ninth  edition.  The  material  is  clearly  presented 
[Continued  on  page  1228] 
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TAFTON,  PIKE  CO.,  PA. 

Ideal  for  HONEYMOONERS 

Special  Rates 
Live  leisurely  on  shore  of  beautiful  Mountain  Lake 
Centrally  heated  SKY  LAKE  LODGE 
75  Cozy  Individual  Cottages 
Riding,  sailing,  fishing,  all  water  and  landsports. 
Complete  nightly  entertainment.  Famous  for  food. 


FAMII  I PC#  Church  services  on  premises. 
rWmiUti  Season,  May  5 to  Oct.  20. 
Write  for  Booklet  or 

Telephone  Hawley  272 


FRANCES  SHORTT  MEDICAL  AGENCY 


SPECIALISTS  In  the  Placement  of 


Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave.,  N.  V.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


time  . . . 

...  is  valuable  for  both  of  us. 
For  this  reason,  you  may  be  sure 

I won’t  waste  yours. 

LEONARD  B.  MARCUS 

YOUR  Saunders  REPRESENTATIVE 

lor  Kings  and  Richmond  Counties 
DEwey  2-5996 


PHARMACEUTICALS 

A complete  line  of  laboratory  controlled 
ethical  pharmaceuticals.  Chemists  to  the 
Medical  Profession  since  1903.  ny-5-si 
THE  ZEMMER  CO.,  Pittsburgh  13,  Pa. 
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with  excellent  illustrations.  The  recent  additions 
of  angiograms  are  especially  fine. 

The  appendix  has  grown  to  more  than  half  the 
size  of  the  main  body  of  text.  Much  of  this  ma- 
terial could  usefully  and  economically  be  incorpo- 
rated under  the  appropriate  subject  headings  rather 
than  be  searched  for  at  the  end  of  the  book.  For 
example,  tests  of  vestibular  function  are  treated  un- 
der the  vestibular  nerve  and  again  in  the  appendix 
under  vestibular  tests.  The  new  section  on  elec- 
troencephalography is  brief  and  without  sample  rec- 
ords. 

Nevertheless,  both  students  and  practitioners  will 
find  this  a reliable  and  pleasant  guide  to  the  examina- 
tion of  the  nervous  system. 

Arthur  J.  Lapovsky 

You  and  Your  Heart.  A Clinic  for  Laymen  on  the 
Heart  and  Circulation.  By  H.  M.  Marvin,  M.D., 
T.  Duckett  Jones,  M.D.,  Irvine  H.  Page,  M.D., 
Irving  S.  Wright,  M.D.,  and  David  D.  Rutstein, 
M.D.  Octavo  of  306  pages,  illustrated.  New 
York,  Random  House,  1950.  Cloth,  $3.00. 

The  listing  of  such  names  in  relation  to  any  phase 
of  the  subject  of  the  heart  is  sufficient  evidence  of 
the  book’s  authoritativeness.  Besides  this  quality, 
the  contents  are  presented  in  so  pleasing  a manner 
that  all  its  twelve  chapters  are  very  worth-while 
reading.  However,  it  requires  more  than  mere 
reading.  Close  attention  and  a certain  degree  of 
maturity  are  required  even  of  the  intelligent  lay- 
man, for  whom  it  is  written,  in  order  to  digest  fully 
the  material  presented. 

As  with  every  book  written  for  the  layman  and 
treating  of  a medical  subject,  certain  portions  are 
presented  in  so  different  a manner  than  in  the  tech- 
nical medical  text  that  it  would  pay  the  doctor  to 
familiarize  himself  with  them.  Especially  is  this  so 
with  the  chapter  on  “High  Blood  Pressure.”  There 
is  an  extensive  discussion  of  rheumatic  fever  and  a 
timely  explanation  of  the  widely  used  term  “heart 
attack.”  This  explanation  of  coronary  disease  is 
lucid  and  also  encouraging  to  the  sufferer  of  that 
condition. 

Dr.  Marvin  amply  illustrates  the  various  methods 
of  approach  by  which  the  doctor  can  secure  the  best 
results  with  the  heart  patient. 

Consulted  by  the  intelligent  layman  who  has 
familiarized  himself  with  the  contents  of  this 
volume,  the  doctor  will  have  to  be  well  informed  and 
aert.  It  will  profit  the  doctor  to  have  this  book  on 
his  shelves.  S.  R.  Blatteis 

New  Discoveries  in  Medicine.  Their  Effect  on 
the  Public  Health.  By  Paul  R.  Hawley,  M.D. 
Octavo  of  134  pages,  illustrated.  New  York, 
Columbia  University  Press.,  1950.  Cloth,  $2.50. 
(Bampton  Lectures  in  America,  #2.) 

General  Hawley  once  again  displays  the  depth  of 
his  conviction  that  voluntary  prepayment  health 
insurance  is  preferable  to  compulsory,  government- 
controlled  distribution  of  medical  care. 

This  book  is  a compilation  of  lectures  to  non- 
medical students  at  Columbia  University.  Skill- 
fully drawn  pen  pictures  portray  the  role  of  blood 
transfusion  and  the  Rh  factor,  present  high  lights  of 
modern  cardiac  and  pulmonary  surgery,  and  discuss 
present-day  technics  for  the  prevention  and  treat- 
ment of  mental  disease. 

The  thread  which  binds  together  these  separate 
subjects  is  the  effect  they  have  on  the  daily  lives  and 
health  of  individuals.  Following  this  erudite  sum- 


mation of  a segment  of  medical  history  is  a chapter 
on  the  economic  aspects  of  medical  care  and  avail- 
able methods  for  meeting  increased  costs. 

Morris  Weintbob 

The  Medical  Clinics  of  North  America.  Mayo 
Clinic  Number.  July,  1950.  Octavo.  Philadel- 
phia, W.  B.  Saunders  Co.,  1950.  Published  bi- 
monthly (six  numbers  a year).  Cloth,  $18  net; 
paper,  $15  net. 

The  Mayo  Clinic  Number  of  the  Medical  Clinics 
of  North  America  contains  two  valuable  symposia, 
on  “Psychiatry  and  the  General  Practitioner,”  and 
on  “Amyloidosis.”  There  are  also  several  miscel- 
laneous clinics.  Of  particular  importance  is  the 
admonitory  paper  by  Frank  and  Kolb  on  the  prob- 
lems of  prefrontal  lobotomy.  Milton  Plotz 

Clinical  Neurology.  By  Bernard  J.  Alpers,  M.D. 
Second  edition.  Quarto  of  846  pages,  illustrated. 
Philadelphia,  F.  A.  Davis  Co.,  1949.  Cloth,  $9.50. 

The  second  edition  of  this  unusually  complete 
text  has  been  enlarged  and  revised  to  offer  maximum 
information  in  a minimum  of  space.  The  style  is 
easy  and  refreshing.  The  sections  on  pathology, 
differential  diagnosis,  and  treatment  are  unusually 
helpful.  In  fact,  this  volume  is  both  a refresher 
course  in  clinical  neurology  and  an  inviting  refer- 
ence text  that  will  be  appreciated  and  consulted  by 
workers  in  all  branches  of  medicine. 

Alice  B.  Campbell 

Angina  Pectoris  and  Myocardial  Infarction. 
With  Special  Reference  to  the  Autonomic  Nervous 
System.  By  Heymen  R.  Miller,  M.D.  Octavo  of 
336  pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1950.  Cloth,  $8.75. 

The  author  devotes  by  far  the  greater  volume  of 
his  book  to  the  relationship  of  disease  of  the  coro- 
nary arteries  and  the  autonomic  nervous  system. 
There  is  a brief  statement  of  the  various  types  and 
manifestations  of  coronary  artery  disease  together  l 
with  their  differentiation  and  treatment.  Otherwise  ; 
the  contents  deal  almost  exclusively  with  the  auto-  J 
nomic  nervous  system.  The  clinical  aspects  are  ; 
treated  very  briefly  and  differentiated  too  sharply,  I 
but  this  volume  is  well  worth  reading  for  its  volumi-  <, 
nous  coverage  of  the  nerve  pathways  and  functions.  I 

Victor  Grover 

The  Sexual  Perversions  and  Abnormalities.  A 
Study  in  the  Psychology  of  Paraphilia.  By  Clifford 
Allen,  M.D.  Second  edition.  Octavo  of  346  pages,  i 
New  York,  Oxford  University  Press,  1949.  Cloth,  ! 
$5.00. 

Those  physicians  seeking  an  understanding  light 
on  the  perplexing  problem  of  sexual  aberration  will  II 
find  in  this  book  a comprehensive  exposition  of  this  j 
difficult  subject.  Various  theories  are  discussed  I 
without  bias  in  the  light  of  the  author’s  owrn  exper-  i 
ience.  Forbidding  terminology  and  excessive  ver-  j 
biage,  which  have  frequently  obscured  wrorks  on  this  i 
subject,  are  agreeably  absent. 

Knowledge  in  this  field  is  necessary  to  all  physi- 
cians in  order  that  they  may  recognize  the  overt  and 
hidden  sexual  problems  which  occur  constantly  in 
all  phases  of  medical  practice;  especially  since  the 
author  rightly  gives  evidence  that  many  of  these 
conditions  which  were  previously  considered  hope- 
less respond  to  proper  treatment. 

Arthur  J.  Lapovsky 
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^D«rsoK,N  BROWN’S  MUr»v  Hi" 
MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals.  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
ial offices. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  2 private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbfidgc  9-8440 


HALYCON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licenced  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Tiliphoni:  Rye  7-0550  Write  for  illustrative  booklet. 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  over  100  hospitals  and  thousands  of 
doctors  have  used  our  service.  Write 

NATIONAL  DISCOUNT  A AUDIT  CO. 

130  W.  41  Si.  New  York  18,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Pqr^way 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


HOLBROOK  MANOR  “ 

Five  Acres  of  Pincwooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 
Hypertensives  Arterio-sclerotics  Al  I Neurologic*  I Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRemercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Phyricien-in-Chjrp. 


PINEWOOD 

Westchester  County,  Ketoneh,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender— 59  E.  79th  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Perk  Ave.— Rh  4-3700— Tues-Thurs-Set 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 
CENTRAL  VALLEY,  Orange  County,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


Officers — County  Medical  Societies — 1951 

TOTAL  MEMBERSHIP  AS  OF  MAY  1,  1951—23,044 

_ • 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango. . . . 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery . . 
Nassau 


New  York. . . . 
Niagara 


Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond .... 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


President 

James  W.  Bucci Albany 

Edwin  F.  Comstock.  Wellsville 

Abraham  B.  Tamis Bronx 

Ben.  L.  Matthews. Binghamton 
W.  C.  Goodlette Olean 

F.  L.  Okoniewski Auburn 

H.  A.  Nelson Jamestown 

G.  T.  Connelly Elmira 

M.  H.  Jacobi Norwich 

G.  C.  deGrandpre.  .Plattsburg 

Harold  Levine Hudson 

W.  J.  Pashley Cortland 

R.  V.  Schatken Walton 

John  F.  Rogers . . Poughkeepsie 

E.  T.  McGroder Buffalo 

F.  Clark  White ....  Ray  Brook 

W.  A.  Gaspar Malone 

John  S.  Clemans.  . Gloversville 

Richard  F.  Davis Batavia 

E.  B.  VanDeusen Catskill 

W.  J.  MacDonald Mohawk 

George  F.  Bock. . . .Watertown 

Samuel  Lubin Brooklyn 

Earle  E.  Barnes Lowville 

Ernest  Sanders Lima 

Lee  S.  Preston Oneida 

Joseph  A.  Lane Rochester 

Walter  Dreyfuss . . Amsterdam 
Leo  T.  Flood Hempstead 


Kenneth  M.  Lewis  . .New  York 

J.  T.  Markovitz 

North  Tonawanda 

Edwin  P.  Russell Rome 

William  E.  Pelow. . . .Syracuse 

H.  B.  Abbott Geneva 

Stiles  D.  Ezell ....  Middletown 

John  G.  Ellis Albion 

DeWitt  C.  Mead Fulton 

T.  C.  Goodwin . . Cooperstown 

William  P.  Kelly Carmel 

Henry  I.  Fineberg. . . .Jamaica 

Helmer  P.  Howd Troy 

Joseph  F.  Worthen.St.  George 

Abraham  Schechner Nyack 

John  H.  Stauffer Canton 

M.  J.  Magovem Saratoga 

Harry  Miller Schenectady 

Franz  Konta. . . Richmondville 
Joseph  Y.  RobertsWatkins  Glen 

Saul  Towers Seneca  Falls 

E.  J.  Stevens . . Hammondsport 

A.  E.  Corwith . Bridgehampton 

Louis  Launer Liberty 

Frederick  K.  Shaw. . .Waverly 

J.  W.  Hirshfeld Ithaca 

Virgil  De  Witt New  Paltz 

Arthur  Davis Glens  Falls 

Leo  A.  Thume Fort  Ann 

John  L.  Pulvino Clyde 

Henry  E.  McGarvey  Bronxville 
Selden  T.  Williams Attica 

B.  S.  Strait Penn  Yan 


Secretary 

Albert  Vander  Veer.  . .Albany 
Edward  W.  Briggs.  .Wellsville 

G.  B.  Gilmore Bronx 

N.  R.  Occhino. . .Johnson  City 

George  C.  Cash Olean 

T.  D.  Stapleton Auburn 

Edgar  Bieber Dunkirk 

W.  J.  Cusick Elmira 

N.  C.  Lyster Norwich 

I.  Robert  Wood. . . . Plattsburg 

Roger  C.  Bliss Hudson 

John  E.  Eckel Cortland 

George  G.  Miles.  . .Downsville 

A.  A.  Rosenberg . Poughkeepsie 
M.  J.  Kazmierczak. . . .Buffalo 
James  E.  Glavin . . Port  Henry 

D.  H.  Van  Dyke Malone 

Kingston  Lamer.  .Gloversville 
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SCHOOLS 


D*es  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  * X-RAY  AVAILABLE 
Oar  10-months  day  course  Includes  Intensive  training 
In  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  Stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Matull  School  1834  StfEGS  y c 

Licensed  by  the  State  of  New  York  , 


TRAINED  MEDICAL  OFFICE  ASSISTANTS 

Rigid,  thorough  training  in  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  free 
placement  service  helps  you  find  the  right  girl. 


1 008  Fifth  A ve„  New  York  28 
Bu.  8-2294 

Licensed  by  State  of  N.  Y. 


• MEDICAL  OFFICE  ASSISTANTS 

• MEDICAL  SECRETARIES 

• LAB.  or  X-RAY  TECHNICIANS 

For  efficient  well-trained  penonnel 

phone  or  write  our  Free  Placement  Service 

Co-ed  (Est.  1936.)  N.  Y.  State  Licensed. 

Request  free  Catalog  69 

Eastern  School  for  Physicians'  Aides 

667  Madison  Ave.  (61st  St.,)  N.  Y.  21  TE.  8-5888 


FOR  SALE 


NURSING  HOME 

Westchester,  29  acres,  800  ft.  Hudson  River  frontage,  sur- 
rounded by  State  Park.  Magnificent  setting.  22  rooms,  9 
baths,  70  ft.  solarium,  furnished.  Excellent  condition.  Oil 
heat.  Large  stone  terrace.  N.Y.C.  1 hr.  Parkway  to  door. 
R.R.  2 mi.  Ideal  for  restaurant  or  club.  Photos  on  request. 
Price  $64,500.  Contact 

WM.  B.  PARKER,  JOSEPH  P.  DAY,  INC. 

7 DEY  ST.,  N.  Y.  C.  7 DI  9-2000 


BREAST  PROTHESIS 


Distinctive  process  conceals  operative  cavity  comfortably, 
skillfully.  Fittings  to  ensure  complete  patient  satisfaction. 
Lilliom  Berman  Sculptured  Forms. 

260  W.  104th  St.  New  York  25,  N.  Y.  Riverside  9-2054 


FOR  SALE 


HOME-OFFICE,  downtown  Manhattan  in  densely  popu- 
lated neighborhood.  Fully  equipped  four  room  office 
including  toilet  and  darkroom  on  main  floor.  Four  room 
apartment  on  first  floor.  $100.00  income  from  second  floor 
and  basement  takes  care  of  all  expenses  including  mortgage. 
House  has  good-sized  backyard.  Brokers  solicited.  Box 
455,  N.  Y.  St.  Jr.  Med. 


OFFICE  TO  SHARE 


New  Rochelle,  Pintard  Building,  650  Main  Street.  Fully- 
equipped,  beautifully  appointed  modern  4 room  office  to 
Bhare.  Dr.  Harvey  Goldberg,  Mount  Vernon  8-3888. 


FOR  SALE 


Centrally  located  house,  large  city.  Upstate  New  York. 
Presently  used  as  office  and  residence  by  G.P.  Leaving 
city.  Specializing.  Will  introduce.  Box  454,  N.  Y.  St. 
Jr.  Med. 


FOR  RENT 


Doctor’s  office  and  equipment;  2 bedroom  apartment;  avail- 
ible  immediately.  Location  ideal.  Rental  reasonable.  Being 
Irafted.  Silberkraus,  819  Francis  Avenue,  Schenectady 
i-0926 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion; 


One  time $1.35 

3 Consecutive  times  ....  1.20 
6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


FOR  SALE 


Redding  Ridge,  Conn.  Former  school,  suitable  inn,  country 
hotel,  good  condition,  many  baths,  deep  freeze,  electric 
washer,  27  acres,  beautiful  trees,  lawn,  3 fast  drying  tennis 
courts,  7 car  garage,  gymnasium,  theatre,  athletic  field;  60 
miles  N.Y.,  10  miles  Merritt  Parkway;  Arthur  W.  Daus, 
135  East  53rd  Street,  N.  Y.,  Plaza  3-0140  or  your  own  broker. 


PRACTICE  FOR  SALE 


North  Shore,  L.  I.,  General  practice,  fully  equipped,  x-ray, 
fluoroscope,  E.K.G;  air-conditioned.  Excellent  location. 
Rapidly  growing  community  15  miles  from  New  York. 
Specializing.  Will  introduce.  Box  451,  N.Y.  St.  Jr.  Med. 


Internships;  mixed,  rotating,  and  straight  ia  an  A.M.A.  ap- 
proved hospital  of  200  beds.  Modern,  private  apartments 
near  hospital  supplied,  ideal  for  married  couples.  Active 
educational  program,  attractive  salary.  Apply,  E.  Hampton 
Decker,  Superintendent,  Prospect  Heights  Hospital,  Brook- 
lyn 16,  New  York,  8Terling  9-6000. 


DOCTOR’S  HOUSE 


Fully  equipped  office  and  garage  for  sale;  Queens  County. 
Immediate  possession.  Brokers  solicited.  Box  437,  N.Y. 
St.  Jr.  Med. 


MEDICAL  BOOKS  of  all  publishers.  Obtain  all  your 
books  from  one  source,  only  one  account  necessary. 
Harold  Lerman,  2268  Grand  Concourse,  New  York  57, 
N.  Y.  Ludlow  40282. 


Wanted  to  rent  with  option  to  buy  house  and  office  for  general 
practice.  Would  consider  association  with  older  man. 
Interested  only  in  top-notch  community  in  greater  New  York 
area.  Box  453,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


Due  to  death;  lucrative  G.P.  in  N.E.  New  York;  modern 
hospitals  nearby;  equipped  office;  home  combination;  all 
modern  conveniences.  Will  introduce.  No  reasonable  offer 
refused.  Box  452,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Excellent  opportunity.  Active  general  practice  in  densely 
populated  Bronx  district.  Fully  equipped.  Box  456,  N.  Y. 
St.  Jr.  Med. 


Because  it  contains  'Benzedrine’  Sulfate 


‘EDRISAL  With  CODEINE’ 

does  far  more  than  relieve  pain  following 

surgery  or  childbirth 


It  relieves  depression.  The  antidepressant  activity  of  ‘Benzedrine’  Sulfate 
averts  the  ail-too-familiar  depressant  effect  of  codeine.  It  actually  lifts 
the  patient’s  mood ! 

And,  thus,  encourages  early  ambulation.  By  improving  the  patient’s  mood, 
‘Benzedrine’  creates  a willingness  to  get  out  of  bed. 

DOSAGE:  One  or  two  tablets  repeated  every  three  hours  if  necessary. 

Only  in  exceptional  cases  will  more  than  six  to  eight  tablets  be  required 

in  a 24-hour  period.  If  disturbance  of  sleep  should  be  encountered  in  the  higher 

dosage  ranges,  this  can  easily  be  controlled  with  a mild  sedative. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


‘Edrisal’  & ‘Benzedrine’  T.M.  Reg.  U.S.  Pat.  Off. 
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r a single  daily  dose,  • “ 
given  at  night”  :.j;. 

HENERGAN 


* •'  HYDROCHLORIDE 

N-(2'-dimethylamino-2'-methylethyl)  ■.*  • ° 
phenothiazine  hydrochloride 


A NEW  and  POTENT ’ANTIHISTAMINIC 


r ... 


EXCEPTIONALLY  PROLONGED  ACTION 


THE  ONLY  IMPORTANT  SIDE 
EFFECT,  drowsiness  (1  out  of  5 cases), 
is  an  advantage  in  the  bedtime  dosage 
regimen.  The  antihistaminic  action  per- 
sists long  after  the  soporific  effect  has 
worn  off. 

1.  Shulman,  M.H.:  Ann.  Allergy  7 506 
1949. 

SUPPLIED:  Scored  tablets  of  12.5  mg., 
bottles  of  100. 


NEW  AND  CHEMICALLY  DIFFER- 
ENT antihistaminic  compound.  Of  all 
available  antihistaminics,  its  action  is  by 
far  the  most  prolonged. 


A SINGLE  DAILY  DOSE  of  two  tablets 
(12.5  mg.  each),  given  at  night,  usually 
controls  symptoms. 


PHENERGAN  is  particularly  useful  in 
severe  cases,  and  in  those  refractory  to 
other  antihistaminics.1 


INCORPORATED 

PHILADELPHIA  2,  PA. 
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In  disturbances  involving  smooth  muscle 
spasm,  optimal  therapy  controls  both  the  psy- 
chic and  somatic  factors  involved.  Trasen- 
tine-Phenobarbital,  with  components  having 
both  peripheral  and  central  action,  obtains 
therapeutic  effect  in  moderate  dosage,  with- 
out the  side  effects  of  belladonna  on  the 
heart,  pupil  or  salivary  glands. 

Trasentine-Phenobarbital  has  many  indica- 
tions in  gastroenterology,  gynecology,  urol- 


ogy, and  also  in  radiology,  where  it  is  effec- 
tive in  controlling  the  symptoms  of  radiation 
sickness. 

Issued:  Trasentine-Phenobarbital  Tablets 

(yellow)  containing  50  mg. Trasentine®  (adi- 
phenine)  hydrochloride  with  20  mg.  pheno- 
barhital,  in  bottles  of  100  and  500. 
Trasentine  Tablets  (white)  without  pheno- 
barbital,  containing  75  mg.,  in  bottles  of  100 
and  500.  2/1653K 


T rasentine-Phenobarbital 


potent  spasmolytic 


Giba 


mild  sedativt 


PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  N.  J 


J/^mat  cigarette  do 


you  smoke  J 


P 


• As  a doctor,  you  are  familiar  with 
the  confirmatory  tests  necessary  to 
prove  a fact.  Why  not  apply  this  prin- 
ciple to  your  choice  of  a cigarette? 
Why  not  make  your  own  30-Day  Camel 
Mildness  Test? 

It’s  a sensible  cigarette  test!  No 
tricks  — no  one-puff  decisions!  You 
smoke  Camels  regularly— for  30  days. 
Then  you  decide!  Yes!  Make  a thor- 
ough day -after -day,  pack -after -pack 
test  of  Camel’s  choice  tobaccos.  Find 
out  over  a reasonable  period  of  time 
how  mild  a Camel  can  be— how  good 
tasting  Camels  are!  Find  out  in  your 


own  “T-Zone”.  Compare  Camels  for 
mildness  and  for  flavor.  See  if  the 
30-Day  Camel  Mildness  Test  doesn’t 
give  you  more  smoking  enjoyment 
than  you’ve  ever  had  from  any  other 
cigarette! 


II.  J.  Reynolds 
Tobacco  Company, 
jA  Winston-Salem,  N.  C. 


]\{l()re  People 


Smoke  Camels 

T.Zor»e  \ crtan9 


THAN  ANY 
OTHER 
CIGARETTE ! 
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biliary  tract  disorders 


Hydrocholeresis  with  Decholin  and  Decholin  Sodium  produces  a gentle  lavage  of  the 
biliary  tree.  Copious,  fluid  bile  flushes  away  mucus,  pus  and  thickened  bile  and 
re-establishes  normal  drainage. 


for  best  results 


Hydrocholeretic  therapy  should  be  extended  through  the  optimal  treatment  period. 
An  average  dose  of  Decholin  is  1 or  2 tablets  three  times  daily  for  four  to  six  weeks 
Prescription  of  100  tablets  is  recommended  for  maximum  efficacy  and  economy.  The 
course  may  be  repeated  after  an  interval  of  one  or  two  weeks  if  desired.  For  more 
rapid  and  intensive  hydrocholeresis,  therapy  may  be  initiated  with  Decholin  Sodium. 


DECHOLIN 


Decholin  tablets  (brand  of  dehydrocholic  acid)  of  3%  gr.  (0.25  Gm.),  in  bottles  of  100,  500, 
1,000  and  5,000. 

Decholin  Sodium  (brand  of  sodium  dehydrocholate)  is  supplied  in  a 20%  solution  for  intra- 
venous administration.  3 cc.,  5 cc.  and  10  cc.  ampuls  — boxes  of  3,  20  and  100. 

Decholin  and  Decholin  Sodium,  trademarks  reg. 
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To 

Maintain 
a 

Stead)' 
Weight 
Curve 


Low  rate  of 


Cartose  is  a carefully  proportioned  mix- 
ture of  dextrins,  maltose  and  dextrose. 


Since  each  of  these  carbohydrates  has 
a different  rate  of  assimilation,  a 
steady  supply  of  carbohydrate  is  re- 
leased for  "spaced"  absorption. 


Low  incidence  of  digestive 
disturbances. 

Bottles  of  1 U.  S.  pint. 
Write  for  formula  blanks. 


'Dedfrcut fit 

MIXED  CARBOHYDRATES  IN 
EASY-TO-USE  LIQUID  FORM 


Compatible  with  all  milk  formulas 

c&m-  'Dtim/tea 


INC.  • NEW  YORK  13,  N.  Y. 


WINDSOR,  O NT. 


Cartoie,  trademark  reg.  U.  S.  & Canada 


MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 


292  MADISON  AVENUE,  NEW  YORK  17,  NEW  YORK 
MURRAY  HILL  3-0701 


OFFICERS 


President Carlton  E.  Wertz,  M.D.,  Buffalo 

Past-President John  J.  Masterson,  M.D.,  Brooklyn 

President-Elect J.  Stanley  Kenney,  M.D.,  New  York  City 

Vice-President Charles  D.  Post,  M.D.,  Syracuse 

Secretary  W.  P.  Anderton,  M.D.,  New  York  City 

Assistant  Secretary  Andrew  A.  Eggston,  M.D.,  Mount  Vernon 

Treasurer  Maurice  J.  Dattelbaum,  M.D.,  Brooklyn 

Assistant  Treasurer Thomas  M.  d’Angelo,  M.D.,  Flushing 

Speaker Albert  F.  R.  Andresen,  M.D.,  Brooklyn 

Vice-Speaker Frederic  W.  Holcomb,  M.D.,  Kingston 


COUNCIL 

The  Above  Officers 


Chairman,  Board  of  Trustees 


Edward  R.  Cunniffe,  M.D.,  Bronx 


Term  Expires  1951 

Leo  E.  Gibson  M.D., 
Syracuse 

George  C.  Adie,  M.D. 

New  Rochelle  • 

Irwin  E.  Siris,  M.D. 
Brooklyn 

John  J.  H.  Keating,  M.D. 
New  York  City 


and 

Councillors 

Term  Expires  1952 

Theodore  J.  Curphey,  M.D. 
Garden  City 

Harold  F.  R.  Brown,  M.D. 
Buffalo 

Elton  R.  Dickson,  M.D. 
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Term  Expires  1953 
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Rochester 
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TRUSTEES 


Edward  R.  Cunniffe, 


•James  F.  Rooney,  M.D.  . . . Albany 

Dan  Mellen,  M.D Rome 

William  H.  Ross,  M.D.  . . Brentwood 


M.D.,  Chairman Bronx 

Edward  T.  Wentworth,  M.D 
James  R.  Reuung,  M.D.  . . 
Fenwick  Beekman,  M.D.  . . 


. . Rochester 
. . . Bayside 
New  York  City 


(See  pages  1242  and  1244  for  additional  Society  Officers) 


* Deceased. 
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John  C.  Kinzly,  M.D.,  North  Tonawannda 
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[Address  all  communications  to  above  address ] 
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Counsel William  F.  Martin,  Esq.  Attorney Robert  J.  Bell,  Esq. 

30  Broad  Street,  New  York  4.  Telephone:  HAnover  2-0670 
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Harry  F.  Wanvig,  70  Pine  St.,  New  York  5.  Telephone:  DIgby  4-7117 
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Robert  R.  Hannon,  M.D.,  100  State  St.,  Albany  7.  Telephone:  4-4214 
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For  your 
allergic 
patients . . . 
the 

antihistamine 
that  gives 


Round-the-clock  relief 


from  4 small  doses 


Decapryn’s  long-lasting  relief,1  combined  with  low  milligram 
dosage ,2  makes  it  the  ideal  antihistamine  for  treating  difficult 
allergies,  or  patients  who  have  not  responded  to  other  drugs. 

1.  "Symptoms  were  relieved  from  4 to  24  hours  after  the 
administration  of  a single  dose  of  Decapryn — ’’ . . . Sheldon, 

J.M.  Et  al:  Univ.  Mich.  Hosp.  Bull.  14:13-15  (1948) 

2.  "It  was  found  that  12.5  mg.  could  be  given  during  the  day  with 
comparatively  few  side  reactions  and  yet  maintain  good  clinical  results — ” 

. . . MacQuiddy,  E.L.:  Neb.  State  M.J.  34:123  (1949) 


DECAPRYN® 

1 he  long-lasting,  low-dosage  prescription  antihistamine 


DECAPRYN  (DOXYLAMINE)  SUCCINATE 

Available  on  prescription  only,  as  pleasant-tasting  liquid,  or  tablets  (12.5  mg.,  25  mg.) 


CINCINNATI  • U.S.A. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

292  MADISON  AVENUE,  NEW  YORK  17,  NEW  YORK 
MURRAY  HILL  3-0701 


SECTION  OFFICERS 
1950-1951 
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Raphael  W.  Robertazzi,  Chairman Rochester 

Merel  H.  Harmel,  Vice-Chairman Albany 
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Alfred  M.  Buda,  Chairman Brooklyn 

Harry  L.  Segal,  Vice-Chairman Rochester 

Alfred  P.  Ingegno,  Secretary Brooklyn 

Frank  Meyers,  Delegate Buffalo 

INDUSTRIAL  MEDICINE  AND  SURGERY 

H.  Dan  Vickers,  Chairman Little  Falls 

S.  Charles  Franco,  Secretary New  York 

William  P.  Eckes,  Delegate New  York 

MEDICINE 

Edwin  W.  Gates,  Chairman Niagara  Falls 

Charles  G.  Williamson,  Vice-Chairman  . . . Brooklyn 

George  F.  Koepf,  Secretary Buffalo 

George  F.  Koepf,  Delegate Buffalo 

NEUROLOGY  AND  PSYCHIATRY 

Orman  C.  Perkins,  Chairman Brooklyn 

William  P.  Van  Wagenen,  Secretary Rochester 

Theodore  J.  C.  von  Storch,  Delegate Bronx 

OBSTETRICS  AND  GYNECOLOGY 

Morris  Glass,  Chairman Brooklyn 

Raymond  J.  Pieri,  Secretary Syracuse 

Clyde  L.  Randall,  Delegate Buffalo 


OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Greydon  G.  Boyd,  Chairman New  York 

Everett  H.  Wood,  Secretary Auburn 

Walter  F.  Duggan,  Delegate Utica 

ORTHOPEDIC  SURGERY 

George  H.  Marcy,  Chairman Buffalo 

Robert  K.  Lippmann,  Secretary New  York 

Halford  Hallock,  Delegate New  York 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

Andrew  A.  Eggston,  Chairman Mount  Vernon 

John  J.  Clemmer,  Vice-Chairman Albany 

M.  J.  Fein,  Secretary New  York 

Ralph  G.  Stillman,  Delegate New  York 

PEDIATRICS 

Reginald  A.  Higgons,  Chairman Port  Chester 

Frederick  H.  Wilke,  Vice-Chairman New  York 

Russell  B.  Scobie,  Secretary Newburgh 

Jerome  Glaser,  Delegate Rochester 

PUBLIC  HEALTH,  HYGIENE,  AND  SANITATION 

William  C.  Spring,  Jr.,  Chairman Ithaca 

Frank  E.  Coughlin,  Secretary Troy 

William  A.  Holla,  Delegate White  Plains 

RADIOLOGY 

E.  Forest  Merrill,  Chairman Rochester 

Robert  P.  Ball,  Vice-Chairman New  York 

William  J.  MacFarland,  Secretary Hornell 

Frederic  E.  Elliott,  Delegate Brooklyn 

SURGERY 

John  D.  Stewart,  Chairman . . 

William  F.  MacFee,  Secretary 
John  H.  Mulholland,  Delegate 


UROLOGY 

Robert  S.  Hotchkiss,  Chairman New  York 

Walter  G.  Hayward,  Vice-Chairman . . . .Jamestown 

Frank  C.  Hamm,  Secretary Brooklyn 

Walter  G.  Hayward,  Delegate Jamestown 


. . .Buffalo 
New  York 
New  York 


SESSION  OFFICERS 
1950-1951 


HISTORY  OF  MEDICINE  PHYSICAL  MEDICINE 

Frederic  D.  Zeman,  Chairman New  York  Thomas  E.  Walsh,  Chairman Syracuse 

C.  D.  Haagensen,  Secretary New  York  William  Bierinan,  Secretary New  \ork 


GENERAL  PRACTICE 


William  A.  Buecheler,  Chairman Syracuse 

Floyd  C.  Bratt,  Secretary Rochester 
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While  the  patient  lies  abed 

DERMASSAGE^ 

helps  maintain 

Healthy  Skin  Condition 


w 


W u ^ 


YW° 


/TEAR  HERE 

and  pin  to  your 
LETTERHEAD 

for  a liberal  Trial  Sample  of 

EDISONITE  SURGICAL  CLEANSER 

Instruments  come  spotlessly  clean 
and  film-free  after  a 10-  to  20- 
minute  immersion  in  Edisonite's 
probing  "chemical  fingers"  solution. 
Harmless  to  hands  as  to  metal, 
glass  and  rubber. 

EDISON  CHEMICAL  COMPANY 

30  W.  Washington  St.,  Chicago  2 


^ Oily  lotion  helps  prevent  bed  sores 

The  soothing,  emollient  character  of  Dermassage 
has  made  it  a confirmed  ally  in  measures  for  the 
prevention  of  bed  sores  and  in  massage.  Its  lanolin  and 
olive  oil  content  lubricates  skin  surfaces  and  reduces 
the  likelihood  of  skin  cracks  and  irritation 
resulting  from  dryness.  A pleasant  cool  sensation 
is  produced  by  menthol,  without  resort  to  rapid 
evaporation  and  loss  of  skin  moisture. 

^ Hexachlorophene  gives  added  protection 

With  the  addition  of  hexachlorophene,  effective 
germicidal  and  deodorant  agent  of  low  toxicity, 
Dermassage  has  acquired  greater  protective  value.  It 
makes  possible  a lowered  bacterial  count  on  skin  areas 
to  which  it  is  routinely  applied,  thus 
minimizing  the  risk  of  initial  infection  should 
skin  breaks  occur  in  spite  of  precautions. 

An  efficient  means  of  protecting  the  patient  against  skin  discomfort 
or  damage  while  confined  to  bed  or  wheel  chair  in 
hospital  or  home.  Used  and  approved  in 
thousands  of  hospitals,  coast-to-coast, 
and  on  the  recommendation  of  doctors, 
nurses  and  hospitals  to  patients 
returning  home. 


— An  Established  Aid 
to  Good  Nursing  Now 
with 

New  Protective  Value 


EDISON  CHEMICAL  CO. 

30  W.  Washington,  Chicago  2 

Please  send  me,  WITHOUT  OBLIGATION, 
your  Professional  Sample  of  Dermassage. 


N.Y.S.J.  5-51 


Name. 


Address . 
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Complete  Control  of  Epilepsy 

Rather  than  simply  reducing  the  number  of  seiz- 
ures, the  aim  of  antiepileptic  therapy  should  be  to 
maintain  the  patient  seizure  free  and  to  help  him 
live  as  normal  a life  as  possible.  This  can  be 
achieved  by  an  integrated  method  of  treatment. 

I.  OBJECTIVE  — MAINTENANCE  OF  AN  IN- 
TEGRATED PERSONALITY  THROUGH: 

a.  emphasis  of  patient’s  abilities  not  his  dis- 
abilities 

b.  participation  in  normal  activities  (not  to  the 
point  of  fatigue  however) 

c.  avoidance  of  patronization  or  overprotection 

d.  removal  of  guilt  feeling  in  patient  due  to 
ignorance  or  shame  of  disease 

II.  MAXIMUM  SEIZURE  CONTROL  WITH 
A MINIMUM  LOSS  OF  EFFICIENCY 
THROUGH: 

a.  complete  and  correct  diagnosis 

b.  careful  adjustment  of  medication  to  suit  the 
patient’s  needs  (depends  on  nature,  frequen- 
cy, severity  of  seizures) 

III.  SELECTION  OF  MEDICATION  TO  SUIT 
THE  SEIZURES: 

The  drugs  most  commonly  used  at  the  present 
time  are  the  barbiturates,  the  oxazolidinediones , and 
the  hydantoins.  Mesantoin  is  a newer  hydantoin 
and  is  most  effective  in  controlling  grand  mal, 
psychomotor  and  Jacksonian  seizures. 

DOSAGE  REGULATION  must  be  adjusted  so 
as  to  obtain  the  smallest  dose  (usually  4-6  tablets) 
which  will  render  the  patient  seizure  free.  Start 
therapy  with  V2  or  1 tablet  daily.  After  a week  on 
this  dose  a Vi  or  1 tablet  increment  is  added  for  one 
week.  This  is  continued  until  the  optimum  mainte- 
nance dose  is  reached.  If  other  medication  is  being 
taken  unsuccessfully,  Mesantoin  can  be  added  to 
the  regimen  in  the  same  fashion,  while  the  old 
drug  is  being  reduced  gradually. 

SIDE  EFFECTS — Mesantoin  has  been  reported 
to  produce  side  effects  which  can  be  manifested  as 
a)  rash  b)  drowsiness  and  c)  blood  dyscrasia.  The 
skin  and  blood  changes  are  primarily  manifesta- 
tions of  individual  sensitivity  and  indicate  that  the 
drug  should  either  be  reduced  or  discontinued. 

PRECAUTIONS  — as  with  most  potent  medi- 
cation, certain  precautions  are  necessary. 

a.  close  check  on  the  patient  — repeated  visits 
and  blood  counts  — prescriptions  should  be 
non-renewable 

b.  no  Mesantoin  if  original  white  blood  count  is 
below  4000 

c.  caution  if  rash  or  blood  changes  occur  and  if 
patient  has  history  of  previous  skin  rash  or 
drug  sensitivity 

d.  discontinue  drug  if  bleeding  of  gums  or  vagina 
occurs  — if  patient  develops  sore  throat  or 
upper  respiratory  infections 

Full  data  on  request;  write  to: 

§andoz  J^barmaceuticals 

DIVISION  OK  SANDOZ  CHEMICAL  WORKS.  INC. 

68  CHARLTON  STREET,  NEW  YORK  14,  N.  Y. 
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predictable 
control 
of 

hay  fever 


111  or  •Trim 

iimloato  la 

(brand  of  clilorproplicnpyridamine  malca 


Ch\oi -Trimeton  Maleate, 
milligram  for  milligram  the 
most  potent  antihistamine 
available,  allows  the  physician 
to  predict  a definitive  and 
favorable  result  in  symptomatic 
control  of  hay  fever.  Often 
successful  when  others  fail,  and 
producing  few  and  minimal  side 
effects,  Chlor-Tr imeton  Maleate 
may  supersede  other 
compounds  designed  for  the 
same  purpose. 


Chlor- Trimeton  Maleate  is  available 
in  4 mg.  tablets. 


CORPORATION  • BLOOMFIELD,  N.  J 


0 IMO  fdUi  ldJL  - JO  m i 


1248 


ORTHOPEDIC 

Prescribe 
with  confidence 


SHOES  OF  EVERY  TYPE 
FOR  EVERY  NEED 


★ A complete  selection  of  ready-to-wear  shoes  . . . 
attractive  as  well  as  corrective  . . . for  men,  women  and  children. 

★ Individual  attention  given  to  your  patient’s  needs. 

★ Exclusive  distributors  of  Minor's  (HOKE)  Club 

Foot,  Flat  Foot  and  Straight  Last  shoes. 

Torso  Supinators,  Torso  Pronotors  and  Pre-Wolker 
are  stocked  in  all  sizes. 

★ Completely  equipped  custom  department  on  the 
premises  for  made-to-measure  shoes  and  orthopedic  corrections. 

Shi.  Braverman  IS  Sons 

EST.  1880 

1380  THIRD  AVE.  BET.  78th  & 79th  STREETS 
NEW  YORK,  N.  Y.  • BUtterfleld  8-3753 
TR-9-4410 
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X-Ray  Equipment  (General  Electric  X-Ray 

Corp.) 1351 

Miscellaneous 

Cigarettes  (R.  J.  Reynolds  Tobacco  Company)  1235 

Coca  Cola  (Coca  Cola  Company) 1360 

Health  Resort  (White  Sulphur  Company) ......  1354 

Spring  Water  (Saratoga  Springs  Authority) ....  1260 

Whisky  (Canada  Dry  Ginger  Ale,  Inc.) 1357 


in  the  menopause ... 

“. . . a striking  improvement  in  the  sense 
of  well-being/'  was  reported  after  "Premarin"  therapy.* 


•Glass,  S.  J.,  and  Rosenblum,  G.:  J.  Clin.  Endocrinol.  3:95  (Feb.)  1943 


Estrogenic  Substances  (water-soluble) 
also  known  as  Conjugated  Estrogens  (equine) 
® Tablets  and  Liquid. 


Highly  Effective  • Orally  Active  • Well  Tolerated  • Imparts  a Feeling  of  Well-Being 

Ayerst,  McKenna  & Harrison  Limited  • 22  East  40th  Street,  New  York  16,  N.  Y. 
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ANTIHISTAMINE  ACTION 

. 

with  minimum  side  effects 


HISDRIN  makes  possible  full 
antihistamine  effect  for  prolonged 
periods,  but  reduces  such  complicating 
side  actions  as  drowsiness  or  lethargy. 
Its  desirable  clinical  behavior  is  due 
to  a rationale  combination  of  a de- 
pendable antihistamine  agent  and  a 
sympathomimetic  drug  which  exerts 
a stimulating  action  on  the  central 
nervous  system. 

In  patients  who  develop  drowsiness 


upon  taking  an  antihistamine  agent, 
the  mild  cerebral  stimulation  afforded 
by  Hisdrin  aids  in  overcoming  this 
tendency  and  allows  full  mental  and 
physical  activity. 

Hisdrin  is  indicated  in  the  sympto- 
matic control  of  all  allergic  states  in 
which  antihistamines  are  of  value: 
seasonal  hay  fever,  allergic  dermatitis, 
drug  reactions,  and  many  types  of 
pruritus. 


FORMULA 

Each  Hisdrin  tablet  contains: 
Semikon  hydrochloride 

(Methapyrilene  hydrochloride)  50  mg. 
Semoxydrine  hydrochloride 
(d-Desoxyephedrine 

hydrochloride) 2.5  mg. 

It  is  available  on  prescription 
through  all  pharmacies. 


THE  S.  E.  MASSENGILL  COMPANY 
Bristol,  Tenn.-Va. 

NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 


HISDRIN 
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209  MILLION  persons  act  as  hosts  to  Oxyuris  (Enterobius) 
vermicularis  according  to  Stoll’s  fascinating  article  “This 
Wormy  World”.1  This  undesirable  tenancy  can  be  terminated 
with  the  aid  of  ‘Tabloid’  brand  Diphenan,  by  mouth,  for 
Diphenan  is  an  effective  anthelmintic. 

Since  these  worms  make  no  distinction  as  to  age  or  social 
status— Diphenan’s  palatability,  safety  and  economy  are  im- 
portant considerations.  One  quarter  wafer  t.i.d.  for  infants  up 
to  18  months;  % wafer  t.i.d.  for  children  up  to  10;  1 t.i.d. 
for  older  children,  and  1 or  2 t.i.d.  for  adults.  ‘Tabloid’  brand 
Diphenan  is  supplied  as  wintergreen-flavored  chewing  wafers 
of  0.5  grams  each  in  bottles  of  20  and  100. 

Diphenan  is  p-BENZYLPHENYLCARBAMATE 

BURROUGHS  WELLCOME  & CO.  (u.s.a.>inc..tuckahoc7.n.y. 


1.  Stoll,  Norman  R.i  Jrl.  of  Parasitology  33:1  No.  1 (Fab.)  1937- 
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When  the  red  blood 
cell  count  or  hemoglobin 
level  is  too  low 
HEMOSULES  * 
is  indicated 


\J/ 

‘ W amer  ’ 

A\ 


Whenever  an  effective,  reliable,  and  well-tolerated 
hematinic  is  required  for  prophylaxis  or 
treatment  in  idiopathic  or  secondary  hypochromic 
anemia,  HEMOSULES*  ‘Warner’  capsules  are 
the  answer.  HEMOSULES*  contain  all  the  nutritional 
factors  important  to  erythrogenesis  including 
folic  acid  and  vitamin  Bj^. 

The  recommended  daily  dosage  of  6 HEMOSULES*  provides  . . . 
Ferrous  sulfate  (15  grs.)  972.0  mgs. 

Liver  fraction  2,  N.  F.  (15  grs.)  972.0  mgs. 

Folic  acid**  1.2  mgs. 

Vitamin  B12,  crystalline**  6.0  megs. 

Thiamine  hydrochloride  (vitamin  Bi)  6.0  mgs. 

Riboflavin  (vitamin  B^)  6.0  mgs. 

Niacinamide***  24.0  mgs. 

Pyridoxine  hydrochloride  (vitamin  B.t)***  3.0  mgs. 

d-Panthenol  (equiv.  to  3.0  mg.  pantothenic  acid)**  2.82  mgs. 

Ascorbic  acid  (vitamin  C)  90.0  mgs. 

**  The  need  in  human  nutrition  has  not  been  established 
***The  minimum  daily  requirement  has  not  been  established. 

INDICATIONS:  HEMOSULES*  ‘Warner’  are  indicated 
in  idiopathic  hypochromic  anemia  and  hypochromic 
anemias  secondary  to  (resulting  from  iron  deficiency 
states  in)  acute  or  chronic  infection,  malignancy, 
acute  or  chronic  blood  loss,  parasitic  infection, 
malaria,  pregnancy,  hypothyroidism,  inadequate  iron 
intake,  and  gastrointestinal  disease;  and  chlorosis. 

PACKAGE  INFORMATION:  HEMOSULES*  ‘Warner,’ 
hematinic  capsules,  are  available  in 
bottles  of  100,  250,  and  1,000. 


* T.  M.  Reg.  U.  S.  Pat.  Off. 


WILLIAM  R.  WARNER 

Division  of  Warner-Hudnut,  Inc. 


LOS  ANCELES 


125.3 


A MAJOR  RESPONSE 


Veratrite,  for  routine  use,  is  a reliable  hypotensive  agent  without  serious 
side-effects.  Circulatory  improvement,  a gradual  fall  in  blood  pressure, and 
a new  sense  of  well-being  can  be  obtained  without'complicated  dosage 
schedules  or  daily  dosage  adjustments.  Economy — a point  of  importance 
in  long-range  therapy — is  in  favor  of  Veratrite  in  the  management  of 
the  great  majority  of  hypertensive  patients. 

Supplied:  Bottles  of  100,  500,  1000  at  prescription  pharmacies  every- 
where. 

LITERATURE  AND  SAMPLES  ON  REQUEST 


Each  VERATRITE  Tabule  contains: 
Veratrum  Viride  3 CRAW  UNITS* 


Sodium  Nitrite 1 grain 

Phenobarbital Va  grain 


Beginning  Dose:  2 tabules  t.i.d., 
after  meals. 

*Biologically  Standardized  for  toxicity 
by  the  Craw  Daphnia  Magna  Assay. 


IRWIN,  NEISLER 


& COMPANY 


DECATUR,  ILLINOIS 
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HIGHLY  POTENT 


LIPOTROPIC  COMBINATION 


SIRNOSITOL 

CHOLINE  AND  INOSITOL 

With  Solution  Sirnositol,  lipotropic  therapy  can  be 
put  on  a sound  basis.  This  new  lipotropic  combination 
permits  adequate  dosage  to  be  administered,  enhanc- 
ing the  efficacy  of  therapy. 


CONCENTRATED.  Each  tablespoonful 
(15  cc.)  of  Sirnositol  contains  7.41  Gm.  of  choline 
gluconate  (equivalent  to  3.0  Gm.  of  choline  base)  and 
0.75  Gm.  of  inositol.  This  quantity  given  three  times 
daily  provides  a good  dosage  of  each  active  ingredient. 


PALATABLE.  The  choline  gluconate  and 
inositol  have  been  dissolved  in  a pleasantly  flavored, 
sugar-free,  aqueous  vehicle. 


AVAILABILITY 

Solution  Sirnositol 
is  supplied  in  1 pin  t 
bottles  and  is  avail- 
able on  prescrip- 
tion through  all 
pharmacies. 


WIDELY  USEFUL.  Solution  Sirnositol  is 
indicated  whenever  lipotropic  therapy  is  required  — 
in  many  hepatic  derangements,  atherosclerosis,  and 
prophylactically  in  coronary  sclerosis. 

CS.Y!  T/umu^mNcaT)  A DIVISION  OF 
COMMERCIAL  SOLVENTS  CORP.,  17  E.42nd  ST.,  NEW  YORK  I7,N.Y. 


LUBRICOID  ACTION 


Each  tablespoonful  of  Turicum  contains: 


METHYLCELLULOSE 0.3  Gm. 

MAGNESIUM  HYDROXIDE 0.6  Gm. 


TURICUM 

TRADE  MARK 

HYDROPHILIC  LUBRICOID 


' — presents  methylcellulose  as  a gel,  to 
which  magnesium  hydroxide  is  added  in 
less  than  laxative  dosage  to  assure  con- 
tinued hydration  of  the  gel  throughout 
the  intestinal  tract. 

In  maintaining  an  osmotic  equilibrium, 
the  magnesium  ion  attracts  and  retains 
adequate  water  to  keep  the  methylcellu- 
lose in  the  form  of  a soft  gel — providing 
a distinctive  efficient  lubricoid  action 
which  promotes  gentle  elimination. 


The  Turicum  formula  assures: 

• lubricous  bulk  to  encourage  normal 
evacuation 

• good  distribution  throughout  the  bowel 

• no  bloating 

• no  danger  of  impaction 

• no  interference  with  utilization  of  oil-soluble 

vitamins 

• no  danger  of  lipid  pneumonia 

• no  leakage 

Turicum  is  available  in  one  pint  bottles. 


DIVISION  NUTRITION  RESEARCH  LABORATORIES,  INC., 
CHICAGO  11,  ILLINOIS 
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antibacterial  action  pins... 


■ greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  tor  alkalinization. 


higher  blood  level 

Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 


economy 

Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 

less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 

GANTRISIN®-brand  of  solfisoxazole 
(3,4-dimethyl-5-su!fanilamido-isoxazole) 


HOFFMAN  HI -LA  ROCHE  INC. 


Roche  Park 


Nutley  10 


New  Jersey 
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TRANS  I BABB  Capsules  provide  three- 
fold, symptomatic  relief  in  the  manage- 
ment of  the  menopausal  patient . . . adequate 
sedation  . . . cerebral  stimulation  . . . control  of  vaso- 
motor instability. 

TRANS1BARB  takes  full  advantage  of  the  increasing  use  of  a central 
nervous  system  stimulant  combined  with  effective  proportions  of  seda- 
tive medication.  In  addition,  vitamin  E is  employed  in  the  formula  for 
its  demonstrated  efficacy  in  menopausal  therapy. 

In  geriatrics,  too,  TRANSIBARB  tends  to  minimize  nervous  appre- 
hension in  debilitated  and  mentally  depressed  patients. 

Each  TRANSIBARB  Capsule  contains  phenobarbital,  (Warning: 

May  be  habit  forming),  y4  gr.(  d-desoxyephedrine  HCI.,  2.5  mg., 
and  vitamin  E (dl-alpha  tocopheryl  acetate),  5 mg. 

DOSAGE:  One  capsule,  an  hour  after  breakfast;  one  capsule, 
an  hour  after  lunch.  In  exceptional  cases,  a third  capsule  may 
be  given,  if  required,  an  hour  after  the  evening  meal. 

TRANSIBARB 


TRADEMARK 


Sedative-Sympathomimetic 

SUPPLIED:  Bottles  of  500  and  1000  capsules, 
at  all  drug  stores. 


Literature  and 
samples  to 
physicians 
on  request. 


II 


George  A.  Br0OIl  a Company 


VISIT  BREON 
BOOTH  K 8 


A MORE 
ADEQUATE 
APPROACH  TO 
MENOPAUSAL  THERAPY 


Pharmaceutical  Chemists 


NEW  YORK  18,  N.  Y. 
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Raising  pain's  threshold  is 
Phenaphen  with  Codeine's 
business!  Its  efficacy  is  directly 
attributable  to  the  potentiating 


action  of  these  five  anodyne 
and  sedative  components. 
(Acetylsalicylic  acid 
U.S.P.  2V2  gr.,  phenacetin  3 gr., 
phenobarbital  U.S.P.  !4  gr., 
and  hyoscyamine  sulfate 
.031  mg.,  with  codeine 
phosphate  14  or  V2  gr.) 


Phenaphen  with  Codeine 


is  a product  of  A.  H.  ROBINS  CO.,  INC.  • RICHMOND  20,  VA. 


Ethical  Pharmaceuticals 
of  Merit  since  1 878 
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When  your  patient  needs  ( 


Spa  Therapy 


The  place  is  The  Saratoga  Spa 


Move  you  a patient  who  m 


Carbon  Dioxide  BathS 

,n  circu-atcy  aw-  in. 

The  physiologic^  °b^™*'baths  show  s 

fluence  of  carbon  an  inCrease  in 

decrease  in  the  pu  pendent  mainly  on 
the  pulse  PresS,U  tndr.c  pressure,  a better 
a drop  of  the  diasto ? blo0d  vessels,  a 

emptying  of  the  * capillary  cir- 

hyperemia  wi  ■ e^evated  minute  v0 

culation,  a sbgbt  y ^ an  increase  m 

ume  output  o limination  of  large 

Quantities1  of^be^carbon  dioxide  through 
the  lungs.  »^0atment 


the  lungs.  this  treatment 

In  evaluating  *"e^u,i„ry  disorders 
for  patients  ^itb  ^ cardiac  function 
there  is  no  ldeaQ  the  ability  to  walk 
and  in  these  patient  ductlon  of 

or  «“*? «*£  ^heirclinicul 

symptoms  tan  ^ tr„„d <•» 


• patients  with 

gain.  In  *ddition’  'Lring  from  anginal 
coronary  Jje  the  decrease 

attacks,  it  s,r'w'  ®na  severity  of  these 

- *- 

aminationan  i ray  findings, 

blood  Pre*sure’  ,ic  tracings,  and  vital 
electrocanluigraP^  ^ many  patients, 
capacity  are  n of  many  pa- 

The  elinical  >mP™'e“t  menl,  their  con- 
tients  undergoing  return  home 

tiriued  well  being  aft«  {or 

and  their  desire  tha,  the 

further  treatm  . lace  in  th 


— 

i you  recommend  "a  change  of  scene” 

3 weeks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
your  patients  with  such  chronic  conditions  as 
and  Digestive  disorders,  Arthritis  and  related  ailn 


B_  bpa  will  beneht,  retr 

your  patients  with  such  chronic  conditions  as  Heart 
and  Digestive  disorders,  Arthritis  and  related  ailments, 
and  Hypertension.  At  your  request,  we  will  send  list  of 
local,  private  practicing  physicians  who  will  cooperate 
with  you  as  to  treatment,  rest  and  diet.  Address  Medical 
Director,  The  Saratoga  Spa,  155  Saratoga  Springs,  N.Y. 

stedby  the  Commit  tee  on  American  Health  Resorts  yj 

the  Council  on  Physical  Medicine  and  Rehabil-  J 
ition  of  the  American  Medical  Association  / JW 


The  Empire  State's  Contribution  to  the  Medical  Profession 


JliGI 


\ 


aturation 
osage” 

of  vitamins  b and  c 


Depletion  of  the  critical  water-soluble 
B complex  and  C vitamins  occurs  so 
commonly  in  the  presence  of  physical 
pathology,  as  to  make  a presumption  of 
nutritive  impairment2  almost  axiomatic. 
Essential  to  normal  cell  metabolism  and  wound 
healing,  these  poorly-stored,  readily-diffusible  factors 
must  be  replenished  — usually  by  massive  dosage 
— if  tissue  rehabilitation3  and  return  to  health4  are 
to  be  expedited.  • Allbee  with  C ‘Robins’  provides  this  all-important 
“saturation  dosage”  in  convenient  capsule  form.  It  incorporates 
the  important  B factors  in  2 to  15  times  daily  requirements,  plus 
250  mg.  of  vitamin  C — the  highest  strength  of  ascorbic  acid 
available  today  in  a multi-vitamin  capsule.  • Its  prescription 
represents  a sound  contribution  toward  decisive  recovery  from 
disease,  or  toward  pre-  and  post-operative  nutritional  support.1 


A.  H.  ROBINS  CO.,  INC.  • RICHMOND  20,  VA. 

Ethical  Pharmaceuticals  of  Merit  since  1878 
FORMULA:  Each  Allbee  with  C capsule  contains: 


Thiamine  hydrochloride  (Bi) 15  mg. 

Riboflavin  (B-)  10  mg. 

Nicotinamide  50  mg. 

t Calcium  pantothenate 10  mg. 

\ Ascorbic  acid  (C) 250  mg. 


REFERENCES:  1.  Coller,  F.  A.  and  DeWeese,  M.  S. : Preoperative  and 
Postoperative  Care,  141:641,  1949.  2.  Jolliffe,  N.  and  Smith.  J.  J.: 

Med.  Clin.  North  America,  27:567,  1943.  3.  Kruse,  H.  D.:  Proc.  Conf. 
Convalescent  Care,  New  York  Acad.  Med.,  1940. 

4.  Spies,  T.  D.:  Med.  Clin.  North  America,  27:273,  1943. 
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phosphorus 


potassium 


iron 


a new  product 
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the  Ca:P  ratio  is  the  key 

A uniformly  high  calcium-phosphorus  ratio  . . . adjusted  in  Bremil 
to  a guaranteed  minimum  of  1 1/2  parts  calcium  to  1 part  phosphorus  . . . 
this  is  the  nutritional  key  to  the  prevention  of  hypertonicity, 
hyperirritability,  and  other  tetanic  symptoms  in  infants. 

Gardner,  Butler,  et  al.,  state:  "Relative  to  human  milk,  cow’s  milk 
has  a low  Ca:P  ratio  . . Nesbit  writes:  “Tetany  of  the  newborn  is  now 
recognized  as  a definite  entity  . . . and  often  accompanied  by  an 
increased. phosphorus  and  lowered  blood  calcium.”2  Dodd  comments 
that  "hypocalcemia  tetany  in  the  newborn  may  be  of  serious 
consequence.”3 

Bremil  . . . newest  product  of  Borden  research  ...  is  a completely 
modified  milk  in  which  nutritionally  essential  elements  of  cow’s  milk 
have  been  adjusted  in  order  to  supply  the  nutritional  requirements  of 
infants  deprived  of  human  milk.  Bremil  is  therefore  a human  milk 
replacement  to  which  physicians  can  turn  with  confidence  for 
uninterrupted  good  results. 


human 

milk 

Bremil 

( reconstituted ) 

0.034% 

0.078% 

315  mg. 

768  mg. 

.015% 

.052% 

128  mg. 

512  mg. 

.041% 

.078% 

180  mg. 

750  mg. 

00018% 

.00082% 

5 mg. 

8 mg. 

per  qt. 


per  qt. 


per  qt. 


per  qt. 


But  an  adjusted  Ca:P  ratio  is  not  the  only  attribute 
that  makes  Bremil  new  and  unique 

Bremil  has  the  fatty  acid  and  amino  acid  patterns  of  human  milk  . . . 
the  same  carbohydrate  (lactose) . . . vitamin  adjustments  to  meet  the 
recommended  standards  of  infant  nutrition4. . . a soft,  flocculent  curd  of 
small  particle  size  comparable  to  human  milk  . . . complete  solubility. 
Just  as  with  human  milk  you  can  start  the  infant  on  Bremil  the  day  it  is 
born.  Standard  dilution  is  1 level  tablespoonful  and  2 fl.  oz.  water, 
although  Bremil  can  be  either  concentrated  or  diluted.  Each  level 
tablespoonful  Bremil  powder  supplies  44  calories.  Bremil  is  easy 
to  prepare  and  can  be  mixed  for  a single  feeding  or  a 24-hour  period. 
Complete  information  and  a trial  supply  may  be  obtained  upon  request. 
Bremil  is  available  in  drugstores  in  1 lb.  cans. 

1.  Gardner,  L.  I.,  Butler,  A.  M„  et  al.:  Pediatrics  5:228,  1950. 

2.  Nesbit,  H.  T.:  Texas  State  J.  Al.  38:551,  1943. 

3.  Dodd,  K.,  and  Rapoport,  S.:  Am.  J.  Dis.  Children  78:537,  1949. 

4.  Recommended  Daily  Dietary  Allowances,  Revised  1948,  Food  and  Nutrition 
Board,  National  Research  Council. 


ible,  palatable,  easy  to  prepare 


® 


powdered  infant  food 


Prescription  Products  Division 

The  Borden  Company,  _J50  Madison  Avenue,  New  York  1 7 
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Dietary  supplementation  with  vitamins, 
iron  and  calcium  is  now  conveniently  at- 
tained with  a single  prescription  for  Min- 
acap*  capsules.  This  new  Upjohn  pre- 
paration is  a capsule  within  a capsule 
supplying  vitamin  B12  factors,  riboflavin, 
calcium  pantothenate,  nicotinamide,  fer- 
rous sulfate,  purified  bone  phosphates, 
thiamine,  pyridoxine,  folic  acid,  ascorbic 
acid,  vitamins  A and  D during  periods 
of  increased  need  such  as  pregnancy  and 
lactation,  convalescence,  and  growth. 

Supplied:  Bottles  of  ioo  and  500  capsules 

’Trademark 


simply 

prescribe 

Minaeap 


Upjohn 


Medicine  • • • Produced  with  care  • • . Desiyned  tor  health 


HE  UPJOHN  COMPANY.  KALAMAZOO  99.  MICHIGAN 
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EASE  EAR  INVOLVEMENTS 

40) ......  17.90  GRAMS 

inoble  spec,  grav.) 

K 0.81  GRAMS 

0.21  GRAMS 


/^CHRONIC  SUPPURATIVE  OTITIS  MEDIA 
FURUNCULOSIS  AND 
AURAL  DERM  AT  OMYCOSIS  ^ 

FORMULA:  Urea 


2.0  GRAMS 

Sulfathiazole  1.6  GRAMS 

Glycerol  (DOHO)  Base  16.4  GRAMS 


Nasal  Decongestant  WITHOUT  Circulatory 
or  Respiratory  Effect 

COMMON  COLD  SINUS  INFECTIONS  • PRE  AND 
POSTOPERATIVE  NASAL  SHRINKAGE  HAY  FEVER 
ALLERGIC  AND  HYPERTROPHIC  RHINITIS 

FORMULA:  Desoxyephedrine  Saccharinate  0.50%  w/v  in  on  isotonic  aqueous 
solution  with  0.02%  Laurylammonium  saccharin.  Flavored.  pH  6.4. 

Supplied  in  THE  DOHONY  SPRAY-O-MIZER 

(Combination  Spray  and  Dropper) 
•TRADE  MARK-PAT.  PEND. 

Also  for  Office  and  Hospital  use'- 
in  Pint  bottles. 

Scientific  and  Clinical  Data  sent  on  request 


PLEASANT -EFFICIENT 
NON-TOXIC  - BACTERICIDAL 


ISO  MALLON  DIVISI 


akers  of  RECTALG 


DOHO  RESEARCH  PRODUCTS 


DOHO  CHEMICAL  CORP.,  100  Varick  St.,  New  York  13,  N.  Y 


Becausi 


mtients  can’t 

"SLEEP  OFF”  hypertension.. . 


prolonged  vasodilation  should  accompany  sleep 
as  well  as  the  days  activities.  (One  more  reason  why 
NITRANITOL  is  the  most  universally  prescribed 
drug  in  the  management  of  hypertension.) 

NITRANITOL 

FOR  GRADUAL,  PROLONGED,  SAFE  VASODILATION 


Merrell 


CINCINNATI  • U.S.A. 


When  vasodilation  alone  is  indicated.  Nitranitol. 
{'A  gr.  mannitol  hexanitrate. ) 

When  sedation  is  desired.  Nitranitol  with  Pheno- 
harbital.  (!i  gr.  Phenobarbital  combined  with  ','2  gr.  mannitol 
hexanitrate. ) 

For  extra  protection  against  hazards  of  capillary 
fragility.  Nitranitol  with  Phenobarbital  and  Rutin. 
( Combines  Rutin  20  mg.  with  above  formula. ) 

When  the  threat  of  cardiac  failure  exists.  Nitranitol 
with  Phenobarbital  and  Theophylline.  (!£  gr.  mannitol 
hexanitrate  combined  with  V*  gr.  Phenobarbital  and  l'i  grs. 
Theophylline.) 


.tU  ami  eHjCcU  o(j  mki  mlk  t mo  off 
yrmMj  Wj  tm  \am1mmL  tf  ^ Mbw^Mjyimiw 


Jm u 


Histamine 

Histamine  and 

Anion  Exchange  Resin  and 
Mucin  Combination,  4 Tablets 

Histamine  and 

Anion  Exchange  Resin  and 
Mucin  Combination,  2 Tablets 


icon 

MUCOPROTECTIVE,  ACID- ADSORBENT,  PEPSIN  INACTIVATING 


The  introduction  of  Resmicon  provides  the  physician  with  a new  physi- 
ologically correct  medicament  for  application  to  the  problem  of  peptic 
ulcer  management. 

AN  EXAMPLE  OF  TRUE  SYNERGISM 

Resmicon  offers  two  synergistic  components — (1)  a fine-mesh  resin  fos 
rapid,  safe  symptomatic  control  of  hyperacidity ; (2)  the  added  protective 
coverage  action  of  viscous  natural  mucin. 

CLINICAL  EVALUATION 

Steigmann  and  Schlesinger*  were  most  favorably  impressed  with  the  rationale 
and  clinical  value  of  Resmicon  during  their  intensive  5-year  study  of  the 
peptic  ulcer  problem. 

Resmicon  was  given  to  a series  of  patients  over  a period  of  2 to  15  months 
— most  of  the  patients  being  those  who  did  not  respond  well  to  other  antacid 
therapy. 

THE  FINDINGS 

The  investigators  found  that  most  patients  experienced  quick  relief;  more- 
over healing  was  encouraged  and  the  conclusion  was  drawn  that — 

".  . . the  admixture  of  gastric  mucin  enhances 
the  antacid  effect  of  the  resins  . . 


QUICK  RELIEF 

"Most  patients  had  good  symptomatic  relief  within  the  first  week  (2  to  7 
days)  of  'Resmicon5  treatment  . . . They  felt  better,  ate  better  and  gained 
weight.  The  majority  took  the  tablets  well  and  there  were  no  complaints 
regarding  constipation  or  diarrhea.” 

HEALING  ENCOURAGED 

"Simultaneously  with  clinical  improvement  the  patients  with  gastric  ulcer 
showed  significant  changes  in  the  size  of  the  craters  when  x-rays  were  taken 
at  weekly  or  bi-monthly  intervals.  Those  who  were  gastroscoped  (a  total 
of  19)  also  showed  healing  of  the  ulcer.” 

RESMICON  is  supplied  in  bottles  of  84  tablets. 


* Steigmann,  F.,  and  Schlesinger,  R.  B.:  A Resin- 
Gastric  Mucin  Mixture  in  the  Medical  Management 
of  Peptic  Ulcer,  American  J.  Dig.  Dis.  77:361-365 
(Nov.)  1950. 


DIVISION  NUTRITION  RESEARCH  LABORATORIES,  INC. 
CHICAGO  11,  ILLINOIS 
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a superior  presentation  of 


phenobarbiial 


for  the  tense  and  nervous 


Eskaphen  B Elixir  is  pleasant  anti  easy  for  children 
to  take.  Its  barbiturate  content  is  well  disguised  from 
parents  who  "know  all  about  phenobarbital." 

Eskaphen  B Elixir  has  the  further  advantage  of 
providing  truly  therapeutic  dosages  of  thiamine. 

Each  5 cc.  teaspoonful  contains  phenobarbital,  M gr., 

and  thiamine,  5 mg . — nearly  three  times 

the  recommended  daily  allowance  of  thiamine. 


Smith , Kline  & French  Laboratories 


Eskaphen  B Elixir 


the  delightfully  palatable  eombination 

of  phenobarbital  and  thiamine  'Eskaphen  B’  T.M.  Reg.  U.S.  Tat.  Off. 
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STABLE,  CRYSTALLINE  POTASSIUM  PENICILLIN  C 

by  Mouth,  by  Lung,  by  G.l.  Tract 


bjf  IHOllth.  Oral  Penalev®  tablets  (50, OOOor 
100,000  units)  are  rapidly  absorbed,  quickly 
create  effective  penicillin  blood  levels. 


Versatile  Penicillin 


by  lung:  Potent  penicillin  G aerosol  solu- 
tions can  readily  be  prepared  by  dissolving 
Penalev  tablets  in  water  or  normal  saline. 


PENALEV 

soluble  tablets  crystalline 

Potassium  Penicillin  G 

by  G.  1.  tract:  Penalev  tablets  dissolve 
promptly  in  milk,  fruit  juices,  or  infant  for- 
mulas, without  appreciably  changing  their 
taste  • Penalev  soluble  tablets  crystalline 
potassium  penicillin  G:  50,000  units  in  vials 
of  12,  boxes  of  24  and  bottles  of  100  • 100,000 
units  in  vials  of  12  and  bottles  of  100. 

Sharp  & Dohme,  Philadelphia  1,  Pa. 
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CEREVim 


Cerevim  eaten 


Stand-out 


Cerevim  offered 


In  all  nutrition- 
influenced  categories, 
Cerevim -fed  youngsters 
enjoy  “stand-out” 
superiority  over  others, 
as  shown  in  a two-year  clinical 
study1  of  school  children. 

i.  Urbach,  C.;  Mack,  P.  /?. , and  Stokes,  J.,  Jr.: 
Pediatrics  1:70  (Jan.)  1948. 


1 

/ skeletal  maturity 

the 

skeletal  mineralization 

children 

l retardation  of  dental  caries 
j recession  of  corneal  invasion 

on 

condition  of  tongue  and  gums 

CEREVIM 

\ A— and— C blood  plasma  levels 

showed 

I urinary  riboflavin  output 
[ pediatricians’  scores 

superior  | 

in  all  nutrition-influenced 
\ growth  categories 

because 

the  Cerevim  completeness  of  formula 
contributes  8 biologically 
superior  foodstuffs  fortified 
with  vitamins  and  minerals 

plus 

superior  palatability  to  assure  the 
child’s  direct  interest 
in  intake ...  so  that 


CEREALS  + VITAMINS  -[-MINERALS 


SIM1LAC  DIVISION  — M & R LABORATORIES,  Columbus  16,  Ohio 
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for  greater  convenience  ami  flexibility  in  therapy 


lerramvcin 

HYDROCHLORIOC  / 


ORAL  DROPS 


The  Only  Broad- Spectrum  Antibiotic  Available  in  Drop-Dose 
Form  provides  200  mg.  of  Cry  stalline  Terramycin  Hydrochlo- 
ride per  cc.;  approximately  50  mg.  of  Crystalline  Terramycin 
Hydrochloride  in  each  9 drops. 


i 

Drops  and  Eli.vir 


both  provide 


Clierry-colnr  appeal 
and 

cherry-mint  flavor 
to  encourage 
adherence  to  the 
prescribed  regimen. 


Supplied : Crystalline  Terramycin  Hydrochloride  Oral  Drops,  in 
10  cc.  bottles  with  specially  calibrated  dropper. 


The  Only  Broad- Spectrum  Antibiotic  Available  As  An  Elixir. 
Each  Icaspoonful  (5  cc.)  provides  250  mg.  of  Crystalline  Terra- 
mycin Hydrochloride. 


Supplied ; Crystalline  Terramycin  Hydrochloride  Elixir,  in  bottles 
containing  1 fl.  oz. 

The  availability  of  these  2 potent  liquid  concentrates  now  per- 
mits a further  simplification  of  dosage  schedules  in  mild  and 
severe  infections,  and  with  patients  at  all  age  and  weight  levels. 


A nlibiolir  Division 


OH  AS.  PFIZER  fi>  CO.,  INC.,  Brooklyn  6,  N.  Y. 


1941 


• A DECADE  OF  PROGRESS  IN  ANTIRIOTIC  THERAPY 


• 19  51 


In  estimating  the  value  of  support  of  the  abdominal  wall  during  pregnancy  a pro- 
minent Obstetrician * states,  among  other  items,  the  following : — 

"By  supporting  the  abdominal  wall,  it  holds  the  growing  uterus  in  place.  Thus  the 
feeling  of  weight  and  discomfort  is  lessened  and,  at  the  same  time,  interference  with 
the  return  circulation  from  the  lower  extremities  is  diminished.  Accordingly,  edema 


of  the  ankles  and  varicosities  occur  much 


corset  is  worn.” 


• Patient  32  years  old,  gravida  IX,  para  VII.  Severe 
varicosities  of  both  legs  and  vulva;  noticed  with  first 
pregnancy,  increasing  with  each  succeeding  pregnancy. 
Came  to  clinic  when  in  seventh  month  of  pregnancy. 


less  frequently  when  a good  maternity 


• Same  patient;  No  support  worn  in  previous  preg- 
nancies. Patient  states  she  has  had  some  relief  from 
varicosities  since  wearing  the  garment.  Relief  espe- 
cially as  regards  tiredness;  can  go  longer  each  day. 


Education  of  mothers  to  see  their  physicians  early  in  pregnancy  is  still  sorely  needed. 
Camp  Slip  ports  are  recommended  by  many  Obstetricians. 


* Alfred  C.  Beck,  M.D., 

Obstetrical  Practice,  Fourth  Edition, 

Chapter  IX,  Page  181, 

Published  1947  by 

The  Williams  & Wilkins  Company,  Baltimore 
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S.  H.  CAMP  and  COMPANY  • JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  at:  200  Madison  Ave.,  New  York;  Merchandise  Mart,  Chicago;  Windsor,  Ont.;  London,  Eng. 


knocks  the  starch 
out  of 

carbohydrate  indigestion 

In  just  10  minutes,  under  test  conditions,  the  potent 
amylolytic  enzyme  Taka-Diastase®  liquefies  450  times 
its  own  weight  of  starch.  The  B-complex  vitamins  are 
essential  in  carbohydrate  metabolism  and  provide  an 
important  nutritional  supplement.  Together,  in  taka- 
COMBEX  LIQUID,  this  enzyme-vitamin  team  literally 
“knocks  the  starch  out  of  carbohydrate  indigestion.” 


TAKA- COM  BEX  II m 

starch  digestant  plus  B-vitamins 


During  illness  or  convalescence,  pregnancy  or  lactation,  in  the 
very  young  or  the  very  old,  caloric  needs  and  vitamin  require- 
ments are  increased.  At  such  times  carbohydrate  indigestion 
may  be  serious.  Pleasing  in  taste  and  appearance,  TAKA- 
COMBEX  LIQUID  is  especially  suited  for  such  patients. 

Dosage:  Two  or  more  teaspoonfuls  during  or  immediately  after 
meals.  Children:  According  to  weight  and  condition. 

Taka-Diastase  (Aspergillus  oryzae  enzymes) 


each 


onful  ( 4 cc.)  contains: 


2!2gr. 
2 mg. 

1 mg. 
0.5  mg. 

2 mg. 
5 mg. 

This  liquid  preparation,  supplied  in  16-ounce  bottles,  is  in  addition  to 
Taka-Combex  Kapseals®  in  bottles  of  100  and  1000. 


(160  mg.) 

Vitamin  Bi  (Thiamine  Hydrochloride) 

Vitamin  B2  (Riboflavin) 

Vitamin  B0  (Pyridoxine  Hydrochloride) 
Pantothenic  Acid  (As  the  Sodium  Salt) 
Nicotinamide  (Niacinamide)  . . . 
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PARKE.  DAVIS  & COMPANY 
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NEW  VER 


N 
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INDICATED  IN  ALL  DEGREES 
OF  HYPERTENSION 


difficult-to- 


for  those 


VERILOID  WITH  PHENOBARBITAL 

AND  MANNITOL  HEXANITRATE 


Each  scored  tablet  contains:  Veriloid  2 mg. 

Phenobarbital  15  mg. 

Mannitol  hexanitrate  10  mg. 

This  combination  of  hypotensive  agents,  Veriloid- VPM,  produces  an 
excellent  response  in  all  degrees  of  hypertension.  It  is  particularly 
valuable  in  rthe  management  of  patients  who  exhibit  low  tolerance  to 
plain  Veriloid  or  in  whom  dosage  regulation  has  proved  difficult. 

Many  More  Patients  Can  Now  Be  Helped— Veriloid- VPM  lowers  blood 
pressure  through  the  potent  hypotensive  action  of  Veriloid— a distinc- 
tive, biologically  assayed  fraction  of  Veratrum  viride — and  the  vasore- 
laxing  properties  of  mannitol  hexanitrate.  Phenobarbital  serves  to  mini- 
mize emotional  tension  and  appears  to  raise  the  nausea  threshold. 

With  Veriloid -VPM,  the  incidence  of  side  actions  is  negligible.  Many 
patients  who  cannot  tolerate  plain  Veriloid  are  able  to  take  this  new  dosage 
form  in  therapeutically  active  amounts. 

Administration —While  individualization  of  dosage  is  essential  for  best 
results,  the  average  dose  of  one  to  one  and  one-half  tablets  four  times 
daily  after  meals  and  at  bedtime  usually  produces  a good  response. 


VERILOID  WITH  PHENOBARBITAL 


Containing  2 mg.  of  Veriloid  and  15  mg.  of  phenobarbital  per  scored 
tablet,  this  combination  is  indicated  when  the  action  of  mannitol 
hexanitrate  is  not  desired. 

Veriloid  With  Phenobarbital  exhibits  ’the  superior  tolerability  of 
Veriloid-VPM.  Well  tolerated,  it  makes  for  easier  dosage  regulation  and 
a negligible  incidence  of  side  actions.  The  dose  of  phenobarbital  is  small, 
avoiding  drowsiness  or  excessive  sedation. 

* * * * 

Veriloid-VPM  and  Veriloid  With  Pheno- 
barbital are  available  on  prescription 
through  all  pharmacies.  Supplied  in 
bottles  of  100,  500  and  1,000  scored 
tablets.  Literature  on  both  combinations 
available  on  request. 

♦Trade  Mark  of  Riker  Laboratories,  Inc. 

RIKER  LABORATORIES,  INC. 

8490  BEVERLY  BOULEVARD  • LOS  ANGELES  48,  CALIF. 
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Feosol  Tablets 


are  the  standard  iron  therapy 


In  simple  iron- 
deficiency  anemias, 

Feosol  Tablets  are 
standard  because  they  are 
not  only  easily  tolerated  but 
also  remarkably  effective. 

Feosol  Tablets’  special  coating  assures 
timed  disintegration  in  the  acid  medium  of 
the  stomach  and  upper  duodenum  where 
iron  is  best  absorbed.  That  is  one  reason  why  they 
are  standard  in  hospitals  and  with  leading  hematologists. 

Each  Feosol  Tablet  contains  3 grains  exsiccated  ferrous  sulfate, 
equivalent  to  approximately  5 grains  crystalline  ferrous  sulfate. 

S?7iith,  Kline  & French  Laboratories,  Philadelphia 
‘Feosol’  T.M.  Reg.  U.S.  Pat.  Off. 
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future  Muscle  Man 

Proteins  are  “muscle  builders”  that  promote  rapid 
growth  and  good  tissue  turgor.  With  HI-PRO,  you 


HI-PRO  Approx.  Analysis 

Protein  41.0% 

Fat  14.0 

Lactose  35.0 

Minerals  6.S 

Moisture  3.0 

Calcium  (Ca)  1.15 

Phosphorus  (P)  1.65 

Potassium  (K)  1.17 

Calories  per  oz.  (3  tbsp.) . . .121 
Calories  per  tbsp 40 

Protein  per  oz 11.7  grams 

Protein  per  tbsp. . ..  3.9  grams 


can  increase  protein  intake  to  high  levels — yet  keep 
the  fat  intake  low.  The  HIGH  PROTEIN -LOW 
FAT  content  provides  a full  quota  of  calories  without 
danger  of  fat  irritation  in  infants  whose  fat  tolerance 
is  low,  or  for  those  infants  in  which  digestive  dis- 
turbances are  present. 

HI-PRO  is  a palatable,  readily  digestible  basic  milk 
food  prepared  by  blending  spray- dried  cow’s  milk 
and  partially  delactosed  skim  milk.  Readily  usable  in 


For  Samples 
and  Literature  ng 
Write: 


infant  formulae  or  mixed  with  other  foods  for  the 
older  child  or  adult. 

USE  HI-PRO  FOR:  Prematures ...  Full  Term 
Infants  . . . Fat  Intolerance. 

ANOTHER  FINE  1.  M.  PRODUCT 
MEYENBERG  EVAPORATED  GOAT  MILK 


Jackson- Mitchell  Pharmaceuticals.  Inc. 

SPECIAL  MILK  PRODUCTS.  Inc. 

PRODUCTS  N r <r 
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PROVIDE  ALL  THE  FACTORS  OF 
CLINICALLY  PROVED  VALUE 
FOR  THE  COMPLETE  TREAT- 
MENT OF  ANEMIAS 


ONE  PULVULE 

RETICULEX 

CONTAINS: 


T- 


MINOT  AND  MURPHY 

COHN,  MINOT,  ALLES,  AND  SALTER 

CASTLE  AND  MINOT 

WALDEN  AND  CLOWES 
— — _ — = 


T-' 


LIVER-STOMACH 
CONCENTRATE,  LILLY 
400  mg. 


FOWLER  AND  BARER 


MOORE 


W BETHELl,  MEYERS,  AND  NELIGH 


FERROUS  SULFATE, 
ANHYDROUS,  200  mg. 


VITAMIN  C 

(Ascorbic  Acid),  50  mg. 


FOLIC  ACID,  0.33  mg. 


SHORB 

* As  determined  microbiologically  against 
vitamin  B12  standard. 


VITAMIN  Bis 
(Activity  Equivalent) 
10  micrograms* 


Detailed  information  on  Pulvulcs  ‘Relic- 
ulcx'  is  personally  supplied  by  your  Lilly 
medical  service  representative. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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Editorials 


State  Legislation 


The  volume  of  legislation  in  this  State 
apparently  increases  from  year  to  year  with 
no  end  in  sight  to  the  mounting  flood  of  bills. 
In  consequence,  the  work  of  the  Society’s 
Legislative  Bureau  has  become  correspond- 
ingly heavy. 

This  year  again  the  number  of  bills  set  a 
new  record.  There  were  6,186  bills  inf  re- 
duced; 130  resolutions  introduced  in  the 
Senate  and  178  in  the  Assembly.  The  Bu- 
reau considered  this  year  145  bills  in  the 
Senate  and  175  bills  in  the  Assembly,  five 
resolutions  in  the  Senate  and  four  resolu- 
tions in  the  Assembly.  Many  of  these  bills 
were  concurrent,  but  there  were  197  indi- 
vidual bills.  It  is  to  be  appreciated,  how- 
ever, that,  even  with  the  bills  that  are  con- 
current, action  has  to  be  watched  on  the 
same  bill  in  both  houses. 

There  were  87  bills  that  were  thought  to 
be  of  sufficient  importance  to  send  copies 
to  the  legislation  chairmen  of  the  county 
societies,  members  of  the  State  Society’s  Le 


the  320  bills  that  were  reported  in  our  [[bulle- 
tins, we  were  called  on  for  information  for  at 
least  20  other  bills.  There  were  at  least  53 
bills  which  we  were  following  that  passed 
in  the  last  days  of  the  session  and  went  to 
the  Governor  as  thirty-day  bills. 

This  increase  in  the  number  of  bills 
introduced  in  the  Legislature  has  been 
steady;  for  instance,  in  1944  there  were 
3,792  bills  introduced  in  the  two  houses. 
In  other  words,  the  number  of  bills  has  al- 
most doubled  since  the  present  Executive 
Officer  has  been  in  this  work.  This  is  true 
not  only  in  the  State  Legislature  but  also 
in  the  Federal,  for  the  number  of  bills  that 
are  being  introduced  in  Congress  and  the 
amount  of  time  that  the  Federal  legislators 
have  been  sitting  have  increased  a great  deal 
in  the  last  few  years.  It  is  also  obvious 
that  there  is  much  more  in  the  way  of  legis- 
lation that  is  of  interest  and  importance  to 


the 

It 


gislation  Committee,  and  officers. 


ty’s  Le-  It^eeinVnru'dly  crpdjym  tLat.in.tJie 
Besides  Q0i|)i|iP(££hiO$  5n 


former  years, 
e usual 
ass  of 
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proposals  can  receive  the  careful  attention 
they  should  have.  The  number  of  bills  of 
interest  to  the  medical  profession  and  which 
were  followed  in  the  Senate  and  Assembly, 
together  with  the  resolutions  in  each  cham- 
ber, is  an  index  of  the  vast  ramifications  of 
medicine  in  the  social  and  economic  life  of 
the  State. 

Physicians,  by  and  large,  seem  to  have 
very  little  consciousness  of  the  complicated 
network  of  law  affecting  the  institutions  and 
the  practice  of  medicine  in  this  State.  And 
this  network  is  growing  yearly.  It  is  to 


everyone’s  credit  that  the  statutes  in  the 
main  bear  down  so  lightly  that  the  average 
physician  can  retain  his  slight  consciousness 
of  their  existence. 

There  is,  however,  a trend  and  pressure 
being  exerted  by  more  and  more  groups  at- 
tempting to  obtain  licensure  and  State 
control  of  their  activities.  One  little  real- 
ized result  of  such  licensing  and  control,  if 
successful,  would  be  additions  to  our  very 
large  State  and  Federal  forces  and  an  in- 
crease in  so-called  State  and  Federal  con- 
trol and  bureaucracy. 


Current  Editorial  Comment 


Possible  Hazards  of  Antihistaminic 
Preparations.  The  use  of  antihistaminic 
drugs  is  not  without  hazards,  says  the 
Committee  on  Public  Health  Relations  of 
the  New  York  Academy  of  Medicine.1 
While  physicians  are  aware  of  these  haz- 
ards, many  nonmedical  persons  are  not. 
Self-dosing  or  administration  of  these 
preparations  to  children  is  reported  to  be 
not  without  danger.  Says  the  Times 
further: 

Packages  of  antihistaminic  drugs  sold  to  the 
public  carry  directions  for  dosage,  but  this  is 
not  sufficient  protection  against  accidental 
overdosage  or  other  hazardous  use,  especially 
in  children. 

Allergists  have  estimated  that  at  least  20  per 
cent  of  the  people  who  take  antihistamines  in 
the  doses  recommended  will  experience  unde- 
sirable, if  not  dangerous,  reactions.  Several 
persons  are  reported  to  have  attempted  suicide 
by  taking  excessive  doses  of  antihistaminic 
drugs,  and  one  succeeded. 

Another  hazard  of  the  antihistaminic  drugs 
as  a cure  for  colds  is  that  what  may  appear  to 
be  a “cold”  is  really  the  beginning  of  a serious 
infection,  and  this  may  be  neglected  while  the 
sick  person  is  taking  antihistamines  on  his  own 
responsibility.  There  have  been  cases  of  pneu- 
monia in  which  antihistamines  have  been  taken 
for  several  days  before  the  real  nature  of  the 
disease  was  discovered,  and  in  this  way  valu- 

i  New  York  Times,  March  28,  1951,  p.  31. 


able  time  for  proper  treatment  of  the  disease 
has  been  lost. 

These  warnings  are  timely.  They  have 
been  stressed  frequently  in  articles  appear- 
ing in  medical  journals,  but  from  these 
sources  they  do  not  always  reach  the  public. 
Even  though  most  of  the  reactions  to  the 
antihistaminic  drugs  are  fortunately  mild, 
they  may  have  serious  results.  The  drugs 
may  induce  drowziness  or  dizziness  which 
may  lead  to  accidents,  particularly  among 
automobile  drivers,  aircraft  pilots,  and 
operators  of  machinery. 

The  ill  effects  of  the  antihistamines  are  most 
frequently  exerted  on  the  nervous  system,  but 
they  have  been  known  to  affect  the  heart  and 
the  digestive  tract,  and  there  have  been  a few 
instances  in  which  granulocytopenia,  a serious 
disease  in  which  the  white  blood  cells  are 
diminished,  has  been  traced  to  these  agents. 

Children  appear  to  be  more  susceptible  to 
the  drugs  than  adults  and  are  more  subject 
to  convulsions,  says  the  report. 


Selfishness  is  that  detestable  vice  which  no 
one  will  forgive  in  others  and  no  one  is  without 
in  himself. — Henry  Ward  Beecher 
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The  Nutritive  Value  of  Alcohol 


In  many  European  countries  as  many  as 
500  calories  a day,  or  about  20  per  cent  of 
the  daily  caloric  intake,  are  obtained  from 
alcoholic  beverages  consumed  as  a part  of  the 
diet.  In  New  York  State  the  1950  average 
per  capita  (man,  woman,  and  child)  con- 
sumption of  beer,  wine,  and  liquor  was  23, 
1.5,  and  1.6  gallons,  respectively.  Using  an 
average  value  of  4 per  cent  alcohol  for  beer, 
14  per  cent  for  wine,  and  45  per  cent  for 
liquor,  this  amounts  to  1.85  gallons  (5,497 
Gm.)  of  pure  ethyl  alcohol  consumed  per 
capita  per  year.  Approximately  7 calories 
are  liberated  in  the  complete  oxidation  of 
one  gram  of  alcohol  in  the  bomb  calorimeter. 
If  this  energy  were  available  to  man,  an 
average  of  105  calories  per  person  per  day 
could  be  obtained  from  the  burning  of  alco- 
hol in  the  body.  Thus  the  food  value  of 
alcohol  is  not  only  of  academic  interest,  but 
is  of  real  practical  importance  in  view  of  its 
widespread  use  as  a beverage. 

For  many  years  a controversy  has  been 
going  on  in  the  literature  regarding  the  kind 
of  energy  obtained  from  the  oxidation  of 
alcohol.  Some  investigators  have  claimed 
that  any  energy  liberated  is  merely  dissi- 
pated as  heat  (specific  dynamic  effect)  and 
not  utilized  for  physiologic  work.  The  pur- 
pose here  is  to  clarify  the  existing  confusion 
about  the  nutritive  value  of  alcohol  in  light 
of  recent  biochemical  findings. 

Alcohol,  unlike  carbohydrates,  fats,  and 
proteins,  undergoes  no  digestion.  It  is  ab- 
sorbed unchanged  into  the  blood.  Absorp- 
tion occurs  rapidly,  but  removal  of  alcohol 
from  the  blood  stream  is  slower.  Thus  the 
concentration  of  alcohol  in  blood  is  maxi- 
mum a short  time  after  ingestion.  Little 
alcohol  is  lost  from  the  body  by  way  of  the 
kidneys  or  lungs.1  For  moderate  doses  no 
more  than  2 per  cent  is  lost  by  these  routes. 
When  large  quantities  are  consumed,  how- 
ever, as  much  as  10  per  cent  may  be  excreted 


in  the  breath  and  urine  before  oxidation 
occurs. 

The  majority  of  experiments  performed  in 
an  effort  to  determine  the  nutritive  value  of 
alcohol  can  be  classified  as  follows:  (1) 

nitrogen  balance  and  excretion  studies,  (2) 
energy  and  carbon  balances,  (3)  slaughter 
experiments,  (4)  study  of  respiratory  quo- 
tients, and  (5)  investigation  of  alcohol  levels 
in  the  blood.  Atwater  and  Benedict  at  the 
turn  of  the  century  published  a classic  piece 
of  work  in  which  they  described  experiments 
with  several  human  subjects  using  carbon, 
nitrogen,  and  energy  balance  studies  during 
periods  of  rest  and  work.1  They  concluded 
that  the  energy  of  alcohol  was  used  almost  as 
efficiently  as  that  of  fats  and  carbohydrates 
which  it  replaced.  Mitchell,  using  a combi- 
nation of  energy  balance,  nitrogen  balance, 
and  slaughter  experiments,  found  that  alco- 
hol, added  to  an  already  complete  diet  for 
the  rat,  caused  an  increase  in  growth,  total 
nitrogen,  fat  deposition,  and  energy  content.2 
The  energy  of  alcohol  was  found  to  be  about 
75  per  cent  as  available  for  physiologic  pur- 
poses as  was  the  energy  derived  from  a simi- 
lar supplement  of  sucrose.  Experiments  in 
which  respiratory  quotients  were  used  are 
believed  to  be  open  to  serious  question,  since 
the  respiratory  quotient  is  the  result  of  the 
combined  oxidation  of  carbohydrate,  fat, 
protein,  and  alcohol.  It  is  known  that  alco- 
hol spares  fat  and  protein,  but  what  propor- 
tion of  each  it  replaces  is  unknown.  In  addi- 
tion, the  lactic  acid  produced  during  alcohol 
metabolism  may  shift  the  acid-base  equi- 
librium so  as  to  make  the  interpretation  of 
the  respiratory  quotient  difficult.3-4 

Many  other  workers  have  reported  that 
alcohol  spares  carbohydrate,  fat,  and  pro- 
tein, causing  an  increase  in  body  weight.5-7 
One  important  difference  between  alcohol 
and  the  three  foodstuffs  is  that  alcohol  is  not 
stored  as  such  in  the  body.  Excess  carbo- 
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hydrate  is  stored  as  glycogen  or  fat,  excess 
fat  is  stored  in  fat  depots,  excess  protein  may 
be  converted  to  glycogen  or  fat,  but  alcohol 
remains  as  such  until  it  is  oxidized.  The 
question  not  yet  equivocally  answered  is, 
“Does  the  oxidation  of  alcohol  supply  energy 
for  muscular  work,  as  well  as  contributing  to 
heat  production?”  To  gain  a clear  concept 
of  the  magnitude  of  this  problem,  it  is  neces- 
sary to  understand  the  metabolism  of  alcohol 
as  it  occurs  in  the  body. 

There  is  general  agreement  that  the  first 
step  in  the  metabolism  of  alcohol  is  its  oxi- 
dation to  acetaldehyde.8,9  After  consump- 
tion of  alcohol,  acetaldehyde  increases  in  the 
blood.  The  only  enzyme  known  to  oxidize 
alcohol  to  acetaldehyde  is  alcohol  dehydro- 
genase, which  is  found  almost  exclusively  in 
the  liver.8,10  Westerfeld  and  associates 
found  the  oxidation  of  alcohol  to  acetalde- 
hyde the  limiting  reaction,  since  by  injecting 
the  latter  it  was  found  to  be  more  rapidly  re- 
moved than  it  was  formed  from  alcohol.4 
The  drug,  antabuse,  which  causes  acute  in- 
tolerance for  alcohol,  in  some  way  affects  the 
enzyme  system  involved  in  the  further  oxi- 
dation of  acetaldehyde,  so  that  this  sub- 
stance increases  in  the  blood  to  concentra- 
tions five  to  ten  times  normal.11  The  un- 
pleasant symptoms  can  be  duplicated  by  in- 
fusing acetaldehyde  into  the  vein. 

The  immediate  fate  of  acetaldehyde  is  not 
completely  known,  although  Bernhard,  using 
deuteroalcohol  and  sulfanilamide,  isolated 
an  acetyl  derivative  of  sulfanilamide  from 
rabbits’  urine  that  contained  heavy  hydro- 
gen.12  Thus,  by  using  heavy  hydrogen  as  an 
indicator  for  the  origin  of  acetic  acid,  the  in 
vivo  formation  of  acetic  acid  as  an  intermedi- 
ate product  in  the  catabolism  of  alcohol  was 
proved.  Lubin  and  Westerfeld  reported 
that  the  liver  is  the  site  of  acetaldehyde 
metabolism.13  Aldehyde  mutase,  an  en- 
zyme found  in  liver,  will  catalyze  the  oxi- 
dation of  acetaldehyde  to  acetate  by  coupled 
oxidation-reduction  with  pyruvic  acid  as  the 
hydrogen  acceptor.  Pyruvic  acid  will  thus 
be  reduced  to  lactic  acid,  which,  as  stated 
previously,  increases  in  the  blood  after  alco- 
hol ingestion.  Leloir  and  Munoz,  using 


liver  tissue  slices,  were  able  to  account  for  65 
to  70  per  cent  of  the  alcohol  as  acetic  acid.14 
The  remaining  30  per  cent  of  the  acetalde- 
hyde was  removed  by  some  pathway  other 
than  by  way  of  acetic  acid.  Succinate,  fur- 
marate,  malate,  and  oxalacetate  additions 
increased  alcohol  oxidation.  This  is  an  indi- 
cation that  alcohol  is  finally  oxidized  by  way 
of  the  Kreb’s  cycle,  with  the  resultant  for- 
mation of  high  energy  phosphate  bonds. 

Having  established  the  fact  that  most  of 
the  alcohol  goes  to  acetate,  and  since  acetate 
can  be  oxidized  in  all  tissues  of  the  body,  it 
then  seems  reasonable  that  a large  part  of 
the  potential  energy  of  alcohol  can  be  tied  up 
in  high-energy  phosphate  bonds,  which  will 
then  be  available  as  needed  for  muscular 
work. 

From  data  obtained  in  nutrition  and  bio- 
chemical studies  it  is  evident  that  about  70 
per  cent  of  the  potential  energy  of  alcohol  is 
utilizable  by  body  tissue.  This  would  mean 
that  five  calories  are  liberated  by  the  oxi- 
dation of  one  gram  of  pure  ethyl  alcohol  in 
the  body.  In  light  of  these  findings,  it  seems 
probable  that  most  of  the  potential  energy 
of  moderate  amounts  of  alcohol  can  be  used 
for  both  work  and  maintenance  of  body 
temperature. 

Louise  J.  Daniel,  Ph.D. 
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Man  can  climb  lo  the  highest  summits  but  he  cannot  dwell  there  long. — George  Bernard  Shaw 
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“Reaser  and  Burch,  using  radioactive  isotopes,  have  confirmed 
earlier  evidence  that  mercurial  diuretics  greatly  increase  the 
urinary  loss  of  sodium.  The  sodium  diuresis  precedes  water  diuresis 
by  two  to  four  hours,  and  sodium  excretion  per  day  may  be  in- 
creased sevenfold  while  water  excretion  is  merely  doubled.” 

Editorial:  J.A.M.A.  135: 576, 

Nov.  1,  1947. 


. . The  concentration  of  sodium  in  the  urine  was  increased  nearly 
two  and  one-half  times  by  the  injection  of  the  mercurial  diuretic, 
while  the  average  total  excretion  of  sodium  in  24  hours  was  in- 
creased more  than  four  times  by  mercuhydrin  injections.” 

Griggs,  D.  E.,  and  Johns,  V J. : 
California  Med.  <59:133,  Aug.  1948. 


MERCUHYDRIN  Sodium  (brand  of  meralluride  sodium)  is 
available  in  1 cc.  and  2 cc.  ampuls. 
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A CLINICAL  REVIEW  OF  300  GALLBLADDER  OPERATIONS 


Howard  H.  Romack,  M.D.,  Newton  Krumdieck,  M.D.,  and  Denver  M.  Vickers,  M.D., 

Cambridge,  New  York 


( From  the  Mary  McClellan  Hospital) 


HOLECYSTECTOMY  has  become  the  usual 
procedure  in  the  surgical  treatment  of  gall- 
bladder disease.  Most  of  the  published  series  of 
results  have  come  from  the  larger  metropolitan 
hospitals.  At  the  Mary  McClellan  Hospital,  a 
rural  community  hospital,  we  have  had  the  op- 
portunity to  follow  the  majority  of  our  patients 
over  a period  of  several  years  and  to  evaluate  the 
end  results.  It  is  felt  that  this  opportunity  has 
given  us  an  advantage  in  studying  the  disease  and 
to  correlating  it  with  different  aspects  of  treat- 
ment. 

This  is,  therefore,  a study  of  300  consecutive 
patients  who  have  had  gallbladder  operations. 
The  study  has  been  divided  into  five  groups  and 
each  group  will  be  discussed  separately. 

Cholecystostomy  for  Acute  Cholecystitis 

Sixty-four  patients  were  operated  upon  for 
acute  cholecystitis.  Twenty  (31.25  per  cent) 
had  a cholecystostomy  rather  than  a cholecystec- 
tomy because  of  poor  risk  or  the  presence  of  in- 
flammation severe  enough  to  make  further  dis- 
section hazardous.  Fifteen  (75  per  cent)  were 
females,  and  the  age  at  the  time  of  operation 
ranged  from  twenty-three  to  seventy-seven  years. 
The  mean  was  fifty-five  years  (Fig.  1). 

Five  (25  per  cent)  of  the  20  patients  had  jaun- 
dice. The  jaundice  subsided  in  four  patients. 
The  fifth  jaundiced  patient  died  on  the  seventh 
postoperative  day,  and  a postmortem  examina- 
tion revealed  a patent  common  bile  duct.  It  may 
be  surmised  that  the  major  cause  of  jaundice  in 
these  patients  was  pericholedochal  inflammation. 
In  three  (15  per  cent)  of  this  series,  local  per- 
foration was  present.  Only  two  (10  per  cent)  of 
the  patients  had  a negative  history  of  previous 
attacks  of  gallbladder  symptoms.  The  remain- 
ing patients  had  a history  of  repeated  attacks  of 
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Fig.  1.  Cholecystostomy  for  acute  disease — age  at 
the  time  of  operation. 


gallbladder  symptoms  varying  from  one  to  thirty 
years  prior  to  the  attack  which  culminated  in 
surgery.  The  interval  between  the  onset  of 
acute  symptoms  and  the  time  of  operation  varies 
from  twenty-four  hours  to  thirty  days.  The 
mean  length  of  time  was  seven  days  (Table  I). 

Two  of  the  20  patients  died,  representing  a 
mortality  rate  of  10  per  cent. 

Case  1 . — An  eighty-three-year-old  woman  had  had 
repeated  attacks  of  gallbladder  symptoms  for  twenty 
years.  Twenty-four  hours  after  the  onset  of  acute 


TABLE  I. — Cholecystostomy  for  Acute  Disease — 
Interval  Between  Onset  of  Acute  Symptoms  and 
Operation 


Days 

Cases 

1 

4 

2 

2 

5 

2 

6 

2 

8 

1 

10 

3 

12 

1 

14 

1 

18 

1 

25 

1 

30 

2 
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TABLE 

II.- — Cholecystostomy  for 
Follow-up  Study 

Acute  Disease — - 

Years 

Asymptomatic 

Improved 

Cholecystectomy 
for  Persistent 
Symptoms 

1 

0 

0 

3 

2 

0 

0 

1 

3 

3 

0 

0 

4 

2 

0 

1 

8 

0 

0 

1 

11 

0 

1 

1 

15 

0 

0 

1 

17 

0 

0 

1 

20 

1 

0 

0 

Total 

6 (37.5%) 

1 (6.25%) 

9 (56.25%) 

symptoms,  a large,  tense  gallbladder  filled  with 
stones  and  thick  purulent  fluid  was  drained  unde*- 
local  anesthesia.  Following  the  operation,  she  de- 
veloped parotitis,  intestinal  ileus  and  died  of  pneu- 
monia on  the  thirteenth  day. 

Case  2. — A sixty-six-year-old  woman  had  had  re- 
peated attacks  of  gallbladder  symptoms  for  thirty 
years.  The  symptoms  of  acute  disease  began 
three  weeks  prior  to  hospital  admission.  She  was 
markedly  jaundiced,  dehydrated,  and  a poor  surgical 
risk.  Drainage  of  an  acutely  inflamed  gallbladder 
filled  with  many  stones  and  purulent  fluid  was  per- 
formed thirty  days  after  the  onset  of  acute  symp- 
toms. She  developed  pneumonia  and  died  on  the 
third  postoperative  day.  Postmortem  examina- 
tion revealed  a patent  common  bile  duct. 

These  patients  were  operated  upon  prior  to  the 
advent  of  the  antibiotic  and  sulfa  drugs.  It  is 
noteworthy  that  both  patients  were  in  the  older 
age  group  and  presented  histories  of  gallbladder 
disease  for  many  years. 

A follow-up  study  was  done  on  16  patients 
ranging  from  one  to  twenty  years  after  the  oper- 
ation. Nine  (56.25  per  cent)  of  the  patients 
eventually  returned  for  a cholecystectomy  be- 
cause of  recurrent  symptoms  of  gallbladder  dis- 
ease. Six  (37.5  per  cent)  of  the  patients  re- 
mained asymptomatic  (Table  II). 

In  Table  III,  it  can  be  seen  that  the  mortality 
rate  for  cholecystostomy  is  high.  The  case  for 


TABLE  III.— Cholecystectomy  for  Acute  Disease — 
Follow-up  Study 


Not 


Years 

Asymptomatic 

Improved 

Improved 

1 

i 

2 

7 

2 

2 

1 

2 

3 

4 

1 

0 

4 

1 

4 

1 

5 

2 

0 

0 

6 

0 

1 

0 

7 

4 

0 

0 

9 

2 

0 

0 

10 
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Fig.  2.  Cholecystectomy  for  acute  disease — age  at 
the  time  of  operation. 

this  high  mortality  is  evident  when  one  considers 
that  this  procedure  is  performed  only  on  poor  risk 
patients  or  on  patients  in  whom  the  inflammation 
is  so  intense  and  so  extensive  that  removal  of  the 
gallbladder  would  be  too  hazardous.  Many  j 
other  writers  in  the  surgical  literature  have  re-  i 
ported  similar  findings. 

Despite  the  high  incidence  of  persistent  symp- 
toms following  cholecystostomy,  it  is  felt  that 
operation  is  often  a lifesaving  procedure.  When 
the  patient  is  elderly  and  of  poor  risk  or  when  the 
patient  presents  acute  inflammation  advanced 
enough  to  make  dissection  hazardous,  we  feel 
that  a cholecystostomy  should  be  done. 

Cholecystectomy  for  Acute  Disease 

Forty-four  patients  had  a cholecystectomy  for 
acute  cholecystitis  without  mortality.  Thirty- 
three  (73  per  cent)  were  females.  The  extremes 
of  age  at  the  time  of  operation  were  twenty-one 
and  seventy-eight  years,  with  the  average  being 
fifty-five  (Fig.  2). 

Fourteen  of  the  44  patients  had  experienced  no 
attacks  of  gallbladder  symptoms  prior  to  the 
acute  attack  that  induced  operation.  The  re-  ' 
maining  30  patients  had  had  symptoms  of  disease 
varying  from  six  months  to  six  years.  The  re- 
maining 43  patients  had  had  symptoms  for  pe- 
riods varying  from  two  to  thirty  days  prior  to  ' 
surgery,  the  mean  being  ten  days  (Table  IV). 

The  treatment  of  acute  cholecystitis  is  still  a 
controversial  subject,  and  there  are  varied  opin- 
ions as  to  the  definite  indications  for  surgery. 
There  were  no  perforations  in  this  small  series  of 
cases  which  were  treated  by  removal  of  the  gall- 
bladder. Of  the  64  cases  of  acute  cholecystitis, 
treatment  by  either  drainage  or  excision,  three 
(4.68  per  cent)  had  perforated,  and  these  per- 
forations were  well  localized. 
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TABLE  IV. — Cholecystectomy  for  Acute  Disease — 
Interval  Between  Onset  of  Acute  Symptoms  and 
Operation 


Time 

(Days) 

Cases 

6 hours 

1 

2 

5 

3 

4 

4 

1 

5 

1 

6 

1 

7 

1 

8 

5 

<) 

2 

10 

7 

11 

1 

12 

4 

13 

3 

14 

4 

18 

1 

21 

2 

30 

l 

Total 

44 

The  incidence  of  perforation  has  been  higher  in 
other  series  reported,  and  especially  in  the  older 
patients.  Other  observers  feel,  however,  that 
the  gallbladder  is  not  apt  to  rupture  if  the  patient 
is  under  efficient  medical  care,  in  contradistinction 
to  a similar  pathology  in  the  appendix. 

Forty-two  patients  wrere  followed  from  one  to 
twenty-six  years  after  the  operation.  Twenty- 
two  (52.38  per  cent)  were  asymptomatic;  ten 
j (23.81  per  cent)  were  improved,  and  ten  (23.81 
per  cent)  still  had  symptoms  and  reported  that 
they  were  not  benefited  by  the  operation  (Table 
III). 

Cholecystectomy  for  Chronic  Disease 

Two  hundred  five  gallbladders  were  removed 
because  of  chronic  cholecystitis.  Of  these  205 
patients,  167  were  females,  or  81.46  per  cent,  and 
41,  or  20  per  cent,  had  no  stones.  The  youngest 
patient  was  twenty  years,  and  the  oldest  was 
seventy-nine  years  at  the  time  of  operation,  the 
mean  age  being  in  the  sixth  decade  (Fig.  3). 

Eight  patients  gave  a negative  history  of  gall- 
bladder symptoms  prior  to  the  attack  that  cul- 
minated in  surgery.  The  remaining  patients 
ii  had  had  repeated  attacks  of  gallbladder  symp- 
toms varying  from  six  months  to  twenty-nine 
years  prior  to  surgery  (Fig.  4). 

Cholecystograms  were  done  on  144  patients. 
By  cholecystographic  study  a correct  diagnosis 
was  made  in  136  (94.4  per  cent)  of  the  cases. 
Several  authors  have  reported  roentgenologic 
studies  of  the  gallbladder,  and  it  becomes  ap- 
parent that  cholecystogram  is  diagnostically  cor- 
rect in  from  90  to  95  per  cent  of  the  cases. 

Gas-oxygen-ether  was  given  as  the  anesthetic 
agent  in  all  cases.  An  upper  right  rectus  split- 
ting incision  was  usually  employed,  and  70,  or 
34.2  per  cent,  of  the  series  were  drained.  The 
employment  of  drainage  depended  upon  the  sever- 
ity of  inflammation,  sharpness  of  dissection,  and 


Fig.  3.  Cholecystectomy  for  chronic  disease — age 
at  the  time  of  operation. 


the  degree  of  damage  done  to  the  gallbladder  bed 
in  the  liver. 

Reinhoff  in  a recent  editorial  writes,  “On  one 
point  most  surgeons  with  the  greatest  experience 
in  dealing  with  the  gallbladder  and  the  extra- 
hepatic  ducts  agree,  the  abdomen  should  never  be 
closed  without  drainage,  for  it  will  prove  to  be  a 
lifesaving  measure  if,  unwittingly,  accessory 
ducts  have  been  divided.”1  The  authors  feel 


[Fig.  4.  Cholecystectomy  for  'chronic  disease — 

duration  of  symptoms  prior’to  operation.  ^ 
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that  cases  can  be  individualized  and  believe  that 
if  the  incisions  can  be  closed  primarily  without 
drainage,  the  incisions  are  more  solid,  adhesions 
are  less  likely  to  form,  and  the  convalescence  is 
shortened.  The  majority  of  gallbladders  were 
removed  from  above  downwards,  and  peritoneal 
flaps  were  utilized  to  cover  the  raw  surface  of  the 
liver. 

Four  of  the  205  patients  died,  representing  a 
mortality  rate  of  1.95  per  cent. 

Case  3. — A sixty-seven-year-old  woman  gave  a 
history  of  having  had  repeated  attacks  of  gallbladder 
symptoms  for  ten  years.  According  to  the  opera- 
tive note,  many  dense  adhesions  were  encountered, 
making  the  exposure  and  dissection  unduly  difficult. 
Following  the  operation,  she  drained  profuse  quan- 
tities of  bile  and  died  six  weeks  later  after  a choledo- 
choduodenostomy. 

This  case  represents  one  in  which  the  technical 
error  of  injuring  the  common  bile  duct  resulted  in 
a mortality.  It  is  interesting  to  note  that  this 
patient  was  in  the  older  age  group,  and  her  symp- 
toms of  repeated  gallbladder  attacks  were  present 
for  a period  of  ten  years  prior  to  surgical  inter- 
vention. 

Case  If. — A sixty-one-year-old  woman  had  had 
gallbladder  symptoms  for  eight  years.  She  had  had 
a cerebral  accident  one  year  prior  to  operation. 
Despite  medical  treatment,  the  symptoms  were  per- 
sistent and  severe.  A cholecystectomy  was  per- 
formed with  difficulty,  and  the  immediate  post- 
operative course  was  satisfactory.  Twenty-four 
hours  later,  she  had  a cerebral  thrombosis  and  died. 

This  case  represents  a mortality  which  could 
have  been  avoided  only  by  refusal  of  operation. 

Case  5. — -A  fifty-eight-year-old  man  had  had  re- 
peated gallbladder  symptoms  for  five  years.  He  was 
a known  alcoholic,  and  a large  cirrhotic  liver  was 
found  at  operation.  A chronically  inflamed  gall- 
bladder was  removed  without  difficulty,  and  his 
immediate  postoperative  course  was  satisfactory. 
On  the  sixth  postoperative  day,  he  had  a massive 
hematemesis  and  died. 

A postmortem  examination  was  refused,  but  it  is 
reasonable  to  believe  that  death  was  due  to  mas- 
sive hemorrhage  from  a ruptured  esophageal 
varix. 

Case  6. — A forty-nine-year-old  woman  had  had 
recurrent  gallbladder  symptoms  for  ten  years.  A 
cholecystectomy  and  appendectomy  were  performed 
and  the  peritoneal  cavity  was  not  drained.  Evi- 
dence of  generalized  peritonitis  appeared  on  the  third 
day,  and  she  died  five  days  later. 

This  mortality  might  have  been  avoided  had 
the  peritoneal  cavity  been  drained.  A postmor- 
tem examination  was  not  performed;  conse- 
quently the  cause  of  the  peritonitis  is  not  known. 


TABLE  V. — Cholecystectomy  for  Chronic  Disease 
with  Stones — Follow-up  Study 


Years 

Improved 

Asymptomatic 

Not 

Improved 

1-2 

6 

12 

i 

2-3 

12 

13 

i 

3-4 

4 

10 

i 

4-5 

4 

7 

i 

o-6 

4 

3 

0 

6-7 

7 

4 

1 

7-8 

4 

4 

1 

8-9 

2 

2 

0 

9-10 

1 

5 

0 

10-11 

3 

3 

1 

11-12 

3 

2 

0 

12-13 

2 

3 

0 

13-14 

2 

2 

0 

14-15 

1 

0 

1 

16-17 

2 

0 

0 

18-19 

I 

0 

0 

20-21 

0 

1 

0 

23-24 

1 

1 

0 

24-25 

1 

0 

0 

25-26 

0 

1 

0 

26-27 

2 

1 

0 

27-28 

0 

1 

0 

Total 

62  (42.77%) 

75  (51.72%) 

8(5.51%) 

This  patient  was  operated  upon  prior  to  the  ad- 
vent of  the  sulfa  and  antibiotic  drugs. 

Several  authors  have  reported  their  mortality 
rates  in  performing  cholecystectomy  for  chronic 
cholecystitis.  It  is  now  generally  accepted  that 
the  mortality  should  be  less  than  1 per  cent. 
Many  factors  including  careful  pre-  and  postoper- 
ative care  have  aided  the  surgeon  in  reducing  the 
operative  mortality.  It  is  felt  that  this  lowT 
mortality  could  be  further  reduced  if  the  diseased 
viscus  could  be  removed  before  the  patient 
reached  the  age  of  fifty  years. 

One  hundred  forty-five  patients  who  had 
chronic  cholecystitis  with  stones  were  followed  for 
periods  ranging  from  one  to  twenty-eight  years 
folio wing  the  operation.  Seventy-five,  or  51.7 
per  cent,  were  asymptomatic,  and  62,  or  42.8  per 
cent,  were  free  from  pain  but  related  that  they 
had  mild  distress  following  ingestion  of  fatty 
food.  Eight,  or  5.5  per  cent,  said  they''  were  not 
benefited  by  the  operation  (Table  V). 

Thirty-six  patients  who  had  chronic  cholecys- 
titis without  stones  were  followed  for  periods 
ranging  from  one  to  fourteen  years  following  the 
operation.  Sixteen  (44.4  per  cent)  were  asymp- 
tomatic, and  16  (44.4  per  cent)  were  relieved  of 
the  pain  but  had  mild  distress  following  the  in- 
gestion of  fatty  food.  Four,  or  1 1 .2  per  cent,  were 
not  benefited  by  the  operation  (Table  YI). 

Different  explanations  have  been  given  for  the 
persistence  of  symptoms  following  cholecystec- 
tomy. Among  the  more  obvious  causes  for  post- 
cholecystectomy symptoms  are  (1)  gallbladder 
or  cystic  duct  remnants,  (2)  common  bile  duct 
stones,  (3)  common  bile  duct  strictures,  (4)  resid- 
ual pancreatitis  or  hepatic  disease,  (5)  adhesions 
between  the  duodenum  and  the  gallbladder  fossa, 
and  (6)  undiagnosed  disease  of  the  gastrointesti- 
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TABLE  VI. — Cholecystectomy  for  Chronic  Disease 
Without  Stones — Follow-up  Study 


Years 

Improved 

Asymptomatic 

Not 

Improved 

1 

2 

2 

0 

2 

1 

3 

0 

3 

2 

3 

0 

4 

2 

1 

1 

5 

I 

0 

0 

6 

i 

2 

0 

7 

i 

2 

0 

8 

3 

1 

2 

9 

1 

0 

0 

11 

1 

0 

0 

12 

1 

2 

0 

14 

0 

0 

1 

Total 

16  (44.4%) 

16  (44.4%) 

4(11.2%) 

nal  tract  not  related  to  the  extrahepatic  biliary 
system. 

It  has  been  shown  that  increased  intraductal 
pressure  will  cause  symptoms  varying  from  vague 
epigastric  distress  to  severe  colicky  pain,  nausea, 
and  vomiting.  This  may  be  influenced  by  drugs, 
may  be  aggravated  by  imbalance  of  the  sympa- 
thetic and  parasympathetic  innervation,  and  may 
be  made  worse  by  constipation.  The  persistence 
of  symptoms  in  patients  who  have  had  their 
gallbladders  removed  for  real  pathology  is  annoy- 
ing to  the  surgeon,  as  well  as  the  patient,  and  the 
functional  side  of  this  picture  should  be  studied. 
In  our  present  study,  we  have  found  that  the  43 
per  cent  of  cases  who  had  vague  symptoms  of  in- 
digestion and  flatulence  following  the  ingestion  of 
fatty  food  were  relieved  after  these  so-called  die- 
tary cholagogues  had  been  restricted  from  their 
diet. 

Cholecystectomy  for  Normal  Gallbladder 

There  were  fifteen  patients  who  were  operated 
upon  for  symptoms  of  chronic  gallbladder  disease 
in  whom  the  gallbladder  revealed  no  microscopic 
evidence  of  disease.  Thirteen  had  been  treated 
medically  for  periods  varying  from  three  to  six- 
teen years  before  surgery  was  deemed  necessary 
to  relieve  the  persistent  symptoms.  Two  pa- 
tients had  severe  pain  and  were  operated  on  less 
than  one  year  after  the  onset  of  gallbladder 
symptoms  (Fig.  5). 

Twelve  were  females,  and  the  ages  ranged 
from  thirty  to  seventy  years,  the  mean  age  being 
in  the  fifth  decade  (Fig.  6). 

Thirteen  patients  were  examined  roentgenolog- 
ically,  and  five  were  reported  as  having  poorly 
or  nonfunctioning  gallbladders.  Two  cases  were 
drained,  and  there  were  no  deaths  in  this  small 
series.  All  patients  were  followed  for  periods 
varying  from  one  to  twenty-seven  years  after  the 
operation.  Four  (26  per  cent)  were  asympto- 
matic, eight  (54  per  cent)  were  improved,  and 
three  (20  per  cent)  were  not  benefited  by  the 
operation  (Table  VII). 


4 


3 


5 10  15 

Duration  in  Years 


Fig.  5.  Cholecystectomy  for  normal  gallbladder — 
duration  of  symptoms. 

There  are  few  reports  in  the  literature  from 
surgeons  who  have  been  careful  enough  in  their 
records  to  tabulate  these  cases,  and  while  a con- 
siderable number  of  patients  were  reported  re- 
lieved of  their  symptoms,  the  prognosis  has  been 
difficult. 

Cholecystectomy  and  Exploration  of  the 
Common  Bile  Duct 

Sixteen  cholecystectomies  with  concomitant 
exploration  of  the  common  bile  duct  were  per- 
formed. This  represents  5.33  per  cent  of  the  en- 
tire series.  Jaundice  was  present  in  all  cases  at 


30-39  40-49  50-59  60-69  70-79 

Age  in  Decades 


Fig.  6.  Cholecystectomy  for  normal  gallbladder — 
age  groups. 
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TABLE  VII. — Cholecystectomy  fok  Normal  Gall- 
bladder— Follow-dp  Study 


Not 


Years 

Improved 

Asymptomatic 

Improved 

1 

2 

0 

i 

2 

1 

0 

i 

3 

0 

1 

0 

4 

2 

0 

0 

6 

1 

1 

0 

7 

1 

1 

0 

11 

O 

1 

0 

12 

1 

0 

0 

27 

0 

0 

1 

Total 

8 (54%) 

4 (26%) 

3 (20%) 

the  time  of  operation  and  9,  or  62.5  per  cent,  of 
the  explored  ducts  contained  stones.  Thirteen 
(81  per  cent)  were  females,  and  the  ages  at  the 
time  of  operation  varied  from  thirty  to  eighty 
years,  the  mean  average  being  in  the  sixth  decade 
(Fig.  7). 

Three  patients  had  no  history  of  gallbladder 
symptoms  prior  to  the  one  attack  which  culmi- 
nated in  surgery.  The  remaining  patients  had  had 
symptoms  ranging  from  one  to  twenty  years 
(Table  VIII). 

There  was  one  postoperative  death,  represent- 
ing a mortality  rate  of  6.25  per  cent. 

Case  7. — A forty-seven-year-old  woman  had  had 
repeated  attacks  of  gallbladder  symptoms  for  two 
years.  The  last  attack  began  two  weeks  prior  to 
her  hospital  admission,  and  she  was  markedly 
jaundiced.  The  gallbladder  was  filled  with  stones, 
and  exploration  of  the  common  bile  duct  revealed 
several  stones  impacted  in  the  ampulla.  According 
to  the  operative  note  the  common  bile  duct  was  in- 
jured during  the  procedure  of  removing  the  gall- 
bladder. The  duct  was  repaired  and  a T tube  in- 
serted. Following  the  operation  she  drained  large 
amounts  of  bile  and  bright  blood  through  the  T 
tube  and  died  fifteen  days  later. 

A postmortem  examination  could  not  be  ob- 
tained. The  exact  cause  of  death  was  unknown, 
but  the  technical  error  of  injuring  the  common 
bile  duct  was  probably  a major  factor  in  this 
fatality.  It  is  of  interest  to  know  that  this  pa- 
tient was  operated  upon  prior  to  the  advent  of 
vitamin  K. 

The  indications  for  exploring  the  common  bile 
duct  vary  in  different  clinics.  In  this  clinic,  the 

TABLE  VIII. — Cholecystectomy  and  Exploration  of 
the  Common  Bile  Duct — Duration  of  Symptoms 

Years  Cases 

First  attack  3 


1 2 

2 5 

5 1 

8 1 

10  1 

15  2 

20  1 


Total  16 


30-39  40-49  50-59  60-69  70-79 

Age  in  Decades 


Fig.  7.  Cholecystectomy  and  exploration  of  the 
common  bile  duct — age  groups. 

duct  is  explored  rather  infrequently  and  only  for 
definite  indications  because  it  is  felt  that  addi- 
tional scar  tissue  which  forms  around  the  ex- 
plored duct  may  predispose  to  further  pathologic  (I 
changes.  The  duct  is  explored  if  jaundice  is  or  i 
has  been  present,  if  a stone  or  stones  are  palpated 
in  the  duct,  and  if  the  duct  is  dilated.  Our  per- 
centage of  duct  explorations  is  indeed  small  in 
comparison  to  that  of  authors  such  as  Lahey  who 
relates  that,  in  at  least  40  per  cent  of  the  cases, 
not  only  is  the  gallbladder  removed,  but  the  com-  ; 
mon  bile  duct  is  opened  and  drained.2 

Twelve  patients  were  followed  for  periods  rang- 
ing from  one  to  twelve  years  after  the  operation. 
Two  patients  required  re-exploration  of  the  com- 
mon bile  duct  because  of  recurrent  jaundice. 
One  patient  developed  jaundice  two  months  1 
after  operation.  Several  duct  stones  were  re- 
moved at  the  second  operation,  and  she  remained 
asymptomatic  for  a follow-up  period  of  two  years. 
The  second  patient  became  jaundiced  two  years 
after  the  first  operation.  At  the  second  opera- 
tion, several  stones  were  removed  from  the  com- 
mon bile  duct,  and  she  remained  asymptomatic  | 
for  a follow-up  period  of  four  years.  Of  the  re- 
maining ten  patients  who  were  followed,  six  (50 
per  cent)  remained  asymptomatic,  and  four 
(33.3  per  cent)  were  improved. 

In  many  instances,  the  incidence  of  stones  in 
the  common  bile  duct  seems  to  be  closely  related  I 
to  the  duration  of  gallbladder  symptoms.  Hevd 
studied  1,270  cases  in  which  symptoms  of  gall- 
bladder disease  had  been  present  for  two  years  or  j 
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less  and  found  the  incidence  of  common  bile  duct 
stones  to  be  1.9  per  cent.3  In  another  group  of 
cases  in  which  symptoms  had  been  present  for 
ten  to  twTenty-five  years,  he  found  the  incidence 
of  duct  stones  to  be  16  per  cent.  This  certainly 
is  an  argument  for  early  operation. 

Summary 

Sixty-four  of  300  patients  operated  upon  for 
gallbladder  disease  had  acute  cholecystitis.  Of 
this  group,  cholecystostomy  or  drainage  only  was 
done  in  31.25  per  cent.  Of  the  patients  who  had 
a cholecystostomy,  56.25  per  cent  returned  at  a 
later  date  for  a cholecystectomy  because  of  per- 
sistent symptoms.  The  operative  mortality  in 
these  64  cases  was  3.12  per  cent. 

Of  those  patients  with  acute  disease  who  had 
the  gallbladder  removed,  23.8  per  cent  continued 
to  have  symptoms  and  reported  that  they  were 
not  benefited  by  the  operation.  It  is  felt  that 
this  high  percentage  of  failures  is  related  to  one  of 
several  factors. 

Two  hundred  five  gallbladders  were  removed 
because  of  chronic  disease.  Eighty  per  cent  had 
stones,  and  the  operative  mortality  was  1.95  per 
cent.  Of  those  patients  who  had  stones,  94.49 
per  cent  had  satisfactory  results.  In  42.77  per 
cent  of  this  group,  intolerance  to  fatty  food  was 
present.  Of  those  patients  who  did  not  have 
stones,  88.8  per  cent  had  satisfactory  results,  and 
44.4  per  cent  of  this  group  had  intolerance  to 
fatty  food. 

There  were  fifteen  patients  who  were  operated 
upon  for  symptoms  of  chronic  gallbladder  disease 
in  whom  the  gallbladders  revealed  no  micro- 
scopic evidence  of  disease.  Eighty  per  cent  had 
satisfactory  results.  We  feel  that  this  rather 


high  percentage  of  satisfactory  results  obtained  in 
this  type  of  patient  is  closely  related  to  the  selec- 
tion of  cases.  The  majority  of  these  cases  were 
treated  medically  for  periods  varying  from  three 
to  sixteen  years  before  surgery  was  contemplated. 

Sixteen  cholecystectomies  with  exploration  of 
the  common  bile  ducts  were  done.  This  repre- 
sents 5.33  per  cent  of  the  total  series.  Jaundice 
was  present  in  all  cases,  and  common  bile  duct 
stones  were  found  in  62.5  per  cent.  The  opera- 
tive mortality  was  6.25  per  cent.  Satisfactory 
results  were  obtained  in  83.33  per  cent  of  the 
cases  followed.  Two  (16.67  per  cent)  cases  re- 
quired secondary  common  bile  duct  exploration 
for  recurrence  of  jaundice  due  to  common  bile 
duct  stones. 

Conclusion 

Gallbladder  disease  is  progressive  in  nature 
and  is  characterized  by  repeated  cyclic  exacerba- 
tions and  remissions.  Each  successive  attack  of 
inflammation  enhances  the  possibilities  of  com- 
mon duct  stones,  ascending  cholangitis,  and  liver 
damage.  It  has  been  repeatedly  shown  that 
common  bile  duct  stones  are  more  commonly 
found  in  patients  who  have  had  a longstanding 
history  of  gallbladder  symptoms.  It  is  evident 
that  earlier  gallbladder  surgery  is  advisable  to 
avoid  those  more  severe  pathologic  changes  in  the 
extrahepatic  biliary  system  which  entail  in- 
creased mortality  and  morbidity. 
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IN  ENGLAND  NOW— A RUNNING  COMMENTARY  BY  PERIPATETIC  CORRESPONDENTS' 


We  cannot  eat  but  little  meat; 

The  ration  is  not  big. 

We  try  no  end  to  make  a friend 
Of  one  who  keeps  a pig. 

The  butchers’  shops  contain  no  chops, 

Nor  luscious  offals  hold. 

I ask  you,  Webb,  at  this  low  ebb 
— If  I may  make  so  bold: 

Back  and  sides  go  where,  go  where? 

For  export?  Are  they  sold 

For  bull}’’?  God  knows  who  consumes  the  stuff. 
— Pass  me  the  prunes  and  mould. 


We  have  no  roast  to  play  the  host 
- — We  dare  not  light  the  fire — 

But  ancient  ewe  we  have  in  lieu 
Such  ewe  we  not  desire. 

We  have  no  stint  of  spuds  or  mint 
But  no  allaying  lamb, 

And,  as  I live,  what  wouldn’t  we  give 
For  a jolly  good  chunk  of  ham? 

Back  and'  sides  go  where,  go  where? 

For  export?  Are  they  sold 

For  bully?  God  knows  who  consumes  the  stuff 

— Pass  inc  the  prunes  and  mould. 

— London  Lancet,  February  24,  1931 


A FIFTEEN-YEAR  ANALYSIS  OF  MATERNAL  MORTALITY  AT 
FLUSHING  HOSPITAL,  1935-1949 

Frederick  Carpenter,  M.D.,  F.A.C.S.,  and  George  Schaefer,  M.D.,  Forest  Hills,  New  York 

( From  the  Department  of  Obstetrics  and  Gynecology,  Flushing  Hospital,  and  the  Maternal  Welfare  Committee, 
Queens  County) 


OUR  ultimate  goal  in  obstetrics  is  to  reduce 
our  maternal  mortality  to  zero.  When 
we  undertook  an  analysis  of  maternal  deaths  at 
Flushing  Hospital,  we  did  not  realize  that  there 
had  been  over  10,000  consecutive  full-term  deliv- 
eries without  a maternal  death.  For  this  four- 
year  period,  our  maternal  mortality  was  zero. 
Although  we  are  quite  proud  of  this  fact,  we  real- 
ize that  within  a period  of  a month  or  two  several 
maternal  deaths  may  occur  in  spite  of  everything 
that  might  be  done  to  prevent  them.  Such  was 
the  case  at  Flushing  Hospital  in  1949.  However, 
our  purpose  in  this  report  is  to  analyze  the  mater- 
nal deaths  that  have  occurred  over  the  past  fifteen 
years  and  to  benefit  both  ourselves  and  others  by 
the  mistakes  of  omission  and  commission. 

Flushing  Hospital  is  a voluntary  general  hospi- 
tal of  376  beds,  which  cares  for  about  13,000  pa- 
tients a year.  The  number  of  obstetric  cases  over 
the  past  few  years  has  gradually  risen  from  2,500 
to  3,000  per  year,  making  the  Obstetric  Service 
the  largest  in  Queens  County  and  the  ninth  larg- 
est in  New  York  State. 

Statistics 

In  the  fifteen-year  period  from  1935  to  1949, 
there  were  30,022  full-term  deliveries  at  Flushing 
Hospital,  of  which  approximately  85  per  cent 


Fig.  1. 


were  private  patients  and  15  per  cent  were  ward 
patients.  Figure  1 shows  the  maternal  mortality 
rate  annually  per  10,000  live  births  for  this  pe- 
riod. 

There  were  46  maternal  deaths  in  30,022  deliv- 
eries for  a rate  of  15.3  per  10,000.  All  maternal 
deaths  were  included,  even  those  occurring  as 
early  as  four  months  gestation.  The  only  cases 
excluded  were  one  death  from  septic  abortion  and 
one  death  from  ectopic  pregnancy.  In  Kushur’s 
report  from  the  Bronx  Hospital  from  1932  to  1945 
in  30,568  deliveries,  the  maternal  mortality  was 
18.7  per  10,0004  However,  the  duration  of  preg- 
nancy was  over  thirty-six  weeks,  and  no  abortions 
or  ectopic  pregnancies  were  included.  At  the 
Margaret  Hague  Hospital  from  1931  to  1943, 
Norton  reported  a maternal  mortality  of  28  per 
10,000  in  66,376  live  births.2  He  too  did  not  in- 
clude stillbirths  or  abortions. 

In  order  to  obtain  further  information  as  to  the 
efficiency  of  the  hospital  and  efficacy  of  the  rules 
and  regulations  which  had  been  established  at 
various  times,  we  have  divided  the  fifteen-year 
period  into  five-year  periods  as  shown  in  Table 
I,  which  lists  the  various  causes  of  death. 


TABLE  I. — Causes  of  Maternal  Mortality 


1935 

to 

1939 

1940 

to 

1944 

1945 

to 

1949 

Hemorrhage 

9 

7 

2 

Toxemia 

6 

2 

1 

Infection 

9 

0 

i 

Cardiac 

3 

1 

0 

Pulmonary 

3 

1 

0 

Anesthesia 

0 

1 

0 

30 

12 

4 

Total  deliveries 

7 , 020 

9 , 768 

13,234 

Mortality  rate  per  10,000 

42.7 

12.3 

3.2 

Reasons  for  Decrease  in  Maternal 
Mortality 

The  maternal  mortality  rate  of  42.7  per  10,000 
at  Flushing  Hospital  from  1935  to  1939  was  some- 
what lower  than  that  for  the  country  as  a whole 
which  had  62  per  10,000  live  births  in  1933. 
Obstetrics  had  not  yet  assumed  its  place  as  a spe- 
cialty, at  least  in  the  eyes  of  the  lay  people,  and 
there  were  many  deaths  due  to  toxemias  which 
could  have  been  prevented  with  proper  prenatal 
care.  Infection  comprised  25  per  cent  of  the 
deaths  in  this  period  since  the  sulfonamides  were 
just  coming  into  use  in  1938  and  the  antibiotics 
were  not  yet  known.  Four  deaths  resulted  from 


1294 


May  15,  1951  ] 


MATERNAL  MORTALITY  AT  FLUSHING  HOSPITAL 


1295 


pneumonia  in  this  period,  and  four  deaths  fol- 
lowed cesarean  sections.  Twenty-nine  per  cent 
of  the  deaths  were  due  to  hemorrhage  since  the 
use  of  adequate  amounts  of  blood  in  obstetrics 
had  not  yet  been  sufficiently  emphasized  and 
since  no  blood  bank  was  available  at  the  hospital. 

From  1940  to  1944,  the  maternal  mortality 
dropped  to  12.3  per  10,000  at  Flushing  Hospital. 
Although  more  men  on  the  staff  limited  their 
practice  to  obstetrics  and  were  qualified,  the  war 
removed  most  of  the  younger  men  from  active 
practice  and  placed  a strain  on  both  hospital  fa- 
cilities and  on  the  remaining  practitioners.  The 
use  of  sulfonamides  and  antibiotics  reduced  the 
deaths  from  infection  from  25  per  cent  to  zero  for 
this  period.  However,  the  deaths  from  hemor- 
rhage rose  from  30  to  58  per  cent.  The  import- 
ance of  replacing  blood  lost  during  labor  had  not 
impressed  the  profession  sufficiently.  There  was 
one  anesthetic  death  due  to  asphyxia  from  aspira- 
tion of  vomitus  immediately  after  delivery. 

In  1945,  the  Department  of  Obstetrics  and 
Gynecology  was  reorganized,  and  there  followed  a 
period  of  four  years  in  which  10,193  deliveries 
occurred  without  a maternal  death.  This  record 
was  due  in  great  part  to  the  establishment  of 
strict  regulations  governing  the  care  of  the  obstet- 
ric patient,  which  reduced  the  amount  of  opera- 
tive and  meddlesome  obstetrics.  The  establish- 
ment of  a blood  bank  made  blood  readily  avail- 
able. 

A residency,  recognized  by  the  American  Board 
of  Obstetrics  and  Gynecology  and  by  the  Ameri- 
can College  of  Surgeons,  was  established  in  1946. 
Weekly  conferences  are  held,  presided  over  by  the 
director,  at  which  interesting  or  problem  cases, 
both  ward  and  private,  are  discussed.  Any  doc- 
tor may  present  a problem  case  to  the  conference 
for  advice  and  guidance. 

Analysis  of  Causes  of  Death 

Hemorrhage. — The  most  frequent  cause  of  ma- 
ternal death  was  hemorrhage,  which  comprised  18 
of  the  46  deaths,  or  38.3  per  cent.  Hemorrhage 
persisted  as  the  greatest  hazard  to  childbirth  in 
1949  just  as  it  was  in  1935.  It  is  in  the  control  of 
this  aspect  of  maternal  mortality  that  our  efforts 
must  be  guided  if  we  are  further  to  reduce  mor- 
tality. We  have  included  under  hemorrhage 
such  accidents  of  childbirth  as  rupture  of  the 
uterus,  premature  separation  of  the  placenta, 
placenta  previa,  etc.,  in  addition  to  those  cases  of 
postpartum  hemorrhage  resulting  from  uterine 
atony,  lacerations,  postcesarean  bleeding,  etc., 
since  we  feel  that  the  primary  cause  of  death  was 
from  loss  of  blood  (Table  II). 

Many  of  these  deaths  were  preventable  and 
could  be  ascribed  to  such  causes  as  carelessness  on 


TABLE  II. — Causes  of  Hemorrhage 


Causes  Number 


Atony  of  uterus  4 

Laceration  of  vagina  or  cervix  3 

Rupture  of  uterus  2 

Premature  separation  of  placenta  3 

Bleeding  following  cesarean  section  5 

Placenta  previa  1 

Total  18 


the  part  of  the  physician  or  patient  or  both  in 
combating  prenatal  anemia,  ill-advised  and  med- 
dlesome operative  obstetrics,  failure  to  recognize 
hemorrhage  in  time,  and  improper  handling  of 
what  we  call  the  fourth  stage  of  labor— the  pe- 
riod one  hour  after  delivery  of  the  placenta.  We 
divide  labor  into  the  following  stages : 

First  Stage — From  onset  of  labor  to  full  dila- 
tation of  cervix. 

Second  Stage — Delivery  of  the  infant. 

Third  Stage — Delivery  of  the  placenta. 

Fourth  Stage — Observation  of  patient  for  at 
least  one  hour  after  delivery  of  the  placenta. 

In  the  second  stage  delivery  of  the  infant  should 
be  slow  and  should  take  approximately  three 
minutes.  Delivery  of  the  placenta  should  ensue 
promptly  after  delivery  of  the  child.  Careful  ob- 
servation of  the  patient  by  trained  personnel  will 
uncover  early  postpartum  bleeding  before  blood 
loss  is  so  great  that  heroic  measures  become  nec- 
essary. 

Glass  and  Rosenthal  analyzed  60  cases  of  fatal 
hemorrhage  in  the  third  stage  of  labor  (which  cor- 
responds to  our  third  and  fourth  stages)  in 
Brooklyn  from  1937  to  1947  and  found  40  were 
due  to  atony  of  the  uterus,  12  to  retention  of  the 
placenta,  five  to  inversion  of  the  uterus,  and  three 
to  other  causes.3  Forty-one  of  the  cases  died 
within  five  hours  after  delivery  and  29  within 
three  hours.  Eighty  per  cent  of  the  patients  re- 
ceived inadequate  amounts  of  blood  or  no  blood. 

MacLean  et  al.  showed  that  over  50  per  cent  of 
their  maternal  mortality,  18  of  33  patients  in  a 
total  of  15,371  deliveries,  died  of  hemorrhage  and 
shock.4  Following  the  establishment  of  a recov- 
ery room  at  their  hospital,  there  were  no  deaths 
from  hemorrhage. 

Beecham  in  his  analysis  of  deaths  from  post- 
partum hemorrhage  in  Philadelphia  found  the 
average  time  between  delivery  and  death  from 
hemorrhage  to  be  five  and  one-half  hours.5 
Seventy-two  per  cent  of  the  deaths  from  hemor- 
rhage were  considered  preventable,  and  the  phy- 
sician was  considered  responsible  in  62.5  per  cent 
of  the  cases.  Of  his  168  cases  of  hemorrhage,  72 
per  cent  were  due  to  atony  of  the  uterus. 

Gordon  has  repeatedly  emphasized  that  hemor- 
rhage is  the  outstanding  controllable  factor  in  ma- 
ternal mortality.6-8 

From  the  foregoing  it  is  obvious  that  more 
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stringent  measures  must  be  taken  to  reduce 
deaths  from  hemorrhage.  The  following  case 
reports  reveal  the  rapidity  with  which  hemor- 
rhage can  cause  death  when  the  physician  shows 
lack  of  judgment  or  skill  and  is  unprepared  to 
cope  with  an  emergency. 

Case  1.— M.  13.,  a twenty-year-old  primigravida, 
was  admitted  to  Flushing  Hospital  on  August  26, 
1941,  in  her  seventh  month  of  gestation,  because  of 
painless  vaginal  bleeding  of  one  hour  duration. 
Although  her  hemoglobin  was  46  per  cent  and  her 
red  blood  count  2,700,000  per  cu.  mm.,  no  trans- 
fusion was  given.  The  vagina  was  packed  with 
10  yards  of  gauze  after  examination  revealed  the 
cervix  to  be  4 cm.  dilated.  The  vagina  was  re- 
packed several  hours  later,  and  five  hours  after 
admission  she  was  taken  to  the  delivery  room  where, 
under  ether  anesthesia,  a version  and  breech  ex- 
traction were  performed.  She  was  given  ergotrate 
and  pituitrin  and  an  infusion  of  5 per  cent  glucose 
in  saline.  Bleeding  from  a soft  uterus  continued, 
and  the  patient  expired  one  hour  after  delivery. 

Case  2.- — L.  H.  was  admitted  to  Flushing  Hos- 
pital on  August  27.  1943,  having  irregular  labor 
pains.  After  a thirty-three-hour  labor,  she  was 
taken  to  the  delivery  room,  and  a manual  dilation 
of  the  cervix  was  attempted.  This  was  unsuccessful 
as  was  the  attempt  to  apply  Kielland  forceps.  A 
version  and  breech  extraction  were  performed 
(membranes  had  ruptured  twelve  hours  previously), 
and  a stillborn  male  infant  delivered.  She  de- 
veloped shock  immediately  after  delivery,  and  a 
ruptured  uterus  was  suspected.  An  infusion  of 
saline  was  started  and  the  vagina  packed,  but  the 
patient  expired  before  she  could  be  taken  to  the 
operating  room. 

The  glaring  errors  in  these  cases  should  be  obvi- 
ous. However,  we  shall  list  them  to  again  re- 
emphasize their  importance. 

1 . Failure  to  combat  prenatal  anemia. 

2.  Failure  to  have  blood  available  before  at- 
tempting examination  in  bleeding  patient. 

3.  Lack  of  judgment  in  relying  on  vaginal 
packing  to  control  uterine  hemorrhage. 

4.  Reliance  on  saline  rather  than  blood  to  re- 
place blood  lost. 

5.  Ignorance  in  attempting  manual  dilatation 
of  the  cervix. 

6.  Version  and  breech  extraction  after  failed 
forceps  and  prolonged  rupture  of  membranes. 

7.  Use  of  general  anesthesia  in  patient  with 
atony  of  uterus  and  prolonged  labor. 

In  an  attempt  to  reduce  hemorrhage  as  a cause 
of  death,  the  following  regulations  have  been  es- 
tablished : 

1.  All  patients  admitted  to  delivery  room 
must  have  their  blood  type  and  Rh  factor  on  the 
chart. 

2.  All  bleeding  cases  admitted  to  the  hospital 
must  have  a complete  blood  count,  typing,  Rh 


study,  and  cross-matching  done  immediately. 
Blood  must  be  available  in  the  blood  bank  for 
these  patients. 

3.  No  operative  procedures  such  as  breech  ex- 
traction, midforceps,  removal  of  retained  pla- 
centa, cesarean  section,  examination  of  bleeding 
cases,  etc.,  may  be  performed  except  by  a quali- 
fied obstetrician. 

4.  Patients  in  labor  more  than  twelve  hours 
must  have  consultation  by  a qualified  obstetri- 
cian. 

Toxemia. — Nine  of  the  46  deaths,  or  19.5  per 
cent,  were  due  to  toxemia.  Seven  of  these  were 
due  to  eclampsia,  one  to  pre-eclampsia,  and  one  to 
acute  nephritis.  Six  patients  died  undelivered, 
three  in  the  sixth  month  of  gestation.  Lack  of 
prenatal  care  by  the  physician  or  indifference  of 
the  patient  was  responsible  for  these  deaths. 
Unfortunately,  some  patients  who  have  had  a 
normal  delivery  feel  that  subsequent  confinements 
will  also  be  normal  and  fail  to  seek  obstetric  care. 
Such  a case  is  illustrated  by  the  following  report. 

Case  3. — M.  F.,  a forty-year-old  gravida  5, 
Para  4,  had  four  previous  normal  deliveries.  She 
was  admitted  to  Flushing  Hospital  in  coma  on 
May  28,  1944,  after  refusing  hospitalization  for  two 
days.  She  died  undelivered  within  four  hours  in 
spite  of  intensive  treatment. 

Infection. — Whereas  infection  at  one  time  was 
responsible  for  a majority  of  the  maternal  deaths, 
it  now  has  dropped  to  a very  low  proportion.  In 
our  46  deaths  over  a fifteen-year  period,  ten  were 
due  to  infection,  a rate  of  21.7  per  cent  per  live 
births.  However,  nine  of  the  ten  occurred  from 
1935  to  1939,  before  the  use  of  sulfonamides,  an- 
tibiotics, and  adequate  blood  transfusions.  Dur- 
ing this  five-year  period,  the  maternal  mortality 
from  infection  was  30  per  cent. 

There  were  no  deaths  from  infection  from  1940 
to  1949.  We  feel  that  an  important  factor  is 
the  decrease  in  meddlesome  and  operative  obstet- 
rics plus  the  judicious  use  of  cesarean  section  in 
cases  that  might  otherwise  become  infected  after 
prolonged  labor.  Gordon  states  that  too  much 
reliance  is  being  placed  on  chemotherapy.  He 
points  out  that  in  the  past  few  years  every  woman 
who  died  with  infection  has  had  some  form  of 
chemotherapy. 

Cardiac. — Four  of  the  46  maternal  deaths,  or 
8.7  per  cent,  were  from  cardiac  causes.  Three  of 
the  four  deaths  occurred  between  1935  and  1939 
and  one  in  1941.  For  the  past  eight  years,  from 
1941  through  1949,  we  have  not  had  a maternal 
death  from  heart  disease.  Although  in  the  entire 
Borough  of  Queens  from  1937  to  1949  over  90  per 
cent  of  the  cardiac  deaths  in  the  pregnant  woman 
were  due  to  rheumatic  fever  and  most  of  them 
succumbed  from  the  fifth  to  the  seventh  month  of 
gestation,  all  four  deaths  at  Flushing  Hospital 
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died  postpartum.  Three  had  rheumatic  heart 
disease.  One  died  four  days  postpartum  of  bac- 
terial endocarditis;  one  died  seventeen  days  post- 
partum of  cardiac  decompensation,  and  one  died 
of  myocarditis.  The  fourth  patient  died  of  coro- 
nary thrombosis.  In  reviewing  over  400  mater- 
nal deaths  in  Queens  County,  this  was  the  second 
case  of  death  from  coronary  thrombosis  we  have 
found. 

We  feel  that  cesarean  section  is  contraindicated 
for  cardiac  disease  per  se.  Every  pregnant  wo- 
man should  be  under  the  care  of  a cardiologist  or 
internist  in  addition  to  her  obstetrician  for  her  en- 
tire pregnancy,  labor,  and  puerperium.  If  she 
decompensates  during  her  pregnancy,  she  should 
be  at  complete  bed  rest  in  the  hospital  for  the  dur- 
ation of  her  pregnancy. 

Anesthesia. — As  deaths  from  other  causes  de- 
cline, those  from  anesthesia  take  on  added  sig- 
nificance, especially  since  they  are  almost  all  pre- 
ventable. There  was  only  one  anesthetic  death 
in  Flushing  Hospital  in  the  fifteen-year  period  of 
this  report,  but  because  it  is  so  typical  and  be- 
cause we  wish  to  emphasize  this  aspect  of  obstet- 
ric care,  we  are  abstracting  this  case. 

Case  4. — L.  M.,  a thirty-two-year-old  primi- 
gravida,  was  admitted  to  Flushing  Hospital  in 
active  labor  on  May  8,  1942.  Her  prenatal  course 
and  her  labor  were  uneventful,  except  that  she  had 
eaten  a meal  at  home  before  coming  to  the  hospital. 
For  the  three  hours  that  she  was  in  the  hospital  she 
had  not  received  anything  by  mouth.  About  four 
minutes  after  gas-oxygen  anesthesia  was  started, 
the  patient  vomited  a large  amount  of  gastric  con- 
tents, and  her  respiration  ceased.  Artificial  respira- 
tion was  begun,  and  a living  infant  rapidly  de- 
livered. Bronchoscopy  was  done  shortly  thereafter, 
but  nothing  was  obtained;  the  patient  was  pro- 
nounced dead  one  hour  after  anesthesia  was  started. 
Autopsy  showed  the  trachea  to  contain  solid  food 

I and  the  right  main  bronchus  and  several  small 
bronchi  to  be  completely  occluded  by  particles  of 
food. 

In  Queens  County  at  least  one  death  each 
year  is  caused  by  anesthesia.  We  have  tried  to 
emphasize  that,  since  many  patients  coming  to 
the  hospital  in  labor  have  recently  eaten,  if  gen- 
eral anesthesia  is  contemplated,  their  stomachs 
should  be  emptied  by  inducing  vomiting,  or  local 
anesthesia  should  be  used  for  delivery.  Acquies- 
cence to  the  insistence  of  a patient  for  general 
anesthesia  in  the  absence  of  a qualified  anesthe- 
tist or  when  general  anesthesia  is  contraindicated 
cannot  be  condoned.  Davis  reported  3 per  cent 
of  the  maternal  deaths  in  the  Chicago  Lying-In 
Hospital  due  to  anesthesia,  and  in  1941  ten  ma- 
ternal deaths  from  anesthesia  were  reported  in 
Massachusetts,  eight  from  inhalation  anesthesia 
and  two  from  spinal  anesthesia.9, 10 
Gordon  in  1947  wrote  one  of  the  best  papers  on 


anesthesia  as  a cause  of  maternal  death  we  have 
read.11  In  a total  of  958  puerperal  deaths  in 
Brooklyn  from  1937  to  1946,  43  were  due  to  anes- 
thesia. Of  these  17  were  attributed  to  the  toxic 
action  of  the  anesthetic  itself,  death  occurring  on 
the  delivery  table;  14  were  due  to  aspiration  as- 
phyxia, and  12  were  caused  by  atelectasis.  The 
recommendations  Gordon  makes  from  an  analy- 
sis of  his  cases  should  be  carefully  read  by  every- 
one who  practices  obstetrics. 

Pulmonary. — Four  deaths  occurred  from  pul- 
monary causes,  or  8.7  per  cent  of  the  total  mater- 
nal mortality.  Two  of  these  deaths  were  from 
pulmonary  emboli,  and  it  might  be  argued  that 
these  deaths  rightly  belong  under  “Infection,” 
but  in  none  of  these  cases  was  there  evidence  of 
puerperal  infection.  One  patient  died  one  hour 
postpartum  and  the  other  one  week  postpartum 
while  getting  out  of  bed.  The  two  other  pulmo- 
nary deaths  were  from  pneumonia;  one  patient 
had  lobar  pneumonia  and  died  ten  days  postpar- 
tum (1935),  and  the  second  died  of  bronchopneu- 
monia five  days  postpartum.  The  latter  patient 
had  chills  and  fever  for  several  days  before  deliv- 
ery and  became  progressively  worse  following  de- 
livery. 

Cesarean  Sections. — There  were  1,245  cesarean 
sections  performed  in  30,022  deliveries,  for  a ce- 
sarean section  rate  of  4.1  per  cent  (Table  III). 


TABLE  III. — Analysis  op  Cesarean  Sections 


Number 

of 

Deliveries 

Number 

of 

Cesarean 

Sections 

Percent- 
age of 
Cesarean 
Sections 

Deaths 
Follow- 
ing Ce- 
sarean 
Sections 

1935  to  1939 

7,020 

261 

3.7 

6 

1940  to  1944 

9,768 

423 

4.3 

3 

1945  to  1949 

13,234 

561 

4.2 

0 

Total 

30,022 

1,245 

9 

The  percentage  of  cesarean  sections  done  in  the 
past  five  years  has  not  increased  compared  to  the 
previous  five  years  in  spite  of  the  fact  that  a much 
greater  number  of  cesareans  were  done  as  repeat 
sections.  Actually,  when  the  repeat  cesareans 
are  subtracted,  the  incidence  of  cesarean  sections 
at  Flushing  Hospital  is  about  2.5  per  cent. 

From  1935  to  1939,  there  were  six  deaths  in  261 
cesarean  sections.  Three  patients  died  of  infec- 
tion and  three  of  hemorrhage.  All  cesareans  done 
in  this  period  were  of  the  classic  type.  From  1940 
to  1944,  there  were  three  deaths  in  423  cesarean 
sections.  Two  of  the  three  patients  died  of  hem- 
orrhage and  one  of  toxemia.  Two  classic  and 
one  low-flap  sections  were  performed  in  this  pe- 
riod. From  1945  to  1949,  561  cesarean  sections 
were  done  without  a death.  Most  of  the  cesar- 
eans done  in  the  past  five  years  have  been  of  the 
low-flap  type  with  a transverse  incision  in  the 
lower  segment. 
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Abortions  and  Stillbirths. — From  1935  through 
1949,  there  were  1,992  abortions  and  stillbirths 
for  a ratio  of  6.63  per  hundred  live  births  for  this 
period.  There  were  two  maternal  deaths  in  this 
group,  both  occurring  in  1937.  One  patient  died 
of  peritonitis  seventeen  days  after  laparotomy 
for  an  ectopic  pregnancy,  and  the  second  patient 
died  of  peritonitis  and  thrombophlebitis  twenty- 
two  days  postpartum  following  a septic  abortion. 
If  we  were  to  add  these  two  deaths  to  our  46  ma- 
ternal deaths  and  add  the  1,992  abortions  and 
stillbirths  to  our  30,022  live  births,  our  total  ma- 
ternal mortality  would  be  15.0  per  10,000,  less 
than  the  15.3  per  10,000  which  we  calculated  for 
the  live  births. 

Summary  and  Conclusions 

The  maternal  mortality  at  Flushing  Hospital 
for  the  past  fifteen  years  was  15.3  per  10,000  live 
births.  This  rate  has  shown  a marked  decline 
from  42.7  per  10,000  in  1935  to  1939,  to  12.3  per 
10,000  from  1940  to  1944,  to  3.2  per  10,000  from 
1945  to  1949.  From  June,  1945,  to  June,  1949, 
there  were  10,193  consecutive  deliveries  without  a 
maternal  death.  The  extremely  low  rate  in  the 
past  five  years  can  be  attributed,  in  addition  to 
the  use  of  antibiotics  and  blood,  to  closer  super- 
vision by  the  obstetric  service,  more  frequent 
consultation  in  problem  cases,  and  fewer  opera- 
tive and  traumatic  procedures. 

Hemorrhage  stands  out  as  the  most  frequent 
cause  of  maternal  death  and  occurred  in  38.3  per 
cent  of  the  deaths.  More  attention  should  be 
paid  to  the  immediate  postpartum  period  after  de- 
livery of  the  placenta,  for  it  is  during  this  period 
that  a fatality  may  occur. 


Deaths  from  toxemia  declined  perceptibly,  only 
one  such  death  occurring  in  the  past  five  years,  al- 
though, of  the  46  deaths,  19.5  per  cent  were  due  to 
toxemia  in  the  fifteen-year  period.  Infection 
comprised  21.7  per  cent  of  the  maternal  mortal- 
ity. However,  in  the  past  ten  years  only  one 
death  occurred  from  infection,  and  that  was  asso- 
ciated with  a rupture  of  the  uterus.  Cardiac 
deaths  were  8.7  per  cent  of  the  total.  In  the  past 
eight  years  there  has  not  been  a maternal  death  at 
Flushing  Hospital  from  heart  disease.  Of  the 
four  pulmonary  deaths,  8.7  per  cent  of  the  total 
mortality,  two  were  from  pulmonary  emboli.  One 
anesthetic  death  occurred  in  the  fifteen-year  pe- 
riod. 

There  were  nine  deaths  following  1,245  cesar- 
ean sections.  Eight  of  the  deaths  followed  the 
classic  type  of  operation.  Five  of  the  nine 
cesarean  deaths  were  from  hemorrhage,  three 
from  infection,  and  one  in  a toxemic  patient. 

In  1,992  abortions  and  stillbirths  there  were 
two  maternal  deaths,  one  following  a septic  abor- 
tion and  one  following  an  ectopic  pregnancy. 
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DDT  INSECTICIDE  IS  SAFE  IF  WISELY  USED 


DDT,  an  essentially  poisonous  material,  can  be 
used  with  a wide  margin  of  safety  if  it  is  wisely  used, 
reports  the  Committee  on  Pesticides  of  the  Council 
on  Pharmacy  and  Chemistry  of  the  American  Medi- 
cal Association  in  the  March  10  issue  of  the  Journal 
of  the  A.M.A. 

The  committee,  which  recently  reviewed  literature 
and  case  reports  on  the  substance,  points  out  that  the 
poisonous  effect  of  DDT  on  living  organisms  de- 
creases with  the  increase  in  complexity  of  the  organ- 
ism. Thus  insects,  a lower  type  of  organism,  are  de- 
stroyed by  the  substance  while  human  beings  and 


the  higher  types  of  animals  are  “not  likely”  to  be 
harmed. 

Some  human  deaths,  however,  have  been  caused 
by  DDT,  and  therefore  “certain  precautions  must  be 
observed  to  guard  against  its  potential  toxic  proper- 
ties.” A warning  was  given  to  farmers  to  be  careful 
when  applying  DDT  to  food  or  fodder  crops.  DDT 
applied  directly  to  the  edible  portions  of  a plant  may 
result  in  poisoning.  It  should  not  be  used  on  dairy 
cattle  or  animals  being  prepared  for  slaughter,  since 
there  is  a danger  of  accumulation  of  the  substance  in 
the  milk  and  tissues  of  treated  animals. 


DIGITALIS  AND  MERCURIALS  ALONE  AND  IN  COMBINATION 
IN  THE  MANAGEMENT  OF  SEVERE  CONGESTIVE  FAILURE 
WITH  REGULAR  SINUS  RHYTHM  AND  SLOW  HEART  RATES 

Harry  Gross,  M.D.,  Sidney  I.  Kreps,  M.D.,  and  Ernest  B.  Weiner,  M.D.,  New  York  City 
( From  the  Cardiac  Clinic  of  the  New  York  Hospital) 


THE  effectiveness  of  digitalis  has  long  been 
known  and  antedates  the  time  of  Withering 
(1785).  The  advent  of  mercurials  with  their 
more  dramatic  action  has  focussed  the  attention 
of  practitioners.  Some  physicians  have  even  lost 
sight  of  the  established  merits  of  digitalis  so  that 
one  observer  has  said  that  patients  in  congestive 
failure  in  regular  sinus  rhythm  can  be  treated 
adequately  with  mercurials  alone.1  This  view 
places  the  emphasis  on  the  diuretic  factor  over  the 
established  place  of  digitalis  in  the  management 
of  chronic  congestive  circulatory  failure. 

This  study  was  undertaken  to  evaluate  the 
relative  merits  of  digitalis  and  the  mercurials, 
separately  and  in  combination,  in  cases  of  chronic 
congestive  heart  failure  in  regular  sinus  rhythm, 
irrespective  of  the  etiologic  cause. 

Material 

For  a period  of  five  years,  from  1944  to  1949, 
ambulatory  patients  at  the  New  York  City  Hos- 
pital Cardiac  Clinic  were  observed  at  intervals  of 
from  once  a month  to  three  times  a week  as  their 
conditions  required.  Of  50  patients  under  ob- 
servation, ten  were  eliminated.  A few  had  to  be 
eliminated  on  account  of  the  development  of  au- 
ricular fibrillation  in  which  digitalis  has  a specific 
effect  on  the  conduction  system  which  is  of  un- 
questioned value.  In  a few,  extracardiac  factors 
such  as  pneumonias  or  neoplasms  obscured  the 
findings  and  invalidated  the  patients  for  study. 
Several  had  to  be  dropped  on  account  of  poor  co- 
operation. 

The  difficulties  in  a clinical  evaluation  of  this 
type  are  readily  apparent.  The  patients  were 
ambulatory,  and  their  physical  activities  varied. 
Some  were  confined  to  bed,  others  continued  to 
work,  climb  stairs,  shop,  and  even  engage  in  unu- 
sual physical  exertion.  Some  had  to  eat  in  res- 
taurants where  fluid  and  salt  intake  were  uncon- 
trollable. 

Method 

The  patients  were  given  1.2  to  1.4  mg.  digitoxin 
within  three  hours  and  continued  on  0.1  to  0.2 
mg.  as  a daily  maintenance  dose.  We  were 
aware  that  digitalis  is  less  effective  in  conges- 
tive failure  with  a greatly  enlarged  heart  than 
with  a smaller  heart.  We  realized  also  that  1.2  to 
1.4  mg.  crystalline  digitalis  as  usually  prescribed 
does  not  fully  digitalize  many  patients  and  that 


some  patients  are  digitalized  with  smaller 
amounts. 

Electrocardiograms  were  taken  prior  to  and 
twenty-four  hours  after  digitalization  and  re- 
peated at  frequent  intervals.  Although  there  is 
no  reliable  criterion  of  digitalization,  especially  in 
regular  rhythm,  we  accepted  the  appearance  of 
premature  ventricular  beats,  bigemini,  and  trige- 
mini, not  present  before  the  administration  of 
the  drug,  as  evidence  of  full  digitalization.  Such 
an  effect,  however,  is  very  close  to  digitalis  toxic- 
ity. 

Venous  pressures*  and  circulation  times  with  de- 
cholin,  lobeline,  saccharine,  and  ether  were  taken 
before  and  twenty-four  hours  after  digitalization 
and  at  varying  intervals  later.  These  measure- 
ments were  repeated  while  the  patients  were  tak- 
ing mercurials  once,  twice,  or  three  times  a week. 
Electrocardiograms,  weights,  blood  pressure 
readings,  and  roentgenograms  were  taken  before 
and  after  treatment.  Symptoms  and  physical 
findings  were  closely  observed  at  all  times.  How- 
ever, the  gravity  of  the  clinical  condition  of  these 
patients  precluded  the  establishment  for  compari- 
son of  a control  baseline  of  the  hemodynamics  of 
untreated  progressive  failure. 

Results 

The  patients  were  ambulatory  despite  ad- 
vanced congestive  heart  failure.  Failure  never 
cleared  up  completely  in  the  majority  regardless 
of  the  type  of  therapy.  Six-foot  chest  plates 
showed  insignificant  changes  in  heart  size  irre- 
spective of  the  regimen  used.  Throughout  the 
five  years,  cardiac  enlargement  was  either  station- 
ary or  progressed  gradually. 

Only  a few  of  the  severely  decompensated  pa- 
tients with  greatly  enlarged  hearts  showed  benefit 
from  digitalis  alone.  The  group  which  was  con- 
trolled with  mercurials  alone  was  found  to  have 
less  objective  evidence  of  peripheral  stasis,  lost 
more  weight,  and  felt  better.  Paradoxical  as  it 
may  seem,  those  receiving  mercurials  only  showed 
the  least  efficient  hemodynamics,  the  venous  pres- 
sures and  the  circulation  times  usually  increasing. 
These  patients  were  dependent  upon  more  fre- 
quent administration  of  the  mercurials  in  order  to 
avoid  attacks  of  paroxysmal  failure. 

When  the  patients  were  given  digitalis  plus 


* According  to  the  technic  of  Burchel  1 . 
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Fig.1.  This  diagram  represents  the  series  show- 
ing the  influence  of  digitalis  and  mercury  alone  and 
in  combination  on  body  weight  and  venous  pressure. 
The  circulation  times  roughly  paralleled  the  venous 
pressure.  Digitalis  alone  resulted  in  high  body 
weight  but  improved  venous  pressure;  mercury 
alone  resulted  in  lower  body  weight  but  higher 
venous  pressure.  The  combination  of  digitalis  and 
mercury  caused  both  reduction  in  weight  and  fall 
in  venous  pressure. 

mercury,  they  were  then  most  benefited.  They 
were  not  only  clinically  best  controlled,  but  their 
hemodynamics  were  likewise  most  efficient. 
However,  patients  in  severe  failure  were  no  worse 
with  mercury  alone  for  periods  up  to  seventeen 
months  than  with  the  combination  of  mercury 
and  digitalis,  providing  that  mercury  was  given 
often  enough. 

Case  Reports 

Case  1. — G.  S.,  a seventy-three  year-old  Negro 
male  with  arteriosclerotic  and  hypertensive  heart 
disease  and  a greatly  enlarged  heart,  had  marked 
dyspnea,  bilateral  pulmonary  rales,  and  4 plus 
ankle  edema  for  three  years.  The  electrocardio- 
gram showed  left  ventricular  preponderance.  On 
digitalis  alone,  the  failure  became  more  marked. 
Digitalis  was  discontinued,  and  treatment  with 
mercurials  alone  was  instituted.  An  immediate 
rapid  loss  of  weight  and  edema  fluid  with  a sense  of 
well-being  followed.  On  mercurials  once  every  one 
or  two  weeks  for  nine  months  there  was  no  failure. 
When  digitalis  was  added  to  the  mercury,  further 


improvement  was  noted  in  hemodynamics.  Al- 
though it  was  possible  to  maintain  cardiac  com- 
pensation in  this  patient  on  mercury  alone,  the 
combination  of  mercury  and  digitalis  was  most 
effective  and  caused  an  improvement  in  hemo- 
dynamics that  mercury  alone  did  not  produce. 
Figure  1 depicts  these  findings  in  graphic  form. 

It  is  typical  of  the  pattern  found  in  most  of  our 
cases. 

Case  2. — O.  V.  L.,  a sixty-four-year-old  white 
male  with  hypertensive  and  arteriosclerotic  heart 
disease,  a greatly  enlarged  heart,  and  peripheral 
vascular  disease  of  four  years  duration,  had  shown 
progressive  dyspnea  and  ankle  edema  for  several 
months.  During  three  months  of  observation  on 
mercurials  alone  he  required  injections  three  times 
per  week  to  prevent  progressive  failure.  Then  he 
was  digitalized,  and  mercurials  were  withheld.  An 
improvement  in  the  hemodynamics  took  place,  but 
there  was  a gain  in  weight,  pretibial  edema,  and  : 
enlargement  of  the  liver,  and  attacks  of  paroxysmal 
nocturnal  dyspnea  developed.  When  mercurials 
were  added  to  digitalis,  the  clinical  status  improved, 
and  the  patient  became  asymptomatic.  He  fared 
best,  although  in  a chronic  state  of  low-grade  failure, 
with  digitalis  daily  and  mercurials  twice  weekly. 

In  this  instance,  severe  congestive  failure  was  con- 
trolled with  mercurial  therapy  alone  but  not  with 
digitalis  alone,  even  though  the  hemodynamics  i 
were  improved  with  digitalis  alone.  In  greatly  en-  I 
larged  hearts  neither  one  nor  both  agents  are  com-  > 
pletely  effective  in  controlling  failure. 

Case  S. — T.  K.,  a fifty-nine-year-old  Negro  male, 
had  hypertensive  and  luetic  heart  disease,  aortic 
insufficiency  with  an  aneurysm  of  the  aorta,  and 
marked  cardiac  enlargement.  On  digitalis  alone 
heart  failure  was  uncontrolled.  Digitalis  and  mer- 
curials once  a week  proved  inadequate,  and  signs 
of  stasis  appeared  in  the  extremities,  liver,  and  lungs. 
Mercurials  twice  a week  controlled  the  failure  even 
when  digitalis  was  discontinued.  The  administra- 
tion of  mercury  once  a week  caused  retrogression  of 
the  patient’s  condition.  Adequate  mercurials  with 
or  without  digitalis  kept  this  patient  asymptomatic 
for  ten  months  of  observation.  This  patient’s 
course  showed  the  necessity  of  adequate  amounts  of 
mercury  to  keep  the  patient  free  from  signs  and 
symptoms  of  failure.  The  addition  of  digitalis  did 
not  affect  the  clinical  course  significantly  nor  lessen 
the  need  for  frequent  administration  of  mercury. 

Case  4-— O.  S.,  a sixty-eight-year-old  white  male 
patient  with  myocardial  infarction  and  ventricular 
aneurysm,  developed  failure  three  months  after  the 
acute  episode.  On  mercurials  he  lost  16  pounds, 
edema  cleared  up,  and  he  became  asymptomatic. 
When  mercurials  were  withheld  and  digitalis  alone 
was  given,  progressive  decompensation  with  a gain 
of  nine  pounds  and  frequent  attacks  of  paroxysmal 
nocturnal  dyspnea  developed.  Failure  could  be 
brought  on  by  withholding  mercury  or  cleared  by 
giving  it.  The  combination  of  digitalis  and  mercury 
made  it  possible  to  give  mercurials  at  longer  inter- 
vals. At  the  same  time  the  most  efficient  hemo- 
dynamics were  attained.  In  this  patient  it  is  evi- 
dent that  reliance  in  chronic  severe  failure  must  be 
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placed  on  mercury,  although  a combination  of  digi- 
talis and  mercury  is  the  most  effective  therapy. 

Case  5. — R.  K.,  a fifty-six-year-old  white  male 
patient,  had  asthma  and  emphysema  for  eight  years 
associated  with  hypertensive  heart  disease.  Despite 
digitalis  taken  for  two  years,  dyspnea  progressed, 
and  attacks  of  paroxysmal  nocturnal  dyspnea  and 
peripheral  edema  developed.  Digitalis  plus  mer- 
cury once  a week  produced  some  relief,  but  when 
digitalis  was  stopped  and  mercury  increased  to 
three  times  per  week,  control  was  so  good  for  a 
period  of  five  months  that  doubt  was  cast  on  the 
correctness  of  the  diagnosis  of  heart  disease.  Mer- 
cury was  therefore  withheld,  but  after  two  weeks 
signs  of  failure  were  severe  and  necessitated  re- 
administration of  mercurials.  Failure  again  re- 
sponded dramatically  to  mercury.  The  addition 
of  digitalis  brought  the  hemodynamics  closer  to 
normal.  This  case  demonstrates  the  dramatic 
effect  of  mercurials  in  clearing  heart  failure. 

Comment 

There  have  been  many  papers  recently  on  the 
changing  concepts  of  heart  failure.  Theories  of 
forward  and  backward  failure,  low  output  and 
high  output  failure,  salt  retention,  and  hormonal 
factors  in  fluid  retention  have  been  discussed.2-8 

High  output  failure  is  caused  by  conditions 
which  demand  an  increase  of  the  output  of  the 
heart  such  as  anemia,  beriberi,  emphysema,  hy- 
perthyroidism, cor  pulmonale,  Paget’s  disease, 
and  arteriovenous  aneurysms.  Low  output  fail- 
ure is  commonly  seen  in  hypertension  and  valvu- 
lar and  coronary  disease  as  a result  of  diminished 
cardiac  output. 

The  forward  failure  concept  of  cardiac  decom- 
pensation depends  on  reduced  renal  flow  and  glo- 
merular filtration,  resulting  from  lowered  cardiac 
output.  Retention  of  salt  and  water  result  when 
blood  supply  to  the  kidney  is  inadequate.  In 
addition,  a sodium-conserving  mechanism  may 
play  a role.  As  a result  of  sodium  retention, 
fluid  is  also  retained.  The  backward  failure  the- 
ory holds  that  congestion  results  in  back  pressure 
behind  the  failing  ventricles.2  Other  agents, 
metabolic  and  humoral,  influence  the  renal  tubu- 
lar cells  and  are  responsible  for  the  reabsorption 
of  the  glomerular  filtrate.9-11  Hyperactivity  of 
the  adrenal  cortex  and  of  the  posterior  pituitary 
body  are  other  factors  that  have  recently  been  in- 
criminated in  heart  failure.  Diuresis  may  be  im- 
peded by  drugs  which  stimulate  the  production  of 
antidiuretic  hormones.12 

Starling  showed  that  the  pressure  in  the  right 
auricle  and  its  tributary  veins  determines  the  out- 
put of  the  heart  when  the  diastolic  filling  of  the 
ventricle  is  increased,  a viewpoint  contested  at 
present.  There  is  an  increase  in  the  length  of  the 
heart  muscle  fibers  and,  as  a result,  a stronger  sys- 
tolic contraction  with  greater  cardiac  output. 
However,  there  is  a point  reached  eventually 


where  the  heart  muscle  can  no  longer  respond, 
and  cardiac  output  is  decreased  although  venous 
pressure  is  increased.13  The  heart  in  advanced 
congestive  failure  with  diminished  output  is  situ- 
ated on  the  overload  part  of  the  Starling  curve,  a 
point  where  the  heart  can  no  longer  respond  to 
increased  venous  filling  by  increased  isometric 
contraction.  Dilatation  then  no  longer  stimu- 
lates a release  of  more  contractile  force,  and  in- 
crease in  output  does  not  occur.  The  heart  with 
high  output  failure  is  on  the  upstroke  of  the  curve 
near  its  summit.14  Such  a heart  still  responds  to 
the  demand  for  high  output,  but  increase  in  out- 
put may  cause  danger  or  even  sudden  death. 

Any  method  which  reduces  venous  pressure 
tends  to  draw  the  heart’s  status  back  along  the 
curve.  This  explains  the  slight  benefit  to  be  ex- 
pected with  digitalis  in  severe  cases  of  advanced 
heart  failure. 

Recent  physiologic  observations  have  changed 
our  concepts  of  pharmacodynamics.  Digitalis 
acts  primarily  on  the  sinoauricular  and  atrioven- 
tricular nodes,  slows  conduction,  and  increases 
the  refractory  period  in  the  auricles  and  ventri- 
cles. Digitalis  and  also  Strophanthin  have  a di- 
rect action  on  the  heart  muscle  which  increases 
the  amplitude  of  its  contraction.14  Recently  it 
has  been  shown  that  digitalis,  apart  from  its  action 
on  the  heart,  enhances  sodium  excretion.  An- 
other concept  of  a depressing  action  of  digitalis 
on  the  venopressure  mechanism  has  been  inves- 
tigated by  McMichael.  Important  and  provok- 
ing as  McMichael’s  work  is,  criticism  has  been 
leveled  against  it  because  of  the  technic  used. 
The  question  was  raised  whether  digitalization  ac- 
complished abruptly  by  catheter  in  the  right  aur- 
icle differs  from  the  effect  of  a cumulative  assimi- 
lation of  digitalis  via  the  portal  system.  Our  ob- 
servations showed  a similar  constant  fall  in  venous 
pressure  twenty-four  hours  after  rapid  oral  digi- 
talization with  digitoxin. 

The  effect  of  digitalis  is  generally  to  lower  ve- 
nous pressure  and  increase  cardiac  output.  De- 
spite this  action  the  drug  failed  in  our  patients, 
although  there  was  some  improvement  in  hemo- 
dynamics, on  account  of  the  marked  enlargement 
of  the  heart  with  greatly  diminished  cardiac  out- 
put. For  this  reason  the  mercurials  with  a di- 
rect attack  on  sodium  retention  were  beneficial, 
and  the  combination,  despite  the  little  effect  of 
digitalis,  was  most  effective. 

Occasionally  digitalis  intoxication,  consisting 
of  pulsus  bigeminus  and  trigeminus,  nausea,  and 
vomiting,  occurred.  One  patient  complained  of 
green  vision.  Another  showed  digitalis  intoxica- 
tion when  he  was  given  mercury  at  the  same  time 
that  a large  amount  of  abdominal  fluid  was  re- 
moved by  paracentesis.  These  symptoms  dis- 
appeared when  digitalis  was  discontinued. 

One  of  the  functions  of  the  renal  tubules  is  to 
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reabsorb  sodium.  The  therapeutic  benefit  of 
mercuiy  is  that  it  temporarily  poisons  the  renal 
tubules,  thereby  blocking  reabsorption  of  sodium. 
Water  is  eliminated  following  the  loss  of  sodium 
to  maintain  co-osmotic  pressure.  Duggan  and 
Pitts  thought  that  the  mercurial  acted  on  the  dis- 
tal tubule,  although  the  pathologic  findings  in 
anuria  due  to  mercury  are  found  in  the  proximal 
tubule.15 

Recently  there  has  been  emphasis  on  the  hemo- 
dilution  effect  during  diuresis  from  mercurials. 
Barnes  reported  left  ventricular  failure  within  two 
hours  after  intravenous  administration  of  Salyr- 
gan,  attributed  to  increased  venous  pressure.16 
Increased  dyspnea  wras  correlated  with  hemodilu- 
tion.  The  same  patients  at  times  showed  hemo- 
dilution  and  hemoconcentration  at  other  times. 
In  combination  with  Xanthines  the  mercurials 
caused  wide  variations  in  blood  volume,  usually 
increasing  it.  For  this  reason  Barnes  recom- 
mended digitalization  before  administration  of 
diuretics  in  order  to  prepare  the  heart  to  cope 
with  increased  hemodilution.  Congestive  heart 
failure  is  due  to  inadequate  cardiac  output  to 
meet  the  demands  of  bodily  function.  Digitalis 
is  often  beneficial  in  increasing  cardiac  output  suf- 
ficiently to  produce  relief  of  symptoms.  How- 
ever, in  marked  cardiac  enlargement  with  reten- 
tion of  salt  and  water  the  administration  of  mer- 
curials and  salt  restriction  result  often  in  a rapid 
relief  of  symptoms,  especially  when  digitalis  ac- 
tion has  become  inadequate. 

On  mercurials  alone  weights  fell  markedly  with 
the  loss  of  salt  and  water  in  our  patients.  In- 
somnia, dyspnea,  epigastric  fullness,  and  periph- 
eral edema  improved  remarkably.  However, 
they  were  dependent  upon  frequent  injections  of 
mercurials  with  decompensation  recurring  precip- 
itously when  mercury  was  withheld. 

Although  the  patients  depended  on  mercurials 
for  their  comfort,  when  they  were  given  digitalis 
in  addition  to  mercurials  the  improved  hemody- 
namics made  them  less  likely  to  develop  failure. 

Despite  more  than  4,000  injections  of  mercuri- 
als there  were  few  ill  effects.  One  patient  devel- 
oped acute  pulmonary  edema  within  a half  hour 
of  an  intravenous  mercurial  but  was  able  to  take 
future  injections  intramuscularly  without  unto- 
ward effect.  Other  reactions  like  severe  muscle 
cramps  were  no  more  frequent  than  the  toxic  dis- 
turbances caused  by  digitalis.  These  disturb- 
ances were  insignificant  and  were  relieved  by  the 
addition  of  a small  amount  of  sodium.  Goutlike 
arthritis  was  encountered  but  did  not  preclude 
continuation  of  treatment. 

The  depletion  of  electrolytes  with  resulting- 
muscular  cramps  occurred  when  the  patient  was 
close  to  critical  weight.  With  subsequent  in- 
jections at  prolonged  intervals  or  smaller  doses, 
these  symptoms  were  avoided.  Only  one  reac- 


tion in  a patient  with  temporary  oliguria  follow- 
ing mercury  warranted  withholding  further  ther- 
apy. Improvement  was  spontaneous. 

Summary  and  Conclusions 

Forty  ambulant  patients  in  advanced  chronic 
congestive  failure  were  observed  for  five  years  un- 
der treatment  with  digitalis  or  mercury  alone  and 
in  combination. 

Symptoms  and  signs  of  congestive  heart  failure 
were  controlled  with  mercurial  diuretics  alone  for 
intervals  up  to  seventeen  months.  Control  with 
mercurials  was  better  than  with  digitalis.  With- 
holding of  mercurials  often  resulted  in  precipitate  | 
acute  heart  failure. 

Digitalis  alone  was  ineffective  in  controlling  se- 
vere congestive  failure.  However,  digitalis  alone  i 
in  the  usual  doses  without  causing  significant 
clinical  improvement  altered  the  hemodynamics 
with  a decrease  in  circulation  time  and  venous  j 
pressure. 

The  combination  of  digitalis  and  mercury  pro- 
duced the  maximum  improvement  and  afforded 
the  greatest  protection  against  recurrences  of 
failure. 

In  severe  heart  failure  with  regular  sinus  i 
rhythm  and  slow  heart  rates,  the  only  possible 
effect  of  digitalis  is  the  direct  one  on  the  myocar- 
dium. In  the  greatly  enlarged  heart  that  is  phys- 
iologically at  the  end  of  the  Starling  curve,  little 
is  to  be  expected  from  digitalis.  Similarly,  in  the 
heart  with  greatly  diminished  cardiac  output 
there  is  diminished  flow  to  the  kidney.  The  de- 
flection of  blood  away  from  this  organ  and  the  so- 
dium conservation  mechanism  make  little  benefit 
possible  from  mercury  although  it  must  be  given,  i 
By  the  same  token  it  is  folly  to  withhold  digitalis 
because  it  offers  little.  In  advanced  failure,  al- 
though neither  drug  is  very  effective,  the  combi- 
nation of  the  two  offers  the  best  approach  to  ther-  j 
apy. 
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New  York 
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THE  search  for  an  effective  vasodilator  sub- 
stance has,  up  to  the  present  time,  yielded 
very  little.  A review  of  the  known  substances 
and  procedures  leaves  one  with  the  feeling  that, 
at  best,  all  results  have  been  discouraging,  par- 
ticularly in  the  arteriosclerotic  group.  The  pres- 
ent paper  deals  with  a review  of  50  cases  (arterio- 
sclerotic) treated  with  a new  vasodilator,  Ronia- 
col  Tartrate,  a compound  which  is  converted  in 
the  organism  to  nicotinic  acid.*  For  the  sake  of 
brevity,  this  will  be  referred  to  hereinafter  simply 
as  Roniacol.  The  parent  substance  from  which 
the  tartaric  acid  salt  is  derived  is  /3-pyridyl-carbi- 
nol  (3-pyridine-methanol),  the  alcohol  corre- 
sponding to  nicotinic  acid.  This  is  a nonvolatile, 
colorless  liquid  with  a slight  characteristic  odor 
and  is  freely  soluble  in  water  and  alcohol.  Aque- 
ous solutions  are  practically  neutral. 

White  found  that  the  administration  of  large 
doses  to  dogs  for  a period  of  several  months  pro- 
duced no  adverse  effects  on  weight,  blood  forma- 
tion, or  nonprotein  nitrogen.1’2  Clinically,  Roni- 
acol appeared  to  increase  the  tolerance  for  exer- 
cise and  to  extend  the  range  of  activity  in  angina 
pectoris.  It  was  also  valuable  as  a diagnostic  aid 
in  the  selection  of  those  cases  of  peripheral  vascu- 
lar disease  which  might  be  expected  to  improve 
with  sympathectomy.  Samuels  found  Roniacol 
to  be  of  considerable  value  as  an  effective  vasodi- 
lator in  those  cases  susceptible  to  dilatation.3 
Redisch  found  this  substance  to  be  of  remarkable 
value  in  vasospastic  disorders,  certain  aspects  of 
Buerger’s  disease,  and  in  a specific  group  of 
chronic  trench  foot  cases.4  Brandman  and  Red- 
isch have  described  in  detail  their  experience  with 
Roniacol  in  the  treatment  of  three  patients  with 
arteriosclerosis  obliterans,  the  shoulder-hand 
syndrome,  and  thrombophlebitis.5  The  same 
authors  observed  benefit  in  44.4  per  cent  of  a 
larger  series  of  patients  with  trench  foot.6 

Since  those  patients  with  arteriosclerosis  oblit- 
erans represent  a group  which  is  usually  resistant 
to  therapy,  it  was  this  group  which  was  selected 
for  treatment.  The  drug  was  administered  orally 
in  tablet  form  in  divided  doses  ranging  from  150 
to  600  mg.  daily,  with  an  average  daily  dose  of 
400  mg.  A number  of  unselected  cases  were  given 
placebos  prior  to  the  introduction  of  Roniacol. 

* The  Roniacol  Tartrate  used  in  this  study  was  provided  by 
the  manufacturers,  Hoffmann-La  Roche,  Inc.,  Nutley,  New 
Jersey 


The  period  of  treatment  varied  from  several 
weeks  to  one  year. 

Criteria  for  improvement  are  difficult  to  estab- 
lish. Skin  temperatures,  although  taken  in  many 
instances,  were  not  considered  to  be  of  value  in 
that  the  environmental  temperatures  varied  to 
such  a degree  that  the  local  readings  were  not  felt 
to  be  absolutely  accurate  unless  there  were  ex- 
tremely marked  variations  before  and  after  treat- 
ment. This,  however,  did  not  occur.  The  pres- 
ence of  an  organic  lesion  was  demonstrated  by 
oscillometric  readings  which  were  markedly  di- 
minished to  absent  at  the  ankles.  Since  improve- 
ment was  dependent  upon  an  increase  in  collateral 
blood  supply,  we  could  not  expect  any  change  in 
oscillometric  readings.  In  the  final  analysis,  im- 
provement was  gauged  by  an  increase  in  func- 
tional ability  as  measured  by  the  patients’  capac- 
ity to  walk  and  improvement  or  relief  of  rest 
pain.  As  was  stated  previously,  placebos  had 
been  given  to  a number  of  patients  before  Roniacol 
without  noticeable  improvement. 

The  results  of  treatment  were  classified  as  (1) 
considerably  improved  (Table  I),  (2)  slightly  im- 
proved (Table  II),  and  (3)  unimproved.  The  ages 
varied  from  forty-nine  to  seventy-two  with  an 
over-all  average  of  sixty  years  for  the  entire 
group.  Those  who  were  considerably  improved 
(ten)  increased  their  function  capacity  by  walk- 
ing four  and  one-half  to  29  additional  blocks. 
The  changes  in  those  who  were  slightly  improved 
(ten)  varied  from  disappearance  of  rest  pain  to  an 
ability  to  walk  three  additional  blocks.  Those 
who  were  unimproved  had  neither  a decrease  in 
pain  nor  an  increase  in  walking  tolerance. 

As  an  interesting  sidelight,  four  patients  who 
had  been  troubled  considerably  with  angina  vol- 
unteered the  information  that  they  required  less 
nitroglycerin  and  that  angina  of  effort  was 
markedly  diminished  while  taking  Roniacol.  One 
of  these  four  was  in  the  group  considered  unim- 
proved as  far  as  the  peripheral  vascular  status 
was  concerned. 

Side-reactions  were  minimal.  Seven  of  the 
group  of  50  noted  flushing  of  the  face  varying 
from  mild  to  marked.  However,  the  discomfort 
was  insufficient  to  necessitate  discontinuing  the 
drug.  One  patient  noticed  redness  and  itching  of 
the  eyes.  This  disappeared  when  the  drug  was 
stopped,  but  again  the  discomfort  was  not  enough 
to  discontinue  the  medication  permanently.  No 
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TABLE  I. — Summary  of  10  Cases  Considerably  Improved 


Case 

Age 

Blocks  Walked 
Oscillometric  Before 

Readings  Treatment 

Blocks  Walked 
After 

Treatment 

Daily  Roniacol  Dose  and 
Duration  of  Treatment 

Remarks 

B.  L. 

56 

R— 0 
L— 0 

2 to  3 

10 

450  mg.;  1 year 

Angina  pectoris  of  effort 
markedly  diminished 

S.  H. 

68 

R— 0 
L— 0 

2 

20 

300  mg.;  4 months 

S.  S. 

58 

R— 0 
L— 0 

1 to  l>/« 
Rest  pain 

6 

No  rest  pain 

300  mg.;  1 year 

Angina  pectoris  of  effort 
markedly  diminished 

J.  M. 

69 

R— 0 
L— 0 

2 

15 

450  mg.;  5 months 

J.  H. 

62 

R — 0 
L— 1 

3 

Rest  pain 

10 

No  rest  pain 

300  mg.;  3 months 

N.  P. 

72 

R— 1 
L 1 V 2 

1 

30 

300  mg.;  1 year 

S.  W. 

49 

R — ‘A 
L— '/« 

l'A 

6 

300  mg.;  3 months 

Angina  pectoris  of  effort 
markedly  diminished 

M.  R. 

62 

R — 0 
L— 0 

Vi 

8 

200  mg.;  3 months 

S.  B. 

53 

R— 2 

L — Amputated 

‘/i 

10  to  15 

600  mg.;  5 months 

F.  R. 

52 

R — Amputated 
L— 0 

1 

10 

150  mg.;  4 months 

TABLE  II. — Summary  of  10  Cases  Slightly  Improved 


Case 

Age 

Oscillometric 

Readings 

Blocks  Walked 
Before  Treatment 

Blocks  Walked 
After  Treatment 

Daily  Roniacol 
Dose  and  Duration 
of  Treatment 

S.  S. 

66 

R — Vs 
L — Flicker 

1 

3 

300  mg.;  6 months 

J.  A. 

67 

R— 0 
L— 0 

Vi 

2 

450  mg.;  6 weeks 

J.  F. 

68 

R— */i 
L— 0 

Vi 

2 

450  mg.;  6 weeks 

S.  K. 

52 

R— 1 
L— Vi 

1 

3 

450  mg.;  1 month 

J.  U. 

52 

R— O 
L— 0 

1 

Rest  pain 

1 

No  rest  pain 

600  mg.;  3 months 

A.  L. 

60 

R — Flicker 
L— 0 

Vi 

3 

300  mg.;  1 year 

M.  G. 

70 

R— 0 
L— 0 

Vi 

3 

600  mg.;  5 months 

A.  D. 

67 

R— 0 

L — Amputated 

IVi 

5 

600  mg.;  7 months 

E.  S. 

47 

R— 0 
L— 0 

1 

3 

600  mg.;  3 months 

S.  G. 

60 

R — Flicker 
L — Flicker 

2 

4 

300  mg.;  3 months 

TABLE  III. — Comparison  of  Results  in  Cases  Treated 
with  Imidazoline  and  Roniacol 


Number 

Consider- 

of 

ably 

Slightly 

Unim- 

Agent 

Cases 

Improved 

Improved 

proved 

Imidazoline 

30 

1 

2 

27 

Roniacol 

50 

10 

10 

30 

changes  in  blood  pressure  were  noted  at  any  time. 

A similar  group  of  30  patients  had  been  treated 
previously  with  a vasodilator  of  the  imidazoline 
group  (Table  III).  Of  the  entire  group,  one  was 
considerably  improved,  two  were  slightly  im- 
proved, and  the  remainder  remained  unim- 
proved. 


Conclusions 

Roniacol  appears  to  be  more  effective  as  a 
vasodilator  in  arteriosclerosis  obliterans  than 
other  known  drugs  in  common  use.  Ten  cases 
were  improved  considerably  and  ten  others 
slightly  out  of  a total  of  50  cases.  The  results 
obtained  thus  far  suggest  the  advisability  of 
further  study  of  its  therapeutic  value  in  this  type 
of  peripheral  vascular  disease. 
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A slowness  to  applaud  betrays  a cold  temper  or  an  envious  spirit. — H.  More 


THE  USE  OF  SODIUM  IN  THE  MANAGEMENT  OF  CHRONIC 
CONGESTIVE  FAILURE 

Irwin  S.  Eskwith,  M.D.,  Bridgeport,  Connecticut 

( From  the  First  ( Columbia ) Medical  Division,  Bellevue  Hospital) 


NO  REGIMEN  in  cardiology  in  recent  years 
has  enjoyed  quite  the  popularity  of  the 
present  vogue  of  sodium  restriction  in  congestive 
failure.  Following  the  publication  of  Schroe- 
der’s  and  Schemn’s  articles  on  the  value  of  re- 
stricting this  substance  in  congestive  failure, 
many  cardiologists  adopted  these  recommenda- 
tions.1'2 Since  1941,  numerous  articles  have  ap- 
peared on  the  value  of  sodium  restriction.  This 
movement  probably  reached  its  zenith  in  the  sug- 
gestion to  check  the  sodium  content  of  tap 
water.3  Recently,  some  evidence  has  accumu- 
lated that  patients  who  follow  a low  sodium  reg- 
imen too  carefully  may  encounter  difficulty. 
Reports  of  uremia  and  collapse  following  pro- 
longed use  of  a low-salt  diet  are  being  reported 
with  increasing  frequency  in  the  literature.  Mc- 
Guire has  reported  two  cases  who  developed  ure- 
mia with  the  combination  of  the  low-salt  diet  and 
the  mercurial  injections.4  Both  patients  re- 
covered when  sodium  chloride  was  added  to  their 
food. 

Schroeder  reported  21  cases  which  showed  a rel- 
atively uniform  syndrome  characterized  by 
progressive  oliguria,  depression  of  urinary  chlo- 
ride excretion,  elevated  nonprotein  nitrogen  and 
weight  gain  (presumably  from  edema),  and  low 
plasma  sodium  chloride.5  Ten  of  these  patients 
died.  To  effect  recovery  in  some  of  the  others,  it 
was  necessary  to  administer  large  amounts  of 
sodium  chloride,  including  the  intravenous  ad- 
ministration of  hypertonic  solutions  of  this  sub- 
stance. In  another  series,  the  same  author  found 
that  three  of  22  patients  treated  with  sodium  re- 
striction developed  somewhat  similar  symp- 
toms.6 Soloff  and  Zatuchin  had  four  deaths  in  a 
one-month  period  in  cardiacs  on  this  regimen.7 
Five  other  patients  who  had  reached  impending 
uremia  were  given  increased  amounts  of  sodium 
and  recovered. 

In  Schroeder’s  article  in  1941,  although  he  men- 
tioned that  edema  decreased  in  his  patients  on  a 
low  salt  diet,  he  does  not  say  that  they  became 
edema-free.  In  1948,  Neuman  and  Stuart  re- 
ported that  the  Schemn  regimen  did  not  result 
in  the  disappearance  of  edema  fluid  in  cardiacs.8 
Herrmann  has  had  the  same  experience.9  Most 
cardiologists  still  use  the  mercurial  diuretics 
rather  freely  and,  in  this  author’s  experience, 
just  as  frequently  with  or  without  sodium  re- 
striction. On  the  other  hand,  Bridges  et  al.  be- 


lieved that  sodium  restriction  decreased  the 
necessity  for  the  frequent  use  of  diuretics.10 
Sodium  restriction  is  interpreted  in  this  paper  as 
meaning  any  restriction  of  salt  below  an  intake  of 
3 Gm.  daily.  It  should  also  be  emphasized  that 
the  treatment  of  chronic  heart  failure  and  not 
acute  emergencies  is  being  discussed. 

The  following  cases  illustrate  what  may  happen 
as  a result  of  rigid  sodium  restriction. 

Case  Reports 

Case  1. — This  patient  was  a fifty-nine-year-old 
woman  who  was  first  admitted  on  July  20,  1949, 
with  a chief  complaint  of  severe  substernal  pain  of 
three  hours  duration.  She  stated  that  for  five 
months  previous  to  the  acute  episode  she  had  had 
gradually  increasing  dyspnea  and  orthopnea.  Dur- 
ing the  month  of  June,  she  had  developed  edema  of 
the  ankles  and  legs.  A diagnosis  of  coronary  throm- 
bosis and  congestive  failure  on  an  arteriosclerotic 
basis  was  made.  The  patient  received  the  usual 
therapy  plus  sodium  restriction  and  an  injection  of  a 
mercurial  diuretic  weekly.  After  four  weeks  in  the 
hospital,  she  was  discharged  on  a maintenance  dose 
of  Mercuthanzin  and  a diet  low  in  sodium.  After 
discharge,  it  was  found  that  despite  this  regimen  her 
edema  was  gradually  increasing.  In  September,  she 
developed  oliguria  and  urinary  frequency,  and  on 
October  29,  because  of  these  complaints,  she  was  re- 
admitted to  the  hospital. 

Examination  revealed  bilateral  hydrothorax  and 
marked  edema  of  the  subcutaneous  tissues  extend- 
ing to  the  chest.  Blood  pressure  was  180/100, 
pulse  146  and  grossly  irregular.  The  liver  was 
palpable  7 to  8 cm.  below  the  costal  margin.  Ad- 
mission laboratory  work  revealed  red  blood  count 
4,190,000,  and  white  blood  count  26,500  with  83  per 
cent  polymorphonuclears.  Admission  urine  analy- 
sis showed  a 2 plus  albumin,  specific  gravity  1.030, 
five  to  six  white  cells,  two  to  six  red  cells,  and  many 
hyaline  and  granular  casts.  An  electrocardiogram 
showed  auricular  fibrillation  and  changes  compatible 
with  old  myocardial  infarction. 

She  received  an  injection  of  Mercuthanzin  in- 
travenously without  effect.  On  October  31,  she 
was  given  3 Gm.  of  sodium  chloride  orally  and  1 L.  of 
oral  saline.  On  November  3,  there  was  a profuse 
diuresis.  On  November  8,  a loud  friction  rub  be- 
came audible  over  the  anterior  chest  wall  in  the 
third  and  fourth  interspace  to  the  left  of  the  ster- 
num. Edema  reaccumulated,  and  the  saline  ther- 
apy was  repeated.  The  saline  was  repeated  on 
November  9,  and  diuresis  was  again  obtained.  On 
November  10,  she  expired.  Her  last  nonprotien 
nitrogen  on  November  8 was  87  mg.  per  100  CC.  At 


1305 


1306 


IRWIN  S.  ESKWITH 


[N.  Y.  State  Jc  M. 


autopsy  the  patient  was  found  to  ha  ve  an  old  poste- 
rior wall  infarct  and  a large  recent  anterior  myo- 
cardial infarct. 

This  patient  died  of  diffuse  heart  disease; 
nevertheless,  her  general  condition  was  not 
helped  by  the  restriction  of  salt.  Once  this 
regimen  was  instituted,  extensive  edema  ap- 
peared, and  the  administration  of  sodium  pro- 
duced diuresis. 

Case  2. — This  patient  was  a sixty-year-old  man 
who  was  first  seen  in  my  office  in  July,  1947,  with  a 
chief  complaint  of  dyspnea  and  orthopnea  of  six 
weeks  duration.  Physical  examination  revealed  a 
rather  pale,  well-developed  and  well-nourished 
male.  Blood  pressure  was  170/30.  The  heart 
was  grossly  enlarged,  and  there  was  a loud,  blowing, 
double  aortic  murmur.  Kahn  and  Mazzini  tests 
were  negative.  Hemoglobin  was  10  Gm.  Non- 
protein nitrogen  was  34.6  mg.  per  100  cc.  The 
diagnosis  of  possible  lues  with  aortic  valve  insuffi- 
ciency on  a luetic  basis  was  made,  and  the  patient 
was  started  on  digitalis  and  Mercuthanzin  once 
weekly.  For  a while,  he  did  quite  well. 

In  January,  1949,  a low  sodium  regimen  was  in- 
stituted. About  one  month  later,  the  response  to 
Mercuthanzin  decreased,  and  the  patient  began  to 
complain  of  increased  dyspnea.  In  April,  1949, 
edema  of  the  legs  appeared,  and  this  was  followed  by 
edema  of  the  scrotum.  On  June  20,  1949,  the  pa- 
tient was  admitted  to  the  hospital.  Physical  exam- 
ination revealed  marked  edema  of  the  legs, 
scrotum,  and  trunk.  There  were  basal  rales  in  both 
lungs.  The  liver  was  palpable  4 cm.  below  the  cos- 
tal margin.  On  admission  the  hemoglobin  was 
10.5  Gm.,  red  blood  cells  3,700,000,  white  blood  cells 
10,000  with  78  per  cent  polymorphonuclears  and 
19  per  cent  lymphocytes.  Urine  analysis  showed 
specific  gravity  1.010,  albumin  2 plus,  and  frequent 
hyaline  and  granular  casts.  Nonprotein  nitrogen 
was  112  mg.  On  June  21,  the  serum  sodium  chlo- 
rides was  380  mg.  per  100  cc.  Accordingly,  the  pa- 
tient was  given  sodium  chloride  orally,  1 Gm.  three 
times  a day.  In  two  days,  there  was  an  improve- 
ment, and  the  patient  was  given  Alkazane,  a pro- 
prietary mixture  containing  sodium  citrate.  On 
June  24,  he  had  a profuse  diuresis.  On  June  25,  he 
left  the  hospital  against  advice,  moderately  im- 
proved, with  mildly  decreased  edema. 

This  patient  had  heart  disease  and  heart  failure 
of  long  standing.  While  on  sodium  restriction, 
edema  accumulated.  This  was  correlated  with  a 
low  serum  sodium  chloride.  Administration  of 
sodium  caused  diuresis.  It  should  be  noted, 
however,  that  he  probably  had  advanced  renal 
disease  as  indicated  by  the  marked  azotemia. 
It  is  difficult  to  state  whether  this  was  due  to 
sodium  restriction  alone. 

Case  3. — This  patient  was  a seventy-three-year- 
old  man  who  was  admitted  to  the  hospital  on 
November  20,  1949.  Four  months  previously,  he 
had  begun  to  have  exertional  dyspnea  which  in- 


creased and  was  followed  by  the  appearance  of 
edema.  His  physician  administered  Mercuhydrin 
intramuscularly  and  prescribed  a rigid  low-salt  diet. 
After  each  of  the  first  three  injections,  there  had 
been  an  excellent  diuresis.  After  subsequent  in- 
jections, however,  diuresis  did  not  occur.  Fluid  ac- 
cumulated in  his  legs.  He  was  unable  to  lie  down  at 
night;  for  the  month  previous  to  admission,  he  had 
been  sleeping  in  a chair.  He  was  intensely  dysp- 
neic,  had  a productive  cough,  and  for  the  last  two 
weeks  had  been  unable  to  eat.  Physical  examina- 
tion revealed  marked  edema  of  the  legs.  Blood 
pressure  was  170/100.  The  cervical  veins  were  dis- 
tended. There  was  flatness  and  absent  lung  sounds 
over  both  lung  fields  posteriorly.  The  apical  rate  of 
the  heart  was  48  per  minute  and  rather  irregular. 
The  heart  was  enlarged  with  the  apex  in  the  seventh 
interspace  at  the  anterior  axillary  line.  There  was 
a harsh  aortic  systolic  murmur.  The  abdomen  was 
distended  and  appeared  to  contain  free  fluid.  The 
liver  was  palpable  and  tender  6 cm.  below  the  costal 
margin.  Admission  electrocardiogram  showed  2 to  1 
auriculoventricular  block  and  left  bundle  branch 
block.  Red  blood  cells  were  4,200,000  and  white 
blood  cells  12,654.  Admission  urine  analysis  showed 
2 plus  albumin,  specific  gravity  1.010,  and  occasional 
hyaline  casts.  Whole  blood  sodium  chloride  was  441 
mg.  On  the  day  of  admission,  the  patient  was 
given  2 cc.  of  Thiomerin  subcutaneously  and  left  on 
his  maintenance  dose  of  digitalis.  A thoracentesis 
was  performed,  and  1,500  cc.  of  amber  fluid  were 
withdrawn  from  the  right  pleural  space.  The  next 
day  no  diuresis  was  obtained.  On  that  day  also, 
1,000  cc.  of  fluid  were  removed  from  the  left  thorax, 
and  the  patient  was  given  5 Gm.  of  sodium  chloride 
orally.  He  again  received  2 cc.  of  Thiomerin  and 
within  three  hours  developed  a profuse  diuresis.  He 
stated  that  he  felt  better  and  had  the  first  sound 
sleep  he  had  had  in  two  months.  The  sodium 
chloride  the  next  day  was  525  mg.  During  his 
course  in  the  hospital,  two  subsequent  right-sided 
thoracenteses  were  performed  which  yielded  a total 
of  2,500  cc.  He  was  placed  on  a regular  house  diet 
and  continued  to  lose  his  peripheral  edema.  On 
November  27,  he  developed  cough  with  bloody 
sputum  and  pain  in  his  chest.  He  was  given  hepa- 
rin intramuscularly  and  Dicumarol  orally.  On 
November  29,  he  suddenly  became  dyspneic  and 
cyanotic  and  expired.  No  autopsy  was  obtained. 

This  patient  accumulated  edema  over  a three- 
month  period  in  spite  of  the  fact  that  he  was  get- 
ting mercurial  diuretics.  The  administration  of 
sodium  chloride  improved  his  feeling  of  well- 
being and  caused  diuresis.  The  fatal  episode 
diagnosed  as  pulmonary  embolism  was  possibly 
due  to  the  long  continued  circulatory  stasis  in  the 
lower  extremities.  Had  the  sodium  intake  not 
been  so  restricted,  this  condition  might  not  have 
become  so  unfavorable  so  quickly. 

Case  4- — This  patient  was  a forty-nine-year-old 
man  who  in  August,  1949,  suddenly  developed  severe 
dyspnea  while  walking,  and  thereafter  daily  episodes 
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of  nocturnal  dyspnea  appeared.  His  physician 
diagnosed  hypertensive  cardiovascular  disease  and 
I congestive  failure.  The  patient  was  digitalized  and 
given  2 cc.  of  Mercuthanzin  and  told  to  restrict  his 
salt  intake.  He  stated  that  this  made  him  very  un- 
comfortable because  he  had  been  in  the  habit  of 
taking  large  amounts  of  salt.  After  the  first  injec- 
tion of  Mercuthanzin,  his  diuresis  was  profuse,  and  a 
second  injection  one  wreek  later  produced  a simi- 
larly good  response.  Subsequently,  he  was  given 
one  injection  weekly,  but  there  was  no  further  diure- 
sis. Instead,  the  patient’s  dyspnea  and  orthopnea 
reappeared.  In  addition,  he  began  to  have  urinary 
frequency  accompanied  by  pain  and  burning.  He 
stated  that  in  spite  of  frequency  he  felt  that  his 
twenty-four-hour  output  had  actually  decreased. 

On  December  21,  1949,  he  was  seen  in  my  office. 
He  appeared  to  be  very  dyspneic  and  apprehensive. 
Blood  pressure  was  260/140.  Eyegrounds  showed 
many  recent  retinal  hemorrhages  and  2 plus 
papilledema.  The  cervical  veins  were  distended. 
The  heart  wras  enlarged  to  the  left  in  the  sixth  inter- 
space at  the  anterior  axillary  line.  There  was  a 
well-marked  diastolic  gallop.  There  was  a double, 
blowing  mitral  murmur.  Urine  analysis  showed  a 
specific  gravity  of  1.020,  3 plus  albumin,  and  many 
white  cells  and  hyaline  casts.  Red  blood  cells  were 
5,400,000,  hemoglobin  13.5  Gm. 

The  patient  was  admitted  to  the  hospital  on  the 
same  day  with  the  tentative  diagnosis  of  malignant 
hypertensive  cardiovascular  disease.  Admission 
blood  sodium  chloride  was  375  mg.  per  100  cc.  The 
patient  was  put  on  regular  house  diet  and  told  to 
j salt  his  food  as  desired. 

On  the  third  hospital  day,  he  received  2 cc.  of 
Thiomerin  subcutaneously,  and  this  was  followed  by 
a satisfactory  diuresis.  Three  days  later,  he  again 
obtained  a diuresis.  The  patient’s  dyspnea  cleared, 
and  he  began  to  sleep  wrell  at  night.  On  December 

!27,  his  blood  sodium  chloride  had  risen  to  465  mg. 
On  December  30,  it  reached  525  mg.  The  patient 
was  discharged  from  the  hospital  on  January  3 and 
told  to  salt  his  food  as  liberally  as  desired.  At  the 
present  time,  he  is  maintained  on  two  injections  of  a 
mercurial  diuretic  weekly.  He  has  had  no  return  of 
urinary  discomfort  and  sleeps  well.  The  papil- 
ledema has  been  reduced.  The  blood  pressure  re- 
mains high  at  210/230. 

This  patient’s  hypertensive  symptoms,  as  well 
as  his  cardiac  picture,  improved  markedly  once 
the  sodium  content  of  his  diet  w'as  not  restricted. 
The  urinary  frequency  disappeared  completely. 
It  is  probable  that  the  sodium  restriction,  in- 
' stead  of  aiding  the  hypertension,  actually  ag- 
gravated it. 

Comment 

Heretofore,  sodium  has  been  considered  a 
necessary  element  in  human  nutrition.  Ac- 
cording to  Cantarow  and  Trumper,  sodium  is 
necessary  (1)  for  the  maintenance  of  normal  water 
balance  and  distribution,  (2)  the  maintenance  of 
normal  osmotic  equilibrium,  (3)  the  maintenance 


of  normal  acid  base  equilibrium  (physiologic 
neutrality),  and  (41  the  maintenance  of  normal 
muscle  irritability.11  It  is  well  known  that  hu- 
man beings  in  response  to  perspiration,  dehy- 
dration, and  severe  exertion  must  replenish  not 
only  the  body  water  but  the  body  salt  content. 
For  this  reason,  salt  tablets  are  used  in  places 
where  an  accelerated  sodium  loss  from  one  of  these 
causes  might  be  expected.  Since  most  patients 
with  heart  disease  are  ambulatory,  perform  work, 
and  are  exposed  to  the  same  temperatures  as 
other  people,  they  are  subject  to  the  same  demand 
for  salt  as  normal  groups. 

Another  aspect  to  be  considered  is  that  many 
cardiac  patients,  particularly  in  the  arteriosclerotic 
group,  are  mild  diabetics  and/or  have  varying  de- 
grees of  renal  insufficiency.  It  is  questionable 
whether  these  people  should  be  deprived  of  one  of 
the  substances  necessary  to  maintain  acid-base 
balance.  It  is  well  known  that  sodium  excretion 
by  the  kidney  varies  with  the  serum  blood  chlo- 
ride, and  if  the  serum  sodium  chloride  falls  too 
low,  not  only  will  the  sodium  chloride  excretion 
cease  but  also  the  total  urinary  volume  will  be 
decreased.  Newburgh  points  out  that  with  so- 
dium restriction  the  work  of  the  kidney  is  in- 
creased, and  he  questions  whether  the  kidney 
showing  inflammatory  or  degenerative  changes 
can  accomplish  the  amount  of  work  required 
without  further  injury.12 

Certain  other  questions  have  been  raised  in  re- 
gard to  sodium  restriction.  Talbot  questions 
whether  the  toxic  effects  of  lithium  recently  re- 
ported were  due  to  that  substance  or  were  asso- 
ciated with  sodium  restriction.13  It  is  equally 
possible  that  some  of  the  deaths  reported  as  due 
to  the  toxic  effects  of  mercurial  diuretics  may 
have  been  due  to  acute  sodium  depletion.14 

The  average  liter  of  normal  urine  contains  ap- 
proximately 9 Gm.  of  sodium  chloride.15  To 
balance  this,  the  normal  daily  ingestion  is  8 to 
15  Gm.  Since  a mercurial  diuretic  may  cause  a 
diuresis  ranging  from  2 to  5 L.,  or  sometimes 
more,  the  amount  of  sodium  lost  may  be  con- 
siderable. If  this  is  not  replaced,  the  patient’s 
health  may  be  in  danger.  Some  clinicians  feel 
that  dehydration  alone  can  cause  these  effects. 
The  four  patients  reported  here  were  outstanding 
examples  of  acute  sodium  depletion,  as  indicated 
by  their  abnormally  low  sodium  chloride  levels. 
With  the  possible  exception  of  Case  2,  none  of 
them  had  renal  damage  severe  enough  to  account 
for  the  azotemia. 

Besides  these  major  instances  of  sodium  deple- 
tion, several  other  patients  have  complained  of 
weakness  and  oliguria  following  the  low-salt  diet 
regimen.  Invariably,  these  have  been  improved 
by  advising  them  to  increase  their  salt  intake 
orally. 
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The  general  manifestations  of  the  sodium  deple- 
tion syndrome  seem  to  be  thirst,  weakness,  oli- 
guria, changes  in  the  mental  state  of  the  patient, 
either  listlessness  or  apprehension  having  been 
encountered,  and,  finally,  azotemia.  The  ap- 
pearance of  edema  in  these  patients  is  most 
likely  due  to  the  accompanying  cardiac  derange- 
ment, for  in  Addison’s  disease  edema  does  not  re- 
sult from  low  plasma  sodium  chloride.  All  pa- 
tients have  a similar  story  of  an  initially  good 
response  to  a diuretic  and  a low-salt  diet,  fol- 
lowed by  either  a poor  or  no  response  to  the 
mercurial  injection.  In  those  cases  where  blood 
sodium  chloride  was  analyzed,  it  was  found  to  be 
low.  In  general,  clinical  improvement  paralleled 
either  the  rise  in  blood  sodium  chloride  or  the  in- 
crease in  dietary  sodium.  In  Cases  1 and  3,  it  is 
possible  that  life  could  have  been  prolonged  by  an 
earlier  return  to  a normal  diet.  There  is  con- 
siderable clinical  evidence  accumulating  that 
restriction  of  sodium  chloride  in  congestive  fail- 
ure, rather  than  being  physiologic,  may  be  detri- 
mental and  that  patients  should  be  allowed  to 
select  their  salt  as  desired.  Case  4 was  a case 
of  hypertension  and  heart  failure.  For  both  of 
these  conditions,  sodium  restriction  has  been 
advocated. 

It  should  be  emphasized  that  the  patient  with 
heart  disease  and  in  congestive  failure  should  be 
considered  as  an  individual  problem.  Not  only 
the  congestive  failure  should  be  considered  but 
also  the  presence  of  other  diseases.  Particular 
attention  should  be  given  to  the  detection  of 
diabetes  mellitus  and  chronic  renal  disease.  If 
these  diseases  are  present,  sodium  restriction 
should  be  used  with  extreme  caution  if  at  all. 
The  remaining  patients  should  be  divided  into 
two  main  classes:  first,  a group  that  will  not 
benefit  further  on  sodium  restriction  and,  second, 
a group  that  will.  This  latter  group  may  be  sub- 
divided into  patients  that  may  stay  on  sodium 
restriction  indefinitely  and  those  that  may  de- 
velop the  low  sodium  restriction  syndrome  if  not 
carefully  followed.  A rational  procedure  for  the 
treatment  of  congestive  failure  would  then  be  to 
digitalize  the  patient  and  give  a mercurial  diu- 
retic as  required  for  a six  to  eight- week  period. 
After  the  amount  of  mercurial  diuretic  necessary 


to  control  edema  is  known,  the  patient’s  sodium 
intake  should  be  restricted  to  2 to  3 Gm.  daily. 
The  patient  should  then  be  followed  for  an  equal 
period  of  time  to  see  whether  his  need  for  mer- 
curial diuretics  is  decreased.  If  this  fails  to  occur, 
there  is  no  point  in  continuing  on  a diet  that  is 
both  unpalatable  and  potentially  dangerous. 
If,  however,  the  diuretic  requirement  is  decreased 
and/or  edema  clears  further,  he  should  be  con- 
tinued on  this  regimen,  but  he  should  have 
monthly  blood  sodium  chloride  determinations. 
This  program  should  avert  complications  of  the 
type  described  in  this  article. 


Conclusions 

1.  Four  cases  have  been  described  presenting 
accumulation  of  edema  on  a low-sodium  diet  ac- 
companied by  the  use  of  mercurial  diuretics. 

2.  Most  of  these  patients  and  others  have 
shown  a return  to  a satisfactory  diuresis  when 
sodium  chloride  was  added  to  their  diet. 

3.  The  low-sodium  regimen  may  lead,  at 
times,  to  dangerous  complications  and  to  the  de- 
velopment of  the  so-called  low-sodium  syndrome. 

4.  Each  patient  in  congestive  failure  should 
be  managed  as  an  individual  problem  in  so  far  as 
diet  and  the  use  of  diuretics  is  concerned. 

5.  A program  for  such  management  is  briefly 
outlined. 
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FURTHER  EXPERIMENTS  ON  THE  FORMATION  OF  SKIN 
TOLERANCE  TO  ANTIHISTAMINIC  DRUGS 

Samuel  Monash,  M.D.,  and  Alvo  Gulducci,  M.D.,  New  York  City 

( From,  the  Department  of  Dermatology,  New  York  Medical  College  and  Flower  and  Fifth  Avenue  Hospitals) 


A SHORT  time  ago,  Monash  showed  that  the 
ingestion  by  mouth  of  the  usual  dosage 
twice  daily  for  one  week  of  either  Pyribenzamine, 
Chlor-Trimeton,  Thephorin,  or  Benadryl  results  in 
increased  tolerance  to  the  drug  taken.1  The 
antihistaminic  effect  of  the  drug  was  measured  by 
its  action  on  whealing  resulting  from  the  introduc- 
tion of  various  concentrations  of  histamine  phos- 
phate into  the  skin  by  means  of  electrolysis  or,  as 
it  is  more  often  called,  iontophoresis.  It  was 
thus  found  that  whereas  the  first  dosage  of  the 
above-mentioned  antihistaminic  drugs  produced  a 
marked  change  in  the  histamine  reaction,  a 
similar  dosage  given  after  one  week’s  ingestion  of 
the  drug  had  no  or  very  little  effect  on  the  same 
reaction. 

The  question  then  arose  as  to  whether  the 
ingestion  of  one  drug  resulted  in  increased  toler- 
ance to  that  drug  alone  or  to  other  antihistaminic 
drugs  as  well.  To  determine  this  a number  of 
patients  were  given  an  antihistaminic  drug  in  the 
usual  dosage  three  times  daity  for  one  week. 
They  were  then  given  double  the  dosage  of  a dif- 
ferent antihistaminic  drug,  and  the  reaction  to 
histamine  phosphate  determined  by  iontophoresis 
at  intervals  after  the  drug  was  taken.  The 
threshold  reaction,  the  lowest  concentration  of 
histamine  phosphate  which  produces  follicular 
whealing,  was  first  obtained.  This  usually  varied 
from  1:1, 000 , 000  to  1 : 5 , 000 , 000.  From  one  to 
four  hours  later,  the  reaction  was  again  measured. 
If  the  drug  had  an  antihistaminic  effect,  it  was 
then  found  that  the  threshold  concentration  no 
longer  produced  follicular  whealing  but  that  it 
was  necessary  to  employ  a more  concentrated 
solution,  such  as  1:800,000  or  1:500,000  to 
produce  the  same  effect.  If  the  drug  had  no 
antihistaminic  effect,  the  subsequent  reactions  to 
histamine  were  approximately  the  same  as  the 
threshold  reaction. 

As  a result  of  these  experiments  it  was  found 
that  the  ingestion  of  an  antihistaminic  drug  for 
one  week  did  not  result  in  increased  tolerance  to  a 
second  antihistaminic  drug.  However,  ingestion 
of  the  latter  drug  during  the  following  week  did 
result  in  increased  tolerance  to  it.  A typical 
example  folllows. 

Case  1. — Patient  II  was  given  50  mg.  of  Neohetra- 
mine  three  times  daily  for  six  days.  He  was  then 
tested  for  his  reaction  to  another  drug,  namely,  100 
mg.  of  Pyribenzamine  with  the  following  results: 


Threshold  reaction  1 : 800 , 000 
At  1 V* hours  1 : 200 , 000 

At  3 hours  1 : 600 , 000 

At  4 hours  1 : 800 , 000 

This  definite  positive  antihistaminic  reaction 
shows  that  the  patient’s  skin  did  not  become  tolerant 
to  the  second  antihistaminic  drug,  Pyribenzamine. 

He  was  then  given  50  mg.  of  Pyribenzamine  three 
times  daily  for  one  week  and  his  reaction  determined 
after  taking  100  mg.  of  Pyribenzamine  in  one  dose 
with  the  following  results: 

Threshold  reaction  1:3, 000 , 000 
At  2 hours  1:2, 000 , 000 

At  3 hours  1:2, 000 , 000 

He  had  therefore  developed  tolerance  to  Pyri- 
benzamine after  one  week’s  dosage. 

Case  2. — In  another  case,  Patient  P was  given  50 
mg.  of  Pyribenzamine  three  times  daily  for  six  days 
at  which  time  he  was  tested  after  taking  100  mg.  of 
Neohetramine  in  one  dose. 

Threshold  1:3,000,000 

At  1 hour  1:500,000 

At  3 'A  hours  1:1, 000 , 000 

The  above  shows  a definite  antihistaminic  effect. 
He  was  then  given  50  mg.  of  Neohetramine  three 
times  daily  for  six  days  and  then  again  tested  with 
100  mg.  of  Neohetramine  with  the  following  results: 
Threshold  1:3,000,000 

At  2 hours  1:2,000,000 

At  3 hours  1:2, 000 , 000 

This  again  shows  the  development  of  tolerance 
after  one  week’s  dosage.  Similar  results  were 
obtained  with  combinations  of  Pyribenzamine 
and  Thephorin  and  Pyribenzamine  and  Diatrm. 

Comment 

The  above  findings  confirm  Monash’s  previous 
report  that  the  ingestion  three  times  daily  for 
about  one  week  of  the  usual  dosage  of  an  anti- 
histaminic drug  results  in  increased  tolerance  or 
refractoriness  of  the  skin  to  that  drug.1  It  has 
been  previously  determined  that  this  increased 
tolerance  lasts  about  four  months.  As  shown 
above,  such  increased  tolerance  does  not  neces- 
sarily extend  to  other  antihistaminic  drugs.  In 
order,  therefore,  to  obtain  the  maximum  benefit 
from  antihistaminic  therapy,  it  is  advisable  to 
change  to  a different  antihistaminic  drug  at 
approximately  weekly  intervals  and  to  repeat  the 
use  of  a drug  only  after  an  interval  of  four  months. 
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Summary 

After  one  week’s  use,  increased  tolerance  of  the 
skin  to  an  antihistaminic  drug  is  produced. 
This  increased  tolerance  does  not  necessarily  ex- 
tend to  other  antihistaminic  drugs.  Changing  of 


drugs  at  weekly  intervals  is  advised  for  efficient 
antihistaminic  therapy. 
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TOPICAL  TREATMENT  OF  TINEA  CAPITIS 

Ida  J.  Mintzer,  M.D.,  and  Alfred  Eliassow,  M.D.,  Jamaica,  New  York 
( From  the  Department  of  Dermatology  and  Syphilology,  Queens  General  Hospital ) 


IT  IS  the  opinion  of  most  dermatologists  that 
roentgen  epilation  is  still  the  most  efficient 
form  of  treatment  in  tinea  capitis  caused  by 
Microsporon  audouini.1-5  However,  as  has  been 
repeatedly  stressed,  this  type  of  therapy  is  not 
always  feasible  for  various  reasons.1’4,6  There- 
fore, it  is  not  surprising  that,  when  in  recent  years 
widespread  epidemics  of  M.  audouini  infections 
were  observed  in  various  parts  of  the  country, 
numerous  efforts  were  made  to  find  new  antifun- 
gous  agents  that,  on  topical  application,  would 
lead  to  a cure  of  that  condition. 

Schwartz  and  coworkers  tried  17  different  com- 
pounds and  found  in  a large  number  of  children, 
in  the  great  majority  of  whom  the  infection  was 
caused  by  M.  audouini,  that  ointments  containing 
copper  undecylenate  or  salicylanilide  gave  best 
results.7  The  treated  epidemic  was  in  Hagers- 
town, Maryland,  and  adjacent  rural  communities, 
comprising  a population  of  approximately  40,000, 
where  practically  all  children  up  to  the  age  of 
eighteen  years  could  be  examined.  Of  these 
there  were  5,378  grade  and  junior  high  school 
students.  The  infected  children  received  daily 
treatment  in  treatment  centers  under  the  di- 
rection of  trained  personnel,  and  there  was  co- 
operation of  the  members  of  the  local  medical 
profession  and  with  the  school  officials  and  with 
the  Department  of  Health.  Of  the  42  children 
treated  with  copper  undecylenate,  almost  all  of 
whom  had  M.  audouini  infections,  24  were  cured. 

Combes  and  coworkers  likewise  reported  good 
results  with  a solution  of  copper  undecylenate.8 
They  considered  a patient  cured  if  microscopic 
examination  of  the  hairs  and  Wood’s  light  exami- 
nation were  negative  for  four  consecutive  weeks 
without  treatment.  Of  the  36  audouini  infec- 
tions treated,  ten  children  failed  to  return  for 


treatment  without  being  cured,  and  of  the  remain- 
ing 26  patients,  there  were  12  cures  after  treat- 
ment of  from  six  weeks  to  six  months  and  16 
failures. 

Behling  and  Markel  treated  an  epidemic  in 
Elkhart,  Indiana,  an  industrial  town  of  33,000  in- 
habitants, where  clinics  were  set  up  in  the  larger 
schools  with  a supervisor  (preferably  a nurse)  in 
charge  and  one  of  the  mothers  to  help  her.9 
These  were  all  trained  by  one  of  the  physicians  in 
the  use  of  the  Wood’s  light  and  the  proper  admin- 
istration of  the  treatment.  They  reported  cure 
in  335  out  of  431  ringworm  infected  children  of  a I 
total  school  population  of'5,810  , using  a 5 per  cent  | 
salicylanilide  ointment  and  a liquid  containing  10  I 
per  cent  copper  undecylenate  and  5 per  cent  un- 
decylenic  acid,  respectively  or  in  combination. 
However,  only  20  per  cent  of  the  cases  underwent  ] 
cultural  examination  for  identification  of  the  type  [ 
of  fungus ; therefore,  it  is  quite  possible  that  a cer- 
tain proportion  of  the  cases  was  not  caused  by  M. 
audouini  but  by  M.  lanosum. 

Felsher  found  that  salicylanilide  had  a good 
curative  effect.5 

More  recently,  Reiss  and  Doherty  reported 
clinical  experimental  studies  with  a compound, 
pyridyl-3-zinc  mercaptide,  incorporated  in  a 
carbowax  base.10  Ten  of  their  45  audouini 
patients  were  lost  from  treatment.  Of  the 
remaining  35  cases,  14  were  cured,  and  nine 
improved.  However,  of  the  14  patients  cured, 
eight  were  given  roentgen  epilation  after  from 
one  to  three  and  one-half  months.  Therefore,  we 
cannot  consider  these  cured  by  the  local  treat- 
ment as  the  x-ray  epilation  most  probably  was  not 
a contributory  but  the  decisive  factor  for  the  cure. 

In  addition,  the  authors  did  not  give  a definition 
for  their  term  “improved,”  and  any  treatment  of 
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tinea  capitis  that  does  not  lead  to  complete  cure 
could  not  be  called  successful.  Therefore,  in  our 
opinion,  only  six  of  the  35  audouini  cases  could 
be  considered  cured  by  the  topical  treatment  used 
by  Reiss  and  Doherty. 

Encouraged  by  the  reports  of  Schwartz  and  his 
coworkers  of  successful  treatment  with  copper 
undecylenate,  we  decided  to  try  this  type  of  treat- 
ment in  our  Tinea  Clinic.*  Treatment  was 
started  on  October  30,  1947,  on  all  cases  that  were 
under  treatment  at  that  time  and  had  not  re- 
sponded to  other  fungicidal  agents  and  on  those 
cases  that  entered  treatment  thereafter.  The 
hair  of  all  patients  that  was  positive  under  the 
Wood’s  light  was  examined  by  culture,  and  only 
those  cases  in  which  M.  audouini  was  confirmed 
by  culture  were  included  in  this  study.  It  is  the 
opinion  of  most  dermatologists  that  tinea  capitis 
due  to  M.  lanosum  readily  responds  to  local  meas- 
ures and  even  tends  to  spontaneous  recovery,  so 
that  this  type  of  infection  hardly  presents  a 
therapeutic  problem,  although  Swartz  and  co- 
workers recently  took  an  opposite  view.1,11'12 

Material  and  Procedure 

Our  study  was  concluded  at  the  end  of  March, 
1949,  and  in  this  report  only  those  cases  were  in- 
cluded that  had  started  treatment  before  Decem- 
ber, 1948,  as  a period  of  treatment  of  less  than 
four  months  would  be  too  short  for  any  conclusion 
regarding  success  or  failure.  The  treatment  was 
rendered  at  home,  and  the  person  who  was  re- 
sponsible for  the  treatment  was  given  a mimeo- 
graphic  copy  of  the  following  directions  which 
were  supplemented  by  oral  instructions  by  the 
physician  in  charge  of  the  clinic: 

Keep  the  child’s  hair  short. 

Keep  the  infected  areas  and  half  an  inch  around 
those  areas  clipped  as  closely  as  possible. 

Wash  child’s  head  thoroughly  every  day.  Use 
plenty  of  soap,  or  the  cleanser  prescribed  by  your 
doctor,  and  rinse  off  with  plenty  of  clean  warm 
water. 

Dry  the  head  thoroughly. 

Immediately  after  this  cleansing  make  a cotton 
swab  by  rolling  up  a piece  of  cotton  into  a ball 
about  as  big  as  the  top  of  your  thumb.  Hold  this 
in  a pair  of  tweezers  and  wet  it  with  the  blue  medi- 
cine your  doctor  gave  you.  Sponge  the  infected 
area  with  this,  and  the  skin  for  at  least  1 /i  inch 
around  it,  just  as  you  would  sponge  a spot  on  your 
clothing  with  cleansing  fluid.  When  you  have 
done  this,  see  that  the  child  puts  on,  and  keeps  on, 
a white  cotton  cap.  If  the  child  goes  out  of  the 
house,  this  white  cap  should  he  worn  under  the  ordi- 


*  The  preparation  used  was  "Decupryl”  (Crookes  Labo- 
ratories, Inc.,  New  York  City)  which  contains  copper  unde- 
cylenate 10  per  cent,  undecylenic  acid  5 per  cent  with  aerosol, 
in  a volatile-liquid  base  containing  equal  parts  isopropanol 
and  tetrachloroethylene. 


nary  hat  or  cap.  This  is  important  because  it  will 
keep  the  ordinary  cap  or  hat  from  becoming  in- 
fected with  diseased  hairs.  If  you  are  careful 
about  this,  you  may  help  your  doctor  get  the  child 
well  reasonably  quickly.  If  you  are  careless,  it 
may  take  months  to  cure  the  child.  At  bedtime 
apply  the  blue  medicine  just  as  you  did  in  the 
morning.  See  that  the  child  wears  his  white  cap 
all  night.  Don’t  forget  that  if  it  is  not  worn,  in- 
fected hairs  may  get  into  the  bed.  linen  and 
blankets  and  start  the  condition  going  all  over 
again. 

Apply  the  blue  medicine  in  the  morning  and  at 
night,  every  day,  and  bring  the  child  back  to  the 
doctor  for  further  advice  and  treatment  on  the 
day  he  tells  you  to  come  in. 

Burn  all  the  pieces  of  cotton  you  use.  Make 
five  or  six  cotton  caps  so  that  the  child  can  have  a 
fresh  one  every  day.  After  each  cap  is  used,  boil 
it  for  at  least  fifteen  minutes. 

Keep  a few  white  towels  for  the  child’s  sole  use, 
and  see  that  these  are  boiled  for  fifteen  minutes 
after  they  are  used. 

REMEMBER:  Ringworm  is  a very  difficult 
condition  to  cure.  If  you  carefully  follow  these 
simple  directions  you  will  be  helping  your  doctor 
to  cure  your  child  quickly.  He  cannot  cure  your 
child  if  you  don’t  help  too. 

CAUTION:  The  blue  medicine  is  poisonous. 
Don’t  let  the  child  play  with  it.  Keep  it  in  a safe 
place  where  children  cannot  get  at  it.  While  you 
are  using  it,  make  sure  you  do  not  get  any  in  the 
child’s  eye.  You  will  see  that  it  evaporates 
quickly.  Do  not  breath  the  vapor  more  than  you 
have  to. 

Because  it  is  generally  impossible  to  detect  the 
infected  areas,  they  were  marked  with  a blue  pen- 
cil when  the  child  was  examined  under  the  Wood’s 
light,  or  the  person  in  charge  of  the  treatment  was 
advised  to  treat  the  whole  scalp,  particularly 
when  larger  areas  were  infected.  As  some  of  the 
parents  could  not  secure  a clipper  to  cut  the  chil- 
dren’s hair  and  as  the  children  were  not  allowed 
to  go  to  barbershops,  the  clinic  engaged  the  serv- 
ice of  a barber  in  the  hospital  who  did  the  hair- 
cut as  often  as  necessary,  after  suitable  cleansing 
of  the  clipper  before  each  haircut.  The  children 
were  ordered  to  report  once  a week  when  re- 
examination under  the  Wood’s  light  was  done  by 
the  physician  in  charge  of  the  clinic.  A case  was 
considered  cured  when  three  consecutive  exami- 
nations were  negative  while  the  child  was  under 
treatment  and  three  additional  ones  were  negative 
after  discontinuation  of  treatment.  If  the 
Wood’s  light  examination  was  doubtful,  culture 
of  suspicious  hairs  was  done. 

Forty-three  cases  were  included  in  this  survey. 
There  were  39  boys  (20  white  and  19  Negro)  and 
four  girls  (three  white  and  one  Negro).  The 
range  of  age  was  from  two  to  fifteen  years.  Of 
the  43  cases,  12  (nine  of  them  Negro)  failed  to  re- 
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turn  for  treatment  before  cure  was  achieved,  some 
because  they  moved  to  other  districts  or  cities. 
Of  the  remaining  31  cases,  two  children  were  still 
under  treatment  when  this  survey  was  closed; 
21  were  cured,  18  boys  (ten  white  and  eight 
Negro)  and  three  white  girls;  eight  cases  (seven 
white  boys  and  one  Negro  boy)  were  considered 
failures  after  from  twelve  to  forty-six  weeks  of 
unsuccessful  treatment  and  were  referred  for  x-ray 
epilation,  two  of  them  after  treatment  of  less 
than  sixteen  weeks.  These  two  children  were 
referred  for  x-ray  epilation  after  less  than  sixteen 
weeks  of  topical  treatment  because  of  the  urgent 
requests  of  their  parents  who  were  anxious  to 
have  their  children  return  to  school.  With  topi- 
cal treatment  alone,  the  shortest  period  required 
for  cure  was  three  weeks,  the  longest  period 
twenty-nine  weeks. 

In  order  to  evaluate  the  treatment  results  and 
to  compare  them  with  those  of  other  investigators, 
it  is  necessary  to  consider  various  factors  that 
are  of  decisive  influence  on  the  success  of  the 
treatment  in  question,  probably  of  equal  impor- 
tance to  the  pharmacologic  efficacy  of  the  medi- 
cation. In  particular,  we  are  thinking  of  the 
selection  of  cases,  of  the  degree  of  care  with  which 
the  treatment  is  rendered,  and  of  the  regularity 
of  clinic  attendance.  Quite  different  from  con- 
ditions in  smaller  communities  like  Hagerstown, 
Maryland,  and  Elkhart,  Indiana,  where  treat- 
ment was  given  daily  by  trained  personnel  under 
professional  supervision  and  where  examinations 
were  done  with  great  regularity,  our  clinic  had  to 
serve  the  whole  Borough  of  Queens,  New  York,  an 
area  of  more  than  110  square  miles  with  a popu- 
lation of  more  than  1,350,000  people  living  under 
highly  diverse  hygienic  and  economic  conditions. 
To  secure  cooperation  of  the  members  of  the 
medical  profession  is  very  difficult  in  a large  me- 
tropolis. It  is  quite  obvious  that  only  a relatively 
small  number  of  all  infected  children  came  under 
the  treatment  of  our  clinic  and,  quite  likely, 
mainly  those  with  more  severe  infections,  while 
milder  cases  that  were  included  in  some  other  re- 
ports did  not  reach  our  clinic  at  all.  The  thor- 
oughness with  which  the  treatment  was  rendered 
at  home  by  parents  or  other  persons  certainly  var- 
ied to  a great  extent;  whereas  in  some  cases 
mothers  meticulously  followed  the  directions  that 
were  given  to  them,  there  was  great  negligence  in 
other  cases  in  every  respect,  in  particular  regard- 
ing the  wearing  of  the  protective  white  caps. 
The  attendance  at  the  clinic  for  re-examination 


was  most  irregular  so  that  by  no  means  all  the 
children  w'ere  examined  every  wTeek,  a fact  that 
resulted  in  prolongation  of  determination  of  cure 
in  some  cases.  All  the  children  had  to  cover 
long  distances,  sometimes  several  miles  by  bus  or 
other  means  of  transportation  which  they  could 
not  do  without  being  accompanied  by  parents  or 
other  adults.  Very  often  parents  w'ere  prevented 
from  bringing  the  children  because  of  other  do- 
mestic or  occupational  duties,  because  of  acute 
illnesses,  and  sometimes  it  was  our  impression 
that  they  did  not  have  the  means  to  pay  for  trans- 
portation every  week.  Weather  conditions,  par- 
ticularly in  winter,  added  to  the  prevention  of 
regular  attendance.  Combes  and  coworkers  and 
Reiss  and  Doherty’s  results  were  most  probably 
influenced  by  similar  handicaps. 


Summary 

The  recent  literature  is  briefly  reviewed,  par- 
ticularly regarding  the  local  conditions  that  pre- 
vailed in  the  various  epidemics  and  their  treat- 
ment. 

Results  of  treatment  with  Decupryl  are  re- 
ported. Of  43  cases  treated,  12  wrere  lost  before 
cured;  of  the  remaining  31,  two  wrere  still  under 
treatment  when  this  survey  was  closed,  21  were 
cured  after  treatment  of  from  three  to  thirty-nine 
weeks,  eight  cases  were  considered  failures  and 
w-ere  referred  for  x-ray  epilation.  The  influence 
of  factors  other  than  the  pharmacologic  efficacy 
of  the  medication  on  the  results  of  treatment  is 
discussed. 

Considering  all  the  factors  involved,  the  results 
seem  to  compare  favorably  with  those  reported 
by  other  investigators. 
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Friendships  last  when  each  friend  thinks  he  has  a slight  superiority  over  the  other. — 
Honore  de  Balzac 


TOPICAL  ESTROGENS  IN  ACNE  VULGARIS 

Arthur  J.  Philip,  M.D.,  Rockville  Centre,  New  York 

{From,  the  Department  of  Dermatology , Queens  General  Hospital,  Jamaica,  New  York) 


THE  true  etiology  of  acne  vulgaris  has  re- 
mained obscure  despite  considerable  effort  on 
the  part  of  various  investigators  to  determine  the 
possible  causes  or  contributory  factors  of  this 
malady.  Hamilton,  in  discussing  the  role  of 
hormones  in  acne,  stated  that  “despite  a correla- 
tion between  acne  and  androgens  there  is  no  proof 
that  all  forms  of  acne  are  caused  by  androgenic 
substances.”1  Let  me  state  at  the  outset  that  no 
attempt  was  made  in  this  project  to  encompass 
any  form  of  acne  except  classic  acne  vulgaris. 
Acneform  exacerbations  caused  by  industrial, 
chemical,  or  physical  irritation  were  excluded. 

Many  conditions  have  been  blamed  as  the 
predisposers  in  the  development  of  acne  vulgaris, 
but  the  primary  causal  factors  appear  to  have 
escaped  identification. 

Management  of  this  disease  has  been  primarily 
empiric  and  limited  to  proper  diet,  hygiene,  and 
the  local  application  of  keratolytic  agents  and 
roentgen  ray.2  X-ray  therapy  properly  adminis- 
tered has  proved  a most  valuable  therapeutic 
medium  in  this  malfunction  of  the  skin.  Unfor- 
tunately, situations  arise  which  preclude  the  use 
of  this  physical  agent  in  certain  individuals. 

Since  the  true  cause  of  acne  vulgaris  remains 
unsolved  and  because  x-ray  produces  optimum 
clinical  effects,  an  effort  was  made  to  secure  an 
equivalent  physiologic  result  by  topical  applica- 
tion of  a chemical  agent  rather  than  a physical 
medium.  Although  frequent  mention  had  been 
made  in  the  literature  of  the  possible  relationship 
between  acne  and  the  steroid  hormones,  it  ap- 
peared to  have  been  disregarded  almost  com- 
pletely in  so  far  as  utilization  in  therapeutic 
management  was  concerned. 

The  high  incidence  of  acne  vulgaris  in  adoles- 
cent males  with  well-developed  secondary  sex 
characteristics  and  its  frequent  occurrence  in 
females  with  apparent  endocrine  dysfunction 
seem  to  establish  a need  for  endocrine  adjustment 
in  these  individuals.  In  addition,  several  investi- 
gators demonstrated,  by  analysis  of  gonadal  ac- 
tivity, that  patients  afflicted  with  acne  excrete 
larger  amounts  of  androgen  than  corresponding 
normal  groups.  They  suggested  that  an  apparent 
complex  hormonal  imbalance  may  be  involved 
rather  than  a single  factor.3  “The  ratio  of  the 
daily  excretion  of  androgen  to  that  of  estrogen 
for  the  normal  man  was  found  to  be  8.9,  whereas 
for  the  men  with  acne  it  was  19.8,  more  than  twice 
as  great.” 

The  oral  administration  of  estrogens  was  not 


contemplated,  since  they  are  potent  drugs  and 
internal  absorption  might  produce  untoward 
systemic  aberrations,  such  as  interference  with 
menstruation,  withdrawal  bleeding,  swelling  of 
breast,  etc.  Conversely,  the  systemic  or  distant 
effects  of  local  applications  of  estrogens  on  the 
epidermis  are  negligible,  and  this,  therefore,  was 
the  mode  of  therapy  considered. 

The  first  group  of  products  tried  for  this  pur- 
pose consisted  of  a number  of  cosmetic  creams 
and  lotions  containing  between  7,500  and  10,000 
international  units  of  natural  estrogenic  hormone 
(estradiol)  per  ounce.  These  were  discarded  in 
rapid  succession  for  five  primary  reasons.  Too 
much  oil  and  grease  had  been  used  to  dissolve  the 
lipophilic  estradiol  present  in  the  cream  or  lotion. 
The  base  was  irritating  or  hyperallergenic,  the 
concentration  of  estrogenic  substances  was  inade- 
quate, the  presence  of  perfumes  and  similar 
materials  provoked  allergic  response  in  certain 
patients,  and  the  products  were  prohibitive  in 
cost.  Subsequently,  a few  ethical  hormone 
preparations  came  to  my  attention,  and  these 
were  tried  clinically.  They  seemed  to  possess 
disadvantages  similar  to  the  commercial  products, 
but  one  in  particular  proved  quite  suitable  for  the 
purpose  of  this  investigation. 

This  product  was  an  inexpensive  lotion  con- 
taining 1.75  mg.  of  micronized  diethylstilbestrol 
dilaurate  per  gram,  when  uniformly  suspended. 
It  did  not  contain  any  grease,  petrolatum,  oils, 
fats,  etc.,  and  was  completely  free  of  perfumes  or 
other  possible  allergens.  The  vehicle  of  the 
diethylstilbestrol  dilaurate  consisted  of  zinc 
oxide,  talc,  glycerine,  water,  and  isopropyl  alcohol. 
(A  small  proportion  of  bentonite  and  iron  oxides 
was  included,  at  my  suggestion,  for  the  purpose 
of  blending  the  lotion  so  that  it  would  not  appear 
obvious  on  facial  areas  and  would  in  fact  conceal 
the  blemishes  and  characteristic  comedones.) 

A quantity  of  this  lotion  was  generously  sup- 
plied to  us  and  substituted  for  all  medications  of 
this  nature  previously  employed.*  A new  series 
of  clinical  trials  were  instituted.  Initially,  the 
patients  treated  with  this  hormonal  preparation 
were  those  in  whom  endocrine  dysfunction  was 
suspected.  Subsequently,  patients  were  selected 
at  random,  the  only  qualifications  being  that 
these  individuals  had  already  received  x-ray  to 
tolerance  and  had  proved  recalcitrant  to  these 
and  similar  measures  employed. 

* Acnestrol,  manufactured  by  the  Dermik  Pharmacal  Com- 
pany, Brooklyn  12,  New  York. 
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TABLE  X. — Use  of  Acnestrol  in  a Group  op  84  Patients 
with  Adolescent  Acne  Vulgaris 


Number  Improvement 

Condition  of  Cases  Excellent  Good  None 


Male 


Severe 

12 

8 

2 

2 

Moderate 

15 

11 

3 

1 

Mild 

9 

8 

1 

0 

Total 

36 

27 

6 

3 

Female 

Severe 

16 

1 

1 

14 

Moderate 

20 

2 

3 

15 

Mild 

12 

0 

3 

9 

Total 

48 

3 

7 

38 

Total  (male  and 

female) 

84 

30 

13 

41 

In  general,  from  2 to  4 Gm.  of  Acnestrol 
were  applied  as  a thin  film  covering  the  entire 
facial  area  each  morning  or  in  some  cases  at 
night  or  both.  The  customary  hygienic  routine 
was  followed,  and  the  patients  were  instructed  to 
wash  thoroughly  with  hot  water  and  soap,  par- 
ticularly prior  to  medicating  the  affected  region. 
Since  there  is  some  variation  in  hormonal  re- 
sponse, clinical  experience  and  results  will  be  the 
best  barometer  for  changes  in  dosage  necessary 
for  optimum  effect.  In  any  event  it  appears 
advisable  to  reduce  the  dosage  gradually  after  six 
weeks  of  therapy  and  to  employ  a minimal  amount 
as  a maintenance  schedule  for  some  time  after  the 
disappearance  of  the  lesions. 

Material 

The  accompanying  Table  I illustrates  the 
efficacy  of  this  topical  estrogen  in  a group  of  84 
patients,  indicating  the  distribution  of  results  in 
accordance  with  sex.  The  patients  were  classi- 
fied according  to  severity  of  affliction,  degree  of 
remission,  and  whether  or  not  the  disease  recurred 
upon  discontinuation  of  the  medication.  An 
analysis  of  the  results  obtained  yields  a significant 
conclusion.  Of  a series  of  36  males  of  adolescent 
age,  33  exhibited  excellent  (and  in  many  cases 
remarkable)  improvement. 

The  same  medication  applied  in  a series  of  48 
female  adolescents  yielded  only  three  patients  in 
whom  the  results  could  be  considered  excellent, 
four  with  good  improvement,  and  negligible  or 
mediocre  effects  on  the  others.  This  consider- 
able variance  dependent  upon  sexual  differences 
may  be  attributed  to  coincidence  alone,  but  the 
uniformly  excellent  results  achieved  in  males  and 
consistently  poor  effects  in  females  seem  too  con- 
stant to  be  ignored  as  due  to  chance  only. 

The  original  postulation  appeared  to  apply 
equally  to  both  sexes,  but  the  actual  therapeutic 
results  obtained  in  clinical  trials  seem  to  establish 
an  inverse  ratio  of  effectiveness  which  highly 
favors  the  male.  The  evidence  supports  the  pos- 
sibility that,  in  the  male  adolescent  only,  cutane- 
ous applications  of  estrogens  may  be  employed  to 


reduce  the  abnormal  sebaceous  activity  associated 
with  acne  vulgaris  and  thus  aid  in  eliminating  the 
condition.  The  therapeutic  rationale  for  success 
in  males  and  failure  in  females  is  difficult  to  ex- 
plain, but  the  frequently  dramatic  improvement 
produced  by  this  form  of  hormonal  therapy, 
where  previous  medications  had  failed,  seems 
certainly  to  warrant  further  dermatologic  evalua- 
tion of  topical  estrogens  in  adolescent  male  acne 
vulgaris. 

The  evidence  presented  by  the  characteristic 
appearance  of  acne  in  the  pubertal  period,  the 
total  absence  of  acne  in  eunuchoids,  the  frequent 
development  of  acne  in  castrate  men  and  ovariec- 
tomized  women  when  testosterone  injections  are 
administered,  etc.,  all  appear  to  support  the  con- 
tention that  a disturbance  of  the  normal  androgen- 
estrogen  ratio  is  of  paramount  importance  as  an 
etiologic  factor.  A possible  hereditary  predis- 
position to  this  disease  and  other  contributory 
causes  must  also  be  considered,  but  this  endocrine 
relationship  should  not  be  ignored.  Although 
symptomatic  treatment  is  frequently  valuable,  it 
appears  that  functional  therapy  may  prove 
infinitely  more  desirable  and  that  endocrinologic 
management  of  endocrine  dysfunction  may  exert 
a more  specific  effect  on  the  epidermis  than 
measures  previously  employed. 

In  some  cases  keratolytic  effect  may  be  desired 
in  addition  to  estrogenic  activity.  Combined 
therapy  can  be  secured  by  adding  1 to  4 per  cent 
resorcin  and  4 to  10  per  cent  sulfur  to  the  lotion. 
Simple  admixture  of  these  ingredients  readily 
yields  a uniformly  compatible  preparation. 

Summary 

The  overstimulation  of  sebaceous  gland  activity 
in  the  adolescent  male  afflicted  with  acne  vulgaris 
is  well  known.  An  abnormal  ratio  of  newly  cir- 
culating androgens  in  the  blood  stream  appears  to 
contribute  to  this  acnegenic  effect.  The  use  of 
roentgen  ray  is  effective  in  depressing  sebaceous 
gland  hyperactivity,  but  its  use  is  frequently 
undesirable  for  certain  patients. 

Topical  applications  of  estrogens  are  suggested 
as  an  alternate  means  of  inhibiting  hyperstimula- 
tion of  sebaceous  glands  and  reducing  the  amount 
of  sebaceous  secretions  induced  by  abnormal 
androgenic  predominance.  This  form  of  therapy 
appears  to  be  effective  and  desirable  only  in  the 
management  of  acne  vulgaris  in  the  adolescent 
male. 

414  Hempstead  Avenue 
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EFFECTS  OF  PRISCOLINE  IN  DIABETES:  A PRELIMINARY  STUDY 

Maurice  I.  Sasson,  M.D.,  New  York  City 
( From  the  Morrisania  City  Hospital) 


PRISCOLINE  hydrochloride  is  2-benzyl- 
imidazoline  hydrochloride,  a drug  with 
unusual  capacity  to  cause  a generalized  peripheral 
vasodilation.*'1-7  The  effectiveness  of  Prisco- 
line  as  a vasodilator  is  attributed  to  a dual 
mechanism:  (1)  its  sympatholytic  and  adreno- 
lytic actions  (causing  a block  of  sympathetic 
vascular  receptors),  and  (2)  a histamine-like 
action  exerted  directly  on  small  blood  vessels.1-6 
Because  of  its  high  potency  as  a vasodilator,  the 
drug  has  found  extensive  applications  in  the 
treatment  of  peripheral  vascular  diseases,  espe- 
cially those  characterized  by  vascular  spasm.1-6 

In  diabetes,  Priscoline  relieves  pain  in  the 
extremities  by  increasing  peripheral  circulation, 
an  effect  of  value  also  in  prevention  or  treatment 
of  infection.  Of  even  greater  interest  is  the  re- 
ported reduction  of  hyperglycemia  in  diabetic 
patients  during  their  treatment  with  Prisco- 
line.8-10 Occasionally,  hypoglycemia  may  re- 
sult.9 Thus  far,  this  effect  on  the  blood  sugar  has 
been  little  studied,  having  been  noted  as  an  inci- 
dental finding  in  only  a few  instances.  Obviously, 
further  investigation  of  such  a tendency  of  any 
drug  to  reduce  hyperglycemia,  if  only  in  a small 
percentage  of  diabetic  patients,  is  justified. 

The  purpose  of  the  present  preliminary  study 
was  to  attempt  to  obtain  more  information  con- 
cerning the  possible  effects  of  Priscoline  on  fasting 
blood  sugar  and  also  on  the  glycosuria  of  diabetes 
mellitus. 

Subjects  and  Methods  of  Study 

The  subjects  of  this  study  were  25  diabetic 
patients  from  the  Outpatient  Department  of  the 
Morrisania  City  Hospital  Diabetic  Clinic  and 
constituted  a cross  section  of  the  cases  encoun- 
tered in  the  Clinic.  The  group  comprised  the 
first  25  diabetic  patients  presenting  themselves  at 
the  Clinic  as  the  investigation  was  being  started. 
The  known  duration  of  the  disease  was  ten  to 
twenty-five  years  in  12  patients,  five  to  ten  years 
in  five  patients,  and  six  months  to  five  years  in 
the  remaining  eight  patients.  Of  the  patients 
who  had  had  the  disease  ten  to  twenty-five  years, 
three  had  diabetic  retinitis  with  marked  impair- 
ment of  vision.  Various  other  complications 
were  noted  in  ten  other  patients : ulcers  of  toes  or 
legs,  carbuncles,  cystitis,  vulvitis,  etc.  No 
significant  complications  were  found  in  the  re- 
maining 12  patients. 

* Priscoline  was  supplied  by  Ciba  Pharmaceutical  Prod- 
ucts, Inc.,  Summit  New  Jersey. 


In  each  case,  the  fasting  blood  sugar  level  was 
determined  just  before  Priscoline  was  given  and  at 
intervals  during  the  period  of  its  administration, 
the  determinations  being  made  once  a week  for 
the  first  four  weeks,  then  once  every  two  weeks. 
A final  determination  of  fasting  blood  sugar 
levels  was  made  twelve  weeks  after  withdrawal  of 
Priscoline.  Estimates  of  urine  sugar  (in  twenty- 
four-hour  urine  specimens)  were  also  obtained 
before  Priscoline  was  given,  and  at  certain  inter- 
vals during  and  after  the  period  of  drug  adminis- 
tration (Fig.  1A,  B,  and  C).* 

During  the  administration  of  Priscoline  the 
insulin  dosage  was  not  changed  unless  a reduction 
was  found  necessary.  Patients  not  taking  insu- 
lin at  the  beginning  of  the  study  were  maintained 
on  the  same  dietary  regimen,  no  insulin  being 
given  at  any  time  during  the  investigation. 
Routine  measurements  of  blood  pressure  and 
basal  metabolic  rate  were  made,  and  electro- 
cardiograms and  complete  blood  cell  counts  were 
taken  in  some  of  the  subjects.  Subjective  and 
objective  side-effects  of  the  drug  were  noted  in  all 
of  the  patients. 

Priscoline  Dosage.- — In  this  series,  only  the  oral 
preparation  of  Priscoline  was  given.  Each  tablet 
contained  25  mg.  of  the  drug.  To  minimize  pos- 
sible side-effects,  a schedule  of  graduated  increase 
of  dose  was  followed.  In  accordance  with  this 
schedule,  one  tablet  was  given  after  each  meal  for 
the  first  seven  days.  The  dosage  was  then  in- 
creased by  giving  2 tablets  3 times  a day  for  an 
additional  seven  days.  If  no  side-effects  oc- 
curred, the  dosage  was  increased  to  3 tablets  3 
times  a day;  a further  increase  was  made  to  4 tab- 
lets 3 times  a day.  Ultimately,  4 tablets  were 
given  every  four  hours  (150  to  600  mg.  everyday). 
Thus,  the  maximum  dosage  was  dependent  upon 
the  side-reaction  observed  in  the  individual  pa- 
tient. 

Results 

Effects  on  Fasting  Blood  Sugar  Level. — Under 
the  conditions  of  this  preliminary  study,  the 
administration  of  Priscoline  was  found  to  be  fol- 
lowed by  diverse  changes  in  the  fasting  blood 
sugar  level  of  diabetic  patients,  as  follows: 

(1)  No  significant  change  in  fasting  blood 
sugar  concentration  was  noted  in  ten  (40  per  cent) 
of  the  patients  treated  with  Priscoline. 

* Estimates  of  urine  sugar  were  obtained  by  use  of  Bene- 
dict’s qualitative  solution,  the  color  changes  of  which  afforded 
rough  quantitative  information. 
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Fig.  1.  Results  of  color  tests  for  urine  sugar,  using  Benedict's  qualitative  solution. 


(2)  In  two  cases  (8  per  cent)  a delayed  but 
marked  rise  in  fasting  blood  sugar  level  occurred. 
The  high  level  was  sustained  for  a prolonged 
period  after  Priscoline  withdrawal. 

(3)  • In  one  case  (4  per  cent)  no  change  in  fast- 
ing blood  sugar  level  was  observed  during  the 
early  phase  of  Priscoline  administration.  After 
six  weeks  of  drug  administration,  however,  so 
sharp  a decline  in  fasting  blood  sugar  concentra- 
tion occurred  that  hypoglycemic  shock  ensued, 
and  it  was  necessary  to  administer  glucose  by 
vein.  Priscoline  withdrawal  was  followed  by  a 
rise  of  fasting  blood  sugar  to  the  pretreatment 
level.  This  patient  had  been  taking  only  10 
units  of  protamine  zinc  insulin  daily. 

(4)  In  five  other  cases  (20  per  cent)  a gradual 
reduction  of  the  fasting  blood  sugar  concentration 
during  the  early  phase  of  Priscoline  administra- 
tion was  followed  (as  the  drug  was  continued) 
by  a gradual  rise  to  the  pretreatment  level. 
When  Priscoline  was  withdrawn,  no  further 
change  occurred. 

(5)  During  Priscoline  administration  to  one 
patient,  a marked  early  rise  in  fasting  blood  sugar 
concentration  was  followed  by  a fall  to  the  pre- 
treatment level.  After  discontinuance  of  Prisco- 
line treatment,  the  fasting  blood  sugar  concen- 
tration rose  sharply,  well  above  the  “pre-Prisco- 
line”  value. 

(6)  A gradual  fall  in  the  fasting  blood  sugar 
level  was  observed  in  five  patients  (20  per  cent)  of 
the  series.  This  reduction  was  well  maintained 
during  the  remaining  period  of  drug  administra- 
tion. In  two  of  these  patients  the  insulin  re- 
quirement was  reduced  during  the  period  of 
Priscoline  treatment.  In  another  patient,  it  was 
eventually  found  possible  to  discontinue  com- 
pletely the  use  of  insulin  as  long  as  Priscoline  was 
administered.  At  the  beginning  of  the  present 


study  this  patient  was  taking  20  units  of  prota- 
mine zinc  insulin  a day.  In  another  patient  in* 
this  group  a hypoglycemic  episode  occurred,  the 
patient  taking  22  units  of  protamine  zinc  insulin 
at  the  start  of  the  study.  In  all  five  cases,  how- 
ever, withdrawal  of  Priscoline  was  followed  by  a 
return  of  the  fasting  blood  sugar  to  the  pretreat- 
ment level.  In  one  of  these  patients  in  this 
group,  a hypoglycemic  episode  occurred  during 
the  period  of  Priscoline  administration. 

(7)  In  one  case,  the  institution  of  Priscoline 
administration  was  promptly  followed  by  a 
marked  and  sustained  increase  in  fasting  blood 
sugar.  Several  weeks  after  Priscoline  was  dis- 
continued, the  fasting  blood  sugar  decreased. 

From  these  results  it  can  be  seen  that  40  per 
cent  (10  cases)  showed  no  significant  change,  36 
per  cent  (9  cases)  showed  a varying  change,  4 per 
cent  (1  case)  showed  a rise  in  blood  sugar  concen- 
tration, and  20  per  cent  (5  cases)  showed  a de- 
crease (Fig.  2). 

Reduction  of  Glycosuria  After  Priscoline. — In 
view  of  the  diverse  changes  in  fasting  blood  glu- 
cose during  Priscoline  administration  to  diabetic 
patients,  the  reduction  of  glycosuria  by  Priscoline 
in  the  majority  of  cases  is  remarkable.  Figure  1 
comprises  graphs  of  the  findings  in  the  twenty- 
four-hour  qualitative  urine  tests.  Figure  1A 
shows  the  results  of  the  test  before  Priscoline 
administration.  Whereas  only  20  per  cent  of  the 
25  patients  with  diabetes  manifested  a significant 
lowering  of  their  hyperglycemia  during  Priscoline 
treatment  (Fig.  2),  64  per  cent  of  cases  showed  a 
striking  and  sustained  reduction  in  the  concen- 
tration of  glucose  in  the  twenty-four-hour  urine 
specimens  (Fig.  IB).  Three  months  after  dis- 
continuance of  Priscoline  administration,  13  of 
the  25  patients  (52  per  cent)  showed  either  a mere 
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Fig.  2.  Graph  showing  blood  sugar  changes  occur- 
ring during  period  of  Priscoline  administration. 


trace  or  no  sugar  in  the  urine,  despite  abnormally 
high  blood  sugar  levels  (Fig.  1C). 

Effects  of  Priscoline  in  Diabetic  Retinitis. — 
Striking  improvement  in  vision  was  noted  follow- 
ing Priscoline  administration  to  the  three  patients 
with  advanced  diabetic  retinitis  and  marked 
impairment  of  vision.  Before  receiving  Prisco- 
line two  of  these  patients  had  not  been  able  to  see 
the  examiner’s  face  clearly;  while  receiving  the 
drug,  their  visual  acuity  increased  to  such  a de- 
gree as  to  permit  them  to  read  large  type.  This 
improvement  regressed  when  therapy  was  discon- 
tinued. 

Feeling  of  Well-Being  Induced  by  Priscoline. — 
It  is  noteworthy  that,  while  receiving  Priscoline, 
most  of  the  patients  experienced  a feeling  of  well- 
being which  they  attributed  to  effects  of  the  drug. 

Side-Effects. — During  the  first  day  or  two  of 
Priscoline  administration,  most  of  the  patients 
experienced  in  varying  degree  one  or  more  of  the 
following  side-effects  of  the  drug:  weakness, 
dizziness,  headache,  tingling  in  extremities, 
tachycardia,  nausea,  and  diarrhea. 

Such  effects,  however,  were  neither  severe  nor 
prolonged,  and  generally  followed  only  the  first 
few  doses  of  the  drug,  most  patients  not  manifest- 
ing them  after  the  second  or  third  day  of  treat- 
ment. When  administration  of  the  drug  was 
temporarily  discontinued  and  then  resumed, 


these  side-effects  did  not  again  appear.  Each  of 
two  patients  experienced  a single  hypoglycemic 
episode  (hypoglycemic  shock).  Both  of  the 
patients  had  a low  insulin  requirement. 

No  significant  effects  were  observed  on  blood 
pressure,  electrocardiogram,  basal  metabolic  rate, 
or  complete  blood  cell  count. 

Comment 

The  present  findings  indicate  that  the  con- 
tinued administration  of  Priscoline  hydrochloride 
induces  a gradual  and  prolonged  reduction  in 
fasting  blood  sugar  concentration  in  at  least  a 
certain  percentage  of  diabetic  patients  (20  per 
cent  of  this  series  of  25  cases).  Further,  in  a few 
cases  Priscoline  treatment  is  followed  by  a de- 
crease in  the  insulin  requirement.  Upon  cessa- 
tion of  Priscoline  administration,  however,  the 
fasting  blood  sugar  eventually  rises  to  pretreat- 
ment levels.  It  is  conceivable  that  improvement 
in  peripheral  and  possibly  also  visceral  circulation 
by  Priscoline  may  favorably  influence  carbohy- 
drate metabolism.  Another  possibility  may  be 
the  enhancement  of  the  capacity  of  the  remnant 
islets  of  Langerhans  to  produce  insulin.  It  may 
also  be  suggested  that  absorption  of  digested 
carbohydrate  may  be  retarded.  Nevertheless, 
the  factors  involved  in  such  possible  effects  of 
Priscoline  are  at  present  quite  obscure. 

The  problem  is  complicated  by  the  finding 
that,  in  other  cases,  a rise  in  fasting  blood  sugar 
concentration  has  been  noted  during  a course  of 
Priscoline  treatment.  In  one  patient,  no  change 
in  fasting  blood  sugar  was  noted.  The  other 
patients  showed  varying  changes. 

Even  more  interesting  is  a second  problem  set 
forth  by  the  present  findings:  Whereas  no  pro- 
longed decrease  in  fasting  blood  sugar  concentra- 
tion occurs  in  many  patients  given  Priscoline,  the 
same  patients,  as  well  as  those  whose  fasting 
blood  sugar  concentration  decreased,  may  show  a 
remarkable  decrease  in  urine  sugar.  This  de- 
crease, moreover,  is  prolonged  three  to  five 
months  after  cessation  of  Priscoline  administra- 
tion. Priscoline  apparently  raises  the  renal 
threshold  for  glucose  in  most  diabetic  patients. 

A third  problem,  having  conspicuous  clinical 
implications,  has  also  been  presented  by  the  sur- 
prising improvement  of  vision  in  the  patients 
with  advanced  diabetic  retinitis.  Possibly,  in- 
creased circulation  through  the  arterioles,  capil- 
laries, and  venules  promotes  resorption  of  accumu- 
lated exudates,  so  that  considerable  clearing  of 
the  retina  results.  A reduction  in  the  caliber  of 
the  arterioles  and  venous  engorgement  especially 
in  association  with  hypertension  are  frequently 
encountered  in  diabetic  retinitis.11 

It  is  recognized,  of  course,  that  in  diabetes  and 
diabetic  retinitis  remissions  as  well  as  exacerba- 
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tions  are  of  frequent  occurrence.  Nevertheless, 
the  findings  in  this  preliminary  study  would 
appear  to  indicate  strongly  that  additional  infor- 
mation on  the  remarkable  effects  of  Priscoline  in 
diabetes  and  diabetic  retinitis  should  have  con- 
siderable clinical  value. 

Summary 

1.  Administration  of  Priscoline  to  25  diabetic 
patients  caused  no  significant  change  in  fasting 
blood  sugar  in  40  per  cent  (10  patients).  Five 
patients  showed  a decrease  in  fasting  blood  sugar. 
Hypoglycemic  episodes  occurred  in  only  two 
patients,  upon  a single  occasion  in  each  case; 
these  two  patients  were  receiving  small  amounts 
of  insulin  (10  and  20  units,  respectively,  of  pro- 
tamine zinc  insulin).  In  one  patient,  a rise  in 
fasting  blood  sugar  was  noted  after  administra- 
tion of  Priscoline.  In  the  other  patients,  36  per 
cent  of  the  series,  variable  changes  in  fasting 
blood  sugar  concentration  occurred,  i.e.,  minor 
increases  and  decreases  at  various  times  during 
the  period  of  administration  of  the  drug.  With- 
drawal of  Priscoline  was  followed  by  a return  of  the 
fasting  blood  sugar  concentration  to  the  “pre- 
Priscoline”  value. 

2.  The  urine  of  most  of  the  patients  became 
free  or  almost  free  of  sugar  within  the  first  week  of 
Priscoline  administration,  and  remained  so  during 
the  entire  study.  In  fact,  this  striking  reduction 
in  glycosuria  persisted  in  13  of  25  patients  for 
three  to  five  months  after  discontinuance  of 
Priscoline  administration. 

3.  An  impressively  beneficial  effect  of  Prisco- 
line was  noted  in  the  three  diabetic  patients  with 
retinitis  and  marked  impairment  of  vision.  The 
vision  cleared  sufficiently  for  these  patients  to  be 
enabled  to  read  large  print. 

4.  In  most  of  the  patients,  Priscoline  adminis- 
tration induced  a sense  of  well-being. 


5.  No  significant  changes  in  blood  pressure, 
electrocardiogram,  basal  metabolic  rate,  or  blood 
picture  were  observed  during  Priscoline  adminis- 
tration. 


Conclusions 

1 . The  effect  of  Priscoline  on  the  fasting  blood 
sugar  concentration  of  diabetic  patients  is  not 
predictable.  In  a considerable  percentage  of 
cases,  no  significant  effect  is  to  be  expected. 
Reduction  of  the  fasting  blood  sugar  may  occur 
in  a few  cases  (5  to  25  patients  in  the  present 
series) . Hypoglycemia  during  prolonged  adminis- 
tration of  Priscoline  is  rare,  and  Priscoline  may 
safely  be  given  to  diabetic  patients  receiving 
either  moderate  or  large  amounts  of  insulin. 

2.  Improvement  of  vision  in  three  diabetic 
patients  with  retinitis  would  appear  especially 
encouraging. 

3.  Further  investigation  of  the  effects  of 
Priscoline  in  diabetic  patients  would  seem  war- 
ranted by  the  findings  in  this  investigation. 
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THE  TREATMENT  OF  VARIOUS  INFECTIONS  WITH  TERRAMYCIN 


This  is  a report  on  the  use  of  terramycin  for  vari- 
ous infections  in  71  patients.  Bacterial  infections 
included  pneumococcic,  streptococcic,  and  gono- 
coccic, as  well  as  infections  caused  by  gram-negative 
rods  and  others.  Viral  infections  included  measles, 
mumps,  herpes  zoster,  lymphocytic  choriomeningi- 
tis, infectious  mononucleosis,  and  chickenpox. 
Other  infections  treated  were  pharyngitis,  diarrhea, 
tracheobronchitis,  and  the  Stevens- Johnson  syn- 
drome. Terramycin  was  effective  in  pneumococcic 
pneumonia,  streptococcic  sore  throat,  scarlet  fever, 
and  streptococcic  pneumonia,  gonorrhea,  Shigella 
dysentery,  and  certain  urinary  tract  infections.  In 
mumps  and  measles  it  apparently  had  no  effect. 
Further  investigations  will  be  required  to  determine 


the  usefulness  of  terramycin  in  the  other  diseases. 
Although  about  a quarter  of  the  total  number  of 
patients  complained  of  gastrointestinal  symptoms, 
these  were  severe  enough  to  require  stoppage  of 
therapy  in  only  seven.  Transient  vertigo  was  re- 
ported by  only  one  person. 

Gastrointestinal  symptoms  were  usually  con- 
trolled with  aluminum  hydroxide  gel  and  tincture  of 
belladonna  before  each  dose  of  terramycin.  One 
patient  complained  of  dizziness,  developing  nausea 
and  vomiting  after  four  days  on  1 Gm.  terramycin 
at  four-hour  intervals.  Usually  all  symptoms  re- 
ported appeared  after  three  to  five  days  of  therapy. — 
Eston  R.  Caldwell,  Jr.,  M.D.,  et  al.  in  Journal  of 
Laboratory  and  Clinical  Medicine,  November,  1950 . 


Case  Reports 


MYXOMA  OF  MAXILLARY  SINUS 

Samuel  D.  Greenfield,  M.D.,  and  Orel  Friedman,  M.D.,  Brooklyn,  New  York 


( From,  the  Brooklyn  Eye  and  Ear  Hospital) 


npHE  group  of  tumors  classified  as  myxomas  were 
■*"  reviewed  by  Stout  in  1948. 1 He  found  143  cases 
in  all  locations  (exclusive  of  myxomas  of  the  heart) 
and  five  cases  involving  the  nares  and  sinuses. 

Stout  describes  a myxoma  as  a tumor  of  mesen- 
chymal origin  which  reproduces  with  some  degree  of 
accuracy  the  appearance  of  primitive  mesenchyme.1 
It  is  made  up  of  a loose  textured,  slimy  tissue  com- 
posed of  stellate  cells  set  in  a stroma  of  exceedingly 
delicate  reticulum  fibers  and  a mucoid  substance 
which  is  probably  hyaluronic  acid.  Rarely,  portions 
of  it  may  become  denser  and  resemble  fibrosarcoma, 
but  no  other  metaplastic  changes  occur.  The  tumor 
generally  infiltrates  surrounding  tissues  to  some  de- 
gree. It  is  found  equally  in  both  sexes  at  all  ages 
and  in  many  tissues  but  most  frequently  in  the 
heart,  the  skin  and  soft  parts,  the  bones,  and  the 
genitourinary  system.  The  tumors  grow  at  differ- 
ent rates  of  speed,  but  usually  there  are  long  periods 
of  inactivity  which  may  precede  or  follow  shorter 
periods  of  rapid  growth.  Metastases  have  never 
been  reported  except  from  myxoma  of  the  heart,  and 
it  was  possible  that  this  was  not  a simple  myxoma. 
In  any  event,  the  possibility  of  metastases  does  not 
have  to  be  considered  in  treatment.  Since  the 
tumors  infiltrate,  close  excision  has  frequently  been 
followed  by  recurrence. 

The  following  is  a report  of  a case  of  myxoma  of 
the  left  maxillary  sinus. 

Case  Report 

K.  L.,  a two-year-old  white  male,  was  admitted  to 
the  Brooklyn  Eye  and  Ear  Hospital  on  September 
26,  1949,  with  a history  of  a painless  swelling  of  the 
left  cheek  of  four  months  duration.  During  this 
time  the  swelling  had  gradually  become  larger.  The 
remainder  of  the  history  was  negative. 

Physical  examination  revealed  a well-developed 
well-nourished  boy  with  a definite  asymmetry  of  the 
face  which  was  due  to  a prominence  of  the  left 
cheek.  The  mass,  which  was  smooth  and  hard,  ex- 
tended from  the  inner  canthus  of  the  eye  to  beneath 
the  upper  lip.  Intranasal  examination  revealed  that 
the  left  lateral  nasal  wall  was  bulging  toward  the 
septum.  The  nasal  mucous  membrane  appeared 
normal,  and  no  discharge  was  seen.  The  tonsils 
were  moderately  hypertrophied,  and  adenoid  tissue 
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Fig.  1.  The  loose,  myxomatous  structure  of  the 
tumor  is  shown.  Tumor  cells  are  spindle-shaped 
and  occasionally  stellate  and  are  separated  by 
abundant  faintljr  blue-staining  intercellular  sub- 
stance. In  some  fields  (A)  a vague  parallel  arrange- 
ment of  cells  and  fibers  is  seen.  In  (B)  there  is  a 
whorled  arrangement.  The  cells  are  not  particu- 
larly anaplastic,  and  there  are  but  few  mitotic 
figures.  (Pathology  was  done  by  J.  Arnold  de  Veer, 
M.D.) 


Presented  at  a meeting  of  the  Section  on  Laryngology, 
Rhinology  and  Otology  of  the  Medical  Society  of  the  County 
of  Kings  and  the  Academy  of  Medicine  of  Brooklyn  on  Janu- 
ary 11,  1950. 


was  found  in  the  nasopharynx.  The  remainder  of 
the  examination  was  normal.  Laboratory  findings 
were  as  follows:  The  urine  was  normal;  hemoglobin 
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loosely  with  black  silk  sutures.  The  patient  was  dis- 
charged from  the  hospital  on  October  13  after  an 
uneventful  postoperative  course. 

Microscopic  examination  of  the  tissue  removed 
at  operation  revealed  the  following:  The  tissue  is 
chiefly  tumor  composed  of  loose  jelly-like  myxoma- 
tous tissue  (Figs.  1 and  2).  It  is  not  very  cellular,  and 
the  cells  do  not  present  an  anaplastic  appearance.  A 
rather  sharp  transition  from  tumor  tissue  to  normal 
structure  is  seen  at  many  points,  but  no  encapsula- 
tion is  seen.  No  bone  formation  is  shown.  The 
diagnosis  is  myxoma  of  mucosa  of  antrum. 

This  patient  was  last  examined  on  January  9, 
1950  (three  months  postoperatively)  at  which  time 
the  operative  incision  was  well-healed.  His  general 
health  was  good,  and  his  facial  contour  was  much 
more  symmetric  than  it  was  previous  to  the  opera- 
tion. Only  a slight  prominence  of  the  left  cheek  re- 
mained. 


Fig.  2.  This  view  of  the  tumor  shows  one  of  the 
more  fibrous  areas  where  there  is  spindle  cell  struc- 
ture with  lightly  collagenous  matrix. 


87  per  cent,  red  blood  cells  5,090,000,  white  blood 
cells  11,350  with  a differential  count  of  32  neutro- 
phils, 57  lymphocytes,  2 monocytes,  3 eosinophils,  4 
transitional  cells,  and  2 mast  cells.  The  Kahn  test 
was  negative.  X-ray  examination  of  the  sinuses  re- 
vealed increased  density  of  the  left  antrum.  A 
dental  consultant  found  no  dental  pathology. 

A diagnosis  of  neoplasm  of  the  left  maxillary  sinus 
was  made,  and  exploration  of  this  sinus  was  carried 
out  on  October  5, 1949.  The  sublabial  approach  was 
used  with  the  patient  under  general  anesthesia.  A 
small  dehiscence  in  the  bone  of  the  canine  fossa  was 
found  which  appeared  to  be  due  to  pressure  erosion. 
This  opening  was  enlarged,  and  the  antrum  was 
found  to  be  completely  filled  with  a grayish- white, 
soft  mass  which  could  be  removed  from  the  bone 
with  ease,  even  though  the  mass  was  not  encap- 
sulated. The  tissue  was  not  very  vascular  and 
bleeding  was  slight  despite  the  fact  that  the  tissue 
was  removed  piecemeal.  All  visible  tissue  was  care- 
fully and  completely  removed  from  the  sinus.  Ex- 
cept for  the  opening  in  the  canine  fossa,  all  the  walls 
of  the  sinus  were  intact.  Pressure  by  the  tumor  mass 
had  increased  the  size  of  the  antral  cavity  to  that  of  a 
well-developed  adult  antrum.  The  sinus  was  packed 
with  iodoform  gauze,  and  the  incision  was  closed 


Comment 

This  case  report  is  essentially  a preliminary  one, 
and  the  patient  will  have  a careful  follow-up  study. 
After  having  established  the  diagnosis  of  myxoma 
of  the  left  maxillary  sinus,  we  were  concerned  about 
the  adequacy  of  our  treatment.  At  operation  the 
tumor  was  found  to  be  confined  to  the  antrum,  and 
all  tumor  tissue  visible  to  the  naked  eye  was  re- 
moved. The  other  procedures  considered  were  (1) 
radiation  therapy  in  large  dosage  and  (2)  radical 
resection  of  the  maxilla.  The  former  was  not  carried 
out  because  of  the  inadvisability  of  using  large  doses 
of  radiation  therapy  in  a young  child,  especially 
when,  according  to  Stout,  its  use  has  generally  been 
either  entirely  or  partly  unsuccessful  in  myxoma. 
The  more  radical  surgical  procedures  are  being  re- 
served for  a possible  recurrence  of  the  tumor.  This 
is  justified  because  myxomas  recur  locally  and 
metastases  need  not  be  feared. 

Summary 

A case  report  of  myxoma  of  the  left  maxillary  sinus 
in  a two-year-old  male  is  presented.  This  case  is 
added  to  the  five  cases  of  myxoma  of  the  nares  and 
sinuses  previously  reported. 

169  New  York  Avenue 
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EMOTIONS  AGGRAVATE  HEART  DISEASE  AND  CAUSE  PSYCHOSOMATIC  HEART 
SYMPTOMS 


Emotions  can  aggravate  heart  disease  or  can 
cause  psychosomatic  symptoms  resembling  those  of 
true  heart  ailments,  thus  complicating  the  doctor’s 
job  of  diagnosis.  However,  Dr.  Mark  D.  Altschuler, 
assistant  professor  of  medicine  at  Harvard  Medical 
School,  states,  attempts  to  prove  that  specific 
diseases  are  associated  with  or  result  from  specific 
types  of  personality  arouse  skepticism  because  of  the 
lack  of  control  studies  and  the  limited  amount  of 


data  available.  The  lack  of  an  extensive  body  of 
scientific  information  on  this  subject  is  the  chief 
problem  plaguing  the  cardiovascular  specialist  who 
sees  daily  evidence  of  the  effects  of  emotion  on  his 
patients.  _ 

“Except  in  a small  minority  of  instances,”  Dr. 
Altschuler  says,  “there  is  no  indication  as  to  the 
mechanisms  which  result  in  the  appearance  of  each 
of  the  various  types  of  cardiovascular  change.” 


AN  UNUSUAL  CASE  OF  THALASSEMIA  MAJOR  IN  AN  ADULT 

John  F.  X.  Currin,  M.D.,  and  Bernard  Lieberman,  M.D.,  Brooklyn,  New  York 
( From  the  Department  of  Medicine,  Long  Island  College  Hospital) 


C^OOLEY’S  anemia  or  thalassemia  is  a disease  af- 
fecting primarily  the  Mediterranean  races.  It 
was  first  clearly  described  and  separated  from  Von 
Jaksch’s  anemia  by  Cooley  and  Lee  in  1925,  and  the 
characteristic  x-ray  findings  were  later  described  by 
Caffey.  It  was  not  until  1940  that  Wintrobe  el  al. 
recognized  the  mild  asymptomatic  form  of  the  dis- 
ease in  adolescents  and  adults.1  This  type  is  now 
known  as  thalassemia  minor.  The  defect  in  the  red 
blood  cell  in  this  disease  is  probably  inherited  as  a 
Mendelian  recessive  characteristic.  If  this  charac- 
teristic is  inherited  from  only  one  parent,  the  indi- 
vidual is  an  asymptomatic  thalassemia  minor.  If 
the  characteristic  is  inherited  from  both  parents,  the 
patient  demonstrates  the  signs  of  thalassemia 
major. 

Thalassemia  major  is  essentially  a disease  of  child- 
hood. It  is  characterized  by  pallor,  mongoloid 
facies,  palpable  liver  and  spleen,  and  often  a shotty 
lymphadenopathy.  The  blood  picture  shows  hypo- 
chromic microcytic  anemia.  The  red  blood  count 
usually  is  1,000,000  to  3,000,000.  The  cells  show 
aniscocytosis,  poikylocytosis,  and  target  forms. 
Nucleated  red  blood  cells  are  common.  The  re- 
ticulocyte count  is  elevated,  and  the  red  cells  have 
increased  resistance  to  hypotonic  saline.  X-rays  of 
the  hands  and  long  bones  show  widening  of  the  med- 
ulla and  thinning  of  the  cortices.  The  skull  shows 
thinning  of  the  tables  and  thickening  of  the  diploe. 
The  course  is  steadily  downhill  and  almost  always  re- 
sults in  death  before  the  age  of  puberty,  usually  due 
to  secondary  infection. 

Thalassemia  minor  on  the  other  hand  is  com- 
patible with  long  life.  The  people  with  this  disease 
show  many  of  the  characteristics  of  the  major  dis- 
ease, but,  while  the  smear  is  typical  of  the  thalas- 
semia, the  anemia  is  very  mild  and  the  red  count 
normal  or  even  increased  to  polycythemic  levels. 

A review  of  the  literature  reveals  few  individuals 
with  this  disease  surviving  past  puberty.  Many  of 
those  reported  as  thalassemia  major  were  cases  of 
thalassemia  minor  before  this  entity  was  clearly  es- 
tablished. Schieber  has  described  a patient  thirty 
years  of  age.2  He  was  a Bucharest  Jew  who  had  all 
the  stigmata  of  the  disease  including  x-ray  findings. 
The  hemoglobin  was  7.5  Gm.  and  the  red  blood 
count  3,000,000. 

Smith  has  reported  a nineteen-year-old  boy  whom 
he  has  watched  for  fifteen  years.3  The  hemoglobin 
ranged  from  6 to  8.5  Gm.,  and  his  red  blood  cells 
numbered  about  3,700,000.  He  was  asymptomatic 
and  had  not  required  blood  transfusions  for  a period 
of  twelve  years. 

Goldhamer  reported  atwenty-eight-year-old  female 
who  has  had  hemoglobins  ranging  from  5.5  to  7 Gm. 
and  red  blood  cells  from  2,100,000  to  3,600,000.4 
Despite  the  severity  of  the  anemia  she  has  had  eight 
pregnancies  and  three  miscarriages.  Five  of  the  par 


tient’s  children  and  blood  relatives  showed  blood 
findings  suspicious  of  thalassemia  minor. 

Other  cases  reported  appear  to  be  cases  of  the 
minor  trait  with  superimposed  complications.  The 
case  described  by  Hammond  and  Nuzum  was  asymp- 
tomatic all  her  life  and  pregnant  at  the  time  she  was 
studied.6  The  patient  reported  by  Read  was  re- 
covering from  malaria  at  the  time  he  was  studied.6 

Case  Report 

A twenty-one-year-old  white  woman  of  Italian 
parentage  entered  the  Long  Island  College  Hospital 
in  1933  at  the  age  of  six.  She  had  suffered  from 
jaundice  and  weakness  for  about  one  year,  during 
which  time  she  had  been  followed  in  the  outpatient 
department  where  she  had  received  numerous  trans- 
fusions for  anemia  and  where  a diagnosis  of  Cooley’s 
anemia  had  been  made.  Because  of  the  numerous 
transfusions  required  by  the  child,  it  was  felt  that 
splenectomy  was  indicated  and  might  prove  to  be  of 
value.  This  was  done  in  1933.  Following  the  opera- 
tion transfusions  were  still  mandatory,  and  neither 
the  patient  nor  her  family  could  recall  whether  or 
not  the  period  between  transfusions  was  increased. 

She  again  entered  the  hospital  in  1944  for  a re- 
evaluation  of  her  case  and  intensive  transfusion 
therapy.  Upon  discharge  from  the  hospital  in  1944, 
the  diagnosis  of  Cooley’s  anemia  was  re-established. 

The  patient  was  followed  in  the  outpatient  depart- 
ment until  her  third  admission  to  the  hospital  on 
January  9,  1950.  During  the  five  years  following 
the  second  admission  and  prior  to  the  third  admis- 
sion, the  patient  required  no  further  transfusions  and 
felt  well  despite  continuance  of  the  jaundice. 

Just  prior  to  the  third  admission  to  Long  Island 
College  Hospital  the  patient  stated  that  she  had 
been  seen  by  a private  physician  who  told  her  that 
her  “liver  was  enlarged.”  At  the  time  that  she  was 
seen  by  this  physician  she  had  a severe  episode  of 
nausea  and  vomiting,  epigastric  pain,  and  deepening 
of  her  jaundice.  A course  of  aureomycin  therapy  was 
instituted  by  the  outside  physician.  This  therapy 
lasted  one  week.  Two  days  before  admission  the 
pain  and  other  symptoms  had  subsided,  but  because 
of  the  persistence  of  liver  enlargement  the  patient 
entered  the  hosptial.  Further  questioning  estab- 
lished the  fact  that  similar  episodes  had  been  present 
for  two  years  prior  to  admission. 

The  physical  examination  of  the  patient  on  ad- 
mission revealed  a young  white  female  with  a yellow- 
ish-green tint  to  both  the  skin  and  sclerae.  The  only 
other  pathologic  findings  at  that  time  were  a grade 
II  systolic  bruit  over  the  entire  precordium,  a well- 
healed  left  subcostal  margin,  and  mild  right  upper 
quadrant  tenderness  with  voluntary  muscle  spasm. 
While  she  was  on  the  medical  ward,  the  icteric  tint 
of  the  skin  apparently  increased,  although  the  pa- 
tient felt  no  worse  than  she  had  on  admission. 

A smear  of  the  peripheral  blood  revealed  many 
nucleated  red  cells,  and  the  bone  marrow  studies 
were  not  remarkable  except  that  they  revealed  a 
marked  increase  in  nucleated  erythrocytes.  A red 
cell  fragility  test  revealed  the  patient’s  cells  to  be 
more  stable  than  those  drawn  from  a healthy  normal 
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Fig.  1.  The  skull  shows  a granular  appearance 
characteristic  of  this  disease.  The  inner  and  outer 
tables  are  thin  and  the  diploe  widened.  There  is  a 
tendency  to  a “hair-on-end”  appearance. 
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Fig.  2.  A six-foot  plate  of  the  chest.  The 
heart  is  of  normal  size.  Note  thinning  of  the  cortex 
of  the  ribs  and  widening  of  the  marrow  cavities. 


female  of  the  same  race  and  age.  The  Marchiafava- 
Micheli  and  Donath-Landsteiner  and  Coombs 
tests  were  negative.  The  complete  chemistries  are 
shown  in  Table  I. 

Examination  of  the  urine  revealed  it  to  be  almost 
black  in  color,  but  bile  determinations  were  con- 
sistently only  1 or  2 plus  and  the  urine  urobilinogen 
was  present  in  normal  amounts.  There  were  no 
other  abnormal  constituents  found  which  could  ac- 
count for  the  color. 

Ttoentgenographic  studies  of  bones  and  par- 
ticularly of  the  skull  revealed  the  type  of  medullary 
hyperplasia  consistent  with  a diagnosis  of  Cooley’s 
anemia  (Figs.  1 and  2).  A flat  film  of  the  abdomen 
revealed  a laminated  calcification  in  the  region  of  the 


s-iajsg- 

IOJ31B9|OtJQ 


|OJ8;S8IOqQ 


u!inq°io 


uunnqiy 


uisiojj  unox 


B9JJ1 


ua3oj)if^  ti9J Q 


JBSng 


('"iO) 

aiqo|3oraajj 


®IP0  P00I9 


(booiuiw) 

sqaQ  pooig  pay 


a^a 


. <N  . CN  rf 
‘ Tf  " T*  CO 


. (M  . © CO 


N b- 

• 00  ■ 00 


. 00  © 
'©© 


. © © 
' co  eo 


5*  R R R R 
© .o  ,o 

. . rrt  . rvi  . . 00  ,*s  00  »0  . 00  00 

: : -S  •”  • • ■«  ■ • 

S 1§£ 

o cj  a a o o 

£ V ^ w £ £ 

©©©©©©  .©©-^©‘S'tj'tj^’tt’tJ1^1^ 
00©©©©©  '©©  o®*  O oN  O O®(0 

■S  S’S'S 

§=o?  SggoSSoo 
$o~  .CioiiO") 
.....  .qoo’S  ;§  5 S«®, 

C© ©CO^  lOp2J>V©>VpVCC^- 

*-1  ^ 3 I o oH  o oH" 

-si  l-R-C 

3 | $ 3S 

O Q o « o o 

00  © ©©  W ° © ,~  co© 

*«*•••  -eo  oieo©©  ^OOroOO©^ 
© •.£•©©  •©©  • • 


May  15,  1951] 


THALASSEMIA  MAJOR  IN  AN  ADULT 


1323 


Fig.  3.  Flat  plate  of  the  abdomen.  Note  the 
laminated  stone  in  the  right  upper  quadrant.  Also 
there  is  loss  of  the  normal  bone  density  of  the 
spine  and  pelvis  suggesting  longstanding  anemia. 

gallbladder  (Fig.  3).  It  was  felt  that,  in  view  of  this 
finding  and  the  increasing  jaundice,  there  was 
common  duct  obstruction  and  that  surgical  inter- 
vention should  be  attempted.  The  patient  was  trans- 
ferred to  the  Surgical  Service  on  February  2,  1950. 

On  the  evening  of  transfer,  while  on  the  surgical 
ward,  the  patient  experienced  sudden  sharp  pain  in 
the  right  upper  quadrant  and  vomited  several  times. 
The  icterus  index  done  at  that  time  revealed  a rise 
to  61  as  against  an  index  of  45  reported  on  January 
30. 

On  February  11,  the  patient  was  taken  to  the 
operating  room  where  a cholecystectomy  and  com- 
mon duct  exploration  were  carried  out  under  cyclo- 
propane-ether-curare anesthesia.  The  operation  re- 


vealed  a large  granular  appearing  liver  which  was 
greenish-gray  in  color.  The  gallbladder  was  exposed 
and  opened,  allowing  clear  yellow  bile  and  several 
small  black  bilirubin  stones  to  escape.  The  common 
and  hepatic  ducts  were  explored,  and  approximately 
35  such  stones  were  removed. 

Postoperatively  the  patient  did  well  except  for 
severe  anemia  which  required  several  transfusions 
and  a rise  in  temperature  which  responded  well  to 
antibiotics.  On  March  1,  the  patient  was  trans- 
ferred to  the  Medical  Service  for  medical  manage- 
ment of  the  biliary  cirrhosis.  This  consisted  of  a 
high-protein,  high-carbohydrate  diet,  added  vita- 
mins, and  choline  and  methionine. 

The  icterus  index  fell  from  66  preoperatively  to  13 
postoperatively.  The  patient’s  course  while  on  the 
medical  ward  was  asymptomatic,  and  she  was  dis- 
charged to  the  outpatient  department  on  March 
4. 

Comment 

This  patient  reveals  several  interesting  facts.  The 
extent  of  the  anemia  is  such  as  to  preclude  a diagnosis 
of  thalassemia  minor.  She  has  been  practically 
asymptomatic  all  her  life  and  has  not  required  blood 
transfusions  since  1944,  apparently  being  well  ad- 
justed to  a low  level  of  hemoglobin.  She  appears  to 
have  had  persistently  the  lowest  level  of  hemoglobin 
and  red  blood  cells  yet  reported  in  a patient  sur- 
viving to  adult  life. 

A second  point  of  interest  was  the  extent  of  her 
biliary  pathology  at  a young  age.  This  should  of 
course  be  expected  in  patients  with  this  disease  be- 
cause of  the  persistently  elevated  serum  bilirubin  as 
a result  of  which  they  form  calcium  bilirubinate 
stones  very  easily.  This  should  represent  a major 
complication  in  these  people.  However,  in  none  of 
the  patients  described  previously  has  it  been  noted. 

Summary 

A patient  with  thalassemia  major  living  to  the  age 
of  twenty-two  is  reported.  The  patient  had  shown 
the  greatest  anemia  of  any  adult  cases  recorded  to 
date.  In  addition,  it  is  the  first  case  in  which 
cholelithiasis  and  common  duct  obstruction  has  been 
demonstrated. 
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ATLANTIC  CITY,  NEW  JERSEY,  WILL  BE  HEADQUARTERS  FOR 
THE  AMERICAN  MEDICAL  SOCIETY  CONVENTION  FROM 
JUNE  11  TO  15,  1951. 


Q FEVER 

Irving  Innerfield,  M.D.,  Nyack,  New  York,  and  David  Selman,  M.D.,  Spring  Valley, 
New  York 

(From  the  Departments  of  Medicine  of  Nyack  Hospital  and  the  New  York  Medical  College) 


'T'HIS  communication,  based  upon  the  recognition 

of  two  proved  cases,  constitutes  the  first  report 
of  Q fever,  to  emanate  from  the  State  of  New  York. 
Since  Q fever  is  characterized  by  cough,  high  fever, 
headache,  and  malaise,  it  is  often  misdiagnosed  as  in- 
fluenza or  atypical  pneumonia.  Although  the 
causative  agent  of  Q fever,  Coxiella  burneti,  has  been 
known  and  studied  since  1937,  this  disease,  until 
recently,  was  looked  upon  as  little  more  than  a 
medical  curiosity  of  importance  to  certain  communi- 
ties in  Australia.  Since  1945,  however,  Q fever  and 
its  causative  organism  have  been  found  on  an  ever- 
increasing  scale  in  seven  separate  countries.  Since 
the  spring  of  1946  the  disease  has  been  found  in 
Texas,  Illinois,  Montana,  Arizona,  California,  and 
Pennsylvania. 1-7  In  California  the  disease  has  been 
found  in  16  counties  in  a period  of  one  year.  In  Los 
Angeles  County,  where  Q fever  appears  to  be  en- 
demic, more  than  300  cases  and  three  deaths  have 
been  reported.  In  1946,  two  explosive  outbreaks  of 
Q fever  occurred  among  stockyard  and  abattoir 
workers  in  Amarillo,  Texas,  and  Chicago,  Illinois. 

The  epidemiologic  studies  of  the  Amarillo  out- 
break suggested  that  a single  shipment  of  white- 
faced heifers  was  responsible  for  the  human  infec- 
tion, whereas  sheep  or  calves  were  incriminated  as 
the  probable  sources  of  infection  in  the  Chicago  out- 
break. A search  for  serum  antibodies  against  Q 
fever  at  Fort  Worth,  Texas,  in  1948  revealed  that  8 
per  cent  of  1,238  workers  were  positive  for  Q fever.8 

The  first  evidence  that  Q fever  was  endemic  in  this 
country  was  introduced  in  the  spring  of  1947  when 
Young  discovered  several  cases  in  Los  Angeles 
County,  California.4  Fifteen  of  these  cases  gave 
histories  of  exposure  to  cows,  either  by  proximity  or 
occasional  visits  to  dairies.  Cows  in  some  of  these 
dairies  were  found  to  possess  serum  antibodies  for  Q 
fever,  as  did  one  half  of  the  20  dairy  workers  who 
were  tested. 

The  cases  which  we  are  reporting  at  this  time 
occurred  among  employes  of  an  animal  disposal 
unit  of  a pharmaceutical  plant  located  25  miles  from 
New  York  City.  As  far  as  can  be  determined,  no 
naturally  acquired  infection  of  Q fever  has  hereto- 
fore been  reported  in  or  near  New  York  City. 

Case  Reports 

Case  1. — D.  S.  was  a fifty-five-year-old  white 
male  employed  in  an  animal  disposal  unit  of  a phar- 
maceutical plant.  No  history  of  contact  with 
possibly  infectious  material  could  be  elicited. 
He  had  suddenly  become  ill  April  18,  1950,  with 
fever  and  chills,  severe  generalized  headaches,  nau- 
sea and  vomiting,  a nonproductive  cough,  and  sharp 
pleuritic  pain  in  the  right  lower  chest.  No  hemopty- 
sis or  dyspnea  was  experienced.  He  had  noted 
drenching  sweats  on  the  day  following  the  onset  of 
his  fever.  He  was  admitted  to  the  medical  ward 
of  the  Nyack  Hospital  April  21,  1950. 


Fig.  1.  Roentgenogram  of  chest  taken  on  April 
22  showing  diffuse  interstitial  type  of  pneumonitis 
(Case  1). 


The  patient  appeared  acutely  ill  with  a tempera- 
ture of  103.2  F.,  pulse  rate  97,  respirations  24,  and 
blood  pressure  118/70.  There  was  no  skin  rash  or 
nuchal  rigidity.  Small,  firm  nontender  axillary 
lymph  nodes  were  palpable  bilaterally.  Examina- 
tion of  the  chest  revealed  impaired  resonance  with 
medium,  moist,  crackling  rales  over  the  right  ante- 
rior chest.  No  friction  rub  was  heard.  The  heart 
was  not  enlarged,  and  no  murmurs  were  heard. 
The  spleen  was  not  palpable.  The  remainder  of  the 
physical  and  neurologic  examinations  were  negative. 

A chest  roentgenogram  taken  April  22  showed  a dif- 
fuse interstitial  type  of  pneumonitis  (Fig.  1). 

The  blood  count  showed  no  anemia,  but  a moder- 
ate leukopenia  was  present.  Agglutination  tests  for 
typhoid,  paratyphoid  A and  B,  Brucella,  and  Proteus 
OX  19  were  negative.  Four  blood  cultures  were 
negative.  A serologic  test  for  syphilis  was  negative. 
Cold  agglutination  tests  and  an  agglutination  test 
for  Streptococcus  MG  were  negative.  The  comple- 
ment fixation  test  for  Q fever  was  positive  in  a dilu- 
tion of  1 : 32  on  June  20, 1950. 

The  patient  received  aureomycin  in  a dosage  of 
250  mg.  every  four  hours  for  a period  of  five  con- 
secutive days  with  almost  immediate  clinical  im- 
provement. No  untoward  signs  appeared  follow-  . 
uig  the  administration  of  aureomycin.  The  head- 
aches subsided  within  a few  days.  The  lungs  were 
noted  to  be  resonant  on  May  2,  i950,  and  moist  rales 
persisted  for  sixteen  days.  He  was  discharged  from 
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Fig.  2.  Roentgenogram  of  chest  showing  roughly 
rounded  density  adjoining  the  right  cardiac  border 
with  a small  softer  shadow  lateral  (Case  2). 


the  hospital  on  May  4,  1950.  Re-examination  of 
the  patient  on  May  19  disclosed  him  to  be  afebrile 
and  asymptomatic.  The  lungs  were  clear,  and  ab- 
normal physical  findings  were  absent.  A repeat 
chest  roentgenogram  at  the  time  showed  almost 
complete  resolution  of  the  previously  described  in- 
filtration. 

Comment. — This  patient  illustrates  the  character- 
istic abrupt  onset  of  illness  four  days  prior  to  hos- 
pitalization. He  had  pleuritic  chest  pain  and 
cough  and  presented  physical  findings  consistent 
with  pneumonic  consolidation  of  the  right  lower 
lobe.  Laboratory  findings  were  not  distinctive 
other  than  a diagnostic  titer  with  the  Q fever  com- 
plement fixation  test.  The  response  to  aureomycin 
was  most  gratifying.  Roentgenograms  showed 
interstitial  pneumonitis  (Fig.  1 ). 

Case  2.. — G.  B.  was  a thirty-five-year-old  white 
male  who  worked  in  the  same  animal  disposal  unit 
as  the  patient  described  above.  He  suddenly  be- 
came ill  on  May  14,  1950,  twenty-six  days  after  D.  S. 
became  ill.  His  chief  complaints  were  chills,  fever, 
sweating,  weakness,  diffuse  headaches,  backache,  and 
nonproductive  cough.  While  obtaining  the  history, 
it  was  learned  that  he  had  been  accustomed  to  drink- 
ing raw  buttermilk. 

Physical  examination  revealed  a well-developed 
white  male  who  appeared  acutely  ill.  He  was  rest- 
less and  perspiring  profusely.  The  pharynx  was 
moderately  injected.  The  heart  and  lungs  were 
normal.  The  tip  of  the  spleen  was  palpable.  On 
admission  to  the  hospital  his  temperature  was  104.6 
F.,  pulse  rate  90,  blood  pressure  160/112.  The  chest 
roentgenogram  revealed  a roughly  rounded  density 
adjoining  the  right  cardiac  border  with  a small  softer 
shadow  lateral  to  this  (Fig.  2). 

On  May  20,  1950,  the  seventh  day  of  the  pa- 
tient’s illness,  aureomycin  was  started  in  a dosage  of 
1 Gm.,  followed  by  0.25  Gm.  orally  every  three 
hours.  Following  the  start  of  aureomycin  therapy 
improvement  was  rapid,  the  temperature  reaching 
normal  levels  within  forty-eight  hours  and  remaining 


normal  after  seventy-two  hours.  On  the  seventeenth 
day  of  his  illness  an  extensive  pink,  nonirritating 
papulopetechial  skin  rash  appeared.  Examination 
of  the  chest  at  this  time  and  roentgenograms  revealed 
consolidation  in  the  left  lower  lobe.  Aureomycin 
therapy  was  resumed.  In  twenty-four  hours  the 
temperature  dropped  to  normal  and  remained  nor- 
mal thereafter,  accompanied  by  the  disappearance 
of  all  symptoms.  A complement  fixation  test  for  Q 
fever  was  negative  on  the  seventh  day  of  the  pa- 
tient’s illness,  positive  in  a dilution  of  1:256  the 
seventeenth  day,  and  positive  in  a dilution  of  1:512 
twenty-seven  days  after  the  patient  became  ill. 
On  June  16,  1950,  the  patient  was  asymptomatic, 
and  physical  examination  of  the  chest  was  normal. 

Comment. — The  appearance  of  an  extensive  pete- 
chial eruption  on  the  seventeenth  day  of  this  pa- 
tient’s illness  was  quite  remarkable.  At  the  time 
of  its  appearance  it  added  to  the  diagnostic  confu- 
sion. Q fever  is  generally  considered  to  be  unac- 
companied by  a rash.  However,  as  mentioned 
above,  the  appearance  of  maculopapular  rash  some- 
times accompanies  the  later  stages  of  this  illness. 
The  possibility  of  a drug  eruption  was,  for  a time, 
seriously  considered.  It  is  obvious  that  the  appear- 
ance of  a rash  does  not  rule  out  Q fever  when  this 
disease  is  suspected.  This  case  further  demon- 
strates the  remarkable  efficacy  of  aureomycin  in 
rapidly  bringing  about  a defervescence  of  all  signs 
and  symptoms  of  Q fever. 

Discussion 

The  mode  of  infection  in  these  two  cases  has  not 
been  established.  Since  the  second  patient  (G.B.) 
gave  a history  of  drinking  raw  buttermilk,  this 
source  was  investigated.9  All  the  milk  came  from  a 
small  herd,  and  a complement  fixation  test  done 
on  the  serum  of  each  cow  was  negative.*  Random 
milk  samples  were  cultured  for  Q fever  with  nega- 
tive results,  t 

There  were  no  animals  known  to  be  infected  with 
Q fever  in  the  unit  where  both  men  were  employed 
for  four  months  before  they  became  ill.  One  must 
consider  the  possibility  that  these  patients  became 
infected  through  an  animal  which  harbored  the 
organisms.  Since  no  such  animal  was  known  to 
have  been  inoculated  with  the  organism,  it  is  con- 
sidered to  have  been  a natural,  albeit  unrecognized, 
infection.  Therefore,  these  two  patients  can  be 
considered  to  have  had  natural  rather  than  labora- 
tory infections.  It  was  coincidental  that  they  en- 
countered the  animals  in  a pharmaceutic  disposal 
plant  rather  than,  for  example,  in  a meat-packing 
or  wool-producing  establishment. 

On  the  other  hand,  it  is  possible  that  the  first 
patient  became  infected  in  some  as  yet  undeter- 
mined manner  and  that  he  passed  the  infection 
directly  on  to  the  second  patient.10  In  this  event 
we  would  also  consider  both  cases  to  be  naturally 
acquired  infections. 

Summary 

The  occurrence  of  two  cases  of  Q fever  appearing 


* We  are  indebted  to  Dr.  Harold  G.  Cox,  director  of  Viral 
and  Rickettsial  Research,  Lederle  Laboratories,  Pearl  River, 
New  York,  for  performing  these  tests. 

t These  were  kindly  performed  by  Dr.  S.  C.  Wong,  Lederle 
Laboratories,  Pearl  River,  New  York. 
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in  individuals  who  were  employed  in  an  animal 
disposal  unit  of  a local  pharmaceutical  plant  is  de- 
scribed. The  diagnosis  in  each  case  was  made  on 
the  basis  of  positive  complement  fixation  tests  for 
Q fever.  The  symptom  complex  in  each  case  con- 
sisted of  the  sudden  onset  of  fever,  chilly  sensations, 
malaise,  anorexia,  and  severe  headache  followed  in  a 
few  days  by  a slight  hacking  cough  and  mild  pleu- 
ritic chest  pain.  The  patients  were  febrile,  had  a 
relative  bradycardia,  and  appeared  acutely  ill. 
Localizing  physical  findings  were  indicative  of 
pneumonia  in  both  cases.  The  fever  persisted  for 
about  eight  days  and  then  subsided  by  lysis.  Con- 
valescence was  rapid  and  complete.  Treatment 
consisted  of  aureomycin  and  salicylates  with  strik- 
ingly effective  results. 

This  is  apparently  the  first  occurrence  of  naturally 
acquired  Q fever  in  the  New  York  area.11 
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Addendum:  Since  the  preparation  of  this  manuscript  it 
has  been  learned  that  four  other  employes  in  the  same 
pharmaceutical  plant  who  had  given  histories  of  undiagnosed 
illness  during  the  preceding  few  months  had  positive  comple- 
ment fixation  tests  with  Q fever  antigen. 


ANNOUNCEMENT 

(The  following  letter  has  been  received  from  the  Office  of  the  Comptroller,  Bureau  of 
Excise  Taxes,  City  of  New  York,  and  is  published  for  your  information.) 

It  is  called  to  your  attention  for  the  information  of  the  members  of  your  Society 
that  the  New  York  City  Excise  Tax  on  Gross  Receipts  imposed  under  the  General 
Business  and  Financial  Tax  Law  is  due  June  15,  1951. 

A physician  is  required  to  file  a return  on  Form  51B  and  report  thereon  as  Item 
5 the  gross  receipts  (gross  fees)  from  the  practice  of  his  profession.  Interest  and 
dividends  received  from  investments  and  profits  derived  from  stock  and  bond 
transactions  should  not  be  included  in  the  return  if  such  transactions  are  of  a per- 
sonal nature  not  connected  with  the  doctor’s  professional  activities.  In  reporting 
gross  receipts,  no  deduction  may  be  taken  for  salaries,  rent,  and  other  office  expenses. 
This  year  the  tax  is  to  be  computed  at  the  rate  of  one  fifth  of  1 per  cent. 

No  tax  is  imposed  when  the  gross  receipts  do  not  exceed  $10,000,  and  no  return 
need  be  filed  in  such  cases. 

The  return  must  be  filed  on  or  before  June  15,  1951,  with  the  City  Collector  in 
the  borough  in  which  the  taxpayer  maintains  his  office.  A remittance  for  the  total 
amount  of  tax  due,  drawn  to  the  order  of  the  City  Collector,  must  accompany 
the  return  when  filed.  Form  51B  for  filing  such  return  will  be  mailed  to  all  tax- 
payers who  have  filed  returns  in  prior  years. 


SICKLE  CELL  ANEMIA  COMPLICATING  PREGNANCY 

Mark  Daniel,  M.D.,  Lawrence  J.  Caruso,  M.D.,  and  Harold  Siegelbaum,  M.D., 
New  York  City 

( From,  the  Morrisania  City  Hospital  and  the  New  York  Medical  College ) 


npHE  paucity  of  reported  cases  of  sickle  cell  anemia 
"*■  associated  with  pregnancy  is  understandable, 
since  most  patients  die  early  in  life  and  there  is  a 
possibility  of  infertility  with  this  blood  dyscrasia. 
Only  52  cases  of  this  disease  associated  with  preg- 
nancy have  been  reported  in  the  literature.1-3  The 
maternal  mortality  rate  was  23  per  cent  and  the  fetal 
loss  over  30  per  cent. 

From  April,  1948,  until  November,  1949,  there 
were  2,418  deliveries  on  the  obstetric  service  of 
the  Morrisania  City  Hospital.  During  this  period 
there  were  three  cases  of  sickle  cell  anemia  with  he- 
molytic crises  occurring  during  pregnancy.  Thus, 
the  incidence  was  one  in  806  deliveries. 

Case  Reports 

Casel. — A nineteen-year-old  Negro  primagravida, 
eight  months  pregnant,  was  admitted  to  the  medical 
service  of  Morrisania  Hospital  on  April  17, 1948,  with 
the  chief  complaints  of  chest  pain,  cough,  and  breath- 
lessness of  five  days  duration. 

She  registered  in  the  prenatal  clinic  when  four 
months  pregnant.  Past  history  revealed  sickle  cell 
anemia  since  six  years  of  age.  The  familial  history 
revealed  that  there  were  three  siblings  with  sickle 
cell  anemia.  Her  prenatal  course  was  uneventful 
prior  to  the  onset  of  the  present  illness. 

On  admission  the  patient  appeared  moderately 
dyspneic.  The  temperature  was  100  F.,  pulse  100, 
and  blood  pressure  114/72.  There  was  an  icteric 
tint  to  the  sclera.  On  examination  the  heart  was 
normal  in  size,  rhythm  regular,  and  no  murmurs  were 
heard.  Auscultation  of  the  chest  revealed  crepitant 
rales  in  the  right  base.  Abdominal  examination 
revealed  the  uterus  to  be  the  size  of  an  eight-month 
gestation  with  an  unengaged  breech  presenting  in  the 
right  sacrum  anterior  position.  The  liver  was  en- 
larged two  fingers  below  the  costal  margin  and  wras 
smooth  and  nontender.  The  spleen  was  not  pal- 
pable. On  the  right  ankle  there  were  several  healed 
scars. 

Shortly  after  admission  the  laboratory  data 
showed  red  blood  cells  3,350,000;  hemoglobin  6.5 
Gm.;  blood  smear  showed  over  50  per  cent  sickling; 
white  blood  cells  43,000,  polymorphonuclears  68, 
transitionals  12,  and  lymphocytes  20.  The  blood 
type  was  B,  Rh  positive,  and  the  Mazzini  was  nega- 
tive. The  icteric  index  was  55,  and  the  urine  was 
negative  for  bile  but  positive  for  urobilinogen  in  a 
dilution  of  1 : 40.  The  cephalin  flocculation  was  1 
plus  after  forty-eight  hours  and  the  prothrombin 
time  68  per  cent  of  normal.  X-ray  showed  an  infil- 
tration of  the  right  base.  The  possibility  of  a pulmo- 
nary infarction  was  considered,  but  the  final  diag- 
nosis was  that  of  a resolving  pneumonia. 

Antibiotics,  chemotherapy,  and  general  suppor- 
tive therapy  including  transfusion  of  500  cc.  whole 
blood  were  given  for  the  next  six  days;  the  patient’s 
general  condition  improved,  but  a low-grade  tem- 
perature persisted. 

On  April  23,  six  days  after  admission,  the  patient 
went  into  spontaneous  labor  and  after  five  hours  was 
delivered  under  local  anesthesia  by  breech  extrac- 
tion of  a living  premature  infant  weighing  4 pounds, 


4 ounces.  The  placenta  and  membranes  were  ex- 
pressed intact.  There  was  no  undue  bleeding. 
Another  transfusion  of  500  cc.  compatible  whole 
blood  was  given,  and  penicillin  and  sulfadiazine  were 
continued.  The  infant  had  poor  respirations,  ap- 
peared cyanotic,  and  expired  ten  hours  after  deliver}'. 
Autopsy  showed  bilateral  pulmonary  atelectasis. 

During  the  first  three  postpartum  days,  the  pa- 
tient’s condition  remained  unchanged  with  a tem- 
perature fluctuating  between  98.6  and  101  F.  and  a 
pulse  rate  that  varied  from  100  to  140.  On  the 
fourth  day  she  suddenly  became  dyspneic.  The  pa- 
tient became  very  restless,  and  the  dyspnea  in- 
creased in  spite  of  oxygen  therapy.  Shortly  after 
she  developed  excruciating  abdominal  pain,  the  res- 
pirations became  shallow  and  rapid  and  the  pulse 
imperceptible,  and  the  patient  expired.  No  au- 
topsy permission  was  granted. 

Case  2. — A thirty-one-year-old  Negress,  gravida  5, 
Para  4,  was  admitted  to  the  hospital  on  July  22, 
1949,  complaining  of  increasing  breathlessness,  gener- 
alized swelling,  and  fatigue  of  one  week  duration. 
No  fetal  movements  were  felt  for  twenty-four  hours 
prior  to  admission. 

She  registered  for  prenatal  care  in  the  sixth  month 
of  gestation.  Because  of  a systolic  murmur  at  the 
apex  and  a history  of  joint  pains,  the  patient  was  re- 
ferred to  the  prenatal  cardiac  clinic  for  evaluation. 
She  was  classified  as  suspected  heart  disease.  Her 
last  visit  to  the  clinic  was  on  June  8,  at  which  time 
she  was  comfortable  and  had  no  complaints. 

Past  history  revealed  an  anemia  during  childhood 
and  joint  pains  during  adolescence.  In  1939  and 
1947,  she  had  normal  uncomplicated  spontaneous 
deliveries  of  viable  babies,  but  in  1940  following  a 
stillbirth  breech  delivery  she  developed  symptoms 
similar  to  those  of  the  present  admission.  Therapy 
at  that  time  consisted  of  multiple  blood  transfusions. 
Her  previous  pregnancies  were  delivered  at  other 
institutions. 

Physical  examination  on  admission  revealed  an 
acutely  ill,  markedly  dyspneic,  and  orthopneic 
female.  The  temperature  was  98  F.,  pulse  120, 
respirations  40,  and  blood  pressure  110/60.  Heart 
sounds  were  regular  with  a systolic  murmur  at  the 
apex.  Auscultation  of  the  chest  was  negative.  One 
plus  pitting  edema  was  noticed  on  the  abdominal 
wall.  The  liver  and  spleen  were  not  palpable.  The 
uterus  was  enlarged  to  term  with  vertex  presenta- 
tion unengaged.  Fetal  heart  tones  were  not  audible. 
A 3 plus  pitting  edema  was  noted  over  the  lower 
extremities. 

The  laboratory  data  showed  a hemoglobin  of  1.5 
Gm.,  red  blood  cells  580,000,  white  blood  cells  31,000 
with  88  polymorphonuclears  and  12  lymphocytes. 
The  reticulocyte  count  was  16  per  cent.  The  urine 
showed  3 plus  albumin  and  was  positive  for  bile  and 
urobilinogen  (1:160  dilution).  The  total  protein 
was  6 Gm.  and  the  albumin-globulin  ratio  2.7.  The 
sternal  marrow  biopsy  showed  hyperactive  bone 
marrow.  After  ten  hours  the  sickle  cell  smear 
showed  95  per  cent  sickling. 

General  supportive  therapy  was  immediately  in- 
stituted. Transfusion  of  1 ,000  cc.  of  type  A,  Rh  pos- 
itive, compatible  whole  blood  was  started.  In 
spite  of  therapy,  the  patient  remained  orthopneic 
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and  dyspneic  and  complained  of  abdominal  pain. 
Following  the  initial  transfusions  the  hemoglobin 
increased  to  5 Gm.  On  the  following  day  another 
1,000  cc.  of  compatible  blood  were  given.  Two 
days  after  admission  the  patient  had  a chill  followed 
by  a temperature  rise  to  102  F.  Chest  x-ray  at  this 
time  showed  an  interstitial  edema.  The  hemoglobin 
was  9 Gm.,  red  blood  cells  2,900,000,  white  blood 
cells  5,600,  reticulocyte  count  1.5  per  cent,  and  the 
sickle  cell  preparation  showed  8 per  cent  sickling 
after  twenty-four  hours.  Three  days  after  admis- 
sion the  patient  went  into  spontaneous  labor  and 
after  one  hour  delivered  a 7-pound,  7-ounce  stillborn 
macerated  infant.  The  uterus  contracted  well,  and 
the  blood  loss  was  minimal.  The  hemoglobin  re- 
mained at  8 Gm.  Immediately  postpartum  the 
temperature  rose  to  103  F.  The  patient  received 
another  transfusion  of  500  cc.  compatible  whole 
blood,  which  brought  the  total  amount  of  transfused 
blood  to  2,500  cc. 

On  the  first  day  postpartum  the  patient  was  afe- 
brile and  asymptomatic.  An  enlarged  spleen,  how- 
ever, was  palpated  for  the  first  time.  On  the  fourth 
day  postpartum,  the  hemoglobin  was  9.5  Gm.,  red 
blood  cells  3,500,000,  reticulocyte  count  2.3  per 
cent,  and  the  sickling  preparation  showed  2 per  cent 
sickling  after  twenty-four  hours.  The  patient  was 
discharged  to  the  follow-up  clinic  on  the  tenth  post- 
partum day  asymptomatic  and  in  good  condition. 

At  autopsy  of  the  infant,  the  pathologic  report  was 
essentially  negative.  The  cause  of  death  was  listed 
as  secondary  to  severe  anemia  in  the  mother. 

Case  3. — A twenty-two-year-old  apparently  white 
female,  married  to  a white  male,  gravida  1,  Para  0, 
approximately  six  months  pregnant,  was  admitted 
to  the  obstetric  service  of  Morrisania  Hospital  on 
October  11,  1949,  for  evaluation  of  her  hematologic 
status.  She  was  referred  from  the  outpatient  de- 
partment on  her  initial  prenatal  visit  because  of  a 
history  of  sickle  cell  anemia  since  childhood.  Her 
chief  complaints  were  lassitude,  increasing  fatigue, 
and  a persistent  harassing  cough  of  three  weeks  du- 
ration. 

Her  past  history  revealed  that  the  diagnosis  of 
sickle  cell  anemia  was  made  at  the  age  of  nine  after  a 
laparotomy  resulted  in  the  removal  of  a normal  ap- 
pendix. At  this  time  a search  into  the  family  his- 
tory revealed  that  her  father  was  of  Ethiopian  ex- 
traction and  his  mother  Eritrean.  The  mother  and 
eight  siblings  were  tested,  and  of  those  only  one 
brother  showed  a sickle  cell  trait.  The  father  could 
not  be  examined  as  he  had  abandoned  the  family. 

On  admission,  examination  revealed  a small,  as- 
thenic female  with  sallow  olive  skin,  lying  comfortably 
in  bed.  There  was  no  dyspnea  or  orthopnea.  The 
blood  pressure  was  120/70,  pulse  88,  and  tempera- 
ture 99.8  F.  The  conjunctiva  and  sclera  were  pale 
but  not  icteric.  Lungs  were  clear  to  percussion  and 
auscultation.  Heart  was  not  enlarged,  regular  sinus 
rhythm,  no  murmurs.  On  abdominal  examination  a 
uterus  the  size  of  a six-month  gestation  was  found.  It 
was  soft,  symmetric,  and  not  tender.  Fetal  heart  was 
in  the  left  lower  quadrant  with  rate  120.  The  liver 
and  spleen  were  not  palpable.  Extremities  showed 
no  abnormalities.  Blood  chemistry  showed  hemoglo- 
bin 7.5  Gm.,  red  blood  cells  2,900,000,  white  blood 
cells  10,000  with  polymorphonuclears  84,  mono- 
cytes 4,  and  lymphocytes  14.  Bleeding  and  clotting 
times  were  normal,  and  the  reticulocyte  count  was 
8.1  per  cent.  The  sickle  cell  preparation  showed 
100  per  cent  sickling  after  twenty-four  hours.  The 
urine  and  Wassermann  tests  were  negative.  X-rays 


of  the  chest,  skull,  and  long  bones  showed  no  abnor- 
malities. 

The  patient  was  asymptomatic  for  a week  when  it 
was  noted  that  she  gradually  became  dyspneic  and 
developed  increased  skin  pallor.  Temperature  was 
100.8  F.  and  pulse  100.  Hemoglobin  was  now  5.5 
Gm.,  hematocrit  11,  urobilinogen  1.80.  An  imme- 
diate transfusion  was  started,  and  after  receiving  200 
cc.  of  blood  she  had  a severe  chill  and  her  tempera- 
ture rose  to  103.2  F.  The  transfusion  was  discon- 
tinued. The  fetal  heart  could  not  be  heard.  It  was 
the  opinion  of  the  hematologist  that  the  patient  was 
undergoing  a severe  hemolytic  crisis,  and  the  reaction 
to  the  blood  was  due  to  pyrogens. 

Within  thirty  hours  she  received  2,200  cc.  of  type 
A,  Rh  positive  blood  and  showed  both  clinical  and 
hematologic  improvement.  The  hematocrit  which 
was  11  at  the  onset  was  now  twenty-four.  A few 
days  later  the  reticulocyte  count  was  3.8  per  cent, 
and  a blood  smear  showed  5 per  cent  sickling  after 
forty-eight  hours,  indicating  cessation  of  the  hemo- 
lytic process.  On  abdominal  auscultation  fetal  heart 
sounds  could  not  be  heard,  and  fetal  movements  were 
not  felt.  The  diagnosis  of  fetal  death  was  made  and 
substantiated  by  x-ray  which  showed  overlapping 
of  the  fetal  skull  bones. 

On  November  4,  seventeen  days  after  the  crisis, 
medical  induction  was  attempted  and  failed.  A re- 
peat medical  induction  two  weeks  later  was  success- 
ful, and  the  patient  delivered  spontaneously  within 
four  and  one-half  hours  a macerated,  2-pound  fetus 
from  the  right  sacrum  anterior  position.  The  plac- 
enta and  membranes  were  expressed  intact.  There 
was  no  undue  amount  of  postpartum  bleeding.  Pro- 
phylactic penicillin,  300,000  units  a day,  was  given 
during  the  puerperium.  Blood  studies  showed  no 
abnormalities.  The  remainder  of  her  stay  was  un- 
eventful, and  she  was  discharged  and  referred  to  tfie 
outpatient  department  on  the  seventh  postpartum 
day. 

Autopsy  of  the  fetus  revealed  maceration  too  ad- 
vanced for  pathologic  study. 

On  January  16,  eight  weeks  postpartum,  she  re- 
turned to  the  outpatient  department  for  follow-up 
examination.  She  was  apparently  well  and  had  no 
complaints.  Pelvic  examination  revealed  no  ab- 
normalities. She  was  referred  to  the  medical  depart- 
ment for  further  blood  studies. 

Summary 

1.  Three  additional  cases  of  hemolytic  crises 
with  sickle  cell  anemia  associated  with  pregnancy 
are  reported. 

2.  Three  cases  resulted  in  one  maternal  death 
and  three  fetal  deaths  which  bears  out  the  grave 
prognosis  when  crises  occur  during  pregnancy. 

3.  On  an  obstetric  service  that  has  a high  per- 
centage of  Negro  patients,  sickle  cell  anemia  should 
always  be  ruled  out  when  a patient  manifests  signs 
of  anemia,  abdominal  pain,  and/or  joint  pains. 
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Addendum  : Two  additional  cases  of  sickle  cell  anemia  with 
hemolytic  crisis  have  been  delivered  since  this  paper  was  pre- 
pared and  will  be  reported  at  a later  date. 


INTUSSUSCEPTION  PRODUCED  BY  INVAGINATION  OF 
MECKEL’S  DIVERTICULUM,  WITH  RECOVERY 
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Flushing,  New  York 

( From  the  Department  of  Surgery,  City  Hospital,  and  the  Flushing  Hospital) 


A LTHOLTGH  Meckel’s  diverticulum  is  the  most 
common  anomaly  of  the  intestinal  tract,  intesti- 
nal obstruction  caused  by  invagination  of  a Meckel’s 
diverticulum  into  the  terminal  ileum,  creating  an 
intussusception,  is  quite  rare.  Harkins  found  only 
160  cases  of  intussusception  due  to  invagination  of  a 
Meckel’s  diverticulum  in  an  exhaustive  review  of 
the  literature  up  to  1933. 1 Since  then  32  cases  have 
been  reported. 


Case  Reports 

Case  1. — D.  B.,  a white  male,  age  thirteen,  was 
admitted  to  the  hospital  at  9 p.m.  on  January  5, 
1950.  The  patient  complained  of  generalized  ab- 
dominal pain  which  had  begun  twelve  hours  previous 
to  admission  and  had  increased  progressively  in 
severity.  Two  hours  after  the  onset,  the  pain 
tended  to  localize  in  the  lower  right  abdomen,  and 
the  patient  began  to  be  nauseated  and  then  vomited. 
Examination  in  the  hospital  revealed  the  following: 
The  abdomen  was  soft  except  for  marked  tenderness 
in  the  right  lower  quadrant  with  pronounced  rebound 
tenderness.  There  was  also  slight  tenderness  in  the 
left  lower  quadrant.  No  abdominal  masses  were 
palpated.  Active  peristaltic  waves  were  heard  on 
abdominal  auscultation.  The  laboratory  findings 
were  urine  negative,  white  blood  count  9,250  with  a 
normal  differential.  Rectal  temperature  was  99. (i 
F.,  pulse  100,  and  respirations  22. 

The  patient  appeared  to  be  more  acutely  ill  than 
the  findings  warranted.  A diagnosis  of  acute  appen- 
dicitis with  possible  perforation  was  made  and  the 
patient  prepared  for  laparotomy.  The  abdomen 
was  opened  through  a right  rectus  incision.  Straw- 
colored  fluid  was  present  in  the  peritoneal  cavity. 
The  appendix  was  normal,  but  about  24  cm.  from  the 
ileocecal  valve  on  the  ileum  a mass  was  found,  meas- 
uring about  12  cm.  in  length  and  6 cm.  in  width. 
This  consisted  of  markedly  discolored  and  distended 
small  bowel  and  was  diagnosed  as  an  ileoileal  intus- 
susception. An  attempt  w'as  made  to  reduce  this  in 
the  usual  manner.  Although  the  bowel  was  ne- 
crotic, it  was  possible  to  reduce  the  intussusception  ex- 
cept for  an  area  of  badly  necrotized  wall.  This  per- 
forated on  manipulation,  revealing  a projection  into 
the  lumen  of  the  ileum  of  a diverticulum  about  3 
cm.  in  length  and  1 1/2  cm.  in  width.  This  proved 
to  be  a Meckel’s  diverticulum  which  had  invaginated 
itself  into  the  bowel.  The  entire  area  was  resected 
and  the  bowel  continuity  restored  by  a side-to-side 
anastomosis.  Wound  was  closed  without  drainage, 
and  500,000  units  of  penicillin  were  placed  in  the 
peritoneal  cavity. 

Patient  made  an  uneventful  recovery  and  was  dis- 
charged from  the  hospital  on  the  fifteenth  post- 
operative day.  He  has  been  well  since. 

Pathologic  Report  (Dr.  Samuel  Barland). — The 
specimen  consists  of  a segment  of  the  small  bowel 
measuring  30  cm.  in  length.  The  entire  serosa  ex- 
cept for  the  distal  ends  has  a mottled,  brownish-red 
appearance.  At  the  junction  of  the  middle  and 
proximal  third,  there  is  a finger-like  projection 
through  the  serosal  surface.  This  diverticulum  is 


covered  by  mucosa  which  is  continuous  with  that  of 
the  lumen  through  a small  rent  at  its  base.  On  dis- 
section the  lumen  of  the  diverticulum  is  found  lined 
by  mucosa.  At  the  tip,  on  the  serosal  surface,  there 
is*  a pea-sized  gray  nodule  imbedded  in  a shallow  pit. 

Diagnosis:  (1)  Invagination  of  a Meckel’s  divertic- 
ulum and  (2)  intussusception  of  the  ileum  with  hem- 
orrhagic infarction. 

Case  2. — D.  A.,  a young,  white  male,  age  five,  was 
admitted  to  the  hospital  at  2 p.m.,  January  28,  1950. 
On  January  26,  at  about  8 a.m.,  the  child  com- 
plained of  a sudden  onset  of  “stomachache.”  He 
had  a desire  to  defecate  and  passed  what  the  pa- 
tient’s mother  described  as  a normal  stool.  He  con- 
tinued to  complain  of  the  pain  and  was  given  an 
enema  by  the  mother.  This  was  repeated  when  the 
pain  persisted.  About  an  hour  after  the  onset  of 
symptoms,  the  patient  vomited  and  continued  to  do 
so  all  that  day  at  thirty-minute  intervals.  The 
vomiting  was  projectile  in  type  and  accompanied  by 
severe  abdominal  pain.  In  the  intervals  between 
the  attacks  of  pain  and  vomiting,  there  was  complete 
relief  of  the  symptoms.  The  intervals  between  the 
attacks  of  vomiting  became  longer,  but  the  abdomi- 
nal pain,  although  less  intense,  became  more  persist- 
ent and  diffuse.  About  forty-eight  hours  after  the 
onset  of  the  condition,  the  patient  vomited  only 
every  three  or  four  hours,  and  the  sharp  pain  was 
absent,  having  been  succeeded  by  a continuous  but 
mild  abdominal  discomfort.  At  examination  in  the 
hospital  the  following  was  noted : A healed  McBur- 
ney  appendectomy  scar  and  moderate  tenderness  in 
the  right  lower  quadrant  as  well  as  in  the  midepigas- 
tric  region.  No  masses  were  palpated.  The  rectal 
temperature  was  99.2  F.,  and  the  vomiting  was  of  a 
mild  character  and  infrequent.  The  patient  ap- 
peared acutely  ill.  The  laboratory  findings  were 
white  blood  count  10,400  with  5 per  cent  stab  and 
66  per  cent  segmented  forms.  Since  intestinal  ob- 
struction was  suspected,  a flat  plate  of  the  abdomen 
was  ordered. 

X-ray  report  by  Dr.  Irving  Startz  was  as  follows: 
There  is  noted  abnormal  gaseous  distention  with 
multiple  fluid  levels  in  the  small  intestine,  consistent 
with  mechanical  obstruction  in  the  distal  ileal  coils 
(adhesions,  volvulus,  intussusception). 

At  operation  the  abdomen  was  opened  by  a right 
rectus  incision.  About  25  cm.  from  the  ileocecal 
valve  a necrotic  mass  was  present,  which  on  gentle 
manipulation  proved  to  be  an  ileoileal  intussuscep- 
tion. At  the  point  of  origin  of  the  intussusception, 
a dimple  was  present  in  the  serosal  surface  which  was 
eaused  by  the  invagination  of  a Meckel’s  diverticu- 
lum. Since  the  bowel  involved  was  necrotic,  the 
entire  area,  about  20  cm.  of  ileum,  was  resected  and 
a side-to-side  anastomosis  performed.  Five  hundred 
thousand  units  of  penicillin  were  placed  in  the  peri- 
toneal cavity  and  the  wound  closed  without  drain- 
age. 

Seven  days  postoperatively,  the  abdomen  became 
distended,  and  a fecal  fistula  developed.  An  explor- 
atory laparotomy  through  the  operative  wound  dis- 
closed a generalized  peritonitis  with  multiple  adhe- 
sions of  the  bowel  and  necrosis  of  the  entire  anasto- 
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motic  area.  Because  of  the  critical  condition  of  the 
patient  a double-barreled  ileostomy  was  performed. 
Subsequently,  on  March  18,  the  patient  was  re- 
operated, and  the  terminal  28  cm.  of  gangrenous 
ileum  together  with  the  cecum  were  resected.  The 
ileum  was  joined  to  the  ascending  colon  by  a side-to- 
side  anastomosis.  The  convalescence  was  stormy. 
Repeated  blood  transfusions  were  given,  as  well  as 
penicillin,  streptomycin,  and  aureomycin.  On  April 
2,  the  patient  was  discharged  from  the  hospital  with 
a granulating  wound.  Examination  on  June  10 
showed  the  wound  to  be  almost  completely  healed, 
and  the  patient  was  apparently  well.  He  had  gained 
about  8 pounds  in  weight,  was  active,  and  had  no 
complaints.  The  only  untoward  symptom  was  an 
increased  number  of  bowel  movements,  sometimes  as 
many  as  eight  or  nine  a day  for  the  first  few  weeks. 
This  has  gradually  subsided  until  he  now  has  only 
two  or  three  movements  a day. 

Pathologic  Report  (Dr.  Samuel  Barland). — Speci- 
men consists  of  a segment  of  the  small  bowel  meas- 
uring approximately  20  cm.  in  length.  The  central 
portion  shows  a dimpled  area  which  is  found  to  be 
continuous  with  the  peritoneal  lining  extending  into 
the  lumen  of  the  bowel.  The  luminal  surface  of  the 
sac  is  covered  by  mucosa  which  is  hemorrhagic  and 
necrotic;  adjacent  to  this  area  on  one  side,  the  mu- 
cosa of  the  small  bowel  is  necrotic.  The  entire 
interluminal  mass  is  about  the  size  of  a walnut. 

Diagnosis:  Inversion  of  Meckel’s  diverticulum 
with  intussusception. 

Comment 

This  is  a report  on  two  cases  of  Meckel’s  divertic- 
ulum which  invaginated  into  the  lumen  of  the 
ileum  and,  carrying  the  bowel  with  them,  telescoped 


one  area  within  the  other,  causing  intussusception. 
The  diagnosis  in  each  case  depended  upon  various 
factors.  In  the  first  case,  the  probability  of  a perfo- 
rated appendicitis  could  not  be  ruled  out.  In  the 
second  case,  the  previous  appendectomy  certainly 
seemed  to  indicate  the  possibility  of  intestinal  ob- 
struction due  to  adhesions.  The  latter  case  raises 
the  question  whether  the  condition  for  which  the 
child  was  operated  previously  was  not  caused  by  the 
diverticulum.  It  seems  to  emphasize  the  impor- 
tance of  adequate  exploration,  particularly  in  those 
cases  in  which  the  suspected  appendix  does  not  seem 
sufficiently  inflamed  to  be  the  cause  of  the  patient’s 
preoperative  condition.  This  is  extremely  impor- 
tant in  infants  and  young  children. 

There  are  two  significant  features  in  the  treatment 
which  we  consider  worthy  of  emphasis.  First,  no 
attempt  should  be  made  to  reduce  the  invaginated 
diverticulum  even  though  the  intussusception  is  re- 
leased. The  swelling  and  necrosis  of  the  bowel  pre- 
cludes any  success  with  this  procedure,  and  it  will 
almost  certainly  result  in  rupture  of  the  bowel. 
Second,  ample  resection  of  the  area  involved  with 
anastamosis  in  healthy  bowel  should  be  performed 
immediately.  Since  it  is  impossible  to  determine 
just  how  far  the  blood  supply  has  been  interfered 
with,  the  resection  must  be  wide  even  though  at  the 
time  it  seems  extremely  radical.  We  feel  that  the 
cause  of  the  complications  in  the  second  case  was 
failure  to  carry  out  wide  enough  resection  at  the 
original  operation. 
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EMERGENCY  DOCTOR  CALL  SYSTEM  HAS  RAPID  GROWTH 


Medical  societies  in  329  communities  have 
established  night  and  emergency  doctor  call  sys- 
tems, according  to  a report  by  the  Board  of  Trustees 
of  the  American  Medical  Association.  A survey 
made  in  the  summer  of  1948  had  shown  only  60  such 
plans  in  operation. 

“While  these  plans  vary  greatly  according  to  the 
size  of  the  community,  they  all  have  the  same  pur- 
pose— to  guarantee  that,  the  people  of  the  com- 
munity can  obtain  a doctor  at  any  time  ol  the  day 
or  night,  any  day  in  the  year,”  it  was  stated  by  Dr. 


Louis  H.  Bauer  of  Hempstead,  chairman  of  the 
Board  of  Trustees. 

“The  systems  are  so  efficient  that  even  in  New 
York  County,  which  operates  the  largest  emergency 
call  system  in  the  country,  it  requires  no  more  than 
seven  or  eight  minutes  to  have  a doctor  on  his  way 
to  answer  a call.” 

Dr.  Bauer  added  that  the  board  “urges  all  county 
medical  societies  that  have  not  yet  established  a 
formal  plan  for  answering  night  and  emergency  calls 
to  make  that  a completed  project,” 


LEIOMYOSARCOMA  OF  STOMACH  TREATED  BY  RADICAL  EXCISION  AND 
PARTIAL  HEPATECTOMY 

Martin  J.  Healy,  Jr.,  M.D.,  and  John  E.  Sullivan,  M.D.,  New  York  City 
( From  the  Surgical  Service  of  the  Veterans  Administration  Hospital,  Bronx) 


nr  HE  rarity  of  gastric  leiomyosarcoma  is  indicated 

by  published  reports  which  variously  estimate  its 
incidence  as  one  case  for  each  625  to  1,000  cases  of  gas- 
tric carcinoma.1-4  Although  malignant,  this  tumor 
has  characteristics  which  differentiate  it  from  gastric 
carcinoma,  in  that  it  tends  to  grow  more  slowly  and 
to  metastasize  less  frequently  and,  perhaps,  less 
widely.3,6-7  A consideration  of  these  factors  seemed 
to  justify  the  radical  treatment  undertaken  in  the 
case  here  reported.  Although  surgery  was  ultimately 
unsuccessful  in  eradicating  the  disease,  it  is  believed 
that  the  reporting  of  some  of  the  unusual  circum- 
stances encountered  in  this  case  will  contribute  to  a 
better  understanding  of  the  growth  characteristics 
and  behavior  of  this  tumor. 

Case  Report 

L.  S.,  a fifty-nine-year-old  white,  male  paper- 
hanger,  was  admitted  to  the  U.S.  Veterans  Hospital 
on  August  2, 1948,  with  a chief  complaint  of  burning, 
gnawing,  postprandial  epigastric  pain  of  five  years 
duration.  In  August,  1943,  several  months  after 
the  onset  of  symptoms,  gastrointestinal  roentgeno- 
grams were  performed  at  this  hospital,  and  a well- 
defined  ulcer  crater  was  demonstrated  on  the  lesser 
curvature  of  the  stomach  just  proximal  to  the  inci- 
sura  angularis.  He  was  placed  on  an  ulcer  regimen, 
including  diet  and  antacids,  with  complete  relief  of 
symptoms  for  three  and  a half  years.  When  post- 
prandial pain  recurred,  he  again  was  seen  at  this  hos- 
pital, where  gastrointestinal  roentgenograms  now 
revealed  a normal  stomach.  Two  months  before 
admission  he  noted  increase  of  pain  which  came  on 
one  to  four  hours  after  meals,  relieved  by  aluminum 
hydroxide  and  food.  He  also  noted  a sense  of  full- 
ness in  the  epigastrium  which  was  more  marked 
when  the  erect  position  was  assumed.  Examination 
revealed  for  the  first  time  a palpable  mass  in  the  left 
upper  quadrant,  and  he  was  accordingly  hospital- 
ized. Past  and  family  history  were  noncontribu- 
tory. There  was  no  history  of  weight  loss,  asthenia, 
melena,  hematemesis,  or  change  in  bowel  habits. 

Physical  Findings. — Examination  revealed  a well- 
nourished,  middle-aged  male  in  apparently  good 
1 health.  There  was  a palpable,  soft  liver  edge  2 cm. 
below  the  costal  margin  and  a hard,  globular,  non- 
tender mass  in  the  left  upper  quadrant  simulating  an 
! enlarged  spleen.  However,  the  upper  pole  of  this 
mass  could  be  felt  and  was  readily  movable  several 
centimeters  toward  the  midline.  The  remaining 
physical  findings  were  unremarkable. 

Laboratory  Findings. — Urinalysis  was  repeatedly 
within  normal  limits.  Red  blood  cells  numbered 
3,830,000;  hemoglobin  12.8  Gm.;  white  blood  cells 
6,850  with  neutrophils  66,  lymphocytes  31,  mono- 
cytes 1,  and  eosinophils  2.  Sedimentation  rate  was 
l 21  mm,  per  hour.  Kahn  and  Mazzini  tests  were 

* Sponsored  by  the  Veterans  Administration  and  published 
with  the  approval  of  the  Chief  Medical  Director.  The  state- 
ments and  conclusions  published  by  the  authors  are  a result 
of  their  own  study  and  do  not  necessarily  reflect  the  opinion 
or  policy  of  the  Veterans  Administration. 

Financial  publication  assistance  provided  by  Ad  Men’s  Post 
209,  American  Legion,  New  York  City. 


Fig.  1.  (A)  Gastrointestinal  roentgenogram  re- 

veals extensive  filling  defect  on  greater  curvature 
with  large  central  crater  (arrow). 

(B)  Barium  enema  demonstrates  persistent  spasm 
of  distal  transverse  colon  (arrow)  and  suggests  ex- 
tension of  extrinsic  mass  into  the  bowel. 


negative.  Stools  were  strongly  guaiac  positive  on 
two  occasions.  Gastric  analysis  revealed  a maxi- 
mal response  after  histamine  of  74  units  of  free 
hydrochloric  acid  and  78  units  of  total  acid.  The 
following  tests  were  within  normal  limits:  blood  glu- 
cose, urea  nitrogen,  total  proteins,  albumin-globulin 
ratio,  chlorides,  bilirubin,  alkaline  phosphatase, 
cholesterol  partition,  prothrombin  time,  bleeding 
and  clotting  time,  and  cephalin  flocculation  test. 

Roentgenograms. — Gastrointestinal  films  revealed 
that  the  previously  noted  lesser  curvature  ulcer  was 
no  longer  present.  There  was  now  seen  a large  7-cm. 
defect  indenting  the  midportion  of  the  pars  media 
along  the  greater  curvature  surface  (Fig.  lA).  In 
the  central  portion  of  the  defect  a large  ulcer  crater 
2 cm.  in  diameter  was  demonstrated.  The  findings 
were  interpreted  as  being  consistent  with  a large 
ulcerating  carcinoma  of  the  greater  curvature. 
Barium  enema  demonstrated  a persistent  area  of 
spasm  in  the  distal  transverse  colon.  The  mucosal 
pattern  was  largely  intact,  but  there  was  some 
straightening  of  the  folds  and  spiculation  extending 
from  the  lumen  (Fig.  IB).  These  findings  were 
considered  consistent  with  extension  of  or  invasion 
from  an  extrinsic  mass.  Intravenous  pyelograms 
revealed  no  abnormality  of  the  left  kidney.  Roent- 
genograms of  the  chest  and  long  bones  revealed  no 
evidence  of  metastases. 

Operative  Findings. — On  September  1,  1948, 
laparotomy  was  performed  under  endotracheal, 
ether-cyclopropane  anesthesia  through  an  upper  left 
rectus  incision.  A large,  firm,  spheric,  nodular 
mass,  15  cm.  in  diameter,  springing  from  the  mid- 
portion of  the  greater  curvature  of  the  stomach  and 
infiltrating  the  gastrocolic  omentum  and  the  distal 
portion  of  the  transverse  colon,  was  found  (Fig.  2). 
The  mass  was  movable,  and  there  was  no  discernible 
involvement  of  the  regional  lymph  nodes.  The 
left  lobe  of  the  liver  displayed  a visible  metastatic 
nodule  4 mm.  in  diameter  on  its  anterior  aspect.  A 


1331 


1332 


HE  ALT  AND  SULLIVAN 


[N.  Y.  State  J.  M. 


Fig.  2.  Schematic  coronal  section  of  findings  at 
time  of  operation.  Dotted  lines  indicate  extent  of 
surgical  resection. 

second  nodule  about  1 cm.  in  diameter  was  palpated 
within  the  substance  of  the  left  lobe.  The  re- 
mainder of  the  liver  was  carefully  examined,  and  no 
other  metastatic  deposits  could  be  demonstrated. 
The  entire  tumor  mass  was  resected  including  the 
distal  two  thirds  of  the  stomach,  the  gastrocolic 
omentum,  greater  omentum,  and  a segment  of  the 
transverse  colon  from  its  midportion  to  the  splenic 
flexure.  An  end-to-end  aseptic  anastomosis  of  the 
colon  and  an  antecolic,  isoperistaltic,  gastrojejunos- 
tomy were  then  performed  with  silk  technic,  and 
the  wound  was  closed  with  interrupted  silk  sutures 
without  drainage.  A total  of  1,000  cc.  of  citrated 
blood  was  administered  during  the  procedure. 
The  postoperative  course  was  completely  unevent- 
ful. 

The  pathologic  report  on  the  resected  specimen  was 
as  follows: 

Gross  Description:  The  specimen  consists  of  a 
roughly  spheric,  firm,  nodular,  smoothly  encap- 
sulated mass  13  cm.  in  greatest  diameter  (Fig.  3). 
Attached  to  this  mass  are  recognizable  portions  of 
greater  omentum,  a 24-cm.  segment  of  transverse 
colon,  and  a portion  of  stomach  19  cm.  in  length. 
In  the  midportion  of  the  greater  curvature  of  the 
stomach  is  a large  deep  ulcer  measuring  4.0  by  2.8 
by  1.5  cm.  in  depth.  Its  base  is  firm,  greenish- 
gray  in  color,  and  smooth.  The  margins  of  the 
ulcer  are  indurated  and  lipped.  The  remainder 
of  the  gastric  mucosa  is  apparently  normal. 
Sagittal  section  through  the  large  mass  demon- 
strates that  the  upper  pole  formed  the  base  and 
margins  of  the  previously  described  ulcer.  At 
the  opposite  pole,  the  tumor  mass  is  noted  to  infil- 
trate the  transverse  colon  extending  through  the 
muscle  layers  into  the  mucosa  over  an  area 
measuring  5 by  3 cm.  The  remainder  of  the  colon 
is  apparently  normal.  The  cut  surface  of  the 
tumor  mass  is  fleshy,  homogeneous,  and  yellowish- 
white  to  gray  in  color  with  a suggestion  of  fascic- 
ulation.  Examination  of  the  omentum  reveals 
no  grossly  involved  lymph  nodes. 

Microscopic  Description  (by  Dr.  Benjamin  S. 
Gordon):  There  is  an  abrupt  ulceration  of  the 
gastric  mucosa  overlying  a neoplasm  which 
occupies  all  layers  of  the  wall  of  the  stomach. 
The  tumor  is  composed  of  interlacing  bundles  of 


Fig.  3.  (A)  Photograph  of  surgical  specimen 

(anterior  view),  showing  (1)  the  resected  stomach, 
(2)  tumor  mass  covered  by  omentum,  and  (3)  the 
resected  colon. 

(B)  Same  specimen  showing  (1)  stomach  opened, 
(2)  tumor  sectioned  in  sagittal  plane,  and  (3)  colon 
opened. 


spindle  cells,  with  large,  oval,  and  somewhat  vesic- 
ular nucleoli  and  prominent  nucleoli  (Fig.  4). 
The  cytoplasm  is  abundant  and  very  finely  gran- 
ular. There  is  considerable  variation  in  size  and 
shape  of  the  nuclei  with  conspicuous  hyperchro- 
matism. Mitoses  are  observed  but  are  not 
frequent. 

Diagnosis:  Leiomyosarcoma  of  stomach. 

Clinical  Course. — When  the  diagnosis  of  leiomyo- 
sarcoma had  been  established  microscopically  and 
local  lymph  node  metastasis  ruled  out,  consideration 
was  given  to  resection  of  the  left  lobe  of  the  liver  in 
the  hope  that  this  might  remove  the  only  remaining 
metastatic  deposits.  Thirty-seven  days  after  opera- 
tion, during  which  time  the  patient  had  fully  re- 
covered and  his  erythrocyte  count  had  risen  to 
4,800,000,  a second  laparotomy  was  performed  on 
October  8,  1948,  under  endotracheal,  ether-cyclo- ' 
propane  anesthesia  through  an  upper  right  rectus 
incision.  There  were  fairly  numerous  adhesions 
between  the  under  surface  of  the  left  rectus  scar  and 
loops  of  small  bowel.  There  was  no  gross  evidence  of 
tumor  other  than  the  deposits  in  the  left  lobe  of  the 
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Fig.  4.  (A)  Section  through  edge  of  tumor  show- 

ing (1)  normal  gastric  mucosa,  ( 2 ) edge  of  necrotic 
ulcer,  and  (3)  tumor.  (50  X ) 

(B)  Section  of  tumor  demonstrating  details  of 
cellular  structure.  (475  X ) 


liver  which  had  not  changed  appreciably  in  size 
since  the  first  operation.  To  obtain  better  exposure 
of  the  liver  the  incision  was  extended  across  the 
right  rectus  muscle,  and  the  right  costal  margin  was 
divided  at  approximately  the  level  of  the  eighth 
costal  cartilage.  The  round  ligament  of  the  liver 
was  transected  and  the  left  lobe  mobilized  by  divid- 
ing the  left  coronary  ligament  and  freeing  the  liver 
along  the  bare  area.  Just  to  the  left  of  the  inter- 
lobar fissure  a row  of  through-and-through  inter- 
locking mattress  sutures  of  number  2 chromic  catgut 
was  placed,  using  a long,  curved,  blunt  liver  needle. 
On  the  superior  surface  each  mattress  suture  was 
tied  down  over  a small  pledget  of  oxycel  gauze  to 
prevent  the  suture  from  cutting  through  liver 
parenchyma.  With  a scalpel  the  lobe  was  then 
transected  1 to  2 cm.  to  the  left  of  this  row  of  sutures. 
There  was  a moderate  amount  of  bleeding  near  the 
inferior  portion  of  the  transected  liver  which  was 
controlled  by  placement  of  similar  number  2 chromic 
catgut  mattress  sutures  and  tying  these  down  over 
pledgets  of  oxycel  gauze.  The  remaining  slight 
oozing  was  controlled  by  application  of  warm  saline 
laparotomy  pads.  The  incision  was  closed  with 
interrupted  catgut  sutures  with  two  Penrose  drains 
placed  down  to  the  liver  bed.  The  patient  received 
1,500  cc.  of  citrated  blood  during  the  procedure. 

The  pathologic  report  on  the  resected  specimen 
was  as  follows: 

Gross  Description:  The  specimen  consists  of  a 
segment  of  liver  measuring  10.5  by  10.5  by  5.0  cm. 
in  size  and  weighing  145  Gm.  The  peritoneal 
surfaces  are  smooth,  glistening,  and  dark  brown 
in  color.  On  the  inferior  surface  of  the  lobe  there 
is  a circumscribed,  subserosal,  firm,  yellowish 
nodule  measuring  4 mm.  in  diameter.  On  tran- 
section a nodule  of  similar  appearance,  8 mm.  in 
diameter,  is  noted  within  the  liver  parenchyma 
(Fig.  5A). 

Microscopic  Description  (By  Dr.  Benjamin  S. 
Gordon):  The  section  reveals  a portion  of  normal 
liver  in  which  there  is  a well-circumscribed  but 
nonencapsulated  nodule  which  presents  a structure 
identical  with  that  of  the  previously  described  pri- 
mary neoplasm  (Fig.  5B). 

Diagnosis:  Metastatic  leiomyosarcoma. 

Further  Clinical  Course. — The  immediate  post- 
il operative  course  was  uneventful.  After  a moderate 
amount  of  serosanguinous  drainage  for  approximately 
i fifteen  days  the  wound  healed  completely,  and  the 
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Fig.  5.  (A)  Resected  left  lobe  of  liver  (anterior 

view)  cut  in  sagittal  plane  to  demonstrate  meta- 
static deposits. 

(B)  Section  through  smaller  metastasis  showing 
(1)  tumor  and  (2)  liver  parenchyma.  (50  X ) 


patient  was  discharged  symptom-free  on  the  thirty- 
fifth  postoperative  day. 

Follow-up  examinations  performed  five  and  one- 
half  and  eight  months  after  surgery  revealed  the 
patient  to  be  symptom-free  and  maintaining  his 
weight.  However,  eight  and  one-half  months  post- 
operatively  he  first  noted  dull  pain  in  the  epigas- 
trium, anorexia,  and  weakness.  He  was  readmitted 
to  the  hospital  with  a firm,  tender  liver,  enlarged  8 
cm.  beneath  the  costal  margin.  There  was  no 
anemia,  and  chest  roentgenograms  revealed  no  evi- 
dence of  metastatic  disease.  The  patient  deterio- 
rated rapidly  and  died  of  cachexia  on  July  6,  1949, 
nine  months  postoperatively.  No  autopsy  was 
obtained. 

Comment 

Knowledge  concerning  the  method  of  dissemina- 
tion of  metastases  from  this  type  of  tumor  is  limited. 
Both  lymphatic  and  hematogenous  spreads  have 
been  described.6-8  It  has  been  reasonably  well 
established  that  a “streamline”  phenomenon  exists 
in  the  portal  venous  circulation  resulting  in  an 
unequal  flow  to  various  portions  of  the  liver.9-12 
These  studies  have  demonstrated,  by  injection  of 
dyes  or  particulate  matter,  that  blood  from  the 
upper  part  of  the  gastrointestinal  tract  goes  mainly 
to  the  left  portion  of  the  liver  while  the  rest  of  the 
portal  blood  has  a wide  distribution  and  is  carried 
largely  to  the  right  lobe. 

In  the  case  reported,  the  limitation  of  metastatic 
deposits  to  the  left  lobe  of  the  liver  suggested  the 
possibility  that  these  might  have  represented  the 
complete  extent  of  the  spread.  Although  strenuous 
efforts  to  secure  an  autopsy  failed,  there  is  little 
doubt  from  the  clinical  course  that  the  patient  de- 
veloped extensive  hepatic  metastases.  On  the 
other  hand,  there  was  no  clinical  or  radiologic  evi- 
dence of  metastatic  disease  elsewhere  than  in  the 
liver.  A review  of  the  literature  since  1925  revealed 
only  a single  instance  of  a reported  case  in  which  radi- 
cal surgery  including  partial  hepatectomy  was  per- 
formed for  this  type  of  lesion.13 

Summary 

A case  of  primary  leiomyosarcoma  of  the  stomach 
with  extension  into  the  colon  and  with  metastatic 
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involvement  of  the  left  lobe  of  the  liver  is  described. 
The  details  of  radical  surgical  resection  of  the 
stomach,  omentum,  and  colon  and  partial  hepatec- 
tomy  are  outlined. 
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A FARMER  LOOKS  AT  TAXES 

1.  They  Mean  14  Weeks  of  Labor 

Politicians  and  some  economists  deal  in  so  much 
double  talk  about  taxes  that  we  of  the  soil  sometimes 
become  a bit  confused.  Items  of  5, 10,  20,  50,  and  70 
billion  dollars  roll  off  the  tongues  of  the  bureaucrats 
like  water  out  of  the  end  of  a hose.  Talk  of  billions 
is  so  common  today  that  the  words  million  and  billion 
are  often  confused  with  each  other.  Probably  this  is 
because  neither  a million  nor  a billion  can  be  under- 
stood by  most  of  us.  Anything  less  than  a billion 
dollars  becomes  confused  with  fractions  or  the  sum 
to  the  right  of  the  decimal  point. 

To  some  of  us  taxes  mean  hours  and  days  of  work. 
How  much  is  a billion  dollars?  As  I figure  it,  $14  per 
working  person  for  each  of  the  70,000,000  working 
people  in  this  United  States  is  just  one  billion 
dollars.  Working  eight  hours  a day  at  $1.75  per 
hour  a man  earns  just  $14.  Some  one  billion  dollars 
of  taxes  is  the  total  production  of  every  working 
man  and  woman  in  this  United  States  for  one  eight- 
hour  day.  Sixteen  billion  dollars  added  to  the  tax 
bill  of  this  country  is  the  total  work  of  each  and  all  of 
us  for  16  days,  about  21/2  weeks. 

A total  estimated  tax  of  71  billions  of  dollars  a 
year  means  71  days  of  our  labor — not  only  my  labor, 
not  only  your  neighbor’s  labor,  but  the  labor  for  71 
days,  that  is  14  weeks,  a quarter  of  a year,  of  every 
man  and  woman  working  for  gain  in  the  United 
States  of  America.  And  if  you  happen  to  get  less 
than  $1.75  per  hour,  it  may  even  mean  more  days 
and  weeks. 

When  the  President  makes  a tax  request  of  Con- 
gress he  is  actually  asking  for  hours,  days,  and  weeks 
of  your  life  and  mine.  When  Congress  appropriates 
that  money  they  appropriate  so  many  hours  of  our 
labor. 

No  one  will  deny  that  taxes  are  the  products  of 
your  and  my  hours  of  labor  and  are  necessary  to  run 
the  government,  but  we  are  interested  in  whether  or 
not  those  hours  of  labor  which  we  have  put  in  are 
wasted.  I do  not  want  them  wasted  in  the  support 
of  useless  office  holders  or  the  maintenance  of  non- 
essential  regulators  or  the  wastefulness  of  the  mili- 
tary. When  the  President  asks  for  and  Congress 
appropriates  a week  of  my  time  and  deprives  me  of 
the  products  that  that  week  of  mine  would  earn  for 
me,  I want  to  know  that  that  week  is  going  to  be 
used  as  faithfully  for  my  country  as  I would  use  it  for 
myself. 

When  an  army  sells  useful  material  as  surplus, 
they  are  selling  my  time.  When  the  R.F.C.  makes  a 
bad  loan  to  or  through  some  palace  favorite,  they  are 
loaning  hours  of  my  labor.  When  some  regulator 
lives  on  government  salary  and  does  not  produce,  he 
is  living  on  the  products  of  my  labor. 

Taxes  are  the  productivity  of  men’s  hands  and 


brains,  and  the  use  of  men’s  savings.  They  are 
men’s  hours  of  labor.  The  dollars  are  only  the  tokens 
by  which  labor,  brains,  or  savings  are  taken  from  the 
individual  and  transferred  to  the  state. 

The  next  time  an  appropriation  of  a billion  dollars 
is  mentioned  just  say  to  yourself,  “There  goes 
another  day  of  my  earnings;  another  day’s  produc- 
tion of  this  nation  which  I never  will  be  able  to  buy.” 

Don’t  figure  taxes  in  money.  Figure  them  by  your 
hours  of  labor — or  hand  and  mind — and  your 
savings  from  past  hours  of  labor. 

2.  A Capital  Levy  Sneaks  Up  On  Us 

Inflation  and  capital  gains  taxes  are  a new  method 
by  which  the  home  owner,  the  small  business  man, 
and  the  farmer  are  having  part  of  their  capital  taxed 
away.  There  is  talk  of  raising  the  capital  gains  tax, 
but  little  thought  is  given  to  its  effect  on  the  little 
man.  May  I illustrate? 

John  Jones  ten  years  ago  bought  a house.  He 
paid  $6,000  for  it.  Since  that  time  inflation  has  cut 
the  purchasing  power  of  the  dollar  in  two.  If  he  were 
to  buy  that  house  it  would  cost  him  $12,000.  He 
has  gained  $6,000.  That  gain  is  taxable.  Let  us 
assume,  just  for  the  sake  of  argument,  that  it  is 
taxable  for  25  per  cent.  That  means  he  pays  to  the 
government  $1,500.  John  now  moves  to  the  new 
city.  There  he  buys  an  identical  house  and  he  pays 
$12,000.  But  he  only  has  $10,500  to  pay  for  it. 
That  is  his  net  on  an  identical  house  which  he  sold 
for  $12,000.  Now  John  Jones  has  a $12,000  house 
and  a $1,500  mortgage.  The  government  has  taken 
12V2  per  cent  of  his  capital. 

Well,  let’s  take  a farmer.  Ten  years  ago  he  started 
farming  with  20  cows  for  which  he  paid  $200  apiece. 
That  is  $4,000.  His  son  has  grown  up  and  he  de- 
cides he  wants  to  expand  and  change  the  breed  of 
cattle.  He  sells  the  20  cows  for  $400  apiece.  That 
is  $8,000.  He  has  a $4,000  profit.  Let  us  assume 
this  too  is  taxable  at  25  per  cent.  So  he  has  $7,000. 
His  son  now  buys  20  cows  of  a different  breed,  pay- 
ing $400  apiece.  Farmer  Brown  only  has  $7,000  to 
pay  on  these  cows;  the  government  has  taken  not  a 
cattle  gains  tax  but  a capital  levy. 

Inflation  and  capital  gains  deprive  every  man  who 
must  sell  his  property  and  change  his  location  of  a 
part  of  his  original  capital.  This  can  be  repeated 
over  and  over  again  with  small  business,  professional 
men,  everyone  who  for  whatever  reason  must  relo- 
cate but  continues  in  the  same  field  of  activity. 

The  capital  tax  is  sneaking  up  on  the  American 
public  behind  the  twin  camouflage  of  inflation  and 
capital  gains  tax.  What  is  now  done  by  indirection, 
if  continued  long  enough,  undoubtedly  will  be  looked 
upon  as  sound  public  policy — to  confiscate  and  re- 
distribute wealth  by  such  a concealed  capital  levy. — 
Fred  H.  Sexauer  in  CCG  Spotlight,  Number  16 


1335 


FOR  YOUR  PATIENT 

with  Bronchial  Asthma , Hay  Fever , Urticaria 

^ LUASMIN  ^ 

CAPSULES  ~ TABLETS 

PLAIN  ENTERIC-COATED 

(for  prompt  action)  (for  delayed  action) 

One  capsule  and  one  tablet,  taken  at  bedtime  will  provide 
almost  all  patients  with  eight  hours  relief  and  sleep.  The 
relief  can  be  sustained  by  using  the  capsules  during  the  day 
at  4 hour  intervals  as  required. 

Each  capsule  and  enteric-coated  tablet  contains: 

Theophylline  Sodium  Acetate  ..(3  gr.)  0.2  Gms. 

Ephedrine  Sulfate  ( V2  gr.)  30  Mg. 

Phenobarbital  Sodium  (’/2  gr.)  30  Mg. 

Capsules  and  tablets  in  half  the  above  potency 
available  for  children  and  mild  cases  in  adults. 


For  samples  — just  send  your  Rx  blank  marked  NYS-5 


BREWER  & COMPANY,  INC. 


WORCESTER  8,  MASSACHUSETTS  U.S.A. 


NECROLOGY 


William  Woods  Beckman,  M.D.,  of  New  York 
City,  died  on  April  12  at  the  age  of  forty-one.  Dr. 
Beckman  was  graduated  from  the  Harvard  Medical 
School  in  1935  and  interned  at  Massachusetts  Gen- 
eral Hospital,  Boston.  He  had  served  as  an  in- 
structor and  associate  in  medicine  at  Harvard  prior 
to  his  appointment  in  1948  as  assistant  dean  at  the 
New  York  University  College  of  Medicine,  a unit  of 
the  New  York  University-Bellevue  Medical  Center. 
Dr.  Beckman  participated  in  the  report  of  the  Joint 
Committee  on  the  Study  of  Social  and  Environ- 
mental Factors  in  Medicine,  “Widening  Horizons 
in  Medical  Education,”  published  by  the  Common- 
wealth Fund.  He  was  also  associated  with  the 
Rockefeller  Institute  for  Medical  Research  and  the 
Rockefeller  Institute  Hospital  and  was  a research 
fellow  of  the  American  College  of  Physicians. 

Arthur  William  Chapman,  M.D.,  of  Glens  Falls, 
died  on  April  10  at  the  Glens  Falls  Hospital  at  the 
age  of  seventy.  Dr.  Chapman  received  his  medical 
degree  from  the  University  of  Vermont  in  1907. 
He  had  practiced  in  Glens  Falls  since  1917  and  was 
consulting  pediatrician  at  the  Glens  Falls  Hospital. 
A Licentiate  of  the  American  Board  of  Pediatrics, 
Dr.  Chapman  was  a member  of  the  American  Acad- 
emy of  Pediatrics,  the  Glens  Falls  Academy  of 
Medicine,  the  Warren  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  D.  Collins,  M.D.,  of  Hudson,  died  on 
April  10  at  the  Columbia  Memorial  Hospital  after  a 
long  illness,  at  the  age  of  sixty-seven.  Dr.  Collins 
was  graduated  from  the  Albany  Medical  College  in 
1907  and  had  been  attending  physician  at  the 
Hudson  City  Hospital.  He  was  a member  of  the 
Columbia  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Edward  Day  Ferris,  M.D.,  of  Brooklyn,  died  on 
April  5 at  the  Norwegian  Hospital  at  the  age  of 
eighty-six.  Dr.  Ferris  was  graduated  from  the  New 
York  University  Medical  School  in  1893  and  interned 
at  the  Norwegian  Hospital,  where  he  was  house 
physician  and  later  attending  surgeon.  At  his  re- 
tirement fifteen  years  ago  he  was  named  surgeon 
emeritus  of  the  Hospital.  A Fellow  of  the  American 
College  of  Surgeons,  Dr.  Ferris  was  a member  of  the 
Kings  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Clarence  Albert  Greenleaf,  M.D.,  of  Olean,  died 
on  March  4 at  Memorial  Hospital,  New  York  City, 
at  the  age  of  seventy-nine.  Dr.  Greenleaf  was 
graduated  from  the  Columbia  University  College  of 
Physicians  and  Surgeons  in  1896  and  interned  at  the 


Presbyterian  Hospital  in  New  York  City  and  the 
Rochester  General  Hospital.  For  several  years  he 
was  on  the  staff  of  the  Rochester  General  Hospital, 
and  from  1908  to  1911,  before  starting  his  practice 
in  Olean,  was  in  charge  of  the  Hornell  Hospital. 
During  World  War  I he  served  with  the  U.S.  Army 
Medical  Corps  and  was  commandant  of  the  Ameri- 
can Convalescent  Hospital  at  Archangel,  Russia. 
Resuming  his  practice  in  Olean,  Dr.  Greenleaf  was 
appointed  school  physician,  a post  he  held  for  thirty- 
two  years.  For  several  years  he  was  director  of  the 
Cattaraugus  County  School  Hygiene  District  and  I 
for  twenty-five  years  president  of  the  Cattaraugus 
County  Tuberculosis  and  Public  Health  Association.  8 
Consulting  physician  at  St.  Francis  Hospital,  Dr. 
Greenleaf  was  a member  of  the  Cattaraugus  County  J 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Francis  Daniel  Gulliver,  M.D.,  of  New  York  City, 
died  on  April  12  at  his  home  at  the  age  of  seventy- 
two.  Dr.  Gulliver  was  graduated  from  the  Colum- 
bia University  College  of  Physicians  and  Surgeons  in 
1903.  He  was  one  of  the  founders  of  the  eye  clinic 
at  St.  Vincent’s  Hospital.  Dr.  Gulliver  was  a mem- 
ber of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  j 
American  Medical  Association. 

Sidney  Loeb  Rieser,  M.D.,  of  New  York  City, 
died  on  April  12  at  his  home  at  the  age  of  fifty-seven. 
Dr.  Rieser  was  graduated  from  the  New  York 
University  and  Bellevue  Hospital  Medical  School  in 
1916  and  served  during  World  War  I with  the  Mount 
Sinai  Medical  Unit  in  France.  He  was  assistant 
attending  physician  at  Sydenham  Hospital.  Dr. 
Rieser  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Rodney  Ralph  Williams,  M.D.,  of  Dobbs  Ferry, 
died  on  April  14  at  his  home  after  a long  illness,  at 
the  age  of  sixty-eight.  Dr.  Williams  was  graduated 
from  the  Cornell  University  Medical  College  in  1908 
and  interned  at  Bellevue  Hospital.  Dr.  Williams 
served  as  assistant  psychiatrist  at  the  Binghamton 
State  Hospital,  clinical  director  at  the  Hudson  Val- 
ley State  Hospital  in  Poughkeepsie,  and  director  of  a 
clinic  in  Memphis,  Tennessee,  under  a fellowship 
from  the  National  Committee  on  Mental  Hygiene. 

In  1926  he  came  to  Children’s  Village,  Dobbs  Ferry, 
to  establish  a child  guidance  clinic  under  the  aus- 
pices of  the  Commonwealth  Fund,  a post  he  served 
in  for  twenty-four  years.  Dr.  Williams  was  a mem- 
ber of  the  American  Psychiatric  Association,  the 
New  York  Society  for  Clinical  Psychiatry,  the  West- 
chester County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 
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<a2cAAening.  Jlfnew  la  tfie  vAged 


By  maintaining  complete  adequacy  of  the 
diet  during  advancing  years,  considerable 
can  be  accomplished  in  reducing  the  fre- 
quency of  illness  in  the  aged  population 
and  in  favorably  influencing  the  mental 
state  of  the  geriatric  patient.  In  particular, 
ample  intake  of  protein,  vitamins,  and 
minerals  is  needed  for  preventing  many 
somatic  and  psychic  symptoms  of  malnu- 
trition often  observed  in  the  aged.1 

The  dietary  supplement,  Ovaltine  in 
milk,  is  a reliable  aid  for  supporting  the 
nutritional  state  of  the  elderly  patient. 


This  nutritious  beverage  richly  provides 
biologically  complete  protein,  minerals — 
especially  calcium  and  iron — and  all  the 
vitamins  considered  essential.  Used  in 
the  recommended  amount,  it  can  readily 
supplement  even  poor  diets  to  full  nutri- 
ent adequacy.  It  is  easily  digestible,  in- 
vigorating, and  pleasingly  palatable. 

Note  the  wealth  of  nutrients  furnished 
by  Ovaltine  in  milk,  as  shown  by  the  table 
given  below. 

1.  Thewlis,  M.,  and  Gale,  E.  T.:  Ambulatory  Care  of  the 
Aged,  Geriatrics,  5:331  (Nov.-Dee.)  1950. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
Vt  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


PROTEIN 

VITAMIN  A . . . 

. . .3000  I.U. 

FAT 

VITAMIN  Bi  . . . 

CARBOHYDRATE  . . 

. . 65  Gm. 

RIBOFLAVIN  . . . 

CALCIUM  

. . 1.12  Gm. 

NIACIN 

PHOSPHORUS  . . . 

. .0.94  Gm. 

VITAMIN  C . . . 

. . . 30.0  mg. 

IRON  

VITAMIN  D . . . 

...  417  I.U. 

COPPER  

. . 0.5  mg. 

CALORIES  . . . . 

•Based  on  average  reported  values  for  milk. 


Two  kinds.  Plain  and  Chocolate  Flavored.  Serving  for 
serving,  they  are  virtually  identical  in  nutritional  content. 


SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK 


THE  Council  met  on  March  8,  1951,  from  9:15 
a.m.  to  1:15  p.m.  at  the  State  Society’s  offices. 

Secretary’s  Report 

Remission  of  annual  dues  was  voted  for  one  mem- 
ber for  1949,  for  eight  members  for  1950,  and  for  25 
members  for  1951  on  account  of  illness;  for  one 
member  for  1950  and  31  for  1951  on  account  of  serv- 
ice in  the  armed  forces.  It  was  also  voted  to 
recommend  to  the  American  Medical  Association 
that  the  dues  for  one  member  be  remitted  for 
1950  and  for  two  for  1951.  The  War  Memorial  as- 
sessment was  remitted  for  one  member  because  of 
illness. 

“It  is  a pleasure  to  report  to  you  that  Dr.  David 
J.  Kaliski,  director  of  your  Workmen’s  Compensa- 
tion Bureau,  who  has  been  acutely  ill  on  account  of 
diverticulitis,  is  progressing  satisfactorily  under  the 
care  of  Dr.  Stanley  E.  Alderson  at  the  Albany 
Hospital. 

“Also  allow  me  to  report  that  the  Board  of  Trus- 
tees approved  your  recommendation  to  allocate  to 
the  component  county  medical  societies  all  money 
recently  received  from  the  A.M. A.  for  expense  of  its 
dues  collections.  The  Board  of  Trustees  approved 
the  purchase  of  an  x-ray  illuminating  box,  an  ap- 
propriation to  the  Woman’s  Auxiliary  for  a booth  at 
the  New  York  State  Fair,  and  a budget  until  its 
April  meeting.’’ 

Your  secretary’s  activities  during  the  past  month 
have  included  attendance  at  the  following  meetings: 
February  9 — Medical  Advisory  Committee  to 
Civil  Defense  Commission,  Albany. 

February  10 — American  College  of  Radiology, 
Chicago. 

February  11— National  Conference  on  Medical 
Service,  Chicago. 

February  12 — A.M. A.  Council  on  Education  and 
Hospitals,  Chicago. 

February  13 — Annual  meeting  of  county  medical 
society  legislation  committee  chairmen,  and  Work- 
men’s Compensation  Committee,  Albany. 

February  15 — Hospital  and  Professional  Rela- 
tions Committee,  Buffalo. 

February  16 — Advisory  Committee  on  Medicine, 
Dentistry,  and  Veterinary  Medicine  to  New  York 
State  Selective  Service,  Albany. 

February  20 — Nursing  Educat  ion  Advisory  Com- 
mittee to  the  State  University  of  New  York,  and 
Constitution  and  Bylaws  Committee,  New  York 
City. 

February  27 — Medical  Advisory  Committee  to 
Selective  Service  for  New  York  City,  New  York 
City. 

February  28 — Blood  Bank  Subcommittee  of  the 
Committee  on  Public  Health  and  Education,  New 
York  City. 

He  also  attended  meetings  of  the  Office  Adminis- 
I ration  and  Policies  Committee,  the  Publication 
Committee,  and  the  Committee  on  Public  Health 
and  Education  on  March  7. 

The  report  was  accepted. 

Communications. — 1.  A letter  dated  February 
14,  1951,  from  Mr.  F.  H.  Clark,  executive  secretary 
of  the  Medical  Society  of  t he  County  of  Chemung, 
requesting  remission  of  State  dues  for  Dr.  Edward 
Droleski  and  Dr.  Lionel  Dichter,  who  are  in  military 
service.  Dr.  Anderton  replied  in  part: 

“It  is  likely  that  Dr.  Droleski  will  not  have 


his  dues  remitted  because  it  has  been  the  policy 
of  the  State  Society  not  to  remit  dues  for  the 
first  year  of  membership  even  though  the  mem- 
ber enters  military  service.  A new  member  re- 
ceives all  the  rights  of  membership  including 
malpractice  defense  insurance  and  the  New 
York  State  Journal  of  Medicine.” 

It  was  voted  that  Dr.  Dichter’s  annual  dues  be  re- 
mitted but  that  the  request  for  Dr.  Droleski  be 
denied. 

2.  A letter  dated  February  16,  1951,  from  Dr. 
Abraham  D.  Segal,  secretary  of  the  Medical  Society 
of  the  County  of  lungs,  requesting  refund  of  1951 
dues  to  the  estate  of  Dr.  Moses  Gross,  who  died  on 
January  7,  1951. 

It  was  voted  that  Dr.  Moses  Gross’  dues  be  re- 
mitted and  refunded  to  his  estate. 

3.  A letter  dated  February  14,  1951,  from  Mrs. 
James  Rooney  expressing  appreciation  for  the 
sympathy  extended  her  on  the  death  of  Dr.  Roo- 
ney. 

4.  Dr.  William  M.  Rapp,  secretary,  requests  the 
Council  to  permit  Dr.  Laura  Miller  to  retain  her 
membership  in  the  Medical  Society  of  the  County  of 
Greene.  She  is  now  residing  in  Albany  County  just 
over  the  line  from  Oak  Hill,  Greene  County.  Dr. 
Albert  Vander  Veer,  secretary,  has  written  that  the 
Medical  Society  of  the  County  of  Albany  has  no  ob- 
jection. 

Approval  was  voted. 

5.  A memorandum  from  Dr.  William  H.  Ray- 
mond, treasurer  of  the  Medical  Society  of  the 
County  of  Fulton,  which  had  attached  bill  for 
$12.50  for  American  Medical  Association  dues  for 
one-half  year  ending  December  31,  1950,  for  Dr. 
Kingston  Larner: 

“As  you  will  note  on  the  enclosed  card,  which 
he  received  a few  days  ago,  I have  drawn  your  at- 
tention to  the  fact  that  he  was  not  in  the  active 
practice  of  medicine  during  1950,  nor  was  he  an 
active  member  of  the  Society  until  he  paid  his 
dues  for  the  year  1951.  At  that  time  (last 
month)  he  paid  his  A.M. A.  dues  for  this  year. 
It  is  our  opinion  that  he  should  not  be  billed  for 
the  amount  given  on  the  card.  Properly  he 
should  be  listed  as  being  a member  as  of  1951. 
Please  let  me  know  the  opinion  of  the  State  So- 
ciety on  this  matter.” 

It  was  voted  that  the  Secretary  send  the  circum- 
stances of  this  matter  to  the  Secretary  of  the 
A.M. A.  and  request  remission  of  the  one-half 
year  dues  of  1950  for  Dr.  Kingston  Larner. 

6.  Letter  dated  February  27,  1951,  from  Dr.  A. 
C.  Ivy,  secretary-treasurer  of  the  National  Society 
for  Medical  Research,  requesting  renewal  of  the 
State  Society’s  contribution  to  that  organization. 

It  was  voted  to  recommend  to  the  Board  of 
Trustees  that  $500  be  contributed  to  the  Na- 
tional Society  for  Medical  Research. 

7.  A communication  of  March  2,  1951,  from  Dr. 
B.  Wallace  Hamilton,  secretary  of  the  Medical 
Society  of  the  County  of  New  York,  transmitting  a 
recommendation  from  the  Comitia  Minora  of  that 
society  that  the  House  of  Delegates  form  a com- 
mittee to  cooperate  with  the  Commission  on  Chronic 
Illness  and  that  the  county  society  do  likewise. 

f Continued  on  page  1340] 
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Now  Available — 

TABLETS 

BEPLETE® 

Vitamins  B-Complex 

with  Phenobarbital 

• 

Companion 

Product 

to_ 

BEPLETE 
j Elixir 


One  Tablet  corresponds  to  one  Teaspoonful  (4  cc.) 

Thus,  the  physician  can  select  the  form 
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In  nervousness  and  fatigue,  a judicious 
combination  of  low  dosage  sedation  and 
high  dosage  B-complex  therapy  often 
provides  gratifying  relief.  BEPLETE  sup- 
plies both  adjuncts,  including  vitamin  B12. 
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8.  Letter  from  Dr.  Donald  G.  Anderson,  secre- 
tary-treasurer of  the  American  Medical  Education 
Foundation,  February  28,  1951: 

“The  American  Medical  Education  Foundation 
has  been  widely  hailed  as  one  of  the  most  impor- 
tant and  constructive  programs  ever  undertaken 
by  the  medical  profession.  If  the  Foundation  is 
to  live  up  to  its  promise  and  become  a successful 
undertaking  to  which  every  member  of  the  pro- 
fession can  point  with  pride,  it  must  be  actively 
supported  by  a large  majority  of  the  members  of 
the  profession. 

“The  Board  of  Directors  of  the  Foundation  be- 
lieve that  it  would  be  of  the  greatest  help  in  secur- 
ing this  support  if  each  county  or  district  medical 
society  would  appoint  an  individual  or  committee 
to  assume  responsibility  for  stimulating  interest 
in  the  Foundation  and  seeing  that  the  largest 
possible  number  of  physicians  contribute  promptly 
and  generously  to  the  Foundation.  The  Board  of 
Directors  at  its  recent  meeting,  therefore,  di- 
rected me  to  write  to  the  secretary  of  each  state 
society  asking  if  they  would  request  each  of  their 
county  and  district  societies  within  the  next  few 
weeks  to  appoint  an  individual  or  committee  to 
stimulate  contributions  to  the  Foundation.  It 
is  the  earnest  hope  of  the  directors  that  you  will 
be  willing  to  do  this. 

“There  are  many  ways  in  which  such  commit- 
tees could  be  active.  First,  they  could  arrange 
that  a short  talk  explaining  the  purpose  of  the 
Foundation  be  given  at  an  early  meeting  of  their 
society  and  that  an  appeal  to  the  members  for 
contributions  be  made.  At  subsequent  meetings 
announcements  could  be  made  reminding  the 
membership  of  the  importance  of  contributing. 
Another  method  would  be  to  include  a mention  of 
the  Foundation  in  the  newsletter,  bulletin,  or 
journal  of  the  society.  The  most  effective  means, 
of  course,  would  be  the  development  of  a cam- 
paign whereby  members  of  the  committee  contact 
their  colleagues  personally  in  conversation,  by  tele- 
phone, or  by  letter. 

“I  am  attaching  a list  of  references  to  articles 
about  the  Foundation  that  have  appeared  in  the 
Journal  and  elsewhere  which  may  be  helpful  to 
the  local  committee  in  familiarizing  themselves 
with  the  objectives  of  the  Foundation. 

“While  the  medical  profession  has  earned  de- 
served praise  for  undertaking  the  Foundation,  we 
are  very  much  on  trial.  Should  the  Foundation 
fail  because  of  lack  of  support  by  the  individual 
members  of  the  profession,  it  is  easy  to  imagine 
the  taunts  of  our  critics.  This  will  not  happen  if 
each  state  and  county  society  will  put  its  shoulder 
to  the  wheel.  We  are  counting  on  you  and  we 
know  that  you  will  not  let  us  down.” 

It  was  stated  that  an  editorial  had  been  published 
in  the  New  York  State  Journal  of  Medicine  on 
this  subject,  which  was  also  mentioned  in  a recent 
newsletter  of  the  Public  Relations  Bureau. 

After  discussion,  it  was  voted  that  each  county 
society  be  requested  to  appoint  an  individual  or  a 
committee  to  solicit  contributions  from  each  mem- 
ber for  the  American  Medical  Education  Founda- 
tion. 

The  Treasurer's  report  was  accepted. 

Report  of  the  Executive  Officer 

Dr.  Hannon  reported  that  at  a meeting  of  legisla- 
tion chairmen  of  county  societies  on  February  13  in 
Albany  about  50  bills  were  considered.  He  stated 


that  two  bills  sponsored  by  the  State  Society  re- 
garding arbitration  of  workmen’s  compensation 
claims  had  passed  the  Assembly  but  were  not  ex- 
pected to  become  law;  that  the  revised  Panken  j 
Bill,  giving  free  choice  of  plan  to  subscribers  to 
medical  care  insurance,  would  need  further  revision 
to  meet  the  needs  of  large  corporations  in  areas  con- 
taining several  insurance  plans;  that  licensing  bills 
for  chiropractors  and  psychologists  continue  in 
committee,  and  that  the  Podiatry  Bill  which  has 
been  introduced  in  the  Assembly  continues  to  be  op- 
posed, although  its  present  form  is  acceptable  to  the 
Department  of  Labor  and  to  insurance  carriers. 
He  reported  that  he  and  Mr.  Beasley  were  working 
with  the  Medical  Research  Association  for  the  pass- 
age of  a bill  to  make  dogs  available  from  pounds 
for  medical  research  and  that  this  bill  had  been  re- 
ported out  of  committee  in  the  Assembly.  Dr. 
Hannon  stated  it  would  be  too  late  to  introduce  a 
bill  or  resolution  establishing  a commission  to  study 
the  subject  of  coroners  and  medical  examiners. 

Reports  of  Committees 

Legislation. — Dr.  Siris,  chairman,  speaking  of  the 
chiropractic  bill,  supported  the  position  previously 
taken  by  the  Legislation  Committee  and  the  Coun- 
cil, opposing  alteration  in  the  Medical  Practice  Act.  I 
He  commended  the  work  done  by  Dr.  Hannon,  par- 
ticularly  in  having  representatives  of  the  State  De- 
partment of  Health  at  the  meeting  of  the  county  | 
legislation  committee  chairmen  in  February. 

Dr.  Siris  spoke  with  regard  to  Senate  Int.  2466  1 
which  would  amend  the  Public  Health  Law  to  per- 
mit noncitizens  to  take  competitive  examinations  jl 
for  positions  in  the  Department  of  Health,  when  an  l 
emergency  exists.  This  legislation  is  desired  by  the 
Tuberculosis  Hospitals  Division  of  the  State  Depart- 
ment of  Health  and  by  the  Mental  Hygiene  Depart- 
ment. Although  this  is  not  of  direct  concern  to  the 
State  Society  as  it  does  not  include  licensures,  the 
Department  of  Health  wished  to  learn  the  Medical  ,i 
Society’s  stand. 

After  discussion,  it  was  voted  no  action  be  taken. 

In  regard  to  the  amended  Panken  Bill,  known  as 
the  Hughes  Bill,  Dr.  Siris  presented  a letter  from  Dr. 
George  Baehr  containing  objections. 

Economics. — Dr.  Azzari,  chairman,  called  atten- 
tion to  the  report  of  the  Bureau  of  Medical  Care  In- 
surance and  the  suggested  uniform  State-wide  medi- 
cal care  insurance  contract  in  the  agenda. 

The  report  recited  Mr.  Farrell’s  attendance  at  a 
joint  meeting  of  the  legislation  committees  of  this 
Society  and  of  the  New  York  State  Dental  Society, 
at  the  conference  of  county  medical  society  legisla- 
tion committee  chairmen,  and  at  a meeting  of  the 
Medical  Society  of  the  County  of  Rockland,  where 
he  spoke  on  methods  by  which  component  county 
medical  societies  may  present  medical  care  insur- 
ance problems  to  the  directors  of  the  United  Medical 
Service.  It  stated  that  he  had  conferred  with  Dr. 
Aaron  in  Buffalo  about  the  annual  report  to  the 
House  of  Delegates  and  the  uniform  State-wide  con- 
tract and  with  Mr.  Hammersley  of  the  Blue  Cross 
Plan  in  Albany  regarding  admission  of  patients  to 
hospitals,  under  Blue  Cross,  as  ambulatory  cases  for 
diagnostic  purposes.  It  reported  the  incorporation 
on  November  29,  1950,  of  Chautauqua  Region 
Medical  Service,  Inc.  This  will  serve  the  people  of 
Chautauqua  County  and  completes  coverage  by. 
Blue  Shield  Plans  throughout  the  State. 

After  discussion,  the  report  was  approved. 

[Continued  on  page  1342] 
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ment in  60%  of  16  cases;  he  refers  to 
psoriasis  as  "the  cutaneous  manifestation 
of  a metabolic  disturbance". 

Average  dose:  20  grams  Granulestin  daily. 


IN  HIGH  BLOOD  CHOLESTEROL  . . . 

Granulestin  has  been  found  effective  in 
lowering  cholesterol  levels  in  many  cases  of 
hypercholesterolemia. 


(1)  Gross  & Kesten  N.Y.  State  J.  of  M.  11/15/50 

(2)  Gross  & Kesten  Arch.  Derm.  & Syph.  Feb.  1943 

(3)  Goldman  Cinn.  J.  of  M.  June  1942 

(4)  Smith, Goldman,  Fox  J.  Inv.  Derm.Vol.5,  1942 


Physicians  interested  in  trying  GRANULESTIN  are  invited  to  send  for 
complete  information  and  a one-month  complimentary  trial  supply. 


Available  at  pharmacies  in  9 oz.  packages 


ASSOCIATED  CONCENTRATES,  Inc. 

WOODSIDE,  L.  I„  N.  Y. 


1342 


MINUTES  OF  THE  COUNCIL 


[N.  Y.  State  J.  M. 


Multiple  Vitamin 
Deficiencies 

"... . Deficiency  diseases  clinically  evi- 
dent are  usually  associated  with  addi- 
tional tissue  deficiencies  of  nutrients 
not  yet  clinically  manifest.”  (Jolliffe, 
Tisdall  & Cannon:  Clinical  Nutrition, 
New  York,  Hoeber,  1950,  p.  633-634.) 


THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 
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cally proved,  truly  therapeutic  “practi- 
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Each  Theragrun  Capsule 
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Vitamin  A 25,000  U.S.P.  units 

Vitamin  D 1,000-U.S.P.  units 

Thiamine  hydrochloride ....  10  mg. 

Riboflavin  5 mg. 

Niacinamide 150  mg. 

Ascorbic  acid 150  mg. 

Bottles  of  30, 100,  and  1000 

* Thiamine  content  rained  to  10  nv. 

/or  true  vitamin  therapy  . . . 

specify  THERAGRAN® 
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Dr.  Azzari  read  a letter  from  Dr.  Segal,  secretary 
of  the  Medical  Society  of  the  County  of  Kings,  sug- 
gesting that  the  date  to  be  established  for  remission 
of  dues  of  members  entering  the  armed  services  be 
when  the  member  received  orders  to  report  for  duty 
rather  than  the  actual  date  of  entering  service. 
Dr.  Azzari  expressed  the  opinion  that  such  a change 
would  not  affect  a member’s  inclination  or  disin- 
clination to  pay  dues  and  that  often  orders  were  re- 
| ceived  as  long  as  four  months  prior  to  the  date  of 
induction.  He  saw  no  reason  for  changing  the  rec- 
ommendation made  by  the  Economics  Committee 
in  January. 

It  was  voted  to  approve  the  report  and  so  notify 
the  Medical  Society  of  the  County  of  Kings. 
Public  Medical  Care  Subcommittee — Dr.  Azzari 
reported  for  Dr.  Vickers,  chairman  of  the  Public 
Medical  Care  Subcommittee: 

“The  Subcommittee  on  Public  Medical  Care  has 
had  referred  to  it  a resolution  from  the  Medical 
Society  of  the  County  of  Orange: 

Whereas,  the  present  system  of  payment  of 
welfare  cases  to  the  patient  from  the  Depart- 
ments of  Welfare  causes  delays  and  additional 
work;  therefore  be  it 

Resolved,  that  the  Medical  Society  of  the  County 
of  Orange  request  that  payment  for  services 
rendered  be  made  to  the  physician  from  the  De- 
partment of  Welfare,  and  be  it  further 

Resolved,  that  copies  of  this  resolution  be  sent 
to  the  Commissioner  of  the -State  Department  of 
Social  Welfare,  Commissioner  of  Orange  County 
Department  of  Public  Welfare,  Commissioner  of 
the  City  of  Newburgh  Department  of  Public  Wel- 
fare, and  the  Medical  Society  of  the  State  of  New 
York. 

“The  Council  will  recall  that  at  the  October,  1950, 
meeting,  the  matter  of  direct  payment  of  fees  to  the 
physician  (‘direct,’  in  the  terminology  of  the  Wel- 
fare Department)  was  brought  to  the  attention  of 
the  Council  with  a request  for  instructions.  The 
Council  voted  that  they  did  not  disapprove  the 
‘direct’  payment  to  the  physician. 

“When  the  Deputy  Commissioner  of  Social  Wel- 
fare for  the  State  of  New  York  was  notified,  he  re- 
plied that  he  would  take  the  matter  under  advise- 
ment until  he  found  out  the  feeling  of  the  other 
parties  involved  and  whether  he  could  obtain  full 
Federal  reimbursement. 

“The  Committee  also  has  a letter  of  similar  im- 
port from  the  Medical  Society  of  the  County  of 
Broome. 

“In  the  past  the  doctor  has  preferred  to  deal 
directly  with  the  patient,  but  the  Department  of 
Welfare  could  not  obtain  reimbursement  with  Fed- 
eral funds  for  fees  paid  directly  to  physicians.  It  is 
believed  that  this  ruling  has  been  changed,  so  that 
now  the  State  can  be  reimbursed  for  such  payments. 

“There  seems  to  be  an  increasing  wish  on  the  part 
of  physicians  in  all  parts  of  the  State  to  be  paid  di- 
rectly for  their  welfare  work,  in  one  check  from  the 
Welfare  Department,  instead  of  collecting  from  each 
individual  patient.  Your  committee  feels  that,  as 
this  method  is  satisfactory  to  the  Council,  it  was 
wise  that  copies  of  these  resolutions  wTent  to  the 
Commissioner  of  Social  Welfare  of  the  State  of  A ew 
York,  to  bring  to  his  attention  the  wishes  of  the 
physicians,  and  would  suggest  that  any  further  simi- 
lar resolutions  be  transmitted  to  him.’’ 

The  report  was  approved. 


May  15,  1951] 
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Emergency  Preparedness. — Dr.  Masterson,  chair- 
man, reported:  “About  a month  ago  our  committee 
received  a letter  from  the  State  Department  of 
Health  saying  they  had  several  problems  concerning 
purchase  of  supplies  and  requesting  that  we  call 
together  the  panels  of  the  various  medical  schools 
throughout  the  State.”  He  stated  that  two  meet- 
ings of  the  five  panels  had  been  held  and  that  a sum- 
mary of  their  findings  would  be  transmitted  to  the 
Health  Commissioner  and  by  him  to  the  various 
medical  societies. 

Hospital  and  Professional  Relations.— Dr.  Brown, 
chairman,  reported  as  follows:  “The  preliminary 

phase  of  our  investigation  is  over — namely,  the 
hearings  in  various  parts  of  the  State,  when  we  tried 
to  gather  information  from  men  in  the  practice  of 
those  specialties  which  constitute  probably  80  per 
cent  of  our  problem  in  medicine  as  practiced  in  hos- 
pitals, namely,  the  pathologists,  x-ray  men,  physi- 
atrists,  anesthesiologists,  and  the  electrocardi- 
ographers.” 

He  stated  that  evidence  at  the  meetings  showed 
that  hospitals  were  engaged  in  the  practice  of  medi- 
cine and  in  some  departments,  particularly  in  work- 
men’s compensation,  were  competing  with  private 
physicians  in  the  treatment  of  outpatient  cases. 
He  said  it  was  his  opinion  that  most  of  the  men  who 
are  practicing  these  five  specialties  in  hospitals  are 
doing  so  unethically,  using  the  Hess  Report  as  a 
criterion.  He  stated  that  the  policies  of  the  Blue 
Cross  organizations,  especially  as  applied  to  the  five 
specialties,  will,  if  persisted  in,  change  the  pattern 
of  the  practice  of  these  specialties  and  affect  ad- 
versely the  quality  of  service.  He  expressed  the  opin- 
ions developed  in  the  committee  meetings  that  “we 
have  to  get  down  to  the  principle  that  medical  serv- 
ices should  be  provided  by  Blue  Shield  exclusively 
and  no  medical  services  should  be  provided  by  Blue 
Cross”  and  that  the  present  confusion  arose  from  the 
fact  that  “we  are  a little  bit  late  about  some  of  the 
details  and  have  handed  over  to  the  hospital  for  ex- 
pediency’s sake  some  of  the  things  that  are  es- 
sentially matters  that  doctors  themselves  should 
handle.” 

He  reported  statements  by  doctors  in  the  eastern 
and  northern  parts  of  the  State  that  only  the  hospi- 
tals and  not  the  doctors  involved  could  bill  com- 
pensation cases  for  x-rays.  Dr.  Brown  suggested 
articles  be  published  in  the  Journal  to  explain  the 
correct  procedures  in  cases  where  both  hospitals 
and  physicians  are  concerned.  He  touched  upon 
two  matters  which  he  wished  referred  to  the  Com- 
mittee on  Public  Health  and  Education.  These 
were  the  coroner  system  and  the  practices  of  some 
county  laboratories.  These  take  blood  counts  and 
do  other  ordinary  tests  for  people  regardless  of  their 
ability  to  pay.  He  added  that  there  are  no  private 
pathologists  in  those  counties  “largely  because  of 
the  work  that  the  county  laboratories,  supported  in 
part  by  the  State,  are  doing.  A pathologist  cannot 
go  there  and  make  a living  according  to  the  testi- 
mony.” 

In  summarizing  the  committee’s  work  for  the 
year,  Dr.  Brown  stated  that  the  meetings  had  pro- 
vided valuable  contact  between  the  State  Society 
and  practitioners  of  the  five  specialties.  He  re- 
ported a general  attitude  of  appreciation  among  the 
men  who  attended  these  meetings.  He  expected  to 
have  some  recommendations  for  the  House  of  Dele- 
gates but  believed  that  the  problem  would  have  to  be 
explored  further.  On  the  agenda  for  the  commit- 
tee are  an  early  meeting  with  representatives  of  the 
| Continued  on  page  1344] 
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General  Practice  Subcommittee,  of  the  Public  Health 
and  Education  Committee,  and  later  a meeting  with 
representatives  of  the  Hospital  Association  of  New 
York  State. 

After  discussion,  the  report  was  approved. 

Nursing  Education — Dr.  Dickson,  chairman,  pre- 
sented a letter  which  he  had  received  from  Dr. 
Aaron,  chairman  of  the  New  York  State  Advisory 
Committee  to  Selective  Service  for  Medical,  Dental, 
and  Allied  Specialists,  reporting  Colonel  Boughton’s 
response  to  the  Council’s  request  that  military  serv- 
ice be  deferred  in  the  case  of  male  nursing  students 
during  their  period  of  training.  The  letter  stated 
that  students  in  the  upper  third  of  their  classes 
might  be  deferred  while  they  maintained  that  stand- 
ing, and  that  those  in  the  lower  brackets  of  their 
class  would  be  classified  1A(P)  and  allowed  to  finish 
the  school  year. 

Dr.  Dickson  also  reported  that  a subcommittee  of 
the  Coordinating  Council  on  Nursing  Problems  had 
been  formed  under  the  chairmanship  of  Dr.  John  M. 
Hanford  to  determine  specifications  for  the  establish- 
ment of  similar  coordinating  councils  on  county  and 
district  levels. 

The  report  was  approved. 

Office  Administration  and  Policies. — Dr.  Beek- 
man,  chairman,  reported  that  the  committee  had 
acted  upon  routine  matters,  when  it  met  on  March 
7,  1951. 

It  was  voted  to  approve  the  report. 

Publication. — -Dr.  Kosmak,  chairman,  announced 
that  the  1951  Directory  would  be  delivered  in  April. 
He  stated  that  there  had  been  a decrease  of  advertis- 
ing income  for  this  volume  of  almost  $3,800  and  that 
the  committee  hoped  to  effect  a saving  of  about 
$3,000  in  the  cost  of  the  next  Directory  by  omitting 
street  listings  of  doctors.  He  expressed  the  desire  of 
the  committee  to  call  the  attention  of  the  House  of 
Delegates  to  the  cost  of  publishing  the  Directory  and 
to  the  possibility  of  issuing  it  every  three  years  in- 
stead of  every  two.  Dr.  Kosmak  stated  that  the 
death  of  Miss  Eva  Wilcox  would  make  necessary  new 
arrangements  for  paper  supply,  and  he  reported  ad- 
vertising income  for  the  months  of  January  and 
February  amounted  to  $11,054. 

Public  Health  and  Education. — Dr.  Curphey, 
chairman,  reported  that  he  had  attended  four  meet- 
ings and  arranged  14  postgraduate  lectures  in  11 
counties.  He  requested  approval  of  the  Council  of 
Dr.  Hilleboe’s  recommendation,  as  Chief  Medical 
Officer  of  Civilian  Defense,  that  the  Subcommittee 
on  Blood  Banks  organize  a meeting  of  the  various 
agencies  concerned  with  blood  procurement  pro- 
grams in  this  State. 

Approval  was  voted. 

Stale  Health  Council — Dr.  Cuiphey  reported  that 
the  Joint  Committee  of  the  Public  Health  and  Edu- 
cation Committee  with  the  State  Health  Depart- 
ment met  the  previous  night  to  discuss  the  policy 
of  establishing  the  State  Health  Council  at  the  State 
level. 

“We  were  mandated  by  the  House  of  Delegates  to 
look  into  the  matter.  There  was  a general  agree- 
ment as  to  the  importance  of  a State  Health  Coun- 
cil, but  a great  deal  of  effort  and  thought  was  given 
as  to  how  to  organize  it  efficiently  and  have  it  cor- 
relate the  work  of  county  groups. 

“Dr.  Hilleboe  made  a practical  suggestion,  to  use 
the  present  Health  Resources  Board  that  is  organized 
in  connection  with  civil  defense.  This  comprises 


pharmacists,  undertakers,  lawyers,  clergy,  engineers, 
and  several  other  groups.  He  felt  that  if  we  took 
that  committee  and  established  it  as  the  basis  for 
membership,  having  each  organization  on  the  com- 
mittee pay  dues  or  subscribe  toward  the  cost  of  the 
project  (and  our  Medical  Society  is  a component  in 
that  group)  that  it  would  be  possible  to  have  suf- 
ficient funds  and  agency  representatives  to  launch 
a State  Health  Council.  I think  that  represents  the 
positive  approach  to  the  problem. 

“It  was  suggested  that  we  meet  one  or  two  of  the 
larger  agencies  interested,  that  is,  the  nonmedical 
agencies  like  the  State  Charities  Aid,  etc.,  and  have  a 
preliminary  meeting  to  discuss  the  larger  approach.” 
Cortisone — 

It  was  voted  that  the  shortage  of  “cortisone”  be 
studied  by  the  Public  Health  and  Education 
Committee. 

Public  Relations. — Dr.  Winslow,  chairman,  sub- 
mitted the  following  report: 

During  February  the  Public  Relations  Bureau  con- 
tinued to  cooperate  with  the  Legislation  Committee 
to  obtain  a poll  of  State  legislators  regarding  licen- 
sure of  chiropractors.  The  three  field  representa- 
tives, Mr.  Tracey,  Mr.  Walsh,  and  Mr.  Weinrich, 
visited  the  counties  in  their  areas  to  determine  the 
attitude  of  the  local  legislators.  Responses  were  re- 
ceived from  51  counties,  and  this  information  was 
sent  to  the  Executive  Officer  and  his  counsel. 

Simultaneously  with  visits  to  county  societies  to 
ascertain  sentiments  on  the  chiropractic  bill,  the 
field  representatives  continued  their  public  rela- 
tions work  in  the  stimulation  of  emergency  medical 
services  and  mediation  committees.  It  is  hoped 
that  in  the  near  future  there  will  be  no  county 
society  in  the  State  which  has  not  adopted  one  or 
both  of  these  projects. 

A step  of  great  importance  in  accomplishing  a 
wider  appreciation  of  public  relations  was  taken  on 
February  15,  when  representatives  from  23  county 
societies  attended  a conference.  This,  the  first  ever 
held  by  the  State  Society,  was  successful  in  its  pur- 
pose, which  was  to  permit  a free  discussion  of  the 
many  public  relations  problems  with  which  county 
medical  societies  are  faced.  The  program  consisted 
of  discussions  of  the  public  relations  value  of  emer- 
gency medical  services,  mediation  committees, 
physician  participation  in  community  activities, 
and  medical  economics  bureaus. 

During  the  discussion  of  emergency  medical  serv- 
ices in  various  parts  of  the  State,  the  question  arose 
regarding  possible  criticism  which  might  be  directed 
against  a physician  answering  emergency  calls  in- 
volving practice  outside  his  own  specialty.  Finally, 
those  assembled  adopted  the  following  resolution  of- 
fered by  Dr.  Monroe  Broad  of  Queens  County: 

“Whereas,  the  response  to  an  emergency  call 
for  medical  aid  is  based  upon  the  highest  of 
humanitarian  aims:  therefore  be  it 

“Resolved,  that  the  meeting  of  public  relations 
chairmen  of  the  county  medical  societies  of  the 
State  of  New  York  is  of  the  opinion  that  such  calls 
should  not  be  construed  as  deviation  by  a doctor 
whose  practice  is  limited  in  scope,  as  invading  the 
field  of  general  practice;  nor  should  it  be  con- 
sidered as  a departure  from  limitation  by  doctors 
in  training  for  specialist  qualification.” 

Your  committee  recommends  that  this  action  by  . 
the  assembled  county  society  public  relations  chair- 
men be  endorsed  in  principle  by  the  Council. 

[Continued  on  page  1346] 
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|o  establish  and  maintain  urinary 
antisepsis,  MANDELAMINE*  is 
many  times  preferred  because  it 
is  quickly  effective  against  the  organisms 
most  commonly  encountered  in  urinary  - 
tract  infections.  Its  exceptional  freedom 
from  untoward  reactions  and  its  wide 
range  of  antibacterial  activity  commend 
it  for  use  as  soon  as  the  diagnosis  has 
been  made. 


Urinary  antisepsis  is  often  achieved  in 
uncomplicated  pyelitis  in  as  few  as  three 
days.  Speedy  recovery  is  thus  secured  in 
many  cases  without  necessitating  higher- 
cost  therapy. 


Renal  insufficiency  is  the  only  major 
contraindication  to  MANDELAMINE 
therapy. 


MANDELAMINE  is  available  in  bot- 
tles of  120,  500,  and  1,000  enteric-coated 
tablets,  through  all  prescription  phar- 
macies. Comprehensive  literature  and 
samples  for  clinical  trial  will  be  furnished 
to  physicians  on  request. 


NEPERA  CHEMICAL  CO.,  INC. 

NEPERA  PARK,  YONKERS  2,  N.  Y. 


* MANDELAMINE  it  the  registered  trademark  of  Nepcra  Chemical  Co..  Inc.,  for  its  brand  of  methenaminc  mandelate. 
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Approval  was  voted. 

After  carefully  noting  the  results  of  this  conference 
to  which  the  participants  paid  their  own  expenses,  it 
is  hereby  recommended  that  funds  be  provided  here- 
after by  the  State  Society  for  such  a meeting  to  be- 
come an  annual  event  to  which  county  public  rela- 
tions Committee  chairmen  will  be  invited. 

It  was  voted  that  the  Council  favors  in  the  future 
the  payment  by  the  State  Society  of  expenses  of 
chairmen  of  county  medical  society  public  rela- 
tions committees  in  attending  such  meeting,  and 
that  this  vote  be  referred  to  the  Finance  Com- 
mittee. 

The  Public  Relations  Bureau,  at  the  request  of  the 
Society’s  Executive  Officer,  took  steps  to  arouse  op- 
position to  Assembly  Bill  Int.  No.  1115  which  would 
amend  the  Workmen’s  Compensation  Law  in  rela- 
tion to  the  care  of  injured  employes  by  podiatrists. 
This  bill  has  been  opposed  by  the  State  Society  in 
other  years.  The  Public  Relations  Bureau  com- 
municated with  presidents,  secretaries,  legislation 
committee  chairmen  and  public  relations  chairmen 
of  component  county  medical  societies,  suggesting 
that  they  register  opposition  in  the  Legislature. 
The  field  staff  was  instructed  to  carry  on  this  cam- 
paign by  encouraging  further  communications. 

A News  Letter  was  issued  on  February  28  con- 
taining articles  on  the  chiropractic  bill,  the  meeting 
of  county  society  legislation  chairmen,  the  bill  sup- 
ported by  the  New  York  State  Society  for  Medical 
Research  for  the  release  of  impounded  animals  to 
approved  scientific  laboratories,  the  first  public  re- 
lations conference,  doctor  draft,  and  a number  of 
other  items. 

News  releases  dealing  with  postgraduate  educa- 
tion were  sent  to  newspapers  in  the  following  coun- 
ties: Broome,  Cayuga,  Jefferson,  Madison,  Oneida, 
Ontario,  Rensselaer,  Queens,  St.  Lawrence,  and 
Schenectady. 

Dr.  George  Schwartz,  a member  of  the  Public  Re- 
lations Committee,  represented  the  State  Society  at 
an  open  forum  February  16  in  Cortland,  at  which 
the  national  health  program  was  discussed  before  an 
audience  of  500. 

Dr.  Winslow  continued:  “You  will  recall  that 

some  time  back  the  Public  Relations  Bureau  had 
four  field  representatives.  Then  Mr.  Leech  took  a 
position  in  the  Medical  Society  of  the  County  of 
Onondaga.  We  were  glad  of  this,  because  his  train- 
ing under  our  Bureau  fitted  him  to  carry  on  the  proj- 
ect in  Syracuse. 

That  left  us  short  one  man.  Now  we  have  only 
three  field  men.  Consequently  in  the  budget  this 
year  we  provided  for  a fourth  man.  A field  man 
costs  about  $10,000  annually  for  bis  salary  and  ex- 
penses. We  took  this  up  with  the  Finance  Commit- 
tee and  the  Treasurer  and  received  their  approval. 
Then  we  learned  that  would  be  a hardship  for  the 
budget  in  general.  So  we  voluntarily  took  off 
$1,000  of  our  budget  to  conform  with  the  wishes  of 
the  Finance  Committee,  and  they  then  passed  it, 
including  that  fourth  man.  However,  the  Board  of 
Trustees  cut  off  the  fourth  man.  I move  that  the 
Council  recommend  to  the  Board  of  Trustees  that 
they  provide  for  the  fourth  field  representative  of  the 
Public  Relations  Bureau.” 

It  was  so  voted. 

Veterans  Administration.— Dr.  Bauckus,  chair- 
man, stated:  “We  are  still  doing  business  in  the 

home-town  care  plan,  especially  in  the  rural  areas. 
For  physicians  in  localities  that  are  especially  in- 


terested in  this,  I might  give  you  figures  from  the 
Veterans  Administration  annual  report. 

“This  comes  from  Dr.  Joseph  Lawrence  in  Wash- 
ington : Only  12  per  cent  of  the  general  medical  and 
surgical  patients  in  Veterans  Administration  hos- 
pitals were  service-connected.  The  over-all  figure 
was  33  per  cent  service-connected,  average  length  of 
stay  per  patient  50  days,  cost  $10.90  per  day,  6.4 
per  cent  increase  over  the  cost  of  the  previous  year, 
and  capacity  of  neuropsychiatric  hospitals  95  per 
cent  occupied.  Considered  too  high  in  terms  of 
accepted  standards  of  hospital  administration,  the 
Veterans  Administration  says. 

“Next  in  the  statistics’  line — on  the  fee  basis  plan 
in  New  York  State  from  November,  1949,  to  Octo- 
ber 31,  1950  (this  is  taken  from  the  figures  given  out 
by  the  Medical  Director’s  Office  at  Washington, 
D.C.),  including  contract  clinics,  $1,300,000  wras 
paid  in  New  York  State.  In  the  month  of  October 
in  New  York  State,  there  was  paid  $104,000  on  the 
fee  basis  system.  On  the  fee  basis  system  in  the 
United  States  in  October  there  was  paid  $968,424. 
The  fee  basis  system  in  the  entire  United  States 
from  November,  1949,  to  October  31,  1950,  was 
$13,221,911.  That  includes  the  money  spent  also 
in  the  so-called  contract  clinics.  Around  here  the 
proportion  of  contract  expenditure  is  very  much 
higher,  two  or  three  times  higher,  than  in  other 
areas,  largely  because  psychiatry  here  is  delegated 
to  clinics.  We  have  opposed  that  policy,  but  it  has 
been  difficult  to  do  anything  about  it  and,  I might 
say,  somewhat  impractical.” 

Speaking  of  the  extension  of  Federal  medical  care 
programs,  Dr.  Bauckus  stated  that  under  Section  23 
of  S.l,  if  passed,  the  government  would  provide  for 
the  physical  and  mental  rehabilitation  of  registrants 
for  Selective  Service  who  were  rejected  for  failure  to 
meet  standards  for  physical  and  mental  fitness  pre- 
scribed by  the  Secretary  of  Defense;  that  a resolu- 
tion by  Senator  Langer  directs  the  Senate  Post- 
office  and  Civil  Service  Committee  to  investigate  the 
desirability  of  having  the  government  set  up  a hos- 
pital program  for  its  civilian  employes,  and  that, 
under  a new  Veterans  Administration  ruling, 
Spanish-American  War  veterans  are  entitled  to  all 
medical  and  hospital  care  for  every  illness,  wdiether 
service-connected  or  not.  He  felt  that  a home- 
town program  was  needed  for  the  last-mentioned 
group  due  to  their  age  and  also  that  later  this  ruling 
would  be  applied  to  World  War  I and  World  M ar  II 
veterans. 

Dr.  Bauckus  spoke  of  a Veterans  Administration 
ruling  that  cortisone  and  ACTH  must  be  adminis- 
tered only  in  a hospital,  and  that  the  chiefs  of  serv- 
ices at  each  Veterans  Administration  hospital 
should  appoint  a committee  whose  approval  would 
be  needed  for  those  drugs.  He  stated  that  an  ob- 
jection to  this  ruling  had  been  taken  by  the  com- 
mittee. He  cited  two  cases:  one  a physician  whose 
bill  for  treatment  of  a veteran  was  disallowed  be- 
cause he  had  given  Cortone  and  ACTH,  and  the 
other  of  a veteran  in  New  York  for  whom  cortisone 
was  recommended  and  who  was  transferred  by  a 
VA  committee  in  Boston  to  a New  York  doctor  no 
longer  in  practice.  He  reported  the  action  of  a co- 
ordinator in  Syracuse  who  had  asked  18  county 
medical  societies  to  submit  names  of  physicians 
qualified  to  prescribe  ACTH  or  cortisone  and  had 
described  basic  qualifications  as  including  a certi- 
fication in  internal  medicine  or  a fellowship  in  the 
American  College  of  Physicians.  In  response  to  an 
objection  on  the  part  of  the  Medical  Society  of  the 
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County  of  Oneida,  the  committee  requested  this 
coordinator  to  withdraw  all  of  these  letters.  He  did 
so. 

Dr.  Bauckus  stated  the  objections  of  the  Erie 
County  Medical  Society  and  of  his  committee  to  the 
establishment  of  any  fee  schedule  or  list  of  specialists 
not  designated  by  this  Society,  and  particularly  to 
the  use  of  specialty  board  diplomas  as  a qualification. 
He  mentioned  lists  of  specialists  maintained  by  the 
Department  of  Vocational  Rehabilitation  and  by 
the  Commission  for  the  Blind  of  the  Department  of 
Social  Welfare,  and  expressed  the  feeling  that 
specialists  who  have  been  approved  by  county 
society  qualifying  committees  should  not  be  re- 
quired to  apply  for  inclusion  in  such  lists. 

He  added:  ‘‘We  don’t  want  in  Veterans  Medical 
Service  Plan  of  New  York  to  make  anyone  who  is 
licensed  to  practice  medicine  apply  for  special  con- 
sideration to  do  special  service,  if  the  workmen’s 
compensation  committee  of  his  county  society  has 
approved  him  for  such  work.  We  have  had  inci- 
dents where  two  of  the  largest  hospitals  in  Buffalo 
have  suffered  a severe  affront  because  men  on  their 
staff,  regular  surgeons,  were  turned  down  from  doing 
work  for  rehabilitation.  We  have  said  to  the 
Veterans  Administration  that  we  do  not  want  any 
of  that  sort  of  thing,  and  it  is  high  time  not  to  have  to 
bother  with  the  Boards.  While  they  do  mean  a 
great  deal,  we  do  not  wish  to  be  qualified  by  others 
on  that  standard.  So  we  protest.” 

Dr.  Bauckus  reported  having  received  protests 
from  men  about  interference  in  the  care  of  their  pa- 
tients and  suggested  that  the  Department  of  Health, 
the  Vocational  Rehabilitation  Group  of  the  Depart- 
ment of  Education,  and  the  Department  of  Social 
Welfare  should  recognize  the  principle  of  free  choice 
of  physician.  He  expected  to  bring  up  the  subject  of 
the  various  lists  of  specialists  at  the  House  of  Dele- 
gates. 

After  a lengthy  discussion  of  the  specialist,  roster  of 
the  New  York  State  Department  of  Health,  Dr. 
Wertz  stated  that.  Dr.  Hilleboe  will  be  in  Buffalo  in 
the  near  future  and  would  endeavor  to  explain  the 
purpose  of  this  roster  to  the  parties  particularly 
concerned. 

(A  special  article  in  the  March  15,  1951,  New 
York  State  Journal  of  Medicine,  page  748,  en- 
titled “Specialist  Roster  of  the  New  York  State 
Department  of  Health,”  gives  a statement  of  the 
programs  served  by  this  roster,  its  relation  to  pro- 
grams administered  by  other  State  agencies,  and  the 
method  of  approving  specialists.) 

Workmen’s  Compensation. — Dr.  Kenney,  chair- 
man, asked  permission  to  circulate  to  members  of 
the  Council  mimeographed  copies  of  a paper  on  “The 
Concern  of  the  Doctor  in  Disability  Benefits  Law  In- 
surance” which  was  presented  at  a recent  meeting  in 
Chicago  by  Mr.  E.  H.  O’Connor,  managing  director 
of  the  Insurance  Economic  Society  of  America.  He 
suggested  that,  excerpts  from  the  paper  be  included 
in  a Public  Relations  Bureau  newsletter. 

He  reported  that  he  had  received  a letter  from  Dr. 
Fischer  thanking  him  for  the  interest  he  had  shown 
in  the  activities  of  the  American  Academy  of 
General  Practice. 

He  stated  that  the  annual  report  of  the  committee, 
curtailed  because  of  Dr.  Kaliski’s  illness,  had  been 
submitted. 

Regarding  the  fee  schedule,  he  st  ated  that  active 
negotiations  for  an  upward  revision  of  the  1947  sched- 
ule had  been  delayed  until  the  past  year  because  of 
the  chairman’s  desire  to  allow  a two-year  period  for 


that  schedule  to  prove  itself,  and  that,  the  idea  of  a 
priority  schedule,  which  determined  the  nature  of 
Dr.  Masterson’s  report  of  April,  1950,  originated 
with  her.  At  a meeting  on  February  16,  1951,  of  a 
subcommittee  of  the  Advisory  Council  to  the  Work- 
men’s Compensation  Board,  appointed  for  the  pur- 
pose of  studying  Dr.  Masterson’s  report  and  the  fee- 
schedule  revision  in  general,  the  reaction  of  the  busi- 
ness and  insurance  representatives,  and  Miss  Donlon 
also,  was  strongly  against  the  revision  of  the  fee 
schedule  in  particular  categories.  They  felt  there 
was  reasonable  justification  for  an  over-all  percent- 
age revision  on  a cost-of-living  increase  basis.  The 
offer  of  a 5 per  cent  over-all  revision  was  considered 
entirely  inadequat  e by  both  the  medical  representa- 
tives and  the  chairman,  herself.  At  a meeting  that 
afternoon  the  Workmen’s  Compensation  Committee 
accepted  with  reluctance  the  principle  of  cost-of- 
living  increase  but  urged  the  chairman  in  further 
negotiations  to  press  for  the  original  recommenda- 
tions of  the  Medical  Society  and  to  negotiate  the 
best  terms  possible  if  revision  had  to  be  made  on  the 
basis  of  the  proposals  outlined.  An  effort  to  secure 
a minimum  upward  revision  of  10  per  cent  was  voted. 
At  a meeting  on  February  25  of  the  Executive  Coun- 
cil of  the  New  York  Stat  e Chapter  of  the  American 
Academy  of  General  Practice  the  reaction  was 
strongly  opposed  to  any  revision  other  than  the  orig- 
inal premise  of  the  Medical  Society,  some  individ- 
uals even  taking  the  stand  that  they  would  rather 
accept  the  status  quo  than  barter  on  that  basis. 
On  March  2,  the  special  committee  which  had  met 
on  February  16  convened  again  at  the  office  of  the 
chairman  of  the  Workmen’s  Compensation  Board  in 
New  York  City.  It  was  brought  to  Dr.  Kenney’s  at- 
tention by  the  chairman  of  the  Board  that,  because 
of  the  present  defense  rules  and  regulations,  the 
constantly  changing  picture  in  Washington  and 
similar  factors,  any  increase  in  compensation  fees 
during  the  war  emergency  could  only  be  obtained 
after  approval  of  the  authorities  in  Washington. 
It  seemed  apparent  that  we  would  be  compelled  to 
accept  the  cost-of-living  type  of  increase  if  we  were 
lo  get  any  improvement  in  the  situation. 

“A  compromise  figure  of  8 per  cent  was  arrived  at, 
which  in  the  opinion  of  the  employers'  and  carriers’ 
representatives  and  Miss  Donlon,  taken  together 
with  relaxation  of  the  5 per  cent  discount  on  bills 
which  was  abrogated  on  May  1,  1947,  and  figuring 
that  a reasonable  estimate  of  3V2  per  cent  of  such 
bills  could  be  used  as  a basis  for  comparison,  in  fact, 
represented  a revision  of  approximately  11  to  lll/2 
per  cent.” 

Dr.  Wertz  stated  that  probably  approval  of  the 
authorities  in  Washington  could  better  be  obtained 
now  than  at  a later  date  and  asked  the  advice  and  in- 
structions of  the  Council. 

After  discussion,  it  was  voted  that,  proposals  made 

by  the  Advisory  Council  to  the  Workmen’s 

Compensation  Board  for  an  over-all  increase  of  8 

per  cent  in  the  workmen's  compensation  fee  sched- 
ule be  referred  to  the  House  of  Delegates. 

New  Business 

Commissioner  Hilleboe. — Dr.  Wertz  stated  lie 
had  requested  Dr.  Hilleboe  to  address  the  Council. 
Dr.  Hilleboe  thanked  the  president  and  stated: 
“We  have  been  working  very  closely  with  the  Com- 
mittee on  Public  Health  and  Education,  with  Ted 
Curphey,  and  we  use  it.  as  sort  of  a clearinghouse  for 
our  many  joint  problems.  It  has  been  exceedingly 
useful  in  the  development  of  our  rather  large  pro- 
gram throughout  the  State. 

[Continued  on  page  1350) 
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MINUTES  OF  THE  COUNCIL 


[N.  Y.  State  J.  M. 


[Continued  from  page  1348] 

“The  other  committee  that  we  have  been  working 
closely  with  has  been  the  Medical  Advisory  Commit- 
tee on  Civil  Defense.  This  civil  defense  program  is 
something  that  may  well  break  our  backs,  if  some- 
thing does  not  happen  within  the  next  twelve  to 
fifteen  months.  I think  it  is  an  opportunity  for  the 
medical  profession  to  show  what  it  can  do  in  an 
emergency,  but  the  size  of  the  operation  is  so 
tremendous  it  will  be  difficult  to  accomplish  the 
commitments  that  we  have  been  asked  to  make. 
Yet  at  our  meeting  with  Dr.  Wertz  and  Dr.  Master- 
son  and  our  Medical  Preparedness  Committee,  we 
raised  the  point  that  our  budget  for  the  coming  year 
is  something  in  the  neighborhood  of  $13,000,000 
merely  for  medical  supplies  and  equipment  for 
emergency  hospitals  and  first  aid  stations.  That, 
of  course,  will  be  matched  by  a like  amount  from  the 
local  communities.  I mention  that  figure  to  give 
you  some  idea  of  what  we  are  confronting  in  this 
problem  of  civil  defense. 

“I  think  the  medical  profession  should  look  very 
closely  at  this  civil  defense  program,  because  it  is 
going  to  cut  into  many  of  the  things  that  involve  the 
private  practice  of  medicine.  If  we  are  farsighted 
and  look  upon  the  activities  of  this  year  in  terms  of 
what  it  will  mean  to  the  practice  of  medicine  in  five 
and  ten  years  from  now,  we  can  profit  by  the  expe- 
rience. On  the  other  hand,  if  various  groups,  partic- 
ularly some  of  the  voluntary  groups,  use  it  as  a 
means  of  making  themselves  more  secure  in  the 
community  and  are  taking  over  some  of  the  medical 
functions  that  should  be  performed  by  our  own  as- 
sociation and  our  own  health  departments,  then 
there  are  great  dangers  that  we  might  have  to  face. 

“In  conclusion,  Dr.  Wertz,  I would  simply  like  to 
make  one  specific  request  to  the  Council,  and  that  is 
that  I should  like  as  State  Medical  Defense  Officer  to 
ask  the  Council  to  request  the  appropriate  commit- 
tee in  the  Society  concerned  with  blood  and  its  de- 
rivatives to  call  representatives  that  are  involved 
from  public  and  private  agencies  in  upstate  New 
York  and  in  New  York  City  to  discuss  their  re- 
sources and  how  they  should  best  be  used,  so  that 
the  blood  service  officer  who  is  responsible  for  the 
program  in  the  entire  State  can  take  advantage  of 
these  resources  and  use  them  to  best  advantage  and 
not  have  one  or  two  independent  groups  that  are  not  a 


part  of  the  medical  profession  run  away  with  the 
ball  and  keep  it.  I think  you  appreciate  that  there 
are  official  agencies,  there  are  voluntary  groups, 
there  are  groups  in  New  York  City,  there  are  groups 
upstat  e.  There  are  so  many  of  them  that  it  is  quite 
essential  that  the  medical  aspects  of  their  problems 
be  clarified  by  the  medical  profession  itself.  I 
don’t  think  it  is  something  that  the  Civil  Defense 
commission  should  do.  I think  the  medical  profes- 
sion can  exercise  leadership  and  give  direction. 
Furthermore,  we  hope  that  if  this  is  done  by  the  ap- 
propriate committee  of  your  Council,  we  could  be  in 
a position  to  call  upon  your  Subcommittee  on 
Blood  Banks  to  assist  the  Medical  Advisory  Com- 
mittee to  solve  just  this  one  of  the  very  big  problems 
we  are  facing.” 

Appointments. — 

It  was  voted  that  Dr.  Wertz  be  authorized  to  fill 
the  vacancy  existing  in  the  War  Memorial  Com- 
mittee caused  by  the  death  of  Dr.  James  F. 
Rooney. 

Reconsideration  of  Remission — Dr.  Richard  G. 
Lawrence. — It  was  moved  that  the  action  of  the 
Council  in  remitting  the  1950  annual  assessment  for 
Dr.  Richard  G.  Lawrence  be  rescinded.  It  was 
stated  that  the  previous  action  of  the  Council  in  re- 
mitting his  State  Society  assessment  was  in  order  to 
make  Dr.  Lawrence  eligible  for  remission  of  his 
A.M.A.  membership  dues,  as  the  A.M.A.  had  taken 
the  stand  that  they  will  not  remit  dues  for  a mem- 
ber who  pays  county  or  State  Society  dues.  How- 
ever, this  had  seemed  to  set  a precedent  and  had 
created  discomfort  in  the  minds  of  a large  number  of 
men  who  had  been  refused  similar  action  in  the  past 
few  years. 

The  Council  voted  to  rescind  this  remission  of  the 
February  8,  1951,  meeting. 

Citation  for  Dr.  Heyd. — Dr.  Masterson  stated 
that  last  fall  the  Council  passed  a resolution  to  give 
Dr.  Chas.  Gordon  Heyd  a citation  at  the  dinner  of 
the  United  Medical  Service  when  they  were  to  cele- 
brate the  issuing  of  the  2,000,000th  policy.  How- 
ever, Dr.  Heyd  preferred  that  the  meeting  should 
highlight  the  celebration  of  the  2,000,000th  sub- 
scriber. He  would  prefer  that  the  citation  be  given 
to  him  at  the  State  Society  meeting  in  Buffalo. 

It  was  so  voted. 
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Officers — County  Medical  Societies — 1951 

TOTAL  MEMBERSHIP  AS  OF  MAY  15,  1951—22,740 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus.  . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango. . . . 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery . . 
Nassau 


New  York. . . . 
Niagara 


Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond. . . . 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


President 

James  W.  Bucci Albany 

Edwin  F.  Comstock.  Wellsville 

Abraham  B.  Tamis Bronx 

Ben.  L.  Matthews. Binghamton 
W.  C.  Goodlette Olean 

F.  L.  Okoniewski Auburn 

H.  A.  Nelson Jamestown 

G.  T.  Connelly Elmira 

M.  H.  Jacobi Norwich 

G.  C.  deGrandpre.  .Plattsburg 

Harold  Levine Hudson 

W.  J.  Pashley Cortland 

R.  V.  Schatken Walton 

John  F.  Rogers.  .Poughkeepsie 

E.  T.  McGroder Buffalo 

F.  Clark  White. . . .Ray  Brook 

W.  A.  Gaspar Malone 

John  S.  Clemans. . Gloversville 

Richard  F.  Davis Batavia 

E.  B.  VanDeusen Catskill 

W.  J.  MacDonald Mohawk 

George  F.  Bock Watertown 

Samuel  Lubin Brooklyn 

Earle  E.  Barnes Lowville 

Ernest  Sanders Lima 

Lee  S.  Preston .........  Oneida 

Joseph  A.  Lane Rochester 

Walter  Dreyfuss.  .Amsterdam 
Leo  T.  Flood Hempstead 


Kenneth  M.  Lewis  . . New  York 

J.  T.  Markovitz 

North  Tonawanda 

Edwin  P.  Russell Rome 

William  E.  Pelow. . . .Syracuse 

H.  B.  Abbott Geneva 

Stiles  D.  Ezell. . . . Middletown 

John  G.  Ellis Albion 

DeWitt  C.  Mead Fulton 

T.  C.  Goodwin ..  Cooperstown 

William  P.  Kelly Carmel 

Henry  I.  Fineberg. . . .Jamaica 

Helmer  P.  Howd Troy 

Joseph  F.  Worthen.St.  George 

Abraham  Schechner Nyack 

John  H.  Stauffer Canton 

M.  J.  Magovem Saratoga 

Harry  Miller Schenectady 

Franz  Konta. . .Richmondville 
Joseph  Y.  Roberts  Watkins  Glen 

Saul  Towers Seneca  Falls 

E.  J.  Stevens.  .Hammondsport 

A.  E.  Corwith . Bridgehampton 

Louis  Launer Liberty 

Frederick  K.  Shaw. . .Waverly 

J.  W.  Hirshfeld Ithaca 

Virgil  De  Witt New  Paltz 

Arthur  Davis Glens  Falls 

Leo  A.  Thume Fort  Ann 

John  L.  Pulvino Clyde 

Henry  E.  McGarvey  Bronxville 
Selden  T.  Williams Attica 

B.  S.  Strait Penn  Yan 


Secretary 

Albert  Vander  Veer.  . .Albany 
Edward  W.  Briggs.  .Wellsville 

G.  B.  Gilmore Bronx 

N.  R.  Occhino. . .Johnson  City 

George  C.  Cash Olean 

T.  D.  Stapleton Auburn 

Edgar  Bieber Dunkirk 

W.  J.  Cusick Elmira 

N.  C.  Lyster Norwich 

I.  Robert  Wood. . . .Plattsburg 

Roger  C.  Bliss Hudson 

John  E.  Eckel Cortland 

George  G.  Miles.  . .Downsville 

A.  A.  Rosenberg . Poughkeepsie 
M.  J.  Kazmierczak. . . .Buffalo 
James  E.  Glavin . . Port  Henry 

D.  H.  Van  Dyke Malone 

Kingston  Larner . . Gloversville 

G.  Henry  Knoll Leroy 

William  M.  Rapp  ....  Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon . . . .Watertown 

A.  D.  Segal Brooklyn 

John  P.  Myers.  . .Port  Leyden 

V.  I.  Bonafede Sonyea 

Felix  Ottaviano Oneida 

C.  Pamall Rochester 

Julius  Schiller Amsterdam 

Irving  Drabkin 

Rockville  Centre 

B.  W.  Hamilton New  York 

Charles  M.  Dake.Niagara  Falls 

f 

D.  H.  Mac  Farland Utica 

W.  J.  Michaels Syracuse 

Carl  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

Walter  Shifton Albion 

John  Rodger Fulton 

Elfred  L.  Leech Oneonta 

A.  Vanderburgh Brewster 

W.  Benenson Flushing 

I.  Strosberg Troy 

F.  Tellefsen St.  George 

Robert  Yeager Pomona 

William  R.  Carson. . .Potsdam 

Claire  K.  Amyot Saratoga 

R.  E.  Isabella. . . .Schenectady 
Donald  R.  Lyon . . Middleburg 
William  Tague. . Montour  Falls 

Bruno  Riemer Romulus 

Rudolph  Shafer Coming 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

I.  N.  Peterson Owego 

H.  J.  Heinicke Ithaca 

B.  J.  Dutto Kingston 

Robert  Boyle Glens  Falls 

Denver  M.  Vickers . Cambridge 

Irving  M.  Derby Newark 

John  N.  Dill Yonkers 

P.  A.  Burgeson Warsaw 

Paul  C.  Johnson  . . . Penn  Yan 


Treasurer 

Frances  Vosburgh Albany 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss ....  Binghamton 

E.  R.  Mountain Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck.  . . .Dunkirk 

L.  L.  Hobler Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson  ! 

Robert  Corey Cortland 

George  G.  Miles. . .Downsville 
A.  A.  Rosenberg . Poughkeepsie 

Walter  S.  Walls Buffalo 

James  E.  Glavin . . Port  Henry 

A.  A.  Hartmann Malone 

W.  H.  Raymond.  . .Johnstown 

G.  Henry  Knoll Leroy 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  Henderson Watertown 

H.  Mandelbaum.  . . . Brooklyn 
John  P.  Myers. . .Port  Leyden 
V.  I.  Bonafede. ...... .Sonyea 

Anthony  J.  Zaia Oneida 

R.  E.  Delbridge ....  Rochester 
Phillip  Cortese. . . .Amsterdam 
Irving  Drabkin \ 

Rockville  Centre 

Condict  W.  Cutler.  .New  York 

G.  N.  Miner ; 

North  Tonawanda 

Robert  C.  Hall Utica 

A.  Carl  Hofmann. . . .Syracuse 

Carl  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

Walter  Shifton Albion 

John  Rodger Fulton 

Elfred  L.  Leech Oneonta 

George  Steacy . Lake  Mahopac 

John  E.  Lowry Flushing 

John  Jaffarian Troy 

A.Leikensohn  Mariners  Harbor 

M.  R.  Hopper Nyack 

Maurice  Elder Massena 

J.  Lebowich Saratoga 

Carl  F.  Runge.  . .Schenectady 
Duncan  L.  Best. . .Middleburg 
William  Tague. . Montour  Falls 

Bruno  Riemer Romulus 

Rudolph  Shafer Corning 

Warren  Eller Sayville 

Deming  S.  Payne Liberty 

I.  N.  Peterson Owego 

H.  B.  Wightman Ithaca 

H.  B.  Johnson Kingston 

C.  R.  Barber Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

Irving  M.  Derby Newark 

H.  J.  Dunlap . . . New  Rochelle 

P.  A.  Burgeson Warsaw 

Paul  C.  Johnson  . . . Penn  YaD 
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Sodium  Gentisate:  A New  Approach  to  the  Treatment  of  Arthritis 


It  has  been  estimated1  that  nearly  7,000,000  people 
in  the  United  States  have  some  form  of  "rheu- 
matic” disease.  Rheumatism  (with  arthritis  the 
most  important  single  cause)  ranks  first  in  prev- 
alence among  diseases,  and  second  in  the  produc- 
tion of  disability  and  invalidism.  It  is  more  com- 
mon than  the  total  number  of  cases  of  tuberculosis, 
diabetes,  cancer  and  heart  disease  combined. 

The  most  common  of  the  severe  forms  of  the  ar- 
thritides  is  rheumatoid  arthritis.  Since  Klinge's- 
original  work  in  1929,  evidence  has  been  accumu- 
lating that  both  rheumatic  fever  and  rheumatoid 
arthritis  are  diseases  of  the  interfibrillar  substance 
of  the  connective  tissue11.  The  nature  of  this  mate- 
rial is  not  well  understood,  although  it  is  presum- 
ably a mucopolysaccharide  in  combination  with  a 
protein.  This  theory  holds  that  changes  in  the  cel- 
lular components  are  secondary  to  changes  in  the 
interfibrillar  material.  The  composition  of  two  of 
the  mucopolysaccharides  found  in  interfibrillar 
material  is  known:  (a)  chondroitin  sulfuric  acid 
and  (b)  hyaluronic  acid4. 

Changes  in  the  hyaluronic  acid  of  the  joint  fluid 
have  been  shown  to  be  present  in  active  rheuma- 
toid arthritis5-6.  These  changes  in  active  disease 
involve  a depolymerization  of  the  hyaluronic  acid. 
The  excessive  presence  of  hyaluronidase,  more- 
over, has  been  acknowledged  to  produce  a dena- 
turization  of  mucin  in  the  synovial  fluid,  the  vary- 
ing degrees  of  which  are  valuable  for  their 
diagnostic  as  well  as  prognostic  indications7.  Clin- 
icians8 have  concluded  that  the  increase  of  hyalu- 
ronidase activity  may  be  responsible  for  the 
breakdown  of  interfibrillar  cement. 

A rational  approach  to  the  problem,  therefore, 
demands  a therapeutic  agent  that  will  act  to  in- 
hibit the  spreading  effect  of  hyaluronidase.  Gen- 
tarth  Tablets  provide  just  such  an  agent,  sodium 
gentisate. 

Meyer  and  Ragan0  treated  patients  having  rheu- 
matoid arthritis  and  acute  rheumatic  fever  with 
sodium  gentisate.  Their  results  were  uniform  and 
notably  favorable.  Within  a few  days  there  fol- 
lowed a disappearance  of  pain,  swelling  and  joint 
inflammation. 

The  favorable  therapeutic  effects  of  sodium  gen- 
tisate have  been  confirmed  by  other  investiga- 
tors,10-11 Gorsuch12  reporting  that  the  "therapeu- 
tic efficacy  of  sodium  gentisate  has  exceeded  that 
of  salicylates  and  its  antirheumatic  properties 
apparently  exceed  those  of  an  analgetic  and  anti- 
pyretic action”. 

The  increase  in  urinary  glucuronic  acid  observed 
with  salicylates  does  not  occur  with  gentisates. 
This  phenomenon  has  been  assigned  to  the  rapid 
oxidation  of  the  gentisates13.  It  is  indeed  likely 
that  the  antirheumatic  action  of  the  salicylate  in 
forestalling  the  spread  of  hyaluronidase14  is  at- 
tributable to  its  partial  oxidation  in  the  body  to  a 
gentisate. 


COONa 

A OH  SODIUM 

80  V GENTISATE 

The  corrective  action  of  sodium  gentisate  is  gen- 
erally not  an  immediate  one;  therefore,  as  an 
added  therapeutic  measure,  a salicylate,  which 
provides  prompt  relief  from  pain,  should  be  in- 
cluded in  the  formula. 

Boyd  et  al.xr>  treated  80  patients  suffering  from 
different  arthritic  diseases  with  sodium  gentisate 
combined  with  salicylates  and  also  with  salicyl- 
ates alone;  they  found  the  gentisate-salicylate 
composition  (gentarth)  to  be  the  more  effective, 
with  best  results  following  its  use  in  patients  suf- 
fering from  rheumatoid  arthritis  and  fibromyosi- 
tis.  The  relief  afforded  by  the  sodium  gentisate 
component  in  these  diseases  appears  to  be  unmis- 
takable. These  investigators  also  found  gentarth 
to  be  remarkably  free  from  toxic  effects,  no  un- 
toward symptoms  having  developed  in  any  pa- 
tient. This  finding  confirms  the  observations  of 
Mulinos16  that  gentarth  has  a very  low  order  of 
toxicity,  both  chronic  and  acute,  in  animals. 

The  product  of  choice,  therefore,  should  be  GEN- 
TARTH Tablets  prepared  by  the  Raymer  Pharma- 
cal  Company  of  Philadelphia,  pioneer  producers 
of  gentisate  medication. 

Each  salol-coated  gentarth  Tablet  contains: 

Sodium  Gentisate 100  mg. 

Raysal 325  mg. 

(representing  43%  Salicylic  Acid  and  3% 
Iodine  in  a Calcium-Sodium  Phosphate  Buf- 
fer Salt  Combination) 

Succinic  Acid  . . 130  mg. 

The  recommended  dosage  is  two  to  four  tablets 
three  or  four  times  daily  (after  meals  and  before 
bedtime). 

gentarth  Tablets  are  supplied  in  bottles  of  100, 
500  and  1,000  and  are  available  at  all  pharmacies 
on  prescription. 

1.  Hench,  P.  S.  ct  at.:  Ninth  Rheumatism  Review,  Ann. 
Int.  Med.,  28:66  (1937). 

2.  Klinge,  F.  & Gmmek,  N.:  Virchow's  Arch.  f.  Path. 
Anat.,  284:646  (1932). 

3.  Meyer,  K.:  Phys.  Rev.,  27:335  (1947). 

4.  Comroe,  B.  I.:  Arthritis  and  Allied  Conditions,  Phila., 
Lea  & Febiger,  4th  Ed.  (1949). 

5.  Ragan,  C.:  Ann.  Rheum.  Dis.,  7:35  (1948). 

6.  Ropes,  M.  W.:  Ann.  Rheum.  Dis.,  7:35  (1948). 

7.  Ropes,  M.  W.,  et.  al.:  Acta.  Med,  Scand.,  Suppl.,  196 
(1947). 

8.  Meyer,  K.  & Ragan,  C-:  Mod.  Concepts  of  Card.  Disp., 
17:2  (1948). 

9.  Meyer,  K.  & Ragan,  C.:  Feder.  Proc.,  7:173  (1948)  ; 
Science,  108:281  (1948). 

10.  Schaefer,  L.  E.  et  al.:  Circulation  2:265  (1950). 

11.  Camelin,  A.  et  al.:  La  Presse  Medicale  58:889  (1950). 

12.  Gorsuch,  M.  T.,  Medical  Woman's  J.  57:9  (Sept.  1950). 

13.  Quick,  A.  J.:  J.  Biol.  Chem.,  101:475  (1933). 

14.  Guerra,  J.:  J.  Pharm.  Exp.  Ther.,  87:1943  (1946). 

15.  Boyd,  L.  J.,  Lombardi,  A.  A.  and  Svigals,  C.:  New 
York  Med.  College  Bull.  (Dec.  1950). 

16.  Mulinos,  M.  G.:  Personal  communication. 

Send  request  for  sample  and  literature  on  your 
prescription  form  to  Raymer  Pharmacal  Com- 
pany, Philadelphia  34,  Pa. 


Advertisement 
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ARTHRITIS 

RHEUMATISM 


AND  KINDRED  AILMENTS 
Get  Relief  At 
THE  FAMOUS 
SULPHUR  WATER  SPA 

^NEW  YORK 

Sulphur  Water  and  Nauheim  Baths, 
Steam  Massages,  Inhalations  and  spe- 
cialized treatments  available  in  well- 
equipped  bath  houses.  Sharon  Springs 
located  in  an  area  of  rare  natural 
beauty.  Fine  hotels  and  guest  cottages. 
All  treatments  given  under  medical 
supervision. 

DR.  L.  O.  WHITE  — MEDICAL  DIRECTOR 
Write  for  booklet  "G" 

WHITE  SULPHUR  COMPANY,  SHARON  SPRINGS,  N.  Y. 
New  York  Office:  50  Broad  Street,  HAn over  2-8684 


*H!N  Cam- 


PAINT  ON 
FINGERTIPS 


USE  THUM  IN  STUBBORN 
THUMB-SUCKING  CASES  TOO. 


Instruments  for 

CLINICAL 

DIAGNOSIS 


and  BIOPHYSICAL  RESEARCH 


INSTOMATIC  CARDIETTE 

( Photographic  ecg) 


POLY-VISO  CARDIETTE 

(Multi-channel  biophysical 
research  recorder) 


VISO-CARDIETTE 

( direct  writing  ecg) 


TWIN-VISO  CARDIETTE 

( two  channel  recorder) 

ELECTROMANOMETER 

(direct  pressure  recorder) 

ELECTROPHRENIC 

RESPIRATOR 

(for  controlled 
artificial  respiration) 


B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 
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THE  1951  MEDICAL  DIRECTORY  IS  NOW  AVAILABLE 

For  complete  and  authoritative  data  on  physicians,  hospitals, 
medical  society  and  administrative  officials  in  New  York  State, 
the  official  publication  of  the  Medical  Society  of  the  State  of 
New  York  is  an  invaluable  reference  volume. 

Be  sure  to  notice  the  many  added  features — Scientific  Information; 
Functions  and  Services  of  your  State  Society;  New  York  City  and 
State  Departments  of  Health;  New  York  State  Medical  Practice 
Act;  Workmen's  Compensation  Rules  and  Procedures;  Narcotic 
Regulations;  Medical  Care  Insurance  Information;  Listings  of 
Pharmaceutical  Suppliers,  Equipment  Suppliers,  Nursing  Homes, 
and  other  important  data,  all  included  for  the  first  time. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( ) copies  of  the  1951  Medical 

Directory  of  New  York  State.  Price  $15.00  per  volume  plus 
3%  Sales  Tax  in  New  York  City. 


Name  of  Organization 


Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 
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for  the  successful  treatment^of 




LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program— 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROWS  SOLUTION) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


°o  , 


'*/ 


•o, 


DOME  CHEMICALS  INC.  !?.V ySlrS.1’ n."“ 

Makers  of  the  Soothing,  Modernized  Form  of  Burow’s  Solution 
DOMEBORO — Tablets  • Powder  . Packets  • Ointment 


v 


co/ 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  An  x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna’s  Formula"  consisting  of  zinc 
oxiie,  glycerine,  gelatin  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 


CLASSIFIED 


PRACTICE  FOR  SALE 


BRONX,  Kingsbridge,  Concourse  area;  unusually  well 
equipped  4 room  office;  active  practice;  Picker  Century 
X-Ray,  Sanborn  metabulator,  Cambridge  ECG,  etc.;  low 
rental.  SE  3-7410  7-9  P.M. 


FOR  RENT 


Two  large  rooms,  closets,  complete  bathroom,  Street  Floor 
944  Park  Avenue,  N.  Y.  Immediate  Occupancy.  Marcosan 
Realty,  60  Wall  Street.  Whitehall  3-4181 


FOR  SALE 


Doctor’s  house,  Queens  County,  N.  Y.  8 rooms,  bath,  3 
garages,  equipped  office,  oil  burner.  Immediate  possession, 
furnished  or  unfurnished.  Box  459,  N.  Y.  State  Jr.  Med. 


SPLENDID  OPPORTUNITY 


Oneonta  Cooperstown-region  general  practice,  unopposed. 
Fully  equipped,  X-ray,  diathermy.  10  room  house,  2 car 
garage.  Beautiful  Region.  $15,000.  Box  418,  N.  Y.  St. 
Jr.  Med. 


SUMMER  HOME  — NEW  II AMP. 


Croydon,  foothills  White  Mountains,  250  miles,  N.  Y.  C. 
New  England  home,  furnished  eight  rooms,  bath,  hot  water, 
ample  grounds,  garage,  good  condition,  large  pond.  Espe- 
cially attractive  small  children.  Season  $600.  Details. 
Phone  FI  3-3197  Flushing,  N.  Y. 


[Continued  on  page  1359] 


vi-syneral  vitamin  drops 

first  and  original 

aqueous  solution  of 
fat-soluble  plus 
water-soluble  vitamins. 

(U.  S.  Patent  No.  2,417,299.) 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
new  york  17,  n.  y. 


COLLECTIONS 

Fair  Rates 
Prompt  Reports 
Good  Public  Relations 
Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.,  N.  Y.  1 8,  N.  Y. 

Established  1933 


I 

BUY  SAVINGS  BONDS 
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SHOE  ALTERATIONS 

FROM  OUR 
PRESCRIPTION 
FILES 


Inner  border  heel  wedge 
and  outer  border  sole 
wedge  extended  in  back 
of  the  5th  metatarsal. 


When  proper  shoes, 
with  or  without  oper- 
ations, ore  indicated 
you  can  recommend 
Pediformes  with  con- 
fidence. 

Pedifoime 

REG.  U.  S.  PAT.  OFF. 

FOOTWEAR 

MANHATTAN  34  WEST  36th  STREET 
BROOKLYN  288  LIVINGSTON  STREET 
FLATBUSH  843  FLATBUSH  AVENUE 
EAST  ORANGE  HEMPSTEAD 

HACKENSACK  NEW  ROCHELLE 


Prescription 

Perfect 


ARTIFICIAL  LIMB 


WEARERS 


Hanger  Limbs  are  being  successful- 
ly worn  by  amputees  of  all  ages. 
David  Canfield, 

just  13  months  (#/-  Age:  13  Mont 

lustrated),  is  one 

of  the  many  young  children  grow- 
ing up  on  Hanger  Legs.  In  contrast. 
Captain  W.  T.  Traylor,  over  75  (illus- 
trated), now  wears  his  fifth  Hanger. 

He  is  a fire  inspector  who  must 
cover  continually  hospitals,  schools, 
sports  events,  etc./  and  be  on  his 
feet  for  hours  at  a time. 


The  success  of  Hanger  Limbs  with 
amputees  of  such  widely  varying 
types  can  be 

largely  attribut-  Age:  78  Years 

ed  to  custom 

manufacture  and  individual  fitting. 
Unusual  conditions  are  carefully  in- 
vestigated by  experienced  fitters, 
and  limbs  are  manufactured  to 
meet  individual  requirements.  The 
experience  of  Hanger's  90  years  is 
given  to  every  amputee  so  that  his 
rehabilitation  may  be  successful. 


RED  LABEL  • BLACK  LABEL 
Both  86.8  Proof 


Every  drop  of  Johnnie  Walker  is  made  in 
Scotland — using  only  Scotland’s  crystal- 
clear  spring  water . Every  drop  of  Johnnie 
Walker  is  distilled  with  the  skill  and  care 
that  comes  from  many  generations  of  fine 
whisky -making. 

Every  drop  of  Johnnie  Walker  is 
guarded  all  the  way  to  give  you  perfect 
Scotch  whisky . . . the  same  high  quality 
the  world  over. 


Born  1820  . . .still  going  strong 

Johnnie 
Walker 

SCOTCH  WHISKY 


— HANGER^™— 

104  Filth  Avenue  98  Central  Avenue  200  Sixth  Avenue 
New  York  11,  N.  y.  Albany  6,  N.  Y.  Pittibursh  30,  Pa. 


Canada  Dry  Ginger  Ale,  Inc.,  New  York,  N.  Y.. 
Sole  Importer 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


HALYCON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distanoe  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 


Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 


FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


DR.  BARNES  SANITARIUM 

STAMFORD.  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Mtd.  Supt.  *T«I.  2-1621 


HOLBROOK  MANOR  Xsmeg 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al I Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbrician-in-Ckarf. 
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SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

PcdfrUtia  Z&cjeAly — 

NEW  YOBK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


Does  Your  Medical  Assistant  Need  Additional  Training? 


EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  court*  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  Stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 


MatuLl  School 


1834  Broadway— N Y C 
Circle  7-3434 


Licensed  by  the  State  of  New  York 


MEDICAL  BOOKS  of  all  publishers.  Obtain  all  your 
books  from  one  source,  only  one  account  necessary. 
Harold  Lerman,  2268  Grand  Concourse,  New  York  £7, 
N.  Y.  Ludlow  40282. 


OFFICES  FOR  RENT 


New  8 story  fireproof,  soundproof,  professional  suites 
(arranged  to  suit)  quiet,  residential  Park  Slope,  Brooklyn. 
Inquire  now  at  130  Eighth  Ave.  at  Carroll  Street,  Brook- 
lyn, N.  Y.  Garage  on  premises,  doorman  service.  Office 
Phone  Main  5-7376,  Building  Phone  Ulster  7-3813. 


FOR  SALE 


Large  General  Practice.  Well  equipped,  with  living  quar- 
ters. For  immediate  sale,  due  to  death.  LE  2-1320. 
(Miss  Reich.) 


FOR  SALE 


Beautiful  brick,  modern  building,  home  and  doctor’s  office, 
located  in  the  best  location  in  South  Fallsburg,  New  York. 
Wonderful  opportunity  for  a young  doctor;  selling  because 
of  illness.  Joseph  H.  Gersten,  Inc.,  230  Broadway,  Monti- 
cello,  N.  Y.  Phone  21. 


FOR  RENT 


RUSHFORD  LAKE — Beautifully  furnished  summer  homes, 
spacious  grounds,  fishing,  boating,  bathing.  Rent  by  week, 
month  or  season.  Open  for  inspection  Sundays  until  4. 
Call  or  write  Arthur  Eberle,  44  Domedion,  Buffalo,  N.  Y., 
HU-5919  or  Rushford  3992. 


FOR  SALE 


Modern  examination  table,  instrument  cabinet,  office  scale, 
large  desk,  chair,  boilers,  tables,  heatlamp,  instruments, 
etc.,  waiting-room  furniture  for  sale.  No  dealers.  Call 
WA.  3-1341,  12  to  1. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion : 


One  time $1.35 

3 Consecutive  times  ....  1.20 
6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


PRACTICE  FOR  SALE 


North  Shore,  L.  I.,  General  practice,  fully  equipped,  x-ray, 
fluoroscope,  E.K.G;  air-conditioned.  Excellent  location. 
Rapidly  growing  community  15  miles  from  New  York. 
Specializing.  Will  introduce.  Box  451,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


Due  to  death;  lucrative  G.P.  in  N.E.  New  York;  modern 
hospitals  nearby;  equipped  office;  home  combination;  all 
modem  conveniences.  Will  introduce.  No  reasonable  offer 
refused.  Box  452,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Centrally  located  house,  large  city.  Upstate  New  York. 
Presently  used  as  office  and  residence  by  G.P.  Leaving 
city.  Specializing.  Will  introduce.  Box  454,  N.  Y.  St. 
Jr.  Med. 


FOR  SALE 


Due  to  death  in  family,  11-room  house,  Sandy  Creek,  N.  Y. 
(near  resorts)  perfect  doctor’s  home  and  office  or  conva- 
lescing. Garden  spot,  3-car  garage,  large  parking  space. 
Write  Julia  Bumpus,  Sandy  Creek,  N.  Y. 


OPPORTUNITY 


Former  Doctor’s  Residence  and  office,  located  in  thriving 
community  of  Woodstock,  N.  Y.,  9 large  rooms,  all  impts., 
excellent  construction.  We  believe  this  to  be  an  attractive 
opening  for  a Doctor,  offered  at  $26,000. 

Suitable  locations  in  Kingston,  N.  Y.  plus  a large  list  of 
Country  Estate  and  home  offerings. 

A busy  convalescent  home  at  a fair  price.  For  particulars 
write  or  see  E.  H.  & S.  C.  Schultz,  42  Main  St.,  Kingston, 
N.  Y. 


FOR  SALE 


A retiring  M.D.,  established  over  25  years,  in  fast  grow- 
ing community,  on  South  Shore,  L.  I.  Offers  lovely  12 
room  home  (all  modern  improvements,  including  office  and 
equipment.)  MARQUERING,  opp.  Station,  Bellmore,  L.  I. 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


LL 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  In  a high  activated  willow  charcoal  bate. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  Indigestion,  hyper- 
acidity, bloating  and  flatulence. 

I or  1 tablets  daily  (/j  hour  after  meals.  Bottles  of  1 00. 

STANDARD  PHARMACEUTICAL  CO.,  INC  1123  Broadway,  New  York 


Pure.. 

Wholesome . • 
Refreshing 


Safeguarded  constantly  by  scientific 
tests,  Coca-Cola  is  famous  for  its  purity 
and  wholesomeness.  It’s  famous,  too,  for 
the  thrill  of  its  taste  and  for  the  happy 
after-sense  of  complete  refreshment  it 
always  brings.  Get  a Coca-Cola,  and  get 
the  feel  of  refreshment. 


M 
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THE  TRUE  VASOCONSTRICTOR  HORMONE 
OF  THE  ADRENAL  MEDULLA 


LEVOPHED® 

v-  i 

Levo-Arterenol  (Nor-Epinephrine) 


“Nor-epinephrine  . . . was  given  by  infusion  to  2 patients  in  whom  the  blood 
pressure  had  fallen  to  shock  levels  during  the  course  of  acute  hemorrhage 
into  the  gastro-intestinal  tract  and  into  the  peritoneum,  respectively.  In  both 
cases,  repeated  transfusions  of  whole  blood  intravenously  had  failed  to  pro- 
duce significant  elevations  of  the  arterial  tension,  which,  however,  rose  to 
normal  values  during  administration  of  nor-epinephrine  given  for  one  to 
four  hours.” 

“Three  cases  were  selected  as  examples  of  central  vasomotor  depression.  In 
the  first  respiratory  failure  and  hypotension  appeared  suddenly  following  a 
prolonged  operation;  the  patient  was  placed  in  a Drinker  respirator  for  five 
days,  during  which  time  the  blood  pressure  had  to  be  maintained  almost  con- 
stantly by  nor-epinephrine  infusion.  The  second  patient  had  unexplained 
coma  and  hypotension  during  the  course  of  progressive  hypertensive  vascular 
disease;  the  blood  pressure  was  readily  maintained  at  desired  levels  by  nor- 
epinephrine infusion  during  a three  day  period.  Hypotension  in  the  third  case 
appeared  in  association  with  coma  following  an  overdose  of  barbiturates.  In 
addition  to  the  usual  measures,  nor-epinephrine  was  given  with  a prompt  and 
adequate  pressor  response.”1 

HOW  SUPPLIED:  Levophed  solution  1:1000,  ampuls 

of  4 cc.  (Must  be  diluted  in  1000  cc.  of  infusion  fluid.) 

Write  for  detailed  information. 
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1.  Coldenberg.  Marcel;  Apgar,  Virginia;  Deterling,  Ralph;  and  Pines,  K.  L. : 140:776,  July  2,  1949. 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hotpital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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Available  in  coated  tablets  of  25  mg.  and  50  mg.  in 
bottles  of  100,  500,  and  1,000. 


For  HIGH  Pollen  Levels — 


HIGH 

Antihistaminic  Potency 


4 , 

* it  * 
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Neo-Antergan  is  characterized  by  high 
antihistaminic  potency — and  a high  index 
of  safety.  It  affords  prompt,  safe,  sympto- 
matic relief  to  the  allergic  patient  during 
distressing  periods  of  high  pollen  levels. 

Neo-Antergan  is  available  on  prescription 
only , and  is  advertised  exclusively  to  the 
medical  profession. 


The  Physician's  Product 


NEO-ANTERGA 


MALEATE 

(Brand  of  Pyrilamine  Maleate) 
(Formerly  called  Pyranisamine  Maleate) 


COUNCIL 


ACCEPTED 


MERCK  Ac  CO.,  Inc. 


Manufacturing  Chemists 


RAHWAY,  NEW  JERSEY 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


Published  twice  a month  by  the  Medical  Society  of  the  State  of  New  York.  Publication  Office:  20th  and  Northampton 
Sts.,  Easton,  Pa.  Editorial  and  Circulation  Office:  292  Madison  Ave.,  New  York  17,  N.  Y.  Change  of  Address:  Notice 
Should  State  Whether  or  Not  Change  Is  Permanent  and  Should  Include  the  Old  Address.  Fifty  cents  per  copy — 
$5  00  per  year.  Entered  as  second-class  matter  March  23,  2939,  at  the  Post  Office  at  Easton,  Pa. , under  the  Act  of  August  24,  1912. 

VOLUME  51  JUNE  1,  1951  NUMBER  11 


CONTENTS 


The  Editors  of  the  Journal  assume  no  responsibility  for  the  opinions  and  claims 
expressed  in  the  articles  contributed  by  individual  authors. 


SCIENTIFIC  ARTICLES 

Radioiodine:  Principles  of  Diagnosis  and  Treatment  of  Thyroid  Disease,  B.  J.  Duffy, 

Jr.,  M.D.,  and  J.  W.  Howland,  M.D 1399 

A Simple  Test  for  Occult  Varicose  Veins,  Philip  H.  Rakov,  M.D 1403 

Newer  Therapeutic  Procedures  in  Pruritus  Ani,  Robert  Turell,  M.D 1408 

Treatment  of  Chronic  Congestive  Heart  Failure  with  a New  Meralluride  (Mercuhydrin) 

Suppository,  Emanuel  Levokove,  M.D.,  and  Louis  A.  Sarrow,  M.D ' . 1410 

Desoxycorticosterone  Acetate  and  Ascorbic  Acid  in  Arthritis,. /*zc&  R.  Dordick,  M.D., 

Joseph  S.  Rechtschaffen,  M.D.,  and  Stuart  Alexander,  M.D 1413 

Primary  Bronchogenic  Carcinoma  of  the  Lung,  Charles  A.  Ribaudo,  M.D 1416 

The  Conduct  of  the  Internist  Toward  the  Patient  and  His  Family  When  a Diagnosis  of 
Malignancy  Is  Established,  Sidney  Leibowit M.D 1421 

Incisional  Hernia,  Homer  L.  Skinner,  M.D.,  F.A.C.S.,  and  James  L.  Elliott,  M.D 1424 


( Continued  on  page  1166) 


1304 


1365 


250,000  units*  in  a teaspoonful.  Pleasant  tast- 
ing. In  adults,  500,000  units  given  at  6 to 
8 hour  intervals  is  effective,  avoids  interruption 
of  sleeping  and  eating  schedule  and  maintains 
fully  adequate  blood  levels.  In  infants  under 
one  year,  half  the  above  dosage  is  suggested. 
60  cc.  bottles  3,000,000  units.* 

also : 

WHITE'S  DRAMCILLIN  — 100,000  units*  in  a teaspoonful 

WHITE  S DRAMCILLIN  WITH  TRIPLE  SULFONAMIDES- 100,000  units*  plus  0.5  Gm.  mixed 

sulfonamides  in  a teaspoonful 

WHITE’S  DROPCILLIN  — 50,000  units*  in  a dropperful 

^Buffered  Penicillin  G Potassium 

WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Kenilworth,  N.  J. 
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in  the  same  way  you  are  accustomed  to  using  5%  Dextrose 

Provide  your  patients  with  twice  the  calories  of  5%  Dextrose 
with  no  increase  in  fluid  volume  or  vein  damage. 

Since  Travert,®  ( Invert  Sugar,  Baxter)  is  so  rapidly  utilized, 

it  is  now  possible  and  practical  to  approach  complete 
carbohydrate  alimentation — intravenously. 


10%  Travert®  solutions  are  available  in  water  or  in  saline. 
They  are  sterile,  crystal  clear,  nonpyrogenic. 

150  cc.,  500  cc.,  1000  cc.  sizes. 


Write  today  for  literature  and  more  complete  information. 


Product  of 


BAXTER  LABORATORIES,  INC. 


Morton  Grove,  Illinois  • Cleveland,  Mississippi 


DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES 

(except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

GENERAL  OFEICES  • EVANSTON,  ILLINOIS 
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when  Carbohydrates 
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Aquasperse 

Vitamin  A CD  Drops 


Advantages: 

Aqueous  Solution — means 
faster  and  more  efficient  ab- 
sorption of  the  fat-soluble  vi- 
tamins A and  D. 

In  conditions  in  which  fat  ab- 
sorption is  impaired,  such  as 
diarrheas,  celiac  disease,  he- 
patic and  biliary  disturbances, 
the  value  of  an  aqueous  solu- 
tion is  obvious. 

EACH  O.B  CC.  CONTAINS: 

vitamin  A 5000  U.S.P.  Units 

vitamin  D3 1000  U.S.P.  Units 

ascorbic  acid 50  mg. 

Note:  The  vitamin  D3  in  Aquasperse  is  chemically  identical  and  biologically 
equivalent  to  the  vitamin  D of  cod  liver  oil. 

Available — In  bottles  of  15  cc.  and  50  cc.  (with  calibrated  dropper) 


llypoallerqenic — all  the 

component  vitamins  of  Aqua- 
sperse are  synthetic.  Conse- 
quently it  may  be  used  where 
patients  cannot  tolerate  nat- 
ural source  vitamins. 

Pleasant  flavor  . . . no  ob- 
jectionable otlor  — Aqua- 
sperse has  an  appealing,  slight- 
ly citrus  flavor  and  practically 
no  odor. 


WHITE  LABORATORIES,  IIA1C.,  Pharmaceutical  Manufacturers.  Newark  7,  IV.  J. 
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3)31  HP  SI! 


Soothes  the  Nerves,  Induces  Refreshing  Sleep. 
5-grain  tablets  and  powder.  Dose  : 1 to  3 Tablets. 


BILHUBER-KNOLL  CORP. 


ORANGE 
NEW  JERSEY. 
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“all  patients  described  a sense  of  well-being  [with  'Premarin'] 

Neustaedter,  T.:  Am.  J.  Obit.  & Gynec.  46.530  (Oct.)  1943 


estrogenic  substances  (water-soluble! 
also  known  as  conjugated  estrogens  (equine) 


highly  effective  • orally  active  • well  tolerated  • imparts  a feeling  of  well-being 
Ayerst,  McKenna  & Harrison  Limited  • 22  East  40th  Street,  New  York  1 6.  New  York 
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Are  your  gallbladder  patients 
tired  of  a fat-free  diet? 


INDICATIONS:  In  Chronic  Cholecystitis,  Non-calculous 

Cholangitis,  Post-cholecystectomy  Syndrome, 
Biliary  Dyskinesia,  Biliary  Stasis  without  Total 


Obstruction. 

FORMULA:  Each  Oxsorbil  Capsule  contains: 

Dehydrocholic  Acid Vz  grain 

Desoxycholic  Acid  V4  grain 

Extract  of  Ox  Bile.  U.S.P 1 grain 

Sorbitan  Monooleate  Polyoxyethylene 

Derivative  2Vz  grains 

Oleic  Acid,  U.S.P 2%  grains 

DOSAGE:  One  to  two  capsules  three  times  a day  or  as 

directed  by  the  physician. 

SUPPLY:  In  bottles  of  100  capsules. 


REF.:  1)  Jones,  C.  M.,  et  al.:  Ann.  Int.  Med.  29:1-10,  July 

1948 

2)  Becker,  G.  H.,  et  al.:  Gastroenterology  14:80-91, 
Jan.  1950 


If  you  would  like  to  receive  copies  of  our  gallbladder  diet  sheets 
for  use  with  Oxsorbil  Capsules,  clip  and  mail  this  coupon: 


-Trad.  M J: . 

Please  send  me gallbladder  diet  sheets. 

Name M.D. 

Address  

City Zone State 

IVES  CAMERON  COMPANY,  INC. 

22  East  40th  Street  • New  York  16,  N.Y. 


OXSORBIL*  Capsules  are  specifically  formulated 
for  the  large  number  of  such  patients.  Besides  time-proven 
ingredients  to  promote  the  flow  of  bile  and  assist  in  the 
evacuation  of  a static  gallbladder  OXSORBIL  Capsules  contain 
a new  enormously  efficient  non-toxic  fat  emulsifier.'-.2. 
SORBITAN  MONOOLEATE  POLYOXYETHYLENE  DERIVATIVE. 

This  fat-emulsifier  permits  the  inclusion  of  larger  quantities  of 
suitable  (dairy  and  vegetable)  fats-for  their  highly  desirable 
physiologic  cholagogic  action  ...  and  also  to  improve  the 
patient’s  nutrition. 

The  administration  of  OXSORBIL  Capsules  thus  speeds  the 
return  to  a more  normal  diet  and  facilitates  the  physiological 
rehabilitation  of  gallbladder  patients. 
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The  iron  therapy  of 
modern  choice  provides  the 
build-up  without  a let-down 


The  reason  is 
simplicity  itself: 

Ovoferrin  is  colloidal  iron  . . . 
readily  and  almost  wholly  available 
. . . and  at  the  same  time  virtually 
free  of  those  digestive  disturbances 
which  so  often  make  therapy  with 
other  forms  of  iron  so  difficult. 

Moreover,  Ovoferrin  is  so  pala- 
table that  every  patient— old  or 
young,  ill  or  convalescent— accepts 
it  without  question.  Ovoferrin  pro- 
cures patient  co-operation  w hich  is 
so  essential  to  successful  therapy. 


' 


MAINTENANCE  DOSAGE 


THERAPEUTIC  DOSAGE 


FOR  ADULTS  AND  CHIL- 
DREN: One  teaspoonful  2 or 
3 times  a day  in  water  or  milk. 

Proven  Effectiveness 


ADULTS : One  tablespoonful  3 or 
4 times  daily  in  water  or  milk. 
CHILDREN:  One  to  2 teaspoon- 
fuls 4 times  daily  in  water  or  milk. 

Established  tolerance 


Made  only  by  the 

A.  C.  BARNES  COMPANY  • NEW  BRUNSWICK,  N.  J. 

"Ovoferrin”  is  a registered  trademark , the  property  of  A.  C.  Barnes  Company 


with  Codeine  Phosphate  # | 

9r.% 


with  Codeine  Phosphate  # 
9'-  7 


"Tabloid’ 


EMPIRir  COMPOUND" 


with  Codeine  Phosphate* 


with  Codeine  Phosphate  # 

gr-i 


with  Codeine  Phosphate  # 
gr.  1 


Gradations  of  Analgesia 

a series  with  a reputation  for  reliability 

*/2  times  more  soluble  than  sulfate 

IHIUIICIS  WBLLCOKE  & (0.  I li.fi.  .1.1  lire. 

7 M v 
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NEW 

CONTROL 

k 

PAIN 


Theryl 

SUBLINGUAL 

ANALGESIC 

it  Absorbed  from  oral  mucosa 
it  Directly  into  blood  stream 
it  Each  tablet  contains  acetylsalicylic  acid  5 gr. 
Benzosulfimide  8 mg. 

Enthusiastic  clinical  reports  show:  (1) 

Faster,  (2)  Longer  relief  from  pain  with 
new,  unique  Theryl  Sublingual  Anal- 
gesic.1,2 

Taken  Without  Water 
May  Often  Supplant  Narcotics2 

One  or  two  tablets  are  placed  in  the 
mouth  without  water.  In  less  than  one 
minute,  the  analgesic  agent  is  present 
in  the  blood.  Here  are  a few  typical  re- 
ports : 

INDICATION  TIME  REQUIRED 

OR  SURGERY  FOR  ANALGESIA 

Post- Appendectomy 3 minutes 

Post-Hemorrhoidectomy 3 minutes 

Post-Tonsillectomy 2 minutes 

Simple  Headache M_3  minutes 

Menstrual  Pain 5 minutes 

Many  other  dramatic 

cases  reported 

1.  Hoffman,  Murray  M., 
111.  Dent.  Jl.,  19:439-445 

Theryl.  1®  (Oct.,  1950) 

2.  McNealy,  Raymond  W., 
111.  Med.  Jl.,  97:150  (Mar., 
1950) 

; mg'  FREE 

CHURCH  CHEMICAL  CO. 

75-Y  East  Wacker  Drive,  Chicago  1,  III. 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories 1447 

Alkalol  Company 1452 

American  Hospital  Supply  Corp 1367 

Armour  Laboratories 1378-79 

Ayerst,  McKenna  & Harrison,  Ltd.. . . 1371 

A.  C.  Barnes  Company 1374 

Dr.  Barnes  Sanitarium 1453 

Baxter  Laboratories 1367 

Bilhuber-Knoll  Corp 1370 

Brigham  Hall  Hospital 1453 

Brown’s  Medical  Bureau 1453 

Burroughs  Wellcome  & Co 1375 

Chemico  Laboratories 1383 

Church  Chemical  Co 1376 

Ciba  Pharmaceutical  Products,  Inc. 2nd  cover 

Clifton  Springs  Sanitarium  and  Clinic 1362 

H.  E.  Dubin  Laboratories,  Inc 1451 

Eastern  School  for  Physicians  Aides 1454 

Falkirk  in  the  Ramapos 1453 

Grant  Chemical  Company 1385 

Halcyon  Rest 

Hoffmann-La  Roche  Inc 1386-87 

Holbrook  Manor 1453 

Hynson,  Westcott  & Dunning,  Inc 1382 

Interpines 1453 

Irwin,  Neisler  & Co 1392 

Ives-Cameron  Company,  Inc 1373 

Lederle  Laboratories  Division 1377 

Eli  Lilly  & Company Between  1392-1393 

Louden-Knickerbocker  Hall 1453 

Mandl  School 1454 

Mead  Johnson  & Co 4th  coyyT 

Merck  & Company 1363 

National  Discount  & Audit  Co 1453 

Paine  Hall • • 1454 

Chas.  Pfizer  & Co 3rd  c5>y®J 

Raymer  Pharmacal  Co 1390-1391 

W.  B.  Saunders  Co 1451 

G.  D.  Searle  & Co }397 

Sharp  & Dohme,  Inc 1""® 

Frances  Shortt  Medical  Agency 

Smith,  Kline  & French  Labs 1388-1389  1445,  14o6 

E.  R.  Squibb  & Sons 1448_}l-a 

Standard  Pharmaceutical  Co 14°4 

Varick  Pharmacal  Co 1451 

G.  H.  Walker  & Co }4->2 

West  Hill 140® 

White  Laboratories,  Inc 13o5,  looy 

White  Sulphur  Co }4o- 

Whittier  Laboratories 1360  1581 

Winthrop-Stearns  Inc 

Wyeth  Incorporated losa 
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Hydrochloride  Crystalline 


Effective  against  many  bacterial  and  rickettsial  infections, 
as  well  as  certain  protozoal  and  large  viral  diseases. 


The  Pediatrician.  has  found  that  aureo- 

my  cm  is  promptly  and  fully  effective  in  his  young  patients.  Infections 
in  any  part  of  the  respiratory  tract,  due  to  susceptible  organisms,  are 
as  a rule  readily  controllable  by  its  means,  as  are  most  meningeal 
infections  caused  by  staphylococci,  streptococci,  pneumococci,  H. 
influenzae  and  E.  coll.  In  the  infectious  diarrhea  of  infancy,  aureomycin, 
in  conjunction  with  fluid  and  electrolyte  replacement,  has  given  excel' 
lent  results.  Aureomycin  is  a drug  indispensable  to  pediatric  practice. 

Packages 

Capsules:  Bottles  of  25  and  100,  50  mg.  each  capsule.  Bottles  of  16  and  100,  250  mg.  each  capsule. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 


LEDERLE  LABORATORIES  DIVISION 

American  Gjanamid  compane 

30  Rockefeller  Plaza,  New  York  20,  N.  Y. 


acthar  therapy  can  usually  control  severe  bronchial  asthma  when>qs- 
tomary  therapeutic  measures  have  failed.  acthaI^s  a life-saving  measure  in 
status  asthmaticus. 

Symptomatic  relief  has  been  reported  to  begin  within  aNfew  hours  after  ttle 
first  dose  of  acthar,  followed  by  marked  improvement  in  ^ital  and  maximhm 
breathing  capacity.  Remissions  lasting  as  long  as  10 /months  have  iteen 
observed 

OTHER  ESTABLISHED  INDICATIONS:  Rheumatoid  artnritis,  rheumatic  fever, 
acute  lupus  erythematosus,  drug  sensitivities,  /ontact  dermatitis,  most 
acute  inflammatory  diseases  of  the  eye,  acute  pemphigus,  .exfoliative 
dermatitis,  ulcerative  colitis,  acute  gouty  arthritis,  secondary  adrenal 
cortical  hypofunction,  alcoholism  and  acjlte  delirium  £remens,  an 
severe  burns. 

Literature  and  directions  for  administration  of^CTHAR,  including  contr 
cations,  available  on  request.  7 . 

./The  Armo 


acthar  is  available  in  vials  of  10, 15,  25  and  4<J  I.U.  (mg.). 


ard  of  acthar  is  now  accepted  as  the  Interr 
being  equivalent  to  1 milligram  of  acthai 


Stand- 


itional  Unit/1  International  Unit 


THE  ARMOUR  LABORATORIES  BRAND  OF  ADRENOCORTICOTROPIC  HORMONE  (A.C.T.H.) 


THE  ARMOUR  LAROR ATORIES  /c h i cago  i l,  I lli  n o i s 


JK 


/ / / 

PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 


She’ll  be  a 
Grateful 
Patient . 


The  woman  who  has  been  disabled  for  a 
quarter  of  every  month  will  be  grateful  to  learn 
that  adequate  therapy  is  now  available  for  the 
symptom-complex  of  premenstrual  tension. 

For  days  preceding  menstruation  a great  many  females  may  experience  intense  headache, 
nervousness,  backache,  abdominal  distention  or  malaise — of  such  degree  as  to  be  almost 
incapacitating.  Edema  often  accompanies  these  symptoms  indicating  an  abnormal 
degree  of  fluid  retention  which  may  be  the  chief  etiologic  agent  in  the  syndrome. 


— represents  the  first  significant  therapeutic  attack  on  this  problem.  M- Minus  4 
combines  in  each  tablet  50  mg.  of  N,N-Dimethyl-N’-(2-pyridyl)-N’-(p-methoxy- 
benzyl)  ethylenediamine  8-bromotheophyllinate  /pyrabrom7  — with  100  mg.  of 
acetophenetidin,  the  dependable,  safe  analgesic. 

Clinical  studies  on  the  use  of  M- Minus  4 have  indicated  rapid  correction  of 
abnormal  water  retention  in  the  premenstrual  period,  together  with  dramatic  relief  of 
symptoms.  Side  effects  or  toxic  reactions  have  not  been  noted  in  any  significant  degree. 
Dosage — One  tablet  three  times  a day  for  three  to  five  days  before  onset  of  menses. 

Bottles  of  24  and  100  tablets. 

Literature  and  a prescription  package  of  24  tablets  will  be  sent  upon  request. 


DIVISION  NUTRITION  RESEARCH  LABORATORIES,  INC. 
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Greater  effectiveness 

Oral  therapy  with  Aluminum  Peni- 
cillin has  proved  to  be  effective  in  ful- 
minating infections  such  as  pneumonia1 
and  in  other  infections  due  to  strepto- 
cocci, staphylococci  and  gonococci.2  It 
rarely  causes  gastric  disturbance  or 
allergic  reactions.  The  patient’s  bodily 
and  mental  comfort  is  improved  because 
the  necessity  for  frequent  injections  is 
eliminated. 

The  unique  advantages  of  Alumi- 
num Penicillin  are  that  it  is  not  soluble 
in  solutions  of  acidity  corresponding  to 
that  of  gastric  secretion,  but  is  gradually 
converted  into  a readily  absorbed  form 
in  the  intestinal  tract.  These  factors  pro- 
vide for  maximum  utilization  of  the 
dosage  administered,  higher  and  more 
prolonged  blood  levels.3 
• Sodium  benzoate  is  added  because 
it  inhibits  the  destructive  action  of 
intestinal  enzymes.4 

Each  tablet  contains:  Aluminum 
Penicillin,  50,000  units;  sodium  ben- 
zoate, 0.3  gram.  Supplied  in  vials  of 
12  tablets. 


•Terry,  L.  L.  and  Friedman,  M.  The  Military 
Surgeon,  Vol.  103,  No.  5.  November,  1948. 
JFriedman,  M.  and  Terry,  L.  L.  Southern  Medical 
Journal,  Vol.  42.  No.  6,  June.  1949. 

•Bohls,  S.  W.  and  Cook,  E.  B.  M.  Texas  State 
Journal  of  Medicine,  Vol.  41,  November,  p.  342. 
•Reid,  R.  D.,  Felton,  L. 

C.  and  Pitroff,  M.  A. 

Pro.  Soc.  for  Exp.  Biol, 
and  Med.,  Vol.  63,  p. 

438. 

* Patent  applied  for. 


HYNS0N,  WESTC0TT 
& DUNNING, INC. 

Baltimore.  Maryland 


INDEX  TO  ADVERTISED  PRODUCTS 

Acthar  (Armour  Laboratories) 1378-1379 

Aluminum  Penicillin  (Hynson,  Westcott  & 

Dunning,  Inc.) 1382 

Aminophyllin  (H.  E.  Dubin  Laboratories) 1451 

Aquasperse  (White  Laboratories) 1369 

Aureomycin  (Lederle  Laboratories) 1377 


Baxter  Solution  (Baxter  Laboratories) 1367 

Bromural  (Bilhuber-Knoll  Corp.) 1370 


Digitaline  Nativelle  (Varick  Pharmacal  Co.) . . . 1451 

Dramcill in-250  (White  Laboratories,  Inc.)  ....  1365 


Edrisal  with  Codeine  (Smith,  Kline  & French 

Labs.) 1456 

Elixir  Eskaphen  B with  Belladonna  (Smith, 

Kline  & French  Labs.) 1445 

Empirin  Compound  (Burroughs  Wellcome  & 

Company) 1375 


Foxalin  (Grant  Chemical  Company) 1385 


Gantrisin  (Hoffmann-LaRoche  Inc.) 1386-1387  I 

Gentarth  (Raymer  Pharmacal  Company) . . . 1390-1391  I 

Hydro-Bilein  (Abbott  Laboratories) 1447  | 

Irrigol  (The  Alkalol  Company) 1452  I 

Ivyol  (Sharp  & Dohme) 1398  I 

Ketochol  (G.  D.  Searle  & Company) 1397  I 

Levophed  (Winthrop-Stearns  Inc.) 1361  I 


Metubine  Iodine  (Eli  Lilly  & Company) 

Between  1392-1393  I 

M-Minus  4 (Whittier  Laboratories) 1380-1381 

Myocardone  (Chemico  Laboratories,  Inc.) 1383  I 

Neo-Antergan  (Merck  & Company) 1363  I 

Ovoferrin  (A.  C.  Barnes  Company) 1374  I 

Oxsorbil  (Ives-Cameron  Company,  Inc.) 1373  I 

Premarin  (Ayerst,  McKenna  & Harrison  Ltd.).  1371 
Presto  Boro  (Standard  Pharmaceutical  Co.) ....  1454  I 

Pvribenzamine  (Ciba  Pharmaceutical  Products) 

. 2nd  Cover  I 


Resodec  (Smith,  Kline  & French  Labs.) ....  1388-1389 

Sopronol  (Wyeth  Incorporated) 1384 

Terramycin  (Chas.  Pfizer  & Company) 3rd  Cover 

Theragran  (E.  R.  Squibb  & Sons) 1448-1449 

Theryl  (Church  Chemical  Co.) 1376 

Travert  (American  Hospital  Supply  Corp.) ....  136/ 

Vertavis-Phen  (Irwin,  Neisler  & Company) ....  1392 

Dietary  Foods 
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Investments  (G.  H.  Walker  <fc  Company) 
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A Momentous  Achievement  in  Heart  Therapy 


Seven  years  of  exhaustive  research  has  resulted 
in  the  development  of  a new  revolutionary  treat- 
ment of  the  common  cardiac  conditions. 

MYOCARDONE  Tablets,  for  oral  administra- 
tion—a unique,  highly  purified  derivative  of  heart 
muscle  extract  has  been  found: 

• To  effectively  improve  the  efficiency  offhe  heart  through 
potent  cardiotonic  and  coronary  vasodilator  action; 

• To  be  safe,  and  virtually  free  from  untoward  side 
actions,  even  when  maximal  dosage  is  taken  for  long 

Literature  and  Samples  periods. 
on  Request. 

MYOCARDONE,  a pharmaceutical  triumph,  helps  restore 
optimal  cardio-circulatory  efficiency  in  the  decompensated 
patient,  and  reduces  or  eliminates  the  need  for  nitrites  in 
angina  pectoris.  None  of  the  toxic  and  other  untoward 
side  effects  which  have  complicated  the  use  of  digitalis  and 
its  principles  are  encountered  with  Myocardone  therapy. 
MYOCARDONE  is  now  available  at  your  prescription 
pharmacy.  Give  your  next  cardiac  patient  the  benefit  of 
this  new  proven  treatment. 


Myocardone  1 Vi  gr.  tablets  are  supplied  in  bottles 
of  100.  Suggested  dosage  — 2 or  3 tablets  t.  i.  d. 

a entLCa  LABORATORIES,  INC. 

Indianapolis,  Indiana 
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Effectiveness  and  Safety  Proved  in  Clinical  Practice 

Two  recent  reports  on  Sopronol  therapy  establish  its  value. 


1.  “Propionate-caprylate  mix- 
tures. . .proved  superior  to  other 
local  medications  used  in  10  pa- 
tients observedduringthisstudy 
. . . No  instances  of  irritation 
or  sensitivity  were  observed.”1 

2.  “In  this  series  of  39  patients 
. . . the  conclusion  is  reached 


that  propionate-caprylate 
treatment  is  eminently  effec- 
tive . . . None  of  the  patients 
complained  of  irritation  and 
there  was  no  evidence  of  sensi- 
tization. On  the  contrary,  pre- 
existing ‘id’  areas  disappeared 
during  treatment.”2 


1.  Nettleship,  A.:  Arch.  Dermat.  & Syph.  61 :669,  1950 

2.  Brewer,  W.  C.:  Arch.  Dermat.  & Syph.  61:681,  1950 

Sopronol  therapy  is  a therapy  of  choice  with  physician  after 
physician. 


SOPRONOL* 


PROPIONATE-CAPRYLATE  COMPOUNDS  Wyeth 


OINTMENT 

Sodium  propionate  . 12.3% 
Propionic  acid  . . . 2.7% 
Sodium  caprylate  . . 10.0% 
Zinc  caprylate.  . . . 5.0% 
Dioctyl  sodium 
sulfosuccinate.  . . 0.1% 
Inert  ingredients  . 69.9% 

including  n-Propyl 
Alcohol  10.0% 

1 oz.  tubes 


POWDER 

Calcium  propionate  . 15.0% 
Zinc  propionate  . . . 5.0% 
Zinc  caprylate,  . . . 5.0% 
Inert  ingredients  . . 75.0% 
2 and  5 oz.  canisters 


SOLUTION 

Sodium  propionate  12.3% 
Propionic  acid  . . . 2.7% 
Sodium  caprylate  . . 10.0% 
Dioctyl  sodium 
sulfosuccinate.  . . 0.1% 
Inert  ingredients  . . 74.9% 
including  n-Propyl 
Alcohol  ...  12.5% 
2 oz.  bottles 


Incorporated,  Philadelphia  2,  Pa. 
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Foxalin 

advantages 


Clinical  and  pharmacological  studies  prove  that 
digitoxin  U.S.P.  compounded  with  sodium  carboxy- 
methylcellulose  (Foxalin)  exerts  a steady  and  prolonged 
therapeutic  effect  on  the  heart  with  a much  wider 
margin  of  safety  than  digitoxin  alone. 


1 Twice  as  safe  as 
digitoxin. 

2 No  digitoxic  heart 
punch. 


Foxalin  is  a new  discovery*  of  demonstrated  value 
for  congestive  heart  failure,  myocardial  insufficiency, 
cardiac  decompensation,  and  auricular  fibrillation  or 
flutter. 


3 Smooth,  prolonged 
action. 

4 Maximum  cardiac 
response. 

5 No  nausea  or 
vomiting. 


Foxalin  contains  digitoxin  U.S.P.  0.1  mg.  combined 
with  the  protective  colloid,  sodium  carboxymethylcellu- 
lose.  Supplied  in  bottles  of  100  tablets. 

The  maintenance  dose  of  Foxalin  is  1 tablet  daily. 
For  quick  digitalization,  6 tablets  divided  into  three 
doses,  for  one  day  only. 


WRITE  FOR  PROFESSIONAL  LITERATURE  AND  SAMPLE. 


Foxalin 

COLLOID  PROTECTED  DIGITOXIN  U.S.P. 


GRANT  CHEMICAL  COMPANY,  INC. 


U.  S.  Patent  No.  2,486,937  # 


95  MADISON  AVENUE,  NEW  YORK  16,  N. 


Y. 
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new  Gantrisin  Ophthalmic 
Solution  proved  more  effective 
“in  acute  and  subacute 
conjunctivitis  produced 
by  either  gram  negative  or 
gram  positive  organisms” f 

Safer  Gantrisin  Ophthalmic  is 
“ better  tolerated,  and  less 
prone  to  the  production  of 
sensitization  or  allergic 
reactions  than  any  of  the 
other  sulfonamides  or 
antibiotic  preparations" + 


Because  Gantrisin*  Ophthalmic  has  a 
wider  antibacterial  spectrum,  it  is  highly 
effective  against  many  microorganisms 
found  in  conjunctivitis,  blepharitis, 
dacryocystitis,  corneal  ulcer,  trachoma, 
superficial  punctate  keratitis  and 
other  eye  infections. 

Because  Gantrisin  Ophthalmic  is  an 
isotonic,  buffered  solution,  it  usually 
does  not  irritate  or  sting  the  eyes. 

The  fact  that  it  is  a single  sulfonamide, 
not  a mixture,  reduces  risk  of  sensitization. 

Gantrisin 

Ophthalmic 

OANTRISIN  OIETHANOLAMINE 

'Roche' 

A sterile  stable  solution  containing  4% 
Gantrisin  Diethanolamine  in  1 oz.  vials  with 
dropper,  it  does  not  require  refrigeration. 


tQuinn,  L.  H.,  and  Burnside,  P.  M.:  Eye , Ear,  Nose  & Throat 
Monthly,  50:81,  Feb.,  1951. 


Hoffmann-La  Roche  Inc  • Roche  Park  • Nutlcy  10  • New  Jersey 

*GANTRISIN® BRAND  OF  SULFISOXAZOLE  (3,4-DIM  ETHYL*5*SU  LFAN I LAM  I DO*  ISOXAZOLe) 


new  ‘Resodec’ 

for  sodium  control 

not  a diuretic!  not  a salt  substitute! 


What  it  is:  'Resodec’  is  a remarkable  new  substance*  that  has  the  ability  to  remove 
excess  sodium  from  the  contents  of  the  intestinal  tract  and  to  carry  it  out 

of  the  body  in  the  feces.  Hay,  M.D.,  and  Wood,  J.  E.,  Jr.:  Ann.  Int.  Med.  33:  1139  (Nov.)  1950. 

What  it  does:  'Resodec’  produces  the  approximate  effect  of  halving  the  patient’s  salt 
intake— thus  assuring  adequate  sodium  control,  with  a minimum  of  dietary  restriction. 

For  complete  details,  dosage  directions  and  contraindications, 
see  professional  literature — available  upon  request. 

the  first  positive  means  of  achieving 


adequate  sodium  control  in  COngGStiVC  heart  failure 

Smith . Kline  & French  Laboratories,  Philadelphia 


\ typical  report* *  of  ‘Resodec’  therapy 


n a congestive  heart  failure  case 

i average  reading  time:  2 minutes) 


"NAME:  P.R.C.  CASE  HISTORY  No.  22851 

AGE:  57  - Male 

Diagnoses:  Hypertensive  and  coronary  heart  disease,  marked  cardiac 
\ enlargement,  chronic  congestive  heart  failure,  nephrosclerosis 
\ with  mild  renal  insufficiency." 


- 

i0( 


This  patient  "was  unable  to  follow  the  basic  rice  diet  satisfactor 
and  there  were  frequent  diversions  from  his  diet."  He  had  remained 
in  "more  or  less  chronic  recurrent  heart  failure"  since  1947  and 
had  required  "frequent  injections  of  mercurials." 


ily. 


* * * 

ffl"0n  June  13,  1950,  for  the  first  time  he  was  started  on  'Resodec' 
Btherapy , 45  Gm.  per  day.  There  was  an  immediate  drop  in  weight,  and 
no  further  mercury  was  required  until  August  18.  During  this  entire 
period  there  were  weekly  diversions  from  his  diet,  but  in  spite  of 
this,  his  weight  was  reasonably  well  controlled.  ... 

"On  September  8,  it  was  decided  to  add  sodium,  500  mg.  in  tablet 
!form  as  sodium  chloride.  This  he  did  by  dissolving  the  salt  in  water 
land  using  it  in  a shaker.  The  addition  of  salt  has  accomplished  a 
rather  dramatic  change  in  his  outlook,  since  he  has  followed  his  diet 
consistently  since  that  time  and  has  gotten  along  very  well.  He  has 
taken  'Resodec'  faithfully.  ... 

"There  is  no  question  that  'Resodec'  has  been  extremely  effective.  ... 
4e  has  done  extremely  well  . . . and  this  would  not  have  been  possible 
without  'Resodec'.  ..." 


‘Excerpts  from  an  actual  case  history,  as  reported  from  a leading  medical 
institution. 
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Cross-section  of  knee  joint.  Red  area  denotes 
synovial  membrane  wherein  attributed  action  of 
sodium  gentisate  against  hyaluronidase  occurs. 


Clinical  work  now  being  carried  on  with  GENTARTH  on  arthritic 
patients,  some  of  whom  have  been  suffering  for  30  to  35  years,  reveals 
that  this  new  Raymer  formula  gave  relief  beyond  that  ever  experienced 
with  any  previous  drug.  Not  a single  case  of  intolerance  has  been  re- 
ported. Furthermore,  toxicologic  reports  indicate  that  on  a weight-for- 
weight  basis,  GENTARTH  is  less  toxic  than  aspirin. 


GENTARTH 


Sodium  Gentisate  100  mg. 

Raysal  323  mg. 

(representing  43%  Salicylic  Acid  and  3%  Iodine  in  a 
Calcium-Sodium  Phosphate  Buffer  Salt  Combination ) 

Succinic  Acid  130  mg. 


. Recommended  dosage: 

2 or  more  tablets,  3 or  4 times  daily  ( after  meals  and  before  bedtime ) 


Available  at  all  pharmacies  on  prescription 


PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers  • Philadelphia  34,  Pa. 
Pioneer  Producers  of  Gentisate  Medication  for  the  Medical  Profession 
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30-35  YEAR  S’  STANDING 


ri,e  New  0e 


wtis<ae-Cort*intnS 


Mu-rheumaM 




GENTARTH  INHIBITS 
• **  *SPREAD  OF  HYALUR 


HYALURONIDASE 

While  the  basis  of  GENTARTH  is  buffer^J^alicylate,  still  the  ac- 
cepted stand-by  in  the  arthritides,  to  it  has  beOi  added  sodium  gentisate 
which  Meyer  and  Ragan1  have  shown  tdEbring  favorable  results  in 
rheumatoid  arthritis  and  acute  rheumatft  fever.  Pain,  swelling  and 
joint  inflammation  disappeared.  The^ftion  of  sodium  gentisate  has 
been  attributed  to  its  inhibition  of  t] ^ spreading  effect  of  hyaluroni- 
dase.2, 8 Raymer  has  pioneered  in  r%tking  sodium  gentisate  available 
to  the  medical  profession.  SucciniOacid,  also  present,  proteas  against 
decrease  in  prothrombin  time,  9 necessary  precaution  in  continued 
salicylate  therapy. 


GENTARTH 


[Tablets  are  sopited  in  bottles  of  100,  500,  1,000. 

Also  Available  Sodium  Geqfisate  Tablets  325  mg. — bottles  of  100.  Sodium 
Gentisate  ( powder)  for  pqpcription  formulation  through  leading  pharmacies. 


1 Meyer,  K.  & Ragan,  C.:  ft^d.  Concepts  of  Card.  Disp.,  17:2  (1948) 

2 Quick,  A.  J.:  J.  Biol.  Ch#i„  101:475  (1933) 

3 Guerra,  J.:  J.  Pharm.  BEp.  Ther.,  87:1943  ( 1946) 


NEW  CLlAlCAL  EVIDENCE 

Since  the  first  appearance  of  this  advertisement,  new  clinical 
evidence  on  GENTARTH  establishes  30%  greater  effective- 
ness than  salicylate  alone.  For  other  last  minute  reports  on 
sodium  gentisate,  see 

Camelin,  et  al:  Presse  Medicale,  58:889  (1950) 
Schaefer,  et  al:  Circulation,  2:265  (1950) 


Your  request  on  a prescription  form  will  bring  a free  clinical 
supply  of  GENTARTH,  ample  to  demonstrate  its  efficacy- 
enough  for  1 case  for  1 week— and  descriptive  literature! 
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Each  tablet  contains: 

Veratrum  Viride  10  CRAW  UNITS* 

Phenobarbital 'A  grain 

^Biologically  Standardized  for  tox- 
icity by  the  Craw  Oaphnia  Magna 
Assay.  Supplied:  Bottles  of  100, 
500,  1000. 


RESISTANT  HYPERTENSION 


VERTAVIS-PHEN  affords  the 
advantage  of  economy  in  the 
everyday  management  of  severe, 
resistant  (Grade  III)  essential 
hypertension. 

Vertavis-Phen,  by  virtue  of  the 
combined  effect  of  veratrum 
viride  (Irwin-Neisler)  and  pheno- 
barbital is  a practical  approach  to  the  problem 
of  severe,  resistant  hypertension.  The  remarkable 
physiologic  property  of  veratrum  viride  “in  producing 
a hypotensive  effect  by  peripheral  dilatation  is 
pharmacologically  sound.”1  Phenobarbital  decreases 
vasoconstrictor  arterial  tone  and  permits  the  use  of 
smaller  doses  of  veratrum  viride  in  obtaining  a favor- 
able clinical  effect. 

1.  Holley,  H.  L.,  and  Koffler,  I.  A.:  Am.  Pract.  & Dig.  Treaf.  1:840-844, 1950 


Vertavis-Phen 


IRWIN,  NEISLER  & COMPANY  DECATUR,  ILLINOIS 
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Editorials 

The  1951  Annual  Meeting 


The  145th  Annual  Meeting  of  the  House 
of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  in  Buffalo,  on  April  31, 
1951,  heard  the  address  of  Dr.  J.  Stanley 
Kenney,  its  incoming  president.  He  said, 
in  part: 

“Moral  and  political  dangers  threaten  us 
on  every  side.  Let  us  look  first  at  the  moral 
issue.  We  are  living  in  times  when  we  hear 
and  see  all  about  us  philosophies  alien  to 
everything  we  have  known  as  distinctly 
American.  Our  very  heritage  is  being  at- 
tacked and  dismantled.  Spiritual  values 
have  been  ruthlessly  cast  aside  or  consigned 
to  the  limbo  of  forgotten  things.  The  doc- 
trine of  secularism  and  the  tenets  of  socialism 
are  being  insidiously  advanced. 

“This  nation,  this  America  which  reared 
us,  was  founded  on ... . concepts  evolved  by 
the  philosophic  realists  of  ancient  times.  As 
I understand  the  term  secularism,  it  leads 
me  to  the  inescapable  conclusion  that  our 
nation  is  surely  drifting  away  from  the  faith 
of  our  fathers.  We  are  struggling  today  for 
the  vindication  of  these  basic  spiritual 


values.  A philosophy  of  life  which  allows 
no  place  for  religious  creeds  or  for  worship 
has  no  place  in  this  nation  of  free  men. 
Either  we  adhere  to  the  principles  upon 
which  the  nation  was  founded — the  dignity 
of  the  individual,  honesty,  truth,  justice, 
and  honor — or  we  yield  to  the  confusions 
which  will  lead  to  the  ultimate  acceptance 
of  the  philosophy  of  totalitarianism.” 

Dr.  Kenney  spoke  of  the  medical  and 
health  aspects  of  civil  defense,  of  medicine, 
mobilization,  and  manpower,  of  Selective 
Service  and  the  Society’s  medical  advisory 
committees,  of  medical  public  relations,  re- 
marking that  “Fifty-six  county  medical 
societies  in  the  State,  out  of  a total  of  sixty- 
one,  now  have  active  public  relations  com- 
mittees,” carrying  out  their  work  at  the 
local  level  where  such  programs  properly 
belong. 

He  spoke,  further,  of  the  growth  of 
the  voluntary  medical  care  plans  now  num- 
bering seven  in  the  Empire  State,  of  the  role 
of  the  general  practitioner  and  our  responsi- 
bility for  training  an  adequate  number  of 
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students  for  general  practice,  of  nursing, 
malpractice  defense  insurance,  legislation, 
the  Journal  and  Directory,  the  budget,  and 
the  activities  of  the  Woman’s  Auxiliary. 

More  than  two-score  resolutions  were 
introduced  by  the  several  county  societies, 
probably  the  largest  number  in  the  history 
of  the  House  of  Delegates.  It  is  a high 
tribute  to  the  competence  of  the  reference 
committees  that  work  on  these  resolutions 
was  so  speeded  that  there  was  no  delay, 
despite  the  large  number,  in  completing  the 
work  of  the  House  on  time.  The  verbatim 
minutes  will  be  published  this  year  as  pre- 
viously, in  Part  II  of  the  September  1 issue 
of  the  Journal.  In  this  will  be  found  the 
complete  texts  of  the  addresses  to  the  House 


of  Delegates.  This  notation  is  made  for  the 
benefit  of  new  members  of  the  Society  who 
may  have  occasion  to  follow  the  procedure 
of  the  House  and  who  should  do  so  in  order 
to  familiarize  themselves  with  the  work  of 
the  delegates. 

The  Session  on  General  Practice  held  for 
the  first  time  this  year  was  interesting  and 
well  attended.  By  action  of  the  House  of 
Delegates  a Section  on  General  Practice  was 
established,  so  that  this  new  activity  of  the 
Society  will  take  its  place  in  the  program 
henceforth  as  a regular  feature  of  the 
Annual  Meeting. 

Attendance  at  the  meeting  totaled  2,370, 
with  1,425  doctors,  037  students,  interns,  and 
guests,  and  308  exhibitors  registered. 


Current  Editorial  Comment 


Blue  Shield  Plans.  A recent  article  asks 
the  question:  “Why  the  necessity  of  Blue 
Shield?”1  There  can  be  only  one  answer — 
to  knock  down  the  formidable  financial  bar- 
riers that  block  the  way  of  most  people  try- 
ing to  meet  the  high  cost  of  medical  care. 
Blue  Shield,  therefore,  has  a definite  mis- 
sion, namely,  to  make  available  first  class 
medical  care,  provided  by  doctors  chosen 
by  subscribers,  at  a price  within  reach  of  the 
public. 

The  next  thing  to  make  clear  is  the  rela- 
tionship between  Blue  Shield,  the  public, 
and  the  members  of  the  medical  profession. 
In  importance  they  rank  as  follows:  the 

public  first,  the  members  of  the  medical 
profession  second,  Blue  Shield  third.  The 
public  is  subject  to  illness  and  injury. 
Were  this  not  so,  there  would  be  no  need  for 
either  physicians  or  Blue  Shield.  But 
when  illness  or  injury  beset  the  people,  they 
call  on  members  of  the  medical  profession 
for  relief,  because  physicians  know  best  how 
to  restore  health.  It  is  apparent,  then, 
that  the  public  and  the  physicians  are  the 
principals  in  the  proceedings.  One  needs 
medical  care;  the  other  provides  medical 
care.  Blue  Shield  serves  to  bring  the 
principals  together. 

Blue  Shield  contemplates  coverage  for 
treatment  of  medical,  surgical,  obstetric, 
and  pediatric  conditions  in  the  hospital,  in 

1 Archives  of  Industrial  Hygiene  and  Occupational  Medi- 
cine, September,  1950. 


the  patient’s  home,  and  in  the  physician’s 
office.  This  is  a comprehensive  undertak- 
ing that  must  be  developed  carefully  to 
assure  permanence  and  stability  without 
destroying  the  sources  of  the  excellent 
medical  care  now  available  to  the  public. 
Much  thought  is  being  given  to  ways  and 
means  to  protect  Blue  Shield  subscribers 
against  the  paralyzing  effects  of  large 
medical  bills.  Of  outstanding  benefit  to 
the  public  is  the  service  clause  of  the  Blue 
Shield  contract,  whereby  no  additional  pay- 
ment beyond  subscription  charges  is  re- 
quired from  eligible  subscribers  when  these 
are  treated  by  participating  physicians. 
This  clause  remains  in  effect  even  though 
catastrophic  happenings  cause  a reduction 
in  allowances  made  to  physicians  by  the 
plan.  In  effect  this  means  Blue  Shield 
plans  are  underwritten  by  the  members  of 
the  medical  profession. 

The  confusion  existing  in  many  minds 
relative  to  the  insurability  of  the  practice  of 
medicine  may  be  dissipated  if  thinking  is 
divided  into  three  parts:  therapeutic 

medicine,  diagnostic  medicine,  and  pre- 
ventive medicine.  Broadly  speaking, 
therapeutic  or  curative  medicine  pertains 
to  the  everyday  treatment  of  obvious  or 
readily  determinable  conditions.  It  is  the 
most  common  practice  of  medicine;  it 
offers  the  best  foundation  on  which  to  build  , 
a sound  actuarial  structure.  Many  ele- 
ments of  the  costs  of  therapeutic  medicine 

[Continued  on  puce  1396] 


EDWARD  T.  WENTWORTH,  M.D. 

President-Elect 

Medical  Society  of  the  State  of  New  York 

President-elect  of  the  Medical  Society  of  the  State  of  New  York  is 
Dr.  Edward  T.  Wentworth,  of  Rochester  and  Pittsford,  who  will  succeed 
to  the  office  of  president  in  1952,  at  the  close  of  the  146th  Annual  Meeting. 

Born  in  Dagus  Alines,  Pennsylvania,  Dr.  Wentworth  received  his 
Bachelor  of  Arts  degree  from  Harvard  University  in  1909  and  his  Doctor 
of  Medicine  degree  from  Harvard  Medical  School  in  1913.  He  also  took 
graduate  training  at  the  Massachusetts  General  Hospital  in  Boston  and 
at  the  New  York  Orthopedic  Hospital  in  New  York  City'. 

During  Y\  orld  War  I,  Dr.  Wentworth  enlisted  as  a first  lieutenant  in 
Ihe  U.  S.  Army  Medical  Reserve  Corps  in  July,  1916,  and  was  on  active 
«uty  from  June,  1917,  to  August,  1919,  at  Campe  Pike,  Arkansas,  and 
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in  France  with  the  American  Expeditionary  Forces,  receiving  his  honor- 
able discharge  with  the  rank  of  major.  In  1924  he  was  commissioned  a 
Lieutenant  Colonel  in  the  U.  S.  Army  Medical  Corps  Reserve,  in  1939  a 
Colonel,  and  in  1942  returned  to  active  duty  as  commanding  officer  of 
General  Hospital  19,  serving  until  1946  in  England  and  France. 

A Diplomate  of  the  American  Board  of  Orthopedic  Surgery  and  a 
Fellow  of  the  American  College  of  Surgeons,  Dr.  Wentworth  is  consultant 
in  orthopedic  surgery  at  the  Rochester  General,  Strong  Memorial,  Iola 
Sanitarium,  and  Park  Avenue  Hospitals  and  a member  of  the  Department 
of  Orthopedics  at  the  University  of  Rochester  School  of  Medicine  and 
Dentistry.  He  is  also  a member  of  the  American  Academy  of  Orthopedic 
Surgeons  and  past-president  of  the  Rochester  Academy  of  Medicine  and 
of  the  Rochester  Pathological  Society. 

Dr.  Wentworth  has  served  his  county  and  State  medical  societies  in 
many  capacities.  In  1935  he  was  president  of  the  Monroe  County  Medical 
Society;  from  1938  to  1942  he  was  a member  of  the  Council  of  the  Medical 
Society  of  the  State  of  New  York,  serving  as  chairman  of  the  Finance 
Committee;  from  1948  to  1951  he  was  a member  of  the  Board  of  Trustees 
and  chairman  of  the  Board  in  1950.  He  is  also  a member  of  the  American 
Medical  Association  and  the  World  Medical  Association. 


Current  Editorial  Comment 


[Continued  from  page  1394] 

are  fairly  well  known,  are  becoming  stabil- 
ized, and  provide  reliable  insurance  bases. 

Preventive  medicine  is  costly.  It  would  be 
wise  for  those  interested  in  medical  insurance 
of  any  kind  to  understand  the  potential  finan- 
cial burdens  it  would  place  on  everyone  in- 
volved. Usually  preventive  medicine  is 
thought  of  as  a large-scale  operation  con- 
ducted through  government  health  depart- 
ments and  agencies.  However,  it  is  now 
being  implanted  in  the  minds  of  the  public 
as  a matter  of  concern  to  each  individual. 
To  be  effective,  it  must  contemplate  com- 
prehensive and  frequent  health  examina- 
tions. How  would  this  work  out?  Life 
and  health  are  dear  to  every  person;  there- 
fore, if  we  are  to  have  preventive  medicine, 
no  person  can  be  denied  frequent  and 
thorough  physical  surveys.  And  when 
everybody  is  examined,  everybody  must 
pay.  Hence  there  is  no  insurance  involved. 

It  becomes  apparent  that  the  division  of 
medical  practice  indicates  different  ap- 
proaches to  the  determination  of  a proper 
rate  structure,  an  involved  subject  that 
cannot  be  settled  at  this  particular  time. 
However,  after  all  is  said  and  done,  there 
can  be  only  one  answer  to  the  rate  problem : 


Blue  Shield  rates  must  be  sufficient  to  meet 
the  costs  of  the  medical  care  the  public  de- 
sires. Blue  Shield  is  young  in  years  but 
old  enough  to  know  that  any  organization 
attempting  to  give  out  more  than  it  takes 
in  will  surely  go  bankrupt,  that  uncon- 
trolled demands  for  medical  care  can  never 
be  satisfied,  that  there  is  no  such  thing  as 
free  medical  care,  and  that  unlimited  medi- 
cal care  for  everybody  is  a mirage. 

Blue  Shield  membership  approximated 
19,000,000  subscribers  in  the  United  States 
at  the  end  of  1950.  Payments  to  physi- 
cians in  that  year  are  placed  at  $135,000,- 
000.  These  figures  are  impressive,  but  it 
would  be  a grave  mistake  to  regard  them 
with  complacency  simply  because  they  sym- 
bolize large  numbers.  Unless  they  are  a 
true  measure  of  public  confidence  in  the 
medical  profession,  they  are  dangerously 
misleading.  In  any  event,  Blue  Shield 
still  has  a big  job  to  do — that  is,  to  enroll  an 
additional  100,000,000  people  who  are  con- 
vinced of  the  logic  of  the  proposition  that 
the  producers  of  medical  care,  the  members 
of  the  medical  profession,  are  in  the  best  , 
position  to  give  people  enrolled  in  Blue 
Shield  plans  the  most  coverage  for  the 
least  cost. 
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The  Liver  Lobule  • • • The  functional  unit  of  the 

liver,  the  lobule,  is  the  starting  point  in  gallbladder 
therapy.  Its  cells  secrete  the  bile  for  passage  through 
the  ductal  system  after  collection  in  the  lobule  tubules. 

KETOCHOL®..  • a combination  of  all  four  of  the 

oxidized,  unconjugated  bile  acids  normally  present  in 
human  bile — initiates  gallbladder  therapy  at  its  logical 
starting  point.  The  primary  action  of  Ketochol  is  on  the 
hepatic  cells  which  are  stimulated  to  secrete  bile  of  low 
viscosity  that  flushes  the  congested  ducts. 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE  SEARLE 
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Ivyol,  purified  active  principle  of  Rhus  toxicodendron  (1:1,000)  in  sterile 
olive  oil;  for  phylactic  as  well  as  prophylactic  use. 

Poison-Ivy  Extract  Beneficial  for 

PHYLACTIC  TREATMENT 

of  RHUS  POISONING 


(from  Poison  Ivy,  Poison  Oak,  or  Poison  Sumac) 


Ivyol®,  the  same  poison-ivy  extract  that  is  used 
so  extensively  for  prophylactic  desensitization,  is 
also  widely  preferred  for  phylactic  treatment  in 
ivy,  oak,  and  sumac  poisoning.  Reports  from 
many  sources  show  the  advantage  of  using  an 
extract  that  contains  the  active  principle. 

Many  physicians  consider  Ivyol  injections  to 
be  most  beneficial  when  employed  prophylac- 
tically — for  desensitizing  susceptible  patients 
early — well  before  the  season  starts.  For  this 
purpose,  four  injections  of  0.5  cc.  each  are 
usually  given  at  weekly  intervals,  beginning  in 
the  spring — or  at  least  early  enough  to  complete 
the  course  of  four  injections  before  patients  are 
liable  to  exposure. 

Experience  has  shown,  however,  that  phylactic 
treatment  may  also  be  beneficial.  Treatment  by 
injection  of  extracts  has  been  reported  to  relieve 
the  skin  eruption  and  to  lessen  the  tendency  to 
future  attacks.  Favorable  results  obtained  with 
Ivyol  included  relief  from  itching  and  inflam- 
mation. Marked  improvement  has  occurred 
after  a single  injection. 

For  phylactic  treatment,  in  average  cases,  one 


vial  of  Ivyol  (0.5  cc.)  is  given  intramuscularly, 
every  24  hours  until  symptoms  are  relieved. 

In  case  of  unusually  great  severity,  as  shown  by 
severe  or  extensive  eruptions  from  slight  exposure, 
the  amount  of  active  principle  contained  in  one 
vial,  given  in  one  dose,  might  aggravate  the  symp- 
toms. It  is  advisable,  therefore,  in  cases  of  this 
type,  to  begin  with  an  initial  dose  of  0.1  to  0.25  cc. 
Subsequent  doses  are  increased  or  repeated  as 
indicated  by  the  reaction. 

For  complete  information  see  circular  accom- 
panying product. 

Sharp  & Dolune,  Philadelphia  1,  Pa. 
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RADIOIODINE:  PRINCIPLES  OF  DIAGNOSIS  AND  TREATMENT  OF 

THYROID  DISEASE 


B.  J.  Duffy,  Jr.,  M.D.,  and  J.  W.  Howlantd,  M.D.,  Rochester,  New  York 


(From  the  Department  of  Radiation  Biology,  University  of  Rochester  School  of  Medicine  anil  Dentistry) 


WITH  the  increasing  clinical  use  of  radio- 
active iodine  (I131)  there  is  need  for  a 
simple  formulation  of  physical  principles,  treat- 
ment technics,  and  bibliography  of  pertinent 
articles  bearing  on  specialized  phases  of  I131 
therapy.  This  is  in  no  sense  a review.  It  is  an 
attempt  to  supply  the  clinician  with  some  basic 
facts  about  I131  which  will  enable  him  to  utilize 
this  agent  more  effectively  in  the  diagnosis  and 
treatment  of  thyroid  disorders.  The  material 
here  presented  is  a cross  section  of  the  experience 
of  a number  of  the  larger  thyroid  clinics.  It 
should  be  emphasized,  however,  that  the  entire 
subject  is  still  in  the  investigative  stage.  Hence, 
no  conclusions  are  final. 

A certain  introduction  into  the  terminology  and 
physical  behavior  of  the  radioisotopes  is  necessary 
in  order  to  promote  a better  understanding  of  the 
mode  of  action  of  these  unique  substances.  Iso- 
topes are  elements  which  have  identical  atomic 
numbers  but  different  atomic  weights. 

The  concept  on  which  radioisotope  diagnostic 
procedure  and  therapy  are  based  at  the  present 
time  considers  that  these  radioactive  substances 
follow  the  same  chemical  and  physiologic  be- 
havior as  the  normal  isotope.  Hence,  radioiodine 
(I131)  will  follow  the  same  metabolic  pattern 
characteristic  of  the  normal  or  abnormal  function- 
ing of  the  element  iodine  in  all  of  its  varied  func- 
tions within  the  body.  The  continuous  liberation 
of  energy  in  the  form  of  radiation  by  the  I131  per- 
mits an  exact  measurement  of  the  rate  and 
amount  of  iodine  utilization  by  the  body  as  a 
diagnostic  procedure.  It  also  provides,  with 
larger  amounts,  a method  of  direct  irradiation  of 
the  thyroid  tissue  without  the  necessity  of  the 
overexposure  of  adjacent  tissues  required  in  ex- 
ternal x-radiation  treatments. 


This  paper  is  based,  in  part,  on  work  performed  under  con- 
tract with  the  United  States  Atomic  Energy  Commission  at 
tlie  University  of  Rochester  Atomic  Energy  Project,  Roches- 
ter, New  York. 


In  order  to  understand  better  the  method  by 
which  radioisotopes  exert  their  therapeutic  ef- 
fects, certain  additional  knowledge  of  nuclear 
physics  and  the  biologic  effects  of  ionizing  irradia- 
tion is  necessary.  All  atoms  are  composed  of  cen- 
tral nuclei  containing  protons  or  positively 
charged  particles  and  neutrons  which  have  mass 
but  no  charge.*  In  a stable  isotope  the  positive 
electrical  charges  of  the  nucleus  are  equally  bal- 
anced by  the  negative  charges  of  the  electrons 
which  circle  the  nucleus  much  in  the  same  manner 
as  the  planets  revolve  around  the  sun  in  the  solar 
system.  The  chemical  activity  characteristic  of 
an  isotope  is  dependent  on  the  reactions  of  the 
orbital  electrons  and  not  of  the  nucleus. 

The  term  atomic  number  designates  the  num- 
ber of  protons  in  the  nucleus  of  the  atom;  the 
atomic  weight  is  given  by  the  sum  of  the  protons 
and  neutrons  of  the  nucleus.  These  in  the  case  of 
iodine131  are  written  as  53I131  which  indicates  that 
53  protons  are  present  in  the  nucleus  and  131 
particles  having  weight  (53  protons  and  78 
neutrons). 

This  constitutes  a definitely  unstable  system 
due  to  an  excess  of  neutrons  within  the  nucleus. 
A return  to  a stable  system  is  effected  in  the  fol- 
lowing fashion:  One  of  the  78  neutrons  present 
in  the  nucleus  divides  into  a proton  and  an  elec- 
tron. This  electron  is  ejected  from  the  nucleus 
with  considerable  energy  as  a beta  particle. 
When  the  proton  which  remains  within  the  nucleus 
is  added  to  the  original  53  protons,  a new  element 
xenon131  (5!Xe131)  is  formed.  In  addition,  the  in- 
stability of  the  atom  results  in  the  further  release 
of  energy  as  a gamma  ray  identical  in  all  respects 
to  a high-energy  x-ray.  The  emission  of  this 
gamma  ray  is  not  associated  with  changes  in 
atomic  number  or  weight.  The  reaction  which 
takes  place  is  illustrated  in  Fig.  1.  It  is  seen  that 
there  are  two  modes  of  disintegration.  About  85 

* For  descriptive  purposes  some  oversimplification  of  ra- 
diation physics  is  inevitable  throughout  this  discussion. 
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Fig.  1.  Disintegration  of  I131 


Stable 


per  cent,  on  the  average,  of  atoms  follow  the  one 
route  and  15  per  cent  the  other. 

When  this  energy  is  released  in  air  or  in  tissue, 
a phenomenon  known  as  ionization  occurs.  As 
the  beta  particle  (or  electron)  passes  within  the 
orbit  of  a stable  atom  in  any  system,  whether  this 
be  in  air  or  tissue,  a collision  may  occur  with  an 
orbital  electron.  With  such  a collision  a loss  in 
energy  takes  place,  the  beta  particle  being  de- 
flected from  its  path.  The  electron  in  the  pre- 
viously stable  atom  which  has  entered  into  the 
reaction  is  apparently  driven  out  of  its  normal 
position.  Carrying  as  it  does  a negative  charge 
now  increased  by  some  additional  energy,  it  con- 
stitutes a negative  ion.  The  remainder  of  the 
stable  atom  is  left  positive.  The  two  dissociated 
portions  now  constitute  an  ion  pair  (±).  Such 
ion  pairs  cause  breakdown  of  tissue  elements. 

This  change  in  the  stable  atom  may  be  ac- 
companied by  abnormalities  in  function  if  the 
changed  atom  is  located  in  an  important  position 
within  an  enzyme  system.  If  the  number  of 
ionizations  which  occur  is  few,  as  is  the  case 
when  a very  small  amount  of  radioactive  material 
is  used,  an  insufficient  number  of  atoms  is  inter- 
fered with  to  cause  change  in  function.  If,  on  the 
other  hand,  the  dosage  is  increased,  the  number  of 
ion  pairs,  i.e.,  the  number  of  atoms  affected,  in- 
creases proportionally,  and  alteration  in  function 
is  observed.  Further  increases  result  in  death  of 
sensitive  cells,  death  of  more  resistant  cells,  and 
finally  death  of  the  organism. 

As  can  be  seen  in  Fig.  1,  iodine131  in  its  degrada- 
tion to  xenon131  releases  energy  as  beta  particles 
and  as  gamma  rays.  Although  the  essential  type 
of  ionization  in  air  or  tissue  of  each  of  these  types 
of  radiation  is  the  same,  the  actual  number  of 
ionizations  produced  by  the  beta  particle  exceeds 
that  of  the  gamma  ray  by  a ratio  of  approxi- 
mately 100  to  1.  Hence,  the  therapeutic  effect 
resulting  from  the  use  of  a beta-emitting  isotope 
such  as  I131  is  almost  entirely  caused  by  the  beta 
rays  Because  it  ionizes  readily  and  loses  energy 


rapidly  in  consequence,  the  beta  particle  has  a 
short  range  in  air  or  tissue.  The  gamma  ray,  on 
the  other  hand,  possesses  tremendous  ranges  in 
air  or  tissue  because  of  its  lesser  tendency  to  pro- 
duce ions. 

On  the  above  basis  it  can  easily  be  seen  that  the 
therapeutic  effect  of  the  I131  is  almost  entirely  due 
to  the  deposition  of  a requisite  amount  of  the 
isotope  within  the  gland.  Quite  important  is  the 
fact  that  the  major  proportion  of  the  ionizations 
takes  place  within  the  gland  itself,  thus  reducing 
exposure  to  adjacent  normal  tissues.  The  long- 
range  gamma  rays  which  are  emitted  can  be 
measured  externally  and  form  the  basis  of  the 
direct  measurement  test  for  iodine  uptake  by  the 
gland  or  the  localization  of  those  metastatic 
tumors  which  show  affinity  for  the  element. 

Certain  comment  is  necessary  in  order  to 
clarify  certain  technical  terms  which  have  become 
common  language  in  isotope  laboratories.  If  a 
quantity  of  radioactive  isotope  is  placed  at  the 
center  of  a hollow  sphere  so  that  measurement  can 
be  made  of  particles  being  emitted  in  all  direc- 
tions, the  distintegrations  can  be  accurately 
counted  by  a Geiger-Muller  counter.  In  such  a 
fashion  all  isotopes  can  be  standardized.  Inas- 
much as  radium  affords  a very  stable  standard  of 
radioactivity,  isotope  measurements  are  usually 
made  in  terms  of  the  curie  (c)  which  is  the  number 
of  disintegrations  per  second  emitted  from  the 
amount  of  radon  in  equilibrium  with  1 Gm.  of 
radium  (Table  I). 


TABLE  I. — Isotope  Dosimetbt 


Unit  of  Dosage 

Symbol 

Disintegrations  per  Second 

Curie 

c 

3.61  X 

10>°  (36,100,000,000) 

Millicurie 

me 

3.61  X 

10’  (36,100,000) 

Microcurie 

MC 

3 61  X 

10‘  (36,100) 

A brief  explanation  of  one  additional  term, 
geometry,  should  be  considered.  Geometry  is 
used  to  denote  the  number  of  counts  actually  re- 
corded by  an  accurately  positioned  counter  in 
terms  of  the  total  number  of  disintegrations 
actually  occurring.  A measurement  of  20  per 
cent  of  the  total  counts  by  the  thyroid  gland  can 
then  be  corrected  in  terms  of  the  total  concentra- 
tion and  from  this  calculation  the  real  uptake  de- 
termined. 

'When  we  speak  of  “twelve-hour”  I130  and 
“eight-day”  I131,  reference  is  made  to  the  half-life 
of  these  isotopes. 

The  term  half-life  is  used  to  denote  the  period 
during  which  one  half  of  a given  quantity  of 
radioactive  atoms  will  have  undergone  nuclear 
transformation  to  a stable  state.  The  following 
table  illustrates  the  percentage  of  I131  remaining 
after  various  periods  of  spontaneous  degeneration 
(Table  II). 
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TABLE  II. — Decay  of  I1*1 


Day 

Percentage  of  I1®1  Remaining 

I 

91.7 

2 

84.1 

3 

77.1 

4 

70.7 

5 

64.9 

6 

59.4 

7 

54.6 

8 

50.0 

There  is  very  little  chemical  iodine  in  even  the 
largest  doses  of  I131.  This  is  due  to  the  high  spe- 
cific activity  of  the  isotope  which  refers  to  the  num- 
ber of  millicuries  per  unit  weight  of  material.  One 
millicurie  of  I131  weighs  only  0.008  micrograms,  a 
physiologically  negligible  amount. 

Historical  Data 

The  past  decade  has  witnessed  great  develop- 
ment in  the  clinical  use  of  I131.  First  described  by 
Fermi  in  1934,  the  original  isotopes  of  iodine 
were  produced  in  small  quantities  in  the  cyclo- 
tron. 

The  initial  patients  were  treated  by  Hertz  and 
Roberts  and  by  Hamilton  and  Lawrence  in 
1941 . 1,2  The  isotope  used  was  the  twelve-hour 
I130.  It  was  shown  to  be  an  effective  antithyroid 
agent,  but  the  technical  aspects  of  standardiza- 
tion and  the  frequent  administration  of  stable 
iodine  (I127)  with  the  I130  render  difficult  any  in- 
terpretation of  the  quantitative  effects  of  this 
isotope. 

Beginning  with  1946,  radioiodine  (I131)  became 
widely  available  from  the  chain-reacting  uranium 
pile.  Since  that  time  large  series  of  I131-treated 
cases  have  been  reported  by  Soley,  Haines, 
Werner,  Crile,  Feitelberg,  and  Gordon.3-8  There 
are  in  the  literature  approximately  one  thousand 
cases  of  hyperthyroidism  treated  with  I131.  The 
follow-up  on  the  great  majority  of  these  cases  is 
too  brief  to  justify  final  conclusions,  but  there  has 
evolved  general  agreement  on  the  technic  of  diag- 
nosis and  treatment.  Differences  in  treatment 
schedules  due  to  standardization  are  more  appar- 
ent than  real. 

Diagnosis 

I131  is  shipped  in  suitable  lead  containers  by  air 
freight  from  Oak  Ridge.  It  is  supplied  as  a 
tasteless,  odorless,  colorless  solution  of  sodium 
iodide  in  distilled  water.  Because  of  the  large 
amounts  of  different  isotopes  shipped  daily  from 
them,  Oak  Ridge  can  give  only  the  approximate 
measurement  of  the  amount  of  I131  delivered. 
The  final  standardization  of  each  shipment  is  the 
responsibility  of  the  clinic  using  the  I131.  Proper 
calculation  of  dosage  obviously  depends  on  this 
standardization. 

In  the  diagnosis  of  altered  thyroid  function,  a 
careful  history  and  physical  examination  are  of 


obvious  primary  importance.  Serious  disturbance 
of  fluid  balance,  primarily  associated  with  cardio- 
renal disease,  or  an  increased  iodine  intake  (par- 
ticularly the  iodinated  compounds  used  in  x-ray 
visualization)  will  give  misleading  results  in  I131 
studies.  A cholecystogram,  for  example,  will 
cause  such  lasting  derangement  of  the  body  iodine 
stores  that  I131  studies  are  invalid  for  a period  of 
several  months  to  more  than  a year.  We  have 
allowed  a period  of  at  least  two  weeks  to  elapse 
after  the  discontinuing  of  Lugol’s  solution  or 
potassium  iodide  before  beginning  radioiodine 
diagnostic  studies. 

A diagnostic  dose  of  50  to  100  microcuries  of 
I131  is  administered  orally  to  a fasting  individual. 
Complete  urine  collections  are  made  in  twenty- 
four-hour  periods  for  two  days.  A direct  count 
over  the  thyroid  is  made  at  either  the  twenty- 
four  or  forty-eight-hour  period . * This  is  done  as  a 
further  check  on  possible  faulty  urine  collection  or 
an  inordinately  large  extrathyroidal  iodine  not 
accounted  for  by  renal  excretion.  Although 
opinion  varies,  there  is  a definite  tendency  for 
many  climes  to  place  primary  stress  on  neck  up- 
take studies. 

The  most  complete  study  of  urinary  excretion  of 
I131  in  various  thyroid  states  is  that  by  Skanse.9 
In  110  normal  individuals  he  found  that  65.9  ± 
0.7  per  cent  was  excreted  in  the  forty-eight-hour 
period,  with  90  per  cent  of  this  excretion  occurring 
in  the  first  twenty-four-hour  period.  Since  the 
renal  excretion  is  diminished  by  thyroid  collection 
of  I131,  the  hyperthyroid  case  will  excrete  sig- 
nificantly less  (10  to  35  per  cent)  during  the  same 
forty-eighLhour  period. 

Werner  and  Quimby  have  used  the  technic  of 
direct  estimation  of  thyroid  concentration  of 
Ii3i.io  Their  method  involves  the  standardization 
of  the  Geiger  counter  by  the  measurement  of  a 
known  amount  of  I131  in  a phantom  model  which 
simulates  the  geometry  of  the  thyroid  area.  This 
is  admittedly  approximate,  but  each  clinic  can 
evolve  a similar  standard.  Their  measurements 
of  thyroid  concentration  of  Im  at  twenty-four 
hours  were  as  follows:  normal  (euthyroid)  cases 
10  to  35  per  cent  pickup  of  the  administered  dose ; 
hyperthyroid  35  to  50  plus  per  cent;  hypothyroid 
10  per  cent  or  less.  These  results  are  in  general 
agreement  with  the  excretion  data  of  Skanse  and 
are  presented  chiefly  as  an  example  of  the  type  of 
values  obtained. 

It  must  be  emphasized  that  about  10  to  15  per 
cent  of  an  administered  dose  of  Im  is  not  ac- 
counted for  by  either  thyroidal  collection  or  renal 
excretion.  The  loss  of  radioiodine  by  technical 
error,  by  fecal  excretion,  exhalation  in  expired  air, 
and  secretion  in  the  sweat  has  been  shown  to  con- 
tribute to  this  fraction.  The  largest  portion  of 

* See  appendix. 
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this  unaccounted  for  I131,  however,  is  undoubtedly 
fixed  in  various  body  tissues  probably  as  some 
form  of  the  thyroid  hormone.  This  lost  I131  is 
important  practically  since  it  represents  another 
variable  which  influences  the  interpretation  of 
any  I131  studies  of  thyroid  function. 

Despite  these  biologic  variations  and  technical 
difficulties  of  measurement  it  is  possible  to  arrive 
at  a satisfactory  estimate  of  the  per  cent  of  up- 
take by  the  thyroid  of  an  administered  dose  of 
I131.  If  an  increased  concentration  of  I1.31  by  the 
thyroid  correlates  with  the  clinical  diagnosis  and 
other  laboratory  data,  the  diagnosis  of  hyper- 
thyroidism is  further  strengthened. 

The  radioiodine  tracer  technic  has  been  com- 
pared to  both  the  basal  metabolism  test  and  the 
chemical  determination  of  serum  iodine  as  a test 
of  thyroid  function.  It  is  important  to  realize 
that  each  test  measures  a different  phase  of  thy- 
roid physiology.  The  I131  test  is  based  on  the 
function  of  thyroid  gland  iodine  uptake,  the  basal 
metabolic  rate  measures  oxygen  consumption,  and 
the  serum  iodine  determination  is  a chemical  test 
for  the  amount  of  protein-bound  iodine  in  the  blood . 

The  simplicity  and  objectivity  of  the  I131  test  is 
revealed  in  those  comparative  tests  of  methods  of 
thyroid  study  in  which  I131  concentration  was 
shown  to  be  a more  accurate  index  of  thyroid 
function  than  either  the  basal  metabolic  rate  or 
serum  iodine  determination.8-9 

The  errors  attendant  upon  basal  metabolism 
determinations  are  well  known,  and  the  serum 
iodine  determination  has  not  received  wide 
clinical  application  due  to  difficulties  in  proce- 
dure. The  possibility  of  measuring  I131  turnover 
in  the  serum  iodine  as  an  optimum  test  of  thyroid 
activity  is  being  actively  explored.11 

The  radioiodine  test  for  hyperthyroidism  may 
be  grossly  disturbed  as  a result  of  preceding 
stable  iodine  administration  whether  given  as 
Lugol’s  solution  or  as  an  organic  dye  for  chole- 
cystography and  intravenous  pyelography.  The 
administration  of  thyroid  or  an  antithyroid  drug 
before  the  tracer  test  may  similarly  inhibit  up- 
take of  the  I131  for  a varying  period  of  time.  The 
administration  of  thiocyanate  for  the  treatment  of 
hypertension  may  inhibit  thyroid  concentration 
of  I131  and  should  be  discontinued  during  diagnos- 
tic studies. 

These  factors  have  been  discussed,  but  they  are 
repeated  since  they  constitute  the  major  sources 
of  error  in  the  utilization  of  this  test.  When 
these  possible  errors  are  excluded  and  a standard- 
ized technic  is  evolved,  the  radioiodine  tracer  test 
is  the  most  reliable  clinical  test  of  thyroid  function 
presently  available. 

Treatment 

The  ideal  thyrotoxic  patient  for  I131  therapy  is 


over  forty-five  years  of  age  with  a diffusely  in- 
volved, moderately  enlarged  gland.  A positive 
contraindication  to  surgery  is  the  lack  of  an  ex- 
perienced thyroid  surgeon.  The  frequently  quoted 
statistics  from  the  larger  thyroid  clinics  do  not 
accurately  reflect  the  morbidity,  mortality,  and 
recurrence  rates  following  mortality  for  Graves’ 
disease. 

The  possibility  of  carcinogenesis  should  limit 
the  use  of  I131  in  the  young  thyrotoxic  patient. 
Toxic  nodular  goiters  have  an  uncertain  response 
to  I131  and  should  be  removed  surgically  to  avoid 
the  possibility  of  overlooking  a coexistent  cancer. 
Pregnancy  is  a positive  contraindication  to  radio- 
iodine therapy  because  of  fetal  thyroid  concentra- 
tion of  I131  beginning  in  the  second  semester.12 

Previous  treatment  with  one  of  the  thiouracil 
drugs  is  not  a contraindication  to  I131  therapy.  If 
a patient  is  severely  thyrotoxic,  it  would  be  even 
feasible  to  administer  one  of  the  thiouracil  deriva- 
tives until  the  patient  is  better  controlled.  By 
discontinuing  the  drug  for  one  week  the  thyroid 
uptake  of  I131  will  usually  return  to  a satisfactory 
level  for  therapy  without  the  previous  symptoms 
of  the  severe  thyrotoxicosis. 

The  diffusely  hyperplastic  gland  of  Graves’ 
disease  requires  approximately  80  microcuries  of 
I131  per  Gm.  of  thyroid  tissue  for  full  thera- 
peutic effect.  Toxic  nodular  goiters,  when  they 
must  be  treated  with  I131,  require  at  times  as 
much  as  200  microcuries  per  estimated  Gm. 
weight.  It  must  be  emphasized  that  there  is  an 
unexplained  variation  in  therapeutic  response. 
There  are  patients  with  an  abnormal  sensitivity 
to  small  doses  and  other  cases  with  resistance  to 
even  repeated  large  doses  where  seemingly  all 
factors  are  favorable. 

If  the  gland  accumulates  80  microcuries  per 
Gm.  of  tissue,  it  has  been  shown  that  the  equiva- 
lent roentgen  dosage  is  approximately  10,000 
roentgens  equivalent  physical  (reps).*  Several 
factors,  however,  operate  to  diminish  this  amount 
of  tissue  dose,  among  which  are  (1)  error  in  gland 
measurement,  (2)  variation  in  biologic  half-life, 
(3)  nonhomogenous  distribution  of  I131  through 
the  gland,  and  (4)  altered  radiation  sensitivity. 
Notwithstanding  these  limitations  this  proce- 
dure of  dose  calculation  has  proved  its  utility. 

Following  satisfactory  I131  treatment  subjec- 
tive improvement  may  be  expected  in  two  to  four 
weeks  with  objective  signs  of  diminished  thyroid 
function  in  six  to  eight  weeks.  Since  late  re- 
sponses do  occur,  it  is  well  to  wait  at  least  ten 
weeks  before  evaluating  the  patient  for  possible 
retreatment. 

Some  80  per  cent  of  patients  with  diffuse  hyper- 
thyroidism appear  to  be  controlled  with  single 


* See  appendix. 
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doses  of  from  2.0  to  12.0  millicuries.  The  re- 
mainder require  a second  dose  and,  in  rare  in- 
stances, a third  dose.  Feitelberg,  in  reporting  a 
99  per  cent  cure  rate  of  Graves’  disease  treated 
with  I131,  states  that  “to  consider  a case  of  thyro- 
toxicosis a treatment  failure  after  a single  dose  of 
I131  is  as  illogic  as  treating  the  first  stage  of  a two- 
stage  operation  as  a therapeutic  failure.”7 

A number  of  changes  may  occur  in  the  early 
post-treatment  period  which  are  not  true  compli- 
cations but  are,  nevertheless,  interesting  evi- 
dence for  altered  thyroid  physiology.  There  are 
slight  swelling  and  tenderness  of  the  thyroid  in 
the  first  two  or  three  days,  followed  somewhat 
later  by  an  elevation  of  both  serum  protein- 
bound  iodine  and  basal  metabolic  rate.  In  a few 
patients  this  is  accompanied  by  some  clinical 
evidence  of  increased  thyrotoxicosis. 

The  one  complication  resulting  from  over- 
treatment is  hypothyroidism  which  occurs  in 
about  10  per  cent  of  the  reported  cases.  Neither 
radiation  sickness  nor  malignant  exophthalmos 
has  been  reported  following  I131.  There  is  no 
demonstrable  effect  on  either  the  blood  or  the 
gonads  at  this  dosage.13'14 

In  summary,  I131  has  proved  a simple,  rela- 
tively safe,  effective  method  of  treatment  for 
diffuse  toxic  goiter.  Investigation  of  resistant 
cases  and  possible  late  complications  is  still 
needed  before  concluding  that  it  is  the  treatment 
of  choice. 

Use  of  I131  in  Other  Pathologic  Conditions 

There  are  other  conditions  for  which  I131  has 
been  used  in  study  or  treatment.  Thyroid  cancer 
is  such  a variable,  pleomorphic  disease  that  any 
treatment  result  must  be  appraised  very  conserva- 
tively. The  five-year  survival  rate  means  prac- 
tically nothing  in  this  type  of  cancer,  since  un- 
treated cases  with  metastases  have  been  known  to 
survive  for  decades. 

Radiodine  should  not  be  used  as  primary  treat- 
ment for  patients  whose  disease  is  accessible  to 
surgery  (radical  neck  dissection).  With  rare 
exceptions  it  should  be  used  only  in  the  cases  with 
widespread  (pulmonary,  skeletal)  metastatic  in- 
volvement. For  various  reasons  it  has  little  value 
as  postoperative  prophylactic  therapy. 

The  type  of  thyroid  carcinoma  most  suited  to 
I131  therapy  is  the  misnamed  “benign  metastasiz- 
ing struma”  which  is  a well-differentiated  follicu- 
lar adenocarcinoma.  With  present  knowledge, 
little  or  nothing  can  be  expected  from  I131  in  the 
predominantly  papillary,  solid,  anaplastic,  or 
Hurthle  cell  cancers. 

Detailed  description  of  procedures  involved  in 
estimation  of  tumor  activity  and  attempts  to 
stimulate  I131  concentration  in  thyroid  cancer  are 
available  in  the  reportsof  Trunnell  andSeidlin.16’16 


These  latter  procedures  briefly  are  thyroidectomy 
(preferably  surgical),  thyrotropin  and  thiouracil 
administration,  and  diuresis. 

Doses  of  over  200  millicuries  I131  have  been  ad- 
ministered to  patients  with  thyroid  cancer,  but 
there  is  a growing  impression  that  protracted 
smaller  dose  therapy  is  a safer,  more  reasonable 
way  of  delivering  the  radiation.  It  will  probably 
be  another  decade  before  it  will  be  possible  to 
state  the  place  of  I131  therapy  in  thyroid  cancer. 

Angina  pectoris  and  congestive  heart  failure 
refractory  to  conventional  methods  of  therapy 
has  been  studied  by  Blumgart,  using  I131  to  de- 
stroy normal  thyroid  function  and  reduce  the 
load  on  the  heart.17  Repeated,  large  doses  of  I131 
were  administered.  The  results  are  equivocal, 
and  the  entire  procedure  requires  further  evalua- 
tion. 

Radiation  Hazards 

The  possibility  of  dangerous  irradiation  of  other 
persons  by  either  the  I131  in  the  patient  or  in  the 
patient’s  excreted  urine  must  be  considered.  The 
beta  rays  emitted  from  I131  degradation  may  es- 
sentially be  ignored  since  their  short  range  and 
poor  penetration  result  in  few,  if  any,  of  the  beta 
rays  escaping  from  either  the  patient  or  his  urine 
bottle. 

It  should  be  emphasized  that  there  are  no 
hazards  to  nursing  personnel  and  to  the  patient’s 
family  from  diagnostic  doses  or  small  treatment 
doses  of  I131. 

The  gamma  ray  intensity  from  an  unshielded 
source  of  I131  at  a distance  of  1 cm.  is  2.65  r per 
hour  per  millicurie.  For  the  toxic  thyroid  patient 
whose  gland  will  probably  never  contain  more 
than  10  millicuries,  the  dose  at  2 M.  from  the 
thyroid  will  be  less  than  0.0 1 r in  the  first  twenty- 
four  hours,  well  below  a permitted  dose. 

For  a thyroid  cancer  patient  who  might  receive 
a treatment  dose  of  I131  of  100  millicuries  or  more, 
careful  estimation  of  radiation  hazard  is  re- 
quired. Measurements  are  made  with  a survey 
meter  in  the  vicinity  of  the  patient,  and  care  is 
taken  to  divide  the  urinary  collections  into  such 
fractions  that  the  amount  of  activity  in  any  given 
collection  is  not  excessive. 

The  use  of  film  badges  or  other  monitoring  de- 
vices is  employed  to  check  on  the  radiation  to 
hospital  personnel,  and  it  is  imperative  that  any 
hospital  or  clinic  which  engages  in  large-dose 
isotope  therapy  have  the  services  of  a trained 
physicist  available  to  them  for  a close  check  on  all 
procedures. 
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Appendix 

Technics  listed  below  are  those  in  use  by  the 
associated  hospitals  of  the  Isotope  Center  of  the 
University  of  Rochester.  Alternative  methods 
are  also  briefly  described. 

Urine  Counting. — The  urine  samples  are  as- 
sayed for  I131  by  a comparison  technic  in  which 
the  activity  of  0.50-ml.  portions  of  urine  are 
pipetted,  precipitated,  and  evaporated  to  dryness 
on  copper  planchets.  Their  beta  particle  activity 
is  then  compared  with  the  activity  of  I131  stand- 
ards prepared  in  a similar  manner. 

This  method  is  quite  sensitive,  giving  counts 
approximately  250  times  those  of  the  gamma- 
counting technic  of  Marinelli  (Brookhaven  Re- 
port, p.  51).  The  gamma-counting  method  has 
the  advantage  of  simplicity  and  practicality,  but 
it  cannot  be  used  for  measurement  of  minute 
amounts  of  I131  in  tissues  or  blood. 

A modification  of  the  gamma-counting  technic 
involving  a series  of  counting  tubes  surrounding  a 
25-cc.  urine  specimen  has  shown  excellent  results 
in  experimental  work  by  Mermagen  in  this 
laboratory. 

Gland  Counting. — Figure  2 illustrates  some  of 
the  problems  in  the  quantitative  evaluation  of  I131 
thyroid  content.  It  is  obvious  that  a narrow 
window  tube  placed  close  to  the  neck  (A  and  B) 
does  not  measure  the  entire  thyroid.  As  shown, 
a tube  with  a large  window  placed  some  distance 
from  the  neck  is  required.  We  have  used  a 
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(Courtesy  of  E.  H.  Quimby,  Brookhaven  Report,  p.  4$) 
Fig.  2.  Problems  in  the  quantitative  evaluation  of 
I131  thyroid  content. 


Geiger  tube  with  a window  1.12  inches  in  diameter 
at  a distance  of  20  cm.  from  the  thyroid  isthmus 
to  the  tube  window. 

The  counter  is  calibrated  by  a measurement  of 
a standard  identical  in  I131  content  to  the  ad- 
ministered test  dose  and  similar  to  the  thyroid  in 
volume  and  distance  from  the  tube: 

Counts  per  minute/ 

thyroid — = % of  administered  dose  in 

Counts  per  minute/  thyroid 

standard 

The  calibration  is  best  checked  by  the  counting 
of  patients  prior  to  total  thyroidectomy  and 
checking  the  technic  by  counting  the  removed 
thyroid  tissue. 

It  is  important  to  have  a standard  for  each 
different  dose  of  I131  and  to  check  tube  variations 
by  counting  the  standard  both  before  and  after 
thyroid  counts. 

The  possibility  of  utilizing  the  more  efficient 
scintillation  counter  in  estimating  in  vivo  I131 
studies  is  being  explored  by  this  laboratory.  This 
counter  which  utilizes  light  scintillation  as  a 
method  of  counting  is  more  sensitive  and  stable 
than  the  Geiger  tube  method.18 

Calculation  of  Treatment  Doses. — Haines  has 
suggested  the  following  formula  for  treatment 
dose  calculations:4 
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/xc  I131  desired  per  Gm.  of  tissue  X estimated  thy- 

roid  weight  X 100 

% I131  diagnostic  dose  collected  by  thyroid 

This  gives  the  treatment  dose  in  microcuries 
(Mc).  Thus,  if  a patient  with  a 40-Gm.  thyroid 
collects  70  per  cent  of  a diagnostic  dose,  and  it  is 
desired  to  give  80  microcuries  per  Gm.  of  thyroid, 
it  will  be  seen  that  the  therapeutic  dose  would  be 
4,570  microcuries  or  4.6  millicuries  of  I131. 

Calculation  of  Radiation  Delivered. — Quimby 
(Brookhaven  Report,  p.  47)  derived  the  formula 
for  calculation  of  the  approximate  reps  (roentgens 
equivalent  physical)  delivered  to  the  thyroid  by  a 
given  dose  of  I131: 

fic  administered 

rens  = X % uptake  x biologic  half-life  x 16Q 
Gm.  thyroid  8.0 

weight 


The  true  biologic  half-life  could  only  be  esti- 
mated by  repeated  measurements  over  the 
patient’s  thyroid  for  a period  of  two  weeks.  The 
possible  other  errors  in  this  determination  of 
equivalent  roentgen  dosage  are  mentioned  in  the 
text.  For  practical  purposes  of  dose  calculation 
the  following  devised  table  is  given  of  approxi- 
mate millicurie  dosage  for  different  gland  sizes 
and  I131  uptakes: 

TABLE  III. — Dose  in  Millicuries  of  I131  to  Give  10,000 


REPS 


Estimated  Thyroid 



-Per  Cent  of  I131 

Uptake 

Weight  (Gm.) 

40 

50 

60 

70 

80 

Large 

100 

13.5 

11.5 

10 

80 

12.8 

10.8 

9.2 

8 

Moderately  large 

60 

12 

9.6 

8.1 

6.9 

6 

40 

8 

6.4 

5.4 

4.6 

4 

Normal  size 

20 

4 

3.2 

2.7 

2.3 

2 

A SIMPLE  TEST  FOR  OCCULT  VARICOSE  VEINS 

Philip  H.  Rakov,  M.D.,  Syracuse,  New  York 

( From,  the  Department  of  Surgery  of  the  State  University  of  New  York  College  of  Medicine  at  Syracuse) 


FOR  several  years  it  has  been  my  observation 
that,  if  a patient  is  allowed  to  walk  a few 
steps  in  the  operating  room  immediately  following 
a high  saphenous  ligation,  he  will  state,  either 
voluntarily  or  upon  being  questioned,  that  the 
operated  leg  or  legs  feel  lighter.  No  doubt  this 
phenomenon  has  been  noted  by  other  surgeons. 
It  occurred  to  me  that  this  fact  could  be  the  basis 
for  a preliminary  preoperative  test  in  determining 
whether  or  not  saphenous  ligation  was  indicated 
in  a patient  in  whom  symptoms  of  aching,  heavi- 
ness, or  discomfort  were  present  but  in  whom  the 
varicosities  were  not  prominent  on  inspection  or 
palpation.  Frequently,  one  sees  patients  com- 
plaining of  pain  in  the  region  of  the  knees  which 
resembles  arthritis  but  does  not  respond  to  any 
form  of  therapy.  Small,  hardly  visible,  super- 
ficial, scattered  varicosities  are  present,  and  the 
question  arises,  “Are  the  symptoms  due  to  vari- 
cose veins,  and  should  ligation  be  performed?” 
The  commonly  accepted  tests  heretofore  de- 
scribed for  varicose  veins,  such  as  the  Trendelen- 
burg, Perthes,  Schwartz,  and  McPheeters  tests, 
are  based  solely  on  objective  findings.  In  the 
usual  case  of  varicose  veins,  the  varicosities  are 
sufficiently  prominent  to  make  the  diagnosis 
obvious.  The  following  test  depends  entirely  on 
the  patient’s  subjective  responses.  It  is  simply 
performed  and  finds  its  greatest  usefulness  in 


those  cases  in  which  positive  physical  findings  are 
either  minimal  or  absent. 

A tourniquet  of  live  rubber  tubing  is  placed 
tightly  around  the  thigh  in  close  proximity  to  the 
crease  of  the  groin.  The  patient  walks  about 
twenty  paces,  and,  while  in  the  act  of  walking,  is 
asked,  “Does  the  leg  feel  any  different?”  Often, 
without  any  further  leading  questions,  the  patient 
will  respond  by  stating  that  the  leg  feels  “lighter” 
or  “better”  or  “springier.”  Frequently,  the 
patient  experiences  some  subjective  change  but 
cannot  express  the  feeling.  In  such  cases,  one 
asks,  “Does  your  leg  feel  better?”  or  “Has  the 
ache  gone?”  or  “Can  you  walk  more  easily?”  If 
there  is  subjective  improvement,  saphenous  liga- 
tion is  definitely  indicated,  for  in  this  test,  by 
constricting  the  saphenous  vein  wth  the  tourni- 
quet, one  merely  duplicates  the  effects  of  a liga- 
tion. 

At  operation,  the  extent  of  pathologic  involve- 
ment is  surprising.  Sometimes  the  saphenous 
vein  itself  is  dilated  and/or  thickened  but  more 
often  one  of  the  tributaries,  such  as  the  lateral 
superficial  femoral  which  is  more  deeply  situated 
in  the  thigh,  is  the  main  offender.  This  accounts 
for  the  fact  that  on  physical  examination  very  few 
if  any  varices  are  found,  and  these  do  not  appear 
to  involve  the  saphenous  trunk  itself  as  in  the 
usual  case. 
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The  following  histories  illustrate  various  ex- 
amples of  cases  wherein  the  diagnosis  can  be 
established  best  by  this  type  of  test. 

Case  Reports 

Case  1. — H.  L.,  a white  woman,  age  sixty,  was 
seen  in  consultation  on  May  12,  1949.  She  com- 
plained of  persistent  soreness  and  aching  in  the 
region  of  both  knees.  She  had  been  treated  unsuc- 
cessfully for  a period  of  a year.  She  stated  that 
x-rays  of  her  knees  had  not  shown  any  evidence  of 
arthritis.  The  pain  was  present  both  night  and 
day.  Examination  revealed  a short,  stout  woman 
presenting  nothing  significant  in  the  legs  or  thighs 
but  a few  blue  superficial  varices  of  the  skin  of  the 
lateral  aspects  of  the  thighs.  The  saphenous  vein 
could  not  be  palpated.  While  walking  with  the 
tourniquet  in  place,  the  patient  stated  that  the  pain 
in  the  region  of  the  knee  disappeared.  It  returned 
as  soon  as  the  tourniquet  was  removed.  Bilateral 
saphenous  ligations  with  retrograde  injection  of 
sodium  morrhuate  were  done.  At  operation  on  May 
23,  1949,  the  saphenous  trunk  was  found  to  be 
moderately  dilated.  The  lateral  superficial  femoral 
branch  was  greatly  enlarged.  Subsequent  to  opera- 
tion, the  pain  disappeared  and  has  not  returned. 
In  addition,  the  patient  states  that  her  legs  “feel 
better  than  they  have  in  years.” 

This  case  illustrates  the  use  of  the  above-de- 
scribed test  in  establishing  a diagnosis  where  the 
symptoms  are  not  suggestive  of  varicose  veins  but 
rather  point  to  some  other  cause  such  as  arthritis. 
The  localization  of  the  discomfort  and  pain  to  the 
region  of  the  knees  was  probably  due  to  the 
presence  of  a low-grade  phlebitis  in  some  of  the 
radicals  of  the  saphenous  system  in  these  areas. 
This  condition  is  not  uncommon,  especially  in 
stout  women. 

Case  2. — S.  G.,  a white  girl,  age  twenty-three,  was 
first  seen  on  April  5,  1949.  She  complained  of 
generalized  aching  in  both  legs  and  thighs.  The 
discomfort  was  aggravated  by  prolonged  standing. 
Examination  was  negative  except  for  several  small 
superficial  varicosities  scattered  over  various  aspects 
of  the  thighs.  The  great  saphenous  vein  was  not 
palpable.  Schwartz  test  was  negative,  and  no 
information  could  be  elicited  from  the  Perthes  and 
Trendelenburg  tests  because  of  the  minute  size  of 
the  presenting  varicosities.  After  taking  ten  steps 
with  the  tourniquet  in  place  below  the  groin,  the 
patient  stated  that  her  leg  felt  lighter  and  that  there 
was  less  discomfort.  She  was  operated  on  April  19, 
1949.  A moderately  enlarged  saphenous  vein  and 
saphenous  bulb  were  found.  Both  the  lateral  super- 
ficial femoral  vein  and  a descending  branch  of  the 
superficial  external  pudendal  vein  were  greatly 
dilated.  Following  operation  there  was  immediate 
subjective  improvement  which  has  persisted. 

This  case  presents  the  typical  symptoms  of  vari- 
cose veins,  but  the  usual  physical  findings  are 
minimal.  The  problem  of  whether  or  not  to  pro- 


ceed with  ligation  was  easily  solved  by  the  use  of 
this  new  test. 

Case  3. — R.  H.,  a white  woman,  age  forty-two,  was 
seen  on  March  6,  1948.  She  complained  of  aching 
and  pain  in  her  left  leg.  She  had  had  a saphenous 
ligation  in  1939.  Examination  showed  the  presence 
of  several  moderate  size  varices  of  the  leg  and  thigh. 
McPheeters  pulse-percussion  test  was  negative. 
Trendelenburg  and  Perthes  tests  gave  no  definite 
information.  The  presenting  varices  were  treated 
by  a series  of  sclerosing  injections.  Some  subjective 
improvement  was  obtained,  but  the  symptoms  re- 
turned and  the  patient  was  again  examined  on 
October  4,  1949.  The  findings  were  the  same  as  on 
the  previous  examination.  The  constricting  tourni- 
quet was  applied,  and,  on  walking  twenty  steps,  the 
patient  stated  that  the  leg  felt  lighter  and  that  the 
aching  had  diminished.  She  was  operated  on  Octo- 
ber 14,  1949.  At  operation,  it  was  found  that  the 
previous  ligation  had  been  made  below  the  origin  of 
the  saphenous  tributaries.  The  medial  branch  was 
enormously  dilated.  This,  together  with  all  other 
branches,  was  ligated  and  cut,  and  the  saphenous 
stump  was  dissected  proximally  to  its  junction  with 
the  femoral  vein,  at  which  point  it  was  ligated.  The 
patient’s  condition  immediately  improved  after 
operation,  and  there  has  been  no  recurrence. 

This  case  illustrates  the  use  of  the  test  in 
determining  whether  an  unsatisfactory  result 
following  saphenous  ligation  is  due  to  the  fact 
that  the  previous  ligation  was  not  done  at  the 
saphenofemoral  junction  but  lather  at  a lower 
level  so  that  the  intact  tributaries  were  allowed 
to  become  varicosed  and  produce  recurrences. 

Case  4-—C.  K.,  a white  woman,  age  sixty-threc, 
was  examined  on  January  15,  1950.  She  com- 
plained of  aching  and  discomfort  of  her  right  leg  of 
many  years  duration.  In  November,  1949,  an 
ulcer  appeared  on  the  medial  aspect  of  the  leg  just 
above  the  ankle.  She  stated  that  about  thirty-five 
years  ago  she  had  had  a postpartum  phlebitis.  On 
examination,  large  varicosities  were  present  in  the 
leg  and  thigh.  The  ulcer  was  about  1 inch  in  diam- 
eter and  was  surrounded  by  the  usual  zone  of  red- 
ness, tenderness,  and  induration.  The  Trendelen- 
burg, Perthes,  and  Schwartz  tests  indicated  that  the 
great  saphenous  vein  was  dilated  and  incompetent. 
Because  of  the  history  of  femoral  phlebitis  the  ques- 
tion arose  as  to  whether  the  ulcer  was  due  only  to 
the  presence  of  the  varicose  veins  or  whether,  in 
addition,  recanalization  of  a thrombosed  femoral 
vein  was  also  a cause.  Application  of  the  tourni- 
quet and  having  the  patient  walk  resulted  in  not 
only  a feeling  of  lightness  in  the  leg  but  also  a marked 
diminution  in  the  amount  of  pain  in  the  region  of 
the  ulcer.  In  view  of  this,  it  was  decided  to  limit 
the  operation  to  saphenous  ligation  only  and  not  to 
explore  the  femoral  vein.  She  was  operated  on 
February  2,  1950.  Following  a high  ligation  of  a 
greatly  dilated  saphenous  vein  there  was  immediate 
relief  of  pain  in  the  ulcer  area.  The  ulcer  healed 
rapidly,  and  there  has  been  no  recurrence. 
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It  is  felt  that  in  this  case  the  test  served  the 
admirable  purpose  of  sparing  this  patient  an 
unnecessary  exploration  and  possible  ligation  of 
the  femoral  vein. 

Case  5. — F.  S.,  a white  woman,  age  fifty-three,  was 
examined  on  April  13,  1950.  She  had  a history  of 
longstanding  heaviness  and  discomfort  of  both  legs 
but  no  distinct  pain  or  aching.  About  two  months 
previous  to  operation  she  began  to  have  pain  over 
the  anterior  aspect  of  the  right  thigh  localized  to  an 
area  about  3 inches  in  diameter  just  above  the  knee. 
Examination  revealed  superficial  scanty  varicosities 
of  both  thighs.  In  the  area  above  the  right  knee 
was  a tender  soft  mass  which  felt  like  a lipoma.  The 
usual  diagnostic  tests  for  varicose  veins  were  of  no 
help.  However,  application  of  the  tourniquet  and 
having  the  patient  walk  resulted  in  a complete  dis- 
appearance of  the  localized  pain,  in  addition  to  pro- 
ducing a lighter  feeling  in  the  leg.  A high  saphenous 
ligation  was  performed  on  April  24,  1950.  Follow- 
ing operation,  the  pain  disappeared,  and  the  mass  has 
diminished  in  size  to  such  an  extent  that  it  is  barely 
palpable. 

This  is  another  example  of  a case  where  the 
symptoms  and  findings  point  to  a lesion  other  than 
varicose  veins  but  which,  by  the  use  of  this  new 
test  and  subsequent  operation,  were  proved  to  be 
due  to  the  presence  of  incompetence  of  the 
saphenous  system.  The  tender  palpable  mass 
felt  over  the  knee  before  operation  was  merely  an 
accumulation  of  fat,  which  was  indurated  because 
of  the  presence  of  inflamed  varicosed  vessels 
traversing  its  substance. 

Case  6. — J.  K.,  a fifty-four-year-old  white  man, 
was  first  examined  on  August  31,  1948.  He  pre- 
sented a huge  swelling  of  the  right  leg  below  the 
knee,  which  had  been  present  for  six  months.  The 
skin  was  reddened,  and  there  was  marked  induration 
of  the  lower  half  of  the  leg.  No  varicosities  were 


visible  or  palpable.  The  patient  walked  with  a 
decided  limp  because  of  pain  on  weight-bearing. 
The  Trendelenburg  and  Perthes  tests  were  not 
applicable.  A marked  subjective  improvement  was 
obtained  when  the  patient  walked  with  the  con- 
stricting tourniquet  in  place,  and,  in  spite  of  lack  of 
demonstrable  evidence  of  varicose  veins,  it  was 
decided  that  saphenous  ligation  was  indicated.  At 
operation,  the  saphenous  vein  was  found  to  be  2 cm. 
in  diameter,  and  its  walls  were  greatly  thickened. 
Following  operation,  there  was  immediate  improve- 
ment, and  the  leg  returned  to  normal  size  within  a 
week.  He  has  remained  free  of  discomfort  or  pain. 

In  this  case  the  findings  suggested  the  presence 
of  deep  thrombophlebitis.  However,  the  result 
of  the  test  showed  that  a varicose  state  of  the 
saphenous  system  was  partially  and  possibly 
entirely  responsible  for  the  condition.  The 
operative  findings  and  subsequent  improvement 
confirmed  this. 

Summary 

A simple  test  for  the  diagnosis  of  occult  varicose 
veins  has  been  described.  The  test  is  easy  of 
interpretation  and  can  be  used  to  great  advantage 
in  the  following  types  of  cases : 

1.  Where  the  symptoms  suggest  varicose 
veins  but  few,  if  any,  are  visible  or  palpable. 

2.  Where  the  results  of  previous  saphenous 
ligations  have  been  unsatisfactory  and  the  ques- 
tion of  religation  is  considered. 

3.  Where  one  must  decide  between  saphenous 
ligation  only  and  saphenous  ligation  plus  femoral 
ligation. 

4.  Where  the  symptoms  and  findings  suggest 
some  condition  other  than  varicose  veins  and  no 
relief  has  been  obtained  by  the  usual  therapeutic 
measures. 

Medical  Arts  Building 


CURB  ON  UNDULANT  FEVER  DEPENDS  ON  CURE  IN  ANIMALS 


Eradication  of  brucellosis,  or  undulaut  fever,  in 
human  beings  depends  on  its  elimination  in  animals, 
■says  the  Journal  of  the  American  Medical  Associa- 
tion editorially  in  the  April  14  issue. 

Brucellosis  is  not  transmitted  from  person  to 
person,  and  the  prevention  of  human  infection  there- 
fore is  dependent  on  the  control  and  elimination  of 
the  disease  in  animals. 

According  to  the  Journal,  the  number  of  cases  of 
brucellosis  has  been  increasing  steadily. 


In  1927  there  were  reported  only  217  new  cases; 
in  1937,  2,497,  and  in  1947,  6,073  cases.  The  states 
that  have  the  largest  number  of  cases  are  Iowa, 
Illinois,  Texas,  and  Wisconsin.  The  total  number 
reported  for  the  past  decade  has  averaged  about 
4,000  annually.  Chronic  infections  outnumber  the 
acute  by  a ratio  of  at  least  ten  to  one,  and  the  chronic 
infections  very  frequently  are  not  diagnosed.  It  is 
probable  that  40,000  to  100,000  infections  occur 
annually. 


NEWER  THERAPEUTIC  PROCEDURES  IN  PRURITUS  ANI 

Robert  Turell,  M.D.,  New  York  City 


PRURITUS  ani  is  a symptom  complex  of  a 
polyvalent  nature  or  an  expression  of  many 
factors.  It  may  be  the  result  of  local,  systemic, 
or  psychic  factors  or  combinations  of  these  causa- 
tions. Where  the  cause  is  evident  and  easily 
eliminated,  the  itching  may  be  quickly  and  com- 
pletely relieved.  However,  there  are  many  in- 
stances of  anal  pruritus  in  which  the  initiating 
factor  cannot  be  ascertained  or  has  been  com- 
pletely obscured  by  the  time  the  patient  seeks 
medical  advice.  In  these  cases,  as  a rule,  one 
finds  only  the  cutaneous  changes  that  result  from 
prolonged  scratching,  namely,  lichenification, 
Assuring,  excoriation,  and  hyperpigmentation. 
This  group  of  patients  represents  an  extremely 
difficult  therapeutic  problem  and  offers  a real 
challenge  to  the  practitioner. 

The  present  report  deals  with  74  private  pa- 
tients in  whom  no  cause  could  be  found  for  the 
pruritus  ani  and  who  were  recalcitrant  to  the 
usual,  presently  acceptable  therapeutic  procedures 
but  who  were  successfully  treated  with  several  of 
the  newer  chemotherapeutic  agents  or  by  tattooing 
of  the  anoperianal  skin  with  mercury  sulfide.1’2’* 
Since  the  preparation  of  this  paper  20  additional 
patients  have  been  treated  with  antihistaminic 
drugs,  six  with  fatty  acid  drugs,  and  three  by 
tattooing,  making  a total  of  103  patients. 
Antihistaminic  Therapy 
The  first  report  on  this  form  of  therapy  ap- 
peared in  1947. 3 Forty-two  of  my  patients  re- 
sponded well  to  the  topical  application  of  pro- 
phenpyridamine  maleate  (Trimeton)  cream  in  a 
concentration  of  from  1 to  3 per  cent.  I This 
cream  was  applied  nightly  before  retiring  and  was 
preceded  by  a starch  or  tar  bath.  Improvement 
usually  occurred  after  two  to  three  applications, 
but  this  therapy  was  continued  for  variable 
periods  of  time,  the  average  being  twenty-four 
days.  Recurrences  of  pruritus  of  varying  de- 
grees were  observed  in  over  40  per  cent  of  the 
cases  following  the  cessation  of  therapy,  suggest- 
ing that  in  many  instances  this  form  of  therapy 
is  only  palliative  in  character. 

It  is  believed  that  topically  applied  antihista- 
minic drugs  produce  a relatively  high  concentra- 
tion locally  without  causing  systemic  side-effects. 
Parenthetically,  a similarly  high  concentration 

* Private  patients  were  chosen  for  this  study  because  all 
the  details  of  examination,  treatment,  and  follow-up  have 
been  carried  out  by  me  alone  in  contrast  to  clinic  patients  who 
are  not  always  treated  and  followed  by  the  same  surgeon. 

t Supplied  by  the  Schering  Corporation,  Bloomfield,  New 
Jersey. 


of  the  drug  could  not  be  produced  by  the  systemic 
administration  without  causing  severe  toxic 
effects. 

Although  anticipated,  reactions  to  the  regional 
or  topical  use  of  this  drug,  such  as  that  reported 
following  the  similar  application  of  another  anti- 
histaminic drug,  were  not  encountered  in  this 
group  of  patients.4 

It  is  noteworthy  that  only  1 1 of  these  42  pa- 
tients had  an  allergic  background.  This  observa- 
tion seems  to  support  the  view  that  atopy  (hay 
fever,  asthma,  or  atopic  dermatitis)  is  not  a 
necessary  prerequisite  to  the  development  of 
pruritus. 

Fatty  Acid  Therapy 

Another  group  of  15  patients  was  relieved  by 
the  topical  application  of  the  recently  introduced 
derivatives  of  the  nontoxic  lower  fatty  acids.5  A 
concentration  of  5 per  cent  of  sodium  propionate 
and  5 per  cent  of  sodium  caprylate  incorporated 
in  an  aqueous  or  cream  base  was  used  in  the  same 
manner  as  the  antihistaminic  drugs  were  utilized. 

No  evidence  of  cutaneous  sensitivity  (allergy) 
was  encountered  in  this  series  of  patients. 

It  is  worth  noting  that  none  of  these  15  pa- 
tients showed  laboratory  or  clinical  evidence  of 
fungous  (trichophyton  or  epidermophyton)  or 
bacterial  infection.  Similar  results  have  been 
obtained  in  the  treatment  of  nonmycotic  vulval 
pruritus.6  It  is  quite  possible  that  pruritus  in 
these  patients  is  the  result  of  the  reduction  or 
absence  of  lower  fatty  acids  in  the  skin;  this 
deficit  was  probably  made  up  by  the  fatty  acid 
drugs. 

Tattooing  with  Mercury  Sulfide 

The  remaining  17  patients  had  a pernicious 
type  of  intractable  pruritus  of  long  standing 
(thirty-five  years  in  one  instance),  necessitating 
the  employment  of  radical  therapy.  Tattooing 
of  the  anoperianal  and  perineal  skin  with  mercury 
sulfide  was  chosen  because  my  past  experience 
showed  that  this  form  of  treatment  is  effective  for 
recalcitrant  localized  pruritus  which  is  associated 
with  characteristic  cutaneous  changes  in  the 
absence  of  disease  in  the  anorectocolonic  tube.1’7 
I consider  this  form  of  therapy  as  the  least  radical 
of  the  radical  therapies.1  Furthermore,  in  case 
of  failure  one  may  proceed  to  other  forms  of 
treatment  in  a short  period  of  time  as  no  signifi- 
cant local  or  systemic  untoward  effects  have  fol- 
lowed over  200  therapeutic  tattooings.  Figures 
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Fig.  1.  New,  assembled  electric  silent  tattooing 
instrument  capable  of  7,000  vibrations  per  minute. 


1 and  2 show  the  tattooing  instrument  and  flexible 
handle.* 

Fourteen  of  the  17  patients  responded  promptly 
and  well  as  noted  in  previously  reported  series  of 
cases.7  However,  two  patients  complained  of 
residual  pruritus  confined  to  the  inadequately 
tattooed  (skipped)  areas  of  the  perianus.  One  of 
these  two  patients  responded  well  to  retattooing, 
while  the  second  individual,  failing  to  respond  to 
1 retattooing,  was  relieved  of  pruritus  after  the 
excision  of  two  small  blocks  of  skin.  Inciden- 
tally, this  latter  patient  gave  a history  of  what 
1 appeared  to  be  excessive  irradiation.  It  should 
be  remembered  that  too  much  roentgen-ray 
1 therapy  is  not  only  harmful,  but  it  also  may 
| render  the  perianus  resistent  to  other  modes  of 
therapy,  including  tattooing  with  mercury  sul- 
fide.1 The  third  patient  with  a history  of  pruri- 
| tus  of  thirty-five  years  duration,  who  had  the 
most  extensive  cutaneous  changes  I have  ever 
seen,  responded  inadequately  to  one  tattooing 
with  mercury  sulfide.  However,  this  patient  was 
warned,  prior  to  the  institution  of  tattooing,  that 
it  might  be  physically  impossible  to  tattoo  the 
| entire  involved  area  in  one  session. 

Other  Procedures 

The  value  of  adenosine-5-monophosphate 
(My-B-Den)  and  diiodohydroxyguinoline  is  in 

* This  instrument  was  presented  in  a motion  picture  on 
| tattooing  for  pruritis  at  the  meeting  of  the  American  Medical 
Association,  San  Francisco,  June  20  to  23,  1950. 


Fig.  2.  Flexible  handle  with  needles  projecting  in 
position  for  tattooing. 


the  process  of  evaluation.8-9  Although  favorable 
results  have  already  been  noted,  too  few  patients 
have  thus  far  been  studied  to  justify  a definite 
opinion. 

Summary  and  Conclusions 

1.  A group  of  62  patients  with  anal  pruritus 
who  were  recalcitrant  to  the  established  forms  of 
therapy  responded  to  the  topical  application  of  an 
antihistaminic  drug. 

2.  Another  group  of  21  similar  patients  re- 
sponded to  the  topical  application  of  derivatives 
of  the  lower  fatty  acids. 

3.  A third  group  of  2 ) patients  with  pernicious 
anal  pruritus  of  long  standing,  who  were  recalci- 
trant to  all  known  nonradical  forms  of  therapy, 
were  treated  by  tattooing  of  their  anoperianal  and 
perineal  skin  with  mercury  sulfide.  Fourteen 
patients  received  prompt  and  lasting  relief. 
Two  patients  required  additional  therapy:  In 
one  patient  the  pruritus  disappeared  after  retat- 
tooing of  inadequately  treated  (skipped)  areas, 
while  the  other  patient  required  excision  of  two 
blocks  of  skin  for  the  relief  of  post-tattoo  area 
pruritus.  A third  patient  is  improved  but 
requires  additional  tattooing  to  complete  the 
treatment. 
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LEVOKOVE  AND  SARROW 


[N.  Y.  State  J.  M. 


4.  The  foregoing  was  reported  to  indicate 
definite  trends  rather  than  broad  conclusions. 

876  Park  Avenue 
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TREATMENT  OF  CHRONIC  CONGESTIVE  HEART  FAILURE  WITH  A 
NEW  MERALLURIDE  (MERCUHYDRIN)  SUPPOSITORY 

Emanuel  Levokove,  M.D.,  and  Louis  A.  Sarrow,  M.D.,  Far  Rockaway,  New  York 

{From  the  Brooklyn  Jewish  Home  for  Convalescents) 


THE  combined  use  of  digitalis,  low  sodium 
diet,  and  mercurial  diuretics  is  accepted  to- 
day as  the  proper  treatment  of  patients  in  chronic 
congestive  heart  failure.  Injections  of  mercurial 
diuretics  have  been  used  successfully  for  several 
years.  Gold  has  shown  that  there  is  no  accumula- 
tion of  mercurial  drugs  because  elimination  is 
rapid,  and,  therefore,  no  toxicity  results.1 

In  the  past,  attempts  to  use  mercurials  by 
suppository  have  not  been  successful  due  to  the 
frequency  of  rectal  irritation.2  However,  Kissin 
and  Stein  who  used  a new  meralluride  (Mercu- 
hydrin)  suppository  reported  no  toxic  effects, 
either  local  or  systemic,  and  no  evidence  of  rectal 
irritation.3 

Material  and  Method 

From  May,  1950,  to  September,  1950,  574  of 
these  meralluride  (Mercuhydrin)  suppositories 
were  used  on  30  patients  in  chronic  congestive 
heart  failure  at  the  Brooklyn  Jewish  Home  for 
Convalescents.*  All  these  patients  were  “guests” 
at  the  home  for  varying  periods  of  time,  having 
been  referred  from  the  various  city  hospitals  and 
clinics.  Many  were  malnourished  on  arrival. 

This  study  was  undertaken  to  determine: 

1 .  The  value  of  Mercuhydrin  by  suppository. 

2.  Whether  it  produces  or  aggravates  rectal 
pathology. 

* Mercuhydrin  suppositories  were  supplied  by  Dr.  H.  L. 
Daiell  of  the  Lakeside  Laboratories  Inc.  The  suppositories 
tested  contained  600  mg.  of  Mercuhydrin  acid,  equivalent  to 
195  mg.  of  mercury,  five  times  as  much  Mercuhydrin  as  1 cc. 
of  the  solution 


TABLE  I. — Diagnosis  in  30  Cases  Treated  with 
Mercuhydrin  Suppositories 


Diagnosis 

Number 
of  Cases 

Arteriosclerotic  heart  disease 

18 

Rheumatic  heart  disease 

5 

Postcoronary  infarction 

5 

Hypertensive  heart  disease 

2 

T otal 

30 

3.  Whether  it  can  replace  or  minimize  the 
number  of  injections. 

4.  The  patients’  reaction,  i.e.,  tolerance,  ac- 
ceptance, and  preference  to  “being  stuck  with  a 
needle.” 

All  types  of  patients  in  congestive  heart  failure 
were  treated,  i.e.,  hypertensives,  arteriosclerotics, 
postcoronary  infarction,  and  rheumatic  cardiacs 
(Table  I).  In  the  group  there  were  13  males  and 
1 7 females,  with  ages  ranging  from  twenty-seven 
to  seventy  years  (average  fifty-nine  years) . These 
patients  had  been  previously  treated  with  Mercu- 
hydrin (or  other  mercurials)  one  to  three  times 
weekly.  Several  had  been  on  injections  of  novo- 
caine  plus  the  mercurial  to  minimize  the  pain. 
The  patients'  weights  varied  from  242V2  to  81 
pounds. 

A complete  cardiac  examination  was  made 
shortly  after  admission  followed  by  frequent 
follow-ups  or  rechecks.  Electrocardiograms, 
urinalyses,  and  other  necessary  laboratory  work 
were  done.  At  the  onset  of  the  investigation 
rectal  and  proctoscopic  examinations  were  per- 
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formed.  Since  the  procedure  disturbed  many  of 
these  sick  cardiacs  and  no  untoward  rectal 
changes  were  noted,  proctoscopic  examinations 
were  subsequently  reserved  for  patients  with  a 
history  of  rectal  or  colonic  disturbance. 

Measures  employed  were  as  follows: 

1.  Digitalization. 

2.  Moderately  low  sodium  diet  (house  diet). 

3.  Ammonium  chloride,  60  grains  daily. 

4.  Mercuhydrin  suppositories  administered  at 
bedtime. 

5.  Patient’s  weight  and  pulse  rate  were  re- 
corded each  morning  by  the  nurse,  who  also 
questioned  the  patients  regarding  their  symp- 
toms and  reactions. 

At  the  beginning  of  our  investigation  the  sup- 
positories were  administered  at  1 p.m.,  the  time 
of  the  afternoon  rest  period.  It  was  found  that 
some  patients  did  not  retain  the  suppositories, 
and,  therefore,  diuresis  was  not  satisfactory. 
However,  on  changing  the  time  of  administration 
to  bedtime  (9  p.m.)  good  results  were  obtained. 
The  suppositories  were  retained,  and  greater 
diuresis  resulted.  Gubner  reported  similar  effect 
on  recumbency.4 

Selected  Case  Reports 

Case  1. — R.  P.,  a woman,  age  sixty-six,  weight  87 
pounds,  was  admitted  on  April  24,  1950,  from  Kings 
County  Hospital  with  diagnosis  of  hypertensive 
cardiovascular  disease  and  angina  pectoris,  com- 
plicated by  bleeding  peptic  ulcer  six  weeks  ago.  Gas- 
troenterostomy had  been  performed  eight  years  ago. 
Laboratory  findings  were  as  follows:  red  blood  cells 
3,480,000,  white  blood  cells  4,950;  erythrocyte 
sedimentation  rate  45  mm.;  urine — faint  trace  al- 
bumin, 2 to  4 red  blood  cells.  The  patient  had  been 
previously  treated  with  Mercuhydrin  injections 
weekly  and  ambulatory  ulcer  diet. 

Examination  revealed  the  apex  of  the  heart  in  the 
sixth  interspace  to  the  left  of  the  midclavicular  line, 
double  mitral  murmur,  aortic  systolic  transmitted  to 
the  neck.  Apical  rate  was  100,  radial  rate  100; 
lungs  clear;  abdomen,  multiple  scars;  liver  not 
palpable;  extremities  3 plus  edema.  Diagnosis  was 
hypertensive  and  arteriosclerotic  heart  disease,  en- 
larged heart,  sinus  rhythm,  mitral  insufficiency, 
mitral  stenosis,  anginal  syndrome,  class  III  C.  • 

Proctoscopic  examination  showed  small  fibrotic 
external  hemorrhoid  and  small  fissure.  Rectal 
mucous  membrane  was  normal. 

Electrocardiogram  on  May  6,  1950,  showed  auric- 
uloventricular  rate  100,  PR  0.16,  QRS  0.06,  sinus 
tachycardia,  left  ventricular  strain,  and  hypertensive 
heart. 

On  May  2,  1950,  the  patient  weighed  93  V*  pounds 
with  3 plus  edema  of  the  extremities,  and  the  Mer- 
cuhydrin suppositories  were  started.  Weight  rose 
gradually  to  96  pounds  by  May  10  in  spite  of  the 
daily  suppositories;  therefore,  2 cc.  of  Mercuhydrin 
were  given  intramuscularly  on  May  10.  On  May  11, 
weight  was  92Va  pounds,  and  another  injection  of  2 


cc.  of  Mercuhydrin  was  given.  On  May  12,  weight 
was  92V2  pounds.  Suppositories  were  then  resumed 
and  continued  nightly  thereafter.  Weight  fluctuated 
between  92  and  94  pounds  until  it  dropped  to  90 
pounds  on  June  8.  Between  June  8 and  15  it 
fluctuated  between  90  and  93  pounds.  On  June  15 
ammonium  chloride  was  added  to  the  treatment, 
and  the  weight  declined  gradually  to  88  pounds  by 
June  21. 

The  patient  received  a total  of  50  Mercuhydrin 
suppositories  without  showing  rectal  irritation.  On 
discharge  on  June  22,  the  patient  weighed  88  pounds, 
was  much  improved  and  comfortable,  and  showed  no 
edema  of  the  extremities. 

Case  2. — H.  M.,  a man,  aga  sixty-one,  weight  183 
pounds,  was  admitted  on  May  11,  1950,  from  Kings 
County  Hospital  with  a history  of  hypertensive  and 
arteriosclerotic  heart  disease,  coronary  sclerosis, 
angina  pectoris,  and  mild  otosclerosis.  Previous 
therapy  included  a low  sodium  diet,  Mercuhydrin 
intramuscularly  once  weekly,  and  Nembutal,  l1/* 
grains,  at  bedtime.  Electrocardiogram  report  on 
April  1,  1950,  noted  old  lateral  wall  infarction  and 
coronary  insufficiency. 

Examination  revealed  blood  pressure  160/94; 
apical  and  radial  rate  72  per  minute;  heart,  sinus 
rhythm,  good  quality;  lungs  negative;  abdomen 
negative;  no  edema  of  the  extremities.  Proctoscopic 
examination  was  negative.  Diagnosis  was  hyper- 
tensive and  arteriosclerotic  heart  disease,  sinus 
rhythm,  coronary  sclerosis,  angina  pectoris,  class 
III  C. 

On  May  12,  1950,  the  patient’s  weight  was  183 
pounds,  and  suppositories  of  Mercuhydrin  w-ere 
started.  He  began  to  lose  weight  gradually.  On 
May  15,  blood  pressure  was  180/90,  and  heart 
showed  sinus  rhythm  68  per  minute.  Aminophyllin 
suppositories  were  ordered  for  nocturnal  dyspnea. 
On  May  21,  there  was  anginal  pain;  blood  pressure 
was  170/100,  pulse  80,  and  lungs  clear.  On  June  9, 
a recurrence  of  the  anginal  pain  was  relieved  by 
nitroglycerin ; blood  pressure  at  this  time  was  200/- 
100.  A rectal  examination  on  June  13  was  negative. 
Electrocardiogram  taken  on  May  13  showed  auric- 
uloventricular  rate  60,  PR  0.20,  QRS  0.08,  sinus 
rhythm,  left  heart  strain,  and  vertical  heart. 

On  July  2,  the  patient  weighed  174V2  pounds  on 
discharge  at  this  time,  having  received  52  nightly 
suppositories  with  a total  loss  of  9 pounds.  The 
patient  was  improved,  comfortable,  and  showed  no 
rectal  irritation. 

Case  3. — A.  H.,  a white  male,  age  sixty-three,  wras 
referred  to  the  Home  by  the  family  physician  with  a 
diagnosis  of  hypertensive  and  arteriosclerotic  heart 
disease  and  myocardial  failure.  Previous  therapy 
consisted  of  low  sodium  diet  and  Mercuhydrin  tab- 
lets. 

Examination  revealed  blood  pressure  190/105, 
heart  sounds  regular  with  occasional  premature 
ventricular  contraction,  apical  and  radial  rate  80, 
the  apex  in  the  fifth  interspace,  and  mitral  1 accen- 
tuated. Lungs  were  clear,  the  abdomen  obese,  and 
the  extremities  showed  marked  pigmentation,  vari- 
cose eczema,  and  no  pitting  edema. 
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Diagnosis  was  as  follows:  hypertensive  and 

arteriosclerotic  heart  disease,  sinus  rhythm  with 
occasional  premature  ventricular  contraction,  coro- 
nary sclerosis,  anginal  syndrome,  and  mitral  in- 
sufficiency, class  III  C.  An  electrocardiogram  on 
July  14,  1950,  showed  auriculoventricular  rate  72 
per  minute,  PR  0.16,  QRS  0.06,  sinus  rhythm,  hori- 
zontal heart,  and  left  heart  strain. 

On  admission  on  July  10,  when  suppositories  were 
started,  patient  weighed  242l/2  pounds.  He  re- 
sponded well  to  suppositories,  and  weight  decreased 
to  226  pounds,  a loss  of  16 1/2  pounds  in  twenty-one 
days  of  treatment.  No  rectal  irritation  occurred. 

Case  4- — L.  B.,  a male,  age  fifty-six,  was  admitted 
on  August  21,  1950,  .from  Maimonides  Hospital. 
Diagnosis  at  this  time  was  as  follows:  myocardial 
infarction,  anteroseptal  infarct,  spastic  sigmoiditis, 
and  diverticulosis.  Previous  therapy  had  consisted 
of  0.2  mg.  of  digitoxin  daily. 

Examination  on  admission  revealed  a tall,  thin, 
emaciated,  white  male,  weighing  147  pounds. 
Blood  pressure  was  110/70,  pulse  84;  heart  sounds 
were  enfeebled  and  regular  without  murmurs.  The 
abdomen  was  negative,  and  the  extremities  showed 
1 plus  edema  of  the  ankles.  The  following  diagnosis 
was  made:  arteriosclerotic  heart  disease,  sinus 
rhythm,  and  enlarged  heart,  class  III  C. 

Suppositories  were  started  on  August  21.  On 
August  30,  blood  pressure  was  120/70,  and  there  was 
no  edema  of  the  extremities.  Electrocardiogram  on 
September  1 showed  auriculoventricular  rate  96, 
PR  0.2,  coupled  rhythm  (bigeminal),  vertical  heart, 
and  digitalis  effect. 

The  patient  was  discharged  after  sixteen  days  of 
Mercuhydrin  suppository  therapy  greatly  improved 
and  no  longer  showing  edema  of  the  extremities. 
There  was  no  rectal  irritation  despite  the  pre-exist- 
ing sigmoiditis  and  diverticulosis.  The  patient 
gained  7 pounds,  but  this  was  attributed  to  better 
nutrition. 

Comment 

Of  the  30  patients  treated,  17  lost  a total  of 
47V2  pounds.  The  greatest  loss  was  I6V2 
pounds,  and  the  average  loss  was  2.8  pounds. 
Eleven  patients  gained  a total  of  41  */2  pounds,  an 
average  of  3.77  pounds.  Two  patients  neither 
gained  nor  lost  weight.  The  average  number  of 
suppository  days  was  seventeen  and  seven-tenths. 

Slow  gradual  diuresis  was  obtained,  not  the 
rapid  effect  of  Mercuhydrin  injections.  It  took 
about  one  week  for  an  adequate  response  in  most 
cases,  but  weight  and  edema  were  controlled. 
As  reported  by  Batterman,  we  found  that  activity, 
morphine  and  morphine  derivatives,  Demerol, 
and  sedatives  diminished  the  diuretic  action  of 
the  suppositories.6 


No  complaints  of  muscle  cramps,  weakness, 
idiosyncracies,  or  toxic  reactions  were  encoun- 
tered. Patients  reported  a better  sense  of  well- 
being most  of  the  time,  and  only  a rare  case 
needed  an  occasional  supplementary  injection  of 
Mercuhydrin.  All  patients  showed  symptomatic 
and  objective  improvement  and  weight  and  fluid 
loss.  Daily  use  of  the  suppository  produced  a 
more  uniform  diuresis  than  did  injections. 

Since  these  patients  were  previously  on  diu- 
retic therapy,  many  cases  did  not  show  much  loss 
in  weight  because  they  were  already  at  “dry 
weight.”  We  were,  therefore,  content  to  main- 
tain them  at  this  comfortable  level.  Many  pa- 
tients who  were  malnourished  on  admission  were 
restored  to  normal  nutrition  by  a well-balanced 
diet  and  vitamins.  This  accounted  for  the  few 
patients  whose  weight  increased,  the  result  of 
better  nutrition  rather  than  edema  fluid.  Most 
patients  not  only  preferred  the  suppositories  to 
injections,  but  pleaded  for  suppositories  on  being 
discharged.  Several  patients,  not  yet  receiving 
suppositories,  came  to  us  pleading  for  them  on  the 
recommendation  of  patients  who  were  receiving 
this  treatment.  Many  who  had  been  on  mercurial 
injections  for  years  found  it  a blessing  to  be  re- 
lieved of  the  discomfort  of  injections  which  sorely 
tried  their  much  abused  gluteals. 

Summary 

1.  Mercuhydrin  rectal  suppositories  were 
found  to  be  an  effective  diuretic  in  30  patients 
with  chronic  congestive  heart  failure. 

2.  The  diuretic  effect  was  slower  in  onset  but 
more  uniform  than  with  injections  of  Mercu- 
hydrin. 

3.  No  toxic  effects  were  observed,  and  no  evi- 
dence of  rectal  irritation  was  found,  even  in  the 
presence  of  rectal  or  colonic  pathology. 

4.  Patients  were  more  comfortable,  had  no 
complaints  of  muscle  cramps  or  weakness,  and 
had  a better  sense  of  well-being. 

We  wish  to  thank  Miss  Belle  Dellon,  executive  director, 
and  Miss  Elaine  Budoff,  supervising  nurse,  of  the  Brooklyn 
Jewish  Home  for  Convalescents,  for  their  complete  coopera- 
tion in  this  study. 
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DESOXYCORTICOSTERONE  ACETATE  AND  ASCORBIC  ACID 
IN  ARTHRITIS 


Jack  R.  Dordick,  M.D.,  Joseph  S.  Rechtschaffen,  M.D.,  and  Stuart  Alexander,  M.D., 
New  York  City 

( From  the  Medical  Service  and  the  Arthritis  Clinic,  Beth  Israel  Hospital) 


THE  combined  use  of  desoxycorticosterone 
acetate  and  ascorbic  acid  in  rheumatoid  ar- 
thritis was  first  reported  by  Lewin  and  Wasson.1’* * 
Their  results  were  stimulating,  although  uncon- 
trolled and  observed  for  only  a short  period  of 
time.  Other  reports  have  appeared,  some  ascrib- 
ing dramatic  responses  to  this  regimen,  while 
others  have  claimed  that  the  results  are  insignifi- 
cant or  even  valueless.2-16 

The  wide  publicity  given  this  combined  treat- 
ment in  the  newspapers  and  in  the  advertising 
material  sent  to  physicians  has  left  many  with  the 
impression  that  these  drugs  can  be  substituted 
for  cortisone  or  ACTH. 

This  report  is  concerned  with  our  observations 
over  a five-month  period  in  24  patients  subjected 
to  injections  of  desoxycorticosterone  acetate  and 
ascorbic  acid. 

Methods 

1.  Selection  of  Patients. — Fifteen  patients  (12 
females  and  three  males)  with  typical  rheumatoid 
arthritis  were  included  in  the  study;  13  of  these 
patients  had  this  disease  over  two  years,  had  been 
subjected  to  various  forms  of  therapy  with  little 
to  no  improvement,  and  were  either  moderately 
advanced  or  severe  arthritics.  In  this  group, 
two  patients  had  rheumatoid  spondylitis  of  the 
Marie-Strumpell  type  without  peripheral  joint 
involvement,  one  patient  had  associated  psoriasis, 
and  two  others  had  x-ray  evidences  of  degenera- 
tive joint  disease  (osteoarthritis). 

Five  patients  (4  females  and  one  male)  with 
degenerative  joint  disease  (osteoarthritis)  were 
also  included  in  our  survey.  All  these  patients 
wrere  moderately  advanced  cases  with  multiple 
joint  involvement  and  had  been  refractory  to  the 
accepted  modes  of  therapy  for  this  disease. 

Single  cases  of  tophaceous  gout  with  arthritis, 
traumatic  arthritis,  active  rheumatic  carditis, 
and  bronchial  asthma  were  also  included. 

Ten  of  these  patients  were  hospitalized  for  a 
period  of  ten  days  or  longer,  the  rest  were  fol- 
lowed as  outpatients. 

In  all  hospitalized  cases,  in  addition  to  the 
clinical,  laboratory,  and  roentgenologic  investi- 

Presented, in  part,  at  a Clinical  Conference  of  the  New 
York  Rheumatism  Association,  March  15,  1950. 

* The  desoxycorticosterone  acetate  (Cortate)  was  gener- 
ously supplied  by  the  Schering  Corporation,  Bloomfield, 
New  Jersey. 


gations,  daily  weight,  blood  pressure  readings, 
and  temperature  curves  were  recorded.  In  all 
these  cases,  the  serum  sodium  and  potassium 
levels  were  determined  by  the  Perkin-Elmer  flame 
photometer  method  before,  during,  and  after  the 
completion  of  the  regimen.17  The  serum  chloride 
and  twenty-four-hour  urine  determination  of 
chloride  were  similarly  evaluated  by  a modifica- 
tion of  the  Whitehorn  method.18 

2.  Medications. — The  drugs  under  investi- 
gation consisted  of  the  initial  administration  of  5 
mg.  of  11-desoxycorticosterone  acetate  in  sesame 
oil  (Cortate),  given  deeply  intramuscularly  in  the 
upper  outer  quadrant  of  the  gluteal  region,  fol- 
lowed  in  five  minutes  by  the  slow  intravenous  in- 
jection of  1,000  mg.  of  methyl  glucamine  ascor- 
bate (Cenolate,  Abbott).  When  this  compound 
is  injected  into  the  body,  ascorbic  acid  becomes 
readily  available. 

All  patients  received  the  following  control 
studies : 

(a)  The  administration  of  5 mg.  of  desoxycorti- 
costerone acetate  in  sesame  oil  intramuscularly 
followed  in  five  minutes  by  the  slow  intravenous 
injections  of  5 ml.  of  normal  saline  colored  yellow. 

( b ) The  administration  of  1 ml.  of  distilled 
water  intramuscularly,  followed  in  five  minutes  by 
the  slow  intravenous  injection  of  1,000  mg.  of 
ascorbic  acid.* 

(c)  The  administration  of  1 ml.  of  distilled  water 
intramuscularly,  followed  in  five  minutes  by  the 
slow  intravenous  injection  of  5 ml.  of  normal  sa- 
line, colored  yellow  (double  placebo). 

One  investigator  administered  the  drug  or  con- 
trol (which  was  unknown  to  him),  another  mem- 
ber elicited  subjective  responses,  wrhile  the  third 
observer  noted  the  objective  findings.  In  this 
study  we  adhered  to  the  “blind  test”  technic  as 
closely  as  possible. 

The  patients  were  told  that  they  were  being 
subjected  to  a new  treatment  for  their  arthritis, 
which  therapy  might  or  might  not  be  beneficial. 
The  patients  had  no  knowledge  of  the  drugs  being 
administered. 

In  four  patients  the  original  dose  of  either  the 
desoxycorticosterone  acetate  or  the  ascorbic  acid 
was  doubled. 

The  patients  were  questioned  after  fifteen, 

* Hereafter,  the  term  ascorbic  acid  will  be  used  in  place  of 
methyl  glucamine  ascorbate  (Cenolate,  Abbott). 
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Fig.  1.  Graphic  illustration  of  the  hospital 
course  of  Case  1.  Chronic  active  rheumatoid  arth- 
ritis (wrists,  hands,  fingers,  hips,  knees,  ankle) — fif- 
teen years. 
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Fig.  2.  Graphic  illustration  of  the  hospital 
course  of  Case  2.  Chronic  active  rheumatoid  and 
osteoarthritis  (hands,  fingers,  knee,  hip) — ten  years. 


thirty,  and  sixty  minutes  had  elapsed,  and  closely 
followed  at  periodic  intervals  during  the  first 
twenty-four  hours.  Repeat  doses  of  the  drugs  or 
controls  were  given  after  a twenty-four-hour 
interval  of  the  initial  injections  or  where  a claim 
of  pain  or  stiffness  relief  was  no  longer  apparent. 

The  criteria  for  appraisal  included  the  follow- 
ing: subjective  responses;  ease  or  relief  of  joint 
pain;  ease  or  relief  of  joint  stiffness;  changes  in 
joint-mobility — that  is,  the  ability  to  flex  fingers, 
close  fist,  or  bend  the  wrist;  joint  swelling,  and 
ability  and  ease  of  walking. 

Case  Reports 

The  following  patient  showed  a temporary  im- 
provement. 

Case  1. — S.  K.,  a female,  age  fifty-eight,  had  ad- 
vanced rheumatoid  arthritis  for  the  past  fifteen 
years.  Twenty  minutes  after  receiving  the  first  of 
the  combined  injections,  she  became  quite  exhila- 
rated, could  flex  or  approximate  her  second  and  third 
finger  of  her  right  hand  to  her  thumb  (which  she  had 
been  unable  to  do  for  the  past  year),  and  informed  us 
that  she  had  much  less  pain  in  all  of  her  joints.  One 
hour  later,  she  could  raise  her  right  arm  over  her 
head.  Six  hours  later,  however,  pain  returned  to 
the  original  intensity,  but  the  joint  stiffness  of  her 
hands  and  lower  extremities  continued  to  improve. 

The  following  morning  (sixteen  hours  later)  the 
joint  pains  became  more  intense,  the  patient  became 
depressed  and  requested  the  “new  drug.”  Twenty- 
five  hours  after  the  initial  combined  injections,  an- 
other dose  of  desoxycorticosterone  acetate  and  ascor- 
bic acid  was  given,  and  within  ten  minutes  the  pa- 
tient again  became  exhilarated,  raised  herself  out  of 
bed,  and  walked  around  the  ward  with  much  less 
pain  and  spasticity.  Twelve  hours  after  the  second 
dose  of  desoxycorticosterone  and  ascorbic  acid,  she 
complained  of  severe  bitemporal  headache  and  a 
“burning”  sensation  in  her  eyes  and  abdomen.  The 
following  day,  her  headache  was  less  intense,  but  the 


joint  pains  were  now  returning,  and  she  complained 
of  generalized  weakness.  The  joint  stiffness  involv- 
ing the  right  shoulder,  wrist,  and  fingers  was  still 
improved. 

On  the  fifth  and  sixth  hospital  days  combined  in- 
jections were  followed  by  a gain  in  weight  with  the 
appearance  of  ankle  edema,  but  no  clinical  improve- 
ment. Her  subsequent  course  was  unaffected  by 
either  placebo  or  placebo  plus  ascorbic  acid  injec- 
tions (Fig.  1). 

This  patient  has  been  followed  in  the  Arthritis 
Clinic  and,  when  last  seen  on  May  31,  1950,  showed 
an  exacerbation  of  her  arthritic  symptoms. 

The  following  patient  showed  no  improvement. 

Case  — C.  M.,  a fifty-nine-year-old  housewife, 
had  advanced  rheumatoid  arthritis  of  five  years  du- 
ration and,  in  addition,  x-ray  evidence  of  degenera- 
tive joint  disease  (osteoarthritis)  of  the  spine.  She 
was  given  three  combined  injections  over  a period  of 
four  consecutive  days,  including  one  10-mg.  dose  of 
desoxycorticosterone  acetate,  with  no  subjective  or 
objective  response.  A rise  in  temperature  to  103.6 
F.,  preceded  by  a chill,  occurred  on  the  fourth  hos-  i 
pital  day  but  subsided  within  twenty-four  hours. 
Edema  of  both  ankles  was  noticed  at  this  time,  but 
this  also  subsided  when  the  medications  were  tem- 
porarily discontinued. 

Repeat  combined  injections  and  controls  were  car- 
ried out  in  the  Arthritis  Clinic  after  discharge  from 
the  hospital  without  any  change  in  the  original  sta- 
tus of  her  arthritis  (Fig.  2). 

Results 

The  results  of  this  short-term  stud}-  have  been 
recorded  in  Table  I.  Combined  injections  of  des- 
oxycorticosterone and  ascorbic  acid  produced  no 
beneficial  effects  in  six  patients  with  either  de- 
generative or  traumatic  joint  disease,  on  the 
course  of  one  patient  with  active  rheumatic  car- 
ditis, and  during  an  episode  of  bronchial  asthma 
in  another  patient. 
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TABLE  I. — Dca  and  Ascorbic  Acid, 
24  Cases  Observed  Five  Months 


Cases 

Number 

Improved 

Unim- 

proved 

Worse 

Rheumatoid 

15 

2 questionable 

arthritis 

2 temporary 
1 placebo 

8 

2 

Active  rheumatic 

carditis 

1 

1 

Tophaceous  gout 

with  arthritis 

1 

1 

Bronchial  asthma 

1 

1 

Degenerative  joint 

disease  (osteo- 

5 

5 

arthritis) 

Traumatic  arthritis 

i 

i 

•• 

The  articular  manifestations  became  more  pro- 
nounced after  a trial  of  this  combination  of  drugs 
in  two  patients  with  rheumatoid  arthritis  and  in 
one  patient  with  tophaceous  gout.  One  patient 
with  active  rheumatoid  arthritis  experienced 
more  subjective  improvement  after  double  pla- 
cebo injections  than  after  the  combined  medi- 
cations. 

Of  the  fifteen  rheumatoid  arthritic  patients 
studied,  questionable  improvement  of  the  articu- 
lar manifestations  for  a period  of  twenty-four  to 
forty-eight  hours  was  observed  in  two  patients, 
whereas  temporary  improvement  lasting  up  to 
seven  days  was  noted  in  two  other  patients.  In 
the  eight  remaining  patients  with  rheumatoid 
arthritis,  no  demonstrable  signs  of  joint  improve- 
ment were  noted. 

Injections  of  either  desoxycorticosterone  in 
doses  of  5 to  10  mg.  or  ascorbic  acid  in  doses  of  1 
to  2 Gm.  alone  were  ineffective  in  producing  any 
changes  in  the  existing  arthritic  state.  Where 
temporary  abatement  of  the  joint  phenomena 
occurred,  no  additional  or  prolonged  beneficial 
effects  could  be  induced  by  using  larger  doses  of 
either  the  desoxycorticosterone  acetate  or  the 
ascorbic  acid. 

Comment 

In  view  of  the  widely  divergent  results  in  the 
literature,  LeVay  and  Loxton  call  attention  to  the 
technic  of  injection  as  being  a possible  factor  in 
the  conflicting  reports.9  In  all  cases  we  studied, 
the  injection  was  given  as  a vertical  stab  into  the 
upper  outer  quadrant  of  the  buttock  region, 
avoiding  the  fatty  tissues.  In  a later  publication, 
these  authors  claim  that  another  reason  for  un- 
satisfactory results  was  “the  failure  to  appreci- 
ate small  but  typical  responses  in  a series  which 
did  not  include  an  obvious  reactor.”19  In  one 
patient  with  rheumatoid  arthritis  and  in  another 
with  degenerative  joint  disease  (osteoarthritis) 
we  were  informed  that  very  transient  relief  of 
joint  pain  lasting  between  one  to  two  hours  was 
experienced,  but  this,  in  our  estimation,  is  not  a 
significant  enough  observation  to  give  unwar- 


ranted claims  to  this  new  combination  of  drugs, 
and  certainly  not  more  pain  relief  than  one  would 
expect  if  any  rheumatoid  or  osteoarthritic  pa- 
tient was  given  and  was  responsive  to  adequate 
salicylate  therapy  supplemented  by  some  form  of 
physical  therapy. 

In  this  same  article  LeVay  and  Loxton  mention 
that  another  reason  for  seemingly  unsatisfactory 
results  is  a “delay  in  response.”19  In  the  pa- 
tients we  studied,  we  feel  that  if  any  delayed  re- 
sponse was  manifest,  it  should  have  appeared  dur- 
ing this  five-month  period  of  observation.  More- 
over, in  the  four  rheumatoid  arthritic  patients 
that  appeared  to  respond  favorably,  evidence  of 
joint  improvement  was  usually  noted  within 
three  hours  after  administration  of  these  drugs. 
Variations  in  the  degree  of  response  at  different 
times  in  the  same  individual  have  also  been  ob- 
served in  the  patients  presumably  benefited  by 
this  regimen. 

The  fact  that  desoxycorticosterone  acetate  can 
produce  a sense  of  well-being,  exhilaration,  or 
even  euphoria  in  arthritic  patients  need  not  be 
construed  as  a specific  effect  of  the  drug  in  these 
patients,  since  it  has  been  previously  reported 
that  these  subjective  findings  had  been  observed 
in  many  depressed  or  even  psychotic  patients.20-25 

Two  side-effects  of  this  combined  regimen  are 
worthy  of  mention.  In  eight  patients  a “throb- 
bing” or  “pounding”  headache  occurred  which 
subsided  within  twenty-four  hours.  In  five  pa- 
tients, the  presence  of  generalized  abdominal 
pains  either  “griping,”  gnawing,  or  burning  in 
character  were  described,  also  subsiding  spon- 
taneously within  twenty-four  hours. 

No  significant  rise  in  blood  pressure  was  ob- 
served in  any  case  during  this  period  of  obser- 
vation. 

Summary 

1.  The  combined  use  of  desoxycorticosterone 
acetate  and  ascorbic  acid,  as  originally  outlined 
by  Lewin  and  Wasson,  was  studied,  over  a five- 
month  period,  in  a series  of  23  patients  with 
rheumatic  diseases  and  one  patient  with  bronchial 
asthma. 

2.  In  15  patients  with  rheumatoid  arthritis, 
there  was  questionable  improvement  in  two  and 
transient  improvement  in  two  other  patients. 
Two  patients  were  made  worse  by  the  combined 
injections,  and  eight  patients  were  not  affected. 
One  patient  was  benefited  by  placebos. 

3.  The  remaining  patients  were  not  benefited 
by  the  injections  of  desoxycorticosterone  acetate 
and  ascorbic  acid. 

4.  Headache  and  abdominal  pains  have  been 
noted  as  side-effects  of  the  combined  injections. 

5.  Combined  injections  of  desoxycortico- 
sterone acetate  and  ascorbic  acid  will  not  replace 


1416 


CHARLES  A.  RIBAUDO 


[N.  Y.  State  J.  M. 


or  are  in  any  way  comparable  to  cortisone  or 
ACTH  in  the  therapeutic  management  of  rheu- 
matoid arthritis. 
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PRIMARY  BRONCHOGENIC  CARCINOMA  OF  THE  LUNG 


Charles  A.  Ribaudo,  M.D.,  New  York  City 
From  the  Medical  Service  of  St.  Vincent’s  Hospital) 

UNTIL  about  fifteen  years  ago  primary 
bronchogenic  carcinoma  was  considered 
a relatively  rare  disease.  Since  that  time 
adequate  facilities  for  diagnosis  have  become  more 
available,  and  the  proportion  of  cases  proved  in 
all  stages  of  the  disease  has  shown  a progressive 
increase.1  At  present  it  is  generally  agreed  that 
primary  bronchogenic  carcinoma  comprises  about 
15  per  cent  of  all  malignancies,  and  in  the  male 
sex  it  is  more  prevalent  than  carcinoma  of  the 
stomach.2  It  ranks  as  the  second  most  common 
site  today.2-3 

The  following  analysis  is  based  on  a survey 
of  cases  of  primary  bronchogenic  carcinoma 
admitted  to  St.  Vincent’s  Hospital  from  October 
1,  1945,  to  October,  1949,  comprising  94  his- 
tologically proved  cases  and  20  in  which  there 
was  sufficient  clinical  evidence  to  warrant  the 
diagnosis. 

Material 

Three  types  of  primary  bronchogenic  car- 
cinoma are  recognized  histologically,  namely, 
squamous  cell,  small  or  oat  cell,  and  adeno- 
carcinoma.4 In  this  series  there  were  43  squa- 
mous, 39  oat,  and  12  adenocarcinoma  in  this 
histologically  proved  group.  Histologic  proof 
was  obtained  by  bronchoscopic  biopsy,  broncho- 
scopic  aspiration,  lymph  node  biopsy,  cell  block 
of  pleural  fluid,  tissue  section  obtained  from  ex- 
ploratory thoracotomy  and  pneumonectomy, 
and,  finally,  at  autopsy. 

There  were  88  males  and  six  females. 


The  early  manifestation  of  bronchial  carcinoma 
depends  to  a large  extent  on  its  point  of  origin 
more  than  its  histologic  structure.  Yet  it  was 
noted  that  each  type  of  bronchogenic  carcinoma 
showed  a distinct  variability  as  to  site  of  origin, 
rapidity  of  growth,  and  metastatic  tendency. 

Symptoms 

In  carcinoma  of  the  main  stem  and  lobar 
bronchus  the  earliest  symptom  is  one  of  bron- 
chial irritation,  namely,  chronic  cough,  usually 
nonproductive.  After  a variable  time  other 
symptoms  arise  because  of  an  increasing  degree 
of  bronchial  obstruction  which  interferes  with 
air  exchange  and  bronchial  drainage  or  both. 
The  lesser  degree  of  bronchial  obstruction  gives 
rise  to  a wheeze,  which  persists  until  the  ob- 
struction becomes  complete. 


TABLE  I. — Symptoms  in  93  Cases  of  Bronchogenic 
Carcinoma 


Squamous 

Oat 

Adeno 

Total  cases 

42 

39 

12 

Cough 

97% 

75% 

45% 

Hemoptysis 

60% 

33% 

15% 

Pain 

57% 

65% 

90% 

Weight  loss 

55% 

50% 

40% 

Dyspnea 

35% 

40% 

Pneumonia 

25% 

40% 

25% 

Cavity 

33% 

10% 

o 

Effusion 

7% 

15% 

25% 

Sex 

Male 

39 

37 

11 

Female 

3 

2 

1 

Impairment  of  the  normal  mechanism  of 
bronchial  drainage  results  in  secondary  infection, 
which  at  first  resembles  an  acute  lower  respira- 
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tory  infection,  so  that  the  patient  at  this  stage 
is  treated  for  one  of  the  types  of  pneumonia 
or  pleurisy.  When  the  lesion  is  in  a large  bron- 
chus, blood  streaking  of  sputum  occurs  during 
the  early  phase  of  the  disease. 

In  this  series  the  common  symptoms  were 
cough,  hemoptysis,  pain,  weight  loss,  and  pneu- 
monia (Table  I).  Cough  occurred  in  97  per  cent 
of  the  squamous  cell  cases  and  was  least  evident 
in  the  adeno  cell  group.  Pain  occurred  most 
frequently  in  the  adeno  group,  and  pneumonia 
occurred  equally  in.  the  squamous  and  adeno 
cases  and  in  almost  half  of  the  oat  cell  group. 
Pleural  effusions  were  most  prevalent  in  the 
adeno  and  oat  cell  variety.  In  two  cases  of 
adeno  the  presenting  complaints  were  due  to  bone 
metastasis.  In  one  case  of  oat  cell  it  was  par- 
alysis of  both  lower  extremities.  In  two  others 
the  initial  complaint  was  the  appearance  of 
Horner’s  syndrome.  Caval  syndrome  was  pres- 
ent as  the  original  complaint  in  three  cases  of 
oat  cell  carcinoma. 

In  one  case  of  squamous  cell  a mass  was  noted 
in  the  lung  field  on  a routine  chest  examination 
during  a gastrointestinal  fluoroscopy.  The  lesion 
was  found  to  be  inoperable. 

Pulmonary  abscess  is  another  of  the  rather 
common  manifestations  of  bronchial  obstruc- 
tion. It  occurred  in  33  per  cent  of  the  squamous, 
10  per  cent  of  the  oat  cell,  and  not  at  all  in  the 
adenocarcinoma  group. 

Carcinoma  arising  in  a tertiary  or  peripheral 
bronchus  comprises  the  smallest  group,  and  it  is 
the  most  difficult  to  diagnose  early.  A lesion 
arising  here  will  obstruct  the  bronchus  almost 
at  the  start.  For  this  reason  the  onset  is  often 
one  of  an  acute  febrile  illness  consequent  to 
segmental  obstruction  and  secondary  infection. 
X-ray  inspection  in  the  lateral  view  will  show 
changes  limited  to  one  segment.  If  this  fact 
is  recognized  and  every  effort  is  made  to  obtain 
material  for  histologic  diagnosis,  many  of  these 
lesions  can  be  proved  while  still  operable. 

The  duration  of  symptoms  before  clinical 
manifestation  was  of  particular  interest.  The 
behavior  of  the  three  types  of  bronchogenic 
carcinomas  as  to  their  site  of  origin,  rapidity 
of  growth,  and  manner  of  metastasis  were  the 
influencing  factors. 

Because  an  adenocarcinoma  tends  to  arise  in 
a small  branch  bronchus  in  the  richly  vascular 
pulmonary  tissue,  extensive  and  widespread 
blood-borne  and  lymphatic  metastases  occur. 
Involvement  of  the  peripheral  lymphatics  invokes 
pleural  effusion  which  is  frequently  bloody. 

The  oat  cell  variety  is  found  chiefly  (95  per 
cent)  in  the  main  stem  and  lobar  bronchus.  It 
is  highly  invasive,  extending  along  the  bronchus 
to  involve  the  mediastinal  structures  rapidly. 


Fig.  1.  Distribution  according  to  type  and  loca- 
tion in  main  stem,  lobar,  and  peripheral  branch 
bronchus.  Eighty  per  cent  of  bronchogenic  carci- 
noma arose  in  the  main  stem  or  lobar  branch,  20  per 
cent  in  a tertiary  or  peripheral  branch. 


It  is  vigorously  metastatic  to  adjacent,  regional, 
and  distant  lymph  nodes. 

The  squamous  cell  type  arises  chiefly  in  the 
lobar  branches  and  grows  slowly  and  remains 
local  for  a considerable  period.  Early  x-ray 
films  may  show  a well-circumscribed  density. 
Late  films  show  central  necrosis  and  cavity 
formation,  occurring  in  33  per  cent  of  this  series. 
The  onset  is  insidious,  and  the  presenting  illness 
may  be  of  many  months  duration  before  the 
diagnosis  is  established. 

In  the  present  series  the  duration  of  symptoms 
of  the  presenting  illness  was  less  than  six  months 
in  90  per  cent  of  adeno  and  oat  cell  groups, 
with  an  average  of  four  and  one-half  months. 
Of  the  squamous  cell  type  the  presenting  illness 
was  of  more  than  seven  months  duration  in  50 
per  cent. 

Site  of  Origin 

The  distribution  of  all  types  of  bronchogenic 
carcinoma  was  approximately  equal  between  the 
right  and  left  lung  (Fig.  1).  Eighty  per  cent 
arose  in  the  main  or  lobar  bronchus,  and  20  per 
cent  arose  in  the  tertiary  or  peripheral  bronchus. 

Physical  Signs 

It  is  now  generally  recognized  that  abnormal 
physical  signs,  as  well  as  roentgen  findings  are 
likely  to  be  those  of  some  degree  of  bronchial 
obstruction.  The  presence  of  the  tumor  is  sus- 
pected only  because  of  its  effect  on  air  exchange 
or  bronchial  drainage. 
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Fig.  2.  (A)  Anteroposterior  view.  Density  in  right  lower  lobe.  Bronchoscopy  negative,  bronchoscopic 

aspiration  positive.  Diagnosis:  oat  cell  carcinoma.  (B)  Lateral  view. 


Bronchoscopy 

Bronchoscopy  was  done  in  71  of  the  94  cases, 
with  positive  biopsy  obtained  in  57  per  cent. 
In  certain  cases  bronchoscopy  is  the  most  accu- 
rate method  of  diagnosis  since  it  permits  direct 
visualization  and  biopsy  of  main  stem  lesions 
and  tumors  presenting  at  the  orifice  of  lobar 
branches.  However,  in  the  inaccessible  lesion 
and  in  those  in  the  peripheral  branches,  bronchial 
aspiration  with  cytologic  study  is  of  the  greatest 
value.  Aspirations  were  done  in  31  cases,  with 
a positive  incidence  of  45  per  cent. 

In  cases  of  lung  cancer,  cytologic  studies 
have  attracted  wide  attention  and  in  well- 
organized  clinics  and  laboratories  are  proving  to 
be  highly  reliable.  Proper  technic  and  ex- 
perienced pathologic  interpretations  are  ex- 
tremely important.  The  diagnostic  problem  is 
most  important  in  cases  of  peripheral  lesions 
inaccessible  to  bronchoscopic  view.  In  seven 
cases  of  negative  bronchoscopic  examination  in 
this  series  the  bronchial  aspirations  revealed  the 
presence  of  tumor  cells. 

The  diagnosis  was  established  from  cytologic 
examination  of  the  sputum  in  one  case.  At  the 
present  time  this  method  of  diagnosis  is  gaining 
in  popularity  because  of  its  simplicity  and 
absence  of  inconvenience  to  the  patient.  Malig- 
nant cells  have  been  demonstrated  in  sputum 
in  at  least  80  per  cent  of  all  patients  with  primary 
bronchogenic  carcinoma  by  one  group  of  in- 
vestigators.5 This  method  is  as  follows : Selected 


material  from  sputum  may  be  smeared  on  slides 
and  fixed  while  still  wet  in  equal  parts  of  ether 
and  95  per  cent  alcohol.  After  two  hours  fixa- 
tion, slides  may  be  stained  by  the  Papanicolaou 
technic  or  dried  and  mailed  to  laboratories 
where  personnel  can  examine  them.  If  slides 
cannot  be  prepared  immediately,  the  sputum 
may  lie  fixed  in  jars  containing  10  cc.  of  the 
fixing  solution  and  slides  prepared  later. 

Case  Reports 

Case  1. — J.  M.,  a male  of  seventy-three  years, 
was  admitted  April  30,  1947,  and  discharged  May 
11,  1947.  Onset  was  in  March,  1947,  with  acute 
respiratory  infection,  cough,  and  hemoptysis. 
X-ray  inspection  revealed  a density  in  apex  of  the 
right  lower  lobe  (Figs.  2A  and  2B).  Bronchos- 
copy was  negative.  Bronchial  aspirations  were 
positive  for  oat  cell  carcinoma.  Operation  was 
refused. 

Case  2. — G.  S.,  a male  of  fifty-two  years,  was 
admitted  February  10,  1949,  and  discharged  March 
20,  1949.  Onset  was  in  December,  1948,  with 
cough  and  weight  loss.  X-ray  inspection  revealed 
a mass  6 cm.  in  diameter  in  the  left  upper  lobe  (Figs. 
3 A and  3B).  Bronchoscopy  was  negative.  Bron- 
chial aspirations  were  positive  for  squamous  cell 
carcinoma.  Pneumonectomy  was  done  February 
23,  1949.  No  lymph  node  metastasis  was  found. 

Case  8. — J.  S.,  a male  of  sixty-seven  years,  was 
admitted  in  September,  1949,  and  discharged  in 
October,  1949.  The  onset  was  in  February,  1949, 
with  pneumonia,  which  was  successfully  treated 
with  penicillin  by  a local  practitioner.  He  had 
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Fig.  3.  (A)  Anteroposterior  view.  Density  in  left  upper  lobe.  Bronchoscopy  negative,  bronchoscopic 
aspiration  positive.  Diagnosis:  squamous  cell  carcinoma.  (B)  Lateral  view. 


Fig.  4.  (A)  Anteroposterior  view  during  convalescence  of  second  attack  of  pneumonia.  (B)  Lateral  view 

during  convalescence  of  second  attack  of  pneumonia. 


recurrent  pneumonia  in  July,  1949,  when  penicillin 
was  again  administered.  Because  of  weakness  and 
weight  loss  chest  x-ray  inspection  was  done  which 
revealed  segmental  atelectasis  of  the  lingula  lobe 


(Figs.  4A  and  4B).  Bronchoscopy  was  negative. 
Bronchial  aspirations  were  positive  for  squamous 
cell  carcinoma.  Pneumonectomy  was  done,  and 
no  lymph  node  metastasis  was  found. 
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Fig.  5.  Right  pleural  effusion.  Serosanguinous 
fluid  aspirated.  Negative  cell  block;  bronchoscopy 
negative;  bronchoscopic  aspiration  positive.  Diag- 
nosis: oat  cell  carcinoma. 

Case  4 ■ — P.  I.,  a male  of  fifty-one  years,  was  ad- 
mitted July  22,  1949,  and  died  July  29,  1949. 
Onset  was  in  April,  1949,  with  dyspnea  and  cough. 
On  July  1,  1949,  he  was  treated  for  pneumonia  of 
the  right  lung;  serosanguinous  pleural  effusion  was 
observed  on  the  right  side  (Fig.  5).  Cell  block 
was  negative.  Bronchoscopy  was  negative.  Bron- 
chial aspirations  were  positive  for  oat  cell  carcinoma. 

Case  5. — A.  C.,  a male  of  fifty-nine  years,  was 
admitted  in  July,  1949,  for  biopsy  of  cervical  lymph 
node.  The  patient  had  been  a stone  cutter  for 
forty-five  years.  A diagnosis  of  silicotuberculosis 
was  made  in  September,  1948.  In  July,  1949,  a 
biopsy  of  a right  supraclavicular  lymph  node  re- 
vealed squamous  cell  carcinoma.  Bronchoscopy 
was  negative.  Bronchial  aspirations  were  positive 
for  squamous  cell  carcinoma  (Fig.  6). 

Summary 

1.  An  analysis  of  94  histologically  proved 
cases  of  primary  bronchogenic  carcinoma  has 
been  presented. 

2.  Early  manifestations  of  bronchogenic  car- 
cinoma depend  chiefly  on  the  point  of  origin. 

3.  Pathologically  and  clinically,  squamous, 
oat,  and  adenocarcinoma  are  three  fundamental 
types. 

4.  Bronchoscopy  is  an  important  adjunct 
in  the  diagnosis  of  bronchial  carcinoma. 


Fig.  6.  One  year  observation  for  silicotubercu- 
losis. Bronchoscopy  negative,  bronchoscopic  aspi- 
ration positive.  Diagnosis:  squamous  cell  carci- 

noma. 

5.  Cytologic  examination  is  indicated  when 
tissue  is  not  available  for  biopsy. 

6.  Cases  illustrating  roentgenologic  mani- 
festations of  bronchogenic  carcinoma  and  the 
value  of  bronchial  aspiration  have  been  pre- 
sented. 

7.  Exploratory  operation  is  indicated  when 
there  is  clinical  evidence  of  carcinoma,  even 
though  a proved  histologic  diagnosis  is  not 
obtainable. 

8.  The  early  diagnosis  of  bronchogenic 
carcinoma  must  depend  on  a general  awareness 
of  its  frequency  and  recognition  of  the  need  for 
adequate  study  when  chest  symptoms  are  un- 
explained. 

159  East  49th  Street 


Dr.  D.  A.  Mulvihill  performed  all  the  surgical  procedures 
in  this  series  of  cases. 
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Let  us  watch  well  our  beginnings,  and  results  will  manage  themselves. — Alex  Clark 


THE  CONDUCT  OF  THE  INTERNIST  TOWARD  THE  PATIENT  AND 
HIS  FAMILY  WHEN  A DIAGNOSIS  OF  MALIGNANCY 
IS  ESTABLISHED 


Sidney  Leibowitz,  M.D.,  New  York  City 
{From  the  Medical  Service  of  Beth  Israel  Hospital) 

IN  THE  formal  training  of  a physician  relatively 
slight  emphasis  has  been  placed  upon  his  rela- 
tionship with  the  patient.  In  recent  years  there 
has  been  some  attempt  to  acquaint  him  with  the 
so-called  “art”  of  medical  practice,  in  contradis- 
tinction to  the  “science”  which  occupies  most  of 
his  curriculum.  For  example,  several  schools  of 
medicine  now  are  guided  in  their  teaching  by  the 
theme  that  this  so-called  “art”  is  accessible  to 
scientific  study  and  can  be  communicated  to 
medical  students.*  This  is  a considerable  ad- 
vance in  concept  and  teaching  method  over  the 
not  too  distant  period  when  it  was  universally 
felt  that  this  segment  of  medicine  depended 
solely  upon  the  intuition,  increasing  experience, 
and  personal  habits  of  the  individual  physician 
whose  thoughts  and  tastes  ran  in  these  channels. 

However,  even  this  belated  acknowledgment 
of  the  importance  of  the  relations  between  doctor 
and  patient  pays  little,  if  any,  heed  to  the  prob- 
lem which  sometimes  takes  on  even  greater  im- 
portance, namely,  his  conduct  toward  the  family 
of  the  patient.  This  problem  arises  particularly 
when  a diagnosis  of  malignancy  is  established. 
It  is  with  this  particular  situation,  all  too  com- 
mon, that  I am  mainly  concerned  in  this  paper. 

I should  like  to  define  some  terms.  My  own 
experience  with  this  subject  has  been  as  an  intern- 
ist. However,  it  is  equally  applicable  to  any  prac- 
titioner to  whom  the  patient  and  family  look  for 
guidance  in  a critical  situation  such  as  I am  de- 
scribing. It  is  not  a problem  particularly  for  the 
surgeon  or  for  an  internist  acting  in  a consulta- 
tive capacity.  The  surgeon  or  consultant  usually 
can  fully  discharge  his  responsibilities  without 
being  enmeshed  in  the  emotional  turmoil  which  in- 
vests the  patient  and  his  relatives. 

Let  us  return  to  the  initial  problem.  Usually 
the  situation  concerns  the  patient  who  consults 
the  internist  either  alone  or  accompanied  by  a 
grown  child  or  by  the  marital  partner.  Let  us 
assume  that  in  the  course  of  several  days  medical 
investigation,  either  at  the  hospital  or  on  an 
ambulatory  basis  at  the  office,  a diagnosis  of 
carcinoma  of  the  gastrointestinal  tract  is  estab- 

*  Dr.  George  L.  Engel,  of  the  Department  of  Psychiatry 
of  the  University  of  Rochester  School  of  Medicine  and  Den- 
tistry, has  informed  me  that  such  a teaching  concept  is  pres- 
ently employed  at  the  University  of  Rochester,  the  Univer- 
sity of  Cincinnati,  Western  Reserve  University,  and  Boston 
University,  and  probably  at  other  schools. 


lished.  The  patient  is  advised  that  he  has  a 
“polyp”  which  is  causing  his  symptoms  and  that 
he  requires  an  immediate  operation.  If  he  is  the 
average  person,  he  outwardly  accepts  this  diag- 
nosis and  advice  with  seeming  equanimity  and 
becomes  concerned  thereafter  with  the  identity 
of  his  surgeon  and  the  hazards  of  the  operation. 
Secretly,  he  dismisses  any  fears  of  “a  cancer”  by 
wishful  thinking  and  by  the  psychology  that 
“It  can’t  happen  to  me.”  If  he  is  of  rarer  type 
of  makeup,  he  may  quiz  his  doctor,  “Is  this  liable 
to  lead  to  cancer?”  (note  the  oblique  reference  to 
cancer).  This  sort  of  question  is  not  too  difficult 
to  turn  aside  truthfully  with  the  stock  reply, 
“Yes,  it  may  in  time  lead  to  a cancer  if  you  neg- 
lect it,  but  prompt  surgical  removal  will  prevent 
that.”  In  saying  this  the  doctor  accomplishes 
three  purposes:  (1)  he  allays  the  patient’s  fears, 
(2)  he  prods  him  toward  no  delay  in  submitting 
to  surgery,  and  (3)  he  inwardly  concedes  to  his 
lack  of  omniscience  (unless  he  has  already  ob- 
tained histologic  evidence  of  malignancy  by 
biopsy)  by  admitting  to  himself  that  there  exists 
the  remote  possibility  that  the  lesion  will  turn 
out  to  be  of  benign  nature. 

So  far  so  good,  we  may  say.  All  our  teaching 
has  been  to  spare  the  patient  physical  pain  and 
mental  anguish.  Generally,  that  credo  is  inter- 
preted as  hiding  assiduously  from  the  patient 
any  hint  that  a carcinoma  exists  or  is  seriously 
suspected.  I agree  that  in  most  cases  this  is  not 
only  humane  but  proper.  However,  I visualize 
several  instances  where  this  rule  should  be  bent 
if  not  broken.  For  example,  if  one  is  dealing  with 
a lone  individual  with  no  apparent  family  re- 
sponsibilities, the  picture  may  be  different  from 
the  usual  one.  Were  such  a patient  to  know  the 
potential  consequences  of  his  ailment  preopera- 
tively,  he  might  revise  his  future  plans  and  his  will 
in  very  realistic  fashion.  If  he  makes  a good 
postoperative  recovery,  nothing  much  has  been 
lost,  and  he  proceeds  thereafter  with  the  knowl- 
edge that  he  had  a malignancy  but  is  now  well. 
If  he  succumbs  under  surgery,  he  at  least  knew 
the  consequences  of  his  ailment,  and  who  else 
better  deserved  to  have  this  information  in  the 
absence  of  close  relatives?  The  point  may  prop- 
erly be  raised  that,  once  so  informed,  he  will  per- 
petually worry  about  a recurrence  and  exaggerate 
unimportant  future  symptoms  or  even  recognize 
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symptoms  of  a recurrence.  I say  that  this,  too, 
is  proper  because  in  the  absence  of  responsible 
family  members  the  patient  is  entitled  to  know 
the  nature  of  any  illness,  even  a malignant  one. 
I will  admit  that  the  social  and  economic  status 
of  the  individual  patient  will  help  in  determining 
the  type  of  adjustment  he  makes  in  these  circum- 
stances. 

Now  let  us  consider  the  patient  who  is  well 
fortified  with  family,  wife  and  children,  all  truly 
devoted.  The  first  problem  here  is,  “Shall  the 
patient  be  informed  of  the  nature  of  his  illness?” 
Every  bit  of  a physician’s  usual  training  would 
tend  toward  a negative  answer,  but  I feel  that 
one  should  carefully  examine  this  situation  first. 
If  the  patient  is  the  dominant  member  of  the 
family,  either  in  personality  or  earning  capacity 
or  source  of  inspiration  to  the  others  about  him, 
it  may  well  change  our  point  of  view.  In  order 
to  make  this  decision  the  internist  must  learn, 
sometimes  quickly,  sometimes  over  the  course  of 
years,  a good  deal  about  the  personalities  and 
interrelationships  of  the  varied  family  members. 
Once  armed  with  this  information,  he  is  in  a posi- 
tion to  decide  whether  or  not  the  patient  is  of  such 
fiber  and  position  that  he  above  all  others  should 
be  fully  informed  of  the  potential  malignant  na- 
ture of  his  illness.  In  this  regard,  I shall  quote 
from  an  instance  in  my  own  experience. 

On  April  7,  1947, 1.  A.,  a fifty-five-year-old  female, 
was  referred  to  me  by  her  nephew,  a physician,  for  a 
routine  physical  examination.  She  presented  her- 
self unaccompanied.  She  was  in  excellent,  health 
and  had  no  complaints  other  than  arthritic  pains  in 
the  shoulders.  In  the  course  of  a routine,  lengthy 
history  I elicited  the  facts  that  she  had  noted  a tend- 
ency toward  constipation  in  the  preceding  month 
and  that  she  had  on  two  occasions  in  this  month 
noted  a streak  of  bright  red  blood  in  her  stool.  The 
entire  preliminary  physical  examination  was  nega- 
tive, but  sigmoidoscopic  examination  revealed  a 
sessile  mass,  about  1 to  2 cm.  in  diameter,  on  the 
anterior  wall  of  her  rectum  at  a distance  of  15  cm. 
from  the  anus.  I informed  her,  in  what  I thought 
was  disarming  fashion,  that  she  was  well  but  had  a 
“polyp”  in  her  rectum  which  required  further  ex- 
amination (by  biopsy  and  roentgenogram)  and  pos- 
sible removal  thereafter.  Roentgenogram  of  the 
large  intestine  was  barely  suggestive  of  a lesion 
corresponding  to  where  we  had  visualized  it.  I 
advised  that  she  be  hospitalized  as  soon  as  she  could 
reasonably  arrange  it.  I informed  her  nephew  of 
my  real  fears  about  his  aunt. 

It  took  Mrs.  A.  two  weeks  to  arrange  her  entrance 
into  the  hospital.  In  that  interval  her  husband  and 
three  children  telephoned  several  times.  On  each 
occasion  I told  them  it  it  was  urgent  that  the  tumor 
be  examined  histologically  at  once  and  that  it  was 
likely  that  a major  operation  would  be  necessary. 
At  the  hospital  a biopsy,  via  sigmoidoscope,  re- 
vealed an  adenocarcinoma  histologically.  The 
nephew  fully  recognized  the  consequences  of  (In' 


situation  but  was  delighted,  as  was  I,  with  the  early 
stage  at  which  the  diagnosis  was  accomplished. 
The  three  children,  all  unmarried  and  varying  in 
ages  from  twenty -three  to  twenty-six,  and  the  hus- 
band, a rather  mild-mannered  and  meek  person, 
were  fearful  of  what  the  outcome  might  be  but  were 
encouraged  when  I assured  them  that  the  cancer 
was  very  young  and  that  their  mother  (and  wife) 
was  in  otherwise  good  physical  condition.  They 
questioned  me  about  surgeons,  and  I submitted  the 
names  of  several  excellent  ones  who  were  on  the  staff 
of  the  hospital.  In  consultation  with  their  cousin, 
the  physician,  a surgeon  was  selected.  My  only 
interests  at  this  point  were  the  selection  of  a capable 
surgeon  and  immediate  operation.  Unfortunately, 
the  patient  underwent  severe  loss  of  blood  during 
the  operation,  developed  a postoperative  peritonitis 
and  pneumonia,  and  died  six  days  after  the  opera- 
tion. 

It  was  a terrific  blow  to  the  family,  but  only  in 
their  grief  and  hysteria — and  subsequent  months — 
did  I truly  realize  how  much  they  had  relied  upon 
their  mother  (and  wife).  I had  not  previously 
recognized  that  she  was  the  dominant  force  in  that 
family,  that  without  her  all  the  children  were  with- 
out their  guide,  that  the  husband,  too,  leaned  heav- 
ily on  his  wife  for  strength  and  direction,  and  that 
the  nephew,  the  physician,  had  relatively  little  influ- 
ence in  this  group.  It  brought  home  to  me  that  the 
patient,  in  this  instance,  should  have  been  fully  in- 
formed about  the  awful  potentialities  of  her  “polyp” 
and  that  she  should  have  had  the  opportunity, 
armed  with  this  information,  for  making  all  neces- 
sary plans  for  her  family  prior  to  submitting  to  the 
operation.  Then,  were  she  to  return  home  well  as  I 
fully  expected,  she  could  have  cancelled  these  plans, 
but  if  the  outcome  were  as  it  actually  was,  then  she 
would  have  had  her  full  rights.  In  this  instance,  I 
am  now  convinced  that,  it  was  completely  immaterial 
whether  or  not  the  children  or  husband  were  fully 
aware  of  all  the  facts  preoperatively.  As  it  turned 
out,  knowing  everything  well  ahead  of  time  did  not 
arm  them  well  enough  to  face  the  terrible  outcome. 
With  their  mother  equally  well  informed,  they  would 
have  been  better  served. 

Heretofore  we  have  been  chiefly  concerned 
with  the  patient.  The  relations  with  the  imme- 
diate family  may  be  even  more  intricate.  When  a 
diagnosis  with  fatal  import  is  made,  i.e.,  fatal 
without  surgical  intervention  and  sometimes  even 
with  surgery,  it  is  obligatory  that  the  internist 
inform  at  least  the  responsible  relative,  unless  in 
'a  rare  circumstance  the  patient  himself  makes  a 
prior  persistent  demand  that  only  he  be  informed, 
no  matter  what  the  diagnosis  may  be.  (This  may 
be  a pitfall,  and  the  physician  must  be  alert  to 
discriminate  between  the  bluffer  who  is  whistling 
here  in  the  dark  and  the  patient  who  truly  means 
that  he  and  only  he  shall  be  informed). 

It  then  becomes  a problem  for  the  physician  to 
decide  who  is  included  under  the  heading  “re- 
sponsible relative.”  It  is  my  belief  that  this 
should  almost  always  start  with  the  marital 
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partner.  There  may  be  extenuating  circum- 
stances, such  as  an  enfeebled  or  chronically  sick 
wife  or  a husband  with  severe  heart  disease.  If 
under  these  conditions  there  are  mature  children 
available  who  have  been  caring  for  their  parents 
or  who  live  with  them,  they  may  then  be  truly 
responsible  relatives  and  should  be  fully  informed 
of  all  aspects  of  the  medical  problem  in  an  effort 
to  spare  a sick  parent  a sudden  mental  shock. 
However,  in  most  instances  the  wife  or  husband 
of  the  patient  merits  a frank  statement  about  the 
illness  and  its  portent.  Far  too  often,  the 
physician,  as  well  as  children,  will  inconsiderately 
overlook  the  long  years  of  intimacy  and  love, 
through  better  and  worse,  that  have  existed  be- 
tween two  elderly  folks  and  will  see  them  only  as 
two  old  people  to  be  ignored  (“spared”)  when 
crises  arise.  I firmly  feel  that  the  marital  partner 
should  be  given  first  consideration,  and  unless  ex- 
tenuating circumstances,  such  as  we  have  already 
indicated,  do  exist,  the  doctor’s  fullest  informa- 
tion should  be  directed  there. 

In  addition,  grown  children  who  are  interested 
may  be  equally  informed,  but  these  relatives  I 
consider  of  secondary  importance  in  this  respect. 
Frequently  children  will  suddenly  appear  on  the 
scene,  possibly  the  day  before  an  operation,  to 
“take  over,”  as  it  were,  and  to  “spare  the  old 
folks”  unnecessary  burdens  and  grief.  These 
types  of  children  merit  courtesy  and  considera- 
tion from  the  doctor,  but  his  primary  allegiance 
to  “family”  is  to  the  wife  or  husband.  This  situa- 
tion is  frequently  complicated  by  the  fact  that 
these  children  in  the  crisis  will  assume  the  finan- 
cial burden.  This  will  undoubtedly  color  the 
situation  because  the  purser  will  demand  his 
time  from  the  doctor,  but  if  this  child  is  a 
“Johnny-come-lately”  on  the  scene,  his  pocket- 
book  should  not  upset  the  principles  which  I have 
outlined.  If  this  son  or  daughter  has  been  inti- 
mately concerned  with  his  parent’s  illness 
throughout  and  is  generously  footing  the  bills,  he 
will  naturally  be  kept  fully  informed. 

To  illustrate  the  confused  relations  which  may 
exist,  I shall  quote  from  a case  in  my  experi- 
ence. 

F.  S.,  a sixty-one-year-old  man,  was  referred  to 
me  by  another  physician  for  diagnostic  workup.  He 
presented  himself  accompanied  by  his  wife.  His 
complaints  were  suggestive  of  a malignancy  with 
symptoms  of  relatively  recent  onset.  Examination 
underscored  this  impression,  and  he  was  immediately 
admitted  to  a hospital  where  a diagnosis  of  carcinoma 
of  the  ascending  colon  was  clearly  established  within 
thirty-six  hours.  Because  of  severe  anemia,  lie 
required  about  ten  days  of  supportive  preparation 
prior  to  operation.  The  wife,  who  was  a well-pre- 
served, intelligent  person  as  well  as  a completely 
devoted  wife,  was  from  our  first  contact  advised  by 
me  that  her  husband  probably  had  a tumor  requir- 


ing surgery.  It  was  she  who  made  all  the  hospitali- 
zation arrangements  and  paid  all  the  preliminary 
bills.  When  the  diagnosis  was  clearly  established, 
I fully  informed  her  of  its  meaning  and  advised 
prompt  surgical  intervention. 

At  this  point  I began  hearing  rumors  of  children 
(there  were  five)  from  distant  parts  of  the  eastern 
United  States  who  were  interested  in  their  father. 
During  the  course  of  the  next  week  I met  them  one  at 
a time  at  the  hospital.  Each  in  turn  took  me  aside, 
in  confidential  manner,  asked  for  (and  was  told)  the 
truth  about  their  father’s  illness  and  then  made  a 
plea  that  their  mother  be  spared  this  news.  I in- 
formed them  rather  firmly  that  their  mother  knew 
the  truth  almost  from  the  first  moment  she  had  come 
to  my  office  with  their  father.  I terminated  this 
conversation  with  two  pointed  questions:  (1)  How 
many  years  had  mother  lived  with  father  (the  an- 
swer, as  I knew,  was  forty-five)?  (2)  Who  if  not 
mother  was  closest  to  their  father  and  merited  a 
frank  statement  of  his  illness  prior  to  an  operation 
which  carried  with  it  a hazard?  Several  days  later 
I was  informed  that  the  children  were  contributing 
to  the  financial  expenses  of  the  entire  illness.  Per- 
sonalty I thought  this  only  fair  because,  first,  their 
father  earned  a very  modest  income  compared  to 
their  combined  resources,  and  second,  they  were 
excitedly  making  grandiose  suggestions  about  nation- 
ally renowned  consultants.  The  outcome  here  was 
quite  good,  and  the  patient  made  an  excellent  post- 
operative recovery.  During  the  trying  days  imme- 
diately preceding  and  following  the  operation,  I 
had  many  occasions  to  learn  the  caliber  of  the 
children,  mother,  and  the  patient.  I never  had 
occasion  to  regret  my  judgment  of  the  mother  as 
t he  person  in  this  family  who  merited  all  my  frank- 
ness. 

To  summarize  the  problems  I have  presented 
here,  I repeat  that  there  are  occasional  instances 
in  which  it  is  most  proper  for  the  physician  to  in- 
form the  patient  himself  of  the  nature  of  a malig- 
nant illness.  This  is  the  exception  rather  than 
the  rule,  because  most  individuals  wish  to  be 
spared  the  knowledge  of  having  a malignancy, 
even  when  in  a potentially  curable  stage,  and 
because  these  individuals  have  the  right  to  be  so 
spared.  Generally  it  is  a responsible  family 
member  to  whom  the  physician  should  be  com- 
pletely informing.  I feel  that  this  responsible 
relative  should  be  the  marital  partner  unless 
extenuating  circumstances  compel  us  to  turn  to  a 
child  or  other  relative.  In  order  to  discharge  his 
responsibilities  most  judiciously  in  such  situa- 
tions and  to  make  proper  judgments,  the  physi- 
cian must  .direct  some  of  his  attention  to  the 
composition  of  the  family  group  and  the  varied 
human  interrelationships  implicit  in  such  a group. 
If  he  is  not  fully  aware  of  the  necessity  for  this, 
he  is  bound  to  be  overwhelmed  by,  and  resentful 
of,  the  inevitable  demands  upon  his  time  that 
seem  far  removed  from  the  pure  medical  handling 
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of  a patient.  Actually,  if  the  physician  antici- 
pates these  demands  upon  his  time  and  appreci- 
ates what  motivates  them,  he  is  fortifying  him- 
self to  serve  best  the  patient,  the  family,  and  him- 
self. 

Finally,  it  is  encouraging  that  we  live  in  an 
era  of  medicine  and  medical  education  where  the 
dynamics  of  human  behavior  are  increasingly 
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understood.  These  fundamental  psychologic 
mechanisms  undoubtedly  have  a bearing  on  the 
relationship  between  physician  and  patient  and 
between  physician  and  family.  A clearer  under- 
standing of  these  relationships  will  inevitably  re- 
sult from  the  scientific  studies  that  are  now  pos- 
sible in  this  field. 

15  West  84th  Street 


INCISIONAL  HERNIA 

Homer  L.  Skinner,  M.D.,  F.A.C.S.,  and  James  L.  Elliott,  M.D.,  Staten  Island,  New  York 
{From  the  United  States  Marine  Hospital,  Staten  Island) 


INCISIONAL  hernia  is  a problem  with  which 
the  general  surgeon  has  had  to  deal  since  the 
inception  of  abdominal  surgery.  Various  types 
of  suture  material  and  scores  of  other  materials, 
such  as  tantalum  gauze,  Vitallium  plate,  plastic 
inserts,  cutis  grafts,  and  full-thickness  skin  grafts, 
have  been  introduced  in  the  repair  of  hernias 
during  this  period.  The  numerous  materials 
which  have  been  proposed  indicate  that  no  clear- 
cut  choice  can  be  made.  If  close  attention  is 
paid  to  technical  details,  such  as  removal  of  scar 
tissue,  control  of  hemorrhage,  avoiding  infection, 
and  apposition  of  the  anatomic  parts  rather  than 
blocking  the  defect  with  a mechanical  device,  the 
results  should  be  satisfactory.  This  paper  repre- 
sents a follow-up  study  of  incision  hernias  done 
over  a sixteen-year  period  with  a brief  discussion 
of  the  subject. 

Incisional  hernias  are  caused  by  some  incident 
which  has  damaged  normal  structures.  It  may 
be  some  unusual  accident  or  a destructive,  inflam- 
matory lesion  of  the  abdominal  wall;  however, 
the  most  frequent  trauma  is  that  inflicted  by  the 
surgeon’s  scalpel  in  performing  laparotomy.  If 
the  incision  has  been  placed  properly  so  as  not  to 
interfere  with  blood  supply,  the  three  most  com- 
mon causative  factors  are:  (1)  infection  of  the 
wound,  (2)  postoperative  drainage,  and  (3) 
improper  closure  of  the  abdominal  wall.  Infec- 
tion of  the  wound  is  perhaps  the  most  common 
cause.  In  our  series  of  cases  to  be  reported  later, 
40.5  per  cent  of  all  cases  were  preceded  by  wound 
infection.  Infection  may  occur  because  of  the 
nature  of  the  lesion  for  which  the  operation  was 
originally  performed,  or  it  may  develop  in  theoret- 


ically clean  wounds  due  to  some  break  in  technic 
or  unfortunate  accident.  A few  years  ago  it  was 
often  stated  that,  after  an  operation  for  ruptured 
appendix,  the  patient  was  fortunate  to  get  well 
with  only  an  incisional  hernia.  This  philosophy 
has  obviously  changed  with  timely  intervention 
and  the  use  of  antibiotics. 

The  use  of  drains  in  an  abdominal  wound  is 
closely  related  to  the  problem  of  infection. 
Wounds  are  usually  drained  because  of  the  pres- 
ence or  dread  of  infection.  If  drains  are  employed 
in  clean  wounds,  they  predispose  to  secondary 
infection.  They  also  prevent  edge-to-edge  appo- 
sition of  anatomic  layers  of  the  abdominal  wall 
which  leads  to  interposed  scar  tissue  and  later 
weakness  of  the  wound.  For  this  reason,  where 
drains  are  used,  they  should  be  brought  out 
through  a stab  wound  lateral  to  the  incision. 
When  a drain  is  brought  out  through  the  incision 
a small  piece  of  protruding  omentum  may  be  the 
beginning  of  a hernia.  This  small  opening  will 
progressively  enlarge  with  each  abdominal  strain, 
and,  although  symptoms  may  not  be  noted  until 
years  later,  it  may  be  assumed  the  hernia  had  its 
origin  immediately  following  operation. 

Wound  closure  plays  an  important  role  in  the 
etiology  of  incisional  hernia.  Ideal  closure  neces- 
sitates careful  apposition  of  the  anatomic  struc- 
tures without  strangulation  of  tissue  and  with  a 
minimum  of  tension  on  the  suture  line.  It  is 
important  to  weigli  the  tensile  strength  of  the 
suture  material  selected  against  the  greatest 
stress  and  strain  which  will  be  applied  to  the 
suture  line.  We  feel  the  best  results  are  obtained 
when  nonabsorbable  suture  material  is  used  to 
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close  the  abdomen.  However,  it  is  to  be  remem- 
bered that  no  amount  of  suturing  will  act  as  a 
substitute  for  good  surgical  judgment  and  technic. 

Predisposing  factors,  such  as  pernicious  anemia, 
diabetes,  diseases  of  the  biliary  tract,  chronic  pul- 
monary disease,  malignancy,  and  inanition,  play  a 
major  role  in  the  development  of  incisional  hernia 
as  they  prolong  convalescence  to  surgery  and  de- 
lay wound  healing.  In  the  debilitated  and  obese 
individuals  who  require  surgery  we  have  been 
using  wire  suture  material  since  1937.  This  has 
been  attended  by  a decrease  in  the  incidence  of 
incisional  hernia.  Uncontrolled  coughing,  sneez- 
ing, straining,  distention,  and  vomiting  in  the 
early  postoperative  period  are  factors  which  pre- 
dispose to  hernia  formation. 

Proper  prophylaxis  will  prevent  the  formation 
of  the  majority  of  postoperative  hernias.  With 
the  present  extensive  use  of  antibiotics,  the  inci- 
dence of  wound  infection  and  respiratory  infection 
has  been  greatly  diminished;  the  use  of  the 
Wangensteen  suction  for  distention  and  vomiting 
diminishes  the  amount  of  stress  on  the  suture  line. 
These,  combined  with  careful  hemostasis,  the 
proper  selection  of  suture  material,  and  properly 
placed  drainage  sites,  diminish  the  incidence  of 
incisional  hernia.  The  careful  training  of  the 
resident  in  opening  and  closing  the  abdomen  is  a 
worth-while  prophylactic  measure. 

The  treatment  of  a patient  with  incisional  her- 
nia should  be  divided  into  three  stages:  the  pre- 
operative, operative,  and  postoperative.  The 
sequence  of  events  which  led  to  the  development 
of  the  hernia  should  be  carefully  evaluated.  Pre- 
disposing factors,  such  as  chronic  cough,  urinary 
obstruction,  obstipation,  and  malnutrition,  should 
be  corrected,  if  possible,  prior  to  surgery.  If  a 
massive  ventral  hernia  is  present,  it  is  time  well 
spent  to  have  the  patient  wear  an  abdominal  sup- 
port which  will  reduce  the  hernial  contents  for  a 
few  days  before  surgery.  In  the  obese  patient 
attention  is  paid  to  caloric  intake  in  the  preopera- 
tive period,  the  patient  being  placed  on  a reducing 
diet  for  varying  periods  prior  to  surgery. 

In  the  operative  treatment  of  incisional  hernia 
we  have  not  been  impressed  with  the  necessity  of 
changing  our  original  technic.  Careful  attention 
is  paid  to  details  by  the  entire  operating  team  to 
avoid  any  chance  of  postoperative  infection.  The 
old  scar  is  completely  excised,  including  the  skin 
and  scar  about  the  defect  in  the  abdominal  wall. 
The  peritoneum  is  opened,  and  the  redundant  por- 
tion is  excised.  We  feel  strongly  that  autogenous 
fascia  sutures  or  transplants  should  be  used  in 
addition  to  the  local  tissue  in  repairing  the  defect 
if  there  is  reasonable  doubt  of  the  success  of  a 
simple  repair.  It  is  imperative  that  some  rein- 
forcement be  employed  when  the  defect  is  large, 
or  undue  tension  will  be  placed  on  the  suture  line. 


We  feel  the  additional  support  of  autogenous 
fascia  is  particularly  valuable  in  the  repair  of 
hernias  of  the  upper  recti.  It  is  to  be  stressed 
that  fascia  is  not  used  for  the  apposition  suture 
but  as  a mattress  or  figure-of-eight  suture  which 
is  placed  1 inch  or  more  from  the  wound  edge  as 
an  additional  support  for  the  repair.  The  ana- 
tomic structures  are  carefully  approximated  with 
nonabsorbable  suture  material,  after  which  the 
previously  placed  fascial  strips  are  fixed  with  fine 
interrupted  sutures  so  as  to  relieve  tension  on  the 
suture  line.  The  fascial  strips  are  used  in  the 
same  manner  when  a fascial  transplant  is  also 
applied.  The  transplant  is  fixed  in  place  with 
interrupted  nonabsorbable  suture  material. 

McArthur  was  the  first  to  recommend  the  use 
of  fascia  in  the  repair  of  inguinal  hernias.1 
Kerschner  in  1909  made  a study  of  the  transplan- 
tation of  free  fascial  grafts.  In  1924,  Gallie  and 
Le  Mesurier  made  a series  of  experimental  studies 
on  the  behavior  of  transplanted  fascia.2  They 
found  that  the  fascia  became  surrounded  by  a 
delicate  vascular  membrane  which  nourished  the 
fascial  graft.  Singleton  reported  on  129  cases  of 
ventral  hernia  in  1945  and  concluded  that  the 
incidence  of  recurrence  was  greatly  reduced  by 
the  use  of  autogenous  fascia.3  His  recurrence 
rate  in  this  series  was  18  per  cent.  In  1934, 
Branch  reported  on  240  patients  who  were  oper- 
ated on  at  the  Peter  Bent  Brigham  Hospital  for 
incisional  hernia  during  the  nineteen-year  period 
between  1913  and  1932. 4 There  was  a post- 
operative mortality  of  1.33  per  cent  and  a recur- 
rence rate  of  19.6  per  cent  in  the  204  cases  that 
were  followed. 

Material 

During  the  sixteen-year  period  between  1932 
and  1948,  181  postoperative  incisional  hernias 
have  been  done  by  or  under  the  supervision  of  the 
senior  author.  There  was  no  mortality  in  this 
series.  A follow-up  was  done  on  120  of  these 
patients,  or  66.3  per  cent.  Fifteen  per  cent  of  all 
hernias  repaired  were  recurrent,  having  had  one  to 
three  previous  repairs.  There  were  eight  recur- 
rences in  the  120  patients  that  were  followed. 
This  was  a recurrence  rate  of  6.6  per  cent.  The 
patients  were  followed  from  one  to  seven  years. 
It  is  of  interest  to  note  that  22.1  per  cent  of  all 
hernias  repaired  occurred  through  McBurney 
incisions.  It  seems  to  be  the  consensus  that  few 
incisional  hernias  occur  through  McBurney  inci- 
sions. No  serious  complications  were  noted  in 
our  series  of  patients.  There  were  four  wound 
infections,  three  subcutaneous  hematomas,  and 
one  case  of  thrombophlebitis. 

The  age  incidence  is  shown  in  Table  I.  The 
greatest  number  of  hernias  was  done  o»  patients 
between  forty  and  fifty  years  of  age.  This  repre- 
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TABLE  I. — Age  Incidence 


Age 

Number  of  Cases 

10  to  20  years 

4 

20  to  30  years 

27 

30  to  40  years 

38 

40  to  50  years 

76 

50  to  60  years 

29 

60  to  70  years 

7 

Total 

181 

TABLE  III. — Location  of  Hernia 


Location  of  Hernia 

Number 

Recurrence 

Upper  rectus 

54 

3 

Lower  rectus 

51 

1 

High  midline 

20 

1 

Low  raidline 

16 

3 

McBurney 

40 

0 

Total 

181 

8 

sents  the  age  group  of  patients  in  Marine  Hos- 
pitals on  whom  the  greatest  number  of  operative 
procedures  are  carried  out. 

Table  II  shows  the  type  of  repair  material  used 
and  the  number  of  recurrences  for  each  type  in 
those  patients  on  whom  a follow-up  study  was 
done.  Fascia  lata  was  used  with  nonabsorbable 
suture  in  67  cases.  Forty-seven  of  these  patients 
were  followed  with  two  recurrences.  Silk  was 
used  in  66  repairs,  51  cases  being  followed. 
There  were  three  recurrences  in  this  group. 
Wire  sutures  were  used  for  repair  in  14  cases; 
however,  only  five  of  these  cases  were  followed 
with  two  recurrences.  Chromic  catgut  was  used 
in  34  cases;  17  cases  were  followed  with  one  recur- 
rence. These  figures,  we  believe,  are  not  an  index 
of  the  efficacy  of  the  type  of  repair  material,  as 
fascia  and  wire  were  used  on  patients  who  had 
the  most  difficult  hernias  to  repair  or  hernias  in 
the  upper  abdomen  with  large  defects,  whereas 
catgut  was  used  primarily  on  lower  midline  or 
McBurney  defects. 


TABLE  II. — Type  of  Repair 


Type  of  Repair 

Number 

Follow-up 

Recurrences 

Fascia 

67 

47 

2 

Silk 

66 

51 

3 

Wire 

14 

5 

2 

Chromic 

34 

17 

1 

Total 

181 

120 

8 

Table  IV  represents  the  follow-up  period  for 
the  120  patients. 


TABLE  IV. — Follow-up 


Follow-up  Period 
in  Years 

Number 

1 

29 

2 

35 

3 

18 

4 

24 

5 

11 

6 

2 

7 

1 

Total 

120 

Summary 

The  incidence  of  postoperative  incisional  hernia 
can  be  substantially  reduced  by  careful  hemosta- 
sis, attention  to  operative  details,  stab  wound 
drainage,  and  the  avoiding  of  pulmonary  com- 
plications by  the  use  of  antibiotics  and  early 
ambulation. 

In  this  series  of  181  cases  of  incisional  hernia, 

120  cases  were  followed  from  one  to  seven  years 
with  no  mortality  and  a recurrence  rate  of  6.6  per 
cent. 

The  use  of  autogenous  fascial  strips  to  relieve 
tension  on  the  suture  line  and  fascial  transplants 
is  strongly  recommended  on  hernias  of  the  upper 
recti  or  large  defects  in  any  location  where  the  ( 
success  of  a simple  repair  is  questionable. 


Table  III  indicates  the  location  of  the  incisional 
hernia.  The  greater  number  were  found  in  the 
upper  recti.  As  previously  mentioned,  40  hernias 
occurred  through  McBurney  incisions. 
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Case  Reports 


MYOCARDIAL  INFARCTION  DEVELOPING  DURING  DESOXYCOR- 
TICOSTERONE  THERAPY  FOR  ARTHRITIS 

Jacob  J.  Silverman,  M.D.,  F.A.C.P.,  and  Conrad  T.  H.  Schroeder,  M.D.,  Staten  Island, 

New  York 

{From  the  Medical  Service  of  the  Staten  Island  Hospital) 


pOLLOWING  the  successful  introduction  of  corti- 

sone  and  pituitary  adrenocorticotropic  hormone 
(ACTH),  it  was  anticipated  that  attempts  would 
soon  be  made  to  substitute  other  hormones  chemi- 
cally related,  more  easily  available,  and  less  expen- 
sive. Desoxycorticosterone  acetate  is  a steroid 
isolated  from  the  adrenal  cortex  and  is  commercially 
available.  A number  of  reports  have  recently  ap- 
peared advocating  the  use  of  desoxycorticosterone 
acetate  combined  with  large  doses  of  ascorbic  acid 
for  the  treatment  of  arthritis,  and  in  many  instances 
encouraging  therapeutic  responses  have  been  ob- 
served.1,2 In  the  enthusiasm  to  match  the  results  of 
cortisone  and  ACTH  it  is  well  to  remember,  how- 
ever, that  desoxycorticosterone  acetate  is  a potent 
drug  capable  of  producing  widespread  changes, 
particularly  in  the  electrolytes  and  cardiovascular 
system.  We  recently  encountered  a patient  with  a 
disabling  type  of  arthritis  who  developed  a myo- 
cardial infarction  while  undergoing  treatment  with 
desoxycorticosterone  acetate  combined  with  ascorbic 
acid. 

Case  Report 

A sixty-year-old,  white,  married  woman  was  well 
until  June,  1949,  when  she  first  noted  pain,  swelling, 
and  coldness  in  her  left  upper  extremity.  The 
symptoms  progressed,  and  in  a few  months  she  com- 
plained of  pain,  coldness,  and  tingling  of  both  hands, 
occurring  chiefly  at  night.  In  addition,  there  were 
pains  in  both  shoulders,  along  the  cervical  portion  of 
the  spine,  and  in  both  knees.  She  denied  shortness 
of  breath,  and  there  was  no  particular  aggravation 
of  symptoms  after  exercise.  She  was  a mild  dia- 
betic controlled  by  dietary  means.  She  was  admit- 
ted to  the  Staten  Island  Hospital  in  February,  1950, 
where  she  remained  one  week. 

The  important  findings  at  that  time  were  limited 
to  the  skeletal  system.  Lateral  flexion  of  the  neck 
was  impaired.  There  was  slight  uniform  swelling  of 
the  fingers  of  both  hands.  There  were  no  abnormal 
circulatory  changes  in  the  extremities.  Roentgeno- 
logic studies  of  the  spine  and  shoulders  disclosed 
evidence  of  atrophy  and  production  interpreted  as 
indicating  marked  osteoarthritis.  A teleoroent- 
genogram  of  the  chest  disclosed  a normal  sized  heart. 
The  blood  pressure  measured  140/75.  The  erythro- 
cytic sedimentation  test  was  12  mm.  in  one  hour 
(normal  less  than  10);  the  fasting  blood  sugar  was 
102  mg.  per  100  cc.;  the  blood  nonprotein  nitrogen 


29  mg.  per  100  cc.,  and  the  blood  cholesterol  240  mg. 
per  100  cc.  A basal  metabolism  determination  was 
minus  7 per  cent.  A urinalysis  and  blood  count 
were  normal.  An  electrocardiographic  study  was 
also  normal.  She  was  seen  by  the  orthopedist  who 
concurred  in  the  diagnosis  of  arthritis  and  recom- 
mended traction  and  supraclavicular  nerve  block. 
Both  recommendations  were  followed,  and  some 
relief  was  obtained. 

Following  discharge  from  the  hospital  her  symp- 
toms recurred  with  greater  intensity.  Analgesics, 
sedatives,  and  applications  of  heat  gave  only  tem- 
porary relief.  The  patient  appeared  discouraged. 
She  was  admitted  to  Saint  Vincent’s  Hospital  on 
April  28,  1950,  for  hormone  therapy  consisting  of 
desoxycorticosterone  acetate  combined  with  ascor- 
bic acid.  She  received  5 mg.  of  desoxycorticosterone 
acetate  intramuscularly,  followed  immediately  by  an 
intravenous  injection  of  1 Gm.  of  sodium  ascorbate. 
She  stated  that  there  was  definite  improvement 
following  the  first  treatment.  This  schedule  was 
continued  daily  for  seven  consecutive  days  with 
progressive  clinical  improvement.  She  received  a 
total  of  35  mg.  of  desoxycorticosterone  acetate  dur- 
ing this  time.  On  the  eighth  hospital  day,  while 
resting  comfortably  in  bed,  she  was  suddenly  seized 
with  severe  substernal  distress  and  quickly  went  into 
shock.  Her  extremities  became  cold  and  clammy, 
and  the  blood  pressure  dropped  to  90/50.  A!n 
electrocardiogram  at  this  time  disclosed  T wave 
changes  in  leads  II,  III,  and  AVF  (Fig.  1).  The 
next  day  her  temperature  rose  to  101  F.  (rectal). 
Therapy  consisted  of  morphine  sulfate  for  pain, 
papaverine  hydrochloride  as  an  antispasmodic,  and 
oxygen  by  mask  for  dyspnea  and  cyanosis.  Fre- 
quent electrocardiograms  were  taken,  and  progres- 
sive changes  in  the  T waves  in  leads  II,  III,  and 
AVF  were  observed.  The  precordial  study  re- 
mained normal.  The  erythrocytic  sedimentation 
test  was  38  mm.  in  one  hour  two  days  after  her  heart 
attack  and  gradually  subsided  to  normal  level  during 
the  next  three  weeks.  Her  course  for  the  first  ten 
days  after  the  onset  of  her  heart  attack  was  charac- 
terized by  frequent  bouts  of  orthopnea  relieved  by 
Mercuhydrin  and  aminophyllin.  Digitalis  was  not 
prescribed.  She  was  discharged  from  the  hospital 
on  June  4,  1950,  free  of  joint  pains  and  without  any 
cardiorespiratory  symptoms. 

Comment 

The  mechanism  of  action  of  desoxycorticosterone 
acetate  has  been  subject  to  a great  deal  of  study.  It 
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AVF 


A B C 

February  20,  1950  May  6,  1950  June  2,  1950 

Fig.  1.  (A)  Electrocardiogram  dated  February- 

20,  1950,  was  taken  before  admission  to  hospital. 

(B)  Electrocardiogram  dated  May  6,  1950,  was 
taken  after  institution  of  desoxycorticosterone 
therapy. 

(C)  Electrocardiogram  dated  June  2,  1950,  is 
a follow-up  study  demonstrating  progressive  changes 
in  the  T wave. 


is  not  clear  how  it  acts  in  alleviating  arthritis.  In 
Addison’s  disease  it  leads  to  an  excretion  of  potas- 
sium and  a retention  of  sodium.3’4  With  an  over- 
dosage of  desoxycorticosterone  acetate,  edema,  in- 
creased plasma  volume,  hypertension,  and  conges- 
tive circulatory  failure  have  been  observed.  In 
experimental  animals  desoxycorticosterone  acetate 
is  capable  of  producing  widespread  damage  to  the 
heart  and  kidneys.6-7  Goodof  and  MacBryde  were 
able  to  demonstrate  foci  of  necrosis  in  the  myocar- 
dium of  a patient  suffering  from  Addison’s  disease 
treated  with  desoxycorticosterone  acetate.8 

Cardiac  failure  is  one  of  the  chief  hazards  when 
desoxycorticosterone  acetate  is  prescribed,  and 
attempts  have  been  made  to  use  the  degree  of  car- 
diac enlargement  as  a guide  to  the  dosage  of  desoxy- 
corticosterone acetate.9’10  Patients  with  low  car- 
diac reserve  are  more  likely  to  react  unfavorably  to 
small  doses  of  desoxycorticosterone  acetate.  Kling 
recently  observed  14  patients  with  rheumatoid 
arthritis  who  were  given  small  doses  of  desoxycorti- 
costerone acetate.11  Hypertension  was  observed  in 
two  patients,  one  complicated  by  heart  failure.  In 


addition,  one  patient  showed  pronounced  muscular 
weakness  and  soreness  because  of  low  potassium 
level. 

Desoxycorticosterone  acetate  therapy  for  rheuma- 
toid arthritis  is  not  a simple  procedure  and  carries 
with  it  some  risk.  It  should  be  pointed  out,  how- 
ever, that  without  controlled  studies  the  develop- 
ment of  a myocardial  infarction  in  a patient  under- 
going desoxycorticosterone  therapy  for  arthritis  is 
not  positive  proof  that  the  two  events  are  neces- 
sarily related.  Myocardial  infarction  is  such  a fre- 
quent condition  that  it  is  entirely  possible  that  this 
complication  in  our  patient  may  have  been  coinci- 
dental and  unrelated  to  the  therapy.  Unfortunately 
careful  water  balance,  blood  volume,  and  electrolyte 
determinations  were  not  performed.  Nevertheless, 
the  patient  was  carefully  examined  prior  to  therapy 
and  was  found  to  be  free  of  organic  heart  disease. 
An  electrocardiogram  taken  before  admission  to  the 
hospital  was  perfectly  normal.  Serial  changes  were 
observed  in  the  electrocardiogram  while  the  patient 
was  receiving  desoxycorticosterone  acetate.  We 
believe  that  the  striking  coincidence  of  a myocardial 
infarction  developing  in  our  patient  during  desoxy- 
corticosterone acetate  therapy  is  of  sufficient  clinical 
and  experimental  interest  to  alert  others  to  the  pos- 
sible hazards  of  this  therapy. 


Summary 

A myocardial  infarction  developing  in  a patient 
undergoing  desoxycorticosterone  acetate  treatment 
for  arthritis  is  reported. 

Patients  exposed  to  this  therapy  should  be  care- 
fully evaluated  and  followed  from  a cardiovascular 
standpoint. 
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PRIMARY  ADENOCARCINOMA  OF  THE  FALLOPIAN  TUBE 

Thomas  C.  Case,  M.D.,  New  York  City 
( From  the  St.  Vincent's  Hospital) 


A REVIEW  of  the  literature  impresses  one  with 
the  rarity  of  adenocarcinoma  of  the  Fallopian 
tube.  Therefore,  the  surgeon  and  pathologist  see 
these  cases  so  infrequently  that  an  accurate  diag- 
nosis at  the  operating  table  is  almost  never  made, 
and  even  the  diagnosis  in  the  pathologic  laboratory 
is  often  difficult  and  could  very  easily  be  overlooked 
if  numerous  sections  of  suspected  tissue  were  not 
examined. 

Of  particular  interest  in  this  case  was  the  fact  that 
the  large  neoplasm  of  the  right  tube  extended  well 
into  the  right  broad  ligament  and  was  so  com- 
pletely fixed  in  that  position  that  it  was  believed  to 
be  a large  intraligamentous  ovarian  cyst.  Further- 
more, the  neoplasm  practically  completely  occupied 
the  pelvic  outlet  displacing  the  right  iliac  vessels  far 
over  to  the  right,  and  the  fibroid  uterus  with  the  left 
tube  and  ovary  were  displaced  upward  and  toward 
the  left  iliac  crest.  The  right  ureter  was  only  partly 
displaced  to  the  right.  There  were  no  urinary  dis- 
turbances nor  any  symptoms  referable  to  the  inter- 
ference with  the  circulation  of  the  right  iliac  vessels. 


Case  Report 

E.  B.,  a white  woman  aged  forty-nine  years,  was 
I admitted  to  St.  Vincent’s  Hospital  on  August  8, 
i 1950,  because  of  the  presence  of  a large  tumor  mass 
in  the  lower  abdomen,  weakness,  and  constipation. 

Appendectomy  had  been  performed  in  1920,  and 
I there  was  also  a history  of  tubercular  diverticulitis  in 
| 1920.  There  was  no  history  of  pregnancy. 

One  year  prior  to  admission  the  patient  had  con- 
!;  suited  me  because  of  metrorrhagia,  and  at  that  time 
j I found  on  pelvic  examination  a multinodular,  small 
fibroid  uterus.  There  were  no  masses  palpable  in 
) either  adnexal  region. 

The  menstrual  periods  became  normal  again  until 
June,  1950,  at  which  time  there  was  excessive  vaginal 
bleeding  for  seventeen  days  without  any  particular 
discomfort.  At  this  time  she  complained  of  rapid 
swelling  of  the  abdomen. 

There  were  no  other  symptoms  except  for  the  feel- 
ing of  weakness  and  constipation.  The  genito- 
urinary history  was  negative,  and  there  were  no  signs 
or  symptoms  referable  to  circulatory  disturbances  of 
the  right  lower  extremity.  There  was  no  loss  of 
weight. 

Physical  examination  revealed  a well-developed 
and  well-nourished  patient,  essentially  negative 
except  for  the  findings  in  the  lower  abdomen  and 
pelvis.  Palpation  of  the  abdomen  revealed  the  pres- 
ence of  a large,  smooth,  cystic  mass  oceupving  the 
greater  part  of  the  right  side  of  the  pelvis  and  extend- 
ing over  toward  the  left.  Pelvic  examination  re- 
vealed a nulliparous  introitus.  Bimanual  pelvic 
palpation  revealed  a large  firm,  fixed,  cystic  mass 
which  occupied  the  greater  part  of  the  pelvic  outlet. 
The  fixation  appeared  to  be  in  the  right  pelvis.  The 
uterus  was  displaced  to  the  left  and  was  defined  with 
difficulty.  Numerous  small  fibroids  were  palpable 
on  the  superior  surface.  Speculum  examination  of 
the  cervix  was  difficult;  however,  it  appeared  to  be 
normal  to  palpation. 


Fig.  1.  Diagram  showing  intraligamentous  tu- 
mor in  right  pelvis  displacing  the  uterus  and  vagina 
to  the  left:  U — uterus  with  fibroid;  T — tumor  of 
right  tube;  P.F. — compressed  pelvic  floor. 


All  laboratory  examinations  were  essentially  nega- 
tive. 

Operation  was  performed  under  general  anesthesia 
on  August  9,  1950,  through  a suprapubic  midline 
incision.  Palpation  of  the  upper  abdomen  was 
negative.  A large  smooth  cystic  mass,  measuring 
about  8 inches  in  diameter  and  occupying  the  greater 
part  of  the  pelvis,  was  seen.  Upon  examining  the 
tumor  it  was  discovered  that  the  inferior  portion  of 
the  mass  really  originated  from  the  right  adnexa  and 
occupied  the  right  true  pelvis,  extending  over  toward 
the  left  side  and  carrying  with  it  the  fibroid  uterus 
and  left  adnexal  organs  (Fig.  1).  The  tumor  was  im- 
mobile, and  the  remnants  of  the  right  ovary  were 
barely  palpable  on  the  visible  posterior  part  of  the 
tumor.  The  peritoneal  reflections  anteriorly  and 
laterally  were  then  visualized  and  an  incision  made 
over  the  mass  close  to  these  peritoneal  reflections. 
Upon  obtaining  the  cleavage  plane  laterally  the  dis- 
placed right  iliac  vessels  were  encountered.  The 
mass  was  enucleated  with  great  difficulty  from  its 
bed,  which  constituted  the  right  levator  ani  muscle, 
and  then  a complete  supracervical  hysterectomy  was 
performed,  removing  the  tumor  mass,  the  fibroid 
uterus,  and  the  left  tube  and  ovary  in  toto.  Both 
ureters  were  identified  and  traced  down  to  the  blad- 
der and  found  to  be  intact.  Further  inspection  of 
the  tumor  cavity  and  pelvis  revealed  that  the  pelvic 
colon,  bladder,  and  vagina  were  uninjured.  How- 
ever, at  one  point  it  appeared  as  though  the  right 
musculofascial  floor  of  the  pelvis  had  been  invaded 
by  the  neoplastic  process. 

The  pelvic  peritoneum  was  closed,  covering  all  raw 
surfaces  after  a rubber  drain  had  been  inserted  into 
the  dead  space  in  the  right  pelvis.  Bleeding  surfaces 
were  controlled  with  Gelfoam.  The  abdomen  was 
closed  in  layers.  Convalescence  was  uneventful  ex- 
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Fig.  2.  Low  power  photomicrograph  of  papil- 
lary adenocarcinoma  of  fallopian  tube  showing  mu- 
cosal pattern. 


cept  for  some  postoperative  abdominal  distention 
which  was  controlled  without  difficulty.  The  pa- 
tient was  discharged  on  the  twelfth  postoperative 
day. 

Pathologic  Report  (Dr.  A.  Rottino). — Gross  Exam- 
ination: Specimen  is  a large,  pink-gray  piece  of 
tissue  11  by  8 by  4 cm.  At  one  end,  it  is  open,  re- 
vealing a cystic  cavity  containing  a large  amount  of 
friable  papillary  tissue.  The  rest  of  the  cavity  has  a 
smooth  white  lining.  There  are  many  other  small 
cysts  in  the  wall  containing  clear  fluid. 

Microscopic  Examination:  Numerous  sections 

were  taken  from  many  different  areas.  All  show 
essentially  the  same  appearance.  The  cystic  struc- 
ture is  lined  by  papillary  outgrowths,  covered  with 
columnar  epithelium  with  basal  nuclei.  Although 
no  ciliated  cells  are  seen,  the  appearance  of  the  lining 
cells,  and  the  interstitial  tissue  of  the  papillae  is  typi- 
cal of  that  seen  in  fallopian  tubes.  In  all  sections, 
the  walls  of  the  cysts  beneath  the  papillary  out- 
growths show  a double  layer  of  smooth  muscle,  cir- 
cular and  longitudinal.  Although  there  is  no  ana- 
plasia, in  a few  areas,  one  sees  superficial  infiltration 
of  papillary  elements  into  what  would  correspond  to 
submucosa.  Small  portions  of  ovarian  stroma  are 
attached  to  the  outer  wall  of  the  cyst.  From  the 
gross  and  microscopic  appearance,  this  appears  to 
be  a well-differentiated  adenocarcinoma  of  the  fallo- 
pian tube  arising  in  a hydrosalpinx  (Figs.  2,  3,  and 
4) 

Diagnosis:  Adenocarcinoma  of  right  fallopian 
tube  arising  in  hydrosalpinx. 


Fig.  3.  Low  power  photomicrograph  of  papil- 
lary adenocarcinoma  of  fallopian  tube  showing  the 
muscle  wall  beneath  the  tumor. 


Fig.  4.  High  power  photomicrograph  showing 
papillary  pattern  of  growth.  Lining  cells  are  well- 
differentiated. 


Comment 

Why  the  fallopian  tubes  in  their  anatomic  position 
between  the  ovary  and  uterus,  both  of  which  are  the 
frequent  site  of  neoplasia,  should  be  spared  is  difficult 
to  understand.  The  occurrence  of  intraligamentous 
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cysts  of  ovarian  origin,  while  not  frequent,  are  not 
too  common.  However,  the  nature  of  this  lesion 
was  indeed  completely  unexpected,  and  it  was  only 
after  numerous  serial  sections  of  the  suspected  area, 
which  was  believed  to  be  an  ovarian  carcinoma,  had 
bean  done  that  the  true  nature  of  the  lesion  and  its 
origin  was  established.  The  picture  was  further 
complicated  by  the  history  of  pulmonary  tuber- 
culosis because  in  the  diagnosis  of  tubal  carcinoma, 
especially  of  the  papillary  alveolar  variety,  Novak 
states  that  it  is  worth  emphasizing  that  tubal  tuber- 
culosis may  at  times  produce  a highly  adenomatous 
picture  which  can  readily  be  mistakenforcarcinoma.1 

Primary  carcinoma  of  the  tube  is  highly  malignant, 
and  only  a few  five-year  survivals  have  been  re- 
ported. It  is  hoped  that  the  neoplastic  activity  may 
still  have  been  limited  to  the  tumor  area  in  this  case, 


although  there  was  one  area  which  appeared  suspi- 
cious of  extension  of  the  disease  into  the  musculofas- 
cial  layer  of  the  pelvis.  If  the  latter  is  true,  we  can 
well  expect  lymphatic  extension  to  the  iliac  and 
lumbar  glands  in  the  near  future,  and  for  this  reason 
pelvic  x-ray  radiation  was  given  to  the  patient. 

Summary 

1.  A case  of  primary  adenocarcinoma  of  the  fal- 
lopian tube  is  presented  with  brief  comments. 

2.  The  importance  of  numerous  serial  micro- 
scopic sections  of  suspected  tissue  is  stressed  in  order 
to  establish  identity  and  true  nature  of  the  lesion. 

530  Park  Avenue 
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RECURRENT  PSEUDOMONAS  PYOCYANEUS  MENINGITIS  FOLLOWING 
A GRAM-POSITIVE  MENINGITIS 

Harold  Bedell,  M.D.,  and  Samuel  S.  Paley,  M.D.,  F.A.C.P.,  New  York  City 
(From  the  Medical  Service  of  Harlem  Hospital) 


"PSEUDOMONAS  pyocyaneus  meningitis  has  been 

described  as  a rare  and  highly  fatal  disease.1 
It  has  been  reported  following  spinal  puncture,  spinal 
anesthesia,  and  infection  of  open  head  wounds.1-6 

Ps.  pyocyaneus  was  isolated  in  1822  by  Gessard 
from  “blue  pus.”  Synonyms  are  Bacillus  pyocyan- 
eus and  Ps.  aeruginosa.  Over  30  species  of  the 
Pseudomonas  group  have  been  described  of  which 
the  pyocyaneus  is  the  only  member  pathogenic  to 
man.  It  is  a gram-negative,  rod-shaped,  motile,  and 
aerobic  organism.  It  has  been  described  as  produc- 
ing lesions  throughout  the  body,  principally  otitis 
media,  wound  infections,  and  infantile  diarrhea.7-10 
The  organism  produces  a fluorescent  yellow-green 
color  which  is  made  up  of  two  pigments:  pyocyanin, 
a blue-green  that  is  specific  and  may  be  crystallized 
as  blue  stellate  crystals,  and  fluorescent  green  which 
is  nonspecific  and  is  found  in  a number  of  organisms. 

Streptomycin  has  proved  to  be  the  drug  of  choice 
in  the  therapy  of  Ps.  pyocyaneus.11-13  Previously 
intense  sulfonamide  therapy  resulted  in  the  recovery 
of  several  cases  of  Ps.  pyocyaneus  meningitis.4 

Case  Report 

M.  W.,  a twenty-nine-year-old  Negro  woman,  was 
admitted  to  the  ward  of  City  Hospital,  Welfare 
Island,  New  York,  February  21,  1950.  She  gave  a 
history  of  lower  abdominal  pain  of  two  days  duration 
with  profuse  vaginal  bleeding  for  one  day.  Her  last 
menstrual  period  occurred  December  5,  1949.  De- 
spite rest  and  sedation,  the  patient  aborted  on  Febru- 
ary 22,  1950.  After  another  two-day  interval,  she 
passed  foul-smelling  placental  tissue.  On  February 
26,  1950,  she  developed  nuchal  rigidity  and  pain  on 
spinal  flexion.  A lumbar  puncture  revealed  cloudy 


fluid  under  increased  pressure.  The  cell  count  was 
3,190  polymorphonuclear  leukocytes.  Smear  of  the 
spinal  fluid  revealed  a gram-positive  coccus.  The 
therapy  consisted  of  1,000,000  units  of  penicillin  and 
1 Gm.  of  sulfadiazine  every  four  hours.  Patient 
became  asymptomatic  and  was  discharged  after  three 
weeks  hospitalization  with  the  final  diagnosis:  (1) 
incomplete  abortion  and  (2)  pneumococcus  menin- 
gitis. 

Second  Admission  (Harlem  Hospital,  March  16, 
1950). — Patient  was  home  for  three  days  when  she 
developed  symptoms  of  headache,  chill,  and  stiffness 
of  the  neck.  She  was  referred  to  the  hospital  by  her 
private  physician  with  a tentative  diagnosis  of 
meningitis.  Routine  tests  at  the  time  were  essen- 
tially negative.  Spinal  fluid  on  March  16,  1950,  re- 
vealed many  pus  cells  but  no  organisms  on  smear. 
Culture  of  that  specimen  was  reported  by  the  bac- 
teriologist as  positive  for  Ps.  aeruginosa.  However, 
this  was  considered  a contamination  at  that  time. 
Therapy  was  8,000,000  units  of  penicillin  daily  for 
five  days  which  was  reduced  to  600,000  units  daily 
for  an  additional  four  days.  One  gram  of  sulfadia- 
zine was  also  given  every  four  hours.  The  tempera- 
ture was  reduced  to  normal  by  March  18,  1950. 
She  was  discharged  with  a final  diagnosis  of  acute 
meningitis,  organism  unknown,  on  March  27,  1950. 

'Third  Admission  (Harlem  Hospital,  April  13, 
1950). — During  the  two- week  period  at  home,  the 
patient  displayed  a mild  frontal  headache  and  re- 
mained in  bed  most  of  the  time.  She  was  seen  in  the 
clinic  on  one  occasion  on  April  11, 1950,  where  neuro- 
logic examination  was  negative.  It  was  believed 
that  her  symptoms  were  a postmeningitis  cephalgia. 
The  evening  prior  to  admission,  the  patient  de- 
veloped a severe  throbbing  headache.  She  dis- 


1432  BEDELL  AND  PA  LEY  [N.  Y.  State  J.  M 


played  a temperature  of  103.4  F.  with  slight  nuchal 
rigidity  on  admission.  Spinal  fluid  on  April  13, 
1950,  was  130  cm.  water  pressure  and  was  mildly 
cloudy.  The  smear  revealed  many  pus  cells  but  no 
organisms.  No  growth  was  obtained  on  culture. 
On  April  14,  1950,  petechiae  were  seen  on  the  second 
finger  of  both  left  and  right  hands.  Blood  culture 
was  negative  on  April  17,  1950.  On  April  20,  1950, 
during  ward  rounds,  it  was  observed  that  the  speci- 
men of  spinal  fluid  taken  on  admission  had  assumed 
a green  color.  Therapy  was  20,000  units  of  aqueous 
penicillin  intrathecally  and  also  1,000,000  units  of 
penicillin  every  three  hours  the  first  six  days  which 
was  reduced  to  1,000,000  units  daily  for  a period  of 
two  weeks.  In  addition,  1 Gm.  of  sulfadiazine  was 
given  daily  for  a period  of  twenty-five  days.  The 
patient  was  discharged  on  May  8,  1950,  with  the 
diagnosis  of  acute  meningitis,  organism  unknown. 

Fourth  Admission  ( Willard  Parker  Hospital,  May 
12,  1950). — The  patient  remained  well  until  the 
morning  of  admission  and  then  developed  a recur- 
rence of  cephalgia,  and  she  was  referred  by  her  pri- 
vate physician  to  the  above  hospital.  Shortly  after 
admission  she  developed  evidence  of  meningitis. 
The  initial  spinal  fluid  examination  was  positive,  and 
all  cultures  consistently  were  positive  for  B.  pyo- 
cyaneus.  In  addition,  the  initial  spinal  fluid  showed 
a positive  Pandy  test,  260  cells  per  cu.  mm.,  mostly 
polymorphonuclear,  blood  sugar  37  mg.  per  cent. 
The  latter  decreased  on  subsequent  spinal  fluid 
examinations  to  10  mg.  per  cent  and  eventually  in- 
creased to  58  mg.  per  cent  by  the  time  of  discharge. 
Therapeutically  she  had  a seven-day  intensive  trial 
of  aureomycin  both  intravenously  and  orally  with 
unsatisfactory  results.  Therapy  was  then  changed 
to  streptomycin  and  sulfonamides  which  resulted  in 
an  apparently  good  response.  The  patient  was  dis- 
charged on  June  28,  1950. 

Follow-up. — On  August  1,  1950,  the  patient  was 
seen  at  Harlem  Hospital  clinic  complaining  of  pain 
radiating  down  the  left  leg.  On  August  29,  1950, 
two  months  after  final  discharge,  she  complained  of 
occasional  cephalgia  which  is  relieved  by  acetyl- 
salicylic  acid. 

Comment 

This  patient  had  a series  of  four  admissions  to 
three  different  institutions  for  recurring  meningitis. 
The  first  admission  presented  evidence  of  gram- 
positive cocci  which  responded  to  intensive  penicillin 
therapy.  On  second  admission  the  Ps.  aeruginosa 
organism  was  cultured  from  the  spinal  fluid  which 
the  bacteriologist  interpreted  as  a contaminant.  On 
third  admission,  culture  and  smear  of  the  spinal 
fluid  were  negative.  However,  the  spinal  fluid  kept 


at  the  bedside  was  observed  to  yield  a greenish  cole  ' 
within  a week,  rousing  suspicion  of  pyocyaneus  ir.  - 
fection.  On  fourth  admission  at  the  Willard  Parke 
Hospital,  spinal  fluid  yielded  consistently  positiv 
cultures  for  Ps.  pyocyaneus. 

In  view  of  the  fact  that  a gram-positive  organisr 
was  found  at  the  first  admission  and  that  the  Pf 
pyocyaneus  organism  is  frequently  introduced  b 
lumbar  puncture,  it  would  be  logical  to  assume  tha 
pyocyaneus  infection  followed  the  initial  spinal  punc 
tures.  On  re-evaluation  of  clinical  records,  it  is  evi 
dent  that  the  pyocyaneus  organism  was  present  o 
the  second  admission  to  Harlem  Hospital.  Inten 
sive  penicillin  therapy  did  not  eradicate  the  organisr 
as  it  is  penicillin  resistant.  Sulfadiazine  used  cod 
comitantly  may  have  been  the  factor  causing  tempo 
rary  subsidence  of  symptoms.  The  combined  use  c 
streptomycin  and  sulfonamides  during  the  fourt' 
hospital  admission  may  have  been  instrumental  i 
the  complete  recovery.  The  patient  has  been  unde 
observation  at  Harlem  Hospital  Clinic  for  the  tw 
months  since  discharge.  She  has  been  asymptomati 
with  the  exception  of  a few  minor  complaints. 

Summary 

A case  of  recurrent  Ps.  pyocyaneus  is  reported  oc 
curring  after  treatment  of  a gram-positive  coccu 
meningitis.  Infection  with  this  organism  probabl; 
took  place  following  spinal  tap.  Complete  cur 
apparently  resulted  from  combined  streptomycin 
and  sulfonamide  therapy.  Earlier  therapy  wit! 
penicillin  and  sulfonamides  produced  only  temporar 
remissions. 
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SEVERE  REACTION  TO  INTRAMUSCULAR  INJECTION  OF  LIVER  EXTRACT 
Daniel  A.  McAteer,  Jr.,  M.D.,  Brooklyn,  New  York 
" ( From  the  Coney  Island  Hospital) 


3 'THE  relatively  mild  and  infrequent  reaction  fol- 
r.  x lowing  the  intramuscular  injection  of  liver  extract 
i may  lead  the  physician  to  overlook  the  possibility  of 
A sudden  severe  and  alarming  systemic  response, 
li  Recently,  Jacobson  pointed  out  that  sensitivity  to 

liver  is  seldom  demonstrated  by  symptoms  of  bron- 
» chial  asthma  or  peripheral  vascular  collapse  and 
; ' that  the  more  common  reactions,  such  as  nausea, 
generalized  itching,  urticaria,  or  facial  edema,  may 

4 usually  be  aborted  or  diminished  in  intensity  if  the 
1 1 patient  is  given  an  antihistaminic  drug  by  mouth 
•j:  from  one-half  to  one  hour  before  injecting  liver.1 
i This  case  of  sudden  severe  reaction  is  presented  to 

i emphasize  the  importance  of  having  therapeutic 
material  available  for  immediate  treatment  and  to 
stress  the  advisability  of  keeping  the  patient  under 
observation  for  fifteen  to  thirty  minutes  after  an  in- 
jection of  liver  extract. 

« Case  Report 

i The  patient,  a seventy-four-year-old  white  male, 
was  first  seen  on  July  12,  1949.  He  complained  of 
progressive  general  weakness,  lassitude,  easy  fatigue, 
i anorexia,  and  dyspnea  on  exertion.  The  symptoms 
had  been  present  for  approximately  one  year. 
Pertinent  physical  findings  and  laboratory  data 
* were  as  follows: 

1.  Arteriosclerotic  changes  in  retinal  and  periph- 
1 eral  arteries,  cardiac  dilatation,  and  a loud  systolic 
murmur  over  the  entire  precordium. 

2.  Signs  of  osteoarthritis  in  joints  of  knees  and 

fingers. 

3.  Hemoglobin  of  6.5  Gm.  (Sahli),  red  blood 
cells  1,870,000  per  cu.  mm.,  white  blood  cells  4,400 
er  cu.  mm.  with  a normal  differential  count, 
mear  stained  with  Wright’s  stain  showed  macro- 
cytic red  blood  cells  with  anisocytosis  and  poikilo- 
cytosis. 

4.  An  achlorhydria  was  found  by  gastric  analysis. 
A diagnosis  of  hypertrophic  osteoarthritis,  arterio- 
sclerotic heart  disease,  and  primary  pernicious 
anemia  was  made,  and  the  patient  was  placed  on  a 
regime  of  daily  intramuscular  injections  of  15  units 
of  liver  extract. 

The  blood  count  rapidly  returned  to  normal,  and 
the  patient  experienced  a vast  symptomatic  im- 
provement. By  November  8,  1949,  he  had  re- 
ceived 40  liver  injections  without  any  reactions. 

Following  the  injection  on  November  8,  and  while 
enroute  to  his  home,  he  experienced  a disagreeable 
dryness  of  his  mouth,  a feeling  of  heat  and  swelling 
of  his  face,  and  a fairly  marked  dyspnea  which  he 
later  described  as  “able  to  breath  in,  but  not  out.” 
When  he  arrived  home,  a walk  of  less  than  a quarter 
of  a mile,  his  wife  noticed  that  he  was  dyspneic, 
flushed,  and  mentally  confused.  He  had  an  urgent 
desire  to  move  his  bowels  and  soiled  himself  a bit 
before  reaching  the  lavatory  where  he  had  a copious 
bowel  evacuation.  He  then  went  to  bed,  and  all 
symptoms  soon  disappeared. 

Although  there  was  some  question  whether  the 
symptoms  were  due  entirely  to  liver  sensitivity, 
he  was  advised  that  vitamin  Bi2  would  be  substi- 
tuted for  liver  in  the  future.  For  economic  reasons, 


he  decided  to  obtain  his  own  supply  of  the  Bi2 
from  a relative. 

On  December  6,  he  arrived  for  his  scheduled  in- 
jection but  had  neglected  to  procure  the  Bi2.  Be- 
cause I had  none  at  hand,  I decided  to  give  him 
100  mg.  of  an  antihistaminic  drug  orally  and  after  a 
one-hour  interval  to  administer  his  usual  dose  of 
liver  once  again.  As  a further  precaution,  a syringe 
was  filled  with  2 cc.  of  1:1,000  epinephrine  hydro- 
chloride. 

Within  ten  seconds  after  injection,  he  complained 
of  a dry  mouth,  his  face  became  markedly  flushed, 
and  respiration  was  rapid,  labored,  and  wheezing. 
In  less  than  it  takes  to  tell,  he  lost  consciousness, 
drooled  saliva  from  his  mouth,  was  bathed  in  a 
clammy  perspiration,  and  developed  a typical  asth- 
matic breathing  which  quickly  became  shallow  and 
faint. 

On  his  first  complaint,  he  received  1/2  cc.  of 
epinephrine  subcutaneously.  This  was  immediately 
followed  by  1/2  cc.  intramuscularly,  and  then,  almost 
as  a continuous  operation  because  of  his  rapidly 
deteriorating  condition,  he  received  l/2  cc.  intra- 
venously. 

A few  moments  after  the  intravenous  injection, 
the  respiration  improved,  the  pulse  became  stronger, 
and  he  partially  regained  consciousness  but  was 
disoriented  and  mumbled  incoherently.  At  this 
point,  a syringe  was  filled  with  5 cc.  of  Benadryl 
which  was  injected  intravenously.  In  a short  time, 
he  had  completely  recovered.  He  recalled  only 
that  “his  face  had  begun  to  swell,  he  couldn’t 
breathe,  and  must  have  fainted.” 

Comment 

Sudden  severe  reaction  to  the  injection  of  liver 
extract,  although  relatively  infrequent,  may  occur. 
A state  of  shock  may  set  in  so  rapidly  that  a physi- 
cian unprepared  to  render  immediate  treatment 
might  possibly  suffer  the  experience  of  having  the 
patient  expire  in  his  office.  In  the  above  case  the 
usual  precautions  against  inadvertent  injection  of  the 
liver  into  a blood  vessel  were  observed  before  ad- 
ministration into  the  deltoid  muscle.  Nevertheless, 
the  time  interval  between  injection  and  onset  of 
shock  was  so  short  that  treatment  delayed  while 
searching  for  epinephrine  and  filling  a syringe  could 
have  had  drastic  consequences. 

In  treating  this  type  of  reaction,  I believe  that 
epinephrine  should  be  given  intravenously  before 
available  veins  collapse.  A condition  of  shock 
occurs  so  quickly  that  it  is  doubtful  that  any  drug 
administered  subcutaneously  or  intramuscularly 
would  be  absorbed  into  the  general  circulation  in 
sufficient  time  or  quantity  to  be  effective.  In  the 
case  described,  it  was  fortunate  that  the  antecubital 
veins  were  unusually  prominent  under  normal  con- 
ditions. 

The  response  to  intravenous  epinephrine  was  rapid 
and  dramatic.  The  V2-cc.  dose  was  heroic  but 
was  given  to  a man  who  was  apparently  about  to 
expire.  Despite  the  fact  that  the  injection  was  com- 
pleted very  quickly,  within  ten  seconds,  no  signs  or 
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symptoms  of  overdosage  were  noticed  after  recovery. 

The  antihistaminic  drug  given  orally  prior  to  the 
liver  injection  had  no  apparent  effect.  The  product 
used  is  manufactured  by  one  of  the  most  prominent 
pharmaceutical  concerns. 

In  retrospect,  it  is  likely  that,  had  the  patient  been 
held  under  observation  instead  of  immediately  dis- 
missed following  the  liver  injection  on  November  8, 
the  described  initial  symptoms  would  have  been  defi- 
nitely diagnosed  as  due  to  liver  sensitivity,  and  it  is 
probable  that  the  subsequent  liver  injection  would 
not  have  been  given. 

Summary 

1.  A case  of  immediate  severe  systemic  reaction 
to  the  intramuscular  injection  of  liver  extract  is  pre- 
sented. 

2.  Previous  to  the  described  reaction,  the  pa- 
tient had  received  40  injections  of  liver  without  re- 


action. Dosage  and  product  used  were  uniform 
all  times. 

3.  A state  of  shock  occurred  so  rapidly  that  tl 
subcutaneous  or  intramuscular  injection  of  epinepl 
rine  was  not  likely  to  be  effective. 

4.  The  intravenous  administration  of  epinepl 
rine  and  Benadryl  successfully  relieved  the  svmp 
toms. 

5.  The  importance  of  keeping  a patient  unde 

observation  following  an  injection  of  liver  is  emphs  T 
sized.  1 

6.  Oral  administration  of  an  antihistaminic  dru  p 

prior  to  injection  of  liver  failed  to  prevent  the  allergi 
reaction.  jr 
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GELFOAM  AS  AN  AID  TO  GRANULATION  IN  EXTENSIVE  WOUNDS 

J.  Revitt  Oldham,  M.D.,  and  Dudley  B.  Fitz-Gerald,  M.D.,  F.A.C.S.,  Lockport,  New  York 

( From  the  Lockport  City  Hospital) 


ELFOAM  is  a sterile  gelatin  hemostatic  sponge 
now  used  frequently  to  control  capillary  oozing. 
It  performs  this  function  by  drawing  into  its  meshes 
many  times  its  weight  of  whole  blood,  thus  facilitating 
clot  formation.  It  has  proved  very  satisfactory 
when  so  used. 

A new  use  for  this  substance  may  have  been  dem- 
onstrated in  a case  recently  treated  at  Lockport 
City  Hospital  in  which  Gelfoam  was  used  to  stimu- 
late granulation  in  a large,  open  wound  of  a type 
hitherto  believed  most  difficult  to  heal. 

Case  Report 

P.  B.,  age  fifty-six  years,  was  admitted  to  the 
hospital  on  June'  23,  1950.  He  had  been  injured 
when  his  right  ankle  became  caught  in  a grain  con- 
veyor belt  and  wedged  between  the  belt  and  a pul- 
ley. For  one  and  one-half  hours  he  was  thus  caught, 
while  the  still  rotating  belt  continued  to  cut  into  the 
lateral  aspect  of  his  ankle,  before  his  cries  were  heard 
and  he  was  released. 

He  had  suffered  an  extensive  laceration  over  the  lat- 
eral aspect  of  the  right  ankle,  a compound  fracture 
of  the  right  fibula,  and  a dislocation  of  the  ankle 
joint.  The  wound  was  packed  solid  with  grease  and 
particles  of  grain. 

Under  Pentothal  anesthesia,  the  wound  was 
scrubbed  with  soap,  water,  and  ether.  The  dislo- 
cation was  reduced  and  the  wound  left  open.  Gas 
gangrene  antitoxin,  tetanus  antitoxin,  penicillin,  and 
chloromycetin  therapy  were  started,  and  the  wound 
was  packed  with  a wet  50  per  cent  peroxide  dressing. 

Circulation  remained  good  in  the  distal  part  of 
the  foot,  and  on  July  27  the  wound  was  clean.  He 


had  been  afebrile  for  several  days,  but  little  or  n< 
granulation  had  occurred.  The  size  of  the  wounc 
precluded  any  possibility  of  closure  and  so  on  July  2' 
he  was  taken  to  the  operating  room  where  exposer 
fascia  and  the  exposed  tip  of  the  fibula  were  removec 
in  an  effort  to  facilitate  granulation.  At  this  time, : 
small  piece  of  Gelfoam  gauze  was  placed  in  the  base  o 
the  wound  to  control  capillary  oozing,  and  he  was  re- 
turned to  his  room  with  a dry  dressing  in  place 
When  this  dressing  was  changed  forty-eight  hop 
later,  it  was  noted  that  a plaque  of  new  granulati* 
tissue  had  formed  in  the  base  of  the  wound  at  t 
site  where  the  Gelfoam  had  been  placed  and  that 
evidence  of  Gelfoam  as  such  was  recogpizabl 
There  was  no  evidence  of  new  granulation  in  othe 
parts  of  the  wide  open  wound.  A second  piece  oi 
Gelfoam  was  laid  in  the  wound  and  a dry  dressing  re- 
placed. This  dressing  was  left  in  place  for  twenty 
four  hours  after  which  it  was  soaked  with  a penicillii 
solution  and  left  in  place  for  another  twenty-foui 
hours  when  it  was  removed. 

Again  it  was  noted  that  a considerable  increase  in 
granulation  had  occurred  but  only  at  the  site  where 
the  Gelfoam  had  been  placed.  This  procedure  was 
then  repeated  at  forty-eight  to  seventy-two  hour 
intervals,  and  on  two  occasions  biopsies  of  granulatr 
ing  areas  were  obtained.  These  showed  that  in  the 
areas  where  Gelfoam  was  placed  after  twenty-four 
hours  only  a part  of  the  Gelfoam  remained  and  exten- 
sive granulation  had  occurred.  Biopsies  made  at 
forty-eight  hours  showed  no  recognizable  remnants 
of  Gelfoam  but  extensive  granulation.  On  Septem- 
ber 2,  only  five  weeks  after  Gelfoam  therapy  was  first 
instituted,  the  wound  had  completely  granulated, 
and  epithelization  was  progressing. 
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Special  Article 

THE  DOCTORS’  PLAN 

Chas.  Gordon  Heyd,  M.D.,  New  York  City 
{President,  United  Medical  Service,  Inc.,  New  York’s  Blue  Shield  Plan ) 


TT  SEEMS  necessary  to  convey  to  the  medical  pro- 
fession  some  explanation  and  comments  on  “The 
Doctors’  Plan.”  UMS  is  approved  by  the  17  medi- 
cal societies  in  the  geographic  area  roughly  extend- 
ing from  Hudson  down  to  and  including  Long 
Island  and  Richmond  County.  In  addition  to 
these  17  component  medical  societies,  the  Medical 
Society  of  the  State  of  New  York  and  the  Academy 
of  Medicine  have  approved  UMS. 

Just  what  does  the  phrase  “The  Doctors’  Plan” 
represent?  It  should  be  clearly  understood  that 
UMS  is  not  an  insurance  company,  although  actions 
, taken  by  UMS  must  have  the  approval  of  the 
i Superintendent  of  Insurance  of  the  State  of  New 
York. 

To  oversimplify  the  explanation  we  might  ask, 
“Who  owns  UMS?”  A more  precise  definition 
would  be,  “Who  controls  UMS?”  The  answer  is 
very  simple:  the  medical  profession  in  the  geo- 

graphic area  that  is  served  by  UMS.  The  actual 
administration  of  UMS  is  determined  by  the  Board 
of  Directors;  24  individuals  constitute  the  Board  of 
Directors  of  UMS.  Thirteen  of  these  24  must  be 
duly  licensed  practitioners  of  the  medical  profession 
in  the  area  served  by  UMS.  Eleven,  therefore,  are 
■ lay  or  nonmedical  directors. 

How  are  these  Directors  appointed  or  elected  or 
selected?  In  the  creation  of  UMS  there  was  pro- 
jected what  are  known  as  Voting  Members.  The 
total  number  of  Voting  Members  is  43.  They  are 
divided  into  the  following  categories: 

The  President  and/or  his  proxy  of  the  17  com- 
ponent medical  societies: 

f 

Bronx — Abraham  B.  Tamis,  M.D.,  president 
, Columbia — Harold  Levine,  M.D.,  president 
Delaware — Robert  V.  Schatken,  M.D.,  president 
Dutchess — John  F.  Rogers,  M.D.,  president 
Greene — Elisha  B.  Van  Deusen,  M.D.,  president 
< Kings — Samuel  Lubin,  M.D.,  president 
Nassau— Leo  T.  Flood,  M.D.,  president 
New  York — Kenneth  M.  Lewis,  M.D.,  president 
Orange — Stiles  D.  Ezell,  M.D.,  president 
Putnam — William  P.  Kelly,  Jr.,  M.D.,  president 
Queens — Henry  I.  Fineberg,  M.D.,  president 
Richmond — Joseph  F.  Worthen,  M.D.,  president 
Rockland — Abraham  Schechner,  M.D.,  president 
Suffolk — Arthur  E.  Corwith,  M.D.,  president 
Sullivan — Louis  Launer,  M.D.,  president 
Ulster — Virgil  De  Witt,  M.D.,  president 
Westchester — Henry  E.  McGarvey,  M.D.,  presi- 
dent and 

The  President  of  the  New  York  Academy  of 
Medicine — William  B.  Parsons,  M.D. 

The  President  of  the  Medical  Society  of  the 
State  of  New  York — J.  Stanley  Kenny,  M.D. 


This  represents  a total  of  19  Voting  Members. 

There  are  24  Directors  of  UMS,  each  capable  of 
exercising  a voting  privilege  so  that  there  are 
exactly  43  votes  that  may  be  cast. 

On  the  second  Thursday  of  March  of  each  year 
these  43  representatives,  or  their  proxies,  medical 
and  nonmedical,  convene  at  the  annual  meeting  and 
elect  each  year  eight  directors.  In  some  off  year 
there  may  be  elected  three  lay  directors  and  five 
medical  directors,  so  that  the  proportion  of  non- 
medical lay  members  shall  be  11  and  medical  mem- 
bers 13. 

It  is  apparent,  therefore,  that  the  17  component 
medical  societies,  with  the  addition  of  one  Voting 
Member  from  the  New  York  Academy  of  Medicine 
and  one  from  the  Medical  Society  of  the  State  of 
New  York,  can  at  all  times  determine  the  election 
of  the  men  entrusted  under  the  law  with  the  manage- 
ment of  the  corporation.  UMS,  therefore,  has  been 
called  and  has  assumed  the  title  of  “The  Doctors’ 
Plan.” 

The  entry  of  UMS  into  the  field  of  voluntary 
prepayment  medical  insurance  was  based  upon  the 
following  fundamental  concepts: 

1.  The  subscriber  has  a free  choice  of  a physi- 
cian. UMS  has  16,000  participating  physicians  in 
the  area  served.  The  subscriber  of  UMS  has  the 
selection  of  any  physician,  either  participating  or 
nonparticipating,  and  no  restrictions  are  placed  upon 
selection.  The  subscriber  is  not  requested  or 
advised  to  go  to  a group  or  to  go  to  a certain  clinic 
but  exercises  the  right  of  all  American  citizens  to 
select  the  physician  of  his  choice. 

2.  The  remuneration  to  physicians  is  determined 
upon  certain  income  ceilings : (A)  An  individual  with 
an  income  of  $2,500  or  less  per  year;  (B)  A family 
with  an  income  of  $4,000  or  less  per  year  is  entitled 
to  service.  In  other  words,  the  physician  treating 
patients  within  the  income  ceilings  must  be  satisfied 
with  the  compensation  he  receives  under  the  sched- 
ule of  allowances.  If  the  income  of  the  sub- 
scriber is  beyond  the  ceiling  limits,  the  doctor  is  free 
to  make  fair  and  reasonable  charges  above  the 
schedule  of  allowances  of  UMS. 

3.  It  is  the  policy  of  UMS  to  make  all  payments 
for  professional  services  to  the  physician  who  per- 
sonally rendered  the  services.  The  doctor  declares 
over  his  signature  that  he  personally  rendered  the 
services.  UMS  makes  no  payment  to  hospitals  and 
is  opposed  to  making  direct  payment  to  the  patient. 

4.  The  participating  physician  of  UMS  is  the  sole 
judge  as  to  whether  he  will  or  will  not  accept  the 
patient  for  treatment.  UMS  in  no  way  interferes 
with  the  patient-physician  relationship. 

Each  individual  physician  who  reads  this  should 
ask  himself  the  following: 
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1.  Do  you  think  it  desirable  that  the  citizens  in 
your  community  should  go  to  a group  or  a clinic  in 
which  you  are  not  a participant? 

2.  If,  by  chance,  the  hospital  facilities  are  not 
available  to  a UMS  subscriber,  then  the  patient 
must,  by  necessity,  go  into  the  ward  of  a hospital. 
Perhaps  you  are  not  attending  at  that  hospital, 
or  the  hospital  does  not  permit  its  staff  to  be  com- 
pensated for  insured  patients  in  the  wards.  In  such 
cases  do  you  believe  that  the  allowance  for  your  pro- 
fessional services  should  be  paid  to  the  hospital  or 
accrue  to  the  benefit  of  the  plan? 

3.  Do  you  wish  or  do  you  think  it  is  advanta- 
geous to  the  general  welfare  of  the  plan  and  to  the  pa- 
tient, that  the  legitimate  charges  made  against  the 
patient  should  be  determined  by  a mere  circumstance 
as  to  whether  they  occupy  ward,  semiprivate,  or  pri- 
vate accommodations  in  the  hospital? 

4.  What  is  your  reaction  if  a company  insuring 
patients  of  yours  makes  payment  to  the  patient 
directly  and  not  to  you? 

5.  What  is  your  reaction  to  the  remuneration 
you  may  receive  if  such  compensation  is  dependent 
upon  the  ebb  and  flow  of  hospital  bed  availability? 

UMS  pays  the  doctor  for  services  personally  ren- 
dered. It  desires  to  make  the  remuneration  pay- 
able directly  to  the  doctor.  If  there  is  any  dif- 
ference of  opinion  in  regard  to  the  remuneration,  the 
disputed  claim  is  adjudicated  by  the  Physicians’ 
Review  Committee  that  comprises  a representative 
from  each  of  the  17  component  medical  societies, 
none  of  which  is  a member  of  the  Board  of  Directors 
of  UMS,  with  the  exception  of  the  chairman,  who 
acts  as  the  connecting  link  between  their  decisions 
and  the  administrative  officers  of  UMS. 

The  24  Directors  of  UMS  are  charged  with  the 
management  of  the  corporation.  They  are  respon- 
sible under  the  law  for  the  administration  of  the  af- 
fairs of  the  corporation.  They  cannot  divest  them- 
selves of  their  responsibility.  Their  acts  are  scrut- 
inized by  the  Superintendent  of  Insurance  of  the 
State  of  New  York.  The  corporation  must  pro- 
vide a reserve  of  4 per  cent  of  its  premium  income  as 
a protection  if,  at  any  time,  it  is  necessary  to 
liquidate  the  company. 

The  Board  of  Directors  of  UMS  believes  that 
the  schedule  of  allowances  to  physicians  should 
be  determined  by  the  physicians  themselves. 

UMS  believes  that  fundamental  policies  should  be 
determined  by  the  medical  profession. 

In  order  to  accomplish  these  desirable  objectives, 
there  has  been  set  up,  or  is  in  process  of  being  set  up, 
in  each  of  the  17  component  medical  societies  a UMS 
Committee.  The  purpose  of  this  committee  is  to 
apprise  the  members  of  the  society  of  everything 
that  transpires  between  UMS  and  the  17  component 
medical  societies. 

Each  component  medical  society  has  a vote  at  the 


annual  meeting,  exercised  by  the  president  or  hi 
proxy.  In  order  that  these  17  medical  societies  ca 
have  a consecutive  activity,  there  has  been  create' 
and  elected  by  the  Medical  Society  Voting  Member 
the  Reference  Committee  of  the  Medical  Societ; 
Voting  Members,  consisting  of  the  following:  Henr 
E.  McGarvey,  M.D.,  chairman;  John  Beck,  M.D. 
John  L.  Sengstack,  M.D.;  Rosewell  D.  Shaw,  M.D. 
Nathaniel  T.  Keys,  M.D.,  and  Scott  L.  Bennett 
M.D. 

This  Reference  Committee  of  the  Medical  Society 
Voting  Members  is  the  bridge  that  brings  to  UMf 
suggestions  to  changes  in  fee  schedule  and  medica 
policy.  If  the  basic  structure  of  the  organizatioi 
and  a knowledge  of  the  ultimate  authority  exerciser 
upon  UMS  is  understood  by  the  Voting  Members,  ii 
will  clarify  much  of  the  confusion  which  the  doctoi 
may  have  by  reason  of  Utopian  promises  held  ou! 
by  those  engaged  in  similar  fields  of  voluntary  pre- 
paid medical  services. 

The  physician  should  also  ask  himself  certain  ques- 
tions before  he  subscribes  to  any  voluntary  prepaid 
medical  plan: 

1.  Has  the  plan  the  approval  of  the  Medical 
Society  of  the  State  of  New  York? 

2.  How  many  physicians  are  members  of  the 
Board  of  Directors?  How  are  they  appointed — by 
invitation  or  by  the  medical  societies? 

3.  Are  the  medical  personnel  on  either  the  Ad- 
visory Committee  or  Board  of  Directors  of  the 
company  physicians  approved  by  either  county  or 
State  medical  societies? 

4.  Do  any  of  the  medical  directors  or  advisors  of 
the  company  represent  special  groups,  or  have  they 
been  associated  in  the  past  with  any  special  interests 
or  propaganda  which  might  influence  their  judg- 
ment? 

5.  What  mechanism  has  been  set  up  by  the  com- 
pany whereby  the  medical  personnel  or  advisors  may  i 
be  informed  by  the  county  medical  society  and  the  < 
State  Medical  Society? 

6.  What  mechanism  has  been  provided  for  the  j 
adjustment  of  disputed  claims  by  doctors? 

7.  Are  these  disputed  claims  passed  upon  by  lay 
or  approved  medical  personnel? 

8.  What  access  has  the  county  medical  society  i 
and/or  the  State  Society  to  the  operation  of  the 
company?  Do  such  societies  receive  financial  re- 
ports? Do  these  county  societies  receive  all  perti- 
nent data  as  to  the  operation  of  the  company? 

9.  What  is  the  policy  of  the  company  in  regard 
to  making  payment  direct  to  the  participating  physi- 
cian and  not  to  the  patient  or  hospital? 

10.  Is  it  clearly  set  forth  in  the  literature  of  the 
company  that  the  company  will  pay  the  medical 
claims  only  to  the  physician  who  personally 
rendered  the  service? 
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Julius  Auerbach,  M.D.,  of  New  York  City,  died 
on  December  22,  1950,  at  the  age  of  sixty-nine. 
Dr.  Auerbach  was  graduated  from  the  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1905  and  had  been  consulting,  otolaryngologist  at 
the  Lenox  Hill  Hospital  Outpatient  Department. 
He  was  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Kathleen  L.  Buck,  M.D.,  of  Rochester,  died  on 
March  21  after  a long  illness,  at  the  age  of  seventy. 
Dr.  Buck  received  her  medical  degree  from  the 
University  of  Toronto  Medical  School  in  1898  and 
had  practiced  in  Rochester  for  over  fifty  years. 
She  was  a former  president  of  the  Women’s  Medical 
Society  of  New  York  State  and  a member  of  the 
Rochester  Academy  of  Medicine,  the  Monroe 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Alexander  Gilligan,  M.D.,  of  Brooklyn  and 
Baldwin,  Long  Island,  died  on  April  7 at  the  Bruns- 
wick Hospital,  Amityville,  at  the  age  of  eighty-four. 
Dr.  Gilligan  received  his  medical  degree  from  the 
Long  Island  College  Hospital  Medical  School  in  1899 
and  began  his  practice  in  Brooklyn,  where  he  prac- 
ticed for  fifty  years  before  his  retirement  in  1949. 
He  had  been  consulting  otorhinolaryngologist  at 
the  Lutheran  Hospital.  A Dipl  ornate  of  the  Ameri- 
can Board  of  Otolaryngology  and  a Fellow  of  the 
American  College  of  Surgeons,  Dr.  Gilligan  was  a 
member  of  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arthur  F.  Glaeser,  M.D.,  of  Buffalo,  died  on 
March  29  at  Fort  Lauderdale,  Florida,  where  he  was 
vacationing,  at  the  age  of  fifty-six.  Dr.  Glaeser 
was  graduated  from  the  University  of  Buffalo  School 
of  Medicine  in  1916  and  served  overseas  with  the 
U.S.  Army  Medical  Corps  during  World  War  I.  In 
1919  he  joined  the  staff  of  the  Buffalo  City  Health 
Department  and  in  1945  was  appointed  diagnostician 
to  the  Department.  Dr.  Glaeser  was  attending  sur- 
geon at  the  Sisters  of  Charity  Hospital  of  Buffalo. 
He  had  served  as  president  of  the  Erie  County 
Medical  Society  and  was  also  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Lee  M.  Green,  M.D.,  of  Eden,  died  on  January  21, 
at  the  age  of  sixty-four.  Dr.  Green  was  graduated 
from  the  University  of  Buffalo  School  of  Medicine 
in  1913. 


Edward  Bellamy  Gresser,  M.D.,  of  New  York 
City,  died  on  April  28  at  a hospital  in  Saranac  Lake 
at  the  age  of  fifty-three.  Dr.  Gresser  received  his 
medical  degree  from  the  New  York  University  and 
Bellevue  Hospital  Medical  College  in  1922  and  did 
postgraduate  work  at  the  University  of  Vienna  and 
the  Pasteur  Institute  in  Paris.  He  was  clinical 


professor  of  ophthalmology  at  the  New  York  Uni- 
versity-Bellevue  Medical  College  and  attending 
ophthalmologist  at  Beth  Israel  Hospital.  During 
World  War  II  he  served  as  special  consultant  on 
tropical  ophthalmology  to  the  Secretary  of  War. 

The  author  of  many  articles  on  ophthalmology, 
Dr.  Gresser  was  a Diplomate  of  the  American  Board 
of  Ophthalmology  and  a Fellow  of  the  American 
College  of  Surgeons.  He  was  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  Association  for  Research  in  Ophthal- 
mology, the  New  York  Society  for  Clinical  Ophthal- 
mology, the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Ivan  Hekimian,  M.D.,  of  Buffalo,  died  on  January 
23  at  the  age  of  fifty-five.  Dr.  Hekimian  was  gradu- 
ated from  the  University  of  Buffalo  School  of  Medi- 
cine in  1927  and  was  associate  physician  at  the 
Buffalo  General  Hospital.  A Fellow  of  the  Ameri- 
can College  of  Physicians,  Dr.  Hekimian  was  a 
member  of  the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Walter  J.  McCullough,  M.D.,  of  Patchogue,  died 
on  April  24  in  Bay  Shore  at  the  age  of  sixty-six.  Dr. 
McCullough  received  his  medical  degree  from  the 
Jefferson  Medical  College,  Philadelphia,  Pennsyl- 
vania, in  1918  and  had  practiced  in  Brooklyn  and 
Sayville. 


Nicholas  Sigmund  Ransohoff,  M.  D.,  of  New 

York  City  and  Long  Branch,  New  Jersey,  died  on 
April  25  at  his  home  in  Long  Branch  at  the  age  of 
sixty-five.  Dr.  Ransohoff  was  graduated  from  the 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1919  and  interned  at  Lenox  Hill  Hos- 
pital. He  was  formerly  instructor  in  anatomy  at 
the  College  of  Physicians  and  Surgeons,  instructor 
in  surgery  at  New  York  Polyclinic  Hospital,  and 
assistant  attending  orthopedic  surgeon  at  the  Hos- 
pital for  Joint  Diseases,  all  in  New  York  City,  and 
director  of  orthopedic  surgery,  fracture  service, 
and  physical  therapy  at  the  Monmouth  Memorial 
Hospital  in  Long  Branch. 

A Diplomate  of  the  American  Board  of  Ortho- 
pedic Surgery  and  a Fellow  of  the  American  College 
of  Surgeons,  Dr.  Ransohoff  was  a member  of  the 
American  Orthopaedic  Association,  the  American 
Academy  of  Orthopaedic  Surgeons,  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Arthur  Gray  Sage,  M.D.,  of  Buffalo,  died  on 
March  30  at  his  home  at  the  age  of  eighty-one.  Dr. 
Sage  received  his  medical  degree  from  the  New  York 
University  Medical  School  in  1898  and  had  prac- 
ticed in  Buffalo  for  fifty  years.  He  was  consulting 
physician  at  the  Deaconess  Hospital  and  a member 
of  the  Buffalo  Academy  of  Medicine,  the  Erie 
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County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

James  Stoddart,  M.D.,  of  Derby,  died  on  April  8 
at  his  home  at  the  age  of  ninety-four.  Dr.  Stoddart, 
a native  of  Dumfries,  Scotland,  received  his  medical 
degree  from  the  University  of  Edinburgh  in  1892 
and  had  practiced  in  Buffalo  for  fifty-six  years  until 
his  retirement  in  1948.  He  was  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

William  Van  Doren,  M.D.,  of  Mechanicville, 


died  on  April  21  at  his  home  at  the  age  of  eighty-five. 
Dr.  Van  Doren  was  graduated  from  the  Albany 
Medical  College  in  1889  and  practiced  for  two  years 
in  Delanson  before  opening  his  office  in  Mechanic- 
ville in  1891,  where  he  had  been  a physician  for 
sixty  years.  He  had  served  as  city  physician  and 
Saratoga  County  physician,  as  well  as  physician  for 
the  Boston  and  Maine  and  Delaware  and  Hudson 
Railroads.  For  thirty-eight  years,  Dr.  Van  Doren 
was  company  surgeon  for  the  Strang  Hose  Company 
in  Mechanicville.  He  was  a member  of  the  Saratoga 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


DEPARTMENT  OF  WORKMEN’S 
COMPENSATION 

Conducted  by  David  J.  Kaliski,  M.D.,  Director 


THE  following  letter  has  been  received  from 
Miss  Mary  Donlon,  chairman  of  the  Work- 


To  the  Physicians  Authorized  to 
Render  Medical  Care  Under  the 
Workmen’s  Compensation  Law: 

Effective  May  1,  1951,  as  to  new  cases  arising  or 
old  cases  reopened  on  and  after  that  date,  the 
schedule  of  fees  for  medical  care  rendered  under  the 
Workmen’s  Compensation  Law  of  the  State  of  New 
York  has  been  increased  by  8 per  cent,  applicable 
to  all  such  care. 

Bills  for  services  as  to  which  the  new  fees  are 
effective  should  be  computed  as  usual  on  the  basis 
of  the  published  fee  schedule,  and  may  carry  the 
following  item: 

8 per  cent  authorized  adjustment 

with  appropriate  amount  extended  and  added  in 
order  to  arrive  at  the  total  fee. 

It  is  fair  to  all  concerned  to  record  some  of  the 
important  subjects  considered  by  representatives  of 
the  State  Medical  Society  and  employers  in  their 
advices  to  the  Chairman  relative  to  this  increase  in 
medical  fees.  The  entire  cost  of  the  increase,  as  you 
know,  is  paid  by  employers,  either  directly  in  the 


men’s  Compensation  Board  of  New  York  State, 
and  is  published  for  your  information. 


case  of  self-insurers  or  as  a part  of  premium  in  the 
case  of  employers  who  insure.  The  cost  of  this  8 
per  cent  fee  increase  is  estimated  to  be  at  least  two 
and  one-half  million  dollars  annually. 

It  should  be  noted  that  there  has  been  no  increase 
in  workmen’s  compensation  benefits  paid  to  injured 
workers  since  1948,  the  same  year  in  which  the 
medical  fee  schedule  was  revised. 

It  should  be  noted,  also,  that  all  of  us  are  under 
considerable  pressure  from  the  Federal  government 
not  to  add  to  the  inflationary  spiral  by  price  in- 
creases, and  it  is  well  known  that  any  increase  in  the 
schedule  of  medical  fees  in  workmen’s  compensation 
in  New  York  State  usually  is  followed  by  corre- 
sponding increase  in  fees  paid  by  the  Veterans 
Administration  and  some  adjustment  in  fees  paid 
under  the  comprehensive  welfare  program  for 
medical  care. 

Very  truly  yours, 

Mary  Donlon,  Chairman 
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Cancer  Society  Announces  Research  Awards 


TWENTY-NINE  doctors  from  leading  New  York 
City  hospitals  and  medical  schools  received 
research  awards  from  the  American  Cancer  Society 
at  a luncheon  held  in  April  in  New  York  City. 
The  group  is  among  220  scientists  in  the  United 
States  who  were  chosen  by  the  National  Research 
Council  to  receive  more  than  $2,000,000  from  the 
Society. 

Those  receiving  awards  and  the  institutions  where 
they  are  carrying  on  their  projects  are: 

Cornell  University  Medical  School — Drs.  Mc- 
Keen  Cattell,  Walter  F.  Riker,  and  J.  G.  Kidd. 

Academy  Issues  Statement 

THE  following  statement  on  antihistaminic  drugs 
has  been  issued  by  the  Committee  on  Public 
Health  Relations  of  the  New  York  Academy  of 
Medicine. 

STATEMENT  ON  ANTIHISTAMINIC  DRUGS 

The  Committee  on  Public  Health  Relations  of  the 
New  York  Academy  of  Medicine  is  seriously  con- 
cerned over  the  continued  emphasis  on  the  use  of 
antihistaminic  drugs  for  the  prevention  and  treat- 
ment of  the  common  cold.  These  drugs  have  been 
in  use  for  several  years  by  the  medical  profession 
for  the  treatment  of  allergic  states,  and  for  that 
purpose  they  have  proved  useful.  Studies  of  the 
common  cold  have  shown  that  it  is  not  due  to  a 
single  cause.  “Colds”  may  be  caused  by  a variety 
of  organisms  and  conditions.  The  symptoms  vary 
with  the  cause,  the  season,  the  person’s  suscepti- 
bility, and  many  other  factors. 

In  so  far  as  the  symptoms  of  a “cold”  are  caused 
by  allergy,  the  antihistaminic  drugs  are  likely  to 
give  relief,  but  no  known  effect  on  a virus  or  bac- 
terial invasion  has  yet  been  demonstrated.  In 
evaluating  reports  that  the  antihistaminic  drugs 
have  stopped  colds  when  taken  within  the  first  hour, 
it  should  be  borne  in  mind  that  it  is  extremely  diffi- 
cult to  judge  within  one  hour  whether  one  actually 
has  an  infection.  Again,  many  colds  are  so  light 
that  they  vanish  within  twenty-four  or  forty-eight 
hours  with  no  treatment.  As  a matter  of  fact,  those 
who  have  been  given  placebos,  or  inert  substances, 
instead  of  the  drugs,  have  done  as  well  as  those 
treated  with  antihistamines  and  sometimes  even 
better. 

The  use  of  antihistaminic  drugs  is  not  without 
hazards.  In  some  persons  troublesome  reactions 
occur.  Fortunately,  most  of  the  reactions  are  mild; 
they  may,  however,  have  serious  results.  For  ex- 
ample, tne  drowsiness  or  dizziness  induced  by  the 
drugs  may  lead  to  accidents,  particularly  among 

Atomic  Energy  Commission 

HTHE  United  States  Atomic  Energy  Commission 
has  announced  the  awarding  of  14  new  unclassi- 
fied research  contracts,  including  six  in  biology  and 
medicine  and  eight  in  physical  research. 

The  new  contracts  awarded  in  New  York  State 
include  the  following: 


Columbia  University — Drs.  Kimball  C.  Atwood, 
Edwin  Chargaff,  Hans  T.  Clarke,  Helen  Ollendorff 
Curth,  Zacharias  Dische,  L.  C.  Dunn,  S.  Glueck- 
sohn-Schoenheimer,  Joseph  W.  Jailer,  Daniel  Lar- 
son, Barnet  M.  Levy,  L.  G.  Barth,  Robert  F.  Loeb, 
and  David  Rittenberg. 

Memorial  Hospital — Drs.  Attilla  Kappas,  Konrad 
Dobriner,  Rulon  W.  Rawson,  and  Jacob  Robbins. 

Mount  Sinai  Hospital — Dr.  Sergei  Feitelberg. 

New  York  University  College  of  Medicine — Drs. 
Richard  C.  deBodo,  Herbert  Brendler,  Eli  D.  Gold- 
smith, Albert  S.  Gordon,  Milton  Levy,  Severo 
Ochoa,  Sarah  Ratner,  and  A.  Cecil  Taylor. 

on  Antihistaminic  Drugs 

drivers  of  automobiles,  pilots  of  aircraft,  or  opera- 
tors of  machinery,  in  whom  efficiency  and  judgment 
may  be  temporarily  impaired. 

Severe  “side-effects”  are  not  common,  but  they 
do  occur,  and  their  mechanism  is  not  well  under- 
stood. Children  appear  to  be  more  susceptible  to 
the  drugs  than  adults.  Eight  infants  under  two 
years  of  age  are  known  to  have  died,  and  several 
others  are  reported  to  have  had  convulsions.  Most 
of  these  cases  resulted  from  accidental  overdosage. 
The  ill  effects  of  the  antihistaminics  are  most  fre- 
quently exerted  on  the  nervous  system  but  they 
have  been  known  to  affect  the  heart  and  the  diges- 
tive tract,  and  there  have  been  a few  instances  in 
which  granulocytopenia,  a serious  disease  in  which 
the  white  blood  cells  tend  to  disappear,  has  been 
traced  to  these  agents. 

The  fact  that  the  packages  of  antihistaminic 
drugs  sold  to  the  public  carry  directions  for  dosage 
is  not  sufficient  protection  against  accidental  over- 
dosage or  other  hazardous  use,  especially  in  children. 
Allergists  have  estimated  that  at  least  20  per  cent 
of  the  people  who  take  antihistamines  in  the  doses 
recommended  will  experience  undesirable  if  not 
dangerous  reactions.  At  least  one  suicide  has  been 
attributed  to  these  drugs. 

Another  hazard  of  the  antihistaminic  drugs  as  a 
cure  for  colds  is  that  what  may  appear  to  be  a “cold” 
is  really  the  beginning  of  a serious  infection,  and 
this  may  be  neglected  while  the  sick  person  is  tak- 
ing antihistamines.  In  many  cases  of  pneumonia 
antihistamines  have  been  taken  for  several  days 
before  the  real  nature  of  the  disease  was  discovered, 
and  in  this  way  valuable  time  for  proper  treatment 
of  the  disease  has  been  lost. 

It  is  the  opinion  of  the  Committee  on  Public 
Health  Relations  of  the  New  York  Academy  of 
Medicine  that  the  antihistamines  have  limited  value 
in  the  treatment  of  colds  and  that  the  public  should 
be  warned  of  the  hazards  attending  their  widespread 
use. 

Awards  Research  Contracts 

Columbia  University,  Dr.  Harry  Grundfest, 
“Study  of  Changes  in  Permeability  of  Normal, 
Poisoned,  and  Irradiated  Nerve  Fibers.” 

Long  Island  Biological  Association,  Dr.  B.  Wal- 
lace, “Adaptive  Value  of  Experimental  Populations.” 

New  York  University,  Dr.  C.  V.  King,  “Measure- 
ment of  Metal  Dissolution  Rates.” 
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Exhibits  at  New  York 

AN  EXHIBIT  in  the  Library  of  the  New  York 
Academy  of  Medicine,  April  to  September,  de- 
picts medicine  on  the  battlefield  before  1900.  Wood- 
cut  illustrations  in  books  of  the  sixteenth  and 
seventeenth  century  show  arrow  extractions  and 
minor  surgery  being  performed  while  armies  fight  in 
the  background.  Cauteries  and  instruments  for 
the  extraction  of  arrows  and  bullets  are  also  pic- 
tured. The  American  Revolution  is  represented  by  a 
surgical  kit  and  lodestone  carried  by  a New  York 
surgeon  of  the  period,  the  lodestone  for  the  purpose 
of  assistance  in  removing  shot. 

Care  and  transportation  of  the  wounded  in  the 
Napoleonic  wars  may  be  seen  in  copies  of  the  works 
of  Larrey,  Napoleon’s  surgeon-in-chief  to  the  army. 
The  artist,  Daumier,  provides  a vignette  in  Fabre’s 
Nemesis  Medicale  Illustree,  Paris,  1840. 


Academy  of  Medicine 

The  Civil  War  is  well  depicted  in  a number  of 
contemporary  sketches  published  in  magazines  at 
that  time.  Battlefield  scenes,  field  hospitals,  in- 
teriors and  exteriors,  are  vividly  demonstrated. 
Photographs  made  about  1892  in  Fort  Riley,  Kansas, 
give  views  of  the  United  States  Army  Medical  Corps 
transporting  wounded  and  operating  in  a field  hos- 
pital. The  last  picture  is  a reproduction  of  a paint- 
ing by  Frederic  Remington  of  the  Spanish- American 
War. 

From  May  to  September  the  Library  will  have  its 
annual  showing  of  books  published  by  New  York 
City  physicians  in  1950. 

During  the  same  months  a case  on  the  main  floor 
will  hold  a few  volumes  in  honor  of  the  three  hun- 
dredth anniversary  of  the  publication  of  William 
Harvey’s  important  work  on  generation. 


Openings  in  State  Department  of  Health  for  Tuberculosis  Physicians 


A PPLICATIONS  are  now  being  received  for 
TY  various  openings  in  the  New  York  State  De- 
partment of  Health  for  tuberculosis  physicians. 
No  written  or  oral  examinations  will  be  held,  but 
candidates  will  be  rated  on  their  past  education  and 
professional  experience  in  relation  to  the  minimum 
qualifications  for  the  positions. 

General  requirements  which  must  be  met  by  can- 
didates for  any  position  include  the  following: 
graduation  from  approved  medical  school,  license  or 
eligibility  to  enter  examination  for  license  to  prac- 
tice medicine  in  New  York  State,  and  completion  of 
one  year  of  internship  or  nine  months  accelerated 
internship  if  served  during  the  war  period. 

Positions  open  are  as  follows: 


Number  4089 — Senior  public  health  physician 
(tuberculosis  control) — five  vacancies. 

Number  4090 — Supervising  tuberculosis  physician 
— nine  vacancies. 

Number  4091 — Associate  public  health  physician 
(tuberculosis  control) — five  vacancies. 

Number  4092 — Principal  public  health  physician 
(tuberculosis  control) — one  vacancy. 

Number  4093 — Hospital  medical  management  ad- 
viser, division  of  tuberculosis  control — two  vacancies. 

Address  requests  for  application  blanks  for  fur- 
ther information  to:  Examinations  Division,  De- 
partment of  Civil  Service,  39  Columbia  Street, 
Albany  1,  New  York,  or  to  Office  of  Personnel 
Administration,  State  Department  of  Health,  State 
Office  Building,  Albany  1,  New  York. 


MEDICALLY  SPEAKING— 


Selective  Service  System  Asked  to  Provide  Doc- 
tors— The  Department  of  Defense  has  asked  the 
Selective  Service  System  to  provide  the  Priority  I 
doctors  of  medicine  required  by  the  military  services 
for  July,  August,  and  September.  The  call  was 
placed  because  the  number  of  Priority  I doctors 
volunteering  for  commissions  is  not  expected  to 
meet  the  requirements.  The  numbers  requested  are 
717  for  July,  333  for  August,  and  152  for  September. 
Priority  I doctors  are  those  who  received  their 
medical  education  at  government  expense  or  were 
deferred  from  service  during  World  War  II  to  at- 
tend medical  school  and  who  have  served  less  than 
ninety  days  in  the  armed  forces,  the  Coast  Guard, 
or  the  U.S.  Public  Health  Service. 

Tuberculosis  Committee  Members — New  mem- 
bers of  the  Tuberculosis  Committee  of  the  New  York 
Tuberculosis  and  Health  Association  are  as  follows: 
Dr.  Hyman  Alexander,  director,  Chest  Service, 
Willard  Parker  Hospital;  Dr.  Aaron  D.  Chaves, 
Bureau  of  Tuberculosis,  and  Miss  Patricia  Healy, 
director,  Bureau  of  Public  Health  Nursing,  New 
York  City  Department  of  Health;  Dr.  Morris 
Meister,  principal,  High  School  of  Science;  Dr. 
James  M.  Rosen,  director,  Division  of  Investigation, 
Department  of  Hospitals;  Dr.  Maurice  J.  Small, 
assistant  physician,  Sea  View  Hospital,  and  Dr. 
George  M.  Wheatley,  third  vice-president,  Metro- 
politan Life  Insurance  Company. 


Red  Cross  Blood  Program — Major  General 
David  Grant,  USAF  retired,  Surgeon-General  of  the 
U.S.  Air  Force  during  World  War  II,  has  been 
appointed  director  of  the  National  Blood  Program 
of  the  American  Red  Cross.  Dr.  Grant  will  also 
assume  the  duties  of  national  medical  director  of  the 
Red  Cross,  succeeding  Dr.  G.  Foard  McGinnes. 

Honor  Society  Elects  Members — The  Albany 
Medical  College  Chapter  of  Alpha  Omega  Alpha, 
honor  medical  society,  has  announced  the  election  of 
eight  students  and  six  outstanding  alumni  to  mem- 
bership. The  alumni  members  include:  Dr. 

Arthur  M.  Dickinson,  Dr.  Lyle  A.  Sutton,  Dr. 
Benjamin  M.  Volk,  Dr.  Stanley  E.  Alderson,  Dr. 
Harry  V.  Judge,  and  Dr.  John  F.  Mosher. 

Association  Announces  Essay  Prize — The  South 
Atlantic  Association  of  Obstetricians  and  Gynecol- 
ogists has  announced  the  “Foundation  Prize”  of 
$100  for  an  original  essay  to  be  presented  at  the 
annual  meeting  in  February,  1952.  For  further 
information  apply  to  Dr.  John  C.  Burwell,  Jr., 
secretary-treasurer,  416  Jefferson  Building,  Greens- 
boro, North  Carolina. 

State  Charities  Aid  Association— The  annual 
conference  of  the  State  and  local  committees  on 
tuberculosis  and  public  health  and  the  committee 
on  mental  health  of  the  State  Charities  Aid  Associa- 
tion was  held  April  30,  May  1 and  2 in  New  York 
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City.  A citation  was  presented  to  Mrs.  Marie 
Warner  Anderson,  Christmas  seal  sale  secretary, 
by  Mr.  George  J.  Nelbach,  consultant  to  the  State 
committee. 

New  Journal  Published — Antibiotics  and  Chemo- 
therapy, a new  journal,  has  appeared  in  this  field, 
published  by  the  Washington  Institute  of  Medicine 
under  the  editorial  direction  of  Dr.  Henry  Welch, 
director  of  antibiotics  of  the  National  Food  and 
Drug  Administration.  The  ever-increasing  scope 
of  the  research  periodical  developments  in  this  field 
has  prompted  the  need  for  such  a specialized  pub- 
lication which  should  receive  the  favorable  attention 
of  the  medical  profession. 

Pennsylvania  Medical  Alumni  to  Meet — The 
University  of  Pennsylvania  Medical  Alumni  So- 
ciety will  hold  a dinner  meeting  Wednesday,  June 
13,  1951,  at  Haddon  Hall  in  Atlantic  City,  in  con- 
nection with  the  convention  of  the  Amercian 
Medical  Association.  All  alumni  attending  the 
convention  are  urged  to  come  to  the  dinner.  Tickets 
will  be  on  sale  at  the  University  of  Pennsylvania 
Alumni  Society  booth  at  the  entrance  to  the  exhibits 
in  Convention  Hall. 

Research  Project  Planned — A two-year  research 
project  to  determine  how  Americans  spend  the 
approximately  eight  billion  dollars  which  they  pay 
annually  for  private  medical  and  hospital  care  has 
been  announced  bv  Columbia  University.  The 
University  has  undertaken  the  study  for  the  Health 
Information  Foundation,  a nonprofit  organization 
which  collects  and  disseminates  health  information, 
and  which  has  given  a grant  of  $92,000  for  the  proj- 
ect. 

Anesthesia  Placement  Committee  Appointed — 

New  York  State  communities  requiring  the  services 
of  an  anesthesiologist  will  now  be  able  to  enlist  the 
aid  of  the  placement  committee  of  the  New  York 


State  Society  of  Anesthesiologists.  Services  of  the 
committee  are  open  to  physicians,  groups,  and  in- 
stitutions by  contacting  the  Society  office,  137 
West  11th  Street,  New  York  11,  New  York,  and  the 
district  committeemen,  as  follows:  Dr.  Leo  Holz- 
man,  Flushing;  Dr.  Edgar  Bachrach,  New  York 
City;  Dr.  Philip  H.  Sechzer,  Laurelton;  Dr. 
Thomas  R.  Shannon,  Poughkeepsie;  Dr.  Samuel  L. 
Lieberman,  Buffalo,  and  Dr.  Vincent  J.  Collins, 
Bronx. 

Medical  College  Appointments — Four  members 
of  the  staff  of  the  Franklin  Delano  Roosevelt  Veter- 
ans Hospital,  Montrose,  have  been  given  appoint- 
ments to  the  Cornell  University  Medical  College 
staff,  Department  of  Psychiatry.  They  are:  Dr. 
Richard  L.  Harris,  manager,  as  assistant  professor; 
Dr.  Arnold  A.  Schillinger,  chief,  professional  services, 
as  instructor;  Dr.  Edward  R.  Bennett,  chief,  acute 
intensive  treatment  service,  as  instructor,  and  Dr. 
Leon  L.  Rackow,  chief,  continued  treatment  service, 
as  instructor. 

Scholarship  in  Oral  Pathology — The  New  York 
Institute  of  Clinical  Oral  Pathology  has  established 
a scholarship  of  $1,000  for  research  into  the  rela- 
tionship, if  any,  between  osteitis  fibrosa,  giant  cell 
tumor  (localized),  and  traumatic  bone  cysts  with 
special  reference  to  the  jaws.  Those  interested  are 
asked  to  communicate  with  the  executive  secretary 
at  101  East  79th  Street,  New  York  21,  New  York. 

Trudeau  Society  Elections — -Dr.  Edith  M.  Lin- 
coln, New  York  City,  was  elected  president  of  the 
New  York  State  Trudeau  Society  at  its  annual 
meeting  in  Albany.  Dr.  Lincoln  is  director  of  the 
Children’s  Tuberculosis  Division  of  the  New  York 
University-Bellevue  Medical  Center.  Other  officers 
are  Dr.  James  Blake,  Schenectady,  president-elect; 
Dr.  John  Hayes,  Saranac  Lake,  vice-president,  and 
Dr.  Robert  L.  Yeager,  Summit  Park,  secretary. 


MEETINGS 

PAST 


Auxiliary  Council  to  the  Association  for 
the  Advancement  of  Psychoanalysis 

At  the  meeting  of  the  Auxiliary  Council  to  the 
Association  for  the  Advancement  of  Psychoanalysis 
held  April  14  in  New  York  City,  a symposium  on 
“Psychoanalysis  and  the  Constructive  Forces  in 
Man”  was  presented  by  Drs.  Karen  Horney,  Paul 
Lussheimer,  Alexander  Reid  Martin,  Frederick  A. 
Weiss,  and  Harold  Kelman. 

Eastern  New  York  Eye,  Ear,  Nose 
and  Throat  Association 

Dr.  Merel  Harmel,  professor  of  anesthesiology, 
Albany  Medical  College,  spoke  on  “Considerations 
of  Anesthesiology  in  Surgery  of  the  Eye,  Ear,  Nose 
and  Throat”  at  the  meeting  of  the  Eastern  New 
York  Eye,  Ear,  Nose  and  Throat  Association  held 
April  5 in  Schenectady. 

Officers  elected  include  the  following:  Dr.  Harry 
Miller,  Schenectady,  president;  Dr.  E.  M.  Freund, 
Albany,  vice-president,  and  Dr.  Frank  Furlong, 
Schenectady,  secretary-treasurer. 

The  next  regular  meeting  of  the  group  will  be 
held  in  November,  but  the  annual  social  meeting 
will  be  June  14  at  the  Troy  Country  Club. 


Society  of  Medical  Jurisprudence 

At  the  regular  meeting  of  the  Society  of  Medical 
Jurisprudence,  held  April  9 at  the  New  York  Acad- 
emy of  Medicine,  Dr.  S.  Philip  Goodhart,  professor 
emeritus  of  clinical  neurology,  Columbia  University 
College  of  Physicians  and  Surgeons,  spoke  on  “Ma- 
lingering: Its  Detection  and  Determination.” 

Long  Island  Psychiatric  Society 

At  recent  meetings  of  the  Long  Island  Psychiatric 
Society,  the  following  programs  have  been  pre- 
sented: 

April  17,  Creedmoor  State  Hospital — Dr.  James 
H.  Wall,  medical  director,  New  York  Hospital, 
Westchester  Division,  “Sexual  Perversions.” 

May  15,  Veterans  Administration  Hospital, 
Northport — Dr.  Samuel  W.  Hamilton,  “The  Ward 
Physician.” 

Association  for  the 
Advancement  of  Psychoanalysis 

At  the  regular  meeting  of  the  Association  for  the 
Advancement  of  Psychoanalysis  on  May  23  at  the 
New  York  Academy  of  Medicine,  Dr.  Harry  M. 
Tiebout  presented  a paper  on  “Surrender  as  a Psy- 
chological Event.” 
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FUTURE 


American  Heart  Association 

The  twenty-seventh  annual  meeting  and  the 
twenty-fourth  scientific  sessions  of  the  American 
Heart  Association  will  be  held  in  Atlantic  City,  New 
Jersey,  from  Wednesday,  June  6,  to  Sunday,  June 
10,  at  the  Haddon  Hall  Hotel.  The  annual  dinner 
on  June  9 will  feature  the  presentation  of  Gold 
Heart  Awards  to  physicians  who  have  made  out- 
standing contributions  in  advancing  cardiovascular 
medicine  and  the  program  of  the  American  Heart 
Association. 

Association  for  Physical 
and  Mental  Rehabilitation 

The  Association  for  Physical  and  Mental  Re- 
habilitation will  hold  its  fifth  annual  national  con- 
vention July  3 through  July  6 in  Los  Angeles,  Cali- 
fornia. The  scientific  and  clinical  sessions  will  be 
held  at  the  Hollywood  Roosevelt  Hotel,  Hollywood, 
California.  Further  information  may  be  obtained 
from  the  national  president,  Mr.  George  Devins, 
Veterans  Administration  Hospital,  Long  Beach, 
California. 


International  Academy  of  Proctology 
The  third  annual  convention  of  the  International 
Academy  of  Proctology  will  be  held  at  the  May- 
flower Hotel  in  Atlantic  City,  New  Jersey,  on  June 
7 and  8.  The  scientific  session  will  feature  the  more 
recent  developments  in  proctology  through  papers 
presented  by  outstanding  speakers.  These  sessions 
will  be  open  to  members  of  the  medical  profession. 
The  annual  banquet  of  the  Academy  will  be  held 
Thursday  night,  June  7. 

University  of  Michigan  Conference  on  Aging 
The  fourth  annual  Conference  on  Aging  of  the 
University  of  Michigan  will  be  held  at  Ann  Arbor 
July  11,  12,  and  13.  The  conference  is  under  the 
cosponsorship  of  the  Institute  for  Human  Adjust- 
ment, School  of  Medicine,  School  of  Public  Health, 
and  Extension  Service  of  the  University  of  Michi- 
gan, the  Office  of  Vocational  Rehabilitation  of  the 
Federal  Security  Agency,  and  the  Michigan  Depart- 
ment of  Vocational  Rehabilitation.  Topic  for  this 
year’s  conference  is  “The  Rehabilitation  of  the  Older 
Handicapped  Person.” 


PERSONALITIES 


Honored 

Dr.  Connie  M.  Guion,  professor  of  clinical  medi- 
cine, Cornell  University  Medical  College,  who  re- 
ceived the  annual  Alumni  Association  Award  of 
Merit  to  an  outstanding  graduate.  . . Dr.  Clinton 
P.  McCord,  Albany,  at  a dinner  party  on  his  seven- 
tieth birthday  and  fortieth  anniversary  of  practice.  . . 
Dr.  Anna  M.  Stuart,  Elmira  physician  for  more  than 
a half  century,  by  having  the  local  handicapped 
children’s  center  named  after  her.  . . Dr.  Charles 
C.  Sweet,  Ossining,  by  the  Westchester  County 
Board  of  Supervisors  when  he  resigned  from  the 
County  Board  of  Health. . . Dr.  Alexander  S.  Wiener, 
Brooklyn,  who  received  the  Passano  Foundation 
Award  for  1951. 

Appointed 

Dr.  William  A.  Buecheler,  Syracuse,  to  member- 
ship on  the  advisory  panel  for  revision  of  the 
United  States  Pharmacopeia.  . . Dr.  S.  K.  Livings- 
ton, Troy,  former  clinical  director  of  the  Veterans 
Administration  Hospital  in  Saratoga  Springs,  as 
assistant  chief  of  professional  services  at  the  Albany 
Veterans  Administration  Hospital.  . . Dr.  James  M. 
Happel,  Salamanca,  as  coroner  for  Cattaraugus 
County. 

Speakers 

Dr.  Monroe  Broad,  Queens,  on  “Socialized  Medi- 
cine” at  a meeting  of  the  Parents  Association  of 
Andrew  Jackson  High  School,  St.  Albans.  . . . Dr. 
Otto  A.  Faust,  Albany,  on  “Prevention  of  Behavior 
Disorders  in  Children”  at  a lecture  sponsored  by  the 
Adult  Education  Division  of  the  Albany  Public 
Schools.  . . Dr.  John  W.  Hall,  associate  professor  of 
pathology  at  New  York  University  College  of  Medi- 
cine, at  a meeting  at  Vassar  Brothers  Hospital, 
Poughkeepsie.  . . Sir  Charles  Harington,  director  of 
the  National  Institute  for  Medical  Research,  Lon- 
don, England,  on  “Experimental  Research — Work  in 
Chemotherapy”  as  the  48th  annual  Christian  A. 
Herter  Lecture  at  New  York  University  College  of 
Medicine. 


Dr.  Paul  Hoch,  of  the  Psychiatric  Institute,  on 
“Personality  Changes  After  a Lobotomy  or  Topec- 
tomy” at  a meeting  of  the  staff  of  the  Veterans 
Administration  Hospital,  Northport,  Long  Island, 
March  26.  . . Dr.  L.  Emmett  Holt,  Jr.,  professor  of 
pediatrics,  New  York  University-Bellevue  Medical 
Center,  on  “Oral  Feeding  and  Intestinal  Intoler- 
ance” as  the  ninth  annual  Bela  Schick  Lecture  pre- 
sented at  Mount  Sinai  Hospital  on  April  26.  . . 
Dr.  E.  D.  Homiller,  Sterling-Winthrop  Research 
Institute,  Rensselaer,  on  “New  Medical  Drugs” 
at  a meeting  of  the  Couples  Club  of  the  First  Con- 
gregational Church,  Albany.  . . Dr.  Sylvester  D. 
Keller,  Fulton,  at  a meeting  of  the  Fulton  Rotary 
Club. 

Dr.  Julius  Lempert,  director  of  otologic  surgery 
and  research,  Lempert  Institute  of  Otology  and 
Lempert  Research  Foundation,  on  “Otology— Its  [ 
Present  Status”  as  the  Isidore  Friesner  Lecture  pre- 
sented at  Mount  Sinai  Hospital  on  April  24.  . . 

Dr.  H.  Houston  Merritt,  professor  of  neurology,  ; 
Columbia  University  College  of  Physicians  and  ! 
Surgeons,  on  “The  Use  of  ACTH  in  Nervous  and  i 
Mental  Diseases”  at  a meeting  of  the  staff  of  the  ; 
Veterans  Administration  Hospital,  Northport,  Long  | 
Island,  on  April  26. . . Dr.  Samuel  J.  Prigal,  assistant  : 
professor  of  medicine,  New  York  Medical  College,  j 
Flower  and  Fifth  Avenue  Hospitals,  in  a symposium  ; 
on  “Aerosol  Therapy”  under  the  auspices  of  the  : 
Minerva  and  Italian  Medical  Societies  June  1 
and  2 in  Turin,  Italy. 

Dr.  George  T.  Pack,  New  York  City,  on  “The 
Diagnosis  and  Treatment  of  Sarcomas  of  the  Soft 
Somatic  Tissues”  on  April  25  before  the  Wainwright 
Tumor  Clinic  Association  in  Scranton,  Pennsyl- 
vania, and  on  “Cancer  of  the  Gastrointestinal 
Tract”  at  a meeting  of  the  Westchester  Cancer  i ? 
Society  at  Grasslands  Hospital,  Valhalla.  . . Dr.  ! j! 
Sandor  Rado,  clinical  professor  of  psychiatry,  j jj 
Columbia  University  College  of  Physicians  and  Sur-‘  I ,: 
geons,  on  “Emergency  Behavior”  at  a meeting  of  the  I } 
staff  of  the  Veterans  Administration  Hospital,  I® 
Northport,  Long  Island,  on  April  12. 


SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK 


THE  Council  met  on  April  12,  1951,  from  9:20  to 
11:40  a.m.  at  the  State  Society’s  offices  and  con- 
sidered the  following  matters,  taking  action  as  indi- 
cated. 

Secretary’s  Report 

Remission  of  annual  dues  was  voted  for  1950  for 
three  members  and  for  1951  for  14  members  because 
of  illness;  for  1950  for  four  members  and  for  1951 
for  36  members  because  of  service  in  the  armed 
forces.  The  Council  also  voted  to  request  that  the 
American  Medical  Association  remit  1951  dues  for 
two  members  on  account  of  illness  and  for  five  mem- 
bers on  account  of  service  in  the  armed  forces. 

Your  secretary  takes  pleasure  in  notifying  you 
that  the  Board  of  Trustees,  on  April  8,  voted 
approval  of  your  recommendation  for  salary  and 
allowance  for  a fourth  field  representative  of  the 
Public  Relations  Bureau.  Your  recommendation 
regarding  the  general  budget  was  also  approved. 
The  recommendation  of  a contribution  for  the 
National  Society  for  Medical  Research  was  tabled 
for  a month. 

Dr.  A.  0.  Persons  of  Lexington,  Outstanding 
General  Practitioner  of  the  year,  has  accepted  the  in- 
vitation to  be  a guest  of  the  Society  at  the  annual 
banquet  at  the  Hotel  Statler,  Buffalo,  Wednesday, 
May  2.  He  also  has  agreed  to  deliver  a speech. 
The  Banquet  Committee  is  proceeding  with  arrange- 
ments. All  indications  are  for  a successful  annual 
meeting  April  30  through  May  4. 

On  March  13  your  secretary  attended  a dinner 
of  the  Board  of  Directors  of  the  United  States  Com- 
mittee of  the  World  Medical  Association,  at  the 
Hotel  Commodore.  Dr.  Louis  Bauer  and  Dr. 
Theodore  J.  Curphey  were  also  present. 

On  March  14  President  Wertz,  President-elect 
Kenney,  Dr.  Louis  Bauer,  and  your  secretary  at- 
tended the  first  annual  dinner  of  the  New  York 
Chapter  of  the  International  College  of  Surgeons  at 
the  Hotel  McAlpin. 

Your  secretary  attended  the  meeting  of  the  Mal- 
practice Insurance  and  Defense  Board,  March  21, 
and  the  meeting  of  the  Public  Welfare  Subcommit- 
tee at  the  New  York  State  Department  of  Social 
Welfare  in  Albany,  March  19. 

On  March  31  your  secretary  addressed  the  senior 
class  of  the  College  of  Physicians  and  Surgeons  of 
Columbia  University,  urging  them  to  join  county 
and  state  medical  societies  and  the  American  Medi- 
cal Association  as  soon  as  they  located  for  practice. 
Previously  the  same  day  this  group  was  addressed 
by  Dr.  James  R.  Reuling,  vice-speaker  of  the  House 
of  Delegates  of  the  A.M. A.,  who  explained  the  many 
functions  and  benefits  of  the  A.M. A. 

Your  secretary  attended  the  meeting  of  the  Medi- 
cal Grievance  Committee  of  the  New  York  State 
Department  of  Education,  April  5,  and  several  of 
the  committees  of  your  Society  on  April  1 1 . 

On  March  20  your  secretary  attended  a meeting  at 
the  Hotel  Commodore  arranged  by  the  Public  Rela- 
tions Bureau  of  the  A.M. A.  for  Mrs.  Alice  Lake  in 
preparation  for  an  article  in  American  Magazine  re- 
garding grievance  and  mediation  committees.  This 
meeting  was  attended  by  Mr.  Frederick  Miebach, 
Director  of  Public  Relations.  Representatives  of 
the  medical  societies  of  the  counties  of  Monroe,  New 
York,  and  Onondaga,  as  well  as  two  representatives 
from  the  Massachusetts  Medical  Society,  were 
present. 


Communications. — 1.  Letter  dated  March  29, 
1951,  from  Mr.  Robert  D.  Potter,  executive  secre- 
tary of  the  Medical  Society  of  the  County  of  New 
York,  transmitting  a resolution  which  declared  May 
15,  1951,  to  be  “Blood  for  Korea  Day”  and  which 
called  upon  its  members  to  donate  a pint  of  blood  to 
the  Red  Cross.  The  letter  requested  this  Society 
to  inform  other  county  societies  of  the  action  and  to 
request  their  participation. 

2.  Letter  dated  March  26,  1951,  from  Dr. 
Donald  G.  Anderson,  secretary-treasurer  of  the 
American  Medical  Education  Foundation,  thanking 
this  Society  for  a letter  to  county  society  secretaries 
and  for  an  editorial  requesting  support  for  the 
Foundation.  Dr.  Anderson  stated  that  the  Founda- 
tion is  doing  fairly  well  but  needs  a great  many  more 
contributions. 

3.  Letter  dated  March  19,  1951,  from  Dr.  A.  C. 
Ivy,  secretary-treasurer  of  the  National  Society  for 
Medical  Research,  thanking  this  Society  for  a con- 
tribution and  for  the  assistance  of  staff  members. 
The  letter  stated  that  very  likely  the  Metcalf-Hatch 
bill  will  be  adopted  early  next  year. 

4.  Letter  dated  March  15,  1951,  from  Jeannette 
Saurborn,  president  of  the  New  York  State  Associa- 
tion for  Health,  Physical  Education  and  Recreation, 
expressing  appreciation  for  Dr.  Hannon’s  work  as  a 
representative  of  this  Society  at  the  Youth  Fitness 
Conference  in  Albany  on  March  5.  The  letter 
stated  that  the  group  present  at  the  meeting  had  re- 
quested a follow-up  meeting  to  implement  a more 
effective  Youth  Fitness  Program  in  the  State. 

The  Treasurer’s  report  was  accepted. 

Report  of  the  Executive  Officer 

Dr.  Hannon  reported  the  status  of  several  bills  in 
which  the  Society  is  interested  and  of  legislation  in 
general.  He  recommended  the  purchase  of  enough 
copies  of  the  Civil  Defense  Act  to  provide  one  for 
each  officer  of  the  Society  and  one  for  each  county 
society. 

After  discussion,  it  was  voted  that  the  State  Society 
procure  80  copies  to  be  charged  to  Legislation 
Committee  expense. 

Reports  of  Committees 

Legislation. — Dr.  Siris,  chairman,  on  behalf  of 
himself  and  his  committee,  commended  Dr.  Hannon 
for  his  work  during  the  past  legislative  session. 

It  was  voted  that  the  Council  express  great  appre- 
ciation to  the  chairman  of  the  Legislation  Com- 
mittee, the  Executive  Officer,  and  Mr.  Beasley  for 
their  tireless  and  efficient  work  during  the  past 
Society  year. 

Constitution  and  Bylaws. — In  accordance  with  an 
opinion  given  by  letter  from  Martin  & Clearwater, 
the  committee  recommended  approval  of  proposed 
amendments  to  the  constitution  and  bylaws  of  the 
Medical  Society  of  the  County  of  Wayne. 

Approval  was  voted. 

Economics. — Li  the  absence  of  Dr.  Azzari,  chair- 
man, Mr.  Farrell,  director  of  the  Medical  Care  In- 
surance Bureau,  submitted  the  quarterly  report  of 
Blue  Shield  Plans  in  New  York  State. 

Public  Medical  Care. — Dr.  Vickers,  chairman,  re- 
porting on  a meeting  of  the  Joint  Medical  Care 
Committee  of  the  Department  of  Social  Welfare  in 
Albany  March  28,  described  the  proposed  rules  re- 
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garding  private  nursing  homes.  These  homes  are 
divided  into  three  classes,  nursing,  convalescent,  and 
private  homes  for  adults.  All  are  subject  to  fire  re- 
strictions, and  similar  regulations  are  to  be  applied 
to  public  homes  and  infirmaries. 

The  question  of  direct  payment  by  local  welfare 
commissioners  to  physicians  treating  welfare  cases 
was  discussed,  and  delay  in  applying  this  idea  was 
attributed  chiefly  to  bookkeeping  difficulties.  Dr. 
Vickers  felt  that  local  welfare  commissioners  will 
soon  be  permitted  to  make  such  payments.  Dr. 
Hannon,  however,  stated  that  the  bill  regarding  such 
payments,  sponsored  by  the  Department  of  Social 
Welfare,  had  been  vetoed. 

Ethics.— Dr.  Keating,  chairman,  reported  on  a 
letter  of  February  28, 1951,  from  Dr.  Leon  G.  Payes, 
chairman  of  the  public  relations  committee  of  the 
Broome  County  Medical  Society.  This  concerned 
part  ownership  by  a pediatrician  of  a shoe  store  in 
Binghamton.  All  of  the  members  of  the  committee 
felt  that  if  the  physician  was  not  using  his  profession 
in  connection  with  the  enterprise  no  question  of 
ethics  was  involved.  The  committee  recommended 
that  the  Council  instruct  the  secretary  so  to  inform 
Dr.  Payes. 

It  was  voted  to  adopt  the  report  and  approve  the 

recommendation. 

In  this  connection  Dr.  Dickson  stated  that  Dr. 
Payes  had  informed  him  that  the  enterprise  no 
longer  existed.  Dr.  Payes  also  requested  him  to  ask 
the  Council  whether  it  is  ethical  for  a doctor  to  hire 
and  maintain  in  his  office  a trained  man  to  prepare 
and  make  eye  glasses. 

After  discussion,  it  was  voted  to  refer  the  question 

to  the  Committee  on  Ethics. 

Hospital  and  Professional  Relations. — Dr.  Harold 
Brown,  chairman,  reported:  “We  had  a meeting 
with  representatives  of  the  New  York  State  Academy 
of  General  Practice  in  Rochester  last  Sunday.  They 
were  pleased  by  the  action  of  this  Council  in  Febru- 
ary approving  that  there  be  established  in  all  hos- 
pitals a section  for  general  practice.  They  would  like 
to  see  that  information  disseminated  on  a broader 
basis  than  it  has  been.  While  we  went  into  some  of 
the  angles,  I suggested  that  they  take  it  up  with  Dr. 
Curphey’s  committee. 

“I  might  report,  too,  that  the  New  York  Chapter 
of  the  Academy  of  General  Practice  is  interested  in 
the  establishment  in  hospitals  of  an  internship  and 
residency  in  general  practice.  We  felt  that  we  could 
not  give  them  any  answer  on  that  question,  but  I 
think  that  we  can  publish  and  possibly  republish  in 
the  Journal,  in  more  conspicuous  parts  than  the 
minutes  of  the  Council,  the  fact  that  this  Council  did 
go  on  record  in  favor  of  the  establishment  of  a sec- 
tion for  general  practice  and  the  other  two  points 
that  were  decided  at  the  February  meeting.” 

Medical  Licensure. — Dr.  Gibson,  chairman,  re- 
ported on  the  question  of  relaxing,  as  an  emergency 
measure,  the  policy  of  the  Board  of  Regents  in  the 
endorsement  of  foreign  licenses.  The  committee 
recommended  that  the  State  Society  take  no  action 
since  “to  license  men  without  examination  who  have 
had  medical  education  about  which  we  have  no,  or  at 
least  scant,  knowledge  would  be  no  protection  to  the 
public.” 

After  discussion,  it  was  voted  to  accept  the  report. 

Office  Administration  and  Policies. — Dr.  Beek- 
man,  chairman,  reported  that  the  committee  had 
met  April  11,  1951.  Routine  matters  were  acted 
upon.  The  committee  recommended  to  the  Council 
that  Dr.  W.  P.  Anderton  be  made  general  manager 
of  the  Society. 


It  was  voted  to  accept  the  report  and  approve  the 

recommendation. 

Planning  Committee  for  Medical  Policies. — Dr. 

Di  Natale,  chairman,  reported  that  a subcommittee, 
formed  to  study  dues  remissions  and  to  formulate  a 
plan  or  uniform  policy,  was  tabulating  the  results  of 
its  inquiry  and  that  a plan  would  be  presented  to  the 
Council  and  the  House  of  Delegates  after  approval 
by  the  Planning  Committee  as  a whole. 

Publication. — Dr.  Redway,  chairman  pro  tem,  re- 
ported discussion  at  a meeting  of  the  committee  on 
April  11,  1951,  of  the  fact  that  there  had  been  a 10 
per  cent  cut  in  the  quantity  of  paper  available  for 
publication  purposes  and  that  a further  20  per  cent 
cut  was  anticipated.  He  stated  that  limitation  of 
the  number  of  pages  of  the  Journal  would  mean  a 
discrepancy  between  the  advertising  and  the  scien- 
tific content.  However,  purchase  of  paper  in  the 
open  market  would  increase  the  costs.  The  commit- 
tee felt  that  the  size  of  the  Journal  should  be 
limited,  for  the  rest  of  the  year,  to  the  amount  of 
paper  available.  It  voted  to  send  only  two,  instead 
of  nine,  exchange  copies  to  the  American  Medical 
Association.  This  is  in  accordance  with  the  prece- 
dent set  by  the  Journal  of  the  American  Medical 
Association  because  of  lack  of  paper  and  increasing 
printing  costs. 

He  stated  that,  although  a few  copies  of  the  1949 
Directory  were  being  sold,  those  remaining  present  a 
storage  problem.  Consequently  purchasers  of  the 
1951  Directory  who  also  want  a 1949  Directory  are 
allowed  one  without  charge.  In  order  to  limit  the 
number  circulated,  retired  members  are  being  asked 
if  they  want  the  1951  Directory. 

The  committee  voted  that  the  treasurer  investi- 
gate libel  insurance  for  the  Society. 

Public  Health  and  Education. — Dr.  Curphey, 
chairman,  reported  that  he  had  attended  five  meet- 
ings and  arranged  30  postgraduate  lectures  in  17 
counties. 

He  supplemented  his  previous  report  on  the  Febru- 
ary 28  meeting  of  the  Blood  Banks  Subcommittee  by 
stating  that  opinions  had  been  expressed  favoring  a 
State-wide  blood  bank  association  enlisting  the  co- 
operation of  the  medical  profession,  the  American 
Red  Cross,  and  the  State  Department  of  Health,  as 
proposed  last  October. 

He  presented  a report  of  the  regular  monthly 
joint  meeting  of  his  committee  with  the  State  Health 
Department,  on  March  7.  Those  present  at  the 
meeting  agreed  that  the  international  situation  did 
not  justify  deferring  the  establishment  of  a State 
health  council  and  that  the  Health  Resources  Com- 
mittee could,  as  suggested  by  Dr.  Hilleboe,  provide 
an  excellent  nucleus  for  the  organization  of  such  a 
council. 

Dr.  Curphey  stated  that  a conference  had  been 
held  on  March  21  with  Dr.  Wheatley  of  the  Metro- 
politan Life  Insurance  Company,  for  the  purpose  of 
studying  a proposed  booklet  concerning  child  health. 
It  has  been  submitted  to  the  chairman  of  the  Child 
Welfare  Subcommittee. 

Dr.  Curphey  also  reported  about  a meeting  on 
March  29,  called  by  Dr.  Muckenfuss,  New  York 
City  Blood  Services  Officer,  to  discuss  with  various 
blood  bank  groups  in  the  city  blood  procurement  in 
civil  defense.  J 

He  transmitted  the  report  of  Dr.  Scott  Lord 
Smith,  chairman  of  the  Subcommittee  on  Geriatrics,  ( 
hwo  attended  the  first  Conference  on  Chronic  Dis- 
eases in  Chicago,  March  12,  13,  and  14,  1951.  Dr. 
Smith  stated  that  the  conference  is  an  activity  of  the 
[Continued  on  page  1446J 
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For  your  patient  with  smooth  muscle  spasm 
This  superior  new  B 

Delightfully  flavored  elixir  'Eskaphen  B with  Belladonna’  provides: 

1.  Belladonna  All  the  natural  alkaloids 

...  to  combat  his  spasm 

2.  Phenobarbital  Mild,  relaxing  sedation 

...  to  relieve  his  nervous  tension 

3.  Thiamine  Full  therapeutic  dosages 

...  to  help  rectify  his  dietary  deficiencies 

Effective  in  the  many  spastic  conditions  of  smooth  muscle  ...  of  particular  value  in 
gastro-intestinal  spastic  conditions. 

Smith,  Kline  & French  Laboratories,  Philadelphia 

eiim ‘Eskaphen  B with  Belladonna' 

Formula:  Each  5 cc.  teaspoonful  contains:  total  natural  belladonna  alkaloids,  0.2  mg.;  pheno- 
barbital, M gr.  (16  mg.);  thiamine,  5 mg.  (nearly  three  times  the  minimum  daily  requirement); 
alcohol,  15%.  Available  in  6 fl.  oz.  bottles. 
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Commission  on  Chronic  Illness  established  by  the 
American  Hospital  Association,  the  American 
Medical  Association,  the  American  Public  Health 
Association,  and  the  American  Public  Welfare  Asso- 
ciation. Planning  for  the  conference  had  been  based 
on  the  findings  and  recommendations  of  the  Wash- 
ington Conference  on  Problems  of  the  Aging,  and  its 
purposes  were  to  suggest  approaches  toward  con- 
trolling and  preventing  chronic  disease  and  to  lessen 
the  cost  of  such  approach.  The  150  delegates  were 
divided  into  five  committees  to  consider  (1)  evalua- 
tion of  scientific  data,  (2)  practice  of  medicine,  (3) 
professional  information  and  training,  (4)  com- 
munity organization  and  services,  and  (5)  public  in- 
formation. Each  committee  in  a general  summary 
attempted  to  report  in  which  diseases  early  dis- 
covery is  most  important,  what  can  be  done  about 
such  diseases,  and  how  remedial  steps  can  be  effec- 
tively applied.  It  was  concluded  that  periodic 
physical  and  laboratory  examinations  in  doctors’ 
offices,  clinics,  or  hospitals  constitute  the  best  ap- 
proach to  early  detection  and  diagnosis  of  disease, 
that  this  approach  should  be  made  easier,  less 
costly,  and  more  popular,  and  that  screening 
measures  may  be  added  as  their  value  is  established. 

Dr.  Curphey  called  attention  to  the  report  by 
Merck  and  Company  of  a price  reduction  for  corti- 
sone to  $30  per  gram  for  physicians  and  $24  per 
gram  for  hospitals.  The  report  stated  that  the  de- 
mand exceeds  the  supply  and  that  many  months  will 
be  required  for  the  completion  of  additional  manu- 
facturing facilities  now  under  construction. 

He  requested  the  appointment  of  Dr.  A.  H. 
Aaron,  Dr.  A.  A.  Eggston,  and  Dr.  Leo  Simpson  to 
the  Specialists’  Roster  Committee,  an  advisory 
committee  to  the  Public  Health  and  Education  Com- 
mittee, for  the  purpose  of  processing  questionable 
applications  for  the  specialists’  roster  for  the  re- 
habilitation program  of  the  State  Health  Depart- 
ment. 

Approval  was  voted  of  the  appointments. 

Dr.  Curphey  also  requested  that  Dr.  Quentin 
Jones  of  Utica  and  Dr.  John  Scudder  of  New  York 
City  be  added  to  the  Subcommittee  on  Blood  Banks. 

Approval  was  voted. 

Public  Relations. — Dr.  Winslow,  chairman,  sub- 
mitted the  following  report: 

During  the  past  month  the  News  Letter  in  its  new 
format  from  the  Public  Relations  Bureau  was  sent  to 
every  member  of  the  State  Society  for  the  first 
time.  It  is  planned  to  issue  a News  Letter  monthly 
except  during  the  summer.  Under  the  present  sys- 
tem it  will  be  possible  to  communicate  items  of  im- 
portance to  every  member  of  the  Society  within 
a relatively  short  time  by  means  of  the  News  Letter. 

During  March  a considerable  portion  of  the  field 
program  was  devoted  to  a furtherance  of  the  legisla- 
tion program.  Up  to  the  time  of  the  adjournment  of 
the  Legislature  the  field  representatives  endeavored 
to  enlist  support  for  the  Metcalf-Hatch  Bill  which 
would  have  permitted  licensed  laboratories  and 
medical  schools  to  obtain  unwanted  stray  animals 
from  pounds  for  scientific  experiments.  They  also 
stimulated  opposition  to  the  Podiatry  Bill.  Since 
the  adjournment  of  the  Legislature  the  field  repre- 
sentatives have  turned  their  attention  to  stimulating 
the  adoption  of  a positive  public  relations  program 
by  the  county  medical  societies. 

A special  news  release  was  issued  by  the  Public 
Relations  Bureau  quoting  Dr.  Wertz  on  the  good 
treatment  accorded  to  dogs  used  in  medical  re- 
search. News  releases  dealing  with  postgraduate 
education  meetings  were  sent  to  newspapers  in  the 


following  counties:  Albany,  Broome,  Cayuga, 

Rensselaer,  Tioga,  Wayne,  and  Westchester. 

The  Public  Relations  Bureau  supplied  a film, 
“Here’s  Health — the  American  Way,”  which  was 
used  in  connection  with  a rural  health  meeting 
March  19  in  South  Byron,  Genesee  County.  The 
film  was  supplied  at  the  request  of  Dr.  Nicholas 
Linderman. 

A summary  of  the  proceedings  of  the  first  con- 
ference of  county  medical  society  public  relations 
chairmen  was  produced  and  mailed  to  county 
medical  society  public  relations  chairmen  throughout 
the  State. 

In  response  to  a number  of  requests,  the  Public 
Relations  Bureau  has  prepared  a guide  to  the  forma- 
tion of  mediation  committees  at  the  county  level.  A 
draft  of  this  guide  was  attached  to  this  report  for  the 
information  of  the  Council.  Inasmuch  as  mediation 
committees  in  operation  in  the  various  counties  may 
become  involved  in  matters  of  policy,  it  is  felt  that 
such  a guide  should  have  the  approval  of  the  Council 
before  it  is  issued.  Your  committee,  therefore,  re- 
spectfully requests  that  such  approval  be  given. 

The  Council  voted  approval,  with  one  minor 
change. 

Your  committee  also  recommends  that  the  Coun- 
cil give  consideration  to  the  formation  of  a mediation 
committee  on  the  State  level  to  act  on  appeals  which 
may  be  submitted  from  the  action  of  the  mediation 
committees  of  county  societies. 

After  discussion,  it  was  decided  that  chapter  VI, 

section  2 of  the  Bylaws  would  apply  to  such  ap- 
peals, under  jurisdiction  of  the  Board  of  Censors 

of  the  State  Society. 

At  the  request  of  the  president  of  the  Woman’s 
Auxiliary,  material  was  mimeographed  and  dis- 
tributed to  the  county  presidents  and  other  officers 
of  the  Auxiliary,  containing  instructions  and  a pro- 
gram for  the  annual  meeting.  A letter  and  form 
were  also  sent  to  each  county  auxiliary  president  re- 
questing the  names  of  the  county  officers  and  com- 
mittee chairmen  for  1951-1952.  Discussions  were 
also  had  regarding  material  to  be  distributed  at  the 
booth  the  Auxiliary  plans  at  the  State  Fair.  A con- 
ference was  conducted  and  a letter  prepared  and 
distributed  to  the  county  presidents  for  the  State 
chairman  of  the  Auxiliary’s  committee  on  civil  de- 
fense, suggesting  that  the  county  auxiliaries  volun- 
teer to  do  the  clerical  work  that  will  be  required  by 
local  medical  defense  units. 

War  Memorial. — Dr.  Beekman,  chairman,  re- 
ported: “This  is  the  first  time  I have  had  the  honor 
to  report  as  chairman  of  the  War  Memorial  Com- 
mittee. I have  spent  considerable  time  during  the 
last  month  familiarizing  myself  with  the  fiscal  and 
other  procedures  that  are  necessary  for  an  applicant 
to  become  a beneficiary  of  the  War  Memorial  Fund. 
The  department 'is  running  favorably,  and  I hope 
that  I will  be  able  to  come  near  the  efficiency  as  a 
chairman  that  Dr.  Rooney  had. 

“I  would  like  to  call  a meeting  immediately  after 
this  Council  meeting.” 

Woman’s  Auxiliary. — Dr.  Mott,  chairman,  re- 
ported: “The  Auxiliary  has  completed  its  plans  for 
the  annual  meeting,  which  will  be  held  on  the  same 
dates  as  the  State  Society’s.  A special  feature  will  be 
round-table  discussions  on  Today’s  Health , legisla- 
tion, public  relations,  and  program.  The  conven- 
tion committee  is  making  a special  effort  to  promote 
attendance  at  the  State  Society’s  annual  dinner. 

“The  spring  issue  of  The  Distaff  was  distributed 
recently.  The  committee  to  establish  a booth  at  the 

[Continued  on  page  1448] 
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You  are  familiar  with  the  choleretic  action  of  bile  salts,  with  the  flushing 
effect  of  dehydrocholic  acid.  Now,  you  may  prescribe  both  in  a 
single  preparation,  Hydro-Bilein. 

Each  Hydro-Bilein  tablet  contains  2 grs.  dehydrocholic  acid  and  2 grs. 
dried,  purified  ox  bile  (natural  unoxidized  bile  salts).  Administered  together 
in  this  form,  their  separate  functions  complement  each  other — the  one 
sluicing  out  inspissated  bile  or  products  of  inflammation  from  the  biliary 
tract,  the  other  stimulating  the  production  of  bile  solids.  Together  they 
facilitate  gall  bladder  emptying  and  increase  intestinal  motility. 

The  average  dose  is  one  tablet  two  to  four  times  daily,  preferably  after 
meals.  Dosage  may  be  reduced  if  it  produces  an  undesired  laxative  effect. 
Your  pharmacy  has  an  ample  supply  of  Hydro-Bilein  s~t  nn  < . 
in  bottles  of  100  and  1000  sugar-coated  red  tablets.  vAATVJXyLC 
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When  the  diet 
is  deficient  in  vitamins 


Theragran  offers  your  patients  the 
clinically  proved,  truly  therapeutic 
“practical”  vitamin  formula*  recom- 
mended by  Jolliffe.  (Jolliflfe,  Tisdall 
& Cannon:  Clinical  Nutrition,  New 
York,  Hoeber,  1950,  p.634.) 


THERAGRAN  supplies  all  of  the  vita- 
mins indicated  in  mixed  vitamin 
therapy  in  the  carefully  balanced,  high 
dosages  needed  for  fast  recovery  from 
mixed  deficiencies. 


Each  Theragran  Capsule  contains: 

Vitamin  A 25,000  U.S.P.  Unita 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  Hydrochloride 10  mg. 

Riboflavin 5 mg. 

Niacinamide  150  mg. 

Ascorbic  Acid  150  mg. 

Bottles  of  30,  100  and  1000 

•Thiamin*  content  raised  to  10  ms. 


When  you  want  truly  therapeutic  dosages  specify... 

THERAGRAN 

for  therapy. .. 


and  correct  the  patient’s  diet 

Squibb 
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State  Fair  is  working  very  hard.  The  Auxiliary  is 
very  appreciative  for  the  allotment  to  help  in  this 
exhibit.” 

Workmen’s  Compensation. — Dr.  Kenney,  chair- 
man, reported  that  Miss  Donlon  had  arranged  to 
have  Mr.  Bailey  of  the  State  Insurance  Department 
appear  before  the  Advisory  Council  at  its  meeting  on 
April  11.  He  stated  that  figures  given  by  Mr. 
Bailey  and  by  Mr.  Moore  of  the  Workmen’s  Com- 
pensation Board  office  were  illuminating,  that  in- 
creases of  rates  to  be  paid  by  employers  were  ex- 
pected both  for  Workmen’s  Compensation  Insurance 
and  for  Disability  Benefits  Insurance,  and  that  he 
expected  to  call  a meeting  of  the  Workmen’s  Com- 
pensation Committee  in  Buffalo  to  prepare  a report 
on  fee  schedule  increases  for  the  House  of  Delegates. 

Because  of  the  fact  that  the  Advisory  Council  has 
come  to  no  agreement  regarding  increasing  medical 
fees,  Miss  Donlon  feels  that  she  must  make  her  own 
decision.  She  announced  that  she  felt  the  doctors 
were  entitled  to  an  increase  based  on  current  con- 
ditions, but  that  it  was  feasible  in  her  opinion  only  to 
do  it  across  the  board,  at  the  rate  of  eight  per  cent. 
Dr.  Kenney  had  asked  that  her  action  be  postponed 
until  after  the  House  of  Delegates  meeting,  but  she 
seemed  to  feel  that  the  announcement  should  be 
made  earlier. 

He  concluded,  “The  question  of  our  employing  an 
actuary  to  study  and  make  our  own  investigation  I 
held  in  abeyance  because  of  the  proposed  meeting 
that  we  had  yesterday.  I had  hoped  it  would  be 
held  earlier.  In  my  opinion,  on  the  basis  of  what 
was  revealed  yesterday  and  the  decision  of  the  chair- 
man of  the  Board,  we  would  not  be  gaining  anything 
at  this  time  to  have  a study  of  the  figures.  A sug- 
gestion was  made  by  Dr.  Reuling,  which  perhaps  he 
will  allude  to,  that  it  might  be  wise  that  this  Council 
consider  some  method  of  having  a financial  expert 
attached  to  our  Workmen’s  Compensation  Bureau  so 
that  we  could  keep  in  touch  with  the  actuarial  figures 
continuously.” 

Dr.  Reuling  stated  that  he  felt  the  Council  and  the 
Workmen’s  Compensation  Committee  should  seri- 
ously consider  the  advisability  of  adding  an  actuary 
to  the  staff. 

It  was  voted  to  accept  the  report. 

New  Business 

Citation  to  Dr.  Chas.  Gordon  Heyd. — Dr.  Master- 
son  stated  this  is  a report  of  the  special  committee 
appointed  to  draw  up  a citation  to  be  presented  to 
Dr.  Heyd  at  the  annual  meeting  in  Buffalo,  as 
follows: 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  recognizes  the  distinguished  service 
long  rendered  the  public  and  the  medical  profes- 
sion by  its  member,  Dr.  Charles  Gordon  Heyd; 
and 

“Whereas,  Dr.  Heyd,  as  president  of  United 
Medical  Service,  New  York’s  Blue  Shield  Plan,  has 
maintained  successful  and  progressive  leadership 
in  administering  the  ‘doctors’  plan’  for  a wide- 
spread distribution  to  the  public  of  good  medical 
care;  and 

“Whereas,  his  vast  experience  and  wise 
understanding  in  matters  of  health  have  enabled 
him  to  guide  United  Medical  Service  to  eminence 
as  a powerful  instrument  of  the  medical  profession 
for  the  public  good;  and 

“Whereas,  he  has  earned,  as  a doctor  and  as  a 
man,  the  esteem,  respect,  and  affection  of  his 
colleagues; 
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“Now  therefore,  the  officers  and  members  of  the 
Medical  Society  of  the  State  of  New  York  are 
happy  to  present  to  Dr.  Heyd  this  citation  ex- 
pressing their  deepest  appreciation  of  his  efforts  in 
behalf  of  the  public,  the  medical  profession,  and 
United  Medical  Service.” 

It  was  voted  that  this  report  be  accepted  and  the 
citation  given  to  Dr.  Heyd  at  the  annual  meet- 
ing. 

Services  Rendered  by  Mrs.  James  F.  Rooney.— 
Dr.  Anderton  reported  that,  through  Dr.  Aaron, 
Mrs.  Rooney  had  presented  a bill  for  $670.45  to  the 
National  Advisory  Committee  to  the  Selective  Serv- 
ice System.  In  a letter  to  Major  Dodge  of  the  New 
York  State  Headquarters  of  Selective  Service,  Dr. 
Paul  C.  Barton,  executive  secretary  of  the  National 
Advisory  Committee,  stated  that  there  appeared  to 
be  no  way  in  which  Mrs.  Rooney  could  be  “reim- 
bursed for  these  expenses  with  the  use  of  govern- 
ment funds.”  Dr.  Barton  also  suggested  to  Dr. 
Aaron  that  the  file  cabinet  which  Dr.  Rooney  had 
bought  be  sold  and  that  this  Society  be  asked  to  re- 
imburse Mrs.  Rooney  for  her  services  and  for  other 
expenses  incurred  by  the  Advisory  Committee.  He 
stated  that  the  dates  on  Mrs.  Rooney’s  bill  were 
earlier  than  the  formation  of  the  National  Com- 
mittee, that  no  one  at  that  time  had  been  authorized 
to  use  funds  for  the  expenses  of  the  state  offices,  and 
that  many  state  societies  had  “paid  for  the  operation 
of  state  advisory  committees  up  to  the  time  that 
Federal  funds  were  available  for  meeting  these  ex- 
penses.” 

After  discussion,  it  was  voted  that  the  Council 
recommend  to  the  Board  of  Trustees  that  the  en- 
tire bill  be  paid  to  Mrs.  Rooney  and  that  an  effort 
be  made  to  secure  reimbursement  from  the 
government. 

Remission  of  Dues  for  Members  in  Armed 
Forces. — Dr.  Anderton  reported  that  a question  had 
arisen  regarding  the  interpretation  of  the  dues-re- 
mission  policy  adopted  at  the  January  meeting  of  the 
Council.  He  outlined  the  present  practice  of  listing 
county  society  recommendations  for  dues  remission 
to  be  presented  to  the  Council  for  action  and  stated 
that  the  Bronx  County  Medical  Society  felt  it  was 
no  longer  necessary,  in  service  cases,  for  the  Council 
to  vote  remission  of  dues  for  individual  members. 
After  discussion,  it  was  voted  to  continue  the  exist- 
ing procedure  and  so  advise  Bronx  County. 

Council  Meeting — Change  in  Date. — As  the 

second  Thursday  in  June  occurs  at  the  time  of  the 
A.M.A.  session  in  Atlantic  City, 
it  was  voted  that  the  Council  meeting  be  held  on 
May  31,  1951,  instead  of  in  June. 

Memorial  Resolution — Dr.  James  F.  Rooney 

It  was  voted  that  Dr.  Cunniffe,  chairman  of  the 
Board  of  Trustees,  be  designated  to  draw  up  a 
memorial  resolution  to  be  presented  in  the  House 
of  Delegates  regarding  the  demise  of  Dr.  James  F. 
Rooney. 

Vote  of  Thanks  to  Retiring  President. — Dr.  Win- 
slow moved  that  the  Council  congratulate  Dr. 
Wertz  on  the  successof  his  administration  and  express 
a wish  that  he  remain  active  in  Society  affairs. 
The  motion  was  carried  by  the  members  arising 
and  applauding. 

Dr.  Wertz  thanked  the  Council  for  this  vote  and 
for  their  cooperation  throughout  the  year,  stating 
that  he  hoped  to  continue  to  be  of  service  to  the 
State  Society. 


Therapeutic  dosages 
give  therapeutic  results 


“...recovery  from  a nutritional  defi- 
ciency is  usually  retarded  if  one 
depends  only  upon  the  vitamins  sup- 
plied in  food.”  (Spies  and  Butt  in 
Duncan:  Diseases  of  Metabolism, 
ed.  2,  Phila.,  Saunders,  1947,  p.495) 


When  you  want  all  of  the  vitamins  indicated  in 
mixed  vitamin  therapy  in  the  necessary  high  dosages 
. . . specify  THERAGRAN 


Each  Theragran  Capsule  contains : 

Vitamin  A .......  . 26,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  Hydrochloride  ...  . . . 10  mg. 

Riboflavin , , . 5 mg. 

Niacinamide 150  mg. 

Ascorbic  Acid  .........  150  mg. 

Bottles  of  30,  100  and  1000 


THERAGRAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


Squibb 
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Officers — County  Medical  Societies — 1951 

TOTAL  MEMBERSHIP  AS  OF  JUNE  1,  1951—22,740 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango. . . . 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery. . 
Nassau 


New  York. . . . 
Niagara 


Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond .... 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins .... 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


President 

James  W.  Bucci Albany 

Edwin  F.  Comstock.  Wellsville 

Abraham  B.  Tamis Bronx 

Ben.  L.  Matthews. Binghamton 
W.  C.  Goodlette Olean 

F.  L.  Okoniewski Auburn 

H.  A.  Nelson Jamestown 

G.  T.  Connelly Elmira 

M.  H.  Jacobi Norwich 

G.  C.  deGrandpre.  .Plattsburg 

Harold  Levine Hudson 

W.  J.  Pashley Cortland 

R.  V.  Schatken Walton 

John  F.  Rogers.  .Poughkeepsie 

E.  T.  McGroder Buffalo 

F.  Clark  White. . . .Ray  Brook 

W.  A.  Gaspar Malone 

John  S.  Clemans. . Gloversville 

Richard  F.  Davis Batavia 

E.  B.  VanDeusen Catskill 

W.  J.  MacDonald Mohawk 

George  F.  Bock Watertown 

Samuel  Lubin Brooklyn 

Earle  E.  Barnes Lowville 

Ernest  Sanders Lima 

Lee  S.  Preston Oneida 

Joseph  A.  Lane Rochester 

Walter  Dreyfuss ..  Amsterdam 
Leo  T.  Flood Hempstead 


Kenneth  M.  Lewis  . . New  York 

J.  T.  Markovitz 

North  Tonawanda 

Edwin  P.  Russell Rome 

William  E.  Pelow. . . .Syracuse 

H.  B.  Abbott Geneva 

Stiles  D.  Ezell. . . . Middletown 

John  G.  Ellis Albion 

DeWitt  C.  Mead Fulton 

T.  C.  Goodwin . . Cooperstown 

William  P.  Kelly Carmel 

Henry  I.  Fineberg. . . .Jamaica 

Helmer  P.  Howd Troy 

Joseph  F.  Worthen.St.  George 

Abraham  Schechner Nyack 

John  H.  Stauffer Canton 

M.  J.  Magovem Saratoga 

Harry  Miller Schenectady 

Franz  Konta. . . Richmondville 
Joseph  Y.  Roberts  Watkins  Glen 

Saul  Towers Seneca  Falls 

E.  J.  Stevens.  .Hammondsport 

A.  E.  Corwith . Bridgehampton 

Louis  Launer Liberty 

Frederick  K.  Shaw. . . Waverly 

J.  W.  Hirshfeld Ithaca 

Virgil  De  Witt New  Paltz 

Arthur  Davis Glens  Falls 

Leo  A.  Thume Fort  Ann 

John  L.  Pulvino Clyde 

Henry  E.  McGarvey  Bronxville 
Selden  T.  Williams Attica 

B.  S.  Strait Penn  Yan 


Secretary  Treasurer 


Albert  Vander  Veer.  . .Albany 
Edward  W.  Briggs.  .Wellsville 

G.  B.  Gilmore Bronx 

N.  R.  Occhino. . .Johnson  City 

George  C.  Cash Olean 

T.  D.  Stapleton Auburn 

Edgar  Bieber Dunkirk 

W.  J.  Cusick Elmira 

N.  C.  Lyster Norwich 

I.  Robert  Wood. . . . Plattsburg 

Roger  C.  Bliss Hudson 

John  E.  Eckel Cortland 

George  G.  Miles.  . .Downsville 

A.  A.  Rosenberg . Poughkeepsie 
M.  J.  Kazmierczak. . . .Buffalo 
James  E.  Glavin.  .Port  Henry 

D.  H.  Van  Dyke Malone 

Kingston  Lamer . . Gloversville 

G.  Henry  Knoll Leroy 

William  M.  Rapp  . . . .Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon ....  Watertown 

A.  D.  Segal Brooklyn 

John  P.  Myers . . . Port  Leyden 

V.  I.  Bonafede Sonyea 

Felix  Ottaviano Oneida 

C.  Pamall Rochester 

Julius  Schiller Amsterdam 

Irving  Drabkin 

Rockville  Centre 

B.  W.  Hamilton New  York 

Charles  M.  Dake.Niagara  Falls 


D.  H.  Mac  Farland Utica 

W.  J.  Michaels Syracuse 

Carl  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

Walter  Shifton Albion 

John  Rodger Fulton 

Elfred  L.  Leech Oneonta 

A.  Vanderburgh Brewster 

W.  Benenson Flushing 

I.  Strosberg Troy 

F.  Tellefsen St.  George 

Robert  Yeager Pomona 

William  R.  Carson. . .Potsdam 

Claire  K.  Amyot Saratoga 

R.  E.  Isabella. . . .Schenectady 
Donald  R.  Lyon . . Middleburg 
William  Tague. . Montour  Falls 

Bmno  Riemer Romulus 

Rudolph  Shafer Coming 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

I.  N.  Peterson Owego 

H.  J.  Heinicke Ithaca 

B.  J.  Dutto Kingston 

Robert  Boyle Glens  Falls 

Denver  M.  Vickers . Cambridge 

Irving  M.  Derby Newark 

John  N.  Dill Yonkers 

P.  A.  Burgeson Warsaw 

Paul  C.  Johnson  . . . Penn  Yan 


Frances  Vosburgh Albany 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss.  . . .Binghamton 

E.  R.  Mountain Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck ....  Dunkirk 

L.  L.  Hobler Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  Corey Cortland 

George  G.  Miles.  . .Downsville 
A.  A.  Rosenberg . Poughkeepsie 

Walter  S.  Walls Buffalo 

James  E.  Glavin.  .Port  Henry 

A.  A.  Hartmann Malone 

W.  H.  Raymond.  . .Johnstown 

G.  Henry  Knoll Leroy 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  Henderson Watertown 

H.  Mandelbaum ....  Brooklyn 
John  P.  Myers. . .Port  Leyden 

V.  I.  Bonafede Sonyea 

Anthony  J.  Zaia Oneida 

R.  E.  Delbridge ....  Rochester 
Phillip  Cortese. . . .Amsterdam 
Irving  Drabkin 

Rockville  Centre 

Condict  W.  Cutler.  .New  York 

G.  N.  Miner 

North  Tonawanda 

Robert  C.  Hall Utica 

A.  Carl  Hofmann ....  Syracuse 

Carl  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

Walter  Shifton Albion 

John  Rodger Fulton 

Elfred  L.  Leech Oneonta 

George  Steacy . Lake  Mahopac 

John  E.  Lowry Flushing 

John  Jaffarian Troy 

A.Leikensohn  Mariners  Harbor 

M.  R.  Hopper Nyack 

Maurice  Elder Massena 

J.  Lebowich Saratoga 

Carl  F.  Runge . . . Schenectady 
Duncan  L.  Best. . .Middleburg 
William  Tague. . Montour  Falls 

Bruno  Riemer Romulus 

Rudolph  Shafer Coming 

Warren  Eller Sayville 

Deming  S.  Payne Liberty 

I.  N-  Peterson Owego 

H.  B.  Wightman Ithaca 

H.  B.  Johnson Kingston 

C.  R.  Barber Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

Irving  M.  Derby Newark 

H.  J.  Dunlap. . .New  Rochelle 

P.  A.  Burgeson Warsaw 

Paul  C.  Johnson  . . . Penn  Yan 
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Controlled  mointenance...  Through  precise  control 
of  contractile  force  and  rhythm,  Digitaline  Nativelle  V 
provides  positive  maintenance  of  the  decompensated  heart— 
maintains  the  maximum  efficiency  obtainable. 

Absorbed  completely,  it  dissipates  at  a uniformly  predictable  rate— 
maintains  full  digitalis  effect  between  doses  with  virtually  no  side  effects. 


Digitaline 

Nativelle 


f ot  1 


Ph 


Send  for  brochure, 
“Modern  Dixltaus 
Therapy.” 


Chief  active  principle  of  digitalis  purpurea  (digitoxin) 

not  an  adventitious  mixture  of  glycosides 


Varick  Pharmacal  Co. 
Inc.,  (Division  of  F. 
Pouireraj  76  Varick  it.. 
New  York 


tablets 

ampuls 

powder 

suppositories 


high  theophylline  content,  ready  solubility 
for  rapid  therapeutic  effects  in: 

Bronchial  Asthma 
Paroxysmal  Dyspnea 


dubin 
aminophyllin 


Cheyne-Stokes  Respiration 


(theophylline -ethylenediamine) 


H.  E.  DUBIN  LABORATORIES.  I nc.  250  E.  43rd  St.,  New  York  17,  N.Y. 


you’re  busy  . . . 

So  am  I. 

That’s  why  you  can  be  sure 

I won’t  waste  your  time. 

M.  GROSSFIELD 

YOUR  Saunders  REPRESENTATIVE 

(or  the  Bronx;  Westchester  and  Rockland 
Counties;  and  Manhattan  above  1 25th  St. 

Kingsbridge  9-7472 
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Before  you  invest 
— consider  this! 

Mutual  Funds  have  features  that  make 
them  a professional  man’s  ideal  invest- 
ment medium: 

Diversification  of  investment 
Experienced  professional  selection 
Continuous  supervision. 

Mutual  Funds,  America’s  fastest  growing 
investment  medium,  are  equally  suited 
for  a $100  or  a $10,000  investment. 

For  full  information  on  this  modern  way 
to  plan  your  future,  send  for  our  booklet 
on  Mutual  Funds. 

G.  H.  Walker  & Co. 

ESTABLISHED  1 900 

Members  New  York  Stock  Exchange 

One  Wall  Street,  New  York  5 

St.  Louis  Bridgeport  Hartford  Providence 


ARTHRITIS 
RHEUMATISM 

AND  KINDRED  AILMENTS 
Get  Relief  At 
THE  FAMOUS 
SULPHUR  WATER  SPA 

jiUtt 

^ NEW  YORK 

Sulphur  Water  and  Nauheim  Baths, 
Steam  Massages,  Inhalations  and  spe- 
cialized treatments  available  in  well- 
| equipped  bath  houses.  Sharon  Springs 
located  in  an  area  of  rare  natural  | 
beauty.  Fine  hotels  and  guest  cottages. 

||  All  treatments  given  under  medical 
f,  supervision. 

|P  DR.  L.  O.  WHITE  — MEDICAL  DIRECTOR 
Write  for  booklet  '"G" 

WHITE  SULPHUR  COMPANY,  SHARON  SPRINGS,  N.  Y. 
New  York  Office:  SO  Broad  Street , HAnover  2-8684 

V 

IV  k, 


BUY 

SAVINGS  BONDS 


GIVE  TO 

CONQUER 

CANCER 
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^uSSS1  BROWN’S  mu™.  Hill 
MEDICAL  BUREAU 

7 East  42  Street,  New  York  17.  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


WEST  HIET 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-tlie-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientihcally  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HFNRy  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HALYCON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  over  100  hospitals  and  thousands  of 
doctors  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

830  W.  41  St.  New  York  18,  N.  Y. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  IQ89 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 
CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


MANOR  NURS,NG 


HOME 


HOLBROOK 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al  I Neurologies  I Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-, n-Charg,. 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave. — Rh  4-3700 — Tues-Thurs-Sal 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 


FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL, 


INC. 


81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 


Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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SCHOOLS 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  Stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Mandl  School  1 834  Y C 

_______  Licensed  by  the  State  ol  New  York  ^______ 


• MEDICAL  OFFICE  ASSISTANTS 

• MEDICAL  SECRETARIES 

• LAB.  or  X-RAY  TECHNICIANS 

For  efficient  well-trained  personnel 

phone  or  write  our  Free  Placement  Service 

Co-ed  (Est.  1936.)  N.  Y.  State  Licensed. 

Request  free  Catalog  69 

Eastern  School  for  Physicians’  Aides 

667  Madison  Ave.  (61st  St.,)  N.  Y.  21  TE.  8-5888 


TRAINED  MEDICAL  OFFICE  ASSISTANTS 

Rigid,  thorough  training  in  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  medical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  free 
placement  soiyice  helps  you  find  the  right  girl. 


1 008  Fifth  Ave.,  New  York  28 
Bu.  8-2294 

Licensed  by  State  of  N.  Y. 


POSITIONS  OPEN 


Pathologist:  salary  $12,000-$15,000  depending  on  qualifica- 
tions. Four  small  hospitals  (three  new),  total  beds  300. 
New  Central  Laboratory  under  construction.  Box  462, 
N.  Y.  St.  Jr.  Med. 


WANTED  FOR  JULY  AND  AUGUST 

Physician  licensed  in  New  York  State  for  large  Boy  Scout 
Camp  to  coordinate  medical  and  nursing  staff.  Prefer  man 
who  can  be  available  for  all  summer,  but  will  consider  one- 
month  service.  Facilities  for  family.  Good  opportunity  for 
man  available  for  several  or  many  summers.  Salary  and 
details  upon  lequest.  Address — Director  of  Camping,  Boy 
Scouts  of  America,  120  West  42nd  Street,  New  York  18,  N.  Y. 


MEDICAL  BOOKS  of  all  publishers.  Obtain  all  your 
books  from  one  source,  only  one  account  necessary. 
Harold  Lerman,  2268  Grand  Concourse,  New  York  57, 
N.  Y.  Ludlow  40282. 


FOR  SALE 


Centrally  located  house,  large  city.  Upstate  New  York. 
Presently  used  as  office  and  residence  by  G.P.  Leaving 
city.  Specializing.  Will  introduce.  Box  454,  N.  Y.  St. 
Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion : 

One  time $1.35 

1.20 
1.00 
.90 
.85 


3 Consecutive  times 
6 Consecutive  times 
12  Consecutive  times 
24  Consecutive  times 

MINIMUM  3 LINES 


Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


PRACTICE  FOR  SALE 


North  Shore.  L.  I.,  General  practice,  fully  equipped,  x-ray, 
fluoroscope.  E.K.G;  air-conditioned.  Excellent  location. 
Rapidly  growing  community  15  miles  from  New  York. 
Specializing.  Will  introduce.  Box  451,  N.Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


General  practice  in  Western  New  York,  established  for  20 
years,  36  miles  from  University  and  Medical  College,  facili- 
ties in  three  hospitals  nearby.  Beautiful  8 room  residence, 
gas  heat,  large  garden,  2 car  garage,  5 room  office  with  modern 
equipment,  x-ray  (Keleket),  on  separate  floor.  Excellent  in- 
come. Will  introduce.  Leaving  for  group  practice.  Box 
458,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


1 Maico  Stethetron — used  one  week — cost  $197.00,  will  sell 
for  $100.00.  Francis  J.  Maher,  M.D.,  389  Tremont  Street, 
North  Tonawanda,  New  Yrork. 


FOR  SALE 


Utica,  N.  Y.  Doctor’s  House,  two  family  brick  building, 
downtown,  general  medical  practice,  substantial  income, 
equipment.  Introduction  and  records,  Leaving  to  special- 
ize. Box  461,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


G.P.  desires  to  rent  office  and  home  within  100  miles  of 
N.  Y.  C.  Box  460,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


Due  to  death;  lucrative  G.P.  in  N.E.  New  York;  modern 
hospitals  nearby;  equipped  office;  home  combination;  all 
modern  conveniences.  Will  introduce.  No  reasonable  offer 
refused.  Box  452,  N.  Y.  St.  Jr.  Med. 


i^BORO 


imi! 

> 'PRINCIPAL  INGREDIENT  OF  B*S  i(.  properties  in  the  syrup- 

»■  — : 


STANDARD  PHARMACEUTICAL  CO.,  INC.,  1123  Broadway,  New  York 


1455 


FRANCES  SHORTT  MEDICAL  AGENCY 


CLASSIFIED 


SPECIALISTS 


in  the  Placement  o! 
Competent  Medical  Personne 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave.,  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


OFFICE  TO  SHARE 


New  Rochelle,  Pintard  Building,  650  Main  Street.  Fully- 
equipped,  beautifully  appointed  modern  4 room  office  to 
share.  Dr.  Harvey  Goldberg,  Mount  Vernon  8-3888. 


BREAST  PROTHESIS 


Distinctive  process  conceals  operative  cavity  comfortably, 
skillfully.  Fittings  to  ensure  complete  patient  satisfaction. 
Lilliom  Berman  Sculptured  Forms. 

250  W.  104th  St.  New  York  25,  N.  Y.  Riverside  9-2054 


OFFICES  FOR  RENT 


New  8 story  fireproof,  soundproof,  professional  suites 
(arranged  to  suit)  quiet,  residential  Park  Slope,  Brooklyn. 
Inquire  now  at  130  Eighth  Ave.  at  Carroll  Street,  Brook- 
lyn, N.  Y.  Garage  on  premises,  doorman  service.  Office 
Phone  Main  5-7376,  Building  Phone  Ulster  7-3813. 


WANTED 


Used  Hanes’  Rectal  Table,  located  in  greater  New  York. 
State  price.  Box  463,  N.  Y.  St.  Jr.  Med. 


OFFICE  FOR  RENT 


Bayside,  L.  I.,  rapidly  expanding  area,  excellent  location, 
modern  equipment,  newly  decorated,  part  or  full  time. 
Specialist  only.  Box  457,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Doctor’s  office:  Two  large  rooms,  closets,  complete  bath- 

room, Street  Floor  944  Park  Avenue,  N.  Y.  Immediate 
Occupancy.  Marcosan  Realty,  60  Wall  Street.  WH  3-4181. 


PRACTICE  FOR  SALE 


BRONX,  Kingsbridge,  Concourse  area;  unusually  well 
equipped  4 room  office;  active  practice;  Picker  Century 
X-Ray,  Sanborn  metabulator,  Cambridge  ECG,  etc.;  low 
rental.  SE  3-7410  7-9  P.M. 


Implicit  in  the  credo  of  the  Physicians’  Home  is  the  responsi- 
bility it  cherishes  for  our  colleagues  in  distress. 

In  extending  beneficiary  aid  to  aged  physicians  or  their 
widows  in  their  own  home  communities,  our  problems  are 
greater,  our  needs  larger  and  the  costs  higher. 

<1  Will  you  be  a partner  in  our  1951  program?  We  need 
your  contribution,  cooperation  and  support. 

Make  checks  payable  to  the 

PHYSICIANS’  HOME 

52  East  66th  Street  • New  York  21 
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because  it  contains  'Benzedrine’  Sulfate  . . . 


'EDRISAL  with  CODEINE' 

does  far  more  than  relieve  pain  in 

severe  dysmenorrhea 


It  relieves  depression.  The  antidepressant  activity  of  ‘Benzedrine’  Sulfate  averts 
the  all-too-familiar  depressant  effect  of  codeine.  It  actually  lifts  the  patient’s  mood. 

And  relieves  cramps.  The  peripheral  activity  of  ‘Benzedrine’  Sulfate  works  to 
relieve  the  cramps  that  are  so  often  associated  with  this  painful  period.  Janney  reports: 

“The  most  satisfactory  antispasmodic  drug  for  use  in  spastic  dysmen- 
orrhea is,  in  my  experience,  Benzedrine  Sulfate  . . 

Important:  ‘Edrisal  with  Codeine’  does  not  replace  familiar  ‘Edrisal’.  ‘Edrisal 
with  Codeine’  is  for  use  in  conditions  that  require  more  potent  analgesia. 


! 

Each  tablet  contains: 

Codeine  sulfate !4  gr. 

‘Benzedrine’  Sulfate  ....  2.5  mg. 

W 

Acetylsalicylic  acid 2.5  gr. 

Phenacetin 2.5  gr. 

sHlp 

Available  in  bottles  of  50  tablets 

Smith,  Kline  & French  Laboratories,  Philadelphia 

1.  Janney,  J.  C.:  Medical  Gynecology,  ed.  2,  Philadelphia,  W.  B.  Saunders  Company,  1950,  p.  365 
‘Edrisal’  and  ‘Benzedrine’  T.M.  Reg.  U.S.  Pat.  Off. 
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Antistine-Privine  contains  Antistine,  to  block 
the  congestive  action  of  histamine,  and  Privine, 
to  shrink  the  nasal  mucosa.  Friedlaender  and 
Friedlaender  found  that  the  decongestant 
action  of  Antistine-Privine  on  the  allergic  nasal 
mucosa  “in  many  instances  appears  to  be 
more  intense  and  prolonged  than  from  either 
solution  alone!” 

Systemic  side  reactions  or  rebound  congestion 
are  unlikely  with  Antistine-Privine  because  of  the 
low  concentrations  of  the  active  ingredients. 

Antistine-Privine,  aqueous  solution  of 
Antistine®  (antazoline)  hydrochloride,  0.5%  and 
Privine®  (naphazoline)  hydrochloride,  0.025%, 
in  bottles  of  1 fl.  oz.  with  dropper.  2/1555  M 


5 

j 

I 

i: 


5 


/.  Friedlaender , S.  and  Friedlaender,  A.  S.:  Am.  Pract.  2:643, 1948 


Ciba  Pharmaceutical  Products, 


Inc..  Summit.  N.  J. 


IN  HAY  FEVER 

even  the  most  refractory  cases 


of  nasal  congestion 
are  frequently  relieved  by 


Antistine-Privine 


A synergistic  combination  of  a vasoconstrictor  and  an  antihistaminic 
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When  your  patient  needs 


The  place  is  The  Saratoga  Spa 


Spa  Therapy 


Mave  you  a patient  who  needs 


•ARBON  DIOMU* 

x -been  made  on 

Many  observations  ha  ^ ^ alve0lar 

There  was  no  esse  "hon'dt 

SeaX^--^.  .... 

-j\r*A  incr 


______ ",  T tVt\s  increase 

in  tbe  mineral  water  ^ ^ater  bath, 
did  not  occ  1 die  oxygen  con- 

No  evident  variation  ^ ^ bath. 
sumption  occur  excess  carbon 

Tbe  possible  source  ot  t ideuCe  sup- 

eVin  ana  n5 

through  tbe  ungs.  ^ ^ tbe  results 

1.  te.  *<f  Xi«atment  of  pati en«  «>‘e. 

pXaoths“aXand,he  lungs 

^ the  blood  a«ea  p::-\ 


n you  recommend  " a change  of  scene” 

3 weeks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
your  patients  with  such  chronic  conditions  as  Heart 
and  Digestive  disorders,  Arthritis  and  related  ailments, 
and  Hypertension.  At  your  request,  we  will  send  list  of 
local,  private  practicing  physicians  who  will  cooperate 
with  you  as  to  treatment,  rest  and  diet.  Address  Medical 
Director,  The  Saratoga  Spa,  155  Saratoga  Springs,  N.  Y. 


Listedby  the  Committee  on  American  Health  Resorts 
of  the  Council  on  Physical  Medicine  and  Rehabil- 
itation  of  the  American  Medical  Association 


7 h Sairiat(0)(ca  §ipa\ 

PL  Jm 


The  Empire  State’s  Contribution  to  the  Medical  Profess|on^ 


• As  a doctor,  you  are  familiar  with 
the  confirmatory  tests  necessary  to 
prove  a fact.  Why  not  apply  this  prin- 
ciple to  your  choice  of  a cigarette? 
Why  not  make  your  own  30-Day  Camel 
Mildness  Test? 


own  “T-Zone”.  Compare  Camels  for 
mildness  and  for  flavor.  See  if  the 
30-Day  Camel  Mildness  Test  doesn’t 
give  you  more  smoking  enjoyment 
than  you’ve  ever  had  from  any  other 
cigarette ! 


fy/ore  People 


It’s  a sensible  cigarette  test!  No 
tricks  — no  one-puff  decisions!  You 
smoke  Camels  regularly— for  30  days. 
Then  you  decide!  Yes!  Make  a thor- 
ough day -after -day,  pack -after -pack 
test  of  Camel’s  choice  tobaccos.  Find 
out  over  a reasonable  period  of  time 
how  mild  a Camel  can  be— how  good 
tasting  Camels  are!  Find  out  in  your 


R.  J.  Reynolds 
Tobacco  Company, 
Winston-Salem,  N. 


C. 


Smoke  Camels  than  any 
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Euery  diabetic  survey  emphasizes  the  startling  percentage 
of  unknown  diabetics  in  our  population — and  increasing  longevity 
is  constantly  adding  to  this  total. 

now,  more  than  ever, 
professional  vigilance 

is  needed.... 


because  a good  prognosis  in  diabetes  depends  largely  on  early 
detection  and  careful  control. 


CLINITEST 

for  urine-sugar  analysis 


For  early  detection  and 
careful  control  of  diabetes, 
thousands  of  physicians  and 
patients  prefer  Clinitest 
(Brand)  Reagent  Tablets 
for  simplicity,  speed,  accuracy 
and  convenience.  Clinitest 
Reagent  Tablets  give 
quantitative  urine-sugar 
readings,  offering  a clinically 
accurate  check  in  less  than 
one  minute. 


Clinitest,  trademark  reg. 


Illustrated  — Clinitest  Urine-sugar  Analysis  Set, 

Universal  Model  No.  2155. 
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WRITE  FOR  SHOE  ALTERATION  FOLDER 


»T  IICII  LyilCLI,  dllUCd  QIC  IIIUILOICU, 

Pediforme  provides  a variety  of 
lasts  and  sizes  to  conform  with 
your  requirements.  Corrective  al- 
terations are  carefully  made  only 
on  presentation  of  your  prescrip- 
tion which  is  acknowledged  for 
your  patient's  file  record. 


Pedifoime 


REG.  U.  S,  PAT.  OFF 


MANHATTAN  34  WEST  36»h  STREET 
BROOKLYN  288  LIVINGSTON  STREET 
FLATBUSH  843  FLATBUSH  AVENUE 

HEMPSTEAD  NEW  ROCHELLE 

HACKENSACK  EAST  ORANGE 


BRIOSCHI 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 
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Protection  of  women  and  children  has  always 
been  the  first  thought  of  man  in  the  face  of  any  emergency. 


Less  glamorous  than  the  sinking  ship  or  devastating  fire,  but  far  more  common, 
are  the  dietary  emergencies  faced  by  women  during  pregnancy  and  by  growing  children. 

To  protect  women  and  children  against  vitamin  and  mineral  deficiencies, 
Winthrop -Stearns  offers  CALIRAD  Super.  Each  easy-to-swallow,  soft  gelatin  capsule  contains: 


Vitamin  A 1500  U.S.P.  units 

Vitamin  Bi  (thiamine  HCI) 1 mg. 

Vitamin  B2  (riboflavin) 1 mg. 

NicOtinamide 8 mg. 

Vitamin  C (ascorbic  acid) 30  mg. 

Vitamin  D2  (calciferol) 300  U.  S.  P.  units 

Menadione  (vitamin  K analogue) 0.15  mg. 

Dibasic  calcium  phosphate  (anhydrous) 0.568  Gm. 

Ferrous  gluconate 50  mg. 

Potassium  iodide 0.1  mg. 


Although  primarily  formulated  to  meet  the 
needs  of  pregnant  and  nursing  mothers  and 
growing  children,  CALIRAD  Super  is  also 
prescribed  for  patients  before  and  after  surgery, 
during  febrile  diseases,  general  convalescence, 
for  aged  individuals  without  teeth,  patients 
with  dysphagia,  achloihydria,  anorexia, 
nausea,  vomiting,  and  alcoholism,  and  persons 
on  restricted  diets. 


New  York  18,  N.  Y.  Windsor,  Out. 


CALIRAD,  trademark  reg.  U.S.  & Canada 
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Veratrite,  for  routine  use,  is  a reliable  hypotensive  agent  without  serious 
side-effects.Circulatoryimprovement,a  gradual  fall  in  blood  pressure, and 


a new  sense  of  well-being  can  be  obtained  without  complicated  dosage 
schedules  or  daily  dosage  adjustments.  Economy — a point  of  importance 
in  long-range  therapy — is  in  favor  of  Veratrite  in  the  management  of 


the  great  majority  of  hypertensive  patients. 


Each  VERATRITE  Tabule  contains: 
Veratrum  Viride  3 CRAW  UNITS* 


Sodium  Nitrite 1 grain 

Phenobarbital !4  grain 


Beginning  Dose:  2 tabules  t.i.d ., 
after  meals. 

*Biologically  Standardized  for  toxicity 
by  the  Craw  Daphnia  Magna  Assay. 


Supplied:  Bottles  of  1 00,  500,  1 000  at  prescription  pharmacies  every- 
where. 

LITERATURE  AND  SAMPLES  ON  REQUEST 


IRWIN,  NEISLER 


& COMPANY 


DECATUR,  ILLINOIS 
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the  ain  y eaction 
is  a fate  of  Rind 


enaphen  with  L^odeine 


ill  odeine  ffects... 

on  ^maii  y odeine  Zosage 


By  utilizing  the  principle  of 
synergistic  enhancement  in  its  fullest 
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Codeine  provides  high  analgesia 
and  sedation  on  relatively  low 
codeine  dosage,  with  reduced  side- 
effects.  The  analgesics  (aspirin 
2 Vi  gr.  and  phenacetin  3 gr.  per 
capsule)  and  sedative  (phenobarbita 
Va  gr.)  effectively  potentiate  a small 
dosage  of  codeine  (either  Va 
or  Vi  gr.).  And  the  addition  of  the 
spasmolytic  hyoscyamus  (0.31  mg.) 
—to  implement  the  analgesic- 
sedative  action,  and  to  help 
counteract  any  tendency  to  nausea 
or  constipation  so  often  provoked 
by  codeine  medication— provides 
a combination  that  has  "proved 
practically  always  successful"  for 
patients  with  steady  pain. 
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VERILOID-VPM 

VERILOID  PHENOBARBITAL  MANNITOL  HEXANITRATE 


This  Veriloid  combination  is  another  step  in  the 
direction  of  solving  the  problem  of  controlling  the 
blood  pressure  with  a minimum  of  nausea.  Each  tablet 
contains  2 mg.  of  Veriloid,  15  mg.  of  phenobarbital, 
and  10  mg.  of  mannitol  hexanitrate.  Veriloid- VPM 
can  be  taken  in  therapeutically  beneficial  amounts  by 
most  patients  who  exhibit  low  tolerance  to  plain 
Veriloid  or  in  whom  dosage  regulation  has  proved 
difficult. 

in  all  degrees  of  hypertension 


Veriloid-VPM  leads  to  a significant  drop  in  arterial 
tension,  whether  mild,  moderate  or  severe.  Pressure 
is  lowered  by  the  decreased  peripheral  resistance 
induced  by  Veriloid — a unique  fraction  of  Veratrum 
viride — and  the  vasodilating  action  of  mannitol  hexa- 
nitrate. Phenobarbital  allays  emotional  tension  and 
appears  to  raise  the  nausea  threshold,  thus  improving 
tolerability. 

The  average  dose  of  Veriloid-VPM  is  one  to  one 
and  one-half  tablets  four  times  daily,  after  meals  and 
at  bedtime.  For  best  results,  consult  brochure  (avail- 
able on  request)  for  details  of  dosage  regulation. 

Veriloid-VPM  is  supplied  in  bottles  of  100,  500  and 
1,000  scored  tablets. 


RIKER  LABORATORIES,  INC. 

8480  BEVERLY  BLVD.,  LOS  ANGELES  48,  CALIFORNIA 
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...NO  NEED  TO  CHEW... 


PROMPT  PAIN  RELIEF...  RAPID, 
PROLONGED  ANTACID  ACTION 


...HIGH  ACID-BUFFER 


ACTION... LOW  ALUMINUM 
CONTENT...  NO  ACID 
REBOUND...  PLEASANT 

if  TASTE... NO  NEED  TOf 

* 

CHEW...  PROMPT  PAIN 


RELIEF...  RAPID, 


PROLONGED  ANTACID 
ACTION...  HIGH 


ACID-BUFFER 


In  peptic  ulcer  and  hyper- 
HF  acidity,  Alzinox  gives  prompt 
and  prolonged  symptomatic 
relief,  without  alkalosis  or  acid 
rebound — the  pH  goes  no  higher 
than  pH  4.5  even  when  Alzinox 
is  given  in  excess. 

High  acid-buffer  capacity  with 
minimum  aluminum  content  is 
made  possible  by  its  unique  com- 
bination with  amino-acetic  acid. 


ACTION...  LOW^ 
ALUMINUM* 


ALZINOX 


CONTENT...  NO^ 
ACID  REBOUND 


(PATCH) 

Brand  of  Dihydroxy  Aluminum 
Aminoacetafe 


PLEASANT 


TASTE...  NO 


NEED  TO  CHEW 


...PROMPT 


PAIN  RELIEF 
. . . RAI*ID, 
PROLONGED 
ANTACID 


ACTION... 


Alzinox  is  also  available  combined  with 
- phenobarbital  and  homatropine  methyl 
bromide— for  antacid-sedative-antispasmod- 
ic  medication  in  one  product. 

ALZINOX  TABLETS— 0.5  Gm.  (7.7  grs.)  bottles  of 
100  and  500. 

MAGMA  ALZINOX— 0.5  Gm.  (7.7  grs.)  per  5 cc. 
bottles  of  8-oz. 

ALZINOX  with  Phenobarbital  (1/4  gr.)  and  Homa- 
tropine Methyl  Bromide  (1/100  gr.) — bottles  of  100 
and  500. 

MAGMA  ALZINOX  with  Phenobarbital  (1/8  gr. 
per  5 cc.)  and  Homatropine  Methyl  Bromide  (1/100 
gr.  per  5 cc.)  bottles  of  8-oz. 

THE  E.  L.  PATCH  COMPANY 

STONEHAM,  MASS. 


— 


allergies 
are 

always 
with  us 

j 

BENADRYL 

FOR  RAPID  SUSTAINED  RELIEF 

Angioneurotic  edema  in  January  or  vernal  conjunctivitis  in  June 
brings  patients  to  you  seeking  relief  from  their  symptoms.  BENADRYL 
is  often  the  answer  for  many  of  these  patients,  regardless  of  the 
exciting  allergen  or  of  the  shock  tissue. 

Hundreds  of  clinical  reports  have  shown  the  value  of  BENADRYL 
in  acute  and  chronic  urticaria,  vasomotor  rhinitis,  hay  fever, 
contact  dermatitis,  erythema  multiforme,  pruritic  dermatoses, 
dermographism,  drug  sensitization,  penicillin  reactions,  serum  sickness, 
and  food  allergy. 

* ' 

To  facilitate  individualized  dosage  and  flexibility  of  administration,  BENADRYL 
Hydrochloride  (diphenhydramine  hydrochloride,  Parke-Davis)  is  available  in  a variety 
of  forms— including  Kapseals,®  50  mg.  each;  Capsules,  25  mg.  each;  Elixir,  10  mg. 
per  teaspoonful;  and  Steri-Vials,®  10  mg.  per  cc.  for  parenteral  therapy. 


C A /V 

> 


ALWAYS  AVAILABLE 
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“Alleviation  of  the  patient’s  symptoms  with  the  anti- 
histaminics  will  not  prevent  asthma."2 

Preseasonal  treatment,  by  specific  hyposensitization 
begun  six  to  twelve  weeks  before  the  anticipated  ex- 
posure to  tree  pollens,  grasses,  and  weeds,  affords 
“excellent  relief”  in  80  to  85  per  cent  of  cases  — 
with  greatly  reduced  likelihood  of  complications  such 
as  asthma  and  sinusitis.2  3 

ARLINGTON  ALLERGENIC  SETS 

DRY  POLLEN  DIAGNOSTIC  SETS 

contain  at  least  23  vials  of  selected  windborne  pol- 
lens representing  the  major  causative  factors  in  your 
area,  plus  a vial  of  house-dust  allergen.  Each  vial 
provides  enough  material  for  about  30  tests;  diluent 
furnished  with  each  set.  Price,  $7.50. 

POLLEN  TREATMENT  SETS 

provide  serial  dilutions  of  single  pollens  of  your 
choice,  or  pollen  mixtures  chosen  from  our  21  stock 
mixtures.  Each  set  contains  five  3-cc.  vials  of  the 
following  concentrations:  1:10,000;  1:5,000;  1:1,000; 
1:500;  and  1:100.  Dosage  schedule  accompanies  each 
set.  Price,  $7.50. 

SPECIAL  MIXTURE  TREATMENT  SETS 

prepared  according  to  your  patient’s  individual  sensi- 
tivities. Each  set  contains  five  3-cc.  vials  in  the  same 
dilutions  as  above.  Ten-day  processing  period  re- 
quired. Price,  $10.00. 


1.  Cooke,  R.  A.:  In  Textbook  of  Medicine  (Cecil).  Philadelphia, 
W.  B.  Saunders  Company,  1947;  seventh  edition,  p.  528. 

2.  Nevius,  W.  B.:  J.  M.  Soc.  New  Jersey  46:  17  (1949). 

3.  Rosen.  F.  L.:  ibid.  45:389  (1948). 


THE  ARLINGTON  CHEMICAL  COMPANY 

YONKERS  1 • NEW  YORK 
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of  milk 


to  equal  the  riboflavin  contentgof 
“Berninal”  Forte  with  Vitamiif.C. 

I : r 

One  capsule  No.  817  provides*  12.5  mg. 

of  riboflavin.  More  than  7 quarts 

I 1-  wMk 

of  milk  would  be  needed  to  furnish  the 
same  amoimt.  This  is  but  one  teature 


I 


of  “Berninal”  Forte  with  Vitamin  C 

•f  ' 'W-  w 

which  also  contains  therapeutic 

amounts  of  other  important 
B complex  factors  and  ascorbic  acid. 


“Beminal 


No 
-capsul 
Thi 
Ribo 
Nicoti: 
Pyrido 


Each  dry-filled 
ordains : 

HC1  (Bi),  25.0  mg. 
(B2),  12.5  mg. 

de,  100.0  mg. 
e HC1  (B6),  1.0  mg. 
Calc,  pantothenate,  10.0  mg. 
Vitamia  C 

ic  acid),  100.0  mg. 

in  bottles 
and  1,000. 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 


for 

supplementary  effects 
wherever  estrogen- androgen  therapy  is  indicated ... 


It  Ct  In  fractures  and  osteoporosis  in  either  sex  to  promote 
bone  development,  tissue  growth,  and  repair. 

tt  Ct  In  the  female  climacteric  in  certain  selected  cases. 

It  Ct  In  dysmenorrhea  in  an  attempt  to  suppress  ovulation 

on  the  basis  that  anovulatory  bleeding  is  usually  painless. 

It  Ct  In  the  male  climacteric  to  reduce  follicle-stimulating  hormone  levels. 


A steroid  combination  which  permits  utilization  of  both 
the  complementary  and  the  neutralizing  effects  of 
estrogen  and  androgen  when  administered  concomitantly. 
Thus  certain  properdes  of  either  sex  hormone  may  be 
employed  in  the  opposite  sex  with  a minimum  of  side 
effects.  Each  tablet  provides  estrogens  in  their 
naturally  occurring,  water-soluble,  conjugated  form 
expressed  as  sodium  estrone  sulfate, 
together  with  methyltestosterone. 


L 


No.  879— Conjugated  estrogens  equine 

("Premarin”)  1.2  5 mg. 

Methyltestosterone  1 0.0  mg. 

Bottles  of  100  tablets  (yellow) 

No.  878— Conjugated  estrogens  equine 

("Premarin”)  0.625  mg. 

Methyltestosterone  5.0  mg. 

Bottles  of  100  tablets  (red ) 


"PREMARIN 

with 


METHYLTESTOSTERONE 

for  combined  estrogen- androgen  therapy 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  1 6,  N.  Y. 


THE 


CLINICAL  EFFECT 


OF 

URICUM 


IN 

CONSTIPATION 


Turicum  provides  lubricoid 
softness  without  oil — an  ideal  which  has 
been  the  therapeutic  aim  in  constipation 
management  for  decades. 

The  unique  lubricoid  action  of 
Turicum  is  based  on  its  administration  as 
the  fluid  gel  of  methylcellulose,  with  mag- 
nesium hydroxide  in  less  than  laxative  dos- 
age to  maintain  continued  hydration  within 
the  bowel. 


In  constipation  the  hydrophilic  lubri- 
coid mixes  with  and  softens  the  fecal  con- 
tent, permitting  easy  elimination  without 
stimulation. 


Turicum  is  easy  to  take— palatable,  non- 
bloating— does  not  interfere  with  absorption  of 
oil-soluble  vitamins.  Average  dose:  One  or  two 
tablespoonfuls  at  bedtime,  followed  by  a full  glass 
of  water. 


Turicum  is  available  in  one  pint  bottles. 


IES 


ISION  NUTRITION  RESEARCH  LABORATORIES,  INC. 
CHICAGO  1 1 . ILLINOIS 


j>  / 


> 
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this  new  Upjohn  plant  has 
been  in  full  production. 

It  is  the  culmination  of 
five  years  of  planning  and 
four  years  of  building. 
These  greatly  expanded 
Upjohn  facilities  keep  pace 
with  rapid  advances  in 
medical  research. 


Upjohn 


Medicine. ..Produced  irith  care. ..Designed  tor  health 


THE  UPJOHN  COMPANY  KALAMAZOO.  MICHIGAN 
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liver  disorders 


diabetes 


atherosclerosis 


coronary  occlusion 


hypertension 


obesity 


nephrosis 


Hypercholesterolemia  is  often 
found  in  liver  disease,  diabetes, 
atherosclerosis  and  its  associated 
coronary  occlusion,  hypertension, 
obesity  and  nephrosis.f 

Accumulating  evidence  shows  that 
lipotropic  therapy,  as  available  in 
Methischol,  will  help  to  normalize 
cholesterol  and  fat  metabolism.  By 
reducing  elevated  blood  cholesterol 
levels  in  most  patients,  lipotropic 
therapy  may  “prevent  or  mitigate” 
cholesterol  deposition  in  the 
intima  of  blood  vessels.  In  liver 
disorders,  lipotropic  factors 
reduce  excess  fatty  deposits  and 
encourage  regeneration  of  new 
liver  cells. 


newly  improved  lipotropic  formula 

methischol 


now 

contains 
added 
lipotropic 
vitamin  B,2 


suggested  daily  therapeutic  dose  of  9 capsules  or 
3 tablespoonfuls  provides: 


Choline  Dihydrogen  Citrate 

2.5  Gm.* 

dl-Methionine 

1.0  Gm. 

Inositol 

0.75  Gm. 

Vitamin  B12 

9 meg. 

Liver  Concentrate  and  Desiccated  Liver 

0.78  Gm.** 

‘present  in  Methischol  Syrup  as  1.15  Gm.  choline  chloride 
“present  in  Methischol  Syrup  as  1.2  Gm.  Liver  Concentrate 


Supplied  in 
bottles  of 
100,  250,  500 
and  1000  capsules, 
and  16  oz.  and 
1 gallon  syrup. 


f Write  for  literature  and  samples 

u.s. vitamin  corporation 

Casimir  Funk  Laboratories,  Inc.  (affiliate) 
250  East  43rd  St.,  New  York  17,  N.  Y. 
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Similac,  by  providing  50  mg.  ascorbic  acid  to  the  reliquefied  quart,  can 
successfully  assist  in  the  protection  of  the  infant  not  only  against  scurvy 
but  also  against  serious  hematopoietic  deficiencies.  Behind  this  “success 
story”  are  some  pertinent  facts:1 

1.  Clinically,  megaloblastic  anemia  in  infants  is  often  associated 
with  vitamin  C deficiency. 

2.  Experimentally,  if  vitamin  C was  inadequate  for  long  periods, 
the  test  diets  all  resulted  in  megaloblastic  anemia. 

3.  Because  deficiency  of  vitamin  C leads  to  a disturbance  in  folic 
acid  metabolism. 

4.  No  cases  of  megaloblastic  anemia  have  been  known  to  occur 
among  infants  fed  vitamin  C-fortified  Similac. 

5.  Similac  is  so  formulated  “as  to  insure  an  adequate  intake  of 
vitamin  C without  supplementation  . . .” 

In  content  of  vitamin  C and  other  protective  factors, 


there  is  no  closer  equivalent 

to  human  breast  milk  than  SIMILTAC 

for  full  term  and  'pre  mature  infants 
from  birth  to  birthday 


1.  May,  C.  D.;  Nelson,  E.  N.;  Lowe,  C.  U.:  and  Salmon, 
R.  J.:  Am.  J.  Dis.  Child.  #0:191  (Aug-)  1950. 


SIMILAC  DIVISION  - M & R LABORATORIES  • Columbus  10,  Ohio 


predictable 
control 
of 

hap  ferer 

Chlor-Trimeton  Maleate, 
milligram  for  milligram  the 
most  potent  antihistamine 
available,  allows  the  physician 
to  predict  a definitive  and 
favorable  result  in  symptomatic 
control  of  hay  fever.  Often 
successful  when  others  fail,  and 
producing  few  and  minimal  side 
efTects,  Chlor-Trimeton  Maleate 
may  supersede  other 
compounds  designed  for  the 
same  purpose. 

Vhlor-Trimc 

maleate 

(brand  of  chlorpropbenpj  ridamine  inalea 


Cldor- Trimeton  Maleate  is  available 
in  4 mg.  tablets. 


^c/cet//n 


' //iy.  CORPOR  ATION  • BLOOMFIELD,  N.  J. 


rill  or -Trimeton  o 
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“HELP  ME  GROW  A 

tall,  husky,  strong” 


An  increasing  number  of  pediatri- 
cians now  supplement  the  diet  of 
infants  and  children  with  vitamin 
C and  B-Complex  vitamins,  as  well 
as  A and  D,  to  help  achieve  optimal 
growth  and  health. 


A 


8 - VITAMIN 

provide  all  essential  vitamins, 
in  agreeable,  non-alcoholic, 
drop  form.  Easy  to  give,  easy  to  take  in 
milk,  formula,  fruit  juices,  cereals,  etc. 
Well  tolerated,  economical. 


The  recommended  dose  of  0.6  cc.  (10  minims) 
represents: 

Vitamin  A 5000  U.S.P.  Units 

Vitamin  D 1000  U.S.P.  Units 

Thiamine  Hydrochloride  (B,)  . . 1 mg. 

Riboflavin  (B.) 0.5  mg. 

Ascorbic  Acid  (C) 50  mg. 

Niacinamide 5 mg. 

Pyridoxine  Hydrochloride  (B6)  1 mg. 

Calcium  Pantothenate 2 mg. 

In  50  cc.  dosage  dropper  bottles. 


Write  for  Literature 

AMERICAN  PHARMACEUTICAL  COMPANY 

MANUFACTURING  CHEMISTS,  NEW  YORK  18,  N.  Y. 
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rapid  absorpti 
broad  tissue 
distribution  are 


in  the  selection 
of  an  antibiotic 
for  obstetrical  p 


Rapid  absorption  and  broad  distribution  following 
oral  administration  suggest  the  use  of  Terramycin 
as  an  effective  aid  in  combating  puerperal 
infection.  Therapeutic  serum  and  tissue  levels  are 
quickly  achieved  to  control  infectious  processes 
which  may  complicate  pregnancy  or  labor.  In  pyelitis 
of  pregnancy,  for  example,  patients  respond  "very 
promptly”  to  Terramycin  with  "a  prompt  drop  in 
temperature,  disappearance  of  pyuria  and  bacilluria 
and  symptomatic  relief.”* 

* Douglas,  R.  G. ; Ball,  T.  (..,  and  Davis,  I.  F.  : California  Med.  73:463  (Dec.)  1950. 


Crystalline  Terramycin  Hydrochloride  is  available  as: 

Capsules,  250  mg.,  bottles  of  16  and  100;  100  mg., 
bottles  of  25  and  100;  50  mg.,  bottles  of  25  and  100. 

Elixir  (formerly  Terrabon),  1.5  Gm.  with  1 fl.  oz.  of  diluent. 
Intravenous,  10  cc.  vial,  250  mg.;  20  cc.  vial,  500  mg. 


Antibiotic  Division 


CHAS.  PFIZER  & CO.,  INC.,  Brooklyn  6,  N.Y. 


1941 


A DECADE  OF  PROGRESS  IN  ANTIBIOTIC  THERAPY 


1951 


1480 


c/yytp 

for  POSTOPERATIVE 
and  POSTPARTUM 

NEEDS 

Basic  design  and  the  unique  sys- 
tem of  adjustment  make  a large 
variety  of  Camp  Scientific  Sup- 
ports especially  useful  as  post- 
operative aids.  Surgeons  and 
physicians  often  prescribe  them 
as  assurance  garments  and  con- 
sider them  essential  after  op- 
eration upon  obese  persons, 
after  repair  of  large  herniae,  or 
when  wounds  are  draining  or 
suppurating.  A Camp  Scientif- 
ic Support  is  especially  useful  in 
the  postoperative  patient  with 
undue  relaxation  of  the  abdom- 
inal wall.  Obstetricians  have 
long  prescribed  Camp  Post- 
operative Supports  for  post- 
partum use.  Physicians  and 
surgeons  may  rely  on  the  Camp- 
trained  fitter  for  precise  execu- 
tion of  all  instructions. 

If  you  do  not  have  a copy  of  the 
Camp  “Reference  Book  for  Phy- 
sicians and  Surgeons”,  it  will 
be  sent  on  request. 


c^ysAP 

Scientific  SuppoitS 


THIS  EMBLEM  is  displayed  only  by  reli- 
able merchants  in  your  community.  Camp 
Scientific  Supports  are  never  sold  by  door- 
to-door  canvassers.  Prices  are  based  on 
intrinsic  value.  Regular  technical  and 
ethical  training  of  Camp  fitters  insures 
precise  and  conscientious  attention  to  your 
recommendations. 


S.  H.  CAMP  AND  COMPANY,  JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


Younger 

Infants 


Rennet-custards,  made  from  uncooked  milk  with 


< 


"Junket"  Brand  Rennet  Powder  or  Tablets,  are  among  the  first 
desserts  advised  by  pediatricians  for  young  infants.  These  delicious, 

eggless  milk  desserts,  more  easily  digested  than  milk  itself,  help  to  cater  ^ 

to  the  younger  infant’s  developing  preference  for  solid  foods— 

thus  permitting  early  spoon  feeding  of  a pleasing  new  texture  in  a desirable  variety  ® 


of  flavors  and  colors.  Quickly  prepared,  and  in  no  way  changing  the 


"JUNKET"  is  the  trade-mark  of  Chr.  Hansen's  Laboratory,  Inc. 
for  its  rennet  and  other  food  products. 


nutritive  values  of  uncooked  milk,  rennet-custards  afford  a 
welcome  diversity  to,  and  heightened  interest  in,  this  all-important 
food  for  the  younger  infant.  Mothers  will  appreciate  your 
specific  recommendation  on  your  Diet  Lists. 

"JUNKET"  BRAND  FOODS 

DIVISION 

Chr.  Hansen’s  Laboratory,  Inc. 

LITTLE  FALLS,  N.  Y. 


J-15-51 


Untreated  Milk  — show- 
ing coarse,  tough  curds, 
often  hard  to  digest. 


"Junket”  Rennet  Powder  — sweet- 
ened, six  flavors. 

"Junket"  Rennet  Tablets  — unsweet- 
ened, unflavored  (particularly  for 
very  young  infants  and  diabetics). 


Rennet  Dessert  Curds 
— milk  with  rennet 
addecf,  showing  fine 
readily  digested  curds. 
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IN  SCAB  ES  AND  PED  CUL 


* REFERENCES 

1.  Wooldridge,  W.  E.:  J. 
Invest.  Dermat.  10:363 
(May)  1948. 

2.  Wooldridge,  W.  E.:  Per- 
sonal Communication. 

3.  Niedelman,  M.  L. : J. 
Pediat.  32:566  (May)  1948. 

4.  Cannon,  A.  B.,  and 
McRae,  M.  E.:  J.A.M.A. 
138:557  (Oct.  23)  1948. 

5.  Appel,  B.:  New  England 
J.  Med.  243:74  (July  20) 
1950. 


As  a scabicide,  Kwell  Ointment  leaves  nothing  to  be  desired.  Its  rate 
of  cure  is  high — over  90% — on  a single  application.  It  is  non-irritant 
and  does  not  leave  a contact  dermatitis  in  its  wake.  It  is  clean — grease- 
less and  pleasantly  scented— and  does  not  stain  clothing  or  bed  linen. 
It  may  tie  used  in  the  presence  of  secondary  infection  without  fear  of 
undesirable  side  actions.  It  is  usually  effective  when  other  scabicides  fail. 

As  a pediculicide,  Kwell  Ointment  performs  equally  well.  It  is 
promptly  destructive  for  every  type  of  louse  which  infests  the  human 
body. 

Kwell  Ointment  contains  1 per  cent  of  the  gamma  isomer  of  benzene 
hexachloride  in  a vanishing  cream  base.  Its  active  ingredient  is  highly 
lethal  for  the  Sarcoptes  scabiei  and  pediculi,  but  in  the  concentration 
employed  is  non-toxic  for  man.  Kwell  Ointment  is  available  on  pre- 
scription in  2 oz.  and  1 pound  jars.  The  former  is  usually  adequate  for 
one  patient. 


CSC  Thmamted)  A DIVISION  OF 

COMMERCIAL  SOLVENTS  CORPORATION,  17  E.  42ND  STREET,  NEW  YORK  17,  N.  Y. 


1483 


(n 


Can  they  be  erased... 
from  effective  relief 
in  Bronchial  Asthma? 


Yes,  there  now  is  a therapy — 

NETHAPRIN — that  gives  prompt,  symp- 
tomatic relief  in  asthma  and  associated 
allergic  conditions,  and  also  is  essentially 
free  from  the  undesirable  side  actions  of  ephedrine. 


Clinical  tests  show  NETHAPRIN  can  be  expected 
to  provide  effective  relief  . . . increased 
vital  capacity  . . . better  feeling  of  well-being. 

Yet  its  bronchodilator,  Nethamine,  "pro- 
duces no  noticeable  pressor  action.”1 


NETHAPRIN  ® 

SYRUP  CAPSULES 

Each  capsule  or  5 cc.  teaspoonful  contains:Nethamine®  Hydrochlo- 
ride 25  mg.,  Butaphyllamine®  60  mg.,  Decapryn®  Succinate  6 mg. 

When  Phenobarbital  is  preferred  to  the  antihistamine,  prescribe 
NETHAPHYL®-in  full  or  half  strength. 


CINCINNATI  « u.S.A.  IHansel,  F.K.:  Ann.  Allergy,  5:397,  1947 


more  effective 


“broad  antifungal  spectrum,  . . . good  cutaneous  tolerance.m 


Dihydrochloride  of  2-dimelhylamino-6-(bela-diethylamino  ethoxy ) benzothiazole. 
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v 

Asterol 


5%  tincture . . . ointment . . . powder . . . 
sprayed,  applied  with  cotton  or  dusted  on 


In  “athlete’s  foot” 
a combined  cured  and 
improved  rate  of  95% 
has  been  obtained.1 

Also  indicated  in 

tinea  corporis 
tinea  cruris 
tinea  versicolor 
tinea  of  the  nails 


'Roche' 


1 . Stritzler,  C. ; Fishman,  I.  M.,  and 
Laurens,  S.:  Transactions  New  York 
Acad.  Sc.,  13:31,  Nov.,  1950. 


HOFFMANN-LA  ROCHE  INC  . ROCHE  PARK  • NUTLEY  10  • NEW  JERSEY 
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THE  1951  MEDICAL  DIRECTORY  IS  NOW  AVAILABLE 

For  complete  and  authoritative  data  on  physicians,  hospitals, 
medical  society  and  administrative  officials  in  New  York  State, 
the  official  publication  of  the  Medical  Society  of  the  State  of 
New  York  is  an  invaluable  reference  volume. 

Be  sure  to  notice  the  many  added  features — Scientific  Information; 
Functions  and  Services  of  your  State  Society;  New  York  City  and 
State  Departments  of  Health;  New  York  State  Medical  Practice 
Act;  Workmen’s  Compensation  Rules  and  Procedures;  Narcotic 
Regulations;  Medical  Care  Insurance  Information;  Listings  of 
Pharmaceutical  Suppliers,  Equipment  Suppliers,  Nursing  Homes, 
and  other  important  data,  all  included  for  the  first  time. 

NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 

Remittance  enclosed  for  ( ) copies  of  the  1951  Medical 

Directory  of  New  York  State.  Price  $15.00  per  volume  plus 
3%  Sales  Tax  in  New  York  City. 

% 

Name  of  Organization 
Ordered  By 

Street  Address 

City  Zone  State 


TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 
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TABLET 

REFINEMENTS 

PROMOTE 


Stable,  soluble  Penalev  tablets  facilitate  administration  of  penicillin 
by  various  methods,  e.g.,  aerosol  inhalation. 

efficient  use  of  Penicillin 


Penalev®  Tablets  are  specially  made  to  disintegrate  rapidly  and 
dissolve  completely  in  aqueous  fluids.  Free  from  excipients  and 
binders,  Penalev  Tablets  contain  nothing  to  lessen  friability,  noth- 
ing to  retard  solution,  nothing  to  remain  as  insoluble  residue. 

Penalev  Tablets  are  specially  packaged  to  ensure  stability  and 
prevent  breakage.  Supplied  in  protective,  hermetically  sealed  pack- 
ages, Penalev  Tablets  are  well  guarded  against  damage  and  loss  of 
potency — need  no  special  handling,  no  refrigeration. 


Penalev  Tablets  simplify  administration 
of  penicillin  to  infants. 
Tablets  dissolve  quickly  in  milk, 
fruit  juices,  or  infant  formulas 
without  appreciably  altering  the  taste. 


Penicillin  solutions  for  aerosol 
[inhalation  are  easy  to  prepare  with 
Penalev:  tablet  is  put  directly 
into  inhalator  with  water  or  salt 
[{solution — no  need  for  separate  step 
to  effect  solution. 


Stable,  Soluble,  Two  Potencies: 

Tablets  of  50,000  units  are  supplied  in 
vials  of  12,  boxes  of  24,  and  bottles 
of  100. 

Tablets  of  100,000  units  are  supplied 
in  vials  of  12,  and  bottles  of  100. 
Sharp  & Dohme,  Philadelphia  1,  Pa. 


ENALEV 


Soluble  Tablets  Crystalline 


Potassium  Penicillin  G 


1-488 


Diatrine*  Hydrochloride 

'Warner’ 

an  effective  antihistaminic 

Selection  of  an  antihistaminic  drug  from  the  array  avail- 
able today  is  a chore  from  which  the  physician  can  easily 
escape.  The  selection  is  simplified  by  the  use  of  these  three 
criteria:  effectiveness,  minimum  by-effects,  and  low  toxicity. 
Diatrine*  Hydrochloride  ’Warner,’  in  comparative  stud- 
ies,1 2,i  has  demonstrated  these  three  essentials— effective- 
ness, minimum  by-effects,  and  low  toxicity. 

Diatrine*  Hydrochloride  tablets  (sugar-coated), 
5 0-mg  each,  are  available  in  bottles  of  1 00  and  1 000  tablets. 

•T.Al.  Reg.  U.  S.  Pat.  Off. 


Diatrine*  provides 
prompt  and  effective  relief 
of  allergic  manifestations  in 
a wide  range  of  allergic  dis- 
orders : 


Hay  Fever 


Vasomotor  Rhinitis 


Contact  Dermatitis 


Vernal  Conjunctivitis 


Erythema  Multiforme 


References: 

1.  Combes,  F.  C.,  Zuckerman,  R.,  and 
Canizares.  O.:  Diatrin  Hydrochlo- 
ride, A New  Antihistaminic  Agent 
for  the  Treatment  of  Pruritus  and 
Allergic  Dermatoses,  Ann.  All., 
7:676, 1949 

2.  Kugelmass,  I.  N.:  Antihistaminic 
Therapy  of  Allergic  Disorders  in 
Infants  and  Children,  N.  Y.  State 

J.  Med.,  49:2313.  1949 

3*  Marion,  S .:  Diatrin,  A New  Anti- 
histaminic with  Minimal  Side 
Reactions,  Annals  of  Int.  Med., 
33:1444,  1950 


ttttt  T T A TV /T  T)  WT  A T>VT"CVD  Division  of  Warner-Hvdnut,  Inc. 
W ILlLIAM  XV.  W AKJN  xL-iti  New  York  • Los  Angeles  • St.  Louis 


( 
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DOHO  RESEARCH  PRODUCTS 


IMPACTED  CERUMEN 
ICT  TO  SYSTEMIC  ANTl- 
ERAPY 

DISEASE  EAR  INVOLVEMENTS 


(DOHO) 17.90  GRAMS 

obtalnoble  sp.se.  grav.) 

ie  0.81  GRAMS 

ine  0.21  GRAMS 


0-T0S-M0-SAN 


CHRONIC  SUPPURATIVE  OTITIS  MEDIA 
FURUNCULOSIS  AND 
AURAL  DERMATOMYCOSIS 


FORMULA:  Urea  2.0  GRAMS 

Sulfathiazole  1,6  GRAMS 

Glycerol  (DOHO)  Bose  16.4  GRAMS 


Nasal  Decongestant  WITHOUT  Circulatory 
or  Respiratory  Effect 

/^COMMON  COLD  SINUS  INFECTIONS  PRE  AND 
POSTOPERATIVE  NASAL  SHRINKAGE  HAY  FEVER 
ALLERGIC  AND  HYPERTROPHIC  RHINITIS 

FORMULA:  Desoxyephedrine  Saccharinate  0.50%  w/v  in  an  isotonic  aqueous 
solution  with  0.02%  Laurytammonium  saccharin.  Flavored.  pH  6.4. 


Supplied  in 

PLEASANT -EFFICIENT 
NON-TOXIC-BACTERICIDAL 


THE  DOHONY  SPRAY-O-MIZER 

(Combination  Spray  and  Dropper) 
•TRADE  MARK-PAT.  PEND. 

Also  for  Office  and  Hospital  use* 
in  Pint  bottles. 


Scientific  and  Clinical  Data  sent  on  request 
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• Most  Modern  Dictation-Transcription  and  Conference 

Recording  System. 

• Records  on  one-hour  spools  which  are  used  over  and 

over  again. 

• Records  from  distances  up  to  twenty  feet  from  micro- 

phone with  unusual  voice  clarity. 

• May  be  operated  entirely  by  foot  control  leaving  both 

hands  free. 

• Sensibly  priced. 

X ADDED  FEATURES:  REMOTE  CONTROL  1 

"lL  transcription  and  built-in  intercom.  Jf 

MACKAY  COMPANY 

STENO  SALES  AND  SERVICE 
2 E.  30th  St.  MU  6-5178  New  York  16,  N.  Y. 


Office,  Hospital, 
Laboratory,  X-Ray  room 


COLLECTIONS 

Fair  Rates 
Prompt  Reports 
Good  Public  Relations 
Write 


CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.,  N.  Y.  18,  N.  Y. 

Established  1933 


DOCTOR  . . • • 


(Cost  from  a children's  denial  clinic  show- 
ing molodusion  due  to  Ihumb  sucking) 


WHEN  TREATMENT  IS  INDICATED  TO 
DISCOURAGE  THUMB  SUCKING 


...recommend... 


IS  THIS  ONE  OF  YOUR  PATIENTS? 


Order  from  your  supply  house  or  pharmacist 


For  Business  Opportunities 
See  Page  1565 


for  the  successful  treatment^f . 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  oi  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program— 

O Reduction  of  dermotitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION) 

Combat  local  infection  and  stimulate  healing 
ttM  with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


'•o, 


Lur, 


© 


-V. 


DOME  CHEMICALS  INC. 

Makers  of  the  Soothing,  Modernized  Form  of  Burow’s  Solution 

DOMEBORO — Tablets  • Powder  . Packets  . Ointment 


co/ 


Daxalan  is  oar  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months.  , 

Dome  paste  bandage  is  a flesh  colored,  4*  x 10  yd.  gauze  bandage  impregnated  with  a modified  Unna  s Formula  consisting  of  zioc 
oxile,  glycerine,  gelatin  and  calamine.  This  Unna's  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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afuration 

of  vitamins  b and  c 


Depletion  of  the  critical  water-soluble 
B complex  and  C vitamins  occurs  so 
commonly  in  the  presence  of  physical 
pathology,  as  to  make  a presumption  of 
nutritive  impairment2  almost  axiomatic. 
Essential  to  normal  cell  metabolism  and  wound 
healing,  these  poorly-stored,  readily-diffusible  factors 
must  be  replenished  — usually  by  massive  dosage 
— if  tissue  rehabilitation3  and  return  to  health4  are 
to  be  expedited.  • Allbee  with  C ‘Robins’  provides  this  all-important 
“saturation  dosage”  in  convenient  capsule  form.  It  incorporates 
the  important  B factors  in  2 to  15  times  daily  requirements,  plus 
250  mg.  of  vitamin  C — the  highest  strength  of  ascorbic  acid 
\ available  today  in  a multi-vitamin  capsule.  • Its  prescription 

\ represents  a sound  contribution  toward  decisive  recovery  from 

\ disease,  or  toward  pre-  and  post-operative  nutritional  support.1 

\ A.  H.  ROBINS  CO.,  INC.  • RICHMOND  20,  VA. 

' Ethical  Pharmaceuticals  of  Merit  since  1878 

FORMULA:  Each  Allbee  with  C capsule  contains: 

\ Thiamine  hydrochloride  (Bi) 15  mg. 

, Riboflavin  (B.)  10  mg. 

1 Nicotinamide  50  mg. 

\ Calcium  pantothenate 10  mg. 

^ Ascorbic  acid  (C) 250  mg. 

REFERENCES:  1.  Coller,  F.  A.  and  DeWeese.  M.  S.:  Preoperative  and 
Postoperative  Care.  J.A.M.A.,  141:641,  1949.  2.  Jolliffe,  N.  and  Smith,  J.  J.: 
Med.  Clin.  North  America.  27:667,  1943.  3.  Kruse.  H.  D. : Proc.  Conf. 
Convalescent  Care,  New  York  Acad.  Med.,  1940. 

4.  Spies,  T.  D.:  Med.  Clin.  North  America,  27:273,  1943, 


\ 
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LIQUID  ».  - - 

IMETHVLCELLULDSE,  LILLY) 


— is  a particularly  palatable  bulk  laxative. 

—enhances  the  natural  reflex  that  increases  peristalsis  of  the  colon. 

—is  a bland,  nonirritating  preparation  that  causes  no  dehydration. 

— is  completely  safe.  'CologeF  lacks  the  danger  of  producing  an  esophageal 
obstruction,  and  the  possibility  of  an  intestinal  impaction  following  its  use 
is  minimized. 

— is  indicated  for  the  treatment  of  chronic  or  acute  constipation  of  adults 
and  children  in  the  absence  of  organic  diseases. 

Average  adult  dose:  One  to  four  teaspoonfuls  with  a full  glass  of  water 
three  times  daily. 

How  supplied:  In  8-ounce  and  one-pint  bottles. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


The  Student  American  Medical  Association 


At  the  end  of  the  year  1950,  delegates 
from  47  medical  schools  of  the  United  States 
met,  prepared,  and  approved  a constitution 
for  the  Student  American  Medical  Associa- 
tion. This  appears  to  us  to  be  a step  in  the 
right  direction  of  positive  leadership  and  an 
example  of  good  medical  statesmanship. 
The  organization  is  “allied  with  but  inde- 
pendent of  the  American  Medical  Associa- 
tion ...  a student  organization,  formed  by 
students  and  governed  by  students,  but 
aided  by  the  faculties  of  the  medical  schools, 
the  American  Medical  Association,  and 
local  and  state  societies.”1 
The  structure  of  the  new  group  appears  to 
be  sound.  It  rests  upon  the  formation  of 
academic  societies  at  the  medical  schools 
approved  by  the  Council  on  Medical  Educa- 
tion and  Hospitals  of  the  A.M.A.  The 
membership  of  the  academic  societies  con- 
sists of  all  medical  students  in  good  stand- 
ing who  desire  to  join  the  society.  The 
local  society  has  an  advisory  committee 
composed  of  the  dean  or  his  appointed  repre- 


1  J. A.M.A.  145:  1133  (April  14)  1951. 


sentative,  two  faculty  members  appointed 
by  the  society,  and  a representative  from 
the  local  county  medical  society.  Each 
academic  society  has  equal  rights  and  equal 
representation  in  the  House  of  Delegates 
of  the  Student  American  Medical  Associa- 
tion. The  House  of  Delegates  elects  its 
officers  and  conducts  such  business  as  is 
necessary  to  accomplish  its  aims. 

The  executive  authority  resides  in  an  ex- 
ecutive council  which  consists  of  the  three 
officers  of  the  Association,  executive  coun- 
cil members  elected  by  the  student  House  of 
Delegates  and  three  senior  councillors  ap- 
pointed by  the  Board  of  Trustees  of  the 
American  Medical  Association. 

There  is  also  an  executive  secretary,  ap- 
pointed by  the  Board  of  Trustees  of  the 
American  Medical  Association,  who  main- 
tains offices  at  the  headquarters  of  the 
American  Medical  Association.  Mr.  Leo 
Brown  has  been  appointed  to  this  position. 

The  objectives  of  the  new  association  are 
stated  by  Warren  R.  Mullen,  its  president: 
“to  advance  the  profession  of  medicine,  to 
contribute  to  the  welfare  and  education  of 
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medical  students,  to  familiarize  its  members 
on  the  purpose  and  ideals  of  organized  medi- 
cine, and  to  prepare  its  members  to  meet 
the  social,  moral,  and  ethical  obligations  of 
the  profession  of  medicine.  There  has  been 
criticism  to  the  effect  that  these  are  vague, 
glib  words,  but  we  do  not  interpret  them  as 
such.  In  my  belief  they  are  vague  only  to 
those  persons  who  lack  the  initiative  to 
accomplish  the  goals  we  have  set.  As  a 
national  organization  of  medical  students, 
the  Association  believes  it  can  render  valu- 
able aid  to  the  students  and  the  profession 
by  setting  these  objectives  as  its  goal  and 
striving  to  accomplish  them. 

“We  believe  that  our  organization  offers 
training  and  education  in  a field  that  no 
other  source  offers.  Physicians  are  indi- 
vidualistic; medical  students  are  similar. 
Today  the  need  for  cooperation  and  associa- 
tion becomes  more  evident  than  in  any  pre- 
vious period.  We  offer  the  students  the 
opportunity  to  develop  the  leadership,  the 
tact,  the  organizational  and  administrative 
ability  needed  for  modern  organized  medi- 


cine. By  accomplishing  our  goals  and  con- 
currently preparing  the  students  for  future 
obligations,  we  will  make  the  Association 
a worthy  organization  for  all  students  and 
the  medical  profession.” 

Necessarily,  organization  of  such  a group 
will  consume  much  time,  initially.  It  should 
be  solidly  erected  on  the  foundation  of  a 
clearly  demonstrated  need,  and  apparently 
some  studies  of  these  needs  will  be  com- 
menced at  once;  the  problem  of  the  place- 
ment of  interns  is  stated  as  one  example  of 
such  a need.  It  is  intended  to  publish  a 
journal  in  the  future,  not  just  a magazine  of 
advertisements,  but  a good  journal  with 
articles  of  interest  to  all  four  classes  of  medi- 
cal students.  Until  such  time  as  the  Asso- 
ciation can  offer  a good  journal,  it  is  reported 
to  be  utilizing  space  in  the  Journal  of  the 
American  Medical  Association. 

We  wish  the  new  group  all  success  in  a 
venture  which  seems  to  us  needed.  Time 
and  sympathetic  help  are  necessary.  We 
shall  await  further  developments  with 
interest. 


ANNOUNCEMENT 

The  minutes  of  the  House  of  Delegates  of  the  145th  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  held  in  Buffalo,  April  30  to 
May  2,  1951,  will  be  published  as  Part  II  of  the  September  1,  1951,  issue 
of  the  New  York  State  Journal  of  Medicine. 


The  President’s  Page 

Support  Your  Medical  Schools  with  Dollars 


In  my  remarks  to  the  House  of  Delegates  at  our  Annual 
Meeting  just  closed,  certain  activities  were  stressed  in  some 
detail,  which,  in  my  opinion,  should  have  top  priority  on  our 
agenda.  The  attention  of  the  county  societies  was  directed 
to  their  responsibility  to  work  intensively  for  the  achievement 
of  these  projects.  These  special  problems — civil  defense, 
Selective  Service,  public  relations,  physician-hospital  rela- 
tionships, voluntary  medical  care  plans,  and  the  role  of  the 
general  practitioner — perhaps  bring  us  closer  to  the  public 
than  many  of  our  other  activities.  By  the  manner  in  which 
we  handle  these  matters  will  we  be  judged  by  that  same 
public. 

But  there  are  many  other  difficulties  with  which  we  must 
cope  that  received  only  passing  mention  because  of  the 
limitation  of  time.  One  of  these,  most  timely  at  the  mo- 
ment, is  the  question  of  financial  support  of  medical  educa- 
tion. As  this  is  written  two  very  significant  public  an- 
nouncements on  the  subject  have  appeared  in  the  press. 
One,  the  report  of  the  Commission  on  Financing  Higher 
Education  backed  by  the  Association  of  American  Universities 
and  financed  by  grants  from  the  Rockefeller  Foundation  and  the  Carnegie  Corporation, 
and  second,  the  announcement  of  the  establishment  of  the  National  Fund  for  Medical 
Education,  of  which  former  President  Herbert  Hoover  is  the  honorary  chairman  and  Mr. 
S.  Sloan  Colt  president.  Both  these  reports  stress  the  plight  of  our  medical  schools  and  the 
major  financial  crisis  which  they  face.  This  situation  was  also  the  subject  of  a special  re- 
port to  the  House  of  Delegates  of  the  American  Medical  Association  by  President  Elmer  L. 
Henderson  at  the  Cleveland  session  in  December,  1950.  He  called  attention  pointedly 
to  the  dilemma  and  stressed  “the  profession’s  responsibility  to  assist  actively  in  gaining 
additional  support  for  the  schools.” 

The  medical  profession  has  been  subjected  to  much  criticism  over  its  opposition  to 
Federal  aid  to  medical  education.  The  source  of  this  objection  has  been  chiefly  the  same 
elements  in  the  government  and  even  within  the  ranks  of  medicine  itself  which  have  been 
consistently  opposed  to  the  majority  of  the  American  Medical  Association’s  policies.  It 
should  be  made  perfectly  clear  to  everybody  that  the  profession  is  not  indifferent  to  the 
problem  and  is  facing  it  both  individually  and  collectively  in  a practical  and  realistic  man- 
ner. As  proof  of  this  the  Board  of  Trustees  of  the  A.M.A.  appropriated  half  a million 
dollars  out  of  its  National  Education  Campaign  fund  for  the  aid  and  support  of  medical 
schools  which  are  in  need  of  additional  financing.  In  making  the  announcement  of  this 
award  last  December,  Dr.  Louis  H.  Bauer,  the  Board  chairman,  stated,  “The  Board  of 
Trustees  feels  that  it  is  keeping  faith  with  the  American  people,  who  have  given  medicine 

such  a splendid  vote  of  confidence There  is  growing  public  awareness  that  Federal 

subsidy  has  come  to  be  a burden,  not  a bounty,  for  it  is  bringing  intolerable  increases  in 
taxation  and  is  dangerously  increasing  Federal  controls  over  our  institutions  and  the  lives  of 
our  people.  American  medicine  feels  very  strongly  that  it  should  not  seek  Federal  aid  for 
medical  schools  until  all  other  means  of  financing  have  been  exhausted.” 

The  dangers  inherent  in  such  a situation  can  hardly  be  exaggerated.  To  meet  this 
grave  problem  the  National  Fund  for  Medical  Education  has  the  sponsorship  of  business 
and  industry,  labor,  agriculture,  the  medical  profession,  and  twelve  scientific  and  educa- 
tional foundations.  The  Fund  has  in  hand  at  the  present  time  a total  of  more  than  a mil- 
lion dollars  toward  the  five  million  dollar  goal  set  for  the  first  year.  This  initial  support  has 
come  from  a broad  cross  section  of  the  American  nation,  including  contributions  from  the 
medical  profession,  life  insurance  companies,  and  many  industrial  corporations.  The  gen- 
eral public  is  now  being  appealed  to  for  the  support  of  this  significant  enterprise.  A broad 
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program  of  education  is  being  launched  to  inform  the  public  of  this  great  need,  and  if  it  is 
properly  conducted  and  supported  there  can  be  no  reasonable  doubt  that  the  American 
people  will  respond,  and  the  success  of  the  venture  will  be  assured.  A special  committee,  of 
which  the  Surgeon  General  of  the  United  States  Public  Health  Service,  Dr.  Leonard  A. 
Scheele,  is  the  chairman,  has  presented  data  showing  that  “a  minimum  of  an  additional 
forty  million  dollars  a year  is  needed  to  cover  the  medical  schools’  operating  expenses  at 
present  enrollment  levels,  and  even  more  money  is  required  to  expand  the  physical  facilities 
needed  to  teach  medicine.”  The  National  Fund  hopes  that  the  immediate  objective  of  five 
million  dollars  will  enable  the  schools  to  gain  time  in  an  effort  to  secure  the  additional  finan- 
cial support. 

Coincident  with  the  release  of  the  report,  “Medical  Education  in  the  United  States,” 
by  the  sponsors  of  the  Fund,  Dr.  Henderson  announced  that  the  directors  of  the  American 
Medical  Education  Foundation,  established  by  the  American  Medical  Association  with  the 
initial  appropriation  of  $500,000  referred  to  above,  have  voted  to  merge  the  funds  they 
collect  with  those  of  the  National  Fund  for  distribution  by  the  latter  to  the  medical  schools. 

Our  House  of  Delegates  took  cognizance  of  this  crisis  by  a resolution  which  proposes 
to  raise  within  our  own  membership  a sum  upwards  of  $250,000.  This  has  been  referred 
to  the  Council  for  study  and  implementation.  I feel  this  matter  is  of  such  pressing  impor- 
tance that  it  is  my  hope  the  Council  will  give  it  first  consideration  at  its  next  meeting.  With 
over  23,000  doctors  as  members  of  this  great  State  Society,  it  should  not  be  too  great  a task 
to  attain  this  objective. 

We  have  a precedent  in  the  generous  contribution  of  $100,000  by  the  California  Medical 
Society.  I hope  that  every  county  medical  society  will  give  serious  thought  to  this  great 
work.  The  nation’s  medical  schools  are  of  the  greatest  importance  to  every  citizen  and  cer- 
tainly to  every  doctor.  Support  of  this  worthy  cause  within  each  one’s  financial  ability  to 
subscribe  will  assure  success,  and  thereby  the  freedom  of  medical  education  in  this  country 
will  be  safeguarded. 


Copies  of  the  brochure,  “Medical  Education  in  the  United  States,”  issued  by  the 
National  Fund  for  Medical  Education,  may  be  obtained  through  the  Fund  office. 
Address  Mr.  Chase  Mellen,  Jr.,  Executive  Director,  475  Fifth  Avenue,  New  York  17, 
New  York. 
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Specifically  for  “Drop-Dosage” 
Prophylaxis  of  Hypochromic  Anemia 
in  the  Pediatric  Patient 


\ 

\ 

\ 

MOL-IRON®  DROPS 

MOLYBDENIZED  FERROUS  SULFATE 


White’s  Mol-Iron — most  effective  iron  therapy  known1-  2 ■ 3 — now  is  available  in 
drop-dosage  form,  especially  convenient  for  prophylactic  administration  to  infants 
and  children. 

well-tolerated — Mol-Iron  Drops,  started  shortly  after  birth  and  continued  at  least 
six  months,  offers  a sound,  routine  measure  for  preventing  hypochromic  anemia. 

Each  cc.  Mol-Iron  Drops  contains  125  mg.  molybdenized  ferrous  sulfate  (25  mg. 
of  elemental  iron). 

do  sage  and  administration — 0.3  cc.  (7.5  mg.  iron)  or  0.6  cc.  (15  mg.  iron)  daily — 
most  satisfactorily  administered  in  a small  quantity  of  water  or  orange  juice.  7.5  mg. 
of  iron  represents  M.D.R.  up  to  6 years  of  age. 

supplied.-  Bottles  of  15  cc.  and  50  cc.  with  dropper  calibrated  to  0.3  cc.  and  0.6  cc. 


OTHER  CONVENIENT 
MOL-IRON  FORMS: 

MOL-IRON  LIQUID  and 
MOL-IRON  TABLETS— 
for  treatment  of 
iron  deficiency  anemia. 


WHITE  LABORATORIES,  INC. 
Pharmaceutical  Manufacturers , Kenilworth,  N.  J. 

1.  Dieckmann,  W.  J.,  and  Priddle,  H.  D.:  Am.  J. 
Obstet.  & Gynec.  57:541  (1949). 

2.  Chesley,  R.  F.,  and  Annitto,  J.  E. : Bull.  Margaret 
Hague  Mat.  Hosp.  J: 68  (1948). 

3.  Healy,  J.  C. : The  Journal  Lancet  66:218  (July) 
1946. 
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measuring  rod  for 
mercurial  diuretics 

Determining  the  relative  clinical  efficacy  of  mercurial  diuretics 
by  comparing  the  diuretic  response  obtained  with  similar 
doses  is  not  entirely  sound.1  A more  valid  comparison  is  given 
by  study  of  dosage-response  curves1  which  show  the  differences 
in  doses  required  to  produce  similar  effects. 


Figure  2:  Dosage-response  curves  showing  relative  diuretic  potency  of  (a) 
(MERCUHYDRIN)  and  (b)  N-(beta-hydroxymercuri-gamma-methoxypropyl)- 
2-pyridone-  5 -carboxylate.2 


. . to  obtain  a diuretic  response  equal  to  that  of  meralluride 
(MERCUHYDRIN)  the  other  mercurial  must  be  given  in 
twice  the  dosage.”2 


sodium 


effective , well  tolerated*.. a diuretic  of  choice 


MERCUHYDRIN  (Meralluride  sodium  solution)  is  available  in  1 cc.  and  2 cc.  ampuls. 

bibliography:  (1)  Clarke,  D.  A.;  Modell,  W.;  Greiner,  T.;  Kwit,  N.  T.;  Gluck.  J.  L., 
and  Gold,  H. : The  Dosage-Response  Curve  for  the  Comparison  of  Mercurial  Diuretics, 

Am.  J.  M.  Sc.  220:156,  1950.  (2)  Cattell,  McK. : Dosage  in  the  Therapy  of  Cardiovascular 
Disease,  J.A.M.A.  144: 889,  1<T50. 


Scientific  Articles 


MANIFESTATIONS  OF  HYPOGLYCEMIA  IN  CLINICAL  PRACTICE 


Nicholas  R.  Occhino,  M.D.,  F.A.C.P.,  Johnson  City,  New  York 


{From  the  Medical  Department  of  the  Charles  S.  Wilson  Memorial  Hospital) 


HYPOGLYCEMIA  may  be  simply  defined 
as  a lowered  content  of  glucose  in  the  blood. 
It  may  ensue  by  virtue  of  failure  of  liver  function, 
by  inhibition  of  the  neuroendocrine  mechanism  of 
defense  against  hypoglycemia,  or  by  hyperin- 
sulinemia,  whether  exogenous  or  endogenous  in 
origin. 

The  administration  of  insulin  commonly  used 
in  the  treatment  of  diabetes  mellitus  may  at 
times  produce  the  well-known  “insulin  reaction” 
by  lowering  the  blood  sugar  to  a critical  level.  At 
one  time  or  another,  every  practicing  physician 
has  witnessed  the  occurrence  of  this  phenomenon 
in  the  diabetic  patient  on  insulin  therapy. 

When  such  a patient  exhibits  undue  sweating, 
palpitation,  trembling,  abdominal  pain,  or  even 
lapses  into  coma,  the  probable  cause  of  these 
manifestations  is  at  once  suspected.  However, 
should  similar  symptoms  occur  in  a nondiabetic, 
the  causal  relationship  may  not  be  so  clearly 
evident. 

Hypoglycemia  is  capable  of  producing  a wide 
variety  of  signs  and  symptoms.  Its  manifesta- 
tions may  be  colored  by  a symptomatology 
resembling  well-known  situations  such  as  petit  or 
grand  mal  seizures,  cardiovascular  diseases,  hyper- 
thyroidism, and,  in  particular,  neuroses  and  dis- 
orders of  the  gastrointestinal  and  biliary  tract. 

The  following  case  summaries  selected  from 
the  files  of  private  practice  represent  instances  of 
functional  hypoglycemia  and  are  submitted  to 
illustrate  some  of  the  clinical  manifestations  of 
this  phenomenon.  All  of  these  patients  were  fed 
on  a Conn  preparatory  diet  for  three  to  five  days, 
prior  to  the  performance  of  the  glucose  tolerance 
test.1  Unless  adequate  glycogen  saturation  of 
the  liver  is  insured,  results  obtained  by  this  latter 
procedure  might  otherwise  be  misleading.  Each 
patient  was  treated  with  a high-protein,  low- 
carbohydrate  diet,  with  fat  sufficient  to  meet  the 
caloric  requirements  of  the  nutritional  state  of 
the  patient.  No  sedation  or  other  drug  therapy 


was  used.  The  blood  sugar  values  obtained  in 
response  to  the  ingestion  of  100  Gm.  of  glucose 
are  shown  in  composite  form  in  Table  I. 

Case  Reports 

Case  1. — R.  H.  was  a twenty-two-year-old  mar- 
ried man,  complaining  of  fatigue,  which  occurred  on 
arising  in  the  morning  and  improved  after  breakfast. 
It  would  recur  approximately  two  hours  before 
lunch,  followed  by  relief  after  eating.  The  same 
sequence  of  symptoms  occurred  before  and  after 
supper.  On  further  questioning,  he  noted  headache 
and  nervousness  and  at  times  sweating  and  shaking. 
Symptoms  varied  in  intensity  according  to  the 
amount  of  starch  eaten  at  the  preceding  meal. 
Occasionally  he  experienced  a vague  substemal 
distress. 

Physical  Examination. — Weight  was  137l/z 
pounds,  height  5 feet,  11  inches.  Blood  pressure 
was  110/80.  The  remainder  of  the  examination  was 
normal. 

Laboratory  Findings. — Complete  blood  count  and 
urinalysis  were  normal.  Basal  metabolic  rate  was 
plus  6.  Glucose  tolerance  test  gave  the  following 
results: 

Fasting  blood  sugar— 98  mg.  per  100  cc.  of  blood 

1 hour  after  meal — 139  mg.  per  100  cc.  of  blood 

2 hours  after  meal — 98  mg.  per  100  cc.  of  blood 

3 hours  after  meal — 70  mg.  per  100  cc.  of  blood 

All  fractional  urine  specimens  contained  no  sugar. 

Comment. — This  patient  demonstrates  a va- 
riety of  chronic  hypoglycemia.  As  initially  pre- 
sented by  the  patient,  the  history  was  that  of  a 
continuous  sense  of  fatigue  and  weakness.  It  was 
only  after  cross  examination  that  the  patient  was 
able  to  reconstruct  his  symptoms  in  proper 
sequence,  including  some  which  he  had  at  first 
failed  to  mention.  He  had  unwittingly  absorbed 
into  his  general  concept  of  fatigue  the  important 
and  related  manifestations  of  sweating  and 
trembling,  as  well  as  the  rhythmicity  of  his  sense 
of  fatigue,  without  specifically  stating  such  until 
he  was  minutely  questioned.  It  is  of  particular 
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TABLE  I.— Blood  Sugar  Values  Following  Ingestion  of  100  Gm.  Glucose* 


Glucose 

Tolerance 

Case  1 

Case  2 

Case  3 

Case  4 

Case  5 

Case  6 

Case  7 

Fasting 

98 

122 

88 

70 

70 

65 

86 

*/i  hour 

72 

125 

1 hour 

i39 

ibi 

i34 

67 

55 

117 

iio 

1 >/t  hours 

72 

65 

100 

2 hours 

98 

62 

70 

57 

67 

88 

i30 

2>/>  hours 

57 

75 

. . rf 

3 hours 

70 

90 

47 

40 

88 

4 hours 

109 

60 

5 hours 

85 

* Blood  sugar  level  in  mg.  per  100  cc.  of  blood. 


significance  that  this  type  of  fatigue  is  not  con- 
tinuous but  occurs  several  hours  after  a meal  or  on 
arising  and  is  improved  following  a meal.  His 
general  symptomatology  presented  a picture  not 
unlike  that  of  “effort  syndrome,”  seen  in  thin, 
undernourished,  asthenic  individuals.  The  low 
total  spread  of  the  glucose  tolerance  test  is  note- 
worthy. Definite  improvement  followed  the 
institution  of  a high-protein,  low-carbohydrate 
diet.  Thin,  asthenic  types  are  found  to  be  asymp- 
tomatic and  show  normal  glucose  tolerance  curves. 

Case  2. — N.  K.  was  a forty-five-year-old  married 
man,  who  came  to  the  office  complaining  of  shaky, 
nervous  spells  of  two  months  duration,  “dizzy 
jitters”  as  he  called  them.  An  attack  would  start 
with  supraorbital  and  occipital  headache  associated 
with  “hot  flashes”  and  weakness  which  would  come 
on  three  to  four  hours  after  the  noon  meal  and  occa- 
sionally after  breakfast.  By  accident,  he  found  he 
could  relieve  an  attack  by  eating  a bar  of  candy. 
At  times  these  symptoms  were  accompanied  by 
trembling  of  the  hands  and  arms,  recurrent  cramps 
in  the  calves,  and  visible  twitching  of  the  biceps. 
He  had  had  poliomyelitis  in  childhood,  affecting  the 
right  leg,  which  was  not  disabling. 

Physical  Examination. — The  patient  was  a well- 
developed  male  weighing  154  pounds;  height  5 feet, 
4 inches.  Except  for  atrophy  of  the  right  leg  and 
complete  adentia,  examination  was  not  helpful  in 
establishing  a diagnosis.  Blood  pressure  was 
120/80. 

Laboratory  Findings. — Complete  blood  count  and 
urinalysis  were  normal.  Blood  Wassermann  was 
negative.  The  serum  calcium  was  9.6  mg.  per  cent; 
inorganic  phosphorus  3.1  mg.  per  cent.  The  glucose 
tolerance  test  gave  the  following  results: 

Fasting  blood  sugar — 122  mg.  per  100  cc.  of  blood 

1 hour  after  meal — 151  mg.  per  100  cc.  of  blood 

2 hours  after  meal — 62  mg.  per  100  cc.  of  blood 

3 hours  after  meal — 90  mg.  per  100  cc.  of  blood 

4 hours  after  meal — 109  mg.  per  100  cc.  of  blood 

Comment. — This  patient  had  typical  attacks  of 
spontaneous  hypoglycemia.  His  glucose  toler- 
ance curve  was  characteristic,  displaying  an  ini- 
tial rise  followed  by  a rapid  fall  in  the  blood  sugar 
level  and  precipitating  at  this  point  manifesta- 
tions congruous  with  those  described  in  the  his- 
tory. The  institution  of  a high-protein  diet  pre- 


vented recurrence  of  these  attacks.2  One  year 
later  his  symptoms  returned  when  his  diet  was 
temporarily  discontinued  for  treatment  of  a virus 
pneumonia.  Resumption  of  the  diet  after  re- 
covery from  this  intercurrent  infection  again  pre- 
vented recurrences  of  hypoglycemic  attacks. 

Case  3. — K.  M.,  a thirty-year-old  Para  3,  was 
seen  at  the  request  of  a surgical  colleague.  She  was  | 
scheduled  for  an  exploratory  laparotomy  for  “re- 
current appendicitis  and  a questionable  abdominal 
tumor.”  Her  chief  complaint  was  that  of  a con- 
tinuous generalized  abdominal  pain,  at  times  local- 
ized in  the  right  lower  quadrant,  for  the  past  four- 
teen years.  Further  questioning  revealed  that, 
although  continuous,  the  pain  was  worse  for  a short 
time  before  eating  and  considerably  improved  after 
meals.  This  illness  began  shortly  after  her  first 
child  was  born,  fourteen  years  ago,  and  was  charac- 
terized by  attacks  of  marked  weakness  and  infre- 
quent syncope.  Premonitory  symptoms,  such  as 
trembling,  nervousness,  sweating,  palpitation,  nau- 
sea, and  abdominal  pain  (similar  to  that  described 
in  her  chief  complaint),  occurred  ordinarily  but  were 
more  pronounced  just  before  losing  consciousness. 
On  one  occasion,  the  abdominal  pain  was  so  severe 
that  a “hypo”  was  administered  by  her  attending 
physician.  Attacks  varied  slightly:  At  times  there 
would  be  mental  confusion,  blurring  of  vision,  and 
inability  to  concentrate;  at  other  times,  twitching  of 
the  face,  arms,  and  generalized  formication.  At- 
tacks increased  in  severity  following  her  second 
pregnancy  two  years  after  the  first  and  again  after 
her  third  and  last  pregnancy  one  year  later.  They 
continued  until  one  year  ago  when  they  became  less 
severe  and  more  infrequent. 

Physical  Examination. — Complete  examination 
showed  no  abnormalities. 

Laboratory  Findings. — Complete  blood  count  and 
urinalysis  were  normal.  Blood  Wassermann  was 
negative.  Nonprotein  nitrogen  was  32  mg.  per 
cent.  A glucose  tolerance  was  done  with  the  fol- 
lowing results: 

Fasting  blood  sugar — 88  mg.  per  100  cc.  of  blood 

1 hour  after  meal — 134  mg.  per  100  cc.  of  blood 

2 hours  after  meal — 70  mg.  per  100  cc.  of  blood 

After  the  second  hourly  specimen  was  taken,  the 
patient  developed  a mild  attack,  and  the  test  was 
terminated. 
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Comment. — Over  a period  of  fourteen  years, 
this  patient  was  seen  by  many  physicians,  each 
rendering  a different  opinion.  Unfortunately,  no 
one  investigated  her  carbohydrate  metabolism, 
and  she  was  not  studied  beyond  a partial  physical 
examination  done  during  the  course  of  the  usual 
“home  visit.” 

This  case  unquestionably  represents  a variety 
of  spontaneous  hypoglycemia  occurring  during 
lactation.3'4 

It  will  be  recalled  that,  during  the  performance 
of  the  glucose  tolerance  test  just  after  the  second 
hourly  specimen  of  blood  was  drawn,  the  patient 
developed  a mild  attack  as  described  in  her  chief 
complaint.  This  sample  contained  70  mg.  per 
cent  of  glucose  and  represents  a clinical  critical 
level  for  this  patient.  A parallel  correlation  be- 
tween the  symptoms  of  hypoglycemia  and  the 
blood  sugar  level  is  not  always  found.  Hypogly- 
cemic symptoms  may  appear  at  normal  or  even 
hyperglycemic  levels.83  The  level  at  which 
reactions  may  occur  is  probably  dependent  upon 
individual  susceptibility.7  The  same  explana- 
tion would  apply  in  Case  1. 

Laparotomy  was  performed  as  scheduled.  No 
tumor  was  found,  and  an  appendectomy  was 
done.  It  is  not  conceivable  that  a “scarred  ap- 
pendix” (pathologic  report)  would  give  rise  to 
symptoms  of  such  complexity  and  severity  over  a 
period  of  many  years.  A biopsy  or  resection  of 
the  pancreas  was  not  done  because  there  was  no 
palpable  tumor.  The  omission  of  radical  pan- 
creatic surgery  was  justified  in  the  absence  of  a 
palpable  tumor,  since  dystopic  pancreatic  ade- 
noma or  carcinoma  has  been  found  in  the 
stomach,  duodenum,  jejunum,  and  elsewhere.8 
In  some  instances  clinical  recovery  has  followed 
partial  resection  of  histologically  normal 
pancreatic  tissue.5 

Subsequent  medical  management  on  a high- 
protein,  low-carbohydrate  diet  has  proved  very 
satisfactory,  while  appendectomy  gave  no  relief. 
On  this  diet  the  patient  states  she  feels  the  best 
she  has  in  fourteen  years.  Her  attacks  had  al- 
ready become  less  severe  and  less  frequent  and 
perhaps  may  have  eventually  undergone  a spon- 
taneous remission.  It  is  believed,  nevertheless, 
that  therapy  at  this  time  effected  a preternatural 
remission. 

Case  4. — B.  H.  was  a thirty-eight-year-old  Para  3, 
complaining  of  recurring  waves  of  nausea,  fatigue, 
and  a severe  colicky  epigastric  pain  of  six  years 
duration.  The  concomitant  occurrence  of  vertigo, 
drowsiness,  mental  depression,  and  a “terrible 
gnawing  hunger”  was  revealed  after  careful  interro- 
gation. A dietary  analysis  disclosed  that  she 
regularly  consumed  5 pounds  of  chocolate  candy 
every  week,  from  which  she  seemed  to  obtain 
symptomatic  relief  soon  after  ingestion.  Fatigue 
was  at  times  so  extreme  as  to  compel  her  to  go  to  bed. 


Physical  Examination. — This  showed  a well- 
developed  female  weighing  139  pounds;  height  60 
inches.  Blood  pressure  was  110-80.  Pulse  rate  at 
rest  was  regular  and  66  per  minute.  Except  for  a 
congenital  myopia,  complete  physical  examination 
was  normal. 

Laboratory  Findings. — A complete  blood  count, 
urinalysis,  and  gastrointestinal  x-ray  study  were 
normal. 

By  cholecystography,  a small  solitary  opaque 
calculus  was  demonstrated  in  the  gallbladder.  The 
basal  metabolic  rate  was  minus  24  degrees. 

A glucose  tolerance  test  showed  the  following 
blood  sugar  readings: 

Fasting  blood  sugar— 70  mg.  per  100  cc.  of  blood 

Vx  hour  after  meal— 72  mg.  per  100  cc.  of  blood 

1 hour  after  meal — 67  mg.  per  100  cc.  of  blood 

IV2  hours  after  meal — 72  mg.  per  100  cc.  of  blood 

2 hours  after  meal — 57  mg.  per  100  cc.  of  blood 

Comment. — This  patient  illustrates  a variety 
of  chronic  hypoglycemia  with  abdominal,  sys- 
temic, and  mental  manifestations  with  super- 
imposed cholelithiasis.  As  was  similarly  sug- 
gested by  Harris,  the  disabling  symptoms  in  this 
patient  arose  from  the  coexisting  hypoglycemia 
and  not  the  incidental  presence  of  a gallstone.9 

Attention  is  directed  to  the  large  quantity  of 
candy  she  consumed  because  of  the  symptomatic 
relief  it  gave  her. 

Some  patients  suffering  from  hypoglycemia  dis- 
cover accidentally  that  they  can  relieve  their 
symptoms  by  eating  before  the  usual  meal  time, 
thus  partaking  of  frequent  feedings.  Further, 
since  carbohydrate  foods  bring  the  quickest  relief, 
their  daily  intake  becomes  essentially  a high- 
carbohydrate  diet  with  frequent  feedings.  Such 
a diet  is  expedient  but  not  physiologically  sound. 
This  type  of  diet  does  not  prevent  hypolgycemia. 
Instead,  it  creates  a state  of  hyperglycemia,  which 
in  turn  stimulates  excessive  endogenous  insulin 
secretion.  Thus,  a vicious  cycle  of  hyperglycemia, 
hyperinsulinemia,  and  recurring  hypoglycemia 
may  be  established  and  perpetuated. 

In  the  patient  under  consideration,  a high-pro- 
tein,  low-carbohydrate  intake  relieved  all  of  her 
symptoms,  and  she  has  remained  well  for  two 
and  one-half  years.  The  asymptomatic  choleli- 
thiasis and  hypometabolism  were  untreated. 

Case  5. — B.  J.  was  a twenty-three-year-old  mar- 
ried man  with  the  story  of  “stomach  trouble”  for  one 
year.  He  complained  of  daily  attacks  of  sharp, 
knifelike,  gnawing,  and  churning  colicky  pains  in  the 
upper  abdomen  that  made  him  double  his  knees. 
He  had  noted  trembling  and  sweating  during  the 
attack  but  had  attributed  this  to  nervousness  and 
severity  of  pain.  He  had  been  previously  told  he 
had  a “peptic  ulcer”  and  had  been  treated  accord- 
ingly. Gastrointestinal  roentgenograms  had  showed 
that  his  “stomach  emptied  too  fast,”  but  no  ulcer 
had  been  demonstrated.  Attacks  never  occurred 
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before  breakfast  or  at  night  after  retiring.  He 
tolerated  spicy  foods  well. 

Physical  Examination. — Examination  showed  a 
thin,  wiry  male,  weighing  121 L/4  pounds,  67V2 
inches  in  height.  Blood  pressure  and  pulse  were 
normal.  No  physical  abnormality  was  found. 

Laboratory  Findings. — A complete  blood  count 
and  urinalysis  were  normal.  A repeat  gastro- 
intestinal series  showed  only  hypermotility.  The 
basal  metabolic  rate  was  minus  27.  A glucose  toler- 
ance test  was  done  and  revealed  the  following  blood 
sugar  levels: 

Fasting  blood  sugar — 70  mg.  per  100  cc.  of  blood 

1 hour  after  meal — 55  mg.  per  100  cc.  of  blood 

IV2  hours  after  meal — 65  mg.  per  100  cc.  of  blood 

2 hours  after  meal — 67  mg.  per  100  cc.  of  blood 

2V2  hours  after  meal — 57  mg.  per  100  cc.  of  blood 

3 hours  after  meal — 47  mg.  per  100  cc.  of  blood 

Comment. — The  diagnosis  was  chronic  hypo- 
glycemia with  abdominal  manifestations.  This 
patient  had  been  considered  to  have  a peptic 
ulcer,  although  none  had  been  demonstrated 
roentgenographically.  He  had  been  placed  on  an 
ulcer  regimen  without  improvement.  At  this 
point  he  was  told  that  his  symptoms  were  due  to 
an  “anxiety  state  because  of  financial  insecurity.” 
However,  an  appraisal  of  the  history,  the  nega- 
tive physical  and  roentgenographic  examination, 
the  refractory  response  to  ulcer  therapy,  and  the 
markedly  increased  sugar  tolerance  as  shown  by 
the  glucose  tolerance  test  demonstrate  conclu- 
sively that  this  patient  had  neither  a peptic  ulcer 
nor  an  anxiety  neurosis.  The  gastric  hypermo- 
tility noted  on  two  occasions  on  gastrointestinal 
x-ray  examination  is  consistent  with  and  due  to 
the  underlying  hypoglycemia.10-12  Shaking, 
sweating,  and  abdominal  pain  occurred  during 
the  performance  of  the  glucose  tolerance  test  and 
were  identical  with  the  complaints  which  origi- 
nally led  him  to  seek  medical  advice.  The  simple 
expedient  of  treatment  with  a high-protein,  low- 
carbohydrate  diet  gave  such  a complete  and 
lasting  remission  as  to  invalidate  both  of  the 
previously  made  diagnoses.  The  basal  metabolic 
rate  of  minus  27  in  this  patient  did  not  represent 
clinical  hypothyroidism,  and  no  attempt  was 
made  at  therapy.  He  has  been  free  from  symp- 
toms for  a period  of  two  years. 

Case  6. — C.  B.  was  a forty-eight-year-old  married 
man  who  was  referred  with  the  diagnosis  of  “male 
climacteric”  refractory  to  treatment.  He  com- 
plained of  easy  exhaustion  and  nervousness.  He 
stated  he  got  weak  and  shaky  whenever  he  hurried. 
This  was  followed  by  “hot  and  cold  flashes.”  Dur- 
ing these  episodes  he  could  not  think  clearly  and  felt 
mentally  confused;  he  perspired  profusely  and  was 
simultaneously  aware  of  epigastric  distress.  These 
symptoms  had  been  recurring  several  times  a day 
for  the  past  year.  Before  a year  ago,  he  had  been 


perfectly  well  and  could  stand  considerable  physical 
and  mental  stress  without  difficulty. 

Physical  Examination. — Examination  showed  him 
to  be  a well-developed,  well-nourished  male,  weigh- 
ing 178V2  pounds,  67V4  inches  in  height.  His  ex- 
cellent physique  and  muscular  development  were 
especially  noteworthy.  No  physical  defects  or 
abnormalities  were  found.  His  blood  pressure  was 
140/80;  pulse  was  regular  and  64  per  minute. 

Laboratory  Findings. — A complete  blood  count 
and  urinalysis  were  normal.  The  basal  metabolic 
rate  was  plus  1.  The  Robinson,  Power-Kepler,  and 
adrenaline-eosinophil  tests  were  negative.  A gas- 
trointestinal roentgenogram  showed  a continuous 
pattern  of  hypermotility  as  far  as  the  sigmoid  colon. 
Results  of  the  glucose  tolerance  test  were  as  follows: 
Fasting  blood  sugar — 65  mg.  per  100  cc.  of  blood 
l/2  hour  after  meal — 125  mg.  per  100  cc.  of  blood 

1 hour  after  meal — 117  mg.  per  100  cc.  of  blood 
D/2  hours  after  meal — 100  mg.  per  100  cc.  of  blood 

2 hours  after  meal — 88  mg.  per  100  cc.  of  blood 
2V2  hours  after  meal — 75  mg.  per  100  cc.  of  blood 

3 hours  after  meal — 40  mg.  per  100  cc.  of  blood 

Comment.— Although  this  patient’s  symptoms 
might  superficially  resemble  those  seen  in  the  male 
climacteric,  they  were  much  too  pronounced. 
His  general  virility,  physique,  and  potency 
bespoke  a contradiction  to  this  possibility.  The 
absence  of  pigmentation,  hypotension,  and  nega- 
tive appropriate  laboratory  tests  ruled  out  the 
consideration  of  Addison’s  disease.  The  glucose 
tolerance  curve  was  typical  and  diagnostic  of 
hypoglycemia.  Previous  administration  of  an- 
drogens was  discontinued,  and  an  appropriate 
dietary  measure  was  instituted  with  gratifying 
results.  He  became  asymptomatic  and  felt  more 
like  his  “former  self.”  He  has  remained  free 
from  symptoms  for  two  years. 

Case  7. — M.  F.  was  a twenty-nine-year-old  Para 
2,  with  a history  of  epileptic  seizures  of  the  grand 
mal  type,  occurring  at  intervals  of  two  to  six 
months,  for  the  past  twelve  years.  In  August,  1946, 
after  her  last  delivery  she  began  to  experience  at- 
tacks of  dizziness,  recurring  several  times  a day  and 
associated  with  a peculiar  sensation  in  the  tongue, 
described  by  the  patient  as  a “frozen,  twisting  feel- 
ing.” She  was  first  seen  eight  months  later. 

Although  conscious  during  attacks  and  aware  of 
what  she  wanted  to  say,  she  could  not  speak. 
These  phenomena  were  unlike  the  usual  epileptic 
seizures  and  were  not  preceded  by  an  aura.  The 
tempo  of  grand  mal  seizures,  controlled  by  pheno- 
barbital  therapy,  remained  unchanged  after  the  on- 
set of  the  present  illness. 

Physical  Examination. — A complete  examination 
showed  no  positive  physical  abnormalities. 

Laboratory  Findings. — A complete  blood  count 
and  urinalysis  were  normal.  An  x-ray  of  the  skull 
was  normal.  A glucose  tolerance  test  was  done 
with  the  following  results: 

Fasting  blood  sugar — 86  mg.  per  100  cc.  of  blood 
1 hour  after  meal— 110  mg.  per  100  cc.  of  blood 
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2 hours  after  meal — 130  mg.  per  100  cc.  of  blood 

3 hours  after  meal — 88  mg.  per  100  cc.  of  blood 

4 hours  after  meal — 60  mg.  per  100  cc.  of  blood 

5 hours  after  meal — 85  mg.  per  100  cc.  of  blood 

Comment. — This  patient  had  typical  idiopathic 
epilepsy  with  grand  mal  attacks  of  twelve  years 
duration.  Since  her  last  delivery,  another  set  of 
symptoms  had  arisen,  as  described  in  her  history. 
They  were  assumed  to  be  due  to  atypical  petit 
mal  seizures,  but  no  improvement  resulted  from 
Tridione  therapy.  The  glucose  tolerance  curve 
was  characteristic  of  hypoglycemia  with  a drop  in 
the  level  of  blood  sugar  to  60  mg.  per  cent  at  four 
hours.  It  should  be  pointed  out  that,  at  this 
point,  the  patient  experienced  all  the  symptoms 
complained  of  when  first  seen.  Subsequent 
therapy  with  a high-protein,  low-carbohydrate 
diet  prevented  recurrence  of  these  symptoms. 
In  this  patient,  the  manifestations  of  hypogly- 
cemia closely  simulated  those  of  petit  mal. 

Discussion 

It  would  be  superfluous  to  cite  additional  ex- 
amples without  appearing  repetitive.  Suffice  to 
state  that  hypoglycemia,  appearing  as  it  may 
under  the  guise  of  other  disease  entities,  might 
easily  go  unsuspected.  Its  occurrence  in  every- 
day practice  of  medicine  is  far  more  common  than 
is  generally  believed.  Its  early  recognition  could 
save  the  patient  considerable  misspent  time, 
money,  and  needless  extraneous  therapy.  Every 
physician  should  maintain  a full  awareness  of 
this  clinical  entity  at  all  times. 


Summary 

1.  The  various  manifestations  of  hypogly- 
cemia are  briefly  reviewed  in  the  comments  fol- 
lowing each  case  presentation. 

2.  It  is  stressed  that  this  syndrome  occurs 
more  commonly  than  is  generally  believed. 

3.  A more  detailed  history  is  essential  in 
order  to  establish  a postprandial  correlation  to 
symptomatology. 

4.  Seven  representative  case  histories  are 
cited  illustrating  the  capacity  of  functional  hypo- 
glycemia to  simulate  other  disease  entities. 

5.  It  is  stressed  that  every  physician  should 
maintain  a full  awareness  of  the  possibility  of 
this  clinical  entity  at  all  times. 

351  Floral  Avenue 
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HEPATITIS  IS  OCCUPATIONAL  HAZARD  TO  MEDICAL  PERSONNEL 


This  liver  infection  has  proved  to  be  a definite 
hazard  to  medical  personnel  working  with  blood  and 
blood  derivatives.  Drs.  Merlin  L.  Trumbull  and 
D.  J.  Greiner  point  out  the  disease  can  be  trans- 
mitted by  minute  quantities  of  infected  blood  or 
serum  introduced  into  the  system  through  a small 
opening  or  scratch  in  the  skin. 

In  four  Memphis  hospitals  during  a three-year 
period,  16  cases  of  hepatitis  occurred  among  medical 
personnel.  In  all  cases  the  patients  had  occupations 
which  exposed  them  to  blood  or  serum,  many  of 
them  reporting  previous  scratches  or  needle  pricks 
on  hands  while  working  with  blood.  None  of  the  16 
had  received  transfusions  or  immunizations  for  at 
least  a year  prior  to  their  illnesses,  nor  did  they  give 
histories  of  previous  diseases  suggestive  of  hepatitis. 


In  every  instance,  the  onset  of  their  illnesses  was 
gradual,  with  loss  of  appetite,  nausea,  and  frequent 
vomiting  or  diarrhea  before  jaundice. 

In  a survey  of  occupational  diseases  among  the 
medical  personnel  in  two  of  the  hospitals  mentioned 
in  the  report,  hepatitis  was  the  most  common 
during  this  three-year  period. 

The  best  protection  against  this  occupational 
form  of  hepatitis  at  present  is  strict  adherence  to 
the  rules  governing  the  handling  of  any  diseased  or 
infected  substance.  Wearing  gloves,  careful  steri- 
lization of  all  instruments,  especially  those  pene- 
trating the  skin,  marking  bottles  containing  known 
infected  blood,  and  avoidance  of  spilling  blood  on 
the  hands  were  a few  precautions  mentioned. — 
J.A.M.A.,  March  81,  1951 


LEIOMYOSARCOMA  OF  THE  UTERUS  FOLLOWING  RADIATION 
FOR  HEMORRHAGE  FROM  SUBMUCOUS  FIBROMYOMA 

Irving  Smiley,  M.D.,  and  Joseph  W.  Tandatnick,  M.D.,  New  York  City 

{From  the  Department  of  Gynecology  of  the  Bronx  Hospital) 


THE  use  of  intrauterine  radium  for  the  treat- 
ment of  uterine  bleeding  is  a well-recognized 
and,  in  most  instances,  a successful  procedure. 
Uterine  bleeding  in  itself  is  merely  a symptom  of 
some  underlying  condition.  A thorough  ex- 
amination is,  of  course,  a necessary  preliminary 
step  before  any  type  of  treatment  is  considered. 
This  is  especially  true  where  radiation  therapy  is 
being  weighed. 

Various  diagnostic  means,  such  as  cytologic 
studies  and  biopsy,  should  be  employed.  At  all 
times,  a diagnostic  curettage  should  be  done  be- 
fore any  radium  is  inserted  into  the  uterine  cavity. 
We  would  like  to  emphasize,  however,  the  harm 
that  may  result  from  its  use  in  the  presence  of  a 
submucous  fibroid. 

It  is  often  impossible  to  make  an  exact  diag- 
nosis, and  the  presence  of  a submucous  fibromy- 
oma  may  easily  be  overlooked,  even  though  a 
careful  search  is  made  by  means  of  the  uterine 
sound  or  the  curet.  A hysterogram  may  be  of 
help  and  should  be  done  when  in  doubt. 

Some  factors  may  be  present  in  a given  case 
that  may  help  to  call  attention  to  the  presence 
of  a submucous  fibroid  mass.  Any  enlargement 
of  the  uterus,  either  regular  or  irregular  in  out- 
line, with  symptoms  of  excessive  bleeding  and 
painful  contractions  should  arouse  the  suspicion 
that  a submucous  uterine  growth  exists.  When 
in  doubt,  or  when  its  presence  is  suspected,  de- 
spite negative  results  from  various  diagnostic 
methods,  we  believe  it  to  be  to  the  best  interest 
of  the  patient  to  remove  such  a uterus. 

The  recurrence  of  uterine  bleeding  at  any  time 
following  radiation  therapy  should  call  for  a 
thorough  examination,  and  the  possibility  of 
malignant  changes  should  be  kept  in  mind. 

Review  of  the  Literature 

There  are  many  reports  in  the  medical  litera- 
ture of  carcinoma  arising  in  the  uterus  following 
the  use  of  radium  or  deep  x-ray  therapy  for 
hemorrhage  from  fibromyoma.  However,  after 
a careful  search  we  have  been  able  to  find  only 
one  fully  documented  case  reported  since  1916 
of  sarcoma  following  radiation  therapy.1 

This  case  was  reported  by  Bourde  in  1935.  His 
patient  was  a fifty-two-year-old  woman  complaining 
of  menorrhagia,  admitted  to  hospital  in  1927.  Up 
to  the  time  of  the  presenting  complaint  her  menstrual 
cycle  was  regular.  On  physical  examination  her 
uterus  was  found  to  be  the  seat  of  multiple  fibroids 


and  was  palpable  halfway  to  the  umbilicus.  She 
received  radiotherapy  from  October,  1927,  to  March, 
1928.  The  vaginal  bleeding  stopped,  and  the  uterus 
appeared  to  be  slightly  reduced  in  size. 

The  patient  was  well  until  June,  1935,  when  she 
again  began  to  have  vaginal  bleeding.  On  vaginal 
examination,  a polyp  was  seen  to  be  protruding 
through  the  cervix.  Insertion  of  a uterine  sound 
showed  the  uterine  cavity  to  have  an  irregular  sur- 
face. Dilatation  and  curettage  yielded  a large 
amount  of  soft,  yellowish  tissue.  Microscopic  ex- 
amination of  this  revealed  the  presence  of  large, 
spindle-shaped  cells  arranged  in  strands,  running  in 
all  directions.  The  cells  were  more  abundant  than 
in  normal  tissue  and  appeared  slightly  basophilic. 
The  nuclei  were  large  and  multilobed.  There  were 
frequent  mitoses  and  abundant  capillaries.  The 
appearance  was  that  of  a myosarcoma. 

Hysterectomy  was  performed  on  September  3, 
1935.  The  uterus  was  studded  with  multiple 
fibromyomata,  chiefly  interstitial  and  submucous. 
The  uterine  cavity  was  filled  with  cauliflower  vege- 
tations, but  there  was  very  little  myometrial  pene- 
tration. Before  the  tissue  could  be  submitted  for 
microscopic  examination,  the  specimen  was  lost. 

After  consideration  of  his  case,  Bourde  recom- 
mends surgery  wherever  possible,  and  reserves  radia- 
tion for  patients  in  poor  general  condition  or  those 
with  heart,  lung,  liver  diseases,  and  obesity. 

Vogt  in  1926  stated  that  there  were  seven  well- 
known  cases  of  uterine  sarcoma  following  radia- 
tion.23 Of  these  seven  cases,  three  were  his  own. 
He  did  not  give  any  case  histories  or  further 
amplify  his  statements. 

Meaker  in  1931  described  a case  of  leiomyo- 
sarcoma of  the  uterus  (his  Case  3)  that  followed 
x-ray  treatment.4  The  patient  was  a thirty- 
nine-year-old,  white  female  with  mitral  stenosis 
and  regurgitation,  who  had  five  x-ray  treatments 
for  uterine  bleeding.  She  had  a nodular,  hard 
uterus,  about  twice  normal  size.  After  the  x-ray 
treatments,  the  bleeding  became  worse.  The 
time  interval  was  not  stated,  but  apparently  it 
was  quite  short.  Hysterectomy  was  then  per- 
formed. A fibroid  uterus  was  found,  and  micro- 
scopic examination  of  one  of  the  circumscribed 
tumor  masses  in  the  uterus  showed  it  to  be  a 
leiomyosarcoma.  The  author  does  not  comment 
further  on  this  case.  It  seems  very  likely,  how- 
ever, that  the  patient  had  the  leiomyosarcoma 
before  the  x-ray  treatment  was  begun. 

Also  in  1931,  Abruzzese  mentioned  several 
cases  of  uterine  sarcoma  following  roentgen  and 
radiation  therapy.8  He  listed  no  cases  of  his 
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own,  however.  The  first  instance  he  mentioned 
was  reported  by  Bolaffio  in  1929  before  the  Italian 
Obstetrical  and  Gynecological  Society.  This  was 
a case  of  uterine  fibroma  treated  with  roentgen 
rays  that  later  was  found  to  be  sarcomatous.  No 
further  details  were  given.  The  second  instance 
was  in  a case  reported  by  Viana  in  1926.  This 
was  a fifty-nine-year-old  multipara  who  had  a 
fibroid  uterus  treated  with  radiation.  A lapa- 
rotomy was  performed  five  years  later,  and  sar- 
comatous degeneration  was  found.  Again,  there 
were  no  additional  facts  given. 

Pfahler  and  Vastine  in  1934  reviewed  15,000 
cases  of  uterine  fibroids  treated  by  radiation.6 
In  the  authors’  own  series  of  253  cases,  one  pa- 
|j  tient  subsequently  died  of  sarcoma  of  the  uterus. 
However,  this  patient’s  case  history  is  not  de- 
scribed. 

Also  in  1934,  Benaerts  stated  that  he  found 
four  cases  of  sarcomatous  degeneration  and  one 
of  malignant  leiomyoma  of  the  uterus  following 
i radiation.7  There  was  an  eight-year  interval  in 
I one  case  and  a ten-year  interval  in  another,  be- 
I tween  the  radiation  and  the  discovery  of  the 
I malignancy.  These  cases  are  not  described  fur- 
I ther  by  the  author. 

Daniel  in  1938  stated  that  the  percentage  of 

(uterine  fibromas  that  become  sarcomatous  after 
radiation  is  small.8  He  mentions  that  Benaerts 
reported  eight  cases  in  1934.  Jeanneney  is  then 
I said  to  have  reported  118  cases,  but  only  13  of 
■ these  appeared  to  be  authentic.  Later,  he  says 
| that  Constantine  Daniel  reported  130  cases  of 
sarcomatous  degeneration  following  radiation  of 
which  only  a few  were  borne  out  by  pathologic 
studies.  The  terms  “carcinomatous”  degenera- 
tion and  “sarcomatous”  degeneration  are  used 
interchangeably  in  most  of  the  article,  and  it  is 
difficult  to  make  out  exactly  what  change  has 
occurred  in  all  these  cases.  However,  at  no 
time  in  Daniel’s  report  are  any  fully  documented 
case  histories  given.  He  briefly  mentions  one 
case  of  his  own,  of  a sixty-two-year-old  woman 
who  had  been  treated  for  a fibroid  with  80  ses- 
sions of  radiation.  Twelve  years  after  radia- 
ji  tion,  operation  was  performed,  and  she  was  found 
»!  to  have  sarcoma  of  the  uterus.  No  further  facts 
[j  are  added  by  the  author. 

The  literature  is  certainly  very  meager  on  the 
occurrence  of  sarcoma  of  the  uterus  following 
radiation  therapy,  since  fully  described  cases  are 
conspicuous  by  their  absence. 

Case  Reports 

IThe  recent  occurrence  of  three  cases  in  our  own 
experience,  within  a period  of  three  months, 
where  leiomyosarcoma  followed  the  use  of  radium 
t for  hemorrhage  from  submucous  fibromyoma,  is 
* of  sufficient  importance  to  merit  reporting. 


Fig.  1.  Leiomyosarcoma  of  the  uterus.  There 
is  quite  a number  of  large  cells  of  various  shapes 
with  markedly  hyperchromatic  nuclei.  (440  X) 


Case  1. — Mrs.  R.  B.,  a sixty-five-year-old,  white 
female,  was  admitted  to  the  Bronx  Hospital  on 
November  4,  1948,  with  the  complaint  of  irregular, 
vaginal  bleeding  of  six  months  duration.  She  had 
had  a dilatation  and  curettage  at  another  hospital 
six  months  previously.  Intrauterine  radium  was 
inserted  at  that  time.  The  currettings  showed  no 
abnormal  histologic  changes.  She  also  had  a 
myomectomy  in  1942. 

For  two  weeks  prior  to  her  admission  to  the  Bronx 
Hospital,  the  vaginal  bleeding  was  continuous. 

Physical  examination  on  admission  showed  a well- 
developed,  elderly  woman.  There  were  some  fine 
rales  at  both  lung  bases  posteriorly,  and  a systolic 
murmur  was  present  at  the  cardiac  aortic  area.  The 
heart  was  enlarged  to  the  left,  and  the  blood  pres- 
sure was  160/100.  A mass  was  felt  in  the  lower 
abdomen  to  the  left  of  the  midline,  extending  some- 
what above  the  level  of  the  umbilicus.  This  mass 
was  somewhat  tender  and  appeared  to  be  slightly 
movable.  A healed,  operational  scar  in  the  midline, 
below  the  umbilicus,  was  seen. 

Vaginal  examination  revealed  an  atrophic  cervix 
and  a small,  polypoid  mass  presenting  at  the  ex- 
ternal os.  The  fundus  was  enlarged  and  appeared 
to  be  movable. 

Cystoscopy  and  retrograde  pyelography  per- 
formed on  the  day  after  admission  revealed  no  ab- 
normality of  the  renal  pelves,  ureters,  and  bladder. 
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X-ray  examination  of  the  chest  showed  only  moder- 
ate left  ventricular  enlargement.  Blood  count, 
urine,  blood  nonprotein  nitrogen,  blood  sugar,  clot- 
ting time,  and  bleeding  time  were  all  within  normal 
limits. 

Three  days  after  admission,  the  patient  passed 
spontaneously,  per  vaginum,  an  oval,  pinkish-white, 
encapsulated  mass  measuring  8 cm.  in  diameter. 
On  section,  this  was  firm,  white,  and  whorled  in  its 
main  portion  but  hemorrhagic,  soft,  and  yellowish 
in  its  other  parts.  Microscopic  examination  re- 
vealed a leiomyosarcoma  with  hemorrhagic  infarc- 
tion (Fig.  1).  One  section  consisted  of  smooth 
muscle  which  showed  almost  complete  hemorrhagic 
infarction.  Around  the  periphery,  however,  there 
were  seen  some  smooth  muscle  cells  and  quite  a num- 
ber of  large  cells  with  markedly  hyperchromatic 
nuclei,  some  apparently  being  in  active  cell  division. 
Another  section  showed  essentially  a benign  fibro- 
myoma,  although  a few  tumor  cells  appeared  to  be 
present. 

Four  days  after  admission,  on  re-examination  of 
the  abdomen,  a lobulated,  somewhat  movable  mass, 
the  size  of  an  orange,  was  made  out  in  the  left  lower 
quadrant.  Papanicolaou  smears  from  the  vaginal 
posterior  fornix  were  suggestive  of  malignancy,  but 
a definite  diagnosis  was  not  possible  in  view  of  the 
previous  radiotherapy. 

Seven  days  after  admission  a supracervical  hyster- 
ectomy and  bilateral  salpingo-oophorectomy  were 
performed.  A mass  of  adhesions  involved  the  intes- 
tines and  omentum.  A cystic  mass,  about  30  by  10 
cm.  in  size,  was  found  adherent  to  the  sigmoid  colon 
and  left  pelvic  wall.  The  uterus  was  indurated,  and 
the  cervix  was  densely  adherent  to  the  entire  lower 
pelvis.  The  uterus,  tubes,  and  ovaries  were  freed 
and  removed  with  difficulty.  A small  part  of  the 
cervix  was  left  in  because  this  organ  could  not  be 
freed  completely,  as  it  tore  through  with  the  slightest 
touch. 

Gross  examination  of  the  uterus  revealed  the  endo- 
metrium to  be  diffusely  hypertrophied  and  polypoid. 
The  myometrium  was  normal  in  appearance.  On 
microscopic  examination  of  the  wall  of  the  cystic 
mass,  it  was  found  to  consist  of  connective  tissue, 
apparently  the  seat  of  acute  inflammation.  One 
fallopian  tube  showed  diffuse  interstitial  edema  and 
infiltration  of  the  wall  with  round,  plasma,  and  poly- 
morphonuclear cells,  chiefly  eosinophils.  Other- 
wise, the  pathology  of  the  organs  removed  was  not 
remarkable. 

The  patient  made  a good  postoperative  recovery 
and  was  discharged  home  on  November  24,  1948. 
She  was  well  until  May  6,  1949,  when  she  was  re- 
admitted because  of  intermittent,  painless,  vaginal 
bleeding  of  ten  days  duration.  A biopsy  of  the 
cervix  was  taken,  and  then  the  cervix  was  electro- 
cauterized. Microscopic  examination  of  the  tissue 
showed  it  to  resemble  that  seen  in  a fibromyoma. 
The  patient  was  discharged  two  days  after  admis- 
sion. On  June  6,  1949,  she  was  again  admitted  be- 
cause of  a small  amount  of  vaginal  bleeding,  almost 
daily  in  occurrence  since  her  last  hospitalization.  On 
vaginal  examination,  a large  mass  was  seen  to  be 
jutting  out  from  one  portion  of  the  cervix.  The 


mass  was  covered  by  smooth  epithelium  in  most  of 
its  extent,  but  elsewhere  it  presented  an  ulcerated 
surface.  A biopsy  was  taken,  and  microscopic 
examination  revealed  the  structure  of  a partly  ne- 
crotic fibromyoma. 

She  was  seen  at  this  time,  in  consultation,  by  Dr. 
Lionel  S.  Auster,  chief  of  the  Tumor  Service  of  the 
Bronx  Hospital.  It  was  agreed  that  she  should  be 
given  intravaginal  roentgenotherapy  because  it 
seemed  the  best  way  to  control  the  bleeding,  in  view 
of  the  impossibility  of  removing  the  small  mass  with- 
out injuring  the  urinary  bladder. 

X-ray  examination  of  the  chest,  pelvis,  and  upper 
femora  revealed  no  changes  indicative  of  metastatic 
lesions.  The  patient  was  discharged  home  on  June 
10,  1949.  She  continued  to  get  intravaginal  roent- 
genotherapy, while  attending  the  hospital  as  an  out- 
patient. 

She  was  readmitted  on  July  17,  1949,  because  of 
great  enlargement  of  the  cervical  tumor  mass,  in 
spite  of  5,000  r of  radium  applied  directly  by  vaginal 
cone.  Also,  the  patient  had  bled  considerably  since 
the  last  hospitalization.  The  mass  appeared  ne- 
crotic. Blood  count  showed  the  red  cells,  hemoglo- 
bin, and  white  cells  to  be  within  normal  limits.  Ex- 
amination of  the  urine  revealed  a trace  of  albumin 
with  white  blood  cells  and  squamous  epithelial  cells 
very  numerous  in  the  centrifuged  sediment. 

In  consultation,  consideration  was  given  to  the 
possibility  of  doing  a radical  procedure,  including,  if 
necessary,  removal  of  the  bladder  and  rectum,  and 
implanting  the  ureters  into  the  sigmoid  colon.  It 
was  deemed  inadvisable,  and  the  plan  was  dropped. 

On  the  day  after  admission,  she  was  operated 
upon,  and  tumor  mass  was  removed  per  vaginum. 
At  operation,  the  anterior  lip  of  the  cervix  was 
found  intimately  adherent  to  the  urinary  bladder. 
The  posterior  lip  of  the  cervix  was  absent.  About 
4 cm.  of  tumor  tissue  were  protruding  through  the 
cervical  os  and  were  covered  by  white  exudate.  The 
tumor  tissue  appeared  extremely  vascular  and  be- 
cause of  its  friability  was  removed  in  pieces.  The 
rectovaginal  septum  appeared  to  be  infiltrated  by 
the  tumor. 

The  cervical  os  was  cleaned  out  with  a scalpel  and 
then  thoroughly  coagulated  with  the  electric  current. 

Microscopic  examination  of  the  tumor  tissue  re- 
vealed it  to  be  recurrent  leiomyosarcoma  and  com- 
posed of  irregular,  markedly  hyperchromatic  cells, 
variable  in  size,  some  of  which  were  multinucleated. 
There  was  a marked  amount  of  associated  leukocytic 
infiltration,  edema,  and  hemorrhage. 

The  patient  was  in  good  condition  after  operation 
and  was  discharged  home  on  July  22,  1949.  There 
was  no  further  bleeding. 

Her  fifth  and  final  admission  was  on  February  10, 
1950,  when  she  complained  of  progressive  abdominal 
enlargement.  This  started  three  weeks  prior  to 
admission  and  was  accompanied  by  intermittent, 
severe  pain  in  the  right  side  of  the  abdomen.  In 
addition,  during  this  time,  she  noticed  shortness  of 
breath,  oliguria,  and  increasing  weakness. 

The  patient  did  not  appear  acutely  ill.  There  was 
a large  mass  in  the  lower  abdomen  filling  the  whole 
pelvis  and  extending  upward  beyond  the  umbilicus 
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Fig.  2.  Leiomyosarcoma  of  the  uterus.  There 

!are  numerous,  closely  packed,  large  spindle  cells. 
Many  show  hyperchromatism  and  nuclear  gi- 
gantism. (440  X) 

almost  to  the  ensiform  cartilage.  The  mass  was 
irregular  in  outline,  fixed,  and  tender.  An  abdomi- 
nal fluid  wave  was  not  elicited.  Blood  count,  non- 
protein nitrogen,  and  urine  were  within  normal 
limits. 

X-ray  examination  of  the  chest  showed  a rounded 
mass,  approximately  2 cm.  in  diameter,  situated  in 
the  right  hilar  region,  apparently  representing  an 
enlarged  lymph  node.  There  were  also  calcific  de- 
posits in  the  right  paratracheal  and  hilar  regions  and 
a healed  calcific  focus  at  the  left  base.  X-ray  exami- 
nation of  the  pelvis  and  the  skull  showed  no  meta- 
j static  foci.  An  electrocardiogram  was  suggestive  of 
' left  ventricular  enlargement. 

Five  days  after  admission,  the  patient  was  oper- 
ated upon.  Immediately  prior  to  operation,  cys- 
I toscopy  was  carried  out,  and  ureteral  catheters  were 
j inserted  into  the  ureters.  On  opening  the  abdo- 
men, a large,  necrotic  mass  was  encountered,  ex- 
tending from  the  pelvis  almost  to  the  diaphragm. 
Many  adhesions  from  the  mass  to  the  adjoining 
organs  made  removal  difficult,  owing  to  bleeding 
upon  separation  of  the  bands,  especially  at  the  lower 
j pole  of  the  mass.  At  various  points,  the  small 
intestine  was  intimately  adherent  to  and  contiguous 
with  the  tumor  mass.  No  attempt  was  made  to 
dissect  the  tumor  mass  free  in  these  areas  for  fear  of 
perforating  the  bowel  wall.  Except  for  these  por- 
tions, the  tumor  mass  was  removed  in  its  entirety. 
The  abdomen  was  closed  with  through-and-through 
silver  wire  sutures.  The  patient’s  condition  at  the 


close  of  the  operation  was  poor  in  spite  of  blood 
transfusion  before  and  during  the  procedure. 

Gross  examination  of  the  tumor  mass  showed  it  to 
measure  18  by  9 cm.  in  size  and  to  be  irregular, 
nodular,  and  slightly  hemorrhagic.  It  also  seemed 
somewhat  encapsulated.  The  center  of  the  mass 
appeared  to  be  occupied  by  a cystic  cavity.  On  sec- 
tion, the  tissue  was  firm,  and  the  wall  varied  in  con- 
sistency from  a rubbery  to  a firm  texture.  There 
were  many  areas  of  necrosis  and  hemorrhage.  Mi- 
croscopic examination  revealed  a highly  cellular 
neoplasm  with  large  areas  of  necrosis.  The  tumor 
was  composed  of  numerous,  closely  packed,  large 
spindle  cells  which  tended  to  form  whorls.  Most 
of  the  cells  were  fairly  uniform  in  size,  but  a con- 
siderable number  showed  nuclear  gigantism,  hyper- 
chromatism, and  mitosis.  The  appearance  was  that 
of  a leiomyosarcoma  (Fig.  2). 

After  operation,  the  patient’s  general  condition  did 
not  improve,  and  the  following  day  she  developed 
hiccup  and  vomiting.  She  died  two  days  after 
operation  n spite  of  energetic  supportive  therapy. 

Case  2. — Mrs.  H.  W.,  a fifty-year-old,  white  fe- 
male, was  admitted  to  the  Bronx  Hospital  on  Febru- 
ary 2,  1948,  with  the  complaint  of  vaginal  bleeding 
of  ten  days  duration.  Prior  to  this  occurrence,  her 
menstrual  periods  were  normal.  The  bleeding  was 
accompanied  by  the  passing  of  many  clots.  She 
had  experienced  several  hot  flushes  two  days  before 
coming  to  the  hospital. 

Physical  examination  revealed  a well-developed, 
middle-aged  woman  with  hypertension,  the  blood 
pressure  being  160/120.  There  was  a grade  II 
systolic  murmur  at  the  apex  and  aortic  area.  The 
liver  was  palpable  1 V*  inches  below  the  right  costal 
margin. 

Pelvic  examination  showed  the  patient  to  have  a 
relaxed  perineum,  a lacerated  cervix,  and  several 
small  nodules  on  the  anterior  wall  of  the  uterine 
fundus,  which  was  also  slightly  enlarged.  Other- 
wise, there  were  no  further  abnormal  findings.  The 
diagnosis  of  a possible  submucous  fibromyoma  was 
made. 

The  urine  was  cloudy  and  red  in  appearance  and 
contained  a heavy  trace  of  albumin.  It  was  also 
flooded  with  red  blood  cells.  Blood  count  revealed 

3.570.000  red  cells  with  slight  achromia  and  a hemo- 
globin of  10.2  Gm.  The  white  blood  cells  numbered 
8,460  and  showed  a normal  distribution  and  appear- 
ance. 

Dilatation  and  curettage  were  performed  the  day 
after  admission,  and  then  radium  was  inserted  into 
the  uterus.  The  radium  was  kept  in  until  a total  of 

2.000  millicurie  hours  of  radiation  was  obtained. 

Gross  and  microscopic  examination  of  the  curet- 

tings  revealed  no  abnormalities.  The  patient  had 
an  uneventful  hospital  stay  and  was  discharged 
home  five  days  after  admission. 

After  this,  the  patient  experienced  amenorrhea 
for  ten  months  and  then  early  in  December,  1948, 
she  started  to  have  slight  vaginal  bleeding.  She 
was  readmitted  to  the  hospital  on  December  14, 
1948. 

The  patient  appeared  to  be  a well-developed  woman 
who  still  exhibited  hypertension,  the  blood  pres- 
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Fig.  3.  Leiomyosarcoma  of  the  uterus.  The 
cells  exhibit  nuclei  with  marked  hyperchromatism 
and  gigantism.  One  of  the  large  cells  in  the  lower 
part  of  the  photograph  is  in  mitosis.  (440  X ) 


sure  now  being  164/110.  Heart,  lungs,  and  abdomen 
revealed  no  abnormalities. 

Pelvic  examination  revealed  similar  findings  to 
those  of  the  first  admission  except  that  the  uterine 
fundus  was  now  enlarged  to  about  the  size  of  a seven 
to  eight-week  pregnancy. 

Urine  showed  a trace  of  albumin  on  one  occasion 
and  1 plus  on  another.  Red  cells,  white  blood  cells, 
and  squamous  epithelial  cells  were  present  in  the 
urine  in  moderate  numbers  on  two  occasions. 

A total  abdominal  hysterectomy,  bilateral  sal- 
pingo-oophorectomy,  and  appendectomy  were  per- 
formed two  days  after  admission.  The  uterus  was 
seen  to  be  the  seat  of  multiple  fibroids.  The  opera- 
tion was  performed  without  difficulty. 

The  uterus  measured  10  by  9 cm.  in  size.  In  addi- 
tion to  the  subserous  and  intramural  fibroids,  there 
was  one  3-cm.,  round,  submucous  fibromyoma.  The 
endometrium  was  diffusely  hemorrhagic.  Other- 
wise, the  organs  were  within  normal  limits  on  gross 
examination.  Microscopic  examination  of  the  sub- 
mucous fibromyoma  revealed  the  typical  structure 
of  a leiomyosarcoma  (Fig.  3).  The  cells  exhibited 
nuclei  with  marked  hyperchromatism  and  multi- 
polar mitoses.  Many  giant  nuclei  were  also  present. 
The  section  was  extremely  cellular,  and  it  gave  the 
impression  of  being  an  actively  growing  tumor. 

The  patient  made  a good  postoperative  recovery 
and  was  discharged  home  on  December  25,  1948. 
She  was  seen  again  at  the  Tumor  Clinic  on  March 
29,  1949,  when  she  was  in  apparent  good  health. 


Case  3. — Mrs.  B.  K.,  a fifty-year-old,  white  female, 
was  admitted  to  the  Bronx  Hospital  on  January  2, 
1949,  with  the  complaints  of  vaginal  pain  and  dis- 
charge of  four  months  duration.  Two  and  one-half 
years  previously,  she  had  a myomectomy  plus  ex- 
cision of  part  of  one  ovary.  After  this  operation,  she 
had  no  further  menstrual  periods.  About  six 
months  later,  she  developed  throbbing  pain  in  both 
lower  quadrants  of  the  abdomen  plus  a smarting 
sensation  in  the  vagina.  This  was  associated  with 
a feeling  of  pressure  in  the  lower  abdomen.  She 
then  had  a cauterization  of  her  cervix  performed. 

Six  months  after  this,  she  had  a vaginal  repair  of 
a cystocele  and  a dilatation  and  curettage. 

Six  months  later,  i.e.,  one  year  prior  to  admission 
to  the  Bronx  Hospital,  she  had  “fibroid  tumors  of 
the  womb”  removed  vaginally,  and  then  radium  was 
inserted  into  the  uterus  for  fifty-one  hours.  Since 
then,  she  felt  weak,  had  urinary  frequency,  and, 
eight  months  later,  a brownish,  vaginal  discharge 
appeared.  In  addition,  she  also  noted  a slight, 
bloody,  vaginal  discharge  plus  intense  itching  over 
her  lower  back  and  lower  abdomen  in  the  month 
prior  to  coming  to  the  hospital. 

Physical  examination  on  admission  revealed  a 
wrell-developed  female  in  fairly  good  general  health. 
In  the  lower  midabdomen,  there  was  a large,  fixed 
mass,  extending  outward  to  the  right  iliac  fossa. 
Vaginal  examination  showed  the  cervix  to  be  dilated 
about  two  to  three  fingers,  and  a large,  necrotic 
mass  was  seen  to  be  presenting  at  the  external  os. 
Part  of  the  anterior  wall  of  the  cervix  was  also 
necrotic.  The  uterine  fundus  was  enlarged,  fixed, 
and  extended  outward  to  fill  the  entire  right  lateral 
fornix.  The  left  lateral  fornix  was  thickened  and 
fixed. 

Her  urine  revealed  no  abnormality.  Blood  count 
showed  a slight  red  cell  anemia. 

Prior  to  operation,  a cystoscopy  was  performed, 
and  a catheter  was  inserted  into  the  right  ureter. 
The  bladder  mucous  membrane  was  normal  in  ap- 
pearance. She  was  operated  upon  on  the  day  after 
admission,  when  most  of  the  tumor  mass  protruding 
from  the  cervix  was  removed  vaginally,  and  then 
through  an  abdominal  incision  a supracervical 
hysterectomy  and  bilateral  salpingo-oophorectomy 
were  performed.  The  part  of  the  tumor  mass  pro- 
truding into  the  cervix  was  removed  from  below  so 
that,  when  laparotomy  was  done,  there  would  be 
less  likelihood  of  contamination  of  the  peritoneal 
cavity.  The  cervical  mass  came  away  in  several, 
lobulated,  friable  pieces. 

On  laparotomy  the  uterus  was  found  fixed  in  the 
pelvis  and  was  unrecognizable  because  it  was  in- 
volved in  an  extensive,  adhesive,  neoplastic  process, 
which  engulfed  the  entire  uterus,  tubes,  and  ovaries. 
The  uterus,  tumor  mass,  tubes,  and  ovaries  were  re- 
moved in  pieces.  The  entire  raw  area  of  the  pelvis 
was  peritonealized,  using  the  bladder  and  infundib- 
ulopelvic  ligaments  to  cover  the  bare  areas. 

The  largest  portion  of  tissue  (removed  from  the 
cervix  from  below)  was  white  and  homogeneous  on 
section.  The  tubes  were  markedly  distorted  and 
on  section  were  pinkish-white  and  dense.  The 
lumina  were  obliterated.  The  ovaries  showed  no 
gross  pathology.  The  uterine  tissue  consisted  of 
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Fig.  4.  Leiomyosarcoma  of  the  uterus.  This  tu- 
mor shows  a very  cellular  structure,  the  cells  being 
pleomorphic  in  character.  Marked  hyperchroma- 
tism is  the  outstanding  feature.  (440  X ) 


several  irregular  portions  of  friable,  hemorrhagic 
masses,  the  largest  measuring  10  by  5 cm.  in  size. 

Microscopic  examination  of  eight  sections  from 
the  uterus  and  tumor  mass  showed  the  pathology 
to  be  neoplastic  in  character.  In  most  sections 
there  was  a very  cellular  tissue  consisting  of  pleo- 
morphic or  spindle  cells  which  exhibited  marked 
hyperchromatism,  great  variation  in  size,  and  a 
tendency  to  multipolar  mitosis  (Fig.  4).  The  tumor 
diffusely  infiltrated  both  the  myometrium  and  endo- 
metrium and  also  exhibited  areas  of  necrosis  and 
hyalinization  throughout.  The  picture  was  that  of 
a leiomyosarcoma. 

The  patient  made  a good  postoperative  recovery 
and  was  discharged  home  on  February  14,  1949. 
She  has  been  seen  many  times  since.  When  she  re- 
ported for  examination  at  the  end  of  June,  1950,  and 
again  on  August  2,  1950,  she  was  found  to  have  a 
hard,  nodular,  fixed  abdominal  mass  reaching  from 
deep  in  the  pelvis  to  the  umbilicus  and  filling  the 
entire  left  iliac  fossa.  Since  this  mass  was  con- 
sidered inoperable,  she  was  referred  for  deep  x-ray 
therapy. 

Comment 

Conclusive  proof  that  sarcoma  of  the  uterus 
results  from  radiation  is  difficult  to  establish. 
Nevertheless,  we  feel  that  Bourde’s  case  and  our 
three  cases  throw  strong  suspicion  upon  radio- 
therapy as  the  causative  agent. 

Sarcomatous  degeneration  of  a fibromyoma 


following  radiotherapy  can  probably  occur,  but 
since  large  numbers  of  sections  for  microscopic 
examination  are  not  practical  and  therefore  not 
routinely  taken  in  most  hospital  laboratories, 
instances  of  this  occurrence  are  very  infrequently 
reported.  That  we  were  able  to  find  it  in  our 
own  cases  was  probably  due  to  good  fortune  in 
taking  sections  from  the  right  areas  in  Cases  1 
and  2 but  not  in  Case  3 where  the  neoplastic 
process  was  extensive. 

In  a recent  review  of  sarcoma  of  the  uterus, 
Danforth  stated  that  many  thousands  of  uterine 
fibroids  must  have  been  treated  by  radiotherapy, 
and  it  was  scarcely  possible  that  some  sarcomas 
following  radiation  treatment  should  not  have 
been  among  them.*  We  agree  with  Danforth 
that  instances  of  sarcoma  must  have  occurred  fol- 
lowing radiation  of  myomata.  As  we  stated  be- 
fore, this  may  not  have  been  discovered  because 
large  numbers  of  sections  were  not  microscopically 
examined,  since  this  would  not  be  practical  as  a 
routine  procedure  in  most  hospital  laboratories. 

The  fact  that  there  are  so  few  well-documented 
reports  of  this  phenomenon  does  not  minimize  the 
importance  of  our  findings.  Radium  and  roent- 
gen therapy  for  uterine  hemorrhage  arising  from 
fibromyoma  can  no  longer  be  viewed  as  a com- 
pletely safe  procedure,  especially  in  those  cases 
where  submucous  fibromyomata  are  present. 

It  is  often  impossible  to  make  the  exact  diag- 
nosis, and  the  presence  of  a submucous  fibromy- 
oma may  be  overlooked,  even  though  a careful 
search  is  made  by  means  of  a sound  or  a curet. 
A hysterogram  may  be  of  help  and  should  be  used 
when  in  doubt. 

In  the  presence  of  a submucous  fibroid,  any 
type  of  radiation  therapy  is  of  course  contra- 
indicated. We  believe  that  in  our  three  cases 
submucous  fibroids  were  present  from  the  start, 
were  overlooked,  and  radium  applied  for  the 
treatment  of  the  bleeding.  It  is  also  interesting 
to  note  that  Bourde’s  case  exhibited  submucous 
fibromyomata. 

The  occurrence  of  carcinomatous  degeneration 
of  the  uterine  endometrium  following  radiation 
therapy  has  often  been  reported  in  the  past.  If 
we  now  add  to  this  the  occurrence  of  sarcomatous 
degeneration,  then  such  therapy  may  become  a 
very  unsatisfactory  treatment  in  the  above  type 
of  case. 

Therefore,  wherever  the  clinical  considerations 
make  hysterectomy  possible,  we  advise  operation 
rather  than  radiation  therapy.  Radiation  should 
be  reserved  only  for  those  cases  where  operation 
is  refused  or  not  possible. 

It  is  possible  that  cellular  changes  leading  to 
sarcoma  were  already  taking  place  in  the  depths 
of  the  fibromyomata  in  our  cases  before  radiation 
was  instituted.  Therefore,  the  treatment  may 
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merely  have  been  incidental  and  might  not  have 
caused  the  sarcomatous  degeneration.  How- 
ever, it  is  equally  possible  that  radiation  could 
have  initiated  the  process.  If  the  sarcomatous 
change  was  already  present,  then  radiation  could 
have  accelerated  the  process. 

It  is  a well-known  fact  that  in  the  depths  of 
some  fibromyomas  atypical  cellular  patterns  may 
develop.  This  pattern  may  appear  histologically 
malignant  but  clinically  is  not  usually  so.  Never- 
theless, stimulated  to  active  cell  division  by  radio- 
therapy, the  process  might  easily  become  invasive 
and  truly  malignant  in  every  sense  of  the  word. 

Summary 

We  have  reported  three  cases  of  leiomyosar- 
coma of  the  uterus  following  radiation  for  hemor- 


rhage from  submucous  fibromyoma.  The  use  of 
any  kind  of  radiotherapy  for  hemorrhage  from 
submucous  fibroids  is  dangerous. 


We  wish  to  express  our  appreciation  to  Dr.  Joseph  Felsen, 
Director  of  Laboratories  and  Research,  the  Bronx  Hospital, 
for  his  cooperation  and  help  in  the  preparation  of  the  patho- 
logic material. 
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ANNOUNCEMENT 

{The  following  letter  has  been  received  from  the  Office  of  the  Comptroller,  Bureau  of 
Excise  Taxes,  City  of  New  York,  and  is  published  for  your  information.) 

It  is  called  to  your  attention  for  the  information  of  the  members  of  your  Society 
that  the  New  York  City  Excise  Tax  on  Gross  Receipts  imposed  under  the  General 
Business  and  Financial  Tax  Law  is  due  June  15,  1951. 

A physician  is  required  to  file  a return  on  Form  51B  and  report  thereon  as  Item 
5 the  gross  receipts  (gross  fees)  from  the  practice  of  his  profession.  Interest  and 
dividends  received  from  investments  and  profits  derived  from  stock  and  bond 
transactions  should  not  be  included  in  the  return  if  such  transactions  are  of  a per- 
sonal nature  not  connected  with  the  doctor’s  professional  activities.  In  reporting 
gross  receipts,  no  deduction  may  be  taken  for  salaries,  rent,  and  other  office  expenses. 
This  year  the  tax  is  to  be  computed  at  the  rate  of  one  fifth  of  1 per  cent. 

No  tax  is  imposed  when  the  gross  receipts  do  not  exceed  $10,000,  and  no  return 
need  be  filed  in  such  cases. 

The  return  must  be  filed  on  or  before  June  15,  1951,  with  the  City  Collector  in 
the  borough  in  which  the  taxpayer  maintains  his  office.  A remittance  for  the  total 
amount  of  tax  due,  drawn  to  the  order  of  the  City  Collector,  must  accompany 
the  return  when  filed.  Form  51B  for  filing  such  return  will  be  mailed  to  all  tax- 
payers who  have  filed  returns  in  prior  years. 
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SICKLE  CELL  ANEMIA:  A CLINICAL  STUDY  WITH  EMPHASIS 
ON  THE  CARDIAC  STATUS 

Robert  S.  Aaron,  M.D.,  New  York  City 

( From,  the  Department  of  Internal  Medicine,  Kings  County  Hospital,  Brooklyn,  New  York) 


IN  1910,  Herrick  described  a case  of  severe 
anemia  with  peculiar  sickle-shaped  red  blood 
corpuscles.1  It  was  not  until  1922  that  Mason 
named  this  disease  sickle  cell  anemia.2  Since 
then  a great  deal  of  literature  has  appeared  con- 
cerning the  various  aspects  of  sickle  cell  anemia. 
Because  of  its  protean  clinical  manifestations,  the 
disease  is  of  interest  to  clinicians  in  all  fields  of 
medicine.  It  is  not  a rare  disease,  since  it  is 
estimated  that  it  occurs  in  8 per  cent  of  the 
Negro  population,  and  a few  cases  have  been  re- 
ported in  the  white  race.3 

In  the  majority  of  reported  cases  heart  changes 
have  been  described.  This  is  not  surprising,  for, 
as  Wintrobe  states,  “The  heart  in  sickle  cell 
anemia  represents  the  extreme  form  of  ‘heart  in 
anemia.’  ”*  The  purpose  of  this  paper  is  to  re- 
port on  the  clinical  findings  in  sickle  cell  anemia, 
with  particular  reference  to  the  cardiac  status. 
The  coexistence  of  rheumatic  heart  disease  and 
sickle  cell  anemia  will  also  be  discussed. 

Material 

The  records  of  85  patients  with  sickle  cell 
anemia  who  were  admitted  to  Kings  County 
Hospital  during  a five-year  period  (1945-1949) 
were  studied.  These  patients  represented  a total 
of  211  hospital  admissions  with  a diagnosis  of 
sickle  cell  anemia,  excluding  those  with  the  sickle 
cell  trait.  All  had,  at  some  time,  been  hospital- 
ized because  of  symptoms  of  sickle  cell  anemia. 
Many  of  the  patients  are  still  being  studied  in  the 
hematology  clinic. 

Consistent  laboratory  findings  included:  sick- 
ling of  the  red  blood  cells,  either  by  the  ascorbic 
acid  or  sodium  bisulfite  method;6  anemia  (the 
average  admission  hemoglobin  was  7.7  Gm.  per 
cent);  leukocytosis;  substantial  difference  in  the 
sedimentation  rate  of  aerated  and  nonaerated 
blood;  increased  reticulocyte  count;  increased 
resistance  to  hypotonic  saline  solution,  and  nor- 
mal bleeding  and  clotting  times. 

All  patients  were  Negroes,  except  for  one  six- 
year-old  boy,  born  in  Italy.  It  was  not  possible 
to  study  his  entire  family,  but  his  mother  does 
have  the  sickle  cell  trait.  Infrequent  cases  of 
sickle  cell  anemia  in  the  white  race  have  been 
described  in  the  literature.  Forty-five  patients 
were  females,  the  other  forty  were  males.  The 
average  age  was  seventeen  and  three-tenths  years, 
the  youngest  being  eight  months,  the  oldest 


fifty-two  years.  Most  of  the  patients  were  de- 
scribed as  having  the  characteristic  physical 
features  associated  with  sickle  cell  anemia. 
These  include  a long,  slender  Negro  with  long 
extremities,  tapering  digits,  a high  “tower”  skull, 
poorly  developed  musculature  and  sex  charac- 
teristics, and  a prominent  abdomen. 

The  presenting  symptoms  are  summarized  in 
Table  I. 


TABLE  I. — Presenting  Symptoms  in  85  Cases  of  Sickle 
Cell  Anemia 


Number 

Per  Cent 

Joint  pain 

54 

63.5 

Bone  and  muscle  pain 

21 

24.7 

Abdominal  pain 

45 

52.9 

Fever 

20 

23.5 

Low  back  pain 

16 

18.8 

Chest  pain 

15 

17.6 

Exertional  dyspnea 

14 

16.5 

Headache 

12 

14.1 

Epistaxis 

9 

10.9 

Vomiting 

7 

8.2 

Leg  ulcer 

5 

5.9 

Edema  of  the  lower  extremities 

4 

4.7 

It  is  frequently  emphasized  that  sickle  cell 
anemia  may  be  differentiated  from  rheumatic 
fever  by  the  character  of  the  extremity  pains. 
The  pain  in  sickle  cell  anemia  is  usually  described 
as  being  in  the  long  bones  and  muscles,  while 
that  of  rheumatic  fever  involves  the  joints. 
This  series  does  not  confirm  that  impression.  A 
total  of  63.5  per  cent  of  the  patients  presented  a 
definite  history  of  joint  pains.  These  were  re- 
current and  polyarthritic  in  character.  However, 
in  only  one  case  were  the  joints  swollen  and  in- 
flamed. By  considering  bone,  joint,  and  muscle 
pains  as  one  group  of  symptoms,  we  find  that  in 
75  of  the  85  patients  (88.2  per  cent)  extremity 
pain  was  present.  This  was  the  most  frequent 
symptom. 

Abdominal  pain  and  crises  were  present  in 
52.9  per  cent  of  the  patients.  Those  who  were 
hospitalized  because  of  this  appeared  quite  ill. 
These  patients  presented  a history  very  similar 
to  that  described  by  Tomlinson.6  There  is  severe 
abdominal  pain,  often  diffuse,  but  occasionally 
limited  to  one  of  the  abdominal  quadrants. 
Malaise,  fever,  dyspnea  at  rest,  nausea,  and 
vomiting  are  often  associated.  The  abdomen  is 
extremely  tense,  rigid,  and  tender.  The  hemo- 
globin is  low.  Treatment  is  symptomatic  with 
transfusions.  These  patients  are  often  admitted 
to  a surgical  ward  as  the  picture  resembles  that 
of  an  acute  surgical  abdomen. 
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Chest  pain  was  present  in  17.6  per  cent  of  the 
patients.  Windsor  and  Burch  found  precordial 
pain  present  in  15  per  cent  of  25  patients.7  The 
pain,  although  at  times  described  as  precordial, 
did  not  resemble  the  pain  of  myocardial  insuffi- 
ciency. Rather,  it  resembled  the  pain  described 
in  the  long  bones.  Cases  of  sickle  cell  anemia 
with  pain  similar  to  that  of  angina  pectoris  have 
been  described.8 

Although  exertional  dyspnea  was  present  in 
16.5  per  cent  of  the  cases,  orthopnea  was  present 
in  but  one  case.  That  patient  had  rheumatic 
heart  disease  which  was  confirmed  at  autopsy. 

The  low  back  pain  and  headache  were  not 
specific  in  character.  Leg  ulcers  were  severe 
enough  to  cause  hospitalization  in  only  5.9  per 
cent  of  the  patients. 

It  is  of  interest  to  note  that  the  symptoms  of 
joint  pains,  exertional  dyspnea,  fever,  epistaxis, 
and  edema  of  the  lower  extremities  also  occur  in 
rheumatic  fever.  As  will  be  emphasized  later, 
this  is  one  of  the  reasons  that  rheumatic  disease 
is  so  frequently  diagnosed  in  the  presence  of 
sickle  cell  anemia. 

The  most  frequent  physical  findings  are  listed 
in  Table  II.  The  frequency  of  skeletal  changes 
as  noted  on  x-ray  examination  is  also  included. 
Bone  changes  occurred  in  37  of  57  patients  ex- 
amined. The  most  frequent  radiographic  finding 
was  coarsening  and  increased  trabeculation  of  the 
long  bones. 


TABLE  II. — Physical  Signs  and  Bone  Changes  in  85 
Cases  of  Sickle  Cell  Anemia 


Number 

Per  Cent 

Cardiac  abnormalities 

76 

89.4 

Skeletal  changes  by  x-ray 

37  of  57 

64.9 

Jaundice 

43 

50.6 

Hepatomegaly 

38 

44.7 

Splenomegaly 

36 

42.4 

Leg  ulcers 

25 

29.4 

Jaundice  was  present  in  50.6  per  cent  of  the 
patients.  The  absence  of  bile  and  an  increase  of 
urobilin  in  the  urine  were  associated  findings. 
A total  of  44.7  per  cent  had  a palpable  liver 
during  the  course  of  the  disease.  This  is  in  agree- 
ment with  the  findings  of  Windsor  and  Burch 
and  Higgins.7-9  The  former  authors  found  hepa- 
tomegaly in  52  per  cent  of  25  patients;  the  latter 
found  this  in  43.5  per  cent  of  62  cases. 

The  spleen  was  palpable  in  36  of  the  85  patients, 
or  42.4  per  cent.  In  sickle  cell  anemia  the  spleen 
may  either  be  enlarged  or  atrophied.3,10  It  is 
believed  that  the  spleen  may  be  enlarged  and 
palpable  early  in  the  disease  but  becomes  small 
and  fibrotic  during  the  course  of  the  disease. 
Often  at  autopsy,  in  adults  with  sickle  cell  dis- 
ease, the  remnant  of  spleen  is  difficult  to  recog- 
nize. The  average  age  at  which  the  spleen  was 
palpable  was  twelve  and  three-tenths  years, 


while  that  of  patients  without  palpable  spleens 
was  twenty  and  six-tenths  years.  However,  the 
spleen  was  palpable  in  some  of  the  older  age 
group  and  could  not  be  palpated  in  some  of  the 
younger  patients. 

Leg  ulcers,  or  scars  of  previous  ulcers,  were 
present  in  25  patients.  As  noted  before,  only  five 
of  these  patients  had  ulcers  ■ severe  enough  to 
cause  hospitalization. 

The  most  frequent  abnormal  physical  findings 
were  found  on  examination  of  the  heart.  The 
blood  pressure  ranged  from  90/0  to  145/110,  with 
an  average  blood  pressure  of  120/68.  The  aver- 
age pulse  pressure  was  52  mm.  of  mercury.  Only 
nine  patients  had  no  abnormalities  on  ausculta- 
tion of  the  heart  and  no  cardiac  enlargement  on 
x-ray  examination.  The  findings,  exclusive  of 
cardiac  enlargement,  are  found  in  Table  III. 

Murmurs  were  present  in  65,  or  76.5  per  cent, 
of  the  patients.  In  similar  studies  Windsor  and 
Burch  found  murmurs  in  95  per  cent  of  25  pa- 
tients, Higgins  described  murmurs  in  72.6  per  cent 
of  62  patients,  and  Klinefelter  in  87  per  cent  of 
12  patients.7,9,11  The  types  of  murmurs  are  sum- 
marized in  Table  IV.  The  distribution  of  these 
murmurs  is  found  in  Table  V. 


TABLE  III. — Findings  on  Auscultation  of  the  Heart  in 
85  Cases  of  Sickle  Cell  Anemia 


Murmurs 

65 

Pulmonic  second  sound  greater  than  aortic 
second  sound 

19 

Third  heart  sound 

6 

Extrasvstoles 

3 

Loud  and  snapping  mitral  first  sound 

2 

Presystolic  apical  gallop  rhythm* 

1 

Aortic  diastolic  thrill* 

1 

Apical  systolic  thrill 

1 

Split  mitral  first  sound 

1 

Split  mitral  second  sound 

1 

* These  findings  were  present  only  in  patients  with  rheu- 
matic heart  disease  as  proved  by  autopsy. 


TABLE  IV. — Types  of  Cardiac  Murmurs  in  85  Cases  of 
Sickle  Cell  Anemia 


No  murmurs 

20 

Mitral  systolic 

60 

Mitral  diastolic* 

6 

Pulmonary  systolic 

23 

Pulmonary  diastolic 

0 

Aortic  systolic 

23 

Aortic  diastolict 

4 

* Two  of  these  patients  had  rheumatic  heart  disease  as 
proved  by  autopsy. 

t Two  of  these  patients  had  rheumatic  heart  disease  clini- 
cally. 

TABLE  V. — Distribution  of  Murmurs  in  65  Patients 


Mitral  systolic  only 
Systolic  over  entire  precordium 
Mitral  and  pulmonary  systolic 
Mitral  systolic  and  diastolic* 

Mitral  systolic  and  aortic  systolic  and  diastolict 
Mitral  systolic  and  aortic  systolic 
Pulmonary  systolic  only 
Aortic  systolic  only 


28 

15 

6 

6 

4 

3 

2 

1 


* Two  of  these  patients  have  clinical  rheumatic  heart 

t Two  of  these  patients  had  rheumatic  heart  disease  proved 
at  autopsy;  the  other  two  have  clinical  rheumatic  heart 
disease. 
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Cardiac  x-ray  studies  were  obtained  in  61 
patients.  Of  these,  12  (19.7  per  cent)  had  normal 
cardiac  shadows.  The  remaining  80.3  per  cent 
showed  evidence  of  cardiac  enlargement,  most  of 
which  was  described  as  “globular”  in  type. 
Windsor  and  Burch  found  enlarged  hearts  in  95 
per  cent  of  25  patients.7  Cardiac  enlargement 
was  present  in  57.6  per  cent  of  20  patients  on  x- 
ray  examination  in  the  series  presented  by  Hig- 
gins.9 Klinefelter  found  cardiac  enlargement  in 
76  per  cent  of  12  patients.11  The  specific  chamber 
enlargements  are  summarized  in  Table  VI. 

Five  of  the  six  patients  who  had  left  auricular 
enlargement  had  rheumatic  heart  disease  clini- 
cally. One  of  these  patients  died,  and  postmortem 
examination  confirmed  the  diagnosis.  The  other 
patient  has  no  evidence  of  rheumatic  heart  dis- 
ease. Enlargement  of  the  left  auricle  is  not 
usual  in  uncomplicated  sickle  cell  anemia.7’9 

The  patient  who  had  only  right  ventricular 
enlargement  was  autopsied,  and  a dilated  right 
ventricle  was  found.  This  patient  had  no  symp- 
toms or  findings  suggestive  of  right-sided  failure 
or  cor  pulmonale.  Yater  and  Houseman  de- 
scribe two  cases  of  sickle  cell  anemia  with  cor 
pulmonale  due  to  occlusion  of  the  small  and 
medium  sized  arteries  of  the  lungs  by  thrombi.12 
None  of  the  eighty-five  patients  had  findings  sug- 
gestive of  cor  pulmonale. 

TABLE  VI. — Cardiac  Enlargement  in  61  of  85  Patients 
by  X-ray  Examination 


Generalized  increase  in  diameter  22 

Increased  diameter  with  left  ventricular  en- 
largement 20 

Normal  (no  enlargement)  12 

Increased  pulmonary  artery  or  conus  7 

Increased  diameter  with  right  and  left  ventric- 
ular enlargement  6 

Left  auricular  enlargement*  6 

Right  ventricular  enlargement  only  1 

Right  auricular  enlargement  only  1 


* Four  of  these  patients  have  clinical  rheumatic  heart 
disease.  One  patient  had  rheumatic  heart  disease  as  proved 
by  autopsy.  The  other  patient  has  no  evidence  of  rheumatic 
heart  disease. 

A total  of  91  electrocardiograms  was  obtained 
on  56  patients;  52.7  per  cent  of  these  were  normal. 
No  specific  electrocardiographic  findings  were 
present  in  the  others.  This  observation  has  been 
made  by  all  authors  studying  the  electrocardio- 
graph in  sickle  cell  anemia.  The  electrocardio- 
gram findings  are  summarized  in  Table  VII. 

Only  one  electrocardiogram  showed  right  axis 
deviation,  and  this  was  on  a patient  with  proved 
rheumatic  heart  disease.  Other  than  sinus  ar- 
rhythmia and  premature  contractions,  cardiac 
arrhythmias  were  found  in  only  one  case.  This 
patient,  whose  case  report  appears  below,  had  a 
transient  auricular  flutter  with  proved  rheumatic 
heart  disease.  A prolonged  P-R  interval  was 
found  in  5.5  per  cent  of  the  patients.  This  was 
present  in  12  per  cent  of  the  cases  studied  by 


Windsor  and  Burch.7  The  most  common  ab- 
normal finding  was  depression  of  the  ST  segments, 
as  pointed  out  by  Higgins.9  This,  of  course,  is 
not  diagnostic. 

TABLE  VII. — EKG  Results  in  91  Tracings  on  56 
Patients  with  Sickle  Cell  Anemia 


Number  Per  Cent 


Normal 

48 

52.7 

Depressed  ST  segment 

16 

16.5 

Sinus  tachycardia 

11 

12.1 

Sinus  arrhythmia 

5 

5.5 

Prolonged  PR  interval 

5 

5.5 

Sinus  bradycardia 

2 

2.2 

Premature  ventricular  contractions 

2 

2.2 

Nodal  premature  beats 
Auricular  flutter* 

1 

1 

1.1 

1.1 

* This  patient  had  rheumatic  heart  disease,  proved  at 
autopsy. 


If  one  reviews  the  cardiac  findings,  as  listed  in 
Table  VIII,  it  becomes  quite  obvious  why  the 
heart  in  sickle  cell  anemia  attracts  such  interest. 
It  also  becomes  evident  why  cardiac  diagnoses, 
other  than  sickle  cell  heart  disease,  are  made.  It 
becomes  easy  to  understand  why  the  diagnosis  of 
rheumatic  heart  disease  is  made  so  frequently  if 
we  add  to  these  findings  the  symptoms  of  joint 
and  extremity  pain,  epistaxis,  and  fever.  The 
cardiac  diagnoses  made  in  the  85  cases  of  sickle 
cell  anemia  are  listed  in  Table  IX. 

TABLE  VIII. — Cardiac  Findings  in  85  Patients  with 
Sickle  Cell  Anemia 


Per 

Number  Cent 


Cardiac  enlargement  by  x-ray  49  in  61  cases  80.3 

Cardiac  murmurs  65  76.5 

Other  auscultatory  abnormali- 
ties 32  37.6 

Electrocardiographic  changes  43  in  91  EKG’s  47.3 

Hepatomegaly  38  44.7 

Exertional  dyspnea  14  16.5 

Ankle  edema  4 4.7 

Normal  (none  of  the  above)  7 8.2 


TABLE  IX. — Cardiac  Diagnoses  Made  in  85 
with  Sickle  Cell  Anemia 

Patients 

Rheumatic  heart  disease 

30 

Congenital  heart  disease 

2 

Hypertensive  heart  disease 

1 

Higgins  states,  “The  coexistence  of  rheumatic 
heart  disease  and  sickle  cell  anemia  virtually 
never  occurs.”9  There  have  been  many  reported 
cases  where  the  coexistence  of  both  diseases  was 
diagnosed  clinically,  but  rheumatic  heart  disease 
was  not  proved  at  autopsy.13-15  Only  three 
proved  cases  could  be  found  in  the  literature. 10,16,17 
Steinberg  reported  a case  with  verrucous  endo- 
carditis of  the  mitral  and  aortic  leaflets.10  Mal- 
lory found  infiltration  of  round  cells  but  no  val- 
vular lesions.16  The  diagnosis  of  rheumatic 
heart  disease  was  made  with  apparent  hesitation. 
Walker  and  Murphy  present  a case  with  edema 
and  thickening  of  the  leaflets  of  the  tricuspid 
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and  aortic  valves,  fresh  verruci,  subendothelial 
hemorrhages,  and  Aschoff  bodies.17  The  latter 
authors  stress  the  value  of  the  fibrinolysin  titer 
in  the  differential  diagnosis. 

As  noted  in  Table  IX,  30  of  the  85  patients 
were  diagnosed  as  having  rheumatic  heart  dis- 
ease during  the  course  of  the  sickle  cell  anemia. 
Unfortunately,  fibrinolysin  studies  were  not 
available.  However,  four  of  the  patients  are 
still  diagnosed  as  having  coexisting  rheumatic 
heart  disease,  and  it  is  not  possible  to  rule  this 
out  clinically.  Two  others  have  come  to  post- 
mortem examination,  and  the  diagnosis  has  been 
confirmed.  One  was  a fifty-two-year-old  Negro 
female  with  rheumatic  valvulitis,  fibrinous  peri- 
carditis, and  sickle  cell  anemia.  The  other  pa- 
tient was  observed  by  the  author,  and  her  his- 
tory follows. 

Case  Report 

B.  M.,  a twenty-year-old  Negro  female,  was  ad- 
mitted to  Kings  County  Hospital  on  September  15, 
1949.  Prior  to  that  she  had  had  numerous  hospital 
admissions.  Since  the  age  of  two  she  suffered  from 
joint  pains  and  dyspnea  on  moderate  exertion. 
Often,  all  the  joints  and  bones  of  the  body  hurt  at 
the  same  time.  There  were  occasional  attacks  of 
nocturnal  dyspnea  although  she  could  lie  comfort- 
ably on  one  pillow.  There  had  been  no  ankle  edema. 

Since  the  age  of  six  she  had  had  frequent  spon- 
taneous nosebleeds,  the  last  occurring  in  January, 
1948,  at  the  age  of  nineteen.  She  had  been  jaun- 
diced since  the  age  of  three.  Her  family  was  told 
that  she  had  heart  disease  and  sickle  cell  anemia  and 
she  had  received  many  transfusions  at  various  hos- 
pitals. 

In  1945,  during  her  first  admission  to  Kings 
County  Hospital,  she  was  told  that  she  had  rheu- 
matic heart  disease.  She  had  never  taken  digitalis 
or  diuretics  and  had  never  adhered  to  any  special 
diet.  On  a few  occasions  at  the  age  of  sixteen  she 
had  crops  of  painful  nodules  on  the  dorsum  of  the 
elbows  and  wrists.  These  were  not  noted  during 
any  of  her  hospital  admissions.  As  a child  she  had 
had  leg  ulcers.  At  the  age  of  eighteen  she  had  swell- 
ing and  heat  of  the  knees  and  ankles,  the  only  time 
she  had  ever  noted  swelling  of  her  joints.  At  the 
age  of  seventeen  she  began  to  experience  lower  ab- 
dominal pain  which  persisted  intermittently  for  the 
rest  of  her  life.  In  1949  she  noted  intermittent 
swelling  of  her  upper  abdomen  which  occurred  every 
few  days  and  lasted  about  twenty-four  hours. 
There  was  also  a past  history  of  convulsions  at  the 
age  of  thirteen. 

Her  past  admissions  to  Kings  County  Hospital 
included  one  in  June,  1945,  six  admissions  in  1948, 
and  one  admission  in  1949.  The  presenting  symptom 
on  each  admission  was  abdominal  and/or  chest  pain. 
On  two  occasions  she  had  pneumococcus  pneumonia, 
once  with  effusion.  On  one  occasion  she  had  a right 
pyelonephritis  with  Escherichia  coli  found  in  the 
urine.  Jaundice  was  present  on  all  admissions. 


Systolic  and  diastolic  murmurs  were  constant 
findings  at  the  apex,  and  a systolic  murmur  was  con- 
stantly described  at  the  base.  On  one  admission  an 
aortic  diastolic  murmur  was  heard.  The  first  mitral 
sound  was  constantly  loud  and  snapping,  and  the 
pulmonic  second  sound  was  louder  than  the  aortic 
second  sound.  The  systolic  blood  pressure  ranged 
between  110  and  140  and  the  diastolic  pressure  be- 
tween 0 and  50.  No  abdominal  organs  were  palp- 
able until  the  age  of  twenty,  when  hepatomegaly 
was  first  noted. 

Admission  hemoglobins  ranged  from  5 to  7.5 
Gm.  per  cent.  She  received  whole  blood  trans- 
fusions during  each  admission,  and  her  discharge 
hemoglobin  values  ranged  from  8.5  to  9.5  Gm.  per 
cent.  The  white  blood  count  always  exceeded  15,000. 
Sickle  cell  preparations  were  constantly  strongly 
positive,  and  the  red  blood  corpuscles  showed 
anisocytosis,  poikilocytosis,  and  target  cells.  The 
color  index  was  normal.  There  was  increased  resist- 
ance of  the  red  blood  cells  to  hypotonic  saline  solu- 
tion. The  reticulocyte  count  was  elevated,  ranging 
from  5.4  to  20.8  per  cent.  Bone  marrow  studies  re- 
vealed an  increase  in  normoblasts.  Aerated  blood 
had  an  increased  sedimentation  rate  as  compared  to 
nonaerated  blood.  The  urine  constantly  contained 
increased  urobilinogen.  Serology  was  negative, 
as  were  studies  for  tuberculosis.  Blood  urea  and 
sugar  were  normal.  The  icterus  index  was  above  40 
on  all  admissions,  and  the  serum  globulin  was  slightly 
elevated.  Cephalin  flocculation  determinations  were 
3 plus  and  4 plus.  Numerous  blood  cultures  were 
negative. 

The  only  evidence  of  congestive  failure  was  in 
August,  1949,  at  which  time  she  had  distended  neck 
veins  and  a palpable  liver.  The  venous  pressure  was 
150  mm.  of  water,  and  the  decholin  circulation  time 
was  eighteen  seconds. 

Cardiac  x-rays  revealed  an  increase  in  the  cardiac 
diameter  with  questionable  increase  in  the  size  of 
the  left  auricle.  Increased  trabeculations  and 
generalized  mild  demineralization  were  seen  on  bone 
studies.  Electrocardiograms  in  January  and  March, 

1948,  were  normal.  However,  all  electrocardiograms 
from  December,  1948,  showed  a prolonged  PR 
interval  of  from  0.22  to  0.24  second. 

The  cardiac  diagnoses  made  during  her  many 
hospitalizations  varied  between  rheumatic  heart 
disease  and  generalized  cardiac  enlargement  due  to 
sickle  cell  anemia. 

The  final  hospital  admission  was  on  September  15, 

1949,  because  of  palpitation,  fever,  and  abdominal 
pain.  The  patient  appeared  acutely  ill.  She  was 
slender  in  build  and  had  tapering  digits.  Her 
sclerae  were  icteric,  and  scars  of  previous  ulcerations 
were  noted  on  her  lower  legs.  Her  temperature  was 
100  F.,  pulse  135,  blood  pressure  110/50,  and  respira- 
tions 30  per  minute.  There  was  moderate  neck  vein 
distention.  The  lungs  were  clear  except  for  de- 
creased breath  sounds  at  both  bases.  The  apex  of 
the  heart  was  in  the  sixth  intercostal  space  in  the 
anterior  axillary  line,  and  a loud  systolic  murmur  was 
heard  at  the  apex.  The  pulmonary  second  sound  was 
louder  than  the  aortic  second  sound.  The  abdomen 
was  distended,  tense,  and  tender  with  the  liver  pal- 
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pable  5 cm.  below  the  costal  margin.  There  was  no 
edema. 

The  laboratory  findings  were  similar  to  those  of 
previous  admissions  with  a hemoglobin  of  7 Gm. 
per  cent,  white  blood  count  of  23,000  with  an  in- 
crease in  polymorphonuclear  leukocytes,  hematocrit 
of  29,  positive  sickling  preparation,  and  normal  urin- 
alysis except  for  a trace  of  albumin  and  increased 
urobilinogen. 

Fluoroscopy  with  barium  swallow  revealed  left 
ventricular  hypertrophy  but  no  left  auricular  en- 
largement. This  was  confirmed  by  x-ray.  A flat 
plate  of  the  abdomen  showed  a liver  shadow  and  no 
splenic  shadow.  Bone  survey  revealed  coarse  de- 
mineralization and  prominence  of  trabecular  stria- 
tions,  consistent  with  sickle  cell  anemia. 

Soon  after  admission  her  temperature  rose  to  102.4 
F.,  and  she  had  bronchial  breath  sounds  at  the  right 
lung  base.  An  electrocardiogram  revealed  auricular 
flutter  with  2:1  heart  block  and  a ventricular  rate 
of  132.  After  quinidine  therapy  the  heart  responded 
with  regular  sinus  rhythm  at  the  rate  of  80.  At  this 
time  a blowing  diastolic  murmur  was  heard  at  the 
apex  and  confirmed  by  phonocardiogram.  The 
liver  remained  palpable.  She  developed  a nonpro- 
ductive cough,  and  in  spite  of  oxygen,  transfusions, 
and  chemotherapy  she  did  not  improve.  Blood 
cultures  were  negative.  Another  electrocardiogram 
revealed  an  inverted  Tj.  On  September  24  she 
had  signs  of  a bilateral  bronchopneumonia,  and  she 
died  on  September  25,  1949. 

The  clinical  diagnosis  was  sickle  cell  anemia, 
rheumatic  heart  disease,  and  terminal  broncho- 
pneumonia. 

Autopsy  Findings. — The  anatomic  diagnoses  were 
rheumatic  endocarditis,  old,  inactive,  of  the  mitral, 
aortic,  and  tricuspid  valves,  with  a MacCallum, 
patch  of  the  right  auricle;  left  ventricular  hyper- 
trophy; fibrinous  pericarditis;  bilateral  broncho- 
pneumonia; chronic  passive  congestion  of  the  lungs 
and  liver,  and  atrophy  of  the  spleen. 

The  heart  weighed  350  Gm.  There  was  an  acute 
fibrinous  pericarditis  with  250  cc.  of  yellow  fluid  in 
the  pericardial  sac.  Petechiae  were  seen  over  the 
parietal  and  visceral  portions  of  the  pericardium 
and  also  scattered  on  the  epicardial  and  endocardial 
surfaces.  There  was  dilatation  and  hypertrophy  of 
the  right  and  left  ventricles.  The  papillary  muscles 
of  the  right  and  left  ventricles  were  hypertrophied 
and  flattened;  the  chorda  tendinae  were  short,  and 
thickened.  The  pectinate  muscles  of  both  auricles 
were  moderately  hypertrophied.  There  were  no 
mural  thrombi.  The  myocardium  was  reddish 
brown  and  bile  stained. 

The  mitral,  aortic,  and  tricuspid  valves  revealed 
old,  inactive  rheumatic  endocarditis.  The  edges 
were  thickened  and  rolled  with  verrucous  calcified 
vegetations  present.  There  were  no  acute,  ulcera- 
tive vegetations.  Histologic  preparations  showed 
the  vegetations  to  consist  of  cholesterol  clefts, 
hyalinized  fibrous  tissue,  fibrin,  fibroblasts,  and  a 
few  scattered  mononuclear  cells.  The  overlying 
endothelium  was  destroyed.  Although  the  lesion 
was  relatively  avascular,  a few  capillaries  were  seen 


which  were  surrounded  by  a scanty  infiltrate  of  lym- 
phocytes. 

The  interstitial  capillaries  of  the  myocardium  were 
moderately  hyperemic,  and  some  contained  sickled 
red  blood  cells.  There  was  moderate  interstitial 
edema  and  fibrosis,  and  a fibrosing  Aschoff  body  was 
seen.  The  myocardial  fibers  were  hypertrophied, 
and  the  pericardium  was  edematous  and  hyperemic 
with  diffusely  scattered  lymphocytes  and  degene- 
rated red  blood  cells. 

The  remainder  of  the  organ  findings  will  not  be 
described,  except  to  state  that  there  was  hemo- 
siderin in  the  kidneys,  liver,  and  spleen. 

Diggs  and  Ching,  on  the  basis  of  34  autop- 
sies, reported  that  pneumonia  and  tuberculosis 
were  the  most  common  complicating  diseases 
of  sickle  cell  anemia.3  The  associated  con- 
ditions, diagnosed  both  clinically  and  at  autopsy 
in  the  eighty-five  cases  presented  here,  are  found 
in  Table  X. 

Rheumatic  heart  disease  occurred  more  fre- 
quently than  expected  after  reviewing  the  litera- 
ture. The  reason  for  this  may  be  epidemio- 
logic. Most  reports  on  clinical  studies  in  sickle 
cell  anemia  are  from  the  southern  part  of  the 
United  States.  As  White  states,  “In  the  northern 
part  of  the  United  States  the  rheumatic  infection 
and  its  permanent  involvement  of  the  heart  are 
five  to  ten  times  more  frequent  than  in  the  south- 
ernmost part  of  the  country ”18  On  the 

basis  of  this  group  of  patients  it  would  appear 
that  the  coexistence  of  rheumatic  heart  disease 
and  sickle  cell  anemia  is  not  so  rare  as  formerly 
believed. 

Infarcts  are  frequently  found  in  sickle  cell 
anemia.3*19  There  were  two  patients  with  cere- 
bral infarcts  and  one  patient  with  a splenic  in- 
farction, confirmed  at  autopsy. 

There  were  nine  deaths  in  the  eighty-five 
cases,  seven  of  which  were  autopsied.  It  is  not 
within  the  scope  of  this  paper  to  describe  the 
postmortem  findings.  It  is  of  interest  however, 
that,  as  pointed  out  by  others,  the  presence  of  a 
positive  iron  stain,  or  hemosiderin,  in  various 
organs  was  uniformly  noted.3*10,15 


TABLE  X. — Associated  Conditions  in  85  Cases  of 
Sickle  Cell  Anemia 


Pneumonia 

15 

Rheumatic  heart  disease 

6 

Osteomyelitis 

4 

Pyelonephritis 

4 

Tuberculosis 

4 

Infarctions 

3 

Splenic  infarct 

1 

Cerebral  infarct 

2 

Glomerulonephritis 

1 

Cystitis 

1 

Hypertension 

1 

Hyperthyroidism 

1 

Infectious  arthritis 

1 

Hepatitis 

1 

Meningitis 

1 

Syphilis 

1 
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Summary 

1.  The  records  of  eighty-five  patients  with 
sickle  cell  anemia  who  were  admitted  to  Kings 
County  Hospital  during  a five-year  period  were 
studied  with  regard  to  clinical  findings.  Partic- 
ular attention  is  devoted  to  the  cardiac  status. 
Except  for  one  six-year-old  Italian  boy,  all  pa- 
tients were  Negroes. 

2.  Cardiac  changes  are  so  frequent  that  it  is 
necessary  to  consider  the  possibility  of  sickle  cell 
anemia  in  all  Negro  patients  with  heart  disease. 

3.  The  coexistence  of  rheumatic  heart  dis- 
ease and  sickle  cell  anemia  is  not  so  rare  as 
formerly  supposed.  Four  patients  had  clinical 
rheumatic  heart  disease,  and  two  other  cases  were 
confirmed  at  autopsy.  One  of  the  latter  cases  is 
presented,  with  postmortem  findings. 

4.  The  difficulty  in  confirming  the  diagnosis 
of  rheumatic  heart  disease  in  sickle  cell  anemia  is 
emphasized.  The  most  helpful  findings  are  left 
auricular  enlargement,  electrocardiogram  find- 
ings of  right  axis  deviation  or  auricular  flutter  or 
fibrillation,  and  an  increased  fibrinolysin  titer. 

5.  Nine  of  the  85  patients  died.  Seven 


of  them  came  to  autopsy.  Hemosiderosis  was  a 
common  postmortem  finding. 

440  East  20th  Street 


The  author  wishes  to  thank  Dr.  Janet  Watson  for  her  aid 
and  encouragement. 
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HYSTEROSALPINGOGRAPHY:  ITS  DANGERS  AND  THEIR  PREVENTION 


While  fatal  accidents  have  occurred  incidental  to 
the  introduction  of  opaque  material  into  the  uterus 
and  tubes  for  x-ray  study,  dangers  of  a nonfatal 
character  are  more  prevalent  than  commonly 
realized.  Primarily,  these  dangers  are  associated 
with  (1)  incapacity  from  nonfatal  pulmonary  or 
other  emboli,  (2)  introduction  or  spreading  of  in- 
fection in  the  tubes,  and  (3)  local  tissue  reaction  to 
the  opaque  medium.  In  enumerating  essential 
steps  to  avoid  complications,  the  authors  suggest: 
( I ) reducing  incidence  of  performance  of  hysterosal- 
pingography,  realizing  that  it  is  an  elective  and  not 
routine  procedure.  It  should  be  done  only  on  actual 
indications  and  not  in  competition  with  tubal  in- 
sufflation. (2)  Avoiding  preliminary  damage  to  the 
integrity  of  the  tissues,  and  (3)  using  only  radio- 
paque media  which  are  least  irritating  and  not  re- 
tained as  unabsorbable  foreign  bodies  after  injec- 
tion. 

Hysterosalpingography  should  be  restricted  to 
cases  with  evidence  of  tubal  obstruction  previously 
shown  by  tubal  insufflation,  or  to  aid  in  the  diagnosis 
of  suspended  small  intrauterine  polyps  or  other 
tumors  in  connection  with  sterility  studies.  There 
may  be  occasional  other  indications,  but  it  is  too 
dangerous  to  be  used  as  a routine  substitute  for 
tubal  insufflation. 


Nonabsorbable  oil-based  media  should  not  be 
used.  Because  skiodan  acacia  is  rapidly  absorbed 
and  eliminated,  the  authors  feel  that  this  is  the 
medium  of  choice.  They  point  out  that  although  for 
many  years  oil  was  accepted  as  a medium  without 
question  reports  of  unfavorable  reactions  and  com- 
plications began  to  appear  in  the  literature.  The 
more  severe  of  these  included  oil  embolism  and 
peritonitis. 

Others,  less  grave  but  still  serious,  were  acute 
salpingitis,  chills,  fever,  jaundice,  pelvic  abscess, 
encapsulation  of  iodized  oil  with  foreign  body  re- 
action, and  caseoid  degeneration  of  the  tubes. 
While  the  oil  may  be  absorbed  eventually,  it  is 
much  too  slow  and  there  is  sufficient  evidence  to 
show  that  it  may  remain  in  the  pelvis  for  years. 

The  authors  mention  another  radiopaque  me- 
dium for  hysterosalpingography  named  viscotayo- 
paque.  This  has  properties  similar  to  skiodan 
acacia  solution  but,  say  the  authors,  it  has  the  dis- 
advantage of  being  irritating  to  the  peritoneum, 
causing  discomfort  and  pain  when  it  spills  from  the 
tubes  into  the  peritoneal  cavity.  This,  it  is  believed,  • 
is  due  to  the  alcohol  which  it  contains. — James 
Royals,  M.D.,  Carlton  N.  Price,  M.D.,  and  Paul 
Titus,  M.D.,  in  Postgraduate  Medicine,  November, 
1950. 


FETAL  MORTALITIES  IN  CESAREAN  SECTIONS 


Harry  R.  Litchfield,  M.D.,  S.  David  Sternberg,  M.D.,  Charles  Hoffman,  M.D.,  and 
Richard  Turin,  M.D.,  Brooklyn,  New  York 

(From  the  Departments  of  Obstetrics  and  Pediatrics,  Beth-El  Hospital) 


IN  RECENT  months  interest  has  been  re- 
newed in  the  morbidity  and  mortality  of  in- 
fants delivered  by  cesarean  section.1  Gellis, 
White,  and  Pfeffer  have  shown  that  the  mor- 
bidity at  least  in  these  infants  can  be  diminished 
by  gastric  suction  at  birth.2  However,  the  high 
incidence  of  deaths  in  infants  delivered  by 
cesarean  section  still  remains  a challenge  to  both 
the  obstetrician  and  the  pediatrician.  King  in 
California  reported  an  uncorrected  fetal  mortality 
of  6.1  per  cent,  but  this  figure  was  reduced  to  1.58 
per  cent  when  cases  of  toxemia  or  bleeding  were 
eliminated  and  only  elective  cases,  those  pre- 
viously sectioned,  were  considered.3  At  the  Nor- 
folk General  Hospital  in  Virginia,  Andrews, 
Nicholls,  and  Andrews  reported  an  uncorrected 
fetal  mortality  of  5.8  per  cent  in  their  private 
cases  and  a 14  per  cent  mortality  in  their  service 
cases  with  an  average  of  8.6  per  cent.4  Here 
again,  conditions  in  the  mother  resulting  in  bleed- 
ing constituted  the  largest  common  factor  of  those 
infants  who  died.  Irving,  in  an  analysis  of  1,887 
sections  at  the  Boston  Lying-In  Hospital,  reported 
a gross  fetal  mortality  of  1 5.6  per  cent.5  However, 
if  he  corrected  for  those  infants  who  died  who  were 
not  considered  viable  at  the  time  of  section,  the 
net  fetal  mortality  would  be  6.8  per  cent.  Other 
analyses  report  mortalities  ranging  from  5.2  to 
10.8  per  cent  with  the  majority  of  fetal  deaths  in 
complicated  cases  on  the  part  of  the  mother  (such 
as  hemorrhages)  which  necessitated  cesarean 
section.6-11 

Material 

In  view  of  this  high  incidence  of  fetal  and  in- 
fant mortality  accompanying  cesarean  sections,  it 
was  decided  to  analyze  the  results  in  sections  per- 
formed at  the  Beth-El  Hospital  in  order  to  gain  an 
idea  of  comparative  incidence  of  mortality  and  to 
see  whether  there  were  any  factors  influencing 
fetal  mortality  that  could  be  remedied.  From 
January,  1945,  to  September,  1949,  there  were 
612  cesarean  sections  performed  at  the  Beth-El 
Hospital  by  various  members  of  the  attending  and 
house  staffs.  During  this  period  there  was  a total 
of  34  fetal  and  neonatal  deaths,  giving  a gross 
mortality  of  5.56  per  cent  (Table  I).  Of  the  34  in- 
fants who  died,  three  were  considered  nonviable 
at  the  time  of  section  (under  twenty-eight  weeks 
gestation),  eight  were  stillbirths  (all  in  the  viable 
stage),  and  20  were  associated  with  either  a 


TABLE  I. — Fetal  Mortality  in  Cesarean  Section 


Year 

1945 

1946 

1947 

January 

to 

August, 

1948  1949  Total 

Cesarean  sections 

85 

140 

153 

130 

104 

612 

Stillborn 

1 

0 

4 

1 

2 

8 

Ablatio  placenta 

0 

0 

2 

3 

4 

9 

Placenta  previa 

5 

4 

1 

1 

0 

11 

Average  maternal 

age — 30  years 

3 

3 

5 

2 

5 

18 

Infant  mortality 

7 

6 

8 

7 

6 

34 

Per  cent  mortality 

8.2 

4.3 

5.2 

: 5.4 

5.7 

5.56* 

* In  only  five  cases  can  the  section  itself  (not  the  indication) 
be  considered  even  a possible  factor  contributing  to  death. 
This  makes  a corrected  fetal  mortality  of  0.83  per  cent. 


TABLE  II.— Fetal  Mortality  Associated  with  Cesarean 
Sections  for  Placenta  Previa 


Year 

1945 

1946 

1947 

January  to 
September, 
1948  1949 

Number  cesarean  sec- 
tions for  placenta 
previa 

17 

20 

23 

13  7 

Associated  fetal  deaths 

5 

4 

1 

1 0 

Per  cent  associated 
fetal  mortality 

29.4 

20.0 

4.3 

7.7  0 

placenta  previa  or  ablatio  placenta  (Table  II). 
There  were  only  five  fetal  deaths  in  patients  on 
whom  an  elective  section  was  done  prior  to  the 
onset  of  labor.  Twenty  infants  were  premature 
(less  than  5 pounds,  8 ounces),  ten  weighed  5 
pounds,  8 ounces  or  more,  and  four  were  not 
weighed  but  were  from  thirty-three  to  forty  weeks 
gestation.  In  those  infants  on  whom  postmortem 
examinations  were  done,  pulmonary  atelectasis 
and  aspiration  pneumonitis  were  the  most  com- 
mon findings.  Moreover,  many  of  the  infants  who 
expired  but  on  whom  autopsies  were  not  per- 
formed also  showed  evidence  of  aspiration  res- 
piratory distress  during  life. 

From  our  study  several  interesting  and  sig- 
nificant points  emerge.  First,  the  fetal  mortality 
from  cesarean  sections  at  this  hospital  compares 
favorably  with  that  of  other  institutions.  Second, 
a study  of  Table  II  reveals  that  there  has  been  a 
striking  reduction  in  fetal  deaths  associated  with 
cesarean  sections  done  by  placenta  previa  since 
1947,  although  the  number  of  patients  operated 
upon  for  this  complication  has  been  about  the 
same  in  the  years  prior  to  and  since  1947.  This 
improvement  in  the  incidence  of  fetal  mortality 
associated  with  placenta  previa  is  due,  we  feel,  to 
the  difference  in  the  management  of  such  patients 
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during  the  above  periods.  Prior  to  1947  it  was  the 
policy  to  section  patients  bleeding  from  a placenta 
previa  as  early  as  possible  with  the  results  that 
many  infants  were  delivered  long  before  term. 
Since  1947,  however,  patients  admitted  for  this 
complication  of  pregnancy  have  been  kept  at 
strict  bed  rest  and  have  been  transfused  as  often 
as  necessary  to  maintain  their  blood  volume  and 
blood  pressure.  This  procedure  has  given  the 
fetus  an  opportunity  to  develop  to  a more  mature 
state  in  which  he  will  be  better  able  to  survive  the 
newborn  period.  A third  factor  is  the  high  inci- 
dence of  atelectasis  and  aspiration  pneumonitis  in 
infants  who  die  following  delivery  from  above. 
We  feel  that  this  is  due  to  the  complication  of 
pregnancy  necessitating  section  rather  than  to  the 
operative  procedure  per  se. 

It  has  been  shown  that  interference  with  the 
circulation  to  the  fetus  in  utero  induces  a state  of 
fetal  anoxia  which  in  turn  induces  intrauterine 
respiration  with  subsequent  aspiration  of  amnio- 
tic  fluid,  aspiration  pneumonitis,  and  atelectasis.12 
The  fact  that  many  of  the  infants  delivered  of 
mothers  with  some  bleeding  complication  demon- 
strated these  findings  at  autopsy  is  clinical  proof 
of  the  role  that  intrauterine  asphyxia  plays  in 
producing  such  pathology.  Certainly,  as  Clifford 
suggests,  careful  attention  to  anesthesia  and 
analgesia  used  in  cesarean  section  will  also  con- 
tribute further  toward  reducing  the  fetal  mor- 
tality resulting  from  intrauterine  asphyxia  and 
anoxia.13  Fourth,  since  it  is  probable  that 
amniotic  fluid  is  swallowed  as  well  as  aspirated 
during  intrauterine  respiration,  and  since  most 
sections  are  performed  for  conditions  which  pre- 
dispose to  intrauterine  respiration,  the  incidence 
of  deaths  in  the  neonatal  period  due  to  aspiration 
pneumonitis  can  be  reduced  still  further  by 


routinely  suctioning  the  gastric  contents  of  all 
infants  delivered  by  cesarean  section,  a proce- 
dure which  has  been  practiced  at  Beth-El  Hos- 
pital since  July,  1949. 

Landau  in  theorizing  as  to  the  cause  and  method 
of  prevention  of  death  in  cesarean  infants  sug- 
gests that  the  immediate  clamping  and  cutting  of 
the  umbilical  cord  may  be  the  etiologic  factor  by 
depriving  the  infant  of  a variable  amount  of 
placental  blood  and  is  a contributing  factor  in  the 
mortality  of  babies  delivered  by  cesarean  sec- 
tion.14 He  recommends  the  technic  of  placental 
suspension  and  drainage  for  the  prevention  of 
hematogenic  shock  in  cesarean-delivered  infants. 

In  conclusion,  we  feel  that,  although  the  fetal 
mortality  in  cesarean  sections  is  quite  high,  this  is 
the  result  of  the  complication  of  pregnancy  neces- 
sitating the  section  rather  than  the  section  per  se 
and  that  the  incidence  of  death  can  be  reduced 
through  appropriate  obstetric  and  pediatric 
measures. 
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DEATH  RATES  AMONG  CHILDREN 

Conquest  of  disease  has  reduced  the  mortality  of 
ages  one  to  fourteen  by  three  fourths  since  1930. 
This  is  based  upon  the  experience  among  children 
insured  in  the  Metropolitan  Life  Insurance  Company. 

The  death  rate  among  boys  of  the  insured  group 
dropped  from  275.8  per  100,000  in  1930  to  74.7  in 
1950,  and  among  girls  from  228.4  per  100,000  to 
53.9. 

At  the  preschool  ages  the  improvement  over  the 
two  decades  was  about  four  fifths,  and  the  1950 
preschool  death  rate  from  all  causes  combined  was 
lower  than  the  rate  from  pneumonia  alone  in  1930. 

The  mortality  from  the  principal  communicable 


diseases  of  childhood — measles,  scarlet  fever, 
whooping  cough,  and  diphtheria — fell  more  than 
95  per  cent,  and  the  downward  trend  of  the  death 
rate  from  diarrhea  and  enteritis  was  almost  as  rapid. 
Reductions  of  not  less  than  75  per  cent  at  any  of  the 
age  periods  were  recorded  for  pneumonia,  tuber- 
culosis, and  rheumatic  fever. 

With  these  shifts  in  the  mortality  picture,  acci- 
dents now  constitute  the  foremost  cause  of  the  death 
at  every  age  group  for  both  boys  and  girls,  and  at 
one  to  four  years  account  for  about  one  death  in 
every  three  among  boys,  and  nearly  one  in  five 
among  girls. 


PROPHYLAXIS  OF  CANCER  OF  THE  PROSTATE,  PENIS,  AND 
CERVIX  BY  CIRCUMCISION 

A.  Ravich,  M.D.,  and  Robert  A.  Ravich,  M.D.,  Brooklyn,  New  York 
( From  the  Institute  of  Applied  Biology) 


IT  HAS  long  been  recognized  that  carcinoma  of 
the  penis  is  nonexistent  among  Jewish  males 
who  are  circumcised  on  the  eighth  day  of  life  and 
is  rare  in  members  of  the  Mohammedan  and 
other  races  which  practice  circumcision  be- 
tween four  and  sixteen  years  of  age.  Bleich  re- 
cently reviewed  the  information  on  this  subject 
and  urged  circumcision  as  a sound  prophylactic 
measure  against  carcinoma  of  the  penis.1 

Considerable  evidence  also  exists  to  indicate 
that  there  is  a much  lower  incidence  of  carcinoma 
of  the  cervix  among  female  members  of  ethnic 
groups  that  practice  circumcision  as  a religious 
ritual  than  among  neighboring  groups.  Marked 
differences  have  been  found  by  various  investi- 
gators who  have  compared  the  relative  incidence 
of  cervical  carcinoma  among  Jews  and  non-Jews 
in  different  parts  of  Europe  and  America.2-4 
Handley  found  a nine  to  one  difference  in  the 
incidence  of  cervical  carcinoma  among  native 
Fiji  Islanders  who  practice  circumcision  in  all 
males  at  puberty  as  compared  with  a large  group 
of  immigrant  Indians  who  did  not.5  Tjokro- 
negoro  reported  finding  an  approximately  equal 
number  of  women  with  carcinoma  of  the  cervix 
among  70,000,000  Moslem  Indonesians  who  prac- 
tice male  circumcision  in  childhood,  as  in  1,000,- 
000  Chinese  living  among  them  who  do  not.6 

In  1942,  one  of  us  (A.R.)  reported  that  in  a 
series  of  843  cases  that  he  had  operated  upon  for 
prostatic  obstruction,  there  was  a 20  per  cent 
incidence  of  carcinoma  in  the  uncircumcised 
group  as  compared  with  a 1.7  per  cent  incidence 
in  the  circumcised  group.7  A similar  study  has 
been  made  by  us  on  564  additional  white  males 
who  have  undergone  surgery  for  prostatic  ob- 
struction from  1942  to  1948.  There  were  57 
non-Jews  in  this  series,  ten  of  whom  had  prostatic 
carcinoma  according  to  the  microscopic  diagnosis 
of  competent  pathologists.  In  the  same  series 
there  were  507  Jewish  patients,  only  ten  of  whom 
were  found  to  have  carcinoma  of  the  prostate. 
Thus  the  incidence  of  prostatic  cancer  was  18  per 
cent  in  the  non-Jewish  group  as  compared  with 
2.0  per  cent  for  the  Jewish  group. 

The  figures  for  the  combined  series  totaling 
1,407  cases  are  shown  in  Table  I.  Of  these,  1,275 
were  Jews,  all  of  whom  had  been  circumcised  in 
early  infancy.  Twenty-three  of  these  had  pros- 
tatic carcinoma,  giving  an  incidence  of  1.8  per 
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cent.  There  were  132  non-Jews,  only  a very 
small  number  of  whom  had  been  circumcised  at 
some  time  in  their  lives.  Twenty-five  of  the 
patients  in  this  group  had  prostatic  carcinoma, 
the  incidence  thus  being  19  per  cent.  This  latter 
figure  is  in  close  agreement  with  the  reports  from 
most  of  the  larger  clinics  in  this  country.8 

Recently,  animal  experiments  have  added  to 
the  evidence  derived  from  statistics  implicating 
smegma  as  an  etiologic  factor  in  cancer.  Plaut 
and  Kohn-Speyer  found  that  smegma  injected 
subcutaneously  was  capable  of  producing  cancer 
in  mice.9 

According  to  the  figures  of  the  American  Can- 
cer Society,  cancer  of  the  penis  is  relatively  rare 
in  the  United  States,  constituting  only  2 to  3 
per  cent  of  all  cancers  in  males.  However,  cancer 
of  the  cervix  is  second  only  to  cancer  of  the 
breast  in  frequency  among  women  and  may  be 
the  most  fatal  type  of  cancer  in  females.10  Ap- 
proximately 12  per  cent  of  all  cancer  deaths  in 
females  each  year  are  from  tins  disease.  Cancer 
of  the  prostate  is  second  only  to  cancer  of  the 
stomach  in  males,  and  between  the  ages  of  seventy 
and  eighty-five  it  is  the  most  common  type  of 
cancer  encountered.10  Cancer  of  the  prostate 
constitutes  approximately  11  per  cent  of  all  cases 
of  cancer  deaths  among  males.  The  combined 
annual  total  number  of  deaths  from  cancer  of 
the  cervix,  prostate,  and  penis  is  about  25,000 
on  the  basis  of  an  estimated  annual  cancer  toll 
of  200,000  in  this  country.  Thus  one  eighth  of  all 
cancer  deaths  are  due  to  involvement  of  these 
three  genital  organs.  The  great  preponderance 
of  these  deaths  occurs  in  individuals  from  groups 
that  do  not  practice  circumcision. 

The  magnitude  of  the  problem  of  prostatic  car- 
cinoma in  statistical  terms  has  been  considered 
by  Hinman  and  also  by  Colby.11,8  Both  authors 
have  pointed  out  that  50  per  cent  of  all  men  over 
the  age  of  forty-five  develop  hypertrophy  of  the 
prostate.  Of  a total  of  seventy  million  males 
in  the  United  States,  seventeen  million  are  over 
the  age  of  fifty.  The  incidence  of  prostatic 
cancer  by  postmortem  examination  in  men  above 
fifty  has  been  reported  as  between  14  and  30  per 
cent  by  various  authors,  and  Baron  and  Angrist 
found  an  incidence  of  46  per  cent  when  careful 
serial  sections  were  made.12  On  the  basis  of  these 
figures,  Hinman  and  Colby  estimated  that  three 
to  five  million,  and  possibly  as  many  as  eight  mil- 
lion, American  males  now  have  cancer  of  the 
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TABLE  I. — Incidence  or  Cancer  in  1,407  Patients  Operated  upon  for  Prostatic  Obstruction 


Total  Number 
of  Cases 

i-Jews  ( White) 
Cancer 

Number 

Cancer 

Per  Cent 
Cancer 

Number 

Per  Cent 
Cancer 

1930  to 

1941 

843 

768 

13 

1.7 

75 

15 

20 

1942  to 

1948 

564 

507 

10 

2.0 

57 

10 

18 

1,407 

1,275 

23 

1.8 

132 

25 

19 

prostate.  These  figures  clearly  indicate  the 
magnitude  of  the  problem  and  the  importance  of 
a prophylactic  measure  that  might  significantly 
reduce  the  incidence  of  this  disease. 

It  is  possible  that  cancer  of  the  penis  which  has 
long  been  recognized  as  being  extremely  rare 
among  circumcised  groups  is  not  sufficiently 
common  in  the  United  States  to  have  warranted 
universal  circumcision  in  infancy  as  an  import- 
ant prophylactic  measure.  When  it  is  realized 
that  circumcision  in  infancy  may  also  drastically 
reduce  the  number  of  cases  of  cancer  of  the  cervix 
in  women  and  of  the  prostate  in  men,  it  appears 
incumbent  upon  public  health  agencies,  obstetri- 
cians, pediatricians,  and  all  other  physicians 
concerned  with  the  problem  to  insist  upon  the 
simple  and  harmless  surgical  procedure  of  cir- 
cumcision as  a routine  measure  in  all  male  in- 
fants. 

It  is  quite  evident  that  the  low  incidence  of 
cancer  of  the  penis  and  of  the  cervix  in  certain 
w idely  scattered  and  unrelated  groups  is  not  due 
to  any  racial  resistance  but  is  instead  dependent 
upon  the  practice  of  circumcision.  While  figures 
have  not  been  presented  from  other  parts  of  the 
world  on  the  incidence  of  prostatic  carcinoma, 
we  believe  that  these  will  probably  show  a similar 
relationship.  Circumcision  by  preventing  the 
accumulation  of  smegma  reduces  the  incidence 
of  balanitis  and  permits  greater  cleanliness  of  the 
glans  penis.  That  cleanliness  is  a factor  has 
been  pointed  out  by  Ngai  in  comparing  the  in- 
cidence of  carcinoma  of  the  penis  in  various 
countries.13  The  incidence  was  directly  re- 
lated to  the  economic  level  and  living  conditions. 
Thus  in  the  United  States  the  incidence  of  cancer 
of  the  penis  and  of  the  cervix  has  been  found  to 
be  much  higher  among  Negroes  than  whites.11'14 
More  recently  Whitfield  has  also  found  a higher 
incidence  of  cancer  of  the  prostate  among 
Negroes  than  among  whites.15 

The  fact  that  cancer  of  the  prostate  gland  also 
appears  to  be  related  to  circumcision  as  are  cancer 
of  the  penis  and  cervix  is  of  considerable  signifi- 
cance. While  the  penis  and  cervix  are  both 
superficial  organs  and  can  therefore  be  affected 
by  direct  contact,  the  same  cannot  be  true  of  the 
prostate  which  is  a deep-seated  organ.  In  order 
for  a carcinogenic  factor  in  smegma  to  be  trans- 
mitted from  the  glans  penis  to  the  prostate 
gland,  it  must  necessarily  travel  there  by  way  of 
the  urethra,  since  the  lymphatics  from  the  glans 
drain  into  the  inguinal  lymph  nodes.  These  con- 


siderations appear  to  indicate  strongly  that  the 
smegma  factor  is  in  the  nature  of  a viable  organ- 
ism capable  of  traveling  along  the  urethral  canal. 

Summary 

Strong  evidence  exists  that  circumcision  is  po- 
tentially a potent  prophylactic  measure  against 
cancer  of  the  prostate,  penis,  and  cervix.  It 
would  appear  that  circumcision  during  early  in- 
fancy is  most  practicable  and  most  effective  in 
this  regard.  The  value  of  circumcision  evidently 
derives  from  the  greater  resulting  cleanliness  of 
the  glans  penis  and  the  complete  elimination  of 
accumulated  smegma. 

The  mutual  relationship  of  carcinoma  of  the 
prostate,  penis,  and  cervix  to  smegma  lends  sup- 
port to  the  virus  theory  of  cancer.  The  carcino- 
genic agent  carried  by  smegma  may  act  locally 
to  produce  penile  and  cervical  cancer  and  may 
spread  via  the  urethra  to  the  prostate  which  may 
act  as  a reservoir  for  contamination  of  the  lacera- 
ted cervix  during  sexual  intercourse.  In  this  way 
the  agent  may  give  rise  to  both  cervical  and  pro- 
static cancer  by  transmission. 

Twenty-five  thousand  or  one  eighth  of  all 
annual  cancer  deaths  in  the  United  States  are  due 
to  cancer  of  the  prostate,  cervix,  and  penis.  Al- 
most all  of  these  deaths  occur  in  individuals  from 
groups  that  do  not  practice  circumcision.  It  has 
been  estimated  that  between  three  to  five  million, 
and  possibly  eight  million,  American  men  have 
prostatic  cancer  at  the  present  time.  These 
figures  indicate  the  importance  of  circumcision  as 
a public  health  measure. 
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THE  TREATMENT  OF  OPIATE  ADDICTION  WITH 
INTRAVENOUS  ALCOHOL 

George  P.  Child,  M.D.,  Ph.D.,  Albany,  New  York 

( From  the  Department  of  Physiology  and  Pharmacology,  Albany  Medical  College) 


ONE  of  the  major  difficulties  in  the  evaluation 
of  treatments  for  opiate  addiction  is  the 
fact  that  the  withdrawal  signs  and  symptoms 
subside  in  a few  days  regardless  of  the  treatment 
given,  provided  the  drug  is  taken  away  from  the 
patient.  Another  great  source  of  confusion  is  the 
difficulty  of  measuring  the  signs  and  symptoms 
quantitatively  and  objectively.  Kolb  and  Him- 
melsbach  have  developed  a quantitative  evalua- 
tion of  the  withdrawal  syndrome  by  assigning  ar- 
bitrary numerical  values  to  the  various  abstinence 
phenomena.1  This  scheme,  although  open  to 
criticism,  does  give  an  approximate  measure  of 
addiction  therapy.  The  difficulty  and  impossi- 
bility in  most  instances  of  conducting  controlled 
experiments  in  patients  also  adds  to  the  perplex- 
ing problem  of  comparing  various  forms  of 
therapy. 

In  most  patients,  the  first  symptoms  of  with- 
drawal are  yawning,  lacrimation,  sneezing, 
anorexia,  and  tremor.  These  generally  occur  from 
six  to  twelve  hours  after  the  last  dose  of  the  opiate 
has  been  given.  They  increase  in  severity  and  are 
accompanied  by  a voluble  demand  for  the  drug, 
irritability,  asthenia,  mydriasis,  restlessness, 
pyrexia,  and  hyperpnea.  The  patient  may  vomit, 
develop  diarrhea  and  incontinence,  and  present 
serious  vasomotor  disturbances.  The  pulse  and 
blood  pressure  increase.  The  striking  pilomotor 
activity  of  the  skin  raises  “gooseflesh.” 

These  signs  and  symptoms  become  quite 
severe  in  about  forty-eight  hours  after  mor- 
phine withdrawal.  They  are  at  their  maxima  in 
three  to  four  days  and  decline  rapidly,  becoming 
mild  by  the  sixth  day,  with  few  residua  at  ten 
days  to  two  weeks.  One  of  the  tests  for  the  con- 
tinued presence  of  addiction  is  to  give  the  patient 
his  usual  dose  of  morphine  during  the  treatment. 
If  the  abstinence  syndrome  disappears  and  the 
patient  is  relieved  of  his  subjective  distress 
shortly  after  the  injection,  tolerance  and  addic- 
tion are  still  present.  If  the  patient  experiences 
euphoria,  the  addiction  has  been  broken. 

A fairly  rapid  evaluation  of  the  course  of  the 
withdrawal  therapy  may  be  obtained  from  an 
examination  of  the  temperature,  blood  pressure, 
pulse,  and  respiration.  These  vital  signs  increase 
to  a maximum  at  the  height  of  the  reaction,  and 
when  they  return  to  the  base  line,  without  the 
administration  of  an  opiate,  the  addiction  has 
been  overcome. 


Many  drugs  and  many  systems  of  treatment 
have  been  used  to  break  the  addiction  to  opiates. 
Some  of  these  therapeutic  methods  have  been 
based  on  particularly  specific  theories  of  addiction. 
Unfortunately,  however,  there  is  no  recognized 
theory  of  addiction  which  can  serve  as  a basis  for 
rational  therapy.  In  the  absence  of  a theoretic 
approach  to  the  problem,  asymptomatic  therapy 
has  been  most  widely  used  with  apparently  rea- 
sonable success.  The  more  important  symptoms 
which  require  control  are  restlessness,  insomnia, 
muscle  pain,  pyrexia,  vomiting,  and  weight  loss. 
The  usual  sedatives,  analgesics,  and  intravenous 
fluids  with  glucose  and  vitamins  have  been  used 
toward  this  end. 

Intravenous  alcohol  possesses  many  of  the 
pharmacologic  properties  which  would  be  useful 
in  the  treatment  of  the  abstinence  syndrome. 
Alcohol,  when  given  in  this  manner,  is  not  taken 
up  so  rapidly  by  the  fiver  as  when  given  orally, 
and  a higher  blood  and  cerebrospinal  fluid  alcohol 
level  may  be  obtained.2  This  should  enhance  the 
cortical  depressant  and  false  euphoric  effect  of 
alcohol  and  would  make  the  patient  more  co- 
operative. The  antipyretic,  vasodilating,  and 
analgesic  effects  would  also  be  increased.  Using 
5 per  cent  alcohol  as  a basis  and  adding  glucose, 
amino  acids,  and  vitamins,  it  would  be  possible 
to  maintain  the  nutrition  of  the  patient  and  carry 
him  through  the  withdrawal  period  with  greater 
ease.  These  pharmacologic  properties  of  alcohol 
have  been  used  for  other  purposes  with  some 
success.  In  phantom  limb  pain,  vascular  spasm, 
and  pyrexia  it  was  quite  useful.3  The  depres- 
sant and  euphoric  properties  were  successful  in 
toxic  psychosis.4  When  used  postoperatively, 
alcohol  extended  the  analgesic  period,  decreasing 
the  need  for  opiates.5 

In  the  present  paper,  four  case  histories  will  be 
presented  which  describe  the  use  of  alcohol  in  the 
management  of  drug  addiction.  The  5 per  cent 
alcohol*  was  given  intravenously  with  “Beclysyl,” 
“Aminosol,”  dextrose,  or  saline.  In  addition  to 
these  vitamins  and  amino  acids,  it  was  necessary 
to  make  use  of  paraldehyde,  chloral  hydrate,  or 
barbiturates  for  insomnia.  The  infusion  was  con- 
tinuous in  one  patient  in  whom  a vein  “cut-down” 
was  required.  In  other  patients,  a liter  of  the  al- 
cohol solution  was  allowed  to  infuse  over  a period 
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of  four  hours,  followed  by  a rest  period  before  the 
infusion  was  continued.  These  rest  periods  were 
used  for  eating,  walking,  or  other  guided  activi- 
ties. 

The  patients  were  encouraged  to  describe  the 
subjective  effects  of  the  withdrawal  and  to  com- 
pare them  with  previous  withdrawal  episodes,  if 
any.  In  most  cases,  continuous  nursing  attention 
was  given.  In  addition  to  these  four  cases,  four 
other  patients  were  relieved  of  opiate  addiction 
with  alcohol.  The  periods  to  which  they  had 
been  addicted  ranged  from  eight  weeks  to  twenty 
years.  The  drugs  used  by  these  patients  were 
both  the  opiates  and  the  “morphine-like”  nar- 
cotics. 

Case  Reports 

Case  1.- — S.  M.,  a forty- three-year-old,  white, 
married  former  nurse,  was  admitted  to  the  hospital 
on  July  6,  1950,  for  the  treatment  of  her  drug  addic- 
tion. Following  an  injury  in  1925  the  patient  was 
introduced  to  opiates,  to  which  she  became  addicted. 
The  addiction  was  broken  three  times  during  the  past 
twenty-five  years.  Two  periods  were  of  very  short 
duration  and  one  period  starting  in  1930  lasted  for 
two  years.  She  has  had  a number  of  major  opera- 
tions and  has  spent  many  periods  in  rest  homes. 
Numerous  attempts  had  been  made  to  withdraw 
the  opiates,  but  convulsive  seizures,  pain,  and  lack  of 
cooperation  made  the  treatment  impossible.  She 
has  been  taking  5 to  10  grains  of  morphine  daily. 
On  many  occasions  the  patient  became  habituated 
to  barbiturates,  paraldehyde,  and  alcohol,  along  with 
the  morphine  addiction. 

The  patient  was  started  on  intravenous  5 per  cent 
alcohol  on  July  10,  1950,  receiving  4 L.  per  day.  Be- 
cause of  the  sclerotic  condition  of  the  superficial 
veins,  it  was  necessary  to  cut  down  to  a vein  and  in- 
sert a polyethylene  catheter.  The  withdrawal 
symptoms  were  classic,  but  extremely  mild.  On 
the  second  day,  the  rectal  temperature  rose  to  100  to 
101  F.  The  respiratory  rate  and  pulse  also  increased. 
The  patient  perspired  profusely  during  the  first  day 
and  had  emesis  and  diarrhea.  Her  insomnia  was 
managed  with  paraldehyde.  The  withdrawal  signs 
and  symptoms  subsided  very  quickly,  and  the  alcohol 
was  discontinued  on  July  13.  The  paraldehyde  was 
discontinued  on  July  16,  and  her  insomnia  was  con- 
trolled by  100  mg.  of  pentobarbital.  The  patient 
was  discharged  on  July  20. 

Case  2. — J.  M.,  a thirty-eight-year-old,  white, 
married  male,  was  admitted  on  January  20,  1950,  for 
drug  addiction  and  psychic  depression.  About 
twelve  years  prior  to  admission,  the  patient  had  a 
renal  calculus.  A stone  was  removed  from  the  right 
kidney  and  a left  nonfunctioning  kidney  was  ex- 
tirpated. Since  that  time  the  patient  had  become 
very  dependent  upon  opiates  and  barbiturates.  In 
1946  he  was  withdrawn  from  his  opiate  addiction 
with  the  use  of  sedatives  and  hypnotics.  The  patient 
was  very  violent  and  abusive  during  the  withdrawal, 
and  he  recalled  that  he  suffered  considerably  for 
about  ten  days.  After  his  hospital  discharge,  he 


quickly  returned  to  the  use  of  demerol  and  would 
take  up  to  2 Gm.  a day  intramuscularly. 

During  the  first  two  hospital  days,  he  was  given 
insulin  and  sedatives.  His  withdrawal  symptoms 
consisted  of  restlessness,  insomnia,  vomiting, 
diaphoresis,  muscle  pain,  and  twitching.  He  had 
gastric  pain  and  complained  of  a metallic  taste  in 
the  back  of  his  throat. 

On  January  22,  1950,  intravenous  5 per  cent  alco- 
hol was  started,  2 to  4 L.  a day.  There  was  a de- 
crease in  his  restlessness.  Muscle  pain  and  twitching 
stopped,  as  did  the  emesis.  There  were  no  other 
withdrawal  symptoms  except  insomnia,  which 
was  managed  with  barbiturates.  On  January  27  the 
alcohol  was  discontinued.  The  patient  was  quite 
hypomanic  and  was  given  two  electric  shock  treat- 
ments prior  to  discharge  on  February  18.  When  the 
patient  returned  for  electric  shock  treatment  on 
February  24,  his  wife  stated  that  he  had  been  looking 
for  his  demerol  bottles.  He  was  given  two  more 
electric  shock  treatments  and  discharged  on  March 
9.  He  has  taken  no  opiates  since. 

Case  3. — A.  D.,  a fifty- three-year-old,  male  engi- 
neer, was  admitted  to  the  hospital  on  July  21,  1949, 
with  the  chief  complaint  of  low  back  pain.  Various 
studies  led  to  a pathologic  diagnosis  of  a cord  tumor 
of  lymphosarcomatous  origin.  During  this  hospital 
stay,  the  patient  received  up  to  500  mg.  of  demerol 
and  4 grains  of  codeine  each  day,  including  bar- 
biturates for  sleep.  Many  attempts  were  made  to 
discontinue  the  opiates,  but  the  complaints  of  the 
patient  and  the  initiation  of  the  abstinence  syndrome 
necessitated  their  continuance. 

On  January  12,  the  opiates  were  discontinued,  and 
5 per  cent  alcohol  was  started,  the  patient  receiving 
from  3 to  4 L.  each.  During  the  withdrawal  there 
were  no  signs  and  symptoms  other  than  a slight 
diarrhea,  yawning,  and  insomnia.  The  patient  was 
discharged  on  January  29,  1950,  and  took  no  nar- 
cotics until  June,  1950. 

In  June,  1950,  the  patient  was  inadvertently 
started  once  again  on  opiates  during  the  pain  asso- 
ciated with  a bladder  infection.  He  was  given 
morphine,  codeine,  and  demerol  in  steadily  increas- 
ing amounts.  When  seen  on  July  12,  he  was  dis- 
contented on  500  mg.  of  demerol  daily  and  resisted 
attempts  to  withdraw  the  drug.  It  was  recom- 
mended that  the  patient  be  withdrawn  from  opiates 
as  done  previously. 

Case  4 ■ — D.  R.,  a fifty-four-year-old,  white  house- 
wife, was  admitted  to  the  hospital  September  28, 
1949,  for  lower  back  pain.  Examination  revealed  a 
herniated  intervertebral  disk  at  the  second  lumbar 
vertebra.  In  1947,  this  patient  had  acute  cholecysti- 
tis. She  was  treated  with  opiates.  After  a chole- 
cystectomy, she  developed  the  low  back  pain  and  was 
continued  on  morphine  and  then  demerol  up  to 
November  24,  1949.  When  admitted  to  the  hospital 
and  during  her  hospital  stay,  she  was  receiving  up  to 
800  mg.  of  demerol  or  60  mg.  of  Dolophine  daily. 
This  patient  was  also  a diabetic  and  had  hyperthy- 
roidism. The  opiates  were  continued  after  a lami- 
nectomy on  November  8.  A number  of  attempts 
were  made  to  withdraw  the  drugs,  but  they  were  re- 
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turned  to  her  in  a few  hours  because  of  her  many 
complaints  and  withdrawal  symptoms. 

On  November  24,  all  opiates  were  discontinued 
and  the  patient  was  given  5 per  cent  alcohol  intra- 
venously, from  2 to  4 L.  daily.  During  the  first  day 
of  withdrawal,  her  temperature  rose  to  101  F.  for  six 
hours.  There  was  some  vomiting  and  diarrhea. 
There  were  no  other  withdrawal  symptoms.  The 
patient  became  very  cooperative  and  friendly  during 
the  alcohol  administration.  She  started  eating,  no 
longer  complained  of  pain,  and  slept  much  better. 
The  alcohol  was  discontinued  in  three  days. 

One  grain  of  codeine  was  given  on  December  3 and 
l/i  grain  on  December  4 for  pain.  The  patient 
was  discharged  on  December  5.  Since  her  hospital 
discharge,  the  patient  has  taken  no  opiates. 

Summary 

The  antipyretic,  analgesic,  vasodilating,  cor- 


tical depressant,  and  euphoric  properties  of  intra- 
venous alcohol  appear  to  be  well  suited  for  the 
symptomatic  treatment  of  the  abstinence  syn- 
drome in  opiate  addicts.  The  results  in  the  cases 
reported  were  encouraging,  and  although  the 
patients  experienced  some  withdrawal  symptoms, 
these  were  comparatively  mild  and  of  short  dura- 
tion. 
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FAILURE  OF  ANTIHISTAMINIC  DRUGS  TO  PREVENT  OR  CURE  THE  COMMON  COLD 
AND  UNDIFFERENTIATED  RESPIRATORY  DISEASES 


Failure  of  the  antihistaminic  drugs  to  produce 
any  apparent  therapeutic  or  prophylactic  effects  on 
upper  respiratory  infections  is  reported  after  a two- 
fold study  (1)  on  naturally  occurring  infections  in 
family  groups  and  (2)  more  carefully  controlled 
experimental  inoculation  of  volunteers  with  a pre- 
viously tested  inoculum.  In  the  first  study,  respira- 
tory illnesses  in  55  families  were  observed  in  De- 
cember, 1949,  and  January,  1950.  In  the  second 
study,  two  experiments  were  carried  out:  one  on  18 
student  and  staff  volunteers,  the  other  on  31  student 
volunteers.  The  latter  experiment  was  to  evaluate 
the  effects  of  pyrathiazine  hydrochloride  (Pyrro- 
lazote,  Upjohn)  and  thonzylamine  hydrochloride 
(Neohetramine,  Wyeth)  successively. 

During  the  period  of  observation,  376  respiratory 
illnesses  occurred  in  203  persons.  Of  this  total,  87 
illnesses  were  treated  with  antihistaminic  drugs  and 
289  were  not.  About  three  quarters  of  these  con- 
formed to  the  diagnostic  criteria  accepted  by  the 
authors  for  the  common  cold.  About  a fifth  of  the 
illnesses  occurred  in  persons  who  had  histories  of 
respiratory  allergy,  and  about  a third  of  these  lat- 


ter were  treated  with  the  drug.  Slightly  less  than 
a fifth  of  the  “nonallergic”  were  treated.  Com- 
parisons of  effects  of  the  drugs  were  made  on  the 
basis  of  age-specific  rates  for  adults,  children  six 
years  and  over,  and  children  under  six  years,  rather 
than  by  the  total  rates  of  the  treated  and  untreated 
groups. 

Dosage. — Because  most  of  these  drugs  were  pur- 
chased over  the  counter,  with  considerable  variation 
in  dosage  taken,  adequate  dosage  was  established 
as  three  or  more  doses  with  medication  starting  the 
same  day  as  onset  of  symptoms,  each  dose  equivalent 
to  25  mg.  or  more  for  adults  and  10  mg.  or  more  for 
children. 

Results. — Tabulations  of  results  show  that  the 
drugs  had  no  beneficial  effect,  regardless  of  whether 
the  dosage  was  “adequate”  or  “inadequate.”  This 
condition  applies  to  nasal  symptoms  and  duration 
of  the  illness. — A.  E.  Feller,  M.D.;  George  F.  Badger, 
M.D.;  Richard  G.  Hodges,  M.D.;  William  S.  Jordan, 
Jr.,  M.D.;  Charles  H.  Rammelkamp,  Jr.,  M.D.,  and 
John  H.  Dingle,  M.D.,  in  New  England  Journal  of 
Medicine,  May  11,  1950 


NERVOUS  SYSTEM  MANIFESTATIONS  IN  PERNICIOUS  ANEMIA 

Results  of  Treatment  with  Liver  Preparations  as  Compared  with  B12  Therapy 
Alexander  Slepian,  M.D.,  and  Stuart  L.  Vaughan,  M.D.,  Buffalo,  New  York 
( From  the  University  of  Buffalo  School  of  Medicine  and  the  Buffalo  General  Hospital) 


THE  increasing  use  of  vitamin  B12  in  the  treat- 
ment of  pernicious  anemia  has  produced  en- 
thusiastic reports  of  its  effect  on  the  nervous  sys- 
tem manifestations  of  that  disease.1,2  The  period 
of  observation  on  the  use  of  vitamin  B12  has  ex- 
tended only  since  April,  1948. 3 Proper  evaluation 
of  such  a new  therapeutic  agent  is  enhanced  by  a 
thorough  understanding  of  the  progress  of  the 
disease  under  treatment  with  comparable  agents, 
namely,  liver  and  its  extracts.  The  reports  on 
the  response  of  the  neurologic  manifestations 
of  this  disease  to  liver  therapy  are  very  contro- 
versial.4-13 For  this  reason  we  have  studied  a 
group  of  patients  with  pernicious  anemia  who 
received  liver  therapy  while  under  observation 
for  periods  up  to  twenty-one  years.  An  analysis 
of  our  study  has  shown  that  the  degree  of  re- 
covery, the  trend  of  improvement,  and  the  final 
neurologic  residuals  can  be  predicted  in  most 
cases.  A study  of  many  of  these  patients  and 
additional  new  ones,  as  they  come  under  our 
observation  and  are  being  treated  with  vitamin 
B12,  will  be  reported  later. 

This  study  is  based  upon  the  records  of  36  con- 
secutive patients,  each  having  Addisonian  per- 
nicious anemia  characterized  by  posthistaminic 
achlorhydria  and  the  absence  of  findings  indica- 
tive of  other  types  of  megaloblastic  anemias. 

Incidence  of  Neurologic  Abnormalities 

Twenty-eight  of  the  36  patients  (78  per  cent) 
presented  neurologic  abnormalities  at  the  initial 
examination.  The  remaining  eight  patients  had 
no  complaints  or  objective  findings  referable  to 
the  nervous  system.  This  incidence  of  neurologic 
involvement  is  within  the  range  reported  by 
others.11,14-17  Of  these  28  patients,  89.3  per  cent 
presented  some  form  of  subjective  complaints 
and  85.7  per  cent  showed  objective  abnormalities 
at  the  initial  examination  (Tables  I and  II). 
The  lower  extremities  were  involved  predomi- 
nantly, subjectively  and  objectively,  as  compared 


TABLE  I. — Incidence  of  Subjective  Complaints  in  28 
Patients  at  the  Initial  Examination 


Complaint 

Per  Cent 

Numbness  of  extremities 

64.3 

Coldness  of  extremities 

57.1 

Mental  changes 

25.0 

Rest  pains 

25.0 

Pins  and  needles  sensation 

21.4 

Tingling 

17.9 

Shooting  pains 

14.3 

to  the  upper.  The  mental  changes  (seven  of  28 
patients  or  25  per  cent)  were  not  severe,  and  im- 
provement was  rapid.  Other  workers  have  em- 
phasized mental  aberrations  and  related  them  to 
organic  brain  changes.10’14,15,18-20  The  degree  of 
recovery  in  our  patients  suggested  that  anemia, 
weakness,  age,  and  emotional  disturbances  were 
important  factors. 

Types  of  Nervous  System  Diseases 

Eight  patients  (28.6  per  cent)  had  signs  and 
symptoms  of  purely  peripheral  neuropathy. 
Four  patients  (14.3  per  cent)  manifested  posterior 
column  signs  in  addition  to  the  peripheral  neu- 
ropathy. The  remaining  16  patients  (57.1  per 
cent)  showed,  in  addition  to  peripheral  neu- 
ropathy, signs  and  symptoms  of  posterolateral 
tract  disease. 

Definite  classification  was  uncertain  in  the  four 
patients  with  evidence  of  peripheral  neuropathy 
and  posterior  column  impairment.  This  is  not 
surprising  since  the  functions  attributed  to  the 
posterior  columns  (position  and  vibration  senses, 
two  point  discrimination,  stereognosis,  and  simple 
reflexes)  are  transmitted  by  the  central  or  proxi- 
mal segments  of  the  same  nerves  whose  distal 
segments  form  the  peripheral  nerves.10,21,22  If 
sufficiently  extensive,  peripheral  neuropathy  it- 
self would  manifest  such  impairments  of  function. 
Under  prolonged  intensive  therapy,  our  four 
patients  retained  evidence  of  posterior  column 
damage,  while  other  signs  and  symptoms  of 
peripheral  neuropathy  (paresthesias,  hypesthesias, 
and  pains)  cleared.  This  suggested  that  actual 
cord  damage  was  present. 

Unquestionable  subacute  combined  degenera- 
tion of  the  spinal  cord  was  daginosed  when  signs 


TABLE  II. — Incidence  of  Objective  Abnormalities  in 
28  Patients  at  the  Initial  Examination 


Abnormality 

Per  Cent 

Impaired  vibration  sense 

71.4 

Hyperreflexia 

46.4 

Impaired  position  sense 

32.1 

Hyporeflexia 

25.0 

Hypesthesia 

25.0 

Staggering  gait 

25.0 

Romberg  sign 

21.4 

Absent  abdominal  reflexes 

17.8 

Babinski  sign 

17.8 

Spastic  ataxia 

14.3 

Clonus 

10.7 

Hyperesthesia 

10.7 

Diminished  anal  sphincter  tone 

3.6 

Hoffman  sign 

3.6 
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of  pyramidal  tract  and  posterior  column  damage 
were  present.9,11,13, 16,18 

Relationship  of  Age,  Sex,  and  Severity  of 
Anemia 

The  age  of  onset  of  neurologic  symptoms  varied 
from  twenty-eight  to  seventy-six  years  with  an 
average  age  of  56.1  years.  The  average  age  in 
these  patients  was  8.7  years  greater  than  in  those 
without  neurologic  involvement.  The  groups  are 
too  small,  however,  for  statistical  significance. 

The  ratio  of  female  to  male  patients  was  seven 
to  three.  Fifty-two  per  cent  of  female  patients 
showed  spinal  cord  disease  as  compared  with  27 
per  cent  of  the  males.  This  female  predilection 
for  neurologic  disease  was  noted  by  Sturgis.23 

No  correlation  was  found  between  the  severity 
of  the  anemia  and  the  nervous  system  changes.23’24 
Several  patients  with  profound  anemias  de- 
veloped no  neurologic  changes,  while  others  with 
relatively  insignificant  anemias  showed  far  ad- 
vanced cord  involvement. 

Factors  in  the  Progress  of  Neurologic 
Manifestations  Under  Treatment 

Treatment  in  this  series'  of  cases  followed  a 
definite  plan.  In  the  initial  phase  it  was  intensive 
and  in  excess  of  that  required  to  produce  maximal 
blood  response.  Maintenance  therapy  was  also 
relatively  intensive  for  the  first  year  with  subse- 
quent reduction  in  dosage.  The  blood  count  was 
maintained  at  normal  levels,  and  when  evidence 
of  relapse  appeared,  intensive  treatment  was  re- 
instituted. Preparations  varied  throughout  the 
years : oral  fiver  first,  then  oral  fiver  extracts,  and 
finally  parenteral  extracts.  Cooperation  of 
patients  also  varied  so  that  approximately  half 
received  continuous  therapy,  while  the  others  be- 
came careless  when  feeling  well  but  returned 
promptly  when  symptoms  recurred. 

Age  was  found  to  have  little  bearing  on  the 
neurologic  progress  except  that  younger  patients 
showed  greater  adaptability  to  the  disease.  Sex 
was  found  not  to  have  any  bearing  upon  prog- 
ress. 

The  duration  of  the  disease  before  institution  of 
treatment  was  important.  Patients  whose  symp- 
toms started  a few  months  before  the  intensive 
phase  of  treatment  improved  very  rapidly  as  com- 
pared to  those  having  symptoms  a year  or 
more.5,6,9,10 

The  duration  of  the  disease  after  institution  of 
treatment  was  found  not  to  be  a factor  in  neuro- 
logic progress  except  for  a lessening  of  the  sub- 
jective complaints  and  an  increasing  adaptability 
to  their  disabilities.  The  lack  of  correlation  be- 
tween duration  and  objective  changes  could  be 
shown  clearly.  Eight  patients  without  initial 
neurologic  manifestations  remained  symptom- 


free  over  an  average  observation  period  of  7.3 
years  (range  one  to  twenty-one  years).  How- 
ever, one  additional  patient,  symptom-free  at  the 
initial  examination,  developed  subacute  com- 
bined degeneration  of  the  cord  after  several 
months  of  treatment  with  folic  acid.25-29  No 
neurologic  signs  were  manifest  while  this  patient 
was  under  fiver  treatment  that  was  inadequate 
because  of  allergic  reactions.  Rapid  desensitiza- 
tion and  then  intensive  fiver  extract  therapy  did 
not  reverse  the  neurologic  signs  of  cord  disease. 
No  patients,  having  peripheral  neuritis  only,  de- 
veloped cord  involvement. 

It  is  significant  that  the  type  and  degree  of  in- 
volvement found  at  the  initial  examination  were 
important  in  prognosis.  The  eight  patients  with- 
out neurologic  signs  and  the  eight  patients  with 
peripheral  neuritis  only  never  developed  spinal 
cord  disease  with  the  single  exception  noted.30 
The  patients  with  cord  involvement  at  the 
initial  examination  showed  progression  of  their 
lesions;  five  developed  a Romberg  sign;  seven 
developed  hyperreflexia;  five  developed  Babinski 
signs,  and  two  lost  their  abdominal  reflexes.31 
In  two  patients  there  was  a return  of  deep  tendon 
reflexes  which  actually  was  not  recovery  but  rather 
extension  of  the  disease  to  the  pyramidal  tracts.8 

Evaluation  of  Improvement 

In  practically  all  of  the  patients  marked  im- 
provement occurred  during  the  initial  stage  of  in- 
tensive treatment.  This  paralleled  the  elevation 
of  the  blood  count  and  recovery  of  general  health 
and  was  both  subjective  and  objective.8,11’32 
Paresthesias  and  coldness  of  extremities  tended 
to  improve,  sphincter  tone  increased,  gait  became 
less  spastic,  assurance  of  footing  improved, 
ataxia  diminished,  and  two  patients  became  able 
to  walk  after  having  been  bedridden  for  several 
months  because  of  the  neurologic  disease. 

Following  this  fairly  rapid  initial  stage  of  re- 
covery, a continued  gradual  improvement  was 
noted  in  the  residual  subjective  symptoms.  This 
occurred  over  a period  of  years  with  an  increasing 
adaptability  to  the  remaining  disabilities,  such  as 
spasticity  and  ataxia  of  gait,  freezing  while  under 
tension  (catching  a bus  or  beating  a stoplight), 
and  clumsiness  of  learned  movements. 

Correlation  was  lacking,  however,  between  the 
clinical  and  functional  improvements  on  one 
hand  and  the  objective  neurologic  status  on  the 
other.  Patients  tended  to  improve  clinically  in 
the  absence  of  demonstrable  neurologic  recovery. 
Reversal  of  objective  abnormalities  was  limited  to 
cases  having  peripheral  neuropathy  alone.  Note- 
worthy reversal  of  signs  of  spinal  cord  disease  was 
not  observed  in  any  patient.4,6,8’11,13,33*34 

A comparison  of  the  subjective  complaints  at 
the  time  of  the  initial  examination  with  those  re- 
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corded  at  final  examination  showed  improvement 
in  61  per  cent  of  the  patients.  Little  or  no  change 
was  found  in  21  per  cent,  and  18  per  cent  showed 
some  increase  in  symptoms.  During  the  same 
period  objective  signs  improved  in  25  per  cent  of 
the  patients,  remained  stationary  in  29  per  cent, 
and  actually  progressed  in  46  per  cent.  Similar 
progression  has  been  noted  by  others.4,8,11 

Adequacy  of  Therapy 

The  question  of  adequate  therapy  arises.  It 
has  been  stated  that  no  progression  of  neurologic 
signs  occurs  under  optimal  maintenance 
therapy.6-12,30  Three  observations  in  our  study 
throw  doubt  on  this  conclusion:  (1)  Demonstra- 
ble progression  was  observed  with  equal  frequency 
in  patients  who  were  treated  continuously  and 
adequately  as  in  patients  with  irregular  treat- 
ment, even  to  the  point  of  relapse.  (2)  Many 
patients  with  severe  relapses  and  without  initial 
neurologic  signs  never  developed  spinal  cord 
disease.  (3)  Those  patients  with  initial  cord  dis- 
ease became  much  worse  in  relapse  but  returned 
rapidly  to,  and  not  beyond,  their  original  neuro- 
logic status  when  prompt,  intensive  therapy  was 
instituted. 

Thus,  neurologic  involvement  is  determined  by 
the  individual’s  constitutional  predilection  for  the 
disease.  The  more  extensive  the  initial  neuro- 
logic impairment,  the  less  is  the  objective  im- 
provement under  treatment  and  the  greater  the 
tendency  for  progression.  Since  cord  involve- 
ment becomes  irreversible,  adequate  therapy 
must  be  maintained  to  prevent  neurologic  pro- 
gression. 

Summary  and  Conclusion 

In  this  series  of  pernicious  anemia  patients  the 
minority  showed  no  evidence  of  nervous  system 
disease.  With  one  exception  none  of  these  ever 
developed  nervous  system  manifestation.  The 
majority  showed  objective  evidence  of  nervous 
system  involvement,  varying  from  peripheral 
neuritis  alone  to  peripheral  neuritis  with  severe 
subacute  combined  degeneration  of  the  spinal 
cord. 

Initial  intensive  treatment  with  liver  prepara- 
tions finally  arrested  progress  of  neurologic 
disease.  Peripheral  nerve  signs  and  symptoms 
were  reversed.  Spinal  cord  symptoms  were  im- 
proved, but  reversal  of  definite  spinal  cord  signs 
was  not  observed  in  any  case.  Under  long  con- 
tinued maintenance  treatment  the  initial  clinical 
improvement  was  retained,  and  progressive 
lessening  of  subjective  complaints  and  increasing 
adaptation  to  neurologic  disability  were  the  rule. 

However,  careful  analysis  of  physical  signs  re- 
vealed that  some  degree  of  neurologic  progression 
occurred  in  a considerable  proportion  of  patients, 


including  many  of  those  who  continued  to  show 
subjective  improvement. 

Evaluation  of  factors  that  might  be  con- 
cerned with  neurologic  progression  resulted  in  the 
finding  that  the  most  important  one  was  the  ex- 
tensiveness of  the  initial  process.  The  more  ex- 
tensive the  disease,  the  greater  was  the  tendency 
for  neurologic  progression.  Suboptimal  mainte- 
nance therapy  could  not  be  excluded  as  a factor, 
but  since  patients  who  received  relatively  inten- 
sive therapy  continuously  showed  practically  the 
same  degree  and  type  of  progression  as  those  who 
neglected  treatment  and  relapsed,  we  doubt  that 
this  was  important.  While  we  would  not  advo- 
cate neglect  of  close  observation  and  continuous 
maintenance  treatment,  our  results  suggest  that 
prompt,  vigorous  treatment  of  neurologic  and 
blood  relapses  may  achieve  almost  the  same  end 
point. 
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"D  IGID  inspection  of  hogs  is  now  the  rule  in  the 
United  States,  as  well  as  in  Canada.  Yet,  as 
autopsy  surveys  in  various  parts  of  the  United  States 
prove,  the  incidence  of  trichinosis  is  far  greater  than 
is  generally  supposed,  and  the  disease  often  remains 
unrecognized. 

With  rare  exceptions,  it  is  only  during  epidemic 
outbreaks  of  trichinosis  that  a definite  diagnosis  is 
established  early  in  the  course  of  the  disease.  Fre- 
quently, mistaken  diagnoses  include  acute  nephritis, 
angioneurotic  edema,  chronic  rheumatic  fever, 
grippe,  meningitis,  poliomyelitis,  and  typhoid  fever. 

The  following  case  reports  may  serve  as  an  illus- 
tration of  how  the  possibility  of  trichinosis  may  be 
overlooked.  Only  late  in  the  course  of  the  illness  did 
persistent  questioning  bring  out  a forgotten  incident: 
Pork  sausage,  bought  from  the  neighborhood  grocer 
(which  he  had  prepared  from  a home-raised  porker), 
had  been  tasted  while  it  was  being  cooked.  Two 
noteworthy  features  of  the  cases  reported  here  were 
the  pulmonary  involvement  and  the  massive  edema 
limited  to  the  lower  extremities.  All  three  patients, 
a mother  and  two  daughters,  became  ill  in  March, 
1948. 

Case  Reports 

Case  1. — The  fourteen-year-old  daughter  was  the 
first  member  of  the  family  to  become  ill.  She  was 
first  seen  on  March  1,  when  she  complained  of  head- 
ache, weakness,  anorexia,  nausea,  and  vomiting. 
The  physical  examination  revealed  the  following 
abnormalities:  fever  103  F.  and  slightly  distended 
abdomen  with  marked  generalized  tenderness, 
especially  prominent  in  the  right  lower  quadrant. 

The  patient  seemed  to  be  recovering  during  the 
first  few  days  when,  suddenly,  the  temperature  rose 
to  105.6  F.,  vomiting  and  abdominal  pain  recurred, 
and  a fine,  pink,  papular  eruption  appeared  on  the 
lower  abdomen,  thighs,  and  forearms.  There  was 
definite  rigidity  and  tenderness  over  McBurney’s 
point  with  marked  tenderness  in  that  area  on  rectal 
examination.  Hemoglobin  was  14  Gm.,  white  blood 
cells  12,700,  polymorphonuclear  leukocytes  87.5  per 
cent,  segmented  forms  71  per  cent,  nonsegmented 
forms  16.5  per  cent,  eosinophils  1.5  per  cent,  and 
lymphocytes  1 1 per  cent. 

She  was  hospitalized  at  this  time,  and  a surgical 
consultant  believed  there  were  no  indications  for 
operative  intervention  at  the  moment.  The  sug- 
gestion wras  made  that  the  condition  resembled  the 
early  stage  of  infectious  hepatitis.  A wide  battery  of 


Fig.  1.  Roentgenogram  taken  on  March  10 
showing  accentuated  hilar  shadows  bilaterally,  in- 
creased prominence  of  adjacent  trunks,  and  coarse 
granular  mottling  (Case  1). 


liver  function  tests,  however,  were  all  normal,  and  a 
roentgenogram  of  the  lungs  taken  on  March  10  dis- 
closed bilateral  accentuation  of  the  hilar  shadows 
with  increased  prominence  of  adjacent  trunks  and 
associated  coarse  granular  mottling  (Fig.  1).  Al- 
though the  lungs  were  clear  to  physical  examination, 
the  roentgenogram  suggested  a bilateral,  atypical 
pneumonia. 

Because  of  persistent  vomiting  and  some  dyspha- 
gia, infusions  of  glucose  and  saline  solutions  wrere 
started,  and  the  vomiting  ceased.  Despite  ad- 
ministration of  100,000  units  of  penicillin  every  three 
hours,  the  girl  became  increasingly  irritable,  con- 
fused, and  disoriented.  Kemig’s  sign  was  elicited 
bilaterally,  but  other  reflexes  remained  normal. 
The  spinal  fluid  wras  clear  and  contained  58  mg.  of 
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Fig.  2.  Roentgenogram  taken  on  March  19  show- 
ing densities  markedly  increased. 


sugar  per  cent,  36  mg.  protein,  and  659  mg.  chlorides. 
Streptomycin  treatment,  250  mg.  every  four  hours, 
was  begun. 

On  March  14,  the  girl  appeared  desperately  ill. 
The  abdomen  was  still  distended  and  tender,  al- 
though the  abdominal  cramps  had  disappeared. 
Her  breathing  was  labored,  shallow,  and  rapid.  The 
legs,  ankles,  and  feet  exhibited  marked  pitting 
edema.  The  urine  contained  4 plus  albumin  and  100 
granular  casts,  but  no  red  blood  cells,  per  high- 
power  field.  The  blood  pressure  was  80/20. 

The  following  day  the  patient  became  incon- 
tinent of  urine,  followed  on  the  next  day  by  frequent, 
foul,  muddy-brown,  liquid  stools.  She  was  semi- 
stuporous  with  a pulse  of  130,  respirations  of  52, 
and  temperature  of  105.6  F.  The  marked  pitting 
edema  extended  from  the  hips  to  the  feet.  Blood 
urea  nitrogen  was  20.3  mg.  per  cent.  Several  stool 
and  blood  cultures,  a search  for  parasites,  and 
agglutination  studies  for  enteric  infection  and  bru- 
cellosis were  all  negative.  The  patient  was  given 
four  transfusions  of  250  cc.  each  of  whole  blood  and 
was  kept  in  an  oxygen  tent. 

On  March  19,  a roentgenogram  of  the  chest  re- 
vealed extensive  bilateral  pleural  effusions  with 
pleural  thickening  (Fig.  2).  An  eosinophilia  of  30 
per  cent  was  also  noted  on  that  day,  and  this  was 
attributed  to  the  effect  of  the  streptomycin  therapy 
started  one  week  previously.  Trichinosis  was  con- 
sidered but  deemed  unlikely,  since  the  patient  de- 
nied having  eaten  raw  or  poorly  cooked  pork,  and 
the  skin  test  for  Trichinella  was  negative. 

The  first  signs  of  symptomatic  improvement  ap- 
eared  on  March  21.  At  this  time  a small  area  of 
ronchial  breathing  with  crepitant  rales  could  be 
heard  posteriorly  between  the  eighth  and  tenth  ribs. 
The  temperature  began  to  drop  by  lysis  from  this 
time  on  and  wras  normal  four  days  later.  The 
edema  and  diarrhea  disappeared,  and  appetite 
gradually  returned.  Roentgenograms  showed  pro- 
gressive and  complete  resorption  of  the  pleural 


Fig.  3.  Roentgenogram  taken  on  May  13  showing 
densities  cleared. 


effusions  (Fig.  3).  Extreme  weakness,  marked 
weight  loss,  secondary  anemia,  and  the  distended 
abdomen  persisted.  Frequent  blood  analyses  showed 
that  the  eosinophil  count  was  rising  and  finally 
reached  a level  of  75  per  cent. 

On  April  6,  the  skin  test  for  Trichinella  was 
strongly  positive.  On  April  9,  the  precipitation  test 
was  positive  in  a dilution  of  1:1,280  in  immediate 
reaction.  A complement  fixation  test,  done  at  the 
National  Institute  of  Health  on  April  24,  was  also 
positive. 

Except  for  one  day  of  diarrhea,  improvement 
wras  steady  and  convalescence  uneventful. 

Case  2. — On  March  6,  the  thirty-three-year-old 
mother  became  ill.  The  presenting  symptoms  were  a 
temperature  of  102  F.,  headache,  chill,  nosebleed, 
abdominal  pain,  profuse  sweating,  and  prostration. 
Physical  examination  revealed  only  a moderate 
tenderness  and  distention  in  the  lower  abdomen. 
The  temperature  rose  to  104  F.,  and  there  was  no 
nausea,  vomiting,  or  diarrhea.  On  March  11,  the 
patient  was  admitted  to  hospital  because  the  fever 
failed  to  subside  and  the  prostration  had  increased. 

Findings  on  admission  were  as  follows:  breathing 
rapid,  shallow,  and  somewhat  labored;  patient 
irritable  and  confused;  fever  spiking  in  character, 
rising  to  104.4  F.;  lungs  apparently  normal,  no 
cough.  A roentgenogram  of  the  chest,  however,  re- 
vealed consolidation  in  both  lungs  wrhich  was  in- 
terpreted as  bilateral  atypical  pneumonia.  The 
blood  hemoglobin  was  12.5  Gm.,  white  blood  cells 
12,300,  polymorphonuclear  leukocytes  75  per  cent, 
segmented  forms  68  per  cent,  nonsegmented  forms  7 
per  cent,  lymphocytes  21  per  cent,  and  eosinophils  4 
per  cent.  Urinalysis  revealed  a 2 plus  albuminuria 
and  3 to  4 w'hite  blood  cells  per  high  power  field. 

The  result  of  agglutination  studies  for  Brucella 
abortus,  typhoid,  and  paratyphoid  were  negative. 
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Penicillin  was  administered  without  effect.  On 
March  15  and  16,  there  were  moist  rales  and  bron- 
chial breathing  in  the  right  lung  posteriorly  over  a 
small  localized  area  at  the  base. 

Temperature  dropped  by  lysis,  and  on  March  21 
she  was  discharged  from  hospital  free  of  symptoms, 
except  for  marked  loss  of  weight,  weakness,  and 
some  abdominal  tenderness  and  distention.  Diar- 
rhea developed  after  the  patient  returned  home, 
with  8 to  12  liquid,  brown,  foul-smelling  stools 
daily,  and  lasted  for  several  weeks.  At  no  time  did 
the  patient  complain  of  muscle  pains. 

On  the  whole,  although  this  patient  at  the  onset 
gave  the  impression  of  greater  prostration  and  acuter 
Ulness  than  that  of  her  daughter,  the  course  was 
much  less  stormy  and  much  shorter. 

On  April  6,  the  skin  test  for  trichinosis  gave  an 
immediate,  strongly  positive  reaction,  and  the 
eosinophil  count  was  23  per  cent.  Precipitation 
tests  for  Trichinella  on  April  9 and  on  April  24  were 
positive,  with  an  immediate  reaction  in  a dilution  of 
1:1,280. 

Case  3. — Three  weeks  after  onset  of  illness  of  Case 
1,  the  sixteen-year-old  daughter  became  ill.  This 
illness  lasted  only  one  day  and  consisted  of  headache, 
vomiting,  abdominal  pain,  but  no  fever.  It  is  note- 
worthy that,  while  the  mother  and  other  daughter 
had  both  eaten  raw  pork  sausage,  this  girl  had  only 
tasted  it  and  spit  it  out. 


On  April  6,  skin  test  was  positive  for  Trichinella, 
and  the  eosinophil  count  was  23  per  cent.  The  pre- 
cipitation test  on  April  9 was  positive  with  an  im- 
mediate reaction  in  a dilution  of  1 : 640  and  by  heavy 
precipitation  after  four  hours  in  a dilution  of  1 : 1,280. 
On  April  24  the  precipitation  test  was  positive  with 
an  immediate  reaction  in  a dilution  of  1:320. 

Comment 

The  cases  of  trichinosis  which  are  the  subject  of 
this  report  present  the  following  unusual  features: 
(1)  absence  of  periorbital  or  facial  edema  and  of 
muscle  pains,  (2)  late  appearance  of  eosinophilia, 
(3)  bilateral  pulmonary  consolidation,  plus  effusion 
in  one  case,  (4)  marked  albuminuria,  (5)  marked 
edema  of  lower  extremities,  and  (6)  persistent  ab- 
dominal pain  and  rigidity  in  the  lower  quadrant  in 
Case  1. 

The  similarity  in  the  roentgenographic  appearance 
of  the  lungs  in  the  mother  and  younger  daughter 
(Cases  1 and  2),  combined  with  an  absence  of 
symptoms  and  physical  signs  related  to  the  apparent 
lung  pathology,  is  noteworthy.  Interesting,  too,  is 
the  absence  of  eosinophilia  at  the  time  of  maximum 
consolidation  in  the  lungs.  The  pathogenesis  and 
nature  of  the  pulmonary  pathology  is  unknown. 


ARMY  REVEALS  NEW  TREATMENTS  FOR  ATOMIC  BLAST  BURNS 


Two  new  methods  developed  by  Army  research 
to  simplify  and  improve  the  treatment  of  extensive 
radiation  burns  were  revealed  recently.  One 
treatment,  called  the  “open”  method,  is  carried 
out  without  the  use  of  any  type  of  dressing.  The 
other  type  of  treatment  requires  a standardized 
pressure  dressing.  Both  treatments  were  described 
by  Colonel  William  S.  Stone,  Commandant  of  the 
Army  Medical  Graduate  School  at  Washington, 
D.  C.,  who  spoke  on  “Individual  Protection  and 
Treatment  of  Thermal  Burns  Following  An  A-Bomb 
Explosion.” 

The  open  treatment,  new  in  medical  circles,  is 
simply  exposing  the  burned  surface  to  warm,  dry 
air,  using  no  medication.  A dry  crust  forms  in 
twenty-four  hours,  after  which  a high  calorie  nutri- 
tious diet  is  supplied. 

Infection  is  prevented  by  antibiotic  drugs.  A 
minimum  of  nursing  care  is  needed  after  formation 
of  the  dry  crust. 


Advantages  of  the  new  method  include  less  pain 
and  more  rapid  healing,  economy  of  both  time  and 
material  in  applying  large  dressings,  and  earlier 
readiness  for  skin  grafting  in  most  severe  cases. 
This  method  is  particularly  useful  in  the  treatment 
of  burns  involving  less  than  15  to  20  per  cent  of  the 
body  surface. 

The  pressure  method  is  more  applicable  to  ex- 
tensive burns  involving  more  than  20  per  cent  of 
the  body  surface.  In  this  treatment  a new  specially 
constructed  dressing  is  used  which  requires  no  change 
until  second  degree  burns  are  healed  or  third  degree 
burns  are  ready  for  skin  grafting. 

No  medication  is  used  on  the  surface  of  burns  in 
either  method.  It  has  been  found  unnecessary  to 
have  a layer  of  vaseline  gauze  against  the  burn 
surface.  Dry  gauze  does  not  adhere  and  no  diffi- 
culty is  encountered  in  removing  the  dressing  after 
fourteen  to  twenty-one  days,  but  it  should  not  be 
changed  until  the  patient  is  ready  for  skin  grafting. 
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npHE  sudden  onset  of  severe  substemal  pain  in  the 
•*"  middle-aged  or  older  individual  always  arouses 
the  suspicion  of  an  acute  coronary  occlusion,  especi- 
ally if  electrocardiographic  changes  are  present. 
The  increase  in  the  incidence  of  coronary  thrombosis 
in  the  younger  population  makes  it  imperative  that 
this  tragedy  be  considered  when  such  a painful 
episode  occurs.  However,  severe  chest  pain  need 
not  be  due  to  a coronary  occlusion  but  to  a type  of 
pericarditis  which  is  not  in  itself  serious.  At  times, 
the  chest  pain  is  of  a such  a vague  and  nondescript 
nature  that  the  examiner  may  be  completely  sur- 
prised to  hear  a pericardial  friction  rub,  for  the  possi- 
bility of  this  affliction  did  not  enter  into  his  differen- 
tial diagnostic  thinking. 

The  connotation  of  an  “inflammation  around  the 
heart”  is  always  frightening.  The  awareness  and 
recognition  that  there  is  a type  of  pericarditis  which 
offers  a good  prognosis  and  does  not  give  rise  to  seri- 
ous complications,  such  as  a constrictive  pericarditis, 
is  most  reassuring. 

It  is  the  purpose  of  this  communication  to  empha- 
size the  existence  of  a pericarditis  which  is  not  too 
well  known  and  to  point  out  some  of  the  diagnostic 
features. 

Case  Reports 

Case  1. — The  patient,  a fifty-year-old  white  male 
contracted  pulmonary  tuberculosis  in  1942.  He 
was  treated  with  a left  pneumothorax  and  left 
phrenic  nerve  resection.  His  response  to  therapy 
was  good  with  no  signs  of  tuberculous  activity  in  the 
past  six  years.  When  seen  on  February  2,  1949,  he 
stated  that  ten  hours  previously  there  was  a sudden 
onset  of  severe  substernal  and  epigastric  pain, 
respiratory  distress,  and  elevation  of  temperature. 
The  pain  had  a viselike  quality  but  did  not  radiate 
to  the  arms  or  shoulders.  The  patient  appeared 
acutely  ill  with  rapid  and  shallow  respirations.  The 
temperature  was  101  F.  and  the  pulse  110  with  an 
occasional  ventricular  extrasystole.  There  was  a 
harsh,  widespread  pericardial  friction  rub  over  the 
precordial  area  which  was  audible  throughout  both 
systole  and  diastole.  The  blood  pressure  was  120/- 
80.  An  electrocardiogram  taken  immediately  re- 
vealed an  abnormal  elevation  of  the  RS-T  segments 
in  leads  I,  II,  CF4,  and  CF6,  with  an  occasional 
ventricular  extrasystole  (Fig.  1A).  The  patient 
was  hospitalized  immediately. 

Course  in  Hospital. — The  day  after  admission,  the 
pericardial  friction  rub  was  no  longer  audible,  tem- 
perature was  101.4  F.,  and  the  patient  felt  better. 
On  the  fourth  day,  he  had  a recurrent  attack  of  sub- 
sternal  pain,  which  radiated  to  the  left  shoulder. 
This  was  accompanied  by  an  elevation  of  tempera- 
ture. A repeat  electrocardiogram  on  that  day 
showed  a decrease  in  the  height  of  the  T waves,  less 
elevation  of  the  RS-T  segments  in  leads  CF 4 and  CF6, 
and  a slight  notching  of  the  T waves  in  lead  CF6 
(Fig.  IB).  The  patient  improved  steadily.  On  the 


eleventh  hospital  day,  he  experienced  sharp  pain  in 
the  right  lower  anterior  chest  which  radiated  to  the 
right  shoulder  and  was  exaggerated  by  respirations. 
This  was  associated  with  a rapid  rise  in  temperature 
to  103  F.  Again,  he  appeared  acutely  ill,  and  ex- 
amination revealed  many  crackling  rales  over  the 
right  lower  lobe.  An  electrocardiogram  taken  that 
day  disclosed  that  the  T waves  had  become  inverted 
in  leads  I and  CF5,  flat  in  lead  II,  and  the  RS-T 
segments  were  isoelectric.  An  elevated  temperature 
and  lung  signs  persisted  for  three  days.  The  pa- 
tient made  a rapid  recovery  and  was  discharged 
from  the  hospital  on  the  seventeenth  day.  Labora- 
tory tests  showed  the  following  results: 
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X-ray  of  the  chest  taken  February  8, 1949,  showed 
opacity  of  entire  left  chest  with  a shift  of  the  medi- 
astinum to  the  left.  Right  lung  field  was  clear.  On 
February  17,  1949,  there  was  no  change  from 
previous  plate. 

Comment—  The  sudden  onset  of  precordial  pain, 
pericardial  friction  rub,  and  electrocardiographic 
changes  in  a fifty-year-old  male,  made  it  imperative 
that  one  consider  these  findings  as  due  to  a coronary 
occlusion.  The  elevation  of  the  RS-T  segments  in 
Fig.  1A  is  characteristic  for  an  acute  pericarditis,  no 
matter  what  its  etiology,  and  does  not  rule  out 
coronary  thrombosis  as  the  cause.1  However,  the 
subsequent  electrocardiograms  confirmed  the  impres- 
sion that  the  pericarditis  was  not  secondary  to  a 
myocardial  infarct. 

The  occurrence  of  sharp  pain  in  the  lower  right 
chest  on  the  eleventh  hospital  day  raised  the  prob- 
lem of  pulmonary  infarction,  for  at  this  time  the 
positive  establishment  of  a benign  pericarditis  was 
not  certain.  The  absence  of  characteristic  x-ray 
picture  did  not  eliminate  this  possibility  as  a pul- 
monary embolization  may  exist  without  actual  in- 
farction. 

Acute  benign  pericarditis  is  not  rarely  associated 
with  a pleuritis  which  was  the  reason  for  the  pain 
and  lung  findings  in  this  patient.2  Because  of  the 
previous  pulmonary  tuberculosis,  the  problem  of  a 
tuberculosis  pericarditis  arose,  but  the  patient’s 
rapid  recovery  and  subsequent  good  health  made 
this  etiology  unlikely. 

Case  2. — The  patient,  a twenty-four-year-old 
white  male,  was  first  seen  on  February  2,  1950. 
His  present  illness  began  two  weeks  previously  with 
an  upper  respiratory  infection.  Chills,  fever,  per- 
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Fig.  1.  (A)  Shows  abnormal  elevation  of  the 
R-ST  segments  in  all  leads  but  especially  in  the 
precordial.  Ventricular  extrasystoles  are  present. 

(B)  Taken  four  days  later.  Less  elevation  of  the 
R-ST  segments  in  the  precordial  leads  and  a de- 
crease in  the  height  of  the  T waves. 

(C)  Second  stage  of  a pericarditis  with  inverted  T 
waves  leads  I and  CF6,  flat  in  lead  II,  and  the  R-ST 
segments  have  become  isoelectric. 
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Fig.  2.  (A  to  D)  Second  stage  of  an  acute  peri- 
carditis; inverted  T waves  and  isoelectric  R-ST 
segments.  (E)  Return  to  normal  of  the  previously 
inverted  T waves. 


spiration,  and  weakness  persisted  constantly  during 
the  two  weeks.  No  favorable  response  was  ob- 
tained from  extensive  antibiotic  therapy.  For  the 
past  few  days,  he  had  a vague,  dull  ache  in  the 
anterior  chest  which  radiated  to  the  left  shoulder. 
He  noted  also  that,  on  arising  to  go  to  the  bathroom, 
the  chest  discomfort  was  increased  and  had  a faster 
tempo. 

The  past  history  revealed  that  while  in  the  Navy 
in  1944,  he  lifted  an  anchor  and  immediately  felt 
severe  pain  in  his  chest  which  radiated  straight 
through  to  the  back.  He  collapsed  to  the  deck  and 
lay  in  one  position  for  about  one  hour  because  mo- 
tion seemed  to  aggravate  the  discomfort.  He  was 
hospitalized  for  one  week  but  did  not  know  the 
nature  of  his  illness.  In  October,  1948,  he  de- 
veloped an  upper  respiratory  infection  which  was 
accompanied  by  a painful  pulsation  in  the  sub- 
sternal  area.  This  was  diagnosed  as  bronchitis. 
An  episode  of  substernal  pain  recurred  in  January, 
1949,  which  lasted  for  five  days.  There  was  a re- 
current attack  of  upper  respiratory  infection  and 
substernal  discomfort  in  October,  1949,  which  lasted 
for  ten  days.  He  was  hospitalized  and  told  that  he 
had  a virus  pneumonia. 

On  physical  examination,  the  patient  appeared 
moderately  ill.  The  skin  was  moist  and  warm,  and 
the  temperature  was  101  F.  The  throat  exhibited 
marked  injection,  but  no  cervical  adenopathy  was 
present.  The  lung  fields  were  clear.  The  heart 
was  not  enlarged  to  percussion;  the  rate  was  120  per 
minute  and  the  rhythm  regular.  A very  faint  to- 
and-fro  friction  rub  was  audible  at  the  level  of  the 
fourth  rib  to  the  left  of  the  sternum.  This  phenom- 
enon persisted  when  the  breath  was  held.  The 
blood  pressure  was  110/75.  The  remainder  of  the 
examination  was  normal. 

The  patient  was  hospitalized  the  following  day, 
and  an  electrocardiogram  taken  at  that  time  dis- 
closed inverted  T waves  in  leads  I,  V2,  and  V5, 
which  were  interpreted  as  due  to  the  second  stage  of 
an  acute  pericarditis  (Fig.  2A).  The  P-R  intervals 
were  normal. 

Course  in  Hospital. — The  patient  had  a moderate 
elevation  of  temperature  up  to  103  F.  for  twelve  days 
and  during  this  period  complained  of  severe  chest 
and  left  shoulder  pain.  The  pericardial  friction  rub 
persisted  until  the  seventeenth  hospital  day. 
There  was  a rapidly  developing  anemia  which  coin- 
cided with  the  discovery  of  a soft  systolic  mitral 
murmur,  independent  of  the  friction  rub. 

Very  large  doses  of  antibiotics  were  administered. 
He  was  given  also  para-aminobenzoic  acid  com- 
bined with  salicylates  because  of  the  uncertainty  as 
to  whether  or  not  the  pericarditis  was  of  rheumatic 
origin. 

The  patient  was  discharged  twenty  days  after 
admission,  fully  recovered  and  with  normal  cardiac 
findings. 

Laboratory  data  were  as  follows:  erythrocytic 
sedimentation  rate  (Wintrobe  method)  varied  from 
21  to  40  mm.  in  one  hour  on  five  different  occasions. 
Red  blood  cells  were  4,500,000  on  admission  with  84 
per  cent  hemoglobin  and  dropped  to  3,000,000  with  a 
61  per  cent  hemoglobin  on  the  ninth  hospital  day. 
It  subsequently  rose  to  3,400,000  with  a 71  per  cent 
hemoglobin  shortly  before  discharge.  White  blood 
cells  varied  from  11,200  to  15,900  on  three  occasions, 
with  a normal  differential  count.  Blood  cultures 
were  negative.  The  blood  chemistry  and  urine  were 
within  normal  limits.  X-ray  of  the  chest  revealed  a 
normal  cardiac  shadow  and  lungs. 

Two  weeks  after  discharge,  the  patient  had  a re- 
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currence  of  low-grade  temperature  and  pain  in  the 
region  of  the  left  shoulder.  Although  no  pericardial 
friction  rub  was  heard  at  this  time,  the  impression 
was  that  he  had  a mild  attack  of  the  pericarditis. 
The  erythrocyte  sedimentation  rate  at  this  time  was 
22  mm.  in  one  hour  (Wintrobe  method)  and  red 
blood  cells  4,900,000  with  a 90  per  cent  hemoglobin 
and  the  white  blood  cells  14,700  with  78  per  cent 
polymorphonuclears. 

The  patient  has  continued  in  good  health,  but  an 
electrocardiogram  taken  on  April  13,  1950,  ten 
weeks  after  the  initial  record,  still  showed  inverted  T 
waves  in  lead  I (Fig.  2D).  A record  repeated  on 
September  25  was  normal  (Fig.  2E). 

Comment. — The  problem  of  coronary  thrombosis 
did  not  arise  in  this  case.  The  chest  discomfort  was 
of  such  a vague  nature  that  the  examiner  was  sur- 
prised by  the  presence  of  the  pericardial  friction  rub. 
The  patient  gave  a clear-cut  clue  as  to  the  nature  of 
his  illness  which  was  not  properly  recognized.  He 
stated  that  when  he  got  out  of  bed  to  go  to  the  bath- 
room he  noted  “that  the  discomfort  in  the  chest  had 
a more  rapid  beat.”  This,  of  course,  was  due  to  the 
increased  rate  of  the  pericardial  rub  with  the  in- 
crease in  heart  rate. 

The  series  of  electrocardiographic  tracings  demon- 
strate the  second  stage  of  a pericarditis  with  inverted 
T waves  in  leads  I,  II,  V2,  and  V8  (Fig.  2).1  The 
pericarditis  had  existed  for  two  weeks  before  the 


initial  tracing  was  recorded  so  that  the  first  stage  of  a 
pericarditis,  elevation  of  the  R-ST  segments  in  leads 
I and  II,  had  already  passed  (Fig.  2A).  The  P-R 
interval  was  not  prolonged  in  any  of  the  tracings. 

It  appears  that  the  previous  episodes  during  the 
past  four  years  were  caused  by  the  same  process 
which  went  unrecognized.  The  recurrence  of  the 
benign  type  of  pericarditis  has  been  noted  in  several 
reports.2’3 

The  question  of  a rheumatic  etiology  naturally 
arose  because  of  the  patient’s  age.  Although  a 
rheumatic  pericarditis  need  not  be  preceded  or 
accompanied  by  a rheumatic  polyarthritis,  the  two 
are  usually  associated.  The  only  moderately  ele- 
vated erythrocytic  sedimentation  rate,  the  normal 
P-R  intervals  on  repeated  electrocardiograms,  the 
lack  of  endocardial  and/or  myocardial  involvement 
after  repeated  attacks  of  pericarditis  all  seem  to  point 
away  from  a rheumatic  etiology.  The  systolic  mur- 
mur which  was  present  for  a few  days  was  probably 
due  to  the  anemia. 
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ALUMINUM  GELS  IN  THE  MANAGEMENT 

Results  of  this  new  therapeutic  approach  in  the 
management  of  a limited  number  of  cases  are  suffi- 
ciently encouraging  to  warrant  more  widespread 
clinical  trials  of  aluminum  gels  in  the  management 
of  renal  calculi,  according  to  a report  on  22  cases 
treated  for  varying  periods  of  time  ranging  from  two 
to  seven  years. 

These  patients  received  a diet  moderately  low  in 
phosphorus  which  was  kept  fairly  constant.  Basic 
aluminum  carbonate  gel  proved  the  most  effective 
in  reducing  phosphorus  in  the  urine.  Total  daily 
dosage  was  from  80  to  180  cc.  in  equally  divided 
doses  one  hour  after  each  meal  and  at  bed  time. 
Tendencies  to  constipation  were  controlled  by  mild 
cathartics.  No  other  ill  effects  of  any  significance 
are  reported. 

Advantages  of  this  method  for  the  reduction  of 
urinary  phosphorus  excretion  include  continued 
effectiveness  in  the  presence  of  urinary  tract  infec- 


OF  RENAL  PHOSPHATIC  CALCULI 
tion  with  ammonia  forming  organisms,  which  is  not 
true  of  acid  ash  diets  of  acidifying  agents.  Also, 
aluminum  gels  do  not  introduce  the  hazard  of  acido- 
sis when  renal  functional  impairment  is  present. 

This  therapeutic  regimen  is  not  intended  to  re- 
place indicated  surgical  intervention,  rather  the 
apparent  deterrent  influence  of  this  regimen  against 
recurrence  of  stones  seems  to  recommend  it  for  post- 
operative management.  It  should  also  be  con- 
sidered as  an  adjuvant  for  the  management  of  condi- 
tions requiring  enforced  immobilization  with  its 
hazard  of  phosphate  stone  formation  in  the  tract. 
Also,  it  can  be  recommended  in  systemic  condi- 
tions like  hyperparathyroidism  where  surgical 
correction  is  not  resorted  to,  or  as  a part  of  the  pro- 
gram in  the  management  of  other  types  of  stones.— 
Ephraim  Shoor,  M.D.,  and  Anne  C.  Carter,  M.D., 
Journal  of  the  American  Medical  Association,  De- 
cember SO,  1950. 


PRIMARY  OVARIAN  PREGNANCY 
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Eugenia  Fronczak,  M.D.,  Buffalo,  New  York 

( From  the  Millard  Fillmore  Hospital) 


PRIMARY  ovarian  pregnancy  is  a rare  occurrence, 
and  the  total  number  of  reported  cases  is  com- 
paratively small.  Each  authentic  case  is,  therefore, 
of  sufficient  interest  to  merit  inclusion  in  the  litera- 
ture. 


Case  Report 

This  twenty-nine-year-old,  gravida  0,  Para  0 was 
admitted  to  the  hospital  on  February  20,  1948  with 
the  following  history:  She  had  been  married  for  ten 
months  with  no  suspected  pregnancy  at  any  time. 
Her  periods  began  at  age  fifteen,  lasted  four  to  five 
days,  and  recurred  regularly  every  twenty-eight 
days.  This  regularity  continued  without  interrup- 
tion until  February,  1948,  at  which  time  her  period 
was  ten  days  late,  beginning  on  February  16.  She 
noted  the  usual  amount  of  flow,  but  severe  pain 
accompanied  this  bleeding.  The  previous  period 
had  begun  on  January  6,  1948,  and  was  normal  in  all 
respects. 

Since  January,  1948,  she  had  noted  severe  cramps 
in  the  lower  abdomen  on  three  different  occasions, 
the  first  two  of  which  subsided  without  treatment, 
but  the  third  (three  weeks  before  admission)  was  so 
severe  as  to  require  the  attention  of  a physician  who 
diagnosed  “gallstone  colic”  and  treated  her  with 
repeated  injections  of  morphine.  This  pain  localized 
in  the  lower  central  abdomen  as  a dull  constant  ache, 
occasionally  sharp,  and  persisted  through  the  time 
of  admission  to  the  hospital.  She  had  been  con- 
stipated during  this  period  with  much  pain  on 
defecation  and  noted  that  her  stools  were  clay- 
colored  in  appearance.  There  had  been  episodes  of 
nausea  with  occasional  emesis. 

The  patient  volunteered  that  she  thought  the 
veins  of  her  abdomen  during  this  period  were  more 
prominent  and  dilated.  The  remainder  of  her  func- 
tional inquiry  was  essentially  negative,  and  past  his- 
tory was  not  remarkable.  There  was  no  history 
indicating  possible  pelvic  inflammatory  disease. 

Physical  examination  revealed  a young,  appre- 
hensive, white  female,  weighing  124  pounds,  in 
moderate  distress.  Her  temperature  was  98.6  F., 
pulse  60,  blood  pressure  110/80.  Heart  and  lungs 
were  negative,  and  positive  physical  findings  were 
limited  to  her  abdomen. 

The  abdomen  was  slightly  distended  with  fullness, 
muscle  spasm,  and  tenderness  on  palpation  over  the 
right  lower  quadrant.  On  vaginal  examination  the 
cervix  was  found  to  be  softened;  there  was  a slight 
bloody  discharge,  and  the  uterus  was  slightly  en- 
larged, with  pain  on  motion  of  the  cervix.  A very 
tender  mass  was  palpated  in  the  right  adnexa.  Urin- 
alysis was  essentially  negative.  Blood  count  showed 
the  hemoglobin  to  be  11  Gm.,  red  blood  cells  4,050,- 
000,  white  blood  cells  11,100,  with  a differential 
count  of  28  bands,  37  filaments,  5 intermediate,  and 
30  lymphocytes.  A diagnosis  of  ectopic  pregnancy 
was  made. 

A laparotomy  was  performed  by  one  of  us  (J.C.H.), 
and  operative  findings  were  as  follows:  On  opening 
the  peritoneum  free  blood  was  found  in  the  abdom- 
inal cavity.  The  left  tube  and  ovary  were  within 
the  limits  of  normal.  The  right  tube  appeared  nor- 
mal as  did  the  uterus.  The  cul-de-sac  was  filled 


Fig.  1.  Low-power  photomicrograph  of  section 
through  the  ovary  demonstrating  chorionic  villi 
within  the  ovary  surrounded  by  a layer  of  vacuolated 
lutein  cells. 


with  blood  clot  and  a large  hemorrhagic  ovary. 
Apparently  there  had  been  considerable  bleeding 
with  some  organization  of  the  clot,  and  an  ovarian 
cyst  measuring  approximately  7 cm.  in  diameter  was 
found,  adherent  by  blood  clot  to  the  cul-de-sac. 
Dissection  of  this  structure  caused  considerable 
bleeding  which  was  controlled  with  packing.  The 
right  tube  and  ovary  were  removed  by  ligation  and 
excision.  The  tissue  was  very  friable,  and  even  the 
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pressure  of  the  hemostat  caused  the  right  broad  liga- 
ment to  break. 

The  patient  made  an  uneventful  recovery  and  was 
discharged  on  her  tenth  postoperative  day.  She 
became  pregnant  again  a year  later  in  February 
1949,  and  on  October  23,  1949,  was  delivered  of  an 
8-pound  female  child  by  low  forceps  and  episiotomy. 
Her  periods  were  re-established  six  weeks  post- 
partum. 

The  pathologic  specimen  was  described  as  follows: 
There  is  a patent  fallopian  tube  7 cm.  in  length 
which  does  not  appear  grossly  remarkable.  At- 
tached to  this  tube  by  a membranous  sheet  of 
tissue  is  a mass  measuring  6 by  4 by  4 cm.,  the 
outer  surface  of  which  shows  organized  blood  clot. 
On  section  through  this  mass  there  is  seen  a 1-cm. 
rim  of  ovarian  tissue  surrounding  and  almost 
entirely  encapsulating  a dark  hemorrhagic  tissue 
resembling  blood  clot.  At  the  center  of  this  tissue 


there  is  a cavity  measuring  1.4  cm.  in  diameter, 
lined  by  a smooth  membrane.  No  fetus  is  seen. 

Numerous  microscopic  sections  disclose  an 
ovary,  in  the  substance  of  which  and  situated  a 
short  distance  below  the  cortex  is  found  clotted 
blood  containing  chorionic  villi  and  Langhan’s  cells 
(Fig.  1).  The  edges  of  this  clotted  mass  are  sur- 
rounded by  vacuolated  lutein  cells  giving  the 
impression  that  this  pregnancy  occurred  not  only 
in  the  ovary  but  further  that  it  took  place  in  the 
site  of  a corpus  luteum  (Fig.  2).  Sections  of  the 
fallopian  tube  are  not  remarkable. 

Summary 

We  have  presented  a case  of  primary  ovarian 
pregnancy  fulfilling  Spiegelberg’s  criteria,  and 
furthermore,  with  implantation  occurring  in  the  site 
of  a corpus  luteum. 


THYROID  ENLARGEMENT  DUE  TO  HEMORRHAGE 

Bernard  J.  Ficarra,  M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Surgery,  St.  Peter's  Hospital ) 


A MOST  unusual  cause  for  a sudden  rapid  enlarge- 
^ ^ ment  of  the  thyroid  gland  is  acute  hemorrhage. 
This  type  of  thyroid  enlargement  is  confined  to  the 
older  patient.  In  three  patients  observed  by  us  all 
were  over  sixty  years  of  age.  In  each  of  these  pa- 
tients a pre-existing  enlargement  of  the  thyroid 
gland  was  present  without  toxic  symptoms.  How- 
ever, a sudden  massive  enlargement  of  the  gland 
prompted  medical  attention.  The  reason  for  the 
anxiety  was  difficulty  in  breathing  and  “wheezing 
respirations.” 


Case  Report 

A seventy-three-year-old  housewife  was  seen  for 
the  first  time  in  January,  1950.  At  that  time  she 
presented  the  history  of  enlargement  of  the  thyroid 
gland  to  massive  size  over  a period  of  four  months. 
She  did  have  a small  mass  in  her  neck  for  twenty- 
five  years.  The  sudden  growth  of  the  mass  in  the 
neck  was  associated  with  respiratory  distress  and 
“wheezing”  noises  with  expiration  and  inspiration. 
Respiratory  relief  was  obtained  when  the  patient 
sat  up  in  bed,  which  caused  the  mass  to  come  for- 
ward and  cease  to  compress  the  trachea. 

In  April,  1950,  a total  thyroidectomy  was  per- 
formed. Massive  cystic  adenomata  were  removed. 
Within  the  adenomata  were  found  yellow  serous 
fluid  and  old  blood  clots.  An  elective  tracheotomy 
was  performed  at  the  time  of  operation.  The  post- 
operative course  was  uneventful,  and  the  patient 
was  discharged  with  complete  freedom  from  her  res- 
piratory distress. 

The  operative  specimen  was  carefully  studied. 
The  large  areas  of  thyroid  tissue  were  well  circum- 
scribed chronic  adenomata  with  cystic  degeneration. 
Yellow  serous  fluid  and  old  blood  clots  were  con- 
tained within  the  cysts.  Arterioles  were  found 
showing  marked  arteriosclerosis  as  was  also  evident 


Fig.  1.  Preoperative  photograph. 


clinically  by  palpation  of  some  of  the  major  blood 
vessels.  The  entire  pathologic  picture  was  not  in- 
consistent with  a rupture  of  an  arteriosclerotic  blood 
vessel  with  hemorrhage  into  previous  adenomata. 
The  hemorrhage  increased  the  size  of  the  gland  until 
the  pressure  within  the  gland  equaled  or  became 
greater  than  the  systolic  blood  pressure.  When  this 
stage  was  reached,  bleeding  ceased.  The  result, 
however,  was  a massive  enlargement  of  the  thyroid 
gland  with  compression  of  adjacent  structures. 


CHRONIC  PERFORATION  OF  THE  UTERUS 
Donald  Wray  Spratt,  M.D.,  New  York  City 
( From  the  Woman’s  Hospital) 


'T'HIS  case  is  reported  because  of  its  unusual  na- 
"*■  ture  and  the  fact  that  it  simulated  a well-known 
but  infrequent  accident  of  pregnancy. 

Case  Report 

B.  D.,  a twenty-eight-year-old  housewife,  gravida 
3,  Para  2,  in  her  ninth  month  of  pregnancy,  was 
admitted  to  the  hospital  complaining  of  severe  ab- 
dominal cramps.  The  pregnancy  had  been  unevent- 
ful until  the  afternoon  of  admission  when  she  was 
suddenly  seized  with  severe  abdominal  pain  which 
caused  her  to  double  up  in  agony.  She  was  seen 
soon  thereafter  by  her  family  physician  who  gave 
her  morphine,  l/\  grain,  with  little  relief,  and  she  was 
then  immediately  transferred  to  the  hospital. 

The  patient  had  had  an  appendectomy  ten  years 
previously  and  had  been  delivered  of  two  normal 
children  since  then.  About  one  year  prior  to  this 
admission,  a dilation  and  curettage  had  been  per- 
formed following  an  incomplete  abortion.  Recovery 
had  been  uneventful. 

Physical  examination  revealed  nothing  unusual 
except  in  the  abdomen.  The  uterus  was  enlarged  to 
full-term  size,  and  the  entire  area  over  the  uterus  was 
extremely  tender.  Pressure  over  the  uterus  caused 
marked  discomfort.  There  was  rebound  tenderness 
in  the  area  around  the  uterus.  Fetal  heart  sounds 
were  present  in  the  left  lower  abdominal  quadrant, 
rate  148.  There  was  no  evidence  of  vaginal  bleed- 
ing, and  the  presenting  part  was  not  engaged.  The 
cervix  was  not  effaced  or  dilated. 

Initial  laboratory  studies  revealed  erythrocytes 
3,740,000  and  hemoglobin  8.6  Gm.  Voided  urine 
showed  specific  gravity  1.017,  a few  white  cells  per 
high  power  field,  and  many  motile  bacteria. 

In  view  of  the  severe,  acute  abdominal  episode 
which  was  presumed  to  be  due  to  an  abruptio  pla- 
centa with  concealed  hemorrhage,  immediate  lapa- 
rotomy under  general  anesthesia  was  performed, 
When  the  peritoneal  cavity  was  opened,  a large 
amount  of  turbid  fluid  escaped.  Closer  examina- 
tion revealed  this  to  be  amniotic  fluid  issuing  from  a 
small  aperture  in  the  fundus  of  the  uterus.  There 
was  no  evidence  of  blood  in  the  peritoneal  cavity.  A 
low  cervical  cesarean  section  was  then  performed  and 
a normal  female  infant  delivered.  Following  de- 
livery, profuse  hemorrhage  necessitated  supracervi- 
cal hysterectomy,  and  the  patient  was  given  1,000  cc. 
of  whole  blood  while  on  the  operating  table. 

The  postoperative  course  was  uneventful  except 
for  an  immediate  postoperative  temperature  rise  to 
102  F.,  which  was  easily  controlled  with  antibiotic 
therapy.  The  patient  was  discharged  in  good  con- 
dition on  the  eighth  postoperative  day. 

Pathologic  Report. — Gross  examination  of  the 
uterus  revealed  the  following  (Fig.  1) : At  the  fundus 
there  was  an  oval  perforation  measuring  2 by  3 cm. 
with  its  long  axis  between  the  cornua.  This  perfo- 
ration easily  admitted  the  index  finger.  The  edge 
of  the  opening  was  smooth  and  rolled  with  many  tiny 
serosal  vessels  converging  toward  it.  The  aperture 
gave  the  impression  of  having  been  of  long  standing 
with  moderate  fibrosis  and  contraction  having  oc- 
curred to  give  it  the  appearance  just  described. 
About  the  edge  of  the  opening,  there  were  only  tiny 

Since  this  article  was  submitted  for  publication,  Dr.  Spratt 
has  been  recalled  to  active  duty  with  the  Navy  and  is  at  pres- 
ent assigned  to  the  Murphy  Army  Hospital,  Waltham,  Massa- 
chusetts. 


Fig.  1.  Operative  specimen. 

fragments  of  what  may  have  been  a peritoneal  cover- 
ing. It  was  felt,  however,  after  closer  examination 
that  the  aperture  had  never  been  covered  by  perito- 
neum. Examination  of  the  endometrium  showed  it 
extending  along  the  wall  of  the  perforation  almost  to 
the  peritoneal  surface. 

Microscopic  examination  showed  decidual  endo- 
metrium lining  the  perforation.  This  could  be  fol- 
lowed to  the  edge  of  the  serosal  surface,  and  in  some 
areas  a decidual  response  was  even  found  on  the 
peritoneal  surface  of  the  uterus  beside  the  aperture. 

Comment 

In  reconstructing  the  history  of  this  case  in  light 
of  the  operative  and  pathologic  findings,  the  chain 
of  event  seems  to  have  been  as  follows: 

Apparently  the  fundus  of  the  uterus  was  perfo- 
rated during  the  dilation  and  curettage  one  year 
prior  to  this  admission.  Instead  of  the  perforation 
healing  and  becoming  obliterated,  endometrium 
must  have  grown  out  to  invest  the  wall  of  the  perfo- 
ration and  created  a permanent  fistula  with  a minute 
aperture.  That  this  is  true  is  borne  out  by  the 
pathologic  findings  of  decidual  reaction  along  the 
wall  of  the  perforation  and  even  extending  onto  the 
peritoneal  surface  of  the  uterus. 

In  the  nonpregnant  uterus,  this  aperture  was  al- 
most obliterated,  but  as  the  uterus  became  distended 
and  its  wall  stretched  out  by  pregnancy,  the  poten- 
tial opening  became  a real  one  covered  only  by  the 
amniotic  sac.  No  definite  peritoneal  covering  of  the 
fistula  could  be  found  after  microscopic  search. 

Near  term,  the  only  covering  of  the  fistula,  the 
amniotic  sac,  ruptured,  and  the  amniotic  fluid  es- 
caped into  the  general  peritoneal  cavity  causing  ex- 
treme pain  by  irritation.  There  was  no  bleeding 
about  the  aperture  to  indicate  recent  rupture  of  the 
uterus  at  this  point. 

Summary 

An  unusual  case  of  chronic  perforation  of  the 
uterus  with  acute  symptoms  simulating  abruptio 
placenta  with  concealed  hemorrhage  is  reported. 
No  previous  similar  case  could  be  found  in  the  avail- 
able literature. 
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HEMANGIOMA  OF  THE  KIDNEY 

Louis  G.  Raff,  M.D.,  and  W.  Gordon  Podolsky,  M.D.,  Bayside,  New  York 


"LJEMANGIOMA  of  the  kidney  is  a rare  condition. 

_L  Among  13,  219  necropsies  at  the  Boston  City 
Hospital  up  to  January  1,  1939,  there  was  not  one 
hemangioma  of  the  kidney.  Bell  in  1936  found  one 
instance  in  30,000  necropsies.1  Through  August, 
1944,  two  cases  of  hemangioma  of  the  kidney  have 
been  reported  at  the  Mayo  Clinic.2’3  Up  to  Sep- 
tember, 1947,  there  have  been  only  69  examples  of 
renal  hemangioma  reported;  of  these,  only  11  cases 
of  hemangioma  of  the  kidney  pelvis  could  be  found 
in  the  literature. 

Case  Report 

A woman,  aged  forty,  was  seen  in  the  office  on 
June  26,  1950.  She  stated  that  she  had  pain  in  the 
right  flank.  She  had  passed  no  blood  in  the  urine. 
Urine  analysis  did  not  reveal  any  abnormality.  She 
was  treated  with  bed  rest,  diathermy,  and  sedation. 
On  July  9,  1950,  she  was  seen  again  because  of  con- 
tinued pain  and  frequency  of  urination.  These 
symptoms  were  exacerbated  when  she  lay  upon  the 
right  side. 

The  patient  was  hospitalized.  No  abnormalities 
were  found  on  physical  examination  other  than  pain 
on  deep  palpation  in  the  right  flank.  The  hemoglo- 
bin was  11.2  Gm.  The  erythrocyte  count  was 
4,000,000  and  the  leukocyte  count  8,800  with  a nor- 
mal differential.  Catheterized  urine  during  cystos- 
copy revealed  numerous  red  blood  cells  on  the  right 
side  and  occasional  red  cells  on  the  left.  Retrograde 
urography  revealed  the  following:  The  right  kid- 

ney shows  an  irregular  filling  defect  within  a partly 
distended  infundibulum  of  the  upper  calyx  and  con- 
tiguous portion  of  the  upper  kidney  pelvis  (Fig.  1). 
This  is  persistent  even  after  the  catheters  have  been 
removed.  The  general  impression  is  that  the  filling 
defect  in  the  infundibulum  of  the  upper  calyx  of  the 
right  kidney  apparently  is  due  to  neoplasm. 

On  July  15,  1950,  an  exploratory  operation  was 
performed  under  a combination  of  spinal  and  intra- 
venous anesthesia.  Grossly  the  kidney  appeared 
normal.  Because  of  the  urographic  findings,  the 
kidney  was  removed. 

The  pathologist’s  report  (Dr.  Samuel  Barland) 
was  as  follows : The  capsule  of  the  kidney  stripped 
easily.  The  lower  pole  presented  a depressed, 
puckered,  oval  area  in  the  cortex  having  the  typical 
gross  features  of  a healed  infarct.  The  pelvis  showed 
the  inner  surface  to  be  covered  by  irregular,  small, 
raised,  brown  areas  measuring  from  2 to  5 mm.  in 
diameter.  Several  similar  areas  were  found  in  the 
upper  calyx.  Microscopic  sections  showed  these 
areas  to  consist  of  thin- walled  vessels  distended  by 
blood.  The  diagnosis  was  cavernous  hemangioma 
of  the  kidney  pelvis  and  calyx. 

Convalescence  was  uneventful,  and  the  patient 
left  the  hospital  on  the  fourteenth  postoperative 
day.  Since  then  the  patient  has  remained  symptom- 
free. 

Comment 

The  symptoms  of  hemangioma  of  the  kidney  are 
hematuria,  renal  colic,  and  passage  of  blood  clots. 
Frequently  the  bleeding  is  so  profuse  that  emer- 
gency nephrectomy  is  indicated.  The  diagnosis  can 
seldom  be  made  clinically.  Nephrectomy  is  the 


Fig.  1.  Retrograde  urogram  showing  an  irregu- 
lar filling  defect  within  a partly  distended  infundib- 
ulum of  the  upper  calyx  and  contiguous  portion  of 
the  upper  right  kidney  pelvis. 

treatment  of  choice,  especially  if  the  source  of  bleed- 
ing evades  detection  at  the  operating  table.  Since 
a bleeding  kidney  cannot  possibly  be  a completely 
normal  organ,  it  is  evident  that  little  if  any  risk  is 
involved  in  its  removal,  provided  of  course  that  its 
mate  is  uninvolved. 

This  case  is  reported  because  of  its  rarity.  Only 
11  cases  of  hemangioma  of  the  kidney  pelvis  could 
be  found  in  the  literature.4  The  symptoms  and 
clinical  findings  in  this  case  were  entirely  consistent 
with  those  generally  described  as  being  characteristic 
of  hemangioma  of  the  kidney  pelvis,  except  for  the 
absence  of  hematuria.  It  is  our  belief  that  the  ex- 
planation of  this  inconsistency  is  that  the  ureter  was 
obstructed  by  a blood  clot.  The  manipulation  of 
the  ureteral  catheter  in  dislodging  this  clot  resulted 
in  a gush  of  bloody  urine. 
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CORRESPONDENCE 


THE  DEUTSCH  ARTICLE  IN  THE  WOMAN’S  HOME  COMPANION 


(The  following  telegram  to  the  Woman’s  Home 
Companion  was  sent  jointly  by  the  American  Hos- 
pital Association  and  the  American  Medical  As- 

We  wish  to  protest  strongly  the  tone  of  “Trouble 
in  Our  Hospitals”  by  Aloert  Deutsch  in  the  current 
issue  of  Woman’s  Home  Companion. 

While  it  is  true  there  are  some  areas  of  disagree- 
ment between  physicians  and  hospitals — just  as 
there  are  in  all  human  relationships — the  author  of 
this  article  has  magnified  these  differences  of  opinion 
out  of  all  proportion  to  the  truth.  His  statement 
that  “Tne  A.M.A.  and  the  hospitals,  which  should 
be  marching  hand  in  hand  toward  better  services  for 
the  sick,  are  locked  in  combat,”  is  nothing  short  of 
sensationalism. 


sociation  to  protest  “Trouble  in  Our  Hospitals” — 
an  article  by  Albert  Deutsch  in  the  May  issue  of  the 
magazine.) 

The  doctors  and  hospitals  have  always  cooperated 
in  efforts  to  deliver  the  best  possible  medical  care 
and  will  continue  to  do  so.  Any  differences  are  be- 
ing ironed  out  peaceably  around  the  conference 
table. 

George  F.  Lull,  M.D.,  Secretary 
and.  General  Manager 
American  Medical  Association 

George  Bugbee,  Secretary 
American  Hospital  Association 


THE  HOMOSEXUAL  AND  THE  SEX  CRIMINAL 


To  the  Editor: 

I read  the  interesting  editorial,  “The  Homosexual 
and  the  Sex  Criminal,”  in  the  issue  of  February  15. 

I would  like  to  draw  attention  to  the  clinically 
proved  fact  stated  by  a number  of  analytic  investi- 
gators (Jones,  Boehm,  Wulff,  etc.)  that  homosexual- 
ity is  a medical  psychiatric  problem,  that  in  the 
great  majority  of  cases  it  is  a specific  subdivision  of 
severe  neurosis,  and — curable.  In  his  recent  book, 
Neurotic  Counterfeit-Sex  (Grune  and  Stratton,  New 
York  City),  Edmund  Bergler,  M.D.,  exemplifies  in 
long  chapters,  with  extensive  case  histories,  male 
and  female  homosexuals,  summarizing  his  psycho- 
analytic experiences  over  a period  of  twenty  years 
with  approximately  one  hundred  patients.  Kinsey 
claims  that  every  third  man  after  puberty  has  had 
some  homosexual  experiences.  This  appears  to  be 
an  exaggeration  which  Bergler  refers  to  as  “The 
Myth  of  the  New  National  Disease,”  since  it  would 
mean  that  there  are  about  eighteen  million  male 
homosexuals  in  the  United  States.  I can  confirm 


from  my  own  psychotherapeutic  work  with  a num- 
ber of  homosexuals  the  validity  of  Dr.  Bergler’s 
theoretic  and  therapeutic  findings. 

Further  studies  are  imperative,  considering  the 
frequency  of  homosexuality.  In  both  sexes  it  is 
more  widespread  than  one  might  assume. 

The  editorial  invited  answers  to  the  question  of 
whether  or  not  homosexuality  is  a medical  problem. 
It  is,  and  the  response  to  the  psychotherapeutic 
management  is  most  gratifying. 

Benjamin  Wintrob,  M.D. 

167  College  Street 
Toronto,  Ontario 
February  28,  1951 

[We  propounded  the  question  in  this  editorial 
whether  homosexuality  was  a social  or  a medical 
problem.  Here  is  one  reply;  we  await  others.  An- 
other condemned  a radical  attitude  toward  these 
people;  still  another  (anonymous,  of  course)  con- 
doned the  practice. — The  Editors] 
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SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY  OF 

THE  STATE  OF  NEW  YORK 


THE  Council  met  on  May  2,  1951,  immediately 
after  the  meeting  of  the  House  of  Delegates,  in 
the  offices  of  the  Medical  Society  of  the  County  of 
Erie,  Hotel  Statler,  Buffalo,  President  Kenney  in 
the  chair. 

Secretary’s  Report 

Remission  of  Assessments. — Remission  of  annual 
dues  was  voted  for  nine  members  for  1951  because 
of  service  in  the  armed  forces  and  for  two  members 
on  account  of  illness;  one  member’s  dues  were  re- 
funded. 

The  secretary  reported  that  the  Board  of  Trustees 
voted  affirmatively  upon  the  Council’s  recommen- 
dation to  contribute  $500  to  the  National  Society 
for  Medical  Research  and  to  pay  a bill  to  Mrs. 
James  J.  Rooney. 

Dr.  Anderton  reported  his  attendance  at  meetings 
in  New  York  City  of  the  Muscular  Dystrophy  Asso- 
ciation, the  Cerebral  Palsy  Society,  the  New  York 
State  Society  for  Medical  Research,  as  well  as  meet- 
ings of  the  Medical  Grievance  Committee  of  the 
New  York  State  Department  of  Education,  the  New 
York  County  delegation  to  the  House  of  Delegates, 
the  annual  meeting  of  the  Board  of  Directors  and 
Corporation  of  the  Veterans’  Medical  Service  Plan 
of  New  York,  Inc.,  the  New  York  State  Medical 
Advisory  Committee  to  Selective  Service,  several 
committee  meetings,  and  the  sessions  of  the  House 
of  Delegates. 

He  also  stated:  “At  the  last  meeting  of  the  Board 
of  Trustees,  there  was  discussion  in  regard  to  pre- 
senting the  retiring  president  of  the  Medical  Society 
of  the  State  of  New  York  with  a framed  scroll  in 
addition  to  his  medal  of  honor.  The  Trustees  de- 


cided this  subject  was  not  within  their  purview. 
Therefore,  your  secretary  takes  the  liberty  to  recom- 
mend that  the  Council  vote  that  a scroll  of  office  be 
presented  to  each  living  past-president  of  the  Medi- 
cal Society  of  the  State  of  New  York,  and  that  it  be 
the  policy  to  present  a scroll  to  each  retiring 
president  in  the  future.” 

After  discussion,  approval  was  voted. 

The  Treasurer's  report  was  accepted. 

Report  of  the  Executive  Officer 

Dr.  Hannon  reported  that  five  district  branch 
executive  committee  meetings  had  been  arranged 
for  May,  and  that  as  many  as  possible  would  be  held 
before  the  meeting  of  the  American  Medical  Asso- 
ciation House  of  Delegates. 

Reports  of  Committees 

Legislation. — In  the  absence  of  a chairman,  Dr. 
Geis  stated  that  recommendations  from  the  Sub- 
committee on  Cults  to  the  House  of  Delegates  had 
been  referred  again  to  the  Council. 

Public  Health  and  Education. — Dr.  Curphey, 
chairman,  reported  a meeting  of  the  Subcommittee 
on  Blood  Banks  at  which  recommendations,  al- 
ready reported  to  the  House  of  Delegates,  had  been 
made  to  Dr.  Hilleboe  as  State  Civil  Defense  Medical 
Officer. 

The  President  stated  that  the  next  meeting  would 
be  held  on  Thursday,  May  31,  at  9 a.m.  at  292  Madi- 
son, Avenue,  New  York  City. 


ERRATUM 

In  the  “Summary  of  Minutes  of  the  Council”  for  the  meeting  of  March  8,  1951, 
published  in  the  May  15,  1951,  issue  of  the  New  York  State  Journal  of  Medicine, 
page  1344,  an  error  occurred  in  the  report  of  the  Publication  Committee.  The  item  re- 
ferring to  the  advertising  income  of  the  Journal  for  the  months  of  January  and  Febru- 
ary, 1951,  should  read  “an  increase  of  $11,054  over  the  corresponding  period  of  1950.” 
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NECROLOGY 


Max  Beckman,  M.D.,  of  New  York  City,  died  on 
May  4,  1950,  at  the  age  of  sixty-three.  Dr.  Beck- 
man received  his  medical  degree  from  the  University 
of  Vienna  in  1911.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


William  Meddaugh  Dunning,  M.D.,  of  the  Bronx, 
died  on  May  11  at  his  home,  after  a long  illness,  at 
the  age  of  eighty-two.  Dr.  Dunning  received  his 
medical  degree  from  the  New  York  University 
Medical  School  in  1892.  Until  his  retirement  five 
years  ago,  he  had  served  for  thirty-five  years  on  the 
surgical  staff  of  the  Bronx  Eye  and  Ear  Infirmary 
and  for  many  years  was  professor  of  ear  and  throat 
diseases  at  the  former  Fordham  Medical  College. 
He  was  also  consulting  otologist  at  the  Fordham 
Hospital.  A Diplomate  of  the  American  Board  of 
Otolaryngology,  Dr.  Dunning  was  a member  of  the 
Bronx  Otolaryngological  Society,  the  New  York 
Academy  of  Medicine,  the  Bronx  County  Medical 
Society  of  which  he  was  a former  president,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Harold  Irving  Freeman,  M.D.,  of  the  Bronx,  died 
on  December  10,  1950,  at  the  age  of  sixty-three. 
Dr.  Freeman  received  his  medical  degree  from  the 
New  York  University  and  Bellevue  Hospital  Medi- 
cal College  in  1912.  He  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Richard  A.  Henderson,  M.D.,  of  Brooklyn,  died 
on  April  12  at  the  age  of  seventy-six.  Dr.  Hender- 
son received  his  medical  degree  from  the  Long  Island 
College  Hospital  Medical  School  in  1897.  He  was 
consultant  in  internal  medicine  at  the  Brooklyn  Eye 
and  Ear  Hospital  and  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


George  Canfield  Lyons,  M.D.,  of  Larchmont,  died 
on  May  9 at  his  home  at  the  age  of  seventy-one. 
Dr.  Lyons  received  his  medical  degree  from  the 
New  York  University  and  Bellevue  Hospital  Medi- 
cal College  in  1905  and  served  on  the  staff  of  the 
Blackwell’s  Island  Penitentiary  Hospital  and  the 
Westchester  County  (now  Grasslands)  Hospital. 
During  World  War  I he  served  as  a captain  in  the 
U.S.  Army  Medical  Corps  and  at  one  time  was  in 
charge  of  the  base  hospital  at  Camp  Travis,  San 
Antonio,  Texas.  Dr.  Lyons  was  a member  of  the 
Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Hugh  Chauncey  McDowell,  M.D.,  of  Buffalo, 
died  on  May  20  of  a heart  attack  while  playing  golf, 
at  the  age  of  sixty-four.  Dr.  McDowell  was  gradu- 
ated from  the  University  of  Buffalo  School  of  Medi- 
cine in  1911  and  interned  at  the  Buffalo  General 


Hospital.  He  was  associate  attending  obstetrician 
at  the  Buffalo  General  and  the  Meyer  Memorial 
Hospitals  and  obstetrician  and  gynecologist  at  the 
Millard  Fillmore  Hospital,  all  in  Buffalo.  Dr. 
McDowell  was  a member  of  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Bernard  Francis  Schreiner,  M.D.,  of  Buffalo,  died 

on  May  8 at  the  age  of  sixty-four.  Dr.  Schreiner 
was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1909  and  had  been  cancer 
physHan  at  the  Roswell  Park  Memorial  Institute 
in  Buffalo  from  1939  to  1945,  when  he  retired.  The 
author  of  many  articles  on  cancer,  Dr.  Schreiner  was 
a Diplomate  of  the  American  Board  of  Radiology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Radium  Society,  the  Radio- 
logical Society  of  North  America,  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Abraham  Shorr,  M.D.,  of  Brooklyn,  died  on  May 
14  at  the  Jewish  Hospital  at  the  age  of  sixty.  A 
native  of  Russia,  Dr.  Shorr  received  his  medical  de- 
gree from  the  New  York  Homeopathic  Medical 
School  and  Flower  Hospital  in  1116  and  served  with 
the  U.S.  Army  Medical  Corps  during  World  War  I 
before  beginning  his  practice  in  Brooklyn.  Dr. 
Shorr  was  attending  physician  in  otolaryngology  and 
bronchoscopy  at  Beth-El  Hospital  and  the  Brooklyn 
Hebrew  Home  and  Hospital  for  the  Aged,  associate 
attending  physician  in  otolaryngology  and  bronchos- 
copy at  the  Gouverneur  Hospital,  Ne  v York  City, 
and  attending  bronchoscopist  at  Unity  Hospital, 
Brooklyn. 

A Diplomate  of  the  American  Board  of  Otolaryn- 
gology, Dr.  S.iorr  was  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  ana  the  American 
Medical  Association. 


John  J.  Wittmer,  M.D.,  of  Brooklyn,  died  on  May 
19  at  his  country  home  in  New  Canaan,  Connecticut, 
at  the  age  of  fifty-five.  Dr.  Wittmer  received  his 
medical  degree  from  the  Long  Island  College  Hos- 
pital Medical  School  in  1922,  after  interrupting  his 
studies  by  service  with  the  U.S.  Army  Medical 
Corps  in  World  War  I.  In  1924  Dr.  Wittmer 
joined  the  Consolidated  Edison  Company  as  staff 
physician,  and  became  successively  supervising 
physician,  medical  director,  personnel  director,  and 
vice-president.  He  developed  for  Consolidated 
Edison  a program  of  medical  and  other  benefits  for 
employes  which  became  a model  for  American 
industry  and  attracted  attention  when  the  Company 
announced  that  it  regarded  certain  forms  of  alcohol- 
ism as  pathologic  and  that  the  problem  drinker 
should  be  rehabilitated.  Last  month  the  Yale 
[Continued  on  page  1555] 
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Only  47.1  per  cent  of  patients  can  be  fitted  with  a size 
70  or  75  diaphragm'  (the  most  commonly  prescribed  sizes). 

About  28  per  cent  are  fitted  with  sizes  80  and  85,  and 
18  per  cent  with  sizes  60  and  65.' 

Thus,  the  need  for  correct  fitting  and  a wide  range  of 
diaphragm  sizes  is  evident.  A diaphragm  which  is  too  small  or  too 
large  will  not  block  access  to  the  cervix  along  the  anterior  wall.2 

Patented  Flexible  Cushioned  Diaphragms  are  available 
in  sizes  ranging  from  50  to  95  millimeters  inclusive,  in  gradations  of 
5 millimeters. 

Only  the  "RAMSES”  Diaphragm  is  made  with  the  comfort- 
assuring  patented  cushioned  rim.  Only  the  "RAMSES"  Diaphragm  Is 
made  with  a velvet-smooth  pure  gum  rubber  dome. 

The  "RAMSES"  Diaphragm  is  intended  for  use  with  "RAMSES” 
Vaginal  Jelly  to  provide  optimum  protection  for  the  patient. 

1.  Clark,  Le  M.:  The  Vaginal  Diaphragm.  St.  Louis,  C V.  Mosby  Company,  1938;  p.  43. 

2.  Dickinson,  R.  Lt  Techniques  of  Conception  Control.  Baltimore,  Williams  & Wilkin 
Company,  1950;  p.  17. 


Unretouched  photomicrograph  of 
the  dome  (enlarged  10  diameters) 
and  the  rim  (inset)  of  a "RAMSES’* 
Flexible  Cushioned  Diaphragm. 
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Unretouched  photomicrograph 
of  the  dome  (enlarged  10  diom- 
eters)  and  the  rim  (inset)  of 
o conventional-type  diaphragm. 


WOMAN’S  AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


State  Officers  Named  for  Auxiliary 


TVTEETING  the  first  week  in  May  in  Buffalo  at 
LVL  the  same  time  as  the  145th  annual  meeting  of 
the  Medical  Society  of  the  State  of  New  York,  the 
State  Woman’s  Auxiliary  held  a very  successful 
convention,  with  a total  of  263  registered,  including 
59  executives,  85  delegates,  12  alternates,  and  107 
guests. 

New  president  of  the  State  Auxiliary  is  Mrs.  Har- 
old B.  Johnson,  Buffalo,  who  succeeds  Mrs.  Hugh 
G.  Henry,  Germantown.  Other  State  officers  are: 
Mrs.  Harry  I.  Norton,  Rochester,  president-elect; 
Mrs.  Clifton  L.  Dance,  Brooklyn,  first  vice-presi- 
dent; Mrs.  Michael  Schultz,  Hollis,  second  vice- 
president;  Mrs.  Allen  E.  Richter,  Buffalo,  corre- 
sponding secretary;  Mrs.  Albert  Vander  Veer  II, 
Albany,  recording  secretary,  and  Mrs.  Arthur  F. 
Holding,  Albany,  treasurer. 

Directors  are  as  follows:  Mrs.  Luther  H.  Kice, 
Garden  City,  honorary;  Mrs.  Hugh  G.  Henry,  Ger- 
mantown, and  Mrs.  J.  Emerson  Noll,  Port  Jervis, 
three  years;  Mrs.  William  J.  Lavelle,  Astoria,  and 
Mrs.  Alfred  L.  Madden,  Albany,  two  years,  and 
Mrs.  John  J.  Buettner,  Syracuse,  and  Mrs.  Thomas 
E.  Bullard,  Schuylerville,  one  year. 

Chairman  of  the  councillors  is  Mrs.  Hugh  G. 
Henry,  and  the  councillors  include:  District  I,  Mrs. 
Thomas  M.  d’Angelo,  Flushing;  II,  Mrs.  Albert  M. 
Biglan,  Central  Islip;  III,  Mrs.  John  J.  Noonan, 
Watervliet;  IV,  Mrs.  Alfred  Grussner,  Schenectady; 
V,  Mrs.  Bradford  Golly,  Rome;  VI,  Mrs.  Wind- 
sor R.  Smith,  Binghamton;  VII,  Mrs.  J.  Fletcher 
McAmmond,  Rochester;  VIII,  Mrs.  Arthur  L. 
Bennett,  Buffalo,  and  IX,  Mrs.  Walter  A.  Schmitz, 
Middletown. 

Committee  chairmen  are:  Mrs.  Lief  G.  Jensen, 
Staten  Island,  archives;  Mrs.  Abraham  Braunstein, 
Long  Island  City,  convention;  Mrs.  Adolph  H. 
Emerson,  Brooklyn,  Distaff;  Mrs.  Fred  G.  Jones, 
Utica,  finance;  Mrs.  Thomas  E.  Bullard,  Schuyler- 
ville, historian ; Mrs.  Michael  Slovak,  Schenectady, 
legislation;  Mrs.  Milton  W.  Kogan,  Osrwego,  na- 
tional bulletin;  Mrs.  Michael  M.  Schultz,  Hollis,  or- 
ganization; Mrs.  Gerald  Cooney,  Syracuse,  parlia- 
mentarian; Mrs.  E.  P.  Cummings,  Cortland,  Phy- 
sician’s Home;  Mrs.  Leonard  Evander,  Lockport, 
press  and  publicity;  Mrs.  K.  Wood  Jarvis,  Oswego, 
printing  and  supplies;  Mrs.  Eugene  H.  Coon, 
Hempstead,  program;  Mrs.  Isadore  Zadek,  Mount 
Vernon,  public  relations;  Mrs.  Luther  H.  Kice, 
Garden  City,  revisions;  Mrs.  J.  Emerson  Noll,  Port 
Jervis,  recommendations,  and  Mrs.  Joseph  A.  Zav- 
isca,  Buffalo,  Today’s  Health. 


Special  committees  include  the  following:  Mrs. 
John  W.  McKeever,  Newburgh,  board  meetings  and 
conference;  Mrs.  Thomas  M.  d’Angelo,  Flushing, 
circulation  manager,  Distaff;  Mrs.  Stephen  V.  Col- 
lins, Corning,  clippings;  Mrs.  William  J.  Lavelle, 
Astoria,  endorsements;  Mrs.  Louis  Harris,  Brook- 
lyn, and  Mrs.  Sheldon  Church,  Albany,  medical 
defense;  Mrs.  Herman  W.  Galster,  Scotia,  nomi- 
nating, and  Mrs.  Harry  F.  Pohlmann,  Middletown, 
voluntary  medical  insurance  plans. 

The  Medical  Society’s  advisory  committee  for  the 
Woman’s  Auxiliary  includes:  Dr.  Walter  W.  Mott, 
White  Plains,  chairman;  Dr.  Carlton  E.  Wertz, 
Buffalo,  and  Dr.  Charles  D.  Post,  Syracuse. 

Presidents  of  organized  county  auxiliaries  are  as 
follows:  Albany,  Mrs.  John  F.  Mosher,  Coeymans; 
Allegany,  Mrs.  Raymond  O.  Hitchcock,  Alfred; 
Broome,  Mrs.  W.  E.  Low,  Johnson  City;  Cattarau- 
gus, Mrs.  James  Durkin,  Olean;  Chautauqua,  Mrs. 
Stanley  P.  Clark,  Fredonia;  Clinton,  Mrs.  Gilbert 
Ganong,  Saranac;  Cortland,  Mrs.  E.  P.  Cummins, 
Cortland;  Dutchess,  Mrs.  Willis  Travis,  Hyde 
Park;  Erie,  Mrs.  S.  Paul  Geraci,  Buffalo;  Fulton, 
Mrs.  Hans  Poliak,  Gloversvifie ; Genesee,  Mrs.  E. 
G.  Ribby,  Batavia;  Greene,  Mrs.  M.  K.  Colle, 
Catskill. 

Also;  Herkimer,  Mrs.  Karl  Reinberg,  Mohawk; 
Jefferson,  Mrs.  Lawrence  Withington,  Watertown; 
Kings,  Mrs.  Joseph  A.  Squillace,  Brooklyn ; Living- 
ston, Mrs.  Charles  Gullo,  Mount  Morris;  Madison, 
Mrs.  Felix  Ottaviano,  Oneida;  Monroe,  Mrs. 
John  R.  Williams,  Jr.,  Rochester;  Nassau,  Mrs. 
Joseph  Kinnaman,  New  Hyde  Park;  Niagara,  Mrs. 
Joseph  D’Errico,  Lockport;  Oneida,  Mrs.  Frank  H. 
Valone,  Rome;  Onondaga,  Mrs.  C.  George  Mur- 
dock, Syracuse;  Ontario,  Mrs.  Bernard  A.  Watson, 
Clifton  Springs;  Orange,  Mrs.  Harold  H.  Snyder, 
Newburgh;  Orleans,  Mrs.  Angelo  F.  Leone,  Me- 
dina; Oswego,  Mrs.  Kent  Wood  Jarvis,  Oswego. 

Also:  Queens,  Mrs.  William  R.  Cashion,  Forest 
Hills;  Rensselaer,  Mrs.  Fred  T.  Cavanaugh,  Troy; 
Richmond,  Mrs.  Joseph  Malin,  Staten  Island;  Sara- 
toga, Mrs.  Malcolm  McGovern,  Saratoga  Springs; 
Schenectady,  Mrs.  Kencil  Mitton,  Schenectady; 
Schoharie,  Mrs.  Roy  S.  Dougall,  Cobleskill; 
Schuyler,  Mrs.  Joseph  Y.  Roberts,  Watkins  Glen; 
Steuben,  Mrs.  Stephen  V.  Collins,  Coming;  St. 
Lawrence,  Mrs.  Abram  D.  Burr,  Gouvemeur;  Tomp- 
kins, Mrs.  George  MacCauley,  Ithaca;  Ulster,  Mrs. 
Frederic  W.  Holcomb,  Kingston;  Warren,  Mrs. 
Saul  Yafa,  Glens  Falls;  Wayne,  Mrs.  J.  J.  Kaufman, 
Newark;  Westchester,  Mrs.  John  N.  Dill,  Yonkers; 
Yates,  Mrs.  Glenn  Hatch,  Penn  Yan,  and  Wyo- 
ming, Mrs.  Boyd  Arthurs,  Arcade. 
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VISIT  BREON 
BOOTH  K 8 


A MORE 
ADEQUATE 
APPROACH  TO 
MENOPAUSAL  THERAPY 


TRANSIBARB  Capsules  provide  three- 
fold, symptomatic  relief  in  the  manage- 
ment of  the  menopausal  patient . . . adequate 
sedation  . . . cerebral  stimulation  . . . control  of  vaso- 
motor instability. 

TRANSIBARB  takes  full  advantage  of  the  increasing  use  of  a central 
nervous  system  stimulant  combined  with  effective  proportions  of  seda- 
tive medication.  In  addition,  vitamin  E is  employed  in  the  formula  for 
its  demonstrated  efficacy  in  menopausal  therapy. 

In  geriatrics,  too,  TRANSIBARB  tends  to  minimize  nervous  appre- 
hension in  debilitated  and  mentally  depressed  patients. 

Each  TRANSIBARB  Capsule  contains  phenobarbital,  (Warning: 

May  be  habit  forming),  % gr.,  d-desoxyephedrine  HCI.,  2.5  mg. 
and  vitamin  E (dl-alpha  tocopheryl  acetate),  5 mg. 

DOSAGE:  One  capsule,  an  hour  after  breakfast;  one  capsule, 
an  hour  after  lunch.  In  exceptional  cases,  a third  capsule  may 
be  given,  if  required,  an  hour  after  the  evening  meal. 

TRANSIBARB 

TRADEMARK 

Sedative— Sympathomimetic 

SUPPLIED:  Bottles  of  500  and  1000  capsules, 
at  all  drug  stores. 

George  A.  Bf0OI1  a Company 


Literature  and 
samples  to 
physicians 
on  request. 


Pharmaceutical  Chemists 


NEW  YORK  18,  N.  Y. 
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acute 

vitamin  deficiencies 


A sudden  drop  from  adequate  to  grossly 
inadequate  vitamin  intake  results  in  fast 
tissue  depletion  and  functional  changes. 
Ordinarily,  physical  lesions  do  not  appear. 
If  tissue  depletion  is  rapid  enough,  death 
may  ensue  with  slight  or  no  morphologic 
variation. 


Treatment  of  acute  deficiencies 

Fully  therapeutic  dosages  of  all  the  vitamins 
indicated  in  mixed  vitamin  therapy  should  be 
given.  Under  intensive  therapy  recovery  from 
acute  vitamin  deficiencies  usually  is  made  in  a 
comparatively  short  time. 


THERAGRAN  supplies  clinically  proved,  truly 
therapeutic  dosages  of  all  the  vitamins  indi- 
cated in  mixed  vitamin  therapy. 


Each  Theragran  Capsule  contains: 


Vitamin  A 
Vitamin  D 
Thiamine  HC1 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.P.  Units 
1,000  U.S.P.  Units 
10  mg. 
5 mg. 
130  mg. 
130  mg. 


Bottles  of  SO,  100  and  1000 


When  the  deficiency  is  acute  specify  Theragran  and 
correct  the  patient’s  diet 

THERAGRAN 

THEHAEEUTIC  FOSMUIA  VITAMIN  CAPSUtES  SQUIBB 


Squibb 


BOOKS  RECEIVED 

James  Lind.  Founder  of  Nautical  Medicine. 

By  Louis  H.  Roddis,  M.D.  Octavo  of  177  pages, 
illustrated.  New  York,  Henry  Schuman,  1950. 
Cloth,  13.00. 

Morality  ard  Immorality.  The  Problem  of 
Conscience.  By  Rabbi  Joshua  Lo'h  Liebman. 
Octavo  of  15  pages.  Cincinnati,  Hebrew  Union 
College-Jewish  Institute  of  Religion,  1950.  Paper, 
50  cents.  (The  Joshua  Loth  Liebman  Department 
of  Human  Relations,  Series  A,  #5.) 

Nasal  Sinuses.  An  Anatomic  and  Clinical  Con- 
sideration. By  O.  E.  Van  Alyea,  M.D.  Second 
edition.  Octavo  of  327  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1951.  Cloth,  $9.00. 

Brain  Metabolism  and  Cerebral  Disorders.  By 

Harold  E.  Himwich,  M.D.  Octavo  of  451  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1951.  Cloth,  $6.00. 

Primer  on  Fractures.  Prepared  by  the  Special 
Exhibit  Committee  on  Fractures  in  Cooperation 
with  the  Committee  on  Scientific  Exhibit  of  the 
American  Medical  Association.  Sixth  edition. 
Octavo  of  109  pages,  illustrated.  New  York,  Paul 
B.  Hoeber,  1951.  Cloth,  $2.00. 

Arthritis  ard  Common  Sense.  By  Dan  Dale 
Alexander.  Octavo  of  178  pages.  Boston,  Bruce 
Humphries,  1950.  Cloth,  $2.50. 

A Guide  to  Medicine.  By  Ivo  Geikie-Cobb, 
M.D.  With  special  articles  by  various  contribu- 
tors. Octavo  of  416  pages.  New  York,  Duell, 
Sloan  & Pearce,  1951.  Cloth,  $5.00. 

Family  Centered  Maternity  and  Infant  Care. 
Report  of  the  Committee  on  Rooming-In  of  the 
Josiah  Macy,  Jr.  Foundation  Conference  on  Prob- 
lems of  Infancy  and  Early  Childhood.  Edited  by 
Edith  B.  Jackson,  M.D.,  and  Genevieve  Train  ham, 
R.N.  With  the  assistance  of  members  of  the 
Rooming-In  Committee.  Octavo  of  29  pages. 
New  York,  Josiah  Macy,  Jr.  Foundation,  1950. 
Paper,  25  cents. 

Symposium  on  the  Healthy  Personality.  Trans- 
actions of  Special  Meetings  on  Conference  on  In- 
fancy and  Childhood  June  8-9  and  July  3^1,  1950, 
New  York,  N.Y.  Edited  by  Milton  J.  E.  Senn, 
M.D.  Supplement  II:  Problems  of  Infancy  and 
Childhood,  Transactions  of  Fourth  Conference, 
March,  1950.  Octavo  of  298  pages,  illustra*ed. 
New  York,  Josiah  Macy,  Jr.  Foundation,  1950. 
Cloth,  $2.50. 

Metabolic  Interrelations.  Transactions  of  the 
Second  Conference,  New  York,  N.Y.,  January  9-10, 
1950.  Edited  by  Edward  C.  Reifenstein,  Jr.,  M.D. 
Octavo  of  279  pages,  illustrated.  New  York, 
Josiah  Macy,  Jr.  Foundation,  1950.  Paper,  $3.95. 

Biological  Antioxidants.  Transactions  of  the 
Fourth  Conference,  December  8-9,  1949,  New 
York,  N.Y.  Edited  by  Cosmo  G.  Mackenzie.  As- 
sociate Editors,  E.  V.  Jensen  and  Ralp.i  T.  Holman. 
Octavo  of  181  pages,  illustrated.  New  York,  Josiah 
Macy,  Jr.  Founda  ion,  1950.  Paper,  $3.25. 

Blood  Clotting  and  Allied  Problems.  Trans- 
actions of  the  Third  Conference,  January  23-24, 
1950,  New  York,  N.Y.  Edited  by  Joseph  E.  Flynn, 
M.D.  Octavo  of  224  pages,  illustrated.  New 
York,  Josiah  Macy,  Jr.  Foundation,  1950.  Cloth, 
$3.00. 
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University  Center  of  Alcohol  Studies  appointed 
Dr.  Wittmer  as  chairman  of  a national  advisory 
council  of  industrial  and  commercial  companies. 

Dr.  Wittmer  was  a former  president  and  director 
of  the  American  Association  of  Industrial  Physicians 
and  Surgeons  and  of  the  Association  for  the  Ad- 
vancement of  Industrial  Medicine  and  Surgery. 
He  was  a director  of  the  health  advisory  council  of 
the  United  States  Chamber  of  Commerce  and  of  the 
Visiting  Nurse  Service  of  New  York,  and  a trustee 
and  chairman  of  the  executive  committee  of  the 
Long  Island  College  of  Medicine.  Dr.  Wittmer  was 
a member  of  the  American  Public  Health  Associ- 
ation, the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Thomas  D.  Wood,  M.D.,  of  New  York  City,  died 
on  March  19  at  the  age  of  eighty-six.  Dr.  Wood 
was  graduated  from  the  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in  1891. 


CHANCES  FOR  MARRIAGE 

Higher  education  seemingly  hinders  rather  than 
helps  the  American  girl’s  chances  for  romance  that 
leads  to  matrimony. 

Among  women  at  ages  thirty-five  to  forty-four 
with  less  than  seven  years  of  schooling,  almost  95 
per  cent  have  been  married  at  one  time  or  other  ac- 
cording to  statisticians,  whereas  among  those  with 
more  schooling  the  proportion  married  declines  to 
90  per  cent  for  high  school  graduates  and  to  83  per 
per  cent  for  those  with  at  least  one  year  of  college. 

Girls  with  higher  education  who  do  marry,  the 
statisticians  observe,  acquire  husbands  with  more 
schooling. 

Encouraging  to  marriage-minded  girls  is  the  find- 
ing that  prospects  for  an  early  marriage,  tradi- 
tionally excellent  for  the  average  American  girl, 
have  become  even  brighter  in  recent  years.  The  total 
number  of  married  women  in  the  United  States  has 
increased  by  some  8,000,000  since  1940,  now  stand- 
ing at  abo  it  38,000,000. 

The  present  total  reflects  the  marriage  boom  of 
the  war  and  immediate  po  itwar  years  and  is  a record 
high,  not  only  in  absolute  numbers  but  percentage- 
wise to  the  adult  population  as  well. 

American  wives  are  relatively  young — two  fifths 
are  under  thirty-five  years  of  age,  and  only  one  sixth 
over  fifty-five. 

In  three  fourths  of  all  families  the  wife  is  some- 
what younger  than  her  husband.  In  only  one 
family  in  eight  is  she  older  than  her  spouse,  and 
then  generally  by  a small  margin.  In  the  remain- 
ing eighth  of  the  families,  husband  and  wife  are  the 
same  age. 

About  two  out  of  every  three  American  women 
were  employed  at  some  tin  e before  they  were  mar- 
ried, and  many  continue  to  work  after  marriage 
until  the  first  baby  comes.  Almost  one  half  of  all 
wives  are  employed  through  the  first  year  of  mar- 
riage, as  against  less  than  one  in  five  at  the  time  ;f 
the  fifth  wedding  anniversary. — Metropolitan  Infor- 
mation Service. 


chronic 

vitamin  deficiencies 


When  vitamin  intake  is  just  below  the 
adequate,  deficiencies  develop  slowly.  As 
time  goes  on  lesions  appear.  They  are 
insidious  in  onset  and  slow  in  regression, 
even  under  intensive  therapy.  Many  chron- 
ic lesions  progress  uneventfully.  The  pa- 
tient accepts  his  ill-health  as  normal. 


Development  of  chronic  deficiencies 


Treatment  of  chronic  deficiencies 

Chronic  deficiencies  require  prolonged  ther- 
apy. At  first  treatment  should  be  intensive.  A 
much  longer  period  of  complete  but  less  in- 
tensive treatment  should  follow.  For  a year 
after  apparent  recovery  the  patient  should  be 
given  fully  protective  amounts  of  the  essential 
nutrients. 


THERAGRAN  supplies  all  of  the  vitamins  indi- 
cated in  mixed  vitamin  therapy  in  clinically 
proved,  trulv  therapeutic  dosages. 


Bach  Theragran  Capsule  contains: 
Vitamin  A *5,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  HCI  10  mg. 

Riboflavin  5 mg. 

Niacinamide  1 SO  mg. 

Ascorbic  Acid  150  mg. 

Bottles  of  SOrlOO  and  1000 


When  the  deficiency  is  chronic  specify  Theragran  and 
correct  the  patient's  diet 

THERAGRAN 

THEBAPEUTIC  PORMUIA  VITAMIN  CAPSULES  SQUIBS 


Sqijibb 


MALPRACTICE  INSURANCE 
AND  DEFENSE  BOARD 

John  F.  Kelley,  M.D.,  Chairman 


New  Method  for  Malpractice  Insurance  Rates  Adopted 


A MORE  equitable  method  of  adjusting  mal- 
practice insurance  rates  for  the  Group  Plan  of 
the  Medical  Society  of  the  State  of  New  York  was 
unanimously  approved  by  the  House  of  Delegates 
at  Buffalo  on  May  1,  1951. 

The  new  system  provides  for  classifying  all  in- 
sured members,  first  on  the  basis  of  the  amount  of 
surgery  they  do  and  then  adding  surcharges  for  x- 
ray  therapy,  electroshock  therapy,  and  cosmetic 
plastic  surgery — specialties  which  have  developed 
exceptionally  high  loss  cost. 

These  increased  costs  were  reported  to  the  So- 
ciety by  Wolfe,  Corcoran  & Linder,  the  consulting 
actuaries  employed  by  the  Society  to  audit  the 
Group  Plan  and  test  its  rates.  They  showed  that 
during  the  last  five  expired  policy  years  the  cost  of 
insurance  exceeded  the  average  rates  paid  for  $5,000/ 
$15,000  limits  by  $18.05  in  the  metropolitan  area, 
and  by  $17.87  in  the  upstate  counties.  They  also 
noted  that  the  loss  costs  in  the  upstate  counties  are 
increasing  more  rapidly  than  those  in  the  metro- 
politan area  and  that,  if  this  rate  of  increase  contin- 
ues, the  present  rate  differential  between  the  two 
sections  of  the  State  may  shortly  disappear. 

A simple  way  of  meeting  the  increased  costs  would 
have  been  to  propose  an  increase  in  our  general 
rates  by  a third  or  a half,  and  this  would  have  been 
in  keeping  with  similar  increases  recently  made  for 
other  forms  of  insurance.  That,  however,  would 
have  offered  no  constructive  solution  of  the  problem 
because  it  would  not  have  distributed  fairly 
the  cost  to  the  members  responsible  for  the  increases. 
This  fact  has  been  recognized  by  the  Superintend- 
ent of  Insurance  who  recently  requested  that  mal- 
practice insurance  losses  for  physicians  and  surg- 
eons be  broken  down  into  some  logical  classification 
so  that  a measure  of  the  hazards  of  the  various  medi- 
cal specialties  could  be  determined. 

Consistent  with  this  desire  of  the  Superintendent 
of  Insurance,  the  Malpractice  Insurance  and  De- 
fense Board  has  devised  the  following  classification 
system : 


Metro- 

politan 

Upstate 

Nonsurgical 

$42 

$32 

Surgical 

62 

52 

X-ray  therapy: 

Deep  therapy,  surcharge 

20 

20 

Superficial  therapy,  sur- 

charge 

10 

10 

Cosmetic  plastic  surgery,  sur- 

charge 

30 

30 

Electroshock  therapy,  sur- 

charge 

40 

40 

Contingent  loss  factor 

5 

4 

and  has  adopted  for  the  various  classes  the  rates 
for  $5,000/$15,000  limits  which  were  recommended 
by  the  Society’s  consulting  actuaries. 

This  schedule  produces  the  following  rates  which 
include  the  contingent  loss  factor: 


Metro- 

politan 

Upstate 

Physicians  whose  practice  in- 
cludes 5 per  cent  or  less  of 
surgery 

$47 

$36 

Physicians  and  surgeons 
whose  practice  includes 
more  than  5 per  cent  of 
surgery 

67 

56 

X-ray  therapists  (deep  ther- 
apy) 

67 

56 

Physicians  using  superficial 
x-ray 

57 

46 

Surgeons  using  superficial  x- 
ray 

77 

66 

Cosmetic  plastic  surgeons 

97 

86 

Electroshock  therapists 

87 

76 

It  is  believed  that  these  rates  will  cover  the  cost  of 
the  various  classes,  but  they  will  be  revised  from 
year  to  year  on  the  basis  of  the  actual  costs  in  the 
same  manner  as  have  our  general  rates  in  the  past. 
Thus  they  will  produce  a distribution  of  the  cost  to 
the  different  groups  in  exact  proportion  to  the  losses 
caused  by  each. 

While  the  base  rates  for  $5,000/$15,000  limits 
have  in  the  past  been  raised  from  time  to  time,  no 
changes  have  been  made  for  many  years  in  the  per- 
centage table  for  excess  limits  of  protection,  al- 
though during  that  time  there  has  been  a consider- 
able increase  in  both  the  number  and  cost  of  losses  in 
excess  of  $5,000.  It  has  been  necessary,  therefore, 
to  effect  an  average  increase  of  about  9.7  per  cent  in 
the  excess  limit  table. 

The  new  classification  and  rates  will  become  ef- 
fective on  all  new  and  renewal  policies  dating  on  and 
after  September  1,  1951.  Questionnaires  will  be  sent 
to  all  members  insured  in  the  Group  Plan  requesting 
them  to  classify  themselves  as  to  their  medical  spec- 
ialties. Beginning  in  June,  these  questionnaires  will 
be  mailed  to  members  about  three  months  in  advance 
of  the  expiration  dates  of  their  policies.  These 
should  be  completed  and  returned  promptly  to  our 
indemnity  representative  to  ensure  that  renewals 
will  be  processed  and  delivered  on  schedule. 

A detailed  account  of  the  actuaries’  recommenda- 
tions, as  well  as  the  annual  report  of  the  Malpractice 
Insurance  and  Defense  Board,  will  be  published  in 
the  September  1 issue  of  the  Journal  containing 
the  minutes  of  the  House  of  Delegates. 
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outstanding  relief  of 

Pruritus 


with  new  synthetic 

EURAX 


CREAM 


(N-ethyl-o-crotonotoluide* ) 


non-sensitizing  — “We  have  used  EURAX  in  approximately  400  cases. . . . There  was  only  one 
instance  of  sensitization.” 

longer-lasting  — “Fifteen  dermatologic  entities  were  treated. . . . The  antipruritic  effect  lasted 
approximately  six  hours  after  application  in  some  instances  and  as  long  as  twelve 
hours  in  others.” 

persistently  effective  it  seldom  lost  its  effect  after  an  initial  amelioration. . . .” 

non-toxic— “Because  of  its  low  sensitizing  index  and  the  absence  of  toxicity,  the  ointment 
seems  to  be  particularly  suitable  for  those  cases  where  long-continued  use  is  ex- 
pected.” 

COSmetically  acceptable  — “EURAX  is  odorless  and  non-staining  ...  an  elegant  addition 
to  our  dermatologic  therapy.” 


All  quotations  from  paper  presented  before  the 
144th  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  New  York  City,  Section  on 
Dermatology  and  Syphilology,  May  12,  1950. 
Peck,  S.  M.  and  Michelfelder,  T\  J-  New  York 
State  J.  Med.  50:1934  (Aug.  15)  1950. 

Reprints  and  samples  gladly  sent  on  request. 


EURAX  Cream  (brand  of  Ctotamiton) 

available  in  10%  concentration  in  a vanishing- 
cream  base:  tubes  of  20  and  60  Gm.  and  1 lb.  jars. 


*U.  S.  Pat.  2.505,681 


GEIGY  PHARMACEUTICALS,  Q)tvrston  <gcm/uiny,  &nc. 

89-91  Barclay  Street,  New  York  8,  New  York 


Officers — County  Medical  Societies — 1951 

TOTAL  MEMBERSHIP  AS  OF  JUNE  15,  1951—22,790 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango. . . . 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer. . . . 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery. . 
Nassau 


New  York. . . . 
Niagara 


Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 

Richmond 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

SufFolk 

Sullivan 

Tioga 

Tompkins .... 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester. . 

Wvwning 

Yates 


President 

James  W.  Bucci Albany 

Edwin  F.  Comstock.  Wellsville 

Abraham  B.  Tamis Bronx 

Ben.  L.  Matthews. Binghamton 
W.  C.  Goodlette Olean 

F.  L.  Okoniewski Auburn 

H.  A.  Nelson Jamestown 

G.  T.  Connelly Elmira 

M.  H.  Jacobi Norwich 

G.  C.  deGrandpre.  .Plattsburg 

Harold  Levine Hudson 

W.  J.  Pashley Cortland 

R.  V.  Schatken Walton 

John  F.  Rogers.  .Poughkeepsie 

E.  T.  McGroder Buffalo 

F.  Clark  White Ray  Brook 

W.  A.  Caspar Malone 

John  S.  Gomans. . Gloversville 

Richard  F.  Davis Batavia 

E.  B.  VanDeuson Catskill 

W.  J.  MacDonald Mohawk 

George  F.  Bock. .. .Watertown 

Samuel  Lubin Brooklyn 

Earle  E.  Barnes Lowville 

Ernest  Sanders Lima 

Lee  S.  Preston Oneida 

Joseph  A.  Lane Rochester 

Walter  Dreyfuss. . Amsterdam 
Leo  T.  Flood Hempstead 


Arthur  M.  Master.  .New  York 

J.  T.  Markovitz 

North  Tonawanda 

Edwin  P.  Russell Rome 

William  E.  Pelow. . . . Syracuse 

H.  B.  Abbott Geneva 

Stiles  D Ezell. . . .Middletown 

John  G.  Ellis Albion 

DeWitt  C.  Mead Fulton 

T C.  Goodwin  . Coopers  town 

William  P.  Kelly Carmel 

Henry  I.  Fineberg. . . .Jamaica 

Helmer  P.  Howd Troy 

Joseph  F.  Worthen  St.  George 
Abraham  Schechner. . . . Nyack 

John  H.  Stauffer Canton 

M.  J.  Magovem Saratoga 

Harry  Miller Schenectady 

Franz  Konta. . . Richmond ville 
Joseph  Y Roberts  Watkins  Glen 

Saul  Towers Seneca  Falls 

E.  J.  Stevens.  Hnmmondsport 

A.  E Corwith  . Bridgohnmpton 

I. ouis  Lnuner Liberty 

Frederick  K.  Shaw. . . Waverly 

J.  W.  Hirshfeld .Ithaca 

Virgil  De  Witt New  Paltz 

Arthur  Davis Glens  Falls 

Leo  A.  Thume Fort  Ann 

John  L.  Pulvino Clyde 

Henry  E M'  Garvey  Bronxville 
Selden  T Williams Attica 

B.  S.  Strait Penn  Yan 


Secretary 

Albert  Vander  Veer. . .Albany 
Edward  W.  Briggs . . Wellsville 

G.  B.  Gilmore Bronx 

N.  R.  Occhino. . .Johnson  City 

George  C.  Cash Olean 

T.  D.  Stapleton Auburn 

Edgar  Bieber Dunkirk 

W.  J.  Cusick Elmira 

N.  C.  Lyster Norwich 

I.  Robert  Wood.. . .Plattsburg 

Roger  C.  Bliss Hudson 

John  E.  Eckel Cortland 

George  G Miles . . . Downsville 

A.  A.  Rosenberg . Poughkeepsie 
M.  J.  Kazmierczak. . . .Buffalo 
James  E.  Glavin.  .Port  Henry 

D.  H.  Van  Dyke Malone 

Kingston  Turner.  .Gloversville 

G.  Henry  Knoll Leroy 

William  M.  Rapp  . . . .Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon ....  Watertown 

A.  D.  Segal Brooklyn 

John  P.  Myers. . .Port  Leyden 

V.  I Bonafede Sonyea 

Felix  Ottaviano Oneida 

C.  Pamall Rochester 

Julius  Schiller Amsterdam 

Irving  Drabkin 

Rockville  Centre 

B.  W Hamilton New  York 

Charles  M.  Dake.Niagara  Falls 


D.  H.  Mac  Farland Utica 

W.  J.  Michaels Syracuse 

Carl  B.  Smith Victor 

E C.  Waterbury. . .Newburgh 

Walter  Shifton Albion 

John  Rodger Fulton 

Elfred  L.  Leech Oneonta 

A.  Vanderburgh Brewster 

W.  Benenson Flushing 

I.  Strosberg Troy 

F.  Tellefsen St.  George 

Robert  Yeager Pomona 

William  R.  Carson. . .Potsdam 

Claire  K.  Amyot Saratoga 

R.  E.  Isabella.  . .Schenectady 
Donald  R.  Lyon  Middlehurg 
William  Tague.  .Montour  Falls 

Bruno  Riemer Romulus 

Rudolph  Shafer Coming 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

I.  N Peterson Owego 

H.  J Heinicke Ithaca 

B.  J Dutto Kingston 

Robert  Boyle Glens  Falls 

Denver  M.  Vickers . Cambridge 

Irving  M.  Derby Newark 

John  N Dill ..Yonkers 

P.  A Burgeson Warsaw 

Paul  C.  Johnson  . . . Penn  Yan 


Treasurer 

Frances  Vosburgh Albany 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss ....  Binghamton 

E.  R.  Mountain Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck. . . .Dunkirk 

L.  L.  Hobler Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  Corey Cortland 

George  G.  Miles . . . Downsville 
A.  A.  Rosenberg . Poughkeepsie 

Walter  S.  Walls Buffalo 

James  E.  Glavin.  .Port  Henry 

A.  A.  Hartmann Malone 

W.  H.  Raymond. . .Johnstown 

G.  Henry  Knoll Leroy 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  Henderson Watertown 

H.  Mandelbaum ....  Brooklyn 
John  P.  Myers . . . Port  Leyden 

V.  I.  Bonafede Sonyea 

Anthony  J Zaia Oneida 

R.  E.  Delbridge. . . .Rochester 
Phillip  Cortese. . . .Amsterdam 
Irving  Drabkin 

Rockville  Centre 

Condict  W.  Cutler.  .New  York 

G.  N.  Miner 

North  Tonawanda 

Robert  C.  Hall Utica 

A.  Carl  Hofmann Syracuse 

Carl  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

Walter  Shifton Albion 

John  Rodger Fulton 

Elfred  L.  Leech Oneonta 

George  Steacy . Lake  Mahopac 

John  E.  Lowry Flushing 

John  Jaffarian Troy 

A.Leikensohn  Mariners  Harbor 

M.  R.  Hopper Nyack 

Maurice  Elder Massena 

J.  Lebowich Saratoga 

Carl  F.  Runge.  . .Schenectady 
Duncan  L.  Best. . .Middleburg 
William  Tague. . Montour  Falls 

Bmno  Riemer Romulus 

Rudolph  Shafer Coming 

Warren  Eller Say  ville 

Deming  S.  Payne Liberty 

I.  N.  Peterson Owego 

H.  B Wightman Ithaca 

H.  B Johnson Kingston 

C.  R.  Barber Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

Irving  M.  Derby Newark 

H JDunlan...  New  Rochelle 

P.  A.  Burgeson Warsaw 

Paul  C.  Johnson  . . . Penn  Yan 
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Preferred  therapy  in  fungous  infections 


Pragmatar,  the  outstanding  tar-sulfur-salicylic  acid  ointment,  will  often  bring 
dramatic  improvement  in  the  common  fungous  infections,  including:  derma- 
tophytosis  (“athlete’s  foot”),  tinea  cruris,  tinea  corporis,  tinea  versicolor, 
tinea  capitis,  etc. 

Pragmatar  incorporates — in  a superior  oil-in-water  emulsion  base — carefully 
balanced  proportions  of  three  of  the  drugs  which  are  fundamental  in  derma- 
tological practice.  Pragmatar  is  non-gummy  and  non-staining;  easy  to  apply 
and  easy  to  remove. 

PRAGMATAR 

Highly  effective  in  an  unusually  wide  range 
of  common  skin  disorders 

Smith,  Kline  & French  Laboratories  • Philadelphia 


‘ Pragmatar’  T.  M.  Reg.  U.  S.  Pat.  Off. 
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BRAND 


CM  LO  RCYCLIZINE  HYDROCHLORIDE 

New  because  its  distinctive  chemical  component  is  a 
piperazine  ring;  instead  of  the  ethylenediamine  group  on 
which  most  antihistaminic  compounds  have  so  far  been 
based;  greater  specificity  of  action  is  the  result. 

The  clinical  usefulness  of  ‘PeraziT  rests  on  its  well 
marked  and  prolonged  antihistamine  action  and  the 
fact  that  only  a few  patients  experience  any  side  reac- 
tions: those  who  do  so  usually  find  them  mild. 


“ The  percentage  and  severity  of  side  reactions  was  very 
low.  Due  to  the  longer  duration  of  action  of  ‘ PeraziT , less 
frequent  administration  of  tablets  was  necessary" . 

Cullick,  L.  and  Ogden,  H.  V.:  J.  South  Med.  Assn.  *13:  ,\o.  ?,  July  195(1 


INDICATIONS: 

DOSAGE: 

PREPARATION: 


Hay  fever,  vasomotor  rhinitis,  urticaria, 
allergic  dermatitis  and  pollen  asthma. 

50  mg.  (one  product)  once  or  twice  daily  with  water; 
may  be  increased  if  required  in  severe  cases. 

'Perazil'  brand  Chlorcydizine  Hydrochloride  50  mg. 
Each  compressed  product  is  scored  to  facilitate  division. 


BURROUGHS  WELLCOME  & CO.  (u.s.a.)  inc.  Tuckahoe  7.  n.  y. 
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While  the  patient  lies  abed 

D ERM  ASS  AG  E ^ 

helps  maintain 

Healthy  Skin  Condition 


lit'1 


■vW° 


*<> 


?* 


/TEAR  HERE 

and  pin  to  your 
LETTERHEAD 
for  a liberal  Trial  Sample  of 

EDISONITE  SURGICAL  CLEANSER 

Instruments  come  spotlessly  clean 
and  film-free  after  a 10-  to  20- 
minute  immersion  in  Edisonite's 
probing  "chemical  fingers”  solution. 
Harmless  to  hands  as  to  metal, 
glass  and  rubber. 

EDISON  CHEMICAL  COMPANY 

30  W.  Washington  St.,  Chicago  2 


^ Oily  lotion  helps  prevent  bed  sores 

The  soothing,  emollient  character  of  Dermassage 
has  made  it  a confirmed  ally  in  measures  for  the 
prevention  of  bed  sores  and  in  massage.  Its  lanolin  and 
olive  oil  content  lubricates  skin  surfaces  and  reduces 
the  likelihood  of  skin  cracks  and  irritation 
resulting  from  dryness.  A pleasant  cool  sensation 
is  produced  by  menthol,  without  resort  to  rapid 
evaporation  and  loss  of  skin  moisture. 

^ Hexachlorophene  gives  added  protection 

With  the  addition  of  hexachlorophene,  effective 
germicidal  and  deodorant  agent  of  low  toxicity, 
Dermassage  has  acquired  greater  protective  value.  It 
makes  possible  a lowered  bacterial  count  on  skin  areas 
to  which  it  is  routinely  applied,  thus 
minimizing  the  risk  of  initial  infection  should 
skin  breaks  occur  in  spite  of  precautions. 

An  efficient  means  of  protecting  the  patient  against  skin  discomfort 
or  damage  while  confined  to  bed  or  wheel  chair  in 
hospital  or  home.  Used  and  approved  in 
thousands  of  hospitals,  coa$t-to-coa$t, 
and  on  the  recommendation  of  doctors, 
nurses  and  hospitals  to  patients 
returning  home. 


— An  Established  Aid 
to  Good  Nursing  Now 
with 

New  Protective  Value 


EDISON  CHEMICAL  CO. 
30  W.  Washington,  Chicago  2 


Please  send  me,  WITHOUT  OBLIGATION, 
your  Professional  Sample  of  Dermassage. 


N.Y.S.J.  S-51 


Name. . , 
Address. 
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Here  is  a more 
complete  § 

solution  to  9 i 
the  weight  § I 
reduction  9 ^ 
problem...  m 


CURBS  THE  APPETITE 

Through  the  use  of  the  unique  60-10-70  diet  and  Obedrin  tablets,  con- 
siderable weight  can  be  lost  without  troublesome  hunger  or  impairment 
of  nitrogen  balance.  Patient  cooperation  is  assured  because  morale  is  kept 
high  and  excessive  fatigue  due  to  a nutritionally  unsound  diet  is  avoided. 


MAINTAINS  GOOD  NUTRITION 


FORMULA 


Semoxydrine 

Hydrochloride 5 mg. 

Pentobarbital  Sodium  20  mg. 

Ascorbic  Acid 100  mg. 

Thiamine 

Hydrochloride 0.5  mg. 

Riboflavin 1 mg. 

Niacinamide 5 mg. 


Obedrin  is  supplied  in  bottles 
of  100,  500,  and  1,000  yellow 
grooved  tablets. 


The  60-10-70  diet  allows  free  choice  of  many  foods  and  supplies  70  Gm. 
of  protein,  60  Gm.  of  carbohydrate,  and  10  Gm.  of  fat,  approximately 
610  calories.  The  diet  sheets  are  complete  and  self-explanatory,  making 
it  easy  for  the  patient  to  do  his  share. 

Obedrin  permits  adequate  dosage  of  Semoxydrine  Hydrochloride 
(methamphetamine)  to  suppress  appetite.  The  corrective  dose  of  pento- 
barbital cancels  excessive  central  nervous  stimulation,  while  vitamins 
help  maintain  the  patient’s  sense  of  well-being. 

THE  S.  E.  MASSENGILL  COMPANY 

Bristol,  Tenn.-Va. 

NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 


06ecfiwt, 


SEND  FOR  YOUR  COMPLIMENTARY 
COPY  OF  60-70-70 
DIET  SHEETS  TODAY 


V 


DEXTROGEN 


Ready  to  use  and  in  liquid  form,  Dextro- 
gen  is  a concentrated  infant  formula, 
made  from  whole  milk  modified  with 
dextrins,  maltose,  and  dextrose.  In  addi- 
tion, it  is  fortified  with  iron  to  compen- 
sate for  the  deficiency  of  this  mineral  in 
■milk.  Diluted  with  1 x/i  parts  of  boiled 
water,*  it  yields  a mixture  containing  proteins,  fats  and 
carbohydrates  in  proportions  eminently  suited  to  infant 
feeding.  In  this  dilution  it  supplies  20  calories  per  ounce. 

The  higher  protein  content  of  normally 
diluted  Dextrogen  — 2.2%  instead  of 
1.5%  as  found  in  mother’s  milk  — 
satisfies  every  known  protein  need  of  the 
rapidly  growing  infant.  Its  lower  fat  con- 
tent makes  for  better  tolerability  and 
improved  digestibility. 

Dextrogen  serves  well  whenever  artificial  feeding  is  indi- 
cated, and  is  particularly  valuable  when  convenience  in 
formula  preparation  is  desirable. 

♦Applicable  third  week  and  thereafter;  1:3  for  first  week,  1:2  for  second  week. 

THE  NESTLE  COMPANY,  INC. 

COLORADO  SPRINGS,  COLORADO 

Makers  of  Nestle’s  Evaporated  Milk 

“No  Finer  Milk  Can  Be  Produced” 


NOTE  HOW  SIMPLE 
TO  PREPARE 

All  the  mother  need  do 
is  pour  the  contents  of 
the  Dextrogen  can  into 
a properly  cleaned 

?[uart  milk  bottle,  and 
ill  with  previously 
boiled  water.  Makes  32 
oz.  of  formula,  ready 
to  leed.  * 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


HALYXON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  W rite  for  illustrative  booklet. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y, 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


WEST  HILE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


HOLBROOK  MANOR  NhomeG 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al I Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbjsician-in-Cbarp. 
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SUPERIOB  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

Pai^Ucla  £d(fesUy — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  Stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

McuuU  School  1834  cu!ut^Tu  y c 

Licensed  by  the  State  of  New  York 


'/?a-7  a 

SUPPORTER  BELT 


Recom  mended  by  physicians 
and  surgeons— and  worn  by 
millions  as  post • operative 
and  sacroiliac  aid  and  as 
general  support.  Super 
powered  surgical  elastic 
construction  provides  posi- 
tive support. 

.1/  reliable  surgical  appliance,  drug  & dept,  stores 

JOHN  B.  FLAHERTY  CO.,  Inc.,  Bronx,  n.y.1 

Since  1898,  Manufacturers  of  Surgical  Elastic  Supports 


MEDICAL  WRITING 

Medical  writing  staff  will  do  your  writing  chores:  ghost- 
writing, editing,  bibliographies.  Reasonable  rates;  inquiries 
welcomed.  Box  468,  N.  Y.  St.  Jr.  Med. 


MEDICAL  BOOKS  of  all  publishers.  Obtain  all  your 
books  from  one  source,  only  one  account  necessary. 
Harold  Lerman,  2268  Grand  Concourse  New  York  57, 
N.  Y.  Luklow  40282. 


WANTED 


Used  Hanes’  Rectal  Table,  located  in  greater  New  York. 
State  price.  Box  463,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


General  practice  in  Western  New  York,  established  for  20 
years,  36  miles  from  University  and  Medical  College,  facili- 
ties in  three  hospitals  nearby.  Beautiful  8 room  residence, 
gas  heat,  large  garden,  2 car  garage,  5 room  office  with  modern 
equipment,  x-ray  (Kelekeh),  on  separate  floor.  Excellent  in- 
come. Will  introduce.  Leaving  for  group  practice.  Box 
458,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


WANTED 


Internist,  board  eligible,  with  broad  clinical  and  lab.  ex- 
perience. Seeks  association  with  group,  hospital  or  large 
general  practice  in  New  York  State.  Assistant  visiting 
City  Hospitals.  Box  467,  N.  Y.  St.  Jr.  Med. 


WANTED 


General  practitioner  and  obstetrician  draft  exempt,  full  time 
association  with  well  established  group  on  Eastern  Long 
Island.  Salary  basis-eventual  junior  partnership.  State 
full  details,  interview  desired.  Box  466,  N.  Y.  St.  Jr.  Med. 


SITUATION  WANTED 


Ophthalmologist.  Board  Certified.  New  York  license. 
Priority  4,  desires  association,  assistantship  or  partnership 
with  another  eye  man  or  group.  Excellent  training.  Ex- 
perience both  hospital  and  office.  Box  470,  N.  Y.  St.  Jr.  Med. 


WANTED 


Internist,  age  33,  board  eligible  desires  group,  association, 
or  private  practice.  Will  do  general  practice.  Box  464,  N.  Y. 
St.  Jr.  Med. 


FOR  RENT 


Professional  suite,  very  desireable  corner,  in  heart  of  Boro 
Park.  Excellent  for  Specialist.  Willing  to  alter  to  speci- 
fications. GE  6-3042. 


FOR  RENT 


303  Lexington  Ave.  1 large  room,  bath,  foyer  furnished, 
$150.  Secy-Recep.  services  optional.  MU  9-1880. 


QUEENS  COUNTY.  Established  general  practice  with  sur- 
gery. Completely  furnished  five  room  apartment  adjoining 
three  room  office  fully  equipped.  Will  sacrifice  and  introduce. 
Box  465,  N.  Y.  St.  Jr.  Med. 


Pathologist:  salary  $12,000-$15,000  depending  on  qualifica- 
tions. Four  small  hospitals  (three  new),  total  beds  300. 
New  Central  Laboratory  under  construction.  Box  462, 
N.  Y.  St.  Jr.  Med. 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


TL 


Each  tablet  cohtaIn»:«*Ex»ract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint' (Cil  and 


Fennel  Oil,  In  a ,hi^h  activated  )viKo w charcc_a I beje. 

Action  and  uiet:  *Mild  laxative,  adier'rent  -and  camCeative.  for  J»«o  ]n -Indigestion,  hyper- 
acidity, bloating  and  flatulence.  I 

1 or  2 tablet!  daily  */}  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 
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For  Liver  Damage . . • while  a highly  nutritious  diet,  rich  in  protein, 
is  basic  in  the  therapy  of  liver  disease,  there  is  a limit  to 
what  the  patient  can  eat.  He  has  a poor  appetite,  largely 
because  his  liver  is  an  inefficient  detoxifying  organ. 
Methionine  is  known  to  be  specifically  required  to  main- 
tain the  detoxifying  activity  of  the  liver  ;t  it  is  also  an 
efficient  lipotropic  agent. 

Recent  research  suggests  that  excessive  dietary  protein 
may  impose  a burden  on  critically  ill  patients.  In  such 
cases,  extra  methionine  may  be  life  saving.2 

Supplementation  with  Meonine  assures  that  *he  patient 
will  receive  substantial  amounts  of  the  amino  acid 
“essential  for  normal  hepatic  function.”2 


Indications:  Liver  damage  due  to  malnutrition,  al- 
coholism, pregnancy,  allergy,  or  chemo-toxins. 

Supplied:  Tablets  Meonine,  0.5  Gm.,  bottles  of  100; 
Crystalline  Meonine,  for  preparation  of  parenteral 
solutions,  bottles  containing  50  Gm. 

I.  Hartmann,  F.:  Arch.  F.  Klin.  Med.  196:412,  1949.  2.  Editorial: 

J. A.M.A.  144:1566  (Dec.  30)  1950.  3.  Cayer,  D.:  Arch.  Int.  Med. 
80:644,  1947. 


MEONINE® 

dl-METHIONINE  WYETH 
WYETH  INCORPORATED.  PHILADELPHIA  2,  PA. 


w/l  * Hilling 
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Vasoconstriction 
combined  with 
antibiotic  therapy  in 


NEO-SYNEPHRINE 

(brand  of  phenylephrine) 

with 

CRYSTALLINE 

PENICILLIN 


In  upper  respiratory  tract  infections, 
topical  application  of  penicillin  to  the  nasal  cav- 
ity has  a decided  bacteriostatic  action  against 
typical  respiratory  pathogenic  microorganisms. 


To  provide  clear  passage  for  such  therapy, 
Neo-Synephrine  is  combined  with  penicillin- 
shrinking  engorged  mucous  membranes  and 
allowing  free  access  of  the  antibiotic. 

Neo-Synephrine— a potent  vasoconstrictor  — 
does  not  lose  its  effectiveness  on  repeated  ap- 
plication ...  is  notable  for  relative  freedom  from 
sting  and  absence  of  compensatory  congestion. 


NEO-SYNEPHRINE 


with 

CRYSTALLINE  PENICILLIN 

Stable  • Full  Potency 


New  York  13,  N.  Y.  Windsor,  Ont. 


Supplied  in  combination  package  for  preparing  10  cc.  of 
a fresh  buffered  solution  containing  Neo-Synephrine  hydro- 
chloride 0.25%  and  Penicillin  5000  units  per  cc. 


Neo-Synephrine,  trademark  reg.  U.  S.  4 Canada 


o 
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Supplements  the  sun... 

removes  the  shadow  of  RICKETS 


Rickets  may  be  found  in  apparently  healthy  and  well  nourished  infants 
due  to  an  insufficient  intake  of  vitamin  D plus  inadequate  exposure  to  ultraviolet  rays. 
It  is  now  generally  accepted  that  a vitamin  D supplement  should  be  given  regularly 
not  only  to  infants  but  to  older  children  and  adolescents.  Mead’s  Oleum  Percomorphum 
With  Other  Fish  Liver  Oils  and  Viosterol  is  useful  for  this  purpose. 


Mead’s  Oleum  Percomorphum 

1.  Is  a highly  potentf  source  of  natural  vita- 
mins A and  D. 

2.  May  be  given  in  drop  doses  that  are  easily 
administered  and  well  tolerated,  and  is  sup- 
plied in  capsule  form  also. 

3.  Has  a background  of  sixteen  years  of  suc- 
cessful clinical  use. 

tPotcncy:  60.000  U.S.P.  units  of  vitamin  A and  8500 
U.S.P.  units  of  vitamin  D per  gram.  Each  drop  sup- 
plies 1250  units  of  vitamin  A and  180  units  of  vitamin 
D;  each  capsule,  5000  units  of  vitamin  A and  700  units 
of  vitamin  D. 

Supplied  in  10  cc.  and  50  cc.  bottles;  and  in  bottles 
of  50  and  250  capsules. 


New  York  Office:  Port  Authority  Bldg.,  1 1 l-8th  Ave.  New  York  1 1,  N.  Y.,  CHelsea  2-7222 
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For  your 
allergic 
patients . . . 
the 

antihistamine 
that  gives 


^ttound-the-eloek  relief 
from  4 small  doses 


Decapryn’s  long-lasting  relief,'  combined  with  low  milligram 
dosage,2  makes  it  the  ideal  antihistamine  for  treating  difficult 
allergies,  or  patients  who  have  not  responded  to  other  drugs. 

1.  "Symptoms  were  relieved  from  4 to  24  hours  after  the 
administration  of  a single  dose  of  Decapryn — ” . . . Sheldon, 

J.M.  Et  at:  Univ.  Mich.  Hosp.  Bull.  14:13-15  (1948) 

2.  "It  was  found  that  12.5  mg.  could  be  given  during  the  day  with 
comparatively  few  side  reactions  and  yet  maintain  good  clinical  results — ” 

. . . MacQuiddy,  E.L.:  Neb.  State  M.J.  34:123  (1949) 


DECAPRYN* 

The  long-lasting,  low-dosage  prescription  antihistamine 


DECAPRYN  (DOXYLAMINE)  SUCCINATE 

Available  on  prescription  only,  as  pleasant-tasting  liquid,  or  tablets  (12.5  mg.,  25  mg.) 


CINCINNATI  • U.S.A. 


because  it  contains  'Benzedrine’  Sulfate 


• • • 


'EDRISAL  with  CODEINE' 

does  far  more  than  relieve  pain  in 

severe  dysmenorrhea 


It  relieves  depression.  The  antidepressant  activity  of  ‘Benzedrine’  Sulfate  averts 
the  all-too-familiar  depressant  effect  of  codeine.  It  actually  lifts  the  patient’s  mood. 

And  relieves  cramps.  The  peripheral  activity  of  ‘Benzedrine’  Sulfate  works  to 
relieve  the  cramps  that  are  so  often  associated  with  this  painful  period.  Janney  reports: 

“The  most  satisfactory  antispasmodic  drug  for  use  in  spastic  dysmen- 
orrhea is,  in  my  experience,  Benzedrine  Sulfate  . . 

Important:  ‘Edrisal  with  Codeine’  does  not  replace  familiar  ‘Edrisal’.  ‘Edrisal 
with  Codeine’  is  for  use  in  conditions  that  require  more  potent  analgesia. 


Each  tablet  contains: 

Codeine  sulfate !4  gr.  •/.' 

‘Benzedrine’ Sulfate  ....  2*5  Vngiuh’  '* 

Acetylsalicylic  acid c'2.$*gr. 

Phenacetin .**  2.5  gr.  .. 

v • ' c 

: c : i'-c 

Available  in  bottles  of  50  tablets 


Smith,  Kline  & French  Laboratories,  Philadelphia 

1.  Janney,  J.  C.:  Medical  Gynecology,  ed.  2,  Philadelphia,  W.  B.  Saunders  Company,  1950,  p.  365 


‘Edrisal’  and  ‘Benzedrine’  T.M.  Reg.  U.S.  Pat.  Off. 


ffornew  variety  in  flavor for  wider  clinical  tisefulnei 


Hie  PABIUM  family  now  includes 

4 precooked  infant  cereals 


Under  the  one  trusted  name  PABLUM®, 
physicians  may  now  prescribe  four  pre- 
cooked infant  cereals.,^  •<«  ,. 

The  ori^fta]*Pai)hiin , world’s  first  pre- 
cooked‘enrifcheti  cereal,  is  now  PABLUM  - 
N^IXjBjyeEREAL.  Pabena  $ is  now  PABLtflvl 

OATMEAL.  And  two  new  Pablum  cereals 

• • • 

al-e  availafol&T-pjtpL^M^A^Rl.EY 
CEREAL  *a?i?t;  P^BtflM  .TticE 
CEREAL. 

A new  manufacturing  process 
brings  out  the  full,  rich  flavor  of 
all  the  Pablum  cereals. 

The  new  Pablum  packages,  de- 
signed for  superior  protection, 
safeguard  flavor  and  freshness. 


Only  Pablum  cereals  have  the  conven- 
ient ‘ ‘ Handy-Pour’  ’ spout  that  opens  and 
closes  with  a flick  of  the  finger. 

Pablum  Oatmeal,  Barley  and  Rice 
cereals  provide  welcome  flavor  variety 
■ and  find  application  when  the  physician 
..prefers  a single  grain  cereal. 

'•  If  allergies  are  involved,  Pablum 
Rice  Cereal  is  especially  valuable — 
not  only  for  infants  but  for  older 
patients. 

Behind  all  four  Pablum  Cereals 
are  the  experience  and  reputation 
of  Mead  Johnson  & Company,  pio- 
neers in  nutritional  research  for 
almost  half  a century. 


Mead  Johnson  & co. 

EVANSVILLE  2I.IND..U.S.  A. 
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When  your  cardiac  or  other  patients  requiring  salt 
restriction  find  that  the  flavor  of  salt  is  essential 
to  their  enjoyment  of  food,  Neocurtasal  — sodium-free  • 
salt  substitute  — will  give  the  desired  salty  tang 
to  otherwise  “flat”  foods.  ] 


Neocurtasal  is  completely  sodium-free.  It  contains 
potassium  chloride,  ammonium  chloride,  potassium 
formate,  calcium  formate,  magnesium  citrate 
and  starch.  Potassium  content  36%;  chloride  39.3%; 
calcium  0.3%;  magnesium  0.2%. 


Available  in 

convenient  2 oz.  shakers 
and  8 oz.  bottles. 


Write  for  pad  cj  diet  sheets 

New  York,  N.Y.  Windsor,  Ont. 

177S48 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building  Sanitarium  Main  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
yvell  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
rstaffs.  All  types  of  general  medical  and 
Ourgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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...Carnation  protects  your  recommendation 


Every  single  drop  of  Carnation  is 
processed  with  prescription  accuracy 
under  Carnation’s  own  supervision 
in  Carnation’s  own  plants. 

This  unique  “cow-to-can”  control  is  the 
reason  why  Carnation  is  unsurpassed  in 
quality... why  it’s  always  absolutely 
uniform... why  you  can  recommend 
Carnation  with  complete  confidence. 


Don’t  say  “Evaporated  Milk” 


say  (arnation 

-the  milk  every  doctor  knows 
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Quadrinal  tablets 


Ephedrinp  IICL  24  mg.,  Phenobarbital  24  mg..  Phyllicin  120  mg.,  Potassium  Iodide  0.3  Gm. 


a prescription  of  carefully  selected  drugs,  each 
Having  a particular  action  in  asthma  therapy. 


prescribe:  i/2  or  1 tablet  every  3 or  4 .hours, 
not  more  than  three  tablets  per  day. 

Literature  and  trial  quantity  on  request. 


BILHUBER-KNOLL  CORP.  orange,  new  jersey 
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new  oral  penicillin 
fully  effective 
in  3 to  4 closes  daily 


•fiitiZeii 

DRAMCILLIN-250 

250,000  units*  in  a teaspoonful.  Pleasant  tast- 
ing. In  adults,  500,000  units  given  at  6 to 
8 hour  intervals  is  effective,  avoids  interruption 
of  sleeping  and  eating  schedule  and  maintains 
fully  adequate  blood  levels.  In  infants  under 
one  year,  half  the  above  dosage  is  suggested. 
60  cc.  bottles  3,000,000  units.* 

also: 

WHITE'S  DRAMC/LL/N — 100,000  units*  in  a teaspoonful 

WHITE’S  DRAMC/LL/N  WITH  TRIPLE  SULFONAMIDES- 100,000  units*  plus  0.5  Gm.  mixed 

sulfonamides  in  a teaspoonful 

WHITE’S  DROPC/LL/N  — 50,000  units*  in  a dropperful 

*Buffered  Penicillin  G Potassium 


WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Kenilworth,  N.  J. 
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high  theophylline  content,  ready  solubility 
for  rapid  therapeutic  effects  in: 

Bronchial  Asthma 
Paroxysmal  Dyspnea 
Cheyne-Stokes  Respiration 


aminophyllin 


(theophylline-ethylenediamine) 
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u t wifravert 


Twice  as  many  calories  as  5%  Dextrose 
No  increase  in  infusion  time,  fluid  volume  or  vein  damage 
Practically  100%  utilization 
/ Less  spillage  in  urine 

Travert 

• To  replenish  glycogen  stores 

• To  minimize  protein  catabolism  by  exerting 
a protein-sparing  action 

• To  prevent  ketosis  by  facilitating  the 
effective  metabolism  of  fat 

• To  help  maintain  hepatic  function 

10%  Travert  solutions  are  available  in  water  or  in  saline 
They  are  sterile,  crystal  clear,  nonpyrogenic 
1 50  cc.,  500  cc.,  1 000  cc.  sizes 

for  complete  information,  simply  write  “ Travert ” on  your  Rx  and  mail  to  us 

product  of 


BAXTER  LABORATORIES, 


Morton  Grove,  Illinois  • Cleveland,  Mississippi 

DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES 

(except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

GENERAL  OFFICES  . EVANSTON,  ILLINOIS 
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Norod  in 


hydrochloride 


(methamphetamine  hydrochloride) 


for  curbing  the  appetite 

and  counteracting  mental  depression 

samples  and  literature  are  available  on  your  request 
SUPPLIED:  2.5  and  5 mg.  tablets  in  bottles  of  100 


Onto  PRODUCTS  INC.  • RICHMOND  HILL  18.  N Y. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
292  MADISON  AVENUE,  NEW  YORK  17,  NEW  YORK 
MURRAY  HILL  3-0701 


PRESIDENTS,  DISTRICT  BRANCHES 


First  District 

William  Crawford  White,  M.D.,  New  York  City 
Second  District 

Austin  B.  Johnson,  M.D.,  Cedarhurst 
Third  District 

William  C.  Rausch,  M.D.,  Albany 
Fourth  District 

William  E.  Gazeley,  M.D.,  Schenectady 


Fifth  District 

Wardner  D.  Ayer,  M.D.,  Syracuse 
Sixth  District 

Norman  C.  Lyster,  M.D.,  Norwich 
Seventh  District 

George  H.  Gage,  M.D.,  Rochester 
Eighth  District 

John  C.  Kinzly,  M.D.,  North  Tonawanda 


Ninth  District — Morley  T.  Smith,  M.D.,  New  Rochelle 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
Publication  Committee 

George  W.  Kosmak,  M.D. 

John  J.  Masterson,  M.D.  Laurance  D.  Redway,  M.D. 

W.  P.  Anderton,  M.D.  Maurice  J.  Dattelbaum,  M.D. 

[Address  all  communications  to  above  address] 

LEGAL  DEPARTMENT 

Counsel William  F.  Martin,  Esq.  Attorney Robert  J.  Bell,  Esq. 

30  Broad  Street,  New  York  4.  Telephone:  HAnover  2-0670 

AUTHORIZED  INDEMNITY  REPRESENTATIVE 
Harry  F.  Wanvig,  70  Pine  St.,  New  York  5.  Telephone:  DIgby  4-7117 

EXECUTIVE  OFFICER 

Robert  R.  Hannon,  M.D.,  100  State  St.,  Albany  7.  Telephone:  4-4214 

DIRECTOR,  BUREAU  OF  WORKMEN’S  COMPENSATION 
David  J.  Kaliski,  M.D.,  292  Madison  Ave.,  New  York  17.  Telephone:  MUrray  Hill  3-0701 

DIRECTOR,  PUBLIC  RELATIONS  BUREAU 

Frederick  W.  Miebach,  292  Madison  Ave.,  New  York  17.  Telephone:  MUrray  Hill  3-0701 

DIRECTOR,  BUREAU  OF  MEDICAL  CARE  INSURANCE 
George  P.  Farrell,  292  Madison  Ave.,  New  York  17.  Telephone:  MUrray  Hill  3-0701 


1576 


1577 


A Momentous  Achievement  in  Heart  Therapy 

Mmrdone 


a Derivative  of  Heart  Muscle  Extract 


Seven  years  of  exhaustive  research  has  resulted 
in  the  development  of  a new  revolutionary  treat- 
ment of  the  common  cardiac  conditions. 

MYOCARDONE  Tablets,  for  oral  administra- 
tion—a unique,  highly  purified  derivative  of  heart 
muscle  extract  has  been  found: 

• To  effectively  improve  the  efficiency  of  the  heart  through 
potent  cardiotonic  and  coronary  vasodilator  action; 

• To  be  safe,  and  virtually  free  from  untoward  side 
actions,  even  when  maximal  dosage  is  taken  for  long 

Literature  and  Samples  periods. 
on  Request. 

MYOCARDONE,  a pharmaceutical  triumph,  helps  restore 
optimal  cardio-circulatory  efficiency  in  the  decompensated 
patient,  and  reduces  or  eliminates  the  need  for  nitrites  in 
angina  pectoris.  None  of  the  toxic  and  other  untoward 
side  effects  which  have  complicated  the  use  of  digitalis  and 
its  principles  are  encountered  with  Myocardone  therapy. 
MYOCARDONE  is  now  available  at  your  prescription 
pharmacy.  Give  your  next  cardiac  patient  the  benefit  of 
this  new  proven  treatment. 


Myocardone  1 Vi  gr.  tablets  are  supplied  in  bottles 
of  100.  Suggested  dosage  — 2 or  3 tablets  t.  i.  d. 

CL  eWUCa  LABORATORIES,  INC. 

Indianapolis,  Indiana 
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^98%  clinical  effectiveness 

in  TRICHOMONIASIS 


PFAe 

SPoutf/eb  ./c  rm 


eOo'i  Office  S/nO  (t/jf  Ycr/ien 
For  Use  by  the  Physician 

7 -gram  bottles  fitting 
Holmspray  or 
equivalent  powder-blower 
( in  cartons  of  3) 


eOoi  "/{fit tie  r r7/t/i/fc«/toii 

For  Horne  Use  by  the  Patient 

2-gram  capsule  for 
insertion  by  the  patient 
(in  bottles  of  12) 


The  Ideal  Combination 
for  Better  Control 

The  fully  detergent,  demulcent 
and  bacteriostatic  action  of 
ARGYROL  makes  this  adapted 
form  a more  effective  tricho- 
monicidal  agent. 


* Reich,  Button  and  Nechtow 


ARGYPULVIS 

arcyrol  and  arcypulvis  are  registered  trademarks,  the  prop- 
erty of  1 

A.  C.  BARNES  COMPANY 
NEW  BRUNSWICK,  N.  J. 


INTRODUCTORY  OFFER  TO  PHYSICIANS:  *0n  request 
we  will  send  professional  samples  of  arcypulvis  (both  forms), 
together  with  a reprint  of  the  Reich,  Button  and  Nechtow  re- 
port. (Use  coupon.) 

A.  C.  Barnes  Company 

Dept.  NY-71,  New  Brunswick,  N.  J. 

Name  ... 

Address 

City 


State 
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NEW  ‘D/iamatic 

CONTROL 

4 

PAIN 


SUBLINGUAL 

ANALGESIC 

it  Absorbed  from  oral  mucosa 
it  Directly  into  blood  stream 
★ Each  tablet  contains  acetylsalicylic  acid  5 gr. 
Benzosulfimide  8 mg. 

Enthusiastic  clinical  reports  show:  (1) 

Faster,  (2)  Longer  relief  from  pain  with 
new,  unique  Theryl  Sublingual  Anal- 
gesic.1,2 

Taken  Without  Water 
May  Often  Supplant  Narcotics2 

One  or  two  tablets  are  placed  in  the 
mouth  without  water.  In  less  than  one 
minute,  the  analgesic  agent  is  present 
in  the  blood.  Here  are  a few  typical  re- 
ports : 

INDICATION  TIME  REQUIRED 
OR  SURGERY  FOR  ANALGESIA 

Post- Appendectomy 3 minutes 

Post-Hemorrhoidectomy 3 minutes 

Post-Tonsillectomy 2 minutes 

Simple  Headache minutes 

Menstrual  Pain 5 minutes 
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1.  Hoffman,  Murray  M., 
111.  Dent.  Jl.,  19=439-445 
(Oct.,  1950) 

2.  McNealy,  Raymond  W., 
111.  Med.  Jl.,  97:150  (Mar., 
1950) 


CDtC  Send  for  Sample 
and  Literature 


CHURCH  CHEMICAL  CO. 

75-Y  East  Wacker  Drive,  Chicago  1,  III. 


W.  B.  Saunders  Co 1659 

G.  D.  Searle  & Co. 1601 

Frances  Shortt  Medical  Agency 1659 

Smith,  Kline  & French  Laboratories 1649,  1592-1593 

E.  R.  Squibb  & Sons 1654-1655 

Standard  Pharmaceutical  Co 1659 


G.  II.  Walker  & Co 1582 

West.  Hill 1657 

White  Laboratories,  Inc 1571 

Whittier  Laboratories .1586-1587 

Winthrop-Stearns  Ine. ...  1567 

Wyeth  Incorporated 1653,  1662 


Zeinmer  Co 1659  i 


more  effective 
against 


tinea  capitis 

“More  effective  in  ringworm 
of  the  scalp  than  any  other 
topical  agent.”1 


tinea  pedis 

In  “athlete’s  foot”  a 
combined  cured  and  improved 
rate  of  95%  has  been  obtained.1 


Also  indicated  in 


tinea  corporis 
tinea  cruris 

tinea  versicolor  “broad  antifungal  spectrum, 

tinea  of  the  nails 

...good  cutaneous  tolerance."' 


Asfterol 


5%  tincture  . . . ointment . . . powder  . . . 
sprayed,  applied  with  cotton  or  dusted  on 


'Roche* 


1.  Stritzler,  C.;  Fishman,  I.  M.,  and  Laurens,  S.: 

Transactions  New  York  Acad.  Sc.,  IS: SI,  Nov.,  1950. 

HOFFMANN-LA  ROCHE  INC  . ROCHE  PARK  . NUTLEY  10  • NEW  JERSEY 

ASTEROL  DIHYDROCHLORIDE  -ROCH  E'—  BRAND  OF  DIAHTHAZOLE  OlHYOROCH LORIOE1 
(z-DIMETHY LA MINO-6- Ip-01  ETHYIAMINO  ETHOXrl-BEN ZOTHIAZOLE  01 HY DROCH LORIDeI 
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Before  you  invest 
— consider  this! 


Mutual  Funds  have  features  that  make 
them  a professional  man’s  ideal  invest- 
ment medium: 

Diversification  of  investment 
Experienced  professional  selection 
Continuous  supervision. 

Mutual  Funds,  America’s  fastest  growing 
investment  medium,  are  equally  suited 
for  a $100  or  a $10,000  investment. 

For  full  information  on  this  modern  way 
to  plan  your  future,  send  for  our  booklet 
on  Mutual  Funds. 


G.  H.  Walker  & Co. 

ESTABLISHED  1900 

Members  New  York  Stock  Exchange 

One  Wall  Street,  New  York  5 

St.  Louis  Bridgeport  Hartford  Providence 


TARPASTE 

"DOAK” 

Tar  Distillate  5% 


. chronic 

* Tberapeutica^y  a^{VaentUe  eaema. 

exudative  eczent’  non.5tam- 

* % 
ing,Pracl  tirinak”  contains  5 /o 

* TAK^^STE  ,rDoUed  Tar  Distil 

caretuUv  control 

"Doak.  , ,,  avoids  stain 

TARPASTE  “DoaE  avo 

ins  ol  linen. 


DOAK  CO.,  INC. 

15812  Waterloo  Road 
CLEVELAND  10,  OHIO 


INDEX  TO  ADVERTISED  PRODUCTS 


Acthar  (Armour  Laboratories) 1588-1589 

Aminophyllin  (H.  E.  Dubin  Laboratories) 1572 

Argypulvis  (A.  C.  Barnes  Co.) 1579 

Asterol  (Hoffmann-La  Roche  Inc.)  1581 

Aureomycin  (Lederle  Laboratories) ......  1602 

Ban  thine  (G.  D.  Searle  & Co.) 1601 

Baxter  Laboratories  (American  Hospital  Supply 

Corp.) ....' 1573 

Dicaldimin  (Abbott  Laboratories) 1594 

Diethylstilbestrol  (Eli  Lilly  & Company) 

Between  1598-1599 

Drained] in-250  (White  Laboratories,  Inc.) 1571 

Eskel  (Smith,  Kline  & French  Labs) 1649 

Feosol  Tablets  (Smith,  Kline  & French  Labs) . 1592-1593 

Foxalin  (Grant  Chemical  Co.) 1583 

Furacin  (Eaton  Laboratories) 1595 

M-Minus  4 (Whittier  Labs) ...  1586-1587 

Monitan  (Ives-Cameron  Co.) 1598 

Myocardone  (Chemico  Labs) 1577 

Neo-Antergan  (Merck  & Co.  Inc.) 1651 

Neocurtasal  (Wrinthrop-St.earns  Inc.) 1567 

Norodin  (Endo  Products  Inc.) 1575 

Phenergan  (Wyeth  Inc.) 1662 

Premarin  (Ayerst,  McKenna  & Harrison) 

Between  1582-1583 

Presto-Boro  (Standard  Pharmaceuticals  Inc.) . . . 1657 

Pyribenzamine  (Ciba  Pharmaceutical  Products 
Inc 2nd  cover 

Quadrinal  (Bilhuber-Knoll  Corp.) 1570 

Robalate  (A.  H.  Robins  Co.  Inc.) 1590-1591 

Tarpaste  (Doak  Co.) 1582 

Terramycin  (Chas.  Pfizer  & Co.) 3rd  cover 

Theragran  (E.  R.  Squibb  & Sons) ...  1654-1655 

Theryl  (Church  Chemical  Co.) 1580 

Travert  (American  Hospital  Supply  Corp.)  1573 

Vertavis-Phen  (Irwin,  Neisler  & Co.) 1597 

Wychol  (Wyeth  Inc.) 1653 

Dietary  Foods 

Evaporated  Milk  (Carnation  Co.) 1569 

Meat  (American  Meat  Institute) 1596 

Pablum  (Mead  Johnson  & Co.) 4th  cover 

Medical  and  Surgical  Supplies 

X-Ray  Equipment  (Picker  X-Ray  Corp.) 1585 

Miscellaneous 

Cigarettes  (Philip  Morris  & Co.) ....  1584 

Investments  (G.  H.  W’alker  & Company)  1582 

Sun-Visor  Calendar  (Harry  Lifson  Co.) 1659 
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Foxalin 

advantages 

1 Twice  as  safe  as 
digitoxin. 

2 No  digitoxic  heart 
punch. 

3 Smooth,  prolonged 
action. 

4 Maximum  cardiac 
response. 

5 No  nausea  or 
vomiting. 


Clinical  and  pharmacological  studies  prove  that 
digitoxin  U.S.P.  compounded  with  sodium  carboxy- 
methylcellulose  (Foxalin)  exerts  a steady  and  prolonged 
therapeutic  effect  on  the  heart  with  a much  wider 
margin  of  safety  than  digitoxin  alone. 

Foxalin  is  a new  discovery*  of  demonstrated  value 
for  congestive  heart  failure,  myocardial  insufficiency, 
cardiac  decompensation,  and  auricular  fibrillation  or 
flutter. 

Foxalin  contains  digitoxin  U.S.P.  0.1  mg.  combined 
with  the  protective  colloid,  sodium  carboxymethylcellu- 
lose.  Supplied  in  bottles  of  100  tablets. 

The  maintenance  dose  of  Foxalin  is  1 tablet  daily. 
For  quick  digitalization,  6 tablets  divided  into  three 
doses,  for  one  day  only. 

WRITE  FOR  PROFESSIONAL  LITERATURE  AND  SAMPLE. 

Foxalin 

COLLOID  PROTECTED  DIGITOXIN  U.S.P. 


GRANT  CHEMICAL  COMPANY,  INC. 


U S.  Patent  No.  2,486,937 


95  MADISON  AVENUE,  NEW  YORK  16,  N. 


Y. 
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BELIEVE  IN 
YOURSELF! 

Doctor,  you  probably  have  read  a great  deal  of  cigarette 
advertising  with  all  sorts  of  claims. 

So  we  suggest:  make  this  simple  test . . . 


Take  a Philip  Morris— and  any 
other  cigarette.  Then, 

1 Light  up  either  one.  Take  a puff 
a — don’t  inhale  — and  s-l-o-w-l-y 
let  the  smoke  come  through  your  nose. 

2 Now  do  exactly  the  same 
o thing  with  the  other  cigarette. 


J <50® 


! t 


i 


1‘ 


Notice  that  Philip  Morris  is  definitely 

less  irritating,  definitely  milder. 


- 

I';—-.. 


■’sA. 


' r<mn 


9 


Then,  Doctor,  BELIEVE  IN  YOURSELF! 

Philip  Morris 


Philip  Morris  & Co.  Ltd.,  Inc. 

100  Park  Avenue,  New  York  17,  N.  Y. 
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Q 


uestions  and 


nstvers 


about  the  new 


Pfcker-Polaroid 


radiograph 


On  March  7,  1951,  before  the  Surgeon  General  and  the  staff  of  the  Bethesda  Naval  Hospital, 
the  Navy  demonstrated  the  Land  Process  for  making  one-minute  radiographs.  The  signifi- 
cance of  this  demonstration  and  a subsequent  televised  demonstration  on  the  deck  of  the 
U.S.S.  Salem  was  immediately  sensed  not  only  by  the  medical  profession  but  by  the  press. 
To  answer  the  hundreds  of  inquiries  which  have  been  pouring  in  as  a result,  we  are  making 
this  report  to  you: 


what  Is  the  process? 

! The  one-minute,  self-development  principle  of  the 
Polaroid*  Land  Process,  applied  to  radiography. 

what  does  it  do? 

It  produces  a dry,  finished  radiograph,  ready  for  use,  one 
minute  after  the  exposure  is  made,  without  darkroom 
processing. 

how  does  it  work? 

I 1 You  place  the  Polaroid  x-ray  packet  in  a special  day- 
light-loading 10"  x 12"  Picker-Polaroid  cassette,  which 
fits  any  standard  cassette  tray. 

| 2 Make  a normal  exposure  in  the  usual  way,  with  any 
x-ray  machine. 

3 Place  the  cassette  in  an  automatic  motor-driven  proces- 
sing box.  Press  a button  . . . 

4 A minute  later,  remove  the  finished  print,  dry  and  ready 
for  use.  There  are  no  liquids  present,  no  chemicals  to 
handle. 

what  does  the  radiograph  look  like? 

The  image  is  a positive  x-ray  image  on  glossy  white  paper. 
It  has  excellent  gradation  and  good  density.  You  study  it 
without  using  an  illuminator. 


is  a darkroom  needed? 

No;  you  can  load  and  process  the  radiograph  in  full 
daylight. 

how  will  it  be  used? 

While  actual  clinical  experience  has  been  limited,  those 
who  have  participated  during  the  past  few  years  in  the 
experimental  adaptation  of  the  process  to  x-ray  (among 
them  the  radiological  staff  of  the  Massachusetts  General 
Hospital  in  Boston)  have  predicted  great  usefulness  in  a 
variety  of  procedures:  for  fracture  work,  foreign  body 
location,  hip  pinning  and  other  work  where  speed  is 
important.  It  should  be  useful  in  the  many  situations 
where  darkroom  facilities  are  not  available  or  conven- 
iently usable. 

what  will  It  cost? 

Somewhat  more  than  the  direct  cost  of  conventional  x-ray 
film  of  similar  size.  When  savings  in  processing,  waiting 
and  handling  costs  are  considered,  the  actual  cost  differ- 
ence may  vanish. 

when  will  it  be  available? 

The  entire  output  will  go  first  to  the  Armed  Services.  It  is 
hoped  that  by  early  1952  production  will  have  reached  the 
point  where  civilian  deliveries  can  start. 


*®  Polaroid  Corporation,  Cambridge,  Mast. 


PICKER  X-RAY  CORPORATION  • 300  Fourth  Ave.  • New  York  IO,  N.Y, 


PREMENSTRUAL  TENSION... 

An  Entity  and  Its  Management 


—Abstract— 


THE  CONDITION  . . . 

The  syndrome  of  premenstrual  tension — depression,  headache,  breast  ten- 
derness, bloating,  edema,  thigh  pain,  irritability  and  lassitude — is  said  to 
occur  in  possibly  40%  of  menstruating  women.  Its  cause  is  speculative, 
although  fluid  retention  related  to  pituitary  activity  explains  the  symptoms 
and  findings. 

TREATMEN  T . . . 

Due  to  the  anti-pitressin  diuretic  effect  and  analgesic  action  of  M-Minus  4, 
the  author  employed  this  agent  in  a series  of  153  patients  with  premenstrual 
tension.  Of  the  group,  41  had  an  associated  dysmenorrhea. 

EFFECTIVENESS . . . 

Results  were  uniformly  good,  with  at  least  some  relief  in  alt  cases.  The 
approach  is  described  by  the  author  as  rational,  combining  ease  of  admin- 
istration, economy  and  safety  with  clinical  effectiveness.  Of  the  41  patients 
with  concomitant  dysmenorrhea,  31  were  relieved  with  M-Minus  4. 

*"Theory  and  Rationale  in  the  Treatment  of  Premenstrual  Tension  and  Dysmenorrhea,”  Vainder. 
Milton:  Industrial  Medicine  and  Surgery,  20:199-201  (April)  1951. 


TRADE  MARK 


PREMENSTRUAL  ANTITENSIVE 


Each  tablet  contains: 


N,  N - Dimethyl  -N’-(2  -pyridyl)  -N’- 
(p-methoxybenzyl)  ethylenediamine 
8-bromotheophyllinate  /pyrabrorn/.  . 
Acetophenetidin 


M-Minus  4 is  supplied  in  bottles  of  24  and  100  tablets. 


LABORATORIES 

DIVISION  NUTRITION  RESEARCH  LABORATORIES,  INC. 
CHICAGO  11,  ILLINOIS 


50  mg. 
100  mg. 


1588 


1589 


mILms 


The  unique  blocking  action  of  acthar  against  complex 
manifestations  of  hypersensitivity  has  been  well-estab- 
lished. For  the  patient  with  severe,  intractable  asthma, 
acthar  produces  most  gratifying  results;  the  threat  of 
asthmatic  attacks  can  be  minimized. 

Status  asthmaticus  which  has  defied  all  other  thera- 
peutic attempts  may  yield  quickly  to  relatively  small 
doses  of  ACTHAR. 

Definite  and  often  dramatic  improvement  of  the  patient 
makes  acthar  therapy  a truly  economic  measure  in  the 
difficult  management  of  severe  asthma. 

ACTHAR  Dosage. — Initial  Dose:  Less  severe  cases,  12.5 
mg.  q.6h.  Severe,  chronic  cases,  including  status 
asthmaticus,  may  require  up  to  25  mg.  q.6h.  The 
initial  dose  should  be  continued  from  2 to  4 days  or 
longer  in  severe  cases.  Tapering  of  Dose:  When  symp- 
toms have  been  controlled,  decrease  dosage  5 mg.  per 
injection  every  other  day  until  a total  of  10  to  12  days 
of  therapy  has  been  given.  Maintenance  Therapy:  May 
be  required  in  severe,  chronic  asthma;  10  to  20  mg. 
once  or  twice  per  day. 

Literature  and  directions  for  administration  of  acthar, 
including  contraindications,  available  on  request. 

acthar  is  available  in  vials  of  10,  15,  25  and  40  I.U. 
(mg.).  The  Armour  Standard  of  acthar  is  now  ac- 
cepted as  the  International  Unit;  1 International  Unit 
is  identical  with  1 milligram  of  acthar. 


THE  ARMOUR  LABORATORIES 

CHICAGO  11.  ILLINOIS 


PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 


StW 


w/tc 


smooth 
therapeutic  course  for 


Only  by  thwarting,  somehow,  the  strong 
natural  forces  that  normally  repair  lesions  of 
gastric  and  duodenal  mucosa,  has  the 
patient  developed  ulcer.  Only  by  enlisting 
and  implementing  those  forces  effectively 
can  ulcer  be  corrected.  As  an  efficient 
antacid  and  demulcent,  Robalate  helps 
accomplish  this  with  no  ac/d  rebound, 
no  change  in  acid-base  balance,  and  no 
toxicity.  Robalate  provides  prompt  and 
prolonged  reduction  of  acidity,  a rapid  relief 
from  pain.  It  covers  the  ulcer  and  the 
mucosa  with  a soft  protective  coating  that 
favors  restoration  of  normal  function 
and  healing.  By  helping  the  ulcer  help  itself, 
Robalate  provides  a smooth  therapeutic 
course  for  the  ulcer  patient. 


A.  H.  ROBINS  COMPANY,  INC. 
Richmond  20,  Virginia 


[ABLETS 


(Dihydroxy  aluminum  aminoacetate, 
N.N.R.,  0.5  Cm.  per  tablet) 


* * * o * 

WW  2 


Feosol  Tablets 

the  standard  iron  therapy 


Feosol  Elixir 

the  standard  liquid  iron 

Feosol  Pi  us 


now  contains  BI2 


Smith , Kline  & French  Laboratories,  Philadelphia 


'Feosol*  & 'Feosol  Plus’  T.M.  Reg.  U.S.  Pat.  Off. 
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Young  Mrs.  Dee 


is  expecting,  you  see, 

And  her  doctor  will  probably  riot,- 
‘Tor  a name  jor  the  child  is  driving  her  wild— 

Far  more  than  the  thought  of  her  diet 


HEN  the  OB  patient  loses  sight  of  her  diet  and 
over-indulges  in  non-essential  foods,  there’s  a good 
chance  that  mineral-vitamin  intake  won’t  satisfy  the 
stepped-up  requirements  of  pregnancy  and  lactation.  A 
good  way  to  counter-balance  this:  three  to  six  Dicaldi- 
min  capsules  daily  as  a dietary  supplement.  Only  three 
of  these  will  furnish: 

• Adequate  supplemental  amounts  of  calcium  and 
phosphorus. 

Sufficient  vitamin  D to  meet  the  entire  daily  require- 
ment during  pregnancy  and  lactation. 

Twice  the  amount  of  iron  and  nicotinamide  recom- 
mended for  pregnant  women. 

More  than  three  times  the  recommended  amount  of 
riboflavin. 

• Six  times  the  recommended  amount  of  thiamine. 
Dicaldimin  with  Vitamin  C affords  the  additional 
protection  of  50  mg.  ascorbic  acid  per  capsule.  Both 
supplements  are  available  at  pharmacies 
in  bottles  of  100,  500  and  1000  capsules. 


CLCrCrott 


Dicaldimin 


(ABBOTT’S  DICALCIUM  PHOSPHATE  WITH  VITAMIN  D 
IRON  AND  VITAMIN  B COMPLEX  FACTORS) 
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Outstanding 

results 

with 

Furacin 


Reasons  for  the  clinical  effectiveness  of 
Furacin®  include:  a wide  antibacterial 
spectrum,  including  many  gram-negative  and 
gram-positive  organisms  — effectiveness  in 
the  presence  of  wound  exudates  — lack  of 
cytotoxicity:  no  interference  with  healing  or 
phagocytosis  — water-miscible  vehicles  which 
dissolve  in  exudates  — low  incidence  of 
sensitization:  less  than  5%  — ability  to 
minimize  malodor  of  infected  lesions  — 
stability. 

Furacin  preparations  contain  Furacin  0.2% 
brand  of  nitrofurazone  N.N.R.  dissolved 
in  water-miscible  vehicles. 


for  example: 


IN  CHRONIC 
VARICOSE  ULCERS 


In  a female  aged  47  years,  varicose  ulcers 
had  proven  refractory  to  rest,  elevation  of 
the  leg,  compresses  and  diverse  topical 
applications.  There  was  profuse  discharge 
with  Micrococcus  pyogenes  aureus, 
Streptococcus  pyogenes,  P.  aeruginosa 
(pyocyaneous).  See  1 above. 

October  15.  Furacin  Soluble  Dressing 
applied.  There  was  rapid  diminution  in 
drainage.  The  ulcers  soon  showed  a clean, 
granulating  surface. 

December  10.  Linton  skin  flap  operation 
performed.  Furacin  Soluble  Dressing 
used  postoperatively. 

February  26.  Patient  discharged  (2); 
complete  healing  two  weeks  later. 

Literature  on  request 


soluble 


(BRAND 


fur*1' 


o'* 


^uibu  base! ,0  or‘u'<  ‘ ,i  * 


NORWICH,  NEW  YORK 


FURACIN  SOLUBLE  DRESSING  • FURACIN 


SOLUTION  » FURACIN  ANHYDROUS  EAR  SOLUTION 


1596 


MEAT  in  the  Dietary  Treatment 
of  Ulcerative  Colitis... 


Of  utmost  importance  in  treating  ulcerative  colitis  is  the  support  of  the  nutri- 
tional state  of  the  patient  with  a diet  providing  generous  amounts  of  protein, 
vitamins,  minerals  and  calories  but  giving  a minimum  of  intestinal  residue.1-2 
Studies  have  shown  that  the  most  urgent  nutritional  need  is  for  protein.3  Other 
investigations  have  disclosed  that  patients  with  colitis  display  abnormally  low 
serum  levels  for  almost  every  vitamin.4  Since  most  of  these  patients  have 
anorexia,  tempting  food  is  essential  for  stimulating  the  appetite. 

In  particular,  meat  offers  distinct  advantages  in  maintaining  the  nutritional 
status  and  vigor  of  the  colitis  patient.  Meat  furnishes  an  abundance  of  protein, 
B complex  vitamins  and  iron.  Its  protein  contains  all  the  indispensable  amino 
acids  in  biologic  proportions  for  growth  and  repair  of  tissues.  Its  B vitamins 
include  thiamine,  riboflavin,  pyridoxine,  niacin,  and  the  recently  discovered 
B12.  Being  almost  completely  digestible,  meat  yields  negligible  intestinal  resi- 
dues which  are  non-irritating  and  non-stimulating  to  the  intestinal  musculature. 

Another  feature  of  meat  in  the  diet  of  the  patient  with  ulcerative  colitis  is  its 
appetite-stimulating  value  for  overcoming  anorexia  and  promoting  the  diges- 
tive processes.  In  a widely  used  low-residue  colitis  diet,2  providing  from  60  to 
80  Gm.  of  protein,  120  Gm.  of  meat  and  10  Gm.  of  crisp  bacon  are  included. 


1.  Mann,  G.  V.,  and  Stare,  F.  J.:  Nutritional  Needs  in  Illness  and  Disease,  J.A.M.A.  142:409 
(Feb.  11)  1950. 

2.  Barborka,  C.  J.:  Treatment  by  Diet,  ed.  5,  Philadelphia,  J.  B.  Lippincott  Company,  1948, 
pp.  538-547. 

3.  Welsh,  C.  B.;  Adams,  M.,  and  Wakefield,  E.  G.:  Metabolic  Studies  on  Chronic  Ulcerative 
Colitis,  J.  Clin.  Investigation  16:161,  1937. 

4.  Bercovitz,  Z.,  and  Page,  R.  C.:  Metabolic  and  Vitamin  Studies  in  Chronic  Ulcerative  Colitis, 
Ann.  Int.  Med.  20: 239  and  254,  1944.  Mackie,  T.  T.;  Eddy,  W.  H.,  and  Mills,  M.  A.:  Vitamin 
Deficiencies  in  Gastro-Intestinal  Disease,  Ann.  Int.  Med.  14: 28,  1940. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago...Members  Throughout  the  United  States 
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IN  RESISTANT  HYPERTENSION 

Vertavis-Phen  affords  simplicity  and  economy  of  treatment  in  severe,  resistant  cases  of  essential 
hypertension  (Grade  III).  Blood  pressure  is  effectively  lowered  by  a twofold  action: 

1.  VERTAVIS-PHEN  reduces  peripheral  resistance. 

2.  VERTAVIS-PHEN  minimizes  the  hypertensive  effects  of  emotional  stress. 

Vertavis-Phen  seldom  produces  undesirable  side-effects  and  permits  the  prolonged  treatment 
required  in  resistant  hypertension. 

Average  Dosage  Range:  2 to  4 tablets  daily  after  meals. 

Hypotensive  Action  (single  oral  dose):  10  to  12  hours. 


Each  Vertavis-Phen  tablet  contains: 
Whole-powdered  veratrum  viride  . . . 

10  CRAW  UNITS* 

Phenobarbital ]/4  grain 

Supplied:  Bottles  of  100,  500, 
1000  at  prescription  pharmacies 
everywhere. 

Biologically  Standardized  for  toxicity 
by  the  Craw  Daphnia  Magna  Assay. 
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is  due  iu 
fat  starvation . . . 


. as  frequently  occurs  in  the  young  and  aged1,  or  in  sprue,  celiac  disease,  pancreatic 
fibrosis,  ileitis,  or  following  gastric  surgery2-3,  — extraordinary  measures  must  be 
taken  to  insure  absorption  and  utilization  of  this  vital  nutrient  so  intimately  con- 
nected with  many  metabolic  activities,  particularly  fat-soluble  vitamin  utilization. 

High  fecal  fat  content  — a sure  sign  of  fat  starvation  — is  frequently  due,  in  the  above 
mentioned  conditions,  to  a bile  or  intestinal  enzyme  deficiency  and  cannot  be  readily 
corrected  by  the  administration  of  bile  salts,  etc.  In  such  steatorrheal  conditions  the 
use  of  special  fat  emulsifiers,  such  as  M O N I T A N®  has  materially  reduced  fecal 
fat  content,  improved  the  nutritional  status  of  the  patient  and  has  often  led  to  good 
weight  gains1-2-4 

MONITAN  is  a palatable,  orange-flavored,  solution  of  Sorbitan  Monooleate 
Polyoxyethylene  Derivative,  available  in  12  oz.  bottles.  Dosage:  Adults  1 to  2 teaspoon- 
fuls three  times  daily  with  meals. 

Ref.:  1.  Becker,  G.H.,  et  al.:  Gastroenterology  14:80,  1950 

2.  Jones,  C.M.,  et  al.:  Ann.  Int.  Med.  29:1, 1948 

3.  Jones,  C.M.:  Cal.  Med.  71:253,  1949 

4.  Kiefer,  E.O.  & Arnold,  W.T.:  J.A.M.A.  144:903  (Mar.  11)  1950 

MONITAN 

IVES-CAMERON  COMPANY,  INC. 

22  East  40th  Street,  New  York  16,  N.Y. 
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Editorials 

Inflation  Endangers  Free  Enterprise,  I 


The  struggle  of  American  medicine  to  pre- 
serve its  free  enterprise  status  through  the 
years  has  been  more  successful  than  some 
would  concede,  but  certain  fields  of  medicine 
have  gradually  been  shifted  to  government- 
controlled  and  tax-supported  status  for  a 
large  segment  of  our  population — public 
health,  tuberculosis,  and  mental  diseases,  for 
example.  Let  it  be  pointed  out,  however, 
that  these  medical  areas  of  relatively  high- 
cost  professional  and  hospital  care  were 
socialized  by  common  consent  at  a time  when 
the  political  philosophy  and  the  national 
economy  were  preponderantly  adherent  to  a 
free-enterprise  system. 

In  an  address  presenting  medicine’s  case 
against  socialization,  John  W.  Cline,  M.D., 
president-elect  of  the  American  Medical 
Association,  said  in  part  d 

Since  its  origin,  the  history  of  our  country 
has  been  one  of  recurring  political  cycles  of 
varying  duration  but  following  similar  pat- 

1 New  York  City  Town  Hall,  February  17,  1951. 


terns.  Each  has  brought  a swing  to  the  left 
followed  by  a return  toward  the  right,  but 
seldom  if  ever  has  the  counterswing  brought 
the  pendulum  to  its  previous  position.  In  the 
course  of  time,  therefore,  there  has  been  a 
gradual  but  somewhat  irregular  drift  toward 
the  left.  Developments  in  other  countries 
have  had  some  influence,  but  these  cycles  have 
resulted  primarily  from  an  American  response 
to  meet  domestic  conditions.  We  can  recog- 
nize many  of  the  resultant  changes  as  good  de- 
spite the  coincident  increase  in  power  of  the 
Federal  government. 

The  course  of  the  past  twenty  years  has 
differed  from  the  usual  pattern  in  that  the 
swing  in  one  direction  has  been  longer  and 
largely  has  been  dominated  by  alien  ideas. 
Instead  of  being  a change  to  meet  altered 
domestic  conditions,  it  has  struck  at  the  basic 
principles  of  our  democracy. 

The  swing  of  the  pendulum  to  the  left  in 
the  past  twenty-five  years  in  a long  sweeping 
arc  raises  the  question  whether  in  watching 
the  swing  we  have  not  remarked  particularly 
that  the  clock  had  also  been  moved  to  the 
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left.  The  movement  has  been  slow,  over  a 
period  of  time,  but  the  observer  of  our 
domestic  economy  and  legislative  program 
cannot  have  failed  to  remark  the  shift  to  the 
left,  when  his  attention  is  called  to  it. 

The  drift  toward  socialism  with  its  philos- 
ophy of  dependence  upon  government 
seems  to  be  accelerated  by  two  forces:  one, 
the  insistence  of  the  so-called  “planners” 
within  the  administrative  branches  of  govern- 
ment who  are  said  to  be  propagandizing  the 
taxpayer  with  his  own  money — “concerning 
the  Utopian  beauties  of  the  Welfare  or 
Socialist  State,”  and  two,  the  power  of 
inflation.1 

It  is  said  when  a government  budget 
starts  to  exceed  one  quarter  of  the  country’s 
income,  inflation  becomes  unpreventable.2 
It  is  planned  today  to  use  one  fifth  or  20  per 
cent  of  our  national  income  to  make  sure  of 
our  physical  survival.  Costs  of  past  wars 
will  take  another  5 per  cent,  or  thereabouts. 
In  consequence,  this  nation  seems  to  be  near 

2 Saturday  Evening  Post,  May  5,  1951,  p.  128. 


the  point  of  unpreventable  inflation,  accord- 
ing to  Colin  Clark,  a student  of  national  in- 
come. 

In  the  inevitable  merry-go-round  of  rising 
wages,  rising  costs,  competition  for  scarce 
goods,  rising  prices',  and  skyrocketing  taxes, 
the  chief  concern  of  the  doctors,  the  poor, 
are  the  hardest  hit.  So  far  this  country  has 
fared  well,  comparatively  speaking.  At  this 
writing  employment  is  high,  but  net  incomes 
seem  to  be  shrinking  in  view  of  the  higher 
prices  of  nearly  every  commodity. 

Certainly  higher  income  taxes,  some  sales 
taxes,  and  stepped-up  savings  seem  to  be  the 
probable  avenues  of  attack  on  inflation,  as 
well  as  higher  taxes  on  some  commodities. 
These  are  unavoidable  but  irritating.  They 
are  felt  most  keenly  by  the  lower  and  middle 
income  brackets  because  there  are  more 
people  in  these  brackets,  and  they  must 
necessarily  carry  most  of  the  individual  tax 
load.  The  effect  of  this  taxation  on  the  sup- 
port of  free  enterprise  will  be  discussed 
further  in  a future  issue. 


Current  Editorial  Comment 


Smoke  Control  Progresses.  In  Febru- 
ary we  commented  on  the  possibility  of  bet- 
ter control  of  smoke  and  gaseous  wastes, 
now  technologically  possible.1  The  New 
York  Times  made  the  suggestion  editorially 
“that  some  university  or  possibly  a founda- 
tion, undertake ...  continuous  scientific 
measurement  and  supply  a monthly  report 
with  evaluations ...  on  what  progress  offi- 
cial control  is  making.  . . ,”2 

We  are  encouraged  to  note  that  the  direc- 
tor of  the  Bureau  of  Smoke  Control  in  New 
York  City  has  recently  laid  down  the  policy 
he  proposes  to  pursue  with  respect  to 
violations  of  city  smoke-control  regula- 
tions.3 He  is  reported  to  have  said  that 
the  great  majority  of  plant  and  building 
owners  as  well  as  the  city’s  own  depart- 
ments were  complying  with  smoke-control 
regulations  or  at  least  making  every  effort 
to  do  so.  He  supports  a cooperative  pro- 
gram with  users  of  fuel  rather  than  wide- 
spread “crack-downs.”  This  seems  to  us 
to  make  sense,  particularly  if  followed  up  by 
prosecutions  of  noncooperators. 

1 New  York  State  J.  Med.  51:329  (Feb.  1)  1951. 

2 New  York  Times,  November  17,  1950. 

New  York  Times,  April  3,  1951. 


Many  times  over  a period  of  many  months 
we  have  urged  that  a continuing  disinterested 
measurement  be  made  of  air  pollution  in  New 
York  City,  as  a check  on  the  efficiency  of  the 
official  program  to  control  smoke  and  sootfall. 
Such  a measurement  might  be  sponsored  by  a 
citizens’  group  and  it  might  be  made  by  one  of 
our  local  universities  as  a public  service. 
While  interest  has  been  expressed  in  the  idea, 
no  sponsor  has  come  forward  to  assume  the 
responsibility  of  leadership  or  offer  the  neces- 
sary funds.4 

Again  we  can  heartily  endorse  the  sug- 
gestion of  the  New  York  Times  and  urge 
that  such  studies  be  commenced  without 
loss  of  time.  It  is  to  be  hoped  that  other 
large  and  smaller  industrial  centers  will 
think  seriously  of  doing  the  same.  We 
note,  incidentally,  that  a bill  (H.  J.  Res. 
218)  by  Mr.  Murphy  of  New  York,  intro- 
duced in  Congress  and  referred  to  the  Com- 
mittee on  Interstate  and  Foreign  Com- 
merce, proposes  provision  for  intensified./ 
research,  with  the  causes,  hazards,  anc 
effects  of  air  pollution,  into  methods  for 
its  prevention  and  control. 

4 New  York  Times,  March  26,  1951. 
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The  Anticholinergic  Action  of  Banthine  in  Peptic  Ulcer 

— reduces  the  excessive  vagal  stimulation  characteristic  of  the  ulcer 
diathesis  by  inhibiting  stimuli  at  . . . 

1.  The  parasympathetic  and  sympathetic  ganglia. 

2.  The  effector  organs  of  the  parasympathetic  system. 


By  this  action  Banthine 
consistently  reduces  hy- 
permotility and,  usual- 
ly. hyperacidity. 


Banthine 

BROMIDE 

BRAND  OF  METHANTHEUNE  BROMIDE 


SEARLE 


RESEARCH 


IN  THE  SERVICE 


Suggested  Dosage: 
One  or  two  tablets 
(50  to  100  mg.) 
every  six  hours. 
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Effective  against  many  bacterial  and  rickettsial  infections, 
as  well  as  certain  protozoal  and  large  viral  diseases. 


AUREOMYCIN 

Hydrochloride  Crystalline 


The  Obstetrician  is  daily  finding 

aureomycin  an  increasingly  valuable  agent  for  the  prevention  and  treat' 
ment  of  infection.  It  may  be  given  to  advantage  prophylactically  in  long 
and  difficult  labors  and  in  all  operative  deliveries  or  mfected  abortions. 
Aureomycin  not  only  attacks  the  maternal  disease  but  also,  by  its 
passage  in  therapeutic  concentrations  into  the  placental  circulation,  treats 
possible  infection  in  the  child  before  and  during  birth.  Aureomycin  has 
proved  its  usefulness  in  endometritis,  parametritis,  urinary  infection,  in- 
fected thrombophlebitis  and  other  infections,  caused  by  a wide  variety 
of  organisms.  Aureomycm  is  a drug  indispensable  to  obstetric  practice. 

Packages 

Capsules:  Bottles  of  25  and  100,  50  mg.  each  capsule.  Bottles  of  16  and  100,  250  mg.  each  capsule. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 
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Scientific  Articles 


Panel  Discussion 
CIVIL  DEFENSE 


ORGANIZATION  AND  OPERATION  OF  MEDICAL  DEFENSE 

ACTIVITIES 

Herman  E.  Hilleboe,  M.D.,  Albany,  New  York 
( Commissioner , New  York  State  Department  of  Health) 


ONE  year  after  Pearl  Harbor,  a sudden  fire  in 
the  Cocoanut  Grove  night  club  in  Boston 
caused  the  death  of  491  of  the  1,000  persons 
present.  Within  a period  of  two  hours,  114 
patients  were  brought  to  the  Massachusetts  Gen- 
eral Hospital,  and  of  these,  75  were  either  dead 
on  arrival  or  lived  but  a short  time  thereafter. 
Only  39  patients  were  actually  admitted  as  hospi- 
tal bed  patients.  Dr.  Cope,  commenting  on  the 
experience  at  the  Massachusetts  General  Hospi- 
tal, stated,  “Had  such  a catastrophe  taken  place 
before  Pearl  Harbor,  the  hospital  would  have  been 
swamped.  As  it  was,  the  injured  found  the  staff 
prepared,  for  the  war  had  made  us  catastrophe- 
minded.” 

The  Massachusetts  General,  an  excellent  teach- 
ing hospital  of  over  500  beds,  may  be  compared  in 
size,  staff,  and  facilities  to  the  Buffalo  General 
Hospital.  If  normal  peacetime  resources  would 
have  been  inadequate  for  a mere  114  arrivals, 
only  39  of  whom  lived  to  be  admitted  as  patients, 
how  must  we  prepare  for  an  estimated  30,000 
patients  with  severe  burns,  which  is  a probable 
minimal  toll  after  a single  atomic  attack  upon  a 
crowded  city  like  Buffalo? 

Preparedness  against  atomic  attack  entails  a 
unique  combination  of  the  familiar  and  the  un- 
familiar. The  actual  technics  for  giving  first  aid 
and  emergency  treatment  to  each  burned  victim 
present  a problem  which  differs  in  no  significant 
way  from  the  peacetime  care  of  those  so  injured. 
We  will  hear  other  members  of  this  panel  who 
will  outline  for  you  the  present  advances  in  the 
care  of  such  patients,  taking  into  account  the 
problems  of  speed,  simplicity  of  treatment,  cost 


Presented  at  the  145th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo.  Teaching  Day, 
May  1.  1951. 


of  supplies,  and  availability  of  personnel  and  ma- 
terial. On  the  other  hand,  the  application  of 
these  technics  to  the  thousands  of  seriously  in- 
jured patients,  who  must  be  given  prompt  care 
during  the  first  twenty-four  hours  after  attack  by 
a stunned  and  crippled  city,  entails  a type  of 
planning  for  which  there  has  as  yet  been  no 
precedent. 

Let  us  be  under  no  delusion  when  we  consider 
the  extensive  damage  caused  by  the  air  burst  of  an 
atomic  bomb.  While  we  can  do  nothing  to  pre- 
vent this  vast  destruction  if  an  enemy  plane 
should  slip  through  our  defenses,  we  can  markedly 
reduce  the  toll  of  lives  lost  and  serious  injuries 
sustained  by  the  attacked  population.  The  activ- 
ities required  to  do  this  are  not  simple;  they  are, 
in  fact,  incompatible  with  many  aspects  of  our 
customary  way  of  life.  They  cannot  be  per- 
formed solely  by  a small  group  of  persons  dele- 
gated with  this  responsibility.  They  demand  the 
active  participation  of  each  physician,  and  they 
demand  that  this  service  become  a daily  part  of 
the  physician’s  routine  thought  and  activity  if 
our  efforts  are  to  be  successful  at  the  time  of  at- 
tack. Hippocrates,  the  father  of  medicine,  ex- 
plained twenty-five  hundred  years  ago:  “Ex- 
treme remedies  are  appropriate  for  extreme 
diseases.”  Atomic  warfare  is  the  severest  com- 
munity disease  facing  us  today — the  assistance  of 
all  physicians  who  are  able  to  be  up  and  around 
is  required. 

Principles  of  Planning  for 
Medical  Defense 

The  mission  of  the  emergency  medical  services 
of  civil  defense  may  be  described  simply:  To  pre- 
vent death,  reduce  disability,  and  relieve  suffer' 
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ing  immediately  following  an  atomic  explosion. 
Our  previously  planned  activities  must  begin  im- 
mediately after  attack  if  we  are  to  accomplish 
this  mission,  and  the  first  twenty-four  to  forty- 
eight  hours  will  be  the  crucial  period.  United 
States  Army  studies  during  the  Italian  campaign 
indicated  the  difficulty  of  saving  the  injured  from 
shock  if  more  than  eighteen  hours  elapsed  be- 
tween the  time  of  injury  and  the  beginning  of 
specific  treatment.  These  were  healthy  young 
men;  in  our  cities  there  are  the  old,  the  infirm, 
and  the  children.  To  be  effective,  our  efforts 
must  begin  earlier,  our  medical  posts  must  be 
manned  within  minutes  after  the  explosion,  and 
our  seriously  injured  must  receive  emergency  care 
as  soon  as  they  can  be  reached  after  the  disaster 
has  struck. 

To  accomplish  this,  no  area  in  this  State  can  be 
self-sufficient.  Mutual  assistance  among  local- 
ities is  the  only  basis  for  logical  planning.  The 
concept  of  mutual  aid  is  based  on  the  universal 
principle  that  supplies,  treatment  procedures,  and 
patterns  of  activity  be  instituted  at  once.  A 
physician  from  a distant  area  must  be  conversant 
with  the  treatments  used  in  a disaster  area  in 
which  he  works;  he  must  know  the  routine  pro- 
cedures for  care  of  the  patient  at  each  medical 
post  where  he  may  be  asked  to  serve.  For  this 
reason,  the  State  Civil  Defense  Commission  has  a 
single  plan  for  medical  defense;  for  this  reason 
orientation  courses  for  physicians  and  nurses  have 
been  taught  throughout  the  State.  A series  of 
simple  yet  effective  procedures  have  been  devised 
by  medical  school  panels  at  the  suggestion  of  Dr. 
John  Masterson,  chairman  of  the  State  Medical 
Society’s  Committee  on  Emergency  Medical  Pre- 
paredness. He  serves  also  as  chairman  of  the 
Medical  Advisory  Committee  on  Civil  Defense  to 
the  State  Health  Department. 

The  major  task  for  civil  defense  planning  re- 
mains with  your  own  local  civil  defense  director 
and  his  chief  medical  officer.  They  are  the  ones 
who  adapt  the  State  medical  defense  plan  to  fit 
specific  local  needs  and  resources.  They  need 
your  cooperation,  and  it  is  under  their  leadership 
that  you  will  perform  after  attack. 

Plan  for  Medical  Defense 

The  State  plan  for  medical  defense  provides  for 
a sector  pattern  of  organization  for  each  target 
area.  From  the  point  where  an  atomic  bomb 
could  be  exploded  with  maximum  destructiveness 
over  a target  area,  wedge-shaped  sectors  will 
radiate  out  beyond  the  limits  of  the  city.  Gov- 
erning the  activities  of  each  sector  and  located 
from  5 to  10  miles  beyond  the  city  limits  acces- 
sible to  a major  highway  will  be  the  Supply  and 
Assignment  Depot.  Supervisory  personnel  for 
emergency  field  service,  emergency  hospitals, 


blood  programs,  personnel,  supplies,  and  medical 
transport  will  be  assigned  to  this  station.  Sup- 
plies to  take  care  of  needs  during  the  first  six 
hours  will  be  stocked  here.  Personnel  from  other 
areas  of  the  State  who  have  mobilized  at  their 
local  assembly  points  will  proceed  by  the  shortest 
route  to  the  nearest  Supply  and  Assignment 
Depot  of  the  attacked  area.  There  they  will  be 
allocated  to  more  forward  posts  on  the  basis  of 
needs  in  the  immediate  disaster  area. 

Prior  to  attack,  secondary  aid  stations  will  be 
provided,  one  every  two  miles  in  each  direction, 
in  checkerboard  fashion  throughout  the  target 
area  and  for  a short  distance  beyond.  They  too 
will  have  supervisory  personnel  similar  in  func- 
tion to  the  Supply  and  Assignment  Depot.  The 
secondary  aid  stations  will  be  the  mobilization 
points  for  personnel  living  within  the  target  area. 
From  each  such  station,  physicians,  medical  as- 
sistants, nurses,  nurses’  aides,  stretcher  bearers, 
messengers,  and  record  clerks  will  proceed  toward 
the  area  of  disaster  to  establish  First  Aid  Posts  at 
strategic  points. 

From  the  First  Aid  Post,  teams  of  stretcher 
bearers  will  range  through  the  devastated  area, 
carrying  back  to  the  post  persons  who  are  in  need 
of  care.  The  actual  extrication  of  the  injured 
from  the  wreckage  of  damaged  buildings  will  be 
performed  by  specially  trained  and  equipped 
rescue  workers.  Both  rescue  workers  and 
stretcher  bearers  must  have  a practical  knowl- 
edge of  first  aid,  and  we  have  asked  the  American 
Red  Cross  to  give  this  training.  Ambulatory 
patients  not  in  need  of  immediate  care  will  be 
directed  to  the  nearest  secondary  aid  stations, 
since  the  work  of  the  First  Aid  Post  must  be  con- 
fined to  giving  emergency  care  to  the  seriously  in- 
jured and  getting  them  on  their  way  to  a hospital. 

To  provide  a sufficient  number  of  improvised 
and  emergency  hospitals  near  target  areas  is  a 
task  of  enormous  proportions.  Rochester,  for  ex- 
ample, with  3,700  hospital  beds  must  equip  many 
additional  facilities  if  a large  proportion  of  the 
estimated' 40,000  persons  who  will  require  such 
care  are  to  be  immediately  hospitalized.  For 
this  reason,  additional  beds  must  be  provided  in 
hospital  corridors,  office  rooms,  nurses’  homes, 
and  adjacent  buildings.  Schools,  hotels,  and 
municipal  buildings  will  be  proper  sites  for  im- 
provised hospitals. 

It  is  obvious,  however,  that  the  gap  between 
the  few  thousand  beds  now  available  and  the  tens 
of  thousands  needed  is  too  great  to  be  bridged 
solely  by  local  effort.  As  many  of  the  State-wide  > 
hospital  facilities  as  are  needed,  actual  and  auxil- 
iary, will  be  pressed  into  service  after  an  attack 
upon  one  or  more  of  our  major  target  areas.  The 
proper  functioning  of  the  secondary  aid  stations  i 
and  the  availability  of  smoothly  operating  trans- 
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portation  and  communication  facilities  through- 
out our  State  become  of  prime  importance. 

Any  plan  of  treatment  for  those  injured  by  an 
atomic  blast  requires  the  rapid  provision  of  an 
ample  supply  of  blood  and  blood  derivatives. 
Present  plans  include  the  designation  of  each  of 
the  263  laboratories  in  upstate  New  York  as 
blood  centers.  These  centers  have  been  expand- 
ing their  donor  lists,  and  typed  donors  will  be  on 
call  in  the  event  of  a disaster.  During  the  first 
twenty-four  hours,  only  group  0 donors  will  be 
bled,  and  the  blood  rushed  to  the  attacked  area 
by  air,  arriving  in  significant  amounts  within  six 
hours.  During  these  first  six  hours,  patients  in 
danger  from  shock  will  receive  stocked  plasma 
and  blood  substitutes,  such  as  dextrin  or  periston. 
Beyond  the  critical  period,  type  specific  blood 
can  be  administered,  but  in  the  first  day  at  least 
20,000  units  of  group  0 blood  must  be  available 
to  save  the  thousands  of  lives  which  would  be  lost 
if  facilities  and  personnel  were  to  be  relegated  to 
the  tedious  chore  of  typing,  cross-matching,  and 
testing  for  Rh  antigens.  Although  this  represents 
a compromise  with  the  best  practice  of  clinical 
medicine,  your  medical  advisory  committee  has 
wisely  accepted  such  calculated  risks  as  prefer- 
able to  the  hours  of  delay  and  to  the  deviation  of 
scarce  personnel  from  their  primary  role  of  saving 
the  lives  of  the  critically  injured.  Routine  peace- 
time practice  cannot  be  employed  at  a time  when 
tens  of  thousands  of  patients  are  desperately  in 
need  of  lifesaving  blood. 

Carrying  out  the  Plan  for  Medical  Defense 

Because  of  the  importance  of  mutual  aid  among 
localities  in  this  State,  emergency  treatment  pro- 
cedures and  patterns  must  be  based  upon  univer- 
sal principles  which  can  be  translated  into  uni- 
formity of  supplies  and  training.  A physician 
from  Binghamton  must  be  prepared  to  deal  with 
the  injured  in  Buffalo,  using  standard  supplies 
and  equipment  provided  throughout  all  target 
areas.  Medical  science  has  always  disliked  uni- 
formity; its  amazing  progress  has  been  based 
upon  freedom  of  trial  for  any  treatment  which 
i seemed  promising.  Yet  the  unprecedented  sup- 
ply problems  produced  by  50,000  to  100,000  in- 
jured demand  such  uniformity.  It  is  mani- 
festly impossible  to  supply  every  item  desired  for 
the  many  variations  of  emergency  treatment  by 
different  groups  of  physicians.  Moreover,  nu- 
merous nonmedical  personnel  must  be  trained  to 
assist  physicians,  and  uniform  courses  of  instruc- 
! tion  must  be  employed  throughout  the  State  if 
the  mutual  aid  program  is  to  succeed. 

Recognizing  these  problems,  the  Medical  Ad- 
visory Committee  of  the  New  York  State  Medical 
: Society  and  the  Medical  Society’s  Committee  on 
| Emergency  Medical  Preparedness  requested  the 


deans  of  New  York  State’s  nine  medical  schools 
to  send  representatives  to  a series  of  panel  meet- 
ings. Panels  met  to  discuss  uniform  treatments 
to  be  recommended  under  the  following  headings : 

1.  Shock  and  fluid  therapy. 

2.  Anesthesia,  narcotics,  and  related  drugs. 

3.  Flash  and  flame  burns. 

4.  Fractures. 

5.  Crushing  injuries,  extensive  wounds,  and 
blast  injuries. 

These  physicians  from  every  medical  school  in 
the  State  faced  their  responsibility  with  courage 
and  resolution  and  gave  generously  of  their  time 
and  experience.  Minor  differences  in  the  individ- 
ual group  reports  were  resolved  at  a conference 
committee  composed  of  two  representatives  from 
each  panel.  The  close  unanimity  of  opinion  re- 
garding the  recommendations  for  treatment,  sup- 
plies, and  use  of  nonmedical  personnel  has  given 
great  impetus  to  our  efforts  for  preparing  for  de- 
fense against  atomic  attack.  These  panel  re- 
ports were  published  in  the  June  edition  of 
Health  News  and  distributed  to  every  physician 
in  New  York  State.  You  will  hear  shortly  from 
one  of  the  physicians  who  rendered  valuable 
service  as  chairman  of  the  panel  which  dealt  with 
the  surgical  treatment  of  burns. 

Refresher  courses  have  been  held  for  physicians 
based  upon  the  work  of  another  panel  which  de- 
vised an  introductory  series  of  lectures  dealing 
with  the  chief  medical  problems  to  be  faced  after 
atomic  attack.  Recommended  and  fostered  by 
the  Medical  Advisory  Committee  on  Civil  De- 
fense, these  sessions  have  been  held  by  every 
county  medical  society  in  New  York  State,  and  a 
high  proportion  of  physicians  have  attended  one 
or  more  of  the  lectures. 

The  training  of  physicians,  important  though 
it  is,  will  not  be  enough.  The  care  of  thousands 
of  injured  patients  after  attack  will  demand 
special  training  for  tens  of  thousands  of  dentists, 
nurses,  veterinarians,  and  medical  students — 
training  which  can  provide  them  with  sufficient 
skill  to  perform  emergency  treatments  far  be- 
yond their  usual  professional  role.  Many  pro- 
fessional people  have  taken  preliminary  training 
in  this  field,  but  much  yet  remains  to  be  done. 
For  example,  the  shock  panels  have  recommended 
the  use  of  bone  marrow  blood  transfusions  for  in- 
fants; this  is  one  of  the  many  technics  which 
must  be  taught  to  these  medical  aides.  Dressing 
of  burns,  intravenous  infusions,  the  treatment  of 
minor  wounds  will  require  an  enormous  amount 
of  specialized  training  and  practice  on  the  part  of 
associated  professional  groups. 

First  aid  and  emergency  hospital  service  will  re- 
quire almost  1,000,000  medical  aides  and  nurses’ 
aides  recruited  from  our  general  population.  We 
have  asked  the  American  Red  Cross  to  assume  the 
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major  share  of  the  task  of  training  these  person- 
nel. Special  training  and  practice  exercises  must 
be  the  responsibility  of  each  local  chief  medical 
officer  and  eventually  of  each  physician.  Such 
training  must  be  realistic,  since  any  pair  of  hands 
partially  trained  can  control  hemorrhage  which 
could  otherwise  prove  fatal.  There  will  not  be 
enough  physicians  to  see  all  the  severely  injured 
immediately  after  attack.  We  suggest  that  some 
of  the  training  of  these  volunteers  take  place  in 
hospital  emergency  rooms  in  order  that  they  be- 
come accustomed  to  dealing  with  injured  persons. 

Despite  the  fact  that  our  plan  for  emergency 
medical  services  is  expected  to  reduce  to  a mini- 
mum the  delay  in  providing  expert  medical  care 
for  the  injured,  with  tons  of  rubble  blocking  our 
streets,  with  survivors  trapped  in  the  basements 
of  burned  buildings,  some  knowledge  of  self-help 
and  neighbor-help  is  essential  for  all  of  our 
citizens.  If  knowledge  is  disseminated  on  how  to 
stop  hemorrhage,  how  to  apply  a temporary 
splint  to  a broken  limb,  how  to  place  a clean 
cloth  over  a burn,  then  patients  can  arrive  at 
first  aid  posts  with  a better  chance  for  survival. 
For  this  reason  we  have,  with  the  help  of  our 
Medical  Advisory  Committee,  developed  an  eighth 
hour  course  (four  sessions  of  two  hours  each) 
in  the  principles  and  practice  of  self-help  and 
neighbor-help.  Beginning  March  16,  this  course 
was  being  taught  in  every  target  city  through- 
out the  State.  Industry  is  cooperating  in  allow- 
ing its  employes  to  attend  lectures  and  dem- 
onstrations during  working  hours.  Our  goal 
is  to  have  this  skill  made  available  to  all  of  our 
adult  population,  with  particular  emphasis  on 
those  who  reside  in  target  areas.  We  want  to 
reach  one  adult  in  every  family  in  every  block. 
This  is  a sure  means  of  building  morale  and  help- 
ing to  reduce  the  amount  of  panic  after  a bomb 
strikes. 

Prior  to  World  War  II,  the  British  expected 
that  widespread  panic  would  accompany  the  mass 
bombing  of  their  cities  by  the  enemy.  That  this 
did  not  occur  is  a tribute  to  their  civil  defense 
organization  and  preparation.  An  informed 
citizenry  is  one  which  understands  that  a certain 
amount  of  anxiety  leads  to  purposeful  activity. 
Information,  preparation,  and  planned  action  are 
the  antigens  which  immunize  against  panic  and 
provide  the  will  to  win  against  terrible  odds. 

Following  the  release  of  the  State  plan  for 
medical  defense  by  the  Civil  Defense  Commission, 
the  102  local  civil  defense  jurisdictions  in  the 
State  have  vigorously  accepted  the  cha^enge. 
Recruitment  of  medical  and  nonmedicaDvolun- 
teers  has  been  gaining  momentum,  although, 
many  thousands  are  still  needed;  supply  and 
assignment  depots,  secondary  aid  stations,  and 
emergency  hospitals  have  been  provided  for. 


The  Civil  Defense  Commission  has  developed  a 
logical  and  effective  plan  of  organization  and  op- 
eration. The  State  Medical  Society  has  given 
valuable  assistance  in  the  formation  of  these  plans 
and  to  their  implementation.  In  the  months 
which  lie  ahead  the  responsibility  of  this  Society 
and  of  each  physician  will  be  even  greater.  There 
will  be  new  lessons  to  learn,  new  activities  to 
undertake,  and  many  nonmedical  persons  to  train. 
The  State  Health  Department  has  also  long  been 
faced  with  the  difficult  task  of  devoting  a major 
share  of  its  personnel  to  civil  defense  without  de- 
tracting from  its  principal  health  activities. 
Such  a program,  then,  has  made  great  demands 
upon  all  of  us,  and  these  demands  will  increase. 
Physicians  hold  the  key  to  the  success  of  any  pro- 
gram for  medical  defense  against  atomic  attack. 
We  can  be  confident  of  success  because  each 
component  group  and  each  member  of  the  State 
Medical  Society  has  given  ample  demonstration 
of  a determination  to  meet  this  challenge. 

Conclusion 

Medical  defense  against  atomic  disaster  is  an 
exercise  in  preventive  medicine  of  incalculable 
magnitude.  The  threat  of  atomic  warfare  has 
dislocated  every  major  function  of  the  New  York 
State  Health  Department  since  early  in  1950. 
Every  activity  has  contributed  men  and  material 
to  meet  the  emergency.  Atomic  bombing  of  our 
cities  is  a realistic  possibility.  So  medical  de- 
fense against  atomic  bombs  must  become  an  es- 
sential part  of  our  organized  community  efforts 
in  health  protection. 

Health  is  only  one  facet  of  civil  defense  but  an 
extremely  important  one.  Medical  services  are 
vital  to  the  morale  of  the  population  exposed  to 
danger  by  plague,  famine,  or  war.  The  life  of 
every  individual  may  well  be  in  jeopardy  unless 
we  pool  human  and  material  resources  for  sur- 
vival. A mysterious  weapon  is  robbed  of  much  of 
its  terror  when  its  action  and  effects  become 
known.  Health  workers  and  physicians  have  the 
task  of  bringing  this  knowledge  to  the  people  liv- 
ing in  the  atomic  age. 

We  must  help  to  develop  a sense  of  proportion 
about  the  effects  of  atomic  radiation  on  the  body. 
Many  people  fear  that  all  adults  within  miles  of 
the  burst  will  be  made  impotent  and  sterile  and 
that  those  who  escape  this  fate  will  produce  de- 
formed children.  Scientific  evaluation  of  avail- 
able data  tells  us  that  this  is  not  true.  It  is  esti- 
mated that  less  than  15  per  cent  of  the  people  in 
the  area  of  an  atomic  explosion  will  suffer 
severely  from  atomic  radiation.  The  real  job  fac- 
ing the  medical  services  is  the  emergency  care  and 
treatment  of  persons  severely  injured  or  burned  by 
the  blast  and  heat  of  the  bomb. 

The  emergency  medical  services  must  include 
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large  numbers  of  nonmedical  personnel  trained  to 
stop  hemorrhage,  apply  temporary  splints,  cover 
burns,  and  help  prevent  shock.  First  aid  on  the 
spot  plus  rapid  transport  to  emergency  hospitals 
will  preserve  life  and  reduce  permanent  disabil- 
ity of  the  severely  injured. 

Initial  planning  has  been  completed,  training  of 
professional  persons  and  volunteers  has  started, 
and  stockpiles  of  drugs  and  supplies  are  begin- 
ning to  form.  Legions  of  volunteers  still  must  be 
recruited,  trained,  and  integrated  into  effective 
groups  of  emergency  medical  workers.  We  can 
prepare  successfully  for  atomic  disaster  if  every 
able-bodied  citizen  of  the  State  will  accept  his 


share  of  the  task,  learn  his  role  well,  and  be  ready 
to  carry  out  his  job  when  called  upon  to  do  so. 
Self-help  and  neighbor-help  will  give  reliability  to 
civil  defense. 

But  we  must  not  forget  that  optimum  public 
health  services  must  be  maintained  and,  when 
indicated  in  certain  areas,  expanded  to  meet  the 
exigencies  of  atomic  and  germ  warfare.  The  de- 
mands of  everyday  life,  like  the  fight  for  survival, 
stimulate  group  activity.  A community  properly 
organized  for  the  causes  of  public  health  and  civil 
defence  maintains  its  own  morale  and  builds  the 
productive  capacity  necessary  to  meet  the  chal- 
lenges of  any  emergency — even  the  atom  bomb. 


AS  NEW  YORK  CITY  SEES  IT 

Marcus  Kogel,  M.D.,  New  York  City 
( Commissioner , Department  of  Hospitals,  City  of  New  York) 


THE  medical  aspects  of  civil  defense  comprise, 
of  course,  the  wide  variety  of  measures  to  be 
taken  to  minimize  health  risks  and  to  repair 
health  damage  as  promptly  and  as  thoroughly  as 
humanly  possible,  should  the  Chilian  population 
of  this  country  be  attacked  by  an  enemy.  Since 
atomic  weapons  will  probably  be  used  should  an 
enemy  decide  to  strike,  defense  against  atomic 
weapons  is  the  primary  concern  of  our  medical 
mobilization  efforts. 

The  technical  aspects  of  medical  defense,  both 
in  the  areas  of  public  health  and  of  clinical  medi- 
cine, are  by  now  known  to  each  of  you.  Alert 
medical  societies,  guided  by  their  State  Society 
and  local  health  administrations,  have  succeeded 
within  an  impressively  short  space  of  time  in  ar- 
ranging the  necessary  training  programs  which 
convey  specific  information  to  physicians.  The 
members  of  the  medical  profession  in  the  State  of 
New  York  have  eagerly  seized  every  opportunity 
to  learn  and,  subsequently,  to  impart  this  knowl- 
edge to  others.  The  physicians  are  reacting  in 
the  best  tradition  of  the  Hippocratic  Oath — 
“To  impart  by  precept,  by  lecture  and  by  every 
mode  of  teaching.”  They  are  continuously  im- 
parting the  new  “Art”  not  only  to  all  “disciples 
bound  by  covenant  and  oath,  according  to  the 
Law  of  Medicine,”  but  to  members  of  related 
professions  and  to  large  groups  of  fellow  citizens 
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on  whose  volunteer  efforts  we  will  depend  as  in- 
dispensable auxiliary  workers. 

The  measures  of  civilian  medical  defense 
against  modern  warfare  with  which  you  are  famil- 
iarizing yourselves  are  independent  of  the  local- 
ity. They  are  the  same  wherever  in  this  country 
and  in  this  State  disaster  will  strike  and  disaster 
victims  will  have  to  be  attended  to  medically. 
Therefore,  I have  nothing  to  add  to  this  matter  as 
far  as  New  York  City  is  concerned.  Whatever 
contribution  I can  make  to  this  discussion  is  in  the 
area  of  planning  and  organizing  an  integrated 
medical  defense  program  under  the  specific  con- 
ditions and  geared  toward  the  specific  needs  of 
this  country’s  largest  city,  or  in  the  vivid  words 
of  your  Program  Committee,  “As  New  York  City 
Sees  It.” 

To  show  you  how  New  York  City  sees  the  med- 
ical aspects  of  civil  defense,  I have  to  give  you  a 
bird’s-eye  dew  of  those  features  of  our  city  that 
condition  our  medical  defense  measures.  I 
realize  that  many  of  you  in  this  audience  know 
the  city  intimately.  But  it  seems  to  me  that 
even  the  most  familiar  location  gains  a new  and 
different  face  if  we  no  longer  look  at  it  as  the  place 
of  our  residence  and  of  our  work,  the  place  where 
we  were  brought  up  and  where  we  are  bringing  up 
our  children,  but  as  a target  of  enemy  attack,  as  a 
see  , and  the  arena 
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of  this  city’s  medical  defense  program,  the  medi- 
cal emergency  agency  had  first  to  look  at  the  city 
itself,  had  to  review  its  geographic  and  demo- 
graphic characteristics,  had  to  assess  its  resources 
and  reserves  in  manpower,  its  provisions  and 
potentialities  in  physical  facilities,  in  equipment 
and  supplies  needed  for  the  implementation  of  a 
comprehensive  medical  defense  program.  The 
classic  wisdom  of  “know  thyself”  has  its  validity 
today  as  it  had  at  the  time  when  the  old  Greeks 
built  their  temple  in  Delphi  under  this  adage. 
Our  self-analysis  served  to  crystallize  both  the 
assets  and  the  liabilities  which  this  city  offers  to 
the  problem  of  medical  defense. 

New  York  City  covers  an  area  of  320  square 
miles.  Its  greatest  extension  is  in  the  north- 
south  direction,  namely,  36  miles  as  the  crow 
flies  from  the  top  of  the  Bronx  to  the  southern  tip 
of  Staten  Island.  New  York  City  has  an  exten- 
sive waterfront,  being  located  on  the  Atlantic 
shore  and  on  three  rivers.  The  major  fractions  of 
the  City’s  periphery  border  Westchester  and 
Nassau  counties.  But  New  York  City  also  bor- 
ders New  Jersey  and  is  very  close  to  Connecticut. 

Administratively,  New  York  City  is,  as  you 
know,  divided  into  five  boroughs.  Considered  as 
separate  units,  some  of  the  boroughs  rank  in  popu- 
lation among  this  country’s  largest  communities. 
Brooklyn,  with  its  2,700,000  people,  is  exceeded 
only  by  Chicago ; Manhattan  has  its  place  imme- 
diately after  Philadelphia. 

Our  Civil  Defense  Program,  especially  our 
medical  defense  measures,  has  adopted  the  tradi- 
tional pattern  of  borough  division  of  the  city  for 
the  various  aspects  of  its  organizational  structure, 
but  it  may  well  prove  necessary  that  in  actual 
operation  the  principle  of  borough  organization 
will  have  to  cede  to  considerations  such  as  vicin- 
ity and  accessibility.  A borough  boundary  may 
well  prove  to  be  as  imaginary  and  artificial  a sep- 
aration line  as,  say,  the  38th  parallel. 

In  broad  terms,  eight  million  New  York  City 
residents  are  living  distributed  over  an  area  of 
320  square  miles.  The  other  eight  million  people 
of  this  State’s  population  are  living  in  an  area  of 
48,000  square  miles.  The  distribution  of  New 
York  City’s  people  over  the  city  certainly  resem- 
bles more  a patchwork  quilt  than  a community 
planner’s  dream.  Tradition,  individuality,  and 
self-expression,  rather  than  formal  architectural 
plans,  determined  the  pattern.  But  it  is  due  to 
this  heterogeneity  and  this  individuality  that  this 
city  can  be  “home”  to  so  many  varied  groups  of 
people — to  newcomers  from  the  four  corners  of 
the  world,  to  people  of  all  races,  all  cultural  pat- 
terns, and  all  walks  of  life.  They  love  their  city, 
and  they  will  undoubtedly  rally  to  its  defense 
should  the  need  arise.  Unfortunately,  in  com- 
mon with  the  rest  of  the  country,  they  do  not 


seem  disposed  to  rally  in  sufficient  numbers  until 
after  the  disaster!  They  will  go  on  to  live  in  the 
city  even  in  the  face  of  imminent  peril,  and  if  nec- 
essary, they  will  die  in  it.  As  Mayor  Impellitteri 
recently  expressed  it:  “We  reject  the  ‘take-to- 
the-hills’  and  ‘make-for-the-caves’  philosophy. 
We  shall  not  adopt  a policy  of  dispersion  and  de- 
centralization.” 

However,  we  do  have  a plan  for  the  prebombing 
evacuation  of  the  chronically  ill,  the  young,  the 
aged,  and  the  infirm,  although  it  seems  hardly 
likely  that  our  intelligence  services  would  be  able 
to  make  a prediction  sufficiently  accurate  to 
chance  so  troublesome  and  difficult  a venture. 
On  the  other  hand,  following  a bombing,  as  soon 
as  transportation  can  be  spared  from  the  disaster 
victims,  the  movement  of  these  people  from  the 
city  would  be  very  desirable. 

Even  disregarding  extremes,  the  population 
density  in  our  city  ranges  from  6,000  people  per 
square  mile  to  120,000  people  per  square  mile. 
A few  suburban  districts  of  Queens,  wide  sec- 
tions of  Staten  Island,  and  the  teeming  slum  dis- 
tricts of  the  Lower  East  Side  or  the  new  sky- 
scraper mass  dwellings  of  Stuyvesant  Town  rep- 
resent the  two  ends  of  this  range. 

These  illustrations  refer  to  the  distribution  of 
New  York  City’s  population  by  place  of  residence. 
They  apply  to  a scheme  of  living  when  families 
are  united,  when  they  can  draw  strength  and  for- 
titude out  of  the  feeling  of  unity,  and  when  they 
can  join  forces  in  defense  of  their  own  lives  and  of 
those  of  their  neighbors.  Even  in  New  Y ork  City 
where  apartment  houses  increasingly  replace  fam- 
ily homes,  one  out  of  four  dwelling  units  is  still  in 
a one-  or  two-family  house.  They  accommodate 
a considerable  part  of  the  population  when  at 
home. 

Many  physicians,  as  well  as  most  of  the  auxil- 
iary medical  personnel  and  the  volunteers  of  the 
medical  emergency  services,  are  “at  home”  after 
business  hours.  This  means  that  they  are  often 
removed  from  the  centers  of  medical  care  and, 
maybe,  far  away  from  the  scene  of  disaster  where 
they  may  be  needed  most  urgently.  A complete, 
self-sufficient  system  of  medical  defense,  which  is 
geared  toward  the  potential  needs  of  a city  of 
eight  million  hit  by  enemy  attack  while  its  popu- 
lation is  at  home,  has  to  be  available. 

But  there  is  a second,  completely  different  paC 
tern  of  population  distribution  in  this  city  during 
the  working  hours.  Since  we  do  not  know  when 
or  where  disaster  will  strike,  this  second  pattern 
also  requires  a complete  system  of  medical  de- 
fense, ready  to  swing  into  action  should  the  city 
be  hit  during  business  hours. 

Each  day  millions  of  people  travel  from  the  pe- 
riphery to  the  central  parts  of  the  city.  The  com- 
plete scope  of  this  mass  migration  is  not  known. 
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One  of  the  known  facts,  namely,  that  three  and 
one-half  million  people  enter  Manhattan  south  of 
60th  Street  every  workday,  may  suffice  to  illus- 
trate the  magnitude  of  the  population  shift. 
Moreover,  large  groups  of  people  are  centered  in 
extremely  small  areas  during  business  hours. 
Simultaneously,  the  outlying  districts  are  de- 
prived of  considerable  fractions  of  their  male 
population.  Defense  measures,  therefore,  geared 
to  the  place  of  residence  are  defective  to  meet  a 
raid  during  the  business  day. 

This  population  shift,  together  with  New  York 
City’s  practice  of  constructing  taller  and  taller 
buildings,  produces  such  phenomena  as  the  “day- 
time population”  of  buildings  like  the  Empire 
State.  As  many  as  42,000  people  may  be  present 
in  this  single  building  between  11  a.m.  and  2 
p.m.  Forty-two  thousand  people  are  equal,  as 
you  know,  to  the  population  of  such  cities  as 
White  Plains  or  Poughkeepsie.  The  traditional 
description  of  the  population  density  of  an  area 
by  expressing  the  number  of  persons  by  acre  (or 
square  mile)  becomes  absurd  in  view  of  such  an 
accumulation  of  people. 

We  find  it  difficult  to  focus  on  the  extent  of  the 
catastrophe  should  the  skyscraper  area  be  the 
successful  target  of  a bombing  during  business 
hours.  In  Hiroshima,  high  structures  resisted 
the  atomic  blast  comparatively  well.  You  may 
remember  the  eerie  pictures  of  Hiroshima  in 
which  the  chimneys  of  plants  stuck  out  from  the 
scene  of  total  destruction.  But  can  we  hope  that 
our  giant  structures  will  react  similarly?  What 
will  be  the  practical  use  of  safety  rules  requiring 
a descent  to  lower  floors  when  thousands  of  peo- 
ple may  be  trapped  above  the  thirtieth  story  of 
such  buildings  with  elevators  out  of  commission? 
How  far  will  the  glass  splinters  and  other  debris 
of  these  high  buildings  be  scattered?  The  new 
39-floor  building  of  the  United  Nations’  Secre- 
tariat, with  two  complete  walls  of  glass,  becomes 
a nightmare  at  the  very  thought  of  how  many 
people  can  be  injured  by  tons  of  glass  splinters 
driven  with  the  force  of  an  atomic  blast. 

The  possibilities  are  not  much  less  gruesome 
when  we  visualize  a daytime  bomb  hit  in  any  of 
the  business  districts.  Each  of  them  has  at  the 
peak  business  hours  a population  density  of  sev- 
eral hundred  thousand  per  square  mile. 

The  medical  defense  problems  of  a city  of  eight 
million  people  living  over  an  area  of  320  square 
miles  are,  of  course,  quantitatively  different  from 
those  of  a city  of  a fraction  of  this  size.  But  the 
differences  are  more  than  quantitative.  New 
York  City  is  not  just  a summation  of  Manhattan, 
Brooklyn,  and  the  other  boroughs.  It  is  a law 
unto  itself.  Certainly  many  of  its  problems  are 
the  same  as  those  of  smaller  cities.  Accidents 
and  diseases,  births  and  deaths  are  inherent  in 


human  life  wherever  people  live.  In  a city  of 
eight  million  people,  the  incidence  of  such  events 
is  multiplied.  However,  the  services  to  cope 
with  such  contingencies  are  not  only  multiplied, 
but  they  are  qualitatively  different. 

The  distances  between  home  and  place  of  work, 
the  peculiarities  of  the  distribution  of  the  popula- 
tion and,  perhaps  even  more  so  of  essential  ac- 
commodations and  services,  pose  unique  prob- 
lems to  this  huge  metropolis,  especially  with  re- 
gard to  medical  care.  In  peacetime  these  special 
characteristics  do  not  necessarily  constitute  com- 
plications. Such  facilities  as  first-rate  commu- 
nication systems,  swift  ambulances,  and  well- 
planned  superhighways  permit  us  to  disregard 
the  fact  of  distance  in  medical  care  planning. 

But  distances  and  the  other  characteristics  of 
modern,  metropolitan  living  will  suddenly  de- 
velop into  insurmountable  difficulties  when  an 
enemy  attack  deprives  us  of  all  the  achievements 
and  products  of  modern  technology.  We  may 
suddenly  find  ourselves  living  in  a twentieth  cen- 
tury metropolis  under  primitive  conditions.  We 
will  turn  on  a switch,  and  nothing  will  happen. 
The  water  which  we  take  for  granted  will  not 
come  when  the  faucet  is  opened,  and  in  any  event 
it  will  be  unsafe  to  drink.  Toilets  mil  not  flush, 
and  we  will  be  faced  with  the  problems  of  the 
disposal  of  sewage.  Elevators  will  be  without 
power,  roads  will  be  impassable,  and  subways 
and  buses  will  not  run.  We  physicians  will  have 
to  meet  this  challenge  and  do  our  jobs  in  spite  of 
the  handicaps  and  risks  of  these  archaic  condi- 
tions. 

Hospitals  are  the  focal  points  of  medical  care 
facilities  in  war  as  in  peace.  The  provision  of  as 
many  hospital  beds  as  possible  had,  therefore,  to 
be  the  main  concern  of  • our  planning.  Thus  far, 
I have  developed  for  you  a rather  gloomy  picture, 
stressing  the  difficulties  of  medical  defense  against 
modern  weapons  in  a metropolis  of  New  York 
City’s  size  and  type.  The  wealth  of  well- 
equipped  hospitals  and  related  facilities  is,  on  the 
other  hand,  a true  asset  of  this  city.  Although 
the  available  resources  may  prove  wholly  insuf- 
ficient to  meet  the  needs  of  an  atomic  disaster, 
they  constitute  a solid  basis  on  which  to  build  the 
structure  of  emergency  hospital  facilities. 

There  are,  within  the  five  boroughs  of  this  city, 
175  hospitals,  all  of  which  are  part  of  the  medical 
emergency  service.  This  total  includes  all  hospi- 
tals under  municipal,  voluntary,  and  proprietary 
controls,  and  four  of  the  Federal  hospitals  (Vet- 
erans Administration  and  United  States  Public 
Health  Service) . These  hospitals  have  in  normal 
times  an  official  capacity  of  approximately  52,000 
beds.  This  number,  constituting  a ratio  of  6.5 
beds  per  1,000  population,  may  be  impressive  per 
se.  But,  as  you  know,  we  have  to  anticipate  at 
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least  100,000  seriously  injured  persons  in  need  of 
immediate  hospital  care,  even  if  “only”  two 
bombs  of  the  Hiroshima  type  hit  districts  of  me- 
dium population  density.  The  supply  of  52,000 
hospital  beds,  part  of  which  may  well  be  de- 
stroyed by  the  very  same  attack,  must  be  consid- 
ered, therefore,  as  wholly  inadequate. 

Careful  study  revealed  that  the  175  hospitals 
may  be  able  to  make  available  a total  of  70,000 
accommodations.  Discharge  of  all  but  critically 
ill  civilian  patients  and  the  arrangement  of  emer- 
gency wards  in  all  parts  of  the  hospitals  will  pro- 
duce such  a disaster  complement  if  the  necessary 
additional  beds  are  provided.  We  have  already 
furnished  hospitals  with  20,000  cots  as  standby 
equipment. 

The  “intramural”  increase  of  hospital  beds  will 
necessarily  be  limited.  Our  plans  have,  there- 
fore, to  extend  beyond  the  hospital  premises.and 
have  to  include  various  types  of  suitable  buildings 
which  lend  themselves  to  conversion.  “Hospital 
annexes”  and  “emergency  improvised  hospitals” 
are  planned. 

Immediately  after  bombing,  hospitals  will  have 
to  be  emptied  of  the  majority  of  their  patient 
loads.  Suitable  public  or  other  buildings  in  the 
close  neighborhood  of  a hospital  will  be  used  as 
“hospital  annexes”  to  accept  these  displaced  pa- 
tients at  once.  The  services  of  the  hospital  will 
be  extended  to  these  patients.  In  many  in- 
stances, these  annexes  will  not  be  more  than  or- 
ganized shelters  accommodating  patients  until 
other  arrangements  can  be  made. 

The  next  radius  of  activity  reaches  into  the  so- 
called  “emergency  improvised  hospital.”  Suit- 
able buildings,  such  as  schools,  hotels,  nursing 
homes,  convalescent  homes,  institutions  for  aged, 
and  related  facilities,  are  slated  for  transforma- 
tion into  “emergency  improvised  hospitals.” 
Each  of  these  buildings  is,  according  to  present 
plans,  improvised  as  a hospital  entity,  staffed  and 
equipped  to  admit  emergency  patients.  Teams 
of  physicians,  nurses,  and  auxiliary  medical  work- 
ers are  assigned  to  the  care  of  the  patients  in  this 
“emergency  improvised  hospital.”  These  teams 
are  organized  by  an  existing  parent  hospital  and 
delegated  to  this  satellite  accommodation. 

The  concept  of  a sponsoring  hospital  in  charge 
not  only  of  its  own  services,  but  of  a series  of  sat- 
ellites with  different  types  of  programs,  is  new 
and  startling  to  most  of  us.  The  effectiveness  of 
the  operation  of  these  satellite  institutions  de- 
pends on  the  care  with  which  we  prepare  the  or- 
ganization ahead  of  time. 

New  York  City  is  fortunate  in  having  a wealth 
of  modern,  well-constructed,  and  well-equipped 
educational,  custodial,  and  social  welfare  institu- 
tions from  which  to  draw  for  these  purposes. 
Moreover,  these  buildings  are  distributed  more 


widely  in  the  city  than  are  the  hospitals  and, 
therefore,  it  is  hoped  less  vulnerable  to  mass  de- 
struction. As  you  know,  we  have  districts  in  this 
city  in  which  hospitals  are  concentrated  so  heav- 
ily that  a single  bomb  hit  may  destroy  a good  part 
of  our  general  care  facilities.  For  instance,  the 
Grand  Central  area  in  Manhattan  includes,  in 
addition  to  Bellevue  Hospital,  eight  large  (over 
500-bed)  hospitals  with  a total  peacetime  capac- 
ity of  11,000  beds. 

But  even  the  aggregate  of  the  established  and 
the  improvised  hospitals  will  not  provide  suffi- 
cient facilities  for  the  necessary  care  of  the  com- 
bined caseloads  of  bombing  victims  and  civilian 
sick.  Should  New  York  City  ever  be  the  target 
of  atomic  attack,  it  must  depend  on  other  parts  of 
the  State,  and  perhaps  other  states,  for  the  care 
of  large  groups  of  its  sick  and  injured.  We 
know  that  we  can  rely  on  this  vital  help.  The 
State,  under  the  guidance  of  the  State  Depart- 
ment of  Health,  will  make  available  not  only 
large  portions  of  its  present  medical  care  facili- 
ties, but  steps  are  under  way  to  increase  these  fa- 
cilities. 

We  in  New  York  City  are  well  aware  of  the 
magnitude  and  complexity  of  the  medical  assist- 
ance action  which  may  have  to  come  from  our 
neighbors.  It  will  be  a tremendous  challenge  of 
medical  and  public  health  ingenuity  to  receive  and 
resettle  tens  of  thousands  of  sick  and  injured,  in- 
firm, aged,  as  well  as  tuberculous  and  other  chron- 
ically ill,  and,  most  of  all,  the  overflow  of  bomb- 
ing victims  suffering  from  a variety  of  injuries. 

I hope  that  such  a movement  of  injured  and  sick 
will  not  become  necessary,  but  we  must  plan  for 
every  eventuality. 

Mobilization  for  medical  defense  is  primarily  a 
mobilization  of  the  vast  army  of  the  auxiliary 
soldiers  who  work  with  physicians.  I do  not  have 
to  tell  you  that  the  mobilization  of  physicians  for 
civil  defense  does  not  need  a draft.  Physicians 
accept  their  role  as  traditional. 

Our  great  difficulty  is  to  interest  the  ordinary  ; 
citizen  in  this  great  effort.  Of  the  47,000  volun-  I 
teers  now  enrolled  in  the  medical  emergency  divi-  ] 
sion,  the  majority  are  hospital  employes  or  exist- 
ing hospital  and  health  auxiliaries.  These  are  j 
only  a handful  to  the  many  thousands  of  people 
we  need  to  man  First  Aid  Stations,  Holding  Sta-  I 
tions,  augmented  existing  hospitals,  hospital  an- 
nexes, improvised  emergency  hospitals,  stretcher  | 
bearer  groups,  ambulance  companies,  and  others.  I 
We,  as  professional  people  and  governmental  j 
agencies,  are  merely  the  framework  around  j 
which  forms  this  great  organization  of  men  and  | 
women  who  must  do  the  hard  work  of  rescue  and  I 
care  of  the  injured  and  sick. 

It  seems  to  me  that  by  this  time  the  basic  plan  j 
for  the  care  of  injured  is  known  to  all  of  you.  We 
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propose  to  set  up  First  Aid  Stations  in  concentric 
rings  around  each  disaster  area.  The  principle  of 
this  arrangement  has  many  advantages,  but  it 
has  to  be  applied  with  flexibility  and  adjusted  to 
the  specific  type  of  the  disaster  and  the  physical 
nature  of  the  area. 

In  New  York  City,  the  District  Health  Organi- 
tion  of  the  Department  of  Health  is  a highly  ap- 
propriate frame  for  the  structure  of  the  aid  sta- 
tion system.  We  are  fortunate  to  have  in  the  dis- 
trict health  officers  the  natural  leaders  for  this 
setup. 

The  composition  of  teams  and  equipment  of  the 
First  Aid  Stations  follows  the  pattern  designed  by 
the  Federal  Civil  Defense  Administration.  Our 
training  program  is  such  as  to  make  it  possible  for 
the  team  to  break  up  into  a number  of  subdivi- 
sions, each  of  which  is  able  to  operate  independ- 
ently as  a satellite  of  the  parent  aid  station.  We 
provide  for  an  initial  assignment  of  at  least  six 
physicians  to  each  aid  station.  The  need  for 
leadership  and  medical  skill  in  these  Stations  is 
very  great.  Fortunately,  their  activities  will 
last  for  only  a short  and  hectic  period.  The  phy- 
sicians at  the  First  Aid  Stations  can  subsequently 
accept  a secondary  hospital  assignment.  Most  of 
the  work  in  the  hospitals  will  begin  only  after  the 
major  effort  of  the  aid  stations  is  completed. 

In  most  instances,  First  Aid  Stations  will,  as 
you  know,  have  the  double  responsibility  of  rend- 
ering first  aid  and  of  screening  injured  persons 
with  regard  to  their  further  disposal.  Sometimes, 
however,  it  may  prove  difficult  to  move  seriously 
injured  promptly  from  the  aid  station  to  their  * 
ultimate  destination.  The  transfer  may  have  to 
be  achieved  in  stages,  moving  the  patient  from 
one  aid  station  to  another  further  back  until  an 
ambulance  loading  post  is  reached.  The  concen- 
tric ring  arrangement  of  the  First  Aid  Stations 
will  prove  most  useful  for  this  procedure.  The 
outer  circle  of  the  stations  will  then  have  a func- 
tion similar  to  Collection  Stations  in  the  Army. 
From  the  aid  stations,  injured  will  be  moved  to 
the  nearest  accessible  hospital. 

The  overflow  of  injured  slated  for  medical  care 
outside  the  city  will  pass  through  Holding  Stations 
set  up  at  various  exit  points  of  the  city.  The 
variety  of  water-ways  around  the  city  will  permit, 
if  necessary,  an  intensive  use  of  waterborne  trans- 
portation. 

We  do  not  consider  our  plan  for  the  care  of  the 
injured  as  the  ideal  arrangement.  It  is  the  best 
possible  compromise  consistent  with  the  policies 
established  by  the  top  level  planners  of  our  gov- 
ernment. It  would  certainly  be  far  more  ef- 
fective for  disciplined  medical  troops  to  set  up 
and  operate  aid  stations,  collecting,  clearing,  and 
holding  stations,  and  for  these  to  be  supported  by 
the  superbly  equipped  and  properly  manned  sur- 


gical and  evacuation  hospitals  of  World  War  II 
fame. 

An  improvised  hospital,  set  up  in  some  public 
school,  manned  by  well-intentioned  volunteers, 
lacking  every  facility  for  effective  operation,  its 
personnel  in  many  instances  unaccustomed  to 
work  together  as  a team,  without  proper  leader- 
ship, without  supplies,  strangers  to  their  sur- 
roundings, cannot  be  expected  to  set  records  for 
high-quality  care. 

At  this  point  I should  like  to  give  you  a few 
more  facts  on  the  participation  of  physicians. 
From  the  very  initiation  of  the  civil  defense  oper- 
ations, the  physicians  of  our  city  have  contrib- 
uted magnificently  to  the  effort.  We  have 
worked  through  the  county  societies,  and  a vast 
training  program  as  mentioned  previously  has 
been  completed. 

It  is  also  through  the  county  medical  societies 
and  their  Coordinating  Council  that  we  expect  to 
prepare  and  maintain  a comprehensive  roster  of 
all  physicians  in  the  city.  More  significantly,  we 
rely  on  a committee  of  the  county  society  for  the 
assignment  of  each  physician  within  the  medical 
emergency  service. 

This  is  a difficult  and,  at  the  same  time,  a most 
vital  matter.  If  you  remember  the  peculiarities 
of  the  city  which  I described  to  you  earlier,  you 
will  realize  that  most  physicians  probably  have  to 
have  at  least  two  assignments,  one  in  the  vicinity 
of  their  residence,  should  they  be  trapped  by  dis- 
aster in  the  area  of  their  residence,  and  one  or  more 
assignments  in  the  hospital  or  hospitals  witli 
which  they  are  connected. 

There  are  two  formidable  roadblocks  working 
against  the  successful  accomplishment  of  our 
general  mission.  The  first  and  most  important  is 
financial.  While  it  is  entirely  reasonable  to  de- 
velop the  civil  defense  organization  around  exist- 
ing governmental  agencies,  it  is  clearly  unreason- 
able to  expect  operating  governmental  services 
with  no  leeway  in  the  matter  of  personnel  to  take 
on  the  huge  civil  defense  program  without  addi- 
tional staff.  In  my  own  department,  in  spite  of  a 
killing  pace,  very  important  hospital  work  is  de- 
ferred because  of  civil  defense  activities.  This 
cannot  go  on  indefinitely. 

More  important  is  the  lack  of  sufficient  funds 
to  equip  facilities  properly  for  the  care  of  the  an- 
ticipated numbers  of  injured.  We  are  organiz- 
ing First  Aid  Station  teams  and  giving  them 
nothing  with  which  to  train  or  operate.  Except 
for  some  cots  and  litters,  we  have  no  supplies  or 
equipment  for  the  hospital  annexes,  the  emer- 
gency improvised  hospitals,  the  improvised  oper- 
ating rooms  in  existing  hospitals,  and  other  facili- 
ties. 

Aid  station  volunteer  personnel,  not  interested 
in  the  stage',  cannot  be  trained  in  pantomime. 
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They  find  it  difficult  to  imagine  their  equipment. 
They  must  actually  have  it  and  feel  it  and  learn 
how  to  use  it.  We  can  improvise  up  to  a certain 
point,  but  we  cannot  do  without  dressings,  for- 
ceps, clamps,  and  airways  in  the  operating  rooms. 
Furthermore,  if  no  funds  are  provided  on  a Fed- 
eral level  for  adequate  regional  stockpiles  of  medi- 
cal and  surgical  supplies,  we  will  be  unable  to 
care  properly  for  patients  five  to  six  hours  after 
the  bombing.  There  are  not  enough  surgical 
equipment  and  supplies  and  surgical  textiles  for 
military  needs,  ordinary  civilian  requirements, 
and  the  extraordinary  requirements  of  a civilian 
population  that  has  suffered  an  atomic  disaster. 
If  we  do  not  begin  immediately  to  lay  by  security 
reserves  of  these  essential  items,  there  will  be 
nothing  to  stock  in  the  regional  depots. 

This  leads  us  to  the  second  difficulty,  that  of 
recruiting  and  maintaining  the  interest  of  the 
volunteer.  The  bitter  partisan  conflicts  in  the 
halls  of  Congress,  with  charges  and  counter- 
charges, are  reflected  in  a constant  letdown  in  the 
sense  of  urgency.  People  argue  that  if  the  House 
Appropriations  Committee  does  not  recognize  the 
need  for  a well-organized  civil  defense  program 
and  deletes  funds  for  such  items  as  radiologic 
monitoring  instruments,  first  aid  station  supplies, 
medical  and  surgical  supplies  and  equipment  for 
improvised  hospitals  and  annexes,  blankets,  bed- 
ding, vaccines,  transfusion  equipment,  atropine 
for  nerve  gas  poisoning,  and  plasma  and  plasma 


substitutes,  then  why  should  the  public  get  ex- 
cited? Certainly,  they  reason,  if  the  members  of 
Congress,  who  know  the  situation  better  than  the 
man  on  the  street,  do  not  face  up  to  the  reality 
of  the  situation,  then  why  should  they,  the  public, 
expend  time  and  energy  for  civil  defense? 

Speeches,  charges,  and  countercharges  cannot 
staunch  the  flow  of  blood,  perform  the  backbreak- 
ing task  of  carrying  injured  persons  to  a First  Aid 
Station,  or  guide  to  recovery  a badly  burned  pa- 
tient. For  these  we  need  people,  equipment,  and 
supplies,  and  these  people,  who  today  are  house- 
wives and  clerks  and  truckdrivers,  must  be 
trained  for  their  tasks  if  we  are  to  prevent  need- 
less deaths,  much  suffering,  and  crippling  se- 
quelae. 

I seem  to  have  struck  a pessimistic  note  in  this 
presentation.  Actually,  we  have  made  much 
progress,  and  a good  deal  of  sound  constructive 
work  has  been  accomplished. 

We  hope  that  the  example  of  close  collabora- 
tion and  mutual  trust  and  confidence  that  now 
exists  between  the  State  Department  of  Health 
and  our  municipal  health  agencies  will  be  followed 
on  all  levels  of  government  and  that  eventually 
we  will  all  pull  together  in  this  crisis.  For  unless 
we  apply  ourselves  with  zeal  and  diligence  to  the 
difficult  tasks  ahead  we  are  in  serious  danger  of 
losing  not  only  our  lives  and  our  homes — but 
for  those  of  us  who  survive  and  for  future  gen- 
erations— our  whole  way  of  life. 


THE  EMERGENCY  PREPAREDNESS  PROGRAM  OF  THE  MEDICAL 
SOCIETY  OF  THE  STATE  OF  NEW  YORK 

John  J.  Masterson,  M.D.,  Brooklyn,  New  York 

( Chairman , Special  Committee  on  Emergency  Preparedness  of  the  Medical  Society  of  the  State  of  New  York ) 


THE  Emergency  Preparedness  Program  of  the 
Medical  Society  of  the  State  of  New  York 
has  for  its  objective  the  prevention  of  death,  the 
reduction  of  disability,  and  the  relief  of  suffering 
immediately  following  the  explosion  of  an  atomic 
bomb.  This  is  identical  with  the  mission  of  the 
emergency  medical  services  section  of  civil  de- 
fense, as  stated  earlier  by  Dr.  Hilleboe. 

To  achieve  this  goal,  the  State  Medical  Society 
created  an  Emergency  Medical  Preparedness 
Committee  to  work  closely  with  all  agencies,  pub- 
lic and  private,  having  a similar  responsibility  to 
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plan  and  prepare  to  cope  with  atomic  disaster. 
Steps  also  were  taken  to  bring  about  the  forma- 
tion of  similar  committees  in  every  one  of  the  61 
county  medical  societies  in  the  State. 

Last  July,  General  Lucius  D.  Clay,  chairman  of 
the  State  Civil  Defense  Commission,  requested 
Commissioner  Herman  E.  Hilleboe  of  the  State 
Health  Department  to  prepare  a plan  in  coopera- 
tion with  the  State  and  county  medical  societies 
for  the  mobilization  of  medical  aid  and  resources 
in  the  event  of  a bombing  attack.  Dr.  Hilleboe, 
after  consultation  with  President  Wertz,  ap- 
pointed a Medical  Advisory  Committee  of  twelve 
members  of  the  State  Medical  Society  to  assist 
him  in  preparing  the  program,  along  with  the 
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State  Emergency  Medical  Preparedness  Com- 
mittee. This  group  has  met  monthly  with  Dr. 
Hilleboe  and  his  staff. 

It  was  recognized  early  that  the  problem  of  pro- 
viding the  special  medical  training  necessary  to 
deal  with  atomic  casualties  was  one  of  the  most 
immediate  to  be  solved.  The  medical  profession 
long  has  been  familiar  with  the  effect  of  ionizing 
radiation  of  the  body,  but  the  urgent  necessity  of 
quickly  concentrating  sufficient  trained  doctors 
in  a stricken  area  demanded  great  emphasis  on 
more  special  training. 

The  first  steps  were  taken  more  than  a year 
ago,  on  March  17,  1950,  when  State  Health 
Commissioner  Hilleboe,  who  is  a member  of  the 
State  Civil  Defense  Commission,  called  a meeting 
to  initiate  plans  for  the  training  of  general  practi- 
tioners throughout  New  York  State  in  the  medi- 
cal aspects  of  atomic  explosion.  Representatives 
of  the  State  Medical  Society  were  present  at  the 
meeting,  as  well  as  members  of  the  State  and  New 
York  City  Health  Departments  and  representa- 
tives from  the  nine  medical  schools  in  the  State. 

At  this  meeting,  the  State  Medical  Society 
agreed  to  assume  leadership  in  the  promotion  of 
special  one-day  courses  throughout  the  State  at 
which  instruction  in  the  treatment  of  atomic 
casualties  would  be  given.  Health  departments, 
both  State  and  local,  were  to  lend  aid  in  financing 
the  cost  of  instruction  and  to  cooperate  with  the 
State  and  county  medical  societies  in  the  promo- 
tion of  this  emergency  postgraduate  medical  edu- 
cation program.  It  was  decided  to  make  an  ef- 
fort to  reach  at  least  70  per  cent  of  the  physicians 
in  the  State  through  meetings  located  so  that  no 
physician  need  travel  more  than  20  miles  from  his 
home. 

Most  physicians  are  cognizant  of  the  numerous 
training  sessions  that  have  been  held  since  then, 
beginning  with  the  first  one  last  September  5 in 
Warsaw.  There  were  some  preliminary  diffi- 
culties, such  as  the  shortage  of  qualified  instruc- 
tors, but  these  soon  were  overcome.  Some  were 
trained  by  the  Atomic  Energy  Project  at  the 
University  of  Rochester  Medical  School,  and 
' others  later  attended  a course  for  instructors  at 
the  Brookhaven  National  Laboratory  on  Long 
Island. 

The  State  Medical  Society,  through  its  Emer- 
gency Medical  Preparedness  Committee,  at  the 
request  of  Dr.  Hilleboe  and  his  Advisory  Com- 
mittee, supervised  and  directed  the  preparation  of 
an  outline  for  the  uniform  treatment  of  various 
types  of  injuries  which  may  be  expected  after  an 
atomic  bomb  attack.  These  include  emergency 
treatment  of  burns,  shock,  and  crushing  injuries, 
treatment  of  radiation  sickness,  treatment  of  ex- 


tensive open  wounds,  and  emergency  treatment 
of  fractures.  This  outline  served  as  a guide  for 
instructors  participating  in  training  medical  per- 
sonnel. An  additional  purpose  of  the  outline  is 
to  standardize  the  treatment  of  injuries  so  as  to 
simplify  problems  of  emergency  therapy,  to  re- 
duce the  need  for  elaborate  equipment  and  sup- 
plies, and  to  enable  the  rapid  training  of  auxiliary 
personnel,  and,  in  many  cases,  the  patients  them- 
selves. 

In  this  work  the  cooperation  of  the  medical 
schools  in  the  State  was  an  important  factor. 
Panels  from  the  colleges  met  to  consider  these 
matters,  and  after  they  submitted  their  findings, 
a summary  was  prepared  for  use  in  the  courses. 
The  medical  colleges  also  cooperated  in  dealing 
with  a number  of  problems  connected  with  medi- 
cal supplies  which  required  solution.  These  col- 
leges also  contributed  materially  to  the  success  of 
the  teaching  program  on  medical  aspects  of 
atomic  injuries. 

A pioneer  achievement  of  great  significance  in 
New  York  State  was  the  completion  of  the  first 
official  comprehensive  emergency  medical  serv- 
ices plan  for  atomic  warfare,  known  as  Informa- 
tion Circular  for  Directors,  No.  10.  This  docu- 
ment, dealing  with  all  aspects  of  emergency 
medical  services,  was  prepared  by  specialists  in 
the  State  Health  Department,  who  joined  forces 
with  representatives  of  the  State  Medical  Society 
and  of  the  nine  medical  schools  of  the  State. 

A copy  of  Information  Circular  No.  10  was 
sent  to  the  president  of  every  county  medical  so- 
ciety in  the  State  of  New  York,  together  with  a 
message  from  Dr.  Carlton  E.  Wertz,  president  of 
the  Medical  Society  of  the  State  of  New  York. 
He  called  upon  the  local  presidents  to  lend  the 
weight  of  their  positions  to  bring  about  the  en- 
rollment of  every  physician  in  their  community 
for  civil  defense  activities.  He  also  reiterated 
his  request  that  each  county  set  up  a committee 
on  civil  defense  to  work  in  cooperation  with  the 
regional  health  officer,  the  medical  officer  for  civil 
defense,  and  other  civil  defense  agencies  in  their 
areas. 

We  in  New  York  State,  while  well  aware  that 
much  remains  to  be  done,  feel  proud  that  the 
medical  profession  has  risen  to  its  responsibilities 
and  has  assumed  its  share  of  the  preparation  for 
emergency  action.  New  York  is  well  in  advance 
of  other  aieas  of  jtjtq  country  in  this  respect.  In 
..training,  the-  procurement  of.  medical  supplies, 
making  plans  for  the  emergency  staffing  of  medi- 
5/  6al  facilities,  and  the  employment  -’of  * auxiliary 
personnel,  tire  doctors  of  New  York, -State  are 
making  a great  contribution, to'  the  civil  defense 
program. 


THE  PLACE  OF  THE  HOSPITAL  IN  CIVIL  DEFENSE 

E.  Dean  Babbage,  M.D.,  Buffalo,  New  York 

( From  the  University  of  Buffalo,  School  of  Medicine) 


ACCORDING  to  Information  Circular  No. 

10  from  the  New  York  State  Civil  De- 
fense Commission,  all  hospitals  in  a given  area  are 
labeled  “emergency  hospitals.”  For  purposes  of 
clarification,  it  would  seem  that  a better  termi- 
nology would  be  “permanent  hospitals”  and 
“emergency  hospitals.” 

The  “permanent  hospital”  has  all  modern  fa- 
cilities at  hand  in  a building  set  up  for  such  a pur- 
pose. It  has  (1)  operating  rooms  with  all  meth- 
ods of  sterilization,  (2)  central  supply,  (3)  labo- 
ratory and  blood  bank,  (4)  x-ray,  and  (5)  skilled 
ancillary  help  such  as  admission  clerks,  record 
clerks,  nurses’  aides,  etc. 

The  “emergency  hospital”  is  physically  set  up 
in  an  entirely  different  manner.  It  is  located  in  a 
large  school  building  or  some  other  suitable  struc- 
ture with  a large  floor  space.  It  is  anticipated 
that  such  hospitals  will  care  for  250  or  300  pa- 
tients. Its  supplies  are  stored  in  another  build- 
ing that  may  be  quite  remote  from  the  emergency 
hospital.  It  is  staffed  with  a small  number  of 
physicians  and  should  be  headed  by  an  experi- 
enced surgeon.  If  x-ray  is  available,  it  will  be 
only  in  the  form  of  a portable  unit. 

Sterilization  will  have  to  be  done  by  the  boiling 
water  method,  as  steam  will  probably  not  be 
available.  No  complicated  instruments  or  oper- 
ating tables  will  be  available.  Likewise,  it  can  be 
reasoned  that  ancillary  help,  such  as  record 
clerks,  nurses’  aides,  etc.,  will  not  be  too  familiar 
with  their  work.  In  essence,  the  type  of  work 
done  in  these  outlying  emergency  hospitals  can- 
not be  too  intricate,  but  I am  sure  that  these  hos- 
pitals will  be  staffed  with  physicians  that  can  use 
fundamentals  of  surgery  and  medicine.  Such 
physicians  will  need  to  use  their  clinical  sense  and 
judgment  in  lieu  of  well-equipped  clinical  and  x- 
ray  laboratories.  And  it  falls  upon  the  clearing 
station  officer  to  see  that  patients  requiring  intri- 
cate surgery  and  complicated  x-ray  not  be  sent 
to  these  emergency  hospitals. 

All  permanent  hospitals  have  been  requested 
to  determine  what  number  of  patients  they  could 
handle  should  they  be  called  upon  to  function  due 
to  devastation  from  an  atomic  bomb. 

The  chief  of  surgery  of  each  hospital  has  been 
designated  to  be  in  charge  of  the  medical  services 
of  that  hospital.  - Ijis  staff  will  include  the  per- 
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manent  house  staff  of  residents  and  interns.  In 
addition,  he  has  been  assigned  four  practicing 
physicians  for  every  100  casualties  his  institution 
is  geared  to  handle.  Nurses,  nurses’  aides,  rec- 
ord clerks,  stretcher  bearers,  and  messengers  have 
also  been  assigned.  Medical  students  and  den- 
tal students  have  been  assigned  to  the  teaching 
hospitals  to  act  as  medical  assistants. 

The  chief  of  surgery  in  collaboration  with  the 
superintendent  should  make  a survey  of  the  hos- 
pital, especially  as  regards  the  supply  of  water  and 
electricity.  It  can  be  conceived  that  both  of 
these  could  be  cut  off  for  many  hours  should  catas- 
trophe occur.  Most  important  is  that  some  form 
of  emergency  lighting  for  the  operating  and 
treatment  rooms  be  provided.  Plans  must  be 
made  to  utilize  the  lower  floors  of  the  hospital  be- 
cause elevator  service  may  be  disrupted,  and  like- 
wise the  upper  floors  may  be  damaged  due  to  air 
blast. 

Many  of  the  large  hospitals  have  numerous  en- 
trances. Plans  should  be  made  to  lock  or  guard 
all  but  one  or  two  of  these.  During  the  panic 
following  a major  disaster,  many  ambulatory  pa- 
tients would  seek  aid  at  a hospital,  and  an  influx 
of  such  patients  would  so  clutter  up  the  corridors 
that  working  conditions  would  be  intolerable. 

The  chief  of  surgery  should  organize  his  staff 
along  certain  lines: 

1.  Admission  and  Records. 

2.  Shock  Team — such  a team  would  have  cer- 
tain functions  such  as  evaluation  of  the  patient, 
treatment  of  shock  with  blood  or  plasma,  prepa- 
ration of  the  patient  for  surgery  if  indicated,  or 
transfer  of  patient  to  wards  for  treatment  of 
burns,  etc. 

3.  Discharge  Team — This  could  have  two 
functions:  (a)  development  of  an  orderly  plan 
for  evacuation  of  major  portion  of  normal  patient 
load,  and  (6)  evaluation  of  patients  for  transfer 
to  remote  hospitals  by  train,  plane,  boat,  or  am- 
bulance. Upon  this  team  devolves  the  onus  of 
whether  the  hospital  becomes  bogged  down  with 
patients  or  continues  to  function  as  a working 
hospital  able  to  care  for  new  patients. 

4.  Bleeding  Team — This  is  organized  in  con- 
junction with  the  blood  procurement  office. 

5.  Laboratory — Prepare  for  expansion  of 
present  facilities. 

6.  Instruction  and  training  of  nurses,  medical 
assistants,  nurses’  aides,  stretcher  bearers,  and 
messengers. 
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7.  In  case  of  disaster  elsewhere,  prepare  to 
receive  casualties  in  the  same  manner  as  if  the 
local  area  was  bombed.  The  staff  should  remain 
the  same. 

Clearing  Stations 

Perhaps  the  question  will  be  raised  whether 
this  phase  should  be  discussed  with  the  role  of  the 
hospital  in  civil  defense.  I believe  it  should, 
as  the  clearing  station  is  the  key  to  the  whole 
medical  setup.  No  discussion  will  be  given  re- 
garding the  fact  that  it  is  from  this  point  that 
emanate  the  personnel  to  man  the  primary  medi- 
cal aid  posts.  In  the  Buffalo  area  33  such  clear- 
ing stations  have  been  set  up,  all  on  main  thor- 
oughfares and  all  in  schools. 

Should  disaster  occur,  some  of  these  schools 
will  be  in  the  area  of  total  destruction,  and  some 
will  be  unusable.  Staffs  designated  to  work  in 
such  schools  then  will  be  available  for  use  else- 
where. Some  schools  will  be  so  far  from  the  blast 
that  they  will  not  be  utilized  as  clearing  stations; 
they  could  be  used  as  emergency  hospitals  for  care 
of  the  less  severely  injured. 

Each  clearing  station  officer  has  been  selected 
with  due  care.  Each  one  is  a qualified  surgeon  or 
a physician  with  good  sound  clinical  judgment 
and  known  as  a leader.  Should  good  surgical 
judgment  not  be  used,  the  whole  medical  setup 
would  suffer,  and  the  program  would  be  in  tur- 
moil. The  clearing  station  officer  must  desig- 
nate a team  to  evaluate  each  patient  along  certain 
lines: 


1 . A patient  so  severely  injured  or  burned  that 
he  cannot  be  salvaged.  Some  adjacent  room  or 
building  be  equipped  to  care  for  such  unfortu- 
nates. Render  them  pain  free  but  without  waste 
of  valuable  medical  time  or  vital  supplies. 

2.  Minor  injuries — treatment  and  send  home. 

3.  Patient  needing  hospitalization  but  can 
stand  transportation  to  remote  areas,  such  as 
the  emergency  hospital  in  the  periphery. 

4.  Patient  needing  immediate  hospitalization 
and  intricate  surgery.  Arrange  to  transfer  to 
immediate  permanent  hospital. 

As  can  be  seen  from  the  above,  the  clearing 
station  officer  has  a tremendous  responsibility, 
yet  it  has  been  most  difficult  to  convince  some 
surgeons  this  is  a vital  spot  in  civil  defense. 
Some  well-trained  physicians  feel  their  surgical 
skill  can  be  utilized  in  only  one  place — the  well- 
equipped  modern  hospital.  Such  is  not  the  case. 

Summary 

An  attempt  has  been  made  to  show  that  proper 
integration  of  the  functions  of  the  clearing  sta- 
tion, the  permanent  hospital,  and  the  emergency 
hospital  located  in  the  periphery  is  vital.  If 
each  activity  follows  out  the  proposed  setup,  we 
should  be  able  to  handle  the  astronomic  number 
of  casualties  this  area  or  any  other  area  in  upstate 
New  York  might  suffer  should  our  enemy  resort 
to  the  use  of  the  atomic  bomb.  Let  us  hope  we 
never  have  to  use  it,  that  all  this  preparation  has 
been  wasted  effort. 
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Panel  Discussion 


THE  DOCTOR,  THE  HOSPITAL,  AND 
THE  COMMUNITY 

Norman  S.  Moore,  M.D.,  Ithaca,  New  York,  Moderator 


Dr.  Norman  S.  Moore:  It  may  be  of  some  value  before  we  begin  this  morning’s  discussion  to 
reflect  a moment  on  a few  points  of  reference.  In  the  care  of  patients,  various  professions  are  in- 
volved ; involved,  too,  is  a curious  mixture  of  old  and  new  concepts  of  professions.  As  you  know,  the 
older  concept  was  that  a profession  was  an  “honorable  calling” — honorable  symbolizing  gentleman — 
for  only  those  of  gentle  birth  were  believed  eligible  to  professions,  and  “calling”  indicating  the  clergy 
from  whom  all  professions  stemmed.  Medicine  is  an  old  profession.  The  Hippocratic  Oath  is  hun- 
dreds of  years  old.  The  professions  of  medicine  and  law  were  first  to  break  away  from  the  domination 
of  the  church.  Nevertheless,  medicine  kept  an  important  root  in  clerical  soil.  The  doctor  was  gov- 
erned by  time-honored  rules  of  conduct  which  discouraged  the  seeking  of  riches.  Ideals  and  standards 
were  of  primary  concern.  It  required  an  almost  instinctive  willingness  for  self-sacrifice. 

It  is  well  to  keep  in  mind  that  the  prestige  in  which  medicine  was  held  at  the  turn  of  the  centuiy 
was  largely  a consequence  of  its  clerical  derivation  in  combination  with  intense  positive  feelings  pa- 
tients have  for  their  doctor,  feelings  which  at  times  indicate  the  doctor  is  little  short  of  divine.  As  de- 
lineated by  modern  psychiatry,  all  of  this  was  important;  the  family  doctor,  having  little  science  at 
his  command,  gave  much  attention  to  the  development  of  the  art  of  medicine.  Because  of  this,  he  did 
much  good  and  was  the  recipient  of  profound  gratitude. 

During  the  nineteenth  century  professions  were  opened  to  others  than  those  of  “gentle  birth”; 
engineers,  via  the  age  of  industrial  research,  led  the  change  in  eligibility.  At  the  turn  of  the  century, 
one  found  nurses,  dietitians,  chemists,  physicists,  and  accountants  and  other  groups  who,  having  ap- 
plied their  learning  to  the  affairs  of  others,  were  accepted  as  professional  as  distinct  from  vocational. 

During  the  first  quarter  of  the  present  century  medicine  rebuilt  itself  on  the  truths  of  science. 
Soon  the  galaxies  and  constellations  of  symptoms  and  signs  became  so  complex  they  were  beyond  the 
grasp  of  one  man.  The  need  for  concentration  of  knowledge  and  ability  to  meet  the  increasing  re- 
quirements for  a successful  practice  became  greater  and  has  led  to  our  well-known  problems  connected 
with  specialization. 

Paralleling  medicine’s  advance  was  a change  in  public  attitude  about  medicine;  the  new  medicine 
built  on  science  had  something  more  of  what  the  public  wanted,  but  to  take  advantage  of  modern  med- 
icine required  the  patient  to  change  his  concept  of  medical  art  from  that  practiced  by  the  family  doctor 
of  1900  to  the  scientific  approach  of  the  battery  of  specialists  of  1950.  New  technics  required  hospitali- 
zation, but  early  hospitals,  having  been  built  largely  for  primitive  surgery,  were  fast  becoming  obso- 
lete. These  hospitals  were  administered  by  persons  who  were  feeling  their  way  along.  The  new  pro- 
fession of  hospital  administration  was  in  its  infancy. 

The  complexity  of  medical  care  during  the  last  quarter  century  has  been  made  more  complex  by  a 
changing  social,  educational,  and  economic  order.  Because  hospitals  have  grown  into  institutions  of 
service  requiring  background  skills  of  engineering,  hotel  operation,  food  service,  economics,  fund-rais- 
ing, accounting,  and  administration,  and  while  nursing  education  has  kept  abreast  of  the  scientific  prog- 
ress of  medicine,  the  doctor  has  emerged  in  a new  role,  that  of  captain  of  the  team  with  whom  he  prac- 
tices medicine.  To  be  successful,  he  must  learn  to  delegate  responsibility  to  team  members.  Curi- 
ously enough,  tradition  catches  him  in  the  net  of  prestige  built  on  the  old  order  of  “honorable  calling,” 
and  oftentimes  he  cannot  delegate  because  the  public  demands  him,  even  though  a teammate  could  do 
as  well  or  better.  The  doctor,  too,  is  held  legally  responsible  for  the  team’s  treatment  of  a patient. 
It  seems  clear  that,  everything  considered,  the  doctor’s  position  as  head  of  the  team,  while  difficult,  is 
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here  to  stay.  Medicine  respects  the  individual  and  is  thus  emotionally  close  to  the  patient.  Medi- 
cine, while  focused  on  the  individual,  in  extending  the  discoveries  of  science  to  all  individuals  becomes 
a symbol  for  the  preservation  of  human  resources,  a symbol  which  has  powerful  public  attraction. 

That  the  practice  of  modern  medicine  requires  hospital  cooperation  is  an  accepted  fact.  That 
medicine  has  become  dependent  on  hospitals  for  many  of  its  activities,  including  its  defense  against 
deterioration,  is  well-known;  yet  doctors  and  hospitals,  at  times,  severely  disagree  on  their  respective 
roles. 

That  some  community  residents  do  not  support  their  community  hospital  or  that  the  community 
hospital  does  little  to  improve  hospital-patient  relationships  is,  unfortunately,  true.  One  of  the  essen- 
tial institutions  of  a community  is  the  general  hospital.  It  is  not  like  a factory.  We  cannot  think  of 
its  patients  as  mute  carcasses  on  which  the  surgeon  and  physician  practice  their  diagnostic  and  thera- 
peutic skill.  If  we  accept  that  hospital  personnel  can  become  calloused  to  misery,  then  we  must  accept 
too,  that  patients,  being  human  beings,  can  mold  their  attitudes  about  the  community  hospital  from 
their  experiences,  their  frustration  with  rules,  their  anxieties  about  illness,  and  the  loss  of  the  relatives 
and  associates  they  depend  upon  for  their  daily  buildup. 

No,  hospitals  are  not  like  factories.  They  are  more  like  schools  and  universities  where  the  effort 
made  is  personal  service  aimed  at  maximum  individual  response.  It  is  in  the  best  interest  of  everyone 
that  the  response  be  great — and  that  it  be  a positive  one. 

This  morning  we  are  going  to  explore  the  needs  of  patients.  We  are  going  to  look  anew  at  the  de- 
scription of  Francis  Peabody  who  said  some  twenty-five  years  ago,  “What  is  spoken  of  as  a ‘clinical  pic- 
ture’ is  not  just  a photograph  of  a man  sick  in  bed:  it  is  an  impressionistic  painting  of  the  patient  sur- 
rounded by  his  house,  his  work,  his  relations,  his  joys,  his  sorrows,  hopes,  and  fears.” 


THE  HOSPITAL  ADMINISTRATOR  S VIEWPOINT 


Vernon  Reed,  Buffalo,  New  York 
( Administrator , Deaconess  Hospital) 

I HAVE  been  asked  to  discuss  with  you  my 
experience  and  observations  as  a hospital 
administrator  with  regard  to  the  relations  of  the 
hospital  with  the  staff  doctors,  with  the  doctors 
who  are  not  staff  appointments,  with  the  patients, 
and  with  the  community  agencies. 

My  own  personal  experience  with  our  staff 
doctors  has  been  most  pleasant.  When  I entered 
the  hospital  field  five  and  one-half  years  ago,  it 
was  with  considerable  fear  of  the  governing  staff. 
I had  been  told  by  many  so-called  friends  and 
advisers  that  doctors  were  the  most  jealous  and 
mercenary  group  of  people  on  the  face  of  the 
earth.  To  add  to  my  troubles,  I knew  very  few 
of  the  men  on  our  staff,  and  those  whom  I did 
know  did  not  seem  to  have  any  confidence  in 
my  ability  as  an  administrator.  However, 
within  six  weeks  time,  this  was  forgotten,  and 
we  began  to  cooperate  with  each  other. 

I must  say  in  all  sincerity  that  the  governing 
staff  at  our  hospital  has  cooperated  with  me 
100  per  cent,  and  the  same  is  true  of  the  board 
of  directors.  We  have  our  differences,  of  course, 
but  we  sit  down  together  and  iron  them  out. 
Perhaps  I have  been  wrong  on  many  occasions, 
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and  their  advice  has  been  most  valuable.  I have 
a standing  invitation  to  attend  all  of  then- 
staff  meetings,  as  well  as  many  of  their  social 
functions,  and  I am  present  at  most  of  them. 

Many  of  the  problems  involving  changes  in 
hospital  procedure,  structural  changes  in  and 
about  the  hospital  buildings,  nursing  and  dietary 
matters,  and  many  other  major  questions  are 
taken  to  the  staff  meetings  for  study  and  advice. 
I have  found  that  this  works  to  the  advantage  of 
both  the  doctors  and  the  hospital,  as  well  as 
being  a great  help  to  me.  After  all,  the  hospital 
is  the  doctor’s  workshop,  and  it  is  my  firm 
belief  that  he  cannot  do  good  work  unless  he  is, 
to  a great  extent,  satisfied  with  the  hospital 
surroundings.  I do  not  want  to  leave  the 
impression  with  you  that  we  do  not  have  our 
troubles.  We  do,  but  they  are,  in  the  majority 
of  cases,  settled  to  the  satisfaction  of  all. 

We  take  care  of  the  governing  or  active  staff 
first;  that  is,  if  there  are  beds  available,  they 
are  allotted  to  the  governing  staff,  and  then,  if 
there  are  any  left,  they  are  allotted  to  the 
courtesy  staff.  It  has  been  said  that  this  is  an 
unfair  practice.  I cannot  agree  with  this,  as  it 
is  necessary  for  every  member  of  our  staff  to 
make  application  for  membership  on  the  courtesy 
staff  before  he  can  advance  to  the  position  of 
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assistant,  associate,  and  then  on  to  the  position 
of  attending.  Our  staff  rules  make  it  necessary 
for  him  to  remain  on  the  courtesy  staff  for  at 
least  six  months  before  advancement.  We  at- 
tempt to  hold  several  beds  for  emergency  cases, 
but  there  are  times  when  this  is  impossible. 
Doctors  can  be  of  great  assistance  at  a time  when 
beds  are  at  a premium  if  they  will  be  truthful 
and  not  insist  on  having  a patient  admitted 
unless  a real  emergency  exists. 

Another  matter  of  great  concern  to  the  ad- 
ministrator, and  especially  to  the  record  librarian, 
is  the  patient’s  chart  and  the  recording  of  opera- 
tive records.  We  are  constantly  after  the 
staff  to  keep  their  records  up  to  date.  It  seems 
to  me  that  it  is  much  easier  to  dictate  a record 
at  the  time  of  the  operation  than  it  is  days  after. 
Another  way  in  which  trouble  can  be  avoided, 
both  for  the  hospital  and  the  staff,  is  to  write 
your  own  orders.  Do  not  ask  the  house  staff 
or  the  nurses  to  write  your  orders.  There  are 
times  of  course  when  it  is  perhaps  impossible  for 
you  to  get  to  the  chart  room  and  write  them,  but 
most  always  you  can  find  the  time  if  you  try. 
We  know  that  you  are  busy,  but  it  is  our  job  to 
protect  the  hospital  at  all  times  and  to  see  that 
the  standards  set  up  by  the  colleges  and  boards 
are  strictly  adhered  to. 

In  our  hospital  we  have  set  aside  each  Wed- 
nesday as  a teaching  day.  No  surgical  case 
may  be  started  after  8 a.m.  unless  it  is  an  emer- 
gency. This  is  done  to  allow  the  house  staff 
an  opportunity  to  attend  combined  conferences 
held  in  the  hospital  and  lasting  throughout  the 
day.  This  procedure  is  sometimes  frowned 
upon  by  some  individuals  who  insist  on  operating 
while  the  conferences  are  taking  place.  In  my 
opinion  this  is  a selfish  attitude  and  deprives  the  in- 
tern and  the  resident  of  an  opportunity  to  broaden 
their  knowledge.  These  men  are  in  the  hospital 
to  learn  and  will  appreciate  any  kindnesses 
shown  them  by  the  staff. 

The  history  of  medicine  and  surgery  dates  from 
the  earliest  ages,  but  hospitals  as  socialized 
institutions  where  the  sick  of  the  community 
can  be  brought  for  treatment  have  a later  origin. 
The  maintenance  of  hospitals  today  is  due  to  the 
human  emotions  of  fear,  pity,  and  sympathy 
together  with  a civic  consciousness.  Florence 
Nightingale  was  truly  the  first  hospital  ad- 
ministrator. She  was  a genius  in  organization. 

The  population  of  the  United  States  has 
doubled  since  1873,  and  the  number  of  hospitals 
has  increased  tremendously.  There  were  149 
in  1873,  while  in  1947  there  were  6,276  hospitals 
with  1,425,222  beds,  plus  approximately  90,000 
bassinets.  The  two  factors  primarily  responsible 
for  this  amazing  growth  are  the  development  of 
adjunct  services  and  the  greater  confidence  of 
the  public  in  hospital  care. 


Hospitals  are  big  business,  and  they  rank  fifth 
or  sixth  among  industries  from  the  viewpoint  of 
investment  in  plant,  expenditures,  income,  and 
personnel  employed. 

We  all  know  that  the  purposes  of  a hospital 
are  (1)  care  of  the  sick  and  injured,  (2)  education 
of  physicians,  nurses,  and  other  personnel,  (3) 
public  health— prevention  of  disease  and  pro- 
motion of  health,  and  (4)  advancement  of  re- 
search and  scientific  medicine.  Hospitals  spend 
more  than  $1,000,000  each  year  for  supplies  and 
maintenance,  and  the  annual  payroll  is  a tre- 
mendous sum. 

The  rate  per  patient  day  charged  to  the 
patient  is  less  important  than  the  cost  of  getting 
well  quickly.  The  charges  look  high  and  are 
high,  but  they  reflect  the  expense  of  the  organiza- 
tion of  a modern  hospital  adapted  to  our  high 
standards  of  medical  care.  Services  rendered 
by  a hospital  are  far  more  complicated  than  those 
rendered  by  almost  any  other  profession,  and, 
together  with  the  personnel  required  to  perform 
these  services,  comprise  about  40  major  classi- 
fications of  professions  and  vocations.  The 
hospital  needs  trained,  highly  competent  people 
to  administer  these  services,  and  it  also  needs 
the  cooperation  of  all  those  who  use  its  facilities. 

A great  stimulus  to  the  profession  of  hospital 
administration  has  been  the  work  of  the  American 
Hospital  Association  which  was  organized  in 
1899.  Particularly  valuable  have  been  its 
efforts  in  standardizing  hospital  equipment  and 
supplies  and  in  furthering  the  adoption  of  more 
efficient  hospital  practices. 

Stipulations  of  the  approved  hospital  are 
an  organized,  competent,  and  ethical  medical 
staff  which  holds  regular  conferences  for  review 
of  the  clinical  work  and  which  frowns  on  fee- 
splitting, a record  department  which  keeps 
accurate  and  complete  clinical  records  on  all 
patients  treated,  and  adequate  diagnostic  and 
therapeutic  facilities,  including  a clinical  labora- 
tory and  an  x-ray  department.  In  1944,  the  i 
American  College  of  Surgeons  survey  showed  that 
80.6  per  cent  of  hospitals  complied  with  these 
regulations. 

The  Medical  Staff 

It  is  a well- recognized  fact  that,  while  the 
physician  must  receive  his  training  in  the  theory 
of  medicine  in  an  approved  medical  school,  it  is 
essential  that  he  supplement  that  education  by 
actual  experience  at  the  bedside  of  the  patient, 
which  can  best  be  gained  in  the  hospital. 

Accepting  the  fact  that  the  physician’s  educa- 
tion is  never  complete,  he  may  extend  his  knowl- 
edge in  teaching  hospitals,  through  formal  study, 
postgraduate  study,  or  by  informal  study  in  his 
daily  life.  Daily  he  must  increase,  replace,  or  ad- 
just his  knowledge  of  medicine,  which  is  madt 
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possible  in  a large  measure  through  his  work  in  the 
hospital. 

The  administrator  is  liaison  officer  between  the 
governing  board  and  the  different  departments  of 
the  organization.  He  must  see  that  policies  laid 
down  are  followed  and,  therefore,  must  transmit 
and  interpret  them  to  the  medical  staff  and  per- 
sonnel, as  well  as  coordinate  activities  of  the 
medical  staff  and  of  the  departments  staffed  by 
the  personnel. 

In  so  far  as  treatment  is  concerned,  the  attend- 
ing physician  is  in  authority.  It  is  the  duty  of  the 
director  to  provide  that  those  orders  shall  be 
carried  out  unless  they  are  in  direct  violation  of 
the  policies  laid  down  by  the  governing  board. 

The  director  is  required  to  see  that  the 
privileges  of  the  hospital  are  extended  only  to 
authorized  physicians,  that  operations  and 
treatments  are  not  contrary  to  practice  of 
regular  medicine,  that  patients  are  properly 
assigned  immediately  after  admission  to  receive 
prompt  attention.  Furthermore,  he  must  attend 
staff  conferences,  provide  facilities  necessary  to 
the  care  of  the  patient,  see  that  all  orders  for 
treatments  are  in  writing  and  instruct  personnel 
not  to  accept  or  carry  out  verbal  orders,  engage 
and  control  resident  and  intern  staff  if  authorized, 
and  provide  for  adequate  medical  records  and 
reports. 

The  functions  of  the  medical  staff  are  (1) 
providing  professional  care  of  the  sick  and 
injured  in  the  hospital,  (2)  maintaining  its  own 
efficiency,  (3)  self-government,  (4)  participating 
in  education,  (5)  auditing  the  professional  work, 
and  (6)  furnishing  advice  and  assistance  to  the 
administration.  Members  of  the  medical  staff 
must  also  know  the  procedure  of  applying  for 
staff  appointment,  ascertain  the  privileges 
extended  to  membership,  and  be  aware  of  the 
obligations  of  this  association. 

The  Patient 

The  focus  of  all  effort  in  hospital  standardiza- 
tion is  to  give  the  patient  the  best  professional, 
scientific,  and  humanitarian  care  possible. 
Yesterday,  the  patient  approached  the  hospital 
with  reluctance,  apprehension,  and  fear  of  death. 
Today,  he  enters  willingly  with  confidence  and 
with  hope  of  life. 

The  first  requisite  for  the  care  of  the  sick  is 
that  the  patient  be  properly  accommodated: 

1.  The  unit  must  be  clean,  and  if  the  best 
interests  of  the  patient  care  are  to  be  served, 
some  thought  must  be  given  to  producing  a pleas- 
ing appearance  and  affording  the  patient  every 
mental  and  physical  comfort. 

2.  Provision  of  proper  facilities  for  diagnosis 
and  treatment  constitutes  a part  of  the  duty  in 
caring  for  the  sick. 


3.  Medical  and  nursing  care  must  be  pro- 
vided. 

4.  A problem  involved  is  the  intricate  food 
service  of  hospitals  with  preparation  and  serving 
of  diet  having  proper  balance  and  in  some  cases 
definite  food  therapy. 

5.  Other  complex  and  varied  activities 
demand  selection  of  specially  trained  personnel 
under  direction  of  an  immediate  supervisor  who 
is  ultimately  responsible  to  the  administration 
for  the  smooth  and  efficient  functioning  of  his 
or  her  department. 

In  the  care  of  patients  all  activities  are  co- 
ordinated by  the  director  to  prevent  clashing  of 
interests  or  overlapping  of  time  and  effort. 

Courtesy,  kindness,  and  service  toward  the 
patient  must  be  cultivated.  The  personnel 
must  be  inculcated  with  a spirit  of  devotion, 
of  self-sacrifice,  of  unflagging  zeal  in  the  interest 
of  the  patient. 

Hospitals  have  the  opportunity  to  serve  the 
public  with  a maximum  of  efficiency,  for  the 
public  today  is  more  willing  to  cooperate;  it  is 
gradually  ridding  itself  of  its  old  prejudice 
against  hospitals. 

Contacts  with  the  patient  must  be  pleasant 
regardless  of  whether  they  involve  (1)  refusal  of 
accommodation,  (2)  denying  visiting  privileges, 
or  (3)  use  of  legal  methods  to  collect  accounts. 
Discourteousness  and  brusqueness  must  never  be 
tolerated. 

Community  Agencies — Public  Relations 

Preventive  medicine  is  rapidly  taking  an 
equal  place  with  curative  medicine,  and  it  is  the 
duty  of  the  hospital  with  its  medical  staff, 
trained  personnel,  and  specialized  equipment  to 
cooperate  to  the  fullest  extent  with  public  health 
departments  and  other  bodies  working  in  this 
field. 

Hospitals  should  insist  that  all  personnel 
undergo  pre-employment  as  well  as  annual 
examinations  as  a health  measure,  and  they 
should  take  an  active  part  with  other  community 
agencies  in  informing  the  public  about  the 
preventable  diseases  and  in  urging  the  use  of  the 
known  means  of  prevention.  Dr.  Draper  of  the 
U.S.  Public  Health  Service  has  said,  “Hospitals 
must  play  a major  role  not  only  in  curative 
services  but  in  education  and  research  as  well .... 
Unless  it  [the  hospital]  can  show  a reduction  in 
the  incidence  of  sickness,  and  an  increase  in  the 
general  health  of  the  population,  it  will  not  have 
been  fully  effective.” 

Both  the  general  hospital  and  the  local  health 
department  must  play  a greater  part  in  com- 
munity life,  perhaps  by  bringing  them  nearer 
together  physically  as  a community  health 
center  to  provide  modern  facilities  for  the 
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physician,  facilities  which  he  cannot  afford 
independently. 

The  duties  of  the  director  cannot  be  limited 
to  his  own  hospital,  nor  even  his  own  com- 
munity. It  is  true  that,  to  a certain  extent, 
hospitals  are  business  rivals,  but  this  rivalry 
should  make  for  improved  service  and  result  in 
better  business  for  all.  Coordination  of  effort, 
mutual  discussion  of  common  problems,  and  frank 
study  of  methods  of  management  and  of  meeting 
local  problems  will  prove  of  distinct  benefit 
to  every  institution  concerned. 

The  director  shall  be  a leader  in  the  community. 
His  relationships  and  duties  extend  into  his 
personal  and  social  life  which  leads  to  better 
mutual  understanding  when  the  hospital  and  its 
director  are  contacted  by  these  same  people  in  a 
business  relationship.  The  director  needs  to 
cooperate  in  the  fullest  degree  with  the  com- 
munity health  department — report  disease, 
births,  deaths,  and  other  statistics  and  support 
public  health  clinics,  provided  they  are  ethical. 

A hospital  code  of  ethics  was  adopted  by  the 
American  Hospital  Association  and  the  American 
College  of  Hospital  Administrators  on  November 
29,  1941,  and  it  includes  the  following:  Fully 
recognizing  that  the  press  and  radio  are  excellent 


vehicles  of  public  education  and  as  agencies  of 
public  information  likewise  have  a community 
responsibility,  it  must  be  appreciated  that  the 
hospital  has  a great  responsibility  to  the  patient 
and  to  the  professional  groups  represented  in 
its  organization. 

Ethical  members  of  the  different  professions 
and  specialties  embraced  in  the  hospital  organi- 
zation will  uphold  the  dignity  and  honor  of  their 
own  special  lines  of  endeavor  and  of  the  hospital 
as  a whole  by  becoming  members  of  their  re- 
spective societies  and  by  devoting  time,  energy, 
and  means  to  the  elevation  and  advancement  of 
their  own  particular  field. 

Conclusion 

The  hospital  is  looking  toward  the  summit. 
The  pinnacle  of  hospital  evolution  has  not  been 
reached  nor  the  final  page  of  its  colorful  history 
written. 

Just  as  long  as  there  remains  in  this  world  a 
humanitarian  impulse,  just  as  long  as  man  feels 
compassion,  love,  and  sympathy  for  his  neighbor, 
will  there  be  hospitals.  In  the*  past,  hospitals 
have  changed  as  conditions  have  changed.  In 
the  future,  they  will  continue  to  change  to  meet 
the  additional  demands  of  their  communities. 


THE  GENERAL  PRACTITIONER’S  VIEWPOINT 

Max  Cheplove,  M.D.,  Buffalo,  New  York 

( President , Erie  Country  Chapter  of  the  American  Academy  of  General  Practice) 


TO  ME  has  been  assigned  the  consideration 
of  a very  vital  phase  of  the  main  topic,  to 
wit,  “The  General  Practitioner’s  Viewpoint.” 
I shall  speak  straight  to  the  point,  and  I shall 
be  as  concise  as  the  proper  presentation  of  my 
material  will  permit. 

In  the  interest  of  complete  clarity  and  orderly 
procedure  I shall  begin  by  defining  a general 
practitioner.  A general  practitioner  is  a legally 
qualified  doctor  of  medicine  who  does  not  limit 
his  practice  to  a particular  field  of  medicine  or 
surgery. 

And  now  to  define  general  practice.  The 
definition  I shall  offer  is  a composite  of  the  best 
features  of  a number  of  definitions  that  have 
been  advanced.  General  practice  is  not  defined 
or  limited  by  law.  In  fact,  there  would  seem 
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to  be  no  limit  to  the  breadth  or  scope  of  the 
service  a general  practitioner  may  render  if  he 
is  desirous  and  capable  of  qualifying  for  the 
broadest  type  of  service.  General  practice  is  and 
probably  always  will  be  just  what  the  individual 
general  practitioner  makes  it.  It  is  the  general 
practitioner’s  own  conception  of  professional 
service  to  his  patients  as  exemplified  by  the 
standards  of  his  work  and  his  willingness  to 
accept  responsibilities.  It  is  the  whole  care  of 
his  patient  in  the  normal  environment  and  to  the 
utmost  extent. 

In  the  never-ending  battle  between  medicine 
and  the  injuiy,  disease,  and  disability  which 
attack  the  human  being,  the  physician  in  general 
practice  is  the  public’s  first  demand.  He  is  the 
practitioner  first  called,  or  usually  the  first 
called,  and  regardless  of  subsequent  events,  he  is 
held  responsible  for  the  patient’s  welfare.  In 
those  complicated  cases  where  specialists  are 
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summoned  or  consulted  and  where  special 
technics  are  required,  the  general  practitioner  is 
still  the  “liaison  officer”  between  the  specialists 
and  the  patient.  And  it  is  to  the  general  prac- 
titioner that  the  patient  still  looks  for  complete 
understanding  and  ultimate  recovery  from  his 
ills. 

We  general  practitioners  have  a very  profound 
and  steadfast  affection  for  the  people  of  the 
community  we  serve.  The  public  in  turn  from 
time  immemorial  has  honored  us  with  its  high 
regard  and  confidence.  From  the  New  Testa- 
ment era  in  which  Luke,  the  beloved  physician, 
practiced  his  healing  skills  down  the  years  to  the 
present  time,  the  family  doctor  has  enjoyed  the 
role  of  honorary  member  of  the  families  that 
made  up  his  practice. 

The  general  practitioner  should  not  develop 
any  inferiority  complex  about  himself  or  his 
field  of  service.  He  should  not  shirk  his  re- 
sponsibility to  deal  with  every  type  of  case  for 
which  he  feels  qualified.  He  should  not  feel 
compelled  constantly  to  refer  cases  to  specialists. 
Very  definitely  it  is  up  to  the  general  practitioners 
as  a class  to  widen  the  scope  and  skill  of  their 
work.  And  general  practitioners  can  and  will 
do  this  if  afforded  the  opportunity  to  perfect 
themselves  in  the  specialized  professional  arts. 
Opportunities  in  this  direction  have  been  circum- 
j scribed  for  general  practitioners.  In  order  to 
enact  properly  and  efficiently  his  role  of  family 
doctor  and  to  acquire  those  additional  talents 
to  which  I have  referred,  the  general  practitioner, 
first  and  most  important  of  all,  must  have  access 
t to  the  hospitals  and  to  the  specialty  equipment 
i and  the  facilities  offered  by  these  modern 
}|  institutions.  A doctor  who  wishes  to  develop 
1 his  skill  further  and  remain  proficient,  while 
' still  actively  practicing  medicine,  must  remain 
[j  in  close  contact  with  a hospital,  for  that  is  the 
i logical  focus  and  contact  for  further  study, 
j;  scientific  practices,  and  association  with  more 
skilled  colleagues.  In  this  manner  his  abilities 
! are  increased,  and  hence  better  service  is  rendered 
i to  his  patients.  Any  doctor  so  denied  must 

I stagnate  medically.  He  must  have  a hospital 
where  he  is  privileged  to  work  and  not  merely 
to  refer  cases.  The  general  practitioner  needs 
the  hospital,  and  the  hospital,  I believe,  needs 
|!  the  general  practitioner.  This  form  of  har- 
monious living  together  is  most  desirable.  And 
how  is  it  to  be  accomplished? 

IThe  American  Academy  of  General  Practice 
has  drawn  up  plans  for  the  integration  of  the 
general  practitioners  and  their  departments  in 
| the  hospitals  and  has  sent  these  plans  to  all 
hospitals  in  the  country.  Principal  among  the 
objectives  are  the  following: 


1.  Creation  of  a department  of  general  prac- 
tice in  every  voluntary  hospital  with  the  head 
of  such  department  having  the  same  voting  power 
as  is  accorded  to  the  chiefs  of  other  services. 

2.  Provision  of  opportunity  for  advancement 
by  the  general  practitioner  on  the  hospital  staff. 

3.  Recognition  of  the  general  practitioner’s 
ability  to  practice  good  medicine  or  surgery, 
whether  or  not  he  is  a specialty  board  member. 

Parenthetically,  I would  say  that  the  establish- 
ment of  a new  department  of  general  practice  in 
a hospital  should  proceed  in  accordance  with 
the  regulations  laid  down  in  the  constitution  or 
bylaws  of  the  medical  staff  or  as  promulgated 
by  the  governing  board  of  the  hospital. 

4.  According  of  basic  privileges  to  the  general 
practitioner.  The  general  practitioner  who  is 
accorded  staff  membership  should  be  privileged 
to  engage  in  the  practice  of  medicine  in  the 
various  services  as  determined  in  the  case  of  each 
individual  applicant  by  the  credentials  com- 
mittee or  any  other  body  designated  for  that 
purpose.  All  these  privileges  should  be  gauged 
by  the  applicant’s  training,  preceptorship,  and 
experience. 

If  the  foregoing  program  I have  outlined  is 
generally  embraced  and  adopted,  the  general 
practitioners  definitely  stand  ready  to  obligate 
themselves  to  certain  responsibilities  to  the 
hospital  and  to  its  department  of  general  practice. 

The  current  trend  in  hospitals  is  continuously 
toward  elevation  and  improvement  of  standards, 
and  that  is  right  and  good.  So  it  would  be 
incumbent  on  the  general  practitioners  to  live 
up  to  their  responsibilities  and  to  contribute 
their  share  toward  raising  the  level  of  hospital 
standards. 

Long-range  intensified  education  in  the  field 
of  general  practice  is  a major  goal  of  the  American 
Academy  of  General  Practice.  We  hope  to 
attain  that  objective  in  the  following  manner: 

1.  Start  at  the  cradle  of  medical  learning — 
the  medical  school.  The  curriculum  in  medical 
schools  should  be  widened  to  include  teaching 
material  on  general  practice,  and  teaching 
positions  should  be  open  to  men  in  general 
practice. 

2.  Postgraduate  instruction  for  general  prac- 
titioners must  be  effectively  organized,  with  the 
cooperative  assistance  of  the  medical  schools 
and  state  medical  societies.  There  is  a genuine 
need  for  a well-balanced  and  continuous  program 
of  postgraduate  instruction,  as  contrasted  with 
isolated  lectures  or  occasional  seminars. 

3.  As  for  the  hospitals’  role  in  the  program, 
it  is  earnestly  recommended  as  follows:  (a)  a 
two-year  minimum  residency  in  general  practice 
following  a rotating  internship;  ( b ) members  of 
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the  general  practice  department  to  assist  in  the 
education  of  interns,  residents,  and  nurses;  (c) 
participation  by  general  practitioners  in  the  over- 
all educational  and  scientific  programs  of  the 
hospital,  and  (d)  a teaching  program  in  the 
general  practice  department. 

Here  in  Buffalo,  through  the  splendid  coopera- 
tion of  the  various  bodies  and  sections  of  Millard 
Fillmore  Hospital,  we  were  privileged  to  establish 
a Section  on  General  Practice  with  the  same 
autonomy  enjoyed  by  other  sections.  We  have 
endeavored  to  embody  in  our  program  at  Millard 
Fillmore  Hospital  all  the  recommendations  and 
proposals  heretofore  outlined  by  me.  Our 
most  recent  step  in  the  unceasing  educational 
effort  is  a course  for  general  practitioners  spon- 
sored by  our  group  and  conducted  by  the  staff 
of  Roswell  Park  Memorial  Institute.  Without 


any  question  the  formation  of  general  practice 
sections  in  hospitals  will  go  far  toward  enhancing 
the  services  rendered  by  the  hospital,  will 
elevate  the  status  and  prestige  of  the  general 
practitioner,  will  make  of  him  a better  family 
physician,  and  will  assure  the  patient  of  even 
higher  quality  professional  care.  I hardly  need 
tell  you  that  the  general  practitioner  with 
courtesy  privileges  only  in  the  hospital  has  little 
chance  to  participate  in  the  educational  pro- 
grams and,  hence,  little  chance  to  develop  him- 
self. However,  our  cause  is  steadily  on  the 
“forward  march.”  We  have  come  a long  way 
in  the  past  few  years.  We  confidently  expect, 
with  the  aid  of  progressive  forces  in  medicine, 
to  advance  much  farther  in  the  years  ahead. 

142  Bidwell  Parkway 


THE  FUNCTION  OF  THE  HEALTH  COUNCIL  AT  STATE  AND 
LOCAL  LEVELS 


Thomas  D.  Dublin,  M.D.,  New  York  City 

( Executive  Director,  National  Health  Council ) 

WE  MEET  here  today,  in  the  course  of  the 
145th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  at  a most 
critical — and  yet,  a most  opportune — moment  in 
our  country's  history.  It  is  critical  because,  in 
our  haste  to  prepare  for  possible  military  emer- 
gencies, other  basic  threats  to  the  national 
security,  especially  to  health,  may  be  overlooked. 
It  is  opportune  because  of  the  growing  recognition 
by  the  public  that  health  is  fundamental  to 
national  welfare  and  national  defense. 

Such  a concept,  that  health  is  fundamental  to 
national  security,  is  not  new.  What  is  new  is  that 
the  public  is  demanding  in  every  community 
throughout  the  nation,  and  on  state  and  national 
levels,  the  opportunity  to  share  with  physicians, 
dentists,  nurses,  and  other  health  workers  the  re- 
sponsibility for  safeguarding  and  improving  their 
own  health  status. 

In  addition  to  their  technical  skills,  health 
workers  are  being  asked  to  give  guidance  and 
leadership  in  health  promotion,  that  is,  in  assist- 
ing individuals  and  groups  to  develop  their  full 
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physical,  mental,  and  social  potentialities.  This  is 
the  new  challenge  to  the  health  professions.  Sup- 
plementary to  their  time-honored  role  of  healing 
and  treating  the  sick,  they  are  being  called  upon, 
more  than  ever  before,  to  point  the  way  toward 
the  prevention  of  illness  and  to  provide  direction 
for  the  raising  of  new  standards  of  healthful 
living. 

Citizen  interest  in  expanded  health  programs, 
both  here  and  abroad,  is  at  an  all-time  high. 
Voluntary  agencies  are  enlisting  mounting  public 
support.  Lay  organizations — the  P.T.A.,  service 
clubs,  women’s  organizations,  farm  and  labor 
groups — sponsor  health  programs.  New  state 
and  local  health  councils  are  springing  up  on 
every  hand.  Public  and  private  sources  are  con- 
tributing larger  sums  to  health  and  welfare. 
Appropriations  for  medical  research  were  never  so 
great.  And  never  was  so  much  health  legislation 
introduced  in  Congress  and  in  our  state  legisla- 
tures as  in  the  few  years  since  World  War  II. 

Even  on  the  international  level  there  are  similar 
manifestations.  Cooperation  between  nations  on 
health  matters,  hitherto  episodic  and  in  re- 
sponse chiefly  to  actual  or  imminent  disaster, 
has  been  strengthened  through  the  World  Health 
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Organization.  Postwar  governments,  responding 
to  public  demand,  are  expanding  their  health 
programs.  As  part  of  its  recently  published  Point 
Four  implementation  plan,  the  International  De- 
velopment Advisory  Board  included  “a  relentless 
war  on  disease”  as  part  of  its  program  for  raising 
the  economic  level  of  undeveloped  areas. 

These  and  many  other  signs  show  clearly  that 
personal  and  public  health  are,  at  long  last, 
achieving  the  status  of  a major  human  goal, 
comparable  to  economic  security  and  political 
freedom.  In  fact,  there  is  a growing  realization 
that  they  are  inseparable.  As  the  preamble  to 
the  WHO  constitution  points  out,  “The  health  of 
all  peoples  is  fundamental  to  the  attainment  of 
peace  and  security  and  is  dependent  on  the  fullest 
cooperation  of  individuals  and  states.” 

Thus,  public  demand  for  expanded  health  pro- 
grams is  matched  by  official  recognition  of  the  im- 
portance of  such  programs  in  the  struggle  for 
universal  democracy  and  a peaceful  world. 

The  implications  in  all  this  for  the  health 
movement — for  the  health  professions  and  health 
agencies,  voluntary  and  official- — are  definite. 
The  people  of  this  country  look  to  these  indi- 
viduals and  groups  for  leadership.  They  believe 
in  them;  otherwise  they  would  not  support  their 
programs  and  the  principles  for  which  they  stand. 
The  public  has  a right  to  expect  that  they  will 
look  ahead,  not  merely  as  individuals  or  agencies 
but  as  a unified  movement,  to  the  next  decade,  to 
the  next  generation.  They  have  a right  to  expect 
that  they  will  cooperate  actively  with  one 
another,  coordinate  their  programs,  and  march 
side  by  side  toward  a common  goal:  the  best 
possible  health  for  all  the  people. 

What  is  expected  of  health  workers,  in  short,  is 
united  leadership.  To  provide  it  is  their  joint  re- 
sponsibility. Physicians,  nurses,  dentists,  and 
other  health  workers  are  uniquely  competent  and 
prepared  to  exert  this  leadership  and  to  discharge 
this  responsibility.  Health  councils  offer  a 
channel  through  which  they  can  work  effectively. 

Health  councils  are  not  a new  development  in 
health  promotion.  Their  origin  can  be  traced  to 
as  long  as  thirty  or  forty  years  ago,  but  their  re- 
cent growth,  the  strengthening  of  their  influence 
in  the  past  few  years,  has  placed  a new  tool  in  the 
hands  of  the  health  movement.  It  is  a tool  which 
sharpens  with  use.  Through  such  councils  all 
those  concerned  with  health  can  speak  with  one 
voice.  They  can  promote  joint  programs.  They 
can  utilize  one  another’s  experience.  The  leader- 
ship of  one  can  permeate  the  entire  field. 

Just  recently,  the  National  Health  Council  has 
completed  an  inventory  of  health  planning  coun- 
cils on  state  and  local  levels.  Our  findings  indi- 
cate that  more  than  1,200  such  groups  are  in 
operation  throughout  the  country  today.1  Some 


are  strong;  some  are  weak.  Some  are  well  or- 
ganized, others  poorly  so.  Some  are  independent 
health  councils;  others  are  health  divisions  or 
health  committees  of  larger  community  councils 
or  councils  of  social  agencies.  Some  of  them  are 
limited  to  representatives  of  health  agencies  and 
professional  groups;  others  are  primarily  citizen 
councils.  But  in  all  cases,  they  are  sincere 
attempts  on  the  part  of  interested  individuals 
and  groups  to  solve  the  pressing  health  problems 
of  today. 

As  we  proceed  with  our  study  of  the  health 
council  movement,  we  hope  shortly  to  have  avail- 
able much  more  information  on  what  are  the 
essential  components  of  an  effective  health  plan- 
ning body,  what  are  some  of  the  strengths  and 
weaknesses  of  those  that  are  in  operation.  At  the 
present  time,  we  are  compiling  the  first  of  a series 
of  reports  dealing  with  state  health  councils.  It 
may  be  of  interest  to  this  group  that  in  32  states 
state-wide  health  planning  organizations  are  in 
operation.  More  than  half  of  these  have  been 
organized  within  the  last  two  or  three  years.  Al- 
though New  York  is  not  yet  served  by  a State- 
wide health  council,  it  is  my  understanding  that  at 
the  annual  meeting  of  the  New  York  State 
Medical  Society  last  year,  a resolution  was 
adopted,  urging  that  the  medical  profession  within 
the  State  lend  its  support  to  the  organization  of 
such  a body.  Also,  it  may  be  of  interest  that  in 
92  New  York  communities  local  health  planning 
bodies  are  now  in  operation.  Undoubtedly, 
many  in  this  audience  have  had  firsthand 
experience  working  with  other  citizens  in  your 
community  within  these  health  councils. 

An  issue  of  particular  importance  to  the  medical 
profession  is  that  these  health  planning  groups 
cannot  be  effective  without  the  leadership  which 
the  physician,  by  training,  experience,  and  tra- 
dition, is  in  a position  to  provide.  If  we  are  to 
gain  the  support  and  assistance  of  other  profes- 
sional groups,  of  the  voluntary  agencies,  of  the 
public  at  large  for  those  health  projects,  which  we 
as  doctors  hold  dear,  we  must  in  turn  make  avail- 
able to  them  our  skills,  our  knowledge,  and  our 
leadership. 

For  purposes  of  discussion,  we  have  compiled  a 
list  of  the  major  functions  of  health  councils 
whether  they  operate  on  local,  state,  or  national 
levels.  We  would  welcome  your  criticisms  and 
questions  about  them.  These  functions  are  as 
follows: 

1 . To  bring  together  for  the  joint  discussion  of 
community  health  problems  an  inclusive  group  of 
representatives  of  (a)  the  medical,  dental,  nurs- 
ing, and  other  health  professions,  ( b ) the  volun- 
tary and  official  health  agencies,  and  (c)  other 
community  groups  and  the  public  at  large. 

2.  To  offer  to  all  individuals  and  groups  in- 
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terested  in  the  promotion  of  better  community 
health  a forum  for  the  discussion  and  resolution  of 
all  conflicting  health  interests. 

3.  To  study  jointly  prevailing  health  condi- 
tions within  the  community  and  ways  in  which 
existing  health  problems  can  be  most  effectively 
solved. 

4.  To  take  inventory  of  existing  health  re- 
sources and  to  study  ways  in  which  existing 
health  services  can  be  improved. 

5.  To  discover  gaps  in  available  health  serv- 
ices and  stimulate  constructive  effort  to  fill  in 
these  gaps. 

6.  To  interpret  the  health  needs  of  the  com- 
munity to  all  groups  concerned. 

7.  To  educate  the  public  in  pertinent  public 
health  needs. 

8.  To  promote  widespread  interest,  participa- 
tion, and  leadership  in  community  health  pro- 
grams. 

9.  To  promote  the  integration  of  health 
planning  and  action  by  all  health  agencies  and 
professional  groups  and  the  integration  of  health 
programs  with  community  planning  and  action 
in  fields  related  to  health. 

10.  To  promote  the  better  integration  of 
health  efforts  in  the  local  community  with  those 
on  state,  regional,  and  national  levels. 

11.  To  prevent  as  far  as  possible  duplication 
of  effort  in  programs  and  services  that  affect 
health. 

12.  To  promote  and  support  (a)  necessary 
health  and  medical  services,  (b)  good  administra- 
tion in  public  health  departments,  public  hos- 
pitals, and  other  public  medical  facilities,  and  (c) 
the  recruitment  and  maintenance  of  adequate 
staffs  of  well-qualified  persons,  both  professional 
and  auxiliary,  in  community  agencies. 


13.  To  provide  a continuing  clearing  house  to 
which  all  interested  individuals  and  groups  may 
turn  either  for  accurate  information  on  health 
problems  affecting  the  community  or  for  direct 
referral  to  proper  sources  of  such  information. 

14.  To  raise  the  sights  of  health  workers  and 
others  concerned  with  health  programs  so  that 
they  will  look  more  directly  toward  the  prevention 
of  disease  and  the  promotion  of  health,  as  well  as 
to  the  treatment  of  disease  and  the  alleviation  of 
illness. 

We  take  no  credit  for  formulation  of  this  sug- 
gested list  of  functions  of  a health  council;  rather, 
they  are  the  result  of  borrowing  from  and  merging 
the  views  of  many  authorities  in  the  field.  Per- 
haps some  of  you  will  wish  to  turn  to  original 
sources  of  information  and  in  this  regard  may  I 
suggest  a number  of  pertinent  publications. 
These  include : Stepping  Stones  To  a Health  Coun- 
cil, issued  by  my  own  orgnization,  the  National 
Health  Council;  The  Community  Health  Coun- 
cil, published  by  the  Council  on  Medical  Services 
and  the  Committee  on  Rural  Health  of  the 
American  Medical  Association;  Teamwork  in  Our 
Town,  published  by  the  Community  Chests  and 
Councils  of  America;  and  Planning  for  Health 
Services — A Guide  to  States  and  Communities, 
issued  as  Public  Health  Bulletin  Number  304  by 
the  Public  Health  Service.  Each  of  the  organiza- 
tions mentioned  is  prepared  to  assist  physicians 
and  others  in  promoting  the  development  and 
effective  operation  of  health  councils.  I hope 
that  all  of  you  will  avail  yourselves  of  these 
services. 

Reference 

1.  National  Health  Council:  Directory  of  Community 
Health  Planning  Councils — 1950,  New  York,  National  Health 
Council,  1951. 


ANNOUNCEMENT 

With  the  two  preceding  panel  discussions,  presented  at  the  Teaching  Day  at 
the  145th  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York  in 
Buffalo  the  first  week  of  May,  1951,  the  Journal  begins  publication  of  the 
Annual  Meeting  papers.  In  the  July  15  issue,  the  General  Sessions  papers  will 
appear,  and,  in  each  issue  following,  it  is  planned  to  present  the  Sections  and 
Sessions,  in  alphabetical  order,  beginning  with  the  Section  on  Anesthesiology  in 
the  August  1 issue. 
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SELECTED  CLINICAL  OBSERVATIONS  OF  THE  EFFECT  OF  CORTI- 
SONE AND  ACTH  AS  A GUIDE  FOR  INDIVIDUALIZED  DOSAGE 

William  B.  Rawls,  M.D.,  and  V.  Charles  Ancona,  M.D.,  New  York  City 
{From  the  Arthritis  Clinic,  Polyclinic  Medical  School  and  Hospital,  and  St.  Clare's  Hospital) 


IN  THE  present  paper,  we  shall  relate  some  of 
our  clinical  observations  during  a study  of  100 
patients  receiving  cortisone  and  ACTH,  with 
the  purpose  of  suggesting  amendments  of  the 
present  dosage  schedule  and  methods  for  deter- 
mining individualized  doses. 

It  is  important  to  note  that  these  compounds 
have  no  curative  effect  and  that  their  mode  of 
action  is  unknown.  Cortisone  and  ACTH  have 
no  effect  upon  the  etiologic  factor  but  seem  to 
afford  protection  to  tissues  from  the  action  of 
irritants.  The  reaction  of  the  tissues  to  pro- 
longed irritation,  or  to  the  disease  process,  may 
cause  a disabling  disease  such  as  rheumatoid 
arthritis,  or  if  of  sufficient  magnitude  the  reacting 
agent  may  cause  fatal  lesions  such  as  the  rheu- 
matic heart  in  rheumatic  fever.  These  steroid 
compounds  seem  to  influence  the  pathologic 
physiology  (the  disease)  and  not  the  pathologic 
anatomy  (the  after-effects  of  disease)  or  the 
etiologic  factor. 

In  order  to  establish  a guide  for  the  adminis- 
tration of  these  compounds,  we  shall  discuss  in 
brief  the  differences  in  the  action  of  cortisone 
and  ACTH  and  later  describe  our  observations 
by  citing  illustrative  cases. 

Cortisone  is  a hormone  of  the  adrenal  cortex 
which  is  effective  regardless  of  the  functional 
capacity  of  the  adrenal  gland.  If  cortisone  is 
administered  over  a long  period  of  time,  the 
adrenal  gland  may  atrophy,  and  then  the  daily 
dose  represents  the  total  amount  of  cortisone 
available  for  consumption. 

ACTH  is  a pituitary  hormone  which  stimulates 
the  adrenal  gland  to  increase  its  secretion  of 
cortisone  as  well  as  other  steroids.  As  its  effect 
is  dependent  upon  stimulation  of  the  adrenal 
cortex,  it  will  produce  hypertrophy  of  the  cortex 
if  administered  over  a long  period  of  time.  When 
the  cortex  is  atrophied  and  incapable  of  respond- 
ing to  stimulation  as  in  Addison’s  disease,  for 
example,  cortisone  will  give  relief  whereas  ACTH 
will  have  no  effect. 

Dosage 

Although  certain  schedules  have  been  sug- 
gested, the  dosage  of  these  compounds  has  not 
yet  been  standardized.  For  practical  purposes, 

1 mg.  of  ACTH  may  be  considered  the  equiva- 

Presented  at  a meeting  of  the  Ninth  District  Branch,  Octo- 
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lent  of  2.5  mg.  of  cortisone.  At  the  beginning  of 
our  study  we  followed  the  recommended  schedule 
of  100  mg.  of  cortisone  every  eight  hours  for  three 
doses,  every  twelve  hours  for  two  doses,  and  then 
50  mg.  every  twelve  hours  for  about  eighteen  days. 

As  this  schedule  proved  unsatisfactory  in  many 
instances,  we  concluded  that  the  optimum  dose 
should  be  determined  for  each  individual.  To 
illustrate,  if  the  results  in  rheumatoid  arthritis  are 
not  satisfactory  after  a period  of  ten  to  fifteen 
days  on  50  mg.  every  twelve  hours,  the  dose 
should  be  increased  to  75  or  100  mg.  every  twelve 
hours;  conversely,  if  a patient  does  not  tolerate 
50  mg.  every  twelve  hours,  the  dose  should  be 
decreased  according  to  his  tolerance.  Every 
patient  must  be  observed  carefully  and  the  main- 
tenance dose  regulated  according  to  individual 
requirements. 

As  stated  above,  the  adrenal  cortex  atrophies 
with  continued  cortisone  therapy,  and  the  daily 
dose  of  cortisone  perhaps  represents  nearly  the 
entire  amount,  if  not  the  entire  amount,  that  is 
available  for  body  consumption.  As  the  amount 
of  cortisone  secreted  varies  in  each  individual  and 
a supernormal  blood  level  is  required  for  effective 
therapy,  the  optimum  dose  for  each  patient  will 
differ.  To  attain  a supernormal  blood  level,  an 
amount  of  cortisone  must  be  given  over  and 
above  that  amount  which  is  normally  secreted 
by  the  adrenal  gland. 

Satisfactory  improvement  usually  occurs  after 
one  to  three  weeks  of  treatment,  at  which  time 
the  maintenance  dose  should  be  determined.  In 
the  future  it  may  be  possible  to  determine  blood 
levels  of  cortisone.  If  a normal  level  for  each 
individual  is  determined,  it  will  provide  a rational 
basis  for  estimating  the  maintenance  dose. 
When  the  blood  level  of  cortisone  necessary  to 
produce  clinical  improvement  is  ascertained  and 
the  rate  of  excretion  determined,  it  would  be 
comparatively  simple  to  calculate  the  mainte- 
nance dose. 

The  dosage  also  varies  according  to  the  end 
result  desired.  For  complete  remission  of  symp- 
toms large  doses  are  required,  whereas  consider- 
ably smaller  amounts  will  produce  sufficient 
improvement  to  permit  the  patient  to  proceed 
with  normal  activities  without  too  much  diffi- 
culty. Because  of  the  ill  effects  of  the  large 
dosage,  we  attempted  to  obtain  only  partial  re- 
mission of  symptoms  in  our  study,  and  our  main- 
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tenance  dosage  ranged  in  most  cases  from  37.5  to 
75  mg.  daily. 

Booster  doses  usually  are  sufficient  to  counter- 
act a mild  regression  occurring  within  fifteen  to 
thirty  days  after  adjustment  of  the  maintenance 
dose,  and  it  is  not  necessary  to  increase  the  latter. 
To  illustrate,  if  mild  regression  occurs  within 
fifteen  to  thirty  days  after  starting  a 50-mg.  daily 
maintenance  dose,  an  increase  to  100  mg.  daily 
for  three  to  five  days  usually  will  be  sufficient. 
On  the  other  hand,  booster  doses  are  not  effective 
when  a patient  develops  severe  regression  within 
seven  to  fourteen  days,  and  it  is  necessary  to  in- 
crease the  maintenance  dose  in  an  amount  that 
varies  in  accordance  with  the  severity  and  rapid- 
ity with  which  the  regression  occurs. 

A difference  of  opinion  exists  concerning  the 
untoward  effects  resulting  from  cortisone  and 
ACTH  therapy.  These  have  been  minimized  by 
some,  while  others  have  magnified  them.  The 
actual  extent  probably  lies  between  the  two  ex- 
tremes, but  the  different  views  expressed  by 
workers  in  the  field  have  received  wide  publicity 
in  both  the  medical  and  lay  press  and  have  re- 
sulted in  considerable  confusion.  It  is  our  hope 
that  this  report  will  help  to  clarify  the  situation 
and  serve  as  a guide  in  the  administration  of  the 
steroid  compounds.  We  also  hope  that  the  follow- 
ing observations  will  instill  caution  but  not  fear, 
in  those  who  administer  these  compounds. 

Cardiovascular  Effects 

In  several  patients  of  the  older  age  group,  the 
blood  pressure  increased  appreciably,  particularly 
when  100  mg.  of  cortisone  were  given  daily;  in 
some,  this  occurred  with  as  little  as  50  mg.  daily. 
We  were  forced  to  discontinue  cortisone  in  four 
patients  in  this  group,  three  of  whom  were  re- 
ceiving 100  mg.  daily  and  one  75  mg.  daily.  In 
the  younger  age  group  there  was  very  little  change 
in  blood  pressure,  and  in  no  instance  were  we 
forced  to  discontinue  use  of  the  steroid  com- 
pounds because  of  cardiovascular  complications. 

In  some  patients  there  was  an  initial  rise  in  the 
blood  pressure,  but  it  stabilized  at  20  to  40  points 
above  the  pretreatment  level,  even  though 
therapy  was  prolonged  for  several  months.  In 
the  majority  of  instances,  the  blood  pressure  re- 
turned to  normal  a few  days  after  therapy  was 
omitted.  Sue  patients,  two  with  moderate  hyper- 
tension and  four  with  normal  blood  pressure,  de- 
veloped an  initial  rise,  but  the  pressure  returned 
to  normal  after  two  to  three  weeks  of  the  therapy. 
In  four  patients  with  moderate  hypertension  re- 
ceiving cortisone,  the  pressure  was  elevated  from 
150  to  170  systolic  and  from  90  to  110  diastolic 
during  the  first  ten  days  of  medication.  With  the 
continuance  of  small  to  moderate  doses  (25  to  75 
mg.  daily),  the  blood  pressure  was  reduced  20  to 


30  points  below  the  pretreatment  level.  This  re- 
duction may  have  been  caused  by  a lessening  of 
the  nervousness  and  tension  in  the  patient  with 
the  onset  of  improvement  and  general  well-being, 
or  it  may  have  been  due  to  some  unknown  factor 
secreted  by  the  adrenal  cortex  but  not  present  in 
cortisone  and  which  decreases  as  the  adrenal 
cortex  atrophies.  Three  patients  developed  pre- 
mature ventricular  contractions  while  taking 
cortisone  although  they  also  received  potassium 
chloride,  10  grains  three  times  a day. 

These  observations  demonstrate  the  need  for 
caution  in  treating  patients  with  arteriosclerosis 
and/or  hypertension,  and  the  following  three  case 
reports  emphasize  the  necessity  for  individualized 
dosage. 

Case  1. — A.  R.,  male,  aged  sixty-three,  disabled 
with  severe  rheumatoid  arthritis  involving  hands, 
wrists,  shoulders,  knees,  ankles,  and  feet,  had  a 
blood  pressure  of  180  systolic,  110  diastolic,  and  pre- 
sented a history  of  previous  myocardial  infarction. 
An  electrocardiogram  revealed  numerous  premature 
ventricular  contractions  and  evidence  of  myocardial 
disease.  As  the  arthritis  had  failed  to  improve  with 
other  measures,  the  dangers  inherent  in  the  use  of 
cortisone  were  explained  to  the  patient,  and  at  his  re- 
quest, cortisone  therapy  was  instituted.  After  he  re- 
ceived 50  mg.  every  twelve  hours  for  five  doses,  the 
blood  pressure  rose  to  210  systolic  and  130  diastolic. 
The  dose  was  reduced  to  25  mg.  every  twelve  hours, 
and  within  two  days  the  blood  pressure  returned  to 
180  systolic,  110  diastolic.  After  seven  days  on  this 
dosage,  the  systolic  pressure  was  increased  to  200 
and  the  diastolic  to  120.  The  dose  of  cortisone  was 
then  reduced  to  25  mg.  daily,  and  the  blood  pressure 
returned  to  185  systolic,  110  diastolic.  During  the 
next  few  weeks,  the  amount  given  varied  between  25 
and  50  mg.  daily,  depending  upon  its  effect  on  the 
blood  pressure.  Cortisone  was  not  given  when  the 
blood  pressure  rose  above  190  systolic,  110  diastolic, 
and  it  had  to  be  omitted  on  several  occasions.  The 
number  of  premature  ventricular  contractions  in- 
creased markedly  with  cortisone  therapy.  Al- 
though the  patient  was  receiving  potassium  chloride, 
10  grains  three  times  a day,  the  increase  was  so  great 
on  two  occasions  that  the  cortisone  was  omitted 
until  the  number  of  premature  contractions  approxi- 
mated that  present  before  beginning  therapy.  He 
has  continued  for  nine  months  on  small  maintenance 
doses  varying  between  25  to  50  mg.  daily  and,  al- 
though completely  helpless  before  therapy,  has  now 
returned  to  business. 

Case  2. — A.  C.,  female,  aged  sixty-four,  with 
severe  rheumatoid  arthritis  involving  hands,  wrists, 
elbows,  shoulders,  knees,  and  feet,  was  admitted  to 
the  hospital  for  cortisone  therapy.  Her  blood  pres- 
sure on  admission  was  130  systolic  and  90  diastolic. 
There  was  a grade  II  arteriosclerosis,  but  the  general 
physical  examination  was  otherwise  normal  except 
for  the  arthritis.  She  was  given  100  mg.  every  eight 
hours  for  three  doses,  100  mg.  every  twelve  hours  for 
two  doses,  and  then  50  mg.  every  twelve  hours.  The 
blood  pressure  gradually  increased  and  on  the 
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seventh  day  of  treatment  reached  180  systolic,  120 
diastolic.  There  was  marked  improvement  in  the 
arthritis,  and  whereas  she  had  been  confined  to  a 
wheelchair  before  admission,  she  was  now  ambula- 
tory with  the  aid  of  a “walker.”  While  using  the 
walker  on  the  seventh  day  of  therapy,  she  suddenly 
became  weak,  was  bathed  in  cold  perspiration,  and 
complained  of  nausea,  palpitation,  and  faintness. 
Examination  revealed  auricular  fibrillation,  conges- 
tion of  the  lungs,  edema  of  the  feet  and  ankles,  and 
evidence  of  congestive  failure.  The  electrocardio- 
gram did  not  reveal  any  evidence  of  myocardial  in- 
farction or  other  abnormality  except  auricular  fibril- 
lation. With  bed  rest,  digitalization,  and  omission 
of  cortisone,  the  rhythm  returned  to  normal, 
and  the  congestive  failure  improved.  How- 
ever, the  blood  pressure  remained  at  170  systolic  and 
100  diastolic  after  three  weeks  of  rest.  At  the 
patient’s  request,  cortisone  therapy  was  again  insti- 
tuted, beginning  with  25  mg.  daily  for  seven  days, 
37.5  mg.  daily  for  five  days,  50  mg.  daily  for  five 
days,  and  then  75  mg.  daily.  The  blood  pressure 
varied  between  160  and  180  systolic,  100  and  120 
diastolic,  but  the  arthritic  symptoms  did  not  im- 
prove as  with  the  initial  therapy.  Ten  days  after 
beginning  75  mg.  daily,  she  developed  severe  edema, 
and  we  were  forced  to  stop  the  cortisone.  With 
Mercuhydrin,  restriction  of  fluids,  and  sodium-free 
diet,  the  edema  disappeared  in  five  days.  She  was 
then  given  50  mg.  of  cortisone  daily  for  two  weeks, 
until  the  blood  pressure  was  150  systolic,  90  diastolic. 
However,  the  arthritic  symptoms  returned,  and  the 
cortisone  was  slowly  increased  over  a period  of  eight 
days  until  she  was  again  receiving  75  mg.  daily. 
Peripheral  edema  recurred  after  three  weeks  on  this 
dosage,  and  cortisone  therapy  was  discontinued. 

Premonitory  symptoms  of  slight  pressure  or  tight- 
ness over  the  upper  chest  and  precordium  had  oc- 
curred in  this  patient  about  two  to  four  hours  after 
the  injections  of  cortisone  during  the  first  week  of 
therapy  and  before  the  attack  of  auricular  fibrilla- 
tion. In  view  of  observations  made  later  in  this 
series,  we  would  have  reduced  the  dose  50  per  cent, 
omitted  the  cortisone,  or  started  anticoagulant 
therapy,  depending  upon  the  severity  of  the  pre- 
i monitory  symptoms. 

Case  3. — J.  S.,  female,  aged  sixty,  was  first  seen  in 
the  hospital  on  Wednesday,  February  16,  1951.  She 
had  an  acute  arthritis  involving  both  knees  with  con- 
siderable swelling,  severe  pain,  fluid  in  both  joint 
spaces,  and  redness,  swelling,  and  soreness  of  the 
metacarpophalangeal  joints  of  the  left  index  and 
1 middle  fingers.  This  was  thought  to  be  a focal 
1 arthritis,  although  the  possibility  of  an  acute  onset  of 
rheumatoid  arthritis  could  not  be  eliminated. 
General  physical  examination  was  essentially  nor- 
mal except  for  obesity  (weight  220  pounds,  height  5 
feet,  5 inches).  The  blood  pressure  was  110  systolic, 
80  diastolic.  There  was  a grade  I arteriosclerosis. 
She  was  given  100  mg.  of  cortisone  every  eight 
hours  for  three  doses,  100  mg.  every  twelve  hours  for 
| two  doses,  and  50  mg.  every  twelve  hours  there- 
after. About  two  hours  after  the  third  dose  of  100 
mg.  every  eight  hours,  she  noted  mild  palpitation. 
! exhilaration,  and  a sensation  of  tightness  over  the 


upper  chest.  These  symptoms  disappeared  before 
the  next  dose  was  due  but  recurred  to  a lesser  degree 
following  each  100  mg.  dose.  As  this  had  occurred 
without  complications  in  other  patients,  we  did  not 
consider  it  significant,  and  the  symptoms  disap- 
peared after  the  maintenance  dose  of  50  mg.  every 
twelve  hours  was  reached. 

There  was  marked  improvement  in  the  arthritic 
symptoms  in  the  first  twenty-four  hours  of  therapy. 
On  Saturday,  February  18,  the  patient  was  able  to 
stand  alone;  on  Sunday  and  Monday,  she  could  take 
a few  steps  with  the  aid  of  a nurse.  The  precordial 
symptoms  had  disappeared,  the  blood  pressure  was 
138  systolic,  90  diastolic,  and  an  electrocardiogram 
taken  on  February  20  was  found  to  be  entirely  nor- 
mal. As  she  was  feeling  very  well  on  the  next  day, 
she  was  allowed  to  use  the  walker  at  about  11:00 
a.m.  She  had  taken  about  ten  steps  when  she  was 
seized  with  severe  constriction  over  the  precordium, 
cold  perspiration,  tremor  of  the  entire  body,  and 
marked  apprehension.  An  electrocardiogram  re- 
vealed changes  from  that  taken  the  day  before,  and 
the  blood  pressure  was  100  systolic,  60  diastolic,  six 
hours  after  the  above  attack.  There  was  a first  de- 
gree cyanosis,  but  the  pulse  rate  was  70  per  minute 
and  regular.  The  sensation  of  severe  constriction 
over  the  precordium  disappeared  after  one  100-mg. 
dose  of  Demerol.  There  was  no  edema,  and  the 
temperature  was  normal. 

This  patient  had  received  cortisone  for  only  five 
and  a half  days,  a total  of  850  mg.  The  blood  sodium 
was  136  mEq.,  and  the  potassium  was  4.3  mEq., 
both  of  which  are  within  normal  limits.  She  was 
kept  at  bed  rest,  and  there, was  no  further  pain. 
The  sensation  of  constriction  remained,  however, 
and  it  was  accompanied  by  a feeling  of  exhaustion. 
Several  electrocardiograms  were  taken,  and  the 
diagnosis  made  by  the  cardiologist,  Dr.  Louis  F. 
Bishop,  was  myocardial  infarction.  It  is  not  possi- 
ble to  establish  a definite  relationship  between  the 
cortisone  therapy  and  the  myocardial  infarction, 
but  the  fact  that  she  was  perfectly  well  except  for 
the  arthritis,  had  had  no  previous  cardiac  symptoms, 
and  only  developed  precordial  distress  after  the  in- 
jections of  cortisone  is  highly  suggestive. 

Blood  Sugar 

In  one  patient  with  rheumatoid  arthritis,  the 
blood  sugar  increased  from  110  to  175  mg.  per 
cent  when  200  mg.  of  cortisone  were  given,  but  it 
returned  to  normal  within  five  days  after  the 
cortisone  was  omitted.  Some  patients  receiving 
large  doses  for  short  periods  showed  minor  in- 
creases, and  in  a few  patients  taking  37.5  to  75 
mg.  of  cortisone  daily  for  several  months  there 
was  a gradual  rise  in  the  blood  sugar  from  110  to 
140  mg.  per  cent.  In  all  instances,  it  returned  to 
normal  a few  days  after  omission  of  the  medica- 
tion. 

Although  steroid  compounds  may  cause  the 
blood  sugar  to  rise,  we  have  not  hesitated  to  use 
them  when  indicated  as  illustrated  by  the  follow- 
ing case  report. 
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Case  Jf. — C.  K.,  male,  aged  fifty-six,  with  bronchial 
asthma  for  over  thirty  years,  diabetes  of  long  stand- 
ing, congestive  heart  failure,  and  marked  peripheral 
edema,  was  admitted  to  the  hospital  for  treatment  of 
a status  asthmaticus.  He  was  given  60  mg.  of  cor- 
tisone daily  as  the  largest  dose.  The  blood  sugar 
rose  from  120  to  250,  and  acetone  bodies  appeared  in 
the  urine.  This  increase  occurred  suddenly  on  the 
third  day,  and  it  was  necessary  to  increase  the  insulin 
from  20  to  40  units.  Treatment  with  cortisone  was 
interrupted  for  twenty-four  hours  until  the  blood 
sugar  could  be  controlled.  The  daily  maintenance 
dose  was  reduced  to  30  mg.  but  after  four  weeks  had 
to  be  discontinued  because  of  the  increase  in  edema, 
even  though  he  was  on  a low-sodium  diet,  digitalis, 
potassium  gluconate,  and  injections  of  Mercuhydrin. 
During  the  period  he  was  receiving  the  30  mg.  daily 
it  was  necessary  to  increase  the  insulin  from  20  to  30 
units  daily. 

Sodium  and  Potassium 

One  patient  treated  with  cortisone  for  leu- 
kemia developed  sodium  and  water  retention. 
This  also  occurred  in  the  diabetic  patient  men- 
tioned above  and  in  three  patients  treated  for 
rheumatoid  arthritis.  Although  the  percentage 
developing  edema  was  small  in  our  series,  it  can 
be  serious  and  should  be  treated  promptly.  Re- 
striction of  the  sodium  and  fluid  intake  ac- 
companied by  intravenous  hypertonic  glucose 
solution  usually  is  sufficient  for  patients  with 
mild  edema.  Mercurial  diuretics  may  be  given  to 
those  with  moderate  to  severe  edema,  provided 
serious  kidney  damage  is  not  present.  If  none  of 
these  measures  is  successful,  the  therapy  should 
be  discontinued. 

In  patients  with  sodium  retention,  there  is 
usually  potassium  depletion,  i.e.,  as  the  blood 
sodium  increases,  the  blood  potassium  decreases. 
Potassium  depletion  may  account  for  some  of  the 
fatigue,  perspiration,  weakness,  faintness,  ab- 
dominal distention,  and  arrhythmias.  A low- 
sodium  diet  and  potassium  gluconate  or  chloride 
(V,  to  1 Gm.  three  times  a day)  are  indicated  in 
order  to  prevent  the  occurrence,  or  lessen  the 
severity,  of  these  symptoms.  Testosterone  pro- 
pionate promotes  the  retention  of  potassium  and 
should  be  used  whenever  marked  potassium  de- 
pletion is  present.  This  can  be  given  in  doses  of 
50  mg.  the  first  day,  25  mg.  the  second  and  third 
days,  and  then  25  mg.  every  two  or  three  days  for 
seven  to  ten  days,  depending  upon  the  patient’s 
symptoms. 

Hair  Growth 

Several  of  our  patients  developed  increased 
hair  growth,  but  it  was  never  excessive,  although 
some  received  as  much  as  18  Gm.  of  cortisone 
over  a period  of  ten  months.  When  it  did  occur 
in  our  series,  the  condition  disappeared  shortly 
after  medication  was  discontinued.  Excessive 


hair  growth  is  apt  to  occur,  however,  and  we  be- 
lieve that  administering  small  doses  to  our 
patients  may  account  for  its  absence  in  our 
series. 

Mental  and  Neurologic  Manifestations 

There  were  no  severe  mental  disturbances  in 
the  present  series,  although  a good  many  of  our 
patients  developed  euphoria  and  three  showed 
mild  temporary  depression  which  gradually  dis- 
appeared after  the  medication  was  discontinued. 
Several  complained  of  inability  to  sleep  or  con- 
centrate, of  tremor  of  the  hands,  and  of  being 
“jittery,”  etc.,  but  these  symptoms  quickly  sub- 
sided after  the  medication  was  omitted.  Ten 
patients  developed  paresthesia,  eight  of  the  lower 
extremities  and  two  of  the  hands  and  feet. 
These  symptoms  occurred  in  patients  receiving 
100  mg.  or  more  of  cortisone  daily  for  six  or  more 
days  or  in  those  on  maintenance  doses  over  a 
period  of  at  least  two  to  three  weeks.  However, 
reduction  of  the  dose  or  omission  of  the  medica- 
tion caused  the  symptoms  to  disappear. 

All  medication  should  be  omitted  on  the  ap- 
pearance of  the  first  psychiatric  or  neurologic 
symptoms,  and  further  therapy  should  depend 
upon  the  reaction  of  each  individual. 

Cushing  Syndrome 

One  patient  developed  a marked  “moon”  face, 
but  she  had  been  receiving  large  doses  of  corti- 
sone, 100  to  200  mg.  daily,  for  twenty-eight  days. 
Her  facies  returned  to  normal  within  three  weeks 
after  the  therapy  was  discontinued.  Most  pa- 
tients receiving  cortisone  or  ACTH  in  sub- 
stantial doses  over  a period  of  three  weeks  or 
more  will  develop  a round  face  that  is  evident 
but  not  marked,  and  as  a rule  they  attribute  it  to 
weight  gain.  Several  patients  in  this  series  have 
developed  a mild  Cushing’s  syndrome,  i.e.,  mild 
to  moderate  elevation  of  both  blood  pressure  and 
blood  sugar,  round  face,  and  moderately  increased 
hair  growth. 

Gastrointestinal  Manifestations 

In  two  patients,  inactive  gastric  ulcer  was  re- 
activated. Because  of  the  severity  of  the  ar- 
thritis, cortisone  was  continued  in  small  doses, 
but  the  ulcer  symptoms  were  controlled  by  the 
usual  methods.  It  is  impossible  to  state  whether 
the  reactivation  was  caused  by  the  therapy  or  by 
an  increased  intake  of  food  due  to  an  improve- 
ment in  appetite.  However,  we  think  it  wise  to 
emphasize  the  possibility  of  relationship  be- 
tween steroid  therapy  and  reactivation  of  gastric 
or  duodenal  ulcers. 

Three  patients  receiving  100  mg.  of  cortisone  i 
daily  (one  orally)  developed  severe  diarrhea  which  I 
disappeared  forty-eight  to  seventy-two  hours 


July  1,  1951] 


CLINICAL  OBSERVATIONS  ON  CORTISONE  AND  ACTH 


1629 


after  discontinuing  the  medication  but  returned 
when  the  therapy  was  resumed.  The  patient 
taking  oral  cortisone  tolerated  only  50  mg.  daily, 
while  the  others  were  able  to  tolerate  75  mg. 
daily.  Invariably  in  the  three  instances,  a re- 
turn to  the  100-mg.  dose  would  produce  diarrhea. 

In  four  other  patients  there  was  abdominal  dis- 
tention, severe  in  one,  moderate  in  two,  and  mild 
in  one.  All  were  receiving  100  mg.  daily  by  in- 
jection and  potassium  gluconate  orally,  7V2 
grains  three  times  a day,  when  the  abdominal  dis- 
tention occurred.  In  the  patient  with  severe  dis- 
tention, the  dose  was  reduced  to  25  mg.  daily,  but 
the  condition  persisted  for  three  weeks  after 
cortisone  was  discontinued;  a complete  gastro- 
intestinal x-ray  series  was  normal.  It  was  neces- 
sary to  reduce  the  dose  to  75  mg.  daily  in  the  two 
patients  with  moderate  distention,  but  the  patient 
with  mild  distention  was  continued  on  100  mg. 
daily. 

Hypercoagulability  of  the  Blood 

For  the  past  few  months  we  have  been  aware 
that  there  was  an  increased  coagulability  of  the 
blood  in  patients  receiving  ACTH  and  cortisone. 
Cosgriff  stated  that  in  a large  proportion  of 
patients  receiving  the  steroid  compounds  there 
was  a definite  reduction  in  the  venous  and  the 
heparin-retarded  clotting  times.1  He  reported 
that,  of  450  patients  treated,  there  were  27 
thromboembolic  phenomena  occurring  in  21 
patients.  Hypercoagulability  can  also  be  ob- 
served clinically,  and  that  it  may  produce  other 
side-effects  is  demonstrated  by  the  following  case 
report. 

Case  5.  — G.  E.,  female,  aged  forty-four,  was  ad- 
mitted to  the  hospital  for  an  uveitis  of  the  left  eye. 
Her  tonsils  were  found  to  be  infected,  and  there  was 
some  involvement  of  the  right  maxillary  and  ethmoid 
sinuses.  The  blood  pressure  was  110  systolic,  70 
diastolic;  there  was  no  evidence  of  arteriosclerosis, 
and  the  heart  was  normal.  She  was  started  on  corti- 
sone, 75  mg.  every  twelve  hours.  On  the  third  day 
of  therapy  after  receiving  450  mg.,  she  began  to  com- 
plain of  pain  and  a sense  of  heaviness  or  constriction 
over  the  precordium.  Because  of  our  experience 
with  the  patient  with  myocardial  infarction  (Case  3), 
the  dose  was  reduced  to  50  mg.  every  twelve  hours, 
and  the  symptoms  disappeared,  except  for  mild  pre- 
cordial discomfort.  Cortisone  was  continued  for 
three  days  in  50  mg.  doses  every  twelve  hours  but 
then  was  omitted  because  (1)  there  was  no  appre- 
ciable improvement  in  the  uveitis,  (2)  the  slight  pre- 
cordial distress  persisted,  and  (3)  it  was  decided  to 
treat  the  foci  of  infection  by  surgery.  The  operation 
was  delayed  until  the  precordial  distress  disap- 
peared, or  seventy-two  hours  after  the  last  dose  of 
cortisone.  Laboratory  examinations  preoperatively 
revealed  a prothrombin  time  of  seventeen  seconds 
(normal  eighteen  seconds),  bleeding  time  two 
minutes,  and  clotting  time  three  minutes  (capillary 


method).  At  operation  the  tonsils  were  found  to  be 
buried  and  to  contain  pus,  and  the  right  middle  tur- 
binate, which  had  degenerated  into  a polypoid  mass, 
was  removed. 

This  case  is  reported  not  because  of  the  precordial 
pain  but  because  of  the  observations  of  the  otolaryn- 
gologist, Dr.  Alvin  M.  Street,  who  stated  that  never 
in  similar  operations  had  he  seen  anyone  bleed  as 
little  as  this  patient  and  that  she  did  not  lose  more 
than  a teaspoonful  of  blood.  He  further  stated  that 
the  blood  seemed  almost  gelatinous  in  consistency, 
that  it  would  ooze  from  the  vessels  and  form  a clot 
which  remained  attached  to  the  cut  vessel.  In  con- 
trast to  the  usual  occurrence,  there  was  absolutely 
no  bleeding  when  the  packing  was  removed  from  the 
nose  two  days  after  the  operation.  He  felt  that  even 
if  no  packing  had  been  inserted  at  the  time  of  opera- 
tion, there  would  have  been  no  postoperative  bleed- 
ing. 

The  operation  was  purposely  delayed  for  three 
days  after  the  last  cortisone  injection  because,  with 
the  precordial  discomfort  accompanying  the  therapy, 
we  were  afraid  the  stress  and  strain  of  the  anesthesia 
and  operation  might  precipitate  a vascular  accident. 

Eosinophil  Count,  Sedimentation  Rate, 
Blood  Count,  Weight,  and  Appetite 

The  eosinophil  count  has  been  used  as  an  indi- 
cator of  the  effect  of  cortisone  or  ACTH.  In 
some  instances,  the  total  eosinophil  count  is 
markedly  reduced  (75  to  100  per  cent)  with  large 
doses,  but  with  the  smaller  maintenance  doses  it 
may  be  reduced  only  25  to  50  per  cent.  Although 
not  infallible,  it  does  determine  the  efficacy  of 
the  maintenance  dose  to  some  extent.  In  rheu- 
matic fever,  where  the  length  of  treatment  is 
usually  short  (seven  to  twelve  days)  and  where 
rapid  and  complete  control  is  necessary,  the 
eosinophil  count  is  a more  reliable  indicator,  and 
the  steroid  compounds  should  be  given  in  suf- 
ficiently large  doses  to  maintain  the  count  near 
zero. 

In  rheumatoid  arthritis  and  other  chronic 
diseases  or  in  patients  who  are  to  receive  the 
steroid  compounds  for  a long  period,  maintaining 
the  eosinophil  count  near  zero  is  not  necessary 
and  may  be  dangerous.  One  patient,  seen  in 
consultation,  had  been  given  between  100  to  160 
mg.  of  ACTH  daily  for  over  three  weeks  simply 
because  this  amount  was  required  to  maintain  the 
eosinophil  count  below  ten.  This  patient  de- 
veloped pulmonary  and  cerebral  edema  proved  by 
autopsy.  Other  factors  present  may  have  caused 
the  edema  and  the  patient  undoubtedly  would 
have  died  without  the  use  of  ACTH,  but  one  is 
justified  in  questioning  the  role  played  by 
ACTH.  We  do  not  try  to  keep  the  eosinophil 
count  at  zero  and  do  not  depend  upon  it  for  sug- 
gested dosage.  In  our  experience,  clinical  ob- 
servations have  proved  far  more  valuable. 

The  sedimentation  rate  is  frequently,  but  not 
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always,  reduced,  as  improvement  occurs  and  is 
not  a true  indicator  of  the  degree  of  clinical  im- 
provement. 

The  appetite  is  increased  in  almost  every  in- 
stance and  sometimes  becomes  enormous.  With 
the  increased  appetite  and  well-being  there  is  a 
corresponding  weight  gain,  and  in  some  instances 
this  may  be  a troublesome  factor.  In  some  cases, 
therapy  may  have  to  be  temporarily  discontinued 
because  of  the  gain  in  weight.  For  example,  in  a 
patient  recently  seen  in  consultation,  the  gain  in 
weight  had  been  from  135  to  175  pounds.  He 
was  the  typical  picture  of  a Cushing  syndrome 
with  “moon”  face,  fat  deposits  beneath  the  chin, 
over  the  cervical  spinal  region,  and  both  trapezii. 
The  abdomen  was  enormous,  and  this  patient 
could  hardly  turn  himself  in  bed  or  get  up  from  a 
chair.  He  had  received  cortisone,  100  mg.  daily 
for  six  months.  The  cortisone  was  omitted  for 
two  months,  and  he  lost  30  pounds  in  weight  but 
developed  typical  withdrawal  symptoms.  The 
arthritis  returned  in  twenty-four  hours,  and  he 
complained  of  weakness,  exhaustion,  anorexia, 
became  depressed,  irritable,  and  insisted  upon  re- 
turning to  cortisone  therapy. 

The  blood  count  is  usually  increased,  and,  to 
date,  we  have  seen  no  untoward  effects  upon  the 
blood  count. 

Skin 

Steroid  compounds  have  been  used  in  the  treat- 
ment of  many  skin  lesions,  but  they  may  also  be 
the  cause  of  lesions  if  continued  over  a long  period 
of  time.  Several  patients  in  our  series  had  mild 
skin  eruptions,  but  they  have  not  been  severe. 

Gold  and  Cortisone 

The  remissions  obtained  with  gold  are  usually 
more  prolonged  than  those  obtained  with  steroid 
compounds.  In  some  patients,  however,  the  re- 
missions from  gold  are  not  complete,  and  it  may 
require  a long  period  before  a remission  is  ob- 
tained. It  appeared  to  us  that  with  the  aid  of  the 
steroid  compounds  we  could  obtain  complete  and 
prompt  remissions.  Further,  in  those  patients  re- 
sistant to  gold,  the  use  of  steroid  compounds 
might  bring  about  a remission,  and  the  gold  salts 
might  maintain  it;  in  those  patients  where  gold 
salts  gave  only  mild  to  moderate  relief,  small 
doses  of  cortisone  might  produce  a higher  level  of 
relief.  We  have  used  the  combination  in  16 
patients,  but  it  is  too  early  to  draw  definite  con- 
clusions. It  does  appear,  however,  that  cortisone 
prevents  the  anemia  that  sometimes  occurs  from 
gold  therapy;  certainly  the  remission  occurs  more 
rapidly.  It  is  also  true  that  with  combined 
therapy  the  remission  is  more  pronounced  than 
with  gold  alone,  and  it  appears  that  the  mainte- 


nance dose  of  cortisone  necessary  is  less  than  that 
required  when  given  alone. 

Acute  Rheumatic  Fever 

The  steroid  compounds  have  given  relief  from 
the  acute  attacks  in  this  disease.  In  a very  few 
hours  the  temperature  declines,  the  patient  be- 
comes alert  and  does  not  appear  ill.  The  electro- 
cardiographic changes  may  disappear  and  what 
appears  to  be  complete  relief  may  occur.  They 
appear  to  bring  symptomatic  relief  but  if  with- 
drawn too  soon  the  disease  will  return  with  all  of 
its  symptoms.  These  preparations  should  be 
given  early,  before  tissue  damage  occurs,  and 
should  be  continued  until  the  attack  has  sub- 
sided. This  will  require  very  early  diagnosis  and 
extreme  watchfulness  on  the  part  of  the  physican. 
They  seem  to  be  as  effective  in  recurrent  attacks 
as  in  the  first. 

Oral  Cortisone 

In  our  experience  with  40  patients  a dosage  of 
15  to  25  per  cent  more  material  was  required  when 
given  orally,  but  there  is  no  doubt  that  it  is 
efficacious  if  given  in  the  proper  dosage.  Corti- 
sone is  eliminated  more  rapidly  when  given  by 
mouth  than  by  injection.  The  daily  dosage 
should  be  divided : one  dose  before  each  meal  and 
one  before  retiring.  This  will  eliminate  some  of 
the  pain  and  stiffness  that  occurs  at  night  and 
early  morning. 

Case  6. — J.  M.  C.,  male,  aged  forty-one,  had 
Marie-Striimpell  arthritis  of  nine  years  duration. 
There  was  marked  kyphosis,  loss  of  weight,  stiffness 
and  soreness  of  the  entire  spine,  and  loss  of  appetite. 
He  had  been  unable  to  work  for  four  years.  The 
sedimentation  rate  was  96  mm.  per  hour  (Wester- 
gren  method).  The  blood  pressure  was  90/64,  pulse 
was  92,  and  the  temperature  was  97.4  F.  He  was 
given  300  mg.  the  first  day,  200  mg.  the  second,  and 
then  100  mg.  daily  thereafter  for  seventeen  days. 
At  this  time,  there  was  considerable  improvement  in 
the  arthritic  symptoms,  and  the  blood  pressure  was 
130/80.  He  had  gained  six  pounds  in  weight,  and 
motion  in  the  neck  and  shoulder  was  moderately  im- 
proved. Two  days  later,  nineteen  days  after  be- 
ginning oral  cortisone,  he  developed  nausea,  vomit- 
ing, and  diarrhea,  which  persisted  for  three  days. 
He  lost  10  pounds  during  this  attack.  We  attributed 
this  attack  to  an  acute  gastroenteritis  that  was  prev- 
alent at  that  time.  After  ten  days,  treatment  with 
cortisone,  100  mg.  daily,  was  reinstituted,  but  after 
five  days  there  was  very  little  improvement.  The 
oral  cortisone  was  then  increased  to  150  mg.  daily, 
and  improvement  was  greatly  accelerated.  In  seven 
days  the  motion  of  the  neck  was  greatly  increased; 
there  was  a moderate  decrease  of  flexion  deformity, 
and  he  was  completely  free  of  pain.  The  appetite 
increased,  and  there  was  a further  gain  in  weight, 
totaling  18  pounds,  from  the  beginning  of  oral  cor- 
tisone therapy.  The  sedimentation  rate  was  reduced 
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from  96  mm.  at  the  beginning  of  treatment  to  18  mm. 
at  this  time.  The  improvement  with  100  mg.  daily 
of  oral  cortisone  did  not,  in  our  opinion,  equal  that 
produced  by  100  mg.  daily  by  injection.  The  150 
mg.  by  mouth  appeared  to  give  about  the  same  re- 
sults in  this  instance  as  100  mg.  daily  by  injection  in 
similar  cases  in  our  series. 

Comment 

The  observations  reported  here  are  for  the  most 
part  clinical,  and  we  have  refrained  from  giving 
detailed  laboratory  reports  in  order  to  aid  those 
physicians  using  steroid  therapy  who  find  it  im- 
practical to  obtain  all  the  more  complicated 
laboratory  tests,  such  as  blood  sodium,  potassium, 
and  chlorides  and  total  eosinophil  counts.  A 
periodic  blood  sugar,  urinalysis,  and  frequent 
blood  pressure  determination,  if  accompanied  by 
close  clinical  observation,  is  sufficient  to  assure 
safety  in  the  use  of  cortisone  and  ACTH. 

In  a symposium  in  October,  1950,  we  stressed 
the  need  for  caution  when  the  steroid  compounds 
| were  administered  to  patients  with  arteriosclerosis 
; and/or  hypertension.2  There  was  some  disagree- 
i ment  at  that  time,  but  subsequent  experience  has 
i proved  that  care  should  be  exercised  in  adminis- 
: tering  these  compounds  to  patients  in  this  group. 
In  those  patients  whose  blood  pressures  are 
..!  maintained  above  the  normal  level  for  several 

I months,  it  is  difficult  to  say  what  the  final  out- 
come will  be.  We  believe  that  the  dose  should 
be  reduced  until  the  blood  pressure  returns  to 
approximately  normal,  even  though  some  of  the 
arthritic  symptoms  may  return.  The  present 
practice  of  giving  cortisone  according  to  a set 
schedule  of  100  mg.  every  eight  hours  for  three 
doses,  followed  by  100  mg.  every  twelve  hours  for 
j two  doses  and  then  50  mg.  every  twelve  hours  is 
impractical  and  not  without  danger.  The  dose 
1 should  be  individualized  according  to  the 
patient’s  need  and  tolerance.  It  is  a safer  proce- 
dure to  prescribe  75  to  100  mg.  daily  for  the  first 
five  days,  100  to  150  mg.  for  the  sixth  to  tenth 
1 days,  and  then  50  to  100  mg.  daily  thereafter. 
! Even  this  schedule  should  be  adjusted  according 
■ to  the  patient’s  tolerance. 

As  regards  thrombotic  episodes,  Cosgriff  re- 
cently reported  27  thromboembolic  phenomena  in 
21  of  450  patients  treated  with  steroid  com- 
pounds.1 He  also  reported  definite  reduction  in 
the  venous  and  heparin-retarded  clotting  times. 
This  may  occur  as  early  as  three  days  after 
therapy  has  been  started  and  may  persist  for 
three  weeks,  according  to  Cosgriff.1  A recent  sur- 
vey by  questionnaire  of  a number  of  physicians 
using  ACTH  and  cortisone  revealed  that  throm- 
botic and  embolic  phenomena  were  not  uncom- 
mon. These  phenomena  occurred  in  the  cerebral, 
coronary,  mesenteric,  and  peripheral  vessels. 
However,  although  the  proportion  of  patients  de- 


veloping thromboembolic  phenomena  with  cor- 
tisone and  ACTH  appears  to  be  greater  than  one 
would  normally  expect,  it  is  only  fair  to  point  out 
that  many  of  the  patients  treated  are  chronically 
ill  and  more  apt  to  experience  such  phenomena. 
It  would  be  interesting  to  compare  the  incidence 
of  thromboembolic  phenomena  in  chronically  ill 
patients  who  are  not  receiving  cortisone  or 
ACTH.  This  untoward  reaction  has  been  em- 
phasized in  this  paper  in  the  hope  of  stimulating 
further  investigation. 

In  the  light  of  our  experience  and  Cosgriff’s  re- 
port, it  is  suggested  that  if  patients  receiving 
steroid  therapy  complain  of  precordial  distress 
the  dose  should  be  reduced  50  per  cent,  omitted, 
or  anticoagulant  therapy  should  be  instituted  if 
it  is  deemed  advisable  to  continue  therapy.1 

If  these  compounds  are  withdrawn,  the  arthritic 
symptoms  may  return  within  twenty-four  to 
seventy-two  hours  and  may  be  considerably 
worse  than  before  therapy  was  started.  There  is 
an  atrophy  of  the  adrenal  cortex  in  patients  re- 
ceiving cortisone,  and  upon  its  withdrawal  they 
may  present  the  symptoms  of  an  Addisonian 
crisis.  Because  of  these  dangers  we  believe  it 
inadvisable  to  administer  cortisone  or  ACTH  to 
anyone  whose  arthritis  is  fair  ly  well  stabilized  by 
other  measures  and  who  is  able  to  lead  a useful 
life.  A careful  approach  will  make  them  a 
useful  addition  to  our  armamentarium,  whereas 
careless  use  may  destroy  the  confidence  of  both 
physician  and  patient. 

With  the  advent  of  gold  salts  therapy  some 
years  ago,  there  were  many  cases  of  toxicity  due 
to  the  use  of  excessive  dosage  and  improper  selec- 
tion of  cases  by  those  who  did  not  fully  appreciate 
the  dangers.  This  prompted  us  to  use  smaller  and 
individualized  doses,  and  the  number  and 
severity  of  the  toxic  reactions  were  greatly  re- 
duced. We  believe  the  same  will  be  true  with 
cortisone  and  ACTH.  Patients  should  be  car- 
ried on  a minimum  maintenance  dose,  and  when 
untoward  reactions  occur,  medication  should  be 
withheld  until  they  are  controlled. 

Admittedly  we  are  cautious,  and  in  discussing 
this  with  Dr.  Augustus  Gibson,  executive  direc- 
tor of  the  Medical  Division  of  Merck  & Co.,  Inc., 
he  agrees  that  until  more  information  is  accu- 
mulated, it  is  wise  to  be  cautious.3 

Conclusions 

1.  The  dose  of  cortisone  and  ACTH  should 
be  individualized  according  to  the  need  and 
tolerance  of  the  patient. 

2.  The  present  practice  of  administering 
initial  large  doses  and  following  a set  standard 
for  every  patient  has  no  scientific  basis  and  is  not 
without  danger  in  certain  instances  and  should  be 
discontinued  except  in  those  instances  where 
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prompt  total  effect  is  the  paramount  considera- 
tion. 

3.  Small  initial  doses,  50  mg.  every  twelve 
hours,  increasing  as  the  patient’s  tolerance  and 
need  are  determined  are  a safer,  more  practical 
approach  and  allow  us  to  determine  the  reaction 
of  each  individual  before  large  amounts  are  given 
and  thus  help  to  prevent  serious  complications 
and  should  replace  the  present  practice  of  ad- 
ministering these  compounds. 

4.  Complete  control  of  the  arthritic  symp- 
toms should  not  be  attempted,  and  the  minimum 
dose  necessary  to  maintain  the  patient  under  suf- 
ficient control  to  carry  on  a useful  life  will  help 
prevent  many  of  the  untoward  side-reactions' and 
allow  the  patient  to  continue  therapy  for  longer 
periods  or  perhaps  indefinitely. 

5.  If  the  above  suggestions  are  followed, 
therapy  can  be  continued  for  long  periods  (twelve 
months  in  our  series)  or  indefinitely  and  thus  pre- 
vent the  severe  symptoms  that  occur  upon  their 
withdrawal. 

6.  There  is  a hypercoagulability  of  the  blood 
in  some  patients  treated  with  steroid  compounds. 


7.  Thromboembolic  phenomena  appear  t< 
occur  more  frequently  in  patients  receivinj 
steroid  therapy  and  require  further  study. 

8.  Patients  in  the  older  age  group  do  no 
tolerate  the  steroid  compounds  as  well  as  those  ii 
the  younger  group,  and  although  these  com 
pounds  may  be  administered  to  the  mildly  arteri 
osclerotic  or  hypertensive  patient,  close  clinica 
observation  and  caution  must  be  exercised. 

9.  Although  extensive  laboratory  procedures 
such  as  blood  sodium,  potassium,  chlorides 
glucose  tolerance,  17  ketosteroids,  total  eosino 
phil  counts,  etc.,  were  done,  they  are  not  neces 
sary  and  often  impractical. 

10.  Careful  clinical  observation  is  usualb 
sufficient  to  determine  the  patient’s  tolerance  am 
the  response  to  steroid  therapy. 
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GELFOAM  AND  THROMBIN  IN  GASTRODUODENAL  BLEEDING 


The  authors  are  of  the  opinion  that  results  ob- 
tained in  experimental  animals  warrant  clinical  use 
and  study  of  Gelfoam  and  thrombin  to  control  bleed- 
ing gastroduodenal  lesions  in  human  beings.  They 
caution,  however,  that  use  of  the  treatment  in 
human  beings  must  take  account  of  other  problems 
such  as  difference  in  the  coagulability  of  dog  blood 
and  the  blood  of  human  beings,  the  position  of  the 
ulcer,  the  possibility  that  in  older  persons  the  bleed- 
ing lesions  may  be  an  indurated  ulcer  on  the  pos- 
terior wall,  and  the  possibility  that  a sclerotic 
branch  of  the  gastroduodenal  or  pancreaticoduodenal 
artery  may  be  eroded.  In  dogs  they  found  that 
while  thrombin  solution  alone  or  the  Gelfoam 
powder  alone  were  effective  to  a certain  extent,  a 
combination  of  the  two  was  “by  far  the  best  hemo- 
static material  for  the  control  of  bleeding,  denuded 
gastric  lesions.”  Not  only  was  the  bleeding  most 
rapidly  checked,  but  also  the  clot  formed  was  flat, 
firmly  attached,  and  tenacious  so  that  dislodgment 
was  difficult. 

Results. — The  type  of  clot  formed  bv  Gelfoam 


alone  or  Gelfoam  with  thrombin  was  more  desirabl 
than  that  formed  by  thrombin  alone,  and  the  clo 
formed  after  administration  of  the  two  togethe 
was  best  of  the  series.  The  clot  formed  by  th 
thrombin  alone  was  a mushroom  type,  loose! 
attached,  and  easily  dislodged.  When  swallowe 
as  a dry  powder,  the  Gelfoam  was  found  to  sprea 
evenly  over  the  gastric  mucosa  in  fine  granula 
form.  It  was  noted,  however,  that  the  hemostati 
agents,  to  be  effective,  had  to  come  in  direct  contac 
with  the  source  of  the  bleeding.  When  the  mr 
terial  was  injected  through  a tube  so  weighted  as  t 
make  it  collect  in  the  fundic  pouch,  bleeding  are; 
on  the  posterior  antral  wall  were  not  favorab) 
affected.  When  the  tube  was  threaded  through  tl 
pylorus  and  the  same  experiment  repeated,  the  cl< 
formed  most  rapidly  with  a combination  of  Gelfoa 
and  thrombin.  C>ii  or  milk  and  cream  are  the  be 
vehicles  for  carrying  the  Gelfoam  and  thrombin.- 
Meyer  0.  Cantor,  M.D.,  and  Roland  P.  Reynola 
M.D.,  Journal  of  Laboratory  and  Clinical  Medicir 
June,  1950 


THE  CLINICAL  USE  OF  IODOTHIOURACIL,  A NEW 
ANTITHYROID  COMPOUND 

Preliminary  Report 

John  C.  McClintock,  M.D.,  and  John  J.  A.  Lyons,  M.D.,  Albany,  New  York 
( From  the  Departments  of  Surgery  and  Medicine,  Albany  Medical  College) 


THE  SEARCH  for  a safe,  effective  agent  with 
which  to  control  overactivity  of  the  thyroid 
gland  has  resulted  in  continued  improvement  in 
the  drugs  available.  The  ideal  method  of  ther- 
apy has  not  yet  been  found,  but  an  iodinated  thio- 
uracil  seems  to  be  a desirable  addition  to  the  ar- 
mamentarium of  antithyroid  therapeutics.  Syn- 
thesis of  this  new  material  was  reported  by  Bar- 
rett, Goodman,  and  Dittmer  in  1948,  and  the 
present  authors  have  been  privileged  to  use  5- 
iodo-2  thiouracil,  sodium  salt  for  the  past  two 
years.1’*  This  communication  sets  forth  the  ad- 
vantages of  the  new  drug  and  indicates  areas  that 
require  further  study  as  they  appear  to  these 
writers. 

Investigations  comparing  the  new  compound 
with  old  goitrogenic  agents  have  been  reported  by 
Gassner  and  associates.2-4  Their  studies  on  rats 
and  chicks  indicate  that  iodothiouracil  causes  50 
per  cent  increase  in  the  weight  of  the  thyroid 
gland  as  compared  with  the  control,  while  thioura- 
cil and  propylthiouracil  in  the  same  experiment 
caused  more  than  400  and  200  per  cent  increase, 
respectively.  In  experiments  designed  to  study 
the  effect  of  thiouracil,  propylthiouracil,  and  iodo- 
thiouracil on  thyroid  gland  weight  after  treat- 
ment with  thyroid-stimulating  hormone  (TSH), 
it  was  found  that  the  first  two  goitrogenic  agents 
augment  TSH  effect,  while  iodothiouracil  causes 
less  than  the  weight  increase  expected,  according 
to  its  thiouracil  component.  The  effect  on  the 
animal  thyroid  gland  weight,  iodine  content,  and 
cell  height  was  not  the  same  with  iodothiouracil 
as  thiouracil  and  potassium  iodide  when  given  in 
equimolar  amounts.  From  these  and  other  ex- 
periments Gassner  concludes  that  iodothiouracil 
is  a potent  antithyroid  agent  that  possesses  little 
goitrogenic  activity. 

Williams,  Towery,  Rogers,  Tagnon,  and  Jaffe 
have  reported  the  use  of  iodothiouracil  in  29  pa- 
tients with  an  excellent  response  in  22  instances.6 
No  toxic  reactions  were  observed  in  this  first 
small  group.  They  had  the  feeling,  but  no,t  the 
proof,  that  the  principle  effect  was  similar  to,  or 
identical  with,  the  response  caused  by  inorganic 
or  elementary  iodine.  In  the  series  of  cases 
herein  reported,  iodide  effect  can  be  discerned, 
but,  in  addition,  another  mechanism  of  action  by 

* This  material  ("Itrumil”)  was  supplied  by  the  Ciba 
Pharmaceutical  Products,  Inc,,  Summit,  New  Jersey. 
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Fig.  1.  Age  distribution  of  107  patients  suffering 
from  various  types  of  goiter  treated  with  iodothio- 
uracil. 


the  iodinated  thiouracil  must  be  assumed,  be- 
cause continued  improvement  that  would  not  be 
obtained  if  the  effect  were  due  to  iodide  alone  is 
noted  after  prolonged  therapy. 

Material 

September  1 , 1950,  has  arbitrarily  been  selected 
as  the  end  point  of  this  preliminary  study.  Up 
to  this  date  107  patients  received  iodothiouracil, 
and  of  this  number  70  had  already  undergone  thy- 
roidectomy. The  distribution  of  these  cases 
according  to  diagnosis  and  by  age  is  shown  in 
Fig.  1.  Wherever  possible,  the  diagnosis  is 
based  upon  a study  of  the  tissue  removed  surgi- 
cally; in  the  remainder,  the  clinical  diagnosis  is 
that  of  the  senior  author.  Seven  male  patients 
are  included  in  the  table,  three  in  the  third  dec- 
ade, one  in  the  fourth,  one  in  the  sixth,  and  two  in 
the  seventh  decades  of  life. 

It  was  the  early  impression  of  these  authors 
that  iodothiouracil  caused  some  diminution  in 
the  size  of  the  thyroid  enlargement  so  the  preop- 
erative use  of  this  drug  was  extended  to  a wide 
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variety  of  goiters.  Substernal  or  large  nodular 
goiters  with  pressure  symptoms  should  obtain 
relief  if  the  drug  brings  about  a reduction  in  gland 
size.  This  has  been  found  to  be  true  in  many  of 
the  patients  treated.  However,  a slight  goitro- 
genic effect  has  been  observed  in  a few  of  the 
toxic  diffuse  goiters,  especially  those  treated  for 
six  or  more  months. 

Many  patients  suffering  from  toxic  diffuse  goi- 
ter were  started  on  therapy  with  the  hope  that  a 
medical  remission  would  be  achieved.  At  the 
end  of  this  study  only  six  patients  had  appar- 
ently reached  this  highly  desirable  state.  Two 
of  these  patients  were  relieved  of  their  symptoms 
of  subacute  thyroiditis,  and  the  drug  was  stopped 
after  four  weeks.  The  other  four  patients  suf- 
fered from  toxic  diffuse  goiter  and  had  all  taken 
iodothiouracil  for  twelve  to  fourteen  months.  Of 
these  four,  three  appeared  to  have  true  remis- 
sions, while  the  fourth  patient  may  already  have 
had  a return  of  hyperthyroidism  precipitated  by 
acute  rheumatic  fever,  two  months  after  stopping 
iodothiouracil.  No  evaluation  of  the  optimum 
time  for  cessation  of  medical  treatment  has  been 
made.  Thirty-seven  patients  are  still  being 
treated  as  medical  problems,  but  it  is  known  that 
at  least  15  of  them  will  require  surgical  interven- 
tion to  eradicate  the  thyrotoxicosis. 

In  the  preoperative  treatment  of  patients,  as 
well  as  for  the  treatment  of  those  on  a medical 
regimen,  a wide  range  of  doses,  from  100  to  800 
mg.  daily,  has  been  tried.  Thus  far,  it  seems 
that  300  or  400  mg.  each  day  in  divided  doses 
brings  about  the  most  satisfactory  response; 
small  amounts  have  not  been  as  efficacious  in  our 
experience.  Continuation  of  these  studies  in  se- 
verely ill  patients  may  lead  to  the  use  of  higher 
initial  daily  doses  with  ultimate  reduction  to  300 
mg.  per  day  as  improvement  occurs. 

In  a previous  report  it  was  emphasized  that  ex- 
treme caution  and  frequent  observations  of  the 
blood  count  were  necessary  if  propylthiouracil 
were  resumed,  after  its  use  had  been  discontinued 
or  when  the  daily  amounts  were  increased.6  The 
dose  of  iodothiouracil,  on  the  other  hand,  has 
been  increased  in  many  cases  with  no  obvious  ill 
effect.  This  apparent  advantage  of  iodothioura- 
cil must  be  checked  with  frequent  blood  counts. 

The  authors  did  not  perform  regularly  repeated 
blood  counts  in  this  series  of  cases.  These  pa- 
tients suffering  from  severe  thyrotoxicosis  and 
those  receiving  large,  daily  doses  of  iodothiouracil 
had  frequent  white  blood  cell  counts  with  the  de- 
termination of  the  percentage  of  granulocytes. 
In  this  group,  comprising  one  fourth  of  the  total 
number  of  cases,  no  granulocytopenia  was  ob- 
served. No  symptoms  to  suggest  a change  in  the 
blood  picture  occurred  in  any  of  the  other  pa- 
tients while  under  treatment.  This  observation 


in  such  a small  series  is  by  no  means  conclusive. 
However,  it  suggests  that  iodothiouracil  is  less 
toxic  to  hematopoiesis  than  other  antithyroid 
drugs,  but  it  does  not  preclude  the  development 
of  a pathologic  blood  picture  in  other  patients. 
It  is  recommended  that  the  white  blood  count 
and  the  percentage  of  granulocytes  be  determined 
with  regularity. 

Toxic  reactions  in  this  series  were  not  severe. 
Two  patients  developed  drug  fever.  One  patient 
experienced  a fever  of  101.2  F.  each  evening 
after  two  weeks  on  a daily  dose  of  300  mg.,  while 
the  second  developed  fever  after  four  weeks  on  a 
daily  intake  of  300  mg.  Three  patients  com- 
plained of  nausea.  In  one  of  these  the  dose  was 
reduced,  and  in  the  other  two  the  same  daily 
intake  was  maintained  and  the  nausea  disap- 
peared. 

Complaints  such  as  “gas  pains”  and  a “lifeless 
feeling”  were  made  by  other  patients,  but 
therapy  was  not  interrupted.  Two  patients 
complained  of  arthralgia  while  taking  iodothio- 
uracil. The  drug  had  not  been  stopped  in  these 
two  patients  at  the  end  point  of  this  study,  and 
the  ultimate  result  is  still  unknown.  One  patient 
suffered  from  a viral  type  of  pneumonia  and  de- 
veloped the  “notion”  that  iodothiouracil  was 
related  to  her  infection.  Substitution  of  propyl- 
thiouracil and  iodine  enabled  the  patient  to  be 
adequately  prepared  and  to  undergo  thyroidec- 
tomy without  further  complication.  A child  of 
eight,  who  had  received  iodothiouracil  for  six 
months,  developed  an  acute  febrile  disease  with 
leukocytosis  that  responded  to  penicillin.  Four 
days  after  her  discharge  from  the  hospital  in  her 
home  community,  she  was  readmitted  there  in 
convulsions.  As  soon  as  her  condition  permitted, 
she  was  brought  under  the  direct  observation  of 
the  authors.  This  child  suffered  from  a periph- 
eral type  of  neuritis  with  paralysis  of  the  right 
median  and  ulnar  nerves.  Iodothiouracil  was 
discontinued  for  three  weeks  and  then  resumed. 
No  further  change  in  the  nerve  lesion  occurred. 
This  child  has  since  had  a subtotal  thyroidectomy 
without  complication,  and  the  peripheral  neuritis 
is  improving. 

Patients  suffering  from  moderate  to  severe  hy- 
perthyroidism associated  with  marked  emotional 
instability  have  been  the  most  difficult  to  control 
with  iodothiouracil.  Among  three  such  exam- 
ples, two  have  had  to  be  hospitalized  and  preparec 
with  iodine  intravenously  and  by  mouth  togethe: 
with  adequate  sedation.  The  third  problen 
was  solved  by  the  use  of  propylthiouracil,  iodine 
and  a two-stage  thyroidectomy.  Several  addi 
tional  patients  broke  through  the  control  of  th 
iodothiouracil  whenever  an  intercurrent  infectio: 
occurred.  This  apparent  inability  of  iodothic 
uracil  to  maintain  complete  control  of  the  hypei 
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AT  DAILY  INTAKE  OT 
300  MGM  IODOTHIOURACIL 


Fig.  2.  Seven  patients,  all  with  toxic  diffuse 
goiter,  were  treated  throughout  the  entire  preopera- 
tive period  with  only  300  mg.  daily  of  iodothiouracil. 
The  average  change  in  pulse  rate  is  indicated  by  the 
heavy  line.  The  gradual  and  maintained  fall  of  the 
curve  is  distinctly  different  from  the  curve  produced 
by  iodine  alone. 


li! 

ft 

il 

i 

ol 

jb- 

nl 


red 

®! 

riUi 


■ hj-i 

i)M 

Qtroi 

a® 

ether 

ibl® 

)di« 
3'ldi 
of  tin 
ectioi 
[otl® 
bj-p® 


thyroidism  under  emotional  stress  or  during  in- 
tercurrent illness  needs  further  investigation. 

From  the  foregoing  paragraphs  it  seems  that 
drug  fever  is  the  most  serious  toxic  manifesta- 
tion observed  during  the  use  of  iodothiouracil. 
Nausea  and  arthralgia  may  be  effects  of  the  drug, 
but  certainly  the  other  reactions  cannot  be  said  to 
be  caused  by  this  new  compound.  Continued 
observation  and  reporting  of  all  reactions  that  oc- 
cur during  the  use  of  iodothiouracil  will  eventually 
make  it  possible  to  say  what  undesirable  side- 
effects  are  caused  by  this  new  antithyroid  mate- 
rial. 

All  patients  in  this  series  have  been  treated  on 
an  outpatient  basis.  This  fact  and  the  authors 
lack  of  faith  in  the  value  of  an  elevated  metabolic 
rate  as  a reliable  or  essential  indication  of  true 
hyperthyroidism  have  resulted  in  the  use  of  clini- 
cal improvement  as  indicated  by  a drop  in  pulse 
rate,  weight  gain,  loss  of  subjective  symptoms, 
and  improvement  in  objective  signs.  These  have 
been  the  criteria  for  the  efficacy  of  the  drug,  and 
they  have  determined  the  length  of  medical  ther- 
apy or  the  time  of  operation. 

Figures  2 and  3 indicate  the  average  drop  in 
pulse  rate  among  two  groups  of  patients  suffering 
from  toxic  diffuse  goiter  At  first  glance,  these 
pulse  curves  seem  to  follow  a pattern  similar  to 
those  associated  with  treatment  by  iodine  on  the 
pulse  and  on  the  metabolic  rate.  Thompson  el  al. 
studied  the  effects  of  varying  amounts  of  iodine 
on  the  pulse  and  on  the  metabolic  rate.7  They 
conclude  that  patients  with  moderately  severe  or 
severe  exophthalmic  goiter  rarely  show  more  than 
temporary  improvement  during  the  prolonged 
administration  of  iodine.  This  finding  is  in 
contrast  to  the  slow  but  sustained  fall  in 
pulse  rate  illustrated  in  Fig.  2.  This  striking 


WEEKS  OF  TREATMENT 
AT  DAILY  INTAKE  OF 
400  MGM  IODOTHIOURACIL 

Fig.  3.  Eleven  patients  suffering  from  toxic 
diffuse  goiter  are  represented.  Each  received  only 
400  mg.  of  iodothiouracil  daily  throughout  the  pre- 
operative course.  The  apparent  “escape  effect”  was 
followed  by  a drop  in  the  pulse  rate  to  more  nearly 
normal  levels  in  a few  patients  that  continued  treat- 
ment for  sixteen  weeks. 


difference  is  one  reason  why  it  must  be  assumed 
that  the  action  of  iodothiouracil  is  not  solely  that 
of  iodine.  A secondary  rise  in  pulse  rate  has 
been  observed  in  several  individual  patients. 
There  is  frequently  a fall  to  more  nearly  normal 
levels  if  the  drug  is  continued  at  the  same  or 
slightly  higher  daily  dose.  This  peculiarity  of 
iodothiouracil  should  receive  further  study. 

A gain  in  weight  is  one  of  the  important  criteria 
for  evaluating  improvement  as  toxicity  is  con- 
trolled in  patients  suffering  from  hyperthyroid- 
ism. Many  factors,  such  as  cardiac  decompen- 
sation, will  alter  this  criterion  so  that  each  patient 
must  be  judged  individually  and  weight  change 
correlated  with  other  indications  that  the  thyro- 
toxicosis is  being  diminished.  All  antithyroid 
compounds  are  in  themselves,  potentially  at 
least,  toxic  materials  and  may  help  to  modify 
changes  in  the  total  body  mass  as  expressed  by 
weight.  With  these  limitations  in  mind  20  pa- 
tients suffering  from  toxic  diffuse  goiter  were 
found  to  have  an  average  preoperative  gain  in 
weight  of  5.2  pounds.  An  equal  number  of  pa- 
tients suffering  from  toxic  cliff  use  goiter,  but  pre- 
pared with  propylthiouracil  and  iodine,  were  dis- 
covered to  exhibit  an  average  preoperative  gain 
in  weight  of  6.5  pounds.  A much  more  critical 
appraisal  of  the  operative  risk  is  essential  for  each 
patient  who  fails  to  obtain  a gain  in  weight.  Pro- 
longing medical  treatment,  alterations  in  the  dose 
of  the  antithyroid  compound,  or  substitution  of 
different  drugs  as  preoperative  measures  may  be 
necessary  in  a few  patients. 

For  the  surgeon  the  technical  problems  of  re- 
moving thyroid  glands  prepared  by  iodothioura- 
cil have  been  less  than  the  difficulties  of  removing 
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thyroid  tissue  prepared  by  other  methods.  The 
drug  has  been  continued  in  all  patients  until  the 
day  of  operation.  No  supplemental  iodine  ther- 
apy has  been  given  except  as  indicated  under  com- 
plications listed  above.  There  has  been  almost 
no  oozing  from  the  cut  surface  of  the  gland. 
Bleeding  has  been  from  larger  vessels  readily  con- 
trolled and  held  by  the  hemostat.  Friability  has 
been  inconspicuous  in  all  but  two  patients. 
These  observations  in  the  70  patients  operated 
upon  have  led  the  senior  author  to  use  iodothio- 
uracil  as  the  preoperative  treatment  of  choice  in 
large  nodular  goiters  and  substernal  thyroid  en- 
largements, as  well  as  for  thyroid  glands  which 
are  the  seat  of  diffuse  hyperplasia.  When  iodo- 
thiouracil  is  continued  until  the  patient  reaches  a 
state  of  euthyroidism,  surgical  resection  can  be 
easily  and  meticulously  carried  out.  The  post- 
operative course  has  been  uneventful  and  quite 
smooth  in  all  patients. 

Apparently  this  method  of  preparation  for 
operation  results  in  the  formation  of  increased 
amounts  of  fibrous  tissue  in  the  stroma  of  the  thy- 
roid gland.  This  fact  presumably  accounts  for 
the  advantages  of  iodothiouracil,  when  considered 
from  the  surgical  point  of  view.  Investigations 
that  might  lead  to  an  objective  histologic  ap- 
praisal of  this  clinical  observation  are  under  way. 
Thus  far,  no  satisfactory  histologic  criteria  have 
been  found,  and  this  is  another  area  that  needs 
further  study. 

Summary 

One  hundred  seven  patients  are  reported  who 
received  varying  doses  of  5-iodo-2-thiouracil,  so- 


dium salt.  The  optimum  dose  appears  to  be  300 
mg.  daily  in  divided  counts.  Most  patients  were 
adequately  prepared  for  surgery  in  six  to  eight 
weeks.  Subtotal  thyroidectomy  was  less  dif- 
ficult in  patients  prepared  by  iodothiouracil  as 
compared  with  other  methods  of  preparation. 
Eighty-five  of  the  107  patients  had,  or  are  al- 
ready scheduled  for,  thyroidectomy.  Appar- 
ently only  three  patients  with  toxic  diffuse  goiter 
have  obtained  a medically  produced  remission  of 
their  disease.  The  postoperative  course  in  all 
patients  has  been  uneventful.  Toxic  effects 
from  the  use  of  the  drug  appear  to  be  of  a less 
severe  variety  than  those  associated  with  other 
antithyroid  agents. 

This  preliminary  study  is  based  upon  clinical 
observations.  Many  areas  for  further  investi- 
gation are  indicated.  The  authors  recognize  that 
this  new  drug  has  toxic  potentialities.  Although 
no  case  of  granulocytopenia  has  been  observed, 
the  writers  urge  caution  when  this  compound  is 
used  and  recommend  frequent  observation  of  the 
patient  and  repeated  blood  counts. 
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ROLE  OF  EMOTION  IN  DISORDERS  OF  THE  SKIN 


It  is  commonly  recognized  that  emotions  find 
expression  in  any  or  all  parts  of  the  body.  Point- 
ing out  that  the  skin  is  no  exception  to  this  rule, 
the  author  discusses  the  relationship  of  the  com- 
moner emotions  to  various  disorders.  These 
emotions  he  enumerates  as  (1)  the  need  for  love, 
(2)  anxiety,  (3)  hostility,  (4)  inferior  feelings,  (5) 
ambivalence,  (6)  guilt,  (7)  ambition,  and  (8)  envy, 
and  examines  their  possible  relationship  to  neurotic 
excoriations,  dermatitis  factitia,  eczema,  pruritis 
ani,  pruritis  vulvae,  trichotillomania,  hyperhidrosis, 
urticaria,  seborrheic  dermatitis,  and  psychiatric 
conditions  such  as  syphilophobia  and  cancer  phobia. 
While  no  claim  is  made  that  many  of  these  are 
always  psychogenic  in  origin,  the  author  feels  that 


the  possible  role  of  the  emotions  should  not  be  over- 
looked. It  takes  a great  deal  of  understanding  and 
self-confidence  on  the  part  of  the  physician  to  ask 
“what  is  your  skin  trying  to  say  for  you”  and  get 
the  cooperation  of  the  patient  in  treatment— a pro- 
cedure much  less  tangible  than  remedies  given  in- 
ternally, intradermally,  or  intravenously.  Sym- 
bolic expressions  of  attitudes  or  ideas  anywhere  in 
the  body  are  transmitted  through  nerve  pathways, 
vascular  changes,  chemical  alterations,  and  struc- 
tural tissue  changes.  If  the  stimulus  acts  con- 
tinuously over  a prolonged  period,  it  is  neutralized 
with  difficulty  or  not  at  all. — O.  Spurgeon  English, 
M.D.,  Archives  of  Dennatohgy  and  Syphilology, 
December,  1950 


Case  Reports 


A FATAL  CASE  OF  MEGALOBLASTIC  ANEMIA  WITH  CLINICAL 

PARKINSONISM 


Edward  C.  Zaino,  M.D.,  and  Daniel  S.  J.  Choy,  M.D.,  East  Meadow,  New  York 


( From  the  Departments  of  Pathology  and  Medicine  of  Mendowbrook  Hospital) 


'"THE  combination  of  parkinsonism  and  megalo- 
"L  blastic  anemia  is  rarely  encountered.  There  is 
one  report  in  the  literature  of  pernicioform  anemia 
associated  with  parkinsonism.1  The  cirrhotic 
component  of  Wilson’s  disease  is  theoretically  cap- 
able of  producing  a macrocytic  hypochromic  ane- 
mia; in  the  case  being  reported,  however,  there  was 
no  clinical  or  pathologic  evidence  in  support  of  a 
diagnosis  of  hepatolenticular  degeneration. 

Another  aspect  of  this  case  that  was  of  interest 
was  the  use  of  Benadryl.  The  classic  therapy  of 
parkinsonism  with  drugs  of  the  belladonna  group 
and  synthetic  antispasmodics  such  as  parpanit 
and  Artane  is  summarized  by  Doshay  and  Carpen- 
ter.2 In  a series  of  117  cases,  Artane,  atropine, 
Bulgarian  belladonna,  and  parpanit  were  found  to 
have  decreasing  effectiveness,  in  that  order.  Vari- 
ous surgical  procedures  on  the  subcortex,  lenticulate 
nucleus,  pallidofugal  tracts,  and  the  spinothalamic 
tracts  have  long  been  advocated  and  used  with  dis- 
appointing results.3  McGavack  et  al.  in  their  work 
on  the  pharmacology  of  Benadryl  (dimethyl  amino 
ethyl  benzhydryl  ether  hydrochloride)  found,  in  ad- 
dition to  the  well-known  antihistaminic  property, 

(1)  an  atropine  and  antiacetylcholine-like  effect, 

(2)  toxic  effects  on  the  central  nervous  system  mani- 
fested clinically  by  drowsiness,  lethargy,  and  con- 
fusion, and  (3)  congestion  of  the  choroid  plexus  in 
rats  receiving  a toxic  dose  of  the  drug.  They  sug- 
gested a clinical  trial  of  Benadryl  in  diseases  of  the 
central  nervous  system  such  as  multiple  sclerosis 
and  parkinsonism.4  Budnitz  in  a series  of  eight 
cases  reported  dramatic  improvement  of  symptoms 
following  the  use  of  Benadryl.5  A larger  series  of  40 
cases  reported  in  Lancet  revealed  similar  results.6 

Case  Report 

J.  P.,  a forty-seven-year-old  white  male  clerk  was 
admitted  to  the  hospital  on  June  19,  1949,  with  the 
chief  complaint  of  weakness  for  six  weeks.  He  had 
been  essentially  well  until  one  and  one-half  years 
prior  to  admission  when  he  became  increasingly 
‘‘nervous.”  Seven  months  before  admission,  he 
noticed  the  gradual  onset  of  anorexia  and  weakness 
with  concurrent  weight  loss  from  250  to  210  pounds. 


For  a six-week  period  he  had  vomited  his  meals  a 
few  minutes  to  an  hour  after  eating  and  had  had 
tremors  and  sweats  of  his  hands.  Two  weeks  before 
admission,  while  on  “vitamins,”  he  noticed  a few 
black  stools.  His  past  history  revealed  chorea  at 
the  age  of  twelve,  frequent  epistaxes  from  the  age  of 
twenty  to  twenty-five,  and  tonsillectomy  at  the  age 
of  eighteen. 

Physical  examination  revealed  a well-developed, 
well-nourished  white  male  with  rapid  speech,  mask- 
like facies,  tremulousness,  excessive  salivation  with 
drooling,  sweating,  bilateral  flattening  of  the  deltoid 
and  pectoralis  eminences,  inability  to  control  the 
motion  of  his  hands,  and  generalized  weakness. 
There  was  a slight  icteric  tinge  to  the  skin  and 
sclerae;  the  conjunctivae  and  mucous  membranes 
were  pale.  The  heart  was  enlarged  3 cm.  to  the  left 
of  the  midclavicular  line,  and  there  was  a soft  blow- 
ing systolic  murmur  at  the  apex.  The  blood  pres- 
sure was  180/100.  The  liver  was  hard,  smooth,  and 
enlarged  2‘/2  cm.  below  the  costal  margin.  The 
spleen  was  not  palpable.  Rectal  examination  re- 
vealed black  feces  which  were  guaiac  negative. 
The  neurologic  examination  was  negative  except  for 
positive  Romberg,  tremors  at  rest,  2 plus  spasticity 
of  all  extremities,  inability  to  elevate  the  arms  to 
shoulder  level,  hyperactive  deep  tendon  reflexes, 
and  diminished  vibratory  sense,  most  marked  in  the 
lower  extremities. 

Laboratory  workup  revealed  normal  urinalysis 
with  bile  present  and  urobilinogen  1:200;  hemo- 
globin 51  per  cent  (100  per  cent  hemoglobin,  14.75 
Gm.),  red  blood  count  2,400,000,  white  blood  count 
9,200,  neutrophils  58  per  cent,  lymphocytes  34  per 
cent,  normoblasts  8 per  cent,  hematocrit  24  volumes 
per  cent,  mean  corpuscular  hemoglobin  concentra- 
tion 36  per  cent,  mean  corpuscular  volume  100  cubic 
microns,  and  mean  corpuscular  hemoglobin  31 
microgammas.  The  total  serum  protein  was  6.6 
mg.  per  100  ml.,  albumin  5.1  mg.  per  100  ml., 
globulin  1.5  mg.  per  100  ml.,  alkaline  phosphatase 
29.2  King-Armstrong  units,  Van  den  Bergh  direct 
positive,  serum  bilirubin  1.5  mg.  per  100  ml.,  icterus 
index  25.0  units,  cholesterol  336  mg.  per  100  ml., 
cholesterol  esters  176  mg.  per  100  ml.,  cephalin 
flocculation  1 plus,  and  serum  amylase  121  Somogyi 
units.  Gastric  analysis  revealed  free  hydrochloric 
acid  and  was  otherwise  within  normal  limits. 

Gastrointestinal  series,  barium  enema,  and  chest 
x-ray  were  normal.  Gallbladder  series  after  two 
examinations  with  double  dose  of  dye  failed  to  reveal 
any  concentration.  Sternal  puncture  on  the  tenth 
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LIVER  15  u. 


Fig.  1. 


hospital  day  revealed  a megaloblastic  marrow,  the 
megaloblasts  being  5 per  cent. 

The  patient  was  placed  on  Benadryl,  50  mg.  three 
times  a day,  on  the  seventeenth  hospital  day  which 
was  followed  in  a few  days  by  decreased  salivation, 
marked  diminution  of  the  tremors,  reduction  of 
spasticity  of  all  extremities  from  2 plus  to  plus- 
minus,  disappearance  of  the  masklike  facies,  and 
striking  increase  in  strength  so  that  the  patient  was 
able  to  stand,  walk,  and  feed  and  shave  himself. 
The  second  bone  marrow  puncture  showed  a de- 
crease in  the  erythropoetic  activity  with  the  megalo- 
blasts being  1.5  per  cent. 

On  the  eighteenth  hospital  day,  the  patient  re- 
ceived 500  cc.  of  whole  blood  transfusion  because  it 
was  felt  that  the  anemia  was  aggravating  the  parkin- 
sonism through  cerebral  anoxemia.  At  this  time, 
slight  anisocytosis  and  poikilocytosis  were  observed; 
the  hematocrit  was  55  volumes  per  cent,  color  index 
1.0,  the  reticulocytes  less  than  0.05  per  cent,  and  the 
icterus  index  was  18.0. 

A therapeutic  trial  with  15  units  of  purified  liver 
daily  was  initiated  on  the  twenty-eighth  hospital 
day.  This  was  followed  by  a reticulocyte  re- 
sponse and  a subsequent  rise  in  hemoglobin  and 
red  blood  count  (Fig.  1).  On  reducing  the  liver 
to  15  units  three  times  a week,  the  reticulocyte 
count,  hemoglobin,  and  red  cell  count  began  to  fall. 
Restoration  of  the  initial  dosage  resulted  in  an  up- 
swing of  all  three  curves. 

The  patient  was  discharged  clinically  improved  five 
and  one-half  weeks  after  liver  therapy  was  begun 
with  hemoglobin  79  per  cent,  red  blood  count  3,800,- 
000,  color  index  1.0,  and  reticulocytes  1 per  cent. 

He  was  maintained  on  purified  liver,  15  units 
three  times  a week,  and  Benadryl,  50  mg.  three  times 
a day,  and  did  well  until  one  month  after  discharge, 
at  which  time  he  was  readmitted.  He  was  weak, 
confused,  and  disoriented  with  marked  tremors  of 
all  extremities.  Speech  was  unintelligible.  Further 
history  from  his  family  disclosed  “heavy”  alcoholic 
intake  during  his  stay  at  home. 


Physical  examination  revealed  a nystagmus  to  the 
left,  left  external  strabismus,  a blood  pressure  of 
140/70,  marked  generalized  weakness,  but  no  other 
significant  changes  from  the  first  admission.  The 
hemoglobin  was  49  per  cent,  and  red  blood  cell 
count  was  2,500,000.  He  was  again  placed  on  Ben- 
adryl, 50  mg.  three  times  a day,  and  15  units  of 
purified  liver  extract  daily  with  a resultant  slight 
reticulocyte  rise.  A sternal  puncture  revealed  a 
normoblastic  marrow,  and  he  was  placed  on  iron. 
However,  the  patient  ran  a rapidly  downhill  course 
and  expired  twelve  days  after  his  second  admission. 

Autopsy  Findings.— The  heart  weighed  430  Gm. 
It  had  a flabby  consistency  and  was  both  dilated 
and  hypertrophied.  The  valves  were  natural  show- 
ing no  vegetations  or  abnormalities.  The  right 
ventricle  measured  4 mm.  at  its  greatest  thickness, 
and  the  left  ventricle  measured  18  mm.  at  its  great- 
est thickness.  The  coronary  vessels  were  patent 
throughout,  the  left  anterior  descending  artery 
showing  a small  degree  of  calcific  sclerosis.  The 
myocardium  had  a thrush  breast  fatty  appearance 
but  no  areas  of  replacement  fibrosis.  The  right  lung 
weighed  740  Gm.  and  the  left  500  Gm.,  both 
showing  a marked  degree  of  pulmonary  edema  with 
patchy  areas  of  pneumonia  in  both  lower  lobes.  An 
acute  bronchitis  was  present.  The  pulmonary 
arteries  were  patent  throughout.  The  liver  weighed 
1,700  Gm.  and  had  a smooth  capsule.  It  cut  with 
ease  and  had  a natural  lobular  outline.  The  liver 
had  a yellow  appearance.  There  was  no  gross  evi- 
dence of  cirrhosis.  The  ampulla  of  Vater,  common 
bile  duct,  cystic  duct,  and  hepatic  ducts  were  natural 
showing  no  evidence  of  dilatation  or  obstruction. 
The  gallbladder  was  thin-walled  and  contained 
about  15  cc.  of  a green  viscid  bile.  There  were  no 
calculi  present.  The  spleen  weighed  220  Gm.  and 
had  a wrinkled  purple-blue  capsule.  On  section  the 
pulp  was  firm,  dark  red  in  color,  and  the  follicles 
prominent.  The  knife  scrapings  were  increased. 
The  splenic  artery  was  natural.  The  mucosa  and 
serosa  of  the  gastrointestinal  tract  were  pale.  The 
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rugal  pattern  in  the  stomach  was  slightly  atrophic. 
There  was  no  ulceration  or  neoplasm  anywhere  in 
the  gastrointestinal  tract.  The  stool  in  the  large 
bowel  was  yellow-brown  and  firm  in  consistency. 
The  pancreas  and  adrenals  were  natural  in  size  and 
configuration.  The  right  kidney  weighed  160  Gm. 
and  the  left  140  Gm.  There  was  a marked  amount 
of  perirenal  adipose  tissue.  The  capsules  stripped 
with  ease  revealing  smooth,  pale,  yellow-pink  cor- 
tices. On  section,  the  cortices  were  pale.  The  corti- 
comedullary  markings  were  prominent.  There  was 
a moderate  amount  of  adipose  tissue  in  the  pelves  of 
the  kidneys.  The  ureters,  bladder,  and  testes  were 
natural.  The  prostate  gland  was  enlarged  two  and 
one-half  times  normal  size.  The  bone  marrow  was 
red-brown  in  color  and  increased  in  amount.  The 
lymphatics  and  thyroid  revealed  no  gross  pathology. 
The  brain  weighed  1,495  Gm.  Section  through  the 
cortex,  pons,  medulla,  cerebellum,  basal  ganglia, 
substantia  nigra,  and  upper  spinal  cord  showed  no 
gross  pathology.  The  pituitary  gland  was  natural 
in  size,  position,  and  configuration. 

Microscopic  sections  of  the  heart  and  liver  showed 
fatty  degeneration.  By  special  stains,  the  liver 
showed  a marked  amount  of  hemosiderin  formation. 
The  lung  sections  showed  pulmonary  edema  and 
lobular  pneumonia.  The  bone  marrow  showed 
erythropoetic  hyperplasia,  predominantly  normo- 
blastic. The  spleen  showed  acute  congestion  and 
evidence  of  siderosis.  There  was  cloudy  swelling 
of  the  kidney  tubules.  Microscopic  sections  through 
the  cortex,  basal  ganglia,  substantia  nigra,  floor  of 
the  fourth  ventricle,  pons,  medulla,  cerebellum,  and 
upper  spinal  cord  showed  no  pathology. 

Comment 

The  anemia  and  the  symptoms  of  parkinsonism 
responded  temporarily  to  Benadryl  and  liver  extract. 
This  was  followed  by  a relapse  while  still  on  the  same 
therapy.  The  reduction  of  the  megaloblasts  in  the 
bone  marrow  with  a moderate  reticulocyte  response 
would  seem  to  indicate,  at  first  thought,  pernicious 
anemia  in  spite  of  the  presence  of  free  hydrochloric 
acid  in  repeated  gastric  analyses.  However,  actu- 
ally the  anemia  has  more  in  common  with  the  macro- 
cytic nutritional  anemias  of  pregnancy  attributed 
by  Watson  and  Castle  to  faulty  dietary  intake.7 
Israel  and  Wilkinson  in  1936  first  described  a macro- 
cytic anemia  similar  to  pernicious  anemia  in  which 
the  bone  marrow  was  megaloblastic  and  the  anemia 
was  refractory  to  parenteral  liver  therapy.8  There 
was  no  achylia  gastrica,  glossitis,  jaundice,  or  neuro- 
logic manifestations.  These  cases  were  called 
“achrestic  anemia”  because  of  this  inability  to  uti- 
lize the  liver  extract.  In  1937,  Wills,  Clutterbuck, 


and  Evans  reported  the  failure  of  experimentally 
induced  macrocytic  anemias  in  monkeys  to  respond 
to  refined  liver  extract  but  with  response  to  crude 
liver  extract.9  Cases  of  tropical  macrocytic  ane- 
mias behaving  in  a similar  manner  were  also  re- 
ported.10 The  unknown  factor  present  in  the  crude 
liver  extract  was  called  “Wills’  factor.”  Davidson 
reports  59  cases  of  megaloblastic  anemia  refractory 
partially  or  completely  to  potent  liver  extract.11 
Mueller,  Hawkins,  and  Vilter  report  a case  of  mega- 
loblastic anemia  in  a fifty-two-year-old  male  refrac- 
tory to  vitamin  BI2  and  liver  extract  but  responding 
to  folic  acid. 

It  is  interesting  to  note  that  in  our  case  the  liver 
extract  did  convert  the  anemia  to  a normoblastic 
type.  One  wonders  how  the  anemia  would  have 
responded  to  folic  acid  therapy. 

The  absence  of  gross  and  microscopic  cerebral 
pathology  cannot  be  correlated  with  the  clinical 
findings  of  parkinsonism.  Hence,  the  relationship 
of  Benadryl  to  the  remission  is  undetermined.  The 
fatty  liver  as  well  as  a dilated  and  fatty  heart  are 
consistent  with  a protracted  anemia.  The  lobular 
pneumonia  and  cloudy  swelling  of  the  kidney  tubules 
were  terminal  manifestations.  The  failure  of  the 
normal  gallbladder  to  concentrate  dye  is  unex- 
plained. 

Summary 

A case  of  clinical  parkinsonism  with  megaloblastic 
anemia  with  good  initial  response  to  Benadryl  and 
liver  therapy  and  ultimate  fatal  outcome  is  pre- 
sented. Presence  of  free  gastric  hydrochloric  acid 
and  absence  of  a basal  ganglia  lesion  at  autopsy  are 
the  striking  features. 
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ACTH  HELPS  SEVERELY  BURNED  CHILDREN 


Further  evidence  that  ACTH  is  a valuable  aid  in 
the  treatment  of  severely  burned  persons  was  re- 
ported in  the  May  5 issue  of  the  Journal  of  the 
American  Medical  Association.  Drs.  Forrest  H. 
Adams,  Eldon  Berglund,  Samuel  G.  Balkin,  and 
Tague  Chisholm,  who  administered  the  drug  to  three 
severely  burned  children,  report  that  there  was  a 


decrease  in  the  fever,  an  increase  in  appetite,  and  an 
improvement  in  the  emotional  status  of  the  children. 
They  received  the  hormone  for  five,  thirty,  and  one 
hundred  days,  respectively. 

The  use  of  ACTH  in  severely  burned  patipnts  is 
claimed  to  be  a rational  form  of  treatment  justify- 
ing further  investigation. 


ADENOMATOUS  POLYP  OF  THE  RECTUM  WITH  SURFACE  CARCINOMA 
(ONE  YEAR  FOLLOW-UP) 

BeNjAMiN  W.  Warner,  M.D.,  New  York  City 

( From  the  Jewish  Memorial  Hospital) 


A DENOMAS  of  the  large  bowel  and  rectum  are 
^ tumors  of  glandular  origin  extending  into  the 
lumen  of  the  bowel.  Adenomas  either  sessile  or 
pedunculated  are  referred  to  as  polyps,  but  not  all 
polyps  contain  adenomatous  or  glandular  tissue. 
Evidence  has  accumulated  both  from  extensive  post- 
mortem studies  by  Lawrence,  Helwig,  Swinton,  and 
by  repeated  clinical  observations  that  adenomas 
undergo  malignant  transformation. 1-3  This  malig- 
nant transition  has  been  seen  in  all  stages  from  early 
anaplasia  to  preinvasive  or  carcinoma  in  situ  and 
finally  invasive  carcinoma.4 

The  following  case  describes  an  adenomatous 
polyp  with  early  changes  consistent  with  a diagno- 
sis of  surface  carcinoma.  This  polyp  was  removed 
locally  by  electrosurgieal  means  as  a definitive  pro- 
cedure without  a previous  biopsy. 


Case  Report 

E.  M.,  a Negro,  female  social  worker,  aged  thirty, 
married,  was  seen  in  the  office  on  October  17,  1949, 
with  a history  of  rectal  bleeding  of  one  week  dura- 
tion. There  was  no  pain  or  protrusion,  and  her  bowel 
habits  had  been  regular.  Her  past  medical  and 
surgical  history  were  without  significant  incident, 
and  her  family  history  contained  no  relevant  data. 

Her  weight  was  136  pounds,  height  63  inches. 
Abdominal  palpation  was  negative.  Pelvic  ex- 
amination revealed  a retroverted,  fibroid  uterus  the 
size  of  a two  months  pregnancy.  Adnexa  were  nega- 
tive. There  was  no  induration  of  the  rectovaginal 
septum. 

On  rectal  examination  the  sphincter  was  normal. 
There  was  a soft,  polypoid  mass  about  3 inches  from 
the  anal  verge  on  the  left  anterolateral  rectal  wall. 
The  polyp  was  freely  movable,  and  there  was  no 
induration  of  the  base. 

Proctosigmoidoscopy  revealed  a teatlike  polyp 
about  3 cm.  long  and  2 cm.  wide  with  a short, 
broad  pedicle  of  relaxed  sliding  mucous  membrane. 
The  polyp  had  mulberry-like  lobulations,  and  its 
color  was  dusky  pink.  There  was  no  ulceration. 
The  remainder  of  the  mucous  membrane  of  the 
rectum  and  sigmoid  for  25  cm.  presented  normal 
appearance.  There  was  no  anal  pathology.  A 
barium  colon  x-ray  study  was  advised,  but.  the 
patient  failed  to  have  it  done. 

The  patient  was  admitted  to  Jewish  Memorial 
Hospital  on  November  1,  1949.  At  operation  she 
was  placed  in  the  Sims  position.  The  sphincter  was 
relaxed  with  1 per  cent  novocaine.  A Pratt  bivalve 
speculum  was  introduced  into  the  anorectal  canal, 
and  the  polyp  was  grasped  with  a long,  Allis  forceps 
in  order  to  place  the  short  pedicle  on  a stretch.  The 
polyp  bled  easily  where  it  was  grasped,  and  it  has 
been  pointed  out  by  Binkley  that  benign  polyps 
with  cellular  atypism  show  a greater  tendency  to 
bleed.6  The  broad  pedicle  which  was  on  a stretch 
was  transfixed  with  chromic  0 suture  as  close  to  the 
wall  of  the  rectum  as  possible.  The  pedicle  was  then 

Presented  at  a meeting  of  the  New  York  Proctologic  So- 
ciety, October  19,  1950. 


Fig.  1.  Hyperplastic  mucous  glands  with  large 
goblet  cells  with  more  atypical  epithelial  hyper- 
plasia at  the  left  edge  of  the  photograph  with  sharp 
transition  in  single  gland.  Large  ovoid  gland  shows 
heaping  up  of  epithelial  cells  but  preservation  of 
orientation  and  basement  membrane.  (200  X) 


Fig.  2.  Photomicrograph  taken  from  a different 
area.  Hyperplastic  glands  with  loss  of  goblet  secre- 
tion with  gland  in  upper  left  corner  showing  heaping 
up  of  epithelial  cells  and  some  disorientation  of  ae-. 
tive  nonsecreting  epithelium  approaching  lumen  of 
the  gland.  Considerable  variation  in  size  and  shape 
of  nuclei  with  hyperchromatism.  (375 X) 


cut  across  with  an  electric  cutting  current.  The 
stump  of  the  pedicle  distal  to  the  ligature  was  ful- 
gurated. Postoperative  course  was  uneventful. 

Pathologist’s  report  (Dr.  Alfred  Angrist)  was 
as  follows: 

Gross:  Specimen  consists  of  a polypoid  mass  2'/2 
by  2 by  2 cm.  with  grayish  granular  cut  surface. 

Microscopic:  Section  from  rectal  polyp  shows 

polypoid  growth  with  papillary  arrangement.  On 
the  surface  the  cells  show  complete  disorientation  of 
nuclei  and  rather  frequent  mitosis.  There  is  no 
actual  invasion  present. 
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Diagnosis:  Adenomatous  polyp  with  consider- 

able surface  anaplasia  and  cellular  hyperplasia  con- 
sistent with  surface  carcinoma  (Figs.  1 and  2). 

Comment 

Local  eradication,  either  by  excision  or  electro- 
surgically,  may  be  adequate  in  the  treatment  of 
adenomas  exhibiting  cellular  changes  interpreted 
as  premalignant  or  more  advanced  changes  classified 
as  surface  carcinoma  or  carcinoma  in  situ.  Evi- 
dence of  invasion  requires  an  entirely  different  ap- 
proach to  the  problem. 


Routine  and  more  frequent  sigmoidoscopic  ex- 
aminations will  disclose  many  more  adenomatous 
polyps.  Their  local  eradication  and  removal  will 
prevent  many  cases  of  invasive  carcinoma. 

20  West  86th  Street 
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POSTCONCEPTION  PELVIC  IRRADIATION 

Karl  M.  Neimand,  M.D.,  Jesse  Holland,  M.D.,  and  Martin  M.  Shir,  M.D.,  Brooklyn,  New 
York 

( From  the  Jewish  Hospital  of  Brooklyn) 


npHIS  is  a report  of  a patient,  in  whom  the  date  of 
•*"  conception  was  known,  who  received  a large 
dose  of  irradiation  early  in  pregnancy  with  little 
visible  effect  on  the  fetus. 

Case  Report 

G.  R.,  a twenty-nine-year-old  Negro  woman,  was 
admitted  to  another  hospital  on  January  2,  1947, 
because  of  a mass  in  the  right  breast. 

Biopsy  on  January  8 revealed  scirrhous  carcinoma 
of  the  breast,  and,  on  January  11,  a right  radical 
mastectomy  was  performed.  X-ray  of  the  chest, 
skull,  lumbar  spines,  and  pelvis  were  negative. 
Radiation  therapy  to  the  right  axilla  was  begun  on 
January  21.  From  February  19  to  March  6,  the 
patient  received  ovarian  castrating  radiation  in 
three  treatments  to  each  of  four  pelvic  ports,  two 
anterior  and  two  posterior  (last  menstrual  period 
January  5).  The  dose  per  port  was  1,200  r,  corre- 
sponding to  a depth  dose  at  the  ovaries  of  600  r.  * 
Radiation  to  the  right  axilla  through  anterior,  pos- 
terior, and  supraclavicular  ports  totaled  7,000  r, 
which  was  completed  May  16,  1947.  In  June, 
1947,  during  an  x-ray  study  of  the  long  bones,  an 
intrauterine  gestation  of  approximately  five  and 
one-half  months  was  noted. 

The  patient  was  first  seen  in  the  antenatal  clinic 
of  the  Jewish  Hospital  on  August  4,  1947.  Her  last 
menstrual  period  was  January  5,  1947,  forty-five 
days  before  ovarian  castration  therapy  was  begun. 
This  was  an  apparently  normal  period,  lasting  three 
days.  The  expected  date  of  confinement  was 
October  12,  1947.  On  October  6,  x-ray  revealed  a 
single  fetus,  presenting  in  the  vertex  position,  with 
skull,  spine,  and  small  parts  well  formed. 

On  October  8,  patient  delivered  a 3-pound,  14- 
ounce  male  child,  I6V2  inches  in  length.  Physical 
examination  at  birth  revealed  no  apparent  abnor- 
malities in  the  baby.  On  October  27,  head  measure- 


* 200  Kilovolts;  filtration — V2  mm.  Cu,  1 mm.  Al;  sur- 
face tube  distance  50  cm.;  size  of  ports,  10  by  15  cm. 


ments  were  as  follows:  circumference  30.5  cm., 

biparietal  8.0,  occipitofrontal  11.0,  occipitomental 
12.0,  and  suboccipitofrontal  10.0. 

The  baby  was  discharged  on  November  1,  weigh- 
ing 5 pounds,  10  ounces,  with  no  abnormal  physical 
findings.  During  a hospital  stay  of  nineteen  days, 
the  baby  behaved  like  any  normal  newborn.  The 
infant  was  followed  in  the  \yell-baby  clinic  and  was 
seen  monthly;  he  showed  a continuous  increase  in 
weight,  length,  and  development.  At  six  months  of 
age,  the  baby  weighed  20  pounds,  5 ounces  and  was 
27 y*  inches  in  length.  Head  measurements  at  this 
time  were  as  follows:  circumference  42  cm.,  biparie- 
tal 11,  occipitofrontal  15,  occipitomental  15,  and 
suboccipitofrontal  14. 

A psychometric  evaluation  of  the  baby  by  a com- 
petent pediatrician  revealed  normal  development 
for  his  age.  At  one  year,  the  baby  weighed  22 
pounds  and  was  apparently  normal. 

Review  of  Literature 

The  problem  of  postconception  radiation  of  the 
pregnant  uterus  was  first  brought  to  attention  in 
1929  by  Murphy  who  reported  a series  of  cases  of 
women  exposed  to  radiation  therapy  during  preg- 
nancy.1 Seventy-four  of  these  women  went  to 
term,  and  of  these  children,  25  were  congenitally 
malformed,  involving  mainly  the  nervous  system 
(17  microcephalies,  two  hydrocephalics,  one  Mongol- 
ian idiot,  etc.) 

Goldstein  and  Murphy  at  the  same  time  reported 
an  additional  case  of  microcephaly  born  to  a mother 
irradiated  for  carcinoma  of  the  cervix  in  the  sixth 
month  of  pregnancy  and  mention  a similar  case  of 
Petenvi’s  with  corresponding  late  irradiation  and 
similar  outcome.2,3 

Among  the  conclusions  reached  by  these  authors 
was  the  fact  that  preconception  irradiation  has  no 
detrimental  effect  upon  the  health  or  development  of 
the  infants  conceived  subsequently  and  that  “irradi- 
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atiou  of  the  pregnant  woman  is  extremely  likely  to 
be  followed  by  the  birth  of  seriously  defective  off- 
spring.”4-6 They  accordingly  urged  that  pelvic 
radiation  should  always  be  preceded  by  a diagnostic 
curettage,  that  the  pregnant  uterus  should  never  be 
exposed  to  radiotherapy,  and,  if  done  so  unwittingly, 
that  pregnancy  should  be  terminated  at  the  earliest 
possible  moment. 

In  1930,  Goldstein  reviewed  the  17  cases  of 
microcephaly  mentioned  previously  and  found  the 
data  to  be  completely  unreliable  and  incomplete  in 
every  case  as  to  amount  of  radiation  and  period  of 
conception  at  which  exposure  took  place.7  The 
birth  weight  was  recorded  in  11  of  these  children 
who  went  to  term,  and  in  eight  the  weight  was  below 
2,500  Gm.  The  small  size  of  these  full-term  in- 
fants Goldstein  attributed  to  the  “general  inhibiting 
influence  of  irradiation  on  the  entire  embryo.”  In 
the  same  paper,  he  emphasized  the  association  of 
such  ocular  disturbances  as  microphthalmia,  optic 
atrophy,  and ' amaurosis  with  radiogenic  micro- 
cephaly. 

In  1933,  Faerber  emphasized  the  possibility  of 
similar  deleterious  results  when  irradiation  is  di- 
rected to  organs  other  than  the  pelvis.8  He  men- 
tions seven  such  cases  gathered  from  the  literature 
by  Scholl,  which  resulted  in  abnormal  offspring, 
three  being  microcephalic.9 

In  1938,  Johnson  reviewed  the  subject  and  added 
another  case  of  microcephaly  associated  with  micro- 
phthalmia, thus  corroborating  Goldstein’s  opinion 
that  both  conditions  represent  specific  lesions  of 
radiation.10  Neither  in  his  nor  in  the  cases  sub- 
sequently reported  are  the  technical  details  of  ex- 
posure mentioned,  thus  detracting  from  the  value  of 
these  reports.11-16 

According  to  Glass,  however,  it  is  the  consensus  of 
opinion  of  most  authorities  that  radium  therapy  of 
over  1,500  mg.  or  its  equivalent  dosage  in  x-ray,  ap- 
plied to  the  pelvis  within  the  first  five  months  of 
gestation,  will  result  in  irreparable  damage  to  the 
fetus,  and  pregnancy  should  be  terminated. 

Although  the  number  of  pregnancies  reported 
reaching  term  following  exposure  to  radiation  are 
few  (under  100),  the  cases  in  which  exact  dosage 
data  have  been  recorded  are  less  than  a handful. 

Comment 

With  the  increasing  use  of  pelvic  irradiation  for 
various  pathologic  conditions,  it  becomes  extremely 
important  for  the  radiologist  or  referring  gyne- 
cologist to  rule  out  pregnancy  in  the  child-bearing 
period  before  exposing  the  patient  to  radium  or  ir- 
radiation. 

Most  authorities  agree  that  irradiation  before 
conception  does  not  lead  to  the  production  of  ab- 
normal children  later.  They  also  agree  that  diag- 
nostic x-ray  after  conception  is  innocuous.  (For 
example,  in  the  Caldwell-Moloy  technic  of  pelvim- 
etry, Martin  and  Williams  found  less  than  0.9  r 
reaches  the  vaginal  vault,  even  though  four  ex- 
posures are  made  and  considerable  voltage  used  for 
penetration  purposes.16) 


All  authorities  also  agree  that  the  deleterious 
effect  produced  by  radiation  therapy  depends  upon 
the  dosage  and  time  of  exposure  relative  to  the 
period  of  conception. 

In  our  case,  an  ovarian  castration  dose  was  ad- 
ministered during  early  pregnancy  and,  according 
to  the  literature,  damage  to  the  fetus  was  to  be  ex- 
pected. However,  the  only  noticeable  effect  at 
birth  was  that  the  fetus  was  underweight.  Subse- 
quent follow-ups  to  the  twelve-month  period  have 
revealed  no  other  abnormalities.  It  seems,  there- 
fore, quite  logical  to  assume  that  one  of  the  first 
deleterious  effects  produced  by  a radiation  dose  just 
above  the  threshold  for  injury  at  any  particular 
stage  of  development  is  underweight.  The  fact 
that  this  is  the  only  abnormality  noted  in  our  case 
at  the  present  time  does  not  presage  against  further 
damage  to  be  revealed  later. 

The  question  may  arise  whether  this  patient  was 
actually  pregnant  when  she  received  her  pelvic 
irradiation  therapy.  We  believe  the  answer  lies 
in  the  fact  that,  had  conception  taken  place  subse- 
quent to  irradiation,  x-ray  in  June  would  not  have 
shown  a five  and  one-half-month  fetus.  Also,  the 
patient  was  in  the  hospital  when  she  had  her  last 
period  on  January  5,  1947,  and  was  under  observa- 
tion subsequently  while  receiving  x-ray  therapy. 

Summary 

1.  A castration  radiation  dose  applied  to  a 
pregnancy  of  four  to  five  weeks  resulted  in  an  under- 
weight but  apparently  normal  infant.  To  date, 
the  infant  continues  to  remain  normal  in  all  re- 
spects. 

2.  It  has  been  shown  quite  conclusively  in 
previous  reviews  of  the  subject  that  irradiation  of 
the  developing  embryo,  whether  animal  or  human, 
is  fraught  with  grave  consequences  to  the  fetus, 
should  a viable  infant  result. 

3.  Emphasis  should  again  be  laid  on  the  im- 
portance of  ruling  out  pregnancy  or  instructing 
patients  to  avoid  becoming  pregnant  when  exposure 
to  radiation  therapy  becomes  necessary. 
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SUPPURATIVE  AMEBIC  PERICARDITIS 

Dicran  A.  Berberian,  M.D.,  Nolton  H.  Bigelow,  M.D.,  and  John  E.  Kiley,  M.D.,  Albany, 
New  York 

( From  the  Departments  of  Medicine  and  Pathology,  Albany  Medical  College ) 


A MEBIC  pericarditis  is  one  of  the  rare  complica- 
tions  of  infection  with  Endamoeba  histolytica. 
Recently,  Carter  and  Korones  reviewed  the  litera- 
ture and  found  that  from  1885  to  the  present  44 
proved  cases  of  suppurative  and  14  additional  cases 
of  nonsuppurative  amebic  pericarditis  were  re- 
ported.1 They  recorded  the  forty-fifth  fatal  case. 
The  diagnosis  of  amebic  pericarditis  was  made  dur- 
ing life  in  three  of  the  45  proved  cases.  Only  one 
patient  recovered  after  indirect  drainage  of  the  peri- 
cardial cavity.  Of  the  45  cases,  six  were  reported 
from  the  United  States  and  the  otner  39  elsewhere. 
The  first  reported  case  in  the  United  States,  re- 
corded by  Howard  and  Hoover  in  1897,  occurred  in 
a fifty-four-year-old  male  in  Cleveland.2  Craig 
reported  two  additional  cases  in  1904  from  the 
General  Hospital  at  the  presidio  of  San  Francisco 
from  among  eight  cases  of  ruptured  amebic  liver 
abscess.3  The  fourth  case  was  reported  by  Ochsner 
and  DeBakey  in  1943  from  the  Charity  Hospital 
at  New  Orleans;  it  was  the  only  instance  of  peri- 
carditis occurring  in  a series  of  181  cases  of  liver 
abscess,  40  of  which  had  ruptured.4  The  fifth  case, 
reported  by  Kern  in  1945  from  the  Grady  Hospital 
at  Atlanta,  Georgia,  occurred  in  a seventeen-year- 
old  male  Negro.6  The  case  reported  by  Carter  and 
Korones  in  March,  1950,  occurred  in  a twenty-four- 
year-old  Hindu  who  had  deserted  a cargo  ship  six 
weeks  prior  to  his  admission  to  the  Boston  City 
Hospital.1 

The  purpose  of  this  report  is  to  present  a case  of 
suppurative  pericarditis  secondary  to  the  rupture  of 
an  amebic  liver  abscess  in  the  left  lobe.  It  occurred 
in  a fifty-nine-year-old  white  male,  who  had  never 
been  out  of  the  Albany,  New  York,  area. 


Case  Report 

A fifty-nine-year-old,  widowed,  white  laborer 
entered  the  Albany  Hospital  on  July  16,  1949. 
From  the  beginning  he  was  uncooperative  and 
negativistic.  Although  he  appeared  to  be  critically 
ill,  he  insisted  that  he  was  not  sick.  Little  history 
could  be  obtained  from  the  patient,  but  his  son 
stated  that  the  illness  had  begun  insidiously  about 
four  months  before  admission.  Earliest  symptoms 
were  general  malaise,  weakness,  and  diarrhea.  The 
diarrhea  was  mild  at  first  but  gradually  increased  in 
severity.  Two  months  before  admission,  he  had 
been  having  8 to  12  bowel  movements  daily.  The 
stools  contained  considerable  quantities  of  bright 
red  blood.  Bowel  movements  were  associated  with 
severe,  diffuse,  crampy  abdominal  pain.  A 50- 
pound  weight  loss  had  been  noted  in  this  period  of 
time.  It  was  also  learned  that  the  patient  had  been 
a chronic  alcoholic  until  one  month  before  admission 
when  he  had  stopped  drinking  entirely.  Three 
months  before  admission,  he  had  consulted  a physi- 
cian and  was  treated  for  “dropsy”  which  had  re- 
sponded readily  to  low-salt  diet,  injections,  and  pills. 

On  admission  the  patient  was  found  to  be  a 
severely  ill,  markedly  emaciated,  and  cachectic 


white  man,  5 feet  10  inches  tall,  who  weighed  100 
pounds.  He  was  not  in  acute  distress.  Oral 
temperature  was  98.6  F.,  respiration  20,  pulse  80, 
and  blood  pressure  105/75.  Heart  sounds  were 
barely  audible;  otherwise  examination  of  the  heart 
revealed  no  abnormalities.  The  chest  was  moder- 
ately emphysematous;  the  lungs  were  clear.  No 
spasm  was  detected  in  the  abdominal  wall,  but  the 
abdomen  was  moderately  distended  and  generally 
tender.  Tenderness  was  more  marked  in  the  right 
upper  quadrant  where  a firm  liver  edge  could  be  felt 
three  fingerbreadths  below  the  right  costal  margin. 
Adjacent  to  the  umbilicus  was  a tender  indurated 
mass,  measuring  about  4 by  4 by  3 cm.  The  skin 
over  the  mass  was  ulcerated,  and  purulent,  reddish- 
tinged  exudate  drained  from  a centrally  located  sinus 
tract.  Another  tender,  deep-seated  mass  about 
4 by  4 by  4 cm.  was  palpated  in  the  right  flank  at  the 
anterior  axillary  line.  The  extremities  were  mark- 
edly emaciated.  Six  centimeters  from  the  anal 
orifice,  the  rectum  was  markedly  constricted,  and 
a boggy,  extremely  tender,  cauliflower-like  mass  was 
palpable. 

The  initial  blood  studies  showed  a hemoglobin  of 
10  Gm.  per  cent,  a red  cell  count  of  3,200,000,  and  a 
white  cell  count  of  7,500  of  which  90  per  cent  were 
polymorphonuclear  leukocytes.  The  blood  Wasser- 
mann  was  negative.  Three  electrocardiograms 
were  taken  during  his  hospitalization,  and  all 
showed  abnormally  low  voltage  in  all  waves.  The 
significance  of  this  finding  was  not  determined,  but 
it  was  thought  probably  to  be  due  to  myocardial 
damage  associated  with  the  critical  condition  of  the 
patient.  A “Huggins  test”  for  cancer  performed 
under  the  supervision  of  Dr.  William  W.  Faloon  of 
the  Department  of  Oncology  was  “strongly  posi- 
tive.” A tentative  diagnosis  of  carcinoma  of  the 
rectum  with  multiple  metastases  into  the  liver  and 
peritoneum  was  made. 

The  patient  was  placed  on  a high  vitamin,  pro- 
tein, and  carbohydrate  diet  with  supplements  of 
dextrose  and  vitamins  parenterally.  He  was  given 

600.000  units  of  procaine  penicillin  the  first  day  and 

300.000  units  daily  thereafter,  and  on  the  fourth 
hospital  day  streptomycin  was  started  and  con- 
tinued throughout  the  hospital  stay  in  doses  of 
from  1 to  2 Gm.  per  day.  Hot  moist  packs  were 
continuously  applied  to  the  abdominal  sinus. 

On  July  18,  proctoscopy  revealed  a large  mass  pro- 
truding from  the  anterior  wall  of  the  rectum  on  the 
right,  and  three  biopsies  were  taken  of  friable  tissue, 
which  the  pathologist  reported  as  being  composed 
of  rectal  mucosa  and  muscle  wall  containing  foci  of 
chronic  inflammation. 

Two  days  later,  the  umbilical  sinus  tracts  were 
probed  and  found  to  lead  by  different  channels  to 
both  the  right  and  left  upper  quadrants  of  the  ab- 
domen. The  edges  of  the  opening  of  the  sinus,  be- 
lieved clinically  to  be  an  abscess,  were  biopsied, 
and  smears  and  cultures  of  the  pus  were  taken. 
Escherichia  coli  and  coagulase  negative  colonies  of 
Staphylococcus  aureus  were  grown  from  the  cul- 
tures. Pathologic  examination  of  the  wall  of  the 
sinus  was  reported  as  “Amebic  abscess  wall  com- 
posed of  chronically  inflamed,  partly  autolyzed  skin 
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Fig.  1.  Trophozoite  of  E.  histolytica  in  biopsy  of 
the  wall  of  the  umbilical  sinus. 


and  subcutaneous  tissue  from  the  umbilical  region.” 
As  shown  in  Fig.  1,  trophozoites  of  E.  histolytica 
were  present.  Thus  the  diagnosis  of  amebiasis  was 
made.  Thereafter  trophozoites  of  E.  histolytica 
were  repeatedly  observed  and  cultured  from  the 
drainage  from  the  abscess  until  July  30.  After 
August  1,  they  were  no  longer  found  in  the  exudate. 
On  July  27,  direct  microscopic  examination  (de- 
layed one  and  one-half  hours  after  collection)  of 
a diarrheic  stool  was  negative  for  E.  histolytica,  but 
cultures  of  0.5  cc.  inocula  of  the  same  specimen  in 
Nelson’s  medium  were  positive.  The  final  clinical 
diagnoses  were  as  follows:  chronic  intestinal  amebi- 
asis, ruptured  amebic  abscess  of  the  liver,  amebic 
peritonitis  with  amebic  abdominal  sinus,  and 
amebiasis  cutis. 

Specific  antiamebic  chemotherapy  was  started 
on  July  23  and  l/2  grain  of  emetine  hydrochloride 
was  given  and  repeated  on  the  following  day.  This 
was  then  discontinued  in  favor  of  aureomycin  which 
was  given  in  a dose  of  4 Gm.  on  the  first  day,  7 Gm. 
on  the  second  day,  and  4 Gm.  daily  for  four  more 
days,  from  July  25  until  July  30.  The  aureomycin 
was  well  tolerated,  but  the  patient’s  downhill 
course  continued  so  that  on  July  30  new  chemo- 
therapy was  instituted  consisting  of  Aralen  and 
Milibis;  0.5  Gm.  of  Milibis  was  given  three  times  a 
day  and  0.25  Gm.  of  Aralen  twice  a day.  After 
July  30,  amebas  were  no  longer  found  in  the  pus 
from  the  draining  sinus  of  the  abdomen  nor  in  the 
stools.  The  patient,  however,  continued  his  slow 
downhill  course,  which  was  only  noteworthy  in  his 
antagonistic  attitude,  his  removal  of  intravenous 
needles,  and  his  generally  trying  behavior.  In 
addition  to  antiamebic  treatment,  five  pints  of 
whole  blood  were  transfused  between  July  20  and 
August  2.  He  also  received  daily  1 to  3 L.  of  fluid, 
containing  dextrose,  vitamins,  and  Amigen.  He 
became  weaker  and  stuporous  and  died  on  August  3, 
eighteen  days  after  admission. 


Throughout  his  hospitalization  the  patient’s 
temperature  reached  100  F.  only  once.  The  rate  of 
respiration  varied  between  20  and  35  and  the  pulse 
rate  between  50  and  105  per  minute. 

Postmortem  Findings. — Autopsy  was  performed 
four  hours  after  death.  Pertinent  data  are  sum- 
marized as  follows : 

The  abdomen  was  slightly  ballooned.  At  the 
site  of  the  umbilicus  there  was  a sloughing  necrotic 
ulcer  6 cm.  in  diameter.  At  the  center  of  the  ulcer 
there  was  a sinus  draining  greenish-yellow,  thick  pus. 
On  opening  the  abdominal  cavity  a deep  subcu- 
taneous pus  pocket  was  found  in  the  epigastrium: 
it  was  filled  with  greenish-white  pus  and  measured 
10  by  10  by  12  cm.  This  pocket  communicated 
with  the  exterior  through  the  sinus  tract  and  was 
found  to  be  continuous  with  an  abscess  cavity  in  the 
left  lobe  of  the  liver. 

The  left  lobe  of  the  liver  was  firmly  adherent  to 
the  lesser  curvature  of  the  stomach.  The  base  of 
the  largest  abscess  cavity  in  the  left  lobe  of  the  liver 
was  formed  by  the  thickened  stomach  wall  which 
was  perforated  at  one  point,  and  thus  a sinus  tract 
was  established  between  the  abscess  cavity  and  the 
lining  of  the  stomach.  The  gastric  mucosa,  how- 
ever, was  smooth  and  velvety. 

The  intestinal  loops  were  distended  and  bore 
numerous  adhesions,  some  of  which  were  constrict- 
ing in  type.  The  wall  of  the  cecum  was  thickened, 
and  at  several  portions  its  mucosa  was  replaced  by 
thick,  fleshy  patches.  The  transverse  colon  and  the 
omentum  were  adherent  where  they  walled  off  the 
hepatic  abscess.  There  was  a sinus  tract  3 cm.  in 
length  leading  from  the  abscess  into  the  transverse 
colon.  The  sigmoid  colon  was  small  in  caliber, 
about  2.5  cm.  in  diameter;  its  wall  was  thickened, 
its  lumen  was  narrowed,  and  its  mucosa  was  re- 
placed by  a brownish-red,  roughened,  fleshy  lining. 
The  rectum  was  edematous.  The  wall  was  thick- 
ened as  much  as  0.8  cm.,  but  there  were  no  discrete 
and  palpable  masses  within  it.  Its  mucosa  was 
replaced  by  a red,  moderately  ulcerated,  edematous 
surface. 

The  liver  weighed  1,400  Gm.  The  left  lobe  was 
contracted  and  what  was  left  of  it  contained  three 
abscess  cavities.  The  largest  one  measured  8 by 
4 by  4 cm.,  and  it  was  this  abscess  which  was  found 
to  be  continuous  with  the  abscess  in  the  epigastrium. 
The  other  two  abscesses,  one  on  either  side  of  the 
larger,  were  ovoid  and  measured  6 by  4 by  3 cm. 
each.  The  dome  of  the  left  lobe  was  fused  with  a 
subdiaphragmatic  abscess  which  lay  between  the 
pericardial  cavity  and  the  large  hepatic  abscess. 
In  the  central  portion  of  this  abscess  a sinus  tract 
led  into  the  pericardium  (Fig.  2).  The  largest 
hepatic  abscess  thus  communicated  through  sinus 
tracts  with  the  pericardium,  stomach,  transverse 
colon,  and  the  skin  over  the  abdomen.  The  capsule 
over  the  right  lobe  was  smooth  and  shiny,  and  in 
the  dome  of  this  lobe  there  was  a hemispheric  ele- 
vation, yellowish-green  in  color,  soft  and  fluctuant, 
which  when  incised  proved  to  be  another  isolated 
abscess  filled  with  greenish-white  pus. 

The  pericardial  wall  was  thickened  and  fleshy. 
The  pericardial  cavity  was  filled  with  a thick 
green  pus,  containing  yellowish  fibrinous  shreds 
which  adhered  to  the  epicardium  and  pericardium. 
A sinus  tract  approximately  6 cm.  in  length  led 
through  the  diaphragm  and  the  dome  of  the  left 
lobe  of  the  liver  into  the  abscess  cavity. 

The  heart  weighed  320  Gm.  It  was  not  en- 
larged. The  epicardium  was  thickened  and  rough, 
presenting  a shaggy  brown,  fleshy  surface. 
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Fig.  2.  Metal  probe  passed  through  the  sinus 
joining  the  amebic  abscess  in  the  left  lobe  of  the 
liver  and  the  pericardial  cavity. 


The  gallbladder,  the  urinary  bladder,  the  adrenals, 
the  kidneys,  and  the  pancreas  were  grossly  normal. 
The  upper  mesenteric  lymph  nodes  were  enlarged, 
soft,  and  friable.  There  were  about  200  cc.  of  blood- 
tinged  yellow  fluid  in  the  peritoneal  cavity. 

The  pleural  surfaces  were  smooth  and  glistening. 
There  were  interlobar  adhesions  on  both  lungs,  and 
on  the  left  side  the  pericardium  was  loosely  adher- 
ent to  the  parietal  pleura.  The  hilar  lymph  nodes 
were  not  enlarged. 

Histologic  examination  of  the  tissues  showed  the 
epicardium  to  be  the  site  of  a longstanding  chronic, 
active  inflammation  characterized  by  granulation 
tissue  formation  with  thickening  of  the  serous  mem- 
brane. It  was  infiltrated  by  large  numbers  of  pig- 
mented and  foamy  macrophages,  a few  neutrophils, 
eosinophils,  lymphocytes,  and  plasma  cells.  No 
amebas  were  observed.  The  myocardium,  es- 
pecially in  the  subepicardial  regions,  contained 
granular  cytoplasm  with  an  associated  loss  of 
striations.  Elsewhere  there  was  marked  separation 
of  muscle  bundles. 

Sections  taken  from  the  wall  of  the  hepatic  ab- 
scess in  the  region  of  omental  adhesions  revealed 
chronic  active  inflammation  and  tissue  debris  in- 
filtrated by  macrophages,  plasma  cells,  and  lympho- 
cytes. The  liver  parenchyma  immediately  adjacent 
to  the  abscess  cavity  was  replaced  by  dense  fibrous 
tissue.  The  fibrosis  had  extended  in  cordlike 
fashion  about  the  cavity,  and  gradual  necrosis  of 
adjacent  bile  ducts  was  noted.  Careful  examina- 
tion of  multiple  sections  failed  to  reveal  the  presence 
of  amebas, 


Ragged  ulcerations  of  the  mucosa  and  submucosa, 
often  displaying  undermined  edges,  were  seen  in 
numerous  sections  from  various  parts  of  the  colon. 
The  bases  of  these  ulcers  were  made  up  of  granula- 
tion tissues  with  a pleomorphic  cellular  infiltrate 
consisting  mainly  of  macrophages  and  great  num- 
bers of  plasma  cells.  Amebas  were  not  observed  in 
any  of  the  sections  studied. 

Extensive  destruction  of  the  tissues  by  proteo- 
lytic activity  about  the  fistulous  opening  at  the  edge 
of  the  sinus  tract  from  the  skin  was  apparently 
due  to  superimposed  pyogenic  infection  since 
there  was  an  abundant  neutrophilic  reaction  as 
well  as  the  usual  mononuclear  one.  Amebas  were 
not  observed. 

Review  of  the  antetherapy  biopsy  specimen  of 
the  umbilical  ulcer  revealed  essentially  the  same 
type  of  reaction  and  tissue  destruction  with  the 
addition,  however,  of  numerous  readily  demon- 
strable, typical  vegetative  forms  of  the  pathogen, 
E.  histolytica  (Fig.  1). 

The  anatomic  diagnoses  were  as  follows:  Ab- 
scesses, amebic,  multiple,  of  liver,  with  sinus  tract 
to  pericardial  cavity,  stomach,  transverse  colon, 
and  ulcerated  skin  at  umbilicus;  pericarditis, 
amebic;  colitis,  amebic,  diffuse;  ulcer,  chronic,  of 
umbilicus,  with  sinus  tract  into  peritoneum.  Asso- 
ciated anatomic  findings  included  hydrothorax; 
atelectasis,  focal,  of  lower  lobes  of  lungs;  conges- 
tion, marked,  of  viscera;  arteriosclerosis,  slight, 
generalized;  arteriosclerosis,  moderate  of  aorta 
and  coronary  arteries;  and  emaciation,  marked. 

Comment 

The  clinical  symptoms  of  this  patient  were  domi- 
nated by  diarrhea,  bleeding  from  the  rectum,  and 
rapid  loss  of  weight.  The  finding  of  a boggy,  tender, 
cauliflower-like  mass  in  the  rectum,  of  a tender, 
deep-seated  mass  in  the  right  flank,  and  of  an  ulcer 
at  the  umbilicus  with  draining  sinus,  led  to  the  pre- 
sumptive diagnosis  of  a malignant  neoplasm  with 
multiple  metastases.  Negative  biopsy  report  for 
rectal  carcinoma  necessitated  a search  for  another 
etiologic  factor.  The  diagnosis  of  amebiasis,  ade- 
quate to  explain  all  of  the  signs  and  symptoms  of  the 
patient,  was  made  by  the  pathologist  from  biopsy 
material  obtained  from  the  wall  of  the  ulcer  at  the 
umbilicus.  Subsequent  demonstration  and  cultur- 
ing of  E.  histolytica  from  the  stools  and  discharge 
from  the  umbilical  sinus  confirmed  this  diagnosis. 
The  presence  of  a draining  sinus  over  the  abdomen 
and  of  a tender  mass  in  the  right  flank  fitted  well 
the  diagnosis  of  a ruptured  amebic  abscess  of  the 
liver.  The  coexistence  of  pericarditis  might  well 
have  been  surmised  from  the  barely  audible  heart 
sounds  and  low  voltage  electrocardiographic  record. 

The  history  of  diarrhea  and  of  blood-tinged  stools 
should  have  indicated  a stool  examination  for 
amebas  immediately  upon  admission  to  the  hospital. 
In  any  pathologic  condition  involving  the  colon 
and/or  the  rectum,  search  for  both  malignancy  and 
for  E.  histolytica  should  be  made  routinely  because 
these  conditions  may  be  concurrent.  Also,  the 
demonstration  of  either  condition  does  not  exclude 
the  possible  coexistence  of  the  other.  It  is  to  be 
noted  that  “Huggins  test”  was  strongly  positive  in 
this  case,  yet  no  malignancy  was  demonstrable  at 
autopsy,  indicating  that  this  test  may  also  be  posi- 
tive in  certain  cases  of  amebiasis.  Obviously  the 
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incidence  of  positive  Huggins  tests  in  amebiasis 
must  be  investigated  further. 

The  pathogenicity  of  E.  histolytica  is  unquestion- 
able despite  the  fact  that  the  clinically  inapparent 
phase  of  infection  may  be  prolonged.  It  has  been 
demonstrated  repeatedly  that  more  than  one  tenth 
of  the  population  of  the  United  States  harbors  the 
parasite.6-8  In  view  of  the  facts  that  significant 
signs  and  symptoms  can  be  demonstrated  in  the 
case  of  many  subjects  whose  infection  was  detected 
by  casual  routine  stool  examination  and  the  proved 
cosmopolitan  distribution  and  high  incidence,  it  is 
perfectly  obvious  that  stool  examination  for  in- 
testinal protozoa,  and  E.  histolytica  in  particular, 
should  be  as  much  of  a routine  procedure  in  all 
clinics  and  for  all  hospital  services  as  is  routine 
urine  analysis. 

Combined  medication  with  Aralen  Diphosphate 
and  Milibis,  administered  for  the  specific  treatment 
of  amebiasis,  was  fully  effective  in  that  amebas 
rapidly  disappeared  from  the  stools  and  the  dis- 
charge from  the  sinus  tract.  Amebas  could  not  be 
demonstrated  in  the  histologic  sections  at  autopsy, 
and  it  is  particularly  noteworthy  that  the  cauli- 
fiower-like  mass  in  the  rectum,  presumably  an 
ameboma,  could  not  be  demonstrated  at  autopsy; 
presumably  it  had  melted  in  response  to  therapy. 

Whether  there  should  have  been  any  surgical  in- 
tervention concomitant  with  the  antiamebic 
treatment  is  a question  that  warrants  an  answer. 
Surgical  intervention  in  the  form  of  an  open  drain- 
age was  definitely  contraindicated  because  DeBakey 
and  Ochsner  showed  that  seven  times  as  many 
deaths  occurred  with  this  procedure  as  with  con- 
servative therapy.9  If  the  diagnosis  of  suppurative 
pericarditis  complicating  a ruptured  liver  abcess 
had  been  made  during  life,  pericardial  aspiration 
would  have  been  indicated,  although  it  is  unlikely 
that  it  would  have  been  successful  because  of  the 
thickness  of  the  purulent  exudate.  In  a similar 
case,  reported  by  Carter  and  Korones,  amebic  peri- 
carditis was  a complication  of  a ruptured  amebic 
abscess  in  the  left  lobe  of  the  liver,  and  the  diagnosis 
of  pericarditis  was  made  during  life.1  In  this  case 
aspirations  of  the  pericardial  sac  on  five  consecutive 
days  yielded  100  to  450  cc.  of  fluid  daily.  The 
fluid  increased  in  its  viscosity,  and  surgical  drainage 
had  to  be  attempted;  the  patient  died  on  the 
thirteenth  postoperative  day. 

DeBakey  and  Ochsner  stated  that  all  of  their 
patients  with  multiple  amebic  hepatic  abscesses 
died,  whereas  the  case  mortality  rate  among  un- 
complicated cases  in  whom  lesions  occurred  singly 
was  only  11  per  cent.9  Complications  increased  the 
mortality  rate.  Amebic  abscess  of  the  left  lobe  of 
the  liver  is  a relatively  rare  occurrence.  In  a col- 
lected series  of  2,179  cases  reported  by  Ochsner 
and  DeBakey  the  right  lobe  was  involved  in  84.7  per 
cent  and  the  left  lobe  in  15.3  per  cent.4 

An  episode  of  acute  amebic  dysentery  is  not  neces- 
sary for  the  genesis  of  hepatic  amebiasis.  It  is  well 
known  that  amebas  can  and  do  invade  contiguous 
or  distant  organs  by  direct  extension  or  via  the  blood 


and  lymphatic  systems  in  so-called  “symptomless” 
cases.  Elsom  stated  that  one  half  to  two  thirds  of 
patients  with  hepatic  amebiasis  gave  no  history  of 
antecedent  diarrhea. 10  Ochsner  and  DeBakey  found 
that  liver  involvement  occurred  in  some  instances 
as  late  as  twenty  to  forty  years  after  the  primary 
symptoms  of  diarrhea.  According  to  various  re- 
ports amebas  were  found  in  the  stools  in  only  11  to 
36  per  cent  of  cases  of  amebic  hepatic  abscess. 
Genesis  of  amebic  hepatitis  and  hepatic  abscess  is, 
however,  inconceivable  without  an  initial  primary 
focus  of  infection  in  the  colon,  even  though  inap- 
parent and  transient. 

Some  clinicians  of  our  acquaintance  question  the 
wisdom  of  seeking  and  treating  mild  or  “symptom- 
less” cases  of  amebiasis.  In  view  of  the  fact  that 
E.  histolytica  is  capable  of  causing  ulcerations  in 
the  colon  and  invading  extraintestinal  tissues  in  the 
absence  of  clinical  symptoms  of  acute  amebiasis,  it 
is  our  opinion  that  it  becomes  the  duty  of  the  physi- 
cian to  be  on  the  alert  for  amebiasis  and  further  to 
seek  actively  among  his  clientele  the  so-called 
“carriers”  and  to  treat  them,  if  for  no  reason  other 
than  to  reduce  the  human  reservoir  of  infection. 

Summary 

A case  of  suppurative  amebic  pericarditis  in  a 
fifty-nine-year-old  white  male,  a lifelong  resident 
of  the  City  of  Albany,  New  York,  is  reported.  It  is 
the  forty-sixth  case  of  suppurative  amebic  peri- 
carditis (sixth  from  the  United  States)  to  be  re- 
ported in  the  medical  literature  since  1885. 

Amebic  pericarditis  was  a complication  of  multi- 
ple amebic  abscesses  of  the  liver,  one  of  which, 
located  in  the  left  lobe,  had  ruptured  and  had  es- 
tablished sinus  tracts  with  the  pericardium,  stomach, 
the  transverse  colon,  and  the  umbilical  skin . Amebic 
abscess  was  a complication  of  chronic  intestinal 
amebic  colitis. 

Antiamebic  therapy  with  Milibis  and  Aralen, 
administered  simultaneously  for  four  consecutive 
days  before  death,  caused  the  total  disappearance 
of  the  amebas  from  all  the  known  infected  organs; 
massive  doses  of  aureomycin  for  six  days  had  failed 
to  clear  E.  histolytica  from  a draining  amebic  sinus. 

Death  was  due  to  cardiac  decompensation,  evi- 
denced by  chronic  passive  congestion  of  the  viscera, 
secondary  to  widespread  tissue  destruction  and 
pericarditis  of  amebic  origin. 
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SCIENTIFIC  PROGRAM 


Monday,  October  29 


Morning  Session 

8:00  a.m. — General  registration 

9 : 00  a.m. — Address 

Dr.  J.  Stanley  Kenney,  president, 
Medical  Society  of  the  State  of 
New  York 

9:15  a.m. — “General  Practice  Aspects  of  Atomic 
Defense  in  New  York  City” 

Dr.  Marcus  D.  Kogel,  New  York  City, 
Commissioner  of  Hospitals 

9:30  a.m. — Symposium:  “ACTH  and  Cortisone” 

1.  “Status  in  Clinical  Medicine” 

Dr.  Philip  S.  Hench,  professor  of 
medicine,  Mayo  Clinic,  chair- 
man 

2.  “In  Rheumatoid  Arthritis” 

Dr.  Richard  Harold  Freyberg, 
associate  professor  of  clinical 
medicine,  Cornell  University 

3.  “In  Rehabilitating  the  Arthritic” 

Dr.  Edward  W.  Lowman,  former 
fellow  in  internal  medicine, 
Mayo  Foundation 

4.  “In  Ophthalmology” 

Dr.  Conrad  Berens,  professor  of 
ophthalmology,  New  York 
University 

5.  Forum  discussion 


Morning  Session 

9:00  a.m. — “Cancer  of  the  Breast1 

Dr.  Frank  E.  Adair,  associate  pro- 
fessor of  surgery,  Cornell  Uni- 
versity, chairman 

9:30  a.m. — “Gynecologic  Cancer” 

Dr.  Howard  Canning  Taylor,  Jr., 
director,  Sloan-Kettering  Institute 

9:50  a.m. — “Gastrointestinal  Cancer” 

Dr.  Frank  H.  Lahey,  director,  Lahey 
Clinic,  Boston,  Massachusetts 


Afternoon  Session 

2:00  p.m. — Symposium:  “Newer  Therapy” 

Dr.  J.  P.  Sanders,  president,  American 
Academy  of  General  Practice,  chair- 
man 

1.  “Anticoagulants” 

Dr.  Irving  S.  Wright,  professor  of 
clinical  medicine,  Cornell  Uni- 
versity 

2.  “Antibiotics” 

Dr.  Chester  S.  Keefer,  physician- 
in-chief,  Massachusetts  General 
Hospital 

3.  “Antibiotics  in  Tuberculosis” 

Dr.  Paul  A.  Bunn,  associate  pro- 
fessor of  medicine,  Syracuse 
University 

4.  “Radioisotopes — Current  Develop- 

ments” 

Dr.  Joe  W.  Howland,  medical 
chief,  Atomic  Energy  Project, 
University  of  Rochester 

5.  “Radioisotopes  in  Clinical  Medicine” 
Dr.  Rulon  Rawson,  Sloan-Ketter- 
ing Institute,  Memorial  Hos 
pital 

6.  Forum  discussion 


10:20  a.m. — “Endoscopy  Diagnosis” 

Dr.  Chevalier  Jackson,  Jr.,  professor 
of  laryngology  and  bronchoscopy, 
Temple  University,  Philadelphia. 
Pennsylvania 

10:40  a.m. — “Genitourinary  Cancer” 

Dr.  Oswald  Swinney  Lowsley,  direc- 
tor, Lowsley  Foundation 

11:00  a.m. — Forum  discussion 


Tuesday,  October  30 
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Afternoon  Session 

2:00  p.m. — Symposium:  “Functional  Disturbances” 

1.  “Nervousness,  Indigestion,  and 

Pain” 

Dr.  Walter  C.  Alvarez,  consultant 
and  professor  of  medicine,  Mayo 
Clinic,  chairman 

2.  “Psychosomatic  Aspects  of  Heart 

Disease” 

Dr.  Arthur  M.  Master,  consultant 
cardiologist,  Mount  Sinai  Hos- 
pital, New  York  City 

3.  “Backache  Tetrad” 

Dr.  John  Robert  Cobb,  professor 
of  orthopedics,  New  York  Poly- 
clinic Medical  School  and  Hos- 
pital 


Wednesday, 

Morning  Session 

9:00  a.m. — Symposium:  “Nutritional  and  Meta- 

bolic Diseases” 

1.  “The  Obese  Patient” 

Dr.  Norman  Jolliffe,  director, 
Bureau  of  Nutrition,  New  York 
City  Department  of  Health, 
chairman 

2.  “Parenteral  Feeding  in  the  Surgical 

Patient” 

Dr.  Robert  Elman,  professor  of 
clinical  surgery,  Washington 
University  Medical  School,  St. 
Louis,  Missouri 

3.  “Metabolic  Diseases:  Calcium  and 

Phosphorus  in  Clinical  Medicine” 
Dr.  Isadore  Snapper,  clinical 
professor  of  medicine,  Columbia 
University  College  of  Physicians 
and  Surgeons 

4.  “Diet  in  Arteriosclerosis” 

Dr.  William  Dock,  professor  of 
medicine,  State  University 
Medical  School  in  New  York 
City 

o.  “Nutritional  Disturbances:  The 

Role  of  Bio,  Folic  Acid,  and 
Protein” 

Dr.  William  Jefferson  Darby, 

assistant  professor  of  medicine, 
Vanderbilt  University  Medical 
School 

6.  Forum  discussion 


4.  “Geriatrics” 

Dr.  Wingate  M.  Johnson,  pro- 
fessor of  clinical  medicine,  Bow- 
man Gray  School  of  Medicine, 
Wake  Forest  College 

5.  “The  Anxiety  State:  Psycho- 

therapy” 

Dr.  Stewart  George  Wolf,  Jr., 

assistant  professor  of  medicine, 
Cornell  University 

6.  “Possible  Relationship  Between  Skin 

Diseases  and  the  Emotions” 
Dr.  Marion  Baldur  Sulzberger, 
professor  of  dermatology  and 
syphilology,  New  York  Uni- 
versity Post-Graduate  Medical 
School 

7.  Forum  discussion 


October  31 
Afternoon  Session 

2:00  p.m. — Symposium:  “Everyday  Practical 

Procedures — The  General  Practi- 
tioner at  Work” 

Dr.  Rufus  B.  Robins,  vice-president, 
American  Medical  Association, 
chairman 

1.  “Rehabilitation” 

Dr.  Howard  A.  Rusk,  professor  of 

rehabilitation  and  physical 
medicine,  New  York  University- 
Bellevue  Medical  Center 

2.  “Laboratory  Procedures” 

Dr.  Maurice  Bruger,  associate 

professor  of  medicine,  New 
York  University-Bellevue  Medi- 
cal School 

3.  “Office  Gynecology” 

Dr.  Walter  Reich,  professor  of 

gynecology,  Cook  County  Grad- 
uate School,  Chicago,  Illinois 

4.  “Ambulatory  Surgery” 

Dr.  Lewis  Kraeer  Ferguson,  pro- 
fessor of  surgery,  University  of 
Pennsylvania 

o.  “Fractures  Suited  for  Ambulatory 
Treatment” 

Dr.  Eugene  Regan,  associate  pro- 
fessor of  orthopedic  surgery, 
Vanderbilt  University  Medical 
School 

6.  Forum  discussion 
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These  are  tl 
with  ESKEL 

ie  results  you  may  expect 
in  ANGINA  PECTORIS 

Armbrust,  C.  A.,  Jr., 
and  Levine,  S.  A.: 
Am.J.M.Sc.  220:127 
( August ) 1950 

"About  60%  of  the  cases  showed  improvement; 
i.e.,  used  fewer  nitroglycerin  tablets,  had  fewer 
and  milder  attacks  of  pain  and  could 
walk  greater  distances.” 

Rosenman,  R.  H., 
et  al.:  J.A.M.A. 
143:160  (May  13) 
1950 

"Of  14  patients  with  angina  pectoris  treated 
with  ['Eskel’] ...  a good  response  was  obtained 
in  11,  moderate  improvement  in  1 and 
no  effect  in  2.” 

Osber,  H.  L.,  et  al.: 
New  England  J. 
Med.  244:315 
(March  1 ) 1951 

"Twenty-six  of  32  patients  were  found 
to  be  benefited  by  ['Eskel’]  therapy;  . . . 
no  serious  toxic  reactions  were  encountered.” 
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the  longer-acting  coronary 
vasodilator  for  the  prophylaxis  and 
treatment  of  ANGINA  PECTORIS 

'Eskel’  T.  M.  Reg.  U.S.  Pat.  Off. 


Each  'Eskel’  tablet  contains  a natural  blend  of  active  principles,  chiefly  khellin,  extracted 
from  the  plant  Ammi  visnaga. 

Smith,  Kline  & French  Laboratories,  Philadelphia 
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Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 

BOOKS!  RECEIVED 


The  Question  of  Lay  Analysis.  An  Introduction 
to  Psychoanalysis.  By  Sigmund  Freud.  Trans- 
lated by  Nancy  Procter-Gregg.  Duodecimo  of  125 
pages.  New  York,  W.  W.  Norton,  1950.  Cloth, 
$2.50. 

This  small  translation  of  Sigmund  Freud’s  review 
of  the  question  of  psychotherapy  by  nonmedical 
practitioners  is  of  special  interest  at  this  time  in  view 
of  proposed  legislation  in  at  least  one  state  to  regu- 
late nonmedical  psychotherapists.  More  important 
than  that,  however,  is  the  book’s  usefulness  as  a 
general  introduction  to  psychoanalysis.  The  trans- 
lation is  especially  well  done,  and  the  book  makes  in- 
teresting and  entertaining  reading  for  any  intelligent 
reader  regardless  of  his  profession. 

C.  Milton  Meeks 

The  Pathogenesis  and  Pathology  of  Viral  Dis- 
eases. Edited  by  John  G.  Kidd,  M.D.  Sympo- 
sium Held  at  the  New  York  Academy  of  Medicine, 
December  14  and  15,  1948.  Octavo  of  235  pages, 
illustrated.  New  York,  Columbia  University  Press, 
1950.  Cloth,  $5.00.  (New  York  Academy  of  Medi- 
cine Section  on  Microbiology,  Symposium  #3.) 

This  volume  represents  the  publication,  in  book 
form,  of  a symposium  on  the  pathogenesis  and 
pathology  of  virus  diseases  with  an  introduction  by 
Dr.  John  G.  Kidd. 

It  touches  on  such  subjects  as  the  spread  of 
viruses,  the  cultural  methods,  and  the  use  of  the 
electron  microscope  in  the  field  of  virus  study.  In 
addition,  there  are  chapters  dealing  with  the  pathol- 
ogy and  pathogenesis  of  the  common  viruses  pecul- 
iar to  skin  lesions,  the  respiratory  system,  and  the 
cerebrospinal  tract. 

It  represents  an  excellent  collection  of  current  in- 
formation on  the  subject  by  authorities  in  the  field 
and  is  highly  recommended  to  medical  students 
and  those  of  the  profession  who  are  desirous  of  be- 
coming informed  on  this  rapidly  developing  field  of 
medicine.  Theo.  J.  Curphey 

Physician’s  Handbook.  By  Marcus  A.  Krupp, 
M.D.,  Norman  J.  Sweet,  M.D.,  Ernest  Jawetz, 
M.D.,  and  Charles  D.  Armstrong,  M.D.  Sixth 
edition.  Narrow  duodecimo  of  380  pages,  illus- 
trated. Palo  Alto,  Calif.,  University  Medical  Pub- 
lishers, 1950.  Paper,  $2.50. 

This  seems  wonderfully  complete  for  a book  of 
this  size.  This  is  particularly  true  of  the  tests  for 
diagnosis  and  observation  of  the  progress  of  disease, 
evidently  the  main  object  of  the  book. 

The  general  physical  examination  of  the  patient  is 
not  included  and  treatment  is  mainly  suggested  by 
the  effect  of  individual  types  of  drugs,  biologicals, 
etc.,  and  by  group  management.  Diet,  hormones, 
and  such  measures  are  fairly  fully  discussed. 

Walter  D.  Ludlum,  Sr. 

Encyclopedia  of  Medical  Self-Help.  Medicine 
for  the  Millions.  By  Max  M.  Rosenberg,  M.D. 
Octavo  of  864  pages,  illustrated.  New  York,  Scho- 
lastic Book  Press,  1950.  Cloth,  $6.50. 

An  encyclopedia  which  may  be  a valuable  first  aid 
guide  in  turbulent  times.  It  is  well  written  for  the 
layman.  Irving  Greenfield 


The  Alcoholic  Woman.  Case  Studies  in  the 
Psychodynamics  of  Alcoholism.  By  Benjamin 
Karpman,  M.D.  Sponsored  by  Washington  Insti- 
tute of  Medicine  Research  Foundation.  Octavo  of 
241  pages,  illustrated.  Washington,  Linacre  Press, 
1948.  Cloth,  $3.75. 

This  book  is  under  the  sponsorship  of  the  Wash- 
ington Institute  of  Medicine  Research  Foundation. 
Extensive  case  histories  of  three  female  alcoholics 
occupy  230  odd  pages,  but  the  psychodynamic  in- 
terpretations are  strangely  journalistic  for  a psy- 
choanalyst with  the  wealth  of  experience  Dr. 
Karpman  possesses.  Instead  of  developing  a psy- 
chodynamic analysis  of  the  alcoholic  woman,  the 
author  has  given  us  merely  case  histories  of  some 
alcoholic  women.  Definitive  emotional  leads  are 
still  wanting.  Sam  Parker 

A Guide  to  General  Medical  Practice.  By  Mar- 
tin G.  Vorhaus,  M.D.  Octavo  of  244  pages.  New 
York,  Macmillan  Co.,  1950.  Cloth,  $3.50. 

This  is  a pleasant  departure  from  the  usual  pon- 
derous dogmatism  of  many  medical  guides.  The 
early  part  of  the  book  tips  off  the  aspiring  young 
practitioner  (if  such  can  still  be  found,  after  years 
of  premed,  med,  endless  interning,  and  three  to  five 
years  of  residencies  in  preparing  for  the  all  powerful 
“Boards”)  as  to  the  selection  of  his  office,  its  equip- 
ment, his  first  patient,  and  affiliating  himself  with 
at  least  two  active  hospitals.  Just  how  to  achieve 
this  last  miracle  with  even  one  hospital  is  not  too 
clear,  in  these  days  of  cut-throat  competition,  but  he 
retrieves  all  this  with  a very  human  and  comprehend- 
ing treatise  in  the  later  two  thirds  by  picturing  our 
young  doctor  treating  his  patient  as  an  individual 
and  not  as  an  interesting  example  of  a medical  case 
number. 

He  shows  us  real  psychosomatic  medicine  as  it 
should  be  practiced  and  as  all  the  real  family  doc- 
tors have  been  practicing  it  since  they  left  their  pre- 
ceptors’ apron  strings.  The  real  horse  sense,  as  us 
old  timers  know  it,  is  the  comprehension  that  our 
patient  is  a human  being,  that  he  has  his  troubles 
and  his  cares,  and  that  most  of  his  “ulcer  symptoms” 
can  be  cured  if  he  will  but  try  to  live  within  his 
means,  or  send  his  troublesome  in-laws  off  on  a long 
sea  voyage,  and  bask  in  the  sunshine  of  a satisfied 
and  contented  psyche  as  a result  of  their  absence. 

The  premarital  blood  exam  presents  a golden  op- 
portunity to  enlighten  the  potential  honeymooners 
as  to  the  grave  responsibilities  that  they  are  about 
to  assume,  that  life  may  not  be  all  a bowl  of  cher- 
ries, but  can  be,  if  they  are  willing  to  work  at  it  to 
make  it  so.  The  physician’s  advice  will  be  sought  as 
to  the  problem  of  the  only  child,  who  may  develop 
an  Oedipus  complex  if  his  mother  be  not  warned  in 
time.  He  must  know  the  “why”  of  the  neuroses 
that  follow  sexual  incompatibility,  and  whethei 
little  Johnny  should  try  for  the  Fire  Department 
or  Mary  should  train  as  a nurse,  or  get  married  anc 
fulfill  her  biologic  assignment  as  she  should 
This  is  the  real  “practice  of  medicine,”  and,  pi  east 
God,  may  it  bear  some  fruit.  It  never  was  a busi- 
ness; it  must  always  be  a calling. 

Thomas  F.  Nevins 
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Elements  of  Medical  Mycology.  By  Jacob 
Hyams  Swartz,  M.D.,  in  collaboration  with  Ethel 
M.  Rockwood,  M.D.  Second  edition.  Octavo  of 
240  pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1949.  Cloth,  $5.50. 

The  new  edition  of  this  valuable  book  was  brought 
out  because  of  the  changes  and  increased  knowledge 
in  the  field  of  medical  mycology.  The  great  ad- 
vances of  the  past  six  years  in  new  technics  and  in 
antibiotic  and  chemotherapeutic  agents  have  made 
the  new  edition  a necessity. 

The  book  has  been  brought  up  to  date  in  every 
way  making  it  of  great  value  to  all  physicians  and 
particularly  to  dermatologists.  It  is  pract  ical  and 
useful  not  only  in  the  cultural  and  diagnostic  aspects 
of  mycology  but  in  the  clinical  and  therapeutic 
phases  of  this  wide  and  growing  field  of  medicine. 

John  C.  Graham 

Quinidine  in  Disorders  of  the  Heart.  By  Harry 
Gold,  M.D.  Octavo  of  115  pages.  New  York, 
Paul  B.  Hoeber,  1950.  Cloth,  $2.00. 

In  this  monograph  Dr.  Gold  has  presented  in  con- 
cise, clear  fashion  his  understanding  of  the  pharma- 
cology and  the  clinical  usefulness  of  quinidine. 
His  experience  in  both  these  fields  qualifies  him  as  an 
expert. 

The  approach  to  quinidine  therapy  in  the  treat- 
ment of  acute  and  chronic  paroxysmal  disorders  of 
the  heart  is  well  presented. 

Here  is  a book  which  gives  one  a complete  back- 
ground for  the  intelligent  use  of  a very  valuable  drug. 
The  doubts  and  fears  attending  the  use  of  quinidine 
should  now  be  removed.  The  book  is  recommended 
to  all  physicians.  Felix  Taubman 

Cell  Growth  and  Cell  Function.  A Cytochemical 
Study.  By  Torbjoern  O.  Caspersson,  M.D.  Oc- 
tavo of  185  pages,  illustrated.  New  York,  W.  W. 
Norton  <fe  Co.,  1950.  Cloth,  $5.00. 

The  author  has  presented  in  this  very  interesting 
book  the  role  of  the  nucleus,  nucleolus,  and  cyto- 
plasm in  protein  synthesis.  The  principles,  and 
technic  of  microspectrophotometry  are  presented 
in  a simplified  form  within  the  first  few  chapters  of 
the  book.  The  following  chapters  describe  the 
study  of  protein  formation  by  this  technic  in  the 
normal  and  abnormal  structures  of  metazoan  cells. 
Yeast  and  viruses  were  studied  in  a similar  manner 
and  found  to  have  a less  complex  system  of  protein 
synthesis.  This  is  a real  contribution  to  our  knowl- 
edge regarding  the  basic  processes  of  living  cells  in 
health  and  disease.  Caspar  G.  Burn 

Medical  Physics.  Volume  II.  Otto  Glasser, 
Ph.D.,  Editor-in-Chief.  Associate  Editors,  all 
contributors  to  Volumes  I and  II.  Editorial  Assist- 
ant, Jessie  C.  Tucker,  Cleveland,  Ohio.  Quarto  of 
1,227  pages,  illustrated.  Chicago,  Year  Book 
Publishers,  1950.  Cloth,  $25. 

Medical  Physics  appeared  in  1944,  complete  from 
air  conditioning  to  weighing,  its  topics  handled  by 
authorities  in  an  exhaustive  manner.  The  new 
volume  is  a supplement,  which  begins  with  accel- 
erators: high  energy,  and  ends  with  weighing.  It 
includes  complete  sections,  often  by  a new  author, 
on  many  topics  dealt  with  in  the  earlier  volume, 
and  many  entirely  new  sections  as  well  as  supple- 
ments to  previous  ones.  In  completeness  and 
authoritative  sources,  this  maintains  the  high 
standard  of  a work  useful  alike  to  the  physician  who 
has  a hobby  of  following  fundamental  work  in  science 
and  those  who  wish  a reference  work  in  fields  of  bio- 


physics, radiant  energy,  instrumentation  for  radio- 
logic  or  physiologic  research,  and  the  physiology  of 
the  sense  organs.  William  Dock 

Progress  in  Neurology  and  Psychiatry.  An 
Annual  Review.  Vol.  V.  Edited  by  E.  A.  Spiegel, 
M.D.  Octavo  of  621  pages.  New  York,  Grune  & 
Stratton,  1950.  Cloth,  $10.00. 

This  timely  volume  condenses  the  essential  fea- 
tures of  over  3,300  papers.  In  view  of  the  growing 
importance  of  basic  research  correlated  with  lab- 
oratory work,  the  clinical  aspects  of  neurology  and 
psychiatry  are  preceded  by  reviews  which  seem 
necessary  to  understand  adequately  and  make 
practical  application  in  the  clinical  fields.  The  edi- 
tor, assisted  by  a renowned  editorial  board,  has 
gleaned  the  fruits  of  well-chosen  contributors  to  the 
basic  sciences  of  neurology,  neurosurgery,  and 
psychiatry.  Each  of  the  four  departments  has  ap- 
pended a commendably  complete  list  of  references. 

The  specialist  in  the  above  fields  will  certainly 
want  to  have  this  volume  within  arm’s  reach  for 
frequent  reference.  No  less  will  the  serious  student 
and  practitioner  want  to  be  without  this  annual 
milestone  of  essential  contributions  to  these  rapidly 
growing  specialties  of  medical  practice  which  re- 
quire close  integration.  This  volume  does  just 
that  and  deserves  a wide  reading. 

Frederick  L.  Patry 

A Story  of  Nutritional  Research.  The  Effect  of 
Some  Dietary  Factors  on  Bones  and  the  Nervous 

System.  By  Sir  Edward  Mellanby,  M.D.  Octavo 
of  454  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1950.  Cloth,  $5.00.  (The  Abraham 
Flexner  Lectures.  Series  Number  9.) 

One  of  the  pioneers  in  the  field  of  nutritional  re- 
search has  written  a personal  account  of  his  investi- 
gations into  the  problem  of  rickets.  The  story  of 
phytic  acid  and  the  furor  in  the  Scotch  press  be- 
cause of  the  relationship  Dr.  Mellanby  noted  be- 
tween rickets  and  eating  cereal  is  delightful  and  in- 
formative. 

For  one  interested  in  the  field  of  nutrition,  this 
book  is  recommended.  Felix  Taubman 

Community  Health  Organization.  By  Ira  V. 

Hiscock.  Fourth  edition.  Octavo  of  278  pages. 
New  York,  Commonwealth  Fund,  1950.  Cloth, 
$2.75. 

This  book,  now  in  its  fourth  edition,  was  first  pub- 
lished about  twenty-five  years  ago.  It  is  recognized 
in  the  practice  of  public  health  as  outlining  the  ad- 
ministrative needs  in  this  field. 

The  coordination  of  preventive  and  curative  meas- 
ures is  essential  in  the  reduction  and  elimination  of 
disease.  It  is  quite  important,  therefore,  for  the 
physician  in  private  practice  to  keep  informed  of 
the  progress  in  community  health  efforts. 

This  volume  supplies  such  information  in  a brief, 
concise  manner  and  thus  will  be  appreciated  by  the 
busy  practitioner.  A.  E.  Shipley 

Primary  Carcinoma  of  the  Vagina.  By  Robert 

G.  Livingstone,  M.D.  Octavo  of  73  pages,  il- 
lustrated. Springfield,  Charles  C Thomas,  1950 
Cloth,  $2.00.  (Publication  #38,  American  Lecturt 
Series.) 

This  little  volume  is  clearly  written,  easily  read 
able,  but  unfortunately  presents  nothing  new  eithe 
in  a general  approach  to  the  problem  of  priman 
vaginal  carcinoma  or  in  the  therapeusis  of  that  dis 
ease.  Its  main  contribution  is  the  addition  of  111 
[Continued  on  page  1654) 
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Lipotropic  Therapy  can  be  Adequate . . . with  WYCHOL 

WYCHOL  Syrup  provides  a potent  combination  of  lip- 
otropic factors — choline  and  inositol.  It  is  so  palatable, 
patients  will  gladly  adhere  to  the  prescribed  dosage 
schedule — and  thus  secure  the  full  benefits  of  therapy. 

And  Now,  a Practical  Way  To  Maintain  Day-Long  Therapy 

Prescribe  the  new,  convenient 
WYCHOL  CAPSULES  to  assure  continued  therapy 
while  the  patient  is  away  from  home. 

For  impaired  fat  metabolism  and  cirrhosis  of  the  liver — in- 
tensive, sustained  lipotropic  therapy  is  recommended  and 
facilitated  by  the  combination  Syrup  and  Capsu  le  regimen. 
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Multiple  Vitamin 
Deficiencies 

"...  . Deficiency  diseases  clinically  evi- 
dent are  usually  associated  with  addi- 
tional tissue  deficiencies  of  nutrients 
not  yet  clinically  manifest.”  (Jolliffe, 
Tisdall  & Cannon:  Clinical  Nutrition, 
New  York,  Hoeber,  1950,  p.  633-634.) 


THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


— supplies  all  of  the  vitamins  indicated 
in  mixed  vitamin  therapy  in  the  clini- 
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well-analyzed  cases  to  the  world  literature.  Radi- 
cal surgery  as  feasible  today  was  used  on  only  a few 
cases  and  those  too  recently  to  be  conclusive.  Radi- 
cal surgery  has  been  used  in  the  cancer  clinics  abroad 
for  many  years  with  a mortality  rate  considerably 
j lower  than  that  cited  by  the  author  in  this  volume, 
i We  will  have  to  await  the  further  experience  of  the 
radical  surgeon  before  expecting  a more  satisfactory 
cure  rate.  This  does  not  gainsay  the  wisdom  of 
this  author  and  others  in  adding  so  large  a series  of 
so  rare  a disease  to  the  world  literature. 

Asa  B.  Friedmann 

Penicillin.  Its  Practical  Application.  Under  the 
General  Editorship  of  Professor  Sir  Alexander 
Fleming,  M.B.  Second  edition.  Octavo  of  491 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1950.  Cloth,  $7.00. 

Since  the  publishing  of  the  first  edition  on  the  ap- 
plication of  penicillin,  great  strides  have  been  made 
in  the  field  of  antibiotics.  Dr.  Fleming,  aided  by 
the  contributions  of  many  authorities,  has  re- 
vamped the  text  with  the  incorporation  of  much  of 
this  recent  progress. 

The  uses  of  the  newer  antibiotics  such  as  aureomy- 
i cin  and  Chloromycetin  are  briefly  stated.  A whole 
chapter,  moreover,  is  reserved  for  streptomycin  as 
an  important  bacteriocidal  agent  in  combating 
organisms  unaffected  by  penicillin.  The  potentiali- 
ties of  combined  antibiotic  therapy  are  mentioned. 

Some  portion  of  the  material  has  been  outdated 
j by  newer  concepts  and  more  recent  discoveries. 
This  exhaustive  review,  however,  will  provide  the 
medical  student  and  the  practitioner  with  a thorough 
groundwork  of  the  authoritative  history  and  the 
j practical  application  of  our  most  useful  antibiotic, 
penicillin.  Leo  Loewe 

Green’s  Manual  of  Pathology.  Revised  by 
H.  W.  C.  Vines,  M.D.  Seventeenth  edition.  Oc- 
tavo of  1,200  pages,  illustrated.  Baltimore,  Wil- 
| liams  & Wilkins  Co.,  1949.  Cloth,  $8.00. 

Green’s  Manual  of  Pathology,  seventeenth  edition, 
j revised  by  H.  W.  C.  Vines,  M.D.,  is  composed  of  two 
parts.  It  presents  a total  of  730  illustrations  and 
| several  colored  plates,  all  of  which  are  excellent  and 
well  selected.  The  first  part  deals  with  the  princi- 
ples of  general  pathology  and  the  second  with  sys- 
tematic pathology  in  relation  to  clinical  medicine. 

The  author  has  presented  that  great  and  exten- 
sive field  of  pathology  in  a brief  and  concise  form, 
in  spite  of  the  size  of  the  book.  The  words  are  care- 
fully chosen,  and  cumbersome  and  rigid  classifica- 
tions are  avoided. 

As  in  every  field  of  the  different  specialties  of  medi- 
cine, there  are  various  expressions  of  points  of  view 
which  may  be  brought  out  for  contradiction,  but  the 
work  presented  by  the  author  is  of  such  a vast  im- 
portance and  extensive  compilation  of  knowledge 
and  experience  that  only  such  men  of  equal  expe- 
rience and  knowledge  are  actually  qualified  to  con- 
tradict and  criticize  with  scrutiny. 

This  book  rightfully  belongs  with  other  standard 
well-known  texts  on  the  subject  of  pathology. 

Erling  S.  Wedding 

Breast  Deformities  and  Their  Repair.  By 

Jacques  W.  Maliniac,  M.D.  Octavo  of  193  pages, 
illustrated.  New  York,  Grune  & Stratton,  1950. 
Cloth,  $10.00. 

Dr.  Maliniac  has  written  an  interesting  and 
sound  monograph  on  a phase  of  plastic  surgery 
which  has  long  been  a subject  of  special  interest  and 
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study  ou  his  part.  In  addition  to  presenting  his 
own  technic  of  mammaplasty  which  has  been  de- 
scribed in  surgical  literature,  he  discusses  historical 
and  anatomic  aspects  of  plastic  surgeryjof  the  breast 
and  presents  a classification  of  breast  deformities. 

Breast  Deformities  and  Their  Repair  is  liberally 
illustrated  with  photographs  of  breast  abnormalities 
and  the  results  of  their  operative  correction.  Opera- 
tive procedures  are  illustrated  by  means  of  clear 
line  drawings.  This  book  should  be  of  value  to  all 
surgeons  who  are  interested  in  problems  of  mam- 
mary deformities  and  their  correction.  Basic  ma- 
terial covered  will  aid  physicians  intelligently  to  ad- 
vise patients  concerning  mammaplastic  procedures. 

Gerald  R.  O’Brien 

The  1949  Year  Book  of  Endocrinology,  Metab- 
olism and  Nutrition  (December,  1948-January, 
1949).  Endocrinology  edited  by  Willard  O.  Thomp- 
son, M.D.  Metabolism  and  Nutrition  edited  by 
Tom  D.  Spies,  M.D.  Duodecimo  of  545  pages, 
illustrated.  Chicago,  Year  Book  Publishers,  1950. 
Cloth,  $4.75. 

This  year’s  book  shows  the  usual  high  standard. 
In  the  endocrinology  portion,  cortisone,  ACTH,  and 
radioactive  iodine  receive  prominent  attention. 
Significant  articles  on  the  ovaries  and  testes  are  also  ! 
abstracted.  Dr.  Spies  has  culled  the  literature  on 
diabetes,  the  liver,  and  pancreas,  and  many  new 
thoughts  on  the  metabolism  and  the  nutrition  of  the  j 
body  are  abstracted.  Bernard  Seligman 

Textbook  of  Abnormal  Psychology.  By  Carney 
Landis,  Ph.D.,  and  M.  Marjorie  Bolles.  Rev.  ed. 
Octavo  of  634  pages,  illustrated.  New  York,  Mac- 
millan Co.,  1950.  Cloth,  $5.00. 

Intended  for  students  of  psychology,  the  book 
achieves  its  purpose  of  presenting  abnormal  psy- 
chology in  a simple  and  interesting  manner.  The 
previous  edition  has  been  brought  up-to-date  by  the 
inclusion  of  our  newer  knowledge  in  the  treatment  of 
the  psychoses,  the  laws  pertaining  to  mental  dis- 
orders, and  mental  hygiene. 

The  correlation  of  the  psychologic,  the  physio- 
logic, and  the  anatomic  aspects  of  the  various  condi- 
tions described  adds  a cohesiveness  which  will  be  of 
value  to  the  student.  The  examples  cited  to  il- 
lustrate psychopathology  have  been  well  chosen. 
Doctors  who  seek  an  elementary  knowledge  of  psy- 
chiatry will  benefit  by  reading  this  book. 

Joseph  L.  Abramson 

The  Genealogy  of  Gynaecology.  History  of  the 
Development  of  Gynaecology  throughout  the  Ages. 
2000  B.C. — 1800  A.D.  With  Excerpts  from  the 
Many  Authors  Who  Have  Contributed  to  the 
Various  Phases  of  the  Subject.  By  James  V.  Ricci, 
M.D.  Second  edition.  Quarto  of  494  pages. 
Philadelphia,  Blakiston  Co.,  1950.  Cloth,  $8.50. 

This  is  the  second  edition  of  a large  text  covering 
the  history  of  the  development  of  gynecology  from 
the  period  2000  B.C.  to  1800  A.D.  The  author  has 
followed  the  accepted  epochal  divisions  of  the  history 
of  medicine.  He  has  drawn  liberally  from  many 
authors  who  have  previously  contributed  to  the  sub- 
ject. It  is  apparent  that  Dr.  Ricci  is  a scholar  who 
has  great  love  for  this  subject.  The  book  makes 
most  interesting  reading  and  is  recommended  to  the 
profession.  Alexander  H.  Rosenthal 


Multiple  Vitamin 
Therapy 

“.  . . Patients  fare  much  better  when 
[the  deficiencies]  are  treated  simul- 
taneously  Convalescence  is  delayed 

when  one  gives  only  one  vitamin  at  a 
time ..."  ( Spies  & Butt  in  Duncan,  G. 
G. : Diseases  of  Metabolism,  ed.  2. 
Philadelphia,  Saunders,  1947,  p.  504.) 
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Each  Theragran  Capsule 
gives  your  patient  : 

Vitamin  A 25,000  U.S.P.  units 
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Thiamine  hydrochloride ....  10  mg. 

Riboflavin  5 mg. 

Niacinamide 150  mg. 

Ascorbic  acid  150  mg. 

Bottles  of  30.  100,  and  1000 
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Jacob  M.  Block,  M.D.,  of  Ridgewood,  Queens, 
died  on  June  4 at  his  home  at  the  age  of  fifty-one. 
Dr.  Block  received  his  medical  degree  from  the  Long 
I sland  College  Hospital  Medical  School  in  1921  and 
was  president  of  the  College’s  alumni  association. 
He  was  assistant  attending  surgeon  at  the  Wyckoff 
Heights  Hospital.  Dr.  Block  was  a member  of  the 
American  Academy  of  General  Practice,  the  Queens 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Alfred  Marion  Buda,  M.D.,  of  Brooklyn,  died  in 
an  automobile  accident  on  June  4 in  Doylestown, 
Pennsylvania,  at  the  age  of  fifty-seven.  Dr.  Buda 
received  his  medical  degree  from  the  New  York 
University  and  Bellevue  Hospital  Medical  School  in 
1920.  He  was  attending  proctologist  at  the  Bush- 
wick  Hospital,  associate  in  proctologic  surgery  at 
the  Brooklyn  Hospital,  chief  of  the  rectal  clinic  at 
the  Brooklyn  Hospital,  and  an  instructor  in  surgery 
at  the  Long  Island  Medical  College.  A Diplomat!' 
of  the  American  Board  of  Surgery  and  of  the  Inter- 
national Board  of  Surgery  and  a Fellow  of  the 
American  College  of  Surgeons  and  of  the  Inter- 
national College  of  Surgeons,  Dr.  Buda  was  a mem- 
ber of  the  American  Proctologic  Society,  the  New 
York  Academy  of  Medicine,  the  New  York  Proe- 
tological  Society,  the  Brooklyn  Surgical  Society, 
the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Louis  Chillag,  M.D.,  of  New  York  City,  died  on 
December  10,  1950,  at  the  age  of  fifty-nine.  Dr. 
Chillag  received  his  medical  degree  from  the  Royal 
Hungarian  Medical  College  of  Budapest  in  1914 
and  began  his  practice  in  New  York  in  1926.  He 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

B.  Wallace  Hamilton,  M.D.,  of  New  York  City, 
died  on  June  5 at  his  home  at  the  age  of  seventy- 
three.  Dr.  Hamilton  received  his  medical  degree 
from  the  University  of  Pennsylvania  Medical 
School  in  1901  and  studied  under  the  preceptorship  of 
his  father,  Dr.  Hugh  Hamilton,  in  Harrisburg, 
Pennsylvania.  He  first  practiced  in  Walston, 
Pennsylvania,  in  1902,  moving  to  New  York  City 
the  following  year.  Former  medical  director  of 
Willard  Parker  Hospital,  Dr.  Hamilton  was  con- 
sulting physician  there  at  his  death. 

Dr.  Hamilton  was  active  in  the  New  York  County 
Medical  Society,  having  held  fifty-one  offices  or 
appointments  in  the  Society  during  the  past  thirty 
years.  He  was  re-elected  secretary  at  the  annual 
elections  on  May  28  and  was  medical  editor  of  Nere 
York  Medicine.  A Fellow  of  the  New  York  Acad- 
emy of  Medicine,  Dr.  Hamilton  was  secretary  of  the 
Physicians  Loan  and  Relief  Fund,  treasurer  of  the 
Physicians  Home,  trustee  of  the  New  York  Physi- 


cians Mutual  Aid  Association,  and  a member  of  the 
Medical  Society  of  the  State  of  New  York  and  the 
American  Medical  Association. 


Fred  G.  Jones,  M.D.,  of  Utica,  died  on  June  5 at 
the  age  of  sixty-seven.  Dr.  Jones  was  graduated 
from  the  Syracuse  University  College  of  Medicine  in 
1909.  During  World  War  I he  served  as  a lieuten- 
ant in  the  U.S.  Army  Medical  Corps,  stationed  in 
France  with  the  British  forces.  Dr.  Jones  was  past- 
president  of  the  medical  and  surgical  staff  of  St. 
Luke’s  Hospital,  associate  physician  at  the  Faxton 
Hospital,  and  otolaryngologist  at  St.  Elizabeth’s 
Hospital,  all  in  Utica.  A Diplomate  of  the  Ameri- 
can Board  of  Otolaryngology,  Dr.  Jones  was  a mem- 
ber of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  Utica  Academy  of  Medi- 
cine, the  Oneida  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Ernest  Hall  Kline,  M.D.,  of  Nyack,  died  suddenly 
on  April  18  on  the  golf  course  of  the  Rockland 
Country  Club,  at  the  age  of  forty-eight.  Dr.  Kline 
was  graduated  from  the  Cornell  University  Medical 
College  in  1928  and  interned  at  St.  Luke’s  Hospital 
in  New  York  City.  During  World  War  II  he 
served  as  a colonel  in  the  U.S.  Army  Medical  Corps 
and  was  commanding  officer  of  an  American  military 
hospital  in  England.  Dr.  Kline  was  surgeon  at 
Nyack  Hospital  and  at  Rockland  State  Hospital. 
A Fellow  of  the  American  College  of  Surgeons,  he 
was  a member  of  the  New  York  Academy  of  Medi- 
cine, the  Rockland  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  N.  La  Mantia,  M.D.,  of  Buffalo,  died  in 
April  at  the  age  of  sixty-three.  Dr.  La  Mantia  was 
graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1915.  He  was  chief  of  obstetrics  and 
gynecology  at  the  Columbus  Hospital  and  consult- 
ant in  obstetrics  and  gynecology  at  the  Sisters  of 
Charity  Hospital,  both  in  Buffalo.  Dr.  La  Mantia 
was  a member  of  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Isaiah  B.  Levitch,  M.D.,  of  New  A'ork  City,  died 
on  May  30  at  Mount  Sinai  Hospital  at  the  age  of 
sixty-five.  Dr.  Levitch,  a native  of  Russia,  re- 
ceived his  medical  degree  from  the  University  of 
Moscow  Medical  School  in  1907  and  did  postgradu- 
ate work  in  Vienna  and  Switzerland.  He  was  chief 
physician  of  a military  hospital  in  St.  Petersburg 
(now  Leningrad)  and  also  served  with  the  Kerensky 
White  Russian  Army. 

Leaving  Russia  after  the  revolution,  Dr.  Levitch 
went  to  France,  where  he  edited  the  publication, 
News  in  Biology  and  Medicine.  In  1929  he  came 
[Continued  on  page  1658] 
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to  the  United  States  and  for  several  years  was 
associated  with  the  New  York  City  Health  Depart- 
ment. He  was  the  author  of  Slow  Decay,  a book 
which  dealt  with  the  narcotics  problem.  Dr. 
Levitch  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

John  Joseph  Loughlin,  M.D.,  of  New  York  City, 
died  on  May  26  at  his  home  at  the  age  of  sixty- three. 
Dr.  Loughlin  received  his  medical  degree  from  the 
Fordham  University  Medical  School  in  1915  and 
interned  at  St.  Vincent’s  Hospital.  During  World 
Ward  I he  was  a lieutenant  commander  in  the  U.S. 
Navy  Medical  Corps  and  served  on  the  battleship 
Utah.  In  1923  he  was  appointed  a surgeon  for  the 
New  York  City  Police  Department  and  was  chief 
surgeon  of  the  department  at  the  time  of  his  death. 
Dr.  Loughlin  was  senior  clinical  assistant  surgeon 
at  St.  Vincent’s  Hospital.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Herbert  Millard  Lyon,  M.D.,  of  Buffalo,  died  on 
May  24  at  the  age  of  forty-eight.  Dr.  Lyon  was 
graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1929  and  was  associate  physician  at 
Deaconess  Hospital  in  Buffalo  and  vice-president  of 
the  medical  staff  of  the  Hospital.  He  was  a member 
of  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Renwick  Cameron  May,  M.D.,  of  Cornwall-on- 
Hudson,  died  on  May  3 at  his  home  at  the  age  of 
forty-six.  Dr.  May  was  graduated  from  the  Syra- 
cuse University  College  of  Medicine  in  1932  and 
was  a veteran  of  World  War  II.  He  served  as  a 
major  in  the  U.S.  Army  Medical  Corps  and  took 
part  in  the  Normandy  invasion  and  the  Battle  of  the 
Bulge.  Dr.  May  was  attending  obstetrician  at  the 
Cornwall  Hospital  and  a member  of  the  Orange 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Jacob  L.  Maybaum,  M.D.,  of  New  York  City,  died 
on  May  31  at  Mount  Sinai  Hospital  at  the  age  of 
sixty-seven.  Dr.  Maybaum  was  graduated  from 
the  Cornell  Univeisity  Medical  College  in  1905  and 
did  postgraduate  work  at  the  Universities  of  Berlin 
and  Vienna.  Since  1910  he  had  been  on  the  staff  of 
Mount  Sinai  Hospital,  as  associate  otologist, 
otologist,  and  chief  of  the  otologic  service  until  1946, 
when  he  became  consulting  otologist  at  the  Hospital. 
Dr.  Maybaum  was  a former  assistant  aural  surgeon 
and  instructor  at  the  Manhattan  Eye,  Ear  and 
Throat  Hospital  and  had  been  an  instructor  at  the 
New  York  Post-Graduate  Medical  School. 

A Diplomate  of  the  American  Board  of  Otolaryn- 
gology and  a Fellow  of  the  American  College  of 
Surgeons,  Dr.  Maybaum  was  a member  of  the 
American  Laryngological,  Rhinological  and  Oto- 
logical  Society,  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  American  Otological 
Society,  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association, 


Herbert  Ludwig  Nossen,  M.D.,  of  New  York 
City,  died  on  June  2 at  Beth  Israel  Hospital  at  the 
age  of  fifty-four.  Dr.  Nossen  received  his  medical 
degree  from  the  University  of  Berlin  in  1920  and 
practiced  in  Germany  until  he  came  to  the  United 
States  in  1936.  He  was  the  author  of  a book  on 
alcoholism,  Twelve  Against  Alcohol.  Dr.  Nossen 
was  a member  of  the  Association  for  the  Advance- 
ment of  Psychotherapy,  the  Rudolf  Virchow  Medi- 
cal Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Louis  Arthur  Schnipelsky,  M.D.,  of  Bath  and 
formerly  of  Brooklyn,  died  on  May  25  at  his  home 
at  the  age  of  forty.  Dr.  Schnipelsky  received  his 
medical  degree  from  the  Bristol  University  Medical 
School,  England,  in  1936. 

Charles  Henry  Schnitter,  M.D.,  of  Grand  Island, 
died  on  April  25  at  his  home  at  the  age  of  forty-two. 
Dr.  Schnitter  was  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1934.  He  was  clinical 
assistant  physician  at  the  Millard  Fillmore  Hospital, 
Buffalo,  and  had  been  school  physician  and  public 
health  officer  for  Grand  Island.  Dr.  Schnitter  was 
a member  of  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  Benjamin  Stenbuck,  M.D.,  of  New  York 
City',  died  on  June  1 at  his  home  at  the  age  of  fifty- 
nine.  Dr.  Stenbuck  was  graduated  from  the 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1917  and  interned  at  Mount  Sinai  Hos- 
pital after  doing  postgraduate  work  in  Berlin,  Ger- 
many. During  World  War  I he  served  as  a captain 
in  the  U.S.  Army  Medical  Corps  overseas,  and  dur- 
ing World  War  II  he  served  overseas  as  a lieutenant 
colonel.  Dr.  Stenbuck  was  director  of  surgery  at 
the  Sydenham  Hospital,  former  chief  of  surgery'  at 
the  Harlem  Hospital,  and  surgeon-in-chief  at  the 
Union  Health  Center. 

A Diplomate  of  the  American  Board  of  Surgery 
and  a Fellow  of  the  American  College  of  Surgeons, 
Dr.  Stenbuck  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Surgical 
Society,  the  New  York  Society  for  Thoracic  Surgery, 
the  New  York  County  Medical  Society,  the  Medical  I 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Julius  Weil,  M.D.,  of  Kew  Gardens,  Queens,  died 
on  February  16  at  the  age  of  sixty-seven.  Dr.  Weil 
received  his  medical  degree  from  the  University  of 
Vienna  in  1909  and  was  formerly  clinical  assistant 
pediatrician  at  the  Gouverneur  Hospital.  He  was  a 
member  of  the  Queens  County'  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  | 
American  Medical  Association. 

Albert  Bensen  Van  Vranken,  M.D.,  of  Skanea- 
teles,  died  on  April  29  at  his  home  at  the  age  of 
seventy-seven.  Dr.  Van  Vranken  was  graduated 
from  the  Columbia  University  College  of  Physicians  ■ 
and  Surgeons  in  1900  and  had  practiced  in  Schenec-  I 
tady  until  1945  when  he  retired  and  moved  to  I 
Skaneateles.  He  was  honorary  physician  at  the  I 
Ellis  Hospital,  Schenectady,  and  had  been  derma-  I 
tologist  for  the  General  Electric  Company,  also  in  I 
Schenectady.  Dr.  Van  Vranken  was  a member  of  I 
the  Schenectady  County  Medical  Society,  the  I 
Medical  Society  of  the  State  of  New  York,  and  the  1 
American  Medical  Association. 
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REAL  ESTATE  FOR  SALE 

MARGARETVILLE,  N.  V.  Del.  County.  18-room  house, 
4-room  bungalow,  4-car  garage  with  6 rooms  above;  Ven- 
etian swimming  pool  and  4 cabanas;  oil  heating,  hot- water 
heat,  ample  supply  of  spring  water;  39  acres;  beautifully 
landscaped  grounds;  140  miles  from  N.  Y.;  private  entrance 
off  main  highway,  close  to  village;  ideal  for  convalescent 
home,  sanitorium,  or  year-around  hotel,  priced  to  sell. 
P.  O.  Box  272,  Margaretville,  N.  Y. 

FOR  RENT 

2 APTS. — CORNER  LOCATION — 1st  Floor — 6 rooms — 
$150.00  Mo.  2nd  Floor  — 5 rooms  — $125.00  Mo.  At  No. 
Baldwin,  Long  Island,  N.  Y.  Phone  Rockville  Centre 
6-4426. 

ALLERGY  PRACTICE  FOR  SALE 

Combination  home  and  office,  40  minutes  from  the  center 
of  Manhattan  in  New  Jersey.  Exclusive  suburban  Town. 
Very  attractive  home  and  office.  Very  excellent  oppor- 
tunity for  a well  trained,  young  allergist.  Will  further 
instruct  purchaser.  Box  471,  N.  Y.  St.  Jr.  Med. 

' 

FOR  SALE 

jNear  HUNTERDON  COUNTY  MEDICAL  CENTER, 
iln  community  where  there  is  a great  shortage  of  Doctors 
7 room  Main  House,  also  cottage  with  3 room  apartment 
land  bath  upstairs  and  knotty  pine  panelled  playroom  with 
itwin  fireplaces  downstairs — 2 car  garage — Dude  Ranch 
jCabin — Swimming  Pool.  Beautifully  landscaped  grounds, 

in  a beautiful  setting.  Phone  Evergreen  7-9006. 

FOR  RENT 

- 

i Doctor’s  office:  Two  large  rooms,  olosets,  complete  bath- 

room, Street  Floor  944  Park  Avenue,  N.  Y.  Immediate 
■Occupancy.  Marcosan  Realty,  60  Wall  Street.  WH  3-4181. 

POSITION  OPEN 

Pathologist:  salary  S12,000-$15,000  depending  on  qualifica- 
tions. Four  small  hospitals  (three  new),  total  beds  300. 
1 New  Central  Laboratory  under  construction.  Box  462, 
N.  Y.  St.  Jr.  Med. 

PRACTICE  FOR  SALE 

1 Genera)  practice  in  Western  New  York,  established  for  20 
| years,  36  miles  from  University  and  Medical  College,  facili- 
ties in  three  hospitals  nearby.  Beautiful  8 room  residence, 
gas  heat,  large  garden,  2 car  garage,  5 room  office  with  modern 
equipment,  x-ray  (Keleket),  on  separate  floor.  Excellent  in- 
i come.  Will  introduce.  Leaving  for  group  practice.  Box 
458,  N.  Y.  St.  Jr.  Med. 

1 

LOG  CHALET 

Woodland  Valley,  5 miles  from  Phoenicia,  N.  Y.  Duplex 
construction,  4 master  bedrooms,  1 single  bedroom,  mod- 
ern kitchen,  two  baths,  3 stone  fireplaces,  spring  fed  pool, 
brook,  pure  spring  water  drinking  supply.  Septic  tank; 
15  acres.  Ideal  summer  home  or  for  private  hunting  & fish- 
ing club.  Near  ski  tow.  Price  $15,500.  Pictures  on  request. 
Mr.  Ronald  Engen,  Boiceville,  New  York.  Phone  Shokan2553 

FOR  SALE 

Horizontal,  all  steel,  X-Ray  table,  with  electric  bucky. 
New  double-focus  Westinghouse  Tube-Transformer,  Con- 
trol-Cables. Complete  for  $850.  Phone  Rockville  Centre, 
6-1450. 

CLASSIFIED 


FOR  RENT 


Professional  office,  street  floor,  private  entrance.  Near 
St.  George  Hotel.  Reasonable  rent.  Clark  Street  subway 
Sta.  123  Henry  St.,  Brooklyn  2,  NY  TR  5-5500. 


FOR  RENT 


Lucrative  General  Practice  vacated  through  recent  death; 
central  N.Y.  city  of  120,000,  excellent  hospitals,  fully  equipped 
office,  X-ray,  Fluoroscope,  EKG,  Diathermy,  etc.  Will  in- 
troduce. Box  469  N.  Y.  St.  Jr.  Med. 


OFFICE  FOR  RENT 


Bayside,  L.  I.,  rapidly  expanding  area,  excellent  location, 
modern  equipment,  newly  decorated,  part  or  full  time 
Specialist  only.  Box  457,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Doctor’s  home  including  four  room,  furnished  office:  two  car 
garage,  large  lot  in  Summer  Resort  Village,  northern  New 
York.  Excellent  opportunity  for  well  trained  General  Practi- 
tioner. New  Hospital.  Write  Mrs.  L.  L.  Samson,  Alexandria 
Bay,  N.  Y. 


FOR  SALE 


20  rm  brick  house,  steam  heat,  completely  furnished, 
spacious  grounds,  2 blocks  to  Bway;  suitable  doctor,  con- 
valescent or  nursing  home,  $16,000  cash.  Jacob  Drantch, 
75  Clinton  St.,  Saratoga  Springs,  N.  Y. 


SPLENDID  OPPORTUNITY 


Oneonta  Cooperstown-region  general  practice,  unopposed 
Fully  equipped.  X-ray,  diathermy.  10  room  house,  2 car 
garage.  Beautiful  Region.  Will  introduce.  $15,000.  Box 
418,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


G.P.  desires  to  rent  office  and  home  within  100  miles  of 
N.  Y.  C.  Box  460,  N.  Y.  St.  Jr.  Med. 


OFFICES  FOR  RENT 


New  8 story  fireproof,  soundproof,  professional  suites 
(arranged  to  suit)  quiet,  residential  Park  Slope,  Brooklyn. 
Inquire  now  at  130  Eighth  Ave.  at  Carroll  Street,  Brook- 
lyn, N.  Y.  Garage  on  premises,  doorman  service.  Office 
Phone  Main  5-7376,  Building  Phone  Ulster  7-3813. 


Medical  manuscript  typed,  edited,  research,  ghost  writing. 
Medicus,  23  West  68th  Street,  NYTr  4-1390. 


MEDICAL  BOOKS  of  all  publishers.  Obtain  all  your 
books  from  one  source,  only  one  account  necessary. 
Harold  Lerman,  2268  Grand  Concourse  New  York  57, 
N.  Y.  Luklow  40282. 


MEDICAL  WRITING 


Medical  writing  staff  will  do  your  writing  chores:  ghost- 
writing, editing,  bibliographies.  Reasonable  rates;  inquiries 
welcomed.  Box  468,  N.  Y.  St.  Jr.  Med. 
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“a  single  daily  dose 
given  at  night” 


otte<v 
toW®*'** 


Two  12.5  mg.  tablets  of  Phenergan, 
given  at  bedtime,  generally  provide 
adequate,  prolonged  relief  from  al- 
lergic symptoms. 

Its  antihistaminic  action  far  outlasts 
Phenergan’s  sedative  effect — the 
only  important  side  action  (1  out  of 
5 cases),  and  a distinct  advantage  in 
the  bedtime  dosage  regimen. 

1.  Bain,  W.  A.,  Broadbent,  J.  L.,  and  Warin,  R.  P.: 
Lancet  2:47,  1949. 

Issued  in  scored  tablets  of  12.5  mg., 
bottles  of  100;  on  prescription  only. 

PHENERGAN’ 

HYDROCHLORIDE 

N -(2' -dime  thy  l ami  no- 2'  met  hylet  hyl) 
phenol  hi  a line  hydrochloride 

y///j}ef/t  Incorporated,  Philadelphia  2,  Pa. 


1663 


In  disturbances  involving  smooth  muscle 
spasm,  optimal  therapy  controls  both  the  psy- 
chic and  somatic  factors  involved.  Trasen- 
tine-Phenobarbital,  with  components  having 
both  peripheral  and  central  action,  obtains 
therapeutic  effect  in  moderate  dosage,  with- 
out the  side  effects  of  belladonna  on  the 
heart,  pupil  or  salivary  glands. 

Trasentine-Phenobarbital  has  many  indica- 
tions in  gastroenterology,  gynecology,  urol- 


ogy, and  also  in  radiology,  where  it  is  effec- 
tive in  controlling  the  symptoms  of  radiation 
sickness. 

Issued:  Trasentine-Phenobarbital  Tablets 

(yellow)  containing  50  mg.  Trasentine®  ( adi- 
phenine)  hydrochloride  with  20  mg.  pheno- 
barbital,  in  bottles  of  100  and  500. 
Trasentine  Tablets  (white)  without  pheno- 
barbital,  containing  75  mg.,  in  bottles  of  100 
and  500.  2/1653M 


T rasentine-Phenobar  bital 


potent  spasmolytic 


mild  sedative 


Ciba  p, 


PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  N.  J. 


Beauty  with  brains 
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Your  patients  probably  won’t  see  beyond  the  sleek,  blond 
mahogany  and  smooth  styling  of  this  modern  beauty. 
But  you’ll  appreciate  the  qualities  hidden  from  view  in 
the  compact  cabinet. 

Consider  its  remarkable  accuracy.  In  continuous  re- 
cordings — one  foot  or  fifty,  there’s  never  the  slightest 
functional  variation. 

More  than  this,  the  Cardioscribe  provides  wide  diag- 
nostic range  by  facilitating  the  application  of  the  follow- 
ing combinations  of  patient  leads: 

1,  2,  3 — Standard  Extremity  Leads 
aVR,  aVF,  aVL  — Augmented  Unipolar  Extremity 
Leads  (Goldberger) 

VR,  VF,  VL  — Unipolar  Extremity  Leads  (Wilson) 
V (1  to  6 inch)  — Unipolar  Chest  Leads 

Seven  push-button  controls  make  it  possible  to  auto- 
matically select  any  of  the  above  leads.  More,  there’s  no 
necessity  for  any  change  in  the  patient’s  electrodes  other 
than  that  of  properly  positioning  the  exploratory  elec- 
trode when  unipolar  extremity  leads  or  unipolar  chest 
leads  are  employed. 

See  your  GE  x-ray  representative  for  a demonstration, 
or  write 


GENERAL 


ELECTRIC 


Direct  Factory  Branches: 

ALBANY  — 8 Elk  St.  NEW  YORK  CITY  — 205  E.  42nd  St. 

BUFFALO  — 27  Barker  St.  ROCHESTER  — 66  Scio  St. 

ELMIRA  — 100  Woodlawn  Ave.  SYRACUSE  — 1020  Genesee  St. 


■ 




THAN  ANY  OTHER  CIGARETTE 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


Published  twice  a month  by  the  Medical  Society  of  the  State  of  New  York.  Publication  Office:  20th  and  Northampton 
Sts.,  Easton,  Pa.  Editorial  and  Circulation  Office:  292  Madison  Avb.,  New  York  17,  N.  Y.  Change  of  Address:  Notice 
Should  State  Whether  or  Not  Change  Is  Permanent  and  Should  Include  thb  Old  Address.  Fifty  cents  per  copy— 
$500  per  year.  Entered  as  second-class  matter  March  1 3, 1939,  at  the  Post  Office  at  Easton,  Pa.,  under  the  Act  of  August  24, 1912. 


VOLUME  51 


JULY  15,  1951 


NUMBER  14 


CONTENTS 


The  Editors  of  the  Journal  assume  no  responsibility  for  the  opinions  and  claims 
expressed  in  the  articles  contributed  by  individual  authors. 


SCIENTIFIC  ARTICLES 

The  Cardiovascular  Examination  of  200  Practicing  Physicians  over  the  Age  of  Forty, 

Arthur  M.  Master,  M.D.,  Kenneth  Chesky,  M.D.,  and  Leon  Pordy,  M.D 1713 

Precordial  Leads  in  the  Electrocardiographic  Diagnosis  of  Myocardial  Damage,  George 
H.  Reifenstein,  M.D.,  F.A.C.P 1718 

The  Role  of  Water  and  Salt  in  the  Development  of  Heart  Failure,  George  E.  Miller,  M.D.  1725 

The  Mode  of  Action  and  Clinical  Uses  of  Antithyroid  Compounds,  Thomas  Hodge 
McGavack,  M.D 1729 

Clinical  Findings  with  the  Dock  Ballistocardiograph,  Harry  Mandelbaum,  M.D., 

F.A.C.P.,  and  Robert  A.  Mandelbaum,  M.D 1734 

Further  Observations  on  the  Response  of  Erythroblastic,  Megaloblastic,  and  Radia- 
tion Anemias  to  Streptomyces-Derived  “Animal  Protein  Factor"  and  Antibiotics, 

Robert  D.  Barnard,  M.D.,  John  M.  Caracappa,  M.D.,  Max  Schwartz,  M.D.,  George  B. 

Gordon,  M.D.,  and  Aaron  Moldover,  M.D 1739 


(Continued  on  page  1668 ) 


78 


AN  EXCELLENT  ADJUNCT 

* In  your  treatment  ol  patients  with  large,  wide  problem  leet. 

’ Corrective  footwear  lor  men,  women  and  children. 

* Shoe  therapy  to  your  instructions. 

* Prosthetic  extensions  in  moderate  elevations. 

FIRST  AVENUE  Between  4th  and  5th  Streets 

NEW  YORK  3.  N.  Y.  GRamercy  7-5504 
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Decholin 

and 

Decholin 

Sodium 


|herapeutic” 


In  biliary  tract  disorders  bile  itself  can  be 
“therapeutic”  — when  the  bile  flow  evoked  is 
abundant  and  fluid,  serving  to  flush  the  biliary  tree 
of  mucus,  pus,  particulate  matter  and  thickened  bile. 

Bile  of  this  “therapeutic”  character  — copious  in 
volume  and  low  in  viscosity  — is  produced  by 
the  specific  hydrocholeretic  action  of  Decholin  and 
Decholin  Sodium.  These  agents  are  especially 
valuable  in  nonsurgical  drainage  therapy  of 
chronic  cholecystitis,  noncalculous  cholangitis  and 
biliary  dyskinesia,  and  before  and  after  surgery 
of  the  tract. 

Adequate  dosage  of  Decholin  for  most  patients 
requires  one  or  two  tablets  three  times  daily  for 
4 to  6 weeks.  Prescription  of  100  tablets 
is  recommended  for  maximum  efficiency  and 
economy.  More  prompt  and  intensive 
hydrocholeresis  may  be  achieved  by  initiating 
therapy  with  Decholin  Sodium  5 cc.  to  10  cc., 
intravenously,  once  daily. 

Decholin  (brand  of  dehydrocholic  acid) 

Tablets  of  3%  gr.  in  bottles  of  100,  500,  1000  and  5000. 

Decholin  Sodium  (brand  of  sodium  dehydrocholate) 

20%  aqueous  solution,  ampuls  of  3 cc.,  5 cc.,  and  10  cc., 
in  boxes  of  3,  20  and  100. 

Decholin  and  Decholin  Sodium,  trademarks  reg. 


AMES  COMPANY,  INC  - ELKHART,  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto 
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MALPRACTICE  PROTECTION 
IN  YOUR  OWN  GROUP  PLAN* 
• 

2 ADVANTAGE  NUMBER  3:  The  rates  you  pay  for  its  ef- 

• fective  protection  are  based  on  the  actual  losses  caused 
only  by  the  members  of  the  State  Society,  as  determined 

2 by  the  Society’s  Malpractice  Insurance  and  Defense  Board. 

• • 

• *Carried  by  the  Employers  Mutual  Liability  Insurance  Company 

2 • 

1 HARRY  F.  WANVIG 

• 

2 Indemnity  Representative 

2 Jflctiical  ^>octct|>  of  tfje  £§>tate  of  f9ork 

70  PINE  ST.,  NEW  YORK  5 TEL:  DIGBY  4-7117 
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Neo-Synephrine  acts  quickly  to  relieve  the  distress  of  hay  fever, 
shrinks  the  engorged  mucous  membranes,  checks  hypersecretion, 
permits  free  breathing  and  promotes  comfort. 

It  is  notable  for  its 

• excellent  tolerance 

• relative  freedom  from  compensatory  congestion 

• lack  of  appreciable  interference  with  ciliary  action 

Its  effectiveness  is  undiminished  by  repeated  use  — insuring 
topical  relief  throughout  the  hay  fever  season. 

Nasal  Use:  V4%  solution  (plain  and  aromatic),  1 01.  bot- 
tles; 1%  solution,  1 oz.  bottles;  Vi%  water 
soluble  jelly,  V*  oz.  tubes. 

Ophthalmic  Use:  Zt%  low  surface  tension,  aqueous  solution, 
isotonic  with  tears,  V4  oz.  bottles. 


Ntw  York  13, fN.  Y.  Windsor,  Ont. 


N«o-Syn0phrm«,  h-ackmark  reg. 
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DANGER 


MORE  DANGER: 

Phenol1  (as  in  calamine  c phenol), 
cocaine  derivatives  and  the  anti- 
histaminics  carrv  the  danger  of  thera- 
peutic dermatitis  due  to  irritation  or 
sensitizing.  This  danger  is  avoided  b\ 
using  bland  Calmitol  Ointment,  the 
antipruritic  "preferred  because  of  its 
freedom  from  phenol,  cocaine,  co- 
caine derivatives  and  other  known 
sensitizing  agents”2. 


Prevent  ivy  poisoning  with  the  Calmi- 
tol Ivy  Leaf  Service.  Write  for  a free 
supply  to 

(ft  £2^0/^: 

155  EAST  44t!i  ST.,  NEW  YORK  17.  N.  Y. 


1.  Underwood.  G.  B.;  Gaul.  L.  E.;  Collins,  E.,  and 

Mosby,  M.;  J.A.M.A.  130:249,  1946.  2.  Lubowc.  I.  1.: 
New  York  State  J.  Med.  50:1743.  1950.  3.  Goodman, 

Herman:  J.A.M.A.  129: 707,  1945. 


RELIEF: 

Pruritus  is  effectivelv  controlled  with 

J 

Calmitol.  The  time-proven  active 
antipruritic  ingredients  of  Calmitol: 
camphorated  chloral,  hyoscyamine 
oleate  and  menthol  ( Jadassohn’s  For- 
mula), as  distinguished  from  cala- 
mine3, block  the  sensations  of  itching 
at  their  point  of  origin  by  raising  the 
impulse  threshold  of  skin  receptor 
organs  and  sensory  nerve  endings. 

The  lanolin-zinc  oxide-petrolatum 
base  of  Calmitol  Ointment  protects 
the  site  of  discomfort  from  irritation 
due  to  clothing,  sweat,  secretions  and 
opposing  macerated  surfaces. 


CALMITOL 


the  bland  antipruritic 
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with  minimum  side  effects 


HISDRIN  makes  possible  full 
antihistamine  effect  for  prolonged 
periods,  but  reduces  such  complicating 
side  actions  as  drowsiness  or  lethargy. 
Its  desirable  clinical  behavior  is  due 
to  a rationale  combination  of  a de- 
pendable antihistamine  agent  and  a 
sympathomimetic  drug  which  exerts 
a stimulating  action  on  the  central 
nervous  system. 

In  patients  who  develop  drowsiness 


upon  taking  an  antihistamine  agent, 
the  mild  cerebral  stimulation  afforded 
by  Hisdrin  aids  in  overcoming  this 
tendency  and  allows  full  mental  and 
physical  activity. 

Hisdrin  is  indicated  in  the  sympto- 
matic control  of  all  allergic  states  in 
which  antihistamines  are  of  value : 
seasonal  hay  fever,  allergic  dermatitis, 
drug  reactions,  and  many  types  of 
pruritus. 


FORMULA 

Each  Hisdrin  tablet  contains: 
Semikon  hydrochloride 

(Methapyrilene  hydrochloride)  50  mg. 
Semoxydrine  hydrochloride 
(d-Desoxyephedrine 

hydrochloride) 2.5  mg. 

It  is  available  on  prescription 
through  all  pharmacies. 


THE  S.  E.  MASSENGILL  COMPANY 
Bristol,  Tenn.-Va. 

NEW  YORK  . SAN  FRANCISCO  • KANSAS  CITY 


HISDRIN 


' i 


1674 


for  the  successful  treatment  of  . 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  Ihe  Department  of  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  o 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC. 


123  West  64th  Street 
New  York  23,  N.  Y. 
Makers  of  the  Soothing , Modernized  Form  of  Burow's  Solution 
DOMEBORO — Tablets  • Powder  • Packets  . Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  A"  x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna’s  Formula"  consisting  of  zioc 
oxi  ic,  glycerine,  gelatin  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 


An  ESTABLISHED  POINT  of  HONOR 

in  the  Medical  Profession  is  . . . that  its  members  and 
their  families  freely  receive  professional  service  in  sick- 
ness. 

It  should  be  an  equal  point  of  honor  among  physicians  to 
see  that  our  colleagues  or  their  widows,  in  old  age  or 
adversity,  receive  our  quiet,  constant  beneficence. 

Mafce  your  check  D U V C T T T A TVT  ’ C U A A/f  17 
to  the  order  of  the  Jr  JHL  I ML1  A TN  U H U 1VL  L 

52  EAST  66TH  STREET  NEW  YORK  21 

vi-syneral  vitamin  drops 

first  and  original 

aqueous  solution  of 
fat-soluble  plus 
water-soluble  vitamins. 

(U.  S.  Patent  No.  2,417,299.) 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
new  york  17,  n.  y. 


COLLECTIONS 

For  members  of  the 
New  York  State  Medical  Society 

Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.  N.  Y.  18,  N.  Y. 

Established  1933 
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OF  HAPPy  MEALTIMES 


WHEN  a baby’s  early  experiences 
with  food  are  pleasurable,  the 
benefits  are  reflected  in  many  ways 
besides  added  pounds  and  inches. 
Zestful  enjoyment  of  meals  also 
helps  a baby  thrive  emotionally! 


How  fortunate  for  your  young  pa- 
tients that  all  Beech-Nut  Foods  taste 
so  appetizing!  With  so  many  appeal- 
ing varieties  to  choose  from,  meal- 
times can  be  happy  from  the  start! 


All  Beech-Nut  standards  of  production 
and  advertising  have  been  accepted  by  the 
Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association. 


A wide  variety  for  you  to  recommend:  Meat 
and  Vegetable  Soups,  Vegetables,  Fruits, 
Desserts— Cereal  Food  and  Strained  Oatmeal. 


Beech-Nut 


FOODS/- BABIES 


Babies  love  them . . . thrive  on  them! 
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WEAK 


"I 


LtO. 


. . . yet  ride  a bike  and  ice 
skate,  and  have  learned  to 
roller  skate,  skip,  and  walk 
down  the  steps  foot-oyer- 
foot." 

Morion  Phillips,  school  girl, 
began  wearing  a Hanger 
Hip  Control  Leg  at  the  age 
of  10.  The  correct  fit  and 
dependable  performance  of 
her  Hanger  Leg  have  en- 
abled Marion  to  take  part 
in  the  normal  activities  of 
a teen-age  girl.  Her  amaz- 
ing rehabilitation  is  not  un- 
usual, others  have  been 
equally  successful,  and 
most  Hanger  wearers  are 
able  to  return  to  a normal 
active  life. 


HANGERJl^'  ucm  b s 

104  Filth  Avenue  98  Central  Avenue  200  Sixth  Avenue 
New  york  11,  N.  y.  Albany  6,  N.y.  Pittsburgh  30,  Pa. 


For  youngsters,  ready  to  take  their 
first  steps,  expertly  fitted  Pedi- 
formes  provide  a broad,  supple 
sole,  a proper  fitting  heel  and 
ample  toe-room.  When  corrective 
alterations  are  indicated,  your  pre- 
scription receives  the  careful  atten- 
tion of  our  experienced  personnel. 


REG  U S PAT.  OFF. 


MANHATTAN  34  WEST  36fh  STREET 
BROOKLYN  288  LIVINGSTON  STREET 

FLATBUSH  843  FLATBUSH  AVENUE 

HEMPSTEAD  NEW  ROCHELLE 
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Turicum  is  available  in  one  pint  bottles. 


THE 

CLINICAL  EFFECT 


nURIOJM 


IN 

CONSTIPATION  * 


Turicum  provides  lubricoid 
softness  without  oil — an  ideal  which  has 
been  the  therapeutic  aim  in  constipation 
management  for  decades. 


The  unique  lubricoid  action  of 
Turicum  is  based  on  its  administration  as 
the  fluid  gel  of  methylcellulose,  with  mag- 
nesium hydroxide  in  less  than  laxative  dos- 
age to  maintain  continued  hydration  within 
the  bowel. 


In  constipation  the  hydrophilic  lubri- 
coid mixes  with  and  softens  the  fecal  con- 
tent, permitting  easy  elimination  without 
stimulation. 


Turicum  is  easy  to  take— palatable,  non- 
bloating— does  not  interfere  with  absorption  of 
oil-soluble  vitamins.  Average  dose:  One  or  two 
tablespoonfuls  at  bedtime,  followed  by  a full  glass 
of  water. 


LABORATORIES 

DIVISION  NUTRITION  RESEARCH  LABORATORIES,  INC. 
CHICAGO  11,  ILLINOIS 
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B R I O S C H I 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


2)uAi$L&m£ 

NYLON  SURGICAL  ELASTIC 
^ STOCKINGS 


Unconditionally  Guaranteed I 

For  varicose  veins,  lymph 
stasis  and  other  swollen 
or  flabby  leg  conditions 

At  reliable  surgical  appliance, 
drug  and  dept,  stores  everywhere. 
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V-C-M  (The  Stuart  Company) ....  Between  1678-1679 

Veratrite  (Irwin,  Neisler  & Company) 1681 

Veriloid-VPM  (Riker  Laboratories,  Inc.) 1697 

Vitamin  B-12  (Merck  & Company) 1696 


Vi-Syneral  Vitamin  Drops  (U.  S.  Vitamin  Corp.)  1674 

Medical  and  Surgical  Supplies 


Artificial  Limbs  (J.  E.  Hanger) 1676 

Duribilknit  Nylon  Surgical  Elastic  Stockings 

(John  B.  Flaherty,  Inc.) 1678 

Orthopedic  Shoes  (Winkler  Shoe  Co.) 1666 

Orthopedic  Shoes  (Pediforme  Shoe  Company) . . . 1676 

Surgical  Supports  (S.  H.  Camp  & Company) ....  1686 

X-Ray  Equipment  (General  Electric  X-Ray 

Corp.) 1664 


Dietary  Foods 

Baby  Food  (Beech-Nut  Packing  Company) 1675 

Miscellaneous 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 1665 

Coca  Cola  (Coca  Cola  Company) 175.8 

Mineral  Water  (Saratoga Springs  Authority)  ....  1694 


I 


mainstay  in  the  active  treatment 
of  threatened  abortion,  Proluton,  pure  progesterone 


for  intramuscular  injection,  should  be  administered 
in  adequate  dosage,  promptly  and  frequently  until  symptoms  subside. 
Thereafter,  a smooth  course  is  favored  by  continuing 

to  provide  action  of  the  corpus  luteum  hormone  with  Pranone, 
orally  effective  anhydrohydroxyprogesterone. 


BLOOMFIELD,  NEW  JERSEY 


PROLUTON  PRANONE 
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JVirfritttenal! 


AN  IMPORTANT  FACTOR  IN  OLD  AGE 


A recent  study1  of  the  health 
and  nutritional  status  of  200 
elderly  patients  and  their  dietary  habits 
revealed  their  food  intake  to  be  deficient 
in  iron,  calcium,  protein,  and,  partic- 
ularly, B complex  vitamins.  In  many 
instances  the  lassitude  and  premature 
weakness  of  the  elderly  are  due  to  such 
deficiencies. 

Correction  by  increased  intake  of  or- 
dinarily eaten  foods  often  proves  diffi- 
cult. The  quantities  that  would  have  to 
be  eaten  frequently  are  more  than  the 
individual  can  consume  comfortably. 


Ovaltine  in  milk— a tasty,  readily  ac- 
cepted and  easily  digested  food  supple- 
ment-offers a simple  solution  to  this 
problem.  Its  wealth  of  biologically  ade- 
quate protein,  quickly  utilizable  carbo- 
hydrate, and  needed  vitamins  and 
minerals,  serves  well  in  the  aim  of  bring- 
ing nutrient  intake  to  optimal  levels. 

The  nutritional  contribution  of  three 
servings  of  Ovaltine  in  milk  (the  recom- 
mended daily  amount)  is  defined  in  the 
appended  table. 

1.  Bortz,  E.  L.:  Management  of  Elderly  Patients, 

Postgraduate  Med.  3:186  (Mar.)  1950. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  of  Ovaltine,  each  made  of 
Vi  oz.  of  Ovaltine  and  8 o z.  of  whole  milk,*  provide: 


PROTEIN 32  Gm. 

FAT 32  Gm. 

CARBOHYDRATE 65  Gm. 

CALCIUM 1.12  Gm. 

PHOSPHORUS 0.94  Gm. 

IRON 12  mg. 

COPPER 0.5  mg. 


VITAMIN  A 3000  I.U. 

VITAMIN  Bi 1.16  mg. 

RIBOFLAVIN 2.0  mg. 

NIACIN 6.8  mg. 

VITAMIN  C 30.0  mg. 

VITAMIN  D 417  I.U. 

CALORIES 676 


*Bosed  on  average  reported  values  for  milk. 

Two  kinds.  Plain  and  Chocolate  Flavored.  Serving  for 
serving,  they  are  virtually  identical  in  nutritional  content. 
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ECONOMY  IS  AN  IMPORTANT  ADVANTAGE  OF  VERATRITE  THERAPY 


Successful  therapeutic  results  with  VERATRITE  in  essential  hypertension  are 
measured  in  terms  of  a fall  in  blood  pressure,  effective  relief  of  symptoms 
and  rehabilitation  of  the  patient  to  a useful,  productive  life. 

The  most  significant  effects  of  VERATRITE  are  circulatory  improvement 
and  a new  sense  of  well-being  for  the  patient.  Furthermore,  Veratrite 
exhibits  a wide  range  of  therapeutic  safety  and  a prolonged  length  of 
action  without  serious  side-effects,  due  to  its  content  of  whole-powdered 
veratrum  viride.  Biologically  Standardized. 

Supplied:  Bottles  of  1 00, 500, 1 000  at  prescription  pharmacies  everywhere. 


Each  VERATRITE  Tabule  contains: 

Veratrum  Viride 3 Craw  Units* 

Sodium  Nitrite 1 grain 

Phenobarbital !4  grain 

Beginning  Dose:  2 tabules  t.i.d.,  after 
meols. 

♦Biologically  Standardized  for  toxicity  by  the 
Craw  Daphnia  Magna  Assay. 

IRWIN,  NEISLER  & COMPANY 


Veratrite 


patients  can’t 


"SLEEP  OFF”  hypertension .. . 


prolonged  vasodilation  should  accompany  sleep 
as  well  as  the  days  activities.  (One  more  reason  why 
NITRAN1TOL  is  the  most  universally  prescribed 


drug  in  the  management  of  hypertension .) 


NITRANITOL 


FOR  GRADUAL,  PROLONGED,  SAFE  VASODILATION 


When  vasodilation  alone  is  indicated.  Nitranitol. 
( 'A  gr.  mannitol  hexanitrate.) 


When  sedation  is  desired.  Nitranitol  with  Pheno- 
barhital.  0*  gr.  Phenobarbital  combined  with  % gr.  mannitol 
hexanitrate. ) 

For  extra  protection  against  hazards  of  capillary 
fragility.  Nitranitol  ivith  Phenobarbital  and  Rutin. 
(Combines  Rutin  20  mg.  with  above  formula.) 

When  the  threat  of  cardiac  failureexists.  Nitranitol 
with  Phenobarbital  and  Theophylline.  ('A  gr.  mannitol 
hexanitrate  combined  with  }«  gr.  Phenobarbital  and  l'A  grs. 
Theophylline. ) 
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When  the  diagnosis  is 


The  value  of  MANDELAMINE* as  a 
urinary  antiseptic  in  the  chemo- 
therapy of  prostatitis  is  based  on 
(1)  its  wide  antibacterial  range,  (2)  ex- 
ceptional freedom  from  drug-fastness 
— MANDELAMINE  retains  its  thera- 
peutic potency  even  against  organ- 
isms which  have  become  resistant  to 
other  antibacterial  agents,  (3)  absence 
of  untoward  reactions  in  nearly  all 
patients,  and  (4)  simplicity  of  regimen. 

Lowsley  and  Kirwin1  recommend 
methenamine  and  mandelic  acid  in 
prostatic  disease,  especially  when  re- 
sistance or  intolerance  excludes  the 
sulfonamides.  A daily  dose  of  2.25  Gm. 
MANDELAMINE  provides  the  antibac- 
terial potency  of  12  Gm.  mandelic  acid 
or  4 Gm.  methenamine.  Moreover, 
since  MANDELAMINE  approximates 
the  sulfonamides  and  streptomycin  in 
effectiveness,  it  may  be  used  first 
whenever  the  diagnosis  is  prostatitis. 


Other  indications  for  MANDELAMINE 
are  pyelitis,  pyelonephritis,  nonspecific 
urethritis,  and  infections  associated  with 
urinary  calculi  or  neurogenic  blad- 
der; also  valuable  for  pre-  and  postop- 
erative prophylaxis  in  urologic  surgery. 

MANDELAMINE  is  available  in  bottles 
of  120,  500,  and  1,000  enteric -coated 
tablets  through  all  prescription  phar- 
macies. Literature  and  samples  to 
physicians  on  request. 

1.  Lowsley,  O.  S.,  and  Kirwin,  T.  J.:  Clinical 
Urology.  Baltimore,  Williams  & Wilkins  Company, 
1944;  vol.  1,  p.  939. 


NEPERA  CHEMICAL  CO.,  INC. 


NEPERA  PARK,  YONKERS  2,  N.  Y. 


* MANDELAMINE  is  the  registered  trademark  of  Nepera 
Chemical  Co.,  Inc.,  for  its  hrand  of  methenamine  mandelate. 
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Gantrisin 

Ophthalmic 

GANTRISIN  DIETHANOLAMINE 

'Roche' 

Because  Gantrisin*  Ophthalmic  has  a 
wider  antibacterial  spectrum,  it  is  highly 
effective  against  many  microorganisms 
found  in  conjunctivitis,  blepharitis, 
dacryocystitis,  corneal  ulcer,  trachoma, 
superficial  punctate  keratitis  and 
other  eye  infections. 


more  effective 

In  a series  of  180  cases,  new 
Gantrisin  Ophthalmic  Solu- 
tion proved  more  effective 
“in  acute  and  subacute  con- 
junctivitis produced  by  either 
gram  negative  or  gram  posi- 
tive organisms."  t 


Because  Gantrisin  Ophthalmic  is  an 

isotonic  solution,  it  usually 

does  not  irritate  or  sting  the  eyes. 

The  fact  that  it  is  a single  sulfonamide, 
not  a mixture,  reduces  risk  of  sensitization. 
A sterile,  stable  solution  containing  4% 
Gantrisin  Diethanolamine  in  1-oz  vials  with 
dropper,  it  does  not  require  refrigeration. 


safer  Gantrisin  Ophthalmic  is 
"better  tolerated , and  less 
prone  to  the  production  of  sen- 
sitization or  allergic  reactions 
than  any  of  the  other  sulfona- 
mides or  antibiotic  prepara- 
tions.'f t 


tQuinn,  L.  H.,  and  Burnside,  P.  M.,  Eye,  Ear,  None  & Throat 
Monthly,  $0:81,  Feb.,  1951 


Hoffmann -La  Roche  Inc. 

Roche  Park  • N utley  10  • New  Jersey 


*GANTRISIN® BRAND  OF  SU  LFISOXAZOLE  (3,4-DI  M ETH  YL-S-SU  LFAN I LAM  I DO-ISOXAZOLe) 
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LUMBOSACRAL 


SUPPORT 


An  Orthopedic  Surgeon*  in 
writing  on  the  treatment  of 
lumbosacral  disorders  in  his 
book  Backache  and  Sciatic 
Neuritis  states  as  follows: — 
"Every  patient  should  be  given 
prolonged  conservative  treat- 
ment before  radical  measures 
are  considered.  Non-operative 
treatment  consists  of  recum- 
bency in  bed,  the  application 
of  support  (adhesive  strapping 
and  belts  of  various  types)  and 
physical  therapeutic  measures. 
When  backache  at  the  lumbosacral 
junction  is  uncontrollable  by  such 
measures,  a fusion  operation  is 
recommended.” 


The  Camp  Support  (illustrated)  is  a practical,  comfortable  aid  in  lumbosacral  disorders. 

The  side  lacing  adjustment  provides  a steadying  influence  upon  the  pelvic  girdle  and  the 
lumbosacral  articulation.  Stainless  steel  uprights  help  rest  and  support  the  lumbar  spine. 


The  garment  is  easily  removed  for  physical  therapeutic  treatments. 


* Philip  Lew  in,  M.D.,  F.A.C.S. 

• Backache  and  Sciatic  Neuritis, 

Chapter  XXXIX,  Page  580 

Published  1943  by  Lea  & Febiger,  Philadelphia 

S.  H.  CAMP  and  COMPANY,  JACKSON,  MICHIGAN 

IVorld’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  at;  200  Madison  Ave.,  New  York;  Merchandise  Mart,  Chicago;  Windsor,  Ont. ; London,  Eng. 


Chloromycetin 


Chloromycetin  Cream 

Chloromycetin  Ophthalmic  (powder  for  solution) 


Chloromycetin  Ophthal  mic  Ointment 


Extending  its  fields  of  usefulness,  CHLOROMYCETIN  (Chloram- 
phenicol, Parke-Davis)  now  provides  topical  therapy  with  the 
same  outstanding  advantages  for  which  its  systemic  administra- 
tion is  so  well  known; 


Chloromycetin  Cream,  1% 

CHLOROMYCETIN  Cream  contains  1%  Chloromycetin  in  a smooth, 
non-irritating  water-miscible  base.  Applied  topically,  CHLOROMYCETIN 
Cream  is  well  tolerated  and  produces  rapid  clinical  improvement  in 
many  superficial  infections  and  dermatological  conditions. 


UNIFORMITY  • RELIABILITY 

BROAD  SPECTRUM  • WELL  TOLERATED 


Chloromycetin  Ophthalmic  (powder  for  solution) 

Chloromycetin  Ophthalmic  Ointment 

CHLOROMYCETIN  Ophthalmic  preparations  provide  high  local  concen- 
trations — without  irritation  — for  treatment  of  ocular  infections. 


Chloromycetin  is  supplied  in  the  following  forms:  Chloromycetin  Kapseals,®  250  mg., 
bottles  of  16  and  100.  Chloromycetin  Capsules,  100  mg.,  bottles  of  25  and  100. 
Chloromycetin  Capsules,  50  mg.,  bottles  of  25  and  100.  Chloromycetin  Cream,  1%, 
1 ounce  collapsible  tubes.  Chloromycetin  Ophthalmic  Ointment,  1%,  J*  ounce  collap- 
sible tubes.  Chloromycetin  Ophthalmic,  25  mg.  dry  powder  for  solution,  individual 
vials  with  droppers. 


e w 


PARKE,  DAVIS  & COMPANY 
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Effectiveness  and  Safety  Proved  in  Clinical  Practice 


Two  recent  reports  on  Sopronol  therapy  establish  its  value. 


1.  Propionate -caprylate  mix- 
tures proved  outstandingly  ef- 
fective . . . “No  instances  of 
irritation  or  sensitivity  were 
observed.”1 

2.  “In  this  series  of  39  patients 

. . . the  conclusion  is  reached 


that  propionate-caprylate 
treatment  is  eminently  effec- 
tive . . . None  of  the  patients 
complained  of  irritation  and 
there  was  no  evidence  of  sensi- 
tization. On  the  contrary,  pre- 
existing ‘id’  areas  disappeared 
during  treatment.”2 * 


1.  Nettleship,  A.:  Arch.  Dermal.  & Syph.  61:669,  1950 

2.  Brewer,  W.  C.:  Arch.  Dermal.  & Syph.  61:681,  1950 

Sopronol  therapy  is  a therapy  of  choice  with  physician  after 
physician. 


SOPRONOL8 


PROPIONATE-CAPRYLATE  COMPOUNDS  Wyeth 


OINTMENT 

Sodium  propionate  . 12.3% 
Propionic  acid  . . . 2.7% 
Sodium  caprylate  . . 10.0% 
Zinc  caprylate.  . . . 5.0% 
Dioctyl  sodium 
sulfosuccinate  . . 0.1% 
Inert  ingred  ents  . . 69.9% 
including  n-Propyl 
Alcohol  . . 10.0% 
1 oz.  tubes 


POWDER 

Calcium  propionate  . 15.0% 
Zinc  propionate  . . . 5.0% 
Zinc  caprylate,  . . . 5.0% 
Inert  ingredients  . . 75.0% 

2 and  5 oz.  canisters 


SOLUTION 

Sodium  propionate  12.3% 
Propionic  acid  . . . 2.7% 
Sodium  caprylate  . . 10.0% 
Dioctyl  sodium 
sulfosuccinate.  . . 0.1% 
Inert  ingredients  . . 74.9% 
including  n-Propyl 
Alcohol  . . 12.5% 

2 oz.  bottles 


ys/£et/i  Incorporated,  Philadelphia  2,  Pa. 


An  “estrogen  of  choice  for  hemostasis  is  'Premarin'. 


mmn 


Estrogenic  Substances  (water-soluble) 
also  known  as  Conjugated  Estrogens  (equine) 
Tablets  and  Liquid 


Highly  Effective  ’Well  Tolerated  • Naturally  Occurring  • Orally  Active 

#Ayerst,  McKenna  & Harrison  Limited  • 22  East  40th  Street,  New  York  1 6,  N.  Y. 

•Fry,  C O.i  J Am.  M.  Women's  A.  4.51  (Feb.)  1949 


Resin-Gastric 
# mucin 
com  Kin  at  ion 


UNITS 


FREE  ACID 


famine 


Hist 


ine  and 


in  peptic  ulcer  management 


. . . the  good  effects  of  resins 
with  those  of  gastric  mucin 
in  the  treatment  of 
gastroduodenal  ulcer” 

“...the  admixture  of  gastric 
mucin  enhances  the  antacid 
ffect  of  the  resins...”* 


Anion  Exchange  Resin  and  Mucin 
Combination,  4 Tablets. 

______  Histamine  and 

Anion  Exchange  Resin  and  Mucin 
Combination,  2 Tablets 


0 


15 


30  45  60  75  90  105  120 

MINUTES 


IN  A FIVE  YEAR  controlled  study* 
recently  completed  at  the  gastro- 
intestinal clinic  of  a large  Chicago 
hospital,  comparative  tests  were  made 
of  available  antacids  in  the  treatment 
of  gastroduodenal  ulceration. 

Various  resinous  substances  were 
tested  including  "the  new  type  of 
'antacid’  ” — Resmicon — a synergis- 
tic combination  of  a finely  dispersed 
ion-exchange  polyamine  resin  with  a 
specially  processed  form  of  gastric 
i mucin. 

Resmicon  was  given  to  a series  of 
patients  over  a period  of  2 to  15 
months.  Most  of  the  patients  chosen 
were  those  who  did  not  respond  well 
to  therapy  with  other  antacids. 

EFFECT  ENHANCED— The  investi- 
gators confirmed  their  previous  find- 
ings** namely  that  "the  admixture 
of  gastric  mucin  enhances  the  effect 
of  the  resins.” 

QUICK  RELIEF  — "Most  patients 


had  good  symptomatic  relief  within 
the  first  week  (two  to  seven  days)  of 
'Resmicon’  treatment  . . . 

"They  felt  better,  ate  better  and 
gained  weight.  The  majority  took  the 
tablets  well  and  there  were  no  com- 
plaints regarding  constipation  or 
diarrhea.” 

HEALING  ENCOURAGED  — ^Si- 
multaneously with  clinical  improve- 
ment the  patients  with  gastric  ulcer 
showed  significant  changes  in  the  size 
of  the  craters  when  x-rays  were  taken 
at  weekly  or  bi-monthly  intervals. 

‘ "Those  who  were  gastroscoped  (a 
total  of  19)  also  showed  healing  of 
the  ulcer.” 

"This  new  substance  [Resmicon] 
appears  to  combine  the  good  effects  of 
resins  (neutralization  of  the  hydro- 
chloric acid  in  gastric  juice  without 
interfering  with  the  acid-base  balance) 
with  those  of  gastric  mucin  in  the 
treatment  of  gastroduodenal  ulcer.” 


Resmicon 


ACID  ADSORBENT  DEMULCENT  • 84  TABLETS 


’Steigmann,  F.,  and  Schlesinger,  R.  B.: 
A Resin-Gastric  Mucin  Mixture  in  the 
Medical  Management  of  Peptic  Ulcer, 
American  J.  Dig.  Dis.  i7:361-365 
(Nov.)  1950. 

’'Scientific  Exhibit  of  the  A.  M.  A., 
Atlantic  City  Session,  1949. 


ES 


DIVISION  NUTRITION  RESEARCH  LABORATORIES,  INC. 
CHICAGO  11,  ILLINOIS 
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even  in  stubborn 
slow  healing  wounds 


OINTMENT 

the  external 

cod  liver  oil  therapy 


burns 

ulcers 

(decubitus,  varicose,  diabetic) 


accelerates  healing 


New  clinical  studies1  again  prove  the  ability  of 
Desitin  Ointment  to  ease  pain,  inhibit  infection,  stimulate 
healthy  granulation,  and  accelerate  smooth  epitheliza- 
tion  in  lacerated,  denuded,  ulcerated  surface  tissues  . . . 
often  in  conditions  resistant  to  other  therapy. 

protective,  soothing,  healing  Desitin  Ointment  is  a self-sterilizing 
blend  of  high  grade,  crude  Norwegian  cod  liver  oil  (with  its 
unsaturated  fatty  acids  and  high  potency  vitamins  A and  D in 
proper  ratio  for  maximum  efficacy),  zinc  oxide,  talcum,  petrolatum, 
and  lanolin.  Does  not  liquefy  at  body  temperature  and  is  not 
decomposed  or  washed  away  by  secretions,  exudate,  urine 
or  excrements.  Dressings  easily  applied  and  painlessly  removed. 
Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars. 


write  for  samples  and  reprint 

1.  Behrman,  H.  T.,  Combes,  F.  C.,  Bobroff,  A., 
and  Leviticus,  R.:  Ind.  Med.  & Surg.  18:512, 1949. 


tut  CHEMICAL  COMPANY 

70  Ship  Street,  Providence  2,  R.  I. 
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serenity. . .poise. . . emotional  equilibrium 


"Because  the  symptoms  are  related  to  menstruation,  certain  neurotic  manifestations  are  errone- 
ously . . . treated  with  sex  hormones.  The  greatest  abuse  of  hormone  therapy  today  is  in  the 
menopause  syndrome.”* 

Your  prescription  for  'Benzebar’  for  your  menopausal  patients  will  make  unnecessary 
the  expense  and  hazards  of  hormone  therapy  in  a great  number  of  cases. 

'Benzebar’  will  help  you  allay  their  apprehension,  depression  and  nervousness.  It  will 
do  much  to  restore  optimism,  cheerfulness  and  sense  of  well-being;  to  relieve  tension, 
nervous  excitability  and  agitation. 


Benzebar 


a rational  combination  of 'Benzedrine’  Sulfate,  5 mg.;  and pbenobarbital,  V\gr. 
Smith,  Kline  & French  Laboratories,  Philadelphia 

Benzedrine’&  Benzebar' T.M. Reg. U.S.Pat. Off.  ^Wilson,  L. : New  York  State  J. Med.  .50:1386  (June  1)  1950 


1694 


When  your  patient  needs 


The  place  is  The  Saratoga  Spa 


Spa  Therapy  . . . 


Mave  you  a patient  who  needs 


?„V"^  statoSa  Spa  show 

terestmgtendenc.es.  d„,as 

Marked  relief  of  the  «>"*«“.,!  m0(1era.e 
noted  in  38  patten  40/ V temp°rary 

relief  m 46  (6.4  /0h 
185(25%)-  , tpre 

Conditions  for  whml.  the  t^etmens^^^ 

gitis,  allergtc  th  nm^M  consis,ed  of 

pharyngitis;  Th  nebulized  saline- 

?he  ."halation  o fi"elyi)onale(i  m,„eral 
akaline,  natural  y 
waters,  and  med.cateo 


waters,  and  medicate 

to  the  number  of  l L_—t 

°Z_  — 


acute  conditions,  hom  fonMo  ^ 

inents  »ere  n«e*saiy  i(.  conditions, 

SrrhCntatments  were  usually 

reqU'rea'  , without  discomfort, 

»-sSSSs^. 

trdthrihVnoted  a genera,  reaction  to 

epinephrine.  condition  of  the 

regimen  of  a sPa- 


When  you  recommend  "a  change  of  scene’’ 


3 weeks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
your  patients  with  such  chronic  conditions  as  Heart 
and  Digestive  disorders.  Arthritis  and  related  ailments, 
and  Hypertension.  At  your  request,  we  will  send  list  of 
local,  private  practicing  physicians  who  will  cooperate 
with  you  as  to  treatment,  rest  and  diet.  Address  Medical 
Director,  The  Saratoga  Spa,  155  Saratoga  Springs,  N.Y. 


^ ^ J ' Listed  by  [he  Committee  on  American  Health  Resorts 
of  the  Council  on  Physical  Medicine  and  Rehahil- 
^ itation  of  the  American  Medical  Association 
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in  peritonitis  A “most  . . . effective  agent  to  date 

in  our  hands  is  terramycin, 
of  which  we  administer  1 gram 
intravenously  every  12  hours.” 

Schaeffer,  J.  R and  Pulaski , E.  J.: 

U.  S.  Armed  Forces  M.  J.  1:1447  (Dec.)  1950 . 


Crystalline  Terramycin  Hydrochloride 
is  available  for  the  control  of 
a wide  range  of  infectious  disease  as 
Capsules,  Elixir,  Oral  Drops. 

Intravenous,  Ophthalmic  Ointment 
and  Ophthalmic  Solution. 


ANTIBIOTIC  DIVISION 


zer)  CHAS.  PFIZER  & CO.,  INC.,  Brooklyn  6,  N.  Y. 
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Pure  Crystalline 
Vitamin  Bi2 


PREFERRED  BECAUSE 

potency,  purity,  and  lack  of  toxicity  of 
crystalline  vitamin  B12  are  clearly  estab- 
lished. 

Potency:  Potency  of  this  U.S.P.  product  is  accu- 
rately determined  by  precise  weight. 

Purity:  Pure  anti-anemia  factor. 

Efficacy:  Produces,  in  microgram  dosage,  maxi- 
mum hematologic  and  neurologic  effects. 

Tolerance:  Extremely  well  tolerated;  “no  evidence 
of  sensitivity”  has  been  reported. 

Toxicity  Studies: 

In  recent  pharmacologic  investigations, 
extremely  large  doses  of  crystalline  vita- 
min B12  (1,600  mg./Kg.)  caused  no  toxic 
reactions  in  any  of  the  animals  treated. 

Merck — first  to  isolate  and  produce  vita- 
min B12 — supplies  Crystalline  Vitamin 
Bj2  in  saline  solution  under  the  trade- 
mark Cobione.*  Your  pharmacist  stocks 
Cobione  in  1 cc.  ampuls  containing  15 
micrograms  of  crystalline  vitamin  B12. 


The  only  form 
of  this  important 
Vitamin 

Official  in  the  U.  S.  P. 


* Cobione  is  the  registered 
trade-mark  of  Merck  & Co.,  Inc. 
for  its  brand  of  Crystalline 
Vitamin  Bu. 


B12  cobione* 

Crystalline  Vitamin  Bi2  U.S.P.  Merck 


COUNCIL 


ACCEPTED 


MERCK  & CO.,  Inc. 


Alanufacturing  Chemists 


RAHWAY,  NEW  JERSEY 


In  Canada:  MERCK  & CO.  Limited  - Montreal 
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For  the  physician  who 
;fers  plain  Veriloid,  this 
ique  Veratrum  fraction 
available  as  usual  in  1,  2, 
d 3 mg.  scored  tablets, 
riloid  has  produced  out- 
tnding  results  in  hyper- 
ision  of  all  degrees,  low- 
ng  the  blood  pressure 
bout  loss  of  the  postural 
lexes  so  necessary  for 
rmal  living. 

M.of  Riker  Laboratories,  Inc. 


Reduces  the  Incidence 
of  Side  Actions 

When  side  actions  have  proved  an  obstacle  to  proper  dosage 
adjustment,  Veriloid -VPM  usually  makes  possible  continuation 
of  therapy.  Containing  per  tablet  Veriloid,  2 mg.,  phenobarbital, 
15  mg.,  and  mannitol  hexanitrate,  10  mg.,  Veriloid-VPM  is  indi- 
cated in  all  forms  of  hypertension  regardless  of  severity.  Blood 
pressure  is  reduced  by  the  specific  hypotensive  properties  of 
Veriloid  — a distinctive  biologically  assayed  fraction  of  Veratrum 
viride,  the  vasorelaxing  action  of  mannitol  hexanitrate,  and  the 
sedative  influence  of  phenobarbital.  This  combination  raises  the 
nausea  threshold,  thus  allowing  many  patients  who  have  been 
found  intolerant  to  Veriloid  to  benefit  from  Veriloid-VPM. 

The  average  dose  of  Veriloid-VPM  is  one  to  one  and  one-half 
tablets  four  times  daily,  after  meals  and  at  bedtime.  Detailed 
information  available  on  request.  Veriloid-VPM  is  supplied  in 
bottles  of  100,  500,  and  1,000  scored  tablets. 

RIKER  LABORATORIES,  INC. 

8480  BEVERLY  BLVD.,  LOS  ANGELES  48,  CALIF. 


•n  all  degrees  of  hypertension 
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A MORE 
ADEQUATE 
APPROACH  TO 
MENOPAUSAL  THERAPY 


THAN  SI  BABB  Capsules  provide  three- 
fold, symptomatic  relief  in  the  manage- 
ment of  the  menopausal  patient . . . adequate 
sedation  . . . cerebral  stimulation  . . . control  of  vaso- 
motor instability. 

TRANSIBARB  takes  full  advantage  of  the  increasing  use  of  a central 
nervous  system  stimulant  combined  with  effective  proportions  of  seda- 
tive medication.  In  addition,  vitamin  E is  employed  in  the  formula  for 
its  demonstrated  efficacy  in  menopausal  therapy. 

In  geriatrics,  too,  TRANSIBARB  tends  to  minimize  nervous  appre- 
hension in  debilitated  and  mentally  depressed  patients. 

Each  TRANSIBARB  Capsule  contains  phenobarbital,  (Warning: 

May  be  habit  forming),  |4  gr.,  d-desoxyephedrine  HCI.,  2.5  mg. 
and  vitamin  E (dl-alpha  tocopheryl  acetate),  5 mg. 

DOSAGE:  One  capsule,  an  hour  after  breakfast;  one  capsule, 
an  hour  after  lunch.  In  exceptional  cases,  a third  capsule  may 
be  given,  if  required,  an  hour  after  the  evening  meal. 

TRANSIBARB 

TRADEMARK 

Sedative-Sympathomimetic 

SUPPLIED:  Bottles  of  500  and  1000  capsules, 
at  all  drug  stores. 

Georqe  A.  Br0OIl  e.  Company 


Literature  anc 
samples  to 
physicians 
on  request. 


Pharmaceutical  Chemists 


NEW  YORK  18,  N.  V. 
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While  the  patient  lies  abed 

D ERM  ASS  AG  E ^ 

helps  maintain 

Healthy  Skin  Condition 


/TEAR  HERE 

and  pin  to  your 
LETTERHEAD 
for  a liberal  Trial  Sample  of 

EDISONITE  SURGICAL  CLEANSER 

Instruments  come  spotlessly  clean 
and  film-free  after  a 1 0-  to  20- 
minute  immersion  in  Edisonite's 
probing  "chemical  fingers"  solution. 
Harmless  to  hands  as  to  metal, 
glass  and  rubber. 

EDISON  CHEMICAL  COMPANY 

30  W.  Washington  St.,  Chicago  2 


^ Oily  lotion  helps  prevent  bed  sores 

The  soothing,  emollient  character  of  Dermassage 
has  made  it  a confirmed  ally  in  measures  for  the 
prevention  of  bed  sores  and  in  massage.  Its  lanolin  and 
olive  oil  content  lubricates  skin  surfaces  and  reduces 
the  likelihood  of  skin  cracks  and  irritation 
resulting  from  dryness.  A pleasant  cool  sensation 
is  produced  by  menthol,  without  resort  to  rapid 
evaporation  and  loss  of  skin  moisture. 

^ Hexachlorophene  gives  added  protection 

With  the  addition  of  hexachlorophene,  effective 
germicidal  and  deodorant  agent  of  low  toxicity, 
Dermassage  has  acquired  greater  protective  value.  It . 
makes  possible  a lowered  bacterial  count  on  skin  areas 
to  which  it  is  routinely  applied,  thus 
minimizing  the  risk  of  initial  infection  should 
skin  breaks  occur  in  spite  of  precautions. 

An  efficient  means  of  protecting  the  patient  against  skin  discomfort 
or  damage  while  confined  to  bed  or  wheel  chair  in 
hospital  or  home.  Used  and  approved  in 
thousands  of  hospitals,  coast-to-coast, 
and  on  the  recommendation  of  doctors, 
nurses  and  hospitals  to  patients 
returning  home. 


— An  Established  Aid 
to  Good  Nursing  Now 
with 

New  Protective  Value 


ison’s  mourn 

p 

EDISON  CHEMICAL  CO. 

30  W.  Washington,  Chicago  2 nysj  7-s, 

Please  send  me,  WITHOUT  OBLIGATION, 
your  Professional  Sample'  of  Dermassage. 

Name • 

Address 


1700 


The  vasorelaxing  properties  of  Tolanate — inositol  hexanitrate 
— are  used  to  their  best  advantage  in  the  management  of 
essential  hypertension  and  the  hypertension  of  the  menopause. 
This  organic  nitrate  effects  a favorable  response  in  an  unusu- 
ally high  percentage  of  patients  treated.  Of  utmost  importance, 
it  virtually  never  leads  to  so-called  " nitrite  headache  ,”  expanding 
its  usefulness  to  many  patients  who  ordinarily  cannot  tolerate 
organic  nitrates. 

The  average  dose  of  Tolanate  is  one  tablet,  or  10  mg.,  three 
or  four  times  daily.  Also  available  is  Tolanate  With  Pheno- 
barbital,  which  contains  10  mg.  of  inositol  hexanitrate  and  16 
nig-  04  gr.)  °f  phenobarbital.  This  combination  is  valuable 
when  emotional  tension  is  a contributing  factor. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION  • NEW  YORK  17,  N Y. 
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for  the 
nervous 
patient 
with  poor 
appetite 


DOSAGE:  One  tablet 
after  each  meal  and  one  or 
two  tablets  at  bedtime  or 
as  directed  by  the  physician. 


Slowten  is  available 
in  bottles  of  100  tablets. 


T H i 


— a palatable  combination 
of  the  effective  sedative, 
phenobarbital,  with  the  appetite 
stimulant,  thiamine  hydrochloride. 

Slowten  is  indicated  in  conditions 
of  disturbed  sleep,  subjective  fatigue, 
anorexia,  emotional  instability,  irri- 
tability and  other  conditions  due  to  a 
mild  Bi  deficiency  or  where  moderate 
sedation  is  required. 

Each  Slowten  Tablet  contains 
phenobarbital  lA  gr.  and  thiamine 
hydrochloride  5 mg. 


MPANY 


M A s s 

COLLEGE  OF  PHYSICIANS 
OF  PHILADELPHIA 
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Private  First  Class  Melvin  Brown,  of  Mahaffey, 
Pennsylvania — Medal  of  Honor  for  valor  in  action  near  Kasan.  Korea,  September  4, 
1950.  Stubbornly  holding  an  advanced  position  atop  a wall,  Pfc.  Brown  stood  off 
attacking  North  Koreans  until  all  his  rifle  ammunition  and  grenades  were  gone. 
When  last  seen  he  was  still  fighting — with  only  an  entrenching  shovel — rather  than 
give  up  an  inch  of  ground. 

Never  forget  the  devotion  of  Melvin  Brown! 

Now,  this  very  day,  you  can  help  make  safer  the  land  he  served  so  far  “above 
and  beyond  the  call  of  duty.”  Whoever  you  are,  wherever  you  are,  you  can  begin 
buying  more  . . . and  more  . . . and  more  United  States  Defense*  Bonds.  For  every 
time  you  buy  a bond  you’re  helping  keep  solid  and  stable  and  strong  the  country 
for  which  Private  Brown  gave  everything  he  had. 

And  remember  that  strength  for  America  can  mean  peace  for  America — so  that 
boys  like  Melvin  Brown  may  never  have  to  fight  again. 

For  the  sake  of  Private  First  Class  Melvin  Brown  and  all  our  servicemen — for 
your  own  boy — buy  more  United  States  Defense  Bonds — now.  Defense  is  your  job, 
too! 


Don’t  forget  that  now  every  Series  E Bond 
you  own  automatically  goes  on  earning 
interest  for  20  years  from  date  of  purchase 
instead  of  10  as  before.  This  means,  for 


example,  that  a Bond  you  bought  for  $18.75 
can  return  you  not  just  $25  but  as  much 
as  $33.33 ! For  your  country’s  security,  and 
your  own,  buy  U.  S.  Defense  Bonds  now! 


*U.  S.  Savings  Bonds  are  Defense  Bonds  - Buy  them  regularly  / 


The  U . S.  Government  does  not  pay  fur  this  advertisement.  It  is  donated  by  this  publication  in 
cooperation  with  the  Advertising  Council  and  the  Magazine  Publishers  oj  America  as  a public  service. 
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tt  substances 


Structural  and  functional  integrity  of  the  nor- 
mal erythrocyte  depends  on  a wide  range  of 
substances— 8 of  which  are  encompassed  in  each 


Cebetinic*  tablet: 

Ferrous  Gluconate  5.0  grains 

Vitamin  Bis  Factors  1.0  microgram 

( as  determined  by  microbiological  assay) 

Folic  Acid  0.67  milligram 

Thiamine  Hydrochloride  2.0  milligrams 

Riboflavin  2.0  milligrams 

Pyridoxine  Hydrochloride  0.5  milligram 

Nicotinamide  10.0  milligrams 

Ascorbic  Acid  25.0  milligrams 


For  anorexia,  asthenia  and  anemia  related  to: 
nutritional  deficits;  post-infection  and  post- 
surgical  states;  chronic  blood  loss;  gastro- 
intestinal disorders  of  absorption;  periods 
of  rapid  growth  in  children;  puberty  and 
pregnancy— 


5 Cebetinic 


Dosage:  Average  Adult  — 3 tablets  daily 

Children— from  1 to  3 tablets  daily,  according 
to  age 

In  bottles  of  60  and  5 00  tablets 


Upjohn 


'Trademark 

Medicine  . . • Produced  irith  care  ...  Designed  for  health 


THE  UPJOI 


COMPANY.  KALAMAZOO.  MICHIGAN 
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'WARNER' 


Preferred  and  Prescribed  by  Physicians 
for  more  than  half  a Century. 

ANUSOL*  HEMORRHOIDAL  SUPPOSITORIES 
promptly  and  effectively  relieve 
the  pain  and  discomfort  of  the  common 
anorectal  disorders. 


ANUSOL*  HEMORRHOIDAL  SUPPOSITORIES 
do  not  contain  narcotic  or  analgesic 
drugs  which  may  mask  more  serious 
anorectal  disorders. 

For  best  results  one  ANUSOL* 
in  the  morning  and  at  bedtime  and 
immediately  following  each  evacuation. 


'WARNER' 


HEMORRHOIDAL  SUPPOSITORIES,  individually 
foil  wrapped,  are  available  in  boxes  of  6,  12  and  48. 


*T.M.  Reg.  U S.  Pat.  Off, 


WILLIAM  R.  WARNER 

Division  of  Warner-Hudnut,  Ine. 

NEW  YORK  IOS  ANGELES  ST.  LOUIS 
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PRECALCIN* 

CAPSULES 


PATIENT-ACCEPTANCE  assured  because  the  color- 
ful two-tone,  easy-to-swallow  capsules,  plus 
the  dry  powder  "fill”,  make  PRECALCIN  con- 
tinuously agreeable  to  all  patients.  There  is  no 
fish-oil  aftertaste. 


DOSAGE:  1 PRECALCIN  Capsule  three  times 
daily,  or  more  as  prescribed. 


AVAILABLE:  Bottles  of  100,  500,  and  1,000 
capsules. 


Each  capsule  contains: 

Dicalcium  Phosphate  (Anhydrous) 0.45  Gm. 

Bone  Phosphate* 0.1  5 Gm. 

Vitamin  A (Ester) 2,000  U.S.P.  Units 

Vitamin  D (Irradiated  Ergosterol) 400  U.S.P. 

Thiamine  Hydrochloride 3.00 

Riboflavin 2.00 

Niacinamide 1 0.00 

Ascorbic  Acid 

Ferrous  Gluconate 45.00 

^Fluorine  content 0.07  mg. 


VITAMIN  PRODUCTS,  INC.  Mount  Vernon,  N.  Y. 


1706 


modern , refreshing,  quick-acting 


Tlieptine 

'Dexedrine’  and  essential  B vitamins 


the  unique  antidepressant  and  nutritive  "tonic” 

Smith,  Kline  & French  Laboratories,  Philadelphia 

Each  5 cc.  (1  teaspoonful)  contains:  'Dexedrine’  Sulfate,  2.5  mg.;  thiamine 
hydrochloride,  5.0  mg.;  riboflavin,  0.45  mg.;  niacin,  6.7  mg. 
Available  in  12  fl.  OZ.  bottles.  ’Theptine’  & ’Dexedrine’  T.M.  Reg.  U.S.  Pat.  Off. 
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CARBO-RESIN 

(SODIUM  REMOVING  RESINS.  LILLY) 


begins  a new 


era  of  edema  control 


Ordinary  table  salt,  so  necessary  to  the  acceptability  of  food,  may  now 
be  permitted  more  liberally  to  patients  with  acute  congestive  heart 
failure  and  to  others  whose  retention  of  sodium  is  excessive. 

The  two  cation  exchange  resins  in  ‘Carbo-Resin’  capture  and  effec- 
tively remove  undesired  sodium.  One  of  them  also  prevents  the  depletion 
of  potassium  by  making  a supply  available  for  absorption.  An  addi- 
tional ingredient,  a special  anion  exchange  resin,  helps  the  other  resins 
to  remove  more  sodium.  Moreover,  it  is  especially  important  because 
it  lessens  the  hazard  of  acidosis  that  may  occur  when  cation  resins  are 
used  alone. 

Edema  may  be  controlled  by  ‘Carbo-Resin’  with  only  moderate  re- 
striction of  sodium.  This  new  regimen  makes  it  possible  for  injections 
of  diuretics  to  be  given  less  frequently  or  often  eliminated.  In  those 
cases  in  which  mercurials  are  contraindicated,  ‘Carbo-Resin’  can  pro- 
vide an  alternate  treatment. 

Details  on  dosage  and  other  important  information  on  ‘Carbo-Resin’ 
may  be  obtained  from  your  Lilly  medical  service  representative  or 
by  writing  to 
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Editorials 

The  A.M.A.  Annual  Meeting 


The  one  hundredth  annual  session  of  the 
American  Medical  Association  held  at  At- 
lantic City,  June  10  to  18,  was  attended  by 
about  12,000  physicians,  and  of  the  201 
members  of  the  House  of  Delegates,  199  at- 
tended, a truly  remarkable  record.  Some 
4,000  scientific  papers  were  presented,  and 
demonstrations,  motion  pictures,  and  color 
television  of  surgical  and  medical  subjects 
drew  large  attendance.  About  290  exhibits 
were  seen  in  the  19  sections  of  the  scientific 
assembly,  and  some  350  concerns  had  tech- 
nical exhibits.  The  television  display  at- 
tracted large  audiences,  evidence  of  popular 
interest  in  this  new  device  for  visual  instruc- 
tion, although  the  propriety  of  certain  indi- 
vidual demonstrations  might  be  questioned. 

The  deliberations  of  the  House  of  Dele- 
gates should  be  given  careful  consideration 
by  physicians  as  they  will  appear  in  suc- 
ceeding issues  of  the  Journal  of  the  American 
Medical  Association.  They  cover  a large 
variety  of  subjects,  including  the  discus- 
sions developed  by  the  reports  of  the  refer- 


ence committees  to  which  the  reports  of 
officers  and  resolutions  were  assigned  for 
study.  Seven  members  of  the  New  York 
State  delegation  were  represented  on  these 
committees,  including  the  chairman  of  the 
committee  on  miscellaneous  business,  Dr. 
Andrew  A.  Eggston. 

To  New  York  physicians  the  unanimous 
election  of  Dr.  Louis  H.  Bauer  as  president- 
elect constitutes  a matter  of  pride  and  satis- 
faction. Intimately  concerned  with  the 
aims  and  business  of  the  A.M.A.  as  a mem- 
ber of  the  Board  of  Trustees  and  its  chair- 
man, Dr.  Bauer  is  eminently  qualified  by 
training  and  accomplishments  to  occupy 
this  high  position,  for  which  he  was  nomi- 
nated at  the  closing  session  of  the  House  by 
an  appropriate,  brief,  but  telling  speech  by 
Dr.  Floyd  S.  Winslow,  chairman  of  the  New 
York  State  delegation. 

In  his  speech  of  acceptance  Dr.  Bauer 
stressed  the  need  for  continued  vigilance  by 
the  medical  profession  to  preserve  the  ideals 
which  have  already  been  achieved  and  to 
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[N.  Y.  State  J.  M. 


develop  further  constructive  action  to  main- 
tain the  freedom  of  the  profession.  He 
pointed  out  that  doctors  can  no  longer  be 
purely  scientific  in  their  viewpoints  but 
should  assume  a wider  role  as  citizens  inter- 
ested in  the  general  welfare  of  their  com- 
munities and  their  country  at  large. 


We  are  proud  of  the  honor  conferred  on 
Dr.  Bauer  and  wish  him  well  during  the 
period  of  hard  work  and  personal  sacrifice  to 
which  necessarily  he  will  be  subjected  when 
he  assumes  in  1952  the  office  of  president 
of  the  greatest  medical  association  in  the 
world. 


Current  Editorial  Comment 


Medical  Progress  and  Dental  Decay. 

Elsewhere  in  this  issue  will  be  found  an 
interesting  discussion  of  dental  caries  in 
the  light  of  medical  progress  in  diagnosis 
and  treatment.  The  author’s  concept  that 
dysfunction  may  be  a cause  of  widespread 
dental  caries  is  well  known  and  skillfully 
presented. 

Whether  one  agrees  with  him  or  not,  his 
special  article  is  well  worth  perusing  and 


will  be  found  on  page  1749  of  this  issue. 
The  author’s  observations  on  dental  condi- 
tions in  many  and  diverse  ethnic  groups 
are  highly  informative.  His  conclusion 
that  vigorous  mastication  is  a prime  neces- 
sity for  the  maintenance  of  dental  health 
seems  sound  reasoning.  We  direct  our 
readers’  attention  to  this  article  with  the 
assurance  that  they  will  find  it  stimulating 
to  further  thought  and  inquiry  into  the 
causes  of  dental  caries. 
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MANAGEMENT  OF  THE  CARDIAC  OUTPATIENT 

by  Donald  B.  Frankel,  m.s.,  m.d. 

Fairfield,  Illinois 

“The  generalized  lack  of  hospital  facilities  today  necessi- 
tates home  or  office  treatment  of  the  ambulatory  patient 
with  chronic  cardiac  decompensation.  Treatment  must 
be  aimed  at  rapid  and  safe  symptomatic  relief,  as  well  as 
at  control  of  the  failing  heart. 

"Mercuhydrin  proved  to  have  many  advantages,  chiefly 
that  it  caused  a rapid  and  continuous  diuresis,  and  thus 
rapid  relief  for  the  patient.  It  was  uniformly  well  toler- 
ated, and  in  no  patient  was  there  any  reaction. 

“Another  advantage  was  the  ease  of  maintaining  the  ‘dry 
weight’  with  only  one  or  two  injections  per  week. 

conclusions 

“Ninety-eight  patients  with  clinical  cardiac  decompensa- 
tion were  treated  as  out-patients.  Meralluride  sodium 
proved  to  be  a necessary  part  of  the  therapy  for  chronic 
cardiac  decompensation. 

“1.  Meralluride  sodium  (Mercuhydrin)  caused  no  local 
or  systemic  reaction  in  any  patient  and  was  well  tolerated 
by  all;  2.  It  is  as  effective  by  the  intramuscular  route  as 
by  the  intravenous  and  displayed  a rapid  and  dramatic 
effect  in  every  case; ...  4.  It  is  as  important  as  any  other 
factor  in  the  emergency  treatment  of  paroxysmal  noctur- 
nal dyspnea  and  cardiac  asthma.” 

SODIUM 

utc// /o/eia/ed  AccaHtfy  a diuretic  c/wice 

MERCUHYDRIN  (Meralluride  sodium  solution) 
is  available  in  lcc.  and  2cc.  ampuls. 

aAvraAcn'ted,  inc.,  Milwaukee  i,  Wisconsin 
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Fig.  1.  Early 

electrocardiographic  changes  in  anterior  myocardial  infarction  and  anteroseptal  myocardial 

infarction. 

various  clinical  situations  in  which  precordial  elec- 
trocardiograms may  be  helpful. 

VI 

V2 

V3 

Myocardial  Infarction  and 
Coronary  Insufficiency 

Generally,  abnormalities  in  the  initial  deflection 
of  QRS  are  the  most  significant  electrocardio- 
graphic evidence  for  the  diagnosis  of  myocardial 

V4 

V5 

V6 

infarction.  Associated  changes  include  those  of 
RST  segments  and  T waves.  The  findings  de- 
pend upon  development  of  currents  of  injury, 
failure  of  activation  of  damaged  muscle  (ventricu- 
lar “windows”  through  which  cavity  negativity 
is  transmitted,  resulting  in  QRS  changes),  and 
ischemia  with  alteration  of  repolarization  pro- 
ducing gradient  change. 

An  estimate  of  what  fraction  of  the  ventricular 
wall  is  infarcted  is  afforded  by  the  type  or  form 
of  abnormal  QRS.  Subendocardial  infarction 
is  associated  early  with  precordial  RST  depres- 
sion, while  in  subepicardial  infarction  RST  ele- 
vation is  the  rule.  Transmural  infarction  is  sug- 
gested by  pronounced  Q waves  with  marked 
decrease  or  absence  of  R waves.  With  intra- 
mural infarction,  only  characteristic  changing  T 
waves  may  be  found.  The  size  of  an  infarct  may 
be  judged  from  the  number  of  leads  in  which 
changes  are  noted  while  its  location  is  determin- 
able by  which  leads  show  the  evidence  (Fig.  1). 
This  illustration  shows  R-ST  segment  eleva- 
tion in  leads  1,  aVi,,  and  V2  through  V6  in  the 
case  of  massive  anterior  infarction,  along  with 


’A^V"  ./vl-vr-  -/vl— -v. 


Fig.  2.  Acute  changes  in  precordial  leads,  maxi- 
mal in  V2,  in  small  anterior  myocardial  infarction. 
In  such  an  instance,  standard  limb  and  univariant 
extremity  leads  may  be  normal. 


the  development  of  significant  Q waves  in  the 
same  leads.  Beginning  T-wave  inversion  is  evi- 
dent in  several  of  the  complexes.  A reciprocal 
R-ST  change  (depression)  is  commonly  observed 
in  leads  on  the  opposite  side  of  the  heart  (leads 
2,  3,  aVR,  a V f)  . In  anteroseptal  infarction  simi- 
lar changes  are  seen,  but  in  fewer  precordial  leads, 
as  shown.  The  changes  illustrated  in  Fig.  1 are 
characteristic  of  transmural  infarction. 

Repeated  tracings  are  of  great  value  and  at 
times  lend  more  support  to  the  diagnosis  of 
myocardial  infarction  than  any  finding  in  a single 
tracing.  Many  leads  may  be  advisable  in  addi- 
tion to  the  usual  positions.  Such  is  the  case  fre- 
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Fig.  3.  Posterior  myocardial  i 

infarction  in  earlier 

stages,  showing  changes  in  standard  limb  leads,  aV f, 
esophageal  leads,  and  occasionally  in  precordial 
leads. 


quently  in  high  lateral,  high  anterior,  postero- 
lateral, septal,  or  small  infarcts  (Fig.  2).  The 
curves  illustrated  emphasize  the  value  of  pre- 
cordial leads  in  the  case  of  a strictly  anterior  in- 
farction, so  located  that  neither  standard  limb 
nor  unipolar  extremity  leads  reflect  the  abnor- 
malities. The  maximal  change  is  seen  in  lead 
V2.  It  is  not  uncommon  to  observe  the  char- 
acteristic pattern  in  only  one  electrode  position, 
which  sometimes  is  outside  the  usual  positions 
Vi  to  V 6,  so  that  frequently  additional  informa- 
tion can  be  obtained  by  exploring  with  the  pre- 
cordial electrode. 

In  posterior  infarction,  precordial  leads  may 
show  only  early  RST  depression  and  unusually 
tall  upright  T waves,  reciprocal  in  shape  from 
"coronary”  T waves  found  in  esophageal  and 
sometimes  in  back  leads,  and  lead  aVF  and  stand- 
ard leads  generally  are  of  greater  value  (Fig.  3). 
Typical  R-ST  segment  elevation  with  deep  Q 
waves  and  beginning  T-wave  inversion  are  evident 
in  leads  2,  3,  aW,  and  an  esophageal  lead  at  ven- 
tricular levels  (labeled  “EOS”),  while  segment 
depression  is  present  in  leads  1,  aVT,  and  V4. 
Precordial  leads  later  may  show  tall  T waves,  as 
illustrated  in  the  bottom  line  (V3  and  V4).  If 
changes  are  also  present  in  V8,  as  indicated  in  the 
illustration,  the  infarction  may  properly  be 
termed  “posterolateral.”  There  is  no  justifica- 
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Fig.  4.  Changes  seen 

\r  ^ 

in  myocardial  anoxia,  mainly 

in  left  precordial  leads. 


tion  for  limitation  of  precordial  leads  to  a few 
positions. 

Myocardial  ischemia  tends  to  be  associated 
with  RST  depression  and  T-wave  inversions, 
while  QRS  changes  do  not  commonly  occur 
(Fig.  4).  Here  the  maximal  R-ST  depression  is 
illustrated  in  leads  V4  and  V5.  Lead  aVR  often 
reflects  potentials  from  the  opposite  side  of  the 
muscle  (the  subendocardial  layer)  and  may  show 
R-ST  elevation.  These  changes  may  also  be 
seen  in  various  standard  and  univariant  extremity 
leads,  depending  on  the  electrical  position  of  the 
heart  in  relation  to  the  extremities.  Transient 
ischemic  changes  may  be  observed  in  spontaneous 
or  induced  attacks  and  indicate,  by  inference, 
coronary  disease. 

Acute  Pericarditis  and  Cardiac  Tamponade 

In  acute  pericarditis  the  changes  are  produced 
by  subepicardial  muscle  alteration  rather  than 
disease  of  the  pericardium  per  se  (Fig.  5).  There 
are  RST  elevation  and  T-wave  changes  without 
QRS  abnormality.  The  illustration  shows  maxi- 
mal elevation  in  leads  V4  to  V6  and  R-ST  depres- 
sion in  lead  aVR,  occasionally  observed  because 
lead  aVR  faces  the  opposite  (subendocardial)  side 
of  the  muscle.  The  RST  elevation  is  transient, 
appears  and  disappears  more  rapidly  than  in 
myocardial  infarction  (emphasizing  the  desirabil- 
ity of  frequent  records),  usually  is  seen  in  all 
precordial  and  standard  leads,  and  characteristi- 
cally starts  as  a straight,  rather  than  curved,  ascent 
from  the  RST  junction.  As  the  RST  changes  re- 
gress to  the  isoelectric  level,  the  T waves  tend 
to  become  flattened  and  then  inverted,  generally 
in  all  leads  and  maximally  in  those  with  the 
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Fig.  5.  Precordial  electrocardiograms  in  acute 
pericarditis.  Lead  aVR  may  occasionally  show  RS-T 
segment  depression. 


largest  segment  displacement.  The  contour  of 
these  inverted  T waves  may  be  indistinguishable 
from  the  “coronary”  type. 

In  chronic  pericarditis  there  may  be  flattened 
or  slightly  inverted  T waves  and  low  QRS  ampli- 
tude (Fig.  6).  These  findings  are  illustrated  in 
the  precordial  leads  and  are  commonly  observed  in 
standard  and  univariant  extremity  leads  in  addi- 
tion. This  latter  pattern  may  be  found  when 
there  is  cardiac  tamponade  (large  pericardial 
effusion,  constrictive  pericarditis),  myxedema 
(perhaps  because  of  hydropericardium),  or  cer- 
tain deficiency  states,  notably  beriberi.  With 
adhesive  pericarditis,  and  also  very  large  hearts, 
the  electrical  position,  as  determined  by  extremity 
leads,  may  vary  little  with  changes  in  posture. 


VI  V2  V3 


V4  V5  V6 


Fig.  6.  Low  amplitude  of  QRS  deflections  with 
T-wave  inversions  in  all  precordial  leads,  a finding 
in  cardiac  tamponade,  myxedema,  and  beriberi. 


Left  Ventricular  Enlargement  (“Strain”) 

In  brief,  the  left  ventricular  enlargement 
(“strain”)  pattern  includes,  in  leads  over  the 
right  ventricle,  deep  S waves,  diminished  to  absent 
R waves,  RST  pseudoelevation,  and  in  leads  over 
the  left  ventricle,  high  longer  R waves,  RST  de- 
pression, and  T-wave  inversion  (Fig.  7).  In  this 
illustration,  leads  Vi  and  V2  may  be  considered 
to  be  over  the  right  ventricle  and  leads  V5  and  V6 
over  the  left  ventricle.  The  characteristic 
changes  are  especially  seen  in  leads  V2  and  V5. 

These  findings  are  an  accentuation  of  the  nor- 
mally thicker  left  ventricular  muscle  findings, 
with  or  without  gradient  change,  and  may  be 
absent  in  badly  damaged  large  hearts  or  those 
with  slight  left  ventricular  enlargement.  Clear 
distinction  cannot  be  made  between  hypertrophy, 
dilatation,  generalized  fibrosis,  or  tiny  areas  of 
infarction.  Although  the  pattern  occasionally 
may  occur  transiently  with  acute  left  ventricular 
failure  or  ischemia,  it  is  more  commonly  found 
without  other  manifestations  of  left  ventricular 
strain.  For  this  reason  some  avoid  this  term. 
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Fig.  7.  Precordial  electrocardiograms  with  ventricular  enlargement  (“strain”)  patterns.  Upper:  right 

ventricular;  lower:  left  ventricular. 
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Fig.  8.  Precordial  electrocardiograms  in  the  same  patient  before  and  after  pulmonary  embolism,  showing 

changes  described  in  text. 


Right  Ventricular  Enlargement  (“Strain”) 
and  Pulmonary  Embolism 

The  right  ventricular  enlargement  (“strain”) 
pattern  is  characterized  by  increased  amplitude 
and  duration  of  R waves,  with  depression  of  RST 
segments  and  T-wave  inversions  in  leads  over  the 
right  ventricle,  and  relatively  small  R waves  and 
prominent  S waves  in  leads  over  the  left  ventricle 
(Fig.  7).  Typical  marked  changes  in  leads  over 
the  right  ventricle  are  seen  in  leads  Vx  and  V2,  and 
the  changes  in  leads  V6  and  V6  are  characteristic 
of  what  leads  over  the  left  ventricle  show.  The 
transitional  zone  between  right  and  left  ventricu- 
lar complexes  may  shift  in  a left  or  clockwise  di- 
rection. 

Some  of  these  changes  may  abruptly  follow  a 
sudden  right  ventricular  load,  such  as  acute  left 
ventricular  failure  or  following  pulmonary  em- 
bolism, where  the  term,  “acute  cor  pulmonale,” 
has  been  used  (Fig.  8).  This  illustration  shows 
that  after  pulmonary  embolism  the  following  oc- 
curred: Leads  Vi  and  V2  exhibit  bipeaked  R 

waves;  T waves  have  become  inverted  in  leads 
V2,  V3,  and  V4,  as  well  as  more  deeply  inverted  in 
Vi;  S waves  have  appeared  in  leads  Vs  and  V6j 
and  the  transitional  zone,  present  at  V3  before 
embolism,  has  shifted  toward  V5  after  embolism. 
The  illustration  also  attempts  to  indicate  that 
P waves  commonly  are  higher  and  more  peaked 
following  pulmonary  embolism. 

Transient,  incomplete  right  bundle  branch 
block  (slight  QRS  prolongation,  averaging  0.11 
second,  with  coarsely  notched  or  bipeaked  R 
waves  in  Vi  and  V2)  is  rather  strongly  suggestive 
of  pulmonary  embolism.  Additional  right  pre- 
cordial  leads  may  facilitate  this  diagnosis.  The 
mechanisms  underlying  these  right  pattern 
changes  are  not  easily  understood  but  probably  in- 


RIGHT 

VI  V2  V6 

LEFT 

VI  V2  V6 

T-  A 

Fig.  9.  Leads  over  right  and  left  ventricular  myo- 
cardium in  bundle  branch  blocks. 


elude  anoxia,  dilation  or  increased  thickness  of 
muscle,  and  conduction  changes. 

Bundle  Branch  Block 

The  delay  in  activation  of  one  ventricle  with 
an  abnormal  pathway  of  conduction  produces 
characteristic  prolongation  and  deformity  of 
QRS  (Fig.  9).  Only  leads  over  the  right  (Vi,  V2) 
and  left  (V6)  ventricular  myocardium  are  illus- 
trated to  avoid  confusion.  In  each  instance 
bizarre  QRS  complexes  are  quite  typical.  The 
distinction  between  right  and  left  block  is  best 
evident  in  precordial  leads.  Those  over  the  ven- 
tricle with  delayed  activation  characteristically 
show  upward  initial  deflections  with  slurring  or 
notching  as  well  as  delay  of  QRS  deflections. 
Leads  over  the  other  ventricle  show  S waves 
which  are  abnormally  deep  and  of  longer  dur- 
ation. T waves  and  RST  segment  changes  often 
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Fig.  10.  Changes  which  may  be  seen  in  a single  precordial  lead  in  various  electrolyte  alterations.  In 
the  case  of  hyperkalemia  (upper  line)  the  changes  are  progressively  greater  from  left  to  right.  The  earliest 
change  (first  complex)  shows  only  peaking  of  the  T wave. 


are  secondary  to  increased  QRS  areas.  However, 
the  gradient  may  change,  as  in  myocardial  is- 
chemia or  infarction.  Lack  of  cavity  negativity 
usually  prevents  development  of  additional 
changes,  i.e.,  abnormal  Q waves,  desired  for  the 
diagnosis  of  myocardial  infarction. 

Electrolyte  Changes 

Changes  in  repolarization  and  sometimes  con- 
duction may  occur  with  certain  electrolyte  alter- 
ations (Fig.  10) . As  indicated  in  the  legend  under 
this  illustration,  these  are  the  changes  seen  in 
any  single  precordial  position,  usually  best  in 
V3  or  V4.  Frequent  records  are  especially  im- 
portant. The  association  of  QT  prolongation  in 
hypocalcemia  was  recognized  long  ago.  This 
type  of  longer  QT  intervals  shows  sparing  or  pres- 
ervation of  T waves.  Recently,  more  attention 
had  been  directed  to  electrocardiographic  abnor- 
malities in  hypokalemia  and  hyperkalemia.  In 
hypokalemia  the  striking  feature  is  QT  prolonga- 
tion partly  at  the  expense  of  the  T waves  (in  con- 
trast to  the  findings  in  hypocalcemia),  along  with 
the  development  of  U waves.  The  complexes 
illustrated  in  Fig.  10  do  not  represent  progressive 
changes  but  again  depict  what  may  be  observed, 
for  example,  in  leads  V3  or  V4. 

There  are  a number  of  changes  with  hyper- 
kalemia. These  include  the  development  of  tall, 
narrow,  pointed  T waves;  depression  of  RST 
segments,  auricular  abnormalities,  atrioventricu- 
lar block,  and  atrial  standstill;  intraventricular 
block;  and  finally  ectopic  ventricular  rhythms, 
often  terminal.  The  earliest  change  may  be 
peaking  of  the  T waves  (show'n  in  the  first  com- 


plex on  the  left  in  Fig.  10)  in  hyperkalemia.  A 
previous  tracing  before  the  electrolyte  alteration 
occurred  may  be  valuable  for  comparison.  As  one 
inspects  the  hyperkalemia  complexes  in  Fig.  10 
from  left  to  right,  progressive  changes  are  seen. 
There  is  some  evidence  for  an  inverse  relation- 
ship between  the  serum  sodium  and  potassium 
concentrations  in  the  development  of  the  electro- 
cardiographic changes  seen  in  hyperkalemia.1 
Although  much  remains  unknown,  it  is  logical 
to  presume  that  these  changes  in  the  electrocar- 
diogram result  from  electrolyte  alterations  in  the 
heart  muscle,  which  may  coincide  with,  or  not 
be  reflected  in,  serum  electrolyte  concentrations. 
Thus  the  electrocardiogram  is  considered  by  some 
authors  to  be  a more  reliable  clinical  index  of 
potassium  intoxication  than  the  measurement  of 
the  serum  potassium  level.1 

The  Proper  Place  of  the  Electrocardiogram 
as  a Diagnostic  Tool 

In  view  of  the  increasing  numbers  of  electro- 
cardiograms being  taken  and  interpreted  by  phy- 
sicians with  a minimum  of  training  in  this  field, 
it  seems  appropriate  to  conclude  this  discussion 
with  some  remarks  about  the  proper  place  of  the 
electrocardiogram  in  diagnosis. 

In  the  first  place,  an  improperly  taken  record 
may  be  worse  than  none  at  all.  Loose  or  mis- 
placed electrode  wires,  improper  standardization, 
inadequate  skin  preparation,  and  other  errors  in 
technic,  when  unrecognized,  may  contribute  to 
much  physical,  mental  and  economic  disability  of 
patients,  just  as  may  the  tracing  which  is  cor- 
rectly taken  but  improperly  read.  Assuming  the 
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technic  is  correct,  one  may  generalize  that  the 
interpretation  errors  more  often  involve  com- 
mission than  omission.  Frequently,  more  is  ex- 
pected of  and  read  into  the  tracing  than  is  justi- 
fied. For  example,  there  are  no  sound  electrical 
or  physiologic  reasons  for  use  of  the  term  “ven- 
tricular strain”  in  connection  with  electrocardio- 
grams. No  part  of  the  electrocardiogram  meas- 
ures the  mechanical  efficiency  of  the  heart  muscle. 
A patient  may  have  a rather  respectable  electro- 
cardiogram while  suffering  terminal  congestive 
failure.  However,  the  objectionable  term 
“strain”  which  is  applied  to  certain  patterns  con- 
tinues in  common  usage  because  of  tradition,  the 
unknown  causes  of  the  changes,  and  lack  of  a 
simple  replacement. 

The  greatest  errors  are  made  in  the  field  of 
coronary  disease.  Coronary  arteriosclerosis  per 
se  produces  no  electrocardiographic  abnormali- 
ties. Gradual  complete  occlusion  of  a large  cor- 
onary artery  often  is  associated  with  a normal 
electrocardiogram.  The  same  applies  to  a num- 
ber of  pathologic  states  of  the  heart,  such  as  dif- 


fuse myocardial  fibrosis.  Records  may  be  normal 
when  all  the  clinical  evidence  points  toward  the 
likelihood  of  acute  myocardial  infarction.  Under 
these  circumstances,  as  always,  the  clinical  studies 
should  be  given  preference  over  laboratory  data 
and  the  patient  treated  as  a case  of  cardiac  in- 
farction, regardless  of  what  his  electrocardiogram 
shows,  until  the  situation  can  be  clarified  with 
later  studies,  including  serial  tracings.  In  the 
same  sense,  a carefully  taken  history  is  more  valu- 
able than  electrocardiograms  in  the  diagnosis  of 
angina  pectoris. 

The  electrocardiogram  is  never  a substitute  for 
the  history  and  physical  examination,  and  its 
values  and  limitations  are  those  of  any  other 
laboratory  adjunct.  Electrocardiograms  do  not 
make  diagnoses  but  may  offer  aid. 
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Reference 

1.  Merrill,  J.  P.,  Levine,  H.  D.,  Somerville,  W.,  and 
Smith,  S.:  Ann.  Int.  Med.  33:  797  (1950). 


TRACHEOBRONCHIAL  ASPIRATION  WITH  A 

A simple  and  safe  method  for  the  internist  and 
general  practitioner  of  meeting  asphyxial  hazard  in 
medical  diseases  and  emergencies  is  particularly 
important  because  these  complications  are  so  fre- 
quently encountered.  In  most  cases,  asphyxia  due 
to  retained  secretion  can  be  treated  by  aspiration 
of  the  tracheobronchial  tree  through  a nasally  intro- 
duced urethral  catheter.  Although  mechanical 
aspiration  has  been  regarded  as  a procedure  for  a 
specialist,  the  author  feels  that  in  a majority  of 
patients  passage  of  a urethral  catheter  through  the 
nose  for  blind  insertion  into  the  trachea  is  a simple 
technic  that  can  be  mastered  quickly,  and  that  fre- 
quently it  is  a lifesaving  procedure.  He  summarizes 
case  histories  to  show  the  value  of  such  aspiration  in 
pneumonia,  acute  bronchiolitis  superimposed  on 
chronic  pulmonary  disease,  acute  cerebral  damage, 
chest  injury,  acute  pulmonary  edema,  morphine  de- 
pression, and  acute  myocardial  infarction.  Other 
conditions  in  which  it  may  be  valuable  he  enumer- 
ates as  follows:  cerebrovascular  accidents,  brain 
tumor,  acute  head  trauma,  meningitis,  bulbar  and 
pseudobulbar  palsy,  myasthenia  gravis,  barbiturate 
poisoning,  acute  alcoholism,  diabetic  or  uremic  coma, 
and  other  infections,  metabolic  disturbances,  and 
injuries  that  exhaust  the  patient  and  depress  cough 
activity. 

All  that  is  needed  are  (1)  an  ordinary  urethral 
catheter  and  (2)  an  electric  suction  machine.  The 


URETHRAL  CATHETER 

catheter  preferably  should  be  new,  about  size  16  F. 
In  a minority  of  cases  it  may  be  best  to  cut  off  the 
blind  top.  It  is  connected  by  a glass  tube  to  the 
rubber  tube  which  leads  to  the  vacuum  bottle  of 
the  suction  machine.  Before  passing  the  suction 
should  be  tested  by  putting  the  catheter  in  a glass  of 
water.  Adequate  lubrication  is  provided  by  moist- 
ening the  catheter  in  water. 

Contraindications. — ( 1 ) Where  there  is  pronounced 
local  disease  in  the  larynx,  insertion  of  the  catheter 
should  be  attempted  only  by  a specialist.  (2) 
Alarming  glottic  spasm  requires  a specialist’s  services 
in  inserting  a Magill  tube  or  in  bronchoscopy.  (3) 
Nasal  obstruction  or  gross  purulent  infection  (but 
not  in  the  tracheobronchial  tree)  means  that  the  oral 
rather  than  the  nasal  route  should  be  used.  How- 
ever, if  catheterization  is  urgently  needed,  infection 
of  the  area  through  which  the  instrument  must  be 
passed  should  not  be  considered  a contraindication, 
since  chemotherapy  makes  the  hazard  of  spread  of 
infection  relatively  unimportant.  (4)  If  coughing, 
straining,  or  struggling  is  provoked  in  conditions 
such  as  cerebral  hemorrhage  or  subtentorial  tumor, 
the  risk  of  passing  the  catheter  may  be  too  great. 
This  risk  will  have  to  be  balanced  against  the  cer- 
tainty of  death  by  asphyxia.  When  such  certainty 
is  apparent,  the  risk  may  be  justified. — Leonard 
Cardan , M.D.,  Journal  of  the  American  Medical 
Association,  April  8,  1950 
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ALTHOUGH  the  clinical  manifestations  of 
chronic  congestive  cardiac  failure  are  well 
known  to  every  second-year  medical  student,  an 
understanding  of  the  dysfunction  which  leads  to 
these  symptoms  and  signs  has  been  the  goal  of 
several  generations  of  physiologists.  For  three 
decades,  following  the  enunciation  of  the  funda- 
mental observations  which  led  to  its  develop- 
ment, the  Starling  hypothesis  of  “backward” 
failure  was  not  seriously  challenged.  During  the 
last  ten  years,  however,  new  measurements  have 
been  made,  new  interpretations  placed  upon  the 
old,  and  there  has  arisen  a new  body  of  data  in 
»’  support  of  the  contradictory  concept  of  “forward” 
failure.  Attempts  to  reconcile  these  conflicting 
points  of  view  have  not  been  notably  successful, 
and  recent  observations  which  clearly  fit  neither 
hypothesis  have  served  only  to  create  further 
confusion.  This  paper  cannot  hope  to  resolve 
the  conflict  but  will  attempt  to  bring  together  for 
examination  the  principal  claims  of  the  several 
groups  and  to  point  out  some  of  the  therapeutic 
applications  of  their  conclusions. 

The  initial  studies  which  led  to  the  develop- 
ment of  the  “backward”  failure  theory  were 
made  on  isolated  heart-lung  preparations  during 
the  early  years  of  this  century.1  It  was  found 
that  in  the  normally  functioning  heart  an  in- 
crease in  venous  return  was  followed  by  an  in- 
crease in  ventricular  diastolic  filling  size  which 
resulted  in  a more  forcible  systolic  ejection  of 
this  larger  volume  of  blood.  If  the  heart  was 
allowed  to  tire,  a normal  venous  return  resulted 
in  a similar  increase  in  the  ventricular  diastolic 
filling  size  as  the  ventricular  output  fell.  How- 
ever, under  these  circumstances  the  stretching  of 
ventricular  muscle  did  not  result  in  an  increased 
systolic  output,  and  an  accumulation  of  blood  on 
the  venous  side  of  the  system  occurred.  This  de- 
crease in  cardiac  output  associated  with  increased 
venous  pressure  seemed  analogous  to  the  dys- 
function evident  in  the  patient  with  heart  failure. 

It  was  further  believed  that  such  an  increase  in 
peripheral  venous  pressure  resulted  in  an  altera- 
tion in  the  normal  exchange  of  fluid  across  the 
capillary  membrane.2  The  resultant  accumula- 
tion of  an  ultrafiltrate  of  plasma  in  the  inter- 
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Fig.  1.  The  upper  diagram  represents  the  normal 
pressure  relationships  at  the  arterial  and  venous 
ends  of  the  capillary,  with  the  resultant  movement 
of  fluid  (lower  arrows)  across  the  capillary  mem- 
brane. The  lower  diagram  represents  the  changes  in 
these  pressure  relationships  and  the  fluid  movement 
following  an  increase  in  venous  pressure  (reduced 
return  of  fluid  at  venous  end  of  capillary,  increased 
interstitial  fluid  volume,  decreased  plasma  volume). 


stitial  space  became  clinically  evident  as  pitting 
edema  (Fig.  1).  This  belief  was  subsequently 
confirmed  by  measurements  of  capillary  fluid  ex- 
change under  various  pressure  gradients.3 

This  explanation  of  the  mechanism  of  conges- 
tive heart  failure,  which  developed  from  observa- 
tion of  an  isolated  heart-lung  preparation,  was 
generally  confirmed  by  the  measurements  that 
could  be  made  in  human  patients  suffering  from 
this  disorder.  There  were,  however,  a few  dis- 
senters who  suggested  that  failure  of  the  blood  to 
be  propelled  through  the  arterial  system  should 
not  be  completely  neglected  in  favor  of  the  venous 
accumulation  of  blood  as  an  explanation  of  the 
manifestations  of  this  syndrome.  This  moved 
Altschule  in  1938  to  suggest  that  there  was  little 
point  in  such  an  argument  since  it  was  obvious 
that  what  did  not  go  forward  must  remain  be- 
hind, while  that  which  remained  behind  could 
not  go  forward  and  that  both  changes  must  lead 
to  certain  alterations  in  body  function.4 

There  appeared  to  be  only  one  serious  omission 
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in  this  theory  of  the  genesis  of  congestive  failure. 
No  explanation  of  the  clinical  observation  of  the 
harmful  effect  of  salt  in  the  edematous  patient 
was  offered.  Despite  this  omission,  with  few 
modifications  the  concept  of  “backward”  failure 
was  generally  accepted  until  the  first  years  of  the 
last  decade. 

In  1941,  Schroeder  undertook  an  investigation 
of  the  validity  of  the  widely  accepted  therapeutic 
truism  that  the  ingestion  of  water  should  be 
sharply  limited  in  patients  with  cardiac  edema.5 
His  studies  clearly  demonstrated  that  if  sodium 
chloride  intake  were  reduced  to  less  than  1 Gm. 
a day  most  patients  would  lose  edema  fluid  irre- 
spective of  the  level  of  water  intake.  It  was 
further  pointed  out  that  patients  recovering  from 
congestive  heart  failure  exhibited  a very  marked 
impairment  of  the  ability  to  excrete  an  added 
sodium  chloride  load,  although  they  responded  to 
mercurial  diuretics  with  a chloride  diuresis.  This 
suggested  that  there  was  no  inability  of  the  body 
to  excrete  sodium  chloride  but  rather  some  func- 
tional disorder  which  led  to  its  retention.6 

Over  a period  of  years  it  has  been  the  impres- 
sion of  many  investigators  that  there  was  no 
direct  correlation  between  the  elevation  of  venous 
pressure  and  the  degree  of  fluid  retention  in  pa- 
tients with  heart  failure.  In  1944  Warren  and 
Stead  re-examined  this  relationship  and  reported 
that  in  the  development  of  this  syndrome  the  in- 
crease in  body  weight  (which  was  the  measure  of 
fluid  retention)  preceded  the  elevation  of  venous 
pressure.7  Such  observations  led  them  to  postu- 
late that  the  development  of  cardiac  edema  de- 
pended upon  some  fundamental  fault  in  sodium 
excretion  which  led  to  the  retention  of  wrater. 
The  resultant  increase  in  extracellular  fluid  vol- 
ume was  thought  to  be  responsible  for  the  venous 
distention.  They  suggested  that  the  mechanism 
of  the  sodium  retention  was  primarily  renal  and 
that  this  dysfunction  was  produced  by  a reduc- 
tion in  blood  flow  and  the  glomerular  filtration  of 
sodium  which  resulted  from  the  decreased  cardiac 
output.  Subsequent  measurements  of  renal 
blood  flow  and  glomerular  filtration  rate  by  the 
clearance  technic  confirmed  this  impression.8 

As  accurate  measurement  of  cardiac  output  by 
direct  Fick  principle  utilizing  right  heart  catheteri- 
zation was  more  widely  employed,  it  was  found 
that  in  several  groups  of  patients  suffering  from 
congestive  failure  the  cardiac  output  was  greater 
than  normal.  These  patients  were  those  who  ex- 
hibited thyrotoxicosis  or  severe  anemia.  De- 
spite this  increased  cardiac  output  the  renal  dys- 
function in  such  patients  was  essentially  the 
same  as  that  which  had  been  observed  in  those 
who  had  heart  failure  with  reduced  cardiac  out- 
put.9 The  use  of  such  evidence  to  discredit  the 
theory  of  “backward”  failure  may  not  be  en- 


tirety fair  since  it  is  altogether  possible  that  the 
cardiac  output  preceding  the  development  of  fail- 
ure was  even  higher  than  the  value  determined 
during  failure.  Here  the  absolute  level,  while 
higher  than  the  normal  mean  value,  would  repre- 
sent a reduction  in  output  in  the  particular 
situation. 

Whether  decreased  glomerular  filtration  of  so- 
dium can  account  for  the  degree  of  sodium  reten- 
tion in  heart  failure  is  currently  a matter  of 
vigorous  debate.  With  more  extensive  study  of 
renal  function  in  patients  with  cardiac  decompen- 
sation it  has  been  demonstrated  that  there  is  no 
direct  correlation  between  renal  plasma  flow  and 
glomerular  filtration  rate  and  edema  formation. 
Cardiac  edema  may  develop  and  disappear  with- 
out any  significant  alteration  in  these  measure- 
ments. Patients  who  demonstrate  a reduction  in 
plasma  flow  and  filtration  rate  may  recover  from 
the  edema  without  a return  of  these  measure- 
ments to  normal  values.  However,  the  impair- 
ment of  sodium  excretion  is  a constant  finding  in 
heart  failure.  It  is  believed  by  many  workers 
that  this  represents  an  alteration  in  tubular  re- 
absorption of  sodium  rather  than  a reduction  in 
the  glomerular  filtration  of  this  ion.10  Whatever 
the  mechanism,  primacy  of  sodium  retention 
seems  firmly  established. 

The  essence  of  the  “forward”  failure  theory 
which  emerges  from  these  studies  is  that  cardiac 
decompensation  is  a manifestation  of  the  inability 
of  the  myocardium  to  meet  peripheral  metabolic 
demands,  either  through  intrinsic  disease  of  the 
heart,  increased  peripheral  demand  (as  in  thyro- 
toxicosis), or  decreased  transport  facilities  (as  in 
anemia).  When  this  insufficiency  develops,  cer- 
tain circulatory  readjustments  occur,  and  the 
most  striking  of  these  is  within  the  kidney.  The 
resultant  reduction  in  excretion  of  sodium  leads 
to  the  retention  of  water,  increased  extracellular 
fluid  volume,  elevated  venous  pressure,  and  pit- 
ting edema  (Fig.  2). 

In  1948  Bradley  and  Blake  attempted  to  recon- 
cile these  conflicting  points  of  view.11  They  '• 
demonstrated  that  in  the  normal  human  experi- 
mental subject  an  increase  in  renal  venous  pres-  » 
sure,  accomplished  without  alteration  in  renal 
plasma  flow  or  glomerular  filtration  rate,  was 
attended  by  decreased  urinary  excretion  of  so- 
dium and  water.  It  was  suggested  that,  while 
alterations  in  blood  flow  and  filtration  rate 
which  were  present  in  heart  failure  might  ini- 
tiate the  retention  of  sodium  and  water,  an  in- 
creased venous  pressure  alone  might  produce  a 
similar  metabolic  change. 

If  the  “backward”  failure  theory  must  be  sup- 
ported by  the  demonstration  of  an  initial  rise  in 
venous  pressure,  then  the  “forward”  failure 
theory  must  be  supported  by  the  demonstration 
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Normal  Congestive  Heart 

Failure 


Fig.  2.  The  normal  glomerular  filtration,  tubular 
reabsorption,  and  urinary  excretion  of  sodium  and 
water  are  indicated  diagrammatically  on  the  left. 
On  the  right  the  reduced  filtration  of  sodium,  in- 
creased tubular  reabsorption  of  water  (solid  arrow, 
left)  and  of  sodium  (broken  arrow,  right),  and  de- 
creased urinary  excretion  of  sodium  in  congestive 
heart  failure  are  represented.  This  functional  altera- 
tion results  in  an  increase  in  both  interstitial  fluid 
and  plasma  volume  as  indicated. 

I of  an  initial  retention  of  sodium  ions,  since  it  is 

sodium  retention  that  is  believed  to  lead  to  the 

retention  of  water.  The  fluid-retaining  property 

of  sodium  is  dependent  upon  its  position  as  the 

principal  component  of  osmotically  active  base 

of  the  extracellular  fluid  compartment.  In- 

crease in  the  concentration  of  sodium  is  believed 

to  cause  stimulation  of  the  osmoreceptors  of  the 

hypothalamus  with  a resultant  increase  in  the 

production  of  pituitary  antidiuretic  hormone 

which  leads  to  accelerated  renal  tubular  reab- 
sorption of  water.  If  this  increase  in  extracel- 
lular fluid  osmotic  pressure  is  responsible  for 
water  retention  one  might  expect  to  find  an  ele- 
vated, or  high  normal,  serum  sodium  concentra- 
tion in  patients  who  are  developing  heart  failure. 
It  has  been  our  experience  to  find  that  the  serum 
sodium  concentration  in  this  condition  is  actu- 
ally low,  or  in  the  lower  extremity  of  the  normal 
range.  Stead  has  recently  reported  this  to  be  a 
general  experience.I * * * * * * * * * * 12 

Where  sodium  retention  leads  to  the  accumu- 
lation of  edema  fluid,  that  edema  fluid  might  be 
expected  to  have  a sodium  concentration  which 
is  as  high  as  that  of  normal  extracellular  fluid,  or 
higher.  Thus  an  increase  in  body  weight  of  1 
Kg.  in  the  patient  who  is  developing  edema  in 
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Fig.  4.  In  each  graph  the  upper  line  represents 
the  gain  in  weight  and  the  lower  line  the  retention 
of  sodium  during  the  development  of  congestive 
heart  failure. 


this  manner  might  be  expected  to  represent  the 
retention  of  150  mEq.  of  sodium  which  is  the 
amount  of  sodium  present  in  1 L.  of  normal  ex- 
tracellular water  (Fig.  3).  Figure  4 shows  the 
quantitative  relationship  between  sodium  reten- 
tion and  fluid  retention  in  two  patients  studied 
during  the  development  of  congestive  failure.  In 
each  instance  the  fluid  which  was  retained  con- 
tained far  less  than  the  anticipated  150  mEq.  per 
L.  During  the  period  of  active  fluid  retention 
the  serum  sodium  concentration  fell  rather  than 
rose. 

These  findings,  like  those  observations  which 
were  made  earlier  in  a group  of  patients  recover- 
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ing  from  heart  failure,  suggest  that  water  reten- 
tion rather  than  sodium  retention  may  be  the 
initial  metabolic  dysfunction  in  this  syndrome.13 
Although  this  conflicts  very  strikingly  with  the 
clinical  observation  of  the  untoward  effect  of 
added  sodium  in  the  edematous  patient  and  the 
absence  of  any  significant  ill  effect  following  the 
administration  of  relatively  large  amounts  of 
water,  it  has  been  difficult  to  interpret  the  data 
in  any  other  way.  Such  a suggestion  is  not, 
however,  without  historical  precedent.  In  1932 
Fremont-Smith  called  attention  to  the  failure  of 
patients  with  edema  to  respond  to  water  with  a 
prompt  diuresis.14,15  He  suggested  that  some 
antidiuretic  factor  was  responsible  for  precipi- 
tating attacks  of  edema.  The  recent  demonstra- 
tion of  an  antidiuretic  substance  in  the  urine  of 
patients  with  congestive  heart  failure  is  in  no 
way  proof  of  this  concept  since  such  a material 
might  be  expected  to  be  present  whether  sodium 
or  water  retention  were  initial  events  in  the  de- 
velopment of  edema.16 

Although  the  data  suggests  the  initial  reten- 
tion of  water  in  cardiac  decompensation,  such  a 
conclusion  does  not  at  this  time  carry  with  it  any 
therapeutic  implication.  It  should  serve  only  as 
a point  of  departure  for  further  studies  of  the 
complex  physiologic  alterations  in  heart  failure. 
In  terms  of  the  patient  suffering  from  this  disease 
the  importance  of  the  several  factors  which  con- 
tribute to  the  development  of  edema  is  quite 
clear. 

It  should  be  emphasized  that  water  and  salt 
are,  at  most,  of  secondary  importance  in  the  de- 
velopment of  heart  failure.  The  initiating  dis- 
turbance is  the  failure  of  the  myocardial  pump  to 
meet  the  demands  of  the  body  under  varying 
conditions  of  activity.  Where  cardiac  output  is 
inadequate  to  meet  peripheral  demands,  proper 
therapy  calls  for  an  increase  in  output  or  a de- 
crease in  the  demand.  The  former  is  accom- 
plished by  the  use  of  digitalis.  The  latter  is 
accomplished  by  reducing  the  activity  of  the 
patient,  by  reducing  his  basal  metabolic  needs 
(if  he  has  thyrotoxicosis),  or  by  correcting  the 
deficit  in  transport  (if  he  has  severe  anemia).  It 
is  only  when  these  primary  disorders  have  been 
considered  that  attention  should  be  given  to  the 
correction  of  the  secondary  defects. 

The  most  important  of  the  secondary  thera- 
peutic measures  is  a limitation  of  the  introduc- 
tion of  sodium  into  body  fluids.  If  this  is  accom- 
plished, the  water  intake  need  not  be  restricted. 
Until  recently,  the  only  method  for  the  limitation 
of  sodium  absorption  has  been  the  reduction  of 
dietary  sodium  intake.  This  was  difficult  to 
achieve  and  often  impossible  to  maintain  over 
long  periods  of  time.  In  the  patient  with  severe 
congestive  failure  even  this  restriction  was  sel- 


dom enough,  for  the  sodium  intake  was  still 
greater  than  the  very  markedly  reduced  sodium 
excretion.  A new  and  more  effective  method  of 
sodium  limitation  has  recently  been  introduced 
into  clinical  therapy.  This  is  the  cation  ex- 
change resin.  This  insoluble,  nonreactive  sub- 
stance when  taken  by  mouth  is  capable  of  bind- 
ing on  its  surface  a large  part  of  the  sodium  which 
is  present  in  a diet  of  4.0  Gm.  of  sodium  chloride 
a day.  This  sodium,  having  never  been  absorbed 
into  the  extracellular  fluid,  is  excreted  in  the 
feces.  The  binding  of  potassium  as  well  as  so- 
dium was  the  source  of  considerable  concern  in 
the  use  of  early  preparations  of  cation  exchange 
resins.  Hypokalemia  was  a dangerous  complica- 
tion to  be  guarded  against  with  care.  In  the 
newer  preparations  this  problem  has  been  solved 
by  the  addition  of  potassium  to  the  resin.  This 
added  potassium  prevents  the  depletion  of  body 
stores  of  this  ion.  Depletion  of  other  cations  has 
not  been  observed  with  the  resins  now  available 
for  clinical  use. 

While  the  limitation  of  sodium  is  important  in 
the  prevention  of  the  accumulation  of  edema 
fluid,  the  hastening  of  its  excretion  is  equally  im- 
portant in  the  relief  of  edema.  Here  again  the 
cation  exchange  resin  may  be  of  inestimable 
value.  Where  dietary  sodium  intake  is  low,  the 
resin  is  capable  of  binding  sodium  which  is 
normally  secreted  into  the  gastrointestinal  tract 
and  carrying  that  sodium  out  of  the  body  in  the 
feces.  This  is  commonly  accompanied  by  a 
marked  increase  in  urine  volume  and  the  reduc- 
tion of  edema. 

A method  more  generally  used  in  the  achieve- 
ment of  negative  sodium  balance  is  the  adminis- 
tration of  a mercurial  diuretic  which  produces  an 
elevation  in  the  urinary  excretion  of  sodium 
chloride  with  a resultant  increase  in  the  excretion 
of  water.  The  effectiveness  of  this  method  can 
often  be  doubled  by  providing  larger  quantities  of 
the  chloride  ion  for  excretion.  This  is  the  basis 
of  the  long-established  use  of  ammonium  chloride 
to  potentiate  a mercurial  diuretic.  Such  poten- 
tiation can  be  achieved  in  a similar  manner  by 
the  administration  of  a cation  exchange  resin. 
While  an  increase  in  urine  volume  following  the 
injection  of  a mercurial  is  not  a constant  effect, 
the  increase  in  excretion  of  sodium  and  chloride 
invariably  follows  the  administration  of  such 
drugs.  Thus,  the  patient  who  does  not  respond 
with  a water  diuresis  does  respond  by  the  excre- 
tion of  a considerable  quantity  of  electrolyte. 
Persistent  administration  of  mercurials  in  the 
absence  of  a satisfactory  water  diuresis  may  re- 
sult in  very  serious  depletion  of  body  electrolyte 
with  its  attendant  symptoms  and  signs. 

Whether  water  administration  has  any  place 
in  the  therapy  of  cardiac  edema  is  not  completely 
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settled.  It  is  generally  conceded  that  limitation 
of  fluid  is  not  only  without  value  but  may  actu- 
ally result  in  certain  harmful  effects.  At  least 
one  investigator  believes  that  very  large  quanti- 
ties of  water  should  be  used  therapeutically. 
Most  workers  feel  that  the  patient  himself  is  best 
able  to  judge  his  water  needs;  thirst  should  be 
satisfied,  but  fluid  in  excess  of  this  amount  is  of 
no  therapeutic  value. 
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THE  MODE  OF  ACTION  AND  CLINICAL  USES  OF  ANTITHYROID 
COMPOUNDS 


Thomas  Hodge  McGavack,  M.D.,  New  York  City 
( From  the  New  York  Medical  College,  Flower  and  Fifth  Avenue  Hospitals) 


T TYPERTHYROIDISM  includes  all  forms  of 
IT  overactivity  of  the  thyroid  gland  and  can  be 
clinically  separated  into  two  major  categories: 

B Graves’  disease,  or  exophthalmic  goiter,  and 
Plummer’s  disease,  or  toxic  nodular  goiter.  Ex- 
cept in  the  most  highly  endemic  goitrous  regions, 
the  first  form  of  this  disease  rarely  if  ever  appears 
unless  two  conditions  are  simultaneously  active: 
(1)  a constitutional  inferiority  involving  the  glands 
of  internal  secretion  in  association  with  a very 
labile  autonomic  nervous  system  and  (2)  an 
emotional  or  psychic  insult,  usually  insufficient 
to  affect  the  average  person  seriously  but  readily 
damaging  to  the  already  unstable  endocrine  sys- 
tem of  the  susceptible  individual. 

Curative  therapy  therefore  must  envisage  a 
proper  use  of  psychotherapy  and  rest.  The 
psychotherapy  should  be  of  the  “common  sense” 
variety  readily  administered  by  the  practitioner 
who  is  the  patient’s  family  physician  and  knows 
most  about  the  emotional  upheavals  and  psychic 
insults  which  have  led  to  the  physical  condition. 
He  is  by  far  the  best  person  to  apply  the  proper 
remedies,  which  may  involve  adjustments  of 
household  duties,  the  stimulation  of  thoughtful- 
ness on  the  part  of  other  members  of  the  family, 
and  the  correction  of  habits  on  the  part  of  patient 
or  loved  ones  which  have  lead  to  anxiety,  worry, 
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and  fear.  This  side  of  the  therapeutic  regimen 
takes  time,  and  while  it  is  slowly  being  evolved, 
the  physical  maladjustment  may  take  an  irrevers- 
ible toll  of  health  if  the  ravages  of  the  overactive 
thyroid  upon  the  body  as  a whole  are  not  checked. 

Four  general  methods  of  decreasing  thyroid 
activity  are  open  to  us:  (1)  surgery,  which  re- 
moves the  “thyroid  factory”;  (2)  roentgen  radia- 
tion and  radioactive  iodine  which  destroy  this 
factory  in  situ;  (3)  iodine,  which  suppresses  the 
action  of  the  anterior  pituitary,  thyrotropin,  and 
intermediary  enzymic  processes  within  the  thy- 
roid cell,  i.e.,  interferes  with  the  administrative 
branches  of  the  thyroid  factory;  and  (4)  anti- 
thyroid compounds  of  the  “thio”  type,  which 
stop  the  wheels  of  the  thyroid  machinery  by 
blocking  the  oxidative  enzymic  processes  through 
which  the  raw  materials,  iodine  and  tyrosine,  are 
converted  into  thyroxin. 

Classification  of  Antithyroid  Compounds 

In  its  broadest  sense  an  antithyroid  compound 
may  be  looked  upon  as  a chemical  agent  which 
suppresses  the  production  of  thyroid  hormone  or 
interferes  with  its  use  by  the  peripheral  tissues. 
Dependent  upon  the  point  of  attack  and  the 
manner  of  action,  one  may  classify  the  better 
known  antithyroid  substances  into  the  following 
groups  (Table  I) : 

1 . Those  Acting  Upon  the  Pituitary  Gland. — As 
far  as  we  know,  there  is  no  agent  which  has  been 
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TABLE  I. — Classification  of  Antithyroid  Compounds 
in  Relation  to  Their  Point  of  Attack 

Point  of  Attack  Active  Agents 

Anterior  pituitary  Thyroid  hormone;  iodine 

Preformed  thyrotropin  Thyroid  hormone;  iodine 
Collection  and  concen-  Thiocyanates;  certain  foods 
tration  of  I2  by  the 
thyroid 

Organic  binding  of  I2  Iodine;  thiouracils;  sulfonamides; 
within  the  thyroid  Mercaptoimidazoles;  certain 

cell  foods 

Peripheral  tissues  Thyroxin  analogs;  paraxan- 

thine  (?) ; pantothenic  acid  and 
precursors  (?) 


demonstrated  to  act  solely  upon  the  pituitary, 
but  a portion  of  the  action  of  thyroid  hormone 
and  iodine  appears  to  be  exerted  by  a direct 
effect  upon  the  capacity  of  this  gland  to  form 
thyrotropin.  This  may  be  a major  part  of  the 
suppressive  or  regulatory  action  of  thyroid  hor- 
mone, while  it  is  probable  that  it  is  less  important 
in  the  case  of  iodine.  These  relationships  have 
been  schematically  suggested  elsewhere.1 

2.  Those  Acting  to  Inhibit  the  Effects  of  Pre- 
formed Thyrotropin. — Thyroid  hormone  has  been 
proved  capable  of  inhibiting  the  activity  of  cir- 
culating or  preformed  thyrotropin,  and  iodine 
normally  appears  to  inactivate  thyrotropin, 
probably  both  inside  and  outside  the  thyroid 
cell.2-6  It  is  indeed  clear  that  thyroid  hormone 
and  iodine  play  a major  physiologic  role  in  the 
mechanisms  by  which  the  formation  of  thyroid 
hormone  is  homeostatically  controlled.  In  other 
words,  if  the  level  of  thyroid  hormone  is  higher 
than  that  normally  needed  by  the  tissues,,  this 
material  exerts  a depressing  effect,  primarily 
upon  the  amount  of  active  or  reduced  thyrotropin 
which  is  available  for  stimulation  of  the  thyroid 
cell  and,  therefore,  secondarily  depresses  the 
follicular  activity  within  the  thyroid  gland. 
When  the  level  for  iodine  in  the  blood  and  tissues, 
either  free  or  in  a combined  form,  exceeds  a cer- 
tain level,  it  apparently  acts  to  oxidize  preformed 
thyrotropin,  thus  decreasing  the  supply  which 
reaches  the  thyroid  cell.  Iodine  may  also  act 
directly  upon  the  enzymic  processes  within  the 
thyroid  for  the  further  control  of  the  production 
of  iodothyroglobulin. 

3.  Those  Acting  Upon  the  Iodide  Concentrating 

Capacity  of  the  Thyroid  Gland. — Thiocyanates  and 

certain  nitriles  inhibit  the  formation  of  thyroid 

hormone  chiefly  by  preventing  the  concentration 

of  iodide  by  the  thyroid  gland.  The  goitrogenic 

activity  of  certain  foods  may  be  dependent  upon 

the  presence  of  one  or  more  of  these  compounds. 

Except  for  their  presence  in  foods,  members  of 

this  class  of  compounds  have  ceased  to  be  of 

clinical  importance  in  the  management  of  hyper- 

thyroidism and  have  been  discussed  at  length 

elsewhere.1,6 


4 .  Those  Acting  Upon  Chemical  Processes  Within 
the  Thyroid  Cell— As  mentioned,  iodine  prob- 
ably exerts  a considerable  part  of  its  action  within 
the  thyroid  cell,  possibly  (1)  to  inactivate  thyro- 
tropin or  (2)  to  interfere  with  the  oxidative 
enzyme  systems  by  which  free  iodine  is  organically 
bound  to  produce  thyroxin  and  thyroid  hormone. 

The  remaining  substances  of  clinical  import- 
ance in  this  group  of  compounds — the  thiouracils, 
imidazoles,  and  sulfonamides — act  by  interference 
with  the  enzymic  processes  through  which  nas- 
cent iodine  is  bound  to  the  amino  acid,  tyrosine, 
to  form  thyroxin  and  thyroid  hormone.  There  is 
still  considerable  speculation  concerning  the 
exact  point  of  action  for  each  of  these  types  of 
compounds,  but  several  reviews  have  summarized 
much  of  the  available  information.1'6-8  While 
there  are  variations  in  the  behavior  of  the  com- 
pounds falling  into  each  of  the  above  subgroups 
and  demonstrable  differences  between  the  action 
of  individual  members  of  any  single  subgroup, 
nevertheless  each  appears  capable  of  arresting 
the  formation  of  thyroglobulin  at  an  early  stage, 
either  by  reducing  nascent  iodine  to  iodide  as 
fast  as  it  is  formed  or  by  competing  for  the  oxida- 
tive enzyme  systems  which  are  concerned  in  the 
iodination  of  tyrosine.8-11 

The  goitrogenic  materials  in  foods  apparently 
belong  to  more  than  one  class  of  chemical  com- 
pounds, as  some  of  them  have  been  shown  to  be- 
have like  thiocyanates  in  blocking  the  uptake 
and  concentration  of  iodides  while  the  action  of 
others  has  simulated  that  of  thiouracil  in  inhibit- 
ing the  iodination  of  tyrosine.  In  man,  in  rela- 
tion to  the  averaged-size  serving,  the  most  potent 
of  the  antithyroid  vegetables  in  the  order  named 
have  been  rutabaga,  carrots,  lettuce,  turnips,  and 
peas.* 2 3 * * * * * * * * 12’13  From  the  first  of  these  a very  potent 
antithyroid  material  has  been  isolated  which 
closely  resembles  the  thiouracils  in  its  manner  of 
action.14  While  these  goitrogenic  foods  are  of  no 
importance  as  commercial  sources  of  antithyroid 
compounds,  they  are  undoubtedly  of  tremendous 
significance  in  the  development  and  course  of 
thyroid  disease  in  many  parts  of  the  world. 
They  may  even  play  a leading  role  in  the  inci- 
dence of  goiter  and  hyperthyroidism  in  areas  such 
as  the  Carpathian  mountains,  certain  parts  of 
India,  some  of  the  valleys  of  the  Swiss  Alps,  etc. 

Of  the  substances  which  act  upon  the  thyroid 
cell  to  suppress  the  formation  of  thyroid  hor- 
mone, iodine  and  certain  thiouracils  and  imida- 
zoles are  the  ones  which  have  been  usefullj’ 
employed  in  the  management  of  hyperthyroidism. 
Because  iodine  acts  not  only  upon  the  thyroid 
cell,  but  also  upon  thyrotropin,  its  over-all 
effects  are  usually  associated  with  a diminution  in 
the  hyperplasia  and  hypertrophy  which  com- 
monly follow  the  unopposed  action  of  thyrotropin. 


July  15,  1951] 


ANTITHYROID  COMPOUNDS 


1731 


In  contrast  the  thiouracils  and  mercaptoimida- 
zoles  not  only  do  not  block  the  action  of  preformed 
thyrotopin  but  actually  increase  the  supply  of 
this  material  available  for  action  upon  the  thy- 
roid cell  by  the  reduction  (and  thereby  reactiva- 
tion) of  that  portion  which  has  already  been 
inactivated  by  oxidation.  This  important  dif- 
ference between  iodine  and  thio  compounds  is  of 
clinical  importance  in  relation  to  the  long-con- 
tinued treatment  of  hyperthyroidism  with  imida- 
zoles and  thiouracils,  as  it  emphasizes  the  neces- 
sity for  a gradual  reduction  in  dosage  and  the 
addition  of  iodine  to  the  therapeutic  regimen  as 
soon  as  the  toxicity  is  controlled. 

5.  Those  Interfering  with  the  Action  of  Thyroid 
Hormone  Within  the  Peripheral  Tissues. — At  the 
present  time  compounds  which  appear  to  inter- 
fere with  the  metabolic  effects  of  thyroid  hormone 
in  the  peripheral  tissues  have  little  or  no  clinical 
importance  but  are  of  interest  academically  in 
that  they  may  shed  light  upon  the  manner  in 
which  thyroid  hormone  influences  tissue  cells. 
Perhaps  the  thyroxin  analogs  of  Woolley  are 
the  most  interesting  of  this  group  of  compounds 
and  probably  exert  their  effects  by  competing 
within  the  tissues  for  the  same  accessory  metab- 
olites as  are  necessary  for  the  action  of  thyroid 
hormone  without  being  able  to  fulfill  the  biologic 
function  of  the  latter;  this  problem  is  fully  dis- 
cussed elsewhere.1 2 * * 5-6’8,16 

For  the  control  of  hyperthyroidism,  those  com- 
pounds have  proved  of  most  importance  in  which 
appropriately  substituted  ring  structures  contain 
an  RNC=S  arrangement,  in  which  R is  usually 
an  N but  may  be  an  S or  an  0.  We  have  been 
concerned  with  the  clinical  application  of  seven  of 
these,  including  three  thiouracils  and  four  mer- 
captoimidazoles,  all  of  which  share  in  common 
their  ability  to  prevent  the  conversion  of  iodide 
to  thyroxin,  to  cause  hypertrophy  and  hyper- 
plasia of  the  anterior  pituitary  and  thyroid 
glands,  and  to  decrease  the  metabolism  of  all  cells 
except  those  of  the  two  glands  just  mentioned. 

Indications  for  the  Use  of  Antithyroid 
Compounds 

Although  antithyroid  compounds  were  first 
employed  in  human  cases  of  thyrotoxicosis  eight 
years  ago,  it  is  perhaps  still  too  early  to  establish 
hard  and  fast  rules  for  their  usage.16  However, 
from  experience  to  date,  we  are  inclined  to  cate- 
gorize indications  for  their  use  in  hyperthyroidism 
as  follows  (Table  II) : 

Cases  in  Which  Antithyroid  Compounds  Are 
the  Method  of  Choice 

1.  All  Subjects  Preoperatively .— Not  until  the 
“thio”  compounds  were  available  was  it  possible 
to  bring  every  subject  with  a toxic  thyroid  gland 


TABLE  II. — Indications  tor  the  Employment  of  Anti- 
thyroid Compounds  in  Hyperthyroidism 


They  are  the  method  of  choice  in: 

1.  All  preoperative  cases 

2.  First  attacks  of  Graves'  disease  in  the  young 

3.  The  aged 

4.  Hyperthyroidism  with  cardiac  failure 

5.  Hyperthyroidism  in  pregnancy 

6.  Postoperative  recurrences 
They  are  a method  of  election  in: 

1.  All  cases  of  Graves’  disease 

2.  Small  multinodular  goiters 

They  should  be  used  preoperatively  only  in  hyperthyroidism 
complicating: 

1.  Chronic  thyroiditis 

2.  Uninodular  goiter 

3.  Substernal  and  intrathoracic  goiters 

4.  Large  multinodular  goiters 


to  surgery  in  an  euthyroid  state.  This  can  now 
be  done  routinely,  except  in  the  rare  instances  in 
which  a toxic  reaction  to  the  drug  occurs,  and  we 
believe  the  surgeon  or  internist  who  fails  to  take 
advantage  of  this  action  of  antithyroid  drugs  is 
guilty  of  neglect. 

2.  First  Attacks  of  Graves’  Disease  in  the 
Young. — Radical  methods  of  handling  any  glandu- 
lar imbalance  in  the  young  appear  to  be  fraught 
with  more  far-reaching  effects  than  similar  treat- 
ment in  the  fully  grown  adult.  Too  often, 
thyroidectomy  in  the  girl  creates  menstrual  or 
other  difficulties  which  are  not  readily  under- 
stood or  easily  corrected. 

8.  The  Aged. — The  simplicity  of  application 
of  antithyroid  compounds  and  their  almost  com- 
plete freedom  from  serious  side-effects  make  them 
ideal  agents  for  controlling  hyperthyroidism  in 
the  aged  and  infirm. 

4-  Thyrotoxicosis  with  Cardiac  Failure. — The 
good  effects  of  therapy  with  radioactive  iodine 
can  only  be  utilized  in  the  Graves’  type  of  the 
disease.  Such  changes  are  slow  in  making  their 
appearance  and  may  be  preceded  by  an  exacerba- 
tion sufficiently  serious  to  increase  the  degree  of 
failure  present.  Antithyroid  compounds  repre- 
sent the  one  safe  method  of  treatment  in  such 
subjects. 

5.  Hyperthyroidism  in  Pregnancy. — Radio- 
active iodine  is  contraindicated  beyond  the  second 
month  of  pregnancy  and  surgery  beyond  the  fifth 
to  sixth  month.  There  is  no  contraindication  to 
the  antithyroid  compounds  in  this  condition  as 
long  as  the  physician  remembers  to  keep  the  basal 
metabolic  rate  within  the  normal  range  for  preg- 
nancy. 

6.  Postoperative  Recurrences. — The  scar  tissue 
present  makes  further  surgery  undesirable,  often 
interferes  with  the  easy  application  of  radioio- 
dine, but  offers  no  contraindication  to  the  use  of 
antithyroid  compounds.  These  are  particularly 
to  be  desired,  rather  than  the  other  two  methods 
mentioned,  in  those  subjects  who  have  had  a nerve 
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TABLE  III. — A Comparison  of  Several  Antithyroid 
Compounds 


Toxic 


Thera- 
Name  of  peutic 

Compound  Activity 

Reactions 
(Per 
* Cent) 

0 to  7 
Days 

Dosage- 

7 Days  to 
Control 

Main- 

tenance 

Thiouracils 

2- 

1.0 

13.0 

600 

400 

50  to  200 

6-methyl 

1.5 

8.0 

500 

400 

25  to  200 

6-N-propyl 

1.5 

4. 5 

500 

400 

25  to  150 

Mercapto- 
imidazoles 
2-  5.0 

4.0 

0.0 

80 

80 

20  to  40 

l-ethyl 

18.0 

7.5 

40 

40 

8 to  15 

1-N-propyl 

20.0 

4.0 

30 

30 

8 to  15 

1-methyl 

35.0 

1.5 

15  to  25  15 

2 to  10 

* This  is  a weight  for  weight  comparison  with  thoiuracil, 
the  activity  of  which  is  arbitrarily  placed  at  1.0. 


injury  or  in  whom  exophthalmos  was  materially 
aggravated  by  previous  surgical  procedure. 

Cases  in  Which  Antithyroid  Compounds 
Represent  a Method  of  Election 

1.  All  Cases  of  Graves’  Disease. — Except  in 
the  young,  we  believe  the  patient,  physician,  and 
internist  may  electively  employ  surgical  proce- 
dure, radioactive  iodine  ingestion,  or  antithyroid 
compound  medication  as  the  mode  of  attack  upon 
toxic  diffuse  hyperplasia  of  the  thyroid  gland. 
Individual  problems  in  the  individual  subject  will 
rightfully  influence  the  decision. 

2.  Small  Multinodular  Goiters. — These  usually 
arise  in  “stress”  goiters,  and  the  danger  of  malig- 
nancy seems  to  have  been  over-  rather  than  under- 
rated. Here  again,  individual  factors  in  each 
subject  must  aid  us  in  choosing  our  manner  of 
approach  to  the  treatment  of  the  condition. 

Cases  in  Which  the  Antithyroid  Compound 
Should  Be  Employed  Preoperatively  Only 

"When  thyrotoxicosis  arises  in  chronic  thyroidi- 
tis (a  rare  event),  uninodular  goiter,  substernal  or 
intrathoracic  goiter,  or  in  the  large  multinodular 
goiter,  the  ultimate  and  correct  treatment  is  sur- 
gery. Here  the  antithyroid  compound  should  be 
used  only  to  bring  the  patient  to  the  surgeon  in  an 
euthyroid  state. 

Manner  of  Application  of  Antithyroid 
Compounds 

In  applying  antithyroid  compounds  to  the 
management  of  hyperthyroidism,  we  need  to 
know  what  clinical  and  laboratory  criteria  measure 
the  efficacy  of  the  therapy,  which  agent  shall  be 
selected,  in  what  dosage  it  shall  be  used,  how  long 
it  shall  be  continued,  and  what  side-effects  are 
likely  to  arise. 

At  each  visit,  we  believe  the  general  improve- 
ment in  the  patient’s  sense  of  well-being,  the  gain 
in  weight,  the  lowering  of  systolic  and  pulse  pres- 


sures, the  change  toward  normal  in  pulse  rate  and 
quality,  and  the  loss  of  specific  symptoms  of 
thyrotoxicosis,  such  as  tremor  or  stare,  are  the 
major  clinical  symptoms  and  signs  to  be  checked. 
The  basal  metabolic  rate  is  usually  informative, 
and  cholesterol  determinations  may  be  useful  up 
to  the  time  the  patient’s  hyperthyroidism  is 
initially  controlled.  Where  available,  blood  pro- 
tein-bound iodine  is  an  accurate  method  for 
separating  the  toxic  from  the  nontoxic  state. 
The  radioactivity  of  I131  precludes  the  repeated 
use  of  radioiodine  uptake  and  excretion  as  a 
method  for  following  the  course  of  hyperthy- 
roidism. 

In  Table  III,  we  have  noted  the  relative  effec- 
tiveness, the  percentage  of  toxic  reactions,  and 
the  initial  and  maintenance  doses  of  the  three 
thiouracils  and  four  mercaptoimidazoles  pre- 
viously mentioned.  It  is  clear  from  this  table 
that  l-methyl-2-mercaptoimidazole  is  by  far  the 
most  potent  and  least  toxic  of  this  group  of  com- 
pounds.* It  is  about  35  times  as  active  as 
thiouracil  and  no  more  than  one  tenth  as  toxic. 
Furthermore,  as  far  as  we  know,  there  has  never 
been  a fatal  agranulocytic  response  to  its  use. 
Therefore,  it  is  the  drug  of  choice  today.  Once  a 
maintenance  dose  is  established,  it  should  be 
continued  until  all  signs  of  thyroid  toxicity  have 
remained  absent  for  not  less  than  one  month. 
Then,  at  monthly  visits,  the  daily  amount  should 
be  gradually  reduced,  usually  by  units  of  2 mg.  at 
each  visit,  until  the  patient  is  taking  2 mg.  every 
other  day  for  at  least  one  month.  If  during  this 
reduction  period  there  has  been  no  recurrence  of 
any  sign  of  toxicity,  the  drug  may  then  be 
stopped.  If  any  evidence  of  hyperthyroidism 
has  recurred,  then  the  last  effective  dose  should  be 
immediately  resumed  and  effort  again  made 
slowly  to  reduce  the  dosage  of  drug  according  to 
the  schedule  previously  mentioned.  In  order  to 
insure  the  most  rapid  return  of  the  gland  to  nor- 
mal, we  add  to  the  regimen  Lugol’s  solution,  1 
minim  daily,  as  soon  as  the  patient’s  basal  meta- 
bolic rate  has  reached  or  fallen  below  plus  20. 
This  is  continued  for  at  least  three  months  after 
the  antithyroid  compound  is  stopped.  If  the 
subject  is  being  prepared  for  surgery,  then  we 
employ  5 to  15  minims  of  iodine  three  times  daily 
up  to  and  including  the  day  of  operation. 

If  severe  toxic  reactions  occur  at  any  time  in 
response  to  the  antithyroid  compound,  then  the 
drug  should  be  immediately  stopped.  However, 
if  this  occurs  with  a thiouracil  derivative,  it  may 
be  possible  to  use  one  of  the  mercaptoimidazoles 
without  any  further  reaction.  At  least,  we  be- 
lieve such  a trial  may  be  justifiable.  Thus  far, 
only  two  serious  types  of  reaction  have  been 

* Now  marketed  under  the  trade  names,  Tapazole  (Lilly) 
and  Mercazolc  (British  Sobering  Corporation). 
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described  as  a direct  effect  of  the  use  of  any  anti- 
thyroid compounds,  the  generalized  urticarial- 
febrile  reaction  and  agranulocytosis.  The 
former  is  apparently  allergic  in  nature  and  usually 
appears  between  the  first  and  second  weeks  of 
treatment.  It  is  an  exceedingly  annoying  but 
rarely  serious  condition.  Agranulocytosis  is  a 
true  toxic  reaction,  most  commonly  observed  be- 
tween the  fourth  and  the  eighth  weeks  of  therapy, 
and  is  the  cause  of  all  the  deaths  thus  far  re- 
ported in  conjunction  with  the  use  of  any  anti- 
thyroid compound.  However,  as  far  as  we  can 
determine,  no  fatal  case  of  this  condition  has  been 
associated  with  the  use  of  l-methyl-2-mercapto- 
imidazole  (Tapazole). 

Inasmuch  as  agranulocytosis  is  the  one  reaction 
to  be  feared,  some  criteria  for  its  recognition 
should  be  mentioned.  In  appraising  changes  in 
the  total  white  and  differential  counts,  we  are 
often  prone  to  forget  that  hyperthyroidism  charac- 
teristically causes  leukopenia  and  granulocyto- 
penia. It  is  not  uncommon  to  have  an  oppor- 
tunity to  see  patients  in  whom  one  of  these  drugs 
was  stopped  unnecessarily  because  such  changes 
have  been  mistaken  for  a toxic  effect  of  the  drug. 
Arbitrarily  we  have  found  it  necessary  to  stop 
medication  only  if  one  of  the  three  following  sets 
of  conditions  has  been  fulfilled:  (1)  the  total 
white  count  is  less  than  3,000  cells,  although  the 
differential  count  is  normal ; (2)  the  polymorpho- 
nuclear cells  constitute  25  per  cent  or  less  of  the 
total  number  of  white  cells,  which  are  normal  in 
number,  or  (3)  the  total  count  has  been  reduced 
to  3,500  or  less  per  cu.  ml.  and  simultaneously  the 
polymorphonuclear  cells  represent  35  per  cent  or 
less  of  this  figure. 

Summary 

1.  Antithyroid  compounds  in  common  clinical 
usage  for  the  control  of  hyperthyroidism  include 
iodine,  propylthiouracil,  methyl thiouracil,  and 


l-methyl-2-mercaptoimidazole  (Tapazole).  Of 
the  thio  compounds,  Tapazole  is  by  far  the  least 
toxic  and  most  efficient  on  a weight  for  weight 
basis. 

2.  The  safety  and  efficiency  of  the  present 
compounds  enable  the  physician  to  gain  com- 
plete control  of  all  cases  of  thyrotoxicosis  in  a 
very  short  period  of  time  and  afford  him  a 
method  which  leads  to  complete  recovery  in 
about  40  per  cent  of  all  patients  with  the  Graves’ 
type  of  the  disease. 

3.  Antithyroid  compounds  in  conjunction 
with  iodine  administration  constitute  the  only 
rational  method  of  preparing  thyrotoxic  patients 
for  surgery.  Such  preparation  ensures  complete 
freedom  from  toxicity  at  the  time  of  the  operation 
and  makes  thyroid  surgery  no  less  hazardous  than 
any  other  operative  procedure  in  or  about  the 
face  and  neck.  Properly  used,  it  eliminates  com- 
pletely all  possibility  that  a postoperative  crisis 
will  occur. 
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ORAL  AND  PHARYNGEAL  COMPLICATIONS  OF  CHLORAMPHENICOL  (CHLOROMYCETIN) 
THERAPY 


Of  200  patients  receiving  Chloromycetin  therapy, 
12  (or  6 per  cent)  developed  oral  and  pharyngeal 
complications.  These  patients  either  were  in  the 
older  group  or  had  chronic  disease.  The  most 
severe  reactions  occurred  in  those  patients  getting 
other  antibiotics  in  combination  with  Chloro- 
mycetin. In  six,  these  side-effects  were  severe 
enough  to  require  abandonment  of  therapy. 

Of  particular  note,  the  author  writes,  was  the  in- 


vasion by  Monila  albicans,  a yeastlike  fungus,  in 
19  patients  when  other  bacterial  flora  had  been 
suppressed  by  the  Chloromycetin.  Supplementary 
vitamins  failed  to  prevent  the  side-effects  in  the 
three  in  whom  such  rations  were  given.  These 
three  had  ulcerative  colitis;  none  of  the  others 
were  given  supplementary  vitamins. — Bryan  Wil- 
liams, Jr,,  M.D.,  American  Practitioner,  September, 
1950. 


CLINICAL  FINDINGS  WITH  THE  DOCK  BALLISTOCARDIOGRAPH 

Harry  Mandelbaum,  M.D.,  F.A.C.P.,  and  Robert  A.  Mandelbaum,  M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Medicine,  Jewish  Hospital  of  Brooklyn) 


THE  Dock  ballistocardiograph  is  a portable 
instrument  which  has  been  designed  for  the 
purpose  of  making  ballistocardiography  a rou- 
tine diagnostic  procedure.1'2  The  patient  is 
placed  upon  a hard  immobile  table,  and  a bar 
upon  which  is  mounted  a pair  of  Alnico  magnets 
is  attached  across  his’ shins.  The  direction  and 
magnitude  of  the  magnetic  field  movement, 
which  actually  reflects  the  movement  of  the 
body  in  a longitudinal  plane,  induces  a current 
in  a coil  of  wire  which  is  placed  in  close  proxim- 
ity to  the  magnets.  This  current  is  recorded 
by  connecting  the  wire  coil  system  to  the  ter- 
minals of  lead  1 of  an  electrocardiograph. 

This  method  of  ballistocardiography  results  in 
accurate  records  (Fig.  1).  With  the  particular 
resistance  system  which  we  have  employed,  the 
galvanometer  of  the  electrocardiograph  is  stand- 
ardized so  that  1 cm.  equals  1 millivolt.2  The 
only  variable  in  the  recording  system  is  the  direc- 
tion and  amplitude  of  the  body  movement  re- 
flected by  the  magnet  bar  movement. 

Standardization  of  Technic 

The  movement  of  the  body  upon  its  viscoid 
subcutaneous  tissue  may  vary  from  subject  to 
subject.  While  this  does  not  affect  the  configura- 
tion of  the  ballistocardiogram,  in  exceptional 
cases  it  may  result  in  abnormally  high  or  low 
amplitude  records.  To  detect  which  subjects 
innately  have  a very  great  or  a very  poor  ability 
to  transmit  the  ballistic  force,  shoulder  percus- 
sions of  varying  intensity  are  applied  in  a foot- 
ward  direction  during  a recording  (Table  I).2 

Conditions  that  increase  the  cardiac  output 
cause  a greater  amplitude  of  the  complexes,  such 
as  hyperthyroidism,  anemia,  and  Paget’s  disease. 
In  hypothyroidism,  the  amplitude  of  the  com- 
plexes are  characteristically  decreased.  Smoking, 
in  subjects  sensitive  to  tobacco,  produces  bizarre 
patterns.  The  effectiveness  of  digitalis  is  re- 
flected in  the  improvement  of  a ballistocardio- 
gram which,  before  the  patient  was  treated,  was 
markedly  abnormal.  Somatic  tremors,  Parkin- 
son’s disease,  and  dyspnea  produce  bizarre  pat- 
terns. All  of  these  factors  must  be  considered 
in  the  interpretation  of  ballistocardiographic  rec- 
ords taken  under  basal  conditions. 

Presented  at  the  145th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  General  Sessions, 
May  2,  1951. 


Fig.  1.  Upper  Channel:  The  normal  displace- 
ment ballistocardiogram  taken  in  a longitudinal 
plane.  Lower  Channel:  Radial  artery  pulse  tracing. 
The  peak  of  the  J wave  occurs  at  the  apex  of  the 
pulse  wave. 


Studies  on  Normals 

Before  evaluating  ballistocardiograms  in  dis- 
ease states,  a basic  study  of  normals  is  neces- 
sary. Two  hundred  twenty  persons,  in  whom  no 
evidence  of  clinical  heart  disease  could  be  found, 
were  subjected  to  ballistocardiographic  studies, 
both  at  rest  and  after  exercise.  (The  exercise 
test  used  in  all  these  studies  is  the  standard  2- 
step  test,  using  two  thirds  the  number  of  trips 
required  in  the  Master’s  tables.)3  Abnormal 
ballistocardiograms  were  classified  in  four  grades, 
according  to  Brown  and  his  coworkers.4 5 6 7  No 
abnormal  basal  records  were  obtained  in  35 
subjects  under  forty  years  of  age.  Three  per 
cent  showed  grade  I abnormalities  after  per- 
formance of  the  2-step  exercise  test.  Of  60 
persons  in  the  fifth  decade  of  life,  78  per  cent  had 
normal  resting  ballistocardiograms;  8 per  cent, 
normal  at  rest,  showed  grade  I abnormalities 

TABLE  1. — Conditions  Influencing  the  Amplitude, 
Configuration,  and  Regularity  of  the  Ballistocardio- 
gram 


(1)  Anemia,  hyperthyroidism,  beriberi  disease,  arteriovenous 

aneurysm,  active  Paget's  disease,  and  patent  ductus 
arteriosus:  The  increased  cardiac  output  causes  a 

greater  amplitude  of  the  complexes  of  the  ballisto- 
cardiogram. 

(2)  Hypothyroidism:  The  amplitude  of  the  complexes  is 

usually  decreased. 

(3)  Smoking:  In  subjects  sensitive  to  tobacco,  alterations 

in  amplitude  and  configuration  of  pattern,  or  both, 
are  observed. 

(4)  Food:  The  metabolism  of  digestion  may  increase  the 

amplitude  of  the  complexes  or  cause  changes  in  con- 
figuration due  to  splanchnic  pooling  of  blood. 

(5)  Cold:  Extreme  lows  in  room  temperature  result  in 

abnormal  respiratory  variation. 

(6)  Somatic  tremors,  parkinsonism,  and  dyspnea  cause  ab- 

normal complexes. 

(7)  Digitalis:  The  effectiveness  of  digitalis  is  reflected 

in  the  improvement  in  the  ballistocardiogram. 
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Fig.  2.  B.S.,  male,  29  years  old;  weight  148 

pounds.  A case  of  neurogenic  hypertension.  Blood 
pressure  160/90  to  170/95  mm.  Hg.  Electrocardio- 
gram normal.  Upper  tracing:  Basal  ballistocardio- 
gram; prominent  deep  K waves  are  in  evidence. 
Lower  tracing:  After  performance  of  the  2-step 
exercise  test.  During  expiration,  HIJ  becomes 
shorter,  and  the  deep  K appears  to  be  more  promi- 
nent. 


Fig.  3.  D.  G.,  male,  36  years  old;  weight  152 
pounds.  A case  of  neurogenic  hypertension.  Blood 
pressure  170/95  to  190/120  mm.  Hg.  Roentgeno- 
gram normal.  Electrocardiogram  normal.  Renal 
function  normal.  Upper  tracing:  Basal  ballisto- 

cardiogram. This  shows  grade  I respiratory  varia- 
tions with  low  HIJ  in  the  expiratory  complexes. 
Lower  tracing:  After  performance  of  the  2-step 
exercise  test.  The  inspiratory-expiratory  variations 
are  graded  II.  The  HIJ  waves  have  flattened  to 
form  a plateau  or  notched  appearance. 


after  exercising;  3 per  cent  had  grade  I abnor- 
malities at  rest  and  after  the  2-step  test;  and 
11  per  cent  showed  grade  II  abnormalities  after 
the  exercise  test.  Forty-three  per  cent  of  65  ap- 
parently normal  subjects  in  the  sixth  decade  had 
normal  ballistocardiograms  both  at  rest  and 
after  effort.  Eighteen  per  cent  had  normal  rest- 
ing ballistocardiograms  that  demonstrated  grade 
I abnormalities  after  exercise;  21  per  cent  showed 
grade  I or  grade  II  abnormalities  at  rest  or  after 
the  exercise  test;  and  18  per  cent  of  the  subjects 
showed  grade  III  or  IV  abnormalities  either  in 
the  resting  or  the  2-step  ballistocardiogram. 
Of  60  apparent  normals  in  the  seventh  decade, 
only  25  per  cent  had  normal  records  both  at  rest 
and  after  exercise.  Thirty-three  per  cent  demon- 
strated grade  I abnormalities  after  exercise;  22 
per  cent  showed  grade  I or  grade  II  abnormalities 
both  at  rest  and  after  performance  of  the  2- 
step  exercise  test;  20  per  cent  demonstrated 
grade  III  or  IV  abnormalities  at  rest  or  after 
exercise. 

The  percentage  of  abnormalities  found  in- 
creases with  age  and  shows  a correlation  with  the 
autopsy  findings  of  Dry  and  his  coworkers  in  300 
men  and  300  women.5-6  They  found  that  the 
percentage  of  marked  atherosclerosis  of  the 
coronary  arteries  increased  steadily  with  age. 
In  our  selection  of  normal  subjects,  the  electro- 
cardiogram, roentgenogram  of  the  heart,  and 
clinical  examination  failed  to  indicate  cardiac 
disease.  These  abnormal  ballistocardiographic 
findings  in  apparently  normal  subjects  may  rep- 
resent asymptomatic  cardiac  dysfunction,  pos- 


sibly based  on  coronary  artery  disease.  Starr’s 
ten-year  follow-up  of  supposedly  normal  sub- 
jects indicates  that  the  ballistocardiogram  may 
detect  heart  disease  long  before  there  is  any  other 
clinical  evidence.7  Possibly,  these  asymptomatic 
subjects  with  abnormal  ballistocardiograms 
should  be  given  the  same  dietary  regimen  as  a pa- 
tient with  symptomatic  coronary  artery  dis- 
ease. 

Studies  on  Patients 

Hypertensive  Patients. — In  studying  148  sub- 
jects with  hypertension,  none  of  whom  had  com- 
plaints suggesting  angina  pectoris,  it  was  learned 
that  the  degree  of  abnormality  in  the  ballisto- 
cardiogram kept  pace  with  the  severity  of  the 
vascular  disease.  In  the  early  intermittent  stage 
of  hypertension,  the  ballistocardiogram  is  normal. 
When  the  hypertension  advances  to  the  constant 
stage,  the  earliest  change  observed  is  the  deep- 
ening of  the  J-K  stroke,  giving  an  unusual  promi- 
nence to  the  K wave  (Fig.  2).  This  is  often  ob- 
served when  the  electrocardiogram  is  normal. 
As  the  hypertension  progresses  and  the  electro- 
cardiogram shows  graded  abnormalities,  the  bal- 
listocardiograph  records  progressive  decrease  in 
the  amplitude  of  the  HIJ  complex  (Fig.  3). 
This  stands  out  conspicuously  in  the  face  of  the 
prominent  K wave.  This  type  of  pattern  could 
be  demonstrated  in  the  ballistocardiograms  of  86 
per  cent  of  80  subjects  who  had  advanced  hyper- 
tensive disease.  Later,  the  HIJ  complex  flattens 
to  form  a plateau,  or  a flat,  notched  HIJ  wave 
can  be  recognized.  Ultimately,  grade  III  or 


1736 


MAN  DELB  AUM  AND  M AND  ELBA  UM 


[N.  Y.  State  J.  M. 


Fig.  4.  I.  P.,  male,  31  years  old;  a case  of  neuro- 
genic hypertension  in  a heavy  smoker.  Roentgeno- 
gram normal.  Electrocardiogram  sinus  tachycardia. 
Renal  function  normal.  Left:  November  15,  1950, 
weight  241  pounds.  Blood  pressure  220/130  mm. 
Hg.  Basal  ballistocardiogram  shows  the  character- 
istic HIJ  waves.  Right:  March  28,  1951,  weight 
206  pounds.  Blood  pressure  100/90  mm.  Hg. 
Basal  ballistocardiogram  approaching  normal,  with 
deep  K waves  still  in  evidence. 

grade  IV  abnormalities  in  the  ballistocardio- 
gram develop,  indicative  of  the  extent  of  the 
myocardial  functional  impairment. 

In  several  subjects  who  demonstrated  char- 
acteristic low  HIJ  and  deep  K patterns  and  in 
whom  a remission  to  the  normotensive  state  was 
achieved,  serial  ballistocardiograms  showed  a 
reversion  to  normal  within  several  weeks  (Fig. 
4).  Several  patients  with  advanced  hyperten- 
sion, in  whom  the  ballistocardiogram  showed 
advanced  changes,  were  exposed  to  thoraco- 
lumbar sympathectomy  because  of  rapid  advance 
of  the  hypertension.  Where  the  blood  pressure 
was  not  strikingly  reduced  postoperatively,  the 
ballistocardiogram  showed  no  change. 

Angina  Pectoris.— Two  hundred  twenty-four 
subjects,  in  whom  a diagnosis  of  angina  pectoris 
was  made,  were  studied.  None  of  these  patients 
had  suffered  a myocardial  infarction.  Fifty-two 
had  normal  electrocardiograms;  in  66,  the  elec- 
trocardiograms showed  minimal  myocardial 
changes;  in  76,  left  ventricular  hypertrophy; 
and  in  30,  the  electrocardiograms  showed  left 
ventricular  hypertrophy  and  the  so-called  “strain 
pattern.”  Twenty-four  of  the  224  subjects  had 
normal  resting  ballistocardiograms,  but  22  of 
these  patients  showed  grade  I or  grade  II  ab- 
normalities after  the  exercise  test  (Fig.  5). 
Twenty-three  per  cent  of  our  patients  with  an- 
gina pectoris  had  markedly  abnormal  resting 
ballistocardiograms,  and  an  additional  24  per 
cent  developed  grade  III  or  IV  patterns  after 
performance  of  the  2-step  exercise  test  (Fig. 
6).  The  remaining  43  per  cent  showed  definite 
abnormalities  (grade  I or  II).  Since  less  than  l 
per  cent  of  our  224  subjects  with  clinical  angina 
pectoris  had  normal  ballistocardiograms  at 
rest  and  after  effort,  it  is  evident  that  the  ballisto- 
cardiogram is  a valuable  diagnostic  aid  in  con- 
firming the  diagnosis  of  coronary  insufficiency. 
The  prognostic  significance  of  the  varying  de- 
grees of  ballistocardiographic  abnormalities  has 
not  yet  been  established.  Nine  patients  of  the 


Fig.  5.  B.  F.,  female,  60  years  old;  weight  158 
pounds.  A case  of  angina  pectoris  of  recent  origin. 
Clinical  examination  negative.  Blood  pressure 
160/95  mm.  Hg.  Roentgenogram  of  heart  normal. 
Electrocardiogram  normal.  Renal  function  normal. 
Upper  tracing:  Basal  ballistocardiogram;  promi- 

nent Iv  waves  are  in  evidence.  Lower  tracing After 
performance  of  the  2-step  exercise  test.  Respira- 
tory variations  are  graded  I and  low  HIJ  waves  are 
noted. 


224  have  developed  a coronary  thrombosis  sub- 
sequent to  these  ballistocardiographic  studies.  Of 
these  nine  all  but  one  had  grade  III  or  IV  ballisto- 
cardiograms. In  60  per  cent  of  the  records,  the 
primary  change  in  the  ballistic  configuration  was 
a decreased  amplitude  of  the  HIJ  complex  as- 
sociated with  a normal  or  prominent  K stroke. 
This  was  usually  observed  in  the  hypertensive 
patients.  One  hundred  sixty  of  our  angina 
patients  had  hypertension  of  varying  degrees. 

Healed  Myocardial  Infarcts. — One  hundred 
twenty-four  patients  who  had  survived  myo- 
cardial infarction  were  studied  with  the  ballisto- 
cardiograph.  Eighty-one  subjects  had  had 
their  coronary  closure  twelve  months  or  more 
prior  to  the  study.  In  the  other  43  cases,  the 
studies  were  begun  as  soon  as  the  patient  was 
permitted  activity  following  the  coronary  throm- 
bosis episode,  that  is,  when  the  sedimentation 
rate  had  returned  to  normal  and  the  electrocar- 
diogram showed  fixed  evidence  of  healed  infarc- 
tion. Of  these  43  subjects,  only  two  showed  nor- 
mal ballistocardiograms  within  eight  months 
after  the  coronary  occlusion:  one  after  the 

twelfth  week;  the  other  after  the  twenty-second 
week  (Fig.  7).  In  ten  others,  the  ballistocardio- 
gram ultimately  improved  to  grade  I.  This  was 
attended  by  satisfactory  clinical  findings.  All  of 
these  patients  were  permitted  to  return  to  their 
occupations.  In  the  other  72  per  cent,  marked 
or  maximal  changes  remained  during  the  twelve- 
month  period  of  study. 

Of  the  81  patients  who  had  suffered  a myo- 
cardial infarction  twelve  months  or  longer  be- 
fore the  ballistocardiographic  studies  were 
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Fig.  6.  G.  W.,  male,  62  years  old;  weight  152 
pounds.  A case  of  angina  pectoris  of  three  years 
duration,  occurring  on  slight  effort.  Blood  pressure 
210/130  mm.  Hg.  Basal  metabolic  rate  plus  12  per 
cent.  Electrocardiogram  shows  left  ventricular 
hypertrophy  and  myocardial  changes.  Renal  func- 
tion normal.  Eyegrounds  grade  II  vascular  changes. 
Upper  tracing:  Basal  ballistocardiogram.  The 

lowr  amplitude  bizarre  pattern  is  characteristic  of 
grade  IV.  Middle  tracing:  A tight  abdominal  belt 
has  been  applied;  the  amplitude  has  increased,  and 
the  complexes  are  more  definitive ; a grade  II  ballis- 
tocardiogram. Lower  tracing:  After  performance  of 
the  2-step  exercise  test.  The  bizarre  low  ampli- 
tude grade  IV  pattern  is  again  noted. 


undertaken,  three  had  normal  resting  and  exer- 
cise ballistocardiograms.  In  21,  the  records 
showed  grade  I or  II  abnormalities.  The  re- 
maining 70  per  cent  of  this  group  exhibited 
grade  III  or  IV  changes  in  the  ballistocardiogram. 
Although  two  patients  with  persistent  markedly 
abnormal  ballistocardiograms  appeared  to  do 
well,  it  was  the  rule  that  those  whose  records 
approached  normal  or  showed  grade  I changes 
made  a better  functional  recovery  and  were  able 
to  return  to  full  activity.8  All  of  the  patients 
who  were  continually  incapacitated  by  their  ill- 
ness, who  developed  congestive  heart  failure 
upon  undue  exertion,  or  who  suffered  frequent 
episodes  of  coronary  insufficiency  had  ballisto- 
cardiographic findings  which  were  consistently 
markedly  abnormal. 

Patients  with  Chest  Pain  hut  with  No  Demon- 
strable Heart  Disease. — There  were  63  patients 
who  were  suffering  from  pain  in  the  left  chest. 
In  many  instances,  the  attacks  were  character- 
istic of  angina  pectoris.  Two  patients  had  spent 
several  days  in  bed  because  of  the  suspicion  that 
myocardial  infarction  had  occurred.  In  each 
of  the  63  cases,  clinical  examination,  roentgeno- 
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Fig.  7.  [In  these  paired  ballistocardiograms  the 
left  half  represents  a basal  tracing;  the  right  half, 
marked  “E,”  is  after  exercise.  ] S.  A.,  male,  51  years 
old;  weight  146  pounds.  A case  of  anterior  myo- 
cardial infarction,  which  occurred  September  1, 1950. 
The  sedimentation  rate  returned  to  normal  October 
10,  1950.  October  20,  1950:  Electrocardiogram 

showed  the  residual  changes  of  an  anterior  myocardial 
infarction.  Ballistocardiogram  basal ; low  amplitude 
and  short  HIJ  complexes  may  be  noted.  ( E ) No 
change  is  noted.  November  6, 1950:  Electrocardio- 
gram shows  no  change.  Ballistocardiogram  basal,  and 
after  limited  exercise,  ( E ) shows  slight  improvement 
in  the  amplitude.  December  4,  1950:  Electrocardio- 
gram no  change.  The  basal  ballistocardiogram  is 
normal  ( E ) after  performance  of  the  2-step  exer- 
cise test,  the  short  HIJ  waves  are  in  evidence. 
January  20,  1951:  Electrocardiogram  shows  no 

change,  and  the  ballistocardiogram,  both  basal  and 
after  performance  of  the  2-step  exercise  test,  are 
normal. 


grams,  erythrocyte  sedimentation  rates,  and 
electrocardiograms  were  normal.  The  ballisto- 
cardiogram of  each  patient  was  normal  at  rest 
and  after  the  2-step  exercise  test.  Because  of 
the  high  incidence  of  abnormal  ballistocardio- 
grams that  we  found  in  angina  pectoris,  a routine 
study  of  extracardiac  causes  was  undertaken. 
Eighty  per  cent  of  these  subjects  were  between 
thirty  and  fifty  years  of  age.  In  the  order  of 
frequency,  the  following  was  revealed:  (1) 

gastroduodenal  disease,  36  per  cent — gastric  or 
duodenal  ulcer,  14  cases,  hiatus  hernia,  six  cases; 
(2)  spinal  column  deformity,  33l/3  per  cent— 
cervical  dorsal  rotary  scoliosis,  spondylitis,  radic- 
ulitis, cervical  disk,  one  case;  (3)  gallbladder 
disease,  14  per  cent — cholecystitis,  cholelithiasis, 
hyperkinesia;  (4)  diagnosis  not  final  but  sus- 
pected, 161/*  per  cent — neurocirculatory  asthe- 
nia, anxiety  neurosis,  sensitivity  to  tobacco. 

In  many  instances,  correction  of  the  extra- 
cardiac conditions  has  brought  relief  to  the 
patient.  In  other  patients  with  definite  ballisto- 
cardiographic changes  which  we  regarded  as 
indicating  coronary  disease,  similar  studies  were 
made,  and  where  associated  lesions  were  found, 
an  appreciable  amount  of  relief  was  obtained  by 
remedying  the  trigger  point. 

We  have  found  the  ballistocardiograph  to  be 
valuable  in  recording  the  earliest  indication  of 
myocarditis  and  as  a measure  of  progressive  re- 
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covery  in  serial  follow-up  studies.  The  ballisto- 
cardiogram has  been  helpful  in  the  recognition  of 
the  hyperkinetic  type  of  neurocirculatory  as- 
thenia, of  masked  hyperthyroidism  in  the  aged, 
and  of  unsuspected  hypothyroidism.  It  has 
proved  useful  in  measuring  the  effectiveness  of 
digitalis  therapy. 

Summary 

The  ballistocardiograph  has  proved  to  be  of 
remarkable  clinical  value  as  a diagnostic  instru- 
ment. Ballistocardiography  as  part  of  the  rou- 
tine examination  of  the  “normal”  has  revealed 
unsuspected  pathology  in  an  appreciable  number 
of  subjects  and  should  constitute  an  essential  part 
of  the  so-called  annual  “checkup.” 

A high  percentage  of  abnormal  ballistocardio- 
grams is  the  rule  in  the  study  of  patients  with 
angina  pectoris;  therefore,  a ballistocardiogram 
should  be  taken  both  at  rest  and  after  perform- 


ance of  the  modified  2-step  exercise  test  where 
the  subject  is  suspected  of  having  coronary  insuf- 
ficiency and  the  electrocardiogram  is  normal. 

The  ballistocardiograph  has  been  found  to  be  a 
valuable  instrument  in  evaluating  the  stage  of 
recovery  after  myocardial  infarction  and  myo- 
carditis. 
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CLINICAL  STUDIES  OF  PENTAQUINE,  A NEWER  ANTIMALARIAL  AGENT 


Closely  related  to  pamaquin,  pentaquine  has  been 
shown  in  animal  experimentation  to  be  a more  active 
antimalarial  agent  than  the  former  and  to  have  80 
to  128  times  the  activity  of  quinine.  The  present 
paper  reports  on  the  use  of  pentaquine  therapy  in 
23  cases  of  proved  recurrent  malaria,  all  of  whom 
were  infected  with  Plasmodium  vivax.  While 
therapy  in  three  of  these  was  discontinued  for  vari- 
ous reasons,  the  author  feels  that  when  it  is  used  under 
carefully  controlled  conditions  toxicity  is  not  so 
great  as  to  contraindicate  its  use  and  that  pentaquine 
administered  with  quinine  is  curative  in  a high  per- 
centage of  cases. 

Pentaquine  (pentaquine  monophosphate),  25  mg., 
and  quinine,  10  grains,  were  given  daily  for  fourteen 
days.  The  author  points  out  that  75  mg.  penta- 
quine monophosphate  are  equal  to  approximately 
60  mg.  of  pentaquine  base.  The  subjects  were 
hospitalized  and  required  to  remain  at  absolute  bed 
rest  during  treatment. 

Results. — Although  to  the  author’s  knowledge 
there  has  been  no  case  of  proved  recurrence  of 
malaria  in  any  of  these  patients,  he  cautions  that 
because  of  the  natural  burning  out  of  the  disease 
so-called  curative  data  are  unreliable.  As  a conse- 
quence, the  study  was  devoted  mainly  to  observa- 


tions of  toxic  effects  of  the  drug.  Blood  counts 
taken  twice  a week  showed  that  18  patients  had  a 
drop  in  the  erythrocyte  count  of  300,000  or  more 
during  treatment;  two  had  an  increase  of  that 
much  or  more,  and  three  showed  no  significant 
change.  Mean  average  of  the  red  count  was 
600,000  per  patient.  Average  reduction  of  hemo- 
globin was  1.2  Gm.  Leukocytosis  above  12,000  was 
noted  in  two  cases  and  leukopenia  with  agranulo- 
cytosis was  noted  in  one.  Of  ten  patients  checked 
for  changes  in  the  electrocardiogram,  such  changes 
were  noted  in  only  one.  There  was  no  appreciable 
change  in  blood  pressure  in  any  of  the  men.  There 
were  tinnitus,  vertigo,  nausea,  or  vomiting  in  seven 
cases,  for  which  the  author  says  that  the  quinine 
could  be  responsible.  In  all  there  was  some  degree 
of  cyanosis.  Abdominal  pain,  severe  in  one  case, 
developed  in  four  cases.  In  two  patients  skin  rash 
developed.  One  of  these  was  controlled  with  anti- 
histaminics;  the  other  was  more  severe  and  treat- 
ment was  abandoned.  In  only  three  of  the  total 
were  toxic  reactions  of  a character  to  justify  aban- 
donment of  therapy.  One  of  these  was  due  to 
severe  skin  rash;  one  had  moderate  to  severe  nasal 
hemorrhages,  and  one  developed  marked  agranulo- 
cytosis.— Leslie  H.  Layman,  M.D.,  Journal  of  the 
Kentucky  State  Medical  Association,  July,  1950 


FURTHER  OBSERVATIONS  ON  THE  RESPONSE  OF  ERYTHROBLAS- 
TIC, MEGALOBLASTIC,  AND  RADIATION  ANEMIAS  TO  STREPTO- 
MYCES-DERIVED  “ANIMAL  PROTEIN  FACTOR”  AND  ANTIBIOTICS 

Robert  D.  Barnard,  M.D.,  Laurel  ton,  New  York;  John  M.  Caracappa,  M D.,  Elmont,  New 
York;  Max  Schwartz,  M.D.,  Rosedale,  New  York,  and  George  B.  Gordon,  M.D.,  and 
Aaron  Moldover,  M.D.,  Brooklyn,  New  York 


RAPID  arrest  and  even  considerable  rever- 
sion of  the  usually  progressive  anemia  was 
noticed  in  acute  leukemic  patients  while  ingesting 
a crude  Streptomyces  griseus  residue  concen- 
trate.1 Although  this  concentrate  had  been 
marketed  as  “animal  protein  factor”  for  fortifica- 
tion of  animal  feed  and  had  been  standardized 
for  Bi2  content,  it  became  obvious  that  B!2  as 
such  was  not  responsible  for  the  results  obtained. 
More  refined  BI2  preparations,  or  those  procured 
from  antibiotic  nonproducing  streptomyces  spe- 
cies, did  not  give  comparable  results  in  humans. 
Some  hematinic  factor  other  than  Bi2  was  present 
in  the  crude  concentrate.  Ancillary  studies  indi- 
cated that  this  might  be  an  antibiotic. 

Streptomyces  griseus  concentrate  is  a byprod- 
uct of  streptomycin  manufacture,  but  the  anti- 
biotic in  the  concentrate,  unlike  streptomycin, 
had  systemic  effects  after  oral  administration. 
In  this  way  it  resembled  such  other  streptomyces 
species  derived  antibiotics  as  terramycin,  aureo- 
mycin,  or  chloramphenicol.  That  it  was  not 
identical  with  any  of  these  was  indicated  by  its 
efficacy  in  unusually  low  dosage  level,  an  amount 
assaying  100  units  (in  terms  of  streptomycin 
activity  and  therefore  corresponding  to  0.1  mg. 
of  the  latter)  of  antibiotic  daily,  producing  pro- 
nounced systemic  effects.  Such  effects  are  en- 
tirely apart  from  those  connected  with  the  usually 
considered  “infective”  components  of  morbid 
processes;  indeed,  they  modify  the  course  of 
many  diseases  in  which  an  infectious  component 
in  the  ordinary  sense  does  not  exist.  This  does 
not  mean  that  minute  oral  doses  of  antibiotics 
are  devoid  of  a bacteriostatic  role  in  this  connec- 
tion, for  they  do  cause  a change  in  the  fecal 
bacteria  from  a predominantly  gram-negative 
proteolytic  to  a gram-positive  saccharolytic  type, 
and  much  significance  is  attributed  to  this  change 
in  intestinal  flora.2,3 

One  of  the  remarkable  properties  of  oral  anti- 
biotic dosing  is  that  which  reduplicates  the  ef- 
fects of  the  adrenocorticoids.  While  this  effect 
had  been  noticed  early  in  the  study  with  the 
crude  streptomyces  residue  and  ascribed  to  the 
steroid  content  of  the  latter,  it  also  occurs  after 
feeding  of  crystalline  terramycin,  which  is  not  a 
steroid.4  Corticoid  effects  of  streptomyces-de- 
rived  antibiotics  are  (1)  a drop  in  circulating 


eosinophils,  (2)  abolition  of  hypersensitivity 
phenomena  along  with  palliation  of  allergic  or 
atopic  symptoms,  (3)  a tendency  toward  potas- 
sium depletion  with  sodium  and  water  retention,* 
and  (4)  therapeutic  response  of  those  diseases 
which  are  known  to  respond  to  ACTH,  cortisone, 
or  ACE:  the  leukoblastoses,  neurodermatoses, 
dermatitis  medicamentosa,  the  demyelinating 
neuropathies,  the  histiocytoses,  the  rheumatoid 
arthropathies,  erythroblastic  arrest,  “hemolytic” 
anemias,  status  asthmaticus,  and  other  atopic 
reaction  syndromes.5 

Response  to  streptomyces-derived  materials 
in  the  last  conditions  had  already  been  procured 
when  comparable  results  in  “hemolytic  jaundice” 
were  reported  for  ACTH,  an  anticipated  even- 
tuality from  the  results  with  oral  antibiotic  ther- 
apy and  from  the  evident  atopic  nature  of  “hemo- 
lytic” anemia.6  For  just  as  one  may  predicate  a 
common  denominator  among  those  conditions 
which  yield  to  corticotherapeutic  agents,  so  re- 
sponse to  protracted  minimal  oral  antibiotic  ad- 
ministration (as  we  have  applied  it)  may  like- 
wise serve  to  unify,  as  atopic  conditions,  those 
which  are  benefited  by  such  therapy.7 

An  atopic  basis  for  certain  of  the  myelosup- 
pressive  hematologic  dyscrasias  has  long  been 
postulated,  first  in  connection  with  the  pur- 
puras and  later  with  the  granulopenias.8,9  Bar- 
nard so  designated  most  of  the  hematologic  dys- 
crasias which  were  placed,  interestingly  enough, 
in  the  same  category  as  the  rheumatoid  diseases.10 
Traina  has  more  recently  called  megaloblastosis 
an  anaphylactoid  reaction  of  the  hemopoietic 
marrow.11  There  is  likewise  little  new  in  the  use 
of  antibiotics  for  the  treatment  of  the  hematologic 
dyscrasias,  at  least  in  relationship  to  the  novelty 
of  the  antibiotics  themselves.  This  application 
was  specifically  designed  to  abrogate  a problem- 
atic infectious  component  within  them,  to 
withhold  the  emergence  of  secondary  infections 
contingent  on  granulopenia,  or  on  the  direct  as- 

* This  feature  of  protracted  terramycin  or  streptomyces 
animal  protein  factor  therapy  must  now  be  emphasized  be- 
cause about  one  of  seven  patients  on  such  therapy  have  de- 
veloped gross  edema  which  responded  to  theophyllin-am- 
monium  chloride  diuresis.  However,  it  is  now  believed  that 
three  leukemic  patients  with  diminished  cardiac  reserve  died 
from  congestive  failure  before  the  corticoid  features  of  this 
type  of  therapy  were  appreciated.  In  two  other  instances, 
symptoms  remarkably  reminiscent  of  those  of  Cushing’s  syn- 
drome emerged. 
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sumptions  that  they  actually  represented  specific 
infectious  disease,  for  example,  infectious  mono- 
nucleosis. Here  again,  however,  the  atopic  na- 
ture of  these  dyscrasias  was  recognized,  and  the 
role  of  antibiotics  to  eliminate  a contactual 
saprophytic  flora  which  might  be  the  source  of  the 
allergen  or  atopen  was  considered  its  effectual 
modality.12  The  oral  route  for  the  antibiotic 
therapy  was  stressed. 

In  the  cases  of  many  atopically  reacting  sub- 
jects and  in  the  majority  of  instances  where  this 
atopic  reactivity  is  reflected  to  the  hemopoietic 
marrow,  the  contactual  flora  concerned  appears 
to  be  that  of  the  intestinal  tract.  This  is  indi- 
cated by  the  frequency  of  remission  in  acute  leu- 
kemia, when  the  stool  is  rendered  odorless  by  the 
judicious  administration  of  one  of  the  streptomy- 
ces-derived  antibiotics,  and  the  rapidity  of  re- 
lapse when  putrefactive  bacteria  return  to  the 
intestinal  tract,  either  because  of  discontinuance 
of  oral  antibiotic  administration  or  by  emergence 
of  resistant  strains.  Acute  leukemia  is  regarded 
as  being  the  nadir  of  myelopoietic  arrests,  the 
latter  taking  place  in  the  leukoblast  stage,  but 
conclusions  derived  from  its  study  may  logically 
be  applied  to  the  lesser  degrees  of  hemopoietic 
arrest — those  occurring  in  the  megaloblastic  ane- 
mias, where  the  arrest  is  at  the  final  stage  at- 
tained by  the  avian  or  reptilian  marrow,  and  in 
the  so-called  hemolytic  anemias,  where  the  arrest 
is  erythroblastic  and  probably  corresponds  to 
the  endpoint  of  marrow  differentiation  shown  by 
subprimate  mammals.  None  of  these  arrests  is 
homogeneous,  but  the  clinical  condition  desig- 
nated derives  from  the  predominant  form  shown 
by  the  bone  marrow.  Actually,  some  degree  of 
erythroblastic  and  megaloblastic  arrest  is  found 
in  acute  leukemia,  and  all  of  the  myelosuppres- 
sive  dyscrasias  have  both  clinical  and  morphologic 
features  in  common.  These  points  are  discussed 
elsewhere,  the  present  report  dealing  with  seven 
illustrative  cases.13 

In  the  reports  will  be  the  attempt  (1)  to  fur- 
nish confirmation  of  antibiotic-induced  remis- 
sion of  certain  hitherto  considered  refractory 
anemias,  (2)  to  furnish  a comparison,  on  prac- 
tical therapeutic  grounds,  between  the  efficacy 
of  crude  as  contrasted  with  crystalline  antibiotic 
derivatives,  and  (3)  to  incorporate  within  each 
case  report  a discussion  of  those  features  which 
have  led  to  the  thesis  that  proteolytic  products 
arising  from  a certain  type  of  intestinal  flora  are 
instrumental  in  the  hemopoietic  arrest. 

Erythroblastic  Arrest  Anemia 

While  this  condition  has  always  been  considered 
as  hemolytic  and  due  to  an  increased  red  cell  de- 
struction which  exceeded  the  capacity  of  the 
bone  marrow  to  keep  pace  with  the  dissolution 


of  the  circulating  erythrocytes,  much  evidence 
has  recently  been  adduced  to  show  that  this  is 
not  the  case  and  that  the  anemia  is  due  to  faulty 
red  cell  production,  per  se.  Careful  morphologic 
studies  of  the  marrow  indicate  that  the  majority 
of  red  cells  are  arising  directly  from  the  erythro- 
blastic, rather  than  the  normoblastic,  stage. 

In  one  case  not  in  the  present  series,  the  nucle- 
ated red  cells  in  the  marrow  were  actually  syn- 
citia  comprised  of  a fragmented  nucleus  that  rep- 
resented the  initial  stage  of  the  division  of  the 
ervthroblast  into  a normoblastic  rosette.  Instead 
of  normoblastic  division  being  complete,  how- 
ever, these  nuclear  fragments  were  eliminated 
to  give  rise  to  a macrocyte  which  was  the  repre- 
sentative red  cell  in  the  peripheral  blood.  The 
notion  that  these  anemias  are  hemolytic  has 
arisen  from  certain  fallacies — that  reticulocytosis 
is  an  index  of  red  cell  regeneration  (one  that  has 
long  been  exploded),  that  the  bile  pigments  arise 
only  from  hemoglobin  liberated  during  red  cell 
destruction  (which  is  not  the  case),  and  that  any 
reliance  can  be  placed  on  fragility  tests  as  an  index 
of  the  life  span  of  erythrocytes  within  the 
body.14-16  Actually  the  hemolytic  anemias  are 
myelosuppressive  conditions  in  which  the  pack- 
ing of  the  bone  marrow  with  stagnant  forms, 
which  emerge  more  slowly  than  in  health  and 
thereby  engender  the  anemia,  has  given  rise 
to  the  notion  that  this  marrow  is  hyperplastic 
and  producing  cells  at  an  increased  rate  to  meet 
accelerated  demands  from  the  peripheral  circula- 
tion. The  notion  is  a false  one.17  The  misin- 
terpretation of  marrow  morphology  in  this  con- 
nection has  likewise  been  responsible  for  the 
common  assumption  that  acute  leukemia  is  a 
hyperplastic  disease,  while  it  is  actually  the 
reverse,  as  indicated  by  Limarzi  and  other  in- 
vestigators.18 

A circulating  pseudoagglutinin  demonstrable 
at  body  temperature  is  found  coating  the  erythro- 
cytes in  many  instances,  and  we  now  believe 
that  this  antibody,  winch  bears  considerable  re- 
semblance to  the  Rh-blocking  antibodies,  is  a 
glycoprotein  digestion  product  arising  from  the 
gastrointestinal  tract.19,20  The  association  be- 
tween gastrointestinal  malfunction  or  disease  is 
again  emphasized  by  the  reported  cases. 

Case  1. — S.  T.,  a fifty-three-year-old  housewife, 
had  complained  of  constipation  for  twenty  years 
and  rapid  weight  loss  for  the  past  three  months. 
She  was  seen  on  June  18,  1950,  after  the  completion 
of  a gastrointestinal  radiographic  series  that  demon- 
strated gastric  polyposis,  and  the  hemoglobin  was 
found  to  be  8 Gm.  (50  decimillimolar).  It  was 
thought  that  one  or  more  of  the  polyps  had  under- 
gone malignant  degeneration,  but  a fasting  stomach 
content  showed  no  gross  blood  and  the  pH  was  5. 
A trial  of  oral  antibiotic  therapy  in  the  form  of  terra- 
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Fig.  1.  Erythroblastic  arrest  anemia  (Cases  1 and 
2). 


inycin,  50  mg.  four  times  daily  with  milk,  was  insti- 
tuted, and  a lactobacillus  intestinal  flora  was  demon- 
strated on  the  third  day  of  therapy. 

On  the  seventh  day,  the  patient  began  complain- 
ing of  rheumatic  pains  in  her  limbs.  She  stated 
that  she  had  had  milder  pains  of  this  type  for  years 
but  had  failed  to  mention  them  previously  because 
she  had  so  many  other  complaints,  of  which  the 
pains  were  the  least.  At  this  time,  however,  there 
was  pretibial  edema  as  well  as  moderate  swelling 
of  the  ankle  and  wrist  joints,  which  were  the  most 
painful.  Terramycin  therapy  was  continued,  how- 
ever; the  joint  pains  subsided  and  the  appetite  be- 
came ravenous.  The  blood  count  was  now  found  to 
be  rising,  as  was  the  patient’s  weight,  so  that  plans 
for  an  exploratory  laparotomy  were  abandoned. 
When  the  erythrocyte  count  was  still  rising  and  there 
had  been  a definite  reversion  to  a low  color  index, 
the  terramycin  was  supplemented  with  oral  ferrous 
sulfate  administration  (Fig.  1).  This  brought 
about  a prompt  assumption  of  normochromia.  At 
the  time  of  the  last  examination,  on  September  21, 
1950,  the  patient  was  clinically  and  hematologically 
normal.  She  had  regained  her  lost  weight  plus  an 
additional  10  pounds,  and  the  members  of  her 
family  corroborated  her  statement  that  she  had 
neither  looked  nor  felt  so  well  for  the  past  twenty 
years.  For  the  first  time  in  this  period  she  was  free 
from  constipation  and  arthritic  pain. 

This  case  illustrates  the  transient  edema  which 
may  occur  during  minimal  oral  antibiotic  ther- 
apy and  which  we  attribute  to  corticoid  effect. 
While  this  therapy  has  been  used  both  by  us  and 


others,  with  success,  in  the  treatment  of  rheuma- 
toid arthritis  (as  being  less  costly  and  less  diffi- 
cult of  application  than  either  ACTH  or  corti- 
sone, but  just  as  efficacious),  it  has  been  found 
in  some  instances  that  there  may  be  temporary 
intensification  of  the  process  due  to  edema.21 
The  latter  may  subside  spontaneously  in  the  face 
of  continued  treatment,  or  it  may  be  treated 
by  ammonium  chloride-theophyllin  diuresis. 

Case  2. — L.  S.,  a forty-eight-year-old  housewife, 
was  admitted  to  the  hospital  on  August  11, 1949,  for 
a diagnostic  work-up  after  a longstanding  anemia 
had  failed  to  respond  to  a term  of  therapy  with  a 
proprietary  Bn-folic  acid-liver  preparation.  She 
had  been  failing  in  weight  and  strength  for  the  past 
six  months  and  had  been  taking  up  to  10  Gm.  of 
acetylsalicylic  acid  daily  for  the  control  of  joint 
pain.  Although  a gastrointestinal  x-ray  series  and 
skeletal  survey  had  proved  negative,  occult  malig- 
nancy was  suspected  because  of  the  failing  general 
health. 

Hospital  studies  revealed  an  erythroblastic  mar- 
row, a fasting  gastric  juice  acidity  of  pH  3 without 
histamine  impellation,  and  a coli-aerogenes  pre- 
dominance of  the  stool  flora.  Streptomyces  griseus 
broth  residue  was  started  in  place  of  the  proprietary 
hematinic  and  the  patient  discharged  from  the  hos- 
pital. The  subsequent  hematologic  course  is  shown 
in  Fig.  1.  There  was  prompt  reversion  of  macro- 
cytosis  and  a rapidly  climbing  erythrocyte  and 
hemoglobin  level  without  iron  medication,  which 
seemed  not  to  be  required  as  it  was  in  Case  1.  The 
lack  of  necessity  for  supplemental  iron  may  have 
been  due  to  adequate  body  stores  (based  on  prior 
administration  of  the  iron-containing  hematinic) 
or  because  of  the  iron  content  of  the  broth  con- 
centrate (0.03  per  cent).  More  remarkable  than 
the  hematologic  response  was  the  improvement  in 
the  general  health  of  the  patient,  a resumption 
within  six  weeks  of  her  previous  body  weight  and 
entire  absence  of  joint  pain  without  taking  salicyl- 
ate. 

Megaloblastic  Arrest  Anemia 

Cases  3 and  4. — These  are  examples  of  what 
may  be  classified  as  infantile  megaloblastic  anemia 
in  nine-  and  twenty- two-month-old  infants,  respec- 
tively. Both  exhibited  macrocytic  anemia  with 
marked  anisocytosis  and  poikilocytosis,  granulo- 
penia, and  thrombocytopenia.  In  each  instance,  an 
occasional  nucleolated  cell  with  disperse  nucleo- 
plasm characteristic  of  a blast  was  present  in  the 
peripheral  smear.  Although  the  referring  diagnosis 
in  each  instance  was  leukemia,  marrow  aspiration 
was  foregone  because  the  atypical  cells  were  con- 
sidered to  be  megaloblasts,  or  at  least  so  designated. 
Clinical  and  hematologic  reversion  was  rapid  in  each 
instance,  Case  4 receiving  Streptomyces  griseus 
broth  residue  and  Case  3,  terramycin  and  penicillin 
orally.  (The  last  is  used  in  some  instances  along 
with  terramycin  in  an  attempt  to  control  stool 
looseness  which  can  be  troublesome  on  this  type  of 
therapy.)  Case  4 required  no  iron  supplementation, 
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Fig.  2.  Megaloblastic  arrest  anemia  (Cases  3 and 
4). 


as  did  Case  3,  either  because  of  the  intrinsic  iron 
content  of  the  crude  residue  or  possibly  because 
there  bad  been  hyperchromia  and  possibly  iron  sur- 
feit, at  the  outset  of  the  observation  period  (Fig. 
2).  In  both  instances,  hematologic  reversion  was 
coincident  with  a change  in  stool  flora  to  a saccha- 
rolytic  type,  the  predominant  organism  in  Case  4 
being  a lactobacillus  while  in  Case  3 roughly  equal 
proportions  of  lactobacilli  and  Streptococcus  lactis 
were  present.  In  these  cases,  although  by  no  means 
in  the  majority  of  cases  examined  for  this  particular 
feature,  saccharolytic  and  practically  odorless  stools 
have  been  maintained  by  liberal  milk  intake  alone, 
after  discontinuance  of  oral  antibiotic  therapy. 

Reluctance  to  do  bone  marrow  aspirates  in 
children  arises  from  a dislike  to  have  them  labeled 
as  “acute  leukemics,”  which  has  happened  in  in- 
stances of  the  less  malignant  stages  of  myeloid 
arrest.  During  the  heyday  of  the  antifol  forms 
of  therapy,  this  designation  was  tantamount 
to  a death  sentence,  and  it  may  continue  so  until 
the  attitude  on  inexorability  of  this  disease 
changes.  Our  own  attitude  is  unorthodox  in 
that  we  would  have  made  no  change  in  treat- 
ment schedule  had  the  children  been  indubitably 
leukemic,  and  although  it  is  wrong  to  define 
leukemia  in  terms  of  inevitable  fatality,  we  merely 
cite  the  fact  that  these  two  children  are  alive  and 
well,  eighteen  and  eight  months  respectively, 
after  the  first  hematologic  study. 


No  instances  of  megaloblastic  anemia  of  preg- 
nancy have  been  subjected  to  oral  antibiotic 
therapy,  although  reversions  of  megaloblastic 
anemia  in  acute  leukemia  and  in  myelophthisis 
have  been  noticed.  Megaloblastosis  is  not  un- 
common during  certain  stages  of  acute  leukemia, 
occurring  spontaneously  and  not  necessarily  as 
the  result  of  antifol  therapy.22  Its  spontaneous 
disappearance  during  the  condition  has  also 
been  noticed  and  furnishes  additional  evidence 
of  the  potentialities  for  remission  inherent  in 
this  disease. 

With  regard  to  the  classic  megaloblastosis,  that 
of  Addisonian  pernicious  anemia  in  arrest,  its 
remission  on  alteration  on  intestinal  tract  flora  is 
a very  old  story.  An  interesting  feature  of  the 
discussion  of  the  etiology  of  this  disease  is  that 
presented  by  Wells,  who  gives  detailed  references 
to  work  in  this  direction  now  almost  half  a cen- 
tury old.23  The  discussion  is  of  greater  merit 
because  it  was  written  just  anterior  to  the  de- 
scription of  the  liver  diet  for  Addisonian  anemia; 
it  is  free  from  the  complications  of  the  nutritional 
deficiency  theory. 

It  appears  that  certain  older  investigators  were 
of  the  opinion  that  pernicious  anemia  was  a 
hemolytic  anemia,  the  hemolysin  being  a product 
of  proteolytic  bacterial  activity  in  an  intestinal 
tract  of  increased  permeability.  The  only  modi- 
fication of  that  theory  now  necessary  to  explain 
the  genesis  of  the  majority  of  instances  of  eryth- 
ropoietic arrest  is  that  the  proteolysis  products 
are  not  necessarily  hemolytic,  but  that  they  act 
as  a “brake”  on  the  bone  marrow  either  directly 
or  by  interference  with  the  activity  of  a normal 
hemopoietic  stimulator  which  may  actually  be 
the  enzyme  cholinesterase.  The  elimination  of 
bacterial  proteolysis  products  from  the  intestinal 
canal,  by  the  submergence  of  those  bacteria  or- 
dinarily producing  such  inhibitors,  suffices  to 
permit  the  bone  marrow  to  elaborate  its  normal 
peripheropetal  (extramedullary)  cells.  From  this 
standpoint,  the  only  advance  that  may  actually 
have  been  made  in  this  approach  during  the 
past  four  decades  is  in  the  availability  of  anti- 
biotics with  sufficiently  distinctive  spectrums  to 
determine  just  which  organisms  may  be  the  offen- 
ders. We  may  anticipate  a rapid  extension  of  in- 
vestigative efforts  along  this  line. 

Radiation  Anemia 

Much  attention  has  recently  been  directed  to 
the  effects  of  radiant  energy  upon  the  hemo- 
poietic marrow,  whose  depression  by  this  modality 
has  also  been  known  for  some  decades.  While  the 
revival  of  popular  interest  is  due  to  the  advent 
of  atomic  warfare  scares,  there  are  more  im- 
mediate practical  aspects  to  the  protection 
against  and  minimization  of  these  effects.  The 
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Fig.  3.  “Radiation”  anemia  (Cases  5 and  6). 


limits  to  which  definitive  radiotherapy  could  be 
pushed  are  bounded  by  the  susceptibility  of  the 
hemopoietic  marrow  both  to  the  direct  effect  of 
ionizing  radiation,  which  affects  the  erythroid 
series  to  a greater  degree  than  the  myeloid  series, 
and  to  noxious  substances  arising  from  the  de- 
ranged intestinal  tract.24  Coliform  organisms 
have  recently  been  incriminated  in  radiation 
death,  these  presumably  originating  a bactere- 
mia, so  that  survival  rate  in  radiated  animals  is 
enhanced  by  the  oral  administration  of  a coliform 
suppressor  antibiotic,  e.g.,  streptomycin.25 

Our  clinical  results  corroborate  the  efficacy 
of  coliform  suppressor  antibiotics  in  the  relief  of 
radiation  anemia.  The  results,  however,  indi- 
cate that  the  action  against  coliform  organisms 
occurs  within  the  intestinal  tract  and  consists, 
exactly  as  in  the  cases  of  erythroblastic  and 
megaloblastic  arrest  relief,  of  a curtailment  of 
proteosemia  which  had  arisen  from  proteolytic 
bacterial  activity  in  the  gut. 

The  presence  of  increased  blood  proteose  (pep- 
tonemia) was  noted  forty-five  years  ago.26  It 
was  attributed  to  tissue  autolysis,  although  re- 
cent studies  suggest  an  augmented  permeability 
of  the  intestinal  wall. 

Most  of  the  clinical  results  which  support  the 
impression  that  oral  administration  of  strepto- 
myces-derived  antibiotics  is  useful  in  the  man- 
agement of  radiation  myelosuppression  are  ob- 


scured by  the  concurrence  of  the  disease  for  which 
radiotherapy  has  been  instituted,  usually  inop- 
erable cancer.  Two  illustrative  cases,  however, 
may  be  cited. 

Case  5. — A thirty-nine-year-old  housewife  had  a 
meningeoma  removed  in  1948,  following  which  radio- 
therapy was  continued  for  one  year.  During  the 
latter  part  of  the  radiotherapy  period,  her  weight 
and  strength  failed  rapidly,  and  a moderate  macro- 
cytic hyperchromic  anemia  developed  along  with 
thrombopenia  and  granulopenia.  These  did  not 
respond  to  an  intensive  course  of  parenteral  liver- 
s' injections.  On  October  10,  the  tridaily  admin- 
istration of  1 Gra.  of  Strep tomyces  griseus  residue 
in  milk  was  commenced.  The  response  was  rapid. 
Within  a week  there  was  an  evident  improvement 
in  the  color  and  appetite  of  the  patient,  who  ceased 
being  a bed-ridden  invalid.  The  hematologic  re- 
sponse is  shown  in  Fig.  3,  and  it  is  of  interest  that  this 
response  was  manifest  during  the  continuation  of 
radiotherapy  to  the  skull.  It  wras  also  noticed  that 
a moderate  Bell’s  palsy  and  speech  difficulty,  residua 
of  the  operation,  cleared  up  rapidly  and  completely 
during  the  oral  medication. 

Case  6. — -A  fifty-eight-year-old  male  who  had  had 
intensive  radiotherapy  for  mediastinal  Hodgkins 
disease  developed  a severe  anemia  with  some  re- 
markable characteristics.  Although  the  plasma 
was  extremely  pallid  (icterus  index  2)  and  it  was 
therefore  thought  that  this  anemia  was  due  to 
bleeding,  marrow  aspirations  from  several  sites  re- 
vealed no  nucleated  cells  of  the  erythroid  series,  the 
granulocytic  and  thrombocytic  series  showing  nor- 
mal gradation  and  maturation.  This,  then,  was  a 
true  aplastic  anemia  uncomplicated  by  other  myelo- 
suppression, the  only  case  seen  to  date  of  this  type 
and  one  which  furnishes  strong  evidence  of  the  role 
of  the  erythroid  series  in  the  synthesis  of  bile  pig- 
ment precursors.  The  patient  subsisted  on  trans- 
fused corpuscles,  his  own  manufacture  being  negli- 
gible except  for  a brief  period  during  which  strepto- 
mycin was  given  orally.  Following  this  period, 
nucleated  erythrocytes  appeared  in  the  marrow. 

It  was  stated  that  the  antibiotic  present  in 
Streptomyces  griseus  residue  is  probably  not 
streptomycin.  Case  6 apparently  made  a re- 
sponse to  pure  streptomycin,  but  this  was  ad- 
ministered only  for  a short  period  as  it  has  been 
noticed  that  other  atopic  subjects  become  re- 
fractory to  continued  streptomycin  administra- 
tion. This  may  be  due  to  the  ease  and  rapidity 
with  which  proteolytic  strains  emerge  to  this  par- 
ticular antibiotic.  The  order  of  effectiveness  of 
streptomvces-derived  antibiotics  in  this  connec- 
tion, namely,  terramycin,  aureomycin,  Chloro- 
mycetin, and  streptomycin,  in  terms  of  decreasing 
effectiveness  in  this  connection,  parallels  Pu- 
laski’s listing  on  their  efficacy  in  sterilizing  the 
intestinal  contents  and  lends  support  to  the  theory 
that  this  disinfection  is  the  determinant  in  the 
remission  of  the  atopic  states.26 
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Thrombopenic  Purpura 

The  last  case  to  be  presented  also  occurred  last 
in  chronologic  order,  after  the  appearance  of  the 
review  by  Shwachman,  Foley,  and  Cook  in  which 
they  cite  their  own  extensive  experience  with 
what  amounts  to  comparable  sustained  low-dos- 
age administration  of  aureomycin  in  a variety  of 
pediatric  conditions,  including  leukemia,  and  in 
which  they  affirm  that  the  effect  of  such  dosage 
levels  are  not  to  be  ascribed  to  classic  anti- 
infective  action.27  They  mention  a report  of 
experimental  work  by  Gyorgi  and  Stokes  in  which 
the  latter  attributed  hepatotoxic  action  to  poi- 
sonous metabolites  of  Escherichia  coli  and  that 
“animal  protein  factor”  doses  of  aureomycin 
were  presumably  protecting  the  experimental 
animals  by  intestinal  E.  coli  suppression.  This 
modus  operandi  has  been  consistently  invoked 
by  one  of  the  writers  (R.D.B.)  throughout  the 
course  of  recent  investigations  with  “animal 
protein  factor”  therapy  in  humans.  Case  7 
strongly  adduces  additional  evidence  for  this 
point  as  well  as  illustrating  the  necessity  for  the 
appropriate  antibiotic  in  practical  therapy. 
Case  7 happens  to  be  formally  labeled  as  one  of 
thrombopenic  purpura  but,  as  mentioned  pre- 
viously, the  blood  morphology  might  have  as 
easily  permitted  its  designation  as  incipient  acute 
leukemia  or  erythroblastic  arrest  anemia. 

Case  7. — A forty-three-year-old  male  had  a mod- 
erate grippe  but  continued  at  work  until  brought 
to  medical  attention  by  a severe  nosebleed.  The 
physician  failed  to  find  a bleeding  point  but  rather 
an  extensive  mucosal  surface  ooze  which  required 
both  anterior  and  posterior  packs  for  stoppage. 
Because  the  patient  was  feverish  and  prostrated,  he 
was  hospitalized  and  given  parenteral  penicillin 
with  moderate  defervescence,  but  prostration  con- 
tinued, and  pack  removal  each  time  was  followed 
by  unabated  bleeding. 

On  the  sixth  day,  bleeding  time  was  fifteen  min- 
utes, coagulation  time  four  and  one-half  minutes,  clot 
retraction  absent,  and  anemia  progressive.  Blood 
morphology  was  consistent  with  either  thrombo- 
penic purpura  or  incipient  acute  leukemia,  cells  of 
an  indubitable  “blast”  category  being  found  occa- 
sionally in  the  peripheral  smear.  Instead  of  perform- 
ing marrow  aspiration,  we  started  terramycin  in  0.1- 
Gm.  doses  with  1 glass  of  acidophilus  milk  at  four- 
hour  intervals.  A platelet  count  twelve  hours  later 
showed  a rise  from  60  to  200,000  in  platelets. 

During  the  second  day  of  terramycin  therapy, 
the  bleeding  tune  was  one  and  one-balf  minutes, 
and  during  the  next  six  days  the  erythrocyte  drop 
was  reversed,  as  was  the  macrocytosis,  the  last  prob- 
ably purporting  a change  from  erythro-  to  normo- 
blastic erythropoiesis  (Fig.  4). 

The  original  admission  citrated  blood  sample 
had  been  retained  during  the  first  week  of  hospital- 
ization, since  it  might  have  been  needed  for  trans- 
fusion cross-matching.  It  showed  a significant  phe- 
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Flu.  4.  Thrombopenic  purpura  (Case  7). 


nomenon  common  to  similar  specimens  of  those 
later  responding  to  minimal  oral  antibiotic  ther- 
apy— a brownish  discoloration  at  the  plasma  sur- 
face gradually  migrating  through  the  entire  plasma 
column.  This  is  a catechol  reaction  common  to  poly- 
phenols and  it  disappears  from  responding  patient’s 
plasmas;  it  is  a product  of  intestinal  proteolysis,  as 
has  been  long  surmised,  and  its  curtailment  with  re- 
mission again  speaks  for  the  mechanism  invoked. 

Rapid  platelet  rises  are  also  common  in  throm- 
bopenic patients  responding  to  terramycin  ther- 
apy; in  acute  leukemia  this  may  be  the  only 
morphologic  evidence  of  remission  with  this 
modality  as  with  definitive  adrenocorticotherapy. 
The  chronologic  order  of  cellular  response  in  all 
the  myelosuppressive  dyscrasias,  an  inverse  of 
their  life  span — wherein  first  platelets,  then 
granulocytes,  and  finally  erythrocytes  assume  a 
normal  maturation — is  reminiscent  of  that  ob- 
taining with  liver  therapy  in  Addisonian  anemia 
and  indicates  the  common  denominator  under- 
lying these  dyscrasias.  Likewise  we  might  antic- 
ipate best  results  with  “animal  protein  factor” 
in  those  suppressions  which  are  least  profound. 
This,  cognitively,  would  be  thrombopenic  pur- 
pura, more  cases  of  which  might  profitably  be 
studied. 

Results  in  hemolytic  anemia  have  been  fairly 
good.  There  have  been  failures,  but  whether 
this  was  due  to  inadequacies  in  the  treatment 
or  intolerance  of  the  medication  is  still  not  settled. 
It  would  appear  at  this  time  that  some  patients 
must  abstain  from  even  minute  doses  of  terramy- 
cin because  of  intractable  diarrhea,  anal  pruritis, 
or  digestive  disturbances.  In  other  patients  it 
appears  impossible  either  to  implant  or  maintain 
a saccharolytic  intestinal  flora,  or  if  successful 
in  so  doing,  the  patient  will  not  tolerate  such  a 
flora.  Failures  appear  to  be  in  this  category  of' 
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patients  at  this  time.  Other  failures,  particularly 
in  acute  leukemic  patients,  have  been  due  to 
induction  of  congestive  failure  by  the  adrenoeor- 
ticomimetic  effect  of  any  of  the  streptomyces- 
I derived  antibiotics.  This  effect  is  a real  one ; the 
' j changes  in  blood  electrolyte  concentration  re- 
ported for  patients  on  viomycin  bearing  out  this 
i contention.28 

Summary 

A crude  Streptomyces  griseus  residue  was 
found  to  have  marked  hematinic  effects  similar 
to  those  exhibited  by  adrenocorticoids  in  hemo- 
! j poietic  suppressive  conditions  such  as  erythro- 
blastic arrest  (acquired  hemolytic)  anemia,  mega- 
loblastic anemia,  and  radiation  myelopathy. 
This  effect  could  not  be  attributed  to  the  Bi2 
content  of  the  residue,  and  two  apposed  cases 
in  each  category  are  presented  to  show  that  the 
same  effect  can  be  produced  by  a coliform-aero- 
genes  suppressor  antibiotic.  It  is  postulated  that 
ingestion  of  such  an  antibiotic,  both  by  direct 
depressant  effect  on  intestinal  proteolytic  or- 
ganisms and  by  the  indirect  implantation  and 
maintenance  of  a saccharolytic  flora,  may  limit 
the  absorption  of  cholinergic  proteoses.  An 
enhanced  production  of  erythrocytic  cholinester- 
ase is  thereby  permitted,  and  the  latter  may  in- 
stigate accelerated  hemopoiesis.  At  the  same 
time,  the  possibility  that  hemopoiesis  may  be 
sustained  by  substances  derived  from  the  non- 
sporulating  gram-positive  intestinal  organisms 
which  flourish  during  this  therapy  is  not  ruled 
out.  Whatever  the  mechanism,  the  hematinic 
effect  of  sustained,  small,  oral  antibiotic  dosing 
holds  promise  of  wide  clinical  application,  not 
only  to  the  management  of  the  myelosuppressive 
hematologic  dyscrasias,  but  to  all  allergic,  atopic, 
and  adaptative  diseases  as  well. 


Treatment  failures  with  this  modality  seem  to 
have  occurred  predominantly  where  intestinal 
coliform  suppression  did  not  take  place  or  where 
intolerance  to  the  implanted  saccharolytic  flora 
developed.  In  some  instances,  profound  adreno- 
corticomimetic  effects,  among  which  salt  and 
water  retention  were  pronounced,  forced  an 
abandonment  of  the  antibiotic  dosage  schedule. 
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FROZEN,  CONCENTR  ATED  ORANGE  JUICE  AS  NUTRITIOUS  AS  FRESH  FRUIT 


Approximately  98  per  cent  of  the  vitamin  C in 
fresh  oranges  can  be  retained  in  the  frozen,  concen- 
trated juice  if  proper  methods  are  used,  a report  to 
the  Council  on  Foods  and  Nutrition  of  the  American 
Medical  Association  reveals.  It  states  that  “the 
frozen,  concentrated  product  can  be  as  valuable 
from  a nutritive  content  as  is  fresh  orange  juice.” 
Studies  indicate  that  the  vitamin  C content  of 
fresh  oranges  may  show  considerable  variation. 
This  is  due  in  part  to  seasonal  influences.  In 
general,  fruit  picked  in  midseason  tends  to  be  higher 
in  vitamin  C content  than  does  that  picked  early  or 
late  in  the  season.  Other  factors,  including  variety 


of  fruit,  degree  of  ripeness,  and  condition  of  the 
soil,  also  significantly  affect  the  vitamin  C content 
of  the  fresh  fruit. 

The  danger  of  vitamin  C loss  is  most  likely  to  occur 
as  a result  of  improper  handling  or  storage  in  the 
home.  For  example,  if,  after  reconstituting,  the 
juice  is  allowed  to  stand  in  open  containers  at  room 
temperature,  appreciable  losses  will  occur.  How- 
ever, if  the  reconstituted  juice  is  placed  in  the  re- 
frigerator at  40  F.,  vitamin  C losses  will  be  negligible. 
Ideally,  the  juice  should  be  consumed  as  soon  as 
possible  after  reconstituting  to  obtain  maximum 
vitamin  C value. — J.A.M.A.,  May  25,  1951 


Case  Reports 

PRIMARY  MYOSARCOMA  OF  THE  LUNG 
J.  A.  Mishkin,  M.D.,  Watertown,  New  York 
( From  the  Mercy  Hospital) 


T3RIMARY  myosarcoma  of  the  lung  is  extremely 
rare.  Statistical  study  of  the  incidence  of  such 
tumors  is  uncertain  because  of  the  difficulty  of  dis- 
tinguishing between  sarcomatous  and  carcinomatous 
lesions,  even  by  well-qualified  pathologists.  Blades 
and  Randall  in  1946  collected  from  the  literature 
only  six  cases  of  sarcoma  originating  from  the  smooth 
muscle  of  a bronchus  and  added  one  of  their  own. 1 

The  following  case  report  is  cited  because  of  the 
rarity  of  the  condition  and  because  of  the  interesting 
clinical  and  pathologic  findings. 

Case  Report 

J.  H.,  a white  female  of  sixty-five,  was  first  seen 
by  me  on  April  9,  1947.  She  stated  that  she  had 
felt  well  until  two  weeks  previously  when  she 
began  to  experience  attacks  of  palpitation  and 
dyspnea  on  effort.  She  then  began  to  tire  more 
easily,  and  her  ankles  would  swell  on  standing. 
Her  appetite  remained  fairly  good,  but  she  lost 
about  5 pounds  during  that  period.  The  only 
significant  feature  of  her  past  history  was  a left 
mastectomy  thirty  years  ago  for  some  kind  of  “be- 
nign breast  tumor.” 

Physical  examination  revealed  a very  nervous, 
elderly  lady  with  a bilateral  proptosis  which  had 
been  present  “as  long  as  she  could  recall.”  The 
temperature  was  99.6  F.  rectally,  pulse  120  and 
regular,  and  respirations  24.  The  thyroid  gland 
was  slightly  enlarged  throughout.  It  was  not  in- 
durated or  fixed  and  presented  no  thrill  or  bruit. 
The  lungs  appeared  clear.  The  heart  was  enlarged 
to  the  left,  and  the  point  of  maximal  impulse  was  in 
the  fifth  intercostal  space  in  the  anterior  axillary 
line.  The  sounds  were  fairly  good,  and  there  were 
no  thrills  or  murmurs.  Blood  pressure  was  170/- 
100.  No  masses  or  viscera  could  be  palpated  in  the 
abdomen.  There  were  small  varicosities  of  the 
lower  extremities  with  no  edema.  The  skin  was 
moist  and  warm.  There  were  fine  tremors  of  the 
fingers,  and  the  deep  reflexes  were  active  and  equal. 

A basal  metabolism  was  plus  36.  Urinalysis  and 
blood  count  were  normal.  Blood  Wassermann  was 
negative.  A provisional  diagnosis  of  diffuse  toxic 
goiter  and  thyrotoxic  and  arteriosclerotic  heart 
disease  was  made. 

The  patient  was  placed  upon  propylthiouracil 
therapy,  100  mg.  three  times  a day.  However,  she 
continued  to  lose  weight,  developed  a cough  and  a 
low-grade  temperature,  and  became  dyspneic  even 
on  rest.  She  was  advised  to  enter  Mercy  Hospital 
on  April  26.  An  x-ray  of  the  chest  revealed  a tumor 
on  the  left  side  of  the  cardiac  silhouette  (Figs.  1 and  2). 
This  tumor  did  not  pulsate  under  the  fluoroscope. 
The  temperature  on  admission  was  101  and  ranged 
between  98.6  and  103  F.  throughout  her  hospital 


Fig.  1.  Posteroanterior  film  of  chest  showing  a 
tumor  mass  on  the  left  side  of  the  cardiac  silhouette 
(April  26,  1947). 


stay.  The  pulse  averaged  88  to  140  and  the  respira- 
tions 20  to  36.  Examination  of  the  blood  revealed 
a hemoglobin  of  70  per  cent  (Sahli)  and  a red  blood 
count  of  3,430,000.  The  white  cell  count  was  12,800 
with  90  per  cent  neutrophils,  6 per  cent  lymphocytes, 
and  4 per  cent  monocytes.  Three  other  counts  were 
similar.  Urines  were  negative  except  for  a trace  of 
albumin. 

Aqueous  penicillin,  40,000  units,  was  administered 
intramuscularly  every  three  hours  for  five  days  at 
which  time  it  was  discontinued  because  of  a lack  of 
response.  The  patient  was  advised  to  undergo 
surgery  but  refused  to  have  anything  done.  She 
remained  apprehensive  and  nervous  and  perspired 
freely.  The  cough  became  productive  of  a nonfoul, 
greenish  sputum  which  was  never  bloody.  Her 
respirations  became  more  labored  and  slightly  ir- 
regular. On  May  17,  she  suddenly  began  to  fibril- 
late,  and  quinidine  sulfate,  0.2  Gm.,  was  given  every 
two  hours.  The  arrhythmia  returned  to  normal 
sinus  rhythm  in  six  hours.  A repeat  x-ray  of  the 
chest  on  May  26  showed  that  the  tumor  mass  had 
increased  in  size  since  the  previous  examination. 
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Fig.  2.  Right  anterior  oblique  view  which  more 
clearly  defined  the  tumor  and  which  showed  the 
anterior  position  of  the  mass  (April  26,  1947). 


Fig.  3.  Posteroanterior  film  of  the  chest  show- 
ing the  rapid  growth  in  size  of  the  tumor  (May  26, 
1947). 


It  now  occupied  most  of  the  left  chest  and  completely 
obscured  the  left  cardiac  border  and  diaphragm 
(Fig.  3).  The  flat  area  on  the  left  border  of  the 
heart  increased  in  size  to  involve  the  entire  left 
upper  chest  on  percussion.  Dysphagia  did  not 
appear  until  May  31.  The  patient  expired  on  June 
5. 

The  postmortem  examination  was  performed  by 
Dr.  H.  Foster,  pathologist  of  Mercy  Hospital.  The 


Fig.  4.  Photomicrograph  of  myosarcoma  of  lung. 
(195  X) 


thyroid  gland  was  normal  in  size  with  a decreased 
amount  of  colloid  present.  The  pericardial  cavity 
contained  100  cc.  of  clear,  straw-colored  fluid  and 
had  not  been  invaded  by  the  adjacent  tumor  mass. 
The  heart  was  normal  in  size.  The  valves  showed 
no  abnormalities.  The  coronary  arteries  showed 
moderate  arteriosclerosis  but  were  patent.  The 
aorta  revealed  moderate  arteriosclerosis.  The  right 
pleural  cavity  contained  200  cc.  of  clear,  straw- 
colored  fluid.  The  left  pleural  cavity  was  partially 
obliterated  in  the  anteromedial  aspect  by  a large 
tumor  mass  which  extended  beyond  the  lungs  and 
invaded  the  pleura  and  extended  medially  to  reach 
the  parietal  pericardium.  This  tumor  occupied 
most  of  the  upper  lobe  of  the  left  lung.  There  were 
300  cc.  of  fluid  in  the  left  pleural  cavity.  The 
tumor,  measuring  20  cm.  in  diameter,  was  well  de- 
marcated but  did  not  have  a capsule.  It  was  com- 
posed of  light  colored  tissue  with  a large,  softened 
necrotic  area  in  the  central  part.  The  adjacent 
lung  tissue  was  compressed.  There  were  small 
tumor  nodules  in  the  inferior  portion  of  the  upper 
lobe.  The  lower  lobe  was  partially  collapsed.  The 
bronchi  contained  a small  amount  of  mucoid  mate- 
rial. The  pulmonary  arteries  were  clear,  and  the 
peribronchial  lymph  nodes  were  not  grossly  involved 
by  tumor.  The  remainder  of  the  organ  systems 
were  normal,  and  there  was  no  evidence  of  any 
metastatic  lesions. 

Histologic  section  of  the  lung  tumor  showed  a 
neoplastic  growth,  the  cells  of  which  varied  consid- 
erably in  size.  The  nuclei  were  unusually  large  and 
vesicular  with  a moderate  to  large  amount  of  cyto- 
plasm which  was  pinkish  in  color.  Numerous 
multinucleated  cells  were  seen,  and  in  some  areas 
the  cells  were  definitely  spindle-shaped.  Mitoses 
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were  moderate  in  number.  The  cellularity  varied 
from  area  to  area,  and  the  tumor  was  invading  the 
fat  tissue  (Fig.  4). 

A diagnosis  of  myosarcoma  of  the  left  lung  was 
made.  Sections  of  the  tumor  were  reviewed  by 
Drs.  Foote  and  Thibaudeau  of  the  Roswell  Park 
Memorial  Institute,  and  they  concurred  with  the 
diagnosis. 

Comment 

The  origin  of  the  tumor  described  in  this  case  was 
presumed  to  be  from  one  of  the  bronchi  since 
smooth  muscle  cellular  elements  were  a component 
feature  of  the  sarcoma.  It  was  a rapidly  growing 
lesion  locally  as  evidenced  by  clinical  symptoms  and 
serial  roentgenograms.  However,  during  the  two 
months  of  observation  no  distant  metastases  oc- 
curred. This  was  later  confirmed  by  autopsy 
findings  wherein  the  tumor  was  found  to  be  confined 


to  the  upper  lobe  of  the  left  lung  with  no  involve- 
ment even  of  the  regional  lymph  nodes.  It  was 
unfortunate  that  the  patient  would  not  consent  to 
surgery  because,  in  view  of  the  localization  of  the 
lesion,  the  prognosis  would  have  been  fairly  good. 

The  history  of  a mastectomy  thirty  years  pre- 
viously for  a breast  tumor  raised  the  question  of  a 
possible  primary  site  for  the  existing  pulmonary 
tumor.  Could  the  latter  have  been  secondary  to 
the  breast  lesion?  However,  the  period  of  time  be- 
tween the  mastectomy  and  the  present  illness  was 
much  too  long  to  be  too  seriously  considered. 
Also  a review  of  the  histologic  section  of  the  breast 
tumor,  a fibroadenoma,  confirmed  its  benign  nature. 

619  Washington  Street 
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CONGENITAL  ABSENCE  OF  THE  CERVIX 

Allan  Putterman,  M.D.,  Jamaica,  New  York 

( From  the  Department  of  Obstetrics  and  Gynecology,  Jamaica  Hospital) 


A THOROUGH  search  of  the  literature  in  the 
English  language  revealed  that  congenital  ab- 
sence of  the  cervix  is  very  rarely  reported.  Only 
three  such  cases  have  been  presented  since  1893. 
Their  only  clinical  significance  was  that  they  offered 
a problem  in  association  with  pregnancy.  These 
patients  had  no  complaints  during  the  years  prior  to 
their  pregnancies.  No  mention  is  ever  made  of  any 
menstrual  difficulties,  occurrence  of  infertility  prob- 
lems, or  any  signs  referable  to  pelvic  discomfort 
that  these  patients  might  have  noticed.  The  lesion, 
in  all  previously  mentioned  reports  as  well  as  the 
problem  presented  here,  was  always  observed  in 
connection  with  the  pregnancy. 

Case  Report 

Because  of  the  rare  occurrence,  or  rare  reporting  of 
this  lesion,  the  case  of  Mrs.  A.  S.,  a forty-two-year- 
old,  white  housewife,  is  being  presented.  She  was 
first  seen  on  May  20,  1950,  because  she  noticed  that 
her  last  period  in  April,  1950,  had  lasted  eight  days 
and  had  been  associated  with  profuse  bleeding  and 
passing  of  many  clots.  She  feared  the  possibility  of 
the  presence  of  malignancy  and  was  sent  in  for  a di- 
agnostic dilatation  and  curettage. 

Her  past  medical  and  surgical  history  was  essen- 
tially negative.  She  started  to  menstruate  at  thir- 
teen years  of  age,  flowed  for  three  days  with  moder- 
ate bleeding,  devoid  of  any  clots,  and  the  periods 
appeared  regularly  at  thirty-day  intervals.  Obstet- 
rically,  she  was  a gravida  2,  Para  2.  Both  her  preg- 
nancies were  permitted  to  go  to  thirty-eight  weeks 
when  elective  cesarean  sections  were  performed  be- 
cause prenatal  examinations  had  revealed  the  con- 
genital absence  of  the  cervix.  The  sections  were 
done  in  1933  and  1935. 

Examination  revealed  a well-developed,  nervous 
individual  who  did  not  appear  to  be  acutely  ill. 
Her  blood  pressure  was  110/70.  The  rest  of  the 
physical  examination,  exclusive  of  the  pelvis,  re- 


vealed no  pathology.  The  vulva  was  normal.  The 
vaginal  introitus  was  nulliparous  in  character  and 
presented  no  abnormal  findings.  The  size  of  the  va- 
gina was  within  the  limits  expected  for  a normal  per- 
son. No  cervix  was  palpated;  instead,  the  smooth- 
ness of  the  vagina  was  not  interrupted  in  its  contin- 
uity through  its  vault.  No  opening  into  the  body  of 
the  uterus  was  felt.  The  mucosa  of  the  vagina 
seemed  to  be  completely  intact.  The  body  of  the 
uterus  was  in  mid  position,  regular  in  outline,  freely 
movable,  and  a little  softer  than  expected.  The 
adnexae  were  entirely  devoid  of  any  palpable  tumor 
masses.  Speculum  examination  revealed  a smooth 
vaginal  vault,  and  only  by  thorough  search  with  a 
probe  was  the  vaginouterine  communication  discov- 
ered. Its  location  was  just  where  the  center  of  the 
cervix  would  have  been,  had  it  been  present.  The 
opening  was  small  and  offered  no  resistance  to  the  • 
entrance  of  the  probe.  Laboratory  examination,  4 
including  urine  and  blood  studies,  was  essentially 
negative. 

Because  of  the  symptoms  and  findings,  a dilata-  1 
tion  and  curettage  was  decided  upon  as  the  proper 
therapy  at  this  time.  Due  to  the  absence  of  the  i 
cervix,  it  was  felt  that  the  procedure  might  prove 
difficult  when  a dilatation  of  the  cervix  was  at- 
tempted. It  was  thought  that  difficulty  might  arise 
because  of  the  possibility  of  not  being  able  to  mobil- 
ize the  uterus  properly  when  attempting  to  insert  the 
dilators.  On  June  16,  1950,  at  Jamaica  Hospital, 
the  procedure  was  performed.  The  mucosa,  just  an- 
terior and  posterior  to  the  uterine  opening,  was 
grasped  with  Allis  clamps.  The  graduated  Hegar 
dilators  were  inserted  with  practically  no  resistance  ' i 
developing  at  any  time.  They  just  seemed  to  fall 
into  the  body  of  the  uterus.  After  sufficient  opening 
was  obtained,  the  curettage  of  the  lining  of  the  uterus  ; <| 
was  completed. 

The  pathologic  report  of  the  uterine  curettings  re- 
vealed hyperplastic  and  cystic  endometrium. 
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Special  Article 

MEDICAL  PROGRESS  AND  DENTAL  DECAY 

H.  H.  Neumann,  M.D.,  New  York  City 
( From  the  School  of  Dental  and  Oral  Surgery,  Faculty  of  Medicine  of  Columbia  University) 


"THE  family  physician  notices  dental  caries  in 
children  often  before  a dentist  is  consulted,  is  fre- 
quently asked  for  advice  on  what  to  do  to  prevent 
caries,  and  usually  struggles  with  this  insidious  ail- 
ment in  his  own  family.  The  fight  is,  as  a rule, 
frustrating,  and  the  teeth  of  the  physicians’  and 
dentists’  children  are  not  better  than  those  of  any 
average  group  in  a community.  Consequently,  the 
medical  practitioner  looks  with  some  confusion  and 
hope  to  the  reports  about  progress  in  the  dental  field 
in  the  prevention  of  caries. 

The  advance  in  the  control  of  other  diseases 
affecting  children  has  been  so  considerable  during 
the  last  generation  that  rickets,  malnutrition,  and 
chronic  digestive  disorders  are  rarely  encountered, 
and  the  number  of  bacterial  diseases  of  consequence 
has  been  steadily  reduced.  In  spite  of  the  frequent 
reports  on  new  control  measures,  caries  shows  no 
signs  of  waning. 

The  case  for  prevention  is  not  hopeless,  consider- 
ing that  close  to  one  quarter  of  the  earth’s  popula- 
tion is  very  little  afflicted  by  tooth  decay.  Primi- 
tive people  in  their  own  environment  generally  do 
not  suffer  from  caries,  although  it  is  incorrect  to 
state  that  they  are  immune  to  it.  They  are  as 
susceptible  as  the  average  American,  proved  by  the 
devastating  results  on  the  teeth  by  sudden  changes 
in  the  diet  from  a native  to  a “civilized”  pattern. 
As  absence  of  dental  decay  in  large  population 
groups  definitely  does  exist,  without  any  congenital 
immunity,  it  is  essential  to  find  the  factor  provoking 
the  deterioration  and  to  apply  it  if  possible  as  a 
public  health  measure. 

The  medical  practitioner,  if  faced  with  the  ques- 
tion of  what  to  do  to  achieve  caries-free  teeth  in  the 
children  under  his  care,  will  usually  give  advice 
consisting  of  some  generalities.  He  will  be  inclined 
to  recommend  a “well-balanced  diet”  with  plenty  of 
milk  and  vegetables ; he  will  also  prescribe  vitamins 
and  minerals,  especially  calcium,  and  suggest  good 
mouth  hygiene  and  plenty  of  sunshine. 

The  Well-Balanced  Diet 

Any  visitor  to  South  East  Asia,  Mexico,  or  India 
who  is  trained  in  the  field  of  nutrition  will  be  startled 
by  the  apparent  indifference  of  the  human  teeth  to 
poor  and  deficient  nourishment.  Marshall-Day, 
after  a detailed  investigation  of  the  teeth  in  regions 
of  India,  reported  his  conclusion  that  diet  nutri- 
tionally spund  according  to  our  modern  concept  has 
little,  if  any,  bearing  on  caries  immunity,  and  the 
vitamin  and  other  deficiency  hypotheses  are  unten- 
able.1 The  diet  in  the  Kangra  district  consists 
mainly  of  “decalcifying”  cereals  and  contains 


negligible  amounts  of  fruits,  vegetables,  milk,  and 
milk  products,  yet,  with  this  diet,  almost  perfect 
teeth  with  a very  low  incidence  of  caries  are  found, 
coexisting  with  clinically  severe  rickets  and  with 
severe  osteomalacia  in  the  pregnant  women. 

Any  investigator  visiting  India  will  also  abandon 
the  concept  of  prenatal  nutritional  influence  regard- 
ing caries  immunity.  Rachitic  children  born  from 
osteomalacious  mothers,  deficient  in  moqt  nutri- 
tional respects,  show  no  tendency  to  develop  dental 
caries,  neither  as  children  nor  later  in  life.  With 
this  observation  in  mind  it  is  important  to  re- 
emphasize that  no  racial  immunity  is  in  play. 
Indians  who  are  brought  into  a western  environment 
and  under  a supervised,  well-balanced  modern  diet 
will  promptly  recover  from  their  deficiency  dis- 
eases, but  the  caries  rate  will  soon  average  the  same 
as  the  nation  whose  diet  they  adopted — that  means 
it  will  be  extremely  high  if  an  English  diet  is  accepted. 

In  Mexico,  in  the  Mezquital  Valley,  Anderson, 
Calvo,  Serrano,  and  Payne  found  the  consumption  of 
meat,  dairy  products,  fruits,  and  vegetables  exceed- 
ingly low.2  The  inhabitants  eat  very  few  foods 
which  are  commonly  considered  as  essential  to  a 
good  nutritional  pattern ; their  diet  is  high  in  carbo- 
hydrates and  low  in  fats  and  protein.  Under  these 
circumstances  it  is  remarkable  to  find  a high  per- 
centage of  the  people  with  perfect  teeth,  that  is, 
without  any  caries  at  all.  The  fluorine  content  in 
the  drinking  water  of  0.2  to  0.3  parts  per  million  is 
far  below  the  level  supposed  to  exert  any  influence 
on  caries  immunity. 

The  perfect  natural  diet  of  native  races,  rich  in 
vitamins  and  a proper  choice  of  food  secured  by 
instinct,  belongs  in  the  field  of  medical  fiction. 
There  are  a few  exceptions,  as  for  instance,  some  iso- 
lated Polynesians  or  the  Eskimos  prior  to  their 
modernization.  The  teeth  of  the  primitives, 
whether  in  underprivileged  countries  with  chronic 
famine  and  severe  vitamin  and  nutritional  deficien- 
cies or  whether  among  the  exceptional  groups  with 
an  adequate  well-balanced  diet,  are  not  or  scarcely 
affected  by  caries. 

Morgan,  Wright,  and  Ravensway  surveyed  the 
effects  of  prolonged  multiple  vitamin  deficiencies 
and  severe  malnutrition  after  the  release  of  Ameri- 
can prisoners  of  war  from  Japanese  prison  camps.3 
A dental  survey  in  this  group  showed  that  the  num- 
ber of  carious  teeth  was  less  than  that  of  the  same 
age  group  living  under  normal  conditions. 

Undoubtedly,  an  adequate  diet,  not  deficient  in 
vitamins  and  minerals,  is  of  principal  significance 
for  the  normal  development  of  the  child.  It  is, 
though,  immaterial  for  caries  prevention. 
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Mouth  Hygiene 

In  the  field  of  hygiene,  progress  has  been  steady 
and  spectacular.  This  trend  included  attempts  at 
caries  prophylaxis  with  the  ubiquitous  brush  and 
toothpaste.  The  efforts  unfortunately  did  not 
affect  the  caries  rate.  Any  public  health  worker 
who  spends  time  among  poorer  social  or  ethnic 
groups  will  be  impressed  by  how  much  poor  hygienic 
conditions  affect  the  general  health  and  how  little 
poor  oral  hygiene  affects  the  teeth  if  caries  immunity 
is  under  scrutiny.  Mouths  in  dirty,  unhygienic  condi- 
tion are  often  free  from  caries  and  show  that  there  is 
no  positive  relationship  between  oral  hygiene  and 
caries.  The  incidence  of  toothbrushes  in  different 
countries  is  in  inverse  proportion  to  the  incidence  of 
sound  teeth,  and  poor  oral  hygiene  is  predominant  in 
areas  with  exceptionally  good  teeth  as  in  Sicily, 
Mexico,  or  India. 

Oral  hygiene,  brush,  and  paste  are  apparently  of 
cardinal  importance  in  the  prevention  of  periodontal 
disease,  and  their  use  should  and  must  be  stimulated. 
They  are,  unfortunately,  inadequate  for  caries  pre- 
vention. 

In  visiting  a Samoan  village  I had  occasion  to 
observe  a New  Zealand  trained  native  nurse  trying 
to  teach  the  natives  the  use  of  the  toothbrush.  This 
was  part  of  an  otherwise  effective  public  health  pro- 
gram for  disease  prevention  in  the  villages.  It  was, 
though,  pathetic  to  see  that  the  native  nurse  who  had 
to  spend  years  in  training  had  numerous  fillings  and 
some  teeth  missing,  while  the  villagers  to  be  taught 
oral  hygiene  had  perfect  dentitions. 

Climate  and  Sunshine 

There  is  no  correlation  between  the  climatic  condi- 
tion and  the  amount  of  sunshine  in  a locality  and  its 
dental  condition.  In  regions  with  much  sunshine 
the  teeth  may  be  comparatively  good  (Polynesia)  or 
very  poor  (South  Africa,  Kenya,  Australia),  and  in 
regions  with  little  sunshine  the  teeth  may  be  good 
(Eskimos,  Maoris  in  southern  New  Zealand)  or  poor 
(England). 

Hereditary  Factors 

The  study  of  the  teeth  of  aboriginals  (Bantu, 
Maoris,  Eskimos,  Australian  aboriginals),  which  are 
almost  perfect  while  on  their  native  diet  and  carious 
when  they  change  to  a modern  diet,  suggests  that 
the  elements  of  constitutional  and  hereditary  factors 
and  also  racial  susceptibility  are  entirely  secondary 
to  dietary  habits. 

Campbell  describes  the  teeth  of  the  indigenous 
Australians  as  follows:  “The  native  develops  a 

wonderful  dental  outfit,  the  disintegration  of  which 
rarely  takes  place  until  senescence,  if  at  all.  A 
dentition  produced  under  such  conditions,  when 
changed  to  a civilized  food  environment,  disinte- 
grates with  the  same  rapidity  and  ravaging  effects  as 
those  of  the  average  white  person.”4 

It  appears  that  all  human  races  are  equally  sus- 
ceptible to  dental  caries,  the  onset  of  which  is  condi- 
tional and  does  not  depend  on  a racial  predisposition 
or  constitutional  factors. 


Fluorine 

Fluorine  has  been  reported  to  reduce  caries  in 
children.6  While  introduction  of  fluorine  should  be 
welcome  for  want  of  anything  more  effective,  it  is  not 
justified  to  tack  high  hopes  on  it.  Even  though  it  is 
effective  in  reducing  caries,  its  deficiency  is  certainly 
not  the  cause  of  decay,  as  some  areas  with  very  little 
fluorine  in  the  water  have  been  found  to  be  relatively 
free  from  caries,  as  the  Mezquital  Valley  in  Mexico 
or  Naples  in  Italy.2’6 

Two  suburbs  of  Sheffield  in  England  have  an  ex- 
treme difference  in  the  fluorine  content  of  the  water.7 
South  Sheffield’s  water  content  is  high,  1.4  parts  per 
million  fluorine,  while  North  Sheffield’s  water  is 
practically  fluorine  free.  In  children  there  are  some 
differences  in  the  caries  incidence  between  the  two 
towns,  and  with  fluorine  the  caries  lesions  seem  to 
appear  delayed.  But  the  difference  is  of  a minor 
order  and  decreases  further  in  the  adolescent  years. 
This  experience  kept  down,  in  England,  enthusiasm 
for  fluorine  as  a caries  prevention  measure.  Also  in 
America  there  are  reports  that  are  skeptical  regard- 
ing the  degree  of  caries  reduction  by  fluorine.  Boyd 
and  Cheyne  surveyed  teeth  of  adolescents  in  Iowa 
comparing  areas  with  high  and  low  natural  fluorine 
content  in  the  water.8  Their  findings  differ  sharply 
from  the  earlier  more  optimistic  reports.  Fluorine 
represents  a pharmacologic  not  a physiologic  ap- 
proach to  caries  control  which  should  be  pursued  for 
whatever  gains  it  may  hold  for  caries  prevention 
until  something  more  effective  is  available. 

Carbohydrate  Fermentation 

The  formation  of  acid  in  the  mouth  through  fer- 
mentation of  refined  carbohydrates  is  the  most 
widely  held  theory  on  the  cause  of  dental  caries. 
Much  evidence  has  accumulated  in  favor  of  the  acid 
decalcification  theory,  although  there  persist  as 
many  doubts  and  contradictions  and  observations 
irreconcilable  with  the  currently  heavily  emphasized 
chemical  process  of  an  acid  attacking  the  minerals 
of  the  tooth. 

To  give  some  examples  of  the  shortcomings  of  the 
acid  decalcification  theory:  In  southern  Italy  white 
bread  and  sphaghetti  are  staple  foods,  and  85  per 
cent  of  the  ingested  calories  are  provided  by  these 
refined  carbohydrates  considered  readily  ferment- 
able ; the  incidence  of  dental  caries  is  curiously  low. 
Incidentally,  as  in  Mexico,  the  fluorine  content  in 
the  drinking  water  is  insignificant. 

In  New  Zealand  and  Australia,  where  more  pro- 
teins and  less  starch  are  consumed  in  proportion 
than  in  most  other  countries,  the  teeth  are  among 
the  worst  in  the  world.9  Prevailing  in  the  menu  are 
meat,  eggs,  milk,  fish,  and  cheese.  New  Zealand 
and  Australia  are  considerably  heavier  meat  eating 
areas  than  either  Europe  or  North  America. 

Nowhere  is  the  addiction  to  candy,  soft  drinks,  ice 
cream,  and  the  like  greater  than  among  American 
youth.  Yet  New  Zealand  children  at  comparable 
ages  average  three  times  as  many  cavities,  and  at 
military  induction  in  New  Zealand  it  was  found  that 
25  per  cent  of  the  recruits  were  fully  edentulous.10 

The  peak  of  caries  susceptibility  is  in  adolescence, 
with  a rapid  decrease  from  that  period  on.  Yet  the 
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calcification  of  the  teeth  progresses  throughout  life, 
with  a gradual  increase  of  the  mineral  content  of  both 
the  enamel  and  the  dentin.11  In  a purely  chemical 
process  one  would  expect  a rather  linear  relation 
instead  of  the  steeply  curved  line  which  tells  of  a 
change  in  susceptibility  to  caries. 

A group  of  histologists,  notably  Gottlieb,  and 
Frisbie  and  Nuckolls,  following  Bodecker’s  original 
work,  described  the  first  penetration  of  the  enamel 
by  bacteria  to  take  place  through  the  scant  organic 
matrix  embedded  in  the  inorganic  enamel  and 
traversing  it.12’13  When  these  reach  the  dentin 
through  these  organic  pathways,  more  rapid  destruc- 
tion follows,  although  the  dentin  contains  much  less 
mineral  matter  than  the  covering  enamel.  From 
their  findings  these  investigators  suggest  that  the 
initial  destructive  process  in  the  tooth  does  not  arise 
from  the  fermentation  of  carbohydrates,  causing 
decalcification,  but  from  an  agent  affecting  the 
organic  framework  of  the  enamel. 

Much  further  work  will  have  to  be  done  to  eluci- 
date the  importance  of  the  role  that  an  attacking 
agent,  as  fermenting  carbohydrates,  plays  compared 
to  the  active  dental  defense  mechanism.  Quarantine 
of  carbohydrates  is  advocated  as  a passive  measure 
as  long  as  active  immunity — that  is,  increased 
tooth  resistance  to  decay — cannot  be  achieved. 


Active  Immunity  to  Dental  Caries 

If  large  ethnic  groups  are  compared  regarding 
caries  incidence  and  dietary  habits,  a constant  posi- 
tive correlation  is  found  between  vigorous  func- 
tion of  the  masticatory  apparatus  and  caries  im- 
munity, while  with  the  introduction  of  cutlery  and 
table  manners  the  teeth  deteriorate.  The  emphasis 
on  fermentation  in  caries  genesis  and  the  belief  of 
the  past  that  the  teeth,  once  erupted,  are  not  subject 
to  changes  through  metabolic  processes  led  to  a 
neglect  of  underfunction  and  its  effects  on  the  struc- 
ture of  the  tooth  and  caries  immunity. 

The  following  effects  of  disuse  are  basic  physio- 
logic laws : ( 1 ) Every  organ  physiologically  connected 
with  mechanical  functions  of  the  body  reacts  neces- 
sarily to  disuse  with  some  regressive  changes,  and 
(2)  these  changes  occur  regularly  and  independently 
of  individual  factors,  in  proportion  only  to  the  degree 
of  disuse  and  the  time  factor. 

Regressive  changes  from  disuse  have  been  found  to 
occur  in  cartilage,  bone,  ganglia,  muscles,  and  other 
organs,  and  an  effect  of  underfunction  on  the  struc- 
ture of  the  teeth  was  found  on  molars  of  the  monkey.14 

The  involution  of  the  chewing  organs  of  the  Eskimo 
upon  adoption  of  a modern  diet,  described  by  Waugh, 
is  manifested  by  a decrease  in  the  size  of  the  jaws, 
the  alveolar  crests,  and  the  masticatory  muscles,  to 
the  point  of  changing  the  shape  of  his  face.15  The 
influence  of  function  is  thereby  unquestioned.  The 
teeth  at  the  same  time  became  highly  susceptible  to 
caries.  Here  limited  notions  indicted  solely  a 
changing  dietary  chemistry.  The  fact  that  function 
falls  off  sharply  and  that  the  teeth  are  structurally 
affected  by  disuse  directs  the  attention  to  a defi- 
ciency of  vigorous  function  in  caries  susceptibility. 

The  organic  constituents  of  the  enamel  and  of  the 
dentin  are  of  small  amount,  although  not  necessarily 


of  small  account.  If  the  laws  of  physiology  apply 
to  the  living  teeth,  involutionary  changes  from 
underfunction  in  the  live  organic  matrix  may  be  the 
actual  mechanism  accounting  for  the  manifest 
symptoms,  that  is,  a high  susceptibility  to  bacterial 
penetration  and  caries  formation,  which  replaces  the 
previous  immunity  and  is  regularly  concurrent  with 
reduced  dental  function. 

Hope  Deferred 

Table  manners  are  seemingly  an  integral  part  of 
our  civilization,  and  there  is  practically  nothing 
available  having  both  taste  appeal  to  children  and 
inducing  vigorous  mastication.  Chewing  gum,  as 
marketed  at  the  present  time,  and  toast,  biscuits, 
raw  vegetables,  and  fruit  require  little  chewing  if  the 
vigor  and  not  duration  of  mastication  are  under 
scrutiny.  The  emphasis  on  vigor  and  not  on  the 
amount  of  chewing  is  important  here,  as  their  physio- 
logic effects  are  different.  Ten  hours  of  daily  piano 
playing  will  not  lead  to  hypertrophy  of  arm  muscles, 
while  ten  minutes  of  daily  wood  chopping  will. 
Objective  tests  by  means  of  the  electromyogram 
showed  that  vigorous  masticatory  function  can  be 
induced  by  certain  types  of  European  peasant 
bread  several  days  old.16  This  bread  is  not  avail- 
able commercially  and  in  addition  has  no  taste  appeal 
to  children.  Equally  good,  or  even  better,  is  sugar 
cane,  which  is  also  practically  unobtainable  in  the 
New  York  area.  At  the  present  time  the  only  sub- 
stitute for  children  to  avoid  ill  effects  from  dental 
disuse  is  to  follow  their  instincts  by  chewing  pencils 
or  pieces  of  wood  or  leather  and  not  consider  this 
urge  as  a neurotic  trait.  The  baking  industry  may 
be  induced  to  produce  something  comparable  to  “old 
time  peasant  bread,”  rather  tough  than  hard,  which 
after  a week  still  seems  well  edible. 

Some  European  countries  had  to  revert  more  or 
less  to  this  bread  during  the  war  days.17  Dental 
caries  dropped  parallel  by  as  much  as  80  per  cent  in 
Finland.  The  sugar  reduction  alone  did  not  achieve 
this  aim  as  the  example  in  Sweden  showed;  there 
sugar  was  reduced  by  more  than  50  per  cent.  Yet 
the  caries  rate  hardly  dropped  because  with  ample 
grain  supplies  there  was  no  change  in  the  bread 
texture.  Vigorous  use  of  the  teeth,  habitual  with 
natives,  is  frowned  upon  in  our  present  customs,  and, 
with  mastication  playing  an  important  role  in  active 
immunity  against  dental  caries,  the  outlook  is  none 
too  hopeful. 

Summary  and  Conclusions 

In  pediatric  practice  the  physician  is  faced  by  the 
perennial  question  of  how  to  prevent  dental  caries, 
before  the  services  of  the  dentist  are  required. 

Observation  of  dental  conditions  universally  in 
many  ethnic  groups  indicates  that  this  aim  can  be 
attained,  although  our  knowledge  is  empiric  and  the 
explanations  hypothetic: 

1.  The  following  factors  are  of  no  or  doubtful 
significance  in  caries  prevention:  a nutritionally'' 

sound,  well-balanced  diet,  the  toothbrush  and  dental 
creams,  sunshine  and  climatic  conditions,  and 
hereditary  factors. 
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2.  Passive  preventive  measures  considered  to 
influence  caries  incidence  include  fluorine  applicable 
in  various  ways  and  carbohydrate  reduction  in  the 
diet. 

3.  Active  immunity  or  increased  tooth  resistance 
to  caries  may  be  achieved  by  vigorous  mastication, 
not  to  be  confused  with  prolonged  mastication. 
Contrary  to  common  belief,  toast,  biscuits,  raw  car- 
rots, and  fruit  and  chewing  gum  as  presently  mar- 
keted are  wholly  inadequate  to  induce  sustained  and 
vigorous  mastication.  A soured,  coarse  black  bread, 
with  a heavy  crust,  regarded  as  fresh  when  a week 
old,  or  sugar  cane  are  especially  suitable,  but  both 
are  hardly  obtainable.  The  chewing  of  pencils, 
leather,  or  pieces  of  wood  by  children  should  be  re- 
garded as  a wholesome  instinct  and  not  as  a neurotic 
trait. 
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NONOPERATIVE  TREATMENT  OF  RETAINED  POSTOPERATIVE  COMMON  DUCT 
STONES 


In  the  opinion  of  the  authors,  ether  flushes  con- 
stitute a dependable  method  of  ridding  the  common 
duct  of  stones  retained  after  operation,  and  they 
believe  that  reported  failures  are  usually  due  to 
premature  abandonment  of  the  procedure.  As  an 
illustration,  they  point  to  one  of  the  four  cases  pre- 
sented in  this  paper,  in  which  a clear  cholangiogram 
was  not  obtained  before  fourteen  weeks.  In  two 
cases,  however,  only  one  week  was  required.  Re- 
sults of  in  vitro  experiments  indicated  that  only 
ether  or  ether-alcohol  were  effective  in  dissolving 
or  fragmenting  stones,  while  ox  or  dog  bile,  sodium 
taurocholate,  solution  G,  0.5  per  cent  acetic  acid 
papain,  or  caroid  apparently  ao  not  have  any  sol- 
vent effect.  Intraductal  nupercaine  anesthesia 
opens  the  sphincter,  permitting  release  of  pressure 
and  passage  of  fragments  through  the  ampulla,  and 
it  also  frees  the  patient  of  the  pain  usually  asso- 
ciated with  ether  flushes.  In  only  one  of  four  cases 
presented  was  mild  discomfort  experienced.  The 
preliminary  use  of  nupercaine  preceding  the  flush 
technic  of  Pribram  also  has  the  theoretic  value  of 


preventing  rise  of  intraductal  pressure  by  allowing 
the  sphincter  to  remain  open  and  permitting  the 
flow  of  ether  over  the  stone  into  the  duodenum, 
thus  furnishing  an  outlet  for  dissolved  material. 
Although  the  Pribram  double  catheter  method 
prevents  a pressure  rise  in  the  duct,  irritation  from 
the  ether  still  may  cause  a sphincter  spasm.  If  it 
does,  the  dissolved  material  must  wash  back  the 
full  distance  of  the  outlet  catheter  instead  of  the 
relatively  short  route  into  the  duodenum.  In  one 
of  the  authors’  eases,  a ureteral  catheter  was  passed 
down  the  T-tube  in  an  attempt  to  substitute  for  the 
Pribram  two-catheter  method.  A fistula  into  the 
duodenum  developed,  and,  after  three  weeks  of 
failure,  the  flushes  were  abandoned.  At  reoperation 
to  close  the  fistula,  a stone  was  found  impacted  in 
the  ampulla  distal  to  the  fistula  and  removed.  The 
fistula  may  have  prevented  the  ether  from  making 
direct  contact  with  the  stone. — Jacob  H.  Strickler, 
M.D.,  John  J.  Muller,  M.D.,  Carl  0.  Rice , M.D., 
and  Ivan  D.  Bamofsky,  M.D.,  Annals  of  Surgery, 
February,  1951 
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FOR  YOUR  PATIENT 

with  Bronchial  Asthma , Hay  Fever , Urticaria 

^ LUASMIN  J 

CAPSULES  (Jav#*'  TABLETS 

PLAIN  ENTERIC-COATED, 

f for  prompt  action)  (for  delayed  action) 


One  capsule  and  one  tablet,  taken  at  bedtime  will  provide 
almost  all  patients  with  eight  hours  relief  and  sleep.  The 
relief  can  be  sustained  by  using  the  capsules  during  the  day 
at  4 hour  intervals  as  required. 

Each  capsule  and  enteric-coated  tablet  contains: 


Theophylline  Sodium  Acetate  (3  gr.)  0.2  Gms. 

Ephedrine  Sulfate  (Yi  gr.)  30  Mg. 

Phenobarbital  Sodium  (y2  gr.)  30  Mg, 


Capsules  and  tablets  in  half  the  above  potency 
available  for  children  and  mild  cases  in  adults. 


For  samples  — just  send  your  Rx  blank  marked  NYJM-7 


BREWER  & COMPANY,  INC. 


WORCESTER  8,  MASSACHUSETTS  U.S.A. 
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When  the  diet 
is  deficient  in  vitamins 


Theragran  offers  your  patients  the 
clinically  proved,  truly  therapeutic 
“practical”  vitamin  formula*  recom- 
mended by  Jolliffe.  (Jolliffe,  Tisdall 
& Cannon:  Clinical  Nutrition,  New 
York,  Hoeber,  1950,  p.634.) 


THERAGRAN  supplies  all  of  the  vita- 
mins indicated  in  mixed  vitamin 
therapy  in  the  carefully  balanced,  high 
dosages  needed  for  fast  recovery  from 
mixed  deficiencies. 


Each  Theragran  Capsule  contains: 

Vitamin  A ......  25,000  U.S.P*  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  Hydrochloride 10  mg. 

Riboflavin 5 mg. 

Niacinamide 150  mg. 

Ascorbic  Acid 150  mg. 

Bottles  of  30,  100  and  1000 

•Thiamine  content  raised  to  10  mg. 


When  you  want  truly  therapeutic  dosages  specify... 

TH  E RAG  RAN 

for  therapy... 


and  correct  the  patient’s  diet 

Squibb 
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Stephen  James  Cattley,  M.D.,  of  Ogdensburg, 
died  suddenly  on  May  20  at  the  age  of  sixty-six. 
Dr.  Cattley  received  his  medical  degree  from  the 
New  York  Homeopathic  Medical  College  in  1917. 
During  World  War  I he  enlisted  in  the  British  Royal 
Medical  Corps  where  he  was  commissioned  a cap- 
tain. He  served  in  a base  hospital  at  Archangel, 
Russia,  during  the  Allied  occupation  of  Northern 
Russia.  In  1920  Dr.  Cattley  began  his  practice  in 
Ogdensburg,  where  he  was  ophthalmologist  at  the 
A.  Barton  Hepburn  Hospital  and  at  the  St.  Lawrenec 
State  Hospital.  A past  president  of  the  St.  Lawrence 
County  Medical  Society,  Dr.  Cattley  was  also  a 
member  of  the  Medical  Society  of  the  State  of  New 
York  and  the  American  Medical  Association. 


Earl  Henry  Eaton,  M.D.,  of  New  York  City  and  I 
Yonkers,  died  on  June  15  at  his  home  at  the  age  of  I 
fifty-seven.  Dr.  Eaton  received  his  medical  degree  I 
from  the  New  York  Homeopathic  Medical  College  I 
in  1916  and  during  World  War  I served  in  the  U.S.I 
Army  Medical  Corps  with  the  212th  Field  Artillery- 1 
Dr.  Eaton  was  associate  surgeon  at  the  Flower  and  I 
Fifth  Avenue  Hospitals  and  surgeon  at  the  Metro-1 
politan  Hospital,  both  in  New  York  City.  A Fellow  I 
of  the  American  College  of  Surgeons,  he  was  a mem- 1 
ber  of  the  New  York  County  Medical  Society,  the  I 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Herman  L.  Enselberg,  M.D.,  of  Long  Island  City,! 
died  on  June  15  at  his  home  at  the  age  of  fifty-three  r 
Dr.  Enselberg  received  his  medical  degree  from  the 
New  York  University  and  Bellevue  Hospital  Medi- 
cal School  in  1919.  He  was  associate  obstetrician 
and  gynecologist  at  the  Queens  General  Hospital. 
A Diplomate  of  the  American  Board  of  ObstetriceJ 
and  Gynecology  and  a Fellow  of  the  American  Col- 
lege of  Surgeons,  Dr.  Enselberg  was  a member  of 
the  Queens  Surgical  Society,  the  Queens  Gynecologic 
cal  Society,  the  Queens  County  Medical  Society: 
the  Medical  Society  of  the  State  of  New  York 
and  the  American  Medical  Association. 


William  Meyer  Findley,  M.D.,  of  New  Yorl 
City  and  Yonkers,  died  on  June  10  at  the  age  o 
fifty-five.  Dr.  Findley  received  his  medical  degree 
from  the  Harvard  University  Medical  School  ii  i 
1916.  He  was  a member  of  the  New  York  Obstetric  i 
cal  Society,  the  New  York  County  Medical  Society 
the  Medical  Society  of  the  State  of  New  York,  anejj 
the  American  Medical  Association. 

1 

Samuel  Greenwald,  M.D.,  of  New  York  City  ( 
died  suddenly  on  June  9 at  the  Manhattan  Genera 


Hospital  while  administering  anesthesia  during  ai 

-fiveil 


operation  at  the  Hospital,  at  the  age  of  fifty  - 


Dr.  Greenwald  received  his  medical  degree  from  th  I 

- ' ' Medil  \ 


New  York  University  and  Bellevue  Hospital 
cal  School  in  1918  and  had  been  chief  of  the  anes 
thesia  staff  at  the  Manhattan  General  Hospita 
for  the  past  fifteen  years.  A Fellow  of  the  Interna 
tional  College  of  Anesthetists,  Dr.  Greenwald  was, 
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member  of  the  American  Society  of  Anesthesiologists 
and  the  International  Anesthesia  Research  Society. 


Bela  Hajos  Heksh,  M.D.,  of  New  York  City,  died 
on  June  11  at  his  home  at  the  age  of  sixty-one.  A 
native  of  Hungary,  Dr.  Heksh  received  his  medical 
degree  from  the  University  of  Budapest  in  1913  and 
during  World  War  I served  as  a captain  in  the  Aus- 
tro-Hungarian Army,  coming  to  the  United  States 
shortly  thereafter.  He  was  associate  neuropsychia- 
trist at  Beth  Israel  Hospital.  Dr.  Heksh  was 
a member  of  the  American  Psychiatric  Association, 
the  American  Psychoanalytic  Association,  the  New 
York  Society  for  Clinical  Psychiatry,  the  New  York 
Psychoanalytic  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 


Harry  Miles  Imboden,  M.D.,  of  New  York  City 
and  Mount  Vernon,  died  on  June  13  in  the  Mount 
ij  Vernon  Hospital  at  the  age  of  seventy-two.  Dr. 

Imboden  received  his  medical  degree  from  the  Jeff- 
t erson  Medical  College,  Philadelphia,  in  1903  and 
f served  on  the  staff  of  the  Clifton  Springs  Sanitarium 
; until  1909.  For  twenty-five  years  he  was  a member 
, of  the  faculty  of  the  Cornell  University  Medical 
,j  College  in  New  York  City.  Dr.  Imboden  was  con- 
, suiting  roentgenologist  to  the  Hospital  for  Special 
,» | Surgery,  the  Knickerbocker  Hospital,  the  Beekman- 
Downtown  Hospital,  and  the  New  York  Hospital, 
all  in  New  York  City,  and  the  Flushing  and  Mount 
, Vernon  Hospitals. 

A Diplomate  of  the  American  Board  of  Radiology 
and  a Member  of  the  American  College  of  Radiology, 
Dr.  Imboden  was  a past  president  of  the  American 
Roentgen  Ray  Society  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York  Roent- 
gen Society,  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Frederick  Knowles,  M.D.,  of  New  York  City  and 
Sea  Girt,  New  Jersey,  died  on  May  2 at  the  age  of 
seventy-six.  Dr.  Knowles  was  graduated  from  the 
Columbia  University  College  of  Physicians  and  Sur- 
geons in  1900.  An  Associate  of  the  International 
College  of  Surgeons,  Dr.  Knowles  was  a member  of 
the  Association  of  Military  Surgeons  of  the  United 
States,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leo  B.  Schwartz,  M.D.,  of  the  Bronx,  died  on 
June  10  in  Montefiore  Hospital  at  the  age  of  sixty- 
three.  Born  in  Russia,  Dr.  Schwartz  came  to  the 
United  States  as  a young  man  and  received  his 
medical  degree  from  the  Long  Island  College  Hospi- 
tal Medical  School  in  1916.  He  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


John  F.  Warren,  M.D.,  of  Ithaca,  died  on  May  13 
at  his  home  at  the  age  of  fifty-five.  Dr.  Warren  re- 
ceived his  medical  degree  from  the  University  of 
Maryland  in  1920  and  interned  at  University  Hos- 
pital in  Baltimore.  Dr.  Warren  was  a past  president 
of  the  Tompkins  County  Medical  Society  and  was 
also  a member  of  the  Medical  Society  of  the  State 
of  New  York  and  the  American  Medical  Association. 


Therapeutic  dosages 
give  therapeutic  results 


“...recovery  from  a nutritional  defi- 
ciency is  usually  retarded  if  one 
depends  only  upon  the  vitamins  sup- 
plied in  food.”  (Spies  and  Butt  in 
Duncan:  Diseases  of  Metabolism, 
ed.  2,  Phila.,  Saunders,  1947,  p.495) 


When  you  want  all  of  the  vitamins  indicated  in 
mixed  vitamin  therapy  in  the  necessary  high  dosages 
. . . specify  THERAGRAN 


Each  Theragran  Capsule  contains: 

Vitamin  A 25,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  Hydrochloride 10  mg. 

Riboflavin 5 mg. 

Niacinamide 150  mg. 

Ascorbic  Acid  .........  150  mg. 

Bottles  of  30,  100  and  1000 


TH  ERAG  RAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


Squibb 


"TMfUAORAM"  — T.  C.  A.  SQUIBB  * SONS 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


HALYCON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 

‘INTERPINES’ 

lpifkdP  Goshen,  N.  Y. 

Phone  117 

Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 

LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y, 

•A  private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician -in -Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1681 


HOLBROOK  MANOR  TSgSf 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.f  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS.  M.D.,  Physictan-in-Cbary. 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


imp 


r 


TL 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper** 
acidity,  bloating  and  flatulence. 

1 or  2 tablets  daily  '/?  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  Haw  York 
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HELP  WANTED 


HELP  WANTED 


Fully  approved  residencies  for  Junior  Assistant  on  Surgery, 
Assistant  Medicine,  Assistant  Pediatrics,  Anesthesiology, 
Pathology,  Rotating  intern,  starting  immediately.  Candi- 
dates must  be  graduates  from  Medical  School  approved  by 
A.  M.  A.  Write:  Administrator,  MARY  IMMACULATE 
HOSPITAL,  152-11  89th  Avenue,  Jamaica  2,  N.  Y. 


CAMBRIDGE  CITY  HOSPITAL 

Cambridge,  Massachusetts 


Approved  residencies  in  Medicine  (4)  and  Pathology  (1) 
Cambridge  City  Hospital,  Cambridge,  Massachusetts.  270 
beds.  65%  service  patients.  Salary  8 125.00  $ 150.00  per 
month,  plus  full  personal  maintenance. 


CAMBRIDGE  CITY  HOSPITAL 
Cambridge,  Massachusetts 


Approved  rotating  internships,  Cambridge  City  Hospital, 
Cambridge,  Massachusetts.  270  beds.  100  bassinets.  65% 
service  patients.  Salary  $100.00  per  month  plus  full  personal 
maintenance. 


FOR  SALE 


Horizontal,  all  steel,  X-Ray  table,  with  electric  bucky. 
New  double-focus  Westinghouse  Tube-Transformer,  Con- 
trol-Cables. Complete  for  $850.  Phone  Rockville  Centre, 
6-1450. 


FOR  RENT 


2 APTS.  — CORNER  LOCATION 
1st  FLOOR  — 6 rooms  — $150.00  Mo. 

2nd  FLOOR  — 5 rooms  — $125.00  Mo. 
at  No.  Baldwin,  Long  Island,  N.  Y. 

PHONE  Rockville  Centre  4-4800. 


OFFICES  TO  RENT 


MANHASSET  MEDICAL  CENTER— Long  Island. 
On  Northern  Boulevard.  Room  to  rent. 

Share  reception  room.  MA  7-0331. 


FOR  RENT 


Lucrative  General  Practice  vacated  through  recent  death; 
central  N.Y.  city  of  120,000,  excellent  hospitals,  fully  equipped 
office,  X-ray,  Fluoroscope,  EKG,  Diathermy,  etc.  Will  in- 
troduce. Box  469  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


G.P.  desires  to  rent  office  and  home  within  100  miles  of 
N.  Y.  C.  Box  460,  N.  Y.  St.  Jr.  Med. 


RADIOLOGIST 


Radiologist — Certified,  diagnosis  and  therapy;  age  41;  Vet- 
eran; seeks  association  with  hospital  or  group.  Box  472, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Near  HUNTERDON  COUNTY  MEDICAL  CENTER. 
In  community  where  there  is  a great  shortage  of  Doctors 
7 room  Main  House,  also  cottage  with  3 room  apartment 
and  bath  upstairs  and  knotty  pine  panelled  playroom  with 
twin  fireplaces  downstairs — 2 car  garage — Dude  Ranch 
Cabin— Swimming  Pool.  Beautifully  landscaped  grounds, 
in  a beautiful  setting.  Phone  Evergreen  7-9006. 


BUY  SAVINGS  BONDS 


CLASSIFIED  DEPT. 


BREAST  PROTIIESIS 


Very  light  weight.  Air  filled  & adjustable.  Use  one  or 
both  sides.  Vinylite  plastic  does  not  absorb  body  odors. 
Not  an  attachment  but  a completely  styled  brassiere.  Can- 
not slip  or  fall  out  of  position.  Order  by  size  brassiere  you 
always  use.  Perfect  Contour  Company,  50  Shore  Road, 
Stratford,  Connecticut. 


MEDICAL  WRITING 


Medical  writing  staff  will  do  your  writing  chores:  ghost- 
writing, editing,  bibliographies.  Reasonable  rates;  inquiries 
welcomed.  Box  468,  N.  Y.  St.  Jr.  Med. 


MEDICAL  BOOKS  of  all  publishers.  Obtain  all  your 
books  from  one  source,  only  one  account  necessary. 
Harold  Lerman,  2268  Grand  Concourse  New  York  57, 
N.  Y.  Luklow  40282. 


FOR  SALE 


Doctor’s  office  and  residence  combined  in  one  of  northern 
New  York’s  most  thriving  villages,  Lowville,  the  county  seat 
of  Lewis  County.  This  is  being  offered  for  immediate  sale  as 
owner  is  entering  V.A.  Large  brick  house  with  offices  in 
basement,  residence  on  first  floor  and  two  rented  apartments 
on  second  floor.  Oil  heat ; G.E.  disposal  unit  with  dishwasher; 
combination  outside  windows;  three  fireplaces;  tile  baths. 
This  is  one  of  the  finest  homes  in  this  section.  A wonderful 
opportunity  for  a man  interested  in  a satisfactory  practice. 
V lllage  in  need  of  more  doctors.  Excellent  hospital  facilities. 
Write  L.  M.  Campbell,  M.D.,  Lowville,  N.  Y. 


FOR  SALE 


Exchange-Westchester,  established  practice,  Internal  Med- 
icine— for  similar  practice  in  Mountain  Lake  country. 
Equipment,  5 room  office  optional.  Will  introduce.  Reason 
health.  Box  473,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


20  rm  brick  house,  steam  heat,  completely  furnished, 
spacious  grounds,  2 blocks  to  Bway;  suitable  doctor,  con- 
valescent or  nursing  home,  $16,000  cash.  Jacob  Drantch, 
75  Clinton  St.,  Saratoga  Springs,  N.  Y. 


ALLERGY  PRACTICE  FOR  SALE 


Combination  home  and  office,  40  minutes  from  the  center 
of  Manhattan  in  New  Jersey.  Exclusive  suburban  Town. 
Very  attractive  home  and  office.  Very  excellent  oppor- 
tunity for  a well  trained,  young  allergist.  Will  further 
instruct  purchaser.  Box  471,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Complete  GP  & ENT  SET-UP.  Sterilizers,  Fluoroscope, 
Etc.  Bargain,  Cash  $995.  Specializing  Psychiatry.  Need 
only  couch.  Write  Box  66,  PSH,  Brentwood,  N.  Y. 


FOR  SALE 


Doctor's  home  including  four  room,  furnished  office:  two  car 
garage,  large  lot  in  Summer  Resort  Village,  northern  New 
York.  Excellent  opportunity  for  well  trained  General  Practi- 
tioner. New  Hospital.  Write  Mrs.  L.  L.  Samson,  Alexandria 
Bay,  N.  Y. 


Central  Valley,  N.  Y.  twelve  room  former  Doctor's  home, 
hot-water  heat,  oil,  electric  range,  spacious  grounds.  Bargain 
Sanford  Durland,  Chester,  N.  Y. 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

Patricia  Z&cj&nlif, — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 
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Pure.. 

Wholesome . . 
Refreshing 


Safeguarded  constantly  by  scientific 
tests,  Coca-Cola  is  famous  for  its  purity 
and  wholesomeness.  It’s  famous,  too,  for 
the  thrill  of  its  taste  and  for  the  happy 
after-sense  of  complete  refreshment  it 
always  brings.  Get  a Coca-Cola,  and  get 
the  feel  of  refreshment. 


mm 
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FOR  VITAMIN-MINERAL  NUTRITION 
IN  PREGNANCY 

' 9 - v > 

AND  LACTATION...  / 


Of  5022  mothers  one  half  received  vitamin-mineral 

supplements,  and  to  these  women  fewer  premature  infants  were 
born.  This  is  a “finding  of  real  significance  when  coupled  with  the 
fact  that  50  per  cent  of  infant  deaths  during  the  first  month  are 
the  result  of  prematurity.”1 


Calirad  Super — balanced  vitamin-mineral  formula — is  designed 
primarily  for  assuring  an  adequate  intake  of  these  accessory  food 
factors  during  pregnancy  and  lactation. 


RECOMMENDED 
DAILY  DOSE 
OF 

CALIRAD  SUPER 
SUPPLIES: 


For  children 
2 capsules 

For  adults 
3 capsules 

During  pregnancy  (latter  half) 
6 capsules 

\ Vitamin  A 

1 MDR* 

\Vt  MDR* 

l/l  RDA** 

1 Vitamin  Bi 

2Vz 

3 

4 

/ Vitamin  Ba 

t 

V/z 

2% 

Nicotinamide 

t 

t 

3K 

Vitamin  C 

3 

3 

Vitamin  D 

IVz 

2'A 

4!4 

Calcium 

2A 

2A 

% 

Iron 

1 

m 

2 

* MDR  = Minimum  daily  requirement. 

**  RDA  = Recommended  daily  allowance.  Food  and  Nutrition  Board,  National  Research  Council, 
t The  MDR  of  vitamin  Bz  in  children  and  the  MDR  of  nicotinamide  have  not  been  definitely  established. 

How  Supplied:  Capsules,  in  bottles  of  50  and  250. 

1.  Macy,  I.  G.:  Interne,  13:19,  Jon.,  1947.  Calirad,  trademark  reg.  U.  S.  & Canada 

WINTHROP-STEARNS  INC.  • New  York  18,  N.Y.  • Windsor,  Ont. 


THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


Sanitarium  Main  Building 


THE  CLINIC 


THE  SANITARIUM 


Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  c 
fine  hotel  with  individual  rooms  and  tastefu  I 
decorations.  A special  feature  is  made  o: 
occupational  therapy  of  all  kinds  with  \ 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiarc  j 
room,  complete  gymnasium,  complete  bath  i 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course 
All  the  sanitarium  facilities  are  open  tea 
guests  who  do  not  wish  examination  anc; 
medical  care,  but  come  simply  for  the  ! 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  anc 
superb  location  offer  the  combined  advan 
tages  of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 


Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 

THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 


Find  inf z the  characteristic  ova  of  hookworm  or  roundworm  in  the  feces 
is  indication  for  treatment  with  Crystoids. 


ROUNDWORMS,  HOOKWORMS 


KILLED  OUTR  GHT 


The  use  of  Crystoids®  Anthelmintic  is  widely  regarded 
as  one  of  the  best  procedures  for  ridding  humans  of  hook- 
worms and  roundworms  because:  1)  it  is  so  promptly  and 
consistently  effective — usually  killing  the  parasites  out- 
right, thus  preventing  their  migration;  and  2)  it  is  so  safe 
—producing  virtually  no  evidence  of  toxic  effect  on  the 
patient  when  properly  administered  (see  Administration 
and  Dosage). 

Single  doses  of  Crystoids  have  been  found  to  eliminate 
90%  to  95%  of  roundworms,  and  80%  to  85%  of  hookworms 
in  man.  Crystoids  are  also  effective  in  the  treatment  of 
other  worm  infestations:  pinworm  or  seatworm,  whipworm 
or  threadworm,  dwarf  tapeworm,  and  the  common  tapeworm. 
Although  it  usually  is  not  necessary  for  the  eradication  of 
roundworms,  it  is  desirable  in  the  treatment  of  most  other 
parasitic  intestinal  infections  to  administer  a retention 


enema  of  1:1,000  hexylresorcinal  solution  (ST37®)  follow- 
ing oral  administration  of  Crystoids  Anthelmintic. 

Administration  and  Dosage:  Adults  and  children  over 
12  years:  5 red  pills;  children  8 to  12  years:  4 red  (or  8 
orange);  children  6 to  8 years:  3 red  (or  6 orange);  chil- 
dren up  to  6 years:  1 orange  pill  for  each  year  of  age. 

Pills  (swallowed  whole,  not  crushed  or  chewed)  must  be 
given  on  an  empty  stomach  in  the  morning,  preceded  by  a 
light  evening  meal  (soft  foods  only)  the  day  before.  No 
food  should  be  taken  for  at  least  four  hours  after  treat- 
ment. Water  may  be  taken  freely,  but  alcoholic  medica- 
tions and  beverages  are  contraindicated.  A saline  purge 
should  be  given  24  hours  after  treatment  to  remove  the 
dead  worms.  Detailed  information  regarding  administration 
is  available  on  request. 

Sharp  & Dohme,  Philadelphia  1,  Pa. 


PlfKiflNf 

Adult  Size  (Red  Pills)  each  contain  crystalline  hexylresorcino  1 
Supplied  in  package**  of  5 pills. 

Children’s  Size  (Orange-Colored  Pills)  each  contain  crystalline  hexylresorcinol 
Supplied  in  packages  of  6 pills. 


0.2  Gm. 
0.1  Gm. 


CRYSTOIDS 


Anthelmintic 
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WilROW’S  SOLUTION  U.S.P.XIV 

WET  DRESSINGS 


‘ p o W 0 fc R IN  ENVELOPES 

■DViV  <nTO-BORO  OR  IN  tablets 
USE  basic  aluminum  ACETATE'' 

SS.,  A. 


STANDARD  PHARMACEUTICAL  CO.,  INC.,  1123  Broadway,  New  York 
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new  oral  penicillin 
fully  effective 
in  3 to  4 doses  daily 


7HuZeb 


DRAMCILLIN-250 

250,000  units*  in  a teaspoonful.  Pleasant  tast- 
ing. In  adults,  500,000  units  given  at  6 to 
8 hour  intervals  is  effective,  avoids  interruption 
of  sleeping  and  eating  schedule  and  maintains 
fully  adequate  blood  levels.  In  infants  under 
one  year,  half  the  above  dosage  is  suggested. 
60  cc.  bottles  3,000,000  units.* 

also : 

WHITE'S  DRAM CILUN  — 100,000  units*  in  a teaspoonful 

’ 

WHITE’S  DRAMCILLIN  WITH  TRIPLE  SULFONAMIDES- 100,000  units*  plus  0.5  Gm.  mixed 

sulfonamides  in  a teaspoonful 

WHITE’S  DROPCILLIN  — 50,000  units*  in  a dropperful 

*Buffered  Penicillin  G Potassium 

WHITE  LABORATORIES.  INC.,  Pharmaceutical  Manufacturers,  Kenilworth,  N.  J. 
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Quadrinal  tablets 


Ephedrine  HCL  24  mg.,  Phenobarbital  24  mg.,  Phyllicin  120  tag.,  Potassium  Iodide  0.3  Gm. 

a prescription  of  carefully  selected  drugs,  each 
having  a particular  action  in  asthma  therapy. 


prescribe:  i/2  or  1 tablet  every  3 or  4 hours, 
not  more  than  three  tablets  per  day. 

Literature  and  trial  quantity  on  request. 


BILHUBER-KNOLL  CORP.  orange,  new  jersey 
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Twice  as  many  calories  as  5%  Dextrose 
No  increase  in  infusion  time,  fluid  volume  or  vein  damage 
Practically  100%  utilization 
/ Less  spillage  in  urine 

Travert 

• To  replenish  glycogen  stores 

• To  minimize  protein  catabolism  by  exerting 
a protein-sparing  action 

• To  prevent  ketosis  by  facilitating  the 
effective  metabolism  of  fat 

• To  help  maintain  hepatic  function 

10%  Travert  solutions  are  available  in  water  or  in  saline 
They  are  sterile,  crystal  clear,  nonpyrogenic 
1 50  cc.,  500  cc.,  1 000  cc.  sizes 

for  complete  information , simply  write  “ Travert ” on  your  Rx  and  mail  to  us 

product  of 


^PV!VinTIV!PRT9!V?!nT9Sni9Pr 

Morton  Grove,  Illinois  • Cleveland,  Mississippi 

DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES 

(except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

GENERAL  OFFICES  . EVANSTON,  ILLINOIS 
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President  .... 
Past-President 
President-Elect  . 
Vice-President 
Secretary  .... 
Assistant  Secretary 
Treasurer  . . . 
Assistant  Treasurer 
Speaker  . , 

V ice- Speaker  . . . 


OFFICERS 

J.  Stanley  Kenney,  M.D.,  New  York  City 

Carlton  E.  Wertz,  M.D.,  Buffalo 

Edward  T.  Wentworth,  M.D.,  Rochester 

Leo  F.  Schiff,  M.D.,  Plattsburg 

W.  P.  Anderton,  M.D.,  New  York  City 

. . . Andrew  A.  Eggston,  M.D.,  Mount  Vernon 
. . Maurice  J.  Dattelbaum,  M.D.,  Brooklyn 

Thomas  M.  d’Angelo,  M.D.,  Flushing 

Frederic  W.  Holcomb,  M.D.,  Kingston 

Frederick  W.  Williams,  M.D.,  Bronx 


COUNCIL 

The  Above  Officers 


Chairman,  Board  of  Trustees 


Term  Expires  1952 

Theodore  J.  Curphey,  M.D. 
Garden  City 

Harold  F.  R.  Brown,  M.D. 
Buffalo 

Elton  R.  Dickson,  M.D. 
Binghamton 

Denver  M.  Vickers,  M.D. 
Cambridge 


AND 

Councillors 

Term  Expires  1953 

Floyd  S.  Winslow,  M.D. 
Rochester 

Renato  J Azzari,  M.D. 
Bronx 

Peter  J.  Di  Natale,  M.D. 
Batavia 

Walter  W.  Mott,  M.D. 
White  Plains 


Dan  Mellen,  M.D.,  Rome 


Term  Expires  1954 

Leo  E.  Gibson,  M.D. 
Syracuse 

Joseph  A.  Geis,  M.D. 
Lake  Placid 

Thurman  B.  Givan,  M.D. 
Brooklyn 

John  J.  H.  Keating,  M.D. 
New  York  City 


TRUSTEES 


Dan  Mellen,  M.D.,  Chairman 


John  J.  Masterson,  M.D.  . . . Brooklyn 
William  H.  Ross,  M.D.  . . . Brentwood 
Herbert  H.  Bauckus,  M.D.  . . . Buffalo 


Rome 

James  R.  Reuling,  M.D Bayside 

Fenwick  Beekman,  M.D.  . New  York  City 
Edward  R.  Cunniffe,  M.D Bronx 


(See  pages  1768  and  1770  for  additional  Society  Officers) 
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When  bathing  suits  are  taken 
out  of  mothballs,  your  patients 
become  more  conscious  of  un- 
sightly excess  weight.  AM  PLUS 
affords  quicker,  more  effective 
and  safer  loss  of  weight. 


Dextro-Amphetamine  Sulfate  plus  Minerals  and  Vitamins 


ALL  IN  ONE  CAPSULE 


DEXTRO-AMPHETAMINE  SULFATE 5 mg 

Calcium 242  mg 

Cobalt 0.1  mg 

Copper 1 mg 

Iodine 0.15  mg 

Iron 3.33  mg 

Manganese 0.33  mg 

Molybdenum 0.2  mg 

Magnesium 2 mg 

Phosphorus 187  mg 

Potassium 1.7  mg 

Zinc 0.4  mg 

Vitamin  A ( Synthetic ) 5000  U.S.P.  Units 

Vitamin  D (IrradiatedErgosterol)  400  U.S.P.  Units 


Thiamine  Hydrochloride 2 mg. 

Riboflavin 2 mg. 

Pyridoxine  Hydrochloride 0.5  mg. 

Niacinamide 20  mg. 

Ascorbic  Acid 37.5  mg. 

Calcium  Pantothenate 3 mg. 


J.  B.  ROERIG  AND  COMPANY 


536  LAKE  SHORE  DR..  CHICAC0  11.  ILLINOIS 


Available  at  all  prescription  pharmacies 
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PRESIDENTS,  DISTRICT  BRANCHES 


First  District 

William  Crawford  White,  M.D.,  New  York  City 
Second  District 

Austin  B.  Johnson,  M.D.,  Cedarhurst 
Third  District 

William  C.  Rausch,  M.D.,  Albany 
Fourth  District 

William  E.  Gazeley,  M.D.,  Schenectady 


Fifth  District 

Wardner  D.  Ayer,  M.D.,  Syracuse 
Sixth  District 

Norman  C.  Lyster,  M.D.,  Norwich 
Seventh  District 

George  H.  Gage,  M.D.,  Rochester 
Eighth  District 

John  C.  Kinzly,  M.D.,  North  Tonawanda 


Ninth  District — Morley  T.  Smith,  M.D.,  New  Rochelle 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
Publication  Committee 

George  W.  Kosmak,  M.D. 

John  J.  Masterson,  M.D.  Laurance  D.  Redway,  M.D. 
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LEGAL  DEPARTMENT 

Counsel William  F.  Martin,  Esq.  Attorney Robert  J.  Bell,  Esq. 

30  Broad  Street,  New  York  4.  Telephone:  HAnover  2-0670 

AUTHORIZED  INDEMNITY  REPRESENTATIVE 
Harry  F.  Wanvig,  70  Pine  St.,  New  York  5.  Telephone:  DIgby  4-7117 

EXECUTIVE  OFFICER 

Robert  R.  Hannon,  M.D.,  100  State  St.,  Albany  7.  Telephone:  4-4214 

DIRECTOR,  BUREAU  OF  WORKMEN’S  COMPENSATION 
David  J.  Kaliski,  M.D.,  292  Madison  Ave.,  New  York  17.  Telephone:  MUrray  Hill  3-0701 

DIRECTOR,  PUBLIC  RELATIONS  BUREAU 
Frederick  W.  Miebach,  292  Madison  Ave.,  New  York  17.  Telephone:  MUrray  Hill  3-0701 

DIRECTOR,  BUREAU  OF  MEDICAL  CARE  INSURANCE 
George  P.  Farrell,  292  Madison  Ave.,  New  York  17.  Telephone:  MUrray  Hill  3-0701 
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Are  your  gallbladder  patients 
tired  of  a fat-free  diet? 


OXSORBIL*  Capsules  are  specifically  formulated 
for  the  large  number  of  such  patients.  Besides  time-proven 
ingredients  to  promote  the  flow  of  bile  and  assist  in  the 
evacuation  of  a static  gallbladder  OXSORBIL  Capsules  contain 
a new  enormously  efficient  non-toxic  fat  emulsifier.1-.2. 
SORBITAN  MONOOLEATE  POLYOXYETHYLENE  DERIVATIVE. 

This  fat-emulsifier  permits  the  inclusion  of  larger  quantities  of 
suitable  (dairy  and  vegetable)  fats-for  their  highly  desirable 
physiologic  cholagogic  action  ...  and  also  to  improve  the 
patient’s  nutrition. 

The  administration  of  OXSORBIL  Capsules  thus  speeds  the 
return  to  a more  normal  diet  and  facilitates  the  physiological 
rehabilitation  of  gallbladder  patients. 


INDICATIONS:  In  Chronic  Cholecystitis,  Non-calculous 

Cholangitis,  Post-cholecystectomy  Syndrome, 
Biliary  Dyskinesia,  Biliary  Stasis  without  Total 


Obstruction. 

FORMULA:  Each  Oxsorbil  Capsule  contains: 

Dehydrocholic  Acid Vi  grain 

Desoxycholic  Acid  Vi  grain 

Extract  of  Ox  Bile,  U.S.P 1 grain 

Sorbitan  Monooleate  Polyoxyethylene 

Derivative  2 Vi  grains 

Oleic  Acid,  U.S.P 2%  grains 

DOSAGE:  One  to  two  capsules  three  times  a day  or  as 

directed  by  the  physician. 

SUPPLY:  In  bottles  of  100  capsules. 


REF.:  1)  Jones,  C.  M.,  et  al.:  Ann.  Int.  Med.  29:1-10,  July 

1948 

2)  Becker,  G.  H.,  et  al.:  Gastroenterology  14:80-91, 
Jan.  1950 


IVES-CAMERON  COMPANY,  INC.  2?  east 40tii  street  new tork  ib, N.y. 
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SECTION  OFFICERS 
1951-1952 


ANESTHESIOLOGY 


Richard  N.  Terr}’,  Chairman Buffalo 

Frances  A.  Harmatuk,  Vice-Chairman . .New  York 

Irving  M.  Pallin,  Secretary Brooklyn 

Harold  C.  Kelley,  Delegate Bronx 

l 

CHEST  DISEASES 

David  Ulmar,  Chairman New  York 

Arthur  Q.  Penta,  Secretary Schenectady 

Foster  Murray,  Delegate Brooklyn 

DERMATOLOGY  AND  SYPHILOLOGY 

George  M.  Lewis,  Chairman New  York 

Frank  A.  Dolce,  Secretary Buffalo 

Maurice  J.  Costello,  Delegate New  York 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Harry  L.  Segal,  Chairman Rochester 

Alfred  P.  Ingegno,  Vice-Chairman Brooklyn 

Lester  S.  Knapp,  Secretary Buffalo 

Harry  L.  Segal,  Delegate Rochester 

GENERAL  PRACTICE 

William  A.  Buecheler,  Chairman Syracuse 

Garra  L.  Lester,  Vice-Chairman Chautauqua 

Floyd  C.  Bratt,  Secretary Rochester 

Vincent  Fischer,  Delegate Rochester 

INDUSTRIAL  MEDICINE  AND  SURGERY 

S.  Charles  Franco,  Chairman New  York 

Donald  B.  Sanford,  Vice-Chairman Syracuse 

C.  Douglas  Sawyer,  Secretary Brooklyn 

H.  Dan  Vickers,  Delegate Little  Falls 

MEDICINE 

Charles  G.  Williamson,  Chairman Brooklyn 

George  F.  Koepf,  Vice-Chairman Buffalo 

Arthur  E.  Lamb,  Secretary Brooklyn 

Arthur  E.  Lamb,  Delegate Brooklyn 

NEUROLOGY  AND  PSYCHIATRY 

William  P.  Van  Wagenen,  Chairman Rochester 

Harold  P.  Merwarth,  Secretary Brooklyn 

Orman  C.  Perkins,  Delegate Brooklyn 


OBSTETRICS  AND  GYNECOLOGY 


Raymond  J.  Pieri,  Chairman Syracuse 

Henry  S.  Acken,  Jr.,  Secretary Brooklyn 

Clyde  L.  Randall,  Delegate Buffalo 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Everet  H.  Wood,  Chairman Auburn 

Martin  L.  Gerstner,  Secretary Buffalo 

Greydon  G.  Boyd,  Delegate New  York 

ORTHOPEDIC  SURGERY 

Robert  K.  Lippmann,  Chairman New  York 

John  W.  Ghormley,  Secretary Albany 

Halford  Halloek,  Delegate New  York 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

John  J.  Clemmer  Chairman Albany 

Maurice  N.  Richter,  Vice-Chairman New  York 

M.  J.  Fein,  Secretary New  York 

Harry  P.  Smith,  Delegate New  York 

PEDIATRICS 

Frederick  H.  Wilke,  Chairman New  York 

Russell  B.  Scobie,  Vice-Chairman Newburgh 

Harold  W.  Dargeon,  Secretary New  York 

Reginald  A.  Higgons,  Delegate Port  Chester 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Arthur  B.  Robins,  Chairman New  York 

Clayton  M.  Steward,  Vice-Chairman.  .Saranac  Lake 

William  C.  Spring,  Jr.,  Secretary Ithaca 

Frank  E.  Coughlin,  Delegate Troy 

RADIOLOGY 

William  J.  MacFarland,  Chairman Hornell 

Ernest  H.  Wood,  Jr.,  Secretary New  York 

Frederic  E.  Elliott,  Delegate Brooklyn 

SURGERY 

William  F.  MacFee,  Chairman New  York 

Walter  S.  Walls,  Secretary Buffalo 

John  D.  Stewart,  Delegate Buffalo 

UROLOGY 

Walter  G.  Hayward,  Chairman Jamestowm 

Frank  C.  Hamm,  Vice-Chairman Brooklyn 

John  S.  Fitzgerald,  Secretary Utica 

Frank  C.  Hamm,  Delegate Brooklyn 


SESSION  OFFICERS 
1951-1952 


HISTORY  OF  MEDICINE 

Cushman  D.  Haagensen,  Chairman New  York 


PHYSICAL  MEDICINE 

William  Biermau,  Chairman New  York 
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No  fishy  odor,  taste  or  aftertaste;  no  allergies  due  to  fish 
oils.  That’s  the  inside  story  of  Dayalets,  the  compressed 
multivitamin  tablet  with  synthetic  vitamin  A . . . seven  other 
synthetic  vitamins  . . . plus  B12. 

These  little  tablets  can’t  leak;  won’t  stick  together  in  the 
bottle.  They’re  pleasantly  flavored,  easy  to  swallow,  better  tolerated 
by  patients  than  soft  gelatin  capsules.  One  tablet  daily  as  a 
supplement,  two  or  more  for  therapeutic  use.  In 
bottles  of  50,  100  and  500  sugar-coated  tablets.  CLErjjott 


Officers — County  Medical  Societies — 1951 

TOTAL  MEMBERSHIP  AS  OF  AUGUST  1,  1951—22,831 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango. . . . 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery . . 
Nassau 


New  York. . . . 
Niagara 


Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 

Richmond 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady . . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins . . . . 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


President 

James  W.  Bucci Albany 

Edwin  F.  Comstock.  Wellsville 

Abraham  B.  Tamis Bronx 

Ben.  L.  Matthews. Binghamton 
R.  A.  Loomis. . . . . Ellicottville 

F.  L.  Okoniewski Auburn 

H.  A.  Nelson Jamestown 

G.  T.  Connelly Elmira 

M.  H.  Jacobi Norwich 

G.  C.  deGrandpre.  .Plattsburg 

Harold  Levine Hudson 

W.  J.  Pashley Cortland 

R.  V.  Schatken Walton 

John  F.  Rogers.  .Poughkeepsie 

E.  T.  McGroder Buffalo 

F.  Clark  White. . . .Ray  Brook 

W.  A.  Gaspar Malone 

John  S.  Clemans . . Gloversville 

Richard  F.  Davis Batavia 

E.  B.  VanDeusen Catskill 

W.  J.  MacDonald Mohawk 

George  F.  Bock Watertown 

Samuel  Lubin Brooklyn 

Earle  E.  Barnes Lowville 

Ernest  Sanders Lima 

Lee  S.  Preston Oneida 

Joseph  A.  Lane Rochester 

Walter  Dreyfuss.  Amsterdam 
John  M.  Galbraith . Glen  Cove 


Arthur  M.  Master.  .New  York 

J.  T.  Markovitz 

North  Tonawanda 

Edwin  P.  Russell Rome 

William  E.  Pelow ....  Syracuse 

H.  B.  Abbott Geneva 

Stiles  D.  Ezell. . . . Middletown 

John  G.  Ellis Albion 

DeWitt  C.  Mead Fulton 

T.  C.  Goodwin . . Cooperstown 

William  P.  Kelly Carmel 

Henry  I.  Fineberg. . . .Jamaica 

Helmer  P.  Howd Troy 

Joseph  F.  Worthen . St.  George 
Abraham  Schechner. . . .Nyack 

John  H.  Stauffer Canton 

M.  J.  Magovem Saratoga 

Harry  Miller Schenectady 

Franz  Konta . . . Richmondville 
Joseph  Y.  Roberts  Watkins  Glen 

Saul  Towers Seneca  Falls 

E.  J.  Stevens. . Hammondsport 

A.  E.  Corwith . Bridgehampton 

Louis  Launer Liberty 

Frederick  K.  Shaw.  . . Waverly 

J.  W.  Hirshfeld Ithaca 

Virgil  De  Witt New  Paltz 

Arthur  Davis Glens  Falls 

Leo  A.  Thume Fort  Ann 

John  L.  Pulvino Clyde 

Henry ,E.  McGarvey  Bronxville 
Selden  T.  Williams Attica 

B.  S.  Strait Penn  Yan 


Secretary 

Albert  Vander  Veer.  . .Albany 
Edward  W.  Briggs . . Wellsville 

G.  B.  Gilmore Bronx 

N.  R.  Occhino. . .Johnson  City 

Fred  W.  Kehr Olean 

T.  D.  Stapleton Auburn 

Edgar  Bieber Dunkirk 

W.  J.  Cusick Elmira 

N.  C.  Lyster Norwich 

I.  Robert  Wood. . . .Plattsburg 

Roger  C.  Bliss Hudson 

John  E.  Eckel Cortland 

George  G.  Miles . . . Downsville 

A.  A.  Rosenberg . Poughkeepsie 
M.  J.  Kazmierczak. . . .Buffalo 
James  E.  Glavin . . Port  Henry 

D.  H.  Van  Dyke Malone 

Kingston  Lamer . . Gloversville 

G.  Henry  Knoll Leroy 

William  M.  Rapp  ....  Catskill 

H.  F.  Schwartz Salisbury 

C.  A.  Prudhon ....  Watertown 

A.  D.  Segal Brooklyn 

John  P.  Myers . . . Port  Leyden 

V.  I.  Bonafede Sonyea 

Felix  Ottaviano Oneida 

C.  Pamall Rochester 

Julius  Schiller Amsterdam 

Irving  Drabkin 

Rockville  Centre 

B.  W.  Hamilton. . . .New  York 
Charles  M.  Dake.Niagara  Falls 


D.  H.  Mac  Farland Utica 

W.  J.  Michaels Syracuse 

J.  A.  Stringham.  Canandaigua 

E.  C.  Waterbury. . .Newburgh 

Walter  Shifton Albion 

John  Rodger Fulton 

Elf  red  L.  Leech Oneonta 

A.  Vanderburgh Brewster 

W.  Benenson Flushing 

I.  Strosberg Troy 

F.  Tellefsen St.  George 

Robert  Yeager Pomona 

William  R.  Carson . . . Potsdam 

Claire  K.  Amyot Saratoga 

R.  E.  Isabella. . . .Schenectady 
Donald  R.  Lyon . . Middleburg 
William  Tague. . Montour  Falls 

Bruno  Riemer Romulus 

Rudolph  Shafer Coming 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

I.  N.  Peterson Owego 

H.  J.  Heinicke Ithaca 

B.  J.  Dutto Kingston 

Robert  Boyle Glens  Falls 

Denver  M.  Vickers . Cambridge 

Irving  M.  Derby Newark 

John  N.  Dill Yonkers 

P.  A.  Burgeson Warsaw 

Paul  C.  Johnson  . . . Penn  Yan 


Treasurer 

Frances  Vosburgh Albany 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx  i 

Martin  Weiss ....  Binghamton 
Joseph  E.  Anderson  . . . .Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck. . . .Dunkirk; 

L.  L.  Hobler Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  Corey Cortland 

George  G.  Miles.  . .Downsville 
A.  A.  Rosenberg . Poughkeepsie 

Walter  S.  Walls Buffalo 

James  E.  Glavin . . Port  Henry 

A.  A.  Hartmann Malone 

W.  H.  Raymond . . . Johnstown 

G.  Henry  Knoll Leroy 

M.  H.  Atkinson Catskill 

H.  F.  Schwartz Salisbury 

L.  Henderson Watertown 

H.  Mandelbaum.  . . .Brooklyn 
John  P.  Myers . . . Port  Leyden 

V.  I.  Bonafede Sonyea 

Anthony  J.  Zaia Oneida 

R.  E.  Delbridge ....  Rochester : 
Phillip  Cortese. . . .Amsterdam 
Irving  Drabkin 

Rockville  Centre 

Condict  W.  Cutler.  .New  York 

G.  N.  Miner 

North  Tonawanda  > 

Robert  C.  Hall Utica 

A.  Carl  Hofmann ....  Syracuse 

J.  A.  Stringham.  Canandaigua 
E.  C.  Waterbury. . .Newburgh 

Walter  Shifton Albion 

John  Rodger Fulton 

Elfred  L.  Leech Oneonta 

George  Steacy . Lake  Mahopac 
John  E.  Lowry ......  Flushing 

John  Jaffarian Troy 

A.Leikensohn  Mariners  Harbor 

M.  R.  Hopper Nyack 

Maurice  Elder Massena 

J.  Lebowich Saratoga 

Carl  F.  Runge . . . Schenectady 
Duncan  L.  Best. . . Middleburg 
William  Tague. . Montour  Falls 

Bruno  Riemer Romulus 

Rudolph  Shafer Coming 

Warren  Eller Sayville 

Deming  S.  Payne Liberty 

I.  N.  Peterson Owego 

H.  B.  Wightman Ithaca 

H.  B.  Johnson Kingston 

C.  R.  Barber Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

Irving  M.  Derby Newark 

H.  J.  Dunlap. . .New  Rochelle 

P.  A.  Burgeson Warsaw 

Paul  C.  Johnson  . . . Penn  Yan 
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more  effective 
against 


tinea  pedis 

In  “athlete’s  foot”  a 
combined  cured  and  improved 
rate  of  95%  has  been  obtained.1 

A iso  indicated  in 


tinea  capitis 

“More  effective  in  ringworm 
of  the  scalp  than  any  other 
topical  agent.”1 


tinea  corporis 


tinea  cruris 

tinea  versicolor  "broad  antifungal  spectrum 

tinea  of  the  nails  . , 

...good  cutaneous  tolerance. 


6%  tincture  . . . ointment . . . powder  . . . rjj  _ of 

sprayed,  applied  with  cotton  or  dusted  on  IlULIlC 


1.  Stritzler,  C.;  Fishman,  I.  M.,  and  Laurens,  S.: 

Transactions  New  York  Acad.  Sc.,  IS: 31,  Nov.,  1950. 

HOFFMANN-LA  ROCHE  INC  • ROCHE  PARK  • NUTLEY  10  • NEW  JERSEY 

ASTEROL  01  HYDROCHLORIDE  *ROCH E'—  BRAND  OF  OIAMTHAZOLE  DIHYDROCHLORIDE1 
Ci’DIMETH  YLAM  INO*6*  (f)*DI  ETHYLAM INO  ETHOXYl-BENZOTHIAZOLE  DIHYDROCHLORIDeI 


*7/ie  Armour  Laboratories  Brand  of  Adrenocorticotropic  Hormone  (A.C.T.H.) 


COSTA  RICA 

Lie.  Agustin  Membreno  Palma 
Apartado  1749 
San  Jose,  Costa  Rica 


CUBA 

Drogueria  Alvarez  Fuentes 
Avellaneda  No.  225 
amaguey,  Cuba 
Dtpgueria  Cooperative  de  Cuba 
ApVtado  No.  222 
Havana,  Cuba 
DroguOfia  La  Cosmopolita 
Apartaab  55 
Cienfuego^  Cuba 
Drogueria  bpnhauser 
Neptuno  51 
Havana,  Cuba' 

Drogueria  de  Johnson 
Apartado  750 
Havana,  Cuba 
Drogueria  Mestre  y 
Apartado  65 
Santiago  de  Cuba,  Cub 


ARGENTINA 

John  Wyeth  Laboratories  S.  A. 
Paseo  Colon  1 102 
Buenos  Aires,  Argentina 

AUSTRALIA 

The  Sigma  Company  Ltd. 

562-566  Little  Bourke  Street 
Melbourne,  C.l,  Australia 

BELGIUM 

BELGIAN  CONGO 

HOLLAND 

LUXEMBOURG 

Messrs.  Etablissements  A.  Couvreur 
78-80  Rue  Gallait 
Brussels,  Belgium 

BOLIVIA 

S.  A.  C.  I.  (Sues,  de  S.  F.  Bedoya) 
Casilla  346 
La  Paz,  Bolivia 


BRAZIL 

Industries  Farmaceuticas  Fontoura-Wyeth  S. 
Rua  Caetano  Pinto  129 
Sao  Paulo,  Brazil 


CANADA 

The  Armour  Laboratories 
Laurentian  Agencies,  Reg'd 
429  St.  Jeon  Boptiste  St. 
Montreal,  Quebec 


CHILE 

Sr.  Roger  Couly  L. 
Casilla  1459 
Santiago,  Chile 


COLOMBIA 

Laboratories  Roman,  S.  A. 
Apartado  Aereo  150 
Cartagena,  Colombia 


CUBA  (confinued) 

Drogueria  Sorra 
Apartado  50 
Havana,  Cuba 
Drogueri'a  Taquechel 
P.O.  Box  103 
Havana,  Cuba 
Drogueri'a  Berenguer 
Apartado  458 
Santiago  de  Cuba,  Cuba 
Drogueri'a  Amiguet 
San  L6zaro  902 
Havana,  Cuba 

I DENMARK 
I SWEDEN 

Messrs.  Hannerup  Hansen  Wiik  & Co.  A/S. 
Dampfaergevej  23 
Copenhagen,  Denmark 

DOMINICAN  REPUBLIC 

Jaime  Mtndez  Sues.,  C.  por  A. 

Apartado  27 

Ciudad  Trujillo,  Dominican  Republic 

EAST  AFRICA 

Messrs.  Dalgetty  & Company  Ltd. 

Nairobi,  East  Africa 

ECUADOR 

Sociedad  Comercial  Anglo-Ecuatoriana,  Ltda. 
Casilla  410 
Guayaquil,  Ecuador 

EGYPT 

Messrs.  Imperial  Chemical  Industries  (Egypt)  S.A. 
P.  O.  Bag 
Cairo,  Egypt 

EIRE 

Messrs.  May,  Roberts  (Ireland)  Ltd. 

Grand  Canal  Quay 
Dublin  C.  6,  Ireland 

EL  SALVADOR 

Felix  Cristiam  & Cia 
Farmacia  Santa  Lucia 
San  Salvador,  El  Salvador 

ENGLAND 

The  Armour  Laboratories 
Lindsey  Street— Smithfield 
^ London,  E.  C.  1,  England 

ST  FINLAND 

Messrs.  Havulinna  Oy. 

P.  O.  Box  468 
Helsinki,  Finland 

FRANCE 

Messrs.  Reyns  & Maurel 
15  rue  du  Louvre 
Paris,  France 

GERMANY 

Messrs.  Tietgens  & Robertson 

Messberghof 

Hamburg  1,  Germany 

GREECE 

Messrs.  Danon  & Danon 
12  Kolocontroni  Street 
Athens,  Greece 


GUATEMALA 
Julio  R.  Matheu 
Apartado  108 

Guatemala  City,  Guatemala 

HAITI 

Joseph  Nadal  & Cia. 

Port-au-Prince,  Haiti 

HONDURAS 

Honduras  Radio  & Machine  Co. 

(Luis  F.  Lazarus  Co.) 

Tegucigalpa,  Honduras 

HONG  KONG 

Imperial  Chemical  Industries  (China)  Ltd. 
P.O.  Box  107 
Hong  Kong 

INDIA 

Messrs.  Jubilee  Pharmaceuticals  Agency  Ltd. 
14  Pollock  Street 
Calcutta  1,  India 

IRAN 

Etablissements  Docteur  Tebbi 
Siege  Central 
Nasser  Khosrow 
Saraye  Rowchan 
Teheran,  Iran 

IRAQ 

Messrs.  Ellis  Ezra  Sion  & Co. 

57-233  Ghazali  Street 
Baghdad,  Iraq 

ISRAEL 

Messrs.  D.  Liebermann  & Co. 

"Pharmed" 

13  Petah-Tiqva  Road 
Tel  Aviv,  Israel 

ITALY 

Messrs.  Farmaceutica  Internazionale  s.r.l. 
Palazzo  Nuovo  Borsa  3 
Piano  No.  60 
Genova,  Italy 

JAPAN 

Industries  Export  Corporation 
Tokyo,  Japan 

MALAYA 

Messrs  Imperial  Chemical  Industries 
(Malaya)  Ltd. 

Singapore 

MALTA 

Messrs.  Fabri  & Tonna 
43  Lascaris  Wharf 
Valletta,  Malta 

MEXICO 

Serral  S.  A. 

Fray  Servando  Teresa  de  Mier  No.  120 
Mexico,  D.  F.,  Mexico 

NETHERLAND  WEST  INDIES 

Aruba  Mercantile  Company 
P.O.  Box  106 
Oranjestad,  Aruba 
Netherland  West  Indies 

NEW  ZEALAND 

Messrs.  Oral  Supplies  Ltd. 

Auckland,  New  Zealand 


THE  ARMOUR  LAB 

CHICAGO 

PHYSIOLOGIC  THERAPEUTICS  THI 
• NEW  YORK  11,  NEW  YORK  • 


NICARAGUA 

Constantino  Pereira  & Cia.,  Ltda. 
Managua,  Nicaragua 

NORWAY 

Messrs.  Tecknisk-Kjemisk  A/S  WA-MO 
Kong  Oscarsgt  23 
Bergen,  Norway 

PANAMA 
Jos6  Cabassa 
Apartado  148 
Panam6,  R.  P. 

PARAGUAY 

Vicente  Scavone  & Cia. 

C.  Correo  427 
Asuncion,  Paraguay 

PERU 

Duncan,  Fox  & Co.,  Ltd. 

Apartado  2717 
Lima,  Peru 

PHILIPPINE  ISLANDS 
Mr.  Miguel  L.  Lorza 

P.  O.  Box  943 

Manila,  Philippine  Republic 
PORTUGAL 

Messrs.  Alves  & Ca.  (Irmaos) 

Rua  dos  Correeiros  41-2nd 
Lisbon,  Portugal 

PUERTO  RICO 

Luis  Garraton,  Inc. 

P.  O.  Bqx  2984 
San  Juan,  Puerto  Rico 

SIAM 

Messrs.  Wat  Sam-Chin  Dispensary 
93-95  Rama  IV  Road 
Bangkok,  Siam 

SOUTH  AFRICA 
Messrs.  Petersen  Ltd. 

3/22  Barrack  Street 
Cape  Town,  South  Africa 

SPAIN 

Messrs.  Productos  de  Came 
Apartado  548 
Barcelona,  Spain 

SWITZERLAND 
Messrs.  Helvepharm,  G.m.b.H. 
Missionsstr  15 
Basel,  Switzerland 

SYRIA 

Messrs.  Bercoff  & Fils 
Rue  Al-Moutran 
B.  P.  119 

Beyrouth,  Lebanon,  Syria 

URUGUAY 
Vicente  F.  Costa 
Juncal  1488 
Montevideo,  Uruguay 

VENEZUELA 
Higia,  C.  A. 

Apartado  768 
Caracas,  Venezuela 
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Greater  effectiveness 

Oral  therapy j^vith  Aluminum  Peni- 
cillin has  proved’to  be  effective  in  ful- 
minating infections  such  as  pneumonia1 
and  in  other  infections  due  to  strepto- 
cocci, staphylococci  and  gonococci.2  It 
rarely  causes  gastric  disturbance  or 
allergic  reactions.  The  patient’s  bodily 
and  mental  comfort  is  improved  because 
the  necessity  for  frequent  injections  is 
eliminated.  *' 

The  unique  advantages  of  Alumi- 
num Penicillin  are  that  it  is  not  soluble 
in  solutions  of  acidity  corresponding  to 
that  of  gastric  secretion,  but  is  gradually 
converted  into  a readily  absorbed  form 
in  the  intestinal  tract.  These  factors  pro- 
vide for  maximum  utilization  of  the 
dosage  administered,  higher  and  more 
prolonged  blood  levels.3 

Sodium  benzoate  is  added  because 
it  inhibits  the  destructive  action  of 
intestinal  enzymes.4 

Each  tablet  contains:  Aluminum 

Penicillin,  50,000  units;  sodium  ben- 
zoate, 0.3  gram.  Supplied  in  vials  of 
12  tablets. 

•Terry,  L.  L.  and  Friedman,  M.  The  Military 
Surgeon,  Vol.  103,  No.  S,  November,  1948. 
2Friedman,  M.  and  Terry,  L.  L.  Southern  Medical 

• Journal,  Vol.  42,  No.  6,  June,  1949. 

3Bohls,  S.  W.  and  Cook,  E.  B.  M.  Texas  State 
Journal  of  Medicine,  Vol.  41,  November,  p.  342. 
4Reid,  R.  D.,  Felton,  L. 

C.  and  Pitroff,  M.  A. 

Pro.  Soc.  for  Exp.  Biol, 
and  Med.,  Vol.  63,  p. 

438. 

“Patent  applied  for. 


HYN  SON,  WESTCOTT 
& DUNNING, INC. 

Baltimore.  Mary  Ian 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories 1771 

Alkalol  Company 1786 

American  Hospital  Supply  Corp 1765 

Armour  Laboratories 1774-1775 

Dr.  Barnes  Sanitarium 1852 

Baxter  Laboratories 1765 

Bilhuber-Knoll  Corp 1764 

Brigham  Hall  Hospital 1852 

Brown’s  Medical  Bureau 1852 

Burroughs  Wellcome  & Company 1777 

Church  Chemical  Company 1780  | 

Ciba  Pharmaceutical  Products 2nd  Cover  N 

Clifton  Springs  Sanitarium 1760  |i 

H.  E.  Dubin  Laboratories 1786  j 

Eastern  School  for  Physicians  Aides 1786  I 

Falkirk  in  the  Ramapos 1852  J| 

Grant  Chemical  Company 1781 

Halcyon  Rest 1852  j 

Hoffmann-La  Roche  Inc 1773  j 

Holbrook  Manor 1852  ; 

Hynson,  Westcott  & Dunning,  Inc 1776  i 

Interpines 1852  1 

Irwin,  Neisler  & Company 1783  1 

Ives-Cameron  Company,  Inc 1769 

Lederle  Laboratories 1789  i 

Harry  Lifson 1786  I 

Eli  Lilly  & Company Between  1790-1791  > 

Louden-Knickerbocker  Hall 1852  l 

Mead  Johnson  & Company 4th  Cover  ^ 

Merck  & Company 1796 

National  Discount  & Audit  Company 1786 

Paine  Hall  School • • • 1786 

Chas.  Pfizer  & Company 3rd  Cover 

Pinewood 1852 

A.  H.  Robins  Co.,  Inc 1784-1785 

J.  B.  Roerig  & Company 1767 

G.  D.  Searle  & Company 1795 

Sears,  Roebuck  & Company 1782 

Sharp  & Dohme,  Inc 1761 

Frances  Shortt  Medical  Agency 1786 

Smith,  Kline  & French  Laboratories 1854 

E.  R.  Squibb  & Sons 18o0,  1851 

Standard  Pharmaceutical  Company 1762 

West  Hill 1852 

White  Laboratories •••  |'6U 

Whittier  Laboratories  177 

Winthrop-Stearns  Inc. 1759 

Wyeth  Incorporated 178/ 


1777 


a 

r 

a 

6 

6 


1 


5 

3 

i 

i 


S 

3 

9 


\ X 

with  CODEINE  PHOSPHATE* 


gr.i-No.  1 gr.i-No.  2 gr.-^-No.  3 gr.  1*No.  4 

*/2  times  more  soluble  than  sulfate 


Burroughs  Wellcome  & Co.  (U.S.  A.)  Inc. 

Tuckahoe  7,  N.  Y. 


She’ll  be  a 
Grateful 


The  woman  who  has  been  disabled  for  a 
quarter  of  every  month  will  be  grateful  to  learn 
that  adequate  therapy  is  now  available  for  the 
symptom-complex  of  premenstrual  tension. 


For  days  preceding  menstruation  a great  many  females  may  experience  intense  headache, 
nervousness,  backache,  abdominal  distention  or  malaise — of  such  degree  as  to  be  almost 
incapacitating.  Edema  often  accompanies  these  symptoms  indicating  an  abnormal 
degree  of  fluid  retention  which  may  be  the  chief  etiologic  agent  in  the  syndrome. 


— represents  the  first  significant  therapeutic  attack  on  this  problem.  M -Minus  4 
combines  in  each  tablet  50  mg.  of  N,N-Dimethyl-N’-(2-pyridyl)-N’-(p-methoxy- 
benzyl)  ethylenediamine  8-bromotheophyllinate  /pyrabroni/  — with  100  mg.  of 
acetophenetidin,  the  dependable,  safe  analgesic. 

Clinical  studies  on  the  use  of  M- Minus  4 have  indicated  rapid  correction  of 
abnormal  water  retention  in  the  premenstrual  period,  together  with  dramatic  relief  of 
symptoms.  Side  effects  or  toxic  reactions  have  not  been  noted  in  any  significant  degree. 
Dosage — One  tablet  three  times  a day  for  three  to  five  days  before  onset  of  menses. 

Bottles  of  24  and  100  tablets. 

Literature  and  a prescription  package  of  24  tablets  will  be  sent  upon  request. 


DIVISION  NUTRITION  RESEARCH  LABORATORIES,  INC. 


CHICAGO  11.  ILLINOIS 
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Theryl 

SUBLINGUAL 

ANALGESIC 

★ Absorbed  from  oral  mucosa 
-Ar  Directly  into  blood  stream 
★ Each  tablet  contains  acetylsalicylic  acid  5 gr. 
Benzosulfimide  8 mg. 

Enthusiastic  clinical  reports  show:  (1) 

Faster,  (2)  Longer  relief  from  pain  with 
new,  unique  Theryl  Sublingual  Anal- 
gesic.1,2 

Taken  Without  Water 
May  Often  Supplant  Narcotics2 

One  or  two  tablets  are  placed  in  the 
mouth  without  water.  In  less  than  one 
minute,  the  analgesic  agent  is  present 
in  the  blood.  Here  are  a few  typical  re- 
ports : 

INDICATION  TIME  REQUIRED 
OR  SURGERY  FOR  ANALGESIA 

Post- Appendectomy 3 minutes 

Post-Hemorrhoidectomy 3 minutes 

Post-Tonsillectomy 2 minutes 

Simple  Headache minutes 

Menstrual  Pain 5 minutes 


Many  other  dramatic 
cases  reported 

1.  Hoffman,  Murray  M., 
111.  Dent.  Jl.,  19=439-445 
(Oct.,  1950) 

2.  McNealy,  Raymond  W., 
111.  Med.  Jl.,  97:150  (Mar., 
1950) 

CppC  Send  for  Semple 
* ’* *"*”  and  Literature 
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Foxalin 

advantages 


Clinical  and  pharmacological  studies  prove  that 
digitoxin  U.S.P.  compounded  with  sodium  carboxy- 
methylcellulose  (Foxalin)  exerts  a steady  and  prolonged 
therapeutic  effect  on  the  heart  with  a much  wider 
margin  of  safety  than  digitoxin  alone. 


1 Twice  as  safe  as 
digitoxin. 

2 No  digitoxic  heart 
punch. 

3 Smooth,  prolonged 
action. 

4 Maximum  cardiac 
response. 

5 No  nausea  or 
vomiting. 


Foxalin  is  a new  discovery*  of  demonstrated  value 
for  congestive  heart  failure,  myocardial  insufficiency, 
cardiac  decompensation,  and  auricular  fibrillation  or 
flutter. 

Foxalin  contains  digitoxin  U.S.P.  0.1  mg.  combined 
with  the  protective  colloid,  sodium  carboxymethylcellu- 
lose.  Supplied  in  bottles  of  100  tablets. 

The  maintenance  dose  of  Foxalin  is  1 tablet  daily. 
For  quick  digitalization,  6 tablets  divided  into  three 
doses,  for  one  day  only. 

WRITE  FOR  PROFESSIONAL  LITERATURE  AND  SAMPLE. 


Foxalin 

COLLOID  PROTECTED  DIGITOXIN  U.S.P. 


GRANT  CHEMICAL  COMPANY,  INC. 


U.  S.  Patent  No.  2,486,937  • 


95  MADISON  AVENUE,  NEW  YORK  16,  N. 


Y. 
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Dept.  604 

Sears,  Roebuck  and  Co. 

Chicago  7,  III. 

Please  send  me  further  information  about  Silver* 
tone  Hearing  Aids  and  services. 

DR 


DEAFENED  PATIENTS 


HEARING  CENTER 

at  Sears  major  stores 

PLEASANT,  CONFIDENTIAL 
DEMONSTRATION  . . . ABSOLUTELY  FREE! 

• Silvertone  Hearing  Aids  at  $74.50,  99.50  and 
124.50  (also  sold  on  Sears  Easy  Payment  Plan) 

• Complete  line  of  accessories  and  batteries  for 
nearly  all  makes. Top  quality,  substantial  savings! 

• Specially  trained  hearing  consultants  ...  to 
test  and  talk  over  any  hearing  problems! 

A 


ADDRESS- 


CITY. 


-STATE- 


MAIL  COUPON  FOR  FURTHER  DETAILS 


paaeaecZeeaf oz pom  money  fact’ 


An  ESTABLISHED  POINT  of  HONOR 


in  the  Medical  Profession  is  . . . that  its  members  and 
their  families  freely  receive  professional  service  in  sick- 
ness. 

It  should  be  an  equal  point  of  honor  among  physicians  to 
see  that  our  colleagues  or  their  widows,  in  old  age  or 
adversity,  receive  our  quiet,  constant  beneficence. 

PHYSICIAN’S  HOME 


Make  your  check 
to  the  order  of  the 


52  EAST  66TH  STREET 


NEW  YORK  21 
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IN  RESISTANT  HYPERTENSION 


Vertavis-Phen  affords  simplicity  and  economy  of  treatment  in  severe,  resistant  cases  of  essential 
hypertension  (Grade  III).  Blood  pressure  is  effectively  lowered  by  a twofold  action: 

1.  VERTAVIS-PHEN  reduces  peripheral  resistance. 

2.  VERTAVIS-PHEN  minimizes  the  hypertensive  effects  of  emotional  stress. 

Vertavis-Phen  seldom  produces  undesirable  side-effects  and  permits  the  prolonged  treatment 
required  in  resistant  hypertension. 

Average  Dosage  Range:  2 to  4 tablets  daily  after  meals. 

Hypotensive  Action  (single  oral  dose):  10  to  12  hours. 


Each  Vertavis-Phen  tablet  contains: 
Whole-powdered  veratrum  viride  . . . 

10  CRAW  UNITS* 

Phenobarbital 1/4  grain 

Supplied:  Bottles  of  100,  500, 
1000  at  prescription  pharmacies 
everywhere. 

'Biologically  Standardized  for  toxicity 
by  the  Craw  Daphnia  Magna  Assay. 


Vertavis-Phen 


IRWIN,  NEISLER  & CO. 


DECATUR, 


ILL. 


• NorciDiy  pleasing  in 
taste  and  texture,  Robalate  tablets  are 
available  sealed  in  transparent  tape  and 
packaged  in  boxes  of  100; 


A smooth 

therapeutic  course  for 


Only  by  thwarting,  somehow,  the  strong 
natural  forces  that  normally  repair  lesions  of 
gastric  and  duodenal  mucosa,  has  the 
patient  developed  ulcer.  Only  by  enlisting 
and  implementing  those  forces  effectively 
can  ulcer  be  corrected.  As  an  efficient 
antacid  and  demulcent,  Robolate  helps 
accomplish  this  with  no  acid  rebound, 
no  change  in  acid-base  balance,  and  no 
toxicity.  Robalate  provides  prompt  and 
prolonged  reduction  of  acidity,  a rapid  relief 
from  pain.  It  covers  the  ulcer  and  the 
mucosa  with  a soft  protective  coating  that 
favors  restoration  of  normal  function 
and  healing.  By  helping  the  ulcer  help  itself, 
Robalate  provides  a smooth  therapeutic 
course  for  the  ulcer  patient. 

A.  H.  ROBINS  COMPANY,  INC. 

Richmond  20,  Virginia 


obalate 


(Dihydroxy  aluminum  aminoacetate, 
N.N.R.,  0.5  Gm.  per  tablet) 
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high  theophylline  content,  ready  solubility 
for  rapid  therapeutic  effects  in: 


tablets 
ampuls 
powder 

Bronchial  Asthma 
Paroxysmal  Dyspnea 
Cheyne  Stokes  Respiration 

aminophyllin 

(theophylline  -ethylenedia  mine) 

H.  E.  DUBIN  LABORATORIES,  I lie.  250  E.  43rd  St.,  New  York  17,  N.Y. 
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The  President’s  Page* 


At  the  outset,  I sincerely  desire  to  pay  tribute  to  Com- 
missioner Hilleboe  for  the  masterful  liaison  he  has  effected 
with  our  State  Medical  Society.  Going  forward  shoulder  to 
shoulder  with  the  chairman  of  our  Emergency  Medical 
Preparedness  Committee,  Dr.  John  J.  Masterson  of  Brooklyn, 
Commissioner  Hilleboe  has  brought  about  working  relations 
between  the  doctors  of  this  State  and  the  State  Health 
Department  which  are  a model  for  any  state  to  emulate. 
The  cordiality  and  understanding  shared  by  the  representa- 
tives of  these  two  great  bodies  are  at  an  all-time  high,  and 
from  such  a top-level  partnership  only  constructive  results 
can  emerge. 

Medicine  is  now  threatened  with  a philosophy,  a battle  if 
you  will,  which  involves  the  very  survival  of  our  democracy, 
our  freedom,  and  our  wajr  of  life.  The  zeal  of  those  in  high 
places,  of  certain  elements  in  industry,  in  labor,  and  in  our 
ancillary  professions  to  correct  social  inequalities  by  national- 
izing the  profession  of  medicine  can  result  only  in  the  de- 
struction of  a system  of  medical  care  which  is  the  envy  of  the 
entire  civilized  world.  The  ultimate  result  can  be  only  the  ; 
production  of  greater  injustices  than  existed  previously  and 
the  deterioration  of  the  quality  of  medical  care. 

Socialism  and  communism  flourish  in  times  of  economic  hardship  and  distress.  This 
ideology  appears  as  a panacea  for  the  alleviation  of  temporary  problems  without  due  con- 
sideration for  the  long-term  effects  such  doctrines  will  produce.  The  very  essence  of  hope 
and  a portent  for  the  future  lie  in  the  revival  of  optimism  in  our  reliance  on  the  God  of  our 
fathers  so  beautifully  expressed  by  that  strong  antagonist  of  atheistic  communism,  the 
Right  Reverend  Fulton  J.  Sheen,  when  in  his  Easter  sermon  in  New  York  City  he  said,  ! 
“In  the  providence  of  God,  communism  may  be  the  fertilizer  of  a new  civilization,  the 
death  that  is  spread  over  the  world  in  the  winter  of  its  discontent  to  prepare  the  dead  earth 
to  tell  its  secrets  in  the  new  springtime  of  the  spirit.” 

Civil  defense  will  be  dealt  with  competently  by  the  eminent  speakers  whom  you  will 
hear  this  morning,  and  surely  in  the  address  of  Dr.  Hilleboe,  which  is  to  follow,  pearls  of 
wisdom  as  well  as  hard  facts  will  be  presented.  But  just  a few  words  from  me  as  the  spokes- 
man for  the  doctors  of  the  State  on  the  medical  aspects  of  civil  defense  are  surely  in  order. 

If  we  seem  to  be  preoccupied  by  the  subject  of  civil  defense,  I do  not  think  that  we 
have  to  apologize  for  it.  I agree  with  Dr.  James  C.  Sargent,  chairman  of  the  American 
Medical  Association  Council  on  National  Emeigency  Medical  Service,  who  said,  “Civil 
defense  stands  alongside  military  defense  as  a vital  component  of  our  national  security.” 

It  was  little  more  than  a year  ago  that  the  first  steps  were  taken  to  initiate  a civil  , 
defense  program.  Since  then,  there  have  been  training  sessions  held  in  every  comer  of 
the  State  to  provide  doctors  with  special  instructions  on  the  medical  aspects  of  atomic 
explosion.  The  State  Medical  Society  and  the  various  county  medical  societies  have  joined 
forces  with  the  State  and  local  health  officers  in  this  important  work.  The  State  Medical 
Society,  through  its  Emergency  Medical  Preparedness  Committee,  also  supervised  and 
directed  the  preparation  of  an  outline  for  the  uniform  treatment  of  various  types  of  injuries 
which  may  be  expected  after  an  atomic  attack.  These  include  emergency  treatment  of 
burns,  shock,  and  crushing  injuries,  treatment  of  radiation  sickness,  treatment  of  extensive 
open  wounds,  and  emergency  treatment  of  fractures.  This  outline  serves  as  a guide  for 
instructors  participating  in  training  medical  personnel.  An  additional  purpose  is  to  stand- 
ardize the  treatment  of  injuries  so  as  to  simplify  problems  of  emergency  therapy,  to  reduce 
the  need  for  elaborate  equipment  and  supplies,  and  to  enable  the  rapid  training  of  auxiliary 


• Condensed  from  an  address  by  J.  Stanley  Kenney,  M.D.,  President  of  the  Medical  Society  of  the  State  of  New 
York,  at  the  47th  Conference  of  Health  Officers  and  Nurses,  Lake  Placid,  June  4,  1951. 
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personnel  and,  in  many  cases,  the  patients  themselves.  The  nine  medical  schools  of  the 
State  made  substantial  contributions  to  these  preparations  and  cooperated  freely  in  solving 
problems  dealing  with  medical  supplies. 

Still  another  significant  activity  in  which  the  county  medical  societies  are  cooperating 
is  the  planning  of  mutual  aid  and  neighbor  self-help  programs.  Mutual  assistance  among 
localities  is  a must  in  any  program  of  logical  planning.  For  this  reason  the  State  Civil 
Defense  Commission  has  developed  a single,  uniform  program  of  defense  and  orientation 
; courses  for  physicians  and  nurses  throughout  the  State. 

Giving  prominence  to  the  subject  of  civil  defense  and  the  close  cooperation  between 
the  State  Health  Department  and  the  State  Medical  Society  in  this  regard  may  create  a 
false  impression  that  there  are  no  other  areas  where  such  cooperation  exists.  This  is  far 
from  being  true.  During  the  past  year  there  have  been  regular  meetings  between  Com- 
missioner Hilleboe  and  his  staff  and  the  State  Society’s  Committee  on  Public  Health  and 
Education.  Among  problems  discussed  were  medical  aspects  of  atomic  warfare,  blood 
procurement,  a maternal  health  program,  multiphasic  screening,  health  councils,  and  the 
specialist  roster.  These  meetings  have  been  very  valuable  in  providing  a free  exchange 
of  ideas.  Perhaps  it  is  not  universally  known  that  the  State  Health  Department  and  the 
State  Medical  Society  also  cooperate,  and  have  done  so  for  many  years,  in  providing  post- 
graduate medical  education  for  physicians  in  all  parts  of  the  State,  through  lectures,  sym- 
posia, and  teaching  days.  This  is  a very  valuable  program  with  far-reaching  benefit  to 
the  public  in  the  form  of  improved  medical  care. 

Within  our  Medical  Society,  we  are  constantly  urging  physicians  to  participate  more 
and  more  in  community  affairs,  particularly  those  involving  problems  of  health.  Many 
of  our  members  do,  in  fact,  take  leading  parts  in  health  activities  in  local  communities  all 
over  the  State,  and  they  devote  a great  deal  of  their  time  and  professional  ability  to  civic 
betterment.  By  so  doing,  they  are  helping  to  make  the  public  more  and  more  aware  that 
the  medical  profession  is  willing  to  work  for  the  solution  of  common  problems,  that  the 
doctor  is  anxious  to  be  a good  citizen. 

Just  as  doctors  can  participate  in  local  activities  as  individuals,  so  can  county  medical 
societies  lend  the  weight  of  their  authority  to  many  worth-while  public  endeavors.  That 
is  why  I think  it  would  be  a fine  thing  if  public  health  officers,  whenever  they  have  a health 
problem  which  requires  a community  approach,  would  consult  with  the  local  medical 
society.  A free  and  frank  discussion  of  all  the  elements  involved  should,  in  a great  many 
instances,  insure  the  success  of  the  selected  project  because  of  a common  agreement  among 
all  the  important  health  personnel.  The  private  physician  recognizes  that  the  health 
officer  is  a trained  specialist.  He  knows  that  he  is  a vital  necessity  in  the  eradication  of 
disease,  the  promotion  of  sanitation  and  hygiene,  and  the  general  welfare  of  the  community. 
He  regards  him  as  his  firm  ally  in  the  never-ending  battle  to  conquer  sickness  and  bring 
longer  life  to  people  in  all  walks  of  life.  He  believes  that  in  this  way  progress  will  continue 
to  be  made,  as  long  as  medicine  is  kept  free  to  devote  itself  to  its  work  unshackled  by 
government  chains. 

The  participation  of  the  physician  in  local  community  problems  which  I just  men- 
tioned has  its  counterpart  in  the  participation  of  the  citizen  in  matters  of  health.  I am 
* a fism  believer  in  the  value  of  joint  action  by  lay  and  professional  people  in  the  improve- 
ment of  community  health  facilities.  To  achieve  the  best  immediate  results  and  to  develop 
: a long-range  community  health  objective,  the  formation  of  health  councils  on  the  State 

and  county  levels  offers  the  best  chance  of  success,  in  my  opinion.  Health  councils  were 
advocated  by  my  predecessor  in  office,  Dr.  Carlton  E.  Wertz,  and  I am  happy  to  under- 

I score  his  recommendation.  Today  there  are  more  than  1,190  local  health  councils  or  health 

‘ committees  in  operation  across  the  country.  There  are  also  30  State-wide  health  councils. 

II  Most  of  these  have  developed  since  1945,  with  the  physicians  of  the  country  playing  a 

e leading  role  in  their  expansion  and  operation.  A good  deal  of  spade  work  already  has  been 

; done  to  bring  about  the  formation  of  a State  health  council  in  New  York  State,  and  I have 

no  doubt  but  that  there  soon  will  be  one  in  operation. 

You  are,  of  course,  aware  of  the  pending  legislation  on  Federal  assistance  to  states 
' and  political  subdivisions  in  the  development  and  maintenance  of  local  public  health  units, 
particularly  in  national  defense  areas  and  for  other  purposes.  I am  referring  to  HR  274 
and  HR  913,  particularly  the  former.  The  American  Medical  Association  has  long  be- 
lieved that  the  existence  of  effective  and  properly  operated  local  public  health  units  is 
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fundamental  to  the  maintenance  and  improvement  of  the  health  of  the  people.  In  1942 
its  House  of  Delegates  adopted  a resolution  strongly  supporting  this  policy.  More  recently 
our  Association  has  developed  a twelve-point  program  for  the  advancement  of  medicine 
and  public  health.  Point  six  of  this  program  relates  to  the  establishment  of  local  public 
health  units  and  services.  It  is  impractical  to  elaborate  here  the  details  of  the  suggested 
amendments  the  Association  has  advanced  in  the  hope  of  perfecting  the  pending  bill, 
without  interfering  at  all  with  the  attainment  of  its  objectives.  I have  referred  briefly 
to  the  foregoing  expressions  to  substantiate  the  fact  that  American  medicine  is  interested 
in  the  development  of  public  health  units. 

As  another  indication  of  the  growing  tendency  of  the  medical  profession  to  regard 
health  as  a matter  for  the  full  participation  of  all  members  of  the  community,  I might  cite 
a recommendation  which  I was  privileged  to  make  in  addressing  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York  last  month  in  Buffalo.  I suggested  that 
consideration  be  given  to  the  inclusion  of  selected  laymen  on  the  public  health  committees 
of  our  own  Society.  This,  it  seems  to  me,  could  ensure  lay  support  and  interest  in  matters 
of  health,  rather  than  hostility  and  indifference,  while  at  the  same  time  retaining  the  leader- 
ship in  the  hands  of  trained  physicians.  Whether  we  are  woi’king  in  the  field  of  public 
health  or  in  that  of  private  medicine,  what  we  are  after  is  a greater  sense  of  awareness  on 
the  part  of  the  public  that  we  want  to  achieve  an  active  partnership  with  it,  and  a greater 
realization  that  we  are  vitally  interested  in  the  health  of  all  the  citizens  of  the  State. 

Only  a few  days  ago,  Dr.  Raymond  B.  Allen,  president  of  the  University  of  Washing- 
ton, said  medicine  and  medical  science  have  more  of  a job  to  do  in  this  crisis  than  merely 
healing  patients.  These  are  words  we  might  well  ponder.  They  serve  to  strengthen  con- 
victions I long  have  held  that  strict  and  rigid  adherence  to  professional  relationships  with 
the  public,  to  the  exclusion  of  what  may  broadly  be  called  “human  relationships,”  is  wrong. 
To  the  patient  looking  for  sympathy  and  understanding,  there  is  cold  comfort  in  science 
alone. 

Unless  I interpret  the  times  incorrectly,  I am  of  the  opinion  that  too  frequently  our 
social  planners  and  workers  give  very  lukewarm  support  to  our  free  enterprise  system  and 
our  economy  based  on  individual  initiative.  They  are  inclined  to  stress  too  greatly  material 
benefits,  and  they  neglect  or  gloss  over  the  spiritual  values  inherent  in  our  system. 

The  fundamental  concepts  of  social  work  as  it  relates  to  public  welfare  are  most  praise-  f 
worthy.  Respect  for  individual  rights,  equal  treatment  and  opportunity  for  all,  and 
respect  for  our  democratic  procedures  are  principles  we  all  subscribe  to.  But  many,  while 
proclaiming  these  dogmas,  go  about  their  tasks  with  an  utter  disregard  and  even  contempt  I 
for  constitutional  law  and  government.  Their  practical  judgment  and  common  sense  l 
seem  to  be  submerged  in  their  zeal  to  achieve  their  aims  as  a matter  of  public  policy.  All  ' 
this  has  led  to  confusion  and  chaotic  thinking.  The  resultant  pressures  have  brought 
about  the  illusion  of  the  welfare  state.  And  it  is  a dangerous  illusion.  In  this  time  of  > 
great  public  concern  over  the  issues  which  beset  us,  it  is  my  hope  and  prayer  that  we  will  i 
all  re-examine  our  consciences,  face  these  problems  fearlessly  and  courageously,  and  stand  >.| 
up  and  be  counted. 

American  medicine  is  spearheading  the  fight  against  those  who  would  lead  us  into  I 
socialism  and  the  welfare  state.  We  all  have  a great  task  to  further,  jointly,  our  efforts  i 
to  maintain  a free  America.  We  are  on  the  threshold  of  the  greatest  progress,  perhaps 
in  all  history,  in  the  relief  of  human  suffering  and  the  prolongation  of  human  life.  The 
wonder  drugs,  the  developments  in  the  fields  of  hormone  and  steroid  therapy,  modern 
surgical  miracles,  all  presage  a great  era  of  sound  health  for  our  people.  The  hidden  work- 
ings of  the  human  mind  are  being  revealed.  And  all  this  has  in  the  past  and  can  in  the 
future  be  effected  only  if  we  maintain  that  spirit  which  flourishes  only  under  our  system 
of  free  and  unfettered  medicine.  American  doctors  accept  their  obligations  to  the  welfare 
of  our  free  society,  and  with  God’s  help  will  continue  to  uphold  those  ideals  which  have 
made  this  nation  the  hope  of  freedom-loving  people  everywhere. 


Detail  of  the  Labyrinthine  Structure 


"The  prophylactic  value  of  Dramamine  was  conclusively  demon- 
strated among  170  passengers  who  volunteered  the  information 
that  they  were  unusually  susceptible  to  motion  sickness.  . . . There  was 
complete  relief  (freedom  from  any  signs  or  symptoms  of  airsickness) 
in  152  cases  or  89.5  per  cent;  . . . 

— Tuttle,  A.  D.:  Special  Breakdown  of 
Case  Histories,  presented  at  the  Airlines 
Medical  Directors  Association  Meeting, 
New  York,  N.  Y.,  Aug.  28,  1949. 

DRAMAMINE®  Brand  of  Dimenhydrinate 

For  the  prevention  or  treatment  of  motion  sickness  caused  by  auto- 
mobiles, streetcars,  ships,  planes,  trains  and  other  vehicles. 

Supplied  in  50  mg.  tablets  and  in  liquid  form. 
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In  a matter  of  minutes . . . 


GRATIFYING  RELIEF 

from  distressing 
urinary  symptoms . . . 


PYRIDIUM  ACTS  FAST.  In  a matter  of  minutes, 
its  safe,  local  analgesic  action  allays  the  distress- 
ing symptoms  which  accompany  cystitis,  pyelo- 
nephritis, prostatitis,  and  urethritis. 

Pyridium  may  be  administered  concomitantly 
with  streptomycin,  penicillin,  the  sulfonamides, 
or  other  specific  therapy  to  provide  a dual  thera- 
peutic approach  embracing  both  symptomatic 
relief  and  corrective  action. 


Pain  and  burning 

decreased  in  93%  of  cases  . . .* 

Urinary  frequency 

relieved  in  85%  of  cases  . . .* 


*As  reported  by  Kirwin,  Lowsley,  and  Menning  in  a study 
of  118  cases  treated  for  symptomatic  relief  with  PYRIDIUM 


PYRIDIUM 

(Brand  of  Phenylazo-diamino-pyridine  HQ) 


Pyridium  is  the  trade-marko 
Nepera  Chemical  Co.,  Inc., 
successor  to  Pyridium  Corpora- 
tion, for  its  brand  of  phenylazo- 
diamino-pyridine  HCl.  Merck 
& Co.,  Inc.  sole  distributor  in 
the  United  States. 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 

RAHWAY,  NEW  JERSEY 

In  Canada:  MERCK  & CO.  Limited— Montrea 
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PRACTICAL  ASPECTS  OF  RESUSCITATION  OF  THE  NEWBORN 

Bernard  E.  Cappe,  M.D.,  and  Irving  M.  P allin,  M.D.,  Brooklyn,  New  York 
( From  the  Department  of  Anesthesia,  Jewish  Hospital ) 


A KNOWLEDGE  of  the  physiology  of  the 
onset  of  respiration  in  the  newborn  would 
be  useful  as  a guide  in  planning  a rational  therapy 
of  asphyxia  neonatorum.  Numerous  theories 
have  been  proposed  to  explain  the  mechanism  of 
the  onset  of  fetal  respiration.  In  1882,  Preyer 
suggested  that  physical  factors  such  as  the  trauma 
of  labor  reflexly  stimulated  the  respiratory  cen- 
ter.1 This,  however,  is  disproved  by  everyday 
obstetric  practice,  since  traumatic  deliveries  lead 
to  an  increased  incidence  of  asphyxia.  The  in- 
itiation of  respiration,  according  to  the  chemical 
theories,  is  caused  by  insufficient  oxygen,  an  ex- 
cess of  carbon  dioxide,  or  a change  in  the  pH  of 
the  blood.2,3  Henderson  strongly  supported  the 
view  that  carbon  dioxide  accumulation  acted  as 
the  stimulus  of  respiration.4,6  Coryllos  believed 
' that  the  pH  of  the  blood  and  more  specifically  the 
carbonic  acid-bicarbonate  ratio  played  a large 
part  in  the  stimulation  of  respiration.6 

Barcroft  suggested  that  various  sensations  tend 
to  initiate  the  onset  of  respiration  and  included 
pain,  a rise  in  blood  pressure,  a flood  of  stimuli 
from  the  skin,  muscles,  and  joints,  and  perhaps 
the  strain  of  the  newborn’s  own  weight.7 

Snyder  and  Rosenfeld  have  advanced  the  the- 
ory that,  from  the  third  or  fourth  month  of  in- 
trauterine life,  respiratory  movements  are  made 
by  the  fetus  which  become  rhythmic  and  coordi- 
nated, and  this  activity  continues  after  birth.8 
However,  these  movements  are  suppressed  by 
either  anoxemia,  acapnia,  or  anesthesia.9 

Davis  and  Potter  concluded  that  postnatal 
breathing  was  related  to  the  intrauterine  respira- 
tory movements,  and  at  birth  air  replaced  amni- 
otic  fluid  as  the  medium  of  exchange.10 

Ahlfeld  has  recorded  the  respiratory  move- 
ments graphically  from  the  surface  of  the  mother’s 
abdomen.11  Carbon  particles  and  tracer  sub- 
stances introduced  into  the  amniotic  sac  have 
■ shown  the  flow  of  amniotic  fluid  into  the  lungs 
and  gastrointestinal  tract.12-14 

Presented  at  the  145th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo.  Section  on 
- Anesthesiology.  May  3,  1951. 


The  occurrence  of  intrauterine  respiratory 
movements  in  the  latter  half  of  pregnancy  has 
been  amply  demonstrated.  Whether  these 
rhythmic  movements  occur  continuously  in  the 
normal  state  or  whether  they  are  brought  on  by 
the  stimulation  of  the  investigator’s  experiment 
remains  to  be  settled. 

Classification  of  Asphyxia  Neonatorum 

Of  the  various  classifications  of  asphyxia,  the 
one  proposed  by  Flagg  is  probably  the  most 
widely  accepted.16,16  He  has  classified  asphyxia 
neonatorum  into  three  stages.  In  the  first  stage 
or  stage  of  depression,  the  infant’s  breathing  is 
slow  and  irregular,  and  there  is  a tendency  to  cy- 
anosis. In  the  second  stage  or  stage  of  spas- 
ticity, respirations  are  irregular,  gasping,  or  shal- 
low, accompanied  by  a marked  cyanosis  or  pal- 
lor. Reflexes  are  present  but  may  be  sluggish. 
In  the  third  stage  or  stage  of  flaccidity,  respira- 
tions occur  infrequently  or  cannot  be  demon- 
strated at  all.  There  is  a complete  flaccidity  of 
all  musculature.  The  jaw  is  completely  relaxed, 
the  glottic  structures  are  collapsed,  and  the  lar- 
ynx may  be  easily  exposed.  The  apex  beat  may 
or  may  not  be  demonstrable,  and  the  circulation 
is  failing. 

Etiology  of  Asphyxia  Neonatorum 

The  etiology  of  asphyxia  neonatorum  has 
been  summarized  in  Table  I from  a review  by 
Little  andTovell.17 

Personnel  and  Equipment 

At  the  Jewish  Hospital  of  Brooklyn,  stress  has 
been  placed  on  the  importance  of  having  fully 
trained,  Board-eligible  anesthesiologists  on  the  ob- 
stetric pavilion.  In  February,  1948,  one  team  of 
medical  anesthetists  was  assigned  to  obstetrics, 
following  which  this  staff  has  been  gradually  in- 
creased to  two  full  teams.  During  the  past  year 
and  a half  two  anesthesiologists  have  been  in  full 
attendance  at  all  times,  so  that  every  anesthesia 
has  been  administered  by  a medical  anesthetist, 
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TABLE  I.— Etiology  op  Increased  Incidence  of  Asphyxia 
Neonatorum17 


Maternal  Causes 

Diseases  of  circulatory  system,  pulmonary  system,  and 
genitourinary  and  gastrointestinal  tracts 
Infections 
Anemia 

Metabolic  diseases,  e.g.,  diabetes,  thyrotoxicosis 
Deficiency  diseases 
Toxemia  of  pregnancy 
Age  of  mother  over  40  years 
Primipara 
Uterine 
Tetany 

Contraction  ring 
Hemorrhage 

Fetal  Causes 
Prematurity  or  immaturity 
Fetal  disease  or  congenital  debility 

Congenital  anomalies,  e.g.,  defects  of  respiratory  or  circula- 
tory system 
Diaphragmatic  hernia 

Congenital  diseases,  e.g.,  syphilis,  erythroblastosis 
Presentation  and  position  (breech,  transverse,  or  occiput 
posterior) 

Placental 

Gross  infarction 
Low  insertion 
Placenta  previa 
Premature  separation 
Cord 

Prolapse,  shortness 
Kinking  or  knotting 
Compression  or  torsion 
Rupture  of  velamentous  insertion 

Obstetric  Causes 
Use  of  pituitrin  or  quinine 
Prolonged  and  difficult  labor 

Delivery  by  version  and  extraction,  breech  extraction,  mid 
forceps,  or  cesarean  section 

Analgesia  and  Anesthesia  Causes 
Morphine,  demerol,  paraldehyde,  barbiturates 
General  anesthesia 

Regional  anesthesia  when  complicated  by  drop  in  maternal 
blood  pressure  due  to  sympathetic  paralysis  or  toxic  re- 
action to  the  drug 


Each  anesthesiologist  has  received  special  train- 
ing in  methods  of  resuscitation.  Each  delivery 
room  is  set  up  with  complete  resuscitative  equip- 
ment which  is  constantly  checked  so  that  at  all 
times  it  is  in  fine  working  order.  Stress  is  placed 
on  preparedness  as  the  keynote  of  all  resuscitative 
technic. 

Resuscitation  equipment  includes: 

1.  Suction  Catheters. — The  usual  pharyngeal 
suction  catheter  with  mucus  trap  has  been  modi- 
fied in  the  following  way:  An  ordinary  number 
14  French  rubber  catheter  is  used,  of  which  1 inch 
of  the  distal  tip  is  cut  off  and  the  new  end  is  in- 
serted in  a flame  for  three  or  four  seconds.  The 
scorched  end  is  brushed  vigorously  with  ether. 
This  imparts  a spongy  consistency  to  the  suction 
tip  which  is  nontraumatic.  An  extra  hole  is  cut 
in  the  catheter  l/\  inch  from  the  tip.  A 5-inch 
length  of  intravenous  tubing  is  slipped  over  the 
catheter  up  to  the  mucus  trap  to  prevent  kinking 
of  the  catheter  when  it  is  autoclaved  (Fig.  1). 

2.  Plastic  Type  Oropharyngeal  Airway. — This 
type  has  the  advantage  that  it  is  nontraumatic 
and  easily  cleaned. 

8.  Mechanical  Suction  Apparatus. — Usually 
it  is  an  attachment  of  the  resuscitator. 


4-  Council- Approved  Infant  Resuscitator. — 
The  two  types  of  resuscitators  are  the  intermit- 
tent positive  pressure  type  (Kreiselman)  or  the 
alternating  positive  and  negative  pressure  type 
(Emerson  or  E.  & J.).  The  upper  limit  of  posi- 
tive pressure  recommended  with  the  intermittent 
pressure  resuscitator  is  12  mm.  Hg.  The  alter- 
nating pressure  resuscitators  automatically  give  a 
negative  pressure  of  9 mm.  Hg  and  a positive 
pressure  of  13  mm.  Hg  with  the  E.  & J.  and  14 
mm.  Hg  with  the  Emerson  apparatus. 

5.  Infant  Endotracheal  Set. — This  consists  of 
an  infant  laryngoscope,  Portex  endotracheal 
tubes  sizes  0 and  1,  suction  catheters  made  of 
polyethylene  tubing  or  a number  8 French  cathe- 
ter, a universal  adapter,  and  a stylet  for  the  endo- 
tracheal tubes. 

6.  Crib. — The  usual  metal  crib  heated  by 
electric  bulbs  has  been  altered.  The  metal  slab 
and  mattress  which  usually  lie  in  the  depth  of  the 
crib  have  been  raised  closer  to  the  top  of  the  crib. 
The  metal  slab  has  been  bent  so  as  to  provide 
Trendelenburg  position  for  the  infant’s  body  and 
an  increased  angle  of  Trendelenburg  for  the  ba- 
by’s head  to  accommodate  for  its  caput  and  to  al- 
low for  a head-low  position.  The  metal  slab 
has  a hook  at  its  head  end  so  that  it  may  be 
raised  higher  and  hooked  to  the  upper  edge  of  the 
crib.  This  provides  the  proper  position  of  the 
head  and  body  for  those  cases  requiring  intuba- 
tion. Attached  to  the  crib  is  a plastic  oxygen 
hood  by  means  of  which  oxygen  may  be  given 
from  a central  source  or  from  a large  tank  of  oxy- 
gen with  the  flowmeter  set  at  6 L.  per  minute 
(Figs.  2 and  3).  Frequent  analysis  revealed  a 
concentration  of  80  to  90  per  cent  oxygen  under 
the  midpoint  of  the  hood.  It  is  felt  that  this 
flow  will  prevent  carbon  dioxide  and  thermal  ac- 
cumulation. 

Treatment 

Preventive  treatment  includes  careful  prenatal 
care  of  the  mother  and  careful  management  of 
the  labor  period.  The  fetal  heart  is  checked  fre- 
quently, and  bradycardia  or  arrythmia  is  an  indi-* 1 2 


August  1,  1951] 


RESUSCITATION  OF  THE  NEWBORN 


1799 


Fig.  3.  The  crib — position  for  intubation. 

cation  for  the  administration  of  oxygen  by  mask 
to  the  mother  at  a rate  of  flow  of  8 L.  per  minute. 

The  selection  and  dosage  of  analgesic  drugs  and 
anesthetic  agents  is  cautiously  made  to  avoid  ov- 
erdosage and  the  consequence  of  fetal  depression. 
In  cases  of  prematurity  no  analgesic  drugs  are 
recommended,  and  labor  and  delivery  are  man- 
aged under  the  influence  of  conduction  anesthe- 
sia.18 The  infant  will  derive  the  benefit  of  an  ex- 
tra 60  to  90  cc.  of  blood  if  the  cord  is  clamped  af- 
ter it  has  ceased  pulsating  and  the  uterus  has 
contracted.19 

A routine  has  been  established  for  the  manage- 
ment of  the  newborn  period.  The  mouth,  naso- 
pharynx, and  nares  are  suctioned  as  soon  as  pos- 
sible. The  baby  is  kept  in  a head-down  position. 
However,  if  intracranial  hemorrhage  is  sus- 
pected, as  manifested  by  a weak,  high-pitched 
cry,  the  infant  is  placed  in  a flat  position.  Body 
warmth  is  maintained  by  wrapping  in  warm 
blankets.  Warmth  is  important  to  the  prema- 
ture and  to  the  infant  who  has  had  a period  of  dis- 
tress, because  the  heat  regulating  center  may  not 
be  completely  developed  in  the  premature  or  may 
have  been  damaged  in  the  distressed  baby.  The 
newborn  is  gently  handled,  since  traumatic  manip- 
ulations and  procedures  may  produce  shock. 

If  the  infant  shows  signs  of  obstructive  breath- 
ing, the  nasopharynx  is  suctioned  again.  If  the 
obstruction  is  below  the  glottis,  the  larynx  is  in- 
tubated under  direct  vision,  using  the  infant  la- 


ryngoscope and  a plastic  endotracheal  tube  num- 
ber 0 or  number  1.  Suction  is  applied  through 
the  endotracheal  tube  using  the  number  8 French 
catheter  or  the  polyethylene  tubing.  Infre- 
quently bronchoscopic  suction  is  required  to  re- 
lieve obstruction  below  the  trachea.  On  rare 
occasions  it  is  necessary  to  relieve  obstruction 
from  without  the  respiratory  tract  due  to  an  en- 
larged thyroid  or  thymus  gland.  An  endotrach- 
eal tube  temporarily  relieves  the  obstruction. 
When  the  tracheotomy  is  performed,  the  endo- 
tracheal tube  is  withdrawn  as  the  tracheotomy 
cannula  is  inserted.  Spontaneous  pneumothorax 
occurs  infrequently  which  can  be  easily  treated 
by  the  insertion  of  an  18-gauge  needle  into  the 
affected  pleural  cavity  and  aspiration  of  the  gase- 
ous contents. 

In  the  infant  who  exhibits  no  respiratory  move- 
ments the  oropharyngeal  airway  is  inserted  and 
oxygen  is  given  by  intermittent  or  alternating 
pressure  resuscitator.  It  is  believed  that  if  the 
pressure  within  the  respiratory  tract  is  gradually 
increased,  no  damage  will  be  inflicted  on  the  deli- 
cate pulmonary  tissue.  In  our  experience  in- 
fants have  been  exposed  to  the  pressures  of  the 
resuscitators  for  many  hours  and  have  made  un- 
eventful recoveries.  One  infant  who  finally 
died  after  receiving  alternating  pressure  for  six 
hours  showed  no  evidence  of  pulmonary  damage 
on  gross  or  microscopic  examination. 

The  face  mask  is  at  first  loosely  applied,  and 
the  pressure  of  contact  with  the  face  is  gradually 
increased.  An  attempt  is  made  to  approximate 
the  normal  respiratory  rate  of  40  per  minute.20 
If  this  procedure  produces  no  movement  of  the 
chest  or  diaphragm  and  if  the  child  remains  flac- 
cid , it  is  intubated  and  given  oxygen  by  intermit- 
tent or  alternating  pressure.  The  endotracheal 
tube  is  connected  directly  to  the  resuscitator  by 
means  of  a universal  adapter. 

Delivery  of  oxygen  by  resuscitator  is  continued 
for  a few  minutes  at  a time;  then  a pause  is  al- 
lowed for  a few  moments  to  try  to  detect  signs  of 
spontaneous  respiration.  When  spontaneous  res- 
piration is  established,  oxygen  is  given  by  inhala- 
tion via  the  mask  of  the  resuscitator  or  the  plastic 
hood.  The  infant  is  extubated  or  the  airway  re- 
moved when  reflex  activity  recurs.  The  child  is 
stimulated  to  cry  in  order  to  help  it  completely 
expand  its  lungs.21  Stimulation  may  be  made  by 
slapping  the  soles  of  the  feet  or  rubbing  the  skin 
over  the  vertebral  spinous  processes. 

Analeptics  have  not  been  used  because  they 
stimulate  the  medullary  centers  as  part  of  a gen- 
eralized cerebral  stimulation.  They  increase 
metabolic  rate  and  therefore  increase  tissue  oxy- 
gen requirements.  With  most  of  these  drugs 
there  is  a short  stimulant  phase  which  is  followed 
by  a more  severe  depressive  stage.22,23 
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To  prevent  regurgitation  and  aspiration  of 
stomach  contents,  gastric  suction  as  recom- 
mended by  Gellis  et  al.  is  performed  on  all  babies 
born  by  cesarean  section  or  to  diabetic  mothers.24 
We  have  also  suctioned  the  stomachs  of  prema- 
tures and  newborns  who  have  had  a period  of  dis- 
tress, since  these  infants  usually  have  large 
amounts  of  fluid  in  their  stomachs  which  they 
may  regurgitate  and  aspirate  during  the  first 
few  hours  of  life. 

After-care  of  the  resuscitated  baby  consists  of 
close  observation  of  respiration,  color,  and  ac- 
tivity. The  nasopharynx  is  suctioned  frequently. 
Every  half  hour  the  infant  is  turned  from  one  side 
to  the  other  and  stimulated  to  cry.  Infants  who 
have  been  difficult  to  resuscitate  and  prematures 
are  placed  in  an  incubator  where  they  may  have 
the  advantage  of  increased  concentrations  of  oxy- 
gen as  well  as  controlled  temperature  and  humid- 
ity. 

During  the  past  three  and  one-half  years,  there 
were  16,766  deliveries  with  a stillbirth  rate  of  17.3 
per  1,000  live  births.  The  neonatal  mortality 
which  included  only  the  deaths  occurring  during 
the  infants’  stay  in  hospital  was  13.8  per  1,000 
five  births.  These  statistics  compare  favorably 
with  the  lowest  figures  which  have  been  published 
and  are  about  half  of  the  national  stillbirth  and 
neonatal  mortality  rate. 

Summary 

The  theories  regarding  initiation  of  respiration 
in  the  newborn,  Flagg’s  classification  of  asphyxia 
neonatorum,  and  a table  of  the  etiologic  factors 
have  been  presented.  Our  modification  of  the 
suction  catheter  and  crib  has  been  demonstrated. 
Emphasis  has  been  placed  on  the  importance  of 
having  available  well-trained  personnel  and  suit- 
able equipment.  A plan  of  therapy  has  been  out- 
lined, and  the  results  obtained  have  been  in- 
cluded. 
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Discussion 

E.  R.  Duggan,  M.D.,  Rochester. — The  Jewish 
Hospital  of  Brooklyn  is  to  be  congratulated  on  its 
far-sighted  policy  of  pioneering  full  time  Board- 
qualified  anesthetists  on  its  obstetric  division. 
This  is  at  present  beyond  the  means  of  most  present- 
day  hospitals,  but  is  a step  that  I predict  will  be 
taken  by  all. 

The  authors’  use  of  conduction  analgesia  for  pre- 
mature infants  has  reduced  the  mortality  in  these 
cases  to  a figure  that  is  far  beyond  the  laws  of 
chance.  They  cautiously  warn  us  about  the  value 
of  minimal  analgesic  drugs,  gentle  handling  of  the 
baby  to  minimize  shock,  and  another  factor  that  is 
often  neglected — keeping  the  baby  warm.  Close 
following  of  their  methods  would  lead  to  a consider- 
able reduction  in  the  loss  of  premature  newborns. 

The  use  of  analeptic  drugs  which  was  so  prevalent 
ten  to  fifteen  years  ago  probably  produced  more 
harm  than  good.  It  merely  increased  the  fetal 
medullary  oxygen  requirements  in  cases  where 
oxygen  want  was  the  prime  requisite.  To  me  it 
would  seem  unwise  to  use  the  drugs  and  direct  one’s 
attention  to  increasing  the  available  oxygen  supply. 
These  drugs  we  found,  to  our  bitter  experience, 
produce  temporary  improvement  of  the  fetal  con- 
dition followed  by  depression  that  ultimately  results 
in  the  baby’s  death. 

The  cesarean  section  infant  offers  a problem  that 
is  sometimes  neglected.  The  stomach  often  con- 
tains large  quantities  of  mucus  and  amniotic  fluid 
which  may  be  vomited  by  the  infant  and  aspirated 
into  the  air  passages.  It  would  seem  wise  in  all 
these  cases  to  aspirate  the  stomach.  Also  I would 
mention  that  positive  pressure  of  any  type  may 
greatly  distend  the  stomach  and  render  respirations 
difficult  if  not  impossible. 

We  are  at  present  using  an  airlock  respirator,  and, 
while  at  this  time  I do  not  feel  qualified  to  say  that 
an  infant  whose  trachea  is  partially  plugged  with 
mucus  will  always  respond,  it  seems  that  in  some 
cases  the  sudden  rapid  decrease  in  atmospheric 
pressure  within  the  respirator  has  cleared  the  air 
passages  of  mucous  content. 
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CARDIAC  arrest  is  perhaps  the  most  dra- 
matic and  urgent  emergency  to  confront  the 
surgeon  and  anesthetist  in  the  operating  room. 
Since  time  is  precious,  the  operating  team  must 
act  quickly  in  making  the  diagnosis  of  this  catas- 
trophe and  in  administering  necessary  therapy 
according  to  a precise  plan  prepared  previously. 

Weinberger,  Gibbon,  and  Gibbon  have  shown 
in  cats  that  arrest  of  the  cerebral  circulation  for 
three  minutes  and  ten  seconds  or  less  was  toler- 
ated without  any  obvious  neurologic  disturb- 
ances.1 The  degree  of  nervous  tissue  damage 
which  occurred  with  arrest  of  the  circulation  for 
longer  periods  of  time  became  progressively 
worse.  When  the  circulation  was  interrupted 
for  eight  minutes  and  forty-five  seconds  or  longer, 
life  could  not  be  restored  for  more  than  a few 
hours.  The  clinical  experiences  of  Bailey,  Dripps 
et  al.  and  Howkins  et  al.  are  analogous.2-4 

The  recent  report  of  Fauteux  indicates  that 
the  arrested  heart  can  be  reactivated  by  direct 
massage.6  The  revival  of  human  hearts  within  a 
short  time  after  death  had  previously  been  ac- 
complished in  the  laboratory  by  Kountz.6  De- 
spite these  experiences,  relatively  few  successful 
clinical  instances  of  complete  recovery  from 
arrest  or  ventricular  fibrillation  are  documented  in 
the  literature.  These  probably  represent  less 
than  10  per  cent  of  all  such  cases. 

Etiology 

Often  it  is  difficult  to  ascertain  the  precise 
etiologic  factor  or  factors  producing  cardiac  arrest 
during  anesthesia  and  operation.  However, 
analysis  of  the  reported  cases  usually  reveals  one 
or  more  of  the  following  circumstances  implicated 
prior  to  cessation  of  cardiac  action. 

1.  Predisposing  factors:  (a)  cardiocircula- 

tory — delivery  of  inadequate  volume  of  oxygen- 
ated blood  to  the  heart  and  brain  and  ventricular 
arrhythmias;  ( b ) interference  with  oxygen  trans- 
port— obstruction  in  the  airway,  interference 
with  oxygen  uptake  by  the  blood  in  the  lungs, 
and  inadequate  oxygen  transport  by  the  blood; 
(c)  heightened  reflex  activity — surgical  manipula- 
tions and  vagovagal  reflex.7 

2.  Precipitating  factors:  (a)  overdose  of  any 
anesthetic  agent  and  ( b ) acute  anoxia  from  any 
cause. 
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Diagnosis  and  Treatment 

Successful  resuscitation  of  the  arrested  heart 
can  be  accomplished  by  adequate  oxygenation  of 
the  blood  and  the  immediate  circulation  of  oxy- 
genated blood  to  the  brain  and  heart.  There- 
fore, effective  artificial  respiration  with  oxygen 
and  immediate  cardiac  massage  are  the  critical 
requirements  of  effective  therapy.  Time  must 
not  be  wasted  in  elaborate  efforts  to  establish  the 
diagnosis.  The  anesthesiologist  must  constantly 
maintain  an  alert  watch  over  the  circulatory 
efficiency  of  the  patient.  The  moment  the  pulse 
or  blood  pressure  is  not  obtainable  the  surgeon 
should  be  notified.  The  surgeon  then  palpates 
or  inspects  a vessel  in  the  operative  field.  If  the 
chest  is  open,  the  heart  can  be  observed  or  pal- 
pated directly.  Auscultation  with  a stethoscope 
is  usually  a waste  of  valuable  time.  Even  elec- 
trocardiographic observations  may  not  offer  con- 
clusive proof  of  cessation  of  the  heart  beat.  Ne- 
govski  has  shown  that  the  heart  can  produce 
electrical  activity  after  it  has  stopped  beating.8 

If  there  is  doubt  as  to  the  integrity  of  the  cir- 
culation, it  is  safer  to  proceed  as  though  cardiac 
arrest  were  definitely  diagnosed.  In  a doubtful 
case  it  is  better  to  open  the  chest  as  a means  of 
diagnosis  and  occasionally  find  the  heart  still 
beating  than  to  wait  until  irreparable  damage  has 
occurred. 

The  administration  of  anesthesia  is  stopped 
upon  the  diagnosis  of  cardiac  arrest.  The 
anesthetist  promptly  institutes  artificial  respira- 
tion with  100  per  cent  oxygen  by  squeezing  the 
breathing  bag  in  a closed  carbon  dioxide  absorp- 
tion circuit  via  a patent  airway.  Endotracheal 
intubation  can  be  performed  at  the  earliest  con- 
venient time  once  artificial  respiration  has  been 
established.  Excessive  intrapulmonary  pres- 
sures must  be  avoided  to  prevent  circulatory 
depression. 

Once  the  decision  has  been  made,  the  chest  is 
opened  as  rapidly  as  possible  through  the  fourth 
or  fifth  left  interspace.  Skin  preparation  and 
aseptic  technic  are  omitted  if  not  instantly  avail- 
able. There  is  no  risk  of  empyema  in  a dead 
patient.  It  is  not  necessary  to  open  the  peri- 
cardium, and  one  should  begin  cardiac  massage 
at  once.  The  heart  is  palmed  and  rhythmically 
compressed  with  a milking  action  from  apex  to 
base.  If  the  heart  is  too  big  to  compress  readily 
with  the  fingers  it  is  massaged  by  compressing  it 
against  the  sternum  or  between  both  hands. 
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Even  minimal  cerebral  circulation  will  lengthen 
the  critical  period  of  anoxia  without  residual  dam- 
age, as  shown  many  years  ago  by  Pike,  Guthrie, 
and  Stewart.9 

The  recent  experimental  studies  of  Johnson 
and  Kirby  in  the  direct  measurement  of  aortic 
and  carotid  blood  flow  in  dogs  with  a variety  of 
rates  of  cardiac  massage  suggest  that  the  opti- 
mum rate  of  massage  is  80  to  120  times  per 
minute.10  This  type  of  massage  is  approximately 
one  half  as  efficient  as  the  spontaneous  heart  beat. 
The  rate  of  blood  flow  in  the  carotid  artery  (and 
therefore  cerebral  circulation)  during  cardiac 
massage  was  significantly  increased  by  occlusion 
of  the  thoracic  aorta. 

The  use  of  drugs  in  cardiac  resuscitation  still 
remains  a most  controversial  subject.  In  the 
series  of  cases  currently  reported,  epinephrine 
and  procaine  were  utilized  to  advantage.11,12 

The  drugs  are  injected  into  the  auricle  to  avoid 
the  danger  of  producing  a local  area  of  myocardial 
sensitization.  If  the  heart  is  soft  and  flabby,  0.5 
cc.  of  epinephrine  (1:1,000)  is  administered  to 
increase  the  tone  of  the  heart.  The  epinephrine 
is  diluted  with  100  mg.  of  2 per  cent  procaine 
solution  to  prevent  sudden  ventricular  fibrillation. 
Heparin,  75  mg.  for  an  adult  of  150  to  200  pounds, 
introduced  into  the  right  auricle  appears  to  pre- 
vent sludging  of  blood  in  the  slowed  circulation 
and  has  been  used  in  the  more  recent  cases. 

In  the  presence  of  ventricular  fibrillation  intra- 
cardiac procaine  and  massage  may  be  tried  if 
electric  defibrillators  are  not  available.  Lampson 
et  al.  recently  described  a case  of  ventricular 
fibrillation  in  which  recovery  was  accomplished 
by  the  use  of  massage  and  intravenous  procaine.13 

Defibrillation  by  the  electric  shock  method  of 
Beck  and  Wiggers  is  not  attempted  until  the 
anoxia  is  overcome  by  cardiac  massage  and 
ventilation  of  the  lungs  with  100  per  cent  oxygen, 
because  the  heart  usually  will  not  defibrillate  if 
the  myocardium  is  markedly  cyanotic.14  Two 
padded  silver  or  brass  electrodes,  25  sq.  cm.  in 
size,  are  moistened  in  sterile  isotonic  solution  of 
sodium  chloride  and  applied  to  the  anterior  and 
posterior  surfaces  of  the  heart.  An  electrical 
current  of  1.0  to  1.5  amperes  through  a 00-cycle 
alternating  current  is  applied  for  0.1  to  0.5  sec- 
onds. The  heart  muscle  is  contracted  and 
brought  to  a standstill.  Then  a normal  rhythm 
may  be  renewed.  The  shock  may  have  to  be  re- 
peated after  periods  of  massage  until  normal 
rhythm  is  established. 

Beck  et  al.  reported  the  first  successful  case  in 
man  of  defibrillation  by  electric  shock  and  pro- 
caine administered  into  the  right  auricle.16 
There  was  complete  recovery  after  prolonged 
ventricular  fibrillation. 

Intravenous  fluid  therapy  or  whole  blood 


transfusion  is  beneficial.  The  rate  of  adminis- 
tration of  fluid  to  maintain  the  circulating  blood 
volume  may  be  governed  by  the  surgeon  on  the 
basis  of  the  filling  of  the  right  heart.  An  intra- 
arterial transfusion  may  be  started  to  help  main- 
tain arterial  pressure  if  cardiac  contractions  are 
not  immediately  restored. 

Cardiac  contractions  may  return  only  after 
several  minutes  of  massage.  Touroff  and  Adel- 
man  reported  a case  of  resuscitation  after  forty 
minutes  of  cardiac  arrest.16  If  there  is  no  dis- 
cernible blood  pressure  and  the  peripheral  cir- 
culation appears  stagnant  despite  massage  or 
medication,  there  can  be  little  hope  for  resuscita- 
tion after  twenty  to  thirty  minutes.  On  the 
other  hand,  the  return  of  cardiac  activity  does 
not  necessarily  mean  that  cardiac  automaticity  is 
completely  and  permanently  restored.  The 
heart  is  observed  for  twenty  to  thirty  minutes  and 
is  assisted  when  necessary.  One  cannot  predict 
which  heart  will  continue  to  beat  without  incident 
or  which  will  have  a sudden  subsequent  arrest 
within  the  next  twelve  hours. 

Pathology 

The  structural  changes  observed  after  cardiac 
arrest  depend  upon  the  length  of  survival  of  the 
organism  after  the  acute  deprivation  of  blood 
supply  to  the  central  nervous  system.  If  death 
occurs  immediately,  no  pathologic  lesions  are 
seen.  If  death  is  deferred  for  some  time,  varying 
degrees  of  alterations  characteristic  of  anoxia  can 
be  demonstrated.4  These  require  no  further 
comment. 

Case  Reports 

Case  1. — M.  A.  C.  was  a forty-three-year-old, 
well-developed  and  well-nourished  white  female 
who  was  brought  to  the  operating  room  for  a right 
thoracolumbar  sympathectomy  on  February  7, 
1947,  seventeen  days  following  an  uneventful  left 
thoracolumbar  sympathectomy  during  ether  anes- 
thesia for  moderately  severe  hypertensive  cardio- 
vascular disease.  Physical  examination  revealed 
hypertension  (200/145),  emphysema,  enlarged  heart, 
and  an  enlarged  and  slightly  tender  liver.  Blood 
studies  were  essentially  normal.  The  patient  had 
been  receiving  digitalis  for  three  weeks.  The  elec- 
trocardiographic changes  were  interpreted  as  those 
associated  with  myocardial  damage. 

She  was  pre medicated  with  morphine  12  mg.  and 
scopolamine  hydrobromide  0.5  mg.  by  subcutaneous 
injection  one  hour  and  twenty  minutes  before  anes- 
thesia was  started.  Anesthesia  was  induced  at 
7:50  a.m.  with  2.5  per  cent  Sodium  Pentothal,  and 
this  was  supplemented  with  intratracheal  nitrous 
oxide  and  oxygen  with  the  to-and-fro  absorption 
technic.  The  operation  began  at  8:30  a.m.  The 
rami  of  the  sympathetic  chain  connecting  the  first 
and  second  lumbar  vertebrae  were  divided  and 
secured  with  silver  clips  at  9: 14  a.m.  At  this  point 
the  blood  pressure  was  unobtainable,  and  cardiac 
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arrest  was  diagnosed.  The  pleura  was  immediately 
opened,  and  direct  cardiac  massage  was  begun. 
At  the  same  time  neosynephrine  0.3  mg.  was  injected 
into  the  tubing  of  the  intravenous  drip  and  neo- 
synephrine 0.3  mg.  was  injected  intramuscularly  at 
9:15  a.m.  Epinephrine  0.5  mg.  was  also  injected 
into  the  intravenous  drip.  Within  approximately 
three  minutes  the  heart  resumed  its  contractions 
and  then  a minute  later  was  beating  forcibly.  The 
blood  pressure  returned  at  9:20  a.m.  with  a systolic 
pressure  of  300  mm.  Hg.  The  operation  then  pro- 
ceeded uneventfully. 

She  made  an  uneventful  recovery  and  was  dis- 
charged to  her  home  on  the  twenty-second  day  after 
operation.  There  were  no  complications  as  a result 
of  her  brief  episode  of  cardiac  arrest  during  operation. 

Comment:  The  cardiac  arrest  in  this  case  may  have 
been  associated  with  a reflex  response  to  cutting  of 
the  sympathetic  nerves.  Immediate  resuscitative 
measures  were  instituted,  and  the  patient  had  a 
complete  recovery. 

Case  2. — M.  M.  was  a thirteen-year-old,  grossly 
underdeveloped  but  well-nourished  white  female 
who  had  a coarctation  of  the  aorta. 

On  October  18,  1947,  the  patient  was  brought  to 
the  operating  room,  and  during  endotracheal  ether- 
oxygen  anesthesia  the  aorta  was  freed  from  the 
esophagus  to  a point  about  3 cm.  below  the  coarcta- 
tion. At  this  point,  after  three  hours  of  anesthesia, 
it  was  noted  that  the  heart,  which  had  shown 
occasional  extrasystoles,  suddenly  became  remark- 
ably slow,  grossly  irregular,  and  then  suddenly 
stopped  beating.  Traction  on  the  aorta  was  im- 
mediately stopped,  and  cardiac  massage  was  begun. 
One  cubic  centimeter  of  epinephrine  1:1,000  was 
injected  into  the  left  ventricle.  Within  thirty  sec- 
onds cardiac  contractions  reappeared,  and  within 
two  minutes  they  were  regular  and  forceful.  It  was 
decided  that  it  would  be  unwise  to  proceed  with  the 
operation.  Since  the  major  collateral  vessels  to  the 
lower  aortic  segment  had  not  been  divided,  the 
operation  could  be  completed  at  a later  date.  The 
chest  was  closed,  and  the  patient  was  returned  to  the 
ward. 

The  patient  did  very  well  post  operat  ively.  She 
was  returned  to  the  operating  room  on  November 
16,  1947,  and  during  endotracheal  ether-oxygen 
anesthesia,  using  a to-and-fro  system,  following  an 
induction  with  nitrous  oxide,  oxygen,  and  cyclopro- 
pane, the  coarctation  of  the  aorta  was  excised 
and  the  aorta  reanastomosed.  This  was  accom- 
plished withminimal  tension.  When  the  anastomosis 
had  been  completed,  the  patient  was  placed  in  a 
high  Trendelenburg  position,  and  the  distal  aortic 
clamp  was  removed  with  minimal  bleeding.  A total 
of  1,300  cc.  of  blood  were  pumped  rapidly  into  the 
left  great  saphenous  vein  during  the  next  ten 
minutes.  During  this  time,  the  proximal  clamp  was 
slowly  loosened.  For  a period  of  approximately 
four  minutes,  during  which  the  proximal  clamp  was 
progressively  released,  the  heart  action  remained 
satisfactory,  and  pulsations  through  the  anasto- 
mosed aorta  were  good.  The  blood  pressure  during 
this  period,  however,  rapidly  fell  from  130/110  to  an 
unobtainable  level.  The  proximal  clamp  was 


therefore  replaced,  but  the  heart  soon  began  to  fail. 
In  spite  of  three  successive  intraventricular  doses  of 
1 cc.  of  epinephrine  1:1,000  and  cardiac  massage, 
progressive  and  rapid  cardiac  failure  ensued,  with 
only  transitory  response  to  stimulation.  Ultimately 
the  heart  became  dilated  and  no  contractions  could 
be  elicited,  and  after  approximately  twenty  to  thirty 
minutes  of  cardiac  massage,  the  patient  was  pro- 
nounced dead. 

Autopsy  revealed  hypertrophy  of  the  myocardium, 
congestion  of  the  viscera,  mild  chronic  passive  con- 
gestion of  the  lungs,  and  pulmonary  edema. 

Comment:  The  episode  of  cardiac  arrest  during 
the  first  operation  was  associated  with  traction  on 
the  aorta,  and  this  was  quickly  remedied  by  imme 
diate  cardiac  massage.  During  the  second  opera- 
tion there  was  a sudden  alteration  in  the  hemodyna- 
mics of  the  circulation  occasioned  by  removing  the 
proximal  aortic  clamp.  The  extremely  rapid  intra- 
venous transfusion  in  a patient  with  a failing  heart 
may  well  have  been  the  coup  de  grace. 

Case  3. — E.  D.  was  a fifty-five-year-old  white 
male  who  was  admitted  to  surgery  with  a diagnosis 
of  bronchiogenic  carcinoma  of  the  right  lung. 

He  was  brought  to  the  operating  room  for  a right 
pneumonectomy  on  January  26,  1948.  He  was  pre- 
medicated with  morphine  sulfate  0.009  Gm.  and 
scopolamine  0.00045  Gm.  subcutaneously  at  7:00 
a.m.  Anesthesia  was  induced  with  0.120  Gm.  of  2.0 
per  cent  Sodium  Pentothal  intravenously  at  8:15 
a.m.  Nitrous  oxide  and  oxygen  via  a semiclosed 
absorption  circuit  were  started,  and  ether  was  added 
gradually.  Endotracheal  intubation  with  a cuffed 
tube  was  accomplished  with  ease  at  8:35  a.m.,  and 
the  cuff  was  inflated.  Maintenance  of  anesthesia 
was  then  accomplished  with  ether  and  oxygen  via  a 
to-and-fro  absorption  system.  The  operation 
started  at  8:45  a.m.  with  the  patient  in  the  left 
lateral  position.  The  pulmonary  vessels  were  li- 
gated, and  the  patient’s  condition  was  good.  The 
blood  pressure  was  150/100,  and  the  pulse  was  120 
to  130  per  minute.  The  lung,  which  had  remained 
voluminous  throughout,  was  then  turned  forward  to 
expose  the  bronchus  and  the  right  vagus  nerve. 
Just  as  procaine  was  about  to  be  injected  around 
the  hilus,  the  patient’s  blood  pressure  suddenly  was 
unobtainable  at  11:20  a.m.,  and  the  heart  went  into 
standstill  in  diastole.  The  heart  appeared  full  and 
flabby.  Artificial  respiration  was  started  with  100 
per  cent  oxygen  by  manual  compression  of  the 
breathing  bag,  and  the  heart  was  massaged  manu- 
ally through  the  pericardium.  Five  cubic  centi- 
meters of  2 per  cent  procaine  were  injected  into 
the  right  ventricle,  and  this  was  followed  by  1 cc. 
of  epinephrine  1:1,000.  The  pericardium  was  then 
opened,  and  the  heart  was  massaged  directly.  Fin- 
ally a few  fibrillary  twitchings  of  the  left  ventricle 
could  be  felt.  Another  1 cc.  of  epinephrine  1:1,000 
was  injected  into  the  right  ventricle,  and  massage 
was  continued.  Finally  the  heart  began  beating,  at 
first  occasionally,  then  in  runs  of  two  or  three,  then 
irregularly  and  very  rapidly,  and  finally  it  assumed  a 
definite  rhythm  and  forceful  beat.  The  period  of 
cardiac  standstill  was  approximately  four  minutes. 
The  patient’s  color  and  the  color  of  the  blood  re- 
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mained  good  throughout.  The  pupils  however, 
were  in  mid-dilatation.  The  pneumonectomy  was 
then  completed,  and  the  operation  ended  at  2:00 
p.m.  The  patient  received  1,500  cc.  of  blood  during 
the  operation.  The  patient  remained  in  a state  of 
unconsciousness  and  died  at  11 : 00  p.m.  (eleven  hours 
and  forty  minutes  after  the  episode  of  cardiac 
arrest).  Autopsy  was  not  obtained. 

Comment:  The  episode  of  cardiac  arrest  was 
associated  with  the  forward  turning  of  the  lung  in 
order  to  expose  the  bronchus.  Whether  torsion  of 
the  great  vessels  or  the  activation  of  a circulatory 
reflex  during  unrecognized  anoxia  occurred  could  not 
be  determined. 

Case  4. — H.  M.  was  a thirty-two-year-old  husky 
Negro  who  was  brought  to  the  operating  room  on 
February  24,  1948,  for  a second  stage  thoracolumbar 
sympathectomy  (right  side).  The  patient  had  a 
severe  hypertensive  cardiovascular  disease  with  a 
blood  pressure  of  188/144  to  170/140  (after  resting). 
A left  thoracolumbar  sympathectomy  was  per- 
formed during  intravenous  Sodium  Pentothal  and 
intratracheal  nitrous  oxide  and  oxygen  anesthesia  on 
February  11,  1948. 

The  patient  was  premedicated  with  morphine 
0.009  Gm.  and  scopolamine  0.0004  Gm.  by  hypo- 
dermic injection  at  6:45  a.m.  Topical  anesthesia 
of  the  throat  and  larynx  was  achieved  with  2 per 
cent  Pontocaine.  The  blood  pressure  was  120/90, 
and  the  pulse  was  100  per  minute  prior  to  induction. 
General  anesthesia  was  induced  with  0.500  Gm.  of 
2.5  per  cent  Sodium  Pentothal,  and  40  units  of 
d-tubocurarine  chloride  were  injected  intravenously. 
Endotracheal  intubation  was  carried  out  atrau- 
matically at  7:45  a.m.,  and  the  anesthesia  was  sup- 
plemented with  endotracheal  nitrous  oxide  and 
oxygen  using  a to-and-fro  absorption  system.  The 
patient  was  placed  in  the  left  lateral  position,  and 
the  blood  pressure  gradually  fell  to  80/60  at  8:15 
a.m.  The  operation  began  at  8:20  a.m.,  and  the 
blood  pressure  slowly  returned  to  110  to  120  systolic 
and  90  to  100  diastolic.  Five  minutes  after  the 
thoracic  chain  was  cut  at  the  eighth  thoracic  level, 
the  blood  pressure  was  unobtainable  (9:30  a.m.). 
The  pulse  remained  fairly  strong  and  regular  at  104 
per  minute,  and  the  operation  was  continued.  Just 
as  the  closure  was  started,  the  pulse  could  no  longer 
be  felt  and  no  heart  sounds  could  be  heard  over  the 
precordium.  Cardiac  massage  was  immediately 
instituted.  The  heart  was  in  standstill.  Artificial 
respiration  with  100  per  cent  oxygen  by  manual 
compression  of  the  breathing  bag  was  instituted. 

No  heart  beats  were  obtained  despite  intra-arterial 
transfusion,  intracardiac  epinephrine,  and  intraperi- 
cardial  massage  of  the  heart  for  one  hour.  The 
patient  was  pronounced  dead  at  10 : 30  a.m. 

Comment:  The  cause  of  the  cardiac  arrest  is  prob- 
ably related  to  the  prolonged  period  of  anoxia  during 
the  hypotensive  episode  subsequent  to  the  estab- 
lishment of  Pentothal  anesthesia.  Irreparable  cere- 
bral and  cardiac  damage  probably  resulted. 

Case  5. — J.  T.,  a six-year-old  white  female,  was 
admitted  to  the  hospital  on  February  24, 1948,  with  a 
chronic  complaint  of  cough  and  fever  of  six  months 
duration  following  a tonsillectomy.  Physical  ex- 


amination was  essentially  negative.  It  was  decided 
to  do  a right  upper  lobe  lobectomy  on  April  5,  1948. 
The  laboratory  data  were  essentially  normal. 

The  patient  was  premedicated  with  Seconal  0.06 
Gm.  orally  and  scopolamine  0.0003  Gm.  subcutane- 
ously at  7:45  a.m.  The  blood  pressure  was  120/80. 
Anesthesia  was  started  at  7 : 50  a.m.  with  ethyl  chlo- 
ride and  ether  by  the  open-drop  technic,  and  intuba- 
tion was  carried  out  atraumatically  at  8:08  a.m. 
The  blood  pressure  at  this  time  was  110/70,  and  the 
pulse  was  132  per  minute.  The  endotracheal  tube 
was  not  connected  to  the  anesthesia  machine  for  a 
period  of  ten  to  twelve  minutes,  during  which  time 
the  patient  was  moved  from  the  anesthesia  room  to 
the  operating  room  and  was  positioned  in  the  left 
lateral  position.  The  anesthesia  became  very  light, 
and  the  patient  began  swallowing  and  coughing. 
The  anesthesia  was  then  deepened  with  warm  ether 
vapor  and  oxygen  at  8 : 20  a.m.  , and  no  heart  beat  was 
audible.  Approximately  two  minutes  after  cardiac 
arrest  occurred,  1 cc.  of  1:1,000  epinephrine  was 
injected  into  the  heart  without  effect.  It  was  then 
decided  to  enter  the  left  pleural  cavity  and  use 
direct  cardiac  massage.  The  left  lower  anterior 
chest  was  prepared  with  Merthiolate  and  quickly 
draped,  and  thoracotomy  was  performed  through 
the  fifth  intercostal  space  three  to  ten  minutes 
(exact  time  unknown)  following  cardiac  arrest. 
The  heart  was  limp  and  soft  and  was  not  beating. 
Cardiac  massage  was  started  and  after  about  seven 
to  ten  squeezes  (approximately  ten  seconds)  spon- 
taneous beats  occurred;  the  rate  soon  became  rapid 
and  regular,  and  the  blood  pressure  rose  to  120/70 
within  three  minutes.  Artificial  respiration  was 
accomplished  with  the  aid  of  an  anesthesia  machine 
and  100  per  cent  oxygen.  Adequate  ventilation  was 
carried  out,  and  the  chest  was  closed. 

The  patient  remained  in  an  unconscious  state, 
moved  her  extremities  in  an  athetoid  manner,  was  ) 
opisthotonic,  and  cried  out  incoherently.  She  re- 
mained in  this  state  with  gradual  slow  improvement  , 
for  a period  of  almost  six  weeks.  With  the  passage 
of  time,  she  gradually  began  to  recognize  objects  | 
and  persons  and  after  approximately  six  weeks  was  * 
able  to  start  taking  food  by  mouth  and  could  sit  in 
a wheel  chair.  Physical  therapy  and  speech  therapy  | 
were  instituted,  but  the  patient  developed  vari-  ■ 
cella,  and  it  was  necessary  to  discharge  her  to  her 
home  on  June  25,  1948. 

She  has  now  (January,  1951)  almost  completely  / 
recovered.  Her  memory  for  events  before  her  car-  ■ 
diac  arrest  is  good,  but  there  is  some  difficulty  for  < 
recent  events. 

Comment:  Cardiac  arrest  in  this  case  was  due  to 
an  overdose  of  ether.  The  duration  of  the  arrest  is  |» 
difficult  to  ascertain. 

Case  6. — K.  B.  was  an  eleven-months-old  emaci- 
ated infant  with  a congenital  short  esophagus  and  a 
stricture  at  its  junction  with  the  cardia  of  the 
stomach. 

Gastrostomy  was  performed  for  feeding  purposes, 
and  esophageal  dilatation  was  carried  out.  On 
October  18,  1948,  the  child  was  brought  to  the 
operating  room  for  a cardioplasty.  The  operation 
was  completed  during  endotracheal  ether,  cyclo- 
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propane,  and  oxygen  anesthesia,  using  a to-and-fro 
absorption  system.  The  pulse  had  ranged  between 
160  and  180  per  minute  throughout  the  operation, 
and  the  rectal  temperature  ranged  between  37  and  38 

C. 

Just  as  the  surgeon  was  about  to  start  closing  the 
pleura  after  four  and  one-half  hours  of  anesthesia, 
the  pulse  became  unobtainable,  and  the  heart  sud- 
denly stopped  beating.  The  heart  was  dilated  and 
in  standstill.  Cardiac  massage  was  immediately 
instituted,  and  intracardiac  epinephrine,  intraven- 
ous norepinephrine,  and  artificial  respiration  with 
100  per  cent  oxygen  were  also  instituted  immediately. 
The  heart  resumed  beating  with  ventricular  fibrilla- 
tion, and  under  continuation  of  the  above  therapy 
it  apparently  resumed  normal  rhythm  which  it 
retained  for  a few  minutes  and  then  returned  to 
ventricular  fibrillation  and  cardiac  arrest.  This 
cycle  repeated  itself  three  or  four  times  until  finally 
the  heart  seemed  to  resume  a fairly  strong  rhythmic 
beat.  After  observing  this  for  several  minutes,  the 
surgeon  again  proceeded  with  the  closure.  Just  as 
the  pleura  was  being  sutured,  the  heart  once  again 
stopped  beating,  and  immediate  cardiac  massage 
failed  to  restore  any  heart  beat.  The  child  was  pro- 
nounced dead  on  the  operating  table  at  1 :45  p.m. 

During  the  operation  the  child  received  intra- 
venously normal  saline  125  cc.,  blood  200  cc.,  and 
5 per  cent  dextrose  in  distilled  water  60  cc. 

Comment:  This  case  probably  represents  a death 
due  to  cardiac  failure  as  a result  of  overloading  with 
excessive  fluid  during  the  operation. 

Case  7. — C.  V.  was  a twenty-two-year-old  white 
female  who  was  brought  to  surgery  for  an  explora- 
tory left  temporal  craniotomy  on  November  18, 
1948.  Physical  examination  was  essentially  nega- 
tive. 

Premedication  with  morphine  0.010  Gm.  and 
scopolamine  0.0004  Gm.  was  given  subcutaneously 
at  7:20  a.m.  Oral  endotracheal  intubation  was 
completed  easily  at  7:55  a.m.  following  topical  anes- 
thesia with  2 per  cent  Pontocaine  and  induction 
of  general  anesthesia  with  2.5  per  cent  Sodium 
Pentothal  intravenously.  The  anesthesia  was 
maintained  with  intratracheal  nitrous  oxide  (80 
per  cent)  and  oxygen  (20  per  cent)  using  a semi- 
closed  absorption  circuit.  Local  infiltration  of  the 
scalp  with  1 per  cent  procaine  was  performed  at 
8:50  a.m.  The  operation  began  at  9:10  a.m. 

The  dura  was  exposed,  and  there  did  not  appear 
to  be  any  increase  in  intracranial  pressure.  The 
temporal  lobe  was  needled  through  two  small  nicks 
in  the  dura,  and  no  resistance  could  be  felt.  At 
10:30  a.m.  the  patient’s  respirations  were  occasion- 
ally irregular,  and  0.5  Gm.  of  caffeine  sodium  ben- 
zoate was  administered  intravenously  to  decrease 
the  intracranial  pressure.  A tumor  was  found  in 
the  pole  of  the  temporal  lobe.  Fresh  tissue  examina- 
tion (microscopic)  supported  the  impression  of  as- 
trocytoma. Just  as  the  operator  had  managed  to 
dissect  out  most  of  the  grossly  visible  tumor  at 
11:00  a.m.,  the  pulse  and  blood  pressure  suddenly 
were  unobtainable.  The  blood  pressure  had  pre- 
viously been  stable  at  110/60  with  a pulse  of  80 
per  minute.  The  operation  was  immediately 


stopped.  Artificial  respiration  with  100  per  cent 
oxygen  was  instituted  as  respiratory  activity  also 
ceased.  The  patient’s  head  was  lowered,  blood 
transfusion  was  started  and  1 cc.  of  coramine  was 
administered  intravenously;  1 cc.  of  1:1,000 
epinephrine  was  injected  into  the  heart  to  no  avail. 
At  11:15  a.m.  an  upper  midline  abdominal  incision 
was  made,  the  diaphragm  was  opened,  and  cardiac 
massage  was  instituted.  This  was  maintained  for 
ten  minutes,  and  no  spontaneous  heart  beats  occur- 
red. Electrical  stimulation  of  the  cardiac  muscle, 
intracardiac  injection  of  2 per  cent  procaine,  and 
continued  cardiac  massage  failed  to  make  the  heart 
resume  its  beating.  The  patient  was  pronounced 
dead  at  11 :40  a.m. 

Comment:  Death  in  this  case  was  probably  due 
to  brain  damage  as  a result  of  needling,  increased 
intracranial  pressure,  or  due  to  the  surgical  removal 
of  the  tumor.  Resuscitative  measures  were  in- 
stituted much  too  late  to  be  of  any  value. 

Case  8. — L.  C.  M.  was  a thirty-three-months-old 
white  male  who  ingested  lye  at  the  age  of  eighteen 
months,  and  this  resulted  in  a stenosis  of  the  esoph- 
agus. Gastrostomy  was  performed  for  feeding 
purposes,  and  after  several  months  an  esophago- 
gastrostomy  was  performed  with  resection  of  the 
lower  one  third  of  the  esophagus.  Esophageal 
dilatations  were  performed.  Esophagoscopy  re- 
vealed that  there  was  marked  narrowing  of  the  site 
of  the  esophagogastrostomy.  Lipiodol  studies  sug- 
gested a possibility  of  pylorospasm  which  was 
unsuccessfully  treated  with  synthetic  acetylcholine. 
It  was  decided  to  perform  a gastroenterostomy. 

The  patient  was  well  developed  and  fairly  well 
nourished  but  was  acutely  ill. 

He  was  brought  to  the  operating  room  on  Decem- 
ber 30,  1948.  Premedication  with  Demerol  0.025 
Gm.  and  atropine  0.0002  Gm.  was  given  by  hypo- 
dermic injection  at  7:30  a.m.  At  8:45  a.m.  anes- 
thesia was  induced  with  open  drop  ethyl  chloride, 
and  maintenance  was  achieved  with  open  drop  ether. 
The  pulse  averaged  between  180  and  190  per  minute. 
The  operation  started  at  9:15  a.m.,  and  upon  ab- 
dominal exploration  a diaphragmatic  hernia  was 
discovered.  Endotracheal  intubation  was  done 
atraumatically  at  9:40  a.m.,  and  anesthesia  was 
then  maintained  with  ether-oxygen,  using  a to-and- 
fro  absorption  system.  The  diaphragmatic  hernia 
was  repaired,  and  a posterior  gastroenterostomy  was 
done.  Appendectomy  was  then  performed.  At 
11:30  a.m.  the  patient’s  eyebrows  began  twitching. 
At  this  point  his  temperature  was  105  F.  Ice  bags 
were  applied  and  sponging  with  alcohol  was  in- 
stituted. Just  as  the  surgeon  began  closing  the 
peritoneum  at  11:30  a.m.,  the  pulse  became  imper- 
ceptible, and  a diagnosis  of  cardiac  arrest  was  made. 
Cardiac  massage  was  instituted  within  one  minute 
by  passing  a finger  upward  through  the  enlarged 
esophageal  hiatus.  About  three  more  minutes 
elapsed  before  the  heart  resumed  contractions  which 
were  irregular.  During  the  period  of  cardiac 
massage  1 cc.  of  epinephrine  1:1,000  and  5.0  cc.  of 
1 per  cent  procaine  were  injected  into  the  heart. 
The  irregularity  continued  for  five  minutes  and  then 
reverted  to  regular  rhythm.  Respirations  returned 
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with  the  return  of  heart  beat,  and  they  were  irreg- 
ular and  gasping.  The  operation  was  completed 
at  12:30  p.m.  at  which  time  the  rectal  temperature 
was  102  F. 

The  child  continued  to  be  moribund,  and  his 
breathing  was  Cheyne-Stokes  in  character.  He 
died  on  his  third  postoperative  day. 

Autopsy  revealed  extensive,  acute  encephalo- 
malacia  in  the  cerebrum  and  cerebellum. 

Comment:  This  is  a case  of  too  much  surgery  for  a 
very  sick  child. 

Case  9.  — B.  T.  was  an  eighteen-year-old  well- 
developed  and  well-nourished  white  female  who  was 
admitted  to  surgery  for  thymectomy  because  of 
myasthenia  gravis  with  progressive  weakness  which 
included  both  legs.  She  was  receiving  Prostigmin 
Bromide  0.03  Gm.  every  two  hours  from  7 :00  a.m. 
to  11:00  p.m.  and  at  4:30  a.m.  Occasionally  she 
was  given  atropine  0.0003  Gm.  to  relieve  gastro- 
intestinal symptoms.  She  received  her  usual  dose  of 
Prostigmin  at  7:U0  a.m.  the  morning  of  operation 
but  was  not  given  any  during  operation.  Physical 
examination  was  otherwise  essentially  negative. 

At  operation  on  January  18,  1949,  a thymus 
weighing  18  Gm.  was  removed  during  cyclopropane, 
ether-oxygen  anesthesia  via  a to-and-fro  endo- 
tracheal absorption  system.  The  blood  pressure 
had  remained  constant  at  120/70,  and  the  pulse  was 
approximately  80  per  minute.  At  10:05  a.m.  after 
two  and  one-half  hours  of  anesthesia  the  patient’s 
axillary  temperature  was  102  F.,  and  twitching 
about  the  forehead  and  eyebrows  was  noticed. 
The  patient’s  color  was  good,  and  her  respiratory  ex- 
change seemed  to  be  adequate.  She  had  received 
about  600  cc.  of  normal  saline  and  300  cc.  of  blood 
intravenously  during  the  operation.  Just  as  the 
sternum  was  being  approximated  during  the  closure 
at  10:25  a.m.,  the  pulse  and  blood  pressure  were 
unobtainable.  No  heart  beat  could  be  palpated 
through  the  suprasternal  opening.  The  partially 
closed  wound  was  immediately  opened,  and  cardiac 
massage  with  intracardiac  epinephrine  was  instituted. 
The  procedure  was  carried  out  for  a period  of  fifty 
minutes,  and  following  intracardiac  injection  of 
1:1,000  epinephrine,  a few  heart  beats  were  elic- 
ited, but  no  more  than  30  were  ever  obtained  in  one 
series.  The  heart  finally  failed  to  respond,  and  the 
patient  was  pronounced  dead  at  1 1 :40  a.m. 

Comment:  The  cause  of  cardiac  arrest  in  this 

case  is  not  quite  clear.  The  role  of  myasthenia 
gravis  or  that  of  Prostigmin  has  not  been  evaluated. 

Case  10. — P.  P.  was  a nine-months-old,  fairly  well- 
developed  and  well-nourished  white  male  with  a 
diagnosis  of  congenital  heart  disease,  type  undeter- 
mined. He  was  admitted  to  the  hospital  for  angio- 
cardiography. He  was  brought  to  the  operating 
room  on  April  16,  1949,  with  premedication  of 
sodium  phenobarbital  0.030  Gm.  at  7:40  a.m. 

Anesthesia  was  induced  at  8:45  a.m.  with  open 
drop  ethyl  chloride,  and  the  anesthesia  was  con- 
tinued with  open  drop  ether.  A test  dose  of  1 cc.  of 
70  per  cent  diodrast  in  10  cc.  of  saline  was  injected 
into  the  right  external  jugular  vein  at  9:45  a.m. 
About  ten  minutes  later  the  pulse  suddenly  became 
imperceptible,  and  this  was  followed  in  two  minutes 


by  intermittent  respiratory  gasps.  Mouth- to-mouth 
insufflation  was  started  immediately,  and  massage 
of  the  heart  was  attempted  by  compression  beneath 
the  diaphragm.  He  was  then  taken  quickly  to  the 
Emergency  Ward  Operating  Room  where  endo- 
tracheal intubation  was  carried  out  and  artificial 
respiration  with  100  per  cent  oxygen  was  instituted; 
0.5  cc.  of  epinephrine  1:1,000  was  injected  into  the 
external  jugular  vein. 

Thoracotomy  was  performed  approximately  five  to 
ten  minutes  after  the  occurrence  of  cardiac  arrest. 
Cardiac  massage  was  started,  and  an  intracardiac 
injection  of  0.5  cc.  of  epinephrine  1:1,000  was 
given.  The  heart  immediately  began  beating 
strongly.  The  intratracheal  tube  was  changed  to 
allow  more  adequate  inflation  of  the  lungs,  and 
cardiac  arrest  recurred.  Massage  was  again  started, 
and  the  heart  beat  returned  again  following  another 
0.5  cc.  of  intracardiac  epinephrine  1:1,000.  At 
11:30  a.m.  the  child  opened  his  eyes  and  had  good 
muscle  tone.  Cardiac  arrest  was  estimated  to  have 
lasted  ten  to  fifteen  minutes. 

He  developed  hyperthermia  and  died  about  forty 
hours  after  cardiac  arrest. 

Comment:  Cardiac  arrest  was  due  to  an  overdose 
of  ether.  Irreparable  brain  damage  occurred  during 
the  transportation  from  the  x-ray  room  to  the 
emergency  ward  operating  room  before  cardiac 
massage  could  be  instituted. 

Case  11. — R.  H.  was  a two  and  one-half-year-old 
white  male  with  a history  of  congenital  heart  disease 
of  the  cyanotic  type  since  birth.  Physical  examina- 
tion revealed  a small  but  well-developed  and  cyano- 
tic child. 

The  patient  was  brought  to  the  operating  room  on 
May  27,  1949,  for  a Blalock  operation.  Premedica- 
tion with  Demerol  0.030  Gm.  and  scopolamine 
0.0002  Gm.  was  given  by  hypodermic  injection  at 
6:30  a.m.,  and  the  desired  effect  was  obtained. 
Induction  of  anesthesia  was  started  at  7:40  a.m. 
with  open  drop  ethyl  chloride,  and  the  anesthesia 
was  deepened  with  open  drop  ether  and  insufflation 
of  oxygen.  Endotracheal  intubation  was  carried 
out  atraumatically  via  the  oral  route  at  8:10  a.m., 
and  maintenance  of  anesthesia  was  continued  with 
ether  and  oxygen,  using  a to-and-fro  absorption  sys- 
tem. The  operation  began  at  8:30  a.m.  with  the 
patient  in  the  right  lateral  position.  The  pulmonary 
artery  was  found  to  be  quite  large,  nearly  twice  the 
diameter  of  the  aorta.  The  shunt  operation  was 
abandoned.  While  awaiting  apparatus  to  determine 
intravascular  pressure  to  confirm  the  provisional 
diagnosis  of  Eisenmenger’s  complex,  the  lung  was 
re-expanded.  The  depth  of  anesthesia  was  approxi- 
mately second  plane  of  stage  III.  The  trachea  was 
suctioned  free  of  secretions  at  10:12  a.m.,  and 
immediately  following  this  the  heart  showed  a slow 
irregular  beat  and  the  pulse  and  blood  pressure  were 
unobtainable.  The  lung  was  retracted  again  and 
the  pericardium  opened.  Ventricular  fibrillation 
was  noted.  The  heart  was  massaged  for  forty-five 
minutes  and  intracardiac  injections  of  procaine, 
quinidine,  and  epinephrine  were  given.  A stable 
cardiac  beat  was  not  obtained,  and  the  child  was 
pronounced  dead  at  11:00  a.m. 
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Autopsy  revealed  a cardiac  anomaly  which  does 
not  fall  into  any  specific  category  but  which  might 
be  called  an  Eisenmenger’s  complex  with  an  inter- 
auricular  septal  defect.  There  was  old  encephalo- 
malacia  of  the  right  frontal  and  parietal  lobes. 

Comment:  Cardiac  arrest  in  this  case  may  have 
been  due  to  either  a vagovagal  reflex  or  acute  anoxia 
as  a result  of  endotracheal  suction.  This  patient 
had  had  a longstanding  chronic  anoxia,  and  any 
brief  period  of  acute  anoxia  may  have  been  enough 
to  cause  death. 

Case  12. — T.  P.  was  a thirty-five-year-old  Negress 
who  was  admitted  to  surgery  because  of  a twelve- 
year  history  of  metrorrhagia. 

The  patient  was  brought  to  the  operating  room 
for  a diagnostic  dilatation  and  curettage  on  August 
25,  1949.  Anesthesia  was  induced  at  8:55  a.m. 
with  0.1  Gm.  of  2.5  per  cent  Sodium  Pentothal,  and 
scopolamine  0.0004  Gm.  was  injected  intravenously 
at  9:00  a.m.  Nitrous  oxide  and  oxygen  via  a semi- 
closed  absorption  circuit  was  instituted  and  cyclo- 
propane was  added  from  time  to  time.  At  9:00 
a.m.  0.05  Gm.  of  2.5  per  cent  Sodium  Pentothal 
was  injected  intravenously;  the  patient  began 
coughing  and  became  hyperpneic.  The  operation 
was  started  at  9:15  a.m.  after  the  coughing  was 
stopped  by  deepening  the  anesthesia  with  cyclo- 
propane. During  the  operation  it  was  noticed  that 
the  blood  was  quite  cyanotic,  but  this  improved 
slightly  and  the  operation  was  finished  quickly. 
The  patient  became  apneic  and  markedly  cyanotic 
at  the  conclusion  of  the  operation.  An  oral  airway 
was  immediately  inserted,  and  artificial  respiration 
with  100  per  cent  oxygen  was  instituted  by  manual 
compression  of  the  breathing  bag.  The  respirations 
became  spontaneous  in  one  minute,  but  they  were 
diaphragmatic.  Even  with  assisted  respiration  the 
patient’s  color  remained  cyanotic.  The  pulse, 
however,  remained  good  until  suddenly  at  9:40 
a.m.  it  became  imperceptible  and  the  blood  pressure 
could  not  be  obtained.  Intracardiac  epinephrine 
and  caffein  sodium  benzoate  were  administered,  but 
the  heart  failed  to  respond. 

Five  to  six  minutes  following  cardiac  arrest, 
thoracotomy  was  performed,  and  cardiac  massage 
was  instituted.  Massage  was  continued  for  ten 
minutes,  but  the  heart  did  not  recover  and,  in  spite 
of  additional  intracardiac  epinephrine,  became 
flabby.  The  patient  was  pronounced  dead. 

At  the  conclusion  of  the  case  it  was  discovered 
that  the  nitrous  oxide  and  the  oxygen  cylinders  were 
reversed  on  the  anesthesia  machine.  The  patient 
therefore  received  100  per  cent  nitrous  oxide  instead 
of  oxygen  during  the  attempted  resuscitation. 

Comment:  Death  was  due  to  anoxic  anoxia  and 
could  have  been  prevented  by  a thorough  inspection 
of  the  anesthesia  machine  before  it  was  used. 

Case  13. — W.  K.,  a twenty-six-year-old  white 
male,  was  admitted  to  the  hospital  on  June  8, 
1949,  for  elective  repair  of  a coarctation  of  the 
aorta. 

On  June  9,  1949,  the  patient  had  the  coarctation 
excised  during  pentothal,  cyclopropane,  and  ether- 
oxygen  anesthesia  via  an  endotracheal  tube.  Fol- 
lowing removal  of  the  clamps  when  the  anastomosis 
was  completed,  there  was  a marked  fall  in  blood 


pressure,  which  responded  to  norepinephrine  in- 
fusion and  intra-arterial  transfusion.  The  patient 
received  2,500  cc.  of  whole  blood  during  the  opera- 
tion. The  patient  was  returned  to  the  ward  in  fairly 
good  condition  with  a blood  pressure  of  120/80. 

Two  hours  following  completion  of  the  operation, 
the  blood  pressure  began  to  fall,  and  drainage  of 
gross  blood  was  noted  in  the  chest  drainage  bottle. 
The  blood  pressure  became  imperceptible,  and  the 
patient  was  quickly  returned  to  the  operating  room. 
On  the  way  to  the  operating  room  he  was  given 
1,000  cc.  of  blood  and  1,000  cc.  of  gelatin  which  re- 
stored his  blood  pressure  to  100/70.  He  was  in- 
tubated during  Pentothal,  cyclopropane-oxygen 
anesthesia,  and  the  chest  was  reopened  at  6:25  p.m. 

When  the  chest  was  opened  there  were  a large 
number  of  blood  clots  and  about  a liter  of  blood  in 
the  left  pleural  cavity.  The  ventricles  had  just 
begun  to  fibrillate,  and  the  heart  stopped  beating 
while  the  pericardium  was  being  opened.  Cardiac 
massage  was  immediately  begun,  and  50  mg.  of 
procaine  were  injected  into  the  heart.  The  anes- 
thesia was  stopped,  and  100  per  cent  oxygen  was 
administered  by  manual  compression  of  the  breath- 
ing bag.  A rent  5 mm.  long  was  present  in  the  aortic 
arch  on  the  posteromedial  aspect  immediately  above 
the  line  of  anastomosis  which  appeared  to  be  satis- 
factory. A number  15  gauge  needle  was  placed 
directly  into  the  aorta  at  the  aortic  arch  and  an 
intra-arterial  transfusion  was  started.  With  the 
additional  administration  of  0.75  cc.  of  1:1,000 
epinephrine  and  another  injection  of  50  mg.  of  pro- 
caine into  the  heart,  a normal  beat  was  established 
and  maintained  following  approximately  ten  min- 
utes of  cardiac  massage. 

The  rent  in  the  aorta  was  repaired,  and  during  this 
time  6,000  cc.  of  whole  blood  were  administered 
intra-arterially  within  forty-five  minutes.  The 
blood  pressure  was  maintained  at  140/90  during  the 
remainder  of  the  operation. 

The  patient  reacted  from  the  anesthesia  within 
an  hour  after  return  to  the  ward,  where  he  was 
placed  in  an  oxygen  tent.  The  pupils  were  fixed  in 
the  midline  and  did  not  react  to  light.  No  light  per- 
ception was  apparent.  He  responded  to  his  name 
and  obeyed  simple  commands  but  was  completely 
disoriented  and  amnesic.  There  was  evidence  of 
diffuse  cerebral  damage  following  prolonged  is- 
chemia. 

On  the  tenth  postoperative  day  the  patient  had 
regained  some  peripheral  vision  in  both  eyes.  By 
the  thirtieth  postoperative  day  he  demonstrated  good 
intellectual  capacity,  and  by  the  fiftieth  day  he  was 
out  of  bed  and  his  vision  had  improved  to  the  extent 
that  he  could  write  a legible  signature  and  read 
headlines  in  the  newspaper.  He  was  discharged  on 
the  fifty-seventh  postoperative  day. 

Comment:  This  episode  of  cardiac  arrest  was  due 
to  sudden  and  severe  hemorrhage.  There  was  some 
brain  damage  as  a result  of  the  cerebral  anemia, 
causing  a permanent  partial  visual  defect. 

Case  14. — L.  M.  was  a seventy-two-year-old, 
emaciated,  emphysematous,  white  male  who  was  ad- 
mitted to  Presbyterian  Hospital  on  July  5,  1949, 
with  a diagnosis  of  esophageal  diverticulum.  He 
weighed  87  pounds. 
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The  patient  was  placed  on  gastrostomy  feedings, 
and  his  weight  was  brought  up  to  104.5  pounds. 
His  blood  volume  was  restored  with  three  500-cc. 
transfusions  of  whole  blood.  The  hematocrit  was 
46.5.  The  patient  had  slight  right  ventricular 
hypertrophy  and  arteriosclerotic  heart  disease.  His 
electrocardiograph  demonstrated  left  bundle  branch 
block.  Chest  examination  revealed  coarse  rales  at 
both  bases. 

The  patient  was  brought  to  the  operating  room 
on  September  20,  1949,  for  repair  of  his  esophageal 
diverticulum.  His  premedication  was  Demerol 
75  mg.  and  scopolamine  0.0003  Gm.  subcutaneously 
at  6:45  a.m.  Anesthesia  was  started  at  7:50  a.m. 
with  nitrous  oxide  and  oxygen  and  cyclopropane 
(closed  circle  absorption  technic).  The  induction 
was  smooth.  The  patient  was  placed  gradually  on 
controlled  respiration,  and  after  eight  minutes  of 
anesthesia  direct  oral  intubation  with  a number  40, 
cuffed  rubber  endotracheal  tube  was  performed 
atraumatically.  The  patient  reacted  slightly  upon 
the  endotracheal  tube.  The  patient  was  breathing 
spontaneously  nine  minutes  after  the  onset  of  anes- 
thesia. Nitrous  oxide,  oxygen,  and  ether  were  then 
started  very  slowly.  The  blood  pressure  had  re- 
mained at  140/80,  and  the  pulse  was  84.  Approxi- 
mately 10  cc.  of  ether  were  required  during  the 
first  five  minutes.  The  pulse  suddenly  disappeared 
from  a normal  rate  of  84  per  minute.  Taking  the 
blood  pressure  immediately  revealed  a flickering 
sound  at  40  mm.  of  Hg.  This  was  at  8:05  a.m. 
(fifteen  minutes  after  the  onset  of  anesthesia). 
The  patient  was  apparently  going  from  the  first  to 
the  second  plane  of  stage  III  at  this  point.  At  this 
time  all  anesthesia  was  stopped,  the  breathing  bag 
was  emptied  and  refilled  with  oxygen;  a second 
blood  pressure  was  taken,  and  it  was  unobtainable. 
The  surgeon,  who  was  in  the  anesthesia  room,  im- 
mediately performed  thoracotomy  and  cardiac 
massage.  The  patient’s  color  at  this  point  was  a 
slate  gray.  Artificial  respiration  with  positive  pres- 
sure oxygen  was  instituted  by  the  anesthetist.  The 
surgeon  had  his  gloved  left  hand  on  the  heart  90 
seconds  after  the  sudden  cardiac  arrest  occurred, 
having  made  an  incision  in  the  fourth  left  intercostal 
space  without  sterile  precautions.  There  was  no 
bleeding  of  the  chest  wall  from  the  incision.  When 
the  heart  was  first  grasped  it  felt  small  and  soft  as 
though  arrest  had  occurred  in  systole.  After  about 
ten  or  fifteen  seconds  of  cardiac  massage  a faint 
spontaneous  contraction  was  felt.  Within  four 
minutes  a strong  beat  had  returned.  There  followed 
two  transient  cardiac  arrhythmias  which  were 
controlled  with  50  mg.  of  1 per  cent  procaine 
intravenously  following  each  period  of  arrhythmia. 
The  blood  pressure  returned  to  140/80,  and  the 
pulse  was  96  after  two  minutes  of  cardiac  massage. 

The  patient  was  then  taken  into  the  operating 
room  for  closure  of  the  thoracotomy,  and  it  was 
necessary  to  give  the  patient  50  per  cent  nitrous 
oxide  and  50  per  cent  oxygen  for  the  closure  which 
took  one  hour.  Following  extubation  the  patient 
was  fully  awake  and  was  responding  to  his  name,  etc. 
His  blood  pressure  at  the  end  of  operation  was  100/70 
and  the  pulse  100. 

He  had  a relatively  uneventful  recovery.  On 
November  28,  1949,  he  was  again  taken  to  the 


operating  room  and  during  bilateral  cervical  block 
anesthesia  his  esophageal  diverticulum  was  excised 
and  repaired.  His  recovery  was  completely  unevent- 
ful, and  he  was  discharged  from  the  hospital  on 
December  19,  1949. 

The  patient  had  had  no  apparent  neurologic 
changes  as  a result  of  his  cardiac  arrest.  This  in- 
cludes a one  year  follow-up  after  discharge. 

Comment:  The  cause  of  the  cardiac  arrest  is  not 
certain.  It  was  probably  a relative  overdose  of 
either  cyclopropane  or  ether. 

Case  15. — R.  L.  was  a three  and  one-half-year-old 
Puerto  Rican  male  who  was  admitted  to  the  hos- 
pital on  December  23,  1949,  with  a diagnosis  of 
acute  appendicitis  complicated  by  pneumonia. 

Premedication  with  atropine  0.0002  Gm.  was  given 
intramuscularly  at  9:00  p.m.  His  pulse  was  120 
per  minute,  and  respirations  were  40  per  minute. 
Anesthesia  was  induced  at  10 : 00  p.m.  with  open  drop 
ethyl  chloride  and  then  open  drop  ether.  He  was 
then  maintained  in  second  plane  anesthesia  with 
ether  oxygen  by  oral  insufflation.  The  operation 
began  at  10:10  p.m.  A large  abscess  was  found  in 
the  right  lower  quadrant  containing  30  to  40  cc. 
of  thick  pus.  Just  as  the  appendix  was  about  to 
be  removed  at  10:55  p.m.,  the  patient  stopped 
breathing,  but  the  pulse  was  weak  and  regular. 
Immediate  artificial  respiration  was  begun  by  chest 
compression,  endotracheal  intubation  was  quickly 
accomplished,  and  artificial  respiration  by  mouth-to- 
tube  insufflation  was  carried  out,  followed  by  bag 
compression  using  100  per  cent  oxygen.  At  this 
point  no  pulse  was  felt.  Auscultation  of  the  pre- 
cordium  revealed  that  there  were  no  audible  heart 
sounds.  The  anesthetist  urged  that  cardiac  massage 
be  instituted,  but  because  of  the  grossly  infected 
nature  of  the  case  and  the  fear  of  the  development  of 
a fatal  empyema  in  a critically  ill  child  approximately 
five  and  one-half  minutes  elapsed  between  the 
diagnosis  of  cardiac  arrest  and  the  institution  of 
cardiac  massage  to  permit  aseptic  entry  into  the 
chest.  Thoracotomy  was  performed  through  the 
fourth  intercostal  space,  and  the  heart  was  found  to 
be  dilated,  in  standstill,  and  cyanotic.  Cardiac 
massage  with  two  fingers  pressing  upwards,  thus 
compressing  the  heart  against  the  sternum,  was 
begun,  and  after  massaging  15  to  20  times  a faint 
beat  appeared  and  then  became  weaker;  massage 
was  reinstituted,  and  a normal  beat  with  good  volume 
was  immediately  restored.  The  heart  remained 
beating  satisfactorily.  Respirations  returned  at 
11:10  p.m. 

The  chest  was  closed.  The  appendix  was  removed 
and  the  abdomen  closed  at  12:00  m.  The  patient 
had  an  intravenous  infusion  of  500  cc.  of  5 per  cent 
dextrose  in  water  in  the  operating  room,  and  a 
transfusion  of  500  cc.  of  whole  blood  was  started. 
About  two  hours  after  operation  he  was  noted  to  be 
markedly  spastic,  with  rigidity  of  the  neck  and  back 
muscles.  He  remained  in  a comatose  and  spastic 
condition  throughout  the  remainder  of  his  hospital 
stay. 

He  developed  hyperthermia  and  died  one  hundred 
and  seven  days  after  cardiac  resuscitation. 

Autopsy  revealed  profuse  atrophy  of  the  cerebral 
cortex,  more  marked  in  the  right  cerebral  hemisphere, 
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atrophy  of  the  right  and  left  caudate  nucleus, 
secondary  atrophy  in  the  pons  and  medulla,  and 
external  hydrocephalus.  There  was  also  question- 
able early  central  degeneration  of  the  liver. 

Comment:  The  cause  of  cardiac  arrest  was  un- 
known. Time  was  lost  in  instituting  cardiac  massage 
because  of  the  presence  of  purulent  material  in  the 
abdomen. 

Case  16. — T.  B.  was  a thirty-five-year-old  robust 
Negro  who  was  admitted  to  the  hospital  for  the  re- 
pair of  a left  inguinal  hernia  of  ten  years  duration. 

He  was  brought  to  the  operating  room  on  January 
25,  1950,  for  inguinal  herniorrhaphy.  Atropine 
0.0005  Gm.  was  given  subcutaneously  at  10:05 
a.m.  The  blood  pressure  was  140/80  and  the  pulse 
84.  Spinal  anesthesia  was  instituted  with  7.2  mg. 
of  Nupercaine  (1:1,500)  in  5 per  cent  dextrose  in- 
jected at  the  third  and  fourth  lumbar  interspace  at 
10:15  a.m.  and  a level  of  fourth  thoracic  was  ob- 
tained at  10:50  a.m.  Ephedrine  0.024  Gm.  was 
administered  intravenously  at  10:55  a.m.  because 
the  blood  pressure  had  slowly  fallen  to  85/84. 
The  blood  pressure  then  returned  to  110/70.  Gen- 
eral anesthesia  was  induced  electively  at  11:15  a.m. 
with  a 2.5  per  cent  Sodium  Pentothal  solution. 
A metal  oral  airway  was  inserted  at  12:15  p.m. 
The  anesthesia  was  supplemented  with  nitrous  oxide 
and  oxygen  via  the  semiclosed  absorption  system, 
and  the  operation  began.  At  1:00  p.m.  the  blood 
pressure  was  90/60;  the  pulse  was  100  per  minute. 
Neosynephrine  0.5  mg.  was  administered  intrave- 
nously at  1:03  p.m.  At  1 : 05  p.m.  the  blood  pressure 
was  unobtainable;  however,  the  pulse  was  still  full 
and  regular  at  100  per  minute.  Up  to  this  point  the 
patient  had  had  2.05  Gm.  of  Sodium  Pentothal. 
The  patient  began  retching,  and  0.125  Gm.  of 
Sodium  Pentothal  was  administered  intravenously 
but  retching  continued  and  another  0.125  Gm.  of 
Sodium  Pentothal  was  injected.  Breathing  ceased 
at  1:08  p.m.,  and  artificial  respiration  with  bag  com- 
pression was  begun.  The  anesthesiologist  then 
noticed  that  there  was  some  bile-stained  vomitus 
near  the  patient’s  head.  The  patient’s  pharynx 
was  aspirated,  but  only  mucus  was  obtained.  An- 
other 0.075  mg.  of  Sodium  Pentothal  was  adminis- 
tered (2.375  Gm.  total).  Artificial  respiration  with 
100  per  cent  oxygen  was  then  continued.  At  1:12 
p.m.  the  blood  pressure,  pulse,  and  heart  beat  were 
not  obtainable.  At  no  time  was  any  cyanosis  no- 
ticed in  the  operative  wound. 

Thoracotomy  was  done  immediately  through  the 
sixth  intercostal  space.  There  was  no  bleeding 
from  the  wound,  but  the  drop  or  two  of  blood  that 
was  in  the  wound  was  red  and  not  cyanotic.  The 
heart  was  dilated  and  soft  and  was  in  standstill. 
Cardiac  massage  was  instituted  at  1 : 15  p.m.  Within 
thirty  seconds  of  rapid  massage  the  heart  began 
beating,  at  first  faint  and  then  strong,  and  it  con- 
tinued to  beat  with  a normal  rhythm.  Approxi- 
mately three  minutes  elapsed  between  the  diagnosis 
of  cardiac  arrest  and  cardiac  massage,  but  the  actual 
length  of  cardiac  arrest  is  not  known.  An  endotra- 
cheal tube  was  passed  while  the  thoracotomy  was 
being  done,  and  artificial  respiration  with  100  per 
cent  oxygen  was  continued.  One  half  cubic  centi- 
meter of  epinephrine  was  administered  intravenously 


at  1:15  p.m.,  and  with  cardiac  massage  the  blood 
pressure  returned  to  220/130  and  the  pulse  100  per 
minute.  Respirations  returned  at  1:40  p.m. 

The  chest  was  closed  and  the  herniorrhaphy 
completed  using  nitrous  oxide  and  oxygen  (2:1) 
anesthesia. 

In  the  operating  room  the  patient  received  500 
cc.  normal  saline,  1,000  cc.  blood,  and  500  cc.  of 
sodium  lactate  intravenously. 

At  10:00  p.m.  he  responded  to  endotracheal  suc- 
tion to  the  extent  of  opening  his  mouth,  blinking  his 
eyes,  and  coughing  occasionally. 

Tracheotomy  was  performed  on  January  29, 
1950,  to  enable  adequate  tracheobronchial  toilet. 

The  patient  never  regained  consciousness.  Deep 
reflexes  were  present.  There  was  no  Babinski  sign. 
Corneal  reflexes  were  present.  There  was  no  evi- 
dence of  decerebrate  rigidity.  He  responded  to  pain- 
ful stimuli  by  flexion  motion  of  the  extremities.  He 
gradually  assumed  an  attitude  of  flexion  and  de- 
veloped flexion  contractures. 

His  course  was  gradually  downhill.  He  had 
several  episodes  of  bronchopneumonia  and  died  on 
June  25,  1950,  in  hyperpyrexia. 

Autopsy  revealed  bilateral  bronchopneumonia,  a 
small  adenoma  of  the  adrenal  cortex,  passive  con- 
gestion of  the  liver,  and  atrophy  of  the  brain, 
characterized  by  degeneration  of  the  cerebral  cortex 
and  dentate  nucleus.  Microscopically,  there  was  a 
moderate  disappearance  of  the  pyramidal  cells  of 
the  cerebral  cortex  and  an  increase  in  astrocytes  and 
microglial  proliferation  especially  in  the  right 
superior  frontal  gyrus,  the  left  central  region  of  the 
cerebral  cortex,  the  left  and  right  hypocampus,  the 
right  dentate  nucleus,  and  the  cerebellar  cortex. 

Comment:  Cardiac  arrest  in  this  case  appears  to 
have  been  due  to  anoxia  resulting  from  overdosage 
of  Sodium  Pentothal  and  the  prolonged  period  of 
hypotension  which  resulted. 

Case  17. — R.  D.  was  an  obese,  sixty-one-year-old, 
white  female  who  was  admitted  to  the  Presbyterian 
Hospital  on  March  14,  1950,  with  a diagnosis  of  a 
polyp  of  the  sigmoid.  Physical  examination  re- 
vealed arteriosclerotic  heart  disease  compensated. 
The  blood  pressure  was  170/80. 

The  patient  was  brought  to  the  operating  room 
on  March  21,  1950.  Premedication  was  morphine 
0.009  Gm.  and  scopolamine  0.0004  Gm.  by  hypo- 
dermic at  6:30  a.m.  The  effect  produced  was  con- 
sidered good.  Anesthesia  was  started  at  7:45  a.m. 
with  2 cc.  of  2.5  per  cent  Sodium  Pentothal.  Cyclo- 
propane and  oxygen  were  then  administered  in  the 
closed  circle  absorption  system,  and  ether  was  slowly 
added.  The  cyclopropane  was  discontinued  at 
7 :57  a.m.,  and  the  patient  was  then  maintained  with 
ether-oxygen  closed  circle  absorption.  The  blood 
pressure  dropped  from  140/80  to  120/80  and  the 
pulse  was  72  at  8:05  a.m.  Prior  to’  preparation  of 
the  abdomen  for  surgery  at  8:18  a.m.,  the  patient 
suffered  sudden  respiratory  and  cardiac  arrest.  This 
was  immediately  detected  by  the  anesthetist  and 
confirmed  by  auscultation  of  the  heart.  Ether  was 
discontinued,  and  100  per  cent  oxygen  was  ad- 
ministered by  manual  compression  of  the  breathing 
bag.  Orotracheal  intubation  was  then  performed 
immediately,  and  artificial  respiration  with  100 
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per  cent  oxygen  was  continued  in  the  above  manner. 
Without  attempts  to  prepare  a sterile  field,  the  left 
chest  was  opened  via  an  anterolateral  incision 
through  the  fifth  interspace,  and  the  operator’s 
gloved  but  unsterile  hand  was  introduced  into  the 
chest  and  the  heart  found  to  be  arrested  in  diastole. 
Within  seconds  of  institution  of  rapid  forceful 
massage,  cardiac  contractions  were  resumed  at  a 
slow  rate,  which  rose  in  the  course  of  a minute  to  a 
normal  regular  rate  of  80  per  minute,  and  the  blood 
pressure  returned  at  160/90.  An  intravenous  in- 
fusion of  normal  saline  was  started.  Massage  was 
continued  for  several  minutes  until  it  became 
apparent  that  the  cardiac  rhythm  was  re-established. 
The  estimated  time  between  the  occurrence  of  car- 
diac arrest  and  the  institution  of  cardiac  massage 
was  perhaps  sixty  seconds  and  certainly  no  longer 
than  two  minutes.  The  patient  required  nitrous 
oxide-oxygen  anesthesia  (50  per  cent  mixture)  for 
the  chest  closure.  The  patient  was  reacting  at  the 
end  of  the  operation,  and  her  condition  was  good. 
The  blood  pressure  was  170/90  and  the  pulse  84. 
The  electrocardiogram  revealed  no  essential  change 
from  the  preoperative  records.  There  were  no 
neurologic  sequelae.  The  patient  was  out  of  bed  on 
the  second  postoperative  day  and  was  discharged 
to  her  home  on  April  8,  1950. 

The  patient  was  readmitted  to  the  hospital  on 
May  15,  1950,  and  was  brought  to  the  operating 
room  for  removal  of  her  sigmoid  polyp  on  May  17, 
1950.  Premedication  was  Seconal  0.1  Gm.  and 
scopolamine  0.0004  Gm.  at  6:00  a.m.  This  was 
adequate.  Morphine  was  avoided  this  time  be- 
cause it  depresses  the  respiration  and  increases  the 
vagal  tone.  On  arrival  in  the  operating  room  the 
blood  pressure  was  130/80  and  the  pulse  88.  In- 
duction was  begun  at  7:45  a.m.  and  was  carried  out 
very  slowly  with  nitrous  oxide  and  oxygen.  After 
four  minutes  ether  was  added  slowly.  At  8:05 
a.m.  (twenty  minutes  of  anesthesia)  she  was  in  first 
plane  of  surgical  anesthesia,  and  a metal  airway  was 
inserted.  At  approximately  8:12  a.m.  there  was  a 
sudden  disappearance  of  pulse,  blood  pressure,  and 
heart  sounds.  Breathing  stopped,  and  the  skin  be- 
came mottled.  After  thirty  to  forty-five  seconds, 
the  pulse  and  blood  pressure  returned  with  forced 
oxygen  ventilation.  Following  this  episode  the 
blood  pressure  fell  to  85/60,  and  the  operation  was 
done  with  very  light  anesthesia,  the  patient  being 
carried  on  nitrous  oxide  and  oxygen  with  small 
amounts  of  ether  balanced  against  an  intravenous 
neosynephrine  drip.  The  hypotension  was  difficult 
to  control. 

Assisted  respiration  was  used  rather  than  more 
ether  in  an  attempt  to  give  relaxation  for  the  closure. 
This  resulted  in  a second  period  of  unobtainable 
pulse  and  blood  pressure,  possibly  due  to  the  in- 
creased intrapulmonary  pressure  inhibiting  cardiac 
refill. 

At  the  end  of  operation  she  was  reacting;  her 
condition  was  fairly  good.  The  blood  pressure  was 
130/90  and  the  pulse  60.  She  made  an  uneventful 
recovery,  was  out  of  the  bed  on  the  second  postopera- 
tive day,  and  was  discharged  from  the  hospital  on 
the  tenth  postoperative  day. 

Comment:  The  cause  of  the  cardiac  arrest  is 

unknown. 


Case  18. — M.  B.  was  a thirty-eight-year-old 
Negress  who  was  admitted  to  surgery  for  thyroidec- 
tomy. The  patient  had  a huge  thyroid  which  was 
beginning  to  interfere  with  respiration  and  had  had 
coughing  and  choking  spells  during  the  past  several 
months. 

The  patient  was  taken  to  the  operating  room  on 
April  24,  1950,  for  thyroidectomy.  Premedication 
was  Demerol  0.100  Gm.  and  scopolamine  0.0004 
Gm.  subcutaneously  at  6:45  a.m.  The  blood  pres- 
sure was  120/80;  the  pulse  was  80  per  minute.  At 
7:30  a.m.  the  patient  was  well  sedated  but  not  too 
depressed.  Because  of  the  marked  tracheal  devia- 
tion seen  by  x-ray  and  the  narrowing  of  the  trachea, 
it  was  felt  that  intubation  would  best  be  carried  out 
using  topical  anesthesia. 

Topical  anesthesia  with  2 per  cent  Pontocaine  was 
started  at  7:30  a.m.,  and  the  mouth  and  pharynx 
were  sprayed  every  four  to  five  minutes  until  7:50 
a.m.  at  which  time  the  larynx  was  exposed  with  a 
McIntosh  laryngoscope  and  the  larynx  sprayed 
directly.  At  7:55  a.m.  the  larynx  and  trachea  were 
sprayed  again.  An  approximate  total  of  15  cc.  of 
2 per  cent  Pontocaine  was  used.  The  patient  de- 
veloped a marked  laryngospasm  which  lasted  some 
time  and  ceased  spontaneously,  her  respirations 
then  being  regular,  shallow,  and  rapid.  With  the 
laryngoscope  in  place,  twitching  of  the  left  eyelid 
was  noticed.  The  twitching  extended  to  the  left 
side  of  the  body  and  finally  became  a generalized 
convulsion.  The  convulsion  was  stopped  by  the 
administration  of  3 cc.  of  2.5  per  cent  Sodium 
Pentothal  as  soon  as  a venipuncture  could  be  made. 
She  was  intubated  with  an  orotracheal  tube,  and 
assisted  respiration  with  100  per  cent  oxygen  was 
started.  Respiratory  arrest  then  occurred,  and 
artificial  respiration  with  100  per  cent  oxygen  was 
instituted  by  manual  compression  of  the  breathing 
bag.  The  pulse  which  was  palpable  up  until  this 
point  suddenly  disappeared  at  approximately  7:59 
a.m.  The  blood  pressure  was  unobtainable,  and 
no  heart  beat  could  be  heard  by  direct  auscultation 
over  the  precordium. 

Thoracotomy  was  done  through  the  fifth  intercostal 
space,  and  cardiac  massage  was  instituted  at  8:00 
a.m.  The  heart  was  in  standstill  in  diastole.  At 
8:03  a.m.  the  auricles  began  fibrillating.  At  8:05 
a.m.  0.5  cc.  of  epinephrine  1 : 1,000  was  injected  into 
the  right  ventricle  of  the  heart,  and  shortly  there- 
after the  pulsations  became  a great  deal  stronger 
and  more  regular.  At  8:08  a.m.  cardiac  massage 
was  no  longer  necessary,  and  a feeble  pulse  could  be 
felt.  A blood  pressure  of  about  60  was  present, 
but  the  heart  was  apparently  in  auricular  fibrillation. 
An  intravenous  infusion  of  saline  was  started,  and 
500  cc.  of  blood  were  added.  The  patient  was  taken 
into  the  operating  room,  and  the  chest  was  prepared 
and  closed.  A mixture  of  60  per  cent  nitrous  oxide 
and  40  per  cent  oxygen  was  necessary  to  keep  the 
patient  anesthetized  while  the  chest  was  being 
closed.  Lanatoside  C 1.2  mg.  was  given  intraven- 
ously at  9:20  a.m.  and  within  ten  minutes  the  pulse 
became  regular.  The  blood  pressure  was  102/60. 
A postoperative  electrocardiogram  was  normal. 
The  patient  was  fully  reacted  at  3:15  p.m.  and  the 
sensorium  clear.  The  period  of  cardiac  arrest  is 
estimated  at  forty-five  seconds  to  one  minute. 
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Respiratory  stridor  gradually  developed  and  be- 
came more  severe  during  the  next  twenty-four  hours. 
She  also  developed  left  pulmonary  congestion. 
At  11:00  p.m.  on  April  25,  1950  (thirty-seven  and 
one-half  hours  postoperative),  she  had  marked 
respiratory  stridor  and  was  almost  totally  obstructed 
and  perspiring  profusely.  She  was  conscious  and 
quite  cooperative.  Emergency  orotracheal  intuba- 
tion was  carried  out  without  anesthesia  with  a 
number  34  French  anode  endotracheal  tube.  The 
tube  was  slowly  eased  through  the  partially  (50 
per  cent)  obstructed  trachea,  and  oxygen  (4  L. 
per  minute)  was  insufflated  through  the  endotra- 
cheal tube.  Endotracheal  suction  was  then  success- 
ful, a large  amount  of  secretion  was  removed,  and 
the  pulse  dropped  from  200  to  144  per  minute  with 
a clear  airway. 

The  patient  was  then  taken  to  the  operating  room 
and  induction  of  anesthesia  was  accomplished  with 
nitrous  oxide  and  oxygen  and  6 cc.  of  2.5  per  cent 
Sodium  Pentothal  over  a fifteen-minute  period. 
Ether  was  gradually  added  for  the  maintenance  of 
anesthesia  in  first  plane.  Scopolamine  0.0003 
Gm.  was  given  intravenously  at  11:55  p.m.  The 
operation  began  at  12:00  m.  The  thyroid  had  to 
be  removed  in  three  portions.  Tracheostomy  was 
then  performed  and  the  patient  was  returned  to  the 
ward  at  3:45  a.m.  and  given  oxygen  through  her 
tracheostomy  tube.  The  patient  was  out  of  bed  on 
the  third  day  following  thyroidectomy.  The  tra- 
cheostomy tube  was  removed  on  the  eighth  post- 
operative day  (fifteen  days  after  cardiac  arrest) 
She  had  no  neurologic  sequelae. 

Comment:  Cardiac  arrest  was  caused  by  an  over- 
dose of  Pontocaine  causing  convulsions,  with 
rapidly  ensuing  circulatory  collapse  and  cardiac 
arrest.  Prompt  institution  of  resuscitative  measures 
restored  this  patient  with  no  adverse  effects. 

Case  19. — R.  M.  was  a thirty-year-old  white 
male  who  was  brought  to  surgery  because  of  Laen- 
nec’s  cirrhosis  and  portal  hypertension  with  eso- 
phageal varices.  The  blood  pressure  was  130/85. 
The  electrocardiogram  showed  evidence  of  coronary 
disease,  old  myocardial  infarctions,  and  possibly 
another  more  recent  one.  He  had  no  evidence  of 
decompensation.  He  was  digitalized  four  days  be- 
fore operation  and  was  brought  to  the  operating 
room  on  May  2,  1950,  for  a transthoracic  portacaval 
anastomosis.  Premedication  with  Demerol  0.100 
Gm.  and  scopolamine  0.0004  Gm.  was  given  sub- 
cutaneously at  6:30  a.m.  Induction  of  anesthesia 
was  started  at  7:45  a.m.  with  nitrous  oxide  oxygen 
and  cyclopropane.  Endotracheal  intubation  was 
easy  and  atraumatic  at  8:15  a.m.,  and  the  operation 
began  at  8:45  a.m.  The  operation  proceeded  un- 
eventfully, and  the  anastomosis  was  completed  at 
1:45  p.m.  The  blood  pressure  was  fairly  constant 
at  120/80,  and  the  pulse  varied  between  60  and  80 
per  minute  throughout  the  operation.  At  1:51 
p.m.,  just  as  the  surgeon  was  about  to  determine 
the  portal  pressure,  the  temporal  pulse  suddenly 
became  imperceptible.  The  carotid  pulse  was 
quickly  checked  and  found  absent.  Auscultation  of 
the  chest  revealed  no  heart  sounds.  The  surgeon 
immediately  instituted  cardiac  massage  via  the  right 
thoracotomy  wound,  and  artificial  respiration 


(patient  was  apneic)  with  100  per  cent  oxygen  was 
carried  out  by  the  anesthetist.  Not  more  than  a 
minute  elapsed  between  cardiac  arrest  and  cardiac 
massage.  Within  the  next  two  to  three  minutes  the 
heart  began  beating,  but  irregularly.  One  hundred 
milligrams  of  procaine  were  administered  intrave- 
nously, and  within  the  next  five  to  ten  minutes  the 
heart  returned  to  normal  sinus  rhythm  and  the 
blood  pressure  returned  to  its  prearrest  level. 
Spontaneous  respiration  returned  approximately 
fifteen  minutes  after  the  institution  of  cardiac  mas- 
sage. The  operation  was  completed  rapidly  and  the 
patient  returned  to  the  ward  and  placed  in  an  oxy- 
gen tent  for  twenty-four  hours.  He  was  fully  con- 
scious and  rational  at  the  end  of  operation. 

The  patient  was  out  of  bed  on  the  third  postopera- 
tive day.  He  made  an  uneventful  recovery  and  was 
discharged  on  May  21, 1950. 

Comment:  The  cause  of  the  cardiac  arrest  is 

unknown. 

Case  20. — W.  W.  was  a seventy-five-year-old 
white  male  who  was  admitted  to  the  hospital  on 
April  30,  1950,  in  acute  urinary  retention  with  urin- 
ary infection  and  was  placed  on  catheter  drainage. 
Physical  examination  revealed  an  emphysematous 
chest,  benign  prostatic  hypertrophy,  hypertensive 
and  arteriosclerotic  heart  disease  with  auricular 
fibrillation,  and  bilateral  incarcerated  scrotal  her- 
nias. The  blood  pressure  was  172/100.  His  left 
hernia  became  irreducible,  and  it  was  decided  that  it 
should  be  repaired  before  prostatectomy. 

On  May  6,  1950,  the  patient  had  an  excision  of  a 
left  hydrocele,  left  orchidectomy,  and  a left  inguinal 
herniorrhaphy  during  continuous  epidural  anesthesia 
with  2 per  cent  Metycaine.  Operation  and  anes- 
thesia were  uneventful.  Thrombophlebitis  of  the 
left  calf  veins  developed  on  May  15,  1950,  and  he 
was  placed  on  anticoagulant  therapy  for  four  days. 
Electrocardiograph  on  May  15,  1950,  showed  sinus 
tachycardia  with  auricular  premature  beats.  He 
was  digitalized  because  he  appeared  to  be  develop- 
ing congestive  failure. 

Bilateral  ligation  of  the  superficial  femoral  veins 
during  local  anesthesia  was  done  on  May  30,  1950, 
to  prevent  pulmonary  embolization. 

The  patient  was  brought  to  the  operating  room  on 
June  5,  1950,  for  repair  of  the  right  inguinal  hernia. 
The  blood  pressure  was  150/80.  Premedication 
with  Demerol  0.050  Gm.  and  scopolamine  0.0003 
Gm.  was  given  subcutaneously  at  6:30  a.m.  Epi- 
dural anesthesia  was  again  chosen  for  the  operation. 
The  patient  was  placed  in  the  prone  position,  and 
when  the  16-gauge  needle  was  introduced  into  the 
first  and  second  lumbar  interspace,  a spinal  tap  was 
inadvertently  obtained.  The  needle  was  withdrawn 
to  the  epidural  space  and  a number  3 ureteral  catheter 
was  threaded  through  the  needle  for  25  cm.  The 
needle  was  withdrawn  over  the  catheter  and  the 
catheter  withdrawn  to  the  15  cm.  mark.  A 3-cc. 
test  dose  of  1.5  per  cent  Metycaine  was  injected 
through  the  catheter  at  8:45  a.m.;  the  patient  was 
turned  to  the  supine  position,  and  the  blood  pressure 
was  unobtainable.  Ephedrine  25  mg.  was  injected 
intravenously  immediately,  and  25  mg.  of  ephedrine 
sulfate  were  injected  intramuscularly.  The  blood 
pressure  returned  to  80/60  at  8:18  a.m.  and  120/80 
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at  8 : 20  a.m.  At  9 : 05  a.m.  5 cc.  of  1.5  per  cent  Mety- 
caine  solution  were  injected.  This  was  a total  of 
0.195  Gm.  of  Metycaine.  During  the  preparation 
of  the  skin  for  operation,  testing  for  a level  of  anes- 
thesia was  not  clearly  defined.  The  operation  began 
at  9:20  a.m.  At  9:25  a.m.  the  patient  became 
aphasic,  and  oxygen  was  administered  with  a semi- 
closed  absorption  and  assisted  respiration.  At  9': 38 
a.m.  the  pulse  and  blood  pressure  could  not  be  ob- 
tained, and  the  patient  became  cyanotic  with  the 
cessation  of  respiration.  Faint  heart  sounds  could 
be  heard  by  auscultation  over  the  precordium. 
Artificial  respiration  with  100  per  cent  oxygen  was 
instituted  by  manual  compression  of  the  breathing 
bag.  Within  a minute  the  heart  sounds  disappeared, 
and  thoracotomy  was  performed  through  the  fourth 
intercostal  space  at  9:39  a.m.  The  heart  was  in 
standstill,  but,  as  massage  was  started,  the  heart 
immediately  started  beating  slowly  but  regularly. 
Ephedrine  50  mg.  was  given  intravenously  at  the 
same  time,  and  the  blood  pressure  rapidly  rose  to 
145/80  at  9:43  a.m.  and  190/140  at  9:45  a.m. 
Endotracheal  intubation  was  carried  out  during  the 
thoracotomy  to  provide  a secure  airway,  and  arti- 
ficial respiration  was  continued  with  100  per  cent 
oxygen.  Respirations  returned  at  9:48  a.m.,  and 
the  patient  became  conscious.  The  heart  had 
stopped  beating  for  approximately  one  and  one- 
half  to  two  minutes. 

The  chest  was  closed  during  nitrous  oxide  and 
oxygen  anesthesia  using  a semiclosed  absorption 
circuit.  The  patient  was  extubated  at  10:25  a.m. 
and  started  talking. 

The  patient  made  an  uneventful  recovery  follow- 
ing his  cardiac  resuscitation,  and  on  June  16,  1950, 
he  had  a repair  of  his  right  inguinal  hernia  during 
local  anesthesia  with  1 per  cent  procaine. 

He  was  returned  to  the  operating  room  on  June 
28,  1950,  for  suprapubic  prostatectomy  which  was 
done  during  cyclopropane-ether-oxygen  anesthesia 
and  curare  used  for  relaxation.  Both  the  anesthesia 
and  the  operation  were  uneventful.  He  was  dis- 
charged in  good  condition  on  July  16,  1950. 

Comment:  The  episode  of  cardiac  arrest  was 

probably  the  result  of  an  accidental  high  spinal 
anesthesia. 

Case  21. — G.  D.  was  a two-months-old,  well- 
developed  and  well-nourished  white  male  who  had  a 
bilateral  hare  lip  and  cleft  palate. 

On  June  30,  1950,  the  patient  had  a recession  of 
the  premaxilla  with  vomer  section  during  an  un- 
eventful anesthesia  with  open  drop  and  pharyngeal 
insufflation  of  ether  and  oxygen. 

On  July  14,  1950,  the  patient  was  brought  to  the 
operating  room  for  a repair  of  the  bilateral  cleft  lip. 
No  premedication  was  given.  Anesthesia  was 
started  at  1:00  p.m.  at  which  time  the  pulse  was  180 
per  minute  and  the  respirations  90  per  minute. 
During  the  next  twenty-five  minutes  there  was  some 
irregularity  of  respiratory  rhythm  and  some  chin 
tug.  This  disappeared  on  deepening  the  anesthesia. 
The  operation  was  completed  uneventfully  at  2:30 
p.m.  Ether  was  discontinued  fifteen  minutes  be- 
fore the  end  of  operation,  but  the  insufflation  of 
oxygen  was  continued. 

The  pulse  and  respirations  at  the  close  of  operation 


were  208  and  40  per  minute,  respectively.  Within 
three  minutes  the  pulse  slowed  to  160  and  the  res- 
pirations to  24  per  minute.  Two  minutes  later  pulse 
and  respiration  were  respectively  118  and  10  per 
minute.  Then  suddenly  the  respirations  stopped, 
the  pulse  was  imperceptible,  and  the  patient  became 
cyanotic.  Mouth-to-mouth  insufflation  was  at- 
tempted with  no  effect.  An  oral  endotracheal  tube 
was  inserted  immediately  and  artificial  respiration 
with  100  per  cent  oxygen  instituted.  No  heart 
beat  was  heard  by  auscultation  of  the  chest.  Within 
three  to  five  minutes  after  the  pulse  disappeared, 
thoracotomy  was  performed,  and  the  heart  was 
found  in  standstill.  Cardiac  massage  was  instituted 
immediately  and  continued  for  one  to  two  minutes 
before  spontaneous  heart  beats  returned.  The  pulse 
returned  at  120  per  minute  shortly  after  the  heart 
resumed  beating,  but  the  respirations  did  not  return 
until  fifteen  minutes  later.  The  chest  was  closed; 
the  patient  was  extubated  and  returned  to  the  ward 
in  fair  condition. 

He  was  kept  in  a humidified  oxygen  tent  for  five 
days  following  operation.  A 60-cc.  blood  trans- 
fusion was  given  immediately  after  return  to  the 
ward.  The  patient  exhibited  a moderate  degree  of 
opisthotonos  for  four  days  following  operation. 
This  gradually  subsided,  and  by  the  eighth  post- 
operative day  he  appeared  to  behave  exactly  as 
any  other  child  of  his  age  and  size. 

The  patient  was  discharged  on  his  tenth  post- 
operative day  and  was  apparently  normal  in  every 
aspect. 

Comment:  The  cause  of  cardiac  arrest  is  difficult 
to  determine. 

Case  22. — M.  T.  was  a forty-eight-year-old, 
poorly  developed  and  emaciated  white  female  who 
was  admitted  to  the  hospital  because  of  progressive  i 
loss  of  weight,  abdominal  pain,  vomiting,  and 
diarrhea  of  four  months  duration.  Physical  exami-  '< 
nation  revealed  spasm  of  abdominal  muscles  and 
moderate  tenderness  in  both  lower  abdominal  quad- 
rants. The  blood  pressure  was  110/66.  Laboratory 
findings  were  hemoglobin  6.2  Gm.,  red  blood 
count  2,300,000,  hematocrit  24  per  cent,  and 
serum  chlorides  58.5  mg.  per  cent.  She  also  had  a 
hypercalcemia.  Abdominal  x-rays  were  suggestive 
of  a mass  in  the  pelvis  which  was  confirmed  by  < 
gynecologic  consultation  and  was  suggestive  of  an 
ovarian  carcinoma.  X-ray  of  the  chest  was  sug- 
gestive of  an  old  calcified  tuberculosis.  The  pa- 
tient’s anemia  was  corrected  with  four  500-cc.  blood 
transfusions,  and  she  was  brought  to  the  operating 
room  on  July  19,  1950,  to  have  a neck  exploration 
for  parathyroid  adenoma. 

Premedication  with  Demerol  0.050  Gm.  and  scopol- 
amine 0.0003  Gm.  was  given  subcutaneously  at 
6:30  a.m.  The  patient  was  coughing  when  she 
arrived  in  the  operating  room.  Induction  of  anes- 
thesia with  100  mg.  of  2.5  per  cent  Sodium  Pentothal 
was  started  at  7:50  a.m.  because  the  patient  was 
apprehensive.  Inhalation  anesthesia  was  then 
started  with  nitrous  oxide-oxygen,  one  minute  of 
cyclopropane,  and  then  slow  addition  of  ether  to  the 
mixture.  After  one  or  two  minutes  a moderately  ;* 
severe  laryngeal  spasm  developed,  and  3 mg.  of 
d-tubocurarine  chloride  were  administered  intra- 
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venously  in  an  attempt  to  overcome  the  spasm. 
Ether  was  stopped,  and  cyclopropane  and  oxygen 
were  administered  by  assisted  respiration  for  approxi- 
mately one  minute  and  ether  again  started  slowly. 
As  soon  as  the  laryngeal  spasm  relaxed,  the  mask  was 
removed  from  the  face  in  order  to  pass  an  endo- 
tracheal tube  at  8:10  a.m.  Approximately  1 ounce 
of  ether  had  been  used  in  a fifteen-minute  period. 
The  patient  at  this  point  was  slightly  cyanotic  and 
the  pulse  and  blood  pressure,  unobtainable.  Auscul- 
tation of  the  chest  revealed  no  heart  sounds.  An 
endotracheal  tube  was  inserted  and  artificial  res- 
piration with  100  per  cent  oxygen  started  while  the 
surgeon  did  a thoracotomy  and  instituted  cardiac 
massage.  The  heart  was  arrested  in  diastole. 
Approximately  one  minute  elapsed  between  cardiac 
arrest  and  the  institution  of  cardiac  massage. 
After  four  or  five  artificial  contractions  by  massage 
at  a rate  of  80  per  minute,  the  heart  started  beating 
slowly,  but  the  contractions  were  weak.  A blood 
transfusion  was  started,  and  50  mg.  of  procaine  were 
given  intravenously.  The  heart  rate  increased  from 
30  to  60  per  minute,  and  the  blood  pressure  rose  to 
the  preoperative  level  of  90/60. 

After  approximately  one  minute  of  normal  con- 
tractions the  heart  suddenly  stopped  again.  Further 
massage  for  a few  seconds  reinstituted  normal 
rhythm.  From  this  point  onward  the  patient  im- 
proved rapidly,  and  spontaneous  respirations  returned 

1 within  thirty  minutes.  The  chest  was  closed 
rapidly,  and  since  the  patient’s  condition  appeared 
satisfactory  (she  started  reacting  and  coughing), 
the  neck  was  explored  and  a nodule  removed  from 
behind  the  clavicle.  No  parathyroid  adenoma  was 
found. 

The  patient  was  awake  and  rational  at  the  end  of 
operation.  She  recovered  uneventfully  and  was  out 
of  bed  on  the  fifth  postoperative  day.  The  biopsy 
was  reported  as  a lymph  node.  The  hypercalcemia 
was  unexplained. 

On  August  4,  1950,  the  patient  was  again  taken 
to  the  operating  room  and  a complete  hysterec- 
tomy and  bilateral  salpingo-oophorectomy  were  per- 
formed during  cyclopropane-oxygen  anesthesia  for 
carcinoma  of  the  left  ovary.  Both  the  operation 
and  the  anesthesia  were  uneventful.  The  patient 
was  up  in  a chair  on  her  second  postoperative  day. 
The  serum  calcium  slowly  returned  to  normal,  and 
at  the  time  of  her  discharge  from  the  hospital  there 
were  no  evidences  of  any  neurologic  damage. 

Comment:  Cardiac  arrest  appears  to  have  been 
the  result  of  anoxia.  The  use  of  a multiplicity  of 
anesthetic  agents  made  for  extraordinary  difficulty 
in  the  interpretation  of  subsequent  events. 

Case  23. — B.  G.  was  a four-year-old,  well-de- 
veloped and  well-nourished  Negro  child  who  was 
admitted  to  the  hospital  for  re-evaluation  of  ure- 
terosigmoidostomy,  bilateral,  which  was  done  in 
March,  1949.  The  patient  had  complete  extrophy 
of  the  bladder,  bilateral  hydronephrosis,  and  hydro- 
ureter. 

The  patient  was  brought  to  the  operating  room 
on  July  25,  1950,  for  a left  uretero cutaneous  trans- 
plant. Premedication  with  Demerol  0.040  Gm.  and 
scopolamine  0.0002  Gm.  was  given  subcutaneously 


at  2:55  p.m.  Induction  of  anesthesia  was  accom- 
plished with  open  drop  ethyl  chloride  and  open  drop 
ether  and  maintenance  with  pharyngeal  insuffla- 
tion of  ether  and  oxygen.  The  operation  began  at 
4 : 30  p.m.  and  was  uneventful,  with  a blood  pressure 
of  95/70  and  a pulse  of  130  per  minute  until  5:18 
p.m.  (one  hour  and  fifteen  minutes  of  anesthesia), 
when  the  pulse  and  blood  pressure  suddenly  were 
unobtainable  and  respirations  ceased.  Cardiac 
arrest  was  apparent.  Endotracheal  intubation  was 
quickly  accomplished  and  artificial  respiration  with 
100  per  cent  oxygen  by  means  of  bag  compression 
carried  out.  Two  cubic  centimeters  of  1:1,000 
epinephrine  solution  were  injected  intravenously 
with  no  response.  Approximately  ten  minutes  were 
lost  in  confirming  the  diagnosis  before  thoracotomy 
and  cardiac  massage  were  instituted.  After  approxi- 
mately five  minutes  of  cardiac  massage  the  heart 
began  beating  at  a rate  which  was  too  rapid  to 
count  at  5:36  p.m.  The  chest  was  then  closed  and 
the  operation  discontinued.  A total  of  50  mg.  of 
procaine  was  administered  intravenously.  The  blood 
pressure  returned  to  94/68  at  6:45  p.m.  Respira- 
tions did  not  return  until  7:30  p.m.,  and  when  they 
did  return,  they  were  Cheyne-Stokes  in  character. 

Hyperthermia  ensued  and  the  rectal  temperature 
remained  between  103  to  105.6  F.  for  twelve  hours 
postoperatively  when  it  returned  to  100  F.  and  then 
gradually  rose  again  to  105  F.  just  before  death  at 
6:50  p.m.  on  July  26,  1950  (twenty-four  hours  post- 
operatively). 

Comment:  The  cardiac  arrest  was  probably  due 
to  an  overdose  of  ether.  There  was  too  much  loss 
of  time  in  instituting  cardiac  resuscitative  measures. 

Summary  and  Conclusions 

This  series  of  23  cases  of  cardiac  arrest  during 
the  four-year  period  from  January  1,  1947,  to 
December  31,  1950,  includes  all  instances  of  car- 
diac arrest  occurring  in  the  operating  room  with 
the  exception  of  two  cases,  anesthetized  with 
local  anesthesia,  which  were  terminal  at  the  time 
of  operation.  Also,  a separate  study  of  patients 
subjected  to  surgical  correction  for  congenital, 
cyanotic  heart  disease  is  in  preparation. 

In  this  group  no  single  anesthetic  agent,  tech- 
nic, or  operation  could  be  implicated  directly  as  a 
cause  of  cardiac  arrest.  Anesthesia  for  these  cases 
consisted  of  cyclopropane  as  the  primary  agent  in 
two  cases  and  as  the  secondary  agent  in  five  cases; 
Pentothal  Sodium  2.5  per  cent  was  the  primary 
agent  in  five  cases  and  the  secondary  agent  in 
five  cases;  ether  was  the  primary  agent  in  14 
cases;  epidural  was  used  for  one  case  but  resulted 
in  a high  spinal  anesthesia,  and  topical  anesthe- 
sia with  2 per  cent  Pontocaine  was  employed  in 
one  case. 

The  actual  causes  of  cardiac  arrest  have  been 
outlined  where  they  were  known.  In  general, 
those  factors  which  contribute  to  anoxia,  asphyxia, 
and  the  flooding  of  the  myocardial  or  cere- 
bral circulations  with  potent  anesthetic  agents  are 


1814 


HANKS  AND  PAPPER 


[N.  Y.  State  J.  M. 


TABLE  I. — Summary  of  Four  Years  Experience  with 
Cardiac  Arrest  During  Anesthesia  and  Operation 


Year 

Total 

General 

Anes- 

thesias 

Cardiac 

Arrests 

(Hearts 

Massaged) 

Inci- 

dence 

(Per 

Cent) 

Com- 

plete 

Re- 

covery 

Re- 

covered 

(Per 

Cent) 

1947 

9,904 

2 

0.02 

i 

50.0 

1948 

12,157 

6 

0.049 

i 

16.67 

1949 

13,654 

7 

0.051 

2 

28.57 

1950 

14,013 

8 

0.057 

6 

75.0 

largely  responsible  for  cardiac  arrest  regardless  of 
the  anesthetic  agent  or  operative  procedure. 

Table  I reveals  some  interesting  data.  The 
incidence  of  cardiac  arrest  has  increased  slightly 
in  recent  years.  More  important,  however,  has 
been  the  marked  increase  in  the  recovery  rate 
which  is  due  to  significant  advances  in  therapy. 
Six  of  the  last  eight  cases  were  resuscitated 
successfully  in  that  no  postanesthetic  sequelae 
occurred. 

It  is  worthy  of  note  that  there  were  no  post- 
operative pulmonary  complications.  Antibi- 
otics .and  the  acceptable  principles  of  underwater 
seal  with  complete  pulmonary  inflation  after 
closure  are  the  safety  factors  in  minimizing  post- 
operative complications. 
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Discussion 

Vincent  J.  Collins,  M.D.,  New  York  City. — 
Dr.  Hanks  has  succinctly  reviewed  for  us  the  eti- 
ology, diagnosis,  and  treatment  of  cardiac  collapse, 
particularly  as  it  occurs  in  the  operating  room. 
The  statistics  for  1950  I believe  are  significant.  A 
recovery  of  75  per  cent  indicates  that  with  proper 
direction  this  problem  is  definitely  soluble,  and  all 
clinics  should  profit  by  the  experience  of  the  group 
at  Columbia  gained  via  a total  of  23  cases. 

At  St.  Vincent’s  Hospital  we  have  had  a total  of 
six  cases  in  three  years.  Four  cases  were  complete 
failures  in-so-far  as  treatment  was  concerned;  one 
was  partially  successful,  but  the  patient  succumbed 
two  hours  later  to  cardiac  tamponade  due  to  myo- 
cardial trauma  produced  by  the  massage.  As  a 
result  of  this  case  I believe  that  it  is  wise  to  nick 


the  pericardium  and  examine  the  fluid  content. 
Our  last  case  was  successful.  The  failures  occurred 
in  cases  of  bacterial  endocarditis  with  herniation  of 
vegetations  into  mitral  orifice,  prolonged  intratho- 
racic  surgery  with  shock  and  hypoxia,  and  pulmonary 
cyst  in  a two-month-old  debilitated  girl  after  three 
and  one-half  hours  of  surgery;  the  fourth  failure 
occurred  in  a patient  undergoing  gastrectomy  during 
cyclopropane-ether  anesthesia  while  the  stomach  was 
being  mobilized;  presumably  the  initiating  factor 
here  was  a vagovagal  reflex.  As  in  the  Columbia 
series  no  single  anesthetic  agent  or  technic  could  be 
incriminated.  The  arrests  occurred  with  ether, 
cyclopropane,  and  Pentothal.  The  incidence  of 
cardiac  arrest  is  somewhat  similar  and  approximates 
one  in  2,500  cases.  I should  like  to  emphasize  certain 
aspects  of  treatment  bearing  on  prognosis. 

1.  Promptness  in  diagnosis  and  in  instituting 
effective  therapy  is  essential.  One  should  not  wait 
for  electrocardiographs.  Whenever  there  is  an 
absence  of  a palpable  pulse  or  no  measurable  blood 
pressure,  one  must  assume  that  effective  cardiac  ac- 
tion has  ceased.  Once  cardiac  action  ceases,  the 
excitability  of  the  muscle  follows  a curve  of  survival 
during  which  function  may  be  restored.  Thus,  for 
the  first  four  minutes  irritability  increases  to  a peak. 
Thereafter  it  decreases  and  at  eight  minutes  falls 
below  normal.  Restorative  procedures  must  be 
instituted  in  the  first  four  minutes.  It  is  necessary 
to  appoint  a timekeeper  as  soon  as  diagnosis  of  a 
catastrophe  is  made. 

2.  Restoration  of  tissue  oxygenation  must  be 

started.  This  encompasses  two  procedures:  (a) 

artificial  respiration  by  manual  and  (6)  artificial 
circulation  by  manual  massage. 

3.  Re-establishment  of  spontaneous  cardiac 
action  depends  on  proper  differential  diagnosis. 
This  is  imperative.  For  cardiac  asystole,  epineph- 
rine in  dilute  solution  is  indicated.  For  ventric- 
ular fibrillation,  a cardiac  sedative  plus  electric- 
shock  of  the  serial  type  is  indicated.  As  regards 
cardiac  sedatives,  we  feel  that  intravenous  quini- 
dine  gluconate  is  superior  to  procaine  amide. 

If  all  measures  are  properly  undertaken  several 
types  of  results  may  be  obtained : complete  recovery, 
delayed  recovery  of  cerebral  function,  impaired 
cerebral  function,  recovery  of  spontaneous  cardiac 
action  without  respiratory  action,  temporary  re- 
covery of  cardiac  action  with  eventual  death,  and 
no  recovery. 

Failures  may  be  explained  as  follows:  hypoxia 
or  carbon  dioxide  excess,  too  prolonged — these 
conditions  prevent  restoration  of  a coordinated 
heart  beat;  excess  epinephrine;  excess  procaine;  and 
intrinsic  heart  disease. 

I believe  that,  with  the  wide  publicity  cardiac  1 
resuscitation  and  specifically  massage  is  gaining  in 
medical  and  even  lay  circles,  operating  room  deaths  < 
will  become  relics.  It  is  interesting,  too,  that  lay 
people  are  aware  of  this  therapeutic  measure,  and  in 
recent  months  a surgeon  was  questioned  by  a rela- 
tive as  to  why  he  had  not  instituted  heart  massage,  i- 
It  therefore  behooves  every  anesthesiologist  to  see  | 
that,  his  institution  has  a procedural  outline  for  the  ( I 
treatment  of  cardiac  arrest  and  that  the  particular 
plan  of  action  is  brought  to  the  attention  of  all. 
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ANESTHESIA  practice  in  a large,  almost  to- 
tally private  institution  is  fraught  with  sev- 
eral noncompatible  features  to  the  purely 
physiologic  anesthesiologist:  the  whims  of  the 
surgeon,  the  desires  of  the  patients  to  be  asleep 
before  the  application  of  the  face  piece,  and  the 
intent  of  the  anesthesiologist  to  follow  physio- 
logic precepts.  In  order  to  satisfy  the  three 
participants  concerned  with  the  operative  proce- 
dure, an  intravenous  agent  was  used  for  induc- 
tion followed  by  the  administration  of  a hydro- 
carbon by  the  semiclosed  system  with  carbon 
dioxide  absorption.  To  satisfy  these  require- 
ments pentobarbital  sodium,  5 per  cent  solution 
(Nembutal  Sodium  Intravenous* *),  was  injected 
according  to  the  technic  described  below.  The 
inhalation  agent  used  in  this  study  was  ethylene. 

A review  of  the  pharmacology  of  pentobarbital 
sodium  is  beyond  the  scope  of  this  paper.  The 
use  of  pentobarbital  sodium  as  a preoperative 
and  preanesthetic  medicant  to  allay  apprehen- 
sion and  to  produce  adequate  basal  conditions 
has  been  recommended  by  many  including 
Lundy.1  Cullen  recommended  its  use  h)'  the  in- 
travenous route  to  produce  hypnosis  and  in  com- 
bination with  curare  to  facilitate  intubation.2  It 
has  been  proposed  admixed  with  Pentothal  So- 
dium to  potentiate  the  effects  of  the  latter. 
Because  hypnotic  doses  may  profoundly  affect 
respiratory  pattern  and  cardiac  output,  its  intra- 
venous use  is  cautioned  against  unless  the  ad- 
ministration is  judiciously  controlled.  Since 
pentobarbital  sodium  has  a duration  of  action 
which  is  longer  than  its  corresponding  thiobarbi- 
turate,  any  respiratory  depression  that  results 
from  its  indiscriminate  use  may  be  more  dele- 
terious. Gruber,  as  quoted  by  Adriani,  noted 
that  hiccoughing,  coughing,  and  laryngeal  spasm 
were  less  severe  under  narcosis  produced  by  the 
barbiturates  than  by  the  thiobarbit urates. 

Although  the  anesthetic  hydrocarbon,  ethyl- 
ene, was  discovered  by  Becher  in  1669  and  was 
first  prepared  by  Ingenhauss  in  1779,  its  anes- 
thetic properties  were  not  fully  described  until 
1923  when  Luckhardt  and  Carter  and  Brown  and 
Henderson,  working  independently,  reported  on 
its  pharmacologic  activity.  In  the  intervening 
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this  study  was  generously  supplied  by  the  Abbott  Labora- 
tories. 


years  Guthrie  and  Woodhouse  and  Livingstone 
have  reported  on  a total  of  53,000  administra- 
tions. Ethylene  is  a colorless  gas  lighter  than  air 
and  explosive  in  anesthetic  concentration.  When 
freshly  prepared,  it  has  an  ethereal,  rather  pleas- 
ant smell.  Commercial  preparations,  however, 
usually  have  a garlicky  odor.  It  possesses  many 
properties  which  are  desirable  in  an  anesthetic 
agent.  It  is  nontoxic,  undergoing  no  alteration 
or  combination  in  the  body,  thereby  imposing  no 
burden  of  detoxification  or  elimination.  It  is  not 
irritating  to  the  mucous  membranes  of  the  res- 
piratory tract  and  unless  hypoxia  is  present  has 
no  untoward  effects  on  any  of  the  vital  systems. 
It  produces  no  effects  on  either  the  sympathetic 
or  the  parasympathetic  components  of  the  auto- 
nomic nervous  system.  It  is  a highly  diffusible 
gas,  and  this  property  facilitates  induction  and 
emergence.  It  is  a relatively  impotent  anes- 
thetic agent  and  is  incapable  of  producing  ade- 
quate relaxation  without  sacrificing  proper  oxy- 
genation. Ethylene  is  the  only  hydrocarbon  ac- 
cording to  Carr,  Krantz  et  al.  that  does  not  sensi- 
tize the  myocardium  to  epinephrine.3  However 
Kurtz,  Bennett,  and  Shapiro  noted  cardiac  irreg- 
ularities in  eight  out  of  11  patients  to  whom 
ethylene  was  administered.4 

Material 

This  report  covers  490  cases.  The  ages  range 
from  twelve  to  seventy-three  years,  the  vast  ma- 
jority falling  in  the  twenty-  to  forty-year  age 
group.  The  fundamental  precepts  of  good  pre- 
medication were  adhered  to.  Morphine  sulfate 
and  atropine  or  scopolamine  in  the  ratio  of  25:1 
were  administered  one  hour  preoperatively. 
Dosage  was  determined  according  to  age,  physi- 
cal status,  weight,  and  metabolic  rate.  When  it 
was  felt  that  there  existed  a definite  contraindica- 
tion to  the  use  of  opiates,  Meperidine  was  sub- 
stituted in  doses  ranging  from  25  to  75  mg.  Pre- 
medication was  considered  satisfactory  in  over 
90  per  cent  of  the  cases.  Our  criteria  of  satisfac- 
tory premedication  are  the  following:  (1)  that  the 
patient  be  completely  at  ease,  (2)  that  car- 
diovascular and  respiratory  depression  be  mini- 
mal, and  (3)  that  the  psyche  not  be  unduly  de- 
pressed or  obtunded. 

Procedure 

Induction  of  anesthesia  was  preceded  by  the 
administration  of  pentobarbital  sodium  in  5 per 
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cent  solution  intravenously.  The  technic  is  as 
follows:  While  conversing  with  the  patient  in  an 
attempt  to  establish  rapport  and  to  evaluate  the 
effects  of  the  premedicant,  the  agent  is  adminis- 
tered at  a rate  not  faster  than  50  mg.  (1  cc).  per 
minute.  Early  in  the  series  an  interval  of  two 
minutes  was  employed,  but  this  was  found  to  be 
too  long  in  the  vast  majority  of  the  cases.  The 
slow,  deliberate,  intermittent  technic  of  adminis- 
tration cannot  be  overemphasized.  The  end- 
point used  was  regarded  as  reached  when  lethargy 
and  slurring  of  speech  occurred.  If  this  point  is 
exceeded,  marked  respiratory  depression  ensues. 

The  face  piece  is  then  applied  and  an  8-L.  flow 
of  ethylene-oxygen  in  a ratio  of  3: 1 is  begun.  As 
mentioned  previously,  a semiclosed  system  with 
carbon  dioxide  absorption  is  employed.  During 
the  first  twenty  minutes  the  contents  of  the 
breathing  bag  are  frequently  emptied.  Slight 
positive  pressure  on  expiration  may  be  employed 
if  desired. 

The  smallest  initial  dose  of  pentobarbital 
sodium  was  50  mg.,  the  largest  400  mg.  Dosage 
could  not  be  correlated  with  either  weight  or  age. 
It  seemed  to  us  that  the  most  important  factor 
affecting  the  dose  was  the  metabolic  activity  of 
the  patient.  Those  patients  with  higher  basal 
metabolic  rates  required  larger  doses.  When  sur- 
gical intervention  continued  for  more  than  one 
hour,  supplemental  doses  were  necessary.  These 
ranged  from  25  to  100  mg.  The  duration  of 
anesthesia  varied  from  thirty-five  minutes  to 
four  hours  forty  minutes.  The  average  time  was 
one  hour  twenty  minutes. 

Of  the  490  cases  analyzed  for  this  report,  453 
were  managed  as  outlined.  The  remaining  47 
required  supplementation  with  other  agents  such 
as  cyclopropane  or  ether  during  some  phase  of 
the  operative  period.  Thus  10  per  cent  of  the  ad- 
ministrations may  be  classified  as  failures.  The 
reason  for  the  failures  is  not  quite  clear  to  us. 

The  cases  are  categorized  according  to  the  sur- 
gery performed.  One  hundred  eighty-eight  cases 
were  operated  upon  for  diseases  of  the  thyroid 
gland,  of  which  44  were  toxic  goiters  and  five  had 
substernal  extension  of  the  gland.  The  toxic 
group  had  admission  basal  metabolic  rates  rang- 
ing from  plus  14  to  plus  69  and  immediate  pre- 
operative basal  metabolic  rate  of  plus  4 to  plus  41. 
Most  of  the  toxic  group  had  been  well-controlled 
before  surgery.  Some  had,  however,  broken 
through  medical  preparation.  Surgery  for  the 
remaining  302  cases  consisted  of  hemorrhoidecto- 
mies, excision  of  superficial  glands  and  masses, 
curettements,  vaginoplasties,  simple  and  radical 
mastectomies  with  axillary  node  dissection,  and 
plastic  surgical  procedures,  many  requiring  der- 
matome grafts.  All  patients  were  classified  pre- 
operatively  according  to  physical  status  one  to 


seven.  Over  60  per  cent  were  in  category  one, 
25  per  cent  in  category  two,  and  7 per  cent  in 
category  three.  The  remaining  cases  were  classi- 
fied as  status  five. 

The  airway  was  established  and  maintained 
when  necessary,  either  by  an  oropharyngeal  air- 
way or  a nasopharyngeal  tube  except  in  the  five 
mentioned  cases  of  substernal  extension  of  the 
thyroid  gland.  In  these  cases  endotracheal  intu- 
bation was  performed  employing  d-tubo-curarine 
hydrochloride  intravenously  to  facilitate  the 
procedure. 

One  of  the  strict  premises  established  at  the  be- 
ginning of  the  series  was  the  maintenance  of  at 
least  a 25  per  cent  concentration  of  oxygen  in  the 
anesthetic  mixture  with  a minimum  total  flow  of 
at  least  6 L.  per  minute  and  a usual  flow  of  8 L. 
per  minute.  Oximeter  and  arterial  blood  samples 
were  not  done.  Gas  samples  from  the  breathing 
bag  were  analyzed  using  the  copper  mesh- 
ammonium  chloride  technic  for  the  determina- 
tion of  oxygen  percentages.  These  varied  from 
23  to  28  per  cent. 

Complications 

Complications  during  anesthesia  were  minimal. 
The  most  frequent  was  laryngeal  stridor.  This 
occurred  most  frequently  during  surgery  for 
lesions  in  the  neck,  especially  when  the  thyroid 
gland  was  delivered  and  traction  exerted  on  sur- 
rounding structures.  It  could  be  minimized  if 
surgical  manipulation  was  gentle  and  could  be 
relieved  if  positive  pressure  of  5 mm.  Hg  was 
used.  Coughing  also  resulted  when  the  trachea 
was  manipulated  or  palpated  and  subsided  if  the 
surgery  was  temporarily  suspended. 

A rather  frequent  observation  was  a rise  in 
systolic  blood  pressure  of  20  to  30  mm.  Hg 
shortly  after  the  onset  of  surgei-y.  This,  at  first, 
was  believed  to  be  a manifestation  of  mild 
hypoxia.  However,  analysis  of  the  breathing 
bag  gases  showed  oxygen  concentrations  of  23 
per  cent  or  more.  The  maintenance  of  adequate 
tidal  exchange  and  minute  volume  and  the  ab- 
sence of  cyanosis  suggested  some  other  factor. 
It  is  contended  or  presumed  that  this  rise  in 
blood  pressure  is  associated  with  pain  stimuli 
that  were  not  adequately  obtunded.  Another 
possibility  to  entertain  is  that  the  rise  in  systolic 
pressure  is  due  to  sympathetic  stimulation  which 
frequently  occurs  in  light  planes  of  surgical  anes- 
thesia. As  surgery  proceeded,  there  was  a 
gradual  fall  in  systolic  level  until  it  reached  its 
preanesthetic  level.  In  five  cases  of  toxic  goiter 
there  was  a marked  rise  in  systolic  pressure. 
Whereas  tissue  hypoxia  could  not  be  categori- 
cally dismissed  as  an  etiologic  factor  in  each  in- 
stance, the  rise  followed  the  intravenous  admin- 
istration of  ergotamine  tartrate  in  doses  of  0.25 
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to  0.50  mg.  This  drug  was  used  in  an  effort  to 
lower  cardiac  rate.  We  prefer  to  indict  this  drug, 
for  neither  changing  the  agent  nor  changing  the 
technic  would  affect  the  course  of  the  hyperten- 
sion. Unless  cardiac  irregularities  were  a pre- 
operative finding,  none  were  observed  by  palpa- 
tion of  the  peripheral  pulse.  Electrocardio- 
grams to  rule  out  the  presence  of  cardiac  irregu- 
larities definitely  were  not  performed. 

The  453  cases  being  reported  were  analyzed 
for  postoperative  complications.  Eighty-eight 
per  cent  of  the  cases  reacted  at  the  termination  of 
anesthesia.  Reaction  is  defined  as  the  return  of 
pharyngeal  and  laryngeal  reflexes  along  with  re- 
turn of  sensorium  to  the  point  that  the  patient 
would  recognize  his  or  her  name.  Twelve  per 
cent  did  not  react  in  the  operating  room.  Re- 
flexes in  this  group  returned  within  fifteen  to 
forty  minutes.  These  were  among  our  early 
cases  and  were  due  to  pentobarbital  sodium  over- 
dose. One  of  these  cases  received  a respiratory 
stimulant  and  oxygen.  Thirty-three  per  cent  of 
the  cases  that  responded  immediately  were 
drowsy  and  slept  quietly  for  periods  ranging 
from  fifteen  minutes  to  four  hours,  averaging 
thirty-nine  minutes.  All  could  be  easily  aroused, 
would  respond  to  questioning,  and  resume  their 
quiet  sleep.  Fourteen  per  cent  had  moderate  to 
severe  restlessness.  This  was  associated  with  the 
onset  of  pain  and  was  relieved  by  analgesics.  No 
cases  of  true  delirium  were  observed. 

Vomiting  and  retching  were  not  infrequent  at 
the  conclusion  of  the  procedure.  Eleven  per  cent 
vomited  once  after  return  to  the  ward,  3 per  cent 
two  or  more  times.  Sixteen  per  cent  complained 
of  nausea  unassociated  with  vomiting.  This 
group  retained  nourishment  within  four  hours  of 
completion  of  surgery.  It  is  interesting  to  note 
that  40  per  cent  of  the  cases  vomited  six  hours  or 
more  after  the  termination  of  surgery.  On  close 
scrutiny  of  the  nurses’  records  it  was  observed 
that  the  emesis  was  related  to  the  administration 
of  an  opiate.  Discontinuance  or  substitution  of 
the  narcotic  relieved  the  emesis  in  the  group. 
The  recorrected  percentage  for  the  series  is  8 per 
cent. 

Three  serious  complications  occurred.  One 
consisted  of  a purulent  tracheobronchitis  in  a 
patient  with  thyrotoxic  adenoma  and  a compli- 
cating postoperative  thyroid  storm.  Treatment 
consisted  of  oxygen  by  tent  and  catheter  technic, 
tracheobronchial  suction,  and  antibiotics.  Re- 
covery was  complete.  Two  cases  of  coronary 
occlusion  occurred  postoperatively.  Both  fol- 
lowed subtotal  thyroidectomy  for  diffuse  toxic 
goiter.  One  presented  the  typical  findings  of 
myocardial  infarction  four  hours  postoperatively. 
The  other  died  suddenly  twenty-four  hours  post- 
thyroidectomy while  eating  breakfast.  Inas- 


much as  both  patients  had  received  ergotamine 
tartrate  during  and  after  surgery,  it  is  postulated 
that  it  may  have  contributed  to  this  complication. 

Comment 

No  anesthetic  agent  can  claim  that  it  satisfies 
all  of  the  criteria  necessary  for  perfection.  Each 
has  its  advantages  and  disadvantages.  Sagacity 
in  selection  of  agent  and  perfection  in  technic 
may  minimize  many  of  the  disadvantages.  More- 
over, a combination  of  two  or  more  agents,  each 
being  used  according  to  its  individual  merit,  will 
further  decrease  the  predisposition  to  deleterious 
manifestations.  Lundy  has  termed  this  “balanced 
anesthesia.”6  Recent  advances  in  the  past  few 
years  have  certainly  proved  the  wisdom  of  his  con- 
victions. 

Why  the  combination  of  the  agents  used  in  our 
series?  Many  will  advise  of  the  major  disadvan- 
tages that  each  by  itself  presents.  These  we  can- 
not deny.  The  combination  of  intravenous  pen- 
tobarbital sodium  and  ethylene  by  inhalation, 
when  administered  according  to  the  described 
technic,  utilizes  the  advantages  of  each  and  elimi- 
nates the  shortcomings  of  either  one  when  used 
alone. 

One  of  the  authors  (S.G.)  first  utilized  the  com- 
bination in  an  effort  to  find  a technic  with  fewer 
contraindications  for  the  anesthetic  management 
of  the  patient  presenting  signs  of  hyperthyroid- 
ism. The  advent  of  chemical  agents  to  control 
thyroid  activity  and  lower  basal  metabolic  rate 
permits  a wider  selection  of  anesthetic  agents  and 
technics.  Nevertheless,  we  believe  that  none 
offers  the  security  and  safety  of  this  combination. 

Time  does  not  permit  the  description  of  the 
methods  used  for  the  evaluation  of  the  patient 
with  hyperthyroidism.  Needless  to  say,  they  are 
usually  extremely  apprehensive  and  show  an  in- 
creased susceptibility  to  epinephrine.  In  animals 
the  threshold  dose  of  epinephrine  for  cardiac 
acceleration  is  reduced  by  the  administration  of 
thyroid  hormone.  This  is  true  whether  the 
epinephrine  be  of  endogenous  or  exogenous  origin. 
The  exogenous  can  be  easily  eliminated.  The  en- 
dogenous epinephrine,  enhanced  by  fear,  anxiety, 
inadequate  premedication,  hypoxia,  and  excite- 
ment, must  be  prevented.  Overutilization  hypoxia 
is  undeniably  present  in  this  class  of  patients. 
Consequently,  any  agent  or  combination  of 
agents  selected  must  not  aggravate  the  tendency 
toward  cardiac  irritability  that  increased  circu- 
lating epinephrine  produces.  Ethylene  is  unique 
in  that  it  is  the  only  hydrocarbon  which  fails  to 
sensitize  the  myocardium  to  the  action  of  epineph- 
rine.3 Goodman  and  Gillman  state  “barbi- 
turates as  a class,  when  used  intravenously,  do 
not  appear  to  be  directly  toxic  to  the  myocardium 
or  seriously  to  alter  cardiac  rhythm  or  conduc- 
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tion.”6  Robbins  et  al.  have  conclusively  shown 
that  barbiturates  afford  some  degree  of  protec- 
tion against  arrhythmias  induced  by  cyclopro- 
pane-epinephrine . 7 

Overdosage  of  pentobarbital  sodium,  on  the 
other  hand,  may  mask  the  signs  of  impending 
catastrophe  brought  on  by  unrecognized  hypoxia.8 
Slow,  intermittent,  and  well-controlled  adminis- 
tration eliminates  the  dangers  and  hazards  of 
over dosage. 

Advantages  and  Disadvantages 

The  advantages  of  using  the  combination  of 
intravenous  pentobarbital  sodium  and  ethylene 
by  inhalation,  when  administered  according  to 
the  described  technic,  are  as  follows: 

1.  The  semiclosed  system  with  carbon  di- 
oxide absorption  decreases  the  incidence  of 
bleeding  during  surgical  intervention. 

2.  Serious  cardiac  irregularities  are  absent. 

3.  There  are  smooth  induction  and  ease  of 
maintenance. 

4.  The  effect  on  blood  pressure,  pulse,  and 
respiration  is  minimal  if  overdosage  and 
asphyxia  are  avoided. 

5.  Adequate  concentrations  of  oxygen  are 
maintained  in  the  inhaled  mixtures. 

6.  There  is  a pleasant,  rapid  emergence 
with  low  incidence  of  nausea  and  vomiting. 

7.  The  incidence  of  laryngospasm,  cough- 
ing, and  hiccoughing  is  low. 

9.  Since  the  agents  employed  have  little  or 
no  effect  on  cardiac  rate,  an  increase  in  pulse 
during  surgery  is  indicative. 

9.  There  is  no  tendency  toward  heat  re- 
tention. 

The  disadvantages  of  the  procedure  are  as 
follows : 

1.  Ethylene-oxygen  in  the  concentration 
utilized  is  explosive. 

2.  Rare  instances  of  localized  phlebitis  at 
the  site  of  injection  have  occurred. 

3.  Overdosage  results  in  asphyxia  with 
concomitant  respiratory  depression. 

Summary  and  Conclusion 

A clinical  review  of  the  management  of  490 
cases  using  intravenous  pentobarbital  sodium- 
ethylene  is  presented.  Approximately  40  per 
cent  of  these  cases  consisted  of  surgery  on  the 
thyroid  gland  including  toxic  and  nontoxic 
goiters.  The  additional  cases  covered  the  types  of 
surgery  in  which  muscular  relaxation  was  not 
adamant.  The  importance  of  the  rate  of  admin- 
istration of  intravenous  pentobarbital  sodium  is 
stressed.  The  advantages  and  disadvantages  of 
the  technic  are  discussed.  Comparison  with 


other  technics  of  anesthetic  management  is 
considered. 

The  impetus  for  this  study  was  Dr.  Milton  C.  Peterson, 
our  former  chief  and  teacher.  For  his  advice  and  guidance 
we  are  grateful. 
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Discussion 

Richard  N.  Terry,  M.D.,  Buffalo. — It  is  reassuring 
to  find  that  colleagues,  through  dissatisfaction  with 
methods  which  most  of  us  feel  are  quite  satisfactory, 
embark  on  a new  technic  and  come  up  with  sub- 
stantial evidence  of  a better  method  of  anesthetic 
management  of  a specific  group  of  patients. 

The  authors’  results,  notwithstanding  reverses  to 
be  expected  in  pioneering  a new  technic,  are  com- 
mendable in  several  respects:  A record  of  88  per 
cent  of  patients  reacting  while  still  in  the  operating 
suite  is  an  enviable  one  with  whatever  agents  one 
might  employ  for  general  anesthesia.  Further,  the 
smooth  induction  of  pentobarbital,  its  minimizing 
of  glottic  and  rhythmic  cardiac  disturbances,  and 
placid  recovery  are  gratifying;  the  rapid  and  com- 
plete recovery  described  by  the  authors  comes  as 
a most  pleasant  surprise. 

It  is  well  that  the  authors  caution  against  rapid 
administration  of  pentobarbital.  For  the  un- 
initiated, the  usefulness  of  this  technic  hinges  pri- 
marily on  this  critical  feature. 

The  frequent  observation  of  moderate  degrees  of 
hypertension,  which  the  authors  mentioned  as 
troubling  them,  is  one,  I am  sure,  with  which  most 
of  us  will  sympathize,  for  it  seems  not  to  be  limited 
to  their  aforementioned  technic.  All  too  often,  the 
anesthesiologist,  observing  moderate  hypertension, 
finds  no  satisfying  answer  after  considering  the 
gamut  of  rational  possibilities.  Dr.  Hartman’s  ex- 
perience with  his  oximeter  leads  him  to  believe  that 
the  anesthetist  is  incapable  of  appreciating  mild 
degrees  of  hypoxia;  carbon  dioxide  retention  ad- 
mittedly occurs  despite  our  best  intended  efforts, 
attributable  usually  to  concentration  on  more  vital 
tasks.  In  the  authors’  series,  however,  one  might 
agree  more  truthfully  than  charitably  that  their 
observed  hypertensions  were  most  apt  to  be  ac- 
countable to  stimulation  passing  the  anesthetic 
barrier. 

One  point  on  which  clarification  might  be  hoped 
for  is  the  rationale  of  ergotaminc  for  control  of 
tachycardia.  Our  pharmacologic  references  raise  j 
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some  doubts,  as  well  as  some  fears,  on  this  use  of  an 
ergot  preparation.  First,  an  increase  in  pulse  rate 
is  apt  to  follow  intravenous  injection,  rather  than 
the  decrease  to  be  hoped  for.  Second,  a deleterious 
effect  on  vessel  walls  is  an  inherent  effect  of  ergot 
preparations,  which  initially  produce  hypertension 
via  peripheral  vasospasm.  The  irritation  set  up  may 
be  followed  by  formation  of  mural  thrombi  of  con- 
siderable consequence  to  the  arteriosclerotic  or 
hyperthyroid  patient.  VanStrauch’s  review  of  the 


literature  on  ergotamine  therapy  of  migraine  in 
1937  revealed  11  of  42  serious  accidents  with  the 
drug  to  have  occurred  in  hyperthyroid  patients, 
which  disease  is  particularly  considered  in  this 
paper. 

It  has  been  most  enlightening  to  hear  the 
authors’  experiences  with  intravenous  pentobarbital- 
ethylene  anesthesia;  we  can  look  forward  to  a 
gratifying  experience  as  this  technic  is  further 
developed. 


EXPERIENCES  WITH  INTRAVENOUS  GELATIN 

Robert  G.  Hicks,  M.D.,  and  Vincent  J.  Collins,  M.D.,  New  York  City 
( From  the  Department  of  Anesthesiology,  St.  Vincent's  Hospital) 


IN  1915  Hogan  first  reported  on  the  use  of 
intravenous  colloidal  solutions  (gelatin)  in 
shock.1  Investigation  of  gelatin  then  lapsed  until 
World  War  II,  when  the  treatment  of  hemor- 
rhagic shock  and  the  search  for  plasma  substitutes 
or  blood  volume  extenders  became  of  paramount 
interest.  Since  that  time  work  has  gone  steadily 
ahead  to  provide  a uniformly  purified  and  effec- 
tive gelatin  solution  for  the  restoration  of  the 
circulation  and  blood  pressure  by  replacement  of 
lost  blood  volume. 

The  gelatin  used  in  this  clinical  series  was  6 per 
cent  solution  supplied  in  500  cc.  containers  simi- 
lar to  that  used  for  plasma.* *  It  is  produced  from 
a refined  collagen  prepared  from  beef  bone.  It  is  a 
pyrogen  free  solution  which  has  been  partially 
hydrolyzed  by  autoclaving  for  twenty  minutes  at 
15  pounds  steam  pressure.  At  ordinary  room 
temperatures  the  colloid  is  a gel.  At  tempera- 
tures above  85 F.  it  melts  and  remains  as  a slightly 
viscous  fluid.  To  prepare  the  gelatin  for  use  it  is 
immersed  in  hot  water  until  fluid  (ten  to  twenty 
minutes).  No  preservative  is  required. 

Physiochemical  Properties 

Gelatin  and  degraded  gelatin  solutions  have  a 
variation  in  molecular  size  over  a wide  range.2 
In  contrast,  plasma  protein  molecules  are  of 
fairly  uniform  size  and  symmetric  shape.  The 
gelatin  molecule  is  approximately  18  Angstrom 
units  in  diameter,  while  that  of  plasma  proteins 
is  about  36  Angstrom  units.  Gelatin  molecules 
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are  linear  polypeptide  chains  which  are  loosely 
coiled.  Because  of  this  shape,  there  is  very  little 
leakage  of  the  molecules  from  the  blood  stream 
even  in  the  presence  of  damaged  capillaries.  Part 
of  the  viscosity  of  gelatin  is  also  related  to  the 
coiled  shape.  The  number  of  very  small  par- 
ticles accounts  for  a considerable  portion  of  the 
oncotic  pressure.  These  smaller  molecules  are 
rapidly  lost  from  the  blood  stream  through  the 
kidneys.  They  appear  in  the  urine  in  approxi- 
mately eight  hours  and  are  almost  completely 
eliminated  in  twenty-four  hours.  Degradation 
of  larger  gelatin  molecules  by  autoclaving  in- 
creases the  number  of  such  small  particles. 
Larger  molecules  remain  in  the  blood  stream  for 
as  long  as  seventy-two  hours.  These  are  gradu- 
ally broken  down,  and  the  breakdown  particles 
are  rapidly  eliminated.  In  contrast,  plasma  is 
lost  from  the  blood  stream  in  five  to  eight  hours 
after  administration.3 

The  pH  and  salt  content  are  within  the  physio- 
logic range.  Undesirable  inorganic  ions  have  been 
mostly  removed.  The  6 per  cent  gelatin  solution 
is  hyperosmotic. 

Physiologic  Effects 

Infused  gelatin  produces  a hemodilution  indi- 
cating the  drawing  of  extravascular  fluid  into  the 
circulatory  system.  There  is  a resulting  fall  in 
hemoglobin,  hematocrit,  and  serum  protein  values 
during  this  period  of  hemodilution.  The  in- 
creased blood  volume  reaches  a maximum  three 
to  four  hours  following  injection.4  This  is 
paralleled  by  an  increase  in  cardiac  output  and 
an  increased  renal  flow.  Cardiac  output  returns 
to  normal  in  twenty-four  hours,  at  which  time 
about  50  per  cent  of  the  gelatin  remains  in  the 
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blood  stream  and  has  all  but  disappeared  in 
forty-eight  to  seventy-two  hours.  No  adverse 
changes  in  renal  or  hepatic  function  have  been 
noted.6  However,  an  increased  sedimentation 
rate  occurs  and  is  due  to  erythrocyte  pseudo- 
agglutination. This  may  interfere  with  blood 
subsequently  drawn  for  typing  and  cross  match- 
ing. By  the  addition  of  a solution  containing  1 
per  cent  glycine,  1 per  cent  sodium  citrate,  and 
0.9  per  cent  sodium  chloride  to  the  cell  suspension 
this  rouleaux  formation  may  be  completely  elimi- 
nated.6 

In  the  present  series  gelatin  was  employed  as  a 
blood  volume  extender  during  anesthesia  and 
surgery  when  severe  hemorrhagic  shock  was  en- 
countered. Usually  whole  blood  was  not  immedi- 
ately available  for  these  patients,  and  a volume 
substitute  was  indicated.  The  physical  proper- 
ties and  laboratory  studies  indicated  gelatin  to 
be  a satisfactory  blood  volume  substitute.  It  is 
likewise  inexpensive,  easily  stored,  and  nontoxic. 
For  these  reasons  it  was  chosen  for  clinical  use. 

Case  Reports 

Case  1. — A fifty-one-year-old  male  suffered  two 
severe  hemorrhages  from  a lacerated  jugular  vein. 
He  received  1,000  cc.  of  blood  without  marked  effect. 
While  more  blood  was  being  cross  matched,  1 unit 
of  gelatin  was  administered.  The  pressure  rose  from 
80/40  mm.  mercury  to  120/60  mm.  mercury  in  five 
minutes.  Later,  when  blood  was  available,  it  was 
administered  slowly  until  calculated  blood  loss  had 
been  replaced. 

Cases  2 and  3. — These  cases  represent  the  same 
patient  subjected  to  laminectomy  and  a cordotomy 
approximately  one  month  apart.  Over  1 L.  of  blood 
was  lost  in  each  of  these  procedures.  The  blood 
pressure  fell  to  80/60  mm.  mercury  and  70/50  mm. 
mercury  during  the  operation.  In  both  instances 
500  cc.  gelatin  restored  and  maintained  adequate 
pressure  in  ten  minutes. 

Case  4 ■ — A fifty-eight-year-old  male  underwent 
surgery  for  the  removal  of  a meningioma.  During 
the  eight  hours  of  surgery  the  patient  received  5,500 
cc.  of  blood.  Two  severe  hemorrhages  resulted  in 
no  blood  pressure  or  pulse.  A total  of  500  cc.  of  gela- 
tin rapidly  brought  the  pressure  to  systolic  levels 
of  80  to  90  mm.  of  mercury  in  both  instances.  A 
third  severe  hemorrhage  was  fatal. 

Case  5. — A thirty-year-old  male  underwent  crani- 
ostomy  for  a subdural  hematoma.  He  suffered  a 
sudden  unexpected  hemorrhage  of  over  500  cc. 
blood.  Shock  ensued  and  was  treated  with  one 
unit  of  gelatin.  This  brought  the  blood  pressure 
from  70/40  mm.  mercury  to  120/60  mm.  mercury 
in  ten  minutes. 

Case  6. — A thirty-year-old  female  with  a ruptured 
ectopic  pregnancy  received  1,000  cc.  whole  blood 
without  a measurable  blood  pressure  or  pulse  devel- 
oping. One  unit  of  gelatin  was  administered,  and 
with  its  completion  in  fifteen  minutes  the  blood 


pressure  was  1 10/60  mm.  mercury  where  it  remained 
throughout  operation. 

Case  7. — This  case  is  that  of  a sixty-two-year-old 
male  subjected  to  thoracoplasty.  Throughout  the 
procedure  a little  over  1,000  cc.  blood  was  lost,  and 
sufficient  blood  was  not  available  for  replacement. 
With  evidence  of  shock  500  cc.  gelatin  was  infused 
with  restoration  of  normal  pressure  of  120/80  mm. 
mercury  in  thirteen  minutes.  Patient  was  subse- 
quently transfused. 

Case  8. — A fifty-year-old  male  with  a fractured 
skull  and  epidural  hematoma  underwent  craniotomy. 
After  thirty  minutes  of  surgery  the  flap  was  opened 
and  severe  bleeding  encountered.  Blood  was  ad- 
ministered at  a rapid  rate  at  this  time,  but  within 
ten  minutes  blood  pressure  was  unobtainable.  An 
intra-arterial  transfusion  was  started.  This  brought 
the  blood  pressure  to  cystolic  levels  of  60/50  mm. 
mercury,  but  within  ten  minutes  the  500-cc.  unit 
of  blood  was  completed,  and  the  blood  pressure  be- 
gan to  drop.  One  unit  of  gelatin  was  given  intra- 
arterially in  two  250-cc.  increments  during  the  next 
twenty  minutes.  Before  the  second  250  cc.  of  gela- 
tin had  been  given,  the  pressure  was  120/70  mm. 
mercury  where  it  remained.  Subsequently,  a third 
unit  of  blood  was  administered  intravenously  to 
replace  lost  red  cells. 

Case  9. — A sixty-eight-year-old  female  underwent 
laparotomy  for  pseudomucinous  cystadenocarci- 
noma.  Soon  after  operation  began  a massive  hemor- 
rhage of  over  2,500  cc.  blood  occurred,  and  the  pres- 
sure dropped  from  140/80  mm.  mercury  to  90/70 
mm.  mercury.  This  hypotension  persisted  for  the 
next  forty-five  minutes  during  which  time  more 
blood  was  procured  for  the  patient.  After  forty- 
five  minutes  blood  pressure  was  suddenly  unobtain- 
able following  further  hemorrhage.  A second  unit  of 
blood  was  then  available  and  administered  rapidly 
without  appreciable  effect.  Therefore,  while  more 
blood  was  being  obtained  2 units  of  gelatin  were 
given.  Near  the  completion  of  the  second  unit  of 
gelatin  the  blood  pressure  was  suddenly  heard  at 
110/90  mm.  of  mercury.  It  continued  to  rise  to 
preoperative  levels  where  it  remained.  Postopera- 
tively  blood  was  administered  slowly  to  replace  lost 
red  cell  volume. 

Case  10. — A twenty-four-year-old  female  who 
underwent  panhysterectomy  suffered  massive 
hemorrhage  of  unknown  quantity.  After  2,000  cc.  : 
blood  was  administered  the  blood  pressure  was  still 
unobtainable.  One  thousand  cubic  centimeters  of 
gelatin  brought  the  pressure  to  120/70  mm.  mercury 
in  ten  minutes. 

Case  11. — A thirty- two-year-old  male  suffered  a 
severe  hemorrhage  during  an  open  reduction  and 
plating  of  the  femur.  After  3,000  cc.  blood  was 
administered  the  pressure  was  measured  only  at 
70/40.  One  unit  of  gelatin  at  this  time  brought  the 
pressure  to  110/70  mm.  mercury  in  ten  minutes, 
where  it  remained. 

Case  12. — A forty-year-old  female  underwent 
laminectomy  for  cord  tumor  with  bone  involvement. 
After  ninety  minutes  of  surgery  1,000  cc.  of  blood 
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had  been  administered,  and  profuse  hemorrhage 
brought  the  blood  pressure  from  110/60  mm.  mer- 
cury to  60/40  mm.  mercury.  One  unit  of  gelatin 
raised  the  pressure  to  104/60  mm.  mercury  in  five 
minutes,  where  it  remained  during  the  ensuing 
ninety  minutes  of  surgery.  An  additional  liter  of 
blood  was  administered  to  replace  further  blood  loss. 

Summary 

Clinical  cases  of  hemorrhagic  shock  during 
anesthesia  and  surgery  have  been  presented  in 
which  intravascular  gelatin  has  been  partially 
effective  in  restoring  normal  blood  pressure.  In 
one  instance  gelatin  was  used  intra-arterially 
without  complications.  No  untoward  reactions 
were  noted  either  during  or  after  the  administra- 
tion of  the  gelatin. 

Gelatin  is  not  considered  as  a substitute  for 
whole  blood  but  only  as  a blood  volume  supple- 
ment. It  should  be  given  with  caution  to  patients 
with  cardiac  impairment. 

A distinct  advantage  other  than  the  striking 
clinical  effect  is  that  it  is  relatively  inexpensive 
and  readily  available.  It  is  stable  and  has  few 
toxic  side-effects. 
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Discussion 

Merel  Harmel,  M.D.,  Albany. — Dr.  Hicks  and 
Dr.  Collins  are  to  be  complimented  in  their  work 
which  they  have  presented  for  reawakening  our 
interest  in  the  use  of  blood  substitutes.  It  is  becom- 
ing increasingly  apparent  that,  in  the  event  of  a 
catastrophe  such  as  might  be  associated  with  a 
bombing  attack,  available  sources  and  agencies  for 
dispensing  whole  blood  may  be  completely  unavail- 
able, so  that  blood  substitutes  may  during  the  early 


hours  assume  considerable  significance  in  the  man- 
agement of  shock.  As  Dr.  Hicks  has  stated,  the  pur- 
pose of  this  paper  is  the  usefulness  of  gelatin  as  a 
supplement  to  blood  for  the  maintenance  of  circula- 
tion and  blood  pressure  in  the  face  of  massive  hemor- 
rhage. The  case  reports  have  adequately  demon- 
strated that  gelatin  can  bring  the  blood  pressure 
up  to  within  normal  limits  under  these  circum- 
stances. The  use  of  gelatin  intra-arterially  is  most 
interesting.  Does  Dr.  Collins  know  how  much 
gelatin  can  be  safely  administered  at  one  time? 

I am  sure  we  are  all  aware  that  the  blood  substi- 
tutes on  the  whole  are  to  be  considered  only  as  sup- 
plementary therapy,  for  most  of  us  by  now  are  con- 
vinced that  there  is  no  real  substitute  for  whole 
blood.  Since  at  room  temperature  gelatin  is  in  gel- 
form,  the  solution  must  either  be  kept  at  or 
brought  to  body  temperature  before  its  administra- 
tion. Unless  facilities  are  available  for  maintain- 
ing gelatin  in  the  fluid  state  some  of  its  advantages 
as  a ready  blood  substitute  are  lost.  By  and  large 
the  experience  of  most  individuals  who  have  used 
gelatin  is  that  it  is  perfectly  safe  and  nontoxic.  Dr. 
Hicks  and  Dr.  Collins  have  emphasized  the  desir- 
ability of  using  the  larger  macromolecular  solution — 
namely,  “Knox  P-20” — for  solutions  of  smaller 
molecular  size  leave  the  circulation  with  rapidity, 
thereby  decreasing  their  oncotic  effectiveness.  I can 
only  reiterate  the  warning  about  caution  in  using 
gelatin  and  like  substances  in  the  cardiac  patient 
faced  with  decompensation. 

In  catastrophies  or  emergency  situations  where 
blood  or  plasma  for  some  reason  is  not  immediately 
available,  the  use  of  blood  substitutes  is  to  be  en- 
couraged. Gelatin  has  proved  its  effectiveness  and 
safety.  The  search,  however,  is  not  ended.  Other 
types  of  substances  such  as  Dextran,  a polysacchar- 
ride  of  dextrose,  and  Peristran,  a polyvinyl  plastic, 
are  under  active  investigation.  The  threat  of  con- 
flict has  accelerated  our  interest  in  these  substances. 
The  timeliness  of  Dr.  Hicks’  work  cannot  be  over- 
emphasized. 

Dr.  Collins  ( Closing  Remarks). — From  studies  on 
tissue  pathology  Hartmann  recommends  that  no 
more  than  1,000  to  1,500  cc.  of  gelatin  be  ad- 
ministered in  a twenty-four-hour  period.  We  have 
administered  1,500  cc.  in  a single  case. 


THE  NEED  FOR  FAITH  AND  COMPELLING  INTEGRITY 


“If  we  are  to  have  the  needed  faith,  we  must 
reformulate  our  ethical  principles  and  restore  honesty 
and  sincerity,  in  both  professional  and  public  life. 

“Until  eighteen  months  ago,  doctors  were  thought 
to  be  a group  of  well-educated,  well-meaning  indi- 
viduals pursuing  their  various  activities  with  energy 
and  some  success,  but  who  had  little  influence  in 
that  great  factor  of  our  national  economy  called 


politics.  Nor  even  today  do  they  wish  to  enter 
partisan  politics  or  to  seek  the  defeat  or  election  of 
any  candidate,  but  rather  to  use  their  influence  by 
standing  on  a publicly  announced  platform  of  right 
and  free  enterprise,  unhampered  by  the  collectivist 
state  or  centralized  regimentation.” — Address  by 
Harry  M.  Hedge,  M.D.,  retiring  president,  Illinois 
State  Medical  Society 


CLINICAL  EXPERIENCE  IN  ANESTHESIA  FOR  NEUROSURGERY 

Norman  Horwitz,  M.D.,  Edwin  Emma,  M.D.,  and  S.  G.  Hershey,  M.D.,  New  York  City 
( From  the  Department  of  Anesthesiology,  Beth  Israel  Hospital ) 


IT  IS  axiomatic  that  the  anesthetic  manage- 
ment best  suited  to  any  group  of  patients  is 
that  primarily  conditioned  by  the  physical  status 
of  the  patients  themselves.  Yet,  for  convenience 
of  analysis  of  the  effectiveness  of  such  manage- 
ment, it  is  perhaps  more  suitable  to  consider  such 
in  relation  to  the  category  of  surgery  undertaken 
in  any  group  of  patients.  Furthermore,  many 
problems  requiring  resolution  from  the  anesthe- 
siologist’s viewpoint  are  often  intimately  con- 
cerned with  the  type  of  surgery  to  be  completed. 
Anesthesia  for  neurosurgery  is  typical  of  this 
situation. 

These  patients,  with  disease  of  the  central  ner- 
vous system,  are  frequently  prone  to  develop  sig- 
nificant functional  disturbances  of  respiration 
and  circulation.  Manipulation  within  the  rigid 
physical  confines  of  the  cranial  cavity,  added  to 
operative  handling  of  the  portions  of  the  brain 
intimately  related  to  the  circulatory  and  respira- 
tory regulatory  mechanisms,  markedly  increases 
the  liability  to  such  disturbances.  Clinical  events 
such  as  coughing  or  retching  or  factors  tending  to 
increase  arterial  or  venous  blood  pressure,  even 
as  transient  episodes,  have  added  significance  for 
these  patients.  In  addition,  these  central  mech- 
anisms in  the  presence  of  disease  are  especially 
sensitive  to  other  circumstances  such  as  fluid- 
electrolyte  balance,  hypoxia,  and  drug  effects. 

Neurosurgical  technics  of  themselves  impose 
certain  relatively  inflexible  anesthetic  require- 
ments. The  operative  site,  so  close  to  the  patient’s 
normal  airway,  makes  control  of  the  latter  difficult 
unless  special  technical  aids  are  employed.  Oper- 
ative approach,  in  addition,  often  requires  that 
patients  be  placed  in  positions  unfavorable  to  the 
maintenance  of  the  airway.  Hemostasis,  as 
usually  achieved,  requires  the  use  of  electro- 
cautery and  coagulation  current  rendering  rou- 
tine administration  of  the  inflammable  anesthet- 
ics unsafe.  These  and  other  characteristics  of 
such  a grouping  of  surgical  patients,  when  added 
to  variability  in  physical  status  normally  existent 
in  any  patient  group,  impose  relatively  exacting 
demands  in  regard  to  anesthetic  care.  Further, 
the  anticipated  mortality  and  morbidity  for  the 
neurosurgical  patient  group  is  commonly  thought 
to  be  higher  than  that  encountered  in  most  other 
surgical  groups.  It  would  seem  worth  while, 
therefore,  to  present  a body  of  clinical  experience 
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and  analyze,  where  possible,  the  anesthetic  fac- 
tors that  may  be  concerned  in  an  effort  to  relate 
them  to  operative  and  postoperative  events. 

The  cases  being  reviewed  are  from  a particu- 
larly well-organized  neurosurgical  service  and  in- 
clude a broad  variety  of  operative  procedures.  It 
is  of  some  interest  to  note  that  the  great  majority 
of  these  patients  were  operated  by  one  surgeon, 
Dr.  Leo  M.  Davidoff,  and  that  a significant  num- 
ber had  previously  been  refused  surgery  else- 
where because  of  the  nature  or  severity  of  their 
disease.  This  both  minimized  the  influence  of 
variability  in  operative  technic  and  presented 
case  material  of  more  than  usual  seriousness. 
Management  of  these  cases  and  the  utilization  of 
technical  aids  to  facilitate  it  were  developed  as 
clinical  experience  accumulated.1  There  were  no 
radical  departures  from  accepted  and  widely  uti- 
lized anesthetic  practices.  The  significant  fea- 
tures reside,  however,  in  the  manner  of  applica- 
tion of  these  practices  so  that  the  practical  and 
theoretic  clinical  anesthetic  needs  of  these  pa- 
tients would  be  provided  for  while  still  allowing 
the  necessary  flexibility  to  adjust  to  individual 
variability. 

Prefnedication 

Opiates  or  related  drugs  are  not  utilized  be- 
cause of  their  relationship  to  intracranial  pres- 
sure.2 Atropine  is  the  sole  premedicant  drug. 
While  the  actual  dose  depends  upon  the  usual  J 
factors,  relatively  large  amounts,  averaging  twice  1 
those  ordinarily  used,  are  prescribed.  It  has  been  i 
reported  that  comparatively  large  doses  of  this  » 
belladonna  derivative  minimize  the  undesirable  1 
effects  of  acetylcholine  which  accumulates  in  in- 
creased concentration  in  the  presence  of  trauma 
to  the  brain  substance.3,4 

Induction  and  Maintenance 

Induction  is  accomplished  with  cyclopropane 
to  produce  rapid  onset  of  unconsciousness  with-  i 
out  hypoxia  or  respiratory  depression.  Ether  is  || 
then  gradually  added  to  the  anesthetic  mixture, 
and  as  effective  concentrations  are  reached,  the 
cyclopropane  is  discontinued.  The  nasal  mucosa  / 
is  topically  sprayed  with  approximately  1.0  ml.  of 
cocaine  (10  per  cent)  for  the  primary  purpose  of 
shrinking  the  nasal  mucous  membranes.  It 
probably  also  provides  some  topical  anesthesia  of 
the  pharynx  and  glottis.  When  the  level  of  anes- 
thesia is  sufficient,  nasotracheal  intubation  is 
accomplished  using  an  uncuffed  Magill  catheter 
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of  suitable  size.  No  pharyngeal  pack  is  em- 
ployed. 

Ether  has  proved  more  satisfactory  than  cyclo- 
propane, following  induction,  for  several  reasons. 
It  facilitates  intubation  by  its  stimulating  action 
on  respiration  and  allows  more  time  for  this  pro- 
cedure without  the  frequent  momentary  hypoxia 
from  decreased  respiratory  excursions  and  mild 
glottal  spasm  which  either  blind  or  direct  vision 
intubation  commonly  induces  during  cyclopro- 
pane anesthesia  alone.  Its  primary  advantage, 
however,  is  due  to  the  decreased  tendency  to  re- 
cover rapidly  from  ether  anesthesia  and  to  react 
following  intubation  during  the  positioning  of  the 
patient  for  operation,  a process  that  may  often  be 
protracted.  It  also  seems  to  require  less  initial 
Pentothal  dosage  in  converting  to  a maintenance 
level  of  Pentothal-nitrous  oxide  anesthesia  when 
the  latter  is  instituted  after  ether  administration 
as  compared  to  cyclopropane  administration. 
Nasotracheal  is  preferred  to  orotracheal  intuba- 
tion because  at  the  light  level  of  maintenance 
with  Pentothal-nitrous  oxide  the  splinting  and 
added  stability  of  the  endotracheal  catheter  by 
the  supporting  nasopharynx  minimizes  the  occur- 
rence of  “reacting  on  the  tube”  during  the  inevi- 
table movement  of  the  head  as  the  surgery 
progresses. 

As  indicated,  during  the  positioning  period  and 
for  the  remainder  of  the  operation,  anesthesia  is 
maintained  in  most  patients  with  Pentothal- 
nitrous  oxide.  The  former  is  administered  at 
variable  rates  as  a 0.35  per  cent  solution  in  glu- 
cose (5  per  cent)  and  distilled  water.  Nitrous 
oxide  is  administered  in  50  to  60  per  cent  concen- 
tration with  oxygen  adjusted  so  the  total  flow  of 
gases  is  6 or  more  liters  per  minute  using  an  ab- 
sorption semiclosed  circle  or  to-and-fro  technic. 
Because  floor  space  near  the  head  of  the  table  is  at 
a premium  a simple  rack  was  designed  so  that  the 
circle  filter  could  be  attached  to  the  operating 
table  at  any  point  and  remain  upright  at  any 
table  position  (Fig.  1).  This  allows  for  attach- 
ment of  the  gas  delivery  tube  to  any  standard  gas 
machine  which  can  be  literally  placed  anywhere 
in  the  room,  at  any  distance  from  the  table  or 
cautery  apparatus  that  is  convenient.  Relative 
to  the  cautery  equipment,  during  this  past  year  a 
visiting  engineer,  with  the  cooperation  of  the 
neurosurgical  and  anesthesia  services,  has  been 
successfully  developing  an  explosion  and  fire- 
proof suction  and  electrocautery  machine. 

The  use  of  Pentothal  deserves  some  comment. 
Ordinarily,  as  many  others  have  observed,  of  the 
total  dose  used  the  greatest  portion  was  required 
early  and  decreased  progressively  till  little  or 
none  was  needed  just  prior  to  or  during  operative 
closure.6  Based  on  previous  experience  it  was 
recognized  that  the  total  dose,  even  if  modest  on 


Fig.  1.  Racks  for  attaching  circle  filter  to  oper- 
ating table:  (Top)  rack  for  table  for  horizontal 
positions;  ( Bottom ) rack  for  table  for  sitting  posi- 
tions. 


a Gm.-per-hour  basis,  should  not  exceed  an  arbi- 
trarily chosen  2-Gm.  upper  limit.  Larger 
amounts  predispose  to  relatively  long  postopera- 
tive depression  which,  aside  from  its  usual  unde- 
sirable features,  adds  to  the  difficulty  in  diagnos- 
ing central  nervous  depression  as  a neurologic 
complication,  one  of  marked  importance  and  often 
calling  for  further  special  care  or  intervention. 
In  seeking  means  to  reduce  the  quantity  of  Pen- 
tothal required  in  fairly  long  procedures,  a clinical 
study  is  now  under  way,  for  eventual  direct  com- 
parison, in  which  small  doses  of  a solution  of 
Seconal  Sodium  are  given  intravenously  prior  to 
Pentothal  administration. 

Not  all  patients  are  maintained  with  this  Pen- 
tothal-nitrous oxide  sequence  (Table  I).  In  pa- 
tients .with  highly  vascular  tumors  or  in  those 
operations  where  excessive  blood  loss  is  antici- 
pated nitrous  oxide-ether  by  semiclosed  absorp- 
tion technic  is  utilized.  These  agents  are  also 
used  for  children  and  young  adolescents.  For 
infants  and  young  children  induction  is  achieved 
with  open  drop  technics  using  vinethene-ether 
sequence.  Oral  intubation  is  performed  with  an 
uncuffed  suitable  Magill  catheter,  and  anesthesia 
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TABLE  I. — Maintenance  and  Duration  of  Anesthesia 
in  325  Cases 


Number 

of 

Per 

Maintenance 

Cases 

Cent 

Pentothal-nitrous  oxide  (average  0.5  Gm. 
Pentothal  per  hour) 

209 

64.4 

Ether 

38 

11.7 

Local  (procaine) 

75 

23.0 

Others 

3 

0.9 

Duration 

Hours 

Longest 

6.25 

Shortest 

0.25 

Average 

2.55 

TABLE 

II. — Age  and  Physical  Status 

Age 

Group 

(Years) 

-Physical  Status 
Fair  Poor 

Number 

of 

Cases 

Per  Cent 

Good 

Mori- 

bund 

0 to  10 

38 

19 

3 

i 

61 

18.7 

11  to  30 

35 

9 

5 

0 

49 

15.0 

31  to  49 

49 

33 

9 

1 

92 

28.2 

50  to  81 

34 

67 

18 

4 

123 

38.1 

Total 

156 

128 

35 

6 

Per  cent 

48 

39.4 

10.8 

1.8 

is  maintained  with  nitrous  oxide  and  intermit- 
tent ether  administration  employing  a non- 
rebreathing technic  through  use  of  a Stephen- 
Slater  valve  or  Ayer  tube.  When  ether  is  used, 
special  nonpermeable  drapes  over  wet  towels  or 
sheets  are  placed  by  the  surgeon.  The  anes- 
thesia and  cautery  equipment  are  widely  sepa- 
rated and  each  draped  with  wet  sheets.  A con- 
tinous  suction  appliance  is  set  up  under  the 
drapes  at  the  patient’s  face.  Of  late,  the  newer 
nonexplosive  cautery  suction  apparatus  has  been 
used  in  addition  to  the  above  precautions  to  mini- 
mize the  hazard. 

Patients  with  symptoms  of  unusually  high  in- 
tracranial pressure  and  those  in  coma  receive  no 
general  anesthesia,  being  operated  with  local 
procaine  infiltration.  Most  of  these  patients  are 
intubated  after  topical  cocainization  to  admin- 
ister oxygen  by  insufflation  and  to  insure  the  air- 
way which  experience  has  shown  is  often  com- 
promised in  the  unanesthesized  individual  in 
many  of  the  operating  positions  employed.  In 
all  instances  parenteral  therapy  is  limited  to 
rather  generous  use  of  blood  and  small  volumes  of 
glucose  (5  per  cent)  in  distilled  water. 

Material  Studied 

A total  of  325  consecutive  neurosurgical  pro- 
cedures completed  in  a fifteen-month  period  is 
included  in  this  report.  Patients  range  in  age 
from  three  weeks  to  eighty-one  years,  in  physical 
status  from  good  to  moribund.  The  largest 
group  was  fifty  years  or  older  followed  by  the 
thirty  to  fifty-year,  up  to  ten  years,  and  lastly 
the  ten  to  thirty-year  age  level  (Table  II).  This 
is  a somewhat  significant  distribution  with  the 


TABLE  III. — Distribution  of  Operative  Procedures 


Procedure 

Number 

of  Cases  Per  Cent 

Extracranial  (116  Cases) 
Laminectomy 

Extradural 

39 

33  6 

I nt  radural 

42 

36.2 

Carotid-jugular  anastomosis 

4 

3.4 

Others 

31 

26  0 

Intracranial  (209  Cases) 
Burr  holes 

Subdural  hematoma 

6 

2.9 

Ventriculography 

14 

6.7 

Trigeminal  rhizotomy 

16 

7.6 

Lobotomy 

13 

6.2 

Craniotomy 

Drainage  of  abscess 

3 

1.4 

Choroid  plexectomy 

1 1 

5.4 

Pituitary  tumor 

7 

3.3 

Craniopharyngioma 

4 

1.9 

Posterior  fossa  tumors 

26 

12.4 

Other  tumors 

92 

43.9 

Others  (biopsy,  laceration,  etc.) 

17 

8.3 

TABLE  IV. — Complications 

and  Mortality 

Number  of 

Number  of 

Per 

Cases 

Complications 

Cent 

Extracranial  operations 

116 

9 

7.8 

Intracranial  operations 

209 

56 

26.8 

Local  anesthesia 

75 

22 

29.3 

General  anesthesia 

247 

34 

13.8 

Total 

325 

65 

20.0 

Number  of 

Number  of 

Per 

Cases 

Deaths 

Cent 

Extracranial  operations 

116 

i 

0.9 

Intracranial  operations 

209 

37 

18.2 

Local  anesthesia 

75 

17 

23.0 

General  anesthesia 

247 

20 

8 1 

Total 

325 

38 

11.4 

older  (38  per  cent)  and  the  mature  (28  per  cent) 
patients  having  highest  incidence  of  neurosurgi- 
cal disease.  While  the  physical  status  of  most  of 
the  patients  was  good  (48  per  cent)  or  fair  (39 
per  cent)  because  of  the  age  distribution,  it  was 
not  unexpected  that  the  older  age  group  con- 
tributed most  of  the  cases  in  the  poor  and  mori- 
bund physical  status  distribution. 

As  an  aid  to  accurate  evaluation  the  operative 
procedures  were  divided  into  two  groups  of  extra- 
cranial (116  patients)  and  intracranial  (209  pa- 
tients) operations  (Table  III).  This  was  done 
since  the  anticipated  incidence  of  complications 
would  be  higher  in  the  latter  group.  Table  IV 
shows  that  65  patients  (20  per  cent)  developed 
some  complication,  including  mortalities,  with 
nine  noted  in  the  extracranial  and  56  in  the  intra- 
cranial group.  Of  tl>e  56  complications  in  the  lat- 
ter group,  34  were  observed  in  those  patients  re- 
ceiving general  anesthesia  and  22  in  those  oper- 
ated during  local  anesthesia.  Table  IV  also  indi- 
cates that  there  were  38  deaths  in  the  series  with 
one  occurring  in  the  extracranial  and  37  in  the 
intracranial  group.  Of  the  37  in  the  latter  group, 
20  were  recorded  in  patients  receiving  general 
anesthesia  and  17  in  those  with  local  anesthesia. 
The  single  fatality  in  the  extracranial  group  fol- 
lowed cervical  laminectomy  for  undiagnosed  com- 
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TABLE  V. — Analysis  of  Complications 


All  Cases 

Extracranial 

Cases 

Intracranial 
. Cases 

Intracranial 
Cases  with 
General 
Anesthesia 

Intracranial 
Cases  without 
General 
Anesthesia 

Deaths 

Central  nervous  system  de- 
pression, coma 

25 

2 

23 

9 

14 

23 

Cyclic  respiration 

4 

0 

4 

1 

3 . 

2 

Respiratory  paralysis 

6 

0 

6 

5 

1 

6 

Respiratory  depression 

12 

5 

7 

7 

0 

1 

Atelectasis 

5 

0 

5 

3 

2 

2 

Pneumonia 

1 

0 

1 

1 

0 

i 

Shock  (irreversible) 

3 

0 

3 

1 

2 

3 

Emesis 

9 

2 

7 

7 

0 

0 

Total 

65 

9 

56 

34 

22 

38 

pressive  spinal  cord  disease  which  at  autopsy 
was  found  due  to  hematomyelia  involving  the 
gray  matter.  There  was  one  operating  room 
death  following  choroid  plexectomy  during  local 
anesthesia.  Complications  are  individually  tabu- 
lated in  Table  V. 

Careful  appraisal  of  complications  and  fatal- 
ities, based  on  clinical  events  in  each  patient,  did 
not  directly  indicate  what  factors  the  course  of 
anesthesia  may  have  directly  contributed.  Such 
clear-cut  relationship  was  difficult  to  assess  since 
pulmonary,  circulatory,  and  neurologic  distur- 
bances are  so  intimately  related  to  operations  of 
the  central  nervous  system.  In  attempting  to 
differentiate  anesthesia  from  surgical  factors 
these  complications  were  tabulated  in  a com- 
parative manner.  Specific  complications  were 
listed  separately  according  to  their  occurrence  in 
either  extra-  or  intracranial  operations.  Mortal- 
ity was  tabulated  separately  depending  upon  the 
administration  of  general  or  local  anesthesia. 

Review  of  these  tabulations  indicates  that  33 
of  the  38  patients  who  succumbed  developed  de- 
pression of  the  central  nervous  system,  evidenced 
primarily  as  coma  or  respiratory  dysfunction. 
These  complications  occurred  39  times  (14  per 
cent)  in  the  intracranial  group  as  opposed  to 
seven  times  (6  per  cent)  in  the  extracranial  cate- 
gory. In  the  former  group  it  was  noted  22  times 
(9  per  cent)  in  patients  who  received  general  an- 
esthesia and  17  times  (24  per  cent)  in  those  who 
did  not.  The  high  incidence  of  mortality  follow- 
ing prolonged  coma  and  respiratory  paralysis 
with  both  local  or  general  anesthesia  is  also  note- 
worthy. On  this  comparative  basis  the  incidence 
of  simple  respiratory  depression  and  emesis  did 
seem  to  be  complications  related  to  the  adminis- 
tration of  general  anesthesia.  Although  it  is  not 
tabulated,  it  is  of  interest  to  note  the  correlation 
between  frequency  of  complication,  mortality, 
and  physical  status  and  age  group.  Those  were 
highest  (46  per  cent  of  all  complications),  as  may 
be  expected,  in  the  over  fifty-year  age  group  and 
lowest  (8.8  per  cent  of  total  complications)  in  the 
eleven  to  thirty-year  category. 


Comment 

The  low  incidence  of  atelectasis,  despite  the 
large  number  of  patients  who  presented  the  im- 
portant problem  of  maintaining  a clear  tracheo- 
bronchial tree  postoperatively,  can  be  ascribed  to 
scrupulous  bedside  supervision  by  the  neuro- 
surgical, anesthesia,  and  nursing  staffs  working  as 
a team.  Endotracheal  airways,  inserted  at  op- 
eration, were  not  removed  until  pharyngeal  and 
laryngeal  reflexes  returned.  They  were  also 
freely  inserted,  meticulously  aspirated,  and  fre- 
quently changed  in  comatose  patients.  Broncho- 
scopic  aspiration  was  utilized  promptly  every 
time  the  effectiveness  of  simpler  tracheobronchial 
aspiration  was  questionable.  This  type  of  care 
plus  the  use  of  antibiotics  also  probably  explains 
the  virtual  absence  of  extensive  pneumonias. 
Early  and  generous  replacement  of  blood  loss  re- 
duced the  incidence  of  death  from  hemorrhagic 
and  traumatic  shock.  While  hypotension  and 
tachycardia  did  occur  with  some  frequency,  the 
prearranged  availability  of  more  than  sufficient 
blood  and  pressure  transfusion  equipment  proved 
as  vital  in  operating  room  and  recovery  care  in 
neurosurgical  patients  as  in  any  other  group 
undergoing  extensive  surgery. 

In  retrospect,  it  seems  warranted  to  claim  that 
the  anesthetic  management  of  this  group  of  pa- 
tients was  rational  and  has  afforded  them  a satis- 
factory margin  of  safety.  Aside  from  the  actual 
surgery,  the  operating  room  and  postoperative 
care  of  these,  or  any  surgical  patients,  is,  however, 
a joint  undertaking  involving  not  only  the  anes- 
thesiologist but  all  the  services  concerned.  This 
is  an  especially  valid  approach  to  anesthesia  for 
neurosurgery. 

Patients  or  their  families  are  not  always  aware 
or  mindful  of  which  segment  of  their  care  resulted 
in  a complication.  Anesthesiologists  and  sur- 
geons, as  indicated  by  this  study,  are  also  often 
unable  to  arrive  at  a similar  differentiation.  Nor 
is  it  useful  or  important.  It  is  of  great  impor- 
tance, however,  that  whatever  events  are  prone  to 
follow  surgery  be  considered,  treated,  and  re- 
solved as  mutual  problems,  with  each  member  of 
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the  team  contributing  whatever  special  knowl- 
edge and  technical  ability  he  can  bring  to  bear. 
The  series  of  cases  reported  here  were  handled  in 
this  fashion.  For  those  concerned  it  proved  a 
long-range  practical  exercise,  in  this  regard,  per- 
haps, making  this  one  of  the  primary  lessons 
learned. 

It  should  in  no  way  be  concluded  that  the 
anesthetic  care  was  a negligible  factor  in  the  re- 
sulting complications  and  fatalities.  There  is 
little  doubt  that  it  did  contribute  significantly  to 
many  of  the  unfavorable  events  that  occurred.  It 
is  only  by  making  such  an  assumption  and  by  the 
elimination  of  the  artificial,  sharply  defined  prov- 
inces of  responsibility  that  will  enable  the  surgi- 
cal team  to  reduce  mortality  and  morbidity  to  the 
ultimate  benefit  of  the  most  vulnerable  member  of 
the  team,  the  patient. 

Summary 

The  anesthetic  management  of  325  patients  re- 
quiring neurosurgical  intervention  was  outlined 
and  each  facet  of  their  operative  care  explained. 
It  was  observed  that  mortality  and  morbidity 
were  highest  in  intracranial  procedures,  particu- 
larly in  older  patients.  These  complications  could 
not  always  be  differentiated  as  resulting  from 
either  the  course  of  anesthesia  or  the  nature  of 
the  surgery.  For  this  and  other  reasons  it  was 
concluded  that  the  best  anesthetic  care  is  that 
which  is  coordinated  with  the  required  surgical 
and  other  care  as  an  integral  part  of  the  joint 
management  and  responsibility  of  neurosurgical 
patients. 
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Discussion 

Thomas  R.  Shannon,  M.D.,  Poughkeepsie. — In 
essence  I agree  wholeheartedly  with  the  technics 
presented  both  in  their  practical  pharmacologic 
and  physiologic  applications.  I wish  to  bring  only 
a few  points  for  discussion  and  emphasize  a few 
points  made  in  this  paper.  I will  mention  them  in 
the  same  order  in  which  they  appeared  in  the  paper. 
I.  Premedication: 

Many  men  believe  that  the  opiates  themselves  do 
not  increase  intracranial  pressure  but  that  the  in- 
crease in  intracranial  pressure  seen  when  opiates 
are  used  as  premedication  is  due  to  secondary 
carbon  dioxide  excess. 


II.  Technic: 

A.  Speaking  as  one  who  has  had  a cyclopropane 
explosion,  I feel  that  the  induction  of  these  patients 
with  cyclopropane  should  be  attempted  hy  only 
those  who  have  the  most  scrupulous  technic  for  the 
avoidance  of  explosion,  as  a certain  amount  of 
cyclopropane  could  possibly  remain  in  the  anesthetic 
mixture  for  a considerable  length  of  time. 

B.  The  authors  seem  to  emphasize  the  use  of  the 
uncuffed  tube.  Personally,  I always  feel  safer  if  I 
know  that  a cuff  is  available  to  insure  an  absolutely 
tight  airway  in  case  controlled  respirations  are 
necessary  or  if  protection  of  the  patient’s  airway 
from  vomitus  is  necessary. 

C.  In  the  group  of  extracranial  procedures, 
which  numbered  116,  I would  like  to  suggest  that 
possibly  a Pentothal-curare  induction  be  considered. 
I believe  that  this  technic,  although  highly  special- 
ized, saves  time  and  causes  less  metabolic  dis- 
turbance than  cyclopropane  and  ether  induction. 

D.  The  use  of  the  nasoendotracheal  tube  in 
preference  to  the  oral  endotrachaeal  tube  has  been 
discussed  in  many  papers  in  the  past.  In  most  cases 
it  is  possible  to  use  a larger  tube  orally,  and  many 
people  believe  that  the  chance  of  infection  is  lessened 
when  the  oral  tube  is  used.  Also,  the  occasional 
hemorrhage  which  occurs  with  a nasal  tube  can  be 
very  disconcerting. 

E.  The  use  of  Pentothal  as  a maintenance  drug 
in  neurosurgical  cases  presents  several  problems. 
Because  Pentothal  is  a marked  respiratory  depres- 
sant the  problem  of  carbon  dioxide  excess,  especially 
in  neurosurgical  cases,  is  tremendous.  Although  I 
have  not  personally  observed  the  reaction  described 
by  Dr.  Woolf  from  the  Division  of  Neurosurgery 
of  the  University  of  Chicago,  Chicago,  Illinois,  as 
published  in  the  Annals  of  Surgery,  December,  1945, 
I believe  that  this  is  an  excellent  piece  of  work  and 
should  merit  mention  at  this  point.  Dr.  Woolf  has 
shown  in  a significant  number  of  cases  that  a definite 
acute  arterial  hypertension  was  noted  during  a sub- 
temporal approach  to  the  gasserian  ganglion  per- 
formed under  Sodium  Pentothal  anesthesia. 

F.  I do  not  believe  that  the  authors  of  this  paper 
can  overemphasize  the  value  of  the  endotracheal 
tube  in  procedures  on  the  comatose  patient.  I 
would  like  to  mention  at  this  point  that  I do  not 
believe  that  the  comatose  patient  should  undergo 
neurosurgery  without  adequate  means  for  anesthesia 
to  be  instituted  at  any  time.  On  two  occasions  in 
my  own  experience  I have  seen  comatose  patients 
awaken  rapidly  when  decompression  was  instituted. 

G.  The  distributions  of  the  cases  in  this  paper  are 
those  definitely  seen  in  a large  neurologic  service 
and  do  not  often  apply  to  those  of  us  who  do  an 
occasional  neurosurgical  case  in  a general  hospital. 
One  of  the  most  frequent  types  of  cases  which  those 
of  us  who  work  in  general  hospitals  see  is  the  sub- 
dural hematoma,  of  which  this  group  reported  only 
six  cases.  As  these  cases  are  the  ones  which  do 
awaken  following  decompression,  I wish  to  empha- 
size the  point  that  an  endotracheal  tube  plus  ade- 
quate available  means  for  a rapid,  smooth  induction 
of  general  anesthesia  should  be  employed. 
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THE  antiarrhythmia  properties  of  procaine, 
applied  topically  to  heart  and  pericardium  or 
injected  intravenously,  have  been  well  estab- 
lished.1’2 Pharmacologic  investigation  in  recent 
years  has  been  directed  toward  the  discovery  of  a 
stable  drug  comparable  to  procaine  in  its  anti- 
arrhythmia action  but  devoid  of  its  undesirable 
effects,  particularly  the  central  nervous  stimula- 
tion and  deleterious  effect  on  circulation,  which 
limit  the  dosage  of  procaine  even  during  anes- 
thesia. 

Following  screening  of  antiarrhythmia  poten- 
cies of  some  60  analogs  of  procaine,  procaine 
amide  (hereinafter  referred  to  as  Pronestyl)  was 
found  to  exert  the  desired  effects  of  procaine  for 
prolonged  periods.3’*  Pronestyl  is  not  hydro- 
lyzed by  procaine  esterase;  it  is  metabolized 
slowly  and  is  excreted  largely  unchanged  by  the 
kidneys.  Pronestyl  may  be  administered  orally, 
since  gastrointestinal  absorption  is  both  complete 
and  rapid,  with  peak  plasma  levels  attained  in 
sixty  to  ninety  minutes,  these  declining  slowly 
over  the  subsequent  six  to  eight  hours.  Intra- 
venous administration  of  therapeutic  doses  to 
conscious  patients  does  not  produce  central  nerv- 
ous system  stimulation.  Hypotension,  moderate 
and  transient,  has  been  reported  only  occasion- 
ally. Pronestyl  has  been  found  effective  in  the 
treatment  of  ventricular  arrhythmias  in  conscious 
cardiac  patients.4  It  has  also  been  reported  to 
protect  dogs  against  epinephrine-induced  ventric- 
ular arrhythmias  during  cyclopropane  anes- 
thesia.3 

This  report  deals  with  the  usefulness  of  Pro- 
nestyl in  prophylaxis  and  therapy  of  arrhythmias 
during  clinical  anesthesia. 

Thoracic  Surgery 

Prophylaxis. — The  effectiveness  of  Pronestyl 
for  prophylaxis  against  arrhythmias  was  evalu- 
ated in  22  patients  undergoing  thoracic  surgery.5 
This  group  was  compared  to  a control  series  of  25 
patients.  One  to  two  hours  prior  to  induction  of 
anesthesia,  1.0  to  2.0  Gm.  of  Pronestyl  were  ad- 
ministered orally.  Additional  preanesthetic 
medication  consisted  of  subcutaneous  morphine 
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and  intravenous  atropine.  Induction  was  ac- 
complished either  with  cyclopropane-oxygen  or 
Surital  Sodium  (Parke,  Davis  and  Company) 
followed  by  cyclopropane-oxygen.  Oral  endo- 
tracheal intubation  was  accomplished  in  deep 
cyclopropane  anesthesia,  with  controlled  respira- 
tion. Following  intubation  patients  were  main- 
tained in  light  cyclopropane  anesthesia.  An 
additional  1.0  Gm.  of  Pronestyl  in  10  per  cent 
solution  was  administered  intravenously,  in  di- 
vided doses,  during  the  time  required  for  thora- 
cotomy, so  that  peak  plasma  concentrations  of 
Pronestyl  would  be  achieved  at  the  time  intra- 
thoracic  manipulations  began. 

Electrocardiographic  monitoring  of  each  pa- 
tient was  accomplished  with  the  cardiotacho- 
scope,  which  permits  visualization  of  the  electro- 
cardiographic pattern.6  Tracings  were  taken  with 
a directly  recording  apparatus. 

Comparison  of  the  experimental  and  control 
series  of  patients  revealed  significant  differences. 
Several  computations  were  made.  First,  there 
were  fewer  patients  with  arrhythmias,  especially 
of  the  ventricular  type,  in  the  experimental  series 
than  in  the  control  series.  Second,  the  average 
number  of  arrhythmias  of  all  types,  per  patient, 
was  3.7  in  the  experimental  series,  as  compared 
to  7.8  in  the  control  series;  the  average  number 
of  ventricular  arrhythmias  per  patient  was  2.0 
in  the  experimental  series,  as  compared  to  4.5  in 
the  control  series.  Third,  the  total  duration  of 
ventricular  arrhythmias  in  the  experimental 
series  was  considerably  less  than  in  the  control 
series. 

Since  it  was  concluded  that  a desirable  method 
of  computation  of  arrhythmias  would  weight 
their  frequency  in  terms  of  their  duration,  elec- 
trocardiographic tracings  were  taken  so  as  to  coin- 
cide with  definite  sequential  events  and  proce- 
dures, both  anesthesiologic  and  surgical.  These 
relatable  tracings  provided  a.  means  of  computa- 
tion of  arrhythmia  incidence  at  specific  times 
during  anesthesia  and  surgery. 

This  method  of  computation  demonstrated 
that  the  over-all  total  incidence  of  relatable  ar- 
rhythmias in  the  experimental  series  was  approxi- 
mately half  that  in  the  control  series  (experi- 
mental series:  total  tracings  781,  arrhythmia 

tracings  146,  arrhythmia  incidence  18.7  per  cent; 
control  series:  total  tracings  785,  arrhythmia 

tracings  295,  arrhythmia  incidence  37.6  per  cent). 
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The  over-all  incidence  of  relatable  ventricular 
arrhythmias  in  the  experimental  series  was  ap- 
proximately one  third  of  the  incidence  in  the 
control  series  (experimental  series:  6.5  per  cent; 
control  series:  19.1  per  cent).  The  total  inci- 
dence of  relatable  arrhythmias,  both  ventricular 
and  supraventricular,  in  the  experimental  series 
was  matched  by  the  incidence  of  relatable  ven- 
tricular arrhythmias  alone  in  the  control  series. 
Computation  of  relatable  arrhythmia  incidence 
in  the  various  phases  of  anesthesia  demonstrated 
persistence  of  the  protection  afforded  by  Pro- 
nestyl  throughout  the  prolonged  maintenance 
period. 

Of  the  arrhythmias  generally  considered  to  be 
serious,  ventricular  fibrillation  was  not  encoun- 
tered. Ventricular  tachycardia,  generally  regarded 
as  a forerunner  of  ventricular  fibrillation,  was 
encountered  only  once  in  the  experimental  series, 
whereas  in  the  control  series  11  incidents  of 
ventricular  tachycardia  (contributed  by  six  dif- 
ferent patients)  were  encountered.  Ventricular 
arrhythmias  constituted  the  largest  category  of 
arrhythmias  in  both  the  experimental  and  control 
series;  auriculo ventricular  nodal  rhythms  were 
the  next  largest  group. 

Therapy. — In  both  the  experimental  and  con- , 
trol  series  of  patients,  Pronestyl  was  employed  for 
intravenous  therapy  of  ventricular  arrhythmias. 
It  was  used  29  times,  following  failure  of  meas- 
ures, such  as  alteration  of  depth  of  anesthesia  or 
improvement  of  ventilatory  exchange,  to  revert 
the  arrhythmia  to  persistent  normal  sinus 
rhythm.  Successful  reversion  with  one  dose  of 
Pronestyl  was  observed  25  times,  in  an  average 
time  of  one  and  three-tenths  minutes  following 
the  end  of  the  injection.  The  four  failures  were 
followed  by  a second  dose,  which  was  uniformly 
effective.  The  dose  most  often  used  was  0.5  Gm., 
injected  in  thirty  to  sixty  seconds.  The  thera- 
peutic effect  of  Pronestyl  was  significantly 
persistent. 

Cardiovascular  Surgery 

Evaluation  of  the  effectiveness  of  Pronestyl  in 
prevention  and  treatment  of  arrhythmias  during 
cardiovascular  surgery  is  still  in  its  preliminary 
phase.  Necessarily,  information  must  first  be 
gathered  as  to  the  'incidence  of  arrhythmias  dur- 
ing this  type  of  surgery,  and,  in  turn,  this  in- 
formation must  be  reviewed  in  terms  of  various 
anesthetic  technics. 

Surgery  of  the  Great  Vessels. — Nine  patients  are 
included  in  a series  of  patients  undergoing  surgery 
of  the  great  vessels.  There  were  four  ligations 
of  patent  ductus,  one  ligation  of  anomalous  aortic 
arch,  one  wrapping  of  aortic  aneurysm,  one  co- 
arctation, and  two  pulmonary-subclavian  artery 
anastomoses.  Ether  was  the  anesthetic  agent  in 


five  of  the  procedures,  cyclopropane  in  three,  and 
both  ether  and  cyclopropane  in  one  (coarctation). 
Pronestyl  was  employed  in  attempted  (intrave- 
nous) prophylaxis  in  the  coarctation  procedure 
only,  in  this  case  failing  to  prevent  and  perhaps 
contributing  to  bizarre  electrocardiographic  pat- 
terns. To  date  these  patterns  have  resisted 
definitive  analysis,  the  differential  lying  between 
bundle  branch  block  with  superimposed  auriculo- 
ventricular  nodal  rhythm  and  ventricular  tachy- 
cardia. (Sinus  rhythm  in  this  patient  was  re- 
stored with  intrapericardial  procaine,  subse- 
quently repeated  three  times  as  the  arrhythmia 
began  to  reappear.  On  each  occasion  the  dura- 
tion of  the  procaine  effect  was  that  of  the  local 
anesthetic  effect  of  procaine,  i.e.,  approximately 
forty-five  to  sixty  minutes.) 

Ventricular  arrhythmias  (in  the  form  of  multi- 
focal ventricular  premature  contractions)  were 
observed  in  only  one  of  the  three  patients  anes- 
thetized with  cyclopropane  (a  ligation  of  patent 
ductus) . Sinus  tachycardia  was  the  only  arrhyth- 
mia seen  in  the  other  two  (pulmonary-subclavian 
artery  anastomosis  and  ligation  of  anomalous 
aortic  arch). 

Ventricular  arrhythmias  were  observed  in 
three  of  the  five  patients  anesthetized  with  ether. 
Bursts  of  ventricular  tachycardia  and  frequent 
ventricular  premature  contractions  were  seen  in  a 
ligation  of  patent  ductus.  Sustained  ventricular 
tachycardia  (successfully  reverted  with  intraperi- 
cardial procaine)  was  seen  in  a pulmonary-sub- 
clavian artery  anastomosis.  Occasional  ventricu- 
lar premature  contractions  were  noted  in  the 
wrapping  of  aortic  aneurysm.  In  the  other  two 
patients  (ligations  of  patent  ductus)  auricular 
premature  contractions,  wandering  pacemaker, 
auriculoventricular  nodal  rhythm,  and  auriculo- 
ventricular  nodal  premature  contractions  were 
common. 

Pericardectomy. — Five  patients  undergoing 
pericardectomy  have  been  studied.  Ether  was 
the  anesthetic  agent  in  one  patient  who  preopera- 
tively  manifested  auricular  flutter  with  varying 
block.  This  manifestation  persisted  throughout 
the  procedure;  also  noted  were  bundle  branch 
block  and  scattered  ventricular  premature  con- 
tractions. During  closure  of  the  chest  wall  two 
successive  doses  of  0.5  Gm.  of  Pronestyl  were  ad- 
ministered intravenously.  Following  these  injec- 
tions the  auricular  flutter  persisted,  but  with  a 
regular  2:1  block. 

Cyclopropane  was  the  anesthetic  agent  in  two 
patients.  In  one,  Pronestyl  injected  on  three 
different  occasions  reverted  ventricular  prema- 
ture contractions  to  sinus  rhythm.  On  two  other 
occasions  in  the  same  patient  auriculoventricular 
nodal  premature  contractions  did  not  respond  to 
Pronestyl.  The  other  patient  received  no  Pro- 
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nestyl;  the  arrhythmias  noted  were  auriculoven- 
tricular  nodal  rhythm,  occasional  auriculoventric- 
ular  nodal  premature  contractions,  and  only 
one  ventricular  premature  contraction. 

In  two  patients  cyclopropane  served  for  induc- 
tion and  endotracheal  intubation  and  ether  for 
subsequent  maintenance.  One  patient  mani- 
fested ventricular  premature  contractions  and 
wandering  pacemaker  throughout  the  procedure. 
The  other'  patient  was  seen  to  have  bursts  of 
ventricular  tachycardia,  frequent  ventricular 
premature  contractions,  and  auriculoventricular 
nodal  rhythm.  The  ventricular  arrhythmias 
occurred  during  manipulations  of  the  heart, 
despite  liberal  topical  application  of  procaine. 

Mitral  Commissurotomy. — Fourteen  mitral 

commissurotomies  have  to  date  been  subjected  to 
electrocardiographic  study.  Anesthetic  technic 
in  these  cases  was  quite  varied,  as  is  to  be  ex- 
pected in  the  development  of  a new  regimen. 
Equally  varied,  as  surgical  risks,  were  the  pa- 
tients. Definitive  evaluation  of  anesthetic  agents 
and  antiarrhythmia  measures  for  this  procedure 
must  await  the  accumulation  of  additional  data. 

In  five  patients  induction  and  endotracheal 
intubation  were  accomplished  with  cyclopropane; 
ether  was  then  employed  for  maintenance.  Pro- 
nestyl  was  administered  to  three  of  these  patients, 
the  dosage  schedule  varying  considerably  and 
deemed  adequate  in  one.  In  this  patient  a few 
ventricular  premature  contractions  were  seen. 
The  two  patients  who  received  inadequate 
Pronestyl  and  the  two  who  received  no  Pronestyl 
manifested  numerous  ventricular  arrhythmias 
during  the  maintenance  period. 

In  four  patients  induction  was  accomplished 
with  cyclopropane  and  endotracheal  intubation 
with  cyclopropane-ether;  ether  was  then  em- 
ployed for  maintenance.  Pronestyl  was  admin- 
istered to  two  of  these  patients.  Ventricular 
arrhythmias  were  more  numerous  in  the  patients 
who  did  not  receive  Pronestyl. 

Nitrous  oxide  and  ether  were  the  anesthetic 
agents  in  two  patients.  Scattered  ventricular 
premature  contractions  were  seen  in  one,  no 
ventricular  arrhythmias  in  the  other. 

Three  patients,  induced  with  intravenous 
barbiturate,  were  anesthetized  with  cyclopropane 
for  intubation  and  subsequent  maintenance.  In 
one  patient  one  ventricular  premature  contrac- 
tion was  observed.  In  the  other  two  patients 
sustained  multifocal  ventricular  premature  con- 
tractions were  observed  prior  to  the  onset  of 
surgery;  in  one  patient  these  were  associated 
with  frequent  reactions  on  the  endotracheal  tube 
and  concomitant  inadequate  ventilation.  Sinus 
rhythm  was  restored  in  both  patients  by  deeper 
anesthesia  and  improved  ventilation.  Subse- 
quently, a few  scattered  ventricular  premature 


contractions  occurred  in  one  of  these  patients  and 
bursts  of  ventricular  tachycardia  in  the  other, 
associated  with  fracture  of  the  mitral  valve. 

The  following  additional  observations  in  this 
group  of  patients  may  also  be  recorded  at  this 
time:  (1)  Ventricular  fibrillation  was  not  seen. 

(2)  Sustained  ventricular  tachycardia  was  ob- 
served during  cyclopropane  anesthesia  in  one 
patient  prior  to  incision.  Pronestyl  promptly 
reverted  this  to  sinus  rhythm  after  the  introduc- 
tion of  ether  failed  to  do  so.  (3)  Sustained 
ventricular  tachycardia  was  observed  during 
ether  anesthesia  in  two  patients,  in  one  prior  to 
opening  of  the  heart,  in  the  other  following  the 
valvulotomy.  In  both  patients  cardiac  arrest 
appeared  to  precede  the  arrhythmia.  In  the  first 
patient  cardiac  massage  was  instituted  when  the 
arrest  was  noted;  this,  supplemented  by  intra- 
venous Pronestyl,  appeared  to  be  responsible  for 
the  restoration  of  the  auricular  fibrillation  orig- 
inally present.  The  proposed  surgery  was  then 
carried  to  completion,  and  during  closure  of  the 
chest  wall  this  patient  manifested  a normal  sinus 
rhythm  for  the  first  time  in  many  years.  In  the 
second  patient  cardiac  massage  and  excessive 
intracardiac  epinephrine  eventuated  in  auriculo- 
ventricular nodal  rhythm,  which  persisted  until 
the  patient  died  in  failure  sixteen  hours  later. 
(4)  Surgical  manipulations  within  the  heart  were 
associated  with  brief  bursts  of  ventricular  tachy- 
cardia in  six  patients,  five  of  whom  received  no 
Pronestyl.  In  five  of  these  patients  the  arrhyth- 
mic episodes  occurred  during  ether  anesthesia, 
and  in  one  during  cyclopropane.  Manipulations 
within  the  heart  were  associated  with  scattered 
ventricular  premature  contractions  in  four 
patients,  three  during  ether,  and  one  during  cyclo- 
propane anesthesia;  with  auricular  premature 
contractions  in  one  patient  during  ether  anes- 
thesia; and  with  no  arrhythmias  of  any  type  in 
three  patients,  two  during  ether  and  one  during 
cyclopropane  anesthesia.  (5)  The  only  fatality 
in  the  operating  room  followed  massive  hemor- 
rhage, secondary  to  a tear  of  the  atrium. 

In  all  patients  procaine  was  applied  liberally 
to  heart  and  pericardium  and  injected  into  the 
base  of  the  auricular  appendage. 

General  Surgery 

Pronestyl  has  been  employed  in  this  depart- 
ment in  treatment  of  irregularities  of  pulse  ob- 
served during  anesthesia  and  surgery  of  various 
types,  without  electrocardiographic  diagnosis  of 
the  arrhythmia.  In  a large  majority  of  cases,  ir- 
regularities which  failed  to  respond  to  changes  in 
depth  of  anesthesia  or  to  improved  ventilation, 
or  responded'  transiently,  have  been  successfully 
reverted  to  regular  rhythm  for  prolonged  periods. 
It  is  recognized,  however,  that  in  the  absence  of 
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electrocardiographic  diagnosis,  evaluation  of  the 
effectiveness  of  antiarrhythmia  measures  is 
somewhat  uncertain. 

Factors  Associated  with  Onset  of 
Ventricular  Arrhythmias 

Electrocardiographic  tracings  recorded  con- 
comitantly with  various  surgical  and  anesthesio- 
logic  events  and  procedures  have  permitted  cer- 
tain conclusions  regarding  the  onset  of  arrhyth- 
mias during  cyclopropane  anesthesia.  The  single 
factor  most  often  associated  with  the  onset  of 
ventricular  arrhythmias  in  this  study  was  inade- 
quate ventilation.  The  single  procedure,  short 
of  drug  therapy,  which  most  often  successfully 
reverted  a ventricular  arrhythmia  to  normal  sinus 
rhythm  was  improvement  of  ventilation. 

Confirmatory  evidence  for  the  role  of  inade- 
quate ventilation  in  the  onset  of  arrhythmias 
during  cyclopropane  anesthesia  lies  in  the  finding 
of  a summit  of  arrhythmia  incidence  associated 
with  endotracheal  intubation.  This  high  inci- 
dence occurred  just  prior  to  the  resumption  of 
ventilation  attendant  upon  connection  of  the 
endotracheal  tube  to  the  anesthesia  apparatus. 
Since  intubation  was  accomplished  during  apnea, 
ventilatory  inadequacy  during  the  time  required 
for  the  mechanics  of  intubation  was  greatest  just 
prior  to  resumption  of  manual  ventilation. 
Therefore,  peak  arrhythmia  incidence  coincided 
with  peak  ventilatory  inadequacy.  Surgical 
manipulations,  reflexes,  and  depth  of  anesthesia 
were  infrequently  implicated  in  the  onset  of 
arrhythmias.  One  may  speculate  that  these  fac- 
tors are  significantly  related  to  the  onset  of 
arrhythmias  only  in  so  far  as  they  contribute  to 
inadequate  ventilation. 

Comment 

Since  it  is  well  known  that  a persistent  cardiac 
arrhythmia  may  result  in  reduced  cardiac  out- 
put and  coronary  insufficiency,  the  importance 
of  its  abolition  cannot  be  too  strongly  empha- 
sized. Since  an  arrhythmia  generally  considered 
to  be  relatively  innocuous  may  become  a serious 
or  fatal  arrhythmia,  a prophylactic  and  thera- 
peutic drug  which  will  dependably  preserve  and 
restore  normal  sinus  rhythm  would  appear  to 
represent  a valuable  tool.  Pronestyl  appears  to 
be  such  a drug,  and  therefore  it  is  of  particular 
value  during  clinical  anesthesia. 

It  may  be  well  to  point  out  that  an  arrhythmia 
is  more  properly  viewed  as  a sign  of  cardiac  dys- 
function rather  than  as  a separate  and  complete 
entity.  Therefore,  the  utilization  of  any  drug 
in  the  treatment  of  an  arrhythmia,  however  safe 
it  may  be,  should  be  instituted  primarily  as  an 
expedient,  such  utilization  to  be  associated  with 
measures  designed  to  determine  and  correct  the 


fundamental  basis  for  cardiac  dysfunction,  if  this 
be  at  all  feasible. 

Within  the  limitations  of  current  information 
as  to  the  fundamental  cardiac,  circulatory,  and 
pulmonary  physiology  associated  with  arrhyth- 
mias during  anesthesia,  and  without  definitive 
elucidation  as  to  the  mechanism  of  action  of 
Pronestyl,  certain  recommendations  as  to  the  use 
of  this  drug  may  be  made.  Slow  intravenous  ad- 
ministration is  desirable,  since  some  25  per  cent 
of  intravenous  injections  of  Pronestyl  in  this 
study  were  found  to  produce  moderate,  although 
transient  hypotension.  For  prophylaxis,  in 
adult  patients  undergoing  thoracic  and  car- 
diovascular surgery,  0.5  Gm.  may  be  admin- 
istered intravenously,  in  three  to  five  minutes, 
prior  to  induction  of  anesthesia.  This  may  be 
followed  by  0.5  Gm.,  in  two  to  four  minutes,  dur- 
ing induction  prior  to  endotracheal  intubation. 
An  additional  1.0  Gm.  in  divided  intravenous 
doses  may  then  follow  during  thoracotomy.  In 
those  patients  in  whom  oral  prophylaxis  may  be 
desired,  satisfactory  blood  concentrations  of 
Pronestyl  may  usually  be  attained  by  1.0  Gm. 
one  and  a half  hours  prior  to  induction,  followed 
by  0.5  Gm.  at  two  half-hour  intervals. 

For  therapy  of  ventricular  arrhythmias  failing 
to  respond  to  improved  ventilation  and  changes 
in  depth  of  anesthesia,  or  responding  only  tran- 
siently, an  initial  intravenous  test  dose  of  0.2  Gm. 
is  administered  in  one  to  two  minutes  in  order 
to  ascertain  the  patient’s  blood  pressure  response. 
Subsequent  doses  of  0.5  Gm.,  in  two  to  four  min- 
utes, may  be  injected  if  required  and  if  the  test 
dose  does  not  produce  hypotension.  Electro- 
cardiographic demonstration  of  widening  of  the 
QRS  complex  may  be  considered  a sign  of  incipi- 
ent toxicity. 

Dosage  schedules  for  infants  and  children  re- 
main to  be  determined. 

Evidence  is  beginning  to  appear  for  successful 
reversion  of  supraventricular  arrhythmias  with 
Pronestyl.  However,  such  reversions  have  not 
been  observed  in  these  studies. 

Summary 

The  pharmacology  of  procaine  amide  (Pro- 
nestyl) has  been  briefly  reviewed.  The  efficacy  of 
this  drug  in  prophylaxis  and  therapy  of  cardiac 
arrhythmias  during  clinical  anesthesia  has  been 
described,  with  particular  reference  to  thoracic 
and  cardiovascular  surgery.  A hypothesis  has 
been  presented  as  to  the  primary  relationship  of 
inadequate  ventilation  to  the  onset  of  ventricular 
arrhythmias  during  cyclopropane  anesthesia. 
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Discussion 

Jack  Milowsky,  M.D.,  Bronx. — Several  provoca- 
tive factors  have  been  stressed  in  the  presentation 
of  this  paper.  The  literature  contains  many  reports 
of  compounds  which  have  been  utilized  in  the  ther- 
apy of  arrhythmias  occurring  during  anesthetic 
procedures.  The  inadequacy,  the  inefficiency,  the 
untoward  toxic  side-reactions,  and  the  lack  of  pre- 
dictable results  of  presently  used  drugs  have  made 
studies  and  researches  of  new  compounds  especially 
desirable. 

The  results  presented  in  this  paper  would  seem  to 
indicate  that  Pronestyl  is  of  value  in  the  therapy  of 
ventricular  arrhythmias.  The  fact  that  Pronestyl 


may  be  effective  when  given  orally  and  to  a patient 
who  is  awake  is  of  interest  from  a prophylactic 
point  of  view. 

It  would  be  interesting  to  compare  a similar 
number  of  electrocardiographic  tracings  of  compar- 
able procedures  in  which  procaine  or  quinidine  was 
used  in  the  treatment  of  arrhythmias.  Such  studies 
have  been  done,  and  only  a careful  evaluation  can 
determine  the  relative  merits  of  these  drugs.  An 
interesting  speculation  which  has  been  presented 
is  the  etiologic  factor  of  asphyxia  in  the  production 
of  arrhythmias.  Other  investigators  have  only  in- 
directly hinted  at  this  component.  It  would  be  de- 
sirable to  have  oxygen  and  carbon  dioxide  deter- 
minations made  simultaneously  with  the  other  data. 
I presume  that  such  studies  will  be  completed  in  the 
near  future. 

Another  important  consideration  which  has  been 
emphasized  is  that  arrhythmias  may  occur  just  as 
frequently  when  ether  is  utilized. 

I should  like  to  emphasize  one  point  in  the  paper 
which  has  been  presented,  that  the  first  attention  in 
the  correction  of  arrhythmias  should  be  directed  to 
the  correction  of  any  hypoxia  before  drug  therapy  is 
attempted. 


HORMONE  THERAPY  PAIN  RELIEVER  IN  LATE  BREAST  CANCER  CASES 


Hormone  therapy  is  a pain  reliever  but  not  a 
curative  measure  in  advanced  cases  of  breast  cancer 
or  those  with  metastases,  according  to  a report  of 
the  Committee  on  Research  of  the  American  Medi- 
cal Association. 

For  the  obtaining  of  cures  of  breast  cancer,  the 
report  emphasized  the  need  for  early  diagnosis  and 
the  radical  surgical  removal  of  the  tumor  and  sur- 
rounding tissue.  These  remain  the  primary  mode  of 
attack  on  the  disease,  it  was  stated. 

The  conclusions  were  based  on  reports  of  886  cases 
in  a nation-wide  cancer  study  being  carried  out  by 
research  groups  under  the  coordination  of  the  com- 
mittee. The  findings  were  published  in  the  June  2 
issue  of  the  Journal.of  the  American  Medical  Associa- 
tion. 

The  national  study  of  the  committee  involves  the 
effects  of  the  use  of  hormones  in  advanced  cancer. 
The  report  recommended  that  surgery  be  performed 
where  possible,  or  adequate  x-ray  therapy  be 
administered  in  cases  where  the  metastases  are 
localized  or  are  in  accessible  bone  or  soft  tissue. 


For  most  bone  or  soft  tissue  lesions  in  metastatic 
cancer,  irradiation  is  the  treatment  of  choice,  it  was 
pointed  out.  In  the  case  of  lung  lesions  or  wide- 
spread bone  or  soft  tissue  metastases,  hormone 
therapy  was  recommended. 

Testosterone  propionate  was  found  to  be  the  drug 
of  choice  for  the  treatment  of  premenopausal  women. 
However,  it  was  pointed  out  that  castration  is  usually 
more  effective  and  should  be  the  method  of  treat- 
ment unless  there  are  contraindications.  For  women 
five  or  more  years  past  menopause,  estrogen  was 
recommended  for  the  treatment  of  soft  tissue  and 
lung  metastases.  Bone  lesions,  it  was  found,  re- 
sponded equally  well  to  both  drugs,  but  testosterone 
showed  superiority  in  controlling  subjective  symp- 
toms, especially  pain. 

All  of  the  patients  placed  on  hormone  therapy  had 
grown  progressively  worse  under  all  other  forms  of 
treatment  or  had  advanced  cases  before  coming  to 
treatment.  The  average  survival  of  those  placed  on 
estrogen  was  9.8  months  and  on  testosterone  8.5 
months. 


2I-ACETOXYPREGNENOLONE  in  the  treatment  of 
RHEUMATOID  ARTHRITIS 

John  Staige  Davis,  Jr.,  M.D.,  and  Harry  Bartfeld,  M.D.,  New  York  City 

(F rom  the  Arthritic  Clinic,  St.  Luke’s  Hospital) 


THE  present  report  deals  with  36  patients  who 
have  received  varying  doses  up  to  44  Gm.  of 
acetoxypregnenolone  in  the  ten  months  period 
since  June,  1949.  * Twenty-two  of  the  36  patients 
received  pregnenolone  as  well  at  some  time  during 
the  period  of  treatment. 

Acetoxypregnenolone  is  one  of  a number  of 
steroids  of  the  pregnane  or  21-carbon  type,  chem- 
ically resembling  hormones  of  the  adrenal  cor- 
tex.1 Some  of  these  display  interesting  physi- 
ologic properties  which  are  not  precisely  classifi- 
able into  existing  hormonal  categories.  They 
show  mild  estrogenic,  androgenic,  and  proges- 
teronic  activity.1  They  also  cause  chloride  re- 
tention and  have  mild  anesthetic  properties.2’3 
It  is  closely  related  by  name,  structure,  and 
clinical  behavior  to  pregnenolone,  which  we  have 
also  employed  in  the  treatment  of  arthritis. 

Material 

The  patients  included  34  cases  of  rheumatoid 
arthritis,  typically  involving  multiple  joints,  one 
of  so-called  palindromic  arthritis,  and  one  of 
Marie-Strumpel  arthritis.  Their  ages  ranged 
from  twenty-eight  to  sixty-seven  years.  There 
were  27  women  and  nine  men.  Initially,  when 
we  were  administering  acetoxypregnenolone  for 
the  first  time  for  this  purpose,  we  employed  50 
mg.  per  dose  by  intramuscular  injection  of  aqueous 
suspension;  subsequently,  the  dosage  was  ad- 
vanced to  100  mg.  and  in  two  individual  cases 
to  200  mg.  daily. 

Effects 

Acetoxypregnenolone  was  found  to  produce 
subjective  improvement  in  24  of  the  34  patients, 
beginning  in  the  former  case  within  a day  or  two 
of  the  first  administration  but  usually  develop- 
ing within  a week  or  ten  days.  The  improvement 
consisted  of  relaxation  of  the  stiffness  about  the 
affected  joints,  followed  presently  by  a diminu- 
tion of  pain.  Increased  mobility  was  then  ob- 
served with  return  of  a varying  degree  of  normal 
function.  The  objective  and  subjective  findings 
conformed  in  general,  except  in  nine  instances. 
At  times,  however,  all  of  these  patients  expressed 
the  opinion  that  they  felt  much  better.  There 
was  no  change  in  swelling.  One  of  the  patients 
(J.L.)  had  received  ACTII  without  benefit. 

Another  patient  (A.D.)  felt  exceptionally  well 
and  was  virtually  euphoric,  enjoying  increased 

* Supplied  through  the  courtesy  of  Dr.  Edward  Henderson 
of  the  Schering  Corporation. 


general  strength,  while  no  objective  changes 
could  be  discovered  in  the  joints.  Only  occa- 
sionally could  the  change  be  described  as  dra- 
matic, as  in  patient  M.  B.  and  in  K.  B.,  who  is  able 
to  get  in  and  out  of  the  bathtub  within  four  hours 
after  she  has  been  given  an  injection.  Before 
taking  this  drug,  she  had  not  been  able  to 
get  into  a tub  in  three  years.  Patient  V.  P.  is 
able  to  kneel  within  four  hours  after  taking  preg- 
nenolone and,  as  she  expressed  it,  “to  wash  the 
windows  from  the  outside.”  If  she  does  not  re- 
ceive the  drug,  within  forty-eight  hours  she  is 
unable  to  get  into  bed.  Marked  improvement 
was  obtained  in  three  others.  One  of  these  pa- 
tients relapsed  while  being  treated  with  preg- 
nenolone. 

Of  the  remaining  28  patients  only  four  failed 
entirely  to  benefit.  There  was  a fall  in  sedimen- 
tation rate  and  a rise  in  hemoglobin  and  red  blood 
count  in  some  and  a gain  in  weight  in  most  pa- 
tients. The  white  blood  count  and  differential 
were  not  affected.  The  patients  showing  evi- 
dence of  considerable  liver  damage,  as  measured 
by  the  Hanger  test,  responded  little  if  at  all  to 
the  drug.  Blood  sugar,  cholesterol,  and  uric  acid 
were  not  influenced  by  the  drug,  except  in  the 
case  of  M.  B.  whose  insulin  requirement  was  in- 
creased. 

Side  Actions 

Acetoxypregnenolone  gave  rise  to  no  detect- 
able side-effects  in  any  patient  of  the  present 
series,  judged  by  clinical  observations  and  history 
and  routine  blood  counts  and  urinalysis.  We 
believe  that  the  isolated  instance  of  euphoria 
developed  on  the  basis  of  pre-existing  personality 
features,  intensified  by  the  feeling  of  well-being 
commonly  expected  with  this  compound,  to- 
gether with  the  patient’s  optimism  regarding  a 
new  form  of  treatment.  In  view  of  the  partial 
resemblance  between  acetoxypregnenolone  anti 
desoxycorticosterone,  we  paid  close  attention  to 
possible  increments  of  body  water  or  of  blood 
pressure  at  this  high  dosage  level  but  found  no 
irregularities  in  any  patient.  Although  most  of 
the  patients  gained  substantially  in  weight, 
none  was  edematous.  In  the  one  instance  of 
M.  B.  mentioned  above,  the  daily  insulin  require- 
ment rose  from  30  to  50  units  when  the  patient 
was  given  pregnenolone,  and  in  one  other  instance 
glycosuria  followed  acetoxypregnenolone  ad- 
ministration. 
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TABLE  I. — Response  of  Rheumatoid  Arthritis 
Patients  to  21-Acetoxypregnenolone 


Patient 

Age 

Sex 

Total 

Dose 

(Mg.) 

Stage 

Response 

1.  M. 

52 

F 

2.100 

I 

in 

J.  R. 

35 

M 

4.100 

1 

i 

R.  T. 

41 

F 

10,000 

1 

i 

B.  D.* 

411 

F 

750 

11 

ii 

M.  ?.* 

53 

I’ 

800 

11 

a 

H.  W. 

64 

F 

1,050 

II 

in 

J.  T.* 

64 

M 

1,200 

11 

i 

G.  D. 

55 

M 

1,500 

II 

ii 

E.  L.* 

35 

F 

2,125 

II 

i 

K.  B. 

55 

F 

3,500 

11 

ii 

R.  M. 

55 

F 

3,500 

11 

a 

L.  C.* 

44 

F 

4,675 

II 

n 

M.  F. 

63 

F 

5,900 

11 

IV 

L.  C." 

38 

F 

6,800 

11 

II 

H.  A.* 

60 

F 

10,600 

11 

11 

F.  S.* 

67 

F 

925 

III 

11 

L.  B.’ 

58 

F 

1,000 

III 

111 

H.  T.* 

41 

M 

1,200 

III 

11 

C.  M. 

38 

F 

2,000 

III 

II 

11.  Z.* 

42 

I' 

2,250 

111 

11 

C.  P. 

61 

F 

3,800 

III 

IV 

B.  L.’ 

64 

F 

3,800 

111 

11 

J.  L. 

55 

M 

6,450 

III 

II 

V.  P.* 

31 

F 

8,700 

III 

I 

A.  R.* 

28 

M 

9,600 

III 

IV 

J.  C.* 

55 

M 

14,500 

III 

I 

C.  B.* 

50 

F 

17,300 

III 

IV 

A.  S.* 

55 

F 

21,000 

III 

IV 

B.  D.* 

60 

F 

2,000 

IV 

111 

E.  K. 

59 

F 

2,200 

IV 

IV 

A.  D.* 

44 

F 

3,400 

IV 

IV 

0.  M. 

65 

F 

3,450 

IV 

IV 

H.  C.* 

41 

M 

3,600 

IV 

IV 

S.  B.* 

40 

F 

44,000 

IV 

III 

• Patients  also  received  pregnenolone  at  a different  period. 


Acetoxypregnenolone  Compared  with 
Pregnenolone 

The  two  compounds  have  yielded  substan- 
tially similar  results  in  our  patients  when  used 
in  the  same  dosage  range  for  similar  periods. 
Our  impression  was  that  muscular  relaxation 
was  achieved  somewhat  earlier  in  a few  of  the 
patients  receiving  acetoxypregnenolone,  and  a 
few  patients  claimed  to  distinguish  the  one  sub- 
stance from  the  other  by  its  effect  upon  them,  at 
least  in  respect  to  the  earliness  after  injection 
when  the  pain  and  stiffness  were  relieved.  The 
proportion  of  cases  enjoying  symptomatic  bene- 
fit, however,  was  not  sensibly  different  as  judged 
from  series  of  this  size.  The  degree  of  improve- 
ment ultimately  achieved  was  the  same  in  the 
most  favorable  cases.  Both  compounds  in  our 
experience  produced  a progressive  change,  over 
a period  of  several  weeks,  which  is  only  occa- 
sionally dramatic  and  abrupt.  Four  patients, 
however,  after  showing  marked  improvement 
for  from  one  to  eight  months,  have  relapsed,  and 
the  drug  no  longer  seems  to  have  any  effect. 

Comment 

Almost  all  the  patients  had  received  successive 
previous  treatments  using  conventional  mate- 
rials such  as  gold,  sulfonamides,  x-ray,  vaccines, 
vitamin  supplementation,  physiotherapy,  etc., 
and  in  each  instance  the  improvement  due  to  the 


TABLE  II. — Response  of  Rheumatoid  Arthritis  Pa- 
tients to  Pregnenolone 


Patient 

Age 

Sex 

Total 

Dose 

(Mg.) 

Stage 

Response 

A.  P. 

54 

F 

800 

i 

hi 

E.  V. 

53 

F 

2 , 650 

i 

IV 

F.  S. 

59 

F 

3,000 

i 

II 

K.  O. 

54 

F 

3,100 

i 

III 

M.  S. 

56 

F 

2,000 

ii 

III 

D.  O. 

58 

M 

2 , 790 

ii 

I 

B.  D.* 

49 

F 

3,300 

ii 

III 

M.  B.* 

53 

F 

4,400 

11 

11 

L.  C.* 

44 

F 

4,550 

II 

II 

L.  C.* 

38 

F 

6,700 

II 

II 

J.  T.* 

64 

M 

12,200 

II 

I 

H.  A.' 

60 

F 

13,000 

11 

11 

E.  L.* 

35 

F 

15,400 

II 

1 

J.  C.* 

55 

M 

1,800 

III 

1J 

L.  R.  • 

58 

F 

2,000 

III 

ill 

F.  S.  • 

67 

F 

2,500 

III 

HI 

H.  Z.* 

42 

F 

4,325 

in 

11 

A.  R.* 

28 

M 

6,000 

in 

IV 

H.  T.* 

41 

M 

6,400 

in 

II 

V.  P.* 

31 

F 

9,500 

in 

I 

A.  R. 

52 

M 

14,000 

in 

II 

A.  S.* 

55 

F 

14,000 

hi 

IV 

B.  L.* 

64 

F 

14,750 

in 

III 

S.  B.* 

40 

F 

1,100 

IV 

HI 

H.  C.* 

41 

M 

1,100 

IV 

III 

A.  D.* 

44 

F 

2,000 

IV 

IV 

R.  M. 

59 

F 

4,800 

IV 

II 

C.  B.* 

30 

F 

9,100 

IV 

IV 

B.  D.* 

60 

F 

15,000 

IV 

II 

* Patients  also  received  acetoxypregnenolone  at  a different 
period. 


TABLE  III. — Response  of  Rheumatoid  Arthritis  Pa- 
tients to  21-Acetoxypregnenolone — -Relation  of  Im- 
provement in  Fall  in  Blood  Sedimentation  Rate 


. — Sedimentation  Rats — • 
(Mm.  Westergren) 
Average  Average 

Response  Initial  Final 


I 

Great  improvement 

47 

24 

II 

Moderate  improvement 

43 

34 

III 

Slight  improvement 

54 

61 

IV 

No  improvement 

55 

64 

TABLE  IV. — Response  of  Rheumatoid  Arthritis  Pa- 
tients to  Treatment  with  Gold,  Inert  Substance, 
Pregnenolone,  and  21-Acetoxypregnenolone 


21-Acetoxy- 


Golds 

Inert 

Substance6 

Pregnen- 

olone 

pregne- 

nolone 

Number  of 
patients 

57 

46 

29 

54 

Response 

i 

42% 

8% 

13.8% 

17.6% 

n 

21% 

13% 

38.0% 

41.1% 

hi 

19% 

24% 

31.0% 

14.7% 

IV 

18% 

55% 

17.2% 

26.6% 

new  steroid  compound  exceeded  that  found  earlier 
by  other  means  (Tables  I,  II,  III,  and  IV). 
In  point  is  patient  J.  C.  who  was  relieved  of  pain 
to  a considerable  extent;  while  he  had  not  been 
equally  effected  by  desoxycorticosterone  acetate 
inter  alia,  he  had  “remarkable  improvement” 
under  acetoxypregnenolone. 

It  is  also  observed  that  acetoxypregnenolone  is 
not  uniformly  effective.  Freyberg  describes  two 
patients  who  were  entirely  unaffected  by  it,  and 
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in  our  present  series  we  have  reported  two.4  As 
to  the  likelihood  of  securing  permanent  improve- 
ment, we  cannot  comment  at  the  present  time, 
since  practically  all  of  the  patients  are  still  being 
actively  treated  and  none  has  been  followed 
sufficiently  long  to  cast  light  on  possible  lasting 
effects. 

Summary 

Acetoxypregnenolone  administered  parenter- 
ally  in  high  dosage  for  the  treatment  of  rheuma- 
toid arthritis  has  afforded  subjective  benefit 
in  about  59  per  cent  of  patients,  which  was 
striking  in  degree  in  about  18  per  cent.  The 
clinical  effect  of  acetoxypregnenolone  is  quite 
similar  to  that  of  pregnenolone,  the  “parent” 
steroid.  Two  hundred  milligrams  daily  is  the 
usual  dose,  although  up  to  400  mg.  daily  were 
administered.  Side  actions  were  not  encoun- 
tered. 


Conclusions 

Of  the  36  patients  in  this  series  treated  with 
acetoxypregnenolone,  six  showed  marked  im- 
provement which  could  be  described  as  dramatic. 
Nineteen  patients  showed  varying  degrees  of  ob- 
jective and  subjective  improvement.  One  pa- 
tient with  Marie-Strumpel  disease  and  one  with 
palindromic  arthritis  are  considerably  improved. 
Nine  patients  showed  no  objective  improvement 
and  are  considered  failures. 

The  advantages  of  these  drugs  are  their  avail- 
ability and  safety.  It  is  felt  that  they  have  a 
place  in  the  treatment  of  rheumatoid  arthritis. 
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TB  HOSPITALS  LACK  REHABILITATION  SERVICES 


A survey  of  public  tuberculosis  hospitals  in  up- 
state New  York  has  shown  an  acute  lack  of  rehabili- 
tation services  for  patients,  and  consequently  many 
patients  leave  the  hospital  against  medical  advice, 
it  was  reported  by  the  State  Charities  Aid  Association 
in  a two-year  study  on  services  to  tuberculosis 
patients  made  by  Dr.  N.  Stanley  Lincoln  and  Mrs. 
Helen  K.  Vassardakis. 

The  study  pointed  up  the  need  for  “a  compre- 
hensive, carefully  considered  program  of  rehabilita- 
tion in  public  tuberculosis  hospitals  on  a State-wide 
basis.”  They  defined  rehabilitation  in  tuberculosis 
as  the  restoration  of  the  tuberculous  to  the  fullest 
physical,  mental,  social,  vocational,  and  economic 
usefulness  of  which  they  are  capable. 

Pointing  out  that  the  study  was  not  concerned 
with  medical  aspects  of  tuberculosis  control  in  New 
York  State,  which  “has  reached  a high  degree  of 
effectiveness,”  the  speakers  said  the  initiation  of  the 
study  by  the  State  Department  of  Health  “indi- 
cated the  department’s  sincere  desire  to  improve 
rehabilitation  services.” 

Dr.  Lincoln  and  Mrs.  Vassardakis  said  the  neces- 


sity for  rehabilitation  begins  with  the  diagnosis  of 
the  patient  and  continues  through  his  hospitaliza- 
tion and  the  long  period  of  convalescence  after  he 
leaves  the  hospital.  The  problem  embraces  the 
whole  family  situation,  they  said,  “because  of  adjust- 
ments that  must  be  made,  particularly  when  a bread- 
winner or  homemaker  is  hospitalized.” 

“In  the  absence  of  effective  rehabilitation  serv- 
ices,” Mrs.  Vassardakis  said,  “a  patient  may  be- 
come so  oppressed  with  family  problems  and  with 
worry  over  his  job  that  he  leaves  the  hospital, 
against  medical  advice,  to  seek  a solution  by  direct 
action.” 

The  study  committee  also  found  that  nearly  60 
per  cent  of  the  patients  interviewed  had  less  than  the 
equivalent  of  a high  school  diploma,  and  nearly  half 
of  the  patients  interviewed  wanted  more  education 
but  were  receiving  comparatively  little  help. 

According  to  Dr.  Lincoln  and  Mrs.  Vassardakis, 
the  study  found  that  the  hospitals,  on  the  average, 
were  inadequately  staffed  with  specialists  in  occupa- 
tional therapy,  medical  social  work,  teaching,  and 
vocational  counseling. 


NISENTIL  IN  1,000  OBSTETRIC  CASES 

Harry  G.  LaForge,  M.D.,  F.A.C.S.,  Buffalo,  New  York 

(From  the  Obstetric  Service  of  the  Buffalo  Children’s  Hospital  and  the  Department  of  Obstetrics  and 
Gijnecology  of  the  University  of  Buffalo  School  of  Medicine) 


EVER  since  1847  when  Sir  James  Simpson 
used  ether  as  an  anesthetic  during  labor, 
physicians  have  been  searching  for  better  meth- 
ods of  obstetric  analgesia.  A forward  advance 
was  made  in  1902  when  morphine  and  scopola- 
mine were  introduced,  but  the  long  list  of  drugs 
used  since,  such  as  the  barbiturates,  the  various 
narcotics,  and  paraldehyde,  and  the  different 
methods  of  administration  among  equally  compe- 
tent physicians  indicate  that  an  ideal  drug  or 
combination  of  drugs  has  yet  to  be  developed. 

Stander  states  that  “the  ideal  analgesic  agent 
should  be  applicable  at  any  time  during  every 
type  of  labor.  It  should  not  interfere  with  the 
normal  mechanisms  of  labor,  and  the  number, 
duration,  and  quality  of  uterine  contractions 
should  be  unaltered.  The  patient  should  not  be 
rendered  unconscious  as  her  cooperation  is  fre- 
quently desirable.  The  method  must  be  above 
all  else  absolutely  safe  to  both  mother  and  child.”1 
In  an  effort  to  find  a more  satisfactory  pain- 
relieving  agent  we  have  been  using  Nisentil  Hy- 
drochloride, a recently  synthesized  obstetric 
analgesic.* *  Nisentil,  which  was  originally  sup- 
plied under  the  code  number  Nu-1196,  is  chemi- 
cally similar  to  meperidine  and  was  first  reported 
by  Ziering  and  Lee  in  1947.2  Randall  showed 
that  it  qualitatively  resembles  morphine,  and 
Gross  reported  that  side-effects  at  comparable 
analgesic  levels  are  minimal  compared  with  mor- 
phine.3'4 Since  we  started  our  evaluation,  Smith 
and  Nagyfy  have  reported  that  Nisentil  com- 
pared favorably  with  any  of  the  other  drugs 
employed  in  obstetric  analgesia.5  Hapke  and 
Barnes  found  that  Nisentil  provided  adequate 
pain  relief  in  over  90  per  cent  of  the  500  patients 
thej^  studied,  with  little  evidence  of  fetal  respira- 
tory depression.6  Thelen  also  noted  that  Nisentil 
could  be  given  without  fear  of  narcotizing  the 
baby  at  any  stage  after  labor  is  established.7 

Material,  Procedure,  and  Preliminary 
Findings 

This  paper  reports  findings  with  Nisentil  in 
1,000  patients  who  presented  themselves  for  de- 
livery at  Buffalo  Children’s  Hospital  between 
June,  1949,  and  June,  1950.  The  ages  of  these 
women  ranged  from  seventeen  to  forty-two  years, 

Presented  at  a meeting  of  the  Interurban  Obstetrical  and 
Gynecological  Society,  Buffalo,  September  30,  1950. 

* Supplied  by  Hoffmann-La  Roche,  Inc.,  Nutley,  New 
Jersey. 


with  an  average  of  twenty-seven  years.  There 
were  465  primiparas  and  535  multiparas.  Two 
of  the  women  were  delivered  by  cesarean  section, 
but  the  remainder  were  normal  deliveries.  Labor 
was  spontaneous  in  901  cases  and  induced  in  99. 

A total  of  995  viable  infants  was  delivered 
including  two  sets  of  twins.  There  were  seven 
stillbirths  among  the  group.  One  baby  was 
delivered  three  weeks  prematurely. 

Since  Nisentil  was  a new  drug,  we  had  a regis- 
tered nurse  for  the  first  month  in  constant  attend- 
ance on  the  patients  on  whom  the  preparation 
was  used.  She  was  thoroughly  familiar  with  the 
course  of  labor  and  effects  of  analgesic  drugs  on 
parturient  women.  During  this  phase  we  made 
preliminary  observations  in  order  to  determine 
the  effect  of  various  amounts  of  Nisentil  and  to 
establish  the  most  advantageous  dose. 

Initially  we  used  Nisentil  in  small  doses  of  20 
mg.  administered  by  subcutaneous  injection. 
This  amount  did  not  produce  a desirable  analgesic 
effect,  and  the  individual  dose  was  therefore  in- 
creased to  40  mg.  The  series  to  be  reported  does 
not  include  those  women  who  received  initial 
doses  smaller  than  40  mg.  of  Nisentil. 

In  the  first  35  cases  40  mg.  of  Nisentil  were  used 
for  a total  of  55  doses.  Hyoscine  was  given  con- 
comitantly in  two  patients.  As  is  shown  in 
Table  I,  29  of  these  doses  produced  excellent 
relief,  21  moderate  relief,  and  five  no  analgesic 
effect.  It  was  observed  that  Nisentil  alone  did 
not  produce  amnesia.  > 

Of  the  subsequent  21  patients  who  received  a 
total  of  33  doses  of  Nisentil,  17  were  given  Viso 
grain  of  hyoscine  as  adjuvant  drug.  Again,  ex- 
pressed in  terms  of  numbers  of  injections  adminis- 
tered, 16  of  these  Nisentil  doses  gave  excellent 
relief,  13  moderate  relief,  and  four  produced 
inadequate  analgesia.  It  was  our  impression 
that  Nisentil  potentiated  the  well-known  somno- 
lent and  amnesic  effect  of  hyoscine. 

From  these  first  56  cases  it  was  concluded  that 
at  a dosage  level  of  40  mg.  a good  analgesic  effect 
was  obtained  in  only  50  per  cent  of  the  mothers, 
regardless  of  whether  Nisentil  was  used  alone  or 
in  combination  with  hyoscine.  As  for  the  babies, 
respiratory  depression  was  evident  in  eight  of  the 
56  infants.  However,  it  is  probably  not  a coinci- 
dence that  four  of  the  babies  in  whom  it  was 
necessary  to  stimulate  breathing  had  had  the 
umbilical  cord  about  the  neck. 

During  this  phase  an  attempt  was  made  also 
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TABLE  I. — Results  with  Nisentil  in  1,000  Obstetric  Cases 


Results  of 

Range  Range  Individual  Doses  - — Adjuvant  Drug- 


Num- 
ber of 
Moth- 
ers 

Number 

of 

Viable 

Infants 

of 

Single 

Dose 

(Mg.) 

of 

Total 

Dose 

(Mg.) 

Number 

of 

Doses 

Ex- 

cellent 

Mode- 

rate 

Un- 

satis- 

fac- 

tory 

Num- 

ber 

of 

Doses 

Drug 

and 

Dose 

Babies’ 

✓ — Respiration — ^ 
Spon-  De- 

taneous  pressed 

Side- 

effects 

on 

Mother 

35 

35 

40 

40  to  160 

55 

29 

21 

5 

2 

Hyoscine 
('/ 1*0) 

30 

5 

3 

21 

21 

40  to  60 

40  to  140 

33 

16 

13 

4 

17 

Hyoscine 

O/iw) 

18 

3 

0 

944 

939 

40  to  80 

40  to  360 

1,188 

1 ,033 

138 

17 

1 

Hyoscine 

754 

185 

15 

17  160  ) 

24G  Hyoscine 

(‘/iso) 

50  Hyoscine 

( */ 200 ) 

1 Hyoscine 

(Vooo) 

3 Carbrital 


TABLE  II. — Twelve  Patients  Obtaining  Inadequate  Pain  Relief  from  Nisentil 


- — Dosage  of  Nisentil — - 

. — Mother — * Total  . Adjuvant — . 

Age  Para  Number  Mg.  Hours  in  Labor  Drug  Doses  Presentation  Comment 


28  P 1 40  23  . . LOA 

37  M 3 140  20  ..  RST 1 

33  M 2 140  5‘/2  Hyoscine  ('/no)  1 LOA  j 

21  M 1 60  45  minutes  Hyoscine  (V200)  1 LOA 

29  P 3 180  15  minutes  Hyoscine  (i/i6»)  2 LOP 

24  P 1 40  IO1/2  . . ROA 

39  M 1 60  6'A  . . ROA 

18  P 4 200  4D/2  Hyoscine  (.'/no)  3 LOR/LOA 

27  P 4 240  36  Hyoscine  ('/no)  1 LOP 

38  M 1 60  51/2  . . ROA 

22  P 1 60  9 Hyoscine  (‘/iso)  . . ROA 

27  M 1 60  97*  . . ROP 


Patient  restless  and  noisy 
Patient  relaxed  after  first  medi- 
cation; no  results  from  subse- 
quent doses 

First  dose  had  no  effect;  relief 
followed  second  dose 

Patient  delivered  in  25  minutes 
Long  difficult  labor.  First  two 
doses  relaxed  patients;  no  re- 
sults from  last  two 
No  relief 

Patient  restless  and  nervous 
Patient  delivered  in  10  minutes 


to  use  various  medications  whose  nature  and 
composition  were  unknown  to  the  attending  staff 
in  an  effort  to  evaluate  comparative  effects  of 
placebo  injection,  morphine  sulfate  (V«  grain), 
meperidine  (100  mg.)  with  and  without  hyoscine, 
and  Nisentil  (40  mg.).  However,  these  trials 
were  discontinued  because  it  soon  became  com- 
paratively simple  for  a trained  observer  to  dis- 
tinguish these  medications.  The  inert  material 
was  of  course  easily  spotted;  morphine  was 
readily  discernible  by1  its  pupillary  and  respira- 
tory effects.  The  differentiation  between  meperi- 
dine and  Nisentil  also  could  soon  be  made  because 
of  the  rapidity  of  action  and  euphoria-like  effect 
of  Nisentil.  The  onset  of  action  of  Nisentil  was 
approximately  five  minutes  compared  with  ten  to 
fifteen  minutes  for  meperidine. 

On  the  basis  of  our  experience  in  these  first  56 
cases,  it  was  decided  to  adopt  a dose  of  60  mg.  of 
Nisentil  as  a base  line  for  the  remaining  944 
patients.  As  is  seen  in  Table  I,  this  amount 
was  varied  from  40  to  80  mg.,  depending  on 
the  weight  of  the  women.  The  total  dose  of 
Nisentil  in  a given  patient  was  determined  by 
her  need  for  analgesia  and  the  duration  of  labor. 


Hyoscine  was  often  used  concurrently  as  an  adju- 
vant drug  with  dosages  ranging  from  Vioo  to 
Vioo  grain.  The  majority  of  cases,  namely  246, 
received  Vuo  grain,  and  56  received  V200  grain  of 
the  latter  drug.  The  administration  of  Nisentil, 
which  was  always  given  subcutaneously,  was 
started  at  an  average  of  5.5  cm.  of  cervical  dilata- 
tion, although  this  varied  from  2 to  10  cm. 
From  our  preliminary  experience,  we  did  not 
hesitate  to  give  a repeat  dose  of  Nisentil  at  any 
time  we  thought  this  was  indicated.  One  hun- 
dred ninety-eight  patients  required  more  than  a 
single  dose.  Twenty-eight  women  received  three 
doses,  and  six  received  four  doses.  Two  patients 
received  five  doses  each  over  a period  of  forty-two 
and  twenty  hours,  respectively.  The  latter  case 
was  given  a total  of  360  mg.  of  Nisentil.  This 
was  the  highest  total  quantity  administered  to 
any  of  our  patients. 

During  the  first  half  of  the  series,  chloroform, 
which  is  still  used  routinely  in  Buffalo,  was  given 
as  the  terminal  anesthetic.  However,  in  the 
other  half  of  the  series  a large  number  of  low  spinal 
anesthesias  were  given. 

The  following  over-all  evaluation  is  based  on 


August  1,  1951] 


NISENTIL  IN  1,000  OBSTETRIC  CASES 


1837 


TABLE  III. — Eighteen  Babies  Showing  Moderate  to  Marked  Respiratory  Depression  on  Delivery 


■Dosage  of  Nisentil- 

-vHour  of  Last 
Dose  Before 
Delivery 

Age 

Para 

Number 

Mg. 

Drug 

Doses 

Presen- 

tation 

Comment 

37 

M 

3 

140 

iy< 

RST 

Patient  uncooperative.  Medica- 
tion gave  little  relief 

33 

M 

2 

140 

45  minutes 

Hyoscine  C/iso) 

1 

LOA 

24 

P 

2 

120 

3 ‘A 

Hyoscine  (‘/iso) 

1 

Double 

footling 

22 

1’ 

1 

60 

1 

Hyoscine  (Vho) 

1 

ROA 

26 

M 

1 

60 

2>/j 

Hyoscine  (Vi6o) 

1 

ROP 

2.5 

M 

1 

60 

1 

LOA 

23 

P 

1 

60 

iv* 

Hyoscine  (l/m) 

i 

LSA 

32 

P 

3 

180 

5 

Hyoscine  (‘Aso) 

2 

ROA 

34 

M 

1 

60 

4 

ROA 

35 

M 

4 

240 

2 ‘A 

Hyoscine  (lAoo) 

1 

LOT 

30 

M 

1 

60 

30  minutes 

LOA 

Patient  had  dark  ainniotic  fluid 
on  admission 

23 

P 

1 

60 

2'A 

Hyoscine  (‘/iso) 

1 

LOA 

31 

P 

1 

60 

l ‘A 

ROA 

Premature  placental  separation 

26 

M 

1 

60 

4 

LOA 

Difficult  delivery 

26 

P 

I 

60 

1 

Hyoscine  OAso) 

i 

ROA 

Premature  placental  separation; 
cord  around  neck 

29 

M 

2 

120 

3 

ROA 

24 

P 

2 

120 

2V» 

ROA 

27 

M 

1 

60 

45  minutes 

LOA 

TABLE  IV.— 

Seven  Stillbirths  Occurring  During  Evaluation  ok  Nisentil  in  1,000  Obstetric  Cases 

Age 

Mother — . *— 

Para 

Dosage  of  Nisentil — ^ 
Number  Total  Mg. 

Hours 
in  Labor 

Hour  of 
Last  Dose 

Presen- 

tation 

Adjuvant  Drug 

Comment 

24 

P 

2 

140 

13 ‘A 

11 

ROA 

Hyoscine  OAso) 

30 

M 

1 

60 

4 

2>A 

LOA 

28 

P 

1 

60 

33 ‘A 

8>A 

LOA 

22 

P 

1 

60 

31 ‘A 

22 'A 

ROA 

27 

M 

1 

60 

8 

4 

LOA 

Prolapse  of  cord 

28 

M 

1 

60 

9 

7 

ROA 

Mascerated  stillbirth 

19 

P 

1 

60 

17>A 

15 

LOA 

the  944  patients  who  received  Nisentil  according 
to  the  plan  adopted  on  the  basis  of  the  preliminary 
study  in  56  patients. 

Results 

Effect  on  Mother. — As  is  seen  in  Table  I,  the 
944  patients  were  given  1,188  individual  doses  of 
Nisentil.  Of  these,  1,033  (87  per  cent)  were  pro- 
ductive of  marked  to  full  analgesia.  One  hun- 
dred thirty-eight  doses  provided  moderate  but 
still  adequate  relief,  and  only  17  of  the  23  doses 
given  to  the  12  patients  recorded  in  Table  II 
gave  little  or  no  results. 

The  onset  of  action  of  Nisentil  varied  from 
three  to  ten  minutes  with  an  average  of  five 
minutes.  The  period  over  which  pain  and 
anxiety  were  effectively  controlled,  calculated  for 
the  241  doses  not  interrupted  by  delivery  and 
given  to  the  198  patients  receiving  multiple  doses 
of  Nisentil,  was  approximately  two  and  one-half 
hours.  The  over-all  average  duration  of  anal- 
gesia for  the  entire  944  patients  was  between  one 
and  one-half  and  two  hours. 

The  length  of  labor  in  the  primiparas  averaged 
fifteen  hours  and  in  the  multiparas  nine  hours. 
These  figures  are  lower  than  the  averages  of 
eighteen  and  twelve  hours  given  by  Greenhill  and 
Stander.  It  was  our  impression  that  Nisentil 
shortened  the  duration  of  labor. 


Untoward  effects  were  only  apparent  in  15  of 
the  944  mothers.  Twelve  of  them  complained  of 
slight  dizziness  soon  after  the  administration  of 
the  drug  and  one  patient  of  lightheadedness 
There  was  one  patient  with  marked  delirium  and 
disorientation,  and  another  developed  urticaria. 
Several  perspired  moderately  a few  minutes  after 
the  drug  had  been  given.  These  actions  were  all 
transient,  however. 

The  drug  has  apparently  no  pupillary  effect, 
nor  is  there  respiratory  depression  of  the  mother. 
A slight  slowing  of  the  pulse  rate  of  about  4 per 
minute  was  observed.  There  was  also  a slight 
drop  in  blood  pressure  of  about  5 points. 

After  administration  of  Nisentil  there  is  evident 
drowsiness  and  relaxation.  The  patient  is  usually 
mentally  clear.  She  may  sleep  lightly  but  is 
awakened  with  ease.  Many  patients  had  no 
memory  of  anything  following  the  administra- 
tion of  Nisentil  and  hyoscine.  Others  remember 
only  a few  minutes  hard  pain  just  before  delivery. 
When  interrogated  two  or  three  days  postpartum 
as  to  the  efficacy  of  the  drug,  the  women  enthusi- 
astically stated  that  the  pains  were  definitely 
easier  to  bear.  They  often  used  the  phrase  “I 
felt  wonderful  after  ‘the  hypo’  was  given”  and 
stated  that  they  felt  as  though  they  were  floating. 

Effect  on  Baby. — The  effect  of  Nisentil  on  the 
respiration  of  the  infant  was  most  carefully  ob- 
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served.  A respiratory  depressing  effect,  how- 
ever, was  not  easy  to  evaluate,  particularly  in  the 
first  half  of  the  series,  because  three  drugs  were 
involved — Nisentil,  hyoscine,  and  chloroform. 
If  all  patients  are  grouped  together,  regardless  of 
the  terminal  anesthetic  used,  754,  or  80  per  cent 
of  the  939  babies  delivered,  breathed  spontane- 
ously, and  185  or  20  per  cent  needed  some  stimu- 
lation to  establish  breathing.  In  167  infants,  or 
18  per  cent,  the  effort  was  slight,  and  rubbing  the 
babies,  slapping  the  feet,  or  spanking  the  buttocks 
induced  immediate  crying.  This  slight  degree  of 
asphyxia  was  not  considered  serious.  Table  III 
records  the  18  babies  in  whom  the  depression  was 
moderate  to  marked.  Sucking  mucus  from  the 
trachea  was  necessary  in  these  cases  as  was  the 
use  of  an  E and  J respirator.  Cyanosis  in  all 
cases  was  slight,  however,  and  in  no  case  did  it 
take  more  than  three  minutes  to  establish  breath- 
ing. No  babies  died  as  a result  of  asphyxiation, 
and  none  of  the  stillbirths  are  attributable  to  the 
analgesic  (Table  IV). 

When  low  spinal  anesthesia  was  used,  the  per- 
centage of  babies  requiring  any  stimulation 
dropped  dramatically.  This  proved  that  the 
babies  had  been  sleepy  from  the  chloroform  and 
not  from  Nisentil  or  hyoscine.  In  order  to  ob- 
serve any  respiratory  depressing  effect  on  the 
babies,  we  gave  Nisentil  and  hyoscine  at  various 
times  prior  to  delivery.  In  the  group  receiving 
spinal  anesthesia  the  babies  cried  at  once  regard- 
less of  the  time  interval  between  the  last  adminis- 
tration of  Nisentil  and  birth. 

In  the  entire  group  of  944  patients  there  were 
59  women  who  received  Nisentil  forty-five  min- 
utes or  less  before  delivery.  Of  these,  43  babies 
breathed  spontaneously  including  one  case  in 
which  administration  was  only  ten  minutes  prior 
to  delivery.  Thirteen  babies  were  slightly  de- 
pressed, and  only  three  had  moderate  to  marked 
asphyxia. 

Comment 

The  busy  obstetrician  is  generally  reluctant  to 
change  his  procedure  of  analgesia  if  the  regimen 
he  employs  has  been  established  as  comparatively 
safe  and  productive  of  fairly  satisfactory  results. 
Our  observations  in  1,000  patients  receiving  Nisen- 
til convinced  us  that  the  new  drug  constitutes  an 
improvement  over  any  obstetric  analgesics  here- 
tofore available  and  that  it  can  be  recommended 
safely  for  general  use.  Indeed,  Nisentil  has  all 
the  attributes  postulated  by  Stander  for  an  ideal 
obstetric  analgesic  agent:  It  may  be  given  “at  any 
time  during  every  type  of  labor.”* 1 2 3 *  Nisentil 
produces  no  harmful  interference  with  the  mech- 
anism of  labor  and,  as  far  as  can  be  judged  with- 
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out  using  a tocodynamometer,  does  not  signifi- 
cantly alter  the  type  of  uterine  contractions,  al-  I ] 
though  the  duration  of  labor  is  probably  some- 
what shortened.  Excellent  patient  cooperation 
is  attained.  The  women  seem  to  gain  confidence 
after  administration  of  the  drug.  They  usually 
slept  lightly  but  were  awakened  with  no  difficulty. 

In  the  doses  used,  Nisentil  was  quite  safe  for  both 
mother  and  child.  Side-effects  were  seen  in  an 
insignificant  number  of  mothers  and  were  tran- 
sient in  nature.  In  the  babies  some  degree  of 
respiratory  depression  was  observed  in  20  per 
cent,  but  in  only  2 per  cent  was  this  depression 
marked  enough  to  require  more  than  a spank  on 
the  buttocks  to  establish  breathing.  The  inci- 
dence of  depressed  babies  dropped  significantly 
when  low  spinal  anesthesia  was  substituted  for 
inhalation  anesthesia,  suggesting  that  the  depres- 
sion was  due  primarily  to  chloroform,  not  to 
Nisentil.  Of  the  seven  stillbirths  none  is  attribut- 
able to  the  effects  of  Nisentil. 

Conclusion 

1.  Nisentil  Hydrochloride,  a recently  syn- 
thesized obstetric  analgesic,  has  been  used  in  1,000 
patients  in  labor.  In  doses  of  40  to  80  mg.  given 
subcutaneously,  the  drug  definitely  relieves  pain 
and  anxiety  of  labor. 

2.  The  onset  of  action  of  Nisentil  by  this 
route  is  rapid,  and  its  duration  of  action  is  rather 
short.  However,  the  drug  shows  no  cumulative 
effect. 

3.  No  deleterious  effects  were  noted  in  the 
mothers. 

4.  Any  depressing  effect  on  the  infants’ 
respiration  was  minimal  and  transient,  particu- 
larly when  low  spinal  anesthesia  was  used. 

5.  Nisentil  is  an  improvement  over  any  anal- 
gesic drug  heretofore  available,  and,  while  it  does 
not  make  labor  a painless  process,  it  alleviates 
pain  to  an. extent  greater  than  that  obtained  with 
any  drugs  we  have  previously  used  in  obstetrics. 
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THE  CLINICAL  AND  PHYSIOLOGIC  EFFECTS  OF  ADRENOCORTICO- 
TROPIC HORMONE  AND  CORTISONE  ACETATE  IN  PATIENTS 
WITH  NEOPLASTIC  DISEASE* * 

Leonard  P.  Eliel,  and  Olof  H.  Pearson,  New  York  City 

( From  the  Division  of  Clinical  Investigation,  Sloan-Kettering  Institute,  and  the  Department  of  Medicine, 
Memorial  Center  for  Cancer  and  Allied  Diseases ) 


Adrenocorticotropic  hormone 

(ACTH)  or  cortisone  acetate  has  now  been 
administered  to  over  70  patients  with  various 
neoplastic  diseases  at  Memorial  Hospital  in  the 
last  two  years.  The  basis  for  this  work  lies  in 
the  concept  of  Albright  that  Cushing’s  syndrome 
is  due  to  an  overproduction  of  adrenal  steroids 
which  results  in  atrophy  of  tissue  such  as  muscle, 
skin,  bone,  thymus,  and  lymph  nodes.1  It  is  now 
apparent  that  administration  of  ACTH,  which 
stimulates  the  adrenal  cortex  to  increased  func- 
tion, or  the  administration  of  cortisone  will  re- 
produce in  almost  every  detail  the  manifestations 
of  spontaneously  occurring  Cushing’s  syndrome.2 

It  was  of  interest,  therefore,  to  observe  the 
effects  of  these  hormones  on  the  growth  of  neo- 
plastic tissue.  Lymphoid  tumors  were  selected 
at  the  outset  because  of  observations  in  animals 
that  ACTH,  cortisone,  or  adrenal  cortical  ex- 
tracts produce  atrophy  of  lymphoid  tissue,  re- 
gression of  lymphoid  tumors,  and  remission  of 
leukemia.3-5  We  have  previously  reported  the 
effects  of  ACTH  and  cortisone  acetate  in  patients 
with  chronic  and  acute  leukemia,  lymphoid 
tumors,  and  other  types  of  neoplasms.6-8 

In  this  paper  the  results  to  date  will  be  sum- 
marized. Some  attention  will  then  be  devoted 
to  the  undesirable  physiologic  effects  which  have 
been  encountered  and  their  control. 

Clinical  Results 

Chronic  Lymphatic  Leukemia. — Eight  patients 
with  chronic  lymphatic  leukemia  have  received 
ACTH  or  cortisone  in  doses  of  100  to  200  mg. 
daily  for  eighteen  days  to  three  months.  Marked 
shrinkage  of  enlarged  lymph  nodes,  spleens,  and 
livers  occurred  in  all  these  patients.  Regrowth 
of  lymphoid  tumors  recurred  within  two  weeks 
to  three  months  in  all  cases  after  stopping  the 
hormones.  Four  patients  have  died  after  ad- 
ministration of  the  hormones  was  stopped,  two 
of  intercurrent  infection  and  two  of  hemorrhagic 
manifestations.  Four  patients  have  shown  two 
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responses  to  hormone  administration.  Two  pa- 
tients have  shown  three  equally  effective  re- 
sponses over  a one-year  period  indicating  that 
resistance  has  not  developed  to  these  hormones. 

Subjective  improvement,  noted  in  all  the 
patients  receiving  hormones,  was  characterized 
by  a sense  of  well-being,  increased  strength,  and 
improved  capacity  for  mental  and  physical  work. 
Of  the  four  surviving  patients,  three  have  re- 
turned to  their  usual  occupations  (foundry 
worker,  commercial  artist,  engineer),  and  the 
fourth  is  able  to  do  limited  physical  work  at  home. 

All  but  one  of  the  patients  had  received  x-ray 
therapy  or  radioactive  phosphorus.  Two  pa- 
tients were  considered  to  be  refractory  to  radia- 
tion therapy,  and  in  several  others  it  was  contra- 
indicated because  of  thrombopenia  or  hemor- 
rhagic manifestations. 

The  hematologic  picture  has  shown  some  im- 
provement in  this  group.  Five  patients  have 
shown  a rise  in  reticulocyte  count,  followed  by 
better  maintenance  of  hemoglobin  levels,  or  a 
spontaneous  rise  in  hemoglobin  and  a sharp  re- 
duction or  elimination  of  the  requirement  for 
periodic  transfusion.  One  patient  showed  a 
reticulocytosis  of  9 per  cent  and  an  increase  in 
hemoglobin  from  7 to  15  Gm.  per  100  cc. 

The  total  leukocyte  count  increased  initially  in 
all  the  patients  during  hormone  administration 
and  then  fell  below  the  initial  level  after  stopping 
the  hormones.  No  change  has  been  observed  in 
the  peripheral  differential  leukocyte  count  or  in 
the  bone  marrow,  which  has  been  completely  in- 
filtrated with  lymphocytes  in  all  cases.  No 
change  in  the  histologic  picture  of  lymph  nodes 
occurs  after  exhibition  of  the  hormones. 

The  subjective  and  objective  improvement 
obtained  in  this  group  of  patients  suggests  that 
these  hormones  are  useful  in  the  palliation  of  this 
disease.  Three  patients  have  now  received  corti- 
sone continuously  in  doses  of  0.350  to  1.2  Gm 
per  week,  together  with  testosterone  (see  below), 
for  periods  of  three  to  eight  months.  They  have 
continued  to  exhibit  a sense  of  well-being  and 
strength  ' "dstence  of  lymphoid  tissue  shrink- 
age, and  sGstained  hematopoietic  activity.  Fur- 
ther observation  will  be  required  to  determine 
whether  these  agents  will  prolong  life  in  chronic 
lymphatic  leukemia. 
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Lymphosarcoma  ( Including  Reticulum  Cell  Sar- 
coma).— All  of  six  patients  with  lymphosarcoma 
who  received  ACTH  or  cortisone  for  nine  to 
fifty-two  days  demonstrated  shrinkage  of  lym- 
phoid tumor  masses.  Four  of  the  patients,  in 
terminal  stages  of  their  disease,  died  during 
treatment  in  spite  of  transient  and  sometimes 
dramatic  improvement  and  shrinkage  of  tumor 
masses.  The  two  surviving  patients  feel  well  and 
are  engaging  in  normal  activity.  One  of  them 
with  marked,  generalized  adenopathy  and  spleno- 
megaly showed  rapid  shrinkage  to  normal  size 
of  spleen  and  lymph  nodes  during  administration 
of  ACTH,  100  mg.  for  eighteen  days.  Regression 
persisted  three  months  followed  by  recurrence. 
A second  course  of  ACTH  was  equally  effective. 
After  another  regression  of  four  months  duration, 
regrowth  of  lymphoid  masses  recurred,  and  a 
massive  right  hydro  thorax  developed.  The  fluid 
was  aspirated,  and  a third  course  of  ACTH 
proved  as  effective  as  the  first  two.  There  has 
been  no  regrowth  of  tumors  nor  recurrence  of 
fluid  in  four  months.  The  therapeutic  usefulness 
of  ACTH  and  cortisone  in  lymphosarcoma  re- 
quires further  evaluation. 

Acute  Leukemia. — The  shrinkage  of  lymphoid 
tumors  obtained  by  the  administration  of  ACTH 
and  cortisone  to  patients  with  chronic  lymphatic 
leukemia  and  lymphosarcoma  suggested  that 
these  hormones  might  be  effective  in  acute  leu- 
kemia. Temporary  remissions  or  some  evidence 
of  improvement  have  been  observed  in  the  ma- 
jority of  patients  with  acute  granulocytic  or 
acute  lymphocytic  leukemia  who  have  received 
ACTH  or  cortisone. 

Thirty  patients  (ten  adults  and  20  children) 
with  acute  leukemia  have  received  ACTH  or 
cortisone  acetate.  Of  this  group  13  (nine  chil- 
dren and  four  adults)  have  shown  a good  clinical 
and  hematologic  improvement  or  both,  and  eight 
have  shown  no  response.  No  good  remission  has 
been  obtained  in  a patient  over  the  age  of  twenty- 
seven. 

Symptomatic  improvement  usually  occurred 
within  the  first  few  days  of  treatment  as  evidenced 
by  development  of  a sense  of  well-being,  improve- 
ment in  appetite,  cessation  of  bleeding  manifesta- 
tions, and  a subsidence  of  fever.  Shrinkage  in  the 
size  of  enlarged  lymph  nodes,  spleens,  and  livers 
occurred  within  a few  days  after  starting  treat- 
ment. Hematologic  improvement  was  first  mani- 
fested by  a rapid  fall  in  circulating  white  blood 
cell  count  (when  initially  elevated),  an  increase  in 
the  percentage  of  mature,  circulating  leukocytes, 
a rise  in  reticulocytes,  and  an  increase  in  platelet 
count.  After  two  to  four  weeks  of  tn  tb/nent,  the 
peripheral  blood  was  frequently  within  normal 
limits.  Bone  marrow  improvement  was  first 
manifested  by  the  appearance  of  erythropoietic 


activity.  Within  two  to  three  weeks  of  treat- 
ment, mature  myeloid  cells  increased  in  number. 
In  some  cases  the  bone  marrow  appeared  normal 
during  remission,  but  careful  study  usually  re- 
vealed the  presence  of  a few  abnormal  cells. 

Remissions  induced  by  ACTH  or  cortisone 
acetate  are  of  short  duration,  varying  from  three 
weeks  to  two  months.  Refractoriness  to  hormone 
therapy  develops  rapidly.  Although  five  children 
have  responded  to  a second  course  of  treatment, 
all  but  one  had  to  be  treated  for  longer  periods  of 
time  and  with  larger  dosage  before  a remission 
was  obtained.  Several  patients  who  obtained 
remissions  with  a first  course  of  treatment  failed 
to  show  any  response  to  a second  period  of  hor- 
mone administration.  Several  patients,  who 
showed  an  initial  response  to  treatment  but  failed 
to  obtain  a satisfactory  hematologic  remission, 
relapsed  and  died  while  hormone  therapy  was 
continued. 

Nine  patients  with  acute  leukemia  who  had 
become  resistant  to  therapy  with  folic  acid 
antagonists  have  responded  to  ACTH  or  corti- 
sone acetate.  Similarly,  three  patients  who  had 
become  refractory  to  ACTH  or  cortisone  acetate 
administration  have  responded  to  folic  acid 
antagonists. 

Twenty-one  patients  received  ACTH  initially, 
and  nine  were  given  cortisone  acetate.  Responses 
appeared  to  be  equally  good  with  either  ACTH 
or  cortisone  acetate,  although  usually  the  re- 
sponse occurred  sooner  with  ACTH  than  with 
cortisone  acetate.  ACTH  was  administered  in  a 
daily  dosage  of  50  to  100  mg.  to  children  and 
100  to  200  mg.  to  adults  in  four  divided  doses  at 
six-hour  intervals.  Cortisone  acetate  was  given 
in  100  to  200-mg.  amounts  daily  to  children  and 
in  200  to  400-mg.  amounts  daily  to  adults,  usually 
in  four  divided  doses.  Both  hormones  were  given 
intramuscularly. 

These  observations  indicate  that  ACTH  and 
cortisone  acetate  are  only  useful  in  the  temporary 
palliation  of  patients  with  acute  granulocytic  or 
lymphocytic  leukemia. 

Hodgkin's  Disease. — Four  of  six  patients  with 
Hodgkin’s  disease  who  received  ACTH  or  corti- 
sone acetate  showed  slight  shrinkage  of  enlarged 
lymph  nodes  and  spleens.  In  two  patients,  sub- 
sidence of  fever  and  decreased  itching  of  the  skin 
were  noted. 

Three  patients  with  far-advanced  disease  died 
during  hormone  administration.  Regrowth  of 
lymph  nodes  and  enlargement  of  spleens  occurred 
within  a short  time  of  stopping  the  hormones  in 
two  patients.  One  patient  developed  a depres- 
sion and  delusions  after  six  weeks  of  ACTH  and 
committed  suicide  shortly  after  the  hormone 
was  withdrawn. 

These  few  observations  indicate  that  ACTH  or 
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cortisone  acetate  may  produce  slight,  temporary 
improvement  in  patients  with  Hodgkin’s  disease, 
but  no  lasting  beneficial  effects  have  been  ob- 
tained. 

Multiple  Myeloma. — Striking  improvement, 
both  symptomatic  and  objective,  has  been  ob- 
served in  one  patient  with  plasma  cell  myeloma 
who  was  given  ACTH  and  then  cortisone.  The 
patient,  a sixty-seven-year-old  male,  appeared 
critically  ill,  and  he  complained  of  severe  pain  in 
his  spine,  pelvis,  and  legs.  Opiates  gave  little  or 
no  relief,  and  he  was  unable  to  eat  or  drink. 
The  liver  and  spleen  were  both  palpable.  No 
bone  lesions  were  demonstrated  by  x-ray. 
Within  twenty-four  hours  of  starting  ACTH 
(100  mg.  per  day)  he  was  remarkably  improved, 
narcotics  were  no  longer  required,  and  he  was 
able  to  get  out  of  bed.  He  acquired  a voracious 
i appetite,  gained  in  strength,  and  developed  a 
sense  of  well-being  as  the  treatment  continued. 
During  a seven-week  period  of  ACTH,  the  liver 
I and  spleen  shrank  until  they  could  no  longer  be 
felt,  there  was  a marked  reduction  of  serum 
myeloma  protein,  a rise  in  reticulocyte  count  and 
hemoglobin  level,  and  improvement  in  renal 
function.  The  bone  marrow  during  this  period 
remained  infiltrated  with  myeloma  cells.  When 
ACTH  was  stopped,  he  became  critically  ill. 
Within  three  days  he  developed  high  fever,  re- 
currence of  pain,  weakness,  and  a dusky  pallor. 
Readministration  of  ACTH  resulted  in  a striking 
improvement  again.  Ten  days  later,  while  still 
on  ACTH,  an  exacerbation  of  symptoms  oc- 
curred, with  fever,  and  when  ACTH  was  stopped 
on  the  fifteenth  day,  he  became  irrational,  in- 
continent, extremely  weak,  and  again  appeared 
terminal.  Cortisone  (100  mg.  per  day)  was  then 
given,  and  within  six  days  he  was  again  dramati- 
cally improved. 

During  the  past  five  months,  this  patient  has 
received  continuous  administration  of  cortisone 
(100  mg.  three  times  a week)  and  testosterone 
propionate  (25  mg.  twice  a week).  He  continues 
to  feel  well,  has  gained  in  weight  and  strength, 
and  is  ambulatory.  The  bone  marrow  has  shown 
improvement  as  evidenced  by  the  appearance  of 
an  increased  number  of  normoblasts  and  myeloid 
| cells,  although  myeloma  cells  are  still  present  in 
large  numbers.  The  hemoglobin  level  has  reached 
almost  normal  levels  without  transfusion  or 
! other  specific  therapy. 

Miscellaneous  Neoplastic  Diseases.- — No  meas- 

furable  effect  on  tumor  growth  has  been  observed 
j during  the  administration  of  ACTH  or  cortisone 
: acetate  to  patients  with  chronic  myelogenous 
leukemia,  acute  monocytic  leukemia,  Ewing’s 
tumor,  neuroblastoma,  malignant  melanoma, 

! osteogenic  sarcoma,  synovial  sarcoma,  rhabdo- 
myosarcoma, embryonal  carcinoma  of  the 


adrenal,  and  carcinoma  of  the  breast,  prostate, 
pancreas,  and  lung. 

Physiologic  Manifestations  of  Adrenocor- 
tical Hyperfunction  and  Their  Control 

Spontaneous  Cushing’s  syndrome  is  a fatal 
disease  if  untreated.  All  of  the  manifestations 
of  Cushing’s  syndrome  (except  perhaps  osteo- 
porosis and  polycythemia)  have  been  observed 
in  our  group  of  70  patients  who  have  received 
ACTH  or  cortisone  acetate.  The  physiologic 
manifestations  of  these  hormones  can  also  be 
fatal  and,  therefore,  place  a limitation  on  the 
amount  or  duration  of  treatment  that  an  indi- 
vidual can  tolerate.  Some  of  these  manifesta- 
tions may  be  controlled  without  stopping  ad- 
minstration  of  the  hormones;  others  demand 
prompt  cessation. 

Physiologic  Effects  Which  Can  Be  Con- 
trolled Without  Stopping  Administration 
of  ACTH  or  Cortisone  Acetate 

Tissue  Atrophy. — Wasting  of  normal  tissue 
may  be  prominent  with  administration  of  ACTH 
or  cortisone  acetate  and  is  manifested  metaboli- 
cally  by  large  outpourings  of  nitrogen,  phosphorus, 
potassium,  and  creatine  in  the  urine.  This 
manifestation  alone  would  rule  out  long-term 
therapy,  especially  at  the  doses  we  have  used. 
It  has  been  shown  that  testosterone  propionate 
will  cause  deposition  of  tissue  in  Cushing’s  syn- 
drome and  that  methyl  testosterone,  when  ad- 
ministered with  ACTH,  will  prevent  the  develop- 
ment of  a negative  nitrogen  balance.1,9  We  have 
accordingly  given  testosterone  in  combination 
with  cortisone  acetate  to  a patient  with  chronic 
lymphatic  leukemia  and  have  been  able  to  dem- 
onstrate that  the  patient  remained  in  nitrogen 
balance,  that  is,  suffered  no  destruction  of  normal 
tissue,  while  his  lymphoid  tumors  shrank  as 
rapidly  as  they  had  on  previous  courses  of  ACTH 
or  cortisone  acetate  alone.  This  finding  sug- 
gested that  patients  might  be  maintained  on 
relatively  large  doses  of  ACTH  or  cortisone  for 
long  periods  of  time  if  testosterone  were  given 
simultaneously.  This  has  proved  to  be  the  case 
in  three  patients  (see  above)  with  chronic  lym- 
phatic leukemia  who  have  been  maintained  on 
continuous  therapy  for  periods  of  four  to  eight 
months  and  in  one  patient  (see  above)  with 
multiple  myeloma  who  has  received  continuous 
therapy  for  six  months.  The  dose  of  testosterone 
propionate  has  been  50  to  75  mg.  per  week,  given 
in  divided  doses  two  or  three  times  a week. 

Edema. — On  a normal  salt  intake  ACTH  and 
cortisone  acetate  frequently  produce  fluid  reten- 
tion with  edema  formation.  This  may  be  a dis- 
tinct hazard  in  patients  with  heart  disease. 
Accumulation  of  edema  may  be  masked  by 
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simultaneous  shrinkage  of  normal  tissues.  Di- 
uresis occasionally  takes  place  spontaneously 
while  the  hormones  are  being  administered,  but 
usually  not  until  the  hormones  are  stopped,  when 
it  occurs  promptly.  Sodium  and  chloride  reten- 
tion by  the  kidney,  resulting  from  administration 
of  the  hormones,  probably  accounts  for  the 
accumulation  of  edema.  A very  low  salt  diet 
(less  than  1 Gm.  per  day  in  the  adult)  very 
effectively  prevents  or  minimizes  this  manifesta- 
tion. 

Alkalosis,  Hypochloremia,  and  Ilypopotasse- 
mia. — Alkalosis,  hypochloremia,  and  hypopotas- 
semia  occur  frequently.  They  were  encountered 
in  15  of  the  first  33  patients  who  received  ACTH 
or  cortisone.  They  are  due  apparently  to  a loss 
of  potassium  from  the  cells.  Symptoms  and 
signs  of  potassium  deficit  may  occur:  apathy, 
lethargy,  muscular  weakness  or  paralysis,  ab- 
dominal distention,  cardiac  irregularities,  and 
electrocardiographic  changes.  The  signs  and 
symptoms  can  be  alleviated  and  the  electrolyte 
changes  corrected  by  the  administration  of  potas- 
sium chloride  (usually  about  6 Gm.  per  day  in  an 
adult)  without  stopping  the  hormones. 

There  is  some  evidence  also  that  testosterone 
propionate  will  correct  these  electrolyte  abnor- 
malities.10 

Glycosuria  and  Hyperglycemia. — Diabetes  oc- 
curs in  a small  percentage  of  cases  receiving 
ACTH  or  cortisone  acetate.  Glycosuria  and 
hyperglycemia  are  usually  moderate  and  do  not 
require  insulin.  The  diabetes  disappears  when 
the  hormone  is  stopped.  In  one  patient  of  ours, 
severe  diabetic  acidosis  developed  during  ad- 
ministration of  ACTH.  The  hormone  was 
stopped  and  diabetes  brought  under  control 
within  about  twelve  hours,  after  administration 
of  300  units  of  insulin. 

Physiologic  Effects  Requiring  Cessation  of 
Hormone  Administration 

Mental  Disturbances. — A sense  of  well-being 
and  even  euphoria  in  the  presence  of  debilitating 
disease  is  a frequent  early  effect  experienced  by 
patients  receiving  ACTH  or  cortisone.  Insomnia 
which  responds  poorly  to  sedatives  and  seldom 
results  in  fatigue  is  frequently  noted.  A depres- 
sive state  may  supervene  after  several  weeks  of 
hormone  administration. 

Delusions  have  occurred  in  a few  patients  after 
several  weeks  of  hormone  administration,  such  as, 
a sense  of  peculiar  body  odor,  a sense  of  shrinking 
of  the  extremities  to  “matchstick”  size,  and  a 
sense  of  rising  into  space. 

Two  patients  developed  an  agitated  depression 
during  administration  of  ACTH  and  committed 
suicide  within  a few  days  after  discontinuing  the 
hormone. 


Depression,  delusions,  or  psychotic  manifesta- 
tions probably  demand  immediate  cessation  of 
therapy. 

Hypertension. — Significant  increases  in  blood 
pressure  during  ACTH  and  cortisone  adminis- 
tration have  been  observed  only  in  children. 
Severe  hypertension  may  develop  rapidly  without 
obvious  relationship  to  duration  of  therapy, 
electrolyte  changes,  or  the  clinical  manifestations 
of  Cushing’s  syndrome. 

Two  children  suddenly  developed  hypertensive 
encephalopathy,  one  during  ACTH  and  the  other 
during  cortisone  therapy.  There  was  a rapid 
onset  of  coma,  convulsions,  transient  hemi- 
paresis,  blurring  of  the  optic  disks,  and  elevation 
of  blood  pressure  to  levels  of  200/140  mm.*  of 
mercury.  Both  patients  recovered  without  re- 
sidual signs  within  a few  days  of  stopping  the 
hormones.  Significant  elevation  of  blood  pres- 
sure during  hormone  administration  requires  very 
careful  observation  or  immediate  cessation  of 
therapy. 

Pyogenic  Infections. — Lowered  resistance  to 
skin  infections  has  been  previously  noted  in 
patients  with  Cushing’s  syndrome.  Prolonged 
administration  of  ACTH  or  cortisone  may  im- 
pair localization  and  resolution  of  pyogenic  in- 
fections, possibly  due  to  the  effect  of  these 
hormones  on  lymphoid  tissue.  Organisms  of 
low  pathogenicity  may  cause  serious  infections, 
septicemia,  and  metastatic  abscesses.  Adminis- 
tration of  ACTH  or  cortisone  should  not  be  con- 
tinued in  the  presence  of  infections  which  fail  to 
respond  rapidly  to  specific  therapy.  . 

Summary 

1.  The  effects  of  ACTH  or  cortisone  acetate 
on  neoplastic  disease  have  now  been  observed  in 
over  70  patients. 

2.  These  hormones  may  have  some  palliative 
value  in  chronic  lymphatic  leukemia,  some  types 
of  lymphosarcoma,  and  multiple  myeloma.  In 
this  group,  patients  have  demonstrated  increased 
sense  of  well-being  and  strength,  shrinkage  of 
enlarged  lymph  nodes  and  of  enlarged  spleens 
and  livers,  and  erythropoietic  activity  resulting 
in  stabilization  or  rise  of  hemoglobin  levels. 
Continuous  therapy,  combined  with  testosterone, 
appears  to  be  of  benefit  in  maintaining  or  im- 
proving these  gains. 

3.  Slight  temporary  improvement  has  been 
observed  in  Hodgkin’s  disease. 

4.  Clinical  and  hematologic  remissions  of 
short  duration  have  been  obtained  in  13  of  30 
patients  with  acute  granulocytic  or  lymphocytic 
leukemia.  Resistance  to  hormone  therapy  de- 
veloped rapidly  in  all  patients,  and  the  few  pa- 
tients who  responded  to  second  courses  of  hor- 
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mone  administration  required  larger  doses  for 
longer  periods  of  time. 

5.  No  response  has  been  obtained  in  chronic 
myelogenous  leukemia,  acute  monocytic  or 
monocytoid  leukemias,  or  in  a variety  of  sar- 
comas and  carcinomas. 

6.  The  physiologic  effects  of  ACTH  or  corti- 
sone may  be  fatal.  Those  which  can  be  controlled 
are  (a)  tissue  atrophy  which  can  be  prevented  by 
administration  of  testosterone,  thus  making  long- 
term continuous  therapy  possible,  (6)  edema 
which  can  be  prevented  by  a very  low  salt  intake, 
(c)  hypopotassemia,  hypochloremia,  and  meta- 
bolic alkalosis  which  can  be  prevented  or  reversed 
by  administration  of  potassium,  and  ( d, ) diabetic 
acidosis,  a rare  occurrence,  easily  controlled  by 
insulin.  Those  physiologic  manifestations  which 
demand  cessation  of  hormone  administration  are 
(a)  hypertension,  (6)  psychoses  or  severe  depres- 


sion, and  (c)  pyogenic  infection  which  does  not 
respond  promptly  to  antibiotics  and  other  specific 
measures. 
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ARTERIOVENOUS  ANASTOMOSIS  FOR  PERIPHERAL  VASCULAR 
DISEASE 

Homer  L.  Skinner,  M.D.,  F.A.C.S.,  and  E.  Finch  Parsons,  M.D.,*  Staten  Island,  New  York 
(From  the  Unilid  Stales  Marine  Hospital) 


IN  1902  San  Martin  apparently  performed 
the  first  arteriovenous  anastomosis  for  arterial 
occlusive  disease.1  Although  the  procedure 
later  fell  into  disuse,  Johnston  and  Jordan  have 
recently  renewed 1 interest  in  it.2-4  During  the 
last  several  years,  having  been  perplexed  with 
the  problem  of  revascularization  of  ischemic 
limbs,  we  became  interested  in  the  procedure. 
The  purpose  of  this  paper  is  to  present  and  dis- 
cuss our  results  together  with  suggestions  for 
further  investigation.  Our  interest  has  been 
; stimulated  by  work  on  revascularization  of  the 
i heart  and  brain  (chiefly  by  Dr.  Claude  Beck) 
and  by  the  known  fact  that  in  children  arteri- 
ovenous fistulas  present  in  an  extremity  before 
closure  of  the  epiphyses  produce  elongation  of 
the  extremity  and  other  signs  of  increased  metab- 
olism.6 

Method  and  Results 

Since  August,  1949,  we  have  performed  nine 
arteriovenous  shunts  on  seven  patients  with 
arteriosclerosis  obliterans,  with  and  without 
diabetes,  and  one  in  a case  of  proved  thrombo- 

* Trainee  in  cardiovascular  research,  National  Heart 
Institute,  U.  S.  Public  Health  Service. 


angiitis  obliterans  (Case  F.F.).  The  accompany- 
ing table  summarizes  some  of  the  important 
points  in  these  cases  (Table  I).  The  operation 
consisted  of  a side-to-side  anastomosis  of  the 
superficial  femoral  artery  and  vein  in  the  mid- 
point of  the  adductor  canal  of  the  thigh  with 
ligation  of  the  vein  proximally.  The  diameter 
of  the  stoma  was  made  equal  to  that  of  the 
artery.  No  attempt  was  made  to  ligate  tribu- 
taries of  the  vein  distal  to  the  anastomosis. 

Postoperatively,  the  longest  follow-up  was  ten 
months  and  the  shortest  four  months.  There 
was  warming  of  nine  of  the  ten  operated  ex- 
tremities which  was  permanent.  This  warming 
was  present  in  the  leg  but  never  reached  the  foot. 
In  about  half  of  the  cases  there  was  a definite 
postoperative  thrill  at  the  anastomotic  site, 
which  was  probably  due  to  the  fact  that  in  these 
cases  the  ligature  on  the  vein  had  been  placed 
several  millimeters  proximal  to  the  anastomosis 
instead  of  immediately  proximal.  In  seven  of 
the  ten  extremities  there  was  a postoperative 
edema  of  the  leg  and  foot.  In  six  of  these  seven 
the  edema  was  pitting  and  generally  disappeared 
suddenly  after  a period  ranging  from  one  week 
to  two  months  (except  for  one  extremity  which 


TABLE  I. — Femoral  Arteriovenous  Anastomosis  for  Arteriosclerosis 
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was  still  edematous  after  three  months).  In  one 
case,  however,  the  edema  was  painful  and  non- 
pitting  and  gradually  disappeared  after  two 
months.  There  were  no  significant  electrocardi- 
ographic changes  postoperatively.  One  patient 
(H.S.)  was  interesting  in  that  he  had  a long- 
standing necrotic  arteriosclerotic  ankle  ulcer 
which  postoperatively  developed  healthy  granu- 
lations for  the  first  time.  Unfortunately,  the 
patient  left  the  hospital  before  treatment  had 
been  finished. 

Of  all  six'  cases  who  have  so  far  undergone 
amputation  subsequent  to  shunt,  four  were 
below  the  knee  and  two  above.  At  one  of  these 
below-the-knee  amputations  (Case  M.O’B.), 
there  was  a tremendous  amount  of  forceful  venous 
bleeding,  although  the  main  artery  was  occluded. 
At  the  remaining  five  amputations  there  was 
little  bleeding  from  either  artery  or  vein. 

Comment 

Several  problems  remain  to  be  clarified  before 
a full  evaluation  of  this  procedure  can  be  made. 
One  is  the  question  of  whether  or  not  venous 
tributaries  should  be  ligated  distal  to  the  anasto- 
mosis to  prevent  shunting  of  blood  back  into 
the  general  venous  circulation  instead  of  allowing 
it  to  reach  the  foot.  Since  most  of  our  patients 
who  eventually  came  to  amputation  had  throm- 
bosed veins,  it  is  possible  that  blood  would  not 
reach  the  foot  in  any  case.  However,  in  our 
most  dramatic  success  (Case  E.Q.),  in  which 
rapidly  progressing  gangrene  of  the  foot  was 
arrested  completely  in  two  days  postoperatively, 
there  was  no  appreciable  bleeding  from  either 
the  main  arteries  or  the  main  veins  at  amputa- 
tion. Possibly  blood  reaches  the  foot  via  addi- 
tional collaterals. 

Another  question  to  be  answered  is  whether  or 
not  there  is  sufficient  capillary  oxygen  exchange. 
As  far  as  we  know,  no  satisfactory  work  has  been 
done  on  this  problem,  although  it  seems  to  be 
« the  most  important  part  of  the  subject. 

A third  problem  is  that  of  resistance  of  the 
valves.  In  one  of  our  cases  (M.O’B.)  there  was 
a definite  postoperative  pulsation  felt  over  the 
greater  saphenous  vein  at  the  right  ankle. 
Although  this  was  present  for  only  about  two 
days,  we  feel  that  it  indicates  that  the  valves 


cannot  withstand  a strong  arterial  head  of  pres- 
sure. It  is  possible,  however,  that  there  would 
be  valvular  resistance  if  there  were  only  a weak 
flow  of  blood  through  the  femoral  artery. 

Another  question  of  interest  is  whether  or  not 
the  anastomosis  remains  patent.  Bernheim  re- 
ported a case  of  Raynaud’s  disease  in  which  he 
performed  a shunt  on  each  of  the  four  extremities 
with  apparent  patency  for  seventeen  years.6,7 
In  the  only  case  where  we  discontinued  the  shunt 
(J.G.),  the  stoma  was  fully  patent  when  we  closed 
it,  with  the  edges  smoothly  healed  and  with  no 
signs  of  beginning  occlusion.  Although  the 
shunt  in  this  instance  functioned  for  only  one 
month,  we  believe  that  the  stoma  probably 
remains  patent  for  a long  period  of  time,  if  not 
indefinitely. 

Summary  and  Conclusions 

1.  Ten  femoral  arteriovenous  anastomoses 
were  performed  on  eight  patients  with  occlusive 
arterial  disease.  The  results  are  presented. 

2.  Several  questions  about  this  procedure 
remain  as  yet  not  fully  answered.  They  include 
(1)  ligation  of  distal  venous  tributaries,  (2)  capil- 
lary oxygen  exchange,  (3)  valvular  resistance, 
(4)  patency  of  the  anastomosis,  and  (5)  whether 
or  not  over  a longer  period  cardiac  damage  will 
manifest  itself. 

3.  In  general,  we  believe  that  this  procedure 
may  be  of  value,  provided  the  above-mentioned 
problems  can  be  resolved.  It  remains  to  be 
seen  whether  such  a shunt  should  be  performed 
chiefly  on  early  cases  of  chronic  arterial  occlusive 
disease  before  there  is  venous  thrombosis  or 
whether  it  should  be  reserved  for  advanced 
cases  and  used  as  a last  resort  to  obtain  a lower 
site  for  amputation. 

References 

1.  San  Martin  y Satrustegin:  Siglo  m6d.  49:  91,  106,  122, 
201  (1902). 

2.  Johnston,  C.  G.,  and  Jordan,  P.:  Presented  at  a 

meeting  of  the  American  College  of  Surgeons,  Chicago, 
October,  1949. 

3.  Idem:  Presented  at  a meeting  of  the  Surgical  Study 
Section,  U.S.  Public  Health  Service,  Washington,  D.C., 
January  21,  1950. 

4.  Jordan,  P.:  J.  Michigan  M.  Soc.  48:  1011  (Aug.) 

1949. 

5.  Beck,  Claude  S.:  Ann.  Surg.  128:  854  (Oct.)  1948. 

6.  Bernheim,  B.  M.:  J.A.M.A.  60:  360  (1913). 

7.  Ibid:  96:  1296  (1931). 


URGES  TRAINING  PRACTICAL  NURSES  FOR  RURAL  NEEDS 


Training  of  more  girls  from  rural  areas  as  practical 
nurses  and  encouraging  them  to  return  to  their  own 
communities  on  the  completion  of  training  was 
strongly  urged  by  Dr.  Franklin  D.  Murphy,  dean 
of  the  University  of  Kansas  School  of  Medicine, 
Kansas  City,  Kansas,  in  an  address  before  the  tenth 


annual  convention  of  the  National  Association  for 
Practical  Nurse  Education  in  May  in  New  York  City. 

The  University  of  Kansas  School  of  Medicine  is 
now  in  the  process  of  setting  up  a demonstration 
program  designed  specifically  to  train  practical 
nurses  for  the  small  rural  hospital. 


Case  Reports 


ACUTE  BARBITURATE  INTOXICATION  TREATED  BY  MASSIVE 
AMPHETAMINE  THERAPY 

Harry  Solomon,  M.D.,  and  Richard  E.  Winter,  M.D.,  New  York  City 
( From,  the  Medical  Service  of  Beth  David  Hospital) 


CEVERE  barbiturate  poisoning  occurs  when  five 

to  ten  times  the  oral  hypnotic  dose  is  ingested, 
and  when  more  than  15  times  this  dose  is  taken  it  is 
usually  difficult  to  save  the  life  of  the  patient.1 
The  following  report  records  the  treatment  given 
and  results  of  therapy  in  a patient  who  took  approxi- 
mately 50  times  the  oral  hypnotic  dose  of  pheno- 
barbital. 

Case  Report 

The  patient,  a thirty-five-year-old  white  male, 
was  admitted  in  coma  after  having  ingested  105 
grains  of  phenobarbital  approximately  five  hours 
prior  to  admission.  His  wife  stated  that  the  patient 
had  been  depressed,  had  been  taking  U/2  to  3 grains 
of  phenobarbital  daily  for  fifteen  years  and  that  he 
had  been  in  coma  for  approximately  four  hours. 

Examination  revealed  the  following:  temper- 

ature 103.6  F.;  pulse  130,  regular,  feeble;  respir- 
ation 28,  shallow;  blood  pressure  unobtainable; 
pupils  round,  equal,  contracted,  no  reaction  to  light; 
skin  cold,  moist,  cyanotic;  lungs  clear;  heart  sounds 
distant  and  muffled,  no  murmurs;  knee,  biceps,  and 
cremasteric  reflexes  absent;  no  response  to  painful 
stimuli. 

Admission  laboratory  work  was  as  follows:  gastric 
washings  negative,  urine  strongly  positive  for  barbi- 
turates; urinalysis  negative  except  for  sugar  1.33 
per  cent  (subsequently  negative)  and  epithelial 
casts;  hemoglobin  97  per  cent;  erythrocytes 
4,580,000;  leukocytes  14,300;  polymorphonuclears 
88  per  cent,  lymphocytes  9 per  cent,  monocytes 
2 per  cent,  eosinophils  1 per  cent,  toxic  granules; 
urea  nitrogen  12  mg.;  creatinine  1.5  mg.;  blood 
sugar  220  mg.  (110  mg.  the  following  day);  icterus 
index  4 mg. ; sedimentation  rate  7 mm.  in  one  hour. 

Spinal  fluid  was  clear,  transparent,  and  odorless, 
with  a pressure  of  17  mm.;  total  protein  45  mg.; 
Pandy  2 plus;  7 cells  (6  polymorphonuclears,  1 
lymphocyte);  quantity  insufficient  for  barbiturate 
determination.  Electrocardiogram  negative  except 
for  sinus  tachycardia  of  130. 

Treatment. — Continuous  oxygen  therapy  was  ad- 
ministered by  mask;  5 per  cent  glucose  by  contin- 
uous infusion  was  given  alternately  in  water  or 
saline,  and  300,000  unit  doses  of  crystalline  procaine 
penicillin  were  given  twice  daily. 

Upon  admission,  6 mg.  picrotoxin  were  given  in- 
travenously and  repeated  at  ten-minute  intervals 
for  five  doses,  with  no  response.  Benzedrine  was 
then  given  in  20-mg.  intravenous  doses  every  hour 
for  four  doses,  with  no  response.  Caffeine  and 
Coramine  were  also  given  intravenously  in  large 
doses,  without  response. 

After  six  hours  the  patient  was  still  in  deep  coma, 
with  blood  pressure  unobtainable  and  general  condi- 


tion so  poor  that  a more  effective  treatment  regimen 
was  urgently  required.  All  reflexes  including  cor- 
neal were  still  absent. 

It  was  decided  to  administer  amphetamine  by 
continuous  infusion  in  5 per  cent  glucose  in  saline, 
at  the  rate  of  40  mg.  per  hour,  until  response  was 
elicited.  A total  of  1,600  mg.  of  Benzedrine  was 
given  in  the  next  forty  hours.  During  this  course 
of  therapy  the  patient  gradually  responded. 

Postresponse  Examination. — Fifty-four  hours  after 
admission,  and  forty-eight  hours  after  intensive 
Benzedrine  therapy  was  instituted,  the  patient  was 
cooperative,  more  or  less  alert,  able  to  answer  ques- 
tions, and  oriented  in  time  and  place.  Examination 
at  this  time  revealed  the  following:  pupils  equal, 
light  reaction  normal,  moderate  ptosis  of  the  right 
lid,  and  slight  disturbance  in  conjugate  movement  of 
the  eyes;  fundi  negative;  tongue  protruding  in  mid- 
line, no  facial  asymmetry;  abdominal  reflexes  still 
absent,  all  other  reflexes  equal  and  active;  no  sen- 
sory disturbances;  blood  pressure  110/90. 

Subsequent  Course. — The  elevated  temperature 
resolved  by  lysis  and  was  normal  on  the  seventh 
hospital  day.  Pulse  was  a constant  130  for  the  first 
five  days,  then  suddenly  slowed  to  86  on  the  sixth 
day.  Blood  pressure  stabilized  at  130/90.  At  this 
time  the  patient  evidenced  marked  schizoid  char- 
acteristics with  paranoia.  His  wife  stated  that  he 
had  exhibited  such  ideas  for  many  years.  He  was 
transferred  to  a psychiatric  hospital. 

Comment 

The  literature  contains  numerous  reports  on  the 
use  of  amphetamine  in  barbiturate  intoxication. 
In  addition  to  exerting  powerful  cortical  stimula- 
tion which  counteracts  unconsciousness,  ampheta- 
mine stimulates  heart  muscle  and  the  medullary  re- 
spiratory center.2-6'1  In  narcotic  respiratory  de-„ 
pression,  amphetamine  has  been  shown  to  increase 
minute  volume  by  more  than  100  per  cent.6  Intra- 
venous administration  exerts  a pressor  effect  when 
the  original  pressure  is  low.7 

Since  barbiturate  intoxication  is  characterized 
by  respiratory  depression  and  low  blood  pressure  as 
well  as  by  central  nervous  system  depression,  the 
known  effects  of  amphetamine  in  such  conditions  in- 
fluenced our  choice  of  medication. 

In  the  ease  reported,  the  patient  is  said  to  have 
taken  l'/2  to  3 grains  phenobarbital  daily  for  fifteen 
years  prior  to  the  ingestion  of  105  grains  at  one  time. 
Although  it  is  considered  that  repeated  administra- 
tion over  a long  period  results  in  a certain  amount 
of  tolerance  to  the  drug,  in  this  instance  the  quan- 
tity taken  was  so  excessive  that  the  patient’s  con- 
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I;  August  1,  1951] 

I dition  remained  critical  until  the  stimulating  effects 
l of  amphetamine  became  apparent.  It  is  possible  that 
I habituation  to  phenobarbital  might  have  been  a 
I factor  in  this  patient’s  need  for,  or  tolerance  of,  the 
I high  dosage  of  amphetamine  used.  This  is,  ’how- 
ever, mere  speculation;  no  supportive  evidence 
can  be  given. 

Freireich  and  Landsberg,  who  used  up  to  400  mg. 
of  intravenously  administered  Benzedrine  in  the 
treatment  of  barbiturate  intoxication,  observed  that 
“The  reciprocal  pharmacologic  action  of  amphet- 
I amine  sulfate  and  the  barbiturate  allows  for  the 
| use  of  much  larger  doses  of  amphetamine  than  one 
I could  administer  to  a person  under  normal  physi- 
ologic conditions.”4  Our  case,  which  required  the 
administration  of  1,000  mg.  of  Benzedrine  in 
| forty  hours,  confirms  these  findings. 

Despite  the  extremely  high  dosage  of  Benzedrine 


used,  there  was  no  evidence  of  untoward  effect.  Re- 
sults in  this  case  were  similar  to  those  observed  by 
others  who  have  used  amphetamine. 

1165  Park  Avenue 
2 East  69th  Street 
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ARRHENOBLASTOMA  OF  THE  OVARY 

David  H.  Nichols,  M.D.,  and  Anthony  V.  Postoloff,  M.D.,  Buffalo,  New  York 
( From  the  Department  of  Pathologg  of  the  Millard  Fillmore  Hospital) 


T^EWER  than  100  cases  of  true  arrhenoblastoma 
of  the  ovary  have  been  reported  in  the  literature. 
It  is  quite  possible  that  there  are  more  than  have 
been  reported  and  that  these  cases  have  been  buried 
in  hospital  files  without  comment  in  the  literature 
and  that  others  have  been  misdiagnosed. 

The  infrequency  of  this  tumor  together  with  the 
attempt  to  aid  in  its  clinical  study  has  stimulated 
this  report. 

Case  Report 

Mrs.  A.  B.,  age  fifty-three,  was  admitted  to  the 
hospital  on  April  7,  1949,  with  the  symptoms  of  a 
cerebral  thrombosis  of  two  weeks  duration,  giving 
pain  and  paralysis  of  the  right  side  of  the  face. 
Her  past  history  was  unremarkable  except  for  an 
appendectomy  in  1944.  Examination  of  her  pelvis 
at  the  time  of  operation  revealed  no  unusual 
features. 

Her  periods,  which  began  at  the  age  of  fifteen, 
were  normal,  occurring  regularly  every  twenty- 
eight  days  and  lasting  four  to  five  days.  In  1946 
her  periods  tapered  off  gradually,  and  for  several 
months  before  admission  in  1949  the  patient  noticed 
increased  body  hair,  increased  size  of  the  clitoris, 
and  flattening  of  the  breasts  with  amenorrhea. 

Routine  physical  examination  at  admission 
disclosed  a mild  peripheral  right  facial  weakness 
but  no  other  unusual  neurologic  changes.  Pelvic 
examination  disclosed  a large  movable  cystic  mass 
in  the  right  adnexa,  attached  to  the  cervix,  which 
caused  pain  on  motion  of  the  cervix.  Radiographic 
examination  of  the  abdomen  was. negative. 

Her  neurologic  complaints  subsided  rapidly  after 
admission,  and  on  April  11,  1949,  an  exploratory 
laparotomy  was  performed. 

At  surgery,  on  opening  the  peritoneal  cavity,  a 
considerable  amount  of  straw-colored  fluid  was 


Fig.  1.  The  tumor  has  been  opened  and  shows 
numerous  cystic  cavities. 


obtained.  A huge,  well-encapsulated,  blood-colored 
cyst  presented  itself.  This  was  seen  to  arise  from 
the  left  ovary,  which  was  twisted,  and  run  down 
the  right  pelvic  gutter.  The  cyst  was  aspirated 
and  removed  along  with  the  left  tube.  The  uterus 
and  right  ovary  were  normal,  so  the  line  of  amputa- 
tion of  the  cyst  was  peritonealized  and  the  abdomen 
closed. 

The  patient  made  an  uneventful  recovery.  Al- 
though she  has  never  menstruated  again,  the  signs 
of  hirsutism  completely  disappeared  within  a few 
months,  and  to  date  she  is  well  with  no  complaints 
or  positive  findings  on  physical  examination. 

Gross  examination  of  the  operative  specimen 
revealed  a large  yellowish-brown  cystic  mass 
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Fig.  2.  Photomicrograph  showing  masses  of 
cells  arranged  in  imperfect  tubule  formation  charac- 
teristic of  the  intermediate  or  undifferentiated  va- 
riety of  arrhenoblastoma.  An  occasional  nest  of 
Leydig  cells  is  seen.  (140  X) 


measuring  14  by  10  by  9 cm.  On  being  opened  it 
was  seen  to  be  multiloculated  and  to  contain  a pale, 
clear,  yellowish,  serous  fluid  (Fig.  1).  The  walls  of 
the  cysts  were  thickened  and  consisted  of  a homo- 
genous yellow-brown  material.  Smaller  cysts  were 
seen  within  the  cyst  walls. 

Microscopic  examination  showed  a multicystic 
neoplasm  of  the  ovary,  the  cysts  being  of  the  false 
type  (pseudocysts)  due  to  necrosis  of  the  tumor. 
The  tumor  had  two  distinct  cell  types  (Figs.  2 and 
3).  One  of  these  was  a fairly  large  type  of  cell  with 
an  abundant  amount  of  pink  cytoplasm  and  a 
centrally  placed  nucleus.  These  cells  were  ar- 
ranged in  sheets  and  clumps,  and  were  interpreted 
as  being  the  so-called  “Leydig”  or  interstitial  cells. 
The  other  type  of  cell  was  composed  of  a hyper- 
chromatic  ovoid  nucleus  with  deeply  stained,  some- 
what scant  cytoplasm.  These  latter  groups  of 


Fig.  3.  Photomicrograph  showing  contrast  be- 
tween tumor  cells  (dark  nuclei  with  scant  cyto- 
plasm) and  so-called  Leydig  cells  (central  nuclei 
with  abundant  cytoplasm).  (650  X) 


cells  in  many  areas  were  heterogeneously  arranged 
but  in  some  areas  had  a tendency  toward  imperfect 
tubule  formation.  The  stroma  in  many  areas  was 
filled  with  these  cells  but  in  a few  instances  con- 
sisted only  of  edematous  connective  tissue. 

This  tumor  falls  into  the  so-called  intermediate 
group  classification  of  arrhenoblastoma.  Inasmuch 
as  the  entire  cystic  tumor  presented  an  intact 
capsule  with  a free  serosal  border,  the  prognosis, 
we  feel,  is  fairly  good. 

These  slides  were  shown  to  Dr.  Emil  Novak, 
whose  diagnosis  coincided  with  ours. 

Summary 

We  have  presented  a case  of  intermediate  group 
arrhenoblastoma  of  the  ovary  with  mild  hirsutism. 

748  Auburn  Avenue 


TREATMENT  OF  ASCARIASIS  IN  CHILDREN 
After  studying  15  patients  with  proved  ascariasis, 
the  authors  conclude  that  l-Diethylcarbamyl-4- 
piperazine  dihydrogen  citrate  (Hetrazan,  Lederle) 
is  an  ascaricidal  drug  which,  particularly  in  children, 
more  nearly  approaches  the  ideal  than  any  other 
drug  used  for  this  purpose.  A dosage  of  6 mg.  per 
Kg.  three  times  a day  for  seven  or  eight  days  gave 
the  compound  a high  therapeutic  index.  In  addi- 
tion to  low  toxicity,  advantages  of  the  drug  include 
the  fact  that  there  is  no  need  of  a fasting  period 
before  administration  and  that  it  is  not  necessary 
to  give  a laxative  in  conjunction  with  it.  Passage 
of  the  parasites  in  a near-dead  condition  rather 
than  entirely  lifeless  may  be  interpreted  as  an  ad- 
vantage because  it  reduces  the  likelihood  of  absorp- 
tion of  toxic  byproducts  from  dead  or  disintegrating 
parasites.  It  also  reduces  the  chance  of  migration 


into  other  hollow  viscera.  The  drug  was  observed 
to  be  nontoxic  in  dosages  as  high  as  10  mg.  per  Kg. 
three  times  a day  for  one  week.  The  authors  point 
out  that  the  other  antihelminthic  drugs  commonly 
used — hexylresorcinol,  chenopodium  oil,  and  san- 
tonin— have  distinct  disadvantages  either  in  effec- 
tiveness, conditions  of  treatment,  or  side-effects. 

In  11  of  the  15  children,  initial  and  maintenance 
dosage  of  6 mg.  per  Kg.  three  times  daily  for  seven 
or  eight  days  brought  disappearance  of  ova  in  all 
but  one  case  after  five  to  eight  days  and  had  re- 
mained ova-free  ope  month  after  termination  of 
therapy.  The  greatest  number  of  adult  worms 
were  passed  on  the  second  day,  and  most  of  them 
was  passed  by  the  fourth  day. — - James  L.  Etteldorf, 
M.D.,  and  Lloyd  V.  Crawford,  M.D.,  Journal  of  the 
American  Medical  Association,  July  1,  1950 


NASAL  AND  CUTANEOUS  ALLERGY  TO  CORTISONE 
David  Bernstein,  M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Otolaryngology,  University  Hospital  of  the  New  York  University-Bcllevue  Medical 
Center ) 


TPO  THE  best  of  my  knowledge  based  on  a review 

of  the  current  literature,  this  is  the  first  report  of  a 
severe  allergic  reaction  directly  following  the  ad- 
ministration of  ACTH  or  cortisone.1-10  It  is  of 
particular  interest  in  view  of  the  reports  of  the  use  of 
ACTH  and  cortisone  in  severe  vasomotor  rhinitis 
and  bronchial  asthma.  To  quote  Thorn:  “Ran- 
dolph and  Rollins  observed  striking  improvement 
in  vasomotor  rhinitis  in  four  patients  treated  with 
ACTH.  In  only  one  patient  was  there  a recur- 
rence after  ACTII  therapy.  Rose  reported  a re- 
sponse to  ACTH  in  three  cases  of  vasomotor  rhinitis 
with  polyps.  Bordley  noted  an  actual  shrinkage  of 
such  polyps.”6 

On  the  basis  of  these  reports  and  with  the  in- 
creasing availability  of  cortisone  (Cortone  Acetate) 
for  office  use,  the  writer  began  to  use  the  hormone  in 
a number  of  severe  cases  of  vasomotor  rhinitis  which 
had  defied  all  the  usual  modes  of  therapy.  The  re- 
sults have,  incidentally,  been  quite  encouraging,  al- 
though as  yet  there  are  not  enough  data  available 
to  permit  of  proper  evaluation.  This  case  was  the 
first  to  show  an  allergic  reaction  and  is  reported  both 
to  call  attention  to  the  possibility  of  such  an  occur- 
rence and  to  encourage  the  accumulation  of  ade- 
quate data  to  preclude  or  minimize  perhaps  its  repe- 
tition and  thereby  to  remove  a deterrent  to  the  use 
of  so  potentially  valuable  an  agent  in  this  and  other 
conditions. 

Case  Report 

The  patient,  E.  B.,  a forty-year-old  female,  was 
first  seen  on  August  6,  1949.  For  a period  of  fifteen 
years  she  had  noted  recurrent  and  severe  nasal  ob- 
struction. Complete  allergic  investigation,  desensi- 
tization, local  therapy,  zinc  ionization,  antihista- 
minics,  and  the  customary  vasoconstrictors  afforded 
only  transient  relief.  There  were  no  nasal  polyps, 
and  the  mucosa  showed  the  usual  pallid  edema  and 
profuse  watery  secretion  associated  with  vasomotor 
rhinitis.  Sinus  x-rays  demonstrated  diffuse  mucosal 
thickening  without  fluid  levels  or  evidence  of  bone 
destruction.  Irrigation  of  the  nasal  accessory  sin- 
uses, each  individually,  at  different  times  yielded 
clear  returns. 

On  December,  7,  1949,  following  a severe  pro- 
longed bout  of  sneezing,  a nasal  hemorrhage  ensued 
for  which  the  patient  was  admitted  to  University 
Hospital  for  three  days  under  my  care.  Bleeding 
was  controlled  by  cautery  and  oxycel  packing. 
Serology,  complete  blood  count,  urinalysis,  and  chest 
x-ray  were  within  normal  limits. 

hollowing  discharge  from  the  hospital,  office 
treatment  was  continued  at  suitable  intervals  on  an 
ambulatory  basis.  ' 

When  cortisone  was  made  available  for  office  use, 
the  advisability  of  its  administration  was  discussed 
with  the  patient,  and  on  October  29,  1950,  100  mg. 
were  given  intramuscularly.  Within  five  minutes, 


the  nasal  passages  became  completely  occluded, 
moderate  wheeze  was  noted,  and  giant  urticaria 
made  its  appearance.  The  eyelids  and  cheeks  were 
edematous,  and  the  patient  became  markedly  ap- 
prehensive. There  was  no  stridor.  One  cubic  cen- 
timeter of  adrenaline  in  oil  was  given  intramuscu- 
larly with  fairly  prompt  relief,  and  the  patient  re- 
turned home  after  being  instructed  to  take  an  addi- 
tional 150  mg.  of  Benadryl  during  the  next  twenty- 
four  hours  in  addition  to  the  50  to  300  mg.  of  Pyri- 
benzamine  which  she  had  been  taking  fairly  regu- 
larly. The  next  day  she  returned  and  expressed  a 
desire  to  try  the  cortisone  again.  She  was  informed 
of  the  possibility  of  a recurrence  of  the  reaction,  but 
she  was  willing  to  try.  Fifty  milligrams  were  given 
intramuscularly,  and  again  within  five  minutes  a 
reaction  similar  to  the  one  noted  the  previous  day 
occurred,  although  somewhat  milder  in  its  manifes- 
tations. Response  to  1 cc.  of  adrenaline  in  oil  was 
satisfactory.  No  further  cortisone  or  ACTH  has 
been  given,  and  the  usual  local  therapy  and  adminis- 
tration of  antihistaminics  has  been  continued. 

Summary 

This  is  an  unusual  case  of  severe  cutaneous  and 
nasal  allergic  manifestations  occurring  directly  fol- 
lowing the  administration  of  cortisone.  It  is  inter- 
esting to  speculate  on  the  possibility  of  a far  more 
severe  reaction  in  a patient  who  had  not  previously 
been  taking  fairly  large  doses  of  Benadryl  and  Pyri- 
benzamine.  On  the  other  hand,  this  is  a patient 
with  a known  allergic  background  in  whom  more 
severe  manifestations  may  be  anticipated.  Whether 
the  hormone  itself  or  the  suspending  agent  was  re- 
sponsible for  the  reaction  is  another  subject  for  spec- 
ulation. The  incidence  of  such  reactions  will  be- 
come apparent  as  more  data  from  independent 
sources  are  accumulated.  It  is  to  be  noted  finally 
that  the  skin  manifestations  in  this  case  were  typi- 
cally urticarial,  transient,  and  in  no  way  resembled 
the  rounding  of  the  facial  contour,  acne  keratoses 
pilaris,  and  purplish  cutaneous  striations  usually  ob- 
served.1-5 
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acute 

vitamin  deficiencies 

A sudden  drop  from  adequate  to  grossly 
inadequate  vitamin  intake  results  in  fast 
tissue  depletion  and  functional  changes. 
Ordinarily,  physical  lesions  do  not  appear. 
If  tissue  depletion  is  rapid  enough,  death 
may  ensue  with  slight  or  no  morphologic 
variation. 


Treatment  of  acute  deficiencies 

Fully  therapeutic  dosages  of  all  the  vitamins 
indicated  in  mixed  vitamin  therapy  should  be 
given.  Under  intensive  therapy  recovery  from 
acute  vitamin  deficiencies  usually  is  made  in  a 
comparatively  short  time. 


THERAGRAN  supplies  clinically  proved,  truly 
therapeutic  dosages  of  all  the  vitamins  indi- 
cated in  mixed  vitamin  therapy. 

Each  Theragraii  Capsule  contains : 
Vitamin  A 25,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  HCI  10  mg. 

Riboflavin  5 mg. 

Niacinamide  150  mg. 

Ascorbic  Acid  150  mg. 

Dottles  of  30,  100  and  1000 


When  the  deficiency  is  acute  specify  Theragran  and 
correct  the  patient's  diet 

THERAGRAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUI68 
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Hyman  Jacob  Epstein,  M.D.,  of  New  York  City, 
died  on  June  30  at  his  home  at  the  age  of  seventy. 
A native  of  Lithuania,  Dr.  Epstein  came  to  America 
in  1898  and  received  his  medical  degree  from  the 
Long  Island  College  Hospital  Medical  School  in 
1906.  An  organizer  of  the  Bronx  Hospital,  Dr. 
Epstein  was  director  of  its  obstetrics  and  gynecology 
department  from  1925  until  1946  when  he  became  a 
consultant  in  gynecology  there.  He  was  a member 
of  the  Bronx  Gynecological  and  Obstetrical  Society, 
past  president  of  the  Bronx  County  Medical  Society, 
and  a member  of  the  Medical  Society  of  the  State  of 
New  York  and  the  American  Medical  Association. 


David  Elihu  Hyman,  M.D.,  of  New  York  City, 
died  on  June  20  at  his  home  at  the  age  of  seventy. 
Dr.  Hyman  was  graduated  from  the  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  in  1907 
and  had  served  on  the  staff  of  Mount  Sinai  Hospital. 
He  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Abraham  Ossip,  M.D.,  of  New  York  City,  died  on 
July  3 at  Beth  Israel  Hospital  at  the  age  of  sixty- 
one.  Dr.  Ossip,  a native  of  Russia,  received  his 
medical  degree  from  the  New  York  Homeopathic 
Medical  College  in  1918  and  had  been  associate 
roentgenologist  at  the  University  Hospital  and  the 
University  Hospital  Outpatient  Department.  A 
Diplomate  of  the  American  Board  of  Radiology  and 
a Member  of  the  American  College  of  Radiology, 
Dr.  Ossip  was  a member  of  the  Radiological  Society 
of  North  America,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


L.  Stuart  Planche,  M.D.,  of  New  Rochelle,  died 
on  July  2 at  St.  John’s  Riverside  Hospital,  Yonkers, 
at  the  age  of  fifty-four.  Dr.  Planche  received  his 
medical  degree  from  the  McGill  University  Medical 
School  in  1921  and  interned  at  the  Montreal  General 
Hospital.  During  World  War  I he  served  in  the 
British  Navy.  After  a brief  practice  in  Canada,  Dr. 
Planche  moved  to  Larchmont  and  ten  years  ago 
established  his  practice  in  New  Rochelle,  where  he 
was  attending  dermatologist  at  the  New  Rochelle 
Hospital. 

A Diplomate  of  the  American  Board  of  Derma- 
tology and  Syphilology,  Dr.  Planche  was  a member 
of  the  American  Academy  of  Dermatology  and 
Syphilology,  the  Westchester  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Ralph  R.  Ryan,  M.D.,  of  Scarsdale,  died  on  July  1 
while  vacationing  at  Pacific  Palisades,  California,  at 
the  age  of  seventy-one.  Dr.  Ryan  was  graduated 
from  the  Columbia  University  College  of  Physicians 
and  Surgeons  in  1905  and  had  practiced  in  Scarsdale 
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for  thirty-eight  years  until  his  retirement  in  1945. 
He  was  a member  of  the  Westchester  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


M.  Mortimer  Sherman,  M.D.,  of  Brooklyn,  died 
on  June  21  at  his  home  at  the  age  of  sixty-two.  Dr. 
Sherman  received  his  medical  degree  from  the  Long 
Island  College  Hospital  Medical  School  in  1911. 
He  was  attending  neuropsychiatrist  at  Unity  Hos- 
pital, Brooklyn,  and  had  been  chief  alienist  at  the 
Kings  County  Hospital  for  eleven  years,  ending  in 
1928.  A Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology,  Dr.  Sherman  was  a 
qualified  psychiatrist  for  the  New  York  State  De- 
partment of  Mental  Hygiene  and  had  written  many 
newspaper  and  magazine  articles  on  the  mental 
status  of  criminals.  He  had  been  a member  of  the 
Kings  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association 


ERRATA 

On  page  1299  of  the  May  15,  1951,  issue  of  the 
Journal,  the  affiliation  for  the  authors  should  read 
as  follows:  “From  the  Cardiac  Clinic  of  the  City 
Hospital,  Welfare  Island.” 

On  page  1402  of  the  June  1,  1951,  issue,  at  the  top 
of  the  second  column,  the  sentence  should  read  as 
follows:  “The  frequently  quoted  statistics  from  the 
larger  thyroid  clinics  do  not  accurately  reflect  the 
morbidity,  mortality,  and  recurrence  rates  following 
surgery  for  Graves’  disease.” 


TUBERCULOSIS  MORTALITY 

The  nation’s  death  rate  from  tuberculosis  dropped 
about  9 per  cent  in  1949,  to  26.2  per  100,000  popu- 
lation, Dr.  W.  Palmer  Dearing,  acting  surgeon 
general  of  the  U.S.  Public  Health  Service,  has  an- 
nounced. During  the  first  eleven  months  of  1950, 
a further  decline  of  15  per  cent  occurred,  and  the 
rate  for  this  period  was  22.6  per  100,000  population, 
he  said,  explaining  that  these  figures  are  provisional, 
as  data  for  1949  and  1950  were  based  on  a 10  per  cent 
sample  of  death  certificates  obtained  from  each  state 
and  the  District  of  Columbia.  Dr.  Dearing  also 
pointed  out  that,  because  the  death  rate  for  1950 
was  based  on  figures  for  eleven  months  only,  no 
aggregate  decrease  in  the  tuberculosis  death  rate 
since  1948  can  be  computed  at  this  time. 

The  death  rate  in  the  United  States  for  all  forms 
of  tuberculosis  has  shown  a downward  trend  for  al- 
most half  a century,  except  for  a slight  rise  in  1917 
and  1918,  during  the  influenza  epidemic  of  World 
War  I. 

Since  1900,  the  death  rate  for  respiratory  tubercu- 
losis has  decreased  86  per  cent,  from  174.5  per 
100,000  population  to  24.5,  while  death  rates  from 
other  forms  of  the  disease  have  declined|91  per  cent, 
from  19.9  to  1.7  per  100,000  population. 


chronic 

vitamin  deficiencies 


When  vitamin  intake  is  just  below  the 
adequate,  deficiencies  develop  slowly.  As 
time  goes  on  lesions  appear.  They  are 
insidious  in  onset  and  slow  in  regression, 
even'under  intensive  therapy.  Many  chron- 
ic lesions  progress  uneventfully.  The  pa,- 
tient  accepts  his  ill-health  as  normal. 


Treatment  of  chronic  deficiencies 

Chronic  deficiencies  require  prolonged  ther- 
apy. At  first  treatment  should  be  intensive.  A 
much  longer  period  of  complete  but  less  in- 
tensive treatment  should  follow.  For  a year 
after  apparent  recovery  the  patient  should  be 
given  fully  protective  amounts  of  the  essential 
nutrients. 

THERAGRAN  supplies  all  of  the  vitamins  indi- 
cated in  mixed  vitamin  therapy  in  clinically 
proved,  trulv  therapeutic  dosages. 

Each  Theragran  Capsule  contains : 

Vitamin  A 25,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  HCI  10  mg. 

Riboflavin  5 mg. 

Niacinamide  150  mg. 

Ascorbic  Acid  150  mg. 

Bottles  of  30,  100  and  1000 

When  the  deficiency  is  chronic  specify  Theragran  and 
correct  the  patient’s  diet 

THERAGRAN 

THERAPEUTIC  FORMUIA  VITAMIN  C APS  U IE  S’  SQ  U 1 88 
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ITS  BROWN’S  MUrray  Hill 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *T«I.  2-1621 


HALYCON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the*  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  W.  41  St.  Ne*  York  18,  N.  Y. 


HOLBROOK  MANOR  N^NEG 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  A!  I Neurologica  I Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Phyj,cian-in-Cbarp. 


WEST  HITT 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 

Telephone:  Kingsbridge  9-8440 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.—  Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 
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A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE 

W.  NEUMANN,  M.D.,  Phys.-in-Chg 

CENTRAL 

VALLEY,  Orange  County,  N. 

Y. 

‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 


FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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HELP  WANTED 


HELP  WANTED 


Fully  approved  residencies  for  Junior  Assistant  on  Surgery, 
Assistant  Medicine,  Assistant  Pediatrics,  Anesthesiology, 
Pathology,  Rotating  intern,  starting  immediately.  Candi- 
dates must  be  graduates  from  Medical  School  approved  bv 
A.M.  A.  Write:  Administrator,  MARY  IMMACULATE 
HOSPITAL,  152-11  89th  Avenue,  Jamaica  2,  N.  Y. 


WANTED 


Resident  in  Rheumatic  disorders  in  large  metropolitan  hospital 
with  extensive  clinical  material  for  training,  in  clinical  and 
investigative  aspects,  especially  use  of  ACTH  and  cortisone: 
stipend.  Box  479,  N.  Y.  St.  Jr.  Med. 


CAMBRIDGE  CITY  HOSPITAL 
Cambridge,  Massachusetts 


Approved  residencies  in  Medicine  (4)  and  Pathology  (1) 
Cambridge  City  Hospital,  Cambridge,  Massachusetts.  270 
beds.  65%  service  patients.  Salary  $125.00-$150.00  per 
month,  plus  full  personal  maintenance. 


CAMBRIDGE  CITY  HOSPITAL 
Cambridge,  Massachusetts 


Approved  rotating  internships,  Cambridge  City  Hospital. 
Cambridge,  Massachusetts.  270  beds.  100  bassinets.  65% 
service  patients.  Salary  $100.00  per  month  plus  full  personal 
maintenance. 


RADIOLOGIST 


Radiologist — Certified,  diagnosis  and  therapy;  age  41;  Vet- 
eran; seeks  association  with  hospital  or  group.  Box  472, 
N.  Y.  St.  Jr.  Med. 


POSITION  OPEN 


Associate  in  extremely  busy  rural  practice  in  up-state  New 
York.  Construction  of  clinic-type  building  contemplated. 
Equal  share  of  duties — full  partnership  in  three  years.  Ex- 
cellent opportunity  for  young  and  energetic  man  to  asso- 
ciate with  young  practitioner.  Write  with  details.  Box  478, 
N.  Y.  St.  Jr.  Med. 


FOR  RENT 


2 APTS.  — CORNER  LOCATION 
1st  FLOOR  — 6 rooms  — $150.00  Mo. 

2nd  FLOOR  — 5 rooms  — $125.00  Mo. 
at  No.  Baldwin,  Long  Island,  N.  Y. 

PHONE  Rockville  Centre  4-4800. 


General  Practitioner,  Age  34,  New  York  License.  Desires 
Group,  Association  Practice,  Assistantship,  from  September 
15  beginning.  Metropolitan  Area  preferable.  Box  476, 
N.  Y.  St.  Jr.  Med. 


Internist,  modern  office  in  Rockville  Centre,  N.  Y.  wishes  to 
share  space  with  another  specialist,  preferably  a psychiatrist. 
Box  475,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED  DEPT. 


BREAST  PROTHESIS 


Very  light  weight.  Air  filled  & adjustable.  Use  one  or 
both  sides.  Vinylite  plastic  does  not  absorb  body  odors. 
Not  an  attachment  but  a completely  styled  brassiere.  Can- 
not slip  or  fall  out  of  position.  Order  by  size  brassiere  you 
always  use.  Perfect  Contour  Company.  50  Shore  Road, 
Stratford,  Connecticut. 


MEDICAL  WRITING 


Medical  writing  staff  will  do  your  writing  chores:  ghost- 
writing, editing,  bibliographies.  Reasonable  rates;  inquiries 
welcomed.  Box  468,  N.  Y.  St.  Jr.  Med. 


MEDICAL  BOOKS  of  all  publishers.  Obtain  all  your 
books  from  one  source,  only  one  account  necessary. 
Harold  Lerman,  2268  Grand  Concourse  New  York  57, 
N.  Y.  Luklow  40282. 


FOR  SALE 


Doctor's  home  including  four  room,  furnished  office:  two  car 
garage,  large  lot  in  Summer  Resort  Village,  northern  New 
York.  Excellent  opportunity  for  well  trained  General  Practi- 
tioner. New  Hospital.  Write  Mrs.  L.  L.  Samson,  Alexandria 
Bay,  N.  Y. 


LOG  CHALET 


Woodland  Valley,  5 miles  from  Phoenicia,  N.  Y.  Duplex 
construction,  4 master  bedrooms,  1 single  bedroom,  mod- 
ern kitchen,  two  baths,  3 stone  fireplaces,  spring  fed  pool, 
brook,  pure  spring  water  drinking  supply.  Septic  tank; 
15  acres.  Ideal  summer  home  or  for  private  hunting  & fish- 
ing club.  Near  ski  tow.  Price  $15,500.  Pictures  on  request. 
Mrs.  Thomas  Siegel,  Boiceville,  New  York.  Phone  Shokan 
2553 


OFFICE  TO  SHARE 


Yonkers.  Excellent  location.  572  South  Broadway.  Fully- 
equipped,  spacious,  5 room  office  to  share.  Own  consulting 
room.  Bernard  Siegel,  M.D.  Yonkers  8-8060. 


Bronx,  active  general  practice  completely  equipped;  EKG; 
Basal;  Diathermy;  X-ray  fluoroscope;  apartment  combina- 
tion. Excellent  opportunity.  Box  474,  N.  Y.  St.  Jr.  Med. 


SUBLET 


Physician  in  Hicksville,  L.  I.  moving  to  larger  office  across 
the  street,  wishes  to  sublet  present  four  room  office  to  ob- 
stetrician or  other  specialist.  Box  477,  N.  Y.  St.  Jr.  Med. 


Central  Valley,  N.  Y.  twelve  room  former  Doctor’s  home, 
hot- water  heat,  oil,  electric  range;  spacious  grounds.  Bargains 
Sanford  Durland,  Chester,  N.  Y. 


FOR  RENT 


G.P.  desires  to  rent  office  and  home  within  100  miles  of 
N.  Y.  C.  Box  460,  N.  Y.  St.  Jr.  Med. 
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rapid  decongestion — 


no  excitation 
no  wakefulness 


Benzedrex  Inhaler  produces  almost  no  central  nervous  stimulation. 

This  volatile  vasoconstrictor  may  therefore  be  used  even  by 
those  patients  in  whom  such  ephedrine-like  effects  as  insomnia, 
restlessness,  or  nervousness  are  frequently  encountered. 

The  vapor  of  Benzedrex  Inhaler  opens  intranasal  ducts  and  ostia 
which  are  often  inaccessible  to  liquids.  It  effectively  relieves  the 
congestion  of  head  colds,  allergic  rhinitis  and  sinusitis. 

Recommend  Benzedrex  Inhaler  for  use  between  treatments  in  your  office. 

Smith , Kline  & French  Laboratories,  Philadelphia 


Benzedrex  Inhaler 


‘Benzedrex’  T.M.  Reg.  U.S.  Pat.  Off. 


JLhe  redesigned  Pyribenzamine  Nebulizer  is 
only  slightly  larger  than  the  original  one  but 
holds  twice  the  quantity  of  Pyribenzamine 
Nasal  Solution  0.5%. 

A mist  of  the  potent  antihistaminic 
Pyribenzamine®  (tripelennamine)  hydrochlo- 
ride is  distributed  by  the  Nebulizer  throughout 
the  nasal  passages.  Relief  is  usually  prompt 
and  prolonged,  with  virtually  no  possibility 
of  systemic  side  effects. 


New 

Pyribenzamine 

Nebulizer 


Giba  PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  N.  J. 
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When  your  patient  needs 


The  place  is  The  Saratoga  Spa 


Spa  Therapy  . . . 


Mave  you  a patient  who 
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n you  recommend  "a  change  of 

3 weeks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
your  patients  with  such  chronic  conditions  as  Heart 
and  Digestive  disorders,  Arthritis  and  related  ailments, 
and  Hypertension.  At  your  request,  we  will  send  list  of 
local,  private  practicing  physicians  who  will  cooperate 
with  you  as  to  treatment,  rest  and  diet.  Address  Medical 
Director,  The  Saratoga  Spa.  155  Saratoga  Springs,  N.Y. 

Listed  by  the  Committee  on  American  Health  irvv 
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R.  J.  Reynolds  Tobacco  Co. 
Winston-Salem,  N.  C. 


THAN  ANY  OTHER  CIGARETTE 
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"Genii"  for  the  Doctor 

As  promptly  and  unfailingly  as  Aladdin  was  served,  the  doctor  has  at  his  disposal 
four  helpful  “Genii”  to  simplify  routine  diagnostic  work:  Clinitest,  Bumintest, 
Acetest,  Hematest.  Using  convenient  tablet  technics,  these  practical  Ames  diag- 
nostic reagent  tablets  are  rapid,  easy,  dependable  tests.  They  are  self-contained 
and  portable,  requiring  neither  external  heat  nor  special  equipment. 


CLINITEST 

(brand)  Reagent  Tablets 

for  urine-sugar  analysis 

Bottles  of  36  Reagent  Tablets; 

Carton  of  24  Reagent  Tablets  (Sealed  in  Foil); 
Institutional  Packages  of  1200  and 
3000  Reagent  Tablets; 

Urine-sugar  Analysis  Set  (No.  2106); 

Urine-sugar  Analysis  Set 

(No.  2155  UNIVERSAL  MODEL) 

BUMINTEST 

(brand)  Reagent  Tablets 

for  albuminuria 

Bottles  of  32, 100  and  500  Reagent  Tablets 

ACETEST 

(brand)  Reagent  Tablets 

for  acetonuria 

Bottles  of  100  and  250  Reagent  Tablets 

HEMATEST 

(brand)  Reagent  Tablets 

for  occult  blood  in  urine, 
feces  and  sputum 

Bottles  of  60  and  500  Reagent  Tablets 
with  filter  papers 

the  new  Ames 

DIAGNOSTIC  KIT 

Includes  Clinitest,  Bumintest,  Acetest, 
Hematest  in  one  convenient  unit 


Rapid,  convenient,  reliable, 
for  the  detection  and  control 
of  glycosuria. 


Detects  clinically  significant 
amounts  of  albumin  in  urine. 


Handy,  quick,  and  dependable 
for  recognition  of  impending 
or  actual  acidosis  in  diabetes 
and  other  disorders. 


Reveals  clinically  significant 
concentration  of  occult  blood 
in  feces,  sputum  or  urine. 
Especially  valuable  in 
diagnosing  unexplained 
secondary  anemias. 


m 


with  6 test  tubes,  3 droppers, 
Bumintest  Reagent  bottle, 
dropper  service  water  bottle, 
plastic  rack,  combination 
color  chart  and  instructions. 


available  at  your  Pharmacy  or  Supply  House 


Acetest,  Clinitest,  Hematest,  Bumintest,  trademarks  reg. 


AMES  COMPANY,  INC 

Ames  Company  of  Canada,  Ltd.,  Toronto 


DI-4 
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MISCELLANEOUS 

Current  Editorial  Comment 1900  State  Society  Officers 1862,  1864,  1866 


AN  EXCELLENT  ADJUNCT 

In  your  treatment  ol  patients  with  large,  wide  problem  feet. 
Corrective  footwear  for  men,  women  and  children. 

Shoe  therapy  to  your  instructions. 

Prosthetic  extensions  in  moderate  elevations. 


78  FIRST  AVENUE 

NEW  YORK  3.  N.  Y. 
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TWOFOLD  RELIEF 
OF  NASAL  CONGESTION 
in  Colds  and  Allergic  Rhinitis 


NEO-SYIEPHRIir 

THEIFADIL" 


Combines  the  prompt,  prolonged  nasal  decongestant,  Neo- 
Synephrine  hydrochloride,  and  Thenfadil,  a potent  and 
well  tolerated  antihistaminic. 

Tests  by  otorhinolaryngologists  on  patients  with  colds, 
allergic  rhinitis,  vasomotor  rhinitis  and  sinusitis  yielded 
excellent  results  in  nearly  all  cases.  There  was  prompt, 
prolonged  decongestion  without  compensatory  vasodilata- 
tion. Repeated  doses  were  consistently  effective.  Relief  was 
rapid  with  negligible  discomfort,  no  drowsiness  or  other 
side  effects. 

Dose:  2 or  3 drops  up  to  V2  dropperfuj  three  or  four  times 
daily.  Solution  contains  0.25%  Neo-Synephrine  HC1  and 
0.1%  Thenfadil  HC1  [ N,N-d imethyl-N'- ( 3-thenyl ) -N'- ( 2- 
pyridyl)  ethylenediamine  HC1]  in  an  isotonic  buffered 
aqueous  vehicle. 

Supplied  in  bottles  of  30cc.  (1  fl.  oz.)  with  dropper. 


New  Yo*k  18,  N.  Y.  Windsor  Ont. 


Neo-Synephrine  and  Thenfadil,  trademarks  re g.  U.  5.  and  Canada 
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uritic  counterattack 


Effective,  as  well  as  safe,  Calmitol  counters  pruritus  with 


the  time-proved  ingredients  of  Jadassohn’s  Formula  (cam- 
phorated chloral,  hyoscyamine  oleate  and  menthol)  at  the 
point  of  origin  by  raising  the  impulse  threshold  of  skin 
receptor  organs  and  sensory  nerve  endings. 


“Preferred  because  of  its  freedom  from  phenol  [as  in  cala- 
mine c phenol],  cocaine,  cocaine  derivatives  and  other 
known  sensitizing  agents”1,  Calmitol  Ointment  also  avoids 
the  danger  of  sensitization  reported  with  antihistaminics. 


I.  Lubowe,  I.  I.:  New  York  State  Journal 
of  Medicine  50:1743  (July),  1950. 


the  bland  antipruritic 


155  E.  44th  St..  NewYork  17.  N.Y. 
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SENSE 


be/Ng 


...THIS  COMBINATION  HELPS  RESTORE 


ENERGY,  FITNESS  AND 


Formulae: 

Brewers’  yeast 100  mg. 

Thiamine  hydrochloride..  3 mg. 

Riboflavin 2 mg. 

Niacinamide 10  mg. 

Pyridoxine  hydrochloride  1 mg. 
Calcium  pantothenate. . . 5 mg. 

Ascorbic  acid  (vitamin  C)  25  mg. 
Vitamin  D 500  I.U. 


Supplied:  bottles  of  20,  100  and  500  tablets. 


SEStramin  10M 

Conjugated  estrogens  equivalent 
to  oral  activity  of  Sodium  Estrone 
Sulfate  1 .25  mg. 


SEStramin  |2~s 


(PATCH) 


SEStramin  5M 

Conjugated  estrogens  equivalent 
to  oral  activity  of  Sodium  Estrone 
Sulfate  0.625  mg. 


ORAL  THERAPY— in  tablet  form, 
Sestramin  is  preferred  by  many  patients, 
especially  those  who  fear  injections. 


NO  UNTOWARD  SIDE-EFFECTS 

Sestramin  is  better  tolerated  1 
synthetics. 


SESt  ramin  (PATCH)— goes 
beyond  the  provision  of  estrogen  suf- 
ficiency— it  treats  also  the  patient’s  nutri- 
tional state  by  providing  a balanced 
estrogen-vitamin  formula. 

Sestramin  is  indicated  in  natural 
and  surgical  menopause,  functional 
amenorrhea  and  dysmenorrhea,  suppres- 
sion of  lactation. 


THE  E.  L.  PATCH  COMPANY  Stoneham,  Mass. 
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in  urinary  tract  infections : 


“...simple  postoperative  cysto-ureteritis  responded 
very  promptly  to  Terramycin.  There  was  a prompt 
drop  in  temperature,  disappearance  of  pyuria  and 
bacilluria,  and  symptomatic  relief.”  The  authors 
conclude  that  “in  cases  in  which  there  is  no  organic 
or  obstructive  disease,  the  response  to  Terramycin 
as  a urinary  antiseptic  is  prompt  and  effective.” 

Douglas,  R.  G.;  Ball,  T.  L„  and  Davis,  I.  F.: 

California  Med.  7 3:463  (Dec.)  1950. 

Crystalline  Terramycin  Hydrochloride 


available  as 


Capsules,  Elixir,  Oral  Drops,  Intravenous, 
Ophthalmic  Ointment,  Ophthalmic  Solution. 


CHAS.  PFIZER  CO..  INC...  Brooklyn  6.N.Y. 


ANTIBIOTIC  DIVISION 
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nourish 


depleted  tissues  and 
blood  with  this 
unusually 

rich  source 
of  B-complex 
vitamins 


plus  potent  hematopoi- 
etic factors  from 

liver  fraction 
and  stomach 
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Note  the  therapeutic , comprehensive 
formula  of  NUTRI-BEE.  Each  capsule 
contains: 


Thiamine  Hydrochloride  (Bi)  . ...  10  mg. 

Riboflavin  (B2) 10  mg. 

Pyridoxine  Hydrochloride  (B6)  5 mg. 

Folic  Acid 2 mg. 

Niacinamide 50  mg. 

Calcium  Pantothenate  (Be) 2 5 mg. 

Liver  Fraction 200  mg. 

Stomach  Concentrate 200  mg. 


NUTRI-BEE  CflPSULES....for  the  prevention  and  treat- 
ment of  vitamin  B deficiency  and  certain  anemias 
during  pregnancy  and  lactation,  convalescence, 
before  and  after  surgery. 
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SULAMYD* 

Solution  30% 

(Sodium  Sulfacetamide) 


Sodium  Sulamyd  Solution  30%  is  especially  suited 
for  repeated  use  topically  in  eye  infections.  Effective 
against  a variety  of  both  gram-negative  and  gram- 
positive organisms,  it  cures  most  acute  eye  infections 
with  little  risk  of  sensitization. 

rngnt,  instill  one  drop  every  two  hours  or  less 
^cording  to  severity.  Following  removal  of 
a foreign  body,  instill  one  drop  four  to  six  times  daily 
for  two  days. 

mmm* . 

;um  Sulfacetamide)  is  avail- 
A 10  per  cent  ophthalmic 
to  lids  and  conjunctiva. 


Sodium  SULAMYD  Solution  3( 
able  in  *15  cc.  eye-dropper 
ointment  is  available  for  aoD 
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CORPORATION 

OM  FIELD.  N.  J. 


Sodium  SULAMYD  Solution  30% 


A Dexamyl  Case  History 

The  unique  value  of  Dexamyl*  in  providing  symptomatic  relief  from  mental 
and  emotional  distress  is  clearly  demonstrated  in  this  case  history — from 
the  file  of  a Philadelphia  general  practitioner. 


Patient : B.H.  (shown  in  photos  on  opposite  page), 
age  46,  married,  the  mother  of  a 16-year-old  son. 

She  has  financial  security  and  "no  real  cause  for 
worry,"  but  she  "enlarges  the  simple  vicissitudes 
of  life  until  they  become  great  anxieties." 

The  patient  is  mentally  alert  and  has  a fair  sense 
of  humor,  but  even  this  does  not  free  her  from  her 
"moods"  and  apprehensiveness.  "Her  aches  and  pains 
are  legion."  She  has  frequent  headaches  attributable 
to  the  early  menopausal  syndrome.  Most  of  her 
pain  centers  in  the  back  along  the  spinal  column. 
X-rays  show  osteoarthritic  areas. 

Her  main  complaint:  morning  depression  and 
irritability . 

Medical  treatment:  Dexamyl — 2 tablets  after 
breakfast  and  1 tablet  after  lunch. 

Results : "Dexamyl  . . . ironed  out  the  morning  so  that 
the  early  hours  were  more  tolerable.  It  soothed 
her  anxieties;  her  son's  boyish  ineptitudes  were 
made  understandable;  her  household  duties  became 
less  burdensome.  Morning  living  became  more  livable." 


a balanced  combination 
of  'Dexedrine'*  and  Amobarbital,  Lilly 

1 

Each  tablet  contains  'Dexedrine'  Sulfate,  5 mg.;  amobarbital,  Lilly,  Yi  gr.  (32  mg.) 

*T.M.  Reg.  U.S.  Pat.  Off. 


These  candid  photographs  of  Patient  B.H. — snapped  unbeknown  to  her  — 
were  taken  during  an  interview  in  her  physician's  office.  This  study  of  the 
patient  describing  her  symptoms  of  mental  and  emotional  distress  forms 
an  interesting  complement  to  the  case  history  on  the  opposite  page. 
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Whisky  (Canada  Dry  Ginger  Ale  Co.) 1882 


CHLORAMPHENICOL  IN  THE  TREATMENT 
OF  HEMOPHILUS  INFLUENZAE 
MENINGITIS 

Chloramphenicol  is  apparently  effective  in  the 
treatment  of  meningitis  due  to  Hemophilus  in- 
fluenzae. Fifteen  consecutive  bacterially  proved 
cases  treated  by  the  authors  all  recovered.  They 
found  this  form  of  therapy  particularly  satisfactory 
since  the  drug  can  be  given  orally.  This  eliminates 
the  need  of  disturbing  the  patient  for  intrathecal  or 
intramuscular  injections.  Also,  it  is  possible  to 
eliminate  serum  reactions  which  are  likely  to  be 
most  severe  in  extremely  sick  patients.  They 
found  this  therapeutic  agent  to  have  distinct  ad- 
vantages over  streptomycin  both  because  of  the 
necessity  of  administering  the  latter  intrathecally 
and  because  of  its  effect  on  the  eighth  nerve.  As  for 
aureomycin,  bacteriologic  response  is  sometimes 
slow,  with  spinal  fluid  remaining  positive  for  as  long 
as  five  days. 

No  optional  dosage  has  been  worked  out,  but  as 
a starting  point  the  authors  suggest  50  to  100  mg. 
per  Kg.  of  body  weight  either  orally  or  by  stomach 
tube  on  admission.  From  then  on,  250  mg.  should 
be  given  every  eight  hours  for  five  or  more  days 
regardless  of  body  weight. — George  W.  Prather, 
M.D.,  and  Margaret  H.  D.  Smith,  M.D.,  Journal  of 
the  American  Medical  Association,  August  19,  1950 


HYPOCOAGULABILITY  OF  CERTAIN 
IRRADIATED  PLASMAS 

The  authors  report  finding  profound  alterations 
in  the  clotting  mechanism  of  certain  samples  of 
plasma  sterilized  by  ultraviolet  irradiation.  Be- 
cause of  this,  they  feel  that  care  should  be  taken 
in  the  administration  of  such  plasma  to  patients 
who  already  are  suffering  from  conditions  involving 
disorders  of  the  clotting  mechanism.  Possible 
victims  of  an  atomic  explosion  may  contain  a high 
percentage  of  patients  suffering  from  hemorrhagic 
diathesis.  These  may  not  be  benefited  by  plasma 
which  is  hypocoagulable  and  also  interferes  with 
the  clotting  of  normal  blood.  The  authors  also 
suggest  the  possibility  that  plasma  altered  in  this 
way  may  have  clinical  value  as  an  anticoagulant. 

In  these  experiments,  the  following  substances 
were  used:  (1)  irradiated  liquid  normal  human 
plasma  (M.R.  plasma  prepared  by  the  Samuel 
Deutsch  Serum  Center,  Michael  Reese  Research 
Foundation,  Chicago);  (2)  lyophilized  irradiated 
normal  human  plasma  (S.D.  lyophilized  plasma); 
(3)  irradiated  normal  human  plasma  not  lyophilized 
(S.D.  plasma);  (4)  citrated  normal  human  plasma 
from  Brooklyn  donors  (B.B.  plasma);  (5)  lyophil- 
ized normal  human  plasma  from  the  Red  Cross; 
(6)  thrombin,  topical,  bovine  origin;  (7)  heparin 
sodium  (potency  1,000  units  or  10  mg.  per  cc.); 
(8)  protamine  sulfate  (1  per  cent  in  sodium  chloride 
solution),  and  (9)  toluidine  blue,  also  1 per  cent  in 
sodium  chloride  solution. 

From  0.4  to  1.0  units  of  thrombin  were  enough 
to  cause  prompt  clotting  in  all  but  the  M.R.  samples, 
which  failed  to  clot  with  1,  10,  100,  or  1,000  units 
of  thrombin.  Attempts  to  restore  coagulability  to 
M.R.  plasma  samples  by  adding  protamine  sulfate 
and  toluidine  blue  were  only  partially  successful; 
although  clotting  occurred  after  addition  of  these 
substances,  greatly  increased  amounts  of  thrombin 
were  necessary. — Seymour  S.  Cutler,  M.D.,  Benjamin 
Burbank,  M.D.,  and  Eugene  R.  Marzullo,  M.D., 
Journal  of  the  American  Medical  Association,  July 
22, 1950 
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. . . Especially  When  Side  Actions 
Are  An  Obstacle  to  Balance 


dosage  regulation  has  proved  difficult,  Veriloid-VPM  usually  makes 
possible  adequate  therapy  with  virtual  freedom  from  side  actions. 

This  combination  of  Veriloid  (2  mg.),  phenobarbital  (15  mg.),  and 
mannitol  hexanitrate  (10  mg.)  is  indicated  in  the  treatment  of  all  forms 
of  hypertension,  regardless  of  severity.  It  combines  the  potent  hypo- 
tensive action  of  Veriloid — a unique  fraction  of  Veratrum  viride — the 
sedative  influence  of  phenobarbital,  and  the  vasodilating  effect  of  man- 
nitol hexanitrate.  Veriloid-VPM  broadens  the  scope  of  hypotensive  ther- 
apy, enabling  many  more  patients  to  benefit  from  this  outstanding 
hypotensive  agent. 

The  average  dose  of  Veriloid-VPM  is  one  to  one  and  one-half  tablets 
four  times  daily,  after  meals  and  at  bedtime.  See 
brochure  (available  on  request)  for  complete  details 
on  dosage  and  administration.  Available  on  pre- 
scription only  in  bottles  of  100,  500  and  1,000. 


8480  BEVERLY  BLVD.,  LOS  ANGELES  48,  CALIFORNIA 


RIKER  LABORATORIES,  INC. 


♦Trade  Mark  of  Riker  Laboratories,  Inc. 
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THE  1951  MEDICAL  DIRECTORY  IS  NOW  AVAILABLE 

For  complete  and  authoritative  data  on  physicians,  hospitals, 
medical  society  and  administrative  officials  in  New  York  State, 
the  official  publication  of  the  Medical  Society  of  the  State  of 
New  York  is  an  invaluable  reference  volume. 

Be  sure  to  notice  the  many  added  features — Scientific  Information; 
Functions  and  Services  of  your  State  Society;  New  York  City  and 
State  Departments  of  Health;  New  York  State  Medical  Practice 
Act;  Workmen’s  Compensation  Rules  and  Procedures;  Narcotic 
Regulations;  Medical  Care  Insurance  Information;  Listings  of 
Pharmaceutical  Suppliers,  Equipment  Suppliers,  Nursing  Homes, 
and  other  important  data,  all  included  for  the  first  time. 


NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical 

Directory  of  New  York  State. 
3%  Sales  Tax  in  New  York  City. 

Price  $15.00  per  volume  plus 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF 
ORDERING  FOR  HOSPITALS, 

ORDERS,  PLEASE  STATE  WHEN 
SOCIETIES,  COMPANIES,  ETC. 
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Diarr 
equations 


1 does  not  require  com 
enoting  physical  adsoir__ 
powers  for  toxins  and  bacteria,  physical 
coating  potentials,  or  hydrophilic  capacity 
for  physically  consolidating  stools. 

> achieve  these  goals  quickly  in  diarrheal 
iturbances  precipitated  by  dietary  indis- 
etions,  spoiled  foods  or  intestinal  allergies, 
the  therapeutic  equation  simply  calls  for 
physically  effective 
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Instruments  for 

LINICAL 
GNC 

L RESEA 


INSTOMATIC  CARDIETTE 

( Photographic  ecg) 


POLY-VISO  CARDIETTE 

( Multi- channel  biophysical 
research  recorder) 


VISO-CARDIETTE 

( direct  writing  ecg) 


TWIN-VISO  CARDIETTE 

( two  channel  recorder) 

ELECTROMANOMETER 

( direct  pressure  recorder) 

ELECTROPHRENIC 

RESPIRATOR 

( for  controlled 
artificial  respiration) 


BALLISTOCARDIOGRAPH 


ScUUHOd 
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For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


TL 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper- 
acidity, bloating  and  flatulence. 

1 or  2 tablets  daily  */*  hour  after  meals.  Bottles  of  1 00. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  Now  York 


for  the  successful  treatment^of  . 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  the  Department  ol  Peripheral  Vascular  Diseases — New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

O Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


°o  . 
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DOME  CHEMICALS  INC. 

Makers  of  the  Soothing , Modernized  Form  of  Burow’s  Solution 

DOMEBORO — Tablets  • Powder  • Packets  • Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 


tar  specks  and  aged  for  six  months.  ......  n 1 ••  # • 

Dome  paste  bandage  is  a flesh  colored,  4 " x 10  yd.  gauze  bandage  impregnated  with  a modified  Unna  s rormula  consisting  ot  zinc 
oxile,  glycerine,  gelatin  and  calamine.  This  Unna's  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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PRECALCIN 


CAPSULES 


PATIENT-ACCEPTANCE  assured  because  the  color- 
ful two-tone,  easy-to-swallow  capsules,  plus 
the  dry  powder  "fill”,  make  PRECALCIN  con- 
tinuously agreeable  to  all  patients.  There  is  no 
fish-oil  aftertaste. 


DOSAGE:  1 PRECALCIN  Capsule  three  times 
daily,  or  more  as  prescribed. 

available:  Bottles  of  100,  500,  and  1,000 
capsules. 


Each  capsule  contains: 

Dicalcium  Phosphate  (Anhydrous) 

Bone  Phosphate* 

Vitamin  A (Ester) 

Vitamin  D (Irradiated  Ergosterol) 

Thiamine  Hydrochloride 

Riboflavin 

Niacinamide 

Ascorbic  Acid 

Ferrous  Gluconate 

* Fluorine  content 


0.45  Gm. 

0.1  5 Gm. 

2,000  U.S.P.  Units 
400  U.S.P. 

3.00 

2.00 

1 0.00 


45.00 
0.07  mg. 


VITAMIN  PRODUCTS,  INC.  Mount  Vernon,  N.  Y. 
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for  the  first  time 
lueoiis*  multivitamin  capsules 


9 


*oiH-so!uble  vitamins  (A-D-E)  made  water-soluble 

• ■ • • 

...together  with  B complex  vitamins  and  vitamin  C 


At  last  — after  years  of  research  — VI-AQUA  provides 
the  normally  oil-soluble  vitamins  A,  D and  E in 
superior  water-soluble  form,  together  with  B complex 
vitamins  and  ascorbic  acid  ...  in  capsules. 


faster,  more  complete  absorption 

up  to  400%  higher  blood  levels  with  aqueous  vitamin  A 

natural  vitamin  A 

therapeutic  activity  proven  by  years  of  clinical  use 


Bottles  of  50, 
100,  500  and 
1000  capsules 

samples 
on  request 


well  tolerated 

fish  liver  taste  and  odor  removed  by  special  process 

shorter  treatment  time,  smaller  dosage 

because  of  more  rapid,  more  complete  absorption 


Each  VI-AQUA  Capsule  provides: 


VITAMIN  A*  (natural) 

5000  Units 

VITAMIN  D*  (calciferol) 

500  Units 

THIAMINE  HCI  (Bi) 

5 mg. 

RIBOFLAVIN  (B2) 

5 mg. 

VITAMIN  Bi2 

1 meg. 

NIACINAMIDE 

20  mg. 

PYRIDOXINE  HCI  (B6) 

0.5  mg. 

d,  CALCIUM  PANTOTHENATE 

5 mg. 

ASCORBIC  ACID  (C) 

50  mg. 

dl,  ALPHA-TOCOPHERYL  ACETATE  (E)* 

1 mg. 

*0il  soluble  vitamins  made  water-soluble  with  sorethytan 
esters;  protected  by  U.  S.  Patent  2,417,299. 


u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
250  east  43rd  street  • new  york  17,  n.  y. 
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BETWEEN 
POLLEN  AND  PATIENT... 
AN  EFFECTIVE  BARRIER 


When  there’s  pollen  in  the  air, 
and  hay  fever  on  a host  of  faces, 
your  patients  look  to  you  to  protect 
them.  Fortunately,  in  BENADRYL 
you  have  a dependable  barrier 
against  the  distressing  symptoms 
of  respiratory  allergy. 


Benadryl 


PIONEER 


ANTIHISTAMINIC 


For  your  convenience  and  ease  of 
administration  BENADRYL 
hydrochloride  ( diphenhydramine 
hydrochloride,  Parke-Davis)  is 
available  in  a wide  variety  of  forms 
including  Kapseals®,  Capsules, 
Elixir  and  Steri-Vials®. 


, j 


PARKE,  DAVIS  & COMPANY 
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for  the 


with  poor  appetite 

‘Eskaphen 

phenobarbital  PLUS  thiamine 


Mild  sedation  by  day,  healthful  sleep  at  night,  and  the  appetite- 
and  tone-restoring  effects  of  therapeutic  dosages  of  thiamine.  These  are  the 
benefits  of 'Eskaphen  B’ — S.K.F.’s  superior  presentation  of  phenobarbital. 
'Eskaphen  B’  now  is  available  in  two  useful  dosage  forms: 

Eskaphen  B Elixir— delightfully  palatable,  pleasant  and  easy-to-take. 
Eskaphen  B Tablets— the  convenient  alternate  dosage  form. 


Each  5 cc.  of  the  Elixir  contains  phenobarbital,  !4  gr.; 
thiamine  hydrochloride,  5 mg.,  nearly  three  times 
the  recommended  daily  allowance  of  thiamine. 

One  Tablet  is  the  dosage  equivalent  of  5 cc.  of  the  Elixir. 

Smith,  Kline  & French  Laboratories,  Philadelphia 

Eskaphen  B’  T.M.  Reg.  U.S.  Pat.  Off. 


1881 


ANTIHISTAMINE  ACTION 


with  minimum  side  effects 


HISDRIN  makes  possible  full 
antihistamine  effect  for  prolonged 
periods,  but  reduces  such  complicating 
side  actions  as  drowsiness  or  lethargy. 
Its  desirable  clinical  behavior  is  due 
to  a rationale  combination  of  a de- 
pendable antihistamine  agent  and  a 
sympathomimetic  drug  which  exerts 
a stimulating  action  on  the  central 
nervous  system. 

In  patients  who  develop  drowsiness 


FORMULA 

Each  Hisdrin  tablet  contains: 
Semikon  hydrochloride 

(Methapyrilene  hydrochloride)  50  mg. 
Semoxydrine  hydrochloride 
(d-Desoxyephedrine 

hydrochloride) 2.5  mg. 

It  is  available  on  prescription 
through  all  pharmacies. 


A 


upon  taking  an  antihistamine  agent, 
the  mild  cerebral  stimulation  afforded 
by  Hisdrin  aids  in  overcoming  this 
tendency  and  allows  full  mental  and 
physical  activity. 

Hisdrin  is  indicated  in  the  sympto- 
matic control  of  all  allergic  states  in 
which  antihistamines  are  of  value : 
seasonal  hay  fever,  allergic  dermatitis, 
drug  reactions,  and  many  types  of 
pruritus. 

THE  S.  E.  MASSENGILL  COMPANY 

Bristol,  Tenn.-Va. 

NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 


HISDRIN 


‘ 


*■ 


Prescription 

Perfect 


RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


Every  drop  of  Johnnie  Walker  is  made  in 
Scotland  using  only  Scotland’s  crystal- 
clear  spring  water.  Every  drop  of  Johnnie 
Walker  is  distilled  with  the  skill  and  care 
that  comes  from  many  generations  of  fine 
whisky-making. 

Every  drop  of  Johnnie  Walker  is 
guarded  all  the  way  to  give  you  perfect 
Scotch  whisky . . . the  same  high  quality 
the  world  over. 


Born  1820  . . . still  going  strong 

Johnnie 

( ALKER 


SCOTCH  WHISKY 


Canada  Dry  Ginger  Ale,  Inc.,  New  York,  N.  Y., 
Sole  Importer 
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PEDIFORME) 
SHOES 


When  correct  shoes  are  indicated. 
Pediforme  provides  a variety  of 
lasts  and  sizes  to  conform  with 
your  requirements.  Corrective  al- 
terations are  carefully  made  only 
on  presentation  of  your  prescrip- 
tion which  is  acknowledged  for 
your  patient's  file  record. 


Felifoime 


REG.  U.  S.  PAT.  OFF 


MANHATTAN 

BROOKLYN 

FLATBUSH 

HEMPSTEAD 

HACKENSACK 


34  WEST  36th  STREET 
288  LIVINGSTON  STREET 
843  FLATBUSH  AVENUE 
NEW  ROCHELLE 
EAST  ORANGE 


WRITE  FOR  SHOE  ALTERATION  FOLDER 


COLLECTIONS 

For  members  of  the 
New  York  State  Medical  Society 

Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.  N.  Y.  18,  N.  Y. 

Established  1933 


Rennet-custards,  made  from  uncooked  milk  with 

'Junket"  Brand  Rennet  Powder  or  Tablets,  are  among  the  first 

lesserts  advised  by  pediatricians  for  young  infants.  These  delicious, 

I.’ggless  milk  desserts,  more  easily  digested  than  milk  itself,  help  to  cater 
o the  younger  infant’s  developing  preference  for  solid  foods— 

hus  permitting  early  spoon  feeding  of  a pleasing  new  texture  in  a desirable  variety 


younger 

Infants 


>f  flavors  and  colors.  Quickly  prepared,  and  in  no  way  changing  the 


lutritive  values  of  uncooked  milk,  rennet-custards  afford  a 
velcome  diversity  to,  and  heightened  interest  in,  this  all-important 
ood  for  the  younger  infant.  Mothers  will  appreciate  your 
pecific  recommendation  on  your  Diet  Lists. 

Tjunket"  brand  foods 

|.  DIVISION 

Chr.  Hansen’s  Laboratory,  Inc. 

LITTLE  FALLS,  N.  Y. 

J-15-51 


Untreated  Milk  — show- 
ing coarse,  tough  curds, 
often  bard  to  digest. 


tennet  Dessert  Curds 
-•milk  with  rennet 
d'decf,  snowing  fitoe 
eadily  digested  curds. 


"Junket"  Rennet  Powder  — sweet- 
ened, six  flavors. 

"Junket"  Rennet  Tablets  — unsweet- 
ened, unflavored  (particularly  for 
very  young  infants  and  diabetics). 


"JUNKET"  is  the  trade-mark  of  Chr.  Hansen’s  Laboratory,  Inc. 
for  its  rennet  and  other  food  products. 
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All  physicians  are  invited 


of  a NEW  Warner  product . . . 


NEOTROPINE  Hydrochloride 


Low  Toxicity 

Practically  devoid 
of  by-effects  in 
therapeutic  dosage 


RELIEVES  spastic  pain  and  discomfort 

a more  effective  antispasmodic  ( anticholinergic ) drug 

Bronchospasm,  cardiospasm,  pylorospasm,  biliary  spasm,  intestinal 
spasm,  ureteral  spasm  and  other  spastic  disorders  of  the  gastro- 
intestinal and  genito-urinary  tracts  are  quickly  and  effectively 
combated  with  NEOTROPINE*  Hydrochloride  ‘Warner,’  the  latest  development 
of  Warner  research  laboratories.  This  new  anticholinergic  drug 
“blocks”  the  undesirable  nerve  impulses. 

NEOTROPINE*  Hydrochloride  is  of  low  toxicity  and  its  use  attended  by  mini- 
mum by-effects.  The  usual  unwelcome  complications  of  anti- 
spasmodic therapy  such  as  dryness  of  the  mouth  and  disturbances 
of  the  cardiovascular,  respiratory  or  visual  systems  are  not  en- 
countered in  the  use  of  NEOTROPINE*. 

NEOTROPINE*  Hydrochloride  will  be  found  highly  effective  as  a parasym- 
pathetic inhibitor  in  all  spastic  (smooth  muscle)  disorders. 

Dosage:  One  tablet,  50  mg.,  of  NEOTROPINE*  Hydrochloride  orally  every  4 to 
6 hours,  usually  before  each  meal  and  at  bedtime.  In  the  average 
case  a total  daily  dosage  of  200  mg.  (4  tablets)  provides  an  ade- 
quate and  satisfactory  antispasmodic  action. 

Packaging:  NEOTROPINE*  Hydrochloride  ‘Warner’  is  available  in  the  form 
of  sug^r-coated  oral  tablets,  50  mg.  each,  bottles  of  100. 


WILLIAM 

New  York 


R.  WARNER 

• Los  Angeles 


Division 


of  Warnei 

St.  Louis 


•T.M.Reg.U.S.  Pcrt.Off. 


-Hudnut,  Inc. 


in  hypogenitalism 
and 

primary  amenorrhea 


"...'Premarin'  given  in  a cyclic  fashion  for  several  months  may  bring  about 
striking  adolescent  changes..."*  in  the  sexually  undeveloped  girl. 


Estrogenic  Substances  (water-soluble) 
also  known  as  Conjugated  Estrogens  (equine) 
Tablets  and  Liquid 


Highly  Effective  • 


Well  Tolerated  • Naturally  Occurring  • Orally  Active 

Ayerst,  McKenna  & Harrison  Limited  • 22  East  40th  Street,  New  York  16,  N.  Y. 

•Hamblen,  E.  C.:  North  Carolina  M.  J.  7:533  (Oct.)  1946 
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A MORE 
ADEQUATE 
APPROACH  TO 
MENOPAUSAL  THERAPY 


TRAN  SI  BABB  Capsules  provide  three- 
fold, symptomatic  relief  in  the  manage- 
ment of  the  menopausal  patient . . . adequate 
sedation  . . . cerebral  stimulation  . . . control  of  vaso- 
motor instability. 


TRANS1BARB  takes  full  advantage  of  the  increasing  use  of  a central 
nervous  system  stimulant  combined  with  effective  proportions  of  seda- 
tive medication.  In  addition,  vitamin  E is  employed  in  the  formula  for 
its  demonstrated  efficacy  in  menopausal  therapy. 


In  geriatrics,  too,  TRANSIBARB  tends  to  minimize  nervous  appre 
hension  in  debilitated  and  mentally  depressed  patients. 


Each  TRANSIBARB  Capsule  contains  phenobarbital,  (Warning: 
May  be  habit  forming),  J4  gr.,  d-desoxyephedrine  HCI.,  2.5  mg., 
and  vitamin  E (dl-alpha  tocopheryl  acetate),  5 mg. 


DOSAGE:  One  capsule,  an  hour  after  breakfast;  one  capsule, 
an  hour  after  lunch.  In  exceptional  cases,  a third  capsule  may 
be  given,  if  required,  an  hour  after  the  evening  meal. 


TRANSIBARB 


TRADEMARK 


Sedative— Sympathomimetic 


SUPPLIED:  Bottles  of  500  and  1000  capsules, 
at  all  drug  stores. 


Literature  and 
samples  to 
physicians 
on  request. 


Georqe  A.  BrOOIl  a Company 


Pharmaceutical  Chemists 


NEW  YORK  18,  N.  V. 


J 
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^ou  may  prescribe  "RAMSES"!  Vaginal  Jelly 
with  full  confidence  in  its  safety  and 
effectiveness.  No  vaginal  jelly  available  pro- 
vides a greater  degree  of  spermicidal  or  barrier 
action  than  does  "RAMSES”  Vaginal  Jelly. 


IMMOBILIZES 
SPERM  IN  THE 

mmmmm 

RECOGNIZED 

FOR  CHEMICAL  ^ 

CONTRACEPTIVES! 


INOSUWtNU  tr  WtFlOHt 

MONOtAU**!*  * 


•OttC  AMO  t% 
AtCOHOL  SX 
PATENT  PENDING 
WUGHI  5 OUNCE!. 


MANUPACrURTO 
IUUUS  SCHMID,  INC., 
NEW  YORK,  . . N.  Y 


This  immobilization  time  is  measured  by  the 
Brown  and  Gamble  technique,  the  only  method  accepted 
by  the  Advisory  Committee  on  Contraceptives  of  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  for  determining  the  sperm  immobili- 
zation time  of  chemical  contraceptives. 


gynecological  division 

423  West  55th  Street,  New  York  19,  N.  Y. 
quality  first  since  1883 


tThe  word  "RAMSES"  is  a registered  trodemark  of  Julius  Schmid.  Inc. 
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CHLORCYCLIZINE  HYDROCHLORIDE 

New  because  its  distinctive  chemical  component  is  a 
piperazine  ring  inste-ad  of  the  ethylenediamine  group  on 
which  most  antihistaminic  compounds  have  so  far  been 
based;  greater  specificity  of  action  is  the  result. 

The  clinical  usefulness  of  ‘Perazil*  rests  on  its  well 
marked  and  prolonged  antihistamine  action  and  the 
fact  that  only  a few'  patients  experience  any  side  reac- 
tions; those  who  do  so  usually  find  them  mild. 


“ The  percentage  and  severity  of  side  reactions  teas  very 
low.  Due  to  the  longer  duration  of  action  of  ‘ PcraziT , less 
frequent  administration  of  tablets  teas  necessary". 

Cullick,  L.  and  Ogden,  II.  1).:  J.  South  Med.  Assn.  43:  A o.  7,  July  1950 


INDICATIONS: 

DOSAGE: 

PREPARATION: 


Hay  fever,  vasomotor  rhinitis,  urticaria, 
allergic  dermatitis  and  pollen  asthma. 

50  mg.  (one  product)  once  or  twice  daily  with  water; 
may  be  increased  if  required  in  severe  cases. 

'Perazil'  brand  Chlorcydizine  Hydrochloride  50  mg. 
Each  compressed  product  is  scored  to  facilitate  division. 


BURROUGHS  WELLCOME  & CO.  (U.s.a.)  inc.  Tuckahoe  7.  n.  y. 
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Successful  therapeutic  results  with  VERATRITE  in  essential  hypertension  are 
measured  in  terms  of  a fall  in  blood  pressure,  effective  relief  of  symptoms 
and  rehabilitation  of  the  patient  to  a useful,  productive  life. 


The  most  significant  effects  of  VERATRITE  are  circulatory  improvement 
and  a new  sense  of  well-being  for  the  patient.  Furthermore,  Veratrite 
exhibits  a wide  range  of  therapeutic  safety  and  a prolonged  length  of 
action  without  serious  side-effects,  due  to  its  content  of  whole-powdered 
veratrum  viride.  Biologically  Standardized. 

Supplied:  Bottles  of  1 00, 500, 1 000  at  prescription  pharmacies  everywhere. 


CONOMY  IS  AN  IMPORTANT  ADVANTAGE  OF  VERATRITE  THERAPY 


tch  VERATRITE  Tabule  contains: 

eratrum  Viride 3 Crow  Units* 

rdium  Nitrite 1 grain 

tenobarbital !4  grain 

tginning  Dose:  2 tabules  t.i.d.,  after 
eals. 

: liologicolly  Standardized  for  toxicity  by  the 
ow  Dophnia  Magna  Assay. 


Rwin,  neisler 


& 


COMPANY 


DECATUR, 


ILLINOIS 
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Private  First  Class  Melvin  Brown,  of  Mahaffey, 
Pennsylvania — Medal  of  Honor  for  valor  in  action  near  Kasan,  Korea,  September  4, 
1950.  Stubbornly  holding  an  advanced  position  atop  a wall,  Pfc.  Brown  stood  off 
attacking  North  Koreans  until  all  his  rifle  ammunition  and  grenades  were  gone. 
When  last  seen  he  was  still  fighting — with  only  an  entrenching  shovel — rather  than 
give  up  an  inch  of  ground. 

Never  forget  the  devotion  of  Melvin  Brown! 

Now,  this  very  day,  you  can  help  make  safer  the  land  he  served  so  far  “above 
and  beyond  the  call  of  duty.”  Whoever  you  are,  wherever  you  are,  you  can  begin 
buying  more  . . . and  more  . . . and  more  United  States  Defense*  Bonds.  For  every 
time  you  buy  a bond  you’re  helping  keep  solid  and  stable  and  strong  the  country 
for  which  Private  Brown  gave  everything  he  had. 

And  remember  that  strength  for  America  can  mean  peace  for  America — so  that 
boys  like  Melvin  Brown  may  never  have  to  fight  again. 

For  the  sake  of  Private  First  Class  Melvin  Brown  and  all  our  servicemen — for 
your  own  boy — buy  more  United  States  Defense  Bonds — now.  Defense  is  your  job, 
too! 


Don’t  forget  that  now  every  Series  E Bond 
you  own  automatically  goes  on  earning 
interest  for  20  years  from  date  of  purchase 
instead  of  10  as  before.  This  means,  for 


example,  that  a Bond  you  bought  for  $18.75 
can  return  you  not  just  $25  but  as  much 
as  $33.33 ! For  your  country’s  security,  and 
your  own,  buy  U.  S.  Defense  Bonds  now! 


*U.  S.  Savings  Bonds  are  Defense  Bonds  - Buy  f/iem  regularly  l 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in 
cooperation  with  the  Advertising  Council  and  the  Magazine  Publishers  oj  America  as  a public  service. 


per  NURSE-HOURS  EXPENDED 
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DERMASSAGE 

»>Vnow  with  HEXACHLOROPHENE 

To  help  prevent  bed  sores 

To  aid  in  massage  for  every  purpose 

To  promote  the  patient's  comfort 


flip  HERE  and  attach 

u , letterhead 

to  y our  LC ' 

for  a 

,,.1  trial  Sample  ol 
tDlSONlTf 
RGICU  CltAMSER 

•umentt  come  *po»le***Y  clean  and 

•on  in  Edisonite's  probing 
mersion  m 

, f aer$n  solution.  Harmless 
hemicol  finger 

„,,0N  cHtuitH-  co»w« 


Dermassage  confers  certain  special  benefits  not  inherent  in  the 
massage  or  in  all  massage  adjuncts,  for  instance: 

SKIN  LUBRICATION,  provided  by  lanolin  and  olive  oil  in  a 
soothing  emollient  cream,  which  reduces  the  occurrence  of  skin 
cracks  and  irritation  resulting  from  dryness. 

REFRESHING  COOLNESS,  produced  by  true  Chinese  men- 
thol crystals  in  liberal  proportion.  Rapid  evaporation  and  loss 
of  skin  moisture  are  avoided. 

BACTERIA  REDUCTION  with  hexachlorophene,  effective 
germicidal  agent  of  low  toxicity.  Minimizes  risk  of  initial  in- 
fection; an  added  protection  where  skin  breaks  occur  in  spite 
of  precautions. 

DEODORANT  VALUE,  supplied  by  hexachlorophene. 

A safeguard  against  skin  discomfort  or  damage 
while  patient  is  confined  to  bed  or  wheel 
chair.  Used  and  approved  in  thousands  of 
hospitals,  coast-to-coast,  and  on  the 
recommendation  of  doctors,  nurses 
and  hospitals  to  patients 
returning  home. 


A n 

Established  Aid 

t o 

Patient  Care 

Now  with 

New  Protective  Value 

EDISON  CHEMICAL  CO. 

30  W.  Washington,  Chicago  2 

Please  send  me,  WITHOUT  OBLIGATION, 
your  Professional  Sample  of  Dermassage. 

Name 

Address 


A GREATER  LIABILITY  OF  THE  OBESE 


• Photograph  of  patient, 

51  years  old.  Weight  — 226  lbs.; 
height  — 5 ft.  5 in. 

Patient  was  operated  four  years 
ago  for  fibroid  tumors  of  the 
uterus  when  weighing  240  lbs. 
Complete  disruption  of  the  wound 
occurred  on  the  fourth  day. 
Pneumonia  followed,  requiring  a 
six  month's  stay  in  the  hospital. 


• Photograph  of  patient  after 
application  of  support. 

The  support  holds  the  abdomen 
and  its  contents  up  and  back, 
thus  relieving  the  drag  on  the 
lumbar  fascia  and  placing  the 
load  upon  the  pelvic  girdle. 

The  gluteal  region  is  well  supported, 
thus  relieving  the  pull  on  the  posterior 
portion  of  the  crests  of  the  ilia. 


The  chief  characteristic  of  Camp  Supports  is  their  ability  to  steady  and  support  the  pelvic  girdl 
It  is  from  this  support  of  the  bony  pelvis  that  the  exceptional  support  of  the  abdomen  and  ba 


takes  place,  as  noted  in  the  above  illustrations. 


S.  H.  CAMP  and  COMPANY  • JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 

‘ »■  ” ’ /"L : -I..  c.„_.  . 
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A DEPENDABLE  SCABICIDE 
AND  PEDICULICIDE 


Prepared  in  a water-miscible,  greaseless,  nonstaining  lotion 
vehicle,  Kwell  Lotion  offers  the  utmost  in  convenience  and 
ease  of  application.  It  is  readily  applied  by  mother  or  nurse 
without  muss  or  bother,  and  it  cannot  stain  clothing,  towels 
or  bed  linen.  Kwell  Lotion  is  easily  removed  from  the  hands 
and  night  clothes  by  simple  washing  with  soap  and  water. 

Kwell  Lotion  contains  one  per  cent  gamma  benzene 
hexachloride,  a scabicide  and  pediculicide  of  established 
therapeutic  value.  It  is  rapidly  effective  in  scabies,  a single 
application  causing  eradication  of  the  infestation  in  most 
patients.  In  pediculosis,  it  is  particularly  valuable,  especially 
in  controlling  outbreaks  in  schools  and  institutions. 

Kwell  Lotion  may  be  applied  to  children  as  well  as  adults, 
and  may  even  be  employed  in  the  presence  of  secondary 
infection.  Secondary  dermatitis  does  not  follow  its  use. 

Available  on  prescription  at  all  pharmacies  in  2 ounce  and 
1 pint  bottles. 


COMMERCIAL  SOLVENTS  CORPORATION,  17  EAST  42ND  STREET,  NEW  YORK  17,  N.Y. 


A DIVISION  OF 
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Each  ARMATINIC  ACTIVATED 
Copsuletfe  contains: 

Ferrous  Sulfate,  Exsiccated ...  200  mg. 

Folic  Acid 1 mg. 

Vitamin  B12  Crystalline 10  meg. 

Ascorbic  Acid  (Vitamin  C) 50  mg. 

Insoluble  Liver  Fraction 

with  Duodenum* 350  mg. 

*The  liver  is  partiolly  digested  with 
an  equal  quantity  of  duodenum  dur- 
ing manufacture. 

Supplied:  Bottles  of  100  and  1000 
at  prescription  pharmacies  every- 
where. 
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armatinic 


Comprehensive  antianemic  therapy  with  Armatinic 
Activated  Capsulettes  assures  a more  rapid  and  com- 
plete response  with  a minimum  of  therapeutic  failures. 
Effective  potencies  of  all  hemopoietic  factors  are 
obtained.  Furthermore,  vitamin  B12  is  activated  to 
optimum  efficacy  by  the  addition  of  desiccated  duo- 
denum, a fact  established  only  recently.1- 2- 3 

An  important  advantage  of  Armatinic  Activated 
is  the  virtual  freedom  from  undesirable  side-actions 
in  the  gastrointestinal  tract.  Indicated  in  all  micro- 
cytic anemias  and  the  macrocytic  anemias  of  nutri- 
tional origin.  Armatinic  Activated  Capsulettes,  a new 
product  of  The  Armour  Laboratories,  are  economical. 
Supplied  in  bottles  of  100  and  1000  at  prescription 
pharmacies  everywhere. 

(1)  Hall,  B.  E.:  Brit.  Med.  J.  2:  585-589.  1950;  (2)  Bethel,  F.  H.,  et  al.: 
Univ.  Hosp.  Bull.,  Ann  Arbor,  Mich.  15:  49-51,  1949;  (3)  Spies,  T.  D.: 
J.A.M.A.  145:  66-71,  1951 
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Gantrisin 


Ophthalmic 


GANTRISIN  DIETHANOLAMINE 


'Roche' 


Because  Gantrisin*  Ophthalmic  has  a 
wider  antibacterial  spectrum,  it  is  highly 
effective  against  many  microorganisms 
found  in  conjunctivitis,  blepharitis, 
dacryocystitis,  corneal  ulcer,  trachoma, 
superficial  punctate  keratitis  and 
other  eye  infections. 


more  effective 

In  a series  of  180  cases,  new 
Gantrisin  Ophthalmic  Solu- 
tion proved  more  effective 
“in  acute  and  subacute  con- 
junctivitis produced  by  either 
gram  negative  or  gram  posi- 
tive organisms ,”t 


Because  Gantrisin  Ophthalmic  is  an 

isotonic  solution,  it  usually 

does  not  irritate  or  sting  the  eyes. 

The  fact  that  it  is  a single  sulfonamide, 
not  a mixture,  reduces  risk  of  sensitization. 
A sterile,  stable  solution  containing  4% 
Gantrisin  Diethanolamine  in  1-oz  vials  with 
dropper,  it  does  not  require  refrigeration. 


safer  g antrisin  Ophthalmic  is 
“better  tolerated , and  less 
prone  to  the  production  of  sen- 
sitization or  allergic  reactions 
than  any  of  the  other  sulfona- 
mides or  antibiotic  prepara- 
tions,”t 


tQuinn,  L.  H..  and  Burnside,  P.  M..  Vue.  Ear,  Nose  & Throat 
Monthly,  50:81,  Feb.,  1951 
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outstanding  relief  of 

Pruritus 

with  new  synthetic 

EURAX 


CREAM 


(N-ethyl-o-crotonotoluide* ) 


noil-sensitizing  — “We  have  used  EURAX  in  approximately  400  cases.  . . . There  was  only  one 
instance  of  sensitization.” 

longer-lasting  — “Fifteen  dermatologic  entities  were  treated.  . . . The  antipruritic  effect  lasted 
approximately  six  hours  after  application  in  some  instances  and  as  long  as  twelve 
hours  in  others.” 

persistently  effective  — . . it  seldom  lost  its  effect  after  an  initial  amelioration. . . .” 

non-tOXIC— “Because  of  its  low  sensitizing  index  and  the  absence  of  toxicity,  the  ointment 
seems  to  be  particularly  suitable  for  those  cases  where  long-continued  use  is  ex- 
pected.” 

cosmetically  acceptable  — “EURAX  is  odorless  and  non-staining  . an  elegant  addition 
to  our  dermatologic  therapy.” 


All  quotations  from  paper  presented  before  the 
144th  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  New  York  City,  Section  on 
Dermatology  and  Syphilology,  May  12,  1950. 
Peck,  S.  M.  and  Michelfelder,  T.  J.  New  York 
State  J.  Med.  50:1934  (Aug.  15)  1950. 


Reprints  and  samples  gladly  sent  on  request. 


EURAX  Cream  (brand  of  Crotamiton) 

available  in  10%  concentration  in  a vanishing- 
cream  base : tubes  of  20  and  60  Gm.  and  1 lb.  jars. 

*U.S.  Pat.  2,505.681 


GEIGY  PHARMACEUTICALS  • Division  of  Geigy  Company,  Inc. 
220  Church  St.,  New  York  13,N.Y. 
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AEROLONE  COMPOUND 


ore  now  able  to  breathe  freely  following  adequate  and  correct 
administration  of  'Aerolone  Compound.’ 

The  ability  to  increase  lung  volume  and  vital  capacity  of  asthmatics  is  a characteristic 


by  aerosol.  These  active  ingredients  differ  in  their  secondary  properties. 

Thus,  the  desired  effect  of  each  component  is  added  to  that  of  the  others, 
without  comparable  increase  in  undesired  side-effects. 

The  use  of  'Aerolone  Compound’  is,  therefore,  a highly  effective  symptomatic 
treatment  for  asthmatic  attacks. 


(Cyclopentamine  and  Aludrine  Compound,  Lilly) 


Many  asthmatics  who  had  not  previously  found  relief 


of  each  of  the  active  constituents  in  'Aerolone  Compound'  when  they  are  given 


Detailed  information  and  literature 
on  Solution  'Aerolone  Compound' 
are  personally  supplied  by  your 


Lilly  medical  service  representative 
or  may  be  obtained  by  writing  to 


ELI  LILLY  AND  COMPANY 
Indianapolis  6,  Indiana,  U.S.A, 
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Editorials 


Inflation  Endangers  Free  Enterprise,  II 


The  various  measures  under  consideration 
to  control  inflation  may  or  may  not  succeed. 
But  whatever  measures  are  adopted,  there 
will  have  to  be  an  actual  cut  in  the  con- 
sumption and  spending  power  of  every 
group.  The  Secretary  of  the  Treasury  is 
reported  to  be  authority  for  the  statement 
that  if  all  incomes  over  $10,000  were  taken 
away  the  government  would  raise  only 
$3,000,000,000. 1 It  is  said  that  $50,000,'- 
000,000  of  the  $66,000,000,000  of  personal 
incomes  in  the  country  are  in  the  income 
bracket  of  $2,000  or  less. 

It  thus  seems  obvious  that  the  principal 
hardship  arising  from  increased  taxation 

]and  cuts  in  consumption  will  bear  down  on 
the  relatively  very  numerous  individuals  and 
families  in  the  lower  income  brackets.  In- 
dividuals in  these  brackets  are  employes  or 
proprietors  of  small  business  enterprises, 
numerous  professional  people,  and  older  per- 
sons living  on  pensions  or  on  the  incomes  from 


1 Saturday  Evening  Post,  May  5,  1951,  p.  127. 


investments,  to  name  a few.  Many  physi- 
cians, especially  the  younger  ones,  will  be 
found  in  these  income  brackets. 

There  is  apparently  not  much  that  the  in- 
dividual can  do  about  the  fight  against  in- 
flation. He  is  caught  in  a national  trend 
like  a chip  of  wood  in  a whirlpool — himself, 
his  insurance  policies,  his  business  or  pro- 
fession, his  savings  and  investments,  if  any, 
and  his  future.  But  it  is  the  individual  with 
his  inventiveness  and  resourcefulness,  his 
constructive  imagination,  the  small  business 
man  or  manufacturer,  the  salesman,  the 
farmer,  the  inventor,  the  doctor,  the  lawyer, 
who  have  been  the  chief  exponents  of  the 
free  enterprise  system  in  the  past.  Because 
of  this  type  of  enterprise,  we  now  have  a 
productive  capacity  which  is,  perhaps  un- 
happily, the  envy  of  the  rest  of  the  world. 

Now  it  has  become  necessary  to  secure 
this  system,  this  way  of  life,  from  those  who 
would  capture  it  from  without  or  destroy 
it  from  within.  In  a previous  editorial  we 
referred  to  the  “planners”  within  the  ad- 
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ministrative  blanches  of  government  who 
propagandize  the  taxpayer  concerning  the 
Utopian  beauties  of  the  welfare  or  socialized 
state.2  It  is  unfortunate  but  unavoidable, 
apparently,  that,  in  attempting  to  control 
the  current  inflation,  severe  economic  pres- 
sure through  taxation  and  curtailment  of 
consumption  must  be  brought  to  bear  upon 
individuals  in  the  lower  income  brackets. 

This  economic  pressure  together  with  the 
continuous  flow  of  propaganda  mentioned 
above  seems  certain  to  have  an  appreciable 
effect  in  the  long  run  upon  the  younger  and 
some  of  the  older  individuals  who  would 


seek  security  by  transferring  to  government 
responsibilities  which  properly  should  be 
theirs.  When  the  problem  of  the  economic 
maintenance  of  free  enterprise  becomes  ap- 
parently too  great,  as  under  heavy  taxation, 
the  individual  seeing  his  dollars  shrinking  in 
purchasing  power  may  quite  understand- 
ably turn  to  government  for  the  solution. 

It  is  said  that  the  inflationary  gap  will  be  at 
least  $30,000,000,000  by  the  end  of  1951. 

This  is  surely  something  for  physicians  to 
think  about  in  view  of  the  difficult  situation 
in  which  they,  their  patients,  the  medical 
schools,  and  the  hospitals  find  themselves  j 
even  now. 


2 Editorial,  New  York  State  J.  Med.  51:  1599  (July  1) 
1951. 


{To  be  continued ) 


Current  Editorial  Comment 


Governor  Dewey’s  Address:  Public 

Health  and  Civil  Defense.  Elsewhere  in 
this  issue  (p.  1947)  the  reader  will  find  the 
text  of  Governor  Dewey’s  speech  delivered 
at  Lake  Placid,  June  5,  1951,  somewhat 
condensed  as  a special  article.  The  atten- 
tion of  the  physicians  of  the  State  is 
directed  to  this  timely  summary  of  progress 
in  the  fields  of  public  health  and  civil  de- 
fense. They  will  find  the  information 
necessary  to  an  understanding  of  the  intri- 
cate network  that  is  being  created  to  meet 
the  possible  needs  of  a national  emergency. 


Much  exemplary  praise  is  due  to  the  man 
ivho  has  made  his  own  fortune. 


Possible  Cause  of  Eczema  in  Children. 

Some  cases  of  eczema  in  young  children 
can  be  traced  to  a hostile  mother-child 
relationship,  according  to  a dermatologist 
of  Vancouver,  British  Columbia.  Dr.  Don- 
ald H.  Williams,  writing  in  the  May  issue 
of  the  Archives  of  Dermatology  and  Syphil- 
ology,  published  by  the  American  Medical 
Association,  reports  on  his  study  of  53 
children  with  allergic  eczema.  Maternal 
rejection,  he  said,  was  a common  observa- 
tion in  all  the  children — that  is,  “rejection 
by  the  one  human  being  who  was  closest 
and  on  whom  he  was  most  dependent,  the 
mother.” 

The  children  between  the  ages  of  thirteen 


months  and  twelve  years  had  chronic  eczema 
involving  mainly  the  arms,  legs,  and  face. 
In  most  instances  the  rash  first  became  evident 
during  the  year  following  birth. 

For  purposes  of  comparative  study,  Dr. 
Williams  divided  the  children  into  two  groups. 
In  the  first  group,  33  in  number,  emphasis 
was  put  on  improvement  of  the  mother-child 
relationship.  In  the  second  or  control  group 
of  20  children  the  emphasis  was  on  treating 
the  rash  itself 

At  the  end  of  a twenty-four  month  period, 
fifteen  (45  per  cent)  of  the  children  in  the 
group  with  emphasis  on  management  of  the 
mother-child  relationship  were  symptom  free. 
In  the  control  group  only  two  or  10  per  cent 
had  clearing.  The  children  in  the  first  group 
who  became  symptom  free  did  so  in  seven 
months  after  starting  treatment,  11  of  them 
having  clearing  in  three  months.  In  the 
control  group  the  children  who  became  symp- 
tom free  did  not  have  clearing  until  the 
fifteenth  and  eighteenth  month,  respectively. 

Three  of  the  children  in  the  first  group  had 
no  change,  and  four  in  the  control  group  had 
no  improvement.  Fifteen  were  improved  in 
the  first  group  and  14  in  the  control  group. 

Was  it  not  Sir  William  Osier  who  re- 
marked upon  the  importance  of  choosing 
one’s  grandparents  wisely  in  order  to 
achieve  longevity?  Should  this  reasoning 
be  recommended  to  the  very  young  who 
desire  to  avoid  certain  allergic  eczemas  as 
well  as  to  achieve  a ripe  old  age,  complete 
with  taxes  and  social  security? 
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As  a primary  dietary 

supplement 

for  the  pregnant  patient- 
there  is  nothing 
better  than- 

MOL-IRON® 

With  CALCIUM  and  VITAMIN  D 


Mol-Iron — most  effective  iron  therapy  known,  I-2’3-  now 
has  been  supplemented  with  the  essential  gestational  elements, 
calcium  and  phosphorus,  in  an  optimum  ratio,  plus  adequate 
vitamin  D. 

The  superiority  of  Mol-Iron  as  a source  of  iron  is  epitomized 
in  the  conclusions  of  Dieckmann:1  “We  have  never  had 
other  iron  salts  so  efficacious  in  pregnant  patients.” 


Each  easily-swallowed,  soft  gelatin  capsule  contains: 


Mol-Iron 198  mg. 

Dicalcium  Phosphate 869  mg. 

(anhydrous) 

Vitamin  D3 200  units 


Prophylactic  Dose:  one  capsule  three  times  daily  after  meals. 
Therapeutic  Dose:  two  capsules  three  times  daily  after  meals 
(providing  240  mg.  Fe++daily). 

Supplied:  Soft  gelatin  capsules  in  bottles  of  100. 


ALSO 

supplied: 


I Mol-Iron  Tablets  in  bottles  of  100  and  1000. 

Mol-Iron  Liquid  in  bottles  of  12  fluid  ounces. 

Mol-Iron  with  Liver  and  Vitamins,  capsules,  in  bottles  of  100. 


White  Laboratories,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 

t.  Dieckmann,  W.  J.,  and  Priddle,  H.  D. : Am.  J.  Obstet.  Sc  Gynec.  57:541  (1949). 

2.  Chesley,  R.  F.,  and  Annitto,  J.  E. : Bull.  Margaret  Hague  Mat.  Hosp.  / :68  (1948). 

3.  Dieckmann,  W.  J.  et  al : Am.  J.  Obstet.  & Gynec.  59 :442  (1950). 
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Turicum  combines  methylcellulose  in  hydrated  form  with  magnesium 
hydroxide  in  less-than-laxative  dosage  to  maintain  hydration  through- 
out the  bowel. 

The  methylcellulose  passes  through  the  stomach  and  small  in- 
testine without  digestive  breakdown;  mixes  with  the  fecal  residue  in 
the  colon,  incorporating  dry  particles  in  its  mass. 

The  osmotic  effect  of  magnesium  hydroxide  assures  the  presence 
of  adequate  water  as  the  dry  fecal  material  is  brought  into  the  gel.  I 
Thus  easy  passage  is  accomplished  without  stimulant  cathartics. 

Turicum  is  unique  as  a non-oily  lubricoid,  fecal-softening  agent,  acting  in  a rational 
manner  to  restore  the  normal  pattern  of  bowel  function.  With  Turicum  there  is  no 
bloating — no  danger  of  impaction,  lipid  pneumonia  or  leakage,  and  no  interference  ] 
with  utilization  of  oil-soluble  vitamins. 

Average  dose:  one  to  two  tablespoon] ids. 

Available  in  pint  bottles. 
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Scientific  Articles 


1 MECHANISMS  INVOLVED  IN  THE  PRODUCTION  OF  PULMONARY 

HYPERTENSION 

, . 

David  M.  Spain,  M.D.,  Valhalla,  New  York 

ij  (From  the  Division  of  Pathology,  Grasslands  Hospital,  and  the  Department  of  Laboratories  and  Research  of 

Westchester  County ) 


"D  ECENT  advances  in  the  prevention,  diag- 
!i  XV  nosis,  and  treatment  of  those  pulmonary 
t;  disease  conditions  that  lead  to  the  development  of 
li  pulmonary  hypertension  and  cor  pulmonale  have 
iij  been  quite  outstanding  in  recent  years.  This  is 
| also  true  of  the  treatment  and  diagnosis  of  pul- 

I,  monary  hypertension  itself.  Therefore,  it  be- 
comes a matter  of  greater  importance  to  evaluate 
j|  the  mechanisms  that  lead  to  pulmonary  hyperten- 
sion.  Among  the  diagnostic  advances  are  the 
I1  pulmonary  arterial  catheterization  technic,  bron- 
| chospirometry,  pneumatographic  studies,  and  the 
special  precordial  electrocardiographic  leads  used 
in  the  evaluation  of  right  ventricle  hypertrophy. 
| With  the  use  of  antibiotics  many  pulmonary  in- 
I fections  have  been  resolved  or  limited  before  ir- 
[j  reversible  pulmonary  changes  could  take  place. 

The  use  of  cortisone  in  such  diseases  as  beryl- 
Q liosis,  bronchial  asthma,  Boeck’s  sarcoid,  etc., 
i has,  at  least  temporarily,  opened  up  the  possi- 
( bility  of  halting  or  even  reversing  some  of  those 
ii  processes  that  lead  to  pulmonary  hypertension.1-3 
|]  The  rational  use  of  digitalis  has  reversed  in  some 
instances  the  high  cardiac  output,  the  hyper- 
j volemia,  the  polycythemia,  and  even  the  pul- 
monary hypertension  so  that  after  a period  of 
j time  there  has  been  a reduction  in  the  cardiac 
output  to  normal  with  relief  of  the  anoxia  as 
well.4  The  immediate  institution  of  antibiotic 
therapy  along  with  other  measures  with  the  onset 
; of  early  signs  or  symptoms  of  respiratory  infection 
in  cases  of  chronic  cardiopulmonary  insufficiency 
has  prevented  the  precipitation  of  congestive 
heart  failure. 

Material 

In  a series  of  over  one  hundred  necropsied  cases 
of  cor  pulmonale  it  has  been  possible  to  classify 


Presented  at  the  145th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Chest 
Diseases,  May  4,  1951. 


these  schematically  on  an  anatomic  basis.  Classi- 
fications of  this  type  obviously  have  certainl imita- 
tions but  still  may  serve  a useful  purpose.6  This 
classification  is  as  follows: 

1.  Primary  anatomic  alterations  of  the 
thoracic  cage 

(a)  Kyphoscoliosis 

(b)  Thoracoplasty 

2.  Anatomic  alterations  of  the  pulmonary 
vascular  bed 

3.  Anatomic  alterations  of  the  pulmonary 
parenchyma 

(а)  Primary  chronic  pulmonary  disease 
with  secondary  fibrosis  and/or  em- 
physema 

(б)  “Primary”  pulmonary  emphysema 
with  or  without  fibrosis 

More  specifically,  the  basic  underlying  pul- 
monary conditions  found  in  100  consecutive 
necropsies  on  cases  with  cor  pulmonale  are  shown 
in  Table  I. 

TABLE  I. — Basic  Underlying  Pulmonary  Condition^  in 
100  Consecutive  Necropsies  on  Cases  with 
Cor  Pulmonale 


Number 

Underlying  Pulmonary  Condition  of  Cases 


Emphysema  (diffuse  obstructive)  51 

Bronchiectasis — diffuse,  bilateral  9 

Bronchial  asthma  6 

Silicosis  and  silicotuberculosis  6 

Tuberoulosis  6 

Kyphoscoliosis  1 

Thoraooplasty  and  tuberculosis  5 

Primary  pulmonary  arteriolosclerosis  1 

Diffuse  interstitial  fibrosis  5 

Schistosomiasis  1 

Foreign  body  emboli  (morphine  addiction)  1 

Multiple  pulmonary  emboii  with  organization  2 

Pulmonary  artery  thrombosis  2 

Scleroderma  1 

Boeck’s  sarcoid  2 


In  tjhe  past  it  has  been  rather  common  to  use 
the  term  fibrosis  of  the  lungs  in  a vague  and  loose 
manner.  It  has  also  been  impossible  in  many 
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instances  to  correlate  adequately  the  degree  of 
fibrotic  change  as  manifested  on  the  x-ray  picture 
with  the  degree  of  cardiorespiratory  insufficiency 
that  might  exist.  For  instance,  some  cases  of 
Boeck’s  sarcoid  or  silicosis  that  have  widespread 
and  extensive  x-ray  picture  changes  do  not 
necessarily  have  a corresponding  degree  of  cardio- 
respiratory insufficiency  as  manifested  by  clinical 
and  functional  studies.  Everyone  is  also  familiar 
with  the  fact  that  many  cases  of  pulmonary 
tuberculosis  with  extensive  lung  destruction  do 
not  have  cor  pulmonale.  The  converse  is  also 
true  in  that  cases  with  minimal  x-ray  picture 
changes  may  have  severe  cardiorespiratory  dis- 
ability. The  partial  answer  to  this  lies  in  the  fact 
that  the  term  fibrosis  has  been  used  indiscrimi- 
nately without  any  attempt  to  classify  its  pattern 
of  distribution  in  the  lungs. 

Pulmonary  fibrosis  may  be  present  in  essen- 
tially five  distinct  patterns.  Several  or  all  pat- 
terns may  coexist  in  any  number  of  pulmonary 
conditions.  However,  in  many  instances  one  par- 
ticular pattern  may  predominate,  and  this  will 
very  often  be  the  determining  factor  in  the  degree 
and"  type  of  functional  disability  that  develops. 
Fibrosis  of  the  lungs  may  be  predominately  peri- 
bronchial or  bronchial,  interstitial,  parenchymal 
or  intra-alveolar,  vascular,  and  pleural. 

Following  is  a partial  list  of  conditions  generally 
associated  with  the  various  patterns  of  pulmonary 
fibrosis:6-* 

1.  Bronchiolar  fibrosis 

(a)  Chronic  bronchitis 

( b ) Diffuse  bronchiolectasis 

(c)  Phosgene  poisoning,  etc. 

( d ) Boeck’s  sarcoid 

( e ) Silicosis  (asbestosis,  diatomaceous  earth, 
talc,  etc.) 

(/)  Tuberculosis  (repeated  spreads  of  bron- 
chogenic dissemination  with  healing) 

2.  Insterstitial  fibrosis 

(a)  Acute  interstitial  fibrosis 

( b ) Chronic  interstitial  fibrosis  (etiology 
undetermined) 

(c)  Beryllium  poisoning 

( d ) Scleroderma 

(e)  Advanced  chronic  passive  congestion  of 
lung  (secondary  to  mitral  stenosis) 

(/)  Congenital  dysplasia  of  the  lung 

( g ) Bauxite 

( h ) Xanthomatous  granuloma  of  the  lungs 

3.  Parenchymal  (intra-alveolar)  fibrosis 

(а)  Unresolved  pneumonia  with  organiza- 
tion (streptococcus,  Friedlander’s,  tuber- 
culosis) 

(б)  Radiation  pneumonia 

(c)  Silicosis 

(d)  Lipoid  pneumonia 

* In  certain  of  these  conditions  several  patterns  of  fibrosis 
will  coexist,  in  particular,  tuberculosis  and  some  forms  of 
silicosis. 


4.  Vascular  fibrosis 

(o)  Schistosomiasis 

(6)  Foreign  body  emboli 

(c)  Diffuse  lymphangitic  carcinomatosis  with 
carcinomatous  endarteritis 

(d)  Primary  pulmonary  arteriolosclerosis 

(e)  Periarteritis  nodosa  of  pulmonary  vessels 

(/)  Rheumatic  arteritis 

( g ) Allergic  arteritis  and  granulomatosis 

5.  Pleural  fibrosis 

(a)  Chronic  pyogenic  empyema 

( b ) Tuberculous  empyema 

(c)  Hemothorax  or  hemopneumothorax 

In  general,  bronchial  fibrosis  produces  func- 
tional changes  associated  with  diffuse  obstruc- 
tive emphysema.7  These  changes  are  primarily 
ventilatory  in  character  and  associated  with  an 
increase  in  the  ratio  of  residual  air  to  total  lung 
capacity,  anoxia,  increased  blood  volume,  poly- 
cythemia, and  eventually  pulmonary  hyperten- 
sion. Interstitial  fibrosis  will  produce  an  alveolar 
diffusion  type  of  disturbance.7  This  is  essentially 
respiratory  in  character  and  is  manifested  by  ex- 
treme dyspnea  on  exertion,  cough,  weakness, 
restricted  lung  volumes  with  a marked  reduction 
of  percentage  of  predicted  median  vital  capacity, 
extreme  hyperventilation,  and  profound  arterial 
anoxemia  on  exercise.  Parenchymal  (intra- 
alveolar)  fibrosis  does  not  produce  any  significant 
dysfunction  except  when  there  is  marked  involve- 
ment. The  picture  is  the  one  of  marked  pulmo- 
nary insufficiency  as  a result  of  reduction  of  lung, 
volume.  Vascular  fibrosis  obviously  increases  the 
resistance  of  the  flow  of  blood  through  the  lungs 
and  if  the  process  is  sufficiently  diffuse,  signifi- 
cant pulmonary  hypertension  will  result.  Pleural 
fibrosis  compresses  the  lung  and  eventually  leads 
to  a ventilatory  type  of  dysfunction.  Present 
studies  seem  to  indicate  that  complete  restora- 
tion of  function  does  not  always  occur  despite  the 
apparent  complete  anatomic  re-expansion  follow- 
ing decortication  procedures.8  This  may  be  par- 
tially accounted  for  by  the  fact  that  many  cases 
with  fibrotic  pleural  envelopes  also  have  under- 
lying pulmonary  disease.  The  cases  in  which  the 
best  restoration  of  function  has  taken  place  are 
the  ones  in  which  the  fibrosis  of  the  pleura  is 
secondary  to  hemothorax. 

The  pulmonary  vascular  system  differs  from 
the  systemic  system  in  several  important  aspects. 
The  pulmonary  intravascular  tension  is  con- 
siderably lower  with  a systolic  pressure  of  25 
mm.  Hg  and  a diastolic  of  7 mm.  Hg.  The  pul- 
monary artery  and  arterioles  are  less  muscular, 
are  more  distensible,  run  a short  course,  and  are 
under  feeble  autonomic  control.  The  entire  pul- 
monary vascular  bed  lies  in  an  organ  which  is 
undergoing  constant  change  in  motion  (ventila- 
tion) and  is  easily  compressed.  On  the  other 
hand,  the  systemic  arteriolar  system  has  a long 
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Fig.  1.  Pulmonary  disease  mechanisms  that  lead  to  the  development  of  pulmonary  hypertension. 


course;  the  tension  is  considerably  higher;  the 
I walls  are  more  muscular;  there  is  significant 
( autonomic  control  over  the  vessels,  and  they  often 
I course  through  rigid  tissues  of  relatively  un- 
changing shape  and  consistency.  One  of  these 
differences  is  perhaps  of  major  importance,  that 
is,  the  lack  of  definite  autonomic  control  in  the 
I pulmonary  bed  as  opposed  to  the  systemic  bed. 
That  is  perhaps  why  it  is  usually  possible  to  find 
an  underlying  organic  alteration  responsible  for 
pulmonary  hypertension  as  opposed  to  systemic 
hypertension  where  it  is  most  often  necessary  to 
' refer  to  it  as  essential  hypertension. 

The  physiologic  and  organic  mechanisms  in- 
volved in  the  development  of  pulmonary  hyper- 
tension have  not  as  yet  all  been  completely  clari- 
fied. The  exact  relative  importance  of  the  various 
known  mechanisms  is  also  not  clearly  understood. 
However,  it  has  been  demonstrated  that  anoxia, 
increased  intra-alveolar  pressure,  anatomic  alter- 
ations of  the  pulmonary  vascular  bed,  and  in- 
creased blood  flow  and  blood  viscosity  may  all 
increase  tension  in  the  pulmonary  circuit.9  Many 
of  the  pulmonary  diseases  may  so  alter  the  func- 
tion and  structure  of  the  lungs  that  one  or  all  of 
these  mechanisms  may  be  present.  Figure  1 is 
an  attempt  to  show  how  these  mechanisms  lead 
to  the  development  of  pulmonary  hypertension. 

Some  of  the  mechanisms  that  are  illustrated 
in  Fig.  1 are  still  not  clearly  defined.  For  in- 
stance, the  question  as  to  whether  the  pulmonary 
vascular  system  is  under  autonomic  control  is 
still  a matter  of  dispute.  However,  it  has  been 
determined  that  low  alveolar  oxygen  will  result 
in  the  elevation  of  pulmonary  pressure.  This  was 
demonstrated  by  Cournand  and  his  group.10 
Whether  this  is  mediated  locally  or  through 


central  pathways  is  not  known.  The  use  of  such 
drugs  as  epinephrine,  acetylcholine,  amylni trite, 
and  histamine  can  so  alter  the  blood  flow  that  the 
changes  in  the  level  of  pulmonary  tension  can- 
not be  related  directly  to  changes  in  resistance.11 
Other  observers,  however,  have  recently  demon- 
strated what  they  believe  to  be  specific  vasomotor 
responses  in  the  pulmonary  vascular  bed.  Studies 
with  the  pneumatachogram  indicate  that  three 
essential  factors  are  important  in  the  work  gen- 
erated during  ventilation. 12  These  are  the  elastic- 
ity of  the  lung,  the  work  involved  in  the  flow  of 
air  through  the  bronchial  tree,  and  the  state  of 
tissue  viscosity.  It  is  believed  by  some  that  alter- 
ations in  tissue  viscosity  play  a major  role  in  the 
increased  effort  of  ventilation  in  certain  disease 
processes.  The  consequences  of  partial  bron- 
chiolar  obstruction,  whether  on  an  organic  or 
functional  basis,  are  more  obvious.  Although 
many  observers  still  believe  that  the  primary 
change  in  large  lung  emphysema  is  an  alteration 
in  the  elasticity  of  the  parenchyma,  the  develop- 
ment of  obstructive  emphysema,  whether  per- 
manent or  temporary,  following  partial  bron- 
chiolar  obstruction  is  well  established.  Secondary 
to  emphysema  there  may  be  attenuation  of  the 
pulmonary  vascular  bed,  pulmonary  arterial  and 
arteriolosclerosis,  polycythemia,  and  hypervole- 
mia. It  has  also  been  recently  demonstrated  that 
changes  in  bronchiolar  muscular  tone  regulate  to 
some  extent  the  pulmonary  circulation.9  These 
studies  indicate  that  the  regulation  is  mediated 
through  the  effect  of  bronchiolar  muscular  tone  on 
the  level  of  intra-alveolar  pressure.  It  is  claimed 
that  the  increased  intra-alveolar  pressure  com- 
presses the  pulmonary  capillaries  and  thus  re- 
duces their  volume.  This  is  then  reflected  in  in- 
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creased  pulmonary  arteriolar  diastolic  pressure 
during  the  expiratory  phase  of  ventilation.  In 
this  manner  adrenergic  drugs  that  dilate  bron- 
chioles will  reduce  the  intra-alveolar  pressure  with 
a resultant  fall  in  pulmonary  diastolic  pressure. 
Vagotonic  pressures  will  have  the  opposite  effect. 
This  same  mechanism  may  play  an  important  role 
in  the  development  of  cor  pulmonale  secondary  to 
longstanding,  diffuse  obstructive  emphysema. 
Liebow  and  his  associates  have  demonstrated  the 
development  of  bronchopulmonary  arterial  shunts, 
particularly  in  bronchiectasis.13  In  the  experi- 
mental animal  they  have  shown  that  these  shunts 
may  so  elevate  the  pressure  in  the  pulmonary  cir- 
cuit that  even  a reversal  of  blood  flow  may  take 
place.  Whether  or  not  these  bronchopulmonary 
arterial  shunts  with  their  consequent  alteration  of 
pulmonary  circulatory  dynamics  are  important 
in  conditions  other  than  bronchiectasis  still 
awaits  further  investigation. 

Pulmonary  arterio-  and  arteriolosclerotic 
change  is  invariably  present  in  longstanding,  ob- 
structive emphysema  associated  with  cor  pul- 
monale and  is  most  likely  a secondary  manifesta- 
tion to  the  increased  intravascular  tension. 
Whether  or  not  primary  pulmonary  arterio- 
sclerosis exists  as  a definite  entity  is  open  to  ques- 
tion. Although  there  are  numerous  reports  of 
cases  that  have  been  referred  to  as  primary  pul- 
monary arteriosclerosis,  the  recent  work  of 
Harrison  in  England  on  the  experimental  produc- 
tion of  pulmonary  arteriosclerosis  casts  doubt  on 
a large  number  of  these  reports.14  By  means  of 
injecting  broken  fibrin  clots  into  the  pulmonary 
vascular  system  of  rabbits,  organized  emboli  were 
formed.  These  lesions  eventually  became  relined 
with  a fibroelastic  intimal  thickening  that  was 
morphologically  indistinguishable  from  spontane- 
ous arteriosclerosis.  The  author  has  had  similar 
experiences  in  a number  of  cases  where  repeated 
small  episodes  of  embolization  had  taken  place  in 
the  lungs.  All  stages  of  emboli  from  organization 
to  lesions  that  could  not  be  differentiated  from 
arteriosclerosis  were  encountered  in  these  cases. 
It  is  suggested,  therefore,  that  some  or  many  of 
the  cases  reported  as  primary  pulmonary  arterio- 
sclerosis may  actually  be  secondary  to  emboli 
that  are  healed. 

Pulmonary  tuberculosis  may  lead  to  pulmo- 
nary hypertension.  The  incidence  of  cor  pulmo- 
nale in  pulmonary  tuberculosis  varies  considerably 
from  one  report  to  another,  varying  from  1 to  40 
per  cent  of  the  cases.  The  difference  in  incidence 
may  be  explained  partially  by  the  different  types 
of  cases  at  the  various  institutions  and  by  the 
varied  anatomic  criteria  for  regarding  cases  as  cor 
pulmonale.  For  instance,  at  some  institutions 
where  only  acute  cases  of  tuberculosis  are  ad- 
mitted, the  incidence  of  cor  pulmonale  is  low.  At 


institutions  where  the  chronic  tuberculous  pa- 
tient is  cared  for,  the  incidence  is  usually  much 
higher.  It  has  been  impossible  to  correlate  the  de- 
gree of  lung  destruction  in  tuberculosis  with  the 
incidence  of  pulmonary  hypertension.  It  is 
possible,  however,  to  correlate  the  degree  of  dif- 
fuse peribronchial  fibrosis  that  is  present  as  a re- 
sult of  repeated  episodes  of  bronchogenically 
disseminated  tuberculosis  with  the  incidence  of 
pulmonary  hypertension.  It  is  also  interesting  to 
observe  that  many  of  the  cases  that  have  de- 
veloped obstructive  emphysema  have  histories  of 
repeated  episodes  of  hemoptysis.  Blood  is  an  ex- 
cellent fluid  medium  for  the  dissemination  of 
tubercle  bacilli  throughout  the  lungs.  Tubercu- 
losis that  has  spread  in  this  manner  may  become 
partially  or  completely  healed  with  the  fibrous 
tissue  that  is  related  to  the  bronchioles,  and  hence 
obstructive  emphysema  results.  It  is  also  in- 
teresting to  speculate  on  what  influence  the  use  of 
streptomycin  will  have  on  the  residual  lesions  of 
tuberculosis.  Some  institutions  at  present  are 
carrying  out  functional  studies  prior  to  and  fol- 
lowing the  use  of  streptomycin  in  hematogenous 
tuberculosis  of  the  lungs.  There  are  indications 
that  the  functional  disturbance  prior  to  treat- 
ment, which  is  essentially  an  alveolar  diffusion 
type  of  disturbance,  is  restored  to  normal  follow- 
ing treatment.16  However,  in  one  such  case  ap- 
parently pulmonary  hypertension  has  persisted. 
The  exact  explanation  for  this  is  not  clear. 

In  bronchial  asthma  of  long  duration  significant 
irreversible  emphysema  may  develop.16  Second- 
ary to  this  there  may  be  cor  pulmonale.  Prob- 
ably the  important  mechanism  in  this  type  of  case 
is  the  increase  in  the  intra-alveolar  pressure  as  a 
result  of  bronchial  muscular  hypertonicity  and 
hyperplasia.  In  such  conditions  as  diffuse  inter- 
stitial fibrosis  of  the  lungs  described  by  Hamman 
and  Rich,  scleroderma,  beryllium  granulomatosis, 
bauxite  pneumonitis,  and  pulmonary  xanthoma- 
tous granulomatosis,  the  pathogenetic  mech- 
anisms leading  to  the  development  of  pulmonary 
hypertension  would  include  direct  obstruction  to 
the  vascular  system,  as  a result  of  involvement  of 
the  interstitial  tissues,  and  low  alveolar  oxygen 
secondary  to  the  ventilatory  disturbance,  as  a 
result  of  the  increased  tissue  viscance  and  loss  ol 
tissue  elasticity.17  In  addition,  there  would  be 
present  the  alveolar  diffusion  type  of  disturbance 
with  all  of  its  consequences.  The  mechanisms  for 
the  development  of  pulmonary  hypertension  in 
schistosomiasis,  foreign  body  emboli,  diffuse 
carcinomatous  arteritis,  and  periarteritis  of  the 
pulmonary  vessels  is  quite  obvious  since  there  is 
direct  involvement  of  the  vessels  with  restriction 
of  blood  flow.  In  such  conditions  as  lipoid  pneu- 
monia, radiation  pneumonitis,  unresolved  Fried- 
lander’s  pneumonia,  where  the  process  is  essen- 
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I tially  similar  to  what  would  occur  in  a lobectomy, 
pulmonary  hypertension  usually  does  not  de- 
* velop.  The  same  may  be  said  of  pleural  fibrosis 
< with  compression  of  the  lung  where  the  disturb- 
ance is  essentially  ventilatory  in  nature. 

Such  factors  as  the  extent  of  the  lesion,  the 
duration  of  the  lesion,  the  activity  of  the  individ- 
ual, and  the  severity  and  frequency  of  asso- 
| ciated  respiratory  infections  are  all  important  in 
determining  the  severity  and  the  rate  of  progres- 
sion of  pulmonary  hypertension.  For  instance,  in 
a study  by  the  author  of  200  consecutive  post- 
i mortem  examinations  on  cases  of  varying  degrees 
of  bronchiectasis,  cor  pulmonale  was  present  in  35 
‘ instances.  In  each  of  the  35  cases  where  the 
secondary  obstructive  emphysema  was  of  a 
ij  sufficient  degree  to  produce  cor  pulmonale,  dif- 
fuse bronchiectasis  with  peribronchiolar  fibrosis 
was  present.  In  those  cases  where  the  bronchiec- 
tasis was  localized  instead  of  diffuse  or  where  the 
; larger  bronchi  were  involved  rather  than  the 
bronchioles,  the  obstructive  emphysema  was 
? never  of  a sufficiently  advanced  degree  to  produce 
cor  pulmonale.  This  illustrates  the  necessity  for 
' the  lesion  to  be  widespread  in  order  for  pulmonary 
hypertension  to  develop.  In  bronchial  asthma, 
cor  pulmonale  usually  does  not  develop  unless  the 
condition  has  been  present  for  at  least  five  years. 

1 This  illustrates  the  factor  of  time.  The  fact  that 
1 cor  pulmonale  as  a sequela  of  primary  emphysema 
I is  rare  in  the  female  and  common  in  the  lower  in- 
S come  laboring  male  may  be  an  indication  of  the 
importance  of  physical  activity  or  type  of  occupa- 
tion. A recent  report  by  Cardon  and  associates 
‘.j  clearly  indicates  the  importance  of  associated 
respiratory  infection  in  precipitating  cardiore- 
spiratory failure  in  those  cases  with  latent  pul- 
monary hypertension.18 

The  heart  in  cor  pulmonale  is  affected  in 
' several  ways.  There  is  increased  work  because  of 
i!  the  increased  resistance  to  blood  flow  in  the  pul- 
monary circuit.  There  is  a diminished  oxygen 
supply  to  the  myocardium  because  of  the  under- 
lying chronic  pulmonary  disease,  and  there  is  a 
• 


disturbance  in  the  dynamics  of  the  coronary  cir- 
culation because  of  the  increased  pressure  in  the 
right  ventricle  which  is  transmitted  to  the  Thebe- 
sian veins.19  In  addition,  many  of  these  cases 
occur  in  age  groups  where  coronary  atherosclerosis 
is  common. 


Summary 

The  known  mechanisms  for  the  development  of 
pulmonary  hypertension  in  chronic  pulmonary 
disease  have  been  discussed.  These  consist  pri- 
marily of  narrowing  and  reduction  in  the  pul- 
monary vascular  bed,  increased  intra-alveolar 
pressure,  increased  tissue  viscance,  low  alveolar 
oxygen,  polycythemia,  hypervolemia,  bronchial 
pulmonary  arterial  shunts,  pulmonary  arteriolo- 
sclerosis,  and  possibly  some  degree  of  autonomic 
imbalance.  Their  relationship  to  and  develop- 
ment in  the  various  forms  of  chronic  pulmonary 
disease  have  been  considered.  The  pathologic- 
physiologic  basis  for  altering  these  mechanisms 
with  antibiotics,  oxygen,  digitalis,  cortisone, 
limitation  of  physical  activity,  and  adrenergic 
drugs  has  been  mentioned. 
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CURE  HEART  CONDITION  BY  REMOVING  MEMBRANE 


A serious  heart  condition,  caused  by  tuberculous 
inflammation  of  the  membrane  which  surrounds  the 
heart,  is  being  cured  through  surgical  removal  of 
the  diseased  membrane.  Pericardieetomy  was  per- 
formed on  four  patients  suffering  from  tuberculous 

f|  pericarditis.  Three  of  the  patients  are  cured  and 
I the  fourth  shows  progressive  improvement. 

The  May  5 issue  of  the  Journal  of  the  American 
i Medical  Association  carries  this  report  by  Drs. 


Emile  Holman  and  Forrest  Willett  of  the  Stanford 
University  School  of  Medicine  . 

The  mortality  rate  from  tuberculous  pericarditis 
has  been  high.  Tuberculosis  germs  attacking  the 
membrane  around  the  heart  cause  it  to  become 
thickened  and  inflamed,  putting  pressure  on  the 
heart.  Patients  become  increasingly  disabled  by 
cardiac  compression.  In  the  past,  patients  have 
been  treated  by  prolonged  bed  rest. 
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ALL  major  thoracic  operations  are  traumatic, 
and,  therefore,  the  management  of  these 
elective  procedures  has  taught  us  the  proper 
methods  of  caring  for  accidental  injuries  of  the 
chest.  In  performing  a standard  lobectomy,  for 
example,  not  only  is  one  rib  removed,  but,  often, 
to  obtain  adequate  exposure  two  additional  ribs  are 
divided  posteriorly.  After  such  an  operation  then, 
we  must  care  for  a patient  with  two  fractured 
ribs,  a hemopneumothorax,  and  perhaps  either 
a pneumonitis  or  atelectasis  in  the  opposite  chest 
if  blood  or  infected  material  is  aspirated  during 
or  soon  after  the  operation.  To  carry  the  anal- 
ogy further,  after  a thoracoplasty,  we  must 
solve  the  problems  of  a paradoxic  chest,  which 
are  also  present  after  the  kick  of  a horse ; during 
intrapleural  pneumolysis  with  the  open  cannulae 
in  the  pleural  cavity,  we  are  confronted  with  the 
dynamics  of  the  “sucking  wound”  in  the  chest, 
and  after  segmental  resection  we  must  manage  a 
potential  tension  pneumothorax  because  of  the 
small  alveolar  leaks  always  associated  with  such 
a procedure.  Finally,  in  each  and  all  of  these 
procedures  we  have  the  problem  of  pain,  which 
is  of  danger  to  the  patient  only  because  it  in- 
fluences the  cleansing  mechanism  of  the  tracheo- 
bronchial tree  by  discouraging  cough  and  deep 
breathing. 

The  management  of  civilian  injuries  may  be 
simple  or  complex.  A rib  fracture  is  easily  cared 
for,  but  the  management  of  several  rib  frac- 
tures, produced  by  the  impact  of  the  steering 
wheel  of  a car,  may  be  extremely  complex.  A 
small  hemothorax  may  require  but  one  chest 
aspiration,  yet  severe  bleeding  into  the  pleural 
cavity  from  an  intercostal  or  internal  mammary 
vessel  may  require  immediate  thoracotomy. 
Blood  unattended  in  the  pleural  cavity  may  be 
responsible  for  the  so-called  “trapped  lung,” 
which  requires  decortication  later.  A small 
pneumothorax  may  resorb  spontaneously  with- 
out treatment,  while  a large  one,  and  especially 
a tension  pneumothorax,  may  be  fatal.  An  as- 
pirational  pneumonitis  is  often  not  serious,  but 
if  not  treated  a pneumonia,  lung  abscess,  or 
empyema,  may  result.  Pain  often  accounts  for 
reflex  abdominal  distention  or  acute  gastric 
dilatation  which  limits  diaphragmatic  excursion 
and  not  only  reduces  lung  volume  but  may  inter- 
fere with  the  cough  mechanism  as  well.  It  should 
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be  obvious,  therefore,  that  any  one  or  a great 
variety  of  events  may  occur  in  injuries  of  the 
chest,  but  immediate  attention  to  certain  basic 
principles  of  therapy  will  simplify  the  most 
complex  combination.  / 

Basic  Principles 

Patent  airways  in  any  chest  injury  is  probably 
the  most  important  single  principle  ol  therapy. 
A knife  or  bullet  wound  may  have  opened  a small 
bronchus  into  which  blood  escapes.  The  pa- 
tient must  be  encouraged  to  cough  and  raise 
this  blood  which  otherwise  forms  a clot  and  plugs 
the  bronchus  so  that,  the  segment,  lobe,  or  lung 
becomes  atelectatic.  Respiratory  embarrass- 
ment results  not  only  from  mediastinal  shift  and 
loss  of  ventilation  but  because  the  blood  to  and 
from  this  lung  returns  to  the  left  side  of  the  heart 
low  in  oxygen  and  so  degrades  the  oxygenated 
blood  from  the  other  lung.  Therefore,  the  nutri- 
tion of  the  myocardium  and  the  muscles  of  re- 
spiration is  often  significantly  inadequate,  and 
thus  a vicious  circle  is  established.  Blood  is  not 
always  the  offender  if  at  the  time  of  accident  the 
patient  had  a chest  “cold”  with  an  associated 
bronchitis  or  even,  perhaps,  a mild  bronchiecta- 
sis. Retention  of  such  secretions  is  just  as 
hazardous  as  the  retention  of  blood. 

Early  re-expansion  of  the  lung  is  another  im- 
portant basic  principle  of  therapy.  Collapse  of 
the  lung  by  air  or  blood  not  only  reduces  respira- 
tory function  but  also  invites  pleural  infection. 
The  pleural  cavity,  with  the  lung  partially  col- 
lapsed, containing  blood,  serum,  and  air,  is 
nothing  more  than  a culture  tube  within  the  body 
which  acts  as  an  incubator.  The  injury  may 
have  been  penetrating,  carrying  potential  infec- 
tion from  outside,  or  infection  may  have  come 
from  inside  due  to  rupture  of  the  lung  (sudden 
increased  intrathoracic  pressure).  The  type  of 
infecting  organism  in  the  latter  case  is  usually 
dependent  upon  the  flora  of  the  mouth,  since  the 
trachea  communicates  at  one  end  with  the  mouth 
and  at  the  other  end  with  the  pleural  cavity 
(through  bronchopleural  fistula).  It  was  sup- 
posed in  the  past  that  the  small  traumatic  open- 
ing in  the  lung  would  heal  during  the  period  of 
collapse  and  that,  then,  the  lung  would  re-expand 
through  absorption  of  air  and  blood.  This  sup- 
position demonstrates  a passive  and  hazardous 
attitude.  Should  infection  occur,  a small  em- 
pyema associated  with  an  almost  totally  expanded 
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lung  is  preferable  to  a large  empyema  in  the 
presence  of  a partially  collapsed  lung.  In  cutting 
across  the  bronchus  at  either  a lobectomy  or  a 
pneumonectomy,  we  admit  infection  to  the  pleural 
cavity.  (We  have  not  yet  developed  an  aseptic 
closure  of  the  bronchus.)  Still,  the  incidence  of 
empyema  after  lobectomy  is  relatively  low  com- 
pared with  the  incidence  of  empyema  after 
pneumonectomy.  Both  occur,  however,  and 
both  require  drainage,  but  the  dimensions  of  the 
operation  to  obliterate  the  dead  space  after  lobec- 
tomy are  comparatively  small. 

Hemorrhage  must  be  controlled,  and  blood  in 
the  pleural  cavity  should  be  aspirated  if  sig- 
nificant in  amount.  Such  blood  cannot  perform 
its  normal  function,  is  a circulatory  loss  to  the 
patient,  and  may  cause  considerable  harm. 

Blood,  silver  nitrate,  and  talc  all  have  been 
used  to  cause  sterile  pleurisies  in  patients  where 
a pleurisy  is  desirable  (recurrent  spontaneous 
pneumothorax).  Blood  is  a mild  irritant  in  the 
pleura,  just  as  it  is  in  the  peritoneum,  and,  when 
left  in  place,  destroys  the  smooth  gliding  surface 
of  the  lung.  The  lung  upon  re-expansion  is 
painful  as  the  “roughened”  or  altered  visceral 
surface  comes  in  contact  with  the  sensitive 
parietal  and  diaphragmatic  pleura. 

Blood  in  the  pleural  cavity  prevents  re-expan- 
sion of  the  lung  if  left  unaspirated  due  to  the 
formation  of  a fibrinous  capsule  over  the  visceral 
pleura.  Organization  of  the  fibrinous  precipitate 
occurs,  and  the  patient  is  left  with  a “trapped” 
and  unexpansible  lung.  Furthermore,  the  same 
process  occurs  over  the  parietal  and  diaphrag- 
matic pleura  to  impair  costal  and  diaphragmatic 
breathing. 

Quick  reappearance  of  blood  in  the  pleural 
cavity  after  complete  aspiration  is  strongly  sug- 
gestive of  hemorrhage  from  a systemic  vessel. 
Hemorrhage  from  a systemic  vessel  usually  de- 
mands a thoracotomy,  and  since  such  blood  is 
already  lost  to  the  total  blood  volume,  its  removal 
is  recommended  as  an  aid  to  the  early  diagnosis 
of  uncontrolled  hemorrhage.  Blood  aspirated 
from  the  pleural  cavity  does  not  reactivate 
hemorrhage  from  the  lung.  The  patient  rarely, 
if  ever,  reaches  the  physician  or  receives  surgical 
attention  if  the  large  hilar  pulmonary  vessels  are 
damaged.  Death  is  usually  immediate.  Damage 
to  the  smaller  pulmonary  vessels,  on  the  other 
hand,  usually  leads  to  development  of  an  inter- 
stitial hematoma  since  the  pressure  in  these  ves- 
sels is  low  and  they  are  surrounded  by  lung  paren- 
chyma as  the  large  vessels  are  not.  If  early  re- 
expansion is  attempted,  only  the  healthy  and 
elastic  part  of  the  lung  responds  to  the  negative 
pressure.  The  hematoma  is  uninfluenced. 

The  control  of  pain  is  considered  a basic  prin- 
ciple because  of  its  influence  on  both  thoracic 
and  abdominal  function.  Pain  from  trauma  in 


other  parts  of  the  body  is  less  conspicuous  be- 
cause the  injured  part  is  usually  put  at  rest. 
In  thoracic  injuries  it  is  impossible  and  often  un- 
desirable to  put  the  chest  at  rest. 

Only  the  parietal  and  diaphragmatic  pleurae 
are  sensitive,  the  sensation  of  pain  being  con- 
ducted by  way  of  the  intercostal  and  phrenic 
nerves.  Therefore,  to  avoid  thoracic  pain,  we 
must  avoid  injury  to  these  nerves  and  their  re- 
spective pleurae. 

A subpleural  pneumonitis  causes  changes  in  the 
smooth  gliding  surface  of  the  visceral  pleura. 
At  this  stage  one  may  hear  a friction  rub,  while 
the  patient  complains  of  pain.  Later,  fluid  ap- 
pears and  separates  the  two  pleurae  so  that  pain 
disappears.  Any  irritant  such  as  blood  or  its 
byproducts,  which  will  alter  the  smooth  gliding 
surface  of  the  lung,  will  cause  pain  when  the 
moving  organ  comes  in  contact  with  the  sensitive 
pleura.  Furthermore,  these  same  irritants  alter 
the  surface  of  the  diaphragm  and  cause  pain  as  it 
“peels  ” away  from  the  thoracic  wall  during  the 
respiratory  cycle.  Hence,  at  fluoroscopy  we  find 
the  diaphragm  somewhat  limited  in  its  movement 
due  to  spasm,  just  as  we  find  the  abdominal 
muscles  in  spasm  when  the  peritoneum  is  irri- 
tated. Pain  is  much  less  severe  after  pneumonec- 
tomy than  after  lobectomy  since  there  is  no  lung 
to  rub  against  the  parietal  pleura.  It  is  for  this 
reason  that  we  handle  the  residual  lobe  as  little 
as  possible  at  operation.  Wiping  its  surface  with 
gauze  sponges  may  remove  its  normal  lubricant 
or  similarly  injure  its  smooth  gliding  surface. 
Manipulation  of  the  residual  lobe  should  be  re- 
duced to  a minimum,  just  as  in  handling  the 
bowel  in  abdominal  surgery. 

Furthermore,  pain  in  the  lower  thoracic  region 
seems  to  affect  the  abdominal  viscera  reflexly. 
Appendicitis  has  been  incorrectly  diagnosed  in 
patients  suffering  from  a localized  pneumonia  and 
pleurisy.  Reflex  ileus  and  extreme  distention 
of  the  colon  is  a common  postoperative  complica- 
tion accompanying  painful  thoracic  procedures. 
Acute  gastric  dilatation  occurs  frequently  when 
the  patient  cannot  decompress  himself  because  of 
pylorospasm  but  may  be  unrecognized.  Ab- 
dominal distention  due  either  to  gas  or  fluid  in  the 
colon  or  stomach  elevates  the  diaphragm  and 
interferes  with  respiratory  function.  It  is  for 
these  reasons  that  all  efforts  should  be  made  to 
control  pain  in  injuries  of  the  chest. 

Immobilization  of  the  injured  area  is  a basic 
principle.  Complete  immobilization  is  rarely 
possible  and  is  sometimes  undesirable,  but  if 
moderate  to  severe  paradoxic  breathing  is  present, 
respiratory  effort  may  be  critically  impaired. 

The  hazards  of  the  paradoxic  chest  are  best 
appreciated  in  the  postoperative  management 
of  a four  or  five-rib  thoracoplasty,  but  a fre- 
quent and  comparable  civilian  injury  is  the  so- 
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called  “steering-wheel  accident.”  In  such  cases 
the  steering  wheel  of  an  automobile  is  driven 
against  the  sternum  in  such  a way  that  it  is  de- 
tached from  the  cartilages  and  ribs.  On  inspira- 
tion the  sternum  is  sucked  inward  and  on  expira- 
tion bulges  outward.  Paradoxic  breathing  of 
this  nature  is  very  ineffective,  and,  furthermore, 
if  there  are  secretions  or  blood  in  the  tracheo- 
bronchial tree,  the  cough  and  cleansing  mecha- 
nism are  equally  impaired.  The  resulting  poor 
ventilation,  atelectasis,  and  carbon  dioxide  re- 
tention are  responsible  for  the  patient’s  des- 
perate respiratory  efforts^  which,  in  turn,  fur- 
ther accentuate  the  paradoxic  movements  of  the 
injured  area. 

Debridement,  once  a very  important  basic 
principle,  is  still  essential  to  the  proper  manage- 
ment of  chest  injuries  but,  since  the  introduction 
of  antibiotics,  may  be  less  radical. 

“Clean”  injuries  of  the  chest  which  do  not 
macerate  and  devitalize  tissue  masses  may  not 
require  debridement,  and,  in  any  case,  attention 
is  directed  first  to  the  status  of  the  airways,  lung 
expansion,  pleural  blood,  and  other  more  im- 
portant basic  principles.  However,  in  severe 
devitalizing  trauma  of  the  chest  and  especially 
when  the  patient’s  clothes  or  other  foreign  mate- 
rial is  embedded  in  the  wound,  debridement  be- 
comes a basic  principle  of  management.  If 
done  early  enough,  primary  closure  in  selected 
cases  may  be  successful.  Later,  drainage  with 
secondary  closure  is  the  better  choice.  Extensive 
procedures  of  this  nature,  of  course,  are  delayed 
until  the  patient’s  condition  will  tolerate  them. 

A Case  in  Point 

At  dusk,  some  time  ago,  two  inexperienced  deer 
hunters,  “A  ’ and  “B,”  were  driving  down  a moun- 
tain road.  Suddenly  they  spotted  a deer  through 
the  brush.  “A”  stopped  the  car,  and  “B”  stepped 
out  and  fired.  The  deer  dropped  in  his  tracks. 
,rB’s”  accuracy  surprised  them  both,  but  although 
hunter  “A”  was  very  complimentary,  “B’s”  chest 
did  not  expand  with  pride  because  it  was  already  in 
maximum  inspiration  due  to  his  undiagnosed  bron- 
chiectasis and  pulmonary  emphysema.  Much  to 
their  dismay,  however,  they  soon  discovered  that 
instead  of  a deer,  “B”  had  shot  a fellow  deer  hunter 
through  the  left  chest.  “A,”  who  had  taken  a course 
in  first  aid  during  the  war,  carried  him  to  the  car, 
put  him  in  the  back  seat,  and  elevated  his  legs  and 
hips.  The  victim,  “C,”  became  short  of  breath  and 
panicky  in  this  position  and  was  therefore  per- 
mitted to  assume  a semisitting  or  Fowler’s  position. 
“B”  got  into  the  back  seat  and  applied  pressure  to 
his  wounds.  “A”  drove  at  great  speed  to  the  hos- 
pital in  a nearby  village.  The  sewage  system  of  the 
hospital  was  under  construction.  Visibility  was  poor 
at  this  time  of  day,  and  as  “A”  swerved  through  the 
emergency  entrance,  he  failed  to  see  a gaping  ditch 
beside  the  drive.  The  left  front  wheel  of  the  car 
crashed  into  the  ditch;  the  forward  thrust  of  the 


car  was  abruptly  stopped,  and  the  passengers  were 
hurled  violently  forward.  An  attending  surgeon 
leaving  the  grounds  saw  the  accident  and  rushed  to 
their  aid. 

On  examination  in  the  emergency  ward,  “A,”  the 
driver,  was  found  to  have  a sucking  laceration  4 
inches  long  near  the  right  border  of  the  sternum 
where  he  had  hit  the  steering  wheel.  The  stumps  of 
two  ribs  and  a piece  of  his  wool  shirt  were  visible 
through  the  wound.  Three  or  four  cartilages  to  the 
left  of  the  sternum  were  thought  to  be  disarticulated 
because  the  sternum  was  moving  up  and  down  in 
paradoxic  fashion.  The  patient  was  restless  and  in 
shock;  his  breathing  was  labored,  and  the  respira- 
tory effort  was  accompanied  by  a rhythmic  sucking- 
blubbering  sound.  After  plugging  the  wound  with 
sterile  gauze,  the  attending  surgeon  ordered  the 
patient’s  head  and  trunk  to  be  elevated  slightly, 
Demerol  to  be  given  hypodermically,  typing  and 
cross-matching  to  be  done  in  preparation  for  a trans- 
fusion, an  immediate  intravenous  infusion  of  glucose 
in  saline,  and  the  preparation  of  the  operating  room 
for  a thoracotomy.  He  then  proceeded  to  uncover 
the  wound  at  the  end  of  expiration  but  sealed  it 
again  upon  inspiration.  In  a few  minutes  the 
patient’s  condition  had  improved,  and  he  was  able 
to  cooperate.  The  attending  surgeon,  therefore, 
instructed  him  to  convert  his  expiratorv  effort  into  a 
prolonged  push,  or  strain,  as  in  defecating.  During 
this  effort,  the  gauze  tamponade  was  removed  from 
the  laceration,  and  the  pleural  blood  and  air  allowed 
to  escape  through  the  wound  until  the  lung  was 
visible  in  its  depths.  Before  the  next  inspiration, 
the  tamponade  was  replaced  and  held  firmly  to  the 
chest.  With  the  lung  expanded,  breathing  was 
immediately  improved.  The  patient  was  given 
nasal  oxygen,  and  he  and  a small  tank  of  oxygen 
were  moved  to  the  x-ray  department  on  a litter  for 
an  x-ray  in  the  sitting  -position  en  route  to  the 
operating  room.  While  the  anesthetist  was  induc- 
ing the  patient,  the  resident  telephoned  to  his  wife 
to  bring  over  his  son’s  baseball  mask  immediately. 

Hunter  “B”  was  not  badly  hurt,  since  he  was  well 
protected  by  fat  and  had  been  thrown  against  the 
upholstered  front  seat.  Although  he  was  short  of 
breath,  he  pointed  out  that  he  had  been  short  of 
breath  for  many  years  and  that  that  was  his  reason 
for  hunting  deer  by  car.  He  admitted,  however, 
that  he  had  considerable  pain  in  his  lower  left  chest, 
especially  when  he  coughed.  He  stated  he  had 
coughed  “all  his  life.”  There  was  no  blood  in  his 
sputum.  His  abdomen  was  soft  and  flabby  and  a 
chest  x-ray  (posteroanterior,  standing)  showed  four 
fractured  ribs  (sixth,  seventh,  eighth,  and  ninth)  in 
the  subscapular  line.  There  was  no  displacement 
of  the  rib  ends.  A small  pneumothorax  was 
present ; there  was  slight  blunt  ing  of  the  costophrenic 
angle  from  fluid,  and  the  mediastinal  structures  were 
in  the  midline.  There  was  no  subcutaneous  emphy- 
sema. The  diaphragms  were  flat,  and  the  lung 
fields  clear.  The  intern  ordered  a narcotic  for  the 
patient’s  pain,  painted  his  skin  with  tincture  of 
benzoin,  and  strapped  the  lower  third  of  his  chest 
with  adhesive  tape.  He  also  warned  the  patient  to 
cough  voluntarily  at  frequent  intervals  and  to  take 
30  very  deep  breaths  every  half  hour  when  awake  in 
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.1  order  to  “keep  from  getting  pneumonia,”  a disease 
all  patients  know  and  fear.  He  advised  the  patient 
1 to  enter  the  hospital,  although  the  hunter  belittled 
his  injury.  He  left  orders  that  the  patient’s  head 
. and  trunk  be  kept  slightly  elevated  and  that  his 
. blood  pressure,  pulse,  and  respirations  be  taken 
v every  half  hour. 

Hunter  “C’s”  forward  thrust,  as  the  car  hit  the 
ditch,  was  buffered  somewhat  by  hunter  “B,”  and 
he  sustained  no  additional  injury.  On  examina- 

J tion  of  the  chest,  it  was  found  that  the  bullet  had 
entered  near  the  apex  of  the  heart,  the  larger  wound 
i of  exit  being  found  beneath  the  angle  of  the  left 

i scapula.  It  was  reasoned  that  the  line  of  fire  had 
been  too  high  for  the  bullet  to  have  pierced  the 
diaphragm  or  abdomen  but  that  cardiac  tamponade 
was  a possibility,  especially  since  the  patient’s  pulse 
was  very  weak  and  his  neck  veins  seemed  distended. 
The  patient  complained  of  his  horizontal  position 
on  the  examining  table  and  upon  slight  elevation  of 
his  trunk  and  head,  the  venous  distention  dis- 
appeared. Physical  findings  suggested  fluid  in  the 
! left  chest,  so  an  x-ray  in  the  sitting  position  was 
(ordered.  A hypodermic  of  Demerol  was  givqn, 
(nasal  oxygen  started,  and  the  patient  moved  to  the 
jjx-ray  department.  While  the  x-ray  was  being  de- 
veloped, blood  was  taken  to  be  typed  and  cross- 
matched,  and  at  the  same  time  a red  blood  count 
and  hemoglobin  determination  were  done  and  a slow 
i intravenous  started.  The  patient  was  not  to  be 
moved  from  the  x-ray  department.  The  x-ray  re- 
wealed  the  left  lung  to  be  collapsed  and  the  chest  to 
be  half  full  of  blood.  Upon  aspiration  of  the  chest 
1,200  cc.  of  blood  were  removed.  A red  blood  count 
and  hemoglobin  determination  were  done  on  the 
aspirated  blood.  These  checked  closely  with  the 
(tests  which  had  been  done  on  the  blood  taken  from 
the  finger  immediately  after  aspiration.  Another 
8j  sitting-up  x-ray  was  taken  immediately  and  showed 
considerable  re-expansion  of  the  lung  and,  now  also, 
the  dome  of  the  diaphragm.  Perhaps  200  cc.  of 
blood  were  still  present.  The  attending  surgeon 
then  left  the  patient  to  assist  the  resident  operate 
Uipon  patient  “A,”  but  with  instructions  to  the 
ft  nurse  to  take  the  blood  pressure,  pulse,  and  respira- 
r|  tory  rate  every  fifteen  minutes,  and  a third  sitting-up 
| x-ray  in  one  hour  unless  the  patient’s  condition  be- 
came worse,  in  which  case  the  x-ray  was  to  be  taken 
in  half  an  hour.  Blood  was  to  be  started  as  soon  as 
- 1 possible. 

As  the  surgeon  entered  the  operating  room,  the 
resident  had  just  finished  debriding  the  parasternal 
laceration  and  was  searching  for  the  top  of  the 
hunter’s  fountain  pen,  the  clip  of  which  had  been 
. discovered  in  the  x-ray  taken  en  route  to  the  operat- 
ing room.  It  was  soon  located  and  removed.  No 
other  foreign  bodies  were  discovered,  but  there  was  a 
small  tear  in  the  lung  anteriorly,  and,  therefore,  a 
i stab  wound  in  the  axilla  was  made  for  tube  drainage 
of  the  pleural  cavity  in  order  that  a water  seal  could 
be  established  and  re-expansion  of  the  lung  assured. 
The  two  fractured  ribs  were  wired  together,  and 
■ proper  amounts  of  penicillin  and  streptomycin  solu- 
f tions  placed  in  the  wound  and  the  pleural  cavity. 
' The  wound  was  closed  without  drainage.  The 
I sternum  was  still  moving  rather  violently  in  para- 
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doxic  fashion  so  three  towel  clips  were  used  as  tongs 
to  grasp  the  lateral  borders  of  the  sternum  at  three 
interspaces.  The  baseball  mask,  now  sterilized, 
was  placed  over  the  paradoxic  sternum  and  the  towel 
clips  wired  to  its  arches.  In  this  way,  the  sternum 
was  kept  suspended  and  the  paradoxic  motion  re- 
duced. Re-expansion  of  the  lung  was  maintained 
by  a water-seal  bottle  in  which  minus  10  cm.  of 
water  suction  was  established.  Transfusions  were 
ordered  to  replace  the  blood  loss. 

The  resident  and  attending  surgeon  then  returned 
to  the  x-ray  department.  The  third  chest  x-ray  had 
just  been  developed.  It  showed  some  increase  in 
the  fluid  level,  since  the  dome  of  the  diaphragm  was 
no  longer  visible,  but  the  patient’s  condition  had 
improved.  The  blood  pressure  was  100/70,  pulse 
110,  respirations  26.  The  patient’s  color  was  im- 
proving; the  neck  veins  were  not  distended,  and  the 
feet  were  warm.  The  patient  had  had  500  cc.  of 
blood  and  500  cc.  of  glucose  in  distilled  water,  but  it 
was  estimated  that  he  had  lost  approximately  2,000 
cc.  of  blood  (1,200  cc.  aspirated,  200  remaining,  and 
perhaps  another  500  cc.  lost  since  aspiration).  In 
other  words,  it  appeared  that  the  patient  was  still 
bleeding  slowly.  The  surgeon  asked  the  resident 
for  a decision. 

There  was  no  distention  of  the  patient’s  neck 
veins  or  of  his  hands  at  the  cardiac  level.  Blood 
pressure,  pulse,  and  cardiac  sounds  also  supported 
the  resident’s  belief  that  cardiac  tamponade  was 
unlikely.  He  concluded  that  pleural  hemorrhage 
was  present.  At  the  same  time,  the  patient,  who 
had  lost  a total  of  2,000  cc.  of  blood,  only  500  cc.  of 
which  had  been  lost  in  the  last  hour,  was  in  greatly 
improved  condition,  and  the  laboratory  had  re- 
ported that  2,000  cc.  of  cross-matched  blood  would 
be  available  to  him  whenever  necessary.  The  resi- 
dent, therefore,  decided  for  delay  in  operation,  close 
observation  of  the  patient,  and  a repeat  x-ray  in  an 
hour,  since  the  patient’s  condition  was  good  and  an 
adequate  supply  of  blood  was  available. 

The  attending  surgeon,  a veteran,  asked  himself, 
as  he  had  so  often  during  his  service  in  a forward 
echelon  during  the  war,  “Is  the  patient  bleeding? 
If  so,  will  the  bleeding  stop  spontaneously?  Is 
operation  justified?” 

He  had  been  handicapped  then  by  lack  of  intra- 
tracheal anesthesia,  x-ray  facilities,  and  facilities  for 
proper  postoperative  management.  After  opera- 
tion at  a forward  echelon,  furthermore,  it  had  been 
difficult  for  the  patient  to  move  back  to  a fixed 
installation  one  or  two  days  later  with  a tube  and 
bottle  (water-seal)  attached  to  his  chest.  There- 
fore, the  surgeon  had  been  limited  in  what  he  could 
do,  and  he  himself  had  usually  aspirated  the  chest,  if 
breathing  was  embarrassed,  and  given  the  patient 
oxygen  and  transfusions.  The  patient  had  then  been 
moved  to  a rear  echelon  as  soon  as  out  of  shock. 

Here  the  situation  was  more  ideal:  He  had  good 
anesthesia,  an  operating  room,  a well-equipped  hos- 
pital, a blood  bank,  antibiotics,  and  good  postopera- 
tive nursing  care.  Furthermore,  the  patient  was 
definitely  bleeding,  although  slowly,  and  even  though 
there  were  no  casualties  waiting  to  be  treated,  it  was 
possible  that  before  the  night  was  over  an  obstetric 
case,  a perforated  ulcer,  a burn,  or  some  other 
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casualty  from  an  automobile  accident  might  arrive, 
perhaps  at  the  time  this  patient  needed  treatment 
most.  On  the  other  hand,  there  was  a fair  chance 
that  the  bleeding  would  stop.  It  had  in  many  of  his 
war  casualties,  but  on  the  other  hand,  he  knew  that 
in  the  fixed  installations  and  chest  centers  in  the 
United  States  hundreds  of  decortications  had  been 
necessary  because  of  poor  early  management.  This 
patient  was  in  good  condition  now  and  in  a favor- 
able environment.  The  attending  surgeon,  there- 
fore, elected  to  do  a thoracotomy. 

A boat-shaped  incision  was  used  to  debride  the 
wound  of  exit  over  the  eighth  rib  posteriorly.  At 
the  bottom  of  the  wound  a chip  of  bone  was  dis- 
covered and  removed.  The  wound  was  enlarged 
forward  and  backward  and  the  underlying  rib  re- 
sected over  a distance  of  8 inches.  The  pleura  was 
opened  and  the  blood  (about  1,000  cc.)  aspirated. 
A small  intercostal  artery,  located  posteriorly  near 
the  wound  of  exit,  was  found  to  be  the  source  of 
bleeding.  The  perforations  of  the  lower  lobe 
(anteriorly  and  posteriorly)  were  covered  by  a blood 
clot,  and  each  one  was  surrounded  by  some  indura- 
tion due  to  the  interstitial  dissection  of  blood.  The 
wound  of  entrance  was  not  bleeding,  and  no  foreign 
bodies  were  present.  The  pleura  was  washed  out 
several  times  with  saline,  and  an  axillary  catheter 
placed  through  a separate  stab  wound  for  drainage 
and  re-expansion.  The  thoracotomy  wound  was 
closed  in  layers  without  drainage.  The  patient  was 
given  nasal  oxygen,  and  the  pleural  tube  connected 
with  a water-seal  with  active  suction  to  maintain 
the  re-expansion  of  the  lung.  The  estimated  blood 
loss  was  replaced. 

Forty-eight  hours  later,  the  lungs  in  both  thoracot- 
omy patients  had  completely  re-expanded  so  that 
the  intrapleural  tubes  could  be  removed.  The 
patients  were  then  encouraged  to  get  out  of  bed  for  a 
few  minutes.  This  activity  was  to  be  increased 
daily. 

Patient  “B,”  however,  had  not  done  so  well  during 
this  period.  He  had  spent  two  restless  nights,  be- 
cause of  pain  whenever  he  coughed,  and  although  he 
was  encouraged  to  cough  and  breathe  deeply  every 
half  hour,  his  pain  had  prevented  him  from  doing  so 
in  spite  of  his  best  efforts. 

He  had  developed  a temperature  of  102  F.  and  a 
pulse  rate  of  140.  His  nails  and  lips  were  slightly 
cyanotic  and  his  respirations  rapid  and  shallow. 
When  he  spoke,  he  talked  in  phrases  instead  of 
sentences  and  gasped  for  breath  between  phrases. 
His  appetite  was  poor,  and  although  he  had  been 
taking  fluids  well,  he  was  very  thirsty.  He  com- 
plained of  abdominal  distention.  His  bowels  had 
not  moved,  nor  was  he  passing  flatus.  His  urine 
was  concentrated.  No  fluid  intake  or  output  had 
been  charted,  because  the  intern,  never  having  cared 
for  a chest  injury  before,  was  not  aware  that  chest 
injuries  have  abdominal  complications. 

On  physical  examination,  the  intern  noted  bilat- 
eral asthmatoid  rhonchi  with  wet  rales  at  the  right 
base  in  addition  to  the  findings  listed  above.  He 
also  found  that  breath  sounds  in  the  lower  half  ol 
the  left  chest  were  absent,  while  the  trachea  and 
maximum  cardiac  impulse  had  shifted  to  the  left. 
Percussion  posteriorly  was  tympanitic  in  the  lower 


half  of  the  left  chest,  and  the  intern  decided  immedi- 
ately that  there  was  diaphragmatic  hernia  with  the 
bowel  up  in  the  chest.  Furthermore,  the  belly, 
which  had  been  flabby  and  soft  on  admission,  was 
now  tense  and  distended,  and  the  patient  was  not 
passing  flatus.  It  seemed  reasonable  to  believe  a 
volvulus  or  diaphragmatic  strangulation  had  prob- 
ably occurred.  Injuries  to  the  lower  left  chest,  the 
intern  suddenly  recalled,  were  frequently  asociated 
with  rupture  of  the  spleen  which  might  mean  that 
abdominal  rigidity  W'as  due  to  blood  in  the  peritoneal 
cavity.  Although  the  absence  of  abdominal  tender- 
ness was  not  usual  in  peritoneal  irritation,  the  intern 
thought  the  severity  of  the  chest  pain  might  be 
masking  the  abdominal  pain.  He  could  not  ex- 
plain it  any  other  way.  Fortunately  the  nurse  had 
sent  an  admission  urine  specimen  to  the  laboratory, 
and  the  report  had  been  negative  for  red  blood  cells, 
so  injury  to  the  left  kidney  was  unlikely.  The 
intern  ordered  an  emergency  chest  film  in  the  sitting 
position  and  a flat  plate  of  the  abdomen.  Both  the 
patient  and  the  intern  were  anxious. 

On  rounds,  the  attending  surgeon  noted  the  pa- 
tient’s loose,  frequent,  but  guarded  cough  and  found 
the  patient’s  thirst  out  of  proportion  to  his  estimated 
intake.  He  immediately  reasoned  that  the  fluids 
taken  were  not  passing  the  pylorus,  which  had  led  to 
gastric  dilatation,  elevation  of  the  diaphragm,  and 
atelectasis  of  the  left  lower  lobe.  The  tympany  in 
the  left  chest  posteriorly  seemed  to  confirm  his 
reasoning.  A stomach  tube  was  passed  and  pro- 
duced 1,500  cc.  of  mixed  fluids  and  a great  deal  of 
gas.  The  patient  sighed  with  relief.  His  breathing 
improved  immediately,  but  his  cough  was  still  pain- 
ful and  ineffective.  The  surgeon  turned  him  on  his 
side  and  injected  the  lower  six  intercostal  nerves 
with  10  cc.  each  of  0.5  per  cent  procaine  solution. 
The  relief  to  the  patient  was  immediate.  He 
jumped  from  his  bed  and  coughed  up  tremendous 
amounts  of  thick,  purulent  sputum.  He  also  passed 
flatus  for  several  minutes.  His  general  condition 
had  changed  almost  miraculously.  The  emergency 
x-rays  soon  returned,  confirming  the  atelectasis,  the 
elevated  diaphragm,  and  the  distended  stomach  and 
bowel.  The  reflex  influence  of  a painful  chest  was 
engraved  forever  on  the  mind  of  the  intern.  The 
intercostal  nerve  block,  followed  by  an  effective  and 
painless  cough,  had  obviated  the  need  for  bronchos- 
copy or  intratracheal  suction.  The  process  was 
repeated  each  day  for  three  days  when  it  became 
unnecessary.  In  ten  days  all  three  patients  were 
discharged,  even  though  hunter  “A”  had  to  leave 
with  the  baseball  mask  still  in  place.  One  w'eek 
after  discharge  it  was  removed  because  the  sternum 
was  fixed  by  that  time.  None  of  the  three  will  ever 
go  deer  hunting  again. 

Treatment 

Obstruction  of  the  airways  is  normally  cared  for 
by  (1)  ciliary  action,  (2)  bronchial  peristalsis 
(elongation  and  foreshortening  of  the  bronchial 
tree  during  inspiration  and  expiration),  and  (3) 
the  cough  mechanism.  If  coughing  is  painful 
or  breathing  is  ineffective  (paradoxic),  we  must 
resort  to  such  artificial  means  of  cleansing  the 
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bronchial  tree  as  bronchoscopy  or  intratracheal 
intubation  and  suction  as  described  by  Haight. 
The  latter  procedure  is  extremely  useful  and  may 
be  done  many  times  daily  if  necessary.  Postural 
drainage  is  not  usually  possible  in  these  cases  be- 
j cause  breathing  is  already  embarrassed  and  the 
f weight  of  the  abdominal  organs  on  the  dia- 
phragm in  the  head-down  position  is  not  toler- 
| ated. 

Re-expansion  of  the  lung  in  the  presence  of 
pneumothorax  may  be  accomplished  by  needle 
aspiration  in  some  cases,  but  an  intercostal  tube 
and  continuous  suction  removes  all  doubt  of 
failure.  Needle  aspiration  is  often  used  to  re- 
i move  blood  and  air  as  well,  and  early  in  the  man- 
, agement  of  such  cases  it  may  be  all  that  is  neces- 
i sary.  However,  if  a slow  leak  is  present  and  the 
: lung  does  not  remain  against  the  chest  wall,  an 
| intercostal  tube  should  be  used  in  the  first  few 
days.  Air  escaping  from  the  lung  into  the  pleura 
! (tension  pneumothorax)  and  out  through  a per- 
foration in  the  chest  wall  but  not  through  the 
? skin  may  cause  not  only  mediastinal  shift,  but 
{ considerable  subcutaneous  emphysema  An 
l intercostal  tube  is  very  important  in  such  cases 
j,  and  will  correct  this  complication. 

Sucking  wounds  of  the  chest  should  always  be 
closed  at  the  end  of  expiration  to  assure  maxi- 
mum re-expansion  of  the  lung  on  the  next  in- 
i' spiration.  If  the  lung  is  also  lacerated  and  the 
j sucking  wound  is  closed,  a tension  pneumothorax 
) may  develop.  Therefore,  after  closing  such  a 
■ wound,  the  surgeon  must  observe  the  patient 
' closely.  If  the  breathing  improves,  the  tamponade 
may  be  left  in  place.  If  the  distress  is  increased, 
the  wound  should  be  closed  only  with  each 
inspiration. 

Hemorrhage  into  the  pleural  cavity  is  usually 
from  a systemic  vessel— the  internal  mammary 
or  intercostal  arteries.  Oxygen,  blood  replace- 
ment, etc.,  may  temporarily  conceal  continuous 
bleeding.  An  x-ray  in  the  sitting  position  should 
be  obtained  as  early  as  possible  after  the  patient’s 
admission  to  the  hospital.  This  may  be  accom- 
plished by  a portable  machine  in  the  emergency 
ward  or,  after  initiating  shock  treatment,  in  the 
x-ray  department  where  x-rays  can  be  taken  be- 
fore and  after  aspiration.  The  first  x-ray  dis- 
closes the  status  of  the  lung  and  the  amount  of 
fluid  present.  The  chest  is  then  aspirated  and  a 
f second  x-ray  taken  immediately  in  the  same 
vertical  position.  Shock  therapy  is  then  con- 
tinued and  one  hour  later  another  x-ray  taken 
and  the  patient’s  condition  re-evaluated.  If  the 
fluid  level  increases  significantly,  the  patient  is 
bleeding.  If  x-rays  are  not  available,  the  fluid 
' level  must  be  percussed  in  the  sitting  position 
and  the  skin  marked.  Then  the  patient  is 
aspirated,  percussed,  and  marked  again.  In  one 


hour  the  level  of  the  fluid  is  again  determined  and 
the  patient’s  condition  evaluated.  Blood  is 
usually  available  within  an  hour  if  one  wishes  to 
delay  the  surgical  decision  for  another  hour. 
If  still  in  doubt,  it  is  safer  to  operate,  provided 
of  course,  that  good  intratracheal  anesthesia  and 
blood  are  available. 

Pain  can  be  controlled  best  by  nerve  blocks 
and  modified  somewhat  by  narcotics.  When 
necessary,  the  nerve  block  should  be  done  twice 
daily.  Soon  after,  of  course,  coughing  and  intra- 
tracheal suction  must  be  carried  out  to  maintain 
the  patent  airways.  The  reflex  effect  of  pain 
upon  the  abdominal  viscera  must  be  kept  in 
mind.  Abdominal  distention  secondary  to  chest 
injury  is  often  best  treated  by  nerve  block,  which 
breaks  up  the  reflex. 

Debridement  is  still  an  important  principle 
when  bad  contusions  are  present.  The  dead  or 
devitalized  tissue  found  after  crushing  injuries 
should  be  removed.  Since  infection  is  less  con- 
spicuous now  than  formerly  because  of  anti- 
biotics, debridement  of  wounds  may  be  less 
radical  and,  if  accomplished  early,  allows  pri- 
mary closure  of  the  wound  without  drainage. 
Neglected  wounds  should  be  cleaned,  debrided, 
and  left  open.  Secondary  closure  is  accomplished 
as  soon  as  the  granulations  are  “clean.” 

Subcutaneous  emphysema  due  to  tension 
pneumothorax  is  best  treated  by  placing  an 
intercostal  tube  in  the  pleural  cavity  and  estab- 
lishing continuous  suction.  Subcutaneous  em- 
physema without  a pneumothorax  is  due  to 
sudden  high  intrathoracic  pressures  which  rup- 
ture the  alveoli  beneath  the  visceral  pleura.  Such 
emphysema  is  dangerous  because  it  is  usually 
mediastinal  and,  when  severe,  may  prevent  the 
return  of  flow  of  blood  to  the  heart.  Mediastinal 
emphysema  usually  spreads  to  the  neck,  arms, 
and  the  upper  chest.  If  severe  and  increasing, 
the  skin  must  be  incised  low  in  the  neck  for  de- 
compression. 

Immobilization  of  the  chest  is  accomplished 
in  a variety  of  ways.  Adhesive  tape  or  elastic 
adhesive  may  be  sufficient  in  simple  fractures 
of  a rib  or  two.  Rubber  sponges  and  adhesive 
plaster  may  be  helpful  in  mild  cases  of  paradoxic 
movement  such  as  is  seen  in  a patient  who  has 
been  kicked  in  the  anterior  chest  by  a horse. 
Another  method  is  to  cover  the  paradoxic  area 
with  elastic  adhesive  after  first  painting  the 
skin  with  tincture  of  benzoin  and  then  to  allow 
thin  ribbons  of  plaster  to  harden  on  top  of  the 
elastic  adhesive.  Surgical  fixation  is  occasionally 
necessary  and  may  be  accomplished  as  outlined 
in  the  case  above  through  the  use  of  some  type 
of  suspension,  with  either  wires  or  towel  clips. 
Wiring  the  ribs  is  a good  method,  especially  if  a 
compound  fracture  and  a sucking  wound  coexist. 
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Esophageal  Injuries 

Perforation  or  laceration  of  the  esophagus  usu- 
ally demands  a thoracotomy  because  the  bacterial 
flora  of  the  mouth  in  the  saliva  soon  infect  the 
mediastinum.  The  diagnosis  is  difficult  but  can 
be  made  when  suspected  by  administering  thin 
lipiodol  orally,  barium  in  the  mediastinum  being 
undesirable.  Mediastinal  air  may  also  be  a clue 
to  esophageal  perforation. 

At  operation,  the  mediastinal  pleura  is  opened 
and  the  rent  in  the  esophagus  closed.  The  pleura 
is  then  left  open  and  the  pleural  cavity  drained  by 
one  or  two  tubes  as  after  all  thoracotomies  where 
infection  or  potential  infection  is  anticipated. 

Cardiac  Injuries 

Tamponade  of  the  heart  is  easily  diagnosed 
if  the  patient  reaches  the  physician.  The  treat- 
ment is  immediate  needle  aspiration  if  the  patient 
is  in  obvious  cardiac  distress.  If  the  first  aspira- 
tion does  not  suffice,  a second  should  follow  and 
the  operating  room  personnel  be  alerted;  that  is, 
the  thoracotomy  instruments  should  be  sterilized, 
although  not  removed  from  the  sterilizer,  and  the 
necessary  linen  laid  out  ready  for  a hasty  emer- 
gency. The  patient  can  then  be  watched  in  a 
room  on  the  operating  floor,  preferably  on  an 
operating  table  in  the  anesthetist’s  induction 
room  where  all  anesthetic  equipment  is  immedi- 
ately available.  If  the  second  aspiration  fails 
to  give  the  desired  result,  a third  one  may  be 
done  while  the  surgical  room  and  team  is  prepar- 
ing for  surgical  decompression  and  suture  of  the 
myocardium. 

Summary 

The  basic  principles  in  the  management  of 
chest  injuries  have  been  reviewed  and  these  prin- 
ciples demonstrated  in  a case  study  which  was 
partly  hypothesized  in  order  to  concentrate  actual 
experiences  for  the  sake  of  clarity.  The  manage- 
ment of  the  patients  in  the  case  study  empha- 
sized the  important  points  in  therapy  as  outlined 
later  in  the  paper 

Discussion 

Ethan  Flagg  Butler,  M.D.,  Elmira. — The  analogy 
between  thoracic  injuries  and  postoperative  condi- 
tions is  very  helpful  and  constitutes  an  excellent 
approach  to  the  problem.  However,  there  is  one 
important  difference.  At  the  end  of  a thoracic 
operation  the  patient  is  ordinarily  in  the  hands  of  a 
competent  thoracic  team  who  have  an  excellent 
understanding  of  the  intrathoracic  situation  as  it 
existed  prior  to  the  closure  of  the  operative  wound. 
In  the  case  of  thoracic  trauma,  the  patient  may  or 
may  not  rapidly  come  into  the  hands  of  those  familiar 
with  thoracic  problems  and  their  solutions,  and  in 


any  event,  the  extent  of  intrathoracic  damage  is  not 
immediately  apparent.  An  accurate  estimate  of  the 
extent  of  this  damage  must  be  arrived  at,  however, 
without  undue  delay. 

Rapid  examination  will  determine  the  presence  or 
absence  of  wounds  and,  if  present,  whether  pene- 
trating or  open  sucking  wounds.  The  location  of 
penetrating  wounds  will  suggest  the  underlying 
structures  that  may  be  involved.  Rapid  examina- 
tion will  reveal  the  presence  or  absence  of  significant 
fractures  of  ribs  or  sternum.  It  will  reveal  the  pres- 
ence of  subcutaneous  emphysema,  thereby  indicat- 
ing damage  to  lung  tissue  with  attendant  pneumo- 
thorax. Above  all,  it  will  indicate  whether  or  not 
there  is  impairment  of  respiratory  function  and  will 
give  a clue  as  to  whether  this  impairment  is  due  to 
bronchial  or  tracheal  obstruction,  to  intrapleural 
pressure,  or  to  derangement  of  the  musculoskeletal 
thoracic  mechanism. 

The  essayists  have  pointed  out  the  importance  of 
clear  airways.  Great  emphasis  should  be  placed 
upon  the  early  restoration  and  preservation  of  the 
cough  mechanism.  The  old  concept  that  cough  is 
an  invention  of  the  devil  to  plague  poor  humans 
should  be  abandoned,  and  cough  should  be  regarded 
as  a God-given  blessing  whereby  essential  airways 
may  be  kept  patent.  Almost  every  one  of  us  can 
remember  instances  when  a lusty  cough  has  saved  a 
life  and  other  instances  where  charitable  sedation 
has  paved  the  way  to  speedy  death  from  autodrown- 
ing. To  maintain  an  effective  cough  mechanism, 
the  patient  must  be  relieved  of  pain  and  must  have  a 
reasonably  intact  musculoskeletal  thoracic  cage. 
Pain  can  be  controlled.  In  a badly  shattered  chest, 
however,  complicated  perhaps  by  pneumohemo- 
thorax, endotracheal  and  endobronchial  suction 
may  have  to  be  substituted  for  the  normal  cough 
mechanism.  If  such  aid  is  needed,  it  must  be  pro- 
vided without  delay. 

Gross  injury  to  the  heart  will  be  rapidly  fatal. 
Small  incised  wounds  of  the  heart  should  not  neces- 
sarily be  fatal.  The  precordial  location  of  a stab 
wound  should  suggest  underlying  cardiac  trauma. 
Bleeding  into  the  closed  pericardial  sac  can  cause 
cardiac  tamponade.  Aspiration  of  the  pericardial 
sac  can  bring  about  a dramatic  relief  of  tamponade. 
The  necessity  for  formal  surgical  intervention  can 
be  determined  after  the  full  effects  of  aspiration  have 
been  determined. 

In  addition  to  the  respiratory  organs  and  the 
heart  and  great  vessels,  the  esophagus  passes  through 
the  thorax.  Reports  of  injury  to  esophagus  are  rela- 
tively infrequent,  but  it  must  be  taken  into  con- 
sideration in  cases  of  gunshot  wounds  and  stab 
wounds.  The  great  hazard  is  from  uncontrolled, 
rapidly  spreading  putrid  infection  of  mediastinum 
and  adjacent  areas.  Early  closure  of  esophageal 
wounds,  if  diagnosed,  would  be  essential. 

Diaphragmatic  tears  and  resulting  diaphragmatic 
hernias  are  possible  concurrents  to  the  extensive 
thoracic  trauma.  Such  diaphragmatic  injuries 
rarely  imperil  life,  and  their  repair  can  ordinarily  be 
accomplished  in  an  orderly  manner  when  the  general 
condition  of  the  patient  permits. 
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THE  medical  profession  has  yet  to  approach 
mastery  of  cancer  primary  in  the  lung.  We 
have  improved  our  record  from  year  to  year  by 
! constant  efforts  toward  earlier  diagnosis.  In  the 
past  few  years  a new  factor,  mass  chest  x-ray  sur- 
veys, has  entered  the  picture  in  force  and  offers  a 
unique  opportunity  to  spot  this  lesion  in  its  in- 
fancy. Although  intended  primarily  to  pick 
up  early  tuberculosis,  significant  numbers  of 
early  lung  cancers  have  been  discovered  as  a 
gratifying  byproduct.  Since  the  lung  is  radio- 
lucent,  small  and  therefore  early  lesions  become 
apparent  by  x-ray  in  contrast  to  other  internal 
i organs,  such  as  the  stomach,  where  only  large 
lesions  are  easily  discovered.  We  should,  there- 
j fore,  be  able  to  recognize  the  presence  of  pul- 
| monary  lesions  with  somewhere  near  the  ease  of 
| such  superficial  growths  as  those  of  the  skin, 

1 mouth,  and  the  cervix. 

When  abnormal  shadows  are  found  in  chest 
x-rays,  it  is  often  impossible  to  make  a diagnosis. 
Appropriate  diagnostic  study  for  tuberculosis  or 
other  lesions  is  all  too  often  inconclusive.  In  our 
recent  experience,  bronchoscopy  can  only  be 
expected  to  be  diagnostic  in  37  per  cent  of  cases 
of  primary  lung  cancer.  Cytologic  study  of  the 
sputum  for  tumor  cells  is  diagnostic  in  52  per  cent 
of  such  cases.  Therefore,  exploration  of  the 
chest  as  a diagnostic  as  well  as  a therapeutic 
procedure  must  often  be  advised  when  any  pos- 
sibility exists  that  a pulmonary  lesion  is  malig- 
nant. 

Material 

We  wish  to  report  here  our  experience  with  36 
primary  lung  cancers  first  discovered  by  chest 
x-ray  survey.  This  includes  both  cases  discov- 
ered by  mass  surveys,  such  as  conducted  in 
schools,  industries,  and  city  surveys,  and  also  in 
the  course  of  routine  physical  examinations  or 
investigation  of  unrelated  symptoms.  Strictly 
speaking,  the  term  “silent”  is  inaccurate,  for  we 
are  considering  primary  lung  cancers  picked  up 
by  survey  films  in  patients  both  with  and 
without  related  symptoms.  The  36  patients  are 
divided  for  analysis  into  three  groups  (Table  I): 
(1)  those  discovered  by  survey  who  had  no  symp- 
toms and  who  were  treated  promptly  (ten  cases), 
(2)  those  discovered  by  survey  who  already  had 
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TABLE  I. — Primary  Carcinoma  in  36  Patients  Detected 
in  Surveys 

Prompt  treatment,  no  symptoms 
Prompt  treatment,  with  symptoms 
Delayed  treatment 

Number  of 
Cases 
10 
7 

19 

Total 

36 

TABLE  II. — Ten  Cases  op  Survey  Carcinoma  Without 
Symptoms  Treated  Promptly 

Total  (living  8) 

Inoperable 

Resectable 

Glands  positive 
Glands  negative 

Number  of  Cases 
10 
1 
9 
2 
7 

symptoms  but  were  treated  promptly  (seven 
cases),  and  (3)  those  discovered  by  survey  for 
whom  treatment  was  delayed,  either  by  failure 
of  the  doctor  to  recognize  the  possibility  of 
malignancy  or  by  refusal  of  the  patient  to  accept 
the  treatment  (19  cases). 

With  one  exception,  all  36  patients  came  to  our 
attention  in  the  past  four  years,  so  that  all  figures 
mentioned  and  conclusions  drawn  are  of  a tenta- 
tive nature.  In  a previous  report  of  our  total 
experience  with  primary  lung  cancer,  the  five- 
year  results  were  analyzed.1  It  was  found  that 
40  per  cent  five-year  cures  could  be  effected  after 
pneumonectomy  if  the  tumor  was  confined  to  the 
lung  without  even  microscopic  evidence  of  ex- 
tension to  regional  lymph  glands.  If  there  was 
regional  lymph  node  involvement,  the  figure 
dropped  to  20  per  cent,  and  if  there  was  gross  ex- 
tension beyond  the  lung,  there  were  no  five-year 
cures. 

In  brief,  if  there  is  no  lymph  node  involvement 
even  microscopically,  there  is  an  appreciable 
chance  of  cure,  and  we  shall  call  this  the  “favor- 
able group.”  Contrariwise,  in  the  presence  of 
lymph  node  involvement  or  gross  extension  there 
is  very  little  chance  indeed.  These  statements 
should  hold  true  whether  we  are  considering  all 
such  carcinomas  or  j ust  those  discovered  by  survey. 

Analysis  of  Survey  Lesions 

Among  the  36  cases  of  primary  lung  cancer, 
there  were  ten  in  whom  an  abnormal  x-ray  shadow 
was  discovered  before  any  symptoms  developed. 
Only  one  was  inoperable.  They  also  had  prompt 
treatment  (Table  II).  Of  the  nine  resected,  two 
had  lymph  gland  involvement,  and  seven  did  not. 
Therefore,  seven  (70  per  cent)  are  in  the  most 
favorable  class  with  a 40  per  cent  expectancy  of 
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Fig.  1.  (A)  Routine  chest  x-ray  showing  faintly  discernible,  small,  rounded  shadow  in  the  ninth  posterior 

interspace  to  the  left  of  the  heart.  (B)  Oblique  view. 


five-year  cure.  Eight  of  the  ten  are  still  alive  at 
this  time.  It  is  interesting  that  in  only  one  of  the 
ten  was  bronchoscopic  evidence  of  tumor  seen, 
although  all  were  bronchoscoped.  In  only  two 
was  tumor  cell  study  of  the  sputum  positive. 
However,  only  four  were  so  studied. 

• In  this  group  of  individuals  whose  lesions  were 
so  early  as  not  to  have  produced  any  symptoms, 
study  of  the  sputum  for  tumor  cells  and  bronchos- 
copy are  very  unreliable.  The  actual  diagnosis 
was  usually  only  made  by  exploration  of  the 
chest. 

There  were  seven  in  the  group  discovered  by 
chest  x-ray  survey  after  the  development  of 
symptoms.  They  also  had  prompt  treatment 
(Table  III) . These  people,  either  through  ignor- 
ance or  fear,  had  done  nothing  about  pulmonary 
symptoms  already  existing.  Two  were  inoperable. 
Of  the  five  who  had  resections,  four  already  had 
lymph  gland  involvement,  and  only  one  did  not. 
Therefore,  only  one  in  seven  (14  per  cent)  falls 
into  the  favorable  class  with  a 40  per  cent  expect- 
ancy of  five-year  cure.  Only  two  of  the  seven 
are  alive  at  this  writing.  In  this  small  group, 
the  bronchoscopy  was  diagnostic  only  in  33  per 
cent  and  the  cytology  test  of  the  sputum  in  66 
per  cent.  The  expected  five-year  survival  rate 
in  this  group  cannot  be  expected  to  be  signifi- 
cantly different  from  the  rate  (5  per  cent)  pre- 
viously reported  among  unselected  victims  of 
primary  lung  cancer.1  In  this  group,  the  patient 
is  largely  to  blame  for  the  delay  in  treatment. 

I The  third  group  of  19  patients  was  composed 
of  those  patients  discovered  by  survey  chest 
x-ray  in  whom  there  was  delay  in  referral  to  a 


TABLE  III. — Seven  Cases  op  Survey  Carcinoma  with 
Symptoms  Treated  Promptly 


Total  (living  2) 

Inoperable 

Resectable 

Glands  positive 
Glands  negative 

Number  of  Cases 
7 
2 
5 

4 

1 

TABLE  IV. — Nineteen  Cases 

op  Survey  Carcinoma  in 

Which  Treatment  Was  Delated 

Number  of  Cases 

Total  (living  4) 

19 

Inoperable 

5 

Resectable 

13 

Glands  positive 

4 

Glands  negative 

9 

Refused  operation 

1 

thoracic  surgeon  (Table  IV).  Usually,  the  delay 
was  due  to  the  fact  that  a positive  diagnosis  of 
primary  lung  cancer  could  not  be  made.  In 
some  an  abnormal  chest  x-ray  shadow  was  noted, 
but  because  bronchoscopy  and  tumor  cell  study 
of  the  sputum  elsewhere  was  negative,  a policy  of 
watchful  waiting  was  adopted.  A policy  of  ex- 
ploration of  the  chest  when  in  doubt  would  have 
led  to  prompt  diagnosis  and  early  treatment. 

In  some  cases  the  delay  was  due  to  failure  of  the 
physician  to  recommend  exploration  of  the  chest; 
in  others,  it  was  refusal  of  the  patient  to  accept 
such  advice.  By  the  time  the  thoracic  surgeon 
was  consulted,  five  were  inoperable.  One  refused 
operation.  Of  the  13  who  had  resections,  four  . 
had  lymph  gland  involvement.  Nevertheless, 
nine  of  the  19  fell  into  that  relatively  favorable 
class  in  whom  the  tumor  was  apparently  con- 
fined to  the  lung  (40  per  cent  five-year  cures  ex- 
pected). Only  four,  however,  are  still  alive. 


EXPLORATION  IN  SILENT  LUNG  CANCER 


Fig.  2.  Atelectasis  of  part  of  the  left  upper  lobe 
discovered  during  the  course  of  x-ray  study  of  the 
stomach. 


Only  one  of  the  17  examined  had  bronchoscopic 
( evidence  of  tumor,  and  only  five  of  16  had  positive 
i tumor  cell  study  of  the  sputum.  The  expected 
' five-year  survival  appears  to  be  somewhat  better 
i than  the  5 per  cent  expected  in  an  unselected 
I group.  Failure  to  have  early  exploration  of  the 
(j  chest  unfortunately  is  largely  due  to  “watchful 
| waiting”  on  the  part  of  physicians  but  partly 
idue  to  lack  of  cooperation  and  understanding 
by  the  patient.  The  statement  sometimes 
seen  on  chest  x-ray  reports,  “Advise  repeat  x-ray 
in  two  months,”  may  be  an  omen  of  disaster. 
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Case  Reports 

Silent  Survey  Lesion  Discovered  Before  the  Develop- 
ment of  Pulmonary  Symptoms 

Case  1. — H.  F.,  a forty-nine-year-old  housewife, 
was  admitted  to  the  New  England  Center  Hospital 
because  of  loss  of  appetite  and  vague  nervousness, 
apparently  on  an  emotional  basis.  General  physical 
and  laboratory  examinations  were  normal.  Rou- 
tine chest  x-ray  showed  a faintly  discernible,  small, 
rounded  shadow  in  the  ninth  posterior  interspace  to 
the  left  of  the  heart  (Fig.  1 A).  Oblique  view  showed 
it  more  clearly  (Fig.  IB).  Bronchoscopy  and  cyto- 
logic study  of  bronchial  washings  were  negative.  A 
preoperative  diagnosis  of  granuloma  was  made,  but 
on  chest  exploration,  October  1,  1950,  this  was  found 
to  be  undifferentiated  carcinoma.  The  lesion  was 
far  peripheral,  and  the  fissure  between  the  two  lobes 
complete.  A lower  lobectomy  was  done.  No  in- 
volved lymph  glands  were  found  either  grossly  or 
microscopically.  At  this  writing,  she  is  well. 

Survey  Lesion  Discovered  After  the  Development  of 
Pulmonary  Symptoms 

Case  2. — G.  K.,  a sixty-year-old  white  male,  con- 
sulted his  physician  for  indigestion.  He  had  a known 
history  of  peptic  ulcer.  During  the  course  of  x-ray 
study  of  the  stomach,  fluoroscopy  revealed  atelecta- 
sis of  part  of  the  left  upper  lobe  (Fig.  2).  Question- 
ing revealed  a history  of  cough,  wheeze,  and  some 
hemoptysis  of  a year  duration.  He  was  admitted 
to  the  New  England  Deaconess  Hospital  where 
bronchoscopy  and  cytologic  study  of  the  sputum 
were  found  to  be  negative.  Exploration  of  the  chest 
on  March  15,  1948,  revealed  epidermoid  carcinoma 
with  mediastinal  invasion. 

Silent  Survey  Lesion , Treatment  Delayed 

Case  3. — H.  G.,  a fifty-seven-year-old  white  male, 
had  a survey  chest  x-ray  as  part  of  a pre-employ- 


|Fig.  3.  (A)  X-ray  taken  in  1949  showing  slight  enlargement  of  a small,  round  shadow  at  the  left  apex, 
first  noted  in  January,  1948.  (B)  Great  increase  in  size  of  the  shadow.  X-ray  taken  in  June,  1950. 
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Fig.  4.  Rounded  left  lower  lobe  lesion  in  patient 
without  pulmonary  symptoms. 


ment  examination  about  January,  1948.  A small, 
round  shadow  at  the  left  apex  was  noted,  and  he  was 
advised  to  have  repeat  x-rays.  Over  a year  later  a 
check  x-ray  showed  slight  enlargement  of  the 
shadow  (Fig.  3A).  His  physician  did  a sputum  test 
and  skin  test  for  tuberculosis.  Both  were  negative, 
and  he  was  reassured.  In  June,  1950,  he  was  refer- 
red to  us  because  of  a great  increase  in  the  shadow 
(Fig.  3B).  He  was  hoarse,  and  the  left  vocal  cord 
was  paralyzed.  Cytologic  study  of  the  sputum  was 
positive.  Paralysis  of  the  vocal  cord  was  accepted 
as  evidence  of  inoperability.  He  died  one  month 
later. 

Silent  Survey  Lesion  Indistinguishable  from  Car- 
cinoma 

Case  4. — R.  S.,  a twenty-nine-year-old  male,  had 
no  pulmonary  symptoms,  but  x-rays  had  revealed  a 
rounded  left  lower  lobe  lesion  (Fig.  4).  Serial  films 
had  shown  slight  enlargement.  Detailed  study  for 
acid-fast  organisms  was  negative  as  was  study  for 
evidence  of  tumor.  Exploration  of  the  chest  on 
January  6,  1949,  revealed  a tuberculoma,  which  was 
treated  by  a segmental  resection  of  the  lateral  basal 
segment.  For  more  than  two  years,  he  has  been 
well. 

Comment 

It  is  evident  by  study  of  the  early  results  that  a 
significantly  higher  percentage  of  cures  can  be 
expected  in  primary  carcinoma  of  the  lung  only 
in  that  group  of  cases  found  on  chest  x-ray  sur- 
veys where  two  factors  are  favorable:  (1)  The 
patient  must  not  have  disregarded  pulmonary 
symptoms,  and  (2)  prompt  exploration  of  the 
chest  must  be  carried  out.  Exploration  of  the 
chest  no  longer  involves  significant  risk.  The 
cost  and  inconvenience  are  its  only  appreciable 


TABLE  V. — Proportion  of  Favorable  Cases  in  the 
36  Survey  Lesions  Described 


/ — Prompt  Treatment — • 
Delayed  With  No 

Treatment  Symptoms  Symptoms 

Favorable  47%  14%  70% 

Not  favorable  53%  86%  30% 


TABLE  VI. — Comparative  Values  of 
Procedures 

Diagnostic 

Bronchoscopy 

Positive 

General  experience 

37% 

Survey  carcinoma 

11% 

Cytology 

General  experience 

60% 

Survey  carcinoma 

25% 

drawbacks.  Education  along  this  line  must  be 
developed,  not  only  for  the  patient  but  for  the 
medical  profession.  Our  concept  of  the  advis- 
ability of  prompt  chest  exploration  when  the 
possibility  of  lung  cancer  exists  is  two  or  three 
decades  behind  our  thinking  with  regard  to  ex- 
ploration of  the  abdomen  when  the  possibility  of 
acute  appendicitis  is  considered.  A policy  of  ex- 
ploration when  in  doubt,  of  course,  leads  often 
to  removal  of  nonmalignant  lesions.  Benign 
tumors,  cysts,  tuberculomas,  and  nonspecific 
inflammatory  lesions  have  thus  been  removed. 
In  Table  V is  shown  the  proportion  of  “favorable” 
cases  in  each  of  the  three  groups  of  survey  lesions 
described.  Note  that  70  per  cent  are  favorable 
in  the  group  of  survey  lesions  found  before  the 
development  of  symptoms  where  there  was 
prompt  exploration.  This  favorable  percent- 
age falls  to  47  per  cent  where  delay  occurred  and 
to  14  per  cent  in  the  group  who  already  had 
symptoms.  Even  in  unselected  cases  of  lung 
cancer,  bronchoscopy  and  cytologic  study  of 
sputum  are  of  diagnostic  value  in  only  37  and 
60  per  cent  of  cases,  respectively.  In  survey 
lesions  these  studies  are  even  less  dependable 
(Table  YI).  This  study  emphasizes  that  con- 
servative treatment  means  exact  diagnosis  which 
in  the  majority  of  silent  lesions  can  only  be 
made  early  by  chest  exploration.  Conversely, 
“watchful  waiting”  is  often  radical  treatment. 

Summary  and  Conclusions 

An  analysis  of  36  cases  of  primary  lung  cancer 
first  discovered  by  chest  x-ray  survey  is  reported. 
Such  surveys  offer  great  hope  of  detecting  such 
cancers  early,  but  good  end  results  require  that 
the  diagnosis  be  established  by  prompt  chest 
exploration. 

Reference 

1.  Overholt,  R.  H.,  and  Schmidt,  I.  C.:  New  England  J. 
Med.  240:  491  (Mar.  31)  1949. 


PULMONARY  CALCIFICATION  AND  HISTOPLASMIN  SENSITIVITY 
IN  NEW  YORK  STATE 
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( From  the  Student  Health  Service,  Syracuse  University) 


THIS  report  presents  data  on  skin  sensitivity 
to  tuberculin  and  histoplasmin  antigens  in 
over  8,600  college  students,  with  special  attention 
to  pulmonary  calcification  in  relation  to  skin  reac- 
tions and  geographic  origin  of  histoplasmin 
reactors. 

Knowledge  of  the  human  disease  caused  by  the 
fungus  Histoplasma  capsulatum  dates  back  to 
Darling’s  description  of  a fatal  case  in  1905. 
From  1905  to  1940,  several  individual  cases  of 
histoplasmosis  were  reported.  The  summation  of 
these  reports  indicated  that  infection  by  this 
organism  may  be  extremely  serious,  frequently 
fatal. 

In  1947,  Prior  of  Ohio  State  University  sum- 
marized the  relevant  studies  and  presented  data 
on  reactors  to  histoplasmin  and  tuberculin  among 
students  of  that  institution.1  The  studies  thus 
summarized  had  cast  increasing  doubt  upon  the 
tubercular  etiology  of  all  pulmonary  calcification 
and  had  directed  attention  to  histoplasmosis. 
Reference  was  made  to  studies  by  Olson,  Wright, 
and  Nolan,  who  investigated  ascariasis  as  an 
etiologic  factor  with  negative  results;  by  Aronson 
Saylor,  and  Parr,  indicating  that  coccidioido- 
mycosis is  involved  significantly  in  pulmonary 
calcification  in  certain  geographic  areas;  by  Long 
and  Stearns,  who  reported  higher  incidence  of 
pulmonary  calcification  among  selective  service 
inductees  from  the  eastern  central  region  of  the 
United  States;  by  Smith,  who  noted  geographic 
correspondence  between  high  incidence  of  pul- 
monary calcification  and  endemic  histoplasmosis ; 
by  Parsons  and  Zarafonetis,  who  described  and 
located  reported  cases  of  histoplasmosis;  by 
Christie  and  Peterson  and  by  Palmer,  who  dem- 
onstrated that  most  tuberculin  negative  cases 
with  pulmonary  calcification  in  the  eastern 
central  states  are  reactors  to  histoplasmin;  and 
by  Palmer,  reporting  marked  geographic  dif- 
ferences in  numbers  of  histoplasmin  reactors.2-9 
Prior’s  own  data  substantiated  this  last  conclu- 
sion with  specific  data  from  Ohio.  All  these  in- 
vestigations point  to  the  need  for  further  study  of 
subliminal  occurrence  of  histoplasmosis. 

Materials,  Procedures,  and  Data 

The  subjects  of  the  present  investigation  were 
8,646  healthy  university  students  with  a mean  age 
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of  eighteen  and  ranging  from  sixteen  through 
twenty-five  years  of  age.  Two  intradermal 
testing  agents  were  employed:  (1)  Tuberculin 
Purified  Protein  Derivative  0.002  mg.*  and  (2) 
histoplasmin  H-42,  1 : 100.f 

These  materials  and  the  associated  procedures 
were  standardized  by  the  U.S.  Public  Health 
Service  for  a nation-wide  survey  of  histoplasmin 
skin  sensitivity  and  pulmonary  calcification. 
Basic  objectives  included  (1)  determination  of  the 
numbers  of  reactors  to  the  above  skin  antigens, 
(2)  relation  of  skin  reaction  to  pulmonary  cal- 
cification, and  (3)  study  of  geographic  distribu- 
tion of  skin  reactors  and  pulmonary  calcifica- 
tion. 

The  skin  tests  were  administered  synchro- 
nously with  routine  physical  examinations  of  stu- 
dents admitted  to  the  University.  The  same  two 
individuals  injected  the  antigens  intradermally, 
using  both  forearms,  and  tests  were  read  in  forty- 
eight  hours.  Readings  were  recorded  on  the  basis 
of  measurement  of  the  transverse  diameter  of  the 
area  of  induration  and  erythema;  reactions  less 
than  5 mm.  in  diameter  were  considered  nega- 
tive. The  chests  of  all  subjects  were  x-rayed  using 
either  70-mm.  or  4 by  5 films;  suspicious  nega- 
tives led  to  a second  x-ray  on  14  by  17  films. 
Table  I presents  the  findings. 

Age  Distribution  of  Tuberculin 
and  Histoplasmin  Reactors 

The  tuberculosis  attack  rate  as  measured  by 
tuberculin  reactions  has  been  studied  and  docu- 
mented several  times  during  the  past  two  dec- 
ades. Improved  tuberculosis  control  has  re- 
sulted in  distinct  quantitative  and  qualitative 
shifts  in  tuberculin  reaction  curves  based  on  age 
groups.  Notable  in  the  present  findings  is  the 
relative  flatness  of  the  curve  of  tuberculin  reac- 
tion in  relation  to  age  for  the  age  group  sixteen  to 
twenty  (Fig.  1).  Perhaps  this  suggests  a fairly 
constant  rate  of  exposure  to  tuberculosis.  In  the 
five  years  following  age  twenty  the  positive  tuber- 
culin reaction  rate  increases  almost  fourfold  from 
9.6  to  32.0  per  cent.  Increased  opportunity  for 
tuberculosis  contacts  after  the  age  of  twenty 
offers  a superficially  obvious  explanation. 

The  present  data,  however,  reveal  clear-cut  sex 
differences  in  the  age  at  which  the  sharp  increase 

* Sharpe  & Dohme,  furnished  by  U.  S.  Public  Health 
Service. 

t Provided  by  Arden  Howell  (mycologist),  U.S.  Public 
Health  Service,  Duke  University. 
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Fig.  1.  Tuberculin-histoplasmin  reactors  by  age. 


in  tuberculin  reactors  occurs  (Fig.  2).  Among 
males  the  proportion  of  positive  reactors  in- 
creases from  age  eighteen  and  rises  more  abruptly 
from  age  twenty.  Among  females,  however,  the 
rise  is  delayed  until  age  twenty-two  when  an  al- 
most explosive  increase  results  in  a proportion  of 
reactors  at  age  twenty-three  above  that  among 
males.  This  phenomenon  raises  questions  that 
this  study  cannot  answer.  Females  average 
younger  than  males  at  the  time  of  finishing  high 
school  and  might  accordingly  encounter  more 
tuberculosis  contacts  earlier  than  do  males.  Do 
different  habits  of  work  and  venturesome  explora- 
tion enter  in?  Or  are  college  girls  a more  shel- 
tered class? 

The  data  of  positive  histoplasmin  reactors  ac- 
cording to  age  appear  in  Fig.  1.  The  increase  in 
positive  reactors  is  steady  but  gradual  up  to  age 
twenty-five. 

Localization  of  Calcification 

The  localized  distribution  of  pulmonary  cal- 
cification in  histoplasmin  and  tuberculin  reactions 
is  illustrated  in  Fig.  3.  In  this  limited  series 
little  if  any  difference  in  calcification  distribution 
could  be  observed  statistically  in  these  two 
groups.  Pulmonary  infiltrates  of  presumed 
tuberculous  origin  were  distributed  at  random 
over  the  lung  fields.  Infiltrates  presumably  due 
to  histoplasmosis  were  distributed  in  like  fashion. 
These  facts  suggest  that  in  a larger  series  com- 
plete uniformity  in  distribution  of  infiltrates 
would  become  apparent. 


Years 

Fig.  2.  Tuberculin  reactors  by  age  and  sex. 

Cases  with  Inactive  Infiltrates 

Seventy-eight  cases  of  pulmonary  calcification 
in  which  intradermal  histoplasmin  tests  were 
positive  and  tests  with  tuberculin  and  blasto- 
mycin  were  negative  were  observed.  Careful 
study  of  these  calcifications  in  comparison  with 
calcifications  seen  in  tuberculin  reactors  reveals 
nothing  that  can  be  considered  characteristic  or 
pathognomic  of  either  disease.  Without  doubt 
the  reaction  of  pulmonary  tissue  to  such  stimuli  is 
nonspecific. 

The  chest  x-rays  of  histoplasmin  reactors  pre- 
sent wide  variation  in  the  character  and  distribu- 
tion of  pulmonary  calcification  (Fig.  4).  The 
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Fig.  3.  Pulmonary  calcification  distribution. 


TABLE  I.— Reactors  to  Antigens  and  Observed  Pulmonary  Calcification  in  8,646  College  Students  of  Both  Sexes, 

Ages  16  to  25 


Antigen 


-Positive  Reactors 

Number  Per  Cent 


, — Pulmonary  Calcification — • 
Number  Per  Cent 


Per  Cent  of 
Each  Class 
Showing 
Calcification 


Tuberculin  P.P.D.-S  0.002 
Histoplasmin  H-42  1:100 
Tuberculin  P.P.D.-S  0.002  and  histo- 
plasmin H-42 
Total  reactors 
Reaction  negative 
Grand  totals 


1 ,358 

15.7 

49 

23.1 

3 

.6 

494 

5.7 

78 

36.5 

16 

.0 

103 

1.2 

14 

6.8 

13 

.6 

1,955 

22.6 

141 

66.4 

7 

.2 

6 i 69 1 

77.4 

72 

33.6 

1 

.08 

8,646 

100 

213 

100 

2 
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Fig.  4.  Pulmonary  calcification,  positive  histo- 
plasmin  reactor  (Case  1). 


peripheral  and  hilar  occurrence  of  these  infiltrates 
is  similar  in  many  respects  to  the  known  distribu- 
tion of  primary  pulmonary  tuberculosis.  In- 
deed, the  available  experimental  evidence  cor- 
roborated this  assumption.  The  shape  and  con- 
tour of  the  pulmonary  infiltrates  apparently  is  a 
quantitative  and  qualitative  reaction  of  the  tissue 
rather  than  a specific  one. 

Cases  with  Active  Lesions 

The  frequent  observation  of  inactive  or  calci-. 
fied  pulmonary  infiltrates  among  histoplasmin 
reactors  evokes  considerable  speculation  as  to  the 
active  state  of  such  lesions.  There  is  a reasonable 
expectation  that  a routine  x-ray  survey  should 
disclose  active  subclinical  pulmonary  histo- 


plasmosis quite  similar  to  active  primary  pul- 
monary tuberculosis. 

In  the  course  of  the  present  study  five  cases  of 
silent  chronically  changing  pulmonary  infiltrates 
were  observed  in  which  histoplasmin  skin  tests 
and  histoplasmin  complement  fixations  were 
positive.  Although  H.  capsulata  could  not  be 
isolated  from  the  sputum  or  gastric  washings, 
indirect  evidence  suggests  the  diagnosis. 

Case  1. — J.  D.,  female  student  nurse,  age  twenty, 
was  observed  to  have  a small  area  of  infiltration  in 
the  third  left  interspace  during  a routine  x-ray  chest 
examination  on  October  12,  1947  (Fig.  5B ; see  also 
Fig.  5A,same  individual  on  May,  15, 1945).  Repeated 
gastric  examinations  for  tubercle  bacilli  were  nega- 
tive; several  strengths  of  tuberculin  were  repeatedly 
negative.  The  size  of  the  infiltrate  increased  slowly 
until  it  was  approximately  2 cm.  in  diameter  on 
December  6,  1949  (Fig.  5C).  Histoplasmin  H-42 
intradermally  resulted  in  an  area  of  induration  IV2 
cm.  in  diameter  and  erythema  3 cm.  in  diameter. 
On  this  date  histoplasmin  complement  fixation  was 
2 plus. 

Case  2. — W.  B.,  a male,  age  twenty-seven,  had  a 
routine  x-ray  examination  of  the  chest  on  January  6, 
1950,  which  revealed  an  area  of  infiltration  in  the  left 
lower  lung  field  3 by  4 cm.  in  size.  Successive 
strength  tuberculin  tests  were  negative.  Repeated 
gastric  examinations  for  tubercle  bacilli  and  fungi 
were  negative.  On  January  30,  1950,  an  intrader- 
mal  test  using  histoplasmin  H-42  was  definitely  posi- 
tive. Histoplasmin  complement  fixation  was  2 plus. 
In  October,  1950,  the  infiltrate  had  subsided  and 
was  becoming  fibrotic. 

Geographic  Distribution 

Any  conclusions  respecting  the  geographic  dis- 
tribution of  histoplasmin  reactors  from  the 
limited  numbers  thus  far  included  in  this  study 
must  be  tentative,  and  the  possibility  of  gross  in- 
accuracy must  be  considered.  With  this  caveat 
the  data  are  presented  in  Fig.  6 as  a preliminary 
map  of  their  distribution  by  counties  in  New 


Fig.  5.  Case  1,  J.  D.,  female.  (A)  Chest  x-ray  taken  May  15,  1945,  age  eighteen.  (B)  Chest  x-ray 
taken  October  12,  1947,  age  twenty.  (C)  Chest  x-ray  taken  December  6,  1949,  age  twenty-two. 
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York  State.  The  present  data  at  least  raise  the 
question  of  a possible  higher  percentage  of  histo- 
plasmin  reactors  in  the  populations  that  occupy 
the  area  bordering  on  Lakes  Erie  and  Ontario  and 
the  St.  Lawrence  River.  Validation  or  refutation 
of  the  impressions  conveyed  by  this  map  will  re- 
quire considerable  expansion  of  the  data  and  in- 
clusion of  data  descriptive  of  the  nonstudent 
population. 

Summary  and  Conclusions 

Nearly  16  per  cent  of  the  students  observed 
yielded  positive  tuberculin  reactions;  almost  6 
per  cent  reacted  positively  to  histoplasmin,  and 
just  over  1 per  cent  were  positive  to  both.  Just 
over  7 per  cent  of  all  positive  reactors  exhibited 
pulmonary  calcification;  this  condition  also  ap- 
peared in  slightly  over  1 per  cent  of  the  non- 
reactors. Of  those  manifesting  calcification,  36.5 
per  cent  were  positive  reactors  to  histoplasmin, 
23.1  per  cent  were  positive  to  tuberculin,  and  6.8 
per  cent  positive  to  both  antigens.  Less  than  4 
per  cent  of  the  tuberculin  positive  reactors 


Showed  calcification,  although  16  per  cent  of  the 
histoplasmin  positive  reactors  did  so,  and  nearly 
14  per  cent  of  those  who  were  positive  to  both 
antigens  did  so. 

As  for  age  and  sex  differences  within  the  posi- 
tive reactors,  the  histoplasmin  positives  increase 
in  numbers  in  each  age  group  up  to  twenty-five 
years.  Tuberculin  positives,  however,  show 
rapid  increase  in  males  as  the  age  of  eighteen  is 
reached  with  a more  pronounced  increase  from 
age  twenty  on ; females  show  little  increase  until 
the  age  of  twenty-two,  when  a startling  increase 
in  their  number  occurs  within  a single  year’s  in- 
terval. Reliable  interpretation  of  such  differ- 
ences awaits  accumulation  of  greater  numbers 
of  cases. 

The  data  do  not  suffice  to  establish  a significant 
pattern  of  geographic  distribution  of  histo- 
plasmin reactors  in  New  York  State;  they  are 
adequate,  however,  to  verify  the  theory  of  sig- 
nificant differences  in  incidence  of  the  disease  in 
various  geographic  areas.  They  suggest  that 
proximity  to  the  Great  Lakes  drainage  area  may 
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be  related  to  increased  incidence  of  the  disease  in 
New  York  State. 

A firmly  verified  conclusion  is  that  histoplas- 
mosis must  be  taken  into  account  in  all  routine 
x-ray  surveys  of  population  and  differentiated 
from  tuberculosis  despite  superficial  similarities. 
Carefully  controlled  studies  of  the  etiology  of 
histoplasmosis  in  relation  to  conditions  that  vary 
geographically  are  very  much  needed. 

References 


calcifications  were  believed  to  represent  might 
reactivate  under  conditions  of  physical  stress  inci- 
dent to  military  service.  We  now  know  in  the  light 
of  such  work  as  Dr.  Cronk  presented  today  that 
much  of  that  advice  and  many  of  those  recom- 
mendations were  unjustified.  We  now  know  that  no 
calcification  and  no  infiltration,  even  when  it  occurs 
in  the  upper  lung  field,  should  be  considered  tuber- 
culous until  adequate  differential  diagnosis  estab- 
lishes it  as  such. 

Patients  such  as  those  shown  by  Dr.  Cronk  are  in 
and  out  of  our  offices  daily. 


1.  Prior,  J.  A.:  Pub.  Health  Rep.  62:  1608  (Nov.  7)  1947. 

2.  Olson,  B.  J.,  Wright,  W.  H.,  and  Nolan,  M.  O.:  ibid. 
56:  2105  (1941). 

3.  Aronson,  J.  D.,  Saylor,  R.  M.,  and  Parr,  E.  I.:  Arch. 
i1  Path.  34:  31  (1942). 

i4.  Long,  E.  R.,  and  Stearns,  W.  H.:  Radiology  41:  144 
; (1943). 

5.  Smith,  C.  E.:  M.  Clin.  North  America  27:  790  (1943). 

6.  Parsons,  R.  S.,  and  Zarafonetis,  C.  J.  D.:  Arch.  Int. 
. Med.  75:  1 (1945). 

7.  Christie,  A.,  and  Peterson,  J.  C.:  Am.  J.  Pub.  Health 
35:  1131  (1945). 

8.  Palmer,  C.  E.:  Pub.  Health  Rep.  60:  513  (May  11) 
«|i  1945. 

I 9.  Ibid.  61:  475  (Apr.  5)  1946. 


;j  The  author  expresses  appreciation  to  the  Field  Studies 
li Section,  Tuberculosis  Control  Division,  Federal  Security 
[Agency,  for  assistance,  advice,  and  materials  used.  Dr. 
F.  N.  Marty,  Dr.  Dorothy  E.  Naumann,  and  Miss  Norma 
IVan  Buren,  R.N.,  participated  generously  in  the  actual  re- 
■search. 

Discussion 

Joseph  J.  Witt,  M.D.,  Utica. — Dr.  Cronk ’s  paper 
is  timely  in  bringing  to  us  a picture  of  the  incidence 
of  histoplasmin  sensitivity  in  our  State.  Studies  of 
lAir  Force  personnel,  student  nurses,  and  other 
groups  are  reported  as  showing  an  incidence  of  his- 
toplasmin reactors  of  6 to  11  per  cent  for  the  rela- 
tively small  number  (several  hundred)  of  New 
Yorkers  included  in  those  groups. 

The  recent  testing  of  81  children  between  six  and 
sixteen  years  in  an  orphanage  in  Utica  showed  five 
reactors  to  tuberculin  (P.P.D.  0.00025  mg.)  and  four 
reactors  to  histoplasmin  (1: 100  CT-189,  Lilly).  No 
* child  reacted  to  both  tuberculin  and  histoplasmin. 
Of  the  five  reactors  to  tuberculin,  one  had  a calci- 
fied primary  complex;  the  others  had  negative 
Ik-rays.  All  four  of  the  histoplasmin  reactors  had 
Abnormal  x-rays:  One  had  several  large  hilar  calci- 
“ ications;  one  had  a calcified  nodule  5 mm.  in  diam- 
ter  in  the  lung  field;  one  had  an  enlarged  hilar 
shadow  with  beginning  calcification;  and  one  had  a 
lefinite  parenchymal  infiltrate  in  the  right  apex. 
\11  x-rays  were  negative  in  the  group  that  failed  to 
■eact  to  either  tuberculin  or  histoplasmin. 

Dr.  Cronk’s  study  and  similar  reports  of  other 
nvestigators  cited  by  him  lend  considerable  clari- 
ication  to  the  problem  of  pulmonary  calcification. 
Tntil  several  years  ago,  the  presence  of  pulmonary 
alcification  was  considered  definite  evidence  of  a 
uberculous  infection.  Individuals  with  such  cal- 
ification  were  advised  to  have  x-ray  observation 
or  many  years.  The  families  of  such  individuals 
fere  x-rayed  to  find  if  possible  the  source  of  their 
resumed  tuberculous  infection.  Many  young  men 
re  re  disqualified  for  military  service  because  of  the 
?ar  that  the  tuberculous  infection  which  these 
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Case  1. — F.  W.,  a forty-one-year-old  man,  had 
lived  in  Ohio,  Indiana,  Missouri,  and  Michigan  for 
thirty  years.  The  rest  of  the  time  he  lived  in  New 
York  State.  He  had  an  acute  bronchitis  and  streak- 
ing in  1946.  The  x-ray  showed  bilateral  calcifica- 
tions. He  showed  a 2 plus  reaction  to  the  second 
strength  tuberculin  and  a 2 plus  reaction  to  histo- 
plasmin (1:100  CT-189,  Lilly).  He  failed  to  react 
to  coccidioidin.  There  was  a time  when  we  would 
have  considered  these  calcifications  the  result  of  a 
tuberculous  infection.  We  now  recognize  that  they 
could  be  the  result  of  a healed  histoplasmosis. 

Case  2. — L.  B.,  a fifty-seven-year-old  farmer,  had 
a pleurisy  with  effusion  on  the  left  side  in  1925.  A 
routine  chest  x-ray  taken  in  1948  revealed  nodular 
calcifications  throughout  both  lung  fields.  He 
showed  a 2 plus  reaction  to  the  second  strength 
tuberculin  and  a 2 plus  reaction  to  histoplasmin 
(1: 100  CT-189,  Lilly).  He  failed  to  react  to  cocci- 
dioidin. Here  again  we  recognize  that  the  calcifica- 
tions could  be  the  result  of  either  a healed  histo- 
plamosis  or  a healed  tuberculosis. 

Case  3. — W.  S.,  a forty-one-year-old  male,  spent 
his  early  childhood  in  Virginia  and  Pennsylvania  and 
had  resided  in  New  York  State  since  the  age  of 
thirteen  years.  Aside  from  severe  influenza  and 
pneumonia  in  1918,  his  health  was  always  good.  A 
routine  chest  x-ray  showed  scattered  calcifications 
throughout  both  lung  fields.  He  failed  to  react  to 
the  second  strength  tuberculin  and  coccidioidin 
1 : 100.  He  showed  a 2 plus  reaction  to  histoplasmin 
( 1 : 100  CT-189,  Lilly).  The  calcifications  in  this  case 
most  likely  represent  a healed  subclinical  histo- 
plasmosis. 

Case  4. — L.  W.,  a twenty-six-year-old  white  male, 
lived  in  Oneida  County  all  his  life  excepting  the 
three  years  he  spent  with  the  United  States  Army. 
His  service  was  limited  to  the  eastern  states  and 
Europe.  A chest  x-ray,  taken  in  October,  1948, 
after  an  attack  of  “grippe,”  showed  an  infiltration 
lateral  to  the  left  border  of  the  heart.  The  infiltra- 
tion persisted  over  the  subsequent  months.  He 
failed  to  react  to  the  second  strength  tuberculin  and 
coccidioidin  1 : 100.  He  showed  a 3 plus  reaction  to 
histoplasmin  (1: 100  CT-189,  Lilly).  Neither  yeast 
nor  fungi  could  be  recovered  from  sputum  or  bron- 
chial secretions.  The  complement  fixation  and 
collodion  agglutination  tests  were  negative  for 
histoplasmosis.  A bronchogram  in  April,  1949, 
showed  a minimal  cylindric  bronchiectasis.  We 
suspect  an  etiologic  relationship  between  the  posi- 
tive reaction  to  histoplasmin,  the  pulmonary  infil- 
trate and  bronchiectasis,  but  these  may  be  coinciden- 
tal findings. 

Case  5. — R.  H.,  a nine-year-old  youngster,  has 
lived  in  Oneida  County  all  his  life.  His  mother  has 
an  arrested  minimal  pulmonary  tuberculosis.  In 
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1947,  a contact  x-ray  showed  an  infiltrate  in  the  left 
upper  lung  field.  He  failed  to  react  repeatedly  to 
the  second  strength  tuberculin  and  to  coccidioidin. 
He  showed  a 3 plus  reaction  to  histoplasmin  (1: 100 
CT-189,  Lilly).  A second  film,  taken  two  and  one- 


half  years  later,  showed  healing  with  calcification. 
The  child  has  remained  perfectly  well  throughout 
the  entire  period  of  observation.  The  lesion  demon- 
strable on  his  x-ray  films  is  believed  to  be  a subclini- 
cal  histoplasmosis. 


THE  PROBLEM  OF  PEPTIC  ESOPHAGITIS 

William  H.  Potter,  M.D.,  Sidney  M.  Schaer,  M.D.,*  and  John  D.  Stewart,  M.D.,  Buffalo, 
New  York 

( From  the  Surgical  Service  of  the  E.  J.  Meyer  Memorial  Hospital  and  the  Department  of  Surgery  of  the  University 
of  Buffalo  School  of  Medicine ) 


THE  first  literary  rumblings  about  peptic 
esophagitis  were  from  Bleuland  in  1785,  who 
is  said  to  have  been  struck  down  with  it  him- 
self.1 Billard  in  1828  reported  esophagitis  in 
children,  and  in  1833  Albers  described  simple 
ulceration  of  the  esophagus.2-3 
A good  deal  has  been  written  in  an  attempt  to 
define  what  is  meant  by  peptic  esophagitis  and 
peptic  ulceration  of  the  esophagus.  The  picture 
has  been  confused  by  other  erosive,  neoplastic, 
and  inflammatory  processes  in  the  gullet,  such  as 
those  due  to  foreign  bodies,  diverticulum,  vari- 
cosities, thrush,  vitamin  deficiency,  herpes, 
Plummer-Vinson  syndrome,  and  cardiospasm,  all 
the  way  down  to  less  plausible  explanations  such 
as  that  of  Gravano’s  case  who  is  said  to  have  de- 
veloped chronic  sclerocicatricial  esophagitis  from 
imbibing  a liter  of  iced  alcoholic  beverage.4-10 

There  is  certainly  evidence  that  all  ulceration 
is  not  peptic,  not  even  what  we  are  calling  peptic. 

In  the  literature  this  disease  is  discussed  under 
many  names  which  represent  phases  of  the  same 
or  of  a similar  general  process:  esophagitis,  re- 
flux esophagitis,  sliding  hiatus  hernia,  acquired 
short  esophagus,  ectopic  gastric  mucosa,  eso- 
phageal mucosal  erosions,  peptic  ulcer  of  the 
esophagus,  and  benign  esophageal  stricture. 
Attempts  have  been  made  to  establish  definitions 
of  phases  of  this  disease  without  sufficiently 
emphasizing  that  this  is  a process,  not  a static 
state,  and  we  may  see  patients  anywhere  along 
the  pathway  from  acute  esophagitis  to  complete 
stricture  or  perforative  complication.11-12 
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As  more  surgery  is  being  performed  upon  the 
cardia  and  lower  esophagus  for  carcinoma, 
benign  tumors,  and  cardiospasm  with  surgical 
destruction  of  the  competent  esophagogastric 
valve,  we  see  an  increasing  number  of  patients 
with  postoperative  esophagitis.13  The  fre- 
quency of  the  disease  has  not  yet  been  established 
with  accuracy.  Butt  and  Vinson  have  noticed 
postmortem  evidences  of  esophagitis  in  7 per  cent 
of  individuals,  20  per  cent  of  whom  had  a his- 
tory of  peptic  ulcer.14  Stewart  and  Hartfall 
in  10,000  consecutive  autopsies  found  but  one 
case  of  chronic  ulcer  of  the  esophagus.16  In  4,000 
esophagoscopies  Jackson  found  21  active  and  67 
healed  esophageal  ulcers.16  In  149  patients  with 
esophageal  hiatus  hernias  Olsen  and  Harrington 
found  evidence  of  diffuse  ulcerative  esophagitis  in 
22  at  esophagoscopy  (15  per  cent).17 

Most  commonly  the  so-called  peptic  esopha- 
gitis and  its  sequelae  occur  in  the  middle-aged 
and  old.18-22  The  other  age  grouping  includes 
those  cases  found  in  infancy  and  early  child- 
hood.23-28 In  infancy  and  old  age  the  easy 
slipping  of  the  gastric  cardia  into  the  chest  is 
responsible  for  the  increased  incidence  of  the 
disease  at  those  times  of  life.19 

As  causes  of  peptic  ulcer  of  the  esophagus  which 
produce  shortening,  Olsen  and  Harrington,  among 
others,  favor  factors  such  as  esophageal  spasm 
resulting  from  vagal  stimulation.17  Allison  be- 
lieves that  a sliding  hernia  of  the  stomach  in- 
itiates the  process  by  permitting  regurgitation  of 
acid  contents  into  the  gullet.29  Esophagitis, 
ulceration,  and  fibrous  healing  follow  with 
stenosis  and  shortening  of  the  esophagus  as 
secondary  phenomena.  According  to  him  the 
fibers  of  the  right  crus  of  the  diaphragm  run 
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from  their  attachment  on  the  lumbar  vertebral 
bodies  upward  and  anteriorly,  looping  around 
the  esophagus,  then  back  down  again  to  the 
spine.30  By  hitching  the  esophagus  down  to  the 
lumbar  spine  when  the  diaphragm  contracts,  as 
in  inspiration,  this  loop  kinks  the  gullet  from 
before  backward,  providing  a valve  action  which 
normally  prevents  gastric  reflux.  In  case  of 
weakening  between  the  two  limbs  of  the  loop 
posteriorly  where  they  decussate  to  pass  around 
the  gullet,  enlargement  of  the  esophageal  hiatus 
% occurs.  Hence,  he  advocates  relief  of  these  pa- 
tients  by  suture  approximation  of  the  separated 
' crural  fibers  posterior  to  the  esophagus  to  restore 
the  efficiency  of  the  valve. 

Vinson  suggests  that  approximately  10  per 
cent  of  esophageal  strictures  occur  as  sequela  to 
the  nausea  and  vomiting  of  pregnancy.31  Allison 
!j  says  that,  of  factors  necessary  before  chronic  ul- 
I cers  can  occur,  the  most  important  is  an 
acid  gastric  juice,  which  may  reach  the  esoph- 
1 agus  by  regurgitation  from  the  stomach  or  by 
j secretion  from  islets  of  heterotopic  gastric 
mucosa  or  both.19  The  gastric  juice  enters  the 
1 lower  esophagus  more  commonly  by  regurgitation 
‘I  through  an  incompetent  cardia  than  due  to  se- 
i cretion  by  islands  of  ectopic  gastric  mucosa.32 
While  the  most  common  sites  of  ectopic  islets  are 
in  the  upper  esophagus,  esophagitis  in  this  region, 
although  it  has  been  reported,  is  uncommon.33'25 

Roessler  is  inclined  to  look  at  cardiospasm  as  a 
cause  of  peptic  ulcer  of  the  esophagus,  but  his 
view  is  not  prevalent.34 

Peptic  esophagitis  being  a process,  the  symp- 
' j toms  will  vary  depending  on  the  stage  of  patho- 
I logic  changes  that  have  occurred,  whether  it 
includes  inflammation,  ulceration,  stricture,  pene- 
tration, perforation,  or  hemorrhage.  The  symp- 
toms include  high  epigastric  pain  relieved  by 
i food  and  alkalis,  eructations,  heartburn,  and 
; regurgitation  when  recumbent.  The  picture  may 
be  confused  by  its  frequent  association  with 
I peptic  ulcer  elsewhere.  The  symptoms  may  be 
, absent  or  may  resemble  those  produced  by  a 
gastric  ulcer  until  the  symptoms  become  ob- 
structive.16 

In  cases  where  bleeding  is  a prominent  mani- 
festation the  clinical  picture  may  be  present  as 
one  of  anemia.28 

In  cases  of  sliding  hiatal  hernia  x-ray  in 
the  Trendelenburg  position  will  demonstrate  the 
distended,  herniated  part  of  the  stomach.  With 
the  patient  bending  over  forward  as  if  to  touch 
his  toes,  barium  can  be  seen  to  flow  from  stomach 
to  esophagus  to  pharynx.30 

, On  esophagoscopy  the  mucosa  is  pinker  and 
thicker  than  normal.  It  may  have  redundant 
folds  due  to  elastic  recoil  and  muscular  shorten- 


In  the  differential  diagnosis  one  must  exclude 
several  conditions.  Carcinoma  develops  ob- 
struction early  and  pain  late  in  its  course.20 
It  may  be  necessary  to  perform  endoscopy  more 
than  once  to  rule  out  malignant  disease.19 
In  peptic  esophageal  ulcer  the  pain  is  higher  than 
that  of  gastric  or  duodenal  ulcer.  A short 
esophagus  and  diaphragmatic  hernia  without 
ulceration  seldom  produces  symptoms.20  People 
with  paraesophageal  hiatus  hernia  do  not  get 
esophagitis.30 

In  addition,  one  must  eliminate  the  following 
as  possible  etiologic  factors:  corrosive  sub- 

stances, tuberculosis,  syphilis,  mycoses,  foreign 
bodies,  aneurysm,  varicosities,  diverticula,  ure- 
mia, leukemia,  thrush,  other  ulcerations  occurring 
during  the  course  of  acute  infections,  and 
pellagra.23,5 

The  treatment  customarily  passes  through  a 
series  of  phases  depending  on  the  efficacy  of 
simpler  measures  such  as  bed  rest,  raising  the 
head  of  the  bed,  frequent  or — as  advocated  by 
some — infrequent  bland  or  Sippy  feedings,  per- 
haps washed  down  with  water,  antacids,  bell- 
adonna, mineral  oil,  duodenal  tube  feedings, 
elimination  of  focal  infection,  then  adding,  for 
stricture,  dilatations  under  direct  esophagoscopic 
vision  over  a previously  swallowed  thread  as  a 
guide  19- 20, 23, 35, 17, 36 

These  methods  are  reported  to  produce  ade- 
quate relief  in  as  much  as  80  per  cent  of  the  pa- 
tients.37 For  the  suffering  remainder,  various 
operations  have  been  performed:  phrenic  nerve 
crush;  esophagogastrostomy  without  or  with 
vagotomy  and  resection  of  the  lesion  and  varying 
amounts  of  the  stomach;  removal  of  the  acid- 
producing  portion  of  the  stomach  by  abdominal 
or  thoracoabdominal  subtotal  gastric  resection, 
leaving  the  esophageal  lesion  alone  to  improve  by 
itself  subsequently;  posterior  repair  of  incom- 
petent esophageal  hiatus  to  prevent  reflux;  and 
excision  of  the  lesion  with  esophagojejunostomy, 
in-folding  and  closing  the  upper  end  of  the 
stomach,  and  anastomosing  the  cut  distal  end 
of  the  proximal  segment  of  jejunum  below  the 
ligament  of  Treitz  end-to-side  into  the  de- 
scending distal  jejunal  loop,  making  a Roux-Y 
situation. 28'17,38_40'21'30'35  As  a last  resort  gas- 
trostomy may  be  necessary  (see  Case  2). 

To  illustrate  problems  posed  by  this  disease  we 
present,  not  our  good  results,  but  rather  the 
questionable  and  poor  ones. 

Case  Reports 

Case  1. — G.  W.,  a fifty-three-year-old  white  house- 
wife, in  1936  had  a gastroenterostomy  for  peptic 
ulcer,  in  1944  a partial  gastric  resection,  in  1949  a 
subtotal  gastric  resection  with  excision  of  stomach 
ulcer,  and  was  fairly  well  until  November,  1950, 
when  she  developed  a sticky  sensation  in  the  lower 
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Fig.  1.  Irregularity  at  junction  of  middle  and  lower 
thirds  of  esophagus  indicating  granularity. 


Fig.  2.  Complete  stoppage  of  barium  at  site  of 
cicatrice. 


presternal  area  and  periodic  attacks  of  inability  to 
eat  followed  by  vomiting.  In  December,  1950, 
x-rays  showed  esophageal  spasm.  In  January, 
1951,  she  was  unable  to  swallow  any  food  and 
vomited  blood  for  several  days,  requiring  blood 
transfusions. 

At  admission  on  January  25,  she  was  thin  and  pale 
with  kyphoscoliosis  and  abdominal  scars.  Esoph- 
agoscopy  at  30  cm.  from  the  incisors  revealed  an 
easily  bleeding  plaquelike  lesion  with  a granular 
surface.  Biopsy  showed  typical  mucous  glands 
corresponding  to  cardiac  glands  in  the  lower  esopha- 
gus; there  was  no  malignancy.  Repeat  esophagos- 
copy  two  days  later  revealed  the  entire  esophageal 
wall  to  be  involved  by  superficial  spotty  mucosal 
erosions  into  the  cardia  but  no  narrowing  of  the  lu- 
men. Esophagrams  repeated  February  1 showed 
considerably  less  stenosis  than  seen  in  December 
(Fig.  1).  There  was  reported  “curling”  at  the  junc- 
tion of  the  middle  and  lower  thirds  of  the  esophagus, 
indicative  of  esophagitis.  There  was  a free  flow  of 
barium  with  little  or  no  herniation. 

The  dysphagia  having  disappeared,  she  was  dis- 
charged February  4. 


This  patient  drifts  in  the  limbo  between  mild 
dissatisfaction  with  medical  therapy  and  will- 
ingness to  take  a chance  at  further  surgery. 

Case  2. — T.  B.,  a fifty-year-old  Negro  janitor,  was 
said  to  have  had  a perforated  gastric  ulcer,  re- 
paired in  1945,  and  two  months  later  a catheter 
gastrostomy  through  which  he  fed  himself  for  two 
years  with  pea  beans,  fat  pork,  corn  bread,  and  on 
Sunday  for  a treat  he  would  squirt  in  a half  dozen 
scrambled  eggs.  He  was  unable  to  take  even 
liquids  by  mouth. 

Physical  examination  was  not  remarkable  except 
for  two  abdominal  scars  and  the  gastrostomy  tube. 

X-rays  revealed  stoppage  of  the  barium  at  the 
junction  of  the  middle  and  lower  thirds  of  the  esoph- 
agus (Fig.  2). 

In  August,  1947,  at  surgical  exploration  there  was 
found  a dense,  cartilaginous-appearing  inflammatory 
reaction  producing  esophageal  stenosis  at  the  junc- 
tion with  the  stomach,  which  had  been  drawn  into 
the  thorax  through  a hiatal  hernia.  It  was  impos- 
sible to  free  the  esophagus  satisfactorily.  Conse- 
quently, a mucosal  tube  gastrostomy  was  constructed. 
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Following  a satisfactory  postoperative  course  he 
l was  discharged  five  weeks  after  admission  hut  died 
, at  home  nineteen  days  later,  cause  unknown. 

We  were  unable  to  get  from  the  patient  or  his 
previous  hospital  the  details  of  the  events  lead- 
ing up  to  his  original  gastrostomy,  but  we  believe 
he  exemplified  the  end  stage  of  the  process  peptic 
, esophagitis:  complete  esophageal  stenosis. 

Case  3. — A.  M.,  a sixty-one-year-old  unemployed 
butler,  while  in  the  hospital  in  1948  for  an  inguinal 
' hernia  which  he  refused  to  have  repaired,  suffered 
epigastric  pain  and  vomiting  relieved  by  milk  and 
soda.  He  gave  a history  of  hematemesis  and  melena. 
l A gastrointestinal  series  showed  hypermotility  of 
| the  gastrointestinal  tract  and  disturbed  rugal  pat- 

I tern  in  the  upper  greater  curvature  of  the  stomach 
j but  no  organic  disease. 

In  1949,  he  returned  for  drainage  of  an  appen- 
diceal abscess. 

In  April,  1950,  he  returned  with  a draining  right 
! lower  quadrant  sinus,  persistent  epigastric  pain,  and 

II  recurrent  bouts  of  vomiting.  In  May,  interval 
j appendectomy  was  performed.  Gastrointestinal 
j series  revealed  a moderate-sized  hiatus  hernia  with 
j shortening  of  the  esophagus.  On  May  23,  through  a 
I left  thoracoabdominal  incision  there  was  found 

thickening  and  fibrosis  of  the  stomach  and  esopha- 
gus about  the  hiatus.  There  was  duodenal  scarring 
front  and  back.  The  hiatus  hernia  was  reduced 
from  below  and  a five-sixths  gastric  resection  per- 
formed* The  hiatal  crura  were  approximated. 

Postoperatively  he  developed  severe  subcutaneous 
I emphysema.  He  was  discharged  two  and  one-half 
months  postoperatively  with  minimal  complaints. 

At  the  last  admission  the  minority  dissenting 
opinion  was  that  his  symptoms  were  coming  from 
his  duodenal  ulcer.  At  present  he  is  sojourning 
in  a veterans  hospital  under  investigation  and 
support  for  sociopsychiatric  and  esophageal 
problems.  t 

I Case  4- — D.  N.,  a fifty-six-year-old  female,  had 
i i fractured  a hip,  had  melena,  and  vomited  old  blood 
i three  months  before  admission.  Since  that  time 
1 she  had  had  progressive  dysphagia  and  had  lost  45 
pounds. 

Physical  examination  was  not  remarkable,  save 
! for  shortening  of  the  right  lower  extremity. 

Esophagrams  showed  a large  hiatal  hernia  with  a 
1 V 2-inch  long  narrowing  with  partial  obstruction  at 
the  junction  of  the  middle  and  lower  thirds  of  the 
i esophagus  (Fig.  3). 

Esophagoscopy  revealed  an  irregular,  firm,  con- 
I stricting  lesion,  which  bled  easily  on  touch,  arising 
I from  the  left  wall  of  the  esophagus  32.5  cm.  from  the 
I incisors.  Biopsies  showed  extensive  necrosis  with 
inflammation  but  no  evidence  of  malignancy. 

* l At  operation  through  the  left  eighth  interspace,  a 
i large  hiatus  hernia  was  found.  The  esophagus  ex- 

* | ternally  appeared  normal  except  for  slight  thickening 
! at  the  esophagogastric  junction.  The  esophagus 
j was  opened  and  inspected.  Some  inflammation 


Fig.  3.  Partial  ulcerative  obstruction  of  esopha- 
gus with  proximal  dilatation.  Hiatus  hernia  is  seen 
distal  to  obstruction. 


was  noted.  The  cardia  was  incised  longitudinally 
and  closed  transversely,  a Heineke-Mikulicz  type  of 
esophagoplasty. 

Postoperatively  the  patient  was  able  to  swallow 
without  difficulty.  Three  months  later  she  had  no 
complaints. 

The  surgical  therapy  of  this  patient  was  di- 
rected toward  the  complication  of  her  esophagitis 
rather  than  the  cause,  and  it  would  not  be  sur- 
prising if  at  a future  date,  the  gastric  reflux  hav- 
ing been  surgically  facilitated,  she  were  to  re- 
turn with  the  same  or  some  other  complication  of 
peptic  esophagitis. 

Comment 

These  cases  are  problems  in  diagnosis  for  the 
following  reasons:  (1)  It  is  often  difficult  to 
identify  the  pathologic  situation;  (2)  the  symp- 
toms may  be  vague  or  hard  to  identify;  (3)  the 
clinical  picture  may  fit  poorly  the  rules  laid  down 
in  the  literature;  (4)  many  patients  may  have 
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associated  major  lesions  masking  the  picture,  and 
(5)  any  diagnosis  made  tends  to  be  diagnosis  by 
exclusion. 

These  cases  are  problems  in  management  for 
the  following  reasons: 

1.  There  is  no  standardized  therapy.  The 
medical  regimen  and  repeated  bouginages  are 
tedious.  Surgery,  to  a certain  extent,  is  at 
the  mercy  of  the  local  operability  of  the  lesion 
of  the  esophagus  in  the  patient  at  the  time  of 
surgery.  The  choice  of  procedure  dictated  by 
the  local  situation,  although  perhaps,palliating 
the  complication  existent  at  the  time,  may  be 
inappropriate  therapy  for  the  cause  of  the 
disorder.  It  is  necessary  to  decide  whether  to 
attempt  restoration  of  normal  anatomic  rela- 
tionships or  whether  to  extirpate  some  struc- 
ture essential  to  the  production  or  to  the  de- 
livery to  the  lower  esophagus  of  hydrochloric 
acid. 

2.  With  a sufficiently  long  follow-up  period 
there  will  be  many  unsatisfactory  results,  de- 
spite the  frequent  apparent  improvement  of 
patients  at  the  time  of  discharge  from  the 
hospital.  The  best  results  appear  to  be  ob- 
tained where  normal  anatomic  relationships 
can  be  restored  or  where  the  irritating  gastric 
reflux  can  be  stopped. 
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Discussion 

Arthur  Q.  Penta,  M.D.,  Schenectady. — My  discus- 
sion, for  the  greater  part,  will  be  confined  to  the  endo- 
scopic findings  and  to  the  symptomatology  of  this 
disabling  condition.  In  order  that  one  may  have  a 
better  understanding  of  the  distressing  symptoms 
resulting  from  peptic  esophagitis,  it  is  important  that 
one  have  a practical  knowledge  of  physiology  and 
the  mechanics  of  esophageal  pain. 

Perhaps  no  other  organ  of  the  body  is  subjected 
to  any  greater  strain  and  stands  it  so  well  as  does  the 
esophagus.  When  one  realizes  that  in  spite  of  the 
fact  that  the  mucosal  surface  of  the  esophagus  is  . 
constantly  being  bathed  with  infective  contents  of 
the  upper  respiratory  tract,  is  constantly  being 
traumatized  from  the  injestion  of  improperly  masti- 
cated foods  and  from  the  many  chemical  and  ther- 
mal irritants,  the  esophagus  seems  able  to«  survive 
many  of  these  insults.  The  esophagus,  however, 
does  have  one  great  weakness.  Its  stratified  squa- 
mous epithelium  is  highly  vulnerable  to  injury  by  the 
irritating  action  of  the  acid  peptic  juices  of  the 
stomach.  The  corrosive  effect  resulting  from  a pro-  i 
longed  irritation  of  the  esophageal  mucosa  by  the 
regurgitated  acid  gastric  juice  will  invariably  result  i 
in  the  development  of  a peptic  esophagitis  which 
may  progress  into  ulcerative  mucosal  changes  with 
subsequent  destruction  of  the  muscularis  coat, 
finally  terminating  in  a cicatricial  stenosis  of  the 
esophagus.  Peptic  esophagitis  may  also  develop 
from  the  irritating  action  of  the  hydrochloric  acid 
secreted  by  ectopic  gastric  glands.  From  my 
experience,  however,  I feel  that  esophagitis  produced 
by  secreting  aberrant  gastric  glands  located  in  the 
wall  of  the  esophagus  is  very  rare  indeed,  since  these 
glands  having  the  same  histologic  characteristics  as 
the  gastric  glands,  as  a rule,  remain  inactive. 

Since  there  is  no  true  sphincteric  muscular  ar- 
rangement at  the  cardiac  orifice  of  the  stomach,  the 
modus  operandi  by  which  gastric  juice  is  regurgitated 
into  the  esophagus  is  generally  brought  about  as  a 
result  of  a dysfunction  of  the  diaphragmatic  pinch- 
cock  at  the  hiatus  opening.  This  area  traversed  by 
the  esophagus  is  often  referred  to  as  the  liver  tunnel. 
There  are  some  observers  who  believe  that  the  defect 
in  the  opening  and  closing  mechanism  of  the  esopha- 
gus, allowing  gastric  juice  to  escape  into  the  lower 
segment,  is  due  to  a neuromuscular  dysfunction  in 
the  lower  esophagus  proper. 

As  it  has  been  well  described,  peptic  esophagitis  | 
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usually  develops  in  patients  with  hiatus  hernia, 
congenital  short  esophagus,  and  with  gastric  and 
duodenal  ulcers.  It  is  commonly  confined  to  the 
lower  end  of  the  esophagus.  It  has  been  my  experi- 
ence, however,  that  this  condition  is  also  observed 
involving  the  upper  regions  of  the  esophagus.  The 
early  lesion  of  peptic  esophagitis,  when  viewed  endo- 
scopically,  reveals  the  esophageal  lumen  to  be  nar- 
rowed by  mucosal  swelling  and  congestion.  The 
slightest  contact  of  the  scope  or  aspirating  tip  with 
the  congested  mucosa  causes  bleeding.  The  esoph- 
agus proximal  to  the  affected  area  is  dilated,  and 
the  mucosal  surface  appears  normal  as  contrasted 
with  the  reddened  and  boggy  mucosa  of  the  distal 
portion.  As  the  condition  becomes  progressively 
worse,  one  sees  by  direct  inspection  beginning 
ulcerative  mucosal  changes.  This  represents  a stage 
in  which  the  mucosa  and  muscularis  layers  are  being 
destroyed.  In  the  later  and  final  stage  of  peptic 
esophagitis,  the  endoscopic  view  is  that  of  a stenos- 
ing  esophagitis.  The  ulcerative  areas  have,  for  the 
most  part,  been  replaced  by  pallid  scarlike  tissue. 
It  is  in  this  terminal  stage  of  the  disease  that  the 
endoscopist  is  often  called  to  determine  the  nature 
of  the  obstruction,  take  a biopsy  for  histologic 
examination,  and  to  carry  out  esophageal  dilatation 
of  the  strictured  lumen.  The  radiologic  differential 
diagnosis  from  other  forms  of  esophagitis  is  very 
difficult.  Esophageal  examination  must  always  be 
completed  by  a direct  visual  inspection  of  the  in- 
volved area. 

Having  seen  a number  of  patients  suffering  from 
peptic  esophagitis,  I should  like  to  make  a brief 
comment  regarding  the  discomfort  experienced  by 
these  patients.  The  esophageal  mucosa  in  contact 
with  the  hydrochloric  acid  of  the  stomach  evokes  a 
painful  sensation.  The  pain  is  burning  in  quality 
when  the  stimulus  acts  continuously  and  griping 
when  it  is  intermittent  and  intense.  The  patient 
generally  complains  of  an  intense,  burning  pain  be- 
hind the  sternum  and  xiphoid  region  which  is  aggra- 
vated by  eating  or  drinking.  The  surface  area,  to 


which  all  pain  from  the  esophagus  is  referred,  is  in- 
nervated from  the  third  cervical  to  the  seventh  and 
eighth  dorsal  segments,  the  sympathetic  nerves  pro- 
viding the  chief  pathways.  Because  of  this  wide 
nerve  path  distribution,  pain  may  be  referred 
across  the  chest,  to  the  back,  beneath  the  sternum, 
pharynx,  sides  of  the  neck,  and  down  the  arms.  It 
is  not  unusual  that  some  of  these  patients  are  at  first 
suspected  of  having  coronary  disease  or,  because  of 
the  intermittent  dysphagic  symptoms,  are  passed  on 
as  being  neurotics.  It  also  has  been  my  experience 
that  in  patients  suffering  from  peptic  esophagitis  re- 
sulting from  a diaphragmatic  hernia,  the  pain  usu- 
ally becomes  more  severe  when  lying  down  or  lean- 
ing forward  one  or  two  hours  after  meals.  It  may 
become  so  severe  that  the  patient  is  afraid  to  eat 
and  consequently  rapidly  loses  weight  and  strength. 
Pain  is  also  felt  an  hour  or  two  after  meals  if  the 
patient  bends  forward  in  attempting  to  pick  some- 
thing off  the  floor.  The  intensity  of  the  pain  is 
somewhat  relieved  by  the  use  of  alkalies,  anti- 
spasmodics,  and  adherence  to  a Sippy  diet. 

It  would  be  repetitious  for  me  to  enumerate  and 
discuss  the  various  precipitating  factors  so  well 
presented  by  the  authors  in  the  etiology  of  peptic, 
esophagitis.  I should  like,  however,  to  make  an 
appeal  to  the  surgeons,  who  are  concerned  with  the 
surgical  problem  of  hiatus  hernia,  congenitally  short 
esophagus,  and  resection  for  gastric  and  duodenal 
ulcers,  to  employ  endoscopic  procedure  more  fre- 
quently, not  only  preoperatively  but  postoperatively 
as  well.  The  diagnosis  of  peptic  esophagitis,  par- 
ticularly in  the  early  stages,  can  be  definitely  estab- 
lished endoscopically  long  before  there  is  any  definite 
radiologic  evidence.  In  every  accessible  region  of 
the  body,  the  aid  of  direct  vision  should  be  called 
upon  to  contribute  to  the  diagnosis  and  treatment. 
To  quote  that  famous  teacher  of  endoscopy,  Dr. 
Chevalier  Jackson,  who  was  one  of  the  first  in  this 
country  to  call  our  attention  to  the  condition  of 
peptic  esophagitis:  “Look  and  see  is  the  order  of  the 
day.” 


ARMY  EXPERIMENTS  WITH  MASS  INOCULATION  PROGRAM 


A multiple  dose  high-pressure  injection  apparatus 
for  use  in  mass  inoculation  programs  is  now  in  the 
advanced  experimental  stages  in  the  United  States 
Army  Medical  Research  and  Graduate  School  in 
Washington,  D.C. 

Considered  feasible  for  administering  bacterial 
vaccines  or  antibiotics,  the  device  could  do  all  the 

• hypodermic  needle  can  do  in  this  line,  and  do  it 
virtually  without  pain.  It  is  reasoned  that  besides 

S ioing  away  with  the  pain  and  psychologic  hazard 

| >f  the  hyperdermic  needle,  jet  injection  would  have 

• | mportant  advantages. 

With  a multiple  dose  apparatus,  large  numbers  of 
seople  could  be  given  protective  vaccines  or  medi- 
ation in  a short  time.  This  consideration  is 


particularly  applicable  to  civil  defense  efforts  in 
the  event  of  atomic  bombings  or  other  disasters 
affecting  entire  communities. 

In  using  hypodermic  needles  for  mass  inoculation 
there  is  some  danger  of  cross-infection.  The  jet 
method  eliminates  that  problem.  When  perfected 
and  produced  in  quantity,  it  is  hoped  the  jet  in- 
jection apparatus  will  be  relatively  inexpensive. 

There  are  some  disadvantages  to  the  jet  method. 
One  of  these  is  the  occasional  failure  of  the  jet  to 
penetrate  the  skin  when  it  is  particularly  thick  or 
is  subsurfaced  with  layers  of  intradermal  fat.  A 
control  that  will  enable  the  operator  to  vary  the 
pressure  within  limits  according  to  the  individual 
being  inoculated  is  being  investigated. 


THE  ART  OF  MEDICINE  IN  THE  MANAGEMENT  OF 
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Alfred  Gallinek,  M.D.,  New  York  City 
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THE  rather  presumptuous  title  of  this  article 
was  suggested  by  a remark  made  by  Merritt 
when  discussing  a presentation  by  Kennedy  re- 
ferring to  topics  partially  identical  with  those 
treated  in  this  paper.1’2  The  following  paper  is 
based  entirely  on  impressions  gleaned  over  many 
years  of  work  with  patients  in  hospitals,  clinics, 
and  private  practice.  It  makes  no  claim  to  be  a 
scientific  contribution  but  intends  to  emphasize 
certain  sidelights  concerning  the  management  of 
multiple  sclerosis,  which  are  more  a matter  of 
medical  common  sense  than  of  science. 

A perusal  of  the  more  than  600  pages  of  the 
research  publication  of  the  Association  for  Re- 
search in  Nervous  and  Mental  Disease  for  1948, 
devoted  to  multiple  sclerosis,  shows  that  among 
many  contributors  to  this  volume,  which  reviews 
comprehensively  present-day  knowledge  pertain- 
ing to  multiple  sclerosis,  only  one  emphasized 
factors,  in  the  management  of  this  illness,  which 
seem  of  great  importance  to  us.  It  is  also  inter- 
esting to  note  that  of  the  more  than  600  pages, 
less  than  30  are  devoted  to  treatment. 

The  question  which  I would  like  to  take  up 
first  is  the  problem  of  whether  a diagnosis  of 
multiple  sclerosis  should  be  revealed  to  the 
patient.  The  contributors  to  the  volume  referred 
to  do  not  agree  on  this  question;  however,  they 
do  not  discuss  it  in  detail.  Kennedy  emphasized 
in  strong  terms  that  the  diagnosis  should  remain 
hidden  from  the  patient,  whereas  Putnam  favored 
a different  point  of  view.2’3  Before  taking  up  this 
question  at  length  it  has  to  be  stressed  that, 
naturally,  a hard  and  fast  rule  never  can  be  ap- 
plied to  a problem  of  this  type  and  that  individual 
circumstances  always  will  have  to  be  taken  into 
consideration.  This  does  not  invalidate  a basic 
principle.  A few  excerpts  from  pertinent  cases 
may  serve  to  illustrate  the  author’s  point  of  view 
that,  if  possible,  the  diagnosis  should  be  kept 
from  the  patient. 

Case  Reports 

Case  1. — A young  married  woman,  age  twenty- 
five,  was  seen.  The  patient  was  accompanied  by 
her  husband,  and  a history  of  the  diagnosis  of 
multiple  sclerosis  having  been  made  by  a reputable 
neurologist  was  given.  The  couple  had  consulted 
medical  textbooks  on  the  subject,  and  both  had 
been  impressed  by  the  sinister  aspects  of  the  prog- 
nosis. They  told  the  examiner  that  they  wanted 
one  final  confirmation  of  the  diagnosis  and  that,  if 


the  diagnosis  was  confirmed,  they  both  intended  to 
commit  suicide. 

Examination  revealed  that  the  previously  made 
diagnosis  was  correct,  but  the  patient  was  in  a per- 
fect symptomatic  remission  at  the  time  of  the 
examination.  The  patient  was  in  no  way  incapaci- 
tated by  the  disease  but  was  of  course  tremendously 
psychologically  incapacitated  and  weighed  down  by 
the  implications  of  the  diagnosis. 

A case  of  this  type  poses  a very  difficult  prob- 
lem for  the  examining  physician.  A confirmation 
of  the  previously  made  correct  diagnosis  could 
only  be  expected  to  produce  further  catastrophic 
emotional  reactions.  It  also  seemed  impossible 
to  mitigate  the  shock  by  presenting  the  more 
hopeful  aspects  of  this  diagnosis.  The  couple, 
therefore,  was  told  that  no  evidence  of  the  disease 
was  found  and  that  it  had  to  be  assumed  that 
the  diagnosis  had  been  made  erroneously.  The 
remission  in  this  case  lasted  almost  twenty  years. 
Even  if  one  assumed  that  confirmation  of  the 
diagnosis  would  not  have  resulted  in  suicide, 
these  years  would  have  been  spent  in  anticipa- 
tion of  disaster.  The  ethical  problems  posed  by 
a situation  of  this  type  concern  not  only  the 
patient  and  his  family  but  also  the  physician. 
If  a correct  diagnosis  arrived  at  by  a previous 
examiner  is  pronounced  erroneous,  the  reputa- 
tion of  the  first  examiner  may  be  injured.  This, 
therefore,  has  to  be  done  with  great  tact,  but  the 
interest  of  the  the  previous  examiner  has  to  be 
subordinated  to  the  best  interest  of  the  patient. 
It  is  also  wise  not  to  deny  the  existence  of  any 
illness  but  to  state  that  the  patient  undoubtedly 
had  been,  or  still  is,  suffering  from  a disease  of 
the  central  nervous  system,  not  multiple  sclerosis, 
however.  If  the  patient  asks  for  a diagnosis,  a 
term  which  is  unrevealing  to  a layman  but  never- 
theless informative  to  a physician  who  may  see 
the  patient  in  the  future  ought  to  be  used,  as  for 
instance,  “demyelinating  disease”  or  “diffuse 
encephalomyelitis.”  At  the  same  time,  if  possi- 
ble, the  true  diagnosis  may  be  given  to  a re- 
sponsible relative. 

Case  2.— A twenty-year-old  male  patient  had  been 
examined  at  a clinic  where  the  physician  had  arrived 
at  the  diagnosis  of  “multiple  sclerosis(?).”  Shortly 
after  this  examination  the  patient  received  literature 
mailed  to  him  by  the  National  Multiple  Sclerosis 
Society,  acquainting  him  with  various  aspects  of 
the  illness.  The  patient  went  into  a state  of  panic 
and  was  then  seen  at  the  office. 


J!)30 


MANAGEMENT  OF  MULTIPLE  SCLEROSIS 


1931 


|;  August  15,  1951] 

The  findings  were  such  as  to  justify  the  diagnosis, 
possibly  with  more  emphasis  on  the  question  mark 
than  had  been  placed  on  it  in  the  clinic.  There  was 
no  subjective  physical  incapacitation.  Nothing  had 
been  gained  in  this  case  by  acquainting  the  patient 
with  the  doubtful  diagnosis  and  with  its  various 
unfavorable  aspects.  A considerable  psychothera- 
peutic effort  was  needed  to  restore  the  patient’s 
emotional  balance. 

Case  S. — A young  married  woman  was  seen  at  the 
clinic.  She  was  a displaced  person  who  had  spent 
, years  in  a concentration  camp,  had  had  a baby,  and 
shortly  after  arrival  in  this  country  had  developed 
multiple  sclerosis.  After  a few  weeks  she  had  en- 
] tered  a remission  and  was  free  of  incapacitating 
, symptoms  when  the  social  worker  of  the  organiza- 
tion,  entrusted  with  the  care  of  this  family,  called 
< the  physician  at  the  clinic,  stating  that  she  had  the 

I greatest  difficulty  in  making  the  patient  accept  the 
i'  diagnosis  and  its  full  implications.  The  social 
> worker  was  greatly  amazed  when  told  that  no  effort 

■ in  this  direction  appeared  to  be  indicated. 

Case  4- — A thirty-eight-year-old  widow  had  been 
* ! sent  to  the  hospital  for  a complete  neurologic  work- 
j up  to  confirm  the  previously  made  diagnosis  of 
•ij  multiple  sclerosis,  which  had  not  been  revealed  to 
the  patient  before  she  entered  the  hospital.  When 
she  visited  the  examiner’s  office  after  her  discharge 

■ and  confirmation  of  the  diagnosis,  she  was  unable 
to  walk  and  used  a wheel  chair. 

Neurologic  examination  showed  a clinical  picture 
! which  did  not  satisfactorily  explain  the  patient’s 
; complete  inability  to  walk.  In  the  interview  the 
patient  stated  that  the  resident  had  acquainted  her 
with  the  diagnosis.  Apparently  only  the  most  un- 
favorable aspects  of  the  diagnosis  had  impressed 
themselves  on  the  patient’s  mind.  The  fact  that 
she  could  leave  after  an  hour’s  interview  at  the 
office,  walking  without  assistance,  proved  that  her 
organic  symptomatology  had  been  overlaid  by  a 
psychogenic  superstructure,  undoubtedly  caused  by 
her  acquaintance  with  the  diagnosis. 

It  is  a rare  patient  indeed  who  may  be  able  to 
accept  the  diagnosis  and  prognosis  of  multiple 
sclerosis  without  severe  shock.  As  Case  4 shows, 

I the  diagnosis  itself  may  even  act  as  a psychic 
* trauma,  producing  psychogenic  symptoms.  In 
this  connection,  it  should  not  be  forgotten  that 
i psychologic  stress  may  possibly  exert  an  unfavor- 
; able  influence  on  the  course  of  the  disease.4 

The  duration  of  multiple  sclerosis  may  be  un- 
usually long.  Carter,  Sciarra,  and  Merritt  have 
mentioned  an  autopsy-proved  case  of  sixty-four 
years  duration  of  the  illness.5  The  later  the  pa- 
tient learns  the  diagnosis  and  nature  of  his  disease, 
the  better  for  him.  This  applies  particularly  to 
j those  patients  who  are  fortunate  enough  to  have 

I I long  remissions  which  occasionally  may  last 
; several  decades. 

The  second  point  which  I would  like  to  stress 
I is  that  no  patient,  while  he  presents  subjective 
| ! symptoms,  should  be  left  or  discharged  without 


“treatment.”  Although  no  treatment  has  defi- 
nitely been  proved  to  be  organically  effective  in 
this  disease  of  unknown  etiology,  almost  any 
treatment  may  be  of  great  psychologic  benefit. 
One  may  give  vasodilating  drugs,  like  histamine 
or  nicotinic  acid,  for  which  a doubtful  rationale 
could  be  mentioned,  or  one  may  confine  oneself 
to  the  old-fashioned  treatment  with  increasing 
and  decreasing  drops  of  Fowler’s  solution,  or  a 
regimen  of  vitamin  therapy  which  certainly  has 
no  satisfactory  rationale  except  that  its  omission 
will  have  a harmful  effect  on  the  patient’s  morale. 

I was  recently  impressed  with  a young  man 
suffering  from  multiple  sclerosis  who  had  been 
sent  to  the  hospital  for  a complete  work-up  and, 
upon  discharge,  had  been  directed  by  the  resi- 
dent to  take  one  Unicap  a day.  This  prescrip- 
tion had  given  the  patient  a sense  of  hopelessness 
and  futility.  His  morale  improved  considerably, 
however,  when,  after  discharge  from  the  hospital, 
he  was  placed  on  a regimen  of  various  medica- 
tions. Not  only  did  his  morale  improve,  but  he 
entered  into  a remission  almost  simultaneously. 

I also  feel  that  chronic  patients  who  are  beyond 
the  stage  of  remissions  do  not  belong  in  nursing 
homes  but  in  hospitals  for  chronic  diseases,  and 
that,  in  these  hospitals,  they  should  be  “treated” 
and  not  bypassed. 

According  to  the  classic  concept,  exercise 
should  be  avoided.  Recently  objections  have 
been  raised  to  this.  Putnam  even  speaks  of 
“vigorous  exercise.”3  I have  been  impressed  by 
various  incidents  of  abrupt  terminations  of  re- 
missions following  immediately  after  vigorous 
exercise.  Brickner  has  made  similar  observa- 
tions.6 It  is  my  impression  that  exercise  should 
be  avoided  and  that  all  efforts  in  the  line  of  so- 
called  rehabilitation  should  be  guided  by  this 
principle.  I believe  that  remissions  occur  more 
frequently  after  prolonged  episodes  of  rest  rather 
than  after  periods  when  the  patient  tries  to  keep 
going.  It  goes  without  saying  that  emotional 
stress  and  excitement  should  be  avoided  as  far  as 
possible7*8. 

I feel  that  the  classic  concept,  which  is  still 
shared  by  most  experts,  that  pregnancy  may 
exert  an  unfavorable  influence  on  the  course  of 
the  illness,  is  still  valid  despite  observations 
which  may  render  this  point  of  view  somewhat 
vulnerable.7*8 

Conclusions 

In  consideration  of  the  unpredictable  course  of 
multiple  sclerosis,  particularly  in  consideration 
of  the  possibility  of  remissions  of  very  long 
duration,  the  diagnosis  of  multiple  sclerosis, 
with  its  numerous  implications,  generally  should 
not  be  revealed  to  the  patient  himself.  Although 
there  is  no  effective  therapy  and  no  rationale  for 
such,  psychologic  common  sense  requires  that 
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the  sufferer  from  multiple  sclerosis  should  be 
“treated.” 
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AUREOMYCIN  THERAPY  IN  DERMATOSES  OF  VIRAL  ETIOLOGY 

Preliminary  Observations 

John  Dougherty,  M.D.,  New  York  City 

( From  the  Department  of  Medicine  (Dermatology),  New  York  Hospital  and  Cornell  University  Medical  College) 


SINCE  aureomycin  has  proved  to  be  effective 
against  at  least  one  large-particle  virus 
infection  (lymphopathia  venereum),  it  was 
thought  desirable  to  treat  a series  of  dermatoses 
of  proved  or  suspected  viral  etiology  with  the 
drug.1  The  viral  etiology  of  molluscum  con- 
tagiosum  and  herpes  simplex  is  well  established. 
There  is  presumptive  evidence  that  the  causative 
agent  of  the  verrucae  is  a single  virus  or  a group 
of  related  viruses.  Wile  and  Kingery  passed  the 
agent  through  the  finest  Berkfeld  filter  and  re- 
produced the  lesions  on  human  volunteers.2 
On  two  occasions  laryngeal  papillomata  have 
been  transferred  to  the  vaginal  mucous  membrane 
of  the  dog.3 

Personal  Observations 

Experiment  1—  In  order  to  bring  the  anti- 
biotic into  direct  contact  with  the  infective 
agent,  aureomycin  was  incorporated  in  a 5 per 
cent  concentration  in  a water  soluble  base 
(Carbowax  1500).  A placebo  ointment  of 
a yellow  dye  and  the  same  base  was  prepared. 
The  hyperkeratotic  surfaces  of  the  verrucae 
were  carefully  planed  with  a scalpel  down  to 
bleeding  points;  neither  the  molluscum  lesions 
nor  those  of  herpes  simplex  were  prepared  in  any 
way.  The  medication  was  applied  directly, 
covered  with  a strip  of  adhesive,  and  left  in 
contact  twenty-four  hours  a day. 

Ten  cases  of  verruca  plantaris  were  treated  by 
this  method,  alternate  patients  receiving  active 
medication  and  placebo,  over  periods  varying 
from  two  to  eight  weeks.  There  was  no  apparent 
change  in  the  lesions  after  treatment  with  either 
preparation. 

Two  cases  of  verruca  accuminata  received  the 
active  ointment  for  two  weeks.  There  was  no 
reduction  in  size  or  number  of  lesions. 

The  active  ointment  was  applied  to  two  cases 
of  molluscum  contagiosum.  One  patient  used 
the  ointment  daily  for  twenty-three  days  with 

The  aureomycin  used  in  the  study  was  furnished  through 
the  courtesy  and  cooperation  of  Dr.  Benjamin  Carey  of  the 
Lederle  Laboratories  Division,  American  Cyanamid  Co., 
Pearl  River,  New  York. 


no  change  in  the  lesions.  The  other  used  the 
ointment  for  one  week  with  no  change.  This 
patient  did  not  return  for  longer  follow-up. 

Two  cases  of  recurrent  herpes  simplex  were 
treated  with  the  active  ointment.  One  had  had 
the  disease  for  five  years;  the  longest  asympto- 
matic interval  prior  to  medication  had  been  two 
months.  The  other  had  had  the  disease  for 
ten  months  with  a maximum  asymptomatic 
interval  of  one  month.  Since  the  first  application 
eight  months  ago,  both  have  been  free  of  lesions. 

Experiment  2. — As  aureomycin  in  aqueous 
solution  has  a pH  of  approximately  2,  the  drug 
was  incorporated  in  dichloracetic  acid  of  pH  3. 
This  was  applied  locally  to  seven  cases  of  verruca 
plantaris  weekly  for  periods  varying  from  six  to 
nine  weeks.  Although  in  one  case  cure  was 
obtained  in  four  weeks,  no  obvious  superiority 
over  pure  dichloracetic  acid  was  demonstrated. 

Experiment  8. — Three  cases  of  molluscum 
contagiosum  in  children  were  treated  with  the 
drug  internally  according  to  the  schedule  of 
Guy,  Jacob,  and  Guy.4  Each  received  0.25 
Gm.  four  times  daily  for  one  week  with  no  change 
in  the  lesions.  Two  cases  developed  new  lesions 
while  under  therapy. 

Summary 

Aureomycin  incorporated  in  a water  soluble 
base  and  in  dichloracetic  acid  was  ineffective 
in  the  treatment  of  verrucae  and  of  molluscum 
contagiosum.  The  same  drug  when  ingested 
failed  to  cure  molluscum  contagiosum  in  three 
instances.  In  two  cases  of  recurrent  herpes 
simplex  the  lesions  failed  to  return  eight  months 
after  the  first  application  of  aureomycin  oint- 
ment. 
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PITFALLS  IN  EVALUATING  DRUG  THERAPY  OF  PARKINSONISM 

Comparative  Effects  of  Rabellon  and  Artane 
Hermann  Vollmer,  M.D.,  New  York  City 


WHILE  an  acute  illness  affects  temporarily 
the  normal  course  of  life,  chronic  disease 
modifies  life  and  personality  without  such  time 
limitation.  The  chronic  patient  must  live  with 
and  adjust  himself  to  his  disease  which  gradually 
assumes  a central  position.  Personality  changes 
invariably  ensue. 

Since  parkinsonism  is  not  only  a chronic  but  an 
incurable  and  usually  progressive  disease,  fur- 
ther psychologic  consequences  are  to  be  expected. 
Whether  or  not  the  patient  knows  and  accepts 
his  fate,  he  is  aware  of  it.  The  hopelessness  of  his 
situation  becomes  bearable  only  through  denial 
of  reality,  through  hope  and  expectation  that  a 
cure  for  his  disease  will  eventually  be  found. 
If  scientific  medicine  repeatedly  proves  disap- 
pointing, he  will  look  for  help  from  other  sources, 
be  they  religious,  mystical,  or  charlatanic.  Hope 
for  a final  miracle  keeps  him  going. 

The  result  is  a rather  typical  picture  which  we 
encounter  in  most  patients  with  parkinsonism. 
They  are  resigned,  introverted,  good-natured 
people  who  tend  to  establish  a good  relation  with 
their  physician,  show  confidence  in  him,  and  are 
grateful  for  his  interest.  They  are  very  coopera- 
tive. Their  underlying  skepticism,  depression, 
and  despair  are  compensated  by  optimism, 
hope,  and  enthusiastic  response  to  any  degree  of 
improvement.  Their  accounts  of  improvement 
are  often  exaggerated  and  in  contrast  with  the 
objective  changes.  Statements  such  as  “I  am 
1,000  per  cent  better,”  or  “I  am  an  entirely  new 
person”  are  rather  common.  They  are  well  in- 
formed about  any  progress  made  in  the  treat- 
ment of  parkinsonism.  Their  main  sources  of 
information  are  the  lay  press  with  its  sensational 
reports,  the  druggist,  and  the  exchange  of  ex- 
periences with  other  patients  suffering  from  the 
same  disease.  The  general  practitioner  often 
gets  his  first  information  about  a new  “miracle 
drug”  for  parkinsonism  from  a patient  appearing 
in  his  office  with  a newspaper  clipping.  Their 
desire  to  get  well  is  great  and  persistent;  nothing 
can  keep  them  from  getting  to  the  source  of  a 
new,  promising  treatment.  I remember  a former 
engine  driver  who  hitchhiked  from  Montana  to 
New  York  and  sacrificed  his  last  reserves  to  see 
me  after  having  heard  about  the  “Bulgarian” 
treatment.1  Parkinsonians  are  highly  suggest- 
ible like  all  patients  with  a disease  of  the  basal 
ganglia. 

To  a certain  extent,  physicians  are  suggestible 


likewise.  After  being  told  by  scores  of  patients 
how  much  they  have  helped  them,  objectivity  of 
their  observation  weakens. 

These  facts  make  it  difficult  for  the  investi- 
gator to  evaluate  new  drugs  for  the  treatment  of 
parkinsonism.  Too  frequently,  the  investigator 
is  carried  away  by  his  patients’  enthusiasm  and 
loses  sight  of  reality.  His  position  is  particu- 
larly difficult  if  he  represents  a medical  center  of 
reputation  with  its  implicit  psychotherapeutic 
influence. 

Review  of  Literature 

The  literature  on  the  treatment  of  parkinson- 
ism bears  out  these  circumstances.  First  reports 
about  new  forms  of  treatment  are  usually  very 
favorable  but  cannot  be  confirmed  by  subsequent 
investigators.  In  the  last  twenty  years,  only  two 
treatments  have  stood  the  test  of  time.  The  first 
was  the  treatment  with  high  doses  of  atropine. 
Based  on  Bremer’s  observation  that  posten- 
cephalitic parkinsonians  show  a high  tolerance 
for  atropine,  Roemer,  Kleemann,  and  Leven- 
stein  introduced  the  treatment  with  massive 
doses  of  atropine.2-5  Their  therapeutic  claims 
are  still  valid.  The  second  progress  was  the 
“Bulgarian”  treatment.6  It  made  use  of  the 
synergistic  effect  of  several  solanaceous  alkaloids 
occurring  in  belladonna  roots  which  are  more 
effective  in  smaller  doses  than  atropine  alone. 
Even  this  treatment  was  heralded  with  fantastic 
claims.  Panegrossi,  who  introduced  the  therapy 
into  scientific  medicine  with  an  impressive  report 
of  1,193  cases,  “cured”  many  of  his  patients;  al- 
most all  of  his  less  severe  and  60  per  cent  of  his 
moderately  severe  cases  were  able  to  go  back 
to  work.7-9  Voller,  reporting  on  173  patients, 
divided  his  “cures”  into  “functional”  and  “vir- 
tual” cures,  a rather  meaningless  differentiation.10 
He  still  reached  figures  of  up  to  63  per  cent  for 
combined  “functional”  and  “virtual”  cures;  none 
of  his  patients,  even  in  the  paralysis  agitans 
group,  was  unimproved.  Later  reports  (von 
Witzleben  and  others)  were  more  cautious.11 
My  own  report  about  52  patients  treated  with  a 
synthetic  compound  of  belladonna  alkaloids 
(Rabellon)  came  to  the  conclusion  that  50  per 
cent  of  the  postencephalitic  and  17  per  cent  of  the 
paralysis  agitans  group  were  markedly  improved, 
while  3 and  17  per  cent,  respectively,  were  un- 
improved.6 I admit  my  initial  enthusiasm  which, 
from  the  psychotherapeutic  point  of  view,  may 
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be  helpful  to  the  patients;  yet  a long  follow-up 
period  changed  the  first  optimistic  impression. 
My  final  figures  were  confirmed  by  subsequent 
investigators  (Price  and  Merritt  and  others).12 

It  is  not  my  intention  to  review  the  entire 
literature  on  drug  treatment  of  parkinsonism  to 
demonstrate  the  pitfalls  in  evaluating  each 
remedy.  It  may  suffice  to  analyze  the  recent 
publications  of  two  synthetic  products,  parpanit 
and  Artane,  which  aroused  the  same  excessive 
optimism  as  many  other  drugs  in  the  past. 

Parpanit 

In  1946,  Domenjoz  reported  pharmacologic 
investigations  of  a new  spasmolytic  drug,  par- 
panit (diethylamino-ethyl-l-phenylcyclopentane- 
1-carboxylate  hydrochloride)  synthetized  by 
Martin  and  Hafliger.13  In  the  same  year  Griin- 
thal  reported  on  the  use  of  parpanit  in  an  un- 
stated number  of  postencephalitic  parkinsonians 
and  found  it  “superior  to  the  usual  alkaloids, 
though  not  all  symptoms  disappeared  com- 
pletely.”14 Simultaneously,  Hartmann  pub- 
lished his  experiences  with  parpanit  in  the  treat- 
ment of  29  cases  with  postencephalitic  parkin- 
sonism; all  were  improved.16  Five  patients  with 
paralysis  agitans  were  all  improved.  Likewise, 
improved  without  exception  were  one  patient 
with  Wilson’s  disease,  two  with  athetosis,  two 
with  chorea,  and  five  with  familial  tremor. 
Few  of  his  patients  seemed  to  have  had  any  pre- 
vious treatment.  Hartmann  warned  against 
the  combination  of  parpanit  with  atropine-like 
preparations  “which  proved  to  be  unfavorable.” 
He  stressed  the  importance  of  psychotherapy  in 
combination  with  drug  treatment.  During  eight 
months  of  treatment  with  parpanit,  five  of  his 
patients  died,  three  of  them  from  intercurrent 
diseases,  one  from  “acute  exacerbation  of  en- 
cephalitis” proved  by  autopsy,  and  one  “under 
acute  central  symptoms.”  It  is  not  intended  to 
imply  that  these  fatalities  were  due  to  parpanit. 
They  may  be  taken  as  a warning. 

Schwab  and  Leigh  were  the  first  to  give  par- 
panit a clinical  trial  in  this  country.16  They 
certainly  made  every  effort  to  avoid  the  influence 
of  suggestion  and  set  up  ten  criteria  for  the  evalua- 
tion of  the  pharmacologic  effect  worthy  of  being 
adopted  for  similar  studies.  Their  results  were 
less  favorable  than  those  of  the  Swiss  investi- 
gators. Nevertheless,  “in  62  per  cent  of  the 
cases  parpanit  proved  to  be  the  drug  of  choice  as 
compared  with  the  usual  range  of  substances 
available  for  the  treatment  of  this  condition;  16 
per  cent  of  the  group  were  worse  while  receiving 
parpanit,  and  in  the  remaining  22  per  cent  the 
effect  of  the  drug  was  similar  to  that  experienced 
with  scopolamine  or  strammonium.”  Toxic  ef- 
fects occurred  in  two  thirds  of  the  patients.  The 


authors  did  not  state  whether  their  patients  had 
previously  received  other  drugs  in  adequate  doses, 
an  important  point  for  a comparison.  They  ad- 
mit that  the  improvement  was  “mainly  subjec- 
tive,” that  there  were  no  striking  differences  in  the 
objective  measurements  of  the  “improved”  pa- 
tients. For  example,  the  handwriting  in  half  the 
patients  was  unaffected;  the  posture  changed  in 
only  one  tenth  of  the  patients.  The  main  effect 
of  parpanit  was  the  reduction  of  rigidity,  while 
“the  belladonna  compounds  seem  to  have  a far 
more  specific  effect  on  the  reduction  of  tremor.” 
Patients  in  the  arteriosclerotic  group  were  un- 
able to  tolerate  parpanit.  After  all  these  restric- 
tions, the  authors  state  in  their  conclusions: 
“Treatment  with  the  drug  was  observed  to  be 
superior  to  the  previous  medication  in  65  per  cent 
of  this  group  of  patients.”  It  should  be  re- 
membered that  these  patients  were  treated  at 
the  Massachusetts  General  Hospital,  and  that 
this  fact  alone  may  exert  a strong  suggestive 
influence  in  spite  of  the  authors’  efforts  to  avoid 
suggestion. 

Only  five  months  later,  a report  of  Doshay  and 
Constable  appeared  on  treatment  with  Artane.17 
Chart  1 of  that  paper  compared  the  effects  of 
Artane  with  those  of  other  drugs,  parpanit  among 
them.  In  contrast. to  Schwab  and  Leigh,  Doshay 
and  Constable  found  favorable  results  with  par- 
panit in  only  23.1  per  cent  and  unfavorable  re- 
sults in  76.9  per  cent  of  their  patients.16’17 

My  own  experience  with  parpanit  is  limited  to 
only  five  cases  of  postencephalitic  parkinsonism 
previously  stabilized  over  a period  of  years  with 
optimal  doses  of  Rabellon  and  requesting  a trial 
with  this  new  drug.  The  previous  medication 
was  gradually  decreased,  while  parpanit  was  in- 
creased to  the  maximum  tolerable  dose  and  ad- 
ministered every  three  hours.  None  of  these 
patients  was  improved.  One  “could  not  take 
it,”  one  felt  “horrible,”  all  showed  increased 
tremor  and  returned  to  their  previous  medica- 
tion with  Rabellon.  I was  discouraged  to  try 
parpanit  in  other  patients. 

Finally,  Mackay  in  his  discussion  of  Corbin’s 
paper  stated:  “Parpanit  is  as  good  as  nothing, 
in  my  experience,  as  is  tolserol.”18 

We  note  that  within  a short  time  the  enthusi- 
asm about  parpanit  steadily  decreased.  The  per- 
centage figures  for  favorable  results  vary  with 
the  different  investigators  in  the  following  order: 
100,  65,  23.1,  and  0.  Literature  reports  about 
insulin,  the  sulfonamides,  or  the  antibiotics  may 
show  slight  variations  about  the  effectiveness  of 
these  drugs  but  never  differences  of  a similar 
magnitude.  The  probable  reason  is  that  sug- 
gestion and  suggestibility  play  a decisive  role  in 
the  one  and  almost  none  in  the  other  fields  of 
clinical  investigation. 
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Artane 

Artane  (3-[l-piperidyl]-l-phenyl-l-cyclohexyl- 
1-propanol  hydrochloride)  which  bears  the  ge- 
neric name  trihexyphenidyl  is  a synthetic  anti- 
spasmodic  and  is  said  to  have  less  mydriatic 
and  antisialogogue  effect  than  atropine.19  Do- 
shay  and  Constable  published  their  experience 
with  this  drug  in  117  cases  of  parkinsonism:  76.1 
per  cent  of  their  patients  were  improved,  23.9 
per  cent  unimproved,  and  none  was  made  worse.17 
These  investigators  found  that  “no  special  pre- 
cautions are  necessary  in  the  administration  of 
trihexyphenidyl”  and  that  overdosage  of  it  is 
almost  impossible.  In  cases  in  which  tremor  was 
the  most  disturbing  symptom  and  in  patients 
with  excessive  sialorrhea  and  rigidity,  belladonna 
alkaloids  “may  need  to  be  added”  to  trihexy- 
phenidyl. The  criteria  for  the  evaluation  of  this 
drug  were  not  clearly  stated  nor  the  dosage  of 
previous  medications. 

A few  months  later,  favorable  results  with 
Artane  in  104  patients  were  reported  by  Corbin.18 
Of  the  entire  group,  77  per  cent  were  sufficiently 
helped  by  the  drug  to  wish  to  continue  with  it. 
Corbin  stated  that  “no  serious  attempt  was  made 
to  measure  objectively  the  effect  of  medication 
on  the  patients.”  Since  few  of  the  patients  were 
local  residents,  it  was  necessary  to  depend  on 
correspondence  with  the  patient,  his  family,  and 
his  home  doctor. 

“In  the  analysis  of  results,  the  patients  who 
continued  to  request  additional  trihexyphenidyl 
and  who  stated  that  they  had  been  improved 
or  that  they  preferred  this  to  previous  medica- 
tion were  classed  as  benefited Usually  in 

such  cases  I have  not  been  able  to  detect  any 
appreciable  change  in  the  patient’s  physical 
status Unpleasant  effects  noticed  occa- 

sionally by  41  patients  were,  in  the  order  of  fre- 
quency, dry  mouth,  nausea,  giddiness,  blurring 
of  vision,  nervousness  or  jitteriness,  tinnitus, 
tightness  in  the  head,  and  soreness  in  the  mouth. 
Four  patients  have  manifested  severe  and  im- 
mediate toxic  reactions,  namely,  mental  con- 
fusion, dizziness  with  nausea,  and  marked  agita- 
tion.” These  observations  are  in  contrast  to 
those  of  Doshay  and  Constable.17  Corbin  con- 
cluded cautiously:  “It  is  emphasized  that  the 
foregoing  observations  are  based  largely  on  sub- 
jective data  and  that  current  impressions  may 
have  to  be  modified  when  further  information  is 
available.” 

Almost  simultaneously,  Schwab  and  Tillmann 
reported  their  experience  in  44  parkinsonians 
treated  with  Artane  alone  or  in  combination 
with  other  drugs.20  Their  results  were  less  favor- 
able: “Of  44  patients  who  had  received  Artane 
for  over  three  months,  only  7 (16  per  cent)  were 
relieved  sufficiently,  as  compared  to  their  status 


on  atropine,  to  remain  on  Artane  alone.”  Eight 
patients  could  not  tolerate  Artane  alone  or  in 
combination. 

Comparison  Between  Rabellon  and  Artane 

My  own  experience  with  Artane  is  limited. 
I selected  ten  patients  who  had  been  under  my 
observation  for  years,  treated  with  optimal  doses 
of  Rabellon  for  periods  of  one  to  ten  years,  and 
examined  at  regular  intervals  of  one  to  three 
months.  These  patients  were  chosen  because  of 
their  own  wish  to  try  Artane,  of  which  they  had 
read  in  the  daily  press.  They  brought  newspaper 
clippings  which  contained  sensational  claims  for 
this  new  drug.  I avoided  any  suggestion  by 
words  or  facial  expression  and  stated  simply  that 
the  first  reports  were  favorable  and  the  drug 
deserved  a trial;  I personally  had  no  experience 
with  it. 

Seven  of  the  patients  had  postencephalitic,  two 
idiopathic,  and  one  arteriosclerotic  parkinsonism. 
Their  age  ranged  between  thirty  and  sixty-two 
years.  They  were  shifted  to  Artane  by  the  over- 
lapping method,  gradually  decreasing  Rabellon 
while  increasing  Artane  until  the  optimal  dose 
was  reached.  They  were  carefully  examined 
every  one  to  three  weeks.  The  examination  in- 
cluded as  objective  as  possible  a gradation  of 
each  neurologic  symptom  as  well  as  subjective 
statements  of  the  patients  and  observations  from 
their  relatives.  A specimen  of  handwriting  was 
taken  at  each  visit  and  timed  with  a stop  watch. 
The  patients  were  asked  to  write  one  line  daily 
at  home  at  the  same  hour  and  the  same  interval 
after  the  last  medication  and  under  the  same 
conditions.  All  patients  were  carefully  ques- 
tioned as  to  their  daily  performances,  the  longest 
distance  they  could  walk,  and  the  time  required 
for  this  distance.  Any  comment  as  to  the  objec- 
tive findings  was  avoided.  It  was  left  entirely  to 
the  individual  patient  with  which  medication  he 
wanted  to  continue.  If  he  was  not  sure,  he  was 
asked  to  alternate  previous  and  present  medica- 
tion week  by  week  until  he  knew  which  one  was 
better. 

None  of  the  patients  was  objectively  im- 
proved with  Artane  as  compared  with  Rabellon 
(Table  I).  All  showed  increased  tremor.  After 
the  first  two  weeks,  three  patients  claimed  to  feel 
better,  mainly  due  to  decreased  side-effects;  one 
could  move  easier,  and  one  found  his  speech  im- 
proved. Two  patients  could  not  tolerate  Artane 
alone  or  in  combination  with  Rabellon;  they  felt 
dizzy,  “jittery,”  and  nauseated.  After  five 
months  of  experimentation,  eight  patients  re- 
turned to  Rabellon  at  their  own  will,  while  two 
continued  with  Artane.  Even  those  who  pre- 
ferred Artane  did  not  show  any  neurologic  im- 
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Fig.  1.  (1)  September  3,  1949 — 1.5  mg.  Rabellon 

plus  50  mg.  Benadryl,  four  doses.  (2)  September 
17,  1949 — 5 mg.  Artane,  four  doses.  (3)  October 
9,  1949 — 4 mg.  Artane,  four  doses.  (4)  November 
19,  1949 — 2 mg.  Rabellon,  four  doses. 

Handwriting  of  a fifty-nine-year-old  patient  with 
postencephalitic  parkinsonism  was  best  under 
treatment  with  Rabellon  plus  Benadryl  (1)  and 
Rabellon  alone  (4).  It  deteriorated  and  took  a 
longer  time  for  its  execution  during  treatment  with 
Artane  (2,  3). 


provement  and  rather  a deterioration  of  their 
handwriting,  the  most  conclusive  single  test. 
In  most  cases,  the  handwriting  (Figs.  1 and  2)  be- 
came more  shaky,  smaller,  and  took  the  same  or  a 
longer  time  for  its  execution  with  Artane  as  com- 
pared with  Rabellon,  even  in  one  patient  who 
was  most  determined  about  his  improvement 
with  Artane. 

It  appears  that  Artane  is  less  effective  than 
Rabellon  as  far  as  the  tremor  is  concerned  and 
causes  somewhat  fewer  side-effects,  save  for  a few 
patients  who  show  intolerance  to  Artane.  Some 
patients  may  benefit  from  the  addition  of  small 
amounts  of  Artane  to  Rabellon  as  the  basic  medi- 
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Fig.  2.  (1)  September  14,  1949 — 2 mg.  Artane, 

four  doses.  (2)  October  5,  1949 — 0.5  mg.  Rabellon, 
; four  doses.  (3)  November  17,  1949—1  mg.  Artane 
plus  0.5  |mg.  Rabellon,  four  doses. 

Handwriting  of  a fifty-five-year-old  patient  with 
arteriosclerotic  parkinsonism.  It  was  smaller  and 
more  shaky  while  under  treatment  with  Artane 
alone  (1)  than  while  under  treatment  with  Rabellon 
(2)  or  Artane  plus  Rabellon  (3). 


cation  and  kept  at  a dosage  short  of  the  appear- 
ance of  side-effects  such  as  dry  mouth  and  blur- 
red vision.  This  impression  was  confirmed  in 
personal  communication  with  several  neurol- 
ogists. 

It  is  emphasized  that  this  is  a comparative 
evaluation  of  Artane  and  Rabellon,  and  the  re- 
sults should  not  be  construed  as  inefficacy  of 
Artane  in  parkinsonism.  Artane  will  probably 
improve  the  majority  of  cases  previously  not 
treated  at  all  or  not  adequately  treated.  How- 
ever, it  is  not  more  effective,  and  is  less  effective 
against  tremor,  than  the  solanaceous  alkaloids 
and  particularly  a combination  of  them  (Bul- 
garian belladonna,  Rabellon).  Artane  seems  to 
have  fewer  peripheral  and  vagolytic  but  more 
disagreeable  central  side-effects  than  belladonna 
alkaloid  compounds.  These  central  irritative 
effects  may  lead  to  “jitteriness,”  confusion,  dis- 
orientation, and  delirium.  In  sub  toxic  doses 
which  vary  with  the  individual  this  cerebral 
excitation  together  with  lesser  peripheral  side- 


effects  may  contribute  to  the  patient’s  sub- 
jective improvement  which  is  usually  not  sub- 
stantiated by  objective  findings. 

Comment 

In  1817,  in  his  “Essay  on  the  Shaking  Palsy,” 
James  Parkinson,  reflecting  on  therapy,  reported 
on  a fifty-four-year-old  patient  and  said:  “Be- 

fore adopting  any  other  measures,  and  as  there 
appeared  to  be  no  marks  of  vascular  fulness,  it 
was  determined  to  empty  the  bowels.  This  was 
done  effectually  by  moderate  doses  of  calomel, 
with  the  occasional  help  of  Epsom  salts;  and  in 
about  ten  days,  by  these  means  alone,  the  com- 
plaints were  entirely  removed.”21  Parkinson, 
whose  name  is  attached  to  this  disease,  became  a 
victim  of  the  pitfalls  in  evaluating  therapeutic 
measures  as  many  after  him.  It  was  obviously 
his  personality  and  his  interest  in  the  patient 
rather  than  the  emptying  of  the  bowels  which 
removed  the  complaints  of  his  patient. 

In  the  meantime,  many  useful  drugs  have  been 
found  for  the  treatment  of  parkinsonism.  None 
of  them  is  entirely  satisfactory  and  accomplishes 
more  than  some  degree  of  symptomatic  relief. 
This  situation  has  not  been  changed  by  the  in- 
troduction of  synthetic  spasmolytic  drugs. 

Under  these  circumstances,  patients  and  physi- 
cians alike  expect  eagerly  new  developments. 
It  is  the  natural  desire  of  the  physician  to  help 
his  patient  as  it  is  the  natural  desire  of  the  patient 
to  find  relief.  The  high  suggestibility  of  the 
parkinsonian  is  known.  On  the  other  hand,  no 
investigator  undertakes  clinical  research  with  a 
new  drug  unless  he  is  especially  interested  or 
believes  in  it.  All  these  factors  make  an  objec- 
tive evaluation  extremely  difficult  in  spite  of  the 
investigator’s  serious  efforts  to  avoid  suggestion. 

Unlike  other  fields  of  investigation,  large  series 
of  observations  and  the  reputation  of  the  institu- 
tion which  the  investigator  represents  do  not 
seem  to  guarantee  a more  reliable  evaluation  of 
treatments  for  parkinsonism.  They  rather  con- 
stitute pitfalls  in  themselves.  Outstanding  medi- 
cal centers  attract  many  patients,  particularly 
chronic  and  incurable  patients,  and  exert  through 
their  very  reputation  a profound  suggestive  in- 
fluence, often  underrated  by  the  investigators. 
This  explains  why  Panegrossi  could  treat  1,193 
patients  and  “cure”  many  of  them.7-9  His  in- 
stitution was  the  encephalitis  clinic  in  Rome, 
specially  endowed  for  the  care  of  patients  with 
parkinsonism  by  the  Queen  of  Italy  and  under 
her  personal  protection.  This  also  explains  the 
recent  favorable,  yet  in  part  contradictory,  re- 
ports about  parpanit  and  Artane  originating  in 
Mayo  Clinic,  Harvard,  and  Columbia-Presbpter- 
ian  Medical  Center. 


1938 


HERMANN  VOLLMER 


[N.  Y.  State  J.  M. 


Such  impersonal  and  unintentional  suggestive 
influences  can  hardly  be  avoided ; they  should  be 
taken  into  consideration.  The  following  facts 
and  factors,  however,  should  be  remembered 
whenever  a purely  pharmacologic  evaluation 
of  a drug  is  intended  in  a clinical  investigation. 
Their  consideration  may  prevent  self-deception 
and  erroneous  conclusions: 

1.  A certain  percentage  of  previously  un- 
treated patients  with  parkinsonism  is  “improved” 
by  almost  any  medication. 

2.  Patients  previously  treated  with  inade- 
quate doses  of  an  effective  drug  are  improved  by 
changing  to  an  adequate  or  optimal  dose  of  the 
same  or  another  equally  effective  drug. 

3.  Patients  previously  treated  with  adequate 
doses  of  an  effective  drug  are  frequently  but  only 
temporarily  “improved”  by  changing  to  a “new,” 
even  less  effective  drug. 

4.  The  interest  and  enthusiasm  with  which  a 
new  treatment  is  offered  by  the  physician  to  the 
patient  tends  to  increase  the  subjective  improve- 
ment of  the  patient  but  interferes  with  the  in- 
vestigator’s objective  evaluation  of  the  drug. 

5.  A skeptic  attitude  in  presenting  a new 
treatment  to  the  patient  may  psychologically  in- 
terfere with  an  objective  improvement  attain- 
able by  an  effective  drug. 

6.  Psychogenic,  subjective  improvement  may, 
perhaps  through  hypothalamic  mediation,  favor- 
ably influence  the  objective  symptoms  too;  such 
improvement,  however,  is  maintained  for  but  a 
limited  period. 

7.  The  subjective  improvement  in  a condition 
in  which  impaired  general  spirits  are  one  of  the 
most  distressing  symptoms  may  be  regarded  as  a 
real  therapeutic  success.  However,  such  im- 
provement cannot  justifiably  be  ascribed  to  the 
pharmacologic  action  of  a drug  unless  it  is  ac- 
companied by  objective  and  maintained  im- 
provement of  the  other,  neurologic  symptoms. 

Summary 

The  personality  pattern  and  suggestibility  of 
the  parkinsonian  patient,  as  well  as  unintentional 
suggestive  influences  of  the  investigator,  fre- 


quently interfere  with  the  evaluation  of  new 
drugs  for  the  treatment  of  parkinsonism. 

A review  of  the  literature  demonstrates  that 
the  fust  favorable  reports  usually  cannot  be 
confirmed  by  subsequent  investigators. 

The  literature  about  parpanit,  for  example, 
shows  a gradual  decline  of  the  percentage  figures 
for  favorable  results  from  one  hundred  to  zero. 

A comparative  evaluation  of  Rabellon  and 
Artane  does  not  confirm  the  first  reports  about 
the  superiority  of  Artane  to  other  drugs.  Only 
two  out  of  ten  patients  showed  subjective  and 
none  objective  improvement  with  Artane  as  com- 
pared with  Rabellon.  Artane  seems  to  be  less  ef- 
fective than  Rabellon  in  the  control  of  tremor, 
and  its  side-effects  are  not  negligible. 

In  order  to  avoid  erroneous  conclusions  in  the 
clinical  evaluation  of  a new  drug,  several  factors 
which  should  be  taken  into  consideration  have 
been  outlined. 

25  Central  Park  West 
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ANNOUNCEMENT 

The  minutes  of  the  House  of  Delegates  of  the  145th  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  held  in  Buffalo,  April  30  to 
May  2,  1951,  will  be  published  as  Part  II  of  the  September  1,  1951,  issue 
of  the  New  York  State  Journal  of  Medicine. 


ELUSIVE  MENTAL  CASES 

Parents  and  Children 

B.  Liber,  M.D.,  F.A.P.A.,  New  York  City 

( From  the  Mental  Hygiene  Clinic,  New  York  Polyclinic  Hospital) 


AFTER  the  publication  in  the  October  1, 
1950,  Journal  of  the  last  article  in  this  ser- 
ies, with  the  subtitle  “Marital  Conflicts,”  a prom- 
inent psychiatrist  wrote  to  the  author  as  follows : 
“Everywhere  the  emphasis  is  on  parent-child  re- 
lationship, but  the  husband-wife  relationship,  as 
obvious  as  it  is  to  the  layman,  is  surprisingly  neg- 
lected in  the  psychodynamics  of  the  various 
analytical  schools.  I,  therefore,  think  that  your 
fine  article  and  your  interesting  case  material  are 
not  only  of  interest  to  the  general  practitioner  but 
to  the  psychiatrist  as  well.” 

This  observation  is  important  and  instructive 
because,  in  the  desire  to  explain  the  origin  in 
childhood  of  later  mental  maladjustments,  many 
of  us  have  overstressed  the  conflicts  between  par- 
ents and  children.  Some  authors,  indeed,  go  so 
far  as  to  derive  from  such  discords  all  abnormal 
mental  trends  and  conditions  through  the  child’s 
entire  life.  While  in  this  writer’s  opinion  this  is 
greatly  exaggerated,  we  should  avoid  going  to 
the  other  extreme,  minimizing  the  importance  of 
the  clashes  encountered  by  the  child  in  his  par- 
ents’ house  or  elsewhere  as  residual  causes  of  dif- 
ficulties in  mature  life. 

We  physicians,  dealing  as  we  do  with  abnor- 
mality, are  often  inclined  to  forget  that  health  is  or 
should  be  considered  the  more  or  less  normal  and 
positive  state  of  human  beings.  The  incessant 
struggle  of  the  body  and  the  mind  to  reach  and 
maintain  an  equilibrium  is  natural,  and  if  the 
adverse  forces  are  not  invincible,  adequate  health 
is  conserved,  and  disease  is  prevented  or,  if  it 
occurs,  is  vanquished. 

In  the  same  sense,  not  all  children’s  problems 
are  conducive  to  illness.  On  the  contrary,  most 
of  them  belong  to  the  nature  of  childhood  and 
help  to  develop  a normal  mentality.  Of  course, 
the  child  is  born  with  assets  and  liabilities  which 
make  his  situation  easier  or  harder  from  the  start, 
as  the  case  may  be.  But  his  difficulties  arise  and 
increase  soon  after  his  contact  with  the  world 
into  which  he  arrives  and  to  which  he  must  re- 
act— and  by  this  is  meant  not  only  his  family  and 
human  society,  but  his  entire  environment,  ani- 
mate and  inanimate,  close  and  distant.  This 
position  is  normal  and  even  most  salutary  in  the 
overwhelming  majority  of  cases. 

Troubles  must  be  either  of  considerable  magni- 
tude, frequently  repeated,  or,  if  apparently  in- 


visible or  insignificant,  must  make  a deep  impres- 
sion in  order  to  lead  to  diseases  of  the  mind. 
Many  resist  or  overcome  even  such  hardships. 
After  all,  the  same  processes  take  place  in  all  func- 
tions, physical  as  well  as  mental.  As  a whole,  man 
is  capable  of  enduring  a bad  trauma  or  a seemingly 
irresistible  sickness,  but  life  may  be  instantly  de- 
stroyed through  an  injury  in  a vital  place,  or  he 
may  die  after  a brief  illness.  One  may  go  through 
extraordinary  mental  anguish  and  come  out  of  it 
with  flying  colors,  only  to  succumb  mentally  in 
one  moment  of  extreme  strain.  Both  the  mind 
and  the  body  are  powerful  and  vulnerable,  weak 
and  strong  at  the  same  time.  They  have  their 
defenses  and  their  weapons.  Their  adaptation 
seems  malleable,  their  efficiency  sometimes  infi- 
nitely perfect,  but  often  they  are  both  woefully 
limited. 

It  is  difficult  to  know  what  would  be  a proper 
home  for  a child.  A family  which  crushes  one 
child  may  sometimes  provide  an  acceptable  or 
even  a happy  environment  for  another.  Often 
the  atmosphere  in  the  house  is  fashioned  by  one 
openly  or  invisibly  leading  individual,  or  the 
harmful  influence  may  be  attributed  to  the  off- 
spring itself. 

It  is  certainly  a mistake  to  blame  the  parents  or 
the  grownups  for  all  the  evils  that  the  child  en- 
counters. Mother  and  father  are  not  the  only 
persons  doing  the  upbringing.  Indeed,  the  share 
of  surrounding  life  is  much  greater,  although  it  is 
impossible  to  foresee  which  of  the  ambient  factors 
and  how  much  of  them  the  young  will  absorb. 
On  the  other  hand,  the  family  cannot  be  entirely 
absolved.  It  is  correctly  recognized  that  many 
cases  of  adult  mental  trouble  have  their  roots  in 
the  child’s  home,  but  the  behavior  of  the  family 
constellation  depends  in  turn  upon  its  social 
milieu — which  is  almost  an  axiom. 

The  average  parents  adopt  the  attitude  of  cre- 
ators and,  therefore,  of  possessors  with  the  idea 
that  the  child  owes  them  everything.  It  does 
not  occur  to  them  that  in  the  scheme  of  things 
they  are  nothing  but  tools  and  that  the  proper 
approach  to  the  problem  is  one  of  deep  humility. 
Of  course,  love  should  be  the  guiding  sentiment, 
but  love  is  constantly  misunderstood  and  misin- 
terpreted, and  often  actual  hate  puts  on  the  mask 
of  love,  causing  the  most  ghastly  tragedies. 

Here,  of  course,  I shall  give  but  elementary 
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examples  of  the  lighter  results  of  the  parent-child 
conflicts,  those  which  do  not  blight  the  mind 
completely,  although  they  cast  an  inexorable 
shadow  over  an  entire  life. 

Case  Reports 

Case  1. — A nine-year-old  boy,  until  then  as  happy 
as  any  other  youngster  of  that  age  and  mentally 
normal,  fell  and  sustained  an  incomplete  fracture 
near  the  left  elbow.  He  was  treated  by  a surgeon 
but  a slight  ankylotic  flexion  remained,  although 
functionally  he  was  as  good  as  cured.  However,  the 
mother,  feeling  guilty  for  having  given  him  too  much 
freedom,  began  to  be  extremely  severe  with  him. 
The  father,  while  concerned,  paid  but  little  atten- 
tion to  the  child  or  delegated  the  upbringing  to  his 
wife.  Play  was  greatly  restricted,  even  after  the 
boy  felt  well.  The  inevitable  hostility  to  the  mother 
followed,  and  it  was  natural  that  he  should  dislike 
everything  that  she  wanted  him  to  do.  The  more 
she  insisted  on  something,  the  more  he  despised  it. 

Therefore,  as  much  as  he  had  been  ambitious  in 
his  school  work,  he  gradually  started  to  detest  it. 
He  played  hooky.  As  soon  as  he  entered  adoles- 
cence, he  became  an  habitue  of  the  poolroom,  and 
all  his  friends  were  recruited  from  that  circle.  In 
order  to  avoid  his  mother’s  nagging,  he  spent  but 
little  time  at  home.  Nor  did  he  care  to  do  anything 
for  the  purpose  of  earning  a living,  because  he  sub- 
consciously felt  that  this  would  satisfy  her.  At  one 
time  he  planned  to  go  away,  to  travel  or  tramp,  to  be 
on  his  own,  and  to  “make  good.”  But  as  soon  as  he 
learned  that  this  was  the  very  thing  she  expected 
him  to  do,  he  changed  his  mind. 

He  not  only  misbehaved,  he  was  also  mentally  ill . 
When  tired  of  his  companions,  as  he  confessed  to  a 
psychiatrist,  his  life  was  empty,  and  he  flirted  with 
suicide.  Then  the  mother  was  called  to  the  doctor’s 
office,  and  her  part  in  the  boy’s  wretchedness  was 
revealed  to  her.  She  tried  to  repair  the  damage,  but 
it  was  too  late. 

In  the  end  Uncle  Sam  solved  the  problem,  at  least 
temporarily,  by  accepting  the  young  man  into  the 
Army,  despite  his  defect.  But  although  years  have 
passed,  he  is  still  unadjusted  to  life.  He  is  single, 
after  having  been  married  three  times,  and  mentally 
depressed. 

Case  2. — As  stated  above,  active  contrariety  or  a 
milder  form  of  opposition  to  the  parents’  desires  is 
bound  to  occur  each  time  the  child  is  mistreated,  of- 
fended, or  humiliated.  In  a house  where  the  father, 
a stern  Catholic  lawyer,  was  able  to  persuade  three 
of  his  sons  to  choose  the  same  career,  he  utterly 
failed  with  the  fourth.  This  youngest  member  of 
the  family,  who  had  a mind  of  his  own  in  all  re- 
spects, which  would  have  been  regarded  as  a good 
quality  elsewhere,  was  persecuted  for  his  originality 
and  daring.  He  was  insulted  and  punished,  not  only 
by  the  parents,  but  by  the  siblings  as  well. 

As  soon  as  he  was  old  enough  to  leave,  he  stopped 
going  to  church  and  declared  himself  an  unbeliever. 
However,  he  could  not  ignore  the  old  religious  sway 
which  was  too  deeply  imbedded  in  his  mind,  and 


no  sooner  did  he  secretly  and  shamefacedly  drop  into 
a church  than  he  was  reminded  of  his  father  with 
whom  that  side  of  his  life  was  painfully  connected. 
Then  he  would  stay  away  from  religion  and  prayer 
again  for  months.  This  internal  struggle  between 
doubt  and  faith  returned  repeatedly  and  led  to  men- 
tal confusion. 

When  his  psychiatrist  advised  him  not  to  resist 
his  real  feelings  and  to  join  the  church  frankly,  how- 
ever, the  patient  broke  down  worse  than  before.  He 
could  never  reconcile  himself  with  this  idea,  and  he 
developed  a chronic,  fortunately  mild,  psychosis 
with  which  he  lived  for  the  rest  of  his  forty  jrears. 

Case  3. — One  girl  was  driven  to  the  very  thing 
from  which  both  her  parents  wanted  to  save  her, 
prostitution.  In  this  case,  too,  life  was  so  unbear- 
able at  home  that  freedom  was  misinterpreted  and 
license  substituted  for  it.  As  she  was  later  repu- 
diated by  the  family  and  misled  by  professional 
white-slavers,  she  drifted  more  and  more  away  from 
the  ordinary  conduct  of  a person  of  her  social  status. 
Since  she  knew  nothing  about  working  for  a living, 
selling  her  body  became  an  economic  necessity. 

This  was  the  background  for  another  problem, 
that  of  her  much  younger  sister,  whose  fate  was 
even  more  bitter.  The  parents,  exasperated  by  the 
condition  of  their  older  daughter  and  not  suspecting 
their  own  guilt,  resolved  that  “one  rotten  child  in  a 
family,”  as  they  put  it,  “is  enough.”  They  were 
even  more  rabid  with  the  sister  of  the  culprit.  She 
was  forbidden  to  play  with  anyone  or  to  go  out  of 
her  room  except  during  school  hours.  Supervision 
never  ceased.  Rarely  a day  passed  without  a flog- 
ging. Nothing  that  she  ever  did  was  good.  She 
always  wore  black. 

The  effect  of  this  treatment  was  diametrically  op- 
posed to  that  in  the  case  of  her  sister.  The  younger 
child’s  reaction  was  absolute  submission.  Whatever 
will  she  had,  was  broken,  killed.  She  accepted 
anything  without  protest.  She  knew  no  other  re- 
lationship between  parents  and  children,  and  she 
thought  that  all  the  other  school  pupils  suffered  in 
the  same  manner  at  home. 

In  spite  of  this  life,  when  seen  years  later,  she  was 
physically  well-developed  and  pleasant  looking. 
Both  her  parents  were  dead  long  since.  She  had  no 
friends  or  known  relatives.  A small  income  helped 
her  to  live  without  an  occupation.  But  what  an 
existence!  Forever  isolated,  depressed,  and  afraid 
of  sinning.  Life  was  seen  from  an  unreal  angle. 
Men  had  proposed  to  her,  but  she  was  conditioned 
against  them. 

Although  she  had  lost  her  sister’s  tracks,  the  lat- 
ter’s ghost  pursued  her.  And  it  was  to  be  wondered 
at  which  of  the  two  of  them  was  the  most  unhappy. 

She  was  advised  to  work,  to  find  a job,  which  she 
finally  did,  but  her  inability  to  live  with  people,  her 
sullenness  never  left  her.  Officially  she  was  not  ill; 
her  case  belonged  perhaps  to  the  class  of  persons  with 
psychotic  personalities.  However,  she  was  crippled 
and  unprepared  to  cope  with  the  world. 

Case  4 ■ — The  father  of  two  boys  died  young  and 
left  to  the  mother  the  task  of  bringing  them  up  as 
well  as  the  money  with  which  to  do  it.  She  had 
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loved  her  husband  very  much,  and  now  she  trans- 
ferred that  affection  to  her  sons.  She  had  been  a 
I leading  member  of  a women's  club  and  was  otherwise 
socially  active.  Now,  however,  she  resigned  from 
all  her  positions  to  concentrate  not  only  on  her 
motherhood,  but  also  on  her  assumed  duties  of  a 
fatherhood.  She  was  conscientious  and  meant  to 
I fulfill  these  obligations  thoroughly.  Indeed,  she  did 
it  too  scrupulously.  She  almost  literally  “wrapped 
herself  up”  in  the  boys. 

Living  until  then  a sort  of  semineglectful,  happy- 
I go-lucky,  but  far  from  detrimental  life,  they  were 
remarkable  for  their  originality,  resourcefulness,  and 
playfulness.  With  the  new  order  these  qualities 
jsoon  vanished.  They  did  nothing  that  mother  had 
not  designed  for  them.  As  they  began  to  ask  them- 
: selves  more  often  whether  she  would  approve  this  or 
j that,  their  personalities  became  less  and  less  definite 
and  more  and  more  tarnished.  Their  beautiful 
i childish  dreaminess  was  extinguished.  Even  their 
intelligence  which  had  been  keen  was  weakened.  It  is 
well  known  that  that  can  happen  under  certain  cir- 
, cumstances.  She  was  bright,  and  she  monopolized 
i,  all  thought,  giving  them  no  opportunity  to  think  for 
i themselves. 

To  be  sure,  she  was  never  rough  with  them.  She 
i impaired  their  minds  and  willpower  with  kindness. 

| She  certainly  could  not  say  with  Cornelia,  “Here  are 
j1  my  jewels.”  Had  she  known  the  ill  effect  of  this  up- 
bringing, she  would  have  had  to  announce,  “This  is 
my  destructive  handiwork.” 

Obeying  mother,  each  one  received  a diploma,  but 
their  work  was  poor  and  undistinguished,  and  their 
knowledge  evaporated  immediately  after  examina- 
tions. 

Both  married,  or  rather  mother  married  them 
off,  but  after  short  experiences  she  found  the  wives 
disappointing,  and  divorces  ensued.  This  brought 
the  sons  back  to  her  and  under  her  tutelage — to  be 
exact,  under  her  ownership. 

They  are  almost  old  men  now,  but  they  are  still 
devoid  of  families,  and  their  lives  are  dull  and  un- 
happy. 

Case  5. — In  one  case  it  was  the  widowed  father 
who  was  afraid  of  his  responsibility  and  always 
asked  the  doctor  for  advice  or  for  confirmation  of 
his  own  opinions  regarding  his  little  girl.  There 
was  a female  caretaker,  but  she  had  orders  not  to 
permit  the  child  anything  that  had  not  been  al- 
lowed by  the  family  physician.  And,  of  course,  the 
girl  was  growing  up  without  the  ordinary  cleverness 
through  trial  and  error  that  active  children  acquire. 

Once,  on  a splendid  snowy  day,  envying  the 
other  youngsters’  boisterousness,  she  asked  for  a 
sleigh.  The  doctor  agreed.  But  an  accident  had 
to  happen  to  her,  and  considering  her  inexperience 
in  unusual  circumstances,  perhaps  it  was  not  a sim- 
ple coincidence.  She  coasted  and  fell  against  a tree 
which  caused  an  injury  and  later  a limp.  That  the 
physician  was  foolishly  accused  for  that  mishap  is 
understandable,  but  from  then  on  even  those  things 
which  she  was  easily  able  to  do  were  removed  from 
the  program.  She  carried  into  adult  life  a hatred 
j for  the  father,  a constant  moodiness,  and  a malad- 
justment bordering  on  a psychosis. 


Case  6. — A mother  whose  young  son,  after  the 
age  of  seven,  regularly  refused  to  eat  breakfast  and 
hated  meats,  although  he  had  a good  appetite  for 
other  foods,  was  forced  to  eat  the  very  things  he  did 
not  want.  He  had  been  happy  and  physically  nor- 
mal. But  under  the  new  rules  he  began  to  cheat  in 
food  matters,  to  eat  very  slowly — a sort  of  “ca- 
canny”  strike — to  vomit  or  rather  purposely  to  re- 
gurgitate frequently,  and  to  lose  weight.  Evi- 
dently, this  was  his  unconscious,  and  perhaps  partly 
conscious,  resistance  and  revenge  against  his 
mother.  His  tendency  to  throw  up  continued  far 
into  adulthood,  and  his  digestion  in  general  went  out 
of  balance  at  the  slightest  provocation.  What 
was  worse,  however,  was  his  incurable  irritability 
which  made  all  those  around  him  miserable,  includ- 
ing himself. 

Case  7. — The  success  of  child  prodigy  musicians 
and  the  mistreatment  of  one  great  composer  in  his 
childhood  by  his  father  have  been  responsible  for 
the  suffering  of  thousands  of  fine  children  who  loved 
the  outdoors  and  had  no  talent  for  any  art.  The 
tremendously  elevated  but  one-sided,  brainy,  edu- 
cation of  John  Stuart  Mill  has  tempted  others,  here 
and  there,  to  imitate  his  father’s  perfectionism. 
One  well-known  American  professor  succeeded  in 
making  a mathematician  of  his  son  at  the  early  age 
of  ten  or  so,  but  this  artificial  stuffing  ended  woefully 
for  the  boy.  However,  notwithstanding  such 
warnings,  some  sadistic  intellectuals  whom  this 
writer  knew,  also  tried  their  hands  at  hatching  the 
egg  too  early— and  failed.  The  stricter  they  were, 
the  more  unhappiness  they  created.  The  higher  the 
pinnacle  they  attained,  the  more  painful  the  fall  and 
the  deeper  the  failure. 

One  boy  was  encouraged,  nay  incited,  by  his 
proud  parents  to  be  the  best  in  school.  He  re- 
sponded beautifully;  this  was  his  undoing.  But  he 
was  pushed  on  and  on  until  he  gave  up  all  the  boyish 
pleasures  and  did  nothing  but  study.  The  parents 
thought  they  were  sacrificing  themselves  for  him  and 
would  have  never  admitted  their  own  egotism.  When 
he  was  praised,  they  appropriated  a good  deal  of  the 
honor  for  themselves.  But  his  scholastic  achieve- 
ments produced  a seriousness  not  in  keeping  with 
his  age.  Like  a draft  animal  with  blinders  he  looked 
in  one  direction  only  and  saw  nothing  else  of  life. 

His  rejection  of  play  was  regarded  as  the  con- 
duct of  a “real  genius.”  He  did  all  he  could  to  live 
up  to  his  reputation.  In  reality  he  chafed  under  it, 
because  within  himself  he  felt  like  behaving  as  his — 
now  distant — comrades  did. 

When  he  finally  revolted  against  his  unnatural 
life,  his  rebellion  took  on  an  exceptional  form:  He 
ran  away  from  home,  stole  a small  motor  boat — ap- 
parently a favorite  crime  among  adventurous  boys — 
and,  in  his  ignorance  of  how  to  navigate  it,  smashed 
it  badly.  This  was  a matter  for  the  police.  His 
father,  to  avoid  a public  scandal,  paid  a high  sum  as 
damage  and  incidentally  discovered  to  his  sorrow 
that  the  boy  was  not  so  smart  as  he  was  thought  to 
be:  His  intention,  indeed,  was  to  go  to  Europe,  in 
wartime  on  submarine  infested  seas,  with  the  tiny 
vessel. 

After  this  escapade  the  young  man  fell  into  drink- 
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ing  and  gambling  habits  and  never  returned  to  his 
studies  or  to  mental  normality. 

Case  8. — In  each  family  there  is  room  for  only  one 
domineering  person.  If  the  others  submit,  the  situ- 
ation is  well  in  hand.  Whenever  two  individuals 
are  inclined  to  lead  and  none  makes  any  concession, 
harmony  is  disturbed.  But,  contrary  to  expecta- 
tions, one  does  not  need  to  be  superior  in  order  to 
dominate. 

One  woman  was  the  typical  superclean  housewife, 
the  eternal  drudge.  Although  inferior  in  all  other 
respects  to  the  rest  of  the  household,  she  terrorized 
the  family,  and  no  one  dared  to  contradict  her. 
Often  her  strength  consisted  of  her  weakness:  Her 
tears  were  her  weapons.  Her  best  argument  was 
that  she  “worked  so  hard” — a work  which  everybody 
could  do  without. 

She  was  the  watchdog  against  any  intrusion  into 
the  sacrosanct  parlor  reserved  for  guests  only.  The 


other  rooms  had  to  be  respected  because  they  had 
“just  been  cleaned.”  No  books,  magazines,  or  pa- 
pers could  be  left  in  the  “wrong  places.”  Chairs  had 
to  stay  where  put;  shoes  were  better  left  in  the 
foyer.  Eating  was  relegated  to  the  kitchen,  and 
even  there  one  had  to  be  extremely  careful.  She 
enjoyed  no  relaxation  herself;  she  was  chained  to 
the  house. 

The  son  could  bring  no  friends  home.  That 
might  upset  the  furniture.  Nor  was  noise  tolerated. 
So  at  the  age  of  ten,  when  he  discovered  other,  more 
tolerant  homes,  he  began  to  go  there,  which,  of 
course,  annoyed  the  mother  and  gave  rise  to  endless 
quarrels  which,  in  turn,  were  the  sources  of  mental 
disturbances,  especially  for  the  boy. 

Perhaps  he  had  a schizoid  trend  congenitally. 
If  so,  it  became  accentuated,  and,  although  not  de- 
veloped into  a steady  illness,  it  broke  out  into  spells 
at  certain  intervals. 
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ORDERLY  CHANGE  THROUGH  BLUE  CROSS 

In  an  address  May  9,  1951,  before  the  Greater 
New  York  Hospital  Association,  Mr.  Charles 
Garside,  president  of  the  Associated  Hospital  Serv- 
ice of  New  York,  pointed  out  that  “we  must  be 
aware  of  the  danger  in  pressures  for  immediate  re- 
sults.” 

“Consequential  progress  comes  slowly.  The  com- 
prehensive program  for  medical  care  which  we 
must  have  in  this  country  will  not  come  overnight  by 
fiat  or  arbitrary  action.  Many  centuries  have 
passed  rsince  the  world  first  heard  of  the  Ten  Com- 
mandments and  the  Sermon  on  the  Mount.  These 
are  the  greatest  of  laws,  and  yet  how  slowly  we 
embrace  them. 

“Our  great  sister  nation  across  the  sea  was  re- 
quired to  adopt  a vast  program  of  government 
medicine  because  it  had  neglected  to  develop  a 
comprehensive  voluntary  one.  The  recent  resigna- 
tion of  Mr.  Bevan  from  the  British  Cabinet  brings 
into  focus  the  difficulties  being  encountered  in  the 
British  National  Health  Plan.  As  the  New  York 
Herald  Tribune  reminded  us  in  a recent  editorial,  it 
is  ironic  that  the  crisis  should  arise  because  of  eye- 


glasses and  false  teeth.  It  should  be  obvious  to  all 
that  the  disproportionate  requirements  for  false 
teeth  result  from  the  bad  diet  and  inadequate  medi- 
cal care  which  more  than  two  thirds  of  the  British 
people  have  had  for  many  years.  Likewise  the  dis- 
proportionate requirements  for  spectacles  empha- 
sizes the  failure  of  the  British  to  look  after  the  eyes 
of  their  children  while  in  school.  They  are  paying  a 
tragic  price  for  their  neglect,  and  it  should  be  a 
lesson  to  us. 

“Just  as  Britain  by  a cartel  system  severely  re- 
stricted the  production  of  goods  and  the  develop- 
ment of  enterprise  she  likewise  restricted  medical 
care  to  the  few.  We  must  follow  the  American 
pattern  of  more  and  better  goods  for  more  and  more 
people  and  in  following  it  provide  more  and  better 
medical  care  for  more  and  more  people.  There  is 
no  comfort  for  the  British  people  in  their  national 
health  plan.  But  by  the  same  token  we  should  take 
no  comfort  from  it.  We  should  resolve  here  and 
now  that  it  shall  not  happen  here  and  use  our  volun- 
tary cooperative  democratic  procedures  to  see  to  it 
that  it  cannot  happen  here.” 


Case  Reports 


PRIMARY  OVARIAN  PREGNANCY  WITH  ATTACHMENT  TO 
BROAD  LIGAMENT 


Hiram  S.  Yellen,  M.D.,  F.A.C.S.,  and  Ralph  Heery,  M.D.,  Buffalo,  New  York 


( From  the  Department  of  Obstetrics  and  Gynecology,  Buffalo  General  Hospital ) 


' TT  IS  now  generally  accepted  that  most  abdominal 
| pregnancies  are  secondary,  resulting  from  a rup- 
tured  tubal  pregnancy  or  a partial  tubal  abortion.1 
An  ovarian  pregnancy  is  one  of  the  rarest  forms  of 
j |j  ectopic  pregnancy,  only  a primary  abdominal  preg- 
, nancy  being  encountered  less  frequently.2  We  have 
I i|  recently  observed  a case  of  primary  ovarian  preg- 
i nancy  which  attached  itself  to  the  posterior  surface 
of  the  right  broad  ligament.  It  is  the  first  case  of 
i its  kind  in  this  hospital. 

Case  Report 

Mrs.  M.  F.,  a thirty-five-year-old,  white  house- 
1 wife,  gave  a history  of  one  previous  pregnancy  which 
V had  terminated  normally  five  years  ago.  Eight 
I months  prior  to  admission,  she  had  a left  salpingec- 
tomy and  partial  resection  of  the  left  ovary  for  a 

(simple  ovarian  cystoma. 

On  admission  to  the  hospital  March  3,  1949,  she 
stated  that  her  last  menstrual  period  had  been 
January  19,  1949,  and  that  on  February  27,  after 
lifting  her  child,  she  had  noted  severe  pain  in  the 
( suprapubic  region.  She  reported  no  cramplike  pain. 
Since  bed  rest  had  relieved  the  pain  aggravated  by 
standing,  she  had  remained  in  bed  much  of  the  time 
before  her  admission.  She  had  assumed  she  was 
1 pregnant  because  of  amenorrhea  and  morning  sick- 
' ness.  However,  a short  time  before  admission  she 
was  seen  by  a physician  who  referred  her  to  the  hos- 
pital with  a diagnosis  of  ectopic  pregnancy. 

Physical  examination  revealed  a well-nourished 
but  pale,  white  female.  The  blood  pressure  was 
i 130/80,  and  the  pulse  rate  was  92.  The  upper 
extremities,  neck,  chest,  and  heart  were  normal. 

; Fluid  could  be  expressed  from  the  nipples,  but  her 
breasts  were  not  tender.  The  abdomen  was  slightly 
distended,  but  no  fluid  wave  was  noted.  The  recti 
muscles  were  spastic,  and  rebound  tenderness  was 
referred  to  the  right  lower  quadrant.  Peristalsis 
i was  hypoactive.  Pelvic  examination  revealed  nor- 
mal external  genitalia,  pain  with  movement  of  the 
cervix,  and  tenderness  of  both  adnexa,  with  a nor- 
mal sized  uterus  in  normal  anteflexed  position. 

The  admission  diagnosis  seemed  confirmed,  and 
the  patient  was  taken  to  the  operating  room  about 
forty-five  minutes  after  entering  the  hospital. 
Under  Sodium  Pentothal-nitrous  oxide  anesthesia 
and  curare,  with  a blood  transfusion  running,  the 
abdomen  was  opened  through  a transverse  incision. 
The  peritoneal  cavity  was  found  to  contain  a large 
amount  of  blood.  The  right  tube  and  ovary  ap- 


peared normal.  Upon  inspection  of  the  pelvis,  a 
rough  bleeding  area  was  noted  on  the  posterior  sur- 
face of  the  right  broad  ligament,  evidently  the  site  of 
implantation.  This  area  was  repaired  with  diffi- 
culty, and  in  so  doing  the  blood  supply  of  the  right 
ovary  was  so  impaired  that  it  was  removed  along 
with  the  right  tube.  Before  the  peritoneum  was 
closed,  the  left  adnexa  was  examined.  Part  of  the 
left  ovary  was  noted,  but  the  left  tube  had  been  re- 
moved. While  inspecting  the  pelvis,  a small  fetus 
was  found  unattached  in  the  cul-de-sac  and  was  re- 
moved. The  patient  was  returned  to  her  room  in 
good  condition.  She  was  given  a total  of  2,000  cc.  of 
blood  and  antibiotics.  After  transfusions,  her  red! 
blood  count  was  4,000,000,  hemoglobin  13.6  Gm., 
and  white  blood  count  10,000.  The  blood  glucose 
was  120  mg.  per  cent,  and  the  blood  urea  was  12  mg. 
per  cent.  Her  hospital  course  was  uneventful,  and 
she  was  discharged  on  the  ninth  postoperative  day. 

Pathologic  Report. — The  tissues  received  included 
a tube,  an  ovary,  and  an  embryo.  The  tube  meas- 
ured 6 cm.  in  length.  The  fimbriated  end  was  open, 
and  the  wall  was  edematous.  A pea-sized  hydatid 
cyst  was  attached  to  the  fimbria.  The  ovary 
measured  5.5  by  3 by  2.5  cm.  There  were  extensive 
recent  hemorrhages  in  the  epi-oophoron.  On  sec- 
tion, two  corpora  lutea  were  found,  one  measuring 
1.4  cm.,  the  other  about  1 cm.  in  length.  The 
embryo  measured  exactly  3 cm.  in  length. 

On  microscopic  examination  of  the  ovary,  a corpus 
luteum  was  found  which  showed  slight  fibrous 
organization  of  the  central  hematoma  and  distinct 
cyst  formation.  In  other  parts  of  the  ovary,  several 
follicle  cysts  and  recent  interstitial  hemorrhages 
were  found.  Another  section  through  the  ovary, 
very  close  to  the  former,  showed  a second  corpus 
luteum  with  more  pronounced  hemorrhages  and 
slightly  more  advanced  organization  in  the  center. 
In  addition,  there  was  an  old  corpus  hemorrhagic 
cyst.  On  the  surface  of  the  ovary,  there  were  a few 
slightly  nodular  protrusions  consisting  of  decidual 
tissue  infiltrated  by  a very  few  leukocytes.  Nearby, 
attached  to  the  surface,  were  found  several  some- 
what hyalinized,  fibrinous,  bandlike  structures, 
partly  organized,  but  no  preserved  chorionic  villi 
were  seen.  Small  parts  of  an  organized  tissue  were 
noted  which  contained  newly  formed  capillaries.  In 
addition,  there  was  distinct  decidual  reaction  in  the 
wall  of  an  ovarian  cyst  which  was  lined  with  well- 
preserved  cuboidal  epithelium.  The  cyst  was  near 
the  ovarian  surface.  Very  marked  decidual  re- 
action and  extensive  hemorrhages  were  also  seen 
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within  the  paraovarian  tissue.  This  reaction  was 
noticeable  within  the  walls  of  the  small  paraovarian 
cysts  but  especially  prominent  in  the  surrounding 
hemorrhagic  paraovarian  tissue  along  with  some 
leukocytic  infiltration. 

Sections  taken  through  the  embryo  showed  fairly 
well-preserved  early  embryonal  structures. 

The  tube  showed  edema  and  very  recent  reactive 
inflammation  in  the  wall  with  numerous  leukocytes 
in  the  outer  layers.  The  inflammatory  reaction 
within  the  endosalpinx  was  less  marked.  There  was 
slight  distention  of  the  lumen.  Sections  taken 
through  the  ampulla  of  the  tube  and  fimbria  showed 
recent  inflammatory  changes  of  the  entire  mucosa 
and  edematous  stalks  of  the  fimbria. 

Comment 

Ectopic  pregnancy  occurs  about  one  in  every  300 
pregnancies,  and  the  majority  of  ectopics  are  found 


in  the  tube.  Ovarian  pregnancy  is  rarely  seen, 
although  it  occurs  more  frequently  than  a true 
abdominal  pregnancy. 

While  it  does  not  fulfill  all  requirements  as  set 
down  by  Spiegelberg,  this  case  seems  to  be  an  ex- 
ample of  primary  ovarian  pregnancy  with  attach- 
ment to  the  posterior  surface  of  the  right  broad  liga- 
ment.3 


The  authors  are  grateful  to  Dr.  Kornel  Terplan,  professor 
of  pathology.  University  of  Buffalo,  for  interpreting  the 
pathology  of  this  case. 
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VIRUS  HEPATITIS  COMPLICATING  SICKLE  CELL  ANEMIA 

Harold  Bedell,  M.D.,  Samuel  S.  Paley,  M.D.,  F.A.C.P.,  and  Frank  G.  Evans,  M.D., 
New  York  City 

( From  the  Medical  Service  of  the  Harlem  Hospital) 


'"PHE  medical  literature  contains  very  scant 
reference  to  the  concurrence  of  sickle  cell 
anemia  and  viral  hepatitis.  Since  the  symptoms  of 
viral  hepatitis  may  resemble  those  of  sickle  cell 
anemia  during  hemolytic  crisis,  it  is  of  primary 
importance  that  this  association  be  recognized. 
Because  viral  hepatitis  (homologous  serum  hepati- 
tis) is  frequently  transmitted  by  contaminated 
syringes  and  needles  or  through  blood  transfusions 
and  because  these  are  prominent  in  the  therapy  of 
sickle  cell  anemia  crisis,  the  opportunity  for  co- 
existence of  the  two  conditions  is  great.1-8  The 
following  four  cases  are  reported  as  examples  of  such 
coexistence. 

Case  Reports 

Case  I. — C.  M.  a fifteen-year-old  Negro  female, 
was  admitted  on  July  12,  1947,  complaining  of 
vomiting  and  jaundice  of  four  days  duration. 
Physical  examination  revealed  icteric  sclerae,  soft 
systolic  murmur  over  the  apical  region,  slightly  pal- 
pable fiver,  and  an  enlarged  spleen.  She  also  had  a 
chronic  osteomyelitis  of  the  right  humerus.  Labora- 
tory data  on  July  14  were  as  follows:  Urine  reveals 
urobilinogen  1 : 20  dilution  and  bile  positive.  Blood 
chemistry  shows  an  icterus  of  125  units,  thymol  tur- 
bidity 18  units,  bilirubin  35  mg.  per  cent,  cephalin 
flocculation  4 plus  (twenty-four  hours),  van  den 
Bergh  direct  index,  and  total  protein  7.44  Gm.  per 
cent.  Blood  count  is  hemoglobin  70  per  cent,  red 
cell  count  3,200,000,  white  cell  count  10,700,  plat- 
lets  340,000,  and  blood  smear  shows  evidence  of 
active  sickling. 

On  July  21,  the  sclerae  were  still  icteric,  and  the 
spleen  was  enlarged.  On  August  4,  the  icterus  index 


measured  24  units,  thymol  turbidity  5 units,  bili- 
rubin 3 mg.  per  cent,  and  cephalin  flocculation  4 plus 
(twenty-four  hours).  By  August  8,  the  patient  was 
still  jaundiced,  and  she  was  discharged  from  the 
hospital  August  13,  1947. 

Case  2. — P.  D.,  a forty-two-year-old  Negro  male, 
had  a past  history  of  several  admissions  to  Syden- 
ham Hospital  as  follows:  The  first  admission  was 
on  April  1, 1940,  for  a period  of  five  weeks.  Splenec- 
tomy was  performed  during  the  second  admission  on 
March  4,  1941,  and  the  pathologic  report  revealed 
evidence  of  sickle  cell  anemia.  His  third  admis- 
sion on  December  23,  1942,  was  for  sickle  cell  crisis 
and  possible  rheumatic  heart  disease.  The  chest 
plate  and  electrocardiogram  were  negative.  In 
1948,  he  was  admitted  to  Harlem  Hospital  for 
pneumonia.  On  March  14,  1949,  he  was  admitted  a 
second  time  to  Harlem  Hospital.  During  the  inter- 
val, a 500-cc.  blood  transfusion  was  given.  X-ray 
of  the  chest  revealed  a left  ventricular  enlargement 
and  scattered  infiltration  in  the  right  and  left  lung 
fields.  Laboratory  data  revealed  icterus  index  5 
units,  cephalin  flocculation  test  negative,  and  sick- 
ling noted  on  red  blood  cell  smear. 

He  was  admitted  on  July  4,  1949,  with  a three- 
week  history  of  anorexia,  vomiting,  intolerance  to 
fatty  foods,  jaundice,  and  very  light  stools.  Ex- 
amination revealed  icteric  sclerae.  Laboratory  data 
on  July  4 revealed  an  icterus  index  of  50  units  and 
van  den  Bergh  direct  index.  On  July  6,  the  blood 
chemistries  measured  total  protein  7.9  Gm.  per  cent, 
alkaline  phosphatase  11.2  Bodansky  units,  icterus 
index  200  units,  cephalin  flocculation  4 plus  (twenty- 
four  hours),  van  den  Bergh  direct  index.  Urine 
was  bile  negative  and  positive  for  urobilinogen. 
Hematology  on  July  4 revealed  hemoglobin  10.5 
Gm.,  red  cell  count  2,880,000,  and  white  cell  count 
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5,600.  Red  blood  cell  preparation  showed  evidence 
of  sickling.  The  patient  was  discharged  on  July  26, 

1949. 

Comment. — The  viral  hepatitis  may  have  been 
transmitted  by  the  500-cc.  blood  transfusion  given 
i March  14,  1949.  However,  any  of  the  subcutane- 
ous inoculations  during  this  hospitalization  may 
have  been  the  cause. 

Case  3. — A.  W.,  a twenty-two-year-old  Negro 
female,  was  admitted  with  the  following  past  his- 
tory. The  patient  was  hospitalized  at  Rockefeller 
Institute  at  one  year  of  age.  Her  mother  was  in- 
formed that  the  patient  had  rheumatic  fever  and 
an  enlarged  spleen.  For  the  following  eight  years, 
she  had  repeated  attacks  of  pain,  swelling,  and 
limited  motion  of  the  joints  associated  with  a fever. 
She  was  frequently  hospitalized  at  the  Rockefeller 
! Institute.  From  the  age  of  ten  years  her  chief 
symptoms  were  febrile  episodes  associated  with 
limited  joint  motion.  She  had  a total  of  four 
attacks  of  pneumonia  during  childhood,  occurring  in 
1 1948.  During  1947  and  1948,  she  was  treated  by 
her  private  physician  for  severe  rheumatic  pain  and 
high  fever, which  responded  to  salicylates  and  codeine, 
j Recently,  in  making  a blood  smear  at  school,  she 
noticed  evidence  of  sickle-shaped  red  cells  in  her 
blood. 

The  patient  was  admitted  April  7,  1949,  to  Har- 
lem Hospital  with  the  chief  complaint  of  jaundice 
and  aching  throughout  the  body.  Seven  days  pre- 
viously, she  complained  of  drowsiness,  aching,  nau- 
sea, and  vomiting.  Four  days  prior  to  admission, 
she  was  visited  by  her  physician  on  two  consecutive 
days  and  received  300,000  units  of  penicillin  daily. 
Physical  examination  at  the  time  revealed  an 
icteric  sclerae,  enlarged  heart,  first  sound  rough  and 
split  with  the  character  of  a systolic  murmur. 
There  was  tenderness  in  the  right  upper  quadrant, 
but  the  liver  was  not  palpable.  Laboratory  data  on 
April  8 showed  creatinine  2 mg.  per  cent,  urea 
nitrogen  60  mg.  per  cent,  icterus  index  125  units, 
van  den  Bergh  direct  index,  blood  cholesterol  130 
mg.  per  cent,  and  cephalin  flocculation  negative 
(twenty-four  hours).  The  blood  count  was  hemo- 
globin 8.5  Gm.,  red  cell  count  2,300,000,  white  cell 
count  18,000.  Sickle  cell  preparation  revealed  30 
per  cent  sickling  of  red  blood  cells.  On  April  9, 
elevated  temperature  of  104  F.,  gallop  rhythm,  tense 
abdomen,  and  a markedly  enlarged  liver  were  noted. 
On  April  10,  the  patient  expired. 

Comment. — This  was  a case  of  frequent  hospitaliza- 
tion in  early  life  during  which  sickle  cell  anemia  was 
not  disclosed  until  patient  examined  her  own  blood 
smears  as  a student.  The  frequent  bouts  of  joint 
pains  and  pneumonia  attacks  may  have  been  second- 
ary to  thrombi.  In  view  of  her  frequent  illness, 
the  hepatitis  may  have  been  transmitted  by  some 
parenteral  procedure  several  months  earlier.  Evi- 
dence of  severe  jaundice,  rapid  enlargement  of  the 
liver,  icteric  index  of  125  units,  dark  urine,  and  ele- 
vated temperature  are  suggestive  of  viral  hepatitis. 
Her  expiration  within  several  days  was  proof  of  the 
fulminating  character. 

Case  4. — H.  T.,  an  eighteen-ycar-old  Negro  male, 
was  a known  case  of  sickle  cell  anemia  since  two 
years  of  age.  He  had  experienced  innumerable  red 
blood  cell  crises  during  which  he  was  treated  with 
frequent  small  blood  transfusions  and  subcutaneous 
inoculations  for  alleviation  of  pain.  At  the  age  of 
thirteen  years,  he  attended  a clinic  for  a suspected 
heart  condition,  and  the  diagnosis  of  sickle  cell 
anemia  was  made. 


In  the  two  years  preceding  this  admission,  he  was 
hospitalized  nine  times  during  1949  and  four  times 
during  1950.  His  hospitalizations  of  1950  are 
summarized  as  follows:  First  admission — December 
4,  1949,  with  symptoms  of  crisis  for  which  he  re- 
ceived a 500-cc.  blood  transfusion  on  January  5, 
1950.  Second  admission  on  January  11  with  symp- 
toms of  crisis.  Third  admission  on  January  29  with 
symptoms  of  generalized  pain.  Fourth  admission  on 
February  19  with  joint  pains.  Laboratory  data  was 
icteric  index  18  units  and  cephalin  flocculation  test 
negative  (twenty-four  hours). 

Present  admission  was  on  March  23,  1950.  The 
patient  entered  with  symptoms  of  crisis.  Examina- 
tion showed  icteric  sclerae;  liver  was  not  palpable. 
Laboratory  data  on  March  27,  1950,  revealed  icteric 
index  250  units,  van  den  Bergh  direct  index,  cephalin 
flocculation  test  4 plus  (twenty-four  hours),  urine 
bile  positive  and  urobilinogen  present  in  dilution  of 
1 : 70,  alkaline  phosphatase  19.6  Bodansky  units,  and 
total  protein  6.7  Gm.  per  cent.  On  April  12,  the 
icteric  index  showed  40  units,  cephalin  flocculation 
test  negative,  and  alkaline  phosphatase  10.7 
Bodansky  units.  The  heterophil  agglutination  test 
was  negative.  The  blood  count  shows  hemoglobin 
40  per  cent,  red  cell  count  2,630,000,  white  cell 
count  12,300,  platelets  310,000,  and  a sickling 
preparation  revealed  40  per  cent  red  blood  cell 
sickling.  On  May  1,  the  icteric  index  was  30  units, 
cephalin  flocculation  test  negative  (twenty-four 
hours),  and  urine  revealed  bile  plus  and  a 1 :80  dilu- 
tion for  urobilinogen.  X-ray  of  the  gallbladder 
showed  filling  with  a radiopaque  material.  On 
May  29,  the  icteric  index  was  20  units  and  alkaline 
phosphatase  8 Bodansky  units.  Patient  was  dis- 
charged June  9,  1950. 

On  July  5,  1950,  and  September  16,  1950,  patient 
was  readmitted  on  two  occasions  for  sickle  cell 
crisis. 

Comment. — The  viral  hepatitis  may  be  secondary 
to  the  500-cc.  blood  transfusion  given  on  January  5, 
1950,  or  any  of  the  subcutaneous  inoculations  re- 
ceived on  previous  hospitalizations.  The  hepatitis 
was  severe,  and  patient  eventually  recovered  after  a 
protracted  stay  in  the  hospital. 

Discussion 

The  term  viral  hepatitis  is  used  to  describe  both 
infectious  and  homologous  serum  hepatitis.®  Neefe 
has  proposed  the  tentative  terms  “virus  I H”  and 
“virus  S H.”10  Either  of  the  two  viruses  may  be 
transmitted  via  the  blood  stream  through  donors. 
Other  than  transmission  to  human  volunteers,  there 
is  no  laboratory  procedure  that  will  detect  these 
viruses.11-13  The  incubation  period  and  preclinical 
symptoms  vary  in  the  two  types  of  hepatitis. 
Clinically  and  pathologically,  once  hepatitis  has 
occurred,  both  entities  are  similar.14 

It  is  important  to  differentiate  acute  viral  hepati- 
tis from  the  crisis  of  sickle  cell  anemia.  While  liver 
enlargement  may  occur  in  sickle  cell  anemia,  an 
elevated  icteric  index,  abnormal  liver  function  test, 
and  a large  tender  liver  are  positive  evidence  in 
favor  of  hepatitis. 

Four  cases  of  sickle  cell  anemia  seen  at  Harlem 
Hospital  are  reported  in  which  laboratory  data  and 
symptoms  were  indicative  of  a superimposed  viral 
hepatitis.  In  Cases  2 and  4,  there  was  a definite 
history  of  blood  transfusion  plus  other  frequent 
subcutaneous  procedures.  The  length  of  the  incu- 
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bation  period  is  suggestive  of  homologous  serum 
jaundice.  In  the  other  two  cases,  the  manner  of 
transmission  is  unknown.  Subcutaneous  therapy 
may  have  been  overlooked  in  the  history. 

In  view  of  the  increased  incidence  of  viral  hepati- 
tis in  hospitalized  cases,  patients  with  sickle  cell 
anemia  should  have  routine  liver  function  tests  in 
order  to  detect  any  abnormal  liver  pathology.  The 
differentiation  of  the  two  types  of  hepatitis  at 
present  is  neither  feasible  nor  therapeutically 
important. 

It  is  also  possible  that  hepatitis  without  jaundice 
and  chronic  cases  of  hepatitis,  as  described  by 
Barker,  are  being  overlooked.16'16  Some  observers 
think  that  cases  of  infectious  hepatitis  without 
jaundice  exceed  in  number  those  with  jaundice.17 
Chronic  hepatitis  is  used  to  describe  cases  which  per- 
sist for  approximately  four  to  six  months  and  have 
recurrent  clinical  or  laboratory  evidence  of  the  dis- 
ease.18 Mateer  et  al.  emphasized  the  cephalin 
flocculation  test  as  a good  index  in  convalescence, 
since  it  is  positive  when  no  other  evidence  of  the 
disease  is  present.19  Other  hematologic  diseases, 
such  as  Cooley’s  erythroblastic  anemia  and  heredi- 
tary spherocytosis,  may  occasionally  have  symp- 
toms explained  by  the  use  of  liver  function  tests. 
Homologous  serum  hepatitis  should  be  suspected  in 
all  cases  that  require  frequent  blood  transfusions.20 

Summary 

1.  Four  cases  of  viral  hepatitis'  complicating 
sickle  cell  anemia  are  reported. 

2.  Viral  hepatitis  including  variations  such  as 


hepatitis  without  jaundice  and  chronic  hepatitis 
are  more  common  than  suspected  in  active  sickle  cell 
anemia. 

3.  Chronic  hemolytic  anemias  that  require  fre- 
quent parenteral  therapy  may  show  abnormal 
symptoms  which  can  be  explained  by  the  use  of 
liver  function  tests. 
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EMPLOYMENT  OF  MOTHERS  IN  DEFENSE  PLANTS 


Concern  that  the  employment  of  mothers  in 
defense  plants  will  mean  an  increase  in  fatal  acci- 
dents among  young  children  has  been  expressed  by  the 
Metropolitan  Life  Insurance  Company’s  statis- 
ticians. Such  a rise  in  the  death  rate  from  accidents 
occurred  among  children  at  the  preschool  ages  during 
World  War  II. 

Currently,  accident  fatalities  at  ages  one  to  four 
in  the  United  States  total  about  5,000  yearly.  This 
is  one  fourth  of  all  deaths  at  these  ages  and  a far 
higher  toll  than  that  for  any  other  single  cause. 

“Many  young  children  could  be  saved  if  parents 
were  more  vigilant  in  guarding  them  from  the  wide 
variety  of  hazards  to  which  they  are  exposed.  A 
greatly  intensified  child-safety  program  is,  par- 
ticularly urgent  at  this  time  when  many  mothers  are 
taking  part  in  defense  activities.  The  rise  in  the 
accident  death  rate  which  occurred  among  preschool 
children  during  World  War  II  is  still  too  recent  an 
experience  to  be  readily  forgotten.” 


In  a study  of  death  claim  records  for  insured 
children,  motor  vehicle  accidents  accounted  for  the 
largest  number  of  deaths.  In  many  cases  the 
accidents  occurred  when  children  stepped  off  the 
curb  into  the  street  in  front  of  their  own  homes. 
One  tenth  of  the  fatal  automobile  accidents  hap- 
pened while  the  children  were  playing  in  their  own 
driveways  or  yards. 

Burns  and  scalds  ranked  second  to  motor  vehicles 
as  the  most  frequent  causes  of  accidental  deaths. 
These  fatalities  were  caused  by  such  mishaps  as 
playing  with  matches,  upsetting  or  falling  into  hot 
liquids,  and  the  child  having  its  clothing  ignited  from 
an  open  fire.  Also,  in  a number  of  instances  children 
lost  their  lives  in  burning  buildings,  where  they  were 
alone  when  fire  broke  out. 

Drownings,  falls,  and  the  swallowing  of  poisons 
each  accounted  for  a significant  proportion  of  the 
fatalities  in  the  insurance  experience,  according  to 
this  recent  report. 
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SAFEGUARDS  OF  NATIONAL  SECURITY 

The  Honorable  Thomas  E.  Dewey 
( Governor  of  the  State  of  New  York ) 


UNOCTOR  Hilleboe,  distinguished  guests,  ladies, 
p-'  and  gentlemen.  I get  a great  deal  of  personal 
pleasure  out  of  joining  in  your  Forty-Seventh  An- 
nual Health  Conference  with  you  who  are  devoting 
your  lives  to  the  health  of  the  people.  I am  now 
approaching  nine  years  as  Governor  of  New  York. 
In  lat  period  I have  arrived  at  the  ripe  old  age  of  a 
inine-year-old  Governor,  which  is  the  third  longest  in 
the  history  of  the  State.  Governor  Lehman  served 
just  short  of  ten,  and  Governor  Clinton,  the  first 
Governor,  managed  somehow  to  serve  twenty-two 
years. 

As  I look  back  on  almost  nine  years  as  Governor, 

I find  an  increasing  satisfaction  in  the  achievements 
of  the  vital  field  of  public  health.  Most  of  you  are 
familiar  with  the  new  State  health  programs  that  we 
have  launched.  They  seem  to  me  to  be  of  most 
extraordinary  significance.  As  you  know,  many  of 
the  new  programs  we  have  launched  in  these  last 
mine  years  were  thought  to  be  unattainable.  But  as 
of  now  every  one  of  them  is  operating  with  marked 
success.  By  means  of  them,  we  are  achieving  the 
broad  object  of  public  health — to  keep  more  people 
healthy  longer. 

The  death  rate  in  1950  was  the  lowest  ever  re- 
corded in  the  history  of  the  State  of  New  York. 
Tuberculosis  has  been  beaten  back  until  it  is  now  43 
per  cent  less  than  it  was  in  1940.  In  ten  years  it  has 
been  cut  to  what  is  57  per  cent  or  almost  half  of  that 
record.  Deaths  of  mothers  and  newborn  infants 
1 have  been  reduced  dramatically  and  are  now  the 
; lowest  on  record.  Infant  deaths  are  38  per  cent  be- 
i'  low  1940,  and  maternal  mortality  was  80  per  cent 
below  1940,  last  year.  For  the  first  time  in  history 
there  were,  in  1950,  no  deaths  at  all  from  typhoid 
| fever. 

At  the  New  York  State  Rehabilitation  Hospital  at 
West  Haverstraw  we  have  had  what  I think  is  a 
really  exciting  experiment.  It  is  not  precisely  in  the 
field  of  public  health,  but  is  operated  by  the  Health 
Department.  When  I became  Governor,  many 
persons  came  to  me  and  said,  “This  place  is  poor. 
It  is  so  miserable,  indeed,  that  you  should  either 
close  it  up  or  make  it  great.”  We  decided  to  make 
it  great.  It  is,  I think,  one  of  the  most  moving 
experiences  of  a lifetime  to  go  through  that  institu- 
tion and  see  the  miraculous  changes  that  have 
occurred  there — to  see  the  children  who  were  born 
with  club  feet  being  made  to  walk  on  good  feet 
after  operations,  to  see  the  cures  from  the  effects  of 
poliomyelitis,  to  see  the  50  additional  new  beds  that 
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have  been  added  for  cerebral  palsy  patients,  an 
effort  in  which  our  State  is  pioneering  for  the  whole 
nation. 

At  the  Roswell  Park  Memorial  Institute  I broke 
ground  last  year  for  a new  building  which  will  in- 
crease the  number  of  beds  from  108  to  500.  Of 
course,  you  are  familiar  with  the  great  expansion  of 
State-operated  tuberculosis  hospitals,  and  I think 
it  fair  to  say  that  there  has  been  great  improvement 
in  both  facilities  and  treatment. 

Another  outstanding  achievement  has  been  the 
new  program  in  geriatrics  in  Buffalo  and  our  new 
research  institute  there  in  chronic  diseases.  The 
work  in  chronic  alcoholism  which  is  carried  on  in 
cooperation  with  the  University  of  Buffalo  repre- 
sents a high  order  of  pioneering  leadership.  Every- 
body thinks  he  knows  all  about  alcoholism  except 
the  experts.  Everybody  thinks  he  knows  how  to 
cure  it  except  the  people  who  spend  their  lives  work- 
ing to  solve  some  of  its  public  health,  psychiatric, 
and  social  problems.  We  are  trying  to  expand  the 
area  of  genuine  knowledge  and  to  minimize  the  area 
of  fake  knowledge  in  that  field. 

The  State  and  county  laboratory  system  has  be- 
come a very  important  source  for  new  discoveries  in 
the  age-old  war  against  all  kinds  of  diseases.  In 
public  health,  as  in  many  other  fields,  New  York 
State  leads  the  nation. 

I could  list  many  other  achievements  that  are 
equally  dramatic  in  the  fields  of  public  health  nurs- 
ing and  sanitary  engineering.  These  devoted 
workers  are  too  little  known  to  the  public,  but,  with- 
out them,  we  could  not  survive  as  the  vigorous 
people  we  are.  These  all-but-anonymous  workers 
who  dedicate  their  lives  to  the  well-being  of  the 
people  are  entitled  to  the  deepest  gratitude  of  all  the 
people  of  New  York. 

The  achievements  that  I referred  to  in  terms  of 
figures  and  percentages  are  very  tangible  evidence  of 
public  health  progress,  and  I know  that  you  must 
derive  very  great  professional  satisfaction  from 
them.  As  a layman  I am  profoundly  impressed  by 
the  fact  that  these  figures  mean  human  lives  saved, 
human  beings  restored  to  good  health,  healed,  and 
in  the  case  of  the  crippled,  brought  back  to  the 
dignity  of  a productive  life.  The  statistics,  these 
cold  figures  of  our  progress  in  health,  can  only  very 
faintly  reflect  the  enormous  score  of  human  happi- 
ness which  the^epF^ntpail^which  the  people  in 
th i sfcl fiVRlrkM  materially nelped  tp  Rrkig  about. 

achievements 

jiiftP&uJiMheWts  a fresn  and  verv  terrible  challenge 
facing  jtoupTYirir  guFc|^f  in  must  strengthen 

yoir^ILl  wnl,  to  meet  the  greatest  health 
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problem  we  have  ever  had  in  our  State  and  nation — 
that  of  civil  defense. 

All  of  your  work  will  be  as  nothing  if  you  are  not 
fully  prepared  against  the  terrors  of  atomic  warfare. 
We  all  hope  and  pray  that  the  horrors  of  war  will 
never  again  ravage  humanity.  You  and  I know, 
but  not  enough  of  the  world  knows,  that  America  will 
never  launch  an  atomic  world  war.  We  seek  only 
peace  in  this  world — peace  with  dignity  and  peace 
with  freedom.  Peace  is  our  only  objective.  How- 
ever, knowledge  of  the  nature  of  the  time  in  which 
we  live,  and  awareness  of  its  tensions  and  terrors 
place  upon  us  the  unavoidable  duty  to  act  precisely 
as  though  the  atom  bomb  were  going  to  fall  tomor- 
row morning. 

Lethargy  and  apathy  in  these  times  are  fatal  sins. 
Indifference  is  an  asset  to  the  enemy,  the  coinage 
that  will  give  him  a wealth  of  advantage  over  us. 
This  may  mean  the  difference  between  our  survival 
and  our  death.  If  only  we,  as  a community,  will 
arouse  ourselves,  we  can  meet  the  challenge.  An 
alert,  vigorously  cooperative  people  can  never  be 
overwhelmed.  If  our  enemies  know  that  we  are 
alert,  if  they  know  we  are  prepared,  we  have  an 
infinitely  better  chance  that  they  will  keep  then- 
planes  and  their  guns  and  their  atom  bombs  at  home. 
Therefore,  I should  like  to  urge  every  one  of  you, 
who  are  leaders  in  every  single  community  in  every 
corner  of  the  State,  to  maintain  and  to  increase  your 
efforts  to  arouse  the  people  to  action. 

The  Civil  Defense  Commission  and  the  office  of 
Medical  Defense  of  the  State  Health  Department 
have  made  great  progress.  In  fact,  it  is  so  good  no- 
body is  even  trying  to  equal  it.  That  progress  has 
been  made  possible  by  the  training  of  professional 
people,  in  stockpiling  of  essential  drugs  and  supplies. 
But  now  is  the  time  for  the  people  themselves  to 
volunteer  for  civil  defense,  and  they  will  have  to  be 
encouraged  and  given  an  enthusiasm  that  does  not 
now  exist. 

In  our  State,  we  have  enacted  the  broadest  civil 
defense  legislation  in  our  history.  Our  civil  defense 
workers  have  the  authority  and  the  responsibility  to 
act  quickly  and  effectively.  I regret  to  say  that 
many  of  the  communities  of  this  State  are  not  pre- 
pared. I also  regret  that  the  Federal  government 
has  not  yet  appropriated  enough  funds  to  do  any- 
thing worth  speaking  about  in  civil  defense  in  the 
nation.  Just  by  way  of  illustration — our  State 
government  alone  has  appropriated  some  $15,000,- 
000  for  civil  defense  this  year.  The  Federal  govern- 
ment’s appropriation  for  the  entire  United  States  is 
$30,000,000.  In  other  words,  it  is  almost  no  better 
than  nothing  at  all.  So  in  New  York  we  couldn’t 
wait  and  haven’t  waited  for  Washington.  We  have 
gone  full  steam  ahead. 

Even  before  the  Legislature  met  this  year,  I asked 
the  leaders  to  make  available  one  half  million  dollars 
for  the  stockpiling  of  essential  medical  supplies  such 
as  the  antibiotics,  blood  outfits,  morphine,  and  other 
drugs.  Many  of  those  items  have  already  been 
purchased  and  are  now  stored  in  strategic  areas. 
During  the  month  of  March,  1951,  alone,  for  ex- 
ample, 80,000  blood  collecting  bottles,  25,000  plasma 


collection  bottles,  and  110,000  doses  of  morphine, 
put  up  in  syrette  form  which  can  be  administered 
immediately,  were  purchased.  On  the  basis  of  the 
request  made  by  the  Office  of  Medical  Defense,  the 
Legislature  appropriated  nearly  $13,000,000  for  the 
purchase  of  additional  medical  supplies  and  equip- 
ment. Incredible  as  it  may  be,  no  other  state  in  the 
union,  so  far  as  I know,  has  stock-piled  any  medical 
supplies,  and  no  Federal  funds  for  the  purpose  have 
yet  been  forthcoming.  So  as  a result  we  of  New 
York  have  so  far  had  to  go  it  alone,  and  we  shall  do 
so  as  long  as  it  must  be. 

In  the  State  of  New  York,  we  have  one  tenth  of 
the  people  of  the  whole  United  States,  with  a 
staggering  concentration  of  the  nation’s  industrial, 
commercial,  and  financial  power.  The  national  de- 
fense effort  would  be  largely  paralyzed  if  anything 
serious  should  happen  to  our  State,  to  our  facilities, 
to  our  ports,  our  railroads,  or  our  people.  Our 
State  is  bounded  by  many  other  states — Pennsyl- 
vania, New  Jersey,  Connecticut,  Massachusetts, 
Vermont — as  well  as  part  of  Canada,  whose  defense, 
of  course,  is  linked  with  ours. 

With  these  neighboring  states,  we  have  made 
great  progress  through  civil  defense  compacts. 
But  still  we  are  not  nearly  ready,  even  in  New  York, 
and  we  are  far  ahead  of  the  rest  of  the  country.  A 
disaster  in  Buffalo  would  require  cooperation  with 
Canada.  Any  disaster  in  the  southern  tier  would 
require  cooperation  with  Pennsylvania.  One  in 
New  York  City  would  require  cooperation  by  the 
health,  fire,  police,  and  military  services  of  both 
New  Jersey  and  Connecticut  as  well  as  all  of  New 
York. 

The  working  agreements  that  have  been  developed 
in  some  of  these  sister  states  are  well  established. 
The  plans  are  laid,  but  there  are  still  essential  areas 
where  only  the  Federal  government  can  fill  the  gaps — 
and  I wish  it  would. 

We  need  a national  system  of  identification.  If 
you  had  an  old-fashioned  type  of  Hiroshima  bomb 
fall  on  New  York  City  there  would  be  some  80,000 
casualties.  There  would  undoubtedly  be  10,000 
people  frantically  trying  to  find  out  if  their  Aunt 
Emma,  their  cousin  Willie,  their  nephew  Bill  was 
one  of  the  80,000.  Identification  is  a rudimentary 
problem  and  yet  it  is  of  staggering  complexity. 
Great  progress  has  been  made  in  our  State.  How- 
ever, if  we  create  one  identification  plan  and  another 
state  makes  a different  one,  intolerable  confusion 
will  be  our  lot.  There  is  no  national  system  of 
identification  even  as  yet  conceived,  to  say  nothing 
of  having  been  born  in  the  United  States.  It  takes 
at  least  nine  months  in  Washington  to  do  something 
like  that! 

We  need  radar  detection  devices.  We  need  con- 
tamination detection  devices  that  will  be  effective 
and  mutually  available.  We  need  uniformity  in  our 
training  courses  and  training  manuals.  If  we  don’t 
get  considerably  more  cooperation  in  all  directions 
we  will  have  to  go  it  alone,  and  that  won’t  be  good 
for  the  country  or  the  State. 

It  is  very  deeply  gratifying  to  know  that  practicing 
physicians,  nurses,  and  public  health  workers  have 
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(responded  so  magnificently  to  the  training  courses 
in  civil  defense.  The  nine  medical  schools  in  the 
State  undertook  the  task  of  selecting  the  best  meth- 
ods of  treatment  known  to  medical  science  that 
would  be  called  for  in  the  event  of  atomic  attack. 
The  panels  they  have  set  up  provide  detailed  recom- 
mendations on  the  treatment  of  bums,  shock,  frac- 
tures, and  other  severe  injuries.  The  Medical 
( Society  of  the  State  has  been  of  invaluable  assistance 

!to  the  Office  of  Medical  Defense  through  its  Com- 
mittee on  Medical  Preparedness  in  formulating  plans 
and  coordinating  the  activities  of  New  York’s 
physicians.  Atomic  and  civil  defense  courses  are 
'being  extraordinarily  well  attended  by  the  profes- 
sional people  in  the  State.  From  the  beginning,  the 
doctors,  nurses,  dentists,  veterinarians,  and  engi- 
neers have  responded  magnificently  and  are  taking 
part  in  the  courses  that  bring  them  the  latest  knowl- 
edge that  there  is.  Out  of  a total  of  9,800  doctors  in 
upstate  New  York,  6,200,  or  roughly  2 out  of  3,  have 
accepted  special  training,  and  for  this  I think  that 
we  must  pay  high  tribute  to  the  medical  profession 
of  our  State. 

There  are  38,000  registered  nurses  and  10,000 
I I licensed  practical  nurses  in  upstate  New  York.  A 
I total  of  26,000  nurses,  or  again  nearly  2 out  of  3, 
j have  accepted  special  training  in  the  effects  of  atomic 
} bombing — a magnificent  record.  In  addition,  ap- 
proximately 5,000  student  nurses,  nurses  aides,  and 
\ others  have  been  trained. 

In  the  State  Department  of  Health,  in  count}'  and 
city  health  departments,  and  in  other  State  depart- 
i!  ments,  there  are  141  engineers  engaged  in  environ- 
i mental  sanitation.  These  men  have  had  a remark- 
l|  able  record  of  100  per  cent  attendance  in  their 
I special  training  courses. 

One  of  the  great  contributions  made  by  the  State 
Health  Department  to  civil  defense  has  been  the 
j preparation  and  distribution  of  the  basic  handbook, 
“Self-Help  and  Neighbor-Help  for  the  Injured.” 
This  is  a guide  in  the  fundamentals  of  training  adults 
j and  even  children.  It  introduces  a new  concept  in 
| civil  defense.  It  puts  the  main  job  of  saving  lives 
i squarely  up  to  the  individual  himself  where,  in  fact, 
it  has  to  be.  It  recognizes  that  there  simply  will  not 
i be  enough  doctors  and  nurses  to  go  around  when  a 
disaster  occurs. 

I do  not  believe  that  in  any  of  our  cities  it  is  prob- 
! able — though  it  is  hard  to  say  that — that  we  will 
have  anything  like  the  total  destruction  of  Hiroshima, 
but  the  Hiroshima-type  bomb  was  a baby  compared 
to  the  modern  atomic  bomb,  and  in  Hiroshima  90 
per  cent  of  all  the  doctors  were  dead  after  the  bomb 
fell. 

iNow,  in  our  steel  and  concrete  structures  in  cities, 
we  need  foresee  no  such  catastrophe  if  we  are  pre- 
pared, if  we  know  where  to  go,  and  if  we  know  what 
1 to  do  with  the  injured.  But  if  you  envision  the 
| catastrophe  of  atomic  bombs  of  modern  proportions 

(falling  on  New  York  City  or  on  Schenectady,  Syracuse, 
Rochester,  Buffalo,  or  any  of  our  large  cities,  then 

iyou  will  perceive  that  there  may  be  80,000  to  a quar- 
ter of  a million  people  in  desperate  need  of  help. 
Moreover,  it  may  be  presumed  that  every  doctor  in 


the  area  of  destruction  may  be  incapacitated. 
This  is  not  just  a job  of  bringing  in  doctors,  nurses, 
and  public  health  officers  and  engineers,  but  also 
firemen,  policemen,  soldiers  to  prevent  looting  and 
destruction.  Detection  devices  must  be  promptly 
deployed,  and  bulldozers  brought  in  to  knock  down 
adjoining  buildings  so  that  the  injured  and  dead 
may  be  extricated. 

This  is  a job  for  which  every  single  citizen  must  be 
trained  and  prepared  so  that  he  can  do  his  part.  If 
we  fail  in  this  essential,  we  shall  have  thousands  upon 
thousands  of  unnecessary  casualties. 

We  must  help  ourselves  and  our  families,  our 
friends  and  neighbors,  and  teach  them  also  to  help 
others  until  medical  aid  can  be  made  available.  We 
must  learn  once  again  the  fundamentals  of  self- 
sufficiency.  We  must  learn  to  be  mature  human 
beings  who  will  act  in  a time  of  crisis  without  panic 
and  always  steadfastly  in  the  American  tradition  of 
individual  courage.  Here  is  where  action  is  most 
desperately  needed.  Health  workers  are  obviously 
meeting  the  challenge  with  forthrightness  and  with 
the  seriousness  that  the  problem  deserves. 

Our  next  step  is  to  achieve  an  aroused  public  so 
that  the  people  can  benefit  from  all  this  planning  and 
training.  We  must  help  them  to  develop  the  con- 
cept that  no  community  can  be  self-sufficient,  that 
every  community  must  be  prepared  to  come  to  the 
aid  of  every  other  one.  I urge  each  of  you  as  leaders 
in  your  communities  to  do  everything  in  your  power 
to  stimulate  people  to  action.  Get  out  and  make 
speeches  even  though  you  hate  it.  Get  the  support 
of  your  newspapers.  I hope  you  will  go  to  your 
schools  and  clergy,  your  civic  clubs,  and  political 
organizations.  Go  to  veterans  groups.  They  are 
alert  and  ready  to  help,  but  they  do  not  know  where 
they  fit  in.  Labor,  business,  and  farm  organizations 
are  eager  to  help.  It  is  an  opportunity  and  a chal- 
lenge to  every  one  of  them. 

The  evil  monster  of  imperialist  communism  hangs 
over  the  whole  free  world  like  a pall.  The  Soviet  is 
probing  day  and  night  for  the  weak  spots  of  freedom 
wherever  they  are— whether  it  is  in  Indo-China, 
Iran,  Korea,  or  right  here  at  home. 

The  Kremlin  is  busy  exploiting  every  one  of  our 
weaknesses.  I do  not  believe  that  the  Soviet  wants 
war  any  more  than  we  do.  I am  convinced  that  they 
think  they  can  take  the  world  without  an  all-out 
war.  But  if  they  find  they  can’t,  then  I am  per- 
fectly sure  they  will  have  no  hesitancy  in  launching 
war  at  the  time  of  their  selection.  We  had  better  be 
ready. 

One  of  the  least  recognized  and  most  important 
aspects,  however,  of  this  whole  race  against  time  is 
civil  defense  on  the  home  front.  If  total  war  should 
come,  every  living  human  being  on  earth  would  be 
in  the  front  lines.  The  capacity  to  resist  in  home 
defense  is  just  as  important  as  the  capacity  to  retali- 
ate or  fight  on  foreign  soil.  We  could  not  muster  a 
single  division  abroad  or  a single  fleet  or  a single  air 
wing  unless  the  home  front  was  prepared  to  with- 
stand every  shock  and  go  steadily,  relentlessly  ahead 
with  the  business  of  defense  production. 

In  this  world  of  ours  we  have  got  to  realize  the 


1950 


THOMAS  E.  DEWEY 


[N.  Y.  State  J.  M. 


brutality,  the  torture,  the  horror,  the  atavistic  throw- 
backs in  human  attitudes  which  have  been  brought 
upon  us.  It  is  none  of  our  doing.  But  freedom  is 
our  doing,  and  freedom  is  our  business.  That  is  the 
most  important  thing  in  all  the  world.  In  a time 
brutalized  by  warfare,  saddened  by  bloodshed,  dis- 
mayed  by  destruction,  and  dehumanized  by  violence, 
it  is  balm  for  the  spirit  to  know  and  to  have  shared 
in  the  peacetime  triumphs  of  public  health.  Now 
we  must  preserve  the  peace  and  persevere  in  those 
peacetime  plans  of  welfare  and  health.  The  way  to 
do  it,  I think,  like  almost  everything  else  in  this 
world,  is  the  hard  way.  And  that  is  to  be  so  ready 


that  nobody  will  try  to  destroy  what  you  and  the 
rest  of  us  have  built  with  such  pain  and  effort. 
People  like  you,  here  in  New  York  State  and 
throughout  the  nation,  serve  to  maintain  our  faith 
in  the  creative  heart  of  man,  to  increase  our  courage 
and  strengthen  our  determination  to  build  for  our 
children  a free  world  so  strong  that  the  vision  of 
genuine  and  lasting  peace  can  be  attained.  We 
want  to  keep  our  way  of  life  intact,  secure  in  our 
homes  against  secret  police,  secure  in  mind  against 
lying  propaganda,  and  in  our  lives  against  the  power 
of  total  government.  This  is  genuine  peace — it  can 
and  will  be  attained. 
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Date 

District 

Branch 

Place  of  Meeting 

Time 

September  11 

Fifth 

Syracuse  University  College 
of  Medicine  and  Onondaga 
Hotel 

Morning  and  afternoon 
(luncheon  and  din- 
ner) 

September  19 

Sixth 

Margaretville 

Morning  and  afternoon 
(luncheon) 

September  20 

Fourth 

Schenectady 

Morning  and  afternoon 
(luncheon  and  din- 
ner) 

September  27 

Seventh 

Corning  or  Bath 

Morning  and  afternoon 
(luncheon) 

October  4 

Eighth 

Olean 

Afternoon  and  evening 
(dinner) 

October  18 

Third 

Troy 

Morning  and  afternoon 
(luncheon) 

October  24 

Second 

Garden  City  Hotel,  Garden 
City 

Afternoon  and  evening 
(dinner) 

November  7 

Ninth 

Westchester  County 

Afternoon  and  evening 

(dinner) 
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Leopold  Bass,  M.D.,  of  Brooklyn,  died  on  July  16 
at  his  home  after  a long  illness,  at  the  age  of  eighty- 
four.  Dr.  Bass  received  his  medical  degree  from  the 
University  of  Dorpat,  Russia,  in  1894  and  served  as 
a colonel  in  the  Russian  Army  Medical  Corps  against 
Japan  in  1904  and  during  World  War  I.  He  came 
to  the  United  States  from  Lithuania  in  1923  and 
opened  his  practice  in  Brooklyn.  Dr.  Bass  was 
clinical  assistant  physician  in  the  Maimonides  Hos- 
pital Outpatient  Department. 


Abraham  Bessie,  M.D.,  of  New  York  City,  died 
suddenly  on  July  17  at  his  daughter’s  home  in  Glen 
Cove,  Long  Island,  at  the  age  of  sixty-four.  Dr. 
Bessie  was  graduated  from  the  Columbia  University 
College  of  Physicians  and  Surgeons  in  1911  and  in- 
terned at  the  Jewish  Hospital  in  Brooklyn.  He  had 
been  attending  physician  at  St.  Elizabeth’s  Hospital 
and  was  stadium  physician  for  Columbia  University 
at  Baker  Field.  Dr.  Bessie  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Constantine  Breitzer,  M.D.,  of  Brooklyn,  died  in 
May  at  the  age  of  seventy-six.  Dr.  Breitzer  re- 
ceived his  medical  degree  from  the  Long  Island 
College  Hospital  Medical  School  in  1907. 


Arthur  J.  Burkel,  M.D.,  of  Buffalo,  died  on  June  15 
at  the  Peter  Bent  Brigham  Hospital,  Boston, 
Massachusetts,  at  the  age  of  fifty-nine.  Dr.  Burkel 
was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1915  and  had  practiced  in  the 
Black  Rock  section  of  Buffalo  for  many  years.  He 
was  attending  physician  in  general  practice  at  the 
Millard  Fillmore  Hospital  in  Buffalo  and  was  a 
member  of  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Clifford  Vinal  Craig  Comfort,  M.D.,  of  Rochester, 
died  on  July  16  at  his  home  at  the  age  of  eighty-one. 
Dr.  Comfort  was  born  in  India,  where  his  parents 
were  missionaries,  and  received  his  medical  degree 
from  the  University  of  Buffalo  School  of  Medicine 
in  1897.  Dr.  Comfort,  who  had  practiced  in 
Rochester  for  more  than  half  a century,  was  a mem- 
ber of  the  Rochester  Academy  of  Medicine,  the 
Rochester  Pathological  Society,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Jay  Robert  Conklin,  M.D.,  of  Philmont,  died  on 
June  1 at  his  home  at  the  age  of  eighty.  Dr. 
Conklin  received  his  medical  degree  from  the  New 
York  University  Medical  College  in  1895  and  in- 
terned at  Bellevue  Hospital.  In  1897  he  opened  his 


practice  in  Philmont  where  he  served  for  fifty  years 
until  his  retirement  in  1947.  Dr.  Conklin  was  a 
member  of  the  Columbia  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Donald  Robert  Davidson,  M.D.,  of  Hancock,  died 
on  June  26  at  the  age  of  sixty.  Dr.  Davidson  was 
graduated  from  the  Syracuse  University  College  of 
Medicine  in  1917.  He  was  associate  attending 
physician  at  the  Margaretville  Hospital  and  a mem- 
ber of  the  Delaware  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Patrick  Michael  Donovan,  M.D.,  of  Canandaigua, 
died  on  April  30  at  his  home  at  the  age  of  seventy- 
seven.  Dr.  DonoVan  was  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in  1901 
and  began  his  practice  in  Canandaigua  in  1902. 


Louis  A.  Friedman,  M.D.,  of  New  York  City,  died 
on  March  1 at  his  home  at  the  age  of  seventy-three. 
Dr.  Friedman  received  his  medical  degree  from  the 
New  York  University  and  Bellevue  Hospital  Medi- 
cal School  in  1899  and  retired  from  active  practice 
in  1948.  For  many  years  Dr.  Friedman  was  chief 
of  the  Bronx  Health  Department.  He  was  a mem- 
ber of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Clarence  Peter  Lee  Gannon,  M.D.,  of  Kingston, 
died  on  June  22  at  his  home  at  the  age  of  sixty- 
seven.  Dr.  Gannon  received  his  medical  degree 
from  the  University  of  Maryland  Medical  School  in 
1916  and  served  during  World  War  I as  a lieutenant 
in  the  U.S.  Army  Medical  Corps  stationed  at  Camp 
Greenleaf,  Georgia.  He  had  practiced  in  Kingston 
for  almost  thirty  years  until  his  retirement  in  1946. 
Dr.  Gannon  had  been  attending  urologist  at  the 
Kingston  and  Benedictine  Hospitals,  medical  con- 
sultant to  the  Ulster  County  Welfare  Department, 
and  for  fifteen  years  health  officer  of  the  Town  of 
Ulster.  He  was  a member  of  the  Association  of 
Military  Surgeons  of  the  United  States,  the  Ulster 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association . 


Victor  Hanlein,  M.D.,  of  Schenectady,  died  on 
May  13  at  the  age  of  fifty-five.  Dr.  Hanlein  re- 
ceived his  medical  degree  from  the  University  of 
Munich  in  1921.  He  was  attending  physician  at 
Ellis  and  St.  Clare’s  Hospitals,  both  in  Schenectady. 
Dr.  Hanlein  was  a member  of  the  American  Acad- 
emy of  General  Practice,  the  Schenectady  County 
. [Continued  on  page  1954] 
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Multiple  Vitamin 
Deficiencies 

. Deficiency  diseases  clinically  evi- 
dent are  usually  associated  with  addi- 
tional tissue  deficiencies  of  nutrients 
not  yet  clinically  manifest.”  (Jolliffe, 
Tisdall  & Cannon:  Clinical  Nutrition, 
New  York,  Hoeber,  1950,  p.  633-634.) 


THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


— supplies  all  of  the  vitamins  indicated 
in  mixed  vitamin  therapy  in  the  clini- 
cally proved,  truly  therapeutic  "practi- 
cal formula”*  recommended  by  Jolliffe. 

Each  Theragran  Capsule 
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Ascorbic  acid 150  mg. 
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for  true  vitamin  therapy  . . . 
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Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Erwin  E.  Kelley,  M.D.,  of  Herkimer,  died  on  May 
27  at  his  home  at  the  age  of  eighty-nine.  Dr. 
Kelley  received  his  medical  degree  from  the  Hahne- 
mann Medical  College,  Chicago,  Illinois,  in  1886. 
He  was  a former  member  of  the  State  Assembly, 
former  chairman  of  the  board  of  supervisors  of 
Herkimer  County,  and  a former  county  coroner. 
Dr.  Kelley  had  practiced  medicine  for  over  sixty 
years,  in  Gray  and  in  Herkimer. 

Everett  Starke  Kinloch,  M.D.,  of  Troy,  died  on 
March  17  at  his  daughter’s  home  in  Center  Bruns- 
wick at  the  age  of  eighty-five.  Dr.  Kinloch  was 
graduated  from  the  Albany  Medical  College  in  1895 
and  had  practiced  in  Troy  for  over  fifty  years. 

Samuel  Francis  Lamed,  M.D.,  of  Syracuse,  died 
on  May  27  at  his  home  at  the  age  of  sixty-four. 
Dr.  Larned  received  his  medical  degree  from  the 
University  of  Pennsylvania  Medical  School  in  1912. 
He  was  a member  of  the  Syracuse  Academy  of 
Medicine,  the  Onondaga  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


John  Harrison  McGavem,  M.D.,  of  Honeoye 
Falls,  died  on  July  7 in  Rochester  at  the  age  of 
forty-eight.  Dr.  McGavern  was  graduated  from 
the  Syracuse  University  College  of  Medicine  in  1929. 
He  was  a member  of  the  American  Academy  of 
General  Practice,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Stephen  A.  Mahady,  M.D.,  of  Utica,  died  on 
June  19  at  his  home  at  the  age  of  seventy-two.  Dr. 
Mahady  received  his  medical  degree  from  the  Balti- 
more Medical  College  and  did  postgraduate  work  at 
Johns  Hopkins.  During  World  War  I he  served  in 
the  U.S.  Army  Medical  Corps  as  a major,  stationed 
at  Walter  Reed  Hospital  in  Washington,  D.C.  Dr. 
Mahady  had  been  medical  director  for  the  Utica 
schools  for  the  past  twenty  years  and  was  recently 
elected  vice-president  of  the  New  York  State 
Association  of  School  Physicians.  He  was  an 
honorary  member  of  the  staff  of  St.  Elizabeth 
Hospital  in  Utica.  Dr.  Mahady  was  a member  of 
the  Oneida  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Jesse  D.  Mars,  M.D.,  of  Florida,  Orange  County, 
died  on  June  9 in  the  Goshen  Hospital  at  the  age  of 
seventy.  Dr.  Mars  received  his  medical  degree 
from  the  University  of  Michigan  Medical  School  in 
1904.  He  was  a member  of  the  Orange  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Herman  F.  May,  M.D.,  formerly  of  Buffalo,  died 
on  January  12  at  the  home  of  his  sister  in  Chicago, 
Illinois,  at  the  age  of  sixty-eight.  Dr.  May  was 
graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1909  and  interned  at  the  Erie  County 
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Hospital.  During  World  War  I he  was  chief  of  the 
neuropsychiatric  division  of  General  Hospital  Unit 
23,  which  was  organized  in  Buffalo  and  served  over- 
seas. Dr.  May  had  been  assistant  professor  of 
ineurology  and  psychiatry  at  the  University  of 
Buffalo  School  of  Medicine  and  was  consulting 
•neurologist  at  the  Buffalo  Emergency  Hospital. 
He  had  been  a member  of  the  Buffalo  Academy  of 

I Medicine,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Neil  Bertram  Palen,  M.D.,  of  Walden,  died  on 
July  4 in  St.  Luke’s  Hospital,  Newburgh,  at  the  age 
of  sixty-eight.  Dr.  Palen  was  graduated  from  the 
; Albany  Medical  College  in  1909  and  did  post- 
graduate work  at  Johns  Hopkins  University  Medical 
College  in  Baltimore,  Maryland.  He  was  a member 
of  the  Orange  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  D.  Sheeran,  M.D.,  of  Berlin,  died  suddenly 
on  June  18  at  the  Albany  Veterans  Hospital  at  the 
age  of  forty-one.  Dr.  Sheeran  was  graduated  from 
the  Long  Island  College  Medical  School  intl936  and 
interned  at  the  Mary  Immaculate  Hospital  in 
Jamaica,  Long  Island.  During  World  War  II  he 
served  in  the  U.S.  Army  Medical  Corps.  Joining 
the  Veterans  Administration  early  this  year,  Dr. 
i Sheeran  had  been  stationed  at  the  Watervliet 
• Arsenal  and  was  to  have  been  transferred  to  the 
Albany  Veterans  Hospital  as  admitting  physician. 
He  was  a member  of  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Lawrence  Shnayerson,  M.D.,  of  Brooklyn,  died 
on  May  6 at  the  age  of  sixty-two.  Dr.  Shnayerson 
! received  his  medical  degree  from  the  Long  Island 
College  Hospital  Medical  School  in  1910. 


DRUG  RELIEVES  PAIN  IN  CANCER 

A chemical  compound  which  can  be  given  by 
mouth  is  reported  by  seven  New  York  doctors  to  be 
useful  in  bringing  temporary  relief  to  patients  suf- 
fering from  fatal  cancer-like  diseases  of  the  white 
blood  cells  and  tissues. 

The  oral  use  of  triethylene  melamine  on  58  pa- 
tients is  described  by  Drs.  David  A.  Karnofsky,  J.  H. 
Burchenal,  George  C.  Armistead,  Jr.,  Chester 
M.  Southam,  J.  L.  Bernstein,  L.  F.  Craver,  and 
Cornelius  P.  Rhoads  in  the  April  issue  of  the 
Archives  of  Internal  Medicine. 

Triethylene  melamine  is  a valuable  addition  to 
the  small  group  of  drugs  now  known  to  be  effective 
in  relieving  pain  in  these  types  of  diseases.  This  is 
due  primarily  to  the  fact  that  it  can  be  given  by 
mouth,  releasing  the  patient  from  his  dependence 
on  a doctor  for  administration  of  the  drug.  All 
other  drugs  have  to  be  injected  intravenously,  which 
almost  always  makes  hospitalization  necessary. 

Clinical  trials  with  the  drug  are  now  being  widened 
to  include  a greater  variety  of  tumerous  conditions. 


Multiple  Vitamin 
Therapy 

“.  . . Patients  fare  much  better  when 
[the  deficiencies]  are  treated  simul- 
taneously. . . . Convalescence  is  delayed 
when  one  gives  only  one  vitamin  at  a 
time ...”  ( Spies  & Butt  in  Duncan,  G. 
G.:  Diseases  of  Metabolism,  ed.  2, 
Philadelphia,  Saunders,  1947,  p.  504.) 


THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


Each  Theragran  Capsule 
gives  your  patient : 

Vitamin  A 25,000  U.S.P.  units 

Vitamin  D 1.000  U.S.P.  units 

Thiamine  hydrochloride  ...10  mg. 

Riboflavin  5 mg. 

Niacinamide 150  mg. 

Ascorbic  acid  150  mg. 

Bottles  of  30,  100,  and  1000 


When  you  want  truly  therapeutic  dosages— 

specify  THERAGRAN® 


Squibb 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HALYCOX  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 

Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D„  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physicion-in-Chorgs 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
icientihcally  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
«jnd  Convalescents  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


MANOR  NURS,NG 


HOME 


HOLBROOK 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al  I Neurologica  I Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pby,ic,M-i.-aart.. 


SUPEBIOB  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
I dietitians,  and  technicians 


PcUamUcl  Zdcje/iLf, — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


FOR  SALE  IN  WOO  DM  ERE 


Corner  Woodmere  Blvd.  and  Central  ave.  large  red  brick 
center  hall  home  suitable  doctor  or  nursing  home  one  block 
to  station — plot  app.  180  x 180  two  car  garage,  oil  heat — 
For  further  information  phone  Franklin  4-0567. 


Medical  writing  staff  will  do  your  writing  chores:  ghost- 

writing, editing,  bibliographies.  Reasonable  rates;  inquiries 
welcomed.  Box  468,  N.Y.  State  Jr.  Med. 


WANTED 


Up-state  New  York.  Associate  for  general  medicine.  Be- 
come full  partner.  Laboratory  facilities  in  office.  Near  city 
hospitals.  Write  Gerald  S.  McGuire,  M.D.,  Webster,  N.  Y. 


SMALL  PROFESSIONAL  BUILDING 


Floral  Park,  L.  I.  corner  main  street — half  a block  past 
theatre — ideal  location  for  group  of  specialties— several 
offices  occuppied  now — moderate  rental.  Call:  Fieldstone 
7-1616. 


WANTED 


G.P.  desires  to  rent  office  and  home  within  100  miles  of 
N.  Y.  C.  Box  460,  N.  Y.  St.  Jr.  Med. 


GIVE  TO 

CONQUER 

CANCER 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


BREAST  PROTHESIS 


Very  light  weight.  Air  filled  & adjustable.  Use  one  or 
both  sides.  Vinylite  plastic  does  not  absorb  body  odors. 
Not  an  attachment  but  a completely  styled  brassiere.  Can- 
not slip  or  fall  out  of  position.  Order  by  size  brassiere  you 
always  use.  Perfect  Contour  Company,  50  Shore  Road, 
Stratford,  Connecticut. 


HELP  WANTED 


Fully  approved  residencies  for  Junior  Assistant  on  Surgery, 
Assistant  Medicine,  Assistant  Pediatrics,  Anesthesiology, 
Pathology,  Rotating  intern,  starting  immediately.  Candi- 
dates must  be  graduates  from  Medical  School  approved  by 
A.  M.  A.  Write:  Administrator,  MARY  IMMACULATE 
HOSPITAL,  152-11  89th  Avenue,  Jamaica  2,  N.  Y. 


Bronx,  active  general  practice  completely  equipped;  EKG; 
Basal;  Diathermy;  X-ray  fluoroscope;  apartment  combina- 
tion. Excellent  opportunity.  Box  474,  N.  Y.  St.  Jr.  Med. 


MEDICAL  BOOKS  of  all  publishers.  Obtain  all  your 
books  from  one  source,  only  one  account  necessary. 
Harold  Lerman,  2268  Grand  Concourse  New  York  57, 
N.  Y.  Luklow  40282. 


FOR  RENT 


2 APTS.  — CORNER  LOCATION 
1st  FLOOR  — 6 rooms  — $150.00  Mo. 

2nd  FLOOR  — 5 rooms  — $125.00  Mo. 
at  No.  Baldwin,  Long  Island,  N.  Y. 

PHONE  Rockville  Centre  4-4800. 


Buy- 


Savings  Bonds 
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SOPRONOL  contains  Natural  Fatty  Acids  (propionic  and  caprylic) 

and  their  salts,  normally  present  in  human  sweat. 

Years  of  clinical  experience  establish  this  fatty  acid  combination  as  one  of 
the  most  effective  treatments  for  superficial  fungus  infections.1'23 

Chronic  “itching  dermatitis”  is  often  due  to  fungus  infestation;  the  re- 
sponse to  Sopronol  in  such  cases  is  highly  gratifying. 

1.  Peck,  S.  M.,  and  Russ,  W.  R.:  Arch.  Dermat.  & Syph.  56:601,  1947. 

2.  Nettleship,  A.:  Arch.  Dermat.  & Syph.  61: 669,  1950. 

3.  Brewer,  W.  C.:  Arch.  Dermat.  & Syph.  61: 681,  1950. 

SOPRONOE 


P R O P I O N A 

T E - C 

APRYLATE  C 

O M 

p 

O U N D S W Y 

E T H 

OINTMENT 

POWDER 

SOLUTION 

Sodium  propionate  .... 

. 12.3% 

Calcium  propionate 

15.0% 

Sodium  propionate  .... 

. 12.3% 

Propionic  acid 

2.7% 

Zinc  propionate 

5.0% 

Propionic  acid 

. 2.7% 

Sodium  caprylate 

10.0% 

Zinc  caprylate 

5.0% 

Sodium  caprylate 

. 10.0% 

Zinc  caprylate 

. 5.0% 

Inert  ingredients  

75.0% 

Dioctyl  sodium  sulfosuccinate 

. 0.1% 

Dioctyl  sodium  sulfosuccinate 

0.1% 

2 end  5 02.  canisters 

Inert  ingredients  

. 74.9%. 

Inert  ingredients 

69.9% 

including  n-Propyl  Alcohol  . 

. 12.5% 

including  n-Propyl  Alcohol 

10.0% 

2 02.  bottles 

1 02.  tubes 
4 oz.  tubes 

Incorporated,  Ph  Hade 

Ip 

hia  2,  Pa. 

1959 


NEO -SYNEPHRINE"  THENFADlT 


NASAL  SOLUTION 


Congested  duct  in  hay  fever 


ct  open  to  permit  drainage 
and  aeration  of  sinus 


NEW  YORK  10.  N.  Y.  • WINDSOR.  ONT. 


/> 


"MORE  DESIRABLE"  VASOCONSTRICTOR  "A  number  of  substitutes 
for  epinephrine  and  ephedrine  have  been  developed... a more  desirable 
preparation  of  this  type  has  been  perfected  in  Neo-Synephrine  hydro- 
chloride. It  may  be  used  for  local  application  in  the  nose  in  % to  1 
percent  solution.”1 

HIGH  ANTIHISTAMINIC  POTENCY  Comparative  studies  of  Thenfadil 
hydrochloride,  tripelennamine  and  thenylpyramine  indicate  that  Then- 
fadil hydrochloride  has  the  highest  antihistaminic  potency.2-5 

POSITIVE,  PROLONGED  RELIEF  In  tests  conducted  by  otorhinolaryn- 
gologists  and  allergists  on  patients  with  common  colds,  sinusitis,  allergic 
rhinitis  including  hay  fever  and  vasomotor  rhinitis,  excellent  results  were 
achieved  in  nearly  all  cases.  There  was  prompt,  prolonged  decongestion 
without  compensatory  vasodilatation.  Repeated  doses  did  not  reduce  the 
consistent  effectiveness. 

WELL  TOLERATED  - NO  DROWSINESS 

Dose:  2 or  3 drops  up  to  i/2  dropperful  three  or  four  times  daily. 
Neo-Synephrine  Thenfadil  solution  contains  0.25  per  cent  Neo- 
Synephrine  hydrochloride  and  0.1  per  cent  Thenfadil  [N,N-dimethyl- 
N'-(3-thenyl)-N'-(2-pyridyl)  ethylenediamine]  hydrochloride  in  an 
isotonic  buffered  aqueous  vehicle. 

Supplied  in  bottles  of  30  cc.  (1  fl.  oz.)  with  dropper. 


1 


1.  Hansel,  F.  K.:  Allergy  of  the  Nose  and  Paranasal  Sinuses.  St,  Louis,  C.  V.  Mosby  Co., 
1936.  p.  769. 

2.  Lands.  A.  M.,  Hoppe,  J.  O.,  Siegmund,  O.  H.,  and  Luduena,  F.  P.:  Jour.  Pharmacol.  & 
Exper.  Tbtrab.,  95:45.  Jan.,  1949. 

3.  Luduena,  F.  r.,  and  Ananenko.  B.:  Jour.  Allergy,  20:434,  Nov.  1949. 

Neo-Synephrine  and  Thenfadil,  trademarks  rcg.  U.S.  and  Canada. 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 

THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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Quick  Comfort . . . 
with  Safety 


n Autumn  HAY  FEVER 


Each  year,  more  and  more  hay  fever  patients 
z;  enjoying  safe  relief  of  symptoms  through 
l:o-Antergan.® 

Regardless  of  the  season,  experience  has 
sown  the  remarkable  efficacy  of  this  antihis- 
I ninic  agent. 

★ ★ ★ 


Obtainable  only  on  prescription, 
Neo-Antergan  is  advertised  exclusively 
to  the  medical  profession. 


Your  local  pharmacy  stocks  Neo-Antergan 
Maleate  in  25  mg.  and  50  mg.  coated 
tablets  in  bottles  of  100,  500,  and  1,000. 


The  Physician’s  Product 


NEO-ANTERGAN' 

MALEATE 


(Brand  of  Pyrilamine  Maleate) 
(Formerly  called  Pyranisamine  Maleate) 


' UNCIL 


ACCEPTED 


MERCK  & CO.,  Inc. 


Manufacturing  Chemists 


RAHWAY,  NEW  JERSEY 
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Equip  the  interior  of  your  car  with  my  copyright  Sun-Visor  Calendar  A Sun-Visor  Memo-Pads  for  the  year  1952.  It  ln^ 
eludes  2 pencils  with  o Heavy-Duty  rubber  bands,  to  be  attached  to  both  Sun-Visors.  You'll  quickly  discover  the  vali> 
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■ wide  spectrum  of  antibacterial 
action 


■ additive  and  possibly  synergistic 
antibacterial  potency 

■ markedly  greater  safety  in  systemic 
sulJona?nide  therapy 

■ apparent  reduction  in  hypersen- 
sitive reactions 

■ less  possibility  of  development  of 
drug-resistant  organisms 

DramcilK 


Excellent  flavor,  convenience  and 
economy  for  the  patient. 


Each  teaspoonful  (5  cc.)  supplies: 

100,000  units  buffered  penicillin  G 
potassium 

.167  Gm.  Sulfadiazine 

.167  Gm.  Sulfamerazine 

.167  Gm.  Sulfacetimide — the  sulfonamide 
of  choice  for  the  third  component. 


/ SO:  White’s  Dramcillin  • White’s  Dropcillin  • White’s  Dramcillin-250 
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MEDICAL  SCHOOL  AND  H 

(The  Pioneer  Post-Graduate 

For  the  GENERAL  SURGEON 

A combined  surgical  course  comprising  general  surgery, 
traumatic  surgery,  abdominal  surgery,  gastroenterology, 
proctology,  gynecological  surgery,  urological  surgery.  At- 
tendance at  lectures,  witnessing  operations,  examination  of 
patients  pre-operatively  and  post-operatively  and  follow-up 
In  the  wards  post-operatively.  Pathology,  radiology,  physi- 
cal medicine,  anesthesia.  Cadaver  demonstrations  in  surgical 
anatomy,  thoracic  surgery,  proctology,  orthopedics.  Operative 
surgery  and  operative  gynecology  on  the  cadaver. 

rk  Polyclinic 

[OSPITAL  (Organized  1881) 

Vledical  Institution  in  America) 

OBSTETRICS  and  GYNECOLOGY 

A full  time  course.  In  Obstetrics:  lectures;  prenatal  clinics; 
witnessing  normal  and  operative  deliveries;  operative  ob- 
stetrics (manikin).  In  Gynecology:  lectures;  touch  clinics; 
witnessing  operations;  examination  of  patients  pre-opera- 
lively,  follow-up  in  wards  post-operatively.  Obstetrical  and 
gynecological  pathology.  Regional  anesthesia  (cadaver). 
Attendance  at  conferences  in  obstetrics  and  gynecology. 
Operative  gynecology  on  the  cadaver. 

For  information  address  THE  DEAN  345  W.  50th  St.,  New  York  19,  N.  Y. 
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for  Carbohydrates 


the  Trend  is  to  — \OTruvert 


Twice  as  many  calories  as  5%  Dextrose 

No  increase  in  infusion  time,  fluid  volume  or  vein  damage 

Practically  100%  utilization 

Less  spillage  in  urine 


Travert 


VTo  replenish  glycogen  stores.  To  minimize  protein  metabolism 
by  exerting  a protein-sparing  action.  yf'  To  prevent  ketosis  by 
facilitating  the  effective  metabolism  of  fat.  yfTo  help  maintain 
hepatic  function. 

Travert  makes  possible  the  administration  of  high  caloric  infusions, 
with  minimal  discomfort  and  inconvenience  to  the  patient. 


10%  Travert  solutions  are  available  in  water  or  in  saline.  They  are  sterile,  crystal  clear,  nonpyrogenic. 

1 50  ce.,  500  cc.,  1 000  cc.  sizes. 


product  of 


BAXTER  LABORATORIES,  INC. 


for  complete  information,  simply  write  "Travert”  on  your  Rx  and  mail 
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Foxcilin 

advantages 


Clinical  and  pharmacological  studies  prove  that 
digitoxin  U.S.P.  compounded  with  sodium  carboxy- 
methylcellulose  (Foxalin)  exerts  a steady  and  prolonged 
therapeutic  effect  on  the  heart  with  a much  wider 
margin  of  safety  than  digitoxin  alone. 


1 Twice  as  safe  as 
digitoxin. 

2 No  digitoxic  heart 
punch. 


Foxalin  is  a new  discovery*  of  demonstrated  value 
for  congestive  heart  failure,  myocardial  insufficiency, 
cardiac  decompensation,  and  auricular  fibrillation  or 
flutter. 


3 Smooth,  prolonged 
action. 

4 Maximum  cardiac 
response. 

5 No  nausea  or 
vomiting. 


Foxalin  contains  digitoxin  U.S.P.  0.1  mg.  combined 
with  the  protective  colloid,  sodium  carboxymethylcellu- 
lose.  Supplied  in  bottles  of  100  tablets. 

The  maintenance  dose  of  Foxalin  is  1 tablet  daily. 
For  quick  digitalization,  6 tablets  divided  into  three 
doses,  for  one  day  only. 


WRITE  FOR  PROFESSIONAL  LITERATURE  AND  SAMPLE. 


U.  S.  Potent  No.  2,486.937  • 


Foxaliri 

COLLOID  PROTECTED  DIGITOXIN  U.S.P. 
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If  the  can  bears  the  Carnation  label, 
you  can  be  absolutely  sure  that 

...every  drop  of  milk  has  been  processed 
with  prescription  accuracy 

...in  Carnations  own  plants  under 
Carnations  own  supervision. 

This  complete  covv-to-can  control  is  your  assurance  that 
every  drop  of  Carnation  is  the  same  high  quality,  always. 
And  it’s  our  way  of  protecting  your  recommendation. 

We  believe  this  is  the  reason  why  8 out  of  10 
mothers  who  use  Carnation  Milk  say, 
“My  doctor  recommended  it." 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
292  MADISON  AVENUE,  NEW  YORK  17,  NEW  YORK 
MURRAY  HILL  3-0701 


SECTION 

1951- 

anesthesiology 

Richard  N.  Terry,  Chairman Buffalo 

Frances  A.  Harmatuk,  Vice-Chairman.  .New  York 

Irving  M.  Pallin,  Secretary Brooklyn 

Harold  C.  Kelley,  Delegate Bronx 

CHEST  DISEASES 

David  Ulmar,  Chairman New  York 

Arthur  Q.  Penta,  Secretary Schenectady 

Foster  Murray,  Delegate Brooklyn 

DEBMATOLOGY  AND  SYPHILOLOGY 

George  M.  Lewis,  Chairman New  York 

Frank  A.  Dolce,  Secretary Buffalo 

Maurice  J.  Costello,  Delegate New  York 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Harry  L.  Segal,  Chairman Rochester 

Alfred  P.  Ingegno,  Vice-Chairman Brooklyn 

Lester  S.  Knapp,  Secretary Buffalo 

Harry  L.  Segal,  Delegate Rochester 

GENERAL  PRACTICE 

William  A.  Buecheler,  Chairman Syracuse 

Garra  L.  Lester,  Vice-Chairman.  .......  Chautauqua 

Floyd  C.  Bratt,  Secretary Rochester 

Vincent  Fischer,  Delegate Rochester 

INDUSTRIAL  MEDICINE  AND  SURGERY 

S.  Charles  Franco,  Chairman New  York 

Donald  B.  Sanford,  Vice-Chairman Syracuse 

C.  Douglas  Sawyer,  Secretary Brooklyn 

H.  Dan  Vickers,  Delegate Little  Falls 

MEDICINE 

Charles  G.  Williamson,  Chairman Brooklyn 

George  F.  Koepf,  Vice-Chairman Buffalo 

Arthur  E.  Lamb,  Secretary Brooklyn 

Arthur  E.  Lamb,  Delegate Brooklyn 

NEUROLOGY  AND  PSYCHIATRY 

William  P.  Van  Wagenen,  Chairman Rochester 

Harold  P.  Merwarth,  Secretary Brooklyn 

Orman  C.  Perkins,  Delegate Brooklyn 

SESSION 

1951 

HISTORY  OF  MEDICINE 

Cushman  D.  Haagensen,  Chairman New  York 


OFFICERS 

1952 

OBSTETRICS  AND  GYNECOLOGY 


Raymond  J.  Pieri,  Chairman Syracuse 

Henry  S.  Acken,  Jr.,  Secretary Brooklyn 

Clyde  L.  Randall,  Delegate Buffalo 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Everet  H.  Wood,  Chairman .Auburn 

Martin  L.  Gerstner,  Secretary Buffalo 

Greydon  G.  Boyd,  Delegate New  York 

ORTHOPEDIC  SURGERY 

Robert  K.  Lippmann,  Chairman New  York 

John  W.  Ghormley,  Secretary Albany 

Halford  Hallock,  Delegate New  York 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

John  J.  Clemmer,  Chairman Albany 

Maurice  N.  Richter,  Vice-Chairman New  York 

M.  J.  Fein,  Secretary New  York 

Harry  P.  Smith,  Delegate New  York 

PEDIATRICS 

Frederick  H.  Wilke,  Chairman New  York 

Russell  B.  Scobie,  Vice-Chairman Newburgh 

Harold  W.  Dargeon,  Secretary New  York 

Reginald  A.  Higgons,  Delegate Port  Chester 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Arthur  B.  Robins,  Chairman New  York 

Clayton  M.  Steward,  Vice-Chairman.  .Saranac  Lake 

William  C.  Spring,  Jr.,  Secretary Ithaca 

Frank  E.  Coughlin,  Delegate Troy 

RADIOLOGY 

William  J.  MacFarland,  Chairman Homell 

Ernest  H.  Wood,  Jr.,  Secretary New  York 

Frederic  E.  Elliott,  Delegate Brooklyn 

SURGERY 

William  F.  MaoFee,  Chairman New  York 

Walter  S.  Walls,  Secretary Buffalo 

John  D.  Stewart,  Delegate Buffalo 

UROLOGY 

Walter  G.  Hayward,  Chairman .Jamestown 

Frank  C.  Hamm,  Vice-Chairman Brooklyn 

John  S.  Fitzgerald,  Secretary Utica 

Frank  C.  Hamm,  Delegate Brooklyn 


OFFICERS 

-1952 

PHYSICAL  MEDICINE 

William  Bierman,  Chairman New  York 


In  Congestive  Heart  Failure 

tfhjEOcaldn 

brand  of  Theobromine-calcium  salicylate 


BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY. 


Diuretic  and  Myocardial  Stimulant 

1\  grain  tablets  and  powder.  Dose:  1 to  3 tablets,  repeated. 
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Gantrisin 

Ophthalmic 

GANTRISIN  DIETHANOLAMINE 

'Roche' 

Because  Gantrisin*  Ophthalmic  has  a 
wider  antibacterial  spectrum,  it  is  highly 
effective  against  many  microorganisms 
found  in  conjunctivitis,  blepharitis, 
dacryocystitis,  corneal  ulcer,  trachoma, 
superficial  punctate  keratitis  and 
other  eye  infections. 


mere  effective 

In  a series  of  180  cases,  new 
Gantrisin  Ophthalmic  Solu- 
tion proved  more  effective 
“in  acute  and  subacute  con- 
junctivitis produced  by  either 
gram  negative  or  gram  posi- 
tive organisms."  t 


Because  Gantrisin  Ophthalmic  is  an 

isotonic  solution,  it  usually 

does  not  irritate  or  sting  the  eyes. 

The  fact  that  it  is  a single  sulfonamide, 
not  a mixture,  reduces  risk  of  sensitization. 
A sterile,  stable  solution  containing  4% 
Gantrisin  Diethanolamine  in  1-oz  vials  with 
dropper,  it  does  not  require  refrigeration. 


safer  Gantrisin  Ophthalmic  is 
“ better  tolerated,  and  less 
prone  to  the  production  of  sen- 
sitization or  allergic  reactions 
than  any  of  the  other  sulfona- 
mides or  antibiotic  prepara- 
tions."j 


tQuinn,  L.  H.,  and  Burnside,  P.  M.,  Eye,  Ear,  Noee  & Throat 
Monthly,  40:81,  Feb.,  1951 


Hoffmann -La  Roche  Inc. 

Roche  Park  • N utley  10  • New  Jersey 


*GANTRISIN® BRAND  OF  SU  LFISOX  AZOLE  ( 3,4- Dl  M ETH  Y L-SS  U L FAN  I L A M I DO-ISOX  AZO  L e) 


1972 


Nothing  Competes 

WITH  THE  Lure  of  Sweets 


1.  Hiehle/  W.  W.  (1949),  The  Use  of  Sulfon- 
amide Mixtures,  Bull.  U.  S.  Army  Med. 
Dept.,  9:375,  May. 


Looking  for  an  easier  way  to  administer  triple 
sulfonamides?  Try  new  Truozine  Dulcet  Tablets, 
Abbott’s  palatable  sulfadiazine-sulfamerazine- 
sulfamethazine  combination. 

These  pale  green  cubes — although  they  look  and 
taste  like  candy — provide  the  full  therapeutic  benefit 
of  a clinically  proved  sulfonamide  mi^ure.  The 
component  drugs  are  independently  soluble  in  the 
urine,  can  be  administered  in  higher  dosage  with  far 
less  danger  of  crystalluria  than  single  sulfonamides. 
As  one  investigator  puts  it:  "Clinical  trials  with  various 
mixtures  containing  three  sulfonamides  . . . give  every 
indication  that  the  danger  of  concrement  formation  can 
be  almost  entirely  eliminated  . . ,”1 
Mother  will  welcome  the  convenience  of  Truozine  Dulcet 
Tablets;  she  needs  only  to  count  out  the  number  you 
prescribe.  And  you’re  certain  of  exact  dosage  because,  from 
first  to  last  in  every  bottle,  Truozine  Dulcet  Tablets  are  accu- 
rately and  uniformly  medicated,  stable  indefinitely.  Give  them  a 
trial  and  see  for  yourself.  In  bottles  of  100,  0.3-Gm.  Si  DO  . . 
tablets  (0. 1 Gm.  each  of  the  contained  sulfonamides) . LUJlJDlL 

“""“Truozine  Dulcet' Tablets 

TRADE  MARK 

(METH-DIA-MER-SUIFONAMIDES,  ABBOTT) 
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Effective  against  many 
bacterial  and  rickettsial  infections,  as  well  as 
certain  protozoal  and  large  viral  diseases. 


The  Ophthalmologist  now  pos- 
sesses in  aureomycm  a therapeutic  agent  effective  agamst  many 
mfections  of  the  eye,  whether  caused  by  bacteria  or  by  large 
viruses.  A half  per  cent  solution  is  nonirritant  to  the  conjunctiva, 
so  that  aureomycm  may  be  given  locally,  systemically,  or  m both 
ways  It  has  been  found  of  value  m most  types  of  conjunctivitis, 
as  well  as  in  dendritic  keratitis  and  uveitis;  and  is  of  importance 
in  the  treatment  of  the  acute  stage  of  trachoma.  Aureomycm  is 
invaluable  m both  operative  and  nonoperative  ophthalmology. 


Packages 

Capsules:  Bottles  of  25  and  100, 50  mg.  each  capsule.  Bottles  of  16  and  100,  250  mg.  each  capsule. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 
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30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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CONTROL 


Theryl 


SUBLINGUAL 

ANALGESIC 

if  Absorbed  from  oral  mucosa 
★ Directly  into  blood  stream 
if  Each  tablet  contains  acetylsalicylic  acid  5 gr. 
Benzosulfimide  8 mg. 

Enthusiastic  clinical  reports  show:  (1) 

Faster,  (2)  Longer  relief  from  pain  with 
new,  unique  Theryl  Sublingual  Anal- 
gesic.1,2 

Taken  Without  Water 
May  Often  Supplant  Narcotics1 
One  or  two  tablets  are  placed  in  the 
mouth  without  water.  In  less  than  one 
minute,  the  analgesic  agent  is  present 
in  the  blood.  Here  are  a few  typical  re- 
ports : 

INDICATION  TIME  REQUIRED 
OR  SURGERY  FOR  ANALGESIA 

Post- Appendectomy 3 minutes 

Post-Hemorrhoidectomy 3 minutes 

Post-Tonsillectomy 2 minutes 

Simple  Headache J^-3  minutes 

Menstrual  Pain 5 minutes 


Abbott  Laboratories  1972 

American  Hospital  Supply  Corp 1965 

American  Meat  Institute 2051 

Armour  Laboratories 1986-1987 

Ayerst,  McKenna  & Harrison,  Ltd 1977 


Dr.  Barnes  Sanitarium 2052 

A.  C.  Barnes  Company 2048 

Baxter  Laboratories 1965 

Bilhuber-Knoll  Corp 1970 

Brigham  Hall  Hospital 2052 

Brown's  Medical  Bureau 2052 


Carnation  Company 1969 

Church  Chemical  Company 1974 

Ciba  Pharmaceutical  Products,  Inc 2nd  Cover 

Clifton  Springs  Sanitarium i960 


Doak  Company 1976 

H.  E.  Dubin  Laboratories 1988 


Eastern  School  for  Physicians’  Aides 2048 

Endo  Products 1984 


Falkirk  in  the  Ramapos 2052 


Grant  Chemical  Company 1967 


Halcyon  Rest 2052 

Hemphill,  Noyes,  Graham,  Parsons  & Co 2048 

Hoffmann-La  Roche  Inc 1971 

Holbrook  Manor 2052 


Interpines 2052 

Irwin,  Neisler  & Company 1989 


Lederle  Laboratories 1973 

Harry  Lifson 1962 

Eli  Lilly  & Company Between  1990-1991 

Louden-Knickerboeker  Hall 2052 


Mead  Johnson  & Company 4th  Cover 

Merck  & Company 1961 

Philip  Morris  & Co 2049 


National  Discount  & Audit  Company 2052 

New  York  Polyclinic  Medical  School 1964 


Paine  Hall 

Chas.  Pfizer  & Company 3rd 

Picker  X-Ray  Corp 

Pine  wood 

Postgraduate  Center  for  Psychotherapy 


2048 

Cover 

1994 

2052 

1976 


Raymer  Pharmacal  Company 1982-1983 

A.  H.  Robins  Company Between  1974-1975 

J.  B.  Roerig  & Company IBiw 


Many  other  dramatic 
cases  reported 

1.  Hoffman,  Murray  M., 
III.  Dent.  Jl.,  19=439-445 
(Oct.,  1950) 

2.  McNealy,  Raymond  W., 
III.  Med.  Jl.,  97:150  (Mar., 
1950) 

rprC  Send  (or  Sample 
■ and  Literature 

CHURCH  CHEMICAL  CO. 

75-Y  East  Wacker  Drive,  Chicago  1,  III. 


G.  D.  Searle  & Company 

Sharp  & Dohme,  Inc 

Frances  Shortt  Medical  Agency 

Smith,  Kline  & French  Laboratories 

E.  R.  Squibb  & Sons 

Standard  Pharmaceutical  Company. 


1993 

1978-1979 

2048 

1990,  2045,  2054 

2046-2047 

1988 


Varick  Pharmacal  Company 


1988 


West  Hill 

White  Laboratories,  Inc. 
Whittier  Laboratories... 
Winthrop-Stearns  Inc.  . 
Wyeth  Incorporated. . . . 


. . . 2052 

. . . 1963 

1980-1981 
. . . 1959 

. . . 1975 


Zemmer  Company 


2053 


1975 


SOPRONOL  contains  Natural  Fatty  Acids  (propionic  and  caprylic) 

and  their  salts,  normally  present  in  human  sweat. 

Years  of  clinical  experience  establish  this  fatty  acid  combination  as  one  of 
the  most  effective  treatments  for  superficial  fungus  infections.1'23 

Chronic  “itching  dermatitis”  is  often  due  to  fungus  infestation;  the  re- 
sponse to  Sopronol  in  such  cases  is  highly  gratifying. 

1.  Peck,  S.  M.,  and  Russ,  W.  R.:  Arch.  Dermat.  & Syph.  56:601,  1947. 

2.  Nettleship,  A.:  Arch.  Dermat.  & Syph.  61: 669,  1950. 

3.  Brewer,  W.  C. : Arch.  Dermat.  & Syph.  61: 681,  1950. 

SOPRON  OE 


PROPIONATE-CAPRYLATE  COMPOUNDS  WYETH 


OINTMENT 

Sodium  propionate 12.3% 

Propionic  acid 2.7% 

Sodium  caprylate 10.0% 

Zinc  caprylate 5.0% 

Dioctyl  sodium  sulfosuccinate  0.1% 

Inert  ingredients 69.9% 

including  n-Propyl  Alcohol  . . 10.0% 

1 oz.  tubes 
4 oz.  tubes 


POWDER 

Calcium  propionate 15.0% 

Zinc  propionate  5.0% 

Zinc  caprylate 5.0% 

Inert  ingredients 75.0% 


2 and  5 oz.  canisters 


SOLUTION 

Sodium  propionate 12.3% 

Propionic  acid 2.7% 

Sodium  caprylate 10.0% 

Dioctyl  sodium  sulfosuccinate  0.1% 

Inert  ingredients 74.9% 

including  n-Propyl  Alcohol  . . 12.5% 

2 oz.  bottles 


y//£et/i  Incorporated,  Philadelphia  2,  Pa. 
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Postgraduate  Center 
for  Psychotherapy,  Inc. 

(chartered  by  Board  of  Regents  of 
the  University  of  State  of  New  York) 

2 1 8 East  70th  Street,  New  York  21,  N.  Y. 
TRafalgar  9-7100 


INDIVIDUAL  COURSES  are  offered  for 
general  practitioners  and  non-psychi- 
atric specialists  in  psychotherapy  and 
psychosomatic  medicine. 

FOR  INFORMATION  concerning  admis- 
sion, tuition  and  course  descriptions, 
write  to  Registrar. 

BULLETINS  for  the  academic  year  1951- 
1952  are  now  available  on  request. 


INDEX  TO  ADVERTISED  PRODUCTS 

Acthar  (Armour  Laboratories) 1986-1987 

Aminophyllin  (H.  E.  Dubin  Laboratories) 1988 

Argyrol  (A.  C.  Barnes  Company) 2048 

Aureomycin  (Lederle  Laboratories) 1973 

Baxter  Solutions  (Baxter  Laboratories) 1965 

Buro-Sol  (Doak  Company,  Inc.) 1976 

Dextri-Maltose  (Mead  Johnson  & Company)  ,4th  Cover 
Digitaline  Nativelle  (Varick  Pharmacal  Co.) ....  1988 

Donnatal  (A.  H.  Robins  Co.) Between  1974-1975 

Dramcillin  with  Triple  Sulfonamides  (White 

Labs.) 1963 

Entozyme  (A.  H.  Robins  Co.) Between  1974-1975 

Eskay’s  Neuro  Phosphates  (Smith,  Kline  & 

French  Labs.) 1990 

Eskay’s  Theranates  (Smith,  Kline  & French 

Labs.) 1990 

Floraquin  (G.  D.  Searle  & Co.) 1993 

Foxalin  (Grant  Chemical  Company) 1967 

Gantrisin  Ophthalmic  (Hoffmann-La  Roche 

Inc.) 1971 

Gentarth  (Raymer  Pharmacal  Company) 1982-1983 

Mesopin  (Endo  Products  Inc,) 1984 

M Minus  4 (Whittier  Laboratories) 1980-1981 

Neo-Antergan  (Merck  & Company) 1961 

Neo-Synephrine  with  Thenfadil  (Winthrop- 

Stearns  Inc.) 1959 

Paredrine-Sulfathiazole  Suspension  (Smith,  Kline 

& French  Labs.) 2054 

Premarin  (Ayerst,  McKenna  & Harrison,  Ltd.) . . 1977 

Presto-Boro  (Standard  Pharmaceutical  Com- 
pany)   1988 

Redisol  (Sharp  & Dohme,  Inc.) 1978-1979 

Resodec  (Smith,  Kline  & French  Labs.) 2045 

Savorets  (Eli  Lilly  & Company) . . .Between  1990-1991 

Sopronol  (Wyeth  Incorporated) 1975 

Terramycin  (Chas.  Pfizer  & Co.) 3rd  Cover 

Theocalcin  (Bilhuber-Knoll  Corp.) 1970 

Theragran  (E.  R.  Squibb  & Sons) 2046-2047 

Theryl  (Church  Chemical  Company) 1974 

Trasentine-Phenobarbital  (Ciba  Pharmaceutical 

Products) 2nd  Cover 

Travert  (American  Hospital  Supply  Corp.) 1965 

Truozine  Dulcet  Tablets  (Abbott  Laboratories).  1972 

Vertavis-Phen  (Irwin,  Neisler  & Company) 1989 

Viterra  (J.  B.  Roerig  & Company) 1985 


Dietary  Foods 

Evaporated  Milk  (Carnation  Company) 1969 

Meat  (American  Meat  Institute) 2051 


Medical  and  Surgical  Supplies 

X-Ray  Equipment  (Picker  X-Ray  Corp.) 1994 


Miscellaneous 

Cigarettes  (Philip  Morris  & Co.) 2049 

Investments  (Hemphill,  Noyes,  Graham,  Par- 
sons & Co.) 2048 

Education  Courses  (Postgraduate  Center  for 

Psychotherapy) 1976 

Sun-Visor  Calendar  (Harry  Lifson) 1962 


(in  the 

menopause... 

General  tonic  effects 

fvere  noteworthy  and 
he  greatest 
percentage  of 
patients  who 
expressed  clear-cut 
preferences  for  any  drug 
designated 
'Premarin'."* 


•P«rlofl,  W.  H.:  Am.  J.  Obst.  & Gynec.  58  684  (Oct. I 1949 
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Estrogenic  Substances  (water-soluble)  also  known  as  Conjugated  Estrogens  (equine)  • Tablets  and  Liquid 

fjhly  Effective  • Orally  Active  ’Well  Tolerated  • Imparts  a Feeling  of  Well-Being 


Ayerst,  McKenna  & Harrison  Limited  • 22  East  40rh  Street,  New  York  1 6,  N.  Y. 


B12  (EMF) 


believed  to  be  APF; 


may  also  be  “ 


Evidence  has  been  accumulated  to  suggest  that 
vitamin  B12 — now  generally  acknowledged  to  be 
the  pure  erythrocyte-maturing  factor  ( EMF)  or 
anti-pernicious-anemia  ( APA ) factor — may  well 
be  identical  with  animal  protein  factor  (APF). 
APF  has  been  found  to  be  essential  for  normal 
growth,  and  probably  for  the  maintenance  of  life, 
in  many  animal  species  including  chickens,  pigs, 
rats,  and  mice. 

Now  there  is  evidence  to  suggest  that  vitamin 
B12  is,  or  contains,  an  important  human  growth 
factor,  or  ”HGF\ 

Wetzel  and  his  associates1  found  that  under- 
nourished children  grew  much  more  rapidly  on  a 
good  diet  if  vitamin  B12  was  also  administered. 
Chow 2 found  that  in  a group  of  chronically  ill 
children,  the  experimental  group  (children  who 
received  vitamin  B12  in  addition  to  a good  diet) 
exhibited  a mean  gain  in  body  weight  practically 


twice  that  of  the  control  group  (children 
received  a good  diet — without  suppleme 
vitamin  B12).  This  observation  was  made 
three  months’  therapy  with  vitamin  B12. 

Choiv'1  also  reported  on  18  healthy  child 
a foundling  home.  Nine  of  these  children 
each  given  a daily  supplement  of  25  micro| 
of  vitamin  B12;  the  other  nine  received  plai 
It  was  found  that  the  "mean  gain  in  body  v 
of  the  children  in  the  B12  group  was  consis 
greater  than  that  of  the  controls  from  tl 
week  onward  . . . ”2 

Redisol®  Tablets  provide  a convenient  or, 
age  form  of  vitamin  Bj2.  Each  tablet  contai 
micrograms  of  crystalline  vitamin  B12.  Rl 
Tablets  are  small — easy  to  swallow.  They  n 
dissolved  in  aqueous  fluids,  or  added  to  sen 
foods,  just  before  taking.  (Solutions  of  vi 
Bi2  lose  potency  if  vitamin  C is  present.) 


Growth  response  in  chronically  ill  children.  ( After  Chow2) 


Growth  response  in  clinically  healthy  children.  ( After  Chow1) 


(Time  in  Months)  1 


2 


Recent  nutritional  studies  on  children  indicate  that  vitamin  Bn  may  play  an  important  role  in  the  promotion  of  growth. 


rowth  response 


o needed  Dose 

ti  ulate  appetite  and  increase  voluntary  food 
k in  infants  and  children:  1 tablet  daily, 
pernicious  anemia  (maintenance  therapy 
r)l  to  6 tablets  daily. 

a lutritional  macrocytic  anemia  and  macro- 
s’nemia  of  pregnancy:  2 to  4 tablets  daily 
fflji  week. 

ttjprue:  2 to  10  tablets  daily  for  one  week 
>,  er,  depending  on  response. 


Packaging 

Redisol  Tablets  are  supplied  in  vials  of  36. 

1.  Wetzel,  N.  C.;  Fargo,  W.  C.;  Smith,  I.  H.,  and  Helik- 
son,  J.:  Growth  Failure  in  School  Children  as  Associ- 
ated with  Vitamin  B12  Deficiency — Response  to  Oral 
Therapy,  Science  110: 651  (Dec.  16)  1949. 

2.  Chow,  B.F.:  Sequelae  to  the  Administration  of  Vitamin 
Bu  in  Humans,  J.  Nutrition  43:323,  Feb.  1951. 

Sharp  & Dohme  • Philadelphia  1,  Pa. 
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Soluble  Tablets  Vitamin  B12  For  Oral  Administration 


PREMENSTRUAL  TENSION. . . 

An  Entity  and  Its  Management 


—Abstract— 


THE  CONDITION  . . . 

The  syndrome  of  premenstrual  tension — depression,  headache,  breast  ten- 
derness, bloating,  edema,  thigh  pain,  irritability  and  lassitude — is  said  to 
occur  in  possibly  40%  of  menstruating  women.  Its  cause  is  speculative, 
although  fluid  retention  related  to  pituitary  activity  explains  the  symptoms 
and  findings. 

TREATMENT . . . 

Due  to  the  anti-pitressin  diuretic  effect  and  analgesic  action  of  M-Minus  4, 
the  author  employed  this  agent  in  a series  of  153  patients  with  premenstrual 
tension.  Of  the  group,  41  had  an  associated  dysmenorrhea. 

EFFECTIVENESS . . . 

Results  were  uniformly  good,  with  at  least  some  relief  in  all  cases.  The 
approach  is  described  by  the  author  as  rational,  combining  ease  of  admin- 
istration, economy  and  safety  with  clinical  effectiveness.  Of  the  41  patients 
with  concomitant  dysmenorrhea,  31  were  relieved  with  M-Minus  4. 

*"Theory  and  Rationale  in  the  Treatment  of  Premenstrual  Tension  and  Dysmenorrhea,”  Vainder, 
Milton:  Industrial  Medicine  and  Surgery,  20:199-201  (April)  1951. 


Minus 

TRADE  MARK 

PREMENSTRUAL  ANTITENSIVE 


Each  tablet  contains: 


N,  N -Dimethyl -N,-(2-pyridyl)-N’- 
(p-methoxybenzyl)  ethylenediamine 
8-bromotheophyllinate  /pyrabrom/.  . 
Acetophenetidin 


M-Minus  4 is  supplied  in  bottles  of  24  and  100  tablets 


i a cno / 


LABORATORIES 

DIVISION  NUTRITION  RESEARCH  LABORATORIES,  INC. 
CHICAGO  11,  ILLINOIS 


50  mg. 
100  mg. 


1982 


Cross-section  of  knee  joint.  Red  area  denotes 
synovial  membrane  wherein  attributed  action  of 
sodium  gentisate  against  hyaluronidase  occurs. 


Clinical  work  now  being  carried  on  with  GENTARTH  on  arthritic 
patients,  some  of  whom  have  been  suffering  for  30  to  35  years,  reveals 
that  this  new  Raymer  formula  gave  relief  beyond  that  ever  experienced 
with  any  previous  drug.  Not  a single  case  of  intolerance  has  been  re- 
ported. Furthermore,  toxicologic  reports  indicate  that  on  a weight-for- 
weight  basis,  GENTARTH  is  less  toxic  than  aspirin. 


GENTARTH 


Sodium  Gentisate  100  mg. 

Ray  sal  323  mg. 

(representing  43%  Salicylic  Acid  and  3%  Iodine  in  a 
Calcium-Sodium  Phosphate  Buffer  Salt  Combination ) 

Succinic  Acid  130  mg. 


Recommended  dosage: 

2 or  more  tablets,  3 or  4 times  daily  ( after  meals  and  before  bedtime ) 

Available  at  all  pharmacies  on  prescription 


PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers  • Philadelphia  34,  Pa. 
Pioneer  Producers  of  Gentisate  Medication  for  the  Medical  Profession 


1 
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10-35  YEAR  S’  STANDING 


Anti-rheum^ 


~~  . to  r0ntainin& 

rhe  w 

j^mklBTH  inhibits  ; 

* * SPREAD  or  HYALURONIgASE 

While  the  basis  of  GENTARTH  is  buffere#salicylate,  still  the  ac- 
cepted stand-by  in  the  arthritides,  to  it  has  beA  added  sodium  gentisate 
which  Meyer  and  Ragan1  have  shown  turning  favorable  results  in 
rheumatoid  arthritis  and  acute  rheumaoc  fever.  Pain,  swelling  and 
joint  inflammation  disappeared.  The  s*tion  of  sodium  gentisate  has 
been  attributed  to  its  inhibition  of  tMI  spreading  effect  of  hyaluroni- 
dase.28  Raymer  has  pioneered  in  nMktng  sodium  gentisate  available 
to  the  medical  profession.  Succin^®  cid,  also  present,  proteas  against 
decrease  in  prothrombin  time,^  necessary  precaution  in  continued 
salicylate  therapy.  O 


GENTARTH 


| Tablets  are  supplied  in  bottles  of  100,  500,  1,000. 

Also  Available  Sodium  GeSfsate  Tablets  325  mg. — bottles  of  100.  Sodium 
Gentisate  ( powder )„  for  pr&cription  formulation  through  leading  pharmacies. 


1 Meyer,  K.  & Ragan,  C. : 

2 Quick,  A.  J.:  J.  Biol.  Cl 
8 Guerra,  J. : J.  Pharrri.  E: 


: Itod.  Concepts  of  Card.  Disp.,  T7:2  (1948) 
hfiff,  101:475  (1933) 

■M.  T1 


",  Ther.,  87:1943  (1946) 


NEW  CUBICAL  EVIDENCE 

Since  the  first  appearance  of  this  advertisement,  new  clinical 
evidence  on  GENTARTH  establishes  30%  greater  effective- 
ness than  salicylate  alone.  For  other  last  minute  reports  on 
sodium  gentisate,  see 

Camelin,  et  al:  Presse  Medicale,  58:889  (1950) 
Schaefer,  et  al:  Circulation,  2:265  (1950) 


Your  request  on  a prescription  form  will  bring  a free  clinical 
supply  of  GENTARTH,  ample  to  demonstrate  its  efficacy- 
enough  for  1 case  for  1 week— and  descriptive  literature! 


1984 


£ncfo 


Samples  and  literature  on  request 


selective  control 
of  Gastrointestinal  Spasm 

Mesopin® 

( brand  of  homatropine  methyl  bromide) 

When  pain,  heartburn,  belching,  nausea, 
or  unstable  colon  are  due  to 
gastrointestinal  spasm,  Mesopin  provides 
an  effective  means  for  prompt  relief. 

Its  selective  antispasmodic  action  controls 
spasticity  with  virtual  freedom  from  the 
undesirable  side  effects  of  atropine  or  belladonna. 
Thus,  Mesopin  is  relatively  safe  for  the  relief  of 
gastrointestinal  spasticity,  such  as  pylorospasm, 
cardiospasm,  spastic  colon,  and  biliary  spasm. 

Mesopin— 2.5  mg.  per  teaspoonful  of 
elixir  or  per  tablet.  Mesopin-PB*— 

2.5  mg.  Mesopin  and  15  mg. 

(1/4  gr.)  phenobarbital  per 
teaspoonful  of  elixir 
or  per  tablet. 


Endo  Prodticts,  Inc.,  Richmond  Hill  18,  N.  Y. 


Recent  nutritional  investigations  have  established  that  vitamins  alone  are  ineffective 
antiquated  protection  against  dangerous  nutritional  deficiencies. 

. . lacking  minerals,  vitamins  are  useless.  . . . Vitamins  control  the  body's  appro- 
priation of  minerals,  and  in  the  absence  of  minerals  they  can  have  no  function  . . 

1.  Bulletin  of  Fla.  St.  Dept,  of  Agriculture,  No.  123,  pp.  20-30. 

Both  minerals  and  vitamins  are  essential  components  of  the  vital  enzymes  which  con- 
trol all  metabolic  activity. 


For  true  nutritional  supplementation — dependable  protection  against  nutritional  deficiencies 
— specify  VITERRA— 9 vitamins  and  11  minerals  and  trace  elements  in  a single,  easy- 
to-take  capsule. 


Each  Capsule  Contains: 


Cobalt 0.1  mg. 

Copper 1 mg. 

Iron 10  mg. 

Iodine 0.15  mg. 

Calcium 213  mg. 

Manganese 1 mg. 

Magnesium 6 mg. 

Molybdenum 0.2  mg. 

Phosphorus 165  mg. 

Potassium 5 mg. 

Zinc 1.2  mg. 

Vitamin  A 5,000  U.S.P.  Units 

Vitamin  D 500  U.S.P.  Units 

Thiamine  HC1 3 mg. 

Riboflavin 3 mg. 

Pyridoxine  HC1 0.5  mg. 

Niacinamide 25  mg. 

Ascorbic  Acid 50  mg. 

Pantothenate 5 mg. 

Tocopherols,  Type  IV 5 mg. 


Viterra  is  also  available  as  VITERRA 
LIQUID,  palatable,  non-alcoholic,  easy- 
to-take  . . . especially  suited  for  children 
and  the  aged. 


PROTECTION 


Vi  terra 


Available  at  all  prescription  pharmacies,  supplied  in  bottles  of  ioo  capsules 
J.  B.  ROERIG  AND  COMPANY,  S3i  lake  shore  drive,  Chicago  ii.  hi. 
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SEVERE  BRONCHIAl  ASTHMA 


Even  when  customary  therapeutic  measures  have  failed  in 
the  management  of  severe  bronchial  asthma,  it  is  possible 
to  block  bronchial  muscle  spasm  with  acthar  therapy. 
Subjective  relief  may  be  initiated  within  hours;  remissions 
with  markedly  improved  breathing  capacity  and  circulatory 
recovery  may  be  maintained  for  many  months,  acthar  pro- 
tects the  human  organism  by  protecting  the  individual  cells. 


There  are  unfortunate  hay  fever  victims  who  fail  to  respond 
to  desensitization,  antihistaminics  and  other  customary  forms 
of  treatment.  In  such  patients,  institution  of  acthar  ther- 
apy shows  great  promise  in  relieving  the  harassing  and  fre- 
quently incapacitating  symptoms,  even  in  the  presence  of 
high  pollen  counts. 

acthar  is  available  in  vials  of  10,  15,  25  and  40  I.U.  (mg.). 
The  Armour  Standard  of  acthar  is  now  accepted  as  the 
International  Unit;  1 International  Unit  is  identical  with 
1 milligram  of  acthar. 


ACTHAR 

THE  ARMOUR  LABORATORIES  BRAND  OF  ADRENOCORTICOTROPIC  HORMONE  (A.C.T.H.) 


THE  ARMOUR  LABORATORIES 

CHICAGO  11,  ILLINOIS 
PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 
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tablets 

ampuls 

powder 

suppositories 


high  theophylline  content,  ready  solubility 
for  rapid  therapeutic  effects  in: 

Bronchial  Asthma 
Paroxysmal  Dyspnea 


dubin 
aminophyllin 


Cheyne-Stokes  Respiration 


(theophylline-ethylenediamine) 


H.  E.  DUBIN  LABORATORIES,  I nc.  250  E.  43rd  St.,  New  York  17,  N.Y. 


for  making 

BURROW’S  SOLUTION  U.S.P.XIV 


POWDER  IN  ENVELOPES  Jj|JL 

_ _ ...  tiBI  CT  ^ l'  r->-  pJ 


W FT  DRESSINGS 


„„  PBFSTO-BORO  rUOR  IN  TABLETS 

astrinqent  and  antipn  9 , c0p  rapid  h©alw9 

f0°;:t?c’ s»  * 

by  their  antipruritic,  deconq  ACCEPTED  BY  U.  S.  ARMY  & NA ^ 


STANDARD  PHARMACEUTICAL  CO.,  INC.,  1123  Broadway,  New  York 


Regulate  cardiac  output. ..more  precisely 

Digitaline  Nativelle  provides  positive  maintenance  — 
positive  because  it  is  completely  absorbed  and  uniformly 
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For  many  patients  each  new  day  is  a trying  and  discouraging  affair.  They  find 
difficult  to  translate  inclination  into  action;  routine  daily  tasks  become  more  an 
more  unmanageable. 

For  such  patients  a good  tonic  is  frequently  all  that  is  needed.  Eskay’s  Neur 
Phosphates  and  Eskay’s  Theranates  stimulate  the  appetite  not  only  for  food,  but  als 
for  the  adventure  of  living.  You  will  find  these  refreshing  tonics  two  of  the  mo: 
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NUMBER  17,  PART  I 


Inflation  Endangers  Free  Enterprise,  III 


The  financial  plight  of  the  medical  schools, 

' e hospitals,  and  of  the  younger  doctors  who 
;e  hard  put,  under  the  best  of  circum- 
ances,  to  make  ends  meet  is  a not  too 
i btle  blow  at  the  will  to  maintain  the  free 
'iterprise  system  under  inflationary  condi- 
jns.  Rising  prices  for  nearly  everything 
id  higher  taxes,  with  the  prospect  of  even 
ore  severe  levies  to  come,  present  a very 
al  problem  for  professional  people. 

With  respect  to  doctors,  the  picture  seems 
i be  a quite  complex  one.  Higher  educa- 
onal  standards  have  imposed  a longer 
aining  period  at  greater  expense  before 
gnificant  earnings  can  commence.  Initial 
juipment  expense,  rising  location  and  op- 
•ating  costs,  liability  for  military  service  in 
le  light  of  deteriorating  world  affairs,  the 
,rge  number  of  minimum,  in  effect  maxi- 
mm,  fee  schedules,  and  other  obstacles, 
ich  as  mounting  income  and  other  hidden 
od  direct  taxes,  operate  to  attract  atten- 
on  to  the  putative  virtues  of  employment 
/is  an  avenue  leading  to  security. 

If  the  value  of  the  dollar  continues  to  fall, 
tie  difficulty  of  maintaining  a free  economy 


will  increase.  But  assuming  that  runaway 
inflation  can  still  be  halted,  it  is  encouraging 
to  note  the  phenomenal  growth  of  voluntary 
health  insurance,  as  exemplified  by  the  Blue 
Shield  medical  and  the  Blue  Cross  hospital 
plans  in  the  last  ten  years  or  so.  According 
to  Dr.  John  W.  Cline,  previously  quoted  in 
this  editorial  series:1 

At  the  present  time  more  than  20,000,000 
Americans  are  covered  by  Blue  Shield  and  other 
medically  sponsored  plans.  More  than  40,000,- 
000  have  Blue  Cross  coverage.  More  than 
72,000,000  people  have  protection  of  some  type 
against  the  costs  of  illness.  The  number  is  in- 
creasing so  rapidly  that  by  the  time  figures  are 
compiled  they  already  are  out  of  date.  In  1950 
Blue  Shield  added  5,000,000  and  Blue  Cross 
gained  3,000,000  new  subscribers. 

In  addition,  by  local  action  a great  many 
problems  of  providing  medical  services  are 
being  solved  by  cooperating  enterprise  of 
citizens,  local  government,  and  the  doctors. 
Mississippi,  one  of  the  poorest  states  in  the 
Union,  “offers  its  college  boys  medical  fel- 

» Editorial:  New  York  State  J.  Med.  51:  1599  (July  1) 
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lowships,  $5,000,  to  go  to  any  medical  school 
on  condition  they’ll  practice  five  years  in 
doctorless  areas  of  Mississippi  of  their  own 
choosing.”2  The  American  Medical  Educa- 
tion Foundation  hopes  to  raise  five  million 
dollars  this  year,  to  be  given  without  strings 
to  the  country’s  medical  schools  in  order  to 
avoid  Federal  subsidy.  Many  more  in- 
stances could  be  cited  of  what  is  being  done 


8 Reader’s  Digest,  June,  1951,  p.  24. 


by  many  groups  on  a free  enterprise  basis  t( 
provide  more  and  better  trained  doctors,  st 
that  voluntary  health  insurance  plans  anc 
the  private  practice  of  medicine  shall  b< 
maintained  on  the  highest  possible  profes 
sional  level. 

Nothing,  apparently,  can  stop  the  con- 
tinued growth  of  such  medical  progress  I 
War  may  make  it  more  difficult,  but  only 
runaway  inflation  can  stop  it  in  the  genera 
chaos  of  devaluation. 


Current  Editorial  Comment 


Prescriptions  for  “Service-Connected 
Veterans.”  Attention  of  physicians  treat- 
ing veterans  under  authorization  is  called 
to  the  following. 

In  issuing  a prescription  to  a veteran 
under  the  Veterans  Administration  Pre- 
scription Service,  in  connection  with  the 
Veterans  Medical  Care  Plan  a private  physi- 
cian is  required  to  sign  on  the  prescription 
a legend  which  reads,  “I  am  authorized  to 
treat  and  prescribe  for  the  above-named  VA 
beneficiary.”  It  has  occurred  that  private 
physicians  have  issued  prescriptions  to 
veterans,  with  the  signed  legend,  without 
actually  holding  an  authorization  from  the 
Veterans  Administration  to  treat  the  vet- 
eran for  a service-connected  disease  or 
disability.  1 

It  should  be  emphasized  that  a private 
physician  should  not  issue  to  veterans 
prescriptions  bearing  the  VA  legend,  unless 
he  holds  a current  VA  authorization  to 
treat  the  service-connected  illness  or  dis- 
ability for  which  the  prescription  is  written. 

Prescriptions  issued  to  veteran  patients 
with  the  notation,  “I  am  authorized  to 
treat  and  prescribe  for  the  above-named 
VA  beneficiary,”  should  be  issued  only  to 
veterans  for  the  effective  time  of  the  au- 
thorization period  and  only  for  amounts 
of  drug  or  drugs  sufficient  for  current 
needs.  Prescriptions  issued  at  such  times 
that  veterans  are  not  under  current  written 
authorization  either  cannot  be  paid  for  by 
the  VA,  or,  if  payment  has  been  made, 
existing  VA  regulations  may  make  it 
necessary  to  require  refund  for  such  pre- 
scriptions from  the  doctors  who  have 
issued  these  prescriptions. 

It  should  be  noted  that  authorizations 
for  treatment  are  issued  by  the  VA  for 
one-month  periods  and  may  be  extended 
for  additional  monthly  periods  at  the 


request  of  the  attending  physician  wher 
indicated  on  the  form  supplied  for  this  pur 
pose  by  the  VA. 

Plans  for  Medical  Defense.  The  New 

York  State  Department  of  Health  in  a re- 
cent issue  of  Health  News  has  covered  th< 
field  of  plans  for  medical  civic  defense  with 
commendable  thoroughness,  in  cooperatior 
with  the  Emergency  Medical  Preparednes- 
Committee  of  the  Medical  Society  of  the 
State  of  New  York.1  This  issue  condense?  I 
into  24  pages  a wealth  of  valuable  informa- 
tion covering  wounds,  blast  and  crush  in- 
juries, fluid  therapy  in  shock  and  burns 
anesthesia,  narcotics  and  related  drugs  , 
surgical  treatment  of  burns,  treatment  ol  ' 
fractures,  and  therapy  of  radiation  illness 

The  volume  is  intended  as  a handy  source 
of  reference  and  should  be  kept  on  eacl 
physician’s  desk  or  bookshelf  for  use  ir 
emergency. 

“Health  is  only  one  facet  of  civil  defense 
but  an  extremely  important  one.  Medical 
services  are  vital  to  the  morale  of  the  popu- 
lation exposed  to  danger  by  plague,  famine 
or  war.  The  life  of  every  individual  may 
well  be  in  jeopardy  unless  we  pool  human 
and  material  resources  for  survival. 

“But  we  must  not  forget  that  optimum 
public  health  services  must  be  maintainec 
and,  when  indicated  in  certain  areas,  ex- 
panded to  meet  the  exigencies  of  atomic  anc  ■ 
germ  warfare.  The  challenges  of  everyday 
life,  like  the  challenge  of  survival,  stimulate 
group  activity.  A community  properly 
organized  for  the  common  causes  of  public 
health  and  civil  defense  maintains  its  owr 
morale  and  builds  the  productive  capacity 
necessary  to  meet  the  demands  of  any 
emergency — even  the  atom  bomb.” 


1 Health  News,  June,  1951. 


( See  announcement  of  Nominating  Committee  on  page  2010s). 


richomonas  will  not  flourish  in  a normal  vagina. 

FLORAQUIN * 


NORMALIZING  TREATMENT  FOR  VAGINITIS 


Is  clinical  success  of  Floraquin  in  the 
ntrol  of  vaginal  infections  is  based 
< its  twofold  action: 


1 It  serves  as  an  effective  trichomonacide  and  combats  existent 
pathogenic  organisms. 

2 It  stimulates  restoration  of  a "normal  vagina"  by — 

. . . replenishing  normal  mucosal  cell  glycogen 

. . . stimulating  restoration  of  normal  epithelium 
. . . restoring  the  normal  vaginal  pH  favorable  to  the  regrowth 
of  normal  protective  flora. 


Floraquin  combines  the  potent  trichomonacide  and 
fungicide,  Diodoquin-Searle  (diiodohydroxyquino- 
line),  with  lactose,  dextrose  and  boric  acid. 
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Scientific  Articles 


ATOPIC  DERMATITIS:  SOME  ASPECTS  AND  CONSIDERATIONS 

Jack  Wolp,  M.D.,  New  York  City 


from  the  Department  of  Dermatology  and  Syphilology  of  the  New  York  University  Post-Graduate  Medical 
School  and  the  Skin  and  Cancer  Unit  of  University  Hospital ) 


f’HE  term  neurodermatitis  was  given  by  Louis 
. Broq  to  a cutaneous  complex  characterized  by 
{ iritus,  often  distressing  pruritus,  which  leads  to 
rpbing  and  scratching  and  to  the  production  of 
isoriated,  papular,  and  lichenified  patches  of 
f aller  and  larger  extent.  He  described  a chronic, 
I cumscribed  form  of  neurodermatitis  and  a 
lire  diffuse,  generalized  form  of  neurodermatitis. 
1 1924  in  his  Cliniques  Dermatologiques  Broq  gives 
|b  history  of  Jean  X together  with  notes  and  com- 
ints on  19  members  of  his  family.  He  brings 
fit  clearly  the  familial  incidence  of  such  diseases 
i urticaria,  eczema,  vasomotor  rhinitis,  migraine, 

• drointestinal  disturbances,  and  psychic  dis- 
(jj'bances.  While  the  term  atopy  had  not  been 
lined  at  that  time,  Broq  was  fully  cognizant  of 
lb  relationship  existing  between  these  diverse 
llinifestations  and  of  the  tendency  to  the  trans- 
| ssion  of  this  constitutional  state  from  one  gener- 
ljon  to  another. 

■Because  the  eruption  appeared  secondarily  only 
la  result  of  trauma  and  because  the  pruritus  was 
Binary  and  nervous  in  origin,  Broq  felt  that  the 
lm  neurodermatitis  was  an  appropriate  one  for 
Is  state.  While  neurodermatitis  has  been  alto- 
Ither  the  most  commonly  used  term  for  this  erup- 
In,  it  is  also  known  by  a host  of  other  names  in- 
liding  lichen  chronicus  simplex  of  Vidal,  early 
I d late  exudative  eczematoid  of  Rost,  prurigo  of 
jsnier,  asthma  eczema,  allergic  eczema,  endog- 

• ous  eczema,  dermatitis  lichenoides  pruriens, 

• 3.  It  would  lead  us  too  far  afield  to  raise  ob- 
, 'tions  to  the  various  terms,  some  of  which  now 

ve  little  more  than  historical  justification.  For 
ry  obvious  reasons  a single  name  is  preferable, 
i d since  the  term  atopic  dermatitis  (Coca)  in- 
pates clearly  both  the  allergic  nature  of  the 

Presented  at  the  145th  Annual  Meeting  of  the  Medical 
jiety  of  the  State  of  New  York,  Buffalo,  Section  on  Der- 
itology  and  Syphilology,  May  3,  1951. 


disease  and  the  tendency  to  the  inheritance  of  this 
constitutional  state,  it  would  seem  to  be  the  most 
appropriate  and  the  most  satisfactory  designation 
we  now  have  for  this  condition.  It  helps,  also,  to 
avoid  confusion  between  other  dermatoses  such  as 
neurotic  excoriations,  prurigo  of  Hebra,  etc., 
which  are  classified  in  this  group  of  neuroderma- 
titis. To  attempt  differentiation  between  atopic 
dermatitis  on  the  one  hand  and  neurodermatitis 
on  the  other  hand  on  the  basis  of  the  patient’s 
history  of  allergy  or  on  the  basis  of  history  plus 
positive  reactions  to  various  allergens  is  not  log- 
ical and  only  makes  confusion  more  confounded. 
In  the  first  place,  history  is  often  faulty.  In  the 
second  place,  the  factor  of  latency  is  an  extremely 
important  one.  What  proof  is  there  that  this 
state  was  not  latent  in  the  parent?  Instances  in 
which  atopic  manifestations  in  the  child  precede 
atopic  manifestations  in  the  parent  are  not  too 
rare. 

The  clinician  in  his  everyday  contact  with  pa- 
tients with  atopic  dermatitis  cannot  help  but  be 
impressed  with  the  psychosomatic  aspects  of  this 
condition.  So  many  of  the  recurrences  and  ex- 
acerbations are  coincidental  with  personal  diffi- 
culties, problems  which  arise  in  the  course  of 
everyday  living,  frustrations,  tensions,  etc.,  that 
one  cannot  help  but  attribute  an  etiologic  signifi- 
cance to  these  psychic  disturbances,  possibly  in 
the  nature  of  a physiochemical  trigger  mechanism. 
Even  in  this  neurotic  age,  altogether  too  fre- 
quently the  patient  will  inquire  as  to  whether 
“nerves”  could  possibly  be  responsible  for  their 
skin  trouble. 

Lynch,  Hinckley,  and  Cowan  in  a combined 
dermatologic,  allergic,  and  psychiatric  study  of  a 
group  of  patients  with  atopic  dermatitis  found 
that  a definite  psychosomatic  relationship  seemed 
apparent. 1 The  cutaneous  manifestations  seemed 
to  be  evidence  of  psychobiologic  disbalance  in  the 
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reaction  of  the  total  individual.  All  patients  had 
certain  personality  factors  in  common : suppres- 
sion of  resentment,  tension,  and  more  than  aver- 
age intelligence  and  self-assertiveness.  MacKenna 
in  Iris  remarks  on  psychosomatic  factors  in  cu- 
taneous disease  refers  to  the  obsessional  type, 
highly  intelligent,  tense,  restless,  overconscien- 
tious,  and  preoccupied  with  cleanliness,  routine, 
and  order.  He  tends  to  have  localized  or  general 
pruriginous  eruptions  frequently  lichenified,  for 
example,  neurodermatitis  and  pruritus  ani.  Lutz 
states  that  the  factors  which  release  the  patho- 
genetic mechanisms  are  (1)  in  prurigo  simplex, 
dysfunction  (imbalance)  of  the  autonomic  ner- 
vous system,  and  (2)  in  neurodermatitis,  neuro- 
genic and  psychogenic  influences.  These  are  but 
a few  of  the  more  recent  contributions  to  the  liter- 
ature on  this  phase  of  the  subject. 

What  is  the  nature  of  this  relationship  that 
exists  between  the  allergic  reaction  and  the 
psychic  state?  The  specific  pathogenetic  mech- 
anism is  not  known,  but  it  has  been  shown  that 
allergen  produces  a response  in  certain  cases  of 
asthma  only  when  the  individual  is  in  a certain 
psychic  state  (Hansen).  Stokes,  who  contrib- 
uted considerably  to  the  literature  on  the  emo- 
tional and  psychic  factors  in  atopic  dermatitis, 
also  expressed  the  opinion  that  allergen  acted  only 
in  certain  emotional  states.2  Others  have  ex- 
pressed similar  views.  Given  a fertile  soil,  i.e., 
the  constitutional  state,  the  nervous  factor  acts  as 
the  trigger  mechanism  which  precipitates  the 
eruption.  At  times  it  would  appear  that  an  over- 
whelming emotional  shock  precludes  the  necessity 
for  any  accessory  factor.  At  times,  too,  the  con- 
clusion appears  warranted  that  the  allergic  state 
and  the  psychic  makeup  of  the  individual  with 
atopic  dermatitis  are  controlled  by  the  same  basic 
factor  or  factors.  In  other  words,  the  nervous 
state  is  not  the  result  of  distress  and  suffering 
from  pruritus.  It  is  caused  by  the  same  factor 
responsible  for  the  allergic  state.  Either  aller- 
genic or  emotional  trauma  may  precipitate  an  itch 
crisis  which  results  in  a primary  attack,  an  exacer- 
bation, or  a recurrence  of  atopic  dermatitis. 

The  classic  pictures  of  atopic  dermatitis  during 
infancy  and  during  the  childhood  years  need  not 
concern  us  here.  The  morphology  of  the  erup- 
tion and  the  distribution  of  the  lesions  at  the  var- 
ious sites  of  predilection  are  as  typical  as  in  the 
classic  picture  of  acne  vulgaris.  I should  like  to 
discuss  some  of  the  unusual  features  and  some  of 
the  more  controversial  aspects  of  atopic  dermatitis. 
Problems  in  the  differential  diagnosis  of  atopic 
dermatitis  arise  chiefly  during  the  adult  years, 
since  the  number  and  variety  of  dermatoses  occur- 
ring during  the  childhood  years  are  not  as  great 
as  they  are  in  adult  life.  However,  even  during 
the  childhood  years  occasions  arise  when  it  is 
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difficult  to  differentiate,  on  clinical  or  even  c i j 
histologic  grounds,  between  psoriasis  and  atop  1 
dermatitis.  In  fact,  combinations  of  these  tw  i 
diseases  may  exist  in  the  same  individual  wit  i 
one  and  then  another  of  the  clinical  character  | 
istics  coming  to  the  fore.  This  problem  : 
encountered  with  greater  frequency  in  the  adull 
and  will  be  dealt  with  later.  The  tendency  1 1 
the  more  widespread  form  of  atopic  derma;  I 
titis  largely  diminishes  with  the  age  of  th  | 
individual,  and  it  might  be  said  that  the  diij  1 
fusion  of  the  process  varies  in  inverse  propoi 1 j 
tion  to  the  age  of  the  individual.  This  is  cer 
tainly  not  an  absolute  rule  since  there  is  in  realit;  | 
no  sharp  dividing  line  between  the  circumscribe! 
and  the  widespread  process.  Some  trigge 
mechanism,  frequently  emotional  in  origin,  may 
rapidly  convert  the  circumscribed  variety  into  th< 
diffuse  generalized  variety,  as  indeed  it  may  caus 
a primary  diffuse  eruption  in  the  absence  of  am 
previous  cutaneous  manifestations.  In  the  adul 
the  eruption  may  and  does  occur  in  the  cubita 
and  popliteal  folds  and  on  the  head  and  neck 
especially  in  the  young  adult,  but  the  eruptions 
we  deal  with  chiefly  in  the  adult  are  well-devel-  | 
oped,  chronic,  sharply  circumscribed,  and  licheni-  i 
fled  areas  which  occur  especially  on  and  near  the  I 
ankles  and  dorsal  aspects  of  the  feet,  on  the  an- 
terior aspects  of  the  legs,  the  prepatellar  regions, ' 
the  inner  or  outer  aspects  of  the  thighs,  and  the 
dorsal  aspects  of  the  forearms  (ulnar  band).  In 
the  female  the  back  of  the  neck  is  a favorite  site. 
Characteristic  also  for  the  female  is  the  red,  scaly, 
and  frequently  moist  oozing  patch  occupying  the 
hairy  part  of  the  middle  of  the  suboccipital  region. 
Typical  lichenified  patches  may  and  do  occur  on  1 
other  parts  of  the  body.  Frequently  the  eruption 
is  limited  to  one  or,  at  most,  several  patches.  The 
course  is  usually  a long  one,  extending  over  many  i 
years,  often  a score  or  more.  Response  to  treat- 
ment is  often  poor,  and  even  where  a satisfactory 
result  is  obtained,  recurrence  is  frequent.  Spon- 
taneous healing  in  one  location  may  be  followed 
by  the  development  of  a lichenified  lesion  in  an- 
other location. 

Involvement  of  the  eyelids  deserves  special 
consideration.  This  manifestation  occurs  al- 
most exclusively  in  the  female  and  may  involve  a 
single  eyelid  but  usually  involves  both.  The 
lower  lids  are,  as  a rule,  singularly  unaffected,  the 
involvement  confining  itself  to  the  upper  lids.  i 
The  eyelids  during  the  earlier  phase  are  mildly 
edematous ; they  rarely  develop  the  acute  edema- 
tous state  encountered  in  contact  dermatitis. 
Rubbing  leads  to  the  rather  rapid  development  of 
hyperpigmentation  and  mild  hchenification. 
Transverse  Assuring  at  about  the  middle  of  the  lid 
or  even  several  smaller  and  larger  fissures  may  be 
present.  More  infrequently  encountered  are  the 
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sferely  lichenified,  persistent,  papular  eruptions, 
i rally  confined  to  one  eyelid,  similar  in  character 
t the  chronic  lichenified  lesions  on  other  parts  of 
tp  cutaneous  surface. 

iWhile  it  is  obligatory  to  investigate  all  of  these 
c|es  from  the  standpoint  of  contact  as  a possible 
rise,  such  investigation  proves  fruitless  in  a 
i jor  proportion  of  the  cases.  Only  an  occa- 
g nal  instance  attributable  to  nail  polish,  a rub- 
r sponge,  or  some  other  contactant  is  en- 
untered.  The  course  of  this  distressing  man- 
i (station  extends  over  an  indefinite  period,  sev- 
e |.l  weeks  to  several  years,  with  recurrences 
vich  are  usualty  dependent  upon  some  emo- 
tlnally  disturbing  factor.  Atopic  dermatitis  of 
t > eyelids  is  by  far  the  most  common  eruption 
i -olving  the  eyelids.  The  following  case  history 
i illustrative  of  the  factors  involved  and  the 
< irse  of  the  eruption : 

Mrs.  A.  B.  consulted  me  in  regard  to  longstand- 
i ; pruritus  of  the  eyelids,  typical  for  atopic  derma- 
tjs.  The  history  I obtained  at  that  time  was  not 
shificant.  Two  years  later  I again  had  occasion 
tlsee  her.  In  the  meantime  she  had  undergone 
p choanalytic  therapy  which  she  felt  had  benefited 
If  greatly  in  every  way  but  had  not  helped  her 
edids.  At  this  second  visit  I learned  that  her 
i.'pic  dermatitis  dated  back  to  the  time  she  learned 
tit  her  child  was  born  blind  as  the  result  of  an 
rack  of  German  measles  she  suffered  during  preg- 
ipcy.  The  conclusions  are,  I believe,  obvious. 

ItThe  relationship  of  primary  pruritus  ani  and 
I|iritus  vulvae  to  nervous  factors,  especially  to 
K related  disturbances,  is  well  understood  and 
iliversally  acknowledged  and,  at  least  to  this 
(pent,  is  a form  of  neurodermatitis.  Their  rela- 
tnship,  however,  to  the  atopic  state  is  a contro- 
’|rsial  subject.  There  are  instances  of  circum- 
fiibed  patches  of  lichenification  on  the  scrotum 
lid  on  the  vulva  about  which  there  can  be  no 
iiestion:  The  history,  course,  and  clinical  ap- 
Ijarance  are  characteristic  for  atopic  dermatitis. 
1|  the  more  diffuse  involvement  of  the  anogenital 
itpons  the  pruritus  can  often  be  attributed  to 
1j:al  pathology.  The  scratching  leads  to  a vi- 
ous  cycle  which  ultimately  results  in  a clinical 
1 ‘ture  indistinguishable  from  the  diffuse  primary 
'riety.  Investigation  and  study  of  patients  in 
' 10m  local  pathology  cannot  account  for  pruritus 
! i and  vulvae  has  led  many  of  us,  on  the  basis  of 
I story  and  course,  to  classify  a considerable  per- 
mtage  of  these  with  the  circumscribed  type  of 
ippic  dermatitis.  It  might  be  said  that  atopic 
• rmatitis,  in  addition  to  shoving  a predilection 
r the  flexures,  also  shows  a decided  predilection 

!r  the  orifices : the  eyelids,  the  anal  and  vulvar 
pons,  the  external  auditory  meati,  and  the  lips, 
le  clinical  picture,  the  course,  the  history,  and 
I e therapeutic  response  of  many  of  these  orificial 


eruptions  are  those  of  atopic  dermatitis.  The 
opportunity  to  observe  these  patients  for  a period 
of  time  will,  in  many  instances,  reveal  other,  more 
characteristic  manifestations  of  the  atopic  state, 
cutaneous  or  otherwise. 

Another  phase  of  the  problem  of  the  differential 
diagnosis  of  atopic  dermatitis  merits  discussion. 
Acute,  severe,  persistent  eruptions  which  involve 
the  head  and  neck  diffusely  and  which  are  fre- 
quently accompanied  by  lesions  on  the  trunk,  in 
the  axillae,  and  in  the  genital  regions  often  pre- 
sent characteristics  which  may  be  construed  as 
those  of  seborrheic  dermatitis,  atopic  dermatitis, 
or  psoriasis.  The  diagnosis  will  not  only  differ  at 
different  stages  of  the  eruption  but  will  also  differ 
according  to  the  leanings  of  the  particular  expert. 
Two  or  three  different  diagnoses  may  be  made  on 
the  basis  of  the  same  clinical  picture.  There  is 
usually  an  adequate  basis  for  these  seemingly 
varying  opinions.  I have  satisfied  myself  that 
the  explanation  for  these  confusing  clinical  pic- 
tures lies  in  the  influence  of  one  constitutional 
state  upon  another.  The  atopic,  seborrheic,  and 
psoriatic  states  are  sufficiently  common  to  allow 
for  the  coexistence  of  two  such  constitutional 
states  in  the  same  person.  The  influence  that  one 
state  brings  to  bear  on  the  other  may  alter  the 
clinical  characteristics  of  the  eruption  to  such  a 
degree  as  to  allow  either  for  a contrary  diagnosis 
or  for  two  or  more  diagnoses.  The  lack  of  re- 
sponse to  antiseborrheic  therapy  should  lead  to  a 
consideration  of  the  fact  that  the  eruption  may  be 
one  of  atopic  dermatitis  in  which  the  characteris- 
tics of  the  eruption  are  altered  by  the  seborrheic 
or  psoriatic  background  of  the  individual.  The 
reverse  of  this  situation  holds  equally  true : Seb- 
orrheic dermatitis  and  psoriasis  will  be  modified 
by  an  atopic  background. 

We  find  the  pathologic  counterpart  of  this 
clinical  picture  in  the  occasional  histologic  report 
of  psoriasis  in  clinically  typical  atopic  dermatitis 
and  vice  versa.  Here  again  it  would  appear 
logical  to  explain  this  discrepancy  on  the  basis  of 
the  influence  of  one  constitutional  state  on  the 
other. 

An  unusual  pathologic  picture  occasionally  en- 
countered in  the  course  of  routine  histologic 
examination  of  tissue  from  typical  patches  of 
atopic  dermatitis  is  that  of  mycosis  fungoides. 
There  is  no  satisfactory  explanation  for  this  in- 
teresting and  unusual  finding.  The  clinical  diag- 
nosis must  be  re-evaluated  on  the  basis  of  these 
histologic  findings,  and  it  is  the  clinical  picture  and 
the  course  which  must  ultimately  decide  the  final 
diagnosis.  Mycosis  fungoides  which  heals  spon- 
taneously during  the  summer  months  or  which  re- 
sponds too  well  to  hospitalization  and  treatment 
with  simple  remedies  must  be  reviewed  in  the 
same  light. 
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Fig.  1.  The  horny  layer  is  partly  parakeratotic. 
The  epidermis  shows  wide  and  irregular  but  some- 
what psoriasiform  acanthosis.  Within  it  there  are 
a few  subcorneal  vesicles,  and  there  is  considerable 
spongiosis  and  exocytosis.  The  papillae  are  edema- 
tous. Around  the  subpapillary  vessels  there  is  a 
polymorphous  infiltrate  of  lymphocytes,  large  and 
small,  and  some  irregular,  multinucleated,  deeply 
staining  cells. 


The  accompanying  histologic  picture  is  from  a 
patient  with  circumscribed  lichenified  lesions  on 
the  right  ankle,  buttock,  and  trunk  of  some  fifteen 
years  standing,  clinically  typical  for  atopic  derma- 
titis (Fig.  1).  There  has  been  no  essential  change 
in  the  lesions  during  the  last  eight  years  of  obser- 
vation, nor  has  the  clinical  picture  been  altered  in 
any  way  except  for  the  recent  development  of 
atopic  dermatitis  of  the  hands  and  of  the  ears. 
The  histologic  sections  date  back  to  1944  and  1945. 

A most  important  pitfall  in  the  diagnosis  of 
atopic  dermatitis  lies  in  the  oversight  of  a chronic 
or  subacute  dermatitis  due  to  contact.  Clinically 
a pruritic,  erythematous,  scaly,  and  thickened 
eruption  of  the  penis  and  scrotum  suggesting 
atopic  dermatitis  may  be  a chronic  or  subacute 
eczematous  dermatitis  caused  by  contact  with  a 
condom.  A dry,  thickened  eruption  on  the  sides 
of  the  face,  the  neck,  and  the  eyelids  may  be  due 
to  a cosmetic  sponge.  Acquaintance  with  these 
clinical  pictures  is  essential  if  such  pitfalls  are  to 
be  avoided.  Such  errors  of  omission  can  only  be 
avoided  by  the  taking  of  a detailed  history  in- 
cluding a history  of  allergens  which  are  likely  to 
come  into  contact  with  a particular  part  and  by 
patch  tests  with  these  and  other  likely  contac- 
tants. 

While  contact  dermatitis  does  not  occur  with 
any  greater  frequency  in  the  atopic  group  than  is 
to  be  accounted  for  by  the  theory  of  probability, 
probably  less  frequently,  it  is  interesting  to  note 
that  there  is  at  least  one  exception,  namely,  that 
of  hypersensitivity  to  nickel.  Within  the  last 
year  alone  I have  had  the  opportunity  of  studying 


more  than  half  a dozen  cases  of  atopic  dermati 
which  showed  clinical  manifestations  of  nicl 
hypersensitivity  with  lesions  on  the  back  of  1 
neck  from  the  nickel  clasp  on  a necklace,  on  1 
earlobes  from  nickel  earrings,  on  the  thighs  fr< 
metal  garters,  and  on  the  abdomen  from  the  me 
zipper  of  a girdle.  Patch  tests  with  nickel  ga 
the  acute  reaction  of  hypersensitivity  and  not  1 
well-known,  nonspecific  reaction  produced 
nickel  and  other  metallic  salts. 

Dermatitis  of  the  hands,  when  it  occurs  in  ci 
junction  with  characteristic  manifestations 
atopic  dermatitis  on  other  parts  of  the  body,  i 
fers  no  difficulty  in  diagnosis.  It  is  considered 
part  of  the  entire  clinical  picture.  Howev 
when  an  eruption  is  confined  to  the  han 
alone,  there  is  often  the  tendency  to  cc 
sider  atopic  dermatitis  as  the  least  likely  diagr 
sis,  especially  if  characteristic  lichenification 
absent.  The  morphologic  characteristics  of  t 
lesions  in  atopic  dermatitis  of  the  hands  and  f 
gers  are  indeed  varied.  In  contradistinction 
atopic  dermatitis  on  other  parts  of  the  body,  t 
process  on  the  hands  is  often  a wet  one.  Ves 
ular  and  oozing  patches  are  particularly  commc 
especially  during  the  early  phase  of  the  disea: 
Persistence  leads  to  the  dry,  chronic,  lichenifk 
hyperkeratotic,  and  fissured  state.  The  clinii 
types  are  varied.  The  dorsal  aspects  of  the  han 
and  fingers  may  be  involved  in  their  entirety,  t 
process  much  thickened,  or  there  may  be  limit 
areas  of  lichenification,  milder  or  more  severe,  • 
various  parts  of  the  fingers  or  hands,  dorsal  or  p: 
mar.  Plaquelike  involvement  over  the  don 
aspect  of  the  metacarpal  of  the  thumb  is  t 
tremely  common  as  is  also  the  thickening  o\ 
the  metacarpophalangeal  and/or  proximal  ink 
phalangeal  joints.  Characteristic  also  for  atoj 
dermatitis  of  the  hands  is  the  erythematous  ai 
scaly  eruption  on  the  palmar  aspects  of  the  fi 
gers,  most  frequently  the  index  and  middle  fi 
gers,  extending  peripherally  on  to  the  palm  whe 
it  is  delimited  by  a convex  scaly  border.  D 
seminate  spots  are  usually  found  on  other  par' 
fingers,  palms,  or  dorsal  aspects  of  the  hands  ai 
wrists.  Atopic  dermatitis  of  the  hands  is  chi 
acterized  by  chronicity  just  as  it  is  in  other  loc 
tions  and  may  run  a course  of  months  to  yeai 
It  shows  the  same  response  to  the  various  topic 
agents  beneficial  in  other  locations,  to  roentg 
ray  therapy,  to  hot  soaks,  and  to  ultraviol 
therapy.  Remissions  during  the  summer  mont 
are  common  as  are  also  remissions  during  vacatii 
periods. 

Since  the  earliest  clinical  manifestations  may 
indistinguishable  from  other  eczematous  eru 
tions  on  the  hands,  the  diagnosis  of  atopic  derm 
titis  may  not  be  entertained  at  the  outset,  espe< 
ally  in  the  absence  of  any  history  of  asthma,  hi 
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ever,  or  of  previous  dermatitis.  Early  diagnosis 
, however,  of  little  significance  with  one  excep- 
'on,  namely,  that  of  the  eruption  arising  in  the 
course  of  occupation.  Patients  exposed  to  vari- 
us  irritating  or  allergenic  substances  or  patients 
posed  to  excessive  immersion  of  the  hands  in 
~ap  and  water  solutions  develop  eruptions  which 
ally  go  on  to  complete  healing  upon  elimina- 
'on  of  the  offending  agent  or  by  means  of  various 
rotective  measures  which  avoid  direct  contact 
‘th  the  causative  agent.  Recurrence  does  not 
place  unless  the  precautionary  measures  are 
laxed.  The  difficulties  that  arise  are  invariably 
n connection  with  those  cases  in  which  the  avoid- 
ce  of  further  exposure  does  not  lead  to  a resti- 
utio  ad  integrum.  The  process  continues  despite 
he  cessation  of  occupation,  despite  therapy,  and 
ns  the  prolonged  course  of  atopic  dermatitis. 
Gradually  the  eruption  assumes  a more  character- 
istic form.  The  following  questions  then  arise: 
~ne,  can  dermatitis  caused  by  occupational  con- 
cts  eventuate  in  atopic  dermatitis?  Two,  were 
he  earliest  manifestations  those  of  atopic  derma- 
itis  without  relationship  to  occupational  con- 
tacts, or  were  they  the  manifestations  of  occu- 
pational dermatitis? 

By  analogy,  the  answer  to  this  first  question 
must  be  in  the  affirmative  since  contact  derma- 
titis in  an  atopic  individual  may,  and  not  too  in- 
frequently does,  provoke  persistent  lichenification 
identical  with  patches  of  atopic  dermatitis  on 
other  parts  of  the  body.  Again  here  the  con- 
stitutional state  of  the  individual  plays  a deciding 
role.  It  appears  that  once  the  reaction  has  been 
started,  it  may  continue  for  a variable  length  of 
time. 

Far  more  important  and  less  frequently  forth- 
coming is  the  answer  to  the  second  question.  If 
it  is  at  all  possible  to  ascertain  causal  relationship 
in  these  complicated  cases,  the  ideal  time  is  surely 
during  the  very  early  phase  of  the  disease.  The 


physician,  often  the  specialist,  who  sees  the  erup- 
tion after  it  is  well  established  and  has  persisted 
for  some  time  is  at  a great  disadvantage  since  the 
clinical  manifestations  may,  by  that  time,  have 
been  altered  very  considerably,  and  his  opinion 
must  be  based  on  the  history  and  on  the  clinical 
manifestations  then  in  evidence.  How  can  he  be 
certain  that  the  first  manifestations  were  not 
those  of  contact  dermatitis  and  that  what  he  then 
sees  is  merely  an  end  result  of  contact  dermati- 
tis? In  a great  many,  if  not  most,  instances 
he  surely  cannot  arrive  at  a definitive  opinion. 
And  because  there  is  no  final  answer,  these  cases 
often  continue  on  the  workmen’s  compensation 
calendar  for  years,  especially  in  those  instances 
where  gainful  employment  is  not  obligatory. 

Quite  obviously,  limitation  of  the  discussion  of 
problems  in  the  diagnosis  of  occupational  derma- 
titis of  the  hands  to  these  two  difficult  questions 
is  a gross  oversimplification  of  the  situation  as  it 
confronts  the  specialist.  I have  been  able  here 
merely  to  refer  to  the  problem  of  occupational 
dermatitis  of  the  hands  in  its  relationship  to  the 
atopic  state. 

In  conclusion,  may  I say  that  the  broad  and  not 
altogether  orthodox  approach  I have  taken  in  this 
discussion  of  some  phases  of  the  subject  of  atopic 
dermatitis  would  appear  to  enlarge  inordinately 
the  clinical  concept  of  atopic  dermatitis.  How- 
ever, I believe  that  detailed  study  of  the  type  of 
eruption  with  which  I have  dealt  will  indicate 
that  in  a great  many  instances  the  eruption  be- 
longs in  the  category  of  atopic  dermatitis  rather 
than  in  the  group  of  eczematous  dermatitis  of 
unknown  origin. 
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SOCIALIZED  MEDICINE 

The  following  resolution  was  passed  unanimously 
by  the  delegates  to  the  annual  spring  convention  of 
the  American  Council  of  Christian  Churches,  meet- 
ing in  Nashville,  Tennessee,  April  25  to  29,  1951. 

Resolution 

The  American  Council  of  Christian  Churches  re- 
affirms its  resolution  of  April,  1949,  against  socialized 
medicine.  Freedom  of  the  individual,  freedom  of 
the  doctor,  and  freedom  of  medical  research  are 
essential  to  the  preservation  of  a free  society. 

We  are  aware  of  the  fact  that  among  the  clergy 
and  in  certain  church  groups  there  is  increasing 
pressure  for  government  socialism  beginning  with 
socialized  medicine.  The  leadership  of  Methodist 
Pink  Bishop  G.  Bromley  Oxnam  on  the  Committee 
for  the  Nation’s  Health  spearheading  this  drive  is 


only  a part  of  the  over-all  program  to  socialize  the 
entire  world  under  the  guise  of  establishing  the 
Kingdom  of  God. 

The  tyranny,  abuse,  corruption,  confusion, 
demoralization,  and  irresponsibility  attendant  upon 
any  effort  to  make  the  state  responsible  for  a per- 
son’s health  will  be  a valid  judgment  of  the  Almighty 
God  upon  those  who  lightly  esteem  their  God-given 
freedom.  No  state  can  assume  either  the  responsi- 
bility which  belongs  to  an  individual  or  the  preroga- 
tives which  belong  to  God  Almighty. 

Christian  people  must  expose  and  resist  the 
campaign  now  being  waged  for  socialized  medicine. 
These  appeals  actually  are  based  upon  the  lowest 
motives,  including  the  offer  of  something  for  nothing 
in  order  to  win  votes. 


APPLICATION  OF  SIMPLE  MINOR  SURGICAL  TECHNICS  TO 
DERMATOLOGIC  PRACTICE 

Douglas  Torre,  M.D.,  and  George  M.  Lewis,  M.D.,  New  York  City 

( From  the  Department  of  Medicine  ( Dermatology ) of  New  York  Hospital  and  Cornell  University  Medical  College) 


MINOR  surgical  procedures  for  the  purpose 
of  biopsy  or  for  the  removal  of  small 
tumors  of  the  skin  are  an  integral  part  of  the 
dermatologist’s  armamentarium.  It  is,  there- 
fore, important  to  be  familiar  with  the  most  effi- 
cient technics  and  current  advances  in  the  field. 
The  biopsy  is  a commonly  performed,  simple 
surgical  procedure.  It  is  a valuable  tool  in 
diagnosis  and,  if  performed  according  to  correct 
surgical  principles,  should  not  leave  an  unsightly 
scar. 

Tumors  of  the  skin  may  be  grouped  into  two 
main  categories : malignant  or  potentially  malig- 
nant and  benign.  In  the  first  group  the  pri- 
mary objective  is  to  effect  a cure,  and  if  it  is 
necessary  to  sacrifice  the  final  cosmetic  result  to 
this  end,  it  is  justified.  However,  often  in  pre- 
malignant  and  even  malignant  lesions  the  cure 
rate  is  equally  good  by  one  of  two  or  more  dif- 
ferent methods.  In  such  cases  it  is  to  the  ad- 
vantage of  the  patient  to  use  the  least  destructive 
or  deforming  procedure.  With  benign  lesions 
the  emphasis  is  shifted  toward  production  of  a 
favorable  end  result.  Incomplete  removal  or 
fractional  treatment  procedures  entail  no  threat 
to  the  patient’s  health.  With  lesions  such  as 
benign  nevi,  hemangiomata,  fibromata,  and 
sebaceous  cysts  the  patient  has  a right  to  expect 
that  the  end  result  will  be  more  cosmetically 
acceptable  than  the  original  lesions. 

In  certain  instances  tumors  of  the  skin  are  best 
removed  by  a general  surgeon,  a plastic  surgeon, 
or  a specialist  in  chemosurgery  (Mohs’s  method) 
because  of  special  technics,  facilities,  or  skills 
applicable  to  a particular  problem.  The  derma- 
tologist should  recognize  such  specific  situations 
and  refer  the  patient  to  a colleague  if  in  his  judg- 
ment this  would  be  in  the  best  interest  of  the  pa- 
tient. The  great  majority  of  skin  lesions  are 
specifically  treated  by  the  dermatologist  because 
he  is  trained  to  make  a correct  clinical  diag- 
nosis, understands  the  pathologic  process  in- 
volved, and  has  available  a diversity  of  thera- 
peutic methods  other  than  scalpel  surgery 
(electrosurgery,  electrolysis,  refrigeration,  chem- 
ical agents,  and  ionizing  radiations).  He  is, 
therefore,  able  to  plan  a definitive  procedure  ac- 
cording to  the  age  and  physical  condition  of  the 
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patient,  the  location  and  size  of  the  lesion,  as  well 
as  the  type  of  pathologic  process. 

Sterilization  of  the  Skin 

One  of  the  improvements  in  surgical  technic 
most  valuable  in  dermatologic  practice  is  in 
sterilization  of  the  skin.  While  preparation  with 
tincture  of  iodine  and  alcohol  is  satisfactory  from 
the  standpoint  of  partial  sterilization,  the  residual 
color  and  the  irritation  often  engendered  are  ob- 
jections. The  preliminary  work  with  benzal- 
conium  hydrochloride  (Zephiran)  has  been  fully 
confirmed  by  clinical  use,  and  this  chemical  is 
now  used  extensively  in  many  hospitals  in  situa- 
tions demanding  efficient  sterilization  of  the 
skin,  instruments,  etc.  An  aqueous  solution 
1:1,000  is  most  generally  used.  Since  it  is 
colorless,  it  does  not  leave  a residual  stain. 
The  incidence  of  sensitization  is  extremely  low. 

A study  by  Freeman  and  Young  showed  that  a 
3 per  cent  solution  of  hexachlorophen  in 
pHisoderm  (pHisoHex)  exerted  a rapid  bacteri- 
cidal effect  on  the  skin.1  A two-minute  scrub 
with  this  combination  is  at  least  equivalent  to  a 
ten-minute  scrub  with  soap.  pHisoderm  is  a de- 
tergent having  a pH  of  5.5  and  dispersing  proper- 
ties with  a surface  activity  estimated  by  Guild 
to  be  about  40  per  cent  greater  than  that  of 
soap.2  This  detergent  thus  preserves  the  normal 
acid  pH  of  the  skin  and  is  less  irritating  than 
soap.  Hexachlorophen  has  a broad  spectrum  of 
antibacterial  activity,  and  after  the  scrubbing 
process,  a film  of  hexachlorophen  remains 
which  results  in  a cumulative  bacteriostatic  ef- 
fect on  the  residual  flora.  The  technic  advised 
by  Freeman  and  Young  as  a preoperative  proce- 
dure is  as  follows : 

“1.  Scrape  the  subungal  spaces  with  tip  of 
nail  file. 

“2.  Wet  hands  and  arms  thoroughly.  Us- 
ing 2 cc.  of  detergent  on  skin  of  each  hand, 
wash  arms  and  hands.  Rinse  completely. 

“3.  Repeat  and,  using  brush,  develop  an 
anatomic  scrub  so  that  every  area  of  the  skin 
receives  15  brush  strokes  and  the  nails  25. 

“4.  Rinse  with  tap  water.”1 

The  same  authors  advise  the  following  in 
preparation  of  the  patient’s  skin: 

“1.  Apply  5 cc.  of  pHisoderm  with  hexa- 
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Fig.  1.  (A)  Modification  of  Langer’s  lines.  ( B ) Wrinkle  lines.  (C)  Wrinkle  lines  superimposed  on 

the  muscles  of  facial  expression.  (D)  Suggested  lines  of  excision  to  allow  ultimate  scar  to  fall  in  normal 
' wrinkles.  ( B , C,  and  D reproduced  from  Kraissl  and  Conway) 


chlorophen  to  the  skin  and,  using  gauze  sponges 
wet  in  sterile  water,  develop  a lather. 

“2.  Shave  the  area  and  wipe  clean. 

“3.  Add  5 cc.  of  the  agent  and  continue  the 
scrub  for  four  minutes. 


“4.  Wipe  off  the  lather  with  a wet  sponge 
and  blot  dry  with  a sterile  towel.”1 

No  other  antiseptic  is  used.  When  the  sutures 
are  removed  and  on  each  redressing,  the  wound  is 
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an  elliptic  incision  should  be  made  with  the  long 
axis  parallel  to  the  wrinkle  lines.  Circular  ex- 
cisions such  as  made  with  the  cutaneous  punch 
should  be  closed  with  the  suture  line  parallel  to 
these  lines.  If  the  direction  of  the  lines  is  not 
known  for  a particular  area,  there  are  several 
ways  to  determine  the  direction  of  least  tension. 
A punch  biopsy  or  circular  incision  will  assume  an 
elliptic  shape  indicating  the  direction  of  closure. 
A small  circular  punch  outside  the  periphery  of 
an  irregular  lesion  will  similarly  indicate  the 
direction  of  closure.  The  skin  edges  of  small 
linear  incisions  about  the  periphery  of  a lesion 
will  gape  if  perpendicular  to  wrinkle  lines  or  re- 
main closed  if  in  line  of  closure. 

With  most  small  skin  lesions  it  is  possible  to 
effect  a closure  without  tension  simply  by  under- 
mining the  skin  edges.  Occasionally  it  is 
necessary  to  use  relaxing  incisions  parallel  to 
the  suture  line.  Various  other  simple  proce- 
dures may  be  performed  to  close  a defect  with- 
out undue  tension.  Some  of  these  technics  are 
illustrated  in  Fig.  2. 


% 


Fig.  2.  (A)  Closure  of  circular  defects  by  meth- 

ods of  Szymanowski.  ( B ) Closure  of  oval  defects 
by  method  of  Dieffenbach  (upper)  and  the  double 
flap  method.  (C)  Closure  of  triangular  defects  bv 
methods  of  Jasche  (upper)  and  Szymanowski.  (D) 
Closure  of  quadrilateral  defects  by  method  of  Cole 
(upper)  and  the  sliding  flap  method  of  Szymanowski. 
(Modified from  Horsley  and  Bigger 9) 


washed  carefully  with  the  detergent  for  one 
minute  and  wiped  with  a moist  sponge. 

Technical  Factors 

The  most  important  part  of  an  excision  is 
planning  the  operation  so  that  the  lesion  is 
properly  removed  with  a margin  adequate  for 
the  pathologic  process  involved  but  with  no 
unnecessary  sacrifice  of  normal  tissue.  Skin 
edges  cut  perpendicularly  with  a sharp  scalpel 
or  cutaneous  punch  and  approximated  with 
slight  eversion  and  no  tension  produce  the  least 
noticeable  scar. 

Although  Langer’s  lines  are  frequently  quoted 
in  surgical  and  dermatologic  texts  as  represent- 
ing the  ideal  direction  of  closure  of  wounds  so 
that  the  minimum  scar  will  result,  Kraissl  and 
Conway  and  Rubin  have  shown  that  such  is 
not  always  the  case.3,4  Langer’s  conclusions 
were  formulated  following  studies  on  cadaver  skin 
in  which  there  was  no  muscle  action.  Kraissl 
and  Conway  point  out  that  wrinkle  lines  best 
indicate  the  direction  of  lines  of  relaxation  of  the 
skin.  These  wrinkle  lines  are  produced  chiefly 
by  contracture  of  the  underlying  muscles. 
Figure  1 illustrates  this  premise.  If  possible, 


Hemostasis 

Hemostasis  is  important  to  primary  healing  by 
preventing  hematomas  which  act  as  foreign 
bodies  and  present  a good  culture  medium  for 
bacteria.  In  dermatologic  surgery  only  oc- 
casionally is  a ligature  needed,  but  when  it  is, 
the  smallest  catgut  that  will  do  the  job  should 
be  used.  Most  small  bleeding  vessels  in  the 
dermis  close  spontaneously  or  with  the  help  of 
simple  pressure.  Persistent  “bleeders”  may 
often  be  occluded  by  crushing  the  end  for  a few 
seconds  with  a hemostat. 

Introduction  of  the  newer  hemostatic  agents 
such  as  fibrin  foam,  processed  gelatin  (Gelfoam), 
and  thrombin  have  decreased  the  necessity  for 
buried  ligatures  and  electrocoagulation  of  bleed- 
ing vessels.4-8  These  materials  if  left  in  a wound 
are  readily  absorbed  and  cause  less  tissue  reac- 
tion than  catgut.  In  electrosurgery  it  is  not 
necessary  to  produce  a “char-film”  to  effect 
hemostasis.  The  last  layer  of  devitalized  tissue 
may  be  removed  by  curettage  and  a piece  of 
Gelfoam  moistened  in  Zephiran  applied.  This 
hemostatic  dressing  combines  hemostasis  with 
antisepsis. 

Sutures  and  Suturing  Technic 

The  selection  of  proper  suture  material  is  im- 
portant to  good  surgery.  Except  for  ligatures  on 
blood  vessels  and  buried  sutures  for  approxi- 
mating the  subcutaneous  tissue  in  which  0000 
or  000Q0  chromic  catgut  may  be  used,  nonab- 
sorbable materials  are  used.  There  are  avail- 
able many  different  materials  including  cotton, 
silk,  silkworm  gut,  nylon,  Dermal,  horse  hair, 
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Fig.  3.  Examples  of  suturing  technics  valuable  in  dermatologic  surgery:  (/l)  Vertical  mattress 

suture  of  McMillen.  (B)  Subcuticular  suture  of  Halstead.  (C)  Removable  tension  suture  of  Dick- 
inson which  does  not  produce  cutaneous  scar  (upper)  and  strong  traction  suture  of  Halstead  for 
closure  of  large  skin  openmgs.  ( Modified,  from  Manual  of  Standard  Practice  of  Plastic  and  Maxillofacial 
Surgery10) 


and  steel  or  silver  wire.  The  ideal  suture  ma- 
terial is  strong,  cheap,  easily  sterilized,  and  inert 
(as  to  causing  tissue  reaction).  Fine  steel  wire 
most  closely  satisfies  these  criteria.  However, 
use  of  this  material  requires  a special  technic  in 
tying  and  cutting.  Another  disadvantage  is 
that  fine  steel  wire  is  not  available  with  atrau- 
matic needles  attached.  Horse  hair  has  long 
been  the  suture  material  of  choice  of  many 
plastic  surgeons  but  is  not  so  readily  available  as 
silk,  silkworm  gut,  nylon,  or  Dermal  which  are 
the  most  widely  used  materials  in  dermatologic 
practice.  Cotton  is  cheaper,  stronger,  and  more 
inert  in  tissue  than  silk  but  has  not  gained  wide- 
spread popularity.  The  use  of  external  holding 
devices  such  as  Michel  clips  has  the  advantage  of 
causing  eversion  of  the  wound  margins  and  by 
being  external  introduces  no  foreign  body  into 
the  wound  to  cause  tissue  reaction. 

In  closing  the  wound  following  a biopsy  or 
after  removal  of  a skin  tumor,  the  finest  possible 
thread  which  is  strong  enough  to  hold  the  suture 
line  should  be  used.  Atraumatic  suture  sets 
(such  as  Ethicon  000  Dermal)  have  the  advantage 
of  the  needle  being  the  same  diameter  as  the 
suture  material,  and  thus  the  wound  of  entrance 
is  not  unnecessarily  large.  Sutures  should  be 
sufficient  in  number  to  distribute  the  holding 
action  evenly  throughout  the  wound  and  keep  the 
skin  edges  in  approximation  without  tension. 
Several  special  technics,  such  as  the  subcuticular 
suture  and  mattress  suture,  are  useful  in  closing 
wounds  in  order  to  obtain  the  best  possible 


cosmetic  result.  A few  of  the  most  widely  used 
suturing  technics  are  illustrated  in  Fig.  3. 

If  asked  the  question,  “How  long  should  su- 
tures be  left  in  place?,”  the  majority  of  physicians 
would  answer  “one  week.”  This  is  an  arbitrary 
time  which  is  optimum  for  some  wounds  but  leads 
to  unnecessary  end  results  such  as  permanent 
cross-striation  scars  if  used  at  all  times.  A su- 
ture should  be  removed  as  soon  as  it  has  served 
its  function  and  before  it  is  detrimental  to  heal- 
ing and  the  final  cosmetic  result.  The  purpose  of 
the  suture  is  to  hold  the  skin  edges  in  approxima- 
tion until  the  healing  process  has  progressed  far 
enough  so  that  the  edges  can  be  held  in  proper 
apposition  by  other  methods.  This  time  varies 
considerably  in  different  skin  areas  depending 
on  the  skin  thickness,  blood  supply,  mobility, 
and  tension  vectors  acting  on  the  suture  line. 
On  the  face  this  time  is  short;  it  is  usually  best 
to  remove  the  sutures  in  twenty-four  to  thirty- 
six  hours  and  furnish  subsequent  support  by 
collodion  splint  dressing  or  adhesive  bandages. 
On  the  trunk  or  extremities  the  time  required  is 
usually  longer. 

Bandaging 

Bandaging  is  almost  as  important  to  efficient 
wound  healing  as  proper  surgical  technic.  Ad- 
hesive plaster  should  be  applied  perpendicularly 
across  the  suture  line  so  as  to  help  relieve  tension 
and  maintain  coaptation  of  the  skin  edges. 
Several  narrow  strips  are  better  than  one  large 
one. 
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Several  improvements  have  been  made  re- 
cently in  bandaging  materials.  The  use  of  an 
elastic  adhesive  bandage  such  as  Elastoplast 
(Duke)  is  helpful  both  in  relieving  tension  on  the 
suture  line  and  in  bandaging  irregular  areas. 
Elastopatch  or  Elastic  Band- Aides  (Johnson  & 
Johnson)  are  useful  in  dressing  smaller  wounds. 
When  the  wound  is  on  an  exposed  part  of  the 
body,  especially  the  face,  flesh-colored  rather 
than  white  bandages  offer  a refinement  that  is 
appreciated  by  the  patient. 

Surgical  Equipment 

The  equipment  necessary  for  office  surgery 
need  not  be  expensive.  As  a minimum  but  ade- 
quate requirement,  the  following  set  of  instru- 
ments may  be  listed:  one  scalpel  with  detach- 
able blades  numbers  10  (large  rounded)  and  15 
(small  rounded);  dermal  punches  of  3-,  5-,  and 
10-mm.  diameter  size;  one  needle  holder  and  a 
supply  of  various  sized  round  and  cutting  edge 
needles;  suture  materials;  one  thumb  forceps 
with  fine  teeth;  three  hemostats;  one  Luer- 
lock  syringe  and  accompanying  fine  hypodermic 
needles  of  varying  lengths;  one  medicine  glass 
for  holding  procaine  solution;  one  tissue  scissors, 
and  one  suture  scissors.  For  electrosurgery 
may  be  added  curets  of  various  sizes. 

Summary 

The  more  recent  advances  in  minor  surgical 
technics,  including  skin  sterilization,  incisions, 
relaxing  procedures,  hemostasis,  and  bandaging 
have  been  reviewed  so  that  the  dermatologist 
may  use  them  in  office  practice  when  surgical 
excision  is  the  procedure  of  choice  for  a particular 
problem. 
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Discussion 

E.  Hoyt  De  Kleine,  M.D.,  Buffalo—  For  many 
years  I have  been  an  enthusiastic  advocate  of  office 


facilities  to  care  for  the  lesser  surgical  problems  in 
ambulatory  patients.  I think  it  is  one  of  the  great 
neglected  fields  of  medical  education  and  practice. 
This  applies  not  only  to  surgery  itself  but  nearly  all 
fields  of  medicine,  including  dermatology.  There 
are  many  procedures  which  can  be  adequately  and 
simply  carried  out  as  an  office  technic  if  certain 
convenient  and  inexpensive  facilities  are  available  for 
this  purpose.  This  is  particularly  true  in  the  matter 
of  biopsies.  In  spite  of  the  general  acceptance  of 
their  great  importance,  they  are  altogether  too  fre- 
quently neglected,  even  by  competent  specialists. 
Probably  the  greatest  deterrent  to  their  use  is  the 
feeling  that  the  patient  must  be  sent  to  a surgeon 
with  elaborate  hospital  facilities  to  be  carried  out 
correctly.  If  the  individual  dermatologist  had  at 
his  disposal  convenient  office  equipment  whereby  he 
could  take  the  biopsy  under  sound,  scientific  condi- 
tions, probably  many  more  biopsies  and  more  thor- 
ough biopsies  would  be  made. 

The  information  covered  in  Dr.  Torre’s  paper 
needs  little  comment.  All  the  things  that  he  has 
outlined  are  up-to-date  matters  of  standard  ac- 
cepted practice.  In  the  choice  of  suture  materials, 
I might  point  out  the  advisability  of  using  single 
filament  materials  which  do  not  become  macerated 
when  wet,  as  do  the  twisted  or  braided  sutures.  In 
skin  work  this  is  important  in  the  avoidance  of 
stitch  marks.  Szymanowski’s  geometric  methods  of 
relaxation  for  large  defects  are  rarely  necessary  in 
the  size  lesions  with  which  you  will  be  concerned. 
The  phase  of  this  paper  that  I should  like  to  see  en- 
larged upon  is  the  discussion  of  practical  equipment 
and  materials  which  are  available  for  this  purpose. 
There  is  no  need  to  make  large  outlays  for  expensive 
autoclaves,  linens,  instruments,  office  space,  or  as- 
sisting personnel.  An  ordinary  kitchen  type  pres- 
sure cooker,  although  inexpensive,  will  adequately 
autoclave  all  of  the  gloves  and  towels  which  one 
could  possibly  need  for  this  purpose.  In  most  cities, 
linen  supply  companies  are  available  which  will  fur- 
nish the  necessary  towels,  sheets,  and  gowns  at 
laundering  costs.  Suction  is  available  with  a small 
appliance  fastening  over  your  faucet  and  costing 
only  a few  dollars.  Novocaine  is  available  in  hypo- 
dermic tablets  which  can  be  dissolved  just  before  use 
to  insure  an  unlimited  but  always  fresh  stock  of  this 
important  drug.  Instrumentation  can  be  very  sim- 
ple as  Dr.  Torre  has  shown  you.  Sutures  are  avail- 
able in  wide  varieties,  already  sterilized  and  with 
atraumatic  needles  attached.  With  such  resources, 
many  types  of  surgery  can  be  carried  out  on  the  sur- 
face of  the  body  quite  practically. 

In  conclusion,  I wish  to  point  out  that  this  is  not 
a plea  for  doing  surgery  by  haphazard  methods 
Any  surgery  performed  should  have  good  sterile 
technic  and  adequate  equipment.  In  particular,  I 
should  like  to  point  out  that  in  dealing  with  facial 
lesions,  there  is  no  such  thing  as  minor  surgery.  On 
the  face,  full  major  technics,  especially  in  relation  to 
sterility,  are  of  the  utmost  importance. 
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RECENT  years  have  seen  great  improvement 
in  the  laws  pertaining  to  compensation, 
their  administration,  the  attitude  of  employers 
and  insurance  carriers  in  dealing  more  fairly  with 
ill  or  injured  workers,  and  in  the  ability  of  the 
physicians  to  manage  and  treat  occupational  dis- 
eases more  properly.  Today,  most  of  the  better 
insurance  carriers  accept  85  per  cent  or  more  of 
the  claims  of  alleged  occupational  relationship  as 
honest  ones  and  pay  the  bills  forthwith.  About 
10  to  12  per  cent  of  the  cases  are  investigated,  and 
generally  the  majority  of  these  are  finally  ac- 
cepted, leaving  a small  group  of  approximately  2 
to  3 per  cent  of  the  claims  which  are  looked  upon 
as  unrelated  to  occupation  in  any  way  and  as  a re- 
sult are  controverted.  It  is  with  the  last  two 
groups  that  we  are  particularly  concerned.  Diffi- 
culties in  evaluation  of  these  cases  arise  from  four 
sources:  (1)  the  poor  management  of  these  cases 

by  the  physicians,  (2)  the  insurance  carrier  or 
carriers  involved,  served  by  untrained  or  un- 
skilled investigators  or  office  personnel,  (3)  the 
layman  referee  and  the  laws  governing  the  man- 
agement and  control  of  occupational  diseases, 
and  (4)  the  reliability  and  honesty  of  the  worker. 

Let  us  first  take  up  the  shortcomings  of  the  pro- 
fession. Actually,  according  to  the  insurance 
carriers,  basic  trouble,  leading  directly  to  later  dif- 
ficulty, results  in  these  cases  for  the  following 
reasons: 

1.  The  physician  fails  to  obtain  an  accurate 
and  complete  history  as  to  exposure  to  irritants  at 
work,  at  home,  or  elsewhere,  or  the  sequence  as  to 
appearance  of  eruption,  remissions,  exacerbations 
when  at  work  or  when  on  vacation  may  not  be 
factual.  The  question  of  pre-existing  illness  or 
disease  may  not  be  thoroughly  explored,  just  to 
mention  a few  highlights. 

2.  There  may  be  failure  to  examine  the  pa- 
tient fully  and  carefully.  Negative  information 
as  well  as  a positive  detailed  description  may  be 
of  great  importance,  especially  at  a later  date. 

3.  The  necessary  investigative  work,  in- 
cluding serologic  examinations,  patch  tests,  myco- 
logic  procedures,  or  biopsies  when  indicated,  may 
not  be  done.  Actually,  these  examinations  are 
occasionally  resorted  to  when  they  are  unneces- 
sary to  establish  the  diagnosis  but  are  used  simply 
to  pad  the  physician’s  fee,  while  in  other  instances 
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they  are  not  performed,  although  definitely  in- 
dicated because  of  the  doubtful  nature  of  the  case. 
This  type  of  careless  and  disinterested  work  on 
the  part  of  the  physicians  results  directly  in 
bringing  about  controverted  cases.  The  insur- 
ance carrier,  noting  inaccuracies  or  discrepancies 
in  the  doctor’s  report,  has  another  medical  exam- 
ination. If  the  case  then  becomes  a disputed  one, 
the  physicians  are  called  upon  to  testify  before  the 
labor  board.  The  doctor  because  of  his  slipshod 
history  and/or  examination  makes  a poor  witness, 
either  for  the  patient  or  for  the  insurance  carrier. 
On  cross  examination,  it  usually  can  be  demon- 
strated that  the  history  obtained  was  not  factual 
or  that  the  patient  may  have  had  an  eruption  in 
locations  not  discovered  during  his  examination 
and  so  on.  The  usual  consequence  is  that  the 
doctor  in  an  attempt  to  “cover  up”  his  mistakes 
either  talks  too  much  and  thus  gets  still  further  in- 
volved or  he  may  do  the  reverse  and  not  tell  the 
story  fully,  thus  possibly  depriving  one  side  or  the 
other  of  facts  that  might  be  vital  to  the  referee  in 
arriving  at  a decision  as  to  compensability. 

4.  The  doctor  may  have  the  patient  return  too 
frequently  for  treatment.  In  some  cases  it  is  es- 
sential and  vital  both  to  the  patient’s  interests 
and  to  the  company’s  to  treat  the  patient  daily  or 
two  to  three  times  weekly.  In  some  instances 
once  a week  might  be  enough.  This  must  be  left 
to  the  integrity  and  honesty  of  the  physician,  and 
we  hope  that  fewer  complaints  will  arise  in  the  fu- 
ture from  abuses  of  this  type. 

5.  The  patient  may  be  continued  too  long  or 
longer  than  might  be  deemed  necessary  under 
treatment.  Here  again  one  must  individualize, 
but  it  is  our  opinion  that  no  patient  with  an  occu- 
pational dermatitis  should  be  discharged  until  the 
physician  is  able  to  state  on  his  discharge  form 
that  the  eruption  has  disappeared  100  per  cent. 
If  this  is  not  done  and  the  patient  again  develops 
an  eruption,  there  may  be  an  immediate  contro- 
versy as  to  whether  the  eruption  is  a new  disease 
or  a continuation  of  his  previous  one. 

6.  A great  many  specialists  treat  cases  not 
falling  properly  into  their  rated  field.  I do  not 
believe  this  fault  occurs  often  as  far  as  the  derma- 
tologist is  concerned,  but  other  specialists  seem 
to  feel  that  they  have  the  ability  to  treat  derma- 
tologic cases  at  times. 

7.  Many  treatments  given  by  dermatologists 
are  time-consuming,  and  some  of  the  injections 
used  are  expensive.  While  x-rays  require  special 
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apparatus  and  knowledge  to  administer,  other 
sendees  such  as  ultraviolet  or  injections  should  be 
equally  compensated.  This  would  eliminate  ex- 
cessive use  of  x-rays  in  compensation  cases  in  or- 
der to  obtain  a higher  fee. 

Weeden,  the  Medical  Director  of  the  Work- 
men’s Compensation  Board,  State  of  New  York, 
stated  that  abuses  attributed  to  the  physician 
were  as  follows:  (1)  solicitation  of  compensation 

claimants  by  physicians;  (2)  overtreatment  of 
patients;  (3)  failure  to  note  on  the  first  report  any 
pre-existing  disabilities;  (4)  while  it  is  perfectly 
proper  for  a physician  to  point  out  to  his  patients 
the  possibility  of  making  a compensation  claim 
for  injury  or  disease,  in  no  case  should  the  doctor 
coach  the  claimant  in  means  of  making  his  claim 
more  plausible;  and  (5)  an  exaggerated  estimate 
of  disability  both  as  to  extent  and  severity  is  oc- 
casionally given  by  the  physician.1 

We  believe  that  most  of  these  abuses,  particu- 
larly the  first  three  most  important  ones,  should 
be  corrected  to  a large  extent  with  the  higher  med- 
ical standards  that  are  gradually  being  developed. 
It  might  be  well,  instead  of  simply  giving  a physi- 
cian an  SH  rating  on  the  basis  of  his  dermatologic 
attainments  alone,  to  question  him  at  the  time  of 
his  appearance  before  the  Examining  Board  on 
his  knowledge  of  the  compensation  laws  and  prac- 
tices as  they  then  exist. 

We  find  the  contention  of  the  insurance  carriers 
that  the  physicians  are  responsible  for  most  con- 
troverted cases,  because  of  their  failure  to  obtain 
a good  history,  an  accurate  examination,  and  re- 
turn a well-balanced  report,  is  difficult  to  refute. 

What  could  the  carriers  do  to  prevent  or  correct 
faults  or  abuses  attributed  to  the  physicians? 

1.  A sufficiently  adequate  fee  should  be  paid 
by  the  company  to  make  it  practical  or  possible 
for  a physician  to  devote  the  time  necessary  to  ob- 
tain a proper  history,  do  a thorough  examination, 
dictate  a draft  of  his  report,  correct  and  mail  same 
and,  in  addition,  fill  out  the  necessary  forms  for 
the  Department  of  Labor.  To  do  all  this  care- 
fully and  accurately,  either  the  doctor  and/or  a 
carefully  trained  assistant  or  technician  must  de- 
vote at  least  one  hour,  more  often  longer,  to  each 
case.  The  present  fee  schedule  for  dermatolo- 
gists does  not  properly  compensate  him  for  such 
an  expenditure  of  time. 

2.  The  way  the  law  now  reads,  the  carrier  does 
not  have  to  pay  the  physician,  if  in  his  opinion 
after  taking  a careful  history  and  doing  a thor- 
ough examination  the  eruption  is  unrelated  to  oc- 
cupation. Such  a report  should  be  of  great  value 
to  the  company,  and  they  should  be  happy  to  pay 
for  such  a first  visit.  It  is  practically  impossible 
for  the  doctor  to  collect  his  fee  from  the  worker 
for  such  an  adverse  report.  An  unpleasant  ex- 
perience of  this  type  convinces  many  doctors 


either  that  they  must  refuse  to  accept  cases  in 
which  the  question  of  occupational  relationship 
may  arise  in  order  to  retain  completely  their  self- 
respect  and  integrity  or  some  occupational  rela- 
tionship must  be  assumed  to  insure  payment  of 
the  fee.  Thus,  through  shortsightedness  in  not 
paying  the  doctor  for  his  study  and  forthright  re- 
port of  the  case,  the  carrier  discourages  many  of 
the  better  doctors  so  that  they  become  reluctant 
to  treat  compensation  cases. 

3.  Insurance  companies  should  train  their  per- 
sonnel. The  “outside”  investigators  who  visit 
the  plants  and  factories  should  have  a knowledge 
of  contact  irritants  and  sensitizers,  the  various 
hazards  of  each  and  every  occupation,  and  a thor- 
ough understanding  of  all  the  special  working  con- 
ditions of  each  trade.  Information  obtained 
first  hand  at  the  factory  by  the  company,  then 
passed  on  to  the  doctor  at  the  time  he  first  sees  the 
patient,  would  be  of  the  greatest  help  in  getting  a 
good  history.  Then  if  the  patient  does  not  speak 
English  well,  or  if  he  is  reluctant  to  state  the  facts, 
the  doctor  has  the  investigator’s  information  in- 
corporated in  the  company’s  file  to  fall  back  on. 

The  man  in  the  carrier’s  office,  who  reads  or  re- 
views the  reports  of  physicians  and  must  decide 
whether  the  case  should  be  considered  compen- 
sable or  not,  should  have  an  education  commen- 
surate with  the  responsibility  of  his  job.  It  may 
not  be  essential  to  limit  such  positions  of  responsi- 
bility to  well-trained  college  graduates,  but  cer- 
tainly boys  who  have  not  completed  high-school 
training  would  hardly  seem  fitted  for  this  task. 
On  the  decision  of  such  personnel,  however,  a case 
may  be  contested,  and  then  all  bills  in  the  file  on 
that  particular  case  are  held  up,  pending  the  final 
decision  of  the  referee.  This  may  result  in  hard- 
ship to  the  worker,  his  family,  the  doctor,  and  all 
concerned.  Why  should  not  insurance  company 
personnel  invested  with  power  to  make  such  de- 
cisions be  made  to  measure  up  to  some  standard, 
such  as  is  required  of  the  doctor  or  the  referee? 
But  as  it  now  stands,  one  does  not  have  to  be  a 
high-school  graduate  to  be  employed  by  an  in- 
surance carrier  to  sit  on  judgment  on  either  the 
medical  or  the  legal  aspects  of  their  compensation 
cases.  It  is  our  opinion  that  the  cost  to  the  car- 
rier of  one  carelessly  controverted  case  caused  in 
this  manner  would  pay  the  additional  salary  nec- 
essary to  employ  a well-trained  man. 

It  has  been  facetiously  stated  that  the  referee 
was  an  individual  selected  because,  being  neither 
a physician  nor  a lawyer,  he  was  not  handicapped 
by  the  knowledge  of  either  of  these  professions 
and  thus  presumably  could  reach  a verdict  more 
readily.  Actually,  these  individuals  have  a sur- 
prising grasp  of  the  situation  in  most  instances, 
but  since  their  decisions  are  based  largely  on  med- 
ical testimony  in  controverted  cases,  they  very 
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often  go  along  with  a majority  opinion,  or  in 
doubtful  cases  the  law  states  that  such  doubt  shall 
be  resolved  in  favor  of  the  claimant.  The  quality 
of  the  medical  testimony  is  not  always  weighed  by 
the  referee.  When  cases  pile  up,  frequently  there 
is  a great  rush  to  close  out  as  many  as  possible  in 
the  shortest  space  of  time. 

Some  years  ago,  a special  committee  on  indus- 
trial dermatoses,  of  which  I waschairman,  proposed 
the  formation  of  a three-man  board  of  unbiased 
dermatologists.  The  members  of  the  board  were 
to  have  been  selected  from  dermatologists  holding 
an  SH  rating  and  at  the  time  of  service  not  em- 
ployed in  any  manner  by  an  insurance  carrier. 
We  suggested  that  the  three-man  panel  be  a ro- 
tating one.  The  medical  testimony  of  all  con- 
troverted dermatologic  cases  was  to  be  reviewed 
and  passed  upon  by  them,  and  the  layman  referee 
was  to  be  bound  by  their  opinion.  Since  our  pro- 
posal, the  chest  men  have  adopted  such  a board, 
although  theirs  consists  of  three  permanent  mem- 
bers, paid  by  the  State.  These  boards  would  re- 
lieve the  referee  of  attempting  to  evaluate  the 
relative  merit  of  various  medical  testimony  of  a 
case,  but  more  important,  if  the  average  derma- 
tologist knew  in  advance  that  his  testimony  might 
be  reviewed  by  a panel  of  his  colleagues,  he  might 
not  be  given  to  exaggerated  statements  in  an  at- 
tempt to  prove  a point.  Further  advantages  of 
such  a board  would  be  in  the  enhanced  prestige  to 
the  profession,  and  we  are  sure  decisions  would  be 
more  accurate  if  based  on  such  carefully  weighed 
medical  opinion.  It  is  without  doubt  merely  a 
question  of  time  before  such  boards  will  function 
for  every  specialty. 

If  the  claimant  or  the  insurance  carrier  is  not 
satisfied  with  the  decision  of  the  referee,  either 
side  may  appeal  to  the  full  board  of  referees,  con- 
sisting of  not  less  than  three  nor  more  than  seven 
referees.  This,  however,  is  not  too  satisfactory 
as  it  simply  expands  the  group  of  laymen  passing 
judgment  chiefly  on  medical  testimony.  A re- 
view of  the  evidence  by  a dermatologic  board, 
whose  findings  should  be  binding  on  the  board  of 
arbitration,  might  enhance  the  accuracy  of  the 
final  decision. 

4.  Last  but  not  least,  the  workman  claimant 
must  be  considered.  Rarely  does  the  sufferer  of  a 
dermatosis  get  to  see  a dermatologist  first.  Thus 
by  the  time  he  gets  to  us,  he  has  learned  how  or 
how  not  to  tell  his  story.  As  in  all  walks  of  life, 
some  tell  a straightforward  story,  while  others  are 
obviously  evasive.  The  insurance  investigator 
could  help  the  doctor  by  giving  him  independent 
information  as  to  the  worker’s  contacts  and  work- 
ing conditions.  Closer  cooperation  between  the 
carrier,  employer,  and  the  physician  would  greatly 
facilitate  the  management  of  compensation  cases 
and  would  result  beneficially  for  the  worker. 


A few  dermatoses  should  be  specifically  men- 
tioned because  of  the  relative  frequency  with 
which  they  give  rise  to  controverted  cases  or  other 
special  problems  that  could  best  be  solved  by  our 
proposed  board  of  unbiased  dermatologists. 

Dermatitis 

We  all  see  patients  who  have  become  hypersen- 
sitive or  who  are  seusitized  by  some  occupational 
irritant,  and  the  question  arises  of  how  long  can 
such  a process  go  on  and  how  should  such  a case 
be  terminated?  If  a furrier,  for  example,  be- 
comes so  sensitized  to  his  occupation,  say  at  age 
fifty,  that  he  must  seek  other  employment,  the 
law  provides  that  if  his  new  job  pays  him  less  than 
his  regular  employment  as  a furrier,  he  is  compen- 
sated for  two  thirds  of  the  difference  but  not  to 
exceed  at  the  present  time  $32  a week.  After 
July  1,  1951,  however,  this  amount  is  to  be  raised 
to  $36  a week.  Not  infrequently,  such  workers 
continue  to  lose  their  positions,  because  even  in 
different  employments  an  eruption  still  continues 
to  break  out,  and  finally  they  may  become  totally 
dependent  on  compensation.  Is  such  dermatitis 
that  is  more  or  less  continuous  still  part  of  the 
original  sensitization,  or  are  not  many  of  these 
individuals  careless,  protecting  themselves  poorly, 
a type  that  would  prefer  to  be  on  compensation 
rather  than  not?  It  is  a question  of  whether  soap 
and  water  is  not  a major  factor  in  prolonging 
trouble  with  most  of  these  workers,  since  regard- 
less of  the  type  of  work  washing  and  cleaning  up 
is  necessary  following  a work  period.  Possibly 
some  of  these  individuals  encounter  irritants  at 
home.  There  are  not  many  workers  who  fit  into 
this  group,  but  the  few  who  do  cause  serious  prob- 
lems. 

First  of  all,  they  become  gradually  less  useful  as 
workers.  Second,  constant  controversies  arise  as 
to  which  insurance  company  is  liable  for  the 
dermatitis,  the  extent  of  the  liability  of  each  com- 
pany, or  how  long  such  liability  should  continue. 
At  present,  the  carrier  on  the  case  for  the  original 
sensitization  must  pay  the  worker  until  he  is  com- 
pletely cleared  up.  If  he  returns  to  the  same  type 
of  occupation  but  with  a different  employer,  a new 
carrier  may  be  involved,  but  the  original  carrier  is 
still  partly  liable.  If  instead  of  seeking  employ- 
ment as  furrier,  the  worker  takes  on  an  entirely  dif- 
ferent employment,  then  it  is  controversial  whether 
the  original  carrier  is  liable  for  any  part  of  the  new 
eruption  that  ensues.  During  the  period  of  time 
that  these  cases  are  controverted,  while  the  car- 
riers are  trying  to  settle  who  is  to  pay  the  bill, 
doctors’  fees  are  not  paid,  and  often  the  worker  is 
not  paid.  There  is  no  question  of  compensability 
in  these  cases;  therefore,  both  the  physician  and 
the  worker  should  be  paid  by  one  company  or  the 
other,  and  the  adjustment  should  be  made  be- 
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tween  the  companies,  rather  than  holding  up 
every  one  until  such  technicalities  are  settled. 
Since  it  is  the  medical  testimony  that  largely  de- 
termines whether  the  dermatitis  is  new  or  a con- 
tinuation of  the  old  one,  a quicker  solution  could 
be  reached  by  our  expert  board  of  dermatologists 
who  would  relieve  the  referee  from  attempting  to 
unsnarl  complicated  medical  testimony. 

Dermatitis-Dermatophytosis  Problem 

In  all  cases  of  possible  dermatitis  of  the  hands, 
the  feet  should  be  examined  for  the  presence  of 
fungus  infection.  If  there  is  clinical  evidence  of 
tinea  pedis,  a smear  and/or  culture  should  be 
taken.  This  should  be  done  even  though  we 
know  that  the  patient  has  recently  applied  medi- 
cation and  that  therefore  most  likely  a negative 
result  may  be  obtained.  However,  if  a positive 
smear  or  culture  were  obtained,  it  might  be  of  the 
greatest  importance.  Trichophytin  and  oidio- 
mycin  tests  should  also  be  done.  Here,  more 
often  than  not,  a negative  test  might  be  of  more 
value  than  a positive  one.  It  must  be  remem- 
bered, however,  by  the  insurance  carriers,  referees 
and  all  others  concerned  that  finding  fungi,  even 
in  a case  known  to  be  positive,  is  extremely  diffi- 
cult and  that  a single  examination,  which  is  all  that 
is  practicable,  even  though  negative  should  not 
rule  out  the  diagnosis  of  fungus  infection.  It 
must  also  be  pointed  out  that  these  examinations 
must  be  done  by  experts,  as  not  infrequently 
artifacts,  saprophytes,  mosaic  forms,  or  other 
contaminants  are  mistaken  for  positive  evidence 
of  mycelium  and  spores. 

Patch  Tests 

Patch  tests  are  also  subject  to  great  error.  A 
patient  may  get  an  occupational  dermatitis  with- 
out having  his  skin  generally  become  particularly 
hypersensitive  or  sensitized.  In  such  cases  fric- 
tion or  other  factors  play  an  important  role  that 
cannot  be  simulated  in  a patch  test.  Under  such 
circumstances  a negative  patch  test  does  not 
prove  the  case  to  be  nonoccupational.  Occa- 
sionally we  see  the  reverse  of  this  mistake.  A 
strong  primary  irritant  is  applied  full  strength 
without  dilution,  causing  severe  burn  at  the  site  of 
the  test.  Such  procedure  cannot  be  accepted  as  a 
proper  patch  test,  and  the  reaction  cannot  be 
correctly  reported  as  positive  because  of  failure  to 
dilute  the  chemical  to  a standard  that  has  already 
been  set  up.  It  is  difficult  for  a layman  referee  to 
evaluate  these  fine  points  properly,  but  the  expert 
dermatologic  panel  can  settle  them  with  little  if 
any  difficulty. 

Neurodermatitis 

In  some  sections  of  the  country,  localized  in- 
stances of  neurodermatitis  have  been  mistakenly 


labeled  occupational  dermatitis,  or  the  reverse  has 
occurred  and  a case  of  occupational  dermatitis  has 
been  labeled  as  neurodermatitis.  This  has  given 
rise  to  quite  an  epidemic  of  controverted  cases  in 
some  states. 

Psoriasis 

Two  types  of  problems  may  arise: 

1.  A worker  handling  irritants  may  never 
have  had  a previous  psoriasis,  but  after  working 
in  an  occupation  for  some  time,  an  eruption  ap- 
pears on  his  hands  which  is  diagnosed  as  psoriasis. 
Other  lesions  may  appear  elsewhere  on  the  body. 
Did  an  irritation  of  his  hands  precipitate  the  at- 
tack of  psoriasis,  or  was  this  purely  a coincident- 
ally  developing  eruption? 

2.  The  worker  has  psoriasis  but  no  eruption  on 
his  hands  and,  after  handling  irritants  of  his  occu- 
pation, develops  psoriasis  on  his  hands.  Since 
this  is  a new  site  of  involvement,  is  the  worker  en- 
titled to  compensation  and  treatment  until  his 
hands  are  cleared  up?  It  is  usually  assumed  that 
this  is  so,  but  certainly  the  insurance  carrier  is  not 
liable  for  the  treatment  of  psoriasis  elsewhere  on 
the  body. 

Pemphigus 

One  does  not  often  have  occasion  even  to  con- 
sider pemphigus  as  possibly  occupational.  How- 
ever, there  is  an  acute  septic  disease  with  blisters, 
the  so-called  acute  pemphigus,  seen  in  trappers, 
slaughterers,  butchers,  or  following  vaccination  at 
times,  that  may  pose  a serious  problem.  This  is 
especially  true  if  histories  regarding  previous  in- 
juries, cuts,  abrasions,  or  puncture  wounds  are  not 
carefully  recorded — and  here  negative  informa- 
tion may  be  quite  valuable — or  if  the  exact  date  of 
onset  is  not  known  or  the  historical  facts  of  se- 
quence of  events  are  not  accurate.  The  decision 
between  acute  pemphigus  or  pemphigus  vulgaris 
may  rest  almost  entirely  on  such  data,  as  was  the 
case  recently  with  a butcher  who  died  of  pemphi- 
gus and  a layman  referee  had  to  decide  between 
conflicting  medical  opinions  on  this  very  point. 
In  another  case,  an  Italian  laborer  received  a cut. 
Tetanus  antitoxin  was  given  him  at  first  aid.  A 
severe  reaction  with  urticarial  lesions  developed. 
Some  years  later  a similar  sequence  of  events  took 
place,  but  on  this  occasion  the  reaction  was  more 
violent  and  blisters  developed.  From  then  on  the 
patient  ran  a course  indistinguishable  from  pem- 
phigus vulgaris  and  died.  Did  he  have  a true 
pemphigus  vulgaris,  whatever  that  may  be,  or  did 
the  antitetanic  serum  act  as  a trigger  mechanism, 
kicking  up  a process  that  might  have  been  dor- 
mant, or  did  pemphigus  just  occur  as  a coinci- 
dence? Certainly  a board  of  dermatologists 
would  be  best  qualified  to  deal  with  such  intricate 
problems. 
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Aggravation 

In  New  York,  regardless  of  whether  the  worker 
has  dermatophytosis,  neurodermatitis,  psoriasis, 
syphilis,  or  a host  of  other  dermatoses,  if  it  can  be 
proved  that  his  occupation  aggravates  such  a 
pre-existing  disease,  he  is  entitled  to  compensa- 
tion solely  for  the  period  of  time  required  to  allay 
this  aggravation.  In  such  instances,  controver- 
sies could  usually  be  avoided  easily  if  the  treating- 
physician  would  remember  that  the  insurance 
carrier  is  not  responsible  for  clearing  the  pre-ex- 
isting disease.  It  is  up  to  the  doctor  to  respect 
this  and  terminate  his  treatment  of  the  case 
promptly  on  reaching  this  point. 

It  has  been  my  experience  that  in  recent  years 
most  carriers  desire  that  the  worker  should  re- 
ceive proper  compensation  for  his  occupationally 
produced  ailment.  The  insurance  company  does 
not  lose  in  making  such  payments,  as  in  the  last 
analysis  the  employer  must  foot  the  bill.  How- 
ever, the  carrier  quite  properly  tries  to  protect  the 
employer  against  claims  for  too  frequently  given 
or  too  protracted  treatment  or  for  treatment 
given  to  cases  where  actually  little  relationship  to 
occupational  exposure  can  be  established.  The 
physicians  do  not  have  a client  to  protect  as  do 
the  carriers,  but  they  have  their  own  reputations 
that  may  be  at  stake. 

Summary  and  Conclusions 

1.  Better  cooperation  between  employers  or 
insurance  carriers  and  physicians  treating  com- 
pensation cases  would  eliminate  many  present 
shortcomings  of  both. 

2.  Physicians  accepting  occupational  cases 
should  take  careful  histories,  perform  thorough 
examinations,  and  report  their  findings  accurately. 

3.  Physicians  should  learn  how  to  testify  prop- 
erly; most  of  them  do  not  know  when  to  ad- 
vance further  information  or  when  to  stop.  They 
should  explain  all  the  scientific  facts  available  to 
them  from  their  study  of  the  case  in  language 
clear  to  the  layman  referee. 

4.  Physicians  should  be  careful  not  to  solicit 
compensation  claimants,  overtreat  or  unneces- 
sarily extend  treatment  of  patients,  exaggerate  or 
underestimate  extent  of  disability,  and  specialists 
should  treat  only  cases  in  their  own  fields. 

5.  Compensation  fees  should  be  adjusted  to 
compensate  the  dermatologist  properly  for  his 
thorough  study  of  a case  and  for  his  subsequent 
treatment  of  same,  regardless  of  the  type  of  such 
treatment. 

6.  Insurance  carriers  should  employ  trained 
personnel  in  positions  of  responsibility. 

7.  The  carriers  should  be  wise  enough  to  pay 
physicians  for  first  visit  examinations  and  tests 
whether  the  case  is  compensable  or  not  in  the  doc- 
tor’s opinion. 


8.  We  strongly  recommend  the  formation  of  a 
board,  to  consist  of  three  unbiased  dermatologists, 
to  pass  on  all  controverted  cases  as  the  best 
method  of  improving  not  only  the  management  of 
the  claimant  but  of  raising  the  standard  and  pres- 
tige of  the  medical  handling  of  the  case.  Their 
suggestions  and  opinion  on  medical  testimony 
should  be  binding  on  the  referee. 

9.  This  board  should  consist  of  either  three 
permanent  members,  or  three  dermatologists 
could  be  rotated  from  a panel  of  those  selected 
with  an  SH  rating  and  not  employed  at  the  time 
by  any  insurance  carriers. 
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Discussion  , 

James  W.  Jordan,  M.D.,  Buffalo. — Drs.  Traub 
and  Schultheis  have  pointed  out  the  failings  of  phy- 
sicians in  the  handling  of  industrial  dermatoses. 
They  have  called  our  attention  to  the  controversies 
which  arise  as  a result  of  improper  taking  of  histo- 
ries and  inadequate  physical  and  laboratory  exami- 
nations. I am  sure  all  of  us  who  have  had  much  ex- 
perience in  observing  and  treating  industrial  derma- 
toses will  agree  that  these  failings  frequently  cause 
disputes  and  are  frequent  sources  of  error  in  pre- 
venting patients  from  collecting  compensation  which 
is  justifiably  theirs  and  unfairly  charging  insur- 
ance carriers  for  cases  which  should  not  be  compen- 
sable. We  have  all  seen  atopic  dermatitis  incorrectly 
diagnosed  as  industrial  dermatitis,  and  I have  seen 
pemphigus  diagnosed  as  poison  ivy  supposedly  con- 
tracted in  the  course  of  individuals’  occupation. 
Improper  diagnoses  of  this  type  involve  unwarranted 
expense  to  straighten  out  the  problem  and  cause  re- 
sentment on  the  part  of  the  patient  for  being  told 
that  his  case  is  a compensable  one  and  then  later 
told  that  it  is  not.  We  should,  therefore,  try  to  de- 
termine accurately,  based  upon  complete  history, 
physical  examination,  and  laboratory  tests,  whether 
the  patient  has  an  industrial  dermatosis  before  sug- 
gesting this  and  before  reporting  the  dermatosis  as 
such.  To  do  this  usually  requires  longer  than  the 
forty-eight  hours  which  the  compensation  commis- 
sion allows  physicians  before  filing  a first  report. 
More  time  should  be  allowed  to  complete  all  studies, 
including  patch  tests  when  necessary. 

As  regards  fees,  I agree  with  the  presenters  that 
they  should  be  adequate  enough  to  permit  the  physi- 
cian to  spend  sufficient  time  to  examine  the  patient 
fully  and  do  necessary  laboratory  work. 

It  is  debatable  whether  insurance  carriers  should 
pay  for  investigation  of  all  cases  which  might  be 
compensable.  Most  insurance  carriers  do  not  con- 
trovert fair  fees  chargedj^p)ri*ll?ftns  for  examining 
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that  the  disease  is  not  occupational.  It  is  question- 
able, however,  when  a patient  who  comes  in  of  his  own 
accord  believing  himself  to  have  an  occupational 
skin  disease  and  is  found  to  have  such  diseases  as 
psoriasis,  ringworm,  etc.,  whether  the  insurance 
carrier  should  be  held  responsible  for  the  first  exami- 
nation. It  is  my  opinion  that  this  is  a privilege 
which  might  be  greatly  abused.  This  paper  brings 
up  many  important  questions  regarding  the  ade- 
quacy and  fairness  of  our  present  compensation  law. 
The  following  controversial  questions  come  to  my 
mind  as  a result  of  experience  in  handling  compen- 
sation cases  and  in  testifying  in  compensation 
courts: 

1.  Should  the  insurance  carrier  be  responsible 
for  the  time  lost  and  the  medical  expenses  incurred 
in  a case  of  industrial  dermatitis  just  until  the  der- 
matitis is  healed,  or  in  the  event  of  subsequent  at- 
tacks should  the  carrier  be  responsible  for  these 
for  weeks,  months,  or  years  after  the  first  attack? 
Many  compensation  court  referees  hold  that  the 
subsequent  attacks  are  related  to  the  original  attack 
if  this  was  occupational.  We  must  decide  whether 
an  attack  of  industrial  dermatitis  paves  the  way  for 
subsequent  attacks  due  to  the  same  or  other  causes. 

2.  Should  a company  that  hires  a patient  who 
has  a history  of  having  had  a previous  occupational 
dermatitis  be  held  responsible  in  the  event  that  such 
an  individual  develops  a second  attack  of  dermatitis 
while  working  for  them,  or  should  the  original  car- 
rier or  company  be  held  responsible?  I believe  this 
a most  important  question  because,  once  an  indi- 
vidual has  had  an  industrial  dermatitis  and  recov- 
ers, it  is  very  difficult  for  him  to  find  employment 
subsequently.  Employers  are  very  reluctant  to 
hire  these  people,  because  they  are  afraid  they  will 
develop  an  attack  of  dermatitis  and  that  they  will  be 
held  partially  or  fully  responsible.  This  not  only 
causes  unemployment,  but  it  also  tempts  the  patient 


to  malinger,  prolong,  and  aggravate  his  original 
dermatosis. 

3.  Is  it  fair  to  hold  insurance  carriers  responsible 
for  so-called  aggravation  of  various  nonoccupational 
dermatoses  as  a result  of  employment?  Ordinarily, 
claims  for  aggravation  of  such  diseases  as  psoriasis, 
atopic  dermatitis,  and  ringworm  are  vague  and  do 
not  seem  a fair  basis  for  compensation. 

4.  Should  individuals  who,  while  working  at  ex- 
aggerated pay  rates  such  as  with  time  and  a half  and 
double  time  for  overtime,  and  who  develop  an  indus- 
trial dermatosis  be  subsequently  paid  compensation 
at  such  exaggerated  rates  if  it  is  necessary  for  them  to 
take  a new  job  at  smaller  pay  as  a result  of  the  derma- 
tosis? This  happened  during  the  last  war  and  may 
well  happen  again  during  the  present  rearmament 
program. 

5.  How  shall  a medical  referee  determine  whether 
a case  is  occupational  in  the  presence  of  con- 
flicting medical  testimony?  We  have  all  been 
confronted  with  this  problem  when  testifying  in 
compensation  courts.  Referees,  since  they  must 
depend  upon  medical  testimony,  cannot  properly 
determine  which  of  the  conflicting  testimony  is  cor- 
rect. Drs.  Traub  and  Schultheis  have  proposed  an 
impartial  board  of  experts  in  our  field  to  be  ap- 
pointed to  make  such  decisions.  This  seems  to  be 
the  only  logical  solution. 

Inasmuch  as  the  Section  on  Dermatology  and 
Syphilology  of  the  Medical  Society  of  the  State  of 
New  York  is  the  only  representative  body  of  all  the 
dermatologists  practicing  in  the  State,  I believe  that 
this  is  the  proper  body  to  study  these  problems  and 
thus  improve  the  working  of  the  New  York  compen- 
sation laws.  It  seems  to  me  that  a committee  of 
dermatologists  appointed  by  this  section  could  study 
and  make  valuable  recommendations  to  the  House 
of  Delegates  of  the  State  Society  and  the  State 
Compensation  Board  for  their  guidance. 
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IONIZING  RADIATIONS  IN  DERMATOLOGIC  PRACTICE 

Anthony  C.  Cipollaro,  M.D.,  and  Adrian  Brodey,  M.D.,  New  York  City 
{From  the  New  York  Polyclinic  M edical  School  and  Hospital) 


RECENT  epochal  discoveries  in  antibiotic  and 
- hormonal  therapy  led  many  to  believe  that 
the  employment  of  ionizing  radiations  in  derma- 
tologic treatment  would  soon  find  little  usefulness. 
Developments  have  shown  that  these  new  agents, 
as  well  as  others,  have  not  been  effective  enough 
to  displace  roentgenotherapy  from  the  prominent 
position  it  has  held  for  over  fifty  years.  In  this 
period  it  has  proved  to  be  one  of  the  dermatolo- 
gist’s most  valued  therapeutic  tools. 

The  objective  of  the  dermatologist  has  been  to 
achieve  the  desired  therapeutic  result  without 
jeopardizing  normal  structures  and  without  pro- 
ducing radiation  sequelae.  The  basing  of  dosage 
on  the  correlation  of  physical  and  clinical  data, 
the  establishing  of  standard  technics,  and  the 
formal  training  of  dermatologists  have  made  the 
use  of  roentgen  rays  in  modern  dermatologic 
practice  an  eminently  safe  procedure  in  the  hands 
of  the  qualified  specialist. 

Under  physical  data  are  included  quality  and 
quantity  of  radiations,  size  of  field,  frequency  of 
application,  rate  of  application,  and  method  of 
application — whether  the  dose  is  intensive  or 
fractional.  Under  clinical  data  are  included 
radiosensitivity,  the  depth  and  nature  of  the 
pathologic  process,  its  location,  and  extent — 
whether  the  eruption  is  generalized  or  localized. 

The  ionizing  radiations  which  are  used  in  der- 
matologic therapy  are  superficial  x-rays  (60  to 
120  kilovolts);  contact  x-ray  therapy  (40  to  55 
kilovolts);  grenz  rays  (8  to  12  kilovolts);  radium 
needles  for  interstitial  therapy  and  in  plaques, 
tubes,  or  needles  for  surface  irradiation;  radon  in 
tubes  or  seeds  for  surface  or  interstitial  irradiation 
or  in  ointment  or  liquid  form  utilizing  essentially 
the  alpha  rays  and  thorium  X in  liquid  or  oint- 
ment  form  w'hich  also  utilizes  mainly  the  alpha 
rays.  Some  of  the  radioactive  isotopes,  espe- 
cially phosphorus  and  cobalt,  are  used  in  experi- 
mental centers  for  the  treatment  of  cutaneous 
malignancies  including  the  lymphoblastomas. 
Roentgen-ray  machines  equipped  with  beryllium 
window'  tubes  can  utilize  voltages  from  2 kilovolts 
up  to  100  or  more.  Such  equipment  is  commer- 
cially available  and  can  duplicate  the  physical 
conditions  of  grenz-ray  therapy,  contact  therapy, 
and  conventional  low- voltage  x-ray  therapy.1 

At  the  outset  it  is  essential  to  bear  in  mind  that 
the  alpha,  beta,  and  gamma  rays  from  radium  and 
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from  other  naturally  or  artificially  radioactive  ele- 
ments, roentgen  rays,  grenz  rays,  and  neutron 
beams  have  one  property  in  common.  They  are  all 
ionizing  radiations,  that  is,  they  have  the  prop- 
erty of  filling  air  through  which  they  pass  with 
conducting  particles  so  that  the  electrical  resist- 
ance falls  off  markedly.  The  conduction  of  cur- 
rent is  due  to  the  movement  of  many  small 
particles  carrying  charges  which  are  called  ions. 
The  dissociation  of  a complex  chemical  compound 
into  its  positive  and  negative  ions  is  chemical 
ionization. 

There  is  no  qualitative  difference  in  reaction  of 
cells  to  comparable  effective  doses  of  x-rays, 
garpma  rays,  beta  rays,  grenz  rays,  oV  neutron 
beams.  The  physiologic  effect  is  the  same  re- 
gardless of  the  source  of  the  ionizing  radiation. 
A single  radiation  emanating  from  a superficial 
x-ray  machine  or  from  a grenz-ray  machine  will 
have  the  same  effect  on  a cell,  providing  that  the 
radiation  can  reach  the  cell.  There  is  no  such 
thing  as  indirect  secondary  effects.  Almost 
twenty-five  years  ago,  Pusey  in  discussing  a paper 
by  Eller  and  Bucky  stated,  “If  one  cannot  destroy 
a carcinoma  by  the  direct  action  of  roentgen  rays 
or  radium,  one  cannot  destroy  it  through  indirect 
effects  of  either  of  these  agents.”2  This  state- 
ment is  still  true  today.  Pathologic  or  malignant 
cells  cannot  be  affected  by  ionizing  radiations  un- 
less these  cells  can  be  reached  by  the  rays.  There 
is  no  evidence  that  the  indirect  effects  are  ac- 
counted for  by  chain  reactions.  This  seems  to  us 
to  be  absurd  physics  and  physiology. 

The  concept  of  ionizing  radiation  is  well  es- 
tablished, and  it  is  generally  agreed  that  these 
radiations  are  similar  physically  and  physio- 
logically. Their  effect  upon  tissues  is  always 
destructive  or  inhibitory  and  never  stimulating. 
However,  there  are  differences  in  radiosensitivity 
and  radioresistance.  For  example,  to  destroy  a 
paramecium  would  require  about  700,000  r,  but  to 
kill  a guinea  pig  would  require  only  about  175  r. 
The  kidneys  are  resistant  whereas  the  testes  are 
sensitive  to  radiation. 

Some  think  that  the  erythema  which  follows 
hours  or  day's  after  applications  of  ionizing  radia- 
tions is  beneficial.  Tins  type  of  thinking  is  er- 
roneous. It  has  been  shown  that  the  erythema  is 
an  anatomic  change  involving  a reduction  of  the 
elastic  components  of  the  perivascular  tissue  and 
a weakening  of  the  walls  of  the  vessels  themselves. 
This  erythema  is  a persistent  unphysiologic  state 
and  seems  unlikely  to  prove  beneficial.  The 
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Fig.  1.  This  diagrammatic  sketch  of  the  skin 
with  superimposed  depth  curves  demonstrates  the 
percentage  of  absorption  of  varying  qualities  of 
radiation  at  different  skin  levels.6 


erythema  which  follows  heat  is  an  active  func- 
tional state,  and  it  is  generally  conceded  to  be 
beneficial. 

When  treating  a dermatosis  with  ionizing 
radiations,  the  physician  selects  that  ray  quality 
which  is  capable  of  penetrating  the  entire  patho- 
logic process  without  overdosing  unduly  the  sur- 
face. This  presupposes  a clear  concept  of  the 
half-value  layer,  the  effective  wavelength,  or  the 
half-value  depth  of  ionizing  radiations.  One 
would  not  treat  an  epithelioma  having  a depth  of 
1 cm.  with  a radiation  source  emitting  essentially 
alpha  rays  which  are  absorbed  almost  100  per  cent 
by  a thin  piece  of  tissue  paper,  or  with  grenz  rays 
having  a half-value  layer  of  0.03  mm.  aluminum 
which  are  mostly  absorbed  by  the  first  millimeter 
of  tissue,  or  with  radiations  from  a beryllium  win- 
dow tube  without  the  interposition  of  a filter  of  at 
least  0.5  mm.  Al.  The  logical  procedure  based  on 
sound  physics,  physiology,  and  experience  is  to 
use  a ray  quality  which  would  assure  even  distri- 
bution of  radiant  energy  throughout  the  tumor 
mass. 

Depth  dose  curves  and  isodose  charts  have  been 
repeatedly  published.3’4  The  significance  of 
selecting  the  correct  ray  quality  for  the  treatment 


of  a given  lesion  is  appreciated  when  one  peruses  a 
diagrammatic  sketch  of  the  skin  with  superim- 
posed depth  curves  (Fig.  1).  It  is  readily  seen 
that  if  a quantity  of  100  r of  grenz  rays  is  applied 
to  the  surface  of  the  skin,  50  per  cent  of  the  radia- 
tion is  absorbed  in  the  first  V*  mm.  of  skin;  if  60- 
kilovolt  radiations  are  used,  50  per  cent  of  the  dose 
is  absorbed  in  the  first  4 mm.  of  skin;  and  if  100- 
kilovolt  radiations  are  used  with  no  filter,  the  50 
per  cent  dose  is  absorbed  in  about  6 mm.  of  tissue 
where  the  pathologic  changes  of  most  skin  diseases 
are  found.5  These  figures  apply  to  conventional 
superficial  x-ray  equipment  and  not  to  apparatus 
equipped  with  beryllium  window  tubes. 

The  advent  of  a new  type  of  x-ray  tube  with  a 
beryllium  window  has  been  responsible  for  re- 
newed interest  in  the  use  of  different  qualities  of 
radiation  in  the  therapy  of  cutaneous  diseases. 
Beryllium  is  pervious  to  roentgen  rays  and  trans- 
mits long  wavelength,  soft  x-rays  having  effective 
wavelengths  or  half-value  layers  similar  to  grenz 
rays.  By  increasing  the  voltage  and  interposing 
appropriate  filters,  radiations  of  all  qualities  may 
be  obtained,  varying  from  those  used  in  conven- 
tional superficial  therapy  to  deep  therapy.  Here- 
tofore, the  production  of  tubes  which  would  trans- 
mit long  wavelength  radiations  had  been  too 
difficult  to  warrant  more  than  limited  production. 
Materials  which  were  roentgen  ray  pervious  such 
as  Lindemann  glass,  cellophane,  magnesium,  and 
aluminum  were  too  fragile  for  practical  use. 

The  rigidity  and  stability  of  beryllium  and  its 
low  linear  absorption  have  made  it  an  ideal  ma- 
terial for  an  x-ray  window  where  high  intensity 
and  low  penetrating  radiations  are  desired.  It 
has  given  to  dermatologists  x-ray  equipment  of 
unusual  versatility  since  the  quality  of  the  roent- 
gen ray  beam  can  be  altered  by  slight  changes  in 
voltage  and  filter  (Fig.  2). 

There  is  definite  scientific  basis  for  selecting 
radiations  of  different  qualities  for  the  treatment 
of  cutaneous  lesions  of  varying  depths.  There  is 
an  optimal  quality  as  well  as  quantity  to  use  in 
each  case  according  to  the  depth  and  type  of  the 
lesion.  Radiation  changes  can  be  produced  only 
by  radiation  absorbed  in  the  irradiated  tissue. 
The  biologic  response  is  dependent  on  the  absorp- 
tion of  the  roentgen  rays  applied  to  the  site  of  the 
pathologic  process. 

By  selecting  radiations  of  suitable  quality, 
maximum  absorption  and  biologic  effect  are 
achieved  in  the  pathologic  site  with  the  smallest 
number  of  roentgens  and  with  the  least  danger  to 
underlying  normal  structures.  For  example,  it 
would  be  illogical  to  apply  to  the  surface  of  the 
skin  10,000  r when  we  want  the  effect  of  100  r to  a 
lesion  3 mm.  below  the  surface.  This  is  what 
happens  when  grenz  rays  or  unfiltered  rays  from  a 
beryllium  window  tube  are  employed.  There- 
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Fig.  2.  This  graph  demonstrates  the  depth  dose 
of  radiations  from  a beryllium  window  tube  with 
kilovoltages  varying  from  30  to  100  kilovolts  with 
and  without  filtration.  The  half-value  layer  of 
each  type  of  radiation  is  given.1 


fore,  is  it  not  more  logical  to  use  a harder  ray  such 
as  is  emitted  from  a conventional  low-voltage 
superficial  x-ray  machine  where  the  surface  re- 
ceives a dose  of  150  r in  order  to  obtain  an  effec- 
tive dose  of  100  r at  a depth  of  3 mm.? 

For  the  past  twenty  years  the  tendency  in 
dermatology  has  been  to  employ  radiations  of  low 
penetrability.  Unfiltered  radiations  from  pyrex 
tubes  were  of  sufficient  hardness  to  penetrate  be- 
yond the  pathologic  processes  and  even  endanger 
underlying  important  structures  of  the  skin  on  the 
opposite  side  of  the  treated  area  in  cases  of  the 
face,  hands,  and  feet.  On  the  other  hand,  radia- 
tions from  grenz-ray  machines  were  so  superficial 
in  their  effects  that  the  entire  pathologic  process 
was  not  affected  by  the  incident  beam  of  radia- 
tion. The  surface  cells  received  an  abundance  of 
radiation  sufficient  to  cause  radiation  sequelae, 
and  the  cells  at  a depth  of  2 or  3 mm.  were  prac- 
tically unaffected. 

In  experimental  studies  on  the  absorption  of 
roentgen  rays  by  the  skin,  it  has  been  shown  that 
grenz  rays  are  absorbed,  except  for  about  15  per 
cent  of  the  intensity,  in  the  first  millimeter  of 
skin.5  These  studies  indicate  that  these  rays  are 
sufficiently  penetrating  to  be  of  some  value  in  the 
treatment  of  lesions  situated  within  the  first  0.5 
mm.  of  skin,  but  lesions  over  1 mm.  in  thickness 
are  not  effectively  influenced  by  grenz  rays. 
Lesions  which  have  a thickness  of  3 mm.  are  un- 
affected with  dosages  which  are  considered  safe 
and  harmless  at  the  surface.  It  has  been  claimed 
that  these  suprasoft  radiations,  which  are  also 
called  grenz  or  infraroentgen  rays,  are  superior  to 
conventional  x-rays  in  the  routine  treatment  of 
cutaneous  disorders.  Almost  foolproof  safety  is 
attributed  to  the  use  of  these  ionizing  radiations, 


and  radiation  sequelae  are  stated  to  be  nonexist- 
ent or  minor.  Indirect  effects  are  said  to  occur 
when  these  rays  are  applied  to  various  areas  of  the 
trunk  in  an  attempt  to  influence  internal  diseases. 
The  same  method,  in  contradistinction  to  the 
direct  irradiation  of  lesions,  has  been  used  in  the 
treatment  of  cutaneous  diseases.  The  provoca- 
tion of  leukocytosis  and  an  effect  upon  the  auto- 
nomic system  is  reputed  to  be  responsible  for  the 
therapeutic  response.  Sponsors  of  this  form  of 
therapy  claim  favorable  results  in  the  treatment 
of  certain  lesions  such  as  port-wine  marks  for 
which  no  other  completely  satisfactory  treatment 
is  available.6  The  authors  do  not  agree  with 
these  contentions  of  grenz  ray  enthusiasts. 

In  the  past  twenty-five  years,  the  great  mass  of 
American  dermatologists  have  found  grenz  rays 
to  have  only  limited  usefulness.  They  are 
valuable  in  the  treatment  of  lesions  of  the  scro- 
tum and  eyelids  where  it  is  desirable  to  limit  the 
penetrability  of  ionizing  radiations.  They  are 
ineffectual  for  the  routine  treatment  of  cutaneous 
diseases  since  they  do  not  penetrate  to  the  sites 
where  the  pathologic  lesion  is  usually  found. 
Clinical  observation  in  our  experience  has  con- 
firmed this.  Very  large  doses  given  repeatedly 
and  over  a long  period  of  time  may  evoke  clinical 
improvement  as  a result  of  a small  portion  of  a 
very  large  surface  dose  reaching  a sufficient  depth 
to  affect  the  pathologic  process.  However,  this 
surface  overdosage  often  causes  radiodermatitis. 

The  authors  wish  to  emphasize  that  these  soft, 
long  wavelength  radiations  differ  from  conven- 
tional x-rays  only  in  quality  and  penetrability. 
They  possess  no  esoteric  or  special  occult  prop- 
erties foreign  to  conventional  x-rays.  There  is  no 
scientific  proof  of  any  indirect  effect  from  these 
rays.  Radiodermatitis  results  from  overdosage 
with  grenz  rays  just  as  it  does  with  conventional 
x-rays.  Hyperpigmentation,  telangiectasia, 
atrophy,  and  the  production  of  precancerous 
lesions  have  been  observed.  The  difference  in 
biologic  reaction  between  very  soft  radiations  and 
conventional  x-rays  is  motivated  solely  by  the 
difference  in  the  quality  of  the  radiation.  Others 
have  not  been  able  to  duplicate  the  results  claimed 
in  the  treatment  of  port-wine  marks.  We  have 
been  equally  unsuccessful  and  do  not  advocate  the 
use  of  these  rays  for  this  condition. 

The  use  of  radon  in  an  ointment  base  such  as 
petrolatum  or  lanolin  has  been  advocated  for 
treatment  of  a variety  of  diseases,  including  x- 
ray  and  radium  burns,  and  also  for  differentiation 
of  radiation  necrosis  from  malignant  ulcerations. 
There  is  insufficient  scientific,  critical,  and  un- 
equivocal evidence  to  support  these  contentions. 
It  seems  illogical  and  contrary  to  basic  physiologic 
and  physical  principles  that  radon,  which  emits 
alpha,  beta,  and  gamma  radiations,  can  cure  any 
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state  of  radiodermatitis  produced  by  alpha,  beta, 
and  gamma  radiations  or  by  x-rays.  Also, 
leading  cancer  institutions,  cancer  experts,  sur- 
geons, and  dermatologists  base  the  diagnosis  of 
cancer  on  biopsy.  There  are  some  skin  diseases 
that  might  respond  to  therapy  with  radon  oint- 
ment, but  radiodermatitis  and  radiation  necrosis 
are  certainly  not  among  them.  Lomholt  com- 
mented that  in  some  cases  radiation  necrosis  be- 
came worse  after  treatment  with  radon  ointment.7 
It  is  of  interest  to  note  that  articles  pertaining  to 
radon  ointment  were  numerous  in  1939  to  1941  in 
the  American  literature,  and  now  hardly  anyone 
hears  anything  about  it. 

Thorium  X preparations  have  been  advocated 
for  the  treatment  of  port-wine  marks  (nevus 
flammeus),  radiodermatitis,  and  cutaneous  malig- 
nancies as  well  as  for  man}'  other  dermatoses. 
The  same  objections  apply  to  thorium  X as  they 
do  to  radon  ointment,  namely,  that  one  does  not 
expect  to  cure  a condition  caused  by  over  irradia- 
tion by  employing  more  ionizing  rays.  Also,  the 
claim  that  thorium  X cures  port-wine  stains  has 
never  been  satisfactorily  substantiated.  The 
claim  that  the  alpha  rays  from  thorium  X cure 
cancer  of  the  skin  cannot  be  confirmed  on  the  ba- 
sis of  the  physics  and  physiology  of  alpha  radia- 
tions. These  rays  are  entirely  absorbed  by  a thin 
piece  of  tissue  paper.  There  is  no  magical  way 
for  these  radiations  to  reach  underlying  cancer 
cells.  Further  research  in  the  basic  sciences  is 
required  to  clarify  an  obvious  paradoxic  situa- 
tion. There  is  sufficient  clinical  evidence  to  sup- 
port the  contention  that  thorium  X is  valuable  in 
the  treatment  of  some  inflammatory  dermatoses 
and  even  some  superficial  patches  of  mycosis 
fungoides.  It  must  be  born  in  mind,  however, 
that  radon  ointment,  thorium  X,  and  grenz  rays 
cannot  give  therapeutic  results  that  cannot  also 
be  obtained  with  conventional  low  voltage  x-ray 
machines  especially  if  equipped  with  a beryllium 


window  x-ray  tube  with  greater  ease  and  better 
control  of  therapeutic  factors. 

Conclusions 

1.  Dermatologic  therapy  with  conventional 
and  soft,  long  wavelength  radiations  from  a single 
machine  is  now  possible  through  the  manufacture 
of  the  beryllium  window  x-ray  tube. 

2.  The  objective  of  the  dermatologist  is  to 
achieve  the  desired  therapeutic  effect  without 
jeopardy  to  normal  underlying  structures  or  to 
the  skin  itself.  The  determining  factor  in  the 
choice  of  quality  of  radiation  should  be  the  depth 
dose  appropriate  to  the  lesion  to  be  treated. 

3.  Soft,  long  wavelength  radiations  have  no 
special  effects  other  than  those  attributable  to 
their  low  penetrability. 

4.  The  scientific  basis  for  these  principles  has 
been  demonstrated  in  depth  dose  tables. 

5.  Low  penetrating  ionizing  radiations  have  a 
definite  sphere  of  usefulness,  although  limited. 

6.  Established  basic  principles  of  physics  and 
physiology  do  not  support  the  contention  that  low' 
penetrating  radiations  are  useful  for  the  treat- 
ment of  nevus  flammeus,  radiodermatitis,  and 
epitheliomas. 

7.  Radiations  from  radon  ointment,  thorium 
X,  grenz  rays,  unfiltered  beryllium  window- 
x-radiations,  and,  in  fact,  all  ionizing  radiations 
in  sufficient  doses  produce  radiodermatitis. 
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ALUMINUM  UTENSILS  NOT  INJURIOUS  TO 
The  use  of  aluminum  cooking  utensils  in  no  wray  is 
injurious  to  health,  according  to  a statement  issued 
by  the  Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association. 

The  position  of  the  Council  was  made  known  as  a 
result  of  periodic  rumors  that  foods  cooked  in  such 
utensils  affect  health  because  of  injurious  substances 
imparted  by  the  vessel,  according  to  Dr.  James 
R.  Wilson,  Chicago,  secretary  of  the  Council. 

“Aluminum  abounds  in  the  earth’s  crust  and  is 
widely  distributed  in  nature,  being  present  in  a wide 
range  of  edible  plants.  Undoubtedly  man  has 
ingested  small  quantities  of  aluminum  daily  since  he 
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came  upon  the  earth.  Aluminum  compounds  also 
are  important  and  useful  therapeutic  agents. 

“The  possibility  that  aluminum  utensils  can 
impart  injurious  agents  to  the  foods  cooked  in  them 
has  been  extensively  investigated.  Up  to  the  pres- 
ent time  there  has  been  no  cogent  scientific  evidence 
indicating  that  the  minute  traces  of  aluminum  that 
may  be  imparted  to  food  in  the  process  of  cooking 
are  in  any  way  injurious  to  the  consumer. 

“As  for  the  rumor  that  the  use  of  food  prepared  in 
aluminum  cooking  utensils  is  a factor  in  the  causa- 
tion of  cancer,  it  may  be  added  also  that  there  is 
absolutely  no  scientific  basis  in  support  of  this  view.” 


THE  PROBLEM  OF  CONSECUTIVE,  COMPLICATING  ERUPTIONS  IN 
INDUSTRIAL  MEDICINE 

George  F.  Emerson,  M.  D.,  Schenectady,  New  York 
( From  the  Ellis  and  St.  Clare’s  Hospitals) 


TWO  cases  are  presented.  One  is  a white 
female,  who  at  the  age  of  thirty-eight  in  1944 
was  exposed  to  chemicals  used  in  electroplating. 
Apparently  the  solutions  contained  in  the  vats 
frequently  wet  her  hands  and  forearms.  After 
one  month  at  this  work,  a dermatitis  appeared 
on  the  exposed  parts,  and  later  the  face  and  neck 
became  involved  also.  She  stopped  work  two 
months  after  the  dermatitis  first  appeared. 

Since  that  time  she  has  been  under  the  care  of 
dermatologists  and  general  practitioners  for 
varying  intervals  of  time.  Treatment  has  in- 
cluded roentgen  therapy.  The  dermatosis  has 
persisted  to  date  continuously  and  is  worse  during 
the  summer  heat. 

Case  1. — I first  saw  the  patient  on  June  29,  1948. 
At  that  time  she  assisted  in  the  management  of  a 
hunting  lodge  in  the  Adirondacks.  Papulovesicular, 
excoriated  plaques  involved  the  dorsal  surfaces  of 
the  hands  and  extensor  surfaces  of  the  forearms. 
Lichen ification  was  present  in  the  antecubital 
spaces.  Fissures  and  groups  of  vesicles  were  present 
on  the  palms.  Edema  and  redness  of  the  eyelids 
were  present  from  time  to  time. 

Patch  tests  revealed  a 3 plus  reaction  to  chromic 
acid  and  lesser  reactions  to  nickel,  arsenic,  wool, 
coins,  and  rings.  My  original  impression  was  con- 
tact dermatitis.  At  times  the  lesions  resembled 
nummular  eczema  and  chronic  infectious  eczematoid 
dermatitis. 

Local  applications  included  Lassar’s  Paste  with 
and  without  naftalan  5 per  cent,  aquaphor  with  1 
per  cent  liquor  alumini  acetate  and  protective 
preparations.  Autohemotherapy  was  employed 
without  benefit. 

Improvement  followed  the  use  of  occlusion  band- 
ages. Flares  of  all  sites  occurred  from  time  to  time, 
especially  over  week  ends  with  increase  of  tourist 
trade.  General  improvement  without  complete 
clearing  continued  over  the  twenty-eight  weeks 
following.  Recent  communication  revealed  con- 
tinued trouble  has  persisted  to  date. 

Is  this  still  contact  dermatitis  per  se?  If  so, 
is  the  patient  still  in  contact  with  irritants?  Do 
minute  quantities  of  the  original  contactants  re- 
main in  the  skin  after  six  and  one-half  years? 
Could  chrome-  or  nickel-plated  handles  account 
for  the  continual  trouble?  Will  “hardening” 
ever  take  place  in  this  patient?  Perhaps  the 
clinical  diagnosis  is  now  nummular  eczema  or 
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chronic  infectious  eczematoid  dermatitis.  Will 
this  patient  be  apt  to  receive  free  treatment  of 
skin  troubles  the  rest  of  her  life? 

Case  2. — The  second  case  is  an  Italian  male,  aged 
thirty-three  in  January,  1949,  when  first  seen  by  me. 
Two  weeks  previously  he  had  suffered  a welding 
wire  burn  of  the  left  heel.  “Sulfurea”  ointment  was 
part  of  local  therapy  and  apparently  produced  a 
contact  dermatitis  of  the  left  foot.  This  in  turn  be- 
came secondarily  infected,  and  for  the  first  time  in 
his  life  the  patient  received  penicillin  as  nine  daily 
intramuscular  injections  of  Lederle’s  procaine  peni- 
cillin. 

I saw  the  man  on  January  6,  and  on  January  7, 
four  days  after  the  last  penicillin  injection,  the 
patient  suffered  his  initial  bout  of  hives.  For  the 
better  part  of  eighteen  months  urticarial  wheals 
made  their  daily  appearance  in  different  sites. 
Palmar  and  plantar  edema  caused  him  to  change 
jobs  on  two  occasions  that  I know  of,  because 
standing  on  ladder  rungs  or  gripping  a hammer  or 
wrench  handle  any  length  of  time  prompted  the 
appearance  of  the  swelling. 

In  the  first  month  of  his  urticaria  the  patient  spent 
a few  days  in  a hospital  because  of  severe  angio- 
neurotic edema  and  probable  laryngeal  edema. 

During  the  last  six  months  the  severity  decreased, 
and  the  urticaria  finally  petered  out  in  spite  of 
treatment.  This  latter  included  antihistamines 
orally  and  intravenously,  adrenaline  orally  and  sub- 
cutaneously, autohemotherapy,  calcium  gluconate 
orally  and  intravenously,  procaine  intravenously, 
and  peptone,  nicotinic  acid,  etc. 

A patch  test  to  a penicillin  ointment  was  positive 
as  was  the  intradermal  test  to  a few  units  of  peni- 
cillin. These  tests  were  done  after  the  urticaria  had 
been  present  nine  months. 

Recently  this  man  took  eight  250-mg.  capsules  of 
aureomycin  for  a sore  throat.  He  experienced 
hives  for  a few  days  which  subsided  spontaneously. 

In  the  background  this  man  has  the  history  of  in- 
fantile eczema,  ecthyma,  furuncles,  and  in  1937, 
while  in  the  Navy,  he  first  suffered  a vesicular  erup- 
tion of  the  palms  and  soles  and  a dermatitis  of  the 
ears.  The  palmar  and  plantar  vesicles  have  re- 
curred at  varying  intervals.  Several  potassium 
hydroxide  preparations  of  these  lesions  have  been 
negative  for  fungi.  None  have  been  positive. 
Sensitivity  to  the  sulfonamides  orally  was  suspected 
at  one  time  in  the  past.  He  has  apparently  been 
sensitive  to  several  preparations  used  locally. 
Furacin,  however,  was  tolerated  several  days.  This 
treatment  was  discontinued  because  of  improvement 
in  the  folliculitis  for  which  he  was  being  treated  at 
the  time.  There  is  also  a strong  familial  tendency 
toward  hay  fever,  asthma,  and  eczema. 
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Was  it  logical  to  assume  that  this  eighteen- 
month  siege  of  urticaria  was  due  to  penicillin? 
If  this  man  suffers  urticaria  in  the  future,  from 
whatever  cause,  will  this  same  employer  still  be 
liable  for  doctor,  hospital,  and  medicine  bills? 

These  two  dermatologic  problems  have  arisen 
out  of  workmen’s  compensation  cases.  They 
present  questions  difficult  to  answer  derma- 
tologically. The  future  decisions  of  a compensa- 
tion board  in  these  cases  will  be  problems  in  their 
own  right. 

146-148  Barrett  Street 

Discussion 

Marvin  N.  Winer,  M.D.,  Buffalo. — I enjoyed 
listening  to  Dr.  Emerson’s  discussion  of  a problem 
with  which  every  practicing  dermatologist  is 
familiar.  I am  sure  all  of  us  see  similar  problems 
every  day  and  must  make  decisions  as  to  which  link 
of  the  chain  of  complicating  eruptions  is  compens- 
able and  where  the  line  must  be  drawn.  It  is  the 
consecutive  complications  which  give  us  all  the 
headaches.  How  does  one  decide  about  complicat- 
ing hyperhidrosis,  bacterial  infection,  bacterial 
sensitization,  sensitization  to  topical  medicaments 
used  in  treatment,  sensitization  to  fungoproteins, 
and  sensitization  to  food  allergens?  What  does  the 
term  polyvalent  eczematization  mean?  All  these 
problems  are  latent  in  the  question  of  consecutive 
complicating  eruptions  in  industrial  dermatitis. 

It  is  generally  accepted  that  sensitization  occurs 
only  through  four  main  channels:  (1)  contact  or 

absorption  of  the  allergens  into  the  skin  and  the 
small  blood  vessels  of  the  dermis,  (2)  ingestion  or 
absorption  of  the  allergens  through  the  intestinal 
tract  into  the  systemic  circulation  and  finally  into 
the  small  blood  vessels,  (3)  inhalation  or  absorption 
of  the  allergens  through  pulmonary  circuit  into  the 
systemic  circulation  and  into  the  small  blood  vessels, 
and  (4)  direct  introduction  into  the  systemic 
circulation  by  intravenous  injection.  All  other 
injection  methods  are  considered  variants  of  the 
above  for  practical  purposes. 

In  most  patients  with  industrial  contact  derma- 
titis, the  response  is  excellent  as  long  as  the  contact 
allergens  are  recognized  and  eliminated.  In  a small 
percentage  of  patients,  however,  numerous  prob- 
lems are  introduced  into  the  management.  Of  these 
problems  may  be  mentioned  the  following:  difficulty 
in  recognizing  the  primary  allergen  or  allergens 
during  the  period  required  for  investigation;  the 
patient  “wants  his  cake  and  wants  to  eat  it,  too.” 
He  is  uncomfortable  and  demands  quick  relief. 
The  attending  physician,  particular  if  his  training  in 
dermatology  is  minimal,  is  influenced  by  the 
patient’s  attitude  and  prescribes  topical  medica- 
ments which  may  have  a high  sensitizing  potential, 
especially  at  the  height  of  an  acute  dermatitis. 


Secondary  bacterial  and  mycotic  infection  may 
supervene.  If  these  complications  are  prolonged, 
sensitization  to  bacterial  breakdown  products  may 
occur  with  the  development  of  infectious  eczematoid 
dermatitis. 

Heavy  metal  sensitization  including  mercury, 
chromium,  nickel,  etc.,  is  a frequent  precursor  of  the 
complications  previously  mentioned.  Unfortu- 
nately, very  few  data  are  available  to  answer  the 
following  questions: 

1.  How  long  do  the  various  metals  remain  in  the 
so-called  “depots”  of  the  body,  and  where  are  these 
depots? 

2.  What  factors  control  the  rate  of  excretion  of 
these  metals? 

3.  How  sensitive  are  the  present  methods  of  de- 
tection of  minute  traces  of  metals  in  the  skin,  urine, 
blood,  and  feces? 

4.  Would  the  absence  of  detectable  amounts  of  a 
heavy  metal  in  the  urine,  blood,  or  feces  imply  that 
no  focus  remains  in  the  body  since  no  trace  of  the 
metal  is  being  excreted? 

5.  Can  we  rule  out  the  sweat  and  oil  glands  as  a 
means  of  excretion? 

During  World  War  II,  chrome-containing  paints 
were  used  to  spray  airplane  wings  in  several  fac- 
tories in  the  Buffalo  district.  Many  employes  de- 
veloped a chrome  dermatitis.  Fortunately,  the 
majority  became  well  when  they  were  removed 
from  the  offending  allergens.  Several  cases,  how- 
ever, have  persisted  to  date,  anywhere  from  five  to 
seven  and  one-half  years  later.  Why  do  these 
patients  still  exhibit  signs  of  their  original  derma- 
titis? Does  the  heavy  metal  remain  in  a depot? 
According  to  available  information,  if  the  patient  is 
not  subjected  to  heavy  industrial  exposure,  no  trace 
of  the  metal  should  remain  within  the  body  after 
one  or  two  years.  How  can  one  be  sure,  however, 
that  the  atmosphere  itself  is  not  contaminated  and 
that  the  patient  is  not  being  inadvertently  exposed 
to  the  original  allergen?  In  1949,  the  Stanford 
Research  Institute,  in  a study  of  the  smog  problem 
in  Los  Angeles  County,  found  concentrations  of 
atmospheric  chrome  from  0.001  to  0.1  per  cent.0 
The  samples  were  collected  by  the  Westinghouse 
precipitron  and  identified  by  the  emission  spectro- 
graph. 

In  the  highly  industrialized  Niagara  frontier  area 
where  smelting  and  plating  are  done,  it  is  reasonable 
to  assume  that  similar  or  greater  chrome  concentra- 
tions could  be  found  in  the  atmosphere.  This  ex- 
plains the  prolonged  course  of  some  of  these  patients. 

Some  day,  in  the  near  future,  with  the  aid  of  re- 
search grants,  the  answers  to  these  questions  will  be 
available.  When  they  are,  the  industrial  derma- 
tologist will  not  have  to  question  his  conscience 
regarding  the  compensation  status  of  the  various 
complications. 

a.  Second  Interim  Report  on  the  Smog  Problem  in  Los 
Angeles  County,  Stanford  Research  Institute,  1949,  p.  26. 


Have  something  to  say;  say  it,  and  stop  when  you've  done. — Tryon  Edwards 


CORTISONE  IN  THE  TREATMENT  OF  CUTANEOUS  DISEASES 

Maurice  J.  Costello,  M.D.,  New  York  City 

( From  the  Bellevue,  Lenox  Hill,  and  St.  Clare’s  Hospitals) 


THIS  is  a report  of  over  60  patients  and  20 
skin  diseases  treated  with  cortisone  during 
the  period  between  January,  1950,  and  March  1, 
1951  (Table  1).* *  In  the  beginning  of  the  study 
patients  were  treated  in  the  hospitals  under  strict 
control  which  included  daily  examinations  such 
as  temperature,  pulse,  respiration,  weight,  blood 
pressure,  and  urinalyses.  Blood  chemistries, 
complete  blood  counts,  erythrocyte  sedimenta- 
tion rates,  serum  potassium  determinations, 
sodium  chloride  levels,  total  protein  determina- 
tions, albumin-globulin  ratios,  and  total  eosinophil 
counts  were  performed  semiweekly. 

At  the  start  only  patients  suffering  with  serious 
diseases  of  the  skin  such  as  pemphigus  vulgaris, 
acute  lupus  erythematosus  of  the  systemic  type, 
dermatomyositis,  periarteritis  (polyarteritis)  no- 
dosa, psoriasis  arthropathica,  and  extensive  cases 
of  epidermolysis  bullosa  were  selected  for  treat- 
ment. As  the  nontoxic  dose  levels  were  deter- 
mined and  when  cortisone  became  more  readily 
available,  other  less  serious  diseases  were  included 
in  the  series,  such  as  subacute  lupus  erythemato- 
sus of  the  systemic  type,  chronic  discoid  lupus 
erythematosus  of  the  generalized  type,  chronic 
discoid  lupus  erythematosus,  lupus  erythemato- 
sus profundus,  and  severe  longstanding  recalci- 
trant cases  of  atopic  dermatitis  with  the  hay  fever- 
eczema-asthma  complex.  Chronic  urticaria  and 
angioneurotic  edema  were  included.  Common 
dermatoses,  such  as  dermatitis  venenata  (espe- 
cially those  caused  by  contact  allergens  and  medica- 
ments), dermatitis  medicamentosa,  dermatitis  ex- 
foliativa, psoriasis  vulgaris,  localized  psoriasis, 
alopecia  areata,  keloids,  pruritus  vulvae  et  ani, 
neurodermatitis  circumscripta,  and  other  derma- 
toses, were  treated  on  an  ambulatory  basis  when 
it  was  ascertained  that  cortisone  was  about  as  ef- 
fective in  liquid  and  in  tablet  form  taken  orally  as 
it  was  when  administered  parenterally.  The  op- 
portunities to  treat  the  aforementioned  conditions 
were  greater  when  the  cost  of  the  drug  became 
less  prohibitive. 

Material 

Eight  cases  of  pemphigus  vulgaris  were  treated : 
four  improved  and  four  were  unimproved,  three 
dying.  This  disease  has  been  known  to  respond 
temporarily  to  other  medicaments,  but  it  has  not 
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responded  to  other  drugs  as  effectively  as  it  has  to 
cortisone.  A man,  sixty-seven  years  old,  treated 
with  cortisone,  had  been  very  ill  with  pemphigus 
vulgaris  for  two  years  and  was  in  serious  condition 
when  the  drug  was  administered.  He  is  living 
and  well,  and  his  skin  has  been  clear  for  the  past 
fourteen  months  on  maintenance  doses  of  the 
drug.  The  result  in  this  case  is  unique  in  the 
treatment  of  this  fatal  disease.  In  other  patients 
who  improved,  no  new  bullae  appeared,  but  the 
old  lesions  assumed  a vegetative  character  (a  sign 
of  resistance  to  the  disease).  A thin  crust  cov- 
ered the  lesions,  and  Nikolsky’s  sign  was  demon- 
strated only  in  the  lesions.  The  conditions  of 
these  patients  greatly  improved,  and  they  gained 
from  15  to  25  pounds.  After  several  months  of 
cortisone  therapy,  the  eruption  did  not  worsen, 
even  though  cortisone  was  discontinued.  One  of 
the  four  patients  with  pemphigus  vulgaris  whose 
improvement  was  not  maintained  has  had  numer- 
ous flaccid  bullae  and  vegetative  lesions.  The 
oral  cavity  is  extensively  involved.  The  im- 
provement in  this  group  of  pemphigus  cases  rep- 
resents a mean  between  the  claim  that  all  cases  of 
pemphigus  are  improved  and  the  contention  that 
none  are  improved  permanently. 

Other  rare  bullous  diseases  like  dermatitis 
herpetiformis  and  epidermolysis  bullosa  have 
responded  indifferently  to  cortisone.  The  hor- 
mone is  of  no  value  in  the  treatment  of  pemphigus 
foliaceous. 

Erythema  multiforme  of  the  oral  mucous  mem- 
branes has  responded  well  in  two  cases.  One  of 
these  patients,  a young  woman  suffering  from  the 
bullous  type  of  this  disease  confined  to  the  lips 
and  the  mouth  cavity,  was  cured  in  four  days  with 
cortisone.  A young  woman  with  the  generalized 
recurrent  Hebra  type  of  erythema  multiforme 
responded  favorably  to  cortisone.  The  cortisone- 
treated  attack  lasted  only  ten  days.  The  two 
previous  attacks,  a year  apart  and  not  treated 
with  this  drug,  lasted  six  weeks. 

Two  patients  with  the  systemic  type  of  lupus 
erythematosus  and  four  patients  with  the  discoid 
localized  and  generalized  type  of  this  disease  were 
treated.  A young  man  with  the  systemic  type 
was  unimproved  with  cortisone  and  ACTH.  A 
young  woman  with  this  type  having  an  associated 
thrombocytopenic  purpura  improved  rapidly,  but 
the  disease  relapsed  after  four  weeks  of  continuous 
therapy  with  cortisone.1-3  Two  patients  with 
lupus  erythematosus  of  the  localized  discoid 
chronic  type  were  remarkably  improved  during 
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TABLE  I. — Summary  of  60  Patients  Treated  with  Cortisone 


Toxic 

attestations 

Severe 

^ A 

Cutaneous  Disease 

Number  of 
Patiente 

Mai 

Mild 

Improved 

Unimproved 

Pemphigus  vulgaris 

8 

7 

4 

4 

4 

(3  died) 

Dermatitis  herpetiformis  (bullous) 

2 

1 

1 

i 

Epidermolysis  bullosa  acquisita 
Erythema  bullosum  inalignans 

2 

1 

i 

1 

i 

i 

i 

Erythema  multiforme  bullosum  (mouth) 

i 

1 

Schope  tumor 

i 

i 

Lupus  erythematosus  disseminatus  acuta 

2 

i 

i 

l 

Lupus  erythematosus  discoides  (generalized) 

1 

l 

Lupus  erythematosus  discoides  chronica 

4 

3 

2 

2 

(localized) 

Periarteritis  nodosa 

i 

1 

Dermatomyositis 

i 

i 

1 

Scleroderma  (generalized) 

3 

1 

2 (ad- 
vanced 
cases) 

Psoriasis  vulgaris 

7 

4 

1 

6 

Psoriasis  arthropathica 

1 

i 

1 

Seborrheic  dermatitis 

2 

2 

1 

i 

Eczema  neurodermatitis  atopic  dermatitis 

17 

13 

i 

12 

5 

Alopecia 

2 

2 

Keloids 

1 

i 

1 

Chronic  urticaria 

1 

i 

i 

Dermatitis  medicamentosa  urticaria  (peni- 

cillin) 

1 

1 

Mycosis  fungoides 

1 

i 

i 

Periadenitis  mucosa  necrotisans  recurrens 

1 

i 

the  administration  of  cortisone,  but  the  condition 
finally  relapsed  in  spite  of  adequate  dosage  of  the 
hormone.  A thirty-four-year-old  man  with  the 
chronic  discoid  type  showed  moderate  improve- 
ment during  the  administration  of  the  drug,  but 
his  condition  relapsed  promptly  when  the  drug 
was  discontinued.  A woman  fifty-eight  years  of 
age  with  the  chronic  discoid  generalized  type  of 
lupus  erythematosus  showed  moderate  improve- 
ment which  was  sustained  even  though  the  drug 
was  discontinued. 

Patients  with  psoriasis  arthropathica  responded 
in  a favorable  manner  to  cortisone.4,6  The  im- 
provement in  the  arthritis  was  more  prompt, 
more  sustained,  and  more  complete  than  the  im- 
provement in  the  cutaneous  manifestations  of  this 
disease.  Patients  with  psoriasis  vulgaris  did  not 
improve.  However,  psoriasis,  localized  to  the 
palms  in  a middle-aged  woman,  disappeared  in 
three  weeks  after  cortisone  therapy,  even  though 
it  had  been  present  for  five  years. 

A seventy-five-year-old  man  with  severe  sebor- 
rheic dermatitis  of  the  psoriasiform  type  which 
had  been  present  for  three  years  made  an  excellent 
recovery  in  six  weeks  with  complete  disappear- 
ance of  his  eruption.  He  has  had  only  one  mild 
recurrence  since  then.  However,  a middle-aged 
woman  with  this  condition  showed  no  favorable 
response  to  cortisone  therapy. 

Seventeen  patients  with  the  common  types  of 
eczema  including  neurodermatitis  and  atopic 
dermatitis  were  treated:  12  improved,  and  five 

did  not  improve  (70  per  cent).  Two  patients 
with  eczema  hypostaticum  and  generalized  ec- 
zema tide  reactions  were  treated.  One  had  an  in- 


different response  after  the  administration  of  4 
Gm.  of  cortisone,  and  the  other  had  a very  good 
response.  A relapse  in  the  latter  case  responded 
well  to  ACTH.  Seven  patients  with  generalized 
neurodermatitis  (eczema  with  lichenification) 
were  treated:  six  improved,  and  one  did  not  im- 
prove. In  the  treatment  of  patients  with  this 
condition,  it  was  found  that  the  so-called  eczema- 
tide  reactions  responded  quite  promptly  to  corti- 
sone, and  when  these  conditions  were  associated 
with  superimposed  dermatitis  venenata  from  over- 
treatment, a similar  response  occurred.  Two 
patients  with  the  chronic  exudative  lichenoid  and 
discoid  dermatitis  responded  favorably  but  not 
completely  to  the  administration  of  cortisone. 
Three  patients  with  atopic  dermatitis  were 
treated.  A married  woman,  aged  twenty-six, 
who  had  had  this  type  of  dermatosis'  since  child- 
hood with  the  hay  fever-eczema-asthma  complex, 
made  a remarkable  recovery,  and  improvement 
has  been  maintained  to  date  with  75  mg.  of  corti- 
sone daily.  Another  woman  with  the  same  aller- 
gic pattern  responded  in  a favorable  manner  and 
has  had  no  recurrence  in  spite  of  the  fact  that  the 
drug  was  discontinued.  A man,  aged  thirty- 
seven,  giving  a similar  history,  did  not  respond  to 
either  cortisone  or  ACTH.  Two  women  (sisters) 
with  chronic  pruritus  vulvae  et  ani  were  unim- 
proved under  cortisone  treatment.  A man,  aged 
seventy,  with  dermatitis  exfoliativa  who  had  been 
hospitalized  for  polycythemia  vera  made  an  ex- 
cellent complete  recovery  but  died  several  weeks 
later  of  undetermined  cause. 

Several  patients  treated  for  drug  rashes,  espe- 
cially those  following  sensitivity  to  penicillin,  im- 
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proved  within  twenty-four  hours  after  the  ad- 
ministration of  cortisone.6  One  of  these  patients 
developed  edema  of  the  glottis.  Dermatitis 
medicamentosa  of  this  type,  especially  when 
severe  and  accompanied  by  bullae  on  an  edema- 
tous urticarial  background,  in  my  experience  is  one 
of  the  main  indications  for  cortisone  therapy.  It 
is  necessary  to  administer  cortisone  only  for  a few 
days.  Short  courses  of  cortisone  therapy  are 
rarely  accompanied  by  toxic  manifestations. 

The  systemic  disease  with  skin  manifestations 
known  as  periarteritis  (polyarteritis)  nodosa  re- 
sponded well  to  cortisone  while  the  drug  wras  being 
administered.  There  was  rapid  favorable  re- 
sponse with  almost  complete  involution  of  the 
lesions  in  less  than  a week. 

Patients  with  universal,  generalized,  and  areata 
types  of  alopecia  were  unimproved.  Indifferent 
results  were  obtained  in  the  treatment  of  keloids. 
Mycosis  fungoides  may  respond  to  the  initial 
doses  of  cortisone,  but  it  relapses  under  treatment 
or  as  soon  as  the  drug  is  discontinued. 

Dosage 

In  the  beginning  of  this  study,  the  suggested 
schedule  of  200  to  300  mg.  of  cortisone  the  first 
day,  100  to  200  mg.  the  second  day,  and  100  to 
150  mg.  daily  thereafter  was  followed  and  main- 
tained. The  ambulatory  patients  received  an 
initial  daily  dose  of  only  150  mg.  for  the  first  two 
days.  The  effective  therapeutic  maintenance 
dose  was  determined  as  soon  as  possible.  Bene- 
ficial results  seldom  occurred  when  less  than  75  to 
100  mg.  were  administered  in  the  twenty-four- 
hour  period.  The  drug  was  administered  intra- 
muscularly (gluteus  maximus).  Cortisone  is 
more  effective  if  the  drug  is  administered  in  di- 
vided doses  every  six  hours  rather  than  in  a single 
injection. 

It  has  been  my  experience  that  an  early  favor- 
able response  occurred  in  less  than  a week  if  corti- 
sone was  to  be  of  any  decided  value.  This  was 
especially  true  in  the  treatment  of  periarteritis 
nodosa,  psoriasis  arthropathica,  dermatitis  med- 
icamentosa, atopic  dermatitis,  urticaria,  and  the 
thrombocytopenic  purpura  preceding  or  accom- 
panying acute  lupus  erythematosus  of  the  sys- 
temic type.  In  the  latter  disease,  elevated 
temperatures  and  erythrocyte  sedimentation 
rates  began  to  fall  soon  after  the  administration  of 
cortisone.  Joint  pains  were  relieved ; the  throm- 
bocytopenic purpura  when  present  was  arrested, 
and  the  cutaneous  and  other  manifestations  were 
ameliorated. 

Biologic  Side-Reactions  and  Toxic 
Manifestations 

The  above  manifestations  will  be  divided  into 
mild  and  severe.  The  mild  reactions  consisted  of 


euphoria,  edema  of  the  face  (so-called  “moon” 
and  “squirrel”  facies)  and  extremities,  mental  de- 
pression, weakness,  irritability,  apprehension,  in- 
somnia, hyperhidrosis,  bromidrosis,  hirsutism,  fa- 
tigue, drowsiness,  vertigo,  numbness  and  weak- 
ness of  the  lower  extremities,  nausea,  blurring  of 
vision,  transitory  hyperglycemia,  renal  glycosuria, 
and  mastitis  (transitory  in  character,  occurred  in 
two  patients).  Hyperpigmentation  of  the  skin 
did  not  occur  in  any  of  the  patients  reported. 

A nineteen-year-old  boy,  who  had  been  success- 
fully treated  for  acne  vulgaris  a year  previously, 
developed  a rosacea-like  pustular  eruption  on  the 
areas  formerly  affected  by  acne  when  he  received 
cortisone  for  the  treatment  of  a longstanding 
ulcerative  colitis.  The  eruption  he  presented 
differed  from  rosacea  in  that  the  lesions  consisted 
of  discrete  superficial  pinhead  to  match-head- 
sized, thin-walled  pustules.  Each  lesion  was  sur- 
rounded by  a narrow,  red  halo  of  inflammatory 
erythema. 

The  severe  reactions  and  manifestations  require 
a more  detailed  presentation: 

Demineralization. — Spontaneous  fractures  of 
two  lumbar  vertebrae  occurred  in  the  patient 
treated  with  cortisone  over  a period  of  six  months. 
This  patient  had  pemphigus  vulgaris.  It  was  the 
most  severe  and  prolonged  case  of  pemphigus 
vulgaris  that  I had  ever  encountered.  I had 
never  seen  spontaneous  fractures  of  the  vertebral 
bodies  occurring  in  patients  suffering  with  pem- 
phigus vulgaris,  although  demineralization  of  the 
vertebrae  occurs  in  a small  percentage  of  the  se- 
vere cases.  However,  two  years  prior  to  the 
x-ray  studies,  this  patient  had  had  a roentgeno- 
gram of  his  vertebral  column  which  was  normal, 
showing  no  rarefication  of  bone. 

Toxic  Psychosis. — This  occurred  in  a woman 
with  pemphigus  foliaceous  whose  earlier  mani- 
festations w'ere  those  of  pemphigus  vulgaris. 
Toxic  psychosis  is  extremely  rare  in  pemphigus 
vulgaris  in  spite  of  the  prolonged  mental  and 
physical  suffering  associated  with  this  disease. 

Vascular  Disturbances. — Intermittent  claudica- 
tion which  persisted  for  four  weeks  in  one  patient 
was  finally  followed  by  temperature  changes  of 
the  lower  extremities,  lividity  of  the  great  toes, 
and  inability  to  palpate  the  dorsalis  pedis  arteries. 
A bilateral  lumbar  sympathectomy  was  per- 
formed to  relieve  her  condition  and  to  prevent 
further  progress  of  this  vascular  disturbance. 
Prior  to  the  administration  of  cortisone,  the  vas- 
cular status  of  this  patient  was  normal.  The  lum- 
bar sympathectomy  was  successful  in  restoring 
her  vascular  integrity.  Similar  but  milder  mani- 
festations occurred  in  a patient  treated  for  psor- 
iasis arthropathica  and  in  another  treated  for 
atopic  dermatitis. 

A woman  with  severe  dermatomyositis  de- 
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veloped  recurrent  phlebothrombosis  of  the  lower 
extremities  and  pulmonary,  kidney,  and  spleen 
infarcts  (thromboembolic  phenomena),  which 
condition  was  held  in  abeyance  only  during  those 
periods  when  Dicumarol  was  administered.7  This 
patient  was  under  cortisone  therapy  for  over  nine 
months.  At  times  the  cortisone  was  replaced  by 
ACTH,  or  both  were  administered  simultaneously. 
Several  weeks  prior  to  the  administration  of  this 
drug,  complete  physical  examination  at  a cancer 
detection  clinic  failed  to  reveal  evidence  of  a 
neoplasm,  but  postmortem  examination  revealed 
extensive  adenocarcinoma  of  the  ovary  with  me- 
tastases  to  the  uterus,  lungs,  liver,  peritoneum, 
stomach,  intestines,  and  diaphragm.  It  is  a mat- 
ter of  conjecture  whether  her  neoplastic  disease 
was  accelerated  by  the  cortisone  therapy.  The 
adrenals  were  normal  in  size,  shape,  and  consis- 
tency. The  outer  surface  was  yellow,  orange, 
and  granular.  There  was  a well-defined  cortex 
and  medulla.  Microscopic  examination  of  the 
adrenals  was  normal. 

A small  percentage  of  the  patients  receiving 
cortisone  developed  a temporary  elevation  of  the 
blood  pressure.  In  a patient  treated  for  angio- 
neurotic edema  and  urticaria,  the  blood  pressure 
rose  from  138/76  to  180/98.  During  this  time 
she  developed  an  ever-widening  area  of  numbness 
in  the  frontal  region  of  the  scalp  which  was  later 
followed  by  severe  splitting  headache,  nervous 
irritability,  and  drowsiness  suggestive  of  intra- 
cerebral pathology.  These  symptoms  persisted 
for  some  time  after  the  drug  was  discontinued.  A 
small  number  of  patients  with  blood  pressures 
ranging  from  160  to  190  at  the  beginning  of  corti- 
sone therapy  showed  reduction  in  blood  pressure 
before  cortisone  was  discontinued. 

Anginal  pain  beginning  in  the  sternal  region 
and  radiating  down  the  left  arm  developed  in  a 
young  man  treated  for  acute  lupus  erythematosus 
of  the  systemic  type.  This  pain  recurred  each 
time  cortisone  was  readministered. 

Irreversible  Edema. — A patient  with  advanced 
mycosis  fungoides  “sat  in  a cushion  of  edema” 
which  was  unrelieved  by  Mercuhydrin  injections, 
dietary  measures,  or  by  the  withdrawal  of  corti- 
sone. In  the  consideration  of  sodium  and  water 
retention,  the  fine  electrolyte  balance  is  affected 
in  varying  degrees  in  different  patients  and  differ- 
ent diseases.  In  many  patients,  the  sodium  and 
fluid  retention  could  be  corrected  by  restricting 
the  sodium  intake  below  1 Gm.  and  by  the  proper 
administration  of  diuretics.  In  all  hospitalized 
patients,  the  daily  fluid  intake  and  output  were 
recorded.  This  in  addition  to  the  daily  check  on 
the  weight  was  the  best  indication  of  water  reten- 
tion. One  gram  of  potassium  chloride  was  ad- 
ministered three  times  a day  while  the  patients 
were  receiving  cortisone  treatment.  Hypopo- 


tassemia  and  metabolic  alkalosis  did  not  develop 
in  any  of  the  patients  treated,  probably  because 
high  doses  of  cortisone  were  not  administered. 

Delayed  Wound  Healing  and  Exacerbation  of 
Intercurrent  Infection. — Patients  suffering  with 
pemphigus  vulgaris  seldom  develop  decubiti,  but 
they  occurred  more  frequently  in  cortisone- 
treated  patients  than  in  those  who  received  other 
forms  of  therapy.8  Many  of  these  bedsores  con- 
tinued to  progress  until  cortisone  was  discon- 
tinued. Abcesses  following  injections  of  corti- 
sone occurred  twice,  usually  in  patients  who  had 
severe  longstanding  eruptions  at  the  site  of  in- 
jection. Endocervicitis  in  a woman  suffering 
with  neurodermatitis  became  active  and  was  ac- 
companied by  profuse  vaginal  discharge.  Fis- 
tula-in-ano  occurring  in  a patient  with  pemphigus 
vulgaris  reacted  in  a similar  manner,  the  condi- 
tion being  relieved  when  cortisone  was  discon- 
tinued. 

Chills,  Fever,  Dyspnea. — Following  his  first  four 
injections  of  cortisone  for  epidermolysis  bullosa  on 
a light-sensitivity  basis,  a patient  developed  chills 
and  high  fever.  When  the  drug  was  readmin- 
istered after  he  returned  to  his  home  in  Florida,  he 
became  cyanotic  and  required  artificial  oxygen 
inhalation. 

Effect  on  Libido. — A middle-aged  man  treated 
successfully  for  generalized  neurodermatitis  had 
complete  loss  of  libido  after  six  weeks  of  cortisone 
therapy.  In  addition,  he  had  frequency  and  ur- 
gency of  urination  and  nocturia. 

Summary 

1.  The  report  on  observations  on  the  use  of 
cortisone  in  the  treatment  of  over  60  patients  suf- 
fering from  20  different  skin  diseases  is  presented. 

2.  In  the  beginning,  the  patients  were  treated 
under  strict  hospital  supervision  and  later  on  an 
ambulatory  basis. 

3.  The  drug  was  administered  in  divided  daily 
doses  at  regular  intervals. 

4.  The  largest  number  of  patients  treated 
were  those  suffering  with  pemphigus  vulgaris, 
lupus  erythematosus  of  the  systemic  and  chronic 
types,  psoriasis,  the  common  types  of  eczema, 
dermatitis  venenata,  and  dermatitis  medica- 
mentosa. 

5.  The  indications,  the  contraindications,  and 
the  mild  and  severe  toxic  reactions  are  discussed. 

Conclusions 

1 . The  optimal  dose  did  not  vary  greatly  from 
patient  to  patient.  A safe  effective  maintenance 
dose  varied  from  75  to  150  mg.  daily  in  divided 
doses. 

2.  The  beneficial  therapeutic  effects  of  corti- 
sone and  the  dosage  are  about  the  same  whether 
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the  hormone  is  administered  orally  or  parenter- 
ally. 

3.  The  main  indication,  from  the  study  of 
this  series  of  cases,  for  the  use  of  cortisone  is  in  the 
treatment  of  severe  acute  dermatitis  venenata 
and  dermatitis  medicamentosa,  especially  in  the 
severe  urticarias  and  angioneurotic  edema  fol- 
lowing penicillin  or  other  types  of  antibiotic 
therapy. 

4.  Beneficial  results  have  been  obtained  in 
the  treatment  of  some  cases  of  pemphigus  vul- 
garis, erythema  multiforme,  psoriasis  arthro- 
pathica,  seborrheic  dermatitis,  and  the  common 
types  of  eczema,  especially  generalized  neuroder- 
matitis and  atopic  dermatitis. 

5.  The  systemic  and  chronic  types  of  lupus 
erythematosus  are  benefited  for  a time  while  the 
hormone  is  administered,  but  there  is  relapse  of 
these  diseases  as  soon  as  the  drug  is  withdrawn. 
Periarteritis  nodosa,  dermatomyositis,  mycosis 
fungoides,  chronic  urticaria,  scleroderma,  and 
epidermolysis  bullosa  respond  in  similar  manner. 

6.  Cortisone  is  of  no  value  in  the  treatment 
of  most  cases  of  psoriasis  vulgaris,  alopecia,  kel- 
oids, and  periadenitis  mucosa  necrotisans  recur- 
rens. 

7.  Frequently  the  therapeutic  efficacy  of 
cortisone  finally  wanes  or  completely  disappears 
when  the  drug  is  discontinued.  Then  the  origi- 
nal pathologic  processes  are  subsequently  accel- 
erated so  that  the  patient’s  cutaneous  disease  is  at 
times  worse  than  before  the  administration  of  the 
cortisone  (rebound  phenomenon). 

8.  General  debility,  intercurrent  infection, 
infancy  or  advanced  age,  cardiovascular  disease, 
essential  hypertension,  renal  disease,  diabetes 
mellitus,  gastric  or  duodenal  ulcer,  and  latent  or 
obvious  psychotic  states  are  considered  contrain- 
dications to  cortisone  therapy. 

9.  Fifty-five  per  cent  of  all  patients  treated 
had  mild  biologic  or  toxic  symptoms  attributable 
to  cortisone  treatment;  15  per  cent  of  all  patients 
had  severe  toxic  manifestations  attributable  to 
the  drug. 

10.  In  the  majority  of  cases  all  of  the  mild  and 
many  of  the  severe  toxic  effects  were  reversible 
when  the  drug  was  discontinued. 
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Discussion 

Frank  C.  Combes,  M.D.,  New  York  City. — When 
dermatology  emerged  as  a specialty  in  the  early  nine- 
teenth century,  two  distinct  schools  of  thought  ex- 
isted, the  Viennese  and  the  French.  The  former  in- 
terpreted cutaneous  disease  as  a strictly  environ- 
mental affair,  differing  little  from  our  present  con- 
cept of  contact  dermatitis.  The  French  school,  on 
the  other  hand,  favored  the  idea  of  various  diathe- 
ses as  responsible  for  the  many  eruptions,  subordi- 
nating contacts  as  active  causes  and  ascribing  all 
dermatoses  to  disturbances  in  the  body  humors,  the 
liver,  spleen,  and  stomach. 

I believe  the  dramatic  response  of  some  dermatoses 
to  cortisone  demonstrates,  as  nothing  else  can,  the 
profound  cutaneous  disturbances  that  can  follow  a 
lack  of  one  of  the  adrenocortical  hormones  and  con- 
nects many  dermatoses  directly  with  disturbances 
of  the  endocrine  system. 

In  the  chronic  toxic  dermatoses,  such  as  pemphi- 
gus, dermatitis  herpetiformis,  lupus  erythematosus, 
and  the  like,  the  responsible  pathogen  has  caused  too 
extensive  damage  to  anticipate  other  than  incon- 
stant, erratic,  and  but  temporarily  favorable  re- 
sponse. The  most  constant  favorable  response,  as 
Dr.  Costello  has  shown,  is  in  the  short-lived  derma- 
toses, as  dermatitis  medicamentosa,  penicillin  erup- 
tions, and  acute  flares  of  chronic  diseases,  especially 
the  collagen  diseases.  The  temporary  benefits  in 
some  instances  of  the  lymphoblastomas  substanti- 
ates my  contention  that  this  group  of  diseases  is  of 
bacterial  or  viral  origin.  When  giving  cortisone  in 
chronic  infections,  one  must  always  bear  in  mind  that 
one  is  not  curing  the  disease  by  eliminating  the  path- 
ogen but  changing  the  “disease  picture.”  That  is 
why  so  many  invariably  relapse  on  discontinuance  of 
the  drug. 

There  is  much  conflicting  literature  on  what  ef- 
fect is  exerted  by  cortisone  on  antibody  formation. 
It  has  been  definitely  demonstrated  that  it  does  not 
alter  the  union  of  antigen  and  antibody.  It  has 
been  reported  that  under  increased  activity  of  the 
adrenal  cortex  there  is  an  increase  of  circulating  an- 
tibodies, apparently  released  from  lymphocytes. 
Although  this  might  explain  some  of  the  beneficial 
effects  of  cortisone  in  infections,  it  is  difficult  to  ex- 
plain the  benefits  observed  in  arthropathic  psoriasis, 
scleroderma,  lupus  erythematosus,  and  the  other 
collagen  diseases,  other  than  by  depression  of  the 
reactivity  of  the  fibroblasts  and  possibly  reticulum 
cells.  It  might  be  due  to  some  effect  on  the  hyalur- 
onidase  enzyme  system.  In  vitro  tests  show  that 
cortisone  has  a profound  inhibitory  effect  on  hyalu- 
ronidase  which  is  peculiar  to  this  steroid  and  not 
produced  by  other  cortical  hormones. 

Cortisone  and  ACTH  are  not  in  themselves  the 
answer  to  our  perplexing  therapeutic  problems,  but 
they  do  presage  a new  approach  which  is  quite 
promising. 
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THERE  are  numerous  meeting  grounds  like 
this  for  the  general  practitioner  and  derma- 
tologist, but  from  the  standpoint  of  diseases  which 
are  lethal  and  which  may  hinge  upon  such  a 
common  lesion  as  a mole,  none  exceeds  the  im- 
portance of  these  malignant  melanomas.  Un- 
questionably, there  is  scarcely  a more  common 
abnormality  of  the  skin  than  the  pigmented  moles 
which  may  be  the  precursors  of  these  deadly  le- 
sions. 

Advance  in  our  knowledge  of  this  malignant 
disease  has  lagged  singularly,  considering  its 
gravity  and  the  strong  impetus  which  has  been 
given  to  cancer  investigation  in  recent  years. 
Accordingly,  my  very  brief  description  of  the 
clinical  features  will  be  more  or  less  trite.  How- 
ever, in  the  last  three  years,  important  light  has 
been  thrown  on  the  histologic  aspects  which  have 
a most  important  and  practical  bearing  upon 
diagnosis  and  prognosis,  and  I am  frank  to  state 
that  it  is  this  phase  which  will  be  the  only  recent 
message  to  some  dermatologists.  I refer  to  the 
studies  by  Spitz  and  by  Lund  and  Stobbe  which 
indicate  that  certain  commonplace,  pigmented 
nevi  “normally”  evolve  according  to  a definite 
pattern  histologically  (and  also  biologically  prob- 
ably).1,2 Thus,  one  must  be  informed  in  these 
premises  when  interpreting  the  malignancy  of 
these  lesions  in  children. 

Clinical  Features 

The  pigmented  mole  is  the  starting  point  for  my 
presentation.  There  are  at  least  four  (possibly 
five)  kinds  to  be  considered.  When  these  are 
exhibited  in  their  typical  form,  the  general  prac- 
titioner should  have  little  difficulty  in  distin- 
guishing between  them,  but  even  the  most  erudite 
dermatologist  admits  that  atypical  expressions 
are  frequent  and  that  only  a biopsy  may  suffice  to 
settle  the  matter. 

Seborrheic  Keratoses. — This  lesion  is  so  com- 
monplace and  numerous  in  elderly  people  that  it 
can  be  disposed  of  briefly.  Every  physician  sees 
many  of  them.  Therefore,  I will  not  discuss  this 
kind  of  pigmentary  lesion;  suffice  to  state  that 
this  lesion  too  may  be  highly  atypical  (solitary, 
submerged,  secondarily  infected  and  ulcerated, 
upon  a young  adult,  etc.) . It  almost  never  under- 
goes malignant  change,  but  when  the  diagnosis  is 
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questionable,  microscopic  examination  is  impera- 
tive  as  a check  where  so  much  is  at  stake. 

The  Blue  Nevus. — This  is  satisfactorily  diag- 
nosed usually  because  it  is  slaty  or  blue  black,  not 
elevated,  and  seldom  multiple.  Almost  never 
does  it  become  malignant. 

The  Common  Brown  Mole. — Like  other  moles, 
this  may  appear  congenitally,  but  more  com- 
monly it  does  not  crop  out  until  childhood  (or 
even  later).  It  is  the  commonest  nevus  of  early 
life  and  is  usual  multiple.  It  is  benign,  and 
when  traversed  by  hairs  (hairy  mole),  its  benig- 
nancy  is  confirmed,  that  is,  a hairy  component  is 
an  excellect  prognostic  sign.  This  is  the  kind  of 
nevus  which  will  be  referred  to  later  as  the  intra- 
dermal  nevus,  histologically  speaking. 

The  Blue-Black  Pigmentary  Nevus. — This  is  the 
kind  of  mole  which  has  dire  significance;  it  may 
be  the  forerunner  of  melanotic  melanoma,  and  it 
behooves  every  physician  to  become  familiar  with 
its  characteristics.  It  differs  from  the  blue  nevus 
in  several  respects.  Usually  it  is  elevated  or  even 
verrucous,  it  ranges  larger,  even  to  the  propor- 
tions of  a patch,  has  a more  or  less  irregular  out- 
line, and  certain  portions  may  be  brown  instead  of 
black.  Thus,  it  is  not  homogeneous  either  as  to 
color  or  configuration  in  the  manner  that  the 
simple  blue  nevus  is.  It  differs  from  the  common 
brown  mole  in  that  certain  parts  are  slaty  or 
black.  There  are  also  peculiarities  of  anatomic 
distribution  which  cannot  be  adequately  dis- 
cussed in  this  short  paper.  Most  of  these  lesions 
remain  benign  throughout  life,  but  certain  ex- 
amples become  malignant  melanomas.  They 
excite  concern  when  located  at  places  subject  to 
continuous  irritation  or  trauma,  as  upon  the  feet, 
waist,  or  collarline.  This  is  the  dermoepi dermal 
or  junction  nevus,  histologically  speaking,  which 
will  be  discussed  more  fully  later.  As  in  the  case 
of  the  blue  nevus,  it  is  readily  diagnosable  clini- 
cally when  expressed  typically  as  brown  and  black 
patches.  However,  there  are  many  nondistinc- 
tive  lesions,  particularly  the  smaller  ones,  which 
may  be  brown  only;  in  these,  their  nature  may  be 
established  only  by  biopsy  and  microscopic  exam- 
ination. Of  all  of  the  various  kinds  of  pigmented 
moles,  it  is  this  form  which  most  often  perplexes 
even  the  dermatologist  and  demands  the  assist- 
ance of  a microscopic  examination. 

Lentigines. — This  term  connotes  a freckle,  and, 
in  fact,  medical  dictionaries  print  “lentigo”  as 
being  synonymous  with  freckle.  Through  usage, 
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however,  “lentigines”  has  been  applied  by  der- 
matologists to  a particular  clinical  entity.  It 
indicates  the  multiple  moles  which  crop  out  in 
childhood  or  early  adult  life,  distributed  widely 
and  haphazardly  on  the  body  and  variously 
brown  to  black  in  color.  They  are  not  likely  to 
be  patchy  as  to  size  but  range  up  to  the  size  of  a 
pea.  In  principle,  they  are  the  blue-black  nevi 
just  described  (dermoepidermal  or  junction)  but 
superficial.  They  are  confined  largely  to  the 
epidermis ; the  nevus  tissue  does  not  extend  at  all 
far  downward  into  the  corium.  Their  prognosis 
is  the  same,  namely,  potentially  malignant. 

Recognition  of  Onset  of  Malignancy. — Of  most 
importance  is  the  history  of  recent  or  sudden  en- 
largement and  increased  pigmentation;  when 
attended  by  ulceration  and  bleeding,  this  evidence 
is  almost  proof  positive.  Confirmatory  evidence 
would  be  location  at  a site  of  trauma.  In  some 
cases,  an  erythematous  areola  develops  round- 
about. Enlargement  of  regional  lymph  nodes 
signifies  metastasis  naturally,  and  examination  of 
these  structures  should  not  be  omitted  in  any 
suspected  case. 

The  foregoing  is  but  a thumbnail  sketch  of 
clinical  relationships  and  will  serve  as  a back- 
ground for  the  section  on  histopathology  which 
follows.  A comprehensive  description  can  be 
found  in  the  paper  by  Butterworth  and  Klauder.3 

Histopathology 

The  histologic  pictures  of  seborrheic  keratosis 
and  of  blue  nevus  are  characteristic  and,  inas- 
much as  neither  leads  to  malignant  melanoma, 
need  not  be  discussed  further.  However,  the  dis- 
tinction microscopically  between  the  simple 
brown  mole  and  the  blue-black  one,  including 
lentigines,  not  uncommonly  poses  a problem. 

As  to  the  dermoepidermal  nevus,  although  the 
experts  are  still  somewhat  divided,  there  is  a ma- 
jority of  opinion  that  the  cell  concerned  is  the 
celle  claire  which  lies  at  the  bottom  of  the  epider- 
mis at  its  junction  with  the  corium — hence  “der- 
moepidermal”  or  “junction.”  Embryologically 
this  cell  is  related  to  the  Schwann  cell  of  nerve 
tissue.  In  short,  these  lesions  are  congenital 
abnormalities  of  nerve  tissue  in  which  such  tissue 
comes  to  lie  within  the  epidermis  and  takes  the 
form  of  large,  clear,  epithelium-like  forms. 
Incidentally,  the  nevus  tissue  extends  downward 
and  forms  a band  in  the  upper  part  of  the  corium. 

It  is  at  this  point  that  the  recent  studies  of 
Lund  and  Stobbe  enter,  and  the  writer  agrees  with 
their  thesis. 2 These  authors  feel  that  the  rounded 
masses  of  celles  claire  (theca)  which  occupy  the 
epidermis  in  the  early  life  of  the  nevus  progres- 
sively disappear  over  the  years,  leaving  only  the 
nevus  tissue  in  the  corium,  i.e.,  the  nevus  ceases  to 
be  dermoepidermal  and  becomes  only  intrader- 


mal.  One  might  denominate  this  event  as  the 
maturation  of  the  nevus.  Inasmuch  as  intrader- 
mal  nevi  have  been  found  statistically  to  be  be- 
nign (they  do  not  develop  into  malignant  melano- 
mas), this  maturation  is  a favorable  development 
and  constitutes  the  commonplace  brown  mole 
with  which  all  are  familiar. 

In  some  cases,  however,  maturation  does  not 
take  place,  and  the  nevus  remains  dermoepider- 
mal, perhaps  throughout  life,  an  unfortunate  and 
dangerous  happening.  Details  as  to  the  histo- 
pathology can  be  found  in  the  publication  by 
Traub  and  Keil,  in  addition  to  the  one  by  Lund 
and  Stobbe.4 

The  second,  and  in  a way  revolutionary  pro- 
nouncement, is  that  of  Spitz.1  In  brief,  it  is  her 
thesis  that  over  and  above  the  histologic  picture 
of  dermoepidermal  nevus,  nothing  less  than  that 
of  malignant  melanoma  can  be  presented  when  in 
childhood  (her  “juvenile  melanoma”)!  Ip  spite  of 
this’,  the  course  of  malignant  melanoma  is  not  fol- 
lowed. This  is  the  most  important  new  message 
that  I bring  you  today  for  your  clinical  purposes. 
Expressed  in  short  form,  “When  the  pathologist 
contemplates  a diagnosis  of  malignant  melanoma 
but  finds  that  the  specimen  came  from  a child  up 
to  age  twelve,  the  diagnosis  of ‘juvenile  melanoma’ 
should  be  substituted.”  This  removes  the  diag- 
nosis of  malignant  melanoma  from  the  immediate 
clinical  problem,  but  it  must  be  granted  that  der- 
moepidermal nevus  still  remains  in  the  picture  for 
adult  life.  One  wonders  whether  such  juvenile 
melanomas  still  become  malignant  in  later  life, 
but  obviously  this  cannot  be  decided  because  it  is 
impossible  to  learn  whether  a given  malignant 
melanoma  was  preceded  by  juvenile  melanoma. 

Prognosis 

Three  years  may  be  put  down  as  the  average 
time  for  generalization  to  occur,  computed  from 
the  date  of  the  appearance  of  the  first  symptom  of 
malignancy  in  the  primary  lesion.  However,  it 
may  occur  as  early  as  four  months  or  as  late  as 
twelve  years.  In  one  series  of  39  cases,  92  per 
cent  died  within  five  years.  This  remarkable 
latency  in  some  cases  necessitates  caution  as  to 
the  pronouncement  of  complete  cure,  even  though 
there  have  been  no  untoward  signs  in  a subse- 
quent period  of  years.  In  short,  the  ways  of 
malignant  melanomas  are  as  unpredictable  as  to 
prognosis  as  they  are  in  so  many  other  respects. 
Those  on  the  feet  are  the  most  dangerous  of  all 
and  may  be  hidden  between  the  toes;  one  was 
found  interdigitallv  only  when  specially  searched 
for  in  connection  with  the  presenting  symptom  of 
an  inguinal  adenopathy. 

In  the  light  of  Spitz’s  studies,  even  when  a 
lesion  at  age  twelve  or  less  appears  malignant 
clinically,  the  prognosis  against  metastasis  is 
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good.  It  seems  unbelievable  that  even  when 
nevus  cells  are  demonstrated  metastatic  in  lymph 
nodes  (at  age  nine),  she  spoke  for  a prognosis  that 
is  not  necessarily  fatal,  but  she  supported  it  by  a 
case  report  in  a child,  age  eight  years,  with  cu- 
taneous and  lymph  node  metastases  who  survived 
twelve  years  without  recurrence. 

In  short,  prior  to  puberty,  melanomas  have  an 
almost  negligible  capacity  to  metastasize.  She 
explains  this  on  the  basis  that  not  until  puberty 
does  the  growth  capacity  of  melanomas  become 
activated  by  some  sex-linked  hormonal  action. 

Treatment 

After  their  experience  with  50  cases  of  malig- 
nant melanoma,  Butterworth  and  Klauder  advo- 
cated a combination  of  radium  therapy  and  sur- 
gery.3 The  excision  is  best  accomplished  by 
electrosurgery,  carried  deeply  enough  to  include 
the  fascia,  and  with  a margin  of  3.0  cm.  of  normal 
skin.  After  this,  filtered  high  voltage  x-rays 
should  be  applied  at  once,  to  the  lymphatics  and 
lymph  nodes  as  well  as  the  operative  site.  This 
should  be  repeated.  They  do  not  recommend 
excision  of  regional  lymph  nodes,  whether  en- 
larged or  not;  for  one  reason,  it  may  hasten  me- 
tastasis. 

There  is  a real  problem  when  an  unequivocal 
malignant  melanoma  is  situated  on  a portion  ot 
the  body  that  can  be  amputated  and  is  diagnosed 
early.  Certainly,  if  the  regional  lymph  nodes  are 
not  enlarged,  amputation  should  be  considered 
seriously.  After  amputation  is  performed,  roent- 
gen therapy  should  be  employed  as  stated  above. 
The  responsibility  for  amputation  should  be 
shared  by  a consultant  in  many  cases. 

As  to  the  removal  of  moles,  obviously  it  is  not 
practical  to  remove  all;  in  the  case  of  lentigines 
they  may  be  too  numerous,  and,  in  any  event, 
only  a few  of  them  ever  become  malignant.  It 
has  been  estimated  that  90  per  cent  of  our  popu- 
lation carries  moles;  in  view  of  this,  remarkably 
few  undergo  malignancy.  However,  when  lo- 
cated at  sites  subjected  to  irritation  (scratching, 


eyeglasses,  razors,  braces,  trusses,  corsets)  or  on 
the  head  and  feet,  they  should  be  removed.  Sta- 
tistics indicate  that  lesions  on  the  head  and  feet 
are  the  more  liable  to  the  development  of  malig- 
nant melanoma.  Color  is  not  an  indication  one 
way  or  the  other  of  potential  malignant  mela- 
noma . 

The  lesion  should  be  destroyed  or  removed 
completely  at  one  sitting — electrocautery,  electro- 
desiccation, or  knife.  It  is  little  short  of  criminal 
to  employ  caustics,  solid  carbon  dioxide,  electroly- 
sis, or  strangulation  by  tying  a string  around  a 
pedunculated  lesion,  or  to  give  treatment  at  short 
intervals.  The  specimen  should  be  examined 
microscopically  in  every  case  for  obvious  reasons, 
and  the  operative  procedure  should  be  adapted  to 
the  end  that  an  adequate  biopsy  specimen  will  be 
secured.  Prior  to  puberty,  as  Spitz  puts  it, 
“ . . . . since  metastases  from  juvenile  melanomas 
occur  only  rarely,  conservative  surgery,  rather 
than  the  radical  surgery  usually  indicated  for 
adult  melanomas,  seems  justified.” 

Summary 

An  abstract  on  the  clinical  features  of  the 
several  kinds  of  pigmentary  moles  is  presented 
with  emphasis  on  the  dermoepidermal  and  intra- 
dermal  ones.  The  thesis  of  Lund  as  to  the  mat- 
uration of  dermoepidermal  nevi  into  intradermal 
ones  receives  attention  in  connection  with  the 
findings  of  Spitz  in  respect  to  juvenile  melanoma. 

Apparently,  a sex-linked  hormonal  factor  be- 
comes operative  upon  the  nonmalignant  juvenile 
melanomas  at  puberty.  Thereupon,  they  are 
activated  in  the  direction  of  metastasis.  This 
necessitates  a revision  of  our  concepts  as  to  histo- 
logic diagnosis,  prognosis,  and  treatment. 
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MONILIAL  INFECTIONS  COMPLICATING  THE  THERAPEUTIC  USE  OF  ANTIBIOTICS 


Taking  clinical  notice  of  the  frequent  occurrence 
of  moniliasis  following  antibiotic  therapy,  the  au- 
thors recently  studied  25  oases,  all  of  which  were  con- 
firmed by  culture.  Of  these,  20  patients  had  infec- 
tions of  the  orpharynx;  three  had  diarrhea,  and  two 
had  bronchopulmonary  moniliasis.  In  this  series, 
overgrowth  of  Monilia  (Candida)  albicans  was  a 
distinguishing  feature.  The  authors  point  out  that 
while  C.  albicans  is  normally  found  in  the  oral,  re- 
spiratory, genital,  and  intestinal  tracts  as  well  as  on 
the  skin  of  healthy  persons,  this  agent  may  be 
pathogenic  for  human  beings  under  certain  condi- 
tions and  that  it  is  often  the  cause  of  vulvovaginitis, 
dermatitis,  oral  and  respiratory  disease,  and  prob- 
ably also  intestinal  disease. 


These  investigators  report  that  their  data  sup- 
port Harris,  who  feels  there  is  a distinct  possibility 
that  overgrowth  and  increase  in  virulence  of  C.  albi- 
cans may  result  from  the  removal  of  competing  flora 
by  the  action  of  aureomycin  and  other  antibiotics. 
These  fungi  may  then  invade  tissues  the  resistance 
of  which  has  been  reduced,  possibly  by  vitamin 
deficiency  or  other  causes.  In  vitro  studies  carried 
out  on  four  strains  of  Candida  by  the  authors  ap- 
parently show  that  penicillin,  aureomycin,  and 
chloramphenicol  have  neither  stimulating  nor  sup- 
pressive effects  on  the  rate  of  growth.  James 
W.  IFootfs,  M.D.,  Isaac  H.  Manning,  Jr.,  M.D.,  and 
Carl  N.  Patterson,  M.D.,  Journal  of  the  American 
Medical  Association,  January  27,  1951 


NUMMULAR  ECZEMA  AS  A CLINICAL  ENTITY 

Paul  Gross,  M.D.,  New  York  City 

( From  the  Department  of  Dermatology,  Columbia-Presbyterian  Medical  Center) 


THE  term  “nummular  eczema”  has  been  used 
in  a purely  descriptive  sense  to  denote  any 
eczematous  dermatitis  appearing  in  coin-shaped 
patches;  others  reserve  the  name  for  a clinical 
entity  whose  definition  seems  feasible  and  desir- 
able. After  study  of  the  literature  and  careful 
observation  of  clinical  material,  I believe  that  the 
latter  practice  should  be  established. 

Chipman  gave  an  excellent  historical  review 
and  attempted  to  show  that  the  “neurotic  eczema” 
of  Brocq,  the  “recurrent  exzematoid  affections” 
described  by  Pollitzer,  and  “orbicular  eczema”  of 
Ormsby  are  identical  with  “nummular  eczema”  of 
Devergie.1-4 

To  recognize  this  rather  common  skin  disease, 
one  must  be  guided  not  only  by  the  clinical  ap- 
pearance, but  also  by  its  typical  history,  its  clini- 
cal behavior,  and  its  therapeutic  response. 

Although  we  are  still  far  away  from  the  ideal 
classification  of  nummular  eczema  on  an  etiologic 
basis,  I shall  at  least  try  to  give  a working  hypoth- 
esis of  the  causative  factors  involved  in  the  pro- 
duction of  the  cutaneous  manifestations.  This 
working  hypothesis  has  been  helpful  to  me  in  the 
diagnosis,  understanding,  and  treatment  of  the 
disease  in  its  various  manifestations.  The  main 
clinical  characteristics  of  nummular  eczema  can 
be  summarized  as  follows:  The  eruption  con- 
sists of  coin-shaped  patches  of  an  eczematous 
dermatitis  in  various  stages  of  evolution.  The 
fully  developed  lesion  is  an  erythematous,  some- 
what edematous  plaque  which  is  studded  with 
usually  small  vesicles,  papulovesicular  lesions,  or 
pinhead-sized  crusts.  The  diameter  of  the 
patches  varies  from  that  of  a dime  to  the  size  of  a 
palm.  Larger  areas  may  become  involved  as  a 
result  of  irritating  therapy,  excessive  bathing, 
and  secondary  infection. 

Attien  a patch  of  nummular  eczema  undergoes 
involution,  the  erythema  and  edema  may  subside 
1 almost  completely,  while  discrete  papules  and 
vesicles  remain  throughout  the  affected  area.  At 
times  central  healing  is  observed,  which  has  led  to 
the  name  of  trichophytoid  eczema. 

Recurrences  after  temporary  healing  reappear 
like  a fixed  drug  eruption  at  the  previously  af- 
fected sites  and  develop  into  solid  plaques  or  con- 
! sist  of  discrete  papules  and  vesicles  in  the  area 
previously  involved.  Persistent  patches  may  be- 
come moderately  lichenified,  without  losing  the 
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tendency  to  vesicle  formation.  When  oozing  oc- 
curs in  nummular  eczema,  it  is  usually  from  small 
points,  in  contradistinction  to  the  diffuse  oozing  of 
contact  dermatitis  or  infectious  eczematoid  der- 
matitis; the  latter,  however,  may  be  superim- 
posed upon  nummular  eczema. 

Another  type  of  lesion  which  occurs  frequently 
in  the  course  of  nummular  eczema  has  been  de- 
scribed as  eczema  craquele,  rhagadiform  eczema, 
winter  eczema,  and  bath  dermatitis.  It  consists 
of  a circumscribed,  somew'hat  scaly  patch  trans- 
versed  by  epidermal  fissures  or  w'rinkled  fine 
crusts.  The  typical  distribution  of  nummular 
eczema,  be  it  vesicular  or  rhagadiform,  is  on  the 
extensor  surface  of  the  extremities,  including  the 
dorsums  of  the  hands  and  feet.  The  shoulders 
and  buttocks  may  also  be  included,  and  occasion- 
ally the  face  will  be  affected.  The  number  of 
lesions  varies  greatly,  but  even  solitary  plaques 
occurring  on  the  hands,  ankles,  or  on  the  calves  can 
be  recognized  by  means  of  the  clinical  criteria 
mentioned. 

The  age  incidence  is  interesting.  The  disease 
is  more  frequently  observed  in  adults  and  older 
people,  and  it  seems  that  aging  of  the  skin  is  a 
contributory  factor  in  itself.  An  exception  is 
found  in  the  infant  and  small  child  in  whom  cer- 
tain cases  of  eczema  act  like  typical  nummular 
eczema  and  respond  to  treatment  which  restricts 
the  use  even  of  the  soapless  bath  and  increases  the 
intake  of  vitamin  A. 

The  clinical  examination  of  the  patient  with 
nummular  eczema  is  not  complete  unless  the  en- 
tire skin  surface  is  examined.  Asteatosis  or 
xerosis  with  ichthyosiform  or  fine  branlike  scaling 
over  the  extensor  surfaces  and  dryness,  scaling, 
and  lichen  pilaris  over  the  elbow's,  knees,  and  but- 
tocks are  some  of  the  criteria  to  be  looked  for. 

A complete  history  is  essential  for  the  under- 
standing of  the  individual  case  of  nummular  ec- 
zema. One  should  search  for  exaggerated  or 
faulty  bathing  habits,  occupational  use  of  soaps, 
cleansers,  and  alkalies,  poor  dietary  habits  pointing 
to  a vitamin  deficiency,  and  predisposing  diseases 
influencing  nutrition.  The  differential  diagnosis 
from  other  forms  of  eczematous  dermatitis  is 
based  on  the  composite  picture  of  clinical  findings, 
the  history  and  evolution  of  the  disease,  and  its 
therapeutic  response. 

The  discoid  exudative  lesions  of  the  chronic 
lichenoid  and  discoid  exudative  dermatosis  of 
Sulzberger  and  Garbe  may  resemble  nummular 
eczema;  extensive  involvement  of  the  flexor  sur- 
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faces  of  the  extremities,  lichenoid  plaques  on  the 
trunk,  lesions  on  the  nose,  lips,  and  penis,  and  the 
intractable  itching  are  a few  of  the  distinguishing 
features  which  will  rule  out  nummular  eczema.6 
Patches  of  atopic  dermatitis  may  occur  on  the 
hands  and  wrists,  but  lichenification  dominates 
the  picture.  The  patches  are  associated  with 
flexural  neurodermatitis  past  or  present,  and  the 
history  is  usually  typical  of  an  allergic  dermatosis. 
Contact  dermatitis  can  be  recognized  by  the  poly- 
morphous character  of  the  eruption,  the  more  dif- 
fuse involvement  of  the  hands  and  fingers,  and  the 
coexistence  of  chemical  “id”  reactions  on  the 
wrists  and  in  the  antecubital  fossae.  Nummular 
eczema  of  the  fingers  may  show  dysidrotic  vesicles 
when  the  lesions  extend  to  the  volar  surface  and 
can  be  mistaken  for  a dermatophytosis  or  derma- 
tophytid. 

There  is,  finally,  another  vesicular  eczematous 
dermatosis  of  patchy  distribution  which  should  be 
distinguished  from  nummular  eczema.  The 
patches  are  more  exudative  and  may  cover  larger 
areas  by  rapid  spread,  and  the  wide  dissemination 
of  smaller  patches  suggests  a form  of  autosensitiza- 
tion dermatitis.  Frequently,  the  disorder  is 
labeled  infectious  eczematoid  dermatitis  in  a 
broad  sense,  and  foci  of  infection  may  be  present 
in  the  oral  cavity,  proistate  gland,  etc.  It  is  prob- 
able that  bacterial  sensitization  is  the  background 
of  this  intractable  disease,  which  also  explains 
why  treatment  with  antibiotics  results  in  only 
partial  success. 

Etiology  of  Nummular  Eczema 

Certain  features  are  common  to  all  cases  of 
typical  nummular  eczema  and  can  be  helpful  in 
understanding  the  mechanism  of  the  disease. 

In  addition  to  the  morphology7,  nummular  ec- 
zema presents  features  which  are  so  constant  that 
they  must  be  in  some  way  related  to  its  cause. 
The  yearly  recurrences  with  the  onset  of  the  cold 
weather  and  the  partial  or  complete  remissions  in 
warm  weather  cannot  escape  our  attention.  I 
have  seen  extensive  eruptions  develop  in  natives 
of  subtropical  countries  when  they  visited  New 
York  in  the  cold  season.  Conversely,  a trip  to 
Florida  may  bring  prompt  relief  to  the  Easterner 
suffering  from  nummular  eczema. 

Next  in  importance  is  the  exquisite  sensitivity 
of  the  individual  with  nummular  eczema  to  soap, 
alkalies,  drying  lotions,  and  even  to  wet  compresses 
and  baths.  This  behavior  becomes  so  predomi- 
nant in  cases  occurring  on  the  hands  of  workers, 
whose  occupation  necessitates  frequent  washing 
with  soap  or  exposure  to  alkalies,  that  these  agents 
have  been  considered  the  sole  causative  factors. 
It  has  also  led  to  the  highly  elucidating  experi- 
mental studies  by  Burekhardt  in  occupational 


eczema  of  masons  and  others  exposed  to  alkalies 
and  soaps.6,7  This  author  has  developed  an  in- 
genious test  to  detemine  the  ability  of  the  skin  to 
neutralize  alkali  directly  applied  to  it.  After 
establishing  normal  values  he  could  show  a signifi- 
cant delay  in  the  alkali  neutralization  of  the  skin 
intolerant  to  alkaline  substances  such  as  cement 
or  soap.  Recently,  Klauder  and  his  associates 
attacked  the  problem  by  other  experimental 
methods  and  obtained  revealing  information.8 
According  to  Klauder,  a single  washing  with  soap 
increases  the  pH  of  the  skin  and  when  this  reaches 
7 or  above,  it  requires  up  to  one  and  one-half 
hours  to  return  to  normal  values.  Jordan,  Dolce, 
and  Osborne  studied  the  role  of  soap  in  the  derma- 
titis of  housewives  and  concluded  that  allergy  is 
not  responsible  for  this  common  form  of  eczema, 
which  is  apparently  caused  by  soap  and  alkalies 
used  for  washing  dishes  and  laundry.9  Jordan 
and  associates  mentioned  the  fact  that  the  derma- 
titis of  housewives  either  improved  or  cleared  up 
during  the  warm  months. 

The  explanation  for  the  close  relationship  be- 
tween soap  sensitivity  and  weather,  best  known 
in  chapped  hands,  is  now  given  by  Burkhardt. 
He  shows  that  perspiration  improves  the  ability  of 
the  skin  to  neutralize  alkalies  and  that  this  is 
primarily  the  function  of  the  proteins  of  the  in- 
tact epidermis. 

Since  allergy  cannot  be  made  responsible  for  the 
eczema  caused  by  soap,  alkalies,  cement,  etc.,  an- 
other predisposing  factor  must  be  postulated. 
Experiences  in  nummular  eczema  have  led  me  to 
consider  it  as  a metabolic  disturbance  of  the  skin, 
resulting  in  a defect  of  keratinization.10'11  This 
finds  its  clinical  expression  in  (1)  a condition  of 
the  skin  seen  especially  on  the  extensor  surface  of 
the  extremities,  known  as  asteatosis,  (2)  in  a ten- 
dency to  chapped  hands  and/or  bath  dermatitis 
in  the  wintertime,  and  (3)  in  a predisposition  to 
nummular  eczema. 

Since  dermatitis  of  the  hands  in  housewives, 
bartenders,  physicians,  nurses,  and  dentists  does 
not  differ  clinically  from  nummular  eczema,  one 
ran  and  should  apply  the  same  clinical  criteria 
and  therapeutic  measures,  once  a contact  type  of 
dermatitis  on  a specific  allergic  basis  has  been 
ruled  out. 

Treatment 

In  addition  to  avoidance  of  soap  and  alkalies,  it 
is  necessary  to  protect  the  skin  of  the  nummular 
eczema  patient  against  friction  and  pressure  and 
the  drying  effect  of  cold,  wind,  steam  heat,  and 
finally  against  drying  lotions,  powders,  and 
creams. 

Lubricating  ointments  will  be  of  some  help,  but 
the  most  important  local  remedy  in  the  treatment 
of  nummular  eczema  is  tar.  While  the  mild 
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bituminous  tars  such  as  ichthammol,  tumenol, 
and  naftalan  are  of  distinct  value,  dramatic  re- 
sults are  obtained  mostly  by  the  use  of  crude  coal 
tar  preparations.  Even  in  the  acute  vesicular 
stage  tar  ointments  will  be  effective  and  rarely 
prove  irritating.  This  may  be  due  to  the  fact 
that  the  keratoplastic  activity  of  tar  has  a specific 
action  on  the  eczematous  process  which  is  due  to 
lowered  alkali  neutralization. 

The  therapy  so  far  outlined  must  be  considered 
a temporary  measure.  The  final  goal  of  treat- 
ment is  to  restore  a normal  metabolism  of  the  skin 
which  would  result  in  normal  keratinization,  bet- 
ter alkali  neutralization,  and  increased  resistance 
to  soaps  and  all  the  other  banal  irritants  to  which 
the  integument  is  exposed,  including  its  bacterial 
flora.  This  is  primarily  a function  of  proper  nu- 
trition, and  it  requires  the  correction  of  all  disease 
factors  interfering  with  the  normal  metabolism  of 
the  skin.  More  than  ten  years  experience  with 
this  approach  has  convinced  me  that  it  is  a ra- 
tional method,  but  we  must  realize  that  such  an 
objective  cannot  be  fulfilled  in  a short  time. 

The  dietary  regime  which  I have  found  useful 
consists  of  oral  administration  of  therapeutic 
doses  of  vitamin  A,  3 glasses  of  milk  a day  to  sup- 
ply calcium  and  other  factors  which  seem  to  aid 
vitamin  A utilization,  a diet  high  in  proteins, 
moderate  in  fats,  and  rich  in  vegetables,  salads, 
and  citrous  fruits  in  order  to  supply  synergistic 
vitamins,  especially  riboflavin,  ascorbic  acid,  and 
the  tocopherols.  These  vitamins  can  also  be 
added,  but  the  patient  should  not  be  permitted  to 
compromise  on  his  diet.  Soybean  phosphatides 
are  included  when  a disturbance  of  fat  metabolism 
is  suspected  or  is  indicated  by  hypercholester- 
inemia.  Vitamin  A in  synthetic  form  has  helped 
to  overcome  the  gastrointestinal  difficulties  which 
some  patients  complain  of  when  using  fish  oil  con- 
centrates. The  water-miscible  form  of  vitamin 
A can  be  used  advantageously  because  it  is  better 
absorbed. 

Patients  whose  history  or  clinical  findings  show' 
that  they  suffer  from  gallbladder  disease,  dia- 
betes, fiver  disease,  colitis,  or  hypothyroidism  re- 
quire special  attention  and  judgment. 

Psychotherapy  has  its  place  in  the  treatment  of 
nummular  eczema,  but  its  ramifications  cannot  be 
discussed  here.  Suffice  it  to  say  that  the  occur- 
rence of  exacerbations  after  emotional  upsets  is 
not  enough  in  itself  to  put  the  stamp  of  neuroder- 
matitis on  this  disease.  Neither  should  tempo- 
rary improvement  of  nummular  eczema  after  the 
use  of  antibiotics  distract  attention  from  its  fun- 
damental mechanism  as  this  represents  simply 
control  of  superimposed  infection.  Since  baci- 
tracin topically  applied  has  a low  sensitization 
index,  I have  made  extensive  use  of  it  as  a thera- 
peutic test  to  determine  the  role  of  bacter- 


ial sensitization  in  eczemas  of  various  cause.  In 
nummular  eczema  this  antibiotic  may  bring  about 
a temporary  improvement  in  lesions  which  have 
become  impetiginized,  but  it  will  not  cure  the  en- 
tire disease  process.  The  lowered  resistance  to 
bacteria  can  be  explained  by  the  role  which  a nor- 
mal pH  of  the  skin  plays  as  a barrier  against  in- 
fection. 

The  dietary  and  local  therapy  outlined  will 
gradually  improve  the  condition  of  the  skin  in 
such  a way  that  the  exclusive  and  infrequent 
bathing  with  oatmeal  can  be  relinquished.  De- 
tergents with  a low  pH  can  be  gradually  intro- 
duced for  cleansing,  bathing,  and  use  in  the  house- 
hold. Therapy  should  be  continued  even  during 
complete  remission,  and  it  is  often  or  perhaps  only 
after  a symptom-free  summer  that  the  patient  is 
able  to  tolerate  regular  soap  once  more,  if  it  is 
used  in  moderation  and  combined  wfith  the  use  of 
lubricating  creams.  Maintenance  of  a good  diet 
and  periodic  vitamin  therapy,  especially  in  fall 
and  winter,  are  essential  to  prevent  recurrences. 

Summary 

Nummular  eczema  is  defined  as  an  entity  to  be 
differentiated  from  other  types  of  eczematous 
dermatoses  appearing  in  circumscribed  patches. 
The  difference  between  the  dry,  rhagadiform 
lesions  of  asteatotic  dermatitis  and  the  typical 
papulovesicular  form  of  nummular  eczema  is  one 
of  degree  and  not  due  to  a difference  in  etiology. 

The  prevalence  of  nummular  eczema  in  the  cold 
season  or  a cold  climate,  a high  sensitivity  to  soaps 
and  alkalies,  and  evidence  of  asteatosis  of  the  skin 
are  essential  features  of  the  disease. 

The  eczematous  lesions  are  not  the  result  of 
contact,  food,  drug,  or  bacterial  allergy  manifesta- 
tions but  are  due  to  a peculiar  skin  reactivity 
caused  by  a metabolic  disturbance  of  the  skin. 

Therapy  consists  of  two  main  approaches,  local 
and  systemic : 

1.  The  avoidance  of  soaps,  alkalies,  and  all 
other  agents  which  tend  to  increase  the  pH  of  the 
skin;  protection  of  the  unaffected  skin  against 
stimuli  such  as  cold,  wind,  friction,  and  infection; 
treatment  of  the  eczematous  lesions  with  kerato- 
plastic remedies,  best  represented  by  coal  tar. 

2.  Correction  of  the  metabolic  disturbance  of 
the  skin  by  dietary  therapy,  consisting  of  vitamin 
A,  milk,  and  a high-protein,  high-vitamin,  and 
moderate  fat  diet;  treatment  of  clinical  and  sub- 
clinical  disturbances  knowm  to  interfere  with  the 
absorption  and  utilization  of  vitamin  A. 
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ANAPLASTIC  EPITHELIOMA  DEVELOPING  IN  ACRODERMATITIS 
CHRONICA  ATROPHICANS 

Wilbert  Sachs,  M.D.,  and  Alex  W.  Young,  M.D.,  New  York  City 

( From  the  Department  of  Medicine  ( Dermatology ),  New  York  Hospital  and  Cornell  University  Medical  College ) 


EPITHELIOMA  complicating  acrodermatitis 
chronica  atrophicans  appears  to  be  of  infre- 
quent occurrence.  There  is  divided  opinion 
whether  the  coexistence  of  the  two  diseases  may 
not  be  entirely  coincidental.  In  the  few  in- 
stances recorded  by  Piorkowski,  Arndt,  Rasch, 
Kressin,  Boas,  Konigstein,  and  Brunauer,  as 
quoted  by  Oppenheim,  and  the  cases  of  Trimble, 
Wise,  and  Pack  and  Wuester,  either  basal  or 
prickle  cell  carcinomas  were  observed.1-4  We 
wish  to  report  a case  in  which  the  malignant  le- 
sion was  of  anaplastic  type.5 

Case  Report 

L.  L.,  a sixty-one-year-old  widow,  a laundress, 
came  to  the  Dermatology  Clinic  in  January,  1941, 
for  treatment  of  acrodermatitis  chronica  atrophicans. 
Some  sclerotic  and  lichenified  patches  of  ezeema 
about  the  left  ankle  were  treated  with  x-rays  to  a 
total  of  150  r in  two  equally  divided  doses.  She  did 
not  return  to  the  clinic  until  1948,  when  multiple 
ulcers  of  four  months  durtition  on  the  distal  portion 
of  the  left  leg  were  observed.  These  were  consid- 
ered to  be  stasis  ulcers,  and  with  soothing  local  ap- 
plications and  the  use  of  pressure  bandages  there  was 
considerable  improvement.  For  the  treatment  of 
the  remaining  exuberant  overgrowth,  three  treat- 
ments of  low  voltage  x-rays  to  a total  dose  of  225  r 
were  administered.  A biopsy  showed  nonspecific 
granulation  tissue  and  no  evidence  of  malignancy. 

The  patient  returned  in  February,  1950,  with  an 
ulcer  7.5  cm.  in  diameter  on  the  lateral  distal  third 
of  the  left  leg.  The  edges  were  firm,  elevated,  and 
fungating;  the  base  was  necrotic.  Approximately 
2.5  cm.  external  to  the  ulcer  some  small  nodules  and 
tumefactions  were  evident  (Fig.  1).  There  was  no 
regional  lymphadenopathy. 

Two  biopsies  were  done.  The  first  was  inconclu- 
sive. The  second,  from  both  the  proximal  and 
distal  margin  of  the  lesion,  revealed  at  one  end  of  the 
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Fig.  1.  Fungating  carcinomatous  ulcer  of  the  leg 
with  raised  edge;  small  nodules  may  be  seen  at  the 
periphery. 

section  a void  acanthosis  with  loss  of  the  basal  cell 
margin.  The  cells  varied  greatly  in  size,  and  the 
nuclei  were  abuormally  large,  showing  mitosis  and 
amitosis;  the  prickles  were  missing.  In  the  upper 
cutis  there  was  an  intense  infiltration  of  plasma, 
small  round,  and  wandering  connective  tissue  cells. 
A diagnosis  of  anaplastic  epithelioma  developing  in 
organized  granulation  tissue  was  made.  There 
was  no  evidence  of  roentgen  damage  to  the  tissues. 
A third  biopsy  of  a satellite  nodule  showed  no  evi- 
dence of  malignancy. 

The  past  history  was  essentially  noncontributory 
except  that  the  patient  had  received  six  to  ten  in- 
jections for  “varicose  veins”  in  1937  and  1938  and 
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about  four  more  between  1948  and  1950.  These 
“varicosities”  were  actually  normal  blood  vessels, 
more  pronounced  on  inspection  because  of  the 
overlying  atrophic  skin.  The  family  history  and 
general  physical  examination  gave  no  pertinent  in- 
formation. All  laboratory  tests  were  within  nor- 
mal limits  except  x-ray  examination  of  the  legs 
which  revealed  evidence  of  venous  and  arterial  cal- 
cification of  the  soft  tissues,  underlying  periosteal 
reaction,  and  an  osteochondroma  on  the  medial 
proximal  portion  of  the  left  fibula.  Biopsy  of  the 
lymph  nodes  showed  only  lymphoid  hyperplasia. 

Consideration  of  the  best  treatment  to  be  under- 
taken included  x-ray  therapy,  electrodesiccation, 
plastic  excision  and  repair,  or,  as  a last  resort,  am- 
putation. Since  the  patient  had  received  previous 
x-ray  treatment  and  since  anaplastic  epithelioma  Ls 
resistant  to  this  modality,  it  was  thought  best  to  use 
some  remedy  other  than  ionizing  radiations.  Elec- 
trodesiccation was  contemplated;  however,  the 
vascular  bed  was  deficient,  and  there  was  the  prob- 
ability that  healing  would  be  slow  and  might  even 
later  require  the  use  of  skin  grafting.  Surgical  con- 
sultation suggested  amputation,  but  this  the  patient 
refused. 

On  March  22,  1950,  she  was  admitted  to  the  plas- 
tic surgical  division,  New  York  Hospital.  On  the 
tenth  hospital  day,  the  tumor  was  excised  leaving  a 
border  external  to  the  lesion  of  3 to  8 cm.  This 
left  only  about  3.5  cm.  of  uninvolved  skin  on  the 
lateral  aspect  of  the  leg.  Dissection  was  carried 
down  to  the  underlying  tendons,  and  the  wound  was 
covered  with  medium-thickness  grafts  from  the 
abdominal  wall.  Regrafting  was  necessary  sixteen 
days  following  this  procedure  because  of  a slough  of 
approximately  10  per  cent  of  the  preceding  graft, 
but  thereafter  recovery  was  uneventful.  The  pa- 
tient was  discharged  on  the  fifty-first  hospital  day 
and  followed  in  the  plastic  surgery  clinic.  Com- 
plete healing  of  the  graft  had  then  occurred  (Fig.  2). 
After  three  months  she  was  able  to  walk  normally 
and  resume  her  work.  One  year  following  the  oper- 
ative procedure  there  is  no  evidence  of  local  recur- 
rence nor  of  involvement  elsewhere  in  the  body. 

Comment 

This  patient  was  presented  before  the  New 
York  Dermatological  Society  in  March,  1950. 6 
In  the  discussion  several  members  stated  that 
this  was  the  first  time  they  had  seen  a case  of 
acrodermatitis  chronica  atrophicans  complicated 
by  an  epithelioma.  Cannon  cited  four  such 
cases,  but  these  most  probably  were  not  pub- 
lished, for  we  were  unable  to  find  reference  to 
them  in  the  literature.  Costello  remarked  that 
he  had  observed  several  cases,  and  in  each  one  the 
veins  were  injected  prior  to  the  development  of 
the  neoplasm.  Robinson  had  one  similar  experi- 
ence. It  may  be  repeated  that  the  leg  veins  of 
our  patient  were  also  injected  with  sclerosing 
solution  before  she  came  under  our  care. 

There  are  two  important  questions:  First, 
should  the  lesions  of  acrodermatitis  chronica 


Fig.  2.  Result  following  excision  and  skin  graft. 
Both  legs  show  acrodermatitis  chronica  atrophi- 
cans. 


atrophicans  be  classified  as  precancerous,  and, 
second,  what  type  of  therapy  should  be  employed 
when  cancer  supervenes? 

Pack  and  Livingston  included  acrodermatitis 
chronica  atrophicans  in  the  precanceroses.7 
Montgomery  and  Sullivan  did  not  concur  with 
this  view ; in  a series  of  45  cases  they  found  only 
two  epitheliomas,  one  of  squamous  cell  type, 
grade  II,  and  the  other  a simple  basal  cell  tumor.8 
Ormsby  and  Montgomery  further  stated  that 
this  dermatosis  should  not  be  classified  as  pre- 
cancerous.9 Andrews  and  Becker  and  Ober- 
mayer  recognized  the  occurrence  of  carcinoma  in 
this  disease  but  did  not  discuss  the  implication 
further.10-11  MacKee  and  Cipollaro  did  not  in- 
clude acrodermatitis  chronica  atrophicans  under 
the  precanceroses.12 

At  one  time  or  another,  an  epithelioma  may 
originate  in  almost  any  dermatosis.  Thus,  in  a 
broad  sense  the  number  of  precancerous  lesions 
has  no  limit.  From  a practical  viewpoint,  the 
precanceroses  should  include  only  those  diseases 
in  which  epitheliomas  frequently  develop.  Acro- 
dermatitis chronica  atrophicans  is  uncommon  but 
not  rare  (0.217  per  cent  of  dermatoses),  but  only 
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a few  cases  of  epithelioma  have  been  reported  in 
the  affected  skin.13  It  is,  therefore,  assumed  that 
the  percentage  exhibiting  coincident  carcinoma- 
tous change  is  low.  Many  competent  dermatolo- 
gists of  long  experience  have  never  seen  this  com- 
bination. In  our  opinion,  while  the  affected 
skin  appears  to  be  somewhat  more  vulnerable  to 
epitheliomatous  change,  the  percentage  of  cases 
is  too  small  to  place  this  dermatosis  on  the  list  of 
precancerous  disorders. 

The  treatment  of  an  epithelioma  in  acroderma- 
titis chronica  atrophicans  depends  on  the  type, 
activity,  duration,  and  extent.  Occasionally,  a 
lesion  may  be  highly  malignant  or  so  neglected  as 
to  necessitate  amputation,  but  with  care  and 
early  recognition  the  more  conservative  meth- 
ods— surgical  excision,  electrodesiccation,  roent- 
gen irradiation,  Mohs’s  chemotherapeutic  method, 
peripheral  biopsy  method,  or  a combination  of 
these — should  all  receive  consideration.14-15  Al- 
though sufficient  time  has  not  yet  elapsed  to  be 
certain  of  the  final  result,  our  patient  appears  to 
be  cured,  and  this  in  the  face  of  a bad  operative 
field  and  a large  infiltrating  lesion  of  high  malig- 
nancy. It  is,  therefore,  suggested  that  conserva- 
tive procedures  may  suffice  and  that  amputation 
is  to  be  avoided. 

Summary 

1 . A case  of  anaplastic  epithelioma  developing 
in  acrodermatitis  chronica  atrophicans  is  here  re- 
ported. We  believe  this  is  the  first  such  case  in 
the  literature. 

2.  While  we  would  not  include  acrodermatitis 
chronica  atrophicans  in  the  list  of  precancerous 
disorders,  all  such  patients  should  be  kept  under 
periodic  surveillance. 

3.  The  management  of  an  epithelioma  devel- 
oping in  acrodermatitis  chronica  atrophicans 
requires  careful  consideration  of  all  available  pro- 
cedures, and,  if  possible,  conservative  therapy 
should  be  undertaken. 

4.  The  injection  of  sclerosing  solutions  in  pa- 
tients with  acrodermatitis  chronica  atrophicans 
in  the  mistaken  belief  that  the  prominent  veins 
showing  through  the  atrophic  skin  are  varicosi- 
ties is  contraindicated,  since  it  is  unnecessary, 
and  especially  since  this  procedure  is  considered 
by  some  to  favor  malignant  change. 

55  East  86th  Street 
525  East  68th  Street 
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Discussion 


H.  L.  Traenkle,  M.D.  Buffalo. — We  are  indeed 
indebted  to  Drs.  Sachs  and  Young  for  presenting  to 
us  this  most  unusual  case,  which  exhibits  a combina- 
tion of  two  uncommon  cutaneous  diseases,  i.e., 
acrodermatitis  and  anaplastic  epithelioma. 

I heartily  agree  with  the  presenters  that  acroder- 
matitis chronica  atrophicans  should  not  be  classified 
with  precanceroses. 

The  term  “precancerous”  has  been  defined  as  ap- 
plying to  a lesion  in  which  cancer  will  develop  with  a 
greater  frequency  than  in  other  lesions  or  in  appar- 
ently normal  skin.  The  concept  of  premalignancy, 
therefore,  is  really  a statistical  one. 

In  lesions  such  as  senile  keratosis  and  late  radia- 
tion changes,  malignancy  develops  in  such  a large 
proportion  of  instances  that  it  has  become  common 
knowledge,  so  that  in  these  common  conditions  no 
mathematic  evidence  is  needed.  However,  when 
the  status  of  premalignancy  is  less  obvious,  it  would 
be  really  necessary  to  demonstrate  mathematically 
that  malignant  change  occurred  with  a frequency 
significantly  greater  than  could  be  anticipated  by 
chance  or  which  could  be  expected  to  occur  in  ap- 
parently normal  skin.  The  accumulation  of  such 
figures  for  a condition  as  uncommon  as  acrodermati- 
tis presents  considerable  difficulty. 

When  cancer  does  occur  in  an  area  already  in- 
volved with  acrodermatitis,  I would  consider  surgi- 
cal excision  as  the  therapeutic  modality  of  choice. 
If  the  malignant  lesion  were  very  small,  one  might 
consider  thorough  electrocoagulation. 

The  injection  with  sclerosing  solutions  of  the  vis- 
ible veins  in  acrodermatitis  is  certainly  unnecessary 
and  should  not  be  done.  However,  I do  not  see  how 
such  a procedure  could  favor  the  development  of 
malignancy  unless  the  injection  produced  a chronic, 
nonhealing  ulcer. 


The  concessions  of  the  weak  are  the  concessions  of  fear. — Burke 


INFANTILE  CORTICAL  HYPEROSTOSIS 

R.  I.  Jaslow,  M.D.,  and  C.  F.  Friedman,  M.D.,  Brooklyn,  New  York 
( Fiom  the  Department  of  Pediatrics , the  Jewish  Hospital  of  Brooklyn ) 


INFANTILE  cortical  hyperostosis  is  a recently 
described  syndrome  which  has  its  onset  in  the 
first  few  days  or  months  of  life  and  which  is  char- 
acterized by  irritability,  anorexia,  anemia,  low- 
grade  fever,  leukocytosis,  and  tender  swellings 
overlying  areas  of  cortical  and  periosteal  thicken- 
ing. 

Although  Sherman  and  others  attributed  the 
first  description  of  this  condition  to  Roske,  the 
syndrome  was  established  as  a definite  entity  by 
the  papers  of  Caffey  and  Silverman  in  1945,  Caf- 
fey  in  1946,  and  Smyth  and  his  colleagues  in 
1946. 1-4  Since  1946,  additional  cases  have  been 
described  by  Sherman,  Whipple,  Dickson,  Shu- 
man, Gipson,  and  others,  making  a total  of  23 
reported  cases.1’5-9 

The  basic  feature  of  this  disease  is  the  presence 
of  areas  of  localized  cortical  hyperostosis  accom- 
panied by  proliferating  periosteum.  The  bone 
most  frequently  affected  is  the  mandible.  Other 
bones  commonly  involved  are  the  parietal,  clavi- 
cle, rib,  femur,  tibia,  radius,  ulna,  humerus,  and 
scapula.  Some  cases  have  a low-grade  fever 
which  is  uninfluenced  by  penicillin  or  sulfadia- 
zine.5’7’8 Pleural  effusion  has  been  reported.2 
Soft  tissue  swellings,  located  most  frequently 
along  the  long  bones,  may  or  may  not  be  present. 
Occasionally,  these  swellings  may  be  present 
without  roentgenographic  findings,  but  repeated 
examinations  will  usually  reveal  the  characteris- 
tic changes. 

In  the  cases  reported  so  far,  the  disease  has  run 
an  intermittent  course  for  periods  of  several  weeks 
or  months,  and  recovery  has  been  complete. 
In  one  case  described  by  Caffey  and  Silverman, 
however,  there  was  residual  asymmetry  of  the 
face  four  and  one-half  years  after  the  onset.2 

Studies  to  determine  the  etiology  of  this  condi- 
tion have  been  uniformly  unsuccessful.  Biopsy 
in  the  area  of  localized  edema  is  reported  to  re- 
veal fibrosis  and  degeneration  of  the  muscles  in- 
volved and  invasion  of  the  muscle  with  inflamma- 
tory cells.6  Biopsy  of  the  bones  shows  hyperpla- 
sia of  the  arteries  under  an  actively  proliferating 
periosteum.2’3 

The  condition  reported  here  must  be  distin- 
guished from  the  syndrome  of  hypervitaminosis 
A.  Although  roentgenographic  findings  in  the 
two  conditions  are  indistinguishable,  other  fea- 
tures help  in  the  differentiation.  In  cases  of  hy- 
pervitaminosis A there  is  usually  a history  of  ex- 
cessive intake  of  vitamin  A over  a period  of  many 
months.  Consequently,  this  syndrome  is  found 


in  infants  over  one  year  of  age,  and  the  vitamin  A 
level  in  the  blood  is  always  increased.10  Also,  the 
mandible  has  not  been  involved  in  any  reported 
case,  while  it  is  invariably  affected  in  cortical  hy- 
perostosis. Another  differentiating  point  is  the 
frequent  localization  of  the  lesions  in  the  meta- 
tarsals in  hypervitaminosis  A.10  A simple  clini- 
cal test  is  to  withhold  vitamin  A from  the  pa- 
tient’s diet.  In  cases  of  chronic  vitamin  A poison- 
ing, the  result  is  a prompt  disappearance  of  the 
pain  and  a slower  but  progressive  disappearance 
of  the  swellings  and  reversion  of  the  bone  changes 
to  normal.  In  contrast  the  course  in  cases  of  cor- 
tical hyperostosis  is  characterized  by  remissions 
and  exacerbations  regardless  of  the  vitamin  A in- 
take.10-11 

Case  Report 

D.  S.,  a white  male  infant,  was  born  September 
15,  1949,  the  first  child  of  a twenty-one-year-old 
mother.  Gestation  was  full  term,  and  there  was 
no  illness  or  dietary  restriction  during  the  preg- 
nancy. The  mother  was  blood  type  A,  Rh  positive. 
Her  blood  Kline  test  was  negative.  She  received 
no  medication  during  pregnancy  but  did  take  a 
vitamin  supplement  capsule  three  times  a day. 
In  this  way  she  ingested  6,000  U.S.P.  units  of 
vitamin  A and  1,200  U.S.P.  units  of  vitamin  D 
daily. 

The  baby  weighed  3,231.8  Gm.  at  birth  and  was 
examined  by  one  of  us  (C.F.F.)  on  the  second  day 
of  life.  No  abnormalities  were  found,  and  he  was 
placed  on  a routine  evaporated  milk  formula.  He 
took  this  well,  but  the  nurses  reported  that  the 
infant  was  irritable.  He  had  no  fever,  and  repeated 
examinations  were  negative.  On  the  eighth  day  of 
life  the  baby  was  discharged,  weighing  3,404  Gm. 

When  he  was  two  weeks  old,  his  mother  noticed 
that  he  became  irritable  on  being  handled.  If  he 
was  held  for  a feeding,  he  would  cry  and,  conse- 
quently, had  great  difficulty  taking  the  bottle.  If 
he  was  propped  on  a pillow  for  the  feeding,  he  would 
not  cry  and  took  the  feeding  well.  He  was  exam- 
ined at  home  on  several  occasions,  and  nothing  was 
found  to  account  for  the  symptoms.  There  was  no 
fever  or  vomiting,  and  he  was  gaining  weight  at  the 
rate  of  28  Gm.  a day.  Although  the  stools  were 
normal  in  consistency,  the  baby  would  strain  hard 
and  cry  bitterly  at  each  defecation.  Digital  exam- 
ination revealed  a tight  anal  sphincter.  Since  he 
had  a stool  with  each  feeding,  it  was  thought  that 
the  cause  of  his  symptoms  had  been  found.  Pro- 
gressive dilatation  of  the  sphincter  was  carried  out, 
and  defecation  became  normal;  however,  his  irri- 
tability and  crying  on  being  handled  continued. 
His  appetite  waned,  and  in  the  month  prior  to  ad- 
mission he  had  gained  only  113  Gm.  As  a result 
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Fig.  1.  Extensive  cortical  and  periosteal  new  bone 
formation  of  right  ulna  and  left  humerus. 


Fig.  2.  Dense  hyperostosis  of  mandible;  obliter- 
ation of  medullary  and  cortical  markings.  Similar 
changes  can  be  seen  in  the  left  clavicle. 


of  the  mother’s  report  that  the  infant  held  the  right 
arm  motionless,  the  baby  was  admitted  to  the 
hospital  for  study.  He  was  now  three  months  of  age. 

Examination  on  admission  revealed  a well- 
developed  and  well-nourished  infant.  The  skin 
and  mucous  membranes  were  pale.  His  face  was 
round  and  puffy.  There  was  no  hemorrhage  from 
the  mucous  membranes  or  into  the  skin.  The  baby 
cried  bitterly  throughout  the  examination  and  when- 
ever he  was  moved  for  any  reason.  The  anterior 
fontanelle  admitted  two  fingers  anteroposteriorly 
and  laterally  and  was  level.  The  sagittal  suture 
was  closed.  The  eyes,  ears,  nose,  and  throat  showed 
no  evidence  of  infection.  The  lungs  were  clear.  A 
soft,  blowing  systolic  murmur  was  heard  at  the 
mitral  area  and  along  the  left  sternal  border. 
Fluoroscopically,  the  cardiac  silhouette  was  normal. 
The  liver  and  spleen  were  palpable  at  the  costal 
margin.  There  was  no  enlargement  of  the  lymphatic 
glands.  The  patient  would  not  move  his  right 
upper  extremity.  There  was  a diffuse,  brawny, 
soft  tissue  swelling  of  the  proximal  two  thirds  of 
the  right  forearm.  In  this  area  the  superficial  veins 
were  distended,  giving  the  skin  a slightly  bluish 
tinge.  There  was  milder  soft  tissue  swelling  of  the 
left  arm.  On  palpation  the  left  humerus,  left 
clavicle,  and  the  mandible  were  found  to  be  mark- 
edly thickened. 

Roentgenograms  taken  on  admission  showed 
marked  cortical  and  periosteal  thickening,  periosteal 


cloaking,  and  subperiosteal  new  bone  formation 
involving  the  right  ulna,  left  humerus,  the  mandible, 
the  left  clavicle,  and  all  the  ribs  (Figs.  1,  2,  and  3). 
Blood  culture,  intradermal  tuberculin  test,  uri- 
nalysis, and  a Mazzini  serologic  test  were  negative. 
The  erythrocyte  sedimentation  rate  was  55  mm. 
in  one  hour  (Westergren).  Hemogram  showed  the 
following:  hemoglobin  55  per  cent,  red  blood  cells 
3,770,000,  white  blood  cells  26,300  with  poly- 
morphonuclear leukocytes  50  per  cent  (2  band 
forms),  lymphocytes  47  per  cent,  and  eosinophils 
3 per  cent.  Study  of  the  peripheral  blood  showed 
moderate  anochromasia  and  slight  microcytosis  and 
macrocytosis.  Platelets  were  abundant.  The  bone 
marrow  was  rich  in  all  the  elements.  Erythro- 
cytosis  and  leukogenesis  were  within  normal  limits. 
Megakaryocytes  were  abundant.  The  hematologic 
diagnosis  was  hypochromic  anemia.  Serum  chem- 
istry values  were:  calcium  10.2  mg.  per  100  cc.; 
phosphorus  6.7  mg.  per  100  cc.;  alkaline  phos- 
phatase 17.9  Bodansky  units  per  100  cc.;  vitamin  C 
2.5  mg.  per  100  cc.  plasma.  Vitamin  A tolerance 
test  gave  the  following  result:  fasting  specimen 
contained  32  micrograms  per  100  cc.  of  serum; 
this  value  rose  to  62  micrograms  per  100  cc.  three 
hours  after  the  ingestion  of  0.1  cc.  oleum  perco- 
morphum  per  pound  of  body  weight.  After  six 
hours  the  value  had  dropped  to  30  micrograms  per 
100  cc.  of  serum. 

For  the  first  three  days  in  the  hospital,  the  patient 
had  a rectal  temperature  which  varied  from  99  to 
100  F.  On  the  fourth  day  the  temperature  rose  to 
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101.4  F.;  a mucoid  nasal  discharge  and  an  injected 
pharynx  were  found.  The  infection  was  treated 
with  100,000  units  of  penicillin  intramuscularly 
every  eight  hours.  The  temperature  became  normal 
in  sixteen  hours,  and  treatment  was  discontinued 
after  forty-eight  hours.  On  account  of  the  marked 
anemia  that  was  present,  the  patient  was  given  a 
transfusion  of  50  cc.  packed  erythrocytes.  He  was 
discharged  from  the  hospital  on  the  tenth  day. 
His  weight  at  the  time  of  discharge  was  4,649  Gm., 
which  was  85  Gm.  less  than  his  weight  on  admission. 
He  could  now  be  held  for  feeding  and  no  longer 
cried  on  being  handled.  The  edema  of  the  face  had 
subsided;  however,  the  swelling  of  the  right  fore- 
arm remained,  and  thickening  of  the  involved 
bones  was  still  evident  on  palpation.  No  therapy 
was  prescribed  except  iron  for  the  anemia. 

The  baby  was  examined  again  twenty-four  days 
after  discharge,  at  four  months  of  age.  He  had 
gained  907  Gm.  He  was  happy  and  playful  and 
did  not  cry  when  he  was  handled.  He  held  his 
head  well  and  reached  out  with  both  hands  to  grasp 
toys.  The  right  forearm  was  slightly  swollen;  all 
the  involved  bones  were  thickened  and  tender  to 
palpation.  The  liver  and  spleen  were  palpable  one 
fingerbreadth  below  the  costal  margin.  A soft, 
blowing  systolic  murmur  was  present  at  the  mitral 
area. 

When  the  baby  was  five  months  of  age,  there 
was  no  tenderness,  but  the  infant  showed  a prefer- 
ence for  using  the  left  hand.  Thickening  of  the 
bones  was  still  present.  The  liver  and  spleen  were 
palpable  two  fingerbreadths  below  the  costal 
margin.  The  patient  was  still  on  iron  therapy,  and 
the  hemoglobin  had  increased  to  85  per  cent.  His 
temperature  remained  normal  except  for  an  occa- 
sional rise  to  100  F.  when  he  had  a “cold.” 

When  the  patient  was  seven  months  of  age,  it  was 
reported  that  he  was  not  as  active  as  he  had  been 
during  the  preceding  two  months.  He  held  the 
right  upper  extremity  flaccid  at  times  and  cried  on 
being  picked  up.  The  extremities  and  the  mandible 
were  not  tender  to  palpation.  The  left  clavicle  was 
still  thickened.  It  was  thought  that  an  exacerba- 
tion or  an  extension  of  the  process  was  taking  place, 
but  roentgenograms  showed  almost  complete  restor- 
ation of  normal  bone  architecture  (Figs.  4 and  5). 

At  nine  months  of  age  the  patient  was  definitely 
retarded  in  physical  development.  He  could  not 
hold  the  sitting  position.  The  anterior  fontanelle 
admitted  one  and  a half  fingers  anteroposteriorly 
and  laterally.  Four  teeth  had  erupted  when  the 
baby  was  eight  months  of  age.  He  had  gained  no 
weight  in  the  past  month  and  was  still  irritable. 
Roentgenograms  at  this  time  showed  complete  re- 
gression of  the  hyperostoses. 

Comment 

A careful  history  established  the  fact  that  from 
the  age  of  two  weeks  this  patient  had  received  an 
oral  dose  of  5,000  units  of  vitamin  A daily  in 
aqueous  suspension.  Furthermore,  the  vitamin 
A content  of  his  serum  was  normal.  Thus,  a di- 
agnosis of  hypervitaminosis  A was  not  tenable. 


Fig.  3.  Cortical  thickening,  periosteal  cloaking, 
nd  subperiosteal  new  bone  formation  involving  all 
>f  the  ribs. 


Fig.  4.  Marked  diminution  of  cortical  hypero- 
4 itosis  of  the  left  humerus.  Bone  architecture  prac- 
tically normal. 


Fig.  5.  Marked  regression  of  hyperostosis  of  right 
ulna. 
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The  distribution  of  skeletal  involvement  was 
typical  of  that  found  in  most  reported  cases  of  in- 
fantile cortical  hyperostosis.10  For  example,  the 
mandible  was  involved,  but  the  metacarpals  and 
metatarsals  were  not.  Finally,  the  clinical 
course  was  typical  of  reported  cases  of  infantile 
cortical  hyperostosis.  The  onset  was  in  the  first 
days  of  life,  and  complete  healing  of  the  involved 
bones  took  place  spontaneously  over  a period  of 
nine  months. 

Summary 

A case  of  infantile  cortical  hyperostosis  is  added 
to  the  literature. 

The  onset  was  in  the  first  few  days  of  life  (his- 
tory) and  the  condition  was  recognized  clinically 
and  roentgenographically  at  three  months  of  age. 


At  nine  months  of  age  there  was  complete  healing 
of  the  osseous  lesions. 


The  authors  wish  to  thank  Dr.  Louis  Nathanson  for  in- 
terpretation of  the  roentgenograms. 
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FORTY-FIFTH  ANNUAL  MEETING 

FIFTH  DISTRICT  BRANCH 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
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PROGRAM 

There  will  be  morning  combined  clinics  in  the  College  auditorium  with  medical, 
surgical,  pediatric,  and  obstetric  actual  case  presentations. 

Luncheon  will  be  at  Memorial  Hospital. 

The  afternoon  session  at  the  Medical  College  will  have  the  newly  appointed 
Dean  William  R.  Willard,  the  Emeritus  Dean  Herman  G.  Weiskotten,  Dr.  Overholt 
of  Boston,  Dr.  William  P.  Van  Wagenen  of  Rochester,  and  Dr.  Richard  H.  Lyons 
and  Dr.  Wardner  D.  Ayer  of  Syracuse  as  speakers. 

The  evening  dinner  will  be  held  at  the  Onondaga  Hotel  with  a guest  speaker  and 
President  J.  Stanley  Kenney  of  the  State  Society  and  Mrs.  Harold  Johnson, 
president  of  the  State  Woman’s  Auxiliary. 

Dr.  Wardner  D.  Ayer,  Syracuse,  is  president  of  the  Fifth  District  Branch. 


Case  Reports 


KLIPPEL-FEIL  SYNDROME  IN  A FULL-TERM  STILLBORN  INFANT 


Irving  I.  Luftman  M.D.,  and  Solomon  Weintraub,  M.D.,  New  York  City 


{From  the  Department  of  Pathology  of  the  Harlem  Hospital ) 


'T'HE  Klippel-Feil  syndrome  is  a rare  congenital 
skeletal  abnormality  characterized  anatomically 
by  a fusion  and  numeric  reduction  of  the  cervical 
vertebrae  and,  clinically,  by  a marked  shortness  or 
absence  of  the  neck,  limitation  of  movement  of  the 
head,  and  lowering  of  the  hairline  to  the  interscapu- 
lar region.  The  condition  was  first  described  in 
1912  by  two  French  anatomists,  Klippel  and  Feil, 
who  reported  a case  of  absence  of  the  neck  in  a 
forty-six-year-old  man.1 

Postmortem  studies  of  the  Klippel-Feil  syndrome 
are  rare;  for  this  reason,  together  with  the  associ- 
ated unusual  pathologic  and  clinical  features,  the  fol- 
lowing case  is  reported.  The  condition  is  the  first- 
recorded  in  the  available  files  of  the  Harlem  Hos- 
pital from  1935  through  1949  and  was  the  first  to 
occur  among  the  42,400  deliveries  on  the  obstetric 
service  during  that  period. 

Case  Report 

A full-term  Negro  stillborn  infant  was  delivered 
on  December  16,  1948.  The  clinical  impression  re- 
corded at  birth  was  abnormal  shortness  of  the  neck 
with  a cervical  meningocele. 

The  mother  was  a nineteen-year-old  female, 
gravida  2,  para  1,  whose  last  menstrual  period  began 
on  February  20,  1948.  The  expected  date  of  con- 
finement was  November  27,  1948.  She  had  at- 
tended a prenatal  clinic  in  Puerto  Rico  until  four 
weeks  prior  to  admission.  The  antepartum  course 
was  uneventful.  Her  previous  pregnancy  produced 
a normal  living  child.  There  was  no  familial  history 
of  any  congenital  malformation. 

The  mother  was  first  admitted  to  the  obstetric 
service  of  the  Harlem  Hospital  in  false  labor  on 
December  4, 1948.  A breech  presentation  was  diag- 
nosed clinically.  X-ray  pelvimetry,  however,  dem- 
onstrated an  ample  pelvis;  the  details  of  the  fetus 
were  obscure.  The  serologic  test  for  syphilis  was 
negative.  She  was  subsequently  discharged  and 
again  admitted  in  true  labor  on  December  16,  1948. 
A single  footling  breech  was  diagnosed,  and  the  fetal 
heart  was  heard.  After  thirteen  and  one-half  hours 
of  active  labor,  a stillborn  infant  was  delivered  as  a 
breech  extraction  under  open-cone  ether  anesthesia. 
Considerable  difficulty  was  encountered  in  delivering 
the  shoulders  which  could  not  be  explained  solely 
on  the  basis  of  nuchal  arms.  A bilateral  episiotomy 
was  necessary  to  effect  delivery  of  the  aftercoming 
head.  Examination  of  the  infant  disclosed  an  ab- 
normally short  neck  and  a ruptured  “cervical” 
meningocele  with  extrusion  of  brain  tissue  through 
the  rent. 


At  autopsy,  the  baby  weighed  7 pounds,  14Vz 
ounces,  and  measured  17  inches  in  crown-heel  length. 
The  trunk  was  remarkably  short.  The  neck  was 
absent,  the  head  being  squarely  on  the  shoulders 
with  the  lower  jaw  merging  into  the  anterior  chest 
wall.  The  hairline  posteriorly  extended  in  a V 
shape  down  between  the  scapulae  (Figs.  1 and  2). 
In  the  center  of  the  “V”  lay  a collapsed,  hair-covered 
sac  (not  shown  in  Fig.  2),  measuring  3 by  2 by  1 
inches.  Through  a rent  at  its  base,  the  spinal  cord 


Fig.  1.  Stillborn  infant  with  Klippel-Feil  syn- 
drome. Note  the  absence  of  the  neck  with  the 
lower  jaw  merging  into  chest  wall.  The  trunk  is 
abnormally  short. 
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Fig.  2.  Posterior  view  of  infant,  showing  the 
lowering  of  the  hairline  in  a V shape  between  the 
scapulae.  (The  thoracic  meningocele  has  been 
removed.) 


Fig.  3.  Isolated  vertebral  column  with  the  brain 
and  spinal  cord  for  dimensional  contrast. 


was  exposed,  partly  obscured  by  a herniated  portion 
of  the  right  occipital  lobe  of  the  brain.  The  sac 
itself  consisted  of  skin  and  meninges. 

Examination  of  the  head  disclosed  three  cranial 
fenestra,  two  occipital  and  one  located  between  the 
occipital  and  the  l ight  parietal  bones  behind  the  ear. 
Both  occipital  fenestra  were  situated  in  the  midline 
posteriorly  and  inferiorly.  All  three  measured 
approximately  1 inch  in  diameter. 

Inspection  of  the  cranial  contents  did  not  reveal 
gross  hemorrhage  or  tears  of  the  falx  cerebri  or 
tentorium.  The  cerebrum  was  normal  in  external 
and  internal  appearance  except  for  the  right  occipital 
lobe  which  had  herniated  through  a large  ring  defect 
in  the  right  leaf  of  the  tentorium  and  out  through  the 
right  occipital  fenestrum  into  the  meningocele. 
The  cerebellum  was  considerably  distorted  and  had 
a dark  purple  hue.  It  was  visible  externally  pro- 
truding through  the  membranous  covering  of  the 
left  occipital  fenestrum. 

Examination  of  the  spine  revealed  a complete 
fracture  through  the  occipito vertebral  junction. 
The  cervical  spine  was  not  apparent.  There  was 
failure  of  neural  arch  formation  at  the  upper  one 
fourth  of  the  vertebral  column.  The  column  itself 
measured  5 inches  in  length.  Figure  3 shows  the 
contrast  in  size  between  the  brain  and  spinal  cord 
and  the  vertebral  column. 

The  body  was  opened  by  a midline  incision  dis- 
closing the  diaphragm  arched  high  in  the  thoracic 
cavity  with  the  lungs  occupying  the  upper  third. 


Fig.  4.  Left  uterus  unicornis.  Arrows  point  to 
ovaries. 
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Fig.  5.  Anterior  x-ray  view  of  isolated  Klippel- 
Feil  vertebral  column  on  right  contrasted  with  one 
from  another  infant  (see  text).  Note  numeric 
reduction  of  vertebrae  and  lack  of  regional  differen- 
tiation. There  is  no  cervical  spine.  Vertebrae 
two  and  three  have  an  S-shaped  fusion,  four,  five 
and  six  are  completely  fused.  There  are  eight 
ribs  with  the  duplex  left  second  rib. 


Fig.  6.  Lateral  x-ray  view  of  isolated  vertebral 
columns.  The  Klippel-Feil  spine  (on  right)  shows 
partial  differentiation,  indicating  a thoracic  region. 
The  contrast  in  length  and  appearance  of  the  spines 
is  more  marked  here. 


The  lungs  were  pale  blue  and  firm.  There  was 
absence  of  lobe  formation  so  that  the  lungs  resem- 
bled normal  upper  lobes.  There  were,  however, 
shallow  transverse  clefts  anteriorly  at  the  level  of 
entrance  of  the  major  bronchi.  Each  major  bron- 
chus subdivided  in  two  branches,  each  with  finer 
ramifications.  The  heart  presented  no  abnormali- 
ties. The  left  pleural  cavity  contained  lOc.m.  of  dark 
fluid  blood.  Removal  of  the  chest  organs  rendered 
visible  a transverse  ragged  tear  into  the  posterior 
mediastinum  and  the  left  pleural  cavity  at  the  level 
of  the  occipitovertebral  junction. 

The  abdominal  viscera  were  normal  with  the  ex- 
ception of  the  female  genitalia.  These  consisted  of  a 
left  uterus  unicornis  and  both  ovaries  (Fig.  4). 
There  were  no  abnormalities  of  the  urinary  tract. 

Microscopic  examination  of  all  the  viscera  re- 
vealed congestion.  The  lungs  showed  unexpanded 
alveolae,  many  containing  epithelial  squamae  and 
amniotic  fluid  debris.  There  were  no  inflammatory 
cells.  Sections  from  the  different  regions  of  brain 


and  spinal  cord  showed  congestion  and  petechial 
hemorrhage.  The  architectural  patterns  were  nor- 
mal. 

Postmortem  x-ray  studies  were  made  of  the 
isolated  vertebral  "column,  using  the  vertebral 
column  of  another  stillborn  infant  for  comparison 
(Figs.  5 and  6).  The  latter  infant  weighed  8 pounds 
and  measured  19  inches  in  crown-heel  length  and 
was  also  a breech  delivery  that  incurred  a fractured 
cervical  spine. 

In  the  anterior  view  of  the  Klippel-Feil  spine 
there  was  neither  a cervical  segment  nor  regional 
differentiation  among  the  vertebrae  (Fig.  5).  There 
was  an  S-shaped  cross  fusion  between  the  second  and 
third  vertebral  bodies  and  a complete  fusion  of  the 
fourth,  fifth,  and  sixth  bodies.  The  numeric  reduc- 
tion of  vertebrae  was  marked.  There  were  eight, 
ribs  bilaterally  with  a duplex  left  second  rib. 

In  the  lateral  view,  the  vertebrae  of  the  Klippel- 
Feil  subject  showed  a partial  differentiation,  at  least 
indicating  a thoracic  region  (Fig.  6).  The  remaining 


2038 


LUFTMAN  AND  WEINTRAUB 


lN.  Y.  State  J.  M. 


vertebral  bodies  had  the  same  round  shape  with 
broad  processes. 

The  significant  findings  of  the  postmortem  study 
were  as  follows:  Klippel-Feil  syndrome  with  com- 
plete absence  of  cervical  vertebrae  associated  with  a 
thoracic  meningocele  and  multiple  abnormalities  of 
the  vertebral  column,  complete  transverse  fracture 
of  the  occipitothoracic  junction,  herniation  of  the 
right  occipital  lobe  of  the  brain  into  the  meningo- 
cele, bilateral  failure  of  pulmonary  lobe  formation, 
and  a left  uterus  unicornis. 

Comment 

This  report  is  a supplement  to  Erskine’s  excellent 
review  of  the  Klippel-Feil  syndrome  in  1946. 2 A 
review  of  the  world  literature  available  since  that 
publication  indicates  that  the  subject  of  this  report 
probably  is  the  second  reported  case  fitting  the  syn- 
drome by  having  a complete  absence  of  cervical  ver- 
tebrae. In  addition,  there  were  two  new  abnormal- 
ities to  accompany  the  syndrome,  i.e.,  failure  of  pul- 
monary lobe  formation  and  uterus  unicornis.  From 


the  obstetric  aspect,  the  case  presented  a rare  type 
of  fetal  dystocia  in  breech  delivery. 

Summary 

A case  is  reported  of  the  Klippel-Feil  syndrome  in 
a full-term  stillborn  infant  with  postmortem  findings 
presented  in  detail.  The  syndrome  as  a complica- 
tion of  parturition  is  noted. 

The  prominent  findings  at  autopsy  were  absence 
of  the  neck,  hairline  lowered  posteriorly  to  the  inter- 
scapular region,  complete  absence  of  cervical  verte- 
brae and  multiple  abnormalities  of  the  spine,  com- 
plete transverse  fracture  of  the  occipitothoracic 
junction,  thoracic  meningocele,  bilateral  failure  of 
pulmonary  lobe  formation,  and  uterus  unicornis. 
The  last  two  findings  are  additional  abnormalities  to 
accompany  the  syndrome. 
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TRAUMATIC  PERFORATION  OF  THE  UTERUS  WITH  INTESTINAL 
OBSTRUCTION 


Herbert  J.  Simon,  M.D.,  F.A.C.S.,  Justus  Kaufman,  M.D.,  and  George  J.  Mastellone,  M.D., 
New  York  City 


From,  the  Gynecologic  and  Surgical  Services  of  City  Hospital) 


A CASE  of  perforation  of  the  uterus  with  herniation 
of  a large  segment  of  the  small  intestine  through 
the  perforation  as  a consequence  of  criminal  abor- 
tion is  presented.  Only  two  cases  of  this  character 
have  been  reported  in  the  American  literature  in  the 
last  twelve  years,  although  several  more  are  to  be 
found  in  the  Spanish  and  Italian  literature.  1-6 


Case  Report 

The  patient,  a twenty-five-year-old  white  waitress, 
was  admitted  to  City  Hospital  on  June  22,  1949,  at 
2:25  a.m.,  complaining  of  lower  abdominal  pain  and 
ivaginal  bleeding  of  five  hours  duration.  She  stated 
that  she  had  fallen  and  that  the  fall  brought  on  the 
symptoms  described.  She  was  gravida  3,  Para  2. 
Her  last  menstrual  period  was  April  10,  1949.  The 
(admitting  physician  found  that  the  pulse,  tempera- 
ture, respiration,  and  blood  pressure  were  normal. 
He  noted  that  the  vagina  contained  large  clots  of 
blood  and  a ropelike  structure  of  small  caliber  which 
he  took  to  be  the  umbilical  cord.  The  following  day 
the  patient  was  seen  by  one  of  the  residents  who 
found  some  tenderness  in  both  lower  quadrants  of 
the  abdomen.  There  was  no  rebound  tenderness, 
no  rigidity,  and  no  abdominal  distention.  The 
“cord”  was  again  noted.  The  patient  complained 
of  nausea  and  had  vomited  twice  since  admission. 
Her  sedimentation  time  was  one  hour,  hemoglobin 
was  60  per  cent,  and  her  urine  normal.  The  work- 
ing diagnosis  was  incomplete,  probably  infected, 

I abortion.  On  June  24,  she  was  sent  to  the  operat- 
ing room  for  a “sponge  stick  curettage.”  Under 
anesthesia,  the  presumed  “cord”  was  found  to  be 
small  intestine  which  was  gangrenous.  The  anes- 
thesia was  stopped,  and  the  surgical  service  was 
I summoned.  The  case  was  then  handled  jointly,  the 
general  surgeon  managing  the  intestinal  phase  of  the 
operation,  and  the  gynecologist  the  remaining  sur- 
gery. Approximately  one  hour  elapsed  before 
I definitive  surgery  was  undertaken. 

The  protruding  gangrenous  intestine  was  tied  and 
severed  below  the  tie  so  that  the  grossly  infec- 
ted bowel  would  not  be  brought  into  the  abdominal 
1 cavity.  Laparotomy  was  then  performed  through  a 
midline  incision  from  the  symphysis  to  the  umbilicus. 
On  opening  the  abdomen,  a moderate  amount  of 
cloudy  peritoneal  fluid  was  found  which  a subsequent 
culture  revealed  to  contain  Clostridium  welchi, 
Endameba  coli,  Bacillus  pyocyaneus,  and  indifferent 
streptococcus.  The  uterus  was  soft  and  friable  and 
enlarged  to  the  size  of  a ten  weeks  gestation.  At 
the  cervicofundal  junction,  posteriorly  and  to  the 
I right,  a 3-cm.  laceration  was  noted.  It  was  also 
noted  that,  adjacent  to  the  tear  in  the  uterus,  the 
myometrium  was  gangrenous.  The  right  tube  was 
edematous  and  markedly  inflamed,  and  pus  was  exud- 
ing from  the  fimbriated  extremity.  The  right  ovary 
was  involved  in  this  inflammatory  process.  The 
left  tube  was  similarly  inflamed.  However,  the  left 
infundibulopelvic  ligament  and  ovary  were  ap- 
parently normal.  The  laceration  in  the  uterus  was 
plugged  by  the  proximal  loop  of  intestine  which  was 
distended  and  of  doubtful  viability  for  about  30  cm. 


The  distal  loop  was  lying  free  in  the  abdominal 
cavity  and  was  gangrenous  for  some  15  to  20  cm. 

The  gangrenous  intestine  was  brought  through 
the  uterine  defect,  and  a resection  was  performed,  re- 
moving nonviable  bowel  and  the  thrombosed  proxi- 
mal segment.  The  blind  ends  were  closed  and  a 
long  side-to-side  anastomosis  performed.  This  was 
followed  by  a supravaginal  hysterectomy,  right 
salpingo-oophorectomy,  and  left  salpingectomy. 
The  cervix  was  split  posteriorly,  and  the  end  of  an 
iodoform  gauze  packing  passed  through  the  cervix 
into  the  vagina.  The  cul-de-sac  was  then  packed 
with  the  gauze.  The  abomen  was  closed  in  layers,  a 
small  drain  being  inserted  subfascially.  During  the 
operation,  which  lasted  two  hours,  the  patient  re- 
ceived 500  cc.  of  whole  blood  and  1,000  cc.  of  5 per 
cent  glucose  in  normal  saline. 

Postoperatively,  Wangensteen  suction  was  insti- 
tuted, and  the  patient  received  2 Gm.  of  streptomy- 
cin, 8 Gm.  of  sulfadiazine,  and  1,000,000  units  of 
penicillin  daily.  On  her  second  postoperative  day 
she  had  two  spontaneous  bowel  movements.  The 
iodoform  gauze  pack  was  shortened  on  the  third 
postoperative  day  and  removed  on  the  sixth.  On 
the  fourth  postoperative  day,  the  patient’s  tempera- 
ture was  normal,  and  she  was  permitted  out  of  bed. 
She  was  discharged  two  weeks  postoperatively,  the 
abdominal  wound  having  healed  by  primary  union. 
When  seen  in  the  follow-up  clinic  two  months  later, 
she  was  well  and  had  resumed  her  occupation. 

Comment 

There  are  several  circumstances  in  this  case  which 
are  worthy  of  discussion.  The  most  unusual  feature 
was  the  prolonged  interval  between  the  time  of  the 
criminal  abortion  with  its  resultant  bowel  injury  and 
the  subsequent  appropriate  operative  treatment 
The  patient  was  admitted  to  the  hospital  at  2:25 
a.m.  June  22  with  a bowel  that  was  already  ob- 
viously gangrenous.  Therefore,  we  may  safely 
assume  that  the  abortion  was  done  at  least  twelve 
hours  before  this.  She  was  operated  June  24  at  1 
p.m.  ; thus  she  was  in  the  hospital  almost  sixty  hours, 
and  this,  added  to  the  predicated  twelve  hours, 
makes  a total  of  three  days  from  the  time  of  original 
injury  until  operation.  It  is  probable  that  the 
proximal  loop  of  small  intestine,  for  a time  at  least, 
emptied  into  the  vagina,  affording  a decompressive 
mechanism  and  thereby  somewhat  obscuring  the 
diagnosis  of  intestinal  obstruction. 

It  is  our  conviction  that  extirpation  of  the  grossly 
infected  uterus,  tubes,  and  ovary  was  essential.  To 
have  left  these  organs  would  have  courted  spreading 
peritonitis  and  thrombophlebitis  and  its  sequelae. 
The  utilization  of  a long  side-to-side  intestinal 
anastomosis  is  safer  in  the  presence  of  distended 
bowel  than  an  end-to-end  anastomosis.  Proximal 
ileostomy  tube  decompression  is  not  necessary  sinoe 
Wangensteen  suction  or  the  Miller-Abbot  tube  is 
almost  as  efficacious. 
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Conclusion 

\Ye  have  presented  a case  of  perforation  of  the 
uterus  with  gangrene  of  the  intestine  which  was 
treated  by  intestinal  resection  and  hysterectomy  in 
the  presence  of  peritonitis.  We  believe  that  the 
use  of  antibiotics  has  given  us  a greater  margin  of 
safety  in  performing  radical  surgery  in  a desperately 
ill  patient. 
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INTUSSUSCEPTION  DUE  TO  AN  INVERTED  MECKEL’S  DIVERTICULUM  IN 
A SIX-YEAR-OLD  CHILD 


Joseph  A.  Padalino,  M.D.,  Troy,  New  York 
( From.  St.  Mary’s  Hospital) 

A REVIEW  of  the  literature  discloses  that  intus- 
susception is  not  a rare  condition  and  is  more 
frequently  encountered  in  European  countries  than  in 
the  United  States.  Approximately  80  per  cent  of 
these  cases  are  seen  in  infants  under  two  years  of  age. 
This  condition  may  occur  at  any  age,  although  it  is 
quite  rare  in  adults.  Males  are  more  frequently 
affected  than  females. 

Case  Report 

J.  M.,  a six-year-old  boy,  suddenly  became  ill 
while  attending  school.  He  was  admitted  to  St. 
Mary’s  Hospital  with  the  diagnosis  of  a small  bowel 
obstruction  due  to  intussusception  on  November  16, 
1950. 

The  youngster’s  chief  complaints  were  vomiting 
and  severe  intermittent  cramplike  pains  in  the  area 
of  the  umbilicus.  The  child  had  absolutely  no  com- 
plaints between  the  attacks  of  pain. 

His  symptoms  started  at  10  a.m.,  and  two  hours 
later  the  attacks  were  so  severe  that  he  was  forced 
to  draw  his  knees  up  to  his  abdomen,  scream,  anti 
literally  to  bounce  around  in  his  bed.  Vomiting 
was  present,  and  a palpable  mass  was  found  in  the 
right  lower  quadrant. 

The  patient  had  always  been  well  except  for  a 
history  of  recurrent  asthmatic-like  attacks. 

Physical  examination  revealed  the  following: 
The  child  was  having  paroxysms  of  abdominal  pain 
with  vomiting  and  appeared  acutely  ill.  During  the 
intervals  between  the  attacks  his  abdomen  was  soft 
and  only  slightly  tender  on  deep  palpation.  A 
palpable  mass  was  felt  in  the  right  lower  quadrant 
and  was  more  prominent  during  the  paroxysms  of 
pain.  Distention  and  rigidity  were  absent.  The 
intussusception  was  not  felt  on  rectal  examination. 
It  is  interesting  to  note  that  one  of  the  predominat- 
ing symptoms,  passing  of  mucus  and  blood  through 
the  rectum,  was  absent. 

The  rectal  temperature  was  97  F.,  pulse  98,  and 
respirations  22.  The  laboratory  findings  were  red 
blood  cells  3,600,000,  hemoglobin  66  per  cent,  white 
blood  count  11,250.  The  differential  showed  poly- 
morphonuclears  77,  stab  8,  lymphocytes  12,  mono- 
cytes 2,  and  eosinophil  1.  The  urinalysis  was 
negative. 

X-ray  findings  revealed  evidence  of  small  bowel 
obstruction  without  fluid  levels. 

The  child  was  given  three  enemas  over  a short 
period  of  time;  the  third  enema  produced  good  re- 
sults not  only  in  the  amount  of  hard  stool  but  also  in 


the  disappearance  of  all  signs  and  symptoms  except 
for  the  palpable  mass  in  the  right  lower  quadrant. 

The  boy  sat  up  in  bed  and  said  he  was  hungry.  A 
liquid  diet  was  given.  He  was  very  active  from 

4 p.m.  that  afternoon  until  bedtime.  At  about 

5 a.m.  the  following  morning,  the  hospital  notified 
me  that  the  child  was  again  having  paroxysms  of 
abdominal  pain  with  vomiting.  Examination  of  the 
child  revealed  the  abdomen  to  be  slightly  distended 
with  some  rigidity  and  tenderness  on  palpation. 
The  mass  was  not  palpable.  Temperature  was  101 
F.,  pulse  110,  and  respirations  24.  The  white  count 
increased  from  11,250  to  24,700.  A Levine  tube 
was  passed  into  the  stomach  and  connected  to  the 
Wangensteen  suction  apparatus.  The  child  was  pre- 
pared for  operation. 

A general  anesthetic  was  administered,  and  the 
abdominal  cavity  was  entered  through  a right  rectus 
incision.  Distended  small  bowel  was  present  in  the 
upper  abdomen,  and  the  intussusception  was  found 
in  the  right  lower  quadrant.  It  had  its  origin  in 
the  ileum  about  20  inches  away  from  the  cecum, 
the  head  of  the  invaginated  ileum  reaching  the  ileo- 
cecal valve.  The  intussusception  was  reduced  with 
some  difficulty  by  gentle  traction  on  the  intussus- 
cepted  bowel  and  by  careful  squeezing  of  the  head 
of  the  intussusceptum.  An  inverted  Meckel’s 
diverticulum  was  found  as  the  cause  of  the  in- 
vagination. Because  reduction  of  the  inverted  di- 
verticulum was  unsuccessful,  a small  incision,  per- 
pendicular to  the  long  axis  of  the  bowel,  was  made 
at  the  base  of  the  diverticulum.  In  this  way  the 
diverticulum  was  reduced  to  its  normal  position. 
The  invaginated  ileum  was  quite  edematous  and 
congested  but  certainly  viable.  Since  the  divertic- 
ulum was  edematous  and  congested  with  some 
areas  which  appeared  gangrenous,  the  diverticulum 
was  removed  at  its  base,  and  the  opening  in  the 
ileum  was  closed  with  “00”  chromic  suture.  A 
Connell  type  of  stitch  was  used  and  was  covered 
with  interrupted  serosal  sutures.  A drain  was  in- 
serted and  the  abdominal  wall  closed  in  the  usual 
manner. 

On  the  first  postoperative  day  temperature  was 
103.6  F.,  pulse  140,  and  respirations  30.  The  tem- 
perature gradually  declined,  and  on  the  seventh  day 
it  became  normal.  The  abdominal  drain  was  short- 
ened daily  and  completely  removed  on  the  fifth  post- 
operative day.  The  Levine  tube  was  removed  on 
the  sixth  day,  and  the  youngster  was  discharged 
from  the  hospital  at  the  end  of  two  weeks. 
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FLEETING  PARALYTIC  STRABISMUS  DURING  THE 
POLIOMYELITIS  SEASON 


To  the  Editor: 

The  following  cases  are  presented  shortly  and 
diffidently.  The  purpose  of  publishing  them  is  to 
seek,  rather  than  to  give,  information.  It  would  be 
interesting  to  know  whether  similar  observations 
have  been  made  elsewhere,  and  if  so,  an  exchange  of 
ideas  and  a collection  of  facts  might  yield  interesting 
results. 

The  first  case  is  identical  with  the  other  two  and 
described  in  some  detail : A boy  of  three  years  was 

brought  to  my  office  in  September,  1950.  Two  days 
previously,  when  he  woke  from  an  afternoon  nap, 
the  mother  had  noticed  that  his  eyes  were  crossed. 
He  had  been  perfectly  well  up  to  this  moment;  in 
fact,  two  weeks  previously  he  had  had  a routine 
check-up  by  the  family  physician  which  showed  him 
to  be  in  excellent  health. 

The  boy  was  holding  his  head  turned  to  the  left, 
in  which  position  the  eyes  seemed  straight,  but  when 
the  head  was  fixed  in  a straight  position,  there  was  a 
marked  convergent  strabismus  of  the  left  eye  pres- 
ent. The  eye  could  not  be  moved  voluntarily  be- 
yond the  midline.  All  other  movements  were  free, 
the  pupils  round,  equal,  concentric,  and  reacting 
normally;  refraction  was  +1.00  in  both  eyes,  and 
the  fundus  did  not  show  any  abnormalities.  The 
diagnosis  was  made  of  complete  paralysis  of  the 
sixth  cranial  nerve  resulting  in  paralytic  strabismus. 

The  boy  was  referred  back  to  the  family  physician 
for  another  check-up,  with  completely  negative  re- 


sults. Three  days  later,  five  days  after  the  condi- 
tion had  first  been  seen  by  the  mother,  and  before 
any  serologic  and  other  laboratory  studies  which  had 
been  contemplated  could  be  started,  the  mother 
brought  the  boy  again  to  my  office.  The  eyes  were 
entirely  straight,  and  under  no  provocation  could 
the  slightest  muscular  weakness  of  the  eyes  be 
detected.  He  has  remained  well  since. 

The  history  and  course  of  the  condition  in  two 
more  children  who  were  seen  since  then  are  almost 
identical.  Recovery  was  made  before  gny  investi- 
gations could  be  started. 

The  time  of  these  occurrences  of  short-lived  para- 
lytic strabismus  coincided  with  the  poliomyelitis 
season  in  this  town.  No  similar  cases  have  been 
reported  to  my  knowledge,  but  it  is  not  impossible 
that  such  occurrences  are  so  sporadic,  of  short 
duration,  and  inconclusive  that  it  was  not  deemed 
advisable  by  the  observers  to  publish  them.  Proof 
for  the  assumption  that  these  might  be  abortive 
cases  of  poliomyelitis  is  entirely  lacking.  If  others 
have  seen  similar  cases  at  the  same  time,  one  might 
be  justified  in  the  future  to  insist  on  a more  thorough 
investigation,  even  if  the  clinical  course  does  not 
seem  to  indicate  this  necessity. 

John  J.  Stern,  M.D. 

3 Hopper  Street 
Utica,  New  York 
April  27,  1951 


ANTIBIOTIC  THERAPY  IN  RHEUMATOID  DISEASE 


To  the  Editor: 

At  the  recent  Atlantic  City  meeting  of  the 
American  Rheumatism  Association,  Dr.  T.  McP. 
Brown  described  a schedule  of  low-level  strepto- 
myces-derived  antibiotic  dosage  for  rheumatoid 
diseases  and  gave  an  account  of  its  efficacy.  His  in- 
vestigations have  the  authoritative  stamp  conferred 
by  university  sponsorship ; even  had  the  latter  been 
absent  it  would  be  difficult  for  one  experienced  with 
this  dosage  schedule  to  take  issue  with  the  facts  pre- 
sented. 

Dr.  Brown  and  his  associates  suggest,  for  instance, 
that  10  mg.  of  terramycin  daily,  one  two-hundredth  of 
the  dose  usually  employed  for  treatment  of  “classic” 
infection  is  effective  in  the  management  of  rheuma- 
toid arthritis.  The  schedule  is  adjusted  on  the  basis 


of  gamma-globulin  response,  the  presumption  being 
that  the  effect  is  due  to  inhibition  of  pleuropneu- 
monia-like  organisms  which  are  responsible  for  the 
rheumatoid  state.  Inadequately  controlled  or  too 
high  an  antibiotic  dosage  will  exacerbate  symptoms 
temporarily  due  to  rapid  antigen  liberation;  the 
exacerbative  phase  is  practically  handled  by  cort  isone 
administration. 

As  mentioned  in  a previous  letter,  the  writer  in- 
advertently began  comparable  low-level  oral  anti- 
biotic dosing  of  humans  two  years  ago,  not  knowing 
that  a streptomyces  “animal  protein  factor”  used  as 
feed  supplement  actually  contained  600  “units”  of 

1 Correspondence:  New  York  State  J.  Med.  50:  1852 

(1950). 
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antibiotic  per  gram.1  The  writer’s  patients  thereby 
unwittingly  received  continuously  from  1.8  to  25 
mg.  of  a streptomycin  salt  with  solubility  and  coli- 
form  suppressor  characteristics  approximating  those 
of  equivalent  weights  of  terramycin,  aureomycin,  or 
chloramphenicol.  Although  the  administration  was 
initiated  as  a supportive  expedient,  it  turned  out  in- 
stead to  be  a positive  therapeutic  measure,  patients 
with  the  collagen,  mesenchymal,  or  adaptative 
diseases*  making  a sharply  unequivocal  response,  and 
to  date  I am  certain  that  a number  of  patients  with 
periarteritis  nodosum,  disseminated  myeloma,  leu- 
kemia, Hodgkin’s  disease,  systematized  lupus 
erythematosis,  scleroderma,  and  the  myelosuppres- 
sive  anemias  have  had  a significant  prolongation  of 
life  and  comfort.  In  the  rheumatoid  diseases  such  as 
arthritis,  dermatomyositis,  and  panniculitis,  which 
probably  constitute  only  one  category  of  the  adapta- 
tive diseases,  the  results  have  been  astonishingly 
good,  and  I am  consequently  happy  to  be  able  to 
furnish  early  confirmation  of  the  factuality  of  Dr. 
Brown’s  reported  results. 

With  regard  to  the  theory  behind  Dr.  Brown’s 
mode  of  low-level  antibiotic  dosage  schedule,  I am 
not  in  a position  to  say  anything.  The  role  of  pleuro- 
pneumonia-like organisms  in  human  pathology  (ithas 
long  been  known  to  veterinarians)  is  too  new  for  any 
except  a very  few  to  be  familiar  with  it.  I am  not 
one  of  these.  Naturally,  for  some  time  I have  been 
proceeding  on  my  own  theory — that  the  elimination 
of  proteolytic  organisms  or  their  curtailment  in  the 
intestine,  as  low-level,  streptomyces-derived  anti- 
biotic dosage  does,  eliminated  one  component  of  the 
composite  stress  situation.  In  some  way,  possibly  by 
allowing  the  adrenocorticotropic  mechanism  to 
operate  in  response  to  the  stress,  the  original  disease 
process,  which  was  originally  an  adaptation  to  the 
stress,  abated.  My  regulation  of  dosage  has  con- 
sisted in  just  a sufficient  amount  of  terramycin  or 
streptomycin  oleate  in  milk  to  maintain  an  odorless 
stool  and  a gram-positive  nonsporulating  aerobic 
bacillary  preponderance.  Perhaps  the  intermittent 
dose  schedule  advocated  by  the  George  Washington 
University  investigators  and  their  regulation  by 
gamma  globulin  response  is  a better  one;  certainly 
the  best  must  be  picked  on  the  basis  of  continuing  ex- 
perience. 


Actually,  there  is  no  sharp  cleavage  between  my 
own  and  Dr.  Brown’s  stated  hypothesis  of  the  nature 
of  the  atopic  diseases  and  the  role  of  low-level  anti- 
biotic dosage.  We  both  assume  a hypersensitivity 
on  the  part  of  a certain  constitutionally  predisposed 
individual  and  a shock  organ  which  is  susceptible  to 
the  antigenic  action  of  a bacterial  product.  Dr.  Brown 
regards  the  latter  as  pleuropneumonia-like  organisms 
while  I have  considered  them  to  be  protein  degrada- 
tion products.  It  makes  little  difference,  practically, 
since  a hypersensitive  response  is  involved — one  that 
is  abrogated  by  adrenal  cortex  action.  Dr.  Brown 
supplies  the  corticotherapeutic  substance  by  ad- 
ventitious administration;  I believe  that  the  action 
will  take  place  automatically  and  autochthonously 
in  response  to  the  existing  stress  when  the  brake  im- 
posed by  the  bacterial  products  on  the  corticotropic 
mechanism  is  removed.  And  I believe  also  that 
countless  physicians  have  been  practicing  this  type 
of  corticomimetic  therapy  for  decades,  for  we  now 
find  that  aspirin,  the  arsenites,  or  almost  any  coli- 
form  suppressor  chemotherapeutic  has  these  corti- 
comimetic effects  when  given  to  an  individual  who  is 
failing  otherwise  to  react  to  a stress  situation. 2 The  use 
of  such  “alteratives”  as  Fowler’s  solution  in  Hodg- 
kin’s disease  or  salicylates  in  rheumatic  fever  by 
unsung  good  physicians  may  now  find  a rational 
basis  in  such  fact  and  point  up  the  additional  fact 
that  there  is  little  new  under  the  sun. 

Theories  notwithstanding,  the  therapeutic  ac- 
complishment of  the  Washington  group,  after  many 
years  of  work  along  these  lines,  represents  such  a 
distinct  advance  that  it  can  hardly  be  overestimated. 
Low-level  antibiotic  dosage  may  threaten  the  basis 
of  present-day  antibiotic  therapy  and  practices,  some 
of  which  are  undoubtedly  indiscriminate.  Current 
tendencies  to  step  up  antibiotic  dosage  in  deferves- 
cence failures  may  turn  out  to  be  exactly  the  wrong 
thing  to  do.  Further  word  from  them  will  be  awaited 
with  interest. 

Robert  D.  Barnard,  M.D. 

138-48  231st  Street 
Laurelton,  New  York 
June  18,  1951 


1 Cochran,  J.  B.,  Watson,  R.  D.,  and  Reid,  J.:  Brit.  M.  J. 
147:  1141  (1950). 


PARATHION  POISONING 

Although  parathion  can  be  safely  used  in  agri- 
cultural sprays  and  dusting  powders  if  proper  care  is 
taken,  it  and  related  insecticides  are  highly  toxic 
to  man.  Through  inhalation,  skin  absorption,  or 
both,  accidental  exposures  resulted  in  six  deaths  in 
the  last  year,  with  a number  of  nonfatal  poisonings 
in  addition  to  these.  The  action  of  parathion  is 
similar  to  that  of  the  compounds  identified  as  DFP 
and  TEPP — acute  disruption  of  the  nervous  system 
due  to  inhibition  of  cholinesterase  enzymes.  The 
authors  present  24  case  histories  illustrating  cases  of 
poisoning  by  these  agents  both  in  processing  plants 
and  in  spray  operations.  Intoxication  is  an  acute 
episode  twenty-four  to  forty-eight  hours  in  duration 
receding  with  cholinesterase  regeneratien. 


The  authors  emphasize  that  when  these  accidents 
occur — and  they  can  be  prevented— prompt  treat- 
ment may  be  a matter  of  life  or  death.  Atropine, 
Vioo  to  V6o  grain,  should  be  given  at  once  and  there- 
after often  enough — every  hour  or  oftener — to  keep 
the  patient  fully  atropinized  (mouth  dry,  pupils 
dilated).  Postural  drainage  may  be  necessary  to 
clear  the  lungs  if  they  have  filled  before  the  atropine 
takes  effect.  Oxygen  is  then  indicated.  Morphine 
is  contraindicated.  Ample  time  for  cholinesterase 
regeneration  should  be  allowed  even  after  the 
mildest  symptoms  before  any  possible  further  expo- 
sure to  these  agents. — D.  O.  Hamblin,  M.D.,  and 
J.  F.  Marchand,  M.D.,  The  American  Practitioner, 
January,  1951 


NEW  YORK  STATE  ACADEMY  OF  GENERAL 

PRACTICE 

THIRD  ANNUAL  SCIENTIFIC  ASSEMBLY 

October  29,  30,  and  31,  1951 


Hotel  Statler 
New  York  City 


SCIENTIFIC  PROGRAM 


Monday,  October  29 


Morning  Session 

|8  :00  a.m. — General  registration 

9:00  a.m. — Address 

Dr.  J.  Stanley  Kenney,  president, 
Medical  Society  of  the  State  of 
New  York 

9:15  a.m. — “General  Practice  Aspects  of  Atomic 
Defense  in  New  York  City” 

Dr.  Marcus  D.  Kogel,  New  York  City, 
Commissioner  of  Hospitals 

« 9:30  a.m. — Symposium:  “ACTH  and  Cortisone” 

1.  “Status  in  Clinical  Medicine” 

Dr.  Philip  S.  Hench,  professor  of 
medicine,  Mayo  Clinic,  chair- 
man 

2.  “In  Rheumatoid  Arthritis” 

Dr.  Richard  Harold  Freyberg, 
associate  professor  of  clinical 
medicine,  Cornell  University 

3.  “In  Rehabilitating  the  Arthritic” 

Dr.  Edward  W.  Lowman,  former 
fellow  in  internal  medicine, 
Mayo  Foundation 

4.  “In  Ophthalmology” 

Dr.  Conrad  Berens,  professor  of 
ophthalmology,  New  York 
University 

5.  Forum  discussion 


Afternoon  Session 

2:00  p.m. — Symposium:  “Newer  Therapy” 

Dr.  J.  P.  Sanders,  president,  American 
Academy  of  General  Practice,  chair- 
man 

1.  “Anticoagulants” 

Dr.  Irving  S.  Wright,  professor  of 
clinical  medicine,  Cornell  Uni- 
versity 

2.  “Antibiotics” 

Dr.  Chester  S.  Keefer,  physician- 
in-chief,  Massachusetts  General 
Hospital 

3.  “Antibiotics  in  Tuberculosis” 

Dr.  Paul  A.  Bunn,  associate  pro- 
fessor of  medicine,  Syracuse 
University 

4.  “Radioisotopes — Current  Develop- 

ments” 

Dr.  Joe  W.  Howland,  medical 
chief,  Atomic  Energy  Project, 
University  of  Rochester 

5.  “Radioisotopes  in  Clinical  Medicine” 

Dr.  Rulon  Rawson,  Sloan-Ketter- 
ing  Institute,  Memorial  Hos- 
pital 

6.  Forum  discussion 


Tuesday,  October  30 


Morning  Session 

9:00  a.m. — “Cancer  of  the  Breast” 

Dr.  Frank  E.  Adair,  associate  pro- 
fessor of  surgery,  Cornell  Uni- 
versity, chairman 

9:30  a.m. — “Gynecologic  Cancer” 

Dr.  Howard  Canning  Taylor,  Jr., 

director,  Sloan-Kettering  Institute 

9:50  a.m. — “Gastrointestinal  Cancer” 

Dr.  Frank  H.  Lahey,  director,  Lahey 
Clinic,  Boston,  Massachusetts 


10:20  a.m. — “Endoscopy  Diagnosis” 

Dr.  Chevalier  Jackson,  Jr.,  professor 
of  laryngology  and  bronchoscopy, 
Temple  University,  Philadelphia, 
Pennsylvania 

10:40  a.m. — “Genitourinary  Cancer” 

Dr.  Oswald  Swinney  Lowsltey,  direc- 
tor, Lowsley  Foundation 

11:00  a.m. — F orum  discussion 
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Afternoon  Session 

2:00  p.m. — Symposium:  “Functional  Disturbances” 

1.  "Nervousness,  Indigestion,  and 

Pain” 

Dr.  Walter  C.  Alvarez,  consultant 
and  professor  of  medicine,  Mayo 
Clinic,  chairman 

2.  “Psychosomatic  Aspects  of  Heart 

Disease” 

Dr.  Arthur  M.  Master,  consultant 
cardiologist,  Mount  Sinai  Hos- 
pital, New  York  City 

3.  “Backache  Tetrad” 

Dr.  John  Robert  Cobb,  professor 
of  orthopedics,  New  York  Poly- 
clinic Medical  School  and  Hos- 
pital 


Wednesday, 

Morning  Session 

9:00  a. m.— Symposium:  “Nutritional  and  Meta- 

bolic Diseases” 

1.  “The  Obese  Patient” 

Dr.  Norman  Jolliffe,  director, 
Bureau  of  Nutrition,  New  York 
City  Department  of  Health, 
chairman 

2.  “Parenteral  Feeding  in  the  Surgical 

Patient” 

Dr.  Robert  Elman,  professor  of 
clinical  surgery,  Washington 
University  Medical  School,  St. 
Louis,  Missouri 

3.  “Metabolic  Diseases:  Calcium  and 

Phosphorus  in  Clinical  Medicine” 
Dr.  Isadore  Snapper,  clinical 
professor  of  medicine,  Columbia 
University  College  of  Physicians 
and  Surgeons 

4.  “Diet  in  Arteriosclerosis” 

Dr.  William  Dock,  professor  of 
medicine,  State  University 
Medical  School  in  New  York 
City 

5.  “Nutritional  Disturbances:  The 

Role  of  Bi2,  Folic  Acid,  and 
Protein” 

Dr.  William  Jefferson  Darby, 

assistant  professor  of  medicine, 
Vanderbilt  University  Medical 
School 

6.  Forum  discussion 


4.  “Geriatrics” 

Dr.  Wingate  M.  Johnson,  pro- 
fessor of  clinical  medicine,  Bow- 
man Gray  School  of  Medicine, 
Wake  Forest  College 

5.  “The  Anxiety  State:  Psycho- 

therapy” 

Dr.  Stewart  George  Wolf,  Jr., 

assistant  professor  of  medicine, 
Cornel]  LTniversity 

f>.  “Possible  Relationship  Between  Skin 
Diseases  and  the  Emotions” 
Dr.  Marion  Baldur  Sulzberger, 
professor  of  dermatology  and 
syphilology,  New  York  Uni- 
versity Post-Graduate  Medical 
School 

7.  Forum  discussion 


October  31 

Afternoon  Session 

2:00  p.m. — Symposium:  “Everyday  Practical 

Procedures — The  General  Practi- 
tioner at  Work” 

Dr.  Rufus  B.  Robins,  vice-president, 
American  Medical  Association, 
chairman 

1.  “Rehabilitation” 

Dr.  Howard  A.  Rusk,  professor  of 

rehabilitation  and  physical 
medicine,  New  York  University- 
Bellevue  Medical  Center 

2.  “Laboratory  Procedures” 

Dr.  Maurice  Bruger,  associate 
professor  of  medicine,  New 
York  University-Bellevue  Medi- 
cal School 

3.  “Office  Gynecology” 

Dr.  Walter  Reich,  professor  of 
gynecology,  Cook  County  Grad- 
uate School,  Chicago,  Illinois 

4.  “Ambulatory  Surgery” 

Dr.  Lewis  Kraeer  Ferguson,  pro- 
fessor of  surgery,  University  of 
Pennsylvania 

5.  “Fractures  Suited  for  Ambulatory 
Treatment” 

Dr.  Eugene  Regan,  associate  pro- 
fessor of  orthopedic  surgery, 
Vanderbilt  University  Medical 
School 

6.  Forum  discussion 
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A “short  cut”  to  control  of  edema 
in  ambulatory  congestive  failure  cases 


‘Resodec’  will  permit  many  of  your  ambulatory  patients — 
in  the  mild  or  moderately  severe  stages  of  congestive  failuri 
to  return  to  more  nearly  normal  living.  Because  it  brings 
the  patient  into  the  compensated  state,  ‘Resodec’  usually 
reduces  the  hardships  that  formerly  had  to  be  imposed 
in  these  cases,  i.e.,  (1)  limited  activity,  (2)  rigid  sodium 
restriction,  and  (3)  mercurial  injections. 


‘Resodec’  restores  sodium  balance 

Smith,  Kline  & French  Laboratories,  Philadelphia 


R^*odec’-— S.K.F.'s  Trademark  for  their  polycarboxyiic  cation  exchange  resin 
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NECROLOGY 


[N.  Y.  State  J.  M. 


When  the  diet 
is  deficient  in  vitamins 

Theragran  offers  your  patients  the 
clinically  proved,  truly  therapeutic 
“practical”  vitamin  formula*  recom- 
mended by  Jolliffe.  (Jolliffe,  Tisdall 
& Cannon:  Clinical  Nutrition,  New 
York,  Hoeber,  1950,  p.634.) 


THERAGRAN  supplies  all  of  the  vita- 
mins indicated  in  mixed  vitamin 
therapy  in  the  carefully  balanced,  high 
dosages  needed  for  fast  recovery  from 
mixed  deficiencies. 

Each  Theragran  Capsule  contains: 

Vitamin  A ......  25,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  Hydrochloride 10  mg. 

Riboflavin  ...........  5 mg. 

Niacinamide  . . . ......  150  mg. 

Ascorbic  Acid  . t 150  rag. 

Bottles  of  30.  100  and  1000 


When  you  want  truly  therapeutic  dosages  specify... 

THERAGRAN 

for  therapy. .. 

and  correct  the  patient’s  diet 

Squibb 
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Lemuel  De  Los  Ayers,  M.D.,  formerly  of  Belle- 
rose,  Long  Island,  died  on  July  20  at  his  home  in 
Ridgewood,  New  Jersey,  at  the  age  of  seventy-eight. 
Dr.  Ayers  was  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1897.  During  World 
War  I he  served  with  the  Seventh  Regiment,  since 
known  as  the  107th  Infantry,  as  a captain,  and  was 
a retired  colonel  of  the  Regiment  at  the  time  of  his 
death.  For  many  years  Dr.  Ayers  practiced  in  New 
Rochelle,  and  for  forty  years  he  was  physician  for 
the  I.R.T.  subway  in  New  York  City.  Dr.  Ayers 
was  a member  of  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Philip  H.  Berke,  M.D.,  of  Flushing,  died  suddenly 
on  July  29  while  piloting  his  cabin  cruiser  across 
Great  South  Bay  off  Freeport,  Long  Island,  at  the 
age  of  forty-four.  Dr.  Berke  received  his  medical 
degree  from  the  New  York  Homeopathic  Medical 
College  in  1933.  A Fellow  of  the  American  College 
of  Anesthesiologists,  Dr.  Berke  was  a member  of  the 
American  Society  of  Anesthesiologists,  the  New 
York  State  Society  of  Anesthesiologists,  the  Queens 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


David  Field,  M.D.,  of  the  Bronx,  died  on  May  12 
at  the  age  of  sixty-three.  Dr.  Field  received  his 
medical  degree  from  the  University  of  Vienna  in 
1929  and  interned  at  Morrisania  Hospital  in  the 
Bronx.  He  was  assistant  attending  physician  at  the 
Morrisania  Hospital  and  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Samuel  Warren  Hamilton,  M.D.,  formerly  of 
New  York  City,  died  on  July  27  in  Rutland,  Ver- 
mont, at  the  age  of  seventy-two.  Dr.  Hamilton 
was  graduated  from  the  Columbia  Lhiiversity  Col- 
lege of  Physicians  and  Surgeons  in  1903  and  retired 
last  year,  when  he  moved  to  Vermont.  During 
World  War  I,  Dr.  Hamilton  served  as  a major  in 
the  U.S.  Army  Medical  Corps  and  was  also  con- 
sultant in  neuropsychiatry  to  the  42nd  Division  of 
the  1st  Army  Corps,  3rd  Army. 

A Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology,  Dr.  Hamilton  was  a member  of  the 
American  Psychiatric  Association,  the  American 
Psychopathological  Association,  the  .American  Asso- 
ciation on  Mental  Deficiency,  the  New  York 
Academy  of  Medicine,  the  New  York  Psycho- 
analytic Society,  the  New  York  Society  for  Clinical 
Psychiatry,  the  New  York  County  Medical  Society, 
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the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Eugene  Kaufmann,  M.D.,  of  College  Point,  died 
on  April  18  at  the  age  of  seventy.  Dr.  Kaufmann 
received  his  medical  degree  from  the  University  of 
Freiburg  in  1906.  He  was  a member  of  the  Queens  i 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Jacob  Mantinband,  M.D.,  of  New  York  City,  died 
on  June  1 at  the  age  of  seventy-two.  Dr.  Mantin- 
band was  graduated  from  the  Columbia  University 
College  of  Physicians  and  Surgeons  in  1900.  He 
was  attending  pediatrician  at  the  New  York  Poly- 
clinic Hospital  Outpatient  Department  and  a mem- 
ber of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Aloney  L.  Rust,  M.D.,  of  Malone,  died  on  July  1 
at  his  home  at  the  age  of  seventy-four.  Dr.  Rust 
was  graduated  from  the  Syracuse  University  College 
of  Medicine  in  1900  and  practiced  in  Syracuse, 
Moira,  and  Brushton,  before  coming  to  Malone  in 
1913  where  he  practiced  until  his  semiretirement  in 
1947.  In  1950,  Dr.  Rust  was  honored  by  the  Medical 
Society  of  the  State  of  New  York  for  having  com- 
pleted fifty  years  in  medical  practice.  Dr.  Rust  was 
attending  physician  at  the  Alice  Hyde  Hospital  in 
Malone,  had  served  on  the  staff  of  the  St.  Lawrence 
State  Hospital  in  Ogdensburg,  was  for  many  years 
physician  for  the  Malone  public  schools,  and  was 
chairman  of  the  World  War  II  Selective  Service 
Board.  Dr.  Rust  was  a former  president  of  the 
Franklin  County  Medical  Society  and  the  Malone 
Medical  Society  and  was  a member  also  of  the 
Medical  Society  of  the  State  of  New  York  and  the 
American  Medical  Association. 


Therapeutic  dosages 
give  therapeutic  results 

“...recovery  from  a nutritional  defi- 
ciency is  usually  retarded  if  one 
depends  only  upon  the  vitamins  sup- 
plied in  food.”  (Spies  and  Butt  in 
Duncan:  Diseases  of  Metabolism, 
ed.  2,  Phila.,  Saunders,  1947,  p.495) 


When  you  want  all  of  the  vitamins  indicated  in 
mixed  vitamin  therapy  in  the  necessary  high  dosages 
. . . specify  THERAGRAN 


ANNOUNCEMENTS 

See  page  2034  of  Part  I of  this  issue  of  the 
Journal  for  the  program  of  the  meeting  of  the 
Fifth  District  Branch  in  Syracuse  on  Tuesday, 
September  11,  1951. 

See  page  20  of  Part  II  of  this  issue  of  the 
Journal  for  the  full  text  of  Dr.  J.  Stanley 
Kenney’s  important  inaugural  address  to  the 
House  of  Delegates. 


Each  Theragran  Capsule  contains: 

Vitamin  A . . 26.000  U.S.P.  Unit* 

Vitamin  D 1,000  U.S.P.  Unita 

Thiamine  Hydrochloride  ...  . . . 10  mg. 

Riboflavin  5 mg. 

Niacinamide 150  mg. 

Ascorbic  Acid  .........  150  mg. 

Bottles  of  30.  100  and  1000 


THERAGRAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUItl 


Sqjjibb 


"TMEtAORAW-T.  M..  B.  ».  SQUIBB  4 SOBS 
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Investment  Opportunities 
in 

Drug  Companies 

Our  Research  Department  has  re- 
cently prepared  a Special  Report  on 
leading  ethical  and  proprietary  drug 
companies.  The  Report  discusses  the 
outlook  for  the  industry  and  lists 
data  on  15  prominent  drug  stocks, 
several  of  which  yield  over  5%  at 
current  prices. 

For  a copy  of  the  Report, 
write  or  call  our  nearest  office. 

Hemphill,  Noyes, 
Graham,  Parsons  C&,  Co. 

Members  New  York  Stock  Exchange 

15  Broad  Street  Ten  Eyck  Bldg. 

NEW  YORK  ALBANY 


PHONE:  TE  8-5888 


For  well  trained,  highly  qualified  personnel 

MEDICAL  ASSISTANTS  • MEDICAL  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 

FOR  PHYSICIANS’  AIDES  Madison  Avanue 
New  York  21 , N.  Y. 


FRANCES  SHORTT  MEDICAL  AGENCY 


SPECIALISTS 


I*  the  Placement  af 
Campetant  Medical  Persanne 


FRANCES  SHORTT,  R.N.,  Dirtctmr 

8*0  Madltaa  Ave.,  N.  V.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


TRAINED  MEDICAL  OFFICE  ASSISTANTS 

Rigid,  thorough  training  in  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  madical  machines 
makes  Paine  Hall  graduates  capable  assistants.  Our  free 
placement  service  helps  you  find  the  right  girl. 

1 008  Fifth  Ave.,  New  York  28 
Bu.  8-2294 

Licensed  by  State  of  N.  Y. 


In  treating  Para  nasal  Infection 
many  doctors  prescribe  ARGYROL 
for  decongestion  without  rebound 

• 

It  pays  to  dispense 
Original  Package  ARGYROL 

Fast  • Accurate  • Convenient  • No  Spoilage 
Profits  up  to  57^%  • Fair-Traded 

A.  C.  BARNES  COMPANY  . NEW  BRUNSWICK,  N.  J. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


BUY 


SAVINGS  BONDS 
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YOU , Doctor,  are  the  best  judge,  so 

BELIEVE  IN 
YOURSELF! 

With  so  many  claims  made  in  cigarette  advertising, 
most  doctors  prefer  to  judge  for  themselves. 

So,  Doctor,  won’t  you  make  this  simple  test? 

Take  a Philip  Morris  — and  any  other  cigarette.  Then, 

1 Light  up  either  one.  Take  a puff— don’t 
• inhale  — and  s-l-o-w-l-y  let  the  smoke 
come  through  your  nose. 


2 Now  do  exactly  the  same  thing  with  the 
• other  cigarette. 


Notice  that  Philip  Morris 

is  definitely  less  irritating,  definitely  milder. 

Then,  Doctor  ...BELIEVE  II\  YOURSELF! 

Philip  Morris 

Philip  Morris  & Co.  Ltd.,  Inc. 

100  Park  Avenue.  New  York  17,  N.  Y. 
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THE  1951  MEDICAL  DIRECTORY  IS  NOW  AVAILABLE 

For  complete  and  authoritative  data  on  physicians,  hospitals, 
medical  society  and  administrative  officials  in  New  York  State, 
the  official  publication  of  the  Medical  Society  of  the  State  of 
New  York  is  an  invaluable  reference  volume. 


Be  sure  to  notice  the  many  added  features — Scientific  Information; 
Functions  and  Services  of  your  State  Society;  New  York  City  and 
State  Departments  of  Health;  New  York  State  Medical  Practice 
Act;  Workmen’s  Compensation  Rules  and  Procedures;  Narcotic 
Regulations;  Medical  Care  Insurance  Information;  Listings  of 
Pharmaceutical  Suppliers,  Equipment  Suppliers,  Nursing  Homes, 
and  other  important  data,  all  included  for  the  first  time. 


NOTE:  All  membei  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical 

Directory  of  New  York  State. 
3%  Sales  Tax  in  New  York  City. 

Price  $15.00  per  volume  plus 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF 
ORDERING  FOR  HOSPITALS, 

ORDERS,  PLEASE  STATE  WHEN 
SOCIETIES,  COMPANIES,  ETC. 
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Outstanding  Value  . . . 

Outstanding  Nutritional  Benefits 


The  Seal  of  Acceptance  denotes  that 
the  nutritional  statements  made  in 
this  advertisement  are  acceptable  to 
the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association. 


Whether  the  pocketbook  calls  for  economy  or  permits  satisfaction 
of  that  urge  for  the  fanciest  cuts,  meat  gives  your  patients  full 
value  for  their  money.  Every  cut  and  kind  of  meat  supplies,  in 
abundance , these  essential  nutrients: 

1.  Biologically  complete  protein  . . . the  kind  which  satisfies 
the  requirements  for  growth  and  which  is  needed  daily  for 
tissue  maintenance,  antibody  formation,  hemoglobin  syn- 
thesis, and  good  physical  condition. 

2.  The  essential  B complex  vitamins,  thiamine,  riboflavin,  and 
niacin. 

3.  Essential  minerals,  including  iron  in  particular. 

In  addition  to  these  tangible  values,  meat  ranks  exceptionally 
high  not  only  in  taste  and  palate  appeal,  but  also  in  satiety  value. 

The  instinctive  choice  of  meat  as  man's  favorite  protein  food 
has  behind  it  sound  nutritional  justification.* 


*McLester,  J.  S. : Protein  Comes  Into  Its  Own,  J.A.M.A.  139: 897  (Apr.  2,)  1949 

American  Meat  Institute 

Main  Office,  Chicago. ..MembersThroughout  the  United  States 
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Owner  - Direct  or  BROWN’S  mu^vHiii 

MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


HALYCON  REST 

764  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  TgLiPMone;  Rye  7-0550  Write /or  illustrative  booklet. 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

830  W.  41  St.  New  York  18,  N.  y. 


WEST  HELM . 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  2 private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingjbridge  9-8440 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 
CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorder*,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Mtd.  Supt.  *Tel.  8-16*1 


MANOR  NURSING 


HOLBROOK  inniwii  HOME 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al  I Neurologica  I Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbjstoov-tn-asrp. 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  4*0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Officci 

Dr.  Louis  Wander — 59  E.  79th  St.— *8u  8-0580 — Mon-Wad-Fri 
Dr.  Joseph  Epstein— 975  Park  Ava.— Rh  4-3700— Tues*Thurs*Sat 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phona  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Phyttcton 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  AmityviUe  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physiei*n-in-CKmrt. 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Long  acre  3-0799 
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MEDICAL  MANAGEMENT  - GROUP  PRACTICE 
CONSULTING 


Assistance  in  all  phases  of  medical  and  group  practice  ad- 
ministration, partnerships,  practice  expansion,  investment 
counselling,  tax  and  life  planning,  personnel,  collections. 
Financial  records  for  Doctor  exclusively — write  for  MED- 
ICAL ECONOMICS  reprint.  George  W.  Condit,  127  East 
60th  Street,  N.  Y.  C.  TEmpleton  8-7082. 


WANTED 


Up-state  New  York.  Associate  for  general  medicine.  Be- 
oome  full  partner.  Laboratory  facilities  in  office.  Near  city 
hospitals.  Write  Gerald  8.  McGuire,  M.D.,  Webster,  N.  Y. 


WANTED 


G.P.  desires  to  rent  office  and  home  within  100  miles  of 
N.  Y.  C.  Box  460,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Bay  Shore,  N.  Y.  Ideal  location  for  Doctor's  convalescent 
home;  fully  furnished  12  rooms,  3 baths,  improvements,  large 
grounds,  8300  monthly.  Jerome,  East  Islip,  N.  Y. 


FOR  RENT 


DOCTOR’S  OFFICE  39  E.  75th  ST. 

FIVE  ROOMS  GROUND  FLOOR  8350  PER  MONTH 
SERVICE  & ELECTRICITY  INCLUDED 
For  Information  Call 

MRS.  E.  B.  GRESSER  BUTTERFIELD  8-0716 


FOR  RENT 


80’s,  East,  4 rooms,  2 baths.  Vacant. 
CUSHMAN  & WAKEFIELD.  INC. 
MU  2-7226 


FOR  RENT 


W.  71st  Street.  Bet.  Broadway  and  West  End.  3J^  rooms, 
ground  floor,  new  garden  apt.,  modern,  all  improvements, 
suitable  professional  and  living.  Rh.  4-6855 


FOR  RENT 


11  Riverside  Drive,  Elegant  fully  furnished  office  suitable 
Psychiatrist.  Psychologist  eto.,  with  or  without  Secretarial 
Service.  TR  3-1462. 


DOCTOR’S  OFFICES  FOR  RENT 


68th  St.,  E. — 3 rooms,  and  lav.  Separate  entrance.  AC- 
DC  current.  Reasonable  M.  E.  Smith,  Mu.  3-6360 


CLASSIFIED 


Medical  writing  staff  will  do  your  writing  chores:  ghost- 

writing, editing,  bibliographies.  Reasonable  rates;  inquiries 
welcomed.  Box  468,  N.Y.  State  Jr.  Med. 


COURSES 


Courses  in  HYPNOSIS,  physicians  and  dentists  only 
starting  October,  information  JOHN  LEVBARG,  M.D 
219  W.  86  St„  N.  Y.  C.  En.  2-6845. 


MEDICAL  BOOKS 


MEDICAL  BOOKS  of  all  publishers.  Obtain  all  your 
books  from  one  source,  only  one  account  necessary. 
Harold  Lerman,  2268  Grand  Conoourse  New  York  57, 
N.  Y.  Luklow  40282. 


FOR  SALE 


Bronx,  active  general  practice  completely  equipped;  EKG; 
Basal;  Diathermy;  X-ray  fluoroscope;  apartment  combina- 
tion. Excellent  opportunity.  Box  474,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Must  sell,  because  of  ill  health,  doctors  modern  home  and 
office.  Residential  West  End  Newburgh,  N.  Y.  One  other 
doctor  in  area.  Est.  40  yrs.  Unusual  opportunity.  W.  J. 
McIntyre,  Realtor,  Newburgh,  N.  Y. 


PROFESSIONAL  BUILDING  FOR  RENT 


FLORAL  PARK,  L.  I.  Corner  main  street,  half  a block 
past  theatre,  ideal  location  for  group  of  specialties,  several 
offices  occupied  now,  moderate  rental.  Call  Fieldstone 
7-1616.  Box  480,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Established  Physician’s  Office,  Westchester.  Beautiful 
Home-Office  combination.  Unusual  opportunity.  Excel- 
lent Location  Asking  825,500.  Must  be  seen  to  appre- 
ciate. Box  481,  N.  Y St.  Jr.  Med. 


FOR  SALE 


Doctor’s  residence  and  office,  Brooklyn,  N.  Y.  Separate 
entrances.  General  practice  20  years.  Excellent  condition 
oil  heat  automatic- Rusco  storm  windows  and  screens  through- 
out. Please  write  to  Stephen  J.  Naso,  M.D.,  228  Lincoln 
Road,  Brooklyn,  N.  Y. 


PHARMACEUTICALS 
A complete  line  of  laboratory  con* 
trolled  ethical  pharmaceuticals.  Chemists 

to  the  Medical  Profession  since  1903. 


NY  9-51 


a 

THE  ZEMMER  CO 


EMMER 


PITTSBURGH  13,  PA. 
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Before  intranasal  administration  of  After  instillation  of  the  Suspension 

Paredrine-Sulfathiazole  Suspension.  in  the  Proetz— or  head-low — position . 

(Photographs  slightly  enlarged) 


These  photographs  show  the  advantages  of  a SUSPENSION 

in  treating  INTRANASAL  INFECTIONS 

Paredrine-Sulfathiazole  Suspension — unlike  antibacterial  agents  in  solution — does  not 
quickly  wash  away.  It  clings  to  infected  areas  for  hours — assuring  prolonged  bacteriostasis. 
When  instilled  in  the  Proetz  position,  it  reaches  all  of  the  sinal  ostia,  thus  helping  to  pre- 
vent sinusitis. 

Paredrine-Sulfathiazole  Suspension  is  the  most  widely  prescribed  sulfonamide  nose  drop. 
No  instances  of  sensitivity  to  its  use  have  ever  been  reported. 

A suspension  of  'Micraform’  sulfathiazole,  5%,  in  an  isotonic  aqueous  medium  with  'Paredrine’ 
Hydrobromide  (hydroxyamphetamine  hydrobromide,  S.K.F.),  1%;  preserved  with  ortho-hydroxy  - 
phenylmercuric  chloride,  1:20,000. 

Smith , Kline  & French  Laboratories,  Philadelphia 

Paredrine-Sulfathiazole  Suspension 

vasoconstriction  in  minutes... bacteriostasis  for  hours 


'Paredrine’  & ’Micraform’  T.M.  Reg.  U.S.  Pat.  Off. 
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.Antistine-Privine  contains  Antistine,  to  block 
the  congestive  action  of  histamine,  and  Privine, 
to  shrink  the  nasal  mucosa.  Friedlaender  and 
Friedlaender  found  that  the  decongestant 
action  of  Antistine-Privine  on  the  allergic  nasal 
mucosa  “in  many  instances  appears  to  be 
more  intense  and  prolonged  than  from  either 
solution  alone!” 

Systemic  side  reactions  or  rebound  congestion 
are  unlikely  with  Antistine-Privine  because  of  the 
low  concentrations  of  the  active  ingredients. 

Antistine-Privine,  aqueous  solution  of 
Antistine®  (antazoline)  hydrochloride,  0.5%  and 
Privine®  (naphazoline)  hydrochloride,  0.025%, 
in  bottles  of  1 fl.  oz.  with  dropper.  2/1655  m 


/.  Friedlaender.  S.  and  Friedlaender , A.  S.:  Am.  Pract.  2:643 , 1948 


Ciba.  Pharmaceutical  Products.  Inc.,  Summit.  N.  J. 


IN  HAY  FEVER 


even  the  most  refractory  cases 


of  nasal  congestion 
are  frequently  relieved  by 


Antistine-Privine 


A synergistic  combination  of  a vasoconstrictor  and  an  antihistaminic 
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a successful  new  product 
in  the  treatment  of  allervies  and  dermatoses 


Pyromen  is  a sterile,  non-protein  and 
nonanaphylactogenic  bacterial  component 
prepared  for  intravenous  use. 

Extensive  clinical  tests  have  demonstrated 
the  efficacy  of  Pyromen  in  the  symptomatic 
control  of  allergic  disorders  such  as  hay 
fever  and  asthma— and  in  the  treatment  of 
skin  disorders  such  as  neurodermatitis  . . . 
atopic  dermatitis  . . . chronic  and  acute 
urticaria  . . • penicillin  reactions  with  acute 
angioedema  and  urticaria  . . . contact  der- 
matitis . . . idiopathic  generalized  pruritus 
and  certain  endogenous  eczemas. 

Pyromen  is  a successful  addition  to  the 
armamentarium  of  the  medical  profession. 


Manufactured  by 


TRAVENOL  LABORATORIES,  INC. 


Subsidiary  of  BAXTER  LABORATORIES,  INC 
MORTON  GROVE,  ILLINOIS 
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For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


NUC  A 


r 


XL 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  bate. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  In  Indigestion,  hyper* 
acidity,  bloating  and  flatulence. 

1 or  2 tablets  daily  '/y  hour  after  meals.  Bottles  of  1 00. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  Now  York 


AN  EXCELLENT  ADJUNCT 

In  your  treatment  of  patients  with  large,  wide  problem  feet. 
Corrective  footwear  for  men,  women  end  children. 

Shoe  therapy  to  your  instructions. 

Prosthetic  extensions  in  moderate  elevations. 


78  FIRST  AVENUE 

NEW  YORK  3.  N.  Y. 


Between  4th  and  5th  Streets 
GRamercy  7-5504 
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2or.o 


for  diagnosis 


before  symptoms  occur ... 


for  speed , 

simplicity  and  precision 
in  urine-sugar  analysis 


great  Arab  "prince  of  physicians,” 
Avicenna  (980-1037  A.D.),  described 
tial  clinical  features  of  diabetes 
mellitus.  In  his  era,  however,  recognition 
of  the  disease  was  limited  to  cases  in 
which  morbidity  was  already  manifest. 


Early  diagnosis  of  “pre-symptomatic”  diabetes 
mellitus  became  feasible  only  centuries  later, 
with  the  development  of  copper-reduction 
testing  for  glycosuria. 

Today,  medical  agreement  upon  “the 
tremendous  importance  of  the  recognition  of 
diabetes  in  an  early  stage  before  symptoms  and 
complications  have  developed”1  accents 
the  axiom: 


frequent,  routine 

urine-sugar  analysis  for  every  patient 


> 

Centuries  to  Perfect; 

Seconds  to  Perform 


Clinitest 


07 


(Brand)  Reagent  Tablets 

Clinitest  Reagent  Tablets:  Bottles  of  36  and 
Cartons  of  24  (Sealed  in  Foil), 

Institutional  Packages  of  1200  and  3000. 

Clinitest  Urine-sugar  Analysis  Sets,  No.  2106 
and  No.  2155  (Universal  Model) 

1.  Root,  H.  F.:  Indust.  Med.  & Surg.  79:257  (June)  1950 
Clinitest,  trade  mark  reg. 
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for  the  successful  treatment  of  . 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  EMPLOYED  in  tht  Department  of  Peripheral  Vascular  Diseases— New  York 
Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC. 


123  West  64th  Street 

New  York  23,  N.  Y. 

Makers  of  the  Soothing,  Modernized  Form  of  Burow's  Solution 
DOMEBORO— Tablets  • Powder  • Packets  . Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months.  . ...  , . r ...  . . , 

Dome  paste  bandage  is  a flesh  colored,  4"  x 10  yd.  gauze  bandage  impregnated  with  a modified  Unna  s Formula  consisting  of  zinc 
exile,  glycerine,  gelatin  and  calamine.  This  Unna's  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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completely 
amenable 
to  cure” 


"Vitamin  deficiency  diseases  . . . 

with  the  exception  of  a few  extreme  instances  are 

completely  amenable  to  cure."* 


Available  in 
bottles  of  30  and  100  capsules. 

*Wilbur,  D.  L.:  Principles  in  the 
Use  of  Vitamins  in  Treatment:  I.Vita- 
min  Deficiency  Diseases.  Gastro- 
enterology, 1:179,  Feb.,  1943. 


When  a vitamin  deficiency  state  exists  — as  may 
be  the  case  in  old  age,  with  restricted  diets, 
during  convalescence,  certain  chronic  illnesses, 
pregnancy  — intensive  vitamin  therapy 
may  be  effectively  instituted  with 


P L U R A X I N 

SPECIAL  THERAPEUTIC  FORMULA 
High  Potency  Multiple  Vitamin  Capsules: 

Vitamin  A 25,000  units 

Vitamin  B*  (thiamine) 15  mg. 

Vitamin  B2  (riboflavin) 10  mg. 

Vitamin  B6  (pyridoxine) 2 mg. 

Calcium  pantothenate ’ . . 10  mg. 

Nicotinamide 150  mg. 

Vitamin  C (ascorbic  acid) 150  mg. 

Vitamin  D2  (calciferol) 1,000  units 

One  or  two  capsules  of  PLURAXIN  daily  usually  suffice. 


New  Yornt.N.  Y.  Windsor,  Out. 


PLURAXIN.  trademark  rag.  U.  S.  & Canada 
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To  encourage  normal  healing 


wounds 

ulcers 

burns 

dermatoses 


Chloresium 


Ointment 

and 

Solution  (pi 


(Plain) 


brand  of  water-soluble  chlorophyll  derivatives 


Here  are  typical  comments 

from  published  reports  on  Chloresium- 

in  decubitus  ulcers  . . . 

“early  epithelization  not  previously  seen  . . .”1 

in  dermatoses  . . . 

“alleviation  of  itching  and  burning  . . . reduction  in  the  erythema  and 
edema  . . . absence  of  oozing  . . .”2 


in  ivounds  . . . 

“tended  to  produce  a clean  granulating  wound  . . . effective  deodorant 
when  used  on  foul-smelling  wounds.”3 

in  burns  . . . 

“the  worst  hand,  treated  with  chlorophyll,  soon  looked  better  than  the  less 
severely  burned  hand  ...  the  chlorophyll-treated  hand  was  more  com- 
fortable.”4 

Literature  and  samples  on  request 


40%  Price  Reduction ...  Effective  September  1 


(1)  Carpenter,  E.  B.:  Clinical  Experiences  with  Chloryphyl!  Prep- 
arations, Am.  j.  Surf.  77:167,  1949.  (2)i  Langley,  W.  D.,  and  Morgau, 

W.  S.:  Chlorophyll  in  the  Treatment  of  Dermatoses,  Pennsylvania 
M.  J.  SI: 44,  1947.  (3)  Moss,  N.  H.;  Morrow.  B.  A.;  Long,  R.  C.. 
and  Ravdin,  I.  S. : Effectiveness  of  Chloresium  in  Wound  Healing 
and  Deodorant  Effects,  J.A.M.A.  740:1336  (Aug.  27)  1949. 

(4)  Bowers,  W.  F. : Chlorophyll  in  Wound  Healing  and  Suppurative 
Disease,  Am.  J.  Surg.  73:37,  1947. 
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no  activity 
oause 
it  her 
nenopause 


Your  patient  may  continue  her  normal  activities  even  to  the  extent 
of  keeping  pace  witk  her  daughter.  Ske  will  be  greatly  encouraged, 
especially  wben  tbe  effectiveness  of  therapy  measures  up  to  expec- 
tations. In  estrogen  therapy  an  especially  useful  product is: 


BENZESTROL 

2,4  (p-hyclroxyphenyl)  —3  — ethyl  hexane 


'Liver  function  tests,  blood  studies  and  urine  examinations  showed 
no  toxic  effects  of  the  sy  nthetic  substance  BENZESTROL”* 


)TE: 

squently,  medication  other  than 
rogens  may  be  required  during 
5 menopause.  Pleasant  tasting 
xir  Benzestrol  is  compatible  with 
liny  substances. 


Supplied: 

Oral:  Benzestrol  Tablets 
0.S  Mg.,  1.0  Mg.,  100’s  & 1000‘s,  2 Mg., 

S Mg.  — 50‘s  — 100’s  — 1000’s. 

Benzestrol  Elixir: 

15  Mg.  per  fluid  ounce.  Pint  Bottler 
Intramuscular:  Benzestrol  Solution  in  Oil; 

Aqueous  Suspension  with  5%  Benzyl  Alcohol 
5.0  Mg.  per  cc.  lOcc  Vials. 

Local:  Benzestrol  Vaginal  Tablets 
0.5  Mg.  100*8. 

AVERAGE  DOSE:  Menopause  — 2 to  3 Mg.  daily 
orally  or  Vi  to  lcc  parenterally  every  5 days. 

Professional  Samples  and  Literature  upon  Request 
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THE  ANSWER  IS 


TOLANATE 


INOSITOL  HEXANITRATE 

Tolanate— inositol  hexanitrate—  is  a newly  available  organic  nitrate 
for  the  management  of  essential  hypertension  and,  particularly, 
the  hypertension  of  the  menopause. 

The  virtual  absence  of  “nitrite  headache”  associated  with  its  use 
brings  the  benefits  of  Tolanate  to  many  hypertensive  patients 
who  often  cannot  tolerate  organic  nitrates. 

Tolanate  has  the  clinical  advantage  of  lower  dosage.  Each  tablet 
of  Tolanate  contains  10  mg.  of  inositol  hexanitrate  and  exerts  a 
vasorelaxant  action  over  a period  of  four  to  six  hours.  The  average 
dose  is  one  tablet  three  or  four  times  daily. 

For  optimal  results  in  the  treatment  of  hypertension,  the  correc- 
tion of  such  contributory  factors  as  obesity,  improper  diet  and 
psychic  lability  is  considered  advisable. 

Tolanate  with  Phenobarbital,  each  tablet  containing  10  mg.  of 
inositol  hexanitrate  and  16  mg.  (X  gr.)  of  phenobarbital,  has  the 
advantages  of  sedative  action  added  to  the  vasorelaxant  proper- 
ties of  Tolanate  and  is  valuable  in  combating  the  influence  of 
psychogenic  factors.  The  average  dose  of  Tolanate  with  Pheno- 
barbital is  the  same  as  that  of  Tolanate,  limited  only  by  the 
degree  of  sedation  desired. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION,  17  EAST  42ND  STREET,  NEW  YORK  17,  N.  Y. 
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Resmicon  combines  these  two  synergistic  and  highly  desirable 
clinical  effects: 

1.  The  safe  acid  and  pepsin-controlling  action  of  ion-exchange 
polyamine  resin — together  with — 

2.  The  physiologic  protective  action  of  reconstituted  natural  mucin. 

Resmicon  takes  acid  "out  of  action"  in  the  stomach  without  in- 
terfering harmfully  with  mineral  physiology,  without  inducing 
"acid  rebound"  or  causing  alkalosis. 

In  a recent  extensive  controlled  study  the  authors*  state: 

The  recent  introduction  of  a mixture  of  resin  plus  gastric  mucin 
(Resmicon)  has  given  the  clinician  a new  resinous  substance 
which  promises  to  be  superior  to  the  plain  resins.  This  new  sub- 
stance appears  to  combine  the  good  effects  of  resins  with  those 
of  gastric  mucin  in  the  treatment  of  gastroduodenal  ulcer. 


*Steigmann,  F.,  and  Schlesinger,  R.  B.:  A Resin-Gastric  Mucin  Mixture  in  the  Medical  Man- 
agement of  Peptic  Ulcer,  American  J.  Dig.  Dis.  i7:361-365  (Nov.)  1950. 


RESMICON 

is  supplied  in  bottles 
of  84  tablets 
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Relationship  of  Stress 
to  Autonomic  Lability 

Studies  in  psychosomatics  have  shown  that  functional 
disorders  often  are  a result  of  the  patient's  inability 
to  adjust  to  emotionally  stressful  situations  (stressor 
factors). 

Nervous  tension  and  chronic  anxiety,  discharged 
through  a labile  Autonomic  Nervous  System,  can  cause 
somatic  disturbance.  1,2‘  Such  states  may  involve  any 
one  of  the  organ  systems  or  several  at  one  time.  1,3‘ 
The  outline  below  relates  gastrointestinal  and  cardio- 
vascular symptomatology  to  the  exaggerated  response 
of  the  autonomic  nervous  system. 


Physiologic  Effects  of  Autonomic  Discharge 

Sympathetic 

Parasympathetic 

Gastro- 

intestinal 

Hypomotility 
Intestinal  Atony 
Hyposecretion 
Reduced  salivation 

Hypermotility 

Gastrointestinal 

spasm 

Hypersecretion 

Cardio- 

vascular 

Rapid  heart  rate 
Peripheral  vaso- 
constriction 

Slow  heart  rate 
Vasodilatation 

Functional 

Manifesta- 

tions 

Palpitation 
Tachycardia 
Elevated  B.  P. 

Dry  mouth — throat 

Heartburn 
Nausea-vomiting 
Low  B.  P. 
Colonic  spasm 

Data  here  tabulated  is  from  references  3, 4, s, 6,7,  given  below. 


Diagnosis  of  functional  disorder  is  supported  by  the 
following  indications  of  autonomic  lability: 

Variable  Blood  Pressure 
Body  Temperature  Variations 
Changing  pulse  rate 
Deviations  in  B.  M.  R. 

Exaggerated  Cold  Pressure  Reflex 
Glucose  Tolerance  Alterations 

Therapy  in  these  cases  is  directed  toward:  1)  relief 
of  symptoms  by  drug  therapy  (so  making  the  patient 
more  amenable  to  psychotherapy)  ; 2)  psychothera- 
peutic guidance  in  making  adjustment  to  stressful  situ- 
ations and  correction  of  unhealthy  attitudes. 

Clinicians  who  have  studied  these  disorders,  includ- 
ing those  of  the  menopause,  report  that  good  thera- 
peutic results  are  produced  by  combined  adrenergic 
(ergotamine)  and  cholinergic  blockade  (Bellafoline) 
with  central  sedation  (phenobarbital)  8,0,10  A con- 
venient preparation  of  this  nature  is  available  in  the 
form  of  Bellergal  Tablets.  Functional  disorders  are 
long-term  therapeutic  problems;  therefore,  drug  treat- 
ment by  the  following  method  is  recommended:  5 or  6 
tabs,  per  day  for  the  1st  week;  then  gradually  reduce  to 
the  smallest  dose  effective  in  maintaining  the  patient 
symptom  free  (average:  3 tabs,  daily).  Interrupt  for  1 
week  out  of  every  month  to  assess  results. 

1 Ebaugh,  F.:  Postgrad.  Med.  4:  208,  1948.  2.  Wilbur,  D.: 
J A.M.A.  141:  1199,  1949.  3.  Williams,  E.  and  Carmichael, 
C.:  J.  Nat  l.  Med.  Assoc.  42:  32,  1950.  4.  Goodman,  L.  and 
Gilman,  A.:  The  Pharmacological  Basis  of  Therapeutics,  The 
Macmillan  Co.,  1941.  5.  Katz,  L.  et  al:  Ann.  Int.  Med.  27 : 
261,  1947.  6.  Weiss,  E.  et  al:  Am.  J.  Psychiat.  10 7 : 264,  1950. 

7.  Alvarez,  W. : Chicago  Med.  Soc.  Bulletin,  581,  1950. 

8.  RakoTf,  A.:  A Course  in  Practical  Therapeutics,  Williams 
and  Wilkins,  1948.  9.  Karnosh,  L.  and  Zucker,  E.:  A Hand- 
book of  Psychiatry,  C.  V.  Mosby  Co..  1945.  10.  Harris,  L.: 
Canad.  M.A.J.  58:  251,  1948. 
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DIVISION  OF  SANDOZ  CHEMICAL  WORKS,  INC. 
68  CHARLTON  STREET,  NEW  YORK  14,  N.  Y. 


t takes  almost  a baker’s  dozen . . . 


to  equal  the  nicotinic  acid  content 
of  “Berninal”  Forte  with  Vitamin  C. 

One  capsule  No.  817  provides  100  mg.  of 
nicotinamide.  More  than  10  loaves  of  bread 
would  be  needed  to  furnish  the  same  amount. 

This  is  but  one  feature  of  “Berninal” 

Forte  with  Vitamin  C which  also  contains 
therapeutic  amounts  of  other  important  B 
complex  factors  and  ascorbic  acid. 

Berninal’®’  Forte  with 
Vitamin  C 

No.  817:  Each  dry-filled  capsule  contains: 


Thiamine  HC1  (BO 

25.0  mg. 

Riboflavin  (B2) 

Nicotinamide 

100.0  mg. 

Pyridoxine  HC1  (B6) .... 

1.0  mg. 

Calc,  pantothenate 

10.0  mg. 

Vitamin  C (ascorbic  acid) 

100.0  mgs 

Supplied  in  bottles  of  30, 

100,  and  1,000. 

Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 
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for  complementary  effects 
ivherever  combined 

estrogen-androgen  therapy 
is  indicated . . . 


Duo ... 


e.g. 

e.g. 

e.g. 

e.g. 


In  fractures  and  osteoporosis  in  either  sex  to  promote 
bone  development,  tissue  growth,  and  repair. 

In  the  female  climacteric  in  certain  selected  cases. 

In  dysmenorrhea  in  an  attempt  to  suppress  ovulation  on 
the  basis  that  anovulatory  bleeding  is  usually  painless. 

In  the  male  climacteric  to  reduce 
follicle-stimulating  hormone  levels. 


“PREMARIN:’  with  METHYLTESTOSTERONE 

is  designed  to  permit  utilization  of  both  the  complementary 
and  the  neutralizing  effects  of  estrogen  and  androgen 
when  administered  concomitantly.  Thus  certain 
properties  of  either  sex  hormone  may  be  employed 
in  the  opposite  sex  with  a minimum  of  side  effects. 

Availability:  Each  tablet  provides  estrogens  in  their 
naturally  occurring,  water-soluble,  conjugated 
form  expressed  as  sodium  estrone  sulfate, 
together  with  methyltestosterone. 

No.  879— Conjugated  estrogens  equine 
(“Premarin”) 

Methyltestosterone  10.0  mg.  /. 

Bottles  of  100  tablets  (yellow) 

No.  878— Conjugated  estrogens  equine  t 

(“Premarin”)  0.625  mg.  ^ TLf 

Methyltestosterone  5.0  mg. 

Bottles  of  100  tablets  (red) 

Ayerst,  McKenna  & Harrison  Limited  • 22  East  40th  Street,  New  York  16,  New  York 
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the 

COD  LIVER  OIL  that  makes 
the  great  difference  in 


the  new 


DESITIN 

hemorrhoidal  SUPPOSITORIES 


Desitin  Hemorrhoidal  Suppositories  with  Cod  Liver  Oil 


help  to . . . relieve  pain  and  itching  • minimize  bleeding 
• alleviate  congestion  • guard  against  trauma 

jlllllli'"  promote  healing  by  virtue  of  their  contents  of  high  grade  crude 
Norwegian  cod  liver  oil,  rich  in  vitamins  A and  D and  unsaturated 
fatty  acids  (in  proper  ratio  for  maximum  efficacy). 

for  greater  patient  comfort , prescribe  Desitin 
Hemorrhoidal  Suppositories  in  hemorrhoids 
(non-surgical) , pruritus  ani,  uncomplicated 
jfd  cryptitis,  papillitis,  and  proctitis, 

m © Composition:  crude  Norwegian  cod  liver  oil,  lanolin, 

zinc  oxide,  bismuth  subgallate,  balsam  peru,  cocoa 
butter  base.  No  narcotic  or  anesthetic  drugs  to  mask 
rectal  disease.  Boxes  of  12  foil-wrapped  suppositories. 

uroufew  Q^frj±ie£tive  • lubricant 

COUEQ&Jff. PHYS1C1ASS 

— !►  samples  available  on  requQ$  0JcSuXwlk:++tM ICAL  COMPANY 

70  Ship  Street,  Providence  2,  R.  I. 
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TWO  WEEK  MULTI-PROFESSIONAL 
INSTITUTE  IN  CEREBRAL  PALSY 

Dates:  January  21  -February  1,  1952 

Followed  By 

THREE  MONTH  POST  GRADUATE 
COURSE  IN  CEREBRAL  PALSY 

(limited  at  this  time  to  qualified  physicians, 
physical  and  occupational  therapists) 

Dates:  February  4- April  25,  1952 

A professional  statement  of  completion  will 
be  granted  by  Columbia  University  upon 
satisfactory  completion  of  the  three  months 
course. 

Sponsored  By 

The  Coordinating  Council  for  Cerebral  Palsy 
in  New  York  City,  Inc. 

In  Cooperation  With 

College  of  Physicians  & Surgeons,  Columbia 
University  and  the  various  diagnostic  and 
treatment  centers  of  Greater  New  York 
For  full  information  write 
Miss  Marguerite  Abbott,  Executive  Director 
Coordinating  Council  for  Cerebral  Palsy 
270  Park  Avenue,  New  York  17,  New  York 

LIMITED  NUMBER  OF  SCHOLARSHIPS  AVAILABLE 


™ SANBORN  f 


The  Viso-Cardiette  provides  standard  accurate 
records  in  true  rectangular  coordinates  of  all 
accepted  leads.  Records  are  permanent,  produced 
by  heated  stylus  on  plastic  coated  paper. 
Operation  is  simplified;  only  two  major  controls 
for  routine  work.  The  Viso  is  famous  for 
trouble-free  performance.  It  was  the  first  ecg 
accepted  by  the  A.  M.  A.  Council  on  Physical 
Medicine  and  Rehabilitation. 


SALES  V SANBORN  COMPANY  Branch  Office 
AND  \ 1860  Broadway,  New  York  23,  N.  Y. 

SERVICE  / Phone  Circle  7-5794 
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Sus-Phrine  (Brewer  & Company,  Inc.) 2113 

Synthenate  (Geo.  A.  Breon  & Co.) 2096 

Taka-Combex  (Parke,  Davis  & Co.) 2089 

Thantoin  Sodium  (Eli  Lilly  and  Company)  ....  2110 

Theragran  (E.  R.  Squibb  & Sons) 2178-2179 

Thum  (Num  Specialty  Co.) 2181 

Tolanate  (Commercial  Solvents  Corp.) 2067 

Turicum  (Whittier  Labs.) 2087 

Veriloid  (Riker  Labs.  Inc.) 2091 

Veratrite  (Irwin,  Neisler  & Co.) 2080 

Vi-Syneral  Vitamin  Drops  (U.  S.  Vitamin  Corp.)  2181 

Medical  and  Surgical  Supplies 

Artificial  Limbs  (J.  E.  Hanger) 2175 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 2175 

| Orthopedic  Shoes  (Winkler  Shoes) 2058 

X-Ray  Equipment  (General  Electric  Company)  2099 

Supports  (S.  H.  Camp  & Co.) 2088 

Supporter  Belt  (J.  H.  Flaherty  Co.) 2175 


Miscellaneous 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 2057 

Coca  Cola  (Coca  Cola  Company) 2182 

Spring  Water  (Saratoga  Springs  Authority)  ....  2086 


hormones 

by  the 
buccal  route 


Optimal  utilization  with  minimal  dosage 
Effectiveness  approximating  parenteral  therapy 
Convenience  of  administration 
Economy  — cost  per  milligram 


BUCCAL  TABLETS 


CORTATE® 

Buccal  Tablets:  2 mg. 
Desoxycorticosterone 
Acetate  U.S.P. 


ORETON® 

Buccal  Tablets:  2.5, 

5 or  10  mg.  Testosterone 
Propionate  U.S.P. 


ORETON-M® 

Buccal  Tablets:  10  mg. 
Methyltestosterone  U.S.P. 


PROGYNON® 

Buccal  Tablets:  0.125  or 
0.25  mg.  Estradiol  U.S.P. 


PROLUTON® 

Buccal  Tablets:  10  mg. 
Progesterone  U.S.P.’ 


All  Schering  hormones 
available  in  Buccal  Tablets 
are  dissolved  in  PolyhydrOL,® 
a unique  solid  solvent  base. 


CORPORATION  • B L O O M F I E L D,  N . J. 


BUCCAL  TABLETS 


J 


A smooth 

therapeutic  course  for 


Only  by  thwarting,  somehow,  the  strong 
natural  forces  that  normally  repair  lesions  of 
gastric  and  duodenal  mucosa,  has  the 
patient  developed  ulcer.  Only  by  enlisting 
and  implementing  those  forces  effectively 
can  ulcer  be  corrected.  As  an  efficient 
antacid  and  demulcent,  Robalate  helps 
accomplish  this  with  no  acid  rebound, 
no  change  in  acid-base  balance,  and  no 
toxicity.  Robalate  provides  prompt  and 
prolonged  reduction  of  acidity,  a rapid  relief 
from  pain.  It  covers  the  ulcer  and  the 
mucosa  with  a soft  protective  coating  that 
favors  restoration  of  normal  function 
and  healing.  By  helping  the  ulcer  help  itself, 
Robalate  provides  a smooth  therapeutic 
course  for  the  ulcer  patient. 

A.  H.  ROBINS  COMPANY,  INC. 

Richmond  20,  Virginia 


obalate 


(Dihydroxy  aluminum  aminoacetate, 
N.N.R.,  0.5  Gm.  per  tablet) 


SMISTRY  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


a new  improved 
penicillin 
compound 


effectiveness  parallels  penicillin  G 
in  regular  penicillin  dosages 
for  penicillin-susceptible  infections 


Cer-O-Cillin  routinely: 


to  avoid  over  90%  of  the  sensitization 
phenomena  encountered  with  penicillin  G 


Cer-O-Cillin  in  G-reactive  patients: 


to  continue  penicillin  therapy  even  when 
G forms  have  produced  reactions; 
tolerated  by  89.4%  of  G-sensitive  patients 


not  only  do  G-reactive  patients  tolerate  Cer-O-Cillin 
well  in  many  instances,  but  10  out  of  11  of 
these  sensitive  patients  show  no  allergic 


manifestations  to  a challenging  dose  of  penicillin  G 
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For  Liver  Damage . . • while  a highly  nutritious  diet,  rich  in  protein, 

is  basic  in  the  therapy  of  liver  disease,  there  is  a limit  to 
what  the  patient  can  eat.  He  has  a poor  appetite,  largely 
because  his  liver  is  an  inefficient  detoxifying  organ. 
Methionine  is  known  to  be  specifically  required  to  main- 
tain the  detoxifying  activity  of  the  liver;!  it  is  also  an 
efficient  lipotropic  agent. 

Recent  research  suggests  that  excessive  dietary  protein 
may  impose  a burden  on  critically  ill  patients.  In  such 
cases,  extra  methionine  may  be  life  saving. 2 


Supplementation  with  Meonine  assures  that  the  patient 
will  receive  substantial  amounts  of  the  amino  acid 
“essential  for  normal  hepatic  function.”!* 

Indications:  Liver  damage  due  to  malnutrition,  al- 
coholism, pregnancy,  allergy,  or  chemo-toxins. 

Supplied:  Tablets  Meonine,  0.5  Gm„  bottles  of  100; 
Crystalline  Meonine,  for  preparation  of  parenteral 
solutions,  bottles  containing  50  Gm. 

I.  Hartmann,  F.:  Arch.  F.  Klin.  Med.  196:412,  1949.  2.  Editorial: 

J. A.M.A.  144:1566  (Dec.  30)  1950.  3.  Coyer,  D.:  Arch.  Int.  Med. 
80:644,  1947. 


MEONINE* 


dl-METHIONINE  WYETH 
WyETH  INCORPORATED,  PHILADELPHIA  2.  PA. 


-^1/ceti 


W ANNOUNCES 


DORMISON 


lew,  non -barbiturate  hypnotic 

for  safe , sound  sleep 

without  drug  hangover 
free  from  habit  forming  properties 

of  the  barbiturates 


The  usual  dose  of  Dormison  (methylparafynolt) 
is  one  or  two  capsules,  taken  just  before  the  patient  is 
ready  for  sleep.  Dormison’s  wide  margin  of  safety 
allows  liberal  adjustment  of  dosage  until  the 
desired  effect  is  obtained.  Dormison  is  supplied  as 
250  mg.  soft  gelatin  capsules  in  bottles  of  100. 


tmy 


\otefa/w  r corporation 

fit 


BLOOMFIELD,  N.  J. 

*T.M.  tU.S.  Pal.  Pending 


free  from  habit-forming  or  addiction  properties 
of  barbiturates;  rapidly  metabolized;  no  cumulative  action; 
no  toxic  effects  on  prolonged  use 

acts  gently  and  quickly  in  insomnia 

mild  hypnotic  action  quickly  induces  restful  sleep 

no  prolonged  suppressive  effect 

action  subsides  after  a few  hours;  patient  continues  to  sleep  naturally 

no  drug  hangover 

patient  awakens  refreshed  with  no  “drugged”  feeling 

DORM  ISON  is  a substance  new  to  pharmacology,  completely  different  from 
barbiturates  and  other  hypnotics.  It  contains  only  carbon,  hydrogen  and  oxygen. 

It  has  no  nitrogen,  bromine,  urea  residues,  sulfone  groups  or  chemical 
configurations  present  in  depressant  drugs  now  in  use. 


Dormison 
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Successful  therapeutic  results  with  VERATRITE  in  essential  hypertension  are 
measured  in  terms  of  a fall  in  blood  pressure,  effective  relief  of  symptoms 
and  rehabilitation  of  the  patient  to  a useful,  productive  life. 


The  most  significant  effects  of  VERATRITE  are  circulatory  improvement 
and  a new  sense  of  well-being  for  the  patient.  Furthermore,  Veratrite 
exhibits  a wide  range  of  therapeutic  safety  and  a prolonged  length  of 
action  without  serious  side-effects,  due  to  its  content  of  whole-powdered 
veratrum  viride,  Biologically  Standardized. 

Supplied:  Bottles  of  1 00,  500, 1 000  at  prescription  pharmacies  everywhere. 


ECONOMY  IS  AN  IMPORTANT  ADVANTAGE  OF  VERATRITE  THERAPY 


Each  VERATRITE  Tabule  contains: 

Veratrum  Viride 3 Craw  Units* 

Sodium  Nitrite 1 grain 

Phenobarbital 14  grain 

Beginning  Dose:  2 tabules  t.i.d.,  after 
meals. 

^Biologically  Standardized  far  toxicity  by  the 
Craw  Daphnia  Magna  Assay. 


IRWIN,  NEISLER  & COMPANY 


DECATUR,  ILLINOIS 
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Ohe  JmjMrttaiiec  c| 

PREVENTING  BORDERLINE  NUTRITIONAL  STATES 


IN  CHILDREN 


(IN  recent  years  increasing  interest  has 
V_T  been  focused  on  the  relationship  be- 
tween nutrition  and  the  physical,  mental  and 
emotional  development  of  children.  It  is  now 
well  recognized  that  listlessness  and  apathy  in 
the  child  frequently  may  be  nothing  other  than 
manifestations  of  a borderline  nutritional  state 
resulting  from  faulty  food  selection  and  in- 
adequate consumption.  Moreover,  such  seque- 
lae of  faulty  nutrition  often  respond  dramati- 
cally to  improved  food  habits.* 

For  preventing  borderline  nutritional  states 
in  children  due  to  food  whims,  poor  choice  of 
foods,  or  lack  of  interest  in  eating,  Ovaltine  in 


milk  enjoys  long-established  usefulness.  Its 
rich  content  of  biologically  complete  protein, 
vitamins  and  minerals  can  supplement  even 
grossly  deficient  diets  to  optimal  nutrition.  The 
delicious  flavor  of  Ovaltine  invites  its  accept- 
ance and  lends  interest  to  eating  when  the  ap- 
petite lags.  Children  particularly  like  Choco- 
late Flavored  Ovaltine. 

Three  servings  of  Ovaltine  in  milk  furnish 
the  supplementary  amounts  of  nutrients  shown 
in  the  appended  table. 

^Baumgartner,  L.:  Wider  Horizons  for  Children;  The  Mid- 
century White  House  Conference  and  Children’s  Nutrition, 
J.  Am.  Dietet,  A.  27:281  (Apr.)  1951. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  of  Ovaltine,  each  made  of  Vl 
oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


PROTEIN 32  Gm. 

FAT 32  Gm. 

CARBOHYDRATE  ....  65 Gm. 

CALCIUM  1.12  Gm. 

PHOSPHORUS 0.94  Gm. 

IRON 12  mg. 

COPPER 0.5  mg. 

•Based  on  overage  reported  values  for  milk. 


VITAMIN  A 3000  I. U. 

VITAMIN  Bt 1.16  mg. 

RIBOFLAVIN 2.0  mg. 

NIACIN 6.8  mg. 

VITAMIN  C 30.0  mg. 

VITAMIN  D 417  I.U. 

CALORIES 676 


Two  kinds,  Plain  and  Chocolate  Flavored.  Serving  for 
serving,  they  are  virtually  identical  in  nutritional  content. 


NOW* • .effective,  comfortable,  sustained 

relief  from  pain,  cramps,  general  discomfort  due 
to  functional  gastrointestinal  spasm.  In  clinical 
studies,  2>  3 BENTYL  gave  gratifying  to  complete 
relief  in  308  of  338  cases,  yet  was  . . virtually  free 
from  undesirable  side  effects.”  3 

BENTYL 


dth  Nervo 


SAFE,  DOUBLE-SP  ASMOLYSIS 

Each  capsule  or  Icaspoonful  syrup  contains: 


BENTYL 10  mg. 

For  comfortable  relief  of  nervous  indigestion 


BENTYL 10  mg. 


with  PHENOBARBITAL 15  mg. 

When  synergistic  sedation  is  desired 


Merrell 


1828 


DOSAGE 

ADULTS:  2 capsules  or  2 teaspoonfuls  syrup 
3 times  daily,  before  or  after  meals.  If  nec- 
essary, repeat  dose  at  bedtime. 


New  York 


CINCINNATI  • Toronto 


IN  INFANT  COLIC:  f/otol  teaspoonful  syrup 
3 times  daily  before  feeding.4 
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READY-TO-INJECT 


SOLUTION  of  Crystalline 
Dihydrostreptomycin 
Sulfate  Merck 

All-round  convenience . . . time-saving  economy ...  no 
refrigeration  required  . . . clear,  colorless  solution 
. . . high  crystalline  purity.  Availability  in  “ready-to- 
use”  form  enhances  the  important  advantages  of  this 
preferred  antituberculosis  agent  still  further. 

AVAILABLE  IN: 

1 Gram  (2  cc.)  vials — 500  mg.  per  cc. 

5 Gram  (10  cc.)  vials — 500  mg.  per  cc. 

PARA- AMINOSALICYLIC  ACID  (PAS)  or  its  sodium 
salt,  when  used  in  combination  with  Solution  of 
Crystalline  Dihydrostreptomycin  Sulfate  Merck, 
prolongs  the  effective  period  of  chemotherapy  by 
inhibiting  or  delaying  the  development  of  bacterial 
resistance;  has  proved  effective  also  as  the  sole  chemo- 
therapeutic agent  in  selected  cases  of  tuberculosis. 


MERCK  ANTITUBERCULOSIS  AGENTS 

SOLUTION  OF  CRYSTALLINE  PARA-AMINOSALICYLIC  ACID  MERCK  CRYSTALLINE 

DIHYDROSTREPTOMYCIN  SODIUM  PARA-AMINOSALICYLATE  DIHYDROSTREPTOMYCIN 

SULFATE  MERCK  MERCK  SULFATE  MERCK 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 

RAHWAY.  NEW  JERSEY 


In  Canada:  MERCK  & CO.  Limited  - Montreal 
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For  added  patient  benefits 
per  NURSE-HOURS  EXPENDED 


DERMASSAGE 

with  HEXACHLOROPHENE 

r,  y To  help  prevent  bed  sores 

/V— . ^ ► To  aid  in  massage  for  every  purpose 

► To  promote  the  patient's  comfort 

Dermassage  confers  certain  special  benefits  not  inherent  in  the 
massage  or  in  all  massage  adjuncts,  for  instance: 

SKIN  LUBRICATION,  provided  by  lanolin  and  olive  oil  in  a 
soothing  emollient  cream,  which  reduces  the  occurrence  of  skin 
cracks  and  irritation  resulting  from  dryness. 

..  ip  and  attach  REFRESHING  COOLNESS,  produced  by  true  Chinese  men- 

■L  thol  crystals  in  liberal  proportion.  Rapid  evaporation  and  loss 

° y of  skin  moisture  are  avoided, 

for  o 

• 1 $omp'c  BACTERIA  REDUCTION  with  hexachlorophene,  effective 

rol  *r,°  germicidal  agent  of  low  toxicity.  Minimizes  risk  of  initial  in- 

fection;  an  added  protection  where  skin  breaks  occur  in  spite 

IGICAL 

of  precautions. 

imenis  come  spotlessly  dean  DEODORANT  VALUE,  supplied  by  hexachlorophene. 

ttero  10- to  20-  minute 

■<ree  ° ...  orobing  A safeguard  against  skin  discomfort  or  damage 

• ^ fcdisomie  » r 

iers,on  1 . Harmiess  while  patient  is  confined  to  bed  or  wheel 

emicoi  fmgers  so  ^ rk)bber.  chair.  Used  and  approved  in  thousands  of 
,0nds  as  to  metoi.  g'ass°  hospitals,  c o as  t- 1 o- c o as  t , and  on  the 

ucofi  CHEMICAL  CO WP ANY  recommendation  of  doctors,  nurses 

qw  Washington  St.,  Chicago  2 and  hospitals  to  patients 

“ ‘ returning  home.  i 'l 

EDISON  CHEMICAL  CO. 

30  W.  Washington,  Chicago  2 Nysj-9'51 

Please  send  me,  WITHOUT  OBLIGATION, 
your  Professional  Sample  of  Dermassage. 

Name 

Address 


An  Established  Aid 
to  Patient  Care 
Now  with 

New  Protective  Value 
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When  your  patient  needs 


in  circulato  y ^ fn. 

The  pMsiolos\cal°j^xidel  baths  show  a 
fluence  of  car  on  rate^  an  increase  in 
decrease  in  the  pu  \ent  mainly  on 

the  pulse  FessUr  . P pressure,  a better 
a drop  of  the  diastoli  p vessels,  a 

emptying  of  the  y^"°e^Lg^°capiHary 
hyperemia  with  mmute  vol- 

culation,  a slig  y an  increase  m 

ume  output  of : of  large 

respiration  md  tl ‘ dioxWe  through 

quantities  of  the  car 

the  lungs. 


the  lungs.  treatment 

1„  evaluating  >'\e  a,„ry  disorders 

for  patients  with  ^ car(liaC  function 

there  is  no  lde^  1 the  ability  to  walk 
and  in  these  patien  0duction  of 

or  -«n:sedTniudg4*eir  clinical 

symptoms  t 


tVip  natients  with 
gain.  In  addition,  ™ \ova  anginal 

appear  completely-  , ical  eX. 

Objective  changers  ^ Jf  pllse  rate, 
animation  an  i n ray  findings, 

blood  pressure,  ^ and  vital 

electrocardmg^P^  ^ many  patients, 
capacity  are  many  pa- 

The  clinical  im^°^ttnent,  their  con- 
tients  undergoing  ^ returnhome 
tinued  well  being  p to  return  for 

and  their  desire  penodi^te  **  the 

further  treatme  it9  place  in  the 

borders  of. he  circt^on. 


Vol.LP°g‘l90-MarChm7_ 


When  you  recommend  " a change  of  scene’ 


3 weeks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
your  patients  with  such  chronic  conditions  as  Heart 
and  Digestive  disorders,  Arthritis  and  related  ailments, 
and  Hypertension.  At  your  request,  we  will  sentl  list  of 
local,  private  practicing  physicians  who  will  cooperate 
with  you  as  to  treatment,  rest  and  diet.  Address  Medical 
Director,  The  Saratoga  Spa,  155  Saratoga  Springs,  N.Y. 


Listed  by  the  Committee  on  A merican  Health  Resorts 
of  the  Council  on  Physical  Medicine  and  Rehabil- 
itation of  the  American  Medical  Association 


Ik  Sanaidg 


The  Empire  State’s  Contribution  to  the  Medical  Profession 


WITHOUT  OIL  IN  CONSTIPATION 


Turicum  combines  methylcellulose  in  hydrated  form  with  magnesium 
hydroxide  in  less-than-laxative  dosage  to  maintain  hydration  through- 
out the  bowel. 

The  methylcellulose  passes  through  the  stomach  and  small  in- 
testine without  digestive  breakdown;  mixes  with  the  fecal  residue  in 
the  colon,  incorporating  dry  particles  in  its  mass. 

The  osmotic  effect  of  magnesium  hydroxide  assures  the  presence 
of  adequate  water  as  the  dry  fecal  material  is  brought  into  the  gel. 
Thus  easy  passage  is  accomplished  without  stimulant  cathartics. 


Turicum  is  unique  as  a noil-oily  lubricoid,  fecal-softening  agent,  acting  in  a rational 
manner  to  restore  the  normal  pattern  of  bowel  function.  With  Turicum  there  is  no 
bloating — no  danger  of  impaction,  lipid  pneumonia  or  leakage,  and  no  interference 
with  utilization  of  oil-soluble  vitamins. 

Average  dose:  one  to  two  tablespoonfuls. 

Available  in  pint  bottles. 


LABORATORIES 


DIVISION  NUTRITION  RESEARCH  LABORATORIES,  INC. 


CHICAGO  II,  ILLINOIS 
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AGAIN  available. ..these  helpful  booklets 
free  for  presentation  to  your  patients... 
reprinted  in  response  to  unceasing  calls 

from  thousands  of  physicians  and  surgeons. 


ANSWERS  perennial  posture  questions  for  the 
layman... each  16  pages,  colorfully  illustrated 
...completely  noncommercial  and  distributed 
only  through  the  profession... tested 

by  demand  for  millions  of  copies. 


.OCTOBER  15  to  20 


This  important  event  in 
popular  health  education  is  being 
anticipated  by  communities 
throughout  the  nation. 

Schools,  colleges,  factories,  Y's, 
clinics,  health  centers  and 
other  institutions  key  special 
programs  around  dramatic  posters 
and  other  educational  material 
furnished  without  charge 
by  the  Institute. 

j 

Camp  expresses  its  thanks  to  the 
medical  profession  and  particularly 
the  public  health  officers  and 
educators  throughout  the  country 
whose  cooperation  contributes 


ASK  for  samples  of  these  two 

booklets  or  the  quantity  you 
need  on  your  letterhead 

or  prescription  blank.  Write  . . . 


so  heavily  to  the  success  of  the 
event  and  the  year-round  program 
it  climaxes. 


THE  SAMUEL  HIGBY  CAMP 
INSTITUTE  FOR  BETTER  POSTURE 

EMPIRE  STATE  BUILDING,  NEW  YORK  1,  N.  Y. 


FOUNDED  BY 

S.  H.  CAMP  and  CO.,  JACKSON,  MICH. 

WORLD'S  LARGEST  MANUFACTURERS  OF  SCIENTIFIC  SUPPORTS 
Offices:  New  York,  Chicago.  Factories:  Windsor,  Ont.,  London,  Eng. 


\ 

enzyme-vitamin  team 

/ 


The  dual  action  of  taka-combex®  is  especially  useful 
when  vitamin  requirements  and  caloric  needs  are  high- 
in  illness  and  convalescence,  pregnancy  and  lactation, 
in  the  very  young  and  the  very  old. 

It  provides  a combined  digestive  aid  and  nutritional 
supplement  in  convenient  Liquid  or  Kapseal®  form. 

The  vitamins  in  taka-combex  assure  your  patients 
adequate  intake  of  important  factors  of  the  B complex 
(vitamin  C also,  in  the  Kapseals).  In  addition, 
the  B vitamins  assist  carbohydrate  metabolism. 

The  enzyme,  Taka-Diastase,®  one  of  the  most  potent  starch 
digestants  known,  also  enhances  absorption  of  vitamin  B. 


TAKA-  COMBEX 


Liquid 

Kapseals 


TAKA-COMBEX  Kapseals 

FmcJx  Kapseal  contains: 

Taka-Diastase  (Aspergillus  ortjzae  enzymes) 21*  gr. 

Vitamin  Bi  (Thiamine  Hydrochloride) 10 nig. 

Vitamin  B:  (Riboflavin) 10  mg. 

Vitamin  B..  (Pyridoxine  Hydrochloride) 0.5  mg. 

Pantothenic  Acid  ( Sodium  Salt ) 3 mg. 

Nicotinamide  (Niacinamide) 10 mg. 

Vitamin  C ( Ascorbic  Acid ) 30  mg. 


With  other  components  of  the  Vitamin  B Complex  derived  from  liver. 
In  bottles  of  100  and  1000. 


TAKA-COMBEX  Liquid 

Each  teaspoonful  (t  cc.)  contains: 

Taka-Diastase  (Aspergillus  ortjzae  enzymes) 2!igr 

Vitamin  B1  (Thiamine  Hydrochloride) 2 mg 

Vitamin  B»  (Riboflavin) 1 mg 

Vitamin  B*  ( Pyridoxine  Hydrochloride ) 0.5  mg 

Pantothenic  Acid  (As  the  Sodium  Salt ) 2 mg 

Nicotinamide  (Niacinamide) 5 mg 

In  16  ounce  bottles. 


PARKE.  DAVIS  & COMPANY  ; 


» 


N 


* 


E U 
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4 reasons  why  you 

should  prescribe  Ofol  pSPIIClIlin 


Just  as  effective  as 
penicillin  by  needle 

. . it  has  been  repeatedly 
demonstrated  that  the  oral 
route  is  as  effective  as  the 
parenteral  route  when  ade- 
quate doses  of  penicillin  are 
used.” 

Keefer,  Chester  S.:  Am.  J.  Med. 
7:216 


‘7 


¥r  Less  sensitization 

. . sensitization  is  least 
common  following  oral  ad- 
ministration.” 

Keefer,  Chester  S.:  Ann.  Int. 
Med.  33:582 


-I- 


* 


Easier  for  the  physician 


The  physician  is  spared  the 
time  and  trouble  of  returning 
repeatedly  to  administer  in- 
jections. 


Easier  on  the  patient 


The  patient  is  spared  the 
upsetting  unpleasantness  of 
the  needle. 


Eskacillin  100 

100.000  units  of  penicillin  per  5 cc.  (1  teaspoonful) 

Eskacillin  50 

50.000  units  of  penicillin  per  5 cc.  (1  teaspoonful) 


the  unusually  palatable  liquid  penicillins  for  oral  use 


Available  in  2 11.  oz.  bottles 


‘Eskacillin’  T.M.  Iteg.  U.S.  Pat.  Off. 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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VERILOID 


A highly  valuable  feature  of  the  hypotensive  action  of  Veriloid  is 
the  maintained  functioning  of  the  postural  reflexes  so  important  to 
normal  living.  Even  when  the  blood  pressure  is  lowered  to  normal 
or  near-normal  limits,  exertion  and  sudden  changes  in  posture  lead 
to  the  physiologic  adjustments  in  cardiovascular  dynamics,  which 
are  needed  to  prevent  acute  hypotensive  epi- 
sodes  or  collapse. 


When  side  actions  to  plain  Veri- 
loid make  administration  of  an  ad- 
equate hypotensive  dose  difficult, 
Veriloid-VPM  or  Veriloid  With 
Phenobarbital  usually  solves  this 
problem.  Containing  Veriloid,  2 
mg.,  phenobarbital,  15  mg.,  and 
mannitol'hexanitrate,  10  mg., 
Veriloid-VPM  is  usually  well 
tolerated  in  therapeutically  effec- 
tive dosage.  Veriloid  With  Phe- 
nobarbital, containing  Veriloid,  2 
mg.,  and  phenobarbital,  15  mg.,  is 


Veriloid,  a distinctive,  biologically  assayed 
hypotensive  fraction  of  Veratrum  viride,  finds 
greatest  usefulness  in  the  more  severe  and 
resistant  forms  of  hypertension.  For  most 
patients,  from  10  to  12  mg.  daily  in  divided 
doses,  after  meals  and  at  bedtime,  are  adequate, 
although  individualization  of  dosage  is  essential 
for  maximum  therapeutic  efficacy  and  preven- 
tion of  reactions. 

Veriloid  is  available  on  prescription  through 
all  pharmacies  in  1,  2,  and  3 mg.  tablets.  Litera- 
ture available  ori  request. 

*Trade-Mark  of  Riker  Laboratories,  Inc. 


preferred  when  the  action  of  man- 
nitol hexanitrate  is  not  desired. 


RIKER  LABORATORIES,  INC. 


8 4 8 0 BEVERLY  BLVD.,  LOS  ANGELES  48,  CALIF. 
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For  the  many  patients  who  require  more  than  iron  alone  to  show 
satisfactory  progress  in  secondary  anemia,  Livitamin  Capsules 
offer  sound  therapy. 

By  correcting  anorexia  and  faulty  intestinal  absorption,  the 
vicious  spiral  so  frequently  responsible  for  anemia  is  broken. 

Supplying  generous  amounts  of  vitamin  B,,  together  with  iron 
and  other  factors  of  the  B complex,  Livitamin  Capsules  aid  in 
maintaining  the  appetite  and  normal  gastrointestinal  function. 

Livitamin  is  well  tolerated  and  may  be  given  to  children  as  well 
as  to  adults.  This  complete  approach  to  hypochromic  anemia  pro- 
duces gratifying  and  prompt  improvement  in  both  the  blood 
picture  and  clinical  manifestations.  Available  also  as  Livitamin 
with  Iron  (in  liquid  form). 


THE  S.  E.  MASSENGILL  COMPANY 

Bristol,  Tenn.-Va. 

NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 


Each  capsule  contains: 

Desiccated  Liver 0.5  Gm. 

Ferrous  Sulfate 125  Gm. 

(equivalent  to  25  mg. 
elemental  iron) 

Thiamine  Hydrochloride  3 mg. 

Riboflavin 3 mg. 

Nicotinamide 10  mg. 

Pyridoxine 0.5  mg. 

Calcium  Pantothenate  2 mg. 

Bu 2 micrograms 

Available  on  prescription 
in  all  pharmacies. 

Write  for  sample  and  literature. 


- 

BggpSfP 
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In  So  ft  tissue  Infections:11, Terramycin  was  used  in  [101]  90ft  tissue 

infections  and  proved  to  be  of  great  value . . . 
Where  the  terramycin  was  used  intravenously 
with  the  proper  diluent,  no  instance  of  chemical 

phlebitis  occurred Where  surgical  intervention 

was  used  in  conjunction  with  terramycin,  the 
decrease  in  morbidity  was  marked  and  noteworthy 
...That  terramycin  has  a wide  and  useful  area 
of  great  value  in  the  treatment  of  soft  tissue 
infections  is  beyond  question.” 

W right,  L.  T.,  et  al : Antibiotics  and  Chemotherapy 
1:165  (June)  1951. 


Crystalline  Terramycin  Hydrochloride 


aeaihihte 


Capsules,  Elixir.,  Oral  Drops,  Intravenous, 
Ophthalmic  Ointment , Ophthalmic  Solution. 


ANTIBIOTIC  DIVISION 


zer)  CI1AS.  PFIZER  & CO.,  INC.,  Brooklyn  6,  N.  Y. 
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BLOOD  PRESSURE 
REDUCED 


Hypertensive  patients  benefited  3 ways 


Stolic®  and  Stolic®  Forte  Tablets  bring  about 
a decrease  in  systolic  pressure  of  approximately 
35  mm.  of  mercury.  Pressure  begins  to  fall  15 
to  30  minutes  after  administration;  maximum 
reduction  in  pressure  is  produced  in  about  2Vz 
to  3 hours.  The  effect  of  a dose  lasts  4 to 
6 hours. 

Because  of  their  prolonged  action,  Stolic  Tab- 
lets make  it  possible  to  maintain  steady  effects 
without  the  need  for  frequently  repeated  doses. 
This  is  an  important  advantage  in  the  manage- 
ment of  patients  with  essential  hypertension  and 
other  circulatory  disturbances  in  which  it  is 
desirable  to  lower  the  general  blood  pressure 
over  an  extended  period  of  time. 

Stolic  Tablets  benefit  hypertensive  patients  in 
3 ways: 

1)  by  direct  action  on  the  vasomotor  system  as 
provided  by 

MANNITOL  HEXANITRATE 

Mannitol  hexanitrate  has  a prolonged  vasodi- 


lating action  by  virtue  of  its  relaxing  effect  on 
the  smooth  muscle  of  the  arteries.  This  action 
results  in  a gradual  decrease  in  arterial  pressure; 
diminished  pressure  is  seen  for  4 to  6 hours  aftei 
administration. 

2)  by  general  sedative  and  calmative  effects  a: 
provided  by 


DELV1NAL®  VINBARBITAL 


Delvinal  alleviates  anxiety  and  tension,  make: 
patients  less  apprehensive  and  less  irritable.  Thi: 
tends  to  prevent  fluctuations  in  blood  pressuri  | 
of  emotional  origin.  Delvinal  also  contribute 
to  the  control  of  vasomotor  function  by  sub 
duing  nerve-reflex  excitability. 


3)  by  a beneficial  effect  on  abnormal  capillar 
fragility  as  provided  by 


RUTIN 

Rutin  has  been  found  useful  in  the  treatment  c 
increased  capillary  fragility  associated  with  h> 
pertension.  Since  cerebral  and  retinal  hemoi 
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Fall  in  blood  pressure  begins  15  to  SO  minutes  after  administration  of  Stolic. 

MJjcct  oj  dose  lasts  4 to  6 hours. 


rhages  occur  more  frequently  when  hypertension  the  administration  of  rutin  is  a logical  procedure 

is  accompanied  by  increased  capillary  fragility,  for  guarding  against  such  vascular  accidents. 


COMPOSITION 


Each  Stolic  Tablet  contains: 

STOLIC  TABLETS 

® 

Mannitol  hexanitrate 
Rutin 

Delvinal  vinbarbital 

15  mg.  04  grain) 
20  mg.  OA  grain) 
30  mg.  OA  grain) 

STOLIC  Forte 

® 

Each  Stolic  Forte  Tablet  contains: 

Mannitol  hexanitrate 
Rutin 

Delvinal  vinbarbital 

30  mg.  OA  grain) 
20  mg.  OA  grain) 
30  mg.  OA  grain) 

Dosage 

Packaging 

mi  | 
tin 


The  recommended  dose  for  adults  is  1 to  2 
tablets*at  intervals  of  four  to  six  hours.  If  the 
systolic  pressure  is  excessively  elevated,  the  dose 
nay  be  increased  in  accordance  with  clinical 
! udgment. 


Stolic  and  Stolic  Forte  Tablets  are  supplied  in 
bottles  of  100  and  1,000. 


SHARP  A DO II ME,  Philadelphia  I,  Pa. 
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That’s 


the  sign  for  SYNTHENATE  TARTRATE  therapy 
. . . for,  in  the  early  phase  of  coryza,  this  simple  treatment  brings  gratifying, 
often  dramatic  relief. 


In  65%  of  cases  complete  remission  ot  symptoms  occurs  within  fifteen  minutes 
after  injection  of  1 cc  of  SYNTHENATE  TARTRATE-Breon,  when  adminis- 
tered within  twenty- four  hours  of  the  first  sign  of  a cold ! 

Injection  is  simple... relatively  nontoxic... prolonged  in  effect.  SYNTHENATE 
TARTRATE-Breon  increases  cardiac  efficiency  and  frequently  slows  the  pulse 
rate;  thus  it  is  effective  without  appreciably  increasing  the  work  of  the  heart. 
It  does  not  cause  cardiac  arrhythmias,  does  not  stimulate  the  central  nervous 
system,  does  not  produce  signs  of  anxiety. 


DOSAGE:  1 cc  injected  intramuscularly  or  subcutaneously  . , . repeated  in  3 or 
4 hours,  if  required. 


TARTRATE  SOLUTION 


Available  at  all  drug  stores.  1 cc  ampuls 
— boxes  of  12  and  25. 

Complete  literature  to  physicians  on 
request. 


George  A.  Breon  & Co. 


SYNTHENATE 


Trodemork 


1 cc  of  the  Solution  contains 
Synthenate  Tartrate.  . . .0.1  Gin. 

Dextrose  U.S.P 5 mg. 

Sodium  Bisulfite 

as  a preservative 2 mg. 


Pharmaceutical  Chemists  • 1450  Broadway.  New  York  18.  N.Y. 
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PROVEN 


PAIN  CONTROL 


with  safety 


• ■ \ 


\ 


* Tabloid” 


v 


EMPIRIN  COMPOUND’ 


rr 


with  CODEINE  PHOSPHATE" 

gr. i*No.  1 gr.  j-No.  2 gr. ^-No.  3 gr.  l*No.  4 


*/2  times  more  soluble  than  sulfate 


Burroughs  Wellcome  & Co*  (U.  S.  A.)  Inc. 

Tuckahoe  7,  N.  Y. 
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When  treating 


• It  is  quickly  effective  against  the  most  com- 
mon urinary  pathogens. 

• Organisms  seldom,  if  ever,  develop  resist- 
ance to  this  drug. 

• Supplementary  acidification  unnecessary 
(except  where  urea-splitting  organisms  such 
as  B.  proteus  occur). 

• It  is  exceptionally  well  tolerated — such  com- 
plications as  gastric  upset,  skin  rashes,  blood 
dyscrasias,  or  monilial  overgrowth  are  un- 
likely to  occur. 

• No  dietary  or  fluid  restrictions  are  required; 
simply  administer  3 or  4 tablets  t.i.d. 

• The  comparatively  low  cost  of  MANDEL- 
AMINE*  lessens  the  probability  of  com- 
plaints from  patients  about  the  high  cost  of 
medication. 


Suggested  for  use  in  the  management 
of  cystitis,  pyelitis,  pyelonephritis, 
prostatitis,  nonspecific  urethritis, 
and  infections  associated  with  neuro- 
genic bladder  and  urinary  calculi,  as 
well  as  for  pre-  and  postoperative 
prophylaxis  in  urologic  surgery. 
Supplied  as  enteric-coated  tablets  in 
bottles  of  120,  500,  and  1000.  Com- 
plete literature  and  samples  to  physi- 
cians on  request. 


NEPERA  CHEMICAL  CO.,  INC. 

NEPERA  PARK,  YONKERS  2,  N.  Y. 

•MANDELAMINE  is  the  registered  trademark  of  Nepers 
Chemical  Co.,  Iuc.,  for  its  brand  of  mrtbeoaiDiDe  madtUu, 


you  WON’T  OUTGROW 

THESE  X-RAY  UNITS! 


Horizontal  Buclcy  Table — This  is  the  simplest,  the  basic 
Maxicon  unit.  Practical  for  use  in  straight  radiography,  it 
■can  later  be  upgraded  to  provide  one  of  many  units  to  ex- 
pand your  facilities. 


Single-Tube  Combination — Another  Maxicon  unit  acquired 
by  augmenting  the  basic  table.  The  table-mounted  tube 
stand  is  a part  of  the  table  — angulates  with  it  — is  the 
only  one  that  permits  straight-line  tube  positioning.  In- 
stantly converted  from  radiography  to  fluoroscopy. 


New  Dual-Position  Table  — One  of  your  many  choices  may 
be  this  unit  for  radiography  and  fluoroscopy  with  either  a 
25  or  100  ma  generator.  Its  "tip-up"  top  permits  vertical 
as  well  as  horizontal  patient  positioning. 


Motor-Tilt  Combination  — The  ultimate  in  Maxicon  units 
gives  you  foot-pedal  controlled  tilting.  Complete  radi- 
ographic and  fluoroscopic  service  is  afforded  by  the  inde- 
pendent tube  stand,  fluoroscopic  carriage  and  screen  unit, 
two  rotating  anode  tubes  and  a 200-ma  generating  unit, 


The  MAXICON  provides  just  the  x*ray  facility  required 

♦ • . unit  by  unit  as  needed 


There’s  small  chance  that  your  professional  progress 
will  obsolete  your  x-ray  apparatus  — if  it’s  a Maxicon. 
The  popular  component  construction  of  this  excep- 
tional line  of  diagnostic  equipment  lets  your  x-ray 
facilities  grow  to  meet  changing  needs.  With  the 
Maxicon,  it  is  possible  to  cover  the  complete  range  of 
diagnostic  x-ray  apparatus  from  the  horizontal  x-ray 
table  to  the  200-ma,  two-tube,  motor-driven  combina- 
tion unit. 


Get  full  details  about  the  remarkable  flexibility  of 
the  Maxicon.  Ask  for  literature  on  the  units  illustrated 
or  the  complete  Maxicon  line.  See  your  GE  representa- 
tive, or  write: 


GENERAL  ® ELECTRIC 


Direct  Factory  Branches 

ALBANY  — 8 Elk  St.  NEW  YORK  CITY  — 205  E.  42nd  St. 

BUFFALO  — 27  Barker  St.  ROCHESTER  — 66  Scio  St. 

ELMIRA  — 100  Woodlawn  Ave.  SYRACUSE  — 1020  Genesee  St. 


Isn’t  this  the  picture1 


NitranitoVs  safe , gradual,  prolonged  vasodilation  permits 
hypertensives  to  resume  more  normal  lives 


What’s  more,  therapeutic  dosages  of  NITRANITOL  can  be 
maintained  over  long  periods  of  time  . . . without  frequent 
checkups  . . . without  worry  about  possible  toxic  effects. 


Ls  it  any  wonder  that  NITRANITOL  is  the  universally  pre- 
scribed drug  in  dfc  management  of  essential  hypertension': 


Ml* 


Merr 
1828 


New  York  • CINCINNATI  . Toronto 


II 

on  want  to  prescribe... 

for  your  hypertensive  patients ? 


When  vasodilation  alone  is  indicated.  Nitranitol.  ('A  gr.  mannitol 
hexanitrate. ) 

When  sedation  is  desired.  Nitranitol  with  Phenobarbital.  (U  gr.  pheno- 
barbital  combined  with  'A  gr.  mannitol  hexanitrate.) 


' 


For  extra  protection  against  hazards  of  capillary  fragility. 

Nitranitol  with  Phenobarbital  and  Rutin.  (Combines  20  mg.  rutin  with  above 
formula.) 

When  the  threat  of  cardiac  failure  exists.  Nitranitol  with  Pheno- 
barbital and  Theophylline. ('A  gr.  mannitol  hexanitrate  combined  with  !i  gr.  pheno- 
barbital and  IJ2  grs.  theophylline.) 
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Physicians  write  "Acnomel”  because  they  know  that  it  fills  all  the  requirements 
for  the  successful  topical  treatment  of  acne : 

1.  Acnomel  is  rapidly  effective; 

2.  Acnomel  masks  the  lesions; 

3.  Acnomel  closely  matches  skin  color. 

Acnomel  is  so  eminently  satisfactory  that  it  is  prescribed  more  often 
than  all  other  ethical  acne  preparations  combined. 

Formula:  Resorcinol,  2%;  sulfur,  8%;  in  a stable,  grease-free,  flesh-tinted  vehicle.  Available  in  specially-lined 
V/2  02.  tubes. 

Smith,  Kline  & French  Laboratories,  Philadelphia  •Acnomel' t.m.  Reg.  u.s.  Pat.  off 

Acnomel 

a significant  advance,  clinical  and  cosmetic,  in  acne  therapy 


NSCMNiA 


k. 


leine 


feels  • • • 
ideine  E 


By  utilizing  the  principle  of 
synergistic  enhancement  in  its  fullest 


ANXIETY 


Codeine  provides  high  analgesia 
and  sedation  on  relatively  low 
codeine  dosage,  with  reduced  side- 
effects.  The  analgesics  (aspirin 
2V2  gr.  and  phenacetin  3 gr.  per 
capsule)  and  sedative  (phenobarbita 
gr.)  effectively  potentiate  a small 
dosage  of  codeine  (either  % 
or  V2  gr.).  And  the  addition  of  the 
spasmolytic  hyoscyamine  (0.031  mg. 
—to  implement  the  analgesic- 
sedative  action,  and  to  help 
counteract  any  tendency  to  nausea 
or  constipation  so  often  provoked 
by  codeine  medication— provides 
a combination  that  has  "proved 
practically  always  successful"  for 
patients  with  steady  pain. 


the  ain  eaction 
is  a late  of 


enaphen  with  odeine 
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Chemically  Standardized  Veratrum  Viride  Is  Effective  in  Hypertension 


Much  has  been  written  pro  and  con  about  the  value 
of  veratrum  viride  in  hypertension.  For  many  years 
the  drug  has  been  in  disrepute  because  of  the  fact 
that  the  preparations  available  on  the  market  have 
been  prepared  by  "hit  or  miss”  methods. 

Chemical  standardization  of  veratrum  viride,  how- 
ever, has  provided  in  this  drug  a highly  effective 
agent  for  the  treatment  of  hypertensive  patients. 

Sollmann1  states  that  veratrum  is  probably  the 
most  active  and  reliable  cardiac  depressant  and 
that  its  use  serves  to  slow  and  soften  the  pulse 
and  lower  the  blood  pressure. 

Willson  & Smith2  state  that  veratrum  viride  pos- 
sesses a vasodilating  effect  and  because  of  this,  it 
was  demonstrated  by  Hite,3  and  Freis  and  Stanton,4 
that  the  drug  lowered  pressure  in  hypertension  and 
gave  symptomatic  relief.  Recent  research  tends  to 
show  that  the  decrease  in  blood  pressure  results 
more  from  peripheral  vasodilation  than  from  de- 
pression of  cardiac  output. 

Uni  fortuity  of  Action 

When  the  veratrum  alkaloids  are  chemically 
standardized,  a uniform  result  can  be  expected. 
Their  action  usually  causes  a reflex  fall  in  blood 
pressure  and  heart  rate  which  originates  in  the 
afferent  vagus  nerve  endings  in  the  myocardium 
of  the  left  ventricle  and  in  the  lungs.  Although 
these  factors  ordinarily  result  with  each  heart  beat, 
the  veratrum  alkaloids  cause  them  to  act  contin- 
uously over  prolonged  periods  of  time.  Reports 
have  shown  that  80  to  90  per  cent  of  hypertensive 
patients  respond  to  therapy  when  chemically  stand- 
ardized veratrum  viride  is  used. 

Car dio -Vascular  Symptoms  Cleared 
In  addition  to  the  lowered  pressure,  objective  signs 
of  improvement  may  be  observed,  such  as  the  clear- 
ing of  retinal  hemorrhages,  diminution  in  cardiac 
size  and  reversal  of  left  ventricular  strain  patterns 
in  electrocardiograms. 

Accompanying  symptoms  of  the  cardiac-hyperten- 
sion syndrome,  such  as  exertional  dyspnea,  tachy- 


cardia, nervous  irritability,  headache,  are  relieved. 
Yet,  while  the  results  of  veratrum  viride  medica- 
tion are  prolonged,  the  drug  may  not  afford  quick 
relief. 

Role  of  the  Nitrites 

For  prompt  and  effective  fall  in  blood  pressure, 
nitroglycerin,  which  acts  in  one  to  two  minutes,  is 
the  drug  of  choice.  It  acts  rapidly  and,  because  of 
its  powerful  vasodilatory  action,  gives  the  patient 
almost  immediate  relief.  The  action  of  nitroglyc- 
erin, however,  is  fleeting  and  to  sustain  lowered 
pressure  between  the  action  of  nitroglycerin  and 
veratrum  viride,  an  intermediate  is  necessary. 

To  this  end,  sodium  nitrite  is  used.  This  drug  is 
also  a vasodilator  and  affords  sustaining  relief 
until  the  long  range  action  of  chemically  standard- 
ized veratrum  viride  becomes  effective. 

Importance  of  Sedation 

Nearly  all  cases  of  hypertension  require  sedation 
for  allaying  periods  of  anxiety  and  affording  the 
patient  a good  night’s  rest.  Mild  sedation  is  often 
useful,  especially  in  cases  associated  with  chronic 
coronary  insufficiency.5  It  is  well  known  that  ex- 
citement may  induce  anginal  attacks  and  in  such 
cases,  phenobarbital,  because  of  its  prolonged 
action,  should  be  used. 

All  of  these  drugs,  chemically  standardized  vera- 
trum viride,  nitroglycerin,  sodium  nitrite,  and  pheno- 
barbital are  to  be  found  in  Capsules  ray-trote  im- 
proved, prepared  by  the  Raymer  Pharmacal  Com- 
pany of  Philadelphia,  Pa.  Each  capsule  contains 

Phenobarbital 15  mg. 

Sodium  Nitrite 30  mg. 

Nitroglycerin 0.25  mg. 

Veratrum  Viride  (standardized  to  1.0% 

alkaloid  content) 65  mg. 

ray-trote  improved  is  effective  in  dosages  of  one 
capsule  every  three  hours.  It  is  contraindicated 
when  renal  insufficiency  is  present,  or  if  pulse  be- 
comes abnormally  slow  following  treatment. 

For  the  30%  of  hypertensive  patients  with  capil- 
lary fault,  the  above  formula,  with  20  mg.  of  Rutin 
added,  is  available  in  ray-trote  with  Rutin. 
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Send  for  a liberal  clinical  supply  of  ray-trote 
improved  Capsules  and  descriptive  literature  today 
to  Raymer  Pharmacal  Company,  N.E.  Cor.  Jasper 
and  Willard  Streets,  Philadelphia  34,  Pa. 
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^LACTOGEN 


When  the  supply  of  breast  milk  is  inadequate  or  when  lacta- 
tion fails  entirely,  there  is  no  better  formula  than  Lactogen. 
Designed  to  resemble  mother’s  milk,  it  consists  of  whole  cow’s 
milk  modified  with  milk  fat  and  milk  sugar.  It  differs,  however, 
in  one  important  respect:  the  protein  content  of  Lactogen  in 
normal  dilution  is  one-third  greater  than  that  of  mother’s 
milk — 2.0%  instead  of  1.5%. 


CL  CWjbte  9n^int  Qn  (9tu  VoA<jxj^l 

Lactogen  contains  all  the  ingredients  of  a well-balanced  infant 
formula.  In  addition,  it  is  fortified  with  iron  to  compensate 
for  the  deficiency  of  this  mineral  in  milk. 


Lactogen  is  simple  to  use.  The  prescribed  amount  is  stirred 
into  warm,  previously  boiled  water.  Either  a single  feeding 
can  be  prepared,  or  the  entire  day’s  quantity  can  be  made  up 
and  stored  in  the  refrigerator  until  used. 


THE  NESTLE  COMPANY,  INC 

COLORADO  SPRINGS,  COLORADO 


Makers  of  Nestle ’s  Evaporated  Milk 

“No  Finer  Milk  Can  Be  Produced” 


NOTABLY  HIGH  IN 
PROTEIN  CONTENT 

Lactogen  contains 
a generous  amount 
of  protein  . . . more 
than  enough  to 
satisfy  every  protein 
need  of  the  rapidly 
growing  infant. 
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...NO  NEED  TO  CHEW... 
PROMPT  PAIN  RELIEF.. . RAPID, 
PROLONGED  ANTACID  ACTION 


...HIGH  ACID-BUFFER 


ACTION... LOW  ALUMINUM 
CONTENT...  NO  ACID 
REBOUND...  PLEASANT 


& TASTE... NO  NEED  TO 
CHEW...  PROMPT  PAIN 
g RELIEF  RAPID, 
PROLONGED  ANTACID 
ACTION...  HIGH  / 


ACID-BUFFER 


In  peptic  ulcer  and  hyper- 
^-r  acidity,  Alzinox  gives  prompt 
and  prolonged  symptomatic 
relief,  without  alkalosis  or  acid 
rebound — the  pH  goes  no  higher 
than  pH  4.5  even  when  Alzinox 
is  given  in  excess. 

High  acid-buffer  capacity  with 
minimum  aluminum  content  is 
made  possible  by  its  unique  com- 
bination with  amino-acetic  acid. 


ACTION...  LOW 


ALZINOX 


ALUMINUM* 


CONTENT...  NO^I 
ACID  REBOUND 
...PLEASANT 
TASTE...  NO 
NEED  TO  CHEW 
. . . PROMPT 


(PATCH) 

Brand  of  Dihydroxy  Aluminum 
Aminoacetate 


PAIN  RELIEF 
...RAPID, 
PROLONGED 
ANTACID 


ACTION . . . 


Alzinox  is  also  available  combined  with 
- phenobarbital  and  homatropine  methyl 
bromide— for  antacid-sedative-antispasmod- 
ic  medication  in  one  product. 

ALZINOX  TABLETS — 0.5  Gm.  (7.7  grs.)  bottles  of 
100  and  500. 

MAGMA  ALZINOX— 0.5  Gm.  (7.7  grs.)  per  5 cc. 
bottles  of  8-oz. 

ALZINOX  with  Phenobarbital  (1/4  gr.)  and  Homa- 
tropine Methyl  Bromide  (1/100  gr.) — bottles  of  100 
and  500. 

MAGMA  ALZINOX  with  Phenobarbital  (1/8  gr. 
per  5 cc.)  and  Homatropine  Methyl  Bromide  (1/100 
gr.  per  5 cc.)  bottles  of  8-oz. 

THE  E.  L.  PATCH  COMPANY 

STONEHAM,  MASS. 
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Trodemork 


For  many  years,  much  time  and  effort  has  been  given  to  the  development  of  an  effective 
multivitamin  preparation  which  would  not  frighten  or  repel  the  patient  by  its  size,  dis- 
agreeable taste  or  odor,  and  unpleasant  appearance.  The  stability  of  OMNI-VITA* 
Spherettes  is  assured  by  layering  of  the  vitamin  components.  Younger  patients  and 
finicky  adults,  particularly,  were  likely  to  object  strenuously  to  the  average  multivitamin 
preparation— oils,  liquids,  tablets,  or  capsules. 


Warner  is  proud,  therefore,  to  present  OMNI-VITA*  Spherettes.  A delicious,  chew- 
able  Spherette  containing  generous  amounts  of  the  vitamins— an  excellent  and  extremely 
convenient  means  for  supplying  either  supplemental  or  prophylactic  doses  of  the  vitamins 
most  frequently  low  in  the  modern  diet  or  involved  in  subclinical  deficiencies. 


OMNI-VITA*  Spherettes  have  a full  and  balanced  complement  of  vitamins.  Each 
Spherette  contains: 


Vitamin  A,  Synthetic  . . . 5,000  U.S.  P.  Units 
Vitamin  D (Activated  Ergosterol)  1,000  U.S.P.Units 
Vitamin  C (Ascorbic  Acid)  ....  50.0  mgs. 
Vitamin  B,  (Thiamine  Hydrochloride)  . 1.0  mg. 


Vitamin  Bz  (Riboflavin)  ....  2.0  mgs. 
Vitamin  B6  (Pyridoxine  Hydrochloride)  0.5  mg. 
Vitamin  B12,  Crystalline  ....  1.0  meg. 
Panthenol  (equiv.  to  1.15  mgs. 
d-Calcium  Pantothenate)  . . . 1.0  mg. 


The  supplemental  or  prophylactic  use  of  OMNI-VITA*  Spherettes  ensures  the 
the  patient’s  cooperation— children  and  adults  alike. 

WILLIAM  R.  WARNER  Division  of  Warner- Hudnut,  Inc. 

New  York  Los  Angeles 


St.  Louis 


more  effective 
against 


tinea  capitis 

"More  effective  in  ringworm 
of  the  scalp  than  any  other 
topical  agent.”1 


tinea  pedis 

In  “athlete’s  foot”  a 
combined  cured  and  improved 
rate  of  95%  has  been  obtained.1 


Also  indicated  in 


tinea  corporis 
tinea  cruris 
tinea  versicolor 
tinea  of  the  nails 


“broad  antifungal  spectrum 
...good  cutaneous  tolerance.”1 


Asterol 


6%  tincture  . . . ointment  . . . powder  . . . 
sprayed,  applied  with  cotton  or  dusted  on 


'Roche 


I 


1.  Stritzler,  C.;  Fishman,  I.  M.,  and  Laurena,  S.: 

Transactions  New  York  Acad.  Sc.,  IS: 31,  Nov.,  1950. 

HOFFMANN-LA  ROCHE  INC  • ROCHE  PARK  • NUTLEY  10  • NEW  JERSEY 

ASTEROL  01  HYDROCHLORIDE  *ROCH  E — BRAN  D OF  DIAMTH  AZOIC  DIHYDROCHLORlDE, 
|*-DlMCTHVlAMINO-6-(p-DIETHVlAMINO  CTHOXYJ-BENZOTHIAZOIC  0IH Y DROCH LORI Otl 


almost 
a quarter 
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cow  s mi 


ilk? 


“Approximately  one  of  every  fifteen  infants  is  allergic 
to  cow’s  milk  to  some  degree...,”  according  to  Clein  in 
a recently  published  article.*  These  allergic  reactions  pro- 
duce a multiplicity  of  strange,  baffling,  serious  and  apparently 
unrelated  clinical  syndromes. 

In  Clein's  series  of  140  distressed  babies  allergic  to  milk,  “most 
babies  were  relieved  of  their  symptoms  almost  immediately  by 
discontinuing  cow’s  milk  in  their  formula  and  substituting 
Mull-Soy...”*  These  symptoms  include  eczema,  pylorospasm, 
diarrhea  and  colic. 

Mull-Soy  supplies  (in  standard  1:1  dilution)  essential  protein, 
fat,  carbohydrate  and  minerals  comparable  to  those  of  cow’s  and 
goat’s  milk.  The  fat  in  Mull-Soy  is  soy  oil,  a good  source 
of  unsaturated  fatty  acids. 

Mull-Soy  is  a liquid,  homogenized  (vacuum-packed) 
food  — easy  to  take,  easy  to  prescribe. 

Available  in  drugstores  in  1514  fl.  oz.  tins. 

*Clein,  N.  W.:  Cow's  Milk  Allergy  in  Infants, 

Annals  of  Allergy,  March-April,  1951. 


Mull-Soy 


first  in 

hypoallergenic  diets  for  infants,  children  and  adults 

The  Borden  Company,  Prescription  Products  Division,  350  Madison  Avenue,  New  York  17 
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MAY  BE  TftEA 


WITH 


THIANTOIN  SODIUM 


( PH  ETH  E N YLATE  SODIUM.  LILLY) 


I 


his  flexibility  is  a distinct  advantage  for,  unlike  some  anticonvulsants,  THIANTOIN 
SODIUM  does  not  depress  one  type  of  seizure,  only  to  bring  other  kinds  into  prominence. 
THIANTOIN  SODIUM  is  a widely  useful  antiepileptic  and  is  safer  than  other  hydantoin 
compounds  of  comparable  potency.  Many  resistant  cases  are  controlled  with  doses  which 
have  been  elevated  safely  to  levels  that  were  previously  unattainable.  Not  only  are  there 
fewer  side-effects,  but  there  is  often  striking  improvement  of  mental  function  in  epileptic 
patients  who  receive  THIANTOIN  SODIUM. 


ELI  LILLY  AND  COMPANY  Indianapolis  6,  Indiana,  U.  S.  A. 

The  American  Chemical  Society,  like  Eli  Lilly 
anil  Company,  is  now  celebrating  its  seventy- 
fifth  anniversary,  and  we  pause  to  pay  it  tribute. 

Our  own  industry,  as  well  as  all  of  American 
progress  and  humanity,  is  deeply  indebted  to 
this  esteemed  group  of  scientists. 
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Editorials 

Correction 


Last  December,  the  Journal  published  a 
i “Christmas,  1950”  editorial  in  its  December 
15,  1950  issue.  Part  of  that  editorial  dealt 
with  the  world-wide  split  between  those  who 
do  and  those  who  do  not  subscribe  to  the 
principle  that  freedom,  under  God,  shall  not 
perish  from  the  earth.  “Those  who  do  not,” 
it  said,  “seem  to  remain  within  the  forum  of 
the  U.N.  off  and  on,  for  the  purpose  of 
gumming  up  the  works  with  as  much  dialec- 
tic materialism  as  the  vituperation  com- 
pressors can  generate  behind  the  Iron  Cur- 
tain.” 

Then  it  continued: 

This  corrosive,  sticky,  atheistic  product  of 
Statism  is  sprayed  about  by  Andrei  (“nozzle”) 
Vyshinski  and  the  dialectically  materialistic 
press  of  the  U.S.S.R.  and  environs,  including 
the  Compass  and  Daily  Worker  here,  for  what 
flies  it  may  entangle  along  the  lunatic  fringe  of 
our  democracies  whether  in  private  or  public 
life,  or  in  the  arts,  sciences,  or  professions. 

Since  then,  as  a result  of  complaints  by  The 
Daily  Compass  Publishing  Corporation,  the 


publisher  of  the  Compass,  and  by  Ted  0. 
Thackrey,  its  editor,  the  Journal  has  made 
an  exhaustive  further  investigation  of  the 
truth  of  those  statements — as  to  the  Com- 
pass. It  has  concluded  that,  while  the 
Journal  disapproves  of,  and  disagrees  with, 
the  stand  taken  by  the  Compass  and  its 
writers  on  many  issues,  the  statements  about 
the  Compass  in  the  Journal’s  “Christmas, 
1950”  editorial  were  not  justified,  and  should 
be  retracted.  Also,  the  Journal  emphasizes 
that  the  reference  to  “tanglefoot”  treason 
later  in  the  editorial  was  never  intended  to 
charge  the  Compass  or  The  Daily  Compass 
Publishing  Corporation,  its  publisher,  or  Ted 
O.  Thackrey,  its  editor,  with  disloyalty  of 
any  sort;  and  the  Journal  retracts  here 
any  such  implication  that  the  editorial 
might  be  thought  to  have  suggested. 

The  Journal  regrets  its  mis-statements 
about  the  Compass  and  offers  its  apology  to 
the  Compass,  to  The  Daily  Compass  Publish- 
ing Corporation,  and  to  Mr.  Thackrey,  for 
their  inclusion  in  the  “Christmas,  1950” 
editorial. 
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EDITORIALS 


[N.  Y.  State  J.  M. 


Current  Editorial  Comment 


Aid  for  Medical  Schools.1  A unique 
philanthropic  organization  to  provide  finan- 
cial assistance  for  all  the  nation’s  hard- 
pressed  medical  schools  was  launched  re- 
cently. The  undertaking  has  the  sponsor- 
ship of  the  medical  profession,  industry, 
organized  labor,  agriculture,  a group  of 
university  presidents,  and  12  scientific  and 
educational  foundations.  The  establish- 
ment of  the  National  Fund  for  Medical 
Education  was  announced  at  the  annual 
meeting  of  the  sponsoring  group  at  the 
Hotel  Biltmore,  New  York  City,  on  Wed- 
nesday, May  16,  by  former  President  Her- 
bert Hoover,  the  honorary  chairman  of  the 
Fund,  and  Mr.  S.  Sloan  Colt,  Fund  presi- 
dent and  president  of  Bankers  Trust  Com- 
pany, New  York  City.  At  the  meeting  it 
was  also  announced  that  the  American 
Medical  Education  Foundation,  founded 
last  December  by  the  American  Medical 
Association  in  Cleveland,  will  funnel  its 
contributions  from  doctors  through  the 
National  Fund  organization.  The  National 
Fund  plans  to  make  these  and  other  grants 
available  immediately  to  the  nation’s 
medical  schools,  many  of  which  have  large 
deficits. 

In  announcing  the  new  Fund,  Mr.  Colt 
told  the  meeting  its  launching  culminates 
two  years  of  planning  and  organization.  He 
further  made  known  that,  initial  support 
had  come  from  a wide  spectrum  of  the 
American  community,  including  contribu- 
tions from  the  medical  profession  and  such 
other  groups  as  18  leading  life  insurance 
companies  and  many  industrial  corpora- 
tions. To  date,  these  contributions  pro- 
vide the  National  Fund  with  starting  re- 
sources of  more  than  $1,000,000,  toward  a 
$5,000,000  goal  for  the  first  year. 

Mr.  Colt  told  the  meeting  that  the  chief 
objective  of  the  National  Fund  is  to  seek 
voluntary  contributions  in  order  to  relieve 
the  acute  problem  faced  by  medical  schools 
in  endeavoring  to  maintain  high  academic 
standards  in  the  face  of  crippling  budgetary 
problems.  He  said  also  that  the  Fund 
trustees  had  set  up  appropriate  machinery 
for  distributing  the  money  equitably  among 
the  nation’s  medical  schools.  In  develop- 
ing this  machinery,  the  Trustees  were 
guided  by  their  Advisory  Council,  which  in- 

1 News  Release,  National  Fund  for  Medical  Education, 
475  Fifth  Avenue,  New  York  17,  New  York. 


eludes  university  presidents,  representa- 
tives of  the  American  Medical  Association, 
the  Association  of  American  Medical  Col- 
leges, and  the  medical  directors  of  several 
leading  philanthropic  foundations. 

In  a message  to  the  meeting,  Mr.  Hoover 
characterized  the  organization  of  the  Fund 
as  a “significant  development  in  the 
strengthening  of  the  nation’s  medical  man- 
power.” 

Mr.  Colt  pointed  out  that  a novel  feature 
of  the  Fund’s  machinery  makes  it  possible 
for  every  dollar  in  contributions  to  flow 
directly  into  medical  education.  Such  an 
arrangement  is  possible  because  the  ad- 
ministrative costs  of  the  Fund  have  been 
underwritten  by  the  following  organiza- 
tions: American  Medical  Association, 

George  F.  Baker  Trust,  Carnegie  Corpora- 
tion of  New  York,  Commonwealth  Fund, 
Albert  and  Mary  Lasker  Foundation,  Lilly 
Endowment,  Inc.,  Josiah  Macy,  Jr.  Foun- 
dation, New  York  Foundation,  Sarah 
Mellon  Scaife  Foundation,  and  Rockefeller 
Foundation. 

Dr.  Elmer  Henderson,  president  of  the 
American  Medical  Association,  summarized 
the  reasons  for  the  plight  of  the  medical 
schools  by  stating  that,  “because  of  rising 
costs,  inflation,  fewer  large  individual  bene- 
factions, and  reduced  income  from  endow- 
ments, the  medical  schools  need,  without 
further  delay,  assistance  of  the  type  this 
voluntary  Fund  can  give.”  He  added  that 
the  American  Medical  Association,  in  keep- 
ing with  the  sentiments  of  other  Fund  sup- 
porters, will  continue  to  seek  contributions 
from  the  profession  each  year. 

We  see  no  reason  why  the  goal  of  $5,000,- 
000  for  the  first  year  of  such  aid  to  the 
medical  schools  of  the  country  should  not  be 
attained.  It  is  said  that  the  nation  stands 
now  at  peak  prosperity  with  production  for 
defense  mounting  and  practically  no  unem- 
ployment. 

We  can  think  of  no  better  way  to  absorb 
the  public’s  increased  purchasing  power 
than  to  divert  a large  chunk  of  it  to  the  sup- 
port of  the  medical  schools.  Such  action 
woidd  be  anti-inflationary,  and  we  are  all 
for  that  goal.  The  proposal  seems  designed 
to  “kill  two  birds  with  one  stone,”  as  the 
old  saying  goes,  and  appears  to  be  decid- 
edly in  the  public  interest.  We  hope  to  have 
reports  of  results  in  the  near  future. 
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AQUEOUS  EPINEPHRINE  SUSPENSION  1-200 


For  the  First  Time 


Epinephrine  is  available  in  an  aqueous  SUSPENSION 
To  be  injected  SUBCUTANEOUSLY. 


For  the  patient’s 


Sus-Phrine,  an  aqueous  suspension  of  epinephrine,  is  injected 
subcutaneously  in  doses  of  0.1  to  0.3  cc.  The  slower  absorption 
and  longer  action  of  the  suspension  requires  fewer  injections. 

Sus-Phrine  begins  to  be  absorbed  as  soon  as  it  is  injected,  and 
because  it  is  a suspension,  absorption  takes  place  over  a pro- 
longed period  and  therefore  it  has  a distinct  advantage  over 
aqueous  solutions  for  subcutaneous  injection. 


Sus-Phrine  is  a specially  processed  stable  suspension  of  epine- 
phrine to  make  possible  its  packaging  in  5 cc.  multiple-dose  vials 
at  a saving  in  cost  to  both  the  physician  and  patient. 


“Reaser  and  Burch,  using  radioactive  isotopes,  have  confirmed 
earlier  evidence  that  mercurial  diuretics  greatly  increase  the 
urinary  loss  of  sodium.  The  sodium  diuresis  precedes  water  diuresis 
by  two  to  four  hours,  and  sodium  excretion  per  day  may  be  in- 
creased sevenfold  while  water  excretion  is  merely  doubled.” 

Editorial:  J.A.M.A.  135: 576, 

Nov.  1,  1947. 


. . The  concentration  of  sodium  in  the  urine  was  increased  nearly 
two  and  one-half  times  by  the  injection  of  the  mercurial  diuretic, 
while  the  average  total  excretion  of  sodium  in  24  hours  was  in- 
creased more  than  four  times  by  mercuhydrin  injections.” 

Griggs,  D.  E„  and  Johns,  V J.: 
California  Med.  69:133,  Aug.  1948. 


MERCUHYDRIN  Sodium  (brand  of  meralluride  sodium)  is 
available  in  1 cc.  and  2 cc.  ampuls. 
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Scientific  Articles 


THE  PROBLEM  OF  GASTRIC  CANCER 


Albert  F.  R.  Andresen,  M.D.,  Brooklyn,  New  York 


STATISTICS  seem  to  prove  that  cancer  is  on 
the  increase.  In  1900  cancer  was  in  eighth 
3 place  on  the  list  of  causes  of  death,  with  3.7  per 
if  cent  of  all  deaths  reported  as  due  to  cancer.  In 
f 1946  it  had  advanced  to  second  place,  accounting 
for  13.5  per  cent  of  all  deaths  in  the  United  States 
I registration  area.  Cancer  of  the  digestive  organs 
:i;  has  consistently  held  first  place  in  the  percentage 
jj  of  all  cancer  deaths,  constituting  43.7  per  cent 
;j|  (83,121  cases)  with  a death  rate  of  57.7  per  100,- 
j 000  in  1947.  Cancer  of  the  stomach  heads  the 
list  of  these  cancers  of  the  digestive  organs  and 
peritoneum,  constituting  13.7  per  cent  of  all  can- 
cer deaths  (18  per  100,000  in  1947).  Among 
males  it  stands  first,  17.4  per  cent  of  males  with 
cancer  dying  of  gastric  cancer,  whereas  among 
| females  it  stands  fourth,  its  10.1  per  cent  being 
exceeded  in  frequency  by  cancer  of  the  breast 
; (18.5  per  cent),  uterus  (18.1  per  cent),  intestines 
(12.7  per  cent).  In  New  York  State,  exclusive  of 
New  York  City,  cancer  cases  (not  deaths)  re- 
ported in  the  period  of  1947  to  1949  showed  the 
i following  rates  of  incidence  per  100,000:  breast 
31.7,  skin  30.6,  uterus  24.5,  intestines  23.9,  stom- 
ach 18.3.  With  80,866  persons  dying  of  cancer  of 
I the  digestive  organs  and  peritoneum  in  the  United 
States  of  America  in  1946,  and  83,121  in  1947,  and 
with  25,625  deaths  from  gastric  cancer  in  1946 
| compared  with  25,967  in  1947,  the  percentage  re- 
mained about  the  same,  but  it  is  quite  evident 
that  each  year  with  an  increase  in  population  we 
can  expect  at  least  30,000  deaths  from  gastric  can- 
cer. Whether  cancer  in  general  is  increasing  in 
frequency,  whether  it  is  only  showing  an  increase 
in  percentage  because  more  persons  are  living  to 
the  age  at  which  cancer  is  most  prevalent,  or 
whether  better  diagnostic  methods  are  resulting 
in  the  discovery  of  more  cases  is  not  as  important 
as  the  simple  fact  that  so  many  are  dying  each 
year  of  this  disease. 

What  is  being  done  about  this  situation?  The 
i millions  being  contributed  by  the  public,  the 
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government,  and  the  large  foundations  for  cancer 
research  are  being  used  in  many  important  ways 
in  efforts  to  solve  the  problem.  Many  of  the  best 
brains  in  the  world  are  trying  to  find  out  the 
cause  of  cancer,  the  reason  for  its  predilection  for 
certain  parts  of  the  body  and  its  absence  in  other 
parts,  the  variable  response  to  carcinogens  in 
animals,  its  behavior  under  various  conditions  of 
chemical,  physical,  physiologic,  endocrine,  and 
hormone  imbalance,  and  its  response  to  various 
forms  of  therapy,  including  radiologic  and  sur- 
gical. Research  with  radioisotopes  promises 
much  for  the  future.  Thus  far  we  have  no  real 
cure  for  cancer,  its  only  successful  treatment 
consisting  of  its  complete  destruction  or  extir- 
pation before  metastases  have  progressed 
beyond  the  reach  of  such  treatment.  In  gastric 
cancer  the  mortality  is  higher  than  in  any  other 
part  of  the  body.  Once  a diagnosis  of  cancer  has 
been  established  before  operation,  the  number  of 
patients  surviving  after  five  years  is  appallingly 
low.  Statistics  are  of  little  use  in  evaluating  the 
operative  mortality  of  gastric  cancer.  Some 
clinics  base  their  favorable  statistics  upon  cases 
diagnosed  by  them  as  early  cancer  when  their 
criteria  of  what  constitutes  a cancer  are  not  agreed 
upon  by  pathologists  in  general.  Some  discuss 
only  immediate  operative  mortality  in  the  30  or 
40  per  cent  of  the  total  number  of  cases  which 
they  have  selected  as  being  operable.  Others  find 
85  per  cent  operable  and  report  lower  mortality. 
In  informal  discussions  of  the  matter  with  groups 
of  gastroenterologists  and  surgeons,  I have  often 
asked  each  member  of  the  group  how  many  pa- 
tients he  has  seen  who  were  cured  of  gastric  can- 
cer, and  it  is  exceptional  to  have  any  individual 
quote  more  than  two  or  three  such  cases.  In  over 
forty  years  experience  I can  remember  but  three 
of  my  patients  who  have  lived  over  five  years  after 
an  operation,  for  gastric  cancer,  and  one  of  these 
died  of  metastases  seven  years  after  operation. 
Statistics  regarding  five  to  ten-year  cures  show  2 
to  7 per  cent  survivals. 

The  high  mortality  of  gastric  cancer  is  due 
mainly  to  the  fact  that  the  condition  is  not  being 
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recognized  sufficiently  early  to  permit  of  success- 
ful surgical  extirpation,  and  this  failure  of  early 
recognition  can  be  attributed  to  several  factors, 
as  follows: 

1.  There  are  no  early  symptoms  or  they  are  so 
mild  that  patients  do  not  suspect  that  they  have  a 
serious  illness. 

2.  The  average  physician,  when  the  patient 
consults  him  about  mild  digestive  complaints, 
often  fails  to  recognize  their  significance  and  puts 
off  the  required  diagnostic  study. 

3.  The  diagnostic  procedures  necessary  to 
arrive  at  a definite  diagnosis  are  difficult  and  ex- 
pensive to  carry  out  and  often  require  repetition 
to  make  sure  of  the  diagnosis. 

4.  When  an  early  diagnosis  is  made  or  the 
condition  suspected,  it  is  often  difficult  to  per- 
suade the  patient  to  undergo  immediate  operation 
for  such  mild  symptoms. 

In  the  present  state  of  our  knowledge  of  gastric 
cancer  all  that  can  be  done  is  to  keep  emphasizing 
to  the  clinician  and  to  the  layman  that  even 
though  there  is  at  present  no  specific  cure  for  the 
disease,  there  is  yet  some  hope  of  cure  if  the  pa- 
tient will  get  to  the  surgeon  early  enough.  Much 
is  being  done  to  educate  the  public  in  regard  to 
cancer,  but  much  of  this  education  seems  to  be 
misdirected  in  that  nearly  all  patients  I see  who 
are  worried  about  cancer  have  severe  symptoms 
not  at  all  characteristic  of  cancer,  whereas 
those  with  mild  symptoms  still  stay  away 
from  the  doctor.  There  has  not  been  enough 
emphasis  on  the  fact  that  the  characteristic 
symptoms  of  cancer  not  only  are  mild 
but  persistent  and  are  usually  the  first  gastroin- 
testinal symptoms  the  patient  has  ever  experi- 
enced in  his  life.  Instead  of  instilling  into  the 
minds  of  the  public  the  prevalent  fear  that  peptic 
ulcer  may  become  cancerous,  they  should  be  in- 
formed of  the  truth  that  cancer  rarely  if  ever  oc- 
curs in  patients  with  previous  ulcers. 

Experimental  Work 

From  the  physician’s  standpoint  the  amount  of 
material  regarding  cancer  appearing  in  the  litera- 
ture serves  more  to  confuse  than  to  clarify  the 
situation.  With  large  sums  of  money  available 
for  research,  all  kinds  of  people  are  entering  the 
field,  and  each  one  receiving  a grant  must  of 
necessity  report  on  his  results.  Not  only  the 
practicing  physician  but  even  the  experienced  re- 
search worker  finds  it  difficult  to  evaluate  the  re- 
ports. Much  of  the  laboratory  research  has  l>een 
devoted  to  observing  the  effects  of  heredity,  en- 
vironment, and  various  other  factors  on  the  sus- 
ceptibility of  mice,  rats,  and  other  animals  to 
known  carcinogenic  agents,  the  usual  one  used 
being  methylcholanthrene.  About  the  only  im- 
portant fact  obtained  from  these  studies  has  been 


the  confirmation  of  the  previous  contention  that 
cancer  is  hereditary  but  that  the  tendency  to  de- 
velop cancer  is  a recessive  trait,  whereas  resist- 
ance to  cancer  is  a dominant  hereditary  factor. 
Whether  cancer  is  hereditary  in  man  will  probably 
not  be  definitely  determined  until  cancer  registrar 
tion  such  as  adopted  by  Connecticut  and  by  a few 
other  states  becomes  general,  permitting  a study 
of  cancer  statistics  obtained  therefrom. 

Studies  of  gastric  acidity  both  before  and  after 
development  of  cancer  have  been  much  stressed. 
Some  have  suggested  that  hypochlorhydria  and 
achlorhydria  predispose  to  cancer,  some  that  the 
accompanying  mucosal  atrophy  (atrophic  gas- 
tritis) is  the  factor  predisposing  to  further  de- 
generative changes,  pointing  out  the  frequency  of 
development  of  gastric  cancer  in  patients  with 
pernicious  anemia.  Still  others  suggest  that 
some  factor  may  cause  the  atrophy,  the  anemia, 
and  the  malignant  changes.  Ivy  has  suggested 
that  there  might  be  a connection  between  blood 
Rh  negativeness  and  these  factors. 

The  suggestion  that  bile  may  contain  a car- 
cinogen which  may  produce  cancer  when  bile  is 
regurgitated  into  the  stomach  seems  futile  when 
we  realize  that  bile  normally  regurgitates  into  the 
stomach  after  a meal  has  been  evacuated  and  the 
pylorus  becomes  relaxed,  and  that  bile  is  fre- 
quently found  in  the  normal  fasting  stomach. 
Furthermore,  the  duodenum,  which  is  constantly 
bathed  with  bile,  is  almost  never  attacked  by  can- 
cer. 

Some  investigators  have  suggested  gastric 
polyps  as  precursors  of  cancer,  but  while  polyps 
occur  not  infrequently  in  dogs,  they  are  very  rare 
in  man  and  could  not  play  an  important  role  in 
etiology  except  that  they  are  usually  associated 
with  gastritis.  The  old  contention  that  ulcers 
tend  to  become  cancerous  has  also  been  thor- 
oughly exploded,  and  the  few  cases  in  which  it  has 
been  shown  or  postulated  that  cancer  started  at  or 
near  a gastric  ulcer  or  in  the  scar  of  an  ulcer  are  re- 
ported as  unusual.  I have  seen  a cancer  near  the 
cardia  coincident  with  a prepyloric  benign  ulcer. 
The  rare  occurrence  of  gastric  cancer  in  patients 
with  previous  duodenal  ulcer  has  also  been  com- 
mented upon,  although  cases  of  the  coincident 
finding  of  duodenal  ulcer  and  gastric  cancer  have 
been  reported. 

The  question  of  the  relation  of  diet  and  climate 
to  cancer  of  the  stomach  has  been  much  discussed. 
Some  geographic  regions  show  a much  greater 
frequency  of  gastric  cancer  than  others,  and 
whether  climate  or  dietetic  habits  are  the  reason 
is  debatable.  The  habitual  ingestion  of  irritants 
would  seem  to  be  a possible  factor,  as  chronic 
irritation  has  been  long  known  to  be  a cause  of 
cancer.  Yet  countries  in  which  many  so-called 
“hot”  or  irritating  condiments  are  used  show  a 
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much  smaller  incidence  of  cancer  than  those  in 
which  the  diet  is  comparatively  bland.  The  same 
is  true  of  alcohol  ingestion.  One  form  of  irrita- 
tion from  food  has  not  been  given  the  attention  it 
deserves.  In  reporting  on  my  experiences  with 
gastrointestinal  allerg}’,  I have  several  times  men- 
tioned that  in  studying  carefully  the  histories  of 
patients  with  proved  gastrointestinal  cancer  I 
have  found  history  of  previous  gastrointestinal 
I allergy  more  than  twice  as  frequently  as  in  general 
I nonallergic  gastrointestinal  conditions. 1 The  fact 
that  allergy  and  cancer  are  hereditary  is  also  of 
interest.  Another  factor  of  importance  is  chronic 
irritation  from  eating  of  too  hot  foods.  The  high 
frequency  of  a history  of  the  drinking  of  hot  water 
; on  arising  in  the  morning  in  my  patients  with 
(gastric  cancer  seems  more  than  a coincidence. 
I Carcinogens  produced  when  foods,  especially 
I fats,  oils,  and  cholesterol  are  heated  to  350  de- 
grees C.,  have  also  been  suggested  as  possible 
j dietary  causes  of  cancer. 

Pathology 

Although  there  are  different  kinds  of  gastric 
cancel-,  in  which  term  would  be  included  the  var- 
;ious  forms  of  carcinoma,  sarcoma,  Hodgkin’s 
|i  disease,  and  other  malignant  neoplasms,  most 
! workers  in  the  field  group  them  together  as  con- 
Istituting  one  problem.  Carcinoma  is  the  most 
i common  gastric  neoplasm  and  is  usually  primary, 
with  adenocarcinoma  the  most  frequent.  This 
and  colloid  carcinoma  may  ulcerate  early,  but 
scirrhous  carcinoma  invading  the  deeper  layers  of 
!:  the  stomach  wall,  resulting  in  linitis  plastica  or 
“leather-bottle”  stomach,  often  does  not  ulcerate 
until  most  of  the  stomach  has  become  involved. 
(Squamous  cell  carcinoma  or  epithelioma  of  the 
i esophagus  may  involve  the  cardiac  end  of  the 
listomach  by  direct  extension.  Carcinoma  in 
i (neighboring  organs,  such  as  biliary  tract  car- 
itcinoma,  a rare  condition,  and  pancreatic  car- 
Icinoma,  also  infrequent,  may  compress  and  later 
invade  the  stomach  wall.  Carcinoma  of  the 
[ transverse  colon  may  not  only  compress  and  in- 
Ivade  the  greater  curvature  but  may  ulcerate 
[ through  the  wall  of  the  stomach  and  produce  a 
gastrocolic  fistula.  Such  a fistula  may  also  be 
caused  by  a gastric  carcinoma  involving  the  colon. 
Renal,  adrenal,  and  splenic  cancers  may  also  in- 
volve the  stomach  late.  Carcinoma  originating 
in  the  stomach  may  also  invade  the  contiguous 
biliary  tract  and  pancreas  or  the  omentum. 
Metastases  usually  occur  first  in  the  liver  and  in 

!the  regional  lymph  nodes  and  in  contiguous  or- 

t*ans  and  may  in  advanced  cases  spread  to  the 
iiaphragm,  lungs,  heart,  and  brain.  Unfor- 
tunately, even  a very  small  gastric  carcinoma  may 
f produce  extensive  metastases.  I remember  an 
uitopsy  on  a patient  writh  a primary  prepyloric 


lesion  the  size  of  a split  pea  who  had  involvement 
of  the  liver  and  whose  lymph  glands  along  the 
spine  were  involved  from  pelvis  to  neck.  The 
stomach  is  rarely  involved  with  metastases  from 
distant  organs.  Lymphomatous  lesions  including 
sarcomas  and  Hodgkin’s  disease  usually  originate 
in  the  retroperitoneal  lymph  glands,  involving  the 
stomach  wall  late  and  occasionally  producing 
posterior  wall  ulcers.  The  occasional  leiomyoma 
of  the  stomach  often  becomes  a leiomyosarcoma. 
Reticulum  cell  and  neurogenic  sarcomas  are  rare. 
Lymphosarcoma  may  originate  in  the  outer  layers 
of  the  stomach  w’all  and  grow-  very  large  without 
involving  the  mucosa. 

Diagnosis 

It  is  quite  evident  that  with  no  definite  knowledge 
of  the  etiology  of  gastric  cancer  and  with  no  cura- 
tive agent  as  yet  discovered,  we  must  as  clinicians 
confine  ourselves  to  solving  the  problem  of  early 
diagnosis  so  that  surgical  intervention  can  be  re- 
sorted to  early  enough  for  a cure.  With  the  real- 
ization that  there  may  be  no  symptoms  whatever 
in  the  early  stages  of  cancer,  the  possibility  of  dis- 
covering such  early  cases  by  a process  of  screening 
sounds  logical,  and  many  attempts  are  being  made 
to  carry  out  various  methods  of  screening.  With 
30,000  people  dying  of  cancer  each  year  and  with 
the  average  patient  dying  within  one  to  one  and 
one-half  years  after  the  onset  of  symptoms,  we 
can  assume  that  there  are  at  least  75,000  persons 
with  gastric  cancer  in  this  country  now.  Esti- 
mating that  there  are  probably  nearly  50  million 
people  above  forty  years  of  age,  the  period  when 
most  such  cancers  originate,  it  means  that  if  each 
one  of  the  50  million  people  could  be  thoroughly 
examined  for  cancer  and  all  having  it  could  be 
accurately  discovered,  we  would  find  only  one 
case  in  666  persons  examined,  and  of  these  cases 
not  more  than  40  or  50  per  cent  would  be  operable 
and  not  more  than  20  to  25  per  cent  curable. 
This  would  mean  that  such  a survey  would  result 
in  finding  one  curable  gastric  cancer  in  about  3,- 
000  patients  examined.  These  figures  are  based 
on  100  per  cent  accuracy  in  diagnosis,  but  even 
the  best  clinics  in  the  country  claim  no  more  than 
80  to  90  per  cent  accuracy,  and  the  figures  would 
be  much  lower  in  the  type  of  routine  studies  done 
if  50  million  individuals  were  being  screened. 
The  screening  of  all  individuals  past  forty  years  of 
age  is  hardly  practicable  at  present,  and  the 
screening  must  for  the  present  be  carried  out  only 
in  persons  whose  histories  suggest  the  possibility 
of  cancer.  Even  in  these  patients  we  find  it  diffi- 
cult and  often  impossible  to  persuade  the  patient 
to  permit  a study,  even  though  it  is  offered  free. 
It  is  quite  evident  that  screening  really  means 
making  an  early  diagnosis  of  gastric  cancer  and 
ruling  out  persons  with  no  cancer.  Even  in  the 
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hands  of  experts  an  early  diagnosis  is  difficult. 
Even  when  patients  are  ready  to  cooperate  to  the 
fullest  extent  it  requires  intensive  study. 

History  is  of  the  greatest  importance.  The 
early  cancer  is  small,  and  necessarily  the  symp- 
toms, if  any  occur,  must  be  mild.  One  point  in 
the  history,  so  often  mentioned  before,  must  be 
particularly  emphasized.  Any  person,  at  any 
age,  with  no  previous  gastrointestinal  complaints, 
who  begins  to  experience  persistent  although  mild 
digestive  symptoms,  must  be  suspected  of  having 
a malignant  gastrointestinal  lesion.  The  typical 
patient  with  gastric  cancer  is  one  who  has  always 
been  proud  of  his  being  able  to  “eat  nails”  without 
being  upset,  who  begins  to  have  some  slight  dis- 
tress, fullness,  gas,  belching,  or  eructation  after 
meals,  with  resulting  anorexia,  decreased  food  in- 
take, and  constipation.  In  a smaller  number  of 
cases  and  in  an  insidious  manner  a patient  with  a 
history  of  previous  gastrointestinal  symptoms 
may  develop  and  not  at  first  notice  an  entirely 
new  group  of  symptoms  such  as  those  just  men- 
tioned or  those  suggesting  an  ulcer  syndrome. 
At  first  he  pays  no  attention  to  these  symptoms, 
then  he  gets  some  medicine  from  his  druggist, 
follows  the  suggestion  of  friends,  and  finally  goes 
to  his  doctor.  The  doctor,  much  imbued  with 
the  present-day  disastrous  emphasis  on  psychoso- 
matic medicine,  may  tell  him  he  is  only  nervous 
and  to  forget  it,  or  he  may  prescribe  a laxative,  a 
placebo,  or  some  vitamin  mixture.  The  patient 
feels  better  temporarily,  although  the  symptoms 
never  clear  up  entirely,  finally  gets  worse,  and  by 
the  time  either  a doctor  or  often  the  patient  him- 
self insists  on  a gastrointestinal  study,  the  cancer 
has  become  inoperable.  I believe  it  is  unwise 
here  to  recite  the  symptoms  of  gastric  cancer 
which  are  usually  described  in  textbooks.  The 
marked  loss  of  weight,  the  pallor,  the  pain,  the 
vomiting  of  coffee-ground  material,  or  actual 
gross  hemorrhage  or  perforation  are  almost  in- 
variably late  symptoms  or  the  symptoms  of  com- 
plications, and  waiting  for  them  to  occur  is  dis- 
astrous. There  is,  however,  one  group  of  symp- 
toms which  is  most  confusing.  The  patient  de- 
velops typical  peptic  ulcer  symptoms,  with  pain 
occurring  one  or  two  hours  after  meals,  relieved 
by  food  or  vomiting,  and  sometimes  bad  at  night. 
The  one  characteristic  of  these  symptoms  that 
should  engender  a suspicion  of  cancer  is  that  there 
has  been  no  previous  history  of  similar  attacks. 
If  a patient  has  had  repeated  attacks  of  ulcer 
symptoms  and  ulcers  have  been  demonstrated  on 
previous  occasions,  the  chances  are  very  much 
against  a cancer  now  being  present.  We  must 
watch  out  for  the  patients  who  have  ulcer  symp- 
toms for  the  first  time,  regardless  of  age,  as  cancer 
occasionally  occurs  in  youth. 

Carcinoma  high  in  the  fundus  of  the  stomach 


often  causes  no  symptoms,  but  occasionally  it 
may  interfere  with  the  mechanism  of  the  cardia 
and  produce  the  findings  of  cardiospasm  or  achal- 
asia, even  before  the  tumor  has  actually  involved 
the  cardiac  orifice  and  caused  esophageal  obstruc- 
tion. 

Occasionally  we  see  patients  whose  first  symp- 
tom is  due  to  a complication.  Fortunately  this 
does  not  occur  frequently,  but  I have  seen  pa- 
tients whose  first  symptoms  were  a massive  hem- 
orrhage, a perforation,  or  an  obstructive  type  of 
vomiting.  In  such  cases  an  inoperable  lesion  is 
usually  found  at  operation. 

Physical  examination  is  of  no  value  in  early 
diagnosis  of  gastric  cancer.  The  finding  of  pallor, 
evidences  of  loss  of  weight,  tenderness,  a mass,  or 
enlarged  lymph  nodes  (Virchow’s  gland),  so  often 
mentioned  in  the  textbooks,  are  evidences  of  an 
advanced  lesion,  usually  incurable.  Rarely  can  a 
patient  with  a palpable  mass  be  expected  to  show 
a resectable  lesion,  and  of  course,  distant  enlarged 
lymph  nodes  proved  by  biopsy  to  be  malignant 
make  the  prognosis  hopeless.  Examination  in 
such  cases  must,  therefore,  be  confined  to  an  eval- 
uation of  the  patient’s  general  status  as  an  opera- 
tive risk  and  should  include  such  laboratory 
studies  as  blood  counts,  chemistries  and  serology, 
renal  and  hepatic  function  tests,  electrocardiog- 
raphy, and  other  indicated  procedures.  Gastric 
syphilis,  a rare  condition,  resembles  cancer  radio- 
graphically. 

Laboratory  examinations  of  value  in  making  a 
diagnosis  are  available,  but  none  are  consistently 
specific.  Unfortunately,  until  a specific  biologic 
or  biochemical  test  for  cancer  is  developed  or  until 
tracer  studies  with  radioisotopes  or  with  labeled 
metabolites  or  immune  bodies  are  further  de- 
veloped, we  must  use  the  means  at  hand  to  make 
a diagnosis  as  early  as  possible.  Three  proce- 
dures are  of  real  value,  viz.,  fractional  gastric 
analysis,  gastroscopy,  and  roentgen  study,  the 
last  named  being  the  greatest  single  value,  al- 
though enhanced  by  combination  with  one  or  both 
of  the  others. 

Fractional  gastric  analysis  is  of  distinct  value. 
In  intelligent  patients  not  more  than  1 or  2 per 
cent  will  refuse  to  swallow  the  tube,  even  repeat- 
edly, and  even  among  clinic  patients  not  more 
than  5 per  cent  refuse  it.  The  skillful  passage  of 
the  Rehfuss  tube  by  mouth  should  not  occasion 
enough  trauma  to  cause  any  bleeding  unless  an 
ulcerative  lesion  is  present.  If  blood  is  obtained 
on  gentle  suction  before  the  tip  has  entered  the  i 
stomach,  an  esophageal  lesion  is  to  be  suspected. 
If  visible  blood  is  found  in  the  fasting  stomach, 
indicating  an  ulcerative  lesion,  a cancer  must  be 
ruled  out.  If  the  stomach  contents  are  com- 
pletely aspirated  and  a gentle  lavage  is  done  and  i 
bleeding  continues,  it  is  doubly  significant.  The 
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degree  of  acidity  in  gastric  contents  cannot  be 
considered  of  definite  diagnostic  value.  Al- 
though hypoehlorhydria  or  achlorhydria  are  more 
frequently  present,  some  of  the  highest  acidities 
I have  ever  seen  were  found  in  the  gastric  con- 
tents of  patients  with  large,  inoperable  cancers. 
The  old  emphasis  on  the  presence  of  lactic  acid  as 
an  indication  of  cancer,  on  the  theory  that  the 
cancer  tissue  produces  lactic  acid,  is  being  re- 
evaluated. It  is  generally  conceded,  however, 
that  the  lactic  acid  is  due  to  fermentation  in 
stagnant  gastric  contents  by  Bacillus  acidi  lactici, 
which  will  not  grow  in  the  presence  of  free  hydro- 
chloric acid  and  will  therefore  occur  only  in 
achlorhydric  stomachs  with  pyloric  stenosis. 
Occasionally  a cytologic  study  of  the  fasting  con- 
tent by  the  Papanicolaou  method  may  disclose 
i definite  cancer  cells  and  be  of  great  help  in 
| diagnosis,  even  before  a growth  has  become 
i visible.  This  cytologic  study  has  been  further  im- 
i proved  by  the  use  of  an  inflatable  abrasive  balloon 
, at  the  tip  of  the  stomach  tube,  soft  silk  fibers  en- 
i meshing  cancer  cells  of  even  very  early  lesions, 
j Gastroscopy  is  more  disagreeable  to  the  patient 
but  with  a proper  psychologic  approach  and  with 
careful  anesthetization  causes  surprisingly  little 
discomfort,  and  most  patients  do  not  refuse  re- 
peated examinations.  Unfortunately,  the  area 
of  gastric  mucosa  visualized  is  limited,  and  often 
suspected  areas  cannot  be  seen.  Where  such 
lesions  can  be  seen,  the  new  Benedict  operating 
gastroscope  permits  of  removal  of  specimens 
for  biopsy,  and  in  such  cases  the  diagnosis  can 
often  be  fairly  well  established  by  this  method. 

The  roentgen  study,  made  by  a competent  roent- 
genologist, is  of  the  greatest  value  in  making  a 
diagnosis.  Fluoroscopy  alone,  if  done  by  a tyro, 
is  of  no  value  whatever.  In  the  bands  of  the 
most  expert  fluoroscopist  it  is  of  definite,  although 
limited,  value.  However,  by  moving  the  patient 
about,  by  palpation  in  upright  and  recumbent 
positions,  adhesions  to  and  compression  from 
neighboring  organs  may  be  demonstrated.  At 
times  small  areas  of  stiffening  of  the  gastric  out- 
line may  be  seen,  indicating  induration.  At  times 
real  defects,  often  with  craters  indicating  ulcera- 
tion, can  be  discovered.  Small  polypoid  areas 
may  be  disclosed.  Cardiospasm  may  be  demon- 
strated and  should  lead  to  a suspicion  of  fundal 
involvement.  However,  even  large  inoperable 
lesions  may  be  entirely  overlooked.  Combined 
with  spot  films  the  value  of  fluoroscopy  is  much 
enhanced,  but  even  with  such  a help  it  is  an  un- 
certain quantity. 

Roentgenography  constitutes  the  only  really 
dependable  method  of  diagnosis  in  early  gastric 
cancer.  It  must  consist  not  of  one  or  two  films  in 
the  anteroposterior  and  oblique  positions  but 
must  include  a number,  at  least  six  films  in  the 


prone  position  and  several  in  both  oblique  and 
lateral  positions  and  in  the  supine  position.  Films 
in  the  erect  and  semirecumbent  position  are  also 
necessary.  There  is  no  advantage  in  describing 
here  the  constant  irregular  defects,  the  large 
craters  with  irregular  bases,  the  general  decrease 
in  lumen,  or  the  fairly  tonic  stomach  with  hyper- 
trophied wall  seen  in  partial  pyloric  stenosis  due 
to  cancer.  Those  are  the  findings  of  advanced 
cancer,  probably  inoperable.  To  make  a suffi- 
ciently early  diagnosis  it  is  necessary  to  discover 
the  small  indurated  areas,  defects,  or  polypoid 
changes  which  may  occur  in  any  part  of  the  stom- 
ach but  which  have  been  said  to  occur  mainly  in 
the  pyloric  antrum.  Or  the  cancer  may  appear  to 
be  a small  indurated  ulcer  with  a smooth  crater 
and  surrounding  induration,  occurring  usually  in 
the  antral  region  along  the  lesser  curvature. 
Such  a lesion  on  the  greater  curvature  can  safely 
be  called  cancer,  because  benign  ulcer  rarely  if 
ever  occurs  there.  Any  such  area,  if  resected  by 
the  surgeon,  may  show  only  equivocal  changes  in 
the  microscopic  sections  so  that  pathologists  will 
disagree  in  regard  to  the  diagnosis,  no  one  will 
know  whether  the  patient  had  a cancer,  and  the 
prognosis  will  be  in  doubt.  The  only  real  way  to 
make  a diagnosis  in  a doubtful  case  is  to  repeat 
the  x-ray  examination  in  three  to  four  weeks, 
when  disappearance  of  all  traces  of  the  lesion  will 
establish  its  benign  character,  whereas  persistence 
or  increase  in  the  size  of  the  indicated  lesion  will 
pretty  conclusively  call  for  surgical  extirpation. 

In  the  case  of  suspected  carcinomatous  ulcer,  it 
is  well  to  be  very  careful  to  make  sure  that  de- 
crease in  size  of  the  crater  is  not  due  to  its  being 
filled  in  with  cancer  tissue.  However,  in  such  a 
case  the  base  of  the  crater  or  the  area  previously 
occupied  by  the  crater  is  always  somewhat  ir- 
regular in  outline  and  the  surrounding  induration 
can  be  demonstrated  to  have  spread.  Tumors  of 
the  fundus  can  usually  be  demonstrated  with 
the  patient  in  the  supine  position ; when  the  fundus 
fills,  uncertain  findings  are  often  clarified  by 
films  in  oblique  positions  or  by  mucosal  studies 
aided  by  air  inflation  or  by  the  use  of  effervescent 
powders.  Involvement  of  or  spread  from  neigh- 
boring organs  can  often  be  shown  in  the  lateral 
and  oblique  films.  A complete  gastrointestinal 
series,  barium  enema  study,  and  cholecystograms 
should  not  be  neglected  because  they  may  be  of 
importance  in  demonstrating  such  involvements. 

Treatment 

The  treatment  of  gastric  cancer  today  is  essen- 
tially surgical.  Whereas  local  treatments  of 
superficial  lesions  have  been  found  successful, 
whereas  fulguration  has  produced  good  results  in 
accessible  locations,  even  the  rectum,  and  whereas 
radiotherapy,  especially  when  combined  with  the 
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administration  of  nitrogen  mustard,  has  been 
found  moderately  useful  in  checking  some  lympho- 
matous  growths  and  even  curing  a few,  there  is 
no  successful  treatment  for  gastric  carcinoma  ex- 
cept its  thorough  extirpation.  Radiotherapy 
may  at  times  cause  some  temporary  decrease  in 
the  size  of  a gastric  cancer,  but  the  side-effects  of 
the  treatment  are  so  distressing  to  the  patient 
that  this  form  of  palliative  treatment  is  not  justi- 
fied. With  the  great  advancements  made  in  sur- 
gery of  gastric  cancer,  with  total  gastrectomy  be- 
ing performed  successfully  and  with  surprisingly 
low  mortality  even  by  resident  surgeons,  and  with 
resections  of  whole  or  parts  of  neighboring  organs 
(pancreas,  colon,  etc.)  where  these  have  become 
involved,  carried  out  with  a minimum  of  risk,  it 
looks  as  if  surgery  has  about  reached  the  ultimate 
in  perfection.  Cancers  formerly  considered  too 
extensive  for  operation  are  now  being  accepted 
for  surgery,  and  the  immediate  operative  mortality 
is  not  too  high  considering  that  failure  to  operate 
results  in  100  per  cent  mortality.  It  is  being 
more  and  more  emphasized  that  the  wider  the  re- 
section, even  total  gastrectomy  for  fairly  small 
prepyloric  cancers,  the  better  the  chance  for  cure. 
And  yet  the  five  to  ten-year  cures  by  operation 
are  discouragingly  few,  although  a gradual  im- 
provement has  occurred  with  the  more  radical 
resections  of  even  small  cancers.  Demonstrable, 
proved  metastases  to  neighboring  organs,  espe- 
cially the  liver,  or  to  distant  regional  lymph  nodes 
are  a contraindication  to  any  but  palliative  sur- 
gical procedures,  which  need  not  be  too  radical. 
I have  seen  patients  with  pyloric  stenosis  due  to 
carcinoma  gain  weight  for  awhile  and  live  in  com- 
fort for  another  six  months  to  a year  following 
simple  gastroenterostomy.  Unless  there  is  some 
very  important  reason  for  prolonging  a patient’s 
life  for  a few  months  I consider  a gastrostomy  or 
enterostomy  an  unjustifiable,  really  cruel  pro- 
cedure. The  use  of  radiotherapy  before  and 
after  operation,  formerly  much  in  vogue,  as  a 
prophylactic  measure  to  destroy  possible  metas- 
tases has  not  been  of  sufficient  value  to  subject 
the  patient  to  the  disagreeable  effects,  except  in 
the  case  of  lymphomata  in  which  it  is  of  distinct 
value. 

Preoperative  care  is  of  the  utmost  importance. 
Too  often  we  see  patients  on  whom  a diagnosis  of 
gastric  cancer  has  been  made  rushed  into  the 
hospital  for  immediate  operation,  as  if  a delay  of 
even  a few  days  would  be  dangerous  to  the  pa- 
tient. On  the  contrary,  except  where  perforation 
has  occurred,  adequate  preparation  even  for  as 
long  as  a few  weeks  or  a month  may  spell  the 
difference  between  life  and  death  for  the  patient. 
Even  during  the  period  of  three  or  four  weeks 
recommended  for  a repeated  radiographic  study 
to  determine  the  accuracy  of  a cancer  diagnosis, 


adequate  dietetic  and  general  care  surely  will  im- 
prove the  patient’s  chances  of  recovering  from  an 
operation  if  it  is  indicated.  In  early  cancer  with- 
out complications  and  with  the  patient  in  good 
general  condition,  a shorter  time  may  suffice 
during  which  the  patient  should  rest  but  should 
not  be  confined  to  bed  because  of  the  danger  of 
lung  congestion.  He  should  receive  a nutritious, 
well-balanced  diet  of  frequent  feedings  and  plenty 
of  fluids.  Water  and  mineral  balance  should  be 
established.  One  or  more  transfusions  may  be 
indicated.  In  the  patients  in  whom  complica- 
tions have  developed  these  will  require  special 
attention.  In  cases  with  lower  esophageal  or 
pyloric  stenosis  it  is  well  to  lavage  once  or  twice 
daily  and  to  give  feedings  every  two  or  three  hours 
of  Vs  to  1 glass  of  a mixture  containing  100  cc. 
each  of  heavy  cream  and  dextrose  to  1 L.  of  milk 
(representing  over  1,000  calories  per  L.)  with  1 
teaspoonful  of  powdered  gelatin  added  to  or  dis- 
solved in  each  feeding  to  increase  protein  content 
and  to  produce  a fine  smooth  curd.  Two  or  three 
raw  eggs  and  amino  acid  or  protein  dialysate 
preparations  should  be  added  to  this  mixture  every 
day,  and  concentrated  vitamins  and  minerals 
should  be  administered  orally  or  parenterally. 
Parenteral  feedings  and  transfusions  wall  usually 
be  required.  In  cases  with  gastrocolic  fistulas,  a 
preliminary  colostomy  proximal  to  the  fistula  or 
an  ileosigmoidostomy  done  ten  days  or  two  weeks 
before  the  more  extensive  operation  is  attempted 
will  often  transform  a moribund  patient  into  one  j 
who  can  easily  survive  very  radical  surgery  or,  in  i 
cases  in  which  the  radical  operation  is  found  to  be 
contraindicated,  may  give  the  patient  a few  i 
months  of  comfort,  with  gain  in  weight  and 
strength  and  for  some  time  no  more  of  the  dis- 
tressing gastrocolic  diarrhea  and  fecal  vomiting. 

Postoperative  care  of  the  gastric  cancer  patient  , 
is  also  of  great  importance.  Whether  operation 
appeared  to  give  promise  of  a cure,  whether  a 
purely  palliative  operation  was  performed,  or  ,i 
whether  at  exploration  such  extensive  involve- 
ment was  found  that  nothing  could  be  done,  I am 
firmly  of  the  opinion  that  it  is  unwise  to  let  the 
patient  know  the  diagnosis  or  prognosis,  although 
some  member  of  the  family  should  always  be  in- 
formed. In  a case  in  which  nothing  could  be  done 
at  operation,  I explain  to  the  patients  that  the 
operation  was  a difficult  one,  that  the  full  benefit  ;l 
from  the  procedure  will  not  become  apparent  for 
many  months  (I  usually  make  this  about  the 
time  the  patient  can  be  expected  to  die),  and 
that  during  the  interim  a restricted  although  nu- 
tritious diet  will  be  necessary  together  with  proper 
medication.  In  the  case  of  the  palliative  opera- 
tion the  patient  should  be  warned  that  too  rapid 
additions  to  the  diet  may  occasion  recurrences  of 
symptoms.  Later,  when  such  symptoms  occur, 
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as  they  are  bound  to,  tire  patient  is  prepared  for  a 
return  to  the  liquid  feedings  and  increased  medi- 
cation. In  the  case  where  the  patient  shows  such 
| definite  evidence  of  inoperability,  with  perhaps 
i distant  lymph  node  involvement  or  liver  or  other 
metastases,  that  no  operation  is  attempted,  it  is 
1 well  to  tell  the  patient  that  he  has  a peptic  ulcer, 

I which  will  take  a long  time  to  heal  under  careful 
dieting  and  medication.  The  diet  will  depend 
upon  the  extent  of  involvement.  If  obstruction 
I has  occurred  at  the  cardia  or  pylorus  or  if  the 
stomach  has  been  much  reduced  in  size,  a well- 
< balanced  liquid  diet,  such  as  recommended  above, 
may  be  necessary  to  prevent  vomiting  or  regurgi- 
tation, and  occasional  lavage  will  be  required. 
Protein  hydrolysates  or  amino  acid  mixtures,  by 
mouth  or  parenterally,  will  provide  for  additional 
protein,  and  fruit  juices  and  vitamin  supplements 
are  of  value.  In  some  inoperable  cases  I have  ob- 
served remarkable  improvement  and  gain  in  weight 
and  strength  for  awhile  on  such  a regime  until 
the  rapid  decline  of  the  later  stages.  When  pain 
becomes  severe  or  when  the  patient  becomes 
psychologically  unmanageable,  sedation  should 
,be  started  promptly  and  should  be  given  freely, 

; the  patient  usually  becoming  an  addict  as  a re- 
sult. To  the  layman  the  story  of  prolonged  and 
severe  suffering  of  a cancer  case  is  potent  reason 
for  avoiding  a study  which  might  reveal  a cancer. 
In  inoperable  cases  the  family  doctor  should  not 
dimply  tell  the  family  that  nothing  can  be  done, 
asking  them  to  send  for  him  when  the  patient  is 
obviously  dying,  as  is  so  often  thoughtlessly  ad- 
ivised,  but  should  take  active  charge  of  the  case, 
easing  the  patient’s  symptoms  and  comforting 
Jthe  family. 

\ Postoperative  care  in  the  patient  who  has  had  a 
more  or  less  extensive  resection  of  the  stomach 
should  consist  not  only  of  transfusions  and  par- 
enteral fluids  and  feedings  but  liquid  oral  feedings, 
such  as  those  suggested  above,  and  should  be 
Started  immediately  after  operation.  Within  two 
)r  three  days  additions  should  be  made,  starting 
■vith  cereals,  custards,  puddings,  soft  eggs,  milk 
oast,  or  ice  cream,  gradually  increasing  the  size 
)f  the  feedings  until  after  six  or  seven  days  the  pa- 
rent is  on  an  ulcer  diet,  such  as  the  following: 

Ulcer  Diet 

breakfast: 

Milk:  1 glass 

Cereal : with  sugar  and  milk  or  cream 
Egg:  one  or  two,  soft  boiled  or  poached 
Bread  or  toast  with  butter 
Juice:  of  one  orange,  at  end  of  meal 
1/ idmoming: 

Powdered  gelatin:  1 heaping  teaspoonful  stirred 

into  Vt  glass  of  water,  followed  by, 

Milk:  1 glass 
luncheon: 
dilk:  1 glass 


Egg:  one  soft  boiled  or  poached,  or  cream  cheese 
(Vs  cake) 

Baked  or  mashed  potato  or  plain  spaghetti 

Bread  and  butter,  one  or  two  slices 

Pudding,  custard,  gelatin,  ice  cream,  or  stewed 
fruit 

M idafternoon: 

Same  as  midmorning 
Supper: 

Same  as  breakfast  or  luncheon 
At  bedtime  and  at  two  and  one-half-hour  intervals 
in  night  if  awake:  Feedings  as  between  meals 
Vitamin  and  mineral  preparations.  Mineral  oil, 
V*  ounce,  at  bedtime  may  be  used  for  awhile. 

Anemia  as  a result  of  loss  of  the  gastric  factor 
must  be  treated  with  transfusions  or  prevented  by 
the  use  of  suitable  hematinics. 

Even  though  only  a small  part  of  the  stomach 
remains  or  the  stomach  has  been  entirely  resected 
and  food  is  entering  the  jejunum  directly,  a 
smooth  diet  such  as  the  above  will  usually  be  well 
tolerated,  although  the  quantities  will  usually 
need  to  be  small  at  first.  Gradually  vegetables, 
fruits,  and  later  meats  should  be  added  to  the  diet 
so  that  in  a few  months  the  patient  is  on  a fairly 
full  diet. 

It  is  surprising  how  much  a patient  can  eat 
when  most  or  all  of  the  stomach  has  been  re- 
sected. It  is  important  and  often  very  difficult  to 
have  postoperative  cases  observed  at  regular  in- 
tervals, to  have  careful  blood  determinations  to 
determine  whether  loss  of  the  stomach  may  be 
producing  a pernicious  anemia,  and  to  have  per- 
iodic roentgen  studies  made.  In  cases  of  local 
recurrence  of  cancer  an  attempt  at  further  resec- 
tion is  indicated,  not  a palliative  jejunostomy. 

Summary 

1.  There  are  at  least  75,000  cases  of  gastric 
cancer  in  this  country. 

2.  Intensive  research  so  far  has  failed  to  find 
the  cause  or  the  cure  of  cancer. 

3.  Destruction  or  extirpation  of  the  cancer  are 
the  only  curative  measures. 

4.  In  gastric  cancer  statistics  show  only  from 
2 to  7 per  cent  survival  in  five  to  ten  years  after 
operation,  largely  because  the  cancer  has  not  been 
recognized  early  enough. 

5.  Early  diagnosis  cannot  be  made  unless  the 
public  and  the  medical  profession  learn  to  be  sus- 
picious of  mild  digestive  symptoms  occurring  in 
persons  with  previous  normal  gastrointestinal 
function,  especially  after  forty  years  of  age,  al- 
though cancer  may  occur  at  any  age. 

6.  Early  diagnosis  depends  on  history,  gastric 
analysis  (with  cytologic  study),  gastroscopy,  and, 
most  important  of  all,  on  roentgen  study. 

7.  Treatment  consists  of  radical,  wide  resec- 
tion of  the  growth  whenever  possible.  Total 
gastrectomy,  even  for  small  growth,  is  now  recom- 
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mended.  Radiotherapy  is  of  most  value  in 
lymphoma tous  growths,  preferably  with  resection. 

8.  Careful  preoperative  and  postoperative 
care  is  of  the  greatest  importance  and  frequent 
postoperative  check-ups  are  imperative. 

9.  Where  a cancer  is  inoperable  or  nonresect- 
able,  much  can  be  done  to  ease  the  patient  and  his 
family. 
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Discussion 

John  J.  Morton,  M.D.,  Rochester. — Cancer  of  the 
stomach  has  been  recognized  as  a major  problem  for 
many  years.  Since  it  is  one  of  the  most  common 
forms  of  malignancy,  a national  conference  on  gas- 
tric cancer  was  called  over  ten  years  ago  in  Wash- 
ington. A review  of  what  was  known  about  gastric 
cancer  convinced  everyone  in  attendance  that  more 
work  on  this  subject  was  essential.  The  U.S.  Public 
Health  Service  has  conducted  an  active  research 
program  in  several  centers  since  that  time.  The 
results  up  to  the  present  have  not  been  impressive. 

From  the  standpoint  of  x-ray  screening  technics 
it  has  been  found  that  the  number  of  patients  with 
gastric  carcinoma  in  a general  population  above 
forty  years  of  age  is  approximately  one  in  900. 
The  method  is  time-consuming,  expensive,  requires 
trained  personnel,  and  must  be  repeated  at  fre- 
quent intervals  to  be  of  any  value. 

It  is  doubtful  whether  patients  will  ever  recognize 
the  symptoms  of  gastric  cancer  in  time  to  get  an 
early  diagnosis.  Physicians  who  have  gastric  can- 


cer come  as  late  to  diagnosis  as  other  members  of  the 
general  population.  It  is  futile  to  expect  the  prac- 
ticing physician  to  pick  up  early  gastric  cancer.  No 
one  is  responsible  for  the  delay  in  getting  the 
patient  to  the  surgeon.  The  disease  itself  gives  its 
victims  little  or  no  warning. 

Ninety-three  per  cent  of  gastric  cancer  occurs  in 
individuals  over  forty  years  of  age.  People  with 
known  hypoacidity  or  anacidity  of  the  gastric 
secretions  are  more  likely  to  have  gastric  cancer 
than  those  with  normal  acidity.  If  a simple  rapid 
test  could  be  developed  to  determine  the  condition 
of  the  gastric  acidity  in  people  over  forty  years  of 
age,  those  with  low  or  absent  acid  could  be  segre-  I 
gated  for  further  evaluation. 

With  Dr.  Harry  Segal  and  Dr.  Leon  Miller,  we 
have  been  studying  such  a method  at  the  University 
of  Rochester  School  of  Medicine.  We  have  used  a 
cation  exchange  resin  with  an  indicator,  quinium, 
which,  when  freed  from  the  resin,  fluoresces  under 
ultraviolet  light.  No  intubation  of  the  stomach  is 
necessary.  The  subject  takes  the  tablet  with  a 
couple  of  glasses  of  water.  Urine  is  collected  up  to 
two  hours  after  taking  the  tablet.  If  acid  is  present  ( 
in  the  stomach,  the  quinium  is  freed,  and  there  will 
be  fluorescence  in  the  urine  sample;  if  no  acid  is 
present,  there  is  no  fluorescence.  It  is  possible,  i 
thus,  easily  to  pick  out  those  subjects  who  have  no 
free  acid  in  the  stomach.  They  can  then  be  studied 
intensively.  We  have  used  the  test  in  800  people  so 
far.  In  400  of  these  the  stomach  has  been  intubated  < 
following  the  test  and  the  accuracy  of  the  test  veri- 
fied. There  have  been  only  four  cases  which  did  not 
check,  and  these  were  explained  by  further  study.  1 
We  believe  that  this  is  an  accurate  and  easily  per- 
formed test  which  requires  a minimum  of  equipment. 
Attempts  are  being  made  by  us  to  make  it  even  more 
simple. 
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Sixth 

Margaretville 

Morning  and  afternoon 
(luncheon) 
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Fourth 
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Morning  and  afternoon 
(luncheon  and  din- 
ner) 

September  27 

Seventh 

Corning 

Morning  and  afternoon 
(luncheon) 

October  4 

Eighth 

Olean 

Afternoon  and  evening 
(dinner) 

October  18 

Third 

Troy 

Morning  and  afternoon 
(luncheon) 

October  24 

Second 

Garden  City  Hotel,  Garden 
City 

Afternoon  and  evening 
(dinner) 

November  7 

Ninth 

Sleepy  Hollow  Country  Club, 
Scarborough 

Afternoon  and  evening 
(dinner) 

November  14 

First 

New  York  City 

(To  be  announced) 

PRIMARY  CARCINOMA  OF  THE  LIVER 


Reid  R.  Heffner,  M.D.,  New  Rochelle,  New  York,  and  Roy  C.  Swingle,  M.D.,  Valhalla, 
New  York 

{From  the  Division  of  Internal  Medicine,  Grasslands  Hospital ) 


THE  purpose  of  this  presentation  is  to  analyze 
certain  fatal  cases  of  primary  carcinoma  of 
the  liver  at  Grasslands  Hospital  in  order  to 
emphasize  data  that  may  facilitate  earlier  diag- 
nosis of  the  disease.  The  general  problem  of 
liver  cancer  will  be  discussed  and  experiences  with 
18  autopsy-proved  cases  from  1934  to  1950  will  be 
presented.  Since  hepatic  cirrhosis  is  so  fre- 
quently associated  with  primary  neoplasm,  the 
findings  in  an  equal  number  of  fatal  cases  of 
Laennec’s  cirrhosis  were  also  reviewed. 

To  insure  clarity  in  nomenclature,  it  should  be 
realized  that  the  word  “hepatoma”  is  correctly 
limited  to  liver  cell  tumors ; the  bile  duct  variety 
is  cholangioma.  In  actual  practice,  however,  it 
has  often  seemed  justifiable  to  refer  to  any  tumor 
of  specific  hepatic  elements  as  a hepatoma.  This 
is  especially  true  since  a certain  number  of  tumors 
of  strictly  hepatic  origin  are  of  a combined  type, 

I commonly  referred  to  as  cholangiohepatomas. 

Incidence 

Primary  carcinoma  of  the  liver  is  a relatively 
rare  tumor  in  the  Occidental.  Although  inci- 
dence rates  from  0.14  to  0.56  per  cent  are  recorded 
in  several  large  series  of  autopsy  reviews  in  the 
western  world,  it  should  be  noted  that  the  latter 
figure  was  obtained  from  a series  that  contained 
35  cases  among  585  autopsies  of  Chinese.1-2  The 
rate  of  incidence  is  relatively  high  in  certain  parts 
of  Asia,  Japan,  the  Philippines,  and  areas  of 
South  Africa.  This  more  frequent  occurrence  is 
reflected  in  the  figures  of  Tull,  who  reported  134 
primary  liver  carcinomata  in  17,664  consecutive 
autopsies  in  Singapore,  or  a rate  of  0.76  per  cent.3 
! To  make  these  figures  somewhat  more  meaning- 
ful, a rate  of  0.14  per  cent  represents  one  liver 
cancer  in  716  autopsies,  whereas  a rate  of  0.76  per 
cent  means  one  case  in  about  145  autopsies.  The 
present  report  covers  4,544  consecutive  autopsies, 
or  an  incidence  of  0.39  per  cent  (Table  I). 

The  liver  cell  type  greatly  outnumbers  the  bile 
duct  variety  in  all  reported  series.  Many  have 
found  the  cholangioma  to  be  more  frequent  in 
females  and  have  postulated  an  antecedent  biliary 
1 tract  infection  as  an  etiologic  factor.  There  is  no 
conclusive  data  to  substantiate  these  contentions. 
In  our  series,  12  are  liver  cell,  six  bile  duct  types. 
This  is  predominantly  a disease  of  males.1-7 


TABLE  I. — Incidence  Rates 


Autopsies 

Cases 

Per  Cent 

Counseller  and  Mclndoe 

(Compilation)* 

Pack  and  LeFevre  (Memorial 

42,276 

62 

0.14 

Hospital)5 

16,500f 

28 

0.17 

Gustafson  (Bellevue  Hospital)* 
Strong  and  Pitts  (Vancouver 

24,400 

62 

0.25 

General  Hospital)* 

9,753 

55 

0.56 

Tull  (Singapore)5 

Heffner  and  Swingle  (Grass- 

17,664 

134 

0.76 

lands  Hospital) 

4,544 

18 

0.39 

* Approximate  figure. 


There  is  unanimity  of  opinion  about  this,  al- 
though the  exact  ratio  is  not  so  clear  as  one  might, 
suppose,  for  many  observers  have  failed  to  con- 
sider the  number  of  autopsies  in  the  two  sexes. 
Gustafson  made  such  an  appraisal  and  lists  a 
corrected  ratio  of  two  to  one.4  All  18  of  our  cases 
were  male. 

There  is  a small  group  of  liver  cancers  in 
youngsters,  but  the  bulk  of  the  cases  fall  into  the 
generally  accepted  cancer  age,  that  is,  above 
forty-five.  The  present  group  ranged  from  forty 
to  eighty-three  years,  with  but  one  below  forty- 
five  years. 

Racial  diathesis  has  been  a frequent  allegation. 
Very  careful  analysis  of  cases  does  not  permit  un- 
reserved incrimination  of  race  as  a predisposing 
factor.  Certainly  diet  is  of  greater  importance, 
and  it  should  be  borne  in  mind  that  immigrants 
usually  retain  the  diet  of  their  country  of  egress. 
The  present  group  is  predominantly  Italian;  our 
cirrhosis  patients  are  predominantly  Italian  or  of 
Italian  extraction.  Rosenberg  and  Ochsner  have 
a very  complete  compilation  of  statistical  data  on 
incidence  rates.7 

Etiology 

The  etiology  of  neoplasm  in  general  is  unknown, 
but  every  facet  that  points  toward  possible  causa- 
tive factors  is  being  carefully  scrutinized.  Be- 
cause of  the  geographic  and  racial  distribution  of 
this  cancer,  it  has  lent  itself  well  to  many  experi- 
mental studies.  In  Japan,  where  liver  carcinoma 
is  relatively  common,  investigators  very  early 
carried  out  extensive  experiments  in  rats  in  an 
attempt  to  determine  some  factor  or  factors  that 
increase  proclivity  to  this  disease.  Many  of  the 
dietary  experiments  have  been  further  investi- 
gated in  the  United  States  and  elsewhere.  Sev- 
eral factors  came  up  for  special  scrutiny,  viz.,  (1) 
the  effects  of  antecedent  parasitic  infestation, 
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especially  liver  flukes,  (2)  the  relationship  of 
hepatic  cirrhosis  to  cancer,  (3)  the  role  of  certain 
azo  dyes  in  the  diet  of  the  groups  most  commonly 
affected  with  the  disease,  and  (4)  the  possible 
hereditary  and  racial  relationships.  A full  dis- 
cussion of  these  possible  etiologic  factors  is  be- 
yond the  scope  of  this  paper,  but  a few  pertinent 
data  seem  in  order. 

The  incrimination  of  parasitic  infestation  in  a 
causal  way  is  not  justified,  for  in  certain  areas 
with  a very  high  incidence  of  parasites,  especially 
the  liver  flukes,  liver  carcinoma  is  relatively  rare, 
while  in  adjoining  areas  with  the  same  parasite 
population  there  is  a high  liver  cancer  rate.8,9  Any 
disease  with  a high  rate  of  incidence  in  such  areas 
as  Asia  can  be  statistically  related  to  parasitic 
infestation. 

Cirrhosis,  especially  the  portal  type,  is  con- 
sidered to  be  precancerous,  to  aid  in  localizing 
carcinogenic  agents  in  the  liver,  or  to  lead  to  rapid 
'regeneration  which  is  thought  by  some  to  be  the 
forerunner  of  neoplastic  change.10  The  statistics 
point  to  a more  than  chance  relationship,  but  the 
details  or  modus  operandi  are  not  clear.  Primary 
liver  cancer  is  about  25  times  as  prevalent  in  the 
cirrhotics  as  in  the  general  population.  It  has 
been  shown  that  the  presence  of  cirrhosis,  or  the 
exhibition  of  a cirrhosis-inducing  diet,  enhances 
the  action  of  known  carcinogenic  agents  in  the 
diet.  Also,  dietary  factors  that  tend  to  prevent 
cirrhosis  inhibit  the  action  of  these  carcinogenic 
agents.11 

Certain  azo  dyes,  particularly  butter  yellow, 
have  long  been  known  to  be  carcinogenic  agents 
in  so  far  as  the  liver  is  concerned.  These  sub- 
stances are  frequent  constituents  in  the  diets  of 
Orientals.  The  prevention  of  liver  cancers  in 
rats  fed  butter  yellow  by  the  addition  of  2.0  Gm. 
casein  and  200  mg.  riboflavin  in  the  hands  of 
Kensler  et  al.  is  not  so  easily  interpreted  as  one 
might  at  first  conclude.13  Opie  has  incriminated 
rice  itself  as  a possible  carcinogenic  agent  and  has 
pointed  up  the  importance  of  cirrhosis-producing 
diets  as  mentioned  above.11’13  More  recently,  an 
attempt  has  been  made  to  associate  the  rate  of 
regeneration  with  cancer  formation,  but  this  work 
is  not  yet  conclusive.14 

Hereditary  factors  may  well  play  an  important 
part.  The  etiologic  factors  may  be  shown,  in 
fact,  to  follow  a pattern  not  unlike  that  estab- 
lished by  Bittner  for  breast  cancer  in  mice,  where- 
in he  found  hereditary  factors,  estrogen  levels, 
and  a milkborne  humoral  mechanism  to  be  caus- 
ally related.15- 11 

The  antemortem  diagnosis  of  liver  cancer  is 
often  impossible.  Although  there  is  no  symptom 
complex  or  set  of  laboratory  data  pathognomonic 
of  the  disease,  it  behooves  every  alert  physician  to 
utilize  his  best  diagnostic  acumen  in  approaching 


the  problem.  All  are  aware  of  the  rapidly  deter- 
iorating patient  with  liver  cancer,  but  no  one 
should  assume  an  attitude  of  laissez-faire  because 
of  it. 

The  symptoms  stressed  in  the  literature  must 
be  weighed  most  carefully,  for  unless  one  is  aw'are 
of  the  stage  of  the  disease  process  being  con- 
sidered, the  findings  ordinarily  most  helpful  will 
be  misleading.  In  the  terminal  stage,  the  picture 
is  quite  different  from  that  in  the  earlier  stages. 
To  be  of  benefit  to  the  patient,  one  must  empha- 
size the  earliest  findings. 

Inasmuch  as  cirrhosis  is  such  a frequent  accom- 
panying condition,  one  is  obligated  to  subtract 
the  symptoms  and  other  findings  directly  attrib- 
utable to  the  cirrhosis.  This  means  that  one 
must  appraise  the  problem  in  an  attempt  to  de- 
termine the  severity  of  the  cirrhosis  in  order  to 
determine  how  much  to  subtract.  It  is  felt  that 
tables  of  relative  incidences  of  signs  and  symp- 
toms are,  therefore,  rather  worthless.  Fourteen 
patients  in  the  present  series  had  hepatic  cirrhosis.  | 

In  our  series,  and  in  the  literature,  pain  is  the 
most  common  early  complaint.  Although  most  I 
frequently  in  the  right  upper  quadrant  or  mid-, 
epigastrium,  it  is  also  found  to  be  referred  to  the  j 
back,  especially  in  the  high  lumbar  and  low  j 
thoracic  areas.  It  should  be  noted  that  pain  may 
antedate  hepatic  distention  and  stretching  of  the 
liver  capsule.  Pain  is  not  a prominent  part  oli 
the  picture  of  uncomplicated  cirrhosis.  It  is  by 
far  the  best  single  symptom  pointing  toward  t 
diagnosis  of  carcinoma. 

Fever,  an  often  emphasized  symptom,  wras  i< 
terminal  finding  in  most  of  our  cases.  In  cir 
rhosis,  fever  usually  spoke  for  a complication  sucl , 
as  bleeding  into  the  peritoneal  cavity,  intercur 
rent  infection,  superimposed  hepatitis,  or  earl; 
hepatic  decompensation.  There  is  inconclusiv 
evidence  that  cholangioma  is  associated  wTith  pei 
sistent  fever  more  often  than  is  hepatoma. 

Ascites  is  another  finding  that  varies  with  th 
stage  of  the  disease.  Fifteen  of  18  cases  showe 
frank  ascites  at  autopsy,  but  several  of  these  1 
were  admitted  with  no  demonstrable  ascites.  A 
of  our  cirrhosis  patients  showed  clinical  ascites. 

Icterus  was  not  an  early  finding,  but  nearly  8 
cases  were  icteric  at  the  time  of  their  demis 
This  again  adds  emphasis  to  the  fact  that  pe 
centages  are  misleading  when  dealing  with  sym 
toms  or  signs. 

The  laboratory  can  be  of  special  assistance  : 
most  cases.  The  icteric  index  is  helpful  only  , 
an  indirect  way.  Bromsulfalein  retention  as  wr 
as  the  serum  albumin  and  globulin  levels  depe’  j 
upon  the  degree  of  underlying  cirrhosis  in  t . 
early  stages. 

The  laboratory  determination  we  have  fou 
most  helpful  is  the  serum  alkaline  phosphab 
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level,  and  this  is  especially  true  in  the  absence  of 
icterus.  As  with  all  laboratory  determinations, 
one  must  weigh  its  significance  carefully.  In 
every  case  of  this  series  in  which  an  alkaline 
phosphatase  determination  was  performed,  there 
1 was  a level  in  excess  of  10  Bodansky  units  at  some 
Itime  during  hospitalization.  This  agrees  well 
with  the  findings  of  Gutman  in  his  studies.17  In 
only  two  of  our  cirrhosis  cases  was  the  level  above 
!10  Bodansky  units,  and  each  of  these  had  marked 
icterus.  Skeletal  disease  of  various  types,  primary 
'and  secondary,  as  well  as  biliary  obstruction 
will  exclude  this  test  as  a diagnostic  aid.  Why 
this  enzyme  is  increased  in  amount  is  not  clear, 
but  there  is  recent  evidence  to  point  to  the  fact 
shat  regenerating  liver  and  liver  neoplasm  form 
urge  quantities  of  an  alkaline  phosphatase  which 
•levates  the  serum  level.14- 18-25  Certainly  the 
>ld  retention  theory  is  inadequate. 

! Liver  biopsy  is  proving  of  great  diagnostic 
alue,  especially  in  experienced  hands.26  We 
ave  no  case  in  this  series  diagnosed  by  needle 
iopsy,  but  several  have  been  diagnosed  by  lapa- 
rotomy and  one  by  peritoneoscopy.  Interestingly 
■nough,  this  one  case  was  considered  to  be  a defi- 
nite instance  of  metastatic  carcinoma  by  the  ob- 
erver  through  the  peritoneoscope  but  proved  to 
»e  primary  on  microscopy  of  the  specimen  re- 
moved, as  well  as  at  autopsy  some  time  later.  In 
he  hands  of  competent  teams,  about  75  to  80  per 
ent  of  all  tumors  of  the  liver  can  be  detected  by 
eedle  biopsy,  and  most  of  the  failures  are  in 
iases  of  metastatic  lesions.27 


Treatment 

The  life  expectancy  of  patients  with  primary 
ver  cancer  is  short.  The  average  duration  of 
lness  in  our  group  was  approximately  four 
booths,  ranging  from  less  than  one  month  to 
bout  eight  months. 

The  definitive  treatment  of  primary  neoplasm 
f the  liver  is  surgical  removal.  X-ray  therapy 
as  been  tried  but  is  of  little  avail.  Even  though 
ie  diagnosis  is  often  made  rather  late  in  the 
aurse  of  the  disease  and  although  the  number  of 
rses  with  multinodular  or  diffuse  involvement  is 
^ge,  it  is  our  opinion  that  removal,  when  pos- 
ble,  is  well  justified.  A perusal  of  the  literature 
weals  that  successful  extirpation  is  effected  fre- 
uently  enough  to  warrant  a radical  approach.28-30 
None  of  this  series  was  treated  with  definitive 
irgery,  and  but  one  received  x-ray  therapy, 
he  radiation  had  no  apparent  effect  upon  the 
>urse  of  the  disease.  Four  of  the  cases  pre- 
uted  solitary  lesions  at  autopsy,  and  an  addi- 
onal  three  were  found  to  have  one  large  lesion 
ith  several  much  smaller  lesions.  One  could 
fiy  guess  whether  these  represented  surgically 
movable  lesions  during  life. 


Case  Reports 

Two  rather  typical  cases  are  presented,  in  one 
of  which  the  diagnosis  was  made  antemortem. 

Case  1. — A sixty-two-year-old,  Italian-born  gar- 
dener was  admitted  for  the  first  time  on  June  19, 
1950,  with  the  complaint  of  “dark  urine  for  about  ten 
days.”  He  had  been  in  good  health  until  several 
weeks  prior  to  admission  when  his  employer  and 
friends  noted  he  seemed  to  be  “failing”  and  com- 
mented on  the  paleness  and  yellow  tint  of  his  skin. 
His  local  physician  was  consulted  and  found  a mass 
in  his  abdomen  and  suggested  hospitalization.  He 
was  of  a stoic  nature,  denied  frank  abdominal  pain, 
but  admitted  to  a “soreness”  in  his  abdomen  for  over 
a week. 

His  past  history  revealed  that  he  had  been  a heavy 
wine  drinker  for  many  years  but  was  otherwise  non- 
contributory. Family  history  was  not  remarkable. 

Physical  examination  revealed  a well-developed, 
rather  thin  Italian  male  appearing  his  stated  age  and 
in  no  distress.  His  skin  was  sallow  but  with  no 
evidence  of  clinical  jaundice.  His  temperature  was 
99  F.  rectally,  pulse  72,  respiratory  rate  20,  and 
blood  pressure  150/90  mm.  mercury.  The  only  re- 
markable finding  on  examination  was  a firm,  slightly 
tender  mass  in  the  right  upper  quadrant  of  the 
abdomen  which  moved  with  respiration  and  ex- 
tended four  to  five  fingerbreadths  below  the  costal 
cage  in  the  midclavicular  line.  Attached  to  and 
moving  with  this  mass  was  a more  circumscribed, 
rounded  mass  between  the  xyphoid  process  and  the 
umbilicus.  There  was  no  evidence  of  ascites.  The 
abdominal  mass  was  interpreted  as  enlarged  liver 
with  a particularly  large  left  lobe. 

Laboratory  findings  on  admission  showed  erythro- 
cytes 5,940,000,  hemoglobin  16  Gm.,  leukocytes 
6,650  with  a normal  differential,  and  a sedimentation 
rate  6 mm.  per  hour  (Westergren).  The  icteric 
index  was  13,  cephalin  flocculation  4 plus,  serum 
albumin  3.8  Gm.,  globulin  4.1  Gm.,  alkaline  phos- 
phatase 9.9  Bodansky  units,  and  no  bile  in  the  urine. 
The  blood  Wassermann  was  negative.  A brom- 
sulfalein  test  showed  a dye  retention  of  22  per  cent 
in  forty-five  minutes. 

A diagnosis  of  liver  cirrhosis  was  made,  and  the 
patient  was  placed  on  a high-vitamin,  high-protein, 
high-carbohydrate  diet  with  choline  added.  He  did 
poorly,  failed  to  gain  strength  or  appetite,  and  did 
not  increase  in  weight.  He  was  afebrile  except  for 
occasional  deviations  to  100.4  to  100.6  F.  rectally. 

Repeat  laboratory  studies  after  about  four  weeks 
of  hospitalization  showed  an  icterus  index  of  11, 
serum  albumin  3.7  Gm.,  globulin  4.0  Gm.,  and 
alkaline  phosphatase  13.2  Bodansky  units.  He 
complained  of  rather  constant  right  upper  ab- 
dominal pain  of  a mild  character. 

X-ray  examination  of  the  gastrointestinal  tract 
was  negative  except  for  a small  hiatus  hernia. 
Cholecystogram  revealed  nonvisualization  of  the 
gallbladder. 

At  this  time  a diagnosis  of  probable  hepatoma 
was  made,  but  the  patient  refused  further  treatment 
and  signed  his  release  against  advice  five  and  one- 
half  weeks  after  admission. 
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The  patient  did  poorly  at  home  and  was  read- 
mitted to  the  hospital  on  August  20,  1950  (three 
weeks  later),  because  of  rapidly  accumulating 
ascites. 

The  interval  history  was  one  of  rapid  failure  with 
progressive  increase  in  ascites,  persistent  abdominal 
pain,  and  increasing  edema  of  the  feet  and  lower 
legs.  In  spite  of  the  edema  and  ascites  he  had  lost 
about  20  pounds  weight  in  the  preceding  month. 

Physical  examination  on  this  admission  showed 
emaciation,  marked  ascites,  and  lower  leg  edema. 
The  mass  in  the  abdomen  could  not  be  palpated  be- 
cause of  the  ascites. 

Laboratory  examinations  revealed  erythrocytes 
5,010,000,  hemoglobin  14.5  Gm.,  leukocytes  11,800 
(68  per  cent  polymorphonuclears),  and  a sedimenta- 
tion rate  of  67  mm.  per  hour  (Westergren).  The 
cephalin  flocculation  remained  4 plus,  serum  albumin 

3.0  Gm.,  globulin  3.6  Gm.,  icteric  index  9,  pro- 
thrombin concentration  100  per  cent,  and  alkaline 
phosphatase  14.4  Bodansky  units.  Bromsulfalein 
retention  remained  high,  36  per  cent  in  forty-five 
minutes.  Repeated  urinalyses  were  not  remark- 
able. Roentgen  examination  of  the  esophagus 
showed  evidence  of  varices. 

A rather  definite  clinical  diagnosis  of  primary  liver 
carcinoma  superimposed  upon  cirrhosis  was  made. 
He  was  considered  to  be  in  too  poor  general  condi- 
tion to  withstand  any  surgical  intervention  and  was 
treated  conservatively.  Paracentesis  was  per- 
formed, and  about  3,500  cc.  of  clear  yellowish  fluid 
were  removed,  which  on  block  section  failed  to  reveal 
tumor  cells.  He  continued  to  leak  fluid  from  the 
puncture  site  thereafter.  The  patient  followed  a 
progressively  downhill  course  and  died  on  September 
19,  1950,  four  months  after  onset  of  symptoms. 
About  one  week  prior  to  death  the  icteric  index  had 
risen  to  14,  the  serum  albumin  was  2.4  Gm.,  globulin 

5.1  Gm.,  and  alkaline  phosphatase  14.6  Bodansky 
units. 

At  autopsy  the  liver  was  enlarged  with  tumor 
mass  protruding  from  the  surface.  The  omentum 
was  attached  to  the  tumor,  and  about  1,000  cc. 
serous  fluid  were  present  in  the  peritoneal  cavity. 
The  liver  weighed  1,875  Gm.;  the  tumor  mass  was 
yellow  in  color  and  involved  nearly  two  thirds  of 
the  liver,  especially  the  left  lobe. 

Microscopy  revealed  portal  cirrhosis  and  liver  cell 
carcinoma.  There  was  no  evidence  of  distant 
metastasis. 

Case  2. — A forty-eight-year-old  bartender  of 
Italian  extraction  was  first  admitted  on  December 
6,  1949,  with  the  chief  complaints  of  anorexia  and 
weight  loss  for  about  five  months.  In  that  time  he 
had  lost  about  50  pounds. 

About  three  months  prior  to  admission  he  was 
admitted  to  another  hospital  for  drainage  of  an 
abscess  over  an  old  herniorrhaphy  scar.  While  in 
the  hospital,  he  was  told  he  had  cirrhosis,  was  given 
liver  injections,  admonished  to  avoid  fats,  and  dis- 
charged. He  continued  to  lose  weight  and  de- 
veloped ascites  about  five  weeks  prior  to  admission 
to  Grasslands  Hospital.  The  ascites  became  so 
severe  that  he  was  given  mercurial  diuretics,  and 


two  paracenteses  were  performed  in  the  three  weeks 
immediately  prior  to  admission. 

He  disclaimed  epigastric  pain  but  did  have  in- 
guinal pain,  abdominal  distress,  and  painful  hemor- 
rhoids. His  past  history  was  not  remarkable  except 
for  a herniorrhaphy  about  two  years  prior  to  ad- 
mission. He  was  unmarried,  had  been  a bartendeit 
for  years  but  denied  heavy  drinking,  and  claimed  tel 
have  eaten  a good  diet  at  all  times. 

Physical  examination  revealed  a well-developed, 
poorly  nourished  male  appearing  at  least  his  stateci 
age,  obviously  chronically  ill.  Blood  pressure  wa: 
105/65,  temperature  99  F.  rectally,  and  pulse  88  anc 
regular.  There  was  marked  distention  of  th< 
abdomen  with  shifting  dullness,  and  a fluid  wav 
was  present.  Through  the  fluid,  the  liver  an< 
spleen  were  palpably  enlarged.  There  was  edem, 
of  the  penis  and  lower  extremities  to  the  pretibia1 
areas. 

Laboratory  findings  included  erythrocytes  3,040, 
000,  hemoglobin  9.5  Gm.,  leukocytes  14,950  with 
normal  differential,  and  a sedimentation  rate  of  11 
mm.  per  hour  (Westergren).  Repeated  casua 
urinalyses  were  not  remarkable.  The  blood  pre 
thrombin  concentration  was  100  per  cent,  icteri 
index  4,  cephalin  flocculation  3 plus,  serum  albumi 
2.9  Gm.,  globulin  2.7  Gm.,  alkaline  phosphatase  27. 
Bodansky  units,  and  blood  Wassermann  negative. 

A gastrointestinal  x-ray  series  revealed  dilatatio 
of  the  lower  jejunum  and  ileum  with  stasis  and  sef 
mentation  of  the  barium.  Barium  enema  revealed 
possible  filling  defect  in  the  cecum.  The  latte 
finding  suggested  the  probability  of  a primary  bowi 
tumor  with  metastasis  to  the  liver  in  addition  t 
clinical  and  laboratory  evidence  of  hepatic  cirrhosi 

The  patient  was  treated  conservatively,  and  tw 
paracenteses  were  performed  with  removal  c 
bloody  fluid  in  each  case.  No  tumor  cells  wei 
found  on  examination  of  the  cell  blocks. 

He  ran  a rapidly  downhill  course  and  expired  o j 
the  twenty-third  hospital  day,  having  lost  an  add 
tional  20  pounds.  He  was  afebrile  throughout  h 
stay. 

Autopsy  revealed  a markedly  enlarged  live  I 
weighing  5,250  Gm.,  a slightly  enlarged  spleen,  an  i 
about  6,500  cc.  bloody  peritoneal  fluid.  The  cecui  \ 
was  free  of  disease,  but  the  liver  which  was  cirrhot 
contained  one  large  tumor  mass,  15  cm.  in  diamete 
and  several  others  about  5 cm.  in  diameter.  Tt 
tumor  protruded  well  into  the  peritoneal  cavity  an 
histologically  was  of  the  liver  cell  type,  with  meta 
tasis  to  the  lung,  myocardium,  and  kidney. 

Summary  and  Conclusions 

1.  The  general  problem  of  primary  carcinoid  i 
of  the  liver  is  presented. 

2.  Eighteen  cases  of  autopsy-proved  primal 
carcinoma  of  the  liver  are  reviewed,  and  the  difl 
culty  of  early  diagnosis  is  discussed.  Because « 
the  frequent  association  of  hepatic  cirrhosis,  f 
clinical  and  laboratory  comparison  with  an  equ 
number  of  fatal  cases  of  Laennec’s  cirrhosis 
made. 

3.  The  most  important  diagnostic  aids  in  tl 
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early  phase  of  the  disease  are  considered  to  be 
pain,  abdominal  mass,  absence  of  gastrointestinal 
lesions,  elevated  serum  alkaline  phosphatase 
levels,  especially  in  the  absence  of  jaundice,  and 
needle  or  other  biopsy. 

4.  Surgical  removal  is  the  treatment  of  choice, 
and  early  abdominal  exploration  is  considered 
justified  in  all  suspected  cases. 
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)iscussion 

Samuel  Sanes,  M.D.,  Buffalo. — I shall  discuss 
be  paper  from  the  point  of  view  of  a pathologist. 
)r.  Glenn  Leak  will  continue  with  clinical  and 
lrgical  comments. 

My  discussion  is  based  on  21  cases  of  proved  pri- 
lary  carcinoma  of  the  liver  reported  to  the  Tumor 
linic  of  the  E.  J.  Meyer  Memorial  Hospital  from 
M2  to  1951. 

Seventeen  cases  were  proved  by  biopsy,  two  by 
Jedle  biopsy,  and  two  by  laparotomy  with  surgical 
opsy.  The  17  autopsied  cases  occurred  among 
iproximately  4,000  postmortem  examinations, 
ur  percentage  in  autopsy  cases  is  practically  identi- 
j .1  with  that  of  Drs.  Heffner  and  Swingle.  Our 

• ;ures  for  sex  and  age  also  agree  with  theirs.  Of 
ir  cases,  19  were  in  men  and  two  in  women. 

* There  were  only  two  cases  in  patients  below  fifty 
ars  of  age.  The  age  of  15  patients  fell  in  the  sixth 
id  seventh  decades.  The  oldest  patient  was 
;hty-seven  years  old.  The  youngest  patient,  in 
10m  tumor  had  been  diagnosed  two  years  before 


death,  was  twenty-four  years  old.  Outside  of  our 
present  series  of  cases,  we  have  seen  primary  carci- 
noma of  the  liver  in  infancy. 

All  of  our  patients  were  white. 

Dr.  Heffner  and  Dr.  Swingle  have  remarked  on  the 
interesting  relationship  of  primary  carcinoma  of  the 
liver  to  pre-existing  hepatic  lesions.  In  our  21  cases, 
13  had  portal  Laennec's  cirrhosis.  In  five  cases  the 
tumor  occurred  in  the  normal  liver.  In  three  cases 
we  had  no  chance  to  examine  liver  uninvolved  by 
tumor.  Some  years  ago,  we  reported  the  develop- 
ment of  primary  cholangioma  in  hepatolithiasis  and 
chronic  cholangitis. 

As  for  gross  and  microscopic  findings,  I shall  select 
those  pertinent  to  the  comments  of  Drs.  Heffner  and 
Swingle  on  early  clinical  diagnosis  and  surgical  treat- 
ment. Grossly,  the  liver  was  enlarged  at  autopsy  or 
laparotomy  in  60  per  cent  of  our  cases.  The  largest 
liver  weighed  6,000  Gm.  Tumors  were  nearly  al- 
ways of  the  multinodular  type,  involving  various 
sites  in  one  or  both  lobes.  Fatty  change,  hemor- 
rhage, necrosis,  and  pseudocyst  formation  were 
noted.  In  one  case,  the  tumor  had  perforated  into 
the  peritoneal  cavity  with  fatal  hemorrhage. 
Histologically,  hepatoma  of  various  types  was  most 
often  seen.  Mature  hepatoma  in  surgical  or  needle 
biopsy  may  offer  diagnostic  confusion  with  regen- 
eration or  adenoma. 

In  only  two  autopsied  cases  was  carcinoma  re- 
stricted to  the  liver  itself.  In  all  other  autopsied 
cases,  there  was  invasion  of  local  structures  and/or 
abdominal  and  distant  spread. 

In  six  cases,  the  portal  vein  showed  gross  tumor 
thrombosis  which,  at  times,  involved  the  splenic  and 
superior  mesenteric  veins.  In  three  cases  the 
hepatic  veins  and  inferior  vena  cava  were  throm- 
bosed or  compressed  by  tumor,  presenting  a lesion 
which  is  described  for  Chiari’s  syndrome;  in  one  of 
these  cases,  tumor  thrombosis  had  extended  into  the 
right  side  of  the  heart. 

Metastases  were  found  in  11  of  21  cases  with 
spread  to  nodes,  omentum,  peritoneum,  bones  (ribs 
and  spine),  skin,  brain,  adrenal  gland,  and  nasal 
mucous  membrane.  Ascites  of  varying  amount, 
from  serous  to  bloody  fluid,  was  demonstrated  in  19 
cases,  clinically,  at  operation,  or  at  autopsy.  Bloody 
fluid  found  in  several  cases  was  best  correlated  with 
metastases  to  the  peritoneum.  In  one  case,  tumor 
cells  were  diagnosed  in  the  ascitic  fluid. 

Drs.  Heffner  and  Swingle  have  stressed  that  the 
clinical  recognition  of  primary  carcinoma  of  the  liver 
in  the  past  was  most  difficult  and  often  impossible. 
They  point  out  that  today  the  pathologist  can  give 
diagnostic  help  through  needle  biopsy.  This  pro- 
cedure was  done  in  eight  of  our  cases.  In  two  cases, 
a diagnosis  of  hepatoma  could  be  definitely  made 
along  with  cirrhosis  in  one  case.  In  two  other  cases 
necrotic  tissue  should  have  suggested  tumor.  In 
four  cases,  needle  biopsies  were  negative  for  carci- 
noma with  diagnoses  of  cirrhosis  two,  interstitial 
hepatitis  and  fibrosis  one,  and  normal  one.  In  each 
case  with  negative  biopsy,  autopsy  disclosed  that  the 
needle  had  not  or  could  not  have  entered  the  tumor. 
In  needle  biopsy,  the  differentiation  of  cholangioma 
from  metastatic  carcinoma  may  be  a vexing  problem. 
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In  one  of  our  cases  specific  diagnosis  of  metastatic 
hepatoma  was  made  on  biopsy  of  a lesion  in  the 
nasal  mucous  membrane. 

Drs.  Heffner  and  Swingle  have  mentioned  the 
helpfulness  of  the  serum  alkaline  phosphatase  level, 
especially  in  the  absence  of  icterus.  Serum  alkaline 
phosphastase  determinations  were  carried  out  in 
nine  of  our  cases.  Among  five  cases  with  no  visible 
jaundice  or  with  van  den  Bergh  readings  not  over  1 
mg.  per  cent,  the  lowest  serum  alkaline  phosphatase 
level  was  7.2  Bodansky  units  in  one  case  and  over  10 
units  in  four  cases.  Cirrhosis  was  present  in  the 
liver  of  three  of  these  cases.  In  the  liver  of  one  case, 
the  findings  were  normal,  except  for  congestion.  In 
four  cases  with  visible  jaundice  or  with  van  den 
Bergh  readings  at  least  2.5  mg.  per  cent,  serum 
alkaline  phosphatase  levels  ranged  from  4.3  to  6.1 
Bodansky  units.  Cirrhosis  was  present  in  every 
case. 

Glenn  H.  Leak,  M.D.,  Buffalo. — Dr.  Heffner  has 
brought  to  us  a timely  review  of  a problem  which  has 
been  so  discouraging  to  those  of  us  who  are  interested 
in  the  field  of  oncology.  His  excellent  paper  has 
stressed  the  need  for  earlier  diagnosis,  a subject  most 
vital  in  both  lay  and  professional  education  in  can- 
cer. Yet  carcinoma  of  the  liver  is  one  of  the  prob- 
lems in  which  we  invariably  fail  to  fulfill  this  need. 

The  point  is  obvious  when  we  note  that  in  Dr. 
Heffner’s  series  of  18  cases,  none  had  been  treated  by 
definitive  surgery,  which  he  has  so  correctly  men- 
tioned as  the  treatment  of  choice. 

Our  records  show  a similar  situation.  At  the 
Buffalo  General  Hospital  from  1941  to  1950,  14 
cases  of  primary  hepatic  cancer  were  proved  by 
autopsy.  Of  these,  only  one  hepatoma  was  located 
in  a position  lending  itself  to  surgical  extirpation, 
and  this  patient  died  of  her  disease  within  one  year 
after  exploration. 

At  the  present  time,  hope  for  earlier  diagnosis  of 
this  disease  rests,  as  it  does  with  other  “silent” 
carcinomas,  on  the  development  of  a universal 
cancer  test  which  approaches  100  per  cent  accuracy. 

Our  colleagues  in  research  are  showing  such  ex- 
cellent progress  along  these  lines  that  Penn  has 
recently  reported  up  to  98.5  per  cent  accuracy. 
Further  evaluation  of  this  figure  is  necessary  before 
it  can  be  accepted. 

Dr.  Heffner  has  touched  on  the  importance  of  re- 
search by  describing  the  use  of  casein  and  riboflavin 
in  preventing  liver  cancer  in  rats  fed  butter  yellow. 
Another  startling  advance  along  these  lines  has  been 
recently  reported  by  Symeonidis,  Mulay,  and  others 
who  produced  liver  cancers  in  a similar  manner. 
When  the  animals  on  the  same  diet  received  injec- 
tions of  desoxycorticosterone,  the  occurrence  of 
tumors  and  lesions  was  drastically  reduced  or 


entirely  prevented.  Morris  and  his  associates  hav! 
shown  the  importance  of  the  male  sex  hormone  i 
increasing  susceptibility  to  a coal  tar  (2-diaeety) 
aminofluorine)  which  produces  liver  cancer. 

Although  these  works  are  extremely  informative 
we  still  have  no  sure  cancer  test,  and,  therefore,  a 
clinicians  we  must  rely  on  sound  clinical  judgment 
aided  by  laboratory  findings,  if  we  are  to  treat  thes 
cases  early. 

Dr.  Heffner  has  stated  that  the  antemortem  diag 
nosis  of  liver  cancer  is  often  impossible.  His  papei 
however,  is  exceedingly  valuable  in  emphasizing  th 
few  leads  which  might  prove  the  answer  in  arrivin 
at  an  early  diagnosis. 

The  most  favorable  case,  of  course,  (and  I hav 
seen  only  one)  is  the  middle-aged  noncirrhotic  wh 
presents  himself  with  a tender  mass  in  the  ep 
gastrium  and  on  exploration  is  found  to  have 
solitarry  lesion  of  the  left  lobe.  Unfortunately,  thesj 
cases  are  too  rare. 

It  would  seem  to  me  that  our  best  chance  to  diag 
nose  an  early  liver  neoplasm  would  lie  in  the  award 
ness  that  this  tumor  arises  more  frequently  i 
cirrhotics.  A good  plan  for  a physician  would  b 1 
for  him  to  follow  his  cirrhotic  patients  at  interval'  > 
as  frequent  as  does  an  oncologist  looking  for  n 
currences  in  his  cancer  patients.  Sudden  onset  cl  I 
pain,  early  icterus,  a sudden  change  in  the  alkalin 
phosphatase,  or  a combination  of  these  findings,  ai  * 
has  been  stressed,  may  help  the  astute  clinician  b 
render  an  earlier  diagnosis  if  he  is  aware  of  th  * 
malignant  complication  of  the  cirrhotic  liver. 

The  importance  of  liver  biopsy  has  been  stresse  I 
and  of  course  can  be  highly  accurate.  It  has  bee  t 
our  clinical  experience,  however,  that  when  needle  b •: 
opsy  is  positive,  the  tumor  is  usually  so  far  advance! 
that  surgical  therapy  is  impossible.  For  betti 
results,  we  must  diagnose  liver  cancer  before  palf 
able  tumor  is  present  on  physical  examination. 

Until  better  diagnostic  tools  are  available, 
would  seem  logical  to  adopt  a plan  inspired  by  th  < 
paper: 

1.  Careful  monthly  follow-up  visits  of  cirrhot  i 
patients. 

2.  Accurate  monthly  histories  regarding  the  d<  I 
velopment  of  pain  which,  as  the  authors  have  statei 
is  not  a prominent  part  of  the  picture  of  uncompl 
cated  cirrhosis. 

3.  Monthly  alkaline  phosphatase  determini1 
tions. 

4.  Earlier  exploratory  laparotomy  if  there  is  tl 
slightest  change  in  any  of  the  above  findings.  E:  . 
ploratory  laparotomy  today  is  probably  no  mof 
dangerous  than  some  needle  biopsies  may  be,  and  i 
laparotomy  we  should  be  able  to  make  a relative! 
early  diagnosis  in  an  organ  having  a precanceroi 
lesion. 


The  only  thing  experience  teaches  us  is  that  experience  teaches  us  nothing — Andre  Maurois 
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From  the  Department  of  Medicine,  Mount  Sinai  Hospital) 

ONSPECIFIC  ulcerative  colitis  as  a clinical 
entity  is  now  well  understood.  While  its 
itiology  remains  unknown,  its  clinical  forms,  as 
localized  proctitis,  as  universal  or  left-sided  coli- 
tis, or  as  segmental  or  right-sided  colitis,  are 
■eadily  recognizable.  The  acute  toxic  or  ful- 
minating form  of  the  disease  with  its  high  mor- 
ality is  also  only  too  well  identifiable. 

In  recent  years  the  therapy — as  we  call  our 
wore  or  less  haphazard  attempts  at  a direct  at- 
tack on  the  pathologic  process — has  undergone 
nd  continues  rapidly  to  undergo  various  changes 
'f  mood  and  of  methods.  With  the  introduction 
f the  newer  antibiotics  and  nonabsorbable  sulfa 
reparations,  we  approach  what  would  seem  to  be 
1 direct  baeteriostasis  of  or  control  of  the  sup- 
posedly infectious  element.  With  the  suggestion 
f a psychosomatic  etiologic  nature  of  the  disease 
new  problem  and  a suggested  solution  seem  to 
je  at  hand.  The  indications  for  surgical  treat- 
ment are  as  uncertain  as  ever,  and  yet  time  renmark- 
ble  success  and  the  relatively  greater  safety  of 
lodern  surgical  prodecures  threatens  to  displace 
me  slower,  more  uncertain,  and  often  less  pronm- 
ing  of  the  plodding  medical  therapeuses. 

In  these  rapidly  changing  times  and  conditions 
m up-to-date  review  and  an  unbiased  assay  of  the 
lethods  and  results  of  modern  therapy  of  ulcera- 
ve  colitis  seem  well  advised.  Perhaps  after 
iich  a review  we  shall  say  that  light  is  discernible ; 
mrhaps  at  the  end  we  may  be  forced  to  concede 
mat  much  is  still  to  be  desired,  that  time  and 
liture  are  still  our  best  and  most  reliable  thera- 
;utic  agencies. 

lcerative  Colitis  as  a Possible  Psycho- 
mmatic  Disease 

By  those  who  are  proponents  of  the  idea,  ulcera- 
I /e  colitis  is  regarded  as  one  of  the  five  or  six 
sease  processes  which  typify  the  impact  of 
ychic  trauma  upon  physiologic  processes  and 
iich  eventuate  in  a morbid  visceral  pathologic 
t ocess.  Hyperthyroidism,  asthma,  essential 
j ferial  hypertension,  peptic  ulcer,  and  above  all 
1 lerative  colitis  are  considered  to  be  the  diseases 
iich  typify  organic  pathologic  changes  origi- 
ted  by  or  prolonged  and  controlled  by  simple 
protracted  exposures  to  psychic  trauma  and  to 
lotional  disturbances  of  life  situations. 

’resented  at  the  145th  Annual  Meeting  of  the  Medical 
:iety  of  the  State  of  New  York,  Buffalo,  Section  on  Gastro- 
erology  and  Proctology,  May  2,  1951. 


Murray  felt  that  in  ulcerative  colitis  there  were 
many  indications  of  deeper  problems  to  be  in- 
vestigated in  the  psychophysiologic  sphere  of  the 
patients.1  The  outstanding  traits  in  these  per- 
sons were  fearfulness,  emotional  immaturity, 
dependency,  and  a sense  of  lack  of  fulfillment  of 
their  life’s  endeavors.  He  cites  many  cases  illus- 
trative of  this  personality  panel  in  its  initiation 
and  in  the  chronic  relapses  of  this  type  of  ulcera- 
tive colitis.  Sullivan  and  Chandler  at  the  Yale 
University  School  of  Medicine  investigated  six 
further  cases  reporting  that  “psychogenic  factors 
seemed  to  play  a major  role  in  the  onset  and 
course  of  the  disease.”2,3  They  felt  convinced 
that  when  the  emotional  conflict  is  resolved,  in- 
testinal motility  returns  to  normal,  the  bacterial 
invaders  are  overcome,  and  the  disease  disappears 
promptly.  Daniels  cited  a psychologic  study  of 
a case  of  ulcerative  colitis  associated  with  hys- 
terical depression  and  apparently  cured  following- 
psychotherapy.4  Jones  was  convinced  that  in 
over  two  thirds  of  his  100  cases  recurrences  of  the 
disease  were  associated  with  psychogenic  factors.6 

That  the  colon  is  responsive  in  its  physiologic 
function  to  outward  psychic  conflicts  and  sudden 
emotional  crises  and  manifests  itself  in  spastic 
constipation,  nervous  diarrhea,  and  so-called 
“mucous  colitis”  or  irritable  bowel  is  of  course 
patent  and  obvious.  But  these  are  organ  re- 
sponses and  physiologic  disturbances  of  function 
rather  than  true  symptom  complexes  as  encom- 
passed in  the  definition  of  psychosomatic  dis- 
eases. 

The  recent  studies  by  Almy  and  his  associates 
envisaged  alterations  in  colonic  function  in  man 
under  stress;  they  employed  the  sigmoidoscope 
and  observed,  in  patients  with  spastic  constipation 
and  irritable  bowel  spasm,  engorgement  and  ex- 
cessive mucous  secretion  when  under  experi- 
mental conditions,  and  particularly  emotional 
stress.8  When  quickened  and  alarmed  or  irri- 
tated by  the  discussion  of  deep  life  conflicts  or 
unhappy  situations,  the  colonic  mucosa  became 
reddened  and  congested  with  occlusive  spasm  and 
marked  enlargement.  This  is  of  course  still  a fat- 
cry  from  the  production  of  ulcerative  colitis,  even 
though  Wolf  and  Wolff  in  their  observations  on 
the  exposed  gastric  mucosa  of  the  human  ob- 
served, under  similar  experimental  conditions, 
excessive  secretion,  engorgement,  and  submucous 
hemorrhages  eventuating  in  surface  ulcerations  on 
the  gastric  mucosa.7 
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If  there  exists  a true  etiologic  relationship  be- 
tween psychic  strain  or  strains  and  the  initiation 
of  ulcerative  colitis,  it  should  be  possible  for  us  as 
clinicians  who  see  and  treat  hundreds  of  such 
cases  to  illustrate  and  cite  examples  that  would 
support  that  theory  of  the  origin  of  the  disease. 
Cobb  quotes  the  case  of  a twenty-one-year-old 
female  who,  without  antecedent  history,  following 
the  illness  and  death  of  her  beloved  father  from 
carcinoma,  promptly  developed  a severe  case  of 
ulcerative  colitis  which  within  four  weeks  proved 
fatal.8  This  in  spite  of  psychotherapy  which 
attempted  “to  convert  the  marked  reaction  to  her 
father’s  death  with  a more  normal  grief  in  which 
she  could  express  some  of  her  pent-up  feelings  and 
emotional  stress.” 

In  my  own  rather  extensive  experience  I have 
seen  only  one  case  where  the  causal  relationship 
of  a severe  psychic  trauma  was  intimately  related 
to  the  onset  of  ulcerative  colitis.  This  was  an  in- 
stance of  forced  rape  of  a sixteen-year-old  girl  re- 
sulting immediately  in  high  fever,  severe  diarrhea 
with  bloody  stools,  rapid  anemia,  and  marked 
prostration.  Upon  psychotherapy,  reassurance 
that  neither  pregnancy  nor  venereal  disease  had 
resulted,  and  much  kindly  and  sympathetic  moral 
support  the  symptoms  rapidly  subsided  with 
prompt  cure.  Dr.  Walter  L.  Palmer  has  cited 
an  instance  of  rape  under  almost  identical  condi- 
tions followed  by  ulcerative  colitis,  again  with 
subsidence  and  cure  under  psychic  guidance. 

The  remainder  of  the  literature  on  ulcerative 
colitis  as  a psychosomatic  disease  concentrates 
mainly  upon  the  impact  of  psychic  trauma  upon 
the  typical  recurrences  of  the  life  cycle  of  the 
disease,  emphasizes  a certain  constitutional  emo- 
tional pattern  of  the  patient,  but  nowhere  illus- 
trates or  proves  the  point  that  the  disease  is 
initiated  de  novo  by  emotional  crises  or  by  dis- 
turbed life  situations.  Nor  is  the  pattern  of  per- 
sonality of  the  ulcerative  colitis  case  documented 
or  proved.  Most  authors  are  now  prone  to  quote 
the  observations  of  Alexander,  Sullivan,  or  Mur- 
ray in  ascribing  to  these  patients  the  psychologic 
traits  of  meekness,  food  fastidiousness,  depen- 
dency, lack  of  fulfillment,  and  parental  attach- 
ment.9 In  Gildea’s  chart  ulcerative  colitis  and 
bronchial  asthma  are  both  relatively  high  in  de- 
pression, feelings  of  inferiority,  and  dependent 
needs  and  relatively  low  in  assertiveness  and 
sociability  (Cobb). 

Control  studies  in  persons  of  the  same  age  and 
under  the  same  circumstances  are  missing  in  all 
such  publications;  it  seems  likely  that  such  ob- 
servations of  a neutral  control  group  would  evi- 
dence many  similar  traits  in  persons  free  of  in- 
testinal disease.  While  such  a panel  seems  to  fit 
in  a general  or  loose  manner  many  of  the  psycho- 
logic traits  of  the  colitis  patient,  it  is  more  of  a 


clinical  impression  rather  than  one  of  statistic! 
or  scientific  accuracy.  Actually,  cases  of  ulcer! 
tive  colitis  occur  most  commonly  in  adolescent 
and  young  and  immature  individuals;  it  is  di: 
tinctly  a disease  of  youth,  youth  in  its  depender 
years,  youth  not  yet  fully  weaned  from  its  p; 
rental  attachments.  This  applies  particularly  I 
young  girls,  more  so  to  those  adolescents  in  whoi 
a dominating  mother  overpowers  and  forces  tl 
dependency  state  to  such  a degree  that  often  tl 
mother  is  a greater  problem  to  the  clinician  tha 
is  the  patient. 

Such  meekness  and  dependency  in  the  colit 
case  is  not  at  all  outwardly  visible  in  adult  worn! 
or,  particularly,  in  men  who  at  middle  age  develc 
for  the  first  time  the  evidences  of  the  diseas 
Most  of  these  men  are  forceful,  successful  in  the 
careers  and  in  their  family  relationships,  seem 
have  grit  of  iron  to  suffer  and  to  overcome  tl 
ravages  of  the  disease,  and  show  no  evidences  j 
signs  of  the  inferiority  panel  or  pattern  which 
said  to  demarcate  the  disease  in  adolescents. 

About  one  fact  all  clinicians  and  psychotherl  j 
peutists  agree,  namely,  that,  regardless  of  e j 
ology,  recurrences  of  ulcerative  colitis  are  me)  i 
commonly  created  by  events  in  the  life  of  the  p< 
son  that  represent  severe  psychic  strain.  All 
us  have  commonly  seen  recurrences  initiated  by  . 
broken  love  affair,  a frustrated  romance,  econon;  • 
insecurity,  sudden  death  or  threatened  death  in  ^ 
near  relative,  or  by  protracted  family  discord  a: 
divorce.  Without  question  such  emotional  staff}! 
constitute  in  the  greatest  percentage  the  causes  j k 
recurrences  of  the  disease,  greater  than  upf  ( 
respiratory  infections,  pregnancy,  dietary  ill 
discretions,  or  excessive  physical  fatigue.  Unc-  I 
such  circumstances  should  not  expert  psycl 
therapy  cure  ulcerative  colitis? 

In  our  own  experiences  in  12  cases  of  ulcerati 
colitis  subjected  to  psychotherapy  at  the  hands  it. 
those  trained  and  recognized  in  their  special  fie  k 
we  would  be  unable  to  point  to  more  than  one  • 
two  instances  where  a beneficial  therapeutic  il 
feet  had  been  attained.  During  the  acute  febr: 
toxic  state  of  ulcerative  colitis  professioi  j 
psychotherapy  has  failed  to  alter  the  course  of  1 ] 
disease  and  has  effected  no  alleviation  of  the  j 
tive  symptoms  or  the  downward  course.  Furth 
more,  on  two  occasions  perforation  of  the  co 
has  occurred  during  active  psychotherapy.  I i 
have  we  seen  in  the  chronic  afebrile  protrae 
case  of  ulcerative  colitis  any  benefit  from  pro) 
sional  psychotherapy  that  would  prevent  ‘ 
currences  or  tend  to  demonstrate  a true  the 
peutic  effect.  In  one  case  only  separation  t 
divorce  dissolved  an  unhappy  domestic  fan 
situation  and  was  followed  by  rapid  ameliorat 
of  symptoms,  although  not  in  persistent  ci 
Such  obvious  psychotherapy  should  be  in 
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power  of  any  physician  or  clinician  of  worldly 
maturity  with  the  experience  of  his  own  and  the 
problems  of  others  to  recognize  grossly  and  to 
plead  personally  and  advise  in  the  solution  of  the 
patient’s  own  conflicts. 

The  failure  of  psychotherapy  to  cure  ulcerative 
colitis  is  not  surprising.  Whatever  the  emotional 
pattern  or  psychologic  deficiency  in  the  patient 
before  the  onset,  the  severe  course,  the  inaction, 
i the  prostration,  the  anemia,  and  the  depletion  of 
the  body  reserves  by  the  constant  diarrhea  and 
pain  only  tend  to  exaggerate  dependency  and 
emotional  frustration;  to  an  already  relatively 
underdeveloped  personality  is  added  the  physical 
ravages  of  a depleting  disease  and  the  associated 
psychologic  anxieties  of  marked  illness  and  dis- 
solving hopes  for  recovery.  In  many  instances 
the  psychotherapy  is  not  in  time;  often  the  pa- 
itient  is  too  distraught  or  ill  to  cooperate.  Even 
in  protracted  psychotherapy  in  an  interval  case 
with  the  best  cooperation  results  leave  much  to  be 
desired. 

I Our  own  views  and  gross  opinions  are  those  of 
i (clinicians  and  not  those  of  expert  psychothera- 
peutists.  Our  conclusions  are  therefore  patently 
l (open  to  the  criticism  that,  not  being  experts  in  the 
field  of  psychosomatic  medicine,  we  should  re- 
train from  expressing  a viewpoint  in  so  compli- 
bated  and  expertly  specialized  a field.  However, 
as  clinicians  treating  ulcerative  colitis,  we  must 
estimate  the  potency  of  our  therapeutic  agenda 
and  try  to  draw  honest  and  unbiased  conclusions 
His  to  their  merit,  a subject  which  in  ulcerative 
Colitis  is  always  a difficult  one  at  best. 

A review  of  the  now  rather  voluminous  litera- 
ure  on  ulcerative  colitis  as  a psychosomatic  dis- 
ase  leads  us  to  the  belief  that  our  own  views  con- 
titute  merely  a corroboration  of  those  of  other 
tudents  of  the  disease.  It  is  conceded  by  most 
uthors  that  ulcerative  colitis,  although  rarely 
riginated  by  psychic  trauma,  is  motivated  in  its 
irequent  recurrences  by  psychogenic  factors. 

It  is  also  now  fairly  well  agreed  that  there  is  no 
rue  psychologic  panel  which  characterizes  this 
isease.10  It  is  further  agreed  that  most  cases  of 
lcerative  colitis  have  neurotic  traits,  that  many 
f them  are  emotional  individuals  with  immature 
ersonalities  with  regressions  into  infantile  feel- 
igs  with  disturbed  behavior  patterns.  But  it  is 
mceded  that  these  traits  are  common  to  other 
jurotic  individuals  and  are  in  no  way  specific  for 
ie  disease.  These  findings  are  best  summed  up 
Y Mahoney,  Bockus  et  al.  who  utilized  competent 
udies  by  psychiatrists  including  the  use  of  the 
orschach  test  for  psychologic  classification.11 
heir  conclusions  were  again  that  a high  per- 
ntage  of  the  cases  had  a feeling  of  insecurity, 
ixiety  wrapped  in  hostility,  but  that  these 
aits  were  common  in  other  psychosomatic  con- 


ditions; “none  of  these  personality  traits  found 
in  ulcerative  colitis  when  taken  alone  are  specific 
to  this  disease.” 

Very  recently  Groen  and  Bastians  discussed  the 
value  of  psychotherapy  in  ulcerative  colitis  and 
emphasized  an  important  point.12  They  con- 
cluded that  psychoanalysis  has  a very  limited 
place  in  the  therapy  of  this  disease  and  may  ac- 
tually provoke  harm  by  delay.13  On  the  other 
hand,  simple  advisory  psychotherapy,  constitu- 
ting the  personality  care  of  an  individual  with  his 
problems  and  cares,  is  most  valuable  in  restoring 
mental  health  and  emotional  equilibrium.  No 
claim  is  made  that  this  treatment  is  more  than  an 
adjuvant  form  of  therapy;  the  eventual  course  of 
the  specific  disease  is  thereby  not  altered. 

Lysozyme 

One  of  the  most  intriguing  hypotheses,  and  one 
of  the  few  new  thoughts  which  have  been  ad- 
vanced recently  regarding  the  etiology  of  this 
disease,  is  Meyer’s  concept  that  chronic  ulcera- 
tive colitis  is  due  to  the  overproduction  of  the 
mucolytic  enzyme,  lysozyme,  with  destruction  of 
the  mucosa  of  the  colon  and  secondary  bacterial 
invasion.14  The  original  observation  that  pa- 
tients with  the  disease  excrete  abnormally  large 
amounts  of  the  enzyme  has  been  repeatedly  con- 
firmed. It  is  also  clear  that  the  enzyme  is  pro- 
duced by  the  affected  colon,  not  higher  up  in  the 
gastrointestinal  canal.  The  significance  of  these 
observations  is,  however,  far  from  obvious,  but 
excretion  of  lysozyme  appears  to  parallel  the 
severity  of  the  clinical  course  of  the  disease. 

Recent  studies  have  indicated  that  lysozyme  is 
present  in  large  amounts  in  granulation  tissue,  in 
experimental  canine  skin  wounds,  and  in  a variety 
of  infected  granulating  human  wounds.  When 
this  is  taken  together  with  the  observation  that 
the  lysozyme  titer  of  resected  colonic  tissue  ap- 
pears to  be  correlated  with  the  severity  of  the  in- 
flammatory reaction,  the  general  weight  of  this 
evidence  suggests  that  lysozyme  in  colitis  repre- 
sents a reaction  to  injury  rather  than  a primary 
etiologic  agent.  Furthermore,  treatment  of 
ulcerative  colitis  with  a variety  of  substances 
which  inactivate  the  enzyme,  so-called  “anti- 
lysozymes,” both  as  reported  in  the  literature 
and  in  our  hands  has  not  been  particularly 
brilliant. 

Treatment  of  Ulcerative  Colitis  by  Anti- 
biotic Drugs 

The  sulfonamides,  particularly  the  insoluble 
forms  such  as  sulfasuxidine  and  sulfathalidine, 
have  been  accepted  by  us  all  as  antibiotics  with  a 
particular  action  in  lowering  the  activity  of  most 
of  the  intestinal  bacteria,  particularly  the  gram- 
positive cocci.  Whether  ulcerative  colitis  is  a 
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disease  caused  by  any  of  our  known  bacteria  still 
remains  in  reasonable  doubt.  Unquestionably 
the  reduction  within  the  colon  of  the  activity  of 
the  bacterial  residents  responsible  for  secondary 
infections  constitutes  a clear  gain.  The  sulfona- 
mides like  the  other  antibiotics  may  not  cure  the 
disease  nor  reduce  the  incidence  of  diarrhea,  but  the 
occasional  closure  of  a fistulous  tract  following 
therapy  with  the  sulfonamides  and  reduction  of 
fever  and  general  betterment  makes  the  use  of  the 
sulfa  drugs  almost  indispensable.  Apart  from  an 
occasional  skin  reaction  in  the  form  of  a rash, 
these  drugs  may  be  administered  over  long  periods 
of  time  without  deleterious  effect  on  the  white 
blood  cells,  definitely  reduce  the  count  of  in- 
testinal bacteria,  and  constitute  an  important 
form  of  maintenance  therapy. 

Penicillin  as  directed  primarily  against  ulcera- 
tive colitis  is  useless.  It  is  employed  only  when 
suppurative  complications  such  as  perforative 
peritonitis,  ischiorectal  abscesses,  and  perirectal 
fistulas  create  active  symptoms. 

Streptomycin  or  dihydrostreptomycin,  2 Gm. 
daily  by  intramuscular  injection,  is  one  of  the 
very  best  of  the  antibiotics  to  be  employed  in 
combating  the  acute  toxic  form  of  the  disease. 
In  this  fulminating  febrile  form  of  acute  ulcerative 
colitis  streptomycin  within  five  days  will  reduce 
fever,  cause  marked  improvement  in  the  diarrhea, 
allay  toxicity,  and  restore  well-being.  Unfor- 
tunately streptomycin  is  not  successful  in  all  such 
cases,  but  where  effective  against  nonresistant 
bacteria,  the  therapeutic  effect  is  striking.  Again, 
although  often  the  immediate  result  is  eminently 
satisfactory,  the  discontinuance  of  the  drug  after 
five  days  is  necessary,  lest  the  bacteria  become 
resistant.  The  cessation  of  the  use  of  strepto- 
mycin may  then  often  be  followed  by  a slow  re- 
crudescence of  the  fever  and  return  of  symptoms. 

Chloromycetin  closely  follows  the  pattern  of 
dihydrostreptomycin.  The  ease  of  oral  adminis- 
tration, particularly  in  the  ambulant  patient,  and 
the  striking  diminution  of  bacterial  count  almost, 
if  not  actually,  to  sterility  is  frequently  associated 
with  distinct  clinical  betterment.  It  is  very  diffi- 
cult, if  not  confusing,  to  attempt  to  give  statistics 
as  to  the  effect  on  routine  cases  of  the  administra- 
tion of  Chloromycetin.  Eight  to  twelve  capsules 
(2  to  3 Gm.)  of  Chloromycetin  per  day  will  often 
allay  fever  and  induce  clinical  betterment,  but 
more  often  it  will  fail  of  any  beneficial  effect, 
particularly  in  the  acute  toxic  type  of  the  disease. 
The  opinion  as  published  by  Bercovitz  regarding 
his  favorable  results  with  chloromycetin  therapy 
follows  more  or  less  our  own  experience,  although 
our  enthusiasm  is  more  restrained  and  is  limited 
to  occasional  cases.16 

Aureomycin  and  terramycin,  the  so-called 
“wonder  drugs,”  in  our  experience  are  not  only 


inert  in  ulcerative  colitis  but  in  themselves  pro- 
duce  severe  diarrhea,  nausea,  and  discomfort. 
During  the  winter  epidemics  of  grippe  and  upper . < 
respiratory  infections,  so  much  aureomycin  and 
terramycin  were  prescribed  (with  very  questionable 
judgment)  by  general  practitioners  that  postin- 
fection severe  diarrhea  has  become  a common 
clinical  sequel  to  the  use  of  the  drugs.  This  j 
diarrhea  may  be  severe,  may  occur  a few  days  to  . 
two  weeks  after  institution  of  this  therapy,  may  1 : 
last  up  to  six  weeks,  and  may  be  accompanied  by 1 I 
blood-streaked  stools  amounting  occasionally  to  | j 
acute  proctitis  as  seen  with  the  sigmoidoscope. 

The  use  of  any  or  all  of  the  antibiotic  drugs  will 
not  cure  ulcerative  colitis  since  this  condition  has ! f 
yet  to  be  proved  to  be  a bacterial  disease.  We  ■ 
have  seen  cases  of  ulcerative  colitis  where  during 
active  treatment  with  antibiotics  the  stool  cul- 
tures have  become  practically  sterile,  and  yet  ex- 
cept for  the  control  of  fever  the  daily  course  of  the 
disease  has  remained  unchanged.  Yet  the  anti- 
biotic drugs  by  reducing  secondary  infection  offer 
to  the  clinician  the  one  means  at  hand  to  control 
or  prevent  complications  and,  together  with  sup- 
portive treatments,  constitute  what  logical  j 
method  we  have  until  the  course  of  the  disease  is 
run  and  natural  betterment  has  had  an  opportunity  p 
to  become  effective  with  time.  For  the  chronic 
afebrile  form  we  suggest  the  use  of  chloromycetin 
for  eight  days  of  each  month  with  sulfathalidine 
during  the  remaining  three  weeks  of  each  month. 

The  Adrenocorticotropic  Hormones 

The  use  of  cortisone  and  of  the  adrenocortico- 
tropic hormone  ACTH  in  ulcerative  colitis  has 
met  with  rather  discordant  results.16  In  the 
literature  some  enthusiastic  reports  are  counter- 
balanced by  the  disappointment  expressed  by 
word  of  mouth  by  the  more  cautious  and  critical 
clinicians.17’ 18  Actually  we  have  employed  either 
cortisone  or  ACTH  in  full  dosage  in  ten  cases  of 
acute  or  chronic  ulcerative  colitis  without  seeing 
any  direct  beneficial  results  from  their  employ- 
ment. Tire  course  of  the  disease  is  unchanged; 
suppurative  complications  may  occur  during 
their  very  employment.  Two  cases  required 
ileostomy  directly  following  cortisone  therapy, 
one  case  died  soon  after  therapy,  and  one  case 
showed  and  is  still  showing  improvement  upon 
continued  maintenance  therapy  of  25  mg.  of 
cortisone  by  mouth;  the  others  were  unchanged. 

Fortunately, deleterious  effects  following  adreno- 
corticotropic therapy  have  been  entirely  absent. 

In  fact,  during  the  course  of  treatment  the  general 
condition  and  appetite  are  much  improved, 
feeling  of  euphoria  is  often  apparent,  and  the 
temperature  often  approaches  and  reaches  nor- 
mal. However,  with  the  continuance  of  the  drug 
the  effect  soon  wears  off,  and  the  eventual  out- 
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come  and  course  of  the  disease  are  little  if  at  all 
affected. 

Diet 

We  are  very  liberal  in  our  interpretation  of 
i dietary  restrictions  in  ulcerative  colitis.  Only 
I coarse  roughage  such  as  raw  fruits  and  raw  vege- 
: tables  are  forbidden;  all  other  foods,  the  more 
, appetizing  the  better,  are  allowed.  Foods  which 
I are  known  to  be  allergens  in  any  given  individual 
are  of  course  proscribed.  Milk  is  the  main  of- 
: fender,  and  when  a patient  is  known  to  develop 
diarrhea  following  the  ingestion  of  milk,  naturally 
all  milk  products  are  excluded.  Otherwise  a 
high-protein  diet  of  a general  nature,  together 
with  liberal  supplies  of  fats  and  carbohydrates,  is 
I encouraged.  The  important  factor  is  to  urge  the 
| use  of  any  foods  that  will  tickle  the  jaded  appetite 
‘ of  the  invalid;  the  source  and  quality  of  the  diet 
ij  is  relatively  unimportant  provided  the  patient 
j eats.  The  loss  of  appetite  and  of  weight  is  one  of 
; the  most  alarming  features  of  this  disease. 

The  casein  hydrolysates  are  often  administered 
in  an  attempt  to  maintain  nitrogen  balance. 
However,  it  is  often  a question  whether  the  some- 
times untasty  hydrolysates  constitute  a better 
form  of  protein  than  natural  foods. 

Supportive  Measures 

Whole  blood  transfusions  are  liberally  em- 
ployed to  overcome  anemia.  Transfusions,  plas- 
ma, and  aminoacid  infusions  are  instituted  in 
prolonged  debilitating  cases,  particularly  where 
protein  deficiency  is  manifested  by  edema  of  the 

i lower  extremities,  ascites,  and  anarsarca  as  evi- 
dence of  hypoproteinemia.  When  the  total  pro- 
teins of  the  blood  serum  fall  below  6.0  or  5.0  Gm., 
even  with  a marked  change  to  clinical  betterment, 
it  takes  months  before  the  normal  titer  of  total 
proteins  is  re-established.  Repeated  transfu- 
sions and  infusions  are  indicated  and  employed, 
but  only  time  and  forced  protein  feeding  and  a 
"eturn  of  appetite  will  eventually  restore  normal 
igures. 

Vitamin  replacement  is  of  course  necessary 
since  with  the  severe  diarrhea  a constant  and 
Irastic  loss  of  essential  vitamins  and  of  electro- 
ytes  does  occur.  Ariboflavinosis  and  nicotin- 
imide  deficiency  are  the  most  common  manifesta- 
ions,  particularly  the  red  smooth  tongue  of  a 
llossitis.  The  body  reserves  of  vitamins  are 
pparently  enormous,  for  most  cases  of  ulcerative 
olitis,  in  spite  of  long  debilitating  diarrhea  and 
ick  of  appetite,  will  still  fail  to  show  clinical 
vidence  of  vitamin  deficiency,  even  after  months, 
'o  give  vitamins  by  mouth  is  often  of  no  value, 
'o  assure  absorption  within  the  body,  vitamins  in 
ie  form  of  vitamin  B complex,  2 cc.,  and  crude 
ver  extract,  2 cc.,  should  be  intramuscularly  in- 


jected every  day  or  every  second  day  throughout 
the  illness.  Folic  acid  and  B[2  offer  no  advantage 
over  the  more  crude,  general,  all-representative 
types  of  vitamin. 

Some  Special  Forms  of  Treatment 

Banthine,  much  heralded  as  an  antispasmodic, 
is  of  no  avail  in  combating  pain  and  diarrhea. 
Vagotomy  as  a surgical  procedure  has  very  occa- 
sionally been  employed  after  the  suggestion  of 
Dennis.19  In  two  cases  in  our  hands  it  has  been 
useless. 

Typhoid  vaccine  intravenously  as  a nonspecific 
protein  agency  is  often  advantageously  employed 
with  great  benefit  in  chronic  afebrile  types  of 
cases.  Its  use  must  insistently  be  advocated  only 
for  chronic  and  indolent,  afebrile  instances  of  the 
disease.  Fifty  million  bacteria  intravenously 
should  be  followed  by  a chill  and  a definite  rise  of 
temperature,  the  fever  subsiding  within  twenty- 
four  hours.  A gradually  increasing  dose  may  be 
administered  every  fifth  day.  Occasionally,  if 
not  frequently,  this  nonspecific  form  of  therapy 
will  be  followed  by  cessation  of  diarrhea,  by  gen- 
eral improvement,  and  a rapid  and  material 
change  in  the  course  of  the  disease  to  distinct 
betterment.  Typhoid  vaccine  has  been  especi- 
ally useful  in  treating  colitis  cases  complicated  by 
iritis  or  arthritis.  These  complications  promptly 
disappear  after  several  reactions. 

We  have  seen  no  beneficial  results  from  so- 
called  medical  or  physiologic  ileostomy  as  advo- 
cated by  Paulson.  In  this  type  of  treatment  the 
patient  is  denied  all  food  by  mouth  for  several 
weeks,  nutrition,  water,  and  protein  requirements 
being  instituted  by  liberal  intravenous  therapy. 
In  our  cases  the  failure  of  the  method  increases 
the  grave  risks  of  emergency  ileostomy  neces- 
sarily performed  at  a later  and  more  critical  stage 
of  the  disease. 

Surgical  Indications  in  Ulcerative  Colitis 

In  spite  of  increasing  experience  and  statistics 
on  the  employment  of  surgical  intervention  in 
severe  ulcerative  colitis,  a lack  of  agreement  as  to 
its  employment  still  exists,  this  particularly  in 
regard  to  ileostomy.  At  one  end  of  the  spectrum 
are  those  with  rose-colored  spectacles  who  decline 
ileostomy  for  all  except  the  most  extreme  intract- 
able chronic  cases.  At  the  other  end  are  those 
who,  declining  to  believe  that  ulcerative  colitis  is 
a disease  which  under  any  conditions  can  be  per- 
manently cured,  advise  early  and  permanent 
ileostomy  as  the  only  durable  solution  of  the 
problem.  Most  clinicians  accept  a compromise 
attitude  which  seems,  under  the  known  condi- 
tions, to  be  the  most  logical  answer. 

To  say  that  the  disease  is  never  “cured”  under 
medical  conservative  management  is  scientifically 
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incorrect  and  yet  has  some  justification.  Every 
clinician  of  long  experience  can  point  to  innumer- 
able instances  of  “cured”  cases  that  have  been 
“well”  for  ten,  fifteen,  or  more  years— capable, 
efficient  citizens  fulfilling  a normal  role  in  their 
social  and  personal  relationships.20  Many  of 
them  are  even  free  of  diarrhea,  may  be  consti- 
pated; some  may  have  an  occasional  slight  re- 
surgence of  loose  bowel  movements  which  quickly 
subsides.  The  practice  of  every  such  internist  is 
justified  by  such  results  and  gives  him  a pride  of 
accomplishment  which  he  attains  in  few  other 
types  of  such  chronic  persistent  diseases.  This 
satisfactory  result  applies  to  approximately  10  per 
cent  of  cases.  In  grossly  75  per  cent  of  the  re- 
mainder the  disease  recurs  at  frequent  or  infre- 
quent intervals,  is  afebrile,  chronic,  somewhat 
debilitating,  always  troublesome  on  account  of  the 
diarrhea,  but  usually  quite  bearable  and  rarely 
implying  such  loss  of  efficiency  as  to  impair  the 
fulfillment  of  the  daily  occupation  and  of  normal 
personal  relationships. 

The  remaining  15  per  cent  are  the  instances  of 
acute  fulminating  ulcerative  colitis,  febrile,  and 
with  great  toxicity  in  which  all  the  ravages  of  this 
intense  disease  are  fully  illustrated;  this  group 
provides  the  high  mortality  of  approximately  10 
per  cent  which  students  of  the  disease  usually 
accept  as  their  responsibility. 

To  burden  with  ileostomy  bags  thousands  of 
colitis  persons  who  might  well  have  compromised 
their  situation  more  normally  seems  unnecessary, 
even  though  today  the  care  of  an  ileostomy  with 
the  newer  sealproof  bags  is  very  tolerable  and  does 
not  in  any  way  indicate  invalidism  or  even  part 
invalidism.  More  and  more  today  we  see  ileos- 
tomy cases  marrying,  bearing  or  begetting  chil- 
dren, and  instituting  active  careers  in  their  own 
small  world. 

On  the  other  hand,  for  the  intractable  case  of 
colitis  which  over  the  course  of  years  or  months 
defies  all  of  our  efforts  and  in  which  the  natural 
history  of  the  disease  indicates  a steadily  down- 
ward and  debilitating  course,  the  indications  and 
advantages  of  permanent  ileostomy  are  evident  to 
most  of  us  and  denied  to  the  patient  by  none  ex- 
cept the  ultimate  irreconcilables.21  Ileostomy 
under  those  conditions  can  be  accomplished  with 
exceedingly  small  mortality  and  constitutes  a 
most  satisfactory  solution  to  an  intolerable  situa- 
tion. 

The  indications  for  emergency  ileostomy  in  the 
acute  febrile  toxic  form  of  the  disease  are  most 
difficult  to  determine.  The  mortality  of  such  an 
operation  is  high,  ranging  according  to  accepted 
statistics  from  25  to  40  per  cent  or  higher,  even 
with  the  present  liberal  use  of  the  antibiotic  drugs 
before  and  after  operation.  If  only  one  were  able 
to  foretell  which  cases  would  defy  all  our  present 


means  of  altering  the  downward  course  of  the 
disease,  we  would  be  able  to  forestall  the  inevit- 
able and  institute  ileostomy  early  before  perfora- 
tive complications,  hypoproteinemia,  hemorrhage, 
edema,  and  debility  become  extreme.  But  who 
can  be  so  prescient?  Every  clinician  can  cite 
cases  of  urgency  in  colitis  where  all  consultants 
agreed  on  ileostomy,  and  where  operation  was  un- 
accepted by  the  patient  who  subsequently  im- 
proved and  was  restored  to  tolerably  good  health 
and  well-being  by  the  ways  of  nature  and  man. 

If  ileostomy  were  universally  practiced  in  all 
cases  of  acute  ulcerative  colitis,  many  lives  would 
be  spared,  but  many  unnecessary  ileostomies 
would  be  performed.  For  this  type  of  case  the 
judgment  of  the  clinician  is  his  only  guide.  If 
the  ileostomy  is  to  be  performed,  it  must  be 
carried  out  early  lest  the  risk  mount  by  geometric 
progression  to  the  delay  or  procrastination.  Like 
the  indications  for  operation  in  acute  massive 
hemorrhage  from  peptic  ulcer  in  which  the  deci- 
sion must  be  grasped  within  the  first  seventy-two 
hours  of  the  emergency,  so  in  acute  toxic  colitis 
the  decision  to  operate  must  be  fundamental  with- 
in the  first  few  (three  or  four)  weeks  of  the  onset 
of  the  course;  thereafter  the  risk  of  operation  is 
too  high. 

The  operation  of  ileostomy  is  considered  today 
as  only  the  first  step  to  a subsequent  complete 
colectomy.  The  sidetracked  colon  does  not  heal 
itself;  such  partial  healing  as  does  occur  is  ac- 
companied by  polyp  formation,  stricturing,  rectal 
complications,  and  often  by  chronic  hemorrhage. 
In  this  diseased  bowel  the  incidence  of  late  car- 
cinoma of  the  colon  is  reported  to  be  and  is  high. 
Sauer  and  Bargen  cite  41  cases  of  carcinoma  in 
ulcerative  colitis  in  the  last  five  years.22  Others 
have  had  similar  experiences.23  We  ourselves 
have  seen  five  cases  of  carcinoma  of  the  rectum 
and  rectosigmoid  in  recent  years,  three  of  them 
occurring  in  instances  of  previous  ileostomies  in 
which  colectomy  had  not  been  instituted.  The 
very  large  percentage  of  such  late  carcinomas 
occur  in  the  terminal  colon;  therefore,  the  colec- 
tomy which  should  routinely  follow  the  ileostomy 
should  be  complete  and  should  include  a com- 
bined abdominoperineal  resection  of  the  recto- 
sigmoid and  rectum.  This  all  the  more  so  since 
most  of  these  neoplasms  are  of  high  intensity  and 
mitotic  activity  and  few  individuals  undergoing 
such  radical  procedures  survive  without  metas- 
tases. 

The  incidence  of  carcinoma  of  the  colon  in  the 
control  general  population  is  variously  quoted  as 
between  0.0888  to  0.4  per  cent.  Certainly  the 
occurrence  of  carcinoma  of  the  rectum  in  ulcera- 
tive colitis,  which  is  variously  cited  as  between  3 
and  5 per  cent,  indicates  that  carcinoma  is  several 
times  more  prevalent  in  colitis  cases  than  in  the 
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control  population.  In  cases  of  ulcerative  colitis 
which  have  suffered  the  disease  for  over  twelve 
years,  the  incidence  of  carcinoma  is  said  to  be 
over  40  per  cent.24  Lahey  cites  17  cases  of  car- 
cinoma in  over  600  cases  of  colitis  with  only  two 
living  after  four  years.26  He  implies  that  in 
those  cases  which  have  had  the  disease  over  ten 
years  the  incidence  of  malignant  degeneration 
may  roughly  be  up  to  30  per  cent.  In  a recent 
editorial  in  Gastroenterology,  Alvarez  brings  up  to 
date  the  current  information  in  the  relationship 
of  carcinoma  to  ulcerative  colitis  and  stresses  the 
frequency  of  its  incidence,  the  youth  of  the  pa- 
tient, the  extreme  gravity,  and  ultimately  bad 
prognosis.26 
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SURGERY  IN  ULCERATIVE  COLITIS 

Howard  A.  Patterson,  M.D.,  New  York  City 
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CHRONIC  nonspecific  ulcerative  colitis  re- 
mains a very  challenging  problem  for  all 
i clinicians.  In  its  full-blown  form  it  is  a tragic 
! disease,  doubly  so  in  that  its  sufferers  are  nearly 
all  young  people.  We  really  know  little  if  any 
Imore  about  its  basic  cause  than  we  did  many 
years  ago,  but  a great  deal  of  progress  has  been 
made  in  clinical  management.  At  the  1950  con- 
vention of  the  Medical  Society  of  the  State  of 
New  York  the  disease  was  discussed  at  length  in 
its  psychiatric  aspects.  This  year  the  medical 
ind  surgical  aspects  are  to  be  considered.  I 
vould  like  to  mention,  very  briefly,  some  general 
ibservations  about  ulcerative  colitis  and  then  to 
spend  my  allotted  time  in  a factual  analysis  of  the 
surgical  material  gathered  from  our  rather  exten- 
sive experience  with  this  disease  on  the  First 
Surgical  Division  at  the  Roosevelt  Hospital  in 
'lew  York  City. 

As  already  stated,  we  are  still  in  the  dark  about 
he  basic  cause  of  chronic  ulcerative  colitis,  as  the 
topular  term  “idiopathic”  implies.  There  seems 
so  doubt  that  allergic,  neurogenic,  and  various 
afectious  factors  may  play  important  roles  nor 
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that  disturbed  nutrition  is  an  outstanding  feature, 
although  it  is  often  hard  to  tell  how  much  of  this 
in  a given  case  is  cause  and  how  much  effect.  In 
a few  cases,  even  with  advanced  ulcerative  colitis, 
careful  search  for  allergic  factors  and  their  elimi- 
nation may  give  dramatic  results.  We  had  hoped 
that  a more  fertile  source  of  “cures”  would  be 
found  in  the  expanding  field  of  chemotherapeutic 
and  antibiotic  agents.  Time  does  not  permit  a 
discussion  of  our  rather  discouraging  experiences 
with  these  agents  as  applied  to  fully  developed 
cases  of  ulcerative  colitis.  We  have  also  been 
discouraged  about  the  psychologic  approach  to 
the  cure  of  these  patients.  They  are  surely 
miserable  people,  depressed  and  full  of  problems, 
but  here  again  it  is  hard  to  divide  cause  from  ef- 
fect, and  we  have  been  impressed  by  how  cheer- 
ful, happy,  and  well  adjusted  these  people  become 
when  they  get  rid  of  their  irreparably  diseased 
colons,  regain  their  weight,  and  are  enabled  (with 
the  help  of  their  Rutzen  bags)  to  resume  fairly 
normal  life. 

Although  the  entire  colon  is  usually  involved 
(and  rather  often,  the  terminal  ileum  as  well), 
there  are  a few  cases  in  which  the  involvement  is 
segmental,  involving  only  part  of  the  colon.  The 
greater  involvement  is  usually  distal,  decreasing 
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in  severity  toward  the  proximal  colon.  Of  the 
severe  cases  that  eventually  come  to  the  surgeon, 
only  8 or  10  per  cent  offer  any  hope  of  a success- 
ful, conservative,  limited  colectomy.  Some  pa- 
tients with  segmental  colitis  show  segmental 
enteritis  as  well,(and  the  two  conditions  certainly 
seem  related  in  some  way. 

Just  as  the  area  of  extent  of  the  disease  in  the 
colon  varies  greatly,  the  severity  varies  greatly. 
Some  patients  go  along  fairly  well  for  twelve  or 
fifteen  years  with  advanced  disease,  having 
characteristic  remissions  and  exacerbations,  while 
others  may  die  of  multiple  perforations  within  ten 
days  of  the  onset.  As  a matter  of  fact,  it  is  very 
hard  to  define  accurately  the  exact  criteria  for 
making  a diagnosis  of  chronic  ulcerative  colitis. 
This  is  especially  true  in  the  milder  degrees. 

It  goes  without  saying  that  ulcerative  colitis  is 
primarily  a medical  problem  and  that  surgery  is 
resorted  to  only  for  certain  complications,  in- 
cluding failure  of  medical  treatment.  The  search 
for  a specific  cause  must  be  thorough.  If  the  case 
then  seems  to  be  “nonspecific,”  a painstaking 
medical  effort  follows,  aimed  at  combating  the 
effects  of  the  rapid  loss  of  essential  materials  that 
the  disease  causes  and  restoration  of  a reasonable 
nutritional  state.  Somewhere  between  65  and  75 
per  cent  of  the  cases  can  be  handled  indefinitely 
by  careful  medical  management.  Resort  to  sur- 
gery is  rather  an  “admission  of  defeat,”  but  the 
same  may  be  said  in  regard  to  duodenal  ulcer, 
hyperthyroidism,  hypertension,  and  other  condi- 
tions in  which  surgery  may  be  needed. 

It  is  difficult  to  set  down  definite  rules  for  the 
selection  of  the  25  to  35  per  cent  of  patients  with 
ulcerative  colitis  that  are  to  be  subjected  to  sur- 
gery. We  are  disturbed  over  enthusiastic  talk  of 
“early  ileostomy.”  The  problem  is  somewhat 
similar  to  that  encountered  in  selecting  hyperten- 
sive patients  for  thoracolumbar  sympathectomy. 
Early  operation  surely  has  its  advantages,  but  one 
would  not  wish  to  see  every  young  person  with  an 
elevated  blood  pressure  subjected  to  surgery. 
Similarly,  great  harm  and  much  unnecessary 
misery  would  come  from  operating  on  every  case 
that  has  a stubborn  diarrhea.  On  the  other  hand, 
the  usual  error  is  to  delay  operation  too  long,  often 
in  patients  who  have  had  severe  exacerbations 
over  a period  of  years,  who  need  surgery  badly,  in 
whom  several  good  opportunities  for  surgery 
during  remission  have  been  missed,  and  who  are 
finally  presented  to  the  surgeon  in  a moribund 
state.  As  Thorlakson  emphasizes  in  his  excellent 
review,  we  must  aim  not  for  “early”  operation  but 
for  operation  “earlier”  than  has  been  done  in  the 
past  on  properly  selected  patients.1 

The  typical  patient  with  advanced  ulcerative 
colitis  that  has  resisted  prolonged  medical  treat- 
ment is  a miserable  person  indeed.  There  is 
severe  diarrhea  with  passage  of  blood  and  pus  and 


marked  emaciation.  Tenesmus  may  be  aggra- 
vated by  troubles  about  the  anus,  with  abscesses,  • 
fistulas,  or  both.  One  look  at  the  colon  after  re-  ) 
moval  confirms  the  impression  that  the  patient  I 
could  not  possibly  regain  reasonable  health  with- 
out getting  rid  of  the  colon  which  has  become  a 
foul,  thickened,  rigid  tube,  largely  devoid  of  its  j 
mucous  lining  and  invested  on  the  outside  with  a ; 
thick  layer  of  fat,  as  though  nature  were  guarding 
against  free  perforation.  This  great  investiture  I < 
of  fat  in  an  emaciated  patient  is  one  of  the  most  | 
striking  features  of  the  disease.  We  have  re-  I 
sorted  to  surgery  in  135  out  of  approximately  500  ; 
cases  of  chronic  ulcerative  colitis.  This  work  has  I 
been  done  under  the  direction  of  Dr.  Henry  W.  1 
Cave,  chief  of  the  First  Surgical  Division  at  j j 
Roosevelt  Hospital. 

Among  the  indications  for  surgery  one  should  ( 
list  the  following:  (1)  failure  of  carefully  thought-  i 
out  and  applied  measures  to  control  the  prob-  < 
lem,  (2)  perforation  of  the  colon  and  its  comp-  / 
lications  (abscess,  fistula),  (3)  stricture  formation 
(rare  in  segmental  enteritis,  not  rare  in  ulcerative  ' I 
colitis),  (4)  severe  bleeding  (acute  or  chronic),  I 
and  (5)  the  great  danger  of  malignant  change  j 
in  colons  with  longstanding  disease  and  polypoid  \ 
changes. 

In  the  past  an  ileostomy  was  such  a miserable  * 
problem  in  itself  that  death  might  seem  the  lesser  I 
evil.  No  one  would  imply  that  an  ileostomy  is  j 
now  a pleasant  matter,  but  the  Rutzen  bag  (and  ; 
its  modifications)  has  changed  the  picture  greatly,  j 
If  the  ileostomy  is  properly  placed,  these  patients  ! 
may  live  active  full  lives.  The  average  weight  j 
gain  has  been  about  50  pounds.  Many  of  them 
work,  dance,  and  swim  without  hesitation.  Nine  • 
have  had  babies.  Elective  ileostomy  is  a serious 
operation  but  vastly  safer  than  an  emergency 
ileostomy.  For  this  reason  patients  with  irrep- 
arably damaged  colons  should  be  operated  on 
promptly  in  a favorable  clinical  phase.  We 
usually  bring  the  functioning  ileostomy  out 
through  a small  separate  incision,  being  careful  to 
have  it  placed  well  away  from  the  umbilicus,  the 
anterior-superior  spine,  and  the  groin.  No  su- 
tures are  taken  in  the  bowel  wall,  and  great  care 
must  be  taken,  if  a tube  is  inserted,  lest  the  tip  of 
the  tube  tend  to  perforate  the  bowel.  The  cut 
edge  of  the  mesentery  is  carefully  sutured  to  the 
parietal  peritoneum,  after  the  method  of  Cattell, 
to  lessen  the  incidence  of  prolapse  which  is  only 
one  of  the  very  troublesome  complications  of 
ileostomy.  We  feel  that  the  chances  of  success- 
fully restoring  the  normal  bowel  pathway  are  very 
slim  and  that  success  in  this  usually  means  that 
the  ileostomy  was  not  necessary  in  the  first  place. 

It  was  formerly  our  practice  to  wait  indefinitely 
after  ileostomy,  even  after  maximum  improve- 
ment had  been  reached,  and  to  do  no  further 
surgery  unless  it  was  obviously  indicated.  The 
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high  incidence  of  chronic  sepsis  from,  or  car- 
cinoma in,  the  retained  colon  changed  our  opin- 
ion. For  some  years,  then,  an  almost  routine 
subtotal  colectomy  was  done  a few  months  after 
ileostomy.  We  did  70  of  these  with  eight  deaths. 
We  still  retained  the  optimistic  notion  that  time 
or  some  new  treatment  might  so  improve  the  con- 
dition of  the  remaining  rectum  and  lower  sigmoid 
that  a successful  “hookup”  could  be  done  and  the 
patient  rescued  from  his  artificial  bowel  opening. 
This  delay  failed  to  bring  the  hoped-for  results 
and  proved  costly  in  the  fact  that  several  young 
people  developed  vicious  cancer  in  the  rectum. 
The  distal  cut  end  of  the  sigmoid  that  had  been 
left  as  a mucous  fistula  in  the  left  lower  quadrant 
had  often  healed  over  completely,  and  inspection 
from  below  with  even  a child-size  sigmoidoscope 
was  usually  unsatisfactory.  When  bloody  dis- 
j charge  resumed  and  other  warnings  appeared,  it 
was  too  late  to  help.  We  now  feel  strongly  that 
' all  these  patients  should  have  the  rectum  pro- 
phylactically  removed.  The  operation  is  not 
; easy,  but  the  resection  does  not  need  to  be  a wide 
i one  and  most  of  the  patients  have  had  no  trouble 
1 with  bladder  or  sexual  function.  We  have  sent 
for  many  of  our  patients,  and  it  is  hard  to  per- 
, suade  them  to  undergo  further  surgery.  Most  of 
1 them  look  so  well  and  seem  so  happy  that  one 
finds  it  hard  to  urge  them,  but  I am  sure  that  this 
; should  be  done. 

In  the  past  year  we  have  become  more  inclined 
to  perform  ileostomy  and  subtotal  colectomy  in 
! one  stage.  We  have  done  eight  of  these.  One  of 
■ these  died  many  weeks  later  of  sepsis.  The 
, others  have  done  well.  We  feel  that  the  risk  of 
i the  combined  procedure  is  not  greater  in  selected 
i cases  than  the  staged  operations.  A few  weeks 
ago,  before  the  American  Surgical  Association, 

1 Dr.  Gavin  Miller  reported  that  the  risk  of  ileos- 
tomy plus  subtotal  colectomy  in  one  stage  is  ac- 
tually less  than  that  of  ileostomy  alone.  He  feels 
| that  the  larger  procedure  avoids  continued  toxic 
absorption  from  the  bowel  and  also,  in  some  way, 
decreases  the  loss  of  electrolytes  and  protein  from 
the  ileostomy.  He  has  been  able  to  do  primary 
subtotal  colectomy  with  a very  low  mortality 
(4.43  per  cent) . We  readily  agree  that  this  opera- 
tion should  be  done  in  many  cases  but  feel  that  it 
would  be  hazardous  to  make  it  routine.  We  also 
feel  that  improved  pre-  and  postoperative  care 
and  better  anesthesia  and  surgery  often  deserve 
much  of  the  credit  that  is  given  to  a recently 
adopted  operative  plan. 

We  have  even  in  one  case  combined  ileostomy, 
subtotal  colectomy,  and  abdominoperineal  resec- 
don  of  the  remaining  large  bowel,  all  in  one  stage, 
ind  this  patient  did  well.  To  do  this  often  would 
>e  unwise.  We  do  feel  that  the  rectum,  if  badly 
liseased,  should  be  removed  within  six  months 
■fter  the  subtotal  colectomy.  We  have  done  27 


of  these  without  a death.  Indefinite  delay  will 
bring  many  disasters.  In  our  relatively  small 
series  we  have  had  13  carcinomas  develop  in  ulcer- 
ative colitis  patients  (all  except  two  being  under 
forty),  and  at  the  Mayo  Clinic  the  list  numbers 
nearly  a hundred.  This  is  one  good  reason  that 
we  have  not  been  hopeful  about  vagotomy  in 
ulcerative  colitis,  although  we  have  done  this  in 
five  cases  with  uncertain  results. 

I should  like  to  record  four  brief  illustrative 
cases,  to  emphasize  this  great  danger  of  malignant 
degeneration. 

Case  1. — L.  E.  had  onset  of  ulcerative  colitis  at 
the  age  of  twenty-seven  with  remissions  and  ex- 
acerbations. Operation,  performed  thirteen  years 
after  onset,  consisted  in  ileostomy  and  drainage  of 
perirectal  abscess.  A gain  of  25  pounds  followed, 
and  six  months  later  a subtotal  colectomy  was  done. 
The  patient  did  very  well  for  ten  years,  at  which 
time  anorexia  and  abdominal  swelling  brought  him 
back  to  the  hospital  where  he  was  found  to  have  in- 
operable carcinoma  of  the  rectum. 

Case  2. — E.  G.  had  onset  of  colitis  at  the  age  of 
sixteen,  with  some  bleeding.  He  responded  fairly 
well  to  conservative  measures,  but  nine  years  after 
onset  he  suffered  a severe  exacerbation  during  which 
he  passed  25  bloody  stools  daily  and  required 
multiple  transfusions.  Once  again,  he  improved 
markedly  and  had  a satisfactory  remission.  Four 
years  later,  he  became  ill  again,  and  x-ray  studies 
revealed  an  irreparably  damaged  colon.  For 
another  year  his  personal  physician  treated  him 
carefully,  but  he  continued  to  go  downhill.  Sixteen 
years  after  the  first  onset  of  colitis  ileostomy  was 
performed  at  Roosevelt  Hospital.  He  gained  55 
pounds  and  remained  in  excellent  health  for  about 
four  years  when  he  returned  (at  the  age  of  thirty- 
six)  on  account  of  cramps  and  nausea  and  slight 
rectal  bleeding.  He  had  a large  inoperable  carci- 
noma of  the  transverse  colon. 

Case  3. — A.  R.  had  onset  at  eighteen  years  when 
he  was  an  apparently  very  healthy  Eagle  Scout. 
Onset  of  colitis  was  sudden  with  20  to  30  bloody 
stools  daily.  Shortly  afterward  an  appendicostomy 
was  done  in  another  hospital  for  irrigations,  and  a 
few  months  later  a rectal  polyp  was  removed  at  a 
second  hospital.  His  health  gradually  faded,  and  he 
attempted  suicide.  Nine  years  after  the  onset,  he 
entered  Roosevelt  Hospital,  and  an  ileostomy  was 
performed.  He  promptly  gained  37  pounds,  and 
six  months  later  a subtotal  colectomy  was  done. 
For  eight  years  his  health  was  excellent,  and  he 
worked  hard  at  his  job.  Then,  eighteen  years  after 
onset  of  colitis  and  nine  years  after  ileostomy,  he 
began  to  lose  weight,  and  he  was  found  to  have  a 
large  carcinoma  (grade  III)  of  the  rectum  with 
generalized  abdominal  spread. 

Case  4- — G.  K.  had  onset  at  the  age  of  fourteen, 
with  eight  to  ten  stools  a day  with  some  blood. 
Over  a period  of  eight  years  he  was  treated  con- 
servatively with  some  success.  However,  his  ex- 
acerbations continued,  and  an  irreparably  damaged 
colon  developed.  Ileostomy  was  done,  and  a sub- 
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total  colectomy  was  done  several  months  later.  He 
did  very  well.  A planned  abdominoperineal  re- 
section was  never  done,  and  at  the  age  of  twenty- 
four,  ten  years  after  original  onset  and  two  years 
after  ileostomy,  he  died  of  carcinomatosis  arising  in 
the  rectum. 

I have  been  discussing  the  typical  problem, 
with  involvement  of  the  entire  colon.  In  11 
cases  in  which  the  rectum  and  lower  sigmoid 
seemed,  happily,  to  be  fairly  normal  with  exten- 
sive disease  of  the  proximal  colon,  primary  ileo- 
sigmoidostomy  has  been  done  with  resection  of 
the  diseased  bowel  and  restoration  of  the  normal 
fecal  pathway.  All  have  survived  the  operation, 
but  only  a few  have  remained  well.  In  the  others 
the  rectum  rather  soon  proved  unable  to  tolerate 
the  ileal  flow. 

In  14  other  cases  in  which  the  distal  colon  was 
irreparably  damaged  and  the  proximal  colon 
normal,  a partial  colectomy  has  been  done  and  a 
colostomy  chosen  instead  of  an  ileostomy  as  the 
lesser  of  two  evils.  One  of  these  14  died.  In 
several  others  the  disease  progressed  to  the  prox- 
imal colon.  In  selecting  the  site  for  division  of 
the  colon  in  these  cases  of  “localized”  ulcerative 
colitis,  the  actual  appearance  of  the  bowel  at 
operation  rather  than  the  x-ray  appearance  is  the 
better  guide,  the  latter  being  often  too  optimistic. 
Even  then,  one  should  divide  the  colon  well  away 
from  the  diseased  area. 

Summary  and  Conclusions 

1.  Between  25  and  35  per  cent  of  patients 
suffering  from  idiopathic  ulcerative  colitis  in  the 
present  state  of  our  knowledge  need  major  sur- 
gical procedures. 

In  8 or  10  per  cent  of  these  cases  the  process  is 
confined  to  one  portion  of  the  colon  (usually 
left),  and  a primary  ileosigmoidostomy  or  a right 
transverse  colostomy  may  be  done  with  fair 
chance  of  success. 

3.  In  all  the  others  an  ileostomy  is  necessary, 
and  this  will  usually  be  permanent.  Successful 
closure  usually  implies  that  ileostomy  was  not 
needed  in  the  first  place. 

4.  In  suitable  cases  subtotal  colectomy  may 
be  done  at  the  same  time  as  ileostomy  without  in- 
creasing the  risk. 

5.  The  striking  gain  in  weight  and  strength 
and  resumption  of  active  life  must  not  divert  us 
from  the  decision  to  remove  the  rectum  at  a later 
stage.  Otherwise,  the  incidence  of  carcinoma  is 
very  high  and  doubly  tragic  in  that  the  patients 
are  so  young. 
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Discussion 

Leon  G.  Berman,  M.D.,  Syracuse. — It  is  interest- 
ing to  contrast  the  experience  of  a gastroenterologist 
such  as  Dr.  Crohn,  and  a surgeon,  Dr.  Patterson, 
in  the  management  of  ulcerative  colitis.  In  his 
clinic  at  the  Roosevelt  Hospital  where  special  in- 
terest in  the  disease  has  been  shown,  Dr.  Patterson 
was  able  to  review  several  hundred  patients  of  whom 
30  to  40  per  cent  eventually  came  to  surgery.  I am 
sure  this  high  surgical  rate  is  a reflection  of  the  more 
difficult  problems  which  are  channeled  to  this  hos- 
pital. In  contrast,  of  100  cases  seen  by  Dr.  Crohn 
with  ulcerative  colitis,  I am  sure  no  more  than  15 
come  to  surgery.  Ten  per  cent  can  be  clinically 
cured,  he  states.  Seventy-five  per  cent  can  lead 
tolerable  lives  with  good  medical  and  psychiatric 
management.  I feel  that  the  discrepancy  between 
the  15  and  30  per  cent  figures  of  surgical  interference, 
meaning  ileostomy,  is  more  apparent  than  real.  I 
am  sure  there  would  be  no  conflict  of  opinion  in  the 
management  of  a given  case  if  seen  by  Dr.  Crohn, 
as  the  internist,  and  Dr.  Patterson,  as  the  surgeon. 

However,  an  indifferent,  casual  surgeon  perform- 
ing ileostomy  on  30  to  40  per  cent  of  all  ulcerative 
colitis  cases  will  quickly  discredit  the  procedure. 
And  again,  an  indifferent  and  stubborn  internist  who 
rejects  all  surgical  implications  will  sacrifice  a num- 
ber of  patients  who  could  be  salvaged.  This  points 
up  the  very  important  fact  that  in  this  particular 
disease  management  must  be  conscientiously 
individualized.  The  course  is  recurrent  and  pro- 
tracted and  requires  the  continuing  and  almost  end- 
less concern  of  the  physician  and  surgeon.  Granted 
that  there  is  no  specific  remedy,  that  the  medical 
management  is  a compote  of  symptomatic,  sup- 
portive, and  psychiatric  therapy,  under  the  con- 
tinuous management  of  a physician  who  has  under- 
standing, patience,  and  fortitude  to  help  them 
weather  their  storms,  about  three  fourths  of  these 
people  can  lead  tolerable  lives.  The  surgeon  who 
performs  an  ileostomy  (and  usually  subsequent 
total  colectomy)  assumes  a serious,  tedious  responsi- 
bility in  follow-up  and  care.  I certainly  agree  with 
Dr.  Patterson  that  earlier  ileostomy  be  emphasized 
rather  than  early  ileostomy. 

Of  course,  in  a smaller  community  such  as  Syra- 
cuse, that  is,  in  contrast  to  New  York,  the  experience 
of  the  individual  internist  and  surgeon  with  ulcer- 
ative colitis  is  limited  and  sporadic.  In  a four-year 
period,  1945  to  1949,  at  the  University  Hospital  32 
cases  were  admitted  with  proved  disease.  Of  these,  i 
ten  came  to  ileostomy,  and  of  these  ten,  four  so  far 
have  had  a staged  colectomy.  Four  different  I 
surgeons  were  involved  in  this  small  series.  There 
were  three  hospital  deaths,  two  of  whom  were  under 
medical  therapy.  One  surgical  death  was  an  ileos- 
tomy performed  after  perforation  had  occurred,  i 1 
In  more  recent  years  it  seems  as  though  in  our 
community  the  internist  has  become  more  aggressive  < 
and  radical,  often  forcing  the  surgeon’s  hands. 
This  may  have  as  its  basis  the  unloading  of  a 
difficult  problem,  as  much  as  the  failure  of  medical 
therapy.  I have  also  sensed  a disinclination  on  the 
part  of  the  surgeon  to  accept  the  challenge  of  surgical 
management  readily  with  the  implications  of  a 
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staged  surgical  procedure  and  long-drawn-out 
management. 

Withal,  amongst  those  with  hard,  day-to-day 
experience  with  this  terrible  disease,  there  is  little 
conflict  between  the  gastroenterologist  and  surgeon 
as  to  the  need  for  ileostomy  and  colectomy  in  a good 
percentage  of  cases.  The  heart  of  the  problem  lies 
in  the  selection  of  the  proper  cases  and  the  timing 
of  the  procedure.  Superficial  judgment  is  ex- 
tremely dangerous  and  may  commit  many  patients 
to  an  unnecessary,  permanent  ileostomy  status. 
Too  often  in  recent  years  a surgical  formula  has  been 
generalized  for  all  cases  (such  as  sympathectomy  in 
the  treatment  of  hypertension)  with  discredit  to  the 
procedure.  The  indications  should  be  well  defined : 

1.  perhaps  the  most  critical  and  troublesome 
decision  lies  in  the  small  percentage  of  ulcerative 
colitis  cases  which  are  fulminant  from  the  onset  and 
go  on  to  die  despite  all  therapy.  To  know  which 
patient  will  not  remit  and  when  a properly  timed 
ileostomy  may  be  lifesaving  is  the  crux  of  this 
problem.  It  was  in  these  cases  in  the  past,  where 
ileostomy  was  done  on  moribund  patients  with  high 
mortality,  that  the  procedure  got  a bad  name. 
These  are  relatively  few  in  number,  probably  less 
than  5 per  cent  of  all  cases,  and  should  be  a matter  of 
close  and  careful  continuous  day-to-day  observa- 
tions by  both  internist  and  surgeon. 

2.  Organic  complications,  such  as  polyposis, 
stricture  formation,  recurrent  hemorrhage,  and  im- 
pending perforation,  should  be  self-declaratory 
indications. 

3.  More  recently  statistical  evidence  emphasizes 
that  long-existent  ulcerative  colitis  eventuates  in 
malignancy  in  a significant  percentage  of  cases. 
This  consideration  must  be  evaluated  in  the  decision 
for  colectomy. 

4.  With  regard  to  the  most  questionable  indica- 
tion, that  of  intractability  and  failure  to  respond  to  a 
medical  regimen,  one  must  weigh  the  actual  dis- 
ability of  the  disease  in  terms  of  time  lost  from  work, 
invalidism,  pain  and  discomfort,  as  against  the  out- 
look of  a fairly  good  rehabilitation  following  ileos- 
tomy and  colectomy. 

Recently  I had  occasion  to  see  in  consultation  a 
thirty-two-year-old  man  who  had  known  chronic 
ulcerative  colitis  for  ten  years,  mostly  left-sided, 
with  moderate  changes  on  barium  enema  and  a 
granular  bowel  on  proctoscopy,  which  at  times  had 
appeared  healed.  He  had  averaged  only  two  to 
three  episodes  of  mild  diarrhea  a year  and  perhaps 
loss  of  two  to  three  weeks  of  work  a year.  Ileos- 
tomy had  been  urged  by  an  overly  enthusiastic  in- 
ternist and  had  been  performed  six  months  ago  at 
another  hospital.  Since  then  he  has  had  intestinal 
obstruction,  prolapse  of  the  ileostomy,  and  moderate 
weight  loss  and  malnutrition  as  a result  of  profuse 
discharge.  Complete  investigation  at  the  time  of 
my  examination  revealed  a normal  mucosa  on  proc- 
toscopic examination  with  good  haustral  markings  on 
barium  enema  examination.  I was  put  in  a dilemma 
by  being  asked  to  close  the  ileostomy,  which  I re- 
fused. Here,  as  Dr.  Patterson  has  brought  out,  an 
early  and  ill-advised  ileostomy  was  performed.  As 
far  as  this  patient’s  complications  are  concerned, 
they  bear  out  the  truism  which  applies  to  all  surgical 


procedures — that  the  procedure  works  best  when 
most  indicated. 

M.  L.  Musselman,  M.D.,  Buffalo. — I can  only 
say  that  in  handling  this  truly  terrible  disease,  the 
etiology  of  which  may  be  emotional  or  allergic,  bac- 
terial or  viral,  physiologic  or  mechanical,  we  blunder 
along  the  same  path  that  has  been  so  well  presented. 

The  antibiotics  and  hormonal  agents,  while  in  no 
way  curative,  certainly  give  us  a potent  weapon 
with  which  we  can  buy  time  if  nothing  else  and,  on 
occasions,  have,  I am  sure,  carried  us  through  that 
rapidly  fatal  early  acute  stage  at  least  to  a more 
suitable  time  to  ponder  further  therapy. 

The  generous  use  of  blood  and  vitamins  and, 
above  all,  food  as  supportive  measures  must  never 
be  lost  sight  of  and  are  still  our  sheet  anchors  in 
handling  these  unfortunate  people. 

Any  new  and  potent  therapeutic  agent  will,  and 
rightly  should,  be  given  a trial  in  this  disease  always 
with  the  hope  that  this  will  be  the  one  we  seek,  for 
many  cures  for  diseases  have  been  found  before 
their  causes  became  apparent. 

Elmer  Milch,  M.D.,  Buffalo. — From  the  compre- 
hensive presentation  of  Dr.  Crohn  one  can  see  that 
the  etiology  and  therapy  for  chronic  nonspecific 
ulcerative  colitis  in  spite  of  intensive  study  still 
remains  a baffling  mystery. 

Two  facts  are  generally  accepted  by  the  profes- 
sion, namely,  that  spontaneous  remissions  and  ex- 
acerbations are  the  rule  and  that  approximately  75 
to  80  per  cent  of  the  patients  so  afflicted  can  be 
handled  medically.  However,  we  must  not  delude 
ourselves,  as  Dr.  Crohn  has  so  ably  pointed  out, 
into  thinking  that  one  form  of  therapy  has  so  much 
more  to  offer  than  any  other.  Medical  emphasis 
must  be  placed  on  general  supportive  measures,  and 
approximately  75  to  80  per  cent  of  patients  will 
make  normal  and  satisfactory  economic  and  social 
adjustments. 

The  five  indications  emphasized  by  Dr.  Patterson 
for  surgical  intervention  in  this  disease  are  the 
accepted  complications  of  nonspecific  chronic 
ulcerative  colitis. 

I believe  that  all  surgeons  are  now  agreed  that 
ileostomy  and  total  colectomy  are  the  procedures  of 
choice.  Whether  this  should  be  performed  as  a 
single  or  multiple  stage  procedure  is  entirely  de- 
pendent upon  the  judgment  and  experience  of  the 
surgeon  and  type  of  complications  of  the  disease  for 
which  he  is  operating.  I feel  that  it  is  dangerous  to 
adopt  any  procedure  which  has  as  its  ultimate  aim 
the  restoration  of  normal  continuity  of  the  gastro- 
intestinal tract  in  cases  of  nonspecific  ulcerative 
colitis,  for  the  reasons  presented  by  Dr.  Patterson. 

A word  about  ileostomy.  With  or  without  the 
Rutzen  bag  it  is  still  not  a very  pleasant  condition. 
My  experience  has  been  that  if  an  ileostomy  is  not 
rushed  into  and  more  or  less  forced  upon  the  patient, 
it  is  a much  fetter  tolerated  procedure.  It  has  been 
our  practice  to  have  the  patient  live  with  his  disease 
long  enough  so  that  he  understands  its  ravages  and 
debilitating  course  and  its  accompanying  social  and 
economic  ostracism;  only  then  will  he  tolerate  the 
ileostomy,  for  only  then  does  the  patient  realize  that 
it  is  the  price  that  he  must  pay  for  social  and  eco- 
nomic readjustment  due  to  the  disease. 


SILENT  CARCINOMA  OF  THE  CECUM 
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ALTHOUGH  occasional  reference  to  the  ab- 
sence of  symptoms  in  the  presence  of  car- 
cinoma of  the  cecum  has  been  made,  it  is  the  au- 
thors’ opinions  that  it  occurs  frequently  enough  to 
warrant  special  attention  being  directed  to  it  if 
early  diagnosis  is  to  be  achieved.  Likewise,  too 
much  attention  has  been  placed  on  one  x-ray 
study  to  rule  out  such  a lesion  without  sufficient 
emphasis  on  the  clinical  syndrome  which  would 
direct  the  physician  to  repeated  studies.  The 
subject  under  discussion  is  an  example  of  how 
important  the  family  physician  is  in  early  diag- 
nosis. 

Dixon  in  1934  commented  on  the  occasional 
difficulty  of  visualizing  carcinoma  of  the  cecum 
by  x-ray,  especially  when  it  was  in  the  pouch 
of  the  cecum.1  Lahey  in  1939,  reviewing  300 
cases  of  proved  cancers  of  the  light  colon,  left 
colon,  and  rectum  equally  distributed,  found  only 
9 per  cent  had  abnormal  stools  (gross  blood)  in  the 
right  colon  compared  with  46  per  cent  in  the  left 
colon  and  86  per  cent  in  the  rectum.2  In  con- 
clusion he  stated  that  in  the  presence  of  an  un- 
explained anemia  with  little  or  no  symptoma- 
tology one  should  think  of  carcinoma  of  the 
cecum. 

It  is  the  purpose  of  this  paper  (1)  to  present  a 
series  of  cases  illustrating  the  difficulties  often 
encountered  in  making  a diagnosis  of  carcinoma 
of  the  cecum  in  the  absence  of  gastrointestinal 
symptoms  and  (2)  to  emphasize  the  importance 
of  careful  and  repeated  check-ups  with  particular 
attention  to  the  cecal  region  in  the  presence  of  an 
unexplained  anemia  associated  with  persistent 
occult  blood  in  the  stool. 

Mayo  in  1913  stated  that  carcinoma  of  the 
cecum  and  ascending  colon  are  accompanied  by 
the  most  profound  anemia  in  cases  without  glan- 
dular or  general  metastasis.3  He  cited  a case  of 
removable  tumor  and  a perfect  cure  following  an 
operation  upon  a patient  where  the  hemoglobin 
was  30  per  cent  and  the  red  cells  2,500,000.  He 
felt  that  many  such  patients  had  been  left  to  die 
because  this  specific  anemia  was  believed  to  be 
due  to  a cachexia  from  hopeless,  malignant  me- 
tastasis. Eight  years  later  in  1921,  he  stated 
that  carcinoma  or  tuberculosis  of  the  proximal 
half  of  the  large  intestine  produced  an  anemia 
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unexplained  by  hemorrhage  and  much  more 
severe  than  the  anemia  of  carcinoma  or  tuber- 
culosis of  any  other  part  of  the  body.4  He  em- 
phasized again  that  tumors  in  the  right  half  of 
the  colon  which  are  curable  by  operation  may 
cause  a reduction  of  the  hemoglobin  to  below  25 
per  cent  and  produce  an  edema  of  the  lower  ex- 
tremities and  a general  physical  condition 
which  would  apparently  place  the  patient  beyond 
surgery. 

Alvarez  et  al,  commenting  on  the  varying  de- 
grees of  anemia  produced  by  carcinoma  in  differ- 
ent parts  of  the  colon,  stated  in  1927  that  hemor- 
rhage was  not  a prominent  feature  in  lesions  of 
the  cecum  and  ascending  colon.5  In  a review  of 
the  histories  very  few  patients  complained  of 
bleeding.  They  concluded  that  the  important 
factor  in  the  production  of  the  anemia  was  the 
presence  of  a large  ulcerated  area,  through  which 
bacteria  could  enter  and  from  which  blood  could 
ooze,  and  an  ulcerating  surface  exposed  to  the 
most  concentrated  culture  of  organisms  any- 
where in  the  body.  In  support  of  their  hypo  th- 
esis they  cited  cases  in  which  a short-circuiting 
operation,  leaving  the  mass,  improved  the  blood 
picture,  and  they  explained  this  on  the  basis  of  a 
drying  of  the  ulceration.  They  also  concluded 
that  it  was  not  a function  of  the  mucous  mem- 
brane, for  with  the  removal  of  the  cecum  the  blood 
picture  appeared  normal.  In  1940,  Schenken 
et  al.  concluded  that  the  most  active  antianemic 
effect  of  the  gastric  mucosa  is  obtained  from  the 
mucosa  of  the  pyloric  antrum.6  They  felt  that 
a similar  situation  prevailed  in  carcinoma  of  the 
cecum. 

Case  Reports 

In  all  of  the  cases  to  be  presented,  one  finds  that 
in  the  final  analysis  early  diagnosis  rests  with 
the  family  physician  and  not  with  the  roentgen- 
ologist. If  an  unexplained  anemia  associated 
with  persistent  occult  blood  in  the  stool  persists 
despite  a reported  normal  x-ray  study,  it  be- 
hooves the  attending  physician  to  repeat  x-rays 
at  frequent  intervals.  The  first  case  to  em- 
phasize this  point  is  cited  below. 

Case  1. — G.  P.  C.,  a male  adult,  age  seventy-two, 
was  first  admitted  to  the  Genesee  Hospital  on  Feb- 
ruary 7,  1946,  because  of  chest  pain.  He  was  acutely 
ill,  and  the  clinical  and  x-ray  findings  of  the  chest 
were  consistent  with  the  diagnosis  of  bronchopneu- 
monia. The  most  significant  laboratory  finding 
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Fig.  1.  Case  1 — X-ray  taken  on  first  admission 
in  February,  1946,  showing  early  carcinoma  of  the 
cecum  which  was  not  reported  at  first  admission. 


was  a hemoglobin  of  57  per  cent,  8.2  Gm.  per  100 
cc.  of  blood,  and  a red  blood  count  of  3,320,000. 
The  white  blood  count  was  normal  as  to  total  count 
and  smear  differential.  Stool  examination  reported 
two  days  after  admission  was  3 plus  for  occult  blood. 
The  gross  appearance  was  not  unusual.  Careful 
history  relative  to  symptoms  on  the  gastrointestinal 
tract  was  entirely  negative.  He  had  not  experi- 
enced any  abdominal  pain  or  change  in  bowel  habits. 
The  stool  had  never  contained  any  gross  blood. 

While  he  was  convalescing  from  his  pneumonia, 
a barium  enema  was  done  on  the  seventh  hospital 
day  (February  14,  1946).  The  report  was  as  fol- 
lows: “The  colon  fills  readily  without  filling  defect 
or  obstruction.  Sigmoid  colon  is  redundant,  and 
numerous  diverticula  are  seen  in  the  proximal  sig- 
moid and  iliac  colon.  After  evacuation  the  bowel 
is  well  emptied,  and  at  this  time  the  appendix  is 
visualized.  Gallstones  are  present.” 

Gastrointestinal  series  performed  four  days  later 
was  negative  except  for  a duodenal  diverticulum 
(Fig.  1).  Repeat  stool  examinations  showed  occult 
blood.  He  was  given  several  blood  transfusions 
and  discharged  on  March  10,  1946.  The  blood 
picture  was  improved  with  a red  blood  count  of 
4,210,000.  Hemoglobin  was  76  per  cent,  11  Gm.  per 
100  cc.  of  blood.  The  discharge  diagnosis  was 
bronchopneumonia,  congenital  diverticulum  of  the 
duodenum,  and  multiple  diverticula  of  the  large 
bowel , 


Fig.  2.  Case  1 — X-ray  taken  one  year  later  in 
February,  1947,  showing  a far-advanced  lesion  in 
the  cecum. 


He  was  readmitted  to  the  Genesee  Hospital  again 
by  his  physician  on  February  19,  1947,  almost  one 
year  later,  because  of  occult  blood  in  the  stool  and 
anemia.  The  interim  history  revealed  that  the 
patient  did  well  following  discharge,  and  he  had  no 
complaints.  A few  weeks  ago,  he  consulted  his 
physician  for  a routine  check-up,  and  the  findings 
described  below  resulted  in  a repeat  barium  enema. 
At  this  time  an  annular  deformity  in  the  cecum  was 
found  (Fig.  2).  Laboratory  findings  at  this  time 
revealed  a secondary  anemia.  The  hemoglobin 
was  65  per  cent,  9.4  Gm.  hemoglobin  per  100  cc.  of 
blood,  and  a red  blood  count  of  3,300,000.  The 
white  blood  count  was  normal  as  to  total  count  and 
smear  differential.  Seven  days  after  admission, 
on  February  26,  1947,  a right  ileocolectomy  was  per- 
formed. Pathologic  report  was  adenocarcinoma  of 
the  cecum  with  involvement  of  the  adjacent  glands. 
Distant  glands  were  not  involved.  Convalescence 
was  uneventful,  and  the  patient  was  discharged  on 
March  8, 1947. 

He  was  last  seen  in  September,  1950,  and  was 
asymptomatic.  Laboratory  findings  revealed  a 
hemoglobin  of  106  per  cent,  15.4  Gm.,  and  a red 
blood  count  of  5,180,000.  It  is  of  interest  that  he 
has  continued  his  normal  active  life,  consisting  of 
sailing  his  own  small  sloop  in  the  summer  and  a bit 
of  amateur  theatricals  in  the  winter. 

This  patient  on  his  first  admission  entered  the 
hospital  with  an  acute  bronchopneumonia.  The 
anemia  and  occult  blood  in  the  stool  were  inci- 
dental findings.  The  bleeding  was  thought  to 
be  due  to  diverticuli  of  the  sigmoid.  However, 
at  no  time  did  he  present  any  symptoms  of  diver- 
ticulitis or  gastrointestinal  complaints  of  any 
nature.  A review  of  the  original  films  shows 
the  lesion  to  be  present  in  the  cecum.  The  ab- 
sence of  symptoms  apparently  resulted  in  the 
casual  interpretation.  He  returned  one  year  later 
to  his  physician  for  a routine  check-up  without 
any  complaints.  The  presence  of  anemia  and 
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Fig.  3.  Case  2 — -X-ray  showing  lesion  in  the  cecum. 

positive  occult  blood  in  the  stool  resulted  in  a re- 
peat barium  enema  with  the  findings  in  the  cecum 
as  already  noted. 

Case  2. — A.  G.  H. , a white  female,  age  sixty-three 
years,  was  admitted  on  June  24,  1946,  to  the  Strong 
Memorial  Hospital  for  observation.  This  was  her 
twelfth  hospital  admission,  the  one  previous  to  this 
admission  having  been  in  March,  1944,  for  an  acute 
bronchitis.  Blood  studies  at  that  time  revealed  a 
red  blood  count  of  4,140,000,  a hemoglobin  of  13 
Gm.,  and  a white  blood  count  of  11,400  with  a nor- 
mal differential  smear.  On  her  ninth  admission  in 
1940,  she  had  an  acute  appendix  removed.  At  that 
time  the  white  blood  count  was  15,000  with  a hemo- 
globin of  14  Gm. 

At  the  time  of  this  admission  she  stated  that  she 
went  to  her  physician  for  a regular  check-up.  Al- 
though she  had  no  complaints  other  than  fatigue, 
her  physician  remarked  that  she  looked  pale.  Ex- 
amination was  negative  except  for  a hemoglobin  of 
9 Gm.  In  view  of  the  drop  in  hemoglobin  from  13 
to  9 Gm.  which  he  could  not  explain,  she  was  ad- 
mitted to  the  hospital  for  study. 

Her  appetite  was  good,  and  she  had  no  gastroin- 
testinal symptoms  of  any  nature.  Bowels  were 
regular,  and  at  no  time  had  she  noticed  any  bloody 
or  tarry  stools.  Examination  was  negative.  Re- 
peat check  of  the  blood  revealed  a hemoglobin  of 
9.5  Gm.  Several  stool  examinations  were  reported 
as  negative  for  blood.  Barium  enema  on  July  1, 
1946,  revealed  a filling  defect  in  the  cecum  (Fig.  3). 

Exploration  was  performed  on  July  8,  1946.  At 
operation  a carcinoma  of  the  cecum  was  found  and 
;s,n  ileocolectomy  performed.  The  glands  adjacent 


Fig.  4.  Case  3 — X-ray  showing  lesion  in  the  cecum. 


to  the  cecum  were  involved,  but  those  along  the 
right  colic  vessels  were  not. 

The  patient  was  discharged  from  the  hospital 
on  August  9 following  an  uneventful  recovery.  She 
has  been  followed  at  regular  intervals  and  is  asymyto- 
matic  at  this  writing.  Blood  studies  on  June  16, 
1950,  revealed  a red  blood  count  of  5,020,000  with 
14.5  Gm.  of  hemoglobin. 

This  patient  presented  no  symptoms  relative  to 
the  gastrointestinal  tract.  She  had  been  fol- 
lowed over  a period  of  years,  and  the  drop  in 
hemoglobin  content  from  13  Gm.  to  9 Gm.  in  two 
years  prior  to  admission  resulted  in  her  immediate 
admission  for  study. 

Case  3. — S.  G.,  a fifty-nine-year-old  white  male, 
was  admitted  to  the  Strong  Memorial  Hospital  on 
February  15,  1950,  with  a diagnosis  of  bleeding  duo- 
denal ulcer.  Eight  years  prior  to  admission,  he  had 
first  noted  epigastric  pain  and  a deformed  duodenal 
cap  with  ulcer  niche  was  found  by  fluoroscopy.  He 
was  placed  on  a medical  regime  at  that  time  and  did 
well  for  approximately  two  years  when  he  had  an 
episode  of  syncope  and  painless  massive  bleeding 
associated  with  the  passage  of  tarry  stools.  The 
last  of  these  occurred  one  year  prior  to  the  present 
admission.  His  current  symptoms  were  of  approxi- 
mately two  months  duration  and  consisted  of  mild 
but  progressive  weakness  and  malaise.  He  had  noted 
no  epigastric  pain,  nausea,  or  change  in  bowel 
habits.  No  tarry  stools  had  been  observed.  He 
had  mild  anorexia  and  thought  he  had  lost  5 to  6 
pounds.  He  consulted  his  local  medical  doctor 
who  found  occult  blood  in  his  stool  and  referred  him 
in  for  further  study. 
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Physical  examination  was  negative  except  for  a 
generalized  pallor  of  the  skin  and  mucous  mem- 
branes and  mild  epigastric  tenderness.  No  abdomi- 
nal masses  were  noted.  Laboratory  examinations 
showed  a hemoglobin  of  11  Gm.,  white  blood  cells 
8,500,  and  a stool  which  was  strongly  guaiac  posi- 
tive. A barium  enema  showed  a persistent  poly- 
poid defect  in  the  head  of  the  cecum  which  was 
thought  to  represent  neoplasm  (Fig.  4).  His 
gastrointestinal  series  showed  a definite  deformity 
of  the  duodenal  cap  but  no  local  tenderness  or  ir- 
ritability. He  was  prepared  for  surgery  and  ex- 
plored through  a right  paramedian  incision.  A firm 
intraluminal  mass  was  readily  identified  in  the 
cecum.  There  was  no  fixation  locally  or  enlarged 
nodes  in  the  mesocolon.  The  liver  was  free  from 
metastasis.  Some  scarring  was  present  around 
the  duodenum,  but  no  active  ulcer  was  palpable. 
A right  colectomy  and  an  end-to-side  ileotransverse 
colostomy  were  performed.  The  patient  had  an 
uneventful  postoperative  course  and  was  discharged 
on  the  twelfth  day  after  operation.  Pathology 
examination  showed  a polypoid  adenocarcinoma  of 
the  cecum  without  extension  through  the  wall  of  the 
bowel  or  to  the  local  lymph  nodes. 

This  patient  had  been  followed  for  eight  years 
prior  to  admission  with  a diagnosis  of  bleeding 
duodenal  ulcer.  The  last  episode  was  one  year 
prior  to  admission.  He  was  admitted  to  the  hos- 
pital at  this  time  because  of  occult  blood  in  the 
stool.  Unlike  his  previous  episodes,  no  tarry 
stools  had  been  observed.  The  fact  that  the 
patient  had  one  lesion  which  could  account  for 
the  anemia  might  well  have  confused  the  picture. 
However,  the  absence  of  gastrointestinal  symp- 
toms in  the  presence  of  anemia  and  occult  blood 
in  the  stool  led  to  immediate  further  study. 

Case  4. — N.  P.,  a fifty-seven-year-old  male,  was 
admitted  to  the  Strong  Memorial  Hospital  on 
March  14,  1950,  complaining  of  weakness.  Six 
years  ago  he  had  been  seen  with  complaints  of 
crampy  periumbilical  pain,  nausea,  and  vomiting, 
his  pain  usually  came  on  between  meals  and  at  night 
and  was  relieved  by  intake  of  food  or  alkali.  X-rays 
showed  an  active  duodenal  ulcer  with  partial  pyloric 
obstruction.  No  gross  melena  or  occult  blood  in 
the  stools  was  noted  at  that  time.  A subtotal 
gastrectomy  was  performed,  and  he  had  been  asymp- 
tomatic until  approximately  eight  months  prior  to 
the  present  admission  when  he  began  noticing 
anorexia,  weakness,  and  malaise.  He  had  no  eruc- 
tation, abdominal  pain,  constipation,  or  diarrhea 
and  had  noted  no  change  in  the  character  of  his 
bowel  movements. 

He  consulted  his  local  medical  doctor  who  found 
nothing  abnormal  on  physical  examination,  but  an 
x-ray  of  his  chest  showed  an  area  in  the  right  apex 
which  was  thought  to  represent  an  active  tuber- 
culous lesion.  His  stool  was  guaiac  negative.  He 
was  placed  on  a regime  of  restricted  activity  and 
followed  at  a local  sanitarium  for  three  months  at 
the  end  of  which  time  his  process  was  thought  to 
be  inactive.  One  month  prior  to  admission  to  this 


Fig.  5.  Case  4— X-ray  showing  lesion  in  the  cecum. 


hospital  he  noted  onset  of  mild  periumbilical  pain 
which  was  “similar  to  the  ulcer  pain.”  The  pain 
was  occasionally  partially  relieved  by  alkali.  He 
noted  that  his  bowel  movements  were  somewhat 
more  frequent  but  were  not  bright  red  or  tarry. 
His  weakness  had  been  progressive,  and  he  felt 
that  his  weight  loss  had  been  approximately  10 
pounds.  Physical  examination  showed  a pale, 
moderately  obese  white  male  in  no  acute  distress, 
appearing  mildly  chronically  ill.  The  positive 
findings  were  limited  to  the  abdomen.  There  was 
mild  epigastric  tenderness  but  no  rebound  or  re- 
ferred rebound  tenderness.  No  tenderness  was 
noted  in  the  right  lower  abdomen,  and  no  mass 
could  be  outlined.  Rectal  examination  was  nega- 
tive. Laboratory  examinations  showed  a hemo- 
globin of  9 Gm.,  a white  blood  count  of  10,800, 
and  a stool  which  was  strongly  positive  on  guaiac 
test.  A gastrointestinal  series  showed  no  evidence 
of  marginal  ulcer  with  normally  functioning  gastro- 
enterostomy. A barium  enema  showed  a persistent 
filling  defect  on  the  region  of  the  cecum.  (Fig.  5). 

He  was  prepared  for  surgery  with  multiple  trans- 
fusions and  explored.  A 5 by  6-cm.,  firm,  irregular 
mass  was  found  in  the  cecal  region  which  was 
freely  movable.  The  liver  was  free  as  were  local 
lymph  nodes.  A right  colectomy  with  an  ileotrans- 
verse colostomy  was  performed.  The  patient 
made  a good  recovery  and  was  discharged  on  his 
eleventh  postoperative  day.  Pathologic  report  was 
adenocarcinoma  of  the  cecum  with  tumor  cells  in- 
volving the  muscularis  but  not  the  serosa.  None 
of  the  lymph  nodes  examined  showed  evidence  of 
invasion. 

This  patient  had  a subtotal  gastrectomy  per- 
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Fig.  6.  Case  5 — X-ray  taken  prior  to  hospital  Fig.  7.  1 Case  5 — -X-ray  taken  three  weeks  later 

admission.  The  lesion  is  visualized  in  retrospect.  revealing  persistent  deformity  in  the  cecal  region. 


formed  six  years  previously  for  partial  pyloric 
obstruction  secondary  to  a duodenal  ulcer.  He 
was  well  until  eight  months  prior  to  this  admis- 
sion when  he  began  to  notice  anorexia,  weak- 
ness, and  malaise.  One  can  assume  that  an 
anemia  was  present,  and  although  the  stool  was 
negative  for  occult  blood  on  one  occasion,  it  is  not 
unlikely  that  it  would  have  been  positive  on  re- 
peated examinations.  It  proved  to  be  so  on  the 
stool  examination  eight  months  later.  It  was 
not  until  one  month  before  this  admission  that 
he  had  complaints  suggestive  of  a marginal  ulcer. 
The  barium  enema  revealing  a filling  defect  in  the 
cecum  was  rather  unexpected,  and  here  again  the 
knowledge  of  a previous  duodenal  ulcer  treated 
by  a subtotal  gastrectomy  temporarily  clouded 
the  picture. 

Case  6. — J.  G.,  a sixty-eight-year-old  white  male, 
was  admitted  to  the  Strong  Memorial  Hospital  on 
March  19,  1950,  complaining  of  weakness  and  pain 
in  his  left  leg.  He  had  been  feeling  well  until  ap- 
proximately eight  weeks  prior  to  admission  when 
he  consulted  a physician  in  Batavia,  New  York, 
because  of  intermittent  shooting  pains  in  the  back 
of  his  left  leg.  His  physician  found  a secondary 
anemia  during  the  course  of  examination  and  on 
checking  the  stool  noted  no  abnormalities  grossly. 
However,  the  stool  was  consistently  positive  for 
occult  blood.  Complete  x-rays  of  the  gastrointesti- 
nal tract  at  Batavia  were  reported  as  negative. 


Because  of  the  anemia  and  unexplained  occult  blood 
in  the  stool  a consultation  was  requested,  and  he  was 
referred  to  the  hospital  for  study. 

Further  history  obtained  at  the  hospital  revealed 
that  he  had  some  increasing  fatigue.  He  had  noted 
no  abdominal  pain  or  discomfort  and  had  experi- 
enced no  nausea,  vomiting,  or  diarrhea.  No  bloody 
or  tarry  stools  had  been  observed,  and  there  had 
been  no  weight  loss. 

Physical  examinations  showed  a pale,  obese,  white 
male  appearing  chronically  ill.  No  abdominal 
masses  could  be  palpated,  and  the  rectal  exami- 
nations were  negative.  Neurologic  examination 
showed  decreased  knee  and  ankle  jerks  on  the  left 
with  no  impairment  of  sensation  and  negative  Ba- 
binski  sign.  Laboratory  examination  showed  his 
hemoglobin  to  be  8.5  Gm.,  white  blood  cells  8,250, 
red  blood  cells  3,450,000.  His  stool  was  dark  brown 
and  guaiac  positive  on  all  examinations.  His  acid 
and  alkaline  phosphatase  determinations  were 
within  normal  limits.  The  x-rays  taken  at  Batavia 
were  reviewed,  and  it  was  felt  that  one  area  in  the 
cecum  persistently  failed  to  outline  (Fig.  6).  In 
view  of  this  a repeat  barium  enema  was  done. 
The  same  appearance  presented  itself,  and  it  was 
felt  then  that  a lesion  in  the  cecum  could  not  be  ex- 
cluded (Fig.  7). 

Exploratory  laparotomy  was  advised  and  accepted 
by  the  patient  with  some  reluctance.  He  was  pre- 
pared for  exploration  with  a high-protein,  high- 
caloric  diet  and  several  transfusions.  At  operation 
a firm  mass  was  found  in  the  cecum.  There  was  some 
puckering  of  the  serosa  and  definite  fixation  pos- 
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Fig.  8.  Case  5 — Pathologic  fracture  of  the  left 
femur. 


teriorly  to  the  retroperitoneal  tissues.  The  liver 
was  free  of  metastasis.  Several  nodes  in  the  meso- 
colon were  indurated  and  enlarged.  A right  ileo- 
bolectomy  and  ileotransverse  colostomy  were  car- 
ried out.  The  patient’s  postoperative  course  was 
uneventful  except  for  continued  pain  in  the  left  leg 
which  was  thought  to  be  due  to  peripheral  neuritis. 

Pathologic  examination  showed  adenocarcinoma 
rtf  the  cecum  with  local  extension  into  the  mesentery 
and  retroperitoneal  regions.  The  lymph  nodes  were 
invaded  by  anaplastic  cells. 

He  was  discharged  from  the  hospital  on  April  12, 
1950,  and  readmitted  to  the  neurologic  service  on 
May  7,  1950,  because  of  the  persistent  pain  in  the 
left  leg.  Laboratory  findings  showed  a hemoglobin 
of  13  Gm.  and  an  alkaline  phosphatase  of  4.0.  He 
suffered  a pathologic  fracture  of  the  left  femur  four 
'lays  later  (Fig.  8).  A biopsy  of  the  femur  with 
intramedullary  nailing  was  performed  on  May  13, 
and  he  was  discharged  on  June  15  (Fig.  9).  The 
biopsy  revealed  adenocarcinoma. 

The  patient  consulted  his  physician  for  pain  in 
the  left  leg.  Although  he  could  not  account  for 
the  pain,  he  found  an  anemia  associated  with 
uccult  blood  in  the  stool.  A complete  gastro- 
intestinal series,  including  a barium  enema,  was 
reported  as  negative.  Again  it  suggests  that  the 
ibsence  of  symptoms  relative  to  the  gastrointesti- 
nal tract  resulted  in  a casual  interpretation  of  the 


Fig.  9.  Case  5 — Intramedullary  pinning  of  frac- 
tured femur. 


cecal  region.  Consultation  resulted  in  a repeat 
series  of  films  with  a provisional  diagnosis  of  a 
lesion  in  the  cecum.  The  anemia  and  occult 
blood  in  the  stool  made  the  diagnosis  almost  a 
certainty,  but  because  of  the  absence  of  symp- 
toms the  patient  was  loath  to  be  explored. 
When  consent  was  obtained  and  exploration 
performed,  a far-advanced  lesion  of  the  cecum 
was  found.  Convalescence  was  satisfactory,  but 
he  experienced  no  relief  from  his  pain  in  the  left 
leg  until  he  sustained  a pathologic  fracture  of  the 
left  femur.  There  was  no  evidence  of  any  other 
bone  metastases,  and  it  must  be  assumed  it  was 
blood  borne. 

It  is  not  the  intention  of  the  authors  to  devote 
more  than  a passing  statement  concerning  surgi- 
cal treatment.  It  is  universally  accepted  that 
ileocolectomy  is  the  procedure  of  choice.  Fail- 
ure to  remove  the  lymph  gland  bearing  area  along 
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the  right  colic  artery  may  result  in  leaving  in- 
volved glands  behind. 

Conclusions 

1.  Carcinoma  of  the  cecum  is  often  a silent 
lesion. 

2.  Unexplained  anemia  associated  with  per- 
sistent occult  blood  in  the  stool  warrants  careful 
x-ray  of  this  region. 

3.  Five  cases  are  reported  in  support  of  this 
contention.  In  one  case  metastasis  to  the  femur 
was  present. 

4.  The  presence  of  an  existing  disease  does  not 
preclude  this  possibility. 
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Discussion 

Henry  H.  Haft,  M.  D.  Syracuse. — Those  of  us 
who  are  interested  in  the  over-all  cancer  problem 
and  its  management  are  indeed  perturbed  by  the 
time  lag  before  a diagnosis  is  made  and  definitive  treat- 
ment is  instituted.  This  is  especially  true  in  car- 
cinoma of  the  cecum  where  indeed  the  lesion  may 
be  silent.  This  presentation  by  Dr.  Stabins  is  timely 
and  well  documented.  He  has  emphasized  the  salient 
features  in  developing  the  thesis  that  carcinoma  of 
the  cecum  may  exist  without  producing  a palpable 
tumor  mass,  change  in  bowel  habits,  gross  blood,  or 
loss  of  weight. 

The  diagnosis  of  cancer  of  the  cecum  is  a challenge 
to  the  diagnostic  acumen  of  the  general  practi- 
tioner and  varies  directly  with  the  degree  of  the  low 
threshold  of  suspicion  which  he  must  have  when  a 
patient  is  seen  with  an  unexplained  anemia  and 
vague  abdominal  symptoms.  The  combination  of 
obvious  blood  loss  and  a test  positive  for  occult  blood 
in  the  stools  is  highly  suggestive  and  demands  fur- 
ther investigation. 

This  includes  a very  careful  barium  study  of  the 
colon  by  a competent  roentgenologist,  by  enema, 
mouth  filling,  or  both.  One  negative  x-ray  report 
should  not  satisfy  the  referring  physician.  It  is 


important  that  the  entire  cecum  be  filled  completely,  i 
especially  the  caput  and  the  terminal  ileum,  before  a 
definite  opinion  is  given  as  to  the  presence  or  absence 
of  carcinoma.  Even  in  the  face  of  a negative  x-ray 
report,  if  an  otherwise  unexplained  anemia  and  a 
positive  test  for  occult  blood  in  the  stool  are  pres- 
ent, repeat  x-ray  studies  are  mandatory. 

It  should  be  remembered  that  the  cecum  is  wider 
than  most  parts  of  the  colon  and  the  fecal  contents 
are  fluid  or  semifluid  in  consistency  so  that  a lesion 
might  be  present  without  producing  obstructing 
symptoms. 

Recently  our  pathologists  at  the  University  Medi-  • 
cal  Center  have  studied  650  cases  of  cancers  of  the] 
colon  of  which  7.5  per  cent  were  found  in  the  cecum. : 
I have  reviewed  the  last  30  cases  of  cecal  carcinoma  i 
operated  at  the  University'  Hospital,  and  I would  like 
to  present  the  following  data  gained  as  a result  of  J 
this  study. 

The  duration  of  symptoms  which  should  have 
directed  the  family  physician  to  an  existing  lesion 
in  the  colon  varied  from  a few  years  to  a few  weeks. 
However,  there  was  a time  lapse  of  at  least  one  year 
in  which  a diagnosis  might  have  been  made  in  most  i 
of  these  cases. 

Ninety  per  cent  of  these  patients  showed  anemia, 
varying  from  a low  of  5.5  Gm.  of  hemoglobin  with , < 
red  blood  count  of  2,500,000  to  an  average  of  9.6  Gm, 
hemoglobin  and  a red  blood  count  of  3,850,000. 

In  18  of  these  30  cases,  a mass  was  easily  palpable  ]j 
in  the  lower  right  quadrant. 

In  seven  cases  the  first  x-ray  studies  were  reportec  i 
as  negative  and  subsequently  reported  as  positive. 

The  impression  gained  from  this  study  is  thal  ' 
the  lay  people  delay  in  coming  to  a physician  before 
either  a mass  appears,  change  in  bowel  habits  occurs  < 
or  obstructive  symptoms  develop.  The  radio,  news- 1 i 
papers,  and  cancer  literature  are  responsible  for  thi: , j 
situation.  The  general  practitioner  likewise  pro- 
crastinates too  long  with  patients  who  have  an  un  i 
explained  anemia.  A simple  examination  of  tin  j 
stool  for  the  presence  of  occult  blood,  repeated  i > 
necessary,  should  be  done  in  every  case  where  ai  ■ 
obvious  source  of  bleeding  to  explain  an  anemia  i 
not  present. 

Change  in  bowel  habits,  obstructive  symptoms 
a palpable  mass  in  the  lower  right  quadrant  connote 
chronicity,  and  the  surgeon  has  lost  valuable  tim 
in  the  removal  of  a neoplastic  process.  It  is  fo 
this  reason  that  Dr.  Stabins’  paper  emphasizing  , 
the  fact  that  carcinoma  of  the  cecum  may  be  silen 
should  be  well  received. 


EVALUATION  OF  SEX  HORMONES  IN  THE  TREATMENT  OF  MALE  INFERTILITY 


Although  administration  of  androgenic  sub- 
stances may  produce  azoospermia  with  degenera- 
tive changes  in  the  seminiferous  tubules  and  other 
testicular  tissue,  these  changes  are  not  permanent. 
On  the  contrary,  recent  investigations  reveal  that 
in  some  cases  of  hypogonadotropic  eunichoidism  or 
panhypopituitarism  spermatogenesis  was  increased 
to  fertility  levels  by  administration  of  testosterone. 
The  author  cites  a series  of  cases  in  which  five  oligo- 
spermic  men  were  given  testosterone  propionate. 
When  they  became  azoospermic,  treatment  was 


stopped.  Twenty-nine  weeks  later,  spermatozo 
counts  far  exceeded  pretreatment  levels.  Th 
author  concludes  that  indications  for  androgeni 
therapy  in  male  infertility  are  gradually  being  out 
lined,  and  that  at  present  the  greatest  field  of  usefu 
ness  is  in  the  treatment  of  sterility  associated  wit 
secondary  hypogonadism  and  in  the  treatment  c 
oligospermia  in  men  in  whom  biopsies  show'  reversib! 
changes.  Estrogens  are  not  indicated  at  preser 
in  treatment  of  male  infertility. — Norris  J.  Ilecke 
M.D.,  American  Practitioner,  March,  1951 


THE  PLACE  OF  BANTHINE  IN  THE  TREATMENT  OF  DUODENAL 
ULCER 

Harry  L.  Segal,  M.D.,  Harold  A.  Friedman,  M.D.,  and  James  S.  Watson,  Jr.,  M.D., 
Rochester,  New  York 
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THE  purpose  of  this  paper  is  to  discuss  the 
place  that  Banthine  occupies  in  the  general 
ischeme  of  the  therapy  of  the  duodenal  ulcer 
syndrome. 

Wolf  and  Wolff  have  emphasized  the  hyper- 
secretion, hypermotility,  and  hyperemia  which 
occur  in  the  stomach  as  the  result  of  emotional 
disturbance  and  have  demonstrated  the  greater 
[Susceptibility  of  such  mucosa  to  peptic  ulceration. 1 
Janowitz  et  al.  have  demonstrated  the  effect  of 
psychologic  factors  upon  gastric  secretion  by 
sham  feedings  in  a patient  with  esophageal  ste- 
nosis and  gastrostomy. 2 Figure  1 is  a modification 
pf  a hypothetic  schematic  representation  devised 
by  Engel  to  demonstrate  the  interrelationship  be- 
tween the  gastric  secretory  response  of  psycho- 
logic factors  and  the  organic  vulnerability  of  the 
mucosa  in  the  pathogenesis  of  duodenal  ulcer.3 
Engel  also  has  emphasized  the  conception  that 
duodenal  ulcer  is  not  a primary  disease  but  the 
structural  change  resulting  from  the  effect  of 
psychologic  factors  upon  the  susceptible  organ. 

. Dragstedt  and  his  group  in  1943  reintroduced 
and  since  then  have  popularized  vagotomy  as  a 
Isurgical  procedure  to  remove  the  effect  of  psycho- 
ogic  factors  upon  the  stomach  and  duodenum.4 
* tin  1949,  Longino,  Grimson,  and  their  group  intro- 
luced  the  clinical  application  of  Banthine  as  the 
medical  counterpart  of  vagotomy.6  Since  then 
nany  other  papers  have  appeared  which  have  dis- 
eased the  use  of  Banthine  in  peptic  ulcer  and  the 
iffect  of  this  drug  upon  gastric  motility  and  secre- 
ion.6-10 

Banthine  is  a quaternary  amine  reported  as 
irst  prepared  by  Cusic  and  Robinson,  and  its 
lescriptive  formula  is  /3-diethylamino-ethyl  xan- 
hene-9-carboxylate  methobromide.5  Pharma- 
■ologic  studies  have  shown  that  this  drug  is  anti- 
holinergic  and  is  effective  both  orally  and  par- 
mterally  by  its  ganglion  blocking  action  and  its 
more  potent  additive  atropine-like  action  on  the 
lostganglionic  nerve  endings  of  the  parasympa- 
•hetic  system.6  Its  blocking  effect  is  thus  much 
;reater  upon  the  parasympathetic  system  than 
hat  upon  the  sympathetic  system.  Its  para- 
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Fig.  1.  Pathogenesis  of  peptic  ulcer — hypo- 
thetic schematic  representation  of  interrelationship 
between  the  psychologic  and  organic  factors. 


100  MG.  BANTHINE  ORALLY  I HOUR  BEFORE  ALCOHOL  - AVERAGE  FOR  31  WTIENTS 

Fig.  2.  Effect  of  Banthine  upon  gastric  secretion — 
alcohol. 


sympathetic  effect  results  in  decreased  gastric 
motility  and  gastric  secretion,  and  because  of  this, 
Banthine  is  effective  in  the  duodenal  ulcer  patient 
in  lessening  the  physiologic  response  to  the  psycho- 
logic factors  mediated  through  the  vagus.  The 
effects  of  its  sympathetic  activity  and  the  unde- 
sirable effects  of  its  parasympathetic  action  are 
not  sufficient  in  the  doses  used  to  interfere  with 
its  clinical  value. 

Effect  of  Banthine  upon  Gastric  Secretion 

Figure  2 shows  the  average  decrease  in  31  pa- 
tients in  the  sixty-minute  volume  and  milliequiv- 
alents  of  free  and  total  hydrochloric  acid  output 
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100  MG.  BANTHINE  ORALLY  I HOUR  BEFORE  HISTAMINE  - AVERAGE  FOR  6 PATIENTS 


Fig.  3.  Effect  of  Banthine  upon  gastric  secretion — 
histamine. 


100  MG.  BANTHINE  ORALLY  I HOUR  BEFORE  INBUJN  - AVERAGE  FOR  4 PATIENTS 


Fig.  4.  Effect  of  Banthine  upon  gastric  secretion — 
insulin. 


before  and  after  the  oral  administration  of  100 
mg.  of  Banthine  in  the  alcohol-stimulated  gastric 
secretion.  Banthine  was  administered  orally  one 
hour  before  the  gastric  analysis,  and  the  stomach 
was  aspirated  completely  every  fifteen  minutes 
for  a period  of  sixty  minutes. 

In  six  of  these  patients  Banthine  failed  to  lower 
the  gastric  secretion  stimulated  by  histamine 
(Fig.  3).  The  volume  and  milliequivalents  of 
hydrochloric  acid  output  were  increased  in  four  of 
these  patients  in  whom  the  gastric  secretion  was 
stimulated  by  adequate  intravenous  insulin  (Fig. 

4). 

Clinical  Results 

In  this  study,  over  50  chronic  duodenal  ulcer 
patients  received  Banthine  as  part  of  the  ulcer 
therapy.  Thirty-four  of  this  group  with  an  ulcer 
history  from  one  to  twenty  years  in  duration  were 
followed  over  a period  of  six  to  twelve  months 
after  the  original  administration  of  the  Banthine 
and  form  the  basis  of  this  clinical  study  (Table 
I).  Twenty-two  of  these  patients  had  recurrence 
of  their  ulcers  once  or  twice  a year;  seven  had 
penetrating  lesions,  and  five  had  partial  obstruc- 
tion. The  12  complicated  cases  had  been  intract- 
able to  the  usual  frequent  feeding  and  antacid 
therapy. 

The  patients  were  classified  as  having  a clinical 
remission  if  symptoms  disappeared  and  did  not  re- 
cur during  the  period  of  six  to  twelve  months  ob- 
servation. They  were  considered  symptomati- 
cally relieved  if  symptoms  were  absent  only  during 
the  period  of  drug  administration  and/or  recurred 
a few  days  to  a few  weeks  after  stopping  the  drug. 

Twelve  of  the  22  patients  with  recurrent  ulcers 
had  a clinical  remission;  nine  had  symptomatic 
relief ; only  one  had  no  relief  and  was  referred  for 
surgery.  Six  of  these  22  patients  originally  re- 
ceived Banthine  without  milk  between  meals. 
Only  two  of  these  had  a clinical  remission,  and  the 
four  patients  who  had  symptomatic  relief  had  a 
clinical  remission  when  supplementary  feedings 
were  combined  with  the  Banthine  therapy.  Only 


one  of  the  seven  patients  with  penetrating  ulcer 
lesions  had  a clinical  remission,  three  had  sympto- 
matic relief,  and  three  had  no  relief  at  all.  The 
latter  three,  as  well  as  one  of  the  patients  who  had 
symptomatic  relief,  were  referred  for  surgery. 
Only  one  patient  of  the  five  with  partial  obstruc- 
tion had  a clinical  remission;  two  had  sympto- 
matic relief,  and  the  two  who  failed  to  obtain  any 
relief  were  referred  for  surgery. 

Dosage. — The  dose  of  Banthine  varied  in  this 
group  from  50  to  100  mg.  every  six  hours  at  the 
onset  of  therapy.  In  the  group  of  22  patients 
with  recurrent  ulcers,  ten  received  50  mg.  every 
six  hours;  five  of  these  had  a clinical  remission. 
Four  of  these  patients  were  females.  Four  of  the 
remaining  male  patients  receiving  50  mg.  doses 
had  only  symptomatic  relief,  and  one  had  no  re- 
lief. The  remaining  12  patients  received  100  mg. 
of  Banthine  every  six  hours ; eight  of  these  had  a 
clinical  remission;  four  had  symptomatic  relief. 
The  100-mg.  dose  of  Banthine  was  reduced  in 
many  cases  to  50  mg.  after  a period  of  three  to 
four  weeks. 

Side-Effects.- — The  most  frequently  occurring 
side-effects  were  dryness  and  blurring  of  vision. 
These  symptoms  were  present  in  varying  degrees 
in  18  of  the  34  patients  and  usually  decreased  with 
continuation  of  the  drug.  Because  of  these 
symptoms  it  was  necessary  to  reduce  the  dose  ol 
Banthine  from  100  to  50  mg.  in  three  cases.  Dry- 
ness usually  occurred  one-half  to  one  hour  aftei 
the  administration  and  persisted  from  one  to  five 
hours.  Banthine  had  to  be  discontinued  in  one 
of  the  six  patients  who  became  constipated  and  ir 
one  patient  who  developed  urinary  obstruction 
Two  patients  developed  symptoms  of  gastrie 
retention.  The  sympathetic  effects  of  this  drug 
such  as  lowering  of  the  blood  pressure  and  in 
creasing  of  the  pulse  rate,  were  minimal  in  thii 
group.  No  change  in  the  blood  or  urine  attribu 
table  to  Banthine  occurred. 

Effect  on  Gastric  Secretion. — An  attempt  wa: 
made  to  correlate  the  relationship  between  th« 
reduction  of  acid  and  the  clinical  results.  Reduc 
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TABLE  I. — Summary  of  Results  of  Banthine  Therapy  in  Chronic  Duodenal  Ulcer  Patients 


— 
jrype  of  Duodenal  Ulcer 

Number 

Clinical 

Remission 

Symptomatic 

Relief 

No 

Relief 

Surgery 

Recurrent 

Babthine  only 

« 

2 

4* 

0 

0 

Banthine  plus  milk 

18 

10 

5 

1 

1 

Total 

22 

12 

9 

1 

1 

Penetrating 

7 

1 

3 

3 

4 

Obstruction 

5 

1 

2 

2 

2 

* The  addition  of  milk  between  meals  resulted  in  clinical  remission. 


ion  of  gastric  hydrochloric  acid  secretion  to 
ilcohol  stimulation  occurred  in  ten  of  the  12  pa- 
tents investigated  in  the  recurrent  ulcer  group, 
ix  of  these  had  a clinical  remission,  and  four  had 
ymptomatic  relief.  In  seven  patients  with 
enetrating  ulcers  whose  secretory  mechanism 
as  similarly  studied,  five  had  a reduction  of  the 
;ydrochloric  acid  output.  Only  one  of  these  five 
ad  a clinical  remission,  and  three  had  sympto- 
matic relief.  A clinical  remission  occurred  in  one 
atient  in  whom  no  acid  reduction  was  present, 
'eduction  of  acid  and  relief  of  symptoms  were 
resent  in  one  of  the  two  patients  with  partial 
ostruction  whose  gastric  secretory  response  to 
cohol  was  studied. 

Effect  on  Niche. — Eight  of  the  ten  patients  in 
jie  recurrent  ulcer  group  who  showed  a duodenal 
che  before  therapy  were  followed.  In  three 
ie  niche  disappeared  within  one  month;  in  the 
;her  five  cases  the  niche  was  still  present  two  to 
(tree  months  after  the  beginning  of  therapy, 
finical  remission  occurred  in  two  of  the  five  pa- 
jnts  who  still  had  the  niche  after  two  to  six 
onths.  Five  of  the  seven  penetrating  ulcer  pa- 
ints showed  a niche  in  the  pretreatment  x-ray. 

1'  i one  of  three  who  were  followed  by  x-ray,  the 
che  disappeared  within  a month.  This  patient 
id  symptomatic  relief.  In  the  other  two  pa- 

fnts,  the  niche  was  still  present  two  to  six 
inths  later;  one  of  these  had  a so-called  clinical 
(mission.  Four  of  the  five  patients  with  partial 
istruction  showed  a duodenal  niche  in  the  origi- 
.1  x-ray  examination.  Two  of  these  were  fol- 
ded. A clinical  remission  occurred  in  one  of 
ese  patients  in  whom  the  niche  disappeared 
thin  two  months. 

omment 

The  results  of  this  study  show  that  Banthine  is 
ective  in  reducing  the  hydrochloric  acid  re- 
onse  to  alcohol  stimulation.  Pain  usually 
appeared  within  one  to  three  days  and  in  some 
ses  within  a few  hours  after  the  administration 
Banthine.  It  is  obvious  that  the  disappear- 
; ce  of  the  ulcer  pain  is  not  synonymous  with  the 
ding  of  the  ulcer.  In  many  of  these  patients 
; niche  persisted  in  spite  of  the  fact  that  the 
; in  was  relieved,  and  in  a few  patients  a clinical 


remission  occurred,  even  in  the  presence  of  a per- 
sistent niche.  This  stresses  the  necessity  to  con- 
tinue any  ulcer  therapy  for  an  indefinite  time, 
even  though  the  ulcer  pains  have  ceased. 

The  difficulty  in  evaluating  any  single  agent  in 
the  therapy  of  a disease  like  duodenal  ulcer  has 
been  emphasized  repeatedly.  The  results  of  any 
therapy  or  combination  of  therapy  in  duodenal 
ulcer  depend  upon  many  circumstances  among 
which  are  (1)  the  emotional  history  of  the  pa- 
tient, (2)  the  gastric  secretory  response  to  the 
psychologic  factors,  in  addition  to  the  suscepti- 
bility of  the  mucosa  to  ulceration,  (3)  the  loca- 
tion of  the  ulcer,  (4)  the  fibrous  tissue  reaction  to 
ulcer  formation,  (5)  the  depth  of  penetration, 
and  (6)  the  tendency  to  hemorrhage. 

It  is  of  interest  to  discuss  the  possible  mecha- 
nisms in  the  disappearance  of  pain  with  Ban- 
thine, regardless  of  the  persistence  of  the  ulcer 
niche.  Perhaps  the  decrease  in  hypermotility 
with  or  without  lowering  the  gastric  acidity  is  the 
primary  factor.  The  anticholinergic  effect  upon 
the  synapses  in  the  central  nervous  system  may 
lessen  the  transmission  of  pain  stimuli  and  be 
another  additive  factor.  It  is  possible  that  the 
inhibiting  effect  of  Banthine  upon  pepsin  secre- 
tion may  be  greater  than  that  upon  the  hydro- 
chloric acid  output.  This  may  indirectly  be  a 
factor  in  the  reduction  of  pain  as  well  as  in  healing 
of  the  ulcer. 

The  pharmacologic  action  of  Banthine  upon 
gastric  motility  and  secretion  and  the  clinical  re- 
sults in  the  chronic  ulcer  patient  suggest  that 
Banthine  has  a definite  place  in  the  over-all 
therapy  of  duodenal  ulcer.  The  average  effective 
dose  in  the  female  seems  to  be  50  mg.  every  six 
hours  and  100  mg.  in  the  male.  The  time  of 
administration  must  be  considered  to  obtain  the 
best  results.  Many  patients  with  recurrent  and 
intractable  ulcer  have  night  pains  which  may  be 
difficult  to  control  by  ordinary  medical  procedures. 
To  counteract  night  secretion,  Banthine  should 
be  given  before  bedtime  and  repeated  about  six 
hours  later. 

The  side-effects,  although  annoying,  only  occa- 
sionally make  it  necessary  to  discontinue  an 
adequate  dose  of  Banthine.  The  contraindica- 
tions of  anticholinergic  drugs  must  be  kept  in 
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mind.  Banthine  must  also  be  used  with  caution 
in  patients  with  partial  gastric  obstruction.  This 
is  due  to  the  fact  that  the  propulsive  effect  of  the 
gastric  musculature  is  decreased  with  resulting- 
stasis  comparable  to  that  of  a surgical  vagotomy. 
In  such  cases  routine  medical  therapy  should  be 
administered  first  to  provide  an  opportunity  for 
spasm  and  edema  to  disappear.  By  and  large, 
the  long-range  results  were  not  too  successful  in 
the  small  group  with  penetration  and  cicatricial 
obstruction. 

Banthine  alone  is  not  a cure  for  duodenal  ulcer. 
It  only  affects  one  phase  of  the  ulcer  syndrome, 
that  is,  the  phase  associated  with  the  response  to 
psychologic  factors.  The  addition  of  Banthine 
to  any  ulcer  regimen  cannot  be  expected  to  cure 
the  so-called  intractable  patient.  The  treatment 
of  such  a patient  requires  psychotherapy  of  some 
type  in  addition  to  symptomatic  therapy  of  the 
ulcer  symptoms.  This  has  recently  been  empha- 
sized by  Palmer  and  his  group.11  The  intractable 
ulcer  itself  may  be  helped  by  the  addition  of 
Banthine,  but  surgery  may  be  eventually  re- 
quired in  many  such  cases. 

Summary 

Thirty-four  patients  with  chronic  duodenal 
ulcer  were  treated  with  Banthine  and  were  fol- 
lowed from  six  to  twelve  months. 

Banthine  produced  a definite  decrease  in  the 
alcohol-stimulated  hydrochloric  acid  output  in  31 
of  these  patients. 

A clinical  remission  occurred  in  12  of  the  22  re- 
current ulcer  patients  and  in  two  of  the  12  pa- 
tients with  intractable  lesions.  Relief  of  symp- 
toms was  observed  in  nine  of  the  patients  in  the 
recurrent  ulcer  group;  only  one  of  these  patients 
required  surgery.  No  relief  was  present  in  five  of 
the  12  patients  with  complications;  these  five 
patients,  in  addition  to  one  who  had  symptomatic 
relief,  came  to  surgery. 

Banthine  is  considered  as  a contribution  in  the 
treatment  of  the  duodenal  ulcer  syndrome  by  its 
inhibiting  effect  upon  the  response  of  the  stomach 
and  duodenum  to  psychologic  factors  mediated 
through  the  vagus.  It  should  be  used  in  combi- 
nation with  the  other  therapeutic  measures. 
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Discussion 


William  F.  Lipp,  M.D.,  Buffalo. — It  is  alway 
most  difficult  to  attempt  to  determine  the  value  o 
any  method  of  treatment  for  peptic  ulcer,  whether  i 
be  drug,  hormone,  or  surgical  procedure.  For 
number  of  reasons,  with  which  you  are  all  familial 
observation  over  a long  period  of  time  is  required  fo 
proper  and  reasonable  assessment  of  therapy  in  thi 
disease. 

You  will  recall  that  when  it  was  first  introducec 
the  drug  Banthine  was  enthusiastically  described  i 
both  the  medical  and  lay  literature  as  the  answer  t 
the  peptic  ulcer  problem.  Of  course  this  is  a familia 
immediate  reaction.  It  was  emphasized  tha 
Banthine  could  be  used  as  a single  method  of  trea’ 
ment;  the  bland  diet  and  antacid  therapy  were  nc 
necessary.  Furthermore,  in  the  majority  of  ii 
stances  so-called  intractable  lesions  would  no  long* 
require  surgical  intervention.  It  should  have  f 
once  been  obvious  that  this  could  not  be  so.  Druj 
do  not  cure  ulcers,  and  it  is  unlikely  that  one  eve 
will.  Nature  cures  ulcer;  medicines  and  diet  r 
lieve  pain  and  provide  an  improved  intragastr 
environment  which  favors  granulation  and  healin 

It  is  gratifying  to  hear  Dr.  Segal’s  temperate  ar 
reasonable  evaluation  of  Banthine,  and  essentially 
agree  with  his  conclusions. 

It  should  always  be  remembered  that  in  tl 
majority  of  cases  peptic  ulcer  will  heal  readily,  bi 
the  ulcer  tendency  or  ulcer  disease,  at  the  prese: 
state  of  our  knowledge,  is  incurable,  at  least  throu] 
medical  means.  And  no  presently  known  drug  w 
prevent  recurrences. 

Furthermore,  it  is  worth  while  to  recall  that  the  I 
are  only  two  uniformly  successful  methods  of  pi 
venting  histamine-provoked  ulcers  in  laborato 
animals:  one  is  medical — the  use  of  the  Sip] 

regimen  or  a modification  thereof;  the  other 
surgical— the  use  of  high  gastric  resection.  And 
think  these  observations  can  be  applied  to  pep 
ulcer  in  man. 

There  is  little  question  that  Banthine  exerts 
powerful  effect  on  the  gastrointestinal  tract, 
reduces,  almost  to  the  point  of  paralysis,  the  motif 
of  the  stomach  and  bowel,  and  it  diminishes  t 
volume  of  gastric  secretion.  Both  of  these  effe 
are  desirable  in  the  medical  management  of  ulc 
Presumably  its  action  is  what  we  might  term  medi 
vagotomy.  Logically,  we  should  expect,  then, 
more  from  Banthine  than  we  can  from  surgi 
vagotomy.  Just  as  recurrences  have  followed 
section  of  the  vagus  nerves,  so  is  there  a signific: 
failure  rate  with  Banthine,  as  the  authors  hi 
pointed  out.  The  value  of  vagal  blocking  age 
has  long  been  known.  Although  we  have  alw 
used  belladonna  to  the  point  of  uncomfortable  si 
effect,  it  is  quite  probable  that  we  could  use  e- 
larger  doses  and  that  these  would  be  just  as  effect 
and  at  least  as  unpleasant  as  Banthine. 
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The  question  of  side-effects  interests  me.  It  is 
always  pointed  out  that  the  blurring  of  vision  and 
dryness  of  the  mouth  tend  to  subside  after  a short 
| period  of  time;  I would  expect  that  the  effect  on 
the  vagus  nerve  would  diminish  to  a corresponding 
degree.  I do  not  know  of  any  autonomic  drug 
which  acts  upon  a specific  nerve  in  the  autonomic 
nervous  system. 

Certainly  the  most  spectacular  effect  of  Banthine, 
just  as  in  surgical  vagotomy,  is  the  rather  prompt 
relief  of  ulcer  pain.  An  adequate  explanation  for 
this  phenomenon  is  not  known.  Here  I think  is  the 
single  chief  virtue,  the  achievement  of  symptomatic 
relief.  That  it  does  not  necessarily  speed  the  healing 
of  ulcers  is  demonstrated  by  the  persistence  of 
craters  after  two  to  three  months  of  treatment  in  a 
number  of  instances. 

At  the  present  time  in  a number  of  patients  we 
have  substituted  Banthine  for  belladonna  as  a part 
of  the  usual  conventional  medical  management  con- 
sisting of  the  bland  diet  and  antacids.  The  dose  has 
(usually  been  50  mg.  before  each  meal  and  at  bed- 
(time.  Occasionally,  when  pain  is  severe,  100  mg. 
may  be  necessary. 

; Banthine  is  still  not  the  answer  to  the  so-called 
intractable  ulcer,  especially  penetrating  lesions.  In 
iny  experience  it  has  not  reduced  the  need  for  high 
[gastric  resection  in  certain  cases.  Its  introduction, 
however,  has  certaintly  added  a most  satisfactory 
'measure  to  the  usual  conventional  medical  form  of 
therapy,  and  its  chief  value  has  been  its  extra- 
ordinary capacity  to  relieve  ulcer  pain. 

Stephen  W.  Brouwer,  M.D.,  Clifton  Springs. — 
Dr.  Segal  has  undertaken  a difficult  problem  with 
• espect  to  the  place  of  Banthine  in  the  treatment  of 
the  duodenal  ulcer  syndrome  involving  the  assaying 
pf  pain,  which  varies  with  each  patient,  and  the 
determining  of  the  evidence  of  ulcer  healing,  which  is 
lefined  differently  by  many  different  authorities. 

His  introduction  to  the  subject  conveniently 
i;implifies  the  theoretic  background  developed  at 
/arious  times. 

Reporting  the  results  of  the  effect  of  alcohol  on 
gastric  secretion  and  its  inhibition  by  Banthine  adds 
o the  fund  of  data  concerning  the  pharmacology  of 
he  drug.  The  lack  of  effect  on  insulin  and  hist- 
itmine-induced  secretion  raises  the  question  of  which 
timulus  resembles  the  pathologic  process  in  the 
nearer  of  a duodenal  ulcer.  Also,  the  hormonal 
nechanism  would  have  continuity,  while  whatever 
ilcohol  was  absorbed  in  fifteen  minutes  has  to 
iffect  the  later  samples  as  well  as  be  dissipated  else- 
vhere.  Caffeine  could  also  be  given  parenterally 
vith  specific  effect. 

All  of  us  have  had  similar  difficulty  in  interpreting 


our  data  because  our  experience  is  limited  to  a 
period  which  would  include  only  one  complete 
annual  cycle,  during  which  time  other  salubrious  in- 
fluences may  have  been  effective.  An  alleged 
salubrious  influence  which  might  affect  our  ex- 
perience since  May  31,  1950,  at  Clifton  Springs  is 
one  which  gives  title  to  the  local  Rotary  Club’s 
weekly  news  letter,  which  is  the  sulfur  smell  from  the 
springs. 

The  proper  dosage  of  a drug  was  defined  for  us  as 
“enough”  by  Professor  Arthur  L.  Tatum  of  the 
University  of  Wisconsin  Department  of  Pharma- 
cology. It  will  be  fortunate  for  the  fairer  sex  if  they 
get  by  for  half  price.  My  sole  female  patient  who 
hemorrhaged  has  been  kept  from  further  distress  on 
50  mg.  of  Banthine.  It  may  be  well  to  start  with 
100  mg.  to  make  sure  that  anyone  who  might  have  to 
spend  57.6  cents  a day  on  this  drug  would  not  have 
to  fritter  away  some  while  still  suffering.  Timing 
of  the  dosage  according  to  the  Grimson-Searle  plan 
seems  to  be  logical.  Another  slant  is  given  by  the 
Henry  Ford  Hospital  schedule,  fostered  by  Dr. 
John  G.  Mateer,  directed  toward  unneutralized  acid 
in  the  stomach  and  duodenum  after  the  meal  has 
entered  the  intestine  and  nocturnal  secretion  by 
administration  after  meals,  at  bedtime,  and  during 
the  night. 

Dryness  of  mucosal  surfaces  mediating  conscious 
sensation  and  blurring  of  vision  occurred  commonly 
in  our  patients  and  persisted  with  the  least  dose, 
50  mg.  every  six  hours,  that  one  particular  patient 
achieved.  Several  patients  have  been  started  on  a 
program  of  reducing  their  dosage  from  this  by  half 
for  the  daytime  doses  for  a few  days  and  then  by 
half  of  the  night-time  doses  for  a few  days  to  try  to 
obtain  the  minimum  effective  dose.  Several  of  our 
patients  quit  this  drug  because  they  had  the  drying 
effect  so  unpleasantly. 

The  development  of  urinary  retention  cannot  be 
predicted  or  even  explained  by  the  findings  after 
the  difficulty  has  cleared. 

Bowel  regulation  was  not  difficult.  The  difficulty 
was  anticipated  by  warning  the  patients  to  overcome 
their  objective  and  subjective  mucosal  dryness  with 
water,  particularly  at  meals,  and  to  obtain  a daily 
movement  with  a small,  cool,  80  F.  tap  water  enema 
if  the  urge  or  results  were  not  normally  punctual. 

It  is  not  necessary  to  use  Banthine  for  every  duo- 
denal ulcer  patient.  A comprehensive  medical 
program  is  usually  sufficient. 

The  occurrence  of  night  pain  due  to  excessive 
night  secretion  is  an  indication  for  Banthine  at  the 
start  of  treatment.  Gastric  retention  requires 
twice  daily  aspirations  to  cope  with  less  effectual 
mobility  in  spite  of  decreased  secretion. 


SEE  ANNOUNCEMENT  OF  DISTRICT  BRANCH  MEETINGS  AND 
PROGRAMS  ON  PAGE  2169. 


THE  POSTDY SENTER1C  SYNDROME 

Sidney  M.  Fierst,  M.D.,  and  Abraham  Werner,  M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Medicine,  State  University  Medical  Center  at  New  York,  and  Department  of  Medicine, 
Brooklyn  Regional  Office,  Veterans  Administration) 


As  in  all  previous  wars,  dysenteric  disease 
was  a major  cause  of  medical  disability  in 
World  War  II.  Fortunately,  advances  in  group 
hygiene  and  the  availability  of  newer  therapeutic 
agents  such  as  antibiotics  resulted  in  complete 
cures  in  most  instances.  In  the  Veterans  Ad- 
ministration clinics,  however,  patients  com- 
plaining of  recurrent  or  persistent  abdominal 
pains,  with  or  without  diarrhea,  continue  to  be 
seen.  The  origins  of  these  symptoms  date  from 
the  original  dysenteric  infection.  Some  of  these 
complaints  have  persisted  for  as  long  as  eight 
years  with  little  or  no  response  to  the  therapeutic 
agents  then  available.  These  cases  pose  a for- 
midable challenge  to  the  attending  physician  be- 
cause of  the  continued  morbidity  and  disability. 

A long-term  study  was  undertaken  during  the 
past  three  years  to  uncover  the  factors  respon- 
sible for  the  persistence  of  symptoms  and  refrac- 
toriness to  treatment.  In  a previous  paper  the 
results  of  this  study  were  interpreted.1 

Material 

The  investigation  was  based  on  an  examination 
of  1 50  veterans,  twenty  to  fifty  years  old,  who  had 
incurred  a dysenteric  infection  while  serving  in 
the  armed  forces  from  two  to  eight  years  pre- 
viously. Eighty-one  had  originally  contracted 
amebic  dysentery,  64  bacillary  disease,  11  had 
sustained  a salmonella  infection,  and  one  each  had 
been  infested  with  giardiasis  and  schistosomiasis. 
Mixed  bacillary  and  amebic  infection  had  been 
confirmed  in  eight  of  this  group. 

Each  case  had  repeated  stool  cultures  and  ex- 
aminations for  pathogenic  bacteria  and  protozoa. 
Sigmoidoscopy,  colonic  x-ray  examinations,  small 
intestinal  x-rays  if  indicated,  gastric  analysis, 
rectal  swab  and  occasional  rectal  biopsy,  com- 
plete blood  count,  and  erythrocytic  sedimentation 
rate  were  done  whenever  possible.  The  food 
diary  method  was  used  to  obtain  evidence  of  food 
idiosyncrasy  or  food  allergy.  Psychosomatic 
factors  were  determined  by  interview,  and  further 
psychometric  examinations  were  done  where 
needed. 
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In  reviewing  the  statistics  obtained,  five  major 
factors  appeared  responsible  for  the  persistence  of 
symptoms.  These  included  persistence  of  in- 
fection, food  intolerance  or  sensitivity,  hypo- 
acidity or  anacidity,  organic  pathologic  changes, 
and  increased  susceptibility  to  psychosomatic 
stimuli. 

It  is  self-evident  that  specific  infection  must  be 
eliminated  completely  as  a cause  before  any  sue- ' 
cessful  therapeutic  result  can  be  anticipated.  In 
18  per  cent  of  the  cases,  pathogens  were  found  in 
the  stool.  In  some  the  original  etiologic  agent 
persisted,  but  in  others  previously  unrecorded 
amebic  or  salmonella  infection  was  discovered 
(Table  I).  Search  for  such  infecting  agents  must 
be  diligent;  in  some  cases  as  many  as  15  stool ' 
examinations  were  required  before  successful 
identifications  of  amebic  infection  resulted. 
Salmonella  choleraesuis  was  found  in  two  cases. 
The  salmonella  organisms  are  often  a neglected 
cause  of  chronic  intestinal  symptoms.  Silver- 
man  has  repeatedly  emphasized  the  role  they  may 
play  in  causing  unexplained  abdominal  pain  and 
diarrhea.2 

Once  a pathogenic  organism  was  discovered, 
the  newer  antibiotics  were  used.  Amebiasis  was  i 
treated  with  2 mg.  of  aureomycin  daily  for  ten 
days.  Treatment  was  followed  up  by  studying 
standard  and  postpurgation  stools  monthly  for ' 
six  months.  Only  one  relapse  was  noted,  and 
this  patient  was  cured  by  a second  course  of 
aureomycin.  The  amebae  generally  disappeared 
from  the  stools  within  ten  days  after  institution  of 
therapy.  Two  patients  subsequently  had  symp- 
tomatic recurrences,  but  at  no  time  after  diligent 
search  was  made  could  amebae  be  demonstrated 
in  their  stool.  Neither  aureomycin  nor  any  other 
amebicide  was  effective  in  relieving  them. 

Only  one  of  the  two  patients  infected  with 
salmonella  reported  for  treatment.  The  symp- 
toms quickly  subsided,  and  the  salmonella  were 
not  cultured  in  six  stools  after  a regimen  of 
chloramphenicol  and  sulfadiazine  had  been 
administered. 

The  development  of  intolerance  to  certain  foods 
in  some  cases  and  of  definite  food  allergy  in  others 
was  noted.  The  diseased  bowel  is  more  easily 
sensitized  to  various  allergens  than  is  the  normal 
bowel,  often  resulting  in  hyperactive  local  re- 
sponses with  resultant  spasm  and  diarrhea.  The 
foods  most  commonly  responsible  for  the  produc- : • 
tion  of  symptoms  were  the  common  food  allergens 
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TABLE  I. — Persistence  of  Infection 


Amebiasis 

Bacillary 

Salmonella 

Giardiasis 

Schistosomiasis 

Japonicum 

Stools  negative  (112) 

52 

48 

10 

1 

i 

Stools  positive  (38) 

Pathogens  (27) 

Endameba  histolytica  (22) 

12 

10 

Salmonella  choleraesuis  (2) 

1 

i 

Giardiasis  (1) 

i 

Hookworm  (1) 

i 

Trichiuris  trichiurae  (1) 

i 

Xonpathogens  (11) 

Endameba  coli  (4) 

3 

l 

Endameba  nama  (5) 

2 

3 

Dientameba  buetschlii  (2) 

I 

1 

(Table  II).  Eighty  per  cent  of  the  group  studied 
noted  some  food  intolerance  developing  after  their 
dysenteric  infection.  In  some  only  an  intoler- 
ance to  fats  or  fried  foods,  mechanically  coarse 
. food  ingredients,  or  iced  foods  seemed  to  be  the 
factors  responsible. 

It  was  postulated,  therefore,  that  an  increase  in 
local  bowel  reactivity  to  mechanical,  chemical, 

| and  physical  stimulation  was  an  important  cause 
of  postdysenteric  symptoms.  Correction  of 
these  irritating  factors  by  suitable  diet  therapy 
yielded  good  results  in  most  cases.  Antihis- 
taminics  had  no  effect  at  all. 

Thirty  per  cent  of  the  cases  that  had  analysis  of 
the  gastric  secretion  with  histamine  test  meal  had 
anacidity.  The  relationship  of  decreased  gastric 
secretion  to  diarrhea  has  been  noted  by  others.3 
Most  striking,  however,  is  the  high  incidence  of 
low  gastric  acidity  in  this  veterans  group,  which 
is  predominantly  in  the  young  age  range  (Table 
III).  Under  treatment  with  hydrochloric  acid, 
questionable  improvement  in  the  frequency  of 
bowel  movements  occurred.  The  responses  were 
not  striking,  however. 

Among  the  most  important  causes  of  persisting 
symptoms  were  the  frank  organic  changes  noted 
in  19  patients.  In  12  cases  chronic  ulcerative 
colitis  was  discovered.  It  is  of  interest  that  they 
were  equally  as  common  in  the  postamebic  group 
as  in  the  postbacillary  infection  group.  This 
serves  to  foster  the  impression  that  any  severe 
intestinal  infection  of  any  etiology  may  so  dis- 
rupt the  bowel  defense  mechanism  that  a chronic 
ulcerative  state  will  eventually  result. 


TABLE  III. — Food  Idiosyncrasy  or  Allergy* 


Bacillary 

Amebic 

Salmonella 

Milk  (47) 

24 

21 

2 

Spices  (24) 

14 

10 

Wheat  (4) 

2 

1 

i 

Eggs  (8) 

5 

3 

Coffee  (5) 

2 

3 

Cabbage  and  corn 
Tomato  (5) 

(18)  8 

8 

2 

2 

2 

1 

Chocolate  (3) 

2 

1 

Fish  (7) 

3 

4 

Whiskey  (7) 

3 

4 

Beef  (2) 

2 

Tobacco  (5) 

2 

3 

Orange  juice  (4) 

2 

2 

Pork  (8) 

3 

:i 

2 

Raw  fruit  (16) 

11 

4 

1 

Fat  (14) 

9 

5 

Total  Number 

57 1 

54 1 

9 

* There  were  no  instances  in  the  giardiasis  groups, 
t One  case  may  be  allergic  to  more  than  one  food  substance. 


The  importance  of  routine  sigmoidoscopy  is 
affirmed  by  the  fact  that  discrete  amebic  ulcers 
were  thus  discovered  in  six  cases.  Aspirations 
from  the  ulcers  were  positive  for  trophozoites  of 
Endameba  histolytica.  In  addition,  chronic 
regional  ileitis  was  found  in  one  case,  but  this  may 
be  a coincidental  finding,  unrelated  to  the  pa- 
tient’s previous  amebic  infection. 

Twenty  per  cent  of  the  cases  showed  an  in- 
creased gastrocolic  reflex.  In  some  patients 
even  a drink  of  water  produced  the  urge  to  def- 
ecate. It  is  postulated  that  some  local  injury  to 
the  autonomic  nervous  system  of  the  colon  re- 
sulted from  the  severe  dysenteric  infection.  This 
could  produce  a lowered  sensory  threshold  and 
account  for  increased  sensitivity  to  any  or  most 


TABLE  II.— Gastric  Analysis  and  Age  Grodf* 


Bacillary 
— -Age  Group- 


Amebic 
-Age  Group- 


Salmonella 
-Age  Group- 


21  to  25  26  to  30  31  to  35  41  to  45  21  to  25  26  to  30  31  to  35  36  to  40  41  to  45  21  to  25  26  to  30 


Achlorhy- 

dria 

Low 

(1  to  15) 
Normal 
(15  to  40) 
High  (40) 


* Also  giardiasis — 1 ease,  normal,  age  26;  Trichuris  (giardiasis) — 1 case,  low,  age  36. 
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stimuli.  In  a psychoneurotic  person  who  is  al- 
ready bowel  conscious,  the  additional  symptoms 
resulting  from  the  lowered  threshold  of  response 
after  dysentery  may  aggravate  the  pre-existing 
psychoneurotic  state,  thereby  setting  up  a vicious 
cycle. 

An  attempt  was  made  to  treat  these  patients 
from  the  standpoint  of  neural  as  well  as  psychic 
injury.  Trasentine,  with  or  without  pheno- 
barbital,  was  effective  in  some  cases.  Belladonna 
and  its  alkaloids  appeared  slightly  more  effective. 
Recently  we  have  used  Banthine  in  small  doses  of 
25  to  50  mg.  four  times  daily.  In  25  cases  stud- 
ied, 15  showed  complete  cessation  of  diarrhea 
and  cramps;  four  cases  showed  moderate  im- 
provement, while  four  patients  had  to  discontinue 
the  drug  because  of  side-effects  of  skin  rash 
resembling  bromidism,  tinnitus,  and  headaches. 
In  one  case  the  cramping  pains  were  relieved,  but 
the  diarrhea  increased,  while  one  patient  noted 
aggravation  of  both  cramps  and  diarrhea. 

Where  drug  and  diet  therapy  failed  the  psy- 
chiatric division  undertook  psychotherapy.  Fif- 
teen per  cent  of  our  patients  are  now  under  treat- 
ment, and  the  results  are  incomplete. 

Summary 

1 . Recurrent  diarrhea  and  abdominal  pain  is  a 
major  diagnostic  problem  encountered  among 
veterans  with  a history  of  previous  enteric  infec- 
tion. 

2.  Persistent  specific  infection  must  be  dili- 
gently sought  for  and  eliminated  in  order  to 
achieve  any  cure. 

3.  Local  organic  changes  may  occur  in  the 
colon  following  such  an  infection  and  are  respon- 
sible for  the  continued  morbidity.  The  organic 
changes  include  ulcerative  colitis,  scarring,  and 
atrophy. 

4.  As  a result  of  the  infection,  functional 
changes  including  spasm,  hypersecretion,  and  in- 
creased reactivity  to  various  mechanical  and 
physical  stimuli  may  result.  The  development 
of  food  allergy  or  idiosyncrasy  is  noted. 

5.  Psychosomatic  factors  are  frequently  pres- 
ent. 
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Discussion 

Edward  F.  Driscoll,  M.D.,  Buffalo. — Recurrent 
diarrhea  with  abdominal  distress  and  cramps  is  not 


only  a disease  of  veterans  but  is  encountered  very 
frequently  in  the  civilian  population.  The  picture 
of  the  unstable  colon,  as  described  by  the  authors, 
presents  a problem  demanding  patience,  persist- 
ence, and  at  least  a fair  degree  of  diagnostic  acu- 
men. While  I believe  most  of  these  cases  have  a 
psychosomatic  background,  this  diagnosis  should 
be  made  only  after  a very  careful  study  with  a com- 
plete history  and  physical  examination,  rectal  and 
sigmoidoscopic  studies,  colon  x-rays  and  upper  gas- 
trointestinal x-rays  including  small  bowel  studies, 
and  microscopic  search  and  culture  of  the  stools. 
Only  after  this  has  been  done  can  the  diagnosis  of 
“irritable  colon”  or  psychosomatic  diarrhea  be  con- 
sidered. 

Food  allergy  is  a very  common  cause  of  gastro- 
intestinal symptoms.  One  of  the  chief  offenders  in 
practice  and  as  shown  in  this  paper  is  milk.  The 
importance  of  this  cannot  be  overlooked  as  milk  is 
used  widely  as  a therapeutic  measure  in  the  treat- 
ment of  gastrointestinal  conditions  such  as  de- 
scribed here  today.  Many  times  the  ulcer-like  pic- 
ture and  the  irritable  colon  are  cured  by  removing 
milk  from  the  patient’s  diet. 

I have  never  been  impressed  by  the  so-called  gas- 
trogenic  diarrhea  on  the  basis  of  achlorhydria.  It 
is  the  very  rare  patient  who  derives  any  benefit 
from  the  ingestion  of  dilute  hydrochloric  acid. 

I quite  agree  that  patients  who  have  suffered 
colitis  due  to  infection  or  infestation  are  prone  to 
develop  an  “unstable  colon,”  but  I feel  that  con- 
sciousness of  their  colon  outweighs  any  structural  : 
change,  although  structural  change  can  and  does 
recur. 

H.  Walden  Retan,  M.D.,  Syracuse. — One  must 
bear  in  mind,  in  thinking  about  the  behavior  of  the 
intestine,  that  the  content  of  the  bowel  is  actively 
infectious,  that  when  for  any  reason  the  natural  pro- 
tective membrane  is  harmed,  the  organisms  present 
can  gain  access  to  the  submucous  tissue  and  add  to 
the  disease.  Also  diarrhea  tends  to  perpetuate 
itself,  for  the  bowel  content,  when  rushed  through 
the  small  bowel,  is  imperfectly  digested  and  ab- 
sorbed, thus  feeding  the  bacteria  in  the  colon  which 
produce  the  irritating  products  of  fermentation. 

Whenever  one  encounters  a case  which  seems  to 
fall  into  the  category  of  the  postdysentery  syn- 
drome, he  must  satisfy  himself  by  every  means  at 
his  disposal  that  the  original  disease  is  gone  or  rec- 
ognize its  presence  and  treat  it.  He  must  even 
bear  in  mind  that  new  and  perhaps  more  malignant 
disease  may  have  developed,  and  he  must  search 
diligently  for  it.  Equal  care  and  patience  will  be 
needed  to  evaluate  the  clues  suggesting  an  allergic 
makeup  with  intestinal  symptoms.  And,  finally, 
every  patient  who  presents  these  symptoms  may 
be  under  some  clearly  disturbing  but  poorly  under- 
stood psychic  stress.  These  cases  often  serve  to 
sharpen  the  old  saw  that  the  gastrointestinal  tract 
is  the  sounding  board  of  the  emotions. 


People  will  buy  anything  that’s  one  to  a customer. — Sinclair  Lewis 
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CARCINOMAS  primary  in  the  liver,  gallblad- 
der, bile  ducts,  and  pancreas  constitute  a uni- 
i formly  fatal  group  of  tumors  accounting  for  5 to 
10  per  cent  of  all  cancer  mortality.  In  the  past 
the  clinical  detectability  of  these  carcinomas  has 
been  so  poor  that  over  half  have  not  been  diag- 
nosed correctly  until  autopsy.  Although  success- 
ful resections  of  hepatic,  biliary  tract,  and  pan- 
creatic malignancies  have  been  occasionally  re- 
ported by  Halsted,  Whipple,  Waugh,  Cattell,  and 
, Garlock,  the  value  of  these  operations  in  terms  of 
case  salvage  remains  open  to  debate.  These  ex- 
! tremely  poor  therapeutic  results  arise  from  the 
following  factors: 

1.  The  natural  history  and  location  of  origin 
of  these  tumors:  Arising  in  inaccessible  areas, 
they  frequently  metastasize  widely  before  symp- 
■ toms  appear;  nothing  can  be  done  concerning 
this  factor  at  present. 

2.  The  inadequacy  of  diagnostic  methods 
differentiating  hepatocellular  icterus  from  that 
due  to  chronic  obstruction  and  for  determining 
the  etiology  of  obstructive  jaundice  within  the 
first  few  days  of  disease : In  those  tumors  which 
do  produce  early  symptoms  such  as  upper  ab- 
dominal pain  and  obstructive  jaundice,  the 
methods  appear  inadequate.  Improvement  in 
these  methods  is  the  subject  of  this  paper. 

3.  The  delay  in  surgery  resulting  from  pro- 
longed biliary  obstruction  and  secondary  hepato- 
cellular inadequacy:  Frequently  the  necessity 
i of  performing  two-stage  operative  procedures  for 
carcinomas  in  this  area  defeats  the  very  purposes 
of  the  procedure,  since  explosive  metastatic 
spread  of  cancer  often  takes  place  between  stages, 
perhaps  as  a result  of  stimulus  to  wound  healing 
augmenting  neoplastic  proliferation  or  spread  of 
disease  as  a result  of  manipulation  of  abdominal 
contents. 

The  principal  diagnostic  methods  now  avail- 
able to  the  practitioner  for  detection  of  hepatic, 
biliary  tract,  and  pancreatic  cancer  include 
cholecystograms  and  barium  meals,  liver  needle 
biopsy,  and  the  common  liver  function  tests. 
Cholecystograms  are  very  seldom  of  any  use  at  all 
in  the  presence  of  obstructive  or  hepatocellular 
jaundice  as  a result  of  inadequate  dye  excretion. 

This  study  has  been  aided  by  teaohing  grants  from  the 
United  States  Public  Health  Service. 
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ion  on  Gastroenterology  and  Proctology,  May  3,  1951. 


Barium  meals,  even  in  expert  hands,  usually  re- 
veal only  far-advanced  and  inoperable  lesions  of 
the  pancreas.  By  the  time  that  extrinsic  masses 
deform  the  gastric  antrum  or  duodenum  or  in- 
vasion of  the  mucosa  of  the  latter  organ  is  demon- 
strable, widespread  dissemination  of  the  tumor 
has  already  taken  place.  Unfortunately,  ex- 
ploratory laparotomy  is  often  deferred  until  de- 
formity of  the  duodenal  loop  is  clearly  demon- 
strable. Liver  needle  biopsy  in  experienced 
hands  may  be  utilized  for  the  patient  with  a 
prothrombin  time  of  more  than  65  per  cent  of 
normal  but  is  chiefly  useful  in  the  recognition  of 
metastases.  Furthermore,  its  use  is  unwise  if  any 
hope  of  operability  can  be  entertained,  owing  to 
the  possibility''  of  spread  of  tumor  cells.  Liver 
function  tests  may  differentiate  obstructive  from 
hepatocellular  jaundice  in  the  first  few  weeks  of 
disease  but  provide  little  reliable  evidence  dis- 
tinguishing malignant  from  benign  obstructive 
lesions.  For  example,  totally  obstructive  icterus 
is  quite  commonly  seen  in  the  first  few  days  of  the 
more  severe  cases  of  infectious  hepatitis,  and  not 
infrequently  malignant  disease  is  initially  diag- 
nosed. Conversely,  ulceration  of  tumors  may 
lead  to  intermittent  jaundice  in  many  cases, 
causing  erroneous  diagnostic  impressions  and 
surgical  delay. 

Progress  in  control  of  the  mortality  from  these 
tumors  rests  upon  augmenting  the  clinical  re- 
sources available  to  the  practitioner  in  his  office, 
so  that  the  relatively  small  number  of  tumor  prob- 
lems among  other  gastrointestinal  cases  may  be 
suspected  at  once  and  submitted  to  surgery  within 
one  or  two  weeks  of  appearance  of  symptoms. 
Any  diagnostic  aid  should  be  sufficiently  inexpen- 
sive and  safe  to  be  used  on  the  majority  of  gastro- 
intestinal problems  without  unduly  compro- 
mising the  physician’s  time. 

Technic 

Intubation  of  the  duodenum  with  a Levin  tube 
or  Rehfuss  tube  with  collection  of  biliary  tract 
and  pancreatic  secretions  appeared  to  satisfy  the 
above  criteria  and  offered  a means  of  obtaining 
epithelial  cells  shed  from  the  earliest  phases  of 
these  carcinomas.1  Radiologic  check  on  the 
position  of  the  tube  is  necessary  principally  in 
patients  with  obstructive  jaundice.  Application 
of  the  staining  methods  of  Papanicolaou  to  sedi- 
ments of  these  secretions  was  possible  with  minor 
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Fig.  1.  Cells  from  duodenal  drainage.  Exfoli- 
ated clump  of  tumor  cells  from  well-differentiated 
adenocarcinoma  of  the  common  bile  duct  (left)  con- 
trasted to  normal  columnar  biliary  epithelium 
(right).  Barium  meal  at  this  time  revealed  “no 
organic  lesion  of  stomach,  duodenum,  or  bowel.” 
Patient  now  living  with  recurrence  of  tumor  after 
resection  one  year  ago.  (240  X) 


modifications.  Excellent  cytology  has  been  ob- 
tained in  over  90  per  cent  of  cases,  provided  that 
important  precautions  are  carried  out  against  the 
digestion  of  the  specimens  by  proteolytic  enzymes 
and  loss  of  tissue  during  staining. 

The  success  or  failure  of  this  technic  depends 
upon  the  physician  himself  supervising  every  de- 
tail of  these  precautions  in  collection  of  the  speci- 
men. Clean  tubing,  free  of  grease  or  oil,  must  be 
used  for  intubation,  as  well  as  chemically  clean 
glass  slides.  No  oily  lubricant  should  be  used 
while  passing  the  tube.  Biliary  and  pancreatic 
juice  is  collected  directly  into  chemically  clean 
containers  immersed  in  an  ice  bath.  The  secre- 
tion is  then  neutralized  to  pH  7.0  with  1 per  cent 
sodium  carbonate.  Within  thirty  minutes  of 
collection  the  chilled  neutral  secretion  is  cen- 
trifuged at  1,800  revolutions  per  minute  for  ten 
minutes,  and  a few  drops  of  the  sediment  are  as- 
pirated and  smeared  onto  slides,  one  to  four  drops 
per  slide.  These  slides  usually  need  no  pre- 
liminary albumin  coating  but  should  be  immedi- 
ately fixed  while  wet  in  cold  acetone  (preferabty) 
or  equal  parts  of  alcohol  and  ether.  We  have 
found  it  helpful  to  dip  the  fixed  slides  twice  into 
1 per  cent  celloidin  in  acetone,  drying  for  a few 
seconds  until  the  coating  whitens,  before  staining 
by  Papanicolaou  technic.2  This  tends  to  prevent 
occasional  loss  of  cells  during  the  staining  pro- 
cedure, perhaps  from  the  detergent-like  action  of 
bile  which  destroys  the  adherence  of  the  tissues  to 
the  slide. 


Fig.  2.  Negative  x-ray  films  of  duodenal  loop  in 
same  patient  as  Fig.  1. 


Material 

Observations  have  been  carried  out  in  55  pa- 
tients with  neoplastic  disease  and  in  85  other 
diagnostic  problems  with  benign  disease,  ranging 
from  common  duct  stone  to  advanced  hepatic 
cirrhosis.  Correlation  with  pathologic  studies 
has  been  possible  in  nearly  all  the  tumor  cases  and 
in  over  one  third  of  the  controls. 

Two  thirds  of  carcinomas  primary  within  the 
gallbladder,  bile  ducts,  and  pancreas  exfoliate 
well-preseived  neoplastic  elements  into  the  duo- 
denal contents  (Fig.  1).  By  contrast,  in  only  one 
third  of  these  cases  did  x-ray  studies  offer  any  aid 
in  diagnosis.  Malignant  cells  in  duodenal  con- 
tents represented  primary  rather  than  metastatic 
tumor  in  80  per  cent  of  cases.  When  pathologic 
comparison  was  possible,  these  cells  closely  re- 
sembled those  seen  in  the  margin  of  the  tumor 
Cells  from  undifferentiated  tumors  were  more 
readily  recognized  in  the  duodenal  contents  thar 
from  well-differentiated  carcinomas.  Some  o 
the  failures  in  detection  of  tumor  cells  can  b< 
ascribed  to  presence  of  severe  cholangitis,  exces- 
sive bleeding,  and  poor  preservation  of  the  sedi- 
ment. Unsatisfactory  smears  comprised  les: 
than  7 per  cent  of  the  total  number.  Errors  u 
false  positive  diagnosis  attributable  to  inexperi 
ence  constitute  thus  far  only  3 per  cent  of  the  con  ( 
trol  series  of  cases.  The  results  obtained  an 
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based,  for  the  most  part,  on  the  interpretation  of 
single  drainages.  A higher  degree  of  accuracy 
would  be  anticipated,  had  multiple  observations 
been  made  in  each  case. 

These  observations  have  been  carried  out  on 
hospitalized  diagnostic  problems  for  the  most  part 
so  that  nearly  all  tumor  cases  represented  ad- 
vanced disease.  Considerable  evidence  has  been 
accumulated  from  cytologic  studies  of  sputum 
and  vaginal  secretion  that  far-advanced  cancers 
'shed  fewer  cells  than  early  invasive  carcinomas, 
perhaps  as  a result  of  reduced  blood  supply  and 
surface  necrosis.  The  value  of  this  procedure  in 
clinical  practice  cannot  be  proved  until,  like 
sputum  examination  and  vaginal  smear  tests,  it 
‘has  been  widely  applied  to  office  and  outpatient 
>.ases.  However,  in  our  series  of  terminal  cases, 
■ytologic  evidence  of  cancer  was  obtainable 
;wice  as  often  as  definite  radiologic  evidence  of 
leoplasia,  such  as  deformities  of  the  antrum  or 
luodenal  loop.  In  no  case  as  yet  has  the  cyto- 
ogic  method  failed  when  definite  x-ray  findings 
vere  present.  Therefore,  we  have  shown  that 
he  method  can  provide  evidence  of  disease  prior 
:,o  radiologic  changes.  Furthermore,  positive 
iimears  were  obtainable  in  spite  of  complete  ob- 
struction of  the  biliary  tract  by  tumor  from 
growths  within  the  gallbladder  or  the  body  and 
> ail  of  the  pancreas,  which  did  not  involve  the 
luodenum  or  stomach  at  autopsy.  Tumors  less 
han  2 cm.  in  diameter  have  been  recognized  on 
he  basis  of  these  drainages  (one  case  of  common 
I pile  duct  carcinoma  and  one  gallbladder  polyp  re- 
liorted  in  this  series;  one  case  of  pancreatic  carci- 
ioma  reported  by  McNeer  and  Ewing).3  There- 
ore,  there  is  good  reason  to  expect  that  evidence 
If  pancreatic  and  biliary  tract  cancer  will  often  be 
btained  by  drainage  long  before  x-rays  can 
emonstrate  the  gross  pathology.  More  favor- 
able cases  for  surgical  exploration  and  one-stage 
;esection  may  be  thereby  anticipated.  The 
rigin  of  tumor  cells  seen  in  smears  at  present  can- 
ot  be  inferred  from  the  cell  morphology  so  that 
xploratory  laparotomy  is  necessary  to  localize 
he  tumor. 

In  the  present  series,  four  cases  with  positive 
mears  were  technically  operable.  In  one  case, 
eritoneal  metastases  from  a previously  resected 
denocarcinoma  of  the  colon  prevented  removal  of 
2-cm.  diameter,  papillary  carcinoma  of  the  com- 
lon  bile  duct.  In  the  second  case,  a two-stage 
mcreaticoduodenectomy  and  transverse  colec- 
>my  was  possible  for  a carcinoma  4 cm.  in  diam- 
.er  of  the  head  of  the  pancreas,  the  patient 
ying  of  a massive  hemorrhage  on  the  tenth  post- 
lerative  day.  In  the  third  case,  a cholecysto- 
j unostomy  was  performed  as  the  first  stage  pro- 
cure for  an  apparently  localized  tumor  8 cm.  in 
ameter  in  the  head  of  the  pancreas.  Within  a 


month  widespread  hepatic  metastases  developed, 
preventing  further  definitive  surgery.  A one- 
stage  pancreaticoduodenectomy  was  possible  in 
the  fourth  case  for  removal  of  a papillary  adeno- 
carcinoma of  the  common  bile  duct  located  5.5 
cm.  proximal  to  the  ampulla  of  Vater  (Fig.  2). 
This  tumor  was  multicentric  in  origin,  each  area 
measuring  about  2 mm.  in  diameter,  and  invaded 
the  wall  of  the  duct  as  far  as  the  proximal  incision 
margin.  A two-stage  procedure  was  possible  in 
another  patient  with  a tumor  of  the  intrapan- 
creatic  portion  of  the  common  bile  duct  whose 
drainages  were  repeatedly  negative. 

The  chief  indications  for  duodenal  drainage  for 
the  detection  of  biliary  and  pancreatic  cancer 
appear  to  be  as  follows: 

1.  Obstructive  Jaundice,  with  or  without 
pain.  Drainage  should  be  carried  out  as  an 
emergency  procedure. 

2.  Undiagnosed  upper  abdominal  pain,  es- 
pecially if  the  barium  meal  fails  to  reveal  conclu- 
sive etiologic  pathology. 

There  are  few,  if  any,  true  contraindications  to 
duodenal  drainage.  Usually  its  use  should  be 
avoided  in  the  presence  of  acute  cholecystitis. 
Upper  gastrointestinal  intubation,  properly  car- 
ried out,  very  seldom  constitutes  a risk  for  the  in- 
duction of  hemorrhage  from  esophageal  varices. 

Conclusions 

On  the  basis  of  the  present  limited  experience, 
improvement  in  therapy  of  carcinomas  of  the  bile 
ducts,  gallbladder,  and  pancreas  rests  chiefly  upon 
the  early  application  of  cytodiagnostic  technics  to 
duodenal  drainages  performed  much  more  widely 
in  gastroenterologic  problems.  Prolonged  med- 
ical observation  and  dependence  upon  radiologic 
diagnosis  is  nearly  always  fatal,  even  in  the  best 
of  hands.  Exploratory  laparotomy  is  the  only 
method  of  establishing  the  diagnosis  in  cases  with 
positive  drainages,  and  the  earlier  it  can  be  recom- 
mended, the  less  the  risk  to  the  patient  and  the 
better  the  chance  of  definitive  surgery. 

65  East  Newton  Street 
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Discussion 

Hannah  Peters,  M.D.,  Rochester. — The  examina- 
tion of  desquamated  cells  seems  especially  important 
in  those  organs  which  cannot  be  seen  or  felt  directly 
and  are  hidden  within  the  body.  The  indirect 
visualization  through  contrast  media  of  the  gastro- 
intestinal tract  represents  an  important  diagnostic 
aid  in  the  diagnosis  of  carcinoma,  but,  in  addition, 
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other  methods  have  to  be  found  which  make  the 
recognition  of  carcinoma  possible  before  it  is  large 
enough  to  produce  a shadow  on  the  x-ray  film.  The 
examination  of  desquamated  cells  of  the  organ  under 
investigation  is  of  great  interest  as  they  represent  a 
sample  of  the  surface  cells  of  the  organ.  Changes  in 
the  epithelium  will  be  mirrored  in  changes  in  the 
desquamated  cells.  Normally  the  duodenal  sedi- 
ment contains  a few  columnar  cells.  In  inflamma- 
tory diseases,  presence  of  stones,  or  disturbed  circu- 
lation, changes  occur  in  the  cell  population  which  are 
identifiable.  If  cancer  is  present  in  one  of  these 
organs,  it  will  shed  cells  which  can  be  found  among 
others  in  the  duodenal  drainage.  We  have  learned 
from  accumulated  experience  in  vaginal,  bronchial, 
urinary,  and  prostatic  cytology  that  early  cancer 
sheds  cells  freely.  Pictures  which  Dr.  Lemon 
showed  demonstrated  well  the  outstanding  charac- 
teristics of  cells  desquamated  from  a malignant 
tumor  in  the  gallbladder,  bile  ducts,  or  pancreas. 
Some  of  the  characteristic  clumps  of  neoplastic 
cells  that  were  shown  are  similar  to  those  found  in 
the  sediment  of  ascitic  fluid  at  later  stages  of  the 
disease.  The  examination  of  ascitic  fluid  is  helpful 
in  establishing  differential  diagnosis,  although  at 
times  cells  in  this  medium  are  extremely  difficult  to 
identify. 

Dr.  Lemon’s  remarkable  results  of  finding  tumor 
cells  in  the  drainage  of  two  thirds  of  his  reported 
cases  with  carcinoma  no  doubt  depends  upon  pains- 
taking technical  efforts  as  well  as  skill  in  cytologic 
interpretation.  These  two  points  Dr.  Lemon  did 
not  stress  but  probably  took  them  for  granted  and  as 
self-understood,  and  yet  they  are  important. 
Preservation  of  the  desquamated  cell  in  the  gastro- 
intestinal tract  is  one  of  the  major  obstacles  in 
getting  satisfactory  material  transferred  onto  the 
slide  for  microscopic  examination.  A thorough 
familiarity  with  cells  normally  desquamated  from 
the  organs  under  consideration  is  essential,  as  well  as 
experience  with  the  variations  occurring  in  disease. 
We  know  from  recently  published  articles  that  it  is 
possible  to  recognize  cells  shed  from  very  early 
carcinoma  of  the  uterus,  kidney,  and  lung.  It  is 
hoped  that  as  our  combined  efforts  in  cytology  grow, 
it  might  also  be  possible  to  identify  carcinoma  in  the 
gastrointestinal  tract  long  before  it  has  become  a 
serious  threat  to  the  patient’s  life. 

S.  Tannhauser,  M.D.,  Buffalo. — This  paper, 
especially  its  technical  part,  has  taught  me  a great 
deal  and  has  furnished  me  with  stimulation  to  con- 


tinue work  in  this  difficult  field.  Unfortunately  our 
material  is  much  smaller  than  Dr.  Lemon’s  and  also 
much  less  impressive  as  to  results.  During  the  time  i 
we  had  approximately  2,000  cytologic  sputum  ex-  ! 
animations  we  had  only  63  examinations  for  gastric 
and  duodenal  fluids,  of  which  five  were  positive  and 
later  confirmed;  one  was  falsely  positive  due  to  lack  I 
of  experience  at  the  beginning  of  this  work.  In 
looking  over  the  pertinent  literature,  especially  the  j 
latest  paper  of  Dr.  Papanicolaou  in  the  March,  1951, 
issue  of  Cancer,  one  is  impressed  by  the  fact  that  ' 
most  of  the  examinations  for  cancer  cells  in  gastric! 
fluids  were  done  in  well-established  carcinoma  cases.  | 
As  far  as  I understood  Dr.  Lemon’s  paper,  his  work 
too  was  done  in  the  majority  of  cases  in  advanced  oi 
even  terminal  conditions.  In  the  experience  of  a 
pathologist  in  a moderate-sized  hospital  this  type  oi 
investigative  work  is  very  difficult  to  carry  through 
with  private  patients,  especially  when  the  diagnosis ' 
has  already  been  established  without  doubt  by  othei 1 
means,  for  instance,  x-ray.  The  examination  oil 
gastric  contents  has  unfortunately  likewise  gone  out ' 
of  fashion  notwithstanding  the  valuable  informatior 
which  may  be  obtained  thereby.  I have  tried  tcfl 
emphasize  again  and  again  the  great  value  of  chemi- 
cal and  also  cytologic  examination  of  gastric  anc  j 
duodenal  contents,  but  it  is  asked  for  and  performec 
only  in  a comparatively  small  number  of  cases. 

Another  point  which  impressed  me  in  my  work  a- 
well  as  in  going  through  the  literature  is  the  impor 
tance  of  well-functioning  teamwork,  both  in  securini  j 
specimens  and  in  the  immediate  technical  workuj 
like  centrifugation,  fixing,  staining,  etc.  This  caf 
easily  be  done  in  large  hospitals  with  an  adequati 
staff  set  up  for  pure  investigation.  It  is  quit' 
difficult  in  a smaller  hospital  where  the  pathologis 
may  be  busy  with  many  things  at  the  same  time  am 
cannot  spare  adequate  time  for  investigations  of  thi 
type  just  when  that  time  is  required.  You  have  fi,  j 
have  residents  who  are  especially  interested  in  thi 
work  and  take  the  time  to  carry  it  through  from  th 
beginning  to  the  end;  then  you  get  the  best  results 
Therefore,  I feel  that  unfortunately  the  cytolcgi 
examination  of  gastric  and  duodenal  contents  is  no : 
yet  feasible  for  reliable  routine  examination  as  it  ca 
be  done  with  sputum.  In  the  latter  examinations 
with  the  special  embedding  method  used  in  our  ir 
stitution,  no  preferred  handling  is  necessary  fror 
the  time  the  patient  passes  the  specimen  into  th 
fixing  fluid  up  to  the  time  the  pathologist  looks  int 
the  microscope  at  the  finished  slide. 


ANTICOAGULANT  DRUGS  EFFECTIVE  UN  SEVERE  FROSTBITE 


A report  on  the  experience  with  the  use  of  bishy- 
droxycourmarin  (Dicumarol)  and  heparin  sodium 
was  made  in  the  July  14  issue  of  the  J.A.M.A.  by 
Drs.  Frank  V.  Theis,  William  R.  O’Connor,  and 
Frederick  J.  Wahl.  They  are  associated  with  the 
Hektoen  Institute  for  Medical  Research,  the  depart- 
ment of  surgery  of  Cook  County  Hospital,  and  the 
Presbyterian  Hospital,  Chicago. 


Fourteen  of  the  30  patients  with  acute  frostbi 
admitted  to  Cook  County  Hospital  during  the  wu 
ters  of  1949  and  1950  were  treated  with  anticoap 
lants.  The  results  were  most  gratifying,  as  on 
one  of  the  treated  patients  required  local  amput 
tion  of  a finger.  The  duration  of  hospitalizatk 
has  been  appreciably  reduced,  and  the  patients  r 
turned  to  normal  activities  more  quickly. 


AN  EVALUATION  OF  TEROPTERIN  THERAPY  IN 
METASTATIC  NEOPLASMS 


Solomon  Weintraub,  M.D.,  Isidore  Arons,  M.D.,  Louis  T.  Wright,  M.D.,  Lia  R.  Andler, 
M.D.,  Aaron  Prigot,  M.D.,  Jane  C.  Wright,  M.D.,  and  Saul  P.  Lehv,  M.D.,  New  York  City 
I ( From  the  Tumor  Service  of  Harlem  Hospital ) 


1EWIS0HN  and  coworkers  in  1944  and  1945 
J reported  that  a fermentation  of  Lactobacillus 
casei  factor  inhibited  the  growth  of  sarcoma  180 
transplanted  in  female  Rockland  mice  and  that 
about  one  third  of  the  single  spontaneous  breast 
cancers  observed  in  three  different  strains  of  mice 
showed  complete  regression.1-4  This  substance, 
by  isolation  and  degradative  reactions,  was  shown 
to  have  two  extra  moles  of  glutamic  acid.6,6 
’Subsequently  SubbaRow  and  his  associates  syn- 
thesized pteroyl-y-glutamyl-y-glutamyl  glutamic 
acid  (pteroyltriglutamic  acid  or  Teropterin),  and 
ijthis  substance  was  shown  to  have  microbiologic 
activities  identical  with  those  of  the  fermentation 
|L.  casei  factor.7 

i Armed  with  toxicity  studies  and  the  animal 
l3xperiments,  Farber,  Brockman,  and  their  co- 
workers, and  Lehv  and  associates  from  this  clinic 
parried  out  extensive  clinical  trials  of  Terop- 
iterin.8-11'* *  It  was  generally  agreed  that  Terop- 
erin  is  relatively  nontoxic  and  may  be  given 
prally,  intramuscularly,  and  intravenously. 
Lehv  and  associates  also  concluded  that  pain  was 
elieved  in  most  cases  and  that  all  patients  ex- 
hibited a sense  of  well-being  and  cheerfulness. 

Recently  Hardy  and  associates  reported  results 
bbtained  in  a study  of  413  cases  of  advanced  neo- 
plastic disease.12  They  concluded  that  a signifi- 
cant degree  of  relief  indicates  that  sodium 
pteroylglutamic  acid  will  play  a useful  role  in  the 
cease  of  patients  suffering  from  cancer,  although  it 
cannot  be  expected  to  eradicate  the  disease. 

VTaterial 

This  is  a study  of  102  patients  with  pathologi- 
cally proved  metastatic  cancer  to  whom  Terop- 
erin  was  administered  as  a palliative  measure 
fter  all  other  therapeutic  methods  and  agents 
tad  failed.  There  were  44  females  and  58  males 
n this  series.  The  ages  ranged  from  sixteen  to 
cighty-two  years. 

Table  I shows  the  age  and  sex  distribution  and 
he  various  types  of  neoplasms  studied.  The 

Presented  at  the  fifth  Congr*5s  International  du  Cancer, 
aris,  July,  1950. 

This  investigation  was  supported,  in  part,  by  a research 
rant  from  the  National  Cancer  Institute  of  the  National 
astitutes  of  Health,  U.S.  Public  Health  Service. 

* Furnished  through  the  courtesy  of  the  Lederle  Labora- 
>ries  Division,  American  Cyanamid  Company,  Pearl  River, 
.'ew  York. 


duration  of  treatment  varied  from  three  to  687 
days. 

Teropterin  was  administered  orally  and  intra- 
muscularly. Farber  and  associates  have  also 
employed  the  drug  intravenously,  administering 
12,740  mg.  to  one  patient  within  a period  of  six 
weeks.8 

The  drug  was  given  orally  in  27  cases,  and  the 
dose  employed  by  us  ranged  to  500  mg.  daily. 
In  75  cases  the  drug  was  used  intramuscularly, 
the  dose  varying  from  20  to  150  mg.  daily.  The 
maximum  total  given  to  any  one  patient  was 
33,200  mg.  orally  over  a period  of  170  days  and 
27,480  mg.  intramuscularly  over  a period  of  525 
days.  There  was  no  evidence  of  either  acute  or 
chronic  toxicity. 

The  dose  schedule  varied  from  patient  to 
patient,  and  the  dosage  was  increased  until  the 
desired  effect  was  reached  or  until  otherwise  ade- 
quate trial  of  the  compound  had  been  made.  We 
noted  relief  of  pain  and  sense  of  well-being  as 
early  as  three  days  after  initiation  of  therapy  and 
as  late  as  twenty-six  days.  The  period  of  relief 
from  pain  varied  from  ten  days  to  two  years. 
The  patients  on  intramuscular  therapy  responded 
more  rapidly  than  did  those  on  oral  therapy. 
The  maximum  response  to  the  drug  varied  with 
the  patient  but  was  generally  obtained  at  doses 
between  20  and  150  mg.  intramuscularly  daily 
and  100  to  250  mg.  orally  daily.  Higher  doses 
were  generally  no  more  effective. 

When  the  drug  ceased  to  be  effective,  often 
pain  would  recur,  followed  by  coma  and  death; 
in  other  instances,  death  occurred  suddenly 
without  recurrence  of  pain. 

To  eliminate  the  psychic  factor  we  substituted 
injections  of  distilled  water,  and  pain  promptly 
recurred  and  again  disappeared  upon  reinstitu- 
tion of  Teropterin  therapy. 

All  cases  under  treatment  did  not  respond. 
However,  a sufficient  number  of  cases  showed  im- 
provement to  justify  a continuation  of  the  study. 

In  Table  II  the  percentage  of  cases  showing 
improvement  is  listed  and  compared  with  Hardy’s 
series.  The  total  number  of  cases  treated  was 
102,  and  of  these,  55  cases,  or  54  per  cent,  showed 
subjective  relief. 

Obviously  any  decrease  in  pain,  as  evidenced 
by  reduced  narcotic  requirements  of  patients, 
was  due  either  to  the  specific  action  of  Teropterin 
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TABLE  I. — Age  and  Sex  Distribution  in  Various  Types  of  Malignancies  Under  Teroptehin  Therapy 


Disease 

Number 

of 

Cases 

* __ 

11 

to 

20 

21 

to 

30 

31  41 

to  to 

40  50 

51 

to 

60 

61 

to 

70 

71 

to 

80 

81 

to 

90 

Carcinoma  of  the  stomach 

18 

7M 

4M 

2M 

3F 

2F 

Carcinoma  of  the  prostate 

10 

1M 

4M 

5M 

Carcinoma  of  the  breast 

10 

2F 

2F 

4F 

2F 

Carcinoma  of  the  colon 

11 

1M 

2M 

3M 

1M 

IF 

IF 

IF 

IF 

Carcinoma  of  the  rectum 

3 

IF 

1M 

IF 

Metastatic  carcinoma — primary  site  undetermined 

7 

1M 

1M 

1M 

IF 

IF 

IF 

IF 

Carcinoma  of  the  pancreas 

5 

1M 

1M 

IF 

2F 

Primary  hepatoma 

2 

1M 

IF 

Carcinoma  of  the  gallbladder 

1 

1M 

Perianal  epidermoid  carcinoma 

6 

1M 

1M 

1M 

1M 

IF 

IF 

Carcinoma  of  the  esophagus 

2 

2M 

Carcinoma  of  the  lung 

1 

1M 

Carcinoma  of  the  ovary 

2 

IF 

IF 

Carcinoma  of  the  cervix 

1 

IF 

Carcinoma  of  the  kidnev  and  kidney  pelvis 

2 

IF 

1M 

Carcinoma  of  the  urinary  bladder 

3 

2M 

IF 

Malignant  neurilemmoma 

1 

1M 

Malignant  melanoma 

2 

iF 

1M 

Osteogenic  sarcoma 

1 

IF 

Liposarcoma 

1 

1M 

Fibrosarcoma 

3 

1M 

1M 

IF 

Ewing’s  tumor 

1 

1M 

Malignant  lymphoma 

2 

2M 

Hodgkin’s  disease 

3 

1M 

1M 

IF 

Leukemia,  chronic  myelogenous 

2 

2F 

Leukemia,  acute  myelogenous 

i 

IF 

Multiple  myeloma 

1 

IF 

Total  males 

58 

2 

1 

1 

19 

14 

12 

9 

Total  females 

44 

2 

3 

6 

7 

16 

6 

3 

1 

Total 

102 

4 

4 

7 

26 

30 

18 

12 

1 

or  to  a psychogenic  factor.  Most  of  the  patients 
were  under  treatment  for  a considerable  length  of 
time  prior  to  chemotherapy,  and  it  is  our  opinion 
that  where  beneficial  results  were  obtained,  they 
were  due  to  Teropterin.  The  mental  depression 
and  secondary  gastrointestinal  disturbance  pres- 
ent in  patients  under  narcotic  therapy  were 
absent  in  patients  benefited  in  this  series. 

Objective  signs  of  improvement  have  been 
noted  by  other  observers.  Farber  and  associates 
report  the  decrease  in  size  of  metastatic  nodules 
from  an  amelanotic  carcinoma;  decrease  in  size 
of  metastases  to  the  lung  from  a carcinoma  of  the 
testis;  degeneration  and  necrosis,  which  on  two 
occasions  was  massive,  as  seen  on  pathologic  ex- 
amination of  tumors;  reduction  of  the  acid 
phosphatase  level  in  the  blood  of  a patient  with 
multiple  metastases  to  bone  from  a carcinoma  of 
the  prostate.8  Klainer  has  reported  clinical  and 
roentgenologic  improvement  under  Teropterin 
therapy  of  a metastatic  carcinoma,  presumably 
originating  in  the  breast.13,14 

Histopathologic  studies  in  this  group  of  patients 
showed  no  changes  that  could  be  attributed  to 
Teropterin.  Certain  temporary  changes  were 
noted,  such  as  roentgenologic  improvement  of  a 
carcinoma  of  the  esophagus,  decrease  in  size  of 
the  metastatic  nodules  from  a carcinoma  of  the 
breast,  decrease  in  size  of  a retroperitoneal  fibro- 


sarcoma, improvement  in  the  neurologic  signs  and 
symptoms  from  a metastatic  carcinoma  of  the 
prostate,  and  temporary  return  to  normal  of  the 
acid  phosphatase  level  in  the  blood  of  patients 
with  metastatic  prostatic  neoplasms.  With 
metastatic  tumors  of  the  prostate,  objective  signs 
of  improvement  were  so  variable  and  infrequent 
that  we  feel  that  Teropterin  exerts  no  specific 
action  on  the  neoplasm  itself. 

Twelve  of  our  patients,  or  11.7  per  cent 
showed  some  objective  evidence  of  improvemen 
of  one  type  or  another. 

Case  Reports 

The  following  case  histories  are  abstract© 
since  they  represent  the  two  patients  who  wer 
treated  with  Teropterin  for  the  longest  period  c 
time  and  who  revealed  both  subjective  and  objec 
tive  changes  during  therapy.  The  first  case  wa 
reported  previously  from  this  hospital.11 

Case  1. — E.  G.,  a sixty- five-year-old  patient,  ws 
admitted  to  the  hospital  on  October  25,  1946,  wit 
metastatic  carcinoma  of  the  prostate.  He  had  had 
prostatectomy,  and  in  December  of  1946  an  orchic 
ectomy  was  performed.  The  patient  was  give 
radiation  therapy,  stilbestrol,  and  curare  with  n ' 
appreciable  improvement.  Clinically,  the  patiei 
presented  evidence  of  almost  complete  paresis  of  tl 
lower  extremities  with  anesthesia  of  the  lower  rig! 
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ABLE  II.— Comparison  of  Cases  Showing  Clinical  Improvement  as  Manifested  bi  Sense  of  Well-being  and  Relief 

of  Pain 


Disease 

-Hardy’s  Series 
Number 
Relieved 

Total 

Number 

Per  Cent 
Relieved 

Total 

Number 

x ins  oeries 
Number 
Relieved 

Per  Cent 
Relieved 

ircinoma  of  the  stomach 

22 

13 

59 

18 

8 

44 

ircinoma  of  the  prostate 

16 

10 

62 

10 

9 

90 

ircinoma  of  the  breast 

103 

51 

50 

10 

5 

50 

ircinoma  of  the  colon  and  rectum 

69 

26 

38 

14 

7 

50 

ircinoma  of  the  liver,  primary 

3 

0 

0 

2 

1 

50 

ircinoma  of  the  pancreas 

12 

9 

75 

5 

2 

40 

ircinoma  of  the  esophagus 

9 

6 

67 

2 

2 

100 

etastatic  carcinoma — primary  site  undetermined 

7 

6 

86 

ircinoma  of  the  gallbladder 

1 

0 

0 

ircinoma  of  throat,  mouth,  and  tongue 

10 

4 

40 

ircinoma  of  tonsils  and  nasopharynx 

9 

5 

56 

ircinoma  of  bronchus 

4 

1 

25 

ircinoma  of  the  lung 

20 

9 

45 

1 

i 

100 

rianal  epidermoid  carcinoma 

6 

3 

50 

lircinoma  of  the  cervix 

23 

ii 

48 

1 

0 

0 

ircinoma  of  the  ovary 

17 

9 

53 

2 

0 

0 

ircinoma  of  the  uterus 

10 

3 

30 

.rcinoma  of  the  vagina 

3 

1 

33 

■rcinoma  of  the  kidney 

6 

3 

50 

2 

2 

100 

rcinoma  of  the  urinary  bladder 

7 

4 

57 

3 

1 

33 

rcinoma  of  the  parotid 

1 

0 

0 

rcinoma  of  the  skin 

6 

4 

67 

inal  cord  tumor,  unspecified 

1 

0 

0 

iteogenic  sarcoma 

1 

1 

100 

ioblastoma 

2 

2 

100 

rcoma,  unspecified 

12 

5 

42 

ilignant  melanoma 

10 

3 

30 

2 

1 

50 

prosarcoma 

3 

2 

67 

posarcoma 

1 

0 

0 

mphosarcoma 

5 

3 

60 

ilignant  lymphoma 

2 

2 

100 

dgkin’s  disease 

5 

1 

20 

3 

1 

33 

ring's  tumor 

1 

0 

0 

iltiple  myeloma 

2 

i 

50 

1 

1 

100 

ilignant  neurilemmoma 

1 

0 

0 

lukemia 

3 

0 

0 

3 

0 

0 

scellaneous 

18 

11 

61 

known 

5 

4 

80 

[Ital 

413 

199 

48 

102 

55 

54 

( reniity  and  partial  anesthesia  of  the  lower  left 
t remity.  He  had  extensive  metastatic  lesions  of 
i : skeleton  with  spinal  cord  involvement. 

From  the  date  of  admission  until  Teropterin 
1 :rapy  was  started,  the  patient  was  bedridden  and 
(itinued  to  have  lancinating  pains  associated  with 
s isticity  of  the  legs. 

Teropterin  therapy  was  initiated  on  October  13, 
-17.  During  the  following  three  weeks  there  was 
( isiderable  improvement  of  the  sensory  and  motor 
unges  in  tire  legs.  On  November  7,  the  patient 
' s able  to  walk  about  with  comfort.  At  infrequent 
iervals  the  spasm  of  the  legs  recurred. 

From  October  13,  1947,  to  July,  1949,  this  im- 
I ivement  was  maintained.  The  patient  required 
i sedation,  and  his  appetite  and  morale  were  con- 
serably  improved.  He  had  several  episodes  of 
i iominal  distention  due  to  cholelithiasis  and  chole- 
tititis.  In  June,  1949,  the  patient  had  precordial 
I n,  and  an  electrocardiogram  taken  on  June  17, 
ljl9,  showed  changes  due  to  myocardial  damage  and 
i eft  axis  deviation. 

in  July  the  patient  developed  low  back  pain,  in- 
closing in  severity,  and  by  September  1,  1949,  he 
v|s  unable  to  walk.  Neurologic  examination  at 
tji  time  showed  hyperesthesia  of  the  feet  and  re- 
®|;ed  vibratory  sense  and  muscle  tendon  sense  in 
tj  toes.  Dosage  of  Teropterin  was  increased,  and 
t patient  improved  except  for  increasing  spasm  of 
t legs.  His  weight  was  maintained  at  136  pounds, 
a he  felt  well. 


On  November  7,  1949,  the  patient  suddenly  be- 
came dyspneic.  Examination  revealed  a temper- 
ature of  105.6  F.  and  pulse  120  with  blood  pressure 
of  60/40.  He  lapsed  into  coma  and  expired  the 
next  da}’. 

Postmortem  revealed  old  suprapubic  prostatec- 
tomy, carcinoma  of  the  prostate  with  extensive 
skeletal  metastases,  cholelithiasis,  and  arterio- 
sclerotic kidneys. 

The  total  dosage  of  Teropterin  administered  in 
this  case  was  as  follows:  28,050  mg.  orally  over  a 
period  of  162  days,  and  27,480  mg.  intramuscularly 
over  a period  of  525  days. 

Case  2. — J.  N.,  a fifty-one-year-old  female,  had 
been  operated  upon  at  Lenox  Hill  Hospital  in  May, 
1948,  and  was  found  to  have  an  inoperable  retro- 
peritoneal fibrosarcoma.  On  November  4,  1948, 
because  of  intractable  pain,  the  patient  was  referred 
to  our  clinic. 

On  November  14,  1948,  the  patient  was  placed  on 
Teropterin  therapy,  50  mg.  intramuscularly  daily. 
One  week  after  initiation  of  therapy,  she  reported 
considerable  relief  of  pain  with  improvement  in  her 
appetite.  By  April,  1949,  there  was  reduction  in 
the  size  of  the  abdominal  mass.  While  under  treat- 
ment, the  patient  gained  6 pounds,  reaching  138 
pounds,  which  she  stated  was  her  average  weight 
during  maturity. 

She  continued  to  improve  until  September,  1949. 
At  this  time  numerous  subcutaneous  nodules  were 
noted,  and  a chest  plate  revealed  pea-sized  metas- 
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taaes  to  the  lungs.  A repeat  biopsy  was  reported 
as  fibrosarcoma  showing  evidence  of  necrosis. 

Since  further  examinations  indicated  that  the 
abdominal  mass  was  again  increasing  in  size,  the 
patient  was  given  another  form  of  chemotherapy. 

The  total  dosage  of  Teropterin  administered  in 
this  case  was  as  follows:  33,200  mg.  orally  over  a 
period  of  170  days,  and  19,800  mg.  intramuscularly 
over  a period  of  225  days. 

Comment 

The  mode  of  action  of  Teropterin  is  unknown. 
It  has  been  called  an  “antifolic”  and  an  “anti- 
metabolite.” Since  it  contains  three  glutamic 
acid  radicals,  its  action  may  be  closely  related  to 
that  of  glutamic  acid. 

Thunberg  demonstrated  the  oxidation  of 
glutamic  acid  by  minced  peripheral  nerve,  and 
Quastel  and  Wheatley  demonstrated  its  oxidation 
by  brain.16-16  Fleisch  indicated  that  minced 
Jensen  rat  sarcoma  also  oxidized  glutamic  acid.17 
More  recently,  Price  and  coworkers  have  shown 
that  glutamic  acid  has  an  anticonvulsive  effect 
in  petit  mal  epilepsy  and  also  affects  favorably 
the  cortical  function  in  feeble-minded  children.18 
Slaughter  demonstrated  by  experiments  in 
normal  humans  that  the  administration  of 
pteroyltriglutamate  consistently  produced  anal- 
gesia, as  interpreted  by  a rise  in  the  pain  thresh- 
old.19 

In  the  absence  of  morphologic,  objective  evi- 
dence of  change  due  to  the  use  of  Teropterin,  the 
Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  and  others  such  as 
Karnofskv  and  Gellhorn  and  Jones  consider  the 
drug  without  value  in  the  management  of  incur- 
able cancer.20-22 

Gilmore  described  in  detail  two  cases  out  of  19 
in  which  he  thought  Teropterin  may  have  been 
of  value.23  In  the  remaining  17  cases  there  was 
no  evidence  of  beneficial  effect  on  the  progress  of 
the  disease. 

The  conclusion  of  the  Council  on  Pharmacy 
and  Chemistry  is  not  in  keeping  with  the  findings 
in  this  series.20  We  are  certain  that  life  has  been 
prolonged  in  some  cases  by  the  use  of  Teropterin 
and  that  the  patients  have  been  made  more  com- 
fortable. 

The  work  of  other  investigators  suggests  the 
possibility  that  the  subjective  improvement 
noted  in  patients  on  Teropterin  therapy  may  be 
due  to  an  effect  on  the  central  nervous  system 
and  that  some  of  the  objective  changes  may  be 
due  to  the  interference  with  cellular  metabolism 
by  the  conjugated  glutamic  acid.16-19 

Summary 

1.  Teropterin  was  used  in  102  cases  of  meta- 


static neoplasms  after  all  other  known  forms  < 
therapy  had  failed. 

2.  Treatment  was  given  from  three  to  6£ 
days,  in  dosages  varying  from  20  to  150  m 
intramuscularly  daily,  and  from  100  to  500  m 
orally  daily.  Maximum  response  varied  wil 
the  patient  but  was  generally  obtained  at  dos 
between  20  and  150  mg.  intramuscularly  ai 
between  100  and  250  mg.  orally. 

3.  There  was  subjective  improvement  in  J 
per  cent  of  the  cases,  as  evidenced  by  relief 
pain,  sense  of  well-being,  and  improved  morale. 

4.  There  was  neither  conclusive  histopath: 
logic  evidence  of  specific  cellular  change  in  ai 
instance,  nor  were  we  able  to  prove  that  object! 
signs  of  improvement  noted  by  us  were  due  to 
definite  effect  on  the  neoplasm. 


Conclusions 

Teropterin  is  a valuable  addition  to  palliati 
agents  available  for  use  today  in  the  manageme 
of  incurable  cancer.  It  is  nontoxic  and  has 
deleterious  side  effects.  This  enhances 
worth.  Its  mode  of  action  is  still  undetermim 
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Case  Reports 


CARCINOMA  OF  THE  JEJUNUM 

Bernard  A.  Duffy,  M.D.,  Albany,  New  York 


( From  the  Child’s  and 

' 

T IS  a curious  fact  that  pathology  of  the  jejunum 
is  rarely  considered  in  present-day  medicine.  A 
■ Lv  decades  ago  typhoid  was  a common  invader,  but 
Jay  this  is  seldom  encountered.  The  most  fre- 
jent  cause  of  dysfunction  is  some  type  of  obstruc- 
>n — usually  a new  growth.  I would  like  to  add 
to  cases  of  jejunal  carcinoma  from  the  Albany 
ew  York)  area  to  the  few  already  in  the  literature. 
|A  summary  of  representative  literature  indicates 

fit  malignancy  of  the  small  bowel  constitutes  be- 
een  5 and  6 per  cent  of  all  gastrointestinal  cancers; 
unal  carcinomata  make  up  approximately  40  per 
lot  of  these.  It  is,  therefore,  unlikely  that  any  one 
; rgeon  would  see  more  than  two  or  three  such  cases 
• ring  his  active  professional  life. 

Indeed,  the  Albany  Hospital  has  records  of  only 
fee  jejunal  cancers  in  207,500  admissions  since 
85;  Memorial  Hospital  reports  none  in  38,000 
^missions,  while  at  St.  Peter’s  but  one  is  recorded 
-345,000  admissions. 

Of  the  cases  reported  in  the  literature,  it  was  found 
tit  the  lesion  occurred  more  frequently  in  men  (by 
;,atio  of  2: 1)  and  that  the  average  age  was  between 
15  ty-three  and  forty-seven  years. 

< se  Reports 

Case  1. — Mrs.  I.  C.,  a thirty-six-year-old  woman, 
'.s  referred  to  me  for  sterility  study  in  April,  1949. 

1 giving  her  history  she  stated  she  had  two  children, 

1 v five  and  seven  years  old,  and  had  had  a spon- 
lieous  abortion  at  two  and  one-half  months  in 
• atember,  1947.  She  also  mentioned  that  she  had 
home  constipated  within  the  last  few  months  and 
lit  she  was  always  tired,  even  though  she  did  no 
f enuous  or  tiring  work.  She  thought  she  was 
1 ing  weight  steadily. 

The  patient  was  an  anemic  looking,  slightly  under- 
' ight  individual.  Findings  of  the  head  and  neck, 
flirt,  and  lungs  were  negative.  The  abdomen  pre- 
* 1 ted  no  masses  or  tender  areas;  kidneys  were 
i;ative.  Pelvic  examination  was  negative  except 
1 a nontender,  freely  movable,  hard,  firm,  nodular 
1 ss,  approximately  6 cm.  in  diameter,  lodged  in 
tj!  posterior  cul-de-sac.  Rectal  examination  was 
i ;ative.  The  pelvic  mass  was  diagnosed  as  a 
] iicle  fibroid,  and  excision  was  advised. 

A midline  incision  was  made  between  the  sym- 
iysis  pubis  and  the  umbilicus.  The  peritoneal 
( rity  was  entered,  and  immediately  several  dis- 
t ded  loops  of  small  bowel  were  observed.  Inspec- 
1 a of  the  pelvic  organs  revealed  a uterus  of  normal 
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size  and  no  pathology  in  either  tubes  or  ovaries. 
The  distended  loop  of  bowel  was  brought  into  the 
wound  and  found  to  be  constricted  at  the  midpoint 
with  a hard  papillary  mass.  This  mass  was  covered 
with  a smooth,  glistening  serosa  and  had  completely 
shut  off  the  lumen  of  the  bowel  except  for  a very 
small  aperture  about  the  size  of  a matchstick.  The 
distention  extended  for  approximately  30  cm.  on 
either  side  of  the  growth.  No  implants  could  be 
felt  in  any  of  the  other  loops.  There  were  no  ad- 
hesions; no  nodular  masses  could  be  felt  in  the  liver. 
The  ileocecal  junction  was  observed,  and  a normal 
appendix,  found  to  be  attached  thereto,  was  not 
disturbed  at  the  time.  It  was  deemed  unwise  to  do 
a resection  at  this  point.  Accordingly,  a jejunos- 
tomy  tube  was  inserted  and  secured  with  two  purse- 
string sutures,  whereupon  the  gut  was  seen  to  deflate 
rapidly. 

Over  a period  of  four  days  two  units  of  plasma, 
1,500  cc.  of  blood,  and  6,000  cc.  of  5 per  cent  glucose 
were  administered. 

Four  days  after  the  original  operation  the  patient 
was  returned  to  the  operating  room,  and  the  incision 
was  reopened.  The  gut  was  found  to  be  completely 
deflated,  and  the  second  operative  procedure  was 
carried  out  by  excising  a triangular  area  of  mesentery 
directly  beneath  the  pathologic  area.  The  base  of 
the  triangle  (which  measured  approximately  25  cm. 
in  length)  was  next  to  the  bowel.  Following  this, 
the  bowel  was  resected  by  the  use  of  a Furness 
clamp,  and  an  end-to-end  anastomosis  was  performed 
with  two  running  sutures  of  black  silk.  The  entire 
el  vis  and  abdominal  cavity  were  again  explored, 
ut  no  pathology  other  than  that  in  the  gut  could  be 
observed  or  palpated.  The  wound  was  then  closed 
with  continuous  through-and-through  chromic  on 
the  peritoneum,  fascia,  and  muscle.  The  underlying 
subcutaneous  tissue  was  approximated  with  several 
interrupted  sutures. 

The  procedure  was  carried  out  under  spinal 
anesthesia.  Bleeding  was  minimal  and  well  con- 
trolled. The  patient  withstood  the  experience  well. 
Twenty-four  hours  postoperatively  she  had  a tem- 
perature of  99  F.  and  a pulse  rate  of  90.  She  was 
bright  and  alert  and  moving  about  her  bed.  Out  of 
bed  in  forty-eight  hours,  she  left  the  hospital  on  the 
fourteenth  postoperative  day.  Five  months  later 
she  had  gained  20  pounds,  no  masses  could  be  felt 
in  the  abdomen,  and  she  was  in  excellent  spirits. 

Pathologic  Report. — Gross:  The  specimen  con- 
sists of  a section  of  jejunum  which  measures  18  cm. 
in  length.  About  4.5  cm.  from  one  end  there  is  a 
rounded  circumscribed  lesion  which  measures  4 cm. 
in  length  and  involves  the  entire  circumference  of 
the  bowel  wall.  The  lesion  is  raised  approximately 
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Fin.  1.  Sections  of  the  tumor  show  wildly  grow- 
ing and  bizarre  acini  occurring  in  closely  packed 
masses  or  scatterred  singly  throughout  the  dense 
fibrous  t issue.  ( 100  X ) 


0.8  cm.  and  has  an  ulcerated  and  granular  appear- 
ance. On  cross  section  all  layers  of  the  bowel  wall 
appear  to  be  involved.  In  the  surrounding  adipose 
tissue  close  to  the  mesenteric  attachment  there  is  a 
rounded  nodule  which  measures  about  0.8  cm.  in 
diameter  and  has  a homogeneous  grayish  appear- 
ance. It  is  firm  in  consistency. 

Microscopic:  Sections  of  the  tumor  show  wildly 
growing  and  bizarre  acini  occurring  in  closelv  packed 
masses  or  scattered  singly  throughout  the  dense 
fibrous  tissue  (Fig.  1).  These  are  composed  of 
a single  layer  of  tall  columnar  .cells  which  have  pale 
pink  cytoplasm  and  oval,  hvperchromatic  nuclei. 
Mitoses  are  frequent,  and  there  are  large  zones  of 
necrosis.  The  neoplasm  invades  the  entire  wall  and 
is  present  in  many  of  the  lymph  nodes  examined. 

Diagnosis:  Adenocarcinoma  of  the  jejunum. 

Addendum.— Since  this  paper  was  written,  this 
patient  in  November,  1950,  was  delivered  of  a 
healthy  8-pound,  3-ounce,  baby  girl.  A check-up 
in  the  middle  of  December  revealed  no  evidence  of 
pathology. 

Case  2. — Mr.  J.  O.,  a sixty-one-year-old  white 
male,  was  admitted  to  St.  Peter’s  Hospital  on  July  7, 
1949,  complaining  of  weakness  and  dizziness. 

He  stated  that  he  had  felt  well  for  the  past  nine 
months  and  had  no  symptoms  until  the  day  of 
admission  except  for  one  tarrjr  stool  with  a trace  of 
bright  red  blood  two  days  previously. 

Physical  examination  revealed  a well-developed, 
obese,  very  pale  individual  in  no  apparent  distress. 
Examination  of  all  systems  produced  no  positive 
findings  except  some  pitting  edema  of  the  legs  and 
ankles. 

Operative  procedure  included  resection  of 
jejunum,  subtotal  jejunectomv,  and  end-to-end 
anastomosis.  Under  Pontocaine  spinal  anesthesia, 
later  supplemented  with  general  anesthesia,  the 
abdominal  cavity  was  entered.  The  entire  liver 
surface  was  palpated,  and  there  was  no  evidence  of 
secondary  metastatic  invasion.  The  ligament  of 
Treitz  was  identified,  and  the  small  bowel  was  traced 
distally.  Approximately  I foot  distal  to  the  liga- 
ment of  Treitz,  located  in  the  proximal  jejunum,  was 
a cicatrizing  annular  lesion  completely  encircling  the 


Fro.  2.  Sections  show  a massive,  cauliflower-lil 
tumor  consisting  of  hyperchromatic  columnar  ej 
thelial  cells  which  replace  the  mucosa  of  the  jejunu 
and  invade  through  the  entire  thickness  of  the  bow 
wall.  (500  X) 


bowel.  The  jejunum  proximal  to  the  lesion  w 
definitely  hypertrophied  and  dilated  and  was  rel 
tively  collapsed  distal  to  the  lesion.  Although  the 
wras  induration  and  retraction  of  the  jejunum  towa 
the  mesentery  at  the  base  of  the  tumor,  no  palpat 
enlarged  nodes  in  the  root  of  the  mesentery  or  in  t 
periaortic  space  were  found. 

The  jejunum  was  doubly  clamped  approximate 
3 inches  proximal  and  distal  to  the  lesion,  which  w 
cut  between  the  clamps,  and  all  four  surfaces  we 
cauterized  with  phenol  and  alcohol  and  incisio 
made  on  both  sides  of  the  mesentery.  A Y-shap 
wedge  of  mesentery  was  removed  along  with  t 
tumor  mass  and  the  blood  vessels  ligated. 

An  end-to-end  anastomosis  was  carried  out  unc 
aseptic  technic,  approximating  the  mucosal  surfa( 
of  trie  jejunum  to  one  another;  a continuous  intestii 
chromic  stitch  was  used.  Two  lasers  of  continuoi 
black,  interrupted  intestinal  silk  were  placed  abc 
the  circumference  of  the  anastomosis,  completing 
The  rent  in  the  mesentery  was  closed  on  both  sic 
with  continuous  intestinal  black  silk.  The  bowel " 
then  replaced,  and  the  abdomen  was  closed  in  laye 

Bleeding  during  the  entire  procedure  was  nej 
gible.  During  the  operation  the  patient  receiv 
about  250  cc.  of  whole  mood  intravenously  and  abc 
750  cc.  of  5 per  cent  glucose  in  normal  saline, 
withstood  the  whole  procedure  wrell  and  was  return 
to  his  room  in  good  condition.  Final  diagnosis  v 
annular  cicatrizing  carcinoma  of  the  jejunum  w 
no  evidence  of  gross  metastases. 

The  usual  postoperative  procedures  were  carr 
out,  consisting  of  a Levine  tube,  Wangensteen  dra 
morphia,  dihydrostreptomycin,  and  intravem 
glucose.  The  patient  responded  well  to  treatme 
He  had  a fluid  movement  on  the  fifth  day.  Sutu 
were  removed  on  the  fourteenth  day.  An  evisc 
ation  followed  a slight  coughing  paroxysm,  wh 
was  corrected  by  operation.  On  the  seventeei 
day,  the  tube  was  removed  and  a soft  diet  giv 
He  coughed  up  a small  amount  of  blood.  On 
eighteenth  day,  he  ate  three  good  meals  and 
“very  good.”  About  6 p.m.,  however,  he  sudde 
became  cyanotic,  pulseless,  and  semicomatose  w 
labored,  irregular  respirations  and  expired  in  11 
period  of  less  than  five  minutes.  Postmortem  fi 
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ings  included  saddle  embolus  of  pulmonary  artery 
and  purulent  local  and  moderate  diffuse  peritonitis. 

Pathologic  Report. — Gross:  The  specimen  con- 

sists of  a portion  of  small  bowel  measuring  16  cm. 
in  length,  which  has  been  sectioned.  The  serosa  is 
clear  and  smooth  with  red-brown  color,  except  for  a 
scarring  defect  5 cm.  from  the  distal  end  which  ex- 
tends 4 cm.  across  the  lumen  of  the  bowel,  causing  a 
definite  constriction.  The  mesenteric  tissue  (fibro- 
adipose)  contains  four  lymph  nodes  near  this  area, 
the  largest  of  which  measures  1.5  cm.  in  diameter. 
One  large  lymph  node  is  found  in  the  fibroadipose 
tissue  just  adjacent  to  the  scarred  area  and  cuts 
firmly  on  section,  showing  a smooth,  grayish- white, 
stippled  surface.  The  sections  of  the  other  three 
lymph  nodes  are  not  remarkable.  The  wall  of  the 
small  bowel  is  of  average  thickness,  and  the  mucosa 
n the  proximal  portion  shows  large,  flattened  rugae. 
Five  centimeters  from  the  distal  end  there  is  a definite 
change  in  the  mucosa  to  a cauliflower-like  appear- 
xnce  with  an  annular  growth  which  projects  and 
protrudes  into  the  lumen  of  the  bowel  forming  some 


polypoid  masses  of  mucosa.  Sections  through  this 
area  reveal  a thickened  fibrous  wall  measuring  1 to 
1.5  cm.  in  thickness  with  cross  striations  of  fibrous 
tissue  appearing  to  invade  the  serosa  and  the  sub- 
jacent fibroadipose  tissue  in  the  mesentery.  The 
annular  tumor  mass  is  4 cm.  in  length  and  shows  a 
definite,  broad,  rolled  edge  at  its  junction  with  the 
mucosa  of  the  bowel.  A thin,  hemorrhagic  exudate 
is  present.  In  portions  the  annular  growth  is  in- 
dented and  shows  a constriction  corresponding  to 
the  scarring  on  the  serosal  surface. 

Microscopic:  Sections  show  a massive,  cauli- 
flower-like tumor  consisting  of  hyperehromatic 
columnar  epithelial  cells  which  replace  the  mucosa 
of  the  jejunum  and  invade  through  the  entire  thick- 
ness of  the  bowel  wall.  Mitotic  figures  are  infre- 
quent (Fig.  2).  Sections  of  the  four  lymph  nodes 
identified  grossly  show  one  node  to  be  entirely  re- 
placed by  neoplastic  cells.  The  remaining  three 
nodes  were  not  remarkable. 

Diagnosis:  Adenocarcinoma  of  jejunum  with 
metastasis  to  a regional  lymph  node. 
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the  outside  the  same  motto  or  device  and  containing  the  name  and  address  of  the 
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Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
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THE  EFFECT  OF  RADIATION  ON  THE  PRODUCTS  OF  CONCEPTION  IN  A 
CASE  OF  CARCINOMA  OF  THE  CERVIX  COMPLICATING  PREGNANCY 

Joseph  Rich,  M.D.,  Alfred  A.  Angrist,  M.D.,  and  Frederick  Carpenter,  M.D.,  Flushing 
New  York 

( From  the  Departments  of  Obstetrics  and  Gynecology  and  Pathology,  Queens  General  Hospital) 


'T’HERE  are  a few  detailed  descriptions  in  the  liter- 
ature  of  human  placental  changes  due  to  irradia- 
tion, although  there  have  been  many  reports  of  carci- 
noma of  the  cervix  complicating  pregnancy  and  a 
number  of  pregnancies  have  been  terminated  by 
x-ray  irradiation.  The  purpose  of  this  paper  is  to 
present  the  findings  in  the  placenta  of  a patient  with 
carcinoma  of  the  cervix  treated  by  extensive  ir- 
radiation. 

Mundell  noted  that  the  use  of  radium  in  or  against 
the  cervix  of  a pregnant  uterus  is  a risk  to  the  fetus 
in  the  early  months  but  not  so  much  so  in  the  latter 
half  of  pregnancy.1  Fetal  defects  varied  from  alo- 
pecia to  microcephaly,  mental  deficiency,  and  gross 
abnormalities.  Baer  noted  that  local  application  of 
not  more  than  3,000  milligram-hours  of  radium  to 
the  cervix  produces  little  effect  upon  a viable  fetus 
provided  the  head  is  not  engaged.5  A gap  of  more 
than  5 cm.  between  the  radium  and  vertex  was  favor- 
able. Complete  irradiation  in  the  presence  of  early 
pregnancy  (not  more  than  sixteen  to  eighteen  weeks) 
produces  death  of  the  fetus  in  most  instances  and 
termination  of  the  pregnancy  by  spontaneous  and 
complete  abortion.5-6  The  products  of  conception 
are  passed  in  an  average  of  four  weeks,  and  an  inter- 
val of  as  much  as  five  days  between  passage  of  the 
fetus  and  the  placenta  was  experienced  without 
complication.6 

Case  Report 

Mrs.  R.  C.,  a twenty-eight-year-old  white  primi- 
para,  was  admitted  to  Queens  General  Hospital  on 
April  12,  1949.  The  past  and  family  histories  were 
essentially  negative.  She  had  had  a normal  preg- 
nancy and  delivery  six  years  prior  to  admission. 
Other  than  for  a period  of  bleeding  with  lower 
abdominal  cramps  and  passage  of  blood  clots  in 
October  of  1948,  her  menses  had  been  entirely  nor- 
mal. For  one  year  she  had  had  a thick  yellow  dis- 
charge from  the  vagina.  Her  March  period  was 
normal  but  was  followed  by  vaginal  spotting  and 
occasional  bouts  of  fever.  On  April  7,  1949,  she 
was  admitted  to  another  hospital  because  of  right 
lower  abdominal  pain  and  vaginal  spotting.  Physi- 
cal examination  at  that  time  revealed  a hard  indu- 
rated and  ulcerated  cervix  with  a “frozen”  pelvis. 
Biopsy  was  taken,  and  a diagnosis  of  infiltrating 
epidermoid  carcinoma  of  the  cervix  with  concomit- 
ant cervicitis  was  made.  The  patient  received  sulfa- 
diazine and  penicillin  for  the  latter,  pending  transfer 
to  Queens  General  Hospital  for  radium  therapy. 

Positive  physical  findings  were  moderate  right 
lower  abdominal  tenderness,  bloody  vaginal  dis- 
charge, and  a stony  hard  cervix  replaced  by  an 
ulcerating,  infiltrating  mass,  measuring  7 cm., 
which  bled  easily.  There  was  extension  of  the 
process  to  the  adjacent  vagina  and  to  the  adnexae 
bilaterally.  The  sacrouterine  ligaments  were  in- 
volved. The  uterus  was  slightly  enlarged,  but 
pregnancy  was  not  suspected.  A second  biopsy 


confirmed  the  diagnosis  of  squamous  cell  carcinoma 
of  the  cervix.  No  bleeding  or  abdominal  cramps  ; 
followed  this  procedure. 

From  April  25  through  April  29,  the  patient  re- 
ceived 1,500  r through  anterior  and  posterior  fields. 
Beginning  May  2,  she  received  4,500  milligram-hours  i 
of  radium  via  three  corks  of  15  mg.  each  at  the  cer- 
vix. On  May  7,  she  was  discharged  asymptomatic.  I 
She  was  to  receive  further  roentgen  ray  therapy  in 
the  outpatient  department.  On  May  14,  the  patient 
again  had  vaginal  spotting  and  on  the  following  day 
bled  enough  to  warrant  the  use  of  six  pads.  When  i 
bleeding  continued,  on  May  16  she  was  again  admitted  ! 
with  chief  complaints  of  vaginal  bleeding  and,  for  : 
the  first  time,  abdominal  cramps.  The  bleeding  | 
was  thought  to  be  from  the  cervix  and  an  oxycel  i 
packing  was  placed  against  the  cervix.  For  the  re- 
mainder  of  the  day  she  had  no  further  bleeding,  but  1 
the  cramps  continued  into  the  next  day,  at  which  | 
time  the  oxycel  packing  was  removed  and  a piece  of  ! 
tissue,  5 by  6 cm.,  was  found  behind  the  packing.  | 
The  tissue  was  recognized  as  placenta  and  sent  for 
pathologic  examination.  There  were  no  further 
symptoms.  On  May  19,  another  course  of  roentgen  \ 
ray  therapy  was  instituted.  The  cervix  was  still  ' 
ulcerated  but  healing  by  May  22  when  the  patient 
was  discharged. 

On  June  3,  further  irradiation  was  discontinued 
due  to  a sharp  reaction  to  the  therapy.  The  patient 
was  readmitted  on  July  2 with  the  chief  complaint 
that  she  had  not  passed  urine  for  three  days. 
Retrograde  urography  revealed  bilateral  ureteral 
obstruction.  On  July  14,  a left  nephrostomy  was 
performed;  the  patient  was  unable  to  undergo 
further  surgery.  On  October  26,  1949,  the  patient 
died  suddenly,  and  autopsy  disclosed  local  and 
generalized  metastasis  with  uremia  and  pulmonary 
congestion  as  the  cause  of  death. 

Pathologic  Report. — The  placenta  received  in  this 
case  consisted  of  two  pieces  of  tissue,  totaling  19 
Gm.  in  weight.  The  larger  fragment  measured  5 
by  4 by  l1/*  cm.  Both  pieces  appeared  to  consist 
of  granular  grayish-brown  tissue  and  blood  clot. 
In  some  areas  firmer  semiopaque  white  tissue  was 
seen.  Section  through  the  larger  fragment  revealed 
a cystic  cavity  lined  by  a thin  membrane.  Figure  1 
presents  the  microscopic  findings. 

The  decidua  showed  considerable  edema  with 
spaces  about  and  separating  the  individual  cells. 
The  venous  sinusoids  in  the  decidua  showed  some 
thrombosis.  The  cy  to  trophoblastic  (Langhans)  and 
plasmoditrophoblastic  (syncytium)  layers  were 
little  disturbed.  Both  were  rather  well  preserved 
with  some  prominence  of  syncytial  giant  cells  from 
the  standpoint  of  number  and  size.  All  of  these 
layers  were  relatively  unimpaired  when  compared 
to  the  obvious  changes  noted  in  the  stroma  of  the 
villi  where  nearly  all  of  the  normal  cellular  and 
vascular  elements  were  replaced  by  a peculiar 
fibrosis  and  edema.  Some  villi  showed  a coarse 
reticular  hyaline  and  fibrillar  fibrosis.  The  stroma 
showed  a very  diffuse  edema  with  no  central  vacuol- 
ization or  hydropic  distortion  such  as  is  seen  in 
ordinary  molar  degeneration.  The  cells  in  the 
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f10;.  !•  Note  the  relatively  acellular  appearance  of  the  stroma  of  the  villi  with  edema  and  hyalin  and 
reticular  fibrosis.  The  sinusoids  show  no  thrombus.  The  epithelial  layers  of  the  villi  are  well  preserved. 


Itroma  were  very  few  and  did  not  resemble  Neubauer 
lements.  They  were  widely  spaced  by  the  reticular 
idematous  stromal  matrix  of  the  villi,  mindful  of 
jmprisoned  fibroblasts  in  newly  formed  bone  tissue, 
-he  cells  were  elongated,  very  few  being  rounded, 
nd  suggested  edematous  fibroblasts,  some  showing 
imminent  vacuolization.  Some  of  the  cells  were 
|trophic  and  found  in  folds  of  lamellated  fibrillar 
•nd  homogeneous  edematous  tissue. 

It  is  noteworthy  that  most  of  such  altered  villi  did 
ot  show  fibrin  thrombus  material  in  the  maternal 
inusoids,  and  only  a few  villi  showed  an  adherent 
nargin  of  altered  fibrin.  The  villi  were  normally 
eparated  from  one  another,  and  there  was  fresh 
’lood  between  them  and  the  decidua.  There  was 
o lamellated  fibrin  outside  most  villi  and  little  if 
•ny  blood  coagulation.  There  was  no  endarteritis 
'resent  nor  any  evidence  of  vasculitis. 

All  of  the  changes  described  above  in  the  placental 
ndings  of  the  case  being  presented  can  be  seen  in 
he  term  placenta,  but  the  more  marked  and  selec- 
lve  involvement  of  the  stroma  of  the  villi  and 
Animal  maternal  sinus  changes  are  noteworthy. 

Comment 

Novak,  in  discussing  normal  aging  of  the  placenta, 
tates  that  the  process  is  initiated  by  degenerative 
hanges  in  the  syncytial  layer.6  This  layer,  analo- 
ous  to  the  endothelial  lining  of  blood  vessels,  nor- 
lally  prevents  coagulation.  In  its  degenerating 
^ate  it  cannot  perform  this  normal  function,  and 
lore  and  more  fibrin  is  deposited  on  the  surface  of 


the  villi.  This  may  produce  a true  infarct  or  ische- 
mic necrosis  because  nourishment  is  from  the  mater- 
nal surface.  If  the  lesions  are  old,  the  chorionic 
vessels  may  show  beginning  endarteritis,  and  term 
placentas  may  show  sufficient  involvement  to  ac- 
count for  fibrous  overgrowth  of  the  stroma  of  the 
villi. 

Wyser  and  Mayor,  in  their  report  of  22  cases  of 
therapeutic  abortion  by  roentgen  rays,  noted  de- 
generative changes  in  the  decidua  and  fibrosis  of  the 
chorionic  villi  and  stated  that  possibly  the  decidua 
and  chorion  “which  are  very  radiosensitive,  atrophy 
rapidly  with  consequent  death  of  the  embryo.”3 
Stern,  continuing  the  above  report  one  year  later, 
stated  that  “though  some  believed  abortion  due  to  de- 
generation of  chorionic  villi  producing  fetal  death,”  he 
felt  that  fetal  death  was  due  to  “destruction  of  the 
glandular  function  of  the  fetus,  these  cells  being  very 
sensitive  to  radiation.”4  Harris  continued  the 
above  reports  four  years  later  after  experience  from 
138  cases  and  found  “.  . . .maceration  of  the  ovum 
and  fibriotic  appearance  of  the  placental  attach- 
ment.”6 Microscopic  studies  were  inconclusive  be- 
cause of  postmortem  changes  and  because  “one  nor- 
mally finds  areas  of  degeneration  in  so-called  normal 
placentas.”  He  concluded  that  the  exact  mecha- 
nism underlying  the  death  of  the  fetus  was  not  clear. 

McGlinn  reported  the  only  instance  found  of  pla- 
cental examination  following  radium  for  cancer  of 
the  cervix.7  The  patient  was  a primigravida,  three 
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months  pregnant,  and  she  had  received  by  capsules 
and  needles  2,400  milligram-hours  of  radium.  Four 
weeks  later,  the  patient  aborted  an  85-Gm.  fetus. 
The  placenta  was  8 cm.  in  diameter  and  2 cm.  thick. 
The  membranes  seemed  slightly  thickened.  The 
tissue  was  pinkish-gray  in  color  and  mottled  along 
the  border  by  brownish-red.  Sections  of  the  speci- 
men revealed  “slight  cellular  degeneration  with 
scattered  mixed  leukocytic  exudate  throughout, 
otherwise  negative.  Blood  vessels  of  the  cord  also 
showed  the  infiltrate  in  all  layers.  There  was  no 
definite  thrombotic  occlusion  to  be  expected  from  the 
macroscopic  appearance  of  this  placenta,  but  inter- 
ference with  vascularity  had  undoubtedly  produced 
death  of  the  fetus.” 

Radiation  is  known  to  have  greater  effect  upon  the 
more  actively  growing  and  undifferentiated  tissue. 
Of  the  tissues  wrhich  concern  us,  the  stroma  of  the 
villus  is  certainly  undifferentiated.  As  we  compare 
the  syncytium  and  decidua  in  this  specimen  (weigh- 
ing the  changes  normally  found  in  aborted  placentas 
not  produced  by  radiation),  it  appears  definite  that 
the  decidua  is  not  as  markedly  affected. 

We  interpret  these  findings  as  being  different  from 
those  normally  found  in  aging  placentas  and  believe 


that  abortion  in  this  instance  was  due  to  radiation 
effects  upon  the  undifferentiated  tissue  of  the  stroma 
of  the  villus,  with  loss  of  vascular  system  and  result- 
ant fetal  death.  The  surface  epithelial  layers  and 
the  maternal  sinusoids  show  less  demonstrable 
changes  in  our  sections. 


Summary 

The  effect  of  radiation  upon  the  products  of  con- 
ception in  a case  of  carcinoma  of  the  cervix  compli- 
cating pregnancy  has  been  presented. 

The  findings  are  interpreted  to  represent  radiation 
effects  upon  the  stroma  of  the  villi  with  reticular 
fibrosis  and  hyalinosis,  loss  of  vascularization,  and 
consequent  death  of  the  fetus. 


References 

1.  Mundell,  J.  J. : Am.  J.  Obst.  & Gynec.  38:  130  (1939). 

2.  Baer,  J.  L.:  Surg.  Clin.  North  America  16:  51  (1936). 

3.  Wyser,  D.  D.,  and  Mayor,  M.  D.:  Am.  J.  Obst.  & 

Gynec.  14:  62  (1927). 

4.  Stern,  S.:  Am.  J.  Roentgenol.  19:  133  (1928). 

5.  Harris,  W.:  ibid.  27:  415  (1932). 

6.  Novak,  E.:  Gynecological  and  Obstetrical  Pathology, 

6th  ed.,  Philadelphia  and  London,  W.  B.  Saunders  Co.,  chap. 
34. 

7.  McGlinn,  J.  A.:  Am.  J.  Obst.  & Gynec.  18:  592  (1929). 


ANNOUNCEMENT 

SCIENTIFIC  EXHIBITS 

1952  ANNUAL  MEETING 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
man of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee: 

Beverly  Chew  Smith,  M.D. 

63  East  84th  Street 
New  York  28,  New  York 

The  Annual  Meeting  will  be  held  May  12  to  16,  1952,  at  the  Hotel  Statler,  Newr  York 
City. 

No  applications  can  be  considered  after  January  15,  1952. 

There  will  be  two  groups  of  awards: 

Group  I:  Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which 
are  judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Group  II:  Awards  in  Group  II  are  made  for  exhibits  wrhich  do  not  exemplify  purely 
experimental  studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation  of 
facts. 

W.  P.  Anderton,  M.D.,  Secretary 
Medical  Society  of  the  State  of  New  York 


FORTY-FIFTH  ANNUAL  MEETINGS 

of  the 

DISTRICT  BRANCHES 
of  the 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

PROGRAMS 


SIXTH  DISTRICT  BRANCH 

Wednesday,  September  19,  1951 
Kass  Inn 

Margaretville,  New  York 


Morning  Session 

10:00  a.m.  — “Breast  Cancer:  The  Problem  of 

Early  Diagnosis” 

Motion  picture  in  color  furnished 
by  the  American  Cancer  Society 

10:30  a.m.  — “Modern  Trends  in  Colon  Surgery” 
Frank  D.  Conole,  M.D.,  Bingham- 
ton 

11:00  a.m.  — “Medical  and  Surgical  Services  in 
Korea” 

Herman  E.  Hilleboe,  M.D.,  New 

York  State  Commissioner  of 
Health 

11:30  a.m.  — “The  Surgical  Treatment  of  Idio- 
pathic Spontaneous  Pneumo- 
thorax” 

Mark  H.  Williams,  M.D.,  Bing- 
hamton 

12:00  noon — Business  meeting,  election  of  officers 
1:00  p.m.  — Luncheon 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  Edward  T.  Wentworth, 
M.D.,  Rochester,  president-elect, 
Medical  Society  of  the  State  of 
New  York 

Remarks  by  Mrs.  Harold  B.  Johnson, 
Buffalo,  president,  Woman’s  Aux- 
iliary to  the  Medical  Society  of  the 
State  of  New  York 

Afternoon  Session 

2:30  p.m.  — “Medical,  Surgical,  and  Radioactive 
Treatment  of  Goiter” 

Samuel  F.  Haines,  M.D.,  Mayo 
Clinic,  Rochester,  Minnesota 


3:30  p.m.  — “The  General  Practitioner’s  Place  in 
Ophthalmology” 

W.  Tilden  Boland,  M.D.,  attending 
ophthalmologist,  Arnot-Ogden 
Memorial  and  St.  Joseph’s  Hos- 
pitals, Elmira 

Ladies  will  join  the  members  of  the  district 
branch  for  luncheon. 


Officers — Sixth  District  Branch 

President Norman  C.  Lyster,  M.D., 

Norwich 

First  Vice-President. . . . Elton  R.  Dickson,  M.D., 

Binghamton 

Second  Vice-President. . Gilbert  M.  Palen,  M.D., 


Margaretville 

Secretary James  L.  Palmer,  M.D., 

Binghamton 

Treasurer Robert  H.  Kerr,  M.D., 

Cortland 


Presidents  of  Component  County  Societies 


Broome Ben  L.  Matthews,  M.D.,  Bingham- 

ton 

Chemung.  . . . Gerald  T.  Connelly,  M.D.,  Elmira 
Chenango....  Martin  H.  Jacobi,  M.D.,  Norwich 

Cortland : Warren  J.  Pashley,  M.D.,  Cortland 

Delaware. . . . Robert  V.  Schatken,  M.D.,  Walton 

Otsego T.  Campbell  Goodwin,  M.D.,  Coop- 

erstown 

Schuyler Joseph  Y.  Roberts,  M.D.,  Watkins 

Glen 

Tioga Frederick  K.  Shaw,  M.D.,  Waverly 

Tompkins. . . . John  W.  Hirshfeld,  M.D.,  Ithaca 
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FOURTH  DISTRICT  BRANCH 

Thursday,  September  20,  1951 
Schenectady,  New  York 


Morning  Session 

9:00  a.m. — Registration,  Eastern  New  York  Orth- 
opedic Hospital-School,  124  Rosa  Road 
Medical  and  surgical  clinics  and  scien- 
tific exhibits  at  the  Ellis  Hospital, 
St.  Clare’s  Hospital,  and  the  Eastern 
New  York  Orthopedic  Hospital-School 
1:00  p.m. — Luncheon,  “The  Knolls,”  Research 
Laboratory  of  the  General  Electric 
Company 

Afternoon  Session 

2:00  p.m. — Research  Laboratory 

1.  “The  Application  of  Electronics, 

Particle  Accelerators,  and 
Radioactive  Isotopes  in  Medi- 
cine” 

E.  E.  Charlton,  Ph.D. 

2.  “Attempts  at  Chemotherapy  of 

Cancer” 

Stanley  P.  Reimann,  M.D.,  Di- 
rector, Institute  for  Cancer 
Research  and  the  Lankenau 
Hospital  Research  Institute, 
Philadelphia,  Pennsylvania 

3.  Round-table  Discussion:  “Com- 

mon Problems  in  Cardiology” 
H.  M.  Rozendaal,  M.D.,  Sche- 
nectady, Moderator 
“The  Cardiac  in  Industry” 

Beverly  L.  Vosburgh,  M.D., 
Schenectady 
“Diagnostic  Problems” 

Maurice  A.  Donovan,  M.D., 
Schenectady 
“Therapy” 

Walter  S.  McClellan,  M.D., 

Saratoga  Springs 

6:30  p.m. — Cocktails  and  dinner,  Mohawk  Golf 
Club 


Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  Edward  T.  Wentworth, 
M.D.,  Rochester,  president-elect, 
Medical  Society  of  the  State  of 
New  York 

Remarks  by  Mrs.  Harold  B.  Johnson, 
Buffalo,  president,  Woman’s  Auxil- 
iary to  the  Medical  Society  of  the 
State  of  New  York 
“Legislative  Highlights” 

The  Honorable  Oswald  D.  Heck, 
Speaker,  New  York  State  As- 
sembly 

Officers — Fourth  District  Branch 

President William  E.  Gazeley, 

M.D.,  Schenectady 

First  Vice-President. . . . J.  Frederick  Samo,  M.D., 

Johnstown 

Second  Vice-President . . Alfred  A.  Hartmann, 


M.D.,  Malone 

Secretary Walter  S.  McClellan, 

M.D.,  Saratoga  Springs 

Treasurer Leonard  J.  Schiff,  M.D., 

Plattsburg 

Presidents  of  Component  County  Societies 

Clinton Gerard  C.  deGrandpre,  M.D., 

Plattsburg 

Essex F.  Clark  White,  M.D.,  Ray  Brook 

Franklin William  A.  Gaspar,  M.D.,  Malone 

Fulton John  S.  Clemans,  M.D.,  Glovers- 

ville 

Montgomery.  . Walter  Dreyfuss,  M.D.,  Amster- 
dam 

Saratoga Malcolm  J.  Magovern,  M.D., 

Saratoga  Springs 

Schenectady...  Harry  Miller,  M.D.,  Schenectady 

Warren Arthur  C.  Davis,  M.D.,  Glens  Falk 

Washington . . . Leo  A.  Thume,  M.D.,  Fort  Ann 


SEVENTH  DISTRICT  BRANCH 

Thursday,  September  27,  1951 
Corning,  New  York 


Morning  Session 

10:30  a.m. — Guided  tour  of  the  Corning  Glass 
Center 

12:30  p.m. — Luncheon  at  the  Masonic  Hall 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  Edward  T.  Wentworth, 
M.D.,  Rochester,  president-elect, 
Medical  Society  of  the  State  of  New 
York 

Remarks  by  Mrs.  Harry  I.  Norton, 

Rochester,  president-elect,  Woman’s 
Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York 
1:30  p.m. — Business  meeting,  election  of  officers 


Afternoon  Session 

2:00  p.m. — “The  Management  of  Intestinal  Polyps 
and  Their  Relation  to  Malig- 
nancy” ( illustrated ) 

Richard  B.  Cattell,  M.D.,  Boston, 

Massachusetts 

2:45  p.m.- — “The  Present-day  Treatment  of 
Edema” 

Richard  H.  Lyons,  M.D.,  professor  of 
medicine.  State  University  College 
of  Medicine,  Syracuse 

3:30  p.m. — "Alcoholism” 

John  L.  Norris,  M.D.,  Rochester, 
medical  director,  Eastman  Kodak 
Company;  chairman,  Committee 
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on  Problems  of  Alcoholism,  Medi- 
cal Society  of  the  State  of  New 
York 

4:15  p.m. — "Practical  Application  of  Cortisone  and 
ACTH” 

Jacob  D.  Goldstein,  M.D.,  Rochester, 
associate  professor  of  medicine 
and  bacteriology,  University  of 
Rochester  School  of  Medicine  and 
Dentistry 

Ladies  will  join  the  members  of  the  district  branch 
i for  luncheon. 

Officers— Seventh  District  Branch 

President George  H.  Gage,  M.D., 

Rochester 

First  Vice-President. . . . Samuel  A.  Munford, 
M.D.,  Clifton  Springs 


Second  Vice-President. . Glenn  C.  Hatch,  M.D., 


Penn  Yan 

Secretary James  J.  Yanick,  M.D., 

Hornell 

Treasurer Everet  H.  Wood,  M.D., 

Auburn 


Presidents  of  Component  County  Societies 


Cayuga Frank  L.  Okoniewski,  M.D.,  Auburn 

Livingston . . Ernest  A.  Sanders,  M.D.,  Lima 

Monroe Joseph  A.  Lane,  M.D.,  Rochester 

Ontario Henry  B.  Abbott,  M.D.,  Geneva 

Seneca Saul  Towers,  M.D.,  Seneca  Falls 

Steuben Eldred  J.  Stevens,  M.D.,  Hammonds- 

port 

Wayne John  L.  Pulvino,  M.D.,  Clyde 

Yates Bernard  S.  Strait,  M.D.,  Penn  Yan 


EIGHTH  DISTRICT  BRANCH 

Thursday,  October  4,  1951 
Bartlett  Country  Club 
Olean,  New  York 


Afternoon  Session 
1 : 30  p.m. — Registration 
2:00  p.m. — “The  Management  of  Edema” 

George  E.  Miller,  M.D.,  research 
fellow  in  medicine,  Buffalo  Gen- 
eral Hospital;  associate  in  medi- 
cine, University  of  Buffalo  School 
of  Medicine 

2:40  p.m. — "The  Clinical  Significance  of  Certain 
Respiratory  Symptoms” 

Louis  H.  Clerf,  M.D.,  professor  of 
laryngology  and  bronchoesophagol- 
ogy,  Jefferson  Medical  College, 
Philadelphia,  Pennsylvania 
i 3:30  p.m. — ■ “Signs,  Symptoms,  and  Treatment  of 
Portal  Hypertension” 

C.  Stuart  Welch,  M.D.  professor  of 
surgery,  Tufts  Medical  School 
4:20  p.m. — "The  Treatment  of  Common  Skin  In- 
fections in  General  Practice” 

Earl  D.  Osborne,  M.D.,  professor  of 
dermatology  and  syphilology,  Uni- 
versity of  Buffalo  School  of  Medi- 
cine 

5:00  p.m. — Business  meeting,  election  of  officers 

Evening  Session 
7:00  p.m. — Dinner 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 

Address  by  Edward  T.  Wentworth, 
M.D.,  Rochester,  president-elect, 
Medical  Society  of  the  State  of  New 
York 

Remarks  by  Mrs.  Harold  B.  Johnson, 
Buffalo,  president,  Woman’s  Auxili- 


ary to  the  Medical  Society  of  the 
State  of  New  York 

"Our  Problems  and  Responsibilities  in 
This  Period  of  Crisis” 

The  Honorable  Harold  C.  Ostertag, 
Attica,  member  of  Congress,  41st 
District,  New  York  State 

Ladies  will  join  the  members  of  the  district  branch 
for  dinner. 

Officers — Eighth  District  Branch 

President John  C.  Kinzly,  M.D., 

North  Tonawanda 

First  Vice-President. .. . Henry  S.  Martin,  M.D., 

Warsaw 

Second  Vice-President. . Sydney  L.  McLouth, 


M.D.,  Corfu 

Secretary Henry  W.  Ingham,  M.D., 

Jamestown 

Treasurer Lawrence  C.  Older, 

M.D.,  Cuba 

Presidents  of  Component  County  Societies 

Allegany Edwin  F.  Comstock,  M.D.,  Wells- 

ville 

Cattaraugus...  Richard  A.  Loomis,  M.D.,  Elli- 
cottville 

Chautauqua. . . Hilding  A.  Nelson,  M.D.,  James- 
town 

Erie Elmer  T.  McGroder,  M.D., 

Buffalo 

Genesee Richard  F.  Davis,  M.D.,  Batavia 

Niagara Julius  T.  Markovitz,  M.D.,  North 

Tonawanda 

Orleans John  G.  Ellis,  M.D.,  Albion 

Wyoming. ....  Selden  T.  Williams,  M.D.,  Attica 


CORRESPONDENCE 


— 

1840  BOOKS  AND  INSTRUMENTS 


Frederic  D.  Zeman,  M.D.,  Chairman 
Special  Committee  on  History 
Medical  Society  of  the  State  of  New  York 
Dear  Dr.  Zeman: 

My  good  friend,  Mr.  Owen  Becker,  who  is  vice- 
president  of  The  Farmers’  Museum,  is  writing  you 
relative  to  the  doctor’s  office  which  we  have  in- 
stalled at  the  Museum,  and  I am  delighted  to  know 
that  you  are  chairman  of  the  committee  of  the 
Medical  Society  of  the  State  of  New  York  which  will 
help  us  to  furnish  adequately  this  unit  in  our  re- 
creation of  a crossroads  village. 

We  had  here  in  Fenimore  House,  which  is  our 
museum  of  history  and  art,  and  directly  across  the 
road  from  The  Farmers’  Museum,  a room  devoted 
to  medical  history,  and  all  that  material  which  can 
be  so  utilized  will  be  utilized  in  the  doctor’s  office. 
What  we  want  to  do  at  The  Farmers’  Museum  is  to 
re-create  a village  doctor’s  office  as  it  was  before 
1840  rather  than  develop  medical  exhibits.  The 
little  building  itself  was  for  many  years  a doctor’s 
office  and  has  been  brought  onto  the  grounds  and 
completely  restored.  It  consists  of  a waiting  room 
and  an  inner  office. 

We  need  three  types  of  materials:  a desk  and 

chair,  preferably  pieces  which  were  used  by  a doctor 
before  1840.  The  problem  of  chairs  for  the  waiting 
room  we  can  probably  solve.  We  also  need  a couch 
such  as  was  used  for  examinations.  This  should  be 
very  simple  and  early.  The  fact  of  the  matter  is  we 
cannot  find  illustrative  material  showing  an  ex- 
amination couch  of  this  early  period.  There  is 
plenty  of  evidence  about  later  ones,  and  I am  sure 
we  will  be  offered  these  and  will  have  to  turn  them 
down  because  we  are  determined  that  historicity 
on  this  building  be  absolutely  accurate. 

We  have  approximately  100  medical  books  which 
can  go  on  the  shelves  but  again  we  are  setting  the 
deadline  of  1840.  We  would  like  help  in  collecting  a 
typical  country  doctor’s  library  of  the  period. 

Perhaps  the  place  where  our  medical  friends  can 
help  us  most  is  in  the  matter  of  what  we  might  think 


of  as  the  decorative  details  of  the  office.  For  ex- 
ample, we  have  a small  closet  where  we  want  to  put  a 
skeleton;  we  could  use  a skull  or  two;  we  would  like 
anatomic  charts  and  skeletal  charts;  we  would  like 
a bust  of  Hippocrates,  also. 

We  have  a goodly  supply  of  medical  instruments, 
but  certainly  we  would  be  glad  to  consider  any  that 
do  not  duplicate  what  we  have.  We  also  need 
doctors’  account  books,  not  only  for  the  office  but 
for  the  library,  for  more  and  more  our  library  is 
being  used  by  economic  historians,  and  we  like  to  be 
able  to  support  our  exhibits  with  research  material. 

I have  taken  the  liberty  of  being  this  specific  be- 
cause I am  sure  you  will  want  to  know  exactly  the 
sort  of  thing  we  are  looking  for. 

I will  send  you  a picture  of  the  doctor’s  office  as 
soon  as  we  can  get  it  in  shape  for  photographing, 
and  when  the  pharmacy,  the  building  which  is  next 
to  it,  has  the  scaffolding  down,  I will  send  you  a 
shot  of  the  village  street  as  it  lies,  with  the  lawyer’s 
office,  the  pharmacy,  the  doctor’s  office,  the  print 
shop,  and  the  blacksmith  shop.  A little  farther 
away  are  the  schoolhouse  and  the  country  store. 
As  you  may  recall  my  having  told  you,  these  are 
all  buildings  which  were  used  for  the  purposes  to 
which  we  have  put  them,  were  brought  in  with 
great  care  and  re-established  on  our  grounds. 

The  State  Bar  Association  gave  us  a good  deal  of 
support  in  filling  out  the  materials  needed  for  our 
lawyer’s  office,  and  it  will  be  a great  help  to  us  if 
we  can  have  the  interest  and  support  of  the  Medical 
Society. 

Can  we  in  this  office  be  of  assistance  to  you  in  any 
way  in  collecting  the  type  of  materials  we  need? 

Louis  C.  Jones,  Director 
The  Farmers’  Museum,  Inc,  ' 
Cooperstown,  New  York 
July  30, 1951 


INSPECTION  FOR  TRICHINAE 


To  the  Editor: 

By  some  oversight  which  I find  difficult  to  explain 
an  error  appeared  in  the  case  report,  “Trichinosis 
with  Unusual  Symptomatology,”  [New  York 
State  J.  Med.  51:  1527  (June  15)  1951]  which  I 
feel  it  is  important  to  correct.  Rigid  inspection  of 


hogs  is  not  the  rule  in  the  United  States.  Federal 
inspection  of  slaughter  houses  in  the  United  States  , 
is  concerned  with  sanitation,  rat  reduction,  and  dis- 
posal of  offal  and  does  not  include  inspection  of  nu-  j 
[Continued  on  page  2174] 
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so  valuable  in  so  many  smooth-muscle  spastic  states 

effective  . . . palatable  . . . well  tolerated . . . 


In  peptic  ulcer,  to  control  excess  motor  activity  such  as  hyperperistalsis. 

In  colic  in  infants  and  children. 

In  mucous  colitis,  dysentery  and  nonspecific  ulcerative  colitis, 
to  relieve  pain  and  decrease  frequency  of  bowel  movements. 

In  spastic  constipation. 

In  functional  derangements  causing  dyspepsia,  post-prandial  cramps, 
and  flatulence. 

In  pseudo-ulcer  syndrome  and  biliary  colic. 

In  cystitis,  pyelitis  and  urethritis,  to  relieve  excess  bladder  irritability. 

In  ureteral  spasm  and  colic,  especially  when  the  ureter 
is  actively  contracting. 

In  enuresis  in  children,  to  inhibit  excess  detrusor  urinae  tone. 

Each  5 cc.  teaspoonful  contains:  total  natural  belladonna  alkaloids,  0.2  mg.; 
phenobarbital,  !4  gr.  (16  mg.);  thiamine  hydrochloride,  5 mg.  (nearly  three  times 
the  recommended  daily  allowance) — in  an  appetizing  wine-base  vehicle.  Alcohol,  15%. 


n nnurirnt- *~ 


elixir ‘Eskaphen  B with  Belladonna’ 

(belladonna  • phenobarbital  • thiamine) 


't  combats  spasm;  it  relieves  nervous  tension; 

't  helps  rectify  dietary  deficiencies 

Smith,  Kline  & French  Laboratories,  Philadelphia 

T.M.  Reg.  U.S.  Pat.  Off, 
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[N.  Y.  State  J.  M. 


[Continued  from  page  2172] 

merous  small  establishments  that  do  not  sell  their 
own  products  outside  of  their  state.  Microscopic 
inspection  of  pork  for  trichinella  larvae  is  no  longer 
included  in  Federal  inspection,  once  considered  an 
important  procedure,  since  it  has  been  shown  to  be 
an  unreliable  safeguard.  In  Germany  between 
1881  and  1898  one  third  of  the  cases  of  human  trichi- 
nosis were  traced  to  inspected  pork. 

The  Federal  meat  inspection  authorities  have 
adopted  a requirement  that  all  muscle  tissue  of  pork 
which  is  to  be  used  in  the  preparation  of  products 
to  be  eaten  raw  must  be  held  for  twenty  days  at  a 
temperature  not  above  —15  C.  (5  F.),  or  it  must 


be  heated  to  a sufficiently  high  temperature  above 
60  C.  (140  F.)  to  insure  killing  of  all  trichinae. 

According  to  Gould,  “at  the  present  time  the  only ! 
pork  products  which  are  reliably  free  from  living 
trichinae  are  those  which  are  manufactured  in  plants 
operating  under  government  supervision,  the  prod-' 
ucts  being  processed  according  to  Federal  specifi- 
cation so  that  they  may  be  eaten  without  further 
cooking.” 

Belle  E.  Jacobson,  M.D. 

424  Webster  Avenue 
New  Rochelle,  New  York 
July  6,  1951 


HOMOSEXUALITY 


To  the  Editor: 

In  the  June  15,  1951  issue  of  the  Journal,  I read 
a letter  by  Dr.  Benjamin  Weintrob  of  Toronto,  dis- 
cussing the  editorial,  “The  Homosexual  and  the  Sex 
Criminal,”  which  appeared  in  the  February  15  issue. 

I fully  agree  with  the  doctor  that  homosexuality  is 
more  a social  than  a medical  problem.  The  myth  of 
18,000,000  male  homosexuals  in  the  United  States 
and  the  report  of  Kinsey  that  one  third  of  the  male 
population  has  had  homosexual  experiences  are,  to 
my  way  of  thinking,  not  scientific.  Of  course,  in 
some  schizophrenics,  where  the  emotional  life  is 
“blocked”  or  “perverted,”  we  may  accept  homo- 
sexuality as  a symptom  which  can  be  cured  when  the 
schizophrenic  patient  is  adjusted  from  the  psychosis. 

In  my  own  experience,  I have  come  in  contact  with 
a fairly  large  number  of  patients  who  lived  the  life  of 
homosexuals  for  years.  When  it  was  explained  to 
them  that  they  did  not  have  to  live  in  this  way  and 
that  they  were  just  like  other  people  but  had  gotten 
in  the  wrong  social  set,  they  gradually  began  to  see 
the  light  and  gave  up  their  peculiar  attitudes.  At 
this  moment,  I can  think  of  four  such  persons  who 
did  not  want  to  marry  for  that  reason;  after  proper 

To  the  Editor: 

In  a recent  issue  of  your  Journal,  I noted  that 
you  invited  comments  as  to  whether  homosexuality 
is  a medical  or  a social  problem. 

Please  let  me  state  that  many  years  ago  I pub- 
lished a book  entitled  Mentality  and  Homosexuality, 
copies  of  which  can  be  obtained  from  the  New  York 
Academy  of  Medicine  and  the  New  York  42nd  Street 
Libraries.  This  book  was  based  largely  on  studies 
made  at  Welfare  Island,  where  we  had  segregated 
numerous  homosexuals  for  years.  Most  of  these 
homosexuals  were  committed  for  being  overt  homo- 
sexuals and  were  caught  in  the  act.  They  not  only 
admitted  it,  but  many  of  them  discussed  their  homo- 
sexuality quite  freely  and  were  proud  of  the  fact. 

Briefly,  it  is  my  opinion  that  homosexuality  is  not 
a medical  problem  at  all.  It  is  largely  a psychologic 
problem,  and  partially  sociologic. 

When  treatment  is  proposed,  homosexuality  may 
be  considered  partially  a medical  problem  and 
should  be  prevented  through  mental  hygiene  and 


adjustment,  they  married,  had  children,  and  now 
lead  very  happy  family  lives.  I am  thinking  of  one 
lady  who  was  engaged  to  be  married  and  never 
thought  of  being  a homosexual.  There  was  a dis- 
pute, the  engagement  was  broken,  and,  as  she  put  it, 
“All  men  are  evil.”  Today  she  is  a pronounced 
homosexual  pervert.  I have  discussed  her  emotion? 
with  her,  and  learned  that  until  she  was  twenty-eight 
years  old  she  never  had  any  such  abnormal  trends 

In  the  experience  of  this  office,  every  male  homo-j 
sexual  we  have  seen  was  of  good  muscular  build,  and! 
all  the  females  had  good  development  of  feminine, 
physical  characteristics,  including  menstruation. 
We  have  never  seen  a flat-chested  girl  with  hirsutism 
and  poor  menstruation  who  was  homosexual. 

Summing  up  my  remarks,  I feel,  as  Dr.  Weintrot 
does,  that  homosexuality  is  acquired  by  learning 
and  that  it  can  be  cured  by  proper  education  from  a < 
psychiatrist. 

Siegried  Block,  M.D 

502  Washington  Avenue 
Brooklyn,  New  York 
June  18,  1951 


good  child  guidance  practice.  For  actual  therapy,  i 
is  essential  to  employ  some  form  of  psychotherapy 
which  involves  “free  association”  or  its  modifications 
using  dynamic  psychologic  interpretations  and  re- 
education to  the  degree  that  the  individual  will  under 
stand  his  unconscious  mechanisms  as  they  apply  t< 
his  past  and  to  his  present.  Such  therapy  can  to 
carried  out  by  a lay  psychologist  or  lay  psycho 
analyst  or  an  analytically'  oriented  psychiatrist. 

Unless  the  therapist  is  skilled  and  experienced,  tto 
overt  or  even  the  passive  homosexual  may  not  to 
cured. 

To  summarize,  the  causes  of  homosexuality  an 
psychologic  and  sociologic.  The  therapy  is  psycho 
logic  and  re-educational.  No  materia  medica  or  sur 
gery  is  of  any  avail. 

Samuel  Kahn,  M.D 

36  Central  Park  South 
New  York  19,  New  York 
June  22,  1951 
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CUSTOM  . 
MADE— 

Before  a single  production  step 
begins,  measurements  are  taken, 
individual  flesh  and  contour  fea- 
tures noted.  No  effort  is  spared 
to  give  the  amputee  a leg  as  indi- 
vidual as  men  and  machines  can 
build. 

Yet  in  this  custom-made  Limb  are 
built  devices  developed  by  years 
of  experience  and  experiment  to 
aid  movement  in  keeping  with 
nature’s  own  way.  The  Knee  and 
Foot  construction  illustrated  is 
designed  to  give  silent,  easy,  and 
reliable  use  to  the  wearer.  By 
combining  these  features  with 
made-to-measure  manufacture, 
Hanger  fits  amputees  with 
limbs  enabling  a satis-  jk 

factory  return  to 
normal  life. 

Cf  ' 

HANGERS 


ARTIFICIAL 
LIMBS 


04  Fifth  Ave. 

•low  York  11,  N.  Y. 


200  Sixth  Avenue 
Pittsburgh  30,  Pa. 


COLLECTIONS 

For  members  of  the 
New  York  State  Medical  Society 

Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.  N.  Y.  18,  N.  Y. 

Established  1933 


, 7SJ"n 

SUPPORTER  BELT 


I *ecom  mended  by  physicians 
*nd  surgeons— and  worn  by 
inillions  as  post  - operative 
»nd  sacroiliac  aid  and  as 
teneral  support.  Super 
lowered  surgical  elastic 
onstruction  provides  posi* 

, ive  support. 

I*  r*li*H*  surgical  atmhance.  drug  & drift. 

OHN  B.  FLAHERTY  CO.,  Inc.,  Bronx,  n.  r. 

'"<«  1198,  Monufg<tvr«rt  of  Suigirol  Clotlic  Supports 


O. 


For  youngsters,  ready  to  take  their 
first  steps,  expertly  fitted  Pedi- 
formes  provide  a broad,  supple 
sole,  a proper  fitting  heel  and 
ample  toe-room.  When  corrective 
alterations  are  indicated,  your  pre- 
scription receives  the  careful  atten- 
tion of  our  experienced  personnel. 


Pediforme 


REG.  U.  S.  PAT.  OFF. 


MANHATTAN 

BROOKLYN 

FLATBUSH 

HEMPSTEAD 

HACKENSACK 


34  WEST  36th  STREET 
288  LIVINGSTON  STREET 
843  FLATBUSH  AVENUE 
NEW  ROCHELLE 
EAST  ORANGE 


WRITE  FOR  SHOE  ALTERATION  FOLDER 


B R I O S C H I 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


NECROLOGY 


Anthony  Ciaramelli,  M.D.,  of  New  York  City, 
died  on  July  12  at  the  age  of  seventy-three.  Dr. 
Ciaramelli  received  his  medical  degree  from  the 
University  of  Naples  in  1903.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


C.  Everett  Field,  M.D.,  of  New  York  City  and 
Manhasset,  Long  Island,  died  on  August  3 at  his 
summer  home  in  Highlands,  New  Jersey,  at  the  age 
of  eighty-one.  Dr.  Field  was  graduated  from  the 
New  York  University  School  of  Medicine  in  1891. 
He  was  a former  director  of  the  Radium  Institute  of 
New  York. 


Ernest  Carson  Gibney,  M.D.,  of  New  York  City' 
died  on  August  6 while  vacationing  in  East  Strouds- 
burg, Pennsylvania,  at  the  age  of  eighty-two.  Dr. 
Gibney  was  graduated  from  the  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in  1895  and 
began  his  practice  in  New  York  City.  Several  years 
later,  Dr.  Gibney  gave  up  his  medical  practice  and 
joined  the  editorial  staff  of  the  New  York  Herald 
and  later  The  Sun,  where  he  remained  until  his 
retirement. 


Earl  Holcomb  Jackson,  M.D.,  of  Schenectady, 
died  on  July  29  at  St.  Clare’s  Hospital,  Schenectady, 
at  the  age  of  seventy-two.  During  World  War  I 
he  served  with  the  U.  S.  Navy  Medical  Corps.,  and 
from  1912  to  1916  he  was  coroner  of  Schenectady 
County. 


David  Baldwin  Jewett,  M.D.,  of  Rochester,  died 
on  July  12  at  the  age  of  seventy-one.  Dr.  Jewett 
received  his  medical  degree  from  the  New  York 
Homeopathic  Medical  School  in  1902  and  interned 
at  the  Genesee  Hospital  in  Rochester.  During 
World  War  I he  served  with  the  U.S.  Army  Medical 
Corps  at  the  Army  hospital  in  New  Haven,  Connecti- 
cut, and  was  a major  in  the  Medical  Corps  Reserve. 
Dr.  Jewett  was  consulting  physician  at  the  Strong 
Memorial  Hospital  and  director  emeritus  of  the 
Genesee  Hospital,  which  he  had  served  for  twenty- 
five  years  as  medical  director  until  his  retirement 
five  years  ago. 

A Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American  College  of 
Physicians,  Dr.  Jewett  was  a member  and  former 
president  of  the  Rochester  Academy  of  Medicine 
and  a member  of  the  Rochester  Pathological  So- 
ciety, the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Jacob  Jay  Keene,  M.D.,  of  Brooklyn,  died  on 
July  18,  at  the  age  of  eighty-one.  Dr.  Keene  re- 
ceived his  medical  degree  from  the  Long  Island 
College  Hospital  Medical  School  in  1903. 


Daniel  Bernard  Lynch,  M.D.,  of  Albany,  died  on 
July  21  at  St.  Peter’s  Hospital,  Albany,  at  the  age 
of  fifty-nine.  Dr.  Lynch  received  his  medical  de- 
gree from  the  New  York  University  and  Bellevue 
Hospital  Medical  School  in  1916  and  interned  at  St. 
Vincent’s  Hospital  in  New  York  City.  During 
World  War  I he  served  as  a captain  with  the  U.S. 
Army  Medical  Corps,  stationed  in  France,  and  dur- 
ing World  War  II  he  served  on  Selective  Service 
Board  343.  Dr.  Lynch  was  assistant  attending  sur- 
geon at  St.  Peter’s  Hospital  and  was  a member  of 
the  Albany  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


John  B.  Pastore,  M.D.,  of  New  York  City  and 
Pelham,  died  on  August  18  at  the  age  of  forty-six. 
Dr.  Pastore  was  graduated  from  the  Johns  Hopkins 
University  Medical  School  in  1931  and  interned  at 
Women’s  Hospital  in  Baltimore  and  New  York 
Hospital  and  Lying-In  Hospital  in  New  York  City. 
Dr.  Pastore  was  associate  attending  obstetrician  and 
gynecologist  at  the  New  York  Hospital  and  had 
served  as  assistant  superintendent  until  1946,  when 
he  became  executive  director  of  the  Hospital 
Council  of  Greater  New  York.  He  was  a member 
of  the  Health  Resources  Advisory  Committee  of  the 
National  Security  Resources  Board. 

Dr.  Pastore  was  a member  of  the  F ederal  Hospital 
Council  and  a consultant  to  the  U.S.  Public  Health 
Service,  a lecturer  at  the  School  of  Hygiene  of  Co- 
lumbia University,  and  a guest  lecturer  at  the  School 
of  Public  Health  of  Harvard  University.  Dr.  Pas- 
tore was  also  a member  of  several  organizations  for 
hospital  administrators  and  physicians,  including 
the  Medical  Administrators  Conference,  the  Society 
of  Medical  Administrators,  the  American  Hospital 
Association,  the  American  Public  Health  Associa- 
tion, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Orton  Eugene  White,  M.D.,  of  Angola,  died  on 
July  18  at  the  Buffalo  General  Hospital  at  the  age 
of  sixty-two.  Dr.  White  was  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in  1912 
and  had  practiced  in  Cortland  and  Syracuse  before 
his  retirement  eight  years  ago.  A Diplomate  of  the 
American  Board  of  Otolaryngology,  he  was  a member 
of  the  Cortland  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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MALPRACTICE  PROTECTION 

IN  YOUR  OWN  GROUP  PLAN* 

• 

J ADVANTAGE  NUMBER  4:  The  policy  contract  was 

drawn  to  meet  the  needs  of  doctors  by  doctors  in  active 
? practice  who  are  members  of  the  Malpractice  Insurance 
2 and  Defense  Board  of  the  State  Society. 

2 • 

2 *Carried  by  the  Employers  Mutual  Liability  Insurance  Company 

J HARRY  F.  WANYIG 

2 Indemnity  Representative 

2 jilelitcal  £j>orietp  of  tfje  g>tate  of  J^eto  Iforfe 

J 70  PINE  ST.,  NEW  YORK  5 TEL.:  DIGBY  4-7117 


• • 

It  is  natural  for  our  aged  colleagues  to  turn  to  the 
medical  profession.  It  is  also  natural  for  them  to  turn 
to  the  PHYSICIANS’  HOME  for  help  and  assurance. 
These  efforts  need  your  help.  Make  checks  payable  to 

PHYSICIANS’  HOME 

BEVERLY  C.  SMITH,  M.D.,  President 

52  EAST  66th  STREET  • NEW  YORK  CITY 
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acute 

vitamin  deficiencies 

A sudden  drop  from  adequate  to  grossly 
inadequate  vitamin  intake  results  in  fast 
tissue  depletion  and  functional  changes. 
Ordinarily,  physical  lesions  do  not  appear. 
If  tissue  depletion  is  rapid  enough,  death 
may  ensue  with  slight  or  no  morphologic 
variation. 


Treatment  of  acute  deficiencies 

Fully  therapeutic  dosages  of  all  the  vitamins 
indicated  in  mixed  vitamin  therapy  should  be 
given.  Under  intensive  therapy  recovery  from 
acute  vitamin  deficiencies  usually  is  made  in  a 
comparatively  short  time. 


THERAGRAN  supplies  clinically  proved,  truly 
therapeutic  dosages  of  all  the  vitamins  indi- 
cated in  mixed  vitamin  therapy. 

Each  Theragran  Capsule  contains: 
Vitamin  A 25,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  HCI  10  mg. 

Riboflavin  5 mg. 

Niacinamide  150  mg. 

Ascorbic  Acid  150  mg. 

Bottles  of  30,  100  and  1000 


When  the  deficiency  is  acute  specify  Theragran  and 
correct  the  patient’s  diet 

THERAGRAN 

THERAPEUTIC  FOR  M U l A VITAMIN  CAPSUIES  SQUIBB 


Squibb 


BOOKS 

REVIEWED 

Psychosomatic  Medicine.  Its  Principles  ai 
Applications.  By  Franz  Alexander,  M.D.  With 
chapter  on  The  Functions  of  the  Sexual  Apparati 
and  Their  Disturbances  by  Therese  Benede  ! 
M.D.  Octavo  of  300  pages.  New  York,  W.  V 
Norton  & Co.,  1950.  Cloth,  $4.00. 

The  title  of  this  book  speaks  for  itself  quite  co 
cretely  with  respect  to  its  content  and  purpos 
Little  else  need  be  said  of  it,  except  to  recommei 
it  to  anyone  interested  in  this  subject.  The  read  j 
is  sure  to  find  in  it  authentic  and  original  data  ix  j 
tabling  to  this  trend  of  development  in  mode ! 
medicine. 

The  book  covers  a wide  range  of  topics  too  numi  [ 
ous  to  detail,  except  to  indicate  that  it  spans  t 
entire  gamut  of  vegetative  functioning  of  the  hum: 
personality.  Simon  Rothenberg 

A Text-Book  of  Psychiatry  for  Students  ai 
Practitioners.  By  Sir  David  Henderson,  M.I 
and  the  late  R.  D.  Gillespie.  Seventh  editic 
Octavo  of  740  pages.  New  York,  Oxford  Universi 
Press,  1950.  Cloth,  $7.75. 

The  seventh  edition  of  this  well-known  work  • 
psychiatry  is  hewn  pretty  much  in  the  form  of  t ' 
previous  editions.  The  preface  was  written  aft 9 
the  death  of  Dr.  Gillespie,  who  had  collaborated 
the  writing  of  the  seven  editions. 

The  book  emphasizes  the  relation  of  man  to  l5* 
social  setting  and  the  importance  of  social  facte 
and  trends  in  the  causation  of  mental  disturbances 
concept  fashioned  after  the  teachings  of  the  la 
Dr.  Adolf  Meyer  who  has  influenced  the  psychiat 
thinking  of  both  authors. 

The  chapter  on  “Psychopathetic  States”  has  be 
enlarged  to  conform  with  our  newer  knowledge 
these  asocial  states.  There  are  other  minor  re 
sions,  but,  on  the  whole,  the  arrangement  of  the  n ' 
terial  and  the  manner  of  presentation  have  remain 
the  same.  It  is  an  excellent  book  on  psychiatry. 

Joseph  L.  Abramson  I 

Simmond’s  Disease.  Extreme  Insufficiency  of  t 
Adenohypophysis.  By  R.  F.  Farquharson,  M. 
(C).  Octavo  of  93  pages,  illustrated.  Springfie 
111.,  Charles  C Thomas,  1950.  Fabrikoid,  $2.( 
(Publication  #34  American  Lecture  Series.) 

This  is  a short,  accurate,  interesting  account  o 
rare  but  important  clinical  entity.  Dr.  Farquh; 
son's  monograph  is  quite  complete  and  can  be  r 
ommended  to  all  interested  in  pituitary  cachexi 

Milton  Plot? 

Anxiety  in  Pregnancy  and  Childbirth.  By  H< 

riette  R.  Klein,  M.D.,  Howard  W.  Potter,  M.. 
and  Ruth  B.  Dyk,  M.S.  Octavo  of  111  pag 
New  York,  Paul  B.  Hoeber,  1950.  Cloth,  $2.75. 

The  text  is  a psychosomatic  medieme  monogra] 

It  represents  the  results  of  an  exploratory  study 
the  psychosomatic  relationships  in  pregnancy  a 
childbbth.  A group  of  primiparous  patients 
tending  the  clinic  at  the  Long  Island  College  Hos 
tal  were  selected  for  a study,  made  during  Vo 
War  II,  a period  characterized  by  stress  and  sue 
unrest.  The  results  of  the  study  are  extremely 
teresting  and  should  be  known  to  the  obstetrician 
Alexander  H.  Rosenthai 
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Allergy  in  Relation  to  Otolaryngology.  By 
1 ;nch  K.  Hansel,  M.D.  With  Panel  Discussion. 
i official  publication  of  the  American  College  of 
t ergists.  Duodecimo  of  77  pages,  illustrated. 
*j  Paul,  Bruce  Pub.  Co.,  1949.  Cloth,  $2.50. 

This  is  an  interesting  and  informative  panel  dis- 
e sion  on  the  management  of  nasal  respiratory  al- 
l»ky.  The  book  is  compulsory  reading  for  those 
bprested  in  the  subject,  as  many  important  fea- 
t es  are  brought  out.  It  also  shows  the  necessity 
f<  close  teamwork  between  the  otolaryngologist 
Bil  allergist  to  insure  proper  therapy. 

Sydney  Shapin 

unusing  Quotations  for  Doctors  and  Patients, 
llted  by  Noah  D.  Fabricant,  M.D.  Duodecimo  of 
F pages.  New  York,  Grune  & Stratton,  1950. 
C th,  $3.00. 

?his  small  volume  of  quotations  is  an  engaging 
t ie  which  must  have  given  Dr.  Fabricant  pleasure 
' ■ompile.  It  will  amuse  the  patient  in  the  waiting 
j sxamining  room  and  may  provide  the  doctor  with 
s*  ,ie  thoughts  for  an  afterdinner  speech. 

Milton  Plotz 

finical  Orthoptic  Procedure.  A Reference  Book 

0 Clinical  Methods  of  Orthoptics.  By  William 
S ith,  O.D.  Octavo  of  393  pages,  illustrated.  St. 

1 lis,  C.  V.  Mosby  Co.,  1950.  Cloth,  $8.00. 

1'his  highly  practical  text,  written  by  an  op- 
Wjietrist,  is  worthy  of  consideration  by  those  in- 
fested in  the  field  of  orthoptics.  It  treats  briefly 
tlse  phases  of  ocular  myology  usually  found  in 
n;er  texts  on  the  eye,  and  it  devotes  itself  chiefly 
M,  he  problem  of  treating  the  muscle  anomalies  by 
lajning.  There  is  a chapter  for  each  anomaly,  and 
ipific  directions  are  given  for  treating  the  condi- 
i described. 

here  is  a good  description  of  all  the  instruments 
r l in  the  field.  There  are  enough  definitions  of 
mfis  to  enable  the  relative  neophyte  to  benefit  by 
F book.  The  author,  admitting  that  the  use  of 
Jnoptics  in  refractive  errors  is  under  debate,  de- 
a a chapter  to  the  subject  anyhow.  The  book 
s worth-while  addition  to  the  ophthalmologist’s 
il  f,  provided  that  he  is  aware  of  the  fact  that  some 
>1  he  statements  made  are  rather  ambiguous  and  a 
V d deal  of  the  text  repetitious. 

Israel  Gerberg 


extbook  of  Endocrinology.  Edited  by  Robert 
a Williams,  M.D.  With  the  collaboration  of 
r3r  H.  Forsham,  Harry  B.  Friedgood,  John  Eager 
Hvard,  Edwin  J.  Kepler  et  al.  Octavo  of  793 
*e8,  illustrated.  Philadelphia,  W.  B.  Saunders 
- .1950.  Cloth,  $10.00. 

he  excellence  of  this  outstanding  recent  addition 
-<  ooks  on  endocrinology  is  reflected  in  the  merit  of 

mi  i 1 

u 

ul. 


authors.  The  general  principles,  the  pituitary 
the  thyroid  glands,  as  well  as  laboratory  meas- 
j are  covered  by  Williams;  chronic  adrenal 
erfunction  by  Kepler  and  Locke;  adrenal  corti- 
insufficiency,  as  well  as  the  pancreas,  by  Thorn 
Forsham;  the  testes  by  Howard  and  Scott; 
a ovaries  by  George  Smith;  the  parathyroid  by 
w enstein,  Jr.;  growth  and  development  by 
" ans;  the  neuroendocrine  and  psychodynamic 
ifhcts  by  Friedgood,  and  obesity  by  Newburgh. 
1 clinician  and  scientist  will  welcome  this  meticu- 
o , well-written  book  containing  numerous  well- 
1 en  photographs,  diagrams,  figures,  and  charts. 

Bernard  Seligman 


chronic 

vitamin  deficiencies 


When  vitamin  intake  is  just  below  the 
adequate,  deficiencies  develop  slowly.  As 
time  goes  on  lesions  appear.  They  are 
insidious  in  onset  and  slow  in  regression, 
even'under  intensive  therapy.  Many  chron- 
ic lesions  progress  uneventfully.  The  pa- 
tient accepts  his  ill-health  as  normaL 


Treatment  of  chronic  deficiencies 

Chronic  deficiencies  require  prolonged  ther- 
apy. At  first  treatment  should  be  intensive.  A 
much  longer  period  of  complete  but  less  in- 
tensive treatment  should  follow.  For  a year 
after  apparent  recovery  the  patient  should  be 
given  fully  protective  amounts  of  the  essential 
nutrients. 


THERAGRAN  supplies  all  of  the  vitamins  indi- 
cated in  mixed  vitamin  therapy  in  clinically 
proved,  trulv  therapeutic  dosages. 


Each  Thera  gran  Capsule  contains: 
Vitamin  A 25,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  HCI  10  mg. 

Riboflavin  5 mg. 

Niacinamide  150  mg. 

Ascorbic  Acid  150  mg. 

Bottles  of  90,  100  and  1000 


When  the  deficiency  is  chronic  specify  Theragran  and 
correct  the  patient’s  diet 

THERAGRAN 

THERAPEUTIC  FORMUIA  VITAMIN  CAPSUIES*  SQUIBB 


Sqijibb 


"THERA® RAM"  — T.  •».,  I.  «.  CQUIt®  A »OW® 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phya.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


HALYCON  REST 

764  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nerroua, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Bye  7-0550  Write  for  illustrative  booklet. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phon.  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 


FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Phyticitn 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y, 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Char  gs 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merrill  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *T«I.  2-1621 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENT 
Hypertensives  Arterio-sclerotics  Al  I Neurological  Diso'dd 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-487 


BRIGHAM  HALL  H0SPITA 

AT  CANANDAIGUA,  N.Y 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  ui 
institutional  atmosphere.  Treatment  modern . scientific 
individual.  Moderate  rates.  Licensed  by  dept,  of  Met 

tal  Hygiene.  (See  also  our  advertisement  in  the  Medic 

Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  I 
MARGARET  TAYLOR  ROSS,  M.D.,  Physicis 
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iri-syneral  vitamin  drops 


CLASSIFIED 


first  and  original 

aqueous  solution  ol 
fat-soluble  plus 
water-soluble  vitamins. 

(U.  S.  Patent  No.  2,417,299.) 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
new  york  17,  n.  y. 


OCTOR 


• • • • 


IS  THIS  ONE  OF  YOUR  PATIENTS? 


(Cast  from  a children's  dental  clinic  show- 
ing moloclusion  due  to  thumb  sucking) 

EH  TREATMENT  IS  INDICATED  TO 
COURAGE  THUMB  SUCKING 

..recommend ... 


Order  from  your  supply  home  or  phormomt 


;-L — 

3 PEBIOB  PERSONNEL  Assistants  and  ezecu* * 
h ■ in  all  fields  of  medicine— young  physicians,  department 
b da,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
d itlans,  and  technicians 

PainxcUa  ^(Sx^eAUf,— 

NEW  YORE  MEDICAL  EXCHANGE 

< FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


FOR  SALE 


A roscope,  New  Hensoldt-Wetzlar  to  2875X-Eye  pieces 
5 tl2-,  16x25.  Lens  pieces  3x10x45x100,  115.  Revolving 

• e,  elide  adjuster.  Magnification  of  light.  Cypress  3-9492 


PRACTICES  FOR  SALE 


A,  ve  General  Practice,  Queens,  2 family  brick  corner.  1 fl.  5 )4 
fps,  fully  equipped  office,  2 fl.  5)4  rooms  living  quarters. 
2|ir  garage,  2 separate  entrances,  can  rent  with  option  to 
•>  ■ Retiring,  will  introduce.  Box  483,  N.  Y.  St.  Jr.  Med. 


DOCTOR’S  OFFICES  FOR  RENT 


5||  St.,  E. — 3 rooms,  and  lav.  Separate  entrance.  AC- 
D current  Reasonable.  M.  E.  Smith,  Mu.  3-6360 


MEDICAL  MANAGEMENT -GROUP  PRACTICE 
CONSULTING 


Assistance  in  all  phases  of  medical  and  group  practice  ad- 
ministration, partnerships,  practice  expansion,  investment 
counselling,  tax  and  life  planning,  personnel,  collections. 
Financial  records  for  Doctor  exclusively — write  for  MED- 
ICAL ECONOMICS  reprint.  George  W.  Condit,  127  East 
60th  Street,  N.  Y.  C.  TEmpleton  8-7082. 


COURSES 


Courses  in  HYPNOSIS,  physicians  and  dentists  only 
starting  October,  information  JOHN  LEVBARG,  M.D. 
219  W.  86  St„  N.  Y.  C.  En.  2-6845. 


SITUATIONS  WANTED 


GENERAL  PRACTITIONER:  desires  salaried  position. 

European  trained;  13  years  in  private  general  practice  N.  Y. 
State.  Specialist,  internal  diseases  in  Germany;  research 
heart  and  lung  diseases.  No  family  ties,  permanent.  Box 
482,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Saranac  Lake — Five  room  bungalow  on  sixty-foot  property. 
All  modern  conveniences,  $3,500.  Address  L.  Laddie, 
Forestport,  N.  Y. 


WANTED 


Up-state  New  York.  Associate  for  general  medicine.  Be- 
come full  partner.  Laboratory  facilities  in  office.  Near  city 
hospitals.  Write  Gerald  S.  McGuire.  M.D.,  Webster,  N.  Y. 


MEDICAL  BOOKS 


MEDICAL  BOOKS  of  all  publishers  Obtain  all  your 
books  from  one  source,  only  one  account  necessary. 
Harold  Lerman,  2268  Grand  Concourse  New  York  57, 
N.  Y.  Ludlow  4-0282 


PROFESSIONAL  APT.  FOR  RENT 


Brooklyn  Heights— 2 Pierrepont  St.  ccr.  Pierrepont  Place. 
Choice  downtown  location,  3)4  room  front  apt.  in  new  12- 
story  building  directly  opposite  landscaped  park  and  water- 
side promenade.  Conveniently  located  in  "Heights”  section, 
near  subways.  TR  5-4328. 


UNFURNISHED  PROFESSIONAL  APARTMENTS 


80’s  East — for  doctor  or  dentist. 

4 rooms,  2 baths,  vacant. 
Cushman  & Wakefield,  Inc.,  MU  2-7226. 


Jackson  Heights — Physician  wanted  to  share  office  with 
dentist  opposite  new  3,000  family  development.  Ha  9-7744 — 
Ra  8-0334. 
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Pure.. 

Wholesome . . 
Refreshing 


Safeguarded  constantly  by  scientific 
tests,  Coca-Cola  is  famous  for  its  purity 
and  wholesomeness.  It’s  famous,  too,  for 
the  thrill  of  its  taste  and  for  the  happy 
after-sense  of  complete  refreshment  it 
always  brings.  Get  a Coca-Cola,  and  get 
the  feel  of  refreshment. 
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IE  VO-  A RTE  RE  N Ol 


THE  TRUE  VASOCONSTRICTOR  KORMONE  OF  THE  ADRENAL  MEDULLA 


Levophed  "acting  through  peripheral  vasoconstriction,  has 
proved  to  be  our  most  powerful  stimulant  to  blood  pressure."' 

It  "was  possible  in  every  case  to  achieve  and  to  maintain 
a satisfactory  blood  pressure  during  operation  . . . No  sup- 
plementary vasopressors  were  required  when  arterenol  was 
given  intravenously."2 

• IMMEDIATE  EFFECT 

• SHORT  DURATION  OF  ACTION 

• LOW  TOXICITY 

• ABSENCE  OF  CORONARY  CONSTRICTION 

SUPPLIED:  Levophed  solution  1:1000  in  ampuls  of  4 eq 
(must  be  diluted  in  1000  cc.  of  infusion  fluid),  boxes  of  10, 


l 


Ntw  Yo*k  18,  N.  Y.  Windsor  Oht 


WRIT E FOR 

DETAILED  INFORMATION. 


1.  Phillips.  O.C..  and  Nicholson.  M.  J.»  Surg.  Clin.  North  Am.,  30  705.  Juno.  1950. 

2.  Wilson,  CM.,  and  Bassett.  R.Q;  Univ.  Michigan  Med.  Bull.,  16.57.  March.  195a 

levophed,  trademark  reg.  U.  S.  & Canada 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CAR 

The  Sanitarium  has  all  the  atmosphere  of 
fine  hotel  with  individual  rooms  and  tastefi 
decorations.  A special  feature  is  made  c 
occupational  therapy  of  all  kinds  wit 
competent  staff  and  facilities.  Other  fee 
tures  are  large  cheerful  solarium,  billiar 
room,  complete  gymnasium,  complete  bat 
and  massage  department.  The  spacior 
grounds  include  a nine-hole  golf  coursf 
All  the  sanitarium  facilities  are  open  t 
guests  who  do  not  wish  examination  an 
medical  care,  but  come  simply  for  th 
baths  and  massages  and  rest  and  recre; 
tion.  Modern  medical  equipment  an 
superb  location  offer  the  combined  advai 
tages  of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 


Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 

THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINK 
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"The  obese  person’s  weight  can  be  reduced  by 
. . . curtailing  the  intake  of  food  . . . judiciously 
and  with  regard  to  physiologic  laws.  Therefore 
in  restricting  the  food,  precautions  should  be 
taken  to  guard  against . . . mineral-vitamin  defi- 
ciency . . . the  distress  of  great  hunger  and  pro- 
found weakness.”1 

1.  McLestcr,  J.  S.:  Nutrition  and  Diet  in  Health  and  Disease,  pp.  412-413,  1949. 


AM  PLUS  provides  balanced  proportions  of  8 vitamins  and  11  minerals  and 
trace  elements  to  effectively  safeguard  the  obese  patient  against  hazardous 
nutritional  deficiencies  which  often  result  from  the  restricted  dietary  regimen. 


for  sound  obesity  management  specify 


AM  PLUS 


EACH  CAPSULE  CONTAINS 

DEXTRO- AMPHETAMINE  SULFATE 5 mg 

Calcium 242  mg 

Cobalt 0.1  mg 

Copper 1 mg 

Iodine 0.15  mg 

Iron 3.33  mg 

Manganese 0.33  mg 

Molybdenum 0.2  mg 

Magnesium 2 mg 

Phosphorus 187  mg 

Potassium 1.7  mg 

Zinc 0.4  mg 

Vitamin  A (Synthetic) 5000  U.S.P.  Units 

Vitamin  D ( IrradiatedErgosterol ) 400  U.S.P.  Units 

Thiamine  Hydrochloride 2 mg. 

Riboflavin 2 mg. 

Pyridoxine  Hydrochloride 0.5  mg. 

Niacinamide 20  mg. 

Ascorbic  Acid 37.5  mg. 

Calcium  Pantothenate 3 mg. 

Available  in  all  prescription  pharmacies,  supplied  in  bottles  of  too  capsules 


J.  B.  ROERIG  AND  COMPANY,  $3«  lake  shoie  oiive,  c m i c a 6 o ii,  ill. 
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Sympathectomy  in  Peripheral  Vascular  Disease,  Homer  L.  Skinner,  M.D.,  F.A.C.S., 
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For  True 
Iron  Deficiency 
Anemia 
There  is 

tothing  Better  Than 


MOL-IRON 

Molybdenized  Ferrous  Sulfate 

— a co-precipitated  complex  of  ferrous  sulfate 
and  molybdenum  sesquioxide 


White’s  Mol-Iron — culmination  of  several  years  of  in- 
vestigational and  clinical  study — has  been  found  to  pro- 
duce unusually  “striking”  . . . “dramatic”  . . . and  “rap- 
id”1’2’3 hemopoietic  response  and  to  be  extremely  “well 
tolerated.”4’5 

In  a controlled  investigation,  . . 78  per  cent  of  the 
group  treated  with  molybdenized  ferrous  sulfate,  in 
contrast  with  22  per  cent  of  the  group  treated  with 
ferrous  sulfate  had  gains  in  hemoglobin  greater  than 
2.0  Gm.”2 

Supplied:  Mol-Iron  Tablets — bottles  of  100  and  1000. 
Mol-Iron  Liquid — bottles  of  12  fluid  ounces. 

Mol-Iron  with  Liver  and  Vitamins  (capsules)  — bottles 
of  100. 

Mol-Iron  with  Calcium  and  Vitamin  D (capsules)  bot- 
tles of  100. 


WHITE  LABORATORIES,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 

1.  Dieckmann,  W.  J.,  and  Priddle,  H.  D. : Am.  J.  Obstet.  & Gynec.  57:541  (1949). 

2.  Chesley,  R.  F.,  and  Annitto,  J.  E. : Bull.  Margaret  Hague  Mat.  Hosp.  / :68  (1948). 

3.  Dieckmann,  W.  J.,  et  al. : Am.  J.  Obstet.  & Gynec.  59  :442  (1950). 

4.  Kelly,  H.  T. : Pennsylvania  M.  J.  51 :999  (1948). 

5.  Neary,  E.  R. : Am.  J.  Med.  Sc.  2/2:76  (1946). 
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In  Congestive  Heart  Failure 

Jheocalcin 

brand  of  Theobromine-calcium  salicylate 


Diuretic  and  Myocardial  Stimulant 

"l\  grain  tablets  and  powder.  Dose:  1 to  3 tablets,  repeated. 


II 


BILHUBER-KNOLL  CORP.  orange,  new  jersey. 
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Twice  as  many  calories  as  5%  Dextrose 

No  increase  in  infusion  time,  fluid  volume  or  vein  damage 

Practically  100%  utilization 

Less  spillage  in  urine 


Tra  vert 


VTo  replenish  glycogen  stores.  VTo  minimize  protein  catabolism 
by  exerting  a protein-sparing  action.  To  prevent  ketosis  by 

facilitating  the  effective  metabolism  of  fat.  ^/To  help  maintain 
hepatic  function. 

Travert  makes  possible  the  administration  of  high  caloric  infusions, 
with  minimal  discomfort  and  inconvenience  to  the  patient. 

10%  Travert  solutions  are  available  in  water  or  in  saline.  They  are  sterile,  crystal  clear,  nonpyrogenic. 

1 50  cc.,  500  cc.,  1 000  cc.  sizes. 

product  of  for  complete  information,  simply  write  "Travert"  on  your  Rx  and  triad 

t 


BAXTER  LABORATORIES,  INC. 


Morton  Grove,  Illinois  • Cleveland,  Mississippi 

DISTRIBUTED  AND 


AMERICAN  HOSPITAL 


s fTBBRRY  OF  THE 

THE  37  ST/l^S^AST  < 

J Qtjrcepi  in  the^city  of  El  Paso, 

CORPORATION 

GENERAL  OFFICES  . EVANSTON,  ILLINOIS 


OF  THE  ROCKIES 
Texas)  THROUGH 
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IN  RESISTANT  HYPERTENSION 


Vertavis-Phen  affords  simplicity  and  economy  of  treatment  in  severe,  resistant  cases  of  essential 
hypertension  (Grade  III).  Blood  pressure  is  effectively  lowered  by  a twofold  action: 

1.  VERTAVIS-PHEN  reduces  peripheral  resistance. 

2.  VERTAVIS-PHEN  minimizes  the  hypertensive  effects  of  emotional  stress. 
Vertavis-Phen  seldom  produces  undesirable  side-effects  and  permits  the  prolonged  treatment 
required  in  resistant  hypertension. 

Average  Dosage  Range:  2 to  4 tablets  daily  after  meals. 

Hypotensive  Action  (single  oral  dose):  10  to  12  hours. 


1 Each  Vertavis-Phen  tablet  contains: 
Whole-powdered  veratrum  viride  . . . 

10  CRAW  UNITS* 

I Phenobarbital 1 4 grain 

, Supplied:  Bottles  of  100,  500, 
1000  ot  prescription  pharmacies 
everywhere. 

Biologically  Standardized  for  toxicity 
hy  the  Craw  Daphnia  Magna  Assay. 


Vertavis-Phen 


IRWIN,  NEISLER  & CO. 


DECATUR, 


I L L. 
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FOR  THE  PEPTIC  ULCER  PATIENT 
"DOUBLE-GEL  ACTION"  AMPHOJEL 


relieves  pain  promptly 


promotes  rapid  healing 


no  kidney  damage 


never  causes  alkalosis 


no  acid  rebound 


pleasant  to  take 


Supplied:  Liquid,  bottles  of  12  fl. 
oz.  Also  available:  Tablets  of  5 
grains  and  10  grains 


stops  gastric  corrosion 


provides  a soothing  protec- 
tive coating  over  the  ulcer 


imposes  no  added  burden 
on  kidney  function 


buffers  gastric  contents 
moderately;  permits  nor- 
mal neutralization  of  alka- 
line secretions  of  upper 
intestine 


even  in  excessive  doses. 
Does  not  cause  unphysio- 
logic  alkalinity  and  conse- 
quent acid  secretory  re- 
sponse 


smooth,  creamy,  pleasing 
taste  and  texture 


After  1 5 years  of  clinical  use,  the  most  widely 
prescribed  medication  for  peptic  ulcer — 


AMPHOJEL' 

ALUMINUM  HYDROXIDE  GEL 
ALUMINA  GEL  WYETH 
f'/gef/l  Incorporated,  Philadelphia  2,  Pa. 
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Donald  B.  Sanford,  Vice-Chairman Syracuse 

C.  Douglas  Sawyer,  Secretary Brooklyn 

H.  Dan  Vickers,  Delegate Little  Falls 

MEDICINE 

Charles  G.  Williamson,  Chairman Brooklyn 

George  F.  Koepf,  Vice-Chairman Buffalo 

Arthur  E.  Lamb,  Secretary Brooklyn 

Arthur  E.  Lamb,  Delegate Brooklyn 

NEUROLOGY  AND  PSYCHIATRY 

William  P.  Van  Wagenen,  Chairman Rochester 

Harold  P.  Merwarth,  Secretary Brooklyn 

Orman  C.  Perkins,  Delegate Brooklyn 


OBSTETRICS  AND  GYNECOLOGY 

Raymond  J.  Pieri,  Chairman Syracuse 

Henry  S.  Acken,  Jr.,  Secretary Brooklyn 

Clyde  L.  Randall,  Delegate Buffalo 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Everet  H.  Wood,  Chairman Auburn 

Martin  L.  Gerstner,  Secretary Buffalo 

Greydon  G.  Boyd,  Delegate New  York  j 

ORTHOPEDIC  SURGERY 

Robert  K.  Lippmann,  Chairman New  York 

John  W.  Ghormley,  Secretary Albany 

Halford  Hallock,  Delegate New  York 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

John  J.  Clemmer,  Chairman Albany 

Maurice  N.  Richter,  Vice-Chairman New  York 

M.  J.  Fein,  Secretary New  York 

Harry  P.  Smith,  Delegate New  York 

PEDIATRICS 

Frederick  H.  Wilke,  Chairman New  York 

Russell  B.  Scobie,  Vice-Chairman Newburgh 

Harold  W.  Dargeon,  Secretary New  York 

Reginald  A.  Higgons,  Delegate Port  Chester 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Arthur  B.  Robins,  Chairman New  York 

Clayton  M.  Steward,  Vice-Chairman.  .Saranac Lake 

William  C.  Spring,  Jr.,  Secretary Ithaca 

Frank  E.  Coughlin,  Delegate Troy 

RADIOLOGY 

William  J.  MacFarland,  Chairman Hornell 

Ernest  H.  Wood,  Jr.,  Secretary New  York 

Frederic  E.  Elliott,  Delegate  Brooklyn 

SURGERY 

William  F.  MacFee,  Chairman New  York 

Walter  S.  Walls,  Secretary Buffalo 

John  D.  Stewart,  Delegate Buffalo 

UROLOGY 

Walter  G.  Hayward,  Chairman Jamestown 

Frank  C.  Hamm,  Vice-Chairman Brooklyn 

John  S.  Fitzgerald,  Secretary Utica 

Frank  C.  Hamm,  Delegate Brooklyn 


SESSION  OFFICERS 
1951-1952 


HISTORY  OF  MEDICINE 

Cushman  D.  Haagensen,  Chairman. . 


PHYSICAL  MEDICINE 

New  York  William  Bierman,  Chairman New  York 
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in  TRICHOMONIASIS 


• The  same  preferred  pow- 
der form  for  office  insuffla- 
tion and  for  supplemental 
home  use  ...  an  unbroken 
chain  to  establish  pro- 
longed therapy  under  more 
controlled  conditions.  Use 
coupon  below  for  literature 
and  professional  samples. 


ARGYPIJLVIS 


provides 


SUSTAINED  THERAPY  FOR 

better 


CONTROL 


Reich,  Button  and  Nechtow* 

ARGYPULVIS 

arcyrol  and  arcypulvis  are  registered  trademarks,  the  prop- 
erty of 

A.  C.  BARNES  COMPANY 
NEW  BRUNSWICK,  N.  J. 


INTRODUCTORY  OFFER  TO  PHYSICIANS:  *0n  request 
we  will  send  professional  samples  of  arcypulvis  (both  forms), 
together  with  a reprint  of  the  Reich,  Button  and  Nechtow  re- 
port. (Use  coupon.) 

A.  C.  Barnes  Company 

Dept.  NY-101,  New  Brunswick,  N.  J. 

Name 

Address 

City 


State 


Private  First  Class  Melvin  Brown,  of  Mahaffey, 
Pennsylvania — Medal  of  Honor  for  valor  in  action  near  Kasan,  Korea,  September  4, 
1950.  Stubbornly  holding  an  advanced  position  atop  a wall,  Pfc.  Brown  stood  off 
attacking  North  Koreans  until  all  his  rifle  ammunition  and  grenades  were  gone. 
When  last  seen  he  was  still  fighting — with  only  an  entrenching  shovel — rather  than 
give  up  an  inch  of  ground. 

Never  forget  the  devotion  of  Melvin  Brown! 

Now,  this  very  day,  you  can  help  make  safer  the  land  he  served  so  far  “above 
and  beyond  the  call  of  duty.”  Whoever  you  are,  wherever  you  are,  you  can  begin 
buying  more  . . . and  more  . . . and  more  United  States  Defense*  Bonds.  For  every 
time  you  buy  a bond  you’re  helping  keep  solid  and  stable  and  strong  the  country 
for  which  Private  Brown  gave  everything  he  had. 

And  remember  that  strength  for  America  can  mean  peace  for  America — so  that 
boys  like  Melvin  Brown  may  never  have  to  fight  again. 

For  the  sake  of  Private  First  Class  Melvin  Brown  and  all  our  servicemen — for 
your  own  boy — buy  more  United  States  Defense  Bonds — now.  Defense  is  your  job, 
too! 


Don’t  forget  that  now  every  Series  E Bond 
you  own  automatically  goes  on  earning 
interest  for  20  years  from  date  of  purchase 
instead  of  10  as  before.  This  means,  for 


example,  that  a Bond  you  bought  for  $18.75 
can  return  you  not  just  $25  but  as  much 
as  $33.33 ! For  your  country’s  security,  and 
your  own,  buy  U.  S.  Defense  Bonds  now! 


*U.  S.  Savings  Bonds  are  Defense  Bonds  - Bui/  t/iem  regularly  l 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in 
cooperation  with  the  Advertising  Council  and  the  Magazine  Publishers  oj  America  as  a public  service . 


more  effective 
against 


tinea  capitis 

“More  effective  in  ringworm 
of  the  scalp  than  any  other 
topical  agent.”1 


Also  indicated  in 
tinea  corporis 


tinea  pedis 

In  "athlete’s  foot”  a 
combined  cured  and  improved 
rate  of  95%  has  been  obtained.1 


tinea  cruris 

tinea  versicolor  “broad  antifungal  spectrum 

tinea  of  the  nails 

...good  cutaneous  tolerance. 


r' 


Asfterol 


5%  tincture  . . . ointment . . . powder  . . . 
sprayed,  applied  with  cotton  or  dusted  on 


'Roche' 


1.  Stritzler,  C.;  Fishman,  1.  M.,  and  Laurens,  S.: 

Transactions  New  York  Acad.  Sc.,  IS: 31,  Nov.,  1950. 

HOFFMANN-LA  ROCHE  INC  • ROCHE  PARK  • NUTLEY  10  • NEW  JERSEY 

ASTEROL  DIHYDROCHLORIDE  ROCHE*— 'BRAND  OF  DIAMTHAZOLE  Dl HYDROCHLORIDE1 
Iz-OIN  ETH  YLAM INO-6'  (p*DI  ETH  YLAM I NO  ETHOXYl-BENZOTHIAZOLE  DIHYDROCHLORIDCl 
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THE  1951  MEDICAL  DIRECTORY  IS  NOW  AVAILABLE 

For  complete  and  authoritative  data  on  physicians,  hospitals, 
medical  society  and  administrative  officials  in  New  York  State, 
the  official  publication  of  the  Medical  Society  of  the  State  of 
New  York  is  an  invaluable  reference  volume. 

Be  sure  to  notice  the  many  added  features — Scientific  Information; 
Functions  and  Services  of  your  State  Society;  New  York  City  and 
State  Departments  of  Health;  New  York  State  Medical  Practice 
Act;  Workmen's  Compensation  Rules  and  Procedures;  Narcotic 
Regulations;  Medical  Care  Insurance  Information;  Listings  of 
Pharmaceutical  Suppliers,  Equipment  Suppliers,  Nursing  Homes, 
and  other  important  data,  all  included  for  the  first  time. 


NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimenlary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( 

) copies  of  the  1951  Medical 

Directory  of  New  York  State. 
3%  Sales  Tax  in  New  York  City. 

Price  $15.00  per  volume  plus 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF 
ORDERING  FOR  HOSPITALS, 

ORDERS,  PLEASE  STATE  WHEN 
SOCIETIES,  COMPANIES,  ETC. 
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‘Eskel’  relieves  60%  of 
bronchial  asthma  attacks . . 


from  the  May -June  issue  of  the 


Annals  of  Allergy 1: 


CONCLUSIONS 


[‘Eskel’],  in  100  mg.  doses,  relieved  a significant  percentage  (60 
per  cent)  of  patients  observed  during  the  acute  attack  of  asthma. .. 
Side  reactions  . . . occurred  in  a low  percentage  of  clinic  patients  . . . 

One  advantage  of  the  administration  of  [‘Eskel’]  is  its  prolonged 
duration  of  action.  Also,  since  [‘Eskel’]  has  little  effect  on  blood 
pressure  when  given  in  ordinary  dosage,  it  should  be  particularly 
useful  in  asthmatics  with  concomitant  hypertension. 

From  the  results  obtained  in  this  series  of  forty-five  patients  and 
from  other  patients  now  under  observation,  it  is  felt  that  [‘Eskel’] 
will  have  a useful  place  in  the  treatment  of  bronchial  asthma. 


Two  tablet  sizes 

‘Eskel’  is  now  available  in  two  tablet 
sizes:  20  mg.  (new)  and  40  mg. 

Each  tablet  contains  a blend  of 
active  principles,  chiefly  khellin, 
extracted  from  the  plant  Ammi  visnaga. 


1.  Derbes,  V.J.,  et  al.:  Observa- 
tions on  the  Action  of  Khellin  in 
Attacks  of  Bronchial  Asthma, 
Ann.  Allergy  9:354  (May-June) 
1951. 

‘Eskel'  T.M.  Reg.  U.S.  Pat.  Off. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


^ ® Cross-section  of  knee  joint.  Red  area  denotes 

G synovial  membrane  wherein  attributed  action  of 

sodium  gentisate  against  hyaluronidase  occurs. 

Clinical  work  now  being  carried  on  with  GENTARTH  on  arthritic 
patients,  some  of  whom  have  been  suffering  for  30  to  35  years,  reveals 
that  this  new  Raymer  formula  gave  relief  beyond  that  ever  experienced 
with  any  previous  drug.  Not  a single  case  of  intolerance  has  been  re- 
ported. Furthermore,  toxicologic  reports  indicate  that  on  a weight-for- 
weight  basis,  GENTARTH  is  less  toxic  than  aspirin. 

| contains  in  each  salol-coated  tablet: 

Sodium  Gentisate  100  mg. 

Raysal  — 323  mg. 

( representing  43%  Salicylic  Acid  and  3%  Iodine  in  a 
Calcium-Sodium  Phosphate  Buffer  Salt  Combination ) 

Succinic  Acid  130  mg. 

Recommended  dosage : 

2 or  more  tablets,  3 or  4 times  daily  ( after  meals  and  before  bedtime ) 

Available  at  all  pharmacies  on  prescription 


GENTARTH 


PH  ARM  AC  AL  COMPANY 

Pharmaceutical  Manufacturers  • Philadelphia  34.  Pa. 

Pioneer  Producers  of  Gentisate  Medication  for  the  Medical  Profession 


_ . . „ Anti-rhe&fi'** 

,-<„te-Cont‘i‘n‘n£  ,«•'  r 

The  Neu,  Gentle 

• 

* . ••ArTARTH  INHIBITS  * 

SPREAD  OF  HYALURONI0ASE 

While  the  basis  of  GENTARTH  is  buffe^i  salicylate,  still  the  ac- 
cepted  stand-by  in  the  arthritides,  to  it  has  l^en  added  sodium  gentisate 
which  Meyer  and  Ragan1  have  shown  • bring  favorable  results  in 
rheumatoid  arthritis  and  acute  rheumitic  fever.  Pain,  swelling  and 
joint  inflammation  disappeared.  The%:tion  of  sodium  gentisate  has 
been  attributed  to  its  inhibition  of^ne  spreading  effect  of  hyaluroni- 
dase.2' 8 Raymer  has  pioneered  in^iaking  sodium  gentisate  available 
to  the  medical  profession.  Succii#c  acid,  also  present,  protects  against 
decrease  in  prothrombin  time^a  necessary  precaution  in  continued 
salicylate  therapy.  * 


GENTARTH 


[Tablets  are^ipplied  in  bottles  of  100,  500,  1,000. 

Also  Available  Sodium  C^ntisate  Tablets  325  mg. — bottles  of  100.  Sodium 
Gentisate  ( powder) _ for  ^ascription  formulation  through  leading  pharmacies. 


'Meyer,  K.  & Ragan,  C.:#lod.  Concepts  of  Card.  Disp.,  17:2  (1948) 
2 Quick,  A.  J.:  J.  Biol.  G§em.,  101:475  (1933) 

8 Guerra,  J.:  J.  Pharrri^xp.  Ther.,  87 : 1943  (1946) 


NEW  CLINICAL  EVIDENCE 


Since  the  first  appearance  of  this  advertisement,  new  clinical 
evidence  on  GENTARTH  establishes  30%  greater  effective- 
ness than  salicylate  alone.  For  other  last  minute  reports  on 
sodium  gentisate,  see 

Camelin,  et  al:  Presse  Medicale,  58:889  (1950) 
Schaefer,  et  al:  Circulation,  2:265  (1950) 


Your  request  on  a prescription  form  will  bring  a free  clinical 
supply  of  GENTARTH,  ample  to  demonstrate  its  efficacy- 
enough  for  1 case  for  1 week— and  descriptive  literature! 
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acthar,  instituted  early  and  in  adequate  dosage,  gives 
promise  of  lasting  results  in  rheumatic  fever. 

acthar,  in  an  increasing  number  of  rheumatic  fever 
patients,  has  shortened  the  course  of  the  disease,  min- 
imized residual  cardiac  damage  and  probably  reduced 
mortality.  Systemic  signs  and  symptoms  of  rheumatic 
fever  usually  disappeared  within  three  days— the  acute 
rheumatic  process  was  brought  under  control,  and  the 
electrocardiogram  and  enlarged  heart  returned  to  nor- 
mal, with  regression  of  pathologic  murmurs.  Marked 
cardiac  failure,  however,  necessitates  special  caution, 
since  sodium  and  water  retention  may  be  produced. 

acthar  is  available  in  vials  of  10,  15,  25  and  40  u.s.p. 
Provisional  Units.  One  milligram  of  the  Armour  Stand- 
ard for  acthar  is  now  accepted  as  the  International 
Unit;  the  biologic  potency  of  one  International  Unit 
is  equal  to  the  biologic  potency  of  one  u.s.p.  Pro- 
visional Unit. 


■■■■■ 
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the  armour  laboratories 

CHICAGO  11.  ILLINOIS 

■■  PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 


B12  (EMF)  j 

believed  to  beAPF; 
may  also  be  “HGF 


Evidence  has  been  accumulated  to  suggest  that 
vitamin  Bi2 — now  generally  acknowledged  to  be 
the  pure  erythrocyte-maturing  factor  (EMF)  or 
anti-pernicious-anemia  ( APA ) factor — may  well 
be  identical  with  animal  protein  factor  ( APF ). 
APF  has  been  found  to  be  essential  for  normal 
growth,  and  probably  for  the  maintenance  of  life, 
in  many  animal  species  including  chickens,  pigs, 
rats,  and  mice. 

Now  there  is  evidence  to  suggest  that  vitamin 
Bj2  is,  or  contains,  an  important  human  growth 
factor,  or  " HGF ”. 

Wetzel  and  his  associates 1 found  that  under- 
nourished children  grew  much  more  rapidly  on  a 
good  diet  if  vitamin  B12  was  also  administered. 
Chou 3 found  that  in  a group  of  chronically  ill 
children,  the  experimental  group  (children  who 
received  vitamin  BJ2  in  addition  to  a good  diet) 
exhibited  a mean  gain  in  body  weight  practically 


Growth  response  in  chronically  ill  children.  ( After  Chow2) 


3 


twice  that  of  the  control  group  (children 
received  a good  diet — without  supplemei 
vitamin  B12).  This  observation  was  made 
three  months’  therapy  with  vitamin  B12. 

Chow 2 also  reported  on  18  healthy  childri 
a foundling  home.  Nine  of  these  children 
each  given  a daily  supplement  of  25  microg 
of  vitamin  B12;  the  other  nine  received  plao 
It  was  found  that  the  "mean  gain  in  body  w 
of  the  children  in  the  B12  group  was  consist 
greater  than  that  of  the  controls  from  th< 
week  onward  . . . ”2 

Redisol®  Tablets  provide  a convenient  ora 
age  form  of  vitamin  BJ2.  Each  tablet  contaii 
micrograms  of  crystalline  vitamin  BJ2.  Rei 
Tablets  are  small- — easy  to  swallow.  They  in- 
dissolved  in  aqueous  fluids,  or  added  to  semi 
foods,  just  before  taking.  (Solutions  of  vit 
B12  lose  potency  if  vitamin  C is  present.)  ' 


Growth  response  in  clinically  healthy  children.  ( After  Chow1) 


(Timi  in  Months) 


I 


2 


Recent  nutritional  studies  on  children  indicate  that  vitamin  B12  may  play  an  important  role  in  the  promotion  of  growth. 


Growth  response 


scnmended  Dose 

s nulate  appetite  and  increase  voluntary  food 
in  infants  and  children:  1 tablet  daily, 
f'  pernicious  anemia  (maintenance  therapy 
>hj:  1 to  6 tablets  daily, 
b nutritional  macrocytic  anemia  and  macro- 
h anemia  of  pregnancy:  2 to  4 tablets  daily 
r ]ie  week. 

1'  sprue:  2 to  10  tablets  daily  for  one  week 
1 iger,  depending  on  response. 


Packaging 

Redisol  Tablets  are  supplied  in  vials  of  36. 

1.  Wetzel,  N.  C.;  Fargo,  W.  C.;  Smith,  I.  H.,  and  Helik- 
son,  J.:  Growth  Failure  in  School  Children  as  Associ- 
ated with  Vitamin  B12  Deficiency — Response  to  Oral 
Therapy,  Science  770:651  (Dec.  16)  1949. 

2.  Chow,  B.  F. : Sequelae  to  the  Administration  of  Vitamin 
B12  in  Humans,  J.  Nutrition  43:323,  Feb.  1951. 

Sharp  & Dohme  • Philadelphia  1,  Pa. 


REDISOL 

Soluble  Tablets  Vitamin  B12  For  Oral  Administration 
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(Vn/iC . . . 

the  best  of  Brandies 

"The  best  of  brandies,  and  in  a 
class  by  itself,  is  Cognac,  on  ac- 
count of  its  natural  qualities  and 
care  observed  in  its  preparation.” 

From  "The  Medicinal  Value 
of  French  Brandy,” 
by  George  H.  Jackson,  M.  D. 


the  best  of  Cognacs 


For  over  236  years  the 
name  Martell  has  been 
synonymous  with  the 
finest  in  Cognac. 

Its  quality  has  been 
pridefully  maintained 
by  each  successive 
generation  of  the 
Martell  family. 


Imported  from 
Cognac,  France 


Wnrld-Famnus  Since  1715 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories  2214 

Alkalol  Company 2281 

American  Hospital  Supply  Corp 2189 

Armour  Laboratories 2202-2203 

Ayerst,  McKenna  & Harrison,  Ltd Between  2278-2279 


A.  C.  Barnes  Company.  2195,2281 

Dr.  Barnes  Sanitarium 2289 

Baxter  Laboratories 2189 

Bilhuber-Knoll  Corp 2188 

Brigham  Hall  Hospital 2289 

Brown's  Medical  Bureau 2289 

Ciba  Pharmaceutical  Products,  Inc 2nd  Cover 

Clifton  Springs  Sanitarium 2184 

Colin  Pharmacal  Company 2218 


H.  E.  Dubin  Laboratories 2283 


Eastern  School  for  Physicians  Aides 2281 
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Merck  & Company,  Inc 2212 


National  Discount  & Audit  Company 2289 


Park  & Tilford  Import  Corp . . 2206 

Chas.  Pfizer  & Company,  Inc .3rd  Cover 

Pinewood  Sanitarium 2289 


Raymer  Pharmacal  Company 2200-2201 

A.  H,  Robins  Company,  Inc Between  2198-2199 

J.  B.  Roerig  & Company 2185 


Schering  Corp 

G.  D.  Searle  & Company 

Sharp  & Dohme,  Ine 

Frances  Shortt  Medical  Agency 
Smith,  Kline  & French  Labs. 

E.  R.  Squibb  & Sons. 

Standard  Pharmaceutical  Co.  . 


. 2213 

. . 2217 
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2283 


Varick  Pharmacal  Company 
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West  Hill 

White  Laboratories 

Whittier  Laboratories.  . 
Winthrop-Stearns,  Inc. 
Wyeth  Incorporated 


2289 

2187 

2208-2209 

2183 

2193 


Imported  by  PARK  * TILFORD  DISTILLERS  CORP.,  NEW  YORK  • M PROOF 
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Hydrochloride  Crystalline 


Effective  against  many  bacterial  and  rickettsial  injections, 
as  well  as  certain  protozoal  and  large  viral  diseases. 


Surgeon . . . 

will  find  aureomycin  of  benefit  in  the  complications  of  pneumonias 
refractory  to  other  forms  of  therapy,  particularly  m those  very  serious 
forms  caused  by  the  staphylococcus  or  by  Klebsiella  pneumoniae.  In  the 
pneumonic  involvements  of  psittacosis,  tularemia,  rickettsial  disease  or 
mucoviscidosis,  aureomycin  is  highly  effective.  It  is  also  very  useful 
m the  ambulatory  or  surgical  management  of  bronchiectasis.  Multiple 
lung  abscesses  have  been  known  to  heal  with  aureomycm  treatment 
alone.  In  operative  thoracic  procedures,  aureomycm  is  invaluable. 

Packages 

Capsules:  Bottles  of  25  and  100,  50  mg.  each  capsule.  Bottles  of  16and  100, 250mg.  each  capsule. 
Ophthalmic.  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 


LEDERLE  LABORATORIES  DIVISION 


AMERICAN 


COMPANY 


30  Rockefeller  Plaza,  New  York  20,  N.  Y. 


IUBRICOID  ACTIO 
WITHOUT  OIL 

. . . the  Rational  Treatment  of 


Iuricum  presents  methylcellulose  in  its  most  efficient  form — a hydrated  gel — with 
magnesium  hydroxide  in  less  than  laxative  dosage  to  assure  continued  hydration 
Df  the  gel  throughout  the  intestinal  tract. 


In  maintaining  an  osmotic  equilibrium,  the  magnesium  ion  attracts  and  retains 
idequate  water  to  keep  the  methylcellulose  in  the  form  of  a soft  gel — providing  3 
distinctive,  efficient  lubricoid  action  which  promotes  gentle  elimination. 

EACH  TABLESPOONFUL  OF  TURICUM  CONTAINS: 


Methylcellulose  . . . . 
Magnesium  Hydroxide 


0.3  Gm. 
0.6  Gm. 


TURICUM 


HYDROPHILIC  LUBRICOID 


• . . encourages  normal  evacuation 
. • . no  bloating,  no  impaction 

• . . no  interference  with  utilization  of  oil-soluble  vitamins 
. . . no  danger  of  lipid  pneumonia 
• . . no  leakage 

Turicum  is  available  in  one  pint  bottles 


LABORATORIES 

ISION  NUTRITION  RESEARCH  LABORATORIES,  INC. 
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Greater  effectiveness 


Oral  therapy  with  Aluminum  Peni- 
cillin has  proved  to  be  effective  in  ful- 
minating infections  such  as  pneumonia1 
and  in  other  infections  due  to  strepto- 
cocci, staphylococci  and  gonococci.2  It 
rarely  causes  gastric  disturbance  or 
allergic  reactions.  The  patient’s  bodily 
and  mental  comfort  is  improved  because 
the  necessity  for  frequent  injections  is 
eliminated. 

The  unique  advantages  of  Alumi- 
num Penicillin  are  that  it  is  not  soluble 
in  solutions  of  acidity  corresponding  to 
that  of  gastric  secretion,  but  is  gradually 
converted  into  a readily  absorbed  form 
in  the  intestinal  tract.  These  factors  pro- 
vide for  maximum  utilization  of  the 
dosage  administered,  higher  and  more 
prolonged  blood  levels.3 

Sodium  benzoate  is  added  because 
it  inhibits  the  destructive  action  of 
intestinal  enzymes.4 

Each  tablet  contains:  Aluminum 

Penicillin,  50,000  units;  sodium  ben- 
zoate, 0.3  gram.  Supplied  in  vials  of 
12  tablets. 


‘Terry,  L.  L.  and  Friedman,  M.  The  Military 
Surgeon,  Vol.  103,  No.  5,  November,  1948. 

“Friedman,  M.  and  Terry,  L.  L.  Southern  Medical 
Journal,  Vol.  42,  No.  6,  June,  1949. 

“Bohls,  S.  W.  and  Cook,  E.  B.  M.  Texas  State 
Journal  of  Medicine,  Vol.  41,  November,  p.  342. 
'Reid,  R.  D.,  Felton,  L. 

C.  and  Pitroff,  M.  A. 

Pro.  Soc.  for  Exp.  Biol, 
and  Med.,  Vol.  63,  p. 

438. 


•Patent  applied  for. 
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Baltimore.  Maryland<^|jp^> 


INDEX  TO  ADVERTISED  PRODUCTS 


Abbocillin  800M  (Abbott  Laboratories) 2214 

Acthar  (Armour  Laboratories) 2202-2203 

Alkalol  (Alkalol  Company) 2281 

Aluminum  Penicillin  (Hynson,  Westcott  & Dun- 
ning, Inc.) 2210 
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Argyrol  (A.  C.  Barnes  Company) 2281 

Asterol  (Hoffmann-La  Roche  Inc.)  2197 

Aureomycin  (Lederle  Laboratories) 2207 

Banthine  (G.  D.  Searle  & Company) 2217 

Baxter  Solutions  (Baxter  Laboratories,  Inc.)  2189 


Beminal  (Ayerst,  McKenna  & Harrison,  Ltd.) . . 

Between  2278-2279 

Benzedrex  Inhaler  (Smith,  Kline  & French  Labs.)  2279 

Ce-Vi-Sol  (Mead  Johnson  & Company) 4th  Cover 

Concivite  (Colin  Pharmacal  Company) 2218 

Cortone  (Merck  & Company) 2212 
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Complete  and  lasting  relief  to  90%  of  patients  with 

nausea  and  vomiting  of  pregnancy 

A recent  clinical  study1  finds  Dexedrine  remarkably  effective  in 
rhe  treatment  of  the  nausea  and  vomiting  of  pregnancy. 

The  author  states: 
h.  "In  a series  of  165  patients  with  nausea  and  vomiting  of  pregnancy, 
Dexedrine’  Sulfate  produced  complete  relief  in  148,  or  90%  .... 

Marked  improvement  occurred  in  almost  every  case  within  three  days  .... 
Complete  relief  occurred  in  four  to  ten  days.” 

2.  "'Dexedrine'  has  definite  advantages  over  other  treatments, 
most  important  of  which  are  the  mental  and  physical  alertness, 
and  the  general  feeling  of  well-being  which  it  produces.' 


The  study  concludes:  Dexedrine’  "usually  gives  prompt  and 
lasting  relief;  it  is  effective  orally;  it  produces  no  significant 
side  effects;  and  it  gives  mental  and  physical  stimulation  which  improves 
the  patient’s  morale  and  enables  her  to  carry  on  normal  activities.” 

Smith,  Kline  & French  Laboratories,  Philadelphia 


Dexedrine 


* 


tablets  & elixir 


the  antidepressant  of  choice  and  the  most  effective  drug 
for  control  of  appetite  in  weight  reduction 


•T.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 

1.  Anspaugh,  R.  D. : Effects  of  Dexedrine  Sulfate  on  Nausea  and  Vomiting  of  Pregnancy,  Am.  J.  Obst  & Gynec.  60:888  (Oct.)  1930. 


Cortone 


TABLETS  . 

now  marked  with  this  TRADE-MARK 

for  Your  Protection 


To  further  protect  physician,  pharma- 
cist, and  patient,  Cortone  Tablets  will  henceforth  be 
marked  with  this  trade-mark.  As  an  added  safeguard, 
all  original  tablet  bottles  will  be  sealed  with  a tamper- 
proof aluminum  cap  over  a plastic  snap  closure.  During 
the  transition  period,  both  plain  and  marked  Cortone 
Tablets  will  be  in  supply. 

It  is  gratifying  to  report  at  this  time  that  increasing 
supplies  of  Cortone  are  being  made  available.  We  are 
continuing  our  efforts  to  accomplish  a steady  rise  in 
production  and  to  maintain  equitable  distribution. 

Literature  on  Request 


Cortm 


ACETATE 

(CORTISONE  Acetate  Merck) 

(ll-Dehydro-17-hydroxycortico9terone-21-acetate) 


CORTONE  PRODUCT  FORMS: 


ORAL — Cortone  Acetate  Tab- 
lets, 25  mg.  each,  bottles  of  40 
tablets. 


PARENTERAL  — Cortone 
Acetate,  Saline  Suspension  for  in- 
jection, vials  of  20  cc.,  each  cc. 
containing  25  mg. 


TOPICAL — Cortone  Acetate 
Ophthalmic  Suspension  0.5%,  S 
cc.  vials. 

Cortone  Acetate  Ophthalmic  Sus- 
pension 2.5%,  5 cc.  vials. 
Cortone  Acetate  Ophthalmic 
Ointment  1.5%,  .3.5  Gin  (J^oz.) 
ophthalmic  tubes. 


MERCK  & CO.,  Inc. 


Manufacturing  Chemists 

RAHWAY,  NEW  JERSEY 

In  Canada:  MERCK  & CO.  Limited — Montreal 


CORTONE  is  the  registered 
trade-mark  of  Merck  & Co .,  Inc. 
for  its  brand  of  cortisone. 


ANNOUNCES 


DORMISON 

ic,  non -barbiturate  hypnotic 

for  safe , sound  sleep 

without  drug  hangover 
free  from  habitforming  properties 

of  the  barbiturates 

safe 


free  from  habit-forming  or  addiction  properties 
of  barbiturates;  rapidly  metabolized;  no  cumulative  action; 
no  toxic  effects  on  prolonged  use 

acts  gently  and  quickly  in  insomnia 

mild  hypnotic  action  quickly  induces  restful  sleep 

no  prolonged  suppressive  effect 

action  subsides  after  a few  hours;  patient  continues  to  sleep  naturally 

no  drug  hangover 

patient  awakens  refreshed  with  no  “drugged”  feeling 

DORMISON  is  a substance  new  to  pharmacology,  completely  different  from 
barbiturates  and  other  hypnotics.  It  contains  only  carbon,  hydrogen  and  oxygen. 

It  has  no  nitrogen,  bromine,  urea  residues,  sulfone  groups  or  chemical 
configurations  present  in  depressant  drugs  now  in  use. 

The  usual  dose  of  Dormison  (methylparafynol+) 
is  one  or  two  capsules,  taken  just  before  the  patient  is 
ready  for  sleep.  Dormison’s  wide  margin  of  safety 
allows  liberal  adjustment  of  dosage  until  the 
desired  effect  is  obtained.  Dormison  is  supplied  as 
250  mg.  soft  gelatin  capsules  in  bottles  of  100. 
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high  potency . . . prolonged  effec i 


new  800 ,000  -unit  penicillin  give 
high  initial  blood  level 
plus  48-hou 
repository  actio, 


Penicillin  blood  levels  in  the  range  of  j 
units  per  cc.  for  one  to  four  hou  | 
after  injection,  followed  by  effective  maintenam 
levels  for  48  hours — this  is  the  two-fo 
advantage  of  Abbocillin  800M,  Abbott’s  nej 
high  potency  penicillin.  Prepared  for  injectio  j 
each  1-cc.  dose  contains  600,000  units  ■ ; 
penicillin  G procaine  and  200,000  units 
penicillin  G potassiur 
The  high  initial  blood  levels  obtain'  i 
with  Abbocillin  800M  provide  maximu 
killing  power  of  susceptible  organisms,  assu  I 
adequate  concentration  at  hard-to-rea* 
infection  sites.  And  ordinary  infectio  j 
respond  to  a treatment  schedule  of  only  1 c j 
every  48  hours,  due  to  the  repository  natc  I 
of  Abbocillin  800M.  Especially  convenie,1 
when  infrequent  injections  are  desire 
economical,  unitage-wise.  Silicone-treat  ; 
vials  assure  complete  drainage,  prevent  was 
In  1-cc.  and  5-cc.  vials,  singly 
and  in  boxes  of  5 vials. 


OJMWt 


HOURS 


g||§|g 


MNNK 


ABBOCILLIN  800A 


Median  Curve  of  Blood  Concen- 
trations Found  After  Injection  of 
1 cc  of  ABBOCILLIN  BOOM- 
800.000  units/cc. 


man 


REG  US 


Penicillin  G Procai 
and  Buffered  Penicillin  G Potassit 
for  Aqueous  Injection,  Abb' 
800,000  units  per 
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Editorial 


Poliomyelitis  and  the  Public  Health  Law 


Writing  recently  in  the  Archives  of  Pedi- 
atrics, Ralph  Scobey,  M.D.,  raises  an  int  erest  - 
ng  point:  Is  poliomyelitis  actually  “an  in- 
ectious  contagious  disease,  as  has  been 
ommonly  assumed  and  stated  in  the  public 
lealth  law?”1  The  assumption  is  almost 
entirely  based  on  the  results  of  animal  ex- 
teriments  rather  than  on  clinical  investiga- 
ions,  he  states.  He  quotes  many  sources: 
lollins  in  1910,  Simon  Flexner  in  1911, 
Lovett  in  1911,  among  many  others,  to  in- 
licate  that  “if  poliomyelitis  was  not  con- 
idered  to  be  an  infectious  contagious  disease 
t half  century  ago  by  outstanding  clinicians, 
ve  must  determine  why  it  has  come  to  be 
onsidered  infectious  since  that  time.” 

In  1907,  he  says,  and  in  subsequent  years, 
jivery  effort  was  made  by  the  New  York  City 
md  Massachusetts  Health  Departments  to 
'■how  that  poliomyelitis  was  an  infectious 
'ontagious  disease.  At  about  the  same 
jime,  according  to  Sachs,  the  general  attitude 
vas:  “In  general,  the  epidemic  occurrence 
>f  any  disease  is  sufficient  to  prove  its  in- 


fectious or  contagious  character.”2  Yet  it 
is  significant  that  the  infectious  and  contag- 
ious nature  of  pellagra  was  also  suspected 
because  it  occurred  in  epidemics,  since  at 
that  time  pellagra  was  not  recognized  as  a 
vitamin  deficiency  disease,  and  that  even  so 
it  can  occur  in  extensive  epidemics. 

Bv  May,  1910,  poliomyelitis  had  been 
made  a reportable  disease  in  23  states  and  in 
Ontario  and  British  Columbia.  It  had 
been  reportable  in  Sweden  and  Norway  in 
1905.  From  this  beginning,  from  1905  to 
1911,  poliomyelitis  eventually  has  become 
throughout  the  world  not  only  reportable 
but,  according  to  the  law,  an  infectious  con- 
tagious disease.  The  implication  has  been 
included  in  the  public  health  law.  Had  the 
disease  been  made  reportable  only  and  had 
no  suggestion  as  to  its  possible  etiology 
been  implied  in  the  law,  a barrier  to  un- 
limited research  would  not  have  been  erected. 
This  is  not  to  say  that  continuing  research 
work  on  a number  of  viruses  has  been 
permitted  to  lag.  On  the  contrary,  we  are 

2 Am.  J.  Obst.  & Gynec.  63:  703  (Apr.)  1911. 


1 Arch.  Pediat.  68:  220  (May)  1951. 
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assured  that  research  on  these  as  possible 
etiologic  agents  and  also  upon  the  epidemi- 
ology of  the  disease  progresses  actively. 

Without  definite  proof  of  its  infectious  na- 
ture or  its  contagiousness,  the  author  con- 
cludes that  the  implications  of  the  public 


health  law  that  make  poliomyelitis  legally  an 
infectious  communicable  disease  should  be 
reconsidered  if  progress  is  to  be  made. 
The  article  is  boldly  conceived  and  well  pre- 
sented. Our  readers  will  find  it  historically 
interesting  as  well  as  thoughtful. 


Current  Editorial  Comment 


Population  Increases.  The  population  of 
the  United  States  has  increased  by  nearly 
2,000,000  since  the  census  was  taken  last 
April,  which  brings  the  total — including 
men  in  overseas  service — to  about  153,000,- 
000  as  of  the  end  of  1950,  according  to  the 
statisticians  of  the  Metropolitan  Life 
Insurance  Company. 

For  the  full  year  the  natural  increase — 
the  excess  of  births  over  deaths,  including 
losses  in  the  armed  forces  overseas — was 
close  to  2,250,000.  The  rate  of  natural 
increase  was  about  one  and  a half  per  cent, 
which  is  substantially  higher  than  the 
average  for  the  past  decade. 

The  total  increase  in  the  ten  years  just 
past  was  more  than  20,000,000 — the  highest 
for  any  ten-year  period  in  the  country’s 
history — and  for  the  five-year  period  since 
the  end  of  World  War  II  the  natural  in- 
crease itself  exceeded  11,000,000. 

“The  population  record  of  the  country 
in  recent  years  provides  an  index  of  the 
vitality  of  the  American  people  which  is 
particularly  reassuring  in  the  present 
crisis,”  the  statisticians  comment. 

In  view  of  the  possibility  of  an  extension 
of  armed  conflict  in  which  this  country 
would  become  involved,  such  population 
increases,  if  continued  or  increased  in  the 
next  five  years,  would  be  especially  signifi- 
cant. 

It  is  said  of  Germany  that  in  spite  of  the 
loss  of  some  20  per  cent  of  its  pre- World 
War  II  population  by  liquidation  or  re- 
moval, at  the  close  of  the  war  in  1945-1946 
its  population  again  stood  at  about  60,000,- 
000.  Where  did  the  12  million  come  from? 
There  appear  to  be  many  factors  concerned 
in  population  increases  which  need  further 
study. 

The  lowest  death  rate  in  our  country’s 
history  and  a continued  high  birth  rate 
were  recorded  in  1950,  the  National  Office 
of  Vital  Statistics,  a unit  of  the  Federal 
Security  Agency,  has  announced.  The 
general  death  rate  for  1950  was  9.6  per 

1,000  population  as  compared  with  9.7  per 

1,000  population  for  1949,  the  previous 


low.  An  even  greater  drop  occurred  in  the 
infant  mortality  rate,  with  29.2  infants 
under  one  year  dying  per  1,000  live  births 
as  compared  with  31.1  in  1949.  The  infant 
mortality  rate  for  1950  was  6 per  cent 
lower  than  the  previous  low  rate  of  1949. 

The  estimate  of  births  for  1950  was 

3,548,000  as  compared  with  3,550,529  for 
1949.  This  would  sustain  the  high  records 
of  all  the  years  since  World  War  II,  ap- 
proaching the  1947  record  high  of  3,699,940 
registered  births.  Allowing  for  incomplete 
registration  of  births,  the  office  estimated 
that  about  3,699,000  babies  were  born 
in  this  country  in  1950. 1 

1 New  York  Times,  March  13,  1951. 

Korean  War  Veterans  Eligible  for  Bene- 
fits. We  feel  our  members  will  be  inter- 
ested in  the  following  item  by  Mr.  George, 
of  Georgia,  on  May  10  (himself  and  four 
other  Senators).1  Veterans  serving  on  or 
after  June  27,  1950,  would  be  entitled  to 
benefits  of  medical  and  hospital  care,  com- 
pensation, and  pensions  which  were  pro- 
vided veterans  of  World  War  II.  This 
resolution  was  introduced  and  passed  by 
both  Houses  of  Congress  on  May  10  and 
was  signed  by  the  President  May  11.  It 
became  Public  Law  No.  28.  A dozen  bills 
offering  to  provide  similar  benefits  have 
been  pending  in  Congress.  The  publica- 
tion of  the  incident  of  a Korean  veteran 
being  denied  hospital  treatment  brought 
this  immediate  action. 

Apparently  the  conflict  in  Korea  is  now 
no  longer  merely  a “police  action,”  but  a 
recognized,  declared  war,  at  least  for  pur- 
poses of  administering  veterans  benefits. 
It  seems  to  have  taken  nearly  a year  to 
come  to  this  conclusion,  a decision  that 
could  scarcely  be  termed  a hasty  or  ill- 
considered  one  on  the  part  of  the  Congress. 
We  are  glad  that  the  veterans  of  this  latest 
war  are  to  receive  their  medical  and  hos- 
pital care  on  a parity  with  those  of  previous 
wars  of  the  United  States. 

1 Bulletin  No.  19,  82nd  Congress,  A.M.A.,  May  18,  1951- 
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NOW 

2 Banthine  Dosage  Forms: 

THE  TRUE  ANTICHOLINERGIC  IN  PEPTIC  ULCER  IS  NOW  AVAILABLE  AS: 


Banthine  and  Banthine  with  Phenobarbital 


“More  and  more  importance  is  being  attached 
to  the  role  of  hypermotility  of  the  stomach  in 
the  causation  of  ulcer  pain  and  less  to  the  in- 
fluence of  simple  hyperacidity. 

“Banthine  studies  have  demonstrated  that 
while  it  does  lower  gastric  acidity  in  most 
patients,  its  most  important  function  is  this 
same  decrease  in  hypermotility  with  almost  im- 
mediate relief  of  pain.”* 


DOSAGE  FORMS: 

Banthine  (50  mg.),  scored  tablets. 

Banthine  (50  mg.)  with  Phenobarbital  (15  mg.), 
scored  tablets. 

♦Editorial : Promise  in  Peptic  Ulcer,  West.  J.  Surg. 
55:445  (Aug.)  1950. 


Ranthme 

-M X BROMIDE 

BRAND  OF  METHANTHELINE  BROMIDE 


® 


SEARLE 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 
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The  administration  of 


obviates  the  frequent  objections  to 


the  fish  odor  and  taste  of  ordinary  vitamin  drops,  aqueous  or  oily.  This 

improvement  is  achieved  by  a special  formulation  utilizing  synthesized  vitamin  A 
instead  of  vitamin  A from  the  common  commercial  source : fish  liver  oil.  At  the 
same  time,  the  possibility  of  allergic  reactions  to  fish  liver  oil  is  precluded. 


The  other  important  advantages  of  CONCIVITE  include : 


1.  More  efficient  absorption  and  utilization  of  the 

so-called  oil-soluble  vitamins  A and  D,  because 
of  its  aqueous  menstruum. 

2.  Convenience  and  economy,  because  a single 

concentrated  daily  dose  contains  liberal  amounts  of 
important  oil-soluble  vitamins. 

3.  Insurance  against  loss  of  potency,  because  of 

extra  vitamin  content  20%  higher  than  label  statement. 

4.  Complete  miscibility  with  a wide  variety  of  foods. 


FORMULA:  Each  0.6  cc.  contains: 
Vitamin  A Palmitate 

(synthetic) 5,000  U.S.P.  units 

Vitamin  D2 1,200  U.S.P.  units 

Vitamin  C 60  mg 

Vitamin  Bi 2 mg 

Vitamin  B2  0*4  m9 

Niacinamide  5 mg 

Vitamin  B6  0*3  ^9 

Pantothenic  Acid  (as  Pantothenol)  2 mg 

Actual  vitamin  content  20%  higher  than 
label  to  insure  against  loss  of  potency. 


CONCIVITE  fish-free  aqueous  8-vitamin  drop 

Supplied  in  15  cc.  and  30  cc.  bottles  with  calibrated  dropp 
PROFESSIONAL  SAMPLES  SENT  ON  REQUE: 


COLIN  Pharmacal  Co.,  Inc 

36-31  33RD  STREET,  L.  I.  C.  6,  N.  1 


Scientific  Articles 


THE  PROBLEM  OF  BURNS  IN  ATOMIC  WARFARE 

Herman  E.  Hti/leboe,  M.D.,  Albany,  New  York 

( Commissioner , New  York  State  Department  of  Health) 


BURNS  inflicted  by  atomic  explosion  consti- 
tute one  of  the  gravest  problems  and  chal- 
lenges to  the  medical  profession.  The  lesson  of 
Hiroshima  reminds  us  of  the  primary  importance 
of  evacuation  of  the  injured  so  that  persons  who 
are  unable  to  walk  will  not  be  burned  to  death  by 
surrounding  fires.  In  addition,  speedy  rescue  and 
first  aid  in  the  reduction  of  pain  and  alleviation  of 
shock  must  be  first  objectives  in  any  medical 
emergency.  To  get  these  people  into  emergency 
or  improvised  hospitals  where  they  can  be  prop- 
erly treated  will  strain  all  our  resources  and  will 
require  the  highest  coordination  of  medical  serv- 
ices. All  our  knowledge  will  be  of  little  avail  if 
rescue  operations  fail. 

For  the  purposes  of  atomic  bombing  emergen- 
cies, burns  may  be  divided  into  two  general  classi- 
fications: flash  burns  and  flame  burns.  Flash 
burns  result  from  the  prodigious  amount  of  heat 
on  the  exposed  surfaces  of  the  body  of  persons 
out  in  the  open  within  4,000  yards  of  the  bomb 
center.  Clothing  offers  little  protection  within 
1,000  yards;  indeed,  clothing  may  catch  fire,  and 
persons  may  be  burned  to  death  before  help  can 
reach  them.  Beyond  1,000  yards  clothing  offers 
some  protection.  However,  darker  clothing  ab- 
sorbs the  heat  and  will  intensify  burning  of  the 
skin  beneath.  Clothing  of  lighter  shades  re- 
flects the  heat  and  offers  considerable  protection. 

All  degrees  of  burns  will  be  encountered,  the 
amount  of  involvement  depending  upon  the  dis- 
tance of  the  person  from  the  center  of  the  explo- 
sion, and  the  intensity  of  direct  exposure. 

The  problem  of  flame  burns  will  vary  with  such 
indirect  consequences  as  explosions  of  stoves, 
gasoline  tanks,  gas,  and  other  combustibles.  In- 
deed, it  staggers  the  imagination  to  anticipate 
how  extensive  such  injuries  may  well  be.  In  our 
advance  education  of  the  public,  we  must  con- 
stantly stress  the  importance  of  safety  devices 
and  technics  in  self-help  and  neighbor-help  so  as 
to  minimize  these  disastrous  effects. 
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In  addition  to  these  secondary  effects  there  will 
be  the  burns  produced  by  ultraviolet  radiation. 
This  radiation  will  be  absorbed  by  the  moisture  in 
the  air  and  the  large  amount  of  ozone  generated 
at  the  time  of  detonation.  It  has  been  pointed 
out  by  Brigadier  General  James  P.  Cooney  that  at 
Hiroshima  in  a prison  approximately  2,200  yards 
from  the  center  of  the  explosion,  several  of  the 
prisoners  received  sufficient  ultraviolet  radiation 
to  cause  a deep  walnut  stain  of  the  exposed  skin. 
This  condition  was  due  to  an  unusual  stimulation 
of  the  pigment  layers  of  the  skin  by  this  type  of 
radiation.  Other  persons  2,000  yards  from  the 
explosion  received  such  a large  quantity  of  ultra- 
violet radiation  that  the  pigment  layer  in  the  skin 
was  completely  washed  out  leaving  an  albino-like 
skin. 

The  flash  of  light  from  the  bomb  will  also  cause, 
in  many  persons,  temporary  blindness.  There 
will  be  a loss  of  the  visual  purple  of  the  retina  of 
the  eye  following  exposure,  and  these  people  will 
be  temporarily  blinded  until  the  visual  purple  is 
restored.  Pilots  flying  nearby  may  have  serious 
trouble. 

This  sketch  only  hints  at  the  terrible  nature  of 
this  problem.  As  I said  at  the  outset,  our  most 
skillful  methods  of  treatment  will  fall  short  of 
effectiveness  if  we  do  not  have  a highly  efficient 
organization  in  rescue  and  first  aid.  The  whole 
problem  comes  down  to  this : First  the  fires  must 
be  brought  under  control.  Then  we  must  have  a 
sufficient  number  of  men  and  supplies  and  equip- 
ment to  rescue  the  injured,  to  give  emergency 
first  aid,  and  to  give  emergency  treatment  in  the 
disaster  area.  Finally,  we  must  have  effective 
transportation  and  personnel  to  get  the  injured 
persons  into  improvised  and  emergency  hospitals 
for  medical  and  surgical  treatment. 

Fortunately,  severe  symptoms  from  radiation 
in  those  not  killed  outright  do  not  ordinarily  come 
on  until  several  days  after  the  acute  exposure  so 
that  those  suffering  from  burns  and  mechanical 
injuries  will  actually  constitute  the  chief  immedi- 
ate medical  problem  and  make  the  heaviest  de- 
mand on  emergency  facilities  at  a time  when  those 
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suffering  solely  from  ionizing  radiation  will  re- 
quire very  little  attention. 

It  might  be  well  to  outline  briefly  how  a person 
suffering  from  burns  would  be  handled  under 
emergency  conditions,  according  to  the  Burns 
Panel  of  the  nine  New  York  medical  schools. 

Disaster  Area. — The  first  aid  man  is  to  spread  a 
sheet  on  the  stretcher  and  then  place  the  burned 
patient  on  the  stretcher  and  cover  him  with  a 
sheet.  Clothing  should  be  loosened  but  not  re- 
moved. 

First  Aid  Station. — The  burns  should  be  in- 
spected by  a physician  to  determine  the  urgency 
of  treatment.  He  will  remove  the  sheet,  open- 
ing or  removing  clothing  only  if  essential  for  in- 
spection. After  an  evaluation  of  the  general  con- 
dition, he  will  administer  additional  morphine  if 
necessary.  Intravenous  fluids  will  be  given  if 
required  and  only  if  hypotonic  saline  fluid  cannot 
be  given  by  mouth.  If  the  patient  can  take  the 
saline  by  mouth,  he  will  be  given  as  much  as  is 
tolerated.  Alter  an  estimation  of  the  emergency 
need  for  care  has  been  made,  the  sheet  will  be 
replaced  and  a dressing  avoided  whenever  pos- 
sible. In  general,  the  burn  will  not  receive  treat- 
ment at  the  aid  station  unless  there  is  to  be  a good 
deal  of  delay  before  the  patient  may  be  sent  to  the 
secondary  aid  station. 

Secondary  Aid. — The  burns  will  be  inspected  in 
order  to  classify  cases  as  follows:  (1)  patient  can 
be  discharged  to  home  or  welfare  center  if  ambula- 
tory; (2)  if  the  condition  is  good,  removal  will  be 
permitted  to  a remote  hospital ; (3)  if  the  patient 
is  in  danger  of  developing  shock,  parenteral  fluid 
will  be  administered;  and  (4)  if  shock  is  present, 
treatment  will  be  begun  at  the  clearing  station  by 
means  of  parenteral  fluid. 

If  the  patient  falls  into  categories  (1)  or  (2), 
the  clothing  will  be  removed,  and  any  gross  con- 
tamination will  also  be  removed.  No  debride- 
ment will  be  performed.  Hypotonic  saline  will 
be  given  orally,  and  a fine  mesh  gauze  dressing  or 


a sheet  wall  be  applied.  After  this,  absorbent 
bulk  such  as  turkish  toweling  will  be  applied  on 
top  of  the  sheet,  and  the  lesion  will  Ire  bandaged 
with  a 4-inch  nonelastic  gauze  bandage.  If  the 
newly  developed  burn  dressing  is  available,  this 
can  be  used  to  replace  the  sheet  and  turkish  towel- 
ing. This  dressing  may  be  bandaged  by  the  use 
of  a weakly-elastic  adhesive  bandage  also  recom- 
mended by  the  U.S.  civil  defense  authorities. 

If  the  patient  falls  into  category  (3),  he  will  be 
evacuated  directly  to  the  emergency  hospital 
without  applying  any  additional  dressing.  If 
shock  is  already  present,  as  in  category  (4),  he 
will  be  held  at  the  clearing  station  for  immediate 
supportive  therapy.  If  the  pressure  of  work  per- 
mits and  the  patient  must  remain  at  the  station 
for  a while,  those  in  categories  (3)  and  (4)  can  also 
receive  the  burn  dressing  as  described. 

The  details  of  treatment  of  burns  in  impro- 
vised and  emergency  hospitals  will  be  discussed  by 
subsequent  speakers.  The  important  thing  to 
remember  is  that  surgeons  cannot  do  their  work 
without  supplies  and  equipment.  The  quantities 
needed  are  so  great  that  only  careful  planning  and 
stockpiling  can  make  adequate  stores  available. 

The  big  job  facing  the  civil  defense  medical 
officers  in  target  areas  is  that  of  providing  blood 
services,  medical  and  surgical  supplies  and  equip- 
ment, antibiotics  and  drugs  in  quantities  that  in- 
volve the  expenditure  of  millions  of  dollars,  and 
the  stockpiling  at  strategic  points  throughout  the 
State  of  these  supplies. 

The  panels  on  treatment  of  atomic  bomb  in- 
juries have  greatly  simplified  the  problem  by 
agreeing  on  uniform  treatment  and  upon  the  na- 
ture of  medical  supplies  and  equipment. 

Disaster  relief  is  not  enough.  We  have  to  be 
prepared  to  act  before  the  bomb  strikes.  By  con- 
certed action  of  the  planners,  the  emergency  medi- 
cal teams,  the  suppliers,  and  the  hordes  of  volun- 
tary medical  aides  and  assistants,  we  can  reduce 
the  death  and  (Usability  that  would  otherwise 
overtake  our  unprotected  citizens. 


URGES  DOCTORS  TO  ITEMIZE  PATIENTS’  STATEMENTS 


The  Illinois  State  Medical  Society  is  urging  doc- 
tors to  itemize  the  statements  they  send  to  patients. 
In  the  interest  of  better  public  relations,  the  society 
tells  this  story: 

Would  you  pay  your  bill  at  the  garage  if  it 
came  to  you  this  way: 

Repair  on  1948  car — $64.32? 

You’d  much  rather  know  that  $8.00  wrent  for 
checking  the  front  end  alignment;  $1.25  for  ad- 
justing brakes;  $1.25  for  switching  the  tires,  and 
that  parts  amounted  to  $22.75  and  the  rest  w'as 
labor. 


Perhaps  Mrs.  Jones  didn’t  understand  th< 
charges  for  Junior’s  case  of  infectious  mononucleo- 
sis; maybe  she  doesn’t  know'  what  laboratory 
work  is.  Did  you  explain  to  her  exactly  what  wat 
wrong  with  Junior?  Did  you  tell  her  why  labors 
tory  work  had  to  be  done?  Does  your  bill  earn 
the  statement  that  you  made  a night  call  on  Wed- 
nesday, June  20?  If  it  does,  maybe  she’ll  remem 
ber  how  glad  she  was  to  see  you. 

Or  dia  you  send  Mrs.  Jones  a statement  foi 
“Services  rendered”?  ] 

Think  it  over.  Put  yourself  in  Mrs.  Jones’s 
shoes  and  see  if  they  pinch — just  a little. 


THERMAL  BURNS  FROM  AN  ATOMIC  EXPLOSION 

Tohn  H.  Morton,  M.D.,  and  Harry  D.  Kingsley,  M.D.,  Rochester,  New  York 

(From  the  Flash  Burn  Section,  University  of  Rochester  Atomic  Energy  Project ) 


THERE  are  three  major  types  of  injury  follow- 
ing the  air  burst  of  an  atomic  bomb:  (1)  in- 
jury from  blast,  (2)  injury  from  ionizing  radia- 
tion, and  (3)  injury  from  thermal  radiation. 
From  the  medical  point  of  view,  the  human  burns 
iresulting  from  thermal  radiation  provide  the  most 
difficult  problem  in  treatment,  especially  in  the 
first  few  days. 

The  burns  produced  by  an  atomic  explosion 
are  more  readily  understood  if  the  physics  of 
•adiant  energy  is  considered  briefly.  An  atomic 
explosion  releases  a much  larger  amount  of  energy 
han  a conventional  bomb  explosion.  Also,  the 
proportion  of  this  energy  in  the  form  of  thermal 
radiation  is  high,  constituting  about  one  third  of 
he  entire  output.  It  is  emitted  very  rapidly,  al- 
most all  of  the  thermal  output  occurring  in  the 
first  three  seconds  after  the  explosion.  Its  spec- 
trum, like  that  of  the  sun,  is  high  in  infrared, 
(risible,  and  ultraviolet  radiations.  Following 
he  explosion,  radiant  energy  travels  in  straight 
ines  in  all  directions  from  the  ball  of  fire.  As  it 
passes  through  the  atmosphere,  it  is  gradually  dis- 
ipated  by  scattering  and  absorption  by  the  gas 
holecules,  water  particles,  and  dust  in  the  air. 
.Mien  the  radiation  strikes  matter,  it  is  reflected, 
bsorbed,  or  transmitted.  The  ability  of  matter 
o absorb  energy  is  the  important  factor  in  burn 
iroduction.  Absorption  of  energy  is  dependent 
>n  the  nature  and  color  of  the  matter;  any  ma- 
terial when  colored  black  absorbs  a much  higher 
proportion  of  incident  radiant  energy  than  does 
he  same  material  colored  white.  Human  skin  is 
apable  of  absorbing  considerable  amounts  of 
..eat  without  suffering  significant  damage,  pro- 
dded that  the  energy  is  absorbed  slowly  enough 
o permit  its  simultaneous  dissipation  through  the 
eeper  tissues.  However,  the  thermal  energy 
com  an  atomic  explosion  is  of  such  high  intensity 
hat  it  cannot  be  dissipated  rapidly  enough  to  pre- 
ent  cellular  damage. 

There  were  a relatively  small  number  of  con- 
entional  flame  burns  recorded  at  Hiroshima  and 
Nagasaki,  but  most  of  the  burn  victims  suffered 
om  direct  exposure  to  the  thermal  energy  re- 
used by  the  explosion.  Burns  so  caused  are 
died  “flash  burns”  because  of  the  extremely 
rief  exposure  required  to  produce  them.  The 
umber  of  serious  burns  caused  by  the  bomb  ex- 
losions  in  Japan  was  appalling.  Authoritative 
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estimates  indicate  that  burns  were  responsible  for 
more  than  half  of  the  120,000  fatalities  and  for  at 
least  three  quarters  of  all  casualties.  In  Naga- 
saki flash  burns  were  recorded  as  far  as  13,000  feet 
from  ground  zero. 

Since  radiant  energy  travels  in  straight  lines, 
only  surfaces  directly  struck  are  burned.  Conse- 
quently, flash  burns  are  characteristically  profile 
or  silhouette  burns  with  sharp  borders  of  injury. 
Since  thermal  radiation  is  poorly  transmitted, 
clothing  affords  protection  from  burning  in  most 
cases.  However,  dark  material  absorbs  greater 
quantities  of  incident  radiant  energy  than  light- 
colored  clothing  and  therefore  provides  less  pro- 
tection against  burning.  Any  sort  of  building 
affords  some  shielding  from  thermal  radiation, 
and  serious  flash  burns  are  probable  only  when  the 
individual  is  directly  exposed  in  the  open  air  or  in 
front  of  a window. 

Despite  the  large  number  of  burn  casualties  in 
Japan,  there  is  very  little  information  available 
concerning  the  actual  flash  burn.  At  present,  it 
is  thought  that  ideal  treatment  of  the  flash  burn 
does  not  differ  essentially  from  that  of  the  flame 
burn,  but  no  real  evidence  bearing  on  this  prob- 
lem can  be  presented.  It  is  unknown  which 
part  of  the  spectrum — infrared,  visible,  or  ultra- 
violet radiation — is  most  important  in  burn  pro- 
duction. This  problem  is  of  practical  as  well  as 
scientific  interest,  for,  whereas  ultraviolet  radia- 
tion is  emitted  maximally  in  the  first  few  milli- 
seconds after  the  explosion,  the  maximum  infra- 
red emission  occurs  in  the  time  from  0.3  to  3.0 
seconds  after  the  bomb  burst.  Thus,  if  infrared 
radiation  is  largely  responsible  for  the  burn,  im- 
mediate evasive  action  might  afford  an  individual 
considerable  protection  from  thermal  injury. 
Likewise,  information  concerning  the  appearance 
of  the  burn  is  limited.  There  are  few  descrip- 

TABLE  I. — Sources  of  Energy  for  Flash  Burning 


Electrical  Discharge 

Exploding  wire  (Anderson)  20,000  C.,  0.00001  second 
Xenon  flash  tube  (Edgerton)  6,300  C.,  0.002  second 
High  energy  spark  (short  circuit) 

Ignition  of  Combustibles 

Magnesium  (with  or  without  barium  oxide)  3,500  C.,  0.37 
second 
Thermite 
Gunpowder 
100-octane  gasoline 
Constant  Sources  with  Timer 
Carbon  arc,  4,000  to  6,000  C. 

Gas-oxygen  flame  (Selos)  1,500  C. 

Aluminum-oxygen  furnace  (Temple)  2,800  C. 

Solar  energy,  parabolic  mirror,  4,000  C. 

Solar  energy,  plane  mirrors  (M.I.T.). 
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TABLE 

II. — Source  Chart 

Source 

Duration 

Approximate 
Temperature 
(Degrees  C.) 

Burn  Produced 

Complication 

Edgerton  tube  (Xenon  filled) 

0.002  second 

6,300 

None 

Unable  to  focus 

Exploding  wire 

0.00001  second 

19,700 

None 

Too  brief,  blast  wave. 

Thermite 

Variable 

3,200 

Not  tried 

unable  to  focus 
Great  spatter,  low  in- 

Smokeless  gun  powder 

Up  to  1.0  second 

3,000 

Failed 

tensity,  handling 
difficulty 
Low  intensity 

Magnesium 

0.1  to  0.5  second 

3,500 

Severe 

Smoke,  flame 

Carbon  arc 

(0.36) 

Constant  with 

4,000  to  6,000 

Severe  (constant) 

Small  area  burn 

timer 

tions  and  no  photographs  of  the  burns  in  the  days 
immediately  after  the  bombings.  In  view  of  the 
chaos  in  both  Japanese  cities,  this  lack  of  knowl- 
edge is  not  surprising,  but  it  makes  laboratory 
investigation  of  flash  burns  essential.  The  Flash 
Burn  Section  of  the  University  of  Rochester 
Atomic  Energy  Project  has  been  studying  this 
subject  for  several  years. 

The  first  problem  was  to  find  a suitable  method 
for  producing  a flash  burn.  A source  was  needed 
which  would  simulate  the  bomb  explosion  in  pro- 
ducing thermal  radiation  of  high  intensity  and 
short  duration.  A number  of  sources  for  such 
energy  were  considered;  these  are  listed  in  Table 
I.  Several  of  these  methods  have  been  tried  in 
our  laboratory  with  varying  results  as  indicated 
in  Table  II.  In  general,  the  most  satisfactory 
sources  have  proved  to  be  the  explosion  of  mag- 
nesium and  the  use  of  the  reflected  light  beam  of  a 
high  energy  carbon  arc.  However,  each  of  these 
methods  has  disadvantages.  The  explosion  of 
magnesium  produces  a severe  large  area  burn  but 
is  not  too  well  suited  to  the  laboratory  because 
the  explosion  is  accompanied  by  loud  noise,  flame, 


large  amounts  of  smoke,  and  appreciable  blast  I 
effects.  The  carbon  arc,  which  is  being  employed  i 
by  us  at  present,  does  not  have  these  objections; 
however,  only  a small  burn  can  be  produced  in- 1 
stantaneously  by  the  arc.  For  large  area  burns,  i 
therefore,  the  carbon  arc  is  not  ideal,  but  it  is  an 
excellent  tool  for  producing  small  lesions.  At. 
present  we  are  studying  the  threshold  caloric 
values  necessary  to  produce  lesions  of  varying! 
severity.  This  work  is  important  for  a funda- 
mental understanding  of  the  flash  burn. 

The  burn  problem  is  always  a difficult  one.  In 
view  of  the  present  world  situation  it  is  especially 1 
important  today.  Further  advances  in  the  clinic 
and  in  the  laboratory  are  imperative. 
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ORAL  USE  OF  CORTISONE  ACETATE 

In  June,  1950,  Freyberg  and  associates  and  Hench 
and  associates  at  the  meeting  of  the  American  Rheu- 
matism Association  in  San  Francisco  announced 
that  orally  administered  cortisone,  in  dosages  not 
too  dissimilar  from  those  given  intramuscularly, 
had  a striking  antirheumatic  effect.  Pursuant  to 
this  announcement,  the  authors  investigated  the  ef- 
fects of  orally  administered  cortisone  acetate  on  23 
patients  with  chronic  rheumatoid  arthritis.  Corti- 
sone acetate  was  given  orally  in  two  forms — in 
tablets  of  25  mg.  each  (Merck)  and  also  in  a liquid 
suspension  prepared  by  mixing  the  saline  suspension 
of  cortisone  acetate  (Cortone,  Merck,  as  supplied 
for  intramuscular  use)  with  raspberry  syrup,  each 
4 cc.  containing  25  mg.  of  the  cortisone  acetate. 

In  22  of  the  total  of  23  patients  these  oral  prepara- 
tions were  effective  suppressants  of  rheumatic  mani- 
festations. They  failed  in  one  patient  in  whom  in- 
tramuscular administration  had  proved  effective. 


Direct  dosage  comparisons  in  13  patients  revealed 
that  in  11  maintenance  of  adequate  control  re- 
quired somewhat  higher  dosage  when  given  by 
mouth  than  when  given  intramuscularly,  usually  2C 
to  33  lA  per  cent  more.  In  the  other  two  the  same 
dose  was  required  for  both  routes  for  effective  anti- 
rheumatic control.  Moreover,  the  authors  report 
that  the  pattern  of  improvement  with  initial  large 
suppressive  dosages  given  by  mouth  was  about  the 
same  as  that  resulting  from  equivalent  amounts 
given  intramuscularly;  usually  the  response  was 
more  rapid.  While  no  gastrointestinal  disturbances 
resulted  and  adverse  side-effects  occurred  in  only  one 
patient,  the  authors  point  out  that  the  series  was 
too  small  and  observation  periods  too  short  for  any 
conclusions  regarding  prolonged  administration.— 
Edward  W.  Boland,  M.D.,  and  Nathan  E.  Headley 
M.D.,  Journal  of  the  American  Medical  Association  ! 
January  6,  1951 


THE  SURGICAL  TREATMENT  OF  BURNS 

Thomas  W.  Stevenson,  M.D.,  New  York  City 

I (From  the  Department  of  Surgery,  Plastic  Surgery  Division,  Columbia  University,  College  of 
Physicians  and  Surgeons) 


BURNS  destroying  less  than  full  thickness  of 
skin  do  well  on  all  sorts  of  surface  appli- 
cations or  with  open  treatment.  A prompt 
covering  reduces  pain  and  splints  the  part,  thus 
preventing  painful  motion,  and  protects  the  sur- 
face against  infection.  The  ideal  dressing  has 
not  been  found,  but  an  ever-changing  array  of 
possibilities  is  presented.  If  the  physician  is  at 
times  in  doubt,  he  should  give  thought  to  the 
plight  of  the  layman  who  knows  that  a greasy 
(surface  coating  is  soothing.  The  paraffin  spray, 
which  enjoyed  a brief  period  of  medical  approval, 
was  in  line  with  this  reasoning  only  to  be  followed 
by  stern  admonitions  against  unguents  of  all 
kinds  because  they  interfered  with  the  tanner’s 
art  as  applied  to  human  skin.  At  the  same  time 
our  layman  compatriot  was  subject  to  all  kinds  of 
advertising  favoring  various  proprietary  appli- 
cations, mostly  oily. 

There  has  been  great  argument  about  the 
simple  blister.  Most  authorities  advocate  thor- 
ough washing  of  burn  surfaces  and  debridement. 
Experience  tells  us  that  this  is  painful  and  repre- 
jsents  mechanical  and  anesthesia  injury  super- 
imposed upon  thermal  injury,  in  no  way  reducing 
the  condition  of  shock  and  generally  failing  to 
create  or  maintain  a sterile  surface.  The  blister 
is  a valuable  friend.  The  rapid  effusion  of  fluid 
between  the  skin  layers  indicates  a living,  deeper, 
cutaneous  tissue  and  reassures  us  that  early  heal- 
ing can  be  expected,  whereas  a charred  surface 
without  blisters  strongly  suggests  deep  burn. 
An  intact  blister  acts  as  a buffer  against  painful 
[contacts  and  the  thin  cutaneous  covering  does  not 
adhere  to  dressings.  Intact  blisters  seldom  be- 
come infected.  After  a few  days  they  rupture 
spontaneously  or  absorb,  and  healing  takes  place 
in  ideal  fashion  beneath  the  blister.  If  the  blister 
is  removed,  an  exuding  surface  remains  which 
naturally  covers  itself  with  an  adherent  crust. 
The  removal  of  adherent  dressing  is  painful  and 
interrupts  the  healing  process  as  well. 

With  some  justification  this  author  has  re- 
mained stubbornly  anchored  to  a rock  hopefully 
waiting  to  be  convinced  that  the  next  advocated 
type  of  burn  treatment  will  be  better  than  the 
me  he  has  always  used.  He  occasionally  ven- 
tures to  try  this  or  that  or  to  observe  someone’s 
jse  of  some  new  agent  but  so  far  has  immediately 
eturned  to  the  tried  and  true.  A number  of 
treatments  have  gone  by  on  the  tide,  and  some 
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very  interesting  prospects  are  presently  in 
view,  but  it  cannot  yet  be  determined  whether 
they  are  seaworthy. 

Deductions  must  be  made  for  the  fact  that 
many  of  the  astounding  results  ascribed  to  this  or 
that  treatment  come  about  through  its  appli- 
cation to  a partial  thickness  burn.  Any  remain- 
ing viable  islands  of  skin  will  contribute  to  an 
earlier  healing  with  less  contracture.  Of  course, 
one  should  utilize  every  means  possible  to  avoid 
mechanical,  chemical,  or  bacterial  damage  to  re- 
maining viable  epithelium.  By  strict  definition, 
in  a third-degree  burn  there  are  no  such  skin  is- 
lands remaining.  One  of  the  greatest  difficulties 
lies  in  the  estimation  of  the  depth  of  the  burn,  and 
often  this  cannot  be  made  until  sequestration 
takes  place  and  one  is  presented  with  a granulat- 
ing surface. 

In  a constant  search  for  simplicity,  logic  re- 
inforced by  experience  tells  us  that  a superficial 
burn  will  heal  under  almost  all  forms  of  treatment, 
and  the  deep  burn  of  any  considerable  extent 
needs  grafting  to  accelerate  recovery  and  prevent 
deformity.  With  this  in  mind  a simple  innocuous 
dressing  is  applied  to  all  burns  without  scrubbing 
or  debridement.  Every  attempt  is  made  to 
avoid  additional  risk  or  injury  of  any  sort. 
Clothing  is  usually  removed  and  any  gross  dirt. 
Occasionally  loose  clothing  may  be  cut  off  leav- 
ing adherent  portions.  These  will  certainly  sepa- 
rate with  the  crusts  if  the  burn  is  superficial  or 
with  the  slough  if  it  is  deep.  Bare  surfaces  are 
covered  by  a sterile  layer  of  fine-meshed  gauze 
lightly  impregnated  with  a mixture  of  paraffin, 
liquid  petrolatum,  and  beeswax  over  which  is 
placed  a generous  layer  of  fluffed  gauze  wrapped 
around  with  bandage,  exceptions  being  the  areas 
around  the  nose,  mouth,  and  eyes.  Light  pres- 
sure on  the  extremities  tends  to  diminish  edema 
and  provides  some  splinting.  Hands  should  be 
supported  in  a position  of  function — wrist  slightly 
extended,  fingers  semiflexed,  and  thumb  an- 
teriorly facing  the  fingers.  Sedatives,  anti- 
biotics, and  supportive  therapy  are  immediate 
necessities. 

It  is  not  possible  to  simplify  tiffs  dressing  very 
much.  Even  in  the  plans  for  the  care  of  mass 
casualties  only  one  small  modification  appears. 
The  recommended  dressing  consists  of  a single 
layer  of  plain  fine-meshed  gauze,  covered  by  an 
adequate  layer  of  absorbent  bulk  held  in  place  by 
a bandage  or  any  means  at  hand.  It  is  obvious 
that  time  and  equipment  will  not  permit  metic- 
ulous care  of  the  surface  prior  to  dressing.  Open 


2223 


2224 


THOMAS  W.  STEVENSON 


[N.  Y.  State  J.  M. 


Fig.  1.  Case  1 — Eschar  separating  five  weeks 
after  burn. 


treatment  requires  more  nursing  care  and  very 
precise  thermal  control  and  is  less  comfortable  in 
the  early  stages. 

Sometime  between  seven  and  fourteen  days, 
dressings  should  be  inspected.  When  the  area  is 
large,  this  may  be  done  one  part  at  a time  on 
successive  days.  Superficial  burns  will  be  well 
on  the  way  to  healing.  Clean  adherent  areas  of 
dressing  may  be  left  rather  than  pulled  off.  Areas 
of  third-degree  necrosis  can  be  determined  and 
immediate  or  prompt  grafting  done. 

This  is  the  second  critical  period.  The  patient 
has  usually  reached  a condition  of  temporary 
equilibrium  after  the  primary  emergency  episode 
and  has  not  yet  started  to  suffer  seriously  from 
sepsis  or  depletion  of  vital  substances  through 
exudation.  At  least  in  this  period  the  losses  can 
be  kept  in  balance.  This  is  the  time  when  the 
patient  can  stand  an  anesthetic  and  some  addi- 
tional insult,  and  wounds  tend  to  heal  well.  If 
this  kindly  period  lapses,  the  patient’s  intake 
fails  to  keep  up  with  his  loss,  and  artificial  re- 
placement is  imperfect.  Wounds  become  indo- 
lent, new  epithelium  formation  slows,  and  grafts 
“take”  poorly.  Sometimes  donor  areas  refuse  to 
heal  or  decubitus  ulcers  appear,  adding  greatly  to 
the  problem. 

Escape  from  the  ideal  rehabilitation  period 
may  come  about  from  necessity  or  neglect,  but 
whatever  the  reason,  recovery  is  slow  and  difficult. 
Much  time  is  lost  and  often  considerable  function, 


Fig.  2.  Case  1 — Left:  Wounds  healed  by  means 
of  small  deep  grafts  from  lower  legs;  right:  Appear- 
ance three  months  after  healing.  Note  weight  gain. 

A few  general  remarks  may  be  in  order  on  the 
subject  of  grafting.  The  main  object  of  the 
graft  is  to  obtain  healing  at  the  earliest  possible 
moment.  Wrhen  the  skin  is  intact,  fluid  loss 
stops  as  does  surface  bacterial  action.  A graft 
must  “take”  under  adverse  conditions,  and  the 
thicker  the  graft  the  more  favorable  must  the 
circumstances  be.  Portions  of  a thick  graft  may 
not  be  reached  by  new  blood  supply  for  some 
time  and  may  be  destroyed  by  bacteria.  It  is 
best  to  remove  grafts  at  the  first  of  the  procedure 
to  avoid  contamination  of  the  donor  area.  In 
extensive  burns  it  is  better  to  proceed  in  easy 
stages  lather  than  to  do  too  much  at  once.  A 
practical  method  is  to  apply  grafts  about  one 
week  apart  so  as  to  dress  the  previous  graft  and 
apply  new  grafts  at  the  same  operation.  Pedicle 
grafting  and  various  refinements  have  little  place 
at  a time  when  any  kind  of  coverage  is  very  ac- 
ceptable. In  choosing  donor  sites  one  should 
take  inventory  of  the  patient’s  cutaneous  assets 
and  take  care  not  to  use  up  areas  later  to  be  re- 
quired for  pedicle  grafts. 

Aside  from  the  choice  of  the  donor  site,  avoid- 
ance of  contamination,  and  provision  for  cutting 
a thin  to  intermediate  thickness  graft,  there  is  no 
problem  of  obtaining  skin,  except  in  cases  where 
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Fig.  3.  Case  2 — Deep  third-degree  burn  of  skin 


of  face  with  loss  of  lips,  nose,  eyes,  and  ears. 


Fig.  4.  Case  2 — Partial  thickness  grafts  to  hands, 
legs,  neck,  and  face.  Note  two  large  grafts  joined 

at  ear  level. 


little  unburned  skin  remains.  In  such  cases  one 
! may  be  forced  to  place  scattered  small  grafts  over 
i a wide  area  or  to  cut  over  the  same  donor  area 
more  than  once. 

Preparation  of  the  recipient  site  requires  some 
! experience  and  skill.  The  time  factor  suggests 
division  of  burn  wounds  into  four  groups.  In 
the  first  place  a small  number  of  patients  receive 
deep  burns  in  a small  area  which  can  be  excised 
’ and  grafted  immediately,  thus  making  for  recov- 
ery in  the  shortest  possible  time.  The  second 
and  largest  group  have  extensive  burns  for  which 
1 grafting  can  be  started  at  the  time  of  the  first 
1 dressing  or  shortly  afterward.  The  third  group  is 
j a delayed  one  in  which  healing  and  contracture 
j are  advancing  and  chronic.  Granulating  wounds 
remain.  Finally  are  the  scarred,  contracted  re- 


Fig.  5.  Case  3 — Granulating  burn  wounds  after 
nine  months.  Note  flat  hand  position. 

suits  of  advanced  spontaneous  healing  without 
benefit  of  grafts.  We  hope  to  see  more  burns 
treated  in  the  first  two  periods,  less  in  the  third, 
and  none  in  the  fourth. 

When  a burn  can  be  totally  excised  in  the  first 
day  or  two,  the  wound  compares  well  with  any 
clean  surgical  procedure.  Excisions  of  granula- 
tions and  necrotic  tissue  at  a later  stage  have  a 
fresh  cut,  but  contaminated  surface.  As  an  al- 
ternative to  excision  in  the  second  and  third 
groups,  one  may  choose  to  graft  on  top  of  a granu- 
lating surface.  This  is  usually  less  satisfactory 
and  generally  requires  a few  days  of  intensive 
dressing  to  obtain  flat,  clean,  red  granulations. 
Sometimes  the  change  to  moist  dressings  precipi- 
tates a violent  febrile  episode.  There  are  other 
disadvantages  to  grafting  on  top  of  granulations. 
There  is  a more  established  surface  contamina- 
tion, a great  deal  of  which  is  removed  by  excision. 
There  is  less  adhesion  of  the  graft  to  the  surface 
in  the  immediate  postoperative  period,  therefore 
more  tendency  for  the  graft  to  shift.  Finally,  in 
this  type  of  grafting  there  is  no  tendency  for  the 
operator  to  disturb  the  healing  wound  margins. 
There  is  a zone  of  thin,  new  epithelium  extending 
some  distance  onto  the  granulations,  and  this 
unfortunately  prevents  taking  of  the  graft  in  this 
zone.  There  results  a band  of  scar  tissue  be- 
tween the  graft  and  normal  skin  which  has  caused 
a delay  in  healing,  gives  a poor  appearance,  and 
may  interfere  with  function.  Removal  of  this 
band  at  the  time  of  grafting  results  in  a much 
smoother  junction  between  graft  and  normal  skin. 

Case  Reports 

Case  1. — R.  P.  was  admitted  five  weeks  after  an 
extensive  burn  involving  the  neck,  arms,  entire 
trunk,  and  upper  thighs  (Figs.  1 and  2).  He  had 
had  excellent  primary  supportive  treatment  carry- 
ing him  over  the  most  acute  period.  The  surfaces 
had  received  open  treatment  with  triple  dye.  He 
was  entering  a period  of  rapid  depletion  as  exudate 
increased  and  eschar  softened.  The  temperature 
reached  105  F.  daily.  The  legs  provided  the  only 
donor  site.  The  thighs  were  best  saved  for  possible 
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Fig.  6.  Case  3 — Appearance  of  hands  after  two 
years. 

later  releasing  grafts,  and  so  many  hundreds  of  small 
deep  grafts  were  removed  from  the  legs  in  stages,  using 
local  anesthetic.  The  legs  were  encircled  in  a close 
pattern  to  obtain  the  most  grafts  from  the  smallest 
area.  Every  graft  took  quickly,  and  as  healing 
progressed  fever  subsided  and  depletion  was  slowed. 
In  three  months  after  discharge  the  patient  gained 
60  pounds,  reaching  the  maximum  weight  of  his  life. 
The  cosmetic  effect  of  small  grafts  is  poor,  and  be- 
cause of  the  contraction  of  scar  between  skin  islands 


Fig.  7.  Case  3 — Appearance  of  hands  after  two 
years. 


some  loss  of  function  is  expected.  This  type  of 
graft  should  be  used  only  in  cases  of  insufficient 
donor  area.  Axillary  tightness  was  later  relieved 
by  partial  thickness  grafts  from  the  thighs. 

Case  2. — S.  R.  was  drenched  by  boiling  hot  an- 
hydrous sulfuric  acid  with  resultant  bum  of  the 
scalp,  face,  neck,  chest,  thighs,  left  foot,  and  both 
hands  and  forearms  (Figs.  3 and  4).  Deep  third- 
degree  loss  resulted  in  the  separation  of  the  ears, 
nose,  eyelids,  and  lips.  He  had  practically  no  febrile 
elevation,  no  loss  of  consciousness,  and  little  com- 
plaint of  pain.  He  had  no  loss  of  appetite.  The 


Fig.  8.  Case  4 —Left:  Contracted  burn  healed  in  two  years  without  grafting;  center:  Scars  softer  n 
six  months;  right:  Posture  changes  resulting  from  anterior  contraction. 
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i Fig.  9.  Case  4 —Left:  First  release  of  anterior  neck  scar;  center:  Axillary  release  by  posterior  flap 

and  partial  thickness  graft;  right:  Final  cervical  release. 


main  difficulty  experienced  was  in  eating  and 
breathing  during  the  sloughing  period  and  distress 
at  loss  of  vision.  The  anterior  chambers  of  the  eye 
were  open  due  to  corneal  loss  which  finally  required 
removal  of  the  right  eye.  The  left  eye  healed  with 
total  loss  of  vision.  About  three  weeks  after  the 
burn,  partial  thickness  grafts  were  applied  to  the 
hands  followed  by  grafts  to  the  scalp  and  face.  An 
aneurysm  of  the  right  superficial  temporal  artery  was 
excised  prior  to  the  graft  in  this  area.  Healing  was 
uncomplicated.  The  previous  grafts  were  dressed 
and  new  ones  applied  once  per  week  for  four  weeks.  A 
short  rest  was  followed  by  pedicle  grafts  to  the  nose 
and  left  wrist  and  reconstruction  of  the  lips.  Pros- 
thetic ears  were  supplied,  and  the  patient  is  about, 
aided  by  a Seeing  Eye  dog. 

Case  3. — C.  R.  In  contrast  to  the  above  two 
cases  this  young  woman  lay  in  a nearby  hospital  for 
nine  months  with  burns  of  the  neck,  chest,  abdo- 
men, and  hands  without  benefit  of  grafting  (Figs.  5, 
6,  and  7).  She  had  become  emaciated,  and  healing 
was  at  a standstill.  The  hands  had  lain  with  the 
thumb  adducted  and  flat  with  the  palm.  Several 
fingers  were  acutely  flexed  and  became  ankylosed  in 
this  position.  The  patient  was  freely  transfused, 
and  all  areas  were  promptly  grafted.  Later  grafts 
were  necessary  to  release  anterior  neck  contraction. 

Case  4. — G.  M.  was  burned  severely  as  an  infant. 
Healing  took  place  in  about  two  years  with- 


out grafts  (Fig.  8).  Contraction  wras  marked, 
forcing  postural  changes  (Fig.  8).  The  mouth 
could  not  be  closed  without  flexing  the  neck. 
Strabismus  developed  because  of  the  flexion  and  an- 
gulation of  the  head.  Axillary  contraction  pre- 
vented abduction  of  the  arms.  Separate  partial 
thickness  grafts  were  placed  in  the  cervical  region 
on  three  occasions  and  posterior  flaps  advanced 
into  the  axillae  (Fig.  9).  Jawr  and  dental 
alignment  improved,  and  the  strabismus  disap- 
peared. Full  function  was  recovered  in  the  should- 
ers (Fig.  9).  Breasts  have  failed  to  develop.  Grafts 
were  cut  from  the  same  donor  area  on  the  thigh 
three  times. 

Summary 

Burns  of  less  than  full  thickness  have  multiple 
cutaneous  islands  permitting  early  healing  with  al- 
most any  type  of  dressing  care.  Complete  loss  of 
skin  thickness  requires  replacement,  and  this 
should  be  done  as  early  as  possible.  A practi- 
cal and  comfortable  dressing  consists  of  fine- 
meshed,  ointment-impregnated  gauze  surrounded 
by  soft  absorbent  bulk  and  outer  bandage. 
Depths  of  loss  can  be  ascertained  at  the  first 
dressing  in  one  to  two  weeks  and  grafting  per- 
formed early. 
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MANAGEMENT  OF  THE  NEUROSES  IN  INDUSTRIAL  MEDICINE 

Samuel  Feigin,  M.D.,  New  York,  City 


THE  role  of  the  neuropsychiatrist  in  the  field 
of  industrial  medicine  is  rather  difficult  and 
unsatisfactory  and  very  often  an  anomalous  one. 
When  he  is  called  in  at  the  beginning  of  the  pa- 
tient’s illness,  it  is  usually  when  there  are  some 
definite  suspicions  of  focal  Central  or  peripheral 
nervous  system  changes.  Most  often  he  sees  the 
problem  when  the  medical  record  has  become  a 
few  inches  thick,  and  a feud  has  already  been  set 
up  between  the  patient  on  the  one  side  and  his 
attending  physician  or  employer  or  insurance 
carrier  on  the  other. 

The  appearance  of  the  neuropsychiatrist  on 
the  scene  is  met  with  suspicion,  hostility,  and 
skepticism  on  the  part  of  the  patient  who  inter- 
prets the  doctor’s  intrusion  as  a diabolical  effort 
to  prove  him  a malingerer  or  else  the  beginning  of 
a campaign  to  liquidate  his  legal  position,  so  that 
any  legal  rights  or  financial  interests  that  he 
may  have  in  the  situation  will  ultimately  dis- 
appear. Those  who  have  had  any  extensive  ex- 
perience with  these  problems  fully  appreciate  the 
amount  of  dogged  patience  required  to  make  any 
kind  of  progress. 

The  patient  is  firmly  convinced  that  he  has 
some  sort  of  physical  disorder  and  interprets  any 
attempts  to  place  his  complaints  on  a psychologic 
basis  as  merely  a disguised  and  cunning  way  to 
make  him  out  a fraud  and  a faker  or  to  subject 
him  to  public  ridicule  by  proving  there  is  nothing 
the  matter  with  him.  Or,  as  very  often  happens 
in  the  presence  of  injuries  or  compensation  liti- 
gation, the  patient  is  convinced  that  his  claim  is, 
potentially,  as  good  as  a winning  ticket  on  the 
Irish  Sweepstakes,  and  he  is  not  giving  it  up  with- 
out a struggle.  Therefore,  he  proceeds  with  the 
contest  to  defend  his  rights  or  save  face.  Very 
quickly  there  appears  a good  deal  of  explosive, 
self-righteous  indignation  on  the  part  of  the  pa- 
tient, and  everybody  concerned  is  enmeshed  in  a 
titanic  battle.  He  has  had  treatment  with  hy- 
drotherapy, massage,  diathermy,  and  various 
medications.  He  has  heard  one  or  more  doctors 
testifying  concerning  him  or  positively  assuring 
him  that  these  treatments  were  bound  to  allay  his 
physical  discomfort.  Suddenly,  there  is  a com- 
plete reversal  of  issues.  The  physical  considera- 
tions and  implications  are  thrown  out  and  other 
values  and  definitions  instituted  which  to  him 
have  entirely  different  meanings.  Incidentally, 
what  kind  of  pertinent,  adequate,  or  complete 
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psychiatric  data  can  be  elicited  in  this  kind  of 
tense  atmosphere  where  every  question  takes  on  a 
sinister  aspect  and  the  patient  is  not  telling  the 
doctor  anything  that  he  thinks  can  possibly  Ire 
used  against  him? 

The  role  of  psychogenesis  or  psychodynamics 
in  the  etiology  of  the  neuroses  has  been  prominent 
in  the  teaching  of  psychiatry  in  the  medical 
schools  for  over  twenty-five  years.  That  is,  the 
importance  of  psychologic  factors  in  the  evaluation 
of  subjective  symptomatology  has  been  stressed 
in  the  training  of  two  generations  of  doctors,  and 
likewise,  the  importance  of  the  early  application 
of  a psychotherapeutic  approach  has  been  pointed 
up  during  the  same  period.  The  psychologic 
treatment  of  the  neuroses  has  also  been  high- 
lighted in  nonpsychiatric  publications  and  other 
channels  of  public  information  during  recent 
years.  Yet,  generally,  these  principles  of  ap- 
proach have  seeped  into  the  practice  of  industrial 
medicine  only  to  a limited  degree. 

Perhaps  the  outstanding  reason  for  this  de- 
ficiency is  the  fact  that  the  patient  in  industrial 
medicine  is  usually  handled  in  a clinic  atmosphere, 
and  there  is  very  little  time  for  the  individual  con- 
sideration which  is  so  important  in  the  handling 
of  neurotic  tendencies.  We  still  find  very  often 
that  no  attention  is  directed  towards  the  inner 
problems  of  the  patient.  His  insecurities,  appre- 
hensions, hostilities,  discontents,  disappoint- 
ments, longings,  and  fixations  must  be  uncovered 
and  emphasized  as  being  the  ultimate  etiologic 
factors  of  the  neurosis.  Yet,  in  general,  we  find 
that  they  are  investigated  to  a limited  degree  as 
possible  sources  of  the  continuance  of  his  com- 
plaints and  disability,  even  in  the  presence  of 
persistent  medicinal  and  physical  therapy  extend- 
ing over  long  periods  of  time.  This  is  a good  spot 
to  point  out  that  when  insulin  and  electroshock 
therapy  appeared  on  the  scene,  it  was  pounced 
upon  by  some  industrial  practitioners  as  a cure- 
all.  Suffice  it  to  say  here  that  shock  treatment 
only  has  a disorganizing  effect  on  neurotics. 

It  has  been  my  growing  conviction  over  the 
years  that  many  of  the  neuroses  that  we  see  in 
industrial  practice  are  engendered  by  the  uncriti- 
cal treatment  which  is  usually  instituted  for  the 
amelioration  of  physical  complaints.  When  the 
patient  complains  or  protests  too  much  or  when 
persistent  reminders  from  the  insurance  carrier 
or  compensation  authorities  that  progress  reports 
are  due  begin  to  accumulate,  x-ray  and  other  labo- 
ratory work  is  then  repeatedly  performed,  se- 
dation and  other  types  of  therapy  are  repeatedly 
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rotated  or  changed,  but  no  doubt  is  thrown  on  the 
original  diagnosis  or  evaluation  until  everybody’s 
patience  is  worn  out  or  some  crisis  is  precipitated. 
We  know  that  the  neurotic  has  a great  tendency 
to  blame,  load,  or  funnel  his  inner  problems  onto 
any  convenient  external  manifestation.  Physical 
illness  or  injury  is  notoriously  recognized  as  a 
| focus  of  fixation  for  neurotic  tendencies. 

I believe  that  it  is  about  time  that  all  of  us  got 
together  and  re-evaluated  the  whole  problem. 
I am  reasonably  sure  that  even  if  a brief  survey  of 
| the  life  experiences  and  life  situation  of  the  indi- 
vidual were  to  be  included  in  the  initial  medical 
j contacts  of  the  individual,  many  potentially 
chronic  neuroses  could  be  recognized  early  and 
referred  to  the  neuropsychiatrist  at  a time  when 
he  can  most  effectively  prevent  the  growth  and 
fixation  of  a condition  which  becomes  so  difficult 
to  treat  psychotherapeutically  at  a later  date. 

I fully  realize  that  the  highly  technical  and  fre- 
j quently  involved  public  discussion  of  the  treat- 
ment of  the  neuroses,  which  has  characterized  the 
i approach  to  these  problems  by  various  evangeli- 
cal groups  among  the  psychiatrists,  has  confused 
; and  beclouded  the  issues.  It  appears  to  me  that 
the  general  medical  public  has  become  convinced 
) that  psychotherapy  is  a highly  technical,  eso- 
teric, and  time-consuming  device  which  has  very 
little  place  in  the  armamentarium  of  the  average 
j doctor.  Yet,  psychotherapy  is  one  of  our  oldest 
tools. 

Perhaps  we  neuropsychiatrists  ought  to  initiate 
a movement  to  clear  the  atmosphere  of  confused 
terminology  and  bewildering  procedures  and 
, translate  our  psychologic  knowledge  into  terms 
which  make  sense  to  the  average  physician. 
Very  often  one  hears  that  the  factory  worker  or 
. white  collar  employe  is  incapable  of  understand- 
ing psychologic  terms.  This  is  not  true  if  the 
psychotherapist  does  a competent  job  in  trans- 
lating these  terms  into  the  language  of  the  patient. 
Perhaps  the  neurologist  and  psychiatrist  ought  to 
take  on  the  evangelical  job  of  educating  the  in- 
dustrial physician. 

I think  that  the  practitioner  of  industrial  medi- 
cine can  make  a very  definite  start  in  solving  the 
difficult  and  confused  problem  of  the  management 
of  the  neuroses  by  setting  up  some  criteria  for 
change  in  therapeutic  approach  when  progress  is 
halted  in  any  patient.  Any  meagerness  of  objec- 
tive physical  findings,  any  disability  out  of  pro- 
portion to  the  physical  findings,  or  any  persistent 
imperviousness  to  physical  and  medicinal  ther- 
apy should  be  the  occasion  for  a frank  and  sym- 
pathetic discussion  of  the  problem  with  the  indi- 
vidual. All  it  means  is  an  investment  of  a little 
extra  time  and  interest,  and  very  often  that  is 
sufficient  to  make  the  patient  aware  of  the  prob- 
lem with  which  he  is  contending. 


The  general  tendency  to  set  up  a blanket  pre- 
scription for  physical  therapy  to  run  indefinitely 
as  long  as  the  patient  complains  is  not  good  prac- 
tice, especially  when  for  weeks  at  a time  his  only 
contact  with  his  doctor  is  through  the  physio- 
therapist. Every  two  or  three  months  the  reason 
why  any  patient  needs  continued  physical  ther- 
apy should  be  evaluated  in  a very  formal  way  so 
that  the  problem  impinges  itself  on  the  aware- 
ness of  both  the  patient  and  the  doctor.  The  spe- 
cific effect  of  symptomatic  treatment  in  nurtur- 
ing, prolonging,  enlarging,  and  fixating  neurotic 
tendencies  is  not  generally  understood.  I am 
sure  that  a periodic  review  of  the  necessity  of 
existing  treatment  will  cut  down  considerably 
the  incidence  of  the  embittered  paranoid  neuro- 
tic whom  we  very  often  see  as  a result  of  a medi- 
cal inventory  which  should  have  been  held  months 
and  even  years  previously. 

The  problem  is  very  well  illustrated  and  high- 
lighted in  the  prevailing  management  of  head 
injuries.  Early  and  easily,  for  various  and  sun- 
dry reasons,  the  designations  of  concussion,  post- 
concussion syndrome,  traumatic  encephalopathy, 
traumatic  neurosis,  and  traumatic  deterioration 
appear  in  the  records.  The  patient  and  every- 
body else  seem  to  take  it  for  granted  that  serious 
and  more  or  less  permanent  disruption  of  tissue 
has  taken  place  in  the  central  nervous  system. 
If  the  symptoms  persist,  the  patient  takes  his 
place  as  a more  or  less  permanent  invalid,  and  the 
medical  record  slowly  and  surely  begins  to  in- 
crease in  thickness.  The  increasing  amounts  of 
sedatives  which  are  invariably  prescribed  begin 
to  complicate  the  picture  because  of  their  toxic 
effects.  When  the  patient  sits  in  on  a compen- 
sation hearing  and  listens  to  medical  testimony 
concerning  the  guarded  or  poor  prognosis,  he 
then  really  enters  a black  phase  of  his  existence. 
Sooner  or  later  a psychiatrist  enters  the  picture. 
As  far  as  the  patient  is  concerned,  this  fresh  arrival 
is  seemingly  not  interested  in  headaches,  dizzi- 
ness, weakness,  impairment  of  concentration,  in- 
somnia, or  the  other  symptoms  which  have  been 
plaguing  him.  This  crisis  of  course  precipitates  a 
spectacular  battle  of  wits  and  wills,  most  often 
with  a great  deal  of  emotional  fireworks,  hos- 
tility, and  accusation. 

Many  of  these  controversies  can  be  avoided 
by  an  inventory  of  the  facts  of  the  individual’s 
life  situation  and  life  experiences  early  in  his 
medical  contacts.  Such  early  emphasis  allows 
sufficient  time  and  opportunity  to  present  the  im- 
portance of  psychogenic  factors  properly  to  the 
individual.  This  important  educational  step  is 
greatly  facilitated  if  it  is  possible  for  the  attending 
physician  and  the  neuropsychiatric  consultant  to 
examine  the  patient  together.  A joint  meeting  of 
the  doctors  sets  up  a proper  and  sympathetic 
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atmosphere  for  the  discussion  of  psychologic  im- 
plications and  helps  allay  resistance,  antagonism, 
and  skepticism  on  the  part  of  the  patient.  Very 
often,  under  prevailing  practice  the  examination 
by  the  neuropsychiatrist  only  accentuates  the 
problem. 

Eighteen  or  twenty  years  ago  a neurologist 
friend  of  mine  asked  me  to  see  a personal  friend 
of  his  who  had  sustained  a severe  fracture  of  the 
skull  in  an  automobile  accident.  For  a year  he 
had  been  sitting  about  the  house  taking  increasing 
amounts  of  sedatives  for  his  headaches,  general- 
ized weakness,  and  inability  to  return  to  his 
accustomed  work.  I presented  to  him  the  follow- 
ing discussion:  If  he  presupposed  that  his  pros- 
tration and  disability  were  a result  of  irreversible 
brain  damage,  there  was  nothing  I could  do  for 
him,  and  he  must  accept  permanent  disability  and 
invalidism.  If,  on  the  other  hand,  he  would  ac- 
cept the  formulation  that  his  disabling  symptoms 
were  symbols  for  inner  conflicts  and  distorted  at- 
titudes, I could  hold  out  hope  for  him.  He 
agreed  to  go  along  with  me,  and  immediately  his 
hitherto  masked  hostilities  towards  his  mother, 
brother,  and  employer  began  to  pour  out.  With- 
in three  months  he  was  back  to  work  and  in  less 
than  a year  fully  recovered.  This  early  experi- 
ence of  mine  profoundly  influenced  my  thera- 
peutic approach  to  these  problems  over  the  years. 

To  go  into  a detailed  discussion  of  the  psycho- 
therapeutic problems  involved  in  the  neuroses 
seen  in  industrial  medicine  is  beyond  the  scope  of 
this  paper.  We  would  need  the  time  allotted 
just  for  the  consideration  of  the  motivation,  con- 
scious and  unconscious,  of  financial  gain  that  fre- 
quently complicates  the  treatment  of  the  neuroses 
seen  in  industrial  practice.  How  often  do  we  see 
marital  discord  and  conflict  underlying  the  sub- 


jective symptomatology  which  resists  medical 
treatment.  Consider  the  competitive  jealousies, 
hostilities,  and  insecurities  which  are  so  often 
masked  in  junior  executives  by  persistent  so- 
matic complaints.  Also  consider  how  frequently 
the  desire  to  escape  boring  or  laborious  or  under- 
paid work  or  intolerable  family  situations  and 
problems  exists  in  people  who  cannot  shake  off 
relatively  trivial  illnesses  and  injuries.  What  is 
the  effect  of  compensation  payments  or  veteran 
pensions  on  the  successful  adjustment  of  the  indi- 
vidual to  his  job?  There  are  quite  a few  other 
problems,  having  a great  bearing  on  the  industrial 
efficiency  of  the  individual,  which  stem  out  of  the 
failures  of  his  personal  and  interpersonal  relation- 
ships and  are  responsible  for  the  appearance  of 
neurotic  conditions.  They  can  only  be  solved 
effectively  through  psychotherapy. 

Summary 

The  role  of  psychogenesis  as  the  primary  factor 
in  the  etiology  of  the  neuroses  has  been  stressed 
in  the  teaching  of  psychiatry  in  the  medical 
schools  for  over  twenty-five  years.  Yet,  symp- 
tomatic treatment  still  dominates  the  therapy  of 
the  neuroses  in  industrial  medicine.  This  paper 
is  a plea  for  the  early  recognition  and  application 
of  psyehodynamic  factors  to  the  problems  of  sub- 
jective symptomatology.  A brief  survey  of  the 
life  experiences  and  the  life  situation  of  the  indi- 
vidual should  be  included  in  the  initial  physical 
examinations.  Any  meagerness  of  objective 
physical  findings,  disability  out  of  proportion  to 
the  findings,  or  imperviousness  to  physical  and 
medicinal  therapy  should  be  recognized  early  and 
the  frank  psychotherapeutic  approach  instituted 
immedia  telv. 
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FOR  the  purpose  of  this  presentation,  there 
will  be  minimal  reference  to  or  discussion  of 
nonconcussional  brain  reaction  to  injury.  The 
subject  matter  will  concern  itself  primarily  with 
patients  who  have  sustained  a cerebral  concus- 
sion and  also  are  engaged  in  litigation  because  of 
their  injuries.  A neuropsychiatric  consultant  in 
such  cases  must  not  overlook  the  fact  that  the 
patients  frequently  have  ulterior  motivation  and 
may  misrepresent  or  exaggerate.  It  is  naive  or 
ignorant,  if  not  dishonest,  for  a doctor  to  main- 
tain that  he  must  accept  without  question  any 
and  all  histories  given  by  all  patients. 

One  must  remember  that  nonmedical  factors 
often  enter  into  and  may  interfere  with  the  purely 
scientific  and  technical  attempt  to  diagnose  and 
treat  patients  who  are  litigating.  My  attitude,  or 
bias  if  you  wish  to  use  this  term,  was  succinctly 
stated  by  the  late  Chief  Justice  Holmes  who,  in 
discussing  the  function  of  the  legal  profession  at 
a Harvard  Law  School  dinner  in  1895,  remarked, 
“An  ideal  system  of  law  would  draw  its  postulates 
and  its  legislative  justification  in  science.” 

Any  physician  dealing  with  problems  that  are 
the  subject  of  this  presentation  must  be  aware  that 
it  is  a well-trodden  path  and  that  there  is  an  exten- 
sive literature  on  all  of  its  aspects. 

There  are  certain  important  points  which,  if 
considered  and  acted  upon,  would  minimize  diag- 
nostic errors  and  conflict  in  medical  opinion. 

In  the  first  place,  the  word  “concussion”  is  apt 
to  be  used  loosely  and  sometimes  in  ways  that 
apparently  conflict  with  the  traditional  and  still 
commonly  understood  meaning  of  the  word. 

Concussion  should  be  defined  as  the  immediate 
brain  reaction  to  injury  characterized  by  com- 
plete loss  of  consciousness,  with  inability  to  re- 
spond to  stimuli,  and  collapse  or  falling  to  the 
ground.  This  reaction  may  vary  in  duration 
from  a few  seconds  to  hours.  The  longer  the 
period  of  unconsciousness,  the  more  likely  a pa- 
tient is  to  show  the  classic  signs  of  systematic 
shock — alteration  of  pulse  and  blood  pressure 
and  drop  in  body  temperature. 

For  purposes  of  definition  and  with  respect  to 
degrees  of  concussion  reaction,  whether  or  not 
there  has  been  any  skull  fracture,  the  following- 
should  be  clarifying:1 
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I define  concussion  as  the  brain  reaction  to  in- 
jury characterized  by  immediate  complete  physi- 
cal collapse  and  total  loss  of  consciousness.  Slight 
or  mild  concussion  was  characterized  by  recovery 
of  consciousness  within  less  than  fifteen  minutes 
and  absence  of  systemic  shock,  absence  of  focal 
symptoms  or  signs,  and  good  vital  function  within 
twenty-four  hours.  Moderate  concussion  was  de- 
fined as  recovery  of  consciousness  within  fifteen 
minutes  to  two  hours,  a normal  mental  state  there- 
after, absence  of  focal  symptoms  or  signs,  and  a 
moderate  shock  reaction  including  nausea  or 
vomiting  and  some  systemic  shock.  Severe  con- 
cussion was  characterized  by  more  prolonged  un- 
consciousness, some  mental  clouding  for  perhaps 
another  few  hours,  and  proportionate  isystemic 
shock,  but  no  focal  signs  or  symptoms  or  evidence 
of  meningeal  reaction. 

The  individual  who  sustains  only  a second  or 
two  of  loss  of  consciousness  and  may  only  start  to 
fall  or  collapse  probably  has  the  absolute  mini- 
mum of  identifiable  concussional  reaction. 

On  clinical  grounds,  one  would  regard  as  less 
than  concussional  the  brain  reaction  which  may 
be  manifested  only  by  what  is  called  traumatic 
amnesia.  This,  of  course,  should  be  differen- 
tiated from  what  occurs  in  an  individual  who,  im- 
mediately after  an  injury  which  apparently  has 
not  produced  even  a momentary  concussion, 
promptly  displays  emotional  excitement  with  full 
awareness  of  his  surroundings  and  relevant  or  ap- 
propriate behavior,  but  who  later  on  is  amnesic 
for  such  a period  of  behavior.  In  such  cases,  one 
is  probably  dealing  with  an  hysterical  reaction. 

It  should  be  kept  in  mind  that  serious  reaction 
of  the  brain  to  an  injury  may  occur  without  loss 
of  consciousness  or  collapse.  In  such  cases,  and 
as  evidence  of  severe  damage  to  the  brain,  pa- 
tients may  develop,  within  a short  time  after  the 
injury,  usually  a matter  of  hours  but  not  more 
than  a day  or  two,  symptoms  and  signs  of  menin- 
geal irritation — bleeding  within  the  cranial  cavity 
or  focal  cerebral  damage  of  other  nature. 

When  one  considers  that  the  great  majority  of 
cases  sustaining  only  slight  cerebral  concussions 
are  apparently  normal  within  twenty-four  hours 
and  remain  so,  the  tissue  reaction  in  such  cases  is 
either  reversible  or  at  the  physiologic  level  only, 
and  without  the  often  described  microscopic 
lesions  which  have  been  found  not  only  in  humans 
but  in  experimental  animals,  and  are  regarded, 
when  present  in  humans,  as  the  structural  or  or- 
ganic basis  for  the  combination  of  complaints 
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called  the  “postconcussion  syndrome.”  The 
occurrence  of  skull  fracture  with  a concussion 
reaction  is  a rough  measure  of  the  degree  of  vio- 
lence sustained.  The  extent  and  localization  of 
soft  tissue  damage  to  the  scalp  will  have  bearing 
upon  the  likely  amount  of  violence  transmitted  to 
‘■the  skull  contents.  ‘Inquiry  as  to  the  exact  cir- 
'cuinstances  of  dn  accident  dnd  consideration  of 
the  probable  foot-popnds  of  force  and  the  diree- 
1 tion  of  force  applied  :to  the  head  are  equally 
‘impoftatit. 

In  recent  years,  it  has  been  recognized  that 
“acceleration”  is  a factor.  That  is,  in  proportion 
to  the  quickness  and  degree  of  the  movement  of 
the  head  there  might  be  damage  to  the  brain, 
which  is  not  a solidly  fixed  organ  but  may  be 
contused  against  the  skull.  While  it  is  direct 
violence  to  the  head  that  is  the  cause  of  the  great 
majority  of  concussion  reactions,  indirect  violence 
through  a fall,  with  the  patient  landing  on  the 
buttocks  or  on  the  feet  with  the  body’s  longitudi- 
nal axis  not  altered,  might  transmit  violence  to 
the  base  of  the  skull  and  thus  cause  a concus- 
sional or  other  brain  reaction,  as  well  as  fracture 
of  the  base  of  the  skull. 

Next,  one  must  differentiate  between  a simple 
or  uncomplicated  concussion  reaction  and  tissue 
changes  such  as  generalized  or  localized  cerebral 
edema  and  focal  intracerebral  or  diffuse  sub- 
arachnoid bleeding.  In  such  patients,  the  brain 
reaction  to  injury  is  greater  than  concussional, 
and,  accordingly,  the  outcome  of  the  injury  sus- 
tained may  be  materially  different. 

An  experienced  physician,  keeping  in  mind 
these  basic  considerations,  should  be  most  thor- 
ough in  his  initial  examination  of  the  patient. 
Whenever  symptoms  or  signs  suggest  anything 
unusual  or  not  appropriate  to  an  uncomplicated 
concussion,  there  must  be  not  only  watchfulness 
but  promptness  in  diagnostic  measures  that  might 
reveal  need  for  surgery. 

The  literature  is  replete  with  statistical  articles 
showing  the  percentage  of  patients  who  do  not 
fully  recover  from  a concussional  reaction  within 
a few  days  and  have  symptoms  which  may  per- 
sist but  spontaneously  clear  up  over  a period  of 
several  months.  It  is  a still  smaller  percentage  of 
patients  whose  symptoms  continue  longer  than 
six  months  after  the  injury.  The  patients  who 
seem  to  adjust  mentally  to  their  injuries  and  who 
have  no  preinjury  constitutional  or  other  physi- 
cal disease  that  might  alter  the  course  of  the  con- 
cussion recovery  are  not  difficult  to  deal  with. 

Whenever  a patient’s  symptoms  continue  with- 
out improvement  longer  than  would  be  expected, 
then  the  doctor  is  confronted  with  the  problem  of 
correctly  diagnosing  these  “after-effects.” 

People’s  minds  like  to  operate  in  familiar  chan- 
nels. Careless  use  or  misapplication  of  words  or 


phrases  which  may  have  ambiguous  meanin 
will  lead  to  diagnostic  error.  Take  the  phras 
“postconcussion  syndrome.”  Because  certai: 
symptoms  may  persist  after  a brain  reaction  t 
injury,  it  becomes  easy  to  view  these  symptom 
without  question  as  due  to  physical  effects  of  th 
injury  sustained.  The  symptoms  that  patient 
who  have  had  a concussion  commonly  complai 
of  include  discomfort  in  the  neck  or  head,  dis 
turbances  of  equilibrium  and  alterations  of  pei 
sonality  with  emotional  instability,  impaired  ir , 
tellectual  drive  or  interest,  and  “memory  defect. 

Precise  inquiry  and  getting  the  full  details  c 
symptoms  is  the  first  step  in  making  a differentia 
diagnosis  as  to  their  probable  nature.  The  phras  j 
“dizzy  spell,”  loosely  used,  is  frequently  a sound 
of  confusion.  The  following  newspaper  clippin 
from  the  New7  York  Herald  Tribune  on  March  M 
1951,  illustrates  my  point: 

Migraine  Hits  Reds’  Adams 

TAMPA,  Fla.,  March  4 (AP) — Bobby  Adam 
Cincinnati’s  veteran  infielder,  worried  the  Redle  i 
training  camp  with  a dizzy  spell  shortly  after  tl  | 
club  started  working  out  today. 

Dr.  Reed  Shank,  Reds’  physician,  learned  Bobb 
was  suffering  not  only  from  severe  dizziness  bi ' 
was  unable  to  talk  or  focus  his  eyes,  as  wrell  as  beir 
immune  to  pain  on  his  left  side.  It  later  wi 
learned  that  Adams  had  a severe  migraine  heat 1 
ache.  He’s  expected  to  be  out  of  action  a few  day 

Whether  this  ball  player  has  a rare  type  a 
migraine,  or  a vascular  type  of  tumor,  or  anothi 
type  of  focal  lesion  could  be  determined  only  t 
further  medical  study.  But  his  “dizzy  spell” ; 
described  certainly  was  neither  due  to  middle  e; 
disease  nor  symptomatic  of  some  generalize 
cerebral  vasomotor  instability. 

Pain  as  a symptom  of  physical  disease  not  on 
should  conform  to  what  is  known  physiological 
and  thus  serve  as  a cue  to  what  tissue  or  orgai 
are  involved  but  should  fit  reasonably  well  wit 
a known  clinical  syndrome. 

In  my  experience,  lack  of  attention  to  deb  i 
has  often  been  responsible  for  delay  in  recogni 
ing  that  head  pains  complained  of  may  be  due 
disease  of  the  nasal  passages,  sinuses  and  midc  i 
ear,  sprain  of  the  upper  neck,  and  even  intrim 
eye  disease,  such  as  glaucoma.  Whether  or  n 
the  injury  has  had  any  precipitating  or  aggravt 
ing  influence  upon  preinjury  disease  is  anoth 
question.  A common  error  is  to  misidentify  t 
pain  due  to  a sensitive  scalp  scar. 

Less  frequently,  and  while  thinking  in  terms 
physical  disease,  there  is  delay  in  diagnosi 
focal  organic  intracranial  pathology,  and  a chroi 
subdural  hematoma  can  be  overlooked.  Bn 
tumors,  which  may  not  have  been  affected  at 
by  the  injury,  may  be  allowed  to  develop  t< 1 
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langer  point  before  a true  diagnosis  of  the 
patient’s  complaints  is  made. 

The  equilibrium  disturbance  due  to  cerebral 
,-asomotor  instability  following  concussion  does 
■iot  have  the  clear-cut  directional  character  that 
s found  in  disease  or  injury  involving  the  vestib- 
iilar  canals.  Recurring  epileptic  seizures  are  not 
paused  by  cerebral  concussion.1 

Assuming  that  one  has  been  careful  and  ex- 
cluded anything  except  the  presumed  simple  con- 
cussional residuals  as  a possible  physical  cause 
or  the  complaints,  one  must  next  inquire  into  the 
psychiatric  aspect  of  the  patient’s  problem.  I 
hall  omit,  for  the  purposes  of  this  paper,  discus- 
ion  of  the  acute  traumatic  deliria  or  other  imme- 
liate  organic  psychotic  reactions,  because  they 
mply  a brain  reaction  greater  in  degree  than  con- 
ussional.  Mention  should  be  made  of  the 
rntient  who,  prior  to  injury,  has  either  organic 
jprain  disease  or  some  systemic  disease  that  may 
pe  immediately  aggravated  by  a seemingly 
rivial  brain  reaction  to  injury.  The  frequency 
vith  which  habitual  heavy  drinkers  promptly  de- 
velop an  alcoholic  psychosis  is  an  illustration. 

Gradual  organic  mental  deterioration  is  not  a 
'esidual  or  complication  of  a simple  concussional 
eaction  but  implies  focal  or  diffuse  organic 
hanges,  the  nature  of  which  will  be  revealed  not 
inly  on  an  adequate  clinical  examination  but  by 
ppropriate  psychometric  tests,  electroencephalog- 
aphy,  pneumoencephalography,  and  other  ap- 
propriate special  procedures.  True  mental  defi- 
iency  is  not  caused  by  cerebral  concussion. 
‘Vhether  a constitutional  psychosis  such  as 
chizophrenia  or  an  episode  of  manic-depressive 
lature  can  be  precipitated  or  influenced  by  an 
mcomplicated  concussion  is  in  my  opinion  not 
letermined  by  brain  tissue  changes  but  rather  by 
•he  patient’s  ability  to  adjust  mentally  to  any 
id  verse  experience. 

In  these  serious  psychiatric  disorders,  a physi- 
ian  should  not  depend  solely  upon  statements 
nade  by  the  patient  or  his  interested  relatives  or 
riends  but  should  extend  his  inquiry  to  other 
ources  of  relevant  information.  It  should  be 
cept  in  mind  that  in  instances  where  there  is 
lemonstrable  immediate  adverse  mental  reaction 
o an  injury  which,  from  the  physical  standpoint, 
s insignificant,  preinjury  manifestations  of  a de- 
veloping psychosis  may  have  been  overlooked  or 
lisregarded.  In  such  cases,  the  injury  may  actu- 
dly  have  only  a transient  aggravating  effect,  just 
is  is  true  of  other  adverse  experiences  of  either 
nental  or  physical  nature.  The  actual  situation 
vould  appear  to  be  that  personality  disturbances 
ilready  existing  interfere  with  a normal  adjust- 
nent.  When  an  injury  actually  does  not  inter- 
ere  with  or  permanently  alter  the  patient’s  mode 
)f  living  or  does  not  persistently  dominate  his 


mental  content  and  behavior,  then  any  adverse 
effect  is  probably  only  temporary. 

The  much  more  common  problem  is  determi- 
nation as  to  whether  there  is  a nonpsychotic 
psychogenic  contribution  to  the  clinical  picture. 
Whether  this  presumed  psychogenic  component 
represents  a genuine  psychoneurotic  reaction  or 
is  an  example  of  some  degree  of  fraud  requires 
careful  study,  clinical  experience  and  skill,  and  an 
objective  viewpoint.  What  makes  a final  diag- 
nosis extremely  difficult  in  some  instances  is  that 
a patient’s  condition  may  be  a compound  of 
physical  and  psychogenic  factors,  with  the  latter 
being  an  admixture  of  true  psychoneurotic  handi- 
cap and  conscious  exaggeration. 

The  next  problem  to  which  a consultant  must 
give  serious  attention  is  the  possibility  of  actual 
malingering.  There  are  several  varieties  of  ma- 
lingering, which  usually  is  simulation  of  disease 
with  the  intent  to  deceive.  All  varieties  are 
characterized  by  deliberate  lying  with  respect  to 
the  history  given  the  examiner,  and,  if  physical 
disability  is  alleged  on  examination,  simulation  of 
function  defect  is  commonly  displayed.  The 
lying  may  be  restricted  to  any  essential  part  of 
the  history — concealment  of  the  true  cause  of  the 
disability  alleged  is  malingering  by  “false  impu- 
tation,” and  sometimes  this  is  very  difficult  for  a 
doctor  to  demonstrate  without  what  might  be 
called  detective  work. 

Psychiatric  literature  recognizes  the  frequency 
with  which  malingerers  are  constitutional  psycho- 
paths or  maladjusted  individuals.  This  fact 
should  not  exempt  such  malingerers  from  the 
responsibility  for  their  attempted  fraud. 

The  existence  of  malingering  is  probably  infre- 
quent enough  in  general  so  that  it  is  not  practical 
to  expect  physicians  examining  injured  individ- 
uals at  the  scene  of  an  accident  or  immediately 
thereafter  to  take  the  time  to  inquire  into  or 
place  on  record  facts  that  might  suggest  that  the 
injured  person  has  a background  that  may  lead 
to  malingering.  However,  any  competent  physi- 
cian with  his  eyes  and  ears  open  and  his  mind 
alert  should  spot  gross  evidence  that  there  is 
something  questionable  as  to  the  genuineness  of 
the  circumstances  of  the  injury  alleged  or  be- 
havior which  is  not  readily  accounted  for  by  the 
physical  effects  of  the  apparent  or  alleged  injury. 

In  any  event,  with  the  passage  of  weeks  or 
months  after  the  inj  ury  and  by  the  time  an  allegedly 
continuously  disabled  individual  is  examined  by 
a neuropsychiatrist,  the  question  of  genuineness 
needs  consideration.  A sullen  patient,  whose  be- 
havior and  words  imply  litigiousness  and  who  is 
evasive  or  refuses  to  answer  questions  that  would 
mean  something  to  a psychiatrist  who  is  inter- 
ested in  his  patient’s  personality,  seldom  deceives. 
However,  the  pleasant  and  intelligent  liar  may 
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disarm  any  examiner  and  lull  him  to  sleep. 
Through  the  past  few  years,  22.5  per  cent  of  liti- 
gating patients  seen  by  me  were  guilty  of  malin- 
gering. 

The  genuine  psychoneurotic  may  simulate  or 
exaggerate  his  story  during  examination,  but  if 
there  is  adequate  evidence  that  the  examiner  is 
dealing  with  a true  psychoneurotic,  and  the  pa- 
tient lives  up  to  the  alleged  disability,  then  one  is 
not  dealing  with  malingering  of  consequence,  or 
essential  fraud.  I use  the  phrase  “lives  up  to  the 
alleged  disability.”  This  means  that  day  in  and 
day  out  behavior  is  consistent  with  the  allega- 
tions. Surveillance  and  activity  checks  are  often 
crucial  in  settling  honest  differences  of  medical 
opinion  that  are  due  to  incomplete  information. 

As  long  as  there  is  judicial  differentiation  be- 
tween a fraudulent  claimant  and  the  genuinely 
disabled  individual,  it  is  the  duty  of  a consultant 
to  present  adequate  evidence  for  his  classification 
or  differential  diagnosis  of  symptoms  and  be- 
havior, which  are  what  might  be  called  “psycho- 
genic” in  that  they  are  manifestations  of  atti- 
tude. It  is  not  good  psychiatry  to  jump  to  a con- 
clusion that  the  existence  of  “psychogenic”  fac- 
tors is  presumptive  evidence  justifying  the  use  of 
diagnostic  terms  such  as  conversion  hysteria  or 
anxiety  state.  As  for  “anxiety,”  malingerers 
who  are  uncertain  about  the  prospects  of  success 
in  their  campaign  will  reveal  it.  Such  anxiety  is 
in  the  same  category  as  the  wariness  of  a criminal 
engaged  in  an  act  of  larcency. 

Now  we  may  turn  to  a discussion  of  how  a 
physician  should  go  about  handling  a patient 
who  has  sustained  a concussion.  If  a patient, 
so  injured,  is  seen  by  a physician  immediately  or 
a few  hours  afterwards,  there  should  be  thorough 
inquiry  as  to  the  exact  time  and  circumstances  of 
the  injury,  what  happened  immediately  to  the 
patient,  what  was  done  for  him,  how  long  the  un- 
consciousness or  collapse  lasted,  and  what  the 
patient  said  and  did  on  return  to  consciousness. 
Witnesses  may  have  to  give  such  information. 
Physical  examination  should  not  be  limited  to  in- 
spection of  the  patient’s  head,  as  is  too  often  the 
case.  The  exact  site  and  extent  of  scalp  injury 
and  evidence  of  skull  fracture  should  be  observed 
and  recorded.  Blood  pressure  and  pulse  should 
be  taken.  From  the  neurologic  standpoint,  there 
should  be  at  least  a record  of  the  size,  shape,  and 
reaction  of  the  pupils  and  the  condition  of  the 
tendon  and  plantar  reflexes. 

The  initial  examination  report  should  be  de- 
tailed enough  to  make  clear  what  actually  hap- 
pened. The  examiner  should  have  in  his  own 
records  all  of  his  observations.  The  first  report' 
is,  in  my  opinion,  so  important  that  the  examiner  . 
should  be  entitled  to  a fee  appropriate  to  the 
time  spent  on  his  examination  and  the  prepara- 


tion of  his  report.  Attention  to  detail  is  a pro- 
tection to  all  concerned. 

X-rays  of  the  head  and  neck  appropriate  to 
the  injury  should  be  taken  as  early  as  it  is  prac- 
ticable. Often  x-ray  study  requires  special  films 
to  reveal  a particular  suspected  injury.  If  x-ray  ] 
examination  reveals  abnormalities  not  likely  tc 
have  occurred  as  the  result  of  the  known  oi 
alleged  injury,  one  must  at  once  inquire  further. 

I remember  a judge  who,  on  a Sunday,  was 
struck  on  the  head  by  a golf  ball.  Five  days 
later,  during  which  time  the  judge  felt  well,  he 
went  to  an  x-ray  man,  whose  films  showed  a de- 
pressed  fracture.  There  was  the  inevitable  ex- 
citement. I saw  the  judge  the  next  morning 
The  films  showed  incompletely  an  area  just  tc 
the  left  of  the  bregma  with  bone  changes  of  long 
standing  and  indicative  of  a depressed  fracture 
I asked  the  judge  where  the  golf  ball  had  hit  him 
and  he  pointed  out  the  left  mastoid  area.  Or 
examination  of  the  judge’s  scalp  in  the  region  0| 
the  bregma  I found  an  old  scar  which  I was  tolc  j 
resulted  from  a scalp  wound  occurring  whilij 
playing  a game  of  football  twenty-five  year 
previously. 

There  was  a seaman  who  alleged  the  usua 
“postconcussional”  symptoms  following  a con 
fusion  in  the  left  lower  forehead  which  had  cause< 
a brief  period  of  unconsciousness  without  an, 
systemic  shock  or  other  special  cerebral  symp; 
toms  in  the  next  twenty-four  hours.  His  sku 
films  revealed  a linear  fracture  in  the  right  uppe 
parietal  region.  These  x-ray  findings,  if  linke 
with  the  blow  to  the  left  upper  forehead,  woul  i 
imply  a contrecoup  bursting  fracture.  Sue 
fractures  are  not  only  rare  but  are  almost  alwaj 
associated  with  very  severe  brain  reaction  to  ii 
jury,  appropriate  evidence  of  scalp  injury,  an 
also  usually  a depressed  fracture  at  the  site  of  tl 
blow  received. 

The  films  submitted  did  not  show  clearly  tl 
full  extent  of  the  fracture,  and  therefore  an  add 
tional  x-ray  examination  was  carried  out.  It 
quiry  revealed  that  this  particular  claimant  hr 
sustained  his  skull  fracture  seven  years  pr 
viously  and  had  collected  money  for  that  injur 
The  fracture  had  not  healed  in  any  degree;  tl 
was  explained  apparently  by  the  presence 
signs  of  neurosyphilis  and  a positive  Wasse 
mann  reaction. 

If  a patient  is  hospitalized  immediately  aft 
his  injury,  an  electroencephalogram  a few  da 
later  will  be  a check  upon  clinical  judgme 
about  the  situation.  Repetition  of  this  test 
later  dates  may  be  important  in  judging  whetb 
-•there  is' a physical  basis  for  alleged  complaints 
; .-disability  out  of  proportion  to  what  would  be  t 1 
pected  in  view  of  the  known  injury. 

Nowadays,  spinal  fluid  examination  is  not  rc  j 
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tinely  carried  out  in  patients  who  have  appar- 
ently sustained  an  uncomplicated  concussion. 
However,  lumbar  puncture  should  be  done  when 
there  is  evidence  of  persisting  increased  intra- 
cranial pressure,  a meningeal  reaction,  or  some 
focal  intracranial  complication. 

Patients  sent  for  examination  months  after  in- 
jury have  usually  by  that  time  been  examined  by 
more  than  one  physician.  For  the  sake  of  accu- 
racy and  thoroughness,  the  examiner  should  have 
submitted  to  him  all  available  previous  medical 
'reports.  If  such  reports  seem  to  be  inadequate, 
the  necessary  additional  information  should  be 
obtained.  Original  hospital  records  and  even 
careful  and  comprehensive  medical  reports  may 
leave  gaps  open  that  require  further  inquiry. 
The  facts  in  such  previous  records,  not  opinions, 
are  what  count. 

A neuropsychiatric  consultant  should  know 
Ijwhen  his  examination  requires  a complete  pre- 
jury medical  and  social  histoiy.  It  is  not  prac- 
ical  for  the  consultant  to  put  in  the  necessary 
ime  for  such  detailed  histories  in  all  instances, 
ometimes  the  patient  is  accompanied  by  a 
spouse,  another  close  relative,  or  close  friend  who 
requests  permission  to  be  present  during  the  ex- 
amination of  the  patient.  Unless  previous  infor- 
mation has  made  it  clear  to  me  that  questioning 
will  involve  intimate  personal  matters,  such  re- 
quests are  granted.  The  interplay  between  the 
aatient  and  the  other  person  may  be  of  psychia- 
tric importance,  and,  not  infrequently,  one  can 
?et  a more  complete  history  on  essential  points. 
Should  the  patient  and  his  accompanying  witness 
be  regarded  as  undependable  in  any  way,  and  if 
the  circumstances  seem  to  involve  fraud,  the  ex- 
aminer is  in  a position  to  point  out  that,  if  later 
inquiry  should  show  that  fraud  is  present,  both 
individuals  contributing  to  the  history  are  prob- 
ably equally  guilty  in  their  participation. 

An  example  of  this  principle  and  also  an  illus- 
tration of  the  patient  who,  prior  to  injury,  is 
maladjusted  and  may  develop  some  type  of 
psychogenic  problem  is  the  following  case. 

Case  Report 

An  artisan  in  his  forties  had  an  injury  which  was 
not  in  itself  serious  but  which  was  followed  by  pro- 
tracted complaints.  The  patient  was  a grandson  of 
a well-known  general  in  the  Civil  War  and,  through 
the  years,  dwelt  upon  the  importance  of  this  ances- 
tor. With  me,  the  patient  contrasted  his  humble 
position  in  life.  During  the  examination,  the 
patient’s  wife  was  somewhat  aggressive,  crit^ 
toward  her  husband,  and  made  sure  that  I gi 
complete  list  of  all  the  complaints.  _ _ _ I c 

He  was  admitted  to  the  hospital.  On  arr&QlJL*''' 
seclusive  and  critical,  but,  within  a few  days  afte«j 
admission,  his  whole  attitude  changed  and  Tie* 


He  cooperated  well  in  a routine  which  kept  him 
busy  through  the  waking  hours.  He  appeared  to 
be  accessible  to  psychiatric  interviews  and  within 
two  weeks  indicated  his  desire  and  readiness  to 
resume  work. 

Arrangements  were  made  for  a final  two-week 
period  of  convalescence  with  friends  on  a farm  some 
distance  from  New  York  City.  The  afternoon  he 
left  the  hospital,  he  was  instructed  to  telephone  me 
the  next  morning  for  confirmation  and  final  instruc- 
tions. He  did  not  telephone. 

Four  days  later,  a colleague  telephoned  me.  The 
patient  had  been  referred  to  him  by  a general  prac- 
titioner, who  had  not  seen  the  patient  before  he  was 
hospitalized.  The  patient’s  wife  selected  this  general 
practitioner.  To  my  colleague,  the  patient  gave  a 
lengthy  account  of  the  abuse  he  had  suffered  while 
a patient  at  the  hospital,  and  my  part  was  painted 
in  black  terms. 

This  about-face  on  the  part  of  the  patient  gave 
special  significance  to  what  appeared  on  the  nursing 
notes  while  he  was  in  the  hospital  under  my  care. 
One  afternoon  this  man  was  quoted  as  having  talked 
to  another  patient  about  an  occasion  when  he  had 
very  smartly  extracted  a sizeable  sum  of  money  from 
an  insurance  company  apropos  of  a carbon  monoxide 
poisoning  accident.  When  my  patient  was  still  in 
the  hospital,  I asked  him  whether  this  incident  were 
true.  He  denied  that  what  appeared  in  the  chart 
referred  to  him.  I checked  on  what  appeared  in  the 
chart  and  had  put  on  the  chart  confirmation  by  the 
nurse  who  had  heard  the  statement  and  the  patient 
in  the  next  bed  to  whom  the  story  had  been  told. 

Later  on,  I learned  that  when  my  patient  had  left 
the  hospital  and  reported  his  plans  to  his  wife  she 
made  a fuss  and  was  apparently  responsible  for  in- 
ducing the  patient  to  start  making  trouble.  It  so 
happens  that,  in  this  particular  case,  the  patient’s 
misrepresentations  did  not  deceive  anybody  and 
did  not  bring  him  any  money. 

Summary 

In  summary,  there  are  the  following  points: 

1.  Be  sure  whether,  from  the  physical  stand- 
point, you  are  dealing  only  with  a concussion. 
Give  proper  weight  to  the  severity  of  the  con- 
cussion sustained. 

2.  While  one’s  approach  to  examination  of  a 
patient,  apparently  or  allegedly  disabled  for  a 
long  time  after  a concussion,  should  take  into 
consideration  the  probabilities,  the  examiner 
must  avoid  preconception.  The  history  is  usu- 
ally more  important  than  physical  examination 
findings,  and,  when  there  is  any  doubt,  an  ex- 
aminer should  insist  upon  inspection  of  previous 
medical  ^epjorfcpH'gl  original  hospital  records 

ley  are  a’eiihkhle.  During  examina- 
P.a Sll^^^Made  to  feel  at  home 
~ ~ ~ to  feel  that  he  is  being 

hostility.  The  patient 
be  required  to  describe  his  symptoms  pre- 


en no 


seemed  to  enjoy  his  contact  with  other  patients.  cisely  and  thoroughly.  In  the  course  of  obtaining 
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the  history  in  this  manner,  the  experienced  ex- 
aminer will  know  when  to  interpolate  questions 
and  will  also  get  cues  which  show  a need  for  con- 
sideration of  and  inquiry  into  other  physical  as 
well  as  psychogenic  factors. 

3.  The  patient  who  alleges  severe  and  fre- 
quent or  constant  protracted  discomforts  should 
in  time  show  some  of  the  objective  physical  indi- 
cations of  “wear  and  tear.”  Discrepancy  be- 
tween his  actual  physical  status  and  his  alleged 
complaints  points  directly  to  the  next  question — 
is  the  patient  telling  the  truth? 

4.  From  the  scientific  standpoint,  special  lab- 
oratory procedures  at  times  are  important  in 
checking  upon  clinical  examination  findings. 
Sometimes  careful  hospital  observation  gives  in- 
formation as  to  .the  degree  to  which  there  is  either 
a psychoneurotic  or  simulated  disability.  There 
is  a residuum  of  patients  whose  good  faith  is 
questionable  and  whose  actual  status  is  demon- 
strated by  careful  surveillance  and  activity 


checks,  as  well  as  thorough  inquiry  into  their 
previous  records. 

5.  Litigants  who  may  be  psychoneurotic  and 
not  definite  malingerers  but  are  untruthful  in  im- 
portant matters  relevant  to  their  claims,  who  per- 
sistently consciously  exaggerate  and  who  will  not 
surrender  their  complaints,  in  spite  of  competent 
psychiatric  treatment,  are  not  benefited  by  con- 
tinued payment  of  disability  allowance. 

Schaller  of  San  Francisco  has  aptly  stated  that 
“character  defect”  may  be  the  reason  for  pro- 
tracted psychogenic  alleged  disabilities.2  Pay- 
ment for  symptoms  due  to  character  defect  may 
in  time  render  a patient  useless,  is  an  unprofitable 
investment  to  society,  and  does  not  lead  to  a 
clinical  cure  or  surrender  of  complaints. 

129  East  69th  Street 
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The  Lucien  Howe  Prize  and  the  Merrit  H.  Cash  Prize  will  be  open  for  competition  at 
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1952,  in  New  York  City. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the 
essay  is  submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto 
or  other  device.  The  essay  shall  be  accompanied  by  a sealed  envelope  having  on 
the  outside  the  same  motto  or  device  and  containing  the  name  and  address  of  the 
writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded.  _ 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1, 1952,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York,  292 
Madison  Avenue,  New  York  17,  New  York. 

Andrew  A.  Eggston,  M.D.,  Chairman 
Committee  on  Prize  Essays 


THE  RELATIONSHIP  OF  BRAIN  INJURY  TO  BRAIN  TUMORS  AND 
OTHER  NONTRAUMATIC  DISEASES  OF  THE  NERVOUS  SYSTEM 

[.  S.  Wechsler,  M.D.,  and  I.  S.  Freiman,  M.D.,  New  York  City 
From  the  Neurologic  Service  of  the  Mount  Sinai  Hospital) 


THE  relationship  of  trauma  to  diseases  of  the 
nervous  system  which  are  commonly  re- 
garded as  nontraumatic  has  been  subject  to  dis- 
pute among  neurologists.  The  question,  so 
jlifficult  to  answer,  is  of  great  importance  both 
rom  a medical  as  well  as  from  a medicolegal  point 
jif  view.  Reference  to  the  literature  reveals 
,ridely  divergent  opinions.  Competent  neurolo- 
;ists  maintain  that  there  is  a relationship  between 
jrauma  and  the  nontraumatic  diseases  of  the  ner- 
ous  system;  others  equally  competent  throw 
loubt  on  the  relationship,  even  though  they  do 
iot  altogether  deny  the  possibility.  The  diffi- 
ulty  derives  from  many  sources.  The  lack  of 
nowledge  of  specificity  of  the  causes  of  most  of 
he  neop'astic  or  degenerative  diseases  of  the 
ervous  system  permits  of  considerable  specula- 
ion  and  leaves  much  room  for  opinion.  In  effect, 
:e  do  not  know  the  precise  meaning  of  the  word 
egenerative.  The  criteria  established  by  vari- 
us  observers  also  differ  to  a great  extent.  Be- 
ause  they  do  the  conclusions  naturally  differ. 
Ve  believe  that  the  following  criteria  are  worthy 
f consideration: 

1.  The  trauma  must  be  sufficiently  severe 
ctually  to  injure  the  nervous  system.  The 
low  may  be  mild  or  severe,  but  there  should  be 
o question  that  there  has  been  an  injury. 

2.  The  subsequent  development  of  signs  and 
vmptoms  must  bear  some  relation  to  the  site  of 
he  injury.  Thus,  disease  of  the  spinal  cord  must 
illow  a blow  to  the  spine,  and  disease  of  the 
rain  must  follow  a blow  to  the  skull. 

3.  The  individual  must  have  been  well  before 
he  receipt  of  the  blow  and  the  advent  of  the  ill- 
ess. 

4.  The  interval  between  the  receipt  of  the 
low  and  the  advent  of  the  nontraumatic  disease 
nder  consideration  must  be  neither  too  short  nor 
oo  long.  Are  a few  days  too  short  and  is  a year 
r longer  too  long?  In  the  case  of  tumor  three 
lonths  probably  represent  a fair  interval.  In 
lultiple  sclerosis  and  amyotrophic  lateral  sclero- 
is  three  months  may  be  too  long. 

5.  The  interval  must  be  punctuated  by  some 
igns  or  symptoms,  however  minimal  and  however 
eeting.  On  this  there  is  considerable  difference 
f opinion. 
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Guided  by  these  criteria,  we  have  attempted  to 
study  three  groups  of  cases:  tumors  of  the  brain, 
multiple  sclerosis,  and  amyotrophic  lateral  sclero- 
sis. The  cases  in  each  group  were  unselected  ex- 
cept for  the  elimination  of  those  in  which  the 
diagnosis  was  not  beyond  doubt  clinically  or 
pathologically. 

Trauma  and  Tumor  of  the  Brain 

This  study  is  based  upon  the  records  of  240 
patients  with  proved  brain  tumors.  Of  the  total 
number  42  patients  gave  a history  of  trauma. 
Critical  study  justified  the  immediate  exclusion 
of  29  because  the  injury  was  too  trivial,  too  re- 
mote in  time,  or  did  not  involve  the  head.  Fur- 
ther study  showed  that  in  six  of  the  remaining  13 
the  clinical  circumstances  were  too  uncertain  and 
the  details  of  the  injury  too  vague.  Thus,  in  se- 
ven cases  the  question  of  the  relation  of  trauma 
to  the  development  of  the  tumor  could  reason- 
ably be  considered.  Following  are  very  brief 
descriptions  of  these  cases. 

Case  1. — M.  S.,  a woman  aged  sixty,  fell  down  a 
flight  of  stairs,  striking  the  back  of  her  head  in 
November,  1942.  She  was  unconscious  for  a brief 
period.  That  evening  she  had  pain  in  this  area,  and 
a swelling  was  noted  at  the  site  of  injury.  The 
pain  in  the  head  continued  for  three  weeks,  but 
there  were  no  neurologic  sequelae.  The  swelling  per- 
sisted. She  was  admitted  to  the  hospital  in  Novem- 
ber, 1943,  for  investigation  of  the  swelling  which  was 
situated  in  the  right  parieto-occipital  region. 
Despite  the  absence  of  neurologic  signs  or  symptoms 
the  diagnosis  of  parasagittal  meningioma  was  made, 
and  operation  confirmed  it. 

Comment. — The  history,  the  sequence  of  events, 
and  the  location  of  the  tumor  at  the  site  of  injury 
justify  the  opinion  that  trauma  was  in  some  way 
linked  with  the  development  of  the  meningioma. 

Case  2. — A.  S.,  a boy  of  twelve  years,  fell  off  the 
back  of  a street  car  and  was  unconscious  for  five  to 
ten  minutes.  The  following  week  he  complained  of 
diplopia  and  photophobia.  X-ray  disclosed  a frac- 
ture of  the  occipital  bone  on  the  right.  Seven  weeks 
after  the  fall  he  developed  severe  headache,  dizzi- 
ness, and  vomiting.  When  admitted  to  the  hos- 
pital three  months  after  the  injury,  he  was  drowsy 
and  had  papilledema.  Operation  revealed  a cystic 
tumor  of  the  left  frontal  lobe  which  proved  to  be  a 
malignant  glioma. 

Comment. — This  case  leaves  room  for  doubt.  The 
blow  was  to  the  occiput,  and  the  tumor  developed 
in  the  frontal  region.  One  could  invoke  the  idea  of 
contrecoup  injury.  However,  the  question  remains 


2237 


2238 


WECHSLER  AND  FREIMAS 


[N.  Y.  State  J.  M 


unanswered  whether  the  trauma  led  to  the  develop- 
ment of  the  glioma. 

Case  3. — P.  R.,  a man  aged  fifty-seven,  sustained 
a head  injury  with  laceration  of  the  scalp  in  March, 
1942.  In  August  he  had  a convulsion  with  loss  of 
consciousness  and  deviation  of  the  eyes  to  the  right. 
The  following  March  he  began  to  appear  depressed 
and  developed  incoherence  of  speech.  He  was  ad- 
mitted to  the  hospital  in  April,  1943,  when  a large 
deep-seated  astrocytic  glioma  of  the  left  temporo- 
parietal region  was  found  at  operation.  At  necropsy 
another  glioma  was  found  in  the  right  occipital  lobe. 

Comment.- — This  case  is  even  more  doubtful  than 
the  preceding  one.  The  trauma  was  apparently 
minor.  The  interval  between  the  blow  to  the  head 
and  the  initial  symptom,  a convulsion,  was  five 
months,  and  another  seven  months  elapsed  before 
definite  signs  of  brain  tumor  appeared. 

Case  4. — F.  T.,  a boy  of  seventeen,  fell  and  struck 
the  left  side  of  his  head  in  a swimming  pool  in  August, 
1946.  He  did  not  lose  consciousness  but  had  pain 
which  soon  wore  off  completely.  One  month  later, 
he  began  to  vomit  and  to  complain  of  left-sided 
headache.  The  condition  grew  worse,  and  he  de- 
veloped blurred  vision  and  diplopia.  When  ad- 
mitted to  the  hospital  in  December,  1946,  a large 
cystic  hemangiomatous  meningioma  was  found  in 
the  left  lateral  lobe  of  the  cerebellum. 

Comment.- — Here,  too,  the  trauma  was  not  severe, 
and  the  onset  of  symptoms  one  month  after  the  blow 
to  the  head  raises  the  question  whether  the  slow- 
growing  tumor  was  not  already  present  at  the  time 
of  injury. 

Case  5. — R.  G.,  a women  of  fifty-five,  fell  in  1932 
and  struck  the  left  side  of  her  head.  Some  time 
later  she  noticed  a small  firm  swelling  at  the  site  of 
the  blow.  The  swelling  slowly  increased  in  size  but 
gave  rise  to  no  symptoms.  In  February,  1937,  an 
x-ray  of  the  skull  showed  marked  thickening  of  the 
left  parietal  and  temporal  bones.  In  January,  1944, 
a flat  meningioma  adherent  to  the  thickened  bone 
was  removed. 

Comment. — Twelve  years  elapsed  from  the  date  of 
injury  to  the  removal  of  the  tumor.  However,  the 
swelling  came  on  soon  after  the  injury  and  persisted 
with  slow  increase  in  size  during  all  this  period. 
In  view  of  the  fact  that,  meningiomas  can  be  very 
slow-growing,  the  question  arises  whether  one  may 
reasonably  link  the  trauma  with  the  development  of 
the  tumor. 

Case  6. — J.  B.,  a man  of  forty-three,  struck  the 
left  side  of  his  forehead  as  he  walked  into  a wall  in 
June,  1943.  Except  for  a brief  period  of  dizziness 
he  was  free  of  symptoms  until  the  end  of  August 
when  he  developed  severe  frontal  headache,  nausea, 
and  inability  to  see  on  the  right  side.  In  September 
a craniotomy  revealed  a glioblastoma  of  the  left 
temporoparietal  region. 

Comment. — The  time  interval  may  possibly  justify 
the  association  of  the  trauma  with  the  development 
of  the  tumor  but  not  enough  is  known  from  the 
history  about  the  severity  of  the  trauma  or  the 
extent  of  injury  to  the  brain. 


Case  7. — M.  F.,  a man  of  thirty,  was  struck  or  j 
the  head  with  brass  knuckles  at  the  age  of  nineteen 
A few  months  later  he  developed  uncinate  fits  wit! , 
sensory  phenomena  in  the  left  hand.  They  persistec ; 
to  the  age  of  thirty  when  he  was  admitted  to  the 
hospital  with  symptoms  of  a right  temporofronta ; 
tumor  which  had  recently  set  in.  At  operation  q 
glioblastoma  was  removed  from  this  area. 

Comment. — The  long  interval  would  automatically  \ 
exclude  this  case,  but  the  punctuation  of  thi 
interval  by  uncinate  attacks,  which  followed  closely 
upon  the  blow,  raised  the  question  whether  a malig ! 
nant  glioma  could  develop  at  the  site  of  injury  s< 
long  after  a blow.  Another  question  is  whether  i 
benign  growth  developing  earlier  could  becom, 
malignant  after  so  many  years. 

In  the  three  patients  with  meningioma,  tb 
trauma  may  have  contributed  to  the  develop 
ment  of  the  brain  tumor.  All  appeared  to  hav 
significant  injuries  to  the  head,  and  in  all  the  tu 
mor  developed  at  the  site  of  the  injury.  Not  a 
much  can  be  said  for  the  four  patients  with  glio 
mas.  We  do  not  know  the  cause  of  gliomas  of  th  ] 
brain.  In  the  vast  majority  no  history  of  traum 
is  obtained.  There  appeared  to  be  some  com 
lation  in  the  cases  cited  between  the  location  c 
the  tumor  and  the  site  of  the  blow,  but  rigi 
application  of  the  criteria  set  up  justifies,  it  seem 
to  us,  the  exclusion  of  the  gliomatous  grou{ 
However,  enough  doubt  remains  to  warrant  som' 
consideration  of  the  relationship  of  trauma  to  th 
development  of  gliomas. 

Among  the  240  cases  there  were  147  gliomt 
and  81  meningiomas.  If  the  three  cases  < 
meningioma  can  be  regarded  as  having  been  init 
ated  by  trauma,  then  the  incidence  of  traum 
in  the  meningiomas  is  3.7  per  cent.  If  the  fop 
cases  of  glioma,  in  which  the  relationship  is  vei 
tenuous,  are  reckoned,  then  the  incidence  < 
trauma  in  this  group  is  2.7  per  cent. 

Review  of  the  literature  shows  not  only  a wai 
of  unanimity  but  diametrically  opposed  view 
In  many  instances  opinion  takes  the  place 
fact,  and  preconception  colors  logic.  Even  cor 
petent  observers  differ  widely.  Thus,  Wilsc 
denies  the  causal  relation  of  trauma  to  tumc 
while  Marburg  and  Harris  unhesitatingly  mai 
tain  it.1-4  Some  authors,  among  them  Dav 
deny  that  trauma  can  cause  a tumor  but  conc& 
that  it  may  aggravate  one.5  Courville  was  gem 
ally  skeptical  of  the  relation  between  trauma  ai 
tumor  but  thought  it  quite  possible  “for  meni 
gioma  to  develop  beneath  a point  of  focal  inju 
to  the  skull.”6  Penfield  described  such  a case  a) 
regarded  trauma  as  “often  a predisposing  caus 
of  meningiomas.7  Spiller  and  Walshe  cited  sin 
lar  cases.8-10  Cushing  thought  trauma  cot 
play  a causal  role  in  meningiomas.11  Howev< 
Courville  rejects  the  role  of  trauma  for  glionn 
as  did  Parker  and  Kernohan.12  The  latter  a; 
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thors  found  an  incidence  of  4.8  per  cent  of  trauma 
in  a series  of  431  gliomas,  although  they  were  not 
fully  certain  of  the  relationship.  Mendel, 
Schuster,  Monakow,  Neubiirger,  and  Harris  felt 
| that  trauma  could  cause  glioma  of  the  brain.13-16’4 
Because  trauma  can  play  a causative  role  in  tu- 
mors elsewhere  in  the  body,  for  example,  sarcoma 
of  bones,  the  question  of  the  relationship  of 
trauma  to  tumor  is  raised  by  analogy.  However, 
we  have  the  records  of  nine  sarcomatous  neo- 
' plasms  of  the  brain  in  which  no  history  of  trauma 
iis  recorded. 

Trauma  and  Multiple  Sclerosis 

This  study  is  based  upon  100  cases  of  multiple 
sclerosis  in  which  the  diagnosis  was  clinically  be- 
yond dispute.  In  17  cases  there  was  a history  of 
[trauma,  presumably  prior  to  the  onset  of  illness. 
It  was  at  once  clear  that  in  seven  of  these  there 
was  not  the  slightest  relationship.  Careful  scru- 
tiny of  the  remaining  ten  justified  the  elimination 
of  seven.  This  left  three  cases  in  which  the  rela- 
tionship of  trauma  to  the  illness  could  be  con- 
sidered. 


Case  8. — M.  H.,  a man  of  twenty-eight,  was 
kicked  in  the  back  of  the  neck  when  he  was  fourteen 
years  of  age.  Three  weeks  later  he  developed  di- 
plopia which  lasted  for  two  weeks.  There  were  five 
episodes  of  diplopia  during  the  following  year. 
Then  he  developed  stiffness  of  the  legs  and  in- 
tention tremor.  In  1932  the  diagnosis  of  multiple 
sclerosis  was  made.  When  last  seen  in  1943,  there 
was  no  doubt  of  the  diagnosis. 


Case  9. — L.  L.,  a girl  of  seventeen,  was  admitted 
to  Mount  Sinai  Hospital  in  April,  1940.  Two  weeks 
before  admission  she  had  fallen  and  struck  her  head. 
Although  she  did  not  lose  consciousness,  her  right 
eye  was  blackened.  Ten  days  later,  she  saw  double 
and  had  an  ataxic  gait.  A third  nerve  palsy  was 
■ present  but  cleared  up  in  two  weeks.  The  spinal 
fluid  was  normal  on  admission.  Two  weeks  later, 

| further  signs  having  appeared,  a second  spinal  tap 
gave  fluid  containing  200  lymphocytes  and  elevated 
protein.  A diagnosis  of  encephalomyelitis  was  made. 
All  the  symptoms  gradually  disappeared.  In 
September,  1947,  she  developed  retrobulbar  neuritis 
which  lasted  three  weeks.  Following  that  the  signs 
and  symptoms  including  sensory  disturbances  and 
urinary  incontinence  evolved  in  the  way  of  the 
typical  syndrome  of  multiple  sclerosis. 

Case  10. — A.  E.,  a man  of  thirty-three,  sustained 
a fall  in  1944  when  he  injured  the  back  of  his  neck 
and  lower  spine.  Two  weeks  later,  he  noticed  weak- 
ness of  the  left  arm  and  leg.  Then  he  developed 
vesical  and  rectal  disturbances.  Examination  in 
February,  1947,  left  no  room  for  doubt  as  to  the 
diagnosis  of  multiple  sclerosis. 


Despite  the  definite  history  of  trauma  in  these 
three  cases,  it  is  extremely  doubtful  whether  the 
injury  caused  the  disease.  The  only  question  is 


whether  the  trauma  could  have  precipitated  the 
illness.  In  the  first  case,  three  weeks  elasped  be- 
tween blow  and  advent  of  diplopia.  In  the  sec- 
ond case,  we  were  probably  dealing  with  enceph- 
alomyelitis which  over  the  years  evolved  into 
multiple  sclerosis.  This  is  not  uncommon.  And 
so  the  question  arises  whether  trauma  is  related 
to  encephalomyelitis.  In  the  third  case,  too,  a 
fortnight  elapsed  between  injury  and  the  first 
symptom. 

Because  of  the  nature  of  multiple  sclerosis  it  is 
difficult  to  relate  any  causal  factor  to  the  syn- 
drome. In  the  first  place  we  are  in  all  proba- 
bility not  dealing  with  one  disease  but  with  syn- 
dromes of  varying  etiology.  Second,  multiple 
sclerosis  is  an  insidious  disease  in  which  fleeting 
and  oft-forgotten  signs  and  symptoms  occur  long- 
before  the  complete  picture  becomes  evident. 
Yet,  despite  the  difficulty,  as  skeptical  a neurologist 
as  Wilson,  who  first  denied  the  relationship  of 
multiple  sclerosis  to  trauma,  later  appeared  to 
change  his  mind.17  Keschner  admitted  the  in- 
fluence of  trauma,  but  only  in  cases  of  severe  in- 
jury.18 Davison  thought  trauma  could  exacer- 
bate the  disease.19  Putnam  believed  “the  in- 
fluence of  injury  is  apparent  in  many  cases  of  dis- 
seminated sclerosis,”  and  cited  two  striking  ex- 
amples, one  of  them  involving  one  of  a pair  of 
identical  twins.20  He  also  referred  to  two  cases 
of  acute  traumatic  encephalomyelitis.  Brain 
was  noncommital  as  to  the  influence  of  trauma 
upon  multiple  sclerosis.21  Alpers  conceded  the 
possibility  that  trauma  could  aggravate  and  even 
precipitate  the  disorder.22  Davis  denied  the  rela- 
tionship.5 Our  own  view  is  that  trauma  is  not  a 
cause  of  multiple  sclerosis,  but  we  cannot  deny 
the  possibility  that  injury  may  light  up  or  aggra- 
vate an  already  existing  syndrome. 

Trauma  and  Amyotrophic  Lateral  Sclerosis 

This  study  is  based  on  the  records  of  122  cases 
of  amyotrophic  lateral  sclerosis  in  which  the 
diagnosis  was  fairly  definite.  These  represented 
what  one  of  us  (I.S.W.)  called  primary,  as  op- 
posed to  the  group  which  may  be  regarded  as 
symptomatic.  Thus  we  excluded  cases  in  which 
there  was  a history  of  infection,  vascular  disease, 
or  compression  of  the  spinal  cord  such  as  occurs 
with  herniated  cervical  disk  and  cases  of  un- 
doubted traumatic  myelopathy.  In  the  primary 
group  which  we  surveyed  there  was  a history  of 
trauma  in  19.  In  1 1 of  these  there  was  obviously 
no  relationship.  Of  the  remaining  eight  only 
three  instances  remained  in  which  trauma  could 
be  considered  as  significant. 

Case  11. — H.  C.,  a woman  of  thirty-nine,  was 
struck  in  the  lower  back  and  thighs  by  a heavy 
swing  and  was  thrown  to  the  ground.  This  occurred 
in  July,  1940.  She  sustained  severe  bruises.  Sev- 
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eral  months  later,  she  developed  weakness  of  the 
lower  limbs.  In  January,  1941,  fasciculations  were 
noted  in  both  legs.  The  weakness  subsequently 
spread  to  the  other  limbs.  In  May,  1942,  she  pre- 
sented a typical  picture  of  amyotrophic  lateral 
sclerosis. 

Case  12. — W.  P.  S.,  a man  of  thirty-two,  was 
dazed  by  a blow  to  the  left  side  of  the  head.  One 
month  later,  he  noted  weakness  of  the  upper  limbs 
and  soon  after  of  the  lower  extremities.  Two  months 
later  he  noted  “muscle  cramps.”  When  examined 
six  months  after  the  injury,  he  presented  the 
typical  syndrome  of  amyotrophic  lateral  sclerosis. 

Case  13. — N.  S.,  a man  of  fifty-four,  was  struck 
by  a truck  in  October,  1947,  injuring  the  left  side 
of  his  head.  Two  months  later  he  developed  stiff- 
ness of  the  legs  and  fasciculations.  When  admitted 
to  the  hospital  thirteen  months  after  the  injury, 
he  was  found  to  have  all  the  signs  of  amyotrophic 
lateral  sclerosis. 

Despite  the  close  temporal  relationship  of  the 
trauma  to  the  evolution  of  the  disease  in  the  three 
cases  cited,  we  are  left  unconvinced  that  the 
trauma  caused  the  illness.  In  view  of  the  pathol- 
ogy and  evolution  of  primary  amyotrophic  lateral 
sclerosis,  it  is  difficult  to  correlate  trauma  with 
the  illness.  We  are  not  even  sure  that  trauma 
can  aggravate  the  condition.  In  the  sympto- 
matic variety  trauma  can  play  a definite  role. 
However,  the  question  arises  whether  these  cases 
are  really  amyotrophic  lateral  sclerosis. 

Davis  reviewed  the  evidence  for  a causal  rela- 
tionship between  trauma  and  amyotrophic  lateral 
sclerosis  but  was  disinclined  to  accept  it.5  Jelliffe 
collected  109  cases  from  the  literature  in  which 
he  felt  trauma  was  related  to  this  disease,  but 
most  of  them  do  not  pass  careful  scrutiny.23 
In  many  the  diagnosis  was  not  satisfactorily 
established;  in  others  the  trauma  was  of  no  im- 
portance. In  some  case  reports  cited  in  the 
literature  it  seems  that  the  syndromes  described 
were  of  traumatic  myelopathy  rather  than  amyo- 
trophic lateral  sclerosis.  Hassin  believed  trauma 
is  important  in  producing  degenerative  conditions 
which  resemble  but  are  not  identical  with  amyo- 
trophic lateral  sclerosis.24  Alpers  and  Farmer  de- 
scribed cases  of  amyotrophic  lateral  sclerosis  oc- 
curring in  pneumatic  drill  operators.25  What  the 
relationship  is  in  these  cases  cannot  be  deter- 
mined. 

Summary  and  Conclusions 

In  general,  it  may  be  said  that  the  evidence  ad- 
duced to  show  that  trauma  is  a cause  of  the  three 
groups  under  consideration  is  not  convincing.  In 
a few  cases  the  time  relationship  and  site  of  injury 


are  such  that  one  cannot  altogether  exclude  th 
possibility.  There  is  no  experimental  evidenc 
that  trauma  can  cause  a brain  tumor.  Althoug 
we  have  no  statistics,  it  is  our  impression  that  th  j 
incidence  of  the  diseases  under  consideratio 
during  the  war,  when  trauma  to  the  head  an 
spine  was  so  common,  was  not  greater  amonl 
soldiers  than  among  civilians. 

Our  general  conclusions  are  as  follows: 

1 . Trauma  can  play  a role  in  the  evolution  c 
meningioma  of  the  brain.  In  our  series  the  inc 
dence  was  3.7  per  cent. 

2.  There  is  no  convincing  evidence  tha 
trauma  can  cause  glioma,  but  injury  to  the  hea 
may  cause  a hemorrhage  into  the  tumor  or  othe 
wise  aggravate  its  course. 

3.  Trauma  does  not  cause  primary  or  “typ 
cal”  multiple  sclerosis  but  may  signalize  the  oi 
set  or  aggravate  the  course  of  the  illness. 

4.  Trauma  is  not  the  cause  of  primary  amy< , 
trophic  lateral  sclerosis.  It  may  play  a role  i 
the  symptomatic  syndromes  on  the  basis  of  vasci , 
lar  disease,  infection,  secondary  myelopathy,  (I 
herniated  disk. 
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SYMPATHECTOMY  IN  PERIPHERAL  VASCULAR  DISEASE 
Homer  L.  Skinner,  M.D.,  F.A.C.S.,  and  E.  Finch  Parsons,  M.D.,*  Staten  Island,  New  York 
From  the  United  States  Marine  Hospital) 


TX  THE  years  1944  to  1949  a total  of  14(i  sym- 
i pathectomies  were  performed  on  120  patients 
with  various  types  of  peripheral  vascular  disease 
it  the  U.S.  Marine  Hospital,  Staten  Island. 
It  is  the  purpose  of  this  paper  to  present  our  re- 
sults and  to  discuss  this  procedure  in  general. 

The  surgery  of  the  sympathetic  nervous  system 
is  a development  of  the  twentieth  century.  Al- 
though Alexander  first  performed  sympathectomy 
for  epilepsy  in  1889  and  Jaboulay  reported  the  use 
if  para-arterial  sympathectomy  in  1899,  it  was 
not  until  after  the  turn  of  the  century  that  sur- 
geons began  to  take  advantage  of  the  gradual 
iccumulation  of  knowledge  of  the  function  and 
structure  of  the  sympathetic  nervous  system  that 
las  made  possible  our  present  surgical  pro- 
cedures.1-2 In  the  early  trial  and  error  period  of 
sympathectomy  few  diseases  escaped  election  for 
therapeutic  trial  of  sympathectomy.  The  grad- 
ual increase  in  anatomic  and  physiologic  knowl- 
edge and  the  accumulation  of  critical  case  re- 
ports have  placed  the  surgery  of  the  sympathetic 
nervous  system  on  a sound  clinical  basis.  On  the 
'other  hand,  in  many  conditions  sympathectomy 
has  been  tried  and  found  wanting,  and  even  yet 
wide  differences  of  opinion  exist  about  the  scope  of 
ts  usefulness. 

However,  the  greatest  clinical  experience  with 
surgical  extirpations  of  the  sympathetic  nervous 
system  has  been  in  peripheral  vascular  disease. 
Leriche  in  1913  described  the  increase  in  blood 
flow  to  the  extremities  produced  by  para- 
arterial  sympathectomy.3  In  1924,  Hunter  and 
Royle  advocated  sectioning  the  sympathetic  rami 
jfor  the  excessive  muscle  tone  in  spastic  states.4 
Their  visit  to  this  country  was  responsible  for  the 
initiation  of  surgical  interest  in  the  sympathetic 
nervous  system  in  America.  These  investigators 
had  noted  a coincident  vasomotor  paralysis  in 
their  cases  after  operation.  In  1925,  Adson  re- 
ported the  use  of  lumbar  sympathectomy  in 
Raynaud’s  disease.8  From  this  point  on  there 
was  rapid  progress  in  the  application  of  sympath- 
ectomy to  peripheral  vascular  disease  and  in  the 
development  of  more  complete  methods  of  sym- 
pathetic denervations.  The  development  of  spe- 
cial methods  of  investigation  of  patients  suffering 
from  peripheral  vascular  disease  has  paralleled 
ithe  clinical  application  of  sympathectomy  and  the 
technical  improvements  in  surgical  procedure. 
Allen,  Barker,  and  Hines  point  out  that  a knowl- 
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edge  of  the  symptoms  of  peripheral  vascular  dis- 
ease, the  methods  of  examining  patients  with 
peripheral  vascular  disease,  and  the  differential 
diagnosis  of  peripheral  vascular  disease  are  more 
important  in  the  prognosis  and  evaluation  of  pa- 
tients for  possible  sympathectomy  than  any  single 
special  method  of  study.6 

It  is  necessary  to  decide  first  of  all  whether  the 
patient  is  suffering  from  a disorder  of  the  periph- 
eral arterial  system.  The  evidence  for  judging 
this  comes  from  a careful  history  and  the  ordinary 
methods  of  physical  examination.  In  the  average 
case  of  peripheral  arterial  disease  it  is  possible  to 
make  a shrewd  guess  as  to  the  type  of  the  dis- 
order. The  history  and  the  ordinary  methods  of 
physical  examination  will  in  a large  proportion  of 
cases  indicate  whether  the  basic  factor  is  occlusion 
of  the  channels  or  spasm  of  the  vessels.  Thus, 
there  should  be  little  difficulty  in  establishing 
spasm  as  the  active  agent  in  an  individual  who  has 
repeated  transient  attacks  of  circulatory  defi- 
ciency followed  by  periods  of  normal  circulation 
or  in  placing  the  blame  on  occlusion  in  an  old  per- 
son with  progressive  evidence  of  local  circulatory 
failure  and  marked  sclerosis  of  all  of  the  vascular 
system.  Only  recently,  however,  has  the  impor- 
tance of  vasoconstriction  in  causing  the  circula- 
tory deficiency  in  many  instances  of  the  common 
vascular  diseases  of  the  extremities  been  realized, 
and  the  presence  of  arterial  spasm  is  frequently 
not  made  manifest  by  the  history  or  the  most 
careful  physical  examination.  A test  that  differ- 
entiates occlusion  from  spasm  and  that  measures 
each  of  these  elements  when  both  are  present  has 
become  an  essential  requirement  in  the  study  of 
peripheral  vascular  disease.  There  are  a number 
of  special  tests  and  laboratory  procedures  which 
may  be  called  upon  to  aid  in  establishing  the  dis- 
turbance of  circulation.  Thus  a roentgen  ray 
examination  will  determine  whether  or  not  there 
is  calcification  of  the  vessels.  Visualization  of  the 
arteries  by  injection  of  radiopaque  fluids  will 
demonstrate  the  patency  of  the  main  and  collat- 
eral vessels  and  points  of  obstruction.  The  ques- 
tion of  pulsations  in  the  large  vessels  may  be 
made  more  objective  by  the  use  of  the  oscillom- 
eter, or  even  better  by  the  recording  sphygmo- 
manometer. The  intradermal  saline  wheal  test 
or  the  local  reaction  to  histamine  is  valuable  in 
showing  whether  the  circulation  is  normal  or  im- 
paired. There  are  many  other  tests  which  now 
are  more  or  less  of  historical  interest  and  prove 
only  the  efficiency  of  the  circulation  to  the  part. 
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They  show  whether  or  not  there  is  arterial  dis- 
ease and,  when  this  is  present,  indicate  how  seri- 
ously the  blood  supply  to  the  part  is  diminished. 
However,  this  knowledge  is  important,  but  it  is 
not  sufficient  for  rational  treatment  of  these  dis- 
eases. It  does  not  tell  whether  the  circulatory 
impairment  is  due  only  to  mechanical  obliteration 
of  arterial  channels  or  is  dependent  upon  spasm 
of  the  arteries. 

How  then  can  the  influence  of  the  sympathetic 
vasomotor  nerves  on  the  arterial  circulation  be 
studied?  Gross  changes  in  the  circulation  can  be 
determined  by  the  color  of  the  skin  and  will  dem- 
onstrate that  there  are  vasomotor  changes,  but 
they  are  unreliable  for  determining  the  amount  of 
vasomotor  constriction.  Determination  of  the 
pulse  volumes  of  the  main  arteries  by  oscillo- 
metric  readings  before  and  after  the  application 
of  heat  gives  certain  information  about  the  func- 
tional changes  in  the  main  arteries  but  has  rela- 
tively less  significance  with  respect  to  the  small 
arteries  and  arterioles.  The  surface  temperature 
is  the  function  of  the  rate  of  circulation  through 
the  skin,  the  temperature  of  the  blood,  and  the 
external  environment.  If  other  factors  are  rela- 
tively constant  and  certain  sources  of  error  are 
avoided,  the  surface  temperature  is  a good  index 
of  the  rate  of  blood  flow  through  the  skin  area 
studied. 

The  chief  value  of  determinations  of  surface 
temperatures  consists  in  following  their  re- 
sponses to  certain  procedures  that  normally 
effect  a vasoconstrictor  activity  in  the  extremity. 
When  one  releases  the  arteries  from  the  influence 
of  the  sympathetic  system  by  known  procedures, 
a normal  vasodilatation  level  is  reached  and  seems 
to  represent  the  normal  circulation  entirely  free 
from  vasoconstrictor  influences.  The  importance 
of  establishing  the  normal  vasodilatation  level  is 
that  it  gives  us  a standard  with  which  to  compare 
the  reaction  under  pathologic  conditions.  It  en- 
ables us  to  decide  whether  the  responses  are  ab- 
normal, and  it  also  allows  us  to  determine  by  how 
much  they  miss  attaining  normal  reactions.  By 
comparing  the  effect  obtained  in  pathologic  cases 
with  the  figures  for  a normal  response  we  are  able 
to  divide  all  arterial  disturbances  in  the  extremity 
into  three  main  categories:  (1)  occlusion  alone, 
(2)  spasm  alone,  and  (3)  mixed  spasm  and  occlu- 
sion. When  one  uses  paravertebral  block  or 
caudal  block  of  the  lumbar  sympathetic  system, 
an  occlusion  index  of  the  part  can  be  obtained. 
This  represents  the  amount,  expressed  in  degrees, 
by  which  surface  temperature  fails  to  reach  the 
normal  vasodilatation  level  when  vasoconstrictor 
fibers  to  the  part  have  been  completely  paralyzed. 
(This  index  is  more  important  in  the  treatment 
and  prognosis  of  the  case  than  the  number  of  de- 
grees through  which  the  surface  temperature 
rises.) 
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While  we  still  carry  out  these  tests,  we  feel  th 
the  maximum  effects  of  interruption  of  the  syi 
pathetic  pathways  for  the  production  of  vas 
dilatation  may  require  a much  longer  period  thi 
can  be  secured  by  temporary  sympathetic  bloc 
We  have  observed  cases  in  which  procaine  bloi 
produced  little  or  no  immediate  vasodilatati< 
but  in  which  sympathectomy  was  followed  1 
gradually  increasing  improvement  in  the  circ 
lation  which  reflected  slowly  developing  vas 
dilatation.  We  do  feel,  however,  that  there  a 
definite  contraindications,  especially  in  those  cas 
with  lowT  vasomotor  tone  and  wet  gangrene.  ( 
the  other  hand,  sympathectomy  is  a relative 
simple  procedure.  It  is  attended  with  a minim  i 
risk.  With  these  considerations  in  mind,  pi 
even  the  minimal  improvement  in  the  circulate 
which  may  be  produced,  performance  of  the  ope 
ation  usually  outweighs  the  risk  of  loss  of  an  e 
tremity  that  may  result  from  conservative  met 
ods  of  treatment.  For  this  reason  and  witho 
very  definite  contraindications  we  have  come  : 
employ  the  procedure  with  increasing  frequeni 
in  peripheral  arteriosclerotic  disease  and  usual 
perform  the  operation  bilaterally,  even  if  tl 
manifestations  are  unilateral. 

In  regard  to  the  operation  itself  there  is  son1 
question  as  to  the  extent  of  the  procedure  requiri 
for  complete  denervation  of  the  lower  extremit 
It  has  been  generally  held  that  excision  of  t! 
second  and  third  lumbar  ganglia  is  sufficient 
provide  complete  denervation  below  the  knee  ai 
that  the  removal  of  the  first  lumbar  ganglion 
addition  will  almost  completely  denervate  tl 
entire  extremity.  However,  recent  reports  su 
gest  that  to  accomplish  this  objective  the  eleven 
and  twelfth  thoracic  ganglia  must  also  be  r 
moved.  A study  by  Ray  and  Console  concernir 
residual  sympathetic  pathways  after  sympathy 
tomy  demonstrates  consistent  return  of  symp 
thetic  activity  in  the  twelfth  thoracic  through  t 
third  lumbar  dermatome  following  any  of  t 
commonly  practiced  operations  and  even  aft 
complete  resection  of  the  paravertebral  gangli 
nated  chains.7  Therefore,  it  is  important  to  r( 
ognize  these  possible  limiting  factors  and  to  a 
preciate  their  significance  in  the  performance 
sympathectomy.  It  is  equally  important,  ho 
ever,  to  recognize  that  they  do  not  contraindica 
the  procedure  or  even  greatly  restrict  its  app 
cation.  They  are  important  in  the  critical  eval 
ation  of  the  operation,  and  they  constitute  spec 
problems  which  still  require  solution.  Th 
should  not  be  regarded  as  discouraging  its  u: 
Accumulated  clinical  experience  has  clearly  esta 
lished  the  therapeutic  value  of  temporary  or  pi 
manent  interruption  of  the  sympathetic  pathwa 
in  many  peripheral  vascular  disturbances. 

We  must  keep  constantly  in  mind  the  ma 
basic  problems  which  need  to  be  clarified  in  trei 
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(ng  the  ischemic  limb.  In  a sense  it  is  discourag- 
ng  how  little  exact  knowledge  we  have  concerning 
,ome  of  the  most  fundamental  problems.  Theo- 
.etically,  it  would  appear  reasonable  that  we  have 
wo  objectives  in  mind:  first,  to  improve  the 
, flood  flow  to  the  part  without  proportionally  in- 
reasing  the  metabolic  needs  and,  second,  to  de- 
cease the  metabolic  requirements  without  de- 
ceasing proportionately  the  arterial  inflow'  into 
he  extremity.  Thus  far  inferences  concerning 
hese  proportionate  alterations  are  based  only 
Lpon  speculation  or  upon  clinical  impressions. 
!ince  such  measures  as  sympathetic  denervation 
re  generally  beneficial,  w'e  assume  that  they  do 
,iot  increase  local  metabolism  as  much  as  they  in- 
rease  blood  flow.  We  avoid  the  use  of  local  heat 
o the  ischemic  limb,  and  we  restrict  the  use  of  lo- 
al  refrigeration  to  those  extremities  in  which  the 
jopelessness  of  the  situation  is  apparent  and  in 
yhich  a decision  to  perform  a major  amputation 
^as  already  been  made.  Obviously,  some  day  we 
|uust  know,  if  it  is  at  all  possible,  the  precise  rela- 
jionship  between  increase  or  decrease  in  blood 
low  and  simultaneous  increase  or  decrease  in 
aetabolic  tissue  requirements  resulting  from  each 
nethod  of  potential  usefulness.  The  solution  of 
uch  problems  as  these  w'ill  undoubtedly  permit  a 
getter  physiologic  approach  to  the  treatment  of 
,>eripheral  vascular  disorders. 

:ollow-Up  Study 

All  of  our  patients  except  three  have  had  lum- 
bar sympathectomy  for  peripheral  vascular  dis- 
ase  of  the  lower  extremities.  Two  of  the  three 
xceptions  were  cases  of  post-traumatic  causalgia 
if  the  upper  extremity,  and  one  was  a case  of 
rostbite  of  the  upper  extremities.  In  these  pa- 

fents  a dorsal  sympathectomy  was  done.  The 
reatest  number  of  operations  were  performed  in 
947,  1948,  and  1949.  The  longest  follow-up  has 
>een  five  and  a half  years  and  the  shortest  six 
aonths,  with  the  average  being  approximately 
w'o  and  a half  years. 

We  have  been  able  to  follow  and  examine  over 
0 per  cent  of  the  cases.  Our  patients  are  hard 
o follow  since  many  of  them  have  no  permanent 
ome.  They  travel  all  over  the  w'orld,  and  appar- 
ntly  many  never  return  to  the  New  York  area 
jr  long  periods  of  time.  None  have  been  re- 
orted  upon  who  failed  to  answer  the  request. 
Another  factor  to  be  considered  is  that  the  pa- 
ients  operated  on  before  July,  1949,  were  ex- 
mined  by  different  doctors,  whereas  after  that 
ate  all  such  patients  were  examined  in  a standard 
ishion  by  one  man.  Finally,  because  this  study 
egan  only  in  July,  1949,  we  saw  merely  a small 
umber  of  these  cases  both  before  and  after  oper- 
tion;  the  majority  were  seen  only  in  follow-up. 
’herefore,  whether  or  not  a patient  improved  de- 


pends to  a large  extent  upon  his  own  opinion. 
With  these  facts  in  mind,  we  present  our  results 
(Table  I). 

Arteriosclerosis  With  and  Without  Diabetes. — 
The  average  age  of  all  patients  in  these  two  groups 
was  55.2  years,  the  youngest  being  thirty-seven 
and  the  oldest  seventy.  A few  of  the  younger 
patients  might  possibly  have  had  thromboangiitis 
obliterans  rather  than  arteriosclerosis,  but  we 
have  not  changed  the  hospital  diagnosis  on  those 
patients  whom  we  have  not  followed.  Since  the 
chief  symptom  in  these  groups,  intermittent 
claudication,  is  purely  subjective,  the  degree  of 
improvement  cannot  always  be  satisfactorily 
measured.  Sweating  is  also  an  important  means 
of  determining  the  thoroughness  of  a sympathec- 
tomy; all  but  two  of  our  cases  followed  had  com- 
plete and  permanent  disappearance  of  sweating. 
A patient  was  considered  unimproved  if  his  symp- 
toms became  more  intense  postoperatively  and 
also  if  an  amputation  had  to  be  done  subse- 
quently, even  if  (as  in  one  case)  it  was  done  over 
one  year  after  sympathectomy.  All  six  patients 
marked  unimproved  had  eventual  amputation, 
either  above  or  below  the  knee.  There  were  at 
least  two  others  who  had  sympathectomy  with 
later  amputation,  but  they  have  not  been  fol- 
lowed and  hence  are  not  included  among  the 
results. 

Thromboangiitis  Obliterans. — The  same  criteria 
of  improvement  were  used  here  as  in  arteriosclero- 
sis. The  one  patient  listed  as  unimproved  had 
eventual  amputation.  There  was,  too,  at  least 
one  other  patient  in  this  group  who  underwent 
amputation  after  sympathectomy  who  has  not 
yet  been  followed. 

Thrombophlebitis. — The  most  significant  symp- 
toms in  this  group  were  pain  and  edema;  these 
were  used  as  a measure  of  improvement. 

Osteomyelitis. — Patients  were  considered  im- 
proved here  if  their  disease  had  previously  been 
intractable  to  therapy  (including  surgery)  and 
had  been  cured  subsequent  to  sympathectomy 
even  if  further  sequestrectomies,  grafts,  etc.,  were 
performed. 

Other  Traumatic  Lesions. — These  include  trau- 
matic ulcers  and  causalgia. 

Venous  Insufficiency. — Demonstrable  varicose 
veins  were  not  the  chief  symptoms  here  but  rather 
dermatitis,  ulcerations,  and  dependent  edema 
which  were  apparently  not  due  to  thrombophle- 
bitis. 

Frostbite,  Immersion  Foot,  and  Lymphatic 
Stasis. — These  results  need  no  amplification. 

There  were  no  cases  of  sympathectomy  for 
Raynaud’s  disease  in  this  hospital  with  its  over- 
whelmingly male  population. 
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TABLE  I. — Sympathectomies  for  Peripheral  Vascular  Disease,  1944  to  1949 


Total  Cases Cases  Followed - . Result  in  Cases  Followed-! 

Number  of  Sympathec-  Number  of  Sympathec-  Un-  ; 


Disease 

Patients 

tomies 

Patients 

tomies 

Improved 

No  Change 

improv 

Arteriosclerosis 

30 

42 

20 

30 

9 (16)' 

6 (9) 

5 (5) 

Arteriosclerosis  with  diabetes 

7 

7 

4 

4 

3 (3) 

0 

1 0) 

Thromboangiitis  obliterans 
Thrombophlebitis 

7 

16 

12 

18 

4 

10 

7 

12 

3 (6) 
6 (8) 

0 

4 (4) 

1 (1) 
0 

Osteomyelitis 

14 

14 

14 

14 

8 (8) 

6 (6) 

0 

Other  traumatic  lesions 

14 

15 

3 

3 

1 CD 

2 (2) 

0 

Venous  insufficiency 

24 

27 

9 

9 

4 (4) 

3 (3) 

2 (2) 

Frostbite  and  immersion  foot 

6 

8 

4 

6 

3 (4) 

1 (2) 

0 

Lymphatic  stasis 

2 

3 

2 

3 

0 

2 (3) 

0 

Total 

120 

146 

70 

88 

37  (50) 

24  (29) 

9 (9) 

* Numbers  in  parenthesis  refer  to  total  number  of  sympathectomies  in  each  instance.  Other  number  refers  to  numben 

cases. 


Comment 

Arteriosclerosis. — The  function  of  sympathec- 
tomy here  is  to  abolish  postural  vasoconstriction, 
and,  therefore,  its  chief  indication  is  in  those  cases 
in  which  vasomotor  tone  has  been  demonstrated.6 
We  believe  that  it  is  contraindicated  not  only  in 
those  cases  with  skeletalization  of  the  extremity  or 
with  generalized  arteriosclerosis  but  also  in  those 
cases  where  gangrene  (especially  the  so-called 
“wet”  type)  is  present.  We  have  seen  a few  cases 
in  which  sympathectomy  gave  a rather  dramatic 
impetus  to  further  spread  of  the  already  existing 
gangrene.  In  our  small  series,  however,  we  have 
in  general  been  rather  impressed  with  the  value  of 
sympathectomy. 

Thromboangiitis  Obliterans. — The  value  of  early 
sympathectomy  in  these  cases  is  to  prevent  second- 
ary arteriolar  spasm  and  to  produce  maximal 
arteriolar  dilatation,  thus  necessitating  a con- 
siderable further  progression  of  the  disease  before 
occlusion  takes  place.  The  number  of  our  pa- 
tients in  this  group  is  probably  too  small  to  be  of 
statistical  significance,  but  we  are  encouraged  by 
our  results. 

Thrombophlebitis. — Sympathetic  procaine  block 
is  of  definite  value  in  acute  thrombophlebitis  in 
abolishing  venular  and  arteriolar  spasm  and 
thereby  reducing  edema,  fever,  and  pain,  as  has 
been  pointed  out  by  Ochsner  and  others.8  Re- 
peated sympathetic  block  (or  perhaps  sympathec- 
tomy) may  be  valuable  in  cases  of  old  or  subsided 
acute  thrombophlebitis  in  which  there  is  a pain 
complex  caused  by  residual  vasomotor  disturb- 
ances from  the  acute  stage.6  But  in  longstanding 
cases  in  which  edema  is  the  chief  or  only  com- 
plaint, sympathectomy  in  our  experience  has  been 
rather  disappointing.  Some  of  our  cases  have 
had  postoperative  diminution  of  edema,  but  the 
ones  which  have  improved  have  generally  been 
those  with  a pain  complex. 

Frostbite  and  Immersion  Foot. — Sympathec- 
tomy here  may  be  useful  in  chronic  cases  which 
present  evidence  of  residual  vasospasm  from  the 


acute  phase.  Our  series,  as  small  as  it  is,  is  ( 
couraging  to  us. 

Osteomyelitis,  Other  Traumatic  Lesions,  Vena 
Insufficiency,  and  Lymphatic  Stasis. — The  n 
tionale  for  sympathectomy  in  these  cases  is  r 
entirely  clear,  although  some  of  our  cases  of  sta 
ulceration  (not  on  the  basis  of  obvious  varicc 
veins)  have  improved  rather  dramatically  folio 
ing  sympathectomy.  The  chronic  osteomyeli 
cases  were  encouraging,  since  over  50  per  cent 
the  cases  were  apparently  able  to  arrest  the  pn 
ress  of  the  disease  and  have  successful  grafti 
over  the  scarred  area.9 


Summary 

A series  of  146  sympathectomies  performed 
120  patients  with  peripheral  vascular  diseases 
presented  along  with  the  follow-up  study  a 
clinical  evaluation  of  70  patients  on  whom  88  lu 
bar  sympathectomies  were  performed.  T 
study  indicates  that  approximately  57  per  cent 
these  patients  obtained  improvement  followi 
their  sympathectomy.  It  would  also  indica 
that  if  a prognostic  test,  such  as  a lumbar  bloc 
shows  that  a sympathectomy  may  be  of  vali 
the  operation  is  a worth-while  procedure.  Sin 
only  two  of  the  patients  showed  any  clinical  e1 
dence  of  residual  pathways,  we  hope  to  make  ft 
ther  tests  to  confirm  these  findings.  As  a who 
sympathectomy  appears  to  be  a valuable  adjur 
to  be  considered  in  the  treatment  of  periphe 
vascular  disease. 
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A CCESSORY  breast  tissue  in  the  axilla  is  one 
ifl.  of  the  varieties  of  supernumerary  breast 
hich  is  observed  after  puberty.  It  may  cause 
ymptoms  during  pregnancy,  lactation,  or  in  the 
iremenopausal  period.  Unless  there  are  obvious 
•ymptoms  of  lactation,  the  diagnosis  is  seldom 
lade,  and  the  cases  are  invariably  diagnosed  as 
poma. 

In  a previous  article  an  attempt  was  made  to 
immarize  the  knowledge  of  this  abnormality.1 
ince  then,  a few  articles  have  dealt  with  axillary 
leasts.2-4  Two  instances  of  carcinoma  of  axil- 
lary breast  tissue  were  reported.5,6  However,  the 
iinical  material  and  pathologic  picture  have 
icked  sequence  and  uniformity.  This  has  en- 
ouraged  us  to  review  and  study  our  material  of 
0 patients,  of  whom  26  were  operated  upon,  with 
pathologic  examination  and  follow-up. 


Classification  of  Accessory  Breast  Tissue 
according  to  Type 

Depending  upon  the  amount  of  fat  and  breast 
.ssue  and  the  degree  of  development  toward  a 
rjmplete  breast,  the  following  varieties  may  be 
Observed : 

1.  Axillary  tumor  in  the  embryonal  milk  line 
mammary  ridge).  The  average  size  of  these 
amors  is  approximately  3 cm.,  with  variations 
ora  1 to  8 cm.  The  tumors  may  be  unilateral, 
ilateral,  double,  or  triple.7 

2.  Axillary  tumor  with  areola.  Pigmentation 
p the  areola  may  be  present.  Lactation  from 
ores  may  occur. 

3.  Nipple  or  areola  without  underlying  breast 
, issue  (polythelia). 

4.  Complete  breast  with  nipple,  with  more  or 
iss  pronounced  areola  and  glandular  tissue. 

These  variations  may  be  observed  in  an  asymp- 
imatic  form,  or  they  may  exhibit  diseases  seen 
l normal  breast.8 


ncidence 

An  estimate  based  upon  the  examination  of 
lore  than  2,000  women  observed  at  the  tumor 
iinic  of  the  University  Hospital,  Bellevue  Medi- 
al Center,  for  various  breast  disorders  establishes 
ie  incidence  of  accessory  axillary  breast  tissue  at 
pproximately  6 per  cent.  In  England,  Fenech 
bserved  seven  instances  of  aberrant  breast  tissue 
i 600,000  admissions.4  Five  cases  were  diag- 
osed  as  lipoma,  two  as  fibroadenoma.  No 
lalignancies  were  observed  in  his  series.  Two 


of  Fenech’s  cases  were  sisters.  One  showed 
functional  secreting  aberrant  breast  tissue, 
whereas  her  sister  showed  no  symptoms  during 
pregnancy  in  spite  of  a similar  congenital  ab- 
normality. 


Symptoms 

Asymptomatic  Accessory  Breast.— The  only 
finding  in  this  group  of  patients  is  the  accidental 
discovery  of  the  lesion  by  the  patient  or  by  a 
physician  during  the  physical  examination 
(Fig.  1). 

Gestational  Tumors. — The  tumor  may  first  ap- 
pear during  pregnancy  or  may  show  an  increase 


Fig.  1.  Accessory  breast  tissue  in  the  axilla  as  it 
appears  at  clinical  examination. 
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in  size.  Symptoms  usually  recur  with  each  preg- 
nancy. These  tumors  reach  their  maximum  size 
during  lactation.  Depending  upon  the  presence 
or  absence  of  rudimentary  ducts,  pores,  or  nipple, 
milk  may  be  secreted.  The  secretion  of  milk  is 
seen  while  the  lactogenic  stimulus  persists,  and  it 
subsides  a few  weeks  following  the  termination  of 
suckling.  This  type  of  axillary  breast  tumor  fre- 
quently exhibits  the  periodic  monthly  premen- 
strual cycles  of  swelling  and  tenderness  which  are 
observed  in  normal  breasts. 

Premenopausal  Tumors. — This  group  as  a rule 
shows  no  influence  of  pregnancy  on  the  tumors; 
the  tumors  are  asymptomatic  until  the  premeno- 
pausal period.  Of  the  28  microscopically  proved 
cases  of  axillary  aberrant  breast,  12  (ages 
thirty-five  to  forty-eight)  stated  that  local  dis- 
comfort was  sometimes  noticed  at  the  premen- 
strual period.  It  was  further  noted  by  this 
group  of  patients  that  the  “lump”  or  swelling  de- 
veloped oi'  increased  in  size  independently  of  preg- 
nancies. Several  patients  about  forty  years  of 
age  with  axillary  breast  tissue  stated  that  they 
noticed  the  swelling  with  or  without  pain  for  only 
a few  weeks  or  months. 

Physical  Findings 

Examination  reveals  a round,  oval,  or  elliptic 
lobulated  fatty  mass  in  the  axillary  milk  line, 
usually  at  the  border  of  the  pectoralis  major  mus- 
cle in  the  anterior  axillary  line.  The  tumor  is  in- 
variably diagnosed  as  lipoma.  This  soft,  lobu- 
lated mass  is  in  close  connection  with  the  skin  and 
is  freely  movable  over  the  underlying  fascia.  If 
the  amount  of  breast  tissue  is  increased,  it  may 
feel  like  the  normal  breast.  If  the  axillary  breast 
is  the  seat  of  cystic  disease,  the  mass  feels  more 
infiltrated  and  tender.  Tumors,  cystic,  fibrous, 
or  malignant,  have  their  characteristic  symptoms 
usually  verifiable  only  by  microscopic  examina- 
tion. No  acute  inflammatory  lesions  were  ob- 
served in  our  series. 

Differential  Diagnosis 

Inflammatory  conditions  such  as  abscesses, 
sweat  gland  abscesses,  or  furuncles  are  superficial 
skin  conditions.  Lymphadenitis  shows  masses 
more  deeply  situated  in  the  axilla.  Acute  non- 
specific infections  and  tuberculosis  are  rarely 
confused  with  accessory  breast  tissue  An  ex- 
ception is  during  pregnancy  and  lactation  when 
acute  enlargement  is  observed  simultaneously 
with  the  lactating  breast.  Such  axillary  swellings 
are  sometimes  drained  by  mistake  on  account  of 
the  acute  tenderness  and  secretion  of  “pus,” 
which  in  reality  is  colostrum  and  milk,  with  its 
unpleasant  consequences. 


Fig.  2.  This  photomicrograph  illustrates  t 
preponderance  of  adipose  tissue  as  compared  wi 
mammary  glandular  components.  Therefore,  a> 
lary  lipomata  should  be  carefully  examined  for  t 
presence  of  breast  tissue. 


Recently  the  author  was  consulted  for  a recurre 
tumor,  presumably  melanoma,  observed  after  ex 
sion  of  a pigmented  nevus.  Examination  reveal 
a soft  lobulated  fatty  mass  3 cm.  in  diameter  witho 
induration,  below  the  scar  of  the  previous  operatic 
The  scar  measured  2.5  cm.  in  length.  This  lesic 
situated  in  the  milk  line,  was  obviously  a miniate 
complete  breast,  but  its  nipple  and  areola  had  be 
excised  by  a surgeon  in  the  erroneous  belief  that 
was  a pigmented  papillary  nevus.  Subseque 
pathologic  examination  of  the  subcutaneous  turn 
revealed  accessory  breast  tissue. 

Lipoma  is  the  most  frequent  incorrect  diagno 
which  is  made,  because  of  its  clinical  charactt1 
istics.  However,  a survey  of  the  records  of  t 
New  York  Post-Graduate  Hospital,  at  preset 
University  Hospital,  of  over  100,000  admissio) 
did  not  reveal  lipoma  in  the  corresponding  loci 
tion.  We  believe,  therefore,  that  any  lipoma-li 
tumor  in  the  axilla  is  more  likely  an  accessol 
breast.  Little  difficulty  in  differential  diagno  j 
is  encountered  with  hypertrophic  sudorifero 
and  sebaceous  glands,  cystic  hygroma,  maligna 
tumors  of  axillary  skin,  lymphoma,  or  metasta 
carcinoma  to  the  axillary  nodes.  A different 
diagnosis  may  be  difficult  with  metastatic  cr 
cinoma  in  lymph  nodes  involving  overlying  sk 
especially  if  a primary  tumor  in  the  breast 
elsewhere  cannot  be  recognized.  In  one  case 
axillary  breast  the  diagnosis  of  sebaceous  cy 
was  made. 

Pathology 

Microscopic  sections  of  26  cases  were  avt 
able  for  study.  The  pathologic  findings  are  ? 
sented  in  Table  I. 
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ig.  3.  (A)  Cystic  disease  in  axillary  breast.  The  gland  in  the  upper  right  portion  of  the  illus- 

_ tration  is  lined  by  apocrine  cells.  (90  X) 

(B)  Fibroadenoma  (pericanalicular  type)  in  axillary  breast  tissue.  Identical  with  tumor  seen  in  breasts. 
50  X) 

(C)  Periacinar  lymphocytic  infiltration  in  chronic  mastitis.  (600  X) 

(D)  Scirrhus  carcinoma  in  axillary  breast.  Tumor  cells  are  small,  deeply  stained,  and  arranged  in 
>rds  and  nests.  There  is  abundant  supporting  fibrous  stroma.  (250  X) 


2248 


TIMOR  I)M  CHOLNOKY 


[N.  Y.  State  J.  M. 


TABLE  I. — Pathologic  Findings  in  26  Casks  of  Axillary 
Breast  Tissue 


Diagnosis 

Number  of 
Cases 

Per  Cent  of 
Cases 

Normal  breast  tissue 

9 

34.6 

Cystic  disease 

10 

38.5 

Fibroadenoma 

3 

11.5 

Chronic  mastitis 

3 

11.5 

Chronic  fibrous  mastitis 

1 

3.8 

Atypical  duct  hyperplasia 

1 

3.8 

Scirrhus  carcinoma 

1 

3.8 

The  cases  tabulated  total  28  because  iu  oue  case 
cystic  disease  coexisted  with  carcinoma,  and  in 
another  there  was  an  associated  fibroadenoma. 
The  tumors  varied  from  1 to  6 cm.  in  diameter, 
with  an  average  diameter  of  2 to  4 cm. 

Of  interest  in  almost  all  cases  was  the  finding  of 
large  amounts  of  adipose  tissue,  which  frequently 
predominated  over  the  mammary  epithelial  tis- 
sue. It  appears,  therefore,  that  the  tumor  which 
is  observed  clinically  is  in  large  part  fatty,  ac- 
counting for  the  common  mistaken  diagnosis  of 
lipoma.  This  finding  was  especially  noted  in  the 
nine  cases  which  showed  normal  breast  tissue. 
In  some  of  these  cases,  multiple  sections  had  to 
be  taken  before  small  lobules  of  breast  tissue  were 
found  in  the  fat  (Fig.  2). 

The  cases  of  cystic  disease  exhibited  varying 
degrees  of  cystic  change,  and  no  cysts  over  3 mm. 
in  diameter  were  encountered.  The  fibrous 
stoma  as  a rule  showed  little  or  no  lymphocytic 
infiltration.  In  three  cases  there  were  cysts 
which  were  lined  by  apocrine  glands  (Fig.  3A). 
The  fibroadenomata  were  of  pericanalicular  type, 
intracanalicular,  and  mixed  peri-  and  intracanalic- 
ular  types  (Fig.  3B). 

In  three  cases  the  only  pathologic  finding  in 
the  axillary  breast  tissue  was  periacinar  lympho- 
cytic infiltration  (Fig.  3C).  One  case,  with  an 
unusually  firm  tumor,  showed  dense  partially 
hyalinized  fibrous  tissue  with  sparse  distorted 
acini.  In  one  specimen  there  was  atypical  hyper- 
plasia of  ductal  epithelium,  but  no  evidence  of 
malignancy. 

The  one  case  of  carcinoma  in  axillary  breast  was  in 
a woman  forty-five  years  of  age.  The  lesion  was 
diagnosed  clinically  as  a sebaceous  cyst  of  the  skin  of 
the  left  axilla.  The  tumor  measured  approximately 
1.5  by  1 by  1 cm.  and  showed  adherence  but  no 
ulceration  of  the  overlying  skin.  A subsequent 
radical  mastectomy  revealed  additional  aberrant 
breast  tissue  in  the  axilla  but  no  carcinoma  in  the 
breast  and  no  metastasis  in  the  axillary  lymph 
nodes.  No  axillary  tail  of  breast  tissue  was  present, 
and  the  axillary  carcinoma  showed  no  connection 
in  continuity  with  the  breast  tissue  proper.  It  was 
interesting  to  note  that  in  this  patient  cystic  disease 
was  found  in  the  axillary  breast  tissue,  as  well  as  in 


the  breast  proper,  removed  at  the  time  of  radical 
mastectomy.  The  carcinoma  shows  small  atypical 
cells  arranged  as  slender  cords  and  separated  by 
abundant  dense  fibrous  tissue  (Fig.  3D). 

Treatment 

For  asymptomatic  lesions  no  treatment  is  in- 
dicated. However,  if  growth  occurs  or  if  symp- 
toms increase  to  such  an  extent  that  the  patient 
is  disturbed  by  the  tumor,  excision  is  indicated. 
During  pregnancy  and  lactation,  however,  if 
there  are  no  signs  of  malignancy,  cases  should 
be  treated  conservatively.  Surgical  treatment 
consists  of  careful  dissection  from  the  skin 
and  underlying  fascia  with  complete  excision  to 
avoid  recurrence.  In  carcinoma  of  axillary 
breast  tissue  a radical  operation,  consisting  of 
wide  excision  of  the  tumor  and  axillary  lymph 
node  dissection,  is  the  treatment  of  choice.  Rad- 
ical removal  of  the  adjacent  breast  should  be  done 
if  there  is  any  doubt  concerning  origin  of  the  car- 
cinoma in  accessory  breast  tissue.  Removal  of 
the  breast  is  usually  recommended  on  the  basis 
that  lymphatic  spread  into  the  breast  is  likely  to 
be  present. 

Summary  and  Conclusion 

Ninety  cases  of  axillary  breast  tissue  in  women 
were  studied,  26  with  pathologic  examination. 

The  most  common  erroneous  clinical  diagnosis 
which  is  made  is  lipoma  of  the  skin  and  subcutis 
of  the  axilla.  This  is  accounted  for  on  the  basis 
of  the  abundant  fat  which  is  usually  present 
in  these  tumors. 

Pathologic  examination  of  axillary  breast 
tumors  revealed  the  most  common  findings  to  be 
cystic  disease  (38.5  per  cent)  and  normal  breast 
tissue  (34.6  per  cent).  Instances  of  fibroaden- 
oma, chronic  mastitis,  chronic  fibrous  mastitis, 
atypical  duct  hyperplasia,  and  scirrhus  carci- 
noma were  also  observed. 

Various  aspects  of  diagnosis,  classification, 
symptomatology,  and  treatment  are  discussed. 
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ORTHOSTATIC  HYPOTENSION  IN  DIABETES  MELLITUS:  EVOLU- 
TION OF  VASCULAR  DAMAGE  ON  HIGH  SALT  THERAPY 

Leon  M.  Levitt,  M.D.,  and  Milton  B.  Handelsman,  M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Medicine,  State  University  of  New  York,  State  University  M edical  Center  at  New  York, 
College  of  Medicine;  the  Diabetes  Clinic  of  the  Long  Island  College  Hospital;  and  the  Department  of  Medicine, 
University  Division , Kings  County  Hospital ) 


THE  interest  in  the  degenerative  diseases  that 
follow  in  the  course  of  diabetes  mellitus  is 
heightened  by  the  lack  of  knowledge  concerning 
their  etiology.  The  present  report  concerns  a 
patient  with  diabetes  mellitus  who  was  carefully 
studied  during  the  time  when  improvement  and 
then  rapid  progression  of  the  more  important 
complications  took  place.  He  was  first  studied 
because  of  orthostatic  hypotension  which  accom- 
panied his  diabetic  neuropathy.  There  was  a 
good  therapeutic  result  following  the  use  of  a high 
salt  intake.  Because  of  the  “success”  in  this 
therapy,  the  patient  continued  to  consume  large 
quantities  of  salt  daily  for  over  two  and  one-half 
years.  At  the  end  of  this  time  there  was  a rapid 
evolution  of  severe  vascular  damage.  In  view 
of  the  recent  interest  concerning  the  role  of  salt 
in  the  production  of  vascular  lesions,  this  case 
history  is  presented  in  detail. 

Case  Report 

The  patient  was  a forty-nine-year-old,  Russian- 
born,  white  male.  In  1923  he  was  accepted  for  a 
position  in  a life  insurance  company  after  a rigid 
physical  examination.  When  re-examined  in  1924, 
glycosuria  and  hyperglycemia  were  found.  At  that 
time  he  was  twenty-four  years  old,  64  V2  inches  tall, 
and  weighed  174  pounds.  His  family  history  re- 
vealed that  his  father  was  a mild  diabetic. 

The  patient  did  not  consult  a physician  and  ate 
unlimitedly  without  having  any  symptoms.  Only 
four  years  later  he  noticed  polyuria,  polydipsia,  and 
moderate  weight  loss.  At  that  time  he  consulted  a 
physician  who  found  marked  glycosuria  and  “low 
blood  pressure”;  insulin  was  prescribed  but  taken 
only  for  ten  days.  For  the  next  eight  years  he  fol- 
lowed no  dietary  restriction,  eating  excessive  quanti- 
ties of  cake  and  candy  in  addition  to  large  meals. 
He  was  chronically  tired,  lethargic,  and  “had  no  am- 
bition” in  addition  to  having  thirst,  hunger,  and 
urinary  symptoms. 

In  1936,  after  lifting  a 100-pound  weight,  he  rup- 
tured a rectus  muscle,  requiring  hospitalization  for 
an  operation.  At  that  time  he  weighed  123  pounds 
and  was  given  15  units  of  regular  insulin  three  or 
four  times  a day  without  clearing  up  the  glycosuria. 
He  had  no  hypertension.  Following  discharge  from 
the  hospital,  he  continued  to  take  15  to  25  units  of 
regular  insulin  three  or  four  times  a day,  at  times  tak- 
ing 100  units  a day,  but  his  urines  were  never  sugar- 
free.  This  was  continued  for  several  months  until 
he  regained  weight  up  to  140  pounds  when  he  again 
discontinued  insulin  and  dietary  therapy. 


From  1937  to  1944,  the  year  of  onset  of  the  present 
illness,  he  had  no  diabetic  control.  During  this  time 
he  had  mild  urinary  symptoms,  marked  weakness, 
emotional  instability,  and  weight  loss.  In  1942,  he 
noted  blurred  vision  and  was  given  glasses  by  an 
optometrist. 

Present  Illness. — On  May  20,  1944,  after  a day’s 
work,  while  sitting  at  the  dinner  table  and  without 
any  warning,  the  patient  dropped  to  the  floor  un- 
conscious. He  recovered  quickly,  but  the  clinical 
picture  became  rapidly  worse;  the  weakness  in- 
creased; he  was  too  fatigued  to  work;  there  was  im- 
potence and  loss  of  libido;  he  had  numbness  and 
tingling  in  the  toes  and  fingers;  he  was  “sore  to  touch 
all  over” ; and  he  developed  nocturnal  diarrhea.  He 
consulted  a physician  who  gave  him  large  doses  of 
insulin  despite  which  he  continued  to  have  severe 
glycosuria  and  marked  hyperglycemia.  In  Septem- 
ber, 1944,  he  was  admitted  to  another  hospital  where 
fairly  good  diabetic  control  was  obtained  with  insu- 
lin. He  had  no  hypoglycemic  episodes.  Despite 
this,  his  many  symptoms  did  not  improve;  he  de- 
veloped more  marked  vertigo  and  hazy  vision  on  as- 
suming the  upright  position.  He  staggered  when  he 
walked.  Studies  at  that  hospital  revealed  no  hyper- 
tension; the  urine  had  a faint  trace  of  albumin ; the 
blood  urea  nitrogen  was  21  mg.  per  cent.  An  x-ray 
of  the  skull  was  negative. 

The  patient  was  admitted  to  the  medical  service 
of  Dr.  William  Dock  at  the  Long  Island  College 
Hospital  on  November  14,  1944,  with  all  the  above 
enumerated  complaints. 

Physical  Examination. — The  weight  was  111 
pounds,  and  the  blood  pressure  (lying)  ranged  from 
120/72  to  130/80.  An  orthostatic  test  showed  the 
following: 


Blood  Pressure 

Pulse 

Lying  in  bed 

120/80 

96 

Immediately  on  standing 

70/45 

Twenty  minutes  standing 

64/42 

120 

His  vision  blurred  after  standing  ten  minutes. 
Examination  of  the  right  eyeground  showed  several 
punctate  hemorrhages  in  the  prepapillary  area  with 
one  small,  flame-shaped  hemorrhage.  In  the  peri- 
macular  area  there  were  numerous  white  exudates. 
There  were  only  minimal  arteriosclerotic  changes  in 
the  vessels.  The  left  eye  showed  numerous  punc- 
tate hemorrhages  but  no  exudates.  Examination  of 
the  heart  was  negative.  The  electrocardiogram,  in- 
cluding esophageal  leads,  was  normal.  X-ray  of  the 
heart  showed  no  cardiac  enlargement;  there  was  no 
evidence  of  calcification  of  the  aorta.  There  was 
evidence  of  an  old  healed  pleuritis.  The  arterial 
pulsations  of  the  feet  were  easily  palpated.  By 
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x-ray  the  vessels  of  the  lower  extremities  showed  cal- 
cification, but  oscillometric  readings  were  normal. 
Capillary  permeability  and  circulation  were  normal 
as  determined  by  the  dermofluorimetric  method  of 
Lange.  On  neurologic  examination,  hypoactive 
knee  kicks  and  ankle  jerks  were  found  bilaterally. 
The  Romberg  test  was  negative.  The  Babinski  and 
confirmatory  signs  were  not  elicited.  Motor  power 
was  good,  but  light  touch,  pinprick,  and  position 
senses  were  diminished  below  the  knees  bilaterally. 
An  x-ray  of  the  skull  was  negative. 

Laboratory  Data. — The  urine  on  admission  showed 
a specific  gravity  of  1.024,  2 plus  glycosuria,  nega- 
tive albumin  test,  and  a normal  sediment.  On  other 
occasions  a slight  albuminuria  was  found.  The  ad- 
mission blood  chemistry  determination  showed  the 
following:  cholesterol  204  mg.  per  cent,  alkali  re- 
serve 59.8  volumes  per  cent,  urea  nitrogen  16.1  mg. 
per  cent,  creatinine  1.2  mg.  per  cent,  plasma  sodium 
333  mg.  per  cent,  plasma  potassium  20.8  mg.  per 
cent.  The  basal  metabolic  rate  was  minus  18  per 
cent.  Blood  count  showed  10.5  Gm.  of  hemoglobin, 
red  blood  cells  4,970,000,  white  blood  cells  6,750  with 
a normal  differential  count.  There  was  a markedly 
positive  Rumpel-Leeds  test.  A glucose  tolerance 
test  with  100  Gm.  of  glucose  showed  the  following: 

Blood  Glucose  Urine  Glucose 


(Mg.  Per  Cent)  (Gm.) 

Fasting  192  0 

One  hour  406  1 . 1 

Two  hours  476  1.5 

Three  hours  472  2 . 0 


An  insulin  sensitivity  test  was  performed  with  25 
units  of  unmodified  insulin  given  intravenously  in  the 
fasting  state : 

Fasting  blood  glucose  278  mg.  per  cent 

One  hour  later  262 

Two  hours  later  230 

No  creatine  w'as  found  in  the  tw'enty-four-hour 
urine;  creatinine  excretion  in  twenty-four  hours  was 
0.9  Gm.  The  spinal  fluid  was  examined  on  Novem- 
ber 24,  1944,  and  again  on  December  8.  These 
specimens  showed  the  following: 


November  24  December  8 


Cells  0 0 

Pandy  ? Positive 

Total  protein  130  mg.%  90  mg.% 

Glucose  252  mg.%  202  mg.% 

Chlorides  727  721 

Colloidal  gold  curve  negative 
Wassermann  test  negative 


The  diagnosis  was  then  established  as  (1)  diabetes 
mellitus,  (2)  diabetic  neuropathy,  (3)  orthostatic 
hypotension,  (4)  moderate  arteriosclerosis,  (5)  dia- 
betic retinopathy  (mild),  (6)  secondary  anemia,  and 
(7)  malnutrition. 

Course  in  the  Hospital. — The  treatment  in  the  hos- 
pital wars  directed  primarily  toward  bringing  the  dia- 
betes under  control  and  correcting  the  hypotensive 
symptoms.  With  an  1,800-calorie  diet  (200  Gm.  of 
carbohydrate  and  80  Gm.  of  protein),  the  patient 


needed  a basic  dose  of  60  units  of  regular  and  50 
units  of  protamine  zinc  insulin  before  breakfast  in 
separate  syringes.  With  this  dosage  it  was  difficult 
to  keep  the  urines  free  of  sugar  so  that  supplemen- 
tary doses  of  20  units  of  regular  insulin  were  given 
before  other  meals  if  glycosuria  existed.  The  fast- 
ing blood  sugars  found  w'hile  in  the  hospital  varied 
from  300  to  152  mg.  per  cent.  The  maximum  dosage 
of  insulin  was  170  units  in  a day.  He  never  had 
symptoms  of  hypoglycemia  nor  did  he  have  aceto- 
nuria. 

In  addition,  the  patient  received  crude  liver  injec- 
tions and,  by  mouth,  thiamine  chloride,  vitamin  C, 
and  ferrous  sulfate.  For  the  first  month  in  the  hos- 
pital the  patient  was  miserable.  The  diarrhea  per- 
sisted wdth  a precipitous  announcement  that  his 
bowels  were  to  move,  and  each  time  the  patient  rose 
quickly  to  help  himself,  he  either  fainted  or  became 
violently  dizzy.  Benzedrine  sulfate  and  ephedrine 
in  therapeutic  doses  did  not  help. 

On  November  27,  1944,  it  w'as  decided  to  give  a 
high  salt  diet.  The  patient  was  given  a salt  cellar 
containing  one  ounce  of  salt  and  was  instructed  to 
use  at  least  one-half  of  the  contents  each  day.  It 
was  estimated  that  15  Gm.  of  sodium  could  thus  be 
given  in  addition  to  the  7 to  10  Gm.  already  in  the 
diet.  Ephedrine  sulfate  was  continued,  and  the 
head  of  the  bed  was  raised.  Improvement  in  the 
orthostatic  symptoms  was  noticed  in  the  last  week  of 
December,  and  at  that  time,  the  diarrhea  and  neuritic 
symptoms  improved.  His  libido  had  not  returned 
so  that  testosterone  proprionate  w'as  given  by  injec- 
tion daily  in  25-mg.  doses  from  December  20  to 
January  15;  this  w'as  ineffective.  An  orthostatic 
test  repeated  on  December  26  showed  no  subjective 
symptoms;  in  the  lying  position,  the  blood  pressure 
wras  140/90;  after  being  erect  for  fifteen  minutes  it 
was  90/60.  Improvement  was  rapid  after  this,  and 
he  was  discharged  on  January  15  for  further  treat- 
ment in  the  diabetes  clinic. 

Follow-up  in  the  Clinic  up  to  April,  1947. — The  pa- 
tient w'as  followed  at  short  intervals  in  the  clinic. 
He  continued  to  use  60  units  of  regular  and  50  units 
of  protamine  zinc  insulin  before  breakfast.  For 
four  months  he  spilled  moderate  amounts  of  glucose 
in  the  urine,  but  subsequently  the  urines  were  always 
aglycosuric  so  that  the  insulin  was  reduced.  By  the 
end  of  1945  he  received  only  40  units  of  protamine 
zinc  insulin  and  20  units  of  regular  insulin  before 
breakfast,  or  a reduction  of  50  units  daily  require- 
ment in  one  year.  His  weight  went  to  134  pounds. 
The  symptoms  of  postural  hypotension  did  not  recur. 
In  August,  1945,  the  patient  felt  well  enough  to  go 
back  to  work,  but  he  continued  to  have  evanescent 
subjective  paresthesias  in  his  hands  and  feet.  The 
blood  pressures  ranged  from  110/60  to  132/85  during 
this  time. 

During  the  year  1946  the  patient  w'as  employed 
and  hence  was  seen  at  less  frequent  intervals  in  the 
clinic.  The  diabetes  was  well  controlled  on  a diet 
of  170  Gm.  carbohydrate  and  90  Gm.  protein  (1,550 
calories)  with  44  units  of  protamine  zinc  insulin  and 
22  units  of  regular  insulin  each  morning.  The  urines 
were  practically  always  free  of  glucose.  The  fasting 
blood  sugars  ranged  from  126  to  142  mg.  per  cent. 
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TABLE  I. — Renal  Involvement  from  1947* 


Uiinc" 

Date 

Edema 

Specific 

Gravity 

Albumin 

Blood 

Microscopic  Pressure 

Urea 
Nitrogen 
(Mg.  Per  Cent) 

Creatinine 
(Mg.  Per  Cent) 

1947 

June  25 

3 plus 

1.018 

3 plus 

Hyalin  casts;  sev-  150/95 
eral  white  blood 
cells 

35.4 

1.6 

In  July,  190,  patient  was  in  Kings  County  Hospital  and  was  treated  with  a 

Kempner  diet  and 

insulin.  He  was  discharged  with  diet  of  225  Gm.  carbohydrate , 35  Gm.  protein,  60  Gm.  fat 
salt-free,  and  with  same  dosage  of  insulin  as  previously. 

September  25 

None 

1.010 

3 plus 

Hyalin  casts  150/90 

63.2 

2.6 

October  23 

4 plus 

1.010 

3 plus 

Hyalin  casts  190/100 

63.0 

2.6 

November  13 

3 plus 

1.015 

3 plus 

Hyalin  casts  120/80 

43.6 

1.8 

1948 

January  8 

1 plus 

1 plus 

Hyalin  casts  138/90 

49.0 

1.9 

March  11 

1 plus 

1.018 

3 plus 

Hyalin  and  granu-  130/80 
lar  casts 

30.8 

2.3 

August  20 

2 plus 

1.012 

3 plus 

Hyalin  and  granu-  190/120 
lar  casts 

68.0 

2.7 

1949 

January  12 

1 plus 

1.014 

3 plus 

Hyalin  and  granu-  172/120 
lar  casts 

110.0 

4.0 

December  3 

4 plus 

1.013 

3 plus 

Hyalin  and  granu-  160/110 
lar  casts 

150.0 

6.0 

* Examination  of  urine  for  doubly  refraotile  fatty  casts  was  repeatedly  negative. 


The  blood  pressure  readings  during  1946  were  always 
normal  in  the  erect  and  lying  positions.  The  neurop- 
athy also  improved.  Most  urine  examinations  re- 
vealed no  albuminuria,  but  on  two  occasions  traces 
of  albumin  were  reported.  During  1946  and  up  to 
April,  1947,  the  patient  felt  better  than  during  any 
previous  time  since  he  had  come  under  observation. 

Follow-up  After  April,  1947  ( Phase  of  Accelerated 
Vascular  Degeneration). — At  the  end  of  March,  1947, 
two  members  of  his  family  died.  On  April  1,  1947, 
the  patient  reported  that  his  vision  had  suddenly 
become  very  poor,  forcing  him  to  stop  work.  The 
fundi  had  been  under  repeated  observation  because 
of  a study  then  going  on  in  the  clinic  to  determine  the 
efficacy  of  rutin.  During  1946,  fundus  examination 
revealed  almost  similar  findings  as  were  found 
when  the  patient  was  in  the  hospital;  on  March  11, 
1947,  the  fundi  were  unchanged.  At  the  time  of  his 
visit  on  April  1,  1947,  there  were  fewer  punctate 
hemorrhages,  but  there  were  evidences  of  newly 
formed  vessels  and  connective  tissue  bands  extend- 
ing into  the  vitreous.  By  May  6,  1947,  a marked 
retinitis  proliferans  had  developed  in  both  eyes. 
This  became  progressively  worse. 

While  under  observation  for  the  eye  complaints, 
he  noted  that  after  exertion  he  had  three  episodes  of 
numbness  in  the  fourth  and  fifth  fingers  of  the  left 
hand;  these  lasted  ten  minutes  and  disappeared 
spontaneously.  He  attributed  this  to  “aggravation 
at  home”  and  worried  as  to  whether  his  neuritis  was 
returning.  An  electrocardiogram  revealed  an  “an- 
terior wall  myocardial  infarction.”  Bed  rest  was 
prescribed.  Six  weeks  later,  on  June  19,  he  returned 
to  the  clinic  complaining  of  edema  of  the  ankles 
which  he  noted  while  at  bed  rest  for  the  first  time. 
A survey  of  his  cardiac  status  revealed  no  demon- 
strable changes  except  a presystolic  gallop  rhythm 
which  was  corroborated  by  sound  recordings.  At 
this  time  also  there  was  a sudden  increase  in  weak- 
ness, and  dyspnea  on  exertion  and  puffiness  of  the 
face  developed.  The  urine  showed  a marked  albu- 


minuria with  cylindruria.  The  urea  nitrogen  and 
creatinine  were  elevated.  It  urns  at  this  time  that  the 
daily  intake  of  25  to  30  Gm.  of  sodium  chloride  since 
discharge  from  the  hospital  in  January,  1945,  was  dis- 
covered. This  was  immediately  stopped.  Table  I 
shows  representative  data  concerning  the  course  of 
the  renal  involvement  in  1947  and  subsequently. 

The  diabetic  control  during  this  time  was  excel- 
lent. There  was  no  glycosuria.  The  fasting  blood 
sugar  varied  from  92  to  105  mg.  per  cent  while  on  44 
units  of  protamine  zinc  and  22  units  of  regular  insulin 
before  breakfast.  During  December,  1947,  the  pa- 
tient suffered  repeated  typical  attacks  of  anginal 
pain  during  the  night.  These  were  relieved  by 
orange  juice.  These  attacks  were  frequently  re- 
peated during  January,  1948,  so  that  the  insulin  was 
changed  to  60  units  of  protamine  zinc  insulin  alone 
before  breakfast,  and  the  evening  carbohydrate  in- 
take was  increased  so  that  the  last  fasting  blood 
sugar  was  238  mg.  per  cent  and  he  was  allowed  to 
spill  traces  of  glucose  in  his  urine. 

The  patient  was  admitted  to  Kings  County  Hos- 
pital for  the  last  time  on  December  3,  1949,  for  dysp- 
nea, edema,  orthopnea,  nausea,  vomiting,  and 
bloody  diarrhea.  He  presented  the  clinical  picture 
of  generalized  anasarca.  The  blood  pressure  was 
160/110.  The  electrocardiogram  showed  left  ven- 
tricular preponderance.  The  arm-te-tongue  circu- 
lation time  was  twenty-eight  seconds.  The  urine 
showed  a specific  gravity  of  1.013,  glucose  trace, 
albumin  3 plus,  and  many  coarse  granular  casts  and 
red  blood  cells  in  the  sediment.  The  hemoglobin 
was  9 Gm.  The  blood  urea  was  150  mg.  per  cent, 
creatinine  was  6 mg.  per  cent,  cholesterol  217  mg. 
per  cent,  serum  albumin  3.3  mg.  per  cent,  and  2.8  mg. 
per  cent  globulin.  The  course  was  characterized  by 
sugar-free  urines  despite  no  insulin  therapy.  The 
bloody  diarrhea  continued;  three  days  later  the 
blood  sugar  was  100  mg.  per  cent,  urea  was  348  mg. 
per  cent,  and  blood  carbon  dioxide  content  was  10 
volumes  per  cent.  He  expired  on  December  8,  1949. 
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On  autopsy,  marked  anasarca  was  noted.  The 
heart  weighed  460  Gm.  There  was  only  minimal 
coronary  atherosclerosis;  the  myocardium  had  many 
scattered  focal  areas  of  fibrosis.  There  was  no  evi- 
dence of  coronary  occlusion  or  myocardial  infarction. 
The  aorta  showed  only  a minimal  degree  of  athero- 
sclerosis. Both  kidneys  were  fused  in  a horseshoe 
arrangement,  receiving  an  anomalous  blood  supply 
from  the  renal  arteries  and  the  external  iliacs  below. 
The  renal  arteries  showed  very  marked  arterioscle- 
rotic changes.  The  kidney  cortex  was4mm.  inthick- 
ness  and  the  capsule  stripped  with  difficulty,  leaving 
a granular  surface.  Sections  showed  marked  ar- 
teriolosclerosis  and  marked  intercapillary  glomerulo- 
sclerosis as  described  by  Kimmelstiel  and  Wilson. 

Several  thoracic  and  lumbar  sympathetic  ganglia 
were  studied.  No  evidence  of  present  or  past  dis- 
ease was  found,  and  the  blood  vessels  in  the  sections 
were  normal.  The  intercostal  nerves  showed  some 
patchy  demyelinization.  Unfortunately,  the  brain, 
spinal  cord,  and  pituitary  were  not  examined.  The 
pancreas  weighed  110  Gm.  and  showed  numerous 
islands  of  Langerhans  with  normal  appearance. 
The  autopsy  diagnosis  was  (1)  intercapillary  glo- 
merulosclerosis, (2)  congenital  horseshoe  kidney, 
(3)  arteriosclerosis  of  the  renal  arteries,  (4)  fibrinous 
pericarditis,  (5)  cardiac  hypertrophy  and  dilatation, 
(6)  pulmonary  edema,  and  (7)  chronic  passive  con- 
gestion of  liver  and  spleen. 

Comment 

Although  many  aspects  of  this  patient’s  illness 
are  worthy  of  discussion,  only  two  problems  will 
be  discussed,  namely,  the  orthostatic  hypotension 
and  the  possible  effects  of  salt  therapy  in  con- 
tributing to  the  final  outcome. 

Diabetic  Orthostatic  Hypotension. — Since  Brad- 
bury and  Eggleston  first  described  the  syndrome 
of  postural  or  orthostatic  hypotension  in  1925, 
more  than  one  hundred  such  cases  have  been  re- 
ported.1 The  literature  has  been  summarized  by 
Spingarn  and  Hitzig  and  more  recently  by  Yuskis 
and  Griffith.2’3  Two  theories  concerning  its 
mechanism  have  been  proposed.  The  earlier 
concept  attributed  the  orthostatic  hypotensive 
effects  to  a defective  vasoconstriction  on  the  ar- 
terial side,  and  for  this  reason  it  was  difficult  to  keep 
the  blood  pressure  up.  Stead  and  Ebert  believed 
that  there  was  normally  a response  of  the  sym- 
pathetic nervous  system  to  a dependent  pooling  of 
blood  which  occurred  in  the  erect  position  and 
that  this  reflex  was  defective  in  patients  with 
orthostatic  hypotension.4  More  recent  studies 
by  Mac  Lean  et  al.  showed  that  the  syndrome  is  due 
to  a decreased  return  of  venous  blood  to  the  heart 
secondary  to  a pooling  of  blood  on  the  capillary- 
venous  side  in  the  erect  position.6 

Thus,  orthostatic  hypotension  has  been  de- 
scribed in  a variety  of  diseases  in  which  such  pool- 
ing can  take  place.  Chief  among  its  causes  have 
been  neurologic  conditions  including  tabes  dor- 
salis, combined  system  disease,  disseminated 


sclerosis,  syringomyelia,  polioencephalitis,  and 
hypothalamic  disease.  It  is  a common  compli- 
cation following  sympathectomy  for  hyperten- 
sion. In  addition  to  these,  postural  hypotension 
has  been  found  in  a variety  of  endocrine  diseases 
including  Simmond’s  disease,  Addison’s  disease, 
diabetes  insipidus,  and  exophthalmic  goiter. 

A patient  with  diabetes  who  developed  Sim- 
mond’s disease  was  recently  reported  by  Feldman 
et  al.  to  have  severe  orthostatic  hypotension.6 
Such  cases  are  extremely  rare.  Although  Ellis 
and  Haynes  first  described  a diabetic  with  post- 
ural hypotension  in  1936,  it  remained  for  Rundles 
in  1945  to  establish  that  this  syndrome  was 
usually  a sequel  of  diabetic  neuropathy.7’8  The 
latter  found  eight  such  cases  among  125  patients 
with  diabetic  neuritis.  He  pointed  out  that  dia- 
betic orthostatic  hypotension  occurs  chiefly  in 
patients  who  have  completely  neglected  therapy 
for  varying  periods  of  time.  It  occurs  at  any  age 
and  bears  no  relationship  to  the  degree  of  vascular 
damage  which  is  present.  All  patients  with  this 
syndrome  have  accompanying  signs  and  symp- 
toms of  neuritis,  and  the  majority  show  evidence 
of  sympathetic  nervous  system  involvement. 
Thus,  Rundles  found  diarrhea,  atonic  bladders, 
abnormal  pupillary  reactions  including  Argyle- 
Robertson  pupils,  absent  sweating  of  the  feet,  and 
sexual  impotence  in  males  in  the  majority  of 
cases.  The  case  presented  here  showed  no  evi- 
dence of  endocrine  disease  other  than  diabetes 
mellitus.  The  decreased  insulin  sensitivity  pre- 
cluded pituitary  hypofunction,  and  autopsy  re- 
vealed no  evidence  of  adrenal  disease.  He 
demonstrated  all  the  involvements  of  the  sym- 
pathetic nervous  system  described  by  Rundles 
with  the  exception  of  the  bladder  disturbance 
w’hich  was  not  studied  cystometrically. 

Although  the  postmortem  examination  was 
made  over  five  years  after  the  symptoms  of  ortho- 
static hypotension  wrere  present,  it  was  hoped  that 
some  evidence  of  past  disease  in  the  sympathetic 
dorsal  and  lumbar  ganglia  might  be  found.  No 
such  evidence  was  seen  anatomically.  The 
smaller  blood  vessels  supplying  the  ganglia 
seemed  normal,  eliminating  the  possibility  of  a 
vascular  etiology.  Unfortunately  the  brain  and 
spinal  cord  were  not  examined. 

Treatment  of  orthostatic  hypotension  has  been 
reported  successful  with  sympathicomimetic 
drugs  such  as  ephedrine  sulfate,  Benzedrine  sul- 
fate, and  Paredrine.  It  has  been  shown  that 
these  drugs  cannot  influence  the  defective  sym- 
pathetic reflex  in  these  patients,  but  in  many 
cases  they  can  increase  the  general  level  of  the 
blood  pressure  so  that  the  drop  on  changing  posi- 
tion does  not  reach  the  critical  level  at  which  cere- 
bral symptoms  occur.  In  our  patient  Benzedrine 
and  ephedrine  had  no  effect.  Nor  did  thiamine 
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chloride  seem  to  influence  the  course  in  five  weeks. 
There  was,  however,  some  improvement  after  the 
head  of  the  bed  was  raised  36  inches  and  large 
quantities  of  sodium  chloride  were  given.  The 
patient  was  able  to  go  about  with  very  few  symp- 
toms three  weeks  after  he  started  sleeping  in  a 
“head-up”  bed  and  his  diet  was  arranged  to  con- 
tain 25  to  30  Gm.  of  sodium  chloride.  After  five 
weeks  of  diabetic  control,  he  had  a sufficient  re- 
covery to  return  to  work. 

Evolution  of  Vascular  Damage  Following  a High 
Salt  Intake. — The  postmortem  findings  in  this  pa- 
tient were  definite;  the  smaller  vessels  on  the 
arterial  side  were  chiefly  involved.  The  inter- 
capillary glomerulosclerosis  was  particularly  se- 
vere. These  small  vessel  lesions,  particularly  in 
the  eyes  and  kidneys,  are  now  recognized  as  spe- 
cific complications  of  diabetes  mellitus.  Athero- 
sclerosis, which  is  another  complication  of  dia- 
betes, is  not  specific  for  the  disease;  it  was  mini- 
mal in  our  patient. 

The  older  school  of  clinicians  viewed  these 
“small  vessel”  lesions  in  diabetes  as  due  to  hyper- 
glycemia. Recently  this  view  has  been  assailed, 
and  in  this  patient  such  would  not  seem  to  be  the 
case.  During  1945  and  1946,  this  patient’s  dia- 
betes mellitus  was  under  good  control  for  the  most 
part.  The  urines  were  practically  always  free  of 
glucose,  and  his  tolerance  for  carbohydrates  was 
improving.  The  latter  was  evidenced  by  the  re- 
duction in  insulin  requirements  necessitated  by 
the  feeling  of  excessive  hunger  on  arising  and  by 
repeated  normal  blood  sugars.  There  were  no 
major  insulin  reactions.  In  the  face  of  this 
marked  improvement  in  diabetic  control  over  the 
previous  twenty  years,  within  an  extremely  short 
period  of  time  (a  matter  of  weeks),  the  patient  de- 
veloped in  1947  a progression  of  moderate  retino- 
pathy to  a retinitis  proliferans,  cardiac  angina, 
and  the  onset  of  hypertensive  renal  disease.  The 
rapidity  of  the  development  and  the  severity  of 
the  complications  amazed  the  attending  physi- 
cians who  had  followed  him  so  closely  for  so  many 
years.  The  course  resembled  the  crumbling  of 
Holmes’s  “wonderful  one  horse  shay.” 

It  was  during  this  time  that  it  was  learned  that 
the  salt  intake  had  been  maintained  at  a con- 
stantly high  level  (25  to  30  Gm.  daily)  for  over 
two  and  one-half  years.  At  no  time  previously 
on  the  follow-up  clinic  visits  during  that  period 
were  hypertension,  edema,  evidence  of  cardiac 
failure,  or  evidences  of  excess  circulatory  fluid 
volume  found  clinically.  Naturally,  speculation 
arose  concerning  the  possible  influence  of  the 
High  salt  intake  on  the  development  of  the  small 
vessel  lesions. 

Many  different  species  of  animals — partially 
nephrectomized  dogs,  goats  and  sheep,  chickens, 
and  rats — have  shown  vascular  damage  or  kidney 


injur}’  following  salt  administration  given  experi- 
mentally.9-16 We  have  found  no  other  experi- 
ment in  man  such  as  represented  by  this  case. 

The  mechanism  by  which  salt  produces  renal 
and  vascular  injury  has  been  differently  inter- 
preted. Several  workers  have  demonstrated  that 
excess  salt  in  chickens  produced  hypertension 
which  in  turn  leads  to  renal  and  vascular  dam- 
age.13,14 On  the  other  hand,  Selye’s  series  of  ex- 
periments suggest  a different  mechanism,  namely, 
that  the  administration  of  excess  sodium  chloride 
sensitizes  animals  to  the  development  of  renal  and 
vascular  lesions;  nephrosclerosis,  nephritis,  peri- 
arteritis nodosa  and  hypertension  follow  a variety 
of  nonspecific  stimuli  in  such  salt-sensitized  ani- 
mals (the  general  adaptation  syndrome).15  This 
author  has  shown  that  partial  kidney  insufficiency 
(produced  experimentally  by  unilateral  nephrec- 
tomy) further  enhances  the  development  of  these 
vascular  complications.  Testosterone  helps  to 
combat  the  specific  damaging  agents  so  that  fe- 
male animals  are  best  employed  in  experiments. 

All  the  factors  mentioned  by  Selye  were  present 
in  our  patient : the  high  salt  intake,  large  doses  of 
insulin  insuring  sodium  chloride  retention,  loss  of 
male  sexual  potentia,  and  slight  renal  impairment 
at  the  onset.  There  was  no  hypertension  during 
the  period  of  high  salt  intake.  Furthermore,  the 
patient’s  history  revealed  that  just  one  week  pre- 
vious to  the  acceleration  of  the  vascular  damage 
that  occurred  so  rapidly,  he  had  been  extremely 
emotionally  “upset”  by  two  sudden  deaths  in  his 
immediate  family.  Although  he  was  emotionally 
affected,  these  tragedies  did  not  interfere  with  the 
patient’s  care  of  his  diabetic  regimen. 

In  this  patient,  the  chain  of  events  which  led  to 
rapid  and  progressive  changes  over  a short  period 
of  time  in  the  vascular  system  of  the  eyes,  heart, 
and  kidneys  provokes  much  thought.  The  good 
diabetic  control  prior  to  the  sudden  downhill 
course  and  the  absence  of  hypertension  preclude 
these  factors  as  etiologic  agents.  The  prolonged 
high  salt  intake  followed  by  a severe  emotional 
upset  closely  parallels  the  pattern  experimentally 
created  in  Selye’s  animals  which  leads  to  a gen- 
eralized vascular  damage. 

To  test  this  hypothesis,  24  alloxanized  rats  with 
definitely  established  glycosuria  were  constantly 
kept  under  partial  diabetic  control  with  0.25  unit 
of  protamine  zinc  insulin  daily.  After  two  weeks, 
the  animals  were  unilaterally  nephrectomized. 
Upon  recovery  from  the  operation,  they  were  di- 
vided into  three  groups,  one  receiving  salt  in  the 
drinking  water,  one  receiving  desoxycorticoster- 
one,  and  the  third  group  getting  both  salt  and  des- 
oxycorticosterone.  The  animals  were  sacrificed 
after  twenty-one  days.  The  kidney  sections  re- 
viewed for  us  by  Dr.  Jean  Oliver  showed  no 
pathologic  changes. 
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Experimental  evidence  is  lacking  to  allow  a 
definite  opinion  to  be  made  concerning  the  role 
that  high  salt  intake  might  play  in  the  genesis  of 
the  diabetic  vascular  lesions  in  this  patient. 
Further  experimental  work  is  planned  with  other 
steroids  being  used  in  diabetic  animals  receiving  a 
high  salt  diet.  Until  results  are  obtained,  we 
cannot  say  wrhether  the  high  salt  intake  in  this 
case  actually  played  a role. 

Summary 

1.  A patient  with  orthostatic  hypotension  due 
to  diabetic  neuropathy  is  presented.  Several  dor- 
sal and  lumbar  sympathetic  ganglia  examined 
microscopically  five  years  later  were  normal. 

2.  Treatment  with  large  doses  of  salt  con- 
trolled the  hypotension;  it  did  not  produce  hyper- 
tension. 

3.  Following  high  salt  therapy  over  a long 
period  of  time,  an  emotional  upset  precipitated  an 
exacerbation  of  severe  “small  vessel”  damage  in 
the  eyes,  heart,  and  kidney. 

4.  The  clinical  course  of  this  patient  suggested 
that  the  high  salt  intake  influenced  the  vascular 


damage  in  a manner  seen  in  Selye’s  adaptation 
syndrome.  However,  limited  experimental  stu- 
dies with  high  salt  diets  in  diabetic  rats  did  not 
bear  this  out. 
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LIPOTROPIC  SUBSTANCES  FOR  THE  ABSORPTION  OF  VITREOUS 
OPACITIES 


Harry  Eggers,  M.D.,  New  York  City 
{From  St.  Luke’s  Hospital) 

MOST  instances  of  vitreous  opacities  or  of 
vitreous  clouding  are  presumed  to  be  the 
result  of  transudation,  cellular  infiltration,  or 
hemorrhage  from  the  retina.  A variable  amount 
of  partial  liquefaction  of  the  gel  usually  accom- 
panies the  extravasation  or  infiltration,  possibly 
because  of  the  presence  of  toxins,  or  more  likely 
because  of  a change  of  electrolyte  and  hydrogen 
concentration  in  and  about  the  hydrophilic  gel. 
The  liquefaction  of  the  vitreous  gel,  by  itself, 
results  in  the  formation  of  endogenous  particles 
and  strands  of  coagulated  vitreous  proteins  and 
adds  to  the  clouding  produced  by  the  adventitious 
cells  and  fluids.  In  high  myopia  there  seems  to 
be  an  inherent  tendency  of  the  vitreous  to-liquefy, 
possibly  because  of  an  inability  to  expand  suffi- 
ciently to  fill  the  enlarged  cavity. 

Patients  who  are  apparently  in  good  health 
often  present  themselves  with  white  (noninjected) 
eyes  in  which  vitreous  floaters  have  appeared 
rather  suddenly.  In  most  instances  no  spot  of 
choroidal  or  retinal  inflammation  can  be  seen 
with  the  ophthalmoscope.  It  is  necessary,  there- 
fore, to  postulate  an  area  of  inflammation  either 
in  the  anterior  part  of  the  fundus  beyond  the 
limit  of  visibility  with  the  ophthalmoscope  or 
in  the  ciliary  body.  Occasionally  a few  posterior 
corneal  deposits  can  be  found  with  the  slit  lamp; 
this  condition  favors  an  anterior  uveal  location 
for  the  invisible  area  of  inflammation. 

It  is  my  belief  that  these  vitreous  opacities, 
when  not  associated  with  apparent  constitu- 
tional diseases,  are  the  result  of  recent  or  pres- 
ent, low-grade,  often  intermittently  active, 
focal  infection.  The  blood  count  almost  always 
will  be  within  normal  limits,  but  occasionally 
the  blood  sedimentation  rate  will  show  an  in- 
creased tendency  of  the  erythrocytes  to  settle, 
and  one  then  can  insist  that  either  focal  or  sys- 
temic infection  must  be  present.  I am  inclined 
to  agree  with  the  older  writers  who  favored  the 
teeth  and  tonsils  as  the  most  likely  places  for  focal 
infection  although,  of  course,  any  organ  may  be 
implicated.  In  connection  with  the  latter,  one 
occurrence  comes  to  mind.  A patient  suffered 
from  severe,  progressive,  bilateral  clouding  of  the 
\itreous  which  did  not  begin  to  subside  until  an 
unrecognized,  painless  pus  blister  beneath  a toe 
nail  was  drained. 

In  addition  to  advising  the  elimination  of  any 
discoverable  focus  of  infection,  if  feasible,  and  the 
treatment  of  any  known  systemic  infections  (as, 
for  example,  syphilis,  tuberculosis,  or  chronic 


brucellosis),  the  ophthalmologist  should  attempt 
to  influence  the  absorption  or  regression  of  vitre- 
ous infiltrates  and  opacities.  Iodine  and  mer- 
cury in  various  forms  long  have  been  prescribed 
for  this  purpose,  but  the  results  have  been  disap- 
pointing. Local  treatment  with  heat  and  Dionin 
are  worthless  in  my  opinion.  Quite  by  accident, 
while  prescribing  the  lipotropic  substances,  cho- 
line, inositol,  and  methionine,  for  sclerosis  of  the 
choriocapillaris  with  resultant  macular  degen- 
eration, I discovered  that  these  substances  can 
cause  considerable  clearing  of  vitreous  opacities 
in  some  people.  At  first  I was  inclined  to  regard 
this  effect  merely  as  a coincidence,  but  after  three 
years  of  experience  in  prescribing  them,  1 am  con- 
vinced that  in  a substantial  percentage  of  cases 
of  vitreous  clouding  or  opacities,  the  ingestion  of 
lipotropic  substances  definitely  promotes  the 
disappearance  of  the  clouding  and  the  absorption 
of  the  smaller  opacities.  Although  large  strands 
and  fibrillae  usually  do  not  disappear,  frequently 
they  shrink  somewhat.  On  rare  occasions,  even 
the  large  floaters  disappear.  Not  all  patients 
respond  to  lipotropic  substances,  especially  not 
those  with  active  focal  or  constitutional  infection. 

The  optimum  dosage  is  unknown  to  me.  I have 
been  prescribing  approximately  1 Gm.  in  com- 
bination three  times  daily  after  meals.*  As  far 
as  I know  there  are  no  deleterious  side-effects. 
To  the  contrary,  it  was  interesting  to  me  to  hear 
several  patients  report  that  their  symptoms  of 
substernal  oppression  had  been  ameliorated  after 
they  had  taken  the  lipotropic  medication.  I 
have  no  knowledge  of  the  mode  of  action  of  lipo- 


* Various  proprietary  preparations  are  available.  I have 
used  chiefly  the  two  following  products,  and  I also  have 


written  a direct  prescription  of  my  own. 

1.  Methischol  capsules  (U.S.  Vitamin  Corp.) 

Each  capsule  contains: 

Choline  dihydrogen  citrate 277  mg. 

dl-Methionine 112  mg. 

Inositol 83  mg. 

plus  B complex  factors  from  4 mg.  of  liver. 

2.  Lipozyme  tablets  (Barrows  Chemical  Corp.) 

Each  tablet  contains: 

Choline  dihydrogen  citrate 450  mg. 

dl-Methionine 225  mg. 

Inositol 225  mg. 

My  own  prescriptions  are  for  capsules,  each  to  contain: 

Inositol 200  mg. 

Choline  dihydrogen  citrate 150  mg. 

dl-Methionine 150  mg. 


Two  capsules  or  tablets  are  to  be  taken  three  times  a day 
after  meals. 

Since  methionine  is  believed  to  be  converted  into  choline 
by  the  liver,  a capsule  or  tablet  containing  1/2  Gm.  of  equal 
amounts  of  choline  and  inositol  probably  would  be  just  as 
effective. 
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tropic  substances  on  vitreous  opacities.  When 
these  substances  are  effective,  the  vitreous  clears 
to  a greater  extent  and  at  a much  more  rapid  rate 
than  is  possible  spontaneously. 

Case  Reports 

A few  brief,  condensed  case  histories  are  given. 

Case  1. — W.  W.,  a seventy-five-year-old  white 
man,  presented  himself  on  February  4,  1949,  because 
of  a diffuse  clouding  of  the  vitreous  of  the  right  eye 
with  a small  number  of  fairly  large  floaters.  Vision 
was  reduced  to  20/50  with  correction.  Lipotropic 
medication  was  prescribed.  He  took  this  for  two 
months.  He  was  not  seen  again  until  December  6, 
1950  when  he  came  for  refraction.  The  vitreous 
of  the  right  eye  looked  perfectly  clear  and  no  floating 
opacities  could  be  seen.  Vision  was  20/30  with 
the  original  correction,  and  a newer  one  brought  it 
up  to  20/20. 

Case  2. — M.  M.,  seventy-year-old  white  woman 
with  bilateral  aphacia,  came  because  the  left  eye  was 
blurred  and  inflamed.  The  nasal  pillar  of  the  iri- 
dectomy coloboma  was  slightly  prolapsed  beneath 
the  conjunctiva  which  was  raised  to  form  a small 
bleb.  The  surrounding  conjunctival  area  was 
strongly  injected.  The  vitreous  was  very  cloudy  and 
the  best  obtainable  vision  was  20/70  minus.  Local 
antiseptics  (bacitracin  and  sodium  sulfacetimide) 
cleared  the  infection  in  the  area  of  the  bleb.  The 
patient  then  took  lipotropic  substance  for  two 
months.  By  the  end  of  this  time  the  vitreous  had 
c leared  sufficiently,  and  vision  had  improved  to 
20/40  with  the  same  correction.  She  continued 
with  the  medication,  and  six  months  later  the 
vitreous  looked  perfectly  clear  and  vision  could  be 
brought  up  to  20/20  minus. 

Case  3. — R.  B.,  an  eighty-year-old  white  woman, 
had  an  aphacic  right  eye  in  which  the  vitreous  was 
filled  with  hemorrhage.  The  fundus  could  not  be 
seen  even  faintly.  She  suffered  from  long-standing 
hypertension  and  had  had  a coronary  thrombosis 
six  months  previously.  The  left  eye  had  a mature 
senile  cataract,  and  consequently  she  had  to  be  led 
about.  Lipotropic  medication  was  prescribed,  and 
four  months  later  the  right  eye.  had  cleared  suffi- 
ciently to  permit  a dim  view  of  the  fundus  and  cor- 


rection of  vision  to  20/200.  Also,  the  patient  could 
walk  about  unaided.  Lipotropic  substances  were* 
continued,  and  seven  months  after  the  second  visit, 
the  vitreous  was  entirely  clear.  Vision  could  be 
corrected  to  20/100.  The  nerve  head  was  seen  to 
be  partially  atrophic. 

Case  4- — J.  H. , a sixty-two-year-old  white  man,  had 
bilateral  high  myopia  (over  20  diopters)  with  early 
nuclear  cataracts,  and  the  right  eye  was  blind  from 
an  old  retinal  detachment.  He  came  because  of 
numerous  floating  vitreous  opacities  of  all  sizes  and 
shapes.  After  taking  lipotropic  medication  for  six 
months,  he  reported  that  practically  all  the  floaters 
had  disappeared.  The  ophthalmoscope  showed  a 
material  decrease  in  the  number  of  floating  vitreous 
opacities. 

Case  5. — E.  D.,  a seventy-five-year-old  w’hite 
woman,  had  suddenly  lost  all  vision  in  the  left  eye 
except  light  perception  during  a vomiting  spell 
that  had  occurred  three  months  previously.  Ex- 
amination showed  the  vitreous  to  be  filled  with 
hemorrhage.  Lipotropic  medication  was  pre- 
scribed. Seven  months  later,  the  first  time  the 
patient  was  seen  after  the  initial  visit,  vision  had 
improved  to  20/50  with  correction,  and  the  fundus 
could  be  seen  through  a slight  haze. 

Case  6. — G.  D.,  a sixty-year-old  white  woman, 
came  because  of  the  sudden  appearance  of  spots 
before  her  left  eye.  Ophthalmoscopic  examination 
showed  the  presence  of  many  large  and  small  floaters 
in  the  vitreous  of  the  left  eye,  and  a few  fine  opaci- 
ties in  the  right  eye.  Blood  sedimentation  rate  was 
normal.  Lipotropic  substances  were  prescribed, 
and  after  six  weeks,  all  of  the  floaters  were  gone. 

Case.  7.- — H.  W.,  a fifty-five-year-old  white  woman, 
complained  of  movable  spots  before  the  eyes,  par- 
ticularly the  left  eye.  The  vitreous  of  the  right 
eye  was  found  to  contain  a number  of  small  floating 
opacities,  while  that  of  the  left  contained  many  of 
all  sizes  including  one  giant-sized  one  that  looked 
like  a Rorschach  character.  After  the  patient  had 
taken  lipotropic  substances  for  five  months,  the 
right  eye  became  entirely  clear  while  the  left  showed 
only  three  or  four  medium-sized  floaters,  possibly 
the  remnants  of  the  very  large  one. 
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TREATMENT  OF  AMEBIASIS  WITH  BACITRACIN 


In  the  opinion  of  the  authors,  results  with  oral 
administration  of  bacitracin  to  51  patients  with 
amebiasis  of  varying  degrees  of  severity  justify  the 
conclusion  that  this  drug  is  an  effective  agent  in 
terminating  acute  attacks  of  amebic  colitis.  In 
eight  severe  cases  there  was  complete  clinical  re- 
covery, healing  of  ulceration,  and  disappearance  of 
amebas,  although  in  one  of  these  parasitic  and  clini- 
cal relapse  occurred  nine  months  after  completing 
therapy.  Although  there  was  parasitic  relapse 
varying  from  five  days  to  a year  in  three  others, 
t here  was  no  evidence  of  clinical  activity.  The  other 
13  cases  were  either  mildly  symptomatic  or  asympto- 


matic prior  to  treatment.  After  one  or  more  courses 
of  bacitracin,  80  per  cent  were  apparently  cured. 
Probability  of  cure  from  a single  course  is  66  per  cent. 
Also,  toxicity  from  oral  administration  is  negligible, 
and  its  use  alone  or  in  combination  with  other 
amebicidal  drugs  should  increase  probability  of  suc- 
cessful treatment.  The  authors  point  out  that  the 
disappearance  of  enterococci  and  clostrida  during 
bacitracin  therapy  may  indicate  an  important  re- 
lationship between  these  organisms  and  the  amebas. 
—Harry  Most , M.D.,  ./.  IF.  Miller , M.D.,  E.  B. 
Grossman,  M.D.,  and  Neal  Conan,  M.D.,  Journal  of 
the  American  Medical  Association,  July  1,  1950 


EFFECT  OF  INSULIN  AND  GLUCOSE  IN  CHRONIC  LYMPHATIC 
LEUKEMIA 

Leo  Gitman,  M.D.,  Elliot  A.  Levine,  M.D.,  David  H.  Appelman,  M.D.,  and  Mendel 
Jacobi,  M.D.,  F.A.C.P.,  Brooklyn,  New  York 

( From  the  Endocrine  Laboratory , Departments  of  Laboratories  and  Medicine,  Beth-El  Hospital) 


THE  intimate  relationship  between  adrenocor- 
tical function  and  lymphoid  tissue  has  been 
demonstrated.1  Lysis  of  lymphocytes  and  atro- 
phy of  lymphoid  tissue  has  been  achieved  by  ad- 
ministration of  ACTH.2  This  response  of  lym- 
phoid tissue  which  has  been  observed  in  the  “gen- 
eral adaptation  syndrome”  is  believed  to  be  due 
to  the  action  of  the  1 1-oxysteroid  compounds 
secreted  by  the  adrenal  cortex  as  a result  of  stim- 
ulation by  ACTH.3 

Insulin  has  been  shown  to  be  one  of  the  many 
substances  which  produce  hypertrophy  and  in- 
creased secretion  of  the  adrenal  cortex.4'6  It 
was,  therefore,  considered  of  theoretic  importance 
to  determine  the  effect  of  insulin  and  glucose  on 
the  lymphocytes  of  the  peripheral  blood  in  a case 
of  chronic  lymphatic  leukemia. 

Case  Report 

The  patient,  a sixty-eight-year-old  white  male,  was 
admitted  from  the  outpatient  department  because 
of  hepatosplenomegaly. 

The  patient  gave  a history  of  intermittent  cough 
of  approximately  three  years  duration.  Prior  to 
admission  there  was  intensification  of  the  cough 
with  progressive  weakness. 

Physical  examination  showed  an  elderly  white 
male,  not  acutely  ill,  lying  flat  in  bed.  Blood  pres- 
sure was  140/80,  temperature  100.2  F.,  pulse  86, 
and  respirations  24.  Lymph  nodes  were  palpable 
and  moderately  enlarged  in  the  supraclavicular  fos- 
sae, posterior  cervical  chain,  and  both  axillae.  The 
heart  was  enlarged  to  the  left  extending  just  beyond 
the  midclavicular  line.  Rhythm  was  regular.  A 
grade  II  systolic  murmur  was  heard  at  the  apex  with 
faint  transmissions  to  the  pulmonic  area.  The 
chest  was  barrel-shaped  but  otherwise  normal  except 
for  an  occasional  wheeze  bilaterally.  The  abdomen 
was  protuberant,  but  no  signs  of  fluid  were  elicited. 
The  liver  edge  was  palpable  one  finger’s  breadth 
below  the  costal  margin  in  the  midclavicular  line. 
A large,  firm,  nontender  mass  was  palpable  in  the 
left  upper  quadrant  and  extended  down  to  the  um- 
bilicus. Rectal  examination  revealed  a firm  pro- 
state gland  somewhat  irregular  in  outline.  The  ex- 
ternal genitals  were  normal. 

Laboratory  data  included  the  following : hemoglo- 
bin 76  per  cent,  red  blood  cells  3,830,000,  coagulation 
time  four  and  one-half  minutes  (capillary),  bleeding 
time  two  minutes,  leucocytes  512,000,  and  differen- 
tial count  98  per  cent  lymphocytes  with  2 per  cent 
segmented  neutrophils,  and  many  blast  forms  and 
smudges.  Hematocrit  reading  was  31  per  cent. 
Examination  of  the  bone  marrow  revealed  a 


TABLE  I. — Effect  of  Insulin  on  Lymphocyte  Counts 


Interval 

After 

Insulin 

Lymphocyte 
Count 
Test  1 
(Cu.  mm.) 

Lymphocyte 
Count 
Test  2 
(Cu.  mm.) 

0 minutes 

436,250* 

450,000* 

15  minutes 

297,500 

295,000 

30  minutes 

421,250 

300,000 

45  minutes 

695,000 

572,000 

60  minutes 

688,750 

480,000 

75  minutes 

737,500 

452,000 

4 hours 

300,000 

273,000 

24  hours 

280,000 

260,000 

28  hours 

370,000 

48  hours 

450,000 

* Average  of  daily  counts  for  four  days  prior  to  teste  was 
427,000  c-u.  mm.  i 


granulocyte/lymphoid  ratio  of  10:90  and  the  pres- 
ence of  Grumlee  cells.  Splenic  and  lymph  node  as- 
piration showed  a morphologic  pattern  typical  of 
chronic  lymphatic  leukemia.  Urine  analysis  was 
negative  except  for  a trace  of  albumin  and  sugar  on 
one  occasion.  Blood  sugar  was  100  mg.  per  cent, 
urea  24.9  to  14.0  mg.  per  cent,  uric  acid  5.2  to  4.0 
mg.  per  cent,  cholesterol  160  mg.  per  cent,  inorganic 
phosphorous  4.5  mg.  per  cent,  albumin-globulin  ra- 
tio 4. 8/0. 9 to  4. 7/3. 2,  and  Mazzini  test  negative. 
The  factor  A for  the  Robinson,  Power,  Kepler  test 
was  25.5,  and  the  urinary  17  ketosteroid  was  8.1  mg. 
in  twenty-four  hours.  The  electrocardiogram  and 
x-rays  of  the  chest  revealed  no  significant  abnormal- 
ities. X-ray  of  the  skull  showed  several  areas  of 
rarefaction  in  the  right  frontal  and  parietal  bones. 
X-ray  of  the  abdomen  showed  the  presence  of  a 
large  mass  in  the  left  upper  quadrant,  probably 
spleen.  The  basal  metabolic  rate  was  plus  50  per 
cent. 

Results. — Consideration  of  the  data  in  Table  I and 
Fig.  1 revealed  a definite  pattern  in  the  effect  of  insu- 
lin, administered  intravenously,  on  the  number  of 
circulating  lymphocytes.  In  the  first  test  a fall  oc- 
curred at  fifteen  minutes  which  was  promptly  fol- 
lowed by  a steep  increase  until  at  seventy-five  min- 
utes a peak  value  was  reached.  The  trend  was  then 
reversed  and  the  number  dropped  to  the  fifteen-min- 
ute level  at  four  hours  and  was  essentially  unchanged 
in  twenty-four  hours.  However,  at  the  end  of  forty- 
eight  hours  the  original  pretest  level  was  attained. 
At  this  time  a repetition  of  the  test  produced  a simi- 
lar sequence  with  the  exception  that  the  secondary 
decrease  occurred  at  forty-five  minutes  rather  than 
at  seventy-five  minutes  and  that  the  peak  value 
was  not  as  great  (Fig.  2). 

Twenty-four  hours  after  the  second  injection  of 
insulin,  when  the  lymphopenic  effect  was  still  pres- 
ent, an  Exton-Rose  test  was  performed  (Fig.  2). 
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This  resulted  in  a further  drop  in  the  number  of  cir- 
culating lymphocytes.  However,  at  five  hours  the 
level  had  risen  above  the  pretest  value  to  approxi- 
mate the  average  control  levels.  The  blood  sugar 
curves  following  insulin  and  glucose  were  normal. 
The  lack  of  correlation  between  the  level  of  lympho- 
cytes and  blood  sugar  values  is  apparent. 

Comment 

Baird  and  Dixon  found  that  the  number  of 
lymphocytes  increased  to  a peak  value  at  two 
hours  following  the  subcutaneous  injection  of  in- 
sulin in  20  schizophrenic  patients.6  The  level 
then  dropped  until  a definite  lymphopenia  was 
established  at  six  hours,  and  a return  to  normal 
occurred  in  nine  hours.  This  curve  is  similar  to 
the  one  obtained  in  the  present  investigation  ex- 
cept for  the  lack  of  an  initial  drop  and  the  inter- 
vals at  which  the  changes  occurred.  The  initial 
drop  in  lymphocytes  observed  by  us  occurred 
in  fifteen  minutes,  which  would  have  been  missed 
by  Baird  et  al.  since  their  counts  were  performed 
at  hourly  intervals.  Another  possible  factor  is 
the  difference  in  the  mode  of  administration 
of  the  insulin,  which  might  also  account  for 
the  different  time  relationships. 

Theoretically,  insulin  should  produce  a rather 
prompt  reduction  of  circulating  lymphocytes,  if  it 
is  acting  as  an  “alarm  agent”  and  causing  stimu- 
lation of  the  pituitary-adrenal  cortex  system  as  is 
seen  following  various  stimuli.  There  are,  how- 
ever, instances  of  stress  producing  a lymphocyto- 
sis rather  than  a lymphopenia.7"9  Although  in 
this  case  of  leukemia  a reduction  of  lymphocytes 
occurs  at  four  hours  and  remains  low  at  least 
twenty-four  hours,  it  is  preceded  by  an  initial 
increase. 

A possible  explanation  may  be  found  in  the 
work  of  Hechter  utilizing  perfusion  experiments 
with  the  isolated  rabbit  spleen.10  He  found  that 
adrenal  cortical  extract  caused  an  increase  in 


circulating  lymphocytes  in  fifteen  minutes  with 
a maximum  in  thirty  to  sixty  minutes.  A sec- 
ondary decrease  ensued  in  about  two  hours. 
This  latter  fall  was  specific  for  adrenal  cortical 
extract  since  it  did  not  occur  following  the  splenic 
discharge  due  to  increased  vascular  pressure  in 
the  perfusion  system.  In  a subsequent  report 
the  work  was  confirmed  using  normal,  adrenalec- 
tomized,  and  splenectomized  animals  exposed 
to  swim  stress.11  The  authors  suggest  that 
adrenal  cortical  extract  causes  a splenic  discharge 
which  results  in  a lymphocytosis,  which  is  then 
reversed  by  destruction  of  the  lymphocytes. 
Thus,  the  changes  observed  in  the  lymphocyte 
response  would  be  the  resultant  of  the  two  oppos- 
ing actions,  i.e.,  splenic  discharge  and  lymphoid 
tissue  destruction. 

One  may  then  postulate  that  insulin  provoked 
an  increase  in  secretion  of  hormones  by  the  adrenal 
cortex  which  in  turn  caused  splenic  discharge 
of  lymphocytes  and  subsequent  destruction. 
The  former  action  would  predominate  in  the  early 
part  of  the  process  until  the  organ  is  emptied, 
and  then  the  destructive  component  would  be- 
come apparent.  After  twenty-four  hours  the 
rate  of  production  of  lymphocytes  would  be  suf- 
ficient to  bring  the  count  gradually  to  the  con- 
trol level  in  forty-eight  hours. 

The  mechanism  of  stimulation  of  the  adrenal 
cortex  by  insulin  is  not  clear.  Selye  was  of  the 
opinion  that  the  hypoglycemia  following  admin- 
istration of  insulin  caused  a compensatory  secre- 
tion of  adrenaline  to  raise  the  blood  sugar.12 
Gellhorn  and  Frank  found  a greater  lymphopenic 
response  to  insulin  in  normal  than  in  adrenomed- 
ullated  animals.13  Zachwer,  observing  the  ef- 
fects of  adrenaline  and  insulin  on  lymph  nodes 
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and  adrenal  glands,  concluded  that  insulin  acts 
through  discharge  of  endogenous  epinephrine.5 
Garrey  and  Bryan  found  that  epinephrine  caused 
a lymphocytosis.8  Preliminary  data  obtained  in 
this  laboratory  indicate  that  Benzodioxane,  an 
adrenolytic  drug,  is  capable  of  preventing  the 
effect  of  insulin  on  the  circulating  lymphocytes. 

It  is  interesting  to  note  that  the  administra- 
tion of  glucose  to  our  patient  produced  a lympho- 
penia despite  the  already  comparatively  low  level 
existing  after  the  administration  of  insulin 
twenty-four  hours  previously.  Elmadjian  and 
Pincus  found  a prompt  lymphopenia  with  re- 
turn to  normal  levels  in  two  to  three  hours  after 
oral  administration  of  50  per  cent  glucose  to 
rats.14  The  same  findings  were  observed  in 
humans.16 

The  seeming  paradox  of  hyperglycemia  and 
hypoglycemia  producing  a reduction  of  the  lym- 
phocyte level  may  be  explained  on  the  basis  of 
both  conditions  stimulating  the  adrenal,  cortex. 
However,  one  must  then  find  an  explanation  for 
the  phase  of  lymphocytosis  which  occurs  in  re- 
sponse to  insulin  but  not  to  glucose. 

The  following  theoretic  scheme  is  suggested. 
The  insulin  causes  secretion  of  endogenous  epine- 
phrine due  to  the  ensuing  hypoglycemia.  The 
epinephrine  stimulates  the  production  of  ACTH, 
which  in  turn  causes  increased  secretion  of  ad- 
renal cortical  steroids.  These  hormones  exert 
their  cytolytic  action  to  produce  a lymphopenia. 
Following  administration  of  insulin,  then,  the 
number  of  circulating  lymphocytes  first  rises  be- 
cause of  epinephrine  stimulated  splenic  discharge 
and  then  falls  because  of  “corticord”  lymphocytol- 
ysis.  On  the  other  hand,  the  elevated  blood  glu- 
cose following  oral  ingestion  would  stimulate 
adrenal  «ortical  secretion  to  produce  only  lympho- 
cytolytic  effects. 

We  are  unable  to  explain  the  initial  drop  in  the 
lymphocyte  count  following  the  injection  of 
insulin,  except  for  the  possibility  of  a shunting 
action  into  a reservoir  (spleen?).  We  feel 


that  this  decrease  occurs  too  soon  after  the 
administration  of  insulin,  is  of  too  great  a magni- 
tude, and  the  subsequent  rise  too  prompt  and 
marked  to  be  explained  on  the  basis  of  a destruc- 
tive process.  This  is  in  contrast  to  the  sustained 
lymphopenic  effect  noted  at  four  hours  and 
which  is  probably  due  to  lymphocytolysis. 

The  mildly  decreased  17-ketosteroid  and  the 
equivocal  result  of  the  Robinson,  Power,  Kepler 
test  point  to  an  adrenal  cortex  which  could  re- 
spond to  stimulation  by  insulin  and  other  agents. 

Summary 

The  effect  of  insulin  and  glucose  on  the  lym- 
phocyte count  in  a case  of  chronic  lymphatic 
leukemia  was  investigated.  Insulin  given  intra- 
venously produced  a triphasic  pattern  of  changes 
in  the  lymphocyte  levels.  There  was  a prompt 
initial  fall  which  was  followed  by  a sharp  rise  and 
again  a sharp  decrease  which  persisted  for  at 
least  twenty-four  hours.  Administration  of  glu- 
cose produced  a further  decrease.  The  theoretic 
considerations  are  discussed. 


We  wish  to  acknowledge  the  technical  assistance  of  Miss 
Edith  Malofsky  and  Miss  B.  Rosen. 
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CONTROL  OF  DISEASE  IN  THE  ARMED  FORCES 


Control  of  disease  in  the  armed  forces  is  now  so 
successful  that  vehicle  accidents  cause  a more  serious 
loss  of  military  manpower,  a University  of  Chicago 
doctor  reported  at  a recent  meeting  of  the  Society 
of  American  Bacteriologists  in  Chicago. 

Comparing  the  present  situation  with  the  typhoid 
of  the  Civil  War,  influenza  in  World  War  I,  and 
malaria  in  World  War  II,  Dr.  Lowell  T.  Coggeshall, 
dean  of  the  University’s  division  of  biological 
sciences,  cited  recent  medical  advances  for  the  fur- 


ther control  of  disease.  He  said,  “We  have  moved 
since  1936  from  an  era  in  which  there  were  practi- 
cally no  satisfactory  methods  of  treatment  for  many 
diseases  until  now  when  many  of  the  previous  killers 
are  regarded  with  relatively  minor  concern.  Several 
of  the  protozoal  infections,  most  of  the  bacteria, 
and  more  recently  the  rickettsial  infections  have 
become  controllable  with  the  antibiotics.  The 
viruses  stand  alone  as  a group  for  which  there  is  no 
satisfactory  treatment.” 


Case  Reports 


THE  USE  OF  POTASSIUM  PERMANGANATE  AS  AN  ABORTIFACIENT 

Simon  Duckman,  M.D.,  and  John  M.  Tortora,  M.D.,  Brooklyn,  New  York 


i From  the  Department  of  Obstetrics  and  Gynecology,  Brooklyn  Hospital,  and  the  State  University  of 
Nexv  York,  State  University  Medical  Center  at  New  York,  College  of  Medicine ) 


A LTHOUGH  potassium  permanganate  has  been 
1 ^ used  by  the  laity  for  producing  abortions,  many 
physicians  are  not  aware  of  the  local  effect  that  it 
produces  in  the  vagina.  McDonough  reviewed  the 
literature  up  to  1945  and  stated  that  with  the  ex- 
ception of  an  article  by  Shull,  no  material  has  ap- 
peared in  the  American  literature  on  this  subject.1’2 
We  have  reviewed  the  Cumulative  Index  from  1940  to 
the  present  and  have  found  no  other  American  re- 
ports. It  is  believed  that  every  practicing  physician 
should  be  acquainted  with  this  method  of  attempting 
to  induce  abortion,  because  otherwise  he  may  un- 
wittingly resort  to  ecbollics  or  actual  curettage  in 
otherwise  healthy  pregnancies.  With  this  in  mind, 
two  cases  arc  being  presented  from  a series  of  five 
seen  by  one  of  the  authors  (S.D.)  in  the  past  three 
years. 

Case  Reports 

Case  1. — M.  M.,  a thirty-five-year-old,  gravida 
3,  Para  2,  white  married  woman,  entered  Brooklyn 
Hospital  on  December  8,  1948,  with  the  chief  com- 
plaint of  vaginal  bleeding  of  one  and  one-half  days 
duration.  This  was  accompanied  by  lower  ab- 
dominal pain  and  the  passage  of  clots  several  hours 
prior  to  admission.  Her  last  menstrual  period  was 
September  27,  1948.  She  admitted  using  Lysol 
douches,  ergotrate,  and  quinine  in  an  attempt  to 
induce  an  abortion.  Finally,  she  placed  several 
potassium  permanganate  tablets  “high  uf)”  in  the 
vagina  and  secured  them  with  tampons.  She  began 
bleeding  on  the  following  day.  The  temperature 
was  99.5  F.,  pulse  90,  respirations  20,  and  the  blood 
pressure  116/74.  The  breasts  were  full  and  tender, 
and  the  abdomen  was  negative.  Examination 
with  a vaginal  speculum  disclosed  three  dark  bluish 
ulcerated  areas  1 to  2 cm.  in  diameter,  confluent  with 
each  other  on  the  anterior  aspect  of  the  vaginal  wall 
near  the  cervix.  The  base  of  the  ulcers  was  inflamed 
and  contained  several  small  bleeding  points,  some 
of  which  w'ere  covered  with  clotted  blood.  The 
vagina  was  cleared  of  a considerable  amount  of  blood 
and  clots.  The  external  os  was  patulous,  but  no 
tissue  was  seen.  Treatment  was  expectant.  Com- 
plete blood  count,  urinalysis,  sedimentation  rate, 
bleeding  and  clotting  time  were  normal.  The 
Wassermann  reaction  was  negative.  Inspection  on 
the  following  day  showed  the  ulcers  to  be  covered 
with  a grayish-black  eschar.  Some  tissue  was 
passed  from  the  uterus  which  was  diagnosed  histo- 
logically as  infected  decidua  and  necrotic  products 
of  conception.  The  patient  improved  steadily  and 
was  discharged  on  the  eighth  day  without  curettage. 
On  the  day  of  discharge  the  ulcers  were  healing. 
The  patient  used  so  many  “adjuvants”  with  the 


potassium  permanganate,  it  is  difficult  to  decide 
which  was  the  agent  responsible  for  the  abortion. 

Case  2. — L.  B.,  a twenty-four-year-old,  single 
Negress,  gravida  2,  Para  1,  was  admitted  to  the 
gynecology  ward  of  the  Brooklyn  Hospital  on  August 
31,  1950,  because  of  moderate  vaginal  bleeding. 
The  patient  stated  that  she  had  been  raped  by  four 
men  on  July  10,  1950.  When  her  period  was  over- 
due on  July  26  by  just  a few  days,  she  took  castor 
oil  and  quinine  which  was  followed  by  staining  for 
three  weeks.  This  was  repeated  and  followed  by 
several  Lysol  douches  in  the  hopes  of  effecting  an 
abortion.  The  patient  admitted  putting  potassium 
permanganate  tablets  in  her  vagina  only  after  we 
noted  the  characteristic  lesions  and  specifically 
questioned  her.  The  tablets,  which  she  was  asked 
to  bring  to  the  hospital  after  her  discharge,  were 
personally  inspected  by  us.  Vaginal  bleeding 
started  several  hours  after  she  used  these  pills. 
There  were  no  abdominal  cramps.  The  patient  did 
not  look  acutely  ill.  Abdominal  examination  was 
negative.  Pelvic  examination  revealed  a parous 
introitus  with  moderate  vaginal  bleeding.  No  ex- 
ternal evidence  of  infection  was  noted.  The  uterus 
was  anterior,  regular,  slightly  enlarged,  and  softer 
than  normal.  The  cervix  felt  soft,  lacerated,  but 
closed,  and  was  tender  to  motion.  The  fomices  ap- 
peared empty.  On  examination  with  a speculum, 
the  cervix  was  found  to  be  moderately  eroded,  but 
the  os  was  closed  and  no  blood  was  seen  coming  from 
it.  However,  there  was  active  bleeding  from  two 
ragged,  deep,  irregular,  punched-out  ulcers  on  the 
right  posterolateral  wall  about  llA  to  2 cm.  in 
diameter.  A slight  eschar  was  noted  at  the  edges 
of  the  craters,  but  the  bases  were  clean  and  con- 
tained multiple  small  bleeding  points.  No  evidence 
of  infection,  acute  or  chronic,  was  present.  Pressure 
on  the  ulcers  slowed  the  bleeding  considerably,  and 
hence  treatment  was  expectant.  Examination  two 
days  later  showed  a progression  of  the  lesions.  They 
were  larger,  confluent,  and  deeper.  Since  the 
bleeding  had  stopped,  saline  douches  were  pre- 
scribed to  remove  any  remaining  potassium  per- 
manganate in  order  to  prevent  further  penetration 
and  extension.  The  blood  count  and  urinalysis  were 
normal,  and  both  the  Wassermann  reaction  and 
dark  field  examination  were  negative.  She  was  dis- 
charged in  five  days,  having  had  no  bleeding  for  three 
days.  Two  weeks  following  discharge  from  the  hos- 
pital, the  ulcers  were  much  smaller,  but  the  preg- 
nancy was  still  apparently  intact.  The  patient  was 
therefore  referred  to  the  prenatal  clinic. 
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TROPICAL  EOSINOPHILIA  VERSUS  LOEFFLER’S  SYNDROME 

Julian  B.  Hoffman,  M.D.,  and  Jacob  Schwartz,  M.D.,  F.A.C.P.,  Brooklyn,  New  York 
( From,  the  Department  of  Medicine,  Reth-El  Hospital) 


T N 1932,  Loeffler  first  reported  five  cases  of  transient 
"*■  pulmonary  infiltrations  associated  with  eosino- 
philia.1  Since  then  there  have  been  many  reports 
dealing  with  the  so-called  “LoefBer  syndrome.”2-4 
While  the  etiology  of  this  syndrome  is  unknown,  it 
has  been  described  in  association  with  many  proto- 
zoan and  bacterial  infections,  as  well  as  bronchial 
asthma.2-4  In  1940,  Frimodt-Moller  and  Barton 
reported  175  cases  of  pseudotuberculous  pulmonary 
infiltrations  and  eosinophilia.6  Since  then  there 
have  been  a number  of  reports  of  similar  cases  gen- 
erally referred  to  as  eosinophilic  pneumonia  or 
tropical  eosinophilia.6-10  This  syndrome  has  been 
differentiated  from  Loeffler’s  on  several  points: 

1.  All  the  patients  with  tropical  eosinophilia  have 
lived  in  the  tropics,  the  great  majority  in  coastal 
India. 

2.  The  course  of  tropical  eosinophilia  is  usually 
prolonged  over  months  and  even  years  rather  than 
one  to  two  weeks  as  in  Loeffler’s.  In  addition,  the 
patient  is  usually  sick,  the  majority  having  fever 
with  persistent  cough,  asthmatic  attacks,  and  weight 
loss,  whereas  in  Loeffler’s  syndrome,  as  he  originally 
emphasized,  the  patient  has  little  if  any  constitu- 
tional reaction. 

3.  The  eosinophilia  is  usually  greater  in  tropical 
eosinophilia.  The  white  blood  count  varies  from 
15,000  to  30,000  per  cu.  mm.  with  eosinophils 
amounting  to  40  to  90  per  cent  of  the  leukocytes 
(eosinophils  totaling  5,000  to  25,000  per  cu.  mm.). 
In  Loeffler’s  disease  the  white  blood  count  is  10,000 
to  12,000,  eosinophils  constituting  10  to  90  per  cent 
of  the  total  and  amount  to  from  1,500  to  1,800  per 
cu.  mm. 

4.  Arsenical  treatment  has  been  reported  to  be 
specific  for  tropical  eosinophilia,  while  it  is  ineffective 
in  Loeffler’s.0 

We  wish  to  report  a case  which  presents  features 
of  both  Loeffler’s  syndrome  and  tropical  eosino- 
philia, raising  some  question  as  to  the  actual  dividing 
line  between  the  two  conditions. 

Case  Report 

B.  G.,  fifty-year-old  Jewish  housewife,  was  ad- 
mitted to  the  Beth-El  Hospital  on  May  7,  1949, 
with  a chief  complaint  of  cough  and  fever  of  four 
months  duration. 

The  patient  had  lived  in  Brooklyn  for  twenty 
years.  For  the  past  seven  years  she  had  worked  as  a 
waitress  in  the  Catskill  Mountains  in  the  summer  and 
in  Florida  in  the  winter.  Eight  months  previously  she 
had  gone  to  Florida  as  usual  and  was  perfectly  well 
until  four  months  prior  to  admission.  At  that  time 
she  “caught  cold”  with  symptoms  of  cough  and 
dyspnea.  The  cough  was  productive  of  white 
phlegm.  The  dyspnea  was  associated  with  whistling 
noises  in  the  chest  but  was  unrelated  to  effort. 
There  was  no  fever  at  the  time,  and  the  patient  con- 
tinued to  work  despite  increasing  fatigue.  Despite 
daily  inhalation  treatments  by  a local  physician 
symptoms  persisted.  Three  weeks  after  onset  the 


patient  developed  pleural  pain.  One  week  later, 
on  February  14,  1949,  a local  physician  took  a chest 
x-ray  and  admitted  the  patient  to  the  hospital  with 
a diagnosis  of  pneumonia. 

In  the  hospital  the  patient  ran  a febrile  course. 
The  physical  findings  were  those  of  pneumonia. 
The  white  blood  count  ranged  between  18,000  and 
28,000  with  up  to  62  per  cent  eosinophils.  Treat- 
ment consisted  of  penicillin  injections,  at  first  every 
three  hours,  then  twice  daily,  and  finally  once  daily. 
The  chest  pain  and  fever  subsided,  and  the  patient 
was  discharged  in  two  weeks.  She  continued  to  run 
a low-grade  fever  at  home.  After  several  weeks  she 
became  ambulatory  but  did  not  return  to  work. 
There  were  no  respiratory  symptoms,  but  the  pa- 
tient continued  to  tire  easily.  Fever  recurred,  and 
on  April  16,  1949,  the  patient  developed  a nonpro- 
ductive cough.  Although  slight,  it  was  persistent, 
causing  the  patient  to  return  to  New  York  City  on 
May  2,  1949.  Enroute  she  continued  to  run  a fever 
and  upon  arrival  consulted  one  of  us  (J.S.)  who  ad- 
vised hospitalization.  While  waiting  to  be  admitted 
to  the  hospital,  the  patient’s  temperature  ranged 
from  101  to  103  F.,  although  she  received  penicillin 
daily  and  therapeutic  doses  of  sulfa. 

The  systemic  review  on  admission  to  the  hospital 
was  unrevealing.  There  were  no  muscle  or  joint 
pains.  The  patient  had  had  no  bowel  disturbance. 

The  past  history  was  negative  for  allergy  by  name 
or  symptoms. 

Family  history  including  parents  and  six  siblings 
was  also  negative  for  allergy. 

Physical  Examination. — The  patient  was  a well  de- 
veloped, well-nourished,  sun-tanned  adult,  not  ap- 
pearing acutely  ill.  The  temperature  was  100.6  F., 
pulse  86,  respirations  32,  and  blood  pressure  130/70. 
The  positive  findings  were  limited  to  the  chest.  The 
thoracic  cage  was  of  normal  configuration  with  eq- 
ual expansion  bilaterally.  Moist  inspiratory  rales 
were  noted  at  the  base  posteriorly.  Some  rhonchi 
were  heard  over  the  left  upper  lobe  posteriorly  and 
musical  expiratory  rales  over  the  left  upper  lobe  an- 
teriorly. There  were  no  changes  in  the  percussion 
note  or  the  quality  of  breath  sounds.  There  was 
no  adenopathy,  splenomegaly,  muscle  tenderness, 
or  rash.  The  impression  on  admission  was  that  of 
a bronchopneumonia  or  chronic  fibroproductive  tub- 
erculosis. 

Laboratory  Studies. — The  initial  blood  count 
showed  a hemoglobin  of  75  per  cent  and  a white 
blood  count  of  13,000  with  7 per  cent  stabs,  28  per 
cent  segmenters,  18  per  cent  lymphocytes,  and  47 
per  cent  eosinophils.  Routine  fasting  blood  sugar 
was  97  mg.  per  cent;  blood  urea  nitrogen  was  12 
mg.  per  cent,  and  urine  examination  on  admission 
was  normal.  A repeat  blood  count  the  next  day 
showed  corresponding  figures  except  that  eosino- 
phils were  60  per  cent. 

A thorough  study  was  then  undertaken  to  dis- 
cover the  specific  cause  for  the  eosinophilia.  Stools 
were  negative  for  ova  and  parasites.  Blood  culture 
was  sterile,  agglutinations  for  typhoid,  paraty- 
phoid, Rickettsia,  and  Brucella  were  negative  as 
were  cold  agglutinins  and  the  Paul-Bunnell  test. 
Trichinella  skin  tests,  as  well  as  those  for  pollens 
and  common  allergens,  were  negative.  Sputa  and 
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Fig.  1.  Proliferative  infiltrations  in  both  upper 
lobes  extending  to  the  apices.  Blunting  of  left 
costophrenic  sinus. 

Interpretation:  Bronchopneumonia,  etiology  to 

be  determined. 


gastric  washings  were  negative  for  tubercule  bacilli 
on  smear  and  culture.  Blood  count  on  May  20, 
1949,  showed  a hemoglobin  of  80  per  cent,  a white 
blood  count  of  1 6,400  with  2 per  cent  stabs,  34  per  cent 
segmenters,  42  per  cent  eosinophils,  and  22  per  cent 
lymphocytes.  The  sedimentation  rate  (Wintrobe) 
was  42  mm.  per  hour.  The  sternal  marrow  showed 
an  eosinophilia  of  46  per  cent  but  no  evidence  of 
leukemia  or  neoplastic  infiltration.  Muscle  biopsy 
showed  no  sign  of  periarteritis  nodosa,  trichiniasis, 
or  disseminated  collagen  disease. 

X-ray  Examinations. — Examination  of  the  chest 
on  February  14,  1949  (while  in  Florida)  showed 
a proliferative  infiltration  in  the  outer  half  of  the 
right  upper  lobe  and  apex,  limited  below  by  the 
horizontal  fissure  (Fig.  1).  Proliferative  infiltra- 
tions and  ovoid  air  pockets  were  noted  at  the  left 
apex  and  left  upper  lobe.  There  was  a diminution 
in  aeration  at  the  left  base  obscuring  the  diaphragm 
and  left  costophrenic  angle.  Findings  were  those 
of  a bronchopneumonia,  etiology  to  be  determined. 

Examination  of  the  chest  on  March  8,  1949, 
showed  a proliferative  infiltration  with  patchy  con- 
solidation in  the  lower  half  of  the  right  pulmonic 
field  in  the  region  of  the  lower  lobe  (Fig.  2).  Pro- 
liferative infiltrations  to  a lesser  degree  were  also 
noted  in  the  left  lower  lobe.  There  was  almost  a 
complete  resolution  of  the  infiltration  in  the  left  apex 
and  left  upper  lobe  where  moderate  productive 
changes  existed.  There  was  a pleural  thickening 
with  a small  amount  of  fluid  at  the  left  costophrenic 
angle.  Findings  were  bronchopneumonia  migrat- 
ing to  the  lower  lobe  and  pleural  involvement  left 
base. 

X-ray  examination  of  the  chest  on  May  9,  1949, 
(at  Beth-El  Hospital)  showed  a bilateral  hilar  thick- 
ening and  root  branch  accentuation  (Fig.  3).  Pro- 
liferative infiltrations  were  noted  at  the  base  of  the 
right  upper  lobe  laterally  and  also  in  the  infraclavic- 
ular  region.  There  was  a pleural  thickening  in 
both  apices  and  along  the  lateral  thoracic  walls. 
The  right  horizontal  fissure  was  accentuated.  Find- 


Fig.  2.  Proliferative  infiltrations  in  both  lower 
lobes  with  patchy  consolidation  in  the  lower  half  of 
the  right  lung  field.  Almost  complete  resolution  of 
upper  lobe  infiltrations. 

interpretation:  Migrating  bronchopneumonia. 


Fig.  3.  Proliferative  infiltrations  at  the  base  of 
the  right  upper  lobe  laterally  and  in  the  infra- 
clavicular  region.  Pleural  thickening  at  both  apices 
and  along  the  lateral  thoracic  wall. 

Interpretation:  Bronchopneumonia.  Sputum 

studies  to  rule  out  acid  fast  etiology. 

ings  indicated  low-grade  bronchopneumonia.  Spu- 
tum studies  to  rule  out  acid-fast  etiology  were  also 
advised. 

Course. — The  patient’s  clinical  course  at  Beth-El 
Hospital  in  May  was  characterized  by  gradual  sub- 
sidence of  the  low-grade  fever,  cough,  and  malaise. 
Physical  examination  showed  changing  pulmonary 
pathology  with  disappearance  on  May  11,  1949,  of 
the  auscultory  findings  over  the  left  upper  lobe. 
On  May  16,  the  lungs  were  clear  and  remained  nor- 
mal on  all  subsequent  examinations.  X-rays,  on 
the  other  hand,  continued  to  show  marked  vari- 
ation as  late  as  June  7,  four  months  after  the  onset 
of  pulmonary  infiltrations.  The  patient  was  seen 
several  times  after  discharge  and  found  to  be  asymp- 
tomatic. X-ray  of  the  chest  ultimately  showed 
complete  resolution  of  previous  infiltrations. 
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Comment 

In  reviewing  this  case  of  pulmonary  infiltration 
and  eosinophilia,  it  is  of  interest  to  apply  the  diag- 
nostic criteria  of  Loeffler’s  syndrome  and  Eosino- 
philic pneumonia: 

Geographic. — The  patient  became  ill  while  still  in 
Florida.  Loeffler’s  syndrome  has  been  described 
in  all  parts  of  the  world,  whereas  tropical  eosino- 
philia has  been  reported  only  in  people  who  have 
lived  in  the  tropics. 

Etiology. — The  etiology  of  tropical  eosinophilia 
and  Loeffler’s  syndrome  is  of  interest;  Loeffler’s 
syndrome  has  been  described  in  various  parasitic 
infestations,  bacterial  infections,  asthma,  and  cases 
of  periarteritis  nodosa.11  Tropical  eosinophilia  has 
also  been  assigned  a wide  variety  of  etiologic  fac- 
tors.9’12 The  etiologic  factor  in  our  case  is  not 
clear.  Since  the  causes  of  Loeffler’s  syndrome  are 
manifold  and  the  basis  of  tropical  eosinophilia  un- 
known, we  can  only  speculate  about  the  relation- 
ship of  our  case  to  these  two  conditions. 

Clinical  Picture. — The  patient  had  symptoms  of 
asthma  at  the  onset  of  her  illness  and  later  developed 
symptoms  of  pleurisy  and  pulmonary  infection. 

• She  also  had  manifestations  of  systemic  illness  with 
fatigue,  fever,  and  some  anemia. 

Loeffler’s  syndrome  is  characterized  by  its  rela- 
tively asymptomatic  brief  course.  Tropical  eosino- 
philia runs  a course  which  is  almost  identical  to  the 
case  described.  It  is  characterized  by  an  onset  with 
an  asthmatic-like  picture  and  a chronic  course  (three 
to  eight  months)  with  cough,  fever,  pulmonary  in- 
filtrations on  x-ray,  eosinophilia,  and  elevated  sedi- 
mentation rate. 

Laboratory  Findings. — In  our  case  the  initial 
white  blood  count  was  16,000  with  42  per  cent  eosino- 
phils and  ranged  to  28,000  with  62  per  cent  eosino- 
phils. 

In  Loeffler’s  syndrome,  the  leukocytosis  is  mild 
(up  to  15,000)  with  10  to  90  per  cent  eosinophils. 
In  tropical  eosinophilia  there  is  a considerable  leuko- 
cytosis due  primarily  to  marked  eosinophilia. 

X-ray. — The  x-ray  picture  in  tropical  eosino- 
philia is  one  of  the  diagnostic  features  of  the  disease. 
Most  of  the  authors  have  characterized  the  findings 
as  pseudotuberculous  mottling.  The  shadows  are 
larger  than  those  seen  in  miliary  tuberculosis  but 
have  the  same  distribution. 

The  x-ray  picture  in  Loeffler’s  syndrome  is  the 
diagnostic  finding  of  the  disease.  The  character- 
I istic  feature  is  the  transitory  migrating  nature  of  the 
pulmonary  infiltrations,  which  usually  resolve  within 
one  or  two  weeks. 

In  our  case  the  x-rays  were  reported  by  the  radi- 
ologist on  two  occasions  to  be  suspicious  of  tuber- 
culosis. Nevertheless,  the  lesions  were  not  uni- 


formly distributed  nor  mottled  as  in  eosinophilic 
pneumonia.  The  most  remarkable  feature  of  the 
radiographic  studies  in  this  case  is  the  marked  mi- 
grating nature  which  persists  not  one  to  two  weeks 
but  over  the  course  of  four  months.  This  feature, 
like  that  of  the  clinical  course,  gives  our  case  the 
unusual  aspect  of  simulating  parts  of  eosinophilic 
pneumonia  and  parts  of  Loeffler’s  syndrome. 

Therapeutic  Response. — Our  patient  recovered 
with  symptomatic  treatment  after  an  illness  of  four 
months.  While  arsenic  has  no  effect  on  patients 
with  Loeffler’s  syndrome,  it  is  considered  to  be  spe- 
cific in  eosinophilic  pneumonia.8-11  If  arsenic  had 
been  given  to  our  patient  at  certain  crucial  points 
before  spontaneous  recovery,  a therapeutic  response 
might  have  been  simulated. 

It  thus  appears  that  our  case  presents  the  clinical 
course  and  laboratory  findings  of  tropical  eosino- 
philia but  lacks  the  geographic,  radiologic,  and  thera- 
peutic features.  Our  patient  did  not  live  in  the 
tropics,  the  x-ray  lesions  were  of  a migratory  na- 
ture, unlike  those  described  by  Moller  and  Wein- 
garten,  and  recovery  occurred  without  arsenic. 
Conversely,  while  x-ray  findings  did,  at  times, 
simulate  Loeffler’s  syndrome,  the  prolonged  and 
severe  clinical  course  with  intense  eosinophilia  was 
quite  unlike  that  seen  in  Loeffler’s  syndrome.  A 
consideration  of  the  causative  agents  assigned  to 
both,  as  well  as  similarity  in  the  clinical  pathology 
(pulmonary  infiltration  with  eosinophilia),  favors 
the  concept  of  a quantitative  rather  than  a qualita- 
tive difference  between  these  two  conditions.  It 
is  our  impression  that  the  case  presented  illustrates 
how  features  of  the  two  conditions  may  merge  so 
that  their  diagnostic  differences  disappear. 

Summary 

A case  of  pulmonary  disease  with  eosinophilia  is 
presented.  Emphasis  is  placed  on  the  lack  of  funda- 
mental distinctions  between  Loeffler’s  syndrome 
and  eosinophilic  pneumonia. 
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The  successful  people  are  the  ones  who  can  think  up  things  for  the  rest  of  the  world  to  keep 
busy  at.— Don  Marquis 


NONTROPICAL  SPRUE  TREATED  WITH  CORTISONE 

Albert  A.  Pollack,  M.D.,  and  Herbert  Pollack,  M.D.,  New  York  City 


THE  great  number  of  different  types  of  therapies 
in  use  for  the  treatment  of  nontropical  sprue 
is  indicative  of  the  lack  of  uniformly  good  results 
with  any  one  method.  It  was  only  natural  when 
cortisone  became  available  that  it  be  tried  in  the 
management  of  this  syndrome.  This  is  a report  of 
the  successful  use  of  cortisone  in  the  amelioration 
of  the  diarrhea  of  nontropical  sprue  in  a patient 
treated  entirely  on  an  ambulatory  status.  * 

Case  Report 

A forty-nine-year-old,  unmarried,  white  woman 
first  presented  herself  at  this  office  on  September 
11,  1950,  with  a chief  complaint  of  recurrent  diar- 
rhea of  fifteen  years  duration.  The  patient  had 
been  in  poor  health  for  the  past  twenty-five  years. 
Ten  years  ago,  she  was  told  that  she  had  pernicious 
anemia.  For  approximately  the  past  three  years 
these  episodes  of  diarrhea  had  increased  in  severity. 
There  were  from  seven  to  twelve  large,  gray,  foamy 
stools  a day  accompanied  by  some  abdominal  dis- 
tress and  marked  distention.  A typical  episode 
lasted  from  one  to  four  weeks.  In  the  free  inter- 
vals, lasting  no  more  than  two  or  three  weeks,  she 
had  one  formed  stool  a day  and  had  few  subjective 
complaints.  In  March,  1950,  during  one  of  these 
episodes  of  diarrhea,  there  was  observed  carpopedal 
spasm,  tingling,  and  a positive  Chvostek  sign.  The 
blood  calcium  level  was  said  to  be  7.1  mg.  per  cent 
at  that  time.  Many  of  these  attacks  were  asso- 
ciated with  sores  on  the  mucous  membranes  of  the 
mouth  and  swelling  of  the  ankles.  During  all  these 
years  she  has  had  intermittent  episodes  of  fever 
lasting  several  weeks  at  a time.  There  was  no 
nausea,  vomiting,  constipation,  or  jaundice. 

* We  are  indebted  to  Merck  & Co.  for  the  cortisone  used  in 
this  study  (Cortone). 


An  ovarian  cyst  had  been  removed  fifteen  years 
ago.  Her  last  menstrual  period  was  six  months  ago. 
The  menopausal  symptoms  of  hot  flushes  were  easily 
controlled  by  the  use  of  oral  estrogen  therapy. 

Previous  therapy  had  included  pancreatin,  cal- 
cium, atropine,  multivitamins,  iron,  vitamin  B12,  and 
folic  acid  orally.  Crude  liver  extract  and  vitamin 
B complex  had  been  injected  daily  and  vitamin  B12 
and  adrenal  cortical  extract  three  times  weekly. 
Despite  the  intensive  and  varied  therapy,  she  con- 
tinued to  have  diarrhea,  flatulence,  distention,  and 
abdominal  distress. 

Physical  Examination. — The  patient  was  a thin, 
white  female  who  did  not  appear  acutely  ill.  Her 
weight  was  903/<  pounds,  and  her  height  64V2 
inches.  The  blood  pressure  was  106/70.  The  oral 
temperature  was  98.6  F.  There  was  moderate  ab- 
dominal distention.  The  physical  examination  re- 
vealed no  other  abnormalities. 

Course  Under  Treatment. — All  medications  were 
stopped  at  the  onset  of  this  treatment,  but  fats  were 
restricted  from  the  diet  to  about  50  Gm.  each  day. 
Table  I shows  the  dosages  of  Cortone  used  and  the 
patient’s  response  to  the  treatment. 

Conclusion 

A patient  with  nontropical  sprue  was  treated  with 
cortisone.  The  symptoms  were  held  in  abeyance 
when  she  received  adequate  amounts  of  this  hor- 
mone and  reappeared  when  the  dosage  was  reduced 
to  25  mg.  twice  a week.  Increasing  the  dosage  again 
alleviated  the  symptoms.  The  only  side-effect  was 
slight  edema  during  the  onset  of  the  the  rap  \’,  which 
soon  disappeared.  The  mode  of  action  of  cortisone 
in  this  syndrome  is  not  understood;  the  important 
factor  is  that  this  patient  has  returned  to  work. 


TABLE  I.- — Patient's  Course  Ltxdkr  Treatment  with  Cortone 


Days 

of 

Treatment 

✓ Dosage 

Oral 

of  Cortone - 

Intramuscular 

Course  Under  Treatment  and  Clinical  Results 

1 to  10 

100  mg.  per  day 

6th  day:  She  had  only  2 large  fatty  stools.  There  was  a 10-pound 
weight  gain  and  slight  pitting  edema  of  both  ankles.  Her  appetite 
was  excellent. 

9th  day:  She  was  having  one  normal  stool  a day,  and  her  weight  was 
103  pounds. 

11  to  21 

25  mg.  every  other 
day 

Her  stools  continued  to  be  normal,  and  her  weight  on  the  21st  day 
was  90  l/t  pounds.  There  was  no  abdominal  distention  or  distress 
and  no  flatulence. 

25  to  45 

25  mg.  twice  a week 

By  the  39th  day  she  was  having  3 loose  stools  a day.  and  by  the  46th 
day  all  of  her  previous  symptoms  had  returned.  Her  weight  on 
the  46th  day  was  95  pounds. 

45  to  50 

75  mg.  per  day 

By  the  49th  day  all  the  symptoms  had  abated,  and  she  was  having 
normal  stools  once  again.  There  was  no  anorexia  or  abdominal 
distention.  Her  weight  on  the  50th  day  was  95'A  pounds. 

50  to  70 

75  mg.  three  times  a 
week 

Her  stools  were  normal,  and  there  was  no  anorexia.  All  dietary  re- 
strictions were  removed.  The  blood  pressure  was  120/80.  Her 
weight  was  95lA  pounds.  A small  bowel  x-ray  done  on  the  60th 
day  of  treatment  was  the  same  as  before  therapy  was  started.  * 

70  to  88 

100  mg.  twice  a week 

Blood  pressure  130/80.  Weight  constant.  There  were  no  gastro- 
intestinal symptoms. 

88  to  99 

50  mg.  daily 

Abdominal  distention  and  flatulence  during  weekends.  Xo  diarrhea 
or  anorexia.  Weight  remained  constant. 

99  to  present 

50  mg.  daily 

100  mg.  once  a week 

Started  working  five  full  days  a week  on  the  99th  day.  She  had  no 
complaints. 

• Laboratory  examination  at  this  time  was  as  follows:  hemoglobin  85  per  cent  (13  Gm.),  red  blood  cells  4,280.000,  white 
blood  cells  9,800,  polymorphonuclears  46  per  cent,  lymphocytes  47  per  cent,  and  monocytes  7 per  cent. 
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AN  UNUSUAL  RETROPERITONEAL  TUMOR 

Thomas  C.  Case,  M.D.,  New  York  City 
( From  the  St.  Vincent’s  Hospital ) 


"^TEOPLASTIC  lesions  in  the  retroperitoneal 
space  often  present  perplexing  problems  in 
surgery.  When  one  seeks  any  information  about 
these  tumors,  whether  they  be  primary  or  secondary 
to  one  of  the  retroperitoneal  organs,  never  more  than 
a brief  summary  can  be  found  in  standard  text- 
books. However,  more  detailed  information  can  be 
found  in  the  current  literature,  but  even  this  leaves 
much  to  be  desired. 

The  following  case  is  reported  because  of  the  unu- 
sual clinical,  operative,  and  pathologic  findings  in  a 
patient  who  upon  his  first  admission  to  the  hospital 
presented  the  signs  of  an  acute  abdominal  catas- 
trophe. 

Case  Report 

J.  G.,  a white  male,  forty-two  years  old,  a' dancer 
by  profession,  was  admitted  to  St.  Vincent’s  Hospi- 
tal on  April  7,  1950,  with  the  complaint  of  an  acute 
pain  in  the  right  upper  quadrant  and  nausea.  The 
patient  stated  that  he  was  well  until  the  day  before 
admission  when  he  experienced  several  attacks  of 
right  upper  quadrant  pain,  never  severe  enough  to 
seek  relief,  however.  There  had  been  no  particular 
loss  of  weight  and  no  urinary  symptoms  at  any 
time. 

Physical  examination  on  admission  revealed  an 
acutely  ill  patient,  pallid  and  somewhat  dehydrated. 
The  entire  right  rectus  was  rigid,  and  there  was  a 
( suspicion  of  a mass  in  the  right  upper  quadrant. 
Tenderness  could  be  elicited  only  on  deep  palpation 
of  the  right  upper  quadrant  and  in  the  right  loin. 
He  was  admitted  w'ith  the  diagnosis  of  perforated 
peptic  ulcer. 

Report  of  a scout  x-ray  plate  of  the  abdomen  was 
as  follows:  Supine  and  upright  radiographs  of  the 
abdomen  fail  to  demonstrate  the  presence  of  free  air 
under  the  diaphragm.  Both  renal  shadows  are  ob- 
! scured  by  a hemogeneous  ground-glass  density  oc- 
1 cupying  the  upper  abdomen  and  the  right  mid  and 
lower  abdomen  as  well.  The  psoas  lines  and  pro- 
peritoneal  lines  are  not  demonstrated,  suggesting 
the  presence  of  free  peritoneal  fluid.  The  hepatic 
flexure  occupies  its  normal  position,  suggesting  ex- 
trinsic pressure  from  above.  Considerable  gas  is 
i seen  in  the  large  colon  extending  down  to  the  rec- 
tum. No  evidence  of  abdominal  calcification  can  be 
seen.  Impression:  The  roentgen  appearance  sug- 
1 gests  a mass  in  the  right  upper  abdomen  and  does 
no),  exclude  the  possibility  of  free  peritoneal  fluid. 

The  urinalysis  was  essentially  negative,  and  the 
t blood  count  was  hemoglobin  16.5  Gm.,  white  blood 
1 cells  15,250  with  96  per  cent  polvmorphonuclears 
! and  4 per  cent  lymphocytes;  blood  pressure  was 
100/70,  temperature  100.4  F.,  pulse  80,  and  respira- 
tions 20.  The  patient  was  observed  for  several 
hours,  and  because  the  signs  of  generalized  perito- 
neal irritation  did  not  become  more  obvious,  it  was 
decided  to  treat  him  expectantly  for  that  evening. 
He  was  given  fluids  bv  vein  and  sedation,  and  by 
i the  next  morning  the  acute  episode  had  subsided 
1 sufficiently  so  that  we  could  proceed  with  our  inves- 
tigation.  The  mass  in  the  right  upper  abdomen  be- 


came more  apparent  when  the  acute  process  sub- 
sided. 

Repeated  blood  counts  revealed  a gradual  decline 
in  the  white  cell  count,  and  repeated  urinalysis  re- 
vealed the  presence  of  occasional  red  and  white 
cells  with  some  finely  granular  casts. 

Liver  function  tests  revealed  reversal  of  the  albu- 
min-globulin ratio  with  an  albumin  of  2.92  and  glo- 
bulin of  3.08;  cephalin  flocculation  test  was  plus- 
minus. 

Report  of  the  x-ray  of  the  thorax  was  as  follows: 
The  lungs  are  essentially  clear.  The  aortic  knob  is 
prominent.  The  heart  is  within  normal  limits. 
The  left  diaphragm  is  elevated.  The  bony  cage  is 
within  normal  limits. 

Examination  of  the  urinary  tract  following  the 
intravenous  injection  of  the  contrast  medium  re- 
vealed a normal  degree  of  function  in  both  kidneys. 
The  pelvis  and  calyces  on  the  right  side  were  well 
visualized.  These  showed  a marked  distortion  of 
the  superior  calyx  with  evidence  of  intrinsic  pres- 
sure downward.  The  right  renal  shadow,  however, 
was  not  clearly  visualized,  and  there  was  a diffuse 
increased  density  throughout  the  abdomen.  The 
right  ureter  was  displaced  to  the  midline  at  the  level 
of  the  sacral  promontory.  The  pelvis  and  calyces 
on  the  left  side  were  partially  visualized  and  showed 
no  evidence  of  dilatation.  The  left  kidney  appeared 
to  be  somewhat  rotated.  The  findings  suggested  the 
pressure  of  a large  mass  in  the  right  abdomen,  prob- 
ably retroperitoneal  in  location. 

Fluoroscopic  and  radiographic  examination  of  the 
colon  during  introduction  of  barium  enema  showed 
all  segments  to  fill  without  difficulty.  There  was  no 
evidence  of  stenosis  or  intrinsic  defect  suggestive  of 
organic  pathology;  however,  there  was  a marked 
amount  of  depression  and  deviation  of  the  proximal 
transverse  colon  and  the  hepatic  flexure,  presumably 
as  the  result  of  the  clinically  palpated  mass.  The 
bowel  was  not  adherent  to  the  mass.  The  depression 
of  the  hepatic  flexure  and  proximal  transverse  colon  is 
caused  by  the  right  upper  quadrant  mass  which 
appears  to  fill  the  right  side  of  the  abdominal  cavity, 
both  anteriorly  and  posteriorly. 

The  only  finding  of  importance  in  the  gastrointest- 
inal x-ray  report  was  that  of  the  presence  of  an  ex- 
trinsic pressure  deformity  in  t he  region  of  the  hepatic 
flexure  of  the  colon. 

The  patient  was  discharged  on  April  11,  1950, 
with  the  diagnosis  of  retroperitoneal  tumor  of  unde- 
termined origin  and  returned  to  work  against  our 
advice.  He  was  readmitted  on  May  23,  1950,  for 
elective  surgery.  He  had  had  no  complaint  in 
the  interim  except  for  the  feeling  of  progressive  in- 
crease in  size  of  the  mass  in  the  right  abdomen. 
Examination  of  the  abdomen  at  this  time  revealed 
the  presence  of  a large,  smooth,  ovoid  mass,  some- 
what fluctuating,  filling  the  greater  part  of  the  right 
half  of  the  abdomen  and  extending  over  to  the  left 
of  the  midline.  It  was  insensitive,  and  there  was  no 
rigidity.  It  was  dull  to  percussion.  The  mass  felt 
like  a large  cyst. 

There  was  no  difference  in  surface  temperature  of 
both  lower  extremities  w^hich  is  a sign  of  pressure  of 
the  growth  on  the  abdominal  sympathetics.  There 
was  no  edema  of  the  right  lower  extremity. 
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Fig.  1.  Schematic  representation  of  tumor  and 
retroperitoneal  mass:  ( V.C.)  vena  cava;  (A')  kid- 
ney; ( T ) kidney  tumor;  (U)  ureter;  ( S ) sac  of 
retroperitoneal  mass;  {A)  point  of  contact  with 
vena  cava. 


Operation  was  performed  on  May  26,  1950,  under 
general  anesthesia  through  a long  right  pararectus 
incision.  Upon  opening  the  abdomen,  a large  cystic 
mass,  measuring  about  11  inches  in  length,  about  7 
inches  in  width,  and  about  7 inches  in  breadth,  pre- 
sented itself  in  the  wound.  It  extended  up  to  and 
displaced  the  right  diaphragm  superiorly.  It  dis- 
placed stomach,  duodenum,  and  colon  inferiorly 
and  was  under  considerable  tension,  bulging  through 
the  incisional  wound  upon  opening  the  abdomen. 
Further  examination  revealed  the  fact  that  this  large 
cystic  mass  contained  kidney  (Fig.  1). 

An  incision  was  made  over  the  right  border  of  the 
right  rectus,  extending  from  the  costal  margin  down 
to  the  iliac  crest.  The  posterior  parietal  peritoneum 
covering  this  large  mass  was  incised,  and  a plane  of 
cleavage  was  obtained  between  it  and  the  capsule  of 
the  cystic  mass.  With  considerable  difficulty,  this 
plane  of  cleavage  was  followed  down  to  and  around 
the  p dicle  of  the  kidney.  Along  the  inferior  portion 
of  the  pedicle  of  the  kidney,  this  mass  was  intimately 
adherent  to  the  vena  cava  for  a distance  of  about  3 
inches  and  had  to  be  carefully  teased  away.  The 
large  vein  from  the  kidney  was  first  ligated,  the  ure- 
ter was  cut  and  doubly  ligated,  the  remaining  pedicle 
was  clamped  and  ligated  with  heavy  silk  transfixion 
sutures,  and  the  mass  was  removed  in  toto.  It  con- 
sisted of  a large  cystic  tumor  w'hich  contained  an 
enlarged  kidney,  the  upper  pole  of  which  had  been 
ruptured  by  the  tumor  process.  (Before  the  tumor 


Fig.  2.  Gross  specimen:  lower  pole  of  kidnev 

intact;  upper  pole  destroyed  where  mass  arose i 
Thick  capsule  around  kidney  expanded  by  mass  ami 
hemorrhage.  Note  necrosis  and  shaggy  appearance 
around  upper  pole. 


could  be  removed,  some  4,000  cc.  of  old  blood,  fluid 
and  necrotic  tissue  were  removed  from  the  cysti 
mass.)  The  posterior  parietal  peritoneum  was  thei 
sutured.  A drain  was  placed  down  to  Morison’ 
pouch  and  another  drain  into  the  retroperitonea 
space,  the  large  remaining  cavity  being  packed  afte 
removal  of  the  tumor.  The  abdominal  wall  wa 
sutured  in  layers. 

The  pathologic  report  (Dr.  A.  Rottino)  was  ai 
follows: 

Gross  Examination:  Specimen  grossly  reserr 
bles  a collapsed  cyst  18  by  15  by  6 cm.,  partiall 
opened.  The  surface  is  fairly  regular.  Within  i 
is  a kidney.  At  upper  pole,  in  site  normally  0( 
cupied  by  the  adrenal,  is  a cavity,  approximate! 
7 cm.  in  size  with  a thick  fibrous  wall,  occupied  b 
soft  brown  necrotic  material.  This  mass  has  er 
croached  on  and  destroyed  by  pressure  the  uppe 
third  of  the  kidney,  but  the  kidney  is  not  invadec 

The  thick  wall  is  intact.  Lining  the  cavit 
at  this  point  is  some  soft  yellow  tissue  m 
sembling  adrenal  cortex.  There  is  a downwar 1 
extension  of  the  cavity  posterior  to  the  kidne 
so  that  the  kidney  is  almost  suspended  in  tl 
large  sac  by  its  pedicle  (Fig.  2). 

There  was  a mass  of  soft  brownish  tissue  wit1 
considerable  yellow  material  removed  at  oper. 
tion  separately. 

The  kidney  itself  is  rather  pale.  The  cortex 
wide,  and  the  surface  is  regular.  Calyces  ar 
pelvis  are  not  noticeably  dilated. 

Microscopic  Examination:  The  cyst  wall  co 
sisted  of  dense  fibrous  tissue  infiltrated  wi> 
lymphocytes.  The  inner  surface  is  coated  wf 
broken-down  red  cells.  Present  also  are  chole 
terol  crystals  and  small  pieces  of  calcium. 
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Fig.  3.  Low  power  photomicrograph  of  thick- 
lied  fibrous  capsule  showing  lining  composed  of  well- 
ifferentiated  glandular  elements  separated  and 
partially  destroyed  by  hemorrhage. 


Section  through  the  junction  of  cyst  and  upper 
pole  of  kidney:  There  are  numerous  alveolar 
, structures  of  various  sizes  and  shapes  lined  by 
i cuboidal  epithelium.  On  the  surface  lies  choles- 
j terol,  fibrin,  and  broken-down  red  cells  (Fig.  3). 

No  tissue  identifiable  as  adrenal  is  present. 

Diagnosis:  Old  cyst  of  upper  pole  of  kidney 
j with  adenoma  formation  and  massive  hemor- 
| rhage. 

Remark:  The  hemorrhage  must  have  oc- 

curred a long  time  ago,  since  the  blood  elements  for 
the  most  part  have  disintegrated.  The  hemor- 
rhage has  extended  beyond  the  cyst  into  the  space 
between  kidney  and  its  capsule. 

Recovery  was  uneventful  except  for  slight  post- 
lerative  shock  which  was  controlled  without  dif- 
lulty.  The  patient  was  discharged  on  the  eight- 
'Qth  postoperative  day  with  the  wound  well  healed 
id  weighing  29  pounds  less  than  when  he  entered 
le  hospital.  The  tumor  accounted  for  the  greater 
irt  of  the  weight  loss. 

omment 

In  no  other  group  of  tumors  has  there  been  so 
uch  speculation  as  to  etiology,  uncertainty  as  to 
ithogenesis,  and  lack  of  adequate  classification  as  in 
e so-called  solitary  cysts  of  the  kidneys.  Although 
any  cysts  have  been  reported  as  solitary,  further 
vestigation  has  quite  often  revealed  the  fact  that 
ere  is  considerable  variation  in  their  pathologic 


features.  In  some  cases  it  was  found  that  there 
were  multiple  cysts,  in  others  bilateral  cysts,  in 
others  there  was  definite  and  marked  pathology  of 
the  involved  kidney.  The  case  herein  reported,  I 
believe,  was  originally  a solitary  cyst  of  the  right 
kidney  with  the  complicating  feature  of  adenoma 
formation  and  the  subsequent  formation  of  a large 
retroperitoneal  tumor  consisting  of  necrotizing 
tumor  tissue  and  old  blood  from  repeated  hemor- 
rhages. 

This  case  is  presented  as  additional  contributory 
evidence  of  the  bizarre  behavior  of  retroperitoneal 
tumors.  Although  the  subject  is  considered  of  par- 
ticular interest  to  the  urologist  because  a large  pro- 
portion of  retroperitoneal  tumors  by  the  very  nature 
of  their  proximity  to  kidney  and  ureter  may  cause 
urinary  complications,  the  surgeon  is  occasionally 
confronted  by  such  neoplasms  when  they  simulate 
tumors  of  the  abdominal  cavity. 

Roentgenography  plays  an  important  role  in  the 
recognition  and  diagnosis  of  these  tumors.  It  is  also 
of  great  value  in  determining  the  size  and  situation 
of  the  lesion,  considerations  which  are  of  aid  in  deter- 
mining the  method  of  surgical  treatment  that  is  to 
be  instituted. 

The  spontaneous  rupture  of  a lesion  of  this  type 
in  association  with  massive  hemorrhage  into  a retro- 
peritoneal cyst  is  a problem  encountered  infre- 
quently. Upon  his  first  admission  to  the  hospital 
the  patient  presented  the  history  and  findings  which 
simulated  that  of  a perforated  peptic  ulcer;  how- 
ever, the  results  of  our  emergency  investigation 
were  not  conclusive,  and  the  patient  was  treated  ex- 
pectantly. 

The  next  morning,  the  mass  in  the  right  upper 
quadrant  became  quite  obvious.  At  one  time  the 
mass  appeared  to  be  attached  to  and  was  thought  to 
be  part  of  liver;  however,  with  the  progress  of  our 
investigation  it  was  definitely  decided  that  the  tumor 
was  retroperitoneal.  Examination  of  the  genitouri- 
nary system,  both  by  x-ray  and  repeated  examina- 
tion of  the  urine,  was  not  particularly  revealing. 
The  right  kidney  was,  therefore,  not  suspected  as 
being  the  seat  of  primary  lesion  so  that  the  opera- 
tion was  performed  with  the  idea  of  extirpating  a 
primary  retroperitoneal  tumor. 

The  extremely  high  incidence  of  preoperative 
diagnostic  failures  in  these  cases  necessitates  more 
widespread  cognizance  of  both  primary  and  second- 
ary retroperitoneal  tumors  than  has  previously  been 
accorded  them,  since  inaccuracies  in  diagnosis  en- 
genders misleading  therapeutic  implications.  How- 
ever, our  inability  to  localize  the  seat  of  pathology 
in  this  case  was  a blessing  in  disguise  because  a lum- 
bar approach  would  have  made  it  almost  impossible 
to  carry  out  excision  of  the  mass. 

Summary 

1.  An  unusual  retroperitoneal  tumor  is  reported. 

2.  In  spite  of  careful  preoperative  investigation 
the  exact  nature  of  the  lesion  could  not  be  deter- 
mined. 

3.  The  transabdominal  approach  made  the  extir- 
pation of  the  tumor  technically  possible. 
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Carmelo  Atonna,  M.D.,  of  New  York  City,  died 
in  Misericordia  Hospital  on  August  29  at  the  age 
of  eighty-four.  Dr.  Atonna,  a native  of  Naples, 
Italy,  received  his  medical  degree  from  the  Univer- 
sity of  Naples  in  1894  and  served  as  a physician 
for  the  French  Line  before  opening  his  practice  in 
New  York  City  in  1903.  From  1912  to  1924  he 
was  an  instructor  in  gastroenterology  at  the  New 
York  Post-Graduate  Medical  School.  Dr.  Atonna 
was  a member  of  the  National  Gastroenterological 
Association,  the  New  York  County  Medical  So- 
city,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Willard  Joseph  Denno,  M.D.,  of  New  York  City 
and  Fair  Haven,  Vermont,  died  on  August  29  at 
the  age  of  seventy-five.  Dr.  Denno  was  graduated 
from  the  Columbia  University  College  of  Physicians 
and  Surgeons  in  190G  and  interned  at  the  General 
Memorial  Hospital  in  New  York  City.  In  1918 
Dr.  Denno  joined  the  Standard  Oil  Company  of 
New  Jersey  to  organize  its  medical  department,  for 
which  he  remained  as  medical  director  until  his 
retirement  in  1945. 

A Fellow  of  the  American  College  of  Physicians, 
Dr.  Denno  was  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Morris  Deutsch,  M.D.,  of  Far  Rockaway,  died 
on  April  4 at  the  age  of  fifty-eight.  Dr.  Deutsch 
received  his  medical  degree  from  the  New  York 
University  and  Bellevue  Hospital  Medical  School 
in  1914.  He  was  attending  physician  at  St.  Joseph’s 
Hospital  in  Far  Rockaway  and  a member  of  the 
Queens  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Abraham  Landy,  M.D.,  of  the  Bronx,  died  on 
August  27  at  his  home  at  the  age  of  fifty-six.  Dr. 


Landy  was  graduated  from  the  Cornell  University 
Medical  College  in  1920.  He  was  attending  physi- 
cian at  the  Morrisania  City  Hospital  and  associate 
professor  of  medicine  at  the  New  York  Medical 
College.  Dr.  Landy  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Norman  W.  Price,  M.D.,  of  Niagara  Falls,  died 
on  April  18  at  the  age  of  eighty-two.  Dr.  Price 
received  his  medical  degree  from  the  University  of  ( 
Toronto  in  1896  and  shortly  afterward  began  his 
practice  in  Niagara  Falls,  where  he  remained  for 
fifty-three  years.  He  was  an  honorary  member  of 
the  staffs  of  the  Mount  St.  Mary’s  and  Memorial 
Hospitals  in  Niagara  Falls.  A Fellow  of  the  Ameri-  ! 
can  College  of  Surgeons,  Dr.  Price  was  a member 
of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Niagara  Falls  Academy  of 
Medicine,  the  Buffalo  Ophthalmological  Society, 
the  Niagara  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  Henry  Smith,  M.D.,  of  Brooklyn,  died  on 
July  31  at  the  age  of  seventy-five.  Dr.  Smith 
received  his  medical  degree  from  the  Long  Island 
College  Hospital  Medical  School  in  1898.  He  was 
associate  attending  physician  at  the  Prospect 
Heights  Hospital  and  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Arthur  David  White,  M.D.,  formerly  of  Ithaca, 
died  at  his  home  in  Two  Rivers,  Wisconsin,  on  July 
26  at  the  age  of  eighty.  Dr.  WKite  was  graduated 
from  the  University  of  Buffalo  School  of  Medicine 
in  1893  and  had  practiced  in  Ithaca  until  his  retire- 
ment about  fifteen  years  ago. 


HOME  FIRST-AID  KITS  FOR  RAID  USE  ADVISED 


The  Civil  Defense  Administration  has  urged  every 
American  family  to  make  up  its  own  home  civil 
defense  first-aid  kit  and  has  listed  20  items  to  put 
in  the  kit.  The  cost  of  the  medical  supplies  for 
the  kit  is  estimated  at  $5.00  to  $6.00. 

At  the  same  time,  the  Civil  Defense  agency  an- 
nounced publication  of  a new  pamphlet,  Emergency 
Action  to  Save  Lives.  The  booklet  describes  six 
simple  procedures  an  untrained  person  can  follow 
in  treating  casualties  after  an  atom  bomb  attack. 
It  can  be  obtained  for  five  cents  from  the  Govern- 
ment Printing  Office  in  Washington. 

The  first-aid  kit  should  contain:  a three-  to  six- 
ounce  bottle  of  antiseptic  solution  (benzalkonium 
chloride  or  organic  mercurial  compound),  one-  or 
two-ounce  bottle  of  aromatic  spirits  of  ammonia, 


a box  of  table  salt,  a box  of  baking  soda,  four  tri- 
angular bandages,  two  large  bath  towels,  two  small 
bath  towels,  one  bed  sheet,  two  medium  first-aid 
dressings,  two  small  first-aid  dressings. 

Also:  a one-ounce  bottle  of  eye  drops,  20  to  50 
cardboard  drinking  cups,  a flashlight  with  batteries 
wrapped  separately,  15  large  safety  pins,  three  single- 
edge razor  blades,  a bar  of  mild  toilet  soap,  12  plastic 
or  wood  splints,  12  small  wood  blades,  100  water 
purification  tablets,  and  a set  of  measuring  spoons. 

Dr.  William  L.  Wilson,  head  of  the  agency’s 
Health  and  Welfare  Division,  emphasized  that  the 
kit  would  not  be  much  good  without  the  knowledge 
of  how  to  use  it.  He  urged  the  public  to  get  copies 
of  the  booklet,  or  to  take  a Red  Cross  first-ai( 
course. 
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FORTY-FIFTH  ANNUAL  MEETINGS 

of  the 

DISTRICT  BRANCHES 

of  the 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

PROGRAMS 


THIRD  DISTRICT  BRANCH 

Thursday,  October  18,  1951 
Hendrick  Hudson  Hotel 
Troy,  New  York 


Morning  Session 

9:00  a.m. — Registration 

10:00  a.m. — “Urachal  Cysts  with  Report  of  Two 
Cases” 

Henry  C.  Engster,  M.D.,  Troy 
10:45  a.m. — “An  Appraisal  of  Labor  Training — A 
Report  of  100  Consecutive  Labor 
Training  Patients” 

W.  B.  D.  VanAuken,  M.D.,  Troy 
11:30  a.m. — “An  Unusual  Case  of  Coronary  Occlu- 
sion with  Anatomic  Demonstra- 
tion of  the  Pathogenesis  of  the 
Condition” 

Clement  J.  Handron,  M.D.,  and 
Henry  O.  Paquin,  M.D.,  Troy 

1:00  p.m. — Luncheon 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  J.  Stanley  Kenney,  M.D., 
New  York  City,  president,  Medical 
Society  of  the  State  of  New  York 
Remarks  by  Mrs.  Harold  B.  Johnson, 
Buffalo,  president,  Woman’s  Aux- 
iliary to  the  Medical  Society  of  the 
State  of  New  York 

Afternoon  Session 

2:15  p.m. — “Newer  Concepts  About  the  Patho- 
genesis and  Therapy  of  Acute  and 
Chronic  Glomerulonephritis” 

Kurt  Lange,  M.D.,  assistant  clinical 
rofessor  of  medicine,  New  York 
ledical  College,  Flower  and  Fifth 
Avenue  Hospitals 

Discussion  opened  by  John  E.  Kiley, 
M.D.,  Albany 

3:00  p.m. — “Mitral  Valve  and  Coronary  Artery 
Surgery” 


Charles  P.  Bailey,  M.D.,  professor  of 
thoracic  surgery,  Hahnemann 
Medical  College,  Philadelphia, 
Pennsylvania 

Discussion  opened  by  Adrian  A. 
Ehler,  M.D.,  associate  professor  of 
thoracic  surgery,  Albany  Medical 
College 

3:45  p.m. — “Alcoholism  as  a Metabolic  and 
Endocrine  Disease” 

James  J.  Smith,  M.D.,  instructor  in 
medicine,  New  York  University 
College  of  Medicine 
Discussion  opened  by  Claude  C. 
Nuckols,  M.D.,  Albany 

Ladies  will  join  the  members  of  the  district 
branch  for  luncheon. 

Officers — Third  District  Branch 

President William  C.  Rausch,  M.D., 

Albany 

First  Vice-President.  . . .John  H.  Wadsworth,  M.D., 
Cobleskill 

Second  Vice-President.  .Ranald  E.  Mussey,  M.D., 
Troy 

Secretary Roger  C.  Bliss,  M.D.,  Hud- 

son 

Treasurer William  M.  Rapp,  M.D., 

Catskill 

Presidents  of  Component  County  Societies 

Albany James  W.  Bucci,  M.D.,  Albany 

Columbia Harold  Levine,  M.D.,  Hudson 

Greene Elisha  B.  Van  Deusen,  M.D.,  Catskill 

Rensselaer. . . .Helmer  P.  Howd,  M.D.,  Troy 

Schoharie Franz  Konta,  M.D.,  Richmondville 

Sullivan Louis  Launer,  M.D.,  Liberty 

Ulster Virgil  B.  DeWitt,  M.D.,  New  Paltz 
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WOMAN’S  AUXILIARY 

TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Auxiliaries  Plan  District  Branch  Programs 


TN  CONJUNCTION  with  the  forty-fifth  annual 
L meetings  of  the  nine  district  branches  of  the 
Medical  Society  of  the  State  of  New  York,  the 
Woman’s  Auxiliary  to  the  Medical  Society  is  holding 
its  own  district  meetings  during  September, 
October,  and  November. 

Fifth  District — Mrs.  Bradford  Golly,  Rome,  Coun- 
cillor 

At  the  Fifth  District  Branch  meeting  held  Sep- 
tember 11  in  Syracuse,  members  of  the  Auxiliary 
and  doctors’  wives  joined  the  members  of  the  dis- 
trict branch  for  dinner  at  the  Hotel  Onondaga. 

Guest  speaker  was  Dr.  M.  Lyle  Spencer,  dean 
emeritus  of  the  School  of  Journalism  of  Syracuse 
University,  whose  topic  was  “Behind  the  Headlines 
in  the  Middle  East.”  Dr.  J.  Stanley  Kenney, 
president  of  the  Medical  Society  of  the  State  of  New 
York,  and  Mrs.  Harold  B.  Johnson,  Buffalo,  State 
Auxiliary  president,  also  spoke  to  the  group. 

Sixth  District — Mrs.  Windsor  R.  Smith,  Bingham- 
ton, Councillor 

The  meeting  of  the  Sixth  District  Branch  was  held 
at  the  Kass  Inn,  Margaretville,  on  September  19. 
At  the  joint  luncheon  of  the  State  Society  and 
Auxiliary  members,  Dr.  Edward  T.  Wentworth, 
Rochester,  presidentelect  of  the  State  Medical 
Society,  spoke  to  the  group.  Mrs.  Harold  B. 
Johnson,  Buffalo,  State  Auxiliary  president,  also 
addressed  the  luncheon. 

Fourth  District— Mrs.  Alfred  S.  Grussner,  Schenec- 
tady, Councillor 

On  September  20,  the  Fourth  District  Branch  met 
in  Schenectady.  Registration  for  the  Auxiliary  was 
held  at  the  Eastern  New  York  Orthopedic  Hospital- 
School  and  at  the  Hotel  Van  Curler.  The  morning 
program  featured  a round-table  discussion  on 
“Problems  of  the  Medical  Auxiliary,”  with  Mrs. 
Alfred  S.  Grussner,  Schenectady,  fourth  district 
councillor,  as  moderator. 

At  1:00  p.m.,  a luncheon  and  entertainment  was 
held  at  the  Hotel  Van  Curler,  and  at  6:30  p.m.,  the 
Auxiliary  members  joined  the  district  branch  mem- 
bers for  cocktails  and  dinner  at  the  Mohawk  Golf 
Club.  In  addition  to  addresses  by  Dr.  Edward  T. 
Wentworth,  Rochester,  president-elect  of  the  State 
Medical  Society,  and  Mrs.  Harold  B.  Johnson, 
Buffalo,  State  Auxiliary  president,  the  Honorable 
Oswald  D.  Heck,  speaker  of  the  New  York  State 
Assembly,  talked  on  “Legislative  Highlights.” 

Seventh  District — Mrs.  Matthew  Fairbank, 

Rochester,  Councillor 

Members  of  the  Seventh  District  Branch  and  the 
Auxiliary  met  on  September  27  in  Coming.  At  a 
joint  luncheon  held  in  the  Masonic  Hall,  addresses 
were  given  by  Dr.  Edward  T.  Wentworth,  Roches- 
ter, president-elect  of  the  State  Medical  Society, 
and  Mrs.  Harry  I.  Norton,  Rochester,  president- 
elect  of  the  State  Auxiliary. 


Eighth  District — Mrs.  Arthur  L.  Bennett,  Buffalo, 
Councillor 

On  Thursday,  October  4,  the  Eighth  District  i 
Branch  will  meet  in  Olean.  The  Auxiliary  member- 
will  hold  their  meeting  at  the  staff  house  of  the  Olear 
General  Hospital.  Registration  will  begin  at  2:0C[ 
p.m.  At  2:30  p.m.,  the  Auxiliary  meeting  will  b( 
held.  Mrs.  Harold  B.  Johnson,  Buffalo,  State  [ 
Auxiliary  president,  will  be  introduced,  and  Mrs 
Arthur  L.  Bennett,  Buffalo,  eighth  district  coun 
cillor,  will  speak  on  “Auxiliary  Why’s  and  Where 
fore’s.”  A tea  and  entertainment  will  follow  ai] 
7 : 00  p.m.  The  Auxiliary  will  join  the  members  o 
the  District  Branch  for  dinner  at  the  Bartlett  Coun 
try  Club.  Speakers  will  include  Dr.  Edward  T 
Wentworth,  Rochester,  president-elect  of  the  Stab 
Medical  Society,  Mrs.  Johnson,  and  the  Honorabl< 
Harold  C.  Ostertag,  Attica,  member  of  Congres 
from  the  41st  district,  on  “Our  Problems  an<; 
Responsibilities  in  This  Period  of  Crisis.” 

Third  District — Mrs.  John  J.  Noonan,  Watervliet 
Councillor 

On  Thursday,  October  18,  the  Third  Distric 
Branch  will  meet  in  Troy.  A meeting  of  th 
Woman’s  Auxiliary  will  be  held  in  the  Pine  Room  oi 
the  Hendrick  Hudson  Hotel,  and  the  ladies  will  joi: 
the  members  of  the  district  branch  for  luncheon 
Dr.  J.  Stanley  Kenney,  New  York  City,  presiden 
of  the  State  Medical  "Society,  and  Mrs.  Harold  E 
Johnson,  Buffalo,  State  Auxiliary  president,  wi 
speak. 

Second  District — Mrs.  Albert  M.  Biglan,  Centn 
Islip,  Councillor 

The  Second  District  Branch  will  meet  on  Wedne 
day,  October  24,  at  the  Garden  City  Hotel,  Garde 
City.  Further  plans  will  be  announced. 

Ninth  District — Mrs.  Walter  A.  Schmitz,  Middh 
town,  Councillor 

Members  of  the  Ninth  District  Branch  will  me*' 
at  the  Sleepy  Hollow  Country  Club,  Scarborough,  c 
Wednesday,  November  7.  Auxiliary  members  wi 
have  a luncheon  at  1 : 00  p.m.,  followed  by  a meetin 
Guests  will  include  Dr.  Morley  T.  Smith,  preside: 
of  the  Ninth  District  Branch;  Dr.  Walter  W.  Mot 
chairman  of  the  State  Society’s  Council  Advisoi 
Committee  to  the  Woman’s  Auxiliary;  Dr.  Robe 
Hannon,  State  Society  executive  officer,  and  M 
Thomas  Walsh,  of  the  State  Society  public  relatio: 
bureau. 

First  District — Mrs.  Thomas  M.  d'Angelo,  Flushir 
Councillor 

The  Auxiliaries  in  the  First  District  Branch  w 
meet  on  Thursday,  November  8,  at  the  Quee 
County  Medical  Society  building  in  Forest  Hil 
Round-table  discussions  on  legislation,  public  rel 
tions,  and  program  will  be  held,  followed  by 
luncheon  and  guest  speakers. 
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SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK 


THE  Council  met  on  May  31,  1951,  from  9:15 
a.m.  to  12:45  p.m.  at  the  State  Society’s  offices. 

Secretary’s  Report 

Remission  of  annual  dues  was  voted  for  one  mem- 
ber for  1950  and  for  15  members  for  1951  on  account 
|of  illness;  for  54  members  for  1951  on  account  of 
)service  in  the  armed  forces.  It  was  also  voted  to 
recommend  to  the  American  Medical  Association 
'that  the  dues  of  27  members  be  remitted  for  1950 
and  of  85  for  1951. 

The  Secretary  reported  his  attendance  at  a dinner 
of  the  New  York  Academy  of  Chest  Physicians  at 
the  Hotel  Statler  in  Buffalo,  at  meetings  of  the  Sub- 
committee on  General  Practice  of  the  Public  Health 
and  Education  Committee,  the  New  York  City 
Selective  Service  Advisory  Committee,  the  celebra- 
tion of  the  100th  anniversary  of  the  founding  of  New 
York  Hospital,  the  Industrial  Health  and  Accident 
Prevention  Subcommittee  of  the  Public  Health 
and  Education  Committee,  the  Hall  of  Fame  of  New 
York  University  in  honor  of  the  late  Dr.  William 
Crawford  Gorgas  and  Alexander  Graham  Bell,  a 
luncheon  given  by  Honorable  Thomas  C.  Desmond, 
Balmville,  New  York,  and  meetings  of  the  Office 
Administration  and  Policies  Committee  and  the 
|Publication  Committee. 

He  remarked  on  the  fact  that  the  145th  annual 
onvention  of  the  Medical  Society  of  the  State  of 
Yew  York  in  Buffalo  was  a great  success,  although  a 
ew  of  the  Sections  and  Sessions  meetings  were 
)oorly  attended.  Registration  was  as  follows: 
.,425  doctors;  637  guests;  308  exhibitors;  a total 
)f  2,370. 

“On  May  9,  Mr.  Charles  L.  Baldwin  and  your 
ecretary  visited  the  St.  George  Hotel  in  Brooklyn 
is  a result  of  an  invitation  from  Borough  President 
,'ashmore  and  Public  Relations  Officer  Howard  A. 
Swain  in  regard  to  the  1952  convention,  although 
>reliminary  arrangements  had  been  started  a year 
•go  with  the  Hotel  Statler,  New  York  City.  The 
lotel  St.  George  did  not  have  sufficient  space  for 
>ur  meetings. 

“Dr.  W.  W.  Bauer,  director,  Bureau  of  Health 
Education,  American  Medical  Association,  has  re- 
vested that  our  Society  be  represented  at  the  third 
liational  conference  on  physicians  and  schools  at  the 
lotel  Moraine,  Highland  Park,  Illinois,  November 
to  8,  1951.  President  Kenney,  after  due  consider- 
tion,  has  requested  that  Dr.  William  Ayling  of 
yracuse  again  be  requested  to  represent  us.” 

It  was  so  voted. 

“In  order  to  facilitate  preparation  of  programs  for 
he  Sessions  on  History  of  Medicine,  Physical  Medi- 
ine,  and  the  new  Public  Relations  Session,  your 
;cretary  takes  the  liberty  to  recommend  that  you 
pprove  of  President  Kenney’s  appointing  officers 
>r  these  three  sessions.  Otherwise  the  summer 
iterval  would  cause  a lag  and  incomplete  programs 
>r  the  October  meeting  of  the  1952  Program  Sub- 
Rnmittee.” 

It  was  voted  to  approve  the  recommendation. 

Dr.  Anderton  stated  that  he  is  endeavoring  as 
romptly  as  possible  to  transmit  the  wishes  of  the 
ouse  of  Delegates  to  the  component  county  medi- 
d societies.  He  has  already  instigated  a letter 
garding  the  selection  of  an  outstanding  general 
‘actitioner  of  1951  to  be  nominated  for  the  annual 


American  Medical  Association  award  and  is  refer- 
ring directly  to  the  Committee  on  Constitution  and 
Bylaws  the  proposed  amendments  from  the  House 
of  Delegates. 

Matters  from  the  House  of  Delegates 

Matters  referred  to  the  Council  from  the  House  of 
Delegates  are  as  follows: 

Report  of  Reference  Committee  on  Report  of  the 
Council,  Part  I 

Section  158,  A — The  House  recommended  a con- 
tinuation of  the  Emergency  Medical  Preparedness 
Committee,  “under  its  present  extremely  competent 
chairman.” 

Dr.  Kenney  stated,  “Dr.  Anderton  and  I looked 
up,  gentlemen,  the  appointment  of  this  committee. 
It  is  a special  committee  and  not  a standing  com- 
mittee of  the  Council.  Therefore,  the  chairman  does 
not  have  to  be  a Council  member.  I think  that 
automatically  gives  me  the  right  to  appoint  Dr. 
Masterson  without  creating  a subcommittee.” 

Section  159,  B — The  same  reference  committee 
recommended  that  the  House  advise  the  Council 
that  it  recommend,  through  the  State  Advisory 
Committee  to  the  New  York  State  Selective  Service 
System,  consideration  of  the  revision  of  the  medical 
supervisory  committee  set-up,  especially  in  large 
congested  areas,  that  in  such  areas  supervisory 
committees  be  appointed  on  a county  or  other  basis, 
and  that  any  area  which  is  too  large  or  too  crowded 
should  appeal  to  the  State  Advisory  Committee 
for  establishment  of  a local  subcommittee. 

It  was  voted  to  refer  this  to  the  State  Advisory 

Committee  to  the  New  York  State  Selective 

Service  System. 

Section  160,  C — This  committee  made  the  follow- 
ing suggestions  for  the  Public  Health  and  Education 
Committee:  (1)  that  competent,  experienced  gen- 
eral practitioners  be  included  in  the  list  of  speakers  in 
the  Course  Outline  Book,  (2)  that  the  Committee 
consider  the  establishment  of  “continuation  courses” 
for  general  practitioners,  (3)  that  the  Committee  ex- 
plore the  possibilities  of  the  establishment  of  a 
center  for  the  holding  of  continuation  courses  for 
the  general  practitioner,  (4)  that  continued  efforts 
be  made  to  publicize  the  services  available  through 
the  Committee,  especially  its  Speakers’  Bureau, 
and  (5)  that  the  Course  Outline  Book  be  revised 
annually  and  that  series  “packages”  of  lectures  be 
made  available  to  the  county  societies. 

It  was  voted  that  this  be  referred  to  the  Public 

Health  and  Education  Committee. 

Report  of  Reference  Committee  on  Report  of  the 
Council,  Part  III 

Section  150,  New  York  State  Vehicle  and  Traffic 
Law-^- The  House  of  Delegates  resolved  “that  the 
Medical  Society  of  the  State  of  New  York  foster 
legislation  to  amend  Subdivision  5 of  Section  70  of 
Article  5 of  the  New  York  State  Vehicle  and  Traffic 
Law  t«  provide  that  a blood  test  for  alcohol  content 
be  mandatory  in  cases  where  drunken  driving  is 
suspected  and  that  it  be  obligatory  for  the  court  to 
interpret  the  findings  when  the  analysis  has  been 
done  by  a recognized  laboratory  as  conclusive  evi- 
dence and  that  the  following  three  zones  of  alcohol 
concentration  be  legally  recognized  and  accepted: 
(1)  evidence  that  there  was,  at  the  time,  five  hun- 
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dredths  of  one  per  cent  or  less  by  weight  of  alcohol  in 
the  blood  is  prima  facie  evidence  that  the  defendant 
was  not  in  an  intoxicated  condition;  (2)  evidence 
that  there  was,  at  the  time,  more  than  five  hun- 
dredths of  one  per  cent  and  less  than  fifteen  hun- 
dredths of  one  per  cent  by  weight  of  alcohol  in  the 
blood  shall  be  relevant  evidence,  but  is  not  to  be 
given  prima  facie  effect  in  indicating  whether  or 
not  the  defendant  was  in  an  intoxicated  condition, 
unless  supported  by  other  corroborative  evidence; 
and  (3)  evidence  that  there  was,  at  the  time,  fifteen 
hundredths  of  one  per  cent,  or  more,  by  weight  of 
alcohol  in  the  blood  must  be  admitted  as  conclusive 
evidence  that  the  defendant  was  in  an  intoxicated 
condition.” 

It  was  voted  that  this  be  referred  to  the  Com- 
mittee on  Legislation. 

The  Secretary  stated,  “Your  Secretary  was  or- 
dered by  the  House  of  Delegates  to  send  a copy  of 
that  resolution  to  the  Governor,  which  has  been 
done,  and  also  to  the  State  officials  interested  in 
improving  the  safety  of  our  highways  and  respon- 
sible for  the  administration  and  enforcement  of  the 
laws  controlling  traffic  thereon.  That  is  such  a 
large  order  that  your  Secretary  has  written  to  the 
Motor  Vehicle  Department  asking  for  a list  of  those 
to  whom  copies  should  be  sent.” 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  VI 

Section  176,  A,  Contribution  to  American  Medical 
Education  Foundation — The  Reference  Committee 
Report  on  Report  of  Council,  Part  VI,  led  to  the 
approval  of  a resolution  which  pledged  our  Society, 
“to  exert  every  possible  effort  to  raise  $250,000  as 
its  1951  contribution  to  the  American  Medical 
Education  Foundation”  and  it  recommended  that 
“this  should  be  implemented  by  appointment  of 
committees,  and  the  individual  county  medical 
societies  should  plan  their  own  method  of  collec- 
tion.” Your  secretary  would  appreciate  instruc- 
tions from  the  Council  to  draft  a letter  for  President 
Kenney  to  send  to  each  component  county  society 
regarding  this  action  of  the  House  of  Delegates. 

It  was  so  voted. 

Section  178,  B,  Inclusion  of  Postgraduate  Educa- 
tion Expense  as  Income  Tax  Deduction — The  Refer- 
ence Committee  Report  on  Report  of  Council, 
Part  VI,  led  to  the  adoption  of  a resolution  “that 
the  House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  request  the  Bureau  of  Internal 
Revenue  to  include  these  expenses  (graduate  re- 
fresher courses)  as  an  allowable  deduction  in  the 
Federal  income  tax  form  for  the  year  1951.”  Your 
secretary  takes  the  liberty  to  suggest  that  the  Coun- 
cil request  Mr.  William  Martin,  counsel,  to  make 
this  request  of  the  U.S.  Bureau  of  Internal  Revenue. 

It  was  so  voted. 

Section  179,  C,  Addition  to  Curricula  of  Medical 
Schools — The  House  of  Delegates  resolved  that  our 
Society  contact  the  deans  of  medical  schools  and 
other  educators  to  discuss  the  possibility  of  includ- 
ing lectures  about  social  and  financial  factors  in- 
volved in  the  practice  of  medicine  and  the  rela- 
tionship of  the  physician  to  his  community  in  the 
curricula  of  the  medical  schools  in  New  York  State. 

It  was  voted  to  refer  this  to  the  Committee  on 

Public  Health  and  Education. 

Section  162,  Section  on  General  Practice— When 
the  House  of  Delegates  established  a Section  on 
General  Practice,  no  provision  was  made  for  elec- 


tion of  its  first  officers.  It  is  respectfully  suggested 
by  your  secretary  that  the  Council  appoint  or  dele- 
gate authorization  to  appoint  a chairman,  a secre- 
tary, and  a delegate  for  the  first  year  of  the  Section 
on  General  Practice. 

The  General  Practice  Session  selected  the  fol- 
lowing officers  for  the  ensuing  year:  William  A. 

Buecheler,  M.D.,  Syracuse,  chairman;  Garral  Les- 
ter, M.D.,  Chautauqua,  vice-chairman;  Floyd  C. 
Bratt,  M.D.,  Rochester,  secretary,  and  Vincent 
Fischer,  M.D.,  Rochester,  delegate. 

It  was  voted  that  the  President  consider  appoint- 
ing the  above  named  officers. 

Report  of  Reference  Committee  on  Miscellaneous 
Business 

Section  127,  Oath  of  Allegiance — The  Reference 
Committee  on  Miscellaneous  Business  approved 
in  principle  and  referred  to  the  Council  a resolution 
“that  the  Medical  Society  of  the  State  of  New  York 
require  as  a condition  for  membership  in  the  So- 
ciety and  in  its  component  county  societies  the  sign- 
ing and  filing  of  an  oath  of  allegiance  to  the  govern- 
ment of  the  United  States  (a  loyalty  oath).” 

The  House  of  Delegates  approved  this  recom- 
mendation. 

It  was  voted  that  this  be  referred  to  the  Committee 
on  Constitution  and  Bylaws,  and  legal  counsel. 
Report  of  Reference  Committee  on  Reports  of  the 
Treasurer,  Trustees,  and  Finance  Committee 
Section  117,  A,  Emergency  Expenditures — The 
House  of  Delegates  approved  the  recommendation 
resolving  that  the  resolution  adopted  in  1950  es- 
tablishing a strict  “pay-as-you-go”  fiscal  policy  be 
altered  to  read  that  “The  Medical  Society  of  the 
State  of  New  York  shall  carry  on  a ‘pay-as-you- 
go’  fiscal  policy,  but  this  does  not  restrict  the  use 
of  treasury  reserves  in  an  emergency  for  unex- 
pected expenses,  subject  to  the  approval  of  the 
Council  and  the  Board  of  Trustees.” 

It  was  voted  that  this  information  be  transmitted 
to  the  Board  of  Trustees. 

Section  116,  B,  Directory — The  Reference  Com- 
mittee on  Report  of  the  Finance  Committee  advo- 
cated and  the  House  of  Delegates  concurred  that 
the  Medical  Directory  of  New  York  State  be  pub- 
lished every  two  years  and  that  the  Publication  Com- 
mittee be  urged  to  cut  the  cost  of  publication  to  the 
minimum  by  deletion  of  such  nonessentials  as  street 
directories,  scientific  information,  and  by  using  a 
paper  instead  of  hard  bound  cover. 

It  was  voted  that  this  be  referred  to  the  Publica- 
tion Committee. 

Report  of  Reference  Committee  on  Report  of  the 
Council,  Part  VII 

Section  187,  A,  Nonessential  Information  in  Insur- 
ance Forms — The  House  of  Delegates  adopted  a 
resolution  to  the  effect  that  the  Medical  Society  of 
the  State  of  New  York  take  steps  to  bring  about  al- 
teration of  certain  insurance  forms  by  exclusion 
from  them  of  the  requirement  that  a physician’s 
medical  school  and  year  of  graduation  be  supplied, 
and  that  such  forms  require  “only  a request  for 
State  License  Number  and/or  other  identification 
numbers.” 

It  was  voted  to  refer  this  to  the  Committee  on  Eco- 
nomics with  a statement  that  members  of  the 
Workmen’s  Compensation  Committee  be  con- 
sulted. 

Section  188,  B,  Confidential  Information  Con- 
cerning Fees  in  Insurance  Forms — The  House  of 
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Delegates  approved  in  principle  and  referred  to  the 
Council  as  a result  of  the  Report  of  the  Reference 
Committee  on  Report  of  the  Council,  Part  VII,  the 
following  resolution: 

“Whereas,  certain  insurance  companies  re- 
fuse to  pay  surgical  and  obstetrical  fees  to  policy- 
holders unless  the  surgeon  or  obstetrician  states 
his  total  fee,  regardless  of  the  fact  that  the  bene- 
fit paid  is  a fixed  amount,  and  not  dependent  on 
the  fee,  therefore  be  it 

“ Resolved , that  this  Society  take  appropriate 
steps  to  deny  insurance  companies  any  privileged 
information  other  than  certification  that  the  serv- 
ice was  performed  and  that  the  fee  was  equiva- 
lent to,  or  in  excess  of,  the  benefits.” 

It  was  voted  to  refer  this  to  the  Subcommittee  on 
Medical  Expense  Insurance,  of  the  Economics 
Committee. 

Section  189,  C,  Confidential  Information  in  Insur- 
ance Forms — Also  the  House  of  Delegates  approved 
in  principle  and  referred  to  the  Council  the  follow- 
ing resolution : 

“Whereas,  many  firms  and  labor  unions  which 
arrange  hospitalization  and  medical  expense  in- 
surance coverage  for  employes  and  their  families 
require  that  the  claim  forms  be  submitted  through 
them,  and  since  these  forms  reveal  specific  diag- 
noses of  illness  and  disease,  the  nature  of  which 
may  be  personal  and  a matter  of  embarrassment 
if  revealed  to  known  persons  and  fellow-workers, 
therefore  be  it 

“Resolved,  that  this  Society  initiate  steps  to  re- 
quire insurance  claim  forms  to  conform  to  the 
statute  relating  to  privileged  information.” 

It  was  voted  to  refer  this  to  the  Medical  Expense 
Insurance  Subcommittee,  of  the  Committee  on 
Economics. 

Section  190,  D,  Confidential  Information  in 
Medical  Reports — The  House  also  approved  in 
principle  and  referred  to  the  Council  the  following 
resolution : 

“Whereas,  many  employers  require,  from  em- 
ployes returning  to  work  after  illness  or  injury, 
a statement  from  their  physician  stating  the 
exact  diagnosis,  the  nature  of  which  may  be  per- 
sonal and  embarrassing  to  the  patient  if  revealed 
to  fellow-workers  and  other  known  persons,  there- 
fore be  it 

“Resolved,  that  this  Society  recommend  ap- 
propriate action,  including  initiation  of  legisla- 
tion if  required,  to  limit  the  request  for  informa- 
tion to  a certification  of  bona  fide  illness  and  a 
statement  as  to  the  length  of  the  disability.” 

It  was  voted  to  refer  this  to  the  Medical  Ex- 
pense Insurance  Subcommittee,  of  the  Committee 
on  Economics,  to  consult  with  legal  counsel. 

Report  of  Reference  Committee  on  Report  of  the 
Council,  Part  IX 

Reference  Committee  on  Part  IX  advocated  re- 
ferring to  the  Council  several  resolutions;  the  fol- 
lowing were  referred  by  the  House  of  Delegates. 

Section  173,  Free  Choice  of  Plan — That  the  So- 
ciety further  introduce  at  the  1952  New  York 
State  Legislature  a bill  similar  to  the  1951  Senate 
Introductory  2321  (Hughes)  in  relation  to  the  volun- 
tary prepaid  health  insurance  and  allowing  workers 
free  choice  of  plan. 

It  was  voted  to  refer  this  to  the  Committee  on 
Legislation. 


Section.  171,  Practice  of  Psychiatry — That  the  So- 
ciety instigate  introduction  into  the  1952  Legisla- 
ture of  a bill  similar  to  Senate  Introductory  1836 
of  the  1949  Legislature  relating  to  the  practice  of 
medicine  and  that  the  Society  work  actively  for  its 
passage. 

The  Reference  Committee  also  reported  “proper 
enforcement  of  the  Medical  Practice  Act  would 
make  this  proposal  unnecessary.” 

It  was  voted  to  refer  this  to  the  Committee  on  Legis- 
lation. 

Section  170,  X-ray  Bill — That  a bill  be  intro- 
duced in  the  next  session  of  the  New  York  State 
Legislature  to  amend  the  Medical  Practice  Act 
so  that  it  defines  roentgenology  as  the  practice  of 
medicine  similar  to  a definition  in  a bill  which  was 
defeated  several  years  previously  in  the  Legisla- 
ture. 

It  was  voted  to  refer  this  to  both  the  Legislation 
and  the  Workmen’s  Compensation  Committees. 
Section  167 , Injunction  Bill — That  the  Medical 
Society  of  the  State  of  New  York  cause  reintro- 
duction at  the  1952  Legislature  of  a bill  similar  to 
Senate  Introductory  94  of  the  1949  session  and  work 
actively  for  its  passage.  This  bill  sought  to  amend 
Section  6513  of  the  Education  Law  in  relation  to 
authorizing  the  Attorney  General  to  apply  for  an  in- 
junction to  restrain  acts  which  are  illegal  under 
Article  131  of  the  Medical  Practice  Act. 

It  was  voted  to  refer  this  to  the  Legislation  Com- 
mittee in  conference  with  Mr.  Guariglia,  coun- 
sel of  the  Medical  Society  of  the  County  of  Erie. 
Section  166,  Free  Choice  of  Physician — That  the 
Society  again  sponsor  a legislative  attempt  to  have 
a law  passed  in  Albany  which  would  amend  the 
insurance  law  in  relation  to  nonprofit  medical  in- 
demnity on  hospital  service,  and  in  relation  to  free 
choice  of  physician  in  prepaid  voluntary  health  in- 
surance plans,  similar  to  the  1951  Senate  Introduc- 
tory 21 16. 

It  was  voted  to  refer  this  to  the  Legislation  Com- 
mittee. 

Section  165,  Control  of  Narcotic  Problem — The 
House  of  Delegates  recommended  to  the  Council 
that  steps  be  taken  to  have  reintroduction  of  a bill 
similar  to  the  1951  Assembly  Introductory  2718 
which  advocated  punishment  for  vendors  of  nar- 
cotics. 

Dr.  Hannon  stated  that  this  bill  had  been  passed 
and  signed  by  the  Governor.  It  is  Chapter  530  of 
the  Laws  of  1951. 

It  was  suggested  the  Secretary  write  to  the  spon- 
sor of  the  resolution. 

Section  168,  Hospital  Practice  of  Medicine — That 
the  State  Society  advocate  reintroduction  of  the 
Friedman  Bill  (1949  Senate  Introductory  2402) 
which  was  designed  legally  to  prohibit  any  hospital 
from  practicing  medicine  even  through  the  hiring 
of  physicians  in  anesthesiology,  pathology,  roent- 
genology, and  physiotherapy. 

It  was  voted  to  refer  this  to  the  Legislation  Com- 
mittee. 

Section  118,  Protection  of  Interns  and  Residents 
Against  Malpractice  Suits — That  our  Society  sup- 
port the  reintroduction  and  passage  in  the  1952 
Legislature  of'  bills  similar  to  the  1951  Senate  1108 
and  Assembly  Introductory  1477,  which  sought  to 
protect  from  malpractice  liability,  interns  and  resi- 
dents and  other  physicians  rendering  care  in  public 
institutions  without  compensation  from  the  patient. 
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It  was  voted  to  refer  this  to  the  Committee  on  Leg- 
islation. 

Section  183,  Report  of  Reference  Committee  on 
Report  of  the  Council,  Part  X — In  dealing  with  the 
suggestion  of  Workmen’s  Compensation  Committee, 
the  House  of  Delegates  approved  of  the  recom- 
mendation “that  the  Society  shall  continue  its  ef- 
forts to  secure  fair  and  equitable  adjustments  es- 
pecially as  they  affect  the  general  practitioner” 
relating  to  the  fee  schedule.  It  also  approved  the 
employment  of  an  actuarial  consultant  for  our 
Workmen’s  Compensation  Bureau,  at  an  estimated 
cost  not  to  exceed  $1,500  to  $2,000  annually.  The 
House  further  deprecated  the  scarcity  of  Workmen’s 
Compensation  reporting  forms  and  urged  the  sym- 
bol M-17  to  denote  qualification  for  thoracic  sur- 
gery. 

It  was  voted  to  refer  this  to  the  Workmen’s  Com- 
pensation Committee. 

Report  of  Reference  Committee  on  Report  of  the 
Council,  Part  XII 

Section  87,  Early  American  Doctor's  Office  at 
Farmers’  Museum,  Cooperstoum — The  House  of 
Delegates  resolved  that  the  Medical  Society  of  the 
State  of  New  York  authorize  the  President  of  the 
Society  to  appoint  a committee  to  collaborate  with 
the  officials  of  the  Farmers’  Museum  in  establishing 
an  early  American  doctor’s  office  in  Cooperstown. 

It  was  voted  to  refer  this  to  the  Committee  on  the 
History  of  the  Medical  Society  of  the  State  of 
New  York. 

Report  of  Reference  Committee  on  Report  of  the 
Council,  Part  V 

Section  110,  Cooperation  with  Governor's  Com- 
mission on  Chronic  Illness — The  House  of  Delegates 
recommended  that  the  Subcommittee  on  Geriatrics 
be  assigned  the  function  of  devising  means  by  which 
the  Society  may  cooperate  in  the  work  of  Governor 
Dewey’s  Commission  on  Chronic  Illnesses. 

It  was  voted  to  refer  this  to  the  Subcommittee  on 
Geriatrics  of  the  Public  Health  and  Education  Com- 
mittee. 

Report  of  Reference  Committee  on  Miscellaneous 
Business 

Section  123,  Public  Relations  Lectures  in  Medical 
Schools — It  was  resolved  “that  the  Medical  Society 
of  the  State  of  New  York,  through  its  Public  Rela- 
tions Bureau,  make  an  attempt  to  place  a speaker 
in  each  of  the  medical  schools  in  this  State  for  a lec- 
ture (or  lectures)  on  State  and  county  medical  so- 
ciety organization  and  current  medical  economic 
and  public  relations  concepts.” 

It  was  voted  to  refer  this  jointly  to  the  Committee 
on  Public  Relations  and  the  Committee  on  Public 
Health  and  Education. 

Report  of  Reference  Committee  on  Report  of  the 
Council,  Part  XI 

Section  138,  Future  Reports  of  the  Public  Rela- 
tions Bureau — The  House  of  Delegates  voted  “that 
the  Public  Relations  Bureau  shall  be  required  to 
submit  jointly  with  the  Public  Relations  Committee 
each  year  to  the  House  of  Delegates  an  outline  of 
its  proposals,  to  be  included  in  the  annual  report, 
with  due  regard  for  the  need  of  flexibility  in  the  de- 
velopment of  public  relations  activities.” 

It  was  voted  to  refer  this  to  the  Committee  on 
Public  Relations. 


Report  of  Reference  Committee  on  Report  of  the 
Council,  Part  IV 

Section  103,  Blood  for  Korea  Day — In  accordance 
with  the  instructions  of  the  House  of  Delegates,  the 
secretary  of  the  Medical  Society  of  the  State  of  New  ! 
York  sent  to  the  secretaries  of  component  county  | 
medical  societies  and  secretaries  of  state  and  terri-  J 
torial  medical  societies  of  the  U.S.,  a copy  of  the  i 
resolution  regarding  “Blood  for  Korea.” 

Section  185,  Report  of  Executive  Session — As  a re- 
sult of  Dr.  Frederic  W.  Holcomb’s  report  to  the 
House  of  Delegates  on  its  action  as  a Committee  of 
the  Whole,  the  House  referred  to  the  Council  the  ' 
report  of  the  Subcommittee  on  Cults  of  the  Legis-  | 
lation  Committee;  the  report  of  the  Subcommittee  ! 
on  Public  Relations  of  the  Public  Relations  Commit-  | 
tee,  and  the  report  of  the  Committee  on  Hospital 
and  Professional  Relations. 

It  was  voted  to  refer  the  report  of  the  Subcom- 
mittee on  Cults  of  the  Legislation  Committee  and 
the  Report  of  the  Subcommittee  on  Public  Rela- 
tions to  the  Planning  Committee  for  Medical  ; 
Policies. 

The  report  of  the  Committee  on  Hospital  and  Pro- 
fessional Relations  was  referred  back  to  that  com- 
mittee. 

Communications 

1.  Letter  dated  May  7,  1951,  from  Dr.  F.  E. 
Coughlin,  secretary,  Section  on  Public  Health, 
Hygiene,  and  Sanitation,  stating  that  the  Section 
had  voted  to  change  its  name  to  Section  on  Preven- 
tive Medicine  and  Public  Health.  Council  approval 
was  requested. 

It  was  voted  that  this  change  be  approved. 

2.  Letter  dated  May  11,  1951,  from  Dr.  Everet 
H.  Wood,  of  the  Section  on  Ophthalmology  and 
Otolaryngology,  which  explains  that  two  guest 
speakers  were  invited  to  present  papers  before  the 
Section.  According  to  the  rules  each  section  is 
allowed  expenses  for  only  one  guest  speaker  from 
east  of  the  Mississippi.  Inadvertently  the  two 
different  parts  of  this  Section  each  invited  a guest 
speaker. 

It  was  voted  that  the  Council  recommend  to  the 
Board  of  Trustees  that  both  speakers  have  their  , 
expenses  paid. 

3.  Letter  dated  May  15,  1951,  contained  thanks 
and  appreciation  from  Mrs.  James  F.  Rooney,  for 
expressions  of  sympathy. 

4.  Letter  dated  May  14,  1951,  from  Mrs.  Hugh 
G.  Henry,  past-president  of  the  Woman’s  Auxiliary, 
to  the  Medical  Society  of  the  State  of  New  York, 
expressing  appreciation  for  what  the  members  and 
the  Society  did  for  her  as  well  as  the  Woman’s 
Auxiliary  during  the  convention. 

5.  Letter  dated  May  18,  1951,  of  resignation 
from  Dr.  Francis  H.  Ghiselin,  as  chairman  of  the 
Section  on  Radiology.  The  Section  on  Radiology 
elected  as  chairman,  Dr.  Ghiselin;  as  vice-chair- 
man, Dr.  William  J.  McFarland  of  Hornell;  as  sec- 
retary, Dr.  Ernest  H.  Wood,  Jr.,  of  New  \ ork  City, 
and  as  section  delegate,  Dr.  Frederic  E.  Elliott,  of 
Brooklyn. 

After  discussion,  it  was  voted  that  the  vice-chair- 
man, should  succeed  the  chairman. 

6.  After  discussion  of  a letter  from  Dr.  George 
F.  Lull,  secretary  of  the  American  Medical  Associ- 
ation, it  was  voted  that  Dr.  Anderton  arrange  a 
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conference  with  Dr.  Lull  in  Atlantic  City,  New  Jer- 
sey, regarding  disposition  of  A.M.A.  1951  member- 
ship dues  from  members  who  were  in  arrears  for 
1950  A.M.A.  membership  dues. 

7.  Dr.  Anderton  reported  that  arrangements 
had  been  made  with  the  Hotel  Statler  in  New  York 
City  for  holding  the  1952  convention  there  from 
May  12  to  16.  The  only  direct  charge  to  the  Society 
will  be  $2,100  for  the  use  of  the  rooms  for  exhibit 
purposes.  A letter  from  the  hotel  confirming  these 
arrangements  stated  that  the  dates  May  10  to  14 
had  been  tentatively  set  aside  for  the  1954  conven- 
tion. 

It  was  voted  that  the  Council  recommend  to  the 
Board  of  Trustees  that  they  instruct  the  secre- 
tary to  confirm  these  arrangements  with  the 
Hotel  Statler,  New  York  City. 

The  Treasurer’s  report  was  accepted. 

Report  of  the  Executive  Officer 

Dr.  Hannon  reported  as  follows:  “There  have 

oeen  five  district  branches  covered  by  executive 
committee  meetings  for  arrangement  of  the  fall 

[icientific  meetings.  Two  more  will  be  covered  this 
veek,  and  the  eighth  one  will  be  held  next  week. 
As  soon  as  that  is  completed  the  list  of  the  dates  and 
blaces  will  be  sent  to  this  office  and  to  all  those 
that  are  interested.” 

Dr.  Hannon  also  reported  regarding  his  and  Mr. 
' leorge  Farrell’s  meeting  with  Senator  Metcalf  in 
•egard  to  proposed  insurance. 

After  discussion,  the  President  was  authorized  to 
appoint  a subcommittee  of  the  Subcommittee  on 
Medical  Expense  Insurance  to  consult  with 
Senator  Metcalf. 

Dr.  Hannon  continued:  “I  received  a communi- 
cation from  Mr.  Martin  in  relation  to  a motion  that 
vas  passed  by  the  House  of  Delegates  that  we  sup- 
port Federal  legislation  to  provide  retirement  bene- 
its  for  professional  persons  and  other  persons  hav- 
ng  earned  income  but  not  covered  by  a pension 
plan.  Mr.  Martin  received  information  from  Repre- 
sentative Coudert  that  to  aid  in  this  legislation  we 
iad  better  get  representation  in  various  parts  of  the 
ptate  and  get  the  doctors  in  different  counties  to 
contact  their  senators  and  representatives  in  Washi- 
ngton indicating  that  they  are  in  favor  of  such 
egislation. 

[ “I  was  wondering  if  there  was  any  suggestion 
rom  the  Council  as  to  any  other  officers,  and 
whether  you  wish  it  to  go  to  the  legislation  chair- 
nan  or  the  secretary  of  the  county  society  or  any 
)ther  officers,  and  whether  you  wish  to  give  me  any 
urther  instructions  on  this  matter.” 

After  discussion,  it  was  voted  that  a letter  be  drawn 
up  by  Dr.  Hannon  in  conference  with  Dr.  Winslow 
and  legal  counsel  and  mailed  to  the  chairmen  of 
the  legislation  committees  and  to  the  secretaries 
of  county  societies. 

Reports  of  Committees 

Convention. — Dr.  Brown,  chairman,  reported 
hat  complete  figures  as  to  the  expense  of  the  1951 
■onvention  were  not  yet  available,  but  he  had  been 
nformed  that  they  would  probably  exceed  the  in- 
;ome  and  that  this  was  not  unusual  when  the  con- 
'ention  was  held  upstate.  He  reported  also  that  a 
ittle  more  than  50  per  cent  of  the  doctors  who  at- 
ended  were  from  Erie  County. 

Annual  Meeting  Exhibits — Dr.  Dattelbaum,  treas- 
irer,  reported  his  impressions  of  the  scientific  and 


commercial  exhibits  at  the  Buffalo  meeting  and 
made  recommendations,  such  as  that  the  Tuesday 
exhibits  extend  from  two  or  three  o’clock  in  the 
afternoon  to  eleven  o’clock  at  night  instead  of  from 
nine  in  the  morning  to  six  in  the  evening;  that  ex- 
hibits be  arranged  to  avoid  congestion;  that  there 
be  only  one  entrance  to  the  exhibits,  and  that  visit- 
ing physicians  be  provided  with  portfolios  in  which 
to  place  “literature.” 

The  Council  voted  that  the  entire  exhibits,  both 
scientific  and  commercial,  should  be  studied  by 
the  business  manager  and  the  Public  Relations 
Committee  to  bring  in  a report. 

The  Chair  referred  the  above  to  the  chairman  of 
the  Convention  Committee  for  his  consideration 
and  consultation  with  the  various  individuals 
mentioned  in  the  above  motion. 

Economics. — Dr.  Azzari,  chairman,  submitted  a 
report  of  the  Bureau  of  Medical  Care  Insurance, 
Mr.  George  P.  Farrell,  director.  The  report  was 
devoted  largely  to  a description  of  the  annual  Blue 
Cross-Blue  Shield  Conference  in  Biloxi,  Mississippi. 
At  one  of  the  Blue  Shield  Commission  meetings  it 
was  recommended  that  the  National  Blue  Shield 
Health  Plan,  Inc.,  take  the  necessary  steps  to  be 
licensed  in  as  many  states  as  possible  in  order  to  take 
care  of  national  accounts.  A motion  to  hold  sep- 
arate conferences  of  the  national  Blue  Cross  and 
Blue  Shield  Plans  on  different  dates  and  at  dif- 
ferent locations  was  voted  down.  Three  commis- 
sioners at  large  were  elected . Mr.  Jay  C.  Ketchum, 
Dr.  Chas.  Gordon  Heyd,  and  Dr.  Paul  R.  Hawley. 

Mr.  Farrell  also  reported  his  attendance  at  the 
House  of  Delegates  meeting,  a speech  made  by  him 
before  the  Medical  Society  of  the  County  of  Che- 
mung regarding  the  uniform  State-wide  contract,  a 
conference  with  Dr.  Hannon  and  Senator  Metcalf, 
and  a further  meeting  with  Dr.  Hannon.  Senator 
Metcalf,  and  Commissioner  Hilleboe  to  discuss  the 
possibility  of  offering  the  benefits  of  medical  care 
insurance  to  greater  numbers  of  people  in  New  York 
State. 

The  report  was  adopted. 

Ethics. — Dr.  Keating,  chairman,  submitted  the 
following  report: 

In  April  the  Council  referred  to  Dr.  Keating  the 
question  as  to  “whether  it  is  considered  proper  and 
ethical  for  a doctor  to  hire  and  maintain  in  his 
office  a trained  man  to  prepare  and  make  glasses  on 
his  prescription.”  Your  chairman  has  consulted 
the  fellow  members  of  his  committee  in  writing  and 
also,  indirectly,  Dr.  Edward  R.  Cunniffe,  chairman  of 
the  Judicial  Council  of  the  American  Medical  Asso- 
ciation. We  recommend  that  the  Council  instruct 
the  secretary  to  write  Dr.  Leon  G.  Paves,  chairman 
of  the  public  relations  committee  of  the  Broome 
County  Medical  Society,  that  it  is. unethical  for  a 
physician  to  profit  from  the  sale  of  eyeglasses 
and  that  it  is  permissible  for  an  ophthalmologist 
to  employ  a trained  man  to  prepare  and  make  glasses 
on  his  prescription  only  w’hen  there  is  no  other 
optician  available  in  the  community  where  such 
ophthalmologist  practices. 

It  was  voted  to  approve  the  report. 

Hospital  and  Professional  Relations. — Dr.  Harold 
F.  R.  Brown,  chairman,  reported  progress  regarding 
the  status  of  pathologists  in  hospitals. 

It  was  voted  that  the  report  be  approved. 

After  discussion,  it  was  voted  not  to  include  the 
report  in  the  published  minutes. 
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Nursing  Education. — Dr.  Dickson,  chairman, 
reported: 

“Mr.  President,  I would  like  to  inform  you  that 
the  subcommittee  under  the  chairmanship  of  Dr. 
John  Hanford,  a member  of  the  Council  Com- 
mittee on  Nursing  Education,  met  with  the  other 
medical  member  of  the  Coordinating  Council  on 
Nursing  Education,  Dr.  Andrus,  on  Tuesday,  April 
17,  to  discuss  the  advisability  of  setting  up  coor- 
dinating councils  on  nursing  problems  on  a county 
level.  There  has  been  agitation  on  the  part  of  the 
nursing  group  to  have  that  done.  It  was  the  recom- 
mendation of  this  subcommittee  that  at  the  present 
time,  due  to  the  fact  that  it  is  almost  impossible  to 
get  an  interlocking  of  the  various  diversified  groups 
as  far  as  the  county  set-ups  are  concerned,  no  action 
be  taken.  We  recommend  rather  that  efforts  be 
made  to  strengthen  our  present  Coordinating  Coun- 
cil on  Nursing  Education  in  its  present  set-up. 

The  Council  voted  approval. 

Office  Administration  and  Policies. — Dr.  Beek- 
man,  chairman,  reported  that  the  committee  had 
met  on  May  30,  1951.  Routine  matters  were  dis- 
cussed and  some  salary  increases  were  approved. 
There  was  a general  discussion  on  vacation  policies, 
and  Dr.  Anderton  and  Mr.  Alexander  were  instructed 
to  prepare  a report  and  recommendations  for  the 
next  meeting. 

“It  was  moved,  seconded,  and  passed  that  the 
need  for  an  additional  clerk  in  the  membership  de- 
partment be  reported  to  the  Council  and  that  the 
report  should  include  a statement  that  ‘The  need  for 
another  employe  is  due  to  the  volume  of  work  which 
has  arisen  through  handling  of  the  A.M.A.  dues.’ 
The  committee  also  requested  that  the  cost  of  col- 
lecting A.M.A.  dues  be  brought  to  the  attention  of 
the  House  of  Delegates  of  the  American  Medical 
Association  at  its  next  meeting,  to  be  held  in  Atlant  ic 
City  in  June.” 

The  Council  voted  to  cross  out  the  words  “House 
of  Delegates”  and  just  state  “American  Medical 
Association.” 

After  discussion,  the  Council  voted  that  the  Finauce 
Committee  with  the  Office  Administration  and 
Policies  Committee  study  the  question  of  prorat- 
ing the  monies  that  will  be  given  us  by  the  Ameri- 
can Medical  Association,  to  the  county  societies 
and  to  the  State  Medical  Society. 

Public  Health  and  Education. — Dr.  Curphey, 
chairman,  reported  that  he  had  attended  four  meet- 
ings and  arranged  14  postgraduate  lectures  in  nine 
counties. 

He  described  a meeting  of  the  Subcommittee  on 
Maternal  and  Child  Welfare  to  consider  a revision  of 
the  maternal  health  program  plan  of  the  State  De- 
partment of  Health,  prepared  by  Dr.  Schlesinger, 
in  accordance  with  recommendations  from  a pre- 
vious meeting  of  the  subcommittees.  Dr.  Schle- 
singer made  note  of  the  recommended  changes  in 
the  wording  of  the  text,  which  may  ultimately  be 
printed  and  made  available  to  anyone  interested, 
and  agreed  to  submit  the  final  revision  for  approval 
as  soon  as  possible.  One  change  was  made  for  the 
purpose  of  emphasizing  the  need  of  a transfusion 
supply  for  obstetric  use.  The  meeting  considered 
an  agenda  for  the  subcommittees  which  included 
study  of  statistics,  arranged  according  to  regions,  on 
maternal  and  infant  mortality,  stillbirth,  neonatal 
deaths,  and  the  like;  transmission  of  these  figures 
to  regional  chairmen,  perhaps  with  a request  for 
local  investigation;  compilation  of  cumulative  sta- 


tistics on  each  area;  preparation  of  an  article  for  t 
New  York  State  Journal  of  Medicine  on  t j 
need  for  similar  activities  by  county  societk  | 
recommendation  of  remedial  measures  for  the  unst  j 
isfactory  conditions  found  in  some  areas  with  i| 
spect  to  child  health  measures.  It  was  agreed  j 
ask  Dr.  Wheatley  to  write  a report  on  the  nation 
survey  of  child  health  conducted  by  the  Americi 
Academy  of  Pediatrics.  Attention  was  drawn  to  t 1 
Conference  of  School  Physicians  to  be  held  in  t 
fall  and  to  the  fact  that  heretofore  Dr.  Willia 
Ayling  has  represented  the  Society  at  these  co 
ferences.  The  subcommittees  made  two  recoi' 
mendations  to  the  Council : endorsement  of  a boo  I 
let  on  child  health  prepared  by  the  American  Aca! 
emy  of  Pediatrics  as  a result  of  its  survey,  and  esta  I 
lishment  of  a subcommittee  on  school  health  und 
the  Subcommittee  on  Child  Welfare. 

The  Council  voted  approval  of  both  recommend 
tions. 

Dr.  Curphey  stated  that  at  a meeting  held  in  Ei  I 
County  to  discuss  the  specialists  roster  of  the  Nil 
York  State  Department  of  Health,  Dr.  Hilleboe  h; 
agreed  that  a more  appropriate  designation  for  t 
specialists  listed  on  the  roster  would  be  “rehabi 
tation  consultants”  and  had  expressed  willingnij 
to  work  out  some  mutually  satisfactory  agreeme 
dealing  with  the  approval  of  these  rehabilitatii 
consultants  by  way  of  the  county  medical  societie 

He  reported  that  at  a meeting  of  the  Subcommiti 
on  Blood  Banks  a resolution  had  been  adopted  ca 
ing  for  increased  numbers  of  blood  banks;  a blo< 
bank  training  program  for  physicians,  nurses,  ai 
technicians;  formulation  by  the  American  R 
Cross  and  other  agencies,  jointly,  of  an  effecti 
policy,  and  organization  of  a New  York  State  Ass 
ciation  of  Blood  Banks. 

He  conveyed  to  the  Council  the  recommendati' 
of  the  Subcommittee  on  General  Practice,  adopted 
its  meeting  on  May  3,  that 

“The  Trustees  of  the  State  University  of  Ni 
York  be  approached  concerning  the  possible  inch 
sion  in  the  building  plans  for  the  medical  centers 
a special  division  for  the  continuing  education 
the  general  practitioner.” 

The  Council  voted  approval. 

At  this  meeting  it  was  stated  that  “the  most  I 
portant  objectives  of  the  general  practitioners  s 
continuing  education  and  better  hospital  opportu 
ties.”  The  discussion  covered  the  recommenc' 
tions  of  the  House  of  Delegates  for  more  gene 
practitioners  on  the  faculties  of  medical  schools  a 
for  “packaged”  lectures  taken  from  material  in  t 
Course  Outline  Book.  Also  discussed  were  currd 
approaches  to  the  medical  school  and  postgradui 
education  problems  such  as  the  plans  in  Minnesc 
and  Pennsylvania,  the  FM  broadcasts  carried 
in  New  York  County,  wire  recordings  used  in  1 
diana  with  the  assistance  of  the  telephone  co 
pany,  the  preceptee  system  of  the  University 
Buffalo  and  the  assignment  of  students  of  that  u 
versity  to  care  for  one  family  for  one  year,  the  s | 
week  “on  district”  program  for  students  at  Bost 
University,  regional  hospital  plans  like  the  one 
Rochester,  the  Bingham  Associates,  and  the  Hunt 
don  County  (New  Jersey)  development.  The  si 
committee  recommended  to  the  Council  that  af 
a decision  has  been  reached  as  to  specific  points 
be  studied,  the  deans  of  the  medical  schools  of  i 
State  be  urged  to  explore  the  problem  of  provid 
better  opportunities  and  incentives  for  training 
general  practice. 
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It  was  agreed  that  the  deans  might  confer  to  ad- 
vantage with  representatives  of  the  Common- 
wealth Fund  and  similar  foundations. 

It  was  voted  that  the  Council  approve  this  approach 

in  principle. 

Suggestions  were  made  regarding  the  roles,  in  the 
general  practitioners’  public  relations  program  of 
iradio  broadcasts,  of  county  society  executive  secre- 
taries and  of  the  State  Medical  Society’s  field  repre- 
sentatives; regarding  the  organization  of  the  sub- 
committee for  the  study  of  its  problems,  and  regard- 
ing the  use  of  the  New  Yohk  State  Journal  of 
Medicine  and  the  district  branch  organizations  for 
the  realization  of  its  program. 

, At  a meeting  of  the  Subcommittee  on  Industrial 
Health , called  at  the  request  of  Dr.  J.  F.  McCahan, 
assistant  secretary  of  the  Council  on  Industrial 
Health  of  the  American  Medical  Association,  who 
wished  to  discuss  the  development  of  industrial 
health  services  in  small  plants,  it  was  agreed  that 
(medical  societies  should  take  responsibility  for  con- 
vincing industrial  management  of  the  wisdom  of  in- 
stalling medical  care  programs  and  that  two  spe- 
cific steps 'could  be  taken  in  launching  an  effort  in 
this  direction:  (a)  compilation  of  statistics  on  the 

(savings  effectuated  for  industry  where  such  medi- 
cal service  has  been  set  up ; these  figures  to  be  used 
in  approaching  plant  managers,  and  (b)  direct 
efforts  to  interest  both  industry  and  physicians  at 
the  county  level,  through  the  initiative  of  the  county 
medical  society.  Experience  shows  that  it  is  not 
feasible  to  institute  corrective  measures  at  a higher 
level.  The  State  committee  would  act  as  a clearing 
house,  a guiding  force,  and  stimulus. 

It  was  suggested  that  an  experimental  pilot  plan 
might  be  established,  perhaps  in  Rochester,  where 

It  he  Chamber  of  Commerce  is  particularly  inter- 
ested. 

Dr.  Curphey  next  brought  up  a request  by  the 
New  York  State  Department  of  Health  for  endorse- 
ment by  the  Council  of  the  Department’s  news  re- 
lease directed  against  the  immunization  of  children 
during  the  summer.  The  program  is  based  on  state- 
ments which  have  been  made  to  the  effect  that,  per- 
sons who  have  been  immunized  are  more  susceptible 
than  others  to  poliomyelitis.  Dr.  Curphey  pointed 
out  that  no  information  on  the  subject  had  been 
made  available  to  the  Society  except  that  published 
jin  the  newspapers. 

| After  discussion,  it  was  voted  no  action  be  taken  in 
i view  of  the  lack  of  sufficient  factual  information. 
It  was  voted  to  adopt  the  report  as  a whole. 

Public  Relations. — Dr.  Winslow,  chairman,  sub- 
mitted the  following  report: 

The  amount  of  publicity  given  to  the  145th 
Annual  Meeting  by  the  press  and  radio  indicates 
that  it  may  have  been  one  of  the  best  publicized 
meetings  ever  held  by  the  Society.  The  coverage 
given  by  the  newspapers  of  the  State  was  excellent. 
The  local  coverage  in  Buffalo  was  particularly  good. 

The  Public  Relations  Bureau  began  publicizing  the 
Annual  Meeting  several  weeks  in  advance.  A num- 
ber of  preliminary  releases  were  issued  and  several 
special  ones,  such  as  one  devoted  to  the  Session  on 
the  History  of  Medicine.  There  also  were  two  sets  of 
localized  releases,  one  based  upon  the  doctors  repre- 
senting their  county  societies  in  the  House  of  Dele- 
gates and  the  other  based  upon  the  doctors  taking 
part  in  the  scientific  program. 

This  year  the  Bureau  made  a special  effort  to  pro- 
vide abstracts  of  the  leading  scientific  papers  in  news 


release  form.  Largely  through  the  work  of  Mr. 
Weinrich  and  Mr.  Tracey,  approximately  two  dozen 
papers  were  digested  and  made  available  to  the 
press.  This  effort  proved  to  be  very  worth  while,  as 
the  press  made  good  use  of  these  abstracts,  and  the 
net  result  was  wider  publicity  for  the  scientific  ses- 
sions and,  no  doubt,  a greater  accuracy  in  reporting. 
Thanks  are  due  to  Dr.  W.  P.  Anderton  for  cooper- 
ating with  the  Public  Relations  Bureau  by  checking 
the  abstracts  to  catch  possible  errors. 

A pressroom  was  operated  during  the  course  of 
the  meeting  and  representatives  of  the  leading  Buf- 
falo papers,  the  Associated  Press,  United  Press,  and 
several  special  writers  made  it  their  headquarters. 
Special  releases  were  issued  on  the  election  of  offi- 
cers, both  for  the  State  Medical  Society  and  for 
the  Woman’s  Auxiliary.  Arrangements  were  made 
for  a number  of  pictures,  including  the  new  and  out- 
going officers,  the  award  of  the  President’s  Medal  to 
Dr.  Carlton  E.  Wertz,  and  the  award  of  a citation  by 
Dr.  J.  Stanley  Kenney  to  Dr.  Charles  Gordon  Heyd, 
president  of  United  Medical  Service. 

The  Public  Relations  Bureau,  with  the  cooper- 
ation of  Mr.  Harold  Jarvis,  executive  secretary  of 
the  Erie  County  Medical  Society,  was  able  to  ar- 
range for  the  appearance  of  Dr.  Kenney  on  Radio 
Station  WBEN  on  Thursday,  May  3,  for  an  inter- 
view based  on  the  services  the  Medical  Society 
offers  to  the  public. 

The  Bureau  also  maintained  an  exhibit  on  the  17th 
floor,  calling  attention  to  some  of  the  ways  in  which 
it  helps  county  medical  societies  build  better  public 
relations.  This  exhibit  featured  two  public  rela- 
tions projects  which  recently  have  been  stressed — 
emergency  medical  services  and  mediation  com- 
mittees. 

Mr.  Miebach  received  notice  from  Dr.  George  F. 
Lull,  secretary  and  general  manager  of  the  A.M.A., 
that  he  has  been  named  by  the  Board  of  Trustees 
of  the  A.M.A.  to  serve  as  a member  of  an  advisory 
committee  to  the  director  of  the  Public  Relations 
Department  for  a period  of  one  year. 

Prior  to  the  Annual  Meeting,  copies  of  the  new 
brochure,  The  Formation  of  Mediation  Committees 
at  the  County  Level,  which  was  approved  by  the 
Council  at  its  April  meeting,  were  sent  to  the  presi- 
dents, secretaries,  and  public  relations  chairmen  of 
each  county  medical  society,  and  to  executive  secre- 
taries. Since  then  there  have  been  a number  of 
requests  for  additional  copies,  several  from  out  of 
the  State. 

The  News  Letter  continues  to  be  issued  on  a 
regular  monthly  basis  in  its  new  format  and  to  every 
member  of  the  Society.  An  effort  is  being  made  to 
improve  its  appearance  with  each  issue  and  to  make 
its  contents  of  real  interest  to  members. 

News  releases  dealing  with  postgraduate  educa- 
tion meetings  were  sent  to  newspapers  in  the  fol- 
lowing counties:  Cayuga,  Chenango,  Greene, 

Jefferson,  Kings,  Onondaga,  Ontario,  Orange,  Os- 
wego, Queens,  Rensselaer,  Richmond,  Suffolk,  Tioga, 
Warren,  and  Westchester. 

Assistance  was  given  to  several  Woman’s  Auxiliary 
State  committee  chairmen  in  gathering  and  plan- 
ning material  for  the  exhibits  at  the  annual  conven- 
tion. 

A special  conference  was  held  with  the  president- 
elect of  the  Auxiliary  regarding  the  Auxiliary’s 
participation  in  the  State  Fair,  and  with  the  Distaff 
editor  about  the  contents  of  the  postconvention 
issue  of  the  publication.  Two  articles  for  this  issue 
also  were  prepared. 

The  report  was  adopted. 
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Publication. — Dr.  Kosmak,  chairman,  reported 
that  a meeting  of  the  Publication  Committee  and 
three  meetings  of  the  editorial  group  had  been  held 
during  the  month.  He  stated  that  issues  of  the  Jour- 
nal published  in  the  early  part  of  1951  had  contained 
more  pages  than  those  published  in  the  early  part  of 
1950  and  that  notice  had  been  received  of  a 10  per 
cent  cut  in  the  Journal’s  paper  quota.  These  two 
factors  would  make  it  possible  to  print  an  average 
of  only  80  pages  per  issue  from  July  1 through 
December  15,  1951.  In  the  event,  regarded  as  very 
improbable,  that  the  previously  anticipated  quota 
should  be  received,  it  would  be  possible  to  print  an 
average  of  109  pages  per  issue  from  July  1 through 
December  15,  1951.  The  editor  and  the  business 
manager  had  been  instructed  by  the  committee  to 
purchase  500  reams  of  machine-coated  paper  under 
the  best  possible  arrangement,  and  it  was  impos- 
sible to  report  finally  on  the  situation  until  an  op- 
portunity had  been  afforded  to  buy  this  paper. 

Dr.  Kosmak  reported  that  errors  in  the  1951 
Directory  were  due  largely  to  errors  in  the  informa- 
tion provided  and  that  it  was  thought  desirable  to 
publish  in  the  Journal  a page  or  possibly  two  de- 
voted to  corrections. 

In  discussing  the  recommendations  of  the  House 
of  Delegates  regarding  material  to  be  omitted  from 
the  1953  Directory,  Dr.  Kosmak  pointed  out  the  great 
value  of  the  alphabetic  list  of  doctors  and  expressed 
the  committee’s  regret  that  the  House  of  Delegates 
advocated  its  elimination.  He  reported  a suggestion 
by  Dr.  Anderton  that  in  making  up  the  next  Direc- 
tory the  circle  which  precedes  the  doctor’s  name  be 
omitted  because  his  qualification  under  the  Work- 
men’s Compensation  Law  is  already  included  in  the 
biographic  note  and  that  an  adequate  symbol  indi- 
cating membership  in  the  American  Medical  Asso- 
ciation be  added. 

He  stated  that  the  papers  read  at  the  annual  meet- 
ing had  been  edited,  that  their  publication  would  be- 
gin immediately,  and  that  it  was  hoped  to  have  their 
publication  completed  before  the  end  of  February. 

He  reported  the  committee’s  opinion  that  the 
allowance  of  $15  per  article  for  illustrations  should 
be  increased  because  of  the  increased  cost  of  illus- 
trations. 

After  discussion,  the  report  was  adopted. 

Veterans  Administration,  Liaison  with. — Dr. 

Bauckus,  chairman,  reported  that  a contract  with 
the  Veterans’  Administration  for  the  year  July  1, 
1951,  to  June  30,  1952,  had  been  approved  by  the 
Board  of  Directors  of  Veterans  Medical  Service 
Plan  of  New  York,  Inc.,  with  the  exception  of  the 
classification  of  one  item  in  the  fee  list  and  that,  at 
the  time  of  the  meeting,  no  reply  had  been  received 
from  the  Veterans  Administration. 

He  reported  that  the  Veterans  Administration  had 
paid  a bill  for  office  calls  for  a patient  treated  with 
cortisone  and  ACTH  although  payment  had  been 
n fused  when  the  bill  was  first  presented. 

He  stated  that  some  difficulty  had  arisen  regard- 
ing the  issuance  of  prescriptions,  gratis,  for  Veterans 
Administration  order  in  the  case  of  patients,  author- 
ization for  whose  treatment  had  been  discontinued, 
but  reported  that  the  question  was  now  “straightr 
ened  out  fairly  well.” 

Referring  to  the  specialists  roster  issued  by  the 
New  York  State  Department  of  Health,  he  stated 
that  one  of  his  objections  to  it  is  that  a fee  list  for 
these  specialists  has  not  been  issued  and  that  he 
fears  the  possibility  of  a much  lower  fee  schedule 


than  those  of  the  Veterans  Administration  and  the 
New  York  State  Workmen’s  Compensation  Board. 

Speaking  of  an  article  in  the  Reader’s  Digest 
which  had  suggested  following  the  recommendations 
of  the  dean’s  committee  as  a solution  for  difficulties 
encountered  in  the  treatment  of  veterans  under  the 
Plan,  he  pointed  out  that  the  dean’s  committee 
recommendations  have  nothing  to  do  with  out- 
patient treatment  and  are  consequently  not  appli- 
cable to  the  problems  of  the  Veterans  Medical  Care 
Plan.  He  stated  that  the  article  had  not  mentioned 
“the  great  decline  in  the  amount  of  home  care  work 
being  done  by  the  private  physician.”  He  referred 
also  to  a motion  adopted  by  the  House  of  Delegates 
regarding  treatment  of  nonservice  disabilities  for 
Spanish-American  War  veterans  and  to  a statement, 
made  in  discussion  of  this  proposal,  that  an  opinion 
regarding  the  action  should  be  requested  from  the 
Public  Relations  Committee.  In  connection  with 
the  article  and  with  the  discussion  of  the  motion  he 
stated  that  he  had  requested  the  assistance  of  the 
Public  Relations  Committee  in  bringing  about 
greater  understanding  of  the  Veterans  Medical 
Care  Plan  by  the  profession  and  by  the  general  pub- 
lic; that,  as  a result,  a meeting  had  been  held  a 
few  years  ago  with  some  of  the  veterans  organiza- 
tions, and  that  he  wished  to  renew  his  request  for 
cooperation  from  the  Public  Relations  Committee. 

Dr.  Winslow,  chairman  of  the  Public  Relations 
Committee,  stated  that  the  Public  Relations  Com- 
mittee would  be  more  than  happy  to  cooperate. 


Woman’s  Auxiliary. — Dr.  Mott,  chairman,  re- 
ported jt.s  follows: 

“The  Woman’s  Auxiliary  held  its  annual  meeting 
at  the  Hotel  Statler,  Buffalo,  from  April  29  to  May 
3.  A special  feature  was  the  round  table  discussions 
on  Today’s  Health,  program,  public  relations,  and 
legislation,  and  from  comments  received  it  is  felt 
that  they  were  successful. 

“Upon  invitation,  Mr.  Walsh,  our  liaison  officer, 
spoke  at  the  postconvention  meeting  of  the  county 
presidents  on  the  importance  of  the  newly  elected 
presidents  studying  the  activities  of  other  com- 
munity organizations  before  deciding  upon  their 
programs  for  the  year.  Illustrations  of  the  type  and 
scope  of  Auxiliary  activity  that  could  be  under- 
taken and  that  would  avoid  any  duplication  of  the 
services  now  being  rendered  by  other  organizations 
were  outlined.  A special  conference  was  held  re- 
garding the  Auxiliary’s  participation  in  the  State 
Fair. 

“Reports  of  the  State  and  county  officers  and  State 
committee  chairmen  have  been  received  as  a pre- 
liminary to  the  preparation  of  the  Auxiliary’s  an- 
nual report.  Doctors,  and  especially  the  members 
of  the  county  advisory  committees,  interested  in 
gaining  first-hand  knowledge  of  Auxiliary  activities 
will  profit  by  reading  this  report,  which  will  be  made 
available  upon  request. 

“Indications  are  that  Mrs.  Harold  B.  Johnson, 
State  president,  plans  to  make  every  effort  to 
achieve  the  fulfillment  of  the  Auxiliary’s  goal  for  the 
year,  “More  and  Better  Informed  Members.” 

“The  Auxiliary  is  grateful  to  our  president,  Dr. 
Kenney,  and  our  past-president,  Dr.  Wertz,  for  the 
splendid  talks  they  gave  to  the  assembled  members 
at  the  convention.” 

The  report  was  adopted. 

[Continued  on  page  2280] 
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New  Business 

Invitations  to  Council  Meetings 

It  was  voted  that  Dr.  Robert  R.  Hannon,  executive 
officer;  Dr.  David  J.  Kaliski,  director  of  the 
Workmen’s  Compensation  Bureau;  Mr.  George 
Farrell,  director  of  the  Bureau  of  Medical  Care 
Insurance;  Mr.  Frederick  W.  Miebach,  director 
of  the  Public  Relations  Bureau,  and  Mr.  William 
Martin,  counsel,  be  invited  to  attend  the  meetings 
of  the  Council. 

Appropriation,  American  Academy  of  General  Prac- 
tice, New  York  State  Chapter. — Dr.  Curphey  pre- 
sented a request  from  the  New  York  State  Chapter 
of  the  American  Academy  of  General  Practice  for 
funds  to  assist  in  paying  for  distributing  some  12,000 
notices  of  their  convention  program. 

After  discussion,  it  was  voted  to  recommend  to  the 
Board  of  Trustees  that  an  appropriation  be  made 
to  pay  half  of  the  mailing  costs  of  12,000  copies  of 
their  program,  the  funds  to  be  taken  from  what- 
ever source  the  Board  sees  fit. 

Meeting. — The  president  announced  the  next 
Council  meeting  would  be  on  September  13  at  9 
A.M. 

Appointments. — Dr.  Kenney  selected  the  follow- 
ing persons  to  be  representatives  of  the  Society  to 
the  Academic  Societies  of  the  Student  A.M.A.,  as 
members  of  advisory  committees  in  the  medical 
schools: 

Albany  Medical  College Dr.  Thomas  Gamble 

College  of  Physicians 
and  Surgeons  of  Col- 
umbia University Dr.  Shirley  Fisk 

Cornell  University 

Medical  College Dr.  William  Cassebaum 

Long  Island  College  of 

Medicine Dr.  Alfred  P.  Ingegno 

New  York  Medical  Col- 
lege Flower  and  Fifth 

Avenue  Hospitals Dr.  John  F.  MacGuigan 

The  New  York  Univer- 
sity College  of  Medi- 
cine  Dr.  Thomas  M.  d’Angelo 

Syracuse  University, 

College  of  Medicine Dr.  W.  W.  Street 

University  of  Buffalo, 

School  of  Medicine Dr.  William  Orr 

The  Council  approved  these  appointments. 

The  president  stated  that  appointment  of  a rep- 
resentative at  the  University  of  Rochester,  School 
of  Medicine,  was  still  to  be  made. 

The  Council  voted  approval  of  the  following  com- 
mittee nominations  for  the  society  year  1951-1952: 

Constitution  and  Bylaws 

Frederick  W.  Williams,  Bronx,  chairman 
Norman  C.  Lyster,  Norwich 
Homer  L.  Nelms,  Albany 
James  R.  Reuling,  Bayside,  adviser 

Convention 

Thurman  B.  Givan,  Brooklyn,  chairman 
Harold  B.  Davidson,  New  York  City 
Henry  I.  Fineberg,  Jamaica 
W.  P.  Anderton,  New  York  City,  ex  officio 
Thomas  E.  Alexander,  New  York  City,  adviser 
Arrangements 

William  B.  Rawls,  New  York  City,  chairman 
Herbert  P.  Berger,  Staten  Island 
Edward  P.  Flood,  Bronx 


Charles  McCarty,  Brooklyn 
George  Schaefer,  Forest  Hills 
Waring  Willis,  Bronxville 
Scientific  Program 

Alfred  P.  Ingegno,  Brooklyn,  chairman 
(Chairmen  of  Sections  and  Sessions) 

Scientific  Exhibits 

Beverly  C.  Smith,  New  York  City,  chairman 
J.  G.  Fred  Hiss,  Syracuse 
W.  Warriner  Woodruff,  Saranac  Lake 
Scientific  Awards 

Charles  D.  Post,  Syracuse,  chairman 
Clayton  W.  Greene,  Buffalo 
Alfred  M.  Heilman,  New  York  City 
Prize  Essays 

Andrew  A.  Eggston,  Mount  Vernon,  chairman 
Paul  A.  Bunn,  Syracuse 
John  H.  Talbott,  Buffalo 

Dental  Health  (Joint  Committee  of  State  Medical 
and  Dental  Societies) 

Medical  Society  of  the  State  of  New  York 

Douglas  B.  Parker,  New  York  City,  chairman 
Ellery  G.  Allen,  Syracuse 
George  H.  Roberts,  Brooklyn 
Dental  Society  of  the  State  of  New  York 
(Committee  to  be  appointed) 

Economics 

Renato  J.  Azzari,  Bronx,  chairman 
Morris  Weintrob,  Brooklyn 
Robert  H.  Kerr,  Cortland 
Medical  Expense  Insurance 

Carlton  E.  Wertz,  Buffalo,  chairman 
Charles  Lakeman,  Rochester 
Leo  E.  Gibson,  Syracuse 
Fred  M.  Miller,  Jr.,  Utica 
Stephen  H.  Curtis,  Troy 
Chas.  Gordon  Heyd,  New  York  City 
C.  Otto  Lindbeck,  Jamestown 
Henry  E.  McGarvey,  Bronxville 
George  P.  Farrell,  New  York  City,  adviser 
Public  Medical  Care 

Denver  M.  Vickers,  Cambridge,  chairman 
Christopher  Wood,  White  Plains 
Charles  F.  Rourke,  Schenectady 
John  C.  Kinzly,  North  Tonawanda 
Samuel  Z.  Freedman,  New  York  City 

Ethics,  Questions  on 

Thomas  M.  d’Angelo,  Jackson  Heights,  chairman 
Frank  A.  Gagan,  Poughkeepsie 
Sidney  McLouth,  Corfu 

Finance 

Maurice  J.  Dattelbaum,  Brooklyn,  chairman 
Frederic  W.  Holcomb,  Kingston 
Thomas  M.  d’Angelo,  Jackson  Heights 

Hospital  and  Professional  Relations 

Harold  F.  R.  Brown,  Buffalo,  chairman 
Carlton  F.  Potter,  Syracuse 
Gerald  D.  Dorman,  New  York  City 
Advisory 

M.  J.  Fein,  New  York  City,  (laboratories) 
chairman 

Harold  C.  Kelley,  Bronx  (anesthesia) 

Madge  C.  L.  McGuinness,  New  York  City 
(physical  medicine) 

Leo  P.  Larkin,  Ithaca  (radiology) 

James  J.  Toomey,  Poughkeepsie  (surgery) 
[Continued  on  page  2282] 
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Vincent  E.  Fischer,  Rochester  (general  prac- 
tice) 

W.  Tilden  Boland,  Elmira  (ophthalmology) 

H.  Leonard  Schlesinger,  Plattsburg  (urology) 

Legislation 

Joseph  A.  Geis,  Lake  Placid,  chairman 
John  C.  Brady,  Buffalo,  vice-chairman 
Elton  R.  Dickson,  Binghamton 
Kenneth  T.  Rowe,  Hornell 
Aaron  Ivottler,  Brooklyn 
James  A.  Lynch,  Bronx 
George  J.  Lawrence,  Jr.,  Flushing 
Douglas  Quick,  New  York  City 
Maxwell  Gosse,  Poughkeepsie 
John  L.  Edwards,  Hudson 
Thomas  O.  Gamble,  Albany 
Horace  E.  Ayers,  New  York  City 
John  M.  Galbraith,  Glen  Cove 
Paul  C.  Clark,  Syracuse 
Cults 

John  R.  Williams,  Jr.,  Rochester,  chairman 
Gilbert  M.  Palen,  Margaretville 
George  J.  Lawrence,  Jr.,  Flushing 
Morris  Weintrob,  Brooklyn 
Medical  Licensure  and  Medical  Service 
Leo  E.  Gibson,  Syracuse,  chairman 
Ivan  N.  Peterson,  Owego 
William  M.  Rapp,  Catskill 
Jacob  L.  Lochner,  Jr.,  Albany,  adviser 
Rural  Medical  Service 
Peter  J.  Di  Natale,  Batavia,  chairman 
Paul  A.  Burgeson,  Warsaw 
Homer  J.  Knickerbocker,  Geneva 
Moses  H.  Krakow,  Bronx 
Gilbert  M.  Palen,  Margaretville 
Nursing  Education 

Elton  R.  Dickson,  Binghamton,  chairman 
John  M.  Hanford,  New  York  City 
Norman  S.  Moore,  Ithaca 
Office  Administration  and  Policies 

Fenwick  Beekman,  New  York  City,  chairman 
W.  P.  Anderton,  New  York  City 
Maurice  J.  Dattelbaum,  Brooklyn 
George  W.  Kosmak,  New  York  City 
Laurance  D.  Redway,  Ossining 
Thomas  E.  Alexander,  New  York  City,  adviser 
Publication 

George  W.  Kosmak,  New  York  City,  chairman 
W.  P.  Anderton,  New  York  City 
Maurice  J.  Dattelbaum,  Brooklyn 
John  J.  Masterson,  Brooklyn 
Laurance  D.  Redway,  Ossining 
Pharmaceutical  Association  of  New  York  State 
and  Medical  Society  of  the  State  of  New  York, 
Joint  Committee 
Medical  Society 

Frederick  Schroeder,  Brooklyn,  chairman 
Richard  B.  Cuthbert,  Jr.,  Canastota 
L.  Maxwell  Lockie,  Buffalo 
Pharmaceutical  Association 
Nicholas  S.  Gesoalde,  New  Yrork  City,  chair- 
man 

Calvin  Berger,  New  York  City 
John  F.  O’Brien,  Rochester 
Public  Health  and  Education 
Theodore  J.  Curphey,  Garden  City,  chairman 
A.  H.  Aaron,  Buffalo 
Charles  D.  Post,  Syracuse 
Herman  E.  Hilleboe,  Albany,  adviser 
John  F.  Mahoney,  New  York  City,  adviser 


Blood  Banks 

Lester  J.  Unger,  New  York  City,  chairman 
Morris  Maslon,  Glens  Falls 
Ernest  Witebsky,  Buffalo 
Quentin  M.  Jones,  Utica 
John  Scudder,  New  York  City 
Cancer 

George  C.  Adie,  New  Rochelle,  chairman 
Harry  Golembe,  Liberty 
Timothy  J.  Riordan,  New  York  City 
Irwin  Siris,  New  York  City 
Louis  C.  Kress,  Buffalo 
E.  Forrest  Merrill,  Rochester 
Victor  C.  Jacobsen,  Troy 
Diabetes 

George  E.  Anderson,  Brooklyn,  chairman 
Frederick  W.  Williams,  Bronx 
Charles  B.  F.  Gibbs,  Rochester 
Film  Review,  Medical 
John  L.  Norris,  Rochester,  chairman 
Edward  C.  Hughes,  Syracuse 
Louis  J.  Girard,  New  York  City 
Granville  W.  Larrimore,  Albany,  adviser 
General  Practice 

Floyd  C.  Bratt,  Rochester,  chairman 
Louis  Bush,  Baldwin 
Samuel  A.  Garlan,  New  York  City 
Vito  S.  Lee,  Utica 
Garra  L.  Lester,  Chautauqua 
Jacob  A.  Mishkin,  Watertown 
Geriatrics 

Frederic  D.  Zeman,  New  York  City,  chairman 
Ward  C.  Crampton,  New  York  City 
Irving  L.  Ershler,  Syracuse 
Robert  C.  Peale,  Olean 
Scott  Lord  Smith,  Poughkeepsie 
Earl  C.  Waterbury,  Newburgh 
Industrial  Health  and  Accident  Prevention 

Leonard  Greenburg,  New  York  City,  chairman 
Kenneth  C.  Peacock,  New  York  City 
William  E.  Gazeley,  Schenectady 
Ezra  A.  Wolff,  Forest  Hills 
David  J.  Kaliski,  New  York  City,  adviser 
Maternal  and  Child  Welfare 

Charles  A.  Gordon,  Brooklyn,  chairman 
Ralph  L.  Barrett,  New  York  City 
Edward  C.  Hughes,  Syracuse 
William  J.  Orr,  Buffalo 
Frederick  H.  Wilke,  New  York  City 
Thurman  B.  Givan,  Brooklyn 
Albert  D.  Kaiser,  Rochester,  adviser 
Physical  Medicine  and  Rehabilitation 
Walter  S.  McClellan,  Saratoga  Springs,  chair- 
man 

Willis  M.  Weeden,  New  York  City 
George  M.  Raus,  Syracuse 
Arthur  S.  Abramson,  Bronx 
Norman  Egel,  Rochester 
Donald  A.  Covalt,  New  York  City 
Gustave  Aufricht,  New  York  City 
Alfred  L.  Lane,  Rochester 
Cerebral  Palsy 

George  G.  Deaver,  New  York  City,  chairman 
Austin  J.  Canning,  West  Haverstraw 
Alfred  L.  Lane,  Rochester 

Public  Relations 

Floyd  S.  Winslow,  Rochester,  chairman 
George  Schwartz,  Bronx 
Joseph  L.  Kiley,  Saratoga  Springs 
[Continued  on  page  22841 
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Multiple  Vitamin 
Deficiencies 

. Deficiency  diseases  clinically  evi- 
dent are  usually  associated  with  addi- 
tional tissue  deficiencies  of  nutrients 
not  yet  clinically  manifest."  (Jolliffe, 
Tisdall  & Cannon:  Clinical  Nutrition, 
New  York,  Hoeber,  1950,  p.  633-634.) 


THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


—supplies  all  of  the  vitamins  indicated 
in  mixed  vitamin  therapy  in  the  clini- 
cally proved,  truly  therapeutic  “practi- 
cal formula”*  recommended  by  Jolliffe. 

Each  Theragran  Capsule 
gives  you,r  patient : 

Vitamin  A 25,000  U.S.P.  units 

Vitamin  D 1,000-U.S.P.  units 

Thiamine  hydrochloride ....  10  mg. 

Riboflavin  5 mg. 

Niacinamide 150  mg. 

Ascorbic  acid  i50  mg. 

Bottles  of  30, 100,  and  1000 

* Thiamin*  content  rai**d  Co  10  me. 

for  true  vitamin  therapy  . . . 

specify  THERAGRAN® 
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Veterans  Administration,  Liaison  with 

Herbert  H.  Bauckus,  Buffalo,  chairman 
W.  P.  Anderton,  New  York  City 
Laurance  D.  Redway,  Ossining 
James  R.  Reuling,  Bayside 
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James  Greenough,  Oneonta 
John  H.  Garlock,  New  York  City 
Joseph  A.  Manzella,  Brooklyn 
Walter  S.  Bennett,  Granville 
! Dwight  V.  Needham,  Syracuse 
Charles  D.  Squires,  Binghamton 
Theodore  R.  Proper,  Newburgh 
Guy  S.  Philbrick,  Niagara  Falls 
Stanley  E.  Alderson,  Albany 

SPECIAL  COMMITTEES 

Alcoholism,  Problems  of 

John  L.  Norris,  Rochester,  chairman 
Daniel  F.  Luby,  Syracuse 
Harold  W.  Lovell,  New  A ork  City 
Marvin  A.  Block,  Buffalo 
| Ruth  Fox,  New  York  City 
Milton  G.  Potter,  Buffalo 
John  D.  Thomson,  Syracuse 

Civilian  Defense,  Medical  Advisory  Committe< 

John  J.  Masterson,  Brooklyn,  chairman 
Carlton  E.  Wertz,  Buffalo 
W.  P.  Anderton,  New  York  City 
Theodore  J.  Curphey,  Garden  City 
Lester  J.  Unger,  New  \ ork  City 
Joseph  W.  Howland,  Rochester 
J.  G.  Fred  Hiss,  Syracuse 
Thomas  O.  Gamble,  Albany 
John  F.  Rogers,  Poughkeepsie 
James  E.  McAskill,  Watertown 
J.  Stanlev  Kenney,  New  York  City 
Edward  T.  Wentworth,  Rochester 

Emergency  Preparedness 

John  J.  Masterson,  Brooklyn,  chairman 
Floyd  S.  Winslow,  Rochester 
Herman  E.  Hilleboe,  Albany 
Abraham  A.  Rabiner,  Brooklyn 
Joseph  W.  Howland,  Rochester 
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Maurice  J.  Dattelbaum,  Brooklyn 

Leo  E.  Gibson,  Syracuse 

Renato  J.  Azzari,  Bronx 

Floyd  S.  Winslow,  Rochester 

listory  of  the  Medical  Society  of  the  State  of  New 
York 

Frederic  D.  Zeman,  New  York  City,  chairman 
Nathan  B.  Van  Etten,  Bronx 
W.  P.  Anderton,  New  York  City 
Laurance  D.  Red  way,  Ossining 
Claude  E.  Heaton,  New  York  City 

Malpractice  Insurance  and  Defense  Board 

Christopher  Wood,  White  Plains,  chairman 
Thomas  M.  d’Angelo,  Jackson  Heights 
Leo  F.  Schiff,  Plattsburg 
Chas.  Gordon  Heyd,  New  York  City 
John  F.  Kelley,  Utica 
W.  P.  Anderton,  New  York  City 
Maurice  J.  Dattelbaum,  Brooklyn 
William  F.  Martin,  New  York  City 
Harry  F.  Wanvig,  New  York  City 

dominating  Committee 
John  J.  Masterson,  Brooklyn,  chairman 
Eugene  H.  Coon,  Hempstead 
John  L.  Edwards,  Hudson 
James  M.  Blake,  Schenectady 
J.  G.  Fred  Hiss,  Syracuse 
Elton  R.  Dickson,  Binghamton 
Leo  F.  Simpson,  Rochester 
Joseph  O’Gorman,  Buffalo 
Henry  E.  McGarvey,  Bronxville 
Harold  B.  Davidson,  New  York  City 
Henry  I.  Fineberg,  Jamaica 

banning  Committee  for  Medical  Policies 
Peter  J.  Di  Natale,  Batavia,  chairman 
J.  Stanley  Kenney,  New  York  City 
Edward  T.  Wentworth,  Rochester 
W.  P.  Anderton,  New  York  City 
Frederic  W.  Holcomb,  Kingston 
Dan  Mellen,  Rome 
George  Schwartz,  Bronx 
Theodore  J.  Curphey,  Garden  City 
Edward  F.  Shea,  Kingston 
Leonard  J.  Schiff,  Plattsburg 
Charles  A.  Prudhon,  Watertown 
Norman  S.  Moore,  Ithaca 
A.  H.  Aaron,  Buffalo 
Robert  L.  Yeager,  Pomona 
John  J.  Bourke,  Albany 


Multiple  Vitamin 
Therapy 

. . Patients  fare  much  better  when 
[the  deficiencies]  are  treated  simul- 
taneously  Convalescence  is  delayed 

when  one  gives  only  one  vitamin  at  a 
time ...”  ( Spies  & Butt  in  Duncan,  G. 

G. : Diseases  of  Metabolism,  ed.  2, 
Philadelphia,  Saunders,  1947,  p.  504.) 

TH E RAG  RAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


Each  Theragran  Capsule 
pipes  your  patient : 

Vitamin  A 45.000  U.S.P.  units 

Vitamin  D 1,000  U.S.P.  units 

Thiamine  hydrochloride ....  10  mg. 

Riboflavin  5 mg. 

Niacinamide 150  mg. 

Ascorbic  acid  150  mg. 

Bottles  of  30, 100,  and  1000 


It  is  difficult  to  say  who  do  you  the  most 
mischief;  enemies  with  the  worst  intentions  or 
friends  with  the  best. — Baron  Lytton 


When  you  want  truly  therapeutic  dosages— 

specify  THERAGRAN® 


BOOKS 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn.  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


BOOKS  RECEIVED 


Cancer  Services  and  Facilities  in  the  United 
States,  1950.  By  the  Federal  Security  Agency, 
Public  Health  Service,  National  Cancer  Institute  of 
the  National  Institutes  of  Health.  Octavo  of  152 
pages.  Washington,  D.  C.,  United  States  Govern- 
ment Printing  Office,  1950.  (P.H.S.  Publication 

#14.) 

Physiology  of  the  Eye.  Clinical  Application.  By 
Francis  Heed  Adler,  M.D.  Quarto  of  709  pages, 
illustrated.  St.  Louis,  C.  V.  Mosbv  Co.,  1950. 
Cloth,  $12. 

Methods  in  Medicine.  The  Manual  of  the  Medi- 
cal Service  of  George  Dock,  M.D.,  Sc.D.  A Com- 
prehensive Outline  for  Clinical  Investigation,  Man- 
agement, and  Treatment  of  Patients  with  Various 
Medical  Disorders.  By  George  R.  Herrmann, 
M.D.  Second  edition.  Octavo  of  488  pages.  St. 
Louis,  C.  V.  Mosbv  Co.,  1950.  Cloth,  $7.50. 

The  Medical  Clinics  of  North  America.  Chicago 
Number.  January,  1951.  Octavo,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1951. 
Published  bimonthly  (six  numbers  a year).  Cloth, 
$18  net;  paper,  $15  net. 

Fundamentals  of  Clinical  Fluoroscopy.  With 
Essentials  of  Roentgen  Interpretation.  By  Charles 
B.  Storch,  M.D.  Quarto  of  196  pages,  illustrated. 
New  York,  Grune  & Stratton,  1951.  Cloth,  $6.75. 

Health  Progress  in  the  United  States.  A Survey 
of  Recent  Trends  in  Longevity.  By  Mortimer 
Spiegelman.  Octavo  of  28  pages,  illustrated.  New 
York,  American  Enterprise  Association,  1950. 
Paper,  50  cents.  (#439  in  the  series  “National 
Economic  Problems.”) 

The  Science  of  Health.  By  Florence  L.  Meredith, 
M.D.  Second  edition.  Octavo  of  452  pages,  illus- 
trated. Philadelphia,  Blakiston  Co.,  1951.  Cloth, 
$3.75. 

Physiology  of  Shock.  By  Carl  J.  Wiggers,  M.D. 
Octavo  of  459  pages,  illustrated.  New  York,  Com- 
monwealth Fund,  1950.  Cloth,  $5.00. 

Hospital  Construction.  Progress  Report.  Legis- 
lative Document  (1950)  No.  82.  The  continuing 
development  of  the  Hospital  Plan  for  New  York 
State  and  description  of  projects  approved  to  receive 
federal  grants-in-aid  during  the  year.  Quarto  of  27 
pages,  illustrated.  Albany,  New  York  State  Joint 
Hospital  Survey  and  Planning  Commission,  1950. 

Recent  Advances  in  Nutrition.  With  Particular 
Reference  to  Protein  Metabolism.  By  Paul  R. 
Cannon,  M.D.  in  collaboration  with  Earl  P.  Benditt, 
M.D.,  Laurence  E.  Frazier,  M.A.,  Eleanor  M.  Hum- 
phrey’s, M.D.,  Harold  C.  Steffee,  M.D.,  et  al. 
Octavo  of  74  pages,  illustrated.  Lawrence,  Kansas, 
L'ni versitv  of  Kansas  Press,  1950.  Cloth,  $2.00. 
(Porter  Lectures,  Series  14.) 

United  States  Civil  Defense.  Health  Services 
and  Special  Weapons  Defense.  By  Executive 
Office  of  the  President,  Federal  Civil  Defense  Ad- 
ministration. Octavo  of  260  pages,  illustrated. 
Washington,  U.S.  Government  Printing  Office,  1950. 
Paper,  60  cents. 


Psychotherapy.  Byr  Paul  Schilder,  M.D.  Re-i  j 
vised  edition  arranged  by’  Lauretta  Bender,  M.D.IJ 
Octavo  of  396  pages.  New  York,  W.  W.  Norton  <5c' } 
Co.,  1951.  Cloth,  $5.00. 

Pharmacology.  By’  Michael  G.  Mulinos,  M.D. 
Second  edition.  Octavo  of  484  [58]  pages,  illus-l  fc 
trated.  New  York,  Oxford  LTniversityr  Press,  1951.  | 
Cloth,  $5.00.  (Oxford  Medical  Outline  Series.) 

Medical  Treatment  in  Obstetrics  & Gynecology. 
By  C.  Frederic  Fluhmann,  M.D.  Octavo  of  157]  [ 
pages,  illustrated.  Baltimore,  Williams  & Wilkins!  1 
Co.,  1951.  Cloth,  $3.00. 

Serum  Sickness.  By’  C.  Frh.  von  Pirquet,  M.D. 
and  Bela  Schick,  M.D.  Translated  by’  Bela  Schick,  I 
M.D.  (Translation  of  Die  Serumkrankheil,  Leipzig. 
Franz  Deuticke,  1905.)  Octavo  of  130  pages,  illus-  j 
trated.  Baltimore,  Williams  & Wilkins  Co.,  1951  j 
Cloth,  $3.50. 

Practical  Microscopy.  By  L.  C.  Martin,  D.Sc.  ( 
and  B.  K.  Johnson,  D.I.C.  Second  edition.  Duo-  1 
decimo  of  124  pages,  illustrated.  Brooklym,  Chemi- 
cal Pub.  Co.,  1951.  Cloth,  $2.50. 

Atlas  of  Histologic  Diagnosis  in  Surgical  Pa- 
thology. By  Karl  T.  Neubuerger,  M.D.  With  s ; 
Section  on  Exfoliative  Cy’tology  by’  Walter  T.  Wikle 
M.D.  Photography  by’  Glenn  E.  Mills,  M.A 
Quarto  of  460  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1951.  Cloth,  $11. 

Paul  Ehrlich.  By’  Martha  Marquardt.  Octave  i 
of  255  pages,  illustrated.  New  York,  Henry’  Schu- 
man,  1951.  Cloth,  S3. 50. 

Smallpox  and  Vaccination.  My  Confession  ol 
Faith.  By’  C.  Killick  Millard,  M.D.  Octavo  of  17 
pages.  The  Gilroes,  Leicester,  England,  Thf 
Author,  1950.  Reprints,  6d. 

How  to  Stop  Snoring.  By  David  Horwich,  B.Sc 
Octavo  of  80  pages,  illustrated.  New  York,  Ex- 
position Press,  1950.  Cloth,  $2.00. 

Twentieth  Anniversary  Review  of  the  Josial 
Macy,  Jr.  Foundation.  Octavo  of  110  pages,  illus- 
trated. New  York,  Josiah  Macy’,  Jr.  Foundation 
1950. 

American  College  of  Surgeons.  Founded  bj 
Surgeons  of  the  United  States  and  Canada,  1913 
1950-1952  Year  Book.  Octavo  of  1,313  pages,  illus- 
trated. Chicago,  .American  College  of  Surgeons 
n.d. 

Diabetes  Guide  Book  for  the  Physician.  Sexto- 
decimo of  79  pages.  New  York,  American  Diabetes 
Association,  1950. 

Parasitic  Infections  in  Man.  Edited  by’  Harry 
Most,  M.D.  Symposium  Held  at  the  New  Yorl 
Academy  of  Medicine,  March  15  and  16,  1949 
Octavo  of  229  pages,  illustrated.  New  York,  Colum 
bia  University  Press,  1951.  Cloth,  $4.50. 

Neurotic  Counterfeit-Sex.  Impotence,  Frigidity 
“Mechanical”  and  Pseudosexuality,  Homosexuality 
By’  Edmund  Bergler,  M.D.  Octavo  of  360  pages 
New  York,  Grune  & Stratton,  1951.  Cloth,  $5.50. 
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The  Practice  of  Sanitation.  By  Edward  S.  Hop- 
kins and  Francis  B.  Elder.  Octavo  of  423  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1951.  Cloth,  $7.50. 

Introduction  to  Surgery.  By  Virginia  Kneeland 
Frantz,  M.D.,  and  Harold  Dortic  Harvey,  M.D. 
Duodecimo  of  233  pages,  illustrated.  New  York, 
Oxford  University  Press,  1951.  Cloth,  $2.75. 

A Textbook  of  the  Practice  of  Medicine.  By 
various  authors.  Edited  by  Frederick  W.  Price, 
M.D.  Eighth  edition.  Octavo  of  2,076  pages, 
illustrated.  New  York,  Oxford  University  Press, 
1950.  Cloth,  $9.00. 

Pediatric  Allergy.  By  Robert  Chobot,  M.D. 
Octavo  of  284  pages.  New  York,  McGraw-Hill 
Book  Co.,  1951.  Cloth,  50  cents. 

Xzema.  By  Lester  Hollander,  M.D.  Octavo  of 
7 pages.  Chicago,  American  Medical  Association, 
1949.  Paper,  10  cents. 

The  Comeback  of  the  Family  Doctor.  By  W.  W. 

Bauer,  M.D.  Octavo  of  8 pages.  Chicago,  Ameri- 
can Medical  Association,  1950.  Paper,  20  cents. 


Burns  in  Atomic  Warfare.  By  George  F.  Lul 
M.D.  Octavo  of  6 pages,  illustrated.  Chicagl 
.American  Medical  Association,  1950.  Paper,  I 
cents. 

Careers  in  Mental  Health.  Psychiatry,  Clinic |; 
Psychology,  Psychiatric  Social  Work,  Psychiatf 
Nursing.  Long  octavo  of  19  pages,  illustratfl 
Washington,  Federal  Security  Agency,  n.d.  Pap 
15  cents.  (Mental  Health  Series  No.  5.) 

Careers  in  Mental  Health... as  a psychiatri 

Twentv-fourmo  of  13  pages.  Washington,  Fed© 
Security  Agency,  n.d.  Paper,  10  cents.  (Men1 1 
Health  Series  No.  5A.) 

The  Medical  Clinics  of  North  America.  Natic 
wide  Number.  March,  1951.  Octavo.  Ilh 
trated.  Philadelphia,  W.  B.  Saunders  Compar 
1951.  Published  bimonthly  (six  numbers  a yea 
Cloth,  $18  net;  paper,  $15  net. 

An  Introduction  to  Universal  Serologic  Reaction 
Health  and  Disease.  By  Reuben  L.  Kahn,  DJ 
Long  octavo  of  155  pages,  illustrated.  New  Yoifi 
Commonwealth  Fund,  1951.  Cloth,  $3.50. 


BOOKS  REVIEWED 


A Histology  of  the  Body  Tissues.  With  a Con- 
sideration of  Their  Functions.  By  Margaret  Gilli- 
son.  Duodecimo  of  220  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1950.  Cloth,  $3.50. 

This  is  a very  elementary  histology  of  tissues,  giv- 
ing the  subdivisions  only  of  organs  so  as  to  bring 
forth  their  components.  The  book  has  many 
diagnoses  and  pictures  to  help,  only  touching  upon 
functions  of  the  tissues.  Nathan  Reibstein 

Pathology  in  General  Surgery.  By  Paul  W. 
Schafer,  M.D.  Quarto  of  581  pages,  illustrated. 
Chicago,  University  of  Chicago  Press,  1950.  Cloth, 
$17.50. 

This  book  covers  a number  of  pathologic  phases 
of  surgical  problems  in  a clear  and  concise  manner; 
nevertheless,  the  outstanding  feature  is  the  superb 
illustrating.  Photos  of  the  gross  specimens  and 
the  photomicrographs  are  about  the  best  in  any 
text  on  surgical  pathology. 

General  surgeons  and  pathologists  will  find  this 
book  most  helpful.  Gaetano  de  Yoanna 

The  Envelope.  A Study  of  the  Impact  of  the 
World  upon  the  Child.  By  James  S.  Plant,  M.D. 
Octavo  of  299  pages.  New  York,  Commonwealth 
Fund,  1950.  Cloth,  $3.00. 

The  author  uses  the  concept  of  “the  envelope”  as  a 
sort  of  psychic  membrane  which  lies  between  the 
needs  of  the  child  and  the  sweep  of  social  pressures 
upon  him. 

There  are  twenty-one  problems  which  are  dis- 
cussed in  terms  of  this  concept.  Some  of  these  have 
to  do  with  security,  authority,  the  child’s  reaction  to 
failure,  and  sibling  rivalry. 

This  book  should  be  of  special  value  to  physicians 
interested  in  child  welfare. 

Stanley  S.  Lamm 

Regional  Dermatologic  Diagnosis.  A Practical 
System  of  Dermatology  for  the  Non-specialist.  By 

Ervin  Epstein,  M.D.  Octavo  of  328  pages,  illus- 
trated. Philadelphia,  Lea  & Febiger,  1950.  Cloth, 
$6.00. 

This  book  has  been  written  for  the  general  prac- 


titioner in  medicine.  Its  purpose  is  to  suggest  I 
diagnosis  of  dermatologic  disease  by  its  location 
certain  anatomic  areas.  Localization  and  predoi 1 
nance  in  certain  parts  of  the  body  are  characteristic  ( 
most  skin  diseases.  This  book  accomplishes 
purpose  very  satisfactorily  and  should  be  of  gn 
value  to  physicians  in  general. 

Although  the  author  states  that  the  book  is  i 
intended  for  the  dermatologist,  it  may  well  be 
value  to  the  specialty  in  differential  diagnosis.  | 
together,  it  seems  to  be  a worth-while  addition 
medical  literature.  John  C.  Grahax 

The  Merck  Manual  of  Diagnosis  and  Thera 
A Source  of  Ready  Reference  for  the  Physic! 

Eighth  edition.  Sextodecimo  of  1,592  pag 
Rahway,  N.J.,  Merck  & Co.,  1950.  Cloth,  regu 
edition,  $4.50;  thumb-index  edition,  $5.00. 

The  eighth  edition  of  the  well-known  Merck  M- 
ual  is  essentially  a new  handbook  rather  than  a 
vision  of  the  last  edition.  As  far  as  one  can  t 
the  changes  all  seem  to  enhance  its  usefulness  ifa 
timeliness.  The  Merck  Manual  retains  all  the  - 
vantages  (and  the  inevitable  disadvantages)  o 
miniature  encyclopedia  of  medicine.  In  general  • 
can  be  highly  commended  as  a concise  and  up- 
date handbook.  Milton  Plot 

The  Nose.  An  Experimental  Study  of  Reactii 
Within  the  Nose  in  Human  Subjects  During  Va 
ing  Life  Experiences.  By  Thomas  H.  Holn 
M.D.,  Helen  Goodell,  B.S.,  Stewart  Wolf,  M. . 
and  Harold  G.  Wolff,  M.D.  Octavo  of  154  paj . 
illustrated.  Springfield,  111.,  Charles  C Thon 
1950.  Cloth,  $4.50. 

The  authors  present  in  their  extremely  interest  ; 
monograph  t he  change  in  nasal  physiology  result  : 
from  psychosomatic  influences.  In  susceptible  * 
dividuals  symptoms  of  nasal  obstruction  or  ex' 
sive  nasal  discharge  may  be  present.  A pro  ' 
understanding  of  underlying  psychosomatic  1 r 
turbance  is  necessary  for  beneficial  therapy. 

The  book  is  well  written  and  the  study  is  c r 
ducted  under  very  carefully  controlled  conditi  < 
[Continued  on  page  2290] 
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HALYCON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

icensed  and  fully  equipped  for  the  treatment  of  nervous, 
lental,  drugs  and  alcohol  patients,  includi  ng  Occu pational 
lerapy,  Beautifully  located  a short  distance  from  Rye 
each.  T clkphomc:  Rye  7-0550  Write  for  illustrative  booklet. 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  W.  41  St.  New  York  18,  N.  Y. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Koad 
Riverdale-on- the- Hudson,  Mew  York  City 
nervous,  metical,  drug  and  alcoholic  patients.  The  sanitarium  is 
itifulljr  located  in  a private  nark  of  ten  acres.  Attractive  cottages, 
- otificallf  air-cooditioocd.  Modern  facilities  for  shock  treatment, 
u pational  therapy  and  recreational  activities.  Doctors  may  direct  the 
tment  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HFNRY  W.  LLOYD,  M.D.,  Physicion  in  Chorge 
Telephone  King*brldg«  9-8440 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phye  -in-Chg 
CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  tin- 
institutional  atmosphere  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pk,jici*»-m-Cbari>. 


PINEWOOD 

Westchester  County,  Ketonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender— 59  E.  79th  St.—  Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Perk  Ave.— Rh  4-3700— Tues-Thurs-Se 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 


FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physic, »n 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  AmityviUe  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Lougucro  8-0799 
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and  is  of  interest  to  all  who  are  concerned  with  dis- 
orders and  diseases  of  respiratory  passages. 

Sydney  Shapin 

Compulsory  Medical  Care  and  the  Welfare  State. 

By  Melchior  Palyi.  An  Analysis  based  on  a special 
study  of  Governmentalized  Medical  Care  Systems 
on  the  Continent  of  Europe  and  in  England.  Oc- 
tavo of  156  pages.  Chicago,  National  Institute  of 
Professional  Services,  1950.  Paper,  $2.00. 

This  detailed  expose  of  the  doctrine  of  the  wel- 
fare state  by  a sincere  student  of  compulsory  benev- 
olence has  already  been  pounced  upon  by  the  profes- 
sional socializers  and  their  misguided,  unseeing  do- 
gooders,  and  for  a good  reason!  It  hurts! 

Dr.  Melchior  Palyi,  chief  economist  in  the 
Deutsche  Bank  in  Berlin  in  1928  and  scientific  ad- 
viser to  the  German  Reichsbank  from  1931  to  1933, 
devoted  the  last  quarter  of  a century  to  the  study  of 
European  “power  politics,”  bureaucratic  control  of 
medical  services,  and  political  economy,  much  of  his 
detailed  knowledge  being  gained  by  first-hand, 
analytic  observation. 

His  timely  monograph  is  a veritable  mine  of  source 
material  for  militant  opposition  to  the  adherents  of 
the  Truman-Ewing-Biemiller-Murray-Dingell  et  al. 
group  who  seek  to  foist  compulsory  wrongly-called, 
health  insurance  upon  a country  which  became  great 
because  of  the  free  enterprise  voluntary  philosophy 
of  life  it  espoused  from  the  time  of  the  first  shot  fired 
at  Bunker  Hill. 

His  hard-hitting  facts,  destroying  the  delusions  of 
supposedly  worryless  welfare-statism,  are  presented 
under  such  dynamic  chapter  headings  as:  “Rende- 
vous  with  tbe  Welfare  State,”  “From  Lenin  to 
Bevan,”  “Streamlining  the  Health  Schemes,”  “The 
Living  Schemes,”  “Voluntary  and  Compulsory,” 
“Financial  Insecurity  of  Health  Security,”  “A 
Medical  Proletariat,”  “A  Frustrated  Profession,” 
“Dehumanizing  Medicine,”  etc.,  in  all,  fifteen  power- 
packed  chapters  that  make  fascinating  reading  and 
display  the  author’s  erudite  awareness  of  the  many- 
sided  facets  of  medicine’s  greatest  threat  without 
being  at  any  time  heavily  pedantic. 

For  the  doctors  who  have  enlisted  in  the  “grass 
roots”  educational  campaign  to  bring  to  every 
American  citizen  in  every  hamlet,  village,  and  city 
of  this  last  great  free  country  the  facts  of  political- 
medical  life  Melchior  Palyi’s  study  is  a compelling 
must.  Morris  Weintrob 

Peptic  Ulcer.  By  A.  C.  Ivy,  M.D.,  M.  I.  Gross- 
man,  M.D.,  and  William  H.  Bachrach,  M.D. 
Octavo  of  1,144  pages,  illustrated.  Philadelphia, 
Blakiston  Co.,  1950.  Cloth,  $14. 

Certainly  this  volume  is  a thorough  exposition  of 
the  subject  of  peptic  ulcer.  It  is  difficult  to  say  how 
a more  complete  work  could  be  written.  The  bibliog- 
raphy is  thorough,  and  all  possible  points  of  view 
are  expressed  and  evaluated.  Yet,  and  this  is  not 
said  in  criticism  of  the  book  but  rather  in  explana- 
tion of  the  difficulties  of  the  subject  itself,  it  seems 
to  be  beyond  general  understanding  that  the  con- 
clusions arrived  at  should  as  yet  be  so  unsatisfactory 
in  that  ulcer  still  remains  an  unsolved  problem,  both 
as  to  genesis  as  well  as  therapy. 

The  reviewer  has  nothing  but  praise  for  the  book 
itself.  It  must  find  a place  on  the  shelf  of  any  doc- 
tor interested  in  the  disease,  regardless  of  what  his 
specialty  may  be.  B.  M.  Bernstein 

Manual  of  Rheumatic  Diseases.  By  W.  Paul 
Holbrook,  M.D.,  and  Donald  F.  Hill,  M.D.  With 


the  assistance  of  Charles  A.  L.  Stephens,  Jr.,  M.D. 
Octavo  of  182  pages,  illustrated.  Chicago,  Year 
Book  Publishers,  1950.  Cloth,  $4.25. 

This  book  fills  an  important  need  for  a brief 
manual  on  the  proper  diagnosis  and  treatment  of  the 
rheumatic  diseases.  It  is  directed  toward  the  gen- 
eral practitioner  who  first  sees  most  patients 
with  arthritis  and  who  may  help  prevent  de- 
formity, the  end  result  of  which  is  the  great  crip- 
pler.  There  are  liberal  illustrations  representing 
both  the  gross  and  x-ray  pictures  of  tbe  various 
diseases  discussed.  The  authors’  style  is  simple  and 
direct.  This  handbook  can  be  recommended  whole- 
heartedly to  all  those  who  would  help  patients  suf- 
fering from  the  various  forms  of  arthritis. 

Charles  M.  Plotz 


The  Ethical  Basis  of  Medical  Practice.  By  Wil- 
lard L.  Sperry,  D.D.  Octavo  of  185  pages.  New 
York,  Paul  B.  Hoeber,  1950.  Cloth,  $2.50. 

In  a discussion  of  the  subject  as  given  in  the  title 
of  the  book  by  a dean  of  a divinity  school,  it  is  — 
natural  that  there  should  arise  many  differences  of 
opinion  that  could  easily  revive  tbe  old  feud  of  _ 
science  versus  religion.  But  the  increasing  evi- 
dence of  “rapprochement”  between  the  clergy  and  — 
medicine  tends  to  lessen  this  one  time  warfare. 

And  this  tendency  is  further  fostered  by  the  broad- 
mindedness and  sympathetic  understanding  of  the 
.author. 

This  is  best  illustrated  in  the  chapter,  “Democracy  — 
vs.  Totalitarian  Medicine.”  His  logic  and  fairness 
in  presenting  both  sides  of  this  much  debated  sub- 
ject will  make  many  more  converts  than  the  vitu- 
perative denunciations  of  men  high  in  the  councils 
of  organized  medicine.  There  is  a certain  naiveness 
in  the  Dean’s  statement  that  “common  gossip  im- 
putes to  an  occasional  practitioner  a sharp  eye  to  the  — 
financial  main  chance.” 

He  readily  admits  that  the  ethics  of  medical  prac- 
tice are  built  on  a firmer  foundation  than  that  of  the 
other  professions.  He  goes  further  and  states  that 
the  ministers  look  to  the  doctor  for  leadership  in  the 
development  of  a high  code  of  ethics. 

This  volume  of  less  than  200  pages,  while  of  in- 
terest to  the  profession  in  general,  will  be  of  special 
value  to  all  those  men  who  Have  to  do  with  the  train- 
ing of  medical  students.  S.  R.  Blatteis 


Klinik  und  Therapie  der  Massiven  Magendarm- 
blutung.  By  Nicola  Markoff,  M.D.  Octavo  of  135 
pages,  illustrated.  Bern,  Switzerland,  Medizini- 
scher  Verlag  Hans  Huber  (New  York,  Grune  & 
Stratton),  1950.  Paper,  14.20  Sw.  fr. 

The  author  gives  an  excellent  survey  of  the  patho- 
logic and  physiologic  characteristics  of  profuse  bleed- 
ings from  tbe  gastrointestinal  tract  and  clearly  ex- 
plains tbe  steps  which  will  promote  the  proper  diag- 
nosis in  spite  of  sometimes  difficult  problems. 
Special  attention  is  given  to  heavy  bleedings  from 
tbe  gastrointestinal  tract  which  are  caused  by  other 
illnesses  such  as  liver  cirrhosis,  hemophilia,  etc. 
As  to  severe  bleedings  from  peptic  ulcers,  the  sig- 
nificance of  undernutrition  is  very  well  elaborated 
and  the  alternative  between  conservative  and  surgi- 
cal treatment  clearly  presented.  The  book  is  a 
worthy  addition  to  tbe  current  medical  literature. 

Max  G.  Berliner 


Communicable  Diseases.  Edited  by  Roscoe  L. 
Pullen,  M.D.  Quarto  of  1,035  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1950.  Cloth,  $20. 
[Continued  on  page  2292] 
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Manhattan  Pediatrician  interested  in  subletting  office  space 
in  suburb  for  practice  limited  to  Pediatrics  Would  also  con- 
sider joining  group.  Box  484,  N.  Y.  St.  Jr.  Med. 

FOR  SALE 

General  practice  including  some  industrial  and  surgery  in 
town  on  Lake  Erie.  Income  $15,000.  Good  hospital  facili- 
ties. Price  $2,600.  House  and  equipment  optional.  Box 
485,  N.  Y.  St.  Jr.  Med. 

FOR  RENT 

3 room  suite.  One  or  several  physicians.  Air  conditioned. 
Reception  room  furnished.  Small  professional  building. 
Fleetwood,  Mount  Vernon.  Box  486,  N.  Y.  St.  Jr.  Med. 

FOR  RENT 

Entire  or  share  ten  room  model  office  suite,  future  purchase; 
following  assured;  unusual  opportunity  near  N.  Y.  C.; 
leaving  to  specialize.  Box  487,  N.  Y.  St.  Jr.  Med. 

FOR  SALE 

21  room  home-office,  landscaped;  rural,  lower  New  York 
'State;  actually  2-man  practice,  potential  group;  will  intro- 
jduce;  leaving  to  specialize.  Box  488,  N.  Y.  St.  Jr.  Med. 

FOR  SALE 

' 

Saranac  Lake:  Two-story  house.  Hard  wood  floors.  Fire- 
iplace.  Hot  water  heat.  Large  lot.  Garage.  $3500.00. 
L.  Liddle,  Forestport,  N.  Y. 

FOR  SALE 

Excellent  opportunity.  Active  general  practice  in  densely 
ropulated  Bronx  district.  Fully  equipped.  Box  456,  N.  Y. 
5t.  Jr.  Med.,  or  Tel.:  ME  5-6413. 

MEDICAL  MANAGEMENT -GROUP  PRACTICE 
CONSULTING 

Assistance  in  all  phases  of  medical  and  group  practice  ad- 
j ninistration,  partnerships,  practice  expansion,  investment 
counselling,  tax  and  life  planning,  personnel,  collections, 
'inancial  records  for  Doctor  exclusively — write  for  MED- 
: CAL  ECONOMICS  reprint.  George  W.  Condit,  127  East 
'Oth  Street,  N.  Y.  C.  TEmpleton  8-7082. 


MEDICAL  BOOKS 


dEDICAL  BOOKS  of  all  publishers  Obtain  all  your 
>ooks  from  one  source,  only  one  account  necessary, 
iarold  Lerman,  2268  Grand  Concourse  New  York  w, 
Y.  Ludlow  4-0282 


COURSES 


burses  in  HYPNOSIS,  physicians  and  dentists  only 
carting  October,  information  JOHN  LEVBARG,  M.D. 
19  W.  86  St..  N.  Y.  C.  En.  2-6845. 


HELP  WANTED 


oung  physician,  must  have  state  license,  assist  in  m.v  prac- 
ce,  opportunity  in  future  for  partnership.  Call  Dr.  F. 
Andler,  Le  4-3202,  mornings. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


Santa  Claus? 


This  particular  Santa  — the  one 
you  see  on  the  Christmas  Seals  — 
is  a very  healthy  forty-five! 

Yes,  this  is  the  45th  annual 
Christmas  Seal  Sale  — a holiday 
custom  that  has  helped  save 
5,000,000  lives.  Yet,  tuberculosis 
kills  more  people  than  all  other 
infectious  diseases  combined. 

So,  please,  send  your  contribu- 
tion today. 

BUY  Christmas  Seals/ 

■ — • 

Because  of  the  importance  of  the  above 
message,  this  space  has  been  contributed  by 

N.  Y.  MEDICAL  JOURNAL 
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This  very  complete  description  of  all  the  com- 
municable diseases  is  the  result  of  an  attempt  by  the 
staff  of  the  Charity  Hospital,  New  Orleans,  to  re- 
assess the  subject  of  communicable  diseases  in  the 
light  of  the  changes  brought  about  in  the  isolation, 
quarantine,  and  treatment  of  these  diseases  by  the 
impact  of  the  prophylactic  and  curative  effects  of  the 
latest  chemotherapeutic  and  antibiotic  agents. 

All  communicable  diseases,  whether  directly  or 
indirectly  communicable,  are  included.  Each  dis- 
ease is  evaluated  bv  a medical  expert  in  that  partic- 
ular disease.  The  therapeutic  helps  examined  in- 
clude the  very  latest — terramycin,  neomycin, 
aureomycin,  Chloromycetin,  penicillin,  promin, 
diasone,  and  antimalarials. 

The  approach  is  clinical  with  a view  toward  help- 
ing early  diagnosis.  A wealth  of  excellent  charts, 
maps,  and  illustrations  helps  toward  better  under- 
standing. The  descriptions  of  the  diseases  are  clear 
and  concise,  and  a bibliography  covering  all  the 
most  important  and  recent  articles  follows  each  sub- 
ject. 

This  book  is  an  authoritative  reference  book  for 
libraries  and  an  up-to-date  textbook.  It  is  elabo- 
rate but  important.  Kenneth  G.  Jennings 

Textbook  of  Bacteriology.  By  Joseph  M.  Dough- 
erty, Ph.D.,  and  Anthony  J.  Lambert!,  M.S. 
Second  edition.  Octavo  of  491  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1950.  Cloth,  .$5.75. 

This  book  was  written  for  the  definite  purpose  of 
providing  a simplified  elementary  text  for  the  use  of 
premedical  and  predental  students  and  for  classes  in 
nurses’  training  schools.  Included  also  are  dis- 
cussions of  the  yeasts  and  molds,  the  rickettsias,  the 
filterable  viruses,  and  the  parasitic  protozoa. 

The  aim  has  been  to  treat  fundamentals  thor- 
oughly and  to  omit  or  condense  actual  descriptions 
of  microorganisms.  In  this  the  authors  have 
largely  succeeded,  though  in  certain  instances  (for 
example,  in  the  discussion  of  the  Wassermann  reac- 
tion) they  become  involved  in  a mass  of  detail  that 
is  out  of  place  in  a book  of  this  kind. 

References  to  original  articles  are  very  numerous; 
this  should  be  a useful  feature  for  classes  in  which 
the  student  is  called  upon  to  submit  special  reports  or 
papers.  Arnold  H.  Eggerth 

Amputation  Prosthetic  Service.  By  Earle  H. 
Daniel.  Octavo  of  327  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1950.  Cloth,  $7.00. 

The  objective  of  this  book  is  to  provide  informa- 
tion for  the  amputee,  the  surgeon,  therapist,  and 
limb  maker.  This  it  does  admirably.  The  author 
has  had  a large  experience  in  the  rehabilitation  of  the 
amputee  and  has  made  good  use  of  t his  in  producing 
a very  valuable  book.  All  phases  of  amputee  care 
are  considered,  ranging  from  amputation  sites  and 
the  care  of  the  stump  through  the  selection,  fitting, 
and  use  of  artificial  limbs  and  includes  a list  of  useful 
motion  pictures  on  the  subject.  This  book  should 
prove  very  useful  to  anyone  caring  for  amputees. 

John  II.  Bogle 

Studies  in  Lobotomy.  Edited  by  Milton  Green- 
blatt,  M.D.,  Robert  Arnot,  M.D.,  and  Harry  C. 
Solomon,  M.D.  Octavo  of  495  pages,  illustrated. 
New  York,  Grune  & Stratton,  1950.  Cloth,  $10.00. 

This  book  is  the  report  of  the  lobotomies  per- 
formed on  500  patients  at  the  Boston  Psychopathic 
Hospital.  It  consists  of  25  chapters  and  has  30 
contributors.  Psychiatrists,  neurologists,  neuro- 
pathologists, internists,  surgeons,  urologists,  psy- 
chiatric social  workers,  occupational  therapists, 
and  students  have  participated  in  this  book.  It  is 


truly  the  result  of  a well-planned  and  scientifically 
executed  experiment  on  the  effect  of  lobotomy  on  the 
hitherto  incurable  psychiatric  patient.  Every  pa- 
tient was  carefully  prepared  and  thoroughly  studied 
according  to  the  most  modern  technics  before  being 
subjected  to  the  operative  procedures.  After  the 
operation  he  was  re-examined  and  his  condition  re- 
evaluated. The  volume  is  probably  the  finest  con- 
tribution on  the  subject  and  is  warmly  recommended 
to  all  who  are  interested  in  the  subject  of  brain  sur- 
gery as  a remedial  agent  in  the  psychotic  disorders. 

Irving  J.  Sands 

A Short  Textbook  of  Radiotherapy.  For  Tech- 
nicians and  Students.  With  a Supplementary 
Chapter  for  the  Dermatologist.  By  J.  Walter,  B.M. 
(Oxford),  and  H.  Miller,  Ph.D.  (Cambridge).  Oc- 
tavo of  444  pages,  illustrated.  Philadelphia,  Blakis- 
ton  Co.,  1950.  Cloth,  $6.00. 

This  text  is  intended  not  for  radiologists,  but  for 
students  and  technicians.  It  fills  a need.  It  sup- 
plies background  and  technical  knowledge  neces- 
sary for  the  intelligent  handling  of  therapy  patients. 

It  might  also  be  read  with  profit  by  general  prac- 
titioners and  residents  in  radiology. 

Mortimer  Richard  Camiel 

Light  Therapy.  By  Richard  Kovacs,  M.D. 
Octavo  of  112  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1950.  Cloth,  $2.25.  (Publica- 
tion f 57 , American  Lecture  Series.) 

This  is  a small  book  of  112  pages  with  index  of 
four  pages  and  bibliography  of  four  pages  included 
therein. 

It  is  published  in  the  British  Commonwealth,  in 
Canada  and  in  the  United  States  of  America  and 
covers  nicely  history,  physics,  and  the  various  forms 
of  infrared,  luminous,  and  ultraviolet  radiation.  It 
is  a concise,  easy,  readable,  but  exact  index  of  our 
knowledge  in  the  field  of  light  therapy.  Its  cost  is 
slight,  $2.25.  The  reviewer  suggests  it  for  hospital 
libraries  and  for  general  use.  John  J.  Hauff 

The  1949  Year  Book  of  Drug  Therapy.  (Novem- 
ber, 1948-October,  1949).  Edited  by  Harry  Beck- 
man, M.D.  Duodecimo  of  718  pages,  illustrated. 
Chicago,  Year  Book  Publishers,  1950.  Cloth, 
$4.75. 

This  volume  consists  of  selected  abstracts  of 
articles  dealing  with  the  therapeutic  use  of  various 
drugs  which  were  published  in  a wide  variety  of 
journals  from  November,  1948,  .through  October, 
1949.  The  abstracts  encompass  practically  all 
fields  of  medicine  and  surgery.  The  purpose  of  this 
book  is  to  assist  the  physician  who  has  not  the  time 
or  opportunity  to  peruse  the  original  papers.  There 
are  occasional  explanatory  comments  by  the  editor, 
who  is  a noted  pharmacologist.  The  book  fulfills  the 
purpose  for  which  it  was  intended. 

Leon  M.  Levitt 

The  Urinary  Function  of  the  Kidney.  By  A.  V. 

Wolf,  Ph.D.  Octavo  of  363  pages,  illustrated.  New 
York,  Grune  & Stratton,  1950.  Cloth,  $7.50. 

Dr.  Wolf  should  be  congrat  ulated  upon  his  excel- 
lent treatise  on  urinary  function  of  the  kidney.  The 
1,189  references  indicate  the  labor  involved  in  its 
preparation;  it  bears  fruit  in  its  completeness  and 
clarity. 

The  regulation  of  body  volume  and  the  descrip 
tion  of  body  water  compartments  are  well  presented 
The  chapters  on  diuresis  and  diuretics  and  on  anti 
diuresis  and  antidiuretics  are  enlightening.  The  roll 
of  the  endocrines  is  clearly  portrayed. 

This  volume  deserves  a favored  place  on  tin 
doctor’s  book  shelf.  Harry  Mandelbaum 
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a new  way 


to  prescribe 
codeine  . . . 


relieves  pain  better  “Edrisal  with  Codeine  providesd|etter  relief 
for  more  patients  with  painful  syndromes  than  does-'fAPC]  with 
codeine.”1  ® 

© OjL 

no  depressant  effect  The  ‘Benzedrine’  component  counteracts 
the  depressant  side  effects  of  codeine  therapy.  It  actually  difts  the 
patient’s  mood!  * 


★ less  nausea  The  ‘Benzedrine’  component  reduces  the  incidence 
and  seventy  of  the  nausea  that  codeine  causes  in  some  patients. 


Formula: 

Codeine  sulfate  . . . . Jigr. 
‘Benzedrine’  Sulfate  . . 2.5  mg 
Acetylsalicylic  acid  . . 2.5  gr. 
Phenacetin 2.5  gr. 


Note: 

for  K gr.  codeine, 
prescribe  2 tablets. 


tablets 
per  dose 


» 

Smith , Kline  & French  Laboratories,  Philadelphia 


. 


l. 


.rlndust.  Med.  19:446  (September)  1950. 


‘Edrisal’  & ‘Benzedtjjje’  T.M.  Reg.  U.S.  Pat.  Off. 
1 * 


\ . 
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Rise  in  skin  temperature  of  toes  in  15  patients  after  single  administration  of  Priscoline 


A comparative  study  proves 


Priscoline 

’Most  consistent  and  effective  vasodilator” 


Priscoline,  alcohol,  ether  and  another  vaso- 
lator  were  each  administered  intravenously 
single  therapeutic  doses  to  a group  of 
tients  suffering  from  peripheral  arterial 
sufficiency. 

The  rise  in  skin  temperature  of  the  toes — 
cheating  increased  circulation  in  the  ex- 
umities — was  greatest  in  all  cases  after  the 
ministration  of  Priscoline. 


Scores  of  clinical  reports  tell  of  the  use  of 
Priscoline  both  orally  and  parenterally  in  the 
successful  treatment  of  peripheral  vascular 
diseases. 

Priscoline®  (benzazoline)  is  available  as 
tablets  containing  25  mg.,  as  elixir  containing 
25  mg.  per  4 c.c.  and  in  10  cc.  multiple  dose 
vials  containing  25  mg.  per  cc.  s/'®59" 

1.  Ready,  W J.:  J.  of  Lab.  & CUa  Med.  37:365  (March)  1961. 


iba  PHARMACEUTICAL  PRODUCTS.  INC..  SUMMIT,  N.  J. 
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a successful  new  product 
in  the  treatment  of  allergies  and  dermatoses 


Pyromen  is  a sterile,  non-protein  and 
nonanaphylactogenic  bacterial  component 
prepared  for  intravenous  use. 

Extensive  clinical  tests  have  demonstrated 
the  efficacy  of  Pyromen  in  the  symptomatic 
control  of  allergic  disorders  such  as  hay 
fever  and  asthma — and  in  the  treatment  of 
skin  disorders  such  as  neurodermatitis  . . . 
atopic  dermatitis  . . . chronic  and  acute 
urticaria  . . . penicillin  reactions  with  acute 
angioedema  and  urticaria  . . . contact  der- 
matitis . . . idiopathic  generalized  pruritus 
and  certain  endogenous  eczemas. 

Pyromen  is  a successful  addition  to  the 
armamentarium  of  the  medical  profession. 


Manufactures,  by 


TRAVENOL  LABORATORIES,  INC. 


Subsidiary  of  BAXTER  LABORATORIES.  INC 
MORTON  GROVE,  ILLINOIS 


After  all  the 

ivli  Id  ness  Tests, 

Camel  is 

K • £■  } 
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Decholin  with  Belladonna 


Patients  complaining  of  gastrointestinal  distress  without 
detectable  organic  cause  are  common  problems  in  daily 
practice.  By  combining  spasmolytic  action  with  improvement 
in  liver  function,  Decholin/ Belladonna  — in  such  cases  — 
gives  symptomatic  relief  by 


reliabU 


spdstnoi  ysis 


SSI 


improved  blood  supply  to  liver 


mild,  natural  laxation  without  catharsis 


While  of  special  value  in  functional  dyspepsia, 

Decholin/ Belladonna  is,  of  course,  treatment  of  choice  in 
biliary  tract  disorders  for  thorough  and  unimpeded  flushing 
of  the  biliary  system. 


DOSAGE:  One  or,  if  necessary,  two  Decholin/ Belladonna  tablets  three 
times  daily  after  meals. 


PACKAGING;  Decholin  (brand  of  dehydrocholic  acid)  with  Belladonna 
bottles  of  100  tablets.  Each  tablet  contains  dehydrocholic  acid  3%  gr. 
and  belladonna  V<>  gr.  (equivalent  to  tincture  of  belladonna,  7 minims). 

Decholin,  trademark  reg. 


AMES  COMPANY,  INC.,  ELKHART,  INDIANA 


AMES  COMPANY  OF  CANADA.  LTD.,  TORONTO 
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zmme 


(Pronounced  Xi  lo'  coin) 


ASTItA 

(Brand  of  lidocaine  hydrochloride*) 

AN  AQUEOUS  SOLUTION 


xylocaine 


'ci-r. 


QUICK 

ACTING 


POTENT 


HIGHLY 

STABLE 


WELL 

TOLERATED 


Dispensed  in  50  cc  and  20  cc 
multiple  - dose  vials  containing 
0.5%,  1%  or  2%  solution.  All 
solutions  available  without 
epinephrine  and  with  epine- 
phrine 1:100,000.  2%  solution 
also  supplied  with  epinephrine 
1 : 50,000. 

STOCKED  BY  LEADING  WHOLE- 
SALE DRUGGISTS  AND  SURGICAL 
SUPPLY  HOUSES. 


a NEW  local  anesthetic 


A potent,  short-acting  local  anesthetic,  producing  on  injection,  a more  prompt, 
intense  and  extensive  anesthesia  than  equal  concentrations  of  procaine  hydro- 
chloride. Useful  and  effective  either  with  or  without  epinephrine,  it  has  been 
described  (1)  as  the  most  promising  of  the  new  local  anesthetics,  approaching 
in  efficiency  the  nerve  blocking  properties  of  piperocaine,  and  in  toxicity,  the 
advantages  of  safety  presented  by  procaine. 


( I ) Hanson,  I.  R.  and  Hingson,  R.  A.,  Current 
Researches  in  Anesthesia  and  Analgesia,  29:136  (May-June)  1950. 

a\STIL\  PHARMACEUTICAL  PRODUCTS,  INC.  WORCESTER,  MASS.  U.S.A. 

*U.S.  Paten*  No.  2,441,498 
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in  colds 
. . . sinusitis 


JNasal  engorgement  and  hypersecretion 
accompanying  the  common  cold  and  sinusitis  are 
quickly  relieved  by  the  vasoconstrictive  action  of 


Nasal  membrane  showing  increased 
leukocytes  with  denudation  of  cilia. 


Normal  appearing  nasal  epithelium. 


NEO-SYNEPHRINEe 

HYDROCHLORIDE 
Brand  of  Phenylephrine  Hydrochloride 

The  decongestive  action  of  several  drops  in  each 
nostril  usually  extends  over  two  to  four  hours.  The 
effect  is  undiminished  after  repeated  use. 

Relatively  nonirritating  . . . Virtually  no  central 
stimulation. 

Supplied  in  !4%  solution  (plain  and  aromatic), 

1 oz.  bottles.  Also  1%  solution  (when  greater  con- 
centration is  required),  1 oz.  bottles,  and  Zi% 
water  soluble  jelly,  Vs  oz.  tubes. 


New  York  13,'n.  Y.  Windsor,  Ont. 


#£0ICAI  *sS 


Neo*Synephiine,  trademark  reg.  U.  S.  & Canada 
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a more  complete  solution 


OBEDRIN^THE  60-10-70  DIET 


Obedrin  Tablets  permit  full  utilization  of  the  appe- 
tite depressing  action  of  methamphetamine  hydro- 
chloride but  eliminate  the  central  nervous  stimu- 


lation, so  the  patient  does  not  suffer  from  nervous 
irritability  and  insomnia. 

The  60-10-70  Basic  diet  provides  the  basic  mini- 
mum of  proteins  to  maintain  nitrogen  balance,  the 
basic  minimum  of  carbohydrates  to  "burn  off’  ex- 
cessive fat  in  storage. 

Obedrin  Tablets  and  the  60-10-70  basic  diet  will 
permit  loss  of  weight  with  minimum  discomfort, 
thus  inviting  patient  cooperation. 

FORMULA 

"Semoxydrine 

Hydrochloride 5 mg. 


OAecfout, 


MASS  ENG  ILL 


BRISTOL,  TENNESSEE 


-OMPLIMENTARY  PAD  OF  D 
EETS  AND  A TRIAL  SUPPLY 

edrin  sent  to  physicians  on 
2UEST. 


Pentobarbital  Sodium  . . 20  mg. 

Ascorbic  Acid 100  mg. 

Thiamine 

Hydrochloride 0.5  mg. 

Riboflavin 1 mg. 

Niacinamide 5 mg. 


• Methamphetamine  Hydrochloride 

Obedrin  is  supplied  in  bottles 
of  100,  500  and  1,000  yellow 
grooved  tablets. 
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“HELP  ME  GROW  A 

tall,  husky,  strong” 


An  increasing  number  of  pediatri- 
cians now  supplement  the  diet  of 
infants  and  children  with  vitamin 
C and  B-Complex  vitamins,  as  well 
as  A and  D,  to  help  achieve  optimal 
growth  and  health. 


& 


8 - VITAMIN 


provide  all  essential  vitamins, 
in  agreeable,  non-alcoholic, 
drop  form.  Easy  to  give,  easy  to  take  in 
milk,  formula,  fruit  juices,  cereals,  etc. 
Well  tolerated,  economical. 


The  recommended  dose  of  0.6  cc.  (10  minims') 
represents: 

Vitamin  A 5000  U.S.P.  Units 

Vitamin  D 1000  U.S.P.  Units 

Thiamine  Hydrochloride  (Bi).  1 mg. 

Riboflavin  (B2) 0.5  mg. 

Ascorbic  Acid  (C) 50  mg. 

Niacinamide 5 mg. 

Pyridoxine  Hydrochloride  (B6)  1 mg. 

Calcium  Pantothenate 2 mg. 


In  50  cc.  dosage  dropper  bottles. 
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in  the  menopause... 

. a striking  improvement  in  the  sense 


of  well-being/'  was  reported  after  "Premarin"  therapy.* 


•Gloss,  S.  J.,  and  Rosenblum,  G.t  J.  Clin.  Endocrinol.  3-.9S  (Feb.)  1943 
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99  Estrogenic  Substances  (water-soluble) 

also  known  as  Conjugated  Estrogens  (equine) 
”^'r^abte(|-bnd'tj^l. 


HYSICIANS 

tarts  a Feelinq  c 


Highly  Effective  • Orally  Active  • ^^iHftt&Hi'fed  • Im  1 

OF 

Ayerst,  McKenna  & Harrison  Limited  - 22  East  ^TlYStreet,  New  York  1 6,  N.  Y. 


ing  of  Well-Being 


2310 


Head  Pain  as  a 
Diagnostic  Aid 

Frequently  the  presence  of  head  pain  is  over- 
looked. The  physician  learns  of  it  only  if  he  has 
made  an  effort  to  elicit  the  information.  Etiology 
is  the  key  to  rational  management.  The  patient 
should  be  warned  against  taking  medication 
before  diagnosis. 

Friedman  deplores  the  regrettable  tendency  to 
call  any  chronic  recurring  headache  migraine. 
Thoroughgoing  history-taking  and  full  physical 
and  neurological  examination  are  essential  for 
accurate  diagnosis.  The  following  chart  gives 
briefly  the  primary  diagnostic  leads  and  therapy 
for  some  common  types  of  headaches. 


Etiology  of 
Headache 

Primary 

Diagnostic  Data 

Primary  Therapy 

Inflamma- 
tory e.g.. 
Meningitis 
Abscess 

Inflammation  of 
intracranial 
structures ; fever ; 
leucocytosis ; 
bacteriologic  diag. 

Specific : sulfon- 
amides and 
antibiotics. 

Symptomatic: 

analgesics. 

Tumor 

Pain  varies  as  spinal 
press,  changes ; 
skull  X-ray. 

Specific:  surgery. 
Symptomatic, 
analgesics, 

&/or  hypnotics. 

Sinusitis 

Sinus  congestion  and 
infection;  cloudy 
X-ray. 

Specific:  antibiotics 
and  drainage. 
Symptomatic: 
analgesics. 

Hyper- 

tensive 

Hypertension  present 
but  pain  not  related 
to  b.  p.  level ; Di- 
hydroergotamine. 
relieves  pain. 

General  hyperten- 
sion therapy ; seda- 
tion. 

Symptomatic : 
analgesics. 

Migraine  & 
other 
vascular 
headaches 

Headache : recurrent, 
intense,  throbbing. 

No  organic  causa- 
tion; migraine  in 
family ; patient : 
energetic,  perfec- 
tionist. 

Visual  prodromata; 
g-i.  upset  during 
headache. 

To  abort  attack : 
oral  ergotamine 
plus  caffeine  — 
Cafergot  (dosage 
given  below) 
General : adjustment 
to  minimize  ner- 
vous stress. 

Data  tabulated  is  from:  Wolf,  C.  Jr.:  Pennsylvania  M.  J. 

54:  25,  1951.  Friedman.  A.  P.,  in  Conn,  H.  T.:  Current 
Therapy,  19)0,  Phila.,  Saunders  Co.,  19)0,  p.  )63. 

Acute  Migraine  Attack  Therapy:  Numerous 
clinical  studies  have  reported  effective  oral  treat- 
ment with  Cafergot®  tablets  (ergotamine  tar- 
trate 1 mg.  plus  caffeine  100  mg.).  Reeves  says 
Cafergot  affords  . . predictable  response,  econ- 
omy, flexibility,  oral  administration  and  absence 
of  notable  side  effects.”  Proper  dosage  procedure 
is  important.  Failures  in  true  migraine  result 
from  inadequate  or  delayed  dosage. 

Dosage;  two  tabs,  at  onset  of  attack  and,  if 
necessary  1 tab.  every  !/>  hr.  till  full  relief  (limit: 
6 tabs.) . 

DOSAGE  INSTRUCTION  SLIPS  for  the  pa- 
tient, available  on  request,  write  to: 

Sandoz  pharmaceuticals 

DIVISION  OF  SANDOZ  CHEMICAL  WORKS.  INC. 

68  CHARLTON  STREET.  NEW  YORK  14.  N.  Y. 
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odern , refreshing , quick-acting 


Theptine 

'Dexedrine’*  and  essential  B vitamins 

the  unique  antidepressant  and  nutritive  "tonic” 

Smith,  Kline  & French  Laboratories,  Philadelphia 

Each  5 cc.  (1  teaspoonful)  contains:  'Dexedrine’  Sulfate,  2.5  mg.;  thiamine 
hydrochloride,  5.0  mg.;  riboflavin,  0.45  mg.;  niacin,  6.7  mg 
Usual  dosage:  1 teaspoonful  t.i.d.  immediately  a.c.  or  p.c.  *T.M.  Reg.  U.S.  Pat.  Off. 
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How  happy  mealtimes 

influence 


Nutrition 


A baby’s  assimilation  of  food  is  influ- 
enced by  how  much  he  enjoys  his 
mealtimes. 

When  a worried  mother  asks  you 
how  to  “make”  her  baby  eat  more,  help 
her  understand  that  one  of  the  biggest 
things  she  can  do  for  her  baby  is  to 
avoid  mealtime  arguments. 

Beech-Nut  Foods  in  all  their  appeal- 
ing variety  are  a great  help  in  making 
mealtimes  happy.  Their  finer  flavor 
arouses  eager  appetite.  Your  young  pa- 
tient gets  a good  start  nutritionally  and 
emotionally! 


A wide  variety  for  you  to  recommend: 

Meat  and  Vegetable  Soups,  Vege- 
tables, Fruits,  Desserts  — Cereal  Food 
and  Strained  Oatmeal. 


All  Beech-Nut  standards  of  pro- 
duction and  advertising  have 
been  accepted  by  the  Council 
on  Foods  and  Nutrition  of  the 
American  Medical  Association. 


Beech-Nut  FOODS>BABIES 

Babies  love  them... thrive  on  them! 


2313 


« — : — 7 — ~ 


an  improved  method  of  therapy  for  peptic  ulcer  n 


only 


includes 

■V 

the  important  4th  factor 
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To  control  hyperacidity  — a superior  antacid  combi- 
nation (magnesium  oxide  and  aluminum  hydroxide,  also 
a specific  antipeptic)  provides  two-way,  balanced  antacid 
activity. 

To  control  crater  irritation  — a.  superior  demulcent 
(methylcellulose,  a synthetic  mucin)  forms  a protective 
coating  over  ulcerated  mucosa. 

To  control  spasm  — a superior  antispasmodic2'4  (Ben- 
tyl  Hydrochloride)  provides  direct  smooth  muscle  and 
parasympathetic  depressant  properties  . . . without 
“belladonna  backfire.” 


• To  control  lysozyme  — a proven  antilysozyme,  sodium  lauryl 
sulfate.  Recent  evidence  suggests  that  lysozyme,  as  well  as 
pepsin  and  hydrochloric  acid,  is  an  etiologic  factor  in  the  patho- 
genesis of  peptic  ulcer...5;'  It  seems  well  established  that 
sodium  lauryl  sulfate  is  capable  of  inhibiting  the  lysozyme  and 
peptic  activity  of  the  gastric  juice  without  changing  its  pH.*'14 


DOSAGE:  Two  tablets  every  three  hours  as  needed  for  relief. 

Mildly  minted  Kolantyl  tablets  may  be  chewed,  or 
swallowed  with  ease.  Kolantyl  is  also  recommended 
for  the  hospitalized  patient. 


control  of  peptic  nicer 


KOLANTYL 
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Depends  on  Correct  Fitting 


Only  47.1  per  cent  of  patients  can  be  fitted  with  a size 
70  or  75  diaphragm’  (the  most  commonly  prescribed  sizes). 

About  28  per  cent  are  fitted  with  sizes  80  and  85,  and 
18  per  cent  with  sizes  60  and  65.' 

Thus,  the  need  for  correct  fitting  and  a wide  range  of 
diaphragm  sizes  is  evident.  A diaphragm  which  is  too  small  or  too 
large  will  not  block  access  to  the  cervix  along  the  anterior  wall.2 

Patented  Flexible  Cushioned  Diaphragms  are  available 
in  sizes  ranging  from  50  to  95  millimeters  inclusive,  in  gradations  of 
5 millimeters. 

Only  the  "RAMSES"  Diaphragm  is  made  with  the  comfort- 


Unretouched  photomicrograph  of 
the  dome  (enlarged  10  diameters) 
and  the  rim  (inset)  of  o "RAMSES" 
Flexible  Cushioned  Diaphragm. 


assuring  patented  cushioned  rim.  Only  the  "RAMSES”  Diaphragm  is 
made  with  a velvet-smooth  pure  gum  rubber  dome. 

The  "RAMSES"  Diaphragm  is  intended  for  use  with  "RAMSES" 
Vaginal  Jelly  to  provide  optimum  protection  for  the  patient. 

1.  Clark,  Le  M.:  The  Vaginal  Diaphragm.  St.  Louis,  C.  V.  Mosby  Company,  1938;  p.  43. 

2.  Dickinson,  R.  1.:  Techniques  of  Conception  Control.  Baltimore,  Williams  & Wilkin 
Company,  1950;  p.  17. 


gynecological  division 


423  West  55th  Street,  New  York  19,  N.  Y. 
quality  first  since  1883 


Unretouched  photomicrograph 
of  the  dome  (enlarged  10  diam- 
eters) and  the  rim  (inset)  of 
a conventional-type  diaphragm. 
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III  acute  tOllSlllltlS  i "Excellent”  responses,  typical  of  the 

results  obtained  in  a wide  range  of 
respiratory  infections,  Terramycin- 
treated,  were  noted  in  acute  tonsillitis 
cases  "within  48  to  72  hours,  with 
rapid  subsidence  of  temperature  and 
physical  findings.” 

Sayer,  R.  J. ; Michel,  J. ; Moll,  F.  C. , and  Kirby , 
W.  M.  M. : Am.  J.  M.  Sc.  221:256  (March)  1951 


Crystalline  Terramycin  Hydrochloride 


available 


Capsules,  Elixir,  Oral  Drops,  Intravenous, 
Ophthalmic  Ointment,  Ophthalmic  Solution. 


ANTIBIOTIC  DIVISION 


zer 


CI I AS.  PFIZER  CO.,  INC..  Brooklyn  6,  New  York 
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THE  1951  MEDICAL  DIRECTORY  IS  NOW  AVAILABLE 

For  complete  and  authoritative  data  on  physicians,  hospitals, 
medical  society  and  administrative  officials  in  New  York  State, 
the  official  publication  of  the  Medical  Society  of  the  State  of 
New  York  is  an  invaluable  reference  volume. 

Be  sure  to  notice  the  many  added  features — Scientific  Information; 
Functions  and  Services  of  your  State  Society;  New  York  City  and 
State  Departments  of  Health;  New  York  State  Medical  Practice 
Act;  Workmen’s  Compensation  Rules  and  Procedures;  Narcotic 
Regulations;  Medical  Care  Insurance  Information;  Listings  of 
Pharmaceutical  Suppliers,  Equipment  Suppliers,  Nursing  Homes, 
and  other  important  data,  all  included  for  the  first  time. 


NOTE:  All  member  physicians  in  good  standing  of  the  county 

medical  societies  will  receive  a complimentary  copy  of  the  1951 
Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( ] 

Directory  of  New  York  State. 
3%  Sales  Tax  in  New  York  City. 

1 copies  of  the  1951  Medical 
Price  $15.00  per  volume  plus 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC 
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To  encourage  normal  healing 


riiloresium 


Ointment 
and  

Solution  (Plain) 


brand  of  water-soluble  chlorophyll  derivatives 


for  instance , 


in 


Appearance  of  wound  12 
weeks  after  final  excision 
of  pilonidal  sinus,  prior  to 
CHLORESIUM  therapy. 


pilonidal  cyst  wounds 

Routine  postoperative  use  of  Chloresium  Ointment  and  Solution  (Plain) 
goes  far  towards  overcoming  the  problem  of  the  slow  healing  pilonidal  lesion. 


In  a series  of  19  pilonidal  cases1  treated  with  Chloresium,  17  “healed 
better  and  more  rapidly  than  by  other  methods  previously  employed.” 
In  another  study  of  over  100  cases,2  Chloresium  produced  “. . . prompt, 
clean  healing  with  firm  granulation.  Further,  the  chlorophyll  ointment 
immediately  eliminates  the  foul  odor  often  encountered  in  pilonidal 
wounds  and  in  this  respect  it  is  a boon  to  patient  and  physician  alike.” 


Chloresium  Ointment  and  Solution  (Plain) 
contain  water-soluble  derivatives  of  chlorophyll  “a” 
as  standardized  in  N.N.R.  These  derivatives,  highly 
concentrated  and  purified,  provide  the  optimum 
therapeutic  benefits  obtainable  from  chlorophyll. 

Chloresium  Ointment — l ounce  and 
4-ounce  tubes 

Chloresium  Solution  (Plain)  — 2-ounce  and 
8-ounce  bottles 

1.  Bowers,  W.  F. : Chlorophyll  in  Wound  Healing  and 
Suppurative  Disease,  Am.  J.  Surg.  73: 37,  1947. 

2.  Niemiro,  B.  J.:  Delayed  Healing  in  Pilonidal  Cyst  Wouivds, 
Journal  Lancet,  Sept.  1951. 


B 


Same  wound  17  days  later. 
Complete  healing  was  ob- 
tained after  8 days  of 
CHLORESIUM  therapy. 


R YSTAN  COMPANY,  INC.  Mount  Vernon,  New  York 
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c/yyvp 

for  POSTOPERATIVE 
and  POSTPARTUM 

NEEDS 


Basic  design  and  the  unique  sys- 
tem of  adjustment  make  a large 
variety  of  Camp  Scientific  Sup- 
ports especially  useful  as  post- 
operative aids.  Surgeons  and 
physicians  often  prescribe  them 
as  assurance  garments  and  con- 
sider them  essential  after  op- 
eration upon  obese  persons, 
after  repair  of  large  herniae,  or 
when  wounds  are  draining  or 
suppurating.  A Camp  Scientif- 
ic Support  is  especially  useful  in 
the  postoperative  patient  with 
undue  relaxation  of  the  abdom- 
inal wall.  Obstetricians  have 
long  prescribed  Camp  Post- 
operative Supports  for  post- 
partum use.  Physicians  and 
surgeons  may  rely  on  the  Camp- 
trained  fitter  for  precise  execu- 
tion of  all  instructions. 

If  you  do  not  have  a copy  of  the 
Camp  “Reference  Book  for  Phy- 
sicians and  Surgeons”,  it  will 
be  sent  on  request. 


THIS  EMBLEM  is  displayed  only  by  reli- 
able merchants  in  your  community.  Camp 
Scientific  Supports  are  never  sold  by  door- 
to-door  canvassers.  Prices  are  based  on 
intrinsic  value.  Regular  technical  and 
ethical  training  of  Camp  fitters  insures 
precise  and  conscientious  attention  to  your 
recommendations. 


S.  H.  CAMP  AND  COMPANY,  JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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The  blood-building, 

appetite-building 
iron  tonic 

with  B12  activity 


plus  . . • iron  (ferrous  gluconate)  in  tonic 
quantities 

plus  . . . essential  B complex  vitamins  well 
in  excess  of  known  minimum 
daily  requirements 

plus  . . . pleasant  taste,  too 


i 


ELIXIR 


CAPSULES 


BETA-CONCEMIN  FERRATED 


IRON-B  COMPLEX  WITH  Bl2  ACTIVITY  Beta-Concemin® 


effective 

in 

hypertension 


(A  potent  hypotensive  principle 
biologically  standardized  in  mammals 

Veriloid  is  probably  the  most  effective  hypotensive  agent  available  today.1 
Its  characteristic  effect,  with  careful  administration,  appears  to  be  one  of 
moderation  rather  than  elimination  of  the  hypertension.2  The  therapeutic 
ratio  of  Veriloid  is  relatively  high,  and  long-continued  treatment  is  possible 
because  its  administration  does  not  produce  idiosyncrasy  or  tolerance  in  most 
patients  treated.2’3-4 

In  one  study,  the  administration  of  Veriloid  brought  striking  relief  from 
hypertension  and  its  disturbing  discomforts  in  80  per  cent  of  patients  with 
essential  hypertension.2  Veriloid  controlled  the  blood  pressure  and  produced 
a gratifying,  beneficial  effect,  even  after  the  failure  of  other  hypotensive  drugs 
in  malignant  hypertension  in  the  preuremic  stage  and  in  hypertensive  en- 
cephalopathy.1-2 Veriloid  has  been  found  to  control  neurogenic  hypertension, 
even  after  refractoriness  to  ganglionic  blocking  agents  had  developed.4 

f E RILOID 

Clinical  experience  shows  that  Veriloid  is  effective  in  all  forms  of  hyperten- 
sion-mild, moderate  and  severe,  and  gratifying  objective  as  well  as  sub- 
jective results  follow  its  administration. 

DOSAGE:  The  usual  daily  requirement  of  Veriloid  is  9 to  15  mg.,  given  in 
divided  dosage  three  times  daily,  every  6 to  8 hours,  the  first  dose  to  be 
taken  after  breakfast.  The  evening  dose  should  be  1 or  2 mg.  larger  than  the 
other  two  doses  of  the  day.  However,  requirements  for  Veriloid  vary  from 
patient  to  patient,  and  in  most  individuals  periodic  adjustment  in  dosage  is 
needed,  because  with  continued  administration,  patients  become  more  reac- 
tive to  Veriloid. 

Veriloid  is  available  in  tablet  sizes  of  1,  2 and  3 mg.,  in  bottles  of  100, 

500  and  1,000  tablets. 

VERILOID-VPM 

Containing  Veriloid  (2  mg.),  phenobarbital  (15  mg.),  and  mannitol  hexanitrate 
(10  mg.),  Veriloid-VPM  provides  valuable  sedation  and  the  vasodilating  action  of 
mannitol  hexanitrate.  This  combination  usually  makes  possible  reduced  dosage 
without  sacrifice  of  therapeutic  efficacy.  Also,  phenobarbital  adds  the  advantage 
of  increasing  the  spread  between  effective  therapeutic  dosage  and  the  dosage  at 
which  side  reactions  occur. 

VERILOID  WITH  PHENOBARBITAL 

Veriloid  With  Phenobarbital  (Veriloid,  2 mg.,  phenobarbital,  15  mg.)  provides 
sedation  without  the  action  of  mannitol  hexanitrate.  It  is  valuable  when  emotional 
tension  must  be  controlled. 

♦Trade  Mark  of  Riker  Laboratories  Inc. 

KER  LABORATORIES,  INC. 

, " R F Y F " 1 Y R 1 l " • LD  S ANGELES  48.  C A I I F . 
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the  patient  with  impaired  fat  metabolism 
will  take  "what  the  doctor  orders” 

. . . when  you  prescribe  high  potency  lipotropic 
therapy  in  the  form  of  pleasant-tasting  Wychol 
syrup. 


Wychol  provides  large  doses  of  choline  (3  Gm. 
choline  base  per  tablespoonful)  in  synergistic  com- 
bination with  inositol  (0.45  Gm.)  in  an  unusually 
palatable  raspberry-like  flavored  syrup.  It  invites 
the  sustained  adherence  to  the  prescribed  dietary 
regimen  which  is  so  important  to  therapy. 


SUPPLIED:  bottles  of  1 pint. 


Also  available  for  supplementary  and  supportive  ther- 
apy while  the  patient  is  away  from  home,  Capsules 
Wychol:  Bottles  of  100. 


WYCHOL* 

CHOLINE  AND  INOSITOL  WYETH 


Incorporated,  Philadelphia  2,  Pa. 
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Successful  therapeutic  results  with  VERATRITE  in  essential  hypertension  are 
measured  in  terms  of  a fall  in  blood  pressure,  effective  relief  of  symptoms 
and  rehabilitation  of  the  patient  to  a useful,  productive  life. 


The  most  significant  effects  of  VERATRITE  are  circulatory  improvement 
and  a new  sense  of  well-being  for  the  patient.  Furthermore,  Veratrite 
exhibits  a wide  range  of  therapeutic  safety  and  a prolonged  length  of 
action  without  serious  side-effects,  due  to  its  content  of  whole-powdered 
veratrum  viride,  Biologically  Standardized. 

Supplied:  Bottles  of  1 00,500, 1 000  at  prescription  pharmacies  everywhere. 


ZONOMY  IS  AN  IMPORTANT  ADVANTAGE  OF  VERATRITE  THERAPY 


|h  VERATRITE  Tabule  contains: 

atrum  Viride 3 Craw  Units* 

Ilium  Nitrite 1 grain 

mobarbital 14  grain 

;|inning  Dose:  2 tabules  t.i.d.,  after 
lots. 

•logically  Standardized  for  toxicity  by  the 
'it  Daphnia  Magna  Assay. 

i w I N , N E I S L E R 


& COMPANY 


DECATUR,  ILLINOIS 
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for  the 
nervous 
patient 
with  poor 
appetite . . . 


DOSAGE:  One  tablet 
after  each  meal  and  one  or 
two  tablets  at  bedtime  or 
as  directed  by  the  physician. 

Slowten  is  available 
in  bottles  oj  100  tablets. 


— a palatable  combination 
of  the  effective  sedative, 
phenobarbital,  with  the  appetite 
stimulant,  thiamine  hydrochloride. 

Slowten  is  indicated  in  conditions 
of  disturbed  sleep,  subjective  fatigue, 
anorexia,  emotional  instability,  irri- 
tability and  other  conditions  due  to  a 
mild  Bi  deficiency  or  where  moderate 
sedation  is  required. 

Each  Slowten  Tablet  contains 
phenobarbital  lA  gr.  and  thiamine 
hydrochloride  5 mg. 


STONEHAM,  MASS, 
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IN  ANGINA  PECTORIS  AND 
CORONARY  ARTERY  DISEASE 


CLINICALLY  PROVEN  Carefully  controlled  objective  studies 
in  humans  and  very  extensive  clinical  experience  have  de- 
finitely proven  the  value  of  Theobromine  Sodium  Acetate 
in  treating  Angina  Pectoris  and  Coronary  Artery  Disease. 


7l/2  grains  q.i.d.  before  meals  and  be- 
fore retiring.  A capsule  upon  arising  if  necessary. 


SUPPLIED  In  bottles  of—  100  — 500—  1000 


TABLETS  THES0DATE 

*(7l/2  gr)  0.5  Gm *(3%  gr.)  0.25  Gm. 

THESODATE  WITH  PHENOBARBITAL 

*(7y2  gr.)  0.5  Gm.  with  ( 1/2  gr.)  30  mg. 

(71/2  gr.)  0.5  Gm.  with  ( y4  gr.)  15  mg. 

*(3 % gr.)  0.25  Gm.  with  ( ]/4  gr.)  15  mg. 

THESODATE,  POTASSIUM  IODIDE  AND  PHENOBARBITAL 

Theobromine  Sodium  Acetate  ( 5 gr.)  0.3  Gm. 

Potassium  Iodide  ( 2 gr.)  0.12  Gm. 

Phenobarbital  ( 1/  gr.)  15  mg. 

Capsules  also  available  in  forms 

marked  with  asterisk  (*)  above  in  bottles  of  25 — 100. 

For  sample  just  send  your  Rx  blank  marked  NYJM-10 


BREWER  & COMPANY, INC. 

WORCESTER,  MASSACHUSETTS  U.  S.  A. 
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Gantrisin 

Ophthalmic 

GANTRISIN  DIETHANOLAMINE 


¥ 


Because  Gantrisin*  Ophthalmic  has  a 
wider  antibacterial  spectrum,  it  is  highly 
effective  against  many  microorganisms 
found  in  conjunctivitis,  blepharitis, 
dacryocystitis,  corneal  ulcer,  trachoma, 
superficial  punctate  keratitis  and 
other  eye  infections. 


more  effective 

In  a series  of  180  cases,  new 
Gantrisin  Ophthalmic  Solu- 
tion proved  more  effective 
“in  acute  and  subacute  con- 
junctivitis -produced  by  either 
gram  negative  or  gram  posi- 
tive organisms.”  t 


Because  Gantrisin  Ophthalmic  is  an 

isotonic  solution,  it  usually 

does  not  irritate  or  sting  the  eyes. 

The  fact  that  it  is  a single  sulfonamide, 
not  a mixture,  reduces  risk  of  sensitization. 
A sterile,  stable  solution  containing  4% 
Gantrisin  Diethanolamine  in  1-oz  vials  with 
dropper,  it  does  not  require  refrigeration. 


safer  Gantrisin  Ophthalmic  is 
“better  tolerated,  and  less 
; prone  to  the  production  of  sen- 
sitization or  allergic  reactions 
than  any  of  the  other  sulfona- 
mides or  antibiotic  prepara- 
tions."f 


tQuinn,  L.  H..  and  Burnside,  P.  M.,  Eye,  Ear,  Nose  & Throat 
Monthly,  80: 81,  Feb.,  1951 


Hoffmann -La  Roche  Inc. 

Iioche  Park  • N utley  10  • New  Jersey 


'GANTRISIN® BRAND  OF  SU  LFISOXAZOLE  ( 3,4- Dl  M ETH  Y L-5-S  U LFA  N I LAM  I DO-ISOX  AZOLE) 


to  ameliorate  mood 


• • • 


to  relieve  inner  tension 


Dexamyl’— a balanced  combination  of  ’Dexedrine’*  and  amobarbital— provides  the  bene- 
cial  effects  of  both  its  two  components:  The  'Dexedrine’,  because  of  its  "smooth”  and 
rofound  antidepressant  action,  restores  mental  alertness  and  optimism  and  dispels  psycho- 
enic  fatigue.  The  amobarbital,  because  of  its  calming  action,  relieves  nervous  tension, 
nxiety  and  agitation. 


ombined  in  Dexamyl,  the  two  components  work  together  synergistically  to  control 
oublesome  symptoms  of  mental  and  emotional  distress.  Each  tablet  contains  'Dexedrine’ 
ulfate  (dextro-amphetamine  sulfate,  S.K.F.),  5 mg.;  and  amobarbital  (Lilly),  Vi  gr.  (32  mg.) 

mith,  Kline  & French  Laboratories,  Philadelphia 


Dexamyl* 


*T.M.  Reg.  U.S.  Pat.  Off. 
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liver  disorders 

diabetes 

atherosclerosis 

coronary  occlusion 

hypertension 


obesity 


nephrosis 


Hypercholesterolemia  is  often 
found  in  liver  disease,  diabetes, 
atherosclerosis  and  its  associated 
coronary  occlusion,  hypertension, 
obesity  and  nephrosis.f 

Accumulating  evidence  shows  that 
lipotropic  therapy,  as  available  in 
Methischol,  will  help  to  normalize 
cholesterol  and  fat  metabolism.  By 
reducing  elevated  blood  cholesterol 
levels  in  most  patients,  lipotropic 
therapy  may  “prevent  or  mitigate” 
cholesterol  deposition  in  the 
intima  of  blood  vessels.  In  liver 
disorders,  lipotropic  factors 
reduce  excess  fatty  deposits  and 
encourage  regeneration  of  new 
liver  cells. 


newly  improved  lipotropic  formula 

methischol 


now 

contains 
added 
lipotropic 
vitamin  B12 


suggested  daily  therapeutic  dose  of  9 capsules  or 


3 tablespoonfuls  provides: 

Choline  Dihydrogen  Citrate 

2.5  Gm.* 

dl-Methionine 

1.0  Gm. 

Inositol 

0.75  Gm. 

Vitamin  B12 

9 meg. 

Liver  Concentrate  and  Desiccated  Liver 

0.78  Gm.* 

‘present  in  Methischol  Syrup  as  1.15  Gm.  choline  chloride 
“present  in  Methischol  Syrup  as  1.2  Gm.  Liver  Concentrate 


Supplied  in 
bottles  of 
100,  250,  500 
and  1000  capsules, 
and  16  oz.  and 
1 gallon  syrup. 


f Write  for  literature  and  samples 

u.s. vitamin  corporation 

Casimir  Funk  Laboratories,  Inc.  (affiliate) 
250  East  43rd  St.,  New  York  17,  N.  Y. 


Your  patient  may  continue  lier  normal  activities  even  to  the  extent 
o£  keeping  pace  with  lier  daughter.  She  will  be  greatly  encouraged, 
especially  when  the  effectiveness  of  therapy  measures  up  to  expec- 
tations. In  estrogen  therapy  an  especially  useful  product is: 

BENZESTROL 


2,4  ( phydroxyphenyl ) -3-ethyl  hexane 

’Liver  function  tests,  hlood  studies  and  urine  examinations  showed 
no  toxic  effects  of  the  synthetic  substance  BENZESTROL"* 


f TE: 

Fluently,  medication  other  than 
* ‘gens  may  be  required  during 
J*  menopause.  Pleasant  tasting 
k ir  Benzestrol  is  compatible  with 
n y substances. 


Supplied: 

Oral:  Benzestrol  Tablets 
0.S  Mg.,  1.0  Mg.,  100’s  & 1000’s,  2 Mg.. 

S Mg.  — 50*s  — 100’s  — 1000*8. 

Benzestrol  Elixir: 

15  Mg.  per  fluid  ounce.  Pint  Bottles. 

Intramuscular:  Benzestrol  Solution  in  Oil; 

Aqueous  Suspension  with  5%  Benzyl  Alcohol 
SJ)  Mg.  per  cc.  lOcc  Vials. 

Local:  Benzestrol  Vaginal  Tablets 
0.5  Mg.  100*a. 

AVERAGE  DOSE:  Menopause  — 2 to  3 Mg.  daily 
orally  or  Vi  to  lcc  parenterally  every  5 days. 

Professional  Samples  and  Literature  upon  Request 


• ! C.  M..  el.  •!„  A Nnti  Sjnlhnw 

»».  I.AMji , J2J,  261 . 264.(10.2/  4J. 


20  Cooper  Square,  New  York  3,  N.  Yi 
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Chemically  Standardized  Veratrum  Viride  Is  Effective  in  Hypertensio , 


Much  has  been  written  pro  and  con  about  the  value 
of  veratrum  viride  in  hypertension.  For  many  years 
the  drug  has  been  in  disrepute  because  of  the  fact 
that  the  preparations  available  on  the  market  have 
been  prepared  by  "hit  or  miss”  methods. 

Chemical  standardization  of  veratrum  viride,  how- 
ever, has  provided  in  this  drug  a highly  effective 
agent  for  the  treatment  of  hypertensive  patients. 

Sollmann1  states  that  veratrum  is  probably  the 
most  active  and  reliable  cardiac  depressant  and 
that  its  use  serves  to  slow  and  soften  the  pulse 
and  lower  the  blood  pressure. 

Willson  & Smith2  state  that  veratrum  viride  pos- 
sesses a vasodilating  effect  and  because  of  this,  it 
was  demonstrated  by  Hite,3  and  Freis  and  Stanton,4 
that  the  drug  lowered  pressure  in  hypertension  and 
gave  symptomatic  relief.  Recent  research  tends  to 
show  that  the  decrease  in  blood  pressure  results 
more  from  peripheral  vasodilation  than  from  de- 
pression of  cardiac  output. 

Uniformity  of  Action 

When  the  veratrum  alkaloids  are  chemically 
standardized,  a uniform  result  can  be  expected. 
Their  action  usually  causes  a reflex  fall  in  blood 
pressure  and  heart  rate  which  originates  in  the 
afferent  vagus  nerve  endings  in  the  myocardium 
of  the  left  ventricle  and  in  the  lungs.  Although 
these  factors  ordinarily  result  with  each  heart  beat, 
the  veratrum  alkaloids  cause  them  to  act  contin- 
uously over  prolonged  periods  of  time.  Reports 
have  shown  that  80  to  90  per  cent  of  hypertensive 
patients  respond  to  therapy  when  chemically  stand- 
ardized veratrum  viride  is  used. 

Cardio-Vascular  Symptoms  Cleared 
In  addition  to  the  lowered  pressure,  objective  signs 
of  improvement  may  be  observed,  such  as  the  clear- 
ing of  retinal  hemorrhages,  diminution  in  cardiac 
size  and  reversal  of  left  ventricular  strain  patterns 
in  electrocardiograms. 

Accompanying  symptoms  of  the  cardiac-hyperten- 
sion syndrome,  such  as  exertional  dyspnea,  tachy- 


cardia, nervous  irritability,  headache,  are  relieve 
Yet,  while  the  results  of  veratrum  viride  medic: 
tion  are  prolonged,  the  drug  may  not  afford  quic 
relief. 

Role  of  the  Nitrites 

For  prompt  and  effective  fall  in  blood  pressur 
nitroglycerin,  which  acts  in  one  to  two  minutes, 
the  drug  of  choice.  It  acts  rapidly  and,  because  ( 
its  powerful  vasodilatory  action,  gives  the  patier 
almost  immediate  relief.  The  action  of  nitrogly 
erin,  however,  is  fleeting  and  to  sustain  lowere 
pressure  between  the  action  of  nitroglycerin  an 
veratrum  viride,  an  intermediate  is  necessary. 

To  this  end,  sodium  nitrite  is  used.  This  drug 
also  a vasodilator  and  affords  sustaining  relic 
until  the  long  range  action  of  chemically  standan 
ized  veratrum  viride  becomes  effective. 

Importance  of  Sedation 
Nearly  all  cases  of  hypertension  require  sedatit 
for  allaying  periods  of  anxiety  and  affording  tl 
patient  a good  night’s  rest.  Mild  sedation  is  oft< 
useful,  especially  in  cases  associated  with  chron 
coronary  insufficiency.5  It  is  well  known  that  e 
citement  may  induce  anginal  attacks  and  in  sui 
cases,  phenobarbital,  because  of  its  prolong 
action,  should  be  used. 

All  of  these  drugs,  chemically  standardized  ver 
trum  viride,  nitroglycerin,  sodium  nitrite,  and  phen 
barbital  are  to  be  found  in  Capsules  ray-trote  I! 
proved,  prepared  by  the  Raymer  Pharmacal  Coi 
pany  of  Philadelphia,  Pa.  Each  capsule  contai 


Phenobarbital 15  ir 

Sodium  Nitrite 30  ir 

Nitroglycerin 0.25  nr 

Veratrum  Viride  (standardized  to  1.0% 
alkaloid  content) 65  m 


ray-trote  improved  is  effective  in  dosages  of  o 
capsule  every  three  hours.  It  is  contraindicat 
when  renal  insufficiency  is  present,  or  if  pulse  1 
comes  abnormally  slow  following  treatment. 

For  the  30%  of  hypertensive  patients  with  cap 
lary  fault,  the  above  formula,  with  20  mg.  of  Rui 
added,  is  available  in  ray-trote  with  Rutin. 
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Send  for  a liberal  clinical  supply  of  ray-TRO 
improved  Capsules  and  descriptive  literature  tod 
to  Raymer  Pharmacal  Company,  N.E.  Cor.  Jasp 
and  Willard  Streets,  Philadelphia  34,  Pa. 
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FROM  A SINGLE  INJECTION  OF 


Bi-Pen — crystalline  procaine  penicillin  G and  buffered  crystalline  peni- 
cillin G potassium — is  an  outstanding  preparation  for  day-in  and  day- 
out  use  in  the  treatment  of  many  infectious  diseases.  Containing  400,- 
000  units  per  cc.  when  suspended  in  water,  it  provides  100,000  units  of 
potassium  penicillin  G and  300,000  units  of  procaine  penicillin  G per 
dose.  Note  these  desirable  features: 

High  Initial  Levels.  Rapid  absorption  of  the  soluble  crystalline  potas- 
sium penicillin  leads  to  high  initial  plasma  levels  for  prompt  therapeutic 
effect. 

Prolonged  Levels.  Delayed  absorption  of  the  procaine  penicillin  depot 
gives  demonstrable  blood  levels  for  24  hours  in  most  patients  from  a 
single  1 cc.  injection  daily.  2 cc.  may  be  given  at  one  time  if  required. 
Easy  to  Prepare.  The  addition  of  4.2  cc.  of  Water  for  Injection  to  the 
contents  of  the  5 dose  vial  produces  5 cc.  of  prepared  Bi-Pen  which  is 
free-flowing  and  is  readily  aspirated  and  injected  through  a 20-gauge 
needle. 

Supply.  Bi-Pen  is  supplied  in  three  package  sizes  for  utmost  flexibility 
of  use:  (1)  5 dose  vial;  (2)  single  dose  vials  in  individual  boxes;  (3) 
single  dose  vials  in  boxes  of  50. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION  • 17  E.  42nd  STREET,  NEW  YORK  17,  N.  Y. 
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Jactation 


CAPSULES 


PATIENT-ACCEPTANCE  assured  because  the  color- 
ful two-tone,  easy-to-swallow  capsules,  plus 
the  dry  powder  "fill”,  make  PRECALCIN  con- 
tinuously agreeable  to  all  patients.  There  is  no 
fish-oil  aftertaste. 


DOSAGE:  1 PRECALCIN  Capsule  three  times 
daily,  or  more  as  prescribed. 


available:  Bottles  of  100,  500,  and  1,000 
capsules. 


Each  capsule  contains: 

Dicalcium  Phosphate  (Anhydrous) 

Bone  Phosphate* 

Vitamin  A (Ester) 

Vitamin  D (Irradiated  Ergosterol) 

Thiamine  Hydrochloride 

Riboflavin 

Niacinamide 

Ascorbic  Acid 

Ferrous  Gluconate 

*Fluorine  content 


0.45  Gm. 

0.1  5 Gm. 

2,000  U.S.P.  Units 
400  U.S.P. 

3.00 

2.00 

1 0.00 


45.00 
0.07  mg. 


VITAMIN  PRODUCTS,  INC.  Mount  Vernon,  N.  Y. 


2.1.15 


That's 


the  sign  for  SYNTHENATE  TARTRATE  therapy 
. . . for,  in  the  early  phase  of  coryza,  this  simple  treatment  brings  gratifying, 
often  dramatic  relief. 


In  65%  of  cases  complete  remission  of  symptoms  occurs  within  fifteen  minutes 
after  injection  of  1 cc  of  SYNTHENATE  TARTRATE-Breon,  when  adminis- 
tered within  twenty-four  hours  of  the  first  sign  of  a cold! 


Injection  is  simple... relatively  nontoxic... prolonged  in  effect.  SYNTHENATE 
TARTRATE-Breon  increases  cardiac  efficiency  and  frequently  slows  the  pulse 
rate;  thus  it  is  effective  without  appreciably  increasing  the  work  of  the  heart. 
It  does  not  cause  cardiac  arrhythmias,  does  not  stimulate  the  central  nervous 
system,  does  not  produce  signs  of  anxiety. 


DOSAGE:  1 cc  injected  intramuscularly  or  subcutaneously , ..repeated  in  3 or 
4 hours,  if  required. 


1 cc  of  the  Solution  contains 


Synthenate  Tartrate.  ...O.l  Gm. 

Dextrose  U.S.P 5 mg. 

Sodium  Bisulfite 

as  a preservative 2 mg. 


Trademark 


TARTRATE  SOLUTION 

Available  at  all  drug  stores,  t cc  ampuls 
— boxes  of  12  and  25. 

Complete  literature  to  physicians  on 
request. 


>YNTHENATE 
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BLOOD  PRESSURE 
REDUCED 

Hypertensive  patients  benefited  3 ways 


Stolic®  and  Stolic®  Forte  Tablets  bring  about 
a decrease  in  systolic  pressure  of  approximately 
35  mm.  of  mercury.  Pressure  begins  to  fall  15 
to  30  minutes  after  administration;  maximum 
reduction  in  pressure  is  produced  in  about  2x/i 
to  3 hours.  The  effect  of  a dose  lasts  4 to 
6 hours. 

Because  of  their  prolonged  action,  Stolic  Tab- 
lets make  it  possible  to  maintain  steady  effects 
without  the  need  for  frequently  repeated  doses. 
This  is  an  important  advantage  in  the  manage- 
ment of  patients  with  essential  hypertension  and 
other  circulatory  disturbances  in  which  it  is 
desirable  to  lower  the  general  blood  pressure 
over  an  extended  period  of  time. 

Stolic  Tablets  benefit  hypertensive  patients  in 
3 ways: 

1)  by  direct  action  on  the  vasomotor  system  as 
provided  by 

MANNITOL  HEXANITRATE 

Mannitol  hexanitrate  has  a prolonged  vasodi- 


lating action  by  virtue  of  its  relaxing  effect  oj 
the  smooth  muscle  of  the  arteries.  This  actio: 
results  in  a gradual  decrease  in  arterial  pressure 
diminished  pressure  is  seen  for  4 to  6 hours  afte 
administration. 

2)  by  general  sedative  and  calmative  effects  a 
provided  by 

DELVINAL®  VINBARBITAL 
Delvinal  alleviates  anxiety  and  tension,  make 
patients  less  apprehensive  and  less  irritable.  Th 
tends  to  prevent  fluctuations  in  blood  pressui 
of  emotional  origin.  Delvinal  also  contribute: 
to  the  control  of  vasomotor  function  by  sut 
duing  nerve-reflex  excitability. 

3)  by  a beneficial  effect  on  abnormal  capillar 
fragility  as  provided  by 

RUTIN 

Rutin  has  been  found  useful  in  the  treatment  e 
increased  capillary  fragility  associated  with  h] 
pertension.  Since  cerebral  and  retinal  hemo 
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Fall  in  blood  pressure  begins  15  to  SO  minutes  after  administration  of  Stolic. 

Ejffect  oj  dose  lasts  4 to  6 hours. 


hages  occur  more  frequently  when  hypertension  the  administration  of  rutin  is  a logical  procedure 

,s  accompanied  by  increased  capillary  fragility,  for  guarding  against  such  vascular  accidents. 

COMPOSITION 


Each  Stolic  Tablet  contains: 

an  p 

Mannitol  hexanitrate 

15  mg.  (X  grain) 

jIULIu  tablets 

Rutin 

20  mg.  (X  grain) 

® 

Delvinal  vinbarbital 

30  mg.  (X  grain) 

Each  Stolic  Forte  Tablet  contains: 

STOLIC  Forte  tablets 

Mannitol  hexanitrate 

30  mg.  (X  grain) 

Rutin 

20  mg.  (X  grain) 

Delvinal  vinbarbital 

30  mg.  (X  grain) 

losage 

he  recommended  dose  for  adults  is  1 to  2 
blets  at  intervals  of  four  to  six  hours.  If  the 
■stolic  pressure  is  excessively  elevated,  the  dose 
ay  be  increased  in  accordance  with  clinical 
i dgment. 


Packaging 

Stolic  and  Stolic  Forte  Tablets  are  supplied  in 
bottles  of  100  and  1,000. 


SHARP  & POHME,  Philadelphia  1 , Pa. 


m 
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MANHATTAN 

BROOKLYN 

FLATBUSH 

HEMPSTEAD 

HACKENSACK 

NEW  ROCHELLE 

EAST  ORANGE 


34  WEST  36th  ST. 
288  LIVINGSTON  ST. 
843  FLAT8USH  AVE, 
24)  FULTON  AVE. 

. 290  MAIN  ST, 
545  NORTH  AVE. 
WASHINGTON 


WRITE  FOR  SHOE  ALTERATION  FOLDER 


B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  ol  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


TWO  WEEK  MULTI-PROFESSIONAL 
INSTITUTE  IN  CEREBRAL  PALSY 

Dates:  January  21 -February  1,  1952 

Followed  By 

THREE  MONTH  POST  GRADUATE 
COURSE  IN  CEREBRAL  PALSY 

(limited  at  this  time  to  qualified  physicians, 
physical  and  occupational  therapists) 

Dates:  February  4- April  25,  1952 

A professional  statement  of  completion  will 
be  granted  by  Columbia  University  upon 
satisfactory  completion  of  the  three  months 
course. 

Sponsored  By 

The  Coordinating  Council  for  Cerebral  Palsy 
in  New  York  City,  Inc. 

In  Cooperation  With 

College  of  Physicians  & Surgeons,  Columbia 
University  and  the  various  diagnostic  and 
treatment  centers  of  Greater  New  York 
For  full  information  write 
Miss  Marguerite  Abbott,  Executive  Director 
Coordinating  Council  for  Cerebral  Palsy 
270  Park  Avenue,  New  York  17,  New  York 

LIMITED  NUMBER  OF  SCHOLARSHIPS  AVAILABLE 


COLLECTIONS 

For  members  of  the 
New  York  State  Medical  Society 

Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.  N.  Y.  18,  N.  Y. 

Established  1933 
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For  added  patient  benefits 
per  NURSE-HOURS  EXPENDED 


CLIP  HERE  and  attach 

LL  , letterhead 

to  y°ur 
for  a 

,„l  Trial  Sample  at 
tDlSONITt 
RGICU  atA"stR 

‘p'° " 

— — * C 

OiSQH  tHEWICM- 

(0  w.  Washington  St., 


DERMASSAGE 

>»>now  wif/t  HEXACHLOROPHENE 

To  help  prevent  bed  sores 

To  aid  in  massage  for  every  purpose 

To  promote  the  patient's  comfort 


Dermassage  confers  certain  special  benefits  not  inherent  in  the 
massage  or  in  all  massage  adjuncts,  for  instance: 

SKIN  LUBRICATION,  provided  by  lanolin  and  olive  oil  in  a 
soothing  emollient  cream,  which  reduces  the  occurrence  of  skin 
cracks  and  irritation  resulting  from  dryness. 

REFRESHING  COOLNESS,  produced  by  true  Chinese  men- 
thol crystals  in  liberal  proportion.  Rapid  evaporation  and  loss 
of  skin  moisture  are  avoided. 

BACTERIA  REDUCTION  with  hexachlorophene,  effective 
germicidal  agent  of  low  toxicity.  Minimizes  risk  of  initial  in- 
fection; an  added  protection  where  skin  breaks  occur  in  spite 
of  precautions. 

DEODORANT  VALUE,  supplied  by  hexachlorophene. 

A safeguard  against  skin  discomfort  or  damage 
while  patient  is  confined  to  bed  or  wheel 
chair.  Used  and  approved  in  thousands  of 
hospitals,  coast-to-coast,  and  on  the 
recommendation  of  doctors,  nurses 
and  hospitals  to  patients 
returning  home. 


'^ssaqe 


A n 

Established  Aid 

t o 

Patient  Care 

Now  with 

New  Protective  Value 

EDISON  CHEMICAL  CO. 

30  W.  Washington,  Chicago  2 

Please  send  me,  WITHOUT  OBLIGATION, 
your  Professional  Sample  of  Dermassage. 

Name 

Address 


NYSJ-10-51 


announcing 


Lipomul 


Lipomul 


an  easy- to- take  caloric  supplement  of  small  volume 
whose  1 -micron-sized  fat  particles  are  better  tolerated 
than  the  large  dietary  fat  globules. 


Ian  easy-to-prescribe  supplement.  Two  tablespoonfuls 
in  a glassful  (8  fluidounces)  of  milk,  four  times  daily, 
supplement  the  regular  diet  with  a total  of  1 ,040  calories, 
daily. 

I good  for  the  appetite.  It  is  not  a satiety-producing  medi- 
cation; rather  it  may  cause  “a  very  marked  increase  in 
appetite”  described  as  “a  constant  urge  to  eat”  in  a 
significant  number  of  patients.1 

,ble  oil  40%  w/v 
0.1%. 

net.  A~  27:197  (Mirth)  1941. 


miul-Oral,  providing  120  calories  per  fluidounce,  contains  vegei 
dextrose,  anhydrous , 10%  w/v,  preserved  with  sodium  benzoat 
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Editorials 

The  Health  Industry 


Speaking  at  the  Seventh  District  Branch 
neeting  at  Corning,  Dr.  Edward  T.  Went- 
vorth,  president-elect  of  the  Medical  Society 
»f  the  State  of  New  York,  commented  on  the 
easons  why  medical  care  in  the  United 
Itates  is  superior.1  The  health  professions, 
e said  in  part,  are  constantly  struggling  to 
nprove  it. 

In  this  attempt  the  educational  programs 
f the  public  relations  departments  are  a 
lost  valuable  medium.  Such  programs 
msed  the  schemes  of  the  political  bureau - 
ats  to  fail,  because  doctors  told  the  people 
ie  truth.  The  voting  public  now  knows 
lat  progress  in  medical  care  is  dependent 
ion  three  integrating  yet  quite  separate 
tivities:  research  in  medical  and  allied 
iences,  vigorous  and  constant  education  of 
members  of  the  health  professions  at  all 
^els  in  their  careers,  and,  finally,  the 
idical  service  programs,  group  practice, 
^payment  insurance,  capitation  prepay- 
ing “enabling  all  the  people  to  profit  by 

j September  27,  1951. 


the  knowledge  and  health  technic  gained  by 
the  health  personnel.” 

While  the  people  have  come  to  realize 
that  these  activities  are  not  self-supporting 
but  require  public  and  governmental  sup- 
port, we  of  the  medical  profession  must  also 
make  sure  that  we  recognize  the  social 
soundness  of  governmental  support  “to 
almost  all  of  the  health  industry  except 
medical  care  of  self-supporting  people.” 
The  humanitarian  movement  in  sociologic 
thought  of  the  last  half  century  has  never 
questioned  the  right  and  duty  of  government 
to  take  money  from  the  citizen  in  order  to 
provide  him  with  health  security  in  the  field 
of  care  of  the  indigent,  the  mental  case,  the 
tuberculous,  the  leprous,  and  now  for  mater- 
nal and  child  welfare,  repair  of  the  damages 
of  crippling  diseases  and  injury,  education  of 
the  cripple,  and,  presently,  the  social  and 
health  problems  involved  in  markedly  in- 
creased longevity. 

The  health  industry  has  become  far  too 
comprehensive  a job  for  the  health  profes- 
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sions  alone,  Dr.  Wentworth  pointed  out. 
“Aside  from  the  doctors  of  medicine,  den- 
tistry, and  public  health,  it  involves  doctors 
and  masters  and  bachelors  of  science  in  many 
categories,  the  nurse  and  technician — all  in 
what  might  be  considered  health  professions, 
and  outside  of  that  it  involves  engineers,  law 
makers  and  law  administrators,  the  press, 
many  industries,  thousands  of  executives  who 
run  our  health  institutions,  and  hundreds  of 
thousands  who  work  in  them.  All  of  these 
people  have  a stake  in  the  health  industry,  a 
fact  which  we  of  the  medical  profession  must 


[N.  Y.  State  J.  M. 

surely  recognize.  We  have  been  very  loath 
to  admit  that  the  layman,  who  really  is  the 
consumer,  has  the  right  and  ability  to  par-; 
ticipate  in  schemes  for  distribution  of  med- 
ical care.  We  still  think  we  ought  to  keep  at 
least,  a 1 per  cent  controlling  vote  on  Blue1 
Cross  boards.  It  is  quite  probable  that  in 
the  care  distribution  phase  of  the  health 
industry,  we  of  the  medical  profession  have 
erred  in  trying  to  carry  too  much  of  the  load, 
in  not  admitting  the  importance  of  public 
responsibility  and  participation,  of  consumer 
responsibility  and  participation.” 


Current  Editorial  Comment 


American  Hospital  Service.  The  volume 
of  in-hospital  medical  care  has  attained 
enormous  proportions.  American  hospital 
service  in  1950  reached  an  all-time  high 
mark,  according  to  the  thirtieth  annual 
report  of  hospital  data  made  public  May 
11  by  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical 
Association.1 

The  number  of  patients  admitted  last 
year  totaled  17,023,513,  representing  one 
new  patient  every  1.8  seconds.  In  1949, 
the  total  was  16,659,973,  or  one  every  1.9 
seconds.  Nongovernmental  hospitals  ac- 
counted for  304,955  of  the  increase  and 
Federal,  state,  county,  and  city  institutions 
for  58,585.  Hospital  births  showed  a 
slight  drop,  2,815,806  in  1950  as  against 
2,820,791  in  1949.  Both  figures  represent 
one  live  baby  every  11.2  seconds. 

The  report  covered  6,430  registered  hos- 
pitals in  the  United  States.  Excluded  were 
299  hospitals  which  failed  to  supply  data. 
These  in  1949  had  accounted  for  about 
260,000  admissions  and  1.5  per  cent  of  the 
services  rendered. 

The  1,456,912  bed  capacity  of  all  regis- 
tered hospitals  (1,439,030  in  1949)  was 
divided  as  follows:  Federal,  186,793; 

state,  665,019;  city  and  county,  185,229; 
nonprofit  church-related,  150,078;  non- 
profit associations,  218,788;  proprietary, 
51,005;  total  governmental,  1,037,041; 
total  nongovernmental,  419,871. 

Although  the  nongovernmental  hospitals 
had  only  29  per  cent  of  the  bed  capacity, 
they  accounted  for  12,706,143  admissions, 


or  nearly  75  per  cent  of  the  total.  The) 
admissions  by  groups  were  as  follows 
Federal,  1,127,937;  state,  791,863;  city 
and  county,  2,397,570;  nonprofit  church- 
related,  4,944,745;  nonprofit  association 
6,309,157;  proprietary,  1,452,241;  tota 
governmental,  4,317,370;  total  nongovern- 
mental, 12,706,143.  The  general  hospital; 
with  a bed  capacity  of  587,917,  or  40  pel 
cent  of  the  total,  provided  service  for  the 
most  people — 15,830,170,  or  93  per  cenr 
of  all  patients  admitted.  In  addition,  the} 
accounted  for  2,739,212  births,  or  97  pei 
cent  of  the  total.  The  average  daily  cen 
sus  of  these  hospitals  was  433,364,  oij 
nearly  35  per  cent  of  the  patient  load  in  al 
hospitals. 

“Accredited  professional  schools  of  nurs 
ing,  now  conducted  in  1,106  hospitals 
have  a student  enrollment  of  102,611.  Ii 
addition,  there  are  318  hospital  schools  o 
practical  nursing  in  which  5,971  student: 
are  now  in  training.  The  technical  field; 
are  represented  by  467  approved  school 
of  medical  technology,  30  schools  of  physi 
cal  therapy,  24  schools  of  occupationa 
therapy,  18  schools  for  medical  recor< 
librarians,  and  283  schools  for  x-ray  tech 
nicians.” 


Good  teeth  are  not  only  a beauty  but  a cotr\\  > 
fort.  When  they  are  neglected,  two  great  source I M 
of  happiness  are  lost  forever. 


1 J.A.M.A.  146:  109  (May  12)  1951. 
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Chloromycetin 


Chloromycetin  Cream 


Chloromycetin  Ophthalmic  (powder  for  solution) 
Chloromycetin  Ophthalmic  Ointment 


Extending  its  fields  of  usefulness,  CHLOROMYCETIN  (Chloram- 
phenicol, Parke-Davis)  now  provides  topical  therapy  with  the 
same  outstanding  advantages  for  which  its  systemic  administra- 
tion is  so  well  known: 


UNIFORMITY  • RELIABILITY 

BROAD  SPECTRUM  • WELL  TOLERATED 


Chloromycetin  Cream,  1% 

Chloromycetin  Cream  contains  1%  Chloromycetin  in  a smooth, 
non-irritating  water-miscible  base.  Applied  topically,  CHLOROMYCETIN 
Cream  is  well  tolerated  and  produces  rapid  clinical  improvement  in 
many  superficial  infections  and  dermatological  conditions. 


Chloromycetin  Ophthalmic  (powder  for  solution) 

Chloromycetin  Ophthalmic  Ointment 

CHLOROMYCETIN  Ophthalmic  preparations  provide  high  local  concen- 
trations — without  irritation  — for  treatment  of  ocular  infections. 

Chloromycetin  is  supplied  in  the  following  forms:  Chloromycetin  Kapseals,®  250  mg., 
bottles  of  16  and  100.  Chloromycetin  Capsules,  100  mg.,  bottles  of  25  and  100. 
Chloromycetin  Capsules,  50  mg.,  bottles  of  25  and  100.  Chloromycetin  Cream, 

1 ounce  collapsible  tubes.  Chloromycetin  Ophthalmic  Ointment,  1%,  Is  ounce  collap- 
sible tubes.  Chloromycetin  Ophthalmic,  25  mg.  dry  powder  for  solution,  individual 
vials  with  droppers. 
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measuring  rod  for 
mercurial  diuretics 


Determining  the  relative  clinical  efficacy  of  mercurial  diuretics 
by  comparing  the  diuretic  response  obtained  with  similar 
doses  is  not  entirely  sound.1  A more  valid  comparison  is  given 
by  study  of  dosage-response  curves1  which  show  the  differences 
in  doses  required  to  produce  similar  effects. 


1 2 


Figure  1:  Dosage-response  curve  of  MERCUHYDRIN2 

Figure  2:  Dosage-response  curves  showing  relative  diuretic  potency  of  (a) 

(MERCUHYDRIN)  and  (b)  N-(beta-hydroxymercuri-gamma-methoxypropyl) 

2-pyridone-5-carboxylate.2 


“. . . to  obtain  a diuretic  response  equal  to  that  of  meralluride 
(MERCUHYDRIN)  the  other  mercurial  must  be  given  in 
twice  the  dosage.”2 


(MCWYMSi 


sodium 


effective,  well  tolerated... 

intramuscularly,  intravenously  and  subcutaneously 

MERCUHYDRIN  (Meralluride  sodium  solution)  is  available  in  1 cc.  and  2 cc.  ampuls. 

bibliography:  (l)  Clarke,  D.  A.;  Modell,  W ; Greiner,  T.;  Kwit,  N.  T.;  Gluck,  J.  L.; 
and  Gold,  H.:  The  Dosage-Response  Curve  for  the  Comparison  of  Mercurial  Diuretics, 

Am.  J.  M.  Sc.  220:156,  1950.  (2)  Cattell,  McK.:  Dosage  in  the  Therapy  of  Cardiovascular 
1950. 
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Scientific  Articles 


MODERN  MANAGEMENT  OF  ALCOHOLISM 


Kenneth  Goldstein,  M.D.,  and  Russell  S.  Kidder,  M.D.,  Buffalo,  New  York 


( From  the  University  of  Buffalo  Rehabilitation  Center  for  Alcoholism  and  the  Departments  of  Medicine  of  the 
University  of  Buffalo  School  of  Medicine,  E.  J.  Meyer  Memorial  Hospital,  and  the  Millard  Fillmore  Hospital) 


IN  DECEMBER,  1948,  through  the  cooperation 
of  the  Western  New  York  Committee  for  Edu- 
cation of  Alcoholism,  the  New  York  State  De- 
partment of  Mental  Hygiene,  and  the  University 
of  Buffalo  School  of  Medicine,  a clinic  for  the 
rehabilitation  of  alcoholics  was  organized.  The 
staff  consisted  of  a medical  director,  internists, 
psychiatrists,  social  workers,  and  a psychologist. 
The  clinic  was  originally  located  in  the  medical 
school  building  but  subsequently  became  a unit 
,of  the  University  of  Buffalo  Chronic  Disease  Re- 
search Institute.  Approximately  400  alcoholics 
were  examined.  It  is  the  purpose  of  this  paper  to 
present  the  experience  of  the  internists  from  a 
liagnostic,  therapeutic,  and  research  standpoint 
and  to  outline  a program  of  therapy  which  may  be 
•arried  out  on  a practical  basis  in  the  physician’s 
>ffice. 

Procedure 

Every  patient  was  first  seen  by  the  internist,  at 
diich  time  a complete  medical  and  drinking 
istory  was  obtained.  During  this  interview  the 
i egree  of  motivation  on  the  part  of  the  patient  in 
pming  to  the  clinic  was  carefully  evaluated, 
he  patient  was  then  given  a physical  examina- 
on,  complete  blood  count,  and  urinalysis.  In 
I idicated  cases  an  electroencephalogram,  elec- 
ocardiogram,  or  liver  function  tests  were  ob- 
i ined.  During  the  past  six  months,  as  recom- 
ended  by  Smith  of  Bellevue  Hospital,  two 
boratory  tests  of  adrenocortical  status  have 
en  employed,  namely,  the  Thorn  test  for  cir- 
j lating  eosinophils  and  determination  of  urinary 
|cretion  of  1 7-ketosteroids.  The  social  worker 
tained  a complete  social  history,  and  further 
aluation,  as  indicated,  was  obtained  from  the 
j ychologist  and  the  psychiatrist.  It  was  also 
I r general  policy  to  have  the  patient  seen  by  a 

'resented  at  the  145th  Annual  Meeting  of  the  Medical 
iety  of  the  State  of  New  York,  Buffalo,  Section  on  Medi- 
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member  of  Alcoholics  Anonymous,  regardless  of 
previous  contact  with  that  organization. 

During  the  ten-  to  fourteen-day  period  of  evalu- 
ation as  outlined  above,  the  patient  had  frequent 
interviews,  and  this  was  found  to  be  extremely 
valuable.  If  hospitalization  were  necessary,  it 
was  carried  out  at  the  E.  J.  Meyer  Memorial 
Hospital  or  the  Millard  Fillmore  Hospital. 

Report  of  the  Statistical  Survey  of  the  First 
361  Cases 

Figure  1 shows  the  age  distribution  of  patients, 
the  range  being  from  nineteen  to  seventy-five 
years.  The  arithmetical  mean  was  43.76  years. 
The  median  age,  which  is  the  midpoint  of  the  scale 
above  and  below  which  50  per  cent  of  the  frequen- 
cies are  located,  was  forty  years.  The  mode  was 
forty-two  years.  We  conclude,  therefore,  that 
alcoholism  is  a problem  during  the  period  of 
maximum  earning  capacity.  Because  of  incom- 
plete analysis  of  our  records  at  this  time,  we  are 
unable  to  state  the  duration  of  alcoholism  prior  to 
the  patient’s  contact  with  the  clinic. 

Referral  Sources 

It  was  difficult  to  determine  accurately  the 
largest  percentage  of  cases  in  any  referral  group. 
Due  to  extreme  reticence,  26  per  cent  of  the  cases 
refused  to  disclose  their  referral  source;  13  per 
cent  were  referred  by  physicians  (Fig.  2).  Multi- 
ple-referral classification  indicated  that  the  pa- 
tient had  searched  for  help  through  a number  of 
different  groups. 

Length  of  Stay  with  the  Clinic  for  All  Cases 

A large  number  of  cases  that  fell  in  the  one-to 
eight-week  bracket  were  those  that  had  recently 
come  to  the  clinic  and  were  currently  under  treat- 
ment. One  notes  that  20  per  cent  of  the  cases 
had  been  followed  from  twenty-seven  to  seventy- 
eight  weeks  (Fig.  3).  The  need  for  intensive 
initial  handling  of  patients  was  illustrated  by  the 
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Fig.  1.  Age  distribution  of  patients — number  of 
cases,  315;  range,  nineteen  to  seventy-five  years; 
mean,  forty-four  years  (43. 7C  years);  median,  forty 
years;  and  mode,  forty-two  years. 

large  number  who  failed  to  continue  beyond  two 
to  three  weeks.  This  indicated  the  need  for 
definite  and  repeated  checks  on  the  patient’s 
motivation  and  physical  status  during  his  early 
contact  with  the  clinic.  If  he  continued  to  attend 
the  clinic,  we  knew  that  he  had  actually  passed  a 
psychologic  crisis,  and  to  him  treatment  was  no 
longer  more  painful  than  his  problem. 

An  investigational  problem  was  posed  by  the 
analysis  of  these  charts.  Why  had  patients  who 
had  been  seen  at  the  clinic  twelve  or  more  weeks 
self-terminated  their  therapy?  The  following 
were  possible  answers: 

1.  Patients  talked  themselves  out  on  super- 
ficial material  and  left  the  clinic  when 
therapy  became  disturbing. 

2.  A staff  problem  of  changeover  in  therapists 
caused  patients  to  leave.  Therapy  is  a 
person-to-person  relationship,  and  once 
established,  the  patient  found  it  difficult  to 
transfer  to  a new  therapist. 

3.  Many  patients  dropped  out  temporarily  to 
try  other  approaches  and  then  came  back 
to  the  clinic  when  they  realized  that  trouble 
was  not  in  the  bottle  but  in  themselves. 

4.  Many  dropped  out  because  they  improved 
physically  and  socially  and  reached  an 
emotional  adjustment  with  which  they 
were  satisfied.  They  were  getting  along 
well  in  A. A.  in  regard  to  control  of  their 
drinking  problem,  and  they  knew  that  they 
could  return  to  the  clinic  if  the  need  arose. 

Of  the  first  192  cases  seen  at  the  clinic,  ap- 
proximately 32  per  cent  showed  evidence  of 
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Fig.  2.  Referral  sources. 

hepatic  enlargement  two  or  more  fingerbreadths 
below  the  costal  margin  (Fig.  4).  Five  patients 
showed  a deficiency  of  one  or  more  members  of 
the  vitamin  B complex.  Hypertension  was 
present  in  9 per  cent. 

Medical  Therapeutic  Measures  Employed 

Treatment  of  Liver  Disease  (62  Patients). — 
Therapy  included  high  protein  diet,  vitamin  B 
complex  orally,  and  lipotropic  factors  such  as 
choline,  2 Gm.  daily  in  divided  doses.  After 
three  months  of  this  regime,  there  was  diminution 
of  hepatic  enlargement  in  practically  all  patients 
who  had  abstained  from  alcohol. 

Antabuse. — We  have  used  Antabuse  in  25  cases 
with  first-day  dosage  of  2 Gm.,  second-day  dosage 
of  iy2  Gm.,  and  third-day  dosage  of  1 Gm.  with 
trial  tests  with  alcohol  on  the  fourth  day,  and 
maintenance  dosage  of  0.5  Gm.  daily.  Fre- 
quently we  have  had  to  reduce  the  maintenance 
dosage  to  0.25  Gm.  daily  because  of  drowsiness 
and  fatigue.  From  a medical  point  of  view  we 
believe  the  drug  to  be  valuable  only  in  selected 
cases.  It  is  rather  difficult  to  predict  how  helpful 
it  will  be  in  each  individual  case.  Generally  our 
experience  has  shown  that  psychotics  and  severe 
neurotics  were  made  worse.  However,  patients 
with  mild  neuroses  were  benefited  in  maintaining 
sobriety  long  enough  for  psychotherapy  to  be 
carried  on.  One  important  difficulty  with  the 
drug  is  the  self-termination  in  anticipation  of  a 
spree. 

The  side-effects  of  Antabuse,  although  quite 
frequent,  were  very  mild.  We  did  not  observe 
any  hepatic,  cardiac,  or  renal  damage  from  the 
drug.  The  most  common  side-effects  observed  in 
our  25  cases  were  drowsiness  and  fatigue  in  30  per 
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Fig.  3.  Length  of  stay  with  clinic  in  361  cases. 

cent  of  the  cases.  These  symptoms  were  usually 
transitory,  appearing  early  in  the  course  of 
therapy  and  subsiding  in  three  to  four  weeks. 
Six  of  our  patients  complained  of  a peculiar  taste 
similar  to  sulfur  or  nuts.  Many  bizarre  symp- 
toms referrable  to  the  gastrointestinal  and 
nervous  systems  have  existed  during  Antabuse 
therapy  which  we  believe  were  of  hysterical 
origin  due  to  the  removal  of  the  crutch  alcohol. 
Three  of  our  patients  complained  of  sexual  im- 
potence, but  this  was  felt  to  be  of  psychodynamic 
origin;  17-ketosteroids  done  on  these  patients 
were  normal.  Three  of  the  four  females  re- 
ceiving Antabuse  had  menorrhagia  severe  enough 
to  require  cessation  of  the  drug.  Two  of  out- 
patients developed  a generalized  papulofollicular 
rash  which  subsided  when  the  drug  was  stopped. 
Two  patients  developed  a leukopenia  without 
change  in  the  differential  count.  An  almost  fatal 
Antabuse  alcohol  reaction  occurred  in  a patient 
with  a history  of  previous  coronary  artery  disease. 
Ten  minutes  after  drinking  1 ounce  of  alcohol, 
the  patient  complained  of  substernal  pain  and 
went  into  peripheral  vascular  collapse  with  asys- 
tole. Adrenaline  and  oxygen  revived  the  pa- 
tient. An  electrocardiogram  revealed  no  changes 
in  the  T or  S-T  segments. 

Of  the  25  patients  on  whom  we  have  employed 
Antabuse  we  have  definitely  found  it  of  value  in 
1 1 in  helping  them  to  maintain  sobriety.  Of  the 
14  patients  not  benefited  by  therapy  they  include 
one  due  to  severe  Alcohol-Antabuse  reaction,  one 
due  to  mental  defective  patient  who  voluntarily 
stopped  taking  the  drug,  and  12  who  were  classi- 
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Fig.  4.  Medical  diagnosis. 


tied  as  psychotic  or  prepsychotic  who  had  volun- 
tarily stopped  taking  Antabuse. 

The  following  program  is  recommended  re- 
garding the  use  of  Antabuse: 

1.  Hospitalization  with  complete  medical 
history  and  physical  examination.  Minimum 
laboratory  work  should  include  electrocardio- 
gram, blood  count,  urinalysis,  blood  sugar,  and 
urea  and  liver  function  tests  including  brom- 
sulphalein  and  cephalin  flocculation.  The 
presence  of  cardiovascular  disease,  renal 
disease,  or  epilepsy  contraindicates  the  use  of 
the  drug. 

2.  Complete  psychiatric  evaluation  and 
psychologic  examinations  if  indicated.  The 
presence  of  a psychosis  or  a severe  anxiety 
state  contraindicates  the  use  of  the  drug. 

3.  Antabuse-alcohol  reaction  to  be  con- 
ducted in  the  hospital  with  oxygen  and  adren- 
aline readily  available.  It  is  further  suggested 
that  blood  acetaldehyde  determinations  be  ob- 
tained hourly  for  six  hours. 

4.  Upon  discharge  from  the  hospital,  the 
patient  should  receive  a daily  maintenance 
dose  of  0.5  Gm.  Antabuse  plus  psychotherapy. 

5.  Urinalysis,  white  blood  count,  and  dif- 
ferential should  be  obtained  every  two  weeks; 
bromsulphalein  and  cephalin  flocculation  de- 
terminations should  be  obtained  every  four 
months. 

6.  In  summary,  Antabuse  is  an  adjunct  to 
therapy  in  selected  cases  of  alcoholism.  The 
contraindications  and  precautions  have  been 
given.  In  those  patients  suitable  for  therapy, 
side-effects  and  toxicity  are  minimal.  It  can  be 
used  to  greatest  advantage  in  patients  requiring 
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sobriety  during  which  time  intensive  psycho- 
therapy may  be  given. 

Case  Reports 

Case  1. — W.  J.,  a twenty-five-year-old  white  male, 
started  drinking  at  the  age  of  sixteen  while  in  high 
school.  In  the  age  period  of  sixteen  to  eighteen, 
he  frequently  drank  on  week  ends,  and  once  he 
started  to  drink,  he  usually  became  intoxicated, 
even  at  the  age  of  sixteen.  At  about  the  age  of 
eighteen  the  patient  began  to  drink  steadily, 
rather  than  drinking  on  week  ends  as  he  had  done 
previously.  It  was  also  at  the  age  of  eighteen  that 
he  began  drinking  on  the  morning  following  an 
evening’s  intoxication.  Since  the  age  of  nineteen 
the  patient  has  been  drinking  rather  steadily  with 
very  few  intervals  of  dryness  between  his  drinking. 
In  1946,  the  patient  joined  A. A.,  but  he  has  had 
many  slips  while  with  A. A.  He  has  had  six  ad- 
missions to  the  hospital  for  acute  alcoholism  during 
the  past  three  years.  The  patient  has  had  various 
short-time  jobs,  both  in  newspaper,  radio,  and  tele- 
vision but  because  of  his  drinking  was  unable  to 
hold  any  of  these  jobs.  This  patient’s  longest  dry 
interval  never  extended  more  than  four  weeks. 
Both  psychiatric  and  psychologic  examination  of 
this  patient  indicated  a man  of  superior  intelligence. 
The  intellectual  potential  was  seen  in  all  tests  and 
was  being  severely  encroached  upon  by  deep-seated 
and  chronic  emotional  disturbance.  Examinations 
indicated  that  this  patient  was  predominantly  a 
schizophrenic  type  of  person  with  some  paranoid 
trends.  Certain  obsessive  compulsive  fragments 
remained  in  the  personality  picture. 

Complete  physical  and  laboratory  work  on  this 
patient  was  essentially  negative.  Patient  was  placed 
on  Antabuse  in  April,  1949,  and  remained  on  Anta- 
buse up  until  April,  1951,  except  for  a short  period 
in  October,  1949,  when  he  developed  a generalized 
papular  rash  which  subsided  when  he  stopped  taking 
the  drug.  Other  than  this,  patient  has  remained 
on  the  Antabuse  since  April,  1949.  Trial  test  with 
alcohol  was  conducted  in  the  hospital  in  April,  1949. 
Up  to  the  present  time  patient  has  continued  main- 
tenance dose  of  Antabuse  0.5  Gm.  daily  and  has 
continued  his  abstinence  from  alcohol.  Blood  counts 
and  urinalysis  are  taken  at  fourteen-day  intervals 
and  have  been  essentially  normal  except  for  a 
lymphocyte  count  in  the  differential  blood  count  of 
45  per  cent.  Patient  at  the  present  time  is  doing 
radio  work  and  has  maintained  sobriety  since  start- 
ing Antabuse. 

Case  3.- — R.  B.  is  a forty-year-old  Negro  male  who 
stated  he  first  began  drinking  at  about  the  age  of 
seventeen.  Up  until  the  time  he  was  drafted  into 
the  service  in  April,  1942,  he  drank  occasionally, 
sometimes  week  ends,  but  could  pretty  well  control 
his  drinking.  The  patient  stated  he  drank  quite 
a bit  while  in  the  service,  usually  drinking  wane  or 
cognac,  particularly  wine  in  the  European  theater. 
Since  discharge,  drinking  has  been  uncontrolled; 
he  drinks  periodically,  usually  on  week  ends  starting 
on  Fridays  and  ending  on  Mondays.  lie  had  lost 
about  six  days  from  work  in  four  months  time  prior 


to  coming  to  the  clinic.  He  further  stated  that  for 
about  the  past  five  or  six  months  he  has  had  fre- 
quent blackouts  while  drinking.  Complete  physical 
examination  of  this  patient  was  essentially  negative. 
Blood  count  was  essentially  normal  except  for  dif- 
ferential count  which  revealed  46  per  cent  lympho- 
cytes. Bromsulphalein,  cephalin  flocculation,  and 
thymol  turbidity  were  negative. 

Psychiatric  summary  of  this  patient  was  as  fol- 
lows: The  patient  is  a shy,  inhibited,  dependent 
Negro  individual  who  seems  to  have  done  rather 
well  in  spite  of  the  turmoil  in  childhood  and  later 
life.  Psychiatric  diagnosis  in  this  patient  was  a 
psychoneurosis  anxiety  type  with  schizoid  features. 
Psychometric  examination  of  the  patient  revealed 
an  individual  making  marginal  adjustment  to  the 
demands  of  society.  Patient  presented  a picture  of  a 
pre  psycho  tic  individual,  probably  catatonic  schizo- 
phrenic type.  Patient  was  placed  on  Antabuse  on 
September  11,  1949,  and  given  a trial  test  while  in 
the  hospital  which  had  a satisfactory  reaction.  Ap- 
proximately two  months  following  the  institution 
of  Antabuse  therapy,  he  underwent  a severe,  acute 
psychotic  reaction  with  depersonalization  and  ex- 
treme regression  to  an  almost  infantile  state.  It 
was  thought  Antabuse  may  have  played  a role  as  a 
threat  to  this  person’s  personality  and  perhaps  may 
have  been  contributory  to  the  reaction.  The  drug 
was  stopped  because  of  aggravation  of  his  mental 
symptoms.  Symptoms  of  the  psychotic  episode 
subsided.  Blood  counts  have  shown  a persistent 
leukopenia  with  lymphocytosis  64  per  cent,  seg- 
ments 34,  basophil  1,  eosinophil  1;  white  count  had 
varied  between  4,000  and  5,000. 

Case  3. — G.  L.  is  a fifty-one-year-old  white  male. 
He  stated  he  had  been  drinking  most  of  his  life. 
His  drinking  has  been  uncontrolled  ever  since  he 
first  started  drinking  at  about  the  age  of  twenty. 
Drinking  has  been  of  a periodic  nature,  usually 
about  every  three  to  four  months  and  continuing 
on  for  a few  months.  His  longest  period  of  sobriety 
was  from  July,  1948,  to  April,  1949,  while  in  A.A. 
Physical  examination  was  essentially  negative  except 
for  palpable  liver  2 fingerbreadths  below  costal 
margin.  All  laboratory  work,  including  liver  func- 
tion tests  and  electrocardiogram,  was  normal. 

Psychiatric  examination  of  the  patient  revealed 
extreme  and  tremendous  hostility  and  deep  feelings 
of  inadequacy  with  a severe  anxiety  state.  He  was 
hospitalized  and  given  a trial  test  with  1 ounce  of 
alcohol  in  August,  1949,  with  a very  severe  reaction. 
The  patient  went  into  peripheral  vascular  collapse 
and  had  some  substernal  pain  which  was  treated 
with  oxygen  and  adrenaline.  Antabuse  wras  dis- 
continued. 

Endocrine  Investigation  and  Treatment 

During  the  past  six  months  we  have  been  in- 
terested in  the  endocrine  aspects  of  alcoholism 
and  have  conducted  40  tests  for  circulatory 
eosinophils.  Following  a fasting  and  eosinophil 
count,  0.3  cc.  epinephrine  was  injected  subcu- 
taneously, followed  by  a second  eosinophil  count 
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Fig.  5.  Per  cent  drop  in  circulating  eosinophils. 


four  hours  later.  A fall  of  50  per  cent  or  more  of 
circulatory  eosinophils  excluded  serious  pituitary 
adrenocortical  insufficiency.  Thirty-five  per  cent 
of  our  cases  gave  a normal  response,  17.5  per  cent 
showed  unquestionable  insufficiency,  17.5  per 
cent  showed  relative  insufficiency,  and  30  per  cent 
showed  a borderline  response.  A chart  illus- 
trating total  eosinophil  counts  is  shown,  the  pa- 
tients being  divided  into  four  groups  (Fig.  5). 
No  allergic  history  was  obtained  in  patients 
showing  total  counts  above  400.  Care  must  be 
used  in  evaluating  groups  A and  B,  as  some  of 
these  patients  may  have  had  some  emotional  in- 
cident initiating  the  alarm  reaction  just  prior  to 
coming  to  the  clinic.  We  have  noted  that  acute 
alcoholics  frequently  show  no  drop  in  eosinophils 
following  the  epinephrine  test.  This  would  in- 
dicate that  alcohol  itself  sets  up  an  alarm  reaction. 

Urinary  17-ketosteroid  determinations  were 
obtained  in  43  alcoholic  patients,  seven  females 
and  36  males  (Figs.  6 and  7).  Of  the  seven  fe- 
males, two  showed  an  abnormally  low  excretion. 
Twenty-two  of  the  36  males  revealed  an  abnor- 
mally low  excretion  of  17-ketosteroids. 

Up  to  the  present  time  wTe  have  treated  13  pa- 
tients with  maintenance  doses  of  adrenocortical 
, extract,  2 cc.  parenterally  twice  weekly.  Periods 
1 of  treatment  ranged  from  one  to  six  months. 
Thus  far  we  have  had  six  of  the  13  continue  to  re- 
lapse into  an  alcoholic  state  while  under  this 
therapy.  Of  the  other  seven  patients  receiving 
adrenocortical  extract,  two  have  exceeded  pre- 
vious dry  periods  maintained  under  other  forms 
of  therapy.  Four  of  the  13  patients  complained 
i of  headache,  transitory  in  nature,  while  receiving 
ACE,  but  thus  far  neither  hypertension  nor  edema 
has  been  observed.  All  patients,  while  on  ACE 
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Fig.  6.  Urinary  17-ketosteroids  in  male  patients 
in  mg.  per  twenty-four  hours  (normal — 10  to  20  mg. 
per  twenty-four  hours). 
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Fig.  7.  Urinary  17-ketosteroids  in  female  pa- 
tients in  mg.  per  twenty-four  hours  (normal — 5 to 
14  mg.  per  twenty-four  hours). 


therapy,  have  stated  that  tension,  anxiety,  and 
insomnia  were  diminished.  It  would  appear 
from  our  experience  with  ACE  therapy  that  re- 
lapses of  drinking  cannot  be  prevented  but  that 
nervousness,  tension,  and  anxiety  were  definitely 
lessened. 
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Comment 

If  the  patient  is  drinking  when  first  seen,  he 
will  usually  need  hospitalization  to  disrupt  safely 
and  most  efficiently  the  immediate  drinking 
cycle,  prevent  delirium  tremens,  and  correct 
nutritional  and  other  deficiencies.  Whether  in  a 
hospital,  clinic,  or  office,  after  the  diagnostic 
workup  has  been  completed,  therapy  should  in- 
clude the  following : 

1 . Education  of  the  alcoholic  so  that  he 
thoroughly  appreciates  what  it  means  to  be  an 
alcoholic,  especially  as  relates  to  a goal  of  total 
abstinence  on  his  part.  It  is  ideal  at  this  time  to 
couple  this  with  A.A.  education  and  assistance. 

2.  Correction  of  physical  abnormalities  in- 
cluding instructions  as  to  diet  and  vitamins. 

3.  Psychotherapy:  It  is  necessary  that  the 
doctor  have  an  appreciation  of  emotional  factors, 
especially  as  they  pertain  to  the  alcoholic. 
Ideally,  he  should  have  sufficient  experience  to 
evaluate  the  seriousness  of  the  psychiatric  prob- 
lem and,  if  indicated,  advise  specialized  psychi- 
atric help.  However,  in  most  of  the  less  severe 
cases  by  a sympathetic,  understanding  attitude 
he  can  allow  the  patient  to  unburden  himself  of 
his  worries,  fears,  and  problems.  He  must  be 
careful  not  to  fall  into  the  trap  of  giving  too  much 
advice  but  should  rather  aid  the  patient  in 
weighing  the  pros  and  cons  of  the  situation  and 
arriving  at  his  own  conclusion. 

4.  It  may  often  be  necessary,  with  the  pa- 
tient’s consent,  to  consult  with  the  family  and 
occasionally  with  the  employer. 

Just  as  there  are  certain  criteria  for  deciding 
upon  the  treatability  of  the  alcoholic  patient, 
there  are  also  criteria  for  the  physician  who 
treats:  (1)  He  should  have  a sincere  and 

sympathetic  desire  to  treat  and  help  such  in- 
dividuals. (2)  He  must  have  patience  in  dealing 
with  them,  for  at  best  progress  is  slow,  and  he  will 
be  fraught  with  frequent  discouragement  and 
frustration.  The  better  he  understands  the 
particular  problem  of  alcoholism,  the  better  he 
can  evaluate  and  treat  his  patients. 

In  regard  to  new  methods,  as  pointed  out, 
Antabuse  requires  specialized  medical  and 
psychiatric  investigation  of  the  individual, 
hospitalization,  and  even  when  used  under  ideal 
circumstances  is  not  without  danger.  At  least 
for  the  present,  Antabuse  should  be  regarded  as 
an  adjunct  to  therapy  in  selected  cases  and  should 
be  used  only  by  physicians  familiar  with  the  drug. 
Adrenal  cortical  extract  has  demonstrated  its 
greatest  benefit  in  treatment  of  the  acute  phase 
and  prevention  of  delirium  tremens.  Its  useful- 
ness in  the  interval  phase  remains  to  be  evaluated. 
Much  more  investigative  work  is  necessary  re- 


garding subclinical  hypopituitarism  or  hypo- 
adrenocorticism as  a factor  in  causing  and  perpet- 
uating alcoholism.  Low  urinary  1 7-ketosteroid 
levels  must  be  evaluated  individually  on  the  basis 
of  sex  and  nutrition.  The  eosinophil  response  to 
ACTH  would  have  to  be  determined  in  each  in- 
dividual showing  an  abnormal  eosinophil  response 
to  epinephrine.  Furthermore,  one  can  only 
wonder  about  the  role  of  poor  nutrition,  especially 
depleted  vitamin  C content  of  the  adrenals,  in 
producing  a poor  response  in  eosinophil  tests,  j 
Lastly,  each  individual  would  have  to  be  eval- 
uated as  to  the  phase  of  shock,  countershock,  and 
exhaustion  as  outlined  by  Selye,  and  repeated 
testing  of  poor  responders  should  be  done  at  in- 
tervals. 

The  foregoing  material,  it  must  be  remembered,  I; 
was  collected  under  clinic  conditions  which  per- 
mitted unlimited  time  for  study  and  care  of  the 
patient.  Psychiatric,  psychologic,  and  sociologic  j 
evaluation  and  therapy  were  readily  available. 
From  this,  however,  certain  conclusions  can  be 
drawn  regardless  of  whether  the  patient  is  to  be 
seen  in  a clinic  or  in  a doctor’s  office.  The  fol- 
lowing are  basic  requirements:  (1)  evaluation  of 

motivation  towards  treatment  and  (2)  detailed  i 
history  including  drinking  habits,  type  of  drink- 
ing, length  of  alcoholic  drinking,  eating  habits 
associated  with  drinking,  social  history  including 
nationality,  background,  school,  marital  history  | 
and  work  history,  and  medical  history.  Only  1 
then  can  the  physician  begin  to  answer  such  ques-  1 
tions  as:  Is  this  patient  truly  an  alcoholic?  ] 
How  desirous  of  help  is  this  individual,  and  how  ( 
much  cooperation  can  be  expected?  What  is  his 
physical  status,  and  what  physical  abnormalities  ( 
need  correction?  How  severe  are  the  emotional 
factors  likely  to  be?  Then  and  only  then  can  the 
physician  begin  to  plan  therapy.  As  yet,  we 
know  of  no  shortcut  for  any  quick  cure.  We 
must  rely  on  certain  logical  methods  as  indicated  i 
by  study  and  experience. 

Summary 

1.  Experience  with  approximately  400  alco- 
holic patients  seen  in  a clinic  has  been  presented. 

2.  For  the  treatment  of  the  alcoholic  in  pri- 
vate practice,  the  following  are  recommended: 

(a)  evaluation  of  motivation  for  help,  ( b ) medical,  < 
sociologic,  and  brief  psychiatric  history,  (c)  . 
physical  examination  and  indicated  laboratory  i 
work,  and  ( d ) therapy  to  include  treatment  of  t 
physical  abnormalities,  education  of  the  alcoholic  I 
regarding  his  problem  including  referral  to  A. A.,  f 
and  psychotherapy. 

3.  Our  experience  with  Antabuse  and  ACE  in 
the  therapy  of  alcoholism  is  presented. 
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THE  aim  of  all  physicians  who  have  diabetics 
under  their  care  is  to  keep  their  patients  in 
the  best  possible  health  for  the  longest  possible 
time.  We  are  all  striving  to  avoid  or  postpone 
I complications.  This  is  the  foundation  of  all 
diabetic  treatment. 

A review  of  the  literature  shows  that  very  little 
I attention  has  been  given  to  the  general  medical 
care  of  the  diabetic,  while  much  has  been  written 
' about  insulin,  diet,  coma,  and  diagnosis. 

Joslin  said:  “Treatment  rests  in  the  hands  of 

the  patient.  It  is  by  diet  as  well  as  insulin  and 
the  patient’s  will  to  win,  and  those  who  know  the 
most,  conditions  being  equal,  can  live  the  longest. 
There  is  no  disease  in  which  the  understanding  by 
, the  patient  of  the  methods  of  treatment  avails  as 
much.  Brains  count,  but  knowledge  alone  will 
not  save  the  diabetic.  This  is  a disease  which 
I tests  the  character  of  the  diabetic,  and  for  success 
in  withstanding  it  in  addition  to  wisdom  he  must 
i possess  common  sense,  honesty,  self  control,  and 
, courage.”1 

All  diabetics  must  be  taught  everything  pos- 
sible about  diabetes.  This  has  been  most  aptly 
expressed  by  McGavack  who  states,  “From  self 
knowledge  springs  self  control.  In  diabetes,  self 
knowledge  is  important,  self  control  is  essential. 

, Self  control  in  the  diabetic  means  honesty  with 
j oneself  regarding  careful  observation  of  diet  and 
I other  regulations  which  may  be  necessary.”2 

Even  today,  with  all  the  publicity  that  has 
been  given  to  diabetes,  it  is  difficult  to  get  some 
patients  to  accept  the  fact  that  diabetes  is  not  a 
j disease  to  be  ashamed  of.  To  my  very  great  dis- 
illusionment, only  recently,  a fourteen-year-old 
boy  broke  down  in  my  office  and  said  that  he 
could  not  let  anyone  know  that  he  had  diabetes, 
i As  a result,  he  had  not  followed  his  regime  care- 
fully, and  consequently  his  diabetes  was  under 
poor  control.  Yet  this  young  boy  supposedly 
had  been  thoroughly  instructed  regarding  his 
diabetes.  He  had  attended  diabetic  classes  and 
had  been  very  cooperative.  It  was  not  this  boy’s 
fault  that  he  felt  ashamed  of  his  diabetes,  but 
rather  it  was  a failure  on  the  part  of  those  of  us 
! who  were  supposed  to  teach  him.  In  diabetic 
children  particularly,  the  emotional  factor  may 
j often  become  a serious  problem.  It  is  essential 
| to  watch  for  the  development  of  psychologic 
problems  in  all  diabetic  children.  They  seem  to 
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occur  rather  frequently,  and  occasionally  a 
psychiatrist  may  be  of  great  help.  The  educa- 
tion of  the  parents  of  the  diabetic  child  is  as  im- 
portant as  the  education  of  the  child.  Parents 
may  become  too  solicitous,  and  this  must  be  pre- 
vented. Much  harm  can  come  from  overprotec- 
tion of  the  child. 

There  are  adults  as  well  in  whom  diabetes  gets 
out  of  control  because  of  emotional  tension.  We,  as 
physicians,  should  recognize  this  instead  of  having 
our  patients  ask  us  if  their  anxieties  are  a factor  in 
the  poor  control  of  their  diabetes.  It  is  not  neces- 
sary to  be  a psychiatrist  to  be  of  some  help  in 
what  may  often  be  a most  distressing  situation. 
It  is  of  vital  importance  for  the  physician  to  have 
a sympathetic  understanding  of  each  diabetic’s 
problems.  I agree  with  other  clinicians  that 
well-controlled  diabetes  tends  to  become  milder  as 
the  patient  grows  older.  Tell  your  diabetic  pa- 
tients this.  It  will  encourage  them. 

The  emotional  upheaval  which  occurs  in  some 
patients  when  they  are  first  told  that  they  have 
diabetes  may  at  times  create  a very  serious  prob- 
lem. The  careful  handling  of  this  trying  prob- 
lem by  a sympathetic  physician  will  determine 
the  success  or  failure  of  a new  diabetic’s  life. 
We  cannot  just  hand  him  a diet  and  an  insulin 
syringe  and  send  him  on  his  way.  The  educa- 
tion of  the  diabetic  is  a time-consuming  job. 
Most  physicians  do  not  have  the  time  to  do  this 
themselves.  Some  member  of  the  office  staff 
must  become  a teacher,  and  all  hospitals  should 
provide  classes  for  the  adequate  training  of  dia- 
betics. 

About  50  per  cent  of  the  known  diabetics  that  I 
see  for  the  first  time  have  little  or  no  knowledge  of 
diabetes.  A very  interesting  survey  by  Golden 
has  shown  the  inadequacy  of  instructions  to  pa- 
tients.3 It  is  my  impression  that  too  many  adult 
diabetics  are  hospitalized.  Most  of  them,  who 
do  not  have  major  complications,  can  be  cared  for 
at  the  physician’s  office.  There  is  some  evidence 
to  suggest  that  sometimes  the  results  may  be 
better  if  the  education  of  the  adult  diabetic  is 
carried  on  under  the  personal  direction  of  the 
physician  outside  the  hospital.  All  children 
with  diabetes  should  probably  be  admitted  to  the 
hospital. 

The  education  of  the  diabetic  must,  when  pos- 
sible, include  other  members  of  the  family.  Co- 
operation is  always  much  better  if  others  in  the 
family  have  a clear  understanding  of  what  prob- 
lems the  patient  must  face  and  what  to  do  about 
them.  A diabetic  who  thoroughly  understands 
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the  disease  will  be  a better  diabetic  and  will,  as  a 
result,  be  able  to  avoid  many  of  the  complica- 
tions. Holcomb  has  said  that  “living  with  dia- 
betes is  an  art.”4  How  true  this  is  and  how  much 
it  means  to  accomplish  it! 

We  must  establish  in  our  patients  a feeling  of 
confidence  in  their  ability  to  take  care  of  them- 
selves properly.  We  also  must  teach  our  pa- 
tients to  have  confidence  in  us  as  their  physicians. 
If  we  fail  to  do  this,  we  will  not  have  much  success 
in  guiding  them  along  the  pathway  to  good  health 
and  long  life.  All  of  us  should  be  aware  of  the 
fact  that  some  of  our  diabetics  are  going  to  learn 
a great  deal  about  diabetes.  There  are  a number 
of  fine  manuals  for  diabetics,  and  every  patient 
should  own  one.  Hundreds  of  articles  on  dia- 
betes have  been  appearing  in  the  newspapers  and 
magazines  in  the  past  few  years.  It  would  be 
extremely  unfortunate  for  a diabetic  to  know 
more  about  the  disease  than  the  physician.  All 
kinds  of  questions  will  be  asked  by  the  diabetic, 
and  we  must  be  prepared  to  give  satisfactory 
answers.  If  we  do  not,  the  patient  will  find  the 
answers  somewhere  and  then  wonder  why  we 
couldn’t  answer  his  questions.  One  of  the  most 
frequent  questions  asked  will  be  concerning 
surgery  in  the  diabetic.  There  are  still  many 
diabetics  who  believe  that  a surgical  procedure 
will  be  very  dangerous  to  them.  Reassurance 
that  surgery  in  the  diabetic,  other  things  being 
equal,  is  no  more  dangerous  than  in  the  nondia- 
betic will  raise  the  morale  of  some  of  our  patients 
and  their  families. 

Joslin  says:  “There  is  nearly  enough  knowl- 

edge today  for  the  adequate  treatment  of  dia- 
betes, but  it  needs  more  general  and  more  intense 
application  and  the  development  in  the  patient  of 
a deeper  sense  of  his  own  responsibility  for  his 
care.”6  To  this,  I might  add  that  the  family 
physician  is  responsible  for  making  this  come  true 
with  each  of  his  diabetics. 

A complete  physical  examination  is,  of  course, 
necessary  either  at  the  first  visit  or  as  soon  there- 
after as  possible.  This  should  be  repeated  each 
year.  Diabetics  do  develop  pathology  not  re- 
lated to  diabetes.  Too  frequently,  I have  seen 
patients  who  have  had  diabetes  for  years  and  yet 
have  never  had  a thorough  physical  examination. 
Routine  but  careful  examination  of  the  ocular 
fundi  should  be  done  at  the  first  physical  exami- 
nation. It  is  helpful  to  repeat  this  at  intervals, 
possibly  yearly  or  more  often  if  there  is  reason  to 
suspect  the  development  of  pathology.  It  is 
well  to  recall  that  the  eyes  should  not  be  re- 
fracted, and  prescription  for  glasses  should  not  be 
given  while  the  diabetes  is  out  of  control.  It  is 
necessary  to  wait  three  or  four  weeks  after  control 
has  been  established.  Too  many  uncontrolled 
diabetics  have  been  given  glasses,  and  this  is  not 


only  a waste  of  money  but  it  is  a reflection  on  us 
for  not  telling  our  patients  that  they  must  wait. 

Care  of  the  teeth  is  of  even  greater  importance 
to  the  diabetic  than  to  the  nondiabetic.  If  we 
teach  our  patients  the  dangers  of  dental  sepsis 
and  the  importance  of  good  teeth,  then  we  will 
have  little  difficulty  in  having  them  see  their 
dentist  twice  a year.  An  x-ray  of  the  lungs 
should  be  taken  as  soon  as  possible  after  the  diag- 
nosis of  diabetes  has  been  made.  The  occurrence 
of  tuberculosis,  at  least  among  the  poorly  con- 
trolled diabetics,  is  altogether  too  frequent. 

During  the  past  year,  we  have  had  a major 
epidemic  of  influenza  in  our  city.  Most  of  the 
cases  were  comparatively  mild  but  in  the  diabetic 
were  often  a serious  problem  because  of  vomiting. 
Infection  makes  diabetes  more  severe,  and  unless 
treated  adequately  and  promptly  acidosis  may 
develop.  A well- trained  diabetic  should  usually 
be  able  to  prevent  acidosis  and  coma  with  the 
help  of  his  physician  and  most  of  the  time  should 
be  able  to  handle  this  problem  at  home.  The 
diabetic  must  be  taught  to  call  his  physician  on 
the  telephone  as  soon  as  illness  develops.  Most 
serious  cases  of  acidosis  and  coma  can  be  pre- 
vented by  early  use  of  extra  insulin  at  three  or 
four-hour  intervals,  depending  on  the  amount  of 
sugar  in  the  urine.  Sulfonamides  and  antibiotics 
have  made  this  problem  much  easier  for  us,  but 
these  drugs  alone  are  not  sufficient. 

Regular  exercise  is  of  extreme  importance  to 
the  diabetic.  Too  frequently  I have  seen  dia- 
betics who  believe  they  can  lower  the  blood  sugar 
by  heavy  exercise.  This  can  only  be  true  if  the 
diabetic  has  an  adequate  supply  of  insulin.  It  is 
well  known  that  exercise  may  be  harmful  to  the 
uncontrolled  diabetic  whose  insulin  supply  is 
deficient.  The  exercise  that  a diabetic  takes 
should,  when  possible,  be  at  regular  hours  and 
should  follow  a fairly  definite  schedule.  The 
diabetic  should  be  encouraged  from  the  start  to 
maintain  normal  physical  activity.  If  he  takes 
little  or  no  exercise  but  is  physically  capable  of 
doing  so,  then  he  should  be  advised  as  to  the  kind 
of  exercise  he  should  take  and  when  to  take  it. 
We  should  not  forget  that,  while  walking  may  be 
a lost  art,  it  is  actually  an  excellent  form  of  exer- 
cise. 

It  is  a well-recognized  fact  that  the  diabetic  is 
particularly  susceptible  to  complications  of  the 
urinary  system.  Infection  in  the  urinary  tract 
occasionally  will  be  found  to  be  responsible  for  a 
sudden  lapse  in  the  control  of  the  diabetes.  A 
complete  examination  of  the  urine  should  be 
made  occasionally  and  always  if  the  diabetes  has 
suddenly  become  more  severe. 

The  diabetic  should  be  told  at  his  first  visit  to 
the  physician  that  it  is  absolutely  necessary  to 
keep  the  skin  clean.  The  physician  should  em- 
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phasize  the  importance  of  reporting  all  infections 
immediately. 

Root  el  al.  have  drawn  attention  to  the 
frequency  of  anemia  of  both  the  primary  and 
secondary  types  among  diabetics.I * * * 5  Occasional 
blood  counts  may  be  very  informative. 

Gangrene  of  some  part  of  the  lower  extremities 
is  so  frequent  among  diabetics  that  more  atten- 
tion must  be  given  to  the  prevention  of  this  most 
dreaded  complication.  Much  more  can  be  done 
to  prevent  gangrene  if  the  diabetic  is  properly 
| trained  in  the  care  of  the  feet.  All  diabetics 
should  be  given  printed  instructions  regarding 
the  care  of  the  feet,  and  these  must  be  carefully 
explained.  This  advice  must  be  repeated  again 
and  again  to  these  patients  because  experience 
has  shown  how  easily  they  forget  what  has  been 
told  them  and  how  careless  they  become. 

The  following  are  a few  of  the  instructions  that 
should  be  given  to  all  diabetics: 

}i  1.  Wash  your  feet  daily  with  mild  soap  and 
warm  water.  Be  gentle,  dry  thoroughly,  but  do  not 

rub. 

2.  Apply  lanolin  after  drying.  A small  amount 
gently  but  thoroughly  rubbed  into  the  skin  is  suf- 
ficient. 

3.  Do  not  attempt  to  cut  nails  unless  you  have 
• good  vision  and  the  light  is  good. 

4.  Nails  should  be  cut  only  after  a bath  or  soak- 
ing feet  in  warm  water.  Do  not  cut  too  short. 

1 If  you  prefer  to  go  to  a chiropodist,  ask  to  be  re- 
ferred to  one.  This  is  very  important.  Tell  the 
i chiropodist  that  you  have  diabetes. 

5.  Do  not  walk  or  step  on  the  floor  with  bare 
I feet. 

6.  If  you  cannot  find  someone  to  break  in  your 
new  shoes,  wear  them  for  only  a short  time  each 
day. 

7.  Bedroom  slippers  should  have  leather  soles. 

8.  Do  not  use  hot  water  bottles  or  electric  heat- 
ing pads.  Use  socks  at  night. 

9.  Never  wear  circular  garters. 

10.  Never  cross  your  knees. 

11.  Never  step  into  the  bath  tub  without  test- 
ing the  water  with  your  hand.  Do  not  test  with 

j your  foot;  you  may  burn  yourself  severely. 

12.  Consult  your  physician  if  you  notice  any- 
I thing  wrong  with  your  feet. 

I have  seen  gangrene  result  from  the  breaking 
of  most  of  these  rules,  either  through  ignorance  or 

failure  to  follow  them. 

All  diabetics  must  carry  an  identification  card 
with  them,  giving  their  name,  address,  physician’s 
name  and  telephone  number,  diet,  type  and 
amount  of  insulin  taken,  and  instructions  to  give 
(orange  juice,  sugar,  or  sweetened  fluid  if  patient 

is  found  ill.  The  card  should  also  state  that  if  no 
improvement  is  noted  in  fifteen  minutes  the  pa- 
tient must  be  sent  to  the  hospital. 

I do  not  believe  that  we  are  doing  justice  to  our 


diabetic  patients  unless  we  have  urged  them  to 
test  the  urine  of  every  member  of  their  family  and 
if  possible  of  all  their  relatives.  It  would  be  even 
more  satisfactory  if  we  could  get  postprandial 
blood  sugars  on  all  of  this  group. 

While  I emphatically  do  not  agree  with  some 
clinicians  who  allow  their  patients  to  choose  their 
own  food  and  only  ask  them  to  eat  in  moderation, 
I do  provide  substitutes  for  the  food  in  patients’ 
diets  so  that  they  need  not  have  the  same  food 
each  day.  An  attempt  should  be  made  to  try 
to  fit  the  diet  to  the  kinds  of  food  that  certain 
nationalities  eat.  This  may  be  extremely  diffi- 
cult at  times,  but  if  we  succeed,  the  patient  will  be 
much  happier.  The  diabetic  should  remain  at 
normal  or  slightly  under  weight.  If  the  patient 
is  overweight,  it  is  highly  essential  that  he  reduce 
slowly  to  normal.  It  is  dangerous  to  reduce  an 
obese  diabetic  rapidly. 

It  may  be  a debatable  point  as  to  whether  or 
not  the  diabetic  should  be  allowed  alcoholic 
beverages.  If  the  alcohol  consumption  is  moder- 
ate and  those  drinks  which  contain  sugar  such  as 
beer,  champagne,  and  cocktails  are  avoided,  there 
probably  is  little  harm  in  allowing  it. 

We  know  there  is  no  substitute  for  insulin,  but 
the  patients  do  not  realize  this  unless  we  tell  them. 
Considerable  emphasis  should  be  placed  on  this 
important  point  because  the  life  of  the  diabetic 
may  depend  on  his  being  convinced  of  the  worth- 
lessness and  danger  of  insulin  substitutes. 

Wre  should  also  explain  carefully  to  our  dia- 
betics that  there  is  no  cure  for  diabetes.  If  we  do 
not  do  this,  the  patient  is  certain  to  ask  us  if  a 
cure  is  possible.  It  is  far  better  for  the  physician 
to  answer  the  question  in  advance  and  then  reas- 
sure the  patient  that  if  he  follows  instructions  he 
may  look  forward  to  a long  life. 

Summary 

There  are  many  important  factors  in  the 
medical  care  of  the  diabetic  other  than  diet  and 
insulin.  Too  little  attention  is  given  to  general 
medical  care.  The  instruction  given  to  diabetics 
is  very  inadequate.  Many  diabetics  have  little 
or  no  knowledge  of  the  disease  or  how  to  take  care 
of  themselves.  Some  of  the  most  important 
principles  of  medical  care  are  discussed  in  this 
paper. 
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THE  USE  OF  ACTH  AND  CORTONE  IN  CERTAIN  MEDICAL  DISEASES 

Bernard  M.  Norcross,  M.D.,  Buffalo,  New  York 

( From  the  Buffalo  General  Hospital) 


IN  THE  past  two  years,  since  the  dramatic 
announcement  of  the  effect  of  Cortone  and 
ACTH  on  rheumatoid  arthritis  by  Hench,  Ken- 
dall, and  their  colleagues,  these  hormones  have 
been  administered  to  a widely  diversified  group  of 
diseases.1,2  Both  substances  affect  not  the 
cause  of  a disease  but  alter  the  reaction  of  the 
tissues  to  the  cause.3’4  It  is  probably  correct 
that  they  do  not  cure  these  conditions,  but  some 
of  their  effects  have  important  therapeutic  im- 
plications. To  date,  no  one  has  satisfactorily  ex- 
plained the  mode  of  action  of  these  hormones, 
particularly  the  following  fundamental  phenom- 
ena: 

1.  They  render  cells  immune  to  toxic  agents. 

2.  They  inhibit  inflammatory  reaction. 

3.  They  inhibit  fibroblastic  proliferation. 

4.  They  reduce  temperature  toward  normal. 

5.  They  diminish  pain. 

6.  They  alter  central  nervous  system  physiol- 
ogy. 

However,  some  definite  considerations  as  to 
dosage  and  disease  states  that  show  a response  to 
ACTH  or  Cortone  have  been  developed.  Disease 
states  exhibiting  a marked  or  encouraging  re- 
sponse are  listed  in  Table  I.  This  tabulation  is  of 
necessity  not  complete  or  beyond  argument. 
The  most  positive  indications  for  one  of  these 
hormonal  agents  are  the  conditions  in  which  they 
represent  actual  replacement  therapy,  in  the 
acute  inflammatory  diseases  of  the  eye,  or  in  the 
acute  hypersensitivity  states,  such  as  status 
asthmaticus,  serum  sickness,  or  exfoliative 
dermatitis. 

In  certain  other  pathologic  conditions,  these 
substances  have  very  dramatic,  perhaps  life- 
saving, qualities,  but  their  effects  may  be  only 
temporary  and  incomplete.  Relapses  in  these 
conditions  usually  occur  promptly  after  cessation 
of  drug  administration  and  may  even  occur 
during  such  therapy.  Cortone  and  ACTH  have 
had  therapeutic  trials  in  many  other  conditions 
with  some  encouraging  responses,  but  more 
evidence  is  required  before  final  judgment  can  be 
attempted. 

The  purpose  of  this  paper  is  to  present  the  re- 
sults of  our  experience  with  Cortone  and  ACTH 
in  over  200  patients  who  received  these  drugs 
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TABLE  I. — Disease  States  Showing  Response  to 
Cortone  or  ACTH 

Marked  Response 

Addison’s  disease  (Cortone  only) 

Panhypopituitarism 

Acute  gouty  arthritis  (ACTH  only) 

Rheumatoid  arthritis 
Acute  rheumatic  fever 

Allergic  states  (bronchial  asthma,  hay  fever,  drug  sensi- 
tivity, serum  sickness) 

Acute  nonspecific  inflammatory  eye  diseases 
Early  disseminated  lupus  erythematosus 
Acute  alcoholism 
Idiopathic  hypoglycemia 
Acquired  hemolytic  jaundice 
Encouraging  Response 
Regional  enteritis 
Psoriasis,  pemphigus,  urticaria 
Dermato  myositis 
Burns 

Multiple  myeloma 
Nephrotic  syndrome 
Pulmonary  beryliosis 
Anorexia  nervosa 


during  the  past  eighteen  months  at  the  Buffalo 
General  Hospital.  The  majority  of  the  patients  j 
“treated”  had  rheumatoid  arthritis,  acute  gouty  , 
arthritis,  allergic  disorders,  acute  inflammatory 
eye  diseases,  collagen  disease,  or  Addison’s 
disease.  A few  interesting  experiences  with  ! 
other  illnesses  will  be  discussed  briefly. 

Dosage  of  Cortone  and  ACTH 

The  average  dosage  schedule  of  Cortone  con- 
sisted of  200  to  300  mg.  in  divided  doses  for  two 
days,  usually  followed  by  100  mg.  daily  until  the 
maximum  response  had  been  obtained.  Pa- 
tients with  Addison’s  disease  were  extremely 
responsive  to  small  doses  of  Cortone  (usual  range 
of  dosage  12.5  to  25  mg.  daily)  when  administered 
in  conjunction  with  DOCA  and  sodium  chloride. 
Duration  of  treatment  in  patients  with  acute  in- 
flammatory eye  disease,  acute  gouty  arthritis,  or 
status  asthmaticus  was  less  (usually  four  to 
twelve  days)  than  in  rheumatoid  arthritis  or 
other  collagen  diseases. 

When  optimum  improvement  had  occurred  in 
rheumatoid  arthritis  on  a dosage  of  100  to  150  mg. 
of  Cortone  daily  for  two  or  three  weeks,  it  was 
usually  possible  to  maintain  most  of  the  bene- 
ficial result  on  a dosage  of  50  to  75  mg.  daily  or 
100  mg.  three  or  four  times  weekly.  This  plan  of 
treatment  may  be  maintained  in  rheumatoid 
arthritis  for  several  months,  but  because  of  the 
possibility  of  atrophy  of  the  adrenal  cortex,  j 
medication  should  be  interrupted  at  least  for  a 
few  weeks.  The  most  satisfactory  plan  of  treat- 
ment in  this  disease  has  not  yet  been  decided,  j 
Many  patients  with  acute  inflammatory  eye  i 
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TABLE  II. — Side-Effects  in  191  Patients  Receiving 
ACTH  or  Cortone  (105  Patients  Treated  Longer  Than 
Three  Weeks) 


Side-Effects 

Number  of  Cases 

Moon  face 

25 

Insomnia 

11 

Hirsutism 

10 

Excessive  weight  gain 

9 

Edema 

7 

Marked  euphoria 

6 

Weakness 

5 

Acne 

4 

Persistent  headache 

3 

Hyperglycemia 

3 

Hypertension 

3 

Local  sensitivity  (ACTH) 

2 

Coronary  pain 

2 

Delayed  menstruation 

2 

diseases  (especially  iritis,  keratitis,  or  conjunc- 
tivitis) have  responded  to  local  instillation  of 
Cortone  drops.  This  type  of  treatment  will  be 
discussed  in  more  detail  later  in  the  paper. 

The  dosage  of  ACTH  was  much  more  variable 
than  Cortone  and  depended  primarily  on  the 
degree  of  responsiveness  of  the  patient's  adrenal 
cortex  to  stimulation  with  exogenous  ACTH. 
The  dosage  for  most  disease  states  was  within  the 
following  limits:  40  to  120  mg.  daily,  admin- 
istered intramuscularly  at  six-hour  intervals. 
The  most  extreme  range  of  dosage  was  encoun- 
tered in  collagen  diseases,  as  was  also  true  with 
Cortone.  Courses  of  treatment  were  shorter  in 
[patients  with  inflammatory  eye  disease,  gouty 
arthritis,  and  allergic  disorders  than  in  rheurna- 
jtoid  arthritis  or  collagen  disease. 

Since  there  is  no  evidence  of  suppression  of  the 
patient’s  adrenal  cortex,  prolonged  administra- 
tion of  ACTH  on  a diminishing  dosage  plan  may 
be  preferable  to  Cortone  in  patients  with  rheuma- 
toid arthritis  and  certain  other  disease  states. 
However,  both  drugs  depress  the  secretion  of 
endogenous  ACTH  by  the  anterior  pituitary  be- 
cause of  the  high  level  of  circulating  adrenal 
corticoids  in  the  body.  Recently,  it  has  been 
demonstrated  that  ACTH  can  be  administered 
by  slow  intravenous  infusion  without  untoward 
effects  and  is  about  five  or  six  times  more  effective 
than  by  the  intramuscular  route.  We  will  dis- 
cuss this  route  of  administration  in  several  of  our 
patients  later  in  tiffs  paper. 

Untoward  Effects  (Complications) 

Most  of  the  untoward  effects  of  Cortone  or 
ACTH  are  a result  of  excessive  amounts  of  adrenal 
cortical  hormone.  These  effects  may  consist  of 
any  combination  of  the  following  changes : 
edema,  hyperglycemia,  glycosuria,  hypertension, 
muscle  weakness,  exhaustion,  rounding  of  the 
face,  hirsutism,  pigmentation,  disturbed  psyche, 
nitrogen  loss,  and  acneform  eruptions.  However, 
coronary  insufficiency,  perforation  of  an  ab- 
dominal viscus,  cardiac  decompensation,  and 
vascular  thrombosis  have  also  been  reported. 


We  have  not  been  impressed  by  the  severity  or 
frequency  of  side-effects  in  our  group  of  patients. 
Practically  all  patients  who  received  either  hor- 
monal agent  for  a period  of  three  weeks  or  longer 
noticed  rounding  of  the  facial  contours,  increase 
in  appetite,  gain  of  5 to  10  pounds  in  weight,  and 
a feeling  of  well-being.  In  a few  patients,  these 
side-effects  have  been  marked  and  are  reported 
with  certain  other  untoward  changes  in  Table  II. 
The  side-effects  due  to  excessive  adrenal  cortical 
hormone  disappeared  when  the  hormonal  agent 
was  discontinued.  Two  patients  who  received 
Cortone  complained  of  precordial  pain  and  had 
electrocardiographic  evidence  of  coronary  disease. 
This  complication  was  probably  a result  of  the  in- 
creased coagulability  of  blood  induced  by  Cor- 
tone, which  has  been  reported  by  others.5-7 

Response  of  Various  Disease  States  to 
Cortone  or  ACTH 

Rheumatoid  Arthritis. — Eighty-three  patients 
with  rheumatoid  arthritis  received  Cortone  or 
ACTH  by  parenteral  administration  with  satis- 
factory improvement  in  all  but  seven  patients. 
Four  patients  who  failed  to  respond  to  Cortone 
improved  on  ACTH  therapy,  while  two  patients 
improved  on  Cortone  after  negligible  benefit 
from  ACTH.  One  patient  failed  to  respond  to 
both  hormones.  Cortone  administered  orally  to 
15  patients  was  as  effective  as  when  given  intra- 
muscularly in  the  same  dosage. 

Since  relapse  occurs  promptly  within  a few  days 
to  a few  weeks  when  either  hormone  is  dis- 
continued, we  have  attempted  to  maintain  some 
patients  on  a prolonged  course  of  treatment.  To 
date,  22  patients  have  received  such  treatment 
for  a period  of  six  to  eight  months  with  satis- 
factory improvements  and  no  serious  toxicity. 
The  usual  maintenance  dose  of  Cortone  has 
varied  from  50  to  75  mg.  per  day  in  eight  pa- 
tients, while  14  patients  have  required  from  20 
to  60  mg.  of  ACTH  daily.  It  has  become  ap- 
parent that  short  courses  of  treatment  do  not 
produce  permanent  improvement  in  more  than 
10  to  15  per  cent  of  patients  with  chronic  rheuma- 
toid arthritis.  The  ideal  course  of  treatment 
with  either  hormone,  or  their  combined  use,  must 
still  be  determined. 

We  have  studied  a group  of  patients  with 
chronic  rheumatoid  arthritis  for  evidence  of  any 
effect  of  Cortone  or  ACTH  on  the  pathologic 
changes  of  the  disease.  There  appears  to  be 
definite  improvement  of  the  inflammatory  proc- 
ess, as  observed  in  biopsies  of  skeletal  muscle 
(nodular  lymphocytic  infiltrates,)  subcutaneous 
rheumatoid  nodules,  and  synovial  tissue  obtained 
before  and  after  hormone  therapy.8 

Four  patients  with  rheumatoid  spondylitis  and 
three  patients  with  osteoarthritis  also  responded 
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well  to  Cortone  therapy.  The  duration  of  im- 
provement in  osteoarthritis  has  been  more  per- 
sistent than  in  the  rheumatoid  variety,  but  much 
more  experience  is  required  before  the  value  of 
such  treatment  can  be  determined  in  this  disease. 

Acute  Gouty  Arthritis. — Eighteen  patients  have 
received  either  ACTH  or  Cortone  for  attacks  of 
acute  gouty  arthritis.  Only  two  of  the  six  pa- 
tients treated  with  Cortone  had  a satisfactory  re- 
sult with  doses  as  large  as  300  mg.  However, 
nine  of  the  12  patients  who  received  ACTH  in 
various  dosages  responded  very  well  to  this  treat- 
ment within  a period  of  four  to  twelve  hours. 

All  patients  had  been  given  a therapeutic 
course  of  colchicine  without  improvement  prior  to 
the  ACTH  therapy.  It  is  essential  to  administer 
colchicine  concurrently  with  the  ACTH  to  pre- 
vent an  exacerbation  of  the  patient’s  gouty  attack 
when  ACTH  is  discontinued.9-10  Usually  a dose 
of  100  mg.  of  ACTH  within  sixteen  to  twenty- 
four  hours  was  sufficient  to  relieve  an  attack  of 
gout.  In  our  experience,  ACTH  has  proved 
superior  to  Cortone  in  the  treatment  of  acute 
gouty  arthritis. 

Hypersensitivity. — Cortone  and  ACTH  have 
been  very  effective  in  the  treatment  of  allergic 
disorders,  including  intractable  asthma,  hay 
fever,  drug  sensitivities,  and  serum  sickness.  In 
our  lather  limited  experience,  it  appears  that 
ACTH  is  somewhat  superior  to  Cortone.  Twenty 
patients  with  severe  bronchial  asthma  had  a 
better  response  to  ACTH  than  to  Cortone  treat- 
ment. Two  patients  with  severe  hay  fever  im- 
proved on  ACTH  therapy.  Five  patients  with 
atopic  dermatitis  were  benefited  by  either  ACTH 
or  Cortone  administration,  but  several  had  a flare- 
up  of  their  skin  lesions  when  the  drug  was  discon- 
tinued. Two  patients  with  severe  penicillin  reac- 
tions improved  promptly  with  Cortone  therapy 
and  remained  well  after  the  drug  was  discontinued. 

Acute  Inflammatory  Eye  Diseases. — The  re- 
sponse of  acute  nonspecific  inflammatory  diseases 
of  the  eye  has  been  one  of  the  most  valuable 
effects  of  both  Cortone  and  ACTH  therapy. 
Twenty  patients  with  acute  iridocyclitis,  uveitis, 
and  sympathetic  ophthalmia  had  a complete  re- 
mission following  short  courses  (four  to  seven 
days)  of  Cortone  or  ACTH  therapy.  No  re- 
lapses followed  cessation  of  therapy  in  this  group. 

Satisfactory  responses  in  75  patients  with  acute 
iritis,  keratitis,  and  conjunctivitis  resulted  from 
the  topical  instillation  of  1 cc.  of  Cortone  diluted 
with  3 cc.  of  normal  saline  or  with  1:10,000  aque- 
ous Zephiran  solution. 

Collagen  Diseases .- — Our  experience  with  this 
group  of  disorders  has  been  very  limited.  Eight 
patients  with  disseminated  lupus  erythematosus, 
dermatomyositis,  and  scleroderma  have  been 
treated. 


Three  of  the  four  patients  with  severe  lupus 
erythematosus  improved  with  Cortone  therapy. 
One  patient  who  was  extremely  ill  at  the  be-  j 
ginning  of  treatment  had  a very  dramatic  re- - 
sponse  to  Cortone  and  was  almost  asymptomatic  | 
in  a period  of  three  weeks.  A short  time  later,  j 
there  was  a mild  relapse  of  his  disease  process  | 
while  he  was  still  receiving  150  mg.  daily  of  Cor- ; 
tone.  He  was  then  given  ACTH  therapy,  100 
mg.  daily,  with  an  excellent  response.  The  | 
ACTH  dosage  was  gradually  reduced  to  a mini- ' 
mum  of  40  mg.  daily,  and  the  patient  remained  in  j 
good  health  for  a period  of  nine  months.  At  this 
time,  he  suffered  a sudden  relapse  with  cerebral 
manifestations  and  died  within  a few  days.  One ) 
patient  who  was  almost  moribund  failed  to  re-! 
spond  to  either  hormonal  agent.  The  other  two ! 
patients  responded  initially  to  Cortone  therapy 
and  have  been  maintained  on  alternating  courses : 
of  the  two  hormones.  It  has  been  our  impression 1 
that  better  control  of  the  disease  was  possible 
with  ACTH  therapy.  Despite  clinical  improve- 
ment “L.E.”  cells  were  present  in  the  bone  mar- 
row. 

Two  of  the  three  patients  with  dermatomyositLs 
responded  to  treatment.  One  patient  had  satis- 
factory improvement  with  oral  Cortone  therapy  j 
and  has  been  maintained  on  75  to  100  mg.  daily. 
The  second  patient  responded  to  ACTH  adminis- 
tration and  has  retained  her  improvement  for  the 
past  six  months.  At  present,  she  receives  20  mg. 
of  ACTH  by  slow  intravenous  infusion  every 
other  day.  This  dose  appears  to  be  equal  tc‘ 
more  than  100  mg.  daily  in  divided  doses  intra- 
muscularly. Two  patients  with  advanced  der- 
matomyositis and  scleroderma  respectively  failed' 
to  respond  to  either  drug. 

Addison’s  Disease. — Seven  patients  with  Addi-( 
son’s  disease  have  had  remarkable  improvement 
from  Cortone  therapy  in  conjunction  with  DOCA 
and  supplementary  sodium  chloride.  There  has 
been  an  increase  in  appetite,  weight  gain,  in- 
creased physical  ability,  mental  stimulation,  anc 
decreased  pigmentation  on  a dose  of  12.5  to  25  mg 
daily.  One  other  patient  with  Addison’s  disease 
who  developed  acute  rheumatoid  arthritis  wTaf 
completely  relieved  of  her  joint  disability  on  i 
dose  of  25  mg.  daily. 

Miscellaneous  Diseases. — Our  experience  ha; 
been  extremely  limited,  but  ACTH  has  producee 
dramatic  improvement  in  several  other  condition 
that  appear  worthy  of  mention.  Acute  acquire( 
hemolytic  icterus,  acute  thyroiditis,  severe  thyro 
toxicosis,  and  anorexia  nervosa  improved  afte 
ACTH  treatment.  A few  patients  writh  regiona 
enteritis  and  ulcerative  colitis  experienced  symp 
tomatic  relief,  but  the  pathologic  process  appeare* 
to  be  unchanged  after  either  ACTH  or  Corton 
therapy. 
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New  Methods  of  Administration 

Cortone  has  proved  to  be  effective  when  ad- 
ministered orally,  topically  in  inflammatory 
diseases  of  the  eye,  and  by  intra-articular  injec- 
tion. In  our  experience,  the  oral  route  of  ad- 
ministration was  equally  as  effective  as  parenteral 
use  in  75  per  cent  of  our  patients,  with  either 
Cortone  suspension  or  tablets.  This  has  greatly 
simplified  the  problem  of  prolonged  use  of  the 
drug  for  the  patient.  The  effectiveness,  con- 
venience, and  economy  (because  of  smaller 
amounts  of  drug)  of  topical  instillation  in  acute 
5 inflammatory  disease  of  the  anterior  segment  of 
the  eye  has  been  of  great  value  to  a group  of  75 
patients  at  this  hospital.  More  recently,  the  in- 
corporation of  10  to  25  mg.  of  Cortone  in  1 Gm.  of 
a suitable  ointment  base  (Hydrosorb,  or  a mix- 
ture of  Hydrosorb  and  lanolin)  offers  the  ad- 
vantage of  more  prolonged  contact  than  the  use 
of  drops  in  ophthalmology.  We  have  employed 
the  intra-articular  route  in  several  patients  when 
a single  large  joint  was  involved  or  when  there 
was  not  an  adequate  response  to  systemic  treat- 
ment. 

ACTH  has  been  administered  by  intravenous 
infusion  to  ten  patients  with  various  diseases. 
The  usual  dosage  was  20  mg.  of  ACTH  dissolved 
-in  1,000  cc.  of  5 per  cent  glucose  in  distilled  water 
or  saline  and  infused  over  a period  of  six  to  eight 
hours.  This  dose  has  proved  to  be  equivalent  to 
100  to  120  mg.  of  the  drug  administered  by  the 
intramuscular  route.  Two  patients  with  severe 
rheumatoid  arthritis  and  dermatomyositis  respec- 
tively were  completely  relieved  by  this  dosage 
when  large  amounts  by  intramuscular  injection 
had  failed  to  control  their  symptoms  adequately. 

Summary 

Cortone  and  ACTH  have  produced  dramatic, 
'even  though  temporary,  improvement  in  a wide 
’variety  of  diseases.  The  fundamental  effects  of 
these  hormonal  agents  are  still  unexplained  nor 
lias  an  ideal  plan  of  administration  been  decided 
for  most  pathologic  conditions.  Their  impor- 
tance, at  present,  does  not  consist  of  their  thera- 
jpeutic  effects  but  of  the  valuable  stimulus  and  aid 
they  have  given  to  the  investigation  of  many  per- 
Iplexing  diseases. 
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Discussion 

Abbie  Knowlton,  M.D.,  New  York  City. — An 
impressive  body  of  data  has  been  presented,  covering 
a wide  variety  of  diseases.  More  important,  Dr. 
Norcross  has  given  us  a valuable  critical  appraisal 
of  this  data. 

I should  like  to  furnish  some  additional  informa- 
tion on  the  effect  of  ACTH  and  cortisone  on  pain. 
Drs.  Grokoest,  Vaillencourt,  Gottsegen,  and  Ragan 
have  examined  the  response  of  patients  to  various 
types  of  painful  stimuli,  both  before  and  during 
hormone  therapy.  They  studied  cutaneous  pain  by 
intradermal  injection  of  saline  and  distilled  water, 
tooth  sensitivity  by  electrical  stimulation,  and  vis- 
ceral pain  by  distending  a balloon  placed  in  the 
duodenum.  No  change  in  pain  threshold  or  in 
intensity  could  be  distinguished  while  patients  were 
receiving  hormone  therapy.  This  would  indicate 
that  these  hormones  do  not  have  a direct  analgesic 
effect  but  that  they  decrease  pain  through  other 
mechanisms,  probably  by  diminishing  the  inflam- 
matory response. 

In  a few  instances  our  experience  at  Presbyterian 
Hospital  has  differed  slightly  from  that  of  Dr.  Nor- 
cross. Dr.  Ragan  tells  me  that  cortisone,  especially 
the  oral  preparation  which  produces  its  effect  more 
rapidly  than  the  parenterally  administered  material, 
has  proved  as  effective  as  ACTH  in  the  treatment 
of  the  acute  gouty  attack.  In  our  experience,  drug 
sensitivities  have  responded  inconstantly,  and  the 
results  in  the  four  cases  of  dermatomyositis  and  the 
two  cases  of  multiple  myeloma  which  we  have 
treated  have  not  been  encouraging. 

In  rheumatoid  arthritis,  Dr.  Ragan  has  found  it 
necessary  to  give  cortisone  in  the  dosage  range  of 
500  to  700  mg.  per  week  to  maintain  suboptimal 
control,  which  is  a somewhat  higher  dosage  than 
Dr.  Norcross  has  employed. 

To  the  list  of  untoward  effects  which  Dr.  Norcross 
has  given  I should  like  to  add  two  others.  One  is 
the  possible  spread  of  tuberculosis.  As  you  know, 
recent  studies  have  demonstrated  the  markedly  in- 
creased susceptibility  of  cortisone-treated  animals 
to  the  tubercle  bacillus.  Among  our  patients,  we 
have  one  Addisonian  wrhose  sputum  has  turned 
positive  in  the  course  of  a year  of  therapy  with  dos- 
age ranges  as  low  as  50  to  75  mg.  per  day.  Another 
untoward  effect  which  has  been  observed  in  about 
5 per  cent  of  the  patients  receiving  ACTH  or  corti- 
sone is  the  development  of  thromboembolic  phenom- 
ena; in  two  instances  a fatal  pulmonary  embolus 
ensued.  In  this  connection  Dr.  Cosgriff  has  ob- 
served a decrease  in  the  heparin-retarded  clotting 
time  in  a high  percentage  of  patients  receiving  these 
hormones,  indicating  an  altered  state  of  coagulabil- 
ity in  the  blood. 

I should  like  to  emphasize  two  of  the  untoward 
effects  which  Dr.  Norcross  has  mentioned.  First, 
the  psychic  disturbances;  in  5 per  cent  of  the  pa- 
tients we  have  seen,  these  disturbances  have  been 
severe  enough  to  require  psychiatric  care.  Second, 
perforation  of  a viscus;  in  two  of  six  patients  with 
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ulcerative  colitis  intestinal  perforation  has  occurred 
while  they  were  receiving  hormone  therapy. 

I should  like  to  comment  on  our  experience  with 
the  use  of  cortisone  in  adrenal  insufficiency.  This 
parallels  very  closely  that  of  Dr.  Norcross.  We 
have  treated  ten  patients,  all  of  them  receiving  added 
sodium  chloride,  and  five  additional  patients  on 
desoxycorticosterone  acetate.  Balance  studies 
were  done  on  six  of  these  patients.  The  effect  of 
cortisone  on  sodium  balance  has  been  inconstant; 
in  no  instance  has  marked  sodium  retention 
occurred.  Like  Dr.  Norcross,  we  have  been  impressed 
with  the  marked  increase  in  appetite  which  these 
patients  have  shown.  In  one  patient  this  has  lead 
to  a 90-pound  weight  gain,  without  the  appearance 
of  edema,  in  the  course  of  a year.  We,  also,  have 
been  impressed  with  the  fact  that  relatively  small 
doses  produce  a marked  effect.  In  this  respect  these 
hypoadrenal  patients  resemble  the  hypothyroid 
patient,  who  is  remarkably  sensitive  to  small  doses 
of  thyroid.  On  doses  of  cortisone  as  low  as  25  mg. 
per  day  we  have  seen  rounding  of  the  face  and  acne 
in  Addisonian  patients,  indicating  some  measure  of 
hyperadrenalism.  I would  think  that,  if  possible, 
this  should  be  avoided  because  of  the  high  incidence 
of  tuberculosis  in  Addison’s  disease  and  the  pos- 
sibility of  its  spread  on  such  a regimen. 

Finally,  in  closing,  I should  like  to  emphasize  again 
what  Dr.  Norcross  has  very  properly  pointed  out: 
While  these  hormones  produce  dramatic  effects, 
they  do  not  affect  the  cause  of  the  disease  and  then- 
chief  importance  at  present  lies  in  the  stimulus  and 
aid  they  have  furnished  to  investigation. 

Robert  A.  Peterman,  M.D.,  Rahway,  New  Jersey 
(By  invitation). — Careful,  precise  work  such  as 
this  just  reported  has  made  it  possible  to  evaluate 
and  develop  the  use  of  these  new  agents  in  a rela- 
tively short  period  of  time.  This  present  study,  I 
believe,  will  help  to  delineate  further  the  place  corti- 
sone and  ACTH  occupy  in  our  therapeutic  arma- 
mentarium. 

The  first  item  I wish  to  comment  on  concerns  the 
author’s  remarks  about  the  dosage  of  cortisone. 
Dr.  Norcross  mentioned  long-term  dosage  in  rheu- 
matoid arthritis  and  other  collagen  diseases.  We 
had  initially  recommended  that  cortisone  be  given 
in  brief  courses,  with  intervening  rest  periods.  It 
would  appear  now  that  this  extreme  caution  is  not 
so  important  in  most  cases  as  originally  believed. 
Perhaps  the  dosage  schedule  in  such  conditions  ulti- 
mately will  consist  of  the  initial  administration  of 
relatively  large  amounts  of  cortisone  for  a brief 
period,  with  early  reduction  to  maintenance  dosage 
levels  continued  for  an  indefinite  period. 

The  thought  of  long-term  dosage  with  these 
agents  raises  the  question  of  effect  on  the  adrenal 
cortex.  Whether  atrophy  or  hypertrophy  is  to  be 
preferred  is  a debatable  point  at  this  time,  but 
there  exist  other  factors  which  play  a part  in  prefer- 
ence of  the  agent. 

In  Dr.  Norcross’  series  several  patients  who  had 
been  receiving  cortisone  for  periods  up  to  three 
weeks  were  given  ACTH  immediately  after  cortisone 
was  stopped.  Prompt  and  satisfactory  response  was 


obtained.  However,  in  our  files  we  have  reports  of 
patients  to  whom  cortisone  was  administered  con- 
tinuously for  periods  considerably  longer  than  a year. 
When  treatment  was  briefly  interrupted  in  order  to 
check  on  the  functional  state  of  the  adrenal  cortex 
in  these  cases,  little  or  no  evidence  of  prolonged 
adrenal  suppression  was  observed.  This  would 
imply,  in  terms  of  the  adrenal  cortex,  that  cortisone 
properly  administered  may  safely  be  given  over  long 
periods  of  time. 

Another  factor  that  must  be  considered  in  such 
cases  is  the  need  for  discontinuing  dosage  on  occa- 
sion with  the  purpose  of  determining  the  occurrence 
of  a remission  of  sufficient  duration  to  preclude  the 
necessity  of  administering  further  doses  of  either 
agent  for  the  time  being.  While  most  patients  re- 
lapse fairly  promptly  upon  cessation  of  the  therapy, 
for  a few  the  period  of  remission  between  courses  of 
therapy  may  be  prolonged  indefinitely. 

Another  thought  in  regard  to  dosage  with  corti- 
sone— increasing  evidence  is  being  accumulated 
which  suggests  that  an  initial  massive  dosage  for 
the  first  few  days  or  so  will  provide  a much  more 
prompt  and  complete  remission  of  the  condition 
being  treated  and  will  permit  the  earlier  establish- 
ment of  small  maintenance  dosage  levels.  The 
result  is  an  over-all  saving  in  the  amount  of  cortisone 
used  and  the  added  benefit  of  more  prompt  comfort 
for  the  patient. 

The  use  of  the  larger  initial  dose  also  has  recently 
been  reported  to  produce  striking  benefit  in  asthma 
and  other  allergic  conditions,  in  scleroderma,  and  in 
several  patients  with  lupus  erythematosus  in  whom  a 
beneficial  response  had  not  been  obtained  with  the 
usual  doses  of  cortisone  or  with  ACTH.  A massive 
initial  dose  as  high  as  2.4  Gm.  of  cortisone  per  day 
has  now  been  safely  and  effectively  employed. 

These  observations  represent  trends  only  at  this 
time,  and  as  Dr.  Norcross  pointed  out,  a number 
of  years  of  experience  will  be  needed  before  final 
conclusions  can  be  reached. 

Regarding  gouty  arthritis  and  asthma,  early  re- 
ports on  the  effects  obtained  from  parenterally  ad- 
ministered cortisone  were  variable  and  often  un- 
satisfactory. However,  with  the  advent  of  the 
oral  form,  satisfactory  results  have  been  more  uni- 
formly obtained. 

The  explanation  may  be  that  following  parenteral 
administration  the  peak  of  the  absorption  curve  is 
relatively  slow  in  appearing.  However,  the  prompt 
absorption  of  the  oral  cortisone  provides  for  a more 
rapidly  occurring  effect  that  is  especially  useful  in 
the  treatment  of  the  acute  disorders.  This  differ- 
ence in  absorption  has  adequately  been  demon- 
strated by  measurement  of  the  effect  on  eosinophil 
levels  and  by  prompt  high  steroid  excretion. 

In  several  cases  of  hemolytic  anemia,  cortisone  I 
has  been  reported  to  have  produced  benefit,  and  I 
think  it  is  of  interest  to  mention  that  the  topical 
use  of  cortisone  is  showing  great  promise  in  hay 
fever,  allergic  rhinitis,  intractable  pruritis,  and 
similar  cases.  Also  as  Dr.  Norcross  indicated,  it 
appears  that  both  these  agents  will  find  a definite 
field  of  usefulness  in  the  treatment  of  dermatit'S| 
medicamentosa,  especially  so  in  the  allergic  reactions 
to  antibiotics. 


RECENT  ADVANCES  IN  THE  TREATMENT  OF  BRONCHIAL  ASTHMA 

Carl  E.  Arbesman,  M.D.,  Buffalo,  New  York 
! ( From  the  Buffalo  General  Hospital  and  Children's  Hospital  of  Buffalo) 


THE  treatment  of  bronchial  asthma  is  often  a 
very  formidable  problem,  not  only  to  those 
(engaged  in  general  practice  but  also  to  the  in- 
ternist, pediatrician,  and  allergist.  The  develop- 
ment of  the  clinical  use  of  ACTH  and  cortisone 
I has  given  us  another  tool  to  work  with  in  coping 
with  difficult  allergic  problems.  In  the  past  two 
i years  an  increasing  number  of  physicians  have 
been  using  cortisone  and  ACTH  in  the  investiga- 
tion and  treatment  of  allergic  diseases. 

Randolph  and  Rollins  were  among  the  first  who 
studied  the  effects  of  these  hormones  in  bronchial 
.asthma.1  Since  that  time  many  other  investiga- 
tors have  reported  on  the  efficacy  of  ACTH  and 
icortisone  in  relieving  symptoms  of  bronchial 
(asthma.2-12  Segal  and  Herschfus  have  recently 
'reviewed  this  subject.13  The  consensus  of  opin- 
ion of  most  of  these  authors  is  that  both  ACTH 
and  cortisone  will  relieve  the  symptoms  in  the 
majority  of  patients  with  bronchial  asthma  within 
'twenty-four  to  ninety-six  hours.  However,  the 
'period  of  freedom  from  symptoms  following  cessa- 
tion of  therapy  has  varied  considerably.  Usually 
symptoms  recur  within  four  to  six  weeks  after 
therapy  has  been  stopped,  occasionally  within 
twenty-four  hours,  and  more  rarely  as  long  as  two 
(hundred  eighty  days.2 

The  purpose  of  this  paper  is  to  present  our  ob- 
••  servations  on  the  use  of  these  steroids  in  chronic 
intractable  asthma  and  to  emphasize  the  limita- 
tions, dangers,  and  contraindications  of  these  sub- 
stances. 

The  case  material  presented  is  based  on  pa- 
tients treated  at  the  Buffalo  General  Hospital 
and  Children’s  Hospital,  as  well  as  patients 
'treated  in  private  practice.  A total  of  24  pa- 
itients  suffering  from  severe  bronchial  asthma,  12 
males  and  12  females,  ranging  in  age  from  six  to 
seventy-two  years,  were  studied.  The  duration 
of  asthma  in  these  patients  varied  from  four 
months  (two  patients)  to  fifty-four  years.  Al- 
most all  of  these  patients  have  had  at  least  one 
previous  hospital  admission  for  severe  bronchial 
asthma  and  were  refractory  to  the  usual  methods 
* of  therapy. 

Dosage  Schedules 

Cortisone. — Cortisone  was  first  employed  by 
parenteral  injection  of  300  mg.  the  first  day, 
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followed  by  200  mg.  on  the  second  day,  and  100 
mg.  daily  for  the  next  five  to  ten  days.  However, 
when  oral  cortisone  was  made  available,  all  future 
patients  were  carried  on  this  same  schedule  in 
four  divided  doses  daily.  Naturally,  the  dosage 
varied  from  patient  to  patient,  and  maintenance 
schedules  after  the  initial  course  of  therapy  like- 
wise varied  considerably.  Thirteen  of  the  24  pa- 
tients were  given  cortisone.  Seven  of  these  13 
patients  also  had  courses  of  ACTH  therapy  either 
prior  to  or  after  cortisone  therapy  but  not  con- 
comitant with  it. 

ACTH. — Armour’s  preparation  of  ACTH  was 
used  exclusively  in  all  of  these  studies.  The 
usual  dosage  employed  was  25  mg.  four  times 
daily  for  three  to  five  days  followed  by  a gradual 
decrease  in  dosage  to  5 to  10  mg.  four  times  daily 
by  the  eighth  to  twelfth  day.  Twelve  of  these  24 
patients  were  given  ACTH  by  this  method.  Of 
these,  six  had  also  had  cortisone  therapy  but  not 
concomitant  with  ACTH  therapy.  Seven  addi- 
tional cases  were  given  ACTH  intravenously.* 
The  dosage  of  the  intravenous  ACTH  was  from  20 
to  40  mg.  dissolved  in  1,000  cc.  of  glucose  and 
water  given  over  a six  to  eight-hour  period  for  the 
first  day,  followed  by  a gradual  reduction  in  the 
amount  of  ACTH  administered  in  the  same  man- 
ner for  a period  of  four  to  seven  days.  One  of 
these  seven  patients  had  previously  had  cortisone 
and  another  both  cortisone  and  intramuscular 
ACTH. 

Results 

Cortisone. — Eight  of  the  13  patients  had  defi- 
nite relief  of  symptoms  within  one  to  three  days 
after  start  of  cortisone  therapy.  Following  dis- 
continuance of  the  hormone,  remission  recurred 
anywhere  from  three  days  to  the  longest  period  of 
time,  namely,  twelve  weeks  (Table  I).  Two  of 
these  patients  were  on  maintenance  dosages  of 
cortisone  for  as  long  as  three  months.  After 
stopping  therapy  one  of  them  was  free  for  another 
six  weeks.  The  other,  however,  (L.C.)  developed 
symptoms  while  on  his  maintenance  dosage  of 
100  mg.  daily  and,  despite  increasing  the  dosage 
up  to  300  mg.  daily,  continued  to  have  symptoms. 
Previously,  he  had  had  three  courses  of  cortisone 
therapy  with  good  results.  Four  of  these  13  pa- 
tients had  more  than  one  course  of  therapy. 

Three  of  these  13  patients  had  no  benefit  and 

* Some  of  this  ACTH  was  supplied  through  the  courtesy  of 
Dr.  John  Mote  of  the  Armour  Laboratories  and  Company. 
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TABLE  I. — Effect  of  Cortisone  on  Bronchial  Asthma 


Patient 

Age 

Sex 

Duration  of 
Asthma 
(Years) 

Duration  of 
Treatment 

(Days)  Results 

Length  of 
Remission 

W.  S. 

52 

M 

4 

7 None 

C.  W. 

56 

F 

16 

(1)  3 months  Excellent 

(2)  4 weeks  Excellent 

6 weeks 

Still  on  maintenance 

M.  C 

57 

F 

2 

8 Good 

3 weeks 

T.  K. 

58 

M 

4 

7 None* 

J.  S. 

60 

M 

1 

7 Moderate 

2 weeks 

R.  II. 

6 

M 

4 

7 Good 

A.  H. 

51 

F 

14 

7 None* 

A.  M. 

13 

F 

IV* 

(1)  21  Excellent 

(2)  7 None* 

2 weeks 

L.  C. 

49 

M 

2 

(1)  10  Good 

(2)  10  Good 

(3)  90  Good  for  80  days  then  relapse 

A.  M. 

50 

M 

1 

3 weeks  Fair 

While  on  therapy 

J B. 

58 

F 

V. 

(1)  1 week  Good 

(2)  4 weeks  Excellent 

1 week 

12  weeks  plus 

F.  F. 

40 

F 

4 

10  None 

L.  B. 

59 

F 

12 

6 Remission  while  on  maintenance  dosage 

* Patients  claimed  that  they  felt  worse  on  cortisone. 


claimed  that  they  were  made  much  worse  by 
cortisone  therapy. 

Four  developed  marked  edema,  but  in  each  in- 
stance this  soon  subsided  with  cessation  of 
therapy.  One  patient  (R.H.)  had  a definite 
marked  pyschotic  reaction  which  cleared  up. 
All  appeared  euphoric. 

ACTH.—  Twelve  of  the  18  patients  who  re- 
ceived ACTH  obtained  relief  within  one  to  two 
days  after  initiating  therapy  (Table  II).  The 
shortest  period  of  freedom  following  cessation  of 
therapy  was  one  day,  and  the  longest  (one  pa- 
tient) was  seven  months;  however,  the  average 
time  of  remission  was  from  three  to  six  weeks. 
Three  patients  had  more  than  one  course  of 
therapy:  A.  R.  had  four  courses  with  a remission 
of  three  weeks  with  each  of  three  courses.  A.  M. 


had  relief  of  symptoms  on  her  first  two  courses 
and  none  on  the  next  two,  but  when  intravenous 
ACTH  was  given,  she  had  an  excellent  response. 
Patient  G.  L.  had  a remission  of  five  months 
following  his  first  course  of  therapy.  His  second 
course,  that  of  intravenous  ACTH,  likewise  has 
given  good  results  for  eight  weeks  to  date. 

Five  additional  patients  of  this  group  had  in- 
travenous ACTH  only.  Four  of  these  had  relief 
of  symptoms.  Hence,  of  a total  of  seven  pa- 
tients given  ACTH  intravenously,  six  of  the  seven 
were  benefited  for  from  nine  days  to  seven  weeks 
plus,  to  date. 

Three  patients  who  received  ACTH  developed 
edema,  and  one  of  these  had  acne  as  well  as  a 
“moon  face.”  These  side-effects  cleared  up 
when  the  medication  stopped.  One  patient 


TABLE  II. — Effect  of  ACTH  on  Bronchial  Asthma 


Patient 

Age 

Sex 

Duration  of 
Asthma 
(Years) 

Duration  of 
Treatment 
(Days) 

Results 

Length  of 
Remission 
( Days) 

A.  R. 

51 

F 

14 

(1)  7 

Excellent 

21 

(2)  10* 

None 

(3)  13 

Good 

13 

(4)  7 

Good 

21 

A.  M. 

13 

F 

l‘/i 

(1)  17 

Excellent 

210 

(2)  16 

Excellent 

28 

(3)  10 

None 

(4)  6 

None 

(5)  10t 

Excellent 

56  plus 

L.  C. 

49 

M 

2 

3** 

None 

A.  M. 

50 

M 

1 

3 

None 

.1.  B. 

58 

F 

Vi 

7 

Good 

14 

F.  F. 

40 

F 

4 

10 

None 

L.  B. 

59 

F 

12 

7 1 

Excellent 

9 

S.  P. 

57 

M 

40 

10 

Good 

4 

If.  1. 

74 

M 

20 

7 

Good 

10 

S.  D. 

50 

F 

15 

7 

None 

G.  L. 

69 

M 

Vs 

(1)  6 

Good 

150 

(2)  5t 

Good 

35 

M.  G. 

53 

F 

5 

7 

None 

M.  C. 

34 

M 

2 

7 1 

Good 

21 

C.  W. 

56 

M 

50 

10 

Good 

ltt 

M.  C. 

72 

F 

5 

10 

Good 

42 

Mrs.  S. 

55 

F 

10 

lot 

Good 

9 

J.  D. 

28 

M 

Vi 

lot 

Good 

L.  M 

55 

F 

20 

lot 

None 

* On  lower  maintenance  dosage  40  mg.  twice  daily, 
t Intravenous  ACTH. 

**  Claims  he  was  made  worse. 

tt  Patient  died  of  acute  asthma  forty-eight  hours  after  stopping  ACTH. 
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with  emphysema  claimed  that  he  was  made  worse 
by  ACTH.  Another  patient  while  on  ACTH 
developed  pneumonia  which  was  not  recognized 
until  a routine  chest  x-ray  revealed  the  consoli- 
dated process.  As  soon  as  ACTH  was  stopped, 
the  typical  temperature  rise  and  leukocytosis 
developed.  Under  antibiotic  therapy  this  infec- 
tion soon  cleared  up. 

One  patient  (J.D.)  developed  severe  epigastric 
pain  while  on  intravenous  ACTH.  It  was 
thought  that  we  may  have  activated  an  ulcer. 
However,  under  careful  observation  and  after 
i cessation  of  ACTH  therapy  these  symptoms  soon 
subsided. 

All  patients  seemed  to  develop  a sense  of 
euphoria  while  taking  ACTH.  This  occurred 
even  in  those  patients  whose  chests  remained  full 
of  rhonchi  and  wheezes. 

These  side-effects  developed  despite  the  fact 
that  the  patients  were  on  low  sodium  diets  and 
given  either  potassium  chloride  or  iodide  while  on 
ACTH  therapy. 

Case  Reports 

Patients  Treated  with  Cortisone  Alone 

Case  1. — W.  S.,  male,  age  fifty-two,  had  asthma 
for  four  years.  Skin  tests  showed  positive  reactions. 
One  daughter  had  hay  fever.  Attacks  of  asthma 
were  precipitated  by  upper  respiratory  infections. 
Sputum  revealed  99  per  cent  eosinophils  in  smear 
and  2 per  cent  eosinophils  in  blood.  X-ray  of  the 
; chest  showed  true  alveolar  emphysema.  Oral  corti- 
sone was  given  for  seven  days,  starting  the  first  day 
i with  300  mg.,  the  second  day  200  mg.,  and  100  mg. 
daily  for  the  next  five  days.  No  subjective  or  ob- 
jective improvement  was  noted,  and  the  patient 
| claimed  that  he  needed  more  medications  to  keep 
J him  comfortable  during  the  period  of  cortisone  ther- 
apy. 

Case  2. — C.  W.,  female,  age  fifty-six,  had  asthma 
for  sixteen  years  which  was  perennial  in  character. 
Skin  tests  were  negative.  Despite  usual  procedures, 
her  asthma  became  intractable.  Oral  cortisone 
was  prescribed  as  above.  After  three  days  she  felt 
fine.  On  the  eleventh  day,  the  dosage  was  cut  from 
100  mg.  daily  to  50  mg.  daily  for  three  days,  then  to 
25  mg.  daily  for  one  week,  then  to  25  mg.  every 
jother  day  for  one  week,  and  finally  to  12.5  mg.  every 
j other  day.  Therapy  (cortisone)  was  finally  stopped 
three  months  after  it  was  started.  Six  weeks  after 
i cessation  of  therapy  her  symptoms  gradually  recurred 
[to  their  former  state.  She  was  again  placed  on  a 
course  of  cortisone  and  again  responded  within 
forty-eight  hours.  Her  symptoms  are  well-con- 
trolled now  by  taking  12.5  mg.  daily. 

Case  3. — M.  C.,  female,  age  fifty-seven,  had 
asthma  for  two  years.  She  had  extrinsic  asthma, 
as  evidenced  by  many  positive  skin  tests.  She  was 
admitted  to  the  hospital  in  status  asthmaticus.  All 
the  usual  methods  of  therapy  were  of  no  avail. 
She  was  given  900  mg.  of  cortisone  over  a period  of 


eight  days  with  marked  clinical  and  subjective  im- 
provement. She  had  an  excellent  drop  in  eosinophils 
■while  on  cortisone  and  an  increase  in  her  vital  ca- 
pacity. She  remained  well  for  three  weeks  and  then 
had  a recurrence  of  her  status  asthmaticus  which 
again  required  hospitalization.  This  time,  however, 
recovery  was  obtained  without  cortisone. 

Case  4 ■ — T.  K.,  male,  age  fifty-eight,  had  severe 
bronchial  asthma  for  four  years,  perennial  in  char- 
acter, with  associated  emphysema  and  bronchiectasis. 
Skin  tests  were  negative.  He  had  had  16  previous 
hospital  admissions  for  severe  asthma.  He  was 
given  a course  of  cortisone  for  one  week  and  was 
made  worse.  The  usual  measures  of  treatment 
(see  below)  did  produce  a remission. 

Case  5. — J.  S.,  male,  age  sixty,  had  dyspnea  and 
wheezing  for  six  months.  He  likewise  had  definite 
cardiac  impairment.  He  was  given  cortisone  for 
seven  days  with  moderate  relief  of  symptoms  for 
two  weeks. 

Case  6. — R.  H.,  male,  age  six,  had  severe  asthma 
for  the  past  four  years  which  required  constant 
medication,  but  he  continued  to  wheeze,  cough,  and 
be  dyspneic  with  the  slightest  exertion.  There  was  a 
strong  family  history  of  allergy,  and  he  had  many 
positive  skin  tests.  Adequate  treatment  with 
specific  hyposensitization  therapy,  diets,  environ- 
mental control,  etc.  were  employed,  but  he  still 
had  difficulty.  He  was  started  on  25  mg.  of  oral 
cortisone  four  times  daily  for  two  days,  then  25  mg. 
three  times  daily,  and  finally  25  mg.  twice  a day  and 
once  daily.  Improvement  in  symptoms  were  noted 
in  forty-eight  hours.  However,  the  patient  de- 
veloped temper  tantrums  and  outspoken  hostility  to 
his  parents  with  improvement  of  his  asthma.  De- 
spite this  reaction,  however,  he  has  been  main- 
tained on  25  mg.  of  cortisone  daily  with  excellent 
results  and  no  further  mental  or  behavior  flare-ups 
thus  far  (three  weeks). 

Patients  Treated  with  Cortisone  and 
ACTH 

Case  7. — A.  R.,  female,  age  fifty-one,  had  severe 
bronchial  asthma,  allergic  rhinitis,  and  nasal  polyps 
for  fourteen  years.  She  also  had  severe  hyperten- 
sion and  migraine.  Skin  tests  were  essentially  nega- 
tive, but  the  patient  was  violently  sensitive  to  as- 
pirin. Her  first  course  of  ACTH  for  one  week  re- 
sulted in  marked  improvement  of  the  bronchial 
and  nasal  symptoms  and  shrinking  of  the  nasal 
polyps  within  forty-eight  to  seventy-two  hours. 
She  remained  free  of  symptoms  for  three  weeks; 
then  there  was  a gradual  reappearance  of  her 
symptoms.  One  week  later  parenteral  cortisone 
was  given  for  one  week  with  no  relief,  and  her  con- 
dition seemed  to  get  worse.  A second  course  of 
ACTH  was  started,  80  mg.  twice  daily  for  three 
days.  The  patient  improved,  but  because  of  the 
development  of  edema  and  a “moon  face”  the  dosage 
was  reduced  to  40  mg.  daily  for  another  seven  days. 
An  attempt  to  have  a maintenance  dosage  of  40  mg. 
every  other  day  was  made,  but  her  symptoms 
gradually  recurred.  Four  months  after  stopping 
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the  maintenance  dosage,  a third  course  of  ACTH 
was  given  for  thirteen  days.  Relief  was  present  for 
three  weeks.  With  the  recurrence  of  symptoms  oral 
cortisone  was  started  for  five  days,  this  time  with 
beneficial  effects.  However,  because  of  the  edema 
which  developed,  the  cortisone  was  stopped,  and  the 
patient  was  good  for  another  ten  days.  One  month 
later,  a fourth  course  of  ACTH  was  employed  for 
one  week  with  beneficial  results  for  three  weeks. 
It  is  interesting  to  note  that  her  severe  hyperten- 
sion (260/160)  approached  normal  values  (150/80) 
with  each  beneficial  course  of  ACTH. 

Case  8. — A.  M.,  female,  age  thirteen,  had  cough- 
ing and  wheezing  since  July,  1949.  Skin  tests  were 
essentially  negative,  but  a positive  muscle  biopsy 
for  periarteritis  nodosa  was  found.  Associated  with 
the  severe  bouts  of  wheezing  and  coughing,  pul- 
monary infiltrates  of  the  lung  could  be  seen  on  x-ray. 
In  March,  1950,  ACTH,  25  mg.  four  times  daily, 
was  given  for  seventeen  days.  The  lesions  in  the 
chest  cleared  up  remarkably.  However,  seven 
months  later,  in  October,  1950,  there  was  a recur- 
rence of  symptoms  and  lesions  in  the  chest.  A 
second  course  of  ACTH  for  sixteen  days  produced 
similarly  dramatic  results  for  about  four  weeks. 
With  a recurrence  of  symptoms  and  lesions  a third 
course  of  ACTH  was  given  for  ten  days,  but  the  pa- 
tient did  not  respond.  The  lesions  in  the  chest,  the 
symptoms  and  signs,  and  the  high  eosinophilia  re- 
mained. (On  the  previous  courses  of  therapy  there 
was  a disappearance  of  the  eosinophils.)  On  the 
basis  of  the  possibility  that  the  adrenal  cortex  was 
exhausted,  cortisone  therapy  was  instituted.  It 
was  given  parenterally  for  the  first  three  days  and 
then  changed  to  oral  medication.  Within  two 
days  after  cortisone  was  started  her  symptoms  began 
to  clear  up,  eosinophils  dropped,  and  the  lesions  in 
the  chest  also  cleared  up.  After  gradually  reducing 
the  dosage  over  a period  of  three  weeks,  cortisone 
was  discontinued.  Two  weeks  after  this  her  symp- 
toms recurred;  another  course  of  cortisone  for  one 
week  was  started,  but  the  patient  continued  to 
get  worse.  A fourth  course  of  ACTH  was  given  for 
six  days,  but  the  high  eosinophilia,  lesions  in  the 
chest,  and  symptoms  persisted.  She  was  then  given 
ACTH  intravenously.  Twenty  milligrams  were 
injected  in  1,000  cc.  of  5 per  cent  glucose  and  dis- 
tilled water  over  a period  of  eight  hours.  This  dos- 
age was  gradually  reduced  in  the  following  ten  days. 
Dramatic  improvement  was  noted  within  twelve 
hours.  Patient  continued  to  improve  and  has  had 
no  further  symptoms  to  the  present  date  (twelve 
weeks). 

Case  9. — L.  C.,  male,  age  forty-nine,  had  asthma, 
perennial  in  nature,  for  two  years.  Skin  tests  were 
negative,  but  sputum  revealed  95  per  cent  eosino- 
philia. The  usual  therapy  for  asthmatics  did  not 
help  him.  Cortisone  in  the  usual  doses  was  given 
over  a ten-day  period.  Relief  of  symptoms  was 
manifested  for  three  weeks.  ACTH,  25  mg.  four 
times  daily,  was  given  for  three  days  because  of  his 
recurrent  symptoms.  The  patient  claimed  that 
this  made  him  much  worse.  He  then  had  oral  corti- 
sone for  ten  days,  again  with  freedom  of  symptoms 


for  two  weeks.  Cortisone  was  prescribed  a third  time 
and  the  patient  placed  on  a maintenance  dosage  of 
50  to  100  mg.  daily  for  three  months.  While  on 
this  therapy,  despite  an  increase  in  dosage  of  corti- 
sone he  developed  more  and  more  asthma. 

Case  10. — A.  M.,  male,  age  fifty,  had  bronchial 
asthma  for  one  year.  ACTH,  25  mg.  four  times 
daily,  was  given  for  three  days.  There  was  no 
change  in  physical  findings,  eosinophil  counts,  or  I 
vital  capacity,  but  the  patient  claimed  that  he  felt 
better.  He  was  then  given  cortisone  for  three 
weeks;  the  last  two  weeks  on  a daily  maintenance  | 
dosage  of  50  mg.  he  improved  temporarily.  Then 
symptoms  recurred  despite  an  increase  up  to  200  mg. 
daily. 

Case  11. — J.  B.,  female,  age  fifty-eight,  developed 
asthma  in  April,  1950.  The  condition  was  so  severe 
that  she  was  bedridden  or  hospitalized  most  of  the 
time.  ACTH  in  the  usual  dosage  was  given  for  a 
period  of  one  week  with  relief  of  almost  all  the  j 
symptoms  for  two  weeks.  With  the  recurrence  of 
symptoms  cortisone  parenterally  was  given  for  one 
week,  again  with  relief  of  symptoms  for  only  one 
week.  A second  course  of  cortisone,  orally  this  time, 
was  started  one  month  later.  Dramatic  improve-  I 
ment  was  noted  in  twenty-four  hours.  The  dosage 
was  gradually  reduced  over  a period  of  four  weeks  to 
25  mg.  daily  and  then  stopped.  There  had  been  no 
recurrence  of  symptoms  in  eight  weeks. 

Case  12.— F.  F.,  female,  age  forty,  had  perennial 
asthma  for  four  years  and  negative  skin  tests. 
ACTH  was  given  for  ten  days.  No  clinical  or  eosino- 
phil response  was  noted.  A course  of  cortisone  was 
then  administered  parenterally  for  ten  days  without 
benefit. 

Case  13.— L.  B.,  female,  age  fifty-nine,  had  bron- 
chial asthma  for  twelve  years  and  negative  skin 
tests.  She  had  nine  previous  hospital  admissions 
for  status  asthmaticus.  Cortisone,  100  mg.  daily 
for  six  days,  produced  remission  of  symptoms  while 
on  the  drug.  However,  when  a maintenance  dosage 
of  100  mg.  twice  weekly  was  attempted,  her  symp- 
toms recurred.  Subsequently,  she  was  given  ACTH 
intravenously . The  first  dose  was  40  mg.  in  1,000  cc.  I 
of  glucose  and  water  over  a six-hour  period.  The , 
daily  dosage  was  gradually  reduced,  and  she  received 
a total  of  220  mg.  over  a seven-day  period.  There 
was  marked  improvement  in  her  symptoms  within 
twenty-four  hours,  and  she  remained  relatively 
symptom-free  for  nine  days  after  cessation  of  ther- 
apy. The  ACTH  produced  a dramatic  drop  in  total 
eosinophils. 

Patients  Treated  with  ACTH  Alone 

Case  14—  S.  P.,  male,  age  fifty-seven,  had  asthma 
for  forty  vears.  His  condition  was  perennial,  and 
he  had  an  associated  emphysema  and  bronchiectasis. 
His  asthma  was  due  to  both  extrinsic  and  intrinsic 
factors.  He  was  given  ACTH  in  the  usual  manner 
over  a period  of  ten  days.  He  was  symptomatiealh 
better  within  twenty-four  hours,  but  physical  ex- 
amination revealed  just  as  many  rhonchi.  He  fe  ( 
better  for  four  days  after  cessation  of  therapy. 
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Case  15. — H.  I.,  male,  age  seventy-four,  had 
intrinsic  asthma  and  emphysema  for  twenty  years. 
ACTH  was  given  for  seven  days  in  the  usual  manner. 
Improvement  was  noted  within  forty-eight  hours 
after  starting  therapy,  but  symptoms  recurred 
, within  ten  days  after  stopping  the  hormone. 

Case  16. — S.  D.,  female,  age  fifty,  had  asthma  for 
fifteen  years.  Skin  tests  were  negative.  ACTII 
i was  given  for  seven  days  in  the  usual  manner  and 
j the  patient  felt  better,  but  physical  findings  per- 
sisted in  the  chest  despite  an  eosinophil  response. 

Case  17. — G.  L.,  male,  age  sixty-nine,  has  had 
present  attack  of  asthma  for  six  months.  He  was 
given  ACTH  for  six  days  with  excellent  relief. 
When  symptoms  recurred  five  months  later,  40  mg. 
of  ACTH  were  given  intravenously  the  first  day  and 
20  mg.  the  second  day  with  marked  beneficial  re- 
sults. He  was  then  continued  on  intramuscular 
ACTH,  10  mg.  four  times  daily  for  five  days.  He 
has  had  no  recurrence  of  symptoms  in  five  weeks,  so 
far. 

Case  18. — M.  G.,  female,  age  fifty-three,  had  in- 
l|  trinsic  bronchial  asthma  with  a cardiac  element 
present,  probably  cor  pulmonale.  ACTH  was  given 
in  the  usual  manner  with  very  questionable  results. 

Case  1.9. — M.  C.,  male,  age  thirty-four,  also  had 
intrinsic  asthma  with  an  associated  cor  pulmonale. 
Intravenous  ACTH  in  40-mg.  dosage  the  first  day 
j and  gradual  reduction  over  the  seven-day  period 
produced  some  relief  of  wheezing  and  dyspnea  for  a 
three-week  period.  Here,  again,  the  results  are  not 
definite. 

Case  20. — C.  W.,  male,  age  fifty-six,  had  asthma 
since  childhood.  He  had  positive  skin  tests,  hence 
extrinsic  factors,  and  associated  emphysema.  ACTH 
for  ten  days  produced  improvement  in  his  symptoms 
for  only  one  day,  since  he  died  forty-eight  hours  after 
cessation  of  therapy  from  an  acute  asthmatic  at- 
tack. 

Case  21. — M.  C.,  female,  age  seventy-two,  had 
asthma  for  five  years,  intrinsic  with  negative  skin 
tests.  ACTH  given  in  usual  manner  for  a period  of 
ten  days  produced  a remission  of  six  weeks  before 
symptoms  recurred. 

Case  22. — Mrs.  S.,  female,  age  fifty-five,  had 
severe  bronchial  asthma,  intrinsic,  for  ten  years. 
In  1947,  after  a course  of  aerosol  penicillin  her 
asthma  cleared,  and  she  was  well  until  March,  1951. 
Her  symptoms  increased  in  severity  despite  the  use 
of  adrenaline,  aminophylline,  aerosol  penicillin,  and 
iodides.  After  three  weeks  of  unsuccessful  therapy, 
intravenous  ACTH  was  instituted.  Within  twelve 
hours  her  symptoms  improved,  and  the  chest  was 
practically  clear  of  wheezes.  She  remained  well  for 
nine  days,  then  symptoms  recurred  as  severely  as 
ever. 

Case  23. — T.  D.,  male,  age  twenty-eight,  had 
severe  bronchial  asthma  for  only  four  months. 
Although  a younger  brother  had  many  allergies, 
this  patient’s  skin  tests  were  equivocal.  As  all  of 
the  usual  therapeutic  measures  failed,  intravenous 


ACTH  was  finally  used.  There  was  a dramatic 
improvement  in  both  subjective  and  objective 
findings;  his  wheezes  in  the  chest  cleared  up,  vital 
capacity  increased  50  per  cent,  and  he  had  a good 
eosinophil  response.  While  on  therapy,  he  com- 
plained of  severe  epigastric  pain  which  caused  us 
great  concern  for  a time.  However,  with  cessation 
of  the  ACTH  therapy  the  gastrointestinal  symptoms 
subsided.  He  has  remained  free  of  symptoms  for 
four  weeks  to  date. 

Case  24 ■ — L.  M.,  female,  age  fifty-five,  had  severe 
intrinsic  asthma  for  twenty  years.  She  had  nega- 
tive skin  tests.  She  was  given  intravenous  ACTH 
for  ten  days  with  absolutely  no  improvement. 

Comment 

The  dramatic,  although  temporary,  improve- 
ment of  the  greater  majority  of  severe  asthmatics 
treated  with  ACTH  or  cortisone  is  certainly  a 
valuable  aid  in  our  therapeutic  armamentarium, 
provided  these  substances  are  used  properly. 

One  must  be  fully  cognizant  of  the  side-effects 
which  may  develop  from  these  steriods  and  which 
have  been  very  thoroughly  reported  many  times. 
Probably  the  most  disturbing  complication  of 
this  therapy  is  salt  and  water  retention.  We 
have  attempted  to  cope  with  this  problem  by 
giving  the  asthmatics  15  drops  of  saturated  solu- 
tion of  potassium  iodide  three  times  daily  and 
placing  the  patients  on  a sodium-poor  diet.  The 
patients  were  weighed  daily,  and  serum  sodium 
and  potassium  were  checked  two  to  three  times 
weekly. 

It  has  been  known  that  ACTH  will  mask  symp- 
toms, temperature  rise,  and  leukocyte  counts. 
Many  asymptomatic  cases  of  perforated  viscus 
have  been  reported  in  patients  while  on  ACTH 
therapy.  Likewise,  cases  of  “silent”  coronary 
occlusion  and  afebrile  infectious  processes  have 
developed  during  steroid  therapy.  Hence,  care- 
ful and  thorough  physical  examinations  should 
be  done  daily  in  these  patients. 

Those  asthmatics  who  have  associated  marked 
emphysema,  cardiac  involvement  such  as  cor 
pulmonale,  and  bronchiectasis  are  much  less 
successfully  treated  with  ACTH  or  cortisone. 
Rose  recently  reported  that  this  type  of  patient 
with  an  increased  residual  air  is  often  made 
worse  by  this  type  of  therapy.14 

The  cost  of  ACTH  makes  one  hesitate  to  pre- 
scribe this  medication  for  what  is  usually  only  a 
short  period  of  relief.  Effective  maintenance 
dosages  to  be  carried  out  over  a period  of  several 
months  have  not  yet  been  thoroughly  worked 
out.  Brown  and  his  coworkers  have  had  some 
patients  on  maintenance  therapy  of  ACTH  for  as 
long  as  six  months.15  However,  many  or  most  of 
these  patients  have  a recurrence  of  symptoms 
when  the  ACTH  dosage  is  substantially  reduced. 
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TABLE  III. — Results  of  Treatment  of  Bronchial 
Asthma 


Hormone 

Used 

Number 

of 

Patients 

Number 

of 

Courses 

Number 

Improved* 

Per  Cent 
Improved 

Cortisone 

13 

18 

ii 

59 

ACTH,  intra- 

12 

19) 

ii) 

58) 

muscular 
ACTH,  intra- 

>26 

1 17 

>65 

venous 

7 

7* 

6 ; 

86/ 

* Seven  days  or  longer  period  of  remission. 


TABLE  IV. — Diagnosis  of  Allergy 


History — Past,  present,  family 

Physical  Examination — Differential  diagnosis 

Laboratory  Work — Eosinophilia,  etc. 

Skin  Tests — Scratch,  intradermal 
Elimination  Diets 

Change  in  Environment — Home,  occupation 


It  also  is  not  known  as  yet  what  effect  prolonged 
treatment  will  have  on  the  endocrine  system. 

When  ACTH  is  administered  intravenously, 
the  amount  of  material  necessary  to  obtain  effec- 
tive results  is  about  one  quarter  to  one  tenth  the 
amount  necessary  to  produce  the  same  results  by 
intramuscular  injection.  In  the  seven  patients 
who  received  ACTH  intravenously  six  had  im- 
provement for  varying  periods  of  time  (nine  days 
to  four  weeks  plus).  Hence,  by  this  technic  one 
not  only  supplies  fluids  that  are  necessary  but 
also  cuts  the  cost  of  the  medication  considerably. 
Our  results  are  summarized  in  Table  III.  This 
is  only  a preliminary  report  on  this  method  of 
therapy.  Further  detailed  studies  on  more  pa- 
tients are  now  going  on  and  will  be  reported  at  a 
later  date. 

In  view  of  the  short  remissions  obtained  with 
this  hormonal  therapy,  it  is  still  very  essential 
that  the  physician  attempt  to  seek  the  etiology  of 
the  condition  and  treat  it  specifically.  This  can 
be  done  by  a complete  allergic  investigation 
which  includes  a thorough  history,  physical 
examination,  laboratory  and  x-ray  tests,  skin 
tests,  sputum  cultures,  and  environmental  and 
dietary  controls  (Table  IV). 

Once  the  diagnosis  has  been  made,  if  the  pa- 
tient has  extrinsic  factors,  elimination  and  hypo- 
sensitization therapy  are  indicated.  In  those  pa- 
tients who  have  negative  skin  tests  and  are  essen- 
tially intrinsic  cases,  cultures  of  sputum  or  bron- 
choscopic  washings  are  very  often  helpful.  The 
use  of  the  antibiotics  both  parenterally  and  by 
aerosol  are  beneficial.  At  times,  preparations  of 
autogenous  vaccines  prove  very  satisfactory  to 
this  type  of  patient. 

In  the  past  few  years  several  synthetic  epine- 
phrine-like substances  have  been  developed  for 
symptomatic  relief.  Isuprel,  Isonorin,  and  Aero- 
lin  compound  are  some  of  the  drugs  used.  The 
former  two,  can  be  administered  by  oral  inhala- 


tion and  sublingual  tablets,  the  latter  by  inhala- 
tion only.  These  chemicals  seem  to  cause  less 
excitability  and  increased  tension,  but  in  some 
instances  they  caused  marked  palpitation  and 
tachycardia.  Orthoxine  hydrochloride,  an  ephe- 
drine-like  compound  without  the  stimulating 
effects  of  ephedrine  given  orally,  has  proved  of 
value  in  some  milder  cases  of  bronchial  asthma. 

The  antihistaminics  are  mentioned  only  to  be 
condemmed  in  the  treatment  of  the  attack  of 
bronchial  asthma.  They  are  not  nearly  as  effec- 
tive as  the  ephedrine  compounds.  However,  as  a 
prophylactic  measure  they  certainly  do  have  ef- 
fects in  aborting  attacks  and  also  are  helpful  in 
preventing  constitutional  reactions  from  allergic 
injections.  In  addition,  Yonkman  has  recom- 
mended the  use  of  the  antihistaminics  parenter- 
ally in  patients  who  are  adrenaline-fast.16  Our 
experience  with  his  theory,  however,  has  not  been 
very  successful. 

The  asthmatic  who  becomes  adrenaline-fast  is 
truly  a medical  emergency.  These  patients  are 
often  dehydrated  and  very  apprehensive,  and 
hospitalization  is  necessary  (Table  V).  General 
supportive  measures  as  fluids,  sedation,  and  oxy- 
gen should  be  instituted  at  once.  Aminophyl- 
line,  0.25  to  0.5  Gm.  dissolved  in  10  to  20  cc.  of 
water  injected  intravenously,  is  very  useful. 
Unfortunately,  patients  sometimes  do  not  benefit 
from  this  therapy,  and  other  measures  must  be 
employed.  Ether  and  oil,  about  90  cc.  of  each, 
instilled  as  a retention  enema  will  often  break  up 
this  asthmatic  attack  and  allow  adrenaline  to  be 
effective  again.  At  times,  bronchoscopy  must  be 
resorted  to  and  has  proved  to  be  a lifesaving  meas- 
ure in  the  mechanical  removal  of  the  thick  tena- 
cious secretions  which  are  present. 

When  all  the  above  procedures  have  proved  in- 
effective, then  the  use  of  ACTH  or  cortisone 
should  be  employed.  It  must  be  emphasized 
that  in  an  acute  allergic  emergency,  these  steroids 
do  not  act  quickly  enough  to  save  a patient’s  life, 
and  the  measures  discussed  above  should  by  all 
means  be  used  first. 

The  mechanisms  of  action  of  ACTH  and  cor- 
tisone in  allergic  disease  are  still  unsolved.  It 
has  been  shown  by  many  investigators  that  they 
do  not  affect  the  antigen-antibody  reaction  in 


TABLE  V. — Status  Asthmaticus 


1.  Reassurance 

2.  Transfer  to  allergy  room  (hospital) 

3.  Intravenous  aminophylline 

4.  Intravenous  hypertonic  glucose  with  epinephrine 

5.  Fluids 

6.  Oxygen  therapy 

7.  Helium  and  oxygen 

8.  Ether  and  olive  oil  per  rectum 

9.  Sedation 

10.  Bronchoscopy 

11.  ACTH  or  cortisone 
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anaphylaxis  in  guinea  pigs,  nor  do  they  affect  the 
skin  tests  or  reagin  titer  in  man.17-19-  6.20-22 
is  assumed  that  the  action  of  these  hormones  is 
directly  on  the  tissue,  making  it  less  susceptible  to 
the  effects  of  the  antigen-antibody  reaction. 

The  eosinophil  response  of  these  substances  has 
been  used  as  an  index  of  effectiveness.  However, 
recent  reports  by  Feinberg  and  Friedlaender  and 
I the  cases  reported  above  failed  to  show  correlation 
of  relief  of  symptoms  to  a drop  in  eosinophils.6-7 
In  several  instances,  patients  were  markedly  im- 
; proved  and  had  no  eosinophil  response  following 
I therapy,  and  contrariwise,  other  patients  have 
had  no  clinical  improvement  despite  a fall  in  the 
eosinophil  count. 

I 

Summary  and  Conclusions 

1.  ACTH  and  cortisone  relieve  the  symptoms 
of  bronchial  asthma  temporarily  in  the  majority 
of  cases.  The  former  is  probably  more  effective 
‘than  the  latter.  The  longest  period  of  remission 
was  one  hundred  fifty  days  and  the  shortest  one 
day.  The  average  length  of  freedom  from  symp- 
toms has  been  three  to  six  weeks. 

2.  The  intravenous  administration  of  ACTH 
was  found  to  be  at  least  as  effective  as  the  intra- 
muscular route.  Smaller  amounts  are  necessary, 
and  hence,  this  considerably  reduces  the  expense 
of  this  medication. 

3.  These  hormones  are  less  beneficial  to  pa- 
tients who  have  chronic  lung  pathology  such  as 
emphysema  and  pulmonary  fibrosis. 

4.  All  chronic  asthmatics  must  be  carefully 
studied  from  the  allergic  viewpoint.  Therapy 
hlong  these  lines  gives  more  satisfactory  and  pro- 
longed effects  than  do  the  steroids. 

40  North  Street 
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Discussion 

Harold  A.  Lyons,  M.D.,  Laurelton. — This  report 
is  very  valuable,  for  the  mechanism  of  action  of  both 
adrenocorticotropic  hormone  and  cortisone  remains 
unknown.  Moreover,  relatively  little  is  known 
about  the  intimate  mechanism  and  pathogenesis  of 
bronchial  asthma,  and  much  of  the  data  concerning 
it  is  conflicting  and  controversial.  This  is  not  sur- 
prising in  view  of  the  variability  of  the  disease,  the 
importance  of  heredity,  environmental,  and  psy- 
chologic factors,  and  the  response,  unpredictable  at 
times,  to  many  medications.  Surgical  procedures, 
experimental  studies,  and  clinical  investigations 
have  implicated  cholinergic  agents,  the  autonomic 
nervous  sytem,  the  endocrine  system,  metabolic 
features,  and  ionic  distributions  in  the  production  of 
the  asthmatic  attack.  That  infection  and  psychiat- 
ric factors  are  very  important  facets  in  production 
of  the  disease  is  well  known.  Whether  they  are 
primary  or  aggravating  factors  is  not  clear.  Never- 
theless, it  has  been  reported  that  in  some  instances 
cure  has  been  effected  by  psychotherapy  alone. 
Furthermore,  to  indicate  the  complexity  of  the 
asthma  problem,  the  evidence  of  the  disease’s  being 
predominantly  unilateral,  even  in  the  absence  of  uni- 
lateral anatomic  disease,  must  be  cited.  This  has 
been  noted  respectively  in  Gaensler’s  and  our  own 
laboratories  and  has  also  been  noted  clinically  both 
in  artificially  induced  and  occasional  cases  of  spon- 
taneous asthma. 

Curry  has  reported  that  adrenocorticotropic 
hormone  and  cortisone  cause  a dramatic  decrease  in 
histamine  output  (tissue  histamine),  give  protection 
from  methacholine-induced  asthma,  and  likewise 
produce  many  metabolic  effects.  In  some  cases, 
clinical  amelioration  precedes  improvement  in 
clinical  findings  and  pulmonary  function  studies. 
The  euphoria  produced  with  these  agents  may  ac- 
count for  this  subjective  improvement  Thus,  ob- 
jective tests  are  required  for  proper  evaluation. 

Dr.  Arbesman  has  stressed  the  side-effects  of 
these  agents,  their  disadvantages,  and  the  precautions 
that  are  to  be  exercised  with  their  use.  However, 
certain  points  should  be  emphasized.  A careful 
physical  examination  should  be  done  every  day  the 
patient  is  under  therapy,  for  infections  and  critical 
episodes  may  be  masked.  Also,  the  presence  of 
tuberculosis  must  be  carefully  ruled  out  before 
either  one  of  these  substances  is  employed  in  ther- 
apy. The  activation  and  rapid  spread  of  tubercu- 
lous disease  by  these  substances  is  a matter  of  record. 
Adrenocorticotropic  hormone  contains  protein  im- 
purities. These  may  act  as  sensitizing  agents  and 
account  for  the  failures  at  a later  date  of  further 
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courses  of  therapy.  There  is  good  evidence  that 
intravenous  ACTH  may  eliminate  this  possibility, 
and  certainly,  the  amount  of  therapy  can  be  enor- 
mously increased  by  intravenous  administration. 
With  the  use  of  cortisone,  the  endogenous  pituitary 
adrenocorticotropic  hormone  may  be  suppressed. 
On  withdrawal  of  therapy,  temporary  adrenal  in- 
sufficiency may  result  so  that  a more  severe  form  of 
the  disease  may  ensue  (this  is  referred  to  as  “re- 
bound effect”).  This  may  even  prove  fatal.  Some 
of  the  unsuccessful  cases  reported  by  Dr.  Arbesman 
may  be  explained  on  this  basis.  There  are  unpub- 
lished incidences  of  death  during  therapy  with  these 
substances.  The  high  incidence  of  thromboembolic 
episodes  is  a great  disadvantage.  Also  the  produc- 
tion of  renal  lesions  with  cortisone  must  be  guarded 
against. 

The  maintenance  dosage  in  asthma  needs  further 
study.  The  effects  of  prolonged  therapy  are  still 
unknown;  however,  cases  of  asthma  have  been 
treated  as  long  as  four  months  and  in  other  diseases 
for  even  longer  periods  without  any  demonstrable 
adverse  effects.  In  animals,  cortical  tumors  of  the 
adrenal  glands  are  produced  with  prolonged  therapy. 

The  discrepancy  between  clinical  improvement 
and  a fall  in  the  eosinophils,  as  mentioned  by  Dr. 
Arbesman,  has  been  recorded  in  other  studies  also. 
This  is  especially  true  in  conditions  such  as  asthma 
when  the  initial  levels  of  eosinophils  are  high  and 
the  percentage  levels  of  decrease  are  not  measured. 
The  eosinophil  count,  although  a very  sensitive 
test  of  adrenal  gland  activity,  is  not  always  a con- 
stant measure  of  its  activity.  The  level  of  urinary 
17-ketosteroids  is  a constant  test  and  should  be 
used  in  appraising  the  state  of  adrenal  activity. 

The  evaluation  of  any  drug  therapy  in  a study 
series  of  asthma  cannot  be  accurately  accomplished 
unless  objective  tests  are  made.  These  are  pul- 
monary function  tests.  Only  with  the  demonstra- 
tion of  improvement  in  respiratory  patterns,  in- 
creases in  maximum  breathing  capacity  and  arterial 
oxygen  saturations,  and  decrease  in  residual  air  is 
conclusive  evidence  of  beneficial  effects  of  therapy 
established. 

It  should  be  mentioned  that  the  patients  with 
bronchial  asthma  and  associated  pulmonary  em- 
physema and  fibrosis  are  special  and  difficult  prob- 
lems. These  are  usually  evidenced  by  longstanding 
asthma  with  poor  bronchodilator  and  broncho- 
constrictor  response,  persistently  large  residual  air 
values,  persistent  low  oxygen  tensions,  and  high 
carbon  dioxide  tensions  after  exercise.  Usually  no 
method  of  therapy  aids  these  patients  to  a great 
extent.  They  account  for  some  of  the  failures 
with  ACTH  and  cortisone  therapy.  It  is  well  known 
that  cor  pulmonale  is  difficult  of  recognition  and 
may  well  be  present  in  a great  proportion  of  these 
cases.  Perhaps  the  sodium  and  edema  fluid  reten- 
tion accounts  for  the  increase  in  severity.  Addi- 
tional therapy  of  digitalis  and  diuretics  may  change 
a poor  response  into  an  optimum  one.  It  is  this 
type  of  case  that  requires  ingenuity  and  careful  ob- 
servation during  the  course  of  therapy. 

The  second  portion  of  Dr.  Arbesman’s  paper 
needs  slight  comment.  Our  own  experiences  and  the 


respective  reports  of  Vallery-Radot,  McCombs,  and'  j 
Curry  indicate  that  allergy  is  not  the  answer  in  the  l I 
majority  of  cases. 

Agreement  with  the  outline  of  therapy  presented  I • 
for  status  asthmaticus  is  held.  However,  bronchos-  ’ 
copy  should  be  placed  high  on  the  list.  It  often' 
is  a lifesaving  procedure,  or  it  terminates  an  attack,  j 
Oximeter  studies  have  demonstrated  to  us  the  im-| 
provement  in  arterial  oxygen  saturation  after  1 ( 
bronchoscopy.  The  procedure  is  especially  useful 
in  those  cases  associated  with  pulmonary  emphy- 
sema  and  impairment  of  the  drainage  mechanism  of  I 
the  bronchi. 

Occasional  employment  of  general  ether  anesthesia  r 
alone  or  with  bronchoscopy  will  effectively  ter-  | 
minate  an  attack  of  status  asthmaticus. 

Oxygen  therapy  is  of  definite  importance  in  the  y 
management,  but  important  facts  in  its  use,  especi-  L 
ally  in  some  cases  with  pulmonary  emphysema.  ’ 
are  not  to  be  neglected.  Its  continuous  use  may  I 
lead  to  coma  and  death.  It  decreases  effective  ven-| 
tilation  even  as  it  improves  oxygen  saturation  and  I 
causes  carbon  dioxide  rise  with  its  serious  effects.  J I 
The  intermittent  use  of  oxygen  or  gradual  increasf  | 
in  its  concentration  will  avoid  this  complication. 

Adrenocorticotropic  hormone  and  cortisone  pro-, 
duce  beneficial  and,  at  times,  dramatic  effects  ir  ■ 
severe  bronchial  asthma  as  Dr.  Arbesman  hail 
shown.  All  that  can  be  said  at  present  is  that  ii 
some  way,  as  yet  unknown,  these  substances  re- 
duce pulmonary  reactivity,  perhaps  by  decreasing 
the  irritability  of  individual  cells. 

Emanuel  Schwartz,  M.D.,  Brooklyn. — Specific  * 
treatment  of  bronchial  asthma,  such  as  avoidance 
of  offending  allergenic  agents  and  specific  hypo 
sensitization,  so  far  are  the  best  methods  to  pursue , #» 
to  obt  ain  complete  relief  of  symptoms.  However  j 
when  a patient  is  observed  during  an  acute  asthma 
tic  attack,  satisfactory  symptomatic  relief  is  de  l . 
sired  as  quickly  as  possible.  In  acute  asthma  or  evei 
in  chronic  asthma,  the  acute  exacerbations  can  be 
relieved  without  difficulty  with  epinephrine  o 
aminophylline  and  in  mild  attacks  with  oral  o 
aerosol  bronchodilators.  The  administration  o 
cortisone  is  not  the  first  line  of  approach  in  the  treat 
ment.  of  acute  asthma. 

The  clinical  response  obtained  with  ACTH  o 
cortisone  by  Dr.  Arbesman  in  chronic  intractably 
asthma  and  status  asthmaticus  justifies  their  use 
after  the  usual  therapeutic  measures,  such  as  th- 
use  of  fluids,  oxygen,  epinephrine,  intravenou 
aminophylline,  antibiotics,  and  iodides  have  failed 
The  clinical  result  with  either  drug  is  about  th 
same,  although  it  seems  that  ACTH  acts  mor 
quickly.  Intravenous  ACTH  should  be  reserve' 
for  the  very  severe  asthmatics  who  have  failed  t j 
respond  to  intramuscular  ACTH,  cortisone,  and  th  , 
usual  therapeutic  measures. 

It  should  be  emphasized  that  when  ACTH  or  cot 
tisone  therapy  is  instituted,  the  usual  therapeuti 
measures  should  not  be  discontinued  immediately 
Repeated  injections  of  epinephrine  or  aminophvllin 
may  still  produce  some  immediate  but  temporar 
relief  until  cortisone  or  ACTH  takes  effect.  Thes 
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drugs  do  not  act  rapidly  enough  to  relieve  the  acute 
asthmatic  symptoms  immediately  or  save  the 
patient’s  life  in  any  other  acute  allergic  emergency. 
With  the  onset  of  symptomatic  relief  the  usual 
therapeutic  measures  can  be  gradually  eliminated. 

! In  most  of  the  patients,  as  reported  by  Dr.  Arbes- 
man,  and  previously  by  Randolf  and  Rollins,  Carey 
and  associates,  Harvey  and  Howard,  and  Rose, 
the  results  with  ACTH  or  cortisone  were  dramatic. 
However,  relief  with  these  drugs  is  temporary,  and 
symptoms  tend  to  recur. 

In  a series  of  patients  with  chronic  intractable 
asthma  treated  in  the  Allergy  Clinic  of  the  Long 
Island  College  Hospital  and  in  private  practice, 
symptomatic  relief  obtained  with  oral  cortisone 
tablets  compared  favorably  with  that  produced  with 
intramuscular  cortisone  or  ACTH.  The  duration  of 
therapy  ranged  from  one  to  forty-five  days.  Pa- 
tients with  hypertension,  diabetes  mellitus,  con- 
gestive heart  failure,  coronary  artery  disease,  psy- 
chopathic personalities,  and  the  older  age  group 
were  not  included  in  this  study.  The  summary  and 
conclusions  were  as  follows:  Oral  cortisone  relieved 
the  symptoms  of  chronic  intractable  asthma  in 
26  of  31  courses  given  to  22  patients.  Five  courses 
I in  five  different  patients  had  no  benefit,  and  four 
of  the  five  patients  had  emphysema.  In  those 
patients  who  obtained  relief,  it  was  much  greater 
than  that  previously  obtained  with  any  other 
medication.  Relief  occurred  within  five  to  seventy- 
' two  hours  after  the  onset,  of  therapy  and  on  adequate 


dosage  was  maintained  during  cortisone  adminis- 
tration. Eight  patients  relapsed  in  one  week  and 
ten  during  the  second,  or  61  per  cent  relapsed  within 
two  weeks  after  cortisone  was  discontinued.  The 
shortest  period  of  remission  was  twelve  hours  and 
the  longest  two  hundred  ten  days.  There  was  no 
relationship  between  the  total  dosage  or  duration  of 
adequate  therapy,  or  both,  and  the  length  of  re- 
mission. Ankle  edema  occurring  in  one  patient, 
an  initial  decrease  in  urinary  output  in  four,  an 
initial  gain  in  weight  in  six,  and  an  occasional  gly- 
cosuria disappeared  on  decreased  dosage  of  cortisone. 
One  patient  died  from  an  acute  asthmatic  attack, 
and  the  autopsy  findings  showed  no  evidence  of 
relationship  between  cortisone  therapy  and  the 
cause  of  death. 

Once  an  optimum  dose  of  cortisone  has  produced 
complete  relief,  the  simultaneous  administration 
of  suboptimal  doses  of  cortisone  and  such  drugs  as 
bronchodilators,  iodides,  antibiotics,  and  other  well 
tried  general  measures  of  treatment  suggests  the 
possibility  that  a remission  can  be  maintained  much 
longer.  During  the  period  of  remission,  as  Dr. 
Arbesman  has  so  ably  summarized,  all  chronic 
asthmatics  must  be  carefully  studied  from  the  al- 
lergic viewpoint.  Cortisone  or  ACTH  therapy  is 
not  a substitute  for  allergic  management.  Only  by 
the  method  of  elimination  of  the  offending  factor  or 
factors  and  hyposensitization  where  elimination 
cannot  be  carried  out  can  one  obtain  complete 
success. 


A SATISFACTORY  METHOD  FOR  DRESSING  SEVERE  CONTUSION  LACERATED  ABRASION 
WOUNDS 


The  author  presents  what  he  believes  to  be  a 
simple  and  satisfactory  method  for  dealing  with 
extensive  single  or  multiple  skin  and  faciomaxillary 
contusion  lacerated  abrasion  wounds.  This  type 
of  injury  has  become  more  frequent  as  a result  of 
increases  in  automobile  accidents.  Also,  it  is  sig- 
nificant as  an  industrial  injury.  Materials,  methods, 
and  advantages  are  briefly  but  clearly  set  forth. 

With  the  use  of  physiologic  salt  solution  for  irri- 
gation and  moist  sponging,  the  wound  is  cleaned  of 
glass  and  loose  bone  fragments,  dirt,  blood  clots, 
devitalized  tissue,  or  any  other  foreign  body.  Un- 
less sensitivity  is  a known  factor,  a solution  of 
penicillin,  50,000  units  per  cc.,  is  used  to  bathe  the 
wound,  the  margins  of  which  are  then  carefully 
approximated  and  sutured  with  silk.  Special  care 
is  taken  to  avoid  overlapping  and  suture  tension 
which  will  not  compensate  for  edema.  Next  the 
extensive  single  or  multiple  abrasion  sites  are 
sponged,  bathed,  or  sprayed  with  penicillin  solution 


and  a flat,  smooth,  sterile  thin  rubber  sheet  is 
placed  over  the  entire  area  with  a centimeter  or  more 
of  free  margin.  Gauze  placed  over  the  rubber  and 
outer  margin  maintains  even  pressure  and  absorbs 
moisture  from  around  edges.  Bandage  or  adhesive 
strips  are  used  to  keep  the  entire  dressing  in  posi- 
tion. 

After  seventy-two  hours,  removal  reveals  a 
granulated  free  surface,  moist  and  covered  with 
plastic  exudate  composed  of  blood  elements.  If 
indicated,  sutures  are  removed.  A similar  dressing 
may  be  applied  and  left  for  twenty-four  to  forty- 
eight  hours,  depending  on  consciousness  or  co- 
operativeness of  the  patient.  With  removal  of  the 
dressing,  the  moist  surface  dries  within  a few  hours, 
and  further  dressing  usually  is  not  needed.  The 
crust,  coming  off  gradually,  should  not  be  forced, 
but  margin  can  be  clipped  away  with  the  scissors. — 
Peter  N.  Pastore,  M.D.,  The  Southern  Surgeon, 
August,  1950 
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the  Brooklyn  Hebrew  Home  and  Hospital  for  the  Aged) 


LIFE  is  a continuous  process,  and  despite  the 
classification  of  people  into  groups  according 
to  their  chronologic  ages,  there  is  no  clear-cut 
boundary  line  between  any  two  groups.  How- 
ever, age  distinctions  are  made  for  practical  pur- 
poses, and  those  who  have  reached  the  age  of 
sixty-five  are  placed  in  the  aged  group.  Since 
the  span  of  life  has  been  increased  by  approxi- 
mately twenty  years  during  the  first  half  of  this 
century,  the  aged  have  become  more  and  more 
numerous.  There  are  certain  pertinent  facts 
relative  to  the  aged  that  must  be  mentioned  be- 
fore discussing  the  subject  of  this  paper.  These 
have  been  stressed  at  the  National  Conference  of 
Aging  held  in  Washington  in  August,  1950. 
They  are  as  follows : 

1.  There  are  almost  eleven  and  a half  million 
persons  aged  sixty-five  and  over  in  the 
United  States,  almost  8 per  cent  of  the 
total  population. 

2.  Since  1900  the  total  of  the  United  States 
population  has  doubled.  The  number  of 
persons  of  sixty-five  years  and  over,  how- 
ever, has  almost  quadrupled.  By  1960 
this  group  will  number  almost  15,000,000, 
and  by  1975  almost  20,000,000. 

3.  There  are  90  men  for  every  100  women  in 
that  group. 

4.  Almost  3 million  persons  aged  sixty-five  or 
over  are  employed.  Almost  half  of  men 
workers  in  this  age  group  are  self-employed, 
as  compared  with  one  in  five  in  the  total 
male  working  population. 

5.  About  three  and  a half  million  of  those 
sixty-five  years  and  over  have  no  money 
income.  Of  those  with  money  income, 
more  than  half  have  incomes  of  less  than 
$1,000,  and  almost  one  third  have  incomes 
less  than  $500. 

6.  Not  even  one  in  25  of  those  aged  sixty-five 
and  over  live  in  institutions;  four  fifths 
live  with  relatives. 

7.  In  the  past  half  century,  our  country  has 
changed  from  a predominantly  rural  to 
predominantly  urban  nation.  There  are 
fewer  job  opportunities  for  the  aged  in  the 
cities,  and  homes  are  smaller.  The  devel- 
opment of  household  appliances  and 
gadgets  has  reduced  the  number  of  burden- 
some house  and  farm  chores. 

Presented  at  the  145th  Annua)  Meeting  of  the  Medical  So- 
ciety of  the  State  of  New  York,  Buffalo,  Section  on  Neurol- 
ogy and  Psychiatry,  May  4,  1951. 


8.  Two  out  of  three  men  sixty-five  years  and 
over  are  married,  but  the  majority  of 
women  in  this  group  are  widowed.  Married 
women  tend  to  outlive  their  husbands. 

9.  The  long  time  trend  in  the  relative  number 
of  workers  among  older  persons  has  been 
downwards.  At  present,  only  45  per  cent 
are  working. 

10.  Chronic  diseases  are  the  leading  causes  of 
death  in  older  people;  heart  disease  41.3, 
cancer  13.6,  intracranial  vascular  lesions 
12.4,  nephritis  6.8,  and  accidents  (excluding 
motor  vehicles)  3.5. 

In  addition,  it  must  be  remembered  that  since 
women  outlive  men  by  approximately  five  years 
and  since  men  generally  marry  women  approxi- 
mately four  or  five  years  their  juniors,  it  is  con- 1 
ceivable  that  a time  will  be  reached  when  the  very 
old  people  will  consist  principally  of  women. 
Society  is  suddenly  faced  with  problems  pre- 
sented by  a large  aged  population. 

Aging  is  a biologic  process,  and  it  is  character- 
ized by  anatomic,  physicochemical,  physiologic, 
and  psychologic  changes.  Physically  it  is 
characterized  by  a steady  and  progressive  decline 
in  all  functions.  The  central  nervous  system 
shows  a tendency  towards  increase  in  glial  ele- 
ments, and  the  nerve  cells  undergo  considerable 
sclerosis.  Senile  plaques  and  Alzheimer  fibrillary 
changes  in  nerve  cells  are  present  even  in  the 
brains  of  many  normal  old  people.  The  auto-i 
nomic  nervous  system  likewise  shows  changes  in 
the  neural  elements,  and  this  results  in  inadequate 
functional  activities  of  the  various  organs  of  the 
body.  Cerebral  vascular  changes  result  ir 
diminished  efficiency  of  that  system,  causing 
some  anoxia  and  interference  with  the  adequate 
supply  of  nourishment  to  the  nerve  cells  and  witl 
the  lymphatic  drainage  of  the  brain.  Muscle 
power  is  diminished,  and  motor  disabilities  an 
not  uncommon.  The  equilibrium  is  generally  im 
paired.  There  is  definite  dulling  in  sensory  per 
ception.  Deafness  is  not  uncommon  in  ole 
people,  and  this  produces  an  additional  handicai 
by  making  them  somewhat  suspicious  and  even 
paranoid.  The  cardiovascular  system  does  no 
function  as  efficiently  as  in  the  young.  Th 
glands  of  internal  secretion  likewise  underg 
changes.  Sex  glands  decrease  their  hormoru 
output.  The  pituitary  shows  an  increase  in  th 
chromophobe  cells  and  a decrease  in  the  acidt 
phils.  Myxedema  is  not  infrequent.  The  entir 
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gastrointestinal  tract  shows  degenerative  changes; 
the  teeth  fall  out,  the  mucous  membranes  atro- 
phy, secretions  of  the  stomach,  pancreas,  and  in- 
testines are  impaired,  and  normal  bowel  move- 
ments become  sluggish.  Absorption  from  the 
gastrointestinal  tract  is  generally  diminished. 

Changes  also  occur  in  the  psychologic  states  of 
old  people.  Perceptions  are  not  as  keen  as  in  the 
young.  Concentration  is  impaired  and  associa- 
tion retarded.  Retention  and  memory  are  some- 
what defective.  Mood  is  irritable,  and  emotional 
response  is  at  times  inadequate.  Judgment  is 
apt  to  be  defective  and  is  likely  to  be  colored  by 
prejudice,  resentment,  and  suspicion.  Mental 
tension  is  lowered,  and  there  is  difficulty  in 
changing  quickly  from  one  subject  to  another. 
Less  objectivity  is  used  in  reality  testing  and  in 
meeting  situations  adequately  and  realistically. 
It  is  not  easy  for  them  to  acquire  patterns  of 
reaction  based  upon  current  social,  economic,  and 
political  views. 

With  these  considerations  in  mind,  we  shall 
now  mention  the  most  frequent  neurologic  and 
psychiatric  disorders  occurring  in  the  aged. 

Neurologic  Disorders 

The  common  neurologic  disorders  may  be 
divided  into  the  following  groups:  (1)  cerebral 
vascular  disturbances,  (2)  primary  and  metastatic 
: cerebral  neoplasms,  (3)  compression  of  neural 
tissues,  (4)  neuropathies  due  to  metabolic  dis- 
orders, and  (5)  infectious  diseases. 

Cerebral  Vascular  Disorders. — Cerebral  vascular 
disorders  cause  the  most  frequent  neurologic 
I disturbances  in  the  aged.  The  cerebral  arteries 
not  only  carry  nutriments  and  oxygen  to  the 
nerve  cells,  but  they  also  contain  within  their 
walls  the  Virchow-Robin  lymph  spaces,  which  form 
the  lymphatic  system  of  the  brain.  Cerebral 
arteriosclerosis,  whether  of  the  atheromatous  or 
diabetic  type,  causes  inadequate  oxygenation  of 
the  brain  cells  and  also  interference  with  the 
proper  function  of  the  Virchow-Robin  lymph 
I system.  Patients  having  cerebral  arteriosclerosis 
j generally  complain  of  headaches,  dizziness,  ringing 
in  the  ears,  a knocking  sensation,  a fullness  in  the 
|head,  and  inability  to  concentrate.  They  are 
'frequently  irritable.  Restlessness  and  insomnia 
are  frequent,  and  transitory  episodes  of  memory 
impairment  may  occur.  Dizziness  is  a common 
complaint.  Arteriosclerosis  of  the  large  vessels 
may  later  produce  pareses,  paralyses,  and  anes- 
thesias. When  the  arterioles  and  capillaries  are 
involved,  mental  symptoms,  such  as  memory 
impairment,  emotional  deterioration,  periods  of 
[confusion,  and  even  true  psychotic  episodes,  are 
i apt  to  occur. 

Cerebral  thrombosis  results  from  occlusion  of 
[the  cerebral  vessels.  It  is  a natural  sequel  to 


cerebral  arteriosclerosis.  Mild  or  severe  systemic 
infections  and  chronic  wasting  disorders  are  often 
its  precursors.  Thromboses  of  arterioles  and 
capillaries  are  very  common,  but  frequently  their 
symptoms  are  misinterpreted  as  the  result  of  a 
“cold,”  “grippe,”  and  gastrointestinal  upsets. 
Thromboses  of  large  vessels  generally  occur  in  the 
early  part  of  the  morning,  and  they  produce  the 
usual  picture  of  hemiparesis,  hemiplegia,  aphasia, 
agraphia,  etc.  The  manifestation  of  cerebral 
thrombosis  is  usually  of  a slow  and  progressive 
nature  reaching  its  heights  in  twenty-four  to 
thirty-six  hours.  Its  symptomatology  will  de- 
pend upon  its  anatomic  localization. 

Cerebral  hemorrhage  is  not  infrequent  in  the 
aged.  Massive  cerebral  hemorrhage  usually 
occurs  in  known  hypertensive  individuals  or  in 
those  who  have  had  arteriosclerosis  for  a long 
time.  The  onset  is  usually  sudden  with  uncon- 
sciousness, hemiplegia,  and  elevation  of  tempera- 
ture. Subarachnoid  hemorrhage  is  infrequent  in 
very  old  people,  and  one  is  sometimes  surprised  to 
encounter  such  cases.  Intraventricular  hemor- 
rhages result  from  rupture  of  vessels  on  or  near 
the  ventricular  wall,  from  a ruptured  aneurysm 
that  has  invaded  the  ventricles,  or  from  a massive 
cerebral  hemorrhage  that  has  extended  to  the 
ventricular  system.  There  is  a sudden  and  pro- 
found loss  of  consciousness  with  marked  elevation 
of  temperature,  bloody  spinal  fluid,  and  death 
within  twenty-four  to  thirty-six  hours. 

Cerebral  Neoplasms—  Primary  and  metastatic 
cerebral  neoplasms  may  exist  in  the  aged  for  a 
long  time  before  they  produce  symptoms,  and 
when  symptoms  occur,  they  are  not  of  the  classic 
type  generally  expected  in  brain  tumors.  Papil- 
ledema is  not  a very  common  finding,  and  head- 
ache is  a late  symptom.  Usually  the  tumors  of 
the  aged  are  glioblastoma  multiforme  and 
metastatic  tumors,  and  they  are  accompanied  by 
marked  cerebral  edema.  A convulsion  may  be 
their  earliest  manifestation.  Not  infrequently 
they  may  begin  clinically  with  spreading  paralysis 
over  a period  of  several  days.  Occasionally  im- 
provement in  symptoms  may  occur,  and  tempo- 
rary remissions  of  symptoms  are  not  infrequent. 
Whenever  an  old  person  presents  an  insidiously 
progressive  hemiplegia  or  has  an  unexplained  con- 
vulsion, one  should  suspect  the  presence  of  a 
brain  tumor.  X-ray  of  the  skull,  spinal  fluid 
studies,  ventriculography  or  pneumoencephalog- 
raphy, and  angiography  may  help  to  establish 
the  correct  diagnosis.  The  treatment  for  brain 
tumors  in  the  aged  is  practically  the  same  as  when 
they  occur  in  younger  people. 

Compression  of  Neural  Tissues. — Symptoms 
pointing  to  focal  or  radicular  involvement  of 
neural  tissues  may  occur  in  bone  diseases  such  as 
in  Paget’s  disease  of  bone  and  in  osteoarthritis  of 
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the  spinal  column,  in  slipped  disks,  and  in  such  in- 
vasive lesions  as  Boeck’s  sarcoid.  Gaucher’s 
disease  of  the  vertebrae  may  produce  a most 
serious  type  of  compression  myelopathy.  X-rays 
of  the  skull,  the  spinal  column,  and  the  long  bones 
and  biopsy  studies  of  regional  lymph  nodes  or 
occasional  sternal  punctures  and  splenic  punc- 
tures will  disclose  the  true  nature  of  many  obscure 
neurologic  disorders. 

Neuropathies  due  to  Metabolic  Disorders. — 
Metabolic  disorders  such  as  diabetes  may  cause 
multiple  peripheral  neuropathies  and  even  myelop- 
athy. Avitaminosis  due  to  dietary  indiscretion 
or  following  insufficient  consumption  of  adequate 
vitamins  due  to  gastrointestinal  disturbances  is 
not  infrequent  in  the  aged  and  may  produce  seri- 
ous peripheral  neuropathies.  Careful  attention 
to  the  diet  and  the  employment  of  proper  and 
sufficient  vitamins  will  be  of  tremendous  help  in 
these  disturbances.  Not  infrequently,  one  en- 
counters episodes  of  confusion  and  excitement  in 
old  people  who  have  undergone  extensive  gastro- 
intestinal operations.  They  become  excited,  ex- 
press delusions  and  hallucinations,  are  confused 
and  disoriented,  and  may  present  serious  adminis- 
trative problems.  Since  they  are  usually  pa- 
tients in  a general  hospital,  the  residents  in  sur- 
gery and  even  the  attending  surgeons  are  anxious 
to  send  these  people  to  psychiatric  hospitals  be- 
cause of  the  difficulties  in  managing  them.  Skilled 
psychiatric  care  and  the  liberal  use  of  vitamins, 
especially  nicotinic  acid,  will  relieve  these  transi- 
tory psychotic  states. 

Infectious  Diseases. — Old  people  react  very 
poorly  to  infectious  diseases.  Not  infrequently, 
the  only  signs  or  symptoms  of  severe  infections 
such  as  bacterial  meningitis  may  be  but  malaise, 
mild  elevation  in  temperature,  and  cloudiness  of 
consciousness.  Transitory  confused  states  fol- 
lowing mild  infections  are  quite  frequent  in  old 
people.  Encephalitic  reactions  are  not  uncom- 
mon in  the  old,  and  the  trained  neurologist  and 
neurologically  oriented  psychiatrist  will  readily 
recognize  these  unusual  reactions.  Skilled  med- 
ical care  plus  competent  psychiatric  treatment 
are  necessary  for  the  efficient  management  of 
these  patients.  The  judicious  use  of  spinal  punc- 
ture will  prolong  the  life  of  many  an  ailing  old 
person. 

In  brief,  the  neurologic  disorders  in  the  aged 
are  common  conditions  which  may  be  readily 
recognized  by  the  trained  neurologist  as  well  as  by 
the  neurologically  oriented  psychiatrist. 

Psychiatric  Disorders 

The  psychiatric  disorders  of  the  aged  may  be 
classified  in  the  following  groups : 

1.  Those  due  to  the  removal  by  the  aging 
process  of  the  modifying  influences  of  education, 


training,  and  experience  on  primary  personality 
patterns. 

2.  Neurotic  reactions  which  are  basically  a 
“separation  syndrome,”  a reaction  to  loss  of  one’s 
job,  business,  or  professional  pursuits,  to  loss  of 
friends,  marital  partner,  or  children,  to  loss  of 
positions  of  power  and  influence,  to  loss  of  home 
or  of  money,  etc. 

3.  Psychotic,  resulting  from  senile  and  arterio- 
sclerotic degenerative  brain  lesions  or  secondary 
to  other  somatic  disorders. 

Emergence  of  Primary  Infantile  Patterns  of 
Behavior. — Human  beings  bring  into  old  age  the 
personalities  that  they  have  carried  throughout 
their  lives  which  characterize  them  as  distinctive 
human  entities.  These  personality  traits  are 
developed  in  infancy  and  childhood  through  the 
relationship  of  human  beings  to  their  parents  and 
siblings.  It  is  in  the  home  that  the  child  has  ac- 
quired behavior  patterns  which  are  more  or  less  i 
integrated  into  his  personality  by  means  of  * 
identification  with  parents  and  siblings.  The  i 
child  has  certain  instinctive  drives  that  must  either  I 
find  adequate  overt  expression  or  be  sublimated 
into  socially  approved  channels.  Whenever  this  i 
happens,  contentment  ensues,  but  when  these  j 
drives  are  frustrated  or  inhibited  or  are  denied 
sublimated  expression,  tension  mounts  and  feel- 
ings of  anger,  irritability,  apprehension,  and  self- 
pity  develop  which  threaten  the  integrity  of  the 
ego.  The  human  organism  develops  defensive 
mechanisms  to  preserve  its  integrity  both  in  the 
physical  and  mental  spheres.  Thus  in  the  I 
physical  sphere  it  combats  infection  by  developing 
immune  bodies  and  leukocytosis  in  the  blood.  In 
time  of  strain  and  stress  the  glands  of  internal  i 
secretions  such  as  the  thyroid,  adrenal,  and  pitu- 
itary are  overactive,  and  glycogen  is  changed  to 
readily  absorbable  glucose  to  counteract  any 
dangerous  physical  situations.  Psychologic  de- 
fense mechanisms  manifest  themselves  in  terms  of 
reactions  to  disappointments,  unhappy  inter- 
personal relationships,  frustrations,  and  feelings 
of  inadequacy.  They  arise  from  instinctive 
drives  that  may  not  be  expressed  in  overt  acts 
or  sublimated  into  socially  accepted  channels. ' 
These  defensive  mechanisms  are  projection,  j < 
displacement,  incorporation,  and  identification. 
These  defensive  mechanisms  are  formed  to  pre- 
serve the  mental  integrity  of  the  individual. 
However,  such  mechanisms  tax  the  economy  of 
the  individual  and  lead  to  neurotic  behavior. 
Therefore,  society  has  learned  to  train  children  in 
facing  problems  realistically  and  effectively  to 
enable  them  to  form  patterns  of  behavior  that 
satisfy  personal,  biologic,  and  emotional  needs  in 
socially  approved  manners.  It  is  in  the  home  : 
that  children  first  learn  to  test  reality  and  to  meet 
problems  realistically  and  effectively.  They  are 
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taught  to  face  frustrations,  disappointments,  and 
failures  objectively  and  realistically.  Such  train- 
ing is  further  enriched  by  experiences  in  the  school, 
in  the  playgrounds,  and  on  the  athletic  field. 
Thus  personalities  are  moulded  into  efficient, 
healthy,  and  productive  people. 

These  are  the  essential  points  in  the  growing  up 
process  and  in  the  method  of  attaining  emotional 
maturity.  The  aging  process  may  remove  in 
certain  old  people  the  influence  of  training  and 
education,  resulting  in  the  emergence  of  primary 
instinctual  infantile  drives.  These  impulsive 
acts,  aggressive  traits,  projection  mechanisms, 
and  displacement  phenomena  are  quite  apparent 
in  the  behavior  of  many  an  old  person.  They 
seem  to  have  difficulty  in  facing  reality  and  can- 
mot  tolerate  frustration  and  disappointments. 
These  people  wish  to  hurt  somebody  but  are  un- 
able to  do  so;  hence  they  complain  about  other 
people,  call  them  names,  and  say  that  people  are 
trying  to  hurt  them.  In  their  complaints  they 
objectify  deep-seated  aggressions.  They  are  un- 
able to  obtain  what  they  wish.  They  may  lose 
friends  or  money  or  position,  and  they  cannot 
face  the  realities  of  the  situation.  Hence, 
they  begin  to  blame  somebody  else  for  their  pre- 
idicaments.  These  are  defense  mechanisms  which 
they  acquire  to  preserve  the  integrity  of  the  ego. 
In  the  aged  the  two  most  common  consequences 
of  failure  of  defensive  mechanisms  are  depressive 
states  and  paranoid  reactions.  A third  most 
common  reaction  to  failure  of  defensive  mecha- 
inism  in  the  aged  is  complete  submission,  which  is  a 
regression  to  the  earliest  infantile  level  of  be- 
ihavior  with  complete  submission  to  authority, 
i the  parents,  or  parents’  surrogates.  Thus,  in 
certain  old  people  the  aging  process  may  remove 
the  influences  of  training  and  education  in  meet- 
ing frustrations,  disappointments,  and  failure, 
resulting  in  the  emergence  of  infantile  patterns  of 
adjustment. 

Separation  Syndrome. — The  sources  of  gratifica- 
tion for  old  people  are  primarily  the  success, 
happiness,  and  achievements  of  their  children,  the 
respect  of  their  associates  in  work,  business,  or 
profession,  and  the  memories  of  past  achieve- 
ments. However,  modern  sociologic  and  eco- 
nomic factors  tend  to  dry  up  the  wells  for  such 
satisfactions  and  gratification.  There  is  a tend- 
ency for  people  to  marry  early  in  life  and  to 
acquire  children  in  the  first  few  years  of  marriage, 
generally  before  thirty.  Thus  by  the  time  people 
are  forty-five  or  fifty  the  children  have  emanci- 
pated themselves  from  the  parental  influences 
and  are  living  on  their  own.  The  chances  for 
emotional  ties  with  families  are  becoming  less  and 
less  significant  and  play  a lesser  role  in  the  lives  of 
i old  people.  The  need  for  older  people  in  the 
home,  the  need  for  their  contribution  to  the 


maintenance  of  the  home  from  a physical  aspect, 
is  becoming  of  less  significance  and  importance. 
Ready-made  garments,  commercial  laundries  and 
washing  machines  in  the  homes,  ready  prepared 
foods,  gadgets,  and  other  machines  in  the  homes 
have  removed  from  the  older  people  the  satisfac- 
tion of  contributing  something  physical  to  the 
home  when  they  live  with  their  children.  These 
older  people  soon  begin  to  find  themselves  rather 
superfluous.  Apartments  are  small,  and  parents 
soon  find  themselves  intruding  upon  the  privacy 
of  their  married  children.  The  independence  of 
modern  youth,  and  particularly  of  the  younger 
married  couples,  seems  to  block  any  attempt  of 
the  older  people  to  share  the  happiness  of  their 
offspring.  The  advice  of  older  people  is  fre- 
quently misinterpreted  and  is  often  regarded  as 
a manifestation  of  tendencies  to  meddle  in  the 
lives  of  their  children.  They  are  not  even  asked 
to  serve  as  baby  sitters  for  their  grandchildren, 
because  older  people  might  fall  asleep  and  not 
take  proper  care  of  the  youngsters.  Not  infre- 
quently, immediate  members  of  the  families,  such 
as  grandchildren,  intermarry,  and  older  people 
have  difficulty  in  accepting  the  new  grand- 
daughters or  grandsons  who  may  be  of  a different 
religious  faith.  People  are  generally  retired  from 
business  and  professional  posts  of  honor  and  of 
trust  and  from  their  usual  vocations  or  occupa- 
tions in  the  early  sixties.  The  patterns  of  the 
daily  activities  are  suddenly  interrupted.  Friends 
die  or  move  away  from  the  neighborhood,  and  it  is 
difficult  for  older  people  to  acquire  new  friends. 
New  customs  in  human  relationships,  change  in 
morals,  and  change  in  political  views  affect  older 
people  unfavorably,  and  they  find  it  hard  to  adapt 
themselves  to  these  changes.  Often  there  is  loss 
of  prestige  due  to  the  diminishing  physical  vigor, 
mental  acumen,  or  general  influence  in  a given 
circle  of  friends,  business,  or  professional  groups. 
Strangers  come  in  and  usurp  the  power  and  in- 
fluence once  exercised  by  these  older  people,  and 
resentment  follows.  Thus,  the  separation  from 
children,  friends,  influences,  position,  and  power 
may  result  in  resentment,  suspicion,  and  depres- 
sions and  may  be  designated  as  a “separation 
syndrome.” 

Psychotic  Reactions. — Psychotic  reactions  due 
to  senile  and  arteriosclerotic  degenerative  brain 
lesions  have  been  steadily  on  the  increase  so  that 
now  they  comprise  approximately  37  to  40  per 
cent  of  all  first  admissions  to  New  York  State 
psychiatric  hospitals.  The  problem  has  become  a 
very  acute  one  because  of  this  steadily  increasing 
number  of  psychotic  old  people. 

Senile  Psychoses 

Senile  psychoses  are  more  prevalent  among 
females  than  males,  and  they  comprise  approxi- 
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mately  17  per  cent  of  all  first  admissions  to  New 
York  State  hospitals.  Anatomically  this  dis- 
order is  characterized  by  typical  changes  of  the 
nerve  cells  in  the  nature  of  senile  plaques  and  fi- 
brillary disorganization,  gliosis,  and  shrinking  of 
brain  tissues.  Generally,  these  disorders  are 
classified  into  the  following  groups: 

1.  Simple  deterioration  which  is  character- 
ized by  loss  of  memory  of  recent  events, 
defects  of  attention,  lack  of  concentration, 
misidentification  of  persons  and  places,  and 
lack  of  appreciation  of  time.  They  may 
wander  about,  become  restless,  irritable, 
assaultive,  and  manifest  fleeting  delusions 
as  well  as  erotic  excitements.  Not  infre- 
quently, they  make  unjustifiable  complaints 
against  their  children  and  neighbors, 
blaming  them  for  alleged  mistreatments. 

2.  Presbyophrenic  type,  which  is  character- 
ized by  severe  memory  and  retention  de- 
fects with  complete  disorientation.  They 
are  very  suggestible,  and  they  may  fre- 
quently fabricate.  Occasionally  they  pre- 
sent a Korsakoff  reaction. 

3.  Delirious  and  confused  types  in  which  the 
outstanding  factor  is  one  of  profound  con- 
fusion and  delirium  which  not  infrequently 
are  precipitated  by  an  acute  infection  or 
some  other  somatic  illness. 

4.  Depressed  and  agitated  types,  character- 
ized by  pronounced  depression  and  agita- 
tion in  addition  to  marked  memory  defects 
for  recent  events. 

5.  Paranoid  types,  expressing  marked  delu- 
sional trends,  chiefly  of  a persecutory  or 
expansive  nature,  in  addition  to  the  general 
memory  and  retention  defects  character- 
istic of  this  disorder. 

Psychosis  with  Cerebral  Arteriosclerosis. — The 
psychotics  suffering  from  psychosis  with  cerebral 
arteriosclerosis  represent  approximately  22  per 
cent  of  all  first  admissions  to  the  New  York  State 
hospitals.  Their  reaction  is  characterized  by 
memory  impairment  for  old  events,  suspicious 
and  paranoid  ideas,  episodes  of  excitement  and 
confusion,  and  lack  of  concentration.  These 
patients  frequently  exhibit  poor  judgment  and 
have  no  insight  into  their  mental  conditions. 
Quite  commonly  there  are  many  physical  signs 
resulting  from  cerebral  arteriosclerosis  and 
thrombosis,  as  manifested  by  speech  disturbance, 
aphasia,  tremors,  hemiparesis,  and  even  convul- 
sions. Senile  psychosis  may  coexist  with  cerebral 
arteriosclerosis. 

Psychosis  Secondary  to  Somatic  Diseases. — 
Somatic  diseases  may  precipitate  psychotic  reac- 
tions by  interfering  with  cerebral  circulation,  by 


producing  high  fever,  by  circulating  certain  tox- 
ins, and  by  irritating  and  compressing  brain  tis- 
sues. This  is  particularly  apt  to  occur  in  organic 
brain  disorders.  The  psychotic  reactions  are 
characterized  by  mood  irritability,  delusions, 
hallucinations,  confusion,  and  delirious  episodes. 
It  is  imperative  to  recognize  early  psychotic 
manifestations  in  these  organic  diseases  and  to  in- 
stitute immediate  care  so  as  to  prevent  any  pos- 
sible attempts  at  suicide. 

Treatment 

The  treatment  of  neuropsychiatric  disorders  of 
the  aged  must  be  a community  project  in  which 
neuropsychiatrists,  internists,  and  social  service 
workers  must  contribute  materially  to  the  main- ! 
tenance  and  preservation  of  the  physical  and  I 
mental  health  of  this  group.  The  community 
must  be  made  aware  of  the  presence  of  a large 
number  of  old  people  within  their  midst  who  need  I 
help  in  more  than  one  direction.  Most  of  the  j 
older  people  who  are  not  at  work  are  not  volun- 
tarily idle.  Technological  changes,  occupational 
shifts,  and  compulsory  retirements  are  some  of 
the  causes  responsible  for  their  idleness.  Hence, 
there  must  be  established  a definite  movement  to 
create  conditions  that  should  make  it  possible  for 
older  people  to  continue  work  according  to  their 
physical  and  mental  capacities.  Part-time  em- 
ployment would  be  a most  salutary  means  of  pre- 
serving their  emotional  integrity.  Community, 
organizations  should  devote  themselves  to  plan- ' 
ning  for  these  older  people.  It  should  be  done  on : 
a State-wide  basis  and  in  cooperation  with  na- 
tional organizations  which  concern  themselves 
with  this  problem.  Creative  abilities  do  not  dis- 
appear altogether  with  age;  hence,  creative  and 
recreational  technics  should  be  made  available  to 
older  people.  Social  and  psychologic  values  of 
creative  and  recreational  activities  for  older 
people  should  not  be  considered  as  a substitute 
for  work  opportunities  but  supplemental  to  them. 
It  is  indeed  a serious  but  significant  situation  that 
church  organizations  do  so  little  for  older  people. 
Much  is  done  for  children  and  for  the  young 
married  groups  but  practically  nothing  for  the 
preservation  of  the  emotional  integrity  of  the 
aged.  Religious  leaders  should  reorient  them-' 
selves  to  their  responsibilities,  and  they  should 
devote  part  of  their  thinking  to  the  planning  oi; 
care  for  the  aged.  There  should  be  a plan  foi 
educating  people  in  problems  of  the  aged.  In1 
addition,  there  should  be  a plan  of  education  foi 
the  aging  population  as  part  of  the  general  scheme 
of  adult  education.  The  radio,  the  television 
the  lecture  halls,  and  social  gatherings  are  means 
whereby  education  along  general  lines  for  the 
aged  might  be  brought  to  them.  There  should  be , 
courses  in  colleges  for  adults  and  middle  age 
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people  so  as  to  enable  them  to  grow  old  gracefully, 
both  physically  as  well  as  psychologically. 

Of  course,  the  maintenance  of  the  physical 
health  of  the  aged  is  an  indispensable  prerequisite 
for  the  preservation  of  not  only  their  physical 
health  but  their  emotional  integrity.  Psychia- 
! trists  and  neurologists  must  regard  themselves 
primarily  as  physicians  and  not  mere  technicians. 

■ They  should  acquaint  themselves  with  the  basic 
principles  of  the  newly  established  medical  disci- 
pline of  geriatrics.  Every  neurologist  and  every 


psychiatrist  should  be  able  to  recognize  the  earli- 
est manifestation  of  brain  disorders  in  the  aged 
and  should  also  be  able  to  recognize  the  earliest 
manifestations  of  behavior  disorders  that  may 
occur  in  these  people.  Moreover,  neuropsychia- 
trists should  be  in  the  vanguard  of  promoting 
social  and  economic  means  whereby  these  people 
would  be  able  to  receive  adequate  emotional 
gratification  through  part-time  work,  education, 
rehabilitation,  and  educational  facilities. 

202  New  York  Avenue 


NEW  DEVELOPMENTS  IN  THE  CARE  OF  THE  AGED  MENTALLY  ILL 

Oscar  K.  Diamond,  M.D.,  Willard,  New  York 
( From  the  Willard  State  Hospital) 


DURING  the  past  ten  years  there  has  been  a 
definite  trend  toward  an  increasing  problem 
of  mental  illness  in  the  upper  age  group.  In 
Rome,  at  the  time  of  Cicero,  life  expectancy  of 
the  average  individual  was  twenty-three  years. 

I This  life  expectancy  is  still  maintained  in  some  of 
the  larger  areas  of  the  world,  namely,  China  and 
India,  where  little  has  been  done  to  follow  the 
! advances  in  preventive  medicine,  mental  hygiene, 
and  social  welfare.  In  1850,  New  England  resi- 
dents had  a life  expectancy  of  forty  years.  An 
over-all  picture  of  the  United  States  in  1900  pre- 
sented a life  expectancy  of  forty-eight  years,  as 
compared  to  the  present  trend  (1950)  which  in- 
dicates a fife  expectancy  of  sixty-three  years 
plus.  At  the  present  time  it  is  estimated  that 
there  are  over  nine  million  people  who  have 
reached  the  age  of  sixty-five,  and  it  is  expected 
that  this  group  will  double  itself  within  forty 
years. 

With  the  increase  in  the  life  expectancy  of  the 
average  individual,  there  has  arisen  an  increase  in 
the  conditions  which  have  been  noted  in  older  age 
groups,  even  prior  to  this  time,  A certain  per- 
centage of  individuals  over  the  age  of  fifty  are 
j prone  to  develop  arteriosclerosis  as  well  as  other 
physiologic  but  deteriorating  conditions.  Con- 
jcomitant  with  this  higher  incidence  of  arterio- 
j sclerosis  and  senile  changes  there  has  been  an  in- 
! crease  in  the  number  of  persons  who  have  shown 
psychotic  symptomatology  incident  to  both  of  the 

I Presented  at  the  145th  Annual  Meeting  of  the  Medical 
I Society  of  the  State  of  New  York,  Buffalo,  Section  on  Neurol- 
ogy and  Psychiatry,  May  4,  1951. 


above  named  conditions,  with  the  result  that  the 
total  population  in  the  various  State  hospitals  of 
the  New  York  State  Department  of  Mental 
Hygiene  is  now  seen  to  be  of  a higher  age  group. 
In  addition  to  this,  the  total  admissions  to  the 
State  Hospital  system  have  shown  increasing  in- 
stances of  cases  over  fifty  years  of  age  in  both 
sexes. 

During  the  year  ending  March  31,  1948,  there 
was  a total  of  14,631  first  admissions  to  the 
State  hospitals  of  the  Department  of  Mental 
Hygiene  of  the  State  of  New  York.  Of  this  total 
there  were  7,614  who  were  fifty  years  of  age  or 
older.  This  is  inclusive  of  all  diagnoses  on  admis- 
sion and  of  both  sexes  and  figures  to  be  52  per 
cent.  Of  this  group  of  7,614  first  admissions  over 
fifty  years  of  age,  5,406  were  classified  as  be- 
longing to  psychiatric  entities,  which  were  with- 
out definitive  psychiatric  therapy,  namely,  cere- 
bral arteriosclerosis  and  senility.  There  were 
2,917  admissions  due  to  psychosis  with  cerebral 
arteriosclerosis  who  were  fifty  years  of  age  or 
older  (plus  38  in  the  age  group  of  forty  to  fifty). 
There  were  2,376  admitted  with  the  diagnosis  of 
senile  psychosis  and  44  cases  over  fifty  years  of 
age  with  convulsive  disorders,  most  of  which  were 
probably  arteriosclerotic  in  nature.  In  addition, 
there  was  a total  of  406  readmissions  of  cases 
suffering  from  psychosis  with  cerebral  arterio- 
sclerosis and  senile  psychosis.  During  the  same 
period  of  time  the  number  of  patients  who  were 
discharged  in  the  classifications  of  psychosis  with 
cerebral  arteriosclerosis  and  senile  psychosis  were 
676.  Deaths  occurring  in  the  same  two  mental 


2376 


OSCAR  K.  DIAMOND 


[N.  Y.  State  J.  M. 


classifications  were  4,261,  giving  a total  of  4,937 
vacancies  created  within  the  State  Hospital 
system  by  death  and  discharge  in  these  two  cate- 
gories. As  we  can  readily  see,  the  admissions  and 
readmissions  compared  with  discharges  and 
deaths  leaves  a balance  of  865  cases  per  year  re- 
maining in  the  State  hospitals.  Over  a period  of 
ten  years,  this  would  create  a need  for  at  least 
three  additional  State  hospitals  within  the  State 
of  New  York.  One  can  readily  see  that  if  no  new 
approach  to  the  problem  of  the  aged  mentally  ill 
person  were  discovered,  the  entire  budget  of  New 
York  State  would  soon  be  infiltrated  by  needs  for 
such  cases. 

In  addition  to  this  problem,  there  are  many 
cases  which  are  not  referred  to  the  State  hospitals 
but  which  are  cared  for  by  relatives,  friends, 
nursing  homes,  county  homes,  and  any  place 
where  the  family  can  locate  their  elderly  people  in 
an  effort  to  keep  them  out  of  State  hospitals. 
While  it  is  true  that  our  big  problem  is  among 
those  who  have  been  declared  mentally  ill,,  we 
must  recognize  that  even  those  who  might  be 
known  as  “dotards”  would  be  benefited  by  any 
advance  made  in  our  field. 

With  a view  of  the  future  and  in  the  presence  of 
an  ever-rising  pressure  of  hospital  admissions  in 
the  upper  age  groups,  Dr.  Kenneth  Keill  and  Dr. 
Guy  M.  Walters  of  the  Willard  State  Hospital,  in 
conjunction  with  Dr.  Frederick  A.  MacCurdy, 
then  Commissioner  of  Mental  Hygiene,  planned 
and  developed  the  Sampson  Division  of  the  Wil- 
lard State  Hospital  to  be  used  specifically  for  the 
study,  care,  and  treatment  of  the  elderly  psy- 
chotic. 

It  was  with  much  thought  and  planning  that 
these  men  were  able  to  lay  the  foundation  for 
what  is  the  only  institution  of  its  kind  in  the 
world.  The  aims  of  this  division  were  specifically 
to  study  the  problems  peculiar  to  the  elderly 
psychotic,  to  attempt  to  formulate  some  means  of 
therapy  to  arrest  the  progress  of  these  deterior- 
ating conditions,  and  to  rehabilitate  these  pa- 
tients to  the  point  where  they  would  once  again 
assume  their  role  of  usefulness  within  their  own 
communities. 

For  this  purpose  the  United  States  Navy  Base 
Hospital  at  Sampson,  New  York,  was  taken  over 
by  the  Willard  State  Hospital  and  its  physical 
setup  adjusted  to  the  needs  of  the  patients. 
The  large,  open,  airy  wards  were  used 
for  dormitories  for  the  patients,  while  other 
wards  were  converted  into  large,  attractive  day 
rooms.  One  day  room  was  to  be  available  for  use 
by  the  occupants  of  two  sleeping  dormitories, 
these  sleeping  dormitories  being  unoccupied 
during  the  day.  Each  dormitory  and  day  room 
had  adequate  washing  and  toilet  facilities  for  the 
care  and  the  habit  training  of  patients.  Each 


ward  and  day  room  had  adequate  space  for  super- 
visory personnel  and  was  sufficiently  large  so  that 
patients  could  enjoy  relative  freedom  of  motion. 

The  criteria  for  patients  to  be  admitted  to  this 
division  were  rigidly  set  and  carried  out  as  far  as 
possible.  Originally,  this  division  was  to  admit 
only  those  patients  of  either  sex,  who  were  be- 
tween the  ages  of  fifty-nine  and  sixty-nine,  who 
were  neat,  clean,  and  tidy  about  their  persons  and 
habits,  and  who  were  ambulatory  to  the  extent  of 
being  able  to  walk  to  and  from  their  meals  in  a 
central  dining  hall,  three  times  per  day,  a distance 
of  approximately  one-half  mile.  Dr.  Walters 
personally  visited  all  the  State  hospitals  in  the 
New  York  State  Department  of  Mental  Hygiene 
and  carefully  selected  those  patients  suitable  for 
transfer  to  the  Sampson  Division. 

The  dining  facilities  were  set  up  to  accom- 
modate all  patients  at  one  sitting,  the  meals  to  be 
served  cafeteria  style.  Although  the  hospital 
itself  was  divided  according  to  sex,  no  limitations 
were  placed  on  intermingling  in  the  halls,  recrea- 
tion facilities,  on  the  grounds,  or  in  discussion 
groups.  There  were  no  locks  or  bars  to  interfere 
with  the  mobility  of  the  patients  at  any  time. 

In  addition  to  the  physical  setup,  great  care 
was  taken  with  the  therapy  and  rehabilitation 
organization  of  the  Sampson  Division.  Two 
large  occupational  therapy  centers  were  set  up  on 
the  hospital  grounds,  but  this  form  of  therapy 
was  not  restricted  to  these  centers  alone.  Classes 
were  held  regularly  in  the  centers  with  diversifica- 
tion of  occupational  tasks  utilized  wherever 
available.  Recreation  facilities  were  made 
available  to  the  patients  in  the  form  of  movies, 
dances,  reading  rooms,  central  library,  music 
centers,  and  a multisectarian  church.  Even 
athletic  programs  were  carried  out  in  mild  forms 
under  the  guidance  of  trained  recreational  thera- 
pists. Softball  games  were  held  regularly  for  the 
entertainment  of  the  patients,  the  attendance 
being  upward  of  500  at  many  games.  Very  small 
plots  of  ground  were  made  available  to  patients 
desiring  to  plant  their  own  flowers.  These  were 
purposely  kept  small  in  order  to  permit  elderly 
persons  to  care  for  them  adequately  without  the 
garden  becoming  too  great  a task.  The  usual 
community  store  was  available.  Discussion 
groups  were  set  up  among  the  more  alert  aud 
oriented  patients,  at  first  supervised  by  one  of  the 
employes  but  later  merely  overseen  by  the  em- 
ployes, and  were  finally  widened  to  include  others 
less  interested,  less  oriented,  and  less  alert  in  an  at- 
tempt to  stimulate  their  interests.  Research 
was  planned  under  the  auspices  and  direction  of  a 
special  committee  appointed  by  Dr.  MacCurdy 
and  consisting  of  members  of  wide  research  re- 
nown within  the  State. 

The  results  of  the  project,  in  relation  to  al  ter- 
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iosclerotics  and  seniles  thus  far  have  been  uni- 
formly good.  It  is  true  that  we  have  not  been 
able  to  cure  100  per  cent  of  the  patients  and  to  re- 
turn them  all  to  their  previous  home  environment. 
However,  only  in  rare  instances  has  progress  not 
been  made  toward  rehabilitation  and  socialization 
af  the  elderly  psychotic.  The  attitude  of  these 
patients  was  noted  to  change  almost  immediately 
an  admission.  Their  freedom  of  motion,  coupled 
with  lack  of  restriction  and  restraint,  plus  the 
minor  responsibilities  which  were  given  each  per- 
son, gave  them  all  a mutual  interest  in  their  own 
lind  each  other’s  well-being.  They  became  more 
(alert  and  more  interested  in  their  surroundings; 
those  who  were  seclusive  began  to  enter  into  occu- 
oational  therapy,  group  discussions,  and  recrea- 
tion. Those  whose  habits  needed  correcting 
anderwent  the  process  of  habit  training.  Many 
af  our  patients  became  eligible  for  release  from 
the  hospital  and  were  promptly  placed  in  con- 
valescent care  or  in  family  care.  Many  of  those 
>vho  showed  marked  improvement,  unfortunately, 
,'iad  no  close  friends  or  relatives  to  whom  to  re- 
turn. However,  these  patients  showed  no  upset 
in  this  matter  in  that  they  were  satisfied  with  the 
facilities  which  they  had  here. 

These  improvements  were  noted,  not  only  in 
the  arteriosclerotic  and  senile  groups,  but  even  in 
some  of  those  psychotics  whom  we  had  as  control 
groups.  Many  of  these  elderly  patients,  who  had 
oeen  in  the  State  hospital  for  ten  to  twenty-five 
years,  actually  showed  marked  improvement  with 
nncreased  interest,  with  more  personal  pride,  and 
)ther  laudable  symptoms,  to  the  point  that  some 
)f  them  were  able  to  be  placed  in  convalesence, 
une  patient  after  fifteen  years  in  State  institu- 
tions. 

Of  the  technics  of  therapy  which  are  considered 
important,  freedom  of  motion  seems  to  be  of 
greatest  value.  It  has  been  frequently  noted 
that  elderly  patients  entering  State  hospitals  in 
their  confusion  and  agitation  are  very  prone  to 
walk  about  the  halls  aimlessly  trying  all  doors  in 
an  attempt  to  seek  an  outlet  from  their  enclosed 
environment.  They  seem  happy  to  be  able  to 
i>pen  the  door  and  enter  into  a location  which  is 
lifferent  from  the  position  in  which  they  stand  at 
the  time  the  door  is  opened.  We  have  noted  that 
almost  all  the  patients  take  great  delight  in  being 
able  to  walk  to  the  end  of  their  ward  and  through 
the  corridor  and  open  doors  leading  to  the  out- 
side. They  seem  to  appreciate  and  enjoy  the 
ability  to  walk  about  in  the  sunshine,  sitting  in 
designated  parks,  or  merely  standing  to  watch 
activities  of  the  hospital.  They  meander  aim- 
lessly in  whatever  direction  that  particular  mo- 
ment seems  to  dictate.  The  limits  of  the  grounds 
are  not  marked  by  fences  or  gates,  and  despite 
4 this  it  is  rare  that  any  patient  strays  from  the 
nstitution.  Of  course,  it  is  necessary  in  the  con- 


trol of  this  group  to  have  a roving  patrol  who 
might  direct  people  who  have  lost  their  way  and 
who  might  caution  others  that  they  are  pro- 
ceeding at  too  great  a distance  and  would  prob- 
ably tire  in  their  effort  to  return.  Individual 
attention  is  also  considered  of  great  importance. 
Each  person  is  made  to  feel  that  he  is  an  individ- 
ual rather  than  merely  one  of  a group.  There  is 
none  of  the  famous  cry  of  “dining-room  ladies,” 
which  has  been  so  publicized  in  various  stories  of 
mental  institutions.  All  the  patients  are  known 
and  addressed  by  name  by  all  of  the  personnel  im- 
mediately concerned  with  them  and  by  many  of 
the  personnel  who  have  merely  casual  relation- 
ships. 

Feeding  is  done  on  an  individual  basis,  with  the 
patient  permitted  to  select  minor  items  in  the  diet, 
although  they  are  encouraged  to  eat  everything 
available.  Individual  projects  are  encouraged 
whether  they  be  for  the  profit  of  the  patient  or 
merely  as  part  of  the  vast  occupational  program 
instituted.  It  has  been  noted  that  amongst  the 
men  mainly,  but  also  amongst  the  ladies,  out- 
door work  is  very  enjoyable  during  the  clement 
weather  of  spring,  summer,  and  fall  in  the  Finger 
Lakes  area.  Personal  cleanliness  is  stressed  from 
a therapeutic  viewpoint.  Not  only  are  the  pa- 
tients themselves  kept  clean  under  supervision, 
but  they  are  encouraged  to  use  their  own  judg- 
ment for  further  cleanliness  both  of  their  bodies 
and  of  their  clothing.  Attempt  is  made  to  pro- 
vide neat,  clean  clothing  in  an  endeavor  to  stimu- 
late personal  pride  of  the  individual.  All  pa- 
tients are  permitted  to  take  showers  as  they  see  fit 
unless,  of  course,  this  is  carried  to  extremes.  The 
clothing  of  the  attendants  is  also  important  in  so 
far  as  neatness  and  cleanliness  is  concerned,  since 
many  of  the  patients  take  their  lead  from  the 
supervisory  personnel. 

Time  is  considered  a great  factor  in  the  han- 
dling of  these  patients.  They  should  not  be 
rushed  at  any  time.  Gentle  persuasion  and  pa- 
tience earn  their  own  reward  in  facilitating  and 
speeding  of  many  tasks  which  must  be  performed. 
No  harsh  talk  or  profanity  is  permitted,  and  the 
personnel  quickly  learn  not  to  antagonize  the  pa- 
tients but  rather  to  listen  to  them  and  to  divert 
them  much  in  the  manner  that  one  would  divert 
a recalcitrant  child.  Habit  training  was  ob- 
served to  be  rather  easy  if  the  virtue  of  patience 
was  present.  In  reference  to  this  habit  training, 
it  was  noted  that  any  change  in  the  environment 
or  in  the  orientation  of  the  patient  led  to  a quick 
loss  of  the  habit  training.  The  mere  change  from 
one  ward  to  another  was  sufficient  stimulus  to  the 
loss  of  personal  tidiness.  The  patients  were  kept 
from  their  beds  during  their  waking  hours  in  an 
attempt  to  maintain  them  alert  during  the  day. 
Only  too  frequently  does  one  observe  the  elderly 
person  who  sleeps  all  day  and  roams  all  night. 
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Nutrition  factors  relative  to  the  increasing  age 
have  been  studied  in  detail  and  are  still  the  sub- 
ject of  much  research.  Care  has  been  taken  in 
the  provision  of  an  adequately  balanced  diet  at 
this  institution.  The  type  of  food  served  and  the 
manner  of  serving  is  considered  important.  The 
simple  foods  are  the  more  acceptable,  and  much 
of  the  food  must  be  prepared  in  a manner  which 
can  be  handled  by  edentulous  persons  or  those 
whose  powers  of  chewing  have  diminished.  It  is 
obvious  from  research  now  in  progress  that  re- 
vascularization may  be  of  benefit  to  those  cases 
showing  marked  cerebral  arteriosclerosis.  In  a 
similar  manner,  research  carried  out  by  our  staff 
has  shown  that  there  is  a definite  relationship  be- 
tween degree  of  arteriosclerosis,  blood  pressure, 
and  the  mentation  and  orientation  of  the  pa- 
tients. Elevation  or  depression  of  as  little  as  10 
mm.  of  mercury  in  the  systolic  pressure  and  in  the 
pulse  pressure  frequently  show  corresponding 
variations  in  the  general  mentation,  interest,  and 
alertness  of  those  being  observed.  As  yet  no 
adequate  drug  has  been  found  to  elevate  the 
blood  pressure  safely  to  optimal  levels  in  in- 
dividual cases.  The  usual  vasopressants  are  both 
dangerous  and  unpredictable  in  treatment  of  such 
types  of  cases. 

Summary 

The  experience  gained  in  almost  three  years  of 


operation  of  the  Sampson  Division  of  Willard 
State  Hospital  has  shown  the  need  for  many 
changes  in  the  care  and  treatment  of  the  elderly 
psychotic.  Not  only  has  the  need  for  a re-evalua- 
tion of  our  mental  hygiene  efforts  been  clearly 
demonstrated,  but  a method  of  rehabilitation  of 
many  of  the  elderly  psychotics  has  been  shown  to 
be  practical.  There  is  no  question  that  new  and 
beneficial  drugs  will  become  available,  perhaps  to 
stop  the  ravages  of  age  or  even  to  reverse  the 
process  of  deterioration.  Further  studies  not 
only  must  be  continued  in  the  field  of  the  psy- 
chotic but  must  be  broadened  to  encompass  the 
entire  area  of  our  ever-increasing  problem  of 
gerontology. 

It  is  unfortunate  that  it  is  necessary  to  an- 
nounce the  termination  of  the  program  set  up  at 
the  Sampson  Division  of  Willard  State  Hospital 
since  the  writing  of  this  paper.  The  present 
national  emergency  has  lost  us  the  facilities  of  the 
former  Sampson  Naval  Base  Hospital  to  the  Air 
Force.  The  majority  of  the  patients  who  were 
involved  in  this  new  development  are  being  trans- 
ferred as  a unit  and  will  probably  continue  to  re- 
ceive similar  care  and  treatment.  In  addition, 
even  now,  the  Department  of  Mental  Hygiene  of 
the  State  of  New  York  under  the  direction  of  Dr. 
Newton  J.  T.  Bigelow,  Commissioner  of  Mental 
Hygiene,  is  planning  further  study  of  this  prob- 
lem. 


if' 
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BLUE  CROSS  PROTECTS  THE  PEOPLE— WHO  PROTECTS  BLUE  CROSS? 


The  distinct  possibility  that  continually  rising 
costs  may  price  voluntary  hospitalization  insurance 
plans  out  of  the  market  with  replacement  by  com- 
pulsory government  plans  is  creating  a crisis  in 
which  the  hospitals  and  the  doctors  hold  the  pivotal 
positions.  This  is  true,  says  the  author,  because 
although  nothing  can  be  done  about  certain  cost  in- 
creases, something  can  and  must  be  done  about 
others  which  are  inherent  in  the  relationship  be- 
tween the  insurer  and  the  insured. 

“There  is  that  curious  defect  in  public  morality 
which  makes  it  no  crime  to  defraud  an  insurance 
company,”  Hawley  says.  “Many  people  who 
would  be  horrified  at  the  thought  of  stealing  one 
penny.  . . . have  not  had  the  slightest  compunction 
about  taking  money  under  false  pretenses  from  an 
insurance  company.”  These  controllable  elements, 


he  writes,  include  unnecessary  hospitalization,  in- 
equitable charges  against  Blue  Cross  patients,  and 
unselective  use  of  services.  . 

He  makes  a brief  analysis  of  the  general  reason? 
for  rising  costs  of  hospital  care  and  suggests  a four- 
point  plan  for  the  protection  of  voluntary  hospitali- 
zation insurance  plans  consisting  of  ( 1 ) re-evaluatioE 
of  hospital  care  to  define  the  essential  and  the  non- 
essential  elements,  (2)  insistence  upon  adequate. re- 
imbursement from  public  funds  for  public  service 
(3)  education  of  doctors,  hospitals,  and  public  that 
abuses  of  health  insurance  only  raise  costs  of  protec- 
tion, and  (4)  development  of  a payment  formula 
fair  to  hospitals,  the  Blue  Cross,  and  to  the  sub- 
scriber. 

— Paul  R.  Hawley,  M.D.,  Connecticut  Statt 
Medical  Journal,  August,  I960 


RESPONSE  OF  THE  HUMAN  URINARY  BLADDER  TO  CERTAIN 
PHARMACOLOGIC  AGENTS 

Everett  W.  Corradini,  M.D.,  Brooklyn,  New  York 

|( From  the  Departments  of  Surgery  and  Neurology,  State  University  of  New  York,  Medical  Center  at  New  York, 
and  the  Neurosurgical  Service  of  the  Kings  County  Hospital) 


THE  urinary  bladder  occupies  what  may  well 
be  a unique  position  among  the  organs  of  the 
(human  body  in  that  the  volume  of  published  in- 
formation concerning  its  function  is  exceeded  only 
by  our  ignorance  of  the  subject.  In  the  present 
chaotic  state,  any  further  contribution  to  that  in- 
formation can  hardly  increase  the  confusion  and 
may  even  add  a modicum  to  our  knowledge. 
The  present  report  is  concerned  with  the  response 
of  the  urinary  bladder  in  man  to  the  injection  of 
pharmacologic  agents  which  stimulate  or  antago- 
nize the  action  of  the  parasympathetic  system. 

I The  confusion  referred  to  above  is  due  to  many 
factors  of  which  the  outstanding  are  as  follows: 
First,  much  of  the  available  information  on  the 
subject  has  been  derived  from  experimentation 
on  lower  mammals  and  has  been  extended  in- 
discriminately to  include  man,  frequently  without 
any  clear-cut  definition  of  the  dividing  line. 
'Second,  the  innervation  and  the  function  of  the 
bladder  vary  significantly,  even  among  the  mam- 
mals ordinarily  used  for  investigation.1  Third, 
the  methods  of  cystometric  investigation  usually 
employed  are  neither  accurate  nor  physiologic. 
They  are  not  accurate  because  they  record  pres- 
sure as  a function  of  volume  without  regard  to 
'time,  whereas  the  response  of  the  bladder  to  an 
increase  in  volume  is  very  significantly  dependent 
upon  the  rapidity  with  which  the  volume  is  in- 
1 creased.  They  are  not  physiologic  because  any 
'addition  of  fluid  to  the  bladder  (whether  it  be 
continuous  in  a dropwise  fashion  or  intermittent 
in  increments  of  fixed  amount)  does  not  reproduce 
normal  conditions  when  the  bladder  is  already 
'being  filled  in  physiologic  manner  through  the 
ureters.  Fourth,  as  in  the  case  with  most  physio- 
logic subjects,  there  is  available  a wealth  of 
apparently  contradictory  information. 

Material 

In  the  present  investigation,  data  were  ob- 
tained from  three  adult  males  who  had  clinical 
evidence  of  functional  transection  of  the  spinal 
cord.  (Anatomic  transection  was  verified  in  two 
of  the  three.)  Patients  in  this  condition  were 
chosen  in  order  to  minimize  volitional  and  ad- 
ventitious factors  affecting  the  bladder.  In  each 
instance,  the  bladder  was  emptied  through  a 
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catheter  (Foley)  and  200  to  250  cc.  of  physiologic 
saline  solution  were  then  instilled.  Recordings 
were  begun  ten  minutes  later,  by  which  time  the 
bladder  had  adjusted  itself  to  the  new  volume  and 
bladder  pressure  was  relatively  stabilized.  Pres- 
sure was  measured  in  millimeters  of  saline  solu- 
tion by  attaching  a manometer  to  the  catheter 
and  was  recorded  at  intervals  of  thirty  seconds. 
After  spontaneous  pressure  changes  in  the  bladder 
were  recorded  for  thirty  minutes  or  more  as  a 
control,  either  atropine  or  prostigmine  was  ad- 
ministered intramuscularly  into  the  thigh.  The 
influence  of  the  drug  on  bladder  activity  was  then 
noted  for  thirty  minutes  or  more,  after  which  a 
second  injection  was  made,  using  either  the  same 
or  the  other  pharmacologic  agent,  and  observa- 
tions were  continued. 

Results 

The  first  patient  had  received  an  injury  to  the 
head  and  neck  which  produced  a clinically  com- 
plete functional  transection  of  the  spinal  cord  at 
the  level  of  the  sixth  cervical  segment.  Evacua- 
tion of  urine  was  accomplished  by  tidal  drainage 
from  the  time  of  his  arrival  at  the  hospital.  A 
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Fig.  2. 


eystometric  investigation  was  carried  out  eleven 
days  after  injury,  as  described  above,  by  which 
time  spinal  shock  had  subsided  and  involuntary 
withdrawal  responses  were  evident  in  the  lower 
extremities  (Fig.  1).  Recording  of  intravesical 
pressure  over  a preliminary  control  period  of 
thirty  minutes  showed  irregular  variations 
through  a span  of  50  mm.  At  that  point,  0.85 
mg.  of  atropine  were  administered.  Eight  min- 
utes later,  the  bladder  pressure  began  to  fall; 
during  the  next  thirty  minutes  it  dropped  to  a 
level  40  mm.  less  than  the  lowest  pressure  existing 
prior  to  injection.  In  addition,  there  was  ob- 
served a dampening  of  the  fluctuations  which  had 
been  apparent  during  the  control  period.  At 
this  point,  2 mg.  of  prostigmine  were  injected. 
Approximately  seven  minutes  later,  the  pressure 
began  to  rise,  and  during  the  next  forty  minutes 
it  was  apparent  that  not  only  was  the  increase 
maintained,  but  fluctuations  of  pressure  were 
somewhat  greater. 

Six  weeks  later,  the  eystometric  examination 
was  repeated  in  the  same  case.  At  that  time, 
clinical  examination  indicated  a persistence  of  the 
functional  transection  of  the  spinal  cord.  In 
addition,  gross  flexor  spasms  of  the  lower  ex- 
tremities had  appeared  (Fig.  2).  Again,  a control 
period  of  thirty  minutes  showed  spontaneous 
bladder  activity  through  a pressure  range  of  50 
mm.  Prostigmine,  1 mg.,  was  then  given. 
During  the  next  thirty  minutes,  there  was  evident 
an  increase  of  pressure  in  the  bladder.  This 
appeared  seven  minutes  after  injection  and  was 
accompanied  by  fluctuations  over  a range  of  320 
mm.  Atropine,  0.85  mg.,  was  then  administered. 
A subsequent  fall  in  pressure  appeared,  beginning 
about  ten  minutes  after  injection  and  continuing 
to  levels  considerably  below  those  which  had  been 
present  during  the  control  period. 

The  second  patient  was  an  adult  male  who  had 


received  an  injury  to  the  spine  resulting  in  com- 
minuted fracture  and  posterior  dislocation  of  the 
eleventh  thoracic  vertebra.  At  operation,  the; 
spinal  cord  at  this  level  was  found  in  a condition  , 
described  by  the  operator  as  “minced.”  Clinical 
examination  showed  no  evidence  of  spinal  cord! 
function  below  the  level  of  the  sixth  thoracic! 
segment.  Cystometric  examination  was  carried 
out  twelve  days  after  injury,  tidal  drainage  having 
been  maintained  during  the  interim  (Fig.  3).  At 
that  time,  the  lower  extremities  were  flaccid,  and! 
neither  cutaneous  nor  tendon  reflexes  could  be] 
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jj  elicited  below  the  umbilicus.  Pain  and  touch 
were  not  perceived  below  the  level  of  the  xiphoid 
process. 

As  in  the  previous  case,  a control  period  showed 
: spontaneous  activity  of  the  bladder,  the  pressure 
fluctuating  through  a range  of  about  60  mm.  In- 
jection of  prostigmine,  1 mg.,  was  followed  by  in- 
crease in  pressure  to  levels  considerably  above  the 
highest  preinjection  value.  Thirty  minutes  after 
the  first  injection,  atropine,  0.85  mg.,  and  pro- 
stigmine, 1 mg.,  were  administered  simultane- 
ously. Apparently  the  action  of  the  prostigmine 
was  dominant;  at  any  rate,  both  the  absolute 
pressure  and  the  range  of  fluctuation  increased. 
Thirty  minutes  after  the  second  injection,  atro- 
pine, 0.85  mg.,  was  administered.  As  can  be  ob- 
: served  in  the  graph,  this  was  followed  by  a drop 
in  pressure  and  a diminution  in  the  range  of  fluc- 
tuation. 

The  final  patient  in  this  series  was  a young 
adult  male  from  whom,  after  a gunshot  injury, 
the  spinal  cord  had  been  surgically  removed  distal 
to  the  level  of  the  sixth  thoracic  vertebra.  Cysto- 
metrogram,  performed  one  week  after  operation, 
j showed  the  same  features  observed  in  the  others 
(Fig.  4).  The  spontaneous  fluctuations  of  the 
control  period  were  lessened  by  atropine,  as  was 
the  absolute  pressure.  Injection  of  prostigmine, 

' 1 mg.,  was  then  followed  by  an  increase  in  bladder 
activity  as  observed  in  the  other  cases.  A second 
injection  of  prostigmine,  1 mg.,  given  forty  min- 
utes after  the  first,  was  followed  by  augmentation 
of  the  vesical  pressure. 

The  procedure  was  repeated  a week  later,  using 
the  same  patient  (Fig.  5).  On  this  occasion,  2 
j mg.  of  prostigmine  were  administered,  and  seven 
I minutes  later,  the  patient  voided  80  cc.  of  urine 
I around  the  catheter  in  a forceful,  uninterrupted 
stream.  Vesical  pressure  continued  to  fluctuate 


over  a fairly  wide  range.  Administration  of 
atropine,  0.85  mg.,  fifty  minutes  later  resulted  in  a 
marked  decrease  of  pressure. 

Comment 

The  generally  accepted  concepts  of  urinary 
bladder  function  in  animals  ascribe  contraction  of 
the  detrusor  muscle  and  relaxation  of  the  internal 
sphincter  to  activity  of  the  parasympathetic 
system.1-6  Stimulation  of  the  sympathetic 
system,  however,  is  not  considered  to  have  signifi- 
cant influence  on  the  detrusor,  or  to  produce  re- 
laxation of  the  detrusor  muscle  and  contraction  of 
the  internal  sphincter,  or  to  have  a biphasic 
effect  consisting  of  detrusor  contraction  followed 
by  relaxation,  or  to  produce  contraction  if  the 
bladder  pressure  is  low  and  relaxation  if  the 
bladder  pressure  is  high.1-3-6-9  That  some 
autonomic  unit  can  produce  inhibition  of  bladder 
tonus  is  suggested  by  the  fact  that  such  result 
occurs  following  stimulation  of  the  medial  nuclei 
in  the  medullary  reticular  formation,  the  posterior 
part  of  the  hypothalamus,  and  the  upper  mes- 
encephalon.10- 11  Likewise,  the  ability  of  some 
autonomic  unit  to  produce  an  increase  in  bladder 
tonus  is  suggested  by  the  fact  that  such  result 
follows  stimulation  of  the  facilitatory  area  in  the 
pons  and  the  anterior  part  of  the  hypothala- 
mus.10- 11 

It  is  difficult  to  say  how  much  of  this  informa- 
tion is  validly  applicable  to  man.  The  results  of 
presacral  neurectomy  would  indicate  that  sympa- 
thetic innervation  of  the  bladder  is  not  essential 
to  normal  micturition.3-9-12  Despite  apparent 
opinion  to  the  contrary,  it  appears  that  paraplegic 
patients  can  acquire  an  automatic  bladder  with 
initiation  of  micturition  at  will,  no  retention  of 
residual  urine,  and  no  incontinence,  after  section 
of  all  the  anterior  spinal  roots  from  the  twelfth 
thoracic  to  the  fifth  sacral  and,  indeed,  after  sec- 
tion of  both  the  anterior  and  the  posterior  spinal 
roots  from  the  twelfth  thoracic  to  the  fifth  sacral. 
13-  14  On  the  other  hand,  in  our  experience  and 
that  of  others,  section  of  all  the  anterior  and  pos- 
terior spinal  roots  in  the  sacral,  lumbar,  and  lower 
thoracic  areas  can  convert  the  bladder  of  a para- 
plegic patient  into  a relatively  passive  reservoir 
which  will  retain  large  amounts  of  urine  and  can 
be  emptied  at  will  through  manual  expression.16 

It  is  believed  that  the  effect  of  prostigmine  on 
the  autonomic  system  is  an  augmentation  of  the 
action  of  acetylcholine,  resulting  from  inactiva- 
tion of  cholinesterase.  Atropine,  although  it 
does  not  affect  the  production  of  acetylcholine,  is 
believed  to  antagonize  its  action  by  rendering  the 
effector  cell  unresponsive.7  One  would  antici- 
pate, then,  that  prostigmine  produces  an  increase 
of  bladder  tonus  and  that  atropine  produces  a 
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decrease.  The  effect  of  atropine  has  been  in- 
vestigated in  lower  animals.  It  has  been  found 
that  this  drug  abolishes  the  action  of  acetylcholine 
applied  artificially  but  does  not  depress  the  con- 
tractions induced  by  stimulation  of  the  para- 
sympathetic system.16 

Summary 

The  results  of  the  investigation  reported  here 
indicate  that  the  human  urinary  bladder  which 
has  been  removed  from  the  interference  of  voli- 
tional activity,  from  the  influence  of  supraseg- 
mental  mechanisms,  and  (in  one  instance)  from 
all  known  neuraxial  influence  will  show  a rela- 
tively constant  and  reproducible  response  to  pro- 
stigmine  and  atropine.  The  parasympathomi- 
metic drug  produces  an  increase  in  both  absolute 
vesical  pressure  and  in  the  range  through  which 
this  pressure  fluctuates — an  increase  in  the  basic 
tonus  and  in  the  phasic  activity  superimposed 
upon  that  tonus.  Atropine,  on  the  other  hand, 


results  in  depression  of  both  the  tonic  and  phasic 
activity. 

100  Eighth  Avenue 
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A METHOD  OF  RAPID  RESTORATION  OF  NEUROMUSCULAR 
FUNCTION  IN  POLIOMYELITIS 

A.  W.  Schenker,  M.D.,  New  York  City 

(From,  the  Halloran  Veterans  Administration  Hospital,  Staten  Island ) 


PROLONGED  disability  in  the  paralytic 
stage  of  poliomyelitis  constitutes  one  of  the 
igreat  challenges  faced  by  the  medical  profession 
(today.  It  is  freely  acknowledged  that  no  matter 
how  well  devised  the  rehabilitation  program  is 
and  no  matter  how  skillfully  the  program  is 
, carried  out,  that  program  will  nevertheless  fail  of 
its  objective  because  the  amount  of  therapy  time 
allotted  is  totally  inadequate.  The  more  wide- 
spread the  paralysis,  the  more  frustrating  is  the 
therapeutic  result. 

It  is  common  practice  in  the  best  rehabilitation 
clinics  to  discharge  the  patient  with  involvement 

Ipf  upper  or  lower  extremities  just  as  soon  as 
physical  self-sufficiency  has  been  attained,  even 
though  the  maximum  function  of  the  involved 
t jjmuseles  has  not  been  achieved.  This  is  under- 
standable because  with  wide  involvement  current 
clinical  methods  and  facilities  allow  only  a small 
amount  of  therapy  time  to  be  devoted  to  the  in- 
dividual muscles.  To  facilitate  patient  turnover, 
braces,  splints,  or  supports  are  designed  as  per- 
manent aids  to  enable  the  patient  to  perform 
routine  activities  without  assistance — a philos- 
ophy of  “make  the  best  use  of  what  is  left.” 
Where  maximum  function  has  not  been  realized, 
the  philosophy  then  becomes  one  of  defeat  and 
'frustration.  In  other  words,  patients  are  deliber- 
ately encouraged  in  the  belief  that  their  dis- 
abilities are  final  and  irreversible. 

In  recognition  of  these  shortcomings,  there  has 
larisen  a wide  range  of  apparatus  of  variegated 
ingenuity  designed  around  the  idea  that  weak 
muscles  could  be  strengthened  through  individual 
lexercise  with  minimal  supervision.  Most  of 
i these  devices  have  the  common  fault  of  inade- 
quacy in  lesions  of  “trace”  quality,  the  very 
lesions  which  call  for  the  greatest  skill  and  per- 
severance in  their  management.  Since  a muscle 
of  “trace”  quality  functions  on  the  subclinical 
level,  the  means  for  its  restoration  must  be  based 
on  that  concept.  You  cannot  measure  an  object 
of  microscopic  size  with  a foot  rule.  For  the 
same  reason,  it  is  irrational  to  expect  a muscle  of 
“trace”  quality  to  work  against  a spring,  or 
weight  and  pulley,  etc.  Some  such  devices  are 
definitely  harmful  in  that  they  make  no  attempt, 

I to  individualize  on  specific  muscle  groups,  i.e. 

| they  perform  complex  movements  regardless  of 
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specific  muscle  weakness,  thereby  causing  muscle 
imbalance  and  thus  exaggerating  the  disability. 

In  a well-organized  rehabilitation  center  for 
neuromuscular  disorders,  the  patient  is  placed  on 
a regimen  which  keeps  him  occupied  fully  through- 
out the  day.  This  usually  includes  physical 
therapy,  occupational  therapy,  corrective  therapy, 
and  general  education.  It  should  be  noted  that 
physical  therapy,  which  in  the  early  stage  of  re- 
habilitation is  the  backbone  of  effort  toward 
definitive  muscle  restoration,  represents  only  a 
fraction  of  the  day’s  program.  For  example,  one 
hour  per  day  of  physical  therapy  in  such  a pro- 
gram is  considered  very  liberal,  but  in  the  early 
stages  other  physical  activities  such  as  occupa- 
tional therapy  not  only  do  not  contribute  toward 
definitive  effective  recovery  but  unless  skillfully 
managed  may  even  do  harm,  since  complex  move- 
ments which  are  the  essence  of  occupational 
therapy  may  produce  muscle  imbalance  with  con- 
sequent further  disablement.  On  the  other  hand, 
if  a way  could  be  devised  whereby  the  patient’s 
daily  output  is  confined  intensively  and  exclu- 
sively to  an  involved  prime  mover,  it  is  reasonable 
to  expect  recovery  of  function  to  be  brought  about 
very  much  sooner. 

The  method  designed  to  provide  such  rapid 
recovery  and  which  is  about  to  be  described  is 
based  on  accepted  kinesiologic  and  engineering 
principles.  There  are  five  factors  involved  in 
these  principles:  First  and  foremost  is  the  fact 
that  active  movement  is  the  only  phenomenon 
which  represents  true  physiologic  muscle  con- 
traction. Second,  active  movement  against  re- 
sistance has  been  proved  to  produce  muscle 
hypertrophy.  Third,  rhythmicity  develops  a 
habit  pattern,  reduces  synaptic  resistance,  and 
tends  to  reorient  the  paralyzed  prime  mover. 
Fourth,  speed  of  movement  rounds  out  the  power 
factor  which  in  the  past  has  been  ignored  in  the 
objective  evaluation  of  neuromuscular  output. 
A fifth  element  with  which  we  must  contend  is  the 
muscle  fatigue  point. 

All  of  the  foregoing  physiologic  entities  have 
been  incorporated  in  a device  called  the  neuro- 
myodyne,  which  encourages  the  prime  mover  to 
oscillate  actively  in  a horizontal  plane  at  con- 
trolled speeds  and  loads  and  at  the  full  range  of 
movement  of  , the  involved  joint.  Provision  is 
made  to  add  load  increments  as  improvement  in 
strength  develops  (Fig.  1).  These  increments  are 
built  up  progressively  until  the  load  is  equivalent 
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with  provision  for  adding  resistance  increments. 

to  that  of  full  gravity.  At  this  point,  the  patient 
is  able  to  move  the  involved  joint  through  its 
complete  range  while  in  the  upright  position. 
The  final  therapeutic  objective  for  the  involved 
muscle  has  thus  been  achieved.  When  this  level 
of  improvement  is  attained,  conventional  meth- 
ods of  strengthening  exercises,  i.e.,  springs,  dumb- 
bells, weights  and  pulleys,  etc.,  may  be  intro- 
duced. It  is  at  this  point,  also,  that  occupational 
therapy,  properly  prescribed  and  carefully  exe- 
cuted, may  be  safely  introduced. 

Clinical  experience  has  shown  repeatedly  that, 
with  the  exception  of  peripheral  nerve  injuries 
with  complete  division  of  the  nerve,  the  so-called 
“zero”  muscles,  i.e.,  the  muscles  which  show  no 
action  currents  or  which  have  a high  chronaxie 
reading  or  which  show  reaction  of  degeneration, 
are  not  necessarily  bereft  of  contractile  power  and 
consequently  possess  potential  function.  This  is 
readily  demonstrated  when  movement  is  per- 
mitted against  both  minimal  gravity  influence 
and  minimal  frictional  resistance.  It  is  espe- 
cially true  of  the  larger  skeletal  muscles  and  applies 
with  less  validity  to  the  small  muscles  such  as 
those  supplied  by  the  seventh  nerve  or  the  intrin- 
sic muscles  of  the  hand.  The  neuromyodyne 
permits  adjustment  so  that  frictional  resistance 
may  be  kept  at  a minimum.  Moreover,  since 
movement  is  always  in  a horizontal  plane,  gravity 
influence  is  likewise  kept  at  a minimum. 

The  clinical  operation  of  the  neuromyodyne  re- 
solves itself  into  five  progressive  phases.  Each 
phase  must  be  thoroughly  mastered  by  the  pa- 
tient before  the  succeeding  phase  is  commenced. 
Depending  upon  the  extent  of  the  involvement, 
the  personal  equation,  and  the  total  daily  input 
time  by  the  patient,  the  length  of  time  it  takes  to 
master  each  phase  varies  widely.  Again,  de- 
pending on  the  severity  of  the  involvement,  the 
patient  may  never  go  beyond  the  first  phase,  or 
he  may  progress  right  through  the  five  phases  to  a 
functional  level. 

While  specific  procedure  is  laid  down  for  each 
step,  clinical  judgment  must  govern  in  every  case. 
This  description  is  intended  only  as  a guide  and  is 
based  on  an  otherwise  normally  healthy,  intelli- 


gent, young  adult  patient.  Children  in  the  vari 
ous  age  groups,  adolescents,  and  older  adults  wil 
require  individual  variations  in  activity  and  resij 
periods,  speed,  resistance  increments,  and  maxi 
mum  resistance,  as  well  as  the  final  endurance 
level.  All  these  will  be  dictated  by  clinica 
judgment  pari  passu  with  their  progress.  The 
rate  at  which  the  patient  will  progress,  givei 
specific  neuromuscular  involvement,  will  depenr 
on  his  willingness  to  cooperate,  the  amount  o 
time  he  can  or  is  willing  to  devote  daily  to  th< 
task,  and  the  rate  at  which  he  responds  to  the! 
progression  of  the  several  phases  about  to  lx  j 
described. 

1 . Orientation. — Generally  speaking,  a pa 
tient  with  a “zero”  “or  trace”  muscle  is  poor  hi 
oriented  with  respect  to  function  of  the  involves 
prime  mover.  He  has  forgotten  how  to  carry  ou 
a conventional  movement  ordinarily  performs 
by  the  normal  prime  mover,  which  is  now  dam 
aged.  Therefore,  our  first  consideration  is  to  re  j 
establish  in  the  patient’s  mind  the  knowledge 
that  the  movement  is  possible,  however  feehle  i | 
may  be.  The  orientation  period  in  such  case 
may  take  as  little  as  a half  hour,  or  it  may  take  a : 
long  as  six  hours. 

When  the  prime  mover  is  rated  a “poor”  oi 
better,  the  orientation  is  much  more  spontaneou ' 
and  invariably  does  not  exceed  a half  hour,  usiq 
ally  only  a few  minutes. 

For  purposes  of  description,  we  will  assume  tli  | 
shoulder  abductor  as  the  prime  mover  which  i 
involved.  The  patient  is  placed  in  the  supin 
position  with  the  involved  upper  extremity  in  tli  < 
sling  and  the  anatomic  center  of  rotation  of  th  j 
shoulder  in  line  with  the  plumb  bob  of  the  neuro 
myodyne  (Fig.  2).  The  pressure  chamber  is  adj 
justed  to  the  zero  position.  The  patient  is  tola 
voluntarily  to  abduct  his  shoulder.  If  he  is  ini 
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Fig.  2.  Patient  in  supine  position  with  the  ii 
volved  upper  extremity  in  the  sling  and  the  anator.i 
center  of  rotation  of  the  shoulder  in  line  with  tf 
plumb  bob  of  the  neuromyodyne. 
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jcapable  of  doing  so,  then  the  extremity  is  passively 
abducted  and  adducted  for  several  oscillations, 
land  the  patient  is  then  asked  to  repeat  the  move- 
ment voluntarily. 

This  procedure  is  repeated  until  some  voluntary 
!movement  of  the  extremity  becomes  manifest, 
even  though  there  are  accompanying  substituting 
anovements.  He  is  now  encouraged  to  continue 
loscillating  regardless  of  metronome  time,  range  of 
imovement,  or  muscle  substitution.  At  first  he 
may  be  able  to  do  only  a few  oscillations  with  only 
|a  few  degrees  of  amplitude.  He  is  encouraged  to 
iresume  after  a brief  rest.  This  is  persistently  re- 
peated, and  it  will  soon  be  observed  that  volun- 
tary abduction  gradually  becomes  more  effortless 
and  the  range  of  movement  becomes  wider. 
When  the  patient  reaches  the  point  where  he  has 
a full  range  of  abduction,  as  observed  by  the 
goniometer,  he  is  ready  for  the  next  phase. 

2.  Rhythmicity— In  this  phase,  the  aim  is  to 
attain  rhythmic  cycles  with  progression  to  op- 
timum speed  at  minimal  load.  The  metronome 
is  set  at  the  lowest  calibrated  speed  (40  beats  per 
minute)  with  the  pressure  chamber  at  “zero”  (0.1 
pound).  Substitution  at  this  time  is  ignored. 
Oscillations  are  commenced  at  40  beats  per  minute 
for  one  minute,  followed  by  one  minute  of  rest. 
Then  oscillations  are  resumed  for  two  minutes 
sand  one  minute  of  rest.  Thus,  the  time  of  activ- 
ity is  progressively  increased  by  one-minute 
increments  with  one-minute  rest  periods  interven- 
ing until  the  patient  has  reached  five  minutes  of 
active  oscillations  and  one  minute  of  rest.  At  this 
point  the  five  and  one  cycle  is  repeated  for  no  less 
|than  six  times,  or  until  such  time  as  substitution  is 
at  a minimum.  His  metronome  time  is  now  in- 
creased by  four  beats,  to  44  beats  per  minute,  and 
the  same  process  is  repeated  until  a five  and  one 
cycle  is  achieved  with  minimal  substitution.  Now, 
the  metronome  time  is  increased  to  48  beats  per 
minute,  etc.  Thus,  the  metronome  time  is  progres- 
sively raised  in  4 beat-per-minute  increments  un- 
til 60  beats  per  minute  have  been  reached.  The 
resulting  net  achievement  at  the  end  of  this  phase 
is  full  range  of  abduction  in  rhythmic  cycles  of 
five  and  one  (five  minutes  active  and  one-minute 
rest)  at  60  beats  per  minute  against  0.1-pound 
"esistance  with  minimal  muscle  substitution. 

3.  Progression  to  Maximum  Resistance. — 
Having  attained  rhythmic  cycles  against  mini- 
mum resistance  and  with  minimal  muscle  sub- 
stitution, the  patient  is  now  prepared  to  assume 
•hythmic  work  against  progressively  increased  re- 
sistance until  he  reaches  either  Iris  own  maximum 
ibility  or  the  maximum  capacity  of  the  machine. 
Hie  patient  proceeds  to  oscillate  at  60  beats  per 
minute  against  2.5  pounds  of  resistance  for  one 
minute  and  then  rests  for  one  minute.  He  then 

esumes  oscillations  against  the  same  resistance 
)ut  for  two  minutes  and  a one-minute  rest.  If  it 


is  observed  that  undue  effort  is  expended  in  per- 
forming these  oscillations  or  if  his  oscillations  be- 
come asynchronous  with  the  metronome  time, 
then  no  further  attempt  should  be  made  to  in- 
crease the  active  period  until  the  oscillations  are 
performed  freely  again. 

The  time  is  then  stepped  up  to  three  minutes 
and  a one-mintue  rest.  After  each  rest  period,  a 
one-minute  increment  is  added  until  a five-minute 
active  period  is  reached.  At  this  point,  the  five 
and  one  cycle  is  repeated  for  no  less  than  six  times 
even  if  the  oscillations  are  performed  perfectly 
freely.  If  undue  exertion  is  noted,  then  the  five 
and  one  cycle  must  be  repeated  until  freedom  of 
movement  is  thoroughly  established.  The  pa- 
tient is  now  ready  to  add  another  2.5-pound  in- 
crement, making  a total  of  5.0-pound  resistance. 
Exactly  the  same  procedure  is  repeated  as  for  the 
first  2.5-pound  increment  until  he  can  perform  six 
successive  cycles  of  five  and  one  freely.  These 
2.5-pound  increments  are  thus  added  gradually 
and  progressively  as  his  performance  improves. 
The  patient  will  reach  a point  where,  due  to  his 
own  limited  strength,  he  will  reach  a resistance 
level  beyond  which  he  cannot  go,  or  he  will  reach 
the  full  resistance  capacity  of  the  neuromyodyne, 
i.e.,  40  pounds.  If  he  attains  that  resistance  at 
60  beats  per  minute,  and  can  perform  six  succes- 
sive cycles  of  five  and  one  without  fatigue,  then 
he  is  ready  for  the  next  phase. 

4.  Voluntary  Initiation  of  Prime  Movement. — 
Hitherto  the  oscillations  have  been  relatively 
rapid,  and  momentum  played  some  role  in  ini- 
tiating movement  at  the  beginning  of  each  stroke. 
But  in  reaching  the  present  phase,  enough  muscle 
fiber  hypertrophy  will  have  developed  to  enable 
the  patient  voluntarily  to  initiate  prime  move- 
ment, albeit  with  some  effort.  The  objective  in 
this  phase  is  to  attain  true  initiation  of  prime 
movement  at  an  optimum  speed  against  maxi- 
mum resistance.  With  the  pressure  chamber  set 
at  40  pounds,  metronome  time  is  tentatively  in- 
creased to  104  beats  per  minute  and  with  the  use 
of  the  “move-halt”  rhythm  oscillations  are  per- 
formed for  one  minute  followed  by  one-minute 
rest.  The  five  and  one  cycle  is  worked  up  to  in 
the  usual  manner,  and  after  six  cycles  of  five  and 
one  are  performed  freely,  the  speed  is  reduced  to 
100  beats  per  minute  and  oscillations  are  resumed, 
starting  with  one  and  one,  then  two  and  one,  etc., 
until  the  five  and  one  cycle  is  stabilized  by  per- 
forming six  cycles  of  it.  Thus,  the  metronome 
time  is  progressively  decreased  to  50  beats  per 
minute.  If  the  patient  can  perform  freely  five 
minutes  active  and  one-minute  rest  against  40 
pounds  at  50  beats  per  minute  with  a “move-halt” 
rhythm,  he  is  ready  to  go  into  the  fifth,  or  final, 
phase. 

5.  Endurance. — This  is  the  final  phase,  and 
the  aim  is  to  increase  the  time  of  activity  pro- 


2386 


A.  IV.  SCHENKER 


[N.  Y.  State  J.  M. 


gressively  before  each  resting  period.  In  this 
phase,  it  is  important  to  attain  purity  of  function 
of  the  involved  muscle  group  with  positive  initia- 
tion of  movement  (“move  and  halt”  rhythm)  at 
lowest  optimum  speed  and  at  the  maximum  re- 
sistance of  the  machine’s  or  the  patient’s  own 
capacity.  Having  reached  the  point  where  he  is 
able  to  work  effortlessly  against  maximum  resist- 
ance at  50  beats  per  minute  with  a “move-halt” 
rhythm  for  a five-minute  period,  the  patient  now 
cautiously  attempts  to  increase  the  time  to  six 
minutes,  followed  by  one  minute  of  rest.  In  this 
attempt,  it  may  be  observed  that  toward  the  end 
of  the  sixth  minute  movement  becomes  more  re- 
strained. This  is  manifested  by  muscle  substi- 
tution or  by  a tendency  to  drop  below  the  metro- 
nome speed.  Since  purity  of  prime  motion  is 
now  the  sole  criterion  for  optimum  function,  the 
patient  should  not  attempt  to  extend  the  time  be- 
yond which  substitution  occurs.  With  constant 
persistence,  however,  he  may  achieve  effortless 
movement  throughout  the  six  minutes. 

Now,  after  one  minute  of  rest,  he  resumes  work 
aiming  toward  a seven-minute  period  of  sustained 
effort.  Thus,  by  progressively  increasing  sus- 
tained effort  by  one-minute  increments,  he  will 
eventually  reach  a time  level  which  will  represent 
his  maximum  possible  achievement,  and  no  mat- 
ter how  persistently  he  pursues  these  oscillations, 
he  will  not  be  able  to  increase  the  number  of  min- 
utes of  sustained  effort.  At  this  point,  it  must  be 
assumed  that  the  residual  dormant  muscle  fibers 
will  have  reached  maximum  hypertrophy  and 
that  whatever  functional  level  has  been  achieved 
will  be  the  ultimate  attainable  level. 

Two  inevitable  questions  arise  constantly: 
(1)  Can  a “trace”  grade  be  raised  to  a “poor”  or 
higher?  (2)  If  so,  how  long  would  it  take  to  ac- 
complish it? 

For  an  answer  to  the  first  question,  let  us  con- 
sider what  happens  to  a muscle  when  its  nerve 
supply  becomes  damaged.  A muscle  is  composed 
almost  wholly  of  muscle  fibers,  very  little  else. 
Each  300  to  400  of  these  are  controlled  by  a single 
nerve  fibril,  and  there  are  numerous  fibrils  to  each 
nerve.  Now,  in  poliomyelitis  it  is  mainly  these 
nerve  fibrils  which  are  damaged,  along  with  the 
anterior  horn  cells.  If  the  damage  is  extremely 
severe,  most  nerve  fibrils  may  be  destroyed  so 
that  the  muscle  fibers  which  are  activated  by  them 
become  atrophied,  and  we  have  almost  complete 
paralysis  of  that  muscle.  If  the  damage  is  slight, 
only  a few  of  the  nerve  fibrils  are  destroyed,  with 
corresponding  destruction  of  only  a few  muscle 
fibers  so  that  function  may  be  quite  normal. 
Thus,  the  destruction  may  be  so  complete  that 
function  could  never  be  restored,  or  it  may  be  so 
slight  as  not  to  affect  function  at  all.  And,  of 
course,  the  damage  may  lie  anywhere  between 
these  two  limits. 


If  we  were  to  examine  a normal  muscle  under 
the  microscope,  we  should  see  the  entire  field  full 
of  muscle  fibers.  On  the  other  hand,  the  micro- 
scopic appearance  of  damaged  muscle  would  show 
bald  patches  interspersed  among  the  active  mus- 
cle fibers.  The  bald  patches,  of  course,  represent 
areas  which  were  formerly  occupied  by  active 
muscle  fibers  but  which  have  now  been  destroyed. 
The  number  of  active  muscle  fibers  that  are  left  de- 
termine the  'potential  ability  of  that  muscle  to  func- 
tion. It  is  the  strength  of  these  muscle  fibers 
which,  in  the  past,  has  formed  the  basis  of  muscle 
strength  evaluation.  This  is  referred  to  as  the 
Lovett  classification,  named  after  Dr.  Robert 
Lovett,  Boston  orthopedic  surgeon,  who  first  pre- 
sented it  in  1912. 

The  Lovett  classification  embraces  five  grades 
of  muscle  strength : When  a limb  cannot  move  at 
all  and  at  the  same  time  the  palpating  finger  of  the 
examiner  cannot  detect  the  slightest  muscle  con- 
traction, the  muscle  is  referred  to  as  a “zero”  muscle 
If  the  limb  cannot  move  but  the  palpating  fingei 
detects  a muscular  contraction,  however  slight 
then  the  muscle  is  called  a “trace”  muscle,  oi 
grade  1.  If  the  limb  can  move  in  a horizonta 
plane,  i.e.,  with  gravity  eliminated,  that  muscli 
is  graded  as  “poor,”  or  2.  If  the  limb  can  movi 
against  gravity  but  against  no  additional  resist 
ance,  the  muscle  is  graded  as  “fair,”  or  3.  If,  ii 
addition  to  moving  against  gravity,  the  limb  cai 
move  against  some  resistance,  then  the  musct 
is  graded  “good,”  or  4.  The  final  grading  i 
“normal,”  or  5. 

If  we  re-examine  this  classification  carefully 
we  are  at  once  confronted  with  the  question  of  it 
true  adequacy.  For  example,  a “zero”  muscl 
could  conceivably  be  a “trace”  muscle  if  the  re 
maining  active  fibers  happen  to  be  deeply  seatei 
and  thus  lie  remotely  from  the  palpating  fingei 
This  could  be  a serious  matter  for  the  patien 
since,  if  the  muscle  is  truly  a “zero”  muscle,  mean 
ing  that  the  fibers  are  totally  destroyed,  then  n 
treatment  could  possibly  be  of  any  avail  and  th 
patient  would  be  told  that.  But  this  muscle  doe 
have  active  fibers  left.  They  are  dormant  an 
definitely"  should  respond  to  treatment. 

Again,  a “poor”  muscle  is  defined  as  one  whic 
can  move  through  any  part  of  its  normal  range  s 
long  as  it  is  done  with  gravity  eliminated.  I 
other  words,  a,  patient  who  can  move  the  lim 
through  10  degrees  has  a “poor”  grade  for  thi 
muscle.  This  same  patient  is  treated  and  at  tl 
end  of,  say,  one  month  shows  a range  of  20  degree 
with  gravity  eliminated.  According  to  the  Love' 
classification,  this  patient  has  shown  no  progres 
but  as  a matter  of  fact  he  has,  since  at  the  end  < 
treatment  he  has  acquired  a 10  degree  addition: 
range.  These  examples  can  be  quoted  rig! 
through  the  Lovett  classification.  We  mus 
therefore,  conclude  that  the  Lovett  classificatio 
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IG.  3.  Illustrating  Lovett  grading  of  “fair”  (F) 
abductors  at  different  levels  of  strength. 


hich  has  served  so  well  through  the  years,  is  now 
uite  inadequate  for  rigorous  measurement, 
fowever,  it  can  be  extremely  valuable  as  a rough 
liethod  of  clinical  determination  if  we  append  the 
egree  of  displacement  to  the  basic  grading. 
I’hus  a “fair”  muscle,  which  permits  the  joint  to 
jiove  through  a range  of,  say,  15  degrees  may  be 
ated  as  F15  degrees,  or  a “poor”  muscle,  which 
srmits  a range  of  30  degrees,  may  be  stated  as 
30  degrees  (Figs.  3 and  4). 

What  is  the  alternative?  If  we  ignore  the 
istologic  aspect  of  the  muscle  and  base  our  mus- 


cle strength  determination  on  its  power  output  in 
terms  of  force,  distance,  and  time,  we  then  have  at 
our  disposal  a sound  method  of  objective  evalua- 
tion by  means  of  the  neuromyodyne.  This  eval- 
uation may  be  made  at  any  phase  of  the  treat- 
ment. 

With  our  present  knowledge,  it  is  impossible  to 
predict  the  level  to  which  a “trace”  muscle  can  be 
raised.  We  can  only  say  that  with  active  resis- 
tive exercise,  properly  controlled,  and  with 
sufficient  intensity  and  rhythmicity,  every  intact 
muscle  fiber  can  be  raised  to  a maximum  degree 
of  hypertrophy,  and  this  may  be  often  sufficient 
to  provide  a functional  joint  at  the  very  least. 

The  answer  to  the  question  of  how  long  it 
would  take  to  raise  the  level  of  a “trace”  muscle 
lies  in  the  amount  of  effort  expended.  The 
greater  the  power  input,  e.g.,  inch-pound-minutes, 
the  quicker  maximum  recovery  may  be  realized. 
The  neuromyodyne  provides  this  measured  po- 
tential to  the  patient  who  is  willing  to  exert  his 
utmost  towai'd  a goal  of  maximum  recovery  in 
the  minimum  amount  of  time. 

Now  a few  words  about  muscle  substitution. 
Where  muscle  imbalance  is  augmented  by  a sub- 
stituting muscle,  the  result  certainly  is  harmful, 
and  under  such  circumstances  every  care  must  be 
observed  to  avoid  it.  But  there  are  times  when 
the  contraction  of  another  muscle  definitely  aids 
the  prime  mover.  For  example,  flexion  of  the 
knee  reinforces  dorsiflexion  of  the  ankle.  So  long 
as  substitution  occurs  in  the  plane  of  rotation,  the 
prime  mover  is  actually  benefited  by  such  sub- 
stitution. With  progressive  strengthening  of  the 
prime  mover,  the  substituting  muscle  gradually 
diminishes  in  its  influence  as  such. 

It  is  interesting  to  observe  that,  although 
treatment  is  always  confined  to  pairs  of  opposing 
muscle  groups,  other  adjacent  muscles  lying  in 
different  planes  of  origin  and  insertion  are  con- 
sistently exhibiting  significant  increase  in  tone 
and  power.  This  is  to  be  expected,  since  all  the 
muscles  surrounding  the  involved  joint  are  con- 
stantly undergoing  voluntary  contractions,  albeit 
in  planes  other  than  those  of  the  prime  movers. 

Summary 

A technic  in  the  management  of  poliomyelitis 
has  been  described  which  enables  the  patient  to 
exercise  the  involved  muscles  intensively  under 
precisely  controlled  conditions,  thus  producing 
maximum  hypertrophy  of  the  remaining  intact 
muscle  fibers  in  a matter  of  weeks  to  months, 
instead  of  years.  This  intensive  exercise  may  be 
carried  out  at  home  with  only  occasional  medical 
supervision.  It  provides  an  accurate  method  of 
muscle  power  evaluation  during  any  phase  of  the 
treatment. 
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( From  the  Surgical  Service  of  the  Greenpoint  Hospital) 

THE  study  of  the  treatment  of  burns  with 
ascorbic  acid  was  undertaken  while  the  au- 
thor was  a member  of  the  Armed  Forces  during 
World  War  II  and  continued  at  the  Greenpoint 
Hospital,  Brooklyn,  with  the  assumption  that  the 
manifestations  observed  in  the  burned  patient 
were  probably  due  to  an  overabundance  of  hista- 
mine and  histamine-like  substances  in  the  body 
tissues.1-*  The  hypothesis  was  carried  still  further, 
based  on  the  probability  that  the  sudden  destruc- 
tion of  tissues  by  the  burning  agent  first  decom- 
poses the  protein  molecules  in  the  tissues  into 
alpha-amino  acids  by  a process  similar  to  that 
of  the  proteolytic  enzymes  in  digestion.  These 
amino  acids  may  be  decomposed  further,  not 
according  to  the  normal  method  of  deamination 
and  oxidation  but  by  losing  carbon  dioxide  from 
the  carboxyl  group  (decarboxylation)  with  the 
formation  of  a corresponding  alkylamine,  as 
R — CH  (NH2)  COOH  1^0?  R — CH2NH2. 

Various  studies  have  shown  that  the  mono- 
amines, such  as  tyramine  and  histamine,  have 
a powerful  physiologic  action  even  in  minute 
quantities.  Histamine  when  injected  into  the 
body  promptly  causes  increased  arterial  tension 
by  its  direct  action  on  the  arteriolar  wall,  and 
later  a fall  in  blood  pressure  results  from  increas- 
ing capillary  permeability.  This  would  prob- 
ably explain  the  hyperemia,  blister  formation, 
accumulation  of  interstitial  fluid,  and  shock  that 
is  observed  in  the  burned  patient.2,3 

An  idea  was  conceived  that  since  one  of  the 
physiologic  actions  of  ascorbic  acid  is  to  main- 
tain vascular  tone,  especially  of  the  vascular 
endothelium,  ascorbic  acid  might  counteract  the 
toxic  actions  of  alkylamine-like  histamine.  Ex- 
perimental studies  carried  out  by  myself  on  rab- 
bits, employing  histamine  and  ascorbic  acid, 
proved  this  to  be  true. 

Many  researchers  have  demonstrated  con- 
siderable alterations  in  the  metabolism  of  as- 
corbic acid  in  burns.  Lam  has  reported  a de- 
crease in  the  plasma  ascorbic  acid  concentration 
in  patients  with  extreme  burns.4  Clark  and 
Rossiter,  Harkins,  and  Uzbekov  have  reported 
decreased  ascorbic  acid  content  of  the  adrenal 
cortex  in  burned  guinea  pigs  and  rabbits. 
Ludening  and  Chanutin  studied  the  adrenal 
cholesterol  and  ascorbic  acid  content  after  injury, 
which  they  found  to  be  disturbed.8 

* A generous  supply  of  ascorbic  acid  was  supplied  by  Hofif- 
mann-La  Roche,  Inc.,  Nutley,  New  Jersey,  for  a portion  of 
this  study. 


During  the  course  of  the  study,  62  cases  of 
burns  were  treated  and  observed.  These  ranged 
from  mild  to  severe  types  and  were  caused  by 
various  agents  such  as  hot  water,  hot  grease, 
gasoline  explosions,  chemical  agents,  etc.  The 
treatment  of  burns  with  ascorbic  acid  was  di- 
rected primarily  as  an  adjunct  in  the  relief  of 
pain  and  shock,  immediate  care  of  the  local 
wound,  handling  of  the  metabolic  problem  of  the 
burned  patient,  and  toward  the  reduction  of 
the  time  interval  necessary  for  the  preparation 
of  skin  grafting  of  markedly  destroyed  areas. 


In  treatment,  the  ascorbic  acid  was  used  both 
locally  and  parenterally,  either  per  os,  intra-  ■ 
muscularly,  or  intravenously  when  vomiting  or ' 
shock  was  present.  If  there  was  no  immediate 
necessity  to  institute  shock  therapy,  the  burned 
area  was  cleansed  with  sterile  water  and  gauze, 
or  with  ether  soap  if  greasy,  and  a 1 per  cent' 
solution  of  ascorbic  acid  in  normal  saline  or  dis-  ( 
tilled  water  was  applied.  No  attempt  was  made ' 
at  debridement  except  to  remove  any  foreign  j 
bodies  that  may  have  been  present.  The  solution 
may  be  applied  to  any  part  of  the  body  without 
harmful  effects.  This  includes  eyes  and  mucous! 
membranes  such  as  mouth  and  throat.  It  is  of 
interest  to  note  that  the  hoarseness  and  pain  re- 
sulting from  sw  allowing  smoke  may  be  alleviated 
in  a short  period  of  time  either  by  gargling  or 
spraying  the  throat  with  a 1 per  cent  solution  of 
ascorbic  acid  in  normal  saline.  When  it  is  felt 
inadvisable  to  use  the  ascorbic  acid  solution,  a 2 
per  cent  ascorbic  acid  ointment  in  a water-soluble 
base  may  be  employed.  This  ointment  was  also 
employed  in  the  continuation  of  treatment  of  the 
burned  area.  The  solution  was  normally  usee 
only  during  the  first  forty-eight  to  seventy-twc 
hours  following  the  burn,  and  the  areas  were  kept 
constantly  moist  during  this  period.  The  origl 
inally  applied  soaked  dressings  were  not  cliangei 
but  kept  moist.  No  attempt  was  made  to  us( 
compression  dressings. 

Of  noteworthy  interest  is  the  fact  that  whei 
the  solution  wTas  applied  to  the  burned  area 
there  was  an  almost  immediate  alleviation  o 
pain,  which  in  most  cases  continued,  thus  bring 
ing  down  to  a minimum  the  use  of  morpliine 
Studies  by  Elman  and  Beecher  demonstrate 
the  harmful  effects  of  morphine  when  employe  ■ 
during  treatment  of  burns  and  injuries.9,10 


As  a part  of  the  general  supportive  treatmen  . v 
in  moderate  and  severe  burns,  ascorbic  acid  wa  )• 
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Iiven  in  doses  ranging  between  300  and  2,000 
lg.  daily  in  divided  doses,  either  per  os  or  pa- 
enterally.  This  was  in  addition  to  the  quantity 
sed  in  local  treatment.  Children  received  300 
Ip  900  mg.  daily  and  adults  500  to  2,000  mg. 
’his  dosage  was  continued  until  there  was  im- 
provement. At  no  time  were  deleterious  effects 
om  the  drug  observed.  Of  interest  was  the  fact 
flat  after  the  first  or  second  day  following  a severe 
urn,  when  there  is  usually  a suppression  of  urine 
ith  hemodilution  lasting  until  about  the  four- 
ienth  day,  treatment  with  ascorbic  acid  kept  the 
1 rinary  output  at  almost  normal  levels.11  Later 
lere  was  a definite  increase  in  the  urinary  out- 
ut.  Apparently  the  ascorbic  acid  acts  as  a 
hysiologic  diuretic  and  possesses  the  possibilities 
f preventing  renal  ischemia  that  is  observed  in 
le  severely  burned.12 

i|  Furthermore,  the  local  application  of  the  2 per 
uit  ascorbic  acid  ointment  to  moderately  severe 
nd  severely  burned  areas  in  the  continuation  of 
eatment  of  the  acute  phase  reduced  the  time 
iterval  necessary  for  skin  grafting.  The  daily 
pplication  of  the  ointment  produced  a healthy 
ranulation  tissue  bed  with  practically  no  re- 
undancy  as  observed  in  the  use  of  such  agents  as 
llfanilamide  ointment,  Furacin,  or  sterile  vase- 
ne  dressings.  Local  edema,  which  usually  inter- 
nes with  the  proper  take  of  a skin  graft,  was 
own  to  a minimum. 

(Since  ascorbic  acid  is  a mild  oxidizing  and  a 
long  reducing  agent,  it  possesses  astringent 
roperties  as  a local  wound  dressing.  These  prop- 
ties  are  similar  to  those  found  in  hydrogen 


, !G.  1.  First  and  second  degree  flash  burns  in- 
•lving  30  per  cent  of  upper  body  surface  (Case  8). 


peroxide.  Because  of  that,  very  little  antibiotic 
therapy  was  necessary.  Antibiotic  treatment 
was  employed  only  in  severe  cases  and  where 
undue  secondary  infection  had  set  in.  Where 
marked  sloughing  of  the  wound  was  present,  a 
0.5  to  1 per  cent  acetic  acid  solution  or  a solution 
of  penicillin  in  normal  saline,  containing  1,000 
units  of  penicillin  per  cubic  centimeter,  was 
used  daily  in  conjunction  with  the  ascorbic  acid 
ointment  dressings. 

In  the  estimation  of  the  severity  of  a burn, 
Berkow’s  method  of  percentage  of  skin  surface 
and  degree  of  the  burn  was  employed.  Com- 
parative studies  were  not  feasible  since  one  rarely 
observes  burns  which  are  alike  in  all  respects. 
Furthermore,  the  physical  status  of  the  patient 
at  the  time  he  was  burned  is  a factor  which  inter- 
feres with  comparative  studies.  It  has  been 
shown  that  the  poorly  nourished  patient  who 
has  suffered  a burn  does  not  do  as  well  as  the  well 
nourished.13  However,  from  close  clinical  obser- 
vations it  is  felt  that  the  use  of  ascorbic  acid  in  the 
burned  patient  will  alter  his  course  considerably. 
Remarkable  improvement  is  noted  in  burns  of 
lesser  degrees  and  a shortening  of  the  healing  per- 
iod of  burns  of  more  severe  degrees. 

Selected  Case  Reports 

Case  8. — J.  R.,  well-nourished  white  male,  age 
twenty-two,  suffered  first  and  second  degree  flash 
burns  involving  approximately  30  per  cent  of  his 
upper  body  surface.  This  included  both  arms, 
anterior  chest  wall,  neck,  and  head,  and  resulted 
from  a gasoline  explosion  when  his  plane  collided 
in  mid-air  with  another  (Fig.  1).  When  first  seen, 
which  was  one  and  a half  hours  following  his  land- 
ing by  parachute  on  the  ground,  he  was  in  severe 
pain.  An  hour  before,  he  had  been  given  a syrette 
of  morphine  (solution  morphine  tartrate,  y2  grain 
in  1.5  cc.).  A 1 per  cent  solution  of  ascorbic  acid 
in  normal  saline  was  applied  to  his  wounds,  and 
there  was  almost  immediate  relief  of  pain.  This  re- 
lief of  pain  continued,  and  no  further  morphine 
had  to  be  given.  One  unit  of  plasma  was  given 
prophylactically  six  hours  later.  He  began  taking 
nourishment  by  mouth  as  soon  as  he  was  relieved 
from  pain  and  continued  on  a regular  diet  through- 
out his  hospital  stay.  His  temperature,  pulse, 
blood  pressure,  and  respiration  remained  within 
normal  limits  throughout  the  treatment  period. 
The  daily  urinary  output  was  normal,  and  there  was 
no  weight  loss.  He  made  an  uneventful  recovery  in 
a little  over  a month. 

Cases  40  and  41 • — C.  B.,  white  male,  age  fifty- 
five,  and  T.  B.,  Negro,  age  twenty-one,  as  a result 
of  a gasoline  explosion,  suffered  similar  flash  burns 
at  the  same  time,  involving  the  neck,  face,  scalp, 
both  hands,  and  wrists  of  each.  These  were  second 
degree  burns  involving  8 per  cent  of  the  head  and 
neck  and  10  per  Cent  of  both  hands  and  wrists  (Fig. 
2). 

Both  were  well  nourished  and  presented  a non- 
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Fig.  2.  Second  degree  burns  involving  18  per  cent 
of  body  surface  (Cases  40  and  41). 


Fig.  3.  Second  and  third  degree  burns  involving 
15  per  cent  of  body  surface  (Case  46). 


contributory  past  history.  The  head  and  neck  re- 
gions were  treated  during  the  first  seventy-two 
hours  with  a 1 per  cent  solution  of  ascorbic  acid  in 
normal  saline,  followed  by  daily  dressings  with  a 
2 per  cent  ascorbic  acid  ointment.  The  hands  and 
wrists  were  treated,  at  first,  with  sterile  vaseline 
gauze  and  compression  dressings,  followed  bv  dress- 
ings with  Furacin  ointment.  Each  received  per  os 
200  mg.  of  ascorbic  acid  four  times  daily  through- 
out the  treatment  period. 

C.  B.  had  a rise  in  temperature  to  103.4  F.  on  the 
fifth  hospital  day.  This  came  down  gradually  to 
normal  on  the  eighth  hospital  day  and  remained 
within  normal  limits  until  discharge.  T.  B.  had  a 
rise  in  temperature  to  100.6  F.  on  the  sixth  hospi- 
tal day.  Thereafter,  it  remained  within  normal 
limits  until  discharge.  The  daily  urinary  output 
of  each  was  adequate.  Their  general  condition 
throughout  the  hospital  stay  was  good,  and  they 
lost  no  weight. 

At  the  end  of  three  weeks,  the  head  and  neck  of 
each  was  healed.  The  hands  and  wrists,  at  the  end 
of  this  period,  were  still  discharging  serosanguinous 
exudate  and  required  approximately  thirty  days 
more  for  complete  healing. 

Case  46- — R C.,  white  male,  age  two  and  one-half, 
suffered  second  and  third  degree  burns  of  his  an- 
terior chest  wall  and  abdomen,  involving  approxi- 
mately 15  per  cent  of  body  surface,  when  his  clothing 
caught  fire  (Fig.  3).  He  entered  the  hospital  one 
week  following  his  burn.  The  wound  was  infected, 
and  his  nutritional  state  poor.  He  was  placed  on  a 
high  caloric  diet  and  was  given  multiple  vitamins 
which  included  900  mg.  of  ascorbic  acid  in  divided 
doses  per  os.  The  wound  infection  was  cleared  up, 
at  first  by  intramuscular  penicillin  and  later  by  a 
daily  local  application  of  a solution  of  penicillin  in 


normal  saline  (1,000  units  per  cc.),  followed  by  a 
dressing  of  a 2 per  cent  ascorbic  acid  ointment. 
The  wound  filled  in  by  gradual  epithelization  and 
required  no  skin  grafting.  Complete  epithelization 
occurred  in  approximately  five  months  without  un- 
due scarring.  His  general  condition  throughout 
his  hospital  stay  was  very  good,  and  he  gained  con- 
siderable weight. 

Case  55. — M.  L.,  a fifty- six-year-old,  well-nour- 
ished white  male,  was  admitted  to  the  hospital 
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4.  Second  and  third  degree  burns  involvi')  j 
25  per  cent  of  body  surface  (Case  55). 
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hortly  after  receiving  flash  burns  from  an  oil  burner, 
avolving  the  right  side  of  his  face,  neck  and  shoulder 
.irdle,  and  right  arm  and  hand.  These  were  second 
ilegree  bums  of  the  face,  neck,  shoulder  girdle,  arm, 
nd  hand,  and  third  degree  bums  of  thumb,  index 
jinger,  and  middle  finger.  The  total  area  of  body 
urface  burned  was  approximately  25  per  cent  (Fig. 
).  He  gave  a history  of  drinking  alcohol  in  mod- 
rate  amounts  for  many  years.  Apparently,  he 
tad  also  been  eating  fairly  well  for  he  was  well 
tourished.  There  were  no  signs  of  intoxication  on 
dmission. 

The  burned  areas  were  treated  during  the  first 
prty-eight  hours  with  a 1 per  cent  solution  of  as- 
iorbic  acid  in  normal  saline,  followed  by  daily 
pressings  with  a 2 per  cent  ascorbic  acid  ointment, 
luring  the  first  few  days,  he  was  given  500  mg.  of 
scorbic  acid  intramuscularly  three  times  daily.' 
'his  was  followed  by  300  mg.  of  ascorbic  acid  four 
imes  daily  per  os.  He  was  placed  on  a high  caloric 
iet  and  received  penicillin  daily  during  the  first 
eek. 

His  general  condition  was  good  throughout  his 
ospital  stay.  The  temperature,  pulse,  and  respira- 
on  remained  within  normal  limits.  His  daily 
rinary  output  was  normal.  On  the  fifty-second 
ospital  day,  his  wounds  were  healed  with  the  ex- 
3ption  of  the  finger  tips.  These  epithelized  gradu- 
lly  and  were  healed,  without  undue  scarring,  on  the 
xty-ninth  hospital  day. 

Case  56. — J.  G.,  a thirty-nine-year-old  white 
lale,  well-nourished,  with  a noncontributory  past 
istory,  was  admitted  to  the  hospital  shortly  after 
iffering  flash  burns  from  an  oil  burner,  involving 
is  face,  both  hands,  and  wrists.  These  were  second 
egree  bums.  The  total  area  of  body  surface  in- 
olved  was  approximately  12  per  cent  (Fig.  5).  The 


burned  areas  were  treated  during  the  first  forty- 
eight  hours  with  a 1 per  cent  solution  of  ascorbic  acid 
in  normal  saline,  followed  by  daily  dressings  with  a 
2 per  cent  ascorbic  acid  ointment.  He  received  300 
mg.  of  ascorbic  acid  four  times  daily  per  os  through- 
out his  treatment  period  and  was  on  a regular  diet. 

On  the  third  hospital  day,  his  temperature  rose 
to  101.2  F.  Penicillin  brought  the  temperature 
down  to  normal  on  the  seventh  day,  and  it  remained 
within  normal  limits  until  discharge.  His  daily 
urinary  output  was  normal.  He  was  discharged  on 
the  fifteenth  hospital  day  as  healed. 

Comment 

From  observation  of  the  cases  studied,  it  is 
felt  that  ascorbic  acid  can  play  a powerful  role  in 
the  treatment  of  burns.  In  minor  burns  it  is  ade- 
quate in  alleviating  pain  and  hastens  the  healing 
period.  In  the  severely  burned  it  aids  in  com- 
bating the  accumulation  of  the  toxic  protein 
metabolites.  It  lessens  the  need  for  extensive 
supportive  therapy;  however,  it  does  not  elimi- 
nate such  immediate  supportive  therapy  as  ade- 
quate fluid  needs  of  the  body,  replacement  of 
losses  of  sodium  and  potassium  ions,  electrolytes, 
and  acid-base  balances  which  are  so  vitally  im- 
portant in  the  treatment  during  the  acute  phase 
of  a burn.  This  is  best  accomplished  by  the  ju- 
dicious use  of  whole  blood  transfusions.  Plasma 
is  felt  to  be  not  as  efficacious  as  whole  blood.  In 
a series  of  patients  treated  with  large  amounts  of 
plasma,  the  edema  in  the  burned  areas  remained 
for  longer  periods  of  time  than  it  did  in  those 
patients  treated  with  whole  blood  and  an  elec- 
trolyte solution.11’  14  This  was  probably  due  to 
an  escape  of  relatively  large  amounts  of  protein 
into  the  extravasc.ular  spaces  of  the  burned  areas. 

Whole  blood  transfusions  should  be  given  to 
all  severely  burned  cases,  especially  when  there 
is  low  blood  pressure  or  hemoconcentration. 
Hemoconcentration  is  not  necessarily  a contra- 
indication to  blood  transfusion.14  If  found  neces- 
sary, as  much  as  1,000  to  2,000  cc.  of  whole  blood 
may  be  given  during  the  first  twenty-four  hours. 
The  balance  of  the  fluid  needs  of  the  body  may  be 
supplied  by  the  use  of  a sodium  and  potassium 
containing  electrolyte  solution.15  This  solution 
should  include  1,000  mg.  of  ascorbic  acid  plus 
the  other  water  soluble  vitamins.  The  judicious 
use  of  both  will  have  an  osmotic  effect  on  the 
protein  molecules  and  will  reduce  the  existing 
hemoconcentration  as  well  as  keep  the  urinary 
output  above  1,500  cc.  per  day. 

Because  ascorbic  acid  therapy,  both  locally 
and  parenterally  or  per  os,  hastens  the  healing  of 
wounds  by  producing  healthy  granulation  tissues 
and  reducing  local  edema,  skin  grafting  may  be 
accomplished  at  the  earliest  possible  date.  It 
thus  reduces  the  chances  of  wound  infection  and 
prolonged  convalescence  from  open  wounds. 
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As  a result,  the  morbidity  and  mortality  rates  of 
burns  may  be  kept  down  to  a minimum. 

Summary 

Ascorbic  acid  was  used,  both  topically  and  per 
os  or  parenterally,  in  the  treatment  of  burns. 
Clinical  observation  of  the  cases  studied  showed 
that  ascorbic  acid  is  capable  of  alleviating  pain  in 
minor  burns,  hastens  the  healing  period,  aids  in 
combating  the  accumulation  of  toxic  protein 
metabolites  in  the  severely  burned,  and  reduces 
the  time  interval  necessary  for  skin  grafting. 

129  Clarkson  Avenue 
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his  surgical  staff  and  to  the  resident  and  nursing  staffs  of  the 
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EXPERIENCES  IN  THE  TREATMENT  OF  RHEUMATOID 
ARTHRITIS  WITH  CORTISONE 


Selvan  Davison,  M.D.,  New  York  City 
( From  the  Medical  Services  of  Mount  Sinai  Hospital) 

IN  1949,  Hench,  Kendall,  Slocumb,  and  Polley 
published  their  spectacular  results  of  the  treat- 
ment of  rheumatoid  arthritis  with  the  adrenal 
cortical  hormone,  cortisone.1  Their  work  has 
been  confirmed  by  many  investigators  who  have 
jdescribed  similarly  gratifying  responses  to  cor- 
tisone therapy.2-4  Until  very  recently,  primarily 
because  of  a limited  supply  of  the  hormone,  only 
a few  physicians  were  able  to  investigate  its 
uses  extensively.  During  the  past  few  months, 
when  larger  supplies  of  cortisone  became  available, 
a number  of  patients  with  rheumatoid  arthritis 
were  treated  at  this  institution,  and  the  results 
are  herein  reported.  Thirteen  are  private  cases, 
and  six  are  from  the  two  medical  services.  Some- 
what varied  regimens  of  cortisone  therapy  have 
been  used.  Accordingly,  it  was  considered  that  a 
report  of  the  results  would  be  of  interest. 

The  physiology  and  chemistry  of  cortisone,  as 
well  as  the  description  of  its  effect  on  rheumatoid 
arthritis  have  been  well  and  adequately  presented 
elsewhere.6-7 

Selection  of  Patients 

Of  the  19  patients  treated,  18  had  rheumatoid 
arthritis  of  the  peripheral  joints  alone.  One  pa- 
tient had  moderately  advanced  rheumatoid 
spondylitis.  Their  ages  ranged  from  thirty-five 
to  sixty-one  years.  Eleven  were  fifty  years  old  or 
more.  There  were  eight  males  and  11  females. 
The  shortest  duration  of  the  disease  prior  to  treat- 
ment with  cortisone  was  one  year  and  the  longest 
twenty-eight  years,  the  over-all  average  being 
seven  and  nine-tenths  years.  Two  patients  had 
psoriasis  and  one  of  these  an  exfoliative  derma- 
titis. Associated  with  the  rheumatoid  spon- 
dylitis was  fairly  extensive  Paget’s  disease  of  the 
pelvis.  The  erythrocyte  sedimentation  rate  was 
rapid  in  all  cases. 

j All  patients  presented  some  degree  of  objective 
Evidence  of  rheumatoid  arthritis,  such  as  pain, 
tenderness,  and  swelling  of  the  affected  joints. 
Seven  cases  were  graded  severe,  six  moderately 
severe,  and  six  as  moderate  rheumatoid  arthritis. 
Roentgenologic  changes  due  to  the  arthritis  were 
narked  in  nine,  moderate  in  four,  minimal  in 
shree,  and  absent  in  three  cases. 

Method  of  Administration 

All  suppressive  treatment  was  carried  out  in 
■ ;he  hospital.  All  patients  during  this  period  were 
>n  restricted  sodium  diets  (less  than  500  mg. 


daily).  Each  patient  was  examined  every  day 
for  evidence  of  hypercortisonism.  A daily  record 
was  kept  of  blood  pressure,  weight,  fluid  intake 
and  output,  and  urine  examinations.  It  was  not 
considered  necessary  to  continue  such  precautions 
on  a maintenance  schedule  which  in  all  cases  was 
on  an  ambulatory  basis.  The  patients  were  in- 
structed to  weigh  themselves  every  day,  to  main- 
tain a moderately  restricted  salt  intake,  and  to 
report  immediately  any  unusual  observation, 
such  as  ankle  edema  or  dyspnea.  Throughout 
maintenance  treatment,  a thorough  physical 
examination  and  evaluation  of  therapy  was  per- 
formed at  least  once  weekly. 

Two  groups  of  patients  are  presented  according 
to  the  plan  of  treatment. 

Group  I. — An  essentially  similar  regimen  of  cor- 
tisone administration  was  followed.  The  cost  of 
the  drug  was  borne  by  the  patient,  and  because  of 
its  high  price,  long  periods  of  observation  on  daily 
suppressive  doses  were  not  feasible.  It  was  neces- 
sary to  find  a satisfactory  maintenance  regimen 
quickly.  Therefore,  the  plan  was  to  attain  a 
level  of  maximum  response  to  suppressive  treat- 
ment and  then  gradually  to  lengthen  the  interval 
between  doses.  Maximum  response  was  con- 
sidered to  have  been  attained  when  further  im- 
provement did  not  occur  for  several  days  fol- 
lowing a period  of  definite  clinical  progress,  par- 
ticularly when  this  progress  was  associated  with 
the  falling  of  the  erythrocyte  sedimentation  rate 
to  normal  figures.  Some  patients  were  trans- 
ferred to  maintenance  doses  despite  persistence  of 
an  elevated  erythrocyte  sedimentation  rate,  since 
adequate  clinical  response  was  the  primary  con- 
sideration. 

Suppressive  Treatment. — Two  hundred  milli- 
grams of  cortisone  during  each  of  the  initial  two 
or  three  days  and  thereafter  100  mg.  daily  were 
administered  by  intramuscular  injection  to  12  pa- 
tients, with  the  exception  of  several  cases  in 
which  the  suppression  of  the  signs  and  symptoms 
was  not  sufficiently  rapid.  In  these  latter  in- 
stances the  dose  was  elevated  to  150  mg.  a day  for 
two  to  three  days  with  a salutary  effect.  Twenty 
days  was  the  longest  period  of  suppressive  dosage, 
and  the  shortest  was  seven  days. 

It  is  reported  that,  in  general,  the  more  pro- 
nounced the  disease  process,  the  longer  the  neces- 
sary period  for  suppressive  treatment.8  The 
number  of  cases  in  this  paper  is  not  large  enough 
thoroughly  to  evaluate  this,  although  the  tend- 
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ency  even  in  this  series  would  be  to  validate  such 
data.  The  results  from  suppressive  treatment 
with  cortisone  were  • graded  according  to  the 
classification  of  Hench,  Kendall,  Slocumb,  and 
Polley  as  follows:  very  marked  (90  to  100  per 
cent  improvement) ; marked  (75  to  90  per  cent) ; 
moderate  (50  to  75  per  cent) ; slight  (less  than  50 
per  cent). 

Maintenance  Treatment. — While  it  would  be 
most  desirable  to  maintain  all  patients  optimally, 
it  was  realized  that,  both  as  regards  cost  and  the 
expectation  of  side-effects  associated  with  pro- 
longed daily  administration  of  cortisone,  such  a 
goal  was  not  reasonable.  Therefore,  the  plan 
was  for  each  patient  to  remain  on  a regimen  com- 
patible with  ability  to  perform  daily  routines  such 
as  housework,  teaching,  business,  typing,  and,  in 
the  situation  of  the  hopelessly  crippled  patients, 
to  grant  them  comfort  and  increased  mobility. 
The  maintenance  period  was  initiated  immedi- 
ately after  leaving  the  hospital  by  increasing 
progressively  the  number  of  days  between  injec- 
tions of  cortisone,  but  retaining  100  mg.  as  the 
usual  dose.  Each  individual’s  progress  was  then 
carefully  observed  and  evaluated,  and  a schedule 
of  injections,  every  other  day,  or  third  day,  or  less 
frequently,  was  determined. 

Group  II. — In  this  group  the  patients  were 
subjected  to  irregular  schedules  of  suppressive 
and  maintenance  treatment. 

Results  in  Group  I 

Severe  Involvement. — All  three  patients  re- 
sponded well  to  suppressive  cortisone  therapy. 
They  are  classified  under  moderate  improvement 
because  the  marked  joint  destruction  naturally 
could  not  allow  full  range  of  activity  under  any 
circumstances. 

On  a maintenance  plan  the  three  patients  have 
been  adequately  controlled,  although  to  a dis- 
tinctly lesser  degree  than  during  suppressive 
treatment.  The  dosage  in  one  patient  (F.F.) 
was  gradually  reduced  until  she  was  receiving  100 
mg.  of  cortisone  twice  a week.  After  twenty-six 
days,  stiffness,  pain,  and  disability  began  to  re- 
turn, and  the  situation  was  perhaps  further  ag- 
gravated by  an  afebrile  upper  respiratory  infec- 
tion. The  situation  was  brought  under  control 
by  seven  consecutive  daily  injections  of  100  mg.  of 
cortisone.  Definite  improvement  was  noted  after 
the  second  injection.  This  patient  now  receives 
100  mg.  of  cortisone  every  other  day,  and  no 
attempt  to  decrease  the  dose  further  is  considered. 

The  most  satisfactory  regimen  for  the  second 
patient  (M.H.)  has  been  discovered  to  be  100  mg. 
daily  for  ten  days,  followed  by  a lapse  of  ten  to 
twelve  days  before  another  course  of  cortisone  is 
necessary.  This  patient  (M.H.)  has  had  rheu- 
matoid arthritis  for  twenty-eight  years  and  was 


completely  bedridden  because  of  severe  pain  and 
extensive  ankylosis.  A thorough  trial  with  cor- 
tisone has  illustrated  that  even  such  patients  can 
be  definitely  improved.  He  is  out  of  bed  and 
carrying  on  his  business. 

A favorable  situation  prevailed  in  the  third 
severe  case  (R.de.C.)  while  the  patient  was  receiv- 
ing three  injections  weekly  of  100  mg.  of  cortisone 
and  continued  for  thirteen  weeks. 

Moderately  Severe  Involvement. — Three  patients 
had  moderately  severe  rheumatoid  arthritis.  In 
the  first  instance  (J.F.)  there  was  a very  marked 
improvement  on  suppressive  dosage  which  has 
persisted  with  2 weekly  injections  of  100  mg.  of 
cortisone.  Moderate  benefit  was  obtained  in  the 
second  (L.M.)  on  100  mg.  every  other  day. 
Eventually  there  was  further  improvement  so 
that  now  the  situation  is  satisfactory  on  a sched- 
ule of  100  mg.  every  third  day. 

The  third  patient  (I.G.)  had  rheumatoid  spon- 
dylitis with  a “bamboo  spine”  on  x-ray,  as  well  as 
extensive  Paget’s  disease  of  the  pelvis  and  a 
mildly  active  duodenal  ulcer.  Moderate  anky- 
losis of  the  spine  with  severe  neck  pain  and  left 
sciatic  pain  was  present.  After  eighteen  days  of 
suppressive  dosage,  despite  a persistently  elevated 
erythrocyte  sedimentation  rate,  the  cervical  pain 
had  disappeared.  The  sciatic  symptoms  were 
greatly  relieved,  and  there  was  increased  mobility 
of  the  spine,  particularly  in  the  cervical  region. 
Maintenance  therapy  is  proceeding  satisfactorily. 

It  may  be  of  interest  to  note  that,  as  indicated 
by  unaltered  alkaline  phosphatase  levels  and 
x-ray  appearance,  cortisone  did  not  affect  the 
Paget’s  disease,  nor  was  the  status  of  the  duodenal 
ulcer  altered.  Maintenance  therapy  has  con- 
tinued for  sixty,  seventy,  and  twenty-four  days,  , 
respectively. 

Moderate  Involvement. — Six  patients  had  mod- 
erate rheumatoid  arthritis.  In  one  instance 
(E.E.)  response  to  suppressive  treatment  was 
very  marked,  and  adequate  improvement  has 
been  maintained  without  cortisone  for  as  long  as 
three  weeks  before  distinctly  annoying  signs  of 
relapse  appeared.  Her  disease  eventually  was 
quite  well  controlled  by  one  injection  weekly  of 
100  mg.  of  cortisone.  One  patient  (A.B.),  receiv- 
ing two  injections  weekly  of  100  mg.  of  cortisone, 
maintains  a very  satisfactory  status  regarding  the  , 
degree  of  pain  and  disability.  One  hundred 
milligrams  of  cortisone  every  other  day  has  en- 
abled another  (E.M.)  to  retain  only  a portion  of 
the  moderate  improvement  reached  by  suppres- 
sive treatment. 

In  the  fourth  instance  (M.N.),  prior  psycho- 
genic circumstances  operated,  and  while  on  clin-  , 
ical  and  laboratory  evidence  there  was  consider- 
able improvement,  the  patient  decided  to  discon- 
tinue treatment  while  receiving  three  separate  in- 
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jections  a week  of  100  mg.  of  cortisone.  This 
patient  was  emotionally  unstable  and  under 
psychoanalysis.  He  illustrated  the  difficulties 
in  establishing  a satisfactoiy  cortisone  regimen  in 
a severely  neurotic  patient.  The  use  of  cortisone 
may  be  contraindicated  under  such  circum- 
stances. 

The  fifth  patient  (I.B.)  improved  markedly  on 
i suppressive  dosage,  and  the  arthritis  is  adequately 
| controlled  by  150  mg.  every  third  day.  Patient 
number  six  (L.G.)  responded  very  well  to  two 
' weeks  of  suppressive  doses.  Following  twenty-one 
I days  on  three  doses  a week  of  100  mg.  of  cortisone, 
he  reported  further  improvement  and  is  now 
1 taking  100  mg.  orally  twice  weekly.  An  inter- 
esting note  is  the  continued  elevation  of  the 
erythrocyte  sedimentation  rate  (40  mm.  in  one 
hour,  Westergren)  in  the  face  of  progressive 
clinical  improvement  on  less  than  suppressive 
dosage.  The  above  schedules  have  been  main- 
tained seventy,  fifty,  thirty-five,  thirty-five,  and 
thirty  days,  respectively. 


Results  in  Group  II 

Severe  Involvement. — Four  cases  were  classified 
under  severe  rheumatoid  arthritis,  and  there  were 
unsatisfactory  results  in  three.  Cortisone  was 
administered  in  irregular  quantities,  with  the  hope 
that  the  minimal  therapeutic  level  would  there- 
by be  discovered.  Responses  and  relapses  conse- 
quently were  irregular  and  varied,  and  despite 
some  obvious  improvement,  the  patients  evinced 
disappointment.  Upon  leaving  the  hospital  one 
of  them  (E.M.)  immediately  discontinued  therapy. 
Insulin  in  conjunction  with  cortisone  had  been 
started  in  the  second  case  (F.K.)  while  he  was 
still  in  the  hospital.  During  the  initial  two  weeks 
after  leaving,  he  continued  to  receive  10  units  of 
insulin  plus  25  mg.  of  cortisone  twice  daily.9 
Following  one  moderately  severe  and  frightening 
hypoglycemic  reaction  he  discontinued  all  treat- 
ment. Full  clinical  relapse  occurred  rapidly  over 
a period  of  one  week. 

The  third  patient  (L.P.)  received  sufficient 
continuous  suppressive  treatment  to  enable  this 
pain-wracked,  bedridden  cripple  to  leave  her  bed 
and  begin  to  learn  to  walk  again.  However,  as 
described  below  in  the  discussion  of  adverse  ef- 
fects of  cortisone,  fluid  retention  leading  to  car- 
diac failure  dictated  discontinuation  of  treat- 
ment, and  after  a few  days  she  returned  to  her 
bed.  Adequate  suppressive  continuous  dosage 
for  two  weeks  achieved  moderate  improvement  in 
the  fourth  patient  (F.S.).  After  twenty-eight 
days  on  a maintenance  schedule  of  100  mg.  of 
cortisone  every  other  day,  marked  microscopic 
hematuria  was  discovered,  and  the  drug  was  dis- 
continued. 

Moderately  Severe  Involvement. — Three  patients 


had  moderately  severe  rheumatoid  arthritis. 
While  they  were  receiving  varying  daily  doses  of 
cortisone  some  improvement  occurred  in  one  case 
(R.W.)  but  was  not  sufficient  to  satisfy  the  pa- 
tient’s desires.  Not  until  a definite  course  of  100 
mg.  daily  was  begun  did  a moderate  degree  of  im- 
provement appear.  She  is  now  able  to  carry  on  her 
daily  activities  on  100  mg.  of  cortisone  every  other 
day  for  a period  of  eighty  days. 

A second  patient  (D.A.)  was  observed  to  have 
achieved  moderate  improvement  after  suppres- 
sive dosage,  but  the  dose  was  then  varied  ir- 
regularly while  approaching  a maintenance  level. 
The  patient  was  not  pleased  with  what  appeared 
to  be  irregular  progress,  and  she  voluntarily  dis- 
continued treatment  upon  leaving  the  hospital. 
After  two  weeks  there  was  complete  clinical  re- 
lapse of  the  arthritis. 

Ten  days  of  suppressive  therapy  in  the  third 
patient  (S.D.)  produced  marked  improvement 
which  has  since  been  partially  retained  on  50  mg. 
of  cortisone  daily  for  twenty-eight  days.  It 
should  be  noted  that  following  the  initial  two 
weeks  of  lower  dosage  cortisone  has  been  ad- 
ministered orally.  Freyberg  et  al.  have  recently 
published  the  results  of  their  investigations  using 
cortisone  tablets,  in  which  the  authors  found 
them  to  be  as  active  as  the  intramuscular  prepara- 
tion.10 Boland  and  Headley  have  presented 
evidence  of  the  necessity  for  larger  oral  main- 
tenance doses.11 


Adverse  Effects  from  Cortisone  Administra- 
tion 

Nine  patients  of  a total  of  19  exhibited  adverse 
effects  from  cortisone.  In  no  instance  was  the 
situation  serious,  but  the  hormone  was  imme- 
diately withdrawn  in  three  cases.  In  six  pa- 
tients hypercortisonism  appeared  only  during  the 
period  of  daily  large  doses. 

Altered  Carbohydrate  Metabolism. — This  ap- 
peared in  two  cases.  In  one  instance  (M.H.) 
glycosuria  was  not  unexpected  since  the  pre- 
liminary fasting  blood  sugar  value  was  160  mg. 
per  cent.  It  appeared  on  the  fourth  day  after  a 
total  of  600  mg.  of  cortisone  had  been  admin- 
istered. With  proper  dietary  measures  and  with- 
out insulin,  the  glycosuria  was  intermittent  during 
the  remainder  of  the  period  of  suppressive  dosage 
and  is  minimal  on  a maintenance  regimen.  In 
the  second  patient  (E.M.)  glycosuria  also  ap- 
peared on  the  fourth  day  after  a total  of  450  mg. 
of  cortisone,  although  the  precortisone  fasting 
blood  sugar  value  was  95  mg.  per  cent.  He  re- 
quired 25  units  of  protamine  zinc  insulin  daily  to 
control  the  diabetic  status,  and  the  blood  sugar 
averaged  200  mg.  per  cent.  After  cortisone  was 
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discontinued,  three  weeks  elapsed  before  insulin 
could  be  discarded. 

Fluid  Retention. — This  occurred  in  two  pa- 
tients. After  one  week  of  suppressive  doses  of 
150  mg.  of  cortisone  daily,  in  one  instance  (L.P.) 
retention  of  fluid  was  evidenced  by  a few  basal 
pulmonary  rales  bilaterally,  moderately  engorged 
cervical  veins,  and  an  enlarged  liver  three  finger- 
breadths  below  the  costal  margin.  Cortisone 
was  withheld  for  six  days,  and  she  received  two 
injections  of  Mercuhydrin  with  beneficial  results. 
Cortisone  therapy  was  renewed,  using  100  mg. 
for  four  days,  followed  by  75  mg.  for  three  days, 
then  progressively  50,  25,  and  12.5  mg.,  at  which 
point  very  little  benefit  was  being  obtained.  The 
dose  was  raised  to  150  mg.  for  four  successive  days, 
on  the  fourth  day  signs  of  fluid  retention  re- 
appeared, and  treatment  with  cortisone  was 
terminated. 

In  one  patient  (R.deC.),  after  thirteen  weeks 
of  maintenance  administration  of  100  mg.  of 
cortisone  triweekly,  with  satisfactory  results,  the 
treatment  was  altered  by  another  physician. 
She  was  placed  on  a schedule  of  50  mg.  of  the 
hormone  in  conjunction  with  20  mg.  of  gold 
(Solganal  B-oleosum)  biweekly.  After  three 
weeks  there  was  sudden  marked  nausea  and  ankle 
edema,  and  the  psoriasis  became  exceedingly 
severe.  Cortisone  and  gold  were  discontinued. 
The  nausea  and  ankle  edema  gradually  disap- 
peared. Rheumatic  activity  returned  over  a 
period  of  two  weeks.  Because  she  received  both 
drugs  during  a similar  time  interval,  one  cannot 
be  certain  as  to  the  etiologic  factor  or  factors. 
Ankle  edema  would  be  expected  to  be  caused  by 
fluid  retention  and  therefore  would  most  likely  be 
due  to  cortisone.  The  nausea  might  be  ascribed 
to  gold.  The  flare-up  of  the  psoriasis  may  well 
be  attributed  to  gold  salts.12 

Hypertension. — This  was  observed  in  one  case 
(E.M.)  following  850  mg.  of  cortisone  over  a 
seven-day  interval.  At  no  time  had  the  pressure 
risen  alarmingly,  the  greatest  level  being  178 
systolic  over  98  diastolic.  The  usual  figure  has 
been  in  the  neighborhood  of  160  systolic  over  80 
diastolic.  (It  may  be  of  interest  that  this  pa- 
tient had  earlier  been  treated  with  desoxycor- 
ticosterone  and  ascorbic  acid  and  had  then  de- 
veloped transient  hypertension,  and  a reducing 
substance  was  found  in  the  urine  after  four  days 
of  this  treatment.) 

F.S.,  aged  sixty-one  years,  after  twenty-eight 
days  of  maintenance  therapy,  developed  severe, 
asymptomatic  microscopic  hematuria,  associated 
with  3 plus  albuminuria  and  a few  granular  casts. 
She  had  been  known  to  have  hypertension  up  to 
180/106.  The  urinary  changes  occurred  without 
a further  rise  in  blood  pressure  or  other  clinical 
signs  of  cardiorenal  involvement.  One  week 


following  discontinuation  of  cortisone,  there  re- 
mained a trace  of  albumin,  and  an  occasional  red 
blood  cell  was  seen  in  the  urine. 

Moon  Facies. — This  appeared  to  a slight  degree 
in  two  patients  and  quickly  disappeared  following 
establishment  of  maintenance  dosage. 

Pigmentation. — This,  consisting  of  a few  brown 
spots  over  the  nose  and  cheeks,  has  appeared  in 
one  patient  (E.M.)  after  two  months  of  main- 
tenance care. 

Miscellaneous. — Several  miscellaneous  side-ef- 
fects are  worthy  of  mention.  One  patient  (F.F.)  j 
reports  repeated  episodes  of  profuse  perspiration, 
warmth,  and  asthenia,  appearing  the  same  day 
and  night  following  each  100  mg.  cortisone  in- 
jection. These  symptoms  possibly  were  caused 
by  hypokalemia  following  therapy  associated  with 
the  administration  of  cortisone.5  An  interesting 
side-reaction  has  been  brought  to  the  writer’s  j < 
attention  in  a case  not  reported  in  this  series,  i 
The  patient  had  rheumatoid  arthritis,  and  cor- 
tisone administration  had  to  be  discontinued  be- 
cause of  severe  pain,  exquisite  tenderness,  and 
induration  at  the  site  of  the  intramuscular  injec- 
tion persisting  for  several  hours.  Four  different 
injections  were  given  over  as  many  days,  using 
the  best  possible  syringe  technic,  different  buttock 
sites,  procaine,  and  differing  lots  of  cortisone,  but  i . 
without  success. 

The  following  situation  was  probably  not  due  IpjI 
to  cortisone  but  should  be  mentioned  since  it 
appeared  concurrently  with  its  use.  After  four  L :o 
days  of  cortisone  medication  the  patient  (R.W.) 
complained  of  severe  posterior  cervical  spine  pain  > 
and  disability.  These  symptoms  were  entirely  1 i r- 
new.  Roentgenograms  revealed  only  mild  hyper-  lee 
trophic  osteoarthritic  changes,  and  despite  Ira 
physiotherapy  and  then  radiotherapy,  no  ap- 
preciable remission  occurred.  With  continuation  Ibi 
of  cortisone  treatment,  there  has  been  gradual  and 
moderate  improvement.  Its  sudden  appearance 
following  institution  of  cortisone  therapy  remains 
unexplained. 

Effect  on  Dermatologic  Lesions. — The  associa-  1 
tion  of  psoriasis  with  rheumatoid  arthritis  is  well 
known.12  Two  of  the  patients  in  this  series  had 
psoriasis  of  long  standing,  and  in  both  of  them 
the  skin  condition  was  greatly  improved  while  on 
cortisone  therapy,  and  to  a degree  never  pre- 
viously achieved  by  other  medications.  How- 1 
ever,  in  one  of  them  (M.H.)  partial  relapse  was 
reported  while  still  receiving  suppressive  treat-  I 
ment,  and  the  initial  improvement  has  not  re- 
turned. This  patient  also  had  a chronic  gen- ' 
eralized  exfoliative  dermatitis  which  also  im- 
proved considerably  at  first  and,  as  with  the  - 
psoriasis,  partially  relapsed. 

Surgical  Complications. — Patient  (E.E.)  re- 
ceiving 100  mg.  of  cortisone  once  weekly  suddenly 
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developed  acute  appendicitis  with  perforation 
and  diffuse  peritonitis,  with  eventual  recovery 
following  an  operation.  She  had  had  severe 
abdominal  pain  obviously  not  obscured  by  the 
activity  of  the  hormone.  During  the  entire  acute 
i surgical  episode  and  at  present  during  conva- 
lescence (a  jreriod  of  two  months)  rheumatic 
, activity  has  been  absent.  One  can  only  con- 
i jecture  on  the  past  influence  of  the  hormone  or 
| that  of  the  operation  in  respect  to  the  present  in- 
activity of  the  joints. 


Comment 

The  treatment  of  rheumatoid  arthritis  by 
means  of  the  adrenal  cortical  hormone,  cortisone, 
presents  a twofold  problem:  (1)  What  is  the 

, best  and  most  practical  method  of  cortisone  ad- 
ministration in  rheumatoid  arthritis  which  would 
obtain  for  the  patient  a maximum  of  relief  and 
a minimum  of  undesirable  side-effects?  (2) 
Since  cortisone  does  not  actually  cure  rheumatoid 
arthritis  but  only  arrests  it  during  the  period  of 
administration,  what  will  be  the  effects  of  its 
employment  over  extended  periods,  probably 
years?  And  to  what  extent  should  caution  be 
followed  when  considering  treatment? 

Regarding  the  method  of  administration,  it 
appears  from  this  series  that  suppressive  cor- 
tisone dosage  need  not  be  prolonged,  and  an  in- 
terval of  seven  to  twenty  days  (average  twelve 
and  four-tenths  days)  was  sufficient  in  all  cases 
to  obtain  maximum  benefit.  A maintenance 
schedule  was  then  initiated.  It  was  noted,  as 
has  been  previously  reported,  that  gradual  and 
progressive  diminution  of  the  daily  dose  of  cor- 
tisone to  very  low  levels  eventually  results  in  re- 
current rheumatoid  activity.1-3  The  most  re- 
liable schedule  developed  in  this  series  has  been  to 
retain  the  100-mg.  suppressive  dose  and  to  in- 
crease progressively  the  number  of  days  between 
injections.  Daily  progressive  lowering  of  the 
j dose  prior  to  initiating  the  maintenance  schedule 
was  not  essential.  Spacing  of  the  doses  was 
effected  in  all  instances  without  the  appearance  of 
"withdrawal  symptoms.’’5 

The  determining  factor  in  maintenance  therapy 
i was  the  longest  interval  between  injections  that 
would  allow  sufficient  relief  of  pain  and  disability 
for  the  patient  to  remain  a cheerful  and  useful 
member  of  society.  Judicious  adjunct  use  of 
physiotherapy  and  salicylates  was  not  neglected. 
Patients  have  found  that  they  very  often  begin  to 
experience  moderate  return  of  symptoms  the  day 
prior  to  the  scheduled  cortisone  inj  ection . The  ad- 
dition of  a few  tablets  of  acetylsalicylic  acid  and 
a heating  pad  often  sufficed  to  carry  the  patient 
comfortably  through  the  day.  Treatment  must 
not  be  continued  indefinitely.  There  is  general 
agreement  that  “rest  periods”  are  required.  In 


this  series  an  illustrative  situation  arose  in  one 
patient,  in  whom  sudden  fluid  retention  took 
place  after  thirteen  weeks  on  a maintenance 
schedule.  In  addition  to  the  dangers  of  imme- 
diate undesirable  side-effects  is  the  need  to  avert 
prolonged  suppression  of  adrenocortical  activity. 
And,  of  course,  there  is  the  ever-present  hope  for 
spontaneous  remission.  When  sudden  relapse  is 
reported,  booster  doses  of  100  mg.  of  cortisone 
daily  for  several  days  are  usually  attended  by  re- 
mission, and  the  amount  can  once  more  be  de- 
creased. 

From  the  time  that  cortisone  made  its  debut,  a 
question  of  outstanding  importance  was  whether 
its  protracted  use  over  not  only  months  but  years 
would  be  attended  with  safety.  In  this  series,  as 
in  others,  some  degree  of  hypercortisonism  was 
manifested  in  several  instances  anywhere  from  a 
few  days  to  several  weeks  of  therapy.  These 
effects  appear  to  be  temporary,  disappearing  upon 
cessation  of  treatment.  But  what  will  happen 
after  years  of  cortisone  administration,  even  in 
intermittent  courses?  A recent  article  raised  the 
specter  of  arteriosclerosis  and  hypertension.’3 
Some  investigations  have  isolated  steroids  from 
the  urine  of  patients  with  malignancies,  these 
steroids  being  chemically  related  to  the  adreno- 
cortical hormones.14  Prolonged  administration 
of  estrogenic  hormone  has  been  reported  to  be 
carcinogenic.15  Under  similar  conditions,  will 
cortisone  demonstrate  similar  properties? 

The  answer  is  only  to  be  found  after  much 
more  and  much  longer  experience.  However,  the 
immediate  problem  is  whether  cortisone  should  be 
administered  to  patients  with  rheumatoid  arth- 
ritis in  the  light  of  the  above  hypothesis.  At 
least  a portion  of  the  solution  would  seem  to  be 
determined  by  the  individual  differences  man- 
ifested by  each  case  of  rheumatoid  arthritis.  Be- 
cause of  the  known  undesirable  side-effects  en- 
gendered by  cortisone,  patients  with  cardiac 
failure,  severe  hypertension,  overt  diabetes  mel- 
litus,  and  severe  psychologic  disturbances  should 
not  be  treated,  except  perhaps  under  exceptional 
circumstances. 

Haste  in  using  the  hormone  is  not  to  be  con- 
doned. This  applies  particularly  to  the  young 
adult  whose  arthritis  is  not  too  severe  nor  of  long 
standing.  In  one  series  15.2  per  cent  of  rheuma- 
toid arthritis  cases  became  inactive,  and  38  per 
cent  improved  after  simple  nonspecific  therapeu- 
tic measures.16  This  writer  observed  a striking 
example  of  this  phenomenon  recently.  A man  in 
his  early  thirties  had  moderate,  active  arthritis 
for  eight  months.  Four  weeks  after  being  ex- 
amined he  was  admitted  for  cortisone  treatment. 
It  was  discovered,  however,  that  the  signs  and 
symptoms  had  spontaneously  improved  about  75 
per  cent.  If  he  had  received  cortisone  when  first 
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examined,  the  improvement  would  have  been 
attributed  wholly  to  that  hormone.  However,  if 
the  arthritis  is  seen  to  be  progressing  inexorably 
toward  a crippling  stage  and/or  all  other  thera- 
peutic measures  have  failed,  then  the  use  of  cor- 
tisone must  be  seriously  considered.  As  much  as 
we  are  unaware  at  the  moment  of  the  possible 
permanent  ill  effects  attending  long-range  hor- 
monal therapy,  we  also  cannot  be  certain  that  the 
terrible  chronic  crippling  stages  of  rheumatoid 
arthritis  might  not  be  averted  by  early  cortisone 
treatment.  No  hard  and  fast  rule  can  as  yet  be 
laid  down,  but  each  individual  case  must  be  de- 
cided on  its  merits. 

Probably  greater  consideration  should  be 
given  to  employing  cortisone  in  the  older  patients 
with  rheumatoid  arthritis.  Although  much  per- 
manent joint  damage  and  deformity  is  found,  a 
significant  degree  of  rehabilitation  may  be  ob- 
tained. 

Cortisone  must  not  be  used  carelessly  nor  in- 
discriminately now  that  it  is  readily  available. 
While  it  can  be  and  is  administered  ambulatorily, 
the  weight,  blood  pressure,  heart,  lungs,  and  urine 
must  be  constantly  observed.  One  must  be  on 
guard  for  the  appearance  of  the  changes  of 
Cushing’s  syndrome.  Particularly  in  the  hands 
of  those  not  familiar  with  its  uses  and  adverse 
effects,  the  dangers  of  cortisone  administration 
are  considerable. 

Summary  and  Conclusions 

1.  Nineteen  patients  with  rheumatoid  arth- 
ritis were  treated  with  cortisone  acetate.  They 
have  been  divided  arbitrarily  into  two  groups. 
In  Group  I a systematized  regimen  was  in  effect. 
Dosage  schedules  in  Group  II  were  for  the  most 
part  irregular. 

2.  On  suppressive  dosage  all  of  Group  I (12 
patients)  presented  moderate,  marked,  or  very 
marked  improvement.  With  two  exceptions, 
maintenance  regimens  have  continued  to  provide 
improvement  to  a degree  varying  with  each 
patient  but  sufficient  in  each  to  countenance 
further  therapy.  The  dosage  has  ranged  from 
a maximum  of  100  mg.  every  other  day  to  a mini- 
mum of  once  a week. 

3.  Six  of  the  seven  patients  in  Group  II  ob- 
tained moderate  benefit  from  suppressive  dosage, 
and  in  one  instance  mild  improvement  occurred. 
Four  patients  discontinued  the  regimen  while  re- 
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ceiving  irregular  maintenance  therapy.  Three 
patients  retained  sufficient  improvement  to  war- 
rant continuing  this  treatment. 

4.  Nine  of  19  cases  developed  evidence  of 
hypercortisonism.  In  all  but  three,  such  side- 
effects  appeared  during  the  period  of  daily  100  mg. 
doses.  Adverse  symptoms  necessitated  discon- 
tinuation of  hormone  administration  in  three 
cases.  In  three  patients  a deleterious  result  oc- 
curred during  maintenance  therapy,  and  in  one 
instance  this  was  probably  due,  at  least  in  part,  to 
associated  chrysotherapy. 

5.  From  the  results  observed  in  this  series  it 
appears  that  patients  with  rheumatoid  arthritis, 
including  those  severely  afflicted,  may  be  bene- 
fitted  by  suppressive  treatment  with  cortisone 
acetate.  A majority  of  these  may  be  adequately 
controlled  with  comparative  safety  by  administra- 
tion of  100  mg.  of  the  hormone  every  other  day  or 
less  frequently,  as  indicated. 

6.  Cortisone  does  not  cure  but  only  suppresses 

rheumatoid  activity.  It  does  not  benefit  all 
cases  to  a similar  extent,  nor  should  it  be  ad- 
ministered to  every  patient  with  rheumatoid 
arthritis.  Its  use  is  attended  with  the  dangers  of 
undesirable  side-effects,  both  immediate  and 
long-range.  129  East  79th  Street  | 
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Whenever  I hear  anyone  arguing  for  slavery,  I feel  a strong  impulse  to  see  it  tried  on  him 
personally. — Abraham  Lincoln 


INDISCRIMINATE  TRANSFUSION:  A CRITIQUE  OF  CASE  REPORTS 
ILLUSTRATING  HYPERSENSITIVITY  REACTIONS 

Robert  D.  Barnard,  M.D.,  Laurel  ton,  New  York 


Popularization  of  blood  banking  and  pro- 

cural  programs  has  changed  the  urgent  charac- 
ter of  transfusion  practices  during  the  past  twenty 
years.  Current  attitudes  toward  what  has  be- 
come a predominantly  elective  status,  have  only 
recently  been  tempered  by  emergences  of  homol- 
ogous serum  hepatopathy,  but  elective  transfu- 
sion remains  a routine  “standing”  order  on  many 
surgical  services.  Indications  vary  from  a hemo- 
globin of  less  than  12  to  less  than  6 Gm. 
Specific  contraindications,  aside  from  overt  in- 
compatability  or  congestive  failure,  seem  to  be 
ignored,  although  competent  hematologists  have 
pointed  out  for  years  that  a certain  category  of 
patients  withstands  transfusion  poorly.1 

When  a point  was  raised  at  a recent  hospital 
conference  that  the  majority  of  acute  leukemic 
inpatients  had  succumbed  shortly  after  elective 
transfusion,  with  what  looked  surprisingly  like 
anaphylactic  shock,  the  statement  was  received 
with  consternation  and  countered  by  the  point 
that  the  subjects  were  slated  for  exitus  in  any 
event.  But  scrutiny  of  patient  series  in  less 
.hopeless  categories  also  indicates  that,  used  indis- 
criminately, transfusions  may  be  worse  than  use- 
less; they  may  carry  dangers  apart  from  the  ac- 
■knowledged  ones  of  hepatopathy,  covert  incom- 
patability,  or  the  overloading  of  a reserve  depleted 
'■circulation.  Presently  available  reports  indicate 
that  human  whole  blood,  plasma,  or  their  derived 
proteins  may  constitute  complex,  potent,  poly- 
valent antigens  for  other  humans;  that  a maze 
iof  likewise  potent,  if  still  undefined  antibodies 
may  develop  in  some  recipients  following  a single 
transfusion.2  These  demonstrated  facts  are  in 
logical  consequence  of  accepted  premise.  With 
the  various  blood  groups,  Rh  and  Hr  factors,  and 
subfactors  already  described,  it  becomes  as  im- 
practical to  match  perfectly  the  bloods  of  two 
humans  as  their  fingerprints.  Immunohematolo- 
gists  have  so  stressed  the  individuality  of  antigen 
and  antibody  content  of  an  individual  blood  that 
law  courts  are  requested  to  adjudicate  identity 
or  paternity  on  this  basis. 

Complete  acceptance  of  the  implications  of 
blood  identity  would  immediately  serve  to  limit 
I ill  but  initial  transfusion ; factually,  multiple  trans- 
fusions are  frequently  safe.  Hr,  M,  N,and  P fac- 
jtors  and  subfactors,  also  others  not  yet  designated, 
ire  either  “weakly”  or  not  at  all  antigenic  for  most 
lumans.  Roughly,  only  10  per  cent  of  humans  are 
eadily  allergized ; most  people  are  not  “hypersen- 


sitive” to  most  things.  However,  one  defines  the 
hypersensitivity  state  by  comparison  with  the  ma- 
jority. About  10  per  cent  of  humans  are  hyper- 
sensitive to  penicillin  and  sulfonamide  adminis- 
trations; probably  a similar  proportion  are  hyper- 
sensitive to  blood  or  plasma  infusion. 

Many  of  the  tenets  to  be  detailed  are  repeti- 
tious ; they  have  been  dwelled  upon  for  years  by 
hematologists  and  physicians  familiar  with  trans- 
fusion practice.  Brevity  necessitates  the  deletion 
of  many  fine  references  to  an  exhaustive  literature. 
A recent  excellently  detailed  case  report  now  af- 
fords framework  for  the  thesis  that  there  is  a de- 
finable category  of  humans  who  do  not  benefit  from 
transfusion.  This  case  report  by  Steele  is  summar- 
ized and  discussed  as  Case  1 .3  To  obviate  the  im- 
pression that  I am  managing  Steele’s  case  in  retro- 
spect, there  follows  some  of  my  own  in  which  trans- 
fusion was  not  only  useless,  but  actually  disastrous . 

Case  1. — A thirteen-year-old  boy  with  definitive 
allergic  history  developed  “panhemocytopenia” 
after  6 Gm.  of  sulfadiazine  and  an  unstated  amount 
of  oral  penicillin  during  a two-week  period.  In  the 
hospital  “he  had  many  and  unpredictable  reactions 
to  transfusions,  consisting  of  chills  and  morbilliform 
eruptions,  urticaria,  and,  on  one  occasion,  a severe 

anaphylactoid  reaction ” In  13  instances 

where  the  donor  fasted  for  eight  hours  or  more,  no 
reaction  was  observed.  “Benadryl  may  have 
ameliorated  these  symptoms  somewhat  but  cer- 
tainly did  not  prevent  them  entirely.”  Combined 
granulocytic  forms  “including  immature  myeloid 
elements  never  exceeded  9 per  cent.  His  erythro- 
cytes dwindled,  with  slight  transitory  increases 
after  transfusion,  until  a final  count  of  1.99  mil- 
lion   ” This  was  eight  weeks  after  admission 

with  initial  count  of  3.49  million  and  after  9.3 
thousand  cc.  of  infused  blood  (approximately  four 
times  the  circulatory  volume). 

In  a brief  introduction  and  discussion,  Steele 
manages  to  handle  present  nosologic  inadequacies 
on  the  designative  nature  of  bone  marrow  studies 
in  a broadly  interrelated  group  of  myelosup- 
pressive  dyscrasias.  One  facet  of  Steele’s  report 
is  his  stressing  of  the  probable  role  of  the  patient’s 
“allergy”  and  the  possible  acquirement  of  the 
latter  through  protracted  sulfonamide  adminis- 
tration to  a potential  allergic  reactor.  Other 
points  deserve  more  than  passing  mention. 
Antihistaminics,  functioning  as  such,  will  never 
ameliorate  the  major  component  of  serious  hy- 
persensitivity reactions  in  the  human.  Except 
in  the  guinea  pig,  this  major  component  is  now 
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known  to  be  engendered  by  acetylcholine  and/or 
the  (antiacetylcholinesterase)  proteoses  or  pep- 
tones. Transfusion  is  a quantitatively  inadequate 
blood  cholinesterase  replenisher.4  Curtailment  of 
reactions  by  fasting  donors  for  at  least  eight  hours 
might  profitably  be  explored  by  national  blood 
collecting  agencies  (which  have  routinized  a 
four-hour  fast).3  It  is  not  inconceivable  that  a 
longer  postprandial  proteosemia  might  exist  in 
some  donors.  Proteosemia  has  been  repeatedly 
incriminated  both  in  acute  leukemia  and  radiation 
morbidity.5-6 

Case  1 typifies  the  usual  failure  to  achieve  the 
purported  goal  of  repetitive  transfusion:  eleva- 
tion of  the  recipient’s  formed  element  count  to 
nearer  “normal”  level.  In  fact,  taking  the  half- 
life  of  the  erythrocyte  as  sixty  days,  simple  calcu- 
lation shows  that  the  red  cell  count  at  exitus 
would  have  been  what  it  was  without  any  trans- 
fusions whatever.7  At  the  time  of  this  case,  the 
definitive  adrenocorticotherapeutics  were  un- 
available as  were  those  streptomyces-derived  anti- 
biotics which  evince  a (hematologic)  adreno- 
corticomimetic  effect.  Subsequently  cited  cases 
drive  home  the  realization  that  even  with  these 
newer  modalities  little  more  has  been  accom- 
plished, enforcing  the  assumption  of  a positive 
attitude  on  my  part  that  indiscriminate  transfu- 
sion played  a role  in  the  failures. 

Case  2. — This  acute  leukemic  patient’s  history  is 
detailed  elsewhere  as  one  of  the  first  defining  the 
role  of  any  of  the  coliform  suppressor  antibiotics  in 
the  induction  of  a remissive  phase.8  There  had  been 
an  initial  transfusion  with  neither  clinical  nor  hema- 
tologic benefit,  and  so  he  was  given  large  amounts  of 
a commercial  “animal  protein  factor”  by  mouth. 
The  amazing  remission  which  ensued  was  attributed 
subsequently  to  the  streptomyces-derived  anti- 
biotic content  of  this  material,  and  remission  was 
maintained  well  into  the  tenth  month  by  terra- 
mycin-milk  supplementation.8 

Because  concurrent  studies  informally  reported  to 
me  had  indicated  that  exceedingly  small  doses  of 
terramycin  might  maintain  remission  in  “rheuma- 
toid” arthritis  (and  since  acute  leukemia  had  once 
been  classified  along  with  the  “rheumatoid”  diseases), 

I began  the  systematic  reduction  of  his  terramycin 
intake.9  On  October  4,  1950,  the  hemoglobin  was 
13  Gm.,  daily  terramycin  intake  was  60  mg.  The 
patient  complained  about  insomnia  attributable  to 
financial  worry  so  a nightly  dose  of  0.1  Gm.  pheno- 
barbital  was  prescribed  along  with  instructions  to 
continue  terramycin  dose  reduction  at  the  rate  of  10 
mg.  of  each  daily  dose,  each  week.  Only  four  doses 
of  phenobarbital  were  taken;  they  proved  ineffec- 
tive. On  October  12,  the  patient  developed  marked 
edema  of  the  face  and  scrotum,  followed  by  purpuric 
rash.  His  local  physician  correctly  called  this  a 
barbiturate  reaction  and  prescribed  an  antihista- 
minic,  to  no  avail.  I again  saw  him  on  October  25 
when  his  daily  terramycin  dose  was  30  mg.;  the 


purpura  was  confluent,  covering  almost  the  entire 
body;  the  stool  flora  was  predominantly  coliform, 
hemoglobin  5 Gm.,  and  there  was  evident  complete] 
clinical  and  hematologic  relapse.  Consideration  | 
for  transfusion  was  ruled  out  by  a positive  Coombs’ 
test.10  Ten  grams  daily  of  the  Streptomyces  griseus 
residue  (the  original  “animal  protein  factor”  used)! 
and  750  mg.  of  terramycin  were  immediately  rein-[ 
stituted  with  perhaps  the  most  spectacular  result 
I have  ever  seen.  Within  twenty-four  hours,  the 
stool  was  odorless  and  the  purpura  definitely  fad- 1 
ing;  every  trace  of  it  was  gone  in  ninety-six  hours. 
The  hemoglobin  on  November  21  being  9 Gm, 
consent  was  given  for  tooth  extraction  necessary  for 
prothesis  application.  This  was  done  on  November 
23  without  even  “moderate”  bleeding. 

On  November  27,  an  apparently  traumatic  epi-1 
staxis  commenced.  It  was  unilateral,  and  the  bleed- ! 
ing  point  could  be  visualized,  but  no  cautery  facili-  j 
ties  being  available,  a pack  was  inserted  and  he  was 
sent  to  a city  hospital,  along  with  complete  details 
including  a published  report  of  his  case,  a supply  ol  I 
his  medication,  and  a simple  request  for  cauteriza- 
tion after  pack  removal.  The  last  only  was  complied 
with.  Without  notification  to  the  writer,  terra-, 
mycin  administration  to  a leukemic  was  adjudged 
an  “experimental  procedure”  which  could  not  be 
carried  out.  Instead,  blood  transfusion  was  started 
during  which  acute  pulmonary  edema  developed, 
along  with  recurrence  of  epistaxis.  I was  contacted 
the  reason  for  probable  transfusion  reaction  out- 
lined, and  a demand  made  that  the  patient  be  given 
orally,  one  of  the  streptomyces-derived  antibiotics  i 
This  demand  was  promptly  countered  by  the  insti 
tution  of  a second  transfusion,  during  which  the  pa 
tient  expired  in  pulmonary  edema. 

Barbiturates,  like  other  sensitizing  drugs,  mai 
be  dangerous  for  the  acute  leukemic  who  is  t, 
hypersensitive  reactor.  Acute  pulmonary  edem: 
during  transfusion  is  more  probably  due  to  thi: 
reactivity  than  to  often  ascribed  “volume  effect.’ 
Presence  of  a positive  Coombs'  test  is  another  in 
dicator  of  this  type  of  sensitization,  and  hema 
tology  texts  have  stressed  the  inadequacy  of  or , 
dinary  “cross-matching”  to  uncover  the  likeli 
hood  of  intragroup  incompatibility  reactions  b 
which  subjects  of  serious  hematologic  dy6crasia 
are  prone.  That  ordinary  “cross-matching, 
carefully  conducted,  may  warn  of  this  hazard 
also  the  consequences  of  my  own  neglect  of  th 
warning  are  illustrated  by  the  next  case. 

Case  3. — A twenty-one-year-old  girl  who  had 
short  period  of  hospitalization  for  “virus”  pnei 
monia  was  given  parenteral  penicillin  and  sent  hom 
with  residual  fever  attributed  to  a peripheral  bloo 
finding  of  “infectious  mononucleosis.”  She  ws 
readmitted  two  weeks  later  (April  11,  1950)  b< 
cause  an  interim  count  had  shown  3.2  million  er 
throcytes,  7.2  granulocytes  of  which  5 per  cent  wei 
granulocytes  and  16  per  cent  “blasts.”  Plat« 
lets  were  66,000.  On  admission,  the  peripheral  bloc 
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picture  was  sufficient  to  establish  a diagnosis  of 
acute  leukemia;  fever  was  102  F.;  there  was  ashen- 
gray  pallor.  Aside  from  swollen,  tender  sub- 
mental  glands  there  were  no  complaints,  but  the 
patient  refused  her  meals  and  remained  in  bed. 
Four  daily  10-Gm.  doses  of  S.  griseus  animal  pro- 
tein factor  with  milk  were  started.  The  temper- 
ature had  normalized  by  the  second  day,  and  the 
patient  developed  a good  appetite,  so  a high  protein 
diet  was  instituted;  1 mg.  of  Bt2  concentrate  from  a 
istreptomyces  antibiotic  nonproducer  was  added  to 
the  S.  griseus  intake. 

By  April  21  the  platelet  count  had  reached  110,- 
000;  granulocytes  were  20  per  cent,  so  she  was 
scheduled  for  discharge  as  remissive.  On  April  22 
an  episode  of  dizziness  with  retinal  hemorrhage  post- 
poned discharge.  By  evening,  temperature  was 
104.2  F.,  upper  left  quadrant  pain  (splenic  infarc- 
tion?), cough,  and  “prune-juice”  sputum,  as  well  as 
explosive  diarrhea,  developed.  Food  and  medica- 
tions were  refused.  Stool  culture  showed  exclu- 
sively a gram-negative  bacillus,  prematurely  desig- 
nated as  a salmonella.  On  that  basis  Chloromycetin 
in  2-Gm.  daily  dosage  was  begun  on  April  24,  one 
pint  transfusions  likewise  being  given  on  this  and 
the  next  day,  when  a second  transient  remission 
seems  to  have  commenced.  Naturally  this  was 
attributed  to  transfusion.  The  “salmonellosis” 
report  having  been  corrected,  Chloromycetin  was 
discontinued  on  April  26  because  of  fear  of  its 
imyelosuppressive  effect.11  Relapse  and  fresh  retinal 
hemorrhage  were  evident  on  April  28.  Slow,  mas- 
sive transfusion  was  considered  the  only  remaining 
hope.  Cross-matching  in  citrated  plasma  revealed 
the  same  “incompatability”  of  all  tested  homologous 
bloods:  slight  minor  side  clumping  after  ten  or  fif- 
teen minutes  contact,  a phenomenon  entirely  absent 
when  the  usual  matching  procedure  with  washed 
cells  was  employed.  Despite  this  demonstrated 
“blocking  antibody”  on  which  basis  I prognosti- 
cated an  adverse  reaction,  I,  myself,  ordered 
and  administered  the  twenty-four-hour,  2,000-cc. 
transfusion  whose  completion  was  followed  within 
twelve  hours  by  sudden  circulatory  collapse  and 
death. 

Here  an  unfortunate  compounding  of  blunders — - 
'a  high  protein  diet  which  enhances  intestinal 
coliform  persistence  and  the  failure  to  recognize 
that  Chloromycetin,  not  the  initial  transfusions, 
was  instigating  the  second  remission — was  the  re- 
sult of  timely  ignorance  and  hence  cannot  be  re- 
criminated. Not  so  transfusion  in  face  of  a 
“blocking  antibody”  which  had  only  the  slight 
justification  that  emotional  pressures  to  “do 
something”  for  the  relapsant  acute  leukemic  are 
terrific. 

The  source  of  the  mucoprotein  “blocking 
antibody”  in  the  foregoing  case,  in  patients 
with  erythroblastic  arrest  anemias,  and  even 
in  small  concentrations  in  normal  subjects 
of  whatever  blood  grouping,  appears  to  be  the 
gastrointestinal  tract.  Since  any  mucoprotein  or 
even  synthetic  “mucinoids”  are  pseudoagglu- 


tinins for  human  erythrocytes,  it  is  now  suspected 
that  their  increased  concentration  in  the  plasma 
may  reflect  an  increase  in  intestinal  wall  per- 
meability such  as  is  now  known  to  result  from 
general  (or  abdominal  visceral)  irradiation.12  I 
have  noticed  that  subjects  with  anemia  contin- 
gent on  therapeutic  irradiation  have  such  a 
demonstrable  “antibody”  and  react  just  as  poorly 
to  transfusion  as  do  those  with  classic  “hem- 
olytic” anemia.  I have  completely  abandoned 
“supportive”  transfusions  for  patients  under- 
going intensive  radiotherapy,  regardless  of  ap- 
parent hematologic  status,  being  now  of  the 
opinion  that  they  do  better  without  them.  This 
moot  point  is  nevertheless  momentous,  since 
elective  transfusion  on  a maasive  scale  seems  to  be 
assured  for  possible  radiation  casualties.  It  will 
not  be  solved  by  any  tacit  assumption  that  plasma 
is  generally  “safer”  than  whole  bolod;  that 
plasma  infusion  may  carry  covert  dangers  aside 
from  those  of  high  classic  agglutinin  titer  is 
illustrated  by  the  next  case.13 

Case  4-— A forty-nine-year-old  male,  ill  with  Kleb- 
sella  pneumonia  for  one  week  and  comatose  for 
twenty-four  hours  prior  to  my  call  to  transfuse,  had 
apparently  resisted  massive  penicillin  and  strepto- 
mycin. A consultant  suggested  transfusion.  Blood 
was  drawn;  the  technician  reported  that  it  was 
type  AB,  Rh  positive  but  that  something  was  “pecu- 
liar.” AB  is  universally  recipient,  but  this  speci- 
men showed  major  side  agglutinations  on  every  at- 
tempted cross-matching.  The  consultant  was  in- 
formed that  whole  blood  transfusion  was  out  of  the 
question;  he  ordered  plasma,  which  was  started. 
During  the  first  few  cubic  centimeters,  the  coma- 
tose patient  showed  facial  grimacing  and  tetanoid 
limb  movements  and  expired.  Blood  was  immedi- 
ately aspirated  from  the  infusion  inlet  (because  of  the 
very  evident  suggestion  of  pseudoagglutinative 
intracirculatory  phenomena)  and  found  to  be  com- 
pletely “sludged”  even  on  just  the  few  minutes 
contact  with  what  must  have  been  an  almost  in- 
finitesimal dilution  with  the  injected  plasma.  The 
antemortem  blood  sample  (taken  about  fifteen 
minutes  earlier  for  typing)  was  now  re-examined. 
It  was  not  sludged,  but  a drop  of  it  would  become 
so,  not  only  on  addition  of  the  particular  infused 
plasma  but  also  that  of  any  other  plasma  or  serum, 
including  typing  serum  (hence  the  erroneous  AB 
designation).  More  amazing,  the  patient’s  plasma, 
while  it  was  obviously  not  agglutinating  his  own 
cells,  did  so  when  added  to  any  other  erythroctye 
suspension  of  any  type. 

Of  course,  any  plasma  infusion  would  have 
been  attended  by  the  same  fatal  results  under 
these  circumstances;  the  omitted  reflection  on 
the  implications  of  major  side  agglutination  in  a 
purported  AB  would  have  immediately  revealed 
the  situation  as  absolutely  contraindicating 
plasma.  What  the  indications  were,  in  the  first 
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place,  I will  never  know,  but  this  is  beside  the 
point  on  which  I could  elaborate  for  hours  by 
recitation  of  instances  in  which  I feel  that  trans- 
fusion was  the  direct  and  immediate  killing  in- 
strument. It  is  not  my  present  purpose  to  dis- 
cuss general  indications  or  contraindications  to 
transfusion  but  to  take  a pertinent  point  from  the 
last  case  and  see  how  this  may  be  made  into  a 
fitting  generality.  Why  did  the  blood  of  Case  4, 
before  it  was  tampered  with  in  vivo,  remain  un- 
sludged even  though  there  was  obviously  present 
in  it  both  heteroagglutinins  and  potential 
autoagglutinins?  Probably  because  erythrocyte 
homeostasis  is  a regulated  biologic  equilibrium 
whereby  various  adjustments  are  carried  out  to 
circumvent  sludging  and  hemolysis  even  though 
factors  which  increase  this  tendency  are  present. 
In  fact,  from  normal  pooled  plasma,  we  have 
separated  distinct  fractions,  coexistent  in  the 
same  specimen,  one  of  which  produces  while  the 
other  inhibits  sludging  and  hemolysis.  Mutually 
antagonistic  actions  of  such  fractions — partici- 
pants in  a biologic  equilibrium — probably  adjust 
their  degree  to  limit  inordinate  erythrocyte 
destruction  in  situations  compatible  with  life. 
The  slightest  jostling,  however  well  intended, 
of  a precariously  poised  equilibrium  (as  was  ex- 
tant in  Case  4)  may  throw  it  into  irreversibility. 

Transgressions  against  the  concept  of  har- 
monious biologic  equilibria  have  become  more 
common  in  days  when  positively  active  thera- 
peusis  is  widely  stressed.  They  were  probably 
less  common  among  past  generations  of  general 
clinicians  who  had  certain  intuitive  biologic  in- 
sight even  if  they  knew  nothing  of  protein  chem- 
ical equilibria.  In  the  near  future  we  may  hear 
much  about  biologic  consequences  of  indiscrimi- 
nate anticoagulant  or  antibiotic  therapies.  With 
regard  to  blood  transfusion,  certain  facts  must  be 
faced.  On  a mathematic  basis,  infusion  of  a 
pint  of  blood  into  the  average-size  patient  should 
result  in  a hematocrit  rise  of  7 per  cent;  seldom, 
if  ever,  is  the  rise  actually  over  3 per  cent.  In 
most  instances  of  myelophthisic  anemia,  the  rise 
is  so  slight  and  transient  that  hematologists, 
following  the  course  of  anemic  cancer  patients  for 
years,  have  noticed  many  surviving  with  stabi- 
lized hemoglobin  levels  of  25  per  cent  of  normal, 
without  manifestations  of  anoxemia.  They  ap- 
parently have  adjusted  their  internal  biologic 
equilibria  so  as  to  carry  on  under  these  conditions. 

It  would  be  ridiculous,  because  contrary  to 
fact,  to  deprecate  the  remarkable  effect  of  trans- 
fusion in  appropriate  cases,  those  in  which  trans- 
fusion operates  to  restore  an  ostensibly  un- 
balanced equilibrium.  Discernment  of  the  latter 
from  those  in  which  a viable  equilibrium  is  being 
attained  without  transfusion,  or  whose  attain- 


ment would  be  hampered  by  it,  is  a province  o 
clinical  judgment.  Soundness  of  the  latter,  ii 
turn,  is  based  on  consideration  of  all  propose! 
theses  proper  to  a critique.  There  is  some  ques 
tion  now  if  all  cases  of  traumatic  shock  fit  into  ; 
category  presupposing  their  necessary  benefit  b; 
blood  or  plasma  infusion.  With  regard  t< 
radiation  casualties,  there  is  good  reason  based  o 
the  almost  identical  pathodynamics  of  radiatio: 
morbidity,  hemolytic  anemia,  and  acute  leukemi 
to  believe  that  the  first  condition  may  react  a 
adversely  to  elective  transfusion  as  the  latter  con 
ditions  frequently  do.  The  remarkable  emer 
gence  of  a new  role  for  the  orally  administerec 
streptomyces-derived  antibiotics  by  which  the, 
similarly  seem  to  reduce  morbidity  and  mortality 
both  in  the  malignant  hematologic  dyscrasias  an< 
the  radiation  syndrome,  might  seem  to  make  thi 
thesis  purely  academic,  but  the  tendency  repeti 
tively  and  electively  to  transfuse  has  been  firml : 
implanted.  We  hear  strong  exhortations  to  th1 
effect  that  available  human  blood  supply  coul 
never  meet  transfusion  needs  of  a massive  radia 1 
tion  disaster;  that  such  admitted  inadequac 1 
might  be  a blessing  in  disguise  is  a corollary  thesi;  < 

Summary  and  Conclusions 

Some  case  reports  illustrating  adverse  hyped 
sensitivity  reaction  to  blood  transfusion  are  n 
viewed  in  light  of  a possible  biologic  explanatioi 
Adverse  transfusion  reactions  may  be  more  con 
mon  than  generally  appreciated,  and  a more  exac 
appraisal  of  those  in  the  hypersensitivity  categor 
seems  warranted.  Elective  transfusion  practice ' 
may  need  modification  in  view  of  recently  demoi 
strated  “hematinic”  effects  of  streptomyce: 
derived  antibiotics.  Caution  is  enjoined  in  prt 
jected  routinization  of  transfusion  to  radiatio 
casualties. 
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TN  DIABETES  mellitus  the  entire  nutritional 
L status  of  the  patient  is  affected.  The  essential 
efect  of  this  disease  is  the  inability  of  utilization 
f carbohydrates  due  to  lack  of  endogenous  in- 
llin.  The  impaired  carbohydrate  mechanism, 
otwithstanding  the  best  clinical  control  of  the 
isease,  never  reaches  the  smoothness  of  the  meta- 
llic processes  in  the  normal  individual. 

The  artificial  insulin  mechanism  has  periods 
uring  the  twenty-four  hours  in  which  the  dia- 
etic  patient  is  unable  adequately  to  oxidize  glu- 
ose.  The  inadequate  carbohydrate  oxidation 
lcreases  hepatic  ketogenesis,  causing  rapid  re- 
;ase  of  fat  from  the  depots,  and  its  transporta- 
on  via  blood  vessels  to  the  liver  takes  place.  If 
jabetes  is  apparently  well  controlled,  this  proc- 
ess may  be  manifested  only  by  transitory  in- 
irease  of  neutral  fat  in  blood  or  hypercholes- 
?remia.  This  is  due  to  the  fact  that  the  dia- 
etic  is  able  to  oxidize  ketone  bodies  fairly  well, 
towever,  when  the  production  of  ketone  bodies 
xceeds  this  oxidation,  acidosis  develops.  The 
list  two  factors  cause  osmotic  and  electrolytic 
nbalance  and  are  responsible  for  diuresis,  dehy- 
ration,  nausea  and  vomiting;  water,  water- 
iluble  vitamins,  and  salts  are  lost  from  the  body, 
'here  may  be  not  only  sodium  and  chloride 
eficiency,  but  also  cellular  potassium,  inagne- 
ium,  and  phosphorous  may  be  lost.  The  latter 
eficiencies  occur  usually  in  extreme  stages  of 
ehydration  and  precomatose  acidosis  and  seem 
p be  associated  in  some  proportion  with  cellular 
lycogen  and  nitrogen  loss, 
j The  disturbance  in  carbohydrate  and  fat  me- 
tabolism influences  indirectly  the  protein  metabo- 
ism.  If  a person  is  left  on  a protein  diet  only, 
negative  nitrogen  balance  and  hypoproteinemia 
levelops,  because  body  proteins  will  be  utilized 
or  energy  requirements.  If  enough  calories  are 
upplied  by  carbohydrates  and  fats,  proteins  will 
>e  used  only  for  tissue  repair.  On  the  other 
land,  the  often  improperly  balanced  diet  is  con- 
ributory  to  protein  deficiency  in  diabetic  pa- 
ients. 

Understanding  of  the  above  physiopathologic 
>rocesses  is  necessary  for  the  proper  evaluation  of 
liabetic  patients  referred  to  surgery.1-3  Again, 
t is  not  only  the  problem  of  correction  of  dis- 
used physiology  and  biochemical  processes 
)ut  also  a question  of  management  of  degenera- 
te arteriosclerotic  changes.  These  may  re- 
luire  supportive  medical  and  radical  surgical 
reatment.  Thus,  close  association  of  the  sur- 


geon and  internist  is  necessary,  especially  since, 
in  the  presence  of  intercurrent  disease,  diabetes  is 
difficult  to  manage.  According  to  Joslin,  the 
surgical  diabetic  requires  six  times  more  attention 
than  the  medical  diabetic.4 

The  first  problem  in  preoperative  care  is  to 
bring  the  metabolic  processes  nearly  to  normal. 
There  are  different  programs  advocated  by  dif- 
ferent authorities.8-7  These  programs  are  based 
not  on  better  knowledge  of  the  subject  but  on 
their  relation  to  the  different  types  of  insulin  which 
are  on  the  market.  We  belong  to  the  group  which 
applies  frequent  feedings  and  multiple  doses  of 
unmodified  insulin  both  pre-  and  postoperatively. 
We  do  not  starve  the  patient  before  any  opera- 
tion.8'9 The  diet  is  so  arranged  that  the  patient 
gets  about  35  calories  per  kilogram  of  body 
weight  mostly  in  forms  of  carbohydrates  and  pro- 
tein. Unmodified  insulin  is  usually  started  two 
days  prior  to  operation,  and  it  is  given  four  to  six 
times  during  the  twenty-four  hour  period,  ac- 
cording to  urinary  sugar  as  shown  by  “Clini- 
Test.”  The  last  dose  of  insulin  is  given  about 
six  hours  prior  to  operation.  We  like  to  see 
blood  sugar  before  operation  between  150  and 
200  mg.  per  cent.  In  general,  we  are  not  afraid 
of  moderate  hyperglycemia,  but  we  are  carefully 
avoiding  the  disaster  that  might  be  produced  by 
hypoglycemia.  Urine  has  to  be  free  from  ace- 
tone and  carbon  dioxide  combining  power  not 
below  40  volumes  per  cent. 

In  all  cases  of  poor  diabetic  control,  chronic 
draining  abscesses,  or  gangrene,  we  determine  the 
plasma  protein  level.  In  these  cases  the  increase 
in  protein  loss  results  in  interstitial  edema,  diges- 
tive disturbances,  delay  in  convalescence,  and 
causes  complications  like  suture  dehiscence  and 
eventration.10’11  Also,  anemia  and  disturbance 
in  antibody  formation  are  due  to  protein  defi- 
ciency. The  last  two  factors  may  be  responsible 
for  lowered  resistance  to  infection  in  diabetic 
patients.  We  are  correcting  the  protein  defi- 
ciency before  and  after  operation  by  parenteral  or 
oral  feeding.  Thus,  Selye  alarm  reaction,  the 
nonspecific  response  of  all  organisms  to  unex- 
pected stimuli  (for  example,  surgery),  causes  both 
increased  glycogenolysis  and  protein  catabolism. 
If  there  is  not  enough  glycogen  stored  in  the  liver 
and  low  plasma  protein  level,  the  stage  of  adapta- 
tion and  resolution  may  be  impaired. 

Our  interest  in  the  degenerative  changes  in 
diabetics  scheduled  for  surgery  is  mostly  limited 
to  arteriosclerotic  lesions  of  the  cardiovascular 
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system.12  About  50  per  cent  of  all  diabetics  die 
from  arteriosclerotic  arterial  complications,  and 
even  the  young  patients  are  not  spared. 

The  degree  of  arteriosclerosis  is  proportional  to 
duration  of  diabetic  disorder,  and  its  effect  or 
surgical  risk  is  manifested  in  coronary  sclerosis, 
intracapillary  glomerulosclerosis,  and  infections 
associated  with  arteriosclerotic  gangrene  of 
extremities.13,14  Coronary  arteriosclerosis  leads 
to  heart  disease  and  reduction  of  cardiac  reserve. 
We  evaluate  the  functional  capacity  of  the  heart 
from  the  history,  physical  examinations,  labora- 
tory findings,  radiologic  and  electrocardiographic 
studies.15  The  latter  are  also  helpful  in  evaluat- 
ing changes  in  the  concentration  of  potassium  in 
serum.  When  there  is  an  evidence  of  heart 
failure  or  abnormalities  in  rhythm,  digitalis  is 
given  and  parenteral  administration  of  fluid  re- 
stricted. 

In  all  cases  of  urinary  albuminuria  or  when 
Kimmelstiel-Wilson’s  syndrome  is  suspected, 
urea  nitrogen,  creatinine,  and  plasma  protein  level 
are  determined  and  final  evaluation  of  kidney 
reserve  made.  As  to  the  treatment  of  infectious 
complications  of  diabetes,  and  particularly  those 
accompanying  arteriosclerotic  occlusive  disease  of 
extremities,  a new  era  was  initiated  by  the  intro- 
duction of  antibiotics.  Infection  is  no  longer  a 
problem  in  diabetic  surgery,  and  less  radical  or 
elective  surgery  can  be  done  safely. 

In  conclusion,  estimating  the  severity  of 
diabetes,  surgical  risk,  and  prognosis  following 
surgical  intervention,  we  take  into  consideration 
not  the  glycosuria  and  requirements  of  insulin 
dosage,  but  loss  of  weight,  malnutrition,  duration 
of  diabetes,  age  of  patient,  vascular  disease,  and 
loss  of  resistance  to  infection. 

Material 

From  January,  1945,  to  July  1,  1950,  60  dia- 
betic patients  were  operated  on  in  St.  Vincent’s 
Hospital,  Staten  Island,  and  62  operative  proce- 


dures were  done  (Table  I).  From  this  number  a 
group  of  25  patients  was  operated  on  from 
January  1,  1945,  to  December,  1947;  the  oldest 
was  eighty  years  and  the  youngest  twenty-two 
years.  The  average  age  was  fifty-two  and  three- 
tenths  years;  the  duration  of  diabetes  was  not 
ascertained.  The  second  group  of  35  was  oper- 1 
ated  on  from  January  1,  1948,  to  June  30,  1950; 
the  oldest  was  eighty-three  years,  the  youngest 
twenty-one  years,  the  average  age  was  fifty- 
seven  and  one-half  years.  The  duration  of 
diabetes  was  again  not  ascertained. 

The  first  group  of  patients  was  not  evaluated 
and  treated  according  to  the  principles  outlined 
above.  Very  little  attention  wras  paid  to  pro- 
tein level,  carbon  dioxide  combining  power,  urea 
nitrogen,  and  radiologic  or  electrocardiographic  I 
evaluation  of  cardiac  status.  In  some  cases  high  i 
blood  sugar  was  not  taken  into  consideration. 
None  of  the  patients  had  acetone  in  urine  prior  to 
operation.  During  postoperative  treatment  2,000 
to  3,000  cc.  glucose  in  saline  were  given  daily 
routinely.  Patients  were  treated  pre-  and  post- 
operatively  with  intermittent  doses  of  unmodi- 
fied insulin.  Sulfa  or  penicillin  was  given  in 
most  of  the  cases. 

In  evaluation  and  preoperative  treatment  of 
the  second  group,  the  principles  outlined  above 
were  observed.  The  postoperative  management 
was  so  arranged  that  no  or  little  saline  was  given 
during  the  first  forty-eight  hours  after  operation 
Usually  1,000  cc.  of  5 to  10  per  cent  glucose  ir 
distilled  water,  vitamins,  and  1,000  cc.  of  amine 
acids  were  given  daily  for  the  first  forty-eight 
hours.  On  several  occasions  we  felt  it  was  neces- 
sary to  give  500  cc.  of  whole  blood.  Urine  wai 
examined  for  sugar  every  four  to  six  hours,  anc 
unmodified  insulin  was  given  according  to  the 
color  of  reduction  in  “Clini-Test.”  Urinary  ace 
tone  was  determined  daily.  In  case  of  acidosis  oi  • 
vomiting,  carbon  dioxide  combining  power  anc 
occasionally  chlorides  determination  were  done 


TABLE  I. — Opebative  Procedures  of  60  Diabetic  Patients 


Type  of 
Operation 

„ 

Number 

Average 

Morbidity 

(Days) 

Mortality 

Number 

Average 

Morbidity 

(Days) 

Mortality 

Incision  and  drainage 

6 

15 

0 

1 

30 

0 

Appendectomy 

4 

9 

0 

1 

10 

0 

Minor  amputations* 

1 

6 

0 

3 

10 

0 

Hysterectomy 

2 

17 

0 

3 

13 

0 

Cataracts 

1 

13 

0 

0 

0 

0 

Hernioplasty 

2 

14 

1 

1 

16 

0 

Breast  amputation 

i 

19 

0 

0 

0 

0 

Nailing  of  hip 

l 

27 

1 

2 

22 

0 

C holecystotomy 

i 

1 

4 

15 

0 

Lumbar  sympathectomy 

l 

60 

0 

10 

15 

0 

Cesarean  section 

0 

0 

1 

n 

0 

Prostatectomy 

0 

0 

1 

n 

0 

Major  amputations 

3 

ies 

1 

7 

13 

l 

Miscellaneou8t 

2 

17 

0 

3 

11 

0 

* Amputation  of  fingers  or  toes, 
t Curettage,  sebaceous  cyst,  ingrowing  nail. 
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md  electrolytic  imbalance  corrected  with  infusion 
if  normal  saline  and  1/e  molar  solution  of  sodium 
actate.  The  approximate  amount  of  needed 
luid  can  be  calculated  from  serum  carbon  dioxide 
■ ontent  expressed  in  milliequivalents,  body 
yeight  of  the  patient,  and  the  correction  sug- 
;ested  by  Butler  and  Talbot.16,17  Details  of 
his  calculation  are  beyond  the  scope  of  this 
taper.  During  the  first  three  to  four  days,  food 
\as  given  freely  as  tolerated,  and,  when  there 
vere  no  complications,  protamine  zinc  insulin  and 
iiabetic  diet  were  started  from  the  fifth  day. 
Antibiotics  were  started  always  preoperatively 
nd  continued  after  operation. 

In  the  first  group,  four  patients  (or  16  per  cent) 
xpired  following  surgery,  apparently  because  of 
ardiovascular  complications.  In  the  second 
roup  there  was  one  death  (or  2.8  per  cent)  due  to 
incontrollable  sepsis. 

There  is  also  a striking  difference  in  the  number 
I lumbar  sympathectomies  (in  proportion  1 : 10) 
lerformed  in  the  first  and  second  groups.  This 
s due  to  the  better  teamwork  of  the  medical  and 
urgical  departments  and  the  .number  of  favor- 
ble  reports.18-20  It  became  customary  that 
iabetics  with  peripheral  vascular  complications 
re  studied  first  in  the  medical  department.  We 
re  attempting  to  establish  the  degree  of  organic 
cclusion  and  associated  spasm.  Although  at 
he  present  time  there  is  no  available  method 
diich  will  give  reliable  information  regarding  the 
irobable  results  of  sympathectomy,  still  some 
nformation  with  very  simple  and  nonmolestic 
nethod  can  be  obtained.  Oscillometric  reading, 
kin  temperatures,  and  reflex  vasodilation  studies 
re  routinely  done,  evaluated,  and  suggestions 
nade,  but  final  decision  is  left  to  the  surgeon.21 
)n  a few  occasions,  from  the  ulcerated  areas,  be- 
ides  the  usual  bacterial  flora,  fungi  were  cul- 
lured.  These  cases  were  treated  prior  to  and 
fter  surgery  with  fungicidal  ointments.  We 
noted  good  results  of  sympathectomies  and  were 
Iso  able  to  confirm  the  observations  of  others 
ihat  in  very  advanced  ischemic  changes  sympath- 
ctomy  initiated  rapid  progress  of  infection.18 
)ur  interpretation  of  this  complication  differs 
rom  that  of  those  who  feel  that  sympathectomy 
n some  cases  of  advanced  ischemia  causes  im- 
>alance  between  the  nutritional  function  of 
capillaries  and  peripheral  circulation  maintaining 
>ody  temperature.  This  imbalance  is  appar- 
■ntly  responsible  for  rapid  progress  of  gangrene. 

If  it  is  correct  that  in  ischemic  or  dead  tissue 
he  invading  bacteria  grows  with  difficulty  and 
he  spread  of  the  gangrene  is  slow,  it  is  our 
•pinion  that  a sudden  change  in  circulation  and 
mtrition  may  initiate  a rapid  growth  of  bacteria 
•nd  spread  of  infection,  thus  interfering  with  the 
mtural  demarcation  fine  of  necrotic  tissue.22  If 


this  concept  is  correct,  the  lumbar  sympathec- 
tomy and  amputation  of  the  ischemic  or  infected 
area  during  the  same  procedure  would  solve  the 
problem.  We  have  only  one  case  confirming  this 
assumption:  The  same  patient  mentioned  above 
(who,  following  sympathectomy,  developed  rapid 
progressive  gangrene  cured  with  midthigh  ampu- 
tation) was  readmitted  about  nine  months  later 
because  of  ischemic  trophic  changes  and  ulcera- 
tion of  the  left  foot  nearly  identical  to  those  on 
previous  admission.  This  time  lumbar  sympath- 
ectomy and  transmetatarsal  amputation  were 
done  simultaneously.  The  patient  had  an  un- 
eventful recovery  and  is  now  doing  well. 

Different  routine  in  postoperative  management 
of  diabetes  was  applied  in  another  case.  This 
seventy-year-old  male  with  a history  of  diabetes  for 
ten  years,  regulated  with  40  units  protamine  zinc 
insulin,  had  a retropubic  type  of  prostatectomy. 
Because  of  continuous  lavage  of  bladder  with 
normal  saline,  urine  wras  not  available  for  ex- 
amination. Patient  was  placed  on  four  feedings 
daily  with  injection  of  10  units  of  unmodified 
insulin  before  each  feeding.  Plasma  acetone 
determination  was  done  daily  and  revealed  1 
plus  to  2 plus  acetone  during  the  first  twenty- 
four  hours  after  operation.  This  imbalance  was 
easily  corrected.  During  the  first  four  days 
several  blood  sugar  determinations  were  done  for 
our  own  curiosity.  From  the  third  day  after 
operation  blood  sugar  was  below  200  mg.  per 
cent.  The  patient  recovered  completely  eleven 
days  after  operation. 

Finally,  this  review  show's  that  better  manage- 
ment of  diabetes  and  secondary  infections  in  the 
last  years  gives  the  average  diabetic  a further 
five  years  protection  against  surgery,  and  when 
operation  is  indicated,  less  radical  procedures  are 
done. 

Summary 

1.  The  impaired  carbohydrate  metabolism  in 
diabetics  involves  the  fat  and  protein  metabolism 
affecting  the  entire  nutritional  status.  Insulin 
does  not  correct  completely  these  defects  in 
metabolism. 

2.  Evaluation  of  surgical  risk  from  physio- 
pathologic  standpoint  and  preoperative  manage- 
ment is  outlined. 

3.  Analysis  of  60  diabetic  cases  referred  to 
surgery  show's  the  superiority  of  the  recom- 
mended pre-  and  postoperative  care  in  lowering 
the  mortality  from  16  per  cent  to  2.8  per  cent,  in 
spite  of  the  fact  that  the  average  age  of  the 
patients  was  raised  five  years. 

4.  The  trend  towards  lumbar  sympathectomy 
in  arteriosclerotic  occlusive  disease  is  stressed. 
Rapid  spread  of  infection  following  sympathec- 
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tomy  was  seen  in  one  case  and  our  own  interpre- 
tation of  this  phenomenon  given.  Opinion  is 
expressed  that  cases  of  advanced  ischemic  changes 
still  can  be  treated  with  sympathectomy,  provid- 
ing that  sympathectomy  and  amputation  of 
trophic  tissue  are  performed  simultaneously. 

5.  A case  of  retropubic  prostatectomy  is  cited 
which  was  treated  with  different  routine. 


We  are  indebted  to  the  members  of  the  surgical  sta£f  of  St. 
Vincent’s  Hospital,  particularly  to  Dre.  P.  J.  Timpone  and  J. 
K.  Lucey,  for  cooperation  and  advice  in  studying  the  prob- 
lems of  lumbar  sympathectomy. 
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Date  Branch  Place  of  Meeting  Time 


October  18 

Third 

Troy 

Morning  and  afternoon 

(luncheon) 

October  24 

Second 

Garden  City  Hotel,  Garden 

Afternoon  and  evening 

City 

(dinner) 

November  7 

Ninth 

Sleepy  Hollow  Country  Club, 

Afternoon  and  evening 

Scarborough 

(dinner) 

November  14 

First 

New  York  City 

To  be  announced 

A NEW  VASODILATING  AGENT 

John  R.  Murphy,  M.D.,  New  York  City 

(From  the  Peripheral  Vascular  Clinic,  Knickerbocker  Hospital) 


IN  A search  for  a vasodilator  without  the  obvious 
'drawbacks  of  the  several  agents  hitherto  em- 
j ployed,  our  attention  was  drawn  to  a new  com- 
pound, Roniacol.*  This  substance,  which  is  the 
alcohol  corresponding  to  nicotinic  acid  and  which 
has  the  chemical  name,  /3-pyridyl-carbinol,  is  con- 
certed in  the  organism  to  nicotinic  acid  and  prob- 
ably owes  its  prolonged  action  to  the  slow  release 
|of  the  latter. 

The  vasodilating  response  to  nicotinic  acid  was 
first  described  in  1938  by  Spies,  Clark,  and 
Blankenhorn.1  Following  this,  Bean  and  Spies 
in  1940  studied  a number  of  pyridine  compounds 
and  found  that  only  those  containing  the  free 
radical  shown  in  Fig.  1 produced  vasodilatation.2 


Fig.  1. 


Abramson,  Katzenstein,  and  Senior,  using  a 
plethysmograph,  demonstrated  a definitely  in- 
creased blood  flow  with  nicotinic  acid.3  They 
: noted  no  increase  in  the  basal  metabolic  rate  even 
with  marked  vasodilatation. 

The  toxicity  of  Roniacol  in  animals  proved  to 
be  low,  and  evidence  of  active  vasodilation  was 
obtained  in  dogs.  It  was,  therefore,  decided  to 
investigate  the  therapeutic  effects  on  various 
vascular  affections.  Our  over-all  series  com- 
prised 40  patients.  Of  these,  22  were  diagnosed 
as  arteriosclerosis  obliterans,  14  as  thrombophle- 
bitis with  ulceration,  and  four  as  angina  pectoris 
associated  with  arteriosclerotic  heart  disease. 

Of  the  22  cases  of  peripheral  arterial  disease, 
17  were  men,  and  five  were  women.  All  were 
white,  and  the  ages  varied  from  thirty-eight  to 
eighty-eight  years.  Symptoms  had  been  present 
from  one  month  to  approximately  six  years. 
Four  patients  had  diabetes  mellitus.  All  of  the 
patients  in  this  group  complained  of  intermittent 
claudication,  although  in  three  this  had  been 
antedated  by  an  episode  of  “painful  coldness,” 
and  in  the  remaining  two  a sudden  arterial  occlu- 
sion was  the  first  indication  of  insufficiency. 

Physical  examination  revealed  varying  degrees 
of  pallor  with  coldness  in  the  affected  extremities 
of  all  patients.  Fifteen  showed  rubor  of  the  toes. 

* The  Roniacol  ampula  and  Roniacol  Tartrate  tablets  used 
in  this  study  were  supplied  by  the  manufacturers,  Hoffmann- 
I.a  Roche,  Inc.,  Nutley,  New  Jersey.  All  information  on  the 
toxicity  and  pharmacologic  effects  of  Roniacol  was  provided 
by  the  manufacturers. 


All  cases  revealed  absent  pedal  pulsations,  and  all 
showed  low  readings  on  the  oscillometer. 

Finally,  all  of  these  individuals  with  arterio- 
sclerosis obliterans  had  had  several  types  of 
therapy  aimed  at  increasing  the  peripheral  circu- 
lation, i.e.,  postural  exercises,  typhoid  vaccine, 
tissue  extracts,  vein  ligations,  etc.  as  well  as  gen- 
eral hygienic  care.  After  a preliminary  intra- 
muscular injection  of  50  mg.  Roniacol  for  the  pur- 
pose of  ruling  out  sensitivity,  a regular  dosage 
routine  was  established.  In  general,  this  con- 
sisted of  the  intramuscular  injection  of  100  mg. 
(2  cc.)  Roniacol  two  to  seven  times  weekly,  plus  ad- 
ministration by  mouth  of  from  75  to  800  mg. 
Roniacol  tartrate  in  divided  doses  daily. 

The  results  in  this  important  group  were  as- 
sayed objectively  as  well  as  symptomatically. 
The  response  was  classified  as  “excellent”  when 
color,  warmth,  and  oscillometry  were  improved 
and  symptoms  subsided.  The  results  were  con- 
sidered “good”  when  the  symptoms  abated 
markedly  and  two  of  the  three  objective  tests 
were  positive.  Cases  with  definite  symptomatic 
improvement  but  little  or  no  objective  change 
were  placed  in  the  “fair”  category.  In  instances 
where  patients  required  other  means  to  obtain 
symptomatic  relief,  the  trial  was  considered  a 
failure.  According  to  these  criteria,  four  of  our 
22  arteriosclerotic  cases  belong  in  the  “excellent” 
category,  seven  were  unequivocally  improved, 
five  showed  fair  improvement,  and  six  must  be 
regarded  as  failures. 

Our  second  group  was  made  up  of  patients  with 
chronic  venous  insufficiency,  all  too  often  repre- 
sented by  a constant  procession  of  older  women 
who  return  week  after  week  and  year  after  year 
with  brawny  edema  and  persistent  ulcerations  of 
the  legs.  Of  the  14  cases  with  chronic  venous  in- 
sufficiency, all  had  had  various  modes  of  treat- 
ment in  our  clinic  for  at  least  a year  previous  to 
the  use  of  Roniacol.  The  measures  included 
various  physiotherapeutic  modalities  such  as  heat, 
iontophoresis,  and  ultraviolet  irradiation,  supple- 
mented by  the  application  of  various  ointments 
and  pastes.  In  addition,  seven  had  undergone 
various  operative  procedures — ligations  of  either 
saphenous  or  femoral  veins,  sympathectomy,  or 
plastic  procedures  on  the  ulcerations.  Some  of 
the  ulcers  have  healed  from  time  to  time,  but 
since  little  was  done  to  correct  the  basic  circula- 
tory defect  manifested  by  swelling  and  fibrosis  of 
subcutaneous  tissue,  recurrences  have  been  almost 
the  rule.  Oral  medication  with  Roniacol  tartrate 
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and  intramuscular  injections  of  Roniacol  were 
prescribed  as  outlined  above.  The  regimen  also 
included  topical  treatment  with  a paste  contain- 
ing 20  per  cent  cod  liver  oil.  Eight  of  the  14 
patients  wore  elastic  supports  intermittently. 

The  results  in  these  cases  of  ulceration  fol- 
lowing thrombophlebitis,  as  judged  at  follow-up 
from  three  to  thirteen  months  after  initiation  of 
therapy,  were  not  striking.  Three  evidenced 
definite  improvement  in  that  the  ulcers  healed 
completely : one  after  one  and  one-half  months  of 
Roniacol  therapy,  one  after  three  months,  and 
one  after  eight  months.  Five  other  cases  showed 
definite  and  unequivocal  improvement  in  the  size 
of  the  ulcerations.  The  remaining  patients 
treated  revealed  little  definite  improvement  as 
compared  with  untreated  cases  or  with  their  own 
status  previous  to  the  beginning  of  this  study. 

Four  individuals  with  angina  of  effort  con- 
stituted our  third  and  final  group.  Attention  to 
this  particular  indication  was  the  outcome  of  the 
more  or  less  chance  finding  that  one  patient’s 
angina,  which  developed  subsequent  to  a lumbar 
sympathetic  interruption,  disappeared  while  he 
was  taking  Roniacol.  This  encouraged  us  to  em- 
ploy the  drug  in  three  other  subjects.  The  re- 
sults are  as  yet  inconclusive  but,  in  our  opinion, 
justify  continuation  of  the  trial. 


DR.  CLINE  TELLS  DOCTORS  HOW  TO  KEEP 
Dr.  John  W.  Cline  of  San  Francisco,  who  recently 
assumed  the  office  of  president  of  the  American 
Medical  Association,  said  recently  that  “the  general 
public  thinks  of  the  medical  profession  in  terms  of 
service  rendered  by  each  practicing  physician.” 

“When  one  physician  violates  the  Principles  of 
Medical  Ethics,”  Dr.  Cline  said,  “not  only  does  he 
jeopardize  his  own  position,  but  that  of  the  entire 
profession  as  well.  The  vast  majority  of  doctors 
are  ethical  and  take  great  pride  in  the  quality  of  the 
service  they  render.  But  there  are  a few  who  capi- 
talize on  medicine’s  high  professional  reputation  for 
their  own  selfish  ends.” 

Dr.  Cline’s  views  were  expressed  in  “The  Presi- 
dent’s Page”  of  the  June  30  issue  of  the  J.A.M.A. 

“It  is  one  of  the  primary  responsibilities  of  medi- 
cal associations  to  uphold  the  high  ethical  standards 
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Clinically,  toxic  effects  of  the  drug  have  been 
minimal.  Several  patients  complained  of  some  j 
heartburn  which  disappeared  with  continued 
therapy.  One  patient  developed  a maculo- j 
papular  rash  which  recurred  after  each  attempt  to 
reinstitute  therapy.  This  was  the  only  case  in  j 
which  specific  therapy  was  discontinued  because  j 
of  intolerance. 

Summary 

The  essential  features  of  a new  analog  of  nico- 
tinic acid  are  briefly  described.  This  compound.; 
which  has  the  vasodilating  effect  of  nicotinic  acid] 
but  is  characterized  by  a more  prolonged  effect, 
has  been  utilized  in  our  clinic  for  the  relief  of 
chronic  peripheral  arterial  disease  and  the  effects 
of  thrombophlebitis.  In  addition,  the  effects  or 
a few  cases  of  central  vascular  defects  wen 
studied.  The  results  are  sufficiently  hopeful  tc 
justify  further  investigation. 

115  East  61st  Street  -i 
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RESPECT  OF  PUBLIC 

of  the  profession,”  he  said,  adding:  “This  is  one 
the  main  reasons  why  such  organizations  must  1 
strong  and  vigorous.  No  medical  association  c: 
ever  expect  to  capture  the  respect  of  the  people  u 
less  it  makes  a real  effort  to  purge  from  its  ran 
those  who  choose  to  ignore  the  principles  of  ethi 
which  govern  its  members.” 

Dr.  Cline  urged  A.M.A.  members  to  take  a mo 
active  part  in  activities  of  their  county  medic 
societies. 

“A  strong,  courageous  society  can  be  a spirits 
leader,”  lie  said.  “It  is  only  through  medical  ( 
ganizations  that  unworthy  physicians  can  be  sucei 
fully  disciplined.  Only  a medical  association  c 
crack  down  on  those  who  overcharge,  who  refi 
service  when  called,  who  put  their  pocketbook  a 
their  personal  comfort  above  duty  to  their  patient! 


NEWER  CONCEPTS  IN  THE  SURGICAL  MANAGEMENT 
OF  MEGACOLON 

Frank  D.  Conole,  M.D.,  Binghamton,  New  York 
(From  the  Binghamton  City  Hospital) 


A NUMBER  of  years  ago  a Danish  physician, 
Hirschsprung  (1830-1916),  described  in  a 
very  classic  manner  a type  of  megacolon,  his 
I observations  being  based  on  a study  of  two  cases.1 
It  has  been  known  in  a general  way  that  the 
megacolon  of  adult  life  differed  from  the  more 
debilitating  type  seen  in  infancy.  However,  a 
I clear  concept  of  the  various  types  has  come  about 
' slowly,  and  it  is  only  within  the  past  three  to  five 
j years  that  the  detailed  fundamental  truths  have 
been  assembled  and  brought  forth  in  the  light  of 
their  true  exactness. 

Hirschsprung  in  his  original  article  stated  “the 
large  intestine  is  dilated,  only  the  rectum  is  not 
enlarged.”  Those  who  interested  themselves 
with  this  problem  seem  to  have  been  resolved  on 
determining  the  cause  of  the  tremendous  dilata- 
tion, neglecting  entirely  the  more  significant  fact 
; (as  mentioned  by  Hirschsprung)  that  the  rectum 
was  contracted  and  small.  In  1925  Bartle  intro- 
duced the  theory  of  overactivity  of  the  sympa- 
I thetic  impulses  to  the  rectum  and  advised  lumbar 
sympathectomy  as  a method  of  releasing  the 
spastic  condition  in  the  rectal  segment.2  This 
procedure,  together  with  a number  of  drugs  af- 
fecting in  one  way  or  another  the  sympathetic 
ganglia,  has  been  of  very  questionable  value. 

In  1938  Robertson  and  Kernohan  in  a study  of 
| the  autopsy  material  from  the  cases  dying  of 
Hirschsprung’s  disease  found  an  absence  of  the 
myenteric  ganglia  in  the  sections  from  the  rectal 
wall.3  A similar  study  of  sections  from  patients 
dying  of  ulcerative  colitis  revealed  myenteric 
ganglia.  Their  study  was  activated  by  the  work 
of  Lendrum  on  “acholasia  of  the  esophagus.” 
Bodian,  Stephens,  and  Ward  were  able  to  corrob- 
orate the  work  of  Kernohan  and  demonstrate  a 
j degeneration  or  absence  of  the  myenteric  ganglia.4 
i Cannon,  studying  intestinal  motility  in  cats, 

| showed  very  clearly  that  destruction  of  the  my- 
enteric ganglia  resulted  in  absence  of  peristalsis 
! in  the  portion  of  bowel  so  involved.5 

It  remained  for  Swenson  and  Bill  in  1948  to 
j correlate  these  previous  studies  and  devise  a “pull 
through”  abdominoperineal  resection  of  the  in- 
volved pelvic  colon  and  rectum.6  The  rationale 
j for  this  operation  seems  to  he  based  on  three 
1 fundamental  facts:  First,  in  true  Hirschsprung’s 
' disease  the  rectum  and  at  least  part  of  the  pelvic 
| colon  has  a congenital  absence  of  the  myenteric 
1 ganglia.  Second,  it  had  been  known  for  some 
j time  that  a colostomy  in  the  transverse  colon  or 


descending  colon  not  only  resulted  in  a decom- 
pression of  the  dilated  colon,  but  that  in  a short 
time  the  entire  colon  assumed  a normal  size. 
This  diminution  in  size  prevailed  as  long  as  the 
colostomy  was  allowed  to  function.  Closure  of 
the  colostomy  resulted  in  an  immediate  return  to 
the  original  megacolon.  A third  and  important 
factor  was  based  on  the  studies  of  Neuhauser,  a 
roentgenologist,  who  demonstrated  a spastic  or 
acholasic  lower  segment  by  using  thin  barium  and 
stressing  the  oblique  or  lateral  projection  in 
taking  the  picture.  The  Swenson  operation  is  a 
more  formidable  procedure  than  the  Miles  or 
Babcock  proctosigmoidectomy. 

The  indications  for  this  operation  are  not  en- 
tirely understood.  All  forms  of  megacolon  are 
not  Hirschsprung’s  disease,  and  because  of  this 
fact  the  Swenson  operation  is  not  equally  appli- 
cable to  all  types.  There  are  essentially  two  main 
types  of  megacolon  and  a condition  of  compensa- 
tory dilatation  of  the  colon  which  is  mentioned 
only  as  a consideration  in  making  a complete 
differential  diagnosis. 

True  Hirschsprung’s  disease  is  a condition  the 
congenital  nature  of  which  is  based  on  an  absence 
of  ganglionic  cells  in  the  rectal  portion.  Consti- 
pation is  present  from  birth,  and  digital  and  sig- 
moidoscopic  examinations  reveal  a normal  ap- 
pearing mucous  membrane  with  scant  or  entire 
absence  of  feces  in  the  rectum.  It  is  more  com- 
mon in  male  infants  in  a proportion  equal  almost 
to  that  of  hypertrophic  pyloric  stenosis,  a rare 
condition  in  a female  child.  This  type  of  mega- 
colon occurring  as  it  does  in  infants  has  a high 
morbidity  and  mortality.  The  acholasic  rectal 
segment  which  produces  a partial  intestinal  ob- 
struction may  result  in  a complete  obstruction. 
Unless  a colostomy,  preferably  one  in  the  trans- 
verse colon,  is  done,  a mortality  may  very  well 
ensue.  The  usual  case  with  only  partial  obstruc- 
tion can  be  handled  on  a medical  regimen  until 
the  child  is  eighteen  months  to  two  years  of  age ; 
then  a resection  of  the  rectum  and  necessary  por- 
tion of  the  pelvic  colon,  with  a “pull  through”  of 
the  proximal  ganglionic  colon,  should  be  done. 

Idiopathic  megacolon  seems  to  be  a condition 
which  develops  possibly  because  of  faulty  bowel 
habits,  a spastic  anal  sphincter,  or  the  individual’s 
being  born  with  just  too  much  colon.  The  feces 
by  the  time  .they  reach  the  anal  sphincter  are 
hard,  the  abundant  amount  of  colon  having  re- 
moved the  water  content.  These  individuals 
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may  very  well  derive  some  benefit  from  sympa- 
thectomy, and  many  can  be  successfully  cared 
for  on  a medical  regimen  alone.  There  are  some 
medical  failures,  and  it  is  in  this  small  group  that 
the  use  of  the  Swenson  operation  to  remove  a 
large  portion  of  colon  so  that  a more  softened 
fecal  content  can  be  delivered  to  the  anus  is  a ra- 
tional and  worthwhile  procedure.  If  this  is  done 
examination  of  the  sections  of  rectal  wall  will 
show  ganglionic  cells. 

Compensatory  dilatation  of  the  colon  above 
some  type  of  obstructing  mechanism  occurs  at 
any  age.  Tumor  formation  within  or  outside  the 
rectum  or  any  inflammatory  condition  producing 
stricture  formation  may  very  well  result  in  a 
gradual  dilatation  of  the  colon.  Such  a case  was 
encountered  in  an  adolescent  girl  with  imperforate 
anus  and  a rectovaginal  fistula.  The  distal  orifice 
was  dissected  free  from  the  vagina,  an  anal 
opening  fashioned,  and  a perineorrhaphy  with 
closure  of  the  posterior  vaginal  opening  effected. 
There  has  been  a diminution  in  the  size  of  the 
dilated  rectal  ampulla  and  colon. 

The  case  presentation  is  that  of  an  adolescent 
female  whose  chief  complaint  was  bowel  inconti- 
nence. Digital  examination  revealed  a massive 
bolus  of  feces  filling  the  entire  pelvis,  with  what 
amounted  to  an  overflow  incontinence.  Copious 
rectal  washings  made  possible  the  necessary  x-ray 
study  to  confirm  the  diagnosis  of  megacolon. 
Medical  management  including  sympathectomy 
failed  to  bring  about  any  improvement.  A Swen- 
son operation  was  done,  and  the  end  result  has 
been  good.  The  greater  clarification  of  the  types 
of  megacolon  which  has  evolved  with  the  advent 
of  the  modified  “pull  through”  procedure  ap- 
pears to  constitute  a definite  advance.  This  con- 
dition of  megacolon,  while  it  is  not  common,  does 
occur  with  sufficient  frequency  so  that  the  aver- 
age practitioner  usually  encounters  a case  in  his 
practice. 

B.  A.,  a white  female,  age  eighteen  years,  was 
admitted  to  the  Binghamton  City  Hospital  June  6, 
1949,  and  discharged  July  28,  1949.  X-ray  study 
done  June  7,  1949,  showed  the  colon  to  be  greatly 
distended  and  an  advanced  type  megacolon  present. 
A bilateral  sympathectomy  was  done  in  two  stages 
by  a neurosurgeon.  Previous  spinal  anesthesia 
tests  were  done  twice  with  negative  results,  but  it 
was  decided  to  do  sympathectomy  principally  be- 
cause of  the  prevailing  opinion,  that  none  of  these 
patients  should  be  refused  such  a procedure,  and 
that  in  idiopathic  megacolon  it  may  help.7 

She  re-entered  the  hospital  November  14,  1949, 
for  x-ray  study.  There  was  little  change  from  the 
previous  barium  enema  study  of  June  8,  1949.  A 
Swenson  operation  was  advised,  principally  with 
the  thought  of  removing  some  of  the  excess  colon 
more  than  with  the  feeling  that  this  was  an  “acho- 
lasic  megacolon.” 


On  January  16,  1950,  she  again  wras  admitted  to 
the  hospital.  After  what  was  considered  adequate 
preparation  for  this  formidable  type  of  colon  surg- . 
ery,  a Swenson  operation  was  performed  on  January  j 
21.  She  had  an  uneventful  convalescence  and  was  I 
discharged  from  the  hospital  on  February  12.  At 
this  time,  she  was  having  one  to  two  bowel  move- ! 
ments  daily,  for  the  first  time  in  her  life. 

I wish  I could  end  my  story  at  this  point,  but,  be- ' 
cause  of  unforeseen  later  complications,  I must  go  on. 
Her  family  doctor  called  me  on  February  27  (almost 
six  weeks  postoperatively)  to  tell  me  that  she  wras 
passing  feces  through  the  urethra.  She  was  returned 
to  the  hospital ; a catheterized  specimen  wras  found  to  j 
be  clear,  and  the  insertion  of  a small  speculum  into 
the  vagina  revealed  an  opening,  making  a diagnosis! 
of  rectovaginal  fistula  tenable.  Two  attempts  w'ere1 
made  locally  (drainage  procedures)  to  correct  the 
existing  fistula,  and  when  these  failed  a Wangensteen 
colostomy  was  done  on  March  24.  She  left  the  i 
hospital  on  May  23.  She  was  readmitted  on  Jul> 
14,  and  the  colostomy  was  closed  without  difficulty  I 
X-ray  study  done  July  31  sfunved  “a  diminution  ir( 
the  lumen  of  the  colon  as  compared  with  previous 
studies.” 

This  girl  does  have  some  slight  incontinence 
which  has  been  a result  reported  by  the  group  ir| 
Cincinnati  (Lee  and  his  coworkers).8  A correctiv* 
regimen  based  on  keeping  the  terminal  colon  empt) 1 
by  means  of  daily  enemas  has  practically  eliminstecj 
this  difficulty. 


Conclusion 

All  types  of  megacolon  are  not  Hirschsprung’ 
disease.  An  operative  procedure  has  been  de 
vised  which  is  applicable  principally  to  cases  o 
true,  acholasic  megacolon.  However,  it  may  b 
advisable  to  perform  this  operation  in  other  se 
lected  cases — tire  so-called  medical  failures — c 
idiopathic  megacolon.  While  the  technical  fac 
tors  involved  in  this  operative  procedure  can  b 
mastered  by  most  general  surgeons,  it  is  ver 
necessary  to  mention  that  a thorough  undei 
standing  of  basic  physiologic  and  pathologic  dir 
turbances  encountered  in  the  different  types  < 
megacolon  must  be  understood.  The  selectiv 
nature  and  proper  application  of  this,  a new  an 
definitive  therapeutic  surgical  advance,  will  d 
much  to  prevent  tire  controversial  misunde 
standings  through  which  so  many  other  teclrnici, 
refinements  have  had  to  pass. 
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ACTH  AND  CORTISONE  IN  OPHTHALMOLOGIC  PRACTICE 


F.  Philip  Koch,  M.D.,  Bronxville,  New  York 
I (From  the  Manhattan  Eye,  Ear  and  Throat  Hospital) 

IT  NOW  is  known  that  ACTH  (adrenocortico- 
tropic hormone)  and  cortisone  (compound  E), 
■when  administered  systemically,  exert  a profound 
(effect  in  the  control  of  ocular  inflammatory  dis- 
ease, whether  internal  or  external.  Although 
topical  instillation  of  cortisone  appears  to  exert  a 
beneficent  effect  on  the  internal  ocular  structures, 
the  optimum  method  of  treatment,  whether 
;systemic  or  topical,  has  as  yet  to  be  determined. 
ACTH,  however,  in  the  absence  of  systemic 
itoxicity,  is  believed  by  the  workers  in  this  field  to 
be  the  therapeutic  agent  of  choice. 

The  inflammatory  and  exudative  bacterial 
allergic  reactions  of  ACTH  and  of  cortisone,  on 
an  experimental  basis,  appear  completely  to  con- 
firm all  clinical  observations  to  date.  This 
(applies  whether  these  substances  are  administered 
jsystemically  or  topically  and,  in  the  eye,  seem  to 
block  the  majority  of  the  inflammatory  and  exu- 
dative phases  of  any  anaphylactoid  protein  and 
bacterial  allergic  reactions,  as  well  as  those  in- 
duced by  the  subcutaneous  injection  of  tuber- 
culin; however,  when  hypersensitivity  consti- 
tutes the  underlying  state,  these  new  hormonal 
products  appear  to  have  no  appreciable  effect,  al- 
though it  is  probable  that,  in  some  way,  they  act 
upon  the  mesenchymal  tissues. 

It  might  be  suspected  that  there  is  exerted 
.some  action  on  capillary  or  cellular  permeability 
or  the  activation  of  some  antienzymatic  action, 
but  no  evidence  currently  is  available  in  favor  of 
any  such  suppositions.  However,  certain  col- 
lagenous diseases  do  unquestionably  respond  to 
injection  therapy  with  these  compounds.  These 
are  rheumatoid  arthritis,  acute  rheumatic  fever, 
acute  disseminated  lupus  erythematosus,  der- 
matomyositis,  periarteritis  nodosa,  scleroderma, 
'and  perhaps  others  that  have  not  yet  been  fully 
studied.  Also,  it  may  be  that  atopic  dermatitis 
and  the  four  types  of  pemphigus  may  be  found  to 
be  responsive  to  these  therapeutic  agents  al- 
though the  current  impression  exists  that  these 
latter  two  entities  are  essentially  hypersensitive  in 
origin.  The  diseases  just  mentioned  are  brought 
to  attention  here  since,  except  for  rheumatoid 
j arthritis,  intraocular  manifestations  occur  in 
these  diseases  more  often  than  not,  except  for 
I scleroderma,  in  which  the  thickening  of  the  lid 
tissues  themselves  exert  a dysfunction  expressed 
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largely  by  the  diplopia  occasioned  by  the  inability 
of  the  eyes  to  move  freely  and  binocularly  behind 
the  stiffened,  externally  protective  lid  tissues. 

The  very  self-limiting  nature  of  many  ophthal- 
mologic conditions,  since  the  majority  of  them 
are  acute,  lends  itself  to  ministrations  of  any 
agent  that  will  interrupt  or  alter  the  cycle  of 
activity.  In  the  main,  however,  as  is  true  of 
acute  morbid  processes  anywhere  else  in  the 
organism  as  a whole,  the  more  potent  the  thera- 
peutic agent  brought  to  bear  on  the  situation  im- 
mediately at  hand,  the  more  rapid  and  more  dra- 
matic will  be  the  benefit  resultant  from  the  thera- 
peutic agent  applied.  This  usually  is  in  direct 
ratio  to  its  immediacy. 

The  principles  just  stated,  in  their  broad  gener- 
alities, tend  to  apply  only  to  entities  that,  basic- 
ally, manifest  themselves  as  inflammatory  proc- 
esses of  the  ocular  globe  itself,  whether  uniocular 
or  binocular  in  locus,  and  these,  again,  respond 
best  to  these  newer  hormonal  agents  only  if  and 
when  these  diseases  are  acute  in  origin. 

The  ocular  adnexae  have  yet  to  be  reported  as 
being  therapeutically  responsive  to  these  new 
adjuvants;  however,  it  is  of  interest  that  the 
globe,  while  deriving  embryologically  from  each 
of  the  three  primary  tissues  and  while  correspond- 
ingly susceptible  singly  or  in  unison  to  certain 
disease  processes,  appears  in  general  to  respond  to 
these  new  medications  with  fewer,  if  any,  re- 
lapses, the  more  acute  the  involvement,  whether 
one,  or  two,  or  three,  of  these  tissues  are  affected. 
However,  although  the  effective  doses  for  the  in- 
dividual situation  may  vary  considerably,  no 
specific  dosage  has  been  recommended  to  date  for 
the  different  types  or  stages  of  acute  inflammatory 
diseases  of  the  eye. 

The  ocular  diseases  that  have  been  found  to 
have  been  most  responsive  to  ACTH  and  to  corti- 
sone therapy  primarily  are  those  that  are  acute  in 
their  origin,  onset,  manifestations,  and  course. 
This  is  particularly  true  of  intraocular  disorders; 
however,  some  few,  such  as  sympathetic  ophthal- 
mia and  tuberculous  uveitis  (whether  or  not  in 
etiologic  association  with  dermal  tuberculosis), 
while  also  intraocular  usually  are  not  acute  but, 
since  they  exhibit  exacerbative  manifestations, 
tend  in  that  sense  to  be  acute  and  not  infrequently 
respond,  although  somewhat  undrama tically,  to 
one  or  both  types  of  this  hormonal  therapy. 

These  therapeutic  substances  evidently  effect 
a shieldlike  buffer  and  influence  dominantly  the 
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pathologic  physiology  rather  than  the  pathologic 
anatomy  of  disease  processes  as  we  have  come  to 
know  them  in  the  sense  of  their  not  being  re- 
versible. We  now  have  certain  clinical  and 
laboratory  evidence  that  tends  to  demonstrate 
the  potential  reversibility  of  many  diseases,  the 
majority  of  which  very  probably  are  acute  in 
origin  but  may  readily  and  usually  enter  into 
chronic  phases  unless  checked  at  their  onset. 
This  is  especially  true  with  regard  to  intraocular 
diseases  such  as  acute  iritis,  keratitis,  uveitis, 
choroiditis,  retinitis,  retinochoroiditis,  chorioretin- 
itis, the  neuritides  (optic  and/or  retrobulbar), 
sympathetic  ophthalmia,  secondary  glaucoma  if  of 
inflammatory  origin,  conjunctivitis,  and  probably 
dacryocystitis. 

It  is  a question,  of  course,  whether  the  normal 
“wear  and  tear”  that  necessarily  is  a part  of  the 
mere  business  of  living  and,  in  that  sense,  is  a 
geriatric  process  causes  the  initial  damage  in  the 
production  of  the  disease  states  that  we,  as  prac- 
titioners, observe,  or  whether  these  processes  owe 
their  origin  to  the  debilitating  influence  of  an 
initially  inciting  inflammatory  onslaught.  The 
latter  and  perhaps  somewhat  abstruse  concept 
possibly  may  be  supported  by  the  fact  that  in 
general  the  more  acute  the  disease  state  and  the 
more  rapidly  there  comes  into  play  the  inflam- 
mation-blocking effect  of  an  additive  adrenal 
cortex  hormone  on  a therapeutic  basis,  the  greater 
and  the  more  dramatic,  as  a rule,  will  be  the  re- 
sponse to  therapy  and  the  more  rapidly  will  there 
be  a resolution  of  the  then  current  disease  process. 
This  effect,  to  date,  within  certain  limits,  appar- 
ently has  been  more  concisely  demonstrated  in 
the  eye  than  in  the  skin.  The  reasons  for  this 
phenomenon,  however,  are  not  altogether  clear, 
but  it  may  be  that  there  is  induced  a suppression 
of  a spreading  factor  such  as  hyaluronidase,  with 
a concomitant  speed  of  response  resulting  in  such 
alteration  of  function  of  certain  enzyme  systems 
that  there  occurs  inhibition  of  antibody  produc- 
tion. Since  relapse  in  the  individual  instance 
frequently  follows  cessation  of  treatment,  it  not 
only  may  be  assumed,  but  probably  also  may  be 
confirmed,  that  these  therapeutic  substances  do 
not  effect  any  primary  alteration  in  the  basic 
etiology  of  the  inflammation. 

It  is  entirely  speculatory,  at  this  time,  whether 
there  exists  any  correlation  between  the 
hyaluronic  content  of  the  synovia,  the  sclerae, 
and  the  meninges;  however,  it  is  to  be  noted  that 
the  tissues  mentioned  are  those  very  closely  as- 
sociated with  the  only  truly  closed  cavities  of  the 
body,  and  that  there  is  a not  infrequent  associa- 
tion between  affections  of  at  least  two  of  these — 
arthritis  and  intraocular  disease  such  as  iritis. 


It  also  is  of  real  interest  that  acute  disease  proc- 
esses of  at  least  the  joints  and  of  the  eyes,  when 
not  mucopurulent  in  character,  and  whether  or 
not  there  is  any  question  of  a hypersensitive  or  an  y 
allergenic  basis,  respond  very  dramatically  to  the 
administration  of  adrenal  cortex  hormones  in  one 
of  the  two  therapeutic  forms  mentioned  earlier. 

It  must  be  reiterated  that  no  congenital  and/or 1 
abiotrophic  ocular  entity  will  respond  to  these 
newer  therapeutic  agents;  only  those  “dis-eases”  ji 
that  are  essentially  inflammatory  or  perhaps  j 
allergenic  in  origin  will  respond  to  the  adminis-i 
tration  of  these  hormones.  The  probable  mode 
of  action  of  ACTH  and  of  cortisone,  however, 
although  still  undetermined,  indicates  that  they 
in  some  way  effect  the  mesenchymal  tissues. 
Furthermore,  to  repeat,  these  compounds  do 
not,  in  themselves,  have  a direct  effect  on  the ! 
inciting  irritant;  they  apparently  reinforce  the! 
abilities  of  the  affected  tissues  not  only  to  fend  I 
off  the  onslaughts  of  the  besieger  but  to  gird 
themselves,  in  a sense,  for  an  attack  against! 
them.  As  yet,  there  still  remains  to  be  deter- 
mined the  optimum  method  of  treatment 
whether  systemicallv  or  topically  administered. 

In  addition  to  the  beneficent  ocular  effect,  in 
many  instances,  of  cortisone  and/or  ACTH  ad-' 
ministered  from  the  medical  therapeutic  stand- 
point, there  is  some  promise  that  this  basic  ( 
medical  treatment  may  so  prepare  the  intraocular 
tissues  that,  contrary  to  previous  bitter  ophthal- 
mologic experience,  obviously  indicated  but  nec- 
essarily delayed,  intraocular  surgery  may  be  per- 
formed without  jeopardizing  the  postoperative 
result  in  the  presence  of  such  inflammation. 
This  applies  particularly  to  operations  of  any  type 
for  the  relief  of  glaucoma  as  well  as  for  the  extrac- 
tion, by  whatever  method,  of  a previously  existing 
cataract  or  a so-called  secondary  or  complicated 
cataract  sequential  to  the  internal  ocular  process 
that  initially  caused  treatment  to  be  instituted. 

It  has  been  observed,  experimentally,  that  all  con- 
nective tissue  elements  are  delayed  develop-' 
mentally  in  the  administration  of  cortisone  to 
animals.  This  inhibiting  effect  on  fibroblast  and 
on  collagen  formation,  in  view  of  the  observed 
converse  profound  stimulation  on  fibroblastosis  by 
desoxycorticosterone,  postulates  a blocking  at  any! 
elementary  level  of  connective  tissue  develop- 
ment when  there  eventuates  a hyperadrenal  state 
brought  about  by  cortisone  therapy.  Paradoxi- 
cally, although  postoperative  healing  is  both  a1 
sine  qua  non  as  well  as  a desideratum,  these  newer 
hormonal  therapeutic  substances  appear  to  pre- 
pare the  ground,  as  it  were,  for  ocular  surgical 
procedures  that  heretofore  were  believed  to  be 
.^absolutely  unfeasible. 


Case  Reports 


PROLONGED  SPONTANEOUS  REMISSION  IN  ACUTE  LEUKEMIA 

Alfred  Schwarz,  M.D.,  and  Leo  H.  Levine,  M.D.,  New  York  City 
( From  the  Departments  of  Medicine  and  Hematology,  Jewish  Memorial  Hospital) 


1 TNTEREST  in  acute  leukemia  has  increased  re- 
cently owing  to  the  reported  success  in  securing 
1 temporary  remissions  in  this  fatal  disease  with  folic 
acid  antagonists,  by  substitution  transfusions,  ACTH, 
and  cortisone.1’2 

A recent  review  of  the  literature  revealed  only  11 
reported  cases  of  spontaneous  remission  which 
lasted  longer  than  two  months.3  Wintrobe  and 
others  state  that  remissions  do  occur  in  acute  leu- 
kemia, but  the  authors  do  not  elaborate.4  Most  of 
the  reports  refer  to  a short,  temporary,  incomplete 
improvement  which  sometimes  occurs. 

The  case  to  be  reported  is  remarkable  in  that  the 
spontaneous  remission  lasted  six  months,  during 
which  time  the  patient  showed  no  manifestations  of 
the  disease  and  was  apparently  in  good  health. 
The  second  unusual  feature  was  that  when  the 
disease  recurred,  the  cells  appeared  to  change  from  a 
predominant  monocytic  type  to  those  of  typical 
myeloblastic  leukemia. 

The  reported  cases  in  which  remissions  occurred 
have  been  classified  as  monocytic,  four  cases;  lympha- 
tic, three;  myelogenous,  two;  and  just  as  acute 
leukemia  in  two. 

Case  Report 

N.  G.,  an  eighteen-year-old  white  female,  was 
admitted  for  the  first  time  to  Jewish  Memorial 
Hospital  on  January  29,  1946,  with  chief  com- 
plaints of  severe  sore  throat  and  inability  to  swallow. 
These  symptoms  had  become  increasingly  severe 
during  the  two  weeks  prior  to  admission.  Her  past 
history  had  included  an  admission  to  another  hos- 
pital on  December  13,  1945,  where  she  stayed  about 
! one  month.  At  that  time  her  complaints  included 
pain  and  swelling  in  the  left  hip  area,  accompanied 
by  chills  and  fever  for  about  ten  days  before  admis- 
sion. There  was  no  history  of  trauma.  The  swell- 
ing was  aspirated,  but  no  pus  was  obtained.  She 
was  given  penicillin,  and  traction  was  applied  to  the 
left  leg.  She  was  also  given  three  blood  trans- 
fusions. The  fever  subsided  by  lysis.  Radiographic 
examination  of  the  left  hip  area  showed  no  ab- 
normalities. The  blood  counts  showed  60  per  cent 
hemoglobin,  3,000,000  red  blood  cells,  and  the  white 
blood  cell  count  varied  from  1,900  to  3,200  per  cu. 
mm.  with  neutrophils  3 per  cent,  bands  4 per  cent, 
lymphocytes  68  per  cent,  monocytes  19  per  cent, 
myelocytes  4 per  cent.  Platelets  were  20,000.  Blood 
calcium  was  11.8  and  phosphorus  4.9  mg.  per  cent. 
Alkaline  phosphatase  was  1.5  King-Armstrong  units. 
The  urine  was  negative  for  Bence-Jones  proteins. 
At  the  end  of  her  hospital  stay  she  developed  wh 
appeared  to  be  follicular  tonsillitis. 


Examination  on  admission  to  this  hospital  re- 
vealed a pallid,  rather  obese  female.  The  entire 
soft  palate  showed  a gangrenous  ulceration  which 
extended  toward  the  left  tonsillar  area.  Teeth  were 
in  good  condition,  and  the  gums  showed  a few  super- 
ficially ulcerated  areas.  The  oral  odor  was  fetid. 
No  lymph  nodes  were  felt,  and  the  liver  and  spleen 
were  not  palpable.  A large  fluctuant  swelling 
was  present  over  the  left  hip  area.  There  were 
preretinal  hemorrhages  with  retinal  edema  bilater- 
ally. The  temperature  was  102  F.  and  pulse  150. 

Study  of  the  peripheral  blood  and  bone  marrow 
smears  prompted  the  diagnosis  of  acute  monocytic 
leukemia  (Fig.  1 ).  Penicillin  therapy  was  instituted, 
and  incision  and  drainage  of  the  swelling  at  the  left 
hip  were  done  four  days  after  admission  with  the 
removal  of  considerable  blood  clot  and  sloughed 
tissue.  No  purulent  exudate  was  encountered. 
On  February  8,  the  necrotic  areas  of  the  soft  palate 
sequestrated,  leaving  a defect  about  the  size  of  a 
half  dollar.  The  fever  started  to  fall,  and  on  Febru- 
ary 15  the  temperature  was  normal  and  remained  so 
until  her  discharge  on  March  23,  1946.  Several 
million  units  of  penicillin  were  administered.  Im- 
provement was  marked,  the  hemorrhages  disap- 
peared from  the  eyegrounds,  and  the  peripheral 
blood  became  normal  as  well  as  the  sternal  marrow 
picture. 

During  this  first  admission  the  patient  exhibited  a 
severe  secondary  anemia,  the  hemoglobin  ranging 
between  16  and  40  per  cent  in  the  first  two  months 
despite  several  blood  transfusions.  With  the  on- 
set of  gradual  clinical  improvement  there  was  con- 
comitant rise  in  hemoglobin  until  at  the  time  of 
leaving  the  hospital  it  was  78  per  cent.  The  white 
cell  count  which  on  admission  was  16,000  with  56 
per  cent  of  the  cells  in  the  monocytic  series,  soon 
showed  a range  between  1,600  and  3,000,  with  the 
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Fig.  2.  Note  rise  in  hemoglobin  and  platelets 
during  remission. 


Fig.  3.  Appearance  of  bone  marrow  in  September, 
1946.  (970  X) 


same  abnormal  differential  count.  With  the  clinical 
improvement,  the  white  cell  count  rose  to  8,000  per 
cu.  mm.,  and  the  differential  count  became  normal. 
The  platelet  count  rose  from  86,000  on  admission  to 
370,000  on  discharge  (Fig.  2).  The  sedimentation 
rate  which  was  168  mm.  per  hour  (Westergren)  on 
admission  was  20  mm.  per  hour  on  discharge.  The 
skull  and  the  left  hip  showed  no  bony  pathology  by 
x-ray.  The  histologic  report  of  the  tissue  from  the 
mass  in  the  left  hip  area  was  “chronic  granulomat- 
ous inflammation  with  foreign  body  giant  cell  reac- 
tion.” 

The  patient  was  followed  from  the  time  of  dis- 
charge to  readmission  on  September  3,  1946,  with 
weekly  blood  counts  and  biweekly  sternal  marrow 
studies.  These  remained  entirely  normal  until  the 
middle  of  August,  1946.  At  this  time,  a few  abnor- 
mal cells  were  noted  in  the  peripheral  smear.  These 
cells  differed  from  those  of  the  first  admission  and 
were  identified  as  myeloblasts.  From  this  date  until 
her  death  on  November  26,  1946,  the  blood  picture 
and  sternal  marrow  were  always  abnormal,  the 
myeloblast  count  in  the  marrow  reaching  70  per 


^ U o-  -v,  » -o  o 

Oo  O O O 0 0 0 0 6 

I PrctlABCR  '45 

I January  ’44 

I FEBRUARY  '44 
March  '4* 

April  -Auquat  '4b 
StPTCHBtR  '44 
October  '44 

November  '4b 


December  '45 
jANIMRr  "44 
February  '44 
March  '44 
April-  AurvaT  '4b 

~|  bCPTCHBSR  '44 

October  '44 

Novcmbcr  '44 


Fig.  4.  Compare  prevalence  of  monocytic  cells 
early  in  the  course  of  disease  with  practically  100 
per  cent  myeloblasts  in  the  late  stages. 


cent  (Fig.  3).  It  is  interesting  to  note  that  in  Aug- 
ust, September,  and  early  October  there  were  no 
abnormal  physical  findings  nor  complaints  on  the 
part  of  the  patient.  This  was  true  even  though  her 
blood  picture  showed  recurrence  of  the  acute  leu- 
kemia with  rather  high  total  white  cell  counts. 
She  was  discharged  September  7,  1946,  but  re- 
admitted for  the  last  time  on  September  24,  1946, 
for  penicillin  therapy  and  blood  transfusions.  She 
had  no  subjective  complaints  whatsoever  until  the 
early  part  of  October,  wrhen  she  developed  weakness, 
vertigo,  and  sore  throat.  The  cervical  and  inguinal 
lymph  nodes  became  enlarged  and  tender,  but  the 
liver  and  the  spleen  were  not  palpable.  From  then 
on,  her  course  was  steadily  downhill,  and  toward  the 
end,  her  white  blood  cell  count  rose  to  225,000,  with 
almost  all  cells  myeloblasts. 

A postmortem  examination  confirmed  the  di 
agnosis  of  acute  myeloblastic  leukemia.  There  was 
marked  hepatomegaly  (2,600  Gm.)  and  moderate 
splenomegaly  (300  Gm.).  All  lymph  nodes  wen 
large.  There  was  massive  leukemic  infiltration  o! 
the  bone  marrow,  the  lungs,  all  examined  lympl 
nodes,  spleen,  the  liver,  the  kidneys,  and  the  epi 
cardium.  The  cause  of  death  was  a massive  ter 
ininal  gastrointestinal  hemorrhage;  no  single  bleed- 
ing focus  was  detected. 


Comment 

This  case  is  reported  primarily  because  of  the 
spontaneous  prolonged  remission.  No  unusua 
treatment  was  given  this  patient  which  had  not  beei 
used  in  many  similar  cases  where  remission  did  no 


occur. 

It  is  also  interesting  to  note  the  long  period  tha 
this  patient  maintained  her  normal  activities  with 
out  any  complaint  when  she  already  showed  tb 
recurrence  of  acute  leukemia  hematologically.  i\ 
similar,  apparently  asymptomatic  period  wit! 
hematologic  recurrence,  was  present  in  the  cas 
reported  by  Birge,  Jenks,  and  Davis.’ 

The  course  followed  by  our  patient  was  simila 
to  those  patients  on  whom  data  were  presented  b, 
the  above  authors.  The  remission  was  preceded  b; 
leukopenia,  and  when  the  white  blood  cell  coun 
rose  to  normal  levels,  the  morphology  of  the  bon 
marrow  also  returned  to  normal. 

It  is  not  our  purpose  to  discuss  the  question  of  th 
monocytic  form  of  the  disease  in  this  paper,  pai 
ticularly  since  we  are  convinced  our  case  was  one  c 
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:ute  myeloblastic  leukemia.  We  feel,  however, 
lat  the  presence  of  the  monocytic  forms  in  such 
rge  numbers  in  the  initial  phase  of  the  disease  is 
orthy  of  some  comment  (Fig.  4).  There  is  a group 
f hematologists  who  feel  that  there  is  no  true 
onocytic  leukemia  but  rather  that  it  is  a transient 
lase  in  the  other  types  of  leukemia.  Evans  in  a 
cent  review  on  monocytic  leukemia  feels  that  the 
-eponderance  of  opinion  today  is  in  favor  of  its 
fing  a true  disease  entity.5  It  is  our  opinion  that 
le  initial  monocytic  phase  in  this  case  is  compar- 
fie  to  the  “monocytic  days”  which  are  seen  in  cases 
' myelogenous  leukemia,  in  which  monocytic  forms 
ipear  in  the  peripheral  blood  in  large  numbers  at 
>me  time  in  the  course  of  the  disease. 


Summary 

The  case  of  an  eighteen-year-old  female  with 
acute  myeloblastic  leukemia  has  been  presented. 
She  had  a complete  hematologic  and  clinical  spon- 
taneous remission  lasting  more  than  six  months. 
Of  interest  was  the  leukopenia  before  remission  and 
the  change  in  cell  type  when  recurrence  set  in. 
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NEUMOCOCCIC  MENINGITIS  FOLLOWING  SPINAL  ANESTHESIA 
heodore  M.  Feinblatt,  M.D.,  and  Solomon  Slepian,  M.D.,  Brooklyn,  New  York 
From  the  Medical  Service  of  Kings  County  Hospital,  Open  Division ) 


“'HIS  case  of  pneumococcic  meningitis  following 
' spinal  anesthesia  points  out  the  necessity  for 
ireful  history  and  diagnosis  before  transferring  a 
(itient  to  a psychiatric  service. 


ase  Report 

On  July  7,  1949  this  woman  of  fifty-five  years 
as  operated  on  for  fissure-in-ano  at  10:15  a.m. 
final  anesthesia  consisted  of  50  mg.  of  procaine  in 
cc.  of  cerebrospinal  fluid  with  3 mg.  of  Neo-Syne- 
lrine.  The  operation  was  completed  by  10:40  a.m. 
, which  time  the  patient  reacted  favorably  but  cont- 
ained of  severe  headache.  Nine  hours  later  she 
?came  confused,  could  not  recognize  her  family, 
id  uncontrollable,  uneasy  motions  of  the  body  led 
> exhaustion.  Two  teaspoonfuls  of  paraldehyde 
/ery  two  hours  and  intravenous  sodium  amytal 
id  little  effect.  The  medication  was  continued. 
Consultants  at  that  time  diagnosed  encephalitic 
action,  and  on  the  third  day  findings  were  as 
illows:  Babinski  sign  absent,  pupils  did  not  react 
) light,  temperature  100  F.,  pulse  128,  respirations 
2,  and  urine  showed  sugar  and  2 plus  acetone, 
he  was  transferred  from  a private  hospital  to  the 
sychiatric  Division  of  Kings  County  Hospital. 

Late  on  the  third  day  she  was  admitted  to  the 
sychiatric  Division  in  an  extremely  restless  state 
‘quiring  restraints.  The  fundi  showed  engorgement 
f the  veins,  and  there  was  slight  nuchal  rigidity, 
pinal  tap  showed  a cloudy,  yellowish  fluid  under 
iicreased  pressure.  The  cell  count  was  1,656  white 
food  cells,  98  per  cent  polymorphonuclears.  The 
near  showed  numerous  gram-positive  encapsulated 
iplococci,  identified  as  pneumococcus.  She  was 
ansferred  to  the  Medical  Division. 

Penicillin,  20,000  units  intrathecally,  was  given 
nmediately,  and  100,000  units  were  given  parenter- 
N every  three  hours.  Intravenous  glucose  with 
Gm.  of  sulfadiazine  was  started.  Lumbar  puncture 
lowed  spinal  fluid  250  mm.  water  pressure.  The 
near  demonstrated  a great  number  of  lymphocytes 
ith  encapsulated  cocci,  cell  count  800  cells  per  cc. 
On  the  sixth  day  she  was  still  in  coma  with 


marked  nuchal  rigidity.  On  the  sixth,  seventh,  and 
eighth  days  intrathecal  penicillin,  20,000  units,  was 
given  once  a day.  She  began  to  respond  by  the 
end  of  the  seventh  day  and  became  completely 
oriented.  Examination  showed  increased  breath 
sounds  and  coarse  moist  rales  more  marked  on  the 
right.  White  blood  cell  count  was  increased  to 
15,000. 

On  the  ninth  day  she  developed  a greenish  mem- 
brane of  diphtheritic  type  in  the  throat  and  spiking 
temperature.  Smear  of  the  throat  showed  gram- 
positive encapsulated  diplococci.  There  were  no 
Klebs-Loeffler  bacilli. 

Aureomycin  troches  were  started,  one  every  two 
hours.  The  pneumococcic  membrane  completely 
disappeared,  and  the  temperature  was  no  longer 
spiked.  In  a few  days  there  were  no  positive  find- 
ings except  a residual  cough.  She  was  discharged 
on  the  twelfth  day. 

Patient  was  seen  one  year  after  discharge  and 
was  asymptomatic. 

Comment 

The  diagnosis  on  discharge  was  acute  pneumo- 
coccic meningitis  with  associated  lobar  pneumonia. 
There  are  two  possibilities  in  etiology.  First,  the 
infective  agent  may  have  been  introduced  due  to 
faulty  technic  in  giving  spinal  anesthesia,  or,  sec- 
ond, there  may  have  been  pneumonia  present  and 
the  change  in  static  balance  of  the  fluid  column 
during  spinal  anesthesia  may  have  led  to  infiltra- 
tion with  the  infective  agent.  Physical  examination 
had  ruled  out  the  possibility  of  the  infection  having 
been  introduced  by  way  of  an  ear  or  sinus  infection 
or  old  skull  fracture. 

There  was  an  unusual  complication  of  pneumo- 
coccic membranous  pharyngitis.  Aureomycin  tro- 
ches seemed  to  resolve  this  difficulty  quickly. 

150  Woodruff  Avenue 
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RECURRING  PERFORATIONS  FOLLOWING  DRAINAGE  FOR  APPENDICES 
ABSCESS  WITHOUT  SUBSEQUENT  REMOVAL  OF  APPENDIX 

Hyman  Sneierson,  M.D.,  F.A.C.S.,  Binghamton,  New  York 

( From  Our  Lady  of  Lourdes  Hospital) 


"THE  treatment  of  acute  and  chronic  recurrent 
appendicitis  is  surgical.  It  necessitates  complete 
removal  of  the  appendix.  In  cases  of  appendiceal 
abscess  or  diffuse  peritonitis  treated  by  the  Ochsner 
method  the  patient  is  advised  to  return  in  three  to 
six  months  for  complete  removal  of  the  appendix.1 
Crile  reported  four  cases  treated  in  this  manner  with 
the  addition  of  penicillin  in  which  three  were  not 
operated  at  time  of  publication.2  Since  this  method 
is  being  used  despite  current  teachings  of  the  need 
for  removal  of  the  appendix  as  soon  as  the  diagnosis 
and  the  condition  of  the  patient  warrants,  it  seems 
timely  to  report  a case  in  which  drainage  of  an 
appendiceal  abscess  without  subsequent  early  re- 
moval of  the  appendix  was  followed  by  two  per- 
forations.3 The  interval  between  the  original  and 
the  next  perforation  was  six  years.  This  also  em- 
phasizes the  need  for  interval  appendectomy  in 
cases  which  have  been  treate  d conservatively  at  the 
time  of  the  initial  attack. 

Case  Report 

R.  S.,  male,  aged  fourteen,  was  admitted  to  Lour- 
des Hospital  on  September  9,  1948,  complaining  of 
pain,  nausea,  and  vomiting  of  twelve  hours  dura- 
tion following  a severe  diarrhea  of  two  days  dura- 
tion. Temperature  on  admission  was  104  F.,  pulse 
110,  and  respiration  28.  The  diarrhea  had  ceased 
before  admission. 

Examination  showed  an  extremely  toxic-looking 
boy  with  marked  distention  of  the  abdomen.  There 
were  no  peristaltic  sounds,  and  the  picture  was  that 
of  a diffuse  peritonitis.  His  physician  stated  that 
the  abdomen  had  been  soft  prior  to  admission  and 
that  he  had  considered  him  a case  of  gastroenteritis. 
A diagnosis  of  perforation  of  the  bowel  from  un- 
known cause  was  made.  X-ray  showed  no  evi- 
dence of  free  gas.  There  was  marked  distention  of 
the  stomach  and  the  small  bowel  with  apparent  ob- 
struction low  in  the  ileum  or  the  proximal  colon. 
Patient  was  treated  with  a Miller-Abbott  tube  and 
electrolytes,  fluids,  and  blood  as  indicated.  His 
temperature  persisted  for  two  days  and  then  dropped 
to  102  F. 

Signs  of  localization  appeared,  and  on  September 
15  a left  transverse  incision  was  made  below  the 
umbilicus,  and  an  abscess  containing  milky-looking 
pus  was  evacuated.  The  bowel  looked  dark  but  was 
not  distended.  A large  amount  of  pus  from  the  pel- 
vis and  the  left  kidney  gutter  was  evacuated.  One 
rubber  tube  was  placed  in  the  pelvis  and  one  in  the 
left  kidney  area.  The  wound  was  left  open.  Cul- 
ture showed  Bacterium  coli. 

He  gradually  improved,  and  on  September  19  his 
temperature  was  101  F.  rectally;  he  was  eating  well, 
and  his  bowels  were  moving  normally.  A flat  plate 
of  the  abdomen  on  September  20  showed  no  disten- 
tion. He  was  discharged  on  October  3,  1948,  with 
the  wound  clean  and  nearly  completely  healed. 

On  questioning  the  patient’s  father  it  was  found 
that  the  boy  had  been  operated  on  at  another  hospital 
in  1942  for  a ruptured  appendix  at  which  time  no 
appendix  was  found.  Examination  of  the  hospital 


records  showed  that  he  had  been  admitted  witl 
“stomachache”  of  five  days  duration  and  anorex! 
vomiting  on  two  occasions,  and  localized  pain  in  1 
right  lower  quadrant  of  two  days  duration.  Te| 
perature  was  101  F.,  pulse  102,  respiration  22. 
operation  a ruptured  appendix  with  localized  pel 
abscess  was  found  and  a fecalith  removed.  1 ! 
area  was  drained  and  sulfathiazole  placed  in  i 
wound.  The  patient  was  discharged  on  the  eleven 
day. 

The  possibility  of  the  condition  having  been  c 
to  the  perforation  of  an  ulcer  of  the  ileum  was  cd 
sidered  in  view  of  the  diarrhea,  but  a recurring  n |- 
tured  appendix  or  a Meckel’s  diverticulum  or  i- 
gional  ileitis  could  not  be  ruled  out.  X-rays  w [■ 
negative  for  large  or  small  bowel  pathology.  1 1 
patient’s  father  was  advised  that  he  should  have  t 
exploration,  but  in  view  of  the  negative  intesti  II 
findings  a policy  of  watchful  waiting  was  agr|l 
upon. 

The  patient  gained  weight  and  was  perfectly  v 1 
until  October  8,  1949,  when  he  was  again  admit  l 
with  generalized  abdominal  pain,  nausea,  and  von  - 
ing.  During  the  past  two  weeks  he  had  had  a cf : 
cold  accompanied  by  severe  coughing.  On  the  < r 
before  admission,  while  coughing,  he  had  been  sei  1 
with  a severe  abdominal  pain  and  had  begun  vor  - 
ing.  Temperature  on  admission  was  104.2  , 
pulse  100,  respiration  28.  Examination  shovl 
essentially  the  same  findings  as  on  previous  adr - 
sion,  and  treatment  was  exactly  the  same,  i 
October  12,  the  infection  localized  on  the  ri  it 
side,  and  he  was  drained  through  a right  rees 
incision.  An  abscess  similar  to  the  first  was  fou ., 
and  the  impression  was  that  the  source  of  the  ] - 
foration  was  in  the  pelvis  which  was  drained,  e 
improved  and  was  discharged  on  November  3,  1!  *. 
X-rays  were  negative  at  this  time.  The  culti  s 
from  the  peritoneum  showed  B.  coli.  The  Ri- 
sibility of  a diverticulitis  of  the  colon  was  o 
entertained  as  well  as  the  other  diagnoses  n i- 
tioned  despite  negative  x-ray  signs. 

He  agreed  to  further  exploration,  and  this  !s 
done  January  3,  1950,  through  a right  rectus  i i- 
sion.  Despite  the  fact  that  this  was  two  moi  £ 
after  he  had  been  completely  well,  the  bowel,  1 h 
large  and  small,  looked  angry  and  red  as  thougl  n 
acute  inflammatory  process  were  present.  A( 
sions  were  freed,  demonstrating  small  bowel  bo  1 
down  in  the  pelvis.  This  was  freed  up  to  the  ' i- 
ment  of  Treitz.  The  same  inflammatory  pro  r 
was  found  throughout,  although  the  shagginoss  4 
inflammatory  process  was  less  marked  in  the  pi  i- 
ma.1  half.  No  diverticulum  or  cause  for  the  re  r- 
rent  perforation  could  be  found.  An  enlarged  g 4 
was  found  in  the  mesentery  of  the  jejunum  and  i- 
removed.  Careful  examination  of  the  small  be  4 
mesentery,  and  large  bowel  revealed  no  divertici  i* 
or  regional  ileitis.  A mass  about  2 inches  long,  tl  <- 
ened  and  reddened  and  resembling  an  appei  \ 
was  found  lying  between  the  cecum  and  tern  id 
ileum  and  adherent  to  the  pelvis.  There  was  a s » 
of  about  1 inch  between  the  end  of  this  and  v 
cecum  with  no  apparent  communication  bet’  * 
the  two  or  with  the  ileum.  At  the  ileocecal  j c- 
tion  the  serosa  (cecum)  was  intact  and  looked  r- 
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mal,  but  palpation  demonstrated  a pencil-shaped 
mass  1 inch  long  projecting  from  this  point  into  the 
lumen  of  the  cecum.  This  was  attached  to  the  wall 
but  was  freely  movable  in  the  lumen.  The  remains 
of  the  appendix  and  the  cecum  containing  the  mass 
were  now  resected  and  the  lumen  closed.  Examina- 
tion showed  the  cecal  mass  to  be  reddened,  rubbery, 
land  apparently  benign.  The  abdomen  was  closed 
without  drainage. 

The  microscopic  report  (Dr.  Victor  Bergstrom) 
.showed  (1)  benign  chronic  lymphadenitis,  (2)  dense 
; fibrous  connective  tissue  showing  extensive  hyalini- 
I zation  with  marked  edema  and  chronic  inflamma- 
tion, and  (3)  marked  chronic  appendicitis  with  ex- 
cessive congestion  and  edema  of  the  walls  which 
also  contained  numerous  hemorrhages.  The  polyp  ex- 
t tending  into  the  lumen  of  the  cecum  was  covered 
,on  the  surface  by  cecal  mucosa  showing  very  marked 
i chronic  inflammation,  congestion,  and  hemorrhage. 
The  polyp  was  solid,  and  the  stalk  contained  none 
of  the  muscularis  of  the  wall  of  the  cecum. 

The  patient’s  convalescence  was  uneventful, 
and  he  was  discharged  with  the  wound  healed  on 
January  10,  1950.  He  has  been  completely  well  to 
date  (January  1,  1951). 


Comment 

This  case  demonstrates  the  necessity  for  interval 
appendectomy  in  all  cases  in  which  the  appendix  was 
not  removed  at  the  time  of  the  initial  attack.  The 
exact  mechanism  involved  in  the  perforation  is 
not  clearly  demonstrated,  but  the  findings  of  acute 
inflammatory  process  in  an  appendix  three  months 
after  the  initial  attack  would  seem  to  indicate  that 
this  must  have  been  the  cause.  Interval  appendec- 
tomy would  have  saved  two  hospitalizations  and 
much  suffering  and  expense. 

67  Main  Street 


This  case  was  referred  by  Dr.  Ben  Sobel,  Binghamton, 
New  York. 
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THE  SEPARATE  STENOSIS  OF  AN  ANOMALOUS  EXTENSOR  TENDON  OF 
THE  THUMB  IN  DE  QUER VAIN’S  DISEASE 

Michael  Burman,  M.D.,  New  York  City 

i ( From,  the  Hospital  for  Joint  Diseases  and  the  Home  and  Hospital  of  the  Daughters  of  Israel) 


'THE  stenosing  tendovaginitis  of  the  common 
1 sheath  of  the  abductor  longus  pollicis  and  ex- 
tensor brevis  pollicis  at  the  styloid  process  of  the 
radius  (de  Quervain’s  disease)  is  a common  occupa- 
tional malady.  Three  variations  of  this  illness  are 
j seldom  seen.  The  separate  stenosis  of  the  sheath  of 
I either  tendon,  usually  that  of  the  extensor  brevis 
(pollicis,  was  reported  by  Murphy  and  by  Shepherd.* 1 
Fenton  found  stenosis  of  the  sheath  of  a third  tendon 
jiving  deep  to  the  abductor  longus  pollicis.2  A third 
and  previously  undescribed  variation  is  the  stenosing 
j tendovaginitis  of  an  anomalous  extensor  tendon  in 
j association  with  the  typical  de  Quervain’s  disease. 

Bunnell  found  a third  or  aberrant  tendon  in  12 
of  22  patients  with  stenosing  tendovaginitis  at  the 
styloid  process  of  the  radius.3  In  one  there  was  some 
thickening  of  the  tendon  sheath,  although  it  is  not 
stated  that  the  aberrant  tendon  was  separately  en- 
sheathed.  He  excised  the  aberrant  tendon  whose 
muscle  belly  usually  joined  with  the  muscle  belly  of 
the  abductor  longus  pollicis. 

Case  Report 

A woman,  fifty-nine  years  old,  referred  to  me  on 
July  28,  1950,  complained  of  pain  at  the  base  of  her 
left  thumb,  occupationally  induced.  She  held  stiff, 
laced  fabric  with  the  thumb  and  index  finger  of  her 
left  hand  as  she  sewed  the  material  with  the  right 


hand.  She  did  such  work  eight  hours  a day,  two  or 
three  days  of  each  week.  The  pain,  beginning  in 
April  of  1950,  became  so  intense  that  she  stopped 
work  on  May  5,  1950.  She  had  been  unrelieved  by 
leeches,  procaine  injections,  heat,  and  plaster  im- 
mobilization of  the  thumb  for  ten  days. 

The  firm,  tender,  ball-like  swelling  over  the  sty- 
loid process  of  the  radius  and  the  induction  of  severe 
pain  on  adduction  of  the  wrist  with  the  thumb  at  the 
side  of  the  hand  made  the  diagnosis  of  stenosing 
tendovaginitis  of  the  abductor  longus  pollicis  and 
extensor  brevis  pollicis  certain.  On  August  14, 1950, 
the  sheath  was  exposed  through  a crease  incision 
3/4  inch  long  under  general  anesthesia  and  with  the 
use  of  the  pneumatic  tourniquet  to  make  the  opera- 
tive field  bloodless.  The  sheath,  thickened  to 
more  than  Vie  inch,  was  resected  to  expose  the 
underlying  tendons.  An  anomalous  extensor  brevis 
tendon,  dorsally  placed  to  its  parent  tendon,  was 
separately  ensheathed.  Its  stenotic  sheath  was  re- 
sected. The  postoperative  course  was  uneventful. 
She  returned  to  work  near  the  end  of  September. 

114  East  54th  Street 
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Special  Article 


THE  MEDICAL  PROFESSION  AND  THE  “NONPROFIT” 
MEDICAL  INSURANCE  PLANS 

Milton  Sills  Lloyd,  M.D.,  New  York  City 


'"PHE  practice  of  medicine  in  the  United  States 
will  be  subjected,  in  the  foreseeable  future,  to 
many  modifications.  This  country  is,  today,  the 
last  rampart  of  freedom  in  medical  practice,  as  it  is 
in  many  other  freedoms.  If  we  who  are  in  practice 
today  are  to  leave  to  our  successors  some  heritage  of 
the  proud  traditions  which  were  left  to  us,  it  will  be 
because  of  the  entrance  upon  the  social  scene  in  the 
recent  past  of  the  voluntary  nonprofit  medical  in- 
surance plans. 

The  fate  of  the  voluntary  nonprofit  insurance 
movement  is,  as  it  should  be,  in  the  hands  of  the 
medical  profession.  I say  “as  it  should  be,”  be- 
cause, if  it  fails,  there  can  be,  from  them,  no  re- 
criminations and  no  maledictions  that  their  “way  of 
life”  was  taken  over  before  they  had  had  an  oppor- 
tunity to  show  what  they  themselves  could  do. 

As  pointed  out  by  Hawley,  most  people,  including 
doctors,  have  very  little  conscience  when  it  comes  to 
extracting  the  last  penny  of  tribute  from  an  insur- 
ance company.1  Many  doctors  look  upon  their  own 
voluntary  plan  as  “just  another”  insurance  com- 
pany. 

This  is  a dangerous  situation.  It  means  that  the 
medical  profession  not  only  can  make  the  company 
its  victim  but  also  can  provide  itself  with  immunity 
while  it  goes  through  the  victim’s  pockets.  The 
medical  profession,  however,  has  a better  record  of 
public  service  than  any  other  organized  vocation  in 
the  world.  I am  satisfied  that,  in  order  to  avoid  the 
calamity  exposed  above,  it  is  necessary  only  to  ex- 
pose it. 

Insurance  does  not  reduce  costs;  it  simply  divides 
them  into  smaller  units  of  esponsibility  which  can 
be  shared  by  many  people.  The  larger  the  number 
of  people  reached,  therefore,  the  greater  the  pros- 
pect of  success.  The  acceptance  of  the  insurance 
principle  by  the  masses  is  a truly  remarkable  phenom- 
enon of  our  day.  It  has  now  reached  the  propor- 
tions of  a national  movement.  Nothing  but  a 
national  catastrophe  can  stop  it.  It  is  equally  true 
that  the  public  is  rapidly  formulating  strict  opinions 
as  to  what  it  wants  in  medical  coverage.  The  pin- 
nacles of  thought  now  visible  indicate  that  they  will 
never  be  satisfied  with  “limited  indemnity.”  It  is 
up  to  us,  the  medical  profession,  to  swing  in  with 
this  great  tide  and  to  direct  it  with  tact  and  intelli- 
gence. 

To  do  this  we  must  decide  in  advance  the  outlines 
which  we  wish  this  movement  to  assume  and  try  to 
guide  it  into  that  pattern.  The  features  which  the 
great  majority  of  the  doctors  wish  to  preserve  or 
develop  are  the  following: 

1 .  Free  choice  of  physician. 


2.  Control  by  the  medical  profession. 

3.  Preservation  of  physician-patient  relationship. 

4.  Fee  for  service  payment. 

5.  Early  use  of  doctors’  services. 

6.  Availability  of  full  medical  resources. 

7.  Completest  possible  coverage  within  financial 
stability. 

If  these  things  are  to  be  achieved,  the  medica 
profession  in  its  attitude  and  its  actions  must  play  a 
major  role  in  their  achievement.  Due  to  con- 
temporaneous events,  the  time  factor  is  not  critical 
but  it  is  pressing.  Another  ten  years  will  pro  baby 
be  needed  to  attain  a smoothly  coordinated  nation- 
wide service. 

In  the  above  title,  the  word  “nonprofit”  is  placec 
in  quotation  marks.  It  is  true  that  the  voluntary 
plans  are  not  operated  with  the  primary  purpose  o 
making  profits,  but,  like  any  other  insurance  com 
pany,  in  the  absence  of  a surplus  they  must  fail 
An  organization  doing  business  under  a “nonprofit’ 
title  is  controlled  by  counterbalancing  regulations  o 
privilege  and  restraint.  These  regulations  and  thei 
observation  by  the  company  are  government-super 
vised — in  our  case,  by  the  State  of  New  York  In 
surance  Department.  Under  them,  we  are  tax 
exempt.  In  return  for  this,  we  must  fulfill  certaii 
security  stipulations  in  respect  to  reserves  and  sur 
plus.  Prescribed  percentages  are  required  to  be  se 
aside  to  meet  emergencies  which  may  arise  fron 
overutilization,  epidemics,  etc.,  and  these  funds  cai 
only  be  used  with  the  permission  of  the  Insuranc 
Department.  The  remainder  of  our  earnings  mus 
be  returned  to  the  subscriber  in  the  form  of  eithe 
increased  benefits  or  reduced  premiums,  or  both 
This  permits  the  company  to  build  up  shock-ab 
sorbing  capital  reserves  against  the  anfractuositie 
of  public  health,  employment,  and  subscriber  reac 
tion  to  new  policies.  It  does  not  provide  for  re 
search. 

The  field  of  medical  insurance  has  been  serious! 
explored  only  within  the  last  few  years.  This  e> 
ploration  must  be  completed  by  writing  new  an 
more  comprehensive  forms  of  coverage  and  by  a( 
cepting  the  risks  attendant  thereto.  Due  to  th 
experience  accumulated,  for  the  most  part  by  tb 
nonprofit  voluntary  plans,  it  is  no  longer  difficult  c 
dangerous  to  prepare  an  assortment  of  policies  wit 
limited  protection.  Taking  advantage  of  this  fac 
the  commercial  companies  are  now  entering  tl 
arena  on  a large  scale.  The  nonprofit  plans,  in 
field  of  increasing  competition,  have  to  depend  o 
their  unassigned  surplus  to  neutralize  losses  and,  as 
result,  research  into  undocumented  fields  becom< 
more  rather  than  less  hazardous  as  time  passes. 
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The  voluntary  plans  have  an  inescapable  obliga- 
ion  to  the  public  and  to  the  medical  profession. 
They  were  organized  for  the  purpose  of  subverting 
he  threat  of  government  interference  in  medical 
>ractice.  To  do  this,  they  must  accomplish  three 
hings: 

1.  Provide  the  subscriber  with  broad  enough 
protection  to  remove  his  worries  in  respect  to 
the  cost  of  medical  care. 

2.  Provide  the  doctor  with  a reasonable  income, 
even  though  he  should  be  entirely  dependent 
upon  an  insurance  practice. 

3.  Keep  the  premium  level  within  the  cost  of 
living  range  of  the  average  individual  or 
family. 

, These  objectives  can  only  be  gained  by  the  greater 
ise  of  the  so-called  general  medical  or  comprehensive 
■overage  policies.  Up  to  the  present  time,  such 
Policies,  on  a fee  for  service  basis,  have  been  finan- 
ially  unsound  because  of  excessive  utilization  by 
he  subscriber  and/or  excessive  utilization  by  the 
ihysician.  It  would  be  very  time  consuming,  if 
ictually  possible  at  all,  to  teach  the  public  how  to 
ise  general  medical  coverage  without  exploitation. 
On  the  other  hand,  it  ought  to  be  possible  within  a 
elatively  short  period  of  time  to  teach  the  medical 
Profession  to  protect  its  own  companies  against  un- 
necessary or  ruinous  expense. 

1 First,  and  foremost,  the  medical  profession  must 
emember  that  the  nonprofit  plans  were  organized 
primarily  to  serve  the  public  and  only  secondarily 
he  profession.  As  a public  service  movement,  one 
>f  the  prime  objectives  is  to  bring  the  patient  to 
hedical  attention  promptly  and  without  restraint. 
Vs  soon  as  the  concept  of  his  double  duty  is  accepted 
>y  the  doctor,  the  initial  examination  will  be  carried 
>ut  as  a protection  to  the  subscriber  by  early  diag- 
nosis and  treatment  and  as  a protection  to  the  com- 
pany by  screening  the  deserving  from  the  unde- 
serving of  medical  care. 

Here,  again,  success  depends  upon  the  integrity 
Pf  the  profession.  Without  it,  the  objectionable 
Hampers  to  utilization  must  be  applied.  The  use  of 
such  controls  would  rob  the  movement  in  advance  of 
)ne  of  its  most  beneficial  features.  It  is  to  be  hoped 
;hat  they  will  not  be  necessary.  Second,  if  neces- 
sary, a provision  can  be  inscribed  for  a deductible 
mm  (similar  to  collision  automobile  insurance)  for 
nitial  use  of  the  contract.  This  may  be  stipulated 
is  a definite  amount — $5.00  or  $10.00— a definite 
lumber  of  visits  to  the  doctor — one,  two,  or  three — 
ir  a withholding  of  one  dollar  per  visit  for  the  first 
ive  visits.  Third,  a large  saving  could  be  effected 
>y  limiting  the  demand  for  laboratory  and  x-ray 
vork  to  essentials.  Compared  with  European 
ihysicians,  Americans  are  notoriously  extravagant 
n this  field  without  necessarily  rendering  better 
service  to  their  patients.  Fourth,  some  manipula- 
ion  of  claims  is  undoubtedly  made  by  physicians 
vith  clearly  selfish  motives.  The  methods  em- 
iloyed  are  chiefly:  ( 1 ) the  carrying  out  of  unneces- 
sary operations  or  procedures,  (2)  the  build-up  of 
'Sice  into  hospital  procedures,  (3)  unnecessary 
itilization  of  consultation  services,  (4)  unnecessary 
irolongation  of  therapy,  (5)  the  preferential  selec- 


tion of  expensive  methods,  and  (6)  duplication  of 
methods  to  increase  cost. 

There  are  thousands  of  other  tricks,  including  even 
the  encouragement  of  the  subscriber  in  the  game  of 
overutilization.  Further  tabulation  would  be  futile. 
Any  doctor  can  recognize  a swindle  as  well  as  I can. 
The  difficulty  is  that  the  profession,  in  general,  is 
not  aware  either  of  the  danger  which  these  practices 
present  to  the  company  or  of  the  thin  and  vulner- 
able safety  zones  which  the  companies  are  able  to 
present  to  these  reckless  operators.  This  type  of 
exploitation  should  cease  as  soon  as  doctors  realize 
that  such  activities  serve  only  to  retard  the  attain- 
ment of  their  own  objectives. 

Even  with  these  chinks  in  the  company’s  armor 
repaired,  we  are  far  from  comprehensive  coverage. 
There  still  remain  mental  disease,  the  allergies, 
chronic  illnesses,  specialist  and  consultation  services 
with  inadequate  or  with  no  coverage  at  all.  The 
field  still  remains  unexplored.  Experience  has 
taught  us  that  errors  in  judgment — sometimes  justi- 
fiably unpredictable — may  involve  the  company  in 
financial  losses  at  an  alarming  rate.  Research  costs 
money.  The  nonprofit  plans  intend  to  and  are  ex- 
pected to  stand  upon  their  own  feet;  hence,  there 
are  twro  sources  from  which  they  may  expect  funds 
to  protect  them  against  the  risks  of  this  work: 

1.  From  the  sale  of  limited  indemnity  insurance 
policies  at  a profit. 

2.  From  the  medical  profession  itself. 

It  would  not  seem  unreasonable  to  expect  the 
American  Medical  Association,  out  of  its  “Educa- 
tion Fund,”  to  select  three  or  four  companies  across 
the  nation  which  are  engaged  in  this  type  of  re- 
search and  guarantee  them  against  losses  to  the  ex- 
tent of  four  or  five  hundred  thousand  dollars  a year. 
If  this  type  of  support  is  not  forthcoming  from  the 
largest,  wealthiest,  and  most  powerful  physicians’ 
organization,  the  responsibility  must  be  carried 
downward  through  smaller  groups  to  the  partici- 
pating physicians  themselves.  In  some  companies, 
they  are  already  assuming  this  burden  by  accepting 
a stipulated  reduction  in  payments  from  the  fee 
schedule.  This  money  is  held  in  escrow  as  a buffer 
against  emergencies.  Such  a solution  is  eminently 
unfair  because  of  the  public  service  character  of  the 
investigative  study  which  remains  to  be  made. 

In  self-interest,  the  voluntary  plans  (e.g.,  in  New 
York  State)  could  vastly  increase  their  strength  by 
unification  and  operation  on  a State-wide  level. 
The  right  to  local  solution  of  local  problems  may 
have  to  be  sacrificed  in  the  interest  of  pooled  re- 
sources and  uniform  procedure. 

The  impact  of  insurance  upon  medical  practice  is 
bound  to  be  great.  The  attitude  of  the  people  and 
the  profession  is  being  changed  vis-a-vis  each  other. 
Familiarity  of  millions  of  people  with  fee  schedules 
for  medical  services  set  up  by  the  carriers  is  pro- 
viding a yardstick  by  wdiich  the  cost  of  medical  care 
will  be  measured  in  the  future.  By  the  time  the 
insurance  movement  begins  to  impinge  in  an  im- 
portant degree  on  the  practice  of  the  average  doctor, 
it  will  become  hiore  and  more  difficult  to  maintain 
the  wide  disparity  in  charges  for  the  same  service 
which  now  exists.  It  is  impossible  for  any  company, 
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at  a saleable  premium,  to  pay  the  $500  for  an  appen- 
dectomy now  expected  by  some  surgeons.  These 
operators  wall  be  forced  to  find  their  compensation  in 
the  fact  that,  under  insurance,  they  may  expect  pay- 
ment for  many  services  which  they  previously  per- 
formed without  charge.  The  medical  profession 
may  be  forced  to  set  up  standard  fee  schedules  and 
to  adhere  to  them,  within  a reasonable  latitude,  re- 
gardless of  income.  It  is  not  difficult  in  this  regard 
to  see  the  dangers  inherent  in  the  practice  of  some 
physicians  who  consummate  agreements  with  guilds, 
clubs,  etc.,  which  “shop  around”  the  medical  Rialto 
for  the  lowest  bidder.  It  is  the  duty  of  the  medical 
profession  to  eschew  cut-rate  salesmanship  and  to 
warn  and  inform  their  recalcitrant  brethren  of  the 
dangers  of  this  exercise. 

As  medical  insurance  grows  to  encompass  larger 
and  larger  numbers  of  people,  its  impact  upon  the 
public  will  be  as  great  as  it  is  upon  the  profession. 
The  present  plans  of  most  nonprofit  companies  offer 
“service  benefits”  insurance  to  income  earners  of 
$4,000  to  $5,000  a year  or  less.  This  group  will 
comprehend  from  80  to  90  per  cent  of  the  American 
population.  The*  profession  continues,  as  it  has 
done  for  centuries,  to  provide  free  care  for  the  medi- 
cally indigent — an  average  of  twenty  million  people. 
This  group  constitutes  about  20  per  cent  of  the  popu- 
lation to  whom  “service  benefits”  protection  would 
be  offered  under  our  present  program.  As  long  as 
the  nonprofit  plans  fail  to  provide  insurance  de- 
signed to  serve  the  higher  income  brackets  and  as 
long  as  they  must  remain  solvent  in  order  to  exist  at 
all,  the  entire  price  structure  must  be  supported  by 
the  middle  income  or  “white  collar”  class.  It  is 
almost  certain  that,  before  the  problems  of  compre- 
hensive coverage  have  been  solved,  the  cost  of  this 
type  of  insurance  will  be  priced  out  of  the  reach  of 
these  people.  And,  before  that  time  arrives,  the 
intelligent  prospective  subscriber  will  realize  that  an 
unfair  burden  is  being  selectively  imposed  upon  him, 
and  he  will  refuse  to  buy.  This  may  lead  to  a de- 
mand, either  by  the  public  or  the  profession  or  both 
that  governments,  local,  State,  or  Federal,  pay  for 
the  medical  care  of  the  indigent.  Such  a provision 
would  simplify  the  problem  of  selling  good  medical 
coverage  within  the  purchasing  power  range  of  the 
average  income  earner.  The  entire  cost  of  govern- 
ment protection  of  the  medically  indigent  could  be 
deducted  from  the  premium  of  the  self-insured. 

As  has  already  been  stated,  the  medical  profession 
can  shape  and  is  shaping  the  voluntary  insurance 
program.  They  can  make,  and  are  making  two 
serious  mistakes: 

1.  In  restricting  their  responsibility  to  the  prob- 
lem of  “catastrophic  illness”  by  what,  in 
reality,  amounts  to  “limited  indemnity” 
coverage. 

2.  By  keeping  the  rate  structure  low  in  order  to 
preserve  as  much  as  possible  the  field  of 
“private  practice.” 

The  doctor  cannot  “have  his  cake  and  eat  it  too” — 
at  least  not  for  long — and  certainly  not  in  conflict 
with  his  own  professional  salvation. 

The  voluntary  plans  should  seek  to  protect  the 
people.  If  they  are  to  succeed,  they  must  bring  into 


perspective  large  classes  of  income  earners  beyond 
their  present  focus. 

If  the  cost  were  solved,  there  is  no  doubt  that  the 
people  would  like  to  retain  the  pattern  of  medical 
services  which  they  now  receive.  This  applies, 
particularly,  to  the  right  to  select  and  to  terminate 
the  services  of  a physician.  The  family  doctor  is  ' 
not  “passe,”  and  his  hold  upon  the  hearts  of  his  pa- 
tients is  as  strong  today  as  it  ever  has  been.  The  ' 
public  is  even  willing  to  pay  a little  extra  to  keep 
him,  but  the  cost  must  be  within  its  reach.  In-  ' 
surance  does  not  decrease  the  cost  of  medical  care;  I 
it  simply  spreads  it.  I have  pointed  out  above  I 
several  ways  in  which  the  doctor  can  help  to  “spread 
it  thin.”  These  efforts  will  probably  not  be  enough, 
and  the  profession  would  be  wise  to  begin  at  once 
the  examination  of  other  methods  of  increasing  the 
efficiency  and  reducing  the  cost  of  the  administration 
of  medical  services. 

There  are  two  principal  items  which  require  the 
doctor’s  attention  in  this  field.  The  first  is  the  dif- 
ference between  the  capitation  and  the  fee  for  service  | 
method  of  compensating  the  physician.  Capitation 
provides  a stipulated  amount  on  a term  basis  (us- 
ually a year)  to  cover  the  medical  care  of  the  in- 
sured. It  eliminates  almost  the  entire  cost  of  proc- 
essing claims.  But  at  the  same  time  it  leaves  the 
doctor  exposed  to  the  demand  of  unlimited  services 
for  a limited  return.  It  also  makes  the  retention  of 
free  choice  of  physician  a difficult  problem.  Gener- 
ally speaking,  the  profession  has  turned  its  back  I 
upon  this  device.  It  is  the  system  by  which  the  com-  ; 
pany  exploits  the  doctor.  On  the  other  hand,  fee  j 
for  service  is  the  system  by  which  the  doctor  exploits  I 
(or  may  exploit)  the  company. 

The  second  item  for  the  doctor’s  consideration  is  A 
group  practice.  This  has  been  worked  out  according  ' 
to  two  different  schemes,  generally  speaking.  The}'  i 1 
are  the  self-sufficient  group  and  the  specialist  group. 
The  self-sufficient  group  is  built  up  around  a res-  I 
ervoir  of  general  practitioners.  This  core  must  be  i 
large  enough  to  supply  the  specialists  with  referred 
work.  The  method  has  certain  defects  in  respect  tc1  < 
both  consumer  and  producer  of  medical  services.  It 
renders  impossible  the  free  choice  of  physician  and  | 
places  geographic  and  professional  limitations  upoD,  i 
distribution. 

The  specialist  group,  on  the  other  hand,  does  not 
restrict,  beyond  present  accepted  practices,  fre< 
choice  of  physician.  Its  referral  services  are  open  tc 
all  doctors,  regardless  of  participation  commitments 
It  does  not  interfere  with  fee  for  service  for  specifiec 
procedures.  At  the  same  time,  it  offers  the  op 
portunity  to  take  advantage  of  the  economies  (i 
there  are  any)  of  group  practice  in  production  anc 
distribution  of  medical  care.  It  also  creates  th< 
possibility  of  the  offering,  for  what  it  is  worth,  o 
“preventive  medicine”  to  the  subscriber. 

It  requires  no  stroke  of  genius  to  draw  up  an  in 
surance  plan  upon  a capitation  fee,  group  praetic 
basis,  where  the  income  and  outgo  are  known  in 
advance  and  where  the  element  of  risk  is  shifted  t 
the  shoulders  of  its  doctors.  Such  a plan  is  in  exist 
ence,  however,  and  it  behooves  the  medical  fra 
ternity  to  examine  it  closely.  As  long  as  it  is  pos 
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sible  for  a city  such  as  New  York  to  man  its  hospitals 
with  a choice  of  medical  talent  on  a no-salary  basis, 
it  will  be  possible  for  such  an  insurance  plan  to  ob- 
tain medical  services.  The  sanctuary  of  “private 
practice”  is,  however,  becoming  more  and  more  re- 
stricted. Physicians  who  serve  such  a plan  are,  with 
. or  without  knowing  it,  sabotaging  the  entire  future 
, 'of  medical  practice  for  their  own  immediate  benefit 
or  to  escape  from  what  is,  in  their  minds,  an  in- 
i [soluble  dilemma.  The  medical  profession  is  opposed 
to  such  insurance  practices  (see  “The  Ten  Princi- 
ples” adopted  by  the  House  of  Delegates  of  the 
j A.M.A.,  1934)  but  they  are  in  operation,  and  we 
i compete  with  them.  It  may  be  possible  to  do  so  by 
» developing  a scheme  which  provides  its  protection  in 
part  on  a fee  for  service  and  in  part  on  a capitation 
basis. 

To  do  this,  it  would  be  necessary  for  the  medical 
societies  to  sponsor  specialist  groups  and  to  enter 
into  a joint  plan  with  the  insurance  companies  in 
\ 'respect  to  the  division  of  services  under  the  two 
headings.  The  formulation  of  such  a plan  is,  in 


itself,  a major  task,  but  it  may  present  our  only  es- 
cape from  the  complete  impersonalization  of  medical 
practice  and  a form  of  regimentation  which  is  more 
objectionable  than  the  worst  government  brand 
which  has  yet  been  exhibited.  Many  of  us  believe 
that,  if  financial  and  professional  control  of  medical 
practice  must  come,  it  is  better  to  place  it  in  the 
hands  of  the  government  where  the  people  could 
exert  some  influence  upon  its  development,  than  to 
accept  it  at  the  hands  of  a self-appointed  dictator 
who  would  be  out  of  reach  of  both  the  profession  and 
the  public. 

These  social  and  civic  problems  cannot  be  solved 
without  the  understanding  cooperation  of  the  med- 
ical profession.  Let  us  hope  it  will  be  given  freely 
and  in  full  measure. 

667  Madison  Avenue 

Reference 

1.  Hawley,  Paul  R.:  Connecticut  M.  J.  14:  687  (Aug.) 

1950. 
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!long  transportation  is  added  factor  in  polio  deaths 


Transportation  over  long  distances  may  be  harm- 
ful to  a patient  in  the  acute  stage  of  poliomyelitis, 
study  of  the  records  of  Dr.  M.  Bernard  Brahdy  and 
Dr.  Selig  H.  Katz  from  the  Willard  Parker  Hospital 
in  Manhattan  has  shown. 

Of  493  patients  studied,  380  covered  local  patients 
; who  traveled  an  average  of  seven  miles  to  the  hospi- 
Ital.  They  came  largely  from  Manhattan  and  sur- 
j rounding  boroughs.  There  were  113  patients  who 
| were  transported  longer  distances,  the  average  being 
: 85  miles.  The  study  covered  the  poliomyelitis 
epidemic  in  summer  and  fall  months  of  1949  when 
many  New  Yorkers  left  the  city  and  were  hospi- 
talized after  being  transported  long  distances. 

Among  the  380  local  patients  there  were  20 
deaths,  a case  fatality  rate  of  5.3  per  cent.  Among 
the  1 13  transported  patients  there  were  18  deaths,  a 
rate  of  16  per  cent.  Of  the  fatalities,  one  fifth  of 
the  local  group  died  within  twenty-four  hours  after 
admission  to  the  hospital,  whereas  one  half  of  the 
transported  fatalities  occurred  within  the  same  time. 
The  average  duration  of  illness  before  admission 
was  about  the  same  in  both  groups — three  and  a 
fraction  days. 

The  records  also  were  calculated  for  those  patients 
who  had  bulbar  or  encephalitic  involvement  (the 
first  affecting  a portion  of  the  central  nervous  system 
and  the  second  the  gray  matter  of  the  brain),  both 


serious  conditions.  In  that  group,  19  of  the  78 
local  patients  (24.4  per  cent)  died,  whereas  17  of  the 
37  transported  patients  (46.0  per  cent)  died. 

To  determine  whether  the  more  seriously  ill  pa- 
tients were  selected  for  transportation  at  the  time 
the  original  diagnosis  of  poliomyelitis  was  made,  in- 
formation was  requested  from  doctors  who  saw  the 
patients  at  the  onset  of  illness.  Satisfactory  data 
were  obtained  from  66  of  the  transported  cases. 

Of  these,  26  came  from  an  area  where  there  was  a 
small  contagious  disease  hospital.  Most  of  the 
seriously  ill  patients  (those  with  bulbar  symptoms) 
and  the  nonparalytic  patients  were  kept  in  that 
hospital.  Six  came  from  orphanages  and  were 
transferred  as  soon  as  the  diagnosis  was  made.  The 
remainder  were  patients  on  vacation  in  small  com- 
munities where  local  facilities  were  inadequate. 
Physicians  sent  these  patients  to  hospitals  nearest 
the  city  of  the  patient’s  residence. 

“From  the  information  obtained  there  is  no  evi- 
dence to  indicate  that  the  more  seriously  ill  patients 
were  selected  for  transportation,”  the  doctors  con- 
cluded. 

They  added  the  opinion  that  “it  seems  that  the 
greater  mortality  in  the  transported  group,  occur- 
ring shortly  after  admission  to  the  hospital,  is  a 
manifestation  of  the  effect  of  long  transportation 
during  the  acute  stage  of  illness.” 
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Moses  Benmosche,  M.D.,  of  New  York  City,  died 
on  September  4 at  his  home  at  the  age  of  sixty-seven. 
Born  in  London,  Dr.  Benmosche  received  his  medical 
degree  from  the  Medical  College  of  Virginia  in  1904 
and  was  an  instructor  there  in  histology,  pathology, 
and  bacteriology  until  1906.  From  1908  until  1911 
he  did  postgraduate  work  at  the  Middlesex  Hospital 
and  College  in  London,  was  director  of  the  pathology 
laboratory  of  Mobray  Hospital,  Capetown,  South 
Africa,  practiced  in  Detroit,  and  in  1920  became 
senior  clinical  assistant  surgeon  at  the  Mount  Sinai 
Hospital  Outpatient  Department.  The  author  of 
several  books  for  the  layman  and  of  medical  and 
surgical  articles,  Dr.  Benmosche  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Augustus  Burke,  M.D.,  of  Brooklyn,  died 
on  April  9 at  the  age  of  sixty-two.  Dr.  Burke  re- 
ceived his  medical  degree  from  the  Long  Island 
College  Hospital  Medical  School  in  1918.  He  was 
attending  surgeon  at  the  Kings  County  Hospital  and 
St.  Peter’s  Hospital,  both  in  Brooklyn. 

Gladys  Lydia  Carr,  M.D.,  of  New  York  City,  died 
on  September  14  at  Doctors  Hospital  at  the  age  of 
seventy.  Dr.  Carr  received  her  medical  degree  from 
the  Tufts  College  Medical  School  in  1906  and  in- 
terned at  the  New  England  Hospital  for  Women  and 
Children,  becoming  radiologist  for  that  hospital.  In 
1919  and  1920  Dr.  Carr  served  as  radiologist  with  the 
American  Commission  for  Relief  in  the  Near  East  in 
Asia  Minor.  From  1935  until  she  was  forced  to  re- 
tire in  1949  because  of  x-ray  injuries  incurred  in  her 
work,  Dr.  Carr  was  radiologist  at  the  Meadowbrook 
Hospital  in  Hempstead,  Long  Island.  A Diplomate 
of  the  American  Board  of  Radiology,  Dr.  Carr  was  a 
member  of  the  New  York  Roentgen  Society  and  had 
been  a member  of  the  Nassau  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Thomas  J.  Cummins,  M.D.,  of  Mineville,  died  on 
September  13  at  his  home  at  the  age  of  seventy-four. 
Dr.  Cummins  received  his  medical  degree  from  the 
College  of  Physicians  and  Surgeons  in  Baltimore, 
Maryland,  in  1903  and  practiced  in  Arizona,  New 
Mexico,  and  several  communities  in  New  York 
State  before  going  to  Mineville.  Dr.  Cummins  was 
a member  of  the  Essex  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Sophia  Peters  Harned,  M.D.,  of  Brooklyn,  died 
on  April  14  at  the  age  of  ninety-one.  Dr.  Harned 
received  her  medical  degree  from  the  Hahnemann 
Medical  College  and  Hospital  in  Chicago  in  1884. 
She  was  a member  of  the  New  York  State  Homeo- 
pathic Medical  Society. 

Julius  Charles  Hines,  M.D.,  of  Brooklyn,  died 
on  June  1 at  the  age  of  forty-five.  Dr.  Hines  re- 
ceived his  medical  degree  from  the  Meharry  Medical 
College  in  Nashville,  Tennessee,  in  1933.  He  was 


assistant  attending  surgeon  at  Unity  Hospital  in 
Brooklyn.  Dr.  Hines  was  a member  of  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the  j 
State  of  New  York,  and  the  American  Medical 
Association. 

Frederick  William  Kerr,  Jr.,  M.D.,  of  St.  George, 
Staten  Island,  died  on  May  22  at  the  age  of  fifty-) 
one.  Dr.  Kerr  was  graduated  from  the  College  of) 
Physicians  and  Surgeons  of  Columbia  University  in 
1926.  He  was  attending  dermatologist  at  the  | 
Staten  Island  Hospital,  Staten  Island  Hospital  Out-) 
patient  Department,  Richmond  Borough  Hospital, 
and  Richmond  Memorial  Hospital;  director  of! 
dermatology  at  Sea  View  Hospital;  and  assistant) 
attending  dermatologist  at  St.  Vincent’s  Hospital 
and  St.  Vincent’s  Hospital  Outpatient  Department 
in  New  York  City.  Dr.  Kerr  was  a member  of  the 
Richmond  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Henry  Kreuder,  M.D.,  of  New  York  City,  died  on 
April  27  at  the  age  of  seventy-eight.  Dr.  Kreudei  .1 
was  graduated  from  the  Columbia  University  College  I 
of  Physicians  and  Surgeons  in  1898.  He  was  si 
member  of  the  Rudolf  Virchow  Medical  Society,  the  1 
New  York  County  Medical  Society,  the  Medica 
Society  of  the  State  of  New  York,  and  the  Americar 
Medical  Association. 

Louis  Julius  Ladin,  M.D.,  of  New  York  City,  diec 
on  September  15  at  the  New  York  Polyclinic  Hos  1 
petal  at  the  age  of  eighty-nine.  A native  of  Russia 
Dr.  Ladin  came  to  this  country  as  a youth  and  wa 
graduated  from  the  Columbia  University  College 
of  Physicians  and  Surgeons  in  1887.  He  interned  a 
the  Mount  Sinai  Hospital  and  in  1889  joined  tin 
staff  of  the  Polyclinic  Hospital,  where  he  served  fo 
sixty-two  years  and  was  professor  emeritus  o 
gynecology  and  obstetrics.  During  World  War  I h 
served  with  the  U.S.  Army  Medical  Corps.  Dr 
Ladin  was  consulting  gynecologist  at  Polyclini 
Hospital,  at  the  Hospital  for  Joint  Diseases,  ani 
Beth  Israel  Hospital,  and  consulting  surgeon  a 
Gouverneur  Hospital.  A Fellow  of  the  America 
College  of  Surgeons,  Dr.  Ladin  was  a member  of  th 
New  York  Academy  of  Medicine,  the  New  Yor 
County  Medical  Society,  the  Medical  Society  of  th 
State  of  New  York,  and  the  American  Medical  Assc 
ciatiou. 

Frederick  Paul  Lief,  M.D.,  of  Kew  Gardens  an 
Bayside,  died  on  April  17  at  the  age  of  forty-twc 
Dr.  Lief  received  his  medical  degree  from  the  Lod 
Island  College  Hospital  Medical  School  inl934  an 
interned  at  the  Cumberland  Hospital.  He  was  a 
sistant  attending  physician  at  Queens  General  Ho 
pital,  assistant  attending  cardiologist  at  the  Triboi 
Hospital,  and  clinical  assistant  in  obstetrics  and  gyn 
cology  at  Bellevue  Hospital.  Dr.  Lief  was  a mernbi 
of  the  Queens  County  Medical  Society,  the  Medic: 
Society  of  the  State  of  New  York,  and  the  Ameries 
Medical  Association. 
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FORTY-FIFTH  ANNUAL  MEETINGS 

of  the 

DISTRICT  BRANCHES 
of  the 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

PROGRAMS 


SECOND  DISTRICT  BRANCH 

Wednesday,  October  24,  1951 
Garden  City  Hotel 
Garden  City,  New  York 


Afternoon  Session 

2:30  p.m. — Registration 

! 3:  00  p.m. — “Use  of  Cortisone,  ACTH,  and  Other 
Steroids  in  Rheumatic  Disease” 

Joseph  J.  Bunim,  M.D.,  associate  pro- 
fessor of  medicine,  New  York  Uni- 
versity College  of  Medicine 

Question  period. 

14:00  p.m. — “Recent  Advances  in  Cardiac  Surgery” 

Ferdinand  F.  McAllister,  M.D.,  asso- 
ciate professor  of  surgery  Columbia 
University,  College  of  Physicians 
and  Surgeons 

5:00  p.m. — Business  meeting. 

Evening  Session 

6:30  p.m. — Dinner 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 

Address  by  J.  Stanley  Kenney,  M.D., 
New  York  City,  president,  Medical 
Society  of  the  State  of  New  York 


Remarks  by  Mrs.  Harold  B.  Johnson,  Buffalo, 
president,  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York. 

Ladies  will  join  the  members  of  the  district  branch 
for  dinner. 


Officers — Second  District  Branch 

President Austin  B.  Johnson,  M.D., 

Cedarhurst 

First  Vice-President. ..  . George  P.  Bergmann, 

M.D.,  Mattituck 

Second  Vice-President.  . Leo  T.  Flood,  M.D., 

Hempstead 


Secretary William  R.  Carman, 

M.D.,  Islip 

Treasurer Irving  Drabkin,  M.D., 

Rockville  Centre 


Presidents  of  Component  County  Societies 


Nassau John  M.  Galbraith,  M.D.,  Glen  Cove 

Suffolk Arthur  E.  Corwith,  M.D.,  Bridge- 

hampton 


MEDICAL  NEWS 


Research  Grant  Awards  Announced 


RESEARCH  grants  have  been  awarded  to  New 
York  State  physicians  and  institutions,  accord- 
ing to  recent  announcements  by  several  private  and 
public  organizations.  These  include: 

National  Cancer  Institute — In  an  effort  to  curb  the 
unnecessary  toll  claimed  by  cancer  of  the  uterine 
cervix,  public  health  service  grants  have  been  made 
by  the  National  Cancer  Institute  to  several  institu- 
tions and  individuals,  including  a special  grant  to 
Dr.  Granville  W.  Larimore,  New  York  State  Depart- 
ment of  Health,  for  the  production  of  a manual  on 
cancer  control  for  health  officers. 

National  Vitamin  Foundation — The  following 
grants  in  nutrition  research  have  been  awarded: 
Dr.  Albert  E.  Sobel,  Jewish  Hospital  of  Brooklyn, 
$4,000  for  the  study  of  the  estimation  of  vitamin  D 
in  blood  and  the  study  of  absorption  and  transfer  of 
vitamin  D in  aqueous  and  oily  media;  Dr.  Roberto 
Funaro,  Nutrition  Clinics  Fund,  New  York  City, 
$3,000  for  the  study  of  the  effect  of  vitamin  Bx2  on 
growth  of  undersized  children  on  low  protein  in- 
takes. 

Playtex  Park  Research  Institute — Four  additional 
pediatric  research  grants  to  New  York  City  medical 
institutions  have  been  announced  by  the  Playtex 


Park  Research  Institute,  as  follows:  New  York 
University-Bellevue  Medical  Center,  $15,000  for  1 
studies  of  amino  acid  metabolism  with  particular  I 
reference  to  the  influence  of  adrenal  and  adrenot.ro-  I 
pic  hormones;  Montefiore  Hospital,  $18,000  for 
studies  of  blood  vessel  grafts  and  vascular  shunts  in 
pediatric  surgery;  Cornell  University  Medical  Col-  : 
lege,  $15,000  for  a study  of  the  status  at  birth  and  the 
developmental  pattern  of  kidney  function,  and 
Columbia  University  College  of  Physicians  and  Sur-  j 
geons,  Departments  of  Pediatrics  and  Pharmacology, 
$10,000  for  comparative  studies  in  premature  in- 
fants and  older  infants  and  children  of  hormonal  ) 
control  of  water  and  electrolyte  balance. 

U.S.  Atomic  Energy  Commission — Unclassified  re-  i 
search  contracts  in  biology,  medicine,  and  physical  j 
research  have  been  announced  by  the  U.S.  Atomic 
Energy  Commission.  New  York  recipients  include: 
Drs.  P.  B.  Hudson  and  J.  M.  Reiner,  Columbia 
University,  “The  Turnover  of  Specific  Proteins, 1 
Protein  Fractions,  and  Nucleic  Acids,  in  Normal  and 
Malignant  Human  Testis  and  Kidney,”  and  Dr.  Al- 
fred L.  Copley,  New  York  Medical  College,  “Study  I 
of  Vascular  Factors  in  Radiation  Hemorrhage  and1. 
Other  Hemorrhagic  Diathesis  in  Patients  and  Ex-' 
perimental  Animals.” 


Opportunities  Offered  for  Essay  Awards 


Van  Meter  Prize  Award — The  American  Goiter 
Association  offers  the  Van  Meter  Prize  Award  of 
$300  and  two  honorable  mentions  for  the  best  essays 
submitted  concerning  original  work  on  problems  re- 
lated to  the  thyroid  gland.  The  award  will  be 
made  at  the  annual  meeting  of  the  Association  to  be 
held  in  St.  Louis,  Missouri,  on  May  1,  2,  and  3, 1952, 
providing  essays  of  sufficient  merit  are  presented  in 
competition.  Further  information  may  be  received 
from  Dr.  George  C.  Shivers,  100  East  Saint  Vrain 
Street,  Colorado  Springs,  Colorado.  Deadline  is 
March  1, 1952. 


of  Regents  of  the  American  College  of  Chest 
Physicians  offers  a cash  prize  award  of  $250  to  be* 
given  for  the  best  original  contribution,  preferably  by 
a young  investigator,  on  any  phase  relating  to  chest 
disease.  All  manuscripts  submitted  become  the 
property  of  the  American  College  of  Chest  Physi- 
cians and  will  be  referred  to  the  editorial  board  oli 
the  College  journal,  Diseases  of  the  Chest,  for  con- 
sideration. Deadline  is  April  1,  1952,  and  furthei 
details  may  be  secured  from  the  American  College  o 
Chest  Physicians,  112  East  Chestnut  Street,  Chicagc 
11,  Illinois. 


American  Dermatological  Association — The  Ameri- 
can Dermatological  Association  is  offering  a prize  of 
$300  for  the  best  essay  submitted  for  original  work,  not 
previously  published,  relative  to  some  fundamental 
aspects  of  dermatology  or  syphilology.  Manu- 
scripts are  to  be  submitted  not  later  than  December 
1,  1951.  Further  information  may  be  obtained  from 
Dr.  Louis  A.  Brunsting,  secretary,  American  Derma- 
tological Association,  102-110  Second  Avenue, 
Southwest,  Rochester,  Minnesota. 

American  College  of  Chest  Physicians — The  Board 


Rhode  Island  Medical  Society — The  trustees  of  th 
Caleb  Fiske  Fund  of  the  Rhode  Island  Medica 
Society  announce  the  following  subject  for  the  priz 
dissertation  of  1951,  “The  Present  Status  of  Adreno 
cortical  Hormone  Therapy — Its  Uses  and  Limita 
tions.”  For  the  best  dissertation  a prize  of  $200  i 
offered.  Dissertations  must  be  submitted  by  Decern 
ber  2,  1951.  For  further  information  write  th 
Rhode  Island  Medical  Society,  106  Francis  Street 
Providence  3,  Rhode  Island. 


MEDICALLY  SPEAKING— 


Change  in  Office — The  office  of  the  American 
Board  of  Obstetrics  and  Gynecology  has  been 
moved  to  Cleveland,  Ohio.  All  communications 
should  be  addressed  to  Dr.  Robert  L.  Faulkner, 
secretary-treasurer,  American  Board  of  Obstetrics 
and  Gynecology,  2105  Adelbert  Road,  Cleveland  6, 
Ohio. 


Allergy  Consultant  Group  Named — Expert  med 
cal  advice  in  the  field  of  allergy  will  become  availab 
to  the  Food  and  Drug  Administration  through  a ne 
liaison  committee  of  the  American  Academy  < 
Allergy,  headed  by  Dr.  Leo  H.  Criep,  Pittsburg! 
Serving  on  this  committee  is  Dr.  Frederick  Robe 
Brown,  New  York  City,  head  of  the  allergy  clin 
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f Bellevue  Hospital  and  clinical  instructor  in  medi- 
ine  at  the  New  York  University  College  of  Medi- 

ine. 

Hospital  Report — The  Hospital  Council  of  Greater 
i^ew  York,  in  its  annual  inventory  of  hospitals  and 
elated  facilities  in  New  York  City,  reported  that  a 
otal  of  33,374  general  care  beds  was  available  as  of 
anuary  1,  1951,  in  the  hospitals  located  within  New 
fork  City. 

New  York  Society  for  Clinical  Ophthalmology — 

’he  officers  of  the  New  York  Society  for  Clinical 
Iphthahnology  for  the  1951-1952  season  are  as 
ollows:  Dr.  Adolph  Posner,  president;  Dr.  Abra- 
iam  L.  Kornzweig,  vice-president;  Dr.  Bernard 
Cronenberg,  recording  secretary;  Dr.  Leon  H. 
Ehrlich,  corresponding  secretary;  Dr.  Edward 
|!askin,  treasurer,  and  Dr.  David  A.  Newman,  his- 
orian.  Retiring  president  was  Dr.  Samuel  Gartner, 
rho  was  elected  to  the  advisory  council. 

Yeshiva  University — An  11-man  Council  of 
Medical  Education  has  been  formed  to  guide  the  de- 
velopment of  the  projected  medical  school  at 
feshiva  University,  including  Dr.  Harry  M.  Zim- 
> merman,  professor  of  pathology,  Columbia  Uni- 
; j'ersity  College  of  Physicians  and  Surgeons,  chair- 

■ jnan;  Dr.  Leo  Davidoff,  clinical  professor  of  neuro- 

■ jurgery  at  New  York  University  College  of  Medi- 
cine; Dr.  Dayton  J.  Edwards,  professor  emeritus  of 
Physiology,  Cornell  University  Medical  School;  Dr. 


Horace  Hodes,  clinical  professor  of  pediatrics, 
Columbia  University  College  of  Physicians  and  Sur- 
geons; Dr.  Marcus  Kogel,  New  York  City  Com- 
missioner of  Hospitals;  Dr.  Isadore  Snapper,  chief 
of  medicine  at  Mount  Sinai  Hospital,  and  Dr.  Abra- 
ham White,  New  York  City,  director  of  research, 
Chemical  Specialties  Company. 

Nassau  Neuropsychiatric  Society — The  Nassau 
Neuropsychiatric  Society  elected  the  following 
officers  for  1951-1952:  Dr.  H.  Lawrence  Sutton, 
president;  Dr.  John  McGowan,  vice-president,  and 
Dr.  Max  Zuger,  secretary-treasurer. 

Wadsworth  Lecture — The  second  Augustus  B. 
Wadsworth  Lecture  was  given  in  Albany  on  May  16 
by  Dr.  Francis  G.  Blake,  Sterling  Professor  of  Medi- 
cine, Yale  University,  on  “The  Present  Status  of 
Antibiotic  Therapy  with  Particular  Reference  to 
Chloramphenicol,  Aureomycin,  and  Terramycin.” 
The  lectureship  was  established  in  1950  by  the  staff 
of  the  Division  of  Laboratories  and  Research  of  the 
New  York  State  Department  of  Health  and  the 
Council  of  the  New  York  State  Association  of  Pub- 
lic Health  Laboratories.  Dr.  Wadsworth  retired  as 
director  of , the  Division  of  Laboratories  and  Research 
in  1945  after  thirty-one  years  of  continuous  service. 
Under  his  directorship  the  laboratories  of  the  New 
York  State  Department  of  Health  achieved  world- 
wide recognition. 


MEETINGS 

FUTURE 


Vew  York  Academy  of  Medicine 

In  collaboration  with  the  New  York  Heart  Asso- 
;iation,  the  New  York  Academy  of  Medicine  is 
lolding  its  twenty-fourth  annual  Graduate  Fortnight 
rom  October  8 to  19,  on  “Disorders  of  the  Circula- 
f ory  System.”  The  program  includes  morning  panel 
liscussions,  afternoon  clinics,  evening  lectures, 
1 scientific  exhibits,  and  demonstrations.  Chairman 
* >f  the  Fortnight  committee  is  Dr.  William  Dock. 

Tricounty  Teaching  Day 

The  annual  tricounty  teaching  day  sponsored  by 
Glenesee,  Livingston,  and  Orleans  Counties  will  be 
leld  Wednesday,  October  17,  at  the  Rochester 
Academy  of  Medicine  with  Dr.  Max  Almy,  Batavia, 
is  general  chairman.  The  program  will  begin  at 
10:30  a.m.  with  a motion  picture,  “Vascular 
; Changes  in  the  Extremities  Due  to  Diabetes.” 

Speakers  and  their  topics  will  include:  Dr.  John 
Pugh  Mulholland,  New  York  City,  “Shock:  Its 
Causation  and  Treatment”;  Dr.  Frank  Mills,  as- 
sistant professor  of  surgery,  University  of  Toronto, 
‘The  Evaluation  of  the  Various  Types  of  Abdominal 
Pain”;  Dr.  D.  Ewen  Cameron,  professor  of  psy- 
:hiatry,  McGill  University,  Montreal,  “Common 
Sense  Psychiatry,”  and  Dr.  Paul  Reznikoff,  pro- 
essor  of  clinical  medicine,  Cornell  University  Medi- 
cal College,  “Classification,  Diagnosis,  and  Treat- 
ment of  Anemias.” 

Pediatric  Section,  Kings  County  Medical  Society 

Dr.  Priscilla  White  will  speak  on  “Treatment  of 
Diabetes  in  Infancy  and  Childhood”  at  a meeting  of 
he  Pediatric  Section  of  the  Kings  County  Medical 
Society  to  be  held  Monday,  October  22,  at  8:30 


p.m.  at  the  Kings  County  Medical  Society  building, 
Brooklyn. 

Bronx  Gynecological  and  Obstetrical  Society 

A combined  chest  and  obstetric  conference  from 
Seton  and  Morrisania  City  Hospitals  will  be  pre- 
sented at  a meeting  of  the  Bronx  Gynecological  and 
Obstetrical  Society  to  be  held  Monday,  October  22, 
at  9:00  p.m.  at  the  Concourse  Plaza  Hotel,  the 
Bronx.  Under  the  chairmanship  of  Dr.  Milton 
Klein,  a symposium  on  “Tuberculosis  and  Preg- 
nancy” wiil  be  presented,  with  Dr.  E.  H.  Rubin 
giving  the  introductory  remarks.  Other  speakers 
will  include  Drs.  S.  Eidinger,  G.  Polebecki,  I.  Kar- 
ron,  S.  Mishkin,  M.  J.  Goodfriend,  M.  Rubin,  and  F. 
Wurzbach. 

New  York  Institute  of  Clinical  Oral  Pathology 

The  New  York  Institute  of  Clinical  Oral  Pathology 
announces  a meeting  open  to  the  dental,  medical,  and 
allied  professions  in  celebration  of  its  one  hundred 
and  fiftieth  monthly  conference,  to  be  held  Monday, 
October  29,  at  8:30  p.m.  at  the  New  York  Academy 
of  Medicine.  Dr.  Hans  Selye,  director  of  the  Insti- 
tute of  Experimental  Medicine  and  Surgery,  Uni- 
versity of  Montreal,  will  speak  on  “The  Role  of  the 
General  Adaptation  Syndrome  in  Oral  Pathology.” 

American  Trudeau  Society 

The  annual  meeting  of  the  Eastern  Section  of  the 
American  Trudeau  Society  will  be  held  Friday  and 
Saturday,  November  2 and  3,  at  Hartford,  Con- 
necticut. Headquarters  for  the  meeting  will  be  at 
the  Hotel  Bondi  Dr.  Kirby  Howlett,  Laurel  Heights 
Sanatorium,  Shelton,  Connecticut,  is  chairman  of  the 
program  committee. 
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Faculty  of  Medicine,  Columbia  University 

The  Faculty  of  Medicine,  Columbia  University, 
announces  a series  of  lectures  on  “Industrial  Medi- 
cine” to  be  given  from  9: 00  to  10: 00  a.m.  on  Satur- 
day mornings,  beginning  on  November  3 at  the  Col- 
lege of  Physicians  and  Surgeons,  New  York  City. 
The  lecturers  will  be  members  of  the  staff  of  the 
Industrial  Hygiene  Division  of  the  School  of  Public 
Health.  Interested  members  of  the  medical  and 
allied  professions  are  invited  to  attend.  There  will 
be  no  formal  registration  and  no  tuition  fee. 

Salmon  Committee  on  Psychiatry  and 
Mental  Hygiene 

The  Salmon  Committee  on  Psychiatry  and  Mental 
Hygiene  announces  that  Dr.  Arthur  Hiler  Ruggles, 
Providence,  Rhode  Island,  will  deliver  this  year’s 
Thomas  William  Salmon  Lectures  at  the  New  York 
Academy  of  Medicine.  His  subject  will  be  “The 
Place  and  Scope  of  Psychotherapy,”  and  the  talks 
will  be  given  on  the  evenings  of  November  7,  14, 
and  20  at  8: 30  p.m. 

Student  Association,  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals 

On  November  9,  the  Student  Association  of  the 


New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals,  will  hold  its  annual  carnival, 
“Holiday,”  proceeds  of  which  are  added  to  the 
student  loan  fund  which  enables  students  to  con- 
tinue their  studies  when  their  financial  position 
would  render  this  otherwise  impossible. 

Pan-Pacific  Surgical  Association 

The  Fifth  Congress  of  the  Pan-Pacific  Surgical  ! 
Association  will  be  held  November  7 to  19  in  Hono- 
lulu, Hawaii.  The  scientific  program,  which  will  be 
presented  from  November  12  through  16,  will  in- 
clude sessions  in  all  divisions  of  surgery,  with  papers 
presented  by  surgeons  from  the  Pacific  area  coun- 
tries. 

Nassau  County  Chapter,  American  Academy  of 
General  Practice 

The  second  annual  scientific  assembly  of  the 
Nassau  County  Chapter  of  the  American  Academy 
of  General  Practice  will  be  held  Wednesday,  Novem- 
ber 14,  at  the  Garden  City  Hotel,  Garden  City, 
Long  Island.  Among  the  speakers  will  be  Dr. 
Flanders  Dunbar,  New  York  City,  on  “Personalities 
of  Potential  Centenarians.” 


FOR  GENERAL  PRACTITIONERS 

PHYSICIANS  wishing  to  exhibit — 

paintings,  sculpture,  photography  at 
N.  Y.  State  Scientific  Convention, 
American  Academy  of  General  Practice, 
October  29,  30,  31 
Hotel  Statler,  New  York  City 


Contact  Art  Chairman,  Dr.  F.  D.  Napolitani 
2281  University  Avenue 
New  York  53,  New  York 


or  call  FOrdham  5-9079  at  once. 


BOOKS 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


BOOKS  RECEIVED 


A Classified  Bibliography  of  Gerontology  and 
Geriatrics.  Prepared  for  Stanford  University  under 
• a grant  from  the  Forest  Park  Foundation,  Peoria, 
Illinois,  by  Nathan  W.  Shock,  Ph.D.  Quarto  of  599 
pages.  Stanford,  California,  Stanford  University 
Press,  1951.  Cloth,  $15. 

The  Microkaryocytes,  the  Fourth  Corpuscles  and 
Their  Functions.  By  K.  G.  Khorozian,  M.D. 
Octavo  of  969  pages,  illustrated.  Boston,  Meador 
Pub.  Co.,  1951.  Cloth,  $12. 

Hypnosis:  Theory,  Practice  and  Application. 

By  Raphael  H.  Rhodes.  Octavo  of  176  pages. 
New  York,  Citadel  Press,  1950.  Cloth,  $3.00. 

English-German  Medical  Dictionary.  Compiled 
by  F.  S.  Sehoenewald,  M.D.  Octavo  of  242  pages. 
Philadelphia,  Blakiston  Co.,  1951.  Cloth,  $6.00. 

(The  Physiology  and  Pathology  of  Hemostasis. 
By  Armand  J.  Quick,  M.D.  Octavo  of  188  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1951. 
Cloth,  $4.00. 

Heart  Disease.  Its  Diagnosis  and  Treatment. 
By  Emanuel  Goldberger,  M.D.  Octavo  of  651 
pages,  illustrated.  Philadelphia,  Lea  & Febiger, 
1951.  Cloth,  $10. 

John  Hunter.  By  S.  Roodhouse  Gloyne,  M.D. 
Octavo  of  104  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1950.  Cloth,  $3.50. 

Community  Health  Educator’s  Compendium  of 
Knowledge.  By  Clair  E.  Turner,  Dr.  P.H.  Duo- 
decimo of  266  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1951.  Cloth,  $3.00. 

The  Eye  Manifestations  of  Internal  Diseases 
Medical  Ophthalmology).  By  I.  S.  Tassman, 
M.D.  Third  edition.  Octavo  of  672  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Co.,  1951.  Cloth, 
$2.00. 

Trends  in  Gerontology.  By  Nathan  W.  Shock, 
Ph.D.  Octavo  of  153  pages,  illustrated.  Stan- 
ford, California,  Stanford  University  Press,  1951. 
i Cloth,  $2.50. 

Wheeler  and  Jack’s  Handbook  of  Medicine.  Re- 
vised by  Robert  Coope,  M.D.  Eleventh  edition. 
Duodecimo  of  648  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1950.  Cloth,  $5.00. 

Elements  of  Psychoanalysis.  Edited  by  Hans 
jHerma,  PhD.,  and  Gertrud  M.  Kurth,  PhD. 
Octavo  of  333  pages,  illustrated.  Cleveland  and 
New  York,  World  Publishing  Co.,  1950.  Cloth, 
$3.00. 

The  Doctor.  His  Career,  His  Business,  His 
Human  Relations.  By  Stanley  R.  Truman,  M.D. 
Octavo  of  151  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1951.  Cloth,  $3.00. 

A Synopsis  of  Surgical  Anatomy.  By  Alexander 
Lee  McGregor,  M.Ch.  (Edin.).  Seventh  edition. 
Duodecimo  of  778  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1950.  Cloth,  $6.50. 

Somatic  and  Psychiatric  Treatment  of  Asthma. 
Edited  by  Harold  A.  Abramson,  M.D,  Octavo  of 


751  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1951.  Cloth,  $11. 

Textbook  of  Physiology  and  Biochemistry.  By 
George  H.  Bell,  M.D.,  J.  Norman  Davidson,  M.D., 
and  Harold  Scarborough,  M.B.  Octavo  of  918 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1950.  Cloth,  $9.00. 

Handbook  of  Diagnosis  & Treatment  of  Venereal 
Diseases.  By  A.  E.  W.  McLachlan,  M.B.  Fourth 
edition.  Duodecimo  of  368  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1951.  Cloth, 
$4.50. 

Journal  of  the  Mount  Sinai  Hospital,  New  York. 
Volume  XVII.  Number  6.  March-April  1951. 
Quarto.  Illustrated.  Bimonthly.  $3.00  per  year. 

Cornell  Conferences  on  Therapy.  Edited  by 
Harry  Gold,  M.D.,  Managing  Editor,  David  P.  Barr, 

M. D.,  McKeen  Cattell,  M.  D.,  Frank  Glenn,  M.D., 
et  al.  Octavo  of  340  pages.  New  York,  Macmillan 
Co.,  1951.  Cloth,  $3.50. 

A Handbook  on  Diseases  of  Children.  Including 
Dietetics  & the  Common  Fevers.  By  Bruce 
Williamson,  M.D.  Sixth  edition.  Duodecimo  of 
440  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1951.  Cloth,  $4.50. 

Know  Your  Teeth.  A General  Review  of  Every- 
day Questions  (With  Answers)  Asked  Daily  by  Den- 
tal Patients.  By  Walter  Neal  Gallagher,  D.D.S. 
Octavo  of  81  pages,  illustrated.  New  York,  Exposi- 
tion Press,  1950.  Cloth,  $2.00. 

Dimensional  Analysis  for  Students  of  Medicine. 
By  Harold  A.  Abramson,  M.D.  Octavo  of  41 
pages.  New  York,  Josiah  Macy,  Jr.  Foundation', 
1950.  Paper,  $1.00. 

First  Annual  Report  of  the  Mental  Health  Com- 
mission. For  the  Fiscal  Year  Ended  March  31, 
1950.  Department  of  Mental  Hygiene,  New  York 
State.  Octavo  of  42  pages,  illustrated.  Albany, 

N. Y.,  New  York  State  Mental  Health  Commission, 

1950. 

Paracelsus,  Magic  into  Science.  By  Henry  M. 
Pachter.  Octavo  of  360  pages,  illustrated.  New 
York,  Henry  Schuman,  1951.  Cloth,  $4.00. 

Trephine  Technique  of  Bone  Marrow  Infusions 
and  Tissue  Biopsies.  By  Henry  Turkel,  M.D. 
Fourth  edition.  Octavo  of  60  pages,  illustrated. 
Paper,  $1.00. 

Bases  of  Human  Behavior.  A Biologic  Approach 
to  Psychiatry.  By  Leon  J.  Saul,  M.D.  Octavo  of 
150  pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott  Co.,  1951.  Cloth,  $4.00. 

Malignant  Disease  of  the  Female  Genital  Tract. 
By  Stanley  Way,  M.R.C.O.G.  Octavo  of  267 
pages,  illustrated.  Philadelphia,  Blakiston  Co., 

1951.  Cloth,  $5.00. 

Medicine  of  the  Year,  1951.  Editorial  Direction, 
John  B.  Youmans,  M.D.  Octavo  of  298  pages. 
Philadelphia,  J.  B.  Lippincott  Co.,  1951.  Cloth, 
$5.00. 
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Diabetes  Mellitus.  Principles  and  Treatment. 

By  Garfield  G.  Duncan,  M.D.  With  the  collabora- 
tion of  Ferdinand  Fetter,  M.D.,  Perry  S.  MacNeal, 
M.D.,  Barkley  Beidleman,  M.D.,  and  Martha  A. 
Hunscher,  B.S.  Octavo  of  289  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1951.  Cloth, 
$5.75. 

The  Neurosurgical  Treatment  of  Traumatic 
Paraplegia.  By  J.  Lawrence  Pool,  M.D.  Octavo 
of  107  pages,  illustrated.  Springfield,  Illinois, 
Charles  C Thomas,  1951.  Fabricoid,  $3.00.  (Pub- 
lication #83,  American  Lecture  Series.) 


Eternal  Eve.  The  History  of  Gynaecology  & 
Obstetrics.  By  Harvey  Graham.  Octavo  of 
699  pages,  illustrated.  Garden  City,  New  York, 
Doubleday  & Co.,  1951.  Cloth,  $10. 

The  1950  Year  Book  of  Neurology,  Psychiatry  and 
Neurosurgery.  (November,  1949-October,  1950). 

Neurology,  edited  by  Roland  P.  Mackay,  M.D.: 
Psychiatry,  edited  by  Nolan  D.  C.  Lewis,  M.D., 
Neurosurgery,  edited  by  Percival  Bailey,  M.D. 
Duodecimo  of  627  pages,  illustrated.  Chicago, 
Year  Book  Publishers,  1951.  Cloth,  $5.00. 


BOOKS  REVIEWED 


Everyday  Psychiatry.  Concise,  Clinical,  Prac- 
tical. By  John  D.  Campbell,  M.D.  Second 
edition.  Octavo  of  394  pages.  Philadelphia,  J.  B. 
Lippincott  Co.,  1949.  Cloth,  $6.00. 

In  his  preface  to  this  second  edition,  Dr.  Campbell 
states  that  his  plan  was  to  place  greater  emphasis  on 
civilian  problems  than  in  the  earlier  edition.  He 
continues  to  deal  with  many  of  the  aspects  of 
military  psychiatry.  Thus  he  includes  sections  of 
interest  on  combat  fatigue,  the  civilian  care  of  the 
war-neurotic  patient,  and  the  rehabilitation  of  the 
returning  service  man. 

The  author  has  many  practical  bits  of  advice. 
He  is  distinctly  antipathetic  to  the  Freudian  point 
of  view  and  attempts  to  ridicule  analytic  approach 
to  the  traumatic  neuroses.  In  some  of  this  effort 
he  is  none  too  convincing.  Edward  F.  Falsey 

The  Medical  Clinics  of  North  America.  Boston 
Number.  September,  1950.  Octavo.  Illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1950.  Pub- 
lished bimonthly  (six  numbers  a year).  Cloth, 
$18  net;  paper,  $15  net. 

The  current  issue  of  the  Medical  Clinics  of  North 
America  contains  twenty  papers  describing  modern 
methods  of  treatment.  The  papers  are  uniformly 
informative  and  one  or  two  are  superb;  notably 
Whittenberger  and  Sarnoff’s  discussion  of  “Phys- 
fologic  Principles  in  the  Treatment  of  Respiratory 
Failure.”  Milton  Plotz 

The  1950  Year  Book  of  Medicine  (May,  1949- 
May,  1950).  Edited  by  Paul  B.  Beeson,  M.D.,  J. 
Burns  Amberson,  M.D.,  William  B.  Castle,  M.D., 
et  al.  Duodecimo  of  819  pages,  illustrated.  Chi- 
cago, Year  Book  Publishers,  1950.  Cloth,  $5.00. 

A compact  reference,  well  written,  with  readily 
available  information.  It  should  be  of  value  to  a 
busy  practitioner.  Irving  Greenfield 

Orthopaedic  Surgery.  By  Walter  Mercer. 
Fourth  edition.  Octavo  of  1,016  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1950.  Cloth, 
$10. 

This  is  a very  comprehensive  textbook  in  ortho- 
pedic surgery.  The  book  is  well  written  and  well 
illustrated.  Many  chapters  have  been  rewritten 
in  this  edition. 

Inasmuch  as  more  fractures  are  seen  in  practice 
than  in  straight  orthopedic -surgery,  it  would  be 
helpful  to  add  several  chapters  dealing  with  this 
subject  in  the  next  edition.  Otho  C.  Hudson 

Therapeutic  Radiology.  By  George  Winslow 
Holmes,  M.D.,  and  Milford  D.  Schulz,  M.D. 
Octavo  of  347  pages,  illustrated.  Philadelphia,  Lea 
& Febiger,  1950.  Cloth,  $7.50, 


The  book  is  intended  to  supply  the  roentgenologist 
not  specializing  in  radiation  therapy  with  the  knowl- 
edge necessary  to  perform  roentgen  therapy  safely 
and  successfully.  The  information  concerning 
radium  therapy,  although  comparatively  short, 
rounds  out  the  subject  matter  well. 

The  text  is  clear,  concise,  and  authentic.  It  dis- 
plays practical  experience  and  sound  judgment. 
The  reader  undoubtedly  will  find  it  a welcome  and 
very  dependable  help  in  actual  practice. 

The  technics  and  doses  recommended  are  certain 
to  produce  good  results.  In  the  case  of  ringworm 
of  the  scalp,  however,  most  workers  will  find  the  dose 
stated  too  small  for  their  equipment. 

S.  W.  Westing 

Atlas  of  Human  Sex  Anatomy.  By  Robert 

Latou  Dickinson,  M.D.  Second  edition.  Quarto 
of  145  pages  text,  175  pages  illustrations.  Balti- 
more, Williams  & Wilkins  Co.,  1949.  Cloth, 
$10. 

The  second  edition  of  Dickinson’s  book  is  best 
described  by  quoting  from  the  preface:  “A  pioneer 
attempt  at  pictorial  statistics  concerning  the  mid- 
point of  our  make-up.”  His  exact  drawings  are 
marvelous.  His  prose  is  vigorous,  quaint  at  times, 
and  graphic.  The  Kinsey  inquiry  has  given  Dr. 
Dickinson  stimulation,  if  he  needed  any.  A beauti- 
ful book  which  the  gynecologist,  and  others,  will 
read  with  much  interest.  Charles  A.  Gordon 

Differential  Diagnosis  of  Internal  Diseases. 
Clinical  Analysis  and  Synthesis  of  Symptoms  and 
Signs.  By  Julius  Bauer,  M.D.  Octavo  of  866 
pages,  illustrated.  New  York,  Grune  & Stratton, 
1950.  Cloth,  $12. 

Dr.  Bauer’s  new  book  on  Differential  Diagnosis  oj 
Internal  Diseases  is  a worth-while  achievement, 
highly  flavored  by  the  author’s  personality  and 
extensive  clinical  experience.  As  might  be  expected, 
it  is  best  in  those  sections  devoted  to  the  endocrine 
glands. 

The  appeal  of  this  book  is  somewhat  limited.  It  is  | 
highly  unlikely  that  specialists  in  internal  medicine 
with  good  working  libraries  will  find  such  a book, 
necessarily  sketchy  in  some  sections,  of  much  value. 
General  practitioners  might  be  more  interested  in  a 
volume  covering  differential  diagnosis  in  all  fields 
The  use  of  tables  and  the  omission  or  shortening 
of  many  of  the  otherwise  instructive  case  histories 
would  enhance  the  value  of  this  work. 

Milton  Plotz 

Physical  Examination  in  Health  and  Disease 

By  Rudolph  H.  Kampmeier,  M.D.  Octavo  of  82! 

(Continued  on  page  2430] 


2420 


SMITH,  KLINE  & FRENCH  LABORATORIES 
PHI  LADELPH  IA 


3 facts  you  should  know  about 
' ESKACILLIN-SULFAS ' 


Dear  Doctor: 

'Eskacillin-Sulfas ' is  leading  the  trend  to  combined 
penicillin-sulfonamide  therapy.  Each  teaspoonful  of  this  pleasant- 
tasting  preparation  supplies  100,000  units  of  crystalline  potas- 
sium penicillin  G and  a total  of  0.5  Gm.  (0.167  Gm.  each)  of 
sulfadiazine,  sulfamerazine  and  sulfamethazine. 

Three  important  facts  account  for  the  enthusiastic  accept- 
ance of  'Eskacillin-Sulfas': 

1.  Investigators  have  pointed  out  that  the  newer  antibiotics 
(the  "-mycins")  may  not  be  the  most  effective  agents  for 
serious  infections  caused  by  staphs,  streps  and  pneumos  — 
nor  are  they  the  therapy  of  choice  for  a good  number  of  the 
coli,  Klebsiella  and  proteus  groups  of  organisms.  For  these 
infections  it  has  been  demonstrated  that  penicillin  and  the 
sulfonamides  are  usually  indicated. 

2.  The  use  of  combined  penicillin-sulfonamide  therapy  greatly 
diminishes  the  chances  of  the  development  of  resistant 
organisms . 

3.  Of  great  importance  to  your  patients,  'Eskacillin-Sulfas' 
costs  far  less  than  comparable  therapy  with  the 

newer  antibiotics. 


If  you  haven't  already  done  so,  why  not  give  'Eskacillin- 
i Sulfas ' a try?  You  will  find  it  the  therapy  of  choice  for  most  of 
the  bacterial  infections  you  commonly  see  in  everyday  practice. 


Very  sincerely 


FB : PG 


Vice-President 
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pages,  illustrated.  Philadelphia,  F.  A.  Davis  Co., 
1950.  Cloth,  $8.00. 

This  is  an  elementary  textbook  of  physical  di- 
agnosis which  is  easily  readable  and  is  replete  with 
excellent  photographs.  The  author  has  devoted 
separate  chapters  to  normal  descriptions  and  to 
disease  variants  of  individual  regions.  He  has 
wisely  refrained  from  padding  the  book  by  omitting 
the  mass  of  proper-name  signs  usually  found  in  texts 
of  this  type.  This  book  is  the  best  on  the  subject 
yet  seen  by  the  reviewer.  It  is  particularly  good 
for  teaching  purposes  and  will  be  appreciated 
greatly  for  its  simplicity  and  clarity  by  the  medical 
students  for  whom  it  was  intended. 

Leon  M.  Levitt 

Non-Gonococcal  Urethritis.  Including  the  Geni- 
tal Manifestations  of  Local  and  Systemic  Diseases 
and  Infestations  of  the  Urinary  Tract  with  Protozoa, 
Metazoa  and  Fungi.  By  A.  H.  Ilarkness,  M.R.C.S., 
L.R.C.P.  Octavo  of  424  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1950.  Cloth, 
$10. 

This  volume  is  a masterly  exposition  of  the  modern 
concept  of  the  diseases  of  the  urethra.  It  is  author- 
itative, comprehensive,  and  profusely  and  beautifully 
illustrated.  The  reviewer  highly  recommends  this 
treatise  as  a standard  work  of  reference  to  all  who 
are  interested  in  the  subject.  Mark  Fishbkrg 

Ecology  of  Health.  The  New  York  Academy  of 
Medicine  Institute  on  Public  Health,  1947.  Edited 
by  E.  H.  L.  Corwin,  Ph.D.  Octavo  of  196  pages. 
New  York,  Commonwealth  Fund,  1949.  Cloth, 
$2.50. 

The  slender  volume  of  196  pages  is  packed  with 
condensed  versions  of  a variety  of  papers  presented 
by  leaders  in  the  field  of  public  health  and  human 
ecology.  The  use  of  the  designation  “ecology” 
in  the  title  of  the  book  is  an  innovation,  being  an 
adaptation  from  the  biologic  concept  of  the  mutual 
relationships  between  organisms  and  their  environ- 
ment. It  reveals  the  difficulty  workers  in  public 
health  are  having  with  semantics  in  defining  fields  of 
interest.  “Social  medicine,”  “social  aspects  of 
medicine,”  and  even  “social  service,”  for  example, 
suffer  from  suspicions  that  “social”  is  in  some  way 
related  to  socialized  medicine. 

Chapter  III  on  “Animal  and  Insect  Reservoirs  of 
Disease”  gives  one  of  the  best  reviews  in  small 
compass  available  on  this  subject.  While  tri- 
chinosis and  rabies  are  of  particular  concern  to  local 
physicians,  tropical  diseases,  brought  to  our  very 
doorsteps  by  world  wars  and  rapid  airplane  travel, 
are  an  even  greater  concern.  Vigilance  in  recog- 
nizing an  imported  case  of  malaria  may  be  life- 
saving. 

One  of  the  most  dramatic  stories  of  insect  trans- 
mission of  disease  is  the  account  of  the  role  the  mouse 
mite  played  in  the  transmission  of  rickettsial  pox  in 
Kew  Gardens,  New  York  City,  in  1946. 

J.  A.  Curran 

The  Medical  Clinics  of  North  America.  Phila- 
delphia Number.  November,  1950.  Index  1948- 
1950.  Octavo.  Philadelphia,  W.  B.  Saunders 
Co.,  1950.  Published  bimonthly  (six  numbers  a 
year).  Cloth,  $18  net;  paper,  $15  net. 

The  Philadelphia  and  Georgetown  Universities 
issue  of  the  Medical  Clinics  of  North  America  con- 
tains a symposium  on  “Infectious  Diseases”  and 
one  on  “Current  Concepts  of  Pathogenesis  and 
Treatment.”  There  is  not  much  that  is  new  in  the 


individual  papers,  but  as  a whole,  they  constitute 
two  symposia  which  will  be  welcomed  by  practicing 
physicians.  Milton  Plotz 

Disorders  of  the  Blood.  Diagnosis:  Pathology: 
Treatment:  Technique.  By  Sir  Lionel  E.  H.  IflA 

Whitby,  M.D.,  and  C.  J.  C.  Britton,  M.D.  Sixth  l* 
edition.  Octavo  of  747  pages,  illustrated.  Phila- 
delphia, Blakiston  Co.,  1950.  Cloth,  $8.00. 

Just  as  Wintrobe’s  book  on  Clinical  Hematology 
has  become  the  standard  reference  text  in  the  field 
in  this  country,  so  has  the  volume  of  Whitby  and 
Britton  become  the  standard  work  in  hematology 
in  England.  First  published  in  1935,  it  has  now 
reached  its  sixth  edition.  In  the  interval  of  four 
years  since  the  fifth  edition  appeared,  the  growth  of 
knowledge  regarding  certain  aspects  of  hematology 
has  been  so  rapid  that  the  authors  have  found  it 
necessary  to  increase  the  size  of  the  volume  by  85 
pages. 

In  the  section  dealing  with  the  Rh-Hr  types,  the 
authors  have  naturally  favored  the  British  viewpoint 
to  which  they  are  closer.  However,  they  appreciate 
the  need  for  a single  uniform  nomenclature,  and, 
no  doubt,  this  will  be  cleared  up  in  the  next  edition. 

The  volume  contains  so  many  new  facts  that  it  is  an 
essential  addition  to  the  library  of  every  hematol-  ; 
ogist,  even  those  who  possess  former  editions. 

Like  the  previous  editions  it  can  be  highly  recom- 
mended to  any  physician  seeking  reliable  information 
concerning  any  aspect  of  hematology. 

A.  S.  Wiener 

Antipyrine.  A Critical  Bibliographic  Review. 

By  Leon  A.  Greenberg,  Ph.D.  Quarto  of  135  1 
pages.  New  Haven,  Hillhouse  Press,  1950.  Cloth, 
$4.00. 

This  is  another  in  a series  of  monographs  on 
analgesic  and  sedative  drugs.  While  having  been 
widely  used  by  physicians  in  the  past,  antipyrine  is 
not  much  used  today.  The  author  finds  no  sub- 
stantial reasons  for  this  avoidance  of  its  use  by  the 
medical  profession.  There  is  no  evidence  for  its 
having  produced  agranulocytosis  as  have  related 
comnounds  such  as  aminopyrine. 

The  book  is  written  in  outline  style  and  deals 
with  various  aspects  of  the  drug.  There  is  an  ex- 
tensive bibliography  which  occupies  more  than  one 
half  of  the  book.  This  is  a good  reference  book  on 
the  subject  and  belongs  on  the  bookshelf  of  every 
complete  medical  library.  Leon  M.  Levitt 

Neurosis  and  Human  Growth.  The  Struggle 
Toward  Self-Realization.  By  Karen  Horney,  M.D. 
Octavo  of  391  pages,  illustrated.  New  York,  W. 

W.  Norton  & Co.,  1950.  Cloth,  $3.75. 

This  book  is  Dr.  Horney’s  fifth  major  work  since 
she  broke  away  from  the  orthodox  Freudian  the- 
oretic and  clinical  concepts  which  she  practiced  for 
fifteen  years.  In  her  present  volume,  she  presents  a 
more  comprehensive  integration  of  her  theory  with 
emphasis  on  the  intrapsychic  processes  and  their 
interaction  with  interpersonal  relationships.  In 
addition,  her  concept  of  “moral  evolution”  achieves 
for  the  analytic  psychotherapist  in  his  relationship 
with  the  neurotic  patient  a more  meaningful  goal 
in  that  he  can  now  ask  himself:  “Is  this  particular  , ij 
attitude  or  that  particular  trait  good  for  the  pa- 1 
tient’s  growth?”  or  “Am  I helping  him  to  realize  his 
potentials  and  thus  arrive  at  a set  of  values  com- 
mensurate with  his  realistic  strivings?”  Dr. 
Horney  feels  that  “he  (the  neurotic  patient)  can 
grow,  in  the  true  sense,  only  if  he  assumes  re- 

[Continued  on  page  2432) 
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Keeping  it  simple 


for  the  diabetic 


Measuring  the  dose  is  uncomplicated 


Sleep  is  not  likely  to  be  disturbed 


Whenever  an  intermediate  acting  insulin  is 
required,  two  practical  considerations  point  to 
‘Wellcome’®  brand  Globin  Insulin  with  Zinc. 

. . Because  it  is  a clear  solution,  accurate 

measurement  of  Globin  Insulin  depends  only  upon 
understanding  the  markings  on  the  syringe. 

The  solution  is  ready  to  use  at  any  moment; 
its  homogeneity  does  not  depend  upon  the 
patient’s  skill  or  judgment. 

. . When  a single  daily  dose  of  Globin  Insulin  is 

given  first  thing  in  the  morning  its  maximum  action 
occurs  in  the  afternoon  and  evening  when  it  is 
most  needed ; any  tendency  to  hypoglycemia  at  this 
time  is  readily  recognized  and  offset.  The  action 
wanes  during  the  night,  therefore  nocturnal 
hypoglycemic  reactions  are  unlikely  to  occur. 


Min  Insulin  ‘B.W.&  Co!  S 


^ Burroughs  Wellcome  & Co.  (U.S.A.)  Inc. 

Tuckahoe  7,  N.  Y. 
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When  the  diet 
is  deficient  in  vitamins 


Theragran  offers  your  patients  the 
clinically  proved,  truly  therapeutic 
“practical”  vitamin  formula*  recom- 
mended by  Jolliffe.  (Jolliffe,  Tisdall 
& Cannon:  Clinical  Nutrition,  New 
York,  Hoeber,  1950,  p.634.) 


THERAGRAN  supplies  all  of  the  vita- 
mins indicated  in  mixed  vitamin 
therapy  in  the  carefully  balanced,  high 
dosages  needed  for  fast  recovery  from 
mixed  deficiencies. 


Each  Theragran  Capsule  contains: 

Vitamin  A 25,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  Hydrochloride 10  mg. 

Riboflavin 5 mg. 

Niacinamide 150  mg. 

Ascorbic  Acid 150  mg. 

Bottles  of  30,  100  and  1000 

■Thiamine  content  raised  to  10  mg. 


When  you  want  truly  therapeutic  dosages  specify... 

THERAGRAN 

for  therapy. .. 


and  correct  the  patient’s  diet 

Squibb 
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sponsibility  for  himself.”  He  must  achieve  an  ac 
tive,  productive  way  of  directing  his  own  living  in  ; 
spirit  of  mutuality. 

Dr.  Horney’s  earlier  books  were  written  in  simpl 
terms,  and  therefore  some  of  us  may  have  felt  tna 
her  theoretic  concepts  were  either  too  superficial  o 
too  difficult  to  grasp.  In  her  present  volume,  sh 
goes  into  great  detail,  leaving  very  little  unsaic 
If  we  follow  carefully  the  development  of  th 
neurotic  process  from  the  individual’s  “search  fo 
glory”  to  the  formation  of  certain  “types”  which  sh 
likes  to  call  “tendencies”  or  “directions”  as  majc 
solutions  for  inner  conflict,  we  see  that  Dr.  Horne 
gives  us  a flexible  frame  of  reference  in  dealing  wit 
our  patients.  Nowhere  does  she  express  either  e>' 
plicitly  or  implicitly  fixed  or  rigid  theoretic  concept 
for  an  understanding  of  the  neurotic  characte 
structure.  Joseph  Zimmerman 

Electrotherapy  and  Actinotherapy.  By  E.  I 

Clayton,  B.Ch.  (Cantab.).  Octavo  of  460  pages,  i 
lustrated.  Baltimore,  Williams  & Wilkins  Co 
1949.  Cloth,  $3.00. 

Without  attempting  to  be  too  critical,  material  i 
chapters  one  to  ten  is  found  in  any  good  book  c 
physics  and  should  not  be  included  here.  Th 
remainder  of  part  one  is  good. 

“Actinotherapy,”  the  title  of  part  two,  is 
misnomer  to  us  of  the  United  States;  it  is  bettc 
understood  as  light  therapy.  Part  two  is  complel 
and  well  done. 

Part  three,  “Treatments,”  is  a difficult  field  t' 
cover,  since  it  is  general  and  thus  part  of  other  fiek 
of  medicine.  It  is  not  too  well  done. 

John  J.  Hauff 


Favourite  Prescriptions.  Edited  by  Sir  Henea; 
Ogilvie,  D.M.,  and  William  A.  R.  Thomson,  M.I 
Octavo  of  76  pages.  London,  England.  Ti 
Practitioner,  1950.  Board. 

There  is  little  in  this  slender  volume  to  commend 
to  American  physicians.  It  is,  however,  w< 
written  and  has  occasional  nuggets  like  the  follow 
ing  one  which  appears  under  the  heading,  “To  St( 
a Cough”:  “For  this  purpose  drugs  are  not  alwa; 
necessary.  One  look  from  the  pulpit  may  I 
enough  to  check  the  cough  of  a choir-boy.”  Near 
all  the  information  given  will  be  found  in  the  workii 
library  of  the  average  physician.  Milton  Plotz 


Language  for  the  Preschool  Deaf  Child.  I 

Grace  Harris  Lassman.  Octavo  of  263  pages, 
lustrated.  New  York,  Grune  & Stratton,  195 
Cloth,  $5.50. 

The  author  brings  to  the  fore  the  fact  th 
“language  is  the  keystone  upon  which  successful  e 
ucation  of  the  deaf  ultimately  rests.” 

This  book  represents  a vast  experience  with  ai 
unusual  interest  in  the  deaf  preschool  child.  J\ 
though  the  author  has  prepared  it  with  “instructio 
to  parents,  students,  teachers  and  all  other  indivi 
uals  interested  in  the  welfare  of  the  deaf  chile 
particular  attention  is  directed  to  the  paren 
whose  influence  and  cooperation  are  of  paramou 
importance.  The  author  directs  her  instructions 
a clear  and  concise  way  which  makes  for  simplici 
and  better  understanding  on  the  part  of  the  pare) 
As  an  otologist,  the  reviewer  was  impressed  in  t 
reading  of  this  book  with  the  role  the  otologist  c 
and  must  play  in  cooperation  with  parents,  teache 
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nd  social  workers  who  assume  such  a tremendous 
'esponsibility  in  the  training  of  the  deaf  child, 
►nee  again  the  otologist  Is  reminded  that  hearing 
j’sts  alone  are  not  always  sufficient  to  establish  a 
►iagnosis.  Parental  observation  together  with 
jbservation  and  training  by  a competent  teacher 
;ver  a period  of  time  will  assist  the  otologist  in  de- 
termining whether  or  not  there  is  some  degree  of 
bsidual  hearing.  The  author  presents  “the  needs 
if  the  child  and  the  demands  of  his  deafness”  and 
tells  not  only  what  to  do  but  also  how  to  do  it. 
''he  format  is  excellent.  There  is  a very  compre- 
(ensive  bibliography  and  index.  The  book  fulfills 
dmirably  the  needs  not  only  of  parents,  students, 
jnd  teachers  but  also  of  the  otologist. 

Samuel  Zwerling 


Eyes  and  Industry.  Formerly  Industrial  Ophthal- 
lology.  By  Hedwig  S.  Kuhn,  M.D.  Second  edi- 
on.  Octavo  of  378  pages,  illustrated.  St.  Louis, 
i.  V.  Mosby  Co.,  1950.  Cloth,  .$8.50. 


The  second  edition  of  this  volume  is  a welcome 
ddition  to  the  first.  The  author  has  added  con- 
derably  to  a compilation  of  studies  relative  to  eye 
ljuries.  A thorough  discussion  of  an  eye  protection 
jrogram  has  been  included.  The  subject  of  illu- 
lination,  so  important  in  the  home  as  well  as  in  in- 
dustry, is  given  careful  and  painstaking  treatment, 
j There  are  numerous  well-chosen  illustrations 
aroughout  the  volume;  they  increase  the  value  of  the 
rinted  matter  considerably.  Each  chapter  is 
allowed  by  voluminous  references  to  pertinent 
jrticles  in  the  literature. 

The  book  is  recommended  as  essential  to  all 
jidustrial  physicians  and  ophthalmologists. 

Mortimer  O.  Lasky 


Renal  Function.  Transactions  of  the  First  Con- 
srence  October  20-21,  1949,  New  York,  N.Y. 
Idited  by  Stanley  E.  Bradley,  M.D.  Octavo  of 
i72  pages,  illustrated.  New  York,  Josiah  Macy, 
r.,  Foundation,  1950.  Cloth,  $2.50. 

I This  small  volume  contains  the  five  papers,  and 
heir  discussions,  comprising  the  first  Macy  Con- 
srence  on  Renal  Function.  There  are  essays  by 
i)liver  on  “The  Morphologic  Aspects  of  Renal 
I'ubular  Secretion  and  Reabsorption,”  by  Brinkley 
n “The  Role  of  Glutaminase,”  by  Taggart  on 
Renal  Tubular  Transport,”  by  Berliner  on  “The 
'ubular  Secretion  of  Potassium  and  Acid,”  and  by 
Vesson  on  “Water  Reabsorption  by  the  Renal 
.'ubules.”  The  papers  are  uniformly  excellent  as 
re  the  illustrations  and  the  discussions.  The 
If  hole  is  a complete  justification  of  a splendidly 
lonceived  idea  for  the  pooling  of  ideas. 

Milton  Plot/ 


! The  Modem  Treatment  of  Asthma  with  Special 
Reference  to  Gold  Therapy.  By  L.  Banszky,  M.D. 
Duodecimo  of  135  pages.  Baltimore,  Williams 
j Wilkins  Co.,  1950.  Cloth,  $2.50. 

In  this  small  volume  of  135  pages  the  author  re- 
iews  the  various  nonspecific  and  symptomatic 
reatments  of  bronchial  asthma.  The  relationship 
f bronchial  asthma  to  tuberculosis  is  stressed, 
’he  main  thesis  of  the  book  is  the  use  of  gold 
herapy  for  bronchial  asthma.  The  author’s  views 
n gold  therapy  and  on  the  relationship  of  asthma  to 
uherculosis  are  generally  not  concurred  with  in  this 
ountry.  Max  Habten 


Therapeutic  dosages 
give  therapeutic  results 


“...recovery  from  a nutritional  defi- 
ciency is  usually  retarded  if  one 
depends  only  upon  the  vitamins  sup- 
plied in  food.”  (Spies  and  Butt  in 
Duncan:  Diseases  of  Metabolism, 
ed.  2,  Phila.,  Saunders,  1947,  p.495) 


When  you  want  all  of  the  vitamins  indicated  in 
mixed  vitamin  therapy  in  the  necessary  high  dosages 
. . . specify  THERAGRAN 


Each  Theragran  Capsule  contains: 

Vitamin  A 26.000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  Hydrochloride 10  mg. 

Riboflavin 5 

Niacinamide 150  mg. 

Ascorbic  Acid 150  mg. 

Bottles  of  30.  100  and  1000 


THERAGRAN 

THERAPEUTIC  FORMULA  VITAMIN  CAPSULES  SQUIBB 


Squibb 


"TMCRAQRAtt"  — T.  6.  8 . SQUIBB  « NH 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 

Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


F 

A 

L K I R 

K 

IN  THE 

R 

A 

M A P 0 

S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE 

W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL 

VALLEY,  Orange  County,  N. 

Y.  ! 

HAL1COX  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distanoe  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write /or  illustrative  booklet. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 


Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D  .,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y, 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


WEST  HiLL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  t private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Phys,cian  in  Charge 
Telephone:  Kingsbridge  9-8440 


HOLBROOK  MANOR  nhuSsmeg 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al  I Neurologica  I Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P . 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *T«t.  8-1621 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pby„c,n-,<+a* *». 


CARDIETTE 


DIRECT 

WRITER 


TO  DAY'S  FOREMOST 
ELECTROCARDIOGRAPH 


The  Viso-Cardiette  provides  standard  accurate 
records  in  true  rectangular  coordinates  of  all 
accepted  leads.  Records  are  permanent,  produced 
by  heated  stylus  on  plastic  coated  paper. 
Operation  is  simplified;  only  two  major  controls 
for  routine  work.  The  Viso  is  famous  for 
trouble-free  performance.  It  was  the  first  ecg 
accepted  by  the  A.  M.  A.  Council  on  Physical 
Medicine  and  Rehabilitation. 


SALES 

AND 

SERVICE 


> 


SANBORN  COMPANY  Branch  Office 
1860  Broadway,  New  York  23,  N.  Y. 
Phone  Circle  7-5794 


&U44, 

Bo*uk 


INEXPERIENCE  CAN  BE  EXPENSIVE! 

. . it  seems  incredible  that  a man  will 
spend  a lifetime  studying  his  profession  in 
order  to  make  a success  of  it,  and  then  when 
he  has  reached  his  goal  take  his  life’s  savings 
and  ‘invest’  them  in  various  securities  with 
no  more  study  than  he  employs  when  pur- 
chasing a hat  or  a pair  of  shoes”, 
from  the  Journal  of  the  Amer.  Medical  Association. 

MUTUAL  FUNDS 

seem  to  offer  an  ideal  solution  to  the  busy 
professional  man’s  Investment  problems  for 
they  give  you 

Diversification  of  Investments 
Selection  by  professional  Experts 
Constant  professional  Supervision 
Reasonable  good  Income 

A postal  card  with  your  name  & address  will 
bring  you,  without  any  obligation  on  your 
part,  our  free  booklet  Dl:  “Understanding 
The  Mutual  Funds”. 

RUSSELL  & SAXE 

Investment  Brokers,  — Specialists  in  Mutual  Funds 

60  BROAD  STREET,  NEW  YORK  4,  N.  Y. 

Established  1936 

Members  Natl.  Assoc,  of  Telephone: 

Securities  Dealers  HAnover  2-2084 


Recom  mended  by  physicians 
and  surgeons— and  worn  by 
millions  as  post  - operative 
and  sacroiliac  aid  and  os 
general  support.  Super 
powered  surgical  elastic 
construction  provides  posi- 
tive support. 

.4/  reliable  surgical  appliance.  drug  & dept,  stor 

JOHN  B.  FLAHERTY  CO.,  Int.,  Bronx,  * 

Sinct  1898,  Manufacturers  of  Surgical  Elastic  Supp 


Each  tablet  contains!  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper* 
acidity,  bloating  and  flatulence. 

1 or  2 tablets  daily  */*  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 
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SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fields  of  medicine— young  physicians,  department  , 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

Patricia  Sd^e/ity — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


INTERNIST — 36;  board  eligible,  desires  group  practice, 
association  or  opportunity  to  locate  for  private  practice.  Box 
489,  N.  Y.  St.  Jr.  Med. 


UNUSUAL  OPPORTUNITY 


An  established  pediatrician  in  Sunnyside,  Long  Island  City, 
wishes  to  share  an  attractive  office  in  new  apartment  house 
development,  mornings  or  evenings.  Good  opportunity  for 
specialist  or  general  practitioner.  This  is  an  exclusive. 
Located  lp£  blocks  from  station.  8 minutes  from  Man- 
hattan. Phone  Havemeyer  4-2110  between  8:15  AM  and 
9 AM. 


WANTED 


General  practitioner  wants  to  buy  or  rent  office  - home. 
Contact  A.  MULLER,  M.D.,  64-33  99th  Jt . , Rego  Park, 
N.  Y. 


WANTED 


Immediate  need  for  Director  Health  Service,  State  Uni- 
versity Teachers  College  at  Cortland,  New  York.  Salary 
begins  at  $5955  increasing  to  $7245  in  5 years.  Summer 
Session  $1100  extra  (8  weeks).  Apply  president 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time SI. 35 

3 Consecutive  times  ....  1.20 

6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


Qiae  to 

American, 

Gance/i 

Society, 


0 0 

It  is  natural  for  our  aged  colleagues  to  turn  to  the 
medical  profession.  It  is  also  natural  for  them  to  turn 
to  the  PHYSICIANS’  HOME  for  help  and  assurance. 
These  efforts  need  your  help.  Make  checks  payable  to 

PHYSICIANS’  HOME 

BEVERLY  C.  SMITH,  M.D.,  President 

52  EAST  66th  STREET  • NEW  YORK  CITY 


MEDICAL  SOCIETY 
OF  THE 

STATE  OF  NEW  YORK 


1952 

ANNUAL  CONVENTION 

• House  of  Delegates 

• Annual  Meeting  and  Banquet 

• Teaching  Day 

• Scientific  Program 

• Scientific  Exhibits 

• Scientific  Motion  Pictures 

• Technical  Exhibits 

• Woman’s  Auxiliary 

MAY  12  to  16,  1952 


HOTEL  STATLER,  NEW  YORK  CITY 
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When  your  patient  needs 


The  place  is  The  Saratoga  Spa 


Spa  Therapy 
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When  you  recommend  "a  change  of  scene” 

3 weeks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
your  patients  with  such  chronic  conditions  as  Heart 
and  Digestive  disorders,  Arthritis  and  related  ailments, 
and  Hypertension.  At  your  request,  we  will  send  list  of 
local,  private  practicing  physicians  who  will  cooperate 
with  you  as  to  treatment,  rest  and  diet.  Address  Medical 
Director,  The  Saratoga  Spa,  155  Saratoga  Springs,  N.Y. 


tVj  J ^ Listed  by  the  Committee  on  American  Health  Resorts 
'/&  of  the  Council  on  Physical  Medicine  and  Rehabil- 
^ itation  of  the  American  Medical  Association 


Ik  §AWA¥(0)(CA  §FA 


The  Empire  State’s  Contribution  to  the  Medical  Profession 
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Primarily  for  the  Pregnant  Patient... 


CALI  RAD* 


In  pregnancy  and  lactation  when 
the  mineral  and  vitamin  require- 
ments are  greatly  increased  and 
when  a balanced  diet  can  not  be 
assured,  Calirad  Super  contains 
generous  amounts  of  essential 
dietary  factors  in  easy-to-swallow 
gelatin  capsules. 

• “Latent  deficiency  disease  may 
become  overt  in  pregnancy  just  as 
it  may  in  the  course  of  disease  or 
after  traumas  and  surgical  pro- 
cedures. In  an  analysis  of  the  diets 
of  514  pregnant  women,  Williams 
and  Fralin1  classified  only  10  of 
the  diets  as  good;  209  were  fair 
and  295  poor.  This  is  tragic;  for  it 
has  been  demonstrated  that  women 
properly  nourished  during  preg- 
nancy are  less  liable  to  the  compli- 
cations of  pregnancy,  less  likely  to 
have  miscarriages,  and  less  likely 
to  bear  dead  or  premature  babies.2” 


1.  Williams,  P.  F.,  and  Fralin,  F.  G.:  Am.  Jour. 
Obst.  A Gyne c.,  43:1,  Jan.,  1942. 

2.  Wohl,  M.  G.,  and  Schneaberg,  N.  G.:  In 
Jolliffe,  Norman,  et  al.:  Clinical  Nutrition, 
New  York,  Hoeber,  1950,  p.  684. 


For  children 
2 capsules 

For  adults 
3 capsules 

During  pregnancy  (latter  half) 
6 capsules 

Vitamin  A 

1 MDR* 

IVi  MDR* 

154  RDA** 

Vitamin  Bi 

2Vi 

3 

4 

Vitamin  Ba 

t 

VA 

2% 

Nicotinamide 

t 

t 

354 

Vitamin  C 

3 

3 

VA 

Vitamin  D 

VA 

214 

454 

Calcium 

% 

Vi 

2/3 

Iron 

1 

VA 

2 

* MDR  = Minimum  daily  requirement. 

•*  RD A = Recommended  daily  allowance.  Food  and  Nutrition  Board,  National  Research  Council, 
t The  MDR  of  vitamin  B2  in  children  and  the  MDR  of  nicotinamide  have  not  been  definitely  established. 


How  Supplied:  Capsules,  in  bottles  of  50  and  250. 

Calirad,  trademark  reg.  U.  S.  & Canada 

WINTHROP-STEARNS  INC.  • New  York  18,  N.Y.  • Windsor,  Ont. 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS , NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARI 

The  Sanitarium  has  all  the  atmosphere  of  < 
fine  hotel  with  individual  rooms  and  tastefu 
decorations.  A special  feature  is  made  o 
occupational  therapy  of  all  kinds  wit! 
competent  staff  and  facilities.  Other  fea 
tures  are  large  cheerful  solarium,  billiarc 
room,  complete  gymnasium,  complete  batl 
and  massage  department.  The  spaciou 
grounds  include  a nine-hole  golf  course 
All  the  sanitarium  facilities  are  open  t< 
guests  who  do  not  wish  examination  an< 
medical  care,  but  come  simply  for  th< 
baths  and  massages  and  rest  and  recrea 
tion.  Modern  medical  equipment  anc 
superb  location  offer  the  combined  advan 
tages  of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINK 


ly  Par-Pen  is  so  effective 


upper  respiratory  tract  infections 


r-Pen  provides  the  potent  and  penetrating  local  antibacterial  action  of  5000  units 
penicillin  per  cc. 

Par-Pen  provides  the  rapid  and  prolonged  shrinkage  of  'Paredrine5  Hydrobromide, 
id,  unlike  many  vasoconstrictors,  'Paredrine5  does  not  break  down  penicillin. 

Par-Pen  assures  a wide  margin  of  safety:  toxic  reactions  from  the  intranasal  use 
penicillin  are  rare;  there  is  little  risk  of  sensitization. 
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For  these  reasons,  Par-Pen  is  an  effectual  weapon  against  the  many  penicillin- 

Jsceptible  bacteria  which  almost  invariably  prolong  and  intensify  colds  of  primarily 
rus  origin. 


nith,  Kline  & French  Laboratories,  Philadelphia 

the  penicillin -vasoconstrictor 
for  upper  respiratory  infections 

r-Pen  contains  5000  units  of  crystalline  potassium  penicillin  G per  cc.;  'Paredrine5  Hydro- 
Omide  (hydroxyamphetamine  hydrobromide,  S.K.F.),  1%;  in  a specially  buffered  isotonic 
•jieous  solution.  Packaged  in  Vl  fl.  OZ.  bottles.  ‘Par-Pen’  & 'Paredrine’  T.M.  Keg.  U.S.  Pat.  Off- 
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Proved  effective  in  80%  of  all  cases  • Common 
dandruff  controlled  in  92  to  95%  of  cases  • 
Symptoms  relieved  for  I to  4 weeks  • 

Successful  where  other  treatment  has  failed 


Greater  effectiveness  . . . prompt  and  prolonged  relief  of 
symptoms  . . . simplicity  of  use  . . . these  are  the  advantages  of 
Selsun  Suspension  in  the  treatment  of  seborrheic  dermatitis  of 
the  scalp.  In  clinical  studies1-2'3  with  400  patients,  Selsun  effec- 
tively controlled  80  percent  of  all  cases  of  seborrheic  dermatitis 
of  the  scalp,  and  92  to  95  percent  of  cases  of  common  dandruff. 

In  most  patients,  itching  and  burning  of  the  scalp  stopped  after 
only  two  or  three  applications.  Many  had  used  shampoos  and 
sulfur  preparations  without  improvement.  Selsun  relieves 
symptoms  for  one  to  four  weeks.  Conveniently  applied  while 
washing  the  hair.  Leaves  no  objectionable  odor.  Selsun  is 
supplied  by  pharmacies  in  4-fluidounce  bot- 
tles, and  is  dispensed  on  prescription  only. 


(lIMrott 


Prescribe 

SELSUN  Suspension 

TRADE  MARK 

(SELENIUM  SULFIDE,  ABBOTT) 


1.  Slinger,  W.  N.,  and 
Hubbard,  D.  M.  (1951), 
Arch.  Dermat.  & Syph., 
64:41,  July. 

2.  Slepyan,  A.  H.  (1951), 
Communication  to  Abbott 
Laboratories. 

3.  Ruch,  D.  M.  (1951), 
Communication  to  Abbott 
Laboratories. 
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At  work,  at  play,  at  meals — nasal  congestion  is  not  only  a 
physical  discomfort  but  also  a distinct  social  handicap. 

Yet,  at  times  like  these,  when  your  patient  strives  to  put  his  best  foot 
forward,  his  use  of  nose  drops  is  neither  practical  nor  appropriate. 
Benzedrex  Inhaler,  on  the  contrary,  is  convenient  to  use  . . . 
and  affords  instant  and  prolonged  relief. 

And  your  patient  will  like  Benzedrex  Inhaler.  Its  agreeable  odor 
and  superior  effectiveness— without  such  side  effects  as  excitation 
or  nervousness — make  it  the  Inhaler  wherever  relief  from  nasal 
congestion  is  indicated. 

Recommend  Benzedrex  Inhaler  for  use  between  treatments  in 
your  office. 

Smith , Kline  & French  Laboratories,  Philadelphia 

Benzedrex*  Inhaler 

the  best  inhaler  ever  developed 


T.M.  Res.  U.S.  Pat.  Off. 
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Outstanding 

results 

with 

Furacin 


Reasons  for  the  clinical  effectiveness  of 
Furacin®  include:  a wide  antibacterial 
spectrum,  including  many  gram-negative  and 
gram-positive  organisms  — effectiveness  in 
the  presence  of  wound  exudates  — lack  of 
cytotoxicity:  no  interference  with  healing  or 
phagocytosis  — water-miscible  vehicles  which 
dissolve  in  exudates  — low  incidence  of 
sensitization:  less  than  5%  — ability  to 
minimize  malodor  of  infected  lesions  — 
stability. 

Furacin  preparations  contain  Furacin  0.2% 
brand  of  nitrofurazone  N.N.R.  dissolved 
in  water-miscible  vehicles. 


for  example: 


IN  TRAUMATIC  INJURY 


Literature  on  request 


Injury  15  years  previously,  of  the  right 
leg  of  a man  45  years  old,  had 
never  healed. 

There  was  extensive  superficial  ulceration 
and  profuse  purulent  discharge  with 
P.  aeruginosa  (pyocyaneus),  P.  vulgaris, 
diphtheroids,  Streptococcus  pyogenes, 
Micrococcus  pyogenes  albus. 

See  1 above. 


December  4.  Furacin  Soluble  Dressing 
was  applied  twice  daily  with  gauze 
covering.  Discharge  soon  decreased  and 
granulations  were  filling  in.  Fibrous  tissue 
was  curetted  and  the  lesion  skin-grafted. 
Furacin  Soluble  Dressing  was  continued. 
There  was  a favorable  percentage  of  “take.” 
January  7.  Patient  discharged.  (2) 


FURACIN  SOLUBLE  DRESSING  • FURACIN  SOLUTION  • FURACIN  ANHYDROUS  EAR  SOLUTION 
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The  Gentarth  formula  constitutes  a new,  direct 
approach  for  relief  of  pain  and  reduction  of 
swelling  and  joint  inflammation  in  rheumatoid 
arthritis.  Gentarth  is  non-hormonal  in  action. 

Sodium  gentisate  has  been  found  to  produce 
favorable  results  in  both  rheumatoid  arthritis 
and  acute  rheumatic  fever,2  possibly  because 
of  its  inhibiting  effect  on  the  hyaluronidase  in 
synovial  cavities.3'4  Inclusion  of  salicylate,  as 
in  the  Gentarth  formula,  provides  additional  anal- 
gesic action  and  enhances  effectiveness. 

Gentarth  tablets  also  contain  succinic  acid  to 
protect  against  increase  in  prothrombin  time — 
a necessary  precaution  in  prolonged  salicylate 
therapy. 


Serving  the  medical  profession  for  nearly  a third  of  a century 


RAYMER 


Each  tablet  contains: 


Sodium  Gentisate 

100  mg. 

Raysal 

325  mg. 

{representing  43%  Salicylic  Acid  and 

3%  Iodine  in  a Calcium-Sodium, 

Phosphate  buffer  salt  combination) 

Succinic  Acid 

130  mg. 

Dosage:  2 to  4 tablets  3 or  4 times  daily  (after 
meals  and  before  bedtime). 

Supplied  in  bottles  of  100,  500  and  1,000. 
Available  through  all  ethical  pharmacies. 

1.  Boyd , L.J.,  Lombardi , A. A.,  and  Svigals , C.:  New  York  Med. 
College  Bull.,  13:92,  1950. 

2.  Meyer , K.  and  Ragan,  C.:  Mod.  Concepts  of  Card.  Disp .,  17:2, 1948. 

3.  Quick,  A.J.:  J.  Biol.  Chem.,  101:475,  1933. 

4.  Guerra , J.  Pharm.  Exper.  Ther.,  87 .1943,  1946. 


PHARMACAL  COMPANY  Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 


Iff 

iB 


pain-free  activity 


"The  best  results  were  obtained  in  patients  . . . 
treated  with  sodium  gentisate  and  salicylate ”4 


ENTARTH 

The  original  preparation  containing  sodium  gentisate, 

an  inhibitor  of  the  spreading  factor  enzyme,  hyaluronidase 
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ECONOMICAL 


SIMPLE 

EFFECTIVE 


t.i.d. 


_ 


IN  RESISTANT  HYPERTENSION 

Vertavis-Phen  affords  simplicity  and  economy  of  treatment  in  severe,  resistant  cases  of  essential 
hypertension  (Grade  III).  Blood  pressure  is  effectively  lowered  by  a twofold  action: 

1.  VERTAVIS-PHEN  reduces  peripheral  resistance. 

2.  VERTAVIS-PHEN  minimizes  the  hypertensive  effects  of  emotional  stress. 

Vertavis-Phen  seldom  produces  undesirable  side-effects  and  permits  the  prolonged  treatment 
required  in  resistant  hypertension. 

Average  Dosage  Range:  2 to  4 tablets  daily  after  meals. 

Hypotensive  Action  (single  oral  dose):  10  to  12  hours. 

Each  Vertavis-Phen  tablet  contains: 
jji  Whole-powdered  veratrum  viride  . . . 

10  CRAW  UNITS* 

I Phenobarbitol 1/4  grain 

|i  Supplied:  Bottles  of  100,  500, 

'1  1000  at  prescription  pharmacies 
I everywhere. 

‘Biologically  Standardized  for  toxicity 
by  the  Craw  Daphnia  Magna  Assay. 


Vertavis-Phen 


IRWIN,  NEISLER  & CO. 


DECATUR,  ILL 


She’ll  be  grateful 
for  relief  of 
Premenstrual  Tension 
with  M-Minus  4 


"Premenstrual  tension  occurs  in  approximately  40%  of  menstruating 
women”1  and  is  undoubtedly  related  to  abnormal  water  retention.  1,2,3 
Bickers2  describes  premenstrual  tension  as  "essentially  a water  tox- 
emia” and  states:  "The  most  effective  agent  for  blocking  the  water 
storage  was  found  to  be  Pyrilamine  8 Bromo  Theophyllinate.” 

The  antipitressin  diuretic  effect  and  analgesic  action  of  M-Minus  4 
is  a "rational  therapeutic  approach  . . . combining  ease  of  adminis- 
tration, economy,  and  safety  with  clinical  effectiveness.”1 

"In  every  instance,  there  was  at  least  some  relief  from  the  symp- 
toms of  distention,  breast  tenderness  and  abdominal  discomfort”1  as 
well  as  the  associated  dysmenorrhea. 

1.  Vainder,  M. : Indus.  M.  8c  Surg.  20:199-201  (April)  1951. 

2.  Bickers,  W.,  and  Woods,  M.:  Premenstrual  Tension — Rational  Treatment,  in  press. 

3.  Greenhill,  J.  P.,  and  Freed,  S.  C. : J.A.M.A.  277:504-506  (Aug.  16)  1941. 


BACKACHE 


EDEMA 


IL  DISTENTION 


HEADACHE 


TRADE  MARK 


PREMENSTRUAL  ANTITENSIVE 

Each  tablet  contains: 

N,  N-Dimethyl-N'-  (2-pyridyl)  -N'- 
(p-methoxybenzyl)  ethylenediamine 


8-bromotheophyllinate  [pyrabrom] 50  mg. 

Acetophenetidin 100  mg. 

Bottles  of  24  and  100  tablets. 


tfljluttWv 

V LABORATORIES 

DIVISION  NUTRITION  RESEARCH  LABORATORIES,  INC. 
CHICAGO  11,  ILLINOIS. 
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In  very  special  cases 

A very  superior  Brandy 


THE  WORLD'S  PREFERRED 


COGNAC  BRANDY 

Schieffelin  & Co.,  New  York.  N.Y. 


TARPASTE 

"DOAK” 

Tar  Distillate  5% 


„ \n  chronic 

* Therapeuticahy  a^{anlile  eczema. 
exudative  eczema  non.stain- 

* TARP  aSh»^'les5,,hitei,aS' 

ing,Practl  «r»nak”  contains  5% 

* TARP^STE  Dolled  Tar  Distillate 

careiullV  controlle 

* TARp'^ir  “Doak”  avoids  slain' 

ing  oi  1^ 

write  lot  somp'es- 

please  write 


DOAK  CO.,  INC. 

15812  Waterloo  Road 
CLEVELAND  10,  OHIO 


Stubborn  Trichomoniasis 

Yields  To  ARGYPULVIS 
In  98%  of  Cases* 

The  fully  detergent,  demulcent  and  bacteriostatic  action  of 
Arqyrol  makes  this  adapted  form  a more  effective  tri- 
choinonicidal  agent. 


Physician’s  Package — 7- 
gram  bottle  fitting  Holm- 
spray  or  equivalent  powder 
blower  (in  cartons  of  3) 


Patient’s  Package— 2-grara 
capsule  for  insertion  by 
the  patient  (in  bottles  of 
12) 


* Reich,  Button  and  Nechtow 

A.  C.  Barnes  Co.,  New  Brunswick,  N.  J. 


for  MAKING 

BURROW’S  SOLUTION  U.S.P.XIV 

WE T DRESSINGS 


k— . ifi — 


^ POWDER  IN  ENVELOPES 

I „ DDFQTO-BORO  or  in  tablets 

.,r 

with  astringent  and  antip  g bites  For  rapid  healing 
£»*  tdreaStmegnt  ^ 

by  their  antipruritic,  deco  g ACCSPTEDBT AR^jY,_*  ,, . ..  ■■TC 


Up-to-Date 

Antitussive 


Sedative-antitussive  effects  of  Methajade  control  sleep-robbing 
paroxysmal  cough — allow  patients  to  get  needed  rest. 


SUBDUES  VIOLENT  COUGHING 


Methajade®  spares  your  patients  the  needless  vio- 
lence of  exhausting,  “unproductive”  cough — with- 
out depriving  them  of  the  benefits  of  normal 
expectoration. 

Because  it  contains  methadone,  the  synthetic  anal- 
gesic-antitussive,  Methajade  is  capable  of  suppress- 
ing the  irritability  of  the  cough  reflex  without  block- 
ing it  entirely. 

Because  it  contains  potassium  citrate  and  diluted 
phosphoric  acid,  Methajade  promotes  the  liquefac- 
tion and  loosening  of  mucus,  facilitating  the  expul- 
sion of  bronchial  exudate  and  debris. 

Because  it  relaxes  smooth  muscle,  including  that 
in  the  tracheobronchial  tree,  Methajade  is  effective 
in  relieving  the  bronchial  spasm  often  associated 
with  coughs. 

Together,  these  actions  tend  to  decrease  the  fre- 
quency and  increase  the  efficiency  of  coughing,  and 
to  relieve  bronchial  spasm.  Methajade  is  therefore 
well  qualified  as  a practical  aid  in  achieving  the 
modern  objectives  of  cough  control: 

(1)  to  preserve  the  natural  physiologic  benefits  of 
the  cough — 

(2)  to  reserve  the  act  of  coughing  for  “ productive ” 
expectoration. 

Composition  — Methajade  is  a sugar-free  antitussive 
with  a delicious,  fresh,  lime  flavor.  Each  30  cc. 
(1  fl.  oz.)  contains: 


10  mg. 

(</,i-6-dimethylamino-4,4-diphenyl-3-heptanone 

hydrochloride) 

Warning:  mav  be  habit  forming. 

Propadrine®,  phenylpropanolamine 

hvdrochloride  

0.12  Gm. 

Potassium  citrate 

1.2  Gm. 

Diluted  phosphoric  acid  

4.5  cc. 

Alcohol  5% 

Average  Dose  for  Adults:  1 to  2 teaspoonfuls  every 
three  or  four  hours. 

Children: 

(note:  Methajade  should  not  be  administered  to 
children  under  2 years  of  age.  In  children  2 years  of 
age  or  older , Methajade  should  be  used  only  in  cases 
of  severe,  intractable  cough.) 

Two  years:  34  teaspoonful  not  more  often  than 
every  four  hours. 

Five  years:  34  teaspoonful  not  more  often  than 
every  four  hours. 

Ten  years:  1 teaspoonful  not  more  often  than  every 
four  hours. 

Packaging — Methajade  is  supplied  in  pint  Spasaver® 
bottles  and  gallon  bottles. 

Sharp  & Dohme,  Philadelphia  1,  Pa. 


*The  analgesic  potency  of  methadone  hydrochloride  is — weight  for  weight — approximately 
equivalent  to  that  of  morphine.  It  controls  cough  as  well  as , or  better  than , codeine. 
Methadone  hydrochloride  is  subject  to  the  provisions  of  the  Harrison  Narcotic  Act. 


METHAJADE 


Antitussive 
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ACTHAR  Gel,  the  new  LONG-ACTING  repository  preparation  for  deep 
subcutaneous  and  intramuscular  injection,  greatly  facilitates  ACTH 
therapy  for  both  the  patient  and  the  physician.  A single  daily  injec- 
tion is  sufficient  in  the  many  cases  requiring  less  than  80  I.U.  (mg.) 
per  day.  Remission  of  symptoms  may  often  be  maintained  by  two 
to  three  injections  per  week.  Office  treatment  for  the  ambulatory 
patient  and  home  treatment  for  the  bedridden  become  readily  appli- 
cable, with  considerable  economy  to  the  patient.  ACTHAR  Gel  is  well- 
tolerated  locally  and  possesses  the  full  efficacy  of  aqueous  ACTHAR. 

Indications:  Rheumatoid  arthritis,  rheumatic  fever,  acute  lupus  er- 
ythematosus, drug  sensitivities,  severe  bronchial  asthma,  contact 
dermatitis,  most  acute  inflammatory  diseases  of  the  eye,  acute 
pemphigus,  exfoliative  dermatitis,  ulcerative  colitis,  acute  gouty 
arthritis,  secondary  adrenal  cortical  hypofunction. 

Literature  and  directions  for  administration  of  ACTHAR  Gel,  includ- 
ing contraindications,  available  on  request. 

•THE  ARMOUR  LABORATORIES  BRAND  OF  ADRENOCORTICOTROPIC  HORMONE  (A.C.T.H.) 


THE  ARMOUR  LABORATORIES  . CHICAGO  11.  ILLINOIS 

- -ZAS-CcCe- 


PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 


} 

for  sodium  control 

not  a diuretic!  not  a salt  substitute! 


( 


A 

f7\ 

A 

A 

L — \ 

sodium 

sodium 

'Resod: 

1 

Sodium  imbalance  causes  edema 

. 

‘Resodec'  restores  sodium  balancej 

What  it  is:  'Resodec’  is  a remarkable  new  substance*  that  has  the  ability  to  remove 
excess  sodium  from  the  contents  of  the  intestinal  tract  and  to  carry  it  out 

of  the  body  in  the  feces.  Hay,  M.  D.,  and  Wood,  J.  E.,  Jr.:  Ann.  Int.  Med.  33:  1139  (Nov.)  1950. 

What  it  does:  'Resodec’  produces  the  approximate  effect  of  halving  the  patient’s  salt 
intake — thus  assuring  adequate  sodium  control,  with  a minimum  of  dietary  restriction. 

For  complete  details,  dosage  directions  and  contraindications, 
see  professional  literature — available  upon  request. 

the  first  positive  means  of  achieving 

adequate  sodium  control  in  C0ng6StiV6  heart  failure 

Smith,  Kline  & French  Laboratories,  Philadelphia 

'Resodec'  Trademark  *Polycarboxylic  cacion  exchange  compound 


Another  report*  of  ‘Resodec'  therapy 
in  a congestive  heart  failure  case 

(average  reading  time:  2 minutes) 


"NAME:  Patient  E.R.C.  HISTORY  No.:  50946 
kGE : 67  - Male 

DIAGNOSES:  Hypertensive  heart  disease,  cardiac  enlargement,  auricular 
fibrillation,  and  intermittent  congestive  heart  failure,  questionable 
rheumatic  heart  disease  with  mitral  insufficiency  co-existing." 


:$odl, 


RESULTS:  "In  retrospect  this  patient  has  obviously  benefited  from 
Resodec'  supplementing  his  low-sodium  diet.  In  spite  of  digitaliza- 
tion, salt  restriction,  and  frequent  injections  of  mercurial  diuretics 
oetween  January  of  1945  and  May  of  1950,  he  had  had  difficulty  in 
remaining  compensated,  had  not  been  able  to  work,  and  had  been 
Hdyspneic  and  edematous  during  most  of  this  period. 

jjj'Since  the  second  week  of  'Resodec'  therapy,  however,  he  has  required 
no  further  mercurial  diuretics,  and  following  the  sixth  week  of  resin 
ve  therapy  his  digitalis  was  reduced  from  .9  to  .7  weekly.  After  losing 
his  edema  over  an  initial  three-week  period,  his  weight  has  remained 
fairly  constant  at  about  145  pounds.  His  blood  pressure  has  been 

reduced  somewhat,  particularly  the  diastolic.... 

alt  i 


"He  has  felt  much  better  during  this  period  of  therapy,  has  been  able 
to  do  light  work  about  his  house,  and  resume  activity  which  was 
previously  denied  him.  This  patient  is  particularly  enthusiastic 
regarding  'Resodec'  therapy  and  wishes  to  continue  it  indefinitely, 
le  has  noted  no  side  effects  to  the  'Resodec'  therapy  and  has  not 
found  it  unpleasant  to  taste.... 


"He  is  at  present  on  an  intake  of  450  mg.  of  sodium  daily,  calcium 
gluconate,  two  teaspoonfuls  twice  daily,  'Resodec'  45  Gm.  daily, 
iigitoxin  .1  mg.  daily,  and  no  other  medication." 


JExcerpts  from  an  actual  case  history,  as  reported  from  a leading  medical  institution. 
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1.  IMMEDIATE 


2.  SUSTAINED 

3.  PROLONGED 

reduction  in  blood  pressure 


Capsules  Ray-Trote  combine  three  supplementing 
therapeutic  agents  which  serve  to  control  high 
blood  pressure  with  maximum  efficiency.  Capsules 
Ray-Trote  introduce  a timing  element  essential 
for  the  safest  and  most  satisfactory  control  of 
hypertension. 

Nitroglycerin:  Because  of  its  rapid  vasodilating 
action,  nitroglycerin  reduces  blood  pressure  al- 
most instantaneously.  To  give  the  patient  imme- 
diate relief,  it  still  remains  the  drug  of  choice. 
Sodium  nitrite:  Sodium  nitrite  is  a somewhat 
slower  acting  vasodilator,  and  begins  to  take  full 
effect  as  the  action  of  nitroglycerin  subsides. 
Veratrum  viride:  Chemically  standardized  vera- 
trum  viride  is  probably  the  most  active  and  reliable 
cardiac  depressant.1  Although  slow  to  act,  its  de- 
pressant effect  on  blood  pressure  is  prolonged, 
exceeding  that  of  sodium  nitrite  by  several  hours. 

Consequently,  capsules  Ray-Trote  provide,  in  a 
single  dosage  form,  immediate,  sustained  and 
prolonged  therapeutic  activity. 

Phenobarbital : Capsules  Ray-Trote  also  contain 
phenobarbital,  to  maintain  a calmer,  more  restful 
hypertensive  patient. 

Dosage:  One  capsule  every  three  or  four  hours. 
Discontinue  use  if  pulse  becomes  abnormally 
slow,  or  patient  complains  of  nausea. 


3-stage  action 
to  control  hypertension 

RAV'TROre 

fffwifi/uwed 


TRIPLE  EFFECT  OF  RAY-TROTE  IMPROVED 
IN  REDUCING  BLOOD  PRESSURE 


1.  Immediate  effect  of  nitroglycerin 

2.  Time  of  action  extended  by  sodium  nitrite 

3.  Effect  prolonged  up  to  5-8  hours  by  veratrum 
viride 


/.  Soil  man,  T : A Manual  of  Pharmacology, 
W B.  Saunders  Co.,  1942. 


RAYMER 


Formula:  Each  capsule  contains: 

Nitroglycerin 0.25  mg. 

Sodium  Nitrite 30  mg. 

Veratrum  Viride  (standardized 
to  1.0%  alkaloid  content)  . 65  mg. 

Phenobarbital 15  mg. 

Supplied  in  bottles  of  100,  500  and  1,000  capsules. 


Also  available.  Capsules  Ray-Trote  with  Rutin. 
In  addition  to  the  Ray-Trote  formula,  each  capsule 
contains  Rutin,  20  mg. 


* *Y  - , * * , 

RAY  ME  ft  + HARM AC A L COMPANY 


Pharmaceutical  Manufacturers 
Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 

SERVING  THE  MEDICAL  PROFESSION  FOR  NEARLY  A THIRD  OF  A CENTURY 
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Effective  against  many  bacterial  and 
rickettsial  infections,  as  well  as  certain  protozoal 
and  large  viral  diseases. 


Hydrochloride  Crystalline 


The  Gastroenterologist 


recognizes  the  remarkable  inhibiting  effect  of  aureomycm  on  a 
great  number  of  organisms,  especially  those  commonly  found  m 
the  gastrointestinal  tract.  It  is  of  great  value  in  the  preparation 
of  patients  for  surgery  of  the  bowel  or  biliary  tract,  as  well  as  m 
the  medical  management  of  infections  m these  areas.  Aureomycm 
is  also  highly  effective  in  intestinal  amebiasis.  Aureomycm  is 
pecuharly  adapted  to  the  treatment  of  many  biliary  and  hepatic 
infections,  because  of  the  high  concentrations  it  attams  in  the  bile 
and  because  of  its  protection  of  the  hepatic  parenchyma  from  bac' 
tenal  necrosis.  Aureomycm  is  indispensable  m gastroenterology. 


Packages 

Gipsulw:  Bottles  of  25  and  100,  50  mg.  each  capsule.  Bottles  of  16  and  100,  250  mg.  each  capsule. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  distilled  water. 


LEDERLE  LAI 


30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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minerals 


/nafe  Me  <//tfere#ce 


"All  dietary  correction  must  include  the 
simultaneous  administration  ...  of  well  bal- 
anced necessary  substances.”1 

"For  successful  growth,  and  the  maintenance 
of  health,  the  diet  must  contain  a suitable 
assortment  of  minerals  in  a total  concentra- 
tion of  approximately  4 percent  of  the  dry 
weight  of  food.”2 

The  VITERRA  formula  includes  a balanced 
assortment  of  the  essential  minerals  and  vita- 
mins required  for  the  maintenance  of  health. 

1.  Waife,  S.  O.;  The  Clinical  Significance  of  the  Interrelation 
of  Nutrient  Factors,  Medical  Clinics  of  North  America, 
p.  1718,  Nov.,  1949. 

2.  Everett:  Med.  Biochem.,  Sec.  Ed.,  Inorganic  Substances. 
Gen.  Factors  in  Mineral  Metabolism,  p.  568. 


11  minerals 

and  trace  elements 


Vitamin  A 5,000  U.S.P.  Units 

Vitamin  D 500  U.S.P.  Units 

Thiamine  Hydrochloride  . 3 mg. 

Riboflavin 3 mg. 

Pyridoxine  Hydrochloride  . . . . 0.5  mg. 

Niacinamide 25  mg. 

Ascorbic  Acid 50  mg. 

Calcium  Pantothenate 5 mg. 

Mixed  Tocopherols  (Type  IV)  5 mg. 

Calcium 213  mg. 

Cobalt 0.1  mg. 

Copper 1 mg. 

Iodine 0.15  mg. 

Iron 10  mg. 

Manganese l.mg. 

Magnesium 6 mg. 

Molybdenum 0.2  mg. 

Phosphorus 165  mg. 

Potassium 5 mg. 

Zinc 1.2  mg. 

Available  at  all  Pharmacies 
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Adequate  Protein  Nutrition . . . 

A Vital  Factor  in  Recovery  Processes 

Among  the  problems  of  convalescence  and  of  preoperative  and  postoperative 
care,  adequate  protein  nutrition  assumes  vital  importance.  Such  is  indicated 
by  the  observation  that  a deficiency  of  but  one  essential  amino  acid  in  the 
diet  of  the  normal  individual  quickly  leads  to  an  acute  amino  acid  deficiency 
syndrome  characterized  by  appetite  failure,  weight  loss,  and  malaise. 


Animal  studies  have  forcefully  demonstrated  the  adverse  effect  of  inadequate 
protein  nutrition  on  recovery  processes.1  Protein-depleted  rats  fed  an  ade- 
quate repletion  ration  manifest  a rapid  recovery  of  lost  weight,  of  normal 
plasma  protein  and  hemoglobin  levels,  of  certain  enzyme  systems,  and  of 
normal  capacity  to  synthesize  antibody  protein  and  to  resist  infection.  On 
the  other  hand,  reduction  in  the  amount  of  but  one  essential  amino  acid  in  the 
repletion  ration  quickly  causes  loss  of  appetite,  diminished  food  consumption, 
and  inadequate  weight  recovery.  This  quick  appearance  of  overt  symptoms 
due  to  a shortage  of  an  essential  amino  acid  contrasts  sharply  with  the  de- 
layed appearance  of  symptoms  induced  by  deficient  intake  of  any  other 
essential  nutrient. 

These  manifestations  of  acute  amino  acid  deficiency  noted  in  the  rat  can 
occur  as  readily  in  the  normal  human  subject  consuming  a diet  lacking  in 
any  one  of  the  eight  essential  amino  acids.2  Loss  of  appetite  and  of  body 
nitrogen  accompanied  by  malaise  quickly  results.  Furthermore,  addition  of 
the  missing  amino  acid  to  the  diet  quickly  restores  the  appetite,  nitrogen 
equilibrium,  and  the  previous  state  of  health.  Apparently,  even  in  normal  per- 
sons, lack  of  an  amino  acid  in  the  diet  partially  or  completely  interrupts 
protein  synthesis  as  well  as  increases  tissue  protein  catabolism.1  The  conclu- 
sion is  incontestable,  therefore,  that  adequate  protein  nutrition  is  vital  for 
speeding  the  processes  of  recovery  from  massive  disease  or  major  surgery. 

Meat— all  varieties  and  cuts— richly  provides  protein  containing  all  the 
essential  amino  acids  which  are  needed  for  the  repair  of  traumatized  tissue, 
the  upkeep  of  normal  tissue,  and  for  other  vital  uses.  Furthermore,  meat  is  a 
dependable  dietary  source  of  iron  and  the  vitamin  B complex— riboflavin, 
niacin,  thiamine,  pyridoxine,  and  the  newly  discovered  Bi2.  In  health  and  in 
illness,  meat  ranks  high  as  an  important  factor  of  the  well-balanced  diet. 


1.  Cannon,  P.  R.:  Recent  Advances  in  Nutrition  with  Particular  Reference  to  Protein  Metab- 
olism, Lawrence,  Kansas,  University  of  Kansas  Press,  1950,  pp.  56-60. 

2.  Rose,  W.  C.:  The  Nutritive  Role  of  the  Amino  Acids,  The  Science  of  Nutrition,  New  York, 
The  Nutrition  Foundation,  1946. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 

American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 


more  effective 
against 


tinea  pedis 

In  “athlete’s  foot”  a 
combined  cured  and  improved 
rate  of  95%  has  been  obtained.1 

Also  indicated  in 
tinea  corporis 
tinea  cruris 
tinea  versicolor 
tinea  of  the  nails 


tinea  capitis 

“More  effective  in  ringworm 
of  the  scalp  than  any  other 
topical  agent.”1 


“broad  antijungal  spectrum 
...good  cutaneous  tolerance.”1 


Oko! 

Asicvol 

6%  tincture  . . . ointment . . . powder  . . . 

sprayed,  applied  with  cotton  or  dusted  on  HWwIIC 


1.  Stritzler,  C.;  Fishman,  I.  M.,  and  Laurens,  S.: 

Transactions  New  York  Acad.  Sc.,  13: 31,  Nov.,  1950. 
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Editorials 


Biological  Warfare 


A recent,  informative  pamphlet,  What 
You  Should  Know  about  Biological  Warfare, 
has  been  issued  by  the  Federal  Civil  De- 
fense Administration.  The  pamphlet  has 
the  commendable  objective  of  clearing  up 
misunderstanding  and  misinformation  on 
this  topic  and  is  written  simply  in  popular 
language.  The  subject  is  one  which  holds 
potential  terror  for  many  people  and  about 
which  much  mystery  and  possibly  calculated 
exaggeration  has  been  circulated. 

Modern  warfare  is  waged  on  civilians  as 
well  as  the  military.  For  this  reason,  any- 
thing that  can  be  done  to  reduce  potential 
panic  and  hysteria  is  of  value.  Cutting 
the  subject  of  biological  warfare  down  to 
proper  size  is  a most  praiseworthy  effort.  It 
is  hoped  that  physicians  of  the  State  will 
read  the  pamphlet  themselves  and  assist 
in  giving  it  the  widest  distribution  among 
their  patients.  Doctors,  in  the  public 
view,  are  the  people  in  the  community  who 
are  thought  to  know  about  biological  warfare, 
they  are  readily  accessible  for  questions  on 
this  subject  and  can  be  of  the  greatest  as- 

1 


sistance  to  the  Federal  Civil  Defense  Ad- 
ministration in  popularizing  the  information 
in  the  pamphlet. 

Says  the  Military  Surgeon,1 

It  is  not  indicated  that  the  experience  and 
research  of  the  Biological  Warfare  Service  of  the 
Department  of  Defense  have  been  utilized  in 
the  preparation  of  the  pamphlet,  but  it  is  not 
credible  that  this  has  not  been  done. 

There  will  be  no  purpose  in  going  into  the 
details  of  the  pamphlet.  It  indicates  in  a 
general  way  the  agents  that  might  be  used  in 
carrying  out  biological  warfare.  It  states  their 
purpose  of  bringing  about  contagious  disease 
among  the  people  and  livestock  of  an  enemy 
and  of  damaging  food  crops  for  man  and 
animals.  There  is  scarcely  a mention  of  the 
terrifying  statements  of  mass  death  and  de- 
struction from  biological  attack  that  formerly 
made  periodic  appearance  in  the  daily  press. 
It  is  stressed  that  there  are  no  “mystery” 
weapons  in  this  warfare.  It  does  cite  the 
deadly  character  of  the  botulinus  toxin  but 
points  out  the  insuperable  difficulties  of  making 
any  practical  use  of  its  destructive  powers. 

* 109:  143  (Aug.)  1951. 
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And  points  out,  too,  that  a toxoid  protective 
against  botulism  has  been  produced.  Shots 
in  the  arm  will  never  give  us  full  protection 
against  biological  weapons,  but  they  and  other 
protective  measures  can  be  relied  upon  to 
prevent  the  millions  of  sicknesses  and  deaths 
that  have  been  predicted  from  this  source. 

The  Federal  Civil  Defense  Administration 
is  making  every  effort  to  obtain  a nation-wide 
distribution  of  the  booklet  and  a reading  of  it 
in  every  household. 

The  most  probable  effect  of  the  informa- 


tion it  contains  will  be  the  abatement  of  any 
remaining  terror  of  wholesale  death  from  a 
germ  war  and  a clearer  view  of  what  is  and 
what  is  not  possible  in  this  form  of  attack. 

The  principal  message  carried  by  this 
booklet  on  biological  warfare  is  that  there  are 
adequate  defenses  against  it  and  that  there 
is  no  secret  superweapon.  Measures  for 
its  control  can  be  and  are  being  taken. 
They  lie  largely  in  the  field  of  public  health 
and  consist  of  maintenance  of  good  sanita- 
tion and  immunization  of  man  and  animals. 


Current  Editorial  Comment 


Further  Data  on  American  Hospital 

Service.  According  to  the  Council  on 
Medical  Education  and  Hospitals  of  the 
A.M.A.,  a portion  of  which  report  was  con- 
densed in  the  preceding  issue,  numerous 
interesting  statistics  of  hospital  perform- 
ance were  presented.  We  continue  the 
condensation. 

In  the  psychiatric  division,  the  bed 
capacity  was  711,921,  or  49  per  cent  of  the 
total.  Nervous  and  mental  institutions 
admitted  307,165  patients  (308,055  in 
1949,  the  record)  and  had  an  average  daily 
census  of  687,567,  a new  high  (675,096  in 
1949).  The  1.8  per  cent  of  the  total  ad- 
missions accounted  for  by  mental  hospitals 
does  not  give  a full  indication  of  the  exten- 
sive service  carried  out  in  this  field,  the 
Council  pointed  out.  “It  is  necessary  to 
take  into  consideration  that  the  psychiatric 
hospitals  maintain  an  average  daily  census 
of  687,567,  which  is  greater  than  the 
patient  load  in  all  other  hospitals  com- 
bined,” it  explained.  “For  the  most  part 
the  hospitalization  of  psychiatric  patients 
is  a public  responsibility,  as  evidenced  by 
the  daily  census  report  of  670,578  in  the 
governmental  hospitals  compared  with 
16,989  in  the  nongovernmental  group.” 

Tuberculosis  hospitals  had  a bed  capac- 
ity of  85,746,  or  5.8  per  cent  of  the  total. 
They  admitted  113,275  patients  and  had  an 
average  daily  census  of  72,370,  both  new 
high  marks.  The  remaining  beds  were 
in  maternity,  industrial,  children’s,  and 
other  types  of  hospitals,  accounting  for 
5.2  per  cent  of  the  total. 

The  Council’s  report  also  disclosed  that 
7,118,305  patients,  or  43.5  per  cent  of 
admissions,  received  operative  treatment 
in  1950.  A previous  report  with  such 


information,  covering  1942,  showed  that 

44.7  per  cent  had  received  operative  treat- 
ment in  that  year.  In  bed  occupancy,  the 
average  of  all  hospitals  last  year  was  85.3 
per  cent,  as  against  85.1  per  cent  in  1949. 
Governmental  institutions  as  a whole 
showed  a rise  to  89.8  per  cent  from  89.3. 
The  highest  rate,  95.1  per  cent  (94.2  in 
1949),  was  in  state  hospitals,  which  give 
their  major  service  to  psychiatric  care. 
The  nongovernmental  group  reported  a 
decline  to  an  average  of  74.1  per  cent  in 
1950  as  compared  with  74.7  per  cent  in 
1949. 

The  average  length  of  stay  in  Federal 
hospitals  last  year  was  26.5  days,  as  against 

25.8  days  the  year  before.  The  stay  in 
other  governmental  hospitals  ranged  from 
averages  of  11.3  to  15  days  (11.8  to  15.4 
in  1949).  In  nongovernmental  general 
hospitals,  the  average  was  7.9  days,  as 
against  8 days  in  1949.  “In  all  activities 
associated  with  hospital  and  educational 
services,  the  individual  hospitals  are  con- 
stantly striving  to  improve  the  standards 
and  quality  of  patient  care,”  the  Journal 
of  the  A.M.A.  points  out  editorially. 
“The  hospital  field  has  been  generous  in 
its  support  of  educational  activities,  and 
many  institutions  are  participating  in  the 
training  of  medical  students,  interns,  resi- 
dent physicians,  student  nurses,  tech- 
nicians, and  other  hospital  personnel.  At 
present  824  hospitals  are  approved  for 
internships  and  1,102  for  residency  train- 
ing.” 


Blessed  are  they  who  have  nothing  to  say, 
and  cannot  he  -persuaded  to  say  it. — James 
Russell  Lowell 
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effective 

therapeutic  agent  in 

HYDRYILIN 

compound 

This  palatable  cough  syrup  for 
children  and  adults  contains: 
Aminophyllin  (Searle)  to  provide 
bronchial  relaxation,  diphenhydra- 
mine (Searle)  for  its  antiallergic 
properties,  potassium  iodide  to 
promote  expectoration  and  chloro- 
form as  an  antispasmodic  anodyne. 
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The  administration  of  obviates  the  frequent  objections  to 

the  fish  odor  and  taste  of  ordinary  vitamin  drops,  aqueous  or  oily.  This 

improvement  is  achieved  by  a special  formulation  utilizing  synthesized  vitamin  A 
instead  of  vitamin  A from  the  common  commercial  source:  fish  liver  oil.  At  the 
same  time,  the  possibility  of  allergic  reactions  to  fish  liver  oil  is  precluded. 


The  other  important  advantages  of  CONCIVITE  include : 


1.  More  efficient  absorption  and  utilization  of  the 

so-called  oil-soluble  vitamins  A and  D,  because 
of  its  aqueous  menstruum. 

2.  Convenience  and  economy,  because  a single 

concentrated  daily  dose  contains  liberal  amounts  of 
important  oil-soluble  vitamins. 

3.  Insurance  against  loss  of  potency,  because  of 
extra  vitamin  content  20%  higher  than  label  statement. 

4.  Complete  miscibility  with  a wide  variety  of  foods. 

CONCIVITE  fish-free  aqueous  8-vitamin  drop 

Supplied  in  15  cc.  and  30  cc.  bottles  with  calibrated  droppi 
PROFESSIONAL  SAMPLES  SENT  ON  REQUES 


COLIN  Pharmacal  Co.,  Inc 

36-31  33RD  STREET,  L.I.C.  6,  N.  > 


FORMULA:  Each  0.6 
Vitamin  A Palmitate 

cc.  contains: 

5,000  U.S.P.  units 

Vitamin  D2 

.1,200  U.S.P.  units 

Vitamin  C 

Vitamin  Bi  

Vitamin  B2  

0.4  mg. 

Niacinamide  

Vitamin  B6  

Pantothenic  Acid  (as  Pantothenol)  2 mg. 

Actual  vitamin  content  20%  higher  than 
label  to  insure  against  loss  of  potency. 

Scientific  Articles 


CLINICAL  VALUE  OF  UTEROSALPINGOGRAPHY 

Harry  G.  LaForge,  M.D.,  Buffalo,  New  York 

( From  the  Department  of  Obstetrics  and  Gynecology,  Buffalo  General  Hospital,  and  the  University  of  Buffalo 

School  of  Medicine) 


AFTER  tabulating  the  data  of  150  private 
cases  on  which  uterosalpingography  had 
been  done,  certain  observations  crystallized 
which  may  be  helpful  in  a general  way  in  pre- 
dicting the  possibility  or  futility  of  expecting  a 
pregnancy  to  occur  in  a given  case. 

The  group  as  a whole  were  past  the  age  when 
most  women  have  already  borne  children,  the 
average  age  being  twenty-nine  and  one-half 
years.  Four  years  average  had  elapsed  since 
they  had  begun  trying  for  pregnancy.  No  case 
was  studied  until  after  one  year  of  childless  mar- 
riage. Table  I is  a summary  of  the  material 
studied. 

All  patients  were  in  good  health,  and  pelvic 
examination  was  usually  not  remarkable.  In  five 
cases  only  could  an  adnexal  mass  be  felt,  the 
largest  being  5 cm.  Seven  patients  had  a pal- 
pable fibroid,  five  of  which  were  minimal.  In  the 
other  two  cases,  the  fibroids  measured  10  and  12 
cm.,  respectively,  with  pregnancy  following  in  the 
10-cm.  case  after  myomectomy. 

In  123  cases  the  sterility  was  primary  and  in  27 
secondary.  Of  the  secondary  group  five  had  had 
an  ectopic  pregnancy  proved  by  laparotomy  and 
removal  of  a tube ; 18  had  a term  pregnancy,  and 
12  had  miscarried.  The  postpartum  course  in 
the  women  previously  pregnant  in  utero  sug- 
gested infection  as  a possible  sterilizing  cause  in 
two  cases.  Of  the  miscarriage  histories  three 
admitted  induced  abortion,  and  of  these  none  had 
postabortal  infection  histories. 

Other  possible  etiologic  factors  in  the  sterility 
cases  studied  were  a previously  ruptured  appendix 
in  ten  patients,  three  of  which  were  later  operated 
and  found  to  have  marked  adhesions.  Definite 
or  probable  old  salpingitis  occurred  in  13  cases, 
although  in  none  of  these  had  an  ectopic  preg- 
nancy subsequently  appeared. 

With  endometriosis  in  mind,  inquiry  and  pelvic 
findings  suggested  this  sterilizing  factor  in  only 

Presented  at  the  145th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Obstet- 
rics and  Gynecology,  May  2,  1951, 


TABLE  I. — Summary  of  Material  Studied 


Age  in  years 

Number  of  Patients 

20  to  24 

23 

25  to  29 

55 

30  to  34 

50 

35  to  39 

18 

40  plus 

4 

Years  infertile 
1 

20 

2 

32 

3 

31 

4 to  5 

30 

6 to  10 

24 

11  plus 

13 

three  cases.  This,  of  course,  is  many  less  than 
would  be  expected  if  all  could  be  explored.  How- 
ever, in  the  21  abdomens  eventually  opened  only 
one  showed  definite  endometrial  implants,  and 
this  had  not  been  suggested  by  uterosalpingog- 
raphy. Therefore,  this  procedure  gave  no 
specific  help  in  diagnosing  endometriosis  in  this 
series.  Although  previous  to  this  study  14  wo- 
men had  one  tube  and/or  ovary  removed  and 
two  had  parts  of  each  tube  removed,  the  pa- 
thology reports  were  not  always  available,  and 
endometriosis  may  have  been  found.  Three  pa- 
tients had  had  previous  tubal  plastic  operations 
without  success  and  still  had  tubal  occlusion  after 
surgery. 

Myomectomy  had  been  done  before  utero- 
salpingography on  three  uteri.  In  no  case  did 
the  utprogram  show  distortion  after  the  operation. 
Three  patients  gave  histories  of  laparotomy  but 
knew  nothing  about  the  operation,  and  records 
could  not  be  obtained. 

The  most  common  operative  procedure  given  in 
these  histories  was  appendectomy  and  removal  of 
part  of  an  ovary.  This  had  occurred  in  16  cases. 
Records  when  obtainable  usually  showed  follicu- 
lar or  corpus  luteum  cysts.  Only  in  two  was  a 
“chocolate  cyst”  described. 

The  procedure  before  uterosalpingography  in 
most  cases  was  the  same.  Cervical  pathology 
was  first  cleared  up  by  high  frequency  ball  cautery 
or  conization.  Tubal  insufflation  was  then  done 
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Fig.  1.  Both  tubes  visualized  and  open. 


using  carbon  dioxide  gas  up  to  a pressure  not  ex- 
ceeding 220  mm.  of  mercury.  This  pressure  was 
reached  two  successive  times  and  repeated  a month 
later.  If  there  were  no  drop  in  pressure  at  either 
monthly  trial,  a uterosalpingogram  was  done  the 
following  month.  The  time  chosen  was  two  to  four 
days  after  cessation  of  menstrual  flow  for  either 
tubal  insufflation  or  visualization.  Insufflation  is 
done  in  the  office,  but  uterosalpingography  is  per- 
formed at  the  hospital  and  a urology  table  with 
x-ray  attachment  utilized.  All  were  outpatients 
and  left  the  hospital  after  the  procedure. 

The  routine  used  for  uterotubal  visualization  is 
much  the  same  as  for  gas  introduction,  i.e.,  a 
Jarcho  self-retaining  uterine  insufflation  cannula 
is  introduced  into  the  cervical  canal  after  the 
cervix  has  been  grasped  with  a Barrett  uterine 
tenaculum  and  probed  for  direction  of  uterine 
body.  The  tenaculum  is  hooked  into  a clip  on 
the  bar  of  the  cannula,  thus  leaving  both  hands 
of  the  operator  free.  A flat  plate  is  taken  with 
the  instruments  in  place.  This  is  helpful  be- 
cause transverse  linear  markings,  etc.,  of  the 
sacrum  might  later  be  confused  with  the  tubal 
lumen.  Ten  cubic  centimeters  of  Skiodan 
Sodium  Acacia  (Viscous)  solution  is  injected 
through  the  cannula  with  a moderate  pressure, 
i.e.,  up  to  about  200  mm.  of  mercury,  usually  a 
pressure  below  200  mm.  being  sufficient  to  obtain 
the  desired  information. 

Little  fear  need  be  felt  about  ill  effects  oc- 
curring from  the  opaque  fluid  entering  the  vas- 
cular system.  In  this  series  this  accident  hap- 
pened 18  times,  in  varying  degree,  and  all  pa- 
tients were  able  to  leave  the  hospital  immediately 
after  the  study.  A few  reactions  have  occurred, 
however,  whether  a vessel  is  entered  or  not. 
These  appear  anaphylactoid  in  type  and  vanish 
quickly  with  no  treatment,  although  a few  pa- 


Fig. 2.  One  tube  patent  and  the  other  closed 
proximally  at  the  uterus  or  close  to  it.  This  may 
mean,  however,  that  the  opaque  material  took  the 
path  of  least  resistance  and  did  not  force  out  through 
a somewhat  stenotic  or  spastic  but  not  occluded  tube. 


tients  reported  transient  hives  later  in  the  day. 
When  the  Skiodan  solution  enters  the  veins,  the 
plate  immediately  shows  the  venogram.  In 
these  cases  further  study  is  not  attempted  at  the 
time,  nor  is  it  repeated  for  several  months. 

Unless  obstruction  is  obvious,  the  whole  10 
cc.  of  opaque  solution  is  injected  and  the  second  , 
plate  snapped  while  the  last  cubic  centimeter  is  ■ 
going  in.  Some  investigators  use  a fractional 
method  of  fluid  injection,  but  we  have  found  that 
for  tubal  visualization  the  10-cc.  amount  most 
frequent]}'’  is  necessary.  The  shutoff  on  the 
cannula  is  closed  and  the  plates  viewed  at  once. 

If  incomplete  filling  has  occurred,  a second  10  cc.  i 
is  injected  and  another  plate  taken.  Because  the 
solution  itself  and  the  distention  is  painful  to  the 
patient,  2 per  cent  novocaine  in  amounts  up  to 
equal  quantity  can  be  added  to  the  Skiodan  solu- 
tion. 

This  briefly  is  our  routine,  but  it  is  not  the  pur- 
pose of  this  paper  to  discuss  technic  in  detail.  In 
no  case  was  the  procedure  followed  by  chemical 
or  infectious  salpingitis  or  peritonitis  of  clinical 
degree.  This  absence  of  reaction  may  be  par- 
tially explained  by  the  fact  that  no  case  was  sub- 
jected to  uterosalpingography  where  there  was  a 
suggestive  history  of  pelvic  infection  within  the 
previous  year. 

Classification 

After  reviewing  the  data  it  appears  that  there  j 
are  seven  salpingographic  possibilities  (Figs.  1 
to  7). 
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Fig.  3.  One  tube  patent  and  the  other  closed 
distally  and  usually  showing  a distention.  Again 
the  closed  tube  might  be  open  with  higher  pressure 
if  there  were  any  way  of  preventing  the  fluid  run- 
ning out  of  the  normal  tube. 


While  uterine  pathology  was  not  especially 
sought  for  in  this  study,  the  contour  of  the  uterus 
varied  from  being  double  (one  case)  to  bicornate 
(four  cases).  In  only  two  cases  were  filling  de- 
fects seen,  and  a smaller  than  normal  uterus  was 
reported  in  ten  cases.  From  previous  salpingog- 
raphy done  elsewhere  in  two  cases,  Lipiodol  was 
still  demonstrable  in  the  blocked  tubes  after 
nineteen  and  twenty-four  months. 

About  a dozen  cases  were  subjected  to  repeat 
x-ray  for  various  reasons  on  more  than  one  occa- 
sion. Usually  these  were  patients  who  were  in- 
sistent that  further  attempt  be  made  to  open 
occluded  tubes.  Four  cases  showed  bilateral 
proximal  occlusion  on  repeated  examination.  In 
two  of  these  the  veins  were  entered  each  time,  and 
the  hopelessness  of  further  trial  explained  to  the 
patient.  One  case  with  bilateral  proximal  occlu- 
sion showed  material  passing  out  through  one 
tube  on  reinjection;  here  we  presume  spasm  was 
overcome.  Two  cases  with  bilateral  proximal 
occlusion  with  10  cc.  showed  both  tubes  patent 
with  20  cc.;  in  neither  case  did  the  uterine  cavity 
appear  unusually  large.  Two  cases  showed  one 
tube  proximally  blocked,  the  other  distally 
blocked,  and  material  passing  into  the  veins. 
Reinjection  three  months  later  showed  the  distal 
blocks  to  be  gone  and  one  tube  patent  in  each 
case,  thus  demonstrating  that  sustained  pressure, 
not  released  by  material  breaking  through  into 
veins,  was  able  to  open  a weakly  blocked  tube. 
Vilii  le  proximal  occlusion  may  be  presumed  due  to 
spasm,  it  is  improbable  that  anatomically  distal 
block  could  be.  It  seems  more  likely  the  fimbria 


Fig.  4.  Both  tubes  closed  distally  and  usually 
showing  distention.  Higher  pressure  may  give  the 
picture  seen  in  Fig.  3. 


are  glued  together  or  adherent  to  the  ovary  and 
pressure  of  the  fluid  medium  (or  gas)  separates 
the  adhesions.  The  possibility  of  opening  blocked 
tubes  presents  a therapeutic  implication  of 
salpingography. 

One  case  with  three  separate  trials  showed 
bilateral,  distally  distended  occlusion.  Subse- 
quent tubal  plastic  operation  was  done  here,  and 
the  hopelessness  of  opening  the  occlusion  by  any 
safe  pressure  method  could  be  seen.  Another 
case,  a physician’s  wife  upon  whom  for  psycho- 
logic reasons  it  was  desirable  to  continue  pro- 
cedures, showed  at  the  first  x-ray  a proximal 
block  on  one  side  and  the  other  open  at  high  pres- 
sure. A second  salpingogram  showed  distal 
distended  block  on  the  previously  proximally 
blocked  side  and  the  opposite  side  as  before.  At 
a third  effort  both  tubes  were  patent  to  Skiodan 
with  almost  normal  pressure.  She  never  has  con- 
ceived, however. 

The  most  unusual  case  in  the  series  from  a 
therapeutic  point  of  view  was  a girl  with  a definite 
history  of  pelvic  inflammatory  disease.  Thirteen 
tubal  insufflations  were  interspersed  with  five 
uterosalpingograms.  The  results  each  time  var- 
ied from  negative  at  240  mm.  to  a drop  to  120 
from  this  pressure,  and  the  x-rays  showed  one 
side  or  the  other,  or  both,  blocked  at  varying 
times.  This  girl  eventually  conceived  and  has 
had  three  children.  I do  not  suggest  that  all 
patients  be  subjected  to  this  strenuous  regimen. 

An  attempt  to  correlate  tubal  insufflation  pres- 
sures with  uterosalpingographic  findings  shows 
little  constancy.  Ninety-one  cases  showed  no 
pressure  drop  using  carbon  dioxide  under  manom- 
eter readings  of  180  to  240.  Of  these,  42 
showed  one  or  both  tubes  to  be  open  on  visualiza- 
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. , , , midpoint  proximally  and  without  distention. 

tig.  5.  One  tube  closed  proximally  and  the  other 
distally  and  usually  distended. 


tion  with  the  opaque  medium.  These  results  are 
difficult  to  evaluate  because  we  have  no  way  of 
knowing  whether  the  tubes  were  forced  open  by 
the  Skiodan  or  were  only  closed  by  spasm  when 
carbon  dioxide  had  been  used. 

In  30  cases  with  carbon  dioxide  the  mercury 
dropped  at  pressures  of  220  mm.  or  less,  but  inas- 
much as  no  shoulder  pain  occurred  or  because  a 
high  pressure  was  necessary  to  get  through  and 
elicit  a shoulder  pain,  it  was  thought  desirable  to 
study  them  radiographically. 

Of  these  30,  16  showed  a normal  salpingogram 
(Table  II).  Of  the  latter,  nine  cases  had  allowed 
carbon  dioxide  through  at  normal  pressure,  i.e., 
below  110  mm.,  but  none  experienced  shoulder 
pain.  This  point  proves  the  fallibility  of  the 
shoulder  pain  sign,  although  100  cc.  of  gas  went 
through,  and  subsequent  x-ray  verified  the  fact 
that  gas  could  escape  from  the  normal  appearing 
tubes.  Of  the  remaining  seven  cases  with  normal 
contour,  pressure  ranging  from  160  to  240  had 
been  used,  some  with  and  some  without  pain 
after  the  drop  of  the  mercury  column. 

Of  the  remaining  14  cases  that  showed  a pres- 
sure drop  with  carbon  dioxide,  the  salpingograms 
were  abnormal:  Nine  demonstrated  one  tube 
open,  the  other  being  proximally  (three)  or 
distally  (six)  closed.  The  balance  of  five  cases 
showed  bilateral  occlusion,  and  the  pressure  had 
dropped  in  all!  Each  of  these  had  one  distended 
tube  or  both  on  Skiodan  visualization  but  nothing 
outside  the  tube.  Therefore,  the  previously  used 
carbon  dioxide  which  dropped  to  120  to  220  mm. 
mercury  could  only  have  entered  blood  vessels  or 
distended  a blocked  tube,  the  latter  of  course 
being  more  probable. 

Twenty-nine  cases  for  various  reasons  had  no 
tubal  insufflation  tests  before  salpingography. 


TABLE  II. — Cases  Open  to  Carbon  Dioxide 


Salpingogram 

Number 

Conceived 

Both  tubes  visualized  and  open 
One  tube  patent  and  the  other  closed 

16 

3 

proximally 

One  tube  patent  and  the  other  closed 

3 

0 

distally* 

6 

2 

Both  tubes  closed  distally* 

One  tube  closed  proximally  and  the 

3 

0 

other  distally* 

2 

0 

Total 

30 

5 

* Usually  showing  distention. 


Results 

Of  the  91  cases  with  insufflation  negative,  i.e., 
no  pressure  drop  or  shoulder  pain  at  high  pressure, 
13  women,  or  14  per  cent,  became  pregnant.  Of 
the  30  cases  with  insufflation  positive  at  220  or 
below,  6,  or  20  per  cent,  became  pregnant.  Of 
the  29  cases  with  no  insufflation  before  salpingog- 
raphy 5,  or  17  per  cent,  subsequently  became 
pregnant. 

The  over-all  figure  of  patients  upon  whom 
salpingography  had  been  done  who  succeeded  in 
becoming  pregnant  was  17  per  cent.  This  figure 
should  not  be  confused  with  results  obtained  in  a 
general  sterility  study,  as  cases  are  not  included 
that  became  pregnant  along  the  way  after  cervical 
pathology  was  treated,  frequency  of  coitus  con- 
trolled, basal  metabolism  studied  and  corrected, 
semen  analysis  done,  etc.  The  author  has  seen 
2,276  private  sterility  patients  in  thirteen  years. 
Many  discontinued  the  study  after  a visit  or  two. 
In  only  150  cases  was  it  thought  necessary  or 
were  the  women  willing  to  have  uterosalpingog- 
raphy done  (Table  III). 

Eight  of  the  150  cases  conceived  after  cor- 
recting palpable  pathology,  two  after  myomec- 
tomy, two  after  removal  of  a hydrosalpinx,  two 
after  resection  of  large  polycystic  ovaries,  and 
two  after  ovarian  cystectomy.  One  of  the  latter 
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TABLE  III. — Salpingographic  Findings  in  150 
Patients  Having  Uterosalpingography 


Salpingogram 

Number 

Conceived 

Both  tubes  visualized  and  open 
One  tube  patent  and  the  other  closed 

43 

10 

proximally 

One  tube  patent  and  the  other  closed 

25 

6 

distal  ly* 

20 

6 

Both  tubes  closed  distally* 

One  tube  closed  proximally  and  the 

22 

1 

other  distally* 

Both  tubes  closed  from  midpoint 

13 

2 

proximally 

1 

0 

Both  tubes  closed  proximally 

26 

0 

Total 

150 

25 

* Usually  showing  distention. 


was  a 5-cm.  dermoid  involving  the  whole  right 
ovary.  The  left  tube  was  noted  congenitally 
absent.  Pregnancy  ensued — a true  case  of 
transmigration  of  the  ovum. 

Seven  tubal  plastic  operations  were  done  in 
attempting  to  correct  bilateral  occlusion:  one 
Estes  ovarian  implant,  two  tubal  implantations 
through  artificial  ostia,  and  four  cuff  operations 
after  the  method  of  Sovach.  Pregnancy  occurred 
in  none,  and  our  enthusiasm  has  waned  for  the 
operative  procedures. 

Summary 

We  have  presented  the  findings  on  150  private 
cases  on  whom  uterosalpingography  was  done 
with  only  the  tubal  findings  considered  in  this 
paper.  The  majority  previously  had  tubal  occlu- 
sion to  carbon  dioxide  insufflation.  No  consist- 
ent etiologic  factor  causing  the  occlusion  could  be 
deduced.  A simplified  technic  is  described  and 
safety  of  the  procedure  shown.  All  findings  can 
be  placed  into  one  of  seven  groups,  and  the  prog- 
nosis in  four  of  the  seven  is  poor.  Correlation  of 
tubal  insufflation  pressures  with  salpingographic 
findings  is  impossible.  Seventeen  per  cent  of  the 
total  group  of  patients  ultimately  conceived. 

957  Delaware  Avenue 

Discussion 

William  B.  D.  Van  Auken,  M.D.,  Troy. — Dr. 
LaForge  has  certainly  had  a wide  experience  with 
his  collection  of  over  2,000  private  “sterility”  cases 
in  thirteen  years,  and  this  special  study  of  his  150 
uterosalpingography  cases  demands  our  thoughtful 
consideration. 

I am  unable  to  approximate  his  wide  experience 
with  comparable  figures  but  I am  confident  that 
there  are  those  among  us  who  presently  will  do  just 
that.  Most  of  my  work  with  infertility  during  the 
past  twenty-five  years  of  my  specialty  stops  just 
a little  short  of  salpingography.  By  that  I mean, 
our  routine  is  to  place  in  the  hands  of  all  infertility 
patients  a printed  sheet  detailing  various  procedures 
which  are  available  to  them  for  the  diagnosis  and 
possible  treatment  of  their  condition,  and  very 


Fig.  7.  Both  tubes  closed  proximally  at  the  uterus. 


often  pregnancy  occurs  before  the  paragraph  5 on 
the  sheet  is  reached.  The  sheet  reads  as  follows: 

INFERTILITY 

To  discover  and  correct  the  causes  or  disorders  that  may 
prevent  pregnancy,  the  following  procedures  are  recom- 
mended: 

First — A complete  physical  examination  including  tests  of 
your  blood  and  urine,  also  a study  of  your  spiritual  and  emo- 
tional response  to  physical  contact  with  your  husband. 

Second— You  should  come  to  our  office  within  an  hour  after 
relationship,  to  determine  the  activity,  quality,  power,  and 
number  of  the  male  sperm  cells  after  they  have  been  inside  of 
you.  This  appointment  should  be  secured  by  you  when 
convenient. 

Third — A basal  metabolism  test.  This  will  enable  us  to 
determine  the  functional  ability  of  the  thyroid  gland  and  its 
relation  to  the  reproduction  glands  and  to  prescribe  a caloric 
diet,  if  needed.  Medicine  will  be  given  when  necessary.  This 
test  must  be  made  before  breakfast. 

Fourth — A test  to  determine  if  your  fallopian  tubes  are 
open.  This  test  consists  of  the  passage  of  gas  into  the  womb 
and  out  through  the  tubes.  Pregnancy  cannot  occur  unless 
one  or  both  of  these  tubes  are  open.  The  test  is  best  per- 
formed about  seven  days  after  the  menstrual  flow  has  ceased. 
In  case  your  tubes  appear  to  be  closed  after  three  of  these 
tests,  an  x-ray  should  be  taken. 

It  may  be  necessary  to  repeat  the  second  and  fourth  pro- 
cedures to  discover  the  effectiveness  of  remedial  measures 
that  may  have  been  used.  Not  all  of  the  above  diagnostic 
measures  may  be  necessary  in  every  case.  One  should  not 
feel  that  all  has  been  done  until  the  above  procedures  together 
with  special  instructions,  including  temperature  graphs,  have 
been  carried  out. 

Bear  in  mind  that  there  is  only  one  period  of  a few  days  in 
each  month,  when  it  is  possible  to  conceive.  Therefore,  you 
have  only  12  chances  in  a year  to  become  successful.  The 
results  of  some  treatments  are  not  always  evident  for  two  or 
more  years. 

Dr.  LaForge  grouped  his  cases  in  five  different 
age  groups.  We  gathered  150  case  histories  of 
patients  from  an  unselected  group  whom  we  have 
delivered.  None  of  these  patients  had  had  utero- 
salpingography, and  very  few  had  had  any  infertility 
treatments.  Their  average  period  between  the  time 
of  marriage  or  the  time  of  the  last  pregnancy  and 
the  subsequent  pregnancy  was  three  and  three- 
tenths  years.  The  shortest  interval  was  among 
those  in  the  age  group  twenty  to  twenty-five.  It 
was  fifteen  months,  and  the  longest  interval  was  as 
you  would  expect  in  the  age  group  over  thirty-nine 
years.  It  amounted  to  nine  years. 

In  this  group  we  found  that  each  succeeding  addi- 
tion of  five  years  increased  the  period  between  preg- 
nancies by  one  to  two  years.  In  other  words,  how 
can  we  be  certain  that  the  17  per  cent  of  cures  that 
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Dr.  LaForge  obtained  would  not  have  been  pregnant 
any  way  even  though  they  did  not  have  the  benefit 
of  x-ray  examinations? 

That  brings  up  another  question.  Just  when  can 
a patient  be  said  to  be  infertile?  Is  it  a matter  of 
months,  years,  numbers  of  exposures,  or  what? 
There  are  so  many  determining  factors  that  a stand- 
ard to  go  by,  I think,  is  more  a matter  of  the  intelli- 
gence of  the  patient  as  well  as  the  doctor.  I am 
convinced  that  a study  of  the  patient’s  psychologic 
response  to  coition  will  often  reveal  marked  irregu- 
lar and  determining  factors.  Such  a study  is  aided 
a lot  by  the  use  of  the  Hudgkins’  questionnaire 
which  we  have  been  using  for  the  past  five  years. 

I do  not  believe  that  the  infertile  patients  should 
be  subjected  to  the  more  expensive  and  even  risky 
procedures  without  thoroughly  exploring  all  the 
more  simple  tests  and  analyses  that  go  with  a com- 
plete study  of  infertility,  and  I am  confident  that 
Dr.  LaForge  with  his  large  series  of  cases  has  done 
just  that. 

Keith  B.  Preston,  M.D.,  Utica. — In  this  series 
primary  sterility  overshadowed  secondary  in  a ratio 
of  5:1.  The  latter  group  followed  the  familiar  pat- 
tern of  postabortion,  postectopic,  morbid  puer- 
perium,  old  salpingitis,  endometriosis,  and  the  post- 
operative group,  chiefly  ruptured  appendix.  Obvi- 
ously febrile  conditions  should  become  quiescent 
before  attempts  should  be  made  to  insufflate  or 
instill  opaque  media  into  the  uterus  and  tubes. 

It  is  also  generally  agreed  that  a period  of  at  least 
one  year  without  contraception,  and  proportionately 
longer  with  prolonged  use  of  contraception,  should 
ensue  before  investigating  this  factor  in  sterility. 
In  addition,  all  simple  investigative  procedures  for 
both  male  and  female  should  be  exhausted. 

Many  believe  that  carbon  dioxide  insufflation  to 
pressures  of  220  mm.  Hg  should  precede  the  utero- 
salpingogram,  while  others  feel  that  the  controlled 
amount  of  opaque  fluid  (10  to  20  cc.)  is  less  of  a 
threat  than  large  amounts  of  gas;  also  the  opaque 
dye  is  bacteriostatic. 

The  method  of  the  author  is  universal  and  thor- 
oughly reliable.  However,  with  a cooperative  pri- 
vate x-ray  laboratory  the  test  may  be  done  by  a 
similar  technic  using  a fluoroscopy  table  with  direct 
visualization.  By  this  modification  the  procedure 
may  be  abandoned  immediately  in  case  of  vascular 
invasion  of  the  dye.  As  shown  in  this  study,  the 
danger  of  complications  is  not  great  if  an  absorbable 
dye  is  used  in  the  test.  If  there  is  doubt  of  patency, 
the  test  may  be  repeated  after  a month  using  28  per 
cent  Lipiodol  with  “spill”  ascertained  on  a twenty- 
four-hour  plate.  This  is  of  value  in  cases  of  marked 
spasm. 

The  use  of  antispasmodics  and  psychologic  prep- 
aration of  the  patient  are  valuable  to  the  success  of 
the  test.  The  patient  should  be  cautioned  that  the 
instrumentation  and  installation  of  the  media  will 


cause  some  discomfort.  Gentleness  and  reasonably 
slow  atraumatic  procedure  will  pay  dividends  in 
overcoming  spasm.  I am  interested  in  the  use  of  2 
per  cent  novocaine  mixed  with  the  dye  as  suggested 
in  this  series. 

The  author  has  given  a complete  picture  of  the 
seven  salpingographic  possibilities  with  the  rationale 
governing  them,  pointing  out  graphically  the  four 
offering  little  hope  of  pregnancy. 

Normal  tubes  present  a fuzzy  appearance  whereas 
diseased  ones  are  more  likely  to  be  clear-cut,  linear, 
or  ballooned  as  in  hydrosalpinx.  This  observation 
can  be  of  value  in  deciding  whether  or  not  to  in- 
crease pressure  in  an  attempt  to  open  weakly 
blocked  tubes.  Healthy  tubes  will  stand  pressure 
up  to  400  mm.  Hg;  diseased  tubes  may  rupture 
under  200.  Nonabsorbable  dye  will  remain  in  dis- 
tended nonpatent  outer  tubes  for  prolonged  periods 
as  there  is  insufficient  muscle  tone  to  return  the 
medium  to  the  uterus. 

Tubal  obstructions  are  usually  definitely  outlined, 
and  the  test  is  valuable  not  only  to  localize  them  but 
to  show  the  results  of  plastic  operations  for  patency 
postopera  tively. 

The  author  has  shown  conclusively  that  a negative 
carbon  dioxide  insufflation  does  not  rule  out  tubal 
patency  as  a large  portion  of  his  series  (42  cases) 
showed  patent  tubes  by  salpingogram,  and  several 
of  these  became  pregnant.  Conversely,  he  has 
shown  that  a drop  in  pressure  with  no  shoulder  pain 
may  be  presented  with  occluded  tubes  (the  gas  pre- 
sumably entering  distended  tubes  or  the  venous 
plexus).  He  has  five  cases  to  prove  this. 

It  is  gratifying  to  have  pregnancy  follow  a utero- 
salpingogram.  As  a therapeutic  venture  I do  these 
tests  on  the  sixth  or  seventh  postmenstrual  day  to 
allow  complete  regeneration  of  endometrium  and  to 
take  advantage  of  freeing  adhesions  nearer  the  time 
of  ovulation.  Any  later  date  would  seem  to  en- 
courage forcing  endometrial  transplants  through  the 
tubes  as  the  endometrium  is  then  in  the  proliferative 
phase. 

The  value  of  radiologic  study  of  the  cervico- 
uterine  cavity  with  this  test  is  apparent.  Stenosis 
and  growths  of  the  cervix  are  revealed.  Myomas, 
polyps,  carcinoma,  bicornate  and  septate  uteri,  as 
well  as  malformations  and  malpositions  of  the 
uterus,  are  outlined.  Occasionally  tubal  or  ab- 
dominal pregnancy  can  be  diagnosed  with  normal 
uterine  shadow  and  fetal  outline  outside  of  the 
uterus. 

A word  of  caution  as  to  contraindications  to  this 
test  may  not  be  remiss:  (1)  Normal  intrauterine 
pregnancy  (it  has  been  done  many  times  without 
disturbing  the  pregnancy);  (2)  hemorrhage  (normal 
or  abnormal:  may  encourage  intravasation);  (3) 
acute  or  subacute  pelvic  inflammatory  disease;  (4) 
recent  curettage  (sinuses  open  encouraging  intra- 
vasation); (5)  fever;  and  (6)  cardiac,  pulmonary, 
or  other  systemic  disease. 


It  takes  much  cleverness  to  know  how  to  conceal  cleverness. — Francois  de  La  Roche- 
foucauld 
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FEW  subjects  in  medical  literature  confront 
the  reviewer  with  a more  perplexing  phantasy 
than  that  of  acute  inversion  of  the  uterus.  The 
following  paragraphs  will,  in  all  probability,  add 
to  this  confusion  rather  than  detract  from  it — 
first,  because  the  man  whose  research  is  respon- 
sible for  this  presentation  can  no  longer  give 
guidance  to  the  narrator;  second,  because  it  dis- 
agrees with  practically  every  article  written  on 
the  subject  during  the  past  fifty  years. 

Incidence 

Some  two  thousand  cases  have  been  reviewed, 
and  nothing  is  so  unsettled  as  the  incidence. 
The  lowest  reported  was  by  Zangmeister  for 
Germany,  1 : 400,000,  and  the  highest  by  Douglas 
at  New  York  Lying-In  Hospital,  1:4,000.  We 
have  had  six  cases  in  about  34,000  deliveries 
at  the  Rochester  General  Hospital  during  the 
twenty-year  period  ending  1950,  an  incidence  of 
one  in  less  than  6,000.  Actually,  it  is  no  more 
rare  than  several  other  better  publicized  major 
obstetric  catastrophes,  e.g.,  spontaneous  or  trau- 
matic rupture  of  the  uterus,  excepting  those  oc- 
curring in  cesarean  scars;  placenta  accreta; 
cortical  necrosis  of  the  kidneys;  craniotomy  in 
obstructed  labor  if  that  done  for  hydrocephalus  is 
eliminated.  Only  diagnosed  cases  can  be  re- 
ported, and  many  cases  show  very  late  diagnosis, 
hours,  days,  months,  and  even  years  elapsing  be- 
fore the  condition  is  discovered.1 

Etiology 

Three  suppositions  are  invariably  listed  as  the 
causal  factors  in  inversion:  relaxation  of  the 
uterus,  pressure  on  the  fundus  from  above,  and 
traction  on  the  cord  from  below.2-6  Thus  inertia 
is  the  key  factor,  with  implied  mismanagement  of 
the  third  stage  of  labor  the  added  stigma.6-8 

There  is  absolutely  no  evidence  that  uterine 
inertia  is  essential  for  the  production  of  inversion. 
The  fact  is  that  inversion  is  impossible  in  the 
presence  of  inertia,  except  under  one  condition,  if 
the  patient  is  in  extremis. 

The  uterus  is  inverted  only  by  the  action  of  the 
uterus  itself.  It  is  the  result  of  a normally  func- 
tioning uterus  attempting  to  rid  itself  of  an  adher- 
ent placenta,  a placenta  that  is  firmly  and  com- 
— 
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pletely  adherent  in  the  fundus  of  the  uterus,  and 
it  occurs  only  during  the  third  stage  of  labor. 

Symptoms 

The  triad  of  pain,  hemorrhage,  and  shock  are 
universally  accepted  symptoms  of  inversion.  To 
give  authority  for  this  statement  would  but  add 
all  obstetric  textbooks  and  most  of  the  literature 
written  on  the  subject  to  the  list  of  references. 
Actually,  inversion  produces  no  symptoms  what- 
ever. To  avoid  needless  repetition  this  state- 
ment will  be  explained  in  a later  paragraph. 

Diagnosis 

While  generally  associated  with  late  gestation, 
it  has  been  reported  occurring  in  a four-month 
abortion.1  The  statement  is  frequently  made 
that  diagnosis  is  easy.  Diagnosis  is  difficult  and 
rarely  made  at  the  time  the  inversion  occurs. 
Too  many  are  the  case  reports  attesting  to  the 
fact  of  this  statement.1-9  Inversion  occurs 
silently.  There  is  no  change  in  color,  pulse, 
respiration,  and  no  subjective  symptoms.  It  is 
occult.  It  is  absolutely  unpreventable  and  un- 
predictable. True,  the  uterus  can  many  times  be 
palpated  abdominally,  but  sufficient  pressure  to 
become  aware  of  its  irregular  outline  may  result  in 
producing  and  completing  its  prolapse,  and  pro- 
lapse is  the  major  catastrophe  accompanying  in- 
version. 

Physiology  and  Pathology  of  the  Inverted 
Uterus 

The  inverted  uterus  involutes  in  the  same 
manner  as  a normally  positioned  puerperal  uterus. 
It  can  continue  its  cyclic  menstrual  rhythm,  al- 
though the  bleeding  may  at  times  be  extremely 
heavy.10 

Local  necrosis  and  infection  are  not  the  result 
of  constriction  and  strangulation  as  frequently 
stated.  They  are  due  to  trauma  produced  by 
manual  or  instrumental  manipulation  directed  at 
the  control  of  hemorrhage  or  attempts  to  reinvert 
the  uterus  forcibly.  These  ill-conceived  attempts 
to  reinvert  the  uterus  without  understanding  the 
mechanism  necessary ‘to  bring  about  easy  and 
successful  reinversion  in  a nontraumatizing 
manner  are  the  main  causes  of  failure  to  right  this 
condition. 

Mechanism  of  Inversion  of  the  Uterus 

Trophoblastic  infiltration  of  the  uterine  wall 
and  the  formation  of  large  blood  sinuses  result  in  a 
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Fig.  1.  (A)  Placenta  firmly  adherent  in  the  fun- 

dus immediately  after  delivery. 

( B ) Not  well  illustrated  to  show  the  heavier 
muscle  mass  being  built  up  below  and  around  the 
fundus  but  shows  the  fundus  buckling. 


thinning  of  the  wall  at  the  site  of  placental  im- 
plantation. The  result  is  a weakening  of  the 
uterus  at  the  placental  site,  in  cases  of  inversion 
the  fundus. 

Two  conditions  are  always  present  and  neces- 
sary for  inversion  of  the  uterus  to  occur.  These 
are  normal  uterine  tonicity  and  a placenta  com- 
pletely adherent  in  the  fundus  of  the  uterus 
(Fig.  1A). 

The  uterus,  in  an  effort  to  rid  itself  of  the  ad- 
herent placenta,  follows  a normal  pattern  of 
uterine  action.  The  muscle  fibers  in  the  upper 
segment  contract  and  shorten.  This  increases 
the  bulk  of  the  muscle  mass  in  the  upper  segment 
and  results  in  retraction  of  the  passive  lower  seg- 
ment. The  placenta,  fir  mly  adherent  in  the  fun- 
dus, splints  the  muscle  fibers  in  this  area.  As  a 
result  of  this  splinting  action  the  fundal  muscle 
fibers  cannot  contract  in  a normal  manner.  This 
area  then  continues  to  become  relatively  thinner 
and  weaker  than  the  corpus.  The  uterus  con- 
tinues its  contraction-retraction  pattern  and 
finally  a circular  ring  of  strong  muscle  mass  is 
formed  below  and  around  the  weaker  fundus. 
The  muscle  fiber  s of  the  fundus  are  finally  over- 
come by  this  stronger  force  and  begin  to  buckle  as 
illustrated  in  Figs.  1 to  3. 

The  process  outlined  occurs  silently  without 
any  signs  or  symptoms.  If  the  placenta  sepa- 
rates completely,  the  fundus  may  retract  and  the 
condition  right  itself  spontaneously,  the  ob- 
stetric attendant  being  none  the  wiser.  This  is 
asymptomatic  or  concealed  inversion.  We  be- 
lieve this  concealed  or  silent  inversion  is  as  fre- 
quent an  occurrence  as  symptomatic  or  revealed 
inversion. 


Two  things  can  now  happen  to  reveal  inver- 
sion. First,  the  placenta  may  partially  separate 
and  hemorrhage  result.  Second,  prolapse  may 
occur,  either  when  an  attempt  is  made  to  express 
the  placenta  by  massage  and  pressure  on  the 
fundus  from  above  or  by  traction  on  the  cord 
from  below.  Voluntary  or  involuntary  straining 
may  also  produce  prolapse. 

When  prolapse  occurs  with  inversion,  pro- 
found shock  usually  results.  This  is  due  to  stretch- 
ing of  the  nerves  of  the  broad  ligament  and  pelvis 
which  have  been  dragged  into  the  inverted 
uterus.11  This  explains  the  frequently  observed 
fact  that  shock  is  very  often  out  of  all  proportion  to 
the  amount  of  blood  lost. 

Replacement  of  the  Inverted  Uterus 

This  resolves  itself  in  a logical  manner  to  the 
following  procedure:  (1)  removal  of  the  adher- 
ent placenta,  (2)  correction  of  the  accompanying 
prolapse,  and  (3)  placing  the  inverted  organ  in  a 
position  which  will  permit  a spontaneous  reversal 
of  the  mechanism  which  produced  the  inversion. 

The  uterus  can  be  reinverted  in  a few  seconds. 
Its  natural  tendency  is  to  assume  its  normal  posi- 
tion. The  following  method,  carried  through  as 
described,  will  reposition  any  case  of  acute  inver- 
sion if  carried  out  immediately  after  its  occurrence. 

1.  Gently  grasp  the  (prolapsed)  fundus  with 
the  fingers  and  thumb  of  the  right  hand, 
palmar  surface  up. 

2.  Push  the  fundus  upward  into  the  vagina. 

3.  Carry  the  fundus  upward  and  backward 
following  the  curve  of  the  sacrum  until  the 
fundus  is  at  the  same  level  and  on  the  same 
plane  with  that  of  the  cervix.  This  plane  is 
reached  when  the  fundus  is  a little  above 
the  level  of  the  pubis. 

4.  In  a few  seconds  the  reverse  mechanism  will 
spontaneously  reinvert  the  uterus. 

Forcible  manipulation  will  do  nothing  to  aid 
this  procedure.  Force  and  oxytocic  drugs  are 
the  common  causes  of  failure  of  easy  replacement. 

Case  Reports 

Case  1. — G.  S.,  age  twenty-two  years,  gravida  1, 
Para  0,  was  admitted  on  November  26,  1948,  in 
active  labor.  Her  last  menstrual  period  was  March 
4,  1948,  and  her  expected  date  of  confinement  was 
December  11,  1948.  The  antenatal  course  was  nor- 
mal. The  first  stage  lasted  ten  hours,  the  second 
stage  one  hour  and  twenty-five  minutes  terminated 
by  prophylactic  low  forceps  and  episiotomy,  and 
the  third  stage  lasted  three  minutes.  “The  placenta 
was  expressed  by  moderate  pressure  on  the  fundus, 
examination  revealing  it  to  be  lodged  in  the  cervix. 
As  the  placenta  was  extruded,  so  was  the  fundus  of 
the  uterus,  resulting  in  complete  inversion  and  par- 
tial prolapse.”  The  uterus  was  immediately  re- 
placed by  the  method  described  above.  There  was 
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Fio.  2.  (.4,  B,  and  C)  Results  of  the  continued  normal  uterine  contraction:  the  fundus  is  descending, 
and  the  cervix  is  being  retracted  over  it  during  the  descent. 

( D ) Halfway  mark  is  reached.  The  fundus  is  descending  to  emerge  through  the  cervical  canal.  The 
lower  uterine  segment  continues  its  ascent. 


a mild  degree  of  shock  which  responded  to  intra- 
venous therapy:  blood  loss  was  estimated  at  800  cc. 
The  patient  made  an  uneventful  recovery  and  was 
discharged  on  the  twelfth  postpartum  day. 

Case  2. — D.  A.,  age  twenty-two  years,  gravida  1, 
Para  0,  was  admitted  in  active  labor  on  March  4, 
1943.  Her  last  menstrual  period  was  August  18, 
1942,  and  her  expected  date  of  confinement  was 
April  25,  1943.  The  antenatal  course  was  unevent- 
ful. The  first  stage  lasted  six  hours,  the  second  stage 
fifty-three  minutes  terminated  by  prophylactic 
low  forceps  with  episiotomy,  and  the  third  stage 
lasted  twelve  minutes.  “Pressure  was  applied  to 
the  fundus  while  contracted  after  apparent  separa- 
tion of  the  placenta  occurred.  The  placenta  came 
half  way  out  and  stuck.  With  fundal  pressure  and 
traction  on  the  cord  the  placenta  delivered  with 
difficulty.  A dimple  in  the  fundus  was  immediately 
recognized,  and  a diagnosis  of  partial  inversion  of  the 
uterus  made.  A hand  inserted  into  the  vagina  re- 
duced the  uterus  and  the  fundus  contracted  satis- 
factorily.” Blood  loss  was  measured  at  1,050  cc. 
The  patient  was  not  in  shock.  The  blood  was  re- 
placed, and  the  only  untoward  reaction  was  mor- 
bidity on  the  third  and  fourth  days.  The  patient 
was  discharged  on  the  fourteenth  postpartum  day. 

Case  S. — A.  D.,  age  twenty  years,  gravida  1,  Para 
0,  was  seen  initially  in  the  clinic  eight  days  before 
admission  on  July  4,  1939,  in  active  labor.  The  ex- 
pected date  of  confinement  was  indefinite,  but  the 
patient  thought  her  last  period  was  in  November, 
1938.  The  first  stage  lasted  seventeen  hours  and 
twenty  minutes,  the  second  stage  two  hours  and 
thirty-nine  minutes,  and  the  third  stage  lasted 
eleven  minutes.  The  placenta,  the  membranes,  and 
the  fundus  appeared  at  the  outlet.  No  traction  was 
applied  to  the  cord  or  pressure  to  the  fundus.  Blood 
loss  was  estimated  at  1,000  cc.  She  was  treated  by 
packing  eight  hours  later.  An  Aveling  repositor  was 
placed  with  the  packing  of  the  vagina.  Oozing  con- 
tinued, however,  and  the  patient  expired  twenty- 


eight  hours  after  delivery.  The  cause  of  death  was 
too  active  intravenous  therapy— 3,650  cc.  blood  plus 
saline,  Acacia,  etc. 

Case  4 ■ — D.  H.,  age  twenty-two  years,  gravida  1, 
Para  0,  was  admitted  on  September  25, 1939,  at  term 
in  active  labor.  The  patient  had  had  an  uneventful 
prenatal  course.  The  first  stage  lasted  eight  hours 
and  forty-five  minutes,  the  second  stage  one  hour 
and  six  minutes,  and  the  third  stage  lasted  eighteen 
minutes.  The  placenta  was  expressed  by  a “modi- 
fied Cred6  maneuver.”  The  patient  was  returned 
to  the  floor  from  delivery  room  in  mild  shock. 
Eight  hours  later  the  resident  informed  the  family 
physician  that  inversion  was  present.  Manual  re- 
placement was  done  fifteen  hours  after  delivery,  and 
a blood  transfusion  and  intravenous  fluids  were 
given.  The  patient  was  discharged  on  the  eighteenth 
postpartum  day. 

Conclusions 

1.  The  actual  incidence  of  occurrence  is  un- 
known but  is  probably  less  than  1 : 6,000. 

2.  It  can  occur  silently,  producing  no  symp- 
toms. 

3.  Diagnosis  is  rarely  made  at  the  time  inver- 
sion occurs. 

4.  Inertia  and  mismanagement  of  the  third 
stage  play  no  part  in  its  occurrence. 

5.  An  attempt  is  made  to  illustrate  the  mech- 
anism producing  the  condition. 

6.  Normal  uterine  action  and  a placenta 
adherent  at  the  fundus  are  necessary  for  its  pro- 
duction. 

7.  A simple  method  of  replacement  is  de- 
scribed. 
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Discussion 

George  B.  Madison,  M.D.,  Syracuse. — The  sub- 
ject of  inversion  of  the  puerperal  uterus  is  one  which 
merits  attention.  The  infrequency  of  its  incidence 
does  not  constitute  a valid  apology  for  neglecting 
serious  consideration  of  this  accident. 

The  etiology  of  uterine  inversion  is  relatively  ob- 
scure. In  general,  we  recognize  the  possibility  of 
local  atony  of  that  area  of  the  uterus  involved  in  the 
placental  site.  Such  physiologic  atony,  of  course, 
invites  “sagging”  of  that  portion  of  the  uterine  wall, 
usually  the  fundus.  This  is  the  first  stage  in  the 
production  of  inversion.  Pressure  upon  such  a uterus 
from  above,  especially  during  the  noncontractile 
phase  of  the  uterus,  provides  the  mechanical  means 
for  the  completion  of  the  inversion.  Traction  upon 
the  cord  when  the  placenta  is  still  wholly  or  partially 
adherent  may  also  result  in  inversion.  It  is  my 
opinion  that  the  theory  of  spontaneous,  unaided 
inversion  of  the  uterus  is  erroneous.  While  this 
mechanism  may  be  operative  in  an  occasional  case, 


in  the  majority  of  instances  improper  management 
of  the  third  stage  of  labor  is  of  primary  etiologic 
import  in  the  initiation  of  the  process  of  inversion. 
It  is  conceivable  that,  once  the  process  begins,  it 
may  be  brought  to  completion  by  the  mechanism 
which  Dr.  Duggan  has  outlined.  This  might  explain 
certain  cases  which  do  not  become  “revealed”  until 
several  hours  following  delivery. 

Dr.  Duggan  has  adequately  described  the  diag- 
nostic findings  usually  observed.  One  fact  worthy 
of  mention,  described  neither  by  Dr.  Duggan  nor 
in  any  of  the  writings  on  the  subject,  is  invariably 
true.  The  portio  vaginalis,  at  the  termination  of 
the  second  stage  of  labor,  is  a flaccid  structure  and 
hangs  as  a loose  curtain  in  the  vagina.  This  portion 
of  the  uterus  cannot  and  does  not  participate  in 
the  process  of  inversion.  It  surrounds  the  large 
rounded  tumor  mass  which  is  present  in  the  vagina, 
and  recognition  of  this  fact  greatly  facilitates  reposi- 
tion of  the  inverted  organ. 

The  first  step  in  repositing  the  uterus  consists  in 
grasping  the  curtain  of  cervix  throughout  its  circum- 
ference with  six  to  eight  cervical  clamps.  These  are 
for  the  purpose  of  securing  gentle  traction.  Deep 
induction  anesthesia  in  order  to  obtain  adequate 
uterine  relaxation  is  essential.  With  one  hand  two 
or  three  of  the  cervical  clamps  are  grasped  and  gentle 
traction  is  employed.  At  the  same  time  the  fingers 
of  the  free  hand  exert  equal  counterpressure  up- 
ward at  the  very  periphery  of  the  inverted  organ  at 
points  corresponding  to  the  downward  traction 
upon  the  cervix.  Haste  is  unnecessary  and  should 
be  avoided.  Slowly  by  such  taxis  replacement  be- 
gins. The  first  degree  of  reduction  having  been  ob- 
tained, the  internal  fingers  are  shifted  circumferen- 
tially a fraction  of  an  inch.  The  external  hand 
shifts  its  countertraction  to  the  other  cervical 
clamps  corresponding  to  the  new  position  of  the 
internal  hand,  and  the  maneuver  is  repeated.  Soon 
the  fundus  ascends  to  its  original  and  normal  posi- 
tion in  the  abdomen. 

This  technic  of  repositing  the  uterus  is  at  variance 
with  that  described  by  Dr.  Duggan.  The  procedure 
which  I have  outlined  consists  of  replacing  first,  that 
portion  of  the  uterus  which  has  last  beeome  in- 
verted. 

When  the  placenta  is  still  partially  or  wholly 
attached  to  the  inverted  organ,  it  is  advisable  to 
remove  it  manually,  thereby  reducing  the  bulk  of 
the  mass  to  be  reduced.  Needless  to  say,  blood 
should  be  available  in  all  cases  when  this  complica- 
tion is  present. 

Following  reduction  an  occasional  case  will 
exhibit  a recurrence  of  the  accident  minutes  or  hours 
later.  To  guard  against  such  a complication  a firm 
uterine  gauze  pack  should  be  inserted  and  left  in 
place  for  twelve  to  twenty-four  hours. 

We  are  indebted  to  Drs.  McGill  and  Duggan  for 
proposing  this  theory  of  the  mechanics  involved  in 
the  production  of  this  rare  and  rather  bizarre  ob- 
stetric complication.  Their  theory  is  not  without 
merit  and  may  well  explain  certain  instances  of  in- 
version of  the  uterus. 
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FIBROMYOMATA  of  the  uterus  are  the 
tumors  most  often  encountered  in  pregnancy, 
the  incidence  being  between  0.3  and  2.1  per  cent. 
In  Grandin’s  series  of  20,763  pregnancies,  the 
incidence  of  myoma  uteri  was  2.1  per  cent.1 
Very  probably  the  frequency  of  occurrence  is 
nearer  the  higher  limit  of  2.1  per  cent  for  the  rea- 
sons that,  today,  we  have  more  adequate  prenatal 
care  and  better  diagnostic  facilities.  The  in- 
cidence of  myoma  uteri  is  about  the  same  in  both 
pregnant  and  nonpregnant  women  during  the  re- 
productive years,  with  more  than  70  per  cent 
occurring  after  age  thirty. 

Physiology 

Because  of  the  marked  increase  in  both  ovarian 
activity  and  vascularity  with  softening  of  the 
uterus  in  pregnancy,  the  myoma,  as  a rule,  be- 
comes relatively  prominent  and  often  changes  its 
shape;  an  exception  to  this  added  prominence  of 
the  myoma  in  pregnancy  is  found  in  women  near- 
ing the  menopause  in  whom  the  myoma  is  liable 
to  atrophy. 

Pathology,  Signs,  and  Symptoms 

While  in  the  vast  majority  of  pregnant  myo- 
matous uteri  there  are  few  complications,  in  a 
relatively  small  proportion  accidents  do  occur, 
depending  not  only  upon  the  particular  type  of 
myoma  but  also  on  its  position  within  or  on  the 
uterus.  Mechanical  pressure  may  cause  urinary 
symptoms,  edema,  neuralgic  pains,  constipation, 
or  even  hemorrhoids. 

The  blood  supply  of  the  myoma  in  pregnancy  is 
always  in  jeopardy,  and  this  is  especially  liable  in 
the  pedunculated,  subserous  type.  As  a con- 
sequence, the  ischemic  myoma  takes  on  a sort  of 
foreign  body  reaction,  the  result  of  necrobiosis  or 
red  degeneration,  with  evidence  of  acute  abdomen 
and  systemic  disturbances  as  fever,  leukocytosis, 
increased  pulse  rate,  malaise,  etc.  Greenhill 
estimates  the  incidence  of  degeneration  to  be 
about  25  per  cent,  with  a greater  tendency  to  this 
in  the  puerperium.2  Necrosis  of  the  narrow 
pedicle  of  a subserous  myoma  may  allow  the 
growth  to  fall  into  the  peritoneal  cavity,  usually 
a serious  complication. 

The  myoma  can  distort  the  uterine  cavity  and 
pelvic  canal  and  so  cause  malposition  anti  mal- 
presentation  of  the  fetus.  The  “accidents” 
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caused  by  the  myoma  during  pregnancy — bleed- 
ing, abortion,  separation  of  the  placenta,  and  pre- 
mature labor — are  usually  due  to  impairment  of 
the  blood  and  nerve  supply  of  the  uterus,  either 
by  a submucous  myoma  which  encroaches  on  the 
placental  site  thus  causing  bleeding  or  actual 
separation  of  the  placenta,  or  by  direct  pressure 
from  a large  myoma,  especially  if  it  does  not  rise 
out  of  the  pelvis  with  advance  of  pregnancy. 

As  might  be  expected,  and  as  asserted  by  both 
Greenhill  and  Finn,  the  incidence  of  abortion  due 
to  myoma  uteri  is  about  double  that  rate  of  10 
per  cent  found  in  the  normal  uterus.2,3  In  this 
connection  it  is  difficult  to  understand  Grandin’s 
allegation  that  the  incidence  of  abortion  in  myoma 
uteri  is  not  greater  than  5 per  cent.1  Surely  the 
myoma  of  the  uterus  in  pregnancy  would  hardly 
confer  an  immunity  to  abortion. 

During  labor,  the  degree  of  mechanical  inter- 
ference of  a myoma  may  cause  uterine  inertia. 
In  those  uteri  in  which  the  placental  site  is  en- 
croached upon  by  a submucous  myoma,  the  inter- 
mittent contractions  may  cause  abnormal  bleed- 
ing or  actual  separation  of  the  placenta.  A large 
myoma  which  does  not  rise  out  of  the  pelvis  or 
cannot  be  pulled  out  by  upward  traction  on  the 
fundus  will  block  the  bony  canal,  thus  causing 
obstructed  labor  and  dystocia. 

Diagnosis 

Usually  the  myomatous  uterus  is  discovered  on 
pelvic  examination.  The  uterus  may  be  larger 
than  the  period  of  gestation  would  warrant. 
Sometimes  the  irregular  contour  of  the  abdomen 
may  be  noted  and  the  presence  of  a myoma  veri- 
fied by  repeated  inspection  and  palpation  with 
the  advance  of  pregnancy.  On  the  other  hand, 
the  presence  of  a myoma  may  not  be  known  until 
it  shows  evidence  of  degeneration  or  until  an 
“accident”  occurs. 

Freak  uteri  or  other  types  of  pelvic  tumors  and 
ectopic  pregnancy  must  be  ruled  out.  The  acute 
abdomen  of  a degenerating  myoma  may  simulate 
the  abdomen  associated  with  twisted  cyst,  in- 
flamed adnexa,  extrauterine  pregnancy,  appendi- 
citis, etc. 

Treatment 

It  should  hardly  be  necessary  to  assert  that,  bv 
and  large,  patients  with  myomas  of  pregnancy  are 
more  liable  to  “accidents”  of  pregnancy  than  are 
those  who'  are  pregnant  with  normal  uteri. 
While  in  the  vast  majority  of  myomas  of  preg- 
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nancy  there  will  be  few  serious  complications, 
nevertheless,  the  attending  physician  must  be 
on  the  alert  to  evaluate  the  risk  in  that  small 
minority,  It  is  our  opinion  that,  too  often, 
the  home  is  left  childless  because  of  radical 
surgery  performed  on  a pregnant  uterus  solely 
because  it  contains  fibroids. 

In  the  case  of  one  of  us  (K.R.),  a primigravida, 
aged  thirty-six,  with  a myoma  the  size  of  a large 
orange  in  the  lower  uterine  segment,  miscarried 
at  three  months.  Anxious  to  bear  a child,  she 
became  pregnant  again,  and  near  term  a good- 
sized  living  child  was  delivered  by  cesarean  sec- 
tion, because  of  the  low  position  of  the  myoma. 
A few  months  later  the  uterus  containing  several 
large  myomata  was  removed. 

In  another  of  our  cases  (R.J.L.)  a young 
primigravida  had  a minor  episode  of  bleeding 
early  in  pregnancy  complicated  by  a myoma 
which  was  very  conspicuous  on  the  abdomen 
during  pregnancy  and  especially  during  labor. 
A normal  living  child  was  delivered  at  term  by 
low  forceps.  Subsequently,  hysterectomy  was 
advised  by  another  obstetrician  and  gynecologist, 
but  the  patient  preferred  to  chance  a second 
pregnancy  through  which  she  went  uneventfully 
and  which  terminated  by  a relatively  normal 
vaginal  delivery  of  a full-term,  live  baby.  With- 
in a year  the  uterus  had  grown  much  larger,  and 
hysterectomy  was  done  at  age  twenty-seven  on 
this  woman  who  had  two  healthy,  normal  chil- 
dren. 

In  another  case  (R.J.L.)  a thirty-year-old 
primigravida  miscarried  at  three  months.  Sub- 
sequently, the  largest  five  of  several  dozen 
myomas  were  removed  from  the  uterus.  A year 
and  a half  later  at  cesarean  delivery  of  a normal 
full-term  child,  the  myomas  were  relatively  in- 
conspicuous, and  none  required  removal.  At  the 
second  cesarean  delivery  of  a normal  full-term 
child  there  was  further  marked  regression  of  the 
myomas,  and  no  excisions  were  necessary.  At 
the  menopause,  ten  years  later,  examination  re- 
vealed a relatively  small  myoma  of  the  uterus, 
and  because  of  troublesome  menorrhagia  the 
menopause  was  completed  by  radium. 

In  the  case  of  a twenty-year-old  colored  primi- 
gravida at  thirty-two  weeks  gestation  and  cared 
for  by  the  authors  jointly,  the  patient  presented 
the  picture  of  an  acute  abdomen  with  pulse  rate 
100,  normal  temperature,  leukocytosis  of  18,500, 
and  hemoglobin  78  per  cent.  To  the  right  of  the 
umbilicus  there  was  a tender,  quite  moveable 
“lump”  the  size  of  an  orange.  Mainly  because 
this  “lump”  was  thought  to  be  either  a peduncu- 
lated myoma  or  a twisted  cyst,  laparotomy  was 
performed  at  once.  There  was  found  at  opera- 
tion an  inflamed  subserous  myoma  about  4 cm.  in 
diameter  on  the  right  side  of  the  upper  portion  of 


the  anterior  surface  of  the  uterus.  Enucleation 
from  the  relatively  shallow  bed  was  easily  done 
with  little  bleeding,  and  the  rent  was  closed  by 
superficial  sutures.  The  pathologist  reported 
that  the  mass  was  a necrotic,  uterine  myoma 
showing  hyalinization  with  areas  of  old  and  recent 
hemorrhage.  The  patient  made  an  uneventful 
recovery.  Because  of  the  small  and  superficial 
myomectomy  scar,  she  was  allowed  to  proceed 
with  normal  delivery  which  resulted  in  a living 
child  arriving  two  weeks  past  the  calculated  date. 

Surgery 

The  type  of  surgical  interference  indicated 
when  conservatism  would  seem  no  longer  to  have 
a place  will  vary  not  only  with  the  severity  of  the 
risk  introduced  by  progressive  degeneration,  un- 
controlled bleeding,  separation  of  the  placenta, 
dystocia,  etc.,  but  also  with  the  period  of  gesta- 
tion, age  of  mother,  condition  of  both  mother  and 
unborn  child,  and  the  number  of  children  already 
born.  Generally  speaking,  one  of  the  four  fol- 
lowing procedures  is  chosen:  myomectomy, 
myomectomy  with  cesarean  section,  cesarean 
only,  or  cesarean-hysterectomy. 

There  is,  of  course,  much  variation  of  opinion 
as  to  which  type  of  procedure  should  be  elected. 
In  our  own  case  we  chose  myomectomy  only  and 
later  vaginal  delivery,  chiefly  because  there  was 
just  one  myoma  and  the  excision  of  this  was  not 
deep.  Finn  asserts  that  the  abortion  rate  after 
myomectomy  is  about  20  per  cent  and  that 
myomectomy  is  rarely  necessary  during  preg- 
nancy.3 Finn’s  contention  that  a myomectomy 
scar  is  often  an  indication  for  cesarean  is  partly 
negated  by  Greenhill,  who  contends  that  the  vast 
majority  of  patients  with  myomectomy  scars  can 
deliver  vaginally.3,2 

Myoma  Uteri  in  the  Puerperium 

Degeneration  with  superimposed  infection  of 
the  myoma  in  the  puerperium  is  evidenced  by  a 
morbid  puerperium  characterized  by  one  or 
more  of  the  following:  subinvolution,  persistent 
bleeding,  tenderness  and  pain  over  the  uterus, 
acute  abdomen,  fever,  etc.  If  there  is  no  response 
to  oxytocics  and  antibiotic  therapy,  then  myo- 
mectomy, and  in  some  cases  hysterectomy,  must 
be  performed. 

Summary  and  Conclusions 

1.  The  mere  existence  of  myoma  uteri  in 
pregnancy  is  in  itself  rarely  an  indication 
for  surgical  interference  during  pregnancy. 

2.  The  vast  majority  of  patients  with  myoma 
uteri  in  pregnancy  have  no  complications 
which  cannot  be  treated  by  palliative  meas- 
ures. 

3.  In  the  remaining,  relatively  small  minority 
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the  type  of  surgery  should,  within  the  limits 
of  safety,  favor  myomectomy,  cesarean  only, 
or  myomectomy  and  cesarean,  with  a view 
toward  maximum  salvage  of  both  offspring 
and  mother. 

4.  The  selection  of  operation,  including  cesar- 
ean-hysterectomy, which  is  to  be  employed 
will  depend  not  only  on  the  nature  and 
severity  of  the  complication  but  also  on  the 
period  of  gestation,  age  of  patient,  condition 
of  mother  and  unborn  child,  and  also  on  the 
number  of  living  children. 

5.  Cesarean-hysterectomy  may  be  the  opera- 
tion of  election  in  carefully  selected  cases. 
It  has  the  advantage  of  eliminating  the  post- 
partum complications  of  degeneration  and 
infection  of  the  myoma,  and  it  may,  there- 
fore, very  probably  carry  less  risk  than 
myomectomy,  myomectomy  with  cesarean, 
or  cesarean  only. 
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Discussion 

J.  Edward  Hall,  M.D.,  Brooklyn. — Although 
! much  has  been  written  concerning  myomata  compli- 
j eating  the  pregnant  uterus,  there  are  still  many 
; misconceptions  about  their  treatment.  Therefore, 
it  is  well  that  the  present-day  attitude  has  been 
brought  to  our  attention. 

There  has  been  an  increase  in  the  incidence  of 
; the  elderly  primigravida  and,  therefore,  an  increase 
in  the  number  of  primigravidas  having  their  preg- 
i nancies  complicated  by  myomata.  The  elderly 
primipara  is  often  a serious  problem  during  labor, 
and  at  the  time  of  delivery  the  presence  of  myomata 
uteri  may  increase  this  problem.  Even  if  there  is 
no  pelvic  obstruction  by  the  myoma,  these  uteri  often 
do  not  contract  well,  and  the  labors  are  poor.  It 
becomes  imperative  in  many  of  these  patients  to  do 


cesarean  sections  in  the  interest  of  the  baby.  This 
is  especially  true  if  the  fetus  is  presenting  as  a 
breech. 

Sterility  is  often  concomitant  with  myomata,  and 
consequently  the  relative  importance  of  the  fetus 
is  increased.  Therefore,  it  may  be  justifiable  to 
do  a cesarean  in  this  type  of  patient  if  there  is  any 
possibility  of  a difficult  labor  and  delivery. 

The  enlargement  of  the  myoma  during  pregnancy 
results  because  of  muscle  cell  hypertrophy  similar 
to  the  uterine  muscle  cell  hypertrophy  and  is  not 
due  to  actual  growth. 

The  essayists  mentioned  a subserous  myoma  fall- 
ing into  the  peritoneal  cavity  because  of  necrosis  of 
the  pedicle  and  causing  serious  complications.  This 
occurrence  must  be  rare,  and  I wonder  what  serious 
complications  ensue.  I have  seen  a few  of  these  so- 
called  wandering  myomas,  and  their  discovery  has 
always  been  an  accidental  finding. 

Surgical  intervention  is  rarely  necessary  in  the 
treatment  of  myomata  uteri  during  pregnancy.  The 
degenerative  changes  that  may  take  place  may 
produce  disturbing  symptoms,  but  they  will  sub- 
side under  intelligent  conservatism.  Not  only  is 
surgery  contraindicated  because  the  symptoms  of 
degeneration  will  subside  but  also  because  abortion 
after  myomectomy  is  quite  high.  Usually  the  only 
indication  for  surgery  is  torsion  of  a pedunculated 
myoma. 

Hysterectomy  has  largely  replaced  myomectomy 
in  many  clinics  as  the  treatment  for  myomata  uteri. 
However,  myomectomy  has  a definite  place  in  the 
treatment  of  these  tumors  in  the  young  person.  It 
is  not  necessary  to  deliver  all  persons  who  have  had 
myomectomies  by  cesarean  section.  Nevertheless, 
if  the  endometrium  was  involved  in  the  procedure, 
it  probably  would  be  wiser  to  deliver  such  a person 
by  cesarean  since  most  of  these  scars  will  be  in  the 
upper  portion  of  the  uterus  and  not  in  the  lower  seg- 
ment where  rupture  rarely  occurs. 

I heartily  endorse  the  authors’  plea  for  conserva- 
tive surgery  in  these  cases.  However,  in  the  age 
group  thirty-five  to  forty-five,  if  the  myomata  have 
produced  a situation  warranting  a cesarean,  in 
most  cases  I would  remove  the  uterus  but  not  the 
ovaries. 


EPILEPSY  NEED  NOT  BE  HANDICAP 

(Epilepsy  in  most  instances  should  not  interfere 
with  the  normal  activity  of  individuals  suffering 
from  that  condition,  Dr.  Lewis  J.  Pollock,  Chicago, 
reported  in  the  May  issue  of  Today’s  Health.  He 
1 summed  up  “What  is  epilepsy?”  in  this  way: 

“It  is  not  related  to  feeble-mindedness;  it  is  not, 
nor  does  it  lead  to  insanity;  it  is  not  associated 
with,  nor  does  it  lead  to  delinquency,  vice,  crime,  or 
1 mental  deterioration.  In  most  instances,  it  should 
not  interfere  with  good  health,  education,  technical 
( or  professional  training,  or  commercial,  manufac- 
| turing,  or  professional  pursuits.  It  is  compatible 
1 with  courtship,  marriage,  bearing  and  rearing 
children,  the  pursuit  of  happiness,  and  normal  social 
life  and  good  citizenship.  It  bears  no  shame.  It 
j deserves  only  that  amount  of  compassion  freely  given 
■ I to  those  who  have  some  other  illness. 


“Convulsions  occurring  on  one  side  of  the  body 
after  the  fourth  year  and  generalized  convulsions 
lasting  one  and  a half  hours  and  followed  by  several 
hours  of  confusion  or  sluggishness  are  especially 
significant  for  the  later  development  of  epilepsy. 
Head-banging  and  breath-holding  to  the  point  of 
blueness  of  the  skin  and  loss  of  consciousness  should 
be  reported  to  a physician  as  soon  as  they  are  ob- 
served.” 

Repeated  dizzy  attacks  of  a very  short  duration 
and  screaming  followed  by  limpness  likewise  have 
a serious  import.” 

Dr.  Pollock  pointed  out  that  there  is  no  miracle 
drug  or  surgical  procedure  that  can  cure  epilepsy  at 
present,  but  that  the  attacks  can  be  controlled  in  at 
least  70  per  cent  of  all  cases  not  due  to  organic  dis- 
ease. 


THE  VALUE  OF  ENDOMETRIAL  CURETTAGE  IN  THE  DIAGNOSIS 
AND  TREATMENT  OF  FUNCTIONAL  UTERINE  BLEEDING* 

E.  Stewart  Taylor,  M.D.,  and  James  C.  Lombardi,  M.D.,  Denver,  Colorado 

(From,  the  Department  of  Obstetrics  and  Gynecology,  University  of  Colorado  School  of  Medicine) 


WE  HAVE  felt  that  patients  with  excesses 
of  menstruation  due  to  presumed  func- 
tional causes  should  receive  a diagnostic  curettage 
of  the  endometrium  before  any  type  of  specific 
hormone  therapy  is  attempted.  Exceptions  to 
this  rule  might  fall  in  the  adolescent  group  or 
among  young  unmarried  women  of  less  than 
twenty  years  of  age.  The  advantages  of  curet- 
tage are  that  a more  accurate  diagnosis  is  ob- 
tained and  in  a high  percentage  of  patients  the 
menstrual  irregularity  or  excess  will  be  corrected 
by  the  procedure.  If  endometrial  curettage  fails 
to  correct  the  functional  bleeding  or  if  recurrence 
of  the  abnormal  bleeding  takes  place,  we  then  use 
hormone  therapy  as  an  aid  in  controlling  the 
menstrual  excesses.  The  aim  of  this  study  was  to 
assay  the  value  of  endometrial  curettage  in  the 
diagnosis  and  treatment  of  functional  uterine 
bleeding. 

Material 

In  the  period  between  October  1,  1948,  and 
January  1,  1950,  all  patients  in  the  Gynecology 
Clinic  of  the  Colorado  General  Hospital  with  a 
clinical  diagnosis  of  functional  uterine  bleeding 
were  referred  to  a special  menstrual  disorder 
clinic  for  management.  A total  of  81  patients 
were  included  in  this  study,  and  each  was  tenta- 
tively diagnosed  as  having  functional  uterine 
bleeding.  This  diagnosis  was  made  after  history 
and  pelvic  examination  in  the  clinic  had  sup- 
posedly ruled  out  organic  causes  for  bleeding. 
The  patients  were  re-examined  in  the  menstrual 
disorder  clinic  and  admitted  to  the  hospital  for 
endometrial  curettage  and  pelvic  examination 
under  anesthesia,  unless  a spontaneous  remission 
occurred  in  the  interim  before  hospital  admission. 
If  the  patient  was  not  having  uterine  bleeding 
when  seen  in  the  clinic,  curettage  was  postponed 
until  the  next  abnormal  bleeding  phase.  The 
postponement  was  in  order  to  obtain  a biopsy  of 
the  bleeding  endometrium  and  to  await  spon- 
taneous cure  in  some  patients.  Hormone  therapy 
was  not  used  if  endometrial  curettage  success- 
fully controlled  the  excess  uterine  bleeding. 

* Abridgment  of  thesis  submitted  to  the  Faculty  of  the 
Graduate  School  of  the  University  of  Colorado  in  partial  ful- 
fillment of  the  requirements  for  the  degree  of  Master  of  Sci- 
ence, Department  of  Obstetrics  and  Gynecology. 

Aided  by  a grant  from  Schering  Corporation. 

Presented,  by  invitation,  at  the  145th  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  Buffalo,  Sec- 
tion on  Obstetrics  and  Gynecology,  May  3,  1951. 


TABLE  I. — Age  Distribution 


Age 

Number  of  Patients 

12  to  20  years 

6 

21  to  30  years 

34 

31  to  40  years 

30 

41  to  54  years 

11 

Total 

81 

Table  I lists  the  patients  according  to  age 
distribution. 

Recurring  prolonged  uterine  bleeding  after 
curettage  of  the  endometrium  was  treated  by 
estrogen  and  progesterone  medication  according 
to  the  following  program  :* 

1.  Estinyl  sulfate,  0.5  mg.  daily,  for  twenty 

days. 

2.  For  the  last  ten  days  of  the  twenty,  oral 

Pranone,  10  mg.  three  times  each  day. 

3.  After  the  twenty  days  of  treatment,  a ten- 

day  rest  period  was  provided. 

4.  This  program  was  repeated  monthly  for 

three  consecutive  months. 

Thirteen  of  the  81  patients  enjoyed  spontane- 
ous correction  of  their  functional  uterine  bleeding 
while  awaiting  admission  to  the  hospital  for 
uterine  curettage  or  while  waiting  for  a subse- 
quent period  of  abnormal  bleeding.  Sixty-eight 
patients  remained  for  study  under  the  method  of 
pelvic  examination  under  anesthesia,  endometrial 
curettage,  and  biopsy.  By  pelvic  examination 
under  anesthesia  and  endometrial  curettage  six 
of  the  group  were  found  to  have  organic  path- 
ology to  account  for  the  abnormal  uterine  bleed- 
ing. These  six  patients  had  originally  been 
classified  clinically  as  having  prolonged  uterine 
bleeding  due  to  nonorganic  causes,  which  demon- 
strates the  dangers  inherent  in  making  a diag- 
nosis of  functional  uterine  bleeding  without  hav- 
ing performed  a diagnostic  curettage.  These  pa- 
tients were  excluded  from  the  functional  uterine 
bleeding  group  for  the  following  reasons : uterine 
fibromyomata,  epidermoid  cancer  of  the  cervix, 
retained  products  of  conception  (2  patients),  and 
chronic  salpingo-oophoritis  (2  patients).  The 
62  whom  we  felt  had  true  functional  uterine 
bleeding  after  curettage  revealed  the  following 
endometrial  histologic  patterns : 

Endometrial  hyperplasia  26 

Proliferative  endometrium  20 
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Secretory  endometrium  8 

Endometritis  2 

Total  62 

Endometrial  curettage  is  generally  recognized 
as  being  useful  for  the  control  of  menstrual  ex- 
cesses of  a functional  nature  as  well  as  for  diag- 
nosis. Using  curettage  in  this  study  both  for 
accuracy  in  diagnosis  and  for  treatment,  it  was 
found  that  41  (66  per  cent)  of  62  patients  cur- 
etted for  functional  menstrual  excesses  at  the 
time  of  an  abnormal  bleeding  episode  benefited  by 
hemostasis  and  the  establishment  of  normal 
cyclic  uterine  bleeding  for  six  months  or  longer. 

Cyclic  estrogen-progesterone  therapy  was  used 
lor  the  treatment  of  the  functional  bleeding  in  21 
patients  that  failed  to  benefit  from  curettage. 
The  indication  for  hormone  therapy  was  con- 
tinued bleeding  after  curettage  or  recurrence  of 
menstrual  excesses  sooner  than  six  months  after 
curettage. 

Eleven  of  the  21  patients  responded  to  the 
hormone  management  in  a satisfactory  manner. 
The  hormone  therapy  was  continued  for  three 
months,  then  withdrawn.  If  after  three  months 
of  hormone  treatment  the  menstrual  cycles  re- 
mained normal  for  three  or  more  additional 
months  without  hormones,  we  considered  the  re- 
sult satisfactory.  Those  that  responded  favor- 
ably to  hormones,  having  failed  to  be  aided  by 
curettage  for  six  months  or  longer,  are  listed  in 
Table  II. 


TABLE  II.— Patients  Which  Responded  Favorably  to 
Hormone  Therapy 


Age 

Endometrium 

Hor-  Length  of 

mones  Control 

17 

Proliferative  endometrium 

+ 

8 months 

17 

Proliferative  endometrium 

+ 

6 months 

23 

Proliferative  endometrium 

+ 

Pregnant 

months 

after  4 

24 

Secretory  endometrium 

+ 

Pregnant 

months 

after  4 

24 

Proliferative  endometrium 

+ 

Pregnant 

months 

after  3 

25 

Chronic  endometritis 

+ 

27  months 

27 

Endometrial  hyperplasia 

+ 

Pregnant 
month  ol 
tion 

after  1 
medica- 

29 

Endometrial  hyperplasia 

+ 

13  months 

29 

Endometrial  hyperplasia 

+ 

16  months 

38 

Endometrial  hyperplasia 

+ 

17  months 

39 

Secretory  endometrium 

+ 

18  months 

Ten  in  the  group  of  21  who  were  considered 
candidates  for  hormone  treatment  failed  to  have 
menstrual  excesses  controlled  by  the  use  of  hor- 
mones. Table  III  lists  the  patients  that  failed 
to  gain  relief  from  hormone  therapy,  presents  the 
operations  that  were  finally  performed,  and  gives 
the  pathology  found. 

Eight  of  the  ten  patients  who  failed  to  respond 
to  curettage  and  to  hormone  treatment  came  to 
hysterectomy;  one  was  treated  with  repeated 
curettements.  Resection  of  a persistent  ovarian 
follicle  cyst  was  performed  in  an  additional 
instance.  Two  of  the  eight  patients  who  had 
hysterectomy  were  found  to  have  submucous 
fibromyomata  that  were  unrecognized  preopera- 
tively.  The  removed  uteri  of  the  six  other  pa- 
tients were  grossly  normal.  Their  menstrual 
excesses  responded  neither  to  endometrial  curet- 
tage nor  to  hormone  therapy.  An  anovulatory 
type  of  endometrium  was  found  in  each  of  these 
six.  Those  that  failed  to  respond  to  hormone 
therapy  and  later  came  to  hysterectomy  were 
thirty-five  to  forty-two  years  old,  except  for  two 
patients  who  were  twenty-five  and  thirty  years  of 
age. 

Thirty-seven  of  the  81  patients  had  basal 
metabolic  rate  determinations.  In  no  instance 
was  evidence  of  abnormal  thyroid  function  found. 
Thyroid  extract  was  not  used  for  the  control  of 
bleeding  symptoms  in  this  study.  We  have  ques- 
tioned the  usefulness  of  this  drug  where  hypo- 
thyroidism is  not  present.  Perhaps  this  study 
sheds  some  light  upon  the  popularity  of  thyroid 
extract  in  the  treatment  of  functional  bleeding 
since  16  per  cent  of  our  patients  had  spontaneous 
remissions  of  bleeding  symptoms  within  thirty  to 
forty  days  after  coming  for  medical  aid.  These 
13  patients  had  been  having  excessive  and  pro- 
longed uterine  bleeding  for  two  to  six  months  be- 
fore consulting  a doctor.  The  clinical  diagnosis 
of  functional  uterine  bleeding  seemed  justified  in 
each  instance. 

To  explain  why  curettage  of  the  endometrium 
is  effective  for  the  temporary  or  permanent  con- 
trol of  menstrual  excesses  is  not  easy.  Its  value 
in  ruling  out  or  curing  organic  pathology  is  ob- 
vious. Why  surgical  removal  of  a greater  share 


TABLE  III. — Patients  Who  Failed  to  Gain  Relief 

from  Hormone  Therapy 

Age 

Endometrium 

Operation 

Pathologist’s  Diagnosis 

22 

Proliferative  endometrium 

Curettage* 

None 

25 

Proliferative  endometrium 

Curettage,  hysterectomy 

Endometrial  hyperplasia 

30 

Proliferative  endometrium 

Curettage,  hysterectomy 

Fibromyoma 

35 

Chronic  endometritis 

Curettage,  hysterectomy 

Proliferative  endometrium 

35 

Endometrial  hyperplasia 

Curettage,  hysterectomy 

Proliferative  endometrium 

37 

Proliferative  endometrium 

Curettage,  oophorectomy 

Follicular  cyst 

37 

Proliferative  endometrium 

Curettage,  hysterectomy 

Secretory  endometrium 

38 

Proliferative  endometrium 

Curettage,  hysterectomy 

Proliferative  endometrium 

41 

Endometrial  hyperplasia 

Curettage,  hysterectomy 

Endometrial  hyperplasia 

41 

Proliferative  endometrium 

Curettage,  hysterectomy 

Adenomyosis  and  endometrial  hyperplasia 

* Dilatation  of  the  cervix  and  curettage  of  the  uterus 
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of  a given  abnormally  bleeding  endometrium  is 
important  is  not  known.  Perhaps  during  the 
temporary  derangement  of  the  uterine  bleeding 
function,  the  pituitary  gland  and  the  ovary  are 
not  entirely  responsible.  Could  it  be  that  the 
target  organ,  the  uterus,  is  not  fitting  into  the 
pattern  as  expected?  By  removing  the  endome- 
trium one  might  then  expect  the  regrowth  of  a 
more  satisfactory  participating  end  organ. 

The  predominance  of  hyperplastic  and  pro- 
liferative endometria  bears  out  the  observation 
that  failure  to  ovulate  regularly  is  the  abnormal 
physiology  associated  with  the  symptoms  of 
functional  uterine  bleeding.  That  anovulatory 
bleeding  is  frequently  a temporary  condition  is 
illustrated  by  the  fact  that  four  of  our  patients 
who  were  having  anovulatory  bleeding  became 
pregnant  soon  after  curettage  or  hormone  ther- 
apy. Three  of  the  four  failed  to  have  their 
bleeding  controlled  by  curettage,  were  placed  on 
the  hormone  regimen,  and  became  pregnant 
while  taking  the  hormones.  If  the  use  of  hor- 
mones accomplished  anything,  it  was  to  promote 
endometrial  growth  and  to  cause  the  formation  of 
a secretory  endometrium. 

The  following  brief  case  histories  are  illustra- 
tions of  the  temporary  nature  of  anovulatory 
bleeding. 

Case  1. — This  patient,  age  twenty-three,  with 
menometrorrhagia  of  six  weeks  duration  was  curetted 
while  bleeding  in  January,  1948.  A nonsecretory 
endometrium  was  reported.  Symptoms  were  soon 
renewed,  and  cyclic  estrogen-progesterone  therapy 
was  given.  The  patient  became  pregnant  in  May, 
1948. 

Case  2. — This  patient,  age  twenty-four,  had 
menometrorrhagia  for  three  months.  Curettage 
was  performed  in  May,  1949,  during  a bleeding 
phase;  nonsecretory  endometrium  was  found,  and 
symptoms  were  controlled.  The  patient  became 
pregnant  one  month  after  curettage. 

Case  3. — This  patient,  age  twenty-seven,  had 
menometrorrhagia  of  three  years  duration.  The 
endometrium  was  curetted  in  February,  1949,  while 
patient  was  bleeding.  Endometrial  hyperplasia 
was  present.  The  patient  continued  to  have  vaginal 
spotting  after  curettage.  Cyclic  estrogen-progester- 
one was  used  for  one  month.  The  patient  became 
pregnant  two  months  after  curettage. 

Case  4- — This  patient,  age  twenty-four,  had 
menometrorrhagia  for  nine  months.  Curettement 
was  performed  in  September,  1949,  while  bleeding 
was  present,  and  a nonsecretory  endometrium  was 
found.  Estrogen-progesterone  cyclic  treatment  was 
given  for  two  months.  The  patient  became  preg- 
nant during  the  third  month  after  curettage. 

Summary  and  Conclusions 

Eighty-one  consecutive  patients  with  pre- 
sumed functional  uterine  bleeding  were  studied. 


After  a history  and  physical  examination  to  rule 
out  any  obvious  organic  causes,  a diagnostic 
curettage  of  the  endometrium  was  performed  on 
68  of  these  patients.  The  curettage  was  done 
during  an  active  bleeding  phase.  Thirteen  of  the 
81  patients  had  spontaneous  correction  of  men- 
strua] excesses  while  waiting  for  a diagnostic 
curettage.  Six  patients  were  found  by  endome- 
trial curettage  to  have  organic  pathology  to  ac- 
count for  their  prolonged  bleeding.  In  62  pa- 
tients with  functional  uterine  bleeding  endome- 
trial curettage  was  used  initially  for  the  control  of 
functional  uterine  bleeding.  Forty-one,  or  66 
per  cent,  of  the  62  patients  had  their  menstrual 
excesses  controlled  by  a single  curettage.  The 
period  of  control  lasted  for  six  months  or  longer. 
Eleven,  or  18  per  cent,  of  our  functional  bleeding 
patients  responded  to  cyclic  estrogen-progesterone 
therapy  after  having  recurrent  bleeding  following 
curettage.  Eight,  or  13  per  cent,  of  the  62  func- 
tional bleeding  patients  were  finally  treated  by 
hysterectomy;  of  these  eight,  three  patients 
were  found  to  have  organic  pathology  that  was 
undiscovered  even  by  curettage. 

The  diagnosis  of  functional  uterine  bleeding 
may  be  quite  inaccurate  without  aid  of  endome- 
trial curettage  and  pelvic  examination  under 
anesthesia.  Even  then  it  is  not  always  possible 
to  find  the  precise  cause  of  the  bleeding.  It  is 
therefore  recommended  that  endometrial  curet- 
tage for  diagnostic  purposes  be  a prerequisite  tc 
the  final  diagnosis  of  functional  uterine  bleeding 
in  the  adult  patient  and  that  curettage  be  per- 
formed before  any  of  the  hormone  programs  for 
control  of  the  menstrual  excesses  are  used. 

Reference 

1.  Hamblem,  E.  C.,  in  Meigs,  J.  V.,  and  Sturgis,  S.  H. 
Progress  in  Gynecology,  New  York,  Grune  & Stratton  1946 
p.  125. 

Discussion 

Clyde  L.  Randall,  M.D.,  Buffalo. — In  any  ag 
group  abnormal  vaginal  bleeding  is  probably  th 
most  frequent  reason  for  pelvic  examination.  W 
have  found  increased  bleeding  to  be  the  chief  coir 
plaint  of  22.3  per  cent  of  women  under  forty  yeai 
of  age  and  the  recurrence  of  bleeding  the  indicatio  j 
to  see  30.1  per  cent  of  women  examined  after  th 
age  of  their  menopause.  Counseller  has  reporte, 
that  50  per  cent  of  the  cases  of  functional  bleedin 
treated  at  the  Mayo  Clinic  occurred  in  women  b' 
tween  the  ages  of  forty  and  fifty.  We  had  previous! 
been  impressed  by  the  fact  that  among  wome 
seeking  gynecologic  advice  who  were  “over  forty 
but  before  their  menopause,  58  per  cent  were  con 
plaining  of  increased  bleeding.  I was  therefo 
a little  surprised  to  find  that  one  half  of  Di 
Taylor’s  and  Lombardi’s  patients  were  less  thf 
thirty-one  years  of  age. 

I am  sure  we  would  all  agree  that  measures  ad 
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quate  to  rule  out  malignancy  of  the  cervix  and  fun- 
dus become  increasingly  important  in  the  older  age 
groups  and  that  we  would  agree  with  Dr.  Taylor’s 
statement  that  treatment  without  preliminary 
curettage  should  only  be  considered  in  the  adolescent 
and  young  unmarried  groups. 

I am  also  quite  sure  that  many  will  question  the 
advisability  of  subjecting  all  cases  of  suspected  func- 
tional bleeding  to  hospitalization,  anesthesia,  and 
uterine  curettage  when  endometrial  biopsy  and 
cytologic  methods  can  be  employed  in  the  office. 
However,  I believe  Dr.  Taylor’s  observations  are 
convincing  on  that  point.  Anesthesia  and  curettage 
are  occasionally  necessary  to  differentiate  pathology 
and  dysfunction.  Moreover,  thorough  curettement 
is  apparently  therapeutic  as  well  as  diagnostic,  for 
41,  or  66  per  cent,  of  62  women  curetted  required  no 
other  treatment  for  at  least  six  months. 

The  authors’  discovery  that  9 per  cent  of  the 
women  curetted  had  organic  pathology  to  explain 
their  bleeding  is  a usual  experience.  Sutherland 
recently  reported  that  13.9  per  cent  of  a large  series 
had  pathology  to  account  for  bleeding  that  had  been 
considered  functional.  However,  it  is  not  altogether 
accurate  to  exclude  from  further  consideration  as 
problems  in  functional  bleeding  all  women  who  are 
found  to  have  some  pelvic  pathology.  Karnaky  has 
called  our  attention  to  the  fact  that  the  excessive 
bleeding  characteristics  of  a myomatous  uterus  may 
be  effectively  treated  as  dysfunctional  bleeding  in  a 
fibroid  uterus.  In  other  words,  the  neoplasm  itself, 
unless  it  be  submucous  or  accompanied  by  polyps, 
may  not  be  causing  the  bleeding. 

We  would  certainly  agree  that  whenever  glandular 
therapy  is  indicated,  cyclic  estrogen-progesterone 
therapy,  repeated  for  three  consecutive  months, 
proves  the  most  effective  management  available  to 
date.  The  fact  that  Dr.  Taylor’s  group  found 
secretory  endometrium  in  eight,  or  12.9  per  cent, 
of  62  women  curetted  is  not  surprising.  Jones  and 
TeLinde  found  evidence  of  adequate  corpus  luteum 
effect  in  12  per  cent  of  uteri  curetted  because  of 
functional  bleeding.  Brewer  and  Jones  have  re- 
ported that  corpus  luteum  dysfunction  rather  than 
failure  to  ovulate  accounts  for  functional  bleeding 
in  a majority  of  instances,  and  they  go  on  to  empha- 
size that  in  many  cases  the  bleeding  phenomena 
seemed  unrelated  to  the  state  of  the  corpus  luteum 
or  the  histology  of  the  endometrium.  However, 
Dieckmann  and  associates  have  studied  the  clotting 
behavior  of  women  who  bleed  excessively,  and 
Barnes  has  also  recently  expressed  doubt  that  exces- 
sive bleeding  occurs  in  blood  dyscrasia  unless  there 
is  pelvic  pathology  predisposing  to  the  menorrhagia. 

The  administration  of  thyroid  extract  has  long 
seemed  an  effective  means  of  correcting  menstrual 
disorders.  However,  Dr.  Taylor’s  observations 
suggest  truth  in  the  old  statement  that  the  chief 
benefit  to  be  derived  from  the  use  of  thyroid  accrues 
from  the  very  harmlessness  of  the  therapy. 

The  statement  that  “11,  or  18  per  cent,  of  func- 
tional bleeding  patients  responded  to  cyclic  estro- 
gen-progesterone therapy  after  having  recurrent 
bleeding  following  curettage”  is  misleading  as  to 
the  effectiveness  of  hormone  therapy.  Actually, 


such  therapy  was  employed  in  only  21  cases,  and 
since  11  of  the  21  responded  in  satisfactory  manner, 
it  would  appear  that  hormone  therapy  was  satis- 
factorily effective  in  52.4  per  cent  of  the  cases  re- 
ported. 

Removal  of  the  uterus  in  13  per  cent  of  patients 
with  functional  bleeding  seems  radical  especially 
since  three  fourths  of  the  women  so  treated  were 
“under  forty.”  On  the  other  hand,  we  have  all 
attempted  to  manage  bleeding  which  fails  to  respond 
to  treatment,  and  if  we  actually  surveyed  our  re- 
sults, our  own  incidence  of  hysterectomy  would 
probably  surprise  us. 

Since  estrogens  became  available  and  inexpensive, 
radiation  has  appeared  a less  effective  means  of 
controlling  menopausal  bleeding,  simply  because 
patients  and  doctors  so  frequently  forget  that  estro- 
gens will  often  induce  uterine  bleeding  by  the  time 
“hot  flushes”  are  relieved. 

Some  may  not  be  entirely  satisfied  with  the  hor- 
mone therapy  employed,  and  the  incidence  of  hys- 
terectomy seems  high  in  a group  largely  composed 
of  younger  women.  However,  I feel  the  authors 
have  emphasized  the  most  important  aspect  of  this 
problem,  namely,  that  endometrial  curettage  as  a 
diagnostic  necessity  and  for  its  therapeutic  value 
should  be  performed  before  we  attempt  any  other 
management  of  irregular  bleeding.  Finally,  I be- 
lieve we  should  encourage  use  of  the  term  dysfunc- 
tional bleeding  for  this  disturbance  since  it  seems  to 
suggest  the  circumstances  described  more  accurately. 

Samuel  A.  Wolfe,  M.D.,  Brooklyn. — Curettage 
finds  an  important  place  in  functional  uterine 
bleeding  for  the  following  reasons: 

1.  It  permits  exclusion  of  previously  undetected 
organic  lesions  and  in  this  report  six  of  62  cases  were 
accordingly  transferred  from  the  category  of  func- 
tional diseases.  Fibroids,  incomplete  abortion, 
salpingo-oophoritis,  and  even  epidermoid  cancer  of 
the  cervix  were  first  revealed  by  examination  under 
anesthesia  followed  by  curettage.  The  two  cases 
of  endometritis  noted  should  also  be  included  for 
inflammatory  reaction  in  the  endometrium  and 
would  indicate  the  possibility  of  an  antecedent  preg- 
nancy or  would  earmark  the  simultaneous  presence 
of  adnexal  inflammatory  disease.  Yet  there  exists  a 
deficiency  in  the  exclusion  of  organic  pathology  by 
curettage  alone  as  is  indicated  in  Table  III,  where 
an  undetected  fibromyoma  and  a case  of  adeno- 
myosis  are  listed,  both  of  which  required  hysterec- 
tomy. Endometrial  polyps  concealed  in  the  cornual 
zone  can  similarly  escape  detection.  The  use  of  the 
hysterogram  should  accordingly  be  employed  in 
cases  where  the  endometrial  picture  is  insufficient  to 
explain  continued  bleeding.  A review  of  the  blood 
spectrum  to  exclude  hematologic  disease  requires 
re-emphasis,  for  purpura  often  presents  bizarre 
uterine  bleeding. 

2.  Curettage  also  permits  proper  classification 
of  the  type  of  functional  bleeding.  In  this  series  26 
cases  of  endometrial  hyperplasia  are  noted.  It 
would  be  of  practical  interest,  especially  from  a 
therapeutic  standpoint,  to  record  how  many  in- 
stances of  adenomatoid  hyperplasia  were  encount- 
ered. Again,  does  the  classification  of  proliferative 
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endometrium  in  26  cases  include  the  so-called  simple 
follicular  hyperplasia,  a less  distinctive  form  of 
overgrowth  than  the  Swiss  cheese  type?  A secre- 
tory endometrium,  noted  in  eight  cases,  would 
seemingly  indicate  spontaneous  cure  of  function 
bleeding,  or  else  it  could  be  confused  with  the  lesion 
of  “irregular  shedding’’  recently  emphasized  by 
McKelvey  and  Samuels  and  experimentally  pro- 
duced by  Holmstrom  and  Jones.  The  recognition 
of  the  subtypes  of  hyperplasia  would  allow  greater 
individualization  of  therapy. 

3.  The  value  of  curettage  in  the  arrest  of  func- 
tional bleeding  is  difficult  to  establish,  for,  as  indi- 
cated by  the  authors,  13  of  81  patients  “enjoyed 
spontaneous  correction  of  their  uterine  bleeding 
while  awaiting  admission  to  the  hospital  for  uterine 
curettage.”  Possibly  the  eight  cases  with  a secre- 
tory endometrial  pattern  should  be  added  to  this 
group.  It  would  be  of  further  interest  to  know  how 
many  of  the  41  patients  controlled  by  a single  curet- 
tage were  of  premenopausal  age  or  presented  an 


adenomatoid  type  of  hyperplasia.  These  two  groups 
as  a rule  require  more  radical  measures,  i.e.,  curet- 
tage and  radium,  or  even  hysterectomy,  for  the 
arrest  of  symptoms.  In  the  pubertal  group  curet- 
tage certainly  should  not  be  the  first  method  of 
diagnosis  or  therapy. 

In  office  procedure,  endometrial  biopsy  without 
real  curettage  is  an  effective  means  of  establishing 
the  type  and  severity  of  endometrial  hyperplasia. 
In  the  pubertal  patient  this  of  course  is  omitted, 
and  the  Hamblen  plan  of  hormone  therapy  is  gen- 
erally successful.  The  premenopausal  group  of 
hyperplasia  should  have  radiation  or  hysterectomy. 

The  plan  outlined  by  the  authors  of  this  paper 
would  best  apply  to  women  of  the  childbearing  per- 
iod of  life,  where  temporization  should  be  the  rule, 
for  as  already  emphasized  functional  bleeding  at 
this  age  may  be  but  a transient  illness.  Presence  of 
irregular  shedding  should  be  determined  to  indicate 
whether  simple  curettage  is  efficacious  for  control 
of  this  type  of  functional  bleeding. 
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IN  1934,  Litzenberg,  speaking  of  ectopic  preg- 
nancy, said,  “This  condition,  once  rarely 
cured  is  now  one  which  rarely  ends  in  death,  a 
triumph  of  modem  gynecology.”1  Yet  during 
the  previous  year,  the  first  year  for  which  com- 
plete national  death  rates  were  available,  610 
deaths  were  due  to  this  cause.  For  the  last  year 
' that  the  national  figures  are  available,  1948,  243 
I'  ectopic  deaths  were  recorded.  Although  this 
'I  represents  a marked  decrease  in  maternal  mor- 
tality due  to  this  cause,  it  is  markedly  less  than 
the  over-all  decline  in  the  maternal  mortality. 
In  Brooklyn,  64  women  died  as  a result  of  ectopic 
v|  pregnancy  from  1937  through  1950.  As  shown 
in  Table  I,  the  decline  in  ectopic  death  rate  is  not 
*1  as  consistent  as  the  diminution  in  maternal 

I deaths  over  the  same  period  of  years.*  Inas- 
much as  modern  surgery  with  adequate  transfu- 
sion and  antibiotic  therapy  has  made  death  from 
ectopic  pregnancy  largely  preventable,  it  was 
i thought  well  worth  while  to  review  these  64 
deaths  in  detail. 

Age,  Color,  and  Parity 

Of  the  64  deaths,  55  case  records  were  available 
for  accurate  analysis.  These  deaths  are  divided 
into  two  large  groups  according  to  treatment. 
There  were  37  patients  upon  whom  operation  was 
performed  and  18  who  were  not  operated  upon. 
The  distribution  according  to  age  and  parity  is 
' shown  in  Table  II.  Twenty-four  patients  were 
primiparas  and  22  multiparas,  the  parity  of  nine 
being  unknown.  The  age  distribution  of  these 
patients  was  not  remarkable  except  for  the  fact 
that  one  was  under  twenty  years  of  age.  Three 
were  gravida  8 or  more. 

The  distribution  according  to  nonwhite  and 
white  is  of  some  interest.  Among  the  37  deaths 
in  the  operated  group,  32  were  white,  and  five 
were  Negro,  while  in  the  nonoperated  group  of  18 
fatalities  12  were  white  and  six  were  Negro. 
Thus,  44  of  the  deaths  occurred  in  white  pa- 
tients, while  1 1 of  the  deaths  were  in  nonwhite  pa- 
tients. Recent  figures  published  by  Anderson 
would  seem  to  indicate  that  ectopic  pregnancy 
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• Ectopic  death  rate  is  the  number  of  ectopic  deaths  per 
10,000  live  births. 


TABLE  I. — Maternal  and  Ectopic  Deaths — Brooklyn, 
1937  to  1950 


A , 

Year 

Mortality 
Number  Rate* 

Mortality 
Number  Rate* 

of 

Deaths 

1937 

164 

41.0 

13 

7.8 

1938 

135 

33.0 

7 

5.2 

1939 

110 

26.2 

4 

0.95 

3.6 

1940 

111 

25.6 

4 

0.90 

3.6 

1941 

82 

17.5 

3 

0.63 

3.7 

1942 

114 

20.7 

5 

0.89 

4.4 

1943 

112 

20.3 

8 

1.44 

7.1 

1944 

62 

12.2 

3 

0.59 

4.8 

1945 

67 

12.0 

2 

0.37 

3.0 

1946 

57 

8.7 

2 

0.31 

3.4 

1947 

57 

7.9 

4 

0.56 

6.9 

1948 

55 

8.4 

4 

0.63 

7.3 

1949 

55 

8.0 

3 

0.48 

5.5 

1950 

38f 

5.4t 

2 

0.32 

5.3t 

Total 

1,219 

64 

5.1 

* Rate  per  10,000  live  births, 
t Provisional. 


occurred  two  and  three-tenths  as  frequently  in 
the  Negro  as  in  the  white.2  If  these  deaths  are 
adjusted  for  this  factor  and  for  the  proportion  of 
white  to  nonwhite  births  in  the  borough  of 
Brooklyn,  it  will  be  seen  that  the  Negro  patients 
die  from  ectopic  pregnancy  at  almost  the  same 
rate  that  the  white  patients  do.  This  is  of  in- 
terest because  Anderson  found  quite  the  opposite 
to  be  true  and  suspected  that  in  Baltimore  Negro 
patients  received  less  prompt  medical  care  than 
the  white.  The  Brooklyn  figures  are  further  sub- 
stantiated by  the  fact  that  of  the  nine  patients 
dying  at  home  (indicating  the  poorest  type  of 
medical  care)  seven  were  white  and  two  were  non- 
white, or  again  the  same  proportion  of  Negro  to 
white  women  exists  here  as  it  does  in  the  total 
death  figures. 

Duration  of  Pregnancy 

The  duration  of  the  pregnancy  in  44  patients 
was  less  than  three  months,  while  in  11  cases  the 
ectopic  pregnancy  was  advanced  (Table  III). 
Three  of  the  latter  group  were  abdominal  preg- 
nancies, while  in  two  others  rupture  within  the 
folds  of  the  broad  ligaments  had  occurred  at 
three  and  four  months,  respectively.  The  fol- 
lowing are  abstracts  of  cases  of  advanced  ectopic 
gestation  which  are  of  unusual  interest. 

Case  1. — The  patient  was  a thirty-year-old,  para 
1 -0-0-1  who  showed  suggestive  symptoms  and  signs 
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TABLE  II. — Distribution  of  55  Ectopic  Deaths  by  Age  and  Parity  According  to  Treatment 


Age 

Priinipara 

— Operated — 
Multipara 

Unknown 

Priinipara 

-Nonoperated- 

Multipara 

Unknown 

Total 

20 

0 

0 

0 

i 

0 

0 

1 

20  to  24 

2 

0 

0 

3 

0 

1 

6 

25  to  29 

5 

4 

0 

2 

1 

1 

13 

30  to  34 

2 

7 

2 

3 

0 

2 

16 

35  to  39 

4 

7 

2 

2 

1 

1 

17 

40  and  over 

0 

2 

0 

0 

0 

0 

2 

Total 

13 

20 

4 

11 

2 

5 

55 

TABLE  III.— Duration  of  11  Advanced  Ectopic 
Pregnancies 


Operated 

Nonoperated 

Total 

3 to  4 months 

4 

3 

7 

4 to  5 months 

1 

0 

1 

5 to  6 months 

2 

0 

2 

Past  term  (2  months) 

1 

0 

1 

Total 

8 

3 

11 

of  a tubal  abortion  at  five  months.  At  this  time,  a 
diagnosis  of  intrauterine  pregnancy  complicated  by 
pelvic  inflammatory  disease  was  made.  For  the 
next  six  months  she  suffered  inconstant  abdominal 
pain  and  vaginal  bleeding.  Four  fruitless  attempts 
at  medical  induction  were  made  after  the  patient 
had  gone  two  months  past  term.  The  last  attempt 
at  induction  included  the  repeated  administration 
of  pituitrin  after  priming  the  uterus  with  large 
amounts  of  estrogen.  Fever,  vomiting,  and  ab- 
dominal distention  followed. 

A diagnosis  of  abdominal  pregnancy  was  finally 
made  and  operation  performed.  The  uterus  was 
found  enlarged  to  the  size  of  a two-month  pregnancy 
and  lying  under  the  pubis.  Behind  the  uterus  and 
filling  the  abdominal  cavity  was  a large,  dark  brown 
sac,  containing  a 7-pound,  12-ounce  dead  fetus. 
The  placenta  was  attached  to  the  posterior  wall  of 
the  sac.  Fetus,  placenta,  and  part  of  the  sac  were 
removed,  while  the  remaining  portion  of  the  sac  was 
packed  to  check  the  bleeding.  The  postpartum 
course  was  marked  by  profuse  drainage  of  serum 
from  the  wound,  estimated  at  2,500  cc.  a day.  She 
died  on  the  fifth  postoperative  day  with  signs  of 
pneumonia  and  wound  rupture. 

Case  2. — This  patient  was  a forty-three-year-old 
white,  para  2-0-1-2  who  had  had  a supravaginal 
hysterectomy  performed  three  years  previously. 
On  this  admission,  she  delivered  vaginally  a 1-pound, 
2-ounce  living  female  through  an  8-cm.  dilated 
cervix.  The  placenta  failed  to  separate,  and  manual 
removal  was  attempted  unsuccessfully,  since  no  line 
of  cleavage  could  be  found.  At  laparotomy,  it  was 
noted  that  the  site  of  this  pregnancy  was  in  the  right 
tube,  and  this  was  removed.  Death  followed  fifteen 
days  later  from  bronchopneumonia. 

In  retrospect,  it  was  apparent  that  the  pregnancy 
had  occurred  as  a result  of  a fistulous  communica- 
tion between  the  tubal  lumen  and  the  cervical  canal. 
(This  case  has  been  reported  previously  by  one  of 
us),’ 


Case  3. — The  patient  was  a white,  thirty-six-year- 
old,  para  2-0-0-2  who  was  admitted  with  the  diag- 
nosis of  pelvic  tumor,  thought  to  be  either  a fibro- 
myoma  or  an  ovarian  cyst.  At  operation,  a four 
and  one-half  months  abdominal  pregnancy  was 
found.  It  was  necessary  to  marsupialize  and  pack 
the  cyst  cavity.  She  developed  oliguria,  probably 
from  lower  nephron  nephrosis,  and  died  ten  days 
after  operation  with  an  associated  bronchopneu- 
monia. 

Case  4 . — The  patient,  a thirty-seven-year-old, 
white,  para  3-0-1-3,  had  an  attempt  at  criminal 
abortion  when  two  months  pregnant.  Three  to 
four  months  later  she  was  admitted  to  the  hospital 
in  shock.  Operation  revealed  a ruptured  cornual 
pregnancy,  with  a five  to  six-month  fetus  and 
placenta  lying  free  in  the  abdominal  cavity.  In 
addition,  there  was  a massive  hematoperitoneum. 
Postoperatively,  she  developed  a pelvic  abscess 
which  ruptured  spontaneously.  Death  occurred 
from  peritonitis  nine  days  after  operation. 

The  difficulties  in  the  diagnosis  of  ectopic  preg- 
nancy are  well  known.  In  fact,  in  hospital  prac- 
tice Marchetti  has  stated  that  the  correct  diag- 
nosis is  made  in  only  56.6  per  cent  of  cases.4 
Table  IY  shows  that  this  difficulty  in  diagnosis 
played  an  important  role,  not  only  in  37  patients 
operated  upon,  but  in  the  18  not  operated  upon. 
In  the  55  cases,  the  wrong  diagnosis  or  no  diag- 
nosis at  all  was  made  in  30  instances.  The  cor- 
rect diagnosis  was  made  18  times  but  was  so  long 
delayed  that  proper  treatment  could  not  be  in- 
stituted. An  immediate  correct  diagnosis  was 
made  on  only  seven  occasions,  but  these  patients 
had  had  such  serious  hemorrhage  that  they  died 
before  they  could  be  treated  in  the  hospital. 
Ten  of  the  18  patients  not  operated  upon  were 
seen  either  by  their  physicians  or  by  ambulance 
surgeons  who,  not  suspecting  the  true  nature  of 
the  condition,  permitted  them  to  remain  at  home. 


TABLE  IV. — Diagnostic  Error  as  a Cause  or  55 
Ectopic  Deaths 


Operated 

Nonoperated 

Wrong  or  no  diagnosis 

15 

15 

Correct  diagnosis,  delayed 

17 

1 

Correct  diagnosis,  no  delay 

5 

2 

Total 

37 

18 
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TABLE  V. — Specific  Diagnostic  Errors  in  55 
Ectopic  Deaths 


Operated 

Nonoperated  Total 

Intrauterine  pregnancy 

5 

2 

7 

Pelvic  inflammatory  disease 

2 

0 

2 

Appendicitis 

1 

0 

1 

Perforated  peptic  ulcer 

0 

1 

1 

Acute  abdomen 

0 

1 

1 

Cholecystitis 
Fibroid  uterus 

0 

2 

1 

0 

1 

2 

Ovarian  cyst 

1 

0 

1 

Internal  hemorrhage 

0 

1 

1 

Hemorrhoids 

1 

0 

1 

Hysteria 

0 

1 

1 

Unexplained  shock 

1 

0 

1 

Not  recorded,  no  diagnosis 

2 

8 

10 

Total 

15 

15 

30 

The  30  incorrect  diagnoses  are  listed  in  Table 
; V.  The  most  frequent  error  was  the  diagnosis 

!!  of  intrauterine  pregnancy,  occurring  in  seven 
| instances.  Five  were  thought  to  have  either 
! threatened,  septic,  or  missed  abortion  and  the  re- 
maining two  associated  pelvic  tumor  or  pelvic  in- 
flammatory disease  complicating  pregnancy. 
The  combination  of  acute  salpingo-oophoritis 
j!  and  intrauterine  pregnancy  is  rare  and  hence  is  a 
most  unlikely  diagnosis  despite  the  frequency  of 
f these  conditions  independently.  The  specific 
■diagnoses  in  the  seven  patients  in  whom  intra- 
I uterine  pregnancy  was  considered  are  listed  in 
Table  VI.  The  second  most  frequent  erroneous 
diagnosis  was  acute  abdomen  which  was  made  in 
six  cases.  This  group  comprises  pelvic  inflam- 
matory disease  twice,  acute  appendicitis  once, 
ruptured  peptic  ulcer  once,  acute  abdomen  of 
undetermined  origin  once,  and  the  case  mentioned 
above  where  both  intrauterine  pregnancy  and 
acute  salpingitis  were  considered. 

Cause  and  Time  of  Death 

The  cause  of  death  in  37  operated  cases  is 
j tabulated  specifically  in  Table  VII.  Hemorrhage 
and  shock  were  the  principal  factors,  occurring  in 
15,  or  41  per  cent,  of  the  operated  patients.  In 
11  of  these  death  occurred  within  twelve  hours. 
Since  all  18  women  in  the  nonopera  ted  group  died 
from  hemorrhage  and  shock,  the  total  number 
of  patients  dying  from  these  causes  was  33,  or  60 
per  cent.  Nine  of  the  nonoperated  cases  were 
found  dead  on  arrival. 


TABLE  VI. — Specific  Diagnosis  in  Seven  Patients 
Thought  to  Have  Intrauterine  Pregnancy 


Operated 

Nonoperated  Total 

Threatened  abortion 

1 

i 

2 

Septic  abortion 

0 

i 

1 

Missed  abortion 

1 

0 

1 

Late  abortion 

1 

0 

1 

Pelvic  inflammatory  disease 

0 

1 

1 

Pelvic  tumor 

1 

0 

1 

Total 

4 

3 

7 

Infection  was  the  second  most  common  cause 
of  death  and  occurred  in  14  instances  in  the 
operated  group.  Death  usually  occurred  within 
two  to  twelve  days.  Pulmonary  edema  caused 
four  fatalities.  This  is  significant,  for  overtreat- 
ment with  infused  fluids  was  the  obvious  respon- 
sible factor  for  these  deaths. 

In  addition,  Table  VII  shows  the  causes  of 
death  divided  into  three  periods  of  four  years, 
five  years,  and  five  years,  respectively.  There 
seems  to  be  a diminution  in  the  instance  of 
hemorrhage  and  shock,  dropping  from  50  per  cent 
in  1937  to  1940  to  22.2  per  cent  in  1946  through 
1950.  This  was  to  be  expected  with  the  increased 
use  of  transfusion.  Surprisingly  enough,  how- 
ever, the  incidence  of  infection  seems  to  have 
risen  slightly  during  the  time  under  consideration. 
This  has  occurred  in  spite  of  the  use  of  antibiotic 
therapy. 

The  18  patients  in  the  nonoperated  group  are  of 
special  interest  and  will  be  discussed  separately. 
Nine  of  the  patients  were  found  dead  on  arrival  of 
the  doctor;  six  of  these  had  been  seen  previously 
at  home  by  their  physicians  who  failed  to  make 
the  diagnosis  and  advise  hospitalization.  Two 
pertinent  case  reports  follow. 

Case  5. — The  patient  was  a twenty-two-year-old 
white,  para  O-O-O-O  who  had  been  seen  at  home  by 
two  physicians,  nine  days  and  four  hours  prior  to 
death,  respectively.  “Hysteria”  was  diagnosed. 
Autopsy  showed  massive  hematoperitoneum  and 
ruptured  tubal  pregnancy. 

Case  6. — The  patient  was  twenty-six  years  old 
and  white.  The  symptoms  and  findings  included 
lower  abdominal  pain,  vaginal  bleeding,  and  signs 
suggestive  of  an  early  pregnancy.  During  a two- 
week  period  prior  to  her  death  she  had  been  seen 


TABLE  VII. — Cause  of  Death  in  37  Operated  Cases* 


Cause  of  Death 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Hemorrhage  and  shock 

10 

50 

3 

37.5 

2 

22.2 

15 

40.5 

Infection 

7 

35 

3 

37.5 

4 

44.5 

14 

37  8 

Other 

3 

15 

2 

25.0 

3 

33.3 

8 

21.7 

Total 

20 

8 

9. 

37 

* The  18  nonoperated  cases  all  died  of  hemorrhage  and  shock. 
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TABLE  VIII.— Blood  Transfusion  in  46  Hospital  Admissions* 


Years 

Operated 

Nonoperated 

No  Blood 

Inadequate 

« Adequate 

On  Time 

Delay 

1937-1940 

20 

4 

10 

10 

2 

2 

1941-1944 

6 

3 

4 

3 

2 

0 

1945-1950 

11 

2 

4 

1 

6 

2 

Total 

37 

9 

18 

14 

10 

4 

* Nine  patients  died  at  home,  nnoperated. 


by  two  doctors  who  diagnosed  threatened  abortion. 
Autopsy  showed  massive  hematoperitoneum  and  a 
ruptured  tubal  pregnancy. 

In  three  of  the  nine  admitted  to  the  hospital 
there  was  undue  delay  at  home  as  a result  of  in- 
correct diagnosis.  One  of  these  died  thirty-five 
minutes  after  admission  to  the  hospital,  although 
she  had  been  seen  eleven  hours  prior  by  her 
physician.  Another  had  been  cared  for  at  home 
for  two  months  with  a diagnosis  of  threatened 
abortion. 

In  the  majority  of  the  home  deaths  noted 
above,  the  record  failed  to  mention  pelvic  exam- 
ination. Although  avoidance  of  bimanual  ex- 
amination may  be  condoned  if  the  diagnosis  of 
threatened  abortion  is  entertained,  its  omission 
becomes  negligence  in  the  face  of  lower  abdominal 
pain  or  other  symptoms,  such  as  faintness,  shoul- 
der pain,  urge  to  defecate,  etc.,  which  suggest 
blood  in  the  peritoneal  cavity.  Certainly  no 
such  patient  can  be  cared  for  safely  at  home.  On 
pelvic  examination,  pain  on  cervical  motion  is  a 
most  significant  finding.  Unilateral  or  posterior 
masses  or  fullness  may  not  always  be  present. 

Blood  Transfusion 

It  was  apparent  that  inadequate  and  delayed 
treatment  contributed  heavily  to  the  death  of 
these  patients.  The  need  for  rapid  and  large 
blood  transfusions  is  universally  agreed  upon; 
yet  as  indicated  in  Table  VIII  few  patients  re- 
ceived sufficient  blood.  In  the  early  years  of  this 
study,  there  was  some  confusion  as  to  the  advis- 
ability of  giving  blood  until  operation  was  begun, 
for  it  was  feared  that  the  blood  might  escape  into 
the  peritoneum  or  that  raising  the  blood  pressure 
might  initiate  or  increase  intra-abdominal  hemor- 
rhage. Furthermore,  there  was  also  a division  of 
opinion  as  to  whether  operation  during  shock  was 
indicated,  and  some  felt  that  supportive  therapy 
which  included  blood  transfusion  should  first  be 
carried  out  and  shock  combated  prior  to  operation. 
It  is  now  clear  that  shock  should  be  no  contra- 
indication to  surgery.  Massive  blood  transfu- 
sions and  immediate  operation  are  the  treatment 
for  ruptured  ectopic  pregnancy.  In  the  light  of 
our  present  knowledge,  Table  VIII  shows  the 
great  inadequacy  in  transfusion  in  these  cases. 


It  also  demonstrates  that  improvement,  although 
not  great,  has  occurred  within  more  recent  years. 

Intra-arterial  Transfusion 

Within  the  past  decade  there  has  been  increas- 
ing interest  in  the  use  of  intra-arterial  transfu- 
sions for  severe  hemorrhagic  shock.  A recent 
experience  dramatically  illustrates  its  effective- 
ness. 

Cane  7. — The  patient  was  a thirty-two-year-old 
Negro,  para  1-0-0-1,  who  visited  the  outpatient 
clinic  of  another  hospital  for  slight  abdominal  pain 
and  vaginal  spotting  following  three  months  amen- 
orrhea. A diagnosis  of  threatened  abortion  was 
made  and  the  patient  advised  to  return  home  for 
bed  rest.  At  2:00  a.m.  on  the  day  of  admission,  she 
suddenly  complained  of  extreme  hypogastric  pain 
and  collapsed. 

On  admission,  she  was  in  profound  shock.  A 
diagnosis  of  ruptured  ectopic  pregnancy  was  made. 

Glucose  solution  was  infused  in  an  arm  vein  and 
followed  by  blood  within  fifteen  minutes.  The  sys- 
tolic blood  pressure  rose  to  90,  and  the  patient  was 
removed  to  the  operating  room.  At  this  time,  the 
blood  pressure  was  again  unobtainable,  and  so  a sec- 
ond transfusion  was  started  in  a cut-down  left  ankle 
vein. 

Laparotomy  was  performed  under  cyclopropane 
anesthesia  at  5:15  a.m.  A ruptured  right  interstitial 
pregnancy  was  found  with  a 9-cm.  fetus  lying  free  in 
the  abdominal  cavity.  A right  hemifundectomy  was 
performed,  and  the  abdomen  was  closed  with 
through-and-through  silk  sutures.  The  operating 
time  was  forty  minutes.  During  the  operation  the 
blood  transfusion  in  the  arm  vein  infiltrated  so  that 
only  the  ankle  cut-down  was  used  and  this  under 
positive  pressure.  Towards  the  latter  part  of  the 
operation,  the  patient  was  in  desperate  condition, 
no  pulse  or  blood  pressure  being  obtainable.  On 
removing  the  sheets  after  operation,  it  was  noted 
that  the  cannula  in  the  ankle  vein  had  become  dis- 
placed so  that  the  blood  had  been  running  freely 
onto  the  operating  table  instead  of  into  the  patient. 

A prompt  intra-arterial  transfusion  under  pressure 
was  then  given  into  the  left  femoral  artery.  For 
several  minutes,  the  blood  ran  into  the  artery  f reel) 
in  a large  stream,  as  if  there  was  no  pressure  to  retard 
its  flow.  About  ten  minutes  later,  a transfusion  was 
also  given  into  the  right  femoral  vein.  She  was 
given  2,000  cc.  of  blood  in  all  and  made  an  uneventful 
recovery. 
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Almost  instantaneous  return  of  a radial  pulse 
was  noted  as  the  intra-arterial  transfusion  was 
started.  It  appeared  as  if  an  empty  arterial  bed  was 
being  rapidly  filled  with  blood  and  that  the  patient 
almost  dead  was  returning  to  life. 

The  rationale  in  the  use  of  intra-arterial  trans- 
fusion lies  in  the  retrograde  flow  of  blood  up  the 
aorta  to  perfuse  the  coronary  vessels  and  the 
cerebral  bed.6  Rapid  filling  of  the  pipelines  of  an 
almost  empty  pumping  system  also  occurs.  Ex- 
perimental data  on  dogs  have  indicated  the  in- 
creased effectiveness  of  this  method  of  transfu- 
sion in  treating  severe  sustained  hypotension, 
caused  by  exsanguination.6'7  Clinical  experi- 
ence in  its  use  in  obstetrics  is  scant,  but  it  would 
appear  as  if  its  use  in  certain  cases  is  warranted. 

In  the  unoperated  group  of  cases,  four  patients 
died  in  from  thirty-five  to  ninety  minutes  after 
admission  to  the  hospital.  Some  may  have  sur- 
vived with  intra-arterial  rather  than  intravenous 
transfusion.  Other  patients  in  the  large  group  of 
deaths  from  hemorrhagic  shock  were  undoubtedly 
given  blood  intravenously  as  irreversible  shock 
was  developing.  Intra-arterial  transfusions  here 
too  might  have  more  speedily  supplied  blood  to 
the  vital  organs  and  centers. 

Summary 

Sixty-four  maternal  deaths  from  ectopic  preg- 
nancy occurred  in  Brooklyn  from  1937  through 
1 950.  With  modern  therapy  these  deaths  should 
be  largely  preventable  and  might  have  been  pre- 
vented if  early  diagnosis  had  been  made  and 
prompt  therapy  instituted.  In  the  diagnosis  of 
tubal  pregnancy  where  intra-abdominal  hemor- 
rhage is  slight,  culdoscopy  may  be  of  some  value 
and  deserves  investigation. 

Analysis  of  55  .patients  whose  case  records  were 
( available  for  study  indicates  that  in  spite  of  the 
1 well-known  efficacy  of  blood  transfusion  it  was 
: frequently  a question  of  too  little  and  too  late. 

It  is  obvious  that  a single  500-cc.  transfusion  will 
I not  suffice  if  the  peritoneal  cavity  contains  much 
i larger  amounts  of  blood.  The  intravenous  route 
for  transfusion  is  generally  indicated,  but  when 
| exsanguination  occurs  or  irreversible  shock  im- 
I pends,  the  intra-arterial  route  should  be  con- 
I sidered.  The  volume  of  fluid  given  by  infusion 
! should  never  be  excessive,  for  death  from  pul- 
I monary  edema  may  follow. 

It  has  been  further  shown  that  a common  cause 
j of  death  was  infection.  Additional  operative 
procedures,  such  as  appendectomy  or  myomec- 
tomy, should  not  be  done.  The  simplest  opera- 
tion required  to  control  the  bleeding,  plus  ade- 
quate shock  therapy,  are  sine  qua  non  in  the 
| treatment  of  ectopic  pregnancy. 

Early  diagnosis  is  the  most  important  factor  in 


the  management  of  ectopic  pregnancy.  As  a 
matter  of  fact,  the  possibility  of  ectopic  preg- 
nancy is  the  principal  reason  why  all  women 
should  be  told  to  visit  their  doctor  early  in  preg- 
nancy. At  the  same  time,  the  doctor  should  be 
aware  of  this  possibility  and  should  pay  par- 
ticular attention  to  a history  of  vaginal  bleeding 
or  spotting  and  pelvic  pain.  In  no  other  way  will 
the  present  consistent  death  rate  from  ectopic 
pregnancy  be  reduced. 

61  Eastern  Parkway 
9 Pierrepont  Street 
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Discussion 

Chester  E.  Clark,  M.D.,  Syracuse. — In  Onondaga 
County  ectopic  pregnancy  has  been  the  cause  of 
death  in  12,  or  7.4  per  cent,  of  the  total  of  161  ma- 
ternal deaths  in  the  past  fifteen  years.  This  is  2.3 
per  cent  higher  than  the  Brooklyn  series.  Our 
maternal  mortality  in  this  fifteen-year  period  has 
shown  the  same  decrease  as  reported  from  Brooklyn. 
In  fact,  in  1950  the  Onondaga  County  rate  was  7.26 
as  compared  with  7 in  Kings  County. 

I was  particularly  pleased  that  there  were  no 
deaths  due  to  ectopic  pregnancy  from  1946  to  1950. 
However,  in  1950  one  of  the  six  maternal  deaths  was 
due  to  ectopic  pregnancy,  an  incidence  of  16.6  per 
cent.  Therefore,  we  in  Syracuse  feel,  as  the  authors 
do,  that  the  ectopic  pregnancy  remains  as  much  as 
ever  a challenge  to  our  diagnostic  and  therapeutic 
ability. 

The  remainder  of  my  discussion  will  be  based 
upon  the  analysis  of  the  records  of  the  Syracuse 
Memorial  Hospital  from  1936  to  1950  inclusively. 
During  this  period  there  were  14,475  gynecologic 
admissions  to  the  hospital.  Of  these,  139  proved  to 
have  ectopic  pregnancy,  an  incidence  of  approxi- 
mately 1 per  cent.  The  majority  of  these  women 
were  multiparous  and  between  the  ages  of  twenty 
and  forty  years. 

Only  four  of  the  139,  or  2.8  per  cent,  were  four 
months  or  more  in  duration  of  pregnancy,  whereas 
in  the  Brooklyn  series  20  per  cent  were  advanced. 
No  doubt  this  is  in  part  due  to  the  comparison  of 
statistics  based  upon  an  entire  city  with  those  of  a 
single  hospital. 

I found  Case  2,  where  the  fistulous  communica- 
tion had  been  established  between  the  cervix  and  the 
tube,  to  be  most  interesting  and  unique.  Knowing 
Brooklyn  as  Dr.  Glass  knows  I do,  I daresay  that 
this  could  only  happen  in  Brooklyn. 

In  the  Syracuse  Memorial  Hospital  series,  14,  or 
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10  per  cent,  of  139  ectopics  were  incorrectly  diag- 
nosed, that  is,  a preoperative  diagnosis  had  been 
made  as  follows:  fibroids,  four;  ovarian  cyst,  five; 
pelvic  inflammatory  disease,  one;  missed  abortion 
with  fibroid,  one;  acute  appendicitis,  one;  diverticu- 
litis, one;  and  abdominal  mass  in  another.  I feel 
certain  that  our  percentage  of  diagnostic  error  would 
have  been  at  least  50  per  cent  if  we  had  had  time  to 
review  all  the  cases  in  which  ectopic  pregnancy  was 
diagnosed  preoperatively  and  laparotomy  failed  to 
reveal  ectopic  pregnancy.  Pelvic  inflammatory 
disease,  the  complications  of  intrauterine  pregnancy, 
ovarian  cysts,  and  corpus  luteum  cysts  with  or 
without  rupture  seemed  to  have  given  us  our  great- 
est trouble  in  arriving  at  the  correct  diagnosis. 

The  most  consistent  historical  findings  in  our 
series  have  been  abdominal  pain  in  all  but  one  case, 
and  abnormal  vaginal  bleeding  in  94  per  cent  of  the 
cases.  The  most  consistent  physical  findings  have 
been  abdominal  tenderness  in  92  per  cent  of  the 
cases,  adnexal  tenderness  in  67  per  cent  of  the  cases, 
and  cervical  tenderness  in  56  per  cent  of  the  cases. 

The  two  deaths  in  this  hospital  series  represent  a 
mortality  rate  of  1.4  per  cent.  One  was  incorrectly 
diagnosed  as  a missed  abortion  with  a fibroid  uterus 
for  several  months.  Induction  of  labor  from  below 
was  attempted.  No  laparotomy  was  performed. 
Autopsy  revealed  ectopic  pregnancy,  pelvic  abscess, 
and  peritonitis. 


The  second  death  occurred  in  a woman  whose 
symptoms  of  intraperitoneal  bleeding  and  shock 
had  existed  twenty-four  hours  prior  to  admission 
to  the  hospital.  She  had  refused  hospitalization 
when  advised  by  her  physician  at  the  onset  of  her 
pain.  She  died  thirty-six  hours  postoperativelv  of 
congestive  heart  failure  and  pulmonary  edema.  In 
retrospect,  this  may  have  been  an  ideal  case  for 
intra-arterial  transfusion.  In  fact,  I am  sure  she 
received  too  much  intravenous  fluid  other  than 
blood. 

I would  like  to  agree  with  and  re-emphasize  the 
conclusions  made  in  the  summary  of  this  paper.  As 
you  remember,  the  appeal  is  made  for  an  early  diag- 
nosis of  ectopic  pregnancy  as  well  as  for  the  early 
institution  of  the  proper  treatment.  Surely  we  can 
prevent  these  mortalities  first  by  the  improvement 
of  our  method  of  diagnosis. 

It  may  be  necessary  to  employ  culdoscopy,  ex- 
amination of  the  pelvis  under  anesthesia,  or  explor- 
atory laparotomy  in  conjunction  with  our  other 
methods  of  diagnosis. 

Second,  we  can  prevent  these  mortalities  by  the 
further  improvement  of  our  methods  of  treatment. 
The  availability  of  adequate  amounts  of  blood  from 
blood  banks,  the  advances  made  in  modern  anes- 
thesia, and  the  efficiency  of  antibiotics  should  make 
it  possible  for  us  to  effect  a surgical  cure  for  this 
disease. 
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ANESTHESIA  IN  CESAREAN  SECTION 
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( From  the  Department  of  Obstetrics  and  Gynecology  and  the  Department  of  Anesthesia  of  the  Methodist  Hospital) 


"D  ECAUSE  recent  advances  in  anesthesia  have 
-^contributed  to  an  improvement  in  all  surgical 
results,  this  study  was  undertaken  to  ascertain 
the  effects  of  anesthesia  on  our  own  results  in 
cesarean  section.  The  operations  were  per- 
formed at  the  Methodist  Hospital  in  Brooklyn 
from  January  1,  1935,  to  January  1,  1950,  and  in- 
clude all  of  the  1,245  cesareans  performed  during 
that  time.  The  obstetric-gynecologic  staff  of  the 
Hospital  is  composed  of  men  who  confine  their 
work  to  obstetrics  and  gynecology.  Most  of 
them  are  certified  by  the  American  Board  and/or 
are  Fellows  of  the  American  College  of  Surgeons. 
The  younger  men  on  the  staff  are  qualified  to  re- 
1 ceive  these  credentials  eventually.  The  private 
cesarean  sections  are  performed  by  members  of 
the  attending  staff.  The  ward  cases  are  per- 
formed by  competent  residents  under  supervision 
I of  the  attending  staff.  In  the  last  five-year 
period  under  study,  most  of  the  residents  had  had 
two  or  three  years  of  specialty  training  before 
doing  the  actual  operating. 

Material 

In  presenting  the  results  of  our  study,  we  were 
interested  primarily  in  four  factors:  maternal 
mortality,  maternal  morbidity,  fetal  mortality, 
and  intrapartum  and  immediate  postpartum 
hemorrhage  in  relation  to  three  main  types  of 
anesthesia,  local,  general,  and  spinal.  In  con- 
sidering these  three  types  we  recognize  that  no 
one  type  of  anesthesia  will  serve  every  circum- 
i stance  or  every  individual,  and  we  have,  as  will  be 
seen,  employed  all  three. 

Local  anesthesia  has  been  used  in  the  smallest 
number  of  cases.  It  has  the  objection  of  not 
allaying  all  sensation,  it  does  not  relax  muscle 
spasm,  it  is  time-consuming,  and  many  patients 
i are  not  psychologically  suited  to  its  use.  On  the 
other  hand,  it  does  not  affect  the  baby,  maternal 
reactions  are  rare,  and  in  simple  cases  it  gives 
good  results.  We  use  local  infiltration  more  often 
than  block  anesthesia. 

General  anesthesia  has  the  objections  of 
changing  body  metabolism,  irritating  the  res- 
piratory tract,  affecting  the  baby,  and  increasing 

* By  invitation. 

This  study  was  aided  by  a grant  from  the  Lindridge  Fund 
for  Obstetric  Research. 

Presented  at  the  145th  Annual  Meeting  of  the  Medieal 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Ob- 
| stetrics  and  Gynecology,  May  3,  1051. 


bleeding.  However,  it  is  a good  relaxing  agent 
for  musculature,  completely  relieves  all  sensation, 
is  easy  to  administer,  and  is  readily  available  in 
any  hospital.  In  this  series,  nitrous  oxide-oxygen- 
ether  was  the  general  anesthesia  used  most  often. 
It  was  given  for  the  most  part  by  trained  nurse 
anesthetists.  Cyclopropane  was  used  11  times  in 
specially  indicated  cases,  chiefly  in  toxemia.  A 
medical  anesthetist  administered  this  agent,  for 
special  precautions  are  necessary  for  its  use. 
Avertin  was  used  twice,  supplemented  by  gas- 
oxygen-ether,  and  Pentothal  was  used  twice. 

Spinal  anesthesia  was  the  one  chosen  in  a 
majority  of  our  cases.  It  has  the  advantages  of 
excellent  relaxation,  complete  relief  of  pain,  no 
effect  upon  the  baby,  and  great  ease  of  recovery 
for  the  mother.  It  has  disadvantages  too.  It 
should  be  given  only  by  a trained  physician  anes- 
thetist; in  this  series,  spinal  anesthesia  failed  in 
14  cases,  but  in  only  one  of  these  was  the  anes- 
thesia given  by  a medical  anesthetist.  Headache 
is  a distressing  sequel  of  spinal  anesthesia.  It 
occurred  in  34  recorded  instances  in  this  series. 
This  complication,  however,  is  lower  after  ab- 
dominal delivery  than  after  vaginal  delivery. 
We  have  used  single-dose  spinal  anesthesia  in  a 
vast  majority  of  instances  and  continuous  spinal 
only  seven  times,  because  one  of  us  (R.W.)  feels 
that  it  is  easier  to  give  an  accurate  dose  in  this 
manner  and  that  Pentothal  may  be  used  to 
supplement  a prolonged  operation  once  the  baby 
is  delivered.  It  is  her  feeling  that  the  ideal  dose 
of  spinal  anesthetic  should  be  about  two  thirds  of 
that  for  an  average  abdominal  case,  i.e.,  5 to  8 mg. 
of  pontocaine  and  30  to  40  mg.  of  procaine.  The 
dose  is  varied  according  to  the  length  of  the  pa- 
tient’s dorsal  spinal  column. 

Patients  receiving  spinal  anesthesia  are  started 
with  intravenous  fluids  at  the  onset  of  anesthesia. 
Since  there  is  most  frequently  a drop  in  blood 
pressure,  this  factor  must  be  carefully  watched, 
and  if  the  initial  fall  progresses,  vasoconstrictors 
are  used.  The  use  of  intravenous  fluids  will  not 
always  inhibit  a progressive  drop.  Ephedrine  in 
doses  of  I2V2  to  50  mg.  is  given  intravenously 
through  the  infusion  tubing  close  to  the  point  of 
venapuncture.  This  is  given  prophylactically 
and  is  repeated  with  any  further  depression  of  the 
blood  pressure. 

In  this  series,  there  were  five  marked  reactions 
after  the  use  of  spinal  anesthesia,  all  of  which 
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TABLE  I. 

— Total  Number 

of  Cesareans — 

-January  1,  1935,  to  January  1,  1950 

Number  of 
Cases 

Maternal 

Morbidity 

Maternal 

Mortality 

Fetal 

Mortality 

Hemorrhage 

Transfusion 

Local 

General 

Spinal 

67 

468 

710 

33  (49.2%) 
251  (53.6%) 
227  (32.0%) 

2 (3.0%) 
7 (1.5%) 
2 (0.3%) 

3 (4.5%) 
19  (4.1%) 
39  (5.5%) 

3 (4.5%) 
68  (14.5%) 
61  ( 8.6%) 

11  (16.4%) 
86  (18.4%) 
98  (13.8%) 

Total 

1,245 

511  (40.2%) 

11  (0.9%) 

61  (4.9%) 

132  (10.6%) 

195  (15.6%) 

were  controlled,  and  there  were  no  deaths  from 
the  anesthetic  agent.  It  should  also  be  stated 
that  there  were  no  neurologic  complications 
following  spinal  anesthesia  in  this  series. 

In  Table  I are  presented  the  total  figures  for 
this  series  of  cases.  The  morbidity  rates  are 
high,  but  as  will  be  seen  later  when  a detailed 
discussion  of  the  four  main  factors  is  undertaken, 
many  of  the  morbidities  were  of  short  duration. 
The  American  College  of  Surgeons  standard  of 
morbidity  was  strictly  followed. 

The  over-all  maternal  mortality  rate  of  0.9  per 
cent  is  only  fairly  good.  It  should  more  closely 
approximate  that  for  spinal  anesthesia.  All  of 
the  deaths  from  general  anesthesia  occurred  in 
the  first  five  years  of  the  study.  This  was  a 
definite  impetus  to  our  consideration  of  a change 
in  the  type  of  anesthesia.  The  high  maternal 
mortality  rate  in  local  anesthesia  shows  the  effect 
of  comparison  of  a very  small  group  of  cases  with 
a larger  one. 

The  fetal  mortality  rate  for  spinal  anesthesia  is 
unexpectedly  higher  than  that  for  general  anes- 
thesia, but  this  is  influenced  largely  by  a high  rate 
in  the  first  five-year  period  of  the  study. 


Hemorrhage  is  considered  as  the  loss  of  500  cc. 
or  more  of  blood.  It  should  be  recalled  that  in 
this  factor  we  are  dealing  only  with  intrapartum 
and  immediate  postpartum  bleeding.  Per- 
centages for  transfusion  are  higher  than  for 
hemorrhage  for  two  main  reasons.  First,  some  of 
the  transfusions  were  given  for  antepartum 
hemorrhage.  Second,  blood  is  given  freely  in  our 
clinic  as  a prophylaxis.  It  is  a rule  that  blood 
shall  be  matched  and  in  the  operating  room  at  the 
time  a cesarean  is  begun.  The  marked  reduction 
in  hemorrhage  in  cases  of  spinal  anesthesia  is 
striking,  and  the  hemorrhage  rate  for  local  anes- 
thesia is  even  lower,  although  the  number  of 
cases  is  so  small  as  to  be  statistically  quite  un- 
equal. 

In  the  following  three  tables  there  has  been  a 
division  of  cases  into  three  periods  of  five  years 
each  (Tables  II,  III,  and  IV).  These  five-year 
periods  coincide  roughly  with  the  stage  of  de- 
velopment in  our  use  of  spinal  anesthesia.  In 
the  first  period,  spinal  anesthesia,  was  given 
largely  by  members  of  the  obstetric  and  gyneco- 
logic staff.  In  the  second  period,  these  men  con- 
tinued to  give  some  spinals,  the  residents  gave 


TABLE  II. — Number  of  Cesareans — January  1,  1935,  to  January  1,  1940 


Number  of 

Cases 

Maternal 

Morbidity 

Maternal 

Mortality 

Fetal 

Mortality 

Hemorrhage 

Transfusion 

Local 

General 

Spinal 

27 

270 

33 

19  (70.4%) 
164  (60.7%) 
25  (75.7%) 

2 (7.4%) 
7 (2.6%) 
0 

2 (7.4%) 
6 (2.2%) 

3 (9.1%) 

1 (3.7%) 
24  (8.9%) 
1 (3.0%) 

4 (14.8%) 
31  (11.5%) 
6 (18.2%) 

Total 

330 

208  (63.0%) 

9 (2.7%) 

11  (3.3%) 

26  (7.8%) 

41  (12.4%) 

Table  III. — Number  of 

Cesareans — January  1,  1940,  to  January  1,  1945 

Number  of 
Cases 

Maternal 

Morbidity 

Maternal 

Mortality 

Fetal 

Mortality 

Hemorrhage 

Transfusion 

Local 

General 

Spinal 

25 

135 

287 

9 (36.0%) 
68  (50.5%) 
118  (41.1%) 

0 

0 

1 (0.3%) 

0 

9 (6.7%) 
17  (5.9%) 

2 ( 8.0%) 
34  (25.2%) 
37  (12.9%) 

2 ( 8.0%) 
45  (33.3%) 
49  (21.2%) 

T otal 

447 

195  (43.6%) 

1 (0.2%) 

26  (5.8%) 

73  (16.3%) 

96  (21.2%) 

TABLE  IV. — Number  of  Cesareans — January  1,  1945,  to  January  1,  1950 

Number  of 
Cases 

Maternal 

Morbidity 

Maternal 

Mortality 

Fetal 

Mortality 

Hemorrhage 

Transfusion 

Local 
( leneral 
Spinal 

15 

63 

390 

5 (33.3%) 
19  (30.1%) 
84  (21.5%) 

0 

1 (0.3%) 

1 (6.7%) 
4 (6.3%) 
19  (4.9%) 

0 

10  (15.9%) 
23  ( 5.9%) 

5 (33.3%) 
10  (15.9%) 
43  (11.0%) 

Total 

468 

108  (23.0%) 

1 (0.2%) 

24  (5.1%) 

33  ( 7.0%) 

58  (10.2%) 
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TABLE  V. — Cesareans  Performed  for  Contracted  Pelvis 


Number  of 
Cases 

Maternal 

Morbidity 

Maternal 

Mortality 

Fetal 

Mortality 

Hemorrhage 

Transfusion 

Local 

14 

9 (64.3%) 

1 (7.1%) 

0 

0 

2 (14.3%) 

General 

126 

72  (57.1%) 

3 (2.4%) 

2 (1.6%) 

20  (15.9%) 

21  (16.7%) 

Spinal 

205 

77  (37.6%) 

1 (0.5%) 

5 (2.4%) 

21  (10.2%) 

25  (12.2%) 

Total 

345 

158  (45.8%) 

5 (1.4%) 

7 (2.0%) 

41  (11.9%) 

48  (13.9%) 

Table  VI. — Cesareans  Performed  for  Toxemia 

Number  of 

Maternal 

Maternal 

Fetal 

Cases 

Morbidity 

Mortality 

Mortality 

Hemorrhage 

Transfusion 

Local 

17 

4 (23.5%) 

0 

1 ( 5.9%) 

1 (5.9%) 

2 (11.8%) 

General 

12 

6 (50.0%) 

0 

2 (16.6%) 

1 (8.3%,) 

2 (16.6%) 

Spinal 

23 

8 (34.8%) 

1 (4.3%) 

3 03.0%) 

2 (8.7%) 

3 (13.0%) 

Total 

52 

18  (34.6%) 

1 d.9%) 

6 (11.5%) 

4 (7.7%) 

7 (13.5%) 

some,  and  some  were  given  by  members  of  the 
department  of  anesthesia  which  was  then  in  its 
formative  stage.  In  the  last  period,  most  of  the 
spinal  anesthesia  has  been  given  by  members  of 
the  department  of  anesthesia.  These  three 
periods  show  a progressive  increase  in  the  use  of 
spinal  anesthesia.  They  also  show  a marked  de- 
crease in  maternal  mortality  and  a noticeable  re- 
duction in  maternal  morbidity. 

Fetal  mortality  also  has  shown  a decrease 
throughout  these  periods,  and  in  the  last  two  the 
fetal  loss  after  spinal  anesthesia  has  been  lower 
than  that  after  general  anesthesia.  The  varia- 
tion in  fetal  loss  under  local  anesthesia  again  re- 
flects the  paucity  of  cases  in  this  group.  The  re- 
duction of  fetal  mortality  after  spinal  was 
achieved  despite  the  fact  that  more  cases  in  this 
group  were  operated  for  antepartum  hemorrhage 
and  toxemia  where  fetal  loss  is  at  its  highest. 

As  regards  hemorrhage,  the  cases  done  under 
spinal  anesthesia  consistently  show  a lower  rate 
than  those  done  under  general  anesthesia.  No 
reason  could  be  found  for  the  rise  in  hemorrhage 
rate  in  the  second  five-year  period  except  that 
these  were  the  war  years  when  personnel  was 


limited  and  under  constant  strain  so  that  perhaps 
careful  watching  of  patients  was  less  possible. 

In  the  next  four  tables  the  indications  for  opera- 
tion are  shown  in  relation  to  the  types  of  anes- 
thesia and  the  factors  with  which  we  are  par- 
ticularly concerned.  These  figures  are  presented 
because  the  maternal  factors  influencing  the  de- 
cision for  cesarean  section  play  a definite  part  in 
the  results.  In  most  instances  cesareans  per- 
formed for  contracted  pelvis  were  done  after  a 
test  of  labor  of  varying  length  (Table  Y).  Tox- 
emia as  an  indication  included  only  pre-eclamptic 
toxemia ; we  do  not  perform  cesareans  in  eclamp- 
sia (Table  YI).  The  high  fetal  mortality  here  is 
due  to  prematurity  and  the  effects  of  toxemia  on 
the  fetus.  The  use  of  local  anesthesia  in  toxemia 
is  logical,  and  it  has  been  in  this  group  that  we 
have  employed  it  most  widely. 

The  antepartum  hemorrhage  group  shows  the 
highest  fetal  mortality  of  all  (Table  VII).  In  a 
previous  paper  by  one  of  us  (H.S.A.),  this  subject 
was  explored,  and  it  was  felt  that  the  maternal 
blood  loss  prior  to  delivery  was  a more  cogent 
factor  in  fetal  loss  than  was  prematurity.1  It 
should  be  noted  that,  as  would  be  expected, 


TABLE  VII. — Cesareans  Performed  for  Antepartum  Hemorrhage 


Number  of 
Cases 

Maternal 

Morbidity 

Maternal 

Mortality 

Fetal 

Mortality 

Hemorrhage 

Transfusion 

Local 

General 

Spinal 

5 

31 

59 

2 (40.0%) 
23  (74.2%) 
19  (32.2%) 

0 

1 (3.2%) 

0 

0 

9 (29.0%) 
14  (23.7%) 

0 

10  (32.2%) 
8 (13.5%) 

3 (60.0%) 
19  (61.3%) 
26  (44.1%) 

Total 

95 

44  (46.3%) 

1 d.1%) 

23  (24.2%) 

18  (18.9%) 

48  (50.5%) 

TABLE  VIII. — Cesareans  Performed 

for  Other  Indications 

Number  of 
Cases 

Maternal 

Morbidity 

Maternal 

Mortality 

Fetal 

Mortality 

Hemorrhage 

Transfusion 

Local 

General 

Spinal 

31 

299 

423 

18  (58.1%) 
150  (50.2%) 
123  (29.1%) 

1 (3.2%) 
3 (1.0%) 

0 

2 (6.4%) 
6 (2.0%) 
17  (4.0%) 

2 ( 6.4%) 
37  (12.3%) 
30  ( 7.1%) 

4 (12.9%) 
44  (14.7%) 
44  (10.4%) 

Total 

753 

291  (38.7%) 

4 (0.5%) 

25  (3.3%) 

69  ( 9.2%) 

92  (12.2%) 
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TABLE  IX. — Maternal  Morbidity* 


Morbidity 

(Days) 

Local 

General 

Spinal 

2 to  3 

19  (28.3%) 

120  (25.6%) 

143  (20.1%) 

4 to  5 

8 (11.9%) 

79  (16.8%) 

56  ( 7.8%) 

6 to  7 

2 ( 2.9%) 

26  ( 5.5%) 

14  ( 1.9%) 

8 to  9 

2 ( 2.9%) 

11  ( 2.3%) 

5 ( 0.7%) 

over  9 

2 ( 2.9%) 

15  ( 3.2%) 

9 ( 12%) 

* Percentages  are  those  of  the  total  number  of  cases,  not 
of  total  morbidity. 


spinal  anesthesia  here  gives  better  fetal  results 
than  does  general  anesthesia. 

The  cesareans  performed  for  “other  indica- 
tions” included  all  the  repeat  cesareans  regardless 
of  the  indication  for  primary  operation  (Table 
VIII).  Thus  a patient  whose  original  operation 
was  for  contracted  pelvis  would,  with  a secondary 
operation,  be  included  in  the  repeat  cesarean 
group.  Most  of  these  repeat  cesarean  cases, 
numbering  449,  were  operated  electively. 

Comment 

Hemorrhage. — It  has  been  clearly  established 
by  Gordon  and  his  coworkers  that  hemorrhage  is 
the  most  frequent  cause  of  maternal  death. 2 That 
hemorrhage  does  occur  in  cesarean  section  and 
that  it  is  a major  problem  are  amply  demon- 
strated in  this  paper.  Any  means  that  can  be 
taken  in  prevention  or  control  are  of  real  value. 
As  has  been  shown,  both  local  and  spinal  anes- 
thesia are  associated  with  a definitely  lower 
hemorrhage  rate  than  is  general  anesthesia.  We 
use  intravenous  ergotrate  in  cesarean  section 
upon  delivery  of  the  child,  and  we  feel  that  this 
has  been  a help  in  preventing  bleeding.  How- 
ever, in  patients  under  local  or  spinal  anesthesia 
vomiting  frequently  occurs  so  that  on  occasion 
we  have  omitted  this  drug.  Nevertheless,  there 
has  been  less  bleeding  with  the  regional  anes- 
thetic agents.  There  is  frequently  such  excellent 
contraction  of  the  uterus  as  to  preclude  the  need 
for  oxytocic  drugs.  The  superiority  of  regional 
anesthesia  with  respect  to  maternal  hemorrhage 
is  very  clearly  demonstrated  here. 

Maternal  Morbidity. — Table  IX  shows  the 
morbidity  rates  after  various  types  of  anesthesia. 
This  is  shown  in  days  of  morbidity,  and  the  per- 
centages are  those  of  the  total  number  of  cases 
performed  under  each  type  of  anesthesia  and  not 
a proportion  of  the  total  morbidities  under  each 
type  of  anesthesia.  In  this  respect,  spinal  anes- 
thesia, despite  its  use  in  all  varieties  of  cases, 
shows  a clear  superiority  over  the  other  two  anes- 
thetic agents.  This  difference  is  particularly 
striking  when  we  consider  the  more  prolonged, 
and  thus  more  severe,  types  of  morbidity.  In 
Table  X the  major  causes  of  morbidity  are  listed 
in  relation  to  the  anesthesia  used,  and  again  the 
patients  under  spinal  anesthesia  appear  to  fare 


TABLE  X. — Major  Causes  of  Maternal  Morbidity 


Local 

General 

Spinal 

Total  number  cases 

67 

468 

710 

Pelvic  infections 

3 

28 

14 

Paralytic  ileus 

2 

1 

1 

Pyelitis 

Respiratory  infections  includ- 

0 

4 

6 

ing  pneumonia 

2 

12 

4 

Phlebitis 

0 

8 

4 

Postoperative  atelectasis 

0 

3 

0 

best.  The  term  pelvic  infection  includes  all 
types  of  conditions  from  “retained  lochia”  to  the 
more  serious  grades.  The  complete  relaxation 
afforded  by  spinal  anesthesia  enables  the  operator 
to  work  more  easily  and  without  undue  manipu- 
lation of  tissues  which  may  well  be  a decisive 
factor  in  this  regard.  The  lack  of  relaxation  in 
local  anesthesia  may  account  for  the  apparent  in- 
crease in  paralytic  items  noted.  Respiratory  in- 
fections, which  include  pneumonia,  are  of  course 
more  frequent  with  general  anesthesia,  and  this 
despite  the  fact  that  patients  who  come  to  opera- 
tion with  any  respiratory  disturbance  are  oper- 
ated under  either  local  or  spinal  anesthesia. 
Atelectasis  is  more  common  with  general  anes- 
thesia. The  lowered  incidence  of  phlebitis  with 
spinal  anesthesia  is  worthy  of  note. 

Fetal  Mortality. — Fetal  loss  in  cesarean  section 
is  receiving  more  and  more  attention.  It  repre- 
sents a major  problem,  particularly  with  regard 
to  the  patients  operated  for  toxemia  and  antepar- 
tum hemorrhage.  Almost  50  per  cent  of  the  fetal 
mortality  in  our  series  was  in  those  two  groups; 
yet  they  represent  only  11  per  cent  of  the  total 
cases  studied  (Table  XI).  The  regional  anes- 
thesias showed  very  much  lower  fetal  loss  than  1 
did  the  general  anesthesia,  and  their  use  should 
be  encouraged  in  this  type  of  indication  for 
cesarean.  Prematurity  and  atelectasis  were  con- 
sidered to  be  the  primary  causes  of  deaths  in  over 
half  the  infants  in  this  series.  In  the  contracted 
pelvis  group,  the  five  babies  who  died  of  atelec- 
tasis had  been  subjected  to  long  labors,  one  with  a 
face  presentation.  In  none  of  these  instances 
could  premedication  be  considered  a factor,  and 
in  none  of  these  instances  was  there  any  reaction 
on  the  part  of  the  mother  to  spinal  anesthesia. 
Certainly  the  regional  type  of  anesthesia  gave 
these  babies  their  best  chance  of  survival,  and  the 
effect  of  long  labor  must  be  considered  the  pri- 
mary cause.  The  five  stillbirths  in  the  antepar- 
tum hemorrhage  group  represent  vain  efforts  tc 
save  babies  after  onset  of  premature  separation  oi 
the  placenta.  Three  of  the  stillbirths  in  the 
“other  indications”  group  occurred  in  patiente 
who  had  had  previous  cesareans  with  known  deac  i 
babies.  The  only  possible  effect  that  could  be 
exerted  on  the  fetus  by  spinal  anesthesia  woule 
be  the  drop  in  maternal  blood  pressure.  No  feta  l 
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TABLE  XI. — Causes  of  Fetal  Mortality 


✓ — Contracted  Pelvis — * 

✓ Hemorrhage » 

/ T oxe  mia ' 

. — Other  Indications — - 

Causes 

Local 

General  Spinal 

Local  General  Spinal 

Local  General  Spinal 

Local  General  Spinal 

Total 

Prematurity 

2 8 

2 2 

3 

17 

Atelectasis 

5 

3 4 

1 1 

3 

17 

Congenital  anomalies 

2 

i 

1 

3 

7 

Stillbirth,  intrauterine 

asphyxia 

3 2 

1 3 

1 

10 

Erythroblastosis 

1 

4 

5 

Pneumonia 

1 

2 

3 

Adrenal  hemorrhage 

1 

1 

Hemolytic  disease  of 

newborn 

l 

1 

TABLE 

XII. — Causes  of  Maternal  Mortality 

, — Contracted  Pelvis — • 

. Hemorrhage 

Toxemia ' 

- — Other  Indications — • 

Causes 

Local 

General  Spinal 

Local  General  Spinal 

Local  General  Spinal 

Local  General  Spinal 

Total 

Pneumonia 

1 

i i 

1 

2 

6 

Aspiration 

i 

1 

Paralytic  ileus 

i 

1 

2 

Postpartum  eclampsia 

i 

1 

Cardiac  failure 

i 

1 

deaths  in  this  series  were  so  affected.  Of  the  five 
j patients  who  had  marked  reactions  to  spinal 
,i anesthesia,  all  the  babies  survived.  Spinal  anes- 
thesia does  avoid  trauma  in  delivery  because  of 
the  excellent  relaxation  it  affords.  Theoretically 
at  least,  this  could  be  a serious  objection  to  local 
anesthesia. 

Maternal  Mortality. — The  maternal  mortality 
rate  of  this  series  is  fairly  good  but  should  be 
reduced  to  the  rate  for  the  last  two  five-year 
periods.  Actually  the  two  deaths  listed  under 
spinal  anesthesia  were  patients  in  whom  spinal 
anesthesia,  given  by  other  than  a physician  anes- 
thetist, failed  and  general  anesthesia  had  to  be 
added  (Table  XII).  The  deaths  were  listed 
under  the  spinal  group  because  that  modality 
was  first  employed.  One  of  these  was  the  death 
from  pneumonia  and  the  other  the  postpartum 
jeclamptic.  Several  facts  are  noteworthy  in  this 
group  of  maternal  deaths.  First,  there  were  no 
deaths  from  hemorrhage.  We  feel  that  our  use 
of  regional  anesthesia  has  contributed  to  this  and 
that  our  free  use  of  blood  and  its  ready  avail- 
ability have  aided  materially.  Second,  there 
were  six  deaths  from  pneumonia,  all  involving 
general  anesthesia.  This  modality  supplemented 
inal  anesthesia  in  that  one  case  listed  under 
. One  case  occurred  after  local  anesthesia, 
patient  had  a long  procedure  which  was 
hindered  by  lack  of  relaxation  and  had  to  be 
supplemented  with  gas-oxygen-ether.  In  both 
these  instances  the  failure  of  the  original  anes- 
thesia contributed  to  the  death.  Third,  there 
ivere  two  deaths  due  to  general  anesthesia  itself. 
The  aspiration  case  was  directly  attributable  to 


he  sp 
spinal 
This 


the  type  of  anesthesia,  and  the  cardiac  failure 
was  considered  to  be  an  anesthetic  death  in  a pa- 
tient with  controlled  cardiac  disease  who  expired 
on  the  operating  table  just  after  birth  of  the  baby. 
She  had  had  difficulty  in  taking  general  anesthe- 
sia. Fourth,  there  were  two  cases  of  infection, 
paralytic  ileus,  which  follow'ed  general  anesthesia 
in  one  instance  and  local  in  the  other.  The  post- 
operative course  of  patients  with  spinal  anesthesia 
has  seemed  to  us  to  be  less  complicated  than  those 
with  either  of  the  other  two  types. 

Conclusions 

1.  The  use  of  various  types  of  anesthesia  in 
cesarean  section  must  be  individualized  to 
make  proper  use  of  their  advantages  and 
overcome  their  disadvantages. 

2.  In  our  hands  spinal  anesthesia  has  given  the 
lowest  maternal  morbidity  and  mortality. 

3.  Spinal  anesthesia  should  be  given  only  by  a 
qualified  physician  anesthetist. 

4.  Fetal  loss  is  lowered  under  regional  anes-, 
thesia,  either  local  or  spinal. 

5.  Maternal  hemorrhage  is  markedly  reduced 
by  the  use  of  local  or  spinal  anesthesia,  thus 
decreasing  the  risk  of  a major  cause  of  maternal 
mortality. 

6.  Spinal  anesthesia  is,  we  feel,  the  anesthetic 
of  choice  in  a majority  of  instances,  pro- 
vided it  is  competently  given  and  properly 
controlled. 
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CORTISONE  IN  ALLERGIC  PURPURA  OF  CHILDREN 

I.  Newton  Kugelmass,  M.D.,  New  York  City 
( From  the  New  York  City  Departments  of  Health  and  Hospitals) 


ALLERGY  was  fust  recognized  as  an  etio- 
logic  factor  in  purpura  by  Willan  in  1808. 1 
The  substances  capable  of  inducing  hypersensi- 
tivity have  since  been  found  to  produce  purpura 
in  the  susceptible  individual.  They  range  from 
foreign  protein  of  foods  and  organic  products  of 
micro-organisms  to  chemical  compounds  and 
drugs.  All  are  allergic  excitants  that  can  com- 
bine with  body  proteins  to  form  the  antigenic 
complex.  This  union  of  antigen  and  antibody 
liberates  histamine,  acetylcholine,  and  other 
physiologically  active  substances.  All  injure  the 
vascular  endothelium  if  that  be  the  shock  organ 
or  site  of  the  reaction  in  the  affected  individual. 
The  result  is  a generalized  vasculitis  with  in- 
flammation around  the  smallest  vessels,  infiltra- 
tion of  inflammatory  cells,  and  destruction  of 
capillaries.  The  increased  permeability  of  the 
dilated  capillary  endothelium  allows  passage  of 
blood  and  lymph,  responsible  for  the  purpura. 

Allergic  purpura  with  or  without  thrombocyto- 
penia is  usually  accompanied  by  other  allergic 
manifestations  such  as  urticaria,  angioneurotic 
edema,  asthma,  lymphadenopathy,  arthritis, 
fever,  and  leukocytosis.  The  underlying  basis  for 
these  clinical  phenomena  can  often  be  demon- 
strated by  intracutaneous  tests  for  hypersensi- 
tivity and  by  the  classic  methods  for  determining 
circulating  antibodies.  But  such  studies  with 
protein  antigens  are  not  applicable  to  allergens  of 
smaller  molecular  weight.  That  has  been  cir- 
cumvented clinically  by  readministration  of  the 
suspected  allergen.  It  will  invariably  induce  the 
sensitivity  reaction,  i.e.,  allergic  purpura,  in  the 
affected  individual  at  an  accelerated  rate. 

Clinical  application  of  these  experimental  pro- 
cedures depends  upon  recognition  of  the  offend- 
ing allergens  and  cooperation  of  the  affected 
patient.  When  allergens  are  too  numerous 
and  damage  to  the  capillary  endothelium 
widespread,  reversibility  of  the  vascular  injury 
may  be  a matter  of  weeks  or  months.  Since  the 
few  therapeutic  measures  now  available  are  slow 
in  repairing  vascular  injury,  bleeding  may  persist 
despite  elimination  of  offending  allergens.  With 
the  advent  of  Cortisone,  arrest  of  purpuric  bleeding 
has  become  a matter  of  hours  or  days  instead  of 
weeks  or  months  irrespective  of  the  elimination  of 
offending  allergens.  The  following  case  reports 
reveal  the  effects  of  cortisone  in  the  management 
of  children  with  allergic  purpura. 


Case  Reports 

Henoch’s  Purpura  with  Food  Allergy. — J.  F.,  a 
nine-year-old  boy,  became  acutely  ill  with  malaise, 
fever,  headache,  loss  of  appetite,  and  abdominal 
pain.  On  the  second  day  the  symptoms  were 
confined  to  the  gastrointestinal  tract  with  nausea, 
vomiting,  colicky  pain,  and  diarrhea.  With  pain 
in  the  right  lower  quadrant  accompanied  by  localized 
tenderness  and  muscular  resistance,  a diagnosis  of 
acute  appendicitis  was  made  by  the  family  physi- 
cian. However,  the  area  of  tenderness  shifted  w'hen 
the  child  was  moved  from  side  to  side,  and  the  ten- 
derness appeared  limited  to  the  route  of  the  mesen- 
tery on  the  line  from  McBurqey’s  point  upward  to 
the  umbilicus. 

The  diagnostic  problem  was  clarified  on  the  third 
day  by  appearance  of  petechiae  over  the  lower  ex- 
tremities. On  the  following  day  the  tiny  spots  grad- 
ually grew  to  small  discolored  areas  over  the  arms, 
trunk,  and  face,  respectively.  These  symptoms  of 
Henoch’s  purpura  were  due  to  urticarial  serohemor- 
rhagic effusions  into  the  intestinal  wrall  and  skin. 
The  color  of  a spot  indicated  the  age  of  the  hemor- 
rhage. Gradually  the  spots  became  interspersed 
with  non-itchy  symmetric  lesions  of  the  vesicular, 
papular,  and  urticarial  type. 

Intracutaneous  tests  showed  strongly  positive 
reactions  to  eggs,  wheat,  tomato,  onion,  potato,  and 
beef.  These  very  foods  were  partly  responsible  for 
his  atopic  eczema  in  infancy  and  urticaria  and 
asthma  in  early  childhood.  The  blood  showed  a 
mild  hypochromic  microcytic  anemia,  a neutrophilic 
leukocytosis  of  15,800  white  blood  cells  with  11  per 
cent  eosinophils.  The  blood  platelets  were  185,000; 
the  bleeding  time,  clotting  time,  and  clot  retraction 
were  normal.  The  tourniquet  test  was  positive. 
Urine  and  stool  examinations  revealed  blood. 

Cortisone,  200  mg.,  was  started  on  the  fifth  day  of 
the  attack  and  100  mg.  given  thereafter  for  eight 
days.  The  daily  dose  was  divided  into  four  equal 
amounts  and  administered  intramuscularly  at  six- 
hour  intervals.  Symptomatic  improvement  was 
evident  within  twelve  hours.  Digestive  disturb- 
ances cleared  within  thirty-six  hours,  purpuric 
manifestations  within  forty-eight  hours,  and  capil- 
lary fragility  (negative  tourniquet  test)  within 
seventy-two  hours;  urine  and  stools  were  free  from 
blood  within  eighty-four  hours.  Offending  foods 
were  eliminated  from  the  diet  because  of  the  tend- 
ency for  allergic  purpura  to  reappear  at  short  peri- 
odic intervals  before  the  process  clears  completely. 
After  one  course  of  cortisone  treatment  the  child 
recovered  and  has  remained  free  from  purpura  to 
date,  i.e.,  four  months. 

Schonlein-Henoch’s  Purpura  with  Acute  Glomeru- 
lonephritis.— A.  K.,  an  eleven-year-old  boy,  com- 
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plained  of  fleeting  aches  and  pains  in  the  limbs  that 
were  dismissed  as  “growing  pains”  by  the  parents. 
One  morning  in  March,  1950,  he  awakened  with  a high 
fever,  sore  throat,  and  painful  joints.  Crystacillin 
and  salicylates  were  started.  A throat  culture  re- 
vealed hemolytic  streptococci.  On  the  following 
day  petechiae  appeared  over  the  face,  trunk,  and 
buttocks.  On  the  fourth  day  purpuric  spots  de- 
veloped over  the  limbs  around  the  hair  follicles  in 
symmetric  distribution.  Some  of  the  spots  were 
urticarial,  some  erythematous,  and  others  nodular, 

| similar  to  those  occurring  in  erythema  multiforme 
and  erythema  nodosum.  The  exanthem  was  un- 
. doubtedly  an  allergic  reaction  to  the  hemolytic 
j streptococcic  invasion,  accompanied  by  intramuscu- 
lar, subperiosteal,  and  visceral  manifestations.  On 
I the  eighth  day  the  boy  developed  pain  in  the  right 
hip,  began  to  vomit,  and  complained  of  colicky  ab- 
dominal pain.  Administration  of  hesperidin  chal- 
cone  improved  capillary  resistance,  evaluated  by 
vacuum  pressure  tests.* 

Twenty  days  after  the  onset  the  child  complained 
of  headache  and  pains  in  the  back,  after  apparent 
*j  recovery  from  joint  pains.  There  was  puffiness  of 
lj  the  eyes  on  waking.  The  pallor  was  marked,  the 
i!  purpuric  spots  fading,  and  the  child  in  good  spirits, 
*i  but  the  urine  showed  gross  hematuria,  moderate 
•i  albuminuria,  and  granular  casts.  The  blood  pres- 
! sure  was  normal,  urinary  output  adequate,  and 
blood  urea  nitrogen  slightly  elevated.  The  child 
i recovered  completely  from  the  acute  nephritis  as 
j evidenced  by  repeated  Addis  count  and  blood  sedi- 
mentation rates.  Mild  purpura  and  ecchymoses 
reappeared  periodically  with  recurrence  of  an  hemo- 
lytic streptococci  infection  of  the  upper  respiratory 
I tract. 

Recurrences  of  Allergic  Purpura  with  Sec- 
jj  ondary  Thrombocytopenia. — Six  months  after  the 
onset  of  the  illness  there  was  a complete  relapse  of 
j symptoms  accompanying  a severe  sore  throat.  The 
j boy  began  to  have  frequent  nosebleeds,  hemorrhage 
into  the  eyeball,  bleeding  from  the  gums,  crops  of 
petechiae  on  the  skin,  smoky  urine,  and  tarry  stools, 
j Hemorrhages  in  the  mouth  interfered  with  feeding; 
those  in  the  intestinal  tract  produced  colicky  pain; 
those  in  the  genitourinary  tract,  painful  urination. 
This  attack  appeared  more  hemorrhagic  than  the 
initial  episode.  Depopenicillin  cleared  the  infection 
• but  not  the  purpura. 

The  blood  showed  a moderate  hypochromic  mi- 
i crocytic  anemia  and  a polymorphonuclear  leukocy- 
I tosis  with  12  per  cent  eosinophils.  The  bleeding 
time  was  forty  minutes,  clotting  time  seven  minutes, 
prothrombin  concentration  90  per  cent  normal,  plate- 
! lets  90,000  per  cu.  mm.,  tourniquet  test  strongly 
positive.  These  findings  were  in  marked  contrast 
with  the  initial  data.  Then  there  was  a similar 
leukocytosis  with  8 per  cent  eosinophils,  a positive 
tourniquet  test,  but  normal  platelet  count  and 
bleeding  time. 

Administration  of  cortisone,  200  mg.  on  the  fourth 
day  and  100  mg.  thereafter  for  ten  days,  produced 
complete  remission  of  the  purpuric  manifestations. 
Eight  hours  after  the  initial  injection,  the  platelets 
rose  to  125,000.  They  fluctuated  daily  within  a 


range  of  25,000  but  in  an  upward  trend  to  250,000 
per  cu.  mm.  on  the  tenth  day.  Bleeding  from  the 
mouth  ceased  within  forty-eight  hours,  from  the  in- 
testinal tract  within  ninety-six  hours,  from  the  uri- 
nary tract  within  a week.  With  arrest  of  bleeding 
the  purpura  cleared  within  a fortnight.  Cortisone 
accelerated  the  formation  of  platelets  indirectly 
and  the  remission  of  purpura  directly.  This  attack 
was  more  severe  than  the  initial  episode  accompa- 
nied by  thrombocytopenia,  yet  recovery  was  rapid 
and  complete. 

Henoch's  Purpura  with  Food  Allergy.— R.  E.,  a 
fifteen-year-old  allergic  girl,  developed  petechiae 
over  the  extremities  at  the  onset  of  menstruation. 
The  spots  appeared  two  hours  after  ingestion  of  a 
cold  supper  consisting  of  wheat,  egg,  sausage,  ham, 
and  tomato.  She  became  violently  ill  toward  mid- 
night complaining  of  headache,  sore  throat  without 
fever,  swelling  of  the  tongue  and  lips,  and  colicky  ab- 
dominal pains.  She  felt  tingling  sensations  over 
those  areas  of  the  extremities  that  subsequently 
became  purpuric.  The  hemorrhagic  spots  did  not 
disappear  with  pressure.  They  gradually  became 
erythematous  and  urticarial  with  extension  to  the 
face,  neck,  and  trunk. 

A previous  but  mild  attack  occurred  eight  months 
previously  after  ingestion  of  pork  products  and  to- 
mato pulp  to  which  she  had  always  been  sensitive. 
Curiously  enough,  the  skin  tests  were  faintly  posi- 
tive but  not  so  striking  as  the  effects  of  ingestion  and 
withdrawal  of  the  two  offending  foods.  Treatment 
with  epinephrine  in  oil,  Chlor-Trimeton,  and  hesperi- 
din chalcone  cleared  the  initial  attack. 

Laboratory  examinations  during  the  present  ilh- 
ness  revealed  a moderate  hypochromic  microcytic 
anemia.  Some  polymorphonuclear  leukocytosis 
with  9 per  cent  eosinophils,  normal  sedimentation 
rate,  110,000  platelets  per  cu.  mm.,  bleeding  time 
fourteen  minutes,  clotting  time  five  minutes,  pro- 
thrombin activity  100  per  cent,  clot  retraction  nor- 
mal, tourniquet  test  positive,  and  occult  blood  in  the 
stools. 

Administration  of  cortisone  200  mg.  intramuscu- 
larly was  followed  by  100  mg.  daily  in  divided  doses 
for  six  days.  The  results  were  striking  in  compari- 
son with  those  observed  after  the  initial  attack. 
Abdominal  pain  disappeared  within  twenty-four 
hours,  angioedema  of  the  mouth  subsided  in  forty- 
eight  hours,  and  blood  platelets  rose  to  200,000  per 
cu.  mm.  in  five  days.  The  thrombocytopenia  was 
either  a reduction  incident  to  menstruation  or  to 
the  allergic  attack  or  to  both.  Lowered  capillary 
resistance  normally  accompanying  menstruation  was 
greatly  accentuated  in  allergic  injury. 

Henoch-Schonlein’s  Purpura  with  Rheumatic  Cardi- 
tis.— V.  S.,  a twelve-year-old  boy,  became  acutely 
ill  ten  days  after  apparent  recovery  from  a strepto- 
coccic sore  throat.  He  became  dizzy,  vomited,  and 
complained  of  cramplike  pain  in  the  abdomen  and  in 
the  right  knee.  He  experienced  difficulty  in  moving 
about  the  bed  because  of  the  generalized  tenderness 
of  the  joints.  On  the  following  day,  purpuric  spots 
appeared  over  the  skin,  buttocks,  and  limbs.  Pin- 
point spots  gradually  increased  and  darkened,  dis- 
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Crete  hemorrhages  gradually  became  confluent,  and 
slight  erythemas  gradually  became  urticarial  and 
papular.  The  stools  became  tarry  and  the  urine 
smoky. 

The  purpura  continued  for  a week  when  a mitral 
systolic  murmur  first  became  evident.  The  boy  had 
been  free  from  rheumatic  fever  since  the  age  of  seven. 
The  temperature  became  elevated,  the  pulse  poor  in 
quality,  the  tachycardia  out  of  proportion  to  the  fe- 
ver, and  the  rapid  respiration  was  accompanied  by 
weakness,  prostration,  and  precordial  pain.  The 
apical  impulse  became  wavy,  the  heart  sounds  muf- 
fled, and  the  heart  enlarged.  Mitral  stenosis  with 
aortic  insufficiency  developed  despite  prophylactic 
measures.  The  painful  periarticular  effusions 
around  the  joints  were  not  relieved  by  salicylates. 
There  was  no  evidence  of  hemorrhage  into  the 
joints. 

The  throat  culture  showed  a streptococcus  viri- 
dans.  The  blood  revealed  hemoglobin  60  per  cent, 
red  blood  cells  3,000,500,  white  blood  cells  16,700, 
polymorphonuclears  68  per  cent,  lymphocytes  15 
per  cent,  monocytes  4 per  cent,  eosinophils  12  per 
cent,  basophils  1 per  cent,  platelets  228,000  per  cu. 
mm.,  sedimentation  rate  (Westergren)  33  mm.  per 
hour,  bleeding  time  four  minutes,  clotting  time  five 
minutes,  prothrombin  activity  90  per  cent,  clot  re- 
traction normal,  tourniquet  test  strongly  positive, 
and  urine  sediment  25  red  blood  cells  high  power 
field ; stools  showed  occult  blood. 

Administration  of  cortisone,  200  mg.  intramuscu- 
larly, on  the  fourth  day  of  the  onset  of  carditis  and 
100  mg.  thereafter  for  twelve  days  reversed  the  rapid 
course  of  the  attack.  Appetite  improved  promptly, 
fe'ver  dropped  in  twenty-four  hours,  abdominal  pain 
disappeared  in  thirty-six  hours,  joint  pains  in  forty- 
eight  hours,  heart  rate  slowed  in  seventy-two  hours, 
purpura  faded  in  ninety-six  hours,  and  the  sedimen- 


tation rate  was  normal  in  five  days.  Acne  developed 
during  the  hormone  therapy.  The  urine  also  showed 
traces  of  sugar  and  acetone  which  cleared  on  with- 
drawal of  cortisone.  Then,  too,  some  of  the  mild 
manifestations  of  the  purpura  recurred  unob- 
trusively after  discontinuing  treatment. 

Summary 

1.  Four  children  with  allergic  purpura  of 
established  etiology  were  treated  effectively  with 
cortisone. 

2.  Two  of  the  cases  with  thrombocytopenia, 
as  an  unusual  manifestation  of  allergic  purpura, 
responded  promptly  to  cortisone  following  the 
rapid  rise  of  blood  platelets  and  return  to  normal 
levels  within  a week. 

3.  Gastrointestinal  disturbances  cleared 
within  thirty-six  hours,  purpuric  manifestations 
within  forty-eight  hours,  capillary  fragility  within 
seventy-two  hours,  and  blood  in  urine  and  stools 
in  eighty-four  hours  in  the  Henoch  type  of  allergic 
purpura. 

4.  Appetite  improved  promptly,  fever  dropped 
in  twenty-four  hours,  joint  pains  disappeared 
in  forty-eight  hours,  purpura  faded  in  ninety-six 
hours,  and  sedimentation  rate  was  normal  in  five 
days  in  Schonlein  type  of  allergic  purpura. 

5.  Mild  manifestations  of  allergic  purpura 
were  in  evidence  for  weeks  after  the  withdrawal 
of  cortisone. 
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THE  PROPHYLAXIS  OF  SUBACUTE  BACTERIAL  ENDOCARDITIS 


Conclusions  drawn  from  a study  of  11  consecutive 
cases  of  bacteria]  endocarditis  support,  in  the  opinion 
of  the  authors,  the  recommendations  regarding  pro- 
phylaxis made  by  several  other  observers.  These 
recommendations  are  that  patients  with  pre-existing 
rheumatic  valvular  disease  or  congenital  cardiac 
anomaly  be  given  penicillin  as  a preventive  measure 
prior  to  any  needed  dental  extractions,  tonsillectomy, 
or  irrigation  of  nasal  sinuses.  Moreover,  the  authors 
recommend  that  procaine  penicillin  G in  water  or  oil 
be  given  intramuscularly  during  acute  infections  of 
the  upper  respiratory  tract  for  a minimum  of  five 
days,  or  longer  if  fever  persists;  before  spontaneous 
or  therapeutic  abortion  and  spontaneous  or  induced 
labor  and  for  the  following  five  days  or  longer  if 
fever  is  present;  and  where  there  are  infected 
wounds,  for  at  least  five  days  or  until  evidences  of 
infection  have  cleared.  They  point  out  that  an 


essential  prerequisite  to  these  preventive  measures  is 
the  knowledge  on  the  part  of  the  patient  that  he 
has  a heart  lesion  and  that  he  be  informed  of  the 
importance  of  prophylaxis  in  forestalling  bacterial 
endocarditis. 

At  present  the  authors  inject  intramuscularly 
300,000  units  procaine  penicillin  G in  water  or  oil 
one  hour  prior  to  the  procedure  (extractions,  tonsil- 
lectomy, etc.)  and  the  same  quantity  daily  for  five 
days  thereafter  or  longer  if  indicated  by  presence  of 
fever  or  persistent  infection.  The  period  of  five 
days,  the  authors  admit,  is  arbitrary  and  may  be 
changed  after  further  experience.  In  18  patients 
in  whom  these  schedules  were  carried  out  there  has 
been  no  evidence  in  any  of  subacute  bacterial  endo- 
carditis.— A.  Carlton  Ernstene,  M.D.,  C.  J.  Mc~ 
Garvey,  M.D.,  and  Jerome  A.  Ecker,  M.D.,  Cleveland 
Clinic  Quarterly , January,  1951 


MESOTHELIOMA  OF  THE  PERITONEUM 

Julius  Rosenthal,  M.D.,  and  Morton  Connor,  M.D.,  New  York  City 
( From  the  Department  of  Pathology,  Goldwater  Memorial  Hospital,  Welfare  Island) 


Mesothelioma  of  the  peritoneum  was 

first  described  by  Rokitansky  as  primary 
cancer  of  the  peritoneum.1  Since  that  time, 
there  has  appeared  a considerable  literature  on 
mesotheliomas  with  important  contributions  by 
Glockner,  Birch-Hirschfeld,  Miller  and  Wynn, 

I Stout,  Ewing,  Klemperer  and  Rabin,  Geschickter, 

I Moore,  and  Willis.2-10  Nevertheless,  there  has 
; not  been  a unanimity  of  opinion  on  this  subject, 

■ particularly  since  some  of  the  cases  were  not  well 
substantiated.  Willis,  in  his  treatise  on  tumors, 
I concluded  after  an  analysis  of  a number  of  re- 
i ported  cases  that  no  one  had  conclusively  proved 
the  existence  of  this  tumor.10 

We  have  recently  had  an  opportunity  to  ex- 
|i  amine  such  a tumor.  We  consider  it  sufficiently 
|!  definite  to  warrant  its  addition  to  those  previously 
described. 

The  patient  was  a sixty-six-year-old  wrhite  male 
ij  admitted  to  Goldwater  Memorial  Hospital  com- 
| plaining  of  swelling  of  the  abdomen  and  of  the  ex- 
> tremities.  His  history  dated  back  eleven  months 
il  when  he  was  admitted  to  another  hospital  with  simi- 
II  lar  complaints. 

Gastrointestinal  series  showed  suggestive  obstruc- 
$1  tion  of  various  regions  of  the  gastrointestinal  tract, 
ti  apparently  due  to  pressure  by  external  masses. 

About  a month  after  his  admission  there,  a laparot- 
t omy  was  performed,  revealing  massive  thickening 
i of  the  peritoneum  due  to  the  presence  of  numerous 
I wartlike  nodules  protruding  from  its  surface.  The 
viscera  otherwise  appeared  normal.  About  1,000  cc. 
of  thick,  mucoid  fluid  was  found  in  the  peritoneal 
, cavity.  A glass  button  was  inserted.  The  postop- 
l erative  course  was  uneventful,  and  he  was  dis- 
' charged.  The  pathologic  diagnosis  of  the  perito- 
l>  neal  biopsy  removed  wras  reported  by  Dr.  Moses 
Kopel  as  mesothelioma  of  the  peritoneum. 

During  the  next  nine  months,  he  had  recurrence  of 
i the  ascites  and  had  to  be  tapped  on  several  occasions. 

On  admission  to  Goldwater  Memorial  Hospital, 

| he  was  found  to  appear  chronically  ill  and  cachectic, 
j His  abdomen  was  markedly  distended  due  to  ascites. 

I In  the  right  inguinal  region,  there  were  two  en- 
| larged  palpable  nodes. 

Laboratory  data  included  the  following:  hemo- 
globin 15  Gm.,  red  blood  cells  4,920,000,  white 
* blood  cells  9,400,  differential  normal.  Total  pro- 
* tein  was  5.8,  albumin  3.5  Gm.,  globulin  3.3  Gm. 
Blood  Mazzini  test  was  negative. 

The  patient’s  general  condition  gradually  deterio- 
i rated.  He  required  repeated  abdominal  paracente- 
I ses.  He  died  eleven  months  after  admission  to  this 

I hospital  and  approximately  two  years  after  the  onset 
of  his  illness,  with  nausea,  vomiting,  and  extreme 
■ anorexia. 


Fig.  1 . Small  intestine.  The  serosa  is  studded  with 
numerous  tumor  nodules. 


Postmortem  examination. — The  most  significant 
findings  were  in  the  abdomen.  The  peritoneal  cav- 
ity contained  about  5 L.  of  clear,  yellow,  gelatinous 
fluid.  All  the  peritoneal  surfaces,  both  visceral 
and  parietal,  were  studded  with  wartlike,  gelatinous 
masses  varying  in  size  from  3 to  10  mm.  in  diameter 
(Fig.  1 ).  The  neoplastic  process  was  so  extensive  as 
to  make  the  dissection  of  individual  organs  excep- 
tionally difficult.  Large  masses  of  neoplastic  tissue 
also  were  found  adjacent  to  the  greater  curvature  of 
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Fig.  2.  Lymph  node.  Numerous  neoplastic  cells 
resembling  more  mature  mesothelial  cells.  Note 
occasional  signet  type  of  cell.  (Hematoxylin  and 
eosin  stain — 500  X) 


the  stomach  in  the  region  of  the  splenic  flexure. 
These  masses  apparently  represented  massive  in- 
volvement of  the  omentum  and  of  the  abdominal 
lymph  nodes,  particularly  the  mesenteric  ones.  The 
inguinal  nodes  were  also  invaded.  However,  no 
definite  neoplastic  infiltration  into  any  abdominal 
organ  was  noted  grossly  other  than  the  sheeting  of 
serosally  covered  viscera  by  the  tumor.  On  section, 
the  neoplastic  masses  were  found  to  be  gray-white  in 
color,  firm  but  not  stony  hard,  and  frequently  ap- 
peared honeycombed  rather  than  solid,  exuding  a 
grayish  gelatinous  fluid.  This  trabeculation  pro- 
ceeded to  the  point  of  cyst  formation  and,  in  the  re- 
gion of  the  liver,  large  cystic  masses  about  4 cm. 
in  diameter  were  encountered. 

After  careful  search,  no  neoplastic  lesion  was  found 
in  any  of  the  viscera  which  could  be  designated  as 
the  primary  one. 

Microscopic  Description. — Sections  were  examined 
from  various  representative  regions  and  were 
stained  by  hematoxylin  and  eosin,  Van  Gieson,  azo- 
carmine, mucicarmine,  fat,  and  reticulum  stains. 

The  cells  composing  the  various  masses  showed 
considerable  variation  in  their  structure  and  particu- 
larly in  the  degree  of  apparent  malignancy,  so  that 
some  cells  resembled  mature  mesothelial  cells,  such 
as  are  frequently  seen  in  ascitic  fluid,  while  others 
were  markedly  atypical  and  suggested  frank  malig- 
nancy. The  former  were  characterized  by  their 
large  size,  round  or  polygonal  appearance,  and  the 
presence  of  large,  round,  pyknotic  or  vesicular  nuclei 
and  abundant  amounts  of  eosinophilic  cytoplasm. 
The  latter  were  found  usually  as  collections  of  sheet- 
like structures,  composed  of  irregular,  round,  oval, 
or  elongated  cells  showing  hyperchromatism,  bizarre 


Fig.  3.  Lymph  node.  Papillary  villous  type  of 
formation.  (Hematoxylin  and  eosin  stain — 300  X). 


nuclei,  frequent  nucleoli,  occasional  mitoses,  and  dif- 
ferences in  polarity.  On  close  inspection,  many  of 
the  cells  showed  accumulations  of  fine  vacuoles  in 
their  cytoplasm.  In  some,  these  had  apparently 
coalesced  to  form  larger  single  vacuoles  and  even  to 
the  extent  of  replacing  all  of  the  cytoplasm,  so  that 
these  cells  appeared  of  the  signet  type  (Fig.  2). 

The  cells  were  grouped  usually  as  masses  in  a 
loose  areolar  tissue.  In  some  areas,  the  cells  predom- 
inated, and  the  connective  tissue  framework  was 
minimal.  Occasionally,  the  cells  were  arranged  as 
clusters  or  pseudoacini  in  the  midst  of  fibrillar  con- 
nective tissue  which,  previous  to  sectioning,  had  ap- 
parently contained  fluid.  Sometimes  there  was  an 
arrangement  in  rows  of  single  cells  indicating  a simi- 
larity to  a mesothelial  lining.  At  other  times,  vil- 
lous-like structures  were  seen,  composed  of  an  outer 
lining  of  one  such  layer  of  cells  and  a core  of  thin, 
fibrillar,  edematous  connective  tissue  (Fig.  3). 

The  tumor  showed  an  outstanding  feature, 
namely,  its  usual  confinement  to  peritoneal  sur- 
faces. This  was  found  notably  in  the  gastrointesti- 
nal tract  and  spleen  (Fig.  4).  In  the  liver  there 
was,  in  addition  to  the  principal  involvement  of  the 
capsule,  an  invasion  for  a distance  of  a few  millimeters 
below  it  in  a few  areas.  Metastases  were  found  in 
numerous  abdominal  lymph  nodes  and  in  the  inguinal 
nodes.  A few  small  metastases  were  also  found  in 
the  lungs  (Fig.  5). 

Special  Stains. — Azocarmine — The  cell  had  a 
grayish-brown  appearance.  There  were  fibers  seen 
in  their  midst  and  only  rarely  was  there  seen  any  re- 
lationship of  fibers  to  their  cells. 

Trichrome — The  cells  took  the  usual  reddish 
stain,  and  under  high  power  many  of  the  cells 
were  seen  to  give  off  processes  which  merged  into 
the  adjacent  fibrillar  connective  tissue  forming  the 
framework  of  the  tumor  (Fig.  6). 


November  1,  1951) 


MESOTHELIOMA  OF  THE  PERITONEUM 


2509 


Fig.  4.  Small  intestine.  Large  tumor  masses 
involving  serosa  and  not  penetrating  the  muscularis. 
I (Hematoxylin  and  eosin  stain — 17  X) 


Mucicarmine — No  mucin  found  in  any  of  the 
sections  examined  by  this  stain. 

Reticulum  Stain — Only  occasional  reticulin  fibers 
were  seen. 

Comment 

Mesotheliomas  of  the  peritoneum  are  exceed- 
ingly rare  tumors  and  the  least  frequent  of  serosal 
cancers.  They  are  usually  slow-growing  neo- 
plasms which  spread  over  the  entire  peritoneal 
surface  with  little  invasion  of  abdominal  viscera 
and  only  with  occasional  metastases.  Three 
types  of  mesotheliomas  were  described  by 
Hamdi,  Louthai,  and  Schevket  under  the  term  of 
coeliothelioma.11  These  are  (1)  pedunculated 
multiloculated  cysts  lined  with  epithelial-like 
cells;  (2)  multiple  nodules  showing  papillary 
formation  with  glandlike  spaces  which  invade 
certain  areas  of  subperitoneal  tissue  but  not  the 
nodes,  and  (3)  a mucinous  gelatinous  tumor  in 
which  mucin-filled  spaces  are  lined  by  scarcely 
recognizable  mucin-secreting  epithelium. 

The  latter  variety  was  stated  to  be  the  com- 
monest type,  distinctly  invasive,  with  a tendency 
to  distribute  itself  over  the  entire  peritoneum 
but  not  often  metastasizing.  Such  a tumor  was 
described  by  the  authors  in  a forty-five-year-old 
man  who  gave  a history  of  abdominal  swelling  of 
five  years  duration.  Similar  cases  were  de- 
scribed by  Fuss  and  Stout.12,5  In  the  case  of  the 
latter  author,  there  were  widespread  peritoneal 


Fig.  5.  Lung.  Metastasis  of  neoplastic  tissue 
resembling  that  seen  in  peritoneum.  (Hematoxylin 
and  eosin  stain — 55  X) 


masses  as  well  as  metastases  to  the  lungs  and 
liver.  Our  case  resembles  this  type. 

Microscopically,  the  tumor  in  our  case  had  to 
be  differentiated  particularly  from  mucinous 
carcinoma.  However,  the  large  polyhedral  cells 
with  their  abundant  cytoplasm,  their  occurrence 
in  sheets  with  contiguous  surfaces  sometimes 
flattened,  their  apparent  origin  as  long  single 
rows  in  peritoneum,  and  their  tendency  to  form 
villi  which  contained  both  connective  tissue  as 
well  as  covering  cells  indicated  their  true  origin. 
The  formation  of  fibrillary  connective  tissue  and 
the  occurrence  in  some  areas  of  tumor  cells,  the 
cytoplasm  of  which  blended  into  the  adjacent 
newly  formed  connective  tissue,  gave  additional 
evidence  of  the  mesodermal  origin  of  this  tumor. 
The  presence  of  both  tissue  elements  simulta- 
neously further  tends  to  substantiate  the  diagnosis 
of  mesothelioma,  for  it  has  been  shown  that  the 
original  mesoderm  can  differentiate  in  two 
directions — on  the  one  hand  giving  rise  to  mesen- 
chyme which  later  develops  into  adult  connective 
tissue  elements,  and,  on  the  other,  differentiating 
into  outer  surface  tissue  as  represented  by  the 
serosal  linings  of  the  body  cavities.  In  addition, 
Maximow  was  able  to  demonstrate  the  transition 
of  mesothelial  cells  into  fibroblasts  in  tissue 
culture.13  In  this  respect,  therefore,  the  finding 
in  our  case  of  areas  where  there  was  intimate 
connection  between  cells  and  connective  tissue 
stroma  appears  as  a corroborating  point. 

It  is  quite  evident  that  mucinous  adenocar- 
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Fig.  6.  Peritoneum.  Fibrillary  connective  tissue 
cells  and  space  previously  occupied  by  fluid.  Note 
connective  tissue  processes  arising  from  cells  and 
merging  into  connective  tissue.  (Trichrome  stain 
—330  X) 

cinoma  arising  from  the  gastrointestinal  tract, 
ruptured  pseudomyxoma  of  the  appendix  with 
peritoneal  implantation,  and  pancreatic  carcin- 
oma can  give  rise  to  a gross  picture  hardly  dis- 
tinguishable from  peritoneal  mesothelioma.  Con- 
sequently, it  is  imperative  that  a primary  neo- 
plasm with  metastases  be  ruled  out  before  a 
diagnosis  of  mesothelioma  is  entertained. 

Considerable  disagreement  has  arisen  over  the 
question  as  to  whether  mesotheliomas  may  have 
mucin.  Moore  states  that  mesotheliomas  can  be 
differentiated  from  carcinoma  originating  from  a 


mucin-secreting  organ  by  the  fact  the  cells  of  the 
former  contain  no  mucin.9  Stout  is  of  the  opinion 
that  mucin  is  not  secreted  by  mesothelial  cells, 
either  normal  or  neoplastic.14  However,  a 
mucoid  material  is  secreted  by  these  cells  and 
has  been  shown  to  be  hyaluronic  acid.15  This 
has  been  mistaken  for  mucin  in  sections  because 
it  is  tinted  the  same  color  as  mucin  by  muci- 
carmine  and  similar  dyes.14  Castleman  de- 
scribed a case  of  pleural  mesothelioma,  accepted 
by  Mallory,  showing  mucin  formation  in  some  of 
the  cells.16  In  our  case,  mucicarmine  stains 
were  negative  for  any  pink-staining  material. 


Summary 

A case  of  primary  mesothelioma  of  the  peri- 
toneum has  been  presented.  The  outstanding 
clinical  features  were  the  occurrence  of  a slow- 
growing  abdominal  neoplasm  of  about  two  years 
duration  accompanied  by  marked  ascites  but 
without  any  prominent  tendency  toward  metas- 
tasis. Pathologically,  there  was  found  diffuse 
peritoneal  involvement  by  nodular  masses  con- 
sisting of  anaplastic  mesothelial  cells,  usually 
occurring  in  sheets  but  sometimes  forming 
papillary  or  villous  structures,  fibrillar  connective 
tissue,  and  gelatinous  ascitic  fluid.  Except  for  a 
few  small  metastases  to  the  lung  and  subcapsular 
invasion  of  a few  areas  of  the  liver,  no  visceral 
invasion  was  found. 
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TOXIC  HEPATITIS  CAUSED  BY  PROLONGED  INORGANIC  ARSENIC 
INTAKE:  STUDIES  ON  LIVER  DYSFUNCTION— VII 

Louis  Pelner,  M.D.,  F.A.C.A.,  and  Samuel  Waldman,  M.D.,  F.A.C.P.,  Brooklyn,  New 
York 


THE  possibility  of  injury  to  the  liver  through 
medication  with  arsenic  has  long  been  known. 
However,  as  infections  and  metabolic  factors 
have  become  prominent  etiologic  agents  in  hepa- 
titis and  cirrhosis,  toxic  influences  on  the  liver 
have  been  pushed  to  the  background.  It  is  our 
intention  to  show  that  toxic  hepatitis  due  to  pro- 
longed inorganic  arsenic  intake  is  an  ever-present 
problem. 

The  treatment  of  anemias,  psoriasis,  and  chronic 
ill  health  with  inorganic  arsenic  has  rightfully 
passed  into  oblivion.  The  treatment  of  the 
leukemias  with  Fowler’s  solution  has  been  revived 
with  some  benefit,  but  this  is  a disease  requiring 
the  most  radical  measures  in  its  management.  In 
the  past  few  years  there  has  been  a tremendous 
resurgence  in  the  treatment  of  asthma  with  inor- 
ganic arsenic. 

Fowler’s  solution  has  been  used  in  the  treat- 
ment of  bronchial  asthma  for  many  years.1  It 
was  one  of  the  constituents  of  many  proprietary 
medications  for  asthma.  With  the  increasing- 
emphasis  on  rational  therapeutics  in  recent  years, 
the  use  of  arsenic  had  been  discarded  by  the 
younger  physicians.  It  apparently  had  some 
value  in  asthma.  Waldbott  makes  the  following 
observation:  “I  have  used  an  unconventional 
method,  which  is  being  widely  publicized  by  lay 
people.  The  prescription  consists  of  the  fol- 
lowing: 


Fowler’s  solution 
Potassium  iodide 
Tincture  digitalis 
Saccharin 

Elixir  of  phenobarbital 


6.00  cc.  (134  drams) 
6.5  Gm.  drams) 

2.33  cc.  (35  minims) 
0.065  Gm.  (1  grain) 
qs  120  cc.  (4  ounces) 


“Its  content  is  the  same  as  that  of  most  patent 
medicines.  This  medication  is  likely  to  produce 
remarkable  improvement  under  thoroughly  con- 
trolled conditions.  The  danger  of  arsenic  poi- 
soning through  large  doses  should  be  kept  in 
mind.”2 

The  dosage  of  Fowler’s  solution  (potassium 
arsenite)  in  the  prescription  is  approximately  3 
minims  per  teaspoon. 

The  increasing  use  of  arsenic  has  brought  with 
it  the  serious  danger  of  chronic  arsenic  poisoning, 
the  more  so  because  the  medication  is  often 
shipped  by  mail  and  taken  by  the  patient  without 
examination.  This  very  serious  state  of  affairs 
makes  it  incumbent  upon  the  physician  to  think 
seriously  of  arsenic  poisoning  in  any  suspicious 


syndrome  in  an  asthmatic.  Sollman  states, 
“Inorganic  arsenic  is  capricious,  unpredictable, 
and  uncontrollable  both  as  to  good  and  harm; 
but  the  harm  is  more  certain  and  generally  more 
frequent  than  the  good.”3 

Symptoms  and  Signs  of  Arsenic  Poisoning 

Swelling  of  the  eyelids  is  an  early  sign  of  chronic 
poisoning.  Chronic  arsenic  poisoning  may  affect 
the  skin,  liver,  peripheral  nerves,  bone  marrow, 
and  kidney.4  Fatigue  and  loss  of  energy  may  be 
the  only  symiptoms  in  mild  arsenic  poisoning. 
The  skin  changes  are  considered  to  be  character- 
istic. They  include  flushing,  edema  and  hyper- 
hidrosis,  acne,  eczema  and  scaling  of  the  skin, 
keratoses  of  the  palms  and  the  soles,  herpes  zoster, 
and  a peculiar  melanoderma  of  the  skin.  Our 
patient  showed  a dark  brown  freckling  of  the  skin, 
especially  on  the  trunk  and  lower  extremities,  the 
freckles  having  an  unusual  “raindrop”  shape. 
Polyneuritis  is  stated  to  be  frequent,  sometimes 
with  muscle  atrophy,  hypesthesia,  and  occasion- 
ally blindness.  The  sensory  and  motor  paralysis 
of  the  extremities  usually  involves  the  legs  more 
than  the  arms.  Motor  paralysis  is  often  pre- 
ceded by  marked  sensory  disturbances  and  pains 
in  the  joints. 

Liver  involvement  results  from  fatty  infiltra- 
tion of  the  liver  cells  with  consequent  encroach- 
ment on  the  biliary  radicals,  thus  producing 
jaundice.  Occasionally  acute  hepatitis  may  be 
rapidly  fatal,  especially  with  the  organic  arsen- 
icals. 

The  bone  marrow  function  is  impaired  so  that 
all  elements  of  the  myeloid  series  may  be  de- 
pressed, and  aplastic  anemia  may  ensue.  The 
renal  glomeruli  and  tubules  are  often  damaged,  but 
the  edema  of  the  eyelids,  face,  and  ankles  is  con- 
sidered evidence  of  widespread  capillary  damage. 
Loss  of  hair  and  nails  is  also  a frequent  occur- 
rence. 

The  most  common  early  signs  of  chronic  arsenic 
poisoning  are  diarrhea,  skin  pigmentation,  hyper- 
keratoses, and  edema  of  the  eyelids  and  ankles. 
Other  suspicious  symptoms  include  garlic  odor  of 
the  breath,  salivation,  sweating,  and  generalized 
itching. 

Chemical  analysis  of  the  urine  may  be  necessary 
to  establish  a diagnosis.  The  hair  and  nails  re- 
tain arsenic  for  a long  time,  even  when  the  urine 
contains  little  or  none. 

Arsenic  is  occasionally  present  in  the  urine  of 
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normal  patients;  according  to  Sollman  it  may 
total  0.03  to  0.15  mg.  per  L.3  The  normal  con- 
tent for  this  laboratory  is  0 to  .06  mg.  per  L. 

Review  of  the  Literature 

Bang  noted  in  1774  that  injection  of  arsenic 
caused  general  anasarca.6  Geyer  reported  in 
1898  the  symptoms  of  poisoning  in  a large  number 
of  people  in  Germany.6  They  showed  cutaneous 
changes,  polyneuritis,  and  ascites.  Hutchinson 
in  1895  reported  on  a patient  with  psoriasis  who 
had  taken  small  doses  of  Fowler’s  solution  for 
eight  years  and  developed  pigmentation,  kera- 
toses, and  ascites.6  Discontinuance  of  the  ar- 
senic resulted  in  recovery.  In  1900,  Sturrock  and 
Reynolds  reported  on  the  “Manchester  epidemic” 
involving  drinkers  of  arsenic-contaminated  beer.6 
Large  tender  livers  were  found  in  these  patients 
during  life,  and  extensive  hepatic  damage  was 
noted  at  necropsy.  Hamburger,  also  in  1900, 
reported  a case  of  chronic  arsenic  poisoning  with 
ascites.6  In  1903,  Broadbent  described  ascites 
as  a complication  of  the  arsenic  treatment  of 
Hodgkin’s  disease.6  In  1921,  Stockman  de- 
scribed a case  of  ascites  with  hepatomegaly  in  a 
patient  who  had  taken  a bromide  mixture  con- 
taining small  amounts  of  arsenic  for  six  years.6 
O’Leary,  Snell,  and  Bannick  in  1921  reviewed  the 
literature  and  described  two  cases  of  cirrhosis  that 
followed  long-continued  use  of  Fowler’s  solution.6 
O’Leary  noted  that  in  these  cases,  the  hepatic 
function  tests  at  first  showed  no  abnormality  and 
later  showed  only  a slight  abnormality.  He  felt 
that  this  was  a rather  good  prognostic  point  in 
that  his  cases  cleared  well  after  the  arsenic  medi- 
cation was  eliminated.  Weir  recorded  two  addi- 
tional cases  of  arsenical  cirrhosis,  resulting  from  the 
use  of  Fowler’s  solution,  from  the  Mayo  Clinic.6 
Although  the  amount  of  arsenic  that  one  of  his  pa- 
tients took  was  very  small,  he  commented  on  the 
fact  that  only  a very  small  amount  of  inorganic 
arsenic  may  be  necessary  to  produce  symptoms  in 
susceptible  individuals.  In  June  of  1950,  Frank- 
lin, Bean,  and  Hardin  described  four  cases  of  cir- 
rhosis of  the  liver  in  which  arsenic  intake  was  con- 
sidered to  be  a factor.7 

The  literature  is  also  replete  with  reports  of 
liver  damage  following  the  use  of  organic  arsen- 
icals  in  the  treatment  of  syphilis.  Here  the  prob- 
lem is  somewhat  complicated  by  the  fact  that 
syphilis  itself  can  cause  liver  disease  and  by  the 
possibility  that  jaundice  noted  during  syphilo- 
therapy  may  be  a contaminating  viral  infection. 
A study  from  the  Peter  Bent  Brigham  Hospital 
showed  that  one  patient  in  every  hundred  syphi- 
litics treated  developed  jaundice.8 

Case  Report 

M.  S.,  age  fifty-four,  was  first  seen  on  January  30, 


1950,  at  which  time  he  was  in  an  attack  of  status 
asthmaticus.  He  had  had  asthma  since  1943. 
He  was  usually  relieved  by  inhalation  of  epinephrine, 
1:100.  For  about  a year  and  a half  he  had  been 
taking  the  arsenic  treatment,  and  it  was  stated  to 
have  given  him  fairly  good  results.  However,  for 
the  last  few  months  he  had  had  less  and  less  relief. 
He  was  given  intravenous  aminophylline  injections 
with  relief  of  the  status  syndrome.  He  was  also 
given  a mixture  containing  ammonium  chloride, 
potassium  iodide,  and  in  addition  calcium  gluconate. 

The  patient’s  father  suffered  from  asthma,  and 
his  two  children  have  slight  allergies  to  foods. 
There  was  no  other  pertinent  family  or  personal 
history,  except  that  the  patient  had  several  allergic 
surveys  without  eliciting  any  significant  findings. 

He  was  not  seen  again  until  August  28,  1950,  at 
which  time  he  complained  of  pain  in  the  upper  quad- 
rants of  the  abdomen,  especially  in  the  right  upper 
quadrant.  He  had  also  belching  and  fullness  but 
no  nausea  or  vomiting.  Examination  at  this  time 
revealed  a patient  who  appeared  chronically  ill  and 
had  a peculiar  pallor  and  feel  to  the  skin.  The 
skin  in  many  areas  had  a brownish  discoloration  re- 
sembling freckles  but  shaped  in  a peculiar  “rain- 
drop” effect.  His  liver  was  enlarged  four  fingers 
below  the  costal  arch  and  was  extremely  tender. 
He  had  had  no  fever  or  chills.  The  laboratory  ex- 
amination at  this  time  showed  the  following: 
hemoglobin  14.6  Gm.,  4,180,000  red  blood  cells, 
8,100  white  blood  cells  with  neutrophils  46  per  cent 
(polymorphonuclears  45  per  cent,  stabs  1 per  cent), 
large  lymphocytes  3 per  cent,  small  lymphocytes 
40  per  cent,  monocytes  1 per  cent,  eosinophils  9 
per  cent,  and  basophils  1 per  cent.  Icterus  index 
was  11.0,  total  proteins  6.8  Gm.  per  cent,  albumin 
4.3  Gm.  per  cent,  globulin  2.5  Gm.  per  cent,  albumin- 
globulin  ratio  1.7:1.  Cephalin  flocculation  was 
negative  after  forty-eight  hours,  and  urobilinogen 
in  the  urine  was  positive  in  a dilution  of  1:200.  A 
casual  specimen  of  urine  taken  at  this  time  showed  a 
specific  gravity  of  1.014  with  a faint  trace  of  albumin 
and  a rare  hyaline  cast.  A twenty-four-hour  speci- 
men of  1,655  cc.  of  urine  showed  an  arsenic  content 
of  1.24  mg.  of  arsenic. 

The  patient  was  placed  on  Lipothyn,  a lipotropic 
substance  containing  methionine,  250  mg.,  and 
inositol,  250  mg.,  per  tablet.  He  was  to  take  ten 
tablets  per  day.  (The  reasons  for  not  using  BAL 
will  be  detailed  elsewhere  in  this  article.)  The  arsenic 
formula  was  stopped  immediately.  The  improve- 
ment in  the  gastrointestinal  symptoms  was  rapid 
after  the  offending  medication  had  been  stopped. 
However,  the  asthma  proceeded  to  grow  worse. 

On  September  26,  another  determination  for 
arsenic  in  the  urine  revealed  0.128  mg.  of  arsenic 
in  the  total  twenty-four-hour  urine  specimen  of 
1,710  cc.  The  liver  had  receded  in  size  to  about 
two  fingers  below  the  costal  arch.  On  October  23, 
another  twenty-four-hour  specimen  of  urine,  total- 
ing 1,150  cc.,  revealed  arsenic  content  of  0.104  mg. 
During  this  time,  in  the  interval  between  the  last 
two  tests,  he  had  another  bout  of  status  asthmaticus 
which  required  the  use  of  aminophylline  intraven- 
ously for  several  days  and  the  discontinuance  of 
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[epinephrine  by  inhalation.  Following  several  daily 
injections  of  aminophylline,  he  was  again  able  to 
,*  resume  the  inhalation  of  epinephrine. 

Possible  Method  by  Which  Arsenic 
Therapy  May  Help  Chronic  Asthmatics 

While  we  feel  that  therapy  with  Fowler’s  solu- 
tion must  be  used  with  marked  circumspection  in 
' any  condition,  the  frequent  claims  of  improve- 
I ment  by  the  laity  and  the  statements  of  authorities 
i on  the  subject  require  that  the  benefits  of  arsenic 
; in  chronic  asthma  be  evaluated.  From  other 
| studies  that  we  have  made,  we  feel  that  inorganic 
| arsenic  may  work  by  “occupying”  one  of  the  liver 
functions.9-10  However,  it  does  it  so  well  that 
I ! the  liver  is  often  damaged  in  the  process. 

It  is  well  known  that  arsenic  combines  with 
| enzymes  having  the  SH  group.  Since  these 
t;|  enzymes  are  among  the  most  important  in  the 
body  and  are  found  especially  in  the  liver  cells, 
arsenic  may  “occupy”  one  or  more  of  the  liver 
functions  by  interfering  with  the  activity  of  these 
i enzymes.  There  may  be  other  methods  of  “oc- 
ij  cupying”  the  liver  function  without  doing  actual 
jji  damage.  Some  of  the  hormones  (ACTH  and 
li  cortisone)  which  are  beneficial  in  status  asthma- 
! ticus  probably  also  work,  at  least  in  part,  through 
I j this  process.  Our  evidence  for  this  statement 
follows. 

Ever  since  Hench,  Kendall,  Slocumb,  and  Pol- 
ley  startled  the  world  with  their  experiences  with 
{I  cortisone  and  ACTH  in  the  treatment  of  rheuma- 
i>  toid  arthritis,  the  facts  that  led  Hench  to  use 
V these  hormones  seemed  to  have  either  been  disre- 
garded  or  forgotten.11  Years  before,  Hench 
noted  that  remissions  occurred  in  this  disease 
during  pregnancy  and  during  hepatitis.  In  both 
of  these  conditions  there  exists  a state  of  hepatic 
I dysfunction.  In  both  of  these  conditions,  the 
liver  is  "occupied”  with  the  detoxification  of  cer- 
tain toxins,  known  and  unknown.  It  has  not 
ll  been  proved  that  cortisone  and  ACTH  are  present 
in  excess  during  pregnancy  or  hepatitis.  These 
hormones  may  be  a method  of  “occupying”  one 
of  the  liver  functions,  i.e.,  detoxification,  and  thus 
produce  remissions  in  certain  diseases.  Of 
course,  the  proof  that  “occupation”  of  a liver 
' function  can  cause  a remission  in  any  disease  is 
lacking.  However,  data  are  available  to  show 
that  a change  in  liver  function  does  occur  with 
ACTH  therapy. 

For  example,  Holbrook  et  al.  have  shown  that 
t there  is  a marked  increase  in  amino  acid  excretion, 
e.g.,  histidine,  in  patients  with  rheumatoid  arth- 
ritis following  remissions  during  ACTH  therapy 
and  also  following  remissions  due  to  pregnancy.12 
• \ The  excretion  of  histidine  increased  about  100  per 
| cent  following  remissions  due  to  ACTH  and  600 
per  cent  during  pregnancy  remissions.  It  is  well 


known  that  normal  pregnancy  is  associated  with 
an  excretion  of  histidine;  in  fact,  this  is  the  basis 
of  a chemical  pregnancy  test.  It  is  also  well 
known  that  amino  acids  are  excreted  in  states  of 
hepatic  dysfunction. 

There  is  also  evidence  that  ACTH  injected  into 
animals  causes  a fatty  infiltration  of  the  liver.13 
In  humans,  cortisone  or  ACTH  injections  cause  a 
state  similar  to  that  present  in  Cushing’s  syn- 
drome. It  is,  therefore,  of  great  theoretic  impor- 
tance that  fatty  infiltration  of  the  liver  is  a com- 
mon autopsy  finding  in  Cushing’s  syndrome. 
Fatty  infiltration  of  the  liver  is  undoubtedly  asso- 
ciated with  liver  dysfunction. 

Other  examples  are  also  available.  It  is  well 
known  that  migraine  sufferers  have  remissions  dur- 
ing pregnancy.  It  is  perhaps  not  too  well  known 
that  the  same  situation  prevails  during  hepatitis. 
Recently  migraine  has  been  treated  with  methyl 
testosterone.14  Methyl  testosterone  differs  from 
testosterone  in  that  it  does  not  cause  a retention 
of  creatine  to  build  up  protein  as  does  testoster- 
one. In  fact,  it  causes  a wastage  of  this  import- 
ant substance.  While  testosterone  improves 
liver  function  in  chronic  hepatitis,  methyl  testos- 
terone does  not.16  Methyl  testosterone  has  even 
been  known  to  produce  jaundice.  It  probably 
causes  this  diminution  in  liver  function  by  com- 
petitive inhibition  with  dietary  choline.  In 
migraine,  methyl  testosterone  probably  “occu- 
pies” or  “engages”  one  of  the  liver  functions. 

It  is  noted  by  Rose  that  the  treatment  of 
asthmatics  with  ACTH  caused  a remarkable  in- 
crease of  histidine  in  the  urine,  showing  levels 
similar  to  those  found  in  pregnancy.16 

Conn  noticed  that  treatment  of  normal  persons 
and  patients  with  Cushing’s  syndrome  with 
ACTH  caused  a fall  in  serum  cholesterol  and  in 
the  esterified  fraction  of  serum  cholesterol.17  The 
rate  of  fall  and  the  percentage  of  decrease  were 
greater  in  the  esterified  fraction  than  in  the  total 
cholesterol.  This  phenomenon  is  also  charac- 
teristic of  hepatic  insufficiency. 

The  concept  of  “occupation”  of  the  liver  func- 
tion is  important  because  other  drugs  besides 
ACTH  and  cortisone  can  do  this  without  pro- 
ducing serious  side-effects.  Already  it  has  been 
shown  that  huge  doses  of  ascorbic  acid  (4  to  8 
Gm.  daily)  may  work  as  effectively  in  rheumatic 
fever  as  does  ACTH.18-  19  These  huge  doses  are 
not  physiologic  and  may  work  by  “occupying” 
the  liver  functions. 

Comment 

Arsenic  compounds  may  be  divided  into  inor- 
ganic and  organic  types  and  into  trivalent  and 
pentavalent  forms.4  The  trivalent  are  the  more 
toxic  and  also  the  more  effective  forms.  Fowler’s 
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solution  (potassium  arsenite)  is  an  example  of  an 
inorganic  trivalent  arsenical,  and  arsphenamine 
and  its  derivatives  are  examples  of  the  organic 
trivalent  arsenic  compounds.  Cacodylates  are 
organic  arsenicals  (pentavalent)  which  break  up 
slowly  into  inorganic  arsenic  compounds  and  func- 
tion as  though  inorganic  arsenic  was  used. 

Arsenic  is  only  slowly  poisonous,  and  there  is 
an  appreciable  time  interval  between  taking  the 
drug  and  the  first  sign  of  toxicity.  Thus  it 
seemed  that  arsenic  acted  by  interfering  with 
cellular  oxidations.  It  was  shown  that  arsenic 
compounds  might  react  with  the  SH  groups  in 
cells  and  thus  would  interfere  with  cellular  oxida- 
tions. In  addition,  arsenic  is  excreted  slowly 
through  the  urine  and  feces.  After  injection  a 
greater  proportion  is  excreted  by  the  kidneys  than 
after  oral  intake.  Thus  oral  arsenicals  probably 
remain  in  the  body  for  a longer  time.4  Even  after 
parenteral  administration,  it  may  take  ten  days 
for  complete  excretion  of  a single  dose  and  seventy 
days  for  excretion  after  repeated  dosage.  The 
tardy  excretion  is  the  reason  for  the  cumulative 
toxic  action.4 

Arsenic  is  stored  in  the  liver,  kidneys,  the  walls 
of  the  gastrointestinal  tract,  spleen,  and  lungs. 
The  liver  probably  bears  the  greatest  load,  especi- 
ally when  the  arsenic  is  taken  orally. 

Goodman  and  Gilman  state  that  arsenic  pro- 
duces fatty  infiltration  of  the  liver  and  central 
lobular  necrosis.4  These  areas  of  fatty  degenera- 
tion and  necrosis  may  be  replaced  by  connective 
tissue,  eventually  producing  obstruction  of  the 
portal  radicals,  an  arsenical  cirrhosis.  These 
were  the  findings  of  O’Leary’s  and  Franklin’s 
cases.5-7  Our  case  did  not  manifest  a real  cir- 
rhosis, as  was  evidenced  by  the  rapid  improve- 
ment on  stopping  the  arsenical  medication  and 
treating  with  lipotropic  substances. 

In  the  treatment  of  our  patient,  we  did  not  use 
the  logical  arsenic  antidote,  BAL,  because,  even 
though  it  is  likely  that  some  of  the  signs  of  arsenic 
intoxication  would  be  reversed,  it  is  used  with 
hesitancy  in  the  presence  of  liver  damage.  This 
is  because  the  BAL-arsenic  combination  probably 
acquires  an  increased  nephrotoxicity.  It  has 
been  used  without  ill  effects,  however,  in  16  cases 
of  jaundice  associated  with  arsenotherapy,  but 
improvement  was  produced  in  five  patients.20 
Use  of  a mono-thiol,  e.g.,  methionine,  is  con- 
sidered safe.  The  inositol  complements  the  ac- 
tion of  methionine  in  liver  damage. 

Medication  with  arsenic  deriviatives  must  be 
given  with  extreme  care,  always  remembering  the 


possibility  of  poisoning.  Some  individuals  may 
be  poisoned  by  an  extremely  small  dose  because 
of  hypersensitivity,  and  every  patient  may  be 
poisoned  by  a therapeutic  dose  if  given  long 
enough.  It  is  often  stated  that  if  an  individual 
suffering  from  psoriasis  should  complain  of  vague 
systemic  symptoms,  arsenic  poisoning  should  at 
once  be  suspected  because  of  the  great  probability 
that  he  had  received  arsenic  medication  for  his 
skin  disorder.  The  same  statement  must  now  be 
kept  in  mind  for  the  asthmatic  patient. 

Summary 

A patient  with  asthma,  taking  a medication 
containing  Fowler’s  solution,  developed  toxic 
hepatitis.  Under  appropriate  treatment  he  re- 
covered. A possible  mode  of  action  of  inorganic 
arsenic  in  asthma  is  postulated.  An  asthmatic 
patient  presenting  vague  general  symptoms  must 
always  be  suspected  of  having  chronic  arsenic 
poisoning  because  of  the  widespread  indiscrimi- 
nate use  of  inorganic  arsenic  in  tills  disease. 

1352  Carroll  Street 

1401  President  Street 


The  lipotropic  substances  used  in  the  treatment  of  this 
patient  were  kindly  supplied  by  Dr.  C.  R.  Kemp  of  Flint, 
Eaton  and  Co.,  Decatur,  Illinois. 
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NONPENETRATING  INJURIES  OF  THE  CHEST 

William  W.  Heroy,  M.D.,  F.A.C.S.,  Huntington,  New  York,  and  Forrest  C.  Eggleston, 
M.D.,  New  York  City 

( From  the  Surgical  Service,  Meadowbrook  Hospital,  Hempstead,  New  York) 


DURING  the  last  decade,  under  the  impetus 
of  World  War  II,  the  basic  principles  of 
respiratory  physiology  have  become  more  broadly 
understood  by  increasing  numbers  of  the  medical 
profession;  however,  the  application  of  these 
principles  to  the  treatment  of  closed  injuries  of 
the  chest  remains  a bewildering  maze  to  the 
majority  of  those  who  are  not  actively  partici- 
pating in  the  treatment  of  thoracic  disease. 
Since  this  type  of  injury  is  common  in  civilian 
practice  throughout  the  country,  it  was  thought 
worth  while  to  review  the  subject  and  re-empha- 
size  the  important  points  in  the  treatment  of  this 
condition. 

Meadowbrook  Hospital  (the  Nassau  County 
public  general  hospital)  is  particularly  suited 
for  this  study.  It  is  a major  collecting  point  for 
traffic  accidents  in  western  Long  Island.  Be- 
tween its  opening  in  1935  and  April,  1949,  a total 
of  492  patients  was  admitted  with  closed  chest 
injuries.  These  492  cases  have  been  reviewed  in 
an  effort  to  evaluate  the  factors  which  spell  suc- 
cess or  failure  in  the  treatment  of  this  condition, 
with  particular  emphasis  on  improving  the  over- 
all results. 

Review  of  Cases 

The  age  range  of  the  patients  in  this  series  ran 
from  twenty  months  to  ninety  years  with  the 
greatest  number  in  the  sixth  decade.  The  ratio 
of  males  to  females  was  almost  exactly  three  to 

one. 

Sixty-six  per  cent  of  the  injuries  followed  auto- 
mobile accidents,  21  per  cent  followed  falls,  and 
13  per  cent  followed  various  other  accidents. 
The  number  of  ribs  fractured  varied  from  zero  to 
17  with  an  average  of  3.33  ribs.  Forty-two  pa- 
tients (8.5  per  cent)  had  bilateral  fractures,  and 
26  patients  had  fractures  of  the  sternum.  It  has 
been  our  experience  that  the  exact  number  of  ribs 
fractured  is  usually  greater  when  proved  by 
autopsy  or  operation  than  can  be  demonstrated 
by  x-ray  studies  alone. 

* Associated  injuries  were  common  and  present 
in  162  patients  (33  per  cent). 

Pleural  and  pulmonary  injuries,  as  demon- 
Istrated  by  intrapleural  collections  of  blood  and/or 
I air  or  by  parenchymal  shadows  on  x-ray  examina- 
tion, were  present  in  35  per  cent  of  the  cases. 


Presented  at  a meeting  of  the  Nassau  County  Surgical 
iety,  January  10,  1950. 


When  a particular  search  was  made  for  them  (in 
1948-1949),  they  could  be  demonstrated  in  46  per 
cent. 

Evidence  of  cardiac  damage  was  observed  in 
only  ten  cases.  Probably  many  cardiac  irregular- 
ities, transient  in  nature,  were  unrecorded  or 
never  noted,  and  it  is  our  impression  that,  with 
more  attention  to  this  possibility  in  the  future, 
more  cases  with  cardiac  injury  will  be  seen. 

Late  pulmonary  complications  were  few — 42 
(8.5  per  cent)  in  all.  Pneumonia  (20  cases)  and 
atelectasis  (18  cases)  accounted  for  the  majority. 
There  was  one  case  each  of  lung  abscess,  putrid 
empyema,  bronchopleural  fistula,  and  incarcer- 
ated lung.  Lack  of  adequate  follow-up  may  ac- 
count in  part  for  this  figure,  but  it  would  seem 
that,  once  the  patient  has  survived  the  acute 
episode,  he  is  not  likely  to  develop  late  pulmonary 
complications. 

Only  three  patients  had  proved  injury  to  the 
great  vessels — two  having  lacerations  of  the  aorta 
and  one  having  a laceration  of  the  superior  vena 
cava,  all  three  being  fatal. 

The  over-all  mortality  rate  was  10.7  per  cent. 
From  1935  to  1947  it  was  11.9  per  cent,  and  in  the 
last  year  and  three  months  of  this  study  (1948- 
1949)  only  4.8  per  cent,  probably  because  of  a 
better  understanding  of  this  type  of  injury  and 
prompt  institution  of  active  therapy.  An  over- 
all mortality  of  5 per  cent  or  less  in  these  patients 
probably  should  be  expected. 

Mechanisms  of  Injury 

There  are  factors  which  determine  the  nature 
and  degree  of  the  injuries,  as  follows : 

1.  Magnitude  of  the  Injuring  Force. — -It  is 
self-evident  that  the  greater  the  force  of  injury, 
the  greater  the  injury  sustained. 

2.  The  Counteracting  Force. — The  speed  and 
manner  in  which  the  injuring  force  is  decelerated 
must  obviously  modify  the  severity  and  the  type 
of  injury  sustained. 

3.  Direction  of  the  Injuring  Force. — Injuries  re- 
ceived on  the  anterior  thoracic  cage  will  transmit 
their  forces  through  the  sternum  to  the  incom- 
pressible blood-filled  mediastinal  structures,  com- 
pressing them  against  the  fixed  spinal  column, 
which  may  result  in  rupture  of,  or  injury  to,  the 
mediastinal  structures.  Injuries  received  on  the 
lateral  thoracic  cage  will  transmit  their  forces 
through  compressible  lung  tissue  to  the  mediasti- 
nal structures.  Air-filled  lungs  on  both  sides  of 
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the  mediastinum  probably  absorb  much  of  the 
force,  and  what  force  remains  results  in  a trans- 
ient mediastinal  swing.  This  apparently  gives 
less  compression  and  less  severe  mediastinal  in- 
jury but  more  evidence  of  pulmonary  damage. 

4.  Elasticity  of  the  Rib  Cage. — The  greater  the 
elasticity  of  the  ribs,  the  more  force  they  can  ab- 
sorb before  breaking  or  transmitting  forces  to  the 
underlying  structures.  Since  elasticity  decreases 
with  age,  this  may  partly  account  for  the  age 
distribution  in  this  series. 

5.  Position  of  the  Glottis  at  Time  of  Injury. — It 
seems  to  be  an  automatic  and  protective  reflex  to 
close  the  glottis  under  conditions  of  unexpected 
stress.  Thus  the  lungs  and  tracheobronchial 
tree  constitute  a closed  system  and  act  as  a better 
air  cushion.  Since,  with  any  severe  blow  to  the 
thorax,  the  pressure  within  the  air-containing 
spaces  will  be  equal  throughout,  and  the  alveoli 
are  the  weakest  point  in  the  system,  rupture  in 
either  lung  may  be  anticipated.  This  may 
account  for  contralateral  pneumothorax  in  the 
absence  of  rib  fractures. 

We  believe  that  the  glottis  is  usually  closed  at 
the  time  the  injury  is  sustained,  for  it  is  uncom- 
mon to  get  a history  of  extreme  difficulty  in 
catching  one’s  breath  following  these  injuries, 
such  as  would  be  expected  if  the  air  were  force- 
fully expelled  from  the  bronchopulmonary 
system. 

The  position  of  the  glottis  at  the  time  of  injury 
would  therefore  seem  to  be  very  important  and 
may  well  have  enough  influence  over  the  pa- 
thology to  determine  the  ultimate  result.  In  other 
words,  a patient  sustaining  severe  chest  injury 
with  his  glottis  opan  may  die,  whereas,  had  it  been 
closed,  he  might  have  lived. 

6.  Blood  Shift. — Still  another  variable  is  the 
interruption  of  the  normal  access  and  egress  of  the 
blood  in  the  great  vessels  of  the  thorax.  With  a 
severe  blow,  if  rupture  does  not  take  place,  the 
normal  direction  of  flow  may  be  reversed,  and  re- 
sultant damage  occur.  This  is  most  dramatically 
demonstrated  in  the  so-called  superior  vena  caval 
syndrome.  Since  there  is  no  reason  to  suppose 
that  the  same  process  does  not  occur  in  the  pul- 
monary circuit,  it  may  well  account  for  some  of 
the  intrapulmonary  hemorrhage. 

These  above  factors  are  beyond  the  control  of 
the  physician  and  are  a “fait  accompli”  by  the 
time  the  patient  is  first  seen.  Accordingly, 
treatment  is  aimed  at  controlling  the  changes  re- 
sulting from  the  interruption  of  normal  physi- 
ology. 

It  should  be  pointed  out  that  the  treatment  of 
closed  injuries  of  the  thorax,  as  in  trauma  else- 
where, is  dependent  on  the  basic  principle  of  the 
expeditious  restoration  of  altered  physiology 
toward  normal.  This  is  accomplished  in  these 


patients  by  comprehensive  supportive  care  and 
timely  applied  surgical  intervention.  In  order  to 
be  effective,  the  treatment  must  be  carried  out 
logically  and  in  an  orderly  sequence.  This  can  be 
accomplished  only  by  studying  each  individual 
case  clinically  and  then  applying  treatment  ac- 
cording to  the  specific  needs. 

Treatment  of  Closed  Chest  Injuries 

For  the  purpose  of  discussion  the  treatment  of 
closed  chest  injuries  may  be  divided  into  several 
headings:  general,  chest  wall,  pleural  space, 
intrapulmonary,  and  mediastinal. 

General. — As  has  been  brought  out  above,  the 
general  principles  of  treatment  of  the  injured  ob- 
tain in  these  patients  as  they  do  in  injury  else- 
where in  the  body.  We  wall  limit  our  discussion 
to  the  factors  pertinent  to  closed  injuries  of  the 
chest. 

1.  Shock. — Some  degree  of  shock  is  frequently 
present  in  patients  with  closed  injuries  of  the 
thorax.  However,  it  is  often  delayed  several 
hours,  and  one  should  not  be  deceived  by  the 
initial  appearance  of  the  patient.  Intravenous 
therapy  must  be  carried  out  with  caution,  for  it 
has  been  shown  both  experimentally  and  clinically 
that  these  patients  tolerate  intravenous  fluids, 
particularly  saline,  poorly.1  The  development  of 
pulmonary  edema  is  a serious  and  usually  un- 
necessary complication.  Whole  blood,  as  has  so 
often  been  brought  out,  is  the  fluid  of  choice.  It 
should  be  given  in  adequate  quantities  to  produce 
the  desired  effect  with  frequent  hematocrit  and 
other  pertinent  laboratory  check-ups.  When  the 
patient’s  condition  demands,  a unit  or  two  of 
plasma  may  be  started  initially  and  kept  running 
until  blood  is  available.  The  treatment  of  shock 
necessarily  includes  all  the  other  factors  such  as 
the  control  of  pain  and  bleeding,  and  the  emer- 
gency treatment  of  associated  injuries,  etc. 
These  will  be  briefly  discussed  below. 

2.  Pain. — -Pain  should  be  relieved  promptly 
to  minimize  shock,  allay  apprehension,  and  en- 
courage more  natural  respiration  and  cough. 

Narcotics  as  a group  should  be  used  sparingly 
because  of  their  tendency  to  respiratory  depres- 
sion.2-3 Demerol  is  usually  well  tolerated.  It 
may  be  given  and  repeated  as  necessary  until  the 
desired  effect  is  obtained.  Delayed  reactions 
will  be  avoided  by  the  intravenous  route  of 
administration  using  small  doses.  A dose  of  50 
mg.  intravenously  which  wall  usually  last  for  two 
hours  when  it  can  be  repeated,  gives  a prompt 
response  in  most  individuals. 

The  barbiturates  can  be  used  to  advantage  in 
some  cases  but  are  contraindicated  in  patients 
showing  the  manic  disturbed  behavior  of  cerebral 
hypoxia.  Other  methods  of  controlling  pain  in 
these  patients  are  by  splinting  and  nerve  block 
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] Splinting  will  be  discussed  below  under  paradoxi- 
cal respiration. 

The  use  of  intercostal  block  is  a most  helpful 
procedure  in  the  treatment  of  these  patients.4’6 
It  is  a simple  and  efficient  method  of  relieving 
pain,  thus  increasing  the  ability  of  the  patient  to 
| breathe  deeply  and  cough  effectively.  The  block 
should  include  ribs  above  and  below  the  site  of 
, injury  and  should  be  repeated  as  indicated. 

Paravertebral  sympathetic  nerve  block  of  the 
I stellate  ganglion  has  been  advocated  to  reduce 
secretions  and  bronchial  spasm.  We  have  had 
t no  experience  with  this  form  of  treatment. 

3.  Antibiotics. — The  development  of  the  anti- 
‘ biotics  has  written  a new  chapter  in  the  treat- 
ment of  these  patients,  in  whom  there  has  always 

• been  the  threat  of  infection  and  hypostatic 
pneumonia.  In  the  past  this  was,  at  least  in  part, 

- responsible  for  the  high  morbidity  and  mortality 
which  has  been  reduced  since  the  advent  of  these 
i drugs.  Where  specific  organisms  are  cultured 
] and  specific  antibiotics  are  available,  they  should 
be  given  in  adequate  amounts  until  the  danger  of 
I infection  has  passed.  Furthermore,  intelligent 
}ij  use  of  one  or  more  of  these  drugs  prophylactically 
may  be  indicated. 

4.  Dilated  Stomach  and  Abdominal  Disten- 
i lion. — These  two  entities  are  commonly  asso- 
ciated with  nonpenetrating  thoracic  injuries  and 
should  be  watched  for  in  the  total  care  of  the  pa- 
tient. A dilated  stomach,  with  or  without  dis- 

j tention  of  the  abdomen,  mechanically  elevates 

I the  diaphragm  and  reduces  pulmonary  reserve. 
Possibly  there  is  also  a secondary  sympathetic 
effect.  Simple  aspiration  of  the  stomach  may  be 

i)  very  important  in  the  desperately  ill  patient.4’6 

5.  Mouth  Care. — Most  of  these  patients, 
hospitalized  in  an  emergency  and  breathing 
through  their  mouths,  rapidly  develop  a foul 
breath  with  a dry  tongue  and  parched  mucous 

i (;  membranes.  Adequate  mouth  care  will  go  a long 
; way  in  reducing  the  bacterial  count  in  the  mouth 
i and  thus  cut  down  on  the  degree  of  contamination 
of  the  air  and  secretions  which  may,  under  stress, 
be  aspirated  into  the  bronchial  tree. 

Chest  Wall  Injuries. — The  chest  wall  may 
I sustain  any  degree  of  trauma  from  a simple  con- 
| fusion  to  a massive  crushing  injury.  No  attempt 

II  will  be  made  to  discuss  the  detailed  patholog}' 
and  treatment  of  the  chest  wall  injuries  such  as 
contusions,  abrasions,  lacerations,  etc.  From  a 
practical  point  of  view,  the  injury  to  the  rib  cage 
becomes  significant  when  it  is  extensive  enough  to 
produce  paradoxical  respiration.  This  results  in 

jl  diminished  aeration  of  the  lungs,  in  spite  of  in- 

* creased  respiratory  activity,  in  an  increase  in 
bronchial  secretions  due  to  ineffectual  cough,  and 
perhaps  interference  with  blood  flow  through  the 

1 heart. 


On  admission  paradoxical  respiration  may  not 
be  present;  however,  in  the  first  twelve  to  twenty- 
four  hours,  as  the  patient  becomes  tired,  he  is  no 
longer  able  to  compensate  by  voluntary  splinting 
of  the  accessory  musculature  of  the  chest  wall, 
and  the  flail  portion  of  the  chest  wall  will  begin  to 
move  with  increasing  paradox.  The  treatment 
depends  on  the  location  and  extent  of  the  frac- 
tures. When  there  is  minimal  respiratory  em- 
barrassment, conservative  measures,  i.e.  splinting, 
will  suffice.  This  we  have  found  is  usually  true 
with  lateral  chest  wall  fractures.  In  bed  pa- 
tients we  have  used  sandbags  to  splint  the  rib 
cage  with  excellent  results.  These  are  placed 
directly  over  the  site  of  injury  or  against  the  in- 
jured side  and  can  be  easily  removed  for  examina- 
tion or  treatment.  The  patients  seem  to  prefer 
them  to  adhesive  strapping.  In  the  ambulatory 
group,  when  support  is  needed  and  the  skin  of  the 
chest  wall  is  not  abraded,  we  use  an  adhesive 
strap  applied  in  expiration  over  the  costal  margin 
extending  4 to  6 inches  beyond  the  midline 
anteriorly  and  posteriorly. 

In  fractures  of  the  anterior  chest  wall  there  are 
often  associated  fractures  of  the  cartilages,  costo- 
chondral separations,  and  fractures  of  the  ster- 
num (the  “steering-wheel”  type  of  injury). 
These  injuries  often  require  skeletal  traction 
which  may  be  applied  in  many  ways,  or  open  re- 
duction and  wiring  of  the  ribs,  etc.  3’7-10  In 
another  communication  we  have  advocated  the 
use  of  a modified  Bennett’s  fracture  clamp  in- 
serted in  the  midline  of  the  sternum  through  two 
small  drill  holes.11  This  has  given  good  results 
in  our  hands.  It  is  easy  to  apply  and  has  the 
advantage  of  avoiding  the  complications  resulting 
from  pressure  on  the  costal  cartilages  and  the  in- 
tercostal and  internal  mammary  vessels.  Five  to 
seven  pounds  traction  is  usually  adequate  and 
will  have  to  be  applied  for  about  seventeen  days. 
By  this  time  healing  has  usually  progressed  far 
enough  to  obviate  paradoxical  respiration. 

The  important  point  in  the  treatment  of  para- 
doxical respiration  is  to  watch  for  its  appearance 
or  progression  as  the  patient  becomes  exhausted 
and  to  waste  no  time  in  instituting  traction  if  it 
becomes  necessary. 

Pleural  Space. — The  treatment  of  pleural 
space  collections,  i.e.,  blood,  air,  chyle,  and  ab- 
dominal viscera,  or  any  combination  of  these,  will 
depend  on  an  accurate  and  complete  diagnosis. 
The  best  way  to  make  the  diagnosis  is  by  re- 
peated clinical  examinations  followed  w'here  in- 
dicated by  a carefully  performed  diagnostic  tap, 
using  a three-way  stopcock.  This  diagnostic 
procedure  can  be  carried  out  with  the  patient  in 
his  bed  receiving  oxygen  and  other  supportive 
treatment. 
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1.  Pneumothorax. — If  air  is  suspected,  the  tap 
is  carried  out  in  a convenient  upper  interspace 
lateral  to  the  midclavicular  line.  When  a pneu- 
mothorax is  present,  it  is  aspirated  until  as  much 
air  as  possible  is  removed,  or  until  the  patient 
complains  due  to  increase  in  negative  pressure.12 
Where  there  is  a small  but  persistent  leak,  a 
multiperforated  catheter  is  introduced  intercos- 
tally  approximately  8 to  10  cm.  and  connec- 
ted to  underwater  seal.  The  catheter  is  left 
in  place  until  the  leak  has  sealed  off. 

There  are  two  points  that  should  be  emphasized. 
First,  a pneumothorax  may  be  bilateral,  and 
second,  unless  the  circumstances  are  ideal  for 
careful  observation  of  the  patient  with  an  alert 
nursing  and  house  staff,  we  believe  that  an  inter- 
costal catheter  should  be  used.  With  antibiotics 
available,  infection,  which  is  the  main  argument 
against  this  prodecure,  may  be  discounted.  In 
actual  practice  the  number  of  times  that  this  will 
be  indicated  are  relatively  few. 

2.  Hemothorax. — Where  physical  findings  are 
indicative  of  fluid  in  the  pleural  space  and  the 
clinical  picture  indicates  blood  loss,  a diagnostic 
tap  should  be  carried  out  with  a 14-  or  16-gauge 
needle  through  one  of  the  lower  interspaces  in  the 
posterior  axillary  line.  Should  the  tap  be  grossly 
bloody,  aspiration  into  citrate  is  a practical  and 
simple  way  of  collecting  large  amounts  of  blood 
for  autotransfusion.  Where  possible,  all  the 
blood  that  can  be  obtained  should  be  aspirated. 
Early  and  complete  re-expansion  is  often  possible. 

Hemothorax  is  seen  in  a fairly  large  percentage 
of  closed  chest  injuries.  Secondarily  it  gives  rise 
to  blood  loss,  decrease  in  the  cardiopulmonary  re- 
serve, and  a foreign  body  reaction  in  the  pleural 
space.  We  have  seen  very  few  of  the  late  com- 
plications, i.e.,  infection  (empyema),  fibrothorax, 
and  incarcerated  lung.  Early  and  repeated  as- 
pirations are  advocated  to  prevent  or  minimize 
these.13  Where,  in  spite  of  aspirations,  a locu- 
lated  hemothorax  occurs,  the  early  use  of  strep- 
tokynase  and  streptodornase  may  solve  a problem 
that  might  otherwise  require  thoracotomy  and 
decortication.14-15 

"When  the  initial  bleeding  has  been  massive,  it 
may  continue  for  the  first  twenty-four  hours,  at 
which  time  the  character  of  the  tap  changes  from 
gross  blood  to  an  admixture  of  serum  and  blood, 
and,  finally,  from  pink  to  brown.  Should  the 
character  of  the  tap  remain  bloody,  continued 
bleeding  is  present.  It  may  be  severe  enough  to 
require  an  exploratory  thoracotomy.  We  have 
not  seen  any  cases  of  persistent  bleeding  in  closed 
chest  injuries  and  believe  that  it  is  uncommon. 

3.  Hemopneumothorax. — This  is  a fairly  com- 
mon finding  in  closed  chest  injury.  One  or  the 
other  element  in  this  combination  usually  be- 


comes predominant  after  the  first  twenty-four 
hours.  A multiperforated  intercostal  catheter 
on  10  cm.  of  water  suction  has  been  used  to  aspir- 
ate both  the  air  and  the  blood  with  satisfactory  re- 
sults. Clotting  in  the  tube  can  often  be  relieved 
by  the  periodic  instillation  of  a saline  solution. 

4.  Post-traumatic  Diaphragmatic  Hernia. — 
This  is  a rare  finding,  and  none  were  seen  in  this 
group  of  cases.  However,  this  condition  must  be 
kept  in  mind  and,  when  diagnosed,  should  be 
treated  by  early  thoracotomy  with  the  reduction 
of  the  herniated  abdominal  contents  and  repair 
of  the  diaphragm,  so  that  re-expansion  of  the  lung 
may  be  accomplished  and  the  late  complications 
of  this  condition  avoided. 

5.  Chylothorax. — Here  is  another  rare  entity. 
16,17  Approximately  41  cases  have  been  re- 
ported. The  immediate  signs  are  those  due  to 
compression  of  the  lung  and  mediastinal  shift. 
The  signs  of  this  condition  usually  appear  in  the 
first  week  after  injury.  Early  recognition  is  im- 
portant, and  the  diagnosis  can  be  established  by 
thoracentesis.  The  conservative  treatment  con- 
sists of  a low-fat,  high-carbohydrate,  and  high- 
protein  diet  with  repeated  thoracenteses,  main-  ' 
tenance  of  fluid  and  electrolyte  balance,  and  re- 
placement of  chyle  by  intravenous  and  intra- 
sternal  administration.  Open  drainage  should 
be  avoided.  When  conservative  treatment  fails,  1 
open  thoracotomy  with  ligation  of  the  lacerated 
thoracic  duct  may  be  necessary. 

Intrapulmonary  Injuries. — Some  degree  of 
intrapulmonary  injury  is  present  in  the  majority 
of  these  patients. 1'2,4,6'18  The  exact  nature  of 
the  injury  may  vary  from  a simple  pulmonary 
concussion  to  an  extensive  laceration  of  the  lung 
parenchyma,  its  vessels,  and  its  air  spaces.  The 
entity  that  we  are  primarily  concerned  with  in  the 
treatment  of  pulmonary  damage  is  what  has  been 
called  “traumatic  wet  lung.”  This  condition, 
which  is  synonomous  with  pulmonary  concussion, 
produces  an  increase  and  accumulation  of  blood, 
exudates,  transudates,  and  mucous  secretions 
within  the  air  spaces  of  the  lung  and  the  radicals 
of  the  bronchial  tree. 

The  importance  of  this  condition  was  demon- 
strated during  the  recent  war.  The  immediate  | 
effects  are  those  of  anoxia,  atelectasis,  and  later  i 
bronchitis  and  bronchopneumonia.  The  patient  . 
breathes  with  great  difficulty,  and  often  secre-  1 
tions  are  severe  and  persistent,  frothy,  and  occa-  j 
sionally  blood  tinged.  The  treatment  is  directed 
toward  the  efficient  functioning  of  the  air  way. 
Trauma  to  the  thoracic  wall,  not  only  by  its 
direct  effect  through  concussion  of  the  under-  | 
lying  lung  but  also  through  a reflex  sympathetic 
response,  has  been  shown  experimentally  to  result  , 
in  an  increase  in  the  bronchial  secretions.1  m 
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Blood,  mucous  secretions,  and  aspirated  vomitus, 
i if  present,  affect  the  normal  exchange  of  air 
j through  the  bronchial  tree.  Pain  is  another  fac- 
tor which,  with  its  splinting  of  the  chest  wall, 
I mitigates  against  the  efficient  expulsive  emptying 
j of  the  bronchial  tree  by  cough.  Paradoxical  respi- 
I ration  with  a flail  chest  wall  and  inability  to 
anchor  the  rib  cage  make  coughing  totally  in- 
effectual, and,  finally,  gastric  dilatation  and 
abdominal  distention  with  splinting  of  the  dia- 
phragm may  adversely  affect  respiratory  ex- 
change and  the  airway.  Here  it  should  be 
brought  out  that  many  excellent  articles  on  the 
wet  lung  have  been  published  recently.  The 
treatment  has  become  standardized  and  consists 
of  repeated  aspirations  of  the  airway  associated 
! with  treatment  of  the  secondary  factors  which 
^aggravate  this  condition.  Proper  understanding 
lof  this  mechanism  with  the  appropriate  treat- 
ment should  go  far  in  completely  obviating  the 
circumstances  whereby  the  injured  drowns  in  his 
own  secretions. 

It  is  possible  to  demonstrate  pulmonary 
damage  by  x-ray  examination  in  75  per  cent  of 
the  patients  suffering  from  closed  chest  injuries.19 
Actually,  the  treatment  of  the  intrapulmonary 
injury,  as  has  been  indicated  above,  necessarily 
'includes  many  of  the  other  factors  and  is  the  main 
consideration  in  all  of  these  cases. 

The  exact  mechanism  of  pulmonary  concussion 
br  wet  lung  is  not  completely  understood.  Pos- 
sibly when  we  know  more  concerning  the  drift  of 
30th  air  and  fluids  across  the  segmental  barriers, 
shis  syndrome  will  be  even  better  understood,  and 
'urther  advances  will  be  madeinits  management.20 

Mediastinal  Injuries. — As  described  above, 
lie  mediastinal  structures  may  be  injured  in  two 
ways.  We  believe  that  most  of  the  serious  in- 
uries  occur  when  the  blood-filled  mediastinal 
Istructures  are  compressed  against  the  fixed  spinal 
(column.  Mediastinal  injury  is  rarely  seen  be- 
cause most  of  this  group  succumb  before  reaching 
ffie  hospital  or  shortly  after  admission.  We 
liave  observed  a small  group  of  patients  who  have 
1 urvived  for  a period  of  several  hours  who,  on 
Institution  of  blood  replacement  therapy,  have 
appeared  to  succumb  suddenly  to  a massive 
lemorrhage  and  at  autopsy  have  shown  large 
ears  and  lacerations  of  the  thoracic  aorta. 
These  usually  are  seen  in  patients  who  have  had 
he  wheel  of  the  car  pass  over  the  thorax. 

To  our  knowledge,  no  cases  showing  tears  in  the 
reat  vessels  of  the  chest  with  successful  repair  have 
een  reported.  Tears  in  the  pulmonary  arteries 
nd  veins  with  their  relatively  low  pressure 
hould  be  amenable  to  surgical  repair  where  mas- 
|ive  amounts  of  blood  can  be  given  by  intra- 
rterial  transfusion. 


1.  Esophageal  Injuries. — In  closed  injuries  of 
the  chest  the  espohagus  can  be  ruptured  or 
lacerated.  Apparently  this  is  very  rare  and  is 
usually  associated  with  lacerations  of  the  great 
vessels  as  seen  at  postmortem  examination. 
Where  the  patient  survives,  the  resulting  medias- 
tinitis  should  be  recognized  early  and  drainage 
and/or  repair  instituted  as  quickly  as  possible. 

2.  Thoracic  Duct. — The  thoracic  duct  may  be 
ruptured,  as  was  discussed  under  chylothorax. 

3.  Fractures  of  the  Trachea  and  Bronchi. — - 
These  fractures  must  be  looked  for  when  there  is 
extensive  mediastinal  emphysema.  If  the  air 
leak  is  small,  it  may  seal  off  under  conservative 
treatment  with  the  institution  of  adequate  escape 
for  the  air  from  the  mediastinum.  Continued 
leaking  constitutes  a definite  indication  for 
thoracotomy  and  repair.  It  may  be  difficult  to 
locate  accurately  the  point  of  injury.  Pneumo- 
thorax may  offer  relief  in  some  cases. 

4.  Traumatic  Heart  Disease. — This  condition 
is  probably  more  common  than  is  usually  sus- 
pected.21'22 It  certainly  is  seen  more  often  in  the 
older  age  group.  It  may  be  either  transient  or 
permanent  in  its  effects.  All  degrees  of  trauma 
may  be  seen,  from  a myocardial  contusion  to 
rupture  of  the  myocardium  and  endocardium. 
From  the  point  of  view  of  treatment,  hemoperi- 
cardium  with  tamponade  must  be  kept  in  mind, 
and  the  appropriate  treatment  carried  out  with- 
out delay. 

A few  cases  of  pericarditis,  myocardial  con- 
tusion, and  infarction  with  injury  to  the  conduc- 
tion system  of  the  heart  have  been  included 
in  this  series.  We  wall  make  no  attempt  to 
discuss  either  the  clinical  picture  or  the  treat- 
ment except  to  say  that  persistent  tachycardia  is 
usually  the  first  sign  of  traumatic  heart  disease, 
and  when  this  or  any  irregularity  is  noted,  an 
emergency  electrocardiogram  should  be  taken 
and  a qualified  cardiologist  called  immediately  so 
that  the  treatment  can  be  correlated. 

Summary  and  Conclusions 

1.  A review  of  492  cases  of  closed  chest  in- 
juries has  been  made  with  a brief  analysis  of  the 
figures  obtained  in  an  effort  to  bring  out  the  im- 
portant points  in  the  treatment  of  this  condition. 

2.  Some  of  the  mechanisms  of  injury  have 
been  discussed.  The  importance  of  the  position 
of  the  glottis  at  the  moment  of  injury  has  been 
emphasized. 

3.  The  treatment  of  closed  chest  injuries  has 
been  discussed  under  the  headings  of  general, 
chest  wall,  pleural  space,  intrapulmonary,  and 
mediastinal,  with  an  attempt  to  emphasize  the 
pertinent  and  important  points  in  this  condition. 
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ACCELERATION  OF  BLOOD  TRANSFUSIONS  WITH  INTRAVENOUS 
PROCAINE 

Niels  Neustrup,  M.D.,  and  Jack  Milowsky,  M.D.,  New  York  City 

( From  the  Anesthesia  Section  of  the  U.S.  Veterans  Administration  Hospital,  Bronx,  New  York) 


THE  rapid  intravenous  administration  of 
blood  is  frequently  the  need  for  patients 
suffering  trauma  or  hemorrhage.  Adequate  re- 
placement therapy  has  made  possible  procedures 
and  therapeutic  measures  which  had  been  con- 
sidered formidable  and  hazardous.  Utilizing  a 
gravity  flow  with  the  equipment  generally  used, 
the  rate  of  blood  flowing  in  a vein  may  be  re- 
tarded if  venospasm  occurs.  When  refrigerated 
blood  is  used,  it  is  given  frequently  without 
warming  to  avoid  the  possibility  of  hemolysis  and 
to  assure  timely  and  proper  replacement.  Blood 
is  stored  at  4 to  6 C.  Blood  transfused  at  these 
temperatures  may  produce  venospasm.  It  has 
been  demonstrated  adequately  that  the  applica- 
tion of  cold  to  an  extremity  produces  constriction 
of  the  veins.1  It  is  the  purpose  of  this  discussion 
to  demonstrate  that  spasm  of  veins  so  caused  will 
be  relieved  by  the  addition  of  procaine  to  the 
blood. 

Several  investigators  have  reported  that  in- 
travenous procaine  produces  vasodilatation.  By 
venographic  studies,  de  Sousa  Pereira  demon- 
strated that  the  lumen  of  a saphenous  vein  which 
had  been  contracted  as  a result  of  an  acute  phlebi- 
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tis  could  be  made  more  patent  by  the  intravenous 
injection  of  15  cc.  of  1 per  cent  procaine.2  State 
and  Wangensteen  found  that  the  skin  tempera- 
ture of  the  lower  extremities  was  elevated  in  four 
patients  who  received  intravenous  procaine.’ 
Organe  and  Scurr  injected  5 to  10  cc.  of  1 per  cent 
procaine  into  the  veins  at  intervals  to  increase  the 
rate  of  flow  of  transfusions.4 

It  is  believed  that  procaine  should  be  intro- 
duced directly  into  the  container  of  blood  so  that 
its  vasodilating  effect  will  be  continued  and  cause 
the  vein  to  remain  patent  throughout  the  trans- 
fusion. 

The  following  case  report  illustrates  the  use  of 
this  procedure. 

Case  Report 

A fifty-six-year-old  man  was  admitted  to  the  hos- 
pital with  carcinoma  of  the  bladder  for  which  a 
cystectomy  was  performed.  Blood  was  being  trans- 
fused into  a vein  of  each  leg.  After  five  hours  of 
surgery,  the  left  leg  was  found  to  be  cold  and 
cyanotic.  One  gram  of  procaine  was  introduced 
into  500  cc.  of  refrigerated  blood  which  was  running 
into  the  leg  vein.  In  spite  of  the  continued  low 
temperature  of  the  blood,  the  limb  quickly  regained 
its  color  and  warmth.  The  blood,  which  had  been 
flowing  through  an  open  tubing  at  a rate  of  ten 
drops  per  minute,  speeded  up  to  over  100  drops  per 
minute  after  the  addition  of  procaine.  During  the 
operation,  the  patient  required  6,000  cc.  of  blood  to 
which  2 Gm.  of  procaine  had  been  added.  His  post- 
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DURATION  OF  TRANSFUSION,  MINUTES 

Fig.  1.  The  average  rate  of  flow  determined  during 
the  administration  of  35  transfusions. 


DURATION  OF  TRANSFUSION,  MINUTES 

Fig.  2.  Acceleration  of  the  rate  of  flow  following 
the  addition  of  1.0  Gm.  procaine  in  eight  cases. 


operative  course  was  uneventful,  and  there  were  no 
signs  of  symptoms  referable  to  the  left  leg. 

Comment 

Frequently,  when  refrigerated  blood  is  started 
flowing  into  a vein,  it  will  flow  freely  for  some  five 
minutes.  It  then  slows  until  at  the  end  of  fifteen 
Dr  twenty  minutes  the  rate  of  dropping  is  20  or 
ess  per  minute.  At  this  rate  it  takes  two  hours 
:o  administer  500  cc.  of  blood  without  using 
Dressure  (Fig.  1).  Occasionally  a transfusion 
vill  stop  running  completely.  If  procaine  is 
idded  to  blood  flowing  at  a slow  rate  under  such 
ircumstances,  the  rate  of  flow  will  increase  to  a 
narked  degree.  Eight  transfusions  in  eight 
Afferent  patients  showed  a typical,  gradual  de- 
rease  in  the  rate  of  flow  from  over  200  drops  per 

i)nnute  to  10  to  40  drops  per  minute.  Then  1 
rm.  of  procaine  was  introduced  into  the  re- 
laining  blood  in  the  bottle.  The  increase  in  the 
ite  of  flow  is  recorded  in  Fig.  2.  In  two  cases 
le  rate  of  flow  was  doubled  in  five  minutes,  and 
i the  remainder  it  took  about  fifteen  minutes, 
fith  this  technic,  best  results  are  obtained  if  the 

i 'ocaine  is  added  to  the  blood  before  it  has  slowed 
i a rate  of  30  drops  per  minute. 

I The  most  effective  technic  is  to  add  procaine  to 
ie  blood  just  before  starting  a transfusion.  The 
te  of  flow  is  controlled  at  20  to  30  drops  per 
inute  with  a screw  clamp.  If  a more  rapid  rate 
desired,  the  controlling  clamp  is  released,  and 
e blood  will  flow  at  a rate  of  over  100  drops  per 


minute.  It  is  possible  to  administer  500  cc.  of 
blood  in  this  fashion  in  less  than  thirty  minutes 
(Fig.  3).  On  one  occasion,  500  cc.  of  blood  was 
given  in  ten  minutes. 

Application  of  heat  in  the  form  of  warm  towels 
to  the  extremity  has  not  been  sufficiently  effective 
in  accelerating  transfusions.  The  hyperemia  pro- 
duced by  the  heat  did  not  cause  sufficient  vaso- 
dilatation of  the  affected  vessel.  The  venospasm 
induced  by  the  cold  blood  was  not  relieved  by 
external  heat,  since  cold  blood  continued  to  flow 
into  the  vein.  It  is  believed  that  procaine,  on  the 
other  hand,  anesthetizes  the  nerve  endings  in  the 
vein  and  produces  vasodilatation  in  the  presence 
of  an  irritant  such  as  cold  blood.  Injecting  pro- 
caine locally  around  the  vein  did  not  increase  the 
caliber  of  the  vein  and  did  not  increase  the  rate  of 
flow. 

The  utilization  of  diethylaminoethanol  in 
similar  capacity  does  not  produce  any  demonstra- 
ble increase  in  flow  (Fig.  4).  Diethylamino- 
ethanol was  used  because  it  has  all  the  properties 
of  procaine  except  that  it  does  not  produce  local 
anesthesia.  This  demonstrates  that  it  is  the 
local  anesthetic  property  of  procaine  which  pro- 
duces the  vasodilatation.  Diminution  of  flow 
attributable  to  venospasm  is  more  apt  to  occur 
when  the  leg  veins  are  utilized  for  transfusion. 
Alteration  of  flow  occurs  infrequently  when  the 
wrist  or  arm  veins  are  used.  The  effect  of  intra- 
venous procaine  on  increasing  the  rate  of  flow 
seems  to  be  primarily  a local  manifestation. 
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DURATION  OF  TRANSFUSION,  MINUTES 

Fig.  3.  Comparison  of  flow  rate  and  time  dur- 
ation with  procaine  (solid  line)  and  without  pro- 
caine (broken  line). 


DURATION  OF  TRANSFUSION,  MINUTES 

Fig.  4.  Comparison  of  the  utility  of  diethyl- 
aminoethanol  and  procaine  in  accelerating  blood 
transfusions.  (2.5  cc.  diethylaminoethanol  equals 
287  mg.;  10  cc.  procaine  equals  200  mg.) 


Increase  in  the  rate  of  flow  was  not  evident 
in  other  transfusions  running  simultaneously  in 
other  extremities.  The  use  of  pressure  to  force 
blood  through  a spastic  vein  often  results  in  blow- 
ing the  tubing  apart.  It  also  aggravates  the 
spasm.  After  the  use  of  pressure,  many  transfu- 
sions stop  running. 

It  is  felt  that  this  method  of  accelerating  the 
rate  of  transfusions  is  advantageous  because  of  its 
safety,  simplicity,  and  its  physiologic  basis. 
Over  350  transfusions  containing  procaine  have 
been  given,  and  no  reactions  attributable  to  the 
drug  have  occurred.  Procaine  is  also  advan- 
tageous because  it  frequently  affords  the  patient 
relief  from  pain  postoperatively.6  During  the 
course  of  surgery  it  may  reduce  cardiac  irritability 
and  prevent  arrhythmias.6 


Summary 

Evidence  is  presented  to  indicate  that  the  ad- 
mixture of  procaine  to  refrigerated  blood  is  useful 
to  prevent  venospasm  and  allow  rapid  administra- 
tion of  the  blood. 
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THE  DOCTOR’S  SHARE 

Dr.  A.  Lawrence  Abel,  president  of  the  London 
area  of  the  British  Medical  Association,  a speaker  at 
the  recent  annual  meeting  of  the  International 
College  of  Surgeons  in  Chicago,  in  commenting  on 
the  British  Health  Plan  stated  that,  out  of  the 


weekly  contribution  to  national  insurance,  the 
family  doctor  receives  less  than  three  cents.  In  con- 
trast, 20  cigarets  cost  49  cents,  each  costing  two  and 
one  half  cents.  Therefore,  the  doctor  receives  the 
equivalent  of  one  cigaret  a week. 


DIAGNOSTIC  VALUE  OF  LIVER  PUNCH  BIOPSY 

W.  Aronson,  M.D.,  J.  C.  Di  Lorenzo,  M.D.,  and  E.  Katz,  M.D.,  New  York  City 
(From  the  Pathology  and  Medical  Services  of  Morrisania  City  Hospital) 


IN  RECENT  years,  the  procedure  of  liver 
punch  biopsy  has  been  accepted  as  an  impor- 
tant weapon  in  the  attack  on  liver  disease.  It  had 
long  been  recognized  that  liver  function  tests, 
j although  extremely  valuable  in  the  diagnosis  and 
differentiation  of  liver  disease,  were  often  incon- 
clusive.1 In  such  situations  the  clinician  may  re- 
sort to  surgical  biopsy  for  the  final  answer.  This 
method  necessitates  prolongation  of  the  hospital 
stay  and  carries  with  it  the  risks  of  an  operative 
i procedure,  with  its  complications.  Simplifica- 
tion and  expedition  of  the  diagnostic  work-up 
were  the  factors  that  caused  renewed  interest  in 
punch  biopsy.  Although  the  procedure  had 
been  recorded  as  early  as  1833,  and  again  in  1895 
j and  1907,  it  did  not  acquire  general  usage  until 
1939  when  Iversen  and  Roholm  reported  a series 
of  160  cases  in  which  they  claimed  liver  aspiration 
biopsy  was  of  definite  diagnostic  value.2-6 
I Since  that  time  the  method  has  been  used  in 
various  clinics  routinely  for  the  diagnosis,  course, 
and  prognosis  of  hepatic  disease.6’7 
The  purpose  of  this  article  is  to  present  the  re- 
sults of  the  first  115  unselected  consecutive  liver 
punch  biopsies  performed  on  103  patients  on  the 
medical  service  of  Morrisania  City  Hospital  and 
l to  determine  the  actual  percentage  of  clinically 
significant  results  in  this  series. 

The  indications  for  biopsy  as  used  by  the  auth- 
: ors  were  very  broad,  including  all  cases  in  which 
the  liver  was  believed  to  be  involved  primarily  or 
secondarily.  The  procedure  was  often  per- 
formed in  the  face  of  negative  laboratory  data. 
■!  The  contraindications  consisted  of  marked  pro- 
longation of  the  bleeding,  clotting,  or  prothrombin 
times  which  were  done  routinely  before  the 
biopsy.  Congestion  of  the  liver  or  recent  infec- 
tion of  the  right  pleural  space,  if  a transthoracic 
approach  was  contemplated,  were  also  considered 
as  contraindications. 

Technic 

The  Vim-Silverman  needle  was  used  exclu- 
sively in  this  institution.  The  procedure  was 
performed  at  the  bedside  in  all  cases  by  various 
i members  of  the  medical  and  pathology  services.8 
1 The  patients  were  prepared  and  draped  in  the 
usual  manner.  A transthoracic  approach  through 
• the  ninth  intercostal  space,  as  described  by 
Sherlock,  was  used  routinely  except  in  those  cases 
1 where  the  liver  was  palpated  more  than  two 
t fingers  below  the  costal  margin,  in  which  case  an 
abdominal  approach  was  employed.9-11  The  cru- 


TABLE  I.- — Results  of  Liver  Biopsy  in  115  Cases 


Number 


of 

Results  Cases 


Group  I — Quantity  insufficient  for  diagnosis  3 

Group  II — Corroboration  of  clinical  diagnosis  55 

Group  III — Differentiation  of  several  diagnoses  8 
Group  IV — Presented  an  unexpected  diagnosis  17 

Group  V — Apparently  of  no  clinical  assistance  32 

Total  * 115 


cial  point  of  the  method  is  the  manipulation  of  the 
needle  and  bifid  stilette,  which  was  done  in  a 
manner  similar  to  that  of  Hoffbauer.12  The 
manipulation  is  carried  out  very  rapidly  and  is 
performed  within  one  breath  of  the  patient’s 
respiration  requiring  less  than  thirty  seconds  to 
complete.  The  liver  slice  thus  obtained  is  im- 
mediately immersed  in  10  per  cent  formaldehyde 
and  stained  in  the  usual  manner  or  for  amyloid, 
iron,  glycogen,  or  for  the  recovery  of  the  tubercle 
bacillus,  as  the  case  may  warrant. 

Results 

The  results  of  the  115  biopsies  are  summarized 
in  Table  I,  and  the  cases  apparently  fall  into  five 
groups.  The  first  group  consists  of  three  cases  in 
which  no  tissue  or  too  little  tissue  was  obtained 
for  examination.  This  small  percentage  of 
failures,  2.6  per  cent,  compares  favorably  with 
those  previously  reported  which  vary  from  5 to  22 
per  cent.1,6,13  The  second  group  consists  of  55 
cases  in  which  the  liver  punch  biopsy  confirmed 
the  clinical  diagnosis  and  is  summarized  in 
Table  II.  Upon  scanning  this  table,  one  notes 
the  great  variety  of  diagnoses  that  are  feasible 
histologically  with  this  tiny  specimen  of  tissue. 
The  histologic  criteria  for  these  diagnoses  are 
those  that  have  been  previously  recorded  in  text- 
books and  the  literature.14-24  The  largest  group 
of  these  55  cases  was  portal  cirrhosis  with  all  forms 
of  hepatitis  second  in  number.  The  classification 
of  these  cases  of  hepatitis  was  that  reported  by 
Perkins  et  al.2b  It  consists  briefly  of  the  following : 

Acute  Hepatitis. — Hepatic  cell  disintegration 
and  necrosis  which  usually  starts  about  the  cen- 
tral veins  with  a lymphocytic  exudate  which  is 
portal  in  distribution.  There  were  bile  thrombi 
in  about  one  third  of  the  cases. 

Subacute  Hepatitis. — Foci  of  regenerating  liver 
cells  in  destroyed,  or  partially  destroyed,  lobules. 
Bile  duct  proliferation  was  present  in  almost  all 
the  cases  with  bile  thrombi  in  one  half  of  the  cases. 
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TABLE  IX. — Analysis  of  Cases  in  Group  II  (55  Cases) 


Number 

of 

Diagnosis  Cases 


Remarks 


Portal  cirrhosis  22 

Chronic  passive  congestion  6 

Hepatitis  1 1 

Cardiac  cirrhosis  2 

Metastatic  carcinoma  6 

Miliary  tuberculosis  1 

Hemachromatosis  1 

Cholangitis  1 

Obstructive  jaundice  1 

Boeck’8  sarcoid  1 

Sickle  cell  crises  1 

Lymphoma  2 


The  clinical,  physical,  and  laboratory  data  all  supported  the  diagnosis.  One  case  con- 
firmed by  postmortem  examination. 

These  patients  were  cardiacs  with  edema;  three  of  the  biopsies  were  confirmed  by  subse- 
quent autopsy. 

The  clinical  and  laboratory  data  pointed  to  this  diagnosis.  The  diagnosis  made  by  liver 
puncture  was  confirmed  in  two  cases,  one  by  surgical  biopsy  and  one  by  autopsy. 

Both  these  patients  gave  the  typical  history.  One  of  them  came  to  postmortem  ex- 
amination. 

Two  of  the  cases  were  confirmed  by  autopsy. 

This  was  a confirmatory  biopsy  of  a case  previously  diagnosed  by  liver  puncture  with 
special  staining  technic.  The  first  biopsy  of  this  case  is  reported  in  Table  IV. 

The  diagnosis  was  confirmed  by  iron  stains  on  the  liver  slice  and  subsequent  skin  biopsy. 

The  patient  responded  rapidly  upon  administration  of  antibiotics. 

This  patient  was  explored,  and  a common  duct  stone  was  found  at  operation. 

This  was  one  case  of  seven  suspected  cases  of  sarcoidosis  to  determine  the  incidence  of 
hepatic  lesions. 

This  patient’s  crisis  was  accompanied  by  liver  congestion.  There  were  sickle  cells  in 
the  sinusoids.  Hemoglobin  casts  were  not  present  however. 

One  of  these  cases  was  confirmed  by  postmortem  examination. 


TABLE  III. — Analysis  of  Cases  in  Group  III  (8  Cases) 

Aspiration 

Diagnosis 

Number 

of 

Cases 

Probable  Diagnosis 

Remarks 

Portal  cirrhosis 

4 

These  cases  presented  the  following  diagnosis 
as  opposed  to  portal  cirrhosis:  cardiac  cir- 
rhosis, metastatic  neoplasm,  hepatitis,  luetic 

Chronic  passive 
congestion 

2 

Both  were  cardiacs,  one  was  suspected  of  hav- 
ing a portal  cirrhosis,  the  other  of  a hepa- 
titis. 

Besides  showing  the  other  signs  of  cardiac  dis- 
ease, both  had  recent  disturbance  in  the 
liver  function  tests. 

Acute  myeloblastic 
leukemia 

1 

The  differential  in  this  case  was  between  an 
acute  rheumatic  fever  or  a lymphoma  with 
a low  peripheral  count,  in  a 17-year-old  male 
with  polyarthritis. 

The  punch  biopsy  was  confirmed  by  further 
studies  and  postmortem  examination. 

Toxic  degeneration 
secondary  to 
tuberculosis 

1 

This  was  a proved  case  of  tuberculosis  with  the 
possibility  of  amyloid  disease  superimposed. 

The  presence  of  amyloid  disease  was  ruled  out 
by  the  special  amyloid  tissue  stains  and  the 
various  laboratory  tests. 

The  portal  lymphocytic  exudate  was  present 
in  all  the  cases. 

Chronic  Hepatitis. — The  lobular  pattern  was 
completely  disrupted  by  regenerating  nodules, 
condensed  stroma,  and  reticulum.  On  occasion 
bile  thrombi  and  portal  lymphocytosis  were  also 
noted. 

The  other  diagnoses  of  this  group  consisted  of 
metastatic  carcinoma,  chronic  passive  congestion, 
sickle  cell  anemia,  obstructive  jaundice,  cholang- 
itis, hemachromatosis,  miliary  tuberculosis,  and 
Boeck’s  sarcoid. 

The  third  group  consists  of  eight  cases,  sum- 
marized in  Table  III,  in  which  the  clinical  and 
laboratory  data  failed  to  differentiate  between 
several  possibilities,  and  the  biopsy  provided  the 
conclusive  evidence  for  one  of  the  diagnoses. 
The  value  of  the  biopsy  in  such  situations  is  self- 
explanatory. 

The  fourth  group,  summarized  in  Table  IV,  was 
the  most  gratifying,  comprising  17  cases  in  which 
the  biopsy  presented  an  entirely  unsuspected 
diagnosis.  The  clinical  and  laboratory  data  were 
misleading  in  these  cases  either  by  masking  liver 
pathology  or  by  indicating  a totally  different 
pathologic  process.  Eight  of  the  cases  were 
hepatitis,  which  were  thought  to  be  portal  cir- 


rhosis, biliary  cirrhosis, and  metastatic  carcinoma, 
besides  three  cases  of  unknown  hepatomegaly. 
Four  cases  of  portal  cirrhosis  were  discovered  in 
this  group  which  clinically  were  undiagnosed  hep- 
atomegaly in  three  instances  and  metastatic  car- 
cinoma in  the  other.  Two  cases  each  of  metasta- 
tic carcinoma  and  miliary  tuberculosis  were  also 
discovered  in  this  group.  In  both  of  the  latter 
cases,  a remarkable  clinical  recovery  was  made 
upon  institution  of  streptomycin  therapy.  One  of 
these  cases  was  thought  to  be  a portal  cirrhosis 
and  the  other  a metastatic  carcinoma  prior  to  bi- 
opsy. 

The  most  interesting  case  discovered  via  punch 
biopsy  was  one  of  agnogenic  myeloid  metaplasia. 
This  diagnosis  was  then  confirmed  by  studies  of 
the  bone  marrow,  peripheral  blood,  buffy  coat, 
and  then  finally  by  splenic  biopsy  with  the  Vim- 
Silverman  needle.26 

The  fifth  group  consists  of  32  cases  in  which  the 
liver  biopsies  were  of  no  clinical  significance 
(Table  V).  They  were  reported  either  as  normal 
or  showing  pathology  of  a nonspecific  nature. 
The  largest  number  of  failures  in  this  group  was  in 
the  12  cases  thought  to  be  metastatic  carcinoma 
clinically.  Four  of  these  cases  came  to  autopsy 
and  were  proved  to  have  metastatic  disease  (Table 
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TABLE  IV. — Analysis  of  Cases  in  Group  IV  (17  Cases) 


Number 

Biopsy 

of 

Diagnosis 

Cases 

Clinical  Diagnosis 

Remarks 

Hepatitis 


Portal  cirrhosis 


Metastatic 

carcinoma 

Miliary- 

tuberculosis 


Agnogenic  myeloid 
metaplasia 
(osteosclerotic 
anemia) 


8 


4 

2 

2 


1 


Three  cases  of  hepatomegaly  of 
unknown  etiology. 

Three  cases  which  were  thought  to 
be  portal  cirrhosis  clinically. 

Metastatic  carcinoma. 

Biliary  cirrhosis  secondary  to  ob- 
struction. 

Three  cases  were  of  hepatomegaly 
of  unknown  etiology ; metastatic 
carcinoma 

Both  cases  were  hepatomegaly  of 
unknown  etiology.  No  primary 
lesion  was  suspected  clinically. 

Portal  cirrhosis 

Metastatic  carcinoma  or  portal 
cirrhosis 

Hepatosplenomegaly  of  unknown 
etiology 


All  of  the  cases  ran  a more  or  less  typical  course.  Two 
cases  were  confirmed  by  subsequent  biopsy. 


This  patient’s  signs  and  symptoms  cleared  while  being 
followed  closely. 

Despite  the  biopsy  report  the  patient  was  explored.  This 
diagnosis  was  then  confirmed  by  the  surgical  biopsy 
and  finally  subsequent  postmortem  examination. 


The  primary  site  was  thought  to  be  from  the  gastro- 
intestinal tract  histologically.  X-ray  studies  uncovered 
one  lesion  following  this  report. 

The  tubercle  bacillus  was  recovered  by  special  staining 
in  both  cases. 

One  case  made  a remarkable  recovery  on  active  therapy. 
One  case  is  reported  in  Group  II  when  repeat  biopsy 
confirmed  this  diagnosis. 

This  diagnosis  was  confirmed  by  splenic  puncture,  bone 
marrow,  buffy  coat,  and  peripheral  blood  studies. 


TABLE  V. — Analysis  of  Cases  in  Group  V (32  Cases) 

Biopsy 

Diagnosis 

Number 

of 

Cases 

Clinical  Diagnosis  Remarks 

Reported  as  either  31  Metastatic  carcinoma  (12  cases) 
being  normal  or 
showing  slight 
parenchymal 

damage  but  not  Boeck’s  sarcoid  (6  cases) 

sufficient  pathol- 
ogy for  specific  Hepatomegaly  etiology  unknown 

diagnosis.  (3  cases) 

Lymphoma  (3  cases) 

Portal  cirrhosis  (2  cases) 
Thyrotoxicosis  (2  cases) 


Congestive  failure 

Schistosomiasis 

Coma  of  unknown  etiology 

Portal  cirrhosis  1 Metastatic  carcinoma 


Four  of  these  patients  came  to  autopsy,  and  the  liver  was 
found  to  be  involved  with  metastases.  In  these  cases 
the  pitfall  was  the  factor  of  chance  in  striking  a focal 
disease  with  the  needle. 

Part  of  a series  to  determine  the  incidence  of  successful 
biopsy  in  this  disease. 

Although  the  liver  was  implicated,  no  diagnosis  could  be 
made. 


These  biopsies  were  undertaken  to  establish  the  extent 
and  type  of  liver  damage  in  this  disease.  One  specimen 
was  perfectly  normal.  The  other,  however,  did  demon- 
strate marked  glycogen  depletion  with  slight  paren- 
chymal damage. 

This  patient  was  compensated  at  the  time  of  biopsy,  and 
the  hepatomegaly  had  regressed. 

This  procedure  was  done  postmortem  in  an  effort  to  obtain 
a diagnosis  in  a difficult  clinical  problem. 

At  postmortem  examination  there  was  portal  cirrhosis  of 
the  right  lobe  of  the  liver,  but  the  left  lobe  was  found  to 
be  almost  completely  replaced  by  a hepatoma  which 
had  arisen  from  the  region  of  the  hilum. 


VI).  In  regard  to  metastatic  disease,  there  were 
six  cases  proved  by  biopsy  in  which  this  diagnosis 
was  suspected  clinically.  Thus,  in  18  cases 
which  were  thought  to  have  metastatic  disease 
clinically,  the  biopsy  was  confirmatory  in  only 
33  per  cent.  From  this  small  number  of  cases  we 
may  conclude  that  in  metastatic  disease  in  which 
the  pathology  is  focal,  and  by  implication  in  all 
focal  disease  of  the  liver,  the  biopsy  needle  will 
more  often  miss  the  pathology  than  strike  it. 
The  results  of  this  type  of  biopsy  will  be  very 
much  more  discouraging  than  in  those  instances 
where  the  pathology  as  a rule  is  generalized.  A 
negative  biopsy  in  an  individual  suspected  of 
having  focal  liver  disease  is  therefore  of  little 
clinical  significance. 

Six  of  the  biopsies  of  this  group  were  performed 
on  people  with  Boeck’s  sarcoid  as  a part  of  a 


series  to  determine  the  percentage  of  positive 
punch  biopsies  in  this  condition.  Of  the  eight 
proved  cases  biopsied,  we  were  only  able  to  get  a 
positive  report  of  Boeck’s  sarcoid  in  one  instance, 
or  12.5  per  cent  of  the  cases.  Likewise  there  were 
two  cases  of  thyrotoxicosis  in  which  punch  biopsy 
was  performed  to  study  the  type  and  extent  of 
liver  pathology  in  this  disease.  In  one  case  there 
was  minimal  parenchymal  damage  in  the  central 
area  with  glycogen  depletion  as  demonstrated  by 
the  special  glycogen  staining  technic. 

The  last  case  of  this  group  was  thought  to  have 
metastatic  disease  clinically,  and  portal  cir- 
rhosis was  reported  by  biopsy.  At  subsequent 
postmortem  examination  a hepatoma  arising 
from  the  hilar  area  was  found  superimposed  on  a 
portal  cirrhosis. 

In  summarizing  the  results  of  this  group,  ex- 
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TABLE  VI. — Analysis  of  Autopsied  Cases  (15  Cases) 


Biopsy 

Diagnosis 

Number 

of 

Cases 

Clinical  Diagnosis 

Remarks 

Cardiac  cirrhosis 

1 

Cardiac  cirrhosis 

Confirmed  at  postmortem  examination. 

Leukemia 

2 

Differential  between  lymphoma 
and  rheumatic  fever.  Lymphoma 
clinically  of  the  myeloid  series. 

The  diagnosis  of  leukemia  was  confirmed  in  both 
cases  by  postmortem  studies. 

Quantity  insufficient 

1 

Portal  cirrhosis 

Carcinoma  of  the  stomach  with  diffuse  metastasis. 

Hepatic  degeneration  with 
obstruction  but  etiology 
not  indicated  by  the 
biopsy 

2 

Metastatic  carcinoma 

Both  cases  were  found  to  have  carcinomatosis: 
the  primary  sites  were  the  rectum  and  kidney. 
The  nodules  were  missed  by  the  needle. 

Fatty  infiltration 

1 

Metastatic  carcinoma 

There  was  diffiuse  carcinomatosis  secondary  to 
bronchial  neoplasm. 

Chronic  passive  congestion 

2 

Chronic  passive  congestion 

The  diagnosis  was  confirmed  in  each  case. 

Metastatic  carcinoma 

2 

Metastatic  carcinoma 

Substantiated  by  autopsy. 

Hepatitis 

1 

Cirrhosis  with  obstruction 

A severe  acute  toxic  hepatitis  was  found  at  post- 
mortem examination. 

Portal  cirrhosis 

1 

Portal  cirrhosis 

Confirmed  by  autopsy. 

Normal 

1 

Metastatic  carcinoma 

Carcinoma  of  the  stomach  with  liver  metastasis 
on  autopsy. 

Portal  Cirrhosis 

1 

Metastatic  carcinoma 

Reported  in  Table  V. 

eluding  the  two  cases  of  thyrotoxicosis  (for  the 
authors  believe  that  this  condition  cannot  be 
diagnosed  by  the  liver  pathology  alone),  we  are 
left  with  30  cases  in  which  the  liver  biopsy  was  of 
no  clinical  significance,  a percentage  of  26.1. 
Expressing  this  in  the  positive  sense  we  find  that 
the  liver  biopsy  was  of  definite  clinical  signifi- 
cance in  73.9  per  cent  of  the  cases,  the  chief  source 
of  disappointment  being  in  focal  disease  of  the 
liver.  This  is  also  borne  out  when  studying 
Table  VI  which  lists  and  discusses  the  15  cases 
which  were  biopsied  and  subsequently  came  to 
autopsy.  The  liver  biopsy  was  confirmed  by  the 
postmortem  studies  in  nine  of  the  cases,  or  60  per 
cent.  The  six  cases  in  which  the  biopsy  report 
was  not  diagnostic  were  all  found  to  have  meta- 
static disease. 

There  were  no  complications  in  our  series  except 
for  an  occasional  case  of  right  shoulder-tip  pain 
when  the  transthoracic  approach  was  employed. 
The  feared  sequelae  of  gallbladder  perforation  or 
massive  hemorrhage  were  not  encountered. 

Summary 

1.  The  results  of  the  first  115  consecutive  liver 
punch  biopsies  performed  on  the  patients  of 
Morrisania  City  Hospital  are  reported,  of  which 
73.9  per  cent  were  of  definite  clinical  significance. 

2.  Indications,  contraindications,  and  technic 
are  discussed. 

3.  Liver  biopsy  is  highly  recommended  as  a 
procedure  which  deserves  more  widespread  use  to 
aid  in  the  expedition  of  the  diagnosis  of  liver 
disease  and  is  extremely  valuable  in  the  diagnosis 
and  differentiation  of  generalized  liver  disease. 

Conclusions 

1.  The  authors  believe  that  a procedure  which 
is  of  diagnostic  importance  in  73.9  per  cent  of  the 
cases,  and  has  only  a rare  complication,  is  an 


extremely  valuable  addition  to  our  diagnostic 
armamentarium. 

2.  The  procedure  may  be  performed  without 
specialized  training,  expensive  equipment,  exten- 
sive preparation,  or  prolongation  of  the  hospital 
stay. 

3.  There  are  very  few  limitations  in  the  type  of 
diagnosis  with  tins  method. 

4.  In  regard  to  focal  disease  the  results  are 
usually  discouraging,  depending  on  the  extent  of 
the  pathology  and  the  element  of  chance  in 
striking  the  lesions. 
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Case  Reports 


INTESTINAL  OBSTRUCTION  WITH  MULTIPLE  TRICHOBEZOARS 


Howard  D.  Kelley,  M.D.,  and  Robert  D.  Fairchild,  M.D.,  Syracuse,  New  York 


( From  the  University  Hospital) 


'T'HIS  is  a report  of  a case  of  a patient  with  mul- 
tiple  trichobezoars  with  a previous  history  of  a 
single  gastric  trichobezoar.  The  earlier  trichobezoar 
of  this  patient  was  reported  by  Potter  in  1935. 1 
£ Certain  features  noted  in  the  protocol  make  this 


case  of  more  than  usual  interest. 

DeBakey  and  Ochsner  published  an  exhaustive 
review  of  the  subject  of  bezoars  and  concretions 
> and  brought  up  to  the  date  of  publication  all  per- 
tinent information.2,3  Present-day  surgical  man- 
■ I agement  with  adjuvant  fluid,  electrolyte,  and  chemo- 
ij  therapeutic  control  should  reduce  the  mortality 
rates  reported  in  their  study. 


Case  Report 

A thirty-four-year-old  American  Indian  female 
was  admitted  on  April  14,  1949,  with  nausea  and 
vomiting  for  six  days  and  intermittent  abdominal 
pain  for  three  days.  The  onset  of  symptoms  had 
been  sudden.  In  addition  to  upper  intestinal  symp- 
toms, there  had  been  no  spontaneous  bowel  move- 
ments for  six  days. 

Fifteen  years  previously  a hairball  had  been  re- 
moved from  her  stomach  at  another  local  hospital. 
She  had  chewed  her  hair  frequently  prior  to  that 
t operation,  and  she  had  continued  to  do  so. 

Physical  examination  revealed  this  patient  to  be 

Ian  obese,  lethargic  American  Indian  female  not 
complaining  particularly  at  the  time  of  first  ex- 
amination. The  significant  physical  findings  were 
confined  to  the  abdomen.  There  was  a firm  mid- 
i line  epigastric  operative  scar.  There  was  moderate 
abdominal  distention.  Tenderness  and  rebound 
tenderness  were  noted  in  the  right  upper  abdominal 
quadrant.  Some  observers  felt  a mass  in  this  re- 
gion. Shifting  abdominal  fluid  could  not  be  dem- 
onstrated. 

I A urinalysis  was  essentially  negative.  A leuko- 
cytosis of  28,000  white  blood  cells  per  cu.  mm.  with 
* 1 94  per  cent  of  these  classified  as  polymorphonuclear 
leukocytes  was  the  only  microscopic  blood  finding  of 
significance. 

A scout  film  of  the  abdomen  showed  foreign 
bodies  in  the  stomach  and  jejunum  suggestive  of 
zoars.  There  were  several  dilated  loops  of  je- 
junum (Fig.  1). 

The  preparation  for  surgery  consisted  of  2,000  cc. 
of  10  per  cent  dextrose  in  physiologic  saline  given 
intravenously.  Routine  exploration  of  the  abdo- 
men revealed  no  abnormalities  other  than  those  to 
oe  described  in  the  stomach  and  jejunum.  The 
stomach  and  duodenum  and  first  hundred  centi- 


A 


Fig.  1.  Abdominal  scout  film  showing  the  pres- 
ence of  an  upper  intestinal  obstruction.  The  tri- 
chobezoar in  the  jejunum  can  be  seen  on  the  left 
side  of  the  plate  in  the  patient’s  right  midabdomen. 
The  two  trichobezoars  in  the  stomach  are  less  easily 
made  out. 


meters  of  jejunum  were  dilated  with  gas  and  fluid. 
At  a point  in  the  jejunum  about  100  cc.  from  the 
ligament  of  Treitz  was  a U-shaped  mass  completely 
occluding  the  lumen.  Distal  to  the  mass,  the  intes- 
tine and  colon  were  collapsed.  The  serosa  of  the 
jejunum  overlying  the  mass  was  reddish-purple 
and  edematous. 

Jejunotomy  was  performed,  and  the  middle  of 
the  three  trichobezoars  shown  was  removed  (Fig.  2). 
Incision  in  the  jejunum  was  made  on  its  antimesen- 
teric  border  in  a longitudinal  direction  and  the 
opening  closed  transversely. 
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Fig.  2.  Photograph  with  scale  of  the  washed  and 
dried  trichobezoars.  The  trichobezoar  in  the 
center  was  found  in  the  jejunum  about  100  cm. 
from  the  ligament  of  Treitz.  The  trichobezoars 
on  either  side  were  removed  from  the  stomach. 


Gastrostomy  produced  the  two  other  trichobezoars 
illustrated  (Fig.  2). 

In  the  completely  dry  state  the  U-shaped  tricho- 
bezoar weighed  50  Gm.,  measured  27.5  cm.  along 
its  greater  curvature,  and  was  13  cm.  in  circum- 
ference. The  trichobezoars  from  the  stomach 
weighed  35  and  21  Gm.,  were  12.5  and  11  cm. 
long  and  15  and  14  cm.  in  circumference,  respec- 
tively. The  differences  in  weight  of  the  latter 
trichobezoars  might  be  accounted  for  by  compres- 
sion. 

Following  operation  the  patient  exhibited  a 
marked  alkalosis  with  a carbon  dioxide  combining 
power  of  90.5  volumes  per  cent,  56  mEq.  of  chloride 
per  L.,  198  mg.  per  cent  of  chloride  or  327  mg.  of 
chloride  as  sodium  chloride.  These  findings  were 
noted  on  April  16,  1949,  forty-eight  hours  after 
surgery'.  While  she  had  received  some  fluids  con- 
taining sodium  chloride  on  admission,  she  received 
large  amounts  of  dextrose  solution  without  sodium 


chloride  on  the  day  after  surgery  supplemented  with 
plasma,  1 unit,  and  1 L.  of  a protein  hydrolysate 
solution.  Larger  intravenous  intake  of  dextrose  in 
physiologic  saline  solution  and  some  protein  hy- 
drolysate solution  corrected  the  alkalosis.  The 
uncorrected  depletion  was  due  to  vomiting  before 
surgery  and  voluminous  intranasal  gastric  suction 
following  operation.  Laboratory  evidence  of  relief 
of  alkalosis  was  noted  in  twenty-four  hours.  On  the 
sixth  postoperative  day  a wound  infection  was  noted, 
and  the  wound  was  opened  down  to  the  anterior 
rectus  fascia  and  packed  with  gauze.  Culture  of  the 
pus  from  the  wound  revealed  members  of  the  coli- 
form  group.  Subsequent  secondary  closure  of  the 
skin  and  fat  down  to  the  fascia  was  done  on  May  11, 
1949.  She  obtained  a satisfactory  firm  wound  and 
was  discharged  from  the  hospital  on  May  17,  1949. 

The  patient  was  interviewed  by  a psychiatrist  on 
one  occasion  who  found  her  sullen  and  hostile. 
He  attempted  to  assign  a cause  and  offer  a preven- 
tive solution  to  further  recurrence  of  her  difficulty. 

Summary 

The  subject  of  this  report  is  a case  of  multiple 
trichobezoars  with  a previous  history  of  a single 
trichobezoar.  Three  trichobezoars  were  removed 
at  the  operation  here  reported.  The  largest  was 
removed  from  the  jejunum  and  caused  high  intesti- 
nal obstruction,  presumably  by  migration  from  the 
stomach.  The  remaining  trichobezoars  were  re- 
moved by  gastrostomy  and  were  similar  in  size  but 
showed  marked  variation  in  weight.  The  patient’s 
convalescence  was  complicated  by  alkalosis  and  an 
infected  wound  which  separated  and  was  closed 
secondarily. 
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CANCER  MORTALITY 

Encouraging  indications  of  a decline  in  cancer 
mortality  are  reported  by  statisticians  of  the  Met- 
ropolitan Life  Insurance  Company,  New  York 
City,  who  base  their  findings  upon  the  postwar  ex- 
perience of  the  Company’s  millions  of  industrial 
policyholders. 

Favorable  developments  in  the  cancer  picture  are 
most  evident,  the  statisticians  point  out,  when  the 
recent  trend  of  mortality  is  studied  according  to 
whether  the  primary  site  of  the  disease  is  accessible 
or  inaccessible  to  diagnosis. 

For  the  accessible  sites  as  a group,  both  men  and 
women  in  the  insurance  experience  recorded  declines 
in  the  death  rate  from  1946- 1947  to  1949-1950,  men  by 
2.4  per  cent  and  women  by  7.2.  There  was  a reduc- 
tion in  female  mortality  from  almost  all  the  acces- 
sible specific  types  of  cancer. 


In  the  case  of  the  inaccessible  sites  as  a whole,  the 
death  rate  among  women  declined  1.1  per  cent,  but, 
on  the  other  hand,  that  among  men  showed  an  in- 
crease of  4 per  cent.  However,  both  sexes  showed 
decreases  for  such  specific  sites  as  the  stomach,  in- 
testines, other  digestive  organs,  bladder,  and  liver. 

Considerable  increases  in  death  rates  were  re- 
corded for  cancers  of  the  lungs  and  other  respiratory 
areas. 

Greatly  intensified  efforts  to  fight  cancer  have 
been  put  forth  on  all  fronts  since  the  end  of  the  war. 
These  have  included  the  expansion  of  diagnostic 
facilities,  the  opening  of  more  special  cancer  hos- 
pitals, and  intensified  cancer  research.  In  addition, 
the  statisticians  state  “great  emphasis  is  still  placed 
upon  early  recognition  and  treatment  of  the  dis- 
ease.” 


PROLAPSE  OF  REDUNDANT  GASTRIC  MUCOSA 
Thomas  C.  Case,  M.D.,  New  York  City 
( From  the  St.  Vincent’s  Hospital ) 


DROLAPSE  of  redundant  gastric  mucosa  folds 
through  the  pyloric  ring  is  not  very  common, 
and  consequently  it  is  often  overlooked,  especially  in 
its  early  stages  (Fig.  1 ).  With  the  constant  advances 
of  our  knowledge  and  the  almost  positive  roentgen 
findings  in  these  cases,  this  condition  is  now  recog- 
nized as  a distinct  clinical  phenomenon.  This 
lesion  was  first  reported  in  1911  by  Schmieden 
and  later  in  1943  by  Melamed  and  Hiller.1-2 
Since  that  time  almost  100  additional  cases 
have  appeared  in  the  literature.  There  is  a con- 
siderable difference  of  opinion  as  to  the  clinical 
significance  to  be  attached  to  the  findings  of  this 
condition  in  a patient.  Some  observers  feel  that 
the  roentgenologic  evidence  of  prolapsed  mucosa 
has  no  significance,  while  others  believe  it  is  one  of 
the  clinical  findings  of  hypertrophic  gastritis.  Van 
Noate,  Arnold,  and  Palmer  made  a very  noteworthy 
observation  when  they  stressed  the  importance  of 
this  condition  as  an  explanation  for  otherwise  un- 
diagnosed symptoms  of  the  upper  abdomen.3  This 
point  is  well  illustrated  in  the  following  case  report. 


Case  Report 

S.  E.,  white  female,  age  forty-six,  first  consulted 
me  in  October  of  1946,  complaining  of  epigastric 
pain  with  nausea  and  occasional  vomiting.  She  ap- 
peared to  be  chronically  ill,  apprehensive,  and  in 
some  distress.  She  had  been  treated  as  a hypo- 
chondriac by  numerous  physicians  in  the  past. 

The  important  information  revealed  in  the  pa- 
tient’s past  history  was  that  she  had  had  the  fol- 
lowing operations: 

1.  Laparotomy  for  appendicitis  in  1928,  record 
not  obtainable. 

2.  Laparotomy  for  cholecystectomy  in  1929, 
pathology  report  questionable. 

3.  Laparotomy  for  postoperative  adhesions  in 
1931,  records  not  obtainable. 

4.  Laparotomy  for  postoperative  adhesions  in 
1933,  records  not  obtainable. 

5.  Laparotomy  for  postoperative  adhesions  in 
1935,  records  not  obtainable. 

6.  Laparotomy  for  postoperative  adhesions  and 
exploration  of  common  duct  in  1945,  findings  of 
postoperative  adhesions  and  normal  common  duct. 

These  procedures  were  all  performed  for  epigastric 
pain  with  nausea  and  occasional  vomiting;  how- 
ever, the  patient  did  not  obtain  relief. 

I did  not  see  the  patient  again  until  April,  1949, 
at  which  time  the  epigastric  pain  had  become  exag- 
gerated with  considerable  nausea  and  vomiting. 
She  did  not  respond  to  the  usual  medical  regime 
used  for  peptic  ulcer. 

Roentgenography  of  the  gastrointestinal  tract  on 
April  1,  1949,  by  Dr.  A.  Kasich  revealed  the  pres- 
ence of  prolapse  of  redundant  gastric  mucosa 
into  the  duodenum.  Medical  treatment  was 
again  attempted  but  to  no  avail.  In  June  of  1949 
she  was  admitted  to  St.  Vincent’s  Hospital  in  New 
York  for  definitive  surgery.  At  this  time  obstruc- 
tive adhesions  to  the  transverse  colon  were  severed- 
after  the  stomach  had  been  opened,  the  prolapsed 


pylorus,  and  H.R.— hypertrophied  rugae.) 


Fig.  2.  X-ray  film  after  pyloroplasty,  revealing 
marked  prolapse  of  the  gastric  mucosa. 


mucosa  was  identified,  resected,  and  the  remaining 
mucosa  sutured  to  underlying  muscle;  a Horsley 
pyloroplasty  was  performed.  This  procedure  was 
technically  difficult  because  of  the  numerous  pre- 
vious operations. 

The  patient  obtained  some  relief  of  her  epigastric 
distress  until  August,  1949,  at  which  time  both  the 
pain,  nausea,  and  vomiting  recurred.  The  entire 
train  of  symptoms  became  progressively  worse,  and 
x-rays  of  the  stomach  at  this  time,  September, 
1949,  again  revealed  a marked  prolapse  of  the  gas- 
tric mucosa  (Fig.  2).  She  was  again  advised  to 
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enter  the  hospital,  and  at  this  time,  October,  1949, 
a gastric  resection  was  done  with  an  antecolic 
(Polya)  anastomosis.  Postoperatively  she  de- 
veloped several  fecal  fistulas  secondary  to  unavoid- 
able injuries  to  the  transverse  colon;  however,  they 
closed  spontaneously  within  two  months  after  the 
patient  left  the  hospital.  She  has  been  free  of  pain 
and  symptoms  since  the  last  operation. 

Comment 

This  case  has  been  reported  simply  to  emphasize 
that  clinicians  should  become  more  cognizant  of 
prolapse  of  gastric  mucosa  as  a distinct  clinical 
entity.  Diagnosis  may  then  become  more  fre- 
quent, symptoms  may  be  properly  evaluated,  and 
immediate  and  definite  treatment  may  be  offered 


these  patients  who  are  quite  often  considered  neurot- 
ics and  unnecessarily  subjected  to  numerous  oper- 
ative procedures.  It  is  not  unreasonable  to  as- 
sume that  this  patient  had  been  suffering  from  the 
prolapsed  mucosa  through  her  many  previous  oper- 
ations. 

530  Park  Avenue 
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HEMOCHROMATOSIS 

George  A.  Wagner,  M.D.,  F.  Tyler  Kelly,  M.D.,  and  Leonard  L.  Richheimer,  M.D., 
Jamaica,  New  York 

( From  the  Medical  Service  of  Queens  General  Hospital) 


LJEMOCHROMATOSIS  remains  an  infrequently 
encountered  disease.  Its  incidence  has  been 
variously  reported  as  six  cases  in  5,000  autopsies  at 
the  University  of  Texas  Medical  School  and  three 
cases  in  60,000  admitted  at  the  University  of  Cali- 
fornia Hospital.1  In  5,000  cases  of  diabetes  John 
reports  a single  case.2  Cirrhosis  of  the  liver  occurs 
in  about  5 per  cent  of  diabetes,  although  hepato- 
megaly occurs  much  more  frequently  than  has  been 
previously  suspected.  Lisa  and  Hart  found  seven 
cases  in  124,000  admissions  to  the  New  York  City 
Hospital.3  Thus  it  is  apparent  that  the  combina- 
tion of  pigment  cirrhosis  of  the  liver,  bronzing  of  the 
skin,  and  diabetes  is  not  commonly  seen. 

The  following  represents  a case  report  of  hemo- 
chromatosis which  fulfills  the  classic  criteria  for 
diagnosis  and  in  which  manifestations  of  cardiac 
failure,  associated  with  hemosiderin  in  the  myo- 
cardium, were  marked  in  the  end  stages  of  the  dis- 
ease. 

Case  Report 

E.  L.,  a thirty-four-year-old  white  male,  was  ad- 
mitted on  October  10,  1946,  with  a chief  complaint 
of  right  upper  quadrant  pain  of  four  weeks  duration. 
The  patient  has  experienced  similar  attacks  of  pain 
plus  fever,  emesis  of  bile-colored  material,  and  mild 
jaundice  for  the  past  three  years.  He  had  been 
intolerant  of  fatty  and  fried  foods,  cabbage,  onions, 
and  cauliflower  for  the  same  period. 

His  physician  prescribed  a fat-free  diet  to  which  he 
had  adhered  rather  strictly.  He  had  further  noted 
that  his  skin  had  been  getting  progressively  darker 
over  the  past  two  years  and  also  that  his  suntan 
appeared  to  persist  longer.  His  hair  had  grayed 
perceptibly.  In  the  five  months  prior  to  admission, 
the  patient  had  lost  from  30  to  40  pounds.  He 
sought  salt  with  his  foods  and  had  noticed  an  in- 
creased polydypsia.  For  five  weeks  before  admis- 


sion the  patient  noticed  nocturia  three  or  four  times. 
He  became  progressively  weaker,  lost  ambition,  and 
had  been  subject  to  dizzy  spells.  His  previous 
history  included  rheumatic  fever  at  thirteen, 
appendectomy  at  sixteen,  and  syphilis  and  gonorrhea 
at  eighteen  for  which  he  was  treated  for  one  year 
with  no  recurrence. 

He  formerly  drank  up  to  10  jiggers  of  whiskey  a 
day  and  in  the  neighborhood  of  20  glasses  of  beer. 
Recently  he  had  abstained  from  alcoholic  beverages 
since  his  physician  had  placed  him  on  a diet. 

His  physician  now  noted  a glycosuria  and  had 
referred  him  to  the  hospital  with  a tentative  im- 
pression of  “bronze  diabetes.” 

On  physical  examination  his  temperature  was  99.2 
F.,  blood  pressure  108/56,  and  respirations  20.  The 
patient  was  a well-developed,  underweight,  drowsy 
white  male.  He  was  deeply  pigmented  over  his  entire 
body  with  a gray-bronze  hue.  His  nipples  were  black, 
and  he  presented  many  black  freckles.  His  hair  was 
75  per  cent  white-gray.  He  revealed  equal  pupils 
which  reacted  to  light  and  accommodation;  he 
showed  clear  sclera,  pallid  fundi  and  normal  disks. 
His  ears  and  nose  were  normal.  The  mouth  showed 
deep  brownish-black  irregular  pigmentation  of  the 
gums  and  palate.  The  neck  was  negative  for  abnor- 
mal findings.  The  lungs  were  clear  on  percussion 
and  auscultation.  The  heart  apparently  was  not  en- 
larged; there  was  normal  sinus  rhythm  at  72  per 
minute;  the  second  aortic  sound  was  greater  than 
the  second  pulmonic  sound,  and  there  was  a split- 
second  sound  at  the  mitral  area  with  a soft  mitral 
systolic  murmur.  The  abdomen  revealed  the  liver 
to  be  four  fingers  below  the  midcostal  margin,  firm, 
with  a suggestion  of  fine  irregularities.  The  6pleen 
was  palpable  one  finger  below  the  lateral  costal 
margin  with  deep  inspiration.  There  was  no 
ascites,  and  the  lower  extremities  revealed  a 2 plus 
pitting  edema  from  the  midcalf  down.  There  was 
minimal  clubbing  of  the  nails,  and  the  neurologic 
examination  was  negative.  Urinalysis  revealed  a 4 
plus  sugar,  4 plus  acetone,  no  albumin,  and  specific 
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gravity  1.012.  The  red  blood  cell  count  was 
3,800,000  with  13  Gm.  hemoglobin  and  white  blood 
j cells  6,200,  polymorphonuclears  64  per  cent,  lympho- 
! cytes  32  per  cent,  and  transitionals  4 per  cent.  The 
patient  was  considered  to  be  a diabetic  in  acidosis. 
This  impression,  plus  the  enlargement  of  the  liver 
and  pigmentation  of  the  skin,  made  tenable  the 
diagnosis  of  hemochromatosis. 

The  acidosis  responded  to  small  doses  of  regular 

i insulin  plus  fluids,  and  he  became  practically  sugar 
j free  with  a total  of  75  units  of  regular  insulin  over  a 
| twelve-hour  period.  He  was  then  placed  on  a diet 
!'  of  200  Gm.  carbohydrate,  100  Gm.  protein,  80  Gm. 
ij  fat  with  regular  insulin  units  25,  25,  and  25.  He 
. continued  to  spill  2 to  3 plus  sugar  on  this  regimen 
I but  remained  acetone  free.  His  diet  was  subse- 
i!  quently  revised  upward  to  500  Gm.  carbohydrates 
-i  with  protein  and  fat  unchanged,  and  35,  25,  and  30 
; units  of  regular  insulin  maintained  him  acetone  free 

ii  with  but  0 to  1 plus  sugar  for  his  six  weeks  of 
Si  hospitalization. 

Laboratory  data  obtained  on  October  14  were  as 
Ij  follows:  sugar  355  mg.;  urea  nitrogen  12;  serum 
chloride  101  mEq.;  total  protein  6.3  mg.  per  cent; 
j albumin  3.3;  globulin  3.0;  cholesterol  420  mg.  per 
j cent;  esters  200;  alkaline  phosphatase  8.2;  icterus 
4 index  8;  Kline  plus-minus;  Wasserman  negative; 
j normal  serum  calcium;  prothrombin  time  twenty- 
(j  four  seconds  against  a control  of  sixteen  seconds. 
|i|  Glucose  tolerance  revealed  a typical  sustained  dia- 
t betic  curve,  all  urines  being  4 plus  and  fasting  sugars 
*11  270  at  thirty  minutes,  320  at  one  hour,  and  395  at 
jjj  three  hours.  A skin  test,  with  0.3  cc.  of  “A  per  cent 
ij  potassium  ferrocyanide  and  equal  parts  of  0.01 
ji  normal  hydrochloric  acid  done  intradermally 
it  against  control  of  0.01  normal  hydrochloric  acid, 
it  gave  an  immediate  blue-green  color  on  the  forearm, 
fl  On  two  successive  occasions  the  control  remained 
Ij  negative.  A biopsy  of  the  skin  and  muscle  de- 
ll veloped  blue-green  when  placed  in  the  test  solution, 
ji  There  was  no  color  alteration  in  the  control.  The 
1 biopsy  revealed  a moderate  amount  of  iron  positive 
pigment  in  the  skin  and  subcutaneous  tissues  about 
i the  sweat  glands  and  blood  vessels.  An  x-ray  of  the 
I chest  revealed  initially  a normal  cardiac  contour, 
j and  the  lung  fields  were  clear.  The  Graham-Cole 
| test  revealed  a slight  enlargement  of  the  gallbladder 
; with  somewhat  poor  dye  concentration  but  complete 
1 evacuation  after  a fatty  meal.  There  were  no 
ril  stones  revealed,  and  there  was  no  evidence  of  gall- 
j bladder  malfunction.  On  October  20,  electro- 
4i  cardiogram  revealed  low  voltage  of  the  limb  leads 
i!  and  an  inverted  T wave  in  the  second  precordial 
ti  level. 

On  October  31,  the  patient  complained  of  a slight 
1 cough.  However,  physical  examination  of  the  chest 
I was  essentially  negative.  His  diabetes  was  under 
fair  control  by  this  time,  and  he  had  only  a trace  of 
i residual  edema  in  the  lower  extremities.  On 
November  1,  edema  of  the  legs  returned,  responding 
somewhat  to  mercurial  diuresis.  His  total  protein 
at  this  time  had  dropped  to  5.7  Gm.  On  November 
1 13,  the  edema  was  still  persistent  and  progressing, 
land  there  was  detected  slight  clinical  enlargement  of 
the  heart.  The  lung  fields  remained  clear,  and  the 

Eulse  and  ventricular  rates  remained  in  the  neigh- 
orhood  of  60.  The  patient  was  started  on  1 Gm. 
cholin  chloride  three  times  a day,  the  total  proteins 
now  being  6.8  with  a 3.2  albumin  and  3.6  globulin. 
There  was  noted  tenderness  with  a larger  amount  of 
1 edema  of  the  right  leg,  and  phlebothrombosis  was 
f suspected.  On  November  17,  the  edema  had 
progressed  bilaterally  to  his  thighs;  on  the  following 


day,  the  patient  had  anasarca  from  the  waist  down 
and  persistent  calf  tenderness  on  the  right.  Am- 
monium chloride  and  Mercupurin  were  adminis- 
tered. On  November  19  there  appeared  some  slight 
improvement,  and  250  cc.  of  plasma  were  admin- 
istered intravenously.  On  November  20,  the 
anasarca  grew  worse,  the  penis  and  scrotum  had 
now  become  markedly  edematous,  and  the  patient 
was  experiencing  difficulty  in  voiding. 

On  the  following  day  his  pulse  rose  to  150,  and  his 
venous  pressure  on  that  date  was  290  mm.  His 
arm-to-lung  circulation  time  was  twelve  seconds, 
and  his  arm  to  tongue  time  thirty-five  seconds.  His 
blood  pressure  had  fallen  to  82/70,  and  his  pulse  rose 
progressively  to  160.  The  heart  sounds  became 
poor,  and  he  developed  a basal  gallop  rhythm. 
Electrocardiogram  at  this  time  revealed  a supra- 
ventricular tachycardia.  The  patient  was  rapidly 
digitalized  with  restoration  of  a regular  sinus 
rhythm  of  60  in  five  hours.  Because  of  a suspected 
accumulation  of  pericardial  fluid,  a pericardio- 
centesis was  performed,  and  50  cc.  of  straw-colored 
fluid  was  removed  with  some  difficulty. 

Despite  all  attempts  at  therapeusis,  the  patient’s 
condition  became  progressively  worse,  his  edema  in- 
creased, his  venous  pressure  mounted,  and  he  de- 
veloped cyanosis  and  became  restless  and  dis- 
oriented. The  possibility  of  Wernicke’s  syndrome 
was  entertained,  but  there  was  no  response  to 
massive  intravenous  doses  of  thiamin  and  niacin. 
The  patient  went  progressively  downhill  and  expired 
on  November  24. 

The  clinical  diagnosis  at  the  time  of  death  was 
hemochromatosis,  cirrhosis  of  the  liver  with  decom- 
pensation, diabetes  mellitus,  phlebothrombosis  of 
the  right  femoral  veins  with  possible  pulmonary 
embolization,  arteriosclerotic  heart  disease  with  de- 
compensation, right  ventricular  failure,  and  possible 
vena  caval  thrombosis. 

At  autopsy,  five  hours  after  death,  the  skin  over 
the  entire  body  was  gray-brown  in  color,  with  the 
mucous  membranes  tinted  a brownish  hue.  Ap- 
proximately 300  cc.  of  cloudy,  yellow  fluid  were 
found  in  the  pleural  cavities  bilaterally.  There 
were  20  cc.  of  cloudy,  yellow  fluid  in  the  pericardial 
cavity  and  about  5 to  10  cc.  of  clear,  straw-colored 
fluid  in  the  abdominal  gutters. 

The  right  lung  was  a grayish-red  in  the  upper 
aspects  and  a darker  color  in  the  lower.  The  left 
lung  was  a red-gray  throughout.  Diffuse  anthra- 
cotic  mottling  was  present  throughout  both  lungs. 
The  right  lower  lobe,  the  left  lower  lobe,  and  the  left 
upper  lobes  were  firm,  fleshy,  and  red.  On  section 
there  was  revealed  dark,  gray-red,  fleshy  paren- 
chyma. The  vessels  of  the  left  upper  and  lower 
lobes  showed  thrombi.  The  heart  was  moderately 
enlarged,  weighing  500  Gm.,  and  red-brown  in  color. 
It  was  soft  and  flabby  with  a minimal  increase  in 
subepicardial  fat.  The  epicardium  was  smooth  and 
glistening  throughout.  The  myocardium  was  red- 
brown  in  color  with  scattered  areas  of  pinpoint 
hemorrhage  throughout  the  interventricular  septum 
as  well  as  the  wall  of  the  left  ventricle.  A minimal 
amount  of  sclerosis  of  the  aortic  mitral  valves  was 
present.  The  pancreas  was  dark  brown  in  color  on 
both  close  examination  and  section.  The  spleen 
was  slightly  enlarged  and  firm.  The  liver  was  in- 
creased in  size,  extending  three  fingers  below  the 
costal  margin,  and  weighed  2,000  Gm.  The  ex- 
ternal surface  revealed  a finely  granular  irregularity 
throughout  (Fig.  1).  It  cut  with  marked  increased 
resistance,  revealing  the  parenchyma  to  be  finely 
nodular,  brownish,  and  congested.  The  kidneys 
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Fig.  1.  Liver  showing  cirrhosis  with  nodular 
regenerative  liver  separated  by  fibrous  tissue.  The 
dark  areas  correspond  to  pigment  deposition  within 
liver  cells  and  fibrotic  stroma.  (42  X). 

were  moderately  enlarged,  red-brown  in  color,  and 
on  section  showed  good  corticomedullary  distinction 
(Fig.  2).  The  parenchyma  was  firm  and  congested, 
and  the  capsule  stripped  with  ease,  revealing  a 
smooth,  brown-red  surface.  The  bone  marrow  of 
the  rib  and  lumbosacral  vertebra  was  brown-red  in 
color.  The  thyroid  was  enlarged  and  brown-red  in 
color. 

The  anatomic  pathologic  diagnosis  was  as  follows: 
hemochromatosis,  portal  cirrhosis,  diabetes  mellitus 
(clinical),  splenomegaly  (moderate),  bronchopneu- 
monia, pulmonary  infarction  of  the  left  upper  and 
lower  lobes,  cardiac  decompensation,  and  chronic 
passive  congestion  of  the  spleen  and  kidneys. 

The  causes  of  death  were  (1)  cardiac  decompensa- 
tion, (2)  pulmonary  infarction,  and  (3)  broncho- 
pneumonia. 

Comment 

The  derangement  of  iron  metabolism  which  leads 
to  the  clinical  syndrome  known  as  hemochromatosis 
produces  widespread  damage.  The  presence  of 
high  blood  values  for  iron,  usually  greater  than  200 
gamma  against  a normal  of  120  gamma,  is  associated 
with  the  deposition  of  abnormal  iron-containing  pig- 
ment in  all  the  tissues.  Cases  have  been  reported, 
however,  in  which  blood  values  for  iron  have  been 
well  within  normal  limits.  The  pathogenesis  of  the 
disease  remains  obscure.  Dry  considers  it  “an  in- 
born error  of  metabolism,”  an  opinion  shared  and 
elaborated  upon  by  Sheldon.4-7  Most  authors  con- 
cede that  the  accumulation  of  excessive  iron  in  the 
tissues  is  a slow  process,  taking  place  over  years, 
which  probably  accounts  for  the  fact  that  the  disease 
is  most  frequently  encountered  in  middle  age. 

The  triad  of  diabetes,  cirrhosis  of  the  liver,  and 
pigmentation  of  the  skin  is  almost  diagnostic  of 
hemochromatosis.  Recently  the  skin  test  proposed 
by  Fishback  using  equal  parts  of  potassium  ferro- 
cyanide  0.5  solution  and  N/100  hydrochloric  acid 


Fig.  2.  Magnification  of  kidney  section  showing 
some  darker  staining  tubules  which  contain  pigment 
and  other  tubules  showing  marked  degenerative 
vascularization.  (144  X). 

intradermally  and  watching  for  the  characteristic 
changes  in  the  wheal  to  a blue  color  has  been  helpful 
in  establishing  the  diagnosis.8  Biopsy  of  the  skin 
with  demonstration  of  a significant  amount  of  iron 
pigment  is  of  further  diagnostic  assistance. 

Involvement  of  the  heart  is  commonly  seen  in 
hemochromatosis.  Lichtman  states  that  the  heart 
is  involved  to  some  extent  in  90  per  cent  of  cases  and 
that  occasionally  the  pigment  deposition  is  large.9 
The  tendency  for  these  patients  to  develop  heart 
failure  is  well  known,  although  the  exact  mechanism 
of  the  development  of  failure  is  subject  to  dispute. 
Knutsen  states  that  myocardial  fibrosis  or  de- 
generation is  rarely  noted.10  Instances  of  coronary 
artery  sclerosis  with  and  without  myocardial  infarc- 
tion are  on  record.  Arrhythmias  including  auriculo- 
ventricular  dissociation  are  at  times  noted.  The 
deposition  of  large  amounts  of  hemosiderin  within 
the  myocardial  fibers  does  not  explain  satisfactorily 
the  development  of  cardiac  failure  or  arrhythmia, 
and  no  cause  is  known  at  present. 

Summary 

A proved  case  of  hemochromatosis  terminating  in 
cardiac  failure  has  been  presented. 
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INTERSTITIAL  PREGNANCY  WITH  TORSION  OF  UTERUS  AND  SPON- 
TANEOUS AMPUTATION  OF  ADNEXA  AND  ROUND  LIGAMENT 
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( From  the  Departments  of  Obstetrics  and  Gynecology  of  Beth-El  Hospital) 


PREGNANCY  in  the  interstitial  portion  of  the 

fallopian  tube  does  not  occur  very  often.  Wynne 
noted  18  cases  (1.16  per  cent)  in  a series  of  1,547 
ectopic  pregnancies,  and  Jarcho  recently  reported  45 
cases  (3.67  per  cent)  in  an  analysis  of  1,225  cases  of 
ectopic  pregnancy  of  all  types.1-2  However,  gesta- 
tion in  this  location  portends  an  especially  tragic 
type  of  ectopic  pregnancy. 

An  interstitial  pregnancy,  by  definition,  must 
have  the  gestational  sac  lying  within  the  walls  of  the 
uterine  cornu,  between  the  proximal  end  of  the 
isthmic  portion  of  the  fallopian  tube  and  its  uterine 
orifice.  In  the  normal  uterus  this  portion  of  the 
tube  measures  1 cm.  in  length  and  only  1 mm.  in 
diameter.  Greater  elasticity  of  the  myometrium  as 
compared  with  the  tubal  wrall  allows  for  pregnancy 
in  this  situation  to  progress.  Hypertrophy  and 
hyperplasia  induced  by  development  and  growth  of 
the  gestation  results  in  an  enlarged  and  irregularly 
shaped  uterus. 

The  case  reported  herein,  not  unlike  those  previ- 
ously published,  presented  a problem  of  diagnosis. 
At  operation,  an  interstitial  pregnancy  with  spon- 
taneous amputation  of  the  adjacent  adnexa  and 
round  ligament  was  encountered. 


Case  Report 

L.  D.,  a twenty-eight-year-old  Negro  gravida  1, 
para  1,  was  admitted  to  the  Beth-El  Hospital  on 
July  25,  1950.  Her  complaints  were  recurring  pains 
in  the  lower  abdomen  and  vaginal  bleeding. 

The  past  medical  history  was  noncontributory, 
and  the  past  obstetric  history  included  an  unevent- 
ful confinement  thirteen  months  before  the  present 
episode. 

Menses  began  at  thirteen  years  of  age.  Periods 
recurred  regularly  every  twenty-eight  to  thirty 
days,  lasting  four  to  five  days  with  moderate  flux. 
The  last  menstrual  period  was  May  4,  1950. 

The  patient  had  mild  lower  abdominal  cramps 
which  lasted  for  twenty-four  hours  during  the  last 
week  of  June,  following  a skipped  period.  Three 
days  later  these  cramps  reappeared  but  were  now 
severe.  The  pain  gradually  localized  to  the  left 
lower  quadrant  and  became  more  severe.  By  July 
3,  the  pain  had  disappeared,  but  the  patient  began 
to  bleed  vaginally  and  pass  clots  which  continued 
for  a week.  On  July  23,  lower  abdominal  cramps 
reappeared  and  were  associated  with  a fainting 
episode.  The  following  day,  a day  prior  to  ad- 
mission, there  was  profuse  vaginal  bleeding  accom- 
panied by  large  clots. 

The  pulse  was  80  and  regular.  The  blood  pres- 
sure was  120/76.  The  conjunctivae  and  mucosa 
were  pale.  The  lungs  were  clear  to  percussion  and 
auscultation.  There  was  a systolic  murmur  heard 
in  front  of  the  sternum. 

Slight  tenderness  was  present  in  the  lower  abdo- 
men. There  was  rebound  tenderness  on  both  sides 
but  more  on  the  left.  Vaginally,  the  cervix  was  in 


the  proper  axis  and  free  to  move  without  much 
tenderness.  The  body  of  the  uterus  was  somewhat 
enlarged  and  more  tender  on  manipulation;  the 
cul-de-sac  was  deep  but  not  cystic.  There  was 
thickening  and  extreme  tenderness  extending  from 
the  posterior  cul-de-sac  laterally  and  in  the  left 
fornix.  There  were  palpable  tender  adnexae  in 
the  right  fornix.  On  speculum  examination,  the 
cervix  was  lacerated,  and  there  was  a mucopurulent 
discharge. 

Course  in  the  Hospital. — The  patient  stained  inter- 
mittently, and  the  abdominal  pains  were  of  a vague 
nature.  The  temperature  was  of  low  grade  varying 
from  99  to  101  F.,  rising  to  102  F.  on  two  occasions. 
After  the  first  seven  days  it  remained  flat  except  on 
the  day  of  pelvic  re-examination  when  it  rose  to  101 
F.  and  returned  to  normal  at  the  end  of  twenty-four 
hours.  Administration  of  penicillin  was  begun  on 
the  fifth  and  aureomycin  on  the  sixth  hospital  day. 
This  therapy  was  supplemented  by  hematinics 
administered  orally. 

The  signs  and  clinical  course  of  the  patient  did  not 
present  immediate  urgency.  Because  the  diagnosis 
was  doubtful,  observation  was  continued.  Other 
than  a fluctuating  low-grade  temperature  with 
compensatory  changes  in  pulse  rate,  the  blood 
pressure  remained  unchanged,  and  the  pelvic  find- 
ings under  general  anesthesia  prior  to  operation 
were  the  same. 

On  laparotomy,  performed  on  August  9,  1950,  a 
small  amount  of  free  blood  and  some  clots  were 
found  in  the  peritoneal  cavity.  The  uterus  was 
twisted  on  its  long  axis  corresponding  to  180  de- 
grees. A softened  mass,  4 cm.  in  diameter,  was 
present  in  the  right  fundal  portion  of  the  uterus 
which  was  now  located  on  the  left  side  of  the  pelvis. 
The  overlying  serosa  and  muscularis  which  appeared 
necrosed  and  discolored  delineated  the  mass.  The 
right  tube  and  ovary  and  round  ligament  were  no- 
where near  the  cornu  of  the  uterus  but  retracted  to 
the  right  pelvic  wall.  The  raw  surface  of  the 
proximal  end  of  the  adnexal  pedicle  did  not  bleed. 
The  left  tube  and  ovary  were  normal  but  surrounded 
by  many  friable  adhesions.  The  involved  segment 
of  the  uterus  including  the  conceptus  was  removed 
by  cornual  resection,  and  the  myometrial  wound 
was  closed.  The  raw  area  of  the  severed  adnexa 
was  merely  covered  by  its  serosa  and  suspended  at 
this  location. 

Her  course  following  operation  was  uneventful. 
Therapy  with  antibiotics  and  hematinics  was  con- 
tinued throughout  this  period.  The  temperature 
rose  to  102  F.  on  the  first  and  second  postoperative 
days  but  gradually  subsided  by  lysis.  She  was  dis- 
charged in  good  condition  on  the  tenth  postoperative 
day. 

Laboratory  Findings. — The  laboratory  findings 
upon  admission  revealed  a moderate  anemia. 
Hemoglobin  was  64  per  cent,  red  blood  cells  2,860,- 
000,  white  blood  cells  7,800,  with  a normal  differ- 
ential count.  Hematocrit  was  19.  Erythrocyte 
sedimentation  rate,  corrected  for  hematocrit,  was  64 
mm.  in  an  hour.  The  significant  changes  pre- 
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operatively  were  as  follows:  hemoglobin  68  per 
cent,  hematocrit  35,  erythrocyte  sedimentation  rate 
(corrected)  41  mm.  in  an  hour. 

Biologic  test  (Friedman  modification)  for  preg- 
nancy was  negative  in  the  first  specimen.  Repeat 
tests  on  three  subsequent  occasions  were  consist- 
ently positive. 

Postoperatively  the  blood  count  improved. 
Hemoglobin  was  83  per  cent,  red  blood  cells  4,000,- 
000,  and  white  blood  cell  and  differential  counts 
were  normal. 

Comment 

Examination  under  anesthesia  served  to  confirm 
the  pelvic  findings  previously  noted.  A softened 
mass  was  felt  as  pai't  of  the  irregularly  enlarged 
uterus.  Although  the  findings  were  equivocal,  the 


biologic  tests  for  pregnancy  were  repeatedly  positive. 
An  impression  was  gained  that  the  uterus  was  en- 
larged corresponding  to  her  probable  period  of 
gestation. 

It  seemed  likely  that  degree  of  torsion  of  the 
uterus  was  responsible  for  signs  elicited  correspond- 
ing to  the  left  side  of  abdomen  and  pelvis. 

Despite  the  mild  clinical  course  rather  serious 
intra-abdominal  pathology  was  encountered.  How- 
ever, the  correct  diagnosis  was  established  on 
laparotomy. 
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GANTRISIN  IN  THE  TREATMENT  OF  CONJUNCTIVITIS 


Gantrisin  (Hoffmann-La  Roche),  a highly  soluble 
single  sulfonamide  which  has  been  used  with  con- 
siderable success  in  the  treatment  of  urinary  and 
systemic  infections,  was  used  in  180  cases  of  con- 
junctivitis covering  a reasonably  wide  range  of 
organisms.  Of  the  total,  the  authors  report  that 
127  patients  were  cured,  19  improved,  and  34  un- 
changed. Those  not  benefited,  the  writers  state, 
usually  had  organisms  of  low  virulence  or  negative 
smears  which  clinically  resembled  virus  infections. 
However,  the  solubility  of  Gantrisin  in  the  effective 
physiologic  pH  range  of  tears  makes  it  quite  effec- 
tive against  both  gram-positive  and  gram-negative 


bacteria.  The  fact  that  it  is  a single  sulfonamide  is 
an  advantage  in  that  the  problem  of  sensitivity  to 
one  or  more  components  in  mixtures  is  simplified. 
Sensitization  to  Gantrisin  itself  seems  infrequent, 
occurring  more  rarely  than  reactions  to  other 
sulfonamides  or  penicillin.  The  high  solubility  of 
Gantrisin  makes  it  valuable  in  severe  cases  of  con- 
junctivitis in  which  systemic  medication  may  be 
indicated,  particularly  in  patients  with  renal  com- 
plications where  other  sulfonamides  would  have  to 
be  employed  with  much  greater  caution. — Lester 
H.  Quinn,  M.D.,  and  Ronald  M.  Burnside , M.D., 
Eye,  Ear . Nose  and  Throat  Monthly,  February,  1951 


INCIDENCE  OF  POLIOMYELITIS  AS  RELATED  TO  IMMUNIZATION  PRACTICES 


Published  reports,  mostly  in  the  British  press, 
have  indicated  a possible  relationship  between  the 
occurrence  of  poliomyelitis  and  recent  immuniza- 
tion. Some  recent  and  current  studies  in  the  United 
States  also  have  had  a bearing  on  the  subject. 

The  Committee  on  Research  and  Standards  of 
the  American  Public  Health  Association  has  been 
studying  the  possible  relationship  between  the  in- 
cidence of  poliomyelitis  and  recent  immunizations 
and  has  adopted  the  following  report: 

Recent  published  and  unpublished  data  strongly 
suggest  that  an  individual  who  develops  poliomye- 
litis within  a month  after  receipt  of  an  injection  of 
an  antigen,  or  possibly  of  some  other  material,  shows 
an  increased  frequency  of  paralysis  in  the  extremity 
into  which  the  injection  has  been  given.  There  are 


also  suggestions  that  among  the  reported  cases  of 
poliomyelitis  are  cases  “which  would  not  have  been 
clinically  diagnosed  as  poliomyelitis  at  all  if  their 
(recent)  inoculation  had  not  brought  them  into  the 
paralytic  group.” 

Although  further  studies  are  imperative,  the  data 
so  far  available  would  suggest  that,  in  the  face  of  an 
abnormal  prevalence  of  poliomyelitis  in  a given 
locality,  antigen  inoculations  may  well  be  postponed 
until  after  the  subsidence  of  the  abnormal  prevalence. 
It  should  be  stressed,  however,  that  there  is  no 
evidence  that  this  effect  of  inoculation  persists  for 
more  than  a month.  On  the  contrary,  the  risk  of 
poliomyelitis  among  persons  who  have  been  im- 
munized more  than  one  month  before  onset  is  no 
greater  than  among  non  immunized  persons. 


It  takes  a 


mighty  big  nest  of  eggs  . . . 


P 
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to  equal  the  thiamine  content  of  “Beminal” 
Forte  with  Vitamin  C.  One  capsule  No.  817  provides  25  mg.  of  thiamine, 

and  more  than  400  eggs  would  be  needed  to  furnish  the  same  amount.  Thisb 


but  one  feature  of  “Beminal”  Forte  with  Vitamin  C which|also  contains 
therapeutic  amounts  of  other  B complex  factors  and  ascorbic  acid. 


'“Beminal” 

C 

No.  817:  Each  dry-filled  capsule  conta! 

Thiamine  HC1  (Bi) % 25.0  mg. 

Riboflavin  (B2) i 12.5  mg. 

Nicotinamide 100.0  mg. 

Pyridoxine  HC1  (Be,) 1.0  mg. 

Calc,  pantothenate  . . ' 10.0  mg. 

Vitamin  C (ascorbiMrcid) 100.0  mg. 

Supplied  in  bottles  of  30,  100,  and  1,000. 

K 

Ayerst,  McKenna  & Harrison  Limited 

22  East  40th  Street,  New  York  16,  N.  Y. 
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Duo ... 


for  complementary  effects 
wherever  combined 

estrogen-androgen  therapy 
is  indicated . . . 


e.g. 

e.g. 

e.g. 

e.g. 


In  fractures  and  osteoporosis  in  either  sex  to  promote 
bone  development,  tissue  growth,  and  repair. 

In  the  female  climacteric  in  certain  selected  cases. 

In  dysmenorrhea  in  an  attempt  to  suppress  ovulation  on 
the  basis  that  anovulatory  bleeding  is  usually  painless. 

In  the  male  climacteric  to  reduce 
follicle-stimulating  hormone  levels. 


“PREMARIN!'  with  METHVLTESTOSTERONE 


is  designed  to  permit  utilization  of  both  the  complementary 
and  the  neutralizing  effects  of  estrogen  and  androgen 
when  administered  concomitantly.  Thus  certain 
properties  of  either  sex  hormone  may  be  employed 
in  the  opposite  sex  with  a minimum  of  side  effects. 
Availability:  Each  tablet  provides  estrogens  in  their 
naturally  occurring,  water-soluble,  conjugated 
form  expressed  as  sodium  estrone  sulfate, 
together  with  methyltestosterone. 


No.  879— Conjugated  estrogens  equine 

(“Premarin”)  1.25  mg. 

Methyltestosterone  10.0  mg. 

Bottles  of  100  tablets  (yellow) 

No.  878— Conjugated  estrogens  equine 

(“Premarin”)  0.625  mg. 

Methyltestosterone  5.0  mg. 

Bottles  of  100  tablets  (red) 


Ayerst,  McKenna  & Harrison  Limited  • 22  East  40th  Street,  New  York  16,  New  York 
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a NEW  strength  of  'Eskacillin’: 

‘Eskacillin  250’ 

250,000  units  of  procaine  penicillin  G per  teaspoonful 


effective  with  only  3 doses  daily 

why  ' 'Eskacillin  250’  contains 

pwaune  penicillin: 

a.  Palatability.  Large  concentrations  of  the  highly  insoluble  procaine  salt 
of  penicillin  can  be  incorporated  in  a liquid  vehicle  without 
becoming  unpalatable. 

b.  No  need  for  refrigeration.  Because  of  the  insolubility  of  procaine 
penicillin,  ‘Eskacillin  250’  is  far  more  stable  than  other  preparations. 

C.  Rapid  absorption.  Although  procaine  penicillin  is  absorbed  slowly  when 
given  parenterally,  it  is  absorbed  rapidly  from  the  gut. 


Now  there  are  3 strengths  of ‘Eskacillin’:  ‘Eskacillin  250’  (new);  ‘Eskacillin  100’,  containing 
I 100,000  units  of  penicillin  per  5 cc.  (1  teaspoonful);  and  ‘Eskacillin  50’,  containing  50,000 
units  of  penicillin  per  5 cc.  (1  teaspoonful).  All  are  available  in  2 fl.  oz.  bottles. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


‘Eskacillin’  T.  M.  Reg.  U.  S.  Pat.  Off. 


FORTY-FIFTH  ANNUAL  MEETINGS 

of  the 

DISTRICT  BRANCHES 
of  the 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

PROGRAMS 


NINTH  DISTRICT  BRANCH 


Wednesday,  November  7,  1951 
Sleepy  Hollow  Country  Club 
Scarborough-on-Hudson,  New  York 


Afternoon  Session 


2:30  p.m. — “Alcoholism  as  a Metabolic  and  Endo- 
crine Disease” 

James  J.  Smith,  M.D.,  instructor  in 
medicine,  New  York  University 
College  of  Medicine 
“Thyroid  Disease  and  a Note  on  the 
Pituitary-Thyroid- Adrenal  Inter- 
relationships” 

Sidney  C.  Werner,  M.D.,  assistant 
professor  of  clinical  medicine, 
Columbia  University  College  of 
Physicians  and  Surgeons 
“A  Report  on  the  Doctors’  Plan — 
United  Medical  Service,  Inc.” 
Chas.  Gordon  Heyd,  M.D.,  president, 
United  Medical  Service,  Inc. 

5:30  p.m. — Cocktail  hour 

7:00  p.m. — Dinner 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  J.  Stanley  Kenney,  M.D., 
New  York  City,  president,  Medical 
Society  of  the  State  of  New  York 
Remarks  by  Mrs.  Harold  B.  Johnson, 
Buffalo,  president,  Woman’s  Auxili- 
ary to  the  Medical  Society  of  the 
State  of  New  York 


“Doctors  in  Community  Programs  for 
the  Aging” 

Mr.  Albert  J.  Abrams,  director,  New 
York  State  Joint  Legislative  Com- 
mittee on  Problems  of  the  Aging 

Ladies  will  join  the  members  of  the  district  branch 
for  dinner. 

Officers — Ninth  District  Branch 

President Morley  T.  Smith,  M.D., 

New  Rochelle 

First  Vice-President. ...  John  F.  Rogers,  M.D., 
Poughkeepsie 

Second  Vice-President ..  Harold  S.  Heller,  M.D., 


Spring  Valley 

Secretary Earl  C.  Waterbury,  M.D., 

Newburgh 

Treasurer Reid  R.  Heffner,  M.D., 

New  Rochelle 

Presidents  of  Component  County  Societies 

Dutchess John  F.  Rogers,  M.D.,  Poughkeepsie 

Orange Stiles  D.  Ezell,  M.D.,  Middletown 

Putnam William  P.  Kelly,  Jr.,  M.D.,  Carmel 

Rockland Abraham  Schechner,  M.D.,  Nyack 

Westchester. . . .Henry  E.  McGarvey,  M.D.,  Bronx- 
ville 

[Continued  on  page  2538 1 
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In  Coronary  Atherosclerosis . . . 
Morbidity  and  Mortality 
can  be  reduced  with 


-SIRNOSITOL 


C HOLI  N E AND  I NOS  ITOL 

In  a report  of  a three  year  study  of  1 1 5 cases  of  coronary 
atherosclerosis,  a marked  reduction  in  mortality  was 
noted  after  prolonged  lipotropic  therapy  as  compared  to 
the  mortality  among  an  equal  number  of  untreated  con- 
trols.1 The  efficacy  of  lipotropic  agents  in  the  treatment 
of  coronary  atheromatosis  may  be  due  to  their  ability  to 
reduce  the  serum  levels  of  cholesterol  and  other  lipids 
which  are  considered  to  be  of  etiologic  importance  in 
atherosclerosis. 1(  2- 3 


REFERENCES 

1.  Morrison,  L.  M.,  and  Gon- 
zales, W.  F.:  Results  of  Treat- 
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sitol) and  Estrogenic  Hormones 
on  Serum  Lipid  Fractions,  Cir- 
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D.  H.:  Simultaneous  Studies 
on  the  Serum  Lipids  and  the 
Electrophoretic  Pattern  of  the 
Serum  Protein  in  Man:  (1)  Ac- 

Stion  of  Inositol  and  Other  Sub- 
stances, Am.  Heart  J.  38:467 
(Sept.)  1949. 

4.  Best,  C.  H.;  Lucas,  C.  C.; 
Patterson,  J.  M.,  and  Ridout, 
J.  H.:  Lipotropic  Properties  of 
Inositol,  Science  703:12  (Jan. 
14)  1946. 


• A Synergistic  Combination 

Both  choline  and  inositol,  as  provided  by  Solution 
Sirnositol,  are  synthesized  into  the  phospholipid  complex 
— choline  into  lecithin  and  inositol  into  other  liver  phos- 
pholipids. The  role  of  choline  and  inositol  in  the  mainte- 
nance of  phospholipid  levels  has  a stabilizing  and  dis- 
persing effect  on  the  esterified  cholesterol  fraction  in 
plasma.3  A natural  synergism  enhances  the  lipotropic 
effect  of  choline  and  inositol  administered  in  combina- 
tion, thereby  also  enhancing  the  therapeutic  results.4 

• High  Dosage 

Satisfactory  therapeutic  response  occurs  only  with  an 
adequately  high  dosage  of  choline  and  inositol.  Solution 
Sirnositol  provides  an  aqueous,  sugar-free,  highly  palat- 
able and  potent  means  of  lipotropic  therapy.  The  daily 
dose  of  three  tablespoonfuls  provides: 


Choline  gluconate 22.23  Gm. 

Inositol 2.25  Gm. 


Available  in  16  oz.  bottles,  on  prescription  only. 

CS.C 


A Division  of  COMMERCIAL  SOLVENTS  CORPORATION,  17  E.  42nd  SI.,  New  York  17, NY. 
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FIRST  DISTRICT  BRANCH 

Wednesday,  November  14,  1951 
Veterans  Administration  Hospital 
130  West  Kingsbridge  Road 
Bronx,  New  York 

Morning  Session  Afternoon  Session 

9:00  to  2:00  to 


11:00  a.m. — Surgery:  Operative  Clinics 

Paul  K.  Sauer,  M.D.,  chief,  surgical 
service 

9:00  to 

11:00  a.m. — Medicine:  Medical  Ward  Rounds 

A.  Jacobson,  M.D.,  and  J.  Wolf, 
M.D.,  section  chiefs 

Chest  Section  Rounds 
F.  Lovelock,  M.D.,  section  chief 
Cardiac  Section  Rounds 
L.  Kapp,  M.D.,  section  chief 

9:00  to 

11:00  a.m. — Neurologic  Conference,  Harold  G. 
Wolff,  M.D.,  chairman 
“Case  of  Central  Nervous  System  Lues 
with  Erbs  Spastic  Paraplegia” 
Herbert  Peyser,  M.D. 

“Case  of  Post-traumatic  Decerebrate 
Rigidity” 

Luigia  Norsa,  M.D. 

L.  Berlin,  M.D.,  H.  L.  Flowers, 
M.D.,  and  T.  Guthrie,  M.D., 

discussants 

10:30  a.m. 

to  12  noon — Radiology:  Clinical  Diagnostic  X-ray 
Conference 

H.  Jacobson,  M.D.,  chairman 
C.  Gottlieb,  M.D.,  and  Maxwell  H. 
Poppel,  M.D. 

11:00  a.m. 

to  12  noon — -Clinical  Pathologic  Conference 

B.  Gordon,  M.D.,  and  staff 

12  noon — Business  meeting,  election  of  officers 
12:30  p.m. — Luncheon 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  J.  Stanley  Kenney,  M.D., 
New  York  City,  president,  Medical 
Society  of  the  State  of  New  York 
Remarks  by  Mrs.  Thomas  M.  d ’Angelo, 
Jackson  Heights,  councillor,  First 
District  Branch,  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State 
of  New  York 


3:30  p.m. — Psychiatry:  Psychiatric  Conference, 

Milton  Sapirstein,  M.D.,  chairman 
“A  Case  of  Psychoneurotic  Depression 
with  Repeated  Suicidal  Attempts” 

Joseph  Ormand,  M.D. 

2:30  to 

4:00  p.m. — Medicine:  Section  Conferences 

Chest  Section,  J.  Bums  Amberson, 
M.D. 

Cardiac  Section,  A.  C.  DeGraff,  M.D. 
General  Medical  Section,  F.  Hangar, 
M.D.,  and  R.  Cecil,  M.D. 

4:00  to 

5:00  p.m. — Round-table  Discussion:  “Chronic 

Nonspecific  Ulcerative  Colitis” 
Charles  Flood,  M.D.,  gastroscopy 
Frederick  Bancroft,  M.D.,  surgery 
H.  L.  Flowers,  M.D.,  neuropsychia- 
try 

Harold  Jacobson,  M.D.,  radiology 


Officers — First  District  Branch 

President William  Crawford  White, 

M.D.,  New  York  City 

First  Vice-President. . . .Thomas  M.  d’ Angelo,  M.D. 

Jackson  Heights 

Second  Vice-President.  . 


Secretary Charles  F.  McCarty,  M.D., 

Brooklyn 

Treasurer Moses  H.  Krakow,  M.D., 

Bronx 


Presidents  of  Component  County  Societies 


New  York Arthur  M.  Master,  M.D.,  New  York 

City 

Bronx Abraham  J.  Fleischer,  M.D.,  Bronx 

Kings Samuel  Lubin,  M.D.,  Brooklyn 

Queens Henry  I.  Fineberg,  M.D.,  Jamaica 

Richmond. . . John  K.  Lucey,  M.D.,  St.  George 


MARK  YOUR  CALENDAR  NOW  FOR  THE  146TH  ANNUAL 
MEETING  OF  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF 
NEW  YORK,  MAY  12  TO  16,  1952,  HOTEL  STATLER,  NEW 

YORK  CITY 


Major  General  William  E Dean,  of  Berkeley, 
California — Medal  of  Honor.  In  the  hard  early  days  of  the  Korean  War,  when  it 
was  Red  armor  against  American  rifles.  General  Dean  chose  to  fight  in  the  most 
seriously  threatened  parts  of  the  line  with  his  men.  At  Taejon,  just  before  his  posi- 
tion was  overrun,  he  was  last  seen  hurling  hand  grenades  defiantly  at  tanks. 

General  William  Dean  knew  in  his  heart  that  it’s  every  man’s  duty  to  defend 
America.  You  know  it,  too.  The  General’s  job  was  in  Korea  and  he  did  it  superbly 
well.  Your  defense  job  is  here  at  home.  And  one  of  the  best  ways  to  do  that  job  is  to 
start  right  now  buying  your  full  share  of  United  States  Defense*  Bonds.  For 
remember,  your  Defense  Bonds  help  keep  America  strong,  just  as  soldiers  like 
General  Dean  keep  America  safe.  And  only  through  America’s  strength  can  your 
nation  . . . and  your  family  . . . and  you  . . . have  a life  of  security. 

Defense  is  your  job,  too.  For  the  sake  of  all  our  servicemen,  for  your  own  sake, 
help  make  this  land  so  powerful  that  no  American  again  may  have  to  die  in  war. 
Buy  United  States  Defense*  Bonds  now — for  peace! 


Remember  when  you’re  buying  bonds 
for  defense,  you’re  also  building  per- 
sonal cash  savings.  Remember,  too, 
if  you  don’t  save  regularly,  you  gen- 
erally don’t  save  at  all.  So  sign  up  in 


the  Payroll  Savings  Plan  where  you 
work,  or  the  Bond-A-Month  Plan 
where  you  bank.  For  your  country’s 
security,  and  your  own,  buy  United 
States  Defense  Bonds! 


*U.  S.  Savings  Bonds  are  Defense  Bonds  - Bui/  them  regularly! 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in 
cooperation  with  the  Advertising  Council  and  the -Magazine  Publishers  oj  America  as  a public  service. 
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Raphael  A.  Bendove,  M.D.,  of  New  York  City 
and  Cedarhurst,  Long  Island,  died  on  September  22 
at  his  home  in  Cedarhurst  at  the  age  of  fifty-four. 
Dr.  Bendove,  a native  of  Russia,  studied  at  the 
American  Medical  University  in  Beirut,  Syria,  and 
received  his  medical  degree  from  the  Albany  Medical 
College  in  1922.  He  interned  at  Montefiore  Hos- 
pital in  New  York  City.  Since  1936,  Dr.  Bendove 
had  been  professor  of  clinical  medicine  at  the  Long 
Island  College  of  Medicine.  The  author  of  several 
scientific  articles  and  former  president  of  the  Hebrew 
Medical  Society  of  New  York,  Dr.  Bendove  had 
planned  to  sail  on  October  1 1 for  Israel  to  teach  and 
practice  medicine  there. 

A'  Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American  College  of 
Chest  Physicians,  Dr.  Bendove  was  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 


Alfred  Blaise  Corrado,  M.D.,  of  Brooklyn,  died  on 
August  15  at  the  age  of  forty-six.  Dr.  Corrado  re- 
ceived his  medical  degree  from  the  Long  Island  Col- 
lege of  Medicine  in  1931  and  interned  at  St.  Mary’s 
Hospital  in  Brooklyn.  He  was  associate  attending 
proctologist  at  St.  Mary’s  Hospital  and  its  Out- 
patient  Department.  Dr.  Corrado  was  a member  of 
the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Edgar  William  Danner,  M.D.,  of  New  York  City, 
died  on  October  4 at  Roosevelt  Hospital  at  the  age  of 
eighty-two.  Dr.  Danner  received  his  medical  de- 
gree from  the  University  of  Minnesota  Medical 
School  in  1895.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Thomas  Edwin  Freston,  M.D.,  of  the  Bronx,  died 
on  September  21  at  his  home  at  the  age  of  sixty-five. 
Dr.  Freston  received  his  medical  degree  from  the 
New  York  University  and  Bellevue  Hospital  Medical 
School  in  1911  and  had  served  on  the  staffs  of  St. 
Vincent’s  and  St.  Elizabeth’s  Hospitals.  From  1924 
to  1934  he  was  a sanitary  engineer  for  the  New  York 
City  Department  of  Health.  Dr.  Freston  was  a 
member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Harry  Greenstein,  M.D.,  of  the  Bronx,  died  on 
May  24  at  the  age  of  seventy-four.  Dr.  Greenstein 
received  his  medical  degree  from  the  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  School  in 
1899.  He  was  associate  attending  physician  at  the 
New  York  Polyclinic  Hospital  Outpatient  Depart- 
ment. Dr.  Greenstein  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Joseph  Kempfner,  M.D.,  of  New  York  City,  died 
on  October  1 at  the  New  York  Polyclinic  Hospital  at 
the  age  of  fifty-four.  Dr.  Kempfner  received  his 
medical  degree  from  the  University  of  Prague  in  1921 
and  came  to  this  country  in  1924.  During  World 
War  II  he  served  in  the  U.S.  Army  Medical  Corps 
with  the  rank  of  lieutenant  colonel.  He  was  as- 
sistant attending  otolaryngologist  at  the  New  York 
Polyclinic  Hospital.  A Diplomate  of  the  American 
Board  of  Otolaryngology,  Dr.  Kempfner  was  a 
member  of  the  Military  Surgeons  of  the  United 
States,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


James  Clement  Davis,  M.D.,  of  Congers,  formerly 
of  Rochester,  died  on  September  3 at  Nyack  Hos- 
pital at  the  age  of  eighty-eight.  Dr.  Davis  received 
his  medical  degree  from  the  Bellevue  Hospital  Medi- 
cal School  in  1887,  practiced  for  ten  years  in  Trenton, 
Missouri,  his  birthplace,  and  then  did  postgraduate 
work  in  Berlin,  Heidelberg,  and  Vienna.  He  then 
opened  an  office  in  Rochester,  where  he  had  prac- 
ticed for  forty-three  years  until  his  retirement  last 
year,  when  he  moved  to  Congers.  Dr.  Davis  served 
in  World  War  I with  the  U.S.  Army  Medical  Corps 
and  later  became  a lieutenant  colonel  in  the  Army 
Reserve. 

For  thirty-two  years  Monroe  County  Jail  physi- 
cian, Dr.  Davis  was  a member  of  the  Rochester 
Academy  of  Medicine,  the  Rochester  Pathological 
Society,  the  Monroe  County  Mgdical  .Spciety,  the 


W.  Lee  Kirschner,  M.D.,  of  New  York  City,  died 
on  September  18  at  his  home  at  the  age  of  fifty- 
seven.  Dr.  Kirschner  received  his  medical  degree 
from  the  New  York  University  and  Bellevue  Hos- 
pital Medical  School  in  1919.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Isaac  D.  Kruskal,  M.D.,  of  Brooklyn,  died  on  June 
26  at  the  age  of  seventy-one.  Dr.  Kruskal  received 
his  medical  degree  from  the  New  York  University 
„ag,d  Bellevue  Hospital  Medical  School  in  1907  and 
interned  at  the  Jewish  Hospital  of  Brooklyn.  He 
was  consulting  ophthalmologist  at  the  Maimonides 
[Continued  on  page  2542] 
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In  a matter  of  minutes . . . 


GRATIFYING  RELIEF 

From  the  Symptoms  of 

Urinary  Tract  Infections 

Pyridium  WORKS  fast.  Within  a matter  of  minutes,  its  safe,  local  analgesic 
effect  brings  soothing  relief  to  the  irritated  urogenital  mucosa  of 
patients  suffering  from  cystitis,  pyelonephritis,  prostatitis,  or  urethritis. 

To  provide  the  dual  therapeutic  approach  of  symptomatic  relief 
and  anti-infective  action,  Pyridium  may  be  administered 
concomitantly  with  crystalline  dihydrostreptomycin  sulfate,  or 
penicillin,  the  sulfonamides,  or  other  specific  therapy. 

PYRIDIUM* 

(Brand  of  Phenylazo-diamino-pyridine  HC1) 


Pyridium  is  the  trade-mark 
ofNepera  Chemical  Co.,  Inc., 
successor  to  Pyridiu rjA 
poration,  for  its  brtoyi  e)j[ 
phenylazo  - diamino- p)?iatne 
HCl.  Merck  & Co.,  Inc.  sole 
distributor  in  the  United 
States. 


CO.,  Inc. 

LEGE  OF.im’SlMfeiv, 


JERSEY 


OF  {HUADELFIflA 

In  Canada:  MERCK  & CO.  Limited — Montreal 
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[Continued  from  page  2540] 

and  Jewish  Hospitals.  A Diplomate  of  the  American 
Board  of  Ophthalmology  and  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  Dr.  Kruskal  was  a member 
of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Brooklyn  Ophthalmological 
Society,  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Bernard  E.  Mulligan,  M.D.,  of  Yonkers,  died  on 
September  23  at  his  home  at  the  age  of  eighty-one. 
Dr.  Mulligan  was  graduated  from  the  Albany 
Medical  College  in  1894  and  practiced  in  Yonkers 
until  his  retirement  twenty-five  years  ago.  From 
1898  to  1908  he  served  as  health  officer  for  the  city  of 
Yonkers. 

Herbert  S.  Pierson,  M.D.,  of  New  York  City, 
died  on  October  6 at  Memorial  Hospital  at  the  age  of 
fifty-four.  Dr.  Pierson  received  his  medical  degree 
from  the  New  York  University  and  Bellevue  Hos- 
pital Medical  School  in  1920.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Rufus  Tinsley  Reid,  M.D.,  of  Syracuse,  died  on 
May  26  at  the  age  of  sixty-five.  Dr.  Reid  received 


his  medical  degree  from  the  University  of  Virginia 
in  1911.  He  was  a member  of  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Erwin  R.  Rosenow,  M.D.,  of  New  York  City,  died 
on  April  12  at  the  age  of  sixty-eight.  Dr.  Rosenow 
received  his  medical  degree  from  the  University  of 
Freiburg  in  1909.  He  was  clinical  assistant  physi- 
cian at  Sydenham  Hospital  and  clinical  assistant 
cardiologist  at  Jewish  Memorial  Hospital.  Dr. 
Rosenow  was  a member  of  the  Rudolf  Virchow  Medi- 
cal Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  Louis  Schlosser,  M.D.,  of  Syracuse,  died 
on  May  1 at  the  age  of  seventy-one.  Dr.  Schlosser 
was  graduated  from  the  Syracuse  University  College 
of  Medicine  in  1913. 

Abraham  Unger,  M.D.,  of  New  York  City,  died  on 
September  10  at  his  home  at  the  age  of  sixty-two. 
Dr.  Unger  was  graduated  from  the  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  in  1912 
and  interned  at  Mount  Sinai  Hospital.  During 
World  War  I he  served  as  a major  in  the  U.S.  Army 
Medical  Corps. 


TUBERCULOSIS  RATE  HIGHER  AMONG  EXPOSED  PERSONNEL 


There  is  a significantly  higher  incidence  of  tuber- 
culosis among  those  working  in  close  contact  with 
known  sources  of  infection  than  among  those  who 
are  not,  regardless  of  age  or  other  considerations. 

This  report  was  made  in  the  July  28  issue  of  the 
Journal  of  the  American  Medical  Association  by  Dr. 
William  G.  Childress  of  Valhalla,  New  York,  a 
specialist  in  lung  diseases.  Dr.  Childress,  who  is 
associated  with  the  tuberculosis  and  chest  diseases 
division  of  the  Grasslands  Hospital,  a county  in- 
stitution in  Valhalla,  based  his  findings  on  a study  in 
that  hospital. 

In  1932,  the  hospital  began  a tuberculosis  study 
program  which  involved  pre-employment  and 
periodic  chest  x-ray  examinations  of  all  employes  in 
the  tuberculosis  division.  Tuberculin  testing  was 
optional  until  1941,  when  it  became  compulsory. 
In  1938,  periodic  chest  ray  examinations  of  em- 
ployes throughout  the  hospital  were  begun. 

Since  1932,  under  that  program,  7,901  persons 
have  been  examined.  Of  these,  78  without  previous 
evidence  of  significant  infection  were  found  to  have 
active  tuberculosis  during  employment  and  while 
under  observation. 

“It  is  significant  that  among  the  78  patients  in 


whom  clinical  disease  developed  there  were  13 
physicians,  27  student  nurses,  20  graduate  nurses, 
and  five  attendants,  revealing  that  a greater  danger 
exists  for  those  in  close  contact  with  the  patient,” 
Dr.  Childress  said. 

The  annual  attack  rate  of  about  one  per  100  in  the 
professional  group,  he  said,  was  much  higher  than  in 
other  groups,  comparing  with  0.66  for  all  employes 
with  known  exposures  and  0.13  for  the  unexposed 
group. 

This  hazard  for  employes  in  close  contact  with 
tuberculosis  in  hospitals  and  sanatoriums  should  be 
recognized  but  not  overly  emphasized,  he  added. 

“It  should  be  stressed  that  clinical  disease  did  not 
develop  in  98.2  per  cent  of  employes  exposed  suf- 
ficiently to  convert  the  tuberculin  reaction. 

“Our  experience  indicates  that  tuberculosis  as  an 
occupational  hazard  may  be  reduced,  and  possibly 
eliminated,  by  adequate  case  finding,  isolation  of  in- 
fectious cases,  the  use  of  sound  protective  measures 
for  professional  and  allied  workers  in  close  contact 
with  infectious  patients  or  material,  and  BCG  vac- 
cination of  tuberculin-negative  persons  required  to 
be  in  contact  with  tuberculosis  in  the  course  of  their 
employment.” 
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BELIEVE  IN 

YOURSELF! 

Doctor,  you  probably  have  read  a great  deal  of  cigarette 
advertising  with  all  sorts  of  claims. 

So  we  suggest:  make  this  simple  test . . „ 


Take  a Philip  Morris— and  any 
other  cigarette.  Then, 

1 Light  up  either  one.  Take  a puff 
o — don’t  inhale  — and  s-l-o-w-l-y 
let  the  smoke  come  through  your  nose. 

2 Now  do  exactly  the  same 
o thing  with  the  other  cigarette. 


Notice  that  Philip  Morris  is  definitely 

less  irritating,  definitely  milder. 


Then,  Doctor,  BELIEVE  IN  YOURSELF! 


Philip  Morris 

Philip  Morris  & Co.  Ltd.,  Inc. 

100  Park  Avenue,  New  York  17,  N.  Y. 
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for  effective  cough  therapy 


Hycodan* 

V (Dihydrocodt 


BITARTRATE 

( Dihydrocodeinone  Bitartrate) 


head  off! 


Three  forms  available:  Oral  Tablets  (5  mg.  per  tablet) 


Syrup  (5  mg.  per  teaspoonful) , Powder  (for  compounding). 


May  be  habit  forming;  narcotic  blank  required. 
Average  adult  dose  5 mg.  Literature  on  request. 


Ouio' 


Endo  Products  Inc.,  Richmond  Hill  18,  N.Y. 
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In  Peptic  Ulcer 

“The  initiation  of  a healing  reaction 
in  the  lesion  is  the  surest  safeguard 
againstfurther  bleeding”1 


When  therapeutic  response  must  be  prompt — the 
double  gel  action  of  Amphojel  provides: 


• Rapid  lowering  of  gastric  acidity  to  noncorrosive  levels 

• Protective  coating  of  the  exposed  lesion  to  facilitate  healing 

• Quick  relief  of  ulcer  pain  with  subsequent  release  of  mental  and 
physical  tension 


AMPHOJEL* 

ALUMINUM  HYDROXIDE  GEL 
ALUMINA  GEL  WYETH 

Pleasant  tasting  . . . Economical 
Available  in  bottles  of  12  fl.  oz. 

1.  Larimore,  J.  W.:  Southern  M.  J.  44: 742,  1951. 

Incorporated,  Philadelphia  2,  Pa. 
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DR.  WILLIAM  B.  TERHUIVE  and 
THE  SILVER  HILL  FOUNDATION 

Announce: 

Fellowship  Appointment,  for  Young  Physician  Interested  in  Psychiatry, 
Particularly  in  The  Treatment  of  The  Psychoneuroses 

Silver  Hill  is  a psychotherapeutic  unit  for  the  treatment  of  the  functional  nerv- 
ous disorders  (the  psychoneuroses,  psychosomatic  disturbances  and  social  psychia- 
tric disorders).  Patients  treated  are  limited  to  a selected  group  of  intelligent,  ed- 
ucated, cultivated  people  who  can  be  helped.  The  setting  is  that  of  a very  com- 
fortable country  home  devoid  of  sanatorium  atmosphere.  Methods  are  those 
employed  successfully  by  the  late  Dr.  Austen  Fox  Riggs,  by  whom  several  mem- 
bers of  the  Staff  were  trained.  Patients  are  under  intensive  re-educational  treat- 
ment for  a period  of  several  weeks. 

Only  applicants  with  excellent  educational  and  social  background  who  wish  to 
specialize  in  the  treatment  of  functional  nervous  disorders  will  be  considered. 

Generous  compensation  and  opportunities  for  permanent  appointment  available. 

APPLY  TO:  Dr.  William  B.  Terhune,  Medical  Director,  New  Canaan,  Connecticut 

Associates:  DR.  FRANKLIN  S.  DuBOIS,  DR.  ROBERT  B.  IIIDEN,  DR.  MARVIN 
G.  PEARCE,  DR.  JOHN  A.  ATCHLEY,  DR.  WILSON  G.  SCANLON 


FOR  REHABILITATION  AND  PHYSICAL  RESTORATION 

* * * THE  PINEHAVEN  SANITARIUM  * * * 


225  BEDS  *****  FOR  ALL  STAGES  OF  CHRONIC  AND  TERMINAL  ILLNESS 


RESIDENT  PHYSICIANS  * * * * 
PINEWALD,  NEW  IERSEY 
NEAR  LAKEWOOD 
PHONES:  TOMS  RIVER  8-2050-1-2 


* REGISTERED  PHYSICAL  THERAPISTS 

LIC.  BY  N.  J.  DEPT.  OF  INSTITUTIONS  & AGENCIES 
MEMBER  OF  N.  J.  HOSPITAL  ASSOCIATION 
MEMBER  OF  A.  M.  HOSPITAL  ASSOCIATION 
REGISTERED  WITH  A.  M.  A. 


FRANCES  SHORTT  MEDICAL  AGENCY 


SPECIALISTS  in  the  Placement  of 


Competent  Medical  Personnel 


FRANCES  SHORTT,  R.N.,  Director 

280  Madison  Ave„  N.  Y.  16,  N.  Y.  at  40th  St  Mu  5-8935 


PHONE:  TE  8-5888 

For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
667  Madison  Avenue 
New  York  21,  N.  Y. 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


k |Jj|i 


NUC  A 


r 


TL 


ms* 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  In  indigestion,  hyper* 
acidity,  bloating  and  flatulence. 

1 or  2 tablets  daily  */*  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 


PICKER  has 
a handy 
x*ray 
pocket  guide 


for 


you 


You  won’t  have  to  carry 
technics  in  your  head,  or  take 
time  out  to  thumb  through  a 
book  when  you  have  this  compact 
guide  handy.  It’s  small  enough  to  tuck 
into  your  pocket,  yet  complete 
enough  to  supply  accurate  technics  for 
any  body  part  you  may  want  to 
radiograph.  General  information, 
quick-reading  conversion  tables,  darkroom 
pointers— even  inch  and  centimeter  rules— 
they’re  all  here,  compactly  presented  for  ready 
reference.  The  Picker  technic  guide  is  printed 
on  heavy  vinylite  plastic;  it  will  last  a long,  long  time. 
Your  local  Picker  representative  has  one  for  you  ...  or  we’ll 
be  glad  to  send  it:  the  coupon  here  will  bring  it  with  our  compliments. 


PICKER  X-RAY  CORP. 

25  South  Broadway,  White  Plains,  N.  Y. 

Please  send  me  a Picker  pocket  slide  guide  for  radiography. 

NAME 

ADDRESS- 

CITY STATE 
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CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion : 


One  time. 

3 Consecutive  times 
6 Consecutive  times 
12  Consecutive  times 
24  Consecutive  times 


81.35 

1.20 

1.00 

.90 

.85 


MINIMUM  3 LINES 


Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


PRACTICE  FOR  SALE 


Health  reasons  create  opening  for  2 "young”  doctors  wishing 
general  practice  together,  lower  N.  Y.  State  country  town; 
al 


potential  group;  modern  10-room  office  and  beautiful,  com- 
modious home  (also  suitable  sanatarium,  small  hospital). 
Terms  arranged;  will  introduce.  Box  490,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


Excellent  opportunity;  practice  limited  to  internal  med- 
icine; easily  expanded  to  general  practice;  with  75  miles 
of  New  York  City;  House,  office,  equipment,  $25,000. 
Entering  research.  Box  493,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


INSURANCE— EDITH  RAFSKY 


Malpractice  lowest  rates,  fire,  theft,  automobile,  liability,  and 
floaters.  Life  Insurance  with  Income  Disability,  Annuities. 
Write  Edith  Rafsky,  60  East  42nd  St.,  N.  Y.  C.  17,  N.  Y. 


- 


TO  SHARE 


Well  equipped  office  Brooklyn.  Ideal  location,  transporta- 
tion. Professional  Bldg.  Hours  arranged,  Reasonable  NE 
8-0547. 


LOOKING  FOR  A PUBLISHER.  Write  for  Free  Book- 
let MD  telling  how  we  can  publish  your  book.  All  subjects 
considered.  New  authors  welcome.  Vantage  Press,  230 
W.  41,  New  York  18. 


Due  to  death;  active  G.  P.  in  N.  E.  New  York;  modern 
hospitals  nearby;  office-home  combination;  all  modern  con- 
veniences. Will  introduce.  Sacrifice  foi  quick  sale  $10,000. 
Box  492  N.  Y.  St.  Jr.  Med. 


Immediately  available  opening  for  second  resident  in  65  bed 
general  hospital,  Southern  New  Jersey,  $300  per  month, 
complete  Personal  maintenance.  Box  491,  N.  Y.  St.  Jr.  Med. 


eauttesi . 


PHARMACEUTICALS 

W A complete  line  of  laboratory  controlled 
ethical  pharmaceuticals.  Chemists  to  the 
Medical  Profession  since  1903.  NY-11-51 

THE  ZEMMER  CO>,  Pittsburgh  13,  Po. 
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GLADYS  BROWN 

Owner -Director 


BROWN’S 


MEDICAL  BUREAU 


MUrray  Hill 
7-1819 


7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


HALYCON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  W.  41  St.  Ne*  York  18,  N.  Y. 


WEST  MULL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 
! For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
i beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment, 
j Occupational  therapy  and  recreatiooal  activities.  Doctors  may  direct  the 
< treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physicisn  in  Cherge 

Telephone:  Kingsbridge  9-8440 


FALKIRK 


R A 


IN  THE 

A P 


O S 


A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  I8S9 

THEODORE  W.  NEUMANN,  M.D.,  Phya.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  ilia  Merrill  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  S-16S1 


HOLBROOK  MANOR  nhuomeg 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al  I Neurologica  I Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbysicion-in-Cbarp. 


PINEWOOD 

Westchester  County,  Kstonah,  N.  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medioal  Association 

New  York  Offices 

Dr.  Louis  Wander— 59  E.  79th  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physicisn 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  inf or  motion  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


Complete  and  lasting  relief  to  90%  of  patients  with 

nausea  and  vomiting  of  pregnancy 


A recent  clinical  study1  finds  'Dexedrine’  remarkably  effective  in 

the  treatment  of  the  nausea  and  vomiting  of  pregnancy. 

The  author  states: 

1.  "In  a series  of  165  patients  with  nausea  and  vomiting  of  pregnancy, 
’Dexedrine’  Sulfate  produced  complete  relief  in  148,  or  90%  .... 
Marked  improvement  occurred  in  almost  every  case  within  three  days 
Complete  relief  occurred  in  four  to  ten  days.” 

2.  " Dexedrine’  has  definite  advantages  over  other  treatments, 
most  important  of  which  are  the  mental  and  physical  alertness, 
and  the  general  feeling  of  well-being  which  it  produces.” 


wm 


The  study  concludes:  ’Dexedrine’  "usually  gives  prompt  and 
lasting  relief;  it  is  effective  orally;  it  produces  no  significant 
side  effects;  and  it  gives  mental  and  physical  stimulation  which  improves 
the  patient’s  morale  and  enables  her  to  carry  on  normal  activities.” 

Smith,  Kline  & French  Laboratories,  Philadelphia 


Dexedrine 


* 


tablets  & elixir 


the  antidepressant  of  choice  and  the  most  effective  drug 
for  control  of  appetite  in  weight  reduction 


*T.M.  Reg.  U.S.  Pat.  Off.  for  dexcro-amphetamme  sulfate,  S.K.F. 

1.  Anspaugh,  R.  D. : Effects  of  Dexedrine  Sulfate  on  Nausea  and  Vomiting  of  Pregnancy,  Am.  J.  Obst.  & Gynec.  60:888  (Oct.)  1950. 
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In  disturbances  involving  smooth  muscle 
spasm,  optimal  therapy  controls  both  the  psy- 
chic and  somatic  factors  involved.  Trasen- 
tine-Phenobarbital,  with  components  having 
both  peripheral  and  central  action,  obtains 
therapeutic  effect  in  moderate  dosage,  with- 
out the  side  effects  of  belladonna  on  the 
heart,  pupil  or  salivary  glands. 

Trasentine-Phenobarbital  has  many  indica- 
tions in  gastroenterology,  gynecology,  urol- 


al spasm 


ogy,  and  also  in  radiology,  where  it  is  effec- 
tive in  controlling  the  symptoms  of  radiation 
sickness. 

Issued:  Trasentine-Phenobarbital  Tablets 

(yellow)  containing  50  mg.  Trasentine®  (adi- 
phenine)  hydrochloride  with  20  mg.  pheno- 
barbital,  in  bottles  of  100  and  500. 
Trasentine  Tablets  (white)  without  pheno- 
barbital,  containing  75  mg.,  in  bottles  of  100 
and  500.  2/1653M 


T rasentine-Phenobar  bital 


potent  spasmolytic 


mild  sedative 


Ciba 


PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  N.  J. 


in  the  second  generation  of  achievement 

For  thirty  years  Dryco  has  been  building  up  a tradition  in 
infant  nutrition.  It  will  be  recalled  that  Dryco  introduced  vitamin 
enrichment  by  irradiation  in  infant  foods.  And  today  the 
Dryco  tradition  of  excellence  is  based  on  maintaining  high 
standards  while  keeping  abreast  of  progress  in  nutritional  science. 

Today,  in  a second  generation,  Dryco  is  proving  its  usefulness 
in  normal  inf  ants...  the  prematures...  the  partially  breast-fed...  the  mal- 
nourished or  convalescent  infant... the  sick  infant.  In  all  these  cases 
Dryco  continues  to  show  excellent  results  in  terms  of  health  and  growth. 

Dryco  is  easily  digested  as  it  forms  a soft,  flocculent  curd  of 
small  particle  size  in  the  infant’s  stomach. 
An  important  Dryco  advantage  is  its  high-protein  and  low-fat 
which  minimizes  the  possibility  of  digestive  upsets  caused  by  excessive 
fat,  while  assuring  ample  protein  for  satisfying  growth. 
Dryco  is  made  from  spray-dried,  pasteurized,  superior  quality  whole  and 
skim  milk,  providing  2500  U.S.P.  units  of  vitamin  A and  400  U.S.P.  units 
of  vitamin  D per  reconstituted  quart.  Thiamine  and  riboflavin  are 
preserved  largely  by  the  spray-drying  process.  Only  vitamin  C need  be 
added.  Dryco  also  supplies  more  minerals,  particularly  more  calcium, 
than  a corresponding  whole-milk  formula. 

Each  tablespoonful  supplies  SlVz  calories.  Readily  reconstituted  in 
cold  or  warm  water.  Available  at  pharmacies  in  1 and  2%  lb.  cans. 

Write  for  complete  professional  literature  and  samples. 


More  people 
smoke  Camels 
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"Genii”  for  the  Doctor 

As  promptly  and  unfailingly  as  Aladdin  was  served,  the  doctor  has  at  his  disposal 
four  helpful  “Genii”  to  simplify  routine  diagnostic  work:  Clinitest,  Bumintest, 
Acetest,  Hematest.  Using  convenient  tablet  technics,  these  practical  Ames  diag- 
nostic reagent  tablets  are  rapid,  easy,  dependable  tests.  They  are  self-contained 
and  portable,  requiring  neither  external  heat  nor  special  equipment. 


CLINITEST 

(brand)  Reagent  Tablets 

for  urine-sugar  analysis 

Bottles  of  36  Reagent  Tablets; 

I Carton  of  24  Reagent  Tablets  (Sealed  in  Foil); 
Institutional  Packages  of  1200  and 
3000  Reagent  Tablets; 

Urine-sugar  Analysis  Set  (No.  2106); 
i,  Urine-sugar  Analysis  Set 
(No.  2155  UNIVERSAL  MODEL) 

bumIntiesT™ 

(brand)  Reagent  Tablets 

for  albuminuria 

i Bottles  of  32, 100  and  500  Reagent  Tablets 

ACETEST 

(brand)  Reagent  Tablets 

for  acetonuria 

Bottles  of  100  and  250  Reagent  Tablets 


HEMATEST 

(brand)  Reagent  Tablets 

for  occult  blood  in  urine, 
feces  and  sputum 

Bottles  of  60  and  500  Reagent  Tablets 
with  filter  papers 


the  new  Ames 

DIAGNOSTIC  KIT 

Includes  Clinitest,  Bumintest,  Acetest, 
Hematest  in  one  convenient  unit 


Rapid,  convenient,  reliable, 
for  the  detection  and  control 
of  glycosuria. 


Detects  clinically  significant 
amounts  of  albumin  in  urine. 


Handy,  quick,  and  dependable 
for  recognition  of  impending 
or  actual  acidosis  in  diabetes 
and  other  disorders. 


Reveals  clinically  significant 
concentration  of  occult  blood 
in  feces,  sputum  or  urine. 
Especially  valuable  in 
diagnosing  unexplained 
secondary  anemias. 


with  6 test  tubes,  3 droppers, 
Bumintest  Reagent  bottle, 
dropper  service  water  bottle, 
plastic  rack,  combination 
color  chart  and  instructions. 


available  at  your  Pharmacy  or  Supply  House 


Acetest,  Clinitest,  Hematest,  Bumintest,  trademarks  reg. 


DI-4 


AMES  COMPANY,  INC-ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 
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CANCER 


32 Years 

of  Service 


to  tJif  A{?dical  Trojzssicn 


For  two  generations  doctors  have  been 
sending  their  patients  to  TREE  MARK  for 
expert  services. 


Not  only  do  we  carry 
a large  stock  of  ortho- 
pedic shoes,  but  we 
maintain  a completely 
equipped  custom  de- 
partment for  the  manu- 
facture of  special  shoes 
for  abnormal  feet. 

Special  consideration  given  to 
deserving  patients  on  doctor's 
recommendation. 

Open  to  9 P.M. 


6 DELANCEY  ST.,  NEW  YORK 


TREE  MARK  SHOES 


2556 


2557 


IMPROVED 


SYMPTOMATIC  CONTROL 


IN  . 


cjMa.. 

AUMJUWib 

NEO-SYNEPHRINE  THENFADIL 


NASAL  SOLUTION 

"MORE  DESIRABLE"  VASOCONSTRICTOR  "A  number  of  substitutes 
for  epinephrine  and  ephedrine  have  been  developed ...  a more  desirable 
preparation  of  this  type  has  been  perfected  in  Neo-Synephrine  hydro- 
chloride. It  may  be  used  for  local  application  in  the  nose  in  % to  1 
percent  solution.”1 

HIGH  ANTIHISTAMINIC  POTENCY  Comparative  studies  of  Thenfadil 
hydrochloride,  tripelennamine  and  thenylpyramine  indicate  that  Then- 
fadil hydrochloride  has  the  highest  antihistaminic  potency.2-3 

POSITIVE,  PROLONGED  RELIEF  In  tests  conducted  by  otorhinolaryn- 
gologists  and  allergists  on  patients  with  common  colds,  sinusitis,  allergic 
rhinitis  including  hay  fever  and  vasomotor  rhinitis,  excellent  results  were 
achieved  in  nearly  all  cases.  There  was  prompt,  prolonged  decongestion 
without  compensatory  vasodilatation.  Repeated  doses  did  not  reduce  the 
consistent  effectiveness. 


SUPPLIED: 

Neo-Synephrine  Thenfadil 
Solution,  bottles  of  30  cc. 
(1  fl.  oz.)  with  dropper. 

Neo-Synephrine  Thenfadil 
Jelly,  oz.  tubes 
with  nasal  tip. 


WELL  TOLERATED  - NO  DROWSINESS 

Dose:  2 or  3 drops  up  to  i/2  dropperful  three  or  four  times  daily. 
Neo-Synephrine  Thenfadil  solution  contains  0.25  per  cent  Neo- 
Synephrine  hydrochloride  and  0.1  per  cent  Thenfadil  [N,N-dimethyl- 
N'-(3-thenyL)-N'-(2-pyridyl)  ethylenediamine]  hydrochloride  in  an 
isotonic  buffered  aqueous  vehicle. 

Also  Jelly:  Neo-Synephrine  0.5  per  cent  and  Thenfadil  0.1  per  cent. 


: 


NEW  YORK  !•.  N.  Y.  • WINDSOR.  ONT. 


1.  Hansel,  F.  K.:  Allergy  of  the  Nose  and  Paranasal  Sinuses.  St.  Louis,  C.  V.  Mosby  Co.. 
1936.  p.  769. 

2.  Lands.  A.  M.,  Hoppe,  J.  O.,  Siegmund,  O.  H.,  and  Luduena,  F.  P.:  Jour.  Pharmacol.  & 
Exper.  Tberap.,  95:45,  Jan.,  1949. 

3.  Luduena.  F.  P..  and  Ananenko.  E.:  Jour.  Allergy.  20:434,  Nov.  1949. 

Neo-Synephrine  and  Thenfadil,  trademarks  reg.  U.S.  and  Canada. 
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handle  with  care 


When  the  itching  infant  urgently  needs  re- 
lief, his  tender  skin  must  be  “handled  with 
care”  and  therefore— no  phenol  (as  in  cala- 
mine c phenol),  no  cocaine,  in  fact  no  irri- 
tating or  sensitizing  agents.  His  loud  and 
insistent  appeal  calls  for 

A BLAND  AND  EFFECTIVE  RESPONSE 

Calmitol  Ointment  affords  potent,  antipru- 
ritic control  (in  contradistinction  to  cala- 
mine1) through  its  active  ingredients  cam- 
phorated chloral,  hyoscyamine  oleate  and 
menthol  (Jadassohn’s  Formula).  Calmitol  is 
“preferred”2  for  safety  because  it  contains  no 
phenol3  (in  contradistinction  to  calamine  c 
phenol)  and  no  antihistaminics  or  sensitiz- 
ing agents. 


CALMITOL 


The  bland  antipruritic 

1.  Goodman,  Herman:  J.A.M.A.  1 29:707,  1945. 

2.  Lubowe,  I.  I.:  New  York  State  Journal  of 
Medicine  50:1743,  1950. 

3.  Underwood,  G.  B.,  Gaul,  L.  E.,  Collins, 

E.,and  Mosby,M.:  J.A.M.A.  /30.-249,  1946. 
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78  FIRST  AVENUE  Between  4th  and  5th  Streets 

NEW  YORK  3.  N.  Y.  GRamerey  7-5504 


2560 


M 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


292  MADISON  AVENUE,  NEW  YORK  17,  NEW  YORK 
MURRAY  HILL  3*0701 


SECTION  OFFICERS 
1951-1952 


ANESTHESIOLOGY 


Richard  N.  Terry,  Chairman Buffalo 

Frances  A.  Harmatuk,  Vice-Chairman. . New  York 

Irving  M.  Pallin,  Secretary Brooklyn 

Harold  C.  Kelley,  Delegate Bronx 

CHEST  DISEASES 

David  Ulmar,  Chairman  New  York 

Arthur  Q.  Penta,  Secretary Schenectady 

Foster  Murray,  Delegate Brooklyn 

DERMATOLOGY  AND  SYPHILOLOGY 

George  M.  Lewis,  Chairman New  York 

Frank  A.  Dolce,  Secretary Buffalo 

Maurice  J.  Costello,  Delegate New  York 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Harry  L.  Segal,  Chairman Rochester 

Alfred  P.  Ingegno,  Vice-Chairman Brooklyn 

Lester  S.  Knapp,  Secretary Buffalo 

Harry  L.  Segal,  Delegate Rochester 

GENERAL  PRACTICE 

William  A.  Buecheler,  Chairman Syracuse 

Garra  L.  Lester,  Vice-Chairman Chautauqua 

Floyd  C.  Bratt,  Secretary Rochester 

Vincent  Fischer,  Delegate Rochester 

INDUSTRIAL  MEDICINE  AND  SURGERY 

S.  Charles  Franco,  Chairman  New  York 

Donald  B.  Sanford,  Vice-Chairman Syracuse 

C.  Douglas  Sawyer,  Secretary Brooklyn 

H.  Dan  Vickers,  Delegate Little  Falls 

MEDICINE 

Charles  G.  Williamson,  Chairman Brooklyn 

George  F.  Koepf,  Vice-Chairman Buffalo 

Arthur  E.  Lamb,  Secretary Brooklyn 

Arthur  E.  Lamb,  Delegate Brooklyn 


OBSTETRICS  AND  GYNECOLOGY 


Raymond  J.  Pieri,  Chairman Syracuse 

Henry  S.  Acken,  Jr.,  Secretary Brooklyn 

Clyde  L.  Randall,  Delegate Buffalo 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Everet  H.  Wood,  Chairman Auburn 

Martin  L.  Gerstner,  Secretary Buffalo 

Greydon  G.  Boyd,  Delegate New  York 

ORTHOPEDIC  SURGERY 

Robert  K.  Lippmann,  Chairman New  York 

John  W.  Ghormley,  Secretary Albany 

Halford  Hallock,  Delegate New  York 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

John  J.  Clemmer,  Chairman Albany 

Maurice  N.  Richter,  Vice-Chairman New  York 

M.  J.  Fein,  Secretary New  York 

Harry  P.  Smith,  Delegate New  York  J 

PEDIATRICS 

Frederick  H.  Wilke,  Chairman New  York 

Russell  B.  Scobie,  Vice-Chairman Newburgh 

Harold  W.  Dargeon,  Secretary New  York 

Reginald  A.  Higgons,  Delegate Port  Chester 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Arthur  B.  Robins,  Chairman New  York 

Clayton  M.  Steward,  Vice-Chairman . . Saranac  Lake 

William  C.  Spring,  Jr.,  Secretary Ithaca 

Frank  E.  Coughlin,  Delegate Troy 

RADIOLOGY 

Frank  J.  Borrelli,  Chairman New  York 

William  J.  MacFarland,  Vice-Chairman  . . . .Homell 

Ernest  H.  Wood,  Jr.,  Secretary New  York 

Frederic  E.  Elliott,  Delegate  Brooklyn 

SURGERY 

William  F.  MacFee,  Chairman New  York 

Walter  S.  Walls,  Secretary Buffalo 

John  D.  Stewart,  Delegate Buffalo 


NEUROLOGY  AND  PSYCHIATRY 


William  P.  Van  Wagenen,  Chairman Rochester 

Harold  P.  Merwarth,  Secretary Brooklyn 

Orman  C.  Perkins,  Delegate Brooklyn 


UROLOGY 


Walter  G.  Hayward,  Chairman Jamestown 

Frank  C.  Hamm,  Vice-Chairman Brooklyn 

John  S.  Fitzgerald,  Secretary Utica 

Frank  C.  Hamm,  Delegate Brooklyn 


SESSION  OFFICERS 
1951-1952 


HISTORY  OF  MEDICINE  PHYSICAL  MEDICINE 

Cushman  D.  Haagensen,  Chairman New  York  William  Bierman,  Chairman 

Eldridge  H.  Campbell,  Jr.,  Secretary Albany  George  M.  Raus,  Secretary 

PUBLIC  RELATIONS 

David  Fertig,  Chairman Scarsdale 

Cornelius  Ryan,  Secretary Oneonta 


2562 


10  yearn  old 


The  10th  anniversary  of  the  clinical  use  of 
amorphous  penicillin  is  fittingly  marked  by 
the  introduction  of  a new  and  improved 
crystalline  compound,  one  that  is  usually 
well  tolerated  even  by  penicillin  G (benzyl 
penicillin)  sensitive  patients— 


The  replacement  of  the  benzyl  by  an  allyl- 
mercaptomethyl  group  is  a “change  for  the 
better” 

1.  Affording  a lower  incidence  of  allergic 
reactions. 

2.  Enabling  continued  penicillin  therapy 
of  most  G-reactive  patients,  and 

3.  Permitting  most  G-sensitive  individuals 
to  resume  penicillin  G without  reaction 
—after  a course  of  Cer-O-Cillin. 

* Trademark 


tor  medicine.  ..  Prorfneeif  with  rare Designed  for  health 


THE  UPJOHN  COMPANY.  KALAMAZOO.  MtCHIOAN 


an  improved  method  of  therapy  for  peptic  ulcer”1 


only 


KOLANTYL 


lidos 

the  important  4th  factor 


w . • *.  .jm-  v 

*.  • • *.*•  • *.  • 
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New  York 
CINCINNATI 


1 • To  control  hyperacidity  — a superior  antacid  combi- 
nation (magnesium  oxide  and  aluminum  hydroxide,  also 
a specific  antipeptic)  provides  two-way,  balanced  antacid 
activity. 

• To  control  crater  irritation  — a superior  demulcent 
(methylcellulose,  a synthetic  mucin)  forms  a protective 
coating  over  ulcerated  mucosa. 

3.  To  control  spasm,  — a superior  antispasmodic2’4  (Ben- 
tyl  Hydrochloride)  provides  direct  smooth  muscle  and 
parasympathetic  depressant  properties  . . . without 
“belladonna  backfire.” 

To  control  lysozyme  — a proven  antilysozyme,  sodium  lauryl 
sulfate.  Recent  evidence  suggests  that  lysozyme,  as  well  as 
pepsin  and  hydrochloric  acid,  is  an  etiologic  factor  in  the  patho- 
genesis of  peptic  ulcer...5;'  It  seems  well  established  that 
sodium  lauryl  sulfate  is  capable  of  inhibiting  the  lysozyme  and 
peptic  activity  of  the  gastric  juice  without  changing  its  pH.8'14 


Two  tablets  every  three  hours  as  needed  for  relief. 
Mildly  minted  Kolantyl  tablets  may  be  chewed,  or 
swallowed  with  ease.  Kolantyl  is  also  recommended 
for  the  hospitalized  patient. 


control  of  peptic  nicer 


KOLANTYL 


Merrell 


1828 


New  York 
CINCINNATI 
Toronto 
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MALPRACTICE  PROTECTION 
IN  YOUR  OWN  GROUP  PLAN* 

ADVANTAGE  NUMBER  5:  You  are  protected  by  the 
State  Society’s  Malpractice  Insurance  and  Defense  Board 
against  any  unwarranted  attempt  by  an  insurance  com- 
pany to  avoid  liability  under  your  policy  or  to  deny  re- 
newal of  your  insurance. 


*Carried  by  the  Employers  Mutual  Liability  Insurance  Company 


HARRY  F.  WANYIG 

Indemnity  Representative 

jfflebtcal  i-porietp  of  tfje  £j>tate  of  Jfteto  Pork 

70  PINE  ST.t  NEW  YORK  5 TEL.:  DIGBY  4-7117 


'«  O Q 


Dispensed  in  50  cc  and  20  CC 
multiple  • dose  vials  containing 
0.5%,  1%  or  2%  solution.  All 
solutions  available  without 
epinephrine  and  with  epine- 
phrine 1:100,000.  2%  solution 
also  supplied  with  epinephrine 
1:50,000. 

STOCKED  BY  LEADING  WHOLE- 
SALE DRUGGISTS  AND  SURGICAL 
SUPPLY  HOUSES. 


NEW  local  anesthetic 


A potent,  short-acting  local  anesthetic,  producing  on  injection,  a more  prompt, 
intense  and  extensive  anesthesia  than  equal  concentrations  of  procaine  hydro- 
chloride. Useful  and  effective  either  with  or  without  epinephrine,  it  has  been 
described  (1)  as  the  most  promising  of  the  new  local  anesthetics,  approaching 
in  efficiency  the  nerve  blocking  properties  of  piperocaine,  and  in  toxicity,  the 
advantages  of  safety  presented  by  procaine. 


(1) 

Researches 


Hanson,  X.  R.  and  Hingson,  R.  A.,  Current 
in  Anesthesia  and  Analgesia,  29:136  (May-June)  1950. 


a\STIL1  PHARMACEUTICAL  PRODUCTS,  INC.  WORCESTER,  MASS.  U.S.A. 


*U.S.  Patent  No.  2,441,498 


with  Codeine  Phosphate  # | 

9ri 


with  Codeine  Phosphate  # 

gr.* 


with  Codeine  Phosphate* 


with  Codeine  Phosphate  # 

gr.i 


with  Codeine  Phosphate 
gr.  1 


Gradations  of  Analgesia 

a series  with  a reputation  for  reliability 


*/2  times  more  soluble  than  sulfate 

limns  WELLCOME  & to.  10.1.)  ISC. 

T"UL- 1 1 1 


:eosol  Tablets 

he  standard  iron  therapy 


Smith,  Kline  & French  Laboratories,  Philadelphia 


now  available . . . 


Il'll 


II 


'll#  If  17 1. 


...a  “chemical  fence” for  the 


alcohol 


512? 


Much  has  been  written  about “Antabuse.”  Many  alcoholics  have 


long  awaited  its  benefits. 

Now,  after  nearly  three  years  of  intensive  clinical  research, 
it  is  available  for  prescription  use. 

“ Antabuse ” sets  up  a sensitizing  effect  to  ethyl  alcohol.  It  builds  a “chemical 
fence”  around  the  alcoholic . . . helps  him  develop  a resistance  to  his  craving. 
Its  high  degree  of  efficacy  is  confirmed  by  extensive  clinical  evidence. 
“Antabuse”  is  safe  therapy  when  properly  administered.  However,  it  should 
be  employed  only  under  close  medical  supervision.  Complete  descriptive 
literature  is  available  and  will  be  gladly  furnished  on  request. 


investigators,  and  is  supplied  under  license  from  Medicinalco, 
Copenhagen,  Denmark.  U.  S.  Pat.  No.  2,567,81k. 


Tested  in  more  than  100  clinics . . . 

by  more  than  800  qualified  investigators 

on  more  than  5,000  patients . . . and  covered  by 
more  than  200  laboratory  and  clinical  reports. 


“Antabuse”  is  identical  with  the  material  used  by  the  original  Danish 


brand  of  specially  prepared  and  highly  purified  tetraethylthiuram  disulfide. 


Supplied  in  tablets  of  0.5  Cm.,  bottles  of  50  and  1,000. 


) 


Ayerst,  McKenna  & Harrison  Limited  • New  York,  N.  Y.  • Montreal,  Canada 
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fyoAMula 

Each  teaspoonful  (5  cc.)  of 
Aldiazol-M  contains: 
Sulfadiazine 
(microcrys- 
talline)   0.25  Gm. 

Sulfamerazine 
(microcrys- 
talline)   0.25  Gm. 

Sodium  Citrate . 1.0  Gm. 


THE  S.  E.  MASSENGILL  COMPANY 
Bristol,  Ten  n .-Va. 

NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 


Greater  Efficacy,  achieved  through  decreased  acetylation 
of  the  absorbed  sulfonamides,  and  rapid  absorption  of  the 
microcrystalline  form. 


Highly  Palatable.  Aldiazol-M  is  pleasantly  flavored,  mak- 
ing it  acceptable  to  virtually  all  patients.  It  is  readily  taken 
by  children,  making  for  universal  patient  cooperation  and 
permitting  its  use  whenever  sulfonamide  therapy  is  indicated. 


Greater  Urinary  Solubility  is  produced  by  sodium  citrate 
which  increases  urinary  solubility  of  the  combined  sulfon- 
amides by  more  than  400%. 

The  maintenance  dose  of  Aldiazol-M  is  2 teaspoonfuls  (1 
Gm.  of  total  sulfonamides)  every  4 hours;  initial  dose,  2 to  4 
teaspoonfuls  (3  to  6 Gm.  of  total  sulfonamides).  Aldiazol-M 
is  available  at  all  pharmacies  in  pint  and  gallon  bottles. 


CO. 


Aldiazol-M  brings  a high  degree  of  safety  to  sulfonamide 
therapy.  This  alkalizing  suspension  of  equal  parts  of  micro- 
crystalline  sulfadiazine  and  sulfamerazine  is  safer  because  it 
decreases  the  danger  of  crystalluria  and  reduces  the  incidence 
of  allergic  reactions.  It  offers  these  advantages: 


What  It  takes 


ONTROL  COUGH 

BENYLIN  EXPECTORANT  rapidly  relieves  cough  because 
it  combines  Benadryl  hydrochloride  (10  mg.  per  tea- 


spoonful), with  established  non-narcotic  remedial  agents. 
Benylin  expectorant  liquefies  mucous  secretion,  re- 
laxes the  bronchial  musculature,  soothes  irritated  mucosa 


and  relieves  nasal  stuffiness,  sneezing  and  lacrimation.  Its 
mildly  tart  taste  appeals  to  adults  as  well  as  children. 


Benylin* 


EXPECTORANT 


DOSAGE:  One  or  two  teaspoonfuls  every  two  to 
three  hours.  Children,  one-half  to  one 
teaspoonful  every  three  hours. 

Supplied  in  16-ounce  and  1-gallon  bottles. 


PARKE,  DAVIS  & COMPANY 


the  most  effective 
iron  therapy  known17 


a co-precipitated  complex  of  ferrous  sulfate  and  molybdenum  oxide 


than  ferrous  sulfate 


Extensive  clinical  investigation  has  consistently  revealed 
that  Mol-lron  produces  a hemopoietic  response 
characterized  as  . . striking  . . . dramatic  ...” 1 
".  . . rapid  . . .”  V2  . . . bringing  about  a " . . . better 
prognosis  . . . ’^resulting  in  a . . greater  increase 
in  hemoglobin  concentration.”  4 

From  a comparative  study  Dieckmann1  concludes, 

"We  have  never  had  other  iron  salts  so  efficacious 
in  pregnant  patients.” 

Mol-lron  has  repeatedly  been  reported  to  be  unusually 
well  tolerated.2-5'7'8  Kelly8  states  that  Mol-lron  is 
",  . . generally  well  tolerated  by  the  majority  of  patients 
in  whom  . . . unmodified  ferrous  sulfate  has  repeatedly 
induced  symptoms  of  marked  . . . intolerance. 


fo  meet  all  your  needs 
in  iron  therapy, 

is  presented 
in  these  convenient  forms: 


mol-iron  tablets 


small,  easily  swallowed,  not  enteric  coated — a convenient 
form  for  older  children  and  adults. 


pleasantly  flavored  and  particularly  adapted  to  treatment 
of  children,  but  may  be  given  whenever  liquid  medication 
is  preferred. 


convenient  "drop  dosage”  form  for  prophylaxis  in  in- 
fants. Highly  concentrated:  at  least  1 mg.  of  elemental 
iron  per  drop — very  palatable. 


an  ideal  dietary  supplement  for  the  pregnant  or  lactating 
patient;  supplies  calcium  and  phosphorus  in  an  optimum 
ratio  and  vitamin  D in  adequate  amount. 


for  hypochromic  anemia  associated  with  excessive  de- 
mand on  nutritional  reserves.  Provides  Mol-iron,  dried 
whole  liver,  vitamin  B12,  and  generous  quantities  of  the 
other  B complex  vitamins. 


WHITE  LABORATORIES,  INC. 


Pharmaceutical  Manufacturers 

KENILWORTH,  NEW  JERSEY 


1.  Dieckmann,  W.  J.  and  Priddle,  H.  D.: 
Am.  J.  Obstet.  & Gynec.  57:541,  1949. 

2.  Chesley,  R.  F.  and  Annitto,  J.  E.:  Bull. 
Margaret  Hague  Mat.  Hosp.  1 -.68,  1 948. 

3.  Talso,  P.  JKJ.  Insurance  Med.  4:3  1 , 1948- 
49. 

J.  B.:  Conn.  State  M.  J.  14: 930, 

1« 

^^mealy,  J.  C.:  J.  Lancet  66:218,  1946. 

*o.  Dieckmann,  W.  J.  et  al:  Am.  J.  Obstet.  & 
Gynec.  59:442,  1950. 

7.  Neary,  E.  R.:  Am.  J.  Med.  Sc.  2? 2:76, 

m 
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most  people 

have  nutritional  lesions  1 

you  cannot  see 
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Drug  Publications,  Inc 2687 

Falkirk  in  the  Ramapos 2690 

John  B.  Flaherty  Co.  Inc 2689 

General  Electric  Company 2590 

Halcyon  Rest 2690 

J.  E.  Hanger 2689 

Hoffmann-La  Roche,  Inc 2600 

Holbrook  Manor 2690 

Homemakers’  Products  Corp 2591 

Interpines 2690 

Irwin,  Neisler  & Company  2593 

Thomas  Leeming  & Company 2559 

Eli  Lilly  & Company 2602 

Louden-Knickerbocker  Hall 2690 

S.  E.  Massengill  Company 2572 

Mead  Johnson  & Company 4th  cover 

Wm.  S.  Merrell  & Company 


Nepera  Chemical  Co.  Inc 2681 

The  Nestle  Company,  Inc 2683 

New  York  Medical  Exchange 2693 

Num  Specialty  Company 2689 

Parke,  Davis  & Company 2573 

E.  L.  Patch  Company 2598 

Pediforme  Shoe  Co 2596 

Chas.  Pfizer  & Co 2607 


Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

TH  ERAG  RAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 


Vitamin  A (synthetic)  . 
Vitamin  D 

Thiamine  Mononitrate 
Riboflavin  . 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
. . . 5 mg. 

150  mg. 
150  mg. 


Bottles  of  30,  100  and  1,000. 


Squibb 


Raymer  Pharmaeal  Company 2608 

R.  J.  Reynolds 2553 

Riker  Laboratories,  Inc Between  2598—2599 

A.  H.  Robins  Co.  Inc Between  2566-2567 


Saratoga  Springs  Authority . . 

Sandoz  Pharmaceuticals 

Schering  Corporation  

Sharp  & Dohme 

Smith,  Kline  & French  Labs.. 

E.  R.  Squibb  & Sons 

Standard  Pharmaceutical  Co. 
The  Stuart  Company 


2677 

2596 

2561. 2601 

2586-2587 
2568-2569,  2673.  3rd  cover 

2576-2577 

2692,  2693 

Between  2582-2583 


Travenol  Laboratories 
Tree  Mark  Shoe  Co. . . 
Twin  Elms 


2588 

2556 

2690 


Upjohn  Company. 
U.  S.  Vitamin  Corp. 


2563 

2582 


Walker  Vitamin  Corp. 

Wanvig,  H.  F 

Warner-Hudnut,  Inc.. 

West  Hill 

White  Laboratories.  : . 
Winthrop-Stearns  Inc. 

Winkler  Shoes 

Wyeth  Incorporated. . 


2691 
2566 
. . . 2578 

2690 
2574-2575 
2557 
2560 
. . . 2685 


2577 


INDEX  TO  ADVERTISED  PRODUCTS 


Aldiazol-M  (S.  E.  Massengill  Company) 2572 

Amino-Acid  (The  Stuart  Company)  Between  2582-2583 
Antabuse  (Ayerst,  McKenna  & Harrison  Ltd.)2570-2571 

Armatinic  (The  Armour  Laboratories) 2594-2595 

Arobon  (The  Nestle  Company,  Inc.) 2683 

Bentyl  (Wm.  S.  Merrell  & Company) 2584-2585 

Benylin  (Parke,  Davis  & Company) 2573 

Beta-Concemin  Ferrated  (Wm.  S.  Merrell  & 

Company) 2599 

Brioschi  (Ceribelli  & Company) 2582 

Calmitol  (Thos.  Leeming  & Company) 2559 

Cer-O-Cillin  (Upjohn  Company) 2563 

Compenamine  (Commercial  Solvents  Corp.)  .2579-2581 
Crystalline  Terramycin  (Chas.  Pfizer  & Company)  2607 
Desitin  Ointment  (Desitin  Chemical  Company) . 2679 

Diaparene  (Homemakers’  Products  Corp.) 2591 

Donnatal  (A.  H.  Robins  Company,  Inc.) . Bet.  2566-2567 

Dormison  (Schering  Corp.) 2601 

Dryco  (Borden  Company) 2552 

Empirin  (Burroughs  Wellcome  & Company) ...  2567 

Entozyme  (A.  H.  Robins  Company,  Inc.) Bet.  2566-2567 
Eskaphen  B (Smith,  Kline  & French  Labs.) ....  2673 

Evans  Blue  Dye  (Warner-Hudnut,  Inc.) 257S 

Feosol  Tablets  (Smith,  Kline  & French  Labs.)  2568-2569 

Gantrisin  (Hoffmann-La  Roche,  Inc.) 2600 

4 Genii  for  the  Doctor  (Ames  Company,  Inc.) . . 2555 

Kolantyl  (Wm.  S.  Merrell  & Company) 2564-2565 

Mandelamine  (Nepera  Chemical  Company) ....  2681 

Mercodol  (Wm.  S.  Merrell  & Company).  . . ,2nd  cover 

Mesantoin  (Sandoz  Pharmaceuticals) 2596 

Mol-Iron  (White  Laboratories) 2574-2575 

Neo-Synephrine  Thenfadil  (Winthrop-Stearns 

Inc.) 2557 

Nucarpon  (Standard  Pharmaceutical  Co.) 2693 

Octaplex  (American  Pharmaceutical  Company) . 2689 

Petrogalar  (Wyeth  Incorporated) 2685 

Pragmatar  (Smith,  Kline  & French  Labs.) . . .3rd  cover 

Precalcin  (Walker  Vitamin  Products,  Inc.) 2691 

Premarin  (Ayerst,  McKenna  & Harrison,  Ltd.) . 2583 

Presto-Boro  (Standard  Pharmaceutical  Co.) . . . 2692 

Progynon  (Schering  Corp.) 2561 

Pyromen  (Baxter  Laboratories) 2588 

Ray-Formosil  (ftaymer  Pharmacal  Company) . 2608 

Redisol  (Sharp  & Dohme,  Inc.) 2586-2587 

Sestramin  (E.  L.  Patch  Company) 2598 

Stuart  Formula  (The  Stuart  Company)  Bet.  2582-2583 

Sus-Phrine  (Brewer  & Company) 2597 

Synthenate  (Geo.  A.  Breon  & Company) 2675 

Theracebrin  (Eli  Lilly  & Company) 2602 

Theragran  (E.  R.  Squibb  & Sons) 2576-2577 

Thum  (Num  Specialty  Company) 2689 

Trasentine-Phenobarbital  (Ciba  Pharmaceutical 

Products) 2551 

Veratrite  (Irwin,  Neisler  & Company) 2593 

Veriloid  (Riker  Laboratories) Between  2598-2599 

Vi-Sols  (Mead  Johnson  & Company) 4th  cover 

Vi-Syneral  Vitamin  Drops  (U.  S.  Vitamin  Co.) . . 2582 

Xylocaine  Hydrochloride  (Astra  Pharmaceutical 

Products) 2566 

Medical  and  Surgical  Equipment 

Artificial  Limbs  (J.  E.  Hanger) 2689 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 2596 

Orthopedic  Shoes  (Tree  Mark  Shoe  Company) . . 2556 

Orthopedic  Shoes  (Winkler  Shoes) 2560 

Supports  (S.  H.  Camp  & Company) 2592 

Surgical  Elastic  Stocking  (John  B.  Flaherty  Co., 


X-Ray  Equipment  (General  Electric  Company) . 2590 

Miscellaneous 

Capitol  Records  (Capitol  Records,  Inc.) 2589 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 2553 

Coca  Cola  (Coca  Cola  Company) 2694 

Modern  Drug  Encyclopedia  (Drug  Publications, 

Inc.) 2687 

Spring  Water  (Saratoga  Springs  Authority) ....  2677 

WThisky  (Canada  Dry  Ginger  Ale,  Inc.) 2582 


you  cannot  see 

When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 

THERAGRAN 

Therapeutic  Formula  Vitamin  Capsules  Squibb 

Each  Capsule  contains  : 

Vitamin  A (synthetic)  . 25,000  U.S.P.  units 
Vitamin  D ....  1,000  U.S.P.  units 

Thiamine  Mononitrate  ....  10  mg. 

Riboflavin  5 mg. 

Niacinamide 150  mg. 

Ascorbic  Acid  150  mg. 

Bottles  of  30,  100  and  1,000. 

Squibb  . .........  „ , , 
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for  accurate  determination 

of  the  circulating  blood  volume 


An  answer  to 
thousands  of  requests 


BLUE  DYE 


For  a number  of  years  Warner  has  provided  research 
hospitals  and  laboratories  with  exceptionally  pure,  refined 
Evans  Blue  Dye  for  blood  volume  determinations.  The  con- 
stant and  ever  increasing  demand  for  the  preparation  has 
led  to  its  commercial  availability  in  the  most  economical  and 
practical  form  possible— ampuls  for  intravenous  injection. 

The  various  applications  of  Evans  Blue  Dye  ampuls  in 
determination  of  circulating  blood  volume  are  extensive: 

Surgery— pre-  and  postoperatively  • Shock  • Acute  and 
chronic  hemorrhagic  states  • Hepatic  disease  • Cardio- 
vascular and  renal  diseases  • Electrolyte  and  fluid  balance 
analyses  • Endocrine  disturbances  • Anemias,  leukemias 
and  other  blood  disorders  • Exchange  and  replacement 
transfusions  • Parasitic  blood  diseases  • Obstetrics  • 

A 0.5%  aqueous  solution  of  EVANS  BLUE  DYE  ‘Warner’ 
is  available  in  5-cc.  ampuls  (with  twin  5-cc.  ampuls  of 
Normal  Saline  Solution)  — cartons  of  6 ampuls  of  each  and 
25  ampuls  of  each. 


WILLIAM  R.  WARNER 
Division  of  W a r n e r-H  u d n u t,  Inc. 

New  York  Los  Angeles  St.  Louis 
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WHY  IHVITE  PENICILLIN  REACTIONS? 


COMP  EN  AMINE 


A NEW  HYPOALLERGENIC 
PENICILLIN  SALT 

WHICH  MERITS  YOUR  ROUTINE  USE 


CO  M P E 


A NEW  PENICILLIN  SALT 


Compenamine,  an  entirely  new  penicillin  compound,  is  the  penicil- 
lin G salt  of  the  levo  isomer  of  N-methyl-l,2-diphenyl-2-hydroxyeth- 
ylamine.  Its  generic  name  is  Z-ephenamine  penicillin  G.  It  is  less 
soluble  in  water  than  is  procaine  penicillin,  and  its  theoretical  potency 
is  1,058  units  per  mg. 

AS  EFFECTIVE  AS  PROCAINE  PENICILLIN  G 

The  action  of  Compenamine,  unit  for  unit,  was  found  to  be  identical 
with  that  of  procaine  penicillin  G against  73  strains  of  bacteria,  six 
viruses,  and  five  protozoa.  Absorption  and  excretion  curves  are  essen- 
tially the  same  for  both  penicillin  salts,  but  longer  blood  levels  are 
usually  found  with  Compenamine. 

SIGNIFICANT  REDUCTION  OF  ALLERGIC  REACTIONS 

On  the  basis  of  extensive  clinical  experience,  1.2, 3,4,5, 6,7  Com- 
penamine has  been  shown  to  be  well  tolerated  even  by  patients 
sensitive  to  procaine  penicillin  G.  In  known  reactors,  in  excess  of  80 
per  cent  can  tolerate  this  salt  without  reaction.  In  over  1,000  cases, 
initial  intradermal  or  topical  use,  followed  by  a large  challenging  dose 
10  days  later,  did  not  lead  to  induced  sensitivity  in  a single  instance.  In 
this  series,  only  seven  instances  of  allergic  reactions  were  seen,  less 
than  one  per  cent.  Thus  Compenamine  greatly  broadens  the  applica- 
bility of  penicillin  therapy. 


1.  Longacre,  A.B.:  P-92  Penicillin;  Report  of  a Very  Low  Reaction  Rate 
in  Therapy  with  a New  Penicillin  Salt,  Antibiotics  & Chemotherapy 
7:223  (July)  1951. 

2.  Kadison,  E.R.;  Ishihara,  S.J.,  and  Waters,  T.:  A New  Form  of  Penicil- 
lin, with  Anti-allergic  Properties,  Am.  Pract.  & Dig.  of  Treat.  2:411 
(May)  1951. 

PERSONAL  COMMUNICATIONS 

3.  Lupton,  A.:  Presbyterian  Hospital,  New  York. 

4.  Wooldridge,  W.:  Barnard  Skin  & Cancer  Hospital,  St.  Louis. 

5.  Katz,  S.:  Gallinger  Municipal  Hospital,  Washington,  D.C. 

6.  Suskind,  R.:  Cincinnati  General  Hospital. 

7.  Finnerty,  E.J.,  Jr.:  Boston  City  Hospital. 


N A M I N E 


INDICATIONS 

Compenamine  is  indicated  in  the  treatment  of  all  conditions  respond- 
ing to  penicillin.  Since  it  is  nearly  insoluble  in  water  and  in  oil,  its 
dosage  forms  are  of  the  repository  type,  leading  to  prolonged  blood 
levels.  Hence  it  makes  possible  once-a-day  injection  in  most  patients. 

NO  PRICE  PENALTY  TO  YOUR  PATIENTS 

Compenamine  costs  no  more  than  comparable  dosage  forms  of 
procaine  penicillin  G,  giving  your  patients  all  the  advantages  of  this 
new  penicillin  salt  without  price  penalty. 

MERITS  ROUTINE  USE 

Because  it  significantly  reduces  the  incidence  of  allergic  reactions, 
because  its  therapeutic  efficacy  is  as  great  as  that  of  procaine  penicil- 
lin G,  and  because  it  imposes  no  price  penalty,  Compenamine  merits 
routine  use  whenever  a repository  type  of  penicillin  is  called  for. 

AVAILABLE  IN  THREE  DOSAGE  FORMS 

Compenamine  is  currently  available  in  three  repository  dosage 
forms: 

Compenamine  (for  aqueous  injection),  in  vials. 

Compenamine  Aqueous,  in  vials  and  disposable  and  permanent  syringe 
cartridges. 

Compenamine  in  Peanut  Oil,  in  vials  and  disposable  and  permanent 
syringe  cartridges. 

Other  dosage  forms  will  be  announced  shortly. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION,  NEW  YORK  17,  N.  Y. 


THE  FIRST  PRODUCER  OF  CRYSTALLINE  PENICILLIN  G IN  COMMERCIAL  QUANTITIES 
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Prescription 

Perfect 


RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


Every  drop  of  Johnnie  Walker  is  made  in 
Scotland — using  only  Scotland’s  crystal- 
clear  spring  water.  Every  drop  of  Johnnie 
Walker  is  distilled  with  the  skill  and  care 
that  comes  from  many  generations  of  fine 
whisky -making. 

Every  drop  of  Johnnie  Walker  is 
guarded  all  the  way  to  give  you  perfect 
Scotch  whisky . . . the  same  high  quality 
the  world  over. 


Born  1820  . . . still  going  strong 


Johnnie 

fALKER 


SCOTCH  WHISKY 


Canada  Dry  Ginger  Ale,  Inc.,  New  York,  N.  Y.t 
Sole  Importer 


B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts.  Fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 


121  VARICK  STREET 


NEW  YORK 


vi-syneral  vitamin  drops 

first  and  original 

aqueous  solution  of 
fat-soluble  plus 
water-soluble  vitamins. 

(U.  S.  Patent  No.  2,417,299.) 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
new  york  17,  n.  y. 


COLLECTIONS 

For  members  of  the 
New  York  State  Medical  Society 

Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.  N.  Y.  18,  N.  Y. 

Established  1933 


highly  effective  • orally  active  • well  tolerated  • imparts  a feeling  of  well-being 
Ayerst,  McKenna  & Harrison  Limited  • 22  East  40th  Street,  New  York  1 6.  New  York 


$101 


pressure 

x. 


pressure . diet,  work . worry . 
enwUomd  disturbances,  visceroneurosis 
cause  Nervous  Indigestion  . . . 


BENTYL 


offers  effective,  comfort- 


able, sustained  relief  from  pain,  cramps,  general  discomfort  due  to 
functional  gastrointestinal  spasm.  In  clinical  studies^, 3 BENTYL  gave 
gratifying  to  complete  relief  in  308  of  338  cases,  yet  was  . . virtually 
free  from  undesirable  side  effects.”3 


EACH  CAPSULE  OR  TEASPOONFUL  SYRUP  CONTAINS: 


BENTYL 10  mg. 

For  safe,  double-spasmolysis 

BENTYL 10  mg. 

with  PHENOBARBITAL 15  mg. 


When  synergistic  sedation  is  desired 

DOSAGE — ADULTS:  2 capsules  or  2 tea- 
spoonfuls syrup  3 times  daily,  before  or  after 
meals.  If  necessary,  repeat  dose  at  bedtime. 

IN  INFANT  COLIC:  M to  1 teaspoonful 
syrup  3 times  daily  before  feeding.4 


Merrell 


1828 


New  York  • CINCINNATI 

1.  Hock,  C.  W.:  J.  Med.  Assn.  Ga.  40:22,  1951 

MiUliHiiiftHUiWi 


Toronto 
2.  Hufford,  A.  R. 

A 


B12  (EMF) 

believed  to  be  APF; 
may  also  be  “HGP 


Evidence  has  been  accumulated  to  suggest  that 
vitamin  Bj2 — now  generally  acknowledged  to  be 
the  pure  erythrocyte-maturing  factor  (EMF)  or 
anti-pernicious-anemia  (APA)  factor — may  well 
be  identical  with  animal  protein  factor  (APF). 
APF  has  been  found  to  be  essential  for  normal 
growth,  and  probably  for  the  maintenance  of  life, 
in  many  animal  species  including  chickens,  pigs, 
rats,  and  mice. 

Now  there  is  evidence  to  suggest  that  vitamin 
Bi 2 is,  or  contains,  an  important  human  growth 
factor,  or  "F[GF”. 

Wetzel  and  his  associates1  found  that  under- 
nourished children  grew  much  more  rapidly  on  a 
good  diet  if  vitamin  Bj2  was  also  administered. 
Chow 2 found  that  in  a group  of  chronically  ill 
children,  the  experimental  group  (children  who 
received  vitamin  B12  in  addition  to  a good  diet) 
exhibited  a mean  gain  in  body  weight  practically 


twice  that  of  the  control  group  (children  wf 
received  a good  diet — without  supplemental 
vitamin  B12).  This  observation  was  made  aft 
three  months’  therapy  with  vitamin  B12. 

Chow 2 also  reported  on  18  healthy  children 
a foundling  home.  Nine  of  these  children  we 
each  given  a daily  supplement  of  25  micrograr 
of  vitamin  B12;  the  other  nine  received  placebc 
It  was  found  that  the  "mean  gain  in  body  weig 
of  the  children  in  the  B12  group  was  consistent 
greater  than  that  of  the  controls  from  the  4 
week  onward  . . . ”2 

Redisol®  Tablets  provide  a convenient  oraldc 
age  form  of  vitamin  B12.  Each  tablet  contains  ! 
micrograms  of  crystalline  vitamin  B12.  Redis< 
Tablets  are  small — easy  to  swallow.  They  may 
dissolved  in  aqueous  fluids,  or  added  to  semisol 
foods,  just  before  taking.  (Solutions  of  vitam 
B12  lose  potency  if  vitamin  C is  present.) 


Growth  response  in  chronically  ill  children.  ( After  Chow 2) 


(Tim*  in  Weeks)  2 4 6 8 10  12  14  16  18  20  22  l 


(Tim*  in  Months; 


1 


2 


ReCeM  nU'rUional  S,“d"S  Mld™'  itulicate  that  vitamin  B„  may  play  an  important  role  in  the  promotion  of  growth. 


commended  Dose 

jitimulate  appetite  and  increase  voluntary  food 
ike  in  infants  and  children:  1 tablet  daily, 
or  pernicious  anemia  (maintenance  therapy 
y) : 1 to  6 tablets  daily, 
or  nutritional  macrocytic  anemia  and  macro- 
c anemia  of  pregnancy:  2 to  4 tablets  daily 
! one  week. 

)r  sPrue:  2 to  10  tablets  daily  for  one  week 
onger,  depending  on  response. 


Packaging 

Redisol  Tablets  are  supplied  in  vials  of  36. 

1.  Wetzel,  N.  C.;  Fargo,  W.  C.;  Smith,  I.  H.,  and  Helik- 
son,  J.:  Growth  Failure  in  School  Children  as  Associ- 
ated with  Vitamin  B12  Deficiency — Response  to  Oral 
Therapy,  Science  110: 651  (Dec.  16)  1949. 

2.  Chow,  B.F.:  Sequelae  to  the  Administration  of  Vitamin 
B12  in  Humans,  J.  Nutrition  43: 323,  Feb.  1951. 

Sharp  & Dohme  • Philadelphia  1,  Pa. 


Growth  response 


redisol 


Soluble  Tablets  Vitamin  B12  For  Oral  Administration 


^ ~ " ~ v~-r»r?-s7W, 

a successful  Mew  product  in  iHe  treatment 


ies  and  dermatoses 


Extensive  laboratory  and  clinical  investi- 
gations have  demonstrated  the  efficacy, 
reliability  and  safety  of  Pyromen: 

in  the  symptomatic  control  of  asthma, 
hay  fever,  atopic  dermatitis,  urticaria, 
penicillin  reactions  with  acute  angioedema 
and  urticaria,  gastrointestinal  allergy, 
and  fatigue  syndrome  of  allergic  origin. 

in  the  treatment  of  neurodermatitis, 

. psoriasis,  seborrheic  dermatitis,  acne  in 
adults,  eczema  and  infantile  eczema. 

in  the  treatment  of  ophthalmic  diseases — 
iritis,  iridocyclitis,  uveitis,  keratitis 
and  corneal  ulcer. 

Manufactured  by 


TRAVENOL  LABORATORIES,  INC. 


Subsidiary  of  BAXTER  LABORATORIES.  INC. 
MORTON  GROVE,  ILLINOIS 


■ 

Pyromen  is  supplied  in  1 0 cc.  vials 
ontaining  4 gamma  (micrograms)  per  cc.  and 


Pyromen  is  a non-protein  and  non- 
anaphylactogenic  bacterial  component  in 
which  the  active  factor,  according  to  present 
evidence,  is  a complex  polysaccharide. 

It  is  prepared  as  a sterile  solution 
for  intravenous  or  subcutaneous  use. 


for  complete  information 

simply  write  " Pyromen ” on  your  fy 

and  mail  to  us 


fafOitVi  I 10 
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May  we  presume  to  ask  a professional 
question?  Is  it  not  true  that  you,  like  most 
practicing  physicians  today,  have  a num- 
ber of  patients  with  no  known  organic  dis- 
orders . . . yet  who  continually  experience 
physical  distress ...  a condition  which  you 
attribute  to  mental  unrest? 

Diagnosed  as  simple  neurosis  or,  per- 
haps, hypochondria,  you  probably  pre- 
scribe rest  and  relaxation... “letting  down” 
to  alleviate  mental  tension.  Often,  how- 
ever, these  patients  return  without  relief, 
only  to  state  that  they  can’t  relax  . . . can’t 
get  to  sleep  for  hours  without  sedatives. 

For  such  patients,  “LISTEN  and 
RELAX,”  a new,  scientifically  designed 
method  for  the  release  of  mental  tension, 


merits  your  professional  consideration  as 
an  efficacious  treatment.  Recorded  and 
released  exclusively  by  Capitol  Records, 
‘‘LISTEN  and  RELAX”  is  twenty  minutes 
of  soothing  music,  rhythmic  patterns  and 
softly-spoken,  simple  phrases  created  to 
induce  mental  and  physical  relaxation.  It  is 
a psychologically  sound,  case-proved  pre- 
scription which  has  met  with  enthusiastic 
acceptance,  and  is  now  available  at  leading 
record  stores. 

Capitol  suggests  that  you  experience  it 
yourself ...  in  your  own  home.  Simply 
attach  the  coupon  to  your  letterhead  for 
a free  professional  copy.  We  are  confident 
that  you,  too,  will  find  it  effective  to  . . . 
“LISTEN  and  RELAX”! 


MAIL 

COUPON 

FOR 

FREE 


CAPITOL  RECORDS,  INC. 
Sunset  & Vine 
Hollywood,  California 

NAME 

Gentlemen:  Please  send  me  a professional  copy  of 
the  new  Capitol  Record.  “LISTEN  and  RELAX. ” 
available  only  to  members  of  the  medical  profession. 

STREET. 

CHECK  SPEED  O 78  RPM  Q 33  Vb  RPM  O 45  RPM 

CITY 
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Investigate 


MAXISERVICE 


get 

these 

benefits 

NOW! 


MAXISERVICE 

provides  equipment 


or  your  choice 


<4 

DIAGNOSTIC 

1 

mmhtW 


Jy 

INSPECTION 

I* 


MAXISERVICE 

IS EASY  TO  BUY... 


MINIMUM 


CASH  OUTLAY 


MAXISERViCE 

corns  everything 


ONEMONTHLY 

CHARGE 


MAXISERVICE 

• SIMPLIFIES  YOUR 
INCOME  TAX  PROBLEMS 


too  % CHAAGEAia  AGAINST 
OPERATING  EXPENSES... 


MAXISERVICE 


CONSERVES  YOUR 
CAPITAL 


MAXISERVICE 

m 


SAVES  INTEREST 
COSTS 


MAXISERVICE 

HELPS  you  EARN 
as  you  GO 

Hi 


NO  INVESTMENT 


MAXISERVICE 

GIVESYOU 
"EASy  TO  BUDGET  " 
FIXED  COSTS 


Economical,  convenient,  flex* 
ible  — the  GE  Maxiservice 
Plan  offers  you  the  world’s 
finest  x-ray  equipment  with  no  investment. 
One  monthly  fee  covers  everything.  In- 
stallation, inspection  and  repair  service  — 
even  tube  replacement. 

Find  out  all  about  the  GE  Maxiservice 
Plan.  It  may  be  just  what  you’re  looking 
for.  Ask  your  GE  x-ray  representative  for 
details,  or  write: 


GENERAL  ms)  ELECTRIC 


MAXISERVICE 

ELIMINATES  PROBLEM 
OF  DEPRECIATION 


CE  X-RAY  PAYS  m UU 


MAXISERVICE 

TES 

E COSTS 


ELIMINATES 
MAINTENANCE  COSTS 


ce  x-ray  pays  ms  bill 


MAXISERVICE 

ELIMINATES  REPAIR 
PARTS  COSTS 


CE  X-RAY  PAYS  THIS  S/ll 


MAXISERVICE 


ELIMINATES  TUBE 
COSTS 


CE  X-RAY  PAYS  THIS  Bill 


MAXISERVICE 


ELIMINATES 
OBSOLESCENCE  RISKS 


INVESTMENT 
IN  OBSOLETE 
EQUIPMENT 


7j/^ 


LATEST 
DEVELOPMENTS 
ALWAYS  AT 
YOUR  SERVICE 


MAXISERVICE 

CIYES  YOU  FLEXIBILITY 


MAKES  IT  EASY  TO  CHANCE 
OR  ADO  TO  EQUIPMENT 


MAXISERVICE 


GIVES  you  PEAK 
OPERATING  EfTICIENCy 


CE  X-RAY  PERIODICAL 
MAINTENANCE  CHECK  UP 
CUARAMTEES  THIS 


MAXISERVICE 


ELIMINATES  COST  OT 
INSURANCE  ON  EQUIPMENT 


MAXISERVICE 

tUMINAIES  LOCAL  PROPERTY 
TAXES  OH  EQUIPMENT 


CE  X-RAY  PAYS  THIS  HU 


Direct  Factory  Branches 


ALBANY  — 8 Elk  St. 
BUFFALO  — 27  Barker  St. 
ELMIRA  — 100  Woodlawn  Ave. 

NEW  YORK  CITY  — 205  E.  42nd  St. 
ROCHESTER  — 66  Scio  St. 
SYRACUSE  — 1020  Genesee  St. 
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FATAL  BORIC  ACID  POISONING  OF  TWENTY-DAY-OLD  INFANT 


BACTERICIDAL  • W AT  E R - M I S C I B L E • SAFE 


The  ever-present  possibility  of  boric  acid  poisoning  by 
transcutaneous  absorption,  when  the  skin  is  broken,  indi- 
cates the  physician’s  and  nurse's  need  of  making  sure  to 
recommend  to  every  mother  a "diaper  rash"  dustin 
powder  and  ointment  containing  no  boric  acid. 


DIAPARENE  CHLORIDE  AVAILABLE  AS  DUSTING  POWDER,  OINTMENT  AND  RINSE  TA 


($>  PHARMACEUTICAL  DIVISION,  HOMEMAKERS'  PRODUCTS  CORPORATION,  NEW  YORK  10,  NEW  YORK 
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FUNCTIONAL  NERVOUS  DISORDERS 


Visceroptosis  Supports,  scientifically 
designed,  universally  distributed.  Pre- 
scribed by  physicians  and  praised  by 
the  patients  who  wear  them. 


Pressure  variations  induced  by 
movements  of  the  diaphragm  are  in  part 
responsible  for  the  venous  return  to 
the  heart.  Highly  sensitive  nervous 
connections  are  influenced  by 
its  positions.  Globus  Hystericus”  is 
seldom  manifest  in  functional 
visceroptotic  patients  when  reclining. 
Sudden  dropping  of  the  viscera 
such  as  occurs  upon  arising 
in  the  morning  initiates  symptoms. 
Tension  on  the  diaphragm  irritates 
sympathetic  connections,  thereby 
lowering  vasmotor  tone.  The  globus  is 
almost  invariably  relieved  by 
abdominal  support  and  systematic 
breathing  exercises  to  release 
diaphragmatic  tension.”* 

*Gosselin,  George  A.,  M.D. 

Neurology  and  Physiology  in 
Functional  States 

Connecticut  State  Medical  Journal 
15:  109-115.  (February)  1951 


S.  H.  CAMP  and  COMPANY,  JACKSON,  MICHIGAN 

World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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Only  Whole-Powdered  Veratrum  Viride 
Can  Give  This  Advantage 


IRWIN,  NEISLER  & COMPANY  . DECATUR,  ILLINOIS 

??e4eaacd  & <Sezve  P/zacZcce 


A PROLONGED  EFFECT 

For  routine  therapy  in  essential  hypertension,  Vera- 
trite  presents  a prolonged  hypotensive  action  with  the 
greater  margin  of  safety  characteristic  of  standardized 
whole-powdered  veratrum  viride  (Irwin-Neisler).  A re- 
pository-like effect  is  produced  in  the  intestinal  tract, 
slowing  the  release  of  the  active  alkaloids  and  pro- 
longing the  hypotensive  action.  This  cushioned  effect 
is  obtained  only  with  the  whole-powdered  drug. 

Veratrite  produces  a calm,  gradual  fall  in  blood  pres- 
sure without  disrupting  circulatory  equilibrium.  Sub- 
jectively, the  patient’s  well-being  is  restored  by 
relieving  headache,  dizziness  and  easy  fatigue.  Vera- 
trite has  the  particular  advantage  of  economy  of 
therapy  and  simplified  dosage.  Side-effects  are 
minimal. 

Supplied:  Bottles  of  100,  500,  1000  at  prescription 
pharmacies  everywhere. 


Veratrum  Viride  Purified 
Alkaloid  Preparation 


Each  VERATRITE  Tabule  contains: 

Veratrum  Viride* 3 Craw 

Sodium  Nitrite  1 groin 

Phenobarbitol V4  grain 

Beginning  Dose:  2 tabules  t.i.d.,  after 
meals. 

*Whole-powdered  veratrum  viride  Bio- 
logically Standardised  far  toxicity  by 
the  Craw  Daphnia  Magna  Assay. 

i 


in  Mild  and  Moderate  (Grades  I and  II)  Hypertension 
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Pvt  a tc4po»v4c  and 


Each  ARMATINIC  ACTIVATED 
Capsulette  contains: 

Ferrous  Sulfate,  Exsiccated ...  200  mg. 

Folic  Acid 1 mg. 

Vitamin  B12  Crystalline 10  meg. 

Ascorbic  Acid  (Vitamin  C) 50  mg. 

Insoluble  Liver  Fraction 

with  Duodenum* 350  mg. 

*The  liver  is  partially  digested  with 
an  equal  quantify  of  duodenum  dur- 
ing manufacture. 

Supplied:  Bottles  of  IOO  and  IOOO 
at  prescription  pharmacies  every- 
where. 
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armatinic 


Comprehensive  antianemic  therapy  with  Armatinic 
Activated  Capsulettes  assures  a more  rapid  and  com- 
plete response  with  a minimum  of  therapeutic  failures. 
Effective  potencies  of  all  hemopoietic  factors  are 
obtained.  Furthermore,  vitamin  B12  is  activated  to 
optimum  efficacy  by  the  addition  of  desiccated  duo- 
denum, a fact  established  only  recently.1- 2- 3 

An  important  advantage  of  Armatinic  Activated 
is  the  virtual  freedom  from  undesirable  side-actions 
in  the  gastrointestinal  tract.  Indicated  in  all  micro- 
cytic anemias  and  the  macrocytic  anemias  of  nutri- 
tional origin.  Armatinic  Activated  Capsulettes,  a new 
product  of  The  Armour  Laboratories,  are  economical. 
Supplied  in  bottles  of  100  and  1000  at  prescription 
pharmacies  everywhere. 

(1)  Hall,  B.  E.:  Brit.  Med.  J.  2:  585-589,  1950;  (2)  Bethel,  F.  H.,  et  al.: 
Univ.  Hosp.  Bull.,  Ann  Arbor,  Mich.  15:  49-51,  1949;  (3)  Spies,  T.  D.: 
J.A.M.A.  145:  66-71,  1951 


THE  ARMOUR  LARORATORIES 

CHICAGO  11,  ILLINOIS 

PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 
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Complete  Control  of  Epilepsy 


Rather  than  simply  reducing  the  number  of  seiz- 
ures, the  aim  of  antiepileptic  therapy  should  be  to 
maintain  the  patient  seizure  free  and  to  help  him 
live  as  normal  a life  as  possible.  This  can  be 
achieved  by  an  integrated  method  of  treatment. 

I.  OBJECTIVE  — MAINTENANCE  OF  AN  IN- 
TEGRATED PERSONALITY  THROUGH: 

a.  emphasis  of  patient’s  abilities  not  his  dis- 
abilities 

b.  participation  in  normal  activities  (not  to  the 
point  of  fatigue  however) 

c.  avoidance  of  patronization  or  overprotection 

d.  removal  of  guilt  feeling  in  patient  due  to 
ignorance  or  shame  of  disease 

II.  MAXIMUM  SEIZURE  CONTROL  WITH 
A MINIMUM  LOSS  OF  EFFICIENCY 
THROUGH: 

a.  complete  and  correct  diagnosis 

b.  careful  adjustment  of  medication  to  suit  the 
patient’s  needs  (depends  on  nature,  frequen- 
cy, severity  of  seizures) 

III.  SELECTION  OF  MEDICATION  TO  SUIT 
THE  SEIZURES: 

The  drugs  most  commonly  used  at  the  present 
time  are  the  barbiturates,  the  oxazolidinediones,  and 
the  hydantoins.  Mesantoin  is  a newer  hydantoin 
and  is  most  effective  in  controlling  grand  mal, 
psychomotor  and  Jacksonian  seizures. 

DOSAGE  REGULATION  must  be  adjusted  so 
as  to  obtain  the  smallest  dose  (usually  4-6  tablets) 
which  will  render  the  patient  seizure  free.  Start 
therapy  with  V2  or  1 tablet  daily.  After  a week  on 
this  dose  a V2  or  1 tablet  increment  is  added  for  one 
week.  This  is  continued  until  the  optimum  mainte- 
nance dose  is  reached.  If  other  medication  is  being 
taken  unsuccessfully,  Mesantoin  can  be  added  to 
the  regimen  in  the  same  fashion,  while  the  old 
drug  is  being  reduced  gradually. 

SIDE  EFFECTS — Mesantoin  has  been  reported 
to  produce  side  effects  which  can  be  manifested  as 
a)  rash  b)  drowsiness  and  c)  blood  dyscrasia.  The 
skin  and  blood  changes  are  primarily  manifesta- 
tions of  individual  sensitivity  and  indicate  that  the 
drug  should  either  be  reduced  or  discontinued. 

PRECAUTIONS  — as  with  most  potent  medi- 
cation, certain  precautions  are  necessary. 

a.  close  check  on  the  patient  — repeated  visits 
and  blood  counts  — prescriptions  should  be 
non-renewable 

b.  no  Mesantoin  if  original  white  blood  count  is 
below  4000 

c.  caution  if  rash  or  blood  changes  occur  and  if 
patient  has  history  of  previous  skin  rash  or 
drug  sensitivity 

d.  discontinue  drug  if  bleeding  of  gums  or  vagina 
occurs  — if  patient  develops  sore  throat  or 
upper  respiratory  infections 

Full  data  on  request;  write  to: 


§andoz  J^barmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  W0RK8,  INC. 
68  CHA'U.TON  STREET,  NEW  YORK  14,  N.  Y. 


TWO  WEEK  MULTI-PROFESSIONAL 
INSTITUTE  IN  CEREBRAL  PALSY 

Dates:  January  21 -February  1,  1952 

Followed  By 

THREE  MONTH  POST  GRADUATE 
COURSE  IN  CEREBRAL  PALSY 

(limited  at  this  time  to  qualified  physicians, 
physical  and  occupational  therapists) 

Dates:  February  4- April  25,  1952 

A professional  statement  of  completion  will 
be  granted  by  Columbia  University  upon 
satisfactory  completion  of  the  three  months 
course. 

Sponsored  By 

The  Coordinating  Council  for  Cerebral  Palsy 
in  New  York  City,  Inc. 

In  Cooperation  With 

College  of  Physicians  & Surgeons,  Columbia 
University  and  the  various  diagnostic  and 
[treatment  centers  of  Greater  New  York 
For  full  information  write 
Miss  Marguerite  Abbott,  Executive  Director 
Coordinating  Council  for  Cerebral  Palsy 
270  Park  Avenue,  New  York  17,  New  York 

LIMITED  NUMBER  OF  SCHOLARSHIPS  AVAILABLE 


PEDIFORME 
V SHOES  A 


When  correct  shoes  are  indicated, 
Pediforme  provides  a variety  of 
lasts  and  sizes  to  conform  with 
your  requirements.  Corrective  al- 
terations are  carefully  made  only 
on  presentation  of  your  prescrip- 
tion which  is  acknowledged  for 
your  patient's  file  record. 


REG.  U.  S.  RAT.  OFF. 

MANHATTAN  34  WEST  36»l>  STREET 
BROOKLYN  288  LIVINGSTON  STREET 
FLATBUSH  843  FLATBUSH  AVENUE 

HEMPSTEAD  NEW  ROCHELLE 

HACKENSACK  EAST  ORANGE 


WRITE  FOR  SHOE  ALTERATION  FOLDER 


SUS-PHRINE 

AQUEOUS  EPINEPHRINE  SUSPENSION  1-200 


For  the  First  Time 


Epinephrine  is  available  in  an  aqueous  SUSPENSION 
To  be  injected  SUBCUTANEOUSLY. 


For  the  patient's 


Sus-Phrine,  an  aqueous  suspension  of  epinephrine,  is  injected 
subcutaneously  in  doses  of  0.1  to  0.3  cc.  The  slower  absorption 
and  longer  action  of  the  suspension  requires  fewer  injections. 

Sus-Phrine  begins  to  be  absorbed  as  soon  as  it  is  injected,  and 
because  it  is  a suspension,  absorption  takes  place  over  a pro- 
longed period  and  therefore  it  has  a distinct  advantage  over 
aqueous  solutions  for  subcutaneous  injection. 

Sus-Phrine  is  a specially  processed  stable  suspension  of  epine- 
phrine to  make  possible  its  packaging  in  5 cc.  multiple-dose  vials 
at  a saving  in  cost  to  both  the  physician  and  patient. 


Reference:  Naterman,  Hyman  L. 
N.E.J.  Med.  227:  p.  736. 


For  additional  information  lust  send 
your  Rx  blank  marked  NYJM-1 7 


BREWER  & COMPANY,  me.  Worcester,  Mass. 

Pharmaceutical  Chemists  • Established  18 52 
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COMBINATION  HELPS  RESTORE 


ENERGY,  FITNESS  AND 


Formulae: 

Brewers'  yeast 100  mg. 

Thiamine  hydrochloride. . 3 mg. 

Riboflavin 2 mg. 

Niacinamide 10  mg. 

Pyridoxine  hydrochloride  1 mg. 
Calcium  pantothenate..  . 5 mg. 

Ascorbic  acid  (vitamin  C)  25  mg. 
Vitamin  D 500  I.U. 


Supplied:  bottles  of  20,  100  and  S00  tablets. 


SEStr  amin  (patch)— goes 

beyond  the  provision  of  estrogen  suf- 
ficiency— it  treats  also  the  patient’s  nutri- 
tional state  by  providing  a balanced 
estrogen-vitamin  formula. 

Sestramin  is  indicated  in  natural 
and  surgical  menopause,  functional 
amenorrhea  and  dysmenorrhea,  suppres- 
sion of  lactation. 


ORAL  THERAPY— in  tablet  form, 
Sestramin  is  preferred  by  many  patients, 
especially  those  who  fear  injections. 


NO  UNTOWARD  SIDE-EFFECTS— 

Sestramin  is  better  tolerated  than 
synthetics. 


SEStramin  10M 

Conjugated  estrogens  equivalent 
to  oral  activity  of  Sodium  Estrone 
Sulfate  1 .25  mg. 


STRENGTHS 


SEStramin  5M 

Conjugated  estrogens  equivalent 
to  oral  activity  of  Sodium  Estrone 
Sulfate  0.625  mg. 


THE  E.  L.  PATCH  COMPANY  Stoneham,  Mass1 
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ive  patient  response 

to  this  blood-building . 
a^^tite-building 
iron  tonic 

with  B12  activity 


plus  . . . iron  (ferrous  gluconate)  in  tonic 
quantities 

plus  . . . essential  B complex  vitamins  well 
in  excess  of  known  minimum  daily 
requirements 

plus  . . . pleasant  taste,  too 


BETA-CONCEMIN  FERRATED 


CAPSULES 


IRONB  COMPLEX  WITH  B,r  ACTIVITY 


Beta-Concemin* 


Merrell 


1828 


New  York  • CINCINNATI  • Toronto 


Gantrisin 


'Roche’ 


antibacterial  action  pins... 


greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  for  alkalinization. 


Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 


Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 

GANTRI$IN®-brond  of  sulfisoxazole 

(3,4-dimethyl-5-sulfonilom!do-!soxazole) 

TABLETS  • AMPULS  • SYBUf 


Roche  Park  • Nutley  10  • New  Jersey 


higher  blood  level 


economy 


less  sensitization 


ANNOUNCES 


DORMISON 

ieiv,  non-barbiturate  hypnotic 

for  safe , sound  sleep 

without  drug  hangover 
free  from  habit- forming  properties 

of  the  barbiturates 

safe 

free  from  habit-forming  or  addiction  properties 
of  barbiturates;  rapidly  metabolized;  no  cumulative  action; 
no  toxic  effects  on  prolonged  use 

acts  gently  and  quickly  in  insomnia 

mild  hypnotic  action  quickly  induces  restful  sleep 

no  prolonged  suppressive  effect 

action  subsides  after  a few  hours;  patient  continues  to  sleep  naturally 

no  drug  hangover 

patient  awakens  refreshed  with  no  “drugged”  feeling 

DORMISON  is  a substance  new  to  pharmacology,  completely  different  from 
barbiturates  and  other  hypnotics.  It  contains  only  carbon,  hydrogen  and  oxygen. 

It  has  no  nitrogen,  bromine,  urea  residues,  sulfone  groups  or  chemical 
configurations  present  in  depressant  drugs  now  in  use. 


The  usual  dose  of  Dormison  (methylparafynoD ) 
is  one  or  two  capsules,  taken  just  before  the  patient  is 
ready  for  sleep.  Dormison’s  wide  margin  of  safety 
allows  liberal  adjustment  of  dosage  until  the 
desired  effect  is  obtained.  Dormison  is  supplied  as 
250  mg.  soft  gelatin  capsules  in  bottles  of  100. 


corporation 


BLOOMFIELD,  N.  J. 


•T.M.  tU.S.  Pal.  Pentling 


Dormison 
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When  the  need  for  vitamins  is  acute,  prescribe 


G E L S E A L S 


IPAN-VITAMINS,  THERAPEUTIC,  LILLY) 


—a  complete,  highly  potent,  and  scientifically 
balanced  therapeutic  vitamin  combination  for  oral  use. 


1 Gelseal  ‘Theracebrin’ 

= Thiamin  Chloride  (Vitamin  Bi),  15  mg. 
Riboflavin  (Vitamin  B2),  10  mg. 

Pyridoxine  (Vitamin  B6)  Hydrochloride,  3 mg. 
Pantothenic  Acid  (as  Calcium  Pantothenate), 
20  mg. 

Nicotinamide,  150  mg. 

Ascorbic  Acid  (Vitamin  C),  150  mg. 

Distilled  Tocopherols,  Natural  Type,  25  mg. 
Vitamin  A,  25,000  U.S.P.  or  International  units 
Vitamin  D,  1,500  U.S.P.  or  International  units 


Detailed  information  and  literature  on  Gelseals 
‘Theracebrin’  are  personally  supplied  by  your 
Lilly  medical  service  representative 
or  may  be  obtained  by  writing  to 


NDIANAPOLIS  6.  INDIANA,  U.S.A. 


ELI  LILLY  AND  COMPANY 
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Editorial 

Financial  Support  of  Medical  Schools 


The  recent  annual  report  on  medical  edu- 
cation discloses  the  substantial  progress  now 
being  made  in  securing  financial  support  for 
the  medical  schools.1  The  struggle  bids  fair 
to  be  a long  one.  Increasing  inflationary- 
trends  seem  to  point  to  fewer  goods  and  serv- 
ices for  the  dollar  for  some  time  to  come. 

The  J.A.M.A.  reports  that  for  the  coming 
academic  year  the  budgets  of  medical  schools 
will  total  $74,350,000  and  that  they  expect 
to  receive  an  additional  $35,250,000  from 
outside  agencies  in  grants  for  research  and 
special  teaching  activities.  The  schools 
thus  will  have  a total  of  $109,600,000  avail- 
able for  education  and  research  during  the 
coming  year. 

Earlier  this  year  the  Committee  on  Med- 
ical School  Grants  and  Finances  appointed 
by  the  Surgeon  General  of  the  U.S.  Public 
Health  Service  published  a report  of  the 
study  it  made  of  the  expenditures  and  the 
needs  of  the  medical  schools  during  the  aca- 
demic year  1947-1948.  The  committee  re- 
ported that  in  that  year  the  medical  schools 
spent  a total  of  $70,551,000  for  basic  opera- 
tions  and  for  separately  budgeted  research. 

1 J.A.M.A.  147:  168  (Sept.  8)  1951. 


This  figure  did  not  include  the  expense  of 
maintaining  clinical  facilities.  Of  the  total 
of  $109,600,000  available  to  the  schools  for 
the  coming  year,  about  $3,250,000  will  be 
used  to  support  clinical  facilities.  This 
amount  must  be  subtracted  from  the  total 
to  provide  a figure  that  can  be  compared 
with  the  total  expenditure  as  computed  by 
the  committee.  When  this  is  done,  it  is  seen 
that  the  medical  schools  expect  to  have 
available  in  1951-1952  approximately  36 
million  dollars  more  than  they  spent  in  1947- 
1948. 

The  Journal  comments  further,  “It  is  of 
interest  to  compare  this  figure  with  the  es- 
timate of  the  Surgeon  General’s  committee 
that  the  medical  schools’  unmet  needs  as  of 
1947-1948  could  be  financed  only  by  the 
expenditure  of  about  40  million  dollars  more 
annually  than  the  schools  were  then  spending 
for  education  and  research.  In  presenting 
this  estimate  the  committee  suggested  that 
the  figure  of  40  million  dollars  should  per- 
haps be  discounted  in  part  as  representing 
wishes  and  aspirations.  The  committee 
further  stated  that  the  schools  could  not 

(Continued  on  page  2606] 


2603 


FACTS  ABOUT  NUTRITION 

Prepared  by  the  School  of  Nutrition,  Cornell  University,  Ithaca 
Norman  S.  Moore,  M.D.,  Editor 


Antipernicious  Anemia  Factors 


In  1926  Minot  and  Murphy  reported  the 
immediate  improvement  of  pernicious  ane- 
mia patients  on  whole  liver  therapy.1 
There  followed  a twenty-year  period  of  in- 
tensive search  for  the  antipernicious  anemia 
factor.  Refined  liver  extracts  for  parenteral 
administration  were  prepared  and  used  suc- 
cessfully. From  1926  to  1946  the  material 
needed  per  day  for  the  treatment  of  perni- 
cious anemia  decreased  from  several  hundred 
grams  to  several  milligrams. 

A notable  contribution  to  the  knowledge 
of  pernicious  anemia  is  the  work  of  Castle.2 
Castle  concluded  from  his  experiments  that 
the  normal  stomach  secretes  a substance 
(intrinsic  factor)  which  reacts  with  a dietary 
substance  (extrinsic  factor)  to  produce  the 
erythrocyte  maturing  factor  (e.m.f.).  The 
erythrocyte  maturing  factor  is  essential  for 
maturation  of  red  cells  in  the  bone  marrow 
and  for  the  normal  metabolism  of  nervous 
tissue.  In  pernicious  anemia  the  main  de- 
fect is  the  failure  of  the  stomach  to  produce 
the  intrinsic  factor.  A consistent  finding 
in  this  disease  is  achlorhydria,  likewise  re- 
flecting insufficient  gastric  secretion.  The 
extrinsic  factor  was  found  in  beef  muscle, 
yeast,  wheat  germ,  and  several  other  foods.2’3 
When  beef  muscle  was  eaten  by  patients 
no  response  occurred,  but  after  first  incubat- 
ing it  with  normal  gastric  juice,  or  admin- 
istering the  two  simultaneously,  a marked 
response  was  obtained. 

Since  these  early  investigations  two  vita- 
mins with  marked  clinical  activity  in  per- 
nicious anemia  have  been  isolated  from  liver; 
they  are  folic  acid  and  vitamin  Bi2.  Folic 
acid  alleviates  the  megaloblastic  arrest  with 
a satisfactory  reticulocyte  and  red  cell  re- 
sponse; however,  it  does  not  correct  or 
prevent  the  appearance  of  the  central  nerv- 
ous system  disorder.4-6  Vitamin  B12,  on 
the  other  hand,  has  been  shown  to  be  hema- 
tologically  and  neurologically  active.7-10 

The  respective  roles  of  folic  acid  and  vita- 


min B12  with  reference  to  each  other  in  the 
pathogenesis  of  pernicious  anemia  are  far 
from  clear.  Attempts  to  identify  folic  acid 
with  the  extrinsic  factor  or  erythrocyte 
maturing  factor  have  failed.  It  cannot  be 
the  former,  since  gastric  juice  does  not 
potentiate  orally  administered  folic  acid, 
nor  can  it  be  the  e.m.f.  because  it  does  not 
relieve  the  neurologic  symptoms  as  do  liver 
extracts.11  Vitamin  B12  has  many  of  the 
characteristics  of  the  maturation  factor, 
since  it  is  effective  parenterally  and  orally, 
although  the  amount  required  orally  is 
much  greater;  it  also  relieves  the  nervous 
symptoms.12’13  In  addition,  the  activity 
of  vitamin  B12  given  orally  has  been  shown 
to  be  increased  greatly  by  administration 
of  normal  gastric  juice.12’14  In  this  respect 
vitamin  B12  resembles  the  extrinsic  factor. 
Inasmuch  as  the  effectiveness  of  oral  vitamin 
Bi2  with  gastric  juice  does  not  surpass  that 
of  parenteral  Bi2,  it  would  seem  that  the 
action  of  gastric  juice  is  not  for  the  better 
utilization  of  vitamin  Bi2  within  the  body. 

The  observation  that  vitamin  B12  occurs 
in  the  feces  of  pernicious  anemia  patients  in 
amounts  sufficient  to  bring  about  a clinical 
response  has  resulted  in  the  hypothesis  that 
in  pernicious  anemia  the  absorption  of  vita- 
min Bi2  is  defective,  and  that  in  some  manner 
as  yet  unknown  the  intrinsic  factor  facilitates 
the  absorption  of  vitamin  Bi2  in  the  diet.14’15 
Further  evidence  for  this  viewpoint  is  the 
work  of  Morgan,  Hall,  and  Campbell  in 
which  a concentrate  of  beef  muscle  was  in- 
jected into  pernicious  anemia  patients  with 
a response  equivalent  to  its  vitamin  Bn 
content.16 

The  possibility  that  the  intrinsic  factor 
might  act  by  changing  vitamin  B12  enzy- 
matically into  a more  active  compound  was 
eliminated  by  the  work  of  Wolf  and  asso- 
ciates.17 Crystalline  vitamin  BJ2  was  in- 
cubated with  gastric  juice  and,  by  absorp- 
tion spectra  analyses  and  quantitative  re- 
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covery  of  the  vitamin,  it  was  demonstrated 
that  vitamin  Bi2  was  unchanged  by  incuba- 
tion. 

Present  evidence  indicates  that  the  ex- 
trinsic factor  and  erythrocyte  maturing 
factor  are  the  same  compound  and  that  it  is 
closely  related  to,  if  not  identical  with, 
vitamin  B12.14 

Recently  a substance  chemically  related 
to  folic  acid  has  been  found  in  refined  liver- 
extracts,  and  on  the  basis  of  animal  and 
bacteriologic  studies  it  is  now  believed  to 
be  the  biologically  active  form  of  folic  acid. 
18-21  The  citrovorum  factor  (folinic  acid) 
has  been  reported  to  possess  hematologic 
activity  in  pernicious  anemia.22-24  The 
effects  on  the  neurologic  symptoms  have 
been  variable  and  may  be  attributed  to  the 
small  amounts  of  material  used  on  some 
patients.  The  report  presented  in  this  issue 
by  Moore  and  associates  may  be  an  indica- 
tion of  a real  difference  between  the  ac- 
tion of  folic  acid  and  its  derivative  on  the 
central  nervous  system.25  More  clinical 
work  must  be  done  before  the  status  of  citro- 
vorum factor  is  established. 

Experiments  performed  by  Horrigan, 
Jarrold,  and  Vilter  throw  some  light  on  the 
action  of  these  three  compounds.26  Vitamin 
B12  when  instilled  into  the  marrow  cavity 
of  the  iliac  crest  of  pernicious  anemia  pa- 
tients was  effective  in  stimulating  erythroid 
maturation,  whereas  folic  acid  and  citro- 
vorum factor  were  not.  When  folic  acid 
was  administered  orally  or  parenterally, 
then  the  megaloblasts  decreased  in  the 
marrow  cavity.  Apparently  some  change 
must  take  place  in  the  folic  acid  compounds 
within  the  body  before  they  become  effec- 
tive in  the  bone  marrow,  or  these  substances 
may  potentiate  the  production  of  a com- 
pound which  is  active  directly  on  the  bone 
marrow. 

Many  patients  with  pernicious  anemia 
who  were  being  maintained  in  remission  by 
folic  acid  therapy  have  shown  hematologic 
relapse  after  two  to  three  years.  These 
patients  responded  to  liver  extract  or  vita- 
min B12.27.  28  Although  records  of  long-time 
effects  of  vitamin  Bi2  are  not  complete, 
there  is  some  evidence  of  the  superiority 
of  refined  liver  therapy  over  vitamin  Bi2.29 
More  work  is  needed  before  positive  state- 
ments can  be  made.  There  are  reports 
from  here  and  abroad,  however,  that  some- 
thing in  liver  extracts  besides  vitamin  Bi2 
may  still  be  concerned  in  the  control  of 
pernicious  anemia.30 

The  explanation  of  the  mechanism  of 


action  of  folic  acid  and  vitamin  B12  in  per- 
nicious anemia  can  only  be  hypothesized.28 
It  is  possible  to  state  that  both  have  been 
shown  to  be  concerned  in  nucleic  acid  syn- 
thesis, probably  as  prosthetic  groups  in 
certain  enzyme  reactions.  It  has  been  sug- 
gested that  the  primary  dysfunction  in  per- 
nicious anemia  is  inadequate  nucleic  acid 
formation.  Folic  acid  and  vitamin  B12  may 
be  active  at  different  stages  of  a chem- 
ical chain  reaction  which  leads  to  the  forma- 
tion of  nucleic  acids,  or  they  may  be  parts 
of  parallel  pathways  in  nucleic  acid  synthe- 
sis. 

There  are  many  questions  yet  to  be  an- 
swered. One  of  them  is  what  is  the  sub- 
stance in  yeast  that  is  made  more  active  in 
the  treatment  of  pernicious  anemia  by  gas- 
tric juice?12-31  As  far  as  is  known  vitamin 
Bj2  is  not  present  in  yeast,  and  it  cannot  be 
folic  acid  because  gastric  juice  does  not  in- 
crease folic  acid  activity.  Could  it  be  the 
citrovorum  factor  or  is  it  some  unknown  sub- 
stance yet  to  be  discovered? 

The  search  for  these  answers  still  goes  on, 
and  through  the  close  cooperation  of  clini- 
cians, chemists,  and  biochemists  the  next 
twenty-five  years  should  prove  as  fruitful  as 
the  last.— Louise  Daniel,  Ph.D. 
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absorb  an  additional  40  million  dollars  a 
year  immediately  but  that  that  figure  was  a 
general  measure  of  the' level  to  which  oper- 
ating expenditures  of  the  medical  schools 
should  rise  in  a period  of  years.” 

Not  all  of  the  increase  can  be  considered 
as  clear  gain.  Some  of  it  has  been  utilized 
to  finance  new  or  expanded  activities  not 
contemplated  in  the  original  estimate  of  40 
million  dollars.  Some  of  the  gain  of  36  mil- 
lion dollars  also  represents  funds  specifically 
earmarked  for  research.  Thus  almost  40 
per  cent  of  the  gain  of  36  millions  is  not  avail- 
able for  unrestricted  use  by  the  schools. 

We  can  agree  with  the  conclusion  reached 


by  the  A.M.A.  that  the  gap  between  unmet 
needs  and  available  funds  has  been  narrowed 
to  a point  where,  if  the  National  Fund  for 
Medical  Education  and  the  American  Med- 
ical Education  Foundation  could  provide  an 
annual  fund  of  4 to  10  million  dollars,  the 
gap  that  remains  for  many  schools  would  be 
all  but  eliminated.  It  would  be  a serious 
mistake  to  conclude  that  the  battle  for  ade- 
quate financial  support  for  medical  educa- 
tion has  been  won,  but  it  wrould  be  equally 
mistaken  not  to  interpret  the  gain  that  has 
been  made  as  a good  omen  for  the  future,  if 
the  efforts  of  recent  years  are  maintained. 

Always  provided  that  runaway  inflation 
can  and  will  be  checked. 


ANNOUNCEMENT 

SCIENTIFIC  EXHIBITS 

1952  ANNUAL  MEETING 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
man of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee: 

Beverly  Chew  Smith,  M.D. 

63  East  84th  Street 
New  York  28,  New  York 

The  Annual  Meeting  will  be  held  May  12  to  16,  1952,  at  the  Hotel  Statler,  New  York 
City. 

No  applications  can  be  considered  after  January  15,  1952. 

There  will  be  two  groups  of  awards: 

Group  I:  Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which 
are  judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Group  II:  Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely 
experimental  studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation  of 
facts. 

W,  P.  Anderton,  M.D.,  Secretary 
Medical  Society  of  the  State  of  New  York 


in  primary  atypical  pneumonia : 

"It  is  our  clinical  impression, 
supported  by  the  presented  data, 
that  terramycin  is  the  drug  of 
choice  in  the  treatment  of  atypical 
pneumonia  in  infants  and  children.” 

Graves,  F.  B. , and  Ball , IF.  O.: 
J,  Pediat.  39:255  (Aug.)  1951 


Crystalline  Terramycin  Hydrochloride 


available 


Capsules,  Elixir,  Oral  Drops,  Intravenous, 
Ophthalmic  Ointment,  Ophthalmic  Solution. 
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SAFE,  INEXPENSIV 


i>R;v\i  -Formosll 

Buffered  formic  acid  and 


colloidal  silicic  acid  injection 


For  more  than  1 6 years  clinicians  have  successfully 
employed  Ray-Formosil  to  control  the  distressing 
and  disabling  symptoms  of  rheumatoid  arthritis. 

While  Ray-Formosil  seldom  produces  the  imme- 
diate dramatic  effects  of  hormonal  preparations, 
it  is  consistently  effective  when  used  adequately, 
and  it  obviates  the  two  serious  disadvantages  of 
“wonder  drug”  therapy,  namely,  severe  toxicity 
and  high  cost.  As  first-choice  conservative  therapy, 
Ray-Formosil  provides  the  opportunity  to  effect 
symptomatic  relief  without  danger  of  precipitating 
the  undesirable  physiologic  responses  characteris- 
tic of  hormonal  medication. 

An  analysis  of  nearly  4,000  recent  case  histories 
from  the  files  of  36  clinicians  revealed  that  85% 


of  rheumatoid  arthritics  experienced  relief  of  pain, 
swelling  and  joint  inflammation  following  a course 
of  Ray-Formosil  injections.  None  experienced  any 
untoward  side  effects  attributable  to  therapy  re- 
gardless of  the  degree  of  clinical  response. 

Only  7>6t  a treatment  ampul,  Ray-Formosil  ther- 
apy is  inexpensive — an  additional  and  important 
advantage  to  both  the  physician  and  the  patient. 

Dosage:  2 cc.  injected  intramuscularly  in  the 
region  of  the  affected  parts  at  2- to  5-day  intervals 
for  several  weeks,  then  2 cc.  once  weekly. 

Supplied  in  2-cc.  ampuls  in  boxes  of  25  ($9.00), 
50(516.50),  and  100  ($30.00). 

Available  through  your  usual  source  of  phar- 
maceuticals or  direct  from  the  manufacturer. 
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Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 
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EARLY  A THIRD  OF  A CENTURY 


Scientific  Articles 


PROGRESS  IN  PREVENTING  BLINDNESS 


Franklin  M.  Foote,  M.D.,  and  Thomas  H.  Johnson,  M.D.,  New  York  City 


( From  the  National  Society  for  the  Prevention  of  Blindness  and  the  Department  of  Ophthalmology,  Presbyterian 

Hospital) 


IT  IS  ironic  that  the  scientific  progress  of  the 
last  half  century  is  bringing  about  different 
and  even  more  difficult  health  and  social  problems 
than  we  previously  had  to  face.  From  the 
i purely  economic  viewpoint,  if  an  individual  is 
attacked  by  serious  disease,  the  most  costly  one  is 
that  which  greatly  or  completely  cuts  his  earning 
power  rather  than  killing  him.  Such  a disability 
is  blindness,  which  costs  the  United  States  $125,- 
1 000,000  each  year  in  direct  care  and  services  and 
which  annually  strikes  2,000  residents  of  the 
State  of  New  York. 

Early  in  this  century  nearly  one  third  of  the 
children  in  the  State  School  for  the  Blind  at 
Batavia  were  there  because  of  ophthalmia  neo- 
natorum. Of  the  99  children  entering  the  school 
during  the  last  five  years,  none  was  blind  from 
this  condition. 

Throughout  the  United  States  blindness  among 
children  from  syphilis  has  decreased  50  per  cent  in 
the  past  twelve  years. 

In  addition  to  gains  made  against  infectious 
causes  of  blindness,  definite  progress  has  been 
made  among  children  in  controlling  blindness 
from  injury.  The  State  of  New  York  is  among 
those  which  have  enforced  legislation  restricting 
sale  and  use  of  the  more  dangerous  kind  of  fire- 
works and  limiting  the  sale  of  air  rifles  to  those 
sixteen  years  of  age  and  older.  Educational 
activities  by  doctors  and  public  health  workers 
have  also  contributed  to  the  25  per  cent  decrease 
in  blindness  among  children  from  trauma  noted 
during  the  past  twelve  years.1 

Although  advances  have  been  made  in  reducing 
blindness  from  infections  and  from  trauma  among 
children,  these  have  been  offset  by  an  increase 
of  17  per  cent  in  blindness  from  noninfectious 
causes  originating  before  birth.  One  of  the 
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TABLE  I. — Reported  Cases  op  Blindness  Due  to  Retro- 
lental  Fibroplasia2 


Year 

Number 

1944 

1 

1945 

8 

1946 

16 

1947 

23 

1948 

23 

1949 

59 

1950 

75 

Total 

205 

conditions  responsible  is  retrolental  fibroplasia. 
Although  this  disease  has  been  recognized  so 
recently  that  it  was  the  cause  of  blindness  among 
only  1.5  per  cent  of  children  in  schools  for  the 
blind  in  1947-1948,  its  importance  is  growing 
steadily  as  hospitals  and  health  departments  are 
increasing  their  efforts  to  save  small  premature 
babies.  In  the  State  of  New  York,  for  example, 
the  Commission  for  the  Blind  reports  on  retro- 
lental fibroplasia  are  shown  in  Table  I. 

Need  for  Research 

It  is  evident  from  these  reports  that  retrolental 
fibroplasia  will  soon  become  a leading  cause  of 
blindness  among  children  and  will  add  materially 
to  the  number  of  schools  and  classes  for  the  blind 
unless  effective  means  of  prevention  or  treatment 
can  be  discovered.  Up  to  the  present,  one  theory 
of  etiology  after  another  has  been  proposed, 
found  plausible,  and  later  discarded.  A fortunate 
outcome  of  the  alarm  over  retrolental  fibroplasia 
has  been  a great  stimulus  to  the  promotion  of 
fundamental  eye  research.  So  baffling  a disease 
as  this  brings  home  how  little  we  know  about  the 
enzyme  system  of  the  vitreous,  the  cell  metab- 
olism of  the  retina,  and  the  difference  between 
the  vascular  system  of  the  eye  of  the  premature 
baby  and  that  of  the  full-term  infant.  Although 
much  research  in  retrolental  fibroplasia  is  under 
way,  only  the  surface  is  being  scratched  in  un- 
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covering  significant  information  about  the  prob- 
lems it  presents.  The  National  Society  has 
made  one  grant  ior  a study  of  retrolental  fibro- 
plasia and  hopes  to  channel  substantial  funds  into 
basic  research  in  physiology,  biochemistry,  histo- 
pathology,  and  embryology  of  the  eye  so  as  to 
contribute  to  our  understanding  not  only  of  this 
condition  but  of  other  blinding  eye  diseases. 

Obstetricians  and  other  physicians  who  see 
premature  infants  weighing  4 pounds  or  less  at 
birth  should  urge  the  parents  to  arrange  for  an 
early  ophthalmologic  examination.  If  a treat- 
ment is  found  for  retrolental  fibroplasia,  it  un- 
doubtedly will  be  most  effective  when  given  early, 
before  the  cicatricial  stage.  When  the  premature 
baby  has  good  ophthalmologic  care,  complica- 
tions of  retrolental  fibroplasia  such  as  secondary 
glaucoma,  cataract,  and  dislocated  lens  can  be 
treated  at  the  optimum  time.  The  ophthal- 
mologist can  arrange  for  the  State  commission  for 
the  blind  or  for  local  agencies  to  help  the  parents 
who  naturally  are  quite  at  a loss  in  teaching  the 
blind  child  to  walk,  feed  himself,  and  use  the 
toilet. 

Finding  Eye  Disease  Early 

About  twenty  years  have  been  added  to  the 
average  span  of  life  during  the  past  half  century, 
owing  to  the  remarkable  progress  in  medicine  and 
public  health,  but  these  additional  years  are  far 
from  carefree.  It  is  in  midlife  and  later  that 
most  of  the  serious  eye  diseases  have  their  be- 
ginnings. Primary  glaucoma  is  an  example  of  an 
insidious  blinding  eye  disease;  the  patient  too 
often  reaches  the  ophthalmologist  only  after 
much  of  the  field  of  vision  has  been  lost. 

One  approach  to  this  problem  and  a major 
objective  of  the  National  Society  is  public  educa- 
tion, so  that  men  and  women  after  the  age  of 
forty  will  have  a thorough  eye  examination 
periodically.  We  realize  it  may  take  a long  time 
before  we  succeed  in  combating  eye  disease  by 
this  means  alone.  But  at  least  we  hope  to  get 
across  to  the  average  person  that  there  is  no  such 
thing  as  a trivial  symptom  of  eye  trouble,  that 
what  appears  to  him  to  be  a trivial  symptom  may 
be  the  only  warning  he  will  have  of  a serious  eye 
disease.  We  also  believe  that  such  groups  as 
teachers,  social  workers,  public  health  nurses, 
optometrists,  and  general  practitioners  should  be 
reminded  frequently  to  be  alert  to  the  symptoms 
or  signs  of  serious  eye  disease  and  to  suggest  a 
thorough  examination  when  indicated.  A film 
on  glaucoma  now  being  prepared  for  the  general 
practitioner  should  be  useful  to  ophthalmologists 
in  presenting  the  subject  to  their  colleagues. 

Another  approach  to  the  problem  of  the  chronic 
eye  diseases  is  to  develop  a screening  procedure 
that  can  be  applied  fairly  rapidly  to  groups  of 


people  in  order  to  identify  those  needing  a more 
thorough  clinical  examination.  The  glaucoma 
study  of  the  Philadelphia  Committee  for  Preven- 
tion of  Blindness  is  of  considerable  significance  in 
showing  that  glaucoma  can  be  found  early  before 
much  vision  has  been  lost.  In  this  study,  arrange- 
ments were  made  with  local  department  stores 
and  industries  to  make  a brief  check  of  the  per- 
sonnel for  the  possibility  of  glaucoma.  Appoint- 
ments for  the  employes  were  made  five  minutes 
apart  at  the  medical  room  of  the  store  or  plant. 
There,  a clerk  recorded  visual  acuity  at  20  feet 
and  any  symptoms  of  eye  trouble.  An  oculist 
did  an  ophthalmoscopic  examination,  then  in- 
stilled Pontocaine  and  took  the  tension  with  a 
calibrated  Schiptz  tonometer.  If  the  tension  was 
over  25  mg.  in  either  eye,  the  patient  was  asked 
to  return  for  a recheck.  If  the  tension  again  was 
elevated,  he  was  referred  to  his  private  ophthal- 
mologist or  to  a clinic  for  further  examination. 
Of  the  first  4,000  men  and  women  so  tested,  125 
were  referred  for  further  study  and  76,  or  2 per 
cent,  were  found  to  have  early,  previously  un- 
suspected chronic  glaucoma.3,4  In  a project  of 
this  sort  it  is  essential  that  the  follow-up  of  sus- 
pected cases  by  public  health  nurses  or  social 
workers  be  thorough;  otherwise  the  whole  point 
of  the  study  is  lost.  It  is  hoped  that  field  re- 
search similar  to  that  in  Philadelphia  will  be 
undertaken  in  other  places  so  that  there  may  be  a 
comparison  of  the  findings  under  different  condi- 
tions. To  be  effective  such  a project  should  in- 
clude a specific  educational  program  among  all 
participants  in  advance  of  the  actual  study. 

The  value  of  finding  glaucoma  early  is  shown  by 
Kronfeld  and  McGarry’s  study  at  the  Illinois 
Eye  and  Ear  Infirmary.5  With  reasonably 
adequate  treatment  it  was  possible  to  arrest  prog- 
ress in  46  per  cent  of  wide  angle  glaucoma  when 
the  diagnosis  was  made  early.  When  diagnosed 
in  the  advanced  stage,  however,  it  was  possible  to 
normalize  tension  and  arrest  progress  in  only  26 
per  cent  of  the  wide  angle  cases.  The  value  of 
medical  social  service  was  shown  by  Gradle  in  the 
same  eye  clinic.6  Before  social  service  interpre- 
tation and  follow-up  were  provided,  only  4 per 
cent  of  patients  remained  under  treatment  two 
years  after  the  original  diagnosis  of  glaucoma  had 
been  made.  After  social  service  was  provided, 
95  per  cent  of  the  glaucoma  patients  were  still 
under  treatment  two  years  after  the  diagnosis  had 
been  made. 

Industrial  Vision  Programs 

An  industrial  plant,  unfortunately,  often  be- 
comes interested  in  eye  care  only  after  expe- 
riencing a series  of  eye  injuries.  Then  efforts  may 
be  made  to  place  guards  on  dangerous  machines 
and  to  enforce  the  wearing  of  safety  glasses. 
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Further  interest  (or  irritation)  about  eye  care 
develops  when  some  of  the  men  refuse  to  wear 
safety  glasses  because  “they  can’t  see  so  well.” 
Such  complaints  are  particularly  common  among 
presbyopes  and  among  younger  men  with  pre- 
viously uncorrected  errors  of  refraction.  By  ob- 
taining refractions  for  these  employes  and  pro- 
viding them  with  hardened  corrected  lenses 
prescribed  for  their  usual  working  distance,  indus- 
try finds  that  these  men  not  only  are  happier 
employes  with  their  safety  glasses  but  also  have 
fewer  accidents  and  are  better  producers. 

Despite  these  facts,  industry  at  the  present 
time  is  not  in  a position  to  provide  professional 
eye  examinations  to  all  employes.  Therefore, 
the  use  of  binocular  instruments  is  increasing 
rapidly  to  test  for  the  basic  visual  skills— visual 
acuity  at  distance  and  at  near,  muscle  balance  at 
distance  and  near,  depth  perception,  and  color 
discrimination.  When  such  testing  programs 
have  been  inaugurated  in  plants,  with  a trained 
technician  to  operate  the  instrument,  about  40 
per  cent  of  the  employes  have  been  found  to  need 
eye  care.  Later,  on  periodic  recheck,  the  rate  of 
referrals  drops  to  15  per  cent.  Among  those  re- 
ferred, about  4 per  cent  have  been  found  to  have 
eye  disease. 

Industrial  workers  without  refractive  errors 
may  complain  about  wearing  safety  glasses  be- 
cause of  poor  fitting  or  maintenance  of  the 
goggles  or  because  of  improper  illumination  on 
the  job.  Safety  glasses  may  reduce  light  trans- 
mission by  8 to  10  per  cent.  Where  a low  level  of 
lighting  and  a dark  or  improper  paint  job  already 
make  for  poor  visibility,  the  wearing  of  safety 
glasses  makes  it  even  more  difficult  for  the  worker 
to  see  what  he  is  doing.  Adequate  attention  to 
these  environmental  factors  pays  dividends,  not 
only  in  increasing  safety  but  also  by  reducing 
wastage  and  improving  production. 

To  provide  an  additional  incentive  to  encour- 
age the  continued  wearing  of  safety  glasses,  the 
National  Society  sponsors  the  “Wise  Owl  Club  of 
America.”  A man  who  has  a work  accident  in 
which  his  safety  glasses  are  so  badly  damaged 
that  it  is  clear  that  he  would  otherwise  have  lost 
sight  is  awarded  a gold  lapel  pin  and  a mounted 
certificate  of  membership,  usually  at  a public 
meeting  in  the  plant.  Such  a presentation 
dramatizes  the  saving  of  his  sight  and  the  “Wise 
Owl”  worker  then  becomes  a missionary  for  eye 
safety  and  for  eye  care.  Since  the  National 
Society  accepted  sponsorship  of  the  “Wise  Owl” 
program  in  1948,  chapters  have  been  established 
in  37  states,  Hawaii,  and  Canada.  Altogether, 
1,800  industrial  employes  in  these  plants  have  had 
a total  of  2,300  eyes  saved  through  wearing 
safety  glasses. 

Eye  safety  should  be  taught  and  practiced  in  all 


our  vocational  and  technical  high  schools,  not 
neglected  until  the  boy  or  girl  gets  a job  in  in- 
dustry. Ordinarily,  such  schools  merely  drape  a 
greasy  pair  of  goggles  somewhere  in  the  vicinity 
of  a grinding  wheel  and  complacently  assume  that 
everything  necessary  has  been  done.  It  should 
be  a matter  of  pride  to  New  Yorkers  that  the 
public  school  system  of  Hastings  has  been  the 
first  in  the  country  to  adopt  a 100  per  cent  eye 
safety  program  in  its  metal  and  woodworking 
shops.  Each  student  has  his  own  safety  glasses 
which  have  been  fitted  to  his  features  by  the 
school  nurse.  The  safety  glasses  are  kept  in 
marked  pigeonholes  in  a case  just  inside  the  door 
to  each  shop;  the  student  puts  them  on  when  he 
enters  and  wears  them  until  he  leaves  the  shop, 
being  protected  not  only  when  he  is  at  work  him- 
self but  when  a neighboring  student  is  hammer- 
ing, grinding,  or  drilling.  The  instructor,  school 
superintendent,  principal,  and  even  visitors  all 
must  wear  safety  glasses  when  in  any  of  the  shops. 
Although  several  children  had  serious  eye  injuries 
before  this  program  was  adopted  in  1949,  not  one 
injury  has  occurred  since  that  time.  These 
Hastings  boys  and  girls  will  graduate  into  in- 
dustry knowing  that  eye  safety  is  a natural  part 
of  protection. 

Summary 

Although  progress  has  been  made  in  preventing 
blindness,  the  increased  longevity  of  our  people 
and  the  higher  survival  rate  for  small  premature 
babies  have  created  new  problems  in  eye  disease. 
The  nationwide  program  to  save  sight,  therefore, 
includes  (1)  promotion  of  eye  research;  (2) 
preventive  service:  case-finding,  case  follow-up, 
vision  testing,  and  industrial  programs;  and  (3) 
education. 

In  the  National  Society  lay  and  professional 
groups  have  joined  forces  to  complement  the 
work  of  governmental  agencies  and  to  find  new 
ways  of  reducing  the  tragedy  of  needless  blind- 
ness. 
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Discussion 

Parker  M.  Hoffman,  M.D.,  Corning. — Many  of  us 
know  of  Dr.  Foote’s  outstanding  work  as  executive 
director  of  the  National  Society  for  the  Prevention  of 
Blindness.  It  was  my  good  fortune  to  be  present 
at  the  recent  annual  conference  of  the  Society  in 
New  York  City  and  to  witness  the  interest  and 
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enthusiasm  of  all  the  various  civic  and  professional 
groups  in  the  campaign  against  blindness.  We  all 
realize  that  to  keep  progressing  we  must  foster,  en- 
courage, and  advise  each  and  every  one  in  his  or  her 
particular  phase  of  the  work,  whether  it  be  in  the 
school,  in  industry,  in  public  health,  in  medical- 
social  work,  in  local  organizations,  or  in  press  and 
radio. 

In  particular,  I would  like  to  stress  the  need  for  a 
happier  and  more  widespread  integration  in  this 
work  as  regards  the  various  practitioners  of  the 
medical  and  optical  arts.  Dr.  Foote  has  spoken  of 
the  proposed  film  on  glaucoma.  If  we  are  going  to  do 
anything  much  for  a glaucoma  patient,  we  must  study 
and  treat  him  in  the  early  stages  when  field  changes 
are  minimal.  Therefore,  we  must  educate  the  gen- 
eral practitioner  and  the  optometrist,  who  examine 
the  larger  percentage  of  our  population  in  the  initial 
period  of  blinding  disease,  to  be  alert  for  the  signs  and 
symptoms.  Short  talks  on  these  problems  and  of  the 
need  for  prompt  referrals  of  cases  of  suspected  pathol- 
ogy should  be  given  at  local  medical  and  at  local 
optometric  meetings.  It  has  been  my  experience 
that  optometrists  do  detect  and  refer  questionable 
cases  if  the  ophthalmologist  will  take  time  to  ex- 
plain his  findings  and  to  assure  the  referring  optom- 
etrist that  his  interest  is  only  in  treatment  and  not 
in  supplying  glasses. 

As  emphasis  in  the  prevention  program  is  shifted 
from  the  control  of  eye  infections  and  injuries  pri- 
marily to  such  conditions  as  retrolental  fibroplasia, 
chorioretinal,  optic  nerve,  and  lenticular  degenera- 
tive processes  as  well  as  glaucoma,  the  value  of  the 
general  practitioner’s  interest  and  advice  becomes 
manifest.  For  it  is  he  who  attends  the  majority  of 
us  from  the  time  of  birth  to  the  time  of  our  passing. 
It  is  he  who  can  best  survey  the  individual  as  re- 
gards heredity,  glandular,  metabolic,  and  circulatory 
status,  allergic  idiosyncrasies,  dietary  requirements 
anji  shortcomings,  as  well  as  his  social,  economic, 
and  emotional  problems.  Considering  these  as  pos- 
sible etiologic  factors  in  causing  blindness,  much 
might  be  done  in  prevention  by  earlier  and  more 
careful  examination  and  treatment  of  the  patient  as 


a whole  or  in  the  prenatal  care  of  the  mother  in  the 
case  of  retrolental  fibroplasia.  By  learning  to  do  a 
careful  ophthalmoscopic  and  vision  test,  the  family 
physician  would  be  in  better  position  to  survey  the 
patient. 

On  analyzing  the  records  of  over  6,000  eye  cases 
seen  in  practice,  I found  a total  of  65  whose  central 
vision  was  6/60  or  less,  in  both  eyes.  Judging  on 
the  basis  of  population  in  my  area  compared  to  that 
in  the  State  as  a whole,  it  would  seem  that  Dr. 
Foote’s  figure  of  2,000  blinded  annually  may  be 
somewhat  low.  However,  statistics  can  only  be 
based  on  reported  cases,  and  I feel  we  are  all  lax  in 
reporting  this  information  to  the  New  York  State 
Commission  for  the  Blind. 

Of  the  above  cases,  cataract  accounted  for  43  per 
cent,  of  which  over  half  were  successfully  operated  to 
my  knowledge.  Some  were  inoperable  because  of 
poor  health,  and  others  never  returned  for  surgery. 
Chorioretinal  and  optic  nerve  diseases  accounted 
for  40  per  cent,  corneal  diseases  3 per  cent,  and 
retinal  detachment  2 per  cent.  Glaucoma  blinded 
12  per  cent,  half  of  them  primary,  of  which  half  re- 
gained useful  vision  through  timely  surgery.  Of 
the  secondary  cases,  none  regained  useful  vision  due 
to  the  complicating  factors.  Cortisone  or  ACTH 
were  not  then  available  for  therapy. 

In  any  statistics  on  prevention  work  we  should 
consider  those  cases  of  blindness  in  one  eye  as  well. 
It  was  surprising  to  find  that  of  115  patients  having 
vision  in  one  eye  of  6/60  or  less,  30  per  cent  were 
due  to  amblyopia  resulting  from  an  old  strabismus 
compared  with  the  figures  of  traumatic  15  per  cent, 
degenerative  macular  disease  15  per  cent,  and  cat- 
aract 12.5  per  cent.  It  is  to  be  hoped  that,  with 
emphasis  on  earlier  referral  of  the  squinting  child 
to  the  ophthalmologist,  earlier  attempts  at  restoring 
binocular  vision  by  proper  glasses,  and  orthoptics 
and  surgery  if  necessary,  the  incidence  of  amblyopia 
exanopsia  may  be  greatly  reduced 

Surely  these  figures  help  to  enlighten  us  as  to  the 
job  to  be  done  in  public  education,  preventive 
services,  and  basic  research  that  there  may  be  better 
vision  for  all. 


SYMPATHECTOMY  IN  THE  TREATMENT  OF  BUERGER’S  DISEASE 


Evaluation  of  20  patients  with  Buerger’s  disease 
treated  with  dorsal  or  lumbar  sympathectomy  ap- 
pears to  support  the  conclusions  of  other  investiga- 
tors that  release  of  vasospasm  by  this  procedure 
tends  to  result  in  relief  of  symptoms,  early  healing  of 
chronic  ulcers,  and  accelerated  rehabilitation  of  the 
patient.  Thirty-three  operations  were  performed 
on  the  20  patients;  12  were  bilateral  and  7 unilateral 
lumbar  sympathectomies,  and  two  were  dorsal,  one 
bilateral,  and  one  unilateral.  There  was  immediate 
relief  of  severe  pain  in  the  foot,  frequently  including 
the  entire  leg  above  the  knee.  In  six  cases  in  which 
there  were  infection  and  ulceration,  five  healed 


rapidly  and  completely,  but  the  other  required 
amputation  of  a gangrenous  small  toe.  Sympa- 
thetic denervation  in  early  cases  may  prevent  or  de- 
lay need  for  major  amputation  which,  in  most  cases, 
can  be  carried  out  below  the  knee  when  and  if  it  be- 
comes necessary.  The  author  does  not  intend  to 
convey  the  impression  that  this  procedure  modifies 
the  course  of  the  disease  itself  or  the  pathologic 
changes  already  present  in  the  vessels.  Release  of 
the  vasospastic  element,  however,  increases  the 
circulation,  permitting  a more  adequate  develop- 
ment of  the  collateral  vascular  bed. — Louis  T 
Palumbo,  M.D.,  Postgraduate  Medicine,  March,  1951 
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SYMPATHETIC  ophthalmia  is  a serious 
specific  bilateral  ocular  disease  affecting  the 
uveal  tract  primarily  and  the  rest  of  the  ocular 
structures  secondarily.  It  is  almost  always 
incited  by  an  accidental  or  operative  perforating 
wound  involving  the  ciliary  body  or  the  root  of 
the  iris,  particularly  if  healing  is  delayed  by  in- 
carceration of  foreign  material,  lens  matter,  or 
uveal  tissue.  This  is  followed  by  uveal  inflam- 
mation in  the  same  eye  which,  although  not 
characteristic,  is  inclined  to  develop  into  a pro- 
longed low-grade  uveitis  which  is  resistant  to 
treatment  and  is  subject  to  occasional  exacer- 
bations with  a tendency  to  ciliary  pain  and 
phthisis.  After  a variable  period,  the  uvea  of  the 
other  or  sympathizing  eye  becomes  similarly 
affected.  Although  the  clinical  appearance  of 
the  inflammatory  response  may  differ  in  the  two 
eyes,  the  pathologic  pictures  are  identical. 

This  consists  of  an  infiltration  of  the  uveal 
tract,  especially  of  the  choroid,  by  round  cells 
accompanied  by  epithelioid  cells  and  some  giant 
cells.  The  choroidal  infiltration  which  appears 
to  start  chiefly  around  the  larger  veins  in  the 
external  layer  tends  to  be  nodular  in  character 
and  may  increase  the  thickness  of  the  choroid 
from  three  to  four  times.  The  infiltration  trav- 
els outwardly  along  the  uveal  tissue  that  lines 
the  emissaria  so  the  typical  nodules  may  invade 
the  sclera  and  occasionally  may  appear  on  its 
external  surface  or  extend  into  the  pial  sheath 
of  the  optic  nerve,  or  even  invade  the  inferior 
oblique  muscle.  Consequently,  the  disease  proc- 
ess is  not  necessarily  confined  within  the  eye- 
ball. The  inflammation  reaches  its  crest  when 
the  iris  and  ciliary  body  are  also  infiltrated. 
This  is  followed  by  disintegration  in  which  the 
infiltration  is  replaced  by  connective  tissue,  a 
measure  that  may  take  years.  Secondary 
changes  in  the  cornea,  lens,  vitreous,  retina, 
and  sclera  occur  during  both  the  stage  of  infil- 
tration and  that  of  disintegration. 

Pathogenesis 

Many  theories  have  been  advanced  to  account 
for  the  pathogenesis  of  sympathetic  ophthalmia, 
but  none  have  been  proved.  Results  have  been 
unsuccessful  in  producing  the  disease  experi- 
mentally and  in  finding  an  offending  organism. 
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The  two  most  generally  accepted  theories  are 
that  it  is  produced  by  an  exogenous  infection  or 
that  it  is  the  result  of  an  allergic  reaction  to 
uveal  pigment. 

Infectious  Theory. — The  proponents  of  the 
infectious  theory  have  narrowed  down  the  num- 
ber of  suspected  organisms  to  the  tubercle  ba- 
cillus and  some  so  far  unidentified  organism, 
probably  a virus. 

Tuberculous  Theory. — The  tuberculous  theory 
of  the  Meller  school  is  based  on  the  histologic 
resemblance  of  sympathetic  ophthalmia  to  tu- 
berculous uveitis.  It  is  assumed  that  tubercle 
bacilli  lodge  in  the  injured  eye  and  produce  a 
uveitis,  and  that  involvement  of  the  fellow  eye 
is  due  to  a possible  biologic  affinity  of  tubercle 
bacilli  as  a result  of  their  growth  in  the  injured 
eye.  Various  modifications  of  the  Meller  theory 
have  been  submitted.  Lowenstein  suggested 
that  the  degenerating  cells  at  the  site  of  the 
original  metastasis  in  the  injured  eye  become 
foreign  bodies  and  act  as  antigens,  the  absorp- 
tion of  which  injures  the  second  eye  in  such  a 
manner  as  to  prepare  the  ground  for  the  tubercle 
bacilli  circulating  in  the  blood.1  Guillery  ex- 
pressed the  belief  that  the  presence  of  tubercle 
bacilli  in  the  eye  is  not  necessary  but  that  their 
toxin  is  sufficient  to  produce  the  disease,  provid- 
ing an  injury  has  occurred.2 

The  fact  that  the  histologic  pictures  of  sym- 
pathetic ophthalmia  and  tuberculous  uveitis 
while  similar  are  not  identical  mitigates  against 
the  tuberculous  theory.  Moreover,  the  case 
is  materially  weakened  by  the  inability  of  others 
than  those  of  the  Vienna  school  to  isolate  tubercle 
bacilli  from  the  eye  and  blood  stream  and  the 
fact  that  sympathetic  disease  almost  never 
occurs  except  after  perforation  of  the  globe. 

Virus  Theory. — The  apparent  infectious  na- 
ture of  sympathetic  ophthalmia,  together  with 
the  lack  of  success  in  finding  an  offending  or- 
ganism, has  led  to  the  idea  that  it  might  be  caused 
by  a virus.  According  to  this  theory  the  virus 
enters  the  eye  at  the  site  of  injury,  or  possibly 
it  is  already  in  the  blood  stream,  and  lodges  in 
the  uvea  after  it  is  traumatized.  It  is  then 
thought  to  produce  an  irritation  which  results 
in  the  specific  infiltration  of  sympathetic  uveitis 
in  the  injured  eye.  Extension  of  the  process 
from  the  point  of  injury  to  other  parts  of  the 
uvea  of  the  same  eye  is  based  on  Samuels’  histo- 
logic studies  in  which  he  traced  the  progress  of 
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the  specific  infiltration  from  the  wound  site, 
through  the  iris  and  ciliary  body,  and  thence  to 
the  emissaria  and  external  surface  of  the  sclera.3 
It  is  assumed  that  the  fellow  eye  becomes  in- 
volved because  of  a selective  affinity  of  the  virus 
for  uveal  tissue.  In  those  cases  in  which  sympa- 
thetic inflammation  breaks  out  long  after  the 
injury,  it  is  believed  that  the  virus  has  remained 
dormant  in  the  tissues. 

The  blood  stream  has  been  chosen  as  the  most 
likely  route  by  which  the  virus  passes  to  the 
second  eye.  This  has  been  arrived  at  by  the 
process  of  elimination.  Transmission  by  the 
optic  nerve  or  its  sheaths  would  seem  impossible, 
since  inflammation  of  the  iris  is  almost  always 
the  first  clinical  evidence  of  the  disease.  More- 
over, so  far  as  the  sheaths  are  concerned,  no 
histologic  evidence  of  their  infiltration  in  the 
sympathizing  eye  has  been  proved.  The  idea 
that  the  virus  travels  by  way  of  the  ciliary  nerves 
is  not  compatible  with  the  facts  at  hand,  since 
apparently  no  anatomic  connection  exists  be- 
tween the  ciliary  nerves  of  the  two  eyes. 

As  in  the  other  theories  of  this  disease,  there 
are  many  weak  links  in  the  chain  of  evidence. 
This  is  particularly  true  of  the  assumption  that 
the  virus  has  an  elective  affinity  for  uveal  tissue. 
Full  acceptance  of  this  theory  requires  proof 
that  a virus  is  actually  present  in  the  injured 
eye,  that  it  circulates  in  the  blood  stream,  and 
that  it  invades  the  uvea  of  the  sympathizing 
eye. 

Allergic  Theory. — Elschnig’s  original  aller- 
gic theory,  based  on  complement  fixation  studies, 
assumed  that  a penetrating  wound  involving 
the  uvea  may  cause  liberation,  dissemination, 
and  absorption  of  uveal  pigment.  Since  the 
uvea  is  the  only  structure  containing  this  pig- 
ment, he  postulated  that  its  absorption  pro- 
duced hypersensitivity  to  it  of  the  uvea  of  both 
eyes.  He  maintained  that  further  absorption 
acted  as  a shocking  dose,  causing  an  anaphy- 
lactic intoxication  of  the  sensitized  uveal  tissue 
of  the  uninjured  eye  which  resulted  in  the  clin- 
ical picture  of  sympathetic  ophthalmia. 

Since  1916,  Woods  has  taken  the  dominant 
role  in  the  investigation  of  the  antigenic  prop- 
erties of  uveal  pigment.  Largely  through  his 
studies  the  immunologic  characteristics  of  the 
pigment  have  been  substantiated,  and  it  has 
been  established  that  after  a perforating  injury 
to  the  uveal  tract  the  pigment  may  be  absorbed 
and  produce  an  immunologic  reaction.  Woods 
and  Little  found  that  true  hypersensitivity  took 
place  only  after  penetrating  wounds  involving 
the  uvea  and  that  it  indicated  either  the  pres- 
ence of  a very  serious  uveitis  of  the  injured  'eye 
or  the  occurrence  of  sympathetic  ophthalmia.4 


The  response  in  patients  with  sympathetic 
disease  was  generally  positive,  but  occasionally 
a negative  reaction  was  found.  This  led  to  the 
assumption  that  there  may  be  periods  showing 
a negative  phase,  similar  to  those  found  in  cer- 
tain stages  of  acute  tuberculosis,  in  which  the 
reaction  to  tuberculin  may  be  negative. 

Friedenwald  has  offered  considerable  support 
to  the  allergic  theory  by  showing  histologically 
the  presence  of  pigment  granules  within  the 
centers  of  the  specific  lesions  and  by  demon- 
strating that,  after  pigment  injection,  the  skin 
reaction  in  susceptible  individuals  is  identical 
to  the  ocular  changes  in  sympathetic  inflamma- 
tion.5 

The  allergic  theory  readily  explains  the  long 
incubation  period  of  the  disease,  the  failure  to 
find  any  specific  organism,  and  the  rather  uni- 
form hypersensitivity  to  uveal  pigment.  It 
also  explains  the  infrequent  occurrence  of  sympa- 
thetic ophthalmia,  since  only  a relatively  small 
number  of  individuals  have  an  allergic  tendency. 

Although  this  is  the  most  complete  and  most 
carefully  worked-up  pathogenic  theory,  some 
elements  are  present  in  the  disease  which  do  not 
harmonize  with  it.  Two  factors  which  provide 
quite  definite  proof  that  it  is  not  a purely  allergic 
reaction  are,  first,  the  fact  that  sympathetic  in- 
flammation does  not  follow  nontraumatic  uveitis 
or  other  conditions  in  which  there  is  uveal  dis- 
turbance, and,  second,  the  occasional  occurrence 
of  hypersensitivity  in  patients  who  do  not  de- 
velop the  disease. 

The  occasional  presence  of  this  false  positive 
skin  reaction  led  Woods  to  modify  Elschnig’s 
original  theory.  His  present  conception  is  that 
the  development  of  allergy  to  uveal  pigment  is 
essential  to  the  production  of  sympathetic  oph- 
thalmia by  disturbing  the  immunologic  defense 
mechanism,  but  that  some  other  unknown  fac- 
tor must  be  present  to  initiate  the  onset  of  the 
disease.6 

The  perplexing  feature  in  this  theory  is  the 
nature  of  the  inciting  factor.  The  most  gener- 
ally accepted  opinion  is  that  an  exogenous  infec- 
tion enters  the  blood  stream  and  becomes  local- 
ized in  the  sensitized  uninjured  eye,  thus  actually 
setting  off  the  spark  that  produces  the  disease. 
It  has  been  suggested  that  some  unidentified 
organism  or  a virus  may  be  the  infecting  agent, 
or  that  tubercle  bacilli  become  lodged  in  the  eye, 
or  that  the  reaction  is  tuberculotoxic.  However, 
the  matter  is  entirely  speculative. 

From  the  evidence  presented  by  the  various 
pathogenic  theories  it  would  appear  that  infec- 
tion must  be  present  to  cause  sympathetic  oph- 
thalmia and  that  a virus  is  the  most  likely  offend- 
ing organism.  However,  it  seems  probable  that 
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allergy  to  uveal  pigment  is  a factor,  and  possibly 
important,  in  the  production  of  the  disease. 

Prophylaxis 

Sympathetic  ophthalmia  is  such  a malignant 
catastrophe  that  its  prevention  is  of  utmost  im- 
portance. Unfortunately,  lack  of  knowledge  of 
its  pathogenesis  presents  a stumbling  block  in 
determining  individual  susceptibility  or  in  as- 
certaining the  imminence  of  its  onset,  as  well  as 
in  providing  specific  prophylactic  measures 
against  it.  Nevertheless,  it  can  almost  always 
be  avoided  if  the  knowledge  which  has  been  ac- 
quired through  the  years  is  properly  applied. 

We  know  the  type  and  location  of  wound  and 
the  type  of  subsequent  uveitis  most  likely  to 
produce  the  disease.  We  also  know  that  it  can 
always  be  prevented  if  the  injured  eye  is  removed 
before  the  appearance  in  it  of  the  specific  path- 
ologic changes  and  that  it  can  usually  be  pre- 
vented if  removed  before  these  changes  appear 
in  the  fellow  eye.  Hence,  the  shorter  the  inter- 
val between  injury  and  enucleation  the  less  the 
chance  of  sympathetic  involvement.  Removal 
of  the  exciting  eye  within  two  weeks  after  injury 
is  almost  a sure  preventive  measure,  but  further 
delay  lessens  or  nullifies  the  favorable  effect. 

The  ophthalmologist  has  a great  responsibility 
in  preventing  this  disastrous  disease  which  al- 
most always  results  in  defective  vision  if  not 
total  blindness.  This  responsibility  comprises 
prompt  and  proper  treatment  of  accidental  per- 
forating wounds,  correct  procedures  in  intra- 
ocular surgery,  and,  particularly  if  the  progress 
is  not  satisfactory,  careful  and  repeated  exam- 
inations, including  slit  lamp  studies  of  both  eyes, 
until  all  danger  has  passed.  But  perhaps  his 
greatest  responsibility  is  to  remove  a suspected 
eye  promptly  if  indicated. 

Inasmuch  as  accidental  injuries  are  the  most 
frequent  cause  of  sympathetic  inflammation, 
their  proper  handling  is  most  important.  Hope- 
lessly injured  eyes  should  be  promptly  removed, 
tor  a sightless,  deformed,  or  scarred  globe  is  not 
only  disfiguring  but  remains  a constant  danger. 

On  the  other  hand,  if  the  eye  offers  reasonable 
hope  of  retaining  or  regaining  function,  every 
effort  should  be  made  to  save  it  by  closing  the 
wound  after  careful  toilet  and  after  abscissing 
any  prolapsed  material  which  may  Ire  present. 

The  proper  handling  of  uveal  prolapse  sometimes 
offers  a serious  problem.  If  it  is  of  short  dura- 
tion, it  should  be  corrected  immediately  by  com- 
plete excision  and  protection  by  a conjunctival 
flap.  Cauterization  should  be  avoided  if  pos- 
sible, for  it  may  be  an  inciting  factor  in  the  pro- 
duction of  sympathetic  ophthalmia.  If  neces-  _ 

sary  for  conjunctival  adherence,  trichloracetic  <(  cf  ptipnmnight  1^  inadvisable -if  vision  in  the 


actual  or  electric  cautery.  In  any  event,  the 
eschar  should  be  carefully  scraped  off  before  the 
surface  is  covered  by  a conjunctival  flap. 

Although  it  is  often  difficult  to  decide  what 
course  to  take  in  recently  injured  eyes,  the  prob- 
lem is  much  greater  during  the  later  history  of 
the  case.  If  uveal  prolapse  has  persisted  long 
enough  for  the  wound  to  heal  firmly,  and  espe- 
cially if  it  is  protected  by  conjunctiva,  correction 
may  be  inadvisable,  for  it  is  possible  that  opera- 
tive interference  may  incite  sympathetic  inflam- 
mation. 

But  the  greatest  decision  in  late  cases  is  whether 
or  not  to  enucleate  the  injured  eye,  for  the 
type  and  degree  of  inflammation  which  may  pre- 
cede the  disease  is  widely  variable,  and  there  is 
no  dependable,  characteristic  clinical  picture. 
However,  the  greatest  suspicion  should  be  aroused 
in  eyes  which  develop  a low-grade  uveitis  with 
exacerbations  following  an  accidental  or  surgical 
wound  in  the  ciliary  region.  This  is  particu- 
larly true  if  the  inflammation  takes  on  the  clin- 
ical characteristics  of  sympathetic  uveitis,  with 
thickened  iris,  extensive  posterior  synechiae, 
and  a tendency  to  pthisis.  Such  eyes  should,  of 
course,  be  removed  promptly. 

Most  individuals  are  extremely  reluctant  to 
part  with  an  eye,  even  though  it  is  sightless  and 
often  times  disfiguring.  Consequently,  a large 
number  of  blind  eyes  have  accumulated  through 
the  years,  a high  proportion  of  which  were  caused 
by  injury.  Even  if  the  result  of  panophthal- 
mitis and  even  if  phthisis  has  not  set  in,  such 
eyes  may  be  potentially  dangerous  and  demand 
careful  investigation.  In  such  cases  one  should 
not  hesitate  to  sacrifice  the  globe  if  indicated. 
And  if  it  is  subject  to  recurrent  inflammation  or 
is  tender  and  irritable  there  should  be  no  delay. 
It  must  be  kept  in  mind  that  the  incubation 
period  of  sympathetic  ophthalmia  seems  to  be 
almost  limitless  and  that  there  are  no  premon- 
itory signs  of  its  onset. 

The  problem  of  prophylactic  enucleation  is 
compounded  if  there  is  vision  or  some  possibility 
of  it.  The  solution  depends  chiefly  on  whether 
there  is  likelihood  of  significant  visual  improve- 
ment. In  such  cases  a careful  study  must  be 
made  of  the  nature  of  the  condition,  including 
the  type  of  inflammation  and  the  prognosis 
generally  after  wounds  of  a similar  nature.  As 
a rule,  an  eye  with  any  degree  of  vision  should 
not  be  removed,  for  we  never  know  what  may 
be  the  ultimate  outcome  in  its  fellow  if  sympa- 
thetic ophthalmia  follows.  One  must  consider 
the  type  of  injury  and  the  subsequent  uveitis, 
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All  in  all,  too  many  factors  are  involved  to 
apply  any  rule  to  all  cases.  However,  if  vision 
is  reduced  to  light  perception  in  the  injured  eye 
and  is  good  in  its  fellow,  enucleation  may  be 
advisable  in  the  following  conditions:  (1)  in 

patients  who  cannot  be  controlled,  (2)  if  there  is 
marked  ciliary  tenderness  and  low  intraocular 
tension  persisting  for  as  long  as  three  weeks 
after  injury,  or  (3)  in  neglected  extensive  wounds 
involving  the  ciliary  body  accompanied  by  uveal 
and  vitreous  prolapse  and  in  which  there  is 
little  hope  of  useful  vision. 

From  time  to  time  various  substitutes  for 
prophylactic  enucleation  have  been  offered,  but 
none  have  been  found  as  effective.  Of  these, 
evisceration  has  received  the  greatest  support, 
but  it  is  not  so  adequate  a measure  because  of 
the  occasional  retention  of  uveal  tissue.  In  this 
respect,  it  should  be  remembered  that,  aside 
from  the  lack  of  assurance  that  all  of  the  uveal 
tissue  may  be  removed  by  evisceration,  there  is 
the  added  possibility  that  the  specific  infiltra- 
tion may  have  extended  outside  the  globe. 
Hence,  enucleation  is  the  only  safe  pro- 
cedure. But  to  be  effective  it  must  be  done 
freely  with  inclusion  of  the  muscular  insertions 
and  as  much  of  the  optic  nerve  as  possible.  On 
the  assumption  that  potentially  active  material 
may  still  be  left  behind,  Samuels  has  suggested 
postoperative  radiation  of  the  socket.7 

The  question  of  the  advisability  of  implanting 
foreign  material,  such  as  bone,  metal,  glass,  or 
plastic  balls,  after  removing  suspicious  globes 
lias  caused  considerable  comment.  Enough 
cases  of  sympathetic  ophthalmia  have  occurred 
after'  this  procedure  as  to  cause  some  authors  to 
condemn  it.  However,  any  such  danger  would 
seem  remote.  The  most  common  reason  for 
failure  of  prophylactic  enucleation  is  the  fact 
that  the  process  has  already  invaded  the  fellow 
eye  before  the  exciting  eye  has  been  removed. 
This  emphasizes  the  necessity  of  prompt  enuclea- 
tion. 

If  sympathetic  inflammation  does  not  follow 
within  two  weeks  after  the  removal  of  an  exciting 
eye,  the  chance  of  its  occurrence  is  slight,  and  it 
almost  never  appears  after  one  month.  How- 
ever, because  of  the  fact  that  it  may  set  in  after 
a longer  interval,  it  is  advisable  to  make  repeated 
slit  lamp  studies  of  the  fellow  eye  for  a consider- 
able period  after  removal  of  a suspected  globe. 

If  the  onset  of  sympathetic  ophthalmia  is 
feared,  the  pupil  of  the  uninjured  eye  should  be 
fully  dilated  in  anticipation  of  inflammation, 
systemic  treatment  started,  and  daily  examina- 
tions made  with  the  slit  lamp. 


It  is  yet  too  early  to  assess  the  true  merit  of 
cortisone  and  ACTH  in  the  prophylaxis  of  sym- 
pathetic inflammation.  Their  almost  miracu- 
lous effect  in  certain  cases  of  uveitis  and  in  some 
cases  of  sympathetic  ophthalmia  indicate  that 
they  may  prove  of  real  value  as  preventive  meas- 
ures. However,  the  reaction  is  not  consistent, 
and  then-  use  may  mask  the  true  condition  of  the 
injured  eye,  causing  unnecessary  delay  in  its 
removal. 

Comment 

The  specter  of  sympathetic  ophthalmia  hovers 
over  every  ophthalmologist.  Its  incidence  is 
not  so  low  as  we  are  apt  to  assume,  for  it  follows 
1 to  2 per  cent  of  all  perforating  wounds.  Hence, 
no  one  should  be  lulled  into  false  security  against 
its  occurrence.  It  behooves  us  all  to  be  con- 
stantly on  our  guard,  for  once  it  has  gained  a 
foothold  the  outcome  may  be  disastrous.  It 
is  so  devastating  a disease  that  its  prevention  is 
of  paramount  importance.  Therefore,  any  pro- 
phylactic measures  we  may  take  will  add  infi- 
nitely to  the  well-being  of  the  patient  and  to  the 
peace  of  mind  of  the  attending  ophthalmologist. 
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Discussion 

Charles  T.  Sullivan,  M.D.,  Rochester. — This  paper 
discusses  a type  of  uveitis  called  sympathetic  oph- 
thalmia. It  seems  difficult  to  identify  clinically  a 
uveitis  as  belonging  to  this  particular  type.  It 
would  seem  that  particular  difficulty  might  be  en- 
countered in  a simultaneous  operation  on  each  eye. 
Thus,  when  a bilateral  iridencleisis  operation  is  per- 
formed, a subsequent  uveitis  might  very  well  be 
sympathetic  ophthalmitis.  It  could  be  recognized 
at  once  in  the  laboratory,  but  many  of  these  eyes  re- 
main clinical  rather  than  laboratory  specimens,  and 
so  it  would  seem  the  statistics  on  the  causes  of  blind- 
ness due  to  sympathetic  ophthalmia  might  be  low 
because  the  causes  were  attributed  to  glaucoma  or 
cataract. 

With  respect  to  etiology,  Schreck  of  Heidelberg 
claims  to  have  detected  Rickettsia  sympathica  as 
the  cause  of  sympathetic  ophthalmia  and  verified  it 
by  inoculation  of  chicks  and  growth  of  the  micro- 
organism in  chick  embryos. 


COMMON  PITFALLS  IN  OCULAR  SURGERY 

Ivan  J.  Koenig,  M.D.,  Buffalo,  New  York 

( From  the  Department  of  Ophthalmology,  Buffalo  General  Hospital,  and  the  University  of  Buffalo,  School  of 
Medicine) 


THE  rather  ambitious  title  of  this  paper  is 
naturally  not  intended  to  include  a complete 
compendium  of  all  of  the  pitfalls  encountered  in 
ocular  surgery.  I shall  merely  attempt  to  enu- 
merate a number  of  the  more  common  complica- 
tions which  the  surgeon  encounters  from  day  to 
day,  the  most  frequently  violated,  and  a few  of 
the  “taken-for-granted”  situations,  which  have 
not  been  adequately  covered  elsewhere. 

Many  pitfalls  in  ocular  surgery  are  the  result  of 
minor  incidents  rather  than  major  situations.  A 
number  of  these  incidents  can  be  prevented  or 
circumvented  by  careful  planning  and  fore- 
thought. Anticipation  of  possible  complica- 
tions by  a thorough  study  of  the  case  enables  the 
surgeon  readily  to  alter  his  course  of  action  at  any 
particular  phase  of  the  procedure.  Being  fore- 
warned, he  should  have  been  careful  to  include 
any  special  instruments  that  might  be  required 
by  a sudden  adverse  turn  of  events.  The  surgeon 
should  be  prepared  both  by  attitude  of  mind, 
training,  experience,  and  an  adequate  knowledge 
of  alternate  procedures  to  make  variations  in 
standard  technics  as  the  surgery  progresses. 
Standard  technics  are  indicated  only  in  “normal” 
eyes,  and  most  of  our  cases  present  wide  varia- 
tions from  the  ideal  situations  described  in  text- 
books. 

One  of  the  greatest  causes  of  surgical  failures 
is  the  general  health  of  the  patient.  It  is  true 
that  in  certain  cases  ocular  surgery  must  be  per- 
formed as  an  emergency  measure,  regardless  of 
the  patient’s  general  health.  In  elective  cases, 

! however,  knowledge  of  the  patient’s  general  well- 
being remains  a fundamental  prerequisite.  The 
I presence  of  hypertension,  diabetes,  bronchitis, 
asthma,  allergy,  kidney  and  cardiac  conditions, 

, as  well  as  nervous  and  mental  disorders,  are  just 
a few  of  the  many  well-known  complications 
which  may  jeopardize  the  successful  outcome  of 
J a case.  Most  of  these  conditions  can  be  ade- 
quately controlled  by  cooperation  between  the 
internist  and  the  ophthalmologist.  It  may  seem 
elemental  to  mention  such  a fundamental  con- 
cept as  the  general  health  of  the  patient,  but  the 
fact  remains  that  this  is  one  of  the  greatest  single 
causes  of  failure  in  patients  in  the  older  age 
groups. 
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Instruments 

It  is  necessary  to  include  a discussion  of  in- 
struments in  this  paper,  even  though  it  too  may 
seem  elemental. 

All  instruments,  although  they  bear  the  same 
name  and  are  made  by  the  same  manufacturer, 
are  not  strictly  interchangeable.  Scissors  should 
be  tested  to  insure  that  they  cut  uniformly 
throughout  the  length  of  their  blades,  and  for- 
ceps should  close  evenly  with  accurate  apposition 
of  the  jaws  to  insure  a uniform  bite.  Utility 
forceps  should  be  so  constructed  that  when  pres- 
sure is  applied,  the  tips  do  not  separate.  The 
tension  of  the  spring  mechanism  in  needle  holders 
as  well  as  the  gripping  power  of  the  jaws  should 
be  tested  for  individual  preferences.  The  lid 
speculum,  if  one  uses  this,  should  anchor  the  lids 
firmly,  should  not  create  too  much  tension,  should 
not  rest  on  the  globe,  and  should  be  free  of  acces- 
sory appendages  which  may  entangle  sutures  or 
otherwise  get  in  the  way.  These  are  but  a few 
of  the  details  which  make  one  instrument  satis- 
factory and  another  cumbersome. 

It  is  well  to  keep  in  mind  that  so-called 
“sharps,”  i.e.,  keratomes,  knives,  etc.,  are  manu- 
factured from  carbon  steel — not  stainless  steel. 
Stainless  steel  will  not  take  the  sharp  edge  re- 
quired in  ophthalmic  work.  In  consequence, 
these  blades  are  not  resistant  to  rust  and  must 
be  carefully  guarded  against  corrosion.  Their 
handling  and  cleaning  cannot  be  intrusted  to 
anyone  who  has  not  been  specially  instructed  in 
the  proper  necessary  precautions.  Scissors,  on 
the  other  hand,  since  they  are  usually  made  from 
stainless  steel,  are  most  resistant  to  corrosion. 

The  contrast  in  cutting  action  between  sharps, 
such  as  knives  and  keratomes  on  the  one  hand 
and  scissor  action  on  the  other,  is  frequently  for- 
gotten. The  former  make  a clean,  sharp  incision 
while  scissor  action  is  essentially  a “crushing” 
procedure.  The  degree  of  “crushing”  is  di- 
rectly proportional  to  the  keenness  of  the  blades 
and  their  mechanical  efficiency.  Poorly  func- 
tioning scissors  will  distort  the  wound  as  they 
are  closed,  and  this  is  of  course  highly  undesirable 
in  intraocular  surgery.  Davis  has  compared 
complications  following  cataract  extraction  where 
Graefe  knife  incisions  were  used  and  where  kera- 
tome-scissor  combinations  were  employed.1  He 
found  fewer  complications  in  the  former. 

Irrigating  tips,  suction  apparatus,  and  injec- 
tion needles  are  particularly  prone  to  failure  at 
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crucial  moments.  These  gadgets  should  be 
thoroughly  tested  prior  to  surgery.  Glass  irri- 
gating tips  are  extremely  vulnerable  because  of 
their  attenuated  fragile  tips.  I have  been  con- 
fronted with  no  less  than  three  broken  tips  during 
one  operation.  I now  use  metal  irrigating  tips 
exclusively. 

One  of  the  most  common  pitfalls  in  surgery  is 
not  to  have  the  proper  instruments  ready  at  a 
crucial  moment.  The  surgeon  must  constantly 
guard  against  this  human  error  and  carefully 
double  check  all  instruments  so  that  none  are 
overlooked  or  left  out.  Not  only  must  all  instru- 
ments necessary  for  a “normal”  case  be  laid  out, 
but  any  other  special  instruments  necessitated  by 
a change  in  procedure  should  be  included.  It  is 
also  wise  to  include  duplicate  instruments  if  such 
instruments  are  essential  to  the  procedure,  thus 
insuring  against  accidental  contamination  and 
preventing  delay  at  a crucial  point  in  the  opera- 
tion. 

Solutions 

The  preparation  of  solutions  for  surgery  has 
been  and  probably  always  will  be  of  considerable 
concern.  Proper  dilution  of  such  strong  solu- 
tions as  benzylkonium  chloride  for  cleansing  the 
conjunctival  sac  should  be  a simple  procedure, 
but  the  human  element  of  error  is  ever  present. 
On  at  least  two  occasions  in  my  experience, 
strong  solutions  of  this  powerful  antiseptic  were 
used  instead  of  the  usual  1:5,000  dilution.  In 
both  cases  there  was  a severe  corneal  reaction, 
and  in  one  a permanent  corneal  opacity  resulted. 
Toxic  colorless  solutions  such  as  benzylkonium 
chloride  and  others  can  easily  be  mistaken  for 
saline  or  Ringer’s  solution,  and  of  course  dis- 
astrous consequences  ensue  if  they  are  inadvert- 
ently used  to  irrigate  the  anterior  chamber.  To 
obviate  this  possibility  a tint  of  coloring  matter 
should  be  added  to  all  colorless  tinctures  and 
other  irritating  solutions. 

Sterilization  of  ophthalmic  solutions  in  the 
autoclave  is  a common  practice.  It  has  been 
shown  that  solutions  differ  greatly  in  their  ability 
to  withstand  high  temperatures.2  Repeated 
autoclaving  may  readily  inactivate  such  solutions 
as  cocaine. 

Irrigation  of  the  anterior  chamber  is  occasion- 
ally necessary.  If  the  irrigating  solution  is  either 
extremely  cold  or  extremely  hot,  permanent 
damage  to  the  endothelium  may  result.  In  any 
event,  vigorous  irrigation  of  the  anterior  chamber 
probably  contributes  to  postoperative  keratitis. 
The  surgeon  alone  can  predict  the  time  when 
irrigating  fluid  may  be  necessary,  and  he  should 
remind  the  nurse  and  assistants  that  irrigating 
fluid  of  the  proper  temperature  should  constantly 
be  available  for  immediate  use.  This  is  a fre- 


quent pitfall  in  surgical  technic,  and  it  can  be  as 
serious  as  omitting  a special  instrument. 

Personnel 

There  is  no  substitute  for  an  operating  team 
well  versed  in  each  other’s  idiosyncrasies  and 
familiar  with  the  particular  technics  of  the  sur- 
geon. The  surgeon  who  pays  little  regard  to  his 
assistants  or  who  changes  assistants  frequently 
is  passing  up  a valuable  adjunct  to  his  armamen- 
tarium. The  assistant  is  particularly  valuable  in 
intraocular  surgery  where  timing  and  a “third 
hand”  may  readily  spell  the  difference  between 
success  and  failure. 

The  third  member  of  the  team  is  the  scrub 
nurse;  in  fact,  she  should  be  more  important  than 
the  assistant.  For  this  reason,  it  has  been  my 
practice  to  question  closely  a new  nurse  as  to  her 
familiarity  with  the  procedure  in  hand  and  so  to 
forewarn  myself  as  to  her  capabilities.  A few 
minutes  spent  in  explaining  what  is  expected  and 
the  preparation  of  necessary  materials  pay  mani- 
fold dividends.  Such  well-thought-out  plans 
avert  delay  in  sutures,  instruments,  and  other 
essential  paraphernalia,  and  a serious  friction  in 
the  surgery  may  be  avoided. 

The  personality  and  the  conduct  of  the  surgeon 
himself  is  frequently  not  above  reproach.  A bit 
of  injudicial  anger  may  easily  upset  the  operating 
team  and  may  so  unnerve  a nurse  as  to  make  her 
less  than  useless  for  the  remainder  of  the  opera- 
tion. Not  only  has  the  smooth  functioning  of  the 
operating  team  been  fractured,  but  the  patient, 
who  is  generally  under  local  anesthesia  and  fully 
conscious  of  what  is  going  on,  becomes  upset,  un- 
able to  cooperate,  and  an  unfortunate  utterance 
quickly  snowballs  into  a ridiculous  situation. 

The  operating  room  should  be  prepared  “as  a 
church  for  a service.”  Conversation  should  be 
kept  at  a minimum  and  then  confined  strictly  to 
the  problem  at  hand.  Criticism,  bursts  of  juve- 
nile anger,  and  conversation  on  other  topics 
should  be  deleted.  A patient  is  not  interested  in 
funny  stories  at  such  a crossroad  in  his  life.  Pa- 
tients remember  odd  bits  of  conversation,  and 
since  many  of  them  are  under  the  influence  of  a 
sedative,  they  frequently  distort  or  misinterpret 
the  actual  content  of  the  conversation.  If  a poor 
result  ensues,  although  it  may  have  been  inevi- 
table and  no  fault  of  the  surgeon,  embarrassing 
recriminations  may  result  if  the  patient  happens 
to  recall  an  unfortunate  remark. 

I have  often  thought  that  I should  greatly  re- 
sent any  surgeon  blandly  and  jokingly  discussing 
an  incident  at  golf  or  other  nonpertinent  conver- 
sation while  working  on  my  eye.  Ocular  surgery 
is  an  extremely  serious  procedure  to  a patient,  and 
it  should  be  so  regarded  by  all  in  the  operating 
room.  The  chief  offenders  in  this  respect  are 
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usually  not  the  surgeons  but  the  assistants  and 
other  observers  who  do  not  have  a personal  rela- 
tionship to  the  patient  and  who  are  in  no  way 
concerned  with  the  outcome  of  the  case. 

Plastic  Surgery  and  Lid  Repair 

Plastic  surgery  has  become  an  art  of  its  own, 
and  I do  not  believe  that  a surgeon  who  only  occa- 
sionally sees  such  cases  should  attempt  major  re- 
pairs without  much  study  and  consideration. 
Repair  of  ordinary  lacerations  about  the  lids, 
ptosis  operations,  and  the  like  are,  however,  a 
different  matter  and  should  rightfully  be  handled 
by  the  ophthalmic  surgeon.  A thorough  knowl- 
edge of  the  minute  anatomy  of  the  orbit  and  its 
adnexa  are  of  course  a prerequisite  for  such  work. 

One  must  frequently  attempt  to  repair  the  work 
of  others.  This  is  never  as  satisfactory  as  a 
primary  procedure.  The  most  common  causes  of 
a poor  result  are:  failure  to  save  all  available 
tissue,  attempts  to  repair  tissue  that  has  been 
allowed  to  become  invaded  by  hemorrhage  and 
edema,  tension  in  skin  sutures,  unsightly  suture 
tracts  left  by  large  needles  and  heavy  sutures, 
failure  to  approximate  accurately  the  lid  margins, 
and  failure  to  immobilize  the  tissue  with  a pres- 
sure dressing. 

Most  tissue  about  the  lids  can  be  salvaged  no 
matter  how  badly  it  is  damaged.  Because  of  the 
excellent  blood  supply,  tags  of  tissue  including 
conjunctiva  rarely  slough.  If  this  principle  is 
rigidly  followed,  the  long  and  tedious  process  of 
repair  including  grafting  can  be  cut  to  a minimum. 
If  lacerated  wounds  are  distorted  by  swelling,  it  is 
usually  wiser  to  clean  the  wound,  apply  wet 
dressings,  administer  antibiotics,  and  wait  for  the 
edematous  phase  to  subside  before  suturing. 
When  the  tissues  have  again  returned  to  their 
normal  consistency,  repair  can  be  more  readily 
and  accurately  accomplished. 

Tension  in  skin  sutures  and  failure  to  bring  the 
lid  margins  into  accurate  apposition  usually  re- 
sult in  unsightly  scars.  It  is  a cardinal  principle 
that  skin  sutures  should  not  be  tied  under  tension, 
yet  this  remains  one  of  the  most  frequent  causes 
of  secondary  repair.  One  must  so  undermine  the 
skin  edges  that  they  fall  together  naturally,  and 
any  tension  should  be  borne  by  deeper  facial 
sutures.  In  order  to  obtain  a satisfactory  lid 
margin  without  notching,  one  must  usually  plan 
to  overcorrect  the  defect  at  surgery,  considering 
that  some  retraction  is  almost  inevitable.  Sur- 
gical manipulation  of  the  lid  margins  requires 
most  meticulous  care,  because  even  the  most  mi- 
nute defect  can  create  a noticeable  blemish. 

A beautiful  technical  repair  at  surgery  may 
readily  be  ruined  by  improper  use  of  bandages. 
This  is  especially  true  in  the  cases  where,  in  addi- 
tion to  laceration,  there  has  been  considerable 


bruising  of  tissues  so  that  there  they  are  distorted 
by  hemorrhage  and  edema.  A large  pressure 
bandage  which  applies  even  pressure  over  the  en- 
tire area  is  the  best  way  to  control  minute  hemor- 
rhages and  postoperative  swelling.  The  applica- 
tion of  the  bandage  must  be  strictly  supervised  so 
that  pressure  is  evenly  distributed  over  the  entire 
area.  It  is  a most  important  procedure  and  can- 
not be  left  to  someone  who  does  not  appreciate  the 
purpose  of  the  dressing.  A binocular  dressing  to- 
gether with  a head  bandage  of  roller  gauze  is 
usually  best  even  though  the  injury  is  monocular. 
The  unoperated  side  can  be  uncovered  after 
twenty-four  to  forty-eight  hours.  The  inclusion 
of  a head  bandage  is  most  important,  especially  in 
infants  and  children.  If  this  is  properly  ap’plied 
and  reinforced  with  adhesive  tape,  even  the  most 
industrious  child  will  find  it  difficult  to  remove. 
During  hot  summer  months  adhesive  tape  will  not 
stick  very  long  under  a deluge  of  perspiration. 
The  head  bandage  aids  greatly  in  circumventing 
this  problem. 

Congenital  Dacryostenosis  and  Chronic 
Dacryocystitis 

Embryologically,  the  nasolacrimal  apparatus 
forms  as  a solid  tube  of  ectodermal  cells  buried  be- 
neath the  surface  by  a complicated  folding  of  the 
embryonic  ocular  adnexa.  A lumen  is  formed  by 
the  disintegration  of  the  central  cells.  This  proc- 
ess begins  very  early,  and  by  eight  and  one-half 
weeks  the  lumen  of  the  system  has  already  been 
created  except  for  the  puncta,  which  opens  at 
about  seven  and  one-half  months,  and  the  nasal 
orifice,  which  does  not  become  patent  until  eight 
months  or  shortly  before  birth.3 

The  chief  culprit  in  congenital  blockage  of  the 
nasolacrimal  system  is  the  failure  of  the  nasal 
orifice  to  open  on  schedule.  Experience  has 
shown  that  most  of  those  not  open  at  birth  will 
become  patent  during  the  first  year  of  neonatal 
life.  If  infection  is  controlled  with  antibiotics 
and  with  proper  massage,  fully  95  per  cent  of 
these  cases  can  be  controlled  without  resorting  to 
probing.  I cannot  condone  the  early  routine  use 
of  probes  recently  recommended  in  the  literature.4 
In  infants  it  is  altogether  too  easy  to  create  a 
false  passage  or  slit  the  canaliculus  and  by  trauma 
to  produce  secondary  scar  tissue  in  the  minute 
passages.  In  addition,  the  added  risk  of  anes- 
thesia in  the  newborn  cannot  be  ignored.  Bun- 
dling has  never  been  a satisfactory  method  of 
restraint  and  immobilization  sufficient  for  such  a 
delicate  procedure,  at  least  in  my  experience.  In 
any  event  I feel  that  we  are  not  justified  in 
probing  any  infant  under  four  months  of  age. 

Dacryocystorhinostomy  in  older  cases  of 
dacryocystitis  should  be  looked  upon  as  a favor- 
able procedure,  unless  contraindicated  by  nasal 
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pathology.  The  technicalities  of  the  operation 
are  tedious,  but  if  hemorrhage  is  controlled  by 
means  of  suction  and  Gelfoam  packs,  it  resolves 
itself  into  an  interesting  problem  in  dissection. 
Practically  all  of  these  passages  function  well  if 
the  operator  has  been  careful  to  include  the  most 
dependent  portion  of  the  sac  in  his  rhinostomy. 

Enucleation 

Enucleation  of  a normal  eye  is  not  difficult, 
but,  as  all  of  you  know,  normal  eyes  are  seldom 
removed.5-7  Multiple  adhesions  between  Ten- 
on’s capsule  and  the  sclera,  phthisis  bulbi,  the 
presence  of  a scleral  or  corneal  wound,  which  may 
rupture  at  any  time,  or  the  presence  of  a tumor  all 
complicate  the  extraction. 

In  recent  years  there  has  been  much  interest  in 
the  new  “uncovered”  or  integrated  type  of  im- 
plant largely  because  of  the  added  degree  of 
motility  imparted  to  the  prothesis.  These  ex- 
posed types  of  implants  leave  much  to  be  desired. 
The  early  ball  and  ring  of  Cutler,  the  Guyton, 
Ruedemann,  and  similar  types  are  readily  ex- 
truded, and  I have  had  to  remove  a number  of 
them  because  of  partial  extrusion  or  extreme 
shifting  of  the  implant. 

All  of  these  implants,  however,  do  cause  con- 
siderable discharge.  This  is  hard  to  control  and 
may  become  so  offensive  and  pungent  in  odor  that 
the  implant  has  to  be  removed  for  this  reason 
alone. 

I do  not  feel  that  the  uncovered  implant  is  a 
sound  surgical  principle,  at  least  in  its  present 
state  of  development.  After  their  extrusion  or  if 
an  implant  is  replaced  in  an  old  socket,  the  move- 
ment is  less  than  that  obtained  with  an  original 
ball  implantation.  Since  many  of  our  cases  of 
enucleation  are  done  on  sockets  which  have  al- 
ready been  exposed  to  a considerable  degree  of 
trauma  and/or  inflammation,  I have  seen  rela- 
tively few  cases  that  have  actually  benefited 
permanently  from  the  added  motion  imparted  to 
the  prothesis.  This  work  is  still  in  the  develop- 
mental stage,  and  until  fewer  complications  are 
encountered,  I shall  continue  to  favor  the  covered 
type  of  implant  in  my  cases,  because  20  to  40  per 
cent  of  these  are  unsatisfactory. 

Glaucoma 

Surgical  failures  in  glaucoma  have  been  well 
documented  in  the  literature  of  the  last  few  years.8 
Aside  from  those  cases  which  apparently  do  not 
respond  to  any  type  of  therapy,  there  are  a num- 
ber of  features  which  figure  in  the  success  or  fail- 
ure of  any  case.  Much  of  the  surgery  is  too  long 
delayed  through  procrastination.  When  medical 
measures  fail  to  control  the  tension,  when  field 
loss  is  progressive  despite  maximal  medication, 
when  the  patient  is  uncooperative  in  respect  to 


administering  drops,  or  when  instillation  of  drops 
becomes  a tedious  chore  practically  precluding 
any  other  activity,  then  certainly  surgery  is  in- 
dicated.9 Chandler  and  others  agree  that  sur- 
gery should  not  be  considered  as  a procedure  of 
last  resort.8  Results  are  much  better  if  the  con- 
dition can  be  attacked  in  a quiet  or  controlled 
phase  rather  than  waiting  for  an  acute  episode  to 
force  one’s  hand. 

There  are  several  practical  points  about  sur- 
gery itself  which  can  bear  re-emphasis.  First  we 
have  already  mentioned  the  advantage  of  oper- 
ating in  a so-called  quiet  phase  of  glaucoma,  but 
this  may  be  impossible.  In  the  high  tension  cases, 
reduction  of  tension  prior  to  opening  the  globe  is 
highly  desirable  and  can  usually  be  readily  ac- 
complished by  a well-placed  retrobulbar  injection 
of  novocaine  and  the  intravenous  use  of  poly- 
saccharides along  with  maximum  miotics. 

The  mechanical  reasons  for  failure  following 
the  common  types  of  filtering  operations  are  well 
known.  Briefly,  these  include:  failure  to  ob- 
tain a basal  iridectomy,  plugging  of  the  wound 
with  a tag  of  iris  or  long  ciliary  process,  the  fibro- 
sis of  a filtering  bleb,  or  a forward  dislocation  of 
the  lens.  These  have  all  been  ably  discussed  by 
Payne,  Samuels,  and  others.10 

The  danger  of  rapid  reduction  of  intraocular 
pressure  as  well  as  inability  to  obtain  a basal 
iridectomy  can  be  largely  circumvented  by  the 
judicial  use  of  the  ab-externo  incision.  This 
scratch  type  of  approach  allows  one  gradually  to 
release  the  aqueous  and  thus  prevent  a sudden 
surge  forward  of  the  iris-lens  diaphragm.  Sub- 
luxation of  the  lens  is  thus  prevented,  and  the 
danger  of  intraocular  hemorrhage  is  kept  at  a 
minimum. 

The  ab-externo  incision  if  correctly  placed 
allows  the  operator  to  open  almost  directly  in  the 
angle  itself.  This  ideal  type  of  entrance  can  be 
approached  only  by  a Graefe  knife  incision,  but 
the  Graefe  incision  does  not  enable  one  to  control 
the  escape  of  aqueous  to  the  degree  that  the 
scratch  incision  does.  The  keratome  cannot 
mechanically  obtain  such  proximity  to  the  angle 
without  danger  of  damaging  the  iris  or  lens. 
This  entrance  right  at  or  in  close  proximity  to  the 
iris  angle  aids  greatly  in  obtaining  a basal  iri- 
dectomy. Although  one  may  argue  that  the 
iris  will  readily  tear  at  its  thinnest  part,  its 
base,  the  length  of  the  scleral  lip  of  the  wound 
actually  governs  the  amount  of  iris  that  can  be 
excised.  No  matter  how  closely  one  applies  the 
iris  scissors  to  the  wound  an  amount  of  iris  will  be 
left  corresponding  to  the  length  of  the  scleral 
shelf.  It  is  this  tissue  which  may  later  clog  or 
plug  the  angle  or  filtration  area. 

Bleeding  has  always  been  a complicating  factor 
in  cyclodialysis.  The  method  of  O’Brien  of 
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gently  pushing  the  spatula  forward,  retracting, 
and  then  pushing  forward  again  to  free  a new  por- 
tion of  the  attachment  of  the  ciliary  body  has 
much  to  recommend  it.11  Since  using  this  tech- 
nic, we  have  encountered  much  less  bleeding  and 
definitely  prefer  it  to  the  sweeping  type  of  mo- 
tion. 

Surgery  performed  on  a blind,  painful  glauco- 
matous eye  should  in  almost  100  per  cent  of 
cases  be  confined  to  one  procedure — enucleation. 
Procrastination  with  other  measures  merely  to 
lower  tension  or  alleviate  pain  serves  no  real  use- 
ful purpose  and  may  invite  disaster.  A blind, 
irritable  glaucomatous  eye  may  well  harbor  a 
neoplasm.  In  any  event  it  will  proceed  to 
phthisis  bulbi  and  remain  a constant  source  of 
irritation,  cosmetic  blemish,  and  danger  to  the 
patient.  I heartily  concur  with  Chandler  when 
he  dogmatically  advocates  enucleation  in  all  such 
cases.12 

Muscles 

The  last  twenty-five  years  have  witnessed  a 
considerable  change  in  our  management  of 
muscular  anomalies.  A number  of  fallacies  in 
former  concepts  have  been  exposed,  but  there  is 
still  a long  road  ahead.  The  most  important 
prerequisite  prior  to  surgery  still  remains,  namely, 
an  accurate  diagnosis  of  the  case  in  hand.  This 
frequently  requires  considerable  study,  and  those 
who  hastily  plunge  into  muscle  surgery  without  a 
preoperative  attempt  to  identify  the  parietic 
muscle,  the  fixing  eye,  the  refractive  error,  pri- 
mary and  secondary  deviation,  theconverging  near 
point,  and  where  no  attempt  is  made  to  first  im- 
prove the  vision  in  the  deviating  eye  are  ignoring 
all  of  the  important  advances  of  the  past  quarter 
of  a century  and  are  certainly  inviting  poor  re- 
sults.13 

Those  surgeons  who  still  cling  to  the  rule  of  a 
certain  number  of  millimeters  of  resection  or 
recession  producing  a certain  specified  amount  of 
correction  are  likewise  ignoring  the  weight  of 
evidence  in  the  recent  literature.14  No  hard  and 
fast  rule  can  be  formulated  which  will  determine 
preoperatively  the  amount  of  surgery  necessary 
in  any  given  case. 

Generally  speaking,  a greater  degree  of  correc- 
tion is  obtained  in  younger  patients  than  in  older 
ones  when  the  same  method  is  employed. 

Anomalies  of  insertion,  check  ligaments,  and 
fibrosis  of  muscle  tissue  itself  can  be  evaluated 
only  at  surgery.16  One  should  not  embark  on  a 
surgical  correction  with  a rigid  plan  which  cannot 
be  altered  by  uncovering  of  anatomic  anomalies. 
If  two  muscles  are  to  be  manipulated,  it  is  usually 
best  to  uncover  both  muscles  and  evaluate  any 
degree  of  abnormality  before  deciding  definitely 
on  the  amount  of  work  to  be  done.  For  example, 


if  one  proceeds  with  a resection  of  a medial  rectus 
and  completes  this  portion  of  the  operation,  in- 
cluding suturing  of  the  conjunctiva,  and  then  un- 
covers a gross  anomaly  in  the  direct  antagonist, 
the  ultimate  outcome  of  the  entire  procedure  has 
been  jeopardized,  or  it  may  be  necessary  to  go 
back  and  alter  the  original  resection. 

In  regard  to  the  technic  of  recession,  one  can 
better  judge  the  amount  of  recession  by  placing 
the  sutures  in  the  muscle  tendon  before  excision 
at  the  insertion  and  thus  avoiding  the  use  of  a 
muscle  clamp.  This  method  gives  a maximal 
type  of  recession,  leaves  a very  small  stump,  and 
causes  no  trauma  to  the  muscle  belly  itself  by  the 
crushing  action  of  the  clamp. 

I have  always  been  somewhat  in  awe  of  those 
surgeons  who  glibly  attack  four  muscles  at  one 
setting  as  a routine  procedure.  I rarely  do  more 
than  three  muscles  unless  circumstances  present 
themselves.  I believe  that  one  treads  on  very 
dangerous  ground  if  one  operates  on  a large  num- 
ber of  muscles  at  one  setting.  I do  not  believe 
that  our  knowledge  can  carry  us  that  far  at  the 
present  stage  of  its  development.  It  is  much 
wiser  to  consider  a second  procedure  at  a later 
date. 

Careful  attention  to  the  closure  of  the  con- 
junctival wound  is  frequently  omitted.  If  tags 
of  tissue,  such  as  Tenon’s  capsule,  are  left  pro- 
truding from  the  wound  edge,  an  annoying  and 
unsightly  granuloma  may  develop.  This  must 
later  be  excised,  and  a second  anesthesia  may  be 
necessary  in  uncooperative  children. 

In  the  past  one  has  always  been  more  hesitant 
to  attack  the  vertical  rotators  than  the  lateral 
recti.16  We  now  have  little  hesitancy  of  manipu- 
lating the  inferior  oblique.  In  our  hands  reces- 
sion has  given  better  results  and  especially  more 
predictable  results  than  myomectomy  at  the 
origin  at  the  orbital  margin. 

One  of  the  best  ways  to  control  postoperative 
reaction,  edema,  and  oozing  from  capillaries  is  to 
apply  a firm  pressure  dressing  similar  to  that  used 
in  plastic  surgery.  This  bandage  should  be  firm, 
comfortable,  and  nonremovable  by  the  child. 

Cataracts 

Cataract  surgery  is  probably  the  most  common 
major  procedure  performed  by  ophthalmologists 
today.  With  the  increase  of  the  older  age  groups 
in  our  population  and  the  absolute  failure  of  any 
known  medical  method  of  delaying  the  formation 
of  lens  opacities,  it  will  certainly  remain  the  pre- 
dominant intraocular  operation  for  many  years  to 
come. 

Since  Jacques  Daviel  first  delivered  a lens  by  a 
corneal  incision  in  1750  there  have,  of  course, 
been  many  improvements  in  the  technic  of  this 
procedure.  In  recent  years  two  technics  have 
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played  a particular  role  in  the  refinement  of 
cataract  extraction.  These  are  the  intracapsular 
operation  and  the  development  of  the  corneal- 
scleral  suture.  It  is  now  generally  conceded  that 
the  intracapsular  operation  is  the  procedure  of 
choice  in  most  of  our  cases.  This  method  insures 
the  shortest  convalescence  and  the  fewest  number 
of  complications.  It  is  no  longer  necessary  to 
wait  for  the  cataract  to  “mature.”  We  can  now 
readily  extract  the  lens  whenever  it  interferes 
with  the  economic  livelihood  of  the  patient. 
Extracapsular  extractions,  on  the  other  hand, 
still  have  their  place,  particularly  in  some  com- 
plicated cases.  However,  it  is  surprising  the 
number  of  such  cases  which  can  be  handled 
readily  by  the  intracapsular  method. 

Some  form  of  corneal-scleral  appositional 
suture  is  the  surest  method  of  obtaining  an  ana- 
tomic closure  of  the  incision.  Dunnington  has 
recently  reviewed  the  subject  of  corneal-scleral 
wound  healing  and  has  re-emphasized  the  im- 
portance of  accurate  apposition  of  the  lips  of  the 
incision  and  the  importance  of  a conjunctival  flap 
in  the  formation  of  a firm  wound.17  There  are 
three  main  types  of  appositional  sutures  now  in 
use:  (1)  the  preplaced  suture  of  McLean,  (2) 

tracer  sutures  of  Ver  Hoef,  and  (3)  appositional 
sutures  placed  after  the  corneal  incision  as  used 
by  Kirby  and  others.  In  my  opinion  it  makes 
little  difference  which  type  is  used  by  the  operator 
as  long  as  he  achieves  the  cardinal  principle  of 
accurate  wound  apposition  by  a suture  firmly 
placed  in  both  corneal  and  scleral  tissue. 

We  have  been  using  three  tracer  sutures  for 
the  past  four  years  after  trying  many  other 
methods.  In  our  hands  this  suture  has  produced 
fewer  complications,  and  after  some  experience 
it  is  no  more  time  consuming  than  the  ordinary 
postplaced  appositional  sutures.  Complicated 
sutures  with  which  the  operator  is  unfamiliar  will 
be  more  of  a hazard  than  an  adjunct  to  the  lens 
extraction. 

The  occurrence  of  epithelial  downgrowths 
after  cataract  extraction  has  been  estimated  to 
occur  in  from  0.06  to  0.11  per  cent  of  cases.18’19 
This  complication  is  favored  chiefly  by  poor 
wound  healing  and  the  availability  of  a pro- 
liferating epithelial  edge.  This  latter  complica- 
tion can  be  obviated  by  the  use  of  a small  con- 
junctival flap  as  pointed  out  by  Dunnington.17 
Reports  of  increased  incidence  of  such  down- 
growths  associated  with  the  tracer  type  of  suture 
have  not  been  borne  out  in  our  experience.  Per- 
haps the  habit  of  sawing  on  the  tracer  suture  to 
enlarge  the  tract  may  be  a factor  in  the  develop- 
ment of  such  downgrowths.  We  do  not  attempt 
to  enlarge  the  tract  by  such  methods  and  find 
little  difficulty  in  introducing  the  second  suture. 
This  suture  frequently  can  be  passed  through  the 


entire  course  of  the  corneal  tract  without  the 
application  of  forceps  to  the  globe  and  with 
hardly  any  distortion  of  the  lips  of  the  wound 
itself. 

We  have  discontinued  the  use  of  6-0  chromic 
gut  sutures  because  of  the  unusual  amount  of 
postoperative  reaction  encountered  around  the 
placed  sutures.  One  such  suture  had  to  be  re- 
moved because  of  a virtual  slough  of  corneal 
tissue  adjacent  to  the  tract.  In  addition,  the 
sutures  are  so  fine  that  they  quickly  dry  out,  be- 
coming stiff  and  thus  making  tying  off  of  knots 
cumbersome.  The  only  advantage  of  such 
material  over  silk  is  that  theoretically  these  do 
not  have  to  be  removed  and  would  be  therefore  of 
some  assistance  in  certain  uncooperative  pa- 
tients. 

In  those  patients  who  are  unable  to  co- 
operate or  in  those  where  the  ordinary  methods 
of  akinesia  are  not  sufficient  to  produce  complete 
relaxation  of  the  muscles,  we  have  not  hesitated 
to  employ  general  anesthesia.  The  introduction 
of  curare  in  ocular  surgery  by  Kirby  enables  the 
patient  to  be  carried  very  lightly  with  complete 
relaxation  of  the  ocular  muscles.20  With  the 
tight  wound  closure  afforded  by  the  corneal- 
scleral  sutures  and  with  the  services  of  a compe- 
tent anesthetist  we  have  experienced  no  un- 
toward postoperative  complications. 

The  presentation  of  vitreous  at  the  wound  may 
also  be  controlled  in  another  manner.  After  re- 
threading  our  tracts  in  the  Ver  Hoef  technic, 
the  ends  of  the  12  o’clock  suture  are  left  long 
and  are  crossed  over.  Then,  as  the  surgeon  com- 
pletes the  delivery  of  the  lens,  the  assistant 
quickly  and  almost  simultaneously  as  the  lens 
leaves  the  aperture  of  the  wound  draws  the 
suture  taut,  thus  effecting  immediate  closure  of 
the  wound.  The  assistant  continues  to  support 
the  central  suture  while  the  operator  ties  the 
lateral  sutures.  These  in  turn  support  the  wound 
while  the  central  suture  is  being  tied. 

Two  other  small  technical  points  are  worth 
mentioning.  As  the  corneal  incision  is  being 
enlarged  with  scissors  (if  one  uses  this  method), 
blood-tinged  fluid  or  actual  hemorrhage  itself 
may  be  aspirated  into  the  anterior  chamber  as 
the  scissors  are  being  closed  and  withdrawn.  If 
an  applicator  is  placed  at  the  wound  margins  as 
the  scissors  are  closed,  this  material  will  be  ab- 
sorbed on  the  applicator  and  will  not  seep  into 
the  anterior  chamber.  This  may  later  save 
additional  lavage  of  the  anterior  chamber. 
Another  annoying  problem  is  visualization  of 
the  anterior  capsule  when  attempting  to  apply 
the  capsular  forceps.  Frequently  this  is  ob- 
scured by  an  air  bubble  introduced  with  the 
forceps.  Irrigation  of  the  anterior  chamber  by 
the  assistant  as  the  forceps  is  introduced  will 
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remove  this  bubble,  and  visualization  of  the  grip 
on  the  capsule  can  then  be  readily  ascertained. 

Few  preliminary  iridectomies  are  done  these 
days,  but  if  there  is  evidence  of  an  old  anterior 
uveitis  and  especially  if  extensive  posterior 
synechia  are  present,  such  a procedure  is  a wise 
precaution  to  be  followed  by  intracapsular  ex- 
traction three  to  six  months  later. 

Surgery  during  the  stage  of  intumescence 
should  be  avoided  whenever  possible  unless  it  is 
forced  by  a complicating  glaucoma.  A wait  of 
three  to  six  months  will  allow  the  stage  of  swelling 
to  regress  and  will  greatly  facilitate  the  delivery 
of  the  lens.  The  intraocular  tension  should  be 
carefully  watched  during  this  period,  and  pro- 
phylactic use  of  weak  solutions  of  pilocarpine 
may  prevent  an  acute  rise  in  tension. 

We  do  not  routinely  obtain  a culture  from  the 
conjunctival  sac  prior  to  surgery.  We  rely  upon 
clinical  judgment  and  of  course  investigate  the 
lacrimal  passages  for  latent  infection.  We  em- 
ploy aureomycin  ointment  the  night  before  sur- 
gery and  again  on  the  morning  of  surgery.  There 
is  some  experimental  evidence  that  the  routine 
use  of  antibiotics  in  this  manner  cuts  down  the 
incidence  of  infection.21  We  do  not  fear  the 
occasional  allergic  reaction  which  may  develop 
from  such  use  of  antibiotics. 

Other  conditions  could  be  brought  up  for  dis- 
cussion, but  it  has  been  necessary  to  limit  the 
scope  of  this  paper  to  the  more  common  situa- 
tions encountered  in  ocular  surgery. 

675  Delaware  Avenue 


References 

1.  Davis,  F.  A.:  Arch.  Ophth.  44:  175  (1950). 

2.  Morrison,  W.  H.,  and  Truhlese,  S.  M. : Am.  J.  Ophth. 
33:  357  (1950). 

3.  Duke-Elder,  W.  S.:  Text  Book  of  Ophthalmology, 
St.  Louis,  C.  V.  Mosby  Co.,  1939,  vol.  1,  p.  365. 

4.  Cassady,  J.  V.:  Arch.  Ophth.  39:  491  (1948). 

5.  Crawford,  J.  S.:  Canad.  M.  A.  J.  63:  46  (1950). 

6.  Guyton,  J.  S.:  Am.  J.  Ophth.  32:  1517,  1725  (1949). 

7.  Idem:  33:  283  (1950). 

8.  Chandler,  P.  A.:  Tr.  Am.  Acad.  Ophth.,  Jan. -Feb., 
1949.  p.  224. 

9.  Dunnington,  J.  H. : ibid.  Jan. -Feb.,  1949,  p.  213. 

10.  Payne,  B.  F.:  Am.  J.  Ophth.  32:  1376  (1949). 

11.  O'Brien,  C.  S.:  Instructions  in  Ophthalmic  Surgery, 
Iowa  City,  Iowa,  State  University  Hospitals,  Department  of 
Ophthalmology. 

12.  Chandler,  P.  A. : Arch.  Ophth.  32:  23  (1944). 

13.  Burian,  H.  M.:  Ain.  J.  Ophth.  33:  380,  577  (1950). 

14.  Scobee,  R.  G.:  ibid.  32:  1376  (1949). 

15.  Idem:  31:  781  (1948). 

16.  Dunnington,  J.  II.:  ibid.  31:  1404  (1948). 

17.  Idem:  34:  36  (1951). 

18.  Pincus,  M.  H.:  Arch.  Ophth.  43:  509  (1950). 

19.  Calhoun,  F.  P.:  Tr.  Am.  Ophth.  Soc.  47:  498  (1949). 

20.  Kirby,  D.  B.:  Arch.  Ophth.  43:  678  (1950). 

21.  Dunnington,  J.  H.:  ibid.  34:  215  (1945). 

Discussion 

Mortimer  A.  Lasky,  M.D.,  Brooklyn. — Dr.  Koe- 
nig has  carefully  reviewed  a large  subject  with  many 
subtopics,  and  he  has  very  competently  presented 
most  of  the  major  pitfalls  to  which  ocular  surgery  is 

heir. 

He  has  pointed  out  that  the  successful  surgeon 
must  be  mentally  alert  and  able  to  vary  his  technics 


as  situations  demand.  The  operator  must  know 
his  patient  well  and  should  carefully  supervise  all 
preparations  and  studies  prior  to  surgery.  It  is  ad- 
visable to  admit  the  patient  to  the  hospital  a num- 
ber of  days  in  advance,  if  necessary,  especially  for 
intraocular  procedures.  This  practice  is  especially 
valuable  in  orienting  older  patients,  who  are  prone 
to  be  confused  by  a sudden  change  in  their  environ- 
ment. 

Instruments,  solutions,  and  operating  room  per- 
sonnel always  have  been  and  always  will  be  major 
problems.  If  you  are  fortunate  enough  to  have 
competent  residents,  the  difficulties  will  be  mini- 
mized. In  these  days  of  nursing  personnel  shortages 
and  sometimes  rapid  changes,  the  surgeon  must  keep 
a constant  vigilance  over  his  set  ups.  It  is  all  too 
easy  for  a little  carelessness  to  result  in  a catastrophe. 
Sterile  cups  or  glasses  should  be  labeled  or  etched,  in 
addition  to  tinting  their  contents.  We  have  found 
that  rubber  stoppered  vials  of  procaine  solutions  are 
the  safest  preventative  against  accidental  injections 
of  other  solutions. 

A quiet  operating  room  with  the  best  decorum  aids 
the  surgeon  as  well  as  the  patient.  Case  discussions 
have  no  place  at  the  surgical  table. 

Dr.  Koenig  properly  emphasized  the  disadvan- 
tages of  the  exposed  integrated  type  of  implant.  All 
implants  should  be  completely  buried,  and  careful 
attention  to  adequate  covering  of  the  implant  with 
Tenon’s  capsule  will  insure  a much  better  end  result. 
I might  add  that  tantalum  sutures  are  an  unneces- 
sary nuisance  when  tantalum  mesh-covered  im- 
plants are  employed ; plain  or  chromic  gut  are  excel- 
lent for  the  purpose  and  are  easily  placed.  At  pres- 
ent we  are  trying  a new  implant  that  has  a tantalum- 
covered  projection.  This  is  entirely  buried.  A 
prosthesis  with  a funneled  posterior  surface  fits 
snugly  over  the  projecting  orbital  mass,  and  the  re- 
sultant motion  is  usually  highly  satisfactory.  There 
is  no  more  discharge  than  in  any  other  case  where 
conjunctiva  entirely  covers  the  implant. 

In  glaucoma  surgery  the  ab-externo  incision  is  the 
safest  and,  I believe,  is  now  quite  generally  utilized. 
Earlier  surgery  in  the  quiet  phase  is  apparently  the 
method  that  will  militate  against  the  ocular  disas- 
ters that  have  so  frequently  been  encountered  in 
the  chronic  forms  of  glaucoma. 

Dr.  Koenig  judiciously  avoided  the  mention  of 
cyclodiathermy.  He  is  an  advocate  of  enucleation 
in  the  blind  glaucomatous  eye.  However,  there  are 
times  when  enucleation  is  not  considered  to  be  the 
most  desirable  procedure.  Cycloelectrolysis,  as 
practiced  by  Berens,  seems  to  have  much  promise 
for  those  blinded  or  almost  blinded  eyes  that  we  are 
confronted  with  all  too  often. 

In  the  field  of  extraocular  muscle  surgery  the  big- 
gest pitfall  is  the  correct  diagnosis;  that  sometimes 
defies  the  most  expert.  Great  strides  have  been 
achieved  since  Jameson  popularized  the  recession 
operation.  The  author  suggests  that,  if  two  mus- 
cles are  to  be  manipulated,  both  muscles  should  be 
uncovered  aind  evaluated  before  any  definite  proce- 
dure is  accomplished.  This  is  a logical  measure  and 
one  that  should  be  followed. 

Dr.  Koenig  indorses  the  intracapsular  cataract 
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extraction  with  the  use  of  tract  sutures  and  a con- 
junctival flap  based  on  the  limbus.  I believe  that 
these  principles  of  appositional  corneoscleral  sutures 
and  a flap  meet  with  the  consensus  of  opinion  at  the 
present  time.  Cataract  surgery  has  been  advanced 
considerably  as  a result  of  this  type  of  procedure. 
The  flap  certainly  seems  necessary,  if  the  occasional 
complication  of  epithelial  downgrowth  is  to  be  pre- 
vented. I should  like  to  add  that  the  employment 
of  retrobulbar  injections  of  procaine  and  adrenaline 


is  a great  safeguard  in  the  ever-present  threat  of 
vitreous  prolapse. 

Retinal  detachments  have  not  been  discussed. 
These  are  difficult  to  handle  in  many  cases.  More 
important  than  the  surgical  procedure  is  the  study 
of  each  detachment  in  an  effort  to  locate  all  the 
tears  and  potential  tears.  Possibly  the  indirect 
method  of  ophthalmoscopy,  as  advocated  by  Sche- 
pens,  will  further  increase  the  number  of  cures  in  the 
hands  of  the  average  surgeon. 
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WITHIN  the  past  two  decades  the  character 
of  the  daily  practice  of  the  average  oph- 
thalmologist has  been  radically  altered  by  the 
advent  of  the  antibiotics,  successful  application  of 
Crede’s  prophylaxis,  and  the  excellent  accident 
prevention  programs  adopted  by  industry.  As  a 
consequence,  the  physician  is  now  being  con- 
fronted with  the  problems  associated  with  the 
diagnosis  and  treatment  of  developmental,  geriat- 
ric, and  hereditary  pathology.  The  pressure  of 
necessity  is  thus  forcing  the  oculist  to  acquire  a 
thorough  understanding  of  the  principles  of 
genetics  and  the  mechanism  of  ocular  embryol- 
ogy. 

It  is  my  intent  to  present  some  of  the  applica- 
tions that  may  be  made  of  the  principles  of  ge- 
netics in  the  daily  experience  of  the  practitioner. 

Nature  of  the  Gene 

The  modern  concept  of  genetics  is  based  on  the 
gene  theory.  These  genes,  or  the  genetic  mate- 
rial, are  conceived  to  be  arranged  in  single  file, 
linear  fashion  in  the  chromosomes.  The  human 
species  has  48  chromosomes,  23  like  pairs  (the 
autosomes),  and  one  unlike  pair  (the  sex  chromo- 
somes). At  the  reduction  division  (meiosis), 
during  the  maturation  of  the  germ  cells,  the 
chromosome  number  is  halved  so  that  each  ma- 
ture sperm  and  ovum  possesses  24  chromosomes 
(23  autosomes  and  one  sex  chromosome).  At 
fertilization  there  thus  occurs  a restoration  of  the 
original  48  chromosome  number  typical  for  man. 
The  gene  may  be  conceived  as  being  ultra- 
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microscopic,  consisting  of  highly  complex  nucleo- 
protein  molecules,  and  having  the  faculty  of  self- 
perpetuation. This  highly  complex  nucleo-pro- 
tein  molecule,  or  gene,  has  a specific  chemical 
effect,  exerted  chiefly  through  enzymatic  or  anti- 
genic action.  A gene  thus  facilitates  or  actually 
makes  possible  a specific  chemical  reaction  be- 
tween certain  substances  in  the  medium  without 
itself  being  destroyed  or  modified  in  the  process. 
This  medium,  it  must  be  emphasized,  is  also  most 
important.  The  same  group  of  genes  may  give 
rise  to  a very  different  group  of  final  products 
depending  upon  the  type  of  medium  and  condi- 
tions with  which  they  may  act.  The  gene  pattern 
may  be  likened  to  a blueprint,  but  the  final  prod- 
uct is  dependent  upon  the  grade  and  nature  of 
the  building  materials  available  at  the  specific 
time  that  the  chemical  action  occurs.  No 
specific  character  or  trait,  it  should  also  be 
emphasized,  depends  on  one  single  gene  but 
rather  is  determined  by  the  interaction  of  many 
genes  working  in  close  cooperation.  It  is  also 
important  to  be  cognizant  of  the  fact  that  many 
individual  genes,  through  a complex  web  of  reac- 
tions, may  affect  more  than  one  final  character  or 
trait. 

These  genes,  although  arranged  in  a linear 
fashion,  are  capable  of  segregation  and  random 
assortment  as  demonstrated  by  Mendel.  A dis- 
cussion of  Mendelian  principles  is  beyond  the 
scope  of  this  paper. 

Heredity 

Careful  observations  of  families,  sibships,  and 
sporadic  cases  over  the  past  fifty  years  have  given 
the  ophthalmologist  a rather  unique  realization  of 
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the  role  that  heredity  plays  in  his  field.  The 
oculist  is,  furthermore,  most  fortunate  in  that  the 
eye  provides  an  excellent  structure  for  genetic 
study.  Patients  usually  seek  medical  care  early 
because  minor  alterations  in  structure  or  physi- 
ology often  effect  a most  serious  aberration  of 
vision.  In  addition,  the  accessibility  of  the 
ocular  structures  to  careful  examination  by  pre- 
cision instruments  is  most  fortunate  for  facilita- 
tion of  their  study. 

Practical  Applications  of  Heredity 

Genetic  Prognosis. — I am  certain  that  it  is  your 
experience  that  seldom  does  a week  pass  without 
your  being  confronted  with  the  problem  of  eu- 
genic advice.  Such  questions  as  “Will  I develop 
the  disease  seen  in  my  parent?”,  “Is  it  possible 
for  me  to  transmit  this  abnormality  to  my  chil- 
dren?”, or  “Should  we  have  children?”,  etc.,  have 
been  experienced  by  all.  An  answer  should  not 
be  given  unless  the  ophthalmologist  is  qualified  to 
do  so.  The  requisites  for  giving  of  eugenic  advice 
are,  in  my  opinion,  as  follows: 

1 . An  accurate  diagnosis  or  identification  of  the 
trait.  This  necessitates  a well-trained  and 
competent  diagnostician. 

2.  A thorough  knowledge  of  the  principles  of 
human  genetics.  For  the  most  part  these  are 
simple  but  do  require  rather  careful  study  and 
assimilation. 

3.  A familiarity  with  the  literature  pertaining 
to  the  specific  trait  in  question.  This  is  impor- 
tant since  it  provides  a background  for  interpreta- 
tion of  the  usual  mode  of  hereditary  transmission. 

4.  A most  important  requisite  is  the  taking  of  a 

pedigree  of  the  family  for  the  trait  being  studied. 
This  implies  careful  individualization  of  the  fam- 
ily as  well  as  the  patient.  Human  heredity  is 
rather  interesting  in  that  apparently  the  same 
clinical  trait  may  be  transmitted  by  different 
patterns  of  inheritance  in  different  families.  To 
illustrate  this  point:  (a)  Retinitis  pigmentosa, 
without  generalized  associations,  is  believed  to  be 
transmitted  by  six  possible  modes  of  inheritance : 
(1)  recessive,  (2)  dominant,  (3)  sex-linked  reces- 
sive, (4)  intermediate  sex-linked  recessive,  (5) 
dominant  partial  sex-linked,  and  (6)  recessive 
partial  sex-linked;  (6)  Macular  dystrophy  may 
be  inherited  in  the  following  patterns:  (1)  reces- 

sive, (2)  dominant,  and  (3)  recessive  sex-linked; 
and  (c)  Zonular  cataract  may  display  the  fol- 
lowing types  of  transmission:  (1)  recessive,  (2) 

dominant,  and  (3)  sex-linked  recessive. 

I believe  now  you  will  realize  that  because  the 
literature  implies  a specific  disease  to  be  inherited 
as  a dominant,  it  does  not  necessarily  follow  that 
the  family  which  you  are  studying  will  display 
that  pattern,  and  I must,  therefore,  re-emphasize 
that  all  families  must  be  carefully  individualized, 


all  members,  the  normal  as  well  as  the  pathologic, 
meticulously  studied  before  genetic  advice  may  be 
given. 

5.  It  is  important  that  an  extremely  careful 
pregnancy  history  be  obtained  when  you  are  con- 
fronted with  a sporadic  congenital  anomaly. 
Ocular  pathology  may  result  from  noxious  agents 
acting  during  the  intrauterine  environment  which 
cannot  be  clinically  differentiated  from  the  effect 
of  a noxious  gene  action.  The  eye  is  most  likely 
to  be  affected  by  noxious  agents  during  the  first 
few  weeks  of  pregnancy,  since  the  greatest  inter- 
ference with  differentiation  of  that- structure  may 
be  anticipated  at  that  time.  Minor  febrile  illness 
of  the  pregnant  mother  during  the  first  month  of 
pregnancy  is  most  likely  to  effect  anophthalmia, 
microphthalmia,  and  congenital  cystic  eye.  In- 
fections contracted  during  the  second  month  are 
more  likely  to  produce  congenital  cataract,  dis- 
turbance of  retinal  differentiation,  and  other 
systemic  aberrations  such  as  deafness,  anomalies 
of  the  cardiac  system,  liver  metabolic  disturb- 
ances, and  mental  developmental  pathology. 
Noxious  agents  such  as  rubella,  other  exanthems, 
and  the  specific  diseases  have  been  known  to  pass 
the  barrier  of  the  placenta  and  effect  the  above- 
mentioned  errors  of  ocular  differentiation.  Pre- 
maturity must  always  be  inquired  about  in  view 
of  the  marked  increase  in  the  incidence  of  retro- 
lental  fibroplasia. 

The  giving  of  genetic  advice  becomes  most  dif- 
ficult when  one  is  confronted  with  a sporadic  case 
of  developmental  ocular  anomaly  (i.e.,  a case  with 
parents  normal  for  the  trait  being  studied). 
Three  possibilities  must  always  be  considered : 

1 . The  aberration  may  have  been  the  result  of  a 
noxious  intrauterine  agent.  Here,  again,  a care- 
ful pregnancy  history  may  help. 

2.  The  aberration  may  have  resulted  from  a 
mutation  occurring  in  the  germ  plasm  of  one  of 
the  two  parents.  The  mode  of  transmission  of 
the  specific  trait  cannot  be  determined  until  the 
affected  individual  has  offspring.  The  question 
as  to  whether  the  involved  parents  can  have 
similarly  affected  children  will  depend  largely 
upon  where  in  the  maturation  process  of  the  germ 
cells  the  mutation  occurred.  If  it  occurred  early 
in  the  development  of  the  primordial  germ 
cells,  then  the  parents  might  anticipate  subse- 
quent affected  children  because  of  the  theoretic 
presence  of  a large  number  of  the  affected  genes. 
If  the  mutation,  however,  occurred  late  in  the 
maturation  process,  then  the  possibility  of  further 
affected  children  would  be  most  remote  due  to  the 
extreme  proportional  sparsity  of  the  altered 
genes.  Since  the  time  or  place  where  mutation 
occurred  is  unknown  to  us,  it  becomes  impossible 
to  give  a satisfactory  answer. 

3.  The  third  possibility  is  that  the  aberrant 
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trait  may  have  been  the  result  of  a recessive  mode 
of  transmission.  In  this  case  it  would  have  been 
necessary  for  each  of  the  parents  to  have  contr  ib- 
uted a similar  abnormal  gene,  thus  giving  the 
child  a double  dose  (or,  as  it  is  said,  the  child  is 
homozygous).  Since  related  individuals  are 
more  likely  to  possess  similar  germplasm,  the 
question  of  consanguinity  is  most  important  in 
the  diagnosis  of  recessive  disease  states.  Most 
people  are  understandably  reluctant  to  admit 
consanguinity  or  simply  do  not  know  about  their 
families.  This  point,  however,  must  be  ener- 
getically pursued,  and  often  the  question  will  be 
answered  if  the  importance  of  the  point  is  empha- 
sized to  the  parents. 

In  most  instances,  even  after  all  of  the  above- 
mentioned  factors  have  been  inquired  into,  it  is 
still  impossible  to  give  adequate  genetic  advice. 
It  has  been  our  custom,  having  ruled  out  the 
possibility  of  intrauterine  disease  and  after  care- 
ful examination  of  the  parents,  simply  to  tell  the 
couple  that  they  have  a greater  chance  of  having 
another  similarly  affected  child  than  would  any 
other  random  mating.  Statistics  actually  sug- 
gest that  they  have  about  a 10  to  12  per  cent 
greater  chance  of  having  another  similarly  af- 
fected offspring. 

Diagnosis. — The  second  application  of  the 
knowledge  gained  through  the  study  of  human 
genetics  is  the  aid  to  diagnosis  provided  the  prac- 
ticing physician.  This  is  most  easily  illustrated 
by  discussing  a few  of  the  hereditary  syndromes. 
The  recognition  of  several  apparently  unrelated 
pathologic  traits  as  constituting  a syndrome  is  a 
rapidly  growing  and  very  important  advance  in 
modern  medicine.  Through  the  recognition  of 
the  ocular  manifestations  of  these  hereditary 
syndromes  the  ophthalmologist  can  be  of  im- 
portant service  to  his  colleagues  in  other  fields  of 
medical  endeavor. 

Apparently  depending  upon  a single  gene, 
several  specific  abnormal  traits  may  be  present  in 
the  same  individual  and  transmitted  as  a unit. 
Such  a group  of  characters  is  called  a syndrome. 
A w'ell-known  example  of  such  a syndrome  is 
epiloia  or  Bourneville’s  disease.  Typical  of  this 
disease  are  mental  deficiency,  adenoma  se- 
baceum, and  epileptic  attacks  associated  with 
hypertrophic  sclerosis  of  the  cerebral  cortex  and 
tumors  of  the  kidneys,  spleen,  lungs,  etc.  Ret- 
inal cystic-like  tumors  are  not  uncommon. 
Rhabdomyomata  of  the  heart,  hypernephroma, 
and  fibromata  of  the  skin  may  also  be  associated. 
The  important  factor  to  recall  about  most  heredi- 
tary syndromes  is  that  the  affected  individual 
seldom  presents  all  of  the  diagnostic  features  of 
the  syndrome  but  rather  exhibits  only  one  or  two 
(formes  frustes).  For  example,  the  presence  of  a 
rare  hypernephroma  of  the  kidney  in  a parent  of  a 


child  with  idiocy  and  retinal  tumors  might  well 
suggest  the  diagnosis  of  Bourneville’s  disease.  I 
am  cer  tain  that  many  such  examples  will  occur  to 
the  audience. 

Prevention. — A third  most  practical  application 
of  human  genetics  to  the  science  of  ophthalmology 
is  the  institution  of  preventive  measures  on  the 
basis  of  the  hereditary  history.  A good  example 
is  chronic  simple  glaucoma,  which  may  be  in- 
herited as  a simple  dominant  trait  or  may  be  re- 
cessive. It  is  frequently  possible  to  prevent  or  at 
least  to  modify  the  ravages  of  this  disease  in  the 
relatives  of  an  affected  individual.  This,  of 
course,  necessitates  a careful  scrutiny  ot  the  rela- 
tives by  thorough  examination  and  provocative 
tests.  When  affected  individuals  are  so  dis- 
covered, the  instigation  of  early  medical  or  sur- 
gical treatment  may  prevent  destructive  or  ir- 
reparable visual  acuity  changes.  I must  inject  at 
this  point  that  glaucoma  detection  programs 
would  do  well  to  confine  their  activities  to  the 
relatives  ot  known  affected  individuals.  The 
glaucoma  clinics  should  provide  a most  fertile 
source  of  material. 

When  xanthoma  tuberosum  is  present  in  an 
individual  it  frequently  suggests  a hypercholes- 
terolemia. Instigation  of  an  adequate  dietary 
regimen  may  prevent  or  modify  serious  cardiac 
pathology  in  the  affected  individual  and  his 
similarly  affected  relatives. 

The  recognition  of  genetic  carriers  of  a disease 
is  a most  important  field  of  research,  and  the  na- 
tion is  rapidly  awakening  to  the  realization  of  the 
role  played  by  heredity  in  the  degenerative  dis- 
eases. That  many  of  the  ocular  diseases  of 
senility  are  hereditary  is  being  recognized.  It  is 
thus  necessary  for  us  to  be  able  to  determine  early 
the  genetic  carriers  of  these  diseases  before  the 
clinical  manifestations  develop.  That  advances 
in  this  respect  are  being  made  is  suggested  by  the 
fact  that  individuals  having  a predisposition  to 
gout,  hypertension,  and  diabetes  may  possibly  be 
determined  by  administering  to  these  patients  a 
stress  phenomenon  such  as  is  provided  by  small 
dosages  of  ACTH.  It  becomes  imperative  that 
such  predisposed  individuals  be  taught  the  neces- 
sary modifications  of  their  environment  and  daily 
life  which  will  mitigate  or  prevent  the  appearance 
of  the  full-blown  disease. 

Treatment 

Most  physicians  have  adopted  the  attitude  that 
when  a disease  has  been  proved  to  be  hereditary, 
treatment  is  of  no  avail.  That  this  is  entirely  a 
fallacious  conception  is  most  clearly  exemplified, 
especially  in  our  own  field  of  specialization.  The 
medical  and  surgical  treatment  of  glaucoma  has 
been  most  successful,  especially  when  instigated 
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early  in  the  course  of  the  disease.  Congenital 
and  senile  cataract  respond  most  satisfactorily  to 
surgical  intervention.  The  nuclear  and  zonular 
cataract  frequently  associated  with  galactosemia 
can  absolutely  be  prevented  by  prompt  insti- 
gation of  an  appropriate  protein  dietary  regime. 

The  constitutional  diseases  such  as  hyperten- 
sion, hypercholesterolemia,  gout,  diabetes,  famil- 
ial icterus,  mysathenia  gravis,  and  many  of  the 
collagenous  diseases  can,  in  most  instances,  be 
therapeutically  controlled  or  modified.  The 
future,  moreover,  promises  great  advancements 
in  the  therapeutic  management  of  the  degenera- 
tive and  constitutional  (hereditary)  disease  states. 
The  recognition  of  the  significance  and  role  of  the 
hormonal  system  in  these  diseases  has  opened  the 
portals  to  very  intensive  research  from  which  we 
may  expect  much. 

From  the  aspect  of  genetic  research  we  are 
learning  the  importance  and  role  of  “modifying 
genes”  in  ameliorating  or  controlling  the  expres- 
sivity of  noxious  genes.  With  the  acquisition  of 
more  specific  knowledge  of  the  inheritance  pat- 
terns of  disease  states,  prophylactic  eugenics  will 
foreseeably  be  practical  and  widely  utilized. 
Education  of  the  medical  profession  as  well  as  of 
the  laity  will  provide  a sound  background  on 
which  medical  eugenics  will  prosper. 

Summary 

The  role  of  genetics  in  ophthalmology  has  been 
illustrated  by  emphasizing  its  importance  to  the 


oculist  in  the  prognosis,  diagnosis,  and  prevention 
of  ocular  pathology. 

Discussion 

Albert  C.  Snell,  Jr.,  M.D.,  Rochester. — Dr.  Falls 
has  given  us  an  excellent  summary  of  the  role  of 
heredity  in  ophthalmology.  One  aspect  of  his  paper 
which  deserves  emphasis  is  that  dealing  with  genetic 
advice.  In  my  experience,  incorrect  genetic  advice 
followed  by  a tragic  outcome  gives  rise  to  a lasting 
bitterness  toward  the  whole  medical  profession. 
There  are  two  ways  in  which  we  can  improve  our 
public  relations  in  this  area.  The  first  is  by  the 
taking  of  a careful  genetic  history,  accurate  diagno- 
sis, and  examination  of  other  members  of  the 
family,  as  urged  by  Dr.  Falls. 

In  amplification  of  his  remarks,  I can  only  add 
that  it  is  not  necessary  for  the  ophthalmologist  to 
express  an  opinion  at  the  time  of  the  first  patient- 
interview.  He  gains  rather  than  loses  respect  if  he 
points  out  to  the  patient  or  his  family  the  complexity 
of  the  problem  and  takes  time  to  study  the  available 
information  before  giving  advice.  Secondly,  some 
of  the  mistaken  ophthalmic  genetic  advice  which  I 
have  encountered  has  been  given  by  the  family  doc- 
tor or  general  practitioner.  The  blame  for  this 
falls  squarely  on  the  ophthalmologists.  It  is  ob- 
vious that  our  instruction  in  medical  schools  should 
be  modified  or  shifted  in  emphasis  so  that  all  branches 
of  the  medical  profession  are  better  informed  on 
ophthalmologic  genetics,  or  at  least  aware  of  the 
difficulties  and  of  the  hazards  of  unconsidered  opin- 
ions. Human  genetics  should  be  a mutually  profit- 
able and  inspiring  meeting  ground  because  of  the  ex- 
tensive overlapping  among  all  fields  of  medicine  of 
the  manifestations  of  human  hereditary  abnormalities. 


CHILDREN’S  BILL  OF  RIGHTS 

For  each  child  regardless  of  race,  color,  or  creed — 

1.  The  right  to  the  affection  and  intelligent  guid- 
ance of  understanding  parents. 

2.  The  right  to  be  raised  in  a decent  home  in 
which  he  or  she  is  adequately  fed,  clothed,  and 
sheltered. 

3.  The  right  to  the  benefits  of  religious  guidance 
and  training. 

4.  The  right  to  a school  program,  which,  in  addi- 
tion to  sound  academic  training,  offers  maximum 
opportunity  for  individual  development  and  prep- 
aration for  living. 

5.  The  right  to  receive  constructive  discipline 
for  the  proper  development  of  good  character,  con- 
duct, and  habits. 

6.  The  right  to  be  secure  in  his  or  her  community 


against  all  influences  detrimental  to  proper  and 
wholesome  development. 

7.  The  right  to  the  individual  selection  of  free 
and  wholesome  recreation. 

8.  The  right  to  live  in  a community  in  which 
adults  practice  the  belief  that  the  welfare  of  their 
children  is  of  primary  importance. 

9.  The  right  to  receive  good  adult  example. 

10.  The  right  to  a job  commensurate  with  his  or 
her  ability,  training,  and  experience,  and  protection 
against  physical  or  moral  employment  hazards 
which  adversely  affect  wholesome  development. 

11.  The  right  to  early  diagnosis  and  treatment 
of  physical  handicaps  and  mental  and  social  mal- 
adjustments, at  public  expense  whenever  neces- 
sary.— New  York  State  Youth  Commission 


EXCISION  OF  EXTENSIVE  LYE  STRICTURES  OF  THE  ESOPHAGUS 

John  R.  Paine,  M.D.,  Buffalo,  New  York 

( F rom  the  Buffalo  General  Hospital) 


THE  fairly  general  acceptance  of  early  re- 
peated dilatation  of  the  esophagus,  as  ad- 
vocated by  Salzer,  has  improved  the  prognosis 
for  those  patients  that  have  swallowed  corrosive 
substances  such  as  lye  or  strong  acids.  Never- 
theless, the  occasional  case  of  chronic  severe 
cicatricial  stenosis  of  the  esophagus  continues  to 
be  one  of  the  most  serious  problems  with  which 
the  otolaryngologist  must  deal.  The  presence 
of  such  a lesion  constitutes  a major  tragedy  for 
the  patient,  both  in  the  form  of  the  disability 
and  in  the  expense  which  the  usual  method  of 
treatment  by  repeated  dilatation  entails. 

It  would  be  inappropriate  for  me  to  attempt 
to  evaluate  critically  the  present-day  treatment 
of  the  early  acute  case.  My  interest  lies  chiefly 
in  those  patients  who  develop  a severe  stenosis 
despite  the  best  of  treatment  by  dilatation. 
That  the  number  of  such  patients  can  be  mark- 
edly decreased  would  seem  to  be  borne  out  by 
the  report  of  Kernodle  and  his  colleagues  in 
1948.1  They  reported  a series  of  102  patients 
that  swallowed  lye  or  a solution  of  lye.  Twenty- 
one  of  these  patients  were  treated  by  a well- 
planned  regimen  of  early  repeated  dilatation, 
and  only  one  permanent  severe  stricture  de- 
veloped. On  the  other  hand,  manj'  patients 
are  not  seen  by  physicians  capable  of  treating 
this  lesion  properly  until  after  strictures  have 
already  developed.  Holinger  and  Johnson  in 
1951  reported  a series  of  96  patients  that 
had  swallowed  corrosive  solutions.2  Sixty-four 
of  these  patients  had  well-developed  strictures 
when  first  seen  by  the  authors,  and  twenty- 
seven  had  complete  obstruction.  We  will  con- 
tinue to  see,  therefore,  for  some  time  to  come,  in 
all  likelihood,  a sizable  number  of  children  with 
severe  strictures  of  the  esophagus  that  will  re- 
quire our  continued  assistance. 

Until  fairly  recently  surgery  had  little  to  offer 
such  patients  other  than  repeated  dilatation  with, 
in  addition,  a gastrostomy  for  feeding  or  as  an 
aid  in  performing  the  dilatations.  During  the 
past  twelve  years,  however,  the  technic  of 
esophageal  surgery  has  been  so  developed  and 
the  associated  mortality  so  decreased  that 
esophageal  resection  can  now,  in  all  good  con- 
science, be  recommended  to  selected  patients 
with  benign  lesions.  The  patient  with  a severe 
benign  stricture  of  the  esophagus  is  now  be- 
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ginning  to  profit  by  this  surgical  advance.  Up 
to  the  present  time,  there  are  only  16  patients  re- 
ported in  the  American  literature  with  such 
lesions  in  which  the  stricture  has  been  removed 
and  the  continuity  of  the  gastrointestinal  tract 
restored.  These  16  patients  have  been  oper- 
ated upon  by  nine  different  surgeons,  with  only 
one  fatality.  The  results  in  all  the  surviving  15 
patients  are  reported  as  excellent  or  satisfactory. 
It  must  be  admitted,  however,  that  the  follow- 
up in  several  of  the  reports  is  very  brief.3-11 

The  methods  employed  in  these  operations 
have  been  as  follows : 

1.  Reconstruction  of  the  esophagus  by  means 
of  an  extrathoracic  skin-lined  tube  connecting 
the  cervical  esophagus  with  the  stomach  (1  case). 

2.  Reconstruction  by  means  of  a loop  of  je- 
junum within  the  chest  connecting  the  esophagus 
above  the  stricture  with  the  stomach  (2  cases). 

3.  Reconstruction  by  means  of  an  anasto- 
mosis between  the  esophagus  above  the  stricture 
and  the  stomach,  usually  high  in  the  thorax  or 
in  the  lower  cervical  region  (13  cases). 

It  is  apparent  that  the  dislocation  of  the 
stomach  into  the  chest  with  direct  anastomosis 
between  the  stomach  and  the  esophagus  above 
the  most  proximal  extent  of  the  stricture  has  been 
the  most  favored  procedure.  This  is  an  opera- 
tion of  considerable  magnitude  which,  for  suc- 
cessful accomplishment,  demands  a competent 
surgical  team,  excellent  facilities  for  postopera- 
tive care,  and  the  use  of  an  operating  room  for  at 
least  half  a working  day. 

The  abdomen  must  be  entered  first  and  the 
stomach  freed  from  all  its  attachments  and  blood 
supply  except  at  the  pylorus,  where  the  right 
gastric  and  right  gastroepiploic  arteries  with  their 
anastomoses  are  preserved.  The  viability  of  the 
stomach  will  depend  upon  the  integrity  of  this 
blood  supply  being  maintained.  The  lower  portion 
of  the  thoracic  esophagus  is  then  dissected  from  its 
bed  bluntly  with  the  finger  through  the  esophageal 
hiatus  of  the  diaphragm,  which  is  enlarged  to 
admit  easily  three  or  four  fingers.  Exposure  of 
the  thoracic  esophagus  can  be  obtained  through 
either  the  left  or  right  pleural  cavities.  Most 
surgeons  prefer  to  work  in  the  left  chest,  but  a 
few,  including  the  author,  for  technical  reasons 
prefer  the  right  chest.  The  strictured  area  of 
the  esophagus  is  dissected  from  its  bed,  and  the 
stomach  is  pulled  into  the  chest.  The  strictured 
portion  of  the  esophagus  and  all  of  the  distal 
esophagus,  whether  it  is  strictured  or  not,  is  ex- 
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cised,  and  the  esophageal  orifice  of  the  stomach 
closed.  The  stomach  is  then  fixed  to  the  parietal 
pleura  of  the  posterior  chest  wall,  and  an  anasto- 
mosis made  between  the  end  of  the  proximal  esoph- 
agus and  the  anterior  wall  of  the  stomach.  In 
most  cases  this  anastomosis  will  lie  in  the  upper- 
most part  of  the  chest,  but  in  some  instances  in 
order  to  get  above  the  strictur  e the  stomach  will 
have  to  be  carried  up  into  the  lower  cervical  region 
and  the  anastomosis  made  through  an  additional 
incision  placed  low  in  the  neck. 

During  1950  we  had  occasion  to  operate  upon 
two  children  with  severe  extensive  lye  strictures 
of  the  esophagus  at  the  Children’s  Hospital  in 
Buffalo  according  to  this  method. 

Case  Reports 

Case  1. — Nancy  H.,  at  the  age  of  four,  drank  some 
lye  settings  in  August,  1945.  She  was  given  egg 
white  and  water  immediately  and  then  taken  to  her 
local  hospital  where  supportive  treatment  was 
given.  She  was  admitted  to  the  Children’s  Hospi- 
tal in  Buffalo  on  October  14,  1945,  complaining  of 
severe  dysphagia.  Frequently  repeated  dilatations 
of  the  esophagus  were  begun  the  following  day  with 
a number  17  French  bougie.  A gastrostomy  was 
performed  on  January  21,  1946,  for  a series  of  retro- 
grade dilatations.  On  one  occasion  the  esophageal 
lumen  was  increased  sufficiently  to  accept  a number 
30  French  dilator,  but  for  the  most  part  her  physi- 
cians had  to  be  satisfied  to  maintain  the  lumen  at 
numbers  20  to  22  French.  For  some  of  the  time  this 
required  weekly  dilatations,  but  liquids  and  some 
soft  foods  could  be  taken  fairly  well.  Growth  was 
normal,  but  the  patient  was  never  robust.  This 
method  of  treatment,  persisted  in  for  fifty-one 
months,  required  96  hospital  admissions  for  a total 
of  116  esophageal  dilatations,  each  done  under  a 
general  anesthesia,  not  a desirable  existence  for  an 
attractive  young  schoolgirl. 

In  January,  1950,  it  was  decided  to  attempt  to 
excise  the  stricture  and  anastomose  the  stomach  to 
the  proximal  esophagus.  X-ray  studies  with  barium 
sulfate  showed  the  stricture  to  begin  at  the  level  of 
the  upper  surface  of  the  aortic  arch  and  to  extend 
downward  for  an  indefinite  distance.  The  esoph- 
agus proximal  to  the  stricture  was  moderately 
dilated. 

Operation  was  performed  on  January  6,  1950. 
After  the  stomach  was  mobilized  through  a left 
paramedian  incision,  the  right  pleural  cavity  was 
entered  through  the  bed  of  the  fifth  rib.  The  esoph- 
agus was  freed  from  its  bed  only  after  considerable 
difficulty,  due  to  the  periesophageal  fibrosis.  In 
order  to  remove  all  of  the  stricture,  it  was  necessary 
to  transect  the  esophagus  at  the  level  of  the  third 
intercostal  space  behind;  anastomosis  at  this  level 
between  the  proximal  portion  of  the  esophagus  and 
the  anterior  wall  of  the  stomach  was  done. 

Convalescence  following  this  operation,  which 
required  five  and  a half  hours  and  the  transfusion 
of  750  cc.  of  blood,  was  remarkably  uneventful. 


The  stomach  was  kept  decompressed  for  three  days 
by  suction  applied  to  an  indwelling  nasal  tube. 
After  this,  oral  feedings  were  begun,  and  at  the 
time  of  the  patient’s  discharge  from  the  hospital 
twelve  days  after  operation,  she  was  eating  a full 
diet  for  the  first  time  in  four  and  a half  years. 

During  the  sixteen  months  that  have  passed 
since  the  esophagus  was  excised,  she  has  continued 
to  do  well.  She  can  eat  all  types  of  food. 

Case  2. — Malcolm  S.,  at  the  age  of  one,  put  some 
lye  in  his  mouth  on  June  1,  1946.  How  much  of 
this  poison  he  swallowed  is  not  known,  but  he  was 
given  milk  and  white  of  egg  immediately  as  anti- 
dotes. Four  hours  after  the  accident  his  stomach 
was  lavaged  at  a local  hospital.  Dysphagia  began 
two  weeks  later  and  on  June  17,  1946,  the  patient 
was  admitted  to  the  Children’s  Hospital  in  Buffalo. 
Weekly  dilatations  were  begun  immediately.  In 
September,  1946,  a gastrostomy  was  performed  for 
retrograde  dilatations  which  were  continued  for 
several  months.  The  esophageal  lumen  was  main- 
tained to  accept  a number  22  to  24  French  dilator, 
which  permitted  the  ingestion  of  liquid  and  semi- 
soft  foods  with  only  moderate  difficulty.  A fair 
degree  of  nutrition  was  maintained,  and  normal 
growth  occurred  but  at  the  expense  of  87  admis- 
sions to  the  hospital  and  110  dilatations  of  the  esoph- 
agus under  general  anesthesia. 

On  April  24,  1950,  the  patient  was  readmitted  to 
the  Children’s  Hospital  in  Buffalo  for  excision  of  the 
esophageal  stricture.  X-ray  examination  with  bar- 
ium sulfate  showed  the  presence  of  a severe  esoph- 
ageal stricture  of  indeterminate  length  beginning 
at  the  level  of  the  third  thoracic  vertebra,  with  a 
less  severe,  narrow,  weblike  stricture  above  at  the 
level  of  the  first  thoracic  vertebra. 

Esophagectomy  was  performed  on  April  26, 1950, 
using  the  same  technic  as  previously  described.  The 
stomach  was  drawn  up  into  the  right  chest  and  anas- 
tomosed to  the  esophagus  at  the  level  of  the  second 
thoracic  vertebra.  This  excision  did  not  remove  the 
weblike  constriction  at  the  level  of  the  first  thoracic 
vertebra.  It  was  the  esophagoscopist’s  opinion 
that  this  remaining  constriction  could  be  controlled 
easily  by  an  occasional  dilatation.  If  the  excision 
had  been  extended  to  include  this  constriction,  the 
anastomosis  would  have  had  to  have  been  made  in 
the  neck  through  an  additional  incision  with  an  ap- 
preciable increase  in  the  risk. 

The  postoperative  course  of  this  patient  was  some- 
what stormy.  When  oral  feedings  were  begun 
three  days  after  operation,  there  was  a complete  ob- 
struction at  the  pylorus.  On  the  sixth  postopera- 
tive day,  fluoroscopic  examination  with  barium  con- 
firmed this  clinical  impression.  Because  of  the 
possibility  of  this  obstruction  being  on  the  basis  of 
a mechanical  occlusion  of  the  duodenum  or  pylorus 
by  the  diaphragm,  and  because  the  patient  was 
rapidly  losing  ground  from  the  aspiration  of  large 
quantities  of  gastric  secretions  by  an  indwelling 
suction  tube,  it  was  decided  to  explore  the  abdomen. 
This  was  done  on  May  2,  1950.  No  mechanical 
cause  for  the  obstruction  could  be  found.  Persist- 
ing spasm  of  the  pylorus  due  to  severance  of  both 
vagus  nerves  at  the  time  of  the  esophagectomy  was 
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thought  to  be  the  chief  difficulty.  The  duodenum 
was  opened  and  the  pylorus  forcefully  dilated  with 
a large  hemostat.  A catheter  was  then  passed 
through  the  pylorus  up  into  the  stomach  after  the 
manner  of  a Witzel  enterostomy.  In  addition,  a 
jejunostomy  was  performed.  With  this  arrange- 
ment the  patient  could  be  given  liquids  by  mouth, 
the  gastric  contents  aspirated  and  returned  through 
the  jejunostomy  until  the  pyloric  spasm  relented. 
X-ray  examination  on  May  10,  1950,  showed  that  a 
barium  suspension  taken  by  mouth  readily  passed 
into  the  duodenum.  Feeding  with  solid  food  was 
begun  immediately,  and  both  the  duodenostonyy 
and  jejunostomy  tubes  were  removed  a few  days 
later.  For  the  following  two  weeks  an  occasional 
emesis  with  epigastric  cramplike  pain  was  com- 
plained of  by  the  patient,  but  when  he  was  dis- 
charged from  the  hospital  on  June  1,  1950,  on  a daily 
regimen  of  four  feedings  of  a high- protein,  low-residue 
diet,  there  were  no  complaints. 

During  the  eleven  months  since  the  operation  the 
remaining  stricture  has  been  dilated  only  twice,  the 
last  time  being  eight  months  ago. 

Comment 

The  results  obtained  in  these  two  cases  have 
been  very  gratifying  to  the  patients  themselves, 
their  parents,  and  their  physicians.  The  neces- 
sity of  frequent  hospitalization,  with  the  asso- 
ciated discomfort  of  repeated  esophageal  dilata- 
tions, has  been  eliminated.  Of  more  importance, 
however,  is  that  the  patients  can  eat  like  human 
beings  are  supposed  to  eat  and  can  look  forward 
to  a fairly  normal  life,  with  only  a minimal  degree 
of  physical  disability. 

It  is  well  to  emphasize  the  tremendous  eco- 
nomic problem  which  successful  surgery  solves 
in  this  type  of  patient.  The  total  expense  of 
hospitalization  alone,  excluding  all  professional 
fees,  from  the  time  of  ingestion  of  the  lye  up  to 
the  time  of  excision  of  the  stricture  was  $3,815.90 
in  the  case  of  Nancy  H.,  and  $5,714.99  in  the 
case  of  Malcolm  S.  Few  families  in  this  State 
can  afford  such  expense,  so  in  most  instances,  as 
in  these  reported  today,  it  must  be  borne  by  the 
State  and  supported  by  taxation. 

Certain  postoperative  problems  have  had  to  be 
solved.  In  both  of  our  patients,  particularly 
in  the  early  postoperative  period,  the  high  gastro- 
esophageal anastomosis  tended  to  permit  the 
frequent  regurgitation  of  gastric  contents  into 
the  pharynx  when  the  patients  lay  down  shortly 
after  eating.  The  anastomosis  of  the  esophagus 
to  the  anterior  wall  of  the  stomach  minimizes 
but  does  not  entirely  eliminate  this  complication. 
It  has  been  found  helpful  to  give  the  evening 
meal  with  as  great  an  interval  before  bed  time  as 
practical  and  to  have  the  patient  sleep  on  two 
pillows  instead  of  one  or  none. 

Both  of  these  patients  had  to  relearn  how  to 
chew  and  eat.  The  taste  of  many  solid  foods  had 


been  forgotten  or  had  never  been  experienced- 
This  was  particularly  true  of  meat.  Give  a child 
the  ability  to  swallow,  however,  and  this  part  of 
his  education  is  not  hard  for  him  to  master. 

Gastric  retention  due  to  atony  of  the  stomach 
and  spasm  of  the  pylorus  may  on  occasion  be  a 
real  problem,  as  the  story  of  our  second  patient 
has  indicated.  These  are  the  complications  of 
vagotomy,  which  can  be  expected  to  cause  less 
trouble  as  time  goes  on.  X-rays  of  the  chest 
taken  at  intervals  after  operation,  however, 
usually  show  the  stomach  to  be  somewhat  dis- 
tended and  rarely  entirely  empty.  The  competi- 
tion between  the  stomach  and  the  lung  for  space 
within  the  right  chest  has  not  produced  symptoms 
of  any  great  significance.  Some  shortness  of 
breath  for  a time  after  a large  meal  is  all  that  has 
occurred. 

Inasmuch  as  the  mortality  following  this  type 
of  surgery  in  this  type  of  patient  is  relatively  low 
(one  death  in  18  cases)  and  the  end  results  are 
consistently  satisfactory,  some  such  procedure 
should  be  recommended  to  selected  patients 
more  often  than  is  now'  the  case. 

Summary 

The  treatment  of  persisting  extensive  stricture 
follow  ing  the  accidental  ingestion  of  lye  by  a child 
remains  a problem  of  some  magnitude  in  many  of 
our  hospitals  and  poses  a tragic  situation  for  the 
patient  both  from  the  standpoint  of  physical  dis- 
ability' and  expense. 

Two  patients,  five  and  nine  years  of  age,  have 
recently  been  successfully  treated  at  the  Chil- 
dren’s Hospital  in  Buffalo  by  excision  of  the 
stricture  and  high  intrathoracic  gastroesopha- 
gostomy. These  patients  are  now  able  to  eat  a 
normal  diet  and  can  look  forward  to  a much  more 
normal  existence  than  previously. 

The  American  literature  contains  reports  of  16 
other  excisions  of  extensive  inflammatory  stric- 
tures with  only  one  death  and  satisfactory  re- 
sults in  the  surviving  15  patients. 

100  High  Street 


References 

1.  Ivernodle,  G.  W.,  Taylor,  G.,  and  Davison,  W.  C.:  I 

Am.  J.  Dis.  Child.  75:  135  (1948). 

2.  Holinger,  P.  H.,  and  Johnston,  K.  C. : Surg.  Clin. 

North  America  31:  135  (Feb.)  1951. 

3.  Bigger,  I.  A.,  and  Vinson,  P.  P. : Surgery  28:  887 

(1950). 

4.  DeBakey,  M.  E.,  and  Ochsner,  A.:  ibid.  23:  935 

(1948). 

5.  Donald,  C.  J.,  and  Kessler,  C.  H.:  South.  M.  J. 

41:  26  (1948). 

6.  Harrison,  A.  W. : J.  Thoracic  Surg.  18:  316  (1949). 

7.  Puestow,  C.  B.,  and  Chess,  S.  J.:  Arch.  Surg.  56: 

34  (1948). 

8.  Rienhoff,  Wr.  G.:  South.  M.  J.  39:  928  (1946). 

9.  Sweet,  R.  H. : Surg..  Gyncc.  & Obst.  83:  417  (1946). 

10.  Taylor,  E.  R.,  and  Ciagett,  O.  T. : Proc.  Staff  Meet., 
Mayo  Clin.  24:  473  (1949). 

11.  Webb,  B.,  and  Woolsey,  D.  S.:  J.A.M.A.  141:  384 
(1949). 


RADICAL  SURGERY  FOR  HEAD  AND  NECK  CANCER 

William  L.  Watson,  M.D.,  New  York  City 

( From  the  Departments  of  Surgery,  New  York  University-Bellevue  Medical  Center, 
Memorial  Hospital,  and  Manhattan  Eye,  Ear,  and  Throat  Hospital) 


THE  surgical  principles  and  the  technics  for 
radical  management  of  cancer  of  the  oral 
cavity  and  neck  were  worked  out  and  practiced 
many  years  ago  by  such  pioneers  as  Semkin  and 
Willy-Meyer,  and  yet  this  form  of  treatment  did 
not  attain  popular  support  among  surgeons  and 
cancer  specialists.  Surgeons  of  the  day  did  not 
follow  the  lead  of  these  pioneers  for  the  following 
reasons:  (1)  a high  operative  mortality;  (2) 

protracted  morbidity  rate;  (3)  poor  end  results; 
(4)  failure  of  those  advocating  the  procedure  to 
publish  their  results  and  survival  rates,  and  (5) 
serious  disfigurements  leading  to  psychiatric 
problems  in  those  patients  who  did  recover  from 
their  surgical  treatment. 

Twenty  years  ago  the  trend  was  definitely 
away  from  radical  surgery  and  in  the  direction 
of  radiation  therapy.  This  was  indeed  a natural 
reaction  in  view  of  the  great  advances  made  in 
radiation  technics  and  in  the  biophysical  under- 
standing of  x-ray  and  radium  therapy  for  cancer. 
The  evidence  is  ample  to  show  that  a marked 
improvement  in  general  cancer  salvage  rates 
occurred  under  well-planned  radiotherapeutic 
management. 

Since  the  advent  of  chemotherapy,  antibiotics, 
and  good  anesthesia  (which  together  enable  the 
, average  surgeon  to  carry  out  safely  extensive 
head  and  neck  operations  for  cancer)  we  must 
! again  re-evaluate  radical  surgery  and  see  whether 
the  final  salvage  rate  may  indeed  be  improved  by 
such  measures.  A true  evaluation  may  require 
several  more  years  of  research  and  patient  en- 
deavor, but  we  can  say  even  at  this  stage  of  our 
knowledge  that  the  operative  mortality  has  been 
brought  well  within  the  range  of  acceptability, 
and  the  early  statistics  indicate  that  an  improved 
salvage  rate  is  to  be  expected. 

A full  discussion  of  all  head  and  neck  cancers, 
according  to  anatomic  sites,  is  not  within  the 
scope  of  this  report,  which  will  therefore  be 
limited  to  the  following  major  topics:  first,  the 
radical  neck  dissection  for  head  and  neck  cancer, 
which  is  of  prime  importance  as  it  forms  the 
basis  upon  which  the  planning  of  most  of  the  so- 
called  combined  operations  depends.  Cancer 
of  the  thyroid  calls  for  special  consideration,  as 
does  cancer  of  the  cervical  esophagus.  Finally, 
cancer  of  the  gingivae  and  floor  of  the  mouth  as 
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the  radical  operation  for  cancer  in  these  areas 
illustrates  very  well  the  surgical  principles  to  be 
followed  in  management  of  most  of  the  other 
intraoral  cancers  metastatic  to  the  neck. 

Radical  surgery  for  head  and  neck  cancer  re- 
quires more  than  a surgeon  and  an  operating 
room.  It  demands  a team  effort,  and  a success- 
ful outcome  depends  upon  the  skillful  and  unified 
efforts  of  the  internist  in  evaluating  and  pre- 
paring the  patient  preoperatively  and  in  man- 
aging the  numerous  medical  problems  which 
may  arise  in  these  elderly  patients  following  a 
long,  serious,  often  difficult  operation.  The 
anesthesia  is  of  the  greatest  importance,  as  the 
type  of  surgery  under  discussion  cannot  be 
carried  out  safely  unless  the  surgeon  can  count 
on  the  help  of  an  expert,  specially  trained  anes- 
thetist. The  plastic  surgeon  renders  invaluable 
aid  in  improving  the  immediate  effects  of  exci- 
sional  surgery  about  the  head  and  neck,  and,  at 
a later  stage,  in  improving  the  functional  and 
cosmetic  results;  in  this  respect  he  eliminates 
many  of  the  minor  psychiatric  problems  which 
are  apt  to  follow  extensive,  destructive  head  and 
neck  surgery. 

Medical  Management 

Many  patients  with  head  and  neck  cancer 
present  nutritional  deficiencies  due  to  prolonged 
pain,  toxemia,  and  dysphagia.  They  are  usually 
in  the  older  age  groups,  and  the  majority  (more 
than  70  per  cent)  have  degenerative  diseases  of 
the  heart,  the  lungs,  kidneys,  liver,  and  vascular 
system.  A complete  preoperative  medical  eval- 
uation is  therefore  essential  if  the  surgeon  is  to 
maintain  an  acceptable  mortality  rate.  In  addi- 
tion to  the  routine  physical  examination,  tests 
for  cardiac  efficiency,  hepatic  and  renal  func- 
tion, chest  radiographs,  essential  blood  chemis- 
tries, hemograms,  and  urinalyses  are  done. 

A determined  effort  is  made  to  detect  and  then 
correct,  in  so  far  as  time  will  permit,  all  existing 
nutritional  and  metabolic  deficiencies.  A liquid 
or  soft  solid,  high-protein,  high-vitamin  diet  is 
ordered.  It  has  been,  noted  that  few  of  these 
cancer  patients  have  blood  deficiencies,  but  trans- 
fusions are  given  preoperatively  if  the  need  is 
indicated  by  the  hemoglobin  and  hematocrit 
levels.  Our  chief  reliance,  however,  is  placed  on 
adequate  blood  replacement  during  and  after 
operation. 

Hydrogen  peroxide  mouth  sprays  and  indi- 
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cated  antibiotics  (penicillin,  aureomycin,  or 
terramycin)  are  started  forty-eight  hours  before 
operation,  and  continued  after  operation  until 
the  patient’s  temperature  has  maintained  a 
normal  level  for  twenty-four  hours.  If  the 
cardiac  function  is  impaired,  a measure  of  pre- 
operative dehydration  is  obtained  by  salt  re- 
striction and  sedation.  Digitalis  and  vasodi- 
lators (papavarine  and  aminophylline)  are  given 
immediately  preoperatively.  A high  level  of 
oxygen  saturation  is  maintained  during  the 
surgical  procedure  and  in  the  immediate  post- 
operative period.  Early  nasal  tube  feedings  are 
employed  in  order  to  re-establish  normal  nutri- 
tion and  gastrointestinal  function,  and  to  reduce 
the  possibility  of  untoward  reactions  from  pa- 
renteral fluids. 

Anesthesia  Management 

The  technic  employed  for  the  administration 
of  anesthesia  to  adults  undergoing  radical  surgery 
about  the  head  and  neck  is  the  result  of  an  ex- 
perience gained  by  our  anesthetists  in  several 
thousand  cases.  Pentothal  sodium  and  d-tubo- 
curarine  chloride  have  proved  to  be  the  most 
satisfactory  combination  of  agents  for  this  type 
of  operative  procedure. 

Premedication  consists  of  demerol  and  scopol- 
amine given  by  hypodermic  injection  one  to  one 
and  one-half  hours  before  operation,  in  doses 
compatible  with  age  and  physical  state.  Dem- 
erol is  so  effective  as  a preoperative  sedation  that 
it  is  now  employed  almost  routinely,  except  in 
young  muscular  patients.  An  oral  dose  of 
Nembutal  or  Seconal  on  arising  lessens  anxiety  in 
patients  scheduled  for  late  morning  or  afternoon 
operations. 

On  the  arrival  of  the  patient  in  the  operating 
room,  the  nasal  passages  and  pharynx  are  sprayed 
with  5.0  per  cent  solution  of  cocaine.  A 15- 
gauge  needle  is  inserted  in  an  accessible  arm  vein 
opposite  the  operative  site.  This  is  attached 
by  means  of  a short  piece  of  rubber  tubing  to  a 
20-cc.  syringe  containing  a 2.5  per  cent  solution 
of  Pentothal  sodium.  A three-way  stopcock 
permits  the  administration  of  intravenous  fluids 
as  well  as  fractional  doses  of  Pentothal. 

After  satisfactory  respiratory  activity  has 
been  restored  following  the  initial  dose  of  Pen- 
tothal, 60  to  100  units  of  d-tubocurarine  chloride 
are  injected  intravenously  to  produce  relaxation 
of  the  mandibular  muscles.  The  dosage  of 
curare  derivative  is  individualized  in  accordance 
with  the  physical  state  and  configuration  of  the 
patient.  A small  additional  dose  of  Pentothal 
may  be  required  before  successful  direct  laryngos- 
copy can  be  established.  After  the  required 
degree  of  relaxation  has  been  obtained,  the  vocal 
cords  are  exposed  and  sprayed  with  a 5.0  per 


cent  solution  of  cocaine.  The  endotracheal  tube 
is  then  inserted.  Oxygen  by  face  mask  is  ad- 
ministered throughout  the  entire  period  pre- 
ceding intubation. 

The  endotracheal  tube  is  joined  to  the  breath- 
ing tubes  of  the  anesthesia  machine  by  means  of 
a small,  curved,  metal  connection,  a short  piece 
of  firm,  large-bore,  rubber  tubing,  and  a Y-shaped 
catheter  adaptor.  Anesthesia  is  maintained 
with  intermittent  fractional  doses  of  2.5  per  cent 
Pentothal  and  the  d-tubocurarine  chloride  (10 
to  20  units  at  a time). 

At  the  conclusion  of  the  operative  procedure, 
a thorough  tracheobronchial  toilet  is  carried  out. 
Since  premature  removal  of  the  endotracheal 
tube  has  resulted  in  an  emergency  tracheostomy 
on  a few  patients,  the  tube  is  left  in  place  until 
consciousness  has  been  fully  restored. 

Although  the  method  described  is  applicable 
in  a large  number  of  head  and  neck  cases,  the 
nature  of  the  pathologic  condition  and  the  pro- 
posed operation  may  require  modification  of  this 
technic.  In  patients  with  marked  trismus,  ob- 
structing cancers  of  the  larynx,  or  previous  par- 
tial or  total  mandibulectomy,  it  is  dangerous  or 
technically  impossible  to  insert  an  endotracheal 
tube  under  general  anesthesia.  It  is  preferable 
in  these  cases  to  perform  a preliminary  trache- 
ostomy under  infiltration  local  anesthesia.  The 
tracheostomy  tube  is  connected  to  the  Y-shaped 
catheter  adaptor  by  means  of  a special  fitting 
constructed  from  the  inner  tube  of  a tracheos- 
tomy tube  of  a size  comparable  to  that  in  use  in 
the  patient,  and  a 12  to  18-inch  section  of  large- 
bore,  plastic  tubing  which  extends  beneath  the 
drapes  to  the  side  of  the  operating  room  table. 
Either  a modification  of  the  special  fitting  made 
from  the  outer  tube  of  a tracheostomy  tube  or 
an  endotracheal  tube  with  inflatable  cuff  may  be 
inserted  directly  into  the  opening  in  the  trachea, 
thus  reducing  the  amount  of  equipment  near  the 
operative  field. 

A tracheostomy  is  performed  either  at  the 
beginning  or  termination  of  the  operation  in  all 
patients  who  have  been  subjected  to  mandibu- 
lectomy, a second  radical  neck  dissection,  or 
bilateral  simultaneous  radical  neck  dissection  to 
prevent  postoperative  respiratory  obstruction. 

The  advantages  of  Pentothal  sodium,  d-tubo- 
curarine  chloride  anesthesia  for  major  head  and 
neck  surgery  are  numerous.  From  the  technical 
standpoint,  the  method  described  insures  a free 
airway,  avoids  the  administration  of  nitrous  oxide 
and  oxygen  throughout  the  procedure,  and  gives 
the  anesthesiologist  complete  control  of  respira- 
tion at  all  times.  In  addition,  it  reduces  to  a mini- 
mum the  anesthetic  equipment  in  the  vicinity  of 
the  operative  field  and  allows  free  movement  of 
the  head  in  all  directions. 
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Few  ill-effects  have  been  observed  following 
the  administration  of  Pentothal  sodium  anes- 
thesia to  aged  and  debilitated  patients  or  to 
those  with  severe  cardiovascular,  renal,  or  meta- 
bolic diseases,  including  cirrhosis  of  the  liver  and 
diabetes  mellitus.  In  the  field  of  respiratory  dis- 
orders, a marked  reduction  in  vital  capacity  has 
been  considered  the  only  contraindication  to  its 
use.  Although  Pentothal  is  a cholinergic  drug, 
it  has  been  employed  safely  in  many  patients 
with  severe  bronchial  asthma.  In  these  cases, 
large  doses  of  atropine  (V75  to  1/5o  grain),  and 
other  bronchodilating  drugs  are  given  preopera- 
tively  as  precautionary  measures. 

The  combination  of  Pentothal  and  d-tubo- 
curarine  chloride  not  only  facilitates  intubation 
but  reduces  the  total  dosage  of  Pentothal  to  the 
point  where,  in  the  majority  of  patients,  recovery 
of  consciousness  occurs  at  the  end  of  operation 
or  within  the  first  hour  of  the  postoperative 
period,  thus  eliminating  one  of  the  major  objec- 
tions to  the  intravenous  barbiturates  as  anes- 
thetic agents. 

Pentothal  anesthesia  has  marked  advantages 
from  the  standpoint  of  postoperative  care.  The 
general  condition  of  the  patients  is  so  good  that 
ambulation  on  the  operative  or  first  postopera- 
tive day  is  the  general  rule.  The  low  incidence 
of  nausea  and  vomiting  reduces  the  danger  of 
wound  infection  resulting  from  contamination 
and  facilitates  the  early  intake  of  an  adequate 
diet. 

! Unilateral  Radical  Neck  Dissection  for 
Head  and  Neck  Cancer 

The  aim  of  this  operation,  as  we  view  it,  is  to 
remove  from  one  side  of  the  neck  of  a patient  with 
ntraoral  cancer  all  lymphatic  pathways  and 
lymph  node  way-stations  which  may  be  second- 

Sarily  invaded  by  an  offshoot  from  the  primary 
cancer.  To  carry  out  this  assignment  ade- 
quately, it  is  necessary  to  obtain  wide  exposure 
so  that  the  entire  suspected  tissue  may  be  re- 
moved en  bloc.  “Plucking  out  nodes  like  raisins 
: from  a biscuit”  has  no  place  in  cancer  surgery. 

Seemingly  normal  structures,  such  as  the  entire 
r sternomastoid  and  omohyoid  muscles,  the  in- 
ternal jugular  vein,  submaxillary  salivary  gland, 
cervical  nerves,  and  platysma  should  be  sacri- 
ficed in  an  effort  to  obtain  adequate  exposure 
and  carry  out  a satisfactory  cancer  operation. 
This  operation  forms  an  important  and  integral 
part  in  the  over-all  surgical  management  of  most 
head  and  neck  cancers. 

Cancer  of  the  Thyroid 

Cancer  of  the  thyroid  is  an  exceptional  disease 
in  that  it  fails  to  follow  the  general  tumor  be- 
havior laws,  and  its  reaction  to  surgical  and 


radiation  management  is  often  unpredictable. 
After  a detailed  study  of  167  cases  of  thyroid 
cancer  of  all  types  and  grades  of  malignancy,  it 
became  apparent  that  the  most  satisfactory 
management  of  a patient  with  proved  thyroid 
cancer  required  a radical  neck  dissection  plus 
partial  or  total  thyroidectomy  en  bloc.  As 
pointed  out  by  Watson  and  Pool  in  1940  “aber- 
rant thyroid  cancer  is  a very  rare  disease,  and  in 
most  cases  the  so-called  aberrant  nodules  are 
practically  always  metastases  from  a small  pri- 
mary in  one  thyroid  lobe,  and  therefore  a radical 
neck  dissection  and  thyroidectomy  is  required 
for  control  of  the  disease.” 

Technic  of  Radical  Thyroidectomy  for  Cancer. — 
An  incision  is  selected  which  will  provide  the 
widest  exposure  for  the  individual  case.  A 
generous  exposure  is  necessary  for  safety  and 
for  complete  removal  of  the  disease  and  the 
potentially  involved  veins  and  lymph  nodes. 

The  operative  procedure  which  we  favor  con- 
sists of  three  major  steps.  First,  the  sterno- 
mastoid muscle  is  cut  across  at  its  upper  third 
and  the  internal  jugular  vein  above  the  superior 
thyroid  vein  is  doubly  ligated  and  sectioned. 
This  considerably  decreases  subsequent  bleeding. 
The  sternomastoid  muscle  is  then  severed  close 
to  its  bony  origins  and  the  internal  jugular  vein 
clamped  and  doubly  ligated  and  severed  just 
above  the  angulus  venosus.  The  lowest  thyroid 
veins  are  also  ligated  and  severed. 

The  second  step  consists  mainly  in  sectioning 
the  sternohyoid  and  sternothyroid  muscles  at 
their  origins  and  insertions.  At  this  point,  the 
posterior  cervical  triangle  and  the  retrosternal 
spaces  are  dissected  free  of  all  lymph  nodes  and 
surrounding  fatty  and  areolar  tissue. 

The  third  step  consists  in  dissecting  the  in- 
ternal jugular  vein  and  its  chain  of  nodes  free 
from  the  vagus  nerve  and  common  carotid  artery. 
These  latter  structures  may  be  sacrificed  if  in- 
vaded. The  normal  thyroid  is  then  transected 
at  a safe  point,  and  the  entire  mass  is  then  re- 
moved from  the  trachea  and  the  esophagus  by 
sharp  dissection.  The  recurrent  laryngeal  nerve 
should  be  sacrificed  if  palpable  disease  is  in  that 
neighborhood.  The  wound  is  drained  with 
three  or  four  large  cigaret  drains,  platysma  and 
skin  closed,  and  a large  sea  sponge  pressure 
dressing  applied. 

Case  1 ( Cancer  of  Thyroid ). — R.  B.,  aged 
twenty-nine,  white,  American  housewife,  was  ad- 
mitted to  Memorial  Hospital  Clinic  in  July,  1938, 
for  diagnosis  and  treatment.  She  complained  of 
fatigue  and  lumps  in  her  neck  of  eighteen  months 
duration. 

Eighteen  months  before  admission  to  the  hospital 
this  patient  developed  a small  lump  in  the  right  side 
of  her  neck  which  increased  slowly  in  size,  and  others 
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appeared  in  both  the  right  and  left  sides  of  the  neck. 
Sometime  later  she  developed  a sense  of  pressure  in 
the  neck  and  on  several  occasions  noted  pain  on  the 
right  side.  There  was  a gain  of  13  pounds  in  weight 
in  eight  months.  She  had  always  been  in  good 
health  but  had  had  a laparotomy  for  an  ovarian  cyst 
in  1932.  She  had  given  birth  to  a normal  baby  two 
years  previous  to  admission. 

On  examination,  the  right  side  of  the  neck  was 
found  to  be  diffusely  enlarged,  especially  the  lower 
third.  This  was  brought  about  by  a mass  of  dis- 
crete nodes  lying  for  the  most  part  underneath  the 
sternomastoid  muscle.  These  nodes  were  firm,  dis- 
crete, and  varied  in  size  from  1 to  3 cm.  in  diameter. 
One  node  was  fairly  firmly  attached  to  the  right 
side  of  the  trachea,  and  the  thyroid  gland  itself 
seemed  diffusely  enlarged  but  soft.  One  of  the 
right  neck  nodes  was  removed  for  microscopic 
examination,  which  revealed  papillary  adenocar- 
cinoma of  unusual  structure.  X-ray  films  of  the 
chest  were  negative  for  metastases. 

A right  radical  neck  dissection  and  subtotal 
thyroidectomy  were  performed  in  November,  1938. 
It  was  carried  out  under  local  infiltration  anesthesia 
combined  with  cervical  nerve  block  with  1 per  cent 
novocaine.  The  usual  four-triangle  skin  flap  ex- 
posure revealed  chains  of  metastatic  nodes  along  the 
superior  thyroid  vessels  and  adherent  to  the  inter- 
nal jugular  vein  and  also  extending  below  the 
sternum  along  the  course  of  the  lowermost  thyroid 
veins.  Another  group  of  nodes  was  noted  in  the 
posterior  cervical  triangle.  The  right  neck  tumors 
together  with  the  right  lobe  and  isthmus  of  the  thy- 
roid gland,  the  internal  jugular  vein,  prethyroid 
and  sternomastoid  muscles,  together  with  the  con- 
tents of  the  posterior  cervical  and  substernal  tri- 
angles, were  removed  in  one  mass.  The  wound  was 
closed  with  two  large  cigaret  drains,  and  a bulky 
pressure  dressing  was  applied. 

The  final  diagnosis  was  carcinoma  of  the  thyroid 
with  metastases  to  the  right  neck  and  substernal 
lymph  nodes.  Histologically,  it  was  a papillary 
adenocarcinoma.  The  postoperative  course  was 
uneventful,  except  for  a paralysis  of  the  right  side  of 
the  tongue  and  a paralysis  of  the  right  side  of  the 
larynx.  These  were  traumatic  pareses  and  cleared 
up  gradually  after  operation.  The  patient  is  now 
alive  and  well  and  free  of  disease  thirteen  years  after 
operation. 

Cancer  of  the  Cervical  Esophagus 

Cancer  arising  in  the  cervical  portion  of  the 
esophagus  differs  from  cancer  occurring  in  the 
lower  portion  of  the  gullet  in  that  it  occurs  at  an 
earlier  age  and  is  noted  with  greater  relative 
frequency  in  women.  A high  percentage  of 
grade  3 cancers  occur  in  this  portion  of  the 
esophagus,  and  a smaller  number  of  adenocar- 
cinomas is  encountered.  A series  of  77  patients 
recently  studied  reveal  the  fact  that  22  per  cent 
of  them  had  palpable  lymph  node  metastases 
when  admitted  to  the  hospital  for  definitive 
care.  In  a discussion  limited  to  radical  surgery, 


no  allowance  is  made  for  comparison  with  other 
forms  of  therapy,  and  yet  it  must  be  said  that 
radiation  has  much  to  offer  in  the  management 
of  cancer  of  the  cervical  esophagus.  I have  had 
two  patients  treated  by  aggressive  radiotherapy 
who  survived  more  than  ten  years  after  treat- 
ment. 

Technic  of  Surgical  Esophagectomy. — In  this 
operation  a single  rectangular  flap  with  its  base 
laterally  is  elevated  on  the  side  of  the  greater 
tumor  prominence.  Again  the  sternal  and 
clavicular  heads  of  the  sternocleidomastoid 
muscle  are  transected  and  the  lower  two  thirds 
of  the  muscle  removed.  Exposure  is  greatly 
improved  and  the  plastic  tube  reconstruction  is 
facilitated  by  thyroid  lobectomy  at  this  stage. 
The  esophagus  is  then  mobilized  from  the  pre- 
vertebral  fascia  by  blunt  dissection.  Next,  the 
tracheoesophageal  groove  is  developed  below 
the  tumor  by  blunt  dissection.  The  esophagus 
is  completely  mobilized  at  this  level,  and  the  re- 
current laryngeal  nerve  is  identified  and  dissected 
out  from  caudad  of  the  disease  until  it  dips  be- 
hind the  thyroid  cartilage.  The  esophagus 
should  be  separated  from  the  posterior  wall  of 
the  larynx  to  at  least  4 cm.  above  the  palpable 
tumor.  In  almost  all  cases  the  opposite  in- 
ferior thyroid  artery  can  be  secured  without 
separate  dissection  from  the  other  side  of  the 
neck. 

Two  methods  are  available  for  completing  the 
operation.  If  the  lesion  is  particularly  ulcerated 
and  infected,  the  esophagus  may  be  exteriorized 
by  suturing  a Padgett  graft  behind  it,  covering 
the  carotid  sheath,  the  prevertebral  fascia,  and 
the  lateral  aspect  of  the  larynx  and  trachea. 
Four  to  seven  days  later,  the  involved  segment 
of  the  esophagus  is  resected.  It  is  more  satis- 
factory, however,  to  resect  the  esophagus  at  this 
stage  and  suture  the  superior  and  inferior  stoma 
to  the  replaced  skin  flap  margins.  A graft  is 
often  needed  over  the  prelaryngeal  muscles,  and 
later  a tubular  reconstruction  is  made. 

Case  2 ( Cancer  of  Cervical  Esophagus). — 

S.  I.,  female,  aged  forty-nine,  had  complained  of 
dysphagia  for  seven  years  with  occasional  episodes 
of  complete  obstruction  caused  by  a bolus  of  food 
which  could  be  dislodged  by  induced  vomiting  or  by 
swallowing  water.  A diagnosis  of  carcinoma  of  the 
first  portion  of  the  esophagus  was  established  by 
esophagoscopy  and  biopsy  in  1940.  A Janeway 
type  gastrostomy  was  performed,  and  ten  days 
later  under  cyclopropane  anesthesia  a wide  rectan- 
gular incision  was  made  across  the  lower  neck,  with 
its  base  on  the  left  side.  The  lower  half  of  the  right 
sternocleidomastoid  muscle  was  excised,  revealing  a 
hard,  adherent,  right  lobe  of  thyroid  gland,  which 
was  also  removed.  Histologically,  this  hard  thy- 
roid lobe  proved  to  be  a Hashimoto’s  struma  and 
not  cancer  infiltration.  The  esophagus  was  mobil- 
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ized,  the  prepared  skin  flap  placed  behind  it,  and 
the  wound  closed.  The  involved  section  of  esoph- 
agus was  removed  with  the  cautery  six  days  later. 

During  the  next  eight  months  various  unsatis- 
factory measures  were  employed  in  an  attempt  to 
maintain  communication  between  the  pharynx  and 
esophagus.  When  the  strictures  finally  closed  and 
obstruction  became  complete,  the  first  step  in  the 
plastic  reconstruction  wras  carried  out  under  local 
anesthesia  by  opening  the  right  side  of  neck,  excising 
old  scar,  mobilizing  trachea  and  larynx,  and  placing 
in  the  defect  a large  Padgett  skin  graft.  This 
graft  was  obtained  from  a comparatively  hairless 
portion  of  the  right  lower  abdomen,  and  it  healed  in 
place  by  primary  union. 

After  an  interval  of  three  months,  the  patient  was 
readmitted  and  a retrograde  esophagoscopy  was 
undertaken,  and  a small,  olive-tipped  bougie  was 
passed  upward  to  the  site  of  obstruction  in  the  lower 
neck.  A small  incision  was  made  in  the  graft  at 
this  point,  and  a black  silk  thread  was  then  tied  to 
the  bougie  and  brought  out  through  the  gastrostomy 
stom  a.  The  optimum  point  for  incising  the  pharynx 
w'as  located  in  the  same  fashion  and  the  same  black 
silk  thread  was  then  brought  out  the  patient’s 
mouth  and  anchored  to  the  skin  of  the  neck. 

After  a short  interval  of  time,  the  apertures  were 
greatly  enlarged,  and  an  accurate  approximation  of 
skin  and  mucous  membrane  was  obtained.  The 
final  operative  step  was  carried  out  on  June  3,  1941, 
when  the  anterior  wall  of  the  new  esophagus  was 
formed  by  infolding  the  lateral  portions  of  the  graft 
so  as  to  fashion  a continuous  tube  from  pharynx  to 
esophagus. 

The  histologic  diagnosis  was  squamous  carcinoma, 
grade  2.  This  patient  is  now  alive,  well,  and  in  a 
good  state  of  nutrition  and  able  to  eat  anything  she 
desires,  eleven  years  after  her  surgery. 

Cancer  of  the  Alveolus  (Gum) 

When  oral  cancer  is  primary  in  the  lower 
alveolus,  surgery  alone  is  preferable,  but  in  some 
instances  supplementary  radiotherapy  is  indi- 
cated. When  cervical  lymph  node  metastases 
are  palpable  or  suspected,  a combined  radical 
1 neck  dissection  plus  hemimandibulectomy  en 
bloc  is  the  procedure  of  choice. 

Technic  of  the  Combined  Operation  for  Cancer 
of  the  Alveoli  and  Floor  of  Mouth. — The  major 
steps  in  this  so-called  combined  or  composite  or 
i “commando”  operation  are  as  follows:  First, 
a radical  neck  dissection  is  done  on  the  suspected 
side  and  the  tissues  to  be  removed  with  the  speci- 
men remain  attached  to  the  mandible  and  the 
contents  of  the  submaxillary  triangle.  Next, 
the  anterior  incision  is  carried  upward  through 
the  entire  thickness  of  chin  and  middle  of  lip. 
The  mandible  is  then  transected  by  means  of  a 
i Stryker  sawr  at  a satisfactory  distance  from  the 
primary  cancer,  and  the  incision  is  continued 
i around  the  growth  leaving  a safe  margin  of 
normal  tissue]  The  mandible  is  disarticulated, 


and  the  specimen,  consisting  of  the  neck  dissec- 
tion tissues,  the  submaxillary  contents,  floor  of 
mouth  and  its  lymphatic  pathways,  the  sec- 
tioned portion  of  mandible,  and  the  primary 
growth,  is  then  removed  en  masse.  A tracheos- 
tomy must  be  done  before  the  completion  of  the 
operation. 

Case  3 ( Cancer  of  the  Alveolus.). — R.  K.,  aged 
thirty-eight,  worker  in  a rubber  plant,  first  noted 
a growth  in  the  right  buccal  mucosa  in  1946. 
It  grew  very  slowly  in  size  and  was  first  treated  by 
external  radiation  in  May,  1950.  This  was  followed 
by  the  employment  of  intraoral  radiation  and  the 
implantation  of  gold  filtered  radon  seeds.  On 
examination  in  February,  1951,  there  was  definite 
evidence  of  local  recurrence  of  disease,  together  with 
marked  trismus,  edema,  and  inflammation  of  the 
right  cheek  structures.  There  were  palpable  lymph 
nodes  in  the  right  neck.  The  disease  had  been 
primary  or  had  extended  so  as  to  cause  local  invasion 
of  the  soft  tissues  of  the  posterior  portion  of  the 
horizontal  ramus  of  mandible. 

Multiple  biopsies  were  taken  from  suspicious 
areas,  and  each  of  them  was  reported  as  squamous 
carcinoma.  At  operation  on  March  1,  1951,  a com- 
bined right  neck  dissection,  right  hemimandibulec- 
tomy, and  partial  excision  of  the  cheek  in  continuity 
was  carried  out  under  intratracheal  anesthesia  with- 
out incident.  The  tracheostomy  tube  was  removed 
and  the  tracheostomy  wound  allowed  to  heal  on  the 
fourth  day.  The  remaining  portions  of  the  wound 
healed  by  primary  union.  The  operation  was  car- 
ried out  entirely  with  silk  technic.  The  final  pathol- 
ogy report  was  epidermoid  carcinoma,  grade  2. 
All  the  nodes  were  reported  as  inflammatory  and 
negative  for  metastatic  disease,  although  clinically 
they  were  enlarged,  hard,  and  definitely  suspicious. 

Rehabilitation  Following  Radical  Head 
and  Neck  Surgery 

When  indicated,  plastic  surgical  reconstruc- 
tion after  the  combined  operation  may  be  started 
as  soon  as  the  surgeon  feels  that  the  patient  is 
free  of  the  danger  of  recurrence.  The  problem 
of  reconstruction  involves  (1)  the  restoration 
of  continuity  of  the  mandible  by  bone  grafts, 
(2)  the  freeing  of  the  tongue  by  skin  grafts  which 
in  many  cases  has  been  denuded  on  its  under- 
surface and  used  to  fill  a defect  in  the  floor  of 
mouth,  and  (3)  the  restoration  of  a new  skin- 
lined  sulcus  to  permit  the  wearing  of  a dental 
prosthesis  over  the  reconstructed  mandible. 

The  continuity  of  the  mandible  is  restored  by 
iliac  or  rib  bone  grafts.  The  tongue  is  freed  by 
releasing  it  from  the  floor  of  the  mouth  and  skin 
grafting  the  raw  undersurface  of  the  tongue  and 
the  raw  area  of  the  floor  of  the  mouth.  The 
buccal  sulcus  is  restored  by  incising  laterally  to 
the  reconstructed  portion  of  the  mandible  and 
placing  a split-thickness  skin  graft  in  the  re- 
sulting raw  area,  holding  it  in  position  by  a pre- 
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viously  constructed  bite  block.  After  the  sulcus 
has  been  restored,  a permanent  dental  prosthesis 
is  then  prepared  for  the  patient  to  restore  the 
missing  dentition. 

The  above  reconstructive  procedures  permit 
the  restoration  of  speech,  mastication,  and  a 
relatively  normal  appearance  of  the  patient. 

Conclusions 

The  expected  over-all  five-year  survival  rates 


for  cancer  of  the  thyroid,  cancer  of  the  cervical 
esophagus,  and  cancer  of  the  alveoli  will  prob- 
ably be  improved  as  a result  of  the  trend  toward 
the  radical  surgical  management  of  these  dis- 
eases. The  operations  are  feasible,  and  the  op- 
erative mortality  is  acceptable. 
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THE  EFFECT  OF  ACTH  AND  CORTISONE  ON  THE  UPPER 
RESPIRATORY  TRACT 
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( From  the  Department  of  Otolaryngology,  Johns  Hopkins  University  School  of  Medicine ) 


THE  isolation  of  adrenocorticotropic  hormone 
(ACTH)  from  the  anterior  lobe  of  the  pitu- 
itary gland  and  the  isolation  of  compound  E 
(cortisone)  from  the  cortex  of  the  adrenal  gland 
have  opened  a fascinating  new  field  of  therapy, 
the  scope  of  which  we  are  only  beginning  to  see. 
ACTH  acts  as  a stimulator  to  the  adrenal  cortex 
and,  according  to  recent  work  by  Pincus  et  al., 
apparently  activates  the  formation  by  the  cortex 
of  compound  E (cortisone)  and  compound  F.1 
These  substances  are  now  believed  to  be  the  ac- 
tive agents  of  the  changes  that  are  seen  following 
the  administration  of  ACTH.  This  intimate 
relationship  between  the  pituitary  and  the  adre- 
nal glands  can  theoretically  be  described  as 
follows:  Liberation  of  epinephrine  leads  to 
stimulation  of  the  hypothalamus  which  in  turn 
liberates  ACTH  from  the  anterior  pituitary  lobe. 
This  ACTH  stimulates  the  adrenal  cortex  to  pro- 
duce cortisone. 

Cortisone  (compound  E)  was  isolated  from  the 
cortex  of  the  adrenal  gland  by  Kendall  and  was 
first  used  in  the  treatment  of  rheumatoid  ar- 
thritis by  Hench  et  al.2'3  Hench’s  experiment 
showed  very  graphically  how  cortisone  could 
stop  the  active  progress  of  rheumatoid  arthritis, 
reducing  the  swelling,  fever,  and  pain  around  the 
joints,  and  restoring  normal  function.  Rich  and 
Gregory  in  1943  demonstrated  that  certain  ana- 
tomic lesions  of  rheumatic  disease  could  be  closely 
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simulated  experimentally  by  the  induction  of  an 
allergic  state  in  animals.4  Because  of  the  close 
relationship  between  the  allergic  state  and  the 
classic  lesions  of  rheumatic  fever,  it  was  decided 
by  Harvey  and  Howard  of  the  Department  of 
Medicine,  the  Johns  Hopkins  University  School 
of  Medicine,  to  study  the  effect  of  ACTH  on  the 
hypersensitivity  state. 

In  order  that  direct  observation  might  be 
made  on  tissue  changes,  it  was  decided  to  in- 
clude in  this  study  careful  examination  of  the 
upper  respiratory  tract.  The  Department  of 
Otolaryngology  was  anxious  to  cooperate  in  such 
a study  for  a second  reason.  It  offered  a chance 
to  study  possible  changes  in  lymphoid  tissue 
under  adrenal-cortical  stimulation.  Work  done 
by  Dougherty  and  White  in  1943  had  suggested  ,| 
that  significant  shrinkage  might  be  expected  in 
the  lymphoid  tissue  under  such  conditions.6  i 
Shrinkage  of  lymphoid  tissue  around  the  eusta-  | 
chian  orifices  in  the  nasopharynx  might  open  a 
very  important  new  field  for  the  treatment  of 
middle  ear  deafness  resulting  from  eustachian 
tube  obstruction. 

Material 

More  than  60  patients  have  had  upper  res- 
piratory tract  studies  made  during  the  period  ' 
since  July,  1949.  A preliminary  report  was  -. 
made  on  the  early  findings  in  October,  1949,  at  , 
the  ACTH  Conference  under  the  sponsorship  of 
Armour  and  Company.6  In  November,  1950,  a 
rather  detailed  report  was  published  in  the 
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Johns  Hopkins  Bulletin.'1  The  patients  under 
observation  had  more  than  500  complete  ex- 
aminations done  on  the  upper  respiratory  tract. 
Such  studies  included  direct  examination  of  the 
nose  and  throat,  electric  nasopharyngoscopic 
examination  of  the  nose,  sinus  orifices,  and 
nasopharynx.  X-rays  of  the  sinuses  were  taken 
before  treatment  was  started  and  after  treat- 
ment was  withdrawn.  Repeated  biopsies  of 
lymphoid  tissue  of  the  nasopharynx  were  made 
from  some  16  patients  at  periods  before,  during, 
and  after  ACTH  or  cortisone  therapy.  Nasal 
polyps  were  also  removed  at  intervals  for  micro- 
scopic section. 

This  study  included  patients  suffering  from 
the  following:  (1)  rheumatoid  arthritis,  (2) 

disseminated  lupus  erythematosus,  (3)  inflam- 
matory eye  disease,  (4)  periarteritis  nodosa,  (5) 
penicillin  reactions,  (6)  chronic  hepatitis,  (7) 
myasthenia  gravis,  (8)  Meniere’s  disease,  (9) 
pemphigus  involving  the  mouth,  and  (10)  aller- 
gies of  the  upper  respiratory  tract. 

Those  patients  under  ACTH  therapy,  regard- 
less of  their  disease,  showed  several  uniform 
changes  in  the  tissues  of  the  upper  respiratory 
tract.  The  mucous  membranes  of  the  nose  and 
throat  developed  a healthier  appearance.  There 
was  a reduction  in  all  cloudy  mucopurulent  dis- 
charge. The  membranes  of  the  nose  became  a 
rather  bluish  pink  and  were  covered  with  a 
clear,  thin  mucus.  Atrophic  areas  that  had  been 
noted  at  the  initial  examination  cleared  up  or 
improved  a great  deal.  Crusts  and  ulcers  also 
had  a tendency  to  disappear.  The  lymphoid 
tissue  in  the  nasopharynx  developed  an  orange- 
pink  color  and  was  easily  distinguished  from  the 
surrounding  tissues  of  the  nasopharynx.  The 
crypts  in  the  lymphoid  tissue  became  more 
prominent,  and  the  discharges  over  the  lymphoid 
tissue  were  reduced  in  amount  and  lost  their 
cloudy  or  purulent  character. 

From  the  nose  and  throat  point  of  view,  three 
groups  of  patients  deserve  detailed  description. 
These  are  (1)  respiratory  allergies,  (2)  pemphigus, 
and  (3)  Meniere’s  disease. 

A large  group  of  patients,  and  in  many  ways 
the  most  interesting  group,  was  that  suffering 
from  respiratory  allergy.  Twenty-four  of  these 
cases  have  now  been  under  observation  for  al- 
most two  years.  Some  have  had  as  many  as 

I four  courses  of  ACTH.  Others  have  had  ACTH 
bllowed  by  courses  of  cortisone.  A few  have 
•eceived  cortisone  alone.  These  patients  have 
)een  divided  into  four  types:  (1)  those  suffering 

rom  intrinsic  asthma  with  no  significant  nasal 
i:hanges,  (2)  patients  with  asthma  and  marked 
illergic  rhinitis  including  polyp  formation,  (3) 
>atients  with  asthma  and  nasal  changes  suggesti- 
ng allergic  rhinitis  without  polyp  formation, 


and  (4)  patients  with  allergic  rhinitis  and  marked 
polyp  formation  but  with  no  history  of  asthma 
or  hay  fever. 

Nine  asthmatic  individuals  without  allergic 
rhinitis  had  the  same  changes  in  the  lymphoid 
tissue  and  the  mucous  membranes  of  the  upper 
respiratory  tract  that  have  been  described  pre- 
viously. Fifteen  patients  with  polyp  formation 
or  marked  polypoid  changes  of  the  nasal  mucosa, 
either  with  or  without  asthma,  showed  the  great- 
est changes  under  hormone  exhibition.  All  15 
such  individuals  in  the  presence  of  adequate  levels 
of  ACTH  or  cortisone  showed  marked  loss  of 
mucous  membrane  edema.  The  polyps  showed 
color  changes  and  diminution  in  size  from  twenty- 
four  to  seventy-two  hours  after  adequate  therapy 
was  instituted.  The  polyps  first  showed  an 
apparent  thickening  of  the  mucous  membranes 
covering  them,  lost  their  translucent  appear- 
ance, changed  to  a pale  pink  color,  and  then 
began  to  shrink.  At  the  same  time,  the  nasal 
mucosa  developed  a deeper  color  and  lost  its 
polypoid  appearance.  The  nasal  discharge  de- 
creased and  the  breathing  space  improved.  In 
most  of  those  individuals,  the  nasal  polyps 
either  completely  disappeared  or  became  very 
small  after  about  two  weeks  of  therapy. 

Under  cortisone  therapy  the  color  changes  were 
less  rapid  and  less  pronounced,  and  the  shrink- 
age of  the  polyps  seemed  to  be  slightly  slower  and 
less  complete.  When  the  two  hormones  were 
administered  to  the  same  individual,  as  was  done 
in  five  cases,  the  cortisone  produced  the  less 
dramatic  results.  Sinus  x-rays  taken  before  and 
after  treatment  graphically  illustrated  the  reduc- 
tion in  the  thickness  of  the  mucous  membranes 
and  polyps  in  the  accessory  nasal  sinuses. 

There  seems  to  be  a definite  correlation  be- 
tween the  initial  fall  in  the  eosinophil  count  and 
the  beginning  of  mucosal  changes  and  changes 
taking  place  in  nasal  polyps.  A subsequent  rise 
in  the  eosinophil  level  does  not  affect  the  con- 
tinued shrinkage  of  the  polyps.  Those  individ- 
uals suffering  from  asthma  noted  some  relief 
of  their  symptoms  before  any  tissue  changes 
could  be  seen.  The  improvement  of  the  allergic 
state  in  the  upper  air  passages  did  not  appear  to 
be  permanent.  Allergic  changes  in  the  mucous 
membranes  began  again  in  a period  of  two  weeks 
to  three  months  after  the  ACTH  or  cortisone 
therapy  was  discontinued.  Polyps  began  to  re- 
appear, in  all  except  two  cases  under  study,  only 
a short  time  after  the  mucous  membranes  showed 
allergic  changes.  The  patients  showing  the 
most  rapid  degeneration  following  therapy  were 
those  who  developed  severe  upper  respiratory 
infections.  Patients  escaping  upper  respiratory 
infections  invariably  had  their  remissions  over  a 
much  longer  period  of  time. 
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Oral  pemphigus  has  been  observed  in  three 
cases.  All  of  these  patients  had  pemphigus 
lesions  elsewhere  as  well  as  in  the  mouth.  They 
were  unable  to  eat  foods  without  great  difficulty 
and  pain.  The  lesions  extended  around  the 
gums,  on  the  soft  palate,  on  the  postpharyngeal 
wall,  and  under  the  tongue.  They  presented 
both  the  bullous  and  ulcerated  stages  of  the  dis- 
ease. One  patient  also  had  similar  lesions  in  the 
nose. 

Under  ACTH  therapy,  all  showed  very 
rapid  improvement,  with  healing  of  the  ulcer- 
ated areas  and  a melting  away  of  the  bullous 
lesions.  The  pain  disappeared,  and  the  patients 
were  able  to  eat  again.  One  patient,  in  spite  of 
improvement,  showed  a persistence  of  small 
lesions  around  the  teeth  along  the  margin  of  the 
gums.  All  of  these  patients  had  rapid  exacerba- 
tions of  their  symptoms  from  forty-eight  hours 
to  a week  after  ACTH  was  withdrawn. 

Two  patients  under  observation  gave  a history 
of  Meniere’s  disease.  Their  original  attacks  had 
been  some  years  previously  and  had  been  relieved 
by  section  of  one  of  the  vestibular  nerves.  They 
had  gotten  along  very  well  for  several  years 
when  their  symptoms  recurred  on  the  opposite 
side.  These  exacerbations  were  characterized 
by  vertigo,  nausea  and  vomiting,  severe  tinnitus, 
and  loss  of  hearing  on  the  unoperated  side.  The 
approved  medications,  histamine,  dramamine, 
and  hyoscine,  were  tried  in  an  effort  to  control 
the  symptoms.  Such  efforts  were  unsuccessful. 
Reasoning  that  Meniere’s  disease  might  be  the 
result  of  a hydrops  of  the  membranous  labyrinth 
or  an  allergic  state  of  the  inner  ear,  it  was  decided 
to  try  ACTH.  During  the  course  of  treatment 
the  patients  were  relieved  of  their  symptoms  of 
unsteadiness,  had  some  reduction  of  tinnitus, 
and  subjectively  had  an  improvement  in  their 
hearing  for  pure  tones.  Unfortunately,  objec- 
tive audiometry  was  not  performed  on  these  pa- 
tients, so  one  cannot  rule  out  completely  the 
psychologic  factor.  However,  these  changes  are 
sufficiently  significant  to  warrant  further  studies 
along  these  lines. 

When  new  therapeutic  agents  are  introduced 
into  the  field  of  medicine,  it  is  of  the  utmost  im- 
portance not  only  to  study  their  beneficial  effects 
but  also  to  make  careful  note  of  any  deleterious 
changes  resulting  from  their  administration. 
Much  has  already  been  published  concerning 
the  side-effects  of  ACTH  and  cortisone.  It  is 
well  known  that  ACTH,  due  to  its  stimulation  of 
the  adrenal  cortex,  has  the  possibility  of  more 
complicated  side-reactions  than  cortisone.  The 
group  of  patients  under  ACTH  therapy  at  the 
Johns  Hopkins  Hospital  showed  at  various  times 
most  of  the  side-effects  already  reported,  such  as 
gradual  rise  in  blood  pressure,  increase  in  blood 


sugar,  sodium  retention,  increased  weight,  edema 
of  the  extremities,  and  acne. 

One  other  factor  seemed  to  be  common  to  both 
cortisone  and  ACTH  administration.  It  might  ; 
be  termed  “the  silent  infection.”  Eleven  pa- 
tients developed  evidence  of  sinusitis  while  under 
therapy.  They  gave  very  few  subjective  symp-  [ 
toms  except  an  occasional  rise  in  fever  and  some  j 
purulent  postnasal  discharge.  On  examination 
there  was  very  little  reaction  of  the  mucous 
membranes  in  the  region  of  the  sinus  orifices, 
and  the  patients  did  not  experience  the  usual 
discomfort  of  an  acute  sinusitis.  All  of  these 
patients  had  had  a previous  history  of  sinusitis  ' 
at  some  time  in  the  preceding  four  or  five  years. 
Two  patients  developed  blood  stream  infections,  j 
All  infections  were  successfully  controlled  by 
the  use  of  penicillin,  aUreomycin,  or  Chloromyce- 
tin. 

Microscopic  studies  made  on  26  specimens  of 
nasopharyngeal  lymphoid  tissue,  taken  from  16 
patients  at  varying  periods  in  the  course  of 
therapy,  revealed  no  uniform  changes  in  this  | 
tissue  during  the  period  under  observation.  This  i 
would  lead  one  to  believe  that  there  was  no  sig-  ; 
nificant  reduction  of  the  lymphocytes  in  the 
tissue  obtained.  Sections  of  21  nasal  polyps  i 
removed  from  five  individuals,  one  of  whom  re-  ] 
ceived  cortisone  therapy,  were  also  surprisingly 
lacking  in  microscopic  changes.  There  was  a 
concentration  of  the  eosinophils  in  the  perivas- 
cular region  in  four  polyps  which  had  a rather 
uniform  pattern,  but  this  could  not  be  demon- 
strated in  the  group  as  a whole.  The  micro- 
scopic studies  were  made  under  the  direction  of 
Dr.  Richard  H.  Follis  of  the  Department  of 
Pathology. 

Summary 

Five  hundred  examinations  of  the  upper 
respiratory  tract  in  more  than  60  patients  have 
demonstrated  that  such  a method  offers  an  ex- 
cellent opportunity  for  the  direct  study  of  tissue 
changes  which  take  place  under  the  influence  of 
ACTH  and  cortisone  therapy.  Changes  noted 
in  the  upper  respiratory  tract  during  ACTH  and 
cortisone  exhibition  are:  (1)  a decrease  in  nasal 

discharge,  (2)  recession  of  nasal  mucous  mem- 
brane swelling,  (3)  improvement  in  the  color  of 
the  mucous  membranes,  (4)  recession  of  polyp 
formation  in  the  nose  and  accessory  sinuses,  and 
(5)  change  in  color  and  general  appearance  of 
the  lymphoid  tissue  in  the  nasopharynx.  Oral 
and  nasal  pemphigus  lesions  have  shown  rapid 
improvement,  but  such  improvement  apparently 
lasts  only  during  the  administration  of  ACTH. 
There  is  some  evidence  that  Meniere’s  disease 
with  its  accompanying  hearing  impairment  may 
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be  temporarily  improved  with  adequate  levels 
of  ACTH. 

ACTH  and  cortisone  apparently  lower  the 
local  resistance  to  infection,  especially  in  the 
accessory  nasal  sinuses.  Patients  with  any 
history  of  sinusitis  should  always  have  adequate 
antibiotic  coverage  while  under  such  hormone 
treatment. 

ACTH  and  cortisone  therapy  offers  very  little 
hope  for  permanent  improvement  in  the  treat- 
ment of  the  allergic  state  in  the  upper  respiratory 
tract.  However,  the  importance  of  such  therapy 
should  not  be  underestimated  because  of  its 
transient  effect. 

330  North  Charles  Street 
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Discussion 

Carl  E.  Arbesman,  M.D.,  Buffalo. — Dr.  Bordley 
and  his  group  are  to  be  congratulated  for  the  very 
excellent  work  that  they  have  done  on  the  effect  of 
ACTH  and  cortisone  in  the  treatment  of  nasal 
polyps. 

As  Dr.  Bordley  stressed,  these  steroids  cause  the 
polyps  to  finally  shrink  up  and  almost  disappear, 
but  soon  after  therapy  is  stopped  there  is  a recur- 
rence of  these  lesions.  Our  experience,  although 
not  so  large  as  the  author’s,  has  been  very  similar  to 
, his.  Many  patients  with  bronchial  asthma  and  as- 
j sociated  nasal  polyps  were  treated  with  these  hor- 
i mones.  It  is  interesting  to  note  that  the  bronchial 
j symptoms  would  clear  up  much  more  quickly  than 
! the  nasal  symptoms.  It  takes  a long  period  of  time 
I for  the  polyps  to  shrink  down.  With  cortisone  the 
results  of  both  the  bronchial  symptoms  and  nasal 
1 symptoms  are  even  slower  than  when  ACTH  is 
given.  Unfortunately,  there  are  several  draw- 
backs to  the  use  of  these  hormones  in  the  treatment 
of  nasal  polyps. 


First,  you  are  all  familiar  with  the  many  side-ef- 
fects of  these  steroids,  such  as  water  retention,  mask- 
ing of  infections,  etc.  The  other  disadvantage,  of 
course,  is  the  reappearance  of  the  polyps  after  cessa- 
tion of  therapy.  We  are  not,  with  this  method,  at- 
tempting to  find  the  source  of  the  trouble.  As  you 
know,  a great  percentage  of,  if  not  all,  polyps  are  due 
to  allergic  reactions.  One  must  try  to  find  the 
etiologic  factors  and  remove  them.  For  those  sub- 
stances which  cannot  be  removed  specific  hypo- 
sensitization therapy  must  be  instituted. 

Recent  investigations  have  been  reported  at  the 
American  Academy  of  Allergy  meeting  showing, 
very  beautifully,  the  disappearance  of  polyps  on  the 
avoidance  of  the  offending  substances  and  the  re- 
currence when  these  patients  are  exposed  to  these 
allergens.  These  allergens  can  be  pollens,  fungi, 
household  substances,  or  foods.  Hence,  a thorough 
allergic  investigation  of  all  patients  with  polyps 
should  be  undertaken. 

We  cannot  corroborate  Dr.  Bordley’s  findings 
that  the  eosinophil  response  correlates  with  clinical 
improvement.  Some  of  our  patients  have  a drop  in 
the  eosinophil  count  without  clinical  improvement, 
and  others  have  clinical  improvement  without  an 
eosinophil  fall. 

At  the  present  time,  it  is  my  feeling  that  the  treat- 
ment of  nasal  polyps  with  ACTH  or  cortisone  is  no 
better  than  surgical  removal,  as  both  methods  have 
recurrences  unless  the  etiology  is  removed. 

During  the  last  ragweed  pollen  season  (1950),  we 
treated  a few  patients  with  a nasal  spray  of  cortisone 
solution  without  beneficial  results. 

William  G.  Woodin,  M.D.,  Syracuse. — This  is  an 
extremely  careful  study  of  the  effects  of  ACTH  and 
cortisone  on  the  respiratory  tract. 

Two  points  should  be  emphasized:  (1)  These 
drugs  can  cause  dramatic  reversal  of  the  mucous 
membrane  edema  in  the  hypersensitive  state,  but 
the  edema  recurs  promptly  upon  their  with- 
drawal, especially  in  the  presence  of  infection. 
Hence,  they  are  no  substitute  for  definitive  therapy 
but  do  allow  us  to  get  the  patient  over  an  uncom- 
fortable situation.  (2)  These  drugs  mask  the 
development  of  acute  infections  so  that  such  serious 
diseases  as  bacteremia  may  occur  and,  as  has  been 
reported  elsewhere,  pneumonia  and  peritonitis  with- 
out constitutional  or  localizing  signs.  These  are 
serious  consequences,  and  such  drugs  must  not  be 
used  without  careful  medical  observation. 
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EXPANDING  TUMORS  OF  THE  MAXILLARY  SINUS:  VALUE  OF 
LATERAL  RHINOTOMY 
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( From,  the  Department  of  Surgery,  Division  of  Otolaryngology,  University  of  Rochester  School  of 
Medicine  and  Dentistry ) 


THE  dimensions  of  the  maxillary  sinus  permit 
the  insidious  development  of  tumors,  fre- 
quently unaccompanied  by  definite  symptoms 
until  actual  expansion  of  one  or  more  of  the  bony 
walls  betrays  their  presence.  Progressive  swell- 
ing of  the  face  is  the  first  presenting  symptom  in 
many  cases.  Although  malignant  tumors  con- 
stitute the  major  portion  of  this  group,  it  is  im- 
portant to  emphasize  that  a variety  of  benign  or 
relatively  benign  tumors  occur  in  this  location 
and  at  times  may  closely  simulate  the  malignant 
growths.  These  expanding  tumors  therefore 
present  interesting  problems  in  diagnosis  as  well 
as  management.  It  has  become  more  and  more 
generally  recognized  that  surgery,  including 
electrosurgical  technics,  represents  the  mainstay 
of  treatment  of  tumors  of  the  maxillary  sinus, 
aided  when  indicated  by  appropriate  irradia- 
tion. Accurate  microscopic  diagnosis  and  ade- 
quate exposure  of  the  tumor  therefore  assume 
fundamental  importance. 

Pathologic  Considerations 

The  embryologic  development  of  the  upper 
teeth  and  maxilla  introduces  both  ecto-  and  meso- 
dermic  elements  in  complex  formations  and  favors 
the  occurrence  of  cell  rests  of  both  varieties. 
These,  together  with  the  mucous  membrane  lining 
the  antrum,  form  the  source  of  the  widely  varied 
and  complex  group  of  benign  and  malignant 
tumors  found  in  this  area.  The  benign  group 
includes  cysts  and  tumors  of  dental  origin, 
fibromas,  osteomas,  chondromas,  osteochon- 
dromas, and  giant  cell  tumors.  Certain  of  these 
exhibit  tendencies  to  clinical  recurrences  or 
frankly  malignant  changes.  The  ameloblastoma 
or  adamantinoma,  for  example,  is  usually  classi- 
fied as  benign,  but  its  persistent  recurrence  if  in- 
completely removed  indicates  that  it  should 
actually  be  treated  as  a potentially  malignant 
tumor.  The  most  commonly  encountered  ex- 
panding tumors  are  frankly  malignant,  and  the 
majority  of  these  are  squamous  cell  carcinomas 
arising  from  the  mucous  membrane  of  the  sinus. 
Sarcomas  of  various  types  occur  but  are  rela- 
tively uncommon.  The  maxillary  sinus  may  be 
invaded  by  tumors  originating  in  adjacent  areas, 
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principally  the  nose,  and  in  rare  instances  is  in- 
volved by  metastatic  growths. 

Clinical  Considerations 

The  majority  of  tumors  of  the  maxillary  sinus 
develop  slowly  and  often  reach  considerable  size 
before  causing  well-defined  symptoms.  This 
applies  to  benign  as  well  as  malignant  neoplasms. 
The  symptoms  encountered  in  the  malignant 
variety  in  their  usual  order  of  frequency  include 
pain,  swelling  over  the  sinus  (facial,  alveolar,  or 
orbital),  nasal  obstruction,  nasal  discharge,  re- 
curring epistaxis,  and  lacrimation.  Pain  in  the 
upper  teeth  or  face  may  be  a relatively  early  and 
puzzling  complaint,  but  the  others  are  actually 
evidence  of  advanced  growth.  Pain,  however, 
may  also  occur  in  benign  expanding  tumors,  and 
many  of  these  other  symptoms  so  characteristic 
of  malignancy  may  also  be  closely  simulated. 
The  frequent  occurrence  of  superimposed  sec- 
ondary infection  may  further  obscure  the  diag- 
nosis. While  the  clinical  appearance  of  malig- 
nancy in  this  area,  therefore,  is  often  quite 
characteristic,  neither  the  history  nor  the  clinical 
examination  can  be  expected  to  give  the  final 
diagnosis. 

Roentgenographic  studies  of  the  sinus  are  of 
great  value  in  diagnosis  as  well  as  treatment.  In 
certain  expanding  tumors  such  as  dentigerous 
cysts,  adamantinomas,  and  osteomas,  the  roent- 
genographic findings  may  prove  actually  diag- 
nostic. Evidence  of  destruction  of  one  or  more 
of  the  bony  walls  of  the  antrum  is  commonly 
found  in  the  late  stages  of  antral  malignancy. 
Watson  in  a series  of  112  cases  found  roentgeno- 
graphic evidence  of  bone  necrosis  in  83  per  cent.1 

It  is  important  to  emphasize,  however,  that 
similar  changes  may  be  found  as  the  result  of 
pressure  erosion  by  expanding  benign  tumors  so 
that  complete  reliance  cannot  be  placed  on  this 
finding. 

Biopsy  therefore  becomes  the  final  arbiter  and 
the  only  accurate  basis  for  diagnosis  and  treat- 
ment. It  should  be  secured  if  possible  in  every 
case.  The  common  tendency  of  malignant  tu- 
mors to  invade  the  nasal  passages  facilitates  this 
procedure,  although  repeated  biopsies  may  be 
necessary  because  of  superficial  necrosis,  before 
representative  tissue  is  secured.  In  certain  in- 
stances of  expanding  antral  tumors,  however, 
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ready  access  is  not  available,  and  aspiration 
biopsy  or  surgical  exposure  of  the  tumor  may  be 
necessary.  Exploration  is  always  justified  and 
indicated  in  doubtful  cases.  Biopsy  not  only 
permits  accurate  diagnosis  but  in  malignant 
tumors  assists  in  the  planning  of  treatment  by 
giving  indication  of  the  grade  of  malignancy.  It 
is  of  interest  to  note  that  in  Watson’s  series  60  per 
cent  of  the  cases  of  epidermoid  carcinoma  were 
classified  as  grade  2. 

Treatment 

Surgery  including  electrosurgical  technics  con- 
stitutes the  basic  method  of  treatment  in  these 
expanding  tumors  of  the  maxillary  sinus.  In  the 
malignant  varieties  it  must  be  combined  with  in- 
tensive irradiation,  and  in  this  group  the  radio- 
sensitivity of  the  tumor  is  of  great  prognostic 
significance.  Experience  has  demonstrated  that 
in  malignant  cases  surgery  supplemented  by 
irradiation  promises  a better  prognosis  than 
primary  irradiation.  In  Schall’s  series  of  219 
cases  of  malignant  tumors  of  the  nose  and  sinuses, 
the  five-year  survival  rate  was  highest  (30  per 
cent)  in  the  group  treated  primarily  by  surgery 
alone  or  supplemented  by  irradiation  as  com- 
pared with  19  per  cent  in  the  group  treated  pri- 
marily by  roentgen  therapy,  and  no  survivals  in 
the  group  treated  primarily  by  radium.2  Even 
in  highly  anaplastic  tumors,  surgery  may  prove 
of  value  by  establishing  drainage  of  associated 
suppuration  as  well  as  adequate  exposure  for 
radium  implantation. 

There  are  many  factors  which  influence  the 
form  of  treatment  in  these  cases.  I wish  to 
stress  particularly  the  importance  of  adequate 
exposure  in  the  management  of  these  expanding 
tumors.  There  are  two  types  of  surgical  ap- 
proach to  antral  tumors:  (1)  the  transantra] 

method  by  way  of  the  gingivobuccal  sulcus  as 
employed  in  the  Caldwell-Luc  or  Denker  opera- 
tions, and  (2)  the  external  approach  by  means  of 
lateral  rhinotomy.  Careful  roentgenographic 
studies  are  helpful  in  selecting  the  preferable 
technic.  In  large,  expanding  tumors,  however, 
the  external  approach  offers  an  unexcelled  view 
of  all  portions  of  the  antrum  as  well  as  the  adja- 
cent nasal  passage.  It  permits  not  only  thorough 
study  of  the  tumor  and  its  extensions  but  also 
free  access  for  the  surgical  or  electrosurgical 
measures  necessary  to  remove  or  destroy  it.  It 
also  makes  easy  the  accurate  application  of 
radium  which  may  be  a necessary  supplement  to 
surgery. 

Operative  Procedure 

Anesthesia  is  induced  by  intravenous  Pentothal 
sodium  reinforced  when  necessary  by  curare. 
An  intratracheal  tube  is  passed  after  the  patient 


Fig.  1.  Incisions  for  lateral  rhinotomy.  Dotted 
lines  show  extended  incisions  employed  for  wider 
exposures. 


is  relaxed  and  the  hypopharynx  thoroughly 
packed  off  to  prevent  aspiration.  Oxygen  and 
nitrous  oxide  are  supplied  through  the  tube 
during  the  operation. 

Ligation  of  the  external  carotid  artery  at  the 
beginning  of  the  operation  is  in  my  experience  of 
great  value  in  reducing  bleeding  during  the  re- 
moval of  the  tumor  and  is  frequently  employed. 
Some  surgeons,  however,  consider  this  step  un- 
necessary, and  its  use  may  be  considered  optional. 

The  classical  Moure  or  Fergusson  incision  is 
made,  starting  slightly  below  the  level  of  the 
inner  canthus  and  continuing  downward  along 
the  lateral  border  of  the  nose,  around  the  ala  to 
the  midline  and  then  straight  down,  splitting  the 
center  of  the  vermilion  border  of  the  upper  lip 
and  then  continuing  laterally  along  the  buccal 
sulcus  so  that  the  soft  tissues  of  the  cheek  may  be 
elevated,  freed,  and  retracted  (Fig.  1).  This  ex- 
poses the  anterior  wall  of  the  maxilla,  and  after 
this  has  been  removed,  the  interior  of  the  sinus 
can  be  completely  visualized.  When  necessary, 
the  lateral  wall  of  the  nose  is  removed  so  as  to 
permit  free  access  to  and  inspection  of  the  adja- 
cent nasal  cavity.  The  incision  can  also  be 
carried  upward  and  direct  access  to  the  ethmoidal 
and  frontal  sinuses  secured.  The  type  of  anes- 
thesia employed  permits  the  free  use  of  electro- 
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Fig.  2.  Fibroma  of  the  maxillary  sinus  showing  the 
size  and  encapsulated  character  of  the  tumor. 


surgical  technics  which  form  an  indispensable 
part  of  the  removal  of  malignant  as  well  as 
clinically  recurrent  tumors  such  as  the  adaman- 
tinoma. Careful  closure  results  in  surprisingly 
little  visible  scarring  or  facial  deformity. 

Case  Reports 

Five  cases  are  presented  illustrating  the  differ- 
ential diagnostic  possibilities  in  expanding  tu- 
mors of  the  maxillary  sinus.  All  showed  pro- 
gressive swelling  of  the  face  as  the  chief  pre- 
senting symptom;  pain  was  noted  in  each  case; 
roentgenographic  evidence  of  expansion  and 
destruction  of  one  or  more  of  the  bony  antral 
walls  was  uniformly  observed.  Photographs 
and  roentgenograms  are  presented  to  emphasize 
the  remarkable  clinical  similarity  of  these  widely 
varied  tumors.  These  cases  also  emphasize  the 
fundamental  importance  of  biopsy,  of  explora- 
tion in  doubtful  instances,  and  of  adequate  ex- 
posure of  the  tumor. 

Case  1 ( Fibroma , Right  Maxillary  Sinus). — Fe- 
male, age  forty-five,  complained  of  progressive 
swelling  of  the  right  side  of  the  face  of  six  months 
duration.  Severe  attacks  of  facial  pain  were  noted 
during  the  past  six  weeks.  Examination  showed 
marked  swelling  of  the  right  face  by  a hard,  slightly 
tender  mass  without  involvement  of  the  overlying 
soft  tissues.  There  were  no  palpable  cervical  glands, 
no  intranasal  changes,  and  no  tissue  available  for 
biopsy.  Aspiration  biopsy  was  not  possible  because 
of  the  density  of  the  tumor.  Roentgenograms 
showed  an  expanding  tumor  with  extensive  areas  of 
bone  destruction  Exploration  by  lateral  rhinotomy 
was  performed,  and  a large,  hard,  encapsulated 
tumor  removed  (Fig.  2).  The  tumor  completely 
filled  the  sinus  cavity  and  had  largely  destroyed  the 
bony  walls  except  for  the  floor  of  the  orbit  which 
was  thinned.  Microscopic  studies  showed  “fibroma 


Fig.  3.  Adamantinoma  of  the  maxillary  sinus 
(solid  type),  showing  ramifying  columns  with  an 
outer  single  row  of  tall  columnar  epithelial  cells 
(ameloblasts)  and  central  collections  of  stellate  cells. 


with  areas  of  osteoid  tissue  and  calcification  suggest- 
ing fibrous  dysplasia  of  bone.” 

Case  2 ( Adamantinoma , Right  Maxillary  Sinus). 
— Female,  age  sixty-five,  complained  of  progressive 
swelling  of  the  right  side  of  the  face  during  the  past 
ten  months  accompanied  by  gradually  increasing 
nasal  obstruction  on  the  same  side.  Occasional 
episodes  of  fullness  and  pain  were  reported.  There 
was  a history  of  numerous  “sinus  treatments.” 
Examination  showed  a marked  prominence  of  the 
right  cheek  without  evidence  of  soft  tissue  infiltration 
or  definite  bony  defect.  No  enlargement  of  the 
cervical  glands  was  present.  The  lateral  nasal 
wall  was  found  to  be  pushed  over  tightly  against 
the  nasal  septum,  but  no  intranasal  evidence  of 
tumor  invasion  was  present.  Roentgenograms 
showed  the  right  antrum  to  be  greatly  expanded  by 
a tumor  of  rather  uniform  density.  No  evidence  of 
trabeculation  could  be  seen.  Destruction  of  the 
medial  and  lateral  walls  was  noted  together  with 
thinning  of  the  inferior  orbital  margin.  A Cald- 
well-Luc  operation  was  performed.  The  antrum 
was  found  to  be  filled  with  a whitish  encapsulated 
tumor  of  rather  firm  consistency.  It  was  removed 
without  any  troublesome  bleeding.  The  bony 
walls  of  the  antrum  were  greatly  thinned  and  ac- 
tually destroyed  in  their  lateral  and  medial  portions. 
The  whitish  granular  character  of  the  tumor  was 
grossly  suggestive  of  adamantinoma.  Accordingly, 
meticulous  electrocoagulation  of  all  surrounding 
walls  and  careful  cleaning  out  of  the  ethmoidal 
labyrinth  was  carried  out.  A large  permanent  win- 
dow was  created  into  the  nose  as  well  as  into  the 
mouth  in  order  to  permit  periodic  inspection  of  the 
cavity. 

Pathology  report  was  adamantinoma  of  the  so- 
called  solid  type  (Fig.  3). 
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Case  3 ( Epidermoid  Carcinoma,  Right  Maxillary 
Sinus). — Female,  age  fifty-eight,  complained  of  swell- 
ing of  the  right  side  of  the  face,  beginning  four 
months  before  and  accompanied  by  mild,  inter- 
mittent pain  as  well  as  recent  increasing  nasal 
obstruction.  The  right  nasal  passage  contained 
granulomatous-appearing  tissue.  Two  biopsies  were 
obtained,  and  both  failed  to  show  malignancy. 
Roentgenograms  revealed  expansion  and  destruc- 
tion of  the  bony  antral  walls.  Exploratory  lateral 
rhinotomy  was  carried  out  with  preliminary  ligation 
of  right  external  carotid  artery.  A large,  apparently 
encapsulated  tumor  was  uncovered  and  removed. 
Frozen  sections  obtained  during  operation  were  in- 
conclusive. Permanent  sections,  however,  showed 
epidermoid  carcinoma.  Intensive  roentgen  therapy 
was  immediately  instituted.  This  case  was  of 
particular  interest  because,  although  it  was  con- 
sidered to  be  malignant,  repeated  biopsies  failed  to 
confirm  the  clinical  diagnosis.  Furthermore,  the 
seemingly  encapsulated  character  of  the  tumor 
found  at  operation  raised  the  hope  that  it  might 
prove  to  be  benign. 

Case  4 ( Fibrosarcoma , Right  Maxillary  Sinus). — 
Female,  age  seventy-two,  complained  of  progressive 
swelling  of  right  side  of  face  beginning  three  months 
before  and  accompanied  by  recurring  epistaxis  and 
occasional  pain.  A polypoid-appearing  mass  was 
observed  along  the  floor  of  the  nose  below  the  level 
of  the  inferior  turbinate.  A biopsy  taken  from  this 
area  showed  fibrosarcoma.  Roentgenograms  re- 
vealed a large,  circumscribed  mass  almost  com- 
pletely filling  the  antral  cavity  as  well  as  the  lower 
portion  of  the  adjacent  nasal  passage.  A metastatic 
survey  was  negative.  Lateral  rhinotomy  permitted 
perfect  visualization  and  easy  removal  of  the  en- 
capsulated tumor. 

Case  5 ( Plasmacytoma , Left  Maxillary  Sinus). — 
Male,  age  seventy,  complained  of  progressive  swell- 
ing of  left  side  of  face  of  six  months  duration  ac- 
companied by  recent,  intermittent  pain.  The  facial 
tumor  was  firm  but  in  its  infraorbital  portion  gave 
the  impression  of  definite  pulsation.  There  were  no 
intranasal  changes.  Roentgenograms  showed  wide 
destruction  of  all  the  bony  antral  walls.  Explora- 
1 tion  uncovered  a large,  extremely  vascular  tumor 
which  was  removed  by  currettage.  Ligation  of  ex- 
ternal carotid  was  carried  out  but  seemed  to  have 
little  effect  on  the  bleeding,  and  only  firm  packing 
finally  controlled  it.  Microscopic  study  showed 
typical  plasmacytoma.  A complete  metastatic 
survey  was  negative.  Bone  marrow  obtained  by 
sternal  puncture  was  normal  except  for  a question- 
able increase  in  plasma  cells.  Plasmacytoma  of  the 
solitary  or  extramedullary  form  occasionally  occurs 
in  the  upper  air  passages,  notably  the  nasopharynx. 
As  such  it  is  usually  benign,  behaving  more  as  a 
, granuloma  than  a true  neoplasm.  It  was  hoped 
that  this  case  might  prove  to  be  of  this  type  rather 
than  an  early  localized  stage  of  multiple  myeloma. 
Nevertheless,  intensive  roentgen  therapy  was  car- 
ried out.  Four  years  later,  however,  typical  multi- 
ple lesions  developed  with  fatal  termination. 


Conclusions 

Clinical  as  well  as  roentgenographic  evidence  of 
expansion  of  the  bony  walls  of  the  maxillary  sinus 
may  be  caused  by  a wide  variety  of  antral  tumors. 
While  the  majority  of  these  are  frankly  malig- 
nant, the  true  diagnosis  must  be  established  by 
biopsy  and  exploration.  The  optimum  method 
of  surgical  approach  will  of  course  depend  upon 
the  clinical  as  well  as  the  roentgenographic 
findings.  Lateral  rhinotomy  offers  many  ad- 
vantages in  the  management  of  these  expanding 
growths. 

11  North  Goodman  Street 


References 

1.  Watson,  W.  W. : Laryngoscope  52:  22  (1942). 

2.  Schall,  L.  A.:  ibid.  53:  240  (1943). 

Discussion 

Karl  W.  Gruppe,  M.D.,  Utica. — This  paper  has 
been  an  excellent  resume  of  the  whole  problem  of  ex- 
panding tumors  of  the  maxillary  sinus  and  adjacent 
structures.  It  has  been  only  in  comparatively  re- 
cent years  that  better  and  wider  approaches  have 
been  used  in  this  main  cosmetic  area  of  the  human 
body,  and  this,  coupled  with  antibiotics  and  the 
coming  of  the  pendulum  to  rest  somewhere  within  a 
reasonable  balance  between  surgery  and  radiation, 
has  been  producing  improved  results.  Still,  the 
comparative  lateness  of  betraying  symptoms  of 
malignancy  almost  always  places  this  disease  in  the 
class  of  the  advanced  fire  which  is  already  spreading 
through  partitions,  and  heroic  and  wrecking  meas- 
ures are  necessary  to  overtake  it.  The  anterior- 
inferior  portion  of  the  antrum  is  perhaps  the  site  of 
involvement  which  gives  most  early  symptoms  in 
the  form  of  toothache  and  vague  unexplained  pain 
in  the  alveolar  area,  and  much  time  may  be  lost  and 
the  diagnosis  missed  until  the  teeth  are  loose  and 
falling  out.  In  the  superior-posterior  half  of  the 
antrum  the  disease  may  be  very  far  advanced  before 
orbital  swelling,  trismus,  infraorbital  neuralgia,  or 
intracranial  involvement  gives  the  first  alarm. 

The  most  favorable  five-year  cure  percentage  of 
around  30  will  very  likely  not  improve  a great  deal 
until  there  is  more  general  awareness  of  this  pos- 
sibility on  the  part  of  rhinologists  and  especially 
dentists.  Diagnostic  procedures  which  we  now  use 
occasionally  must  be  used  more  frequently.  First, 
telltale  leads  on  the  history  must  be  kept  in  con- 
stant awareness.  Pain  for  which  there  has  been  no 
explanation  should  put  us  on  our  guard.  X-ray 
should  be  resorted  to  more  frequently  even  though 
transillumination  may  be  normal,  and  the  installa- 
tion of  Lipiodol  should  undoubtedly  be  used  more 
frequently  than  it  is.  Antroscopy  is  another  pro- 
cedure which  we  could  employ  more  often,  but  I 
feel  that  it  is  not  universally  reliable,  especially  for 
the  anterior-inferior  angle.  The  use  of  Papani- 
coloau’s  technic  in  examination  of  antral  washings 
in  suspicious  cases  may  give  one  a strong  hint  or  a 
positive  diagnosis,  but  no  diagnostic  weight  should 
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be  attached  to  a negative  finding,  and  the  other 
procedures,  starting  with  x-ray,  should  be  resorted 
to,  leading  up  to  a diagnostic  look  through  the 
canine  fossa. 

The  approaches  of  Moure-Fergusson,  giving  wide 
exposure  to  the  entire  antral  region,  plus  the  rhinot- 


omy  of  Bordley  and  Langmire,  which  does  the  same 
for  both  nostrils,  would  seem  to  mark  a real  step 
forward  in  circumventing  neoplasms  in  these  areas. 
These  procedures  should  leave  a minimum  of  dis- 
figurement and  thus,  again,  be  an  argument  against 
costly  waste  of  time. 
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FOLLOWING  many  reports  demonstrating 
the  marked  effect  of  folic  acid  upon  the  hema- 
tologic symptoms  of  pernicious  anemia,  several 
reports  appeared  showing  that  this  vitamin  is 
ineffective  in  preventing  or  correcting  the  onset 
of  the  neurologic  signs  often  present  in  this 
disease.1-5  The  recent  discoveries  that  the  un- 
known factors  required  by  Leuconostoc  citro- 
vorum  (CF)  are  chemically  related  to  folic  acid 
have  opened  new  approaches  to  the  study  of  the 
factors  concerned  in  the  prevention  and  cure  of 
pernicious  anemia.6,7  The  possibility  exists 
that  one  of  these  newly  discovered  derivatives 
of  folic  acid  is  the  primary  metabolite  required 
for  complete  prevention  of  this  disease. 

Earlier  this  year  Meyer  and  associates  reported 
the  results  of  treatment  of  five  pernicious  anemia 
patients  by  injection  with  crude  CF  concentrate.8 
Hematologic  improvement,  although  submaxi- 
mal,  was  obtained  in  all  cases,  and  distinct  neuro- 
logic improvement  was  observed  in  one  case. 
The  authors  indicated  that  the  dosage  level  used 
may  have  been  insufficient  for  optimal  results. 
Jarrold  and  associates  tested  intramuscular  in- 
jection of  crystalline  CF  on  three  patients  with 
pernicious  anemia.9  These  workers  made  no 
reference  to  the  neurologic  status  in  these  pa- 
tients either  before  or  after  treatment  and  con- 
cluded that  CF  is  a potent  hematopoietic  agent 
in  pernicious  anemia  but  is  no  more  effective  than 
a similar  dose  of  folic  acid.  Unfortunately,  the 
largest  dose  used  in  this  investigation  was  3 mg.  of 
CF  per  day  which  is  considerably  less  than  the 
10-mg.  level  of  folic  acid  recommended  by  Heinle 
for  maintenance  of  remission  in  most  patients.2 

It  is  the  purpose  of  this  paper  to  report  the 
effects  of  the  oral  administration  of  10  mg.  daily 
of  crystalline  CF  upon  severe  hematologic  and 
neurologic  symptoms  in  a previously  untreated 
case  of  pernicious  anemia.* * 

Case  Report 

The  patient  (J.  W.),  white  male,  age  sixty-two, 
had  been  followed  by  one  of  us  (C.S.W.)  since  1946 
when  treatment  was  given  for  mild  congestive  heart 

This  work  was  aided  by  a grant  to  Cornell  University  from 
Harry  Snyder  Research  Funds. 

* The  authors  are  indebted  to  Dr.  T.  H.  Jukes,  Lederle 
Laboratories,  Pearl  River,  New  York,  for  the  synthetic 
oitrovorum  factor  (Leucovorin)  used  in  this  study. 


failure.  Semiannual  observation  with  blood  counts 
since  that  date  revealed  no  evidence  of  primary 
anemia  until  the  spring  of  1951  when  symptoms  and 
signs  of  the  disease  appeared  within  a short  period 
of  time.  In  May  this  man  gave  up  work  because 
of  weakness  and  ataxia  and  consulted  his  physician 
who  found  him  lemon  yellow,  pale,  and  anemic. 
The  initial  blood  examination  showed  hemoglobin 
6 Gm.  per  100  ml.,  red  blood  cells  1,550,000  per  cu. 
mm.,  hematocrit  18,  and  mean  corpuscular  volume 
116.  Reticulocytes  numbered  0.1  per  cent.  Marked 
anisocytosis  and  poikilocytosis  were  present. 
Achlorhydria  after  histamine  was  present,  as  was  a 
megaloblastic  bone  marrow.  The  tongue  showed  a 
moderate  glossitis.  The  indirect  bilirubin  was  1.1 
mg.  per  100ml.  of  plasma. 

On  the  day  of  admission,  the  patient  received 
500  ml.  of  whole  blood  following  which  the  hemo- 
globin increased  to  8 Gm.  per  100  ml.,  the  red  blood 
cells  to  2,440,000  per  cu.  mm.,  and  the  hematocrit 
to  25.  The  day  following  the  transfusion  and  each 
day  thereafter  for  forty-one  days,  he  received  orally 
10  mg.  of  CF.  A maximum  reticulocyte  response 
of  23.2  per  cent  was  reached  on  the  tenth  day  of 
treatment  at  which  time  the  hemoglobin  was  11.3 
Gm.  per  100  ml.,  and  the  red  blood  cells  numbered 
3,380,000  per  cu.  mm.  The  hematocrit  rose  to 
40. 

On  admission  the  neurologic  findings  were  a posi- 
tive Romberg,  the  loss  of  vibration  sense  in  the 
lower  extremities,  and  absent  position  sense.  The 
right  knee  jerk  was  hyperactive;  the  left  one  was 
normal.  The  right  leg  showed  slight  atrophy,  the 
result  of  a head  injury  in  childhood.  The  ankle 
jerks  were  absent.  The  Babinski  sign  was  normal 
bilaterally.  Tactile  sensations  were  normal  as 
were  those  to  heat  and  cold.  The  abdominal  and 
cremasteric  reflexes  were  present.  The  biceps  and 
triceps  jerks  were  active  bilaterally.  There  were 
no  tingling  sensations  of  the  fingers  or  toes. 

After  receiving  the  dose  of  10  mg.  of  CF  per  day 
for  four  days  there  was  no  change  in  vibration  sense; 
position  sense,  however,  was  improved  in  that  the 
patient  showed  some  indication  of  position  of  toes, 
whereas  on  admission  this  ability  was  entirely  lack- 
ing. The  Romberg  was  still  positive,  but  the  pa- 
tient appeared  less  ataxic.  Seven  days  following 
the  initiation  of  CF  therapy,  vibration  sense  was 
slightly  improved,  and  the  Romberg  was  still  posi- 
tive but  improved,  i.e.,  the  patient  now  showed  he 
had  slight  balance.  He  was  discharged  from  the 
hospital  on  the  eleventh  day  after  admission  with  a 
slightly  positive  Romberg,  improved  position  sense, 
vibration  sense  restored  to  most  of  the  lower  ex- 
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DAYS  OF  THERAPY 

Fig.  1.  Hematologic  response  of  a patient  receiv- 
ing citrovorum  factor. 


tremities,  a hemoglobin  of  11.3  Gm.  per  100  ml.  of 
blood  and  3,400,000  red  cells  per  cu.  mm.  The 
hematocrit  was  40. 

The  patient  continued  to  receive  10  mg.  of  oral 
CF  daily.  After  thirty-five  days  of  therapy  the 
hemoglobin  was  13.3  Gm.  per  100  ml.  and  the  red 
blood  count  4,500,000  cells  per  cu.  mm.  The  vibra- 
tion sense  was  strong  throughout  the  right  leg  and 
in  the  left  leg  except  at  the  ankle.  The  Romberg 
was  negative.  Position  sense  was  slightly  abnormal. 
On  June  19  (forty-two  days  from  beginning  of  treat- 
ment) the  dosage  of  CF  was  temporarily  reduced  to 
5 mg.  per  day  for  eight  days.  During  this  period  of 
lower  dosage,  the  patient  regressed  neurologically, 
and  his  hematopoietic  response  reached  a plateau. 
Following  the  resumption  of  a daily  dosage  of  10  mg. 
for  twenty-seven  days,  the  upward  blood  response 
was  resumed  and  reached  15.2  Gm.  of  hemoglobin 
per  100  ml.,  5,130,000  red  cells  per  cu.  mm.,  a 
hematocrit  of  47,  and  a mean  cell  volume  of  91 
(Fig.  1).  The  reticulocyte  count  returned  to  a 
normal  level  seventeen  days  after  maximum  re- 
sponse was  reached  or  twenty-seven  days  after  the 
initiation  of  treatment.  On  the  seventy-sixth  day 
of  treatment  with  CF,  neurologic  signs  were  no 
longer  abnormal  with  the  exception  of  weak  vibra- 
tion sense  at  the  left  ankle.  The  patient  continued 
to  maintain  the  early  neurologic  and  hematologic 
gains  to  the  one  hundred  thirty-ninth  day  of  treat- 


ment; a gradual  weight  gain  of  9 pounds  was  ac- 
companied by  an  improved  feeling  of  well-being. 

Comment 

In  this  patient  remission  of  severe  hematologic 
and  neurologic  symptoms  of  pernicious  anemia 
was  brought  about  by  oral  administration  of  CF. 
The  peak  reticulocyte  response  of  23.2  per  cent 
represented  the  maximum  response  to  be  ex- 
pected of  a previously  untreated  patient  with 
primary  anemia  according  to  the  formula  pre- 
sented by  Wintrobe.10  The  subsequent  rise  in 
the  number  of  red  blood  cells  and  the  amount  of 
hemoglobin  was  rapid  and  consistent,  reaching 
normal  levels  well  within  the  period  of  time  des- 
ignated by  Wintrobe  to  indicate  a maximum 
hematologic  response.10 

Furthermore,  the  neurologic  response  to  orally 
administered  CF  was  dramatic.  In  view  of 
these  results  it  appears  that  in  our  patient  CF 
given  in  large  doses  was  a potent  therapeutic 
agent.  Since  both  hematologic  and  neurologic 
improvement  ceased  when  the  dosage  level  was 
reduced  from  10  to  5 mg.  per  day  and  resumed 
when  this  level  was  again  increased  to  10  mg., 
it  may  be  that  the  10-mg.  level  is  approximately 
the  minimum  daily  dosage  capable  of  inducing 
remission  of  the  symptoms  of  this  disease. 

Summary 

Remission  of  severe  hematologic  and  neurologic 
symptoms  was  brought  about  in  a patient  with 
pernicious  anemia  by  oral  administration  of 
citrovorum  factor. 
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IT  IS  a well-known  fact  that  in  some  40  to  50 
per  cent  of  diabetic  patients,  glycosuria  can 
be  controlled  by  diet  alone  without  insulin,  where- 
as in  25  per  cent  of  cases  less  than  40  units  of 
insulin  of  any  kind  will  be  required,  and  in  the 
remaining  25  per  cent  of  cases  larger  doses  of 
insulin  will  be  needed.  The  latter  group  con- 
sists of  patients  with  severe  diabetes,  and  in  half 
of  these  we  have  to  deal  with  the  labile,  fragile, 
volatile,  or  “brittle”  form  of  the  disease. 

What  is  brittle  diabetes?  This  particular 
form  of  diabetes  is  characterized  by  large  and 
irregular  waves  of  hyper-  and  hypoglycemia, 
coming  on  unexpectedly,  without  any  change  in 
diet,  insulin  dosage,  or  interference  by  physical 
j activity.  These  crises  may  occur  during  treat- 
ji1  ment  with  ordinary  insulin,  protamine  zinc  in- 
| sulin,  or  globin  insulin. 

Young,  thin  patients,  who  have  suffered  from 
,)  diabetes  for  many  years,  may  develop  this  pe- 
I culiar  form  of  diabetes.  Due  chiefly  to  the  use 
: of  large  doses  of  insulin,  there  may  sometimes  be 
j an  excessive  weight  increase.  Elderly  subjects 
i only  rarely  suffer  from  “brittle”  diabetes,  which 
« is  one  of  the  most  severe  forms  of  this  disease. 

In  “brittle”  diabetes,  attacks  of  hypoglycemia 
■ occur  frequently  and  unexpectedly  during  treat- 
i ment,  and  such  patients  are  therefore  better  off 
1 with  a permanent  glycosuria.  No  diet,  whether 
it  be  rich  in  carbohydrate,  fat,  or  protein  and 
with  or  without  the  addition  of  insulin,  can  estab- 
lish a chemical  control  of  their  diabetes. 

The  daily  requirements  of  insulin  in  these  cases 
vary  from  one  individual  to  another  as  well  as 
in  the  same  individual.  Some  patients  may  need 
100  units  or  more,  while  in  others  10  to  15  units 
may  suffice  to  produce  a severe  attack  of  hypo- 
glycemia. Furthermore,  only  a few  hours  later, 
a similar  dose  in  the  same  patient  may  have  no 
effect  on  severe  glycosuria  and  ketonuria. 

Diagnosis 

In  order  to  make  the  diagnosis  of  “labile” 
diabetes,  it  is  necessary  to  exclude  all  possible 
causes  that  might  modify  the  blood  sugar  and 
glycosuria  during  a fixed  diet  and  fixed  insulin 
dosage.  After  a thorough  examination  it  is 
necessary  to  rule  out  the  following  conditions: 
tuberculosis,  hyperthyroidism,  pregnancy,  obesity, 
focal  infection,  nervous  tension,  infection  of  the 
genitourinary  tract,  wrong  diet,  impotent  insulin, 
deficient  absorption  of  insulin-retard,  adrenal  in- 
sufficiency, and  diseases  of  the  liver. 


With  these  conditions  eliminated,  we  have  to 
search  for  causes  that  might  explain  the  alter- 
nating attacks  of  hyper-  and  hypoglycemia  in 
this  severe  form  of  diabetes.  The  central  nervous 
system,  the  autonomic  nervous  system,  and  the 
endocrines  may  all  intervene  in  the  intimate 
mechanism  of  homeostasis  serving  to  maintain 
the  blood  sugar  level  and  also  take  part  in  the 
regulation  of  insulin  secretion. 

Of  the  latter,  little  is  known  to  date,  but  the 
two  most  plausible  explanations  of  this  mecha- 
nism are  the  “nervous”  and  the  “humoral” 
theories.  Since  the  contribution  of  Gentes 
(1902),  we  have  known  that  there  are  nerves 
supplying  the  islands  of  Langerhans.1  McCrea 
has  shown  that  these  nerve  fibers  are  in  com- 
munication with  the  right  branch  of  the  pneumo- 
gastric  nerve.2  Furthermore,  Clark  was  able  to 
demonstrate  that  medical  stimulation  of  the 
parasympathetic  nerve  causes  a drop  of  blood 
sugar  in  the  rabbit.3  Such  a reaction  cannot  be 
reproduced  after  severing  the  vagus  nerve. 

La  Barre  and  his  collaborators  have  tried  to 
prove  the  role  played  by  the  central  nervous 
system  in  the  control  in  insulin  secretion.4'5 
These  authors  presented  evidence  of  the  existence 
of  a thalamic  center  which  stimulates  insulin 
secretion  whenever  a high  blood  sugar  level  is 
present.  The  impulses  are  supposed  to  be  trans- 
mitted to  the  pancreatic  cells  through  the  vagus 
nerve.  Gayet  and  Guillaumie,  however,  have 
never  been  able  to  confirm  these  results.6 

Portis  believes  an  “emotional  process”  can  be 
relayed  through  the  subthalamic  region  to  the  au- 
tonomic nervous  system  and  from  then  to  the  right 
pneumogastric  nerve,  leading  to  hyperglycemia.7 

The  coexistence  of  cerebral  dysfunction,  as 
demonstrated  by  the  electroencephalogram  and 
hypoglycemia,  has  been  described.  Fabrikant 
and  Pacella  attribute  this  to  a disorder  of  carbo- 
hydrate, calcium,  and  acetylcholine  metabolism.8 

In  hypoglycemia,  Greenblatt,  Murray,  and 
Root  were  able  to  record  electroencephalograms 
of  a type  identical  with  those  found  in  patients 
between  epileptic  attacks.9 

As  far  as  the  humoral  theory  is  concerned,  its 
protagonists  believe  that  it  is  the  blood  sugar 
level  which  acts  on  the  pancreas,  thus  controlling 
the  secretion  of  insulin.  Phillips,  Long  and  Fry, 
and,  particularly,  Houssay  were  able  to  prove 
that  the  pandreas  was  independent  of  the  vagus 
nerve.10-12  According  to  Houssay,  insulin  secre- 
tion depends  directly  upon  the  blood  sugar  level. 
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Mirski  is  of  the  opinion  that  the  anterior  lobe  of 
the  pituitary  would  stimulate  insulin  secretion.13 
His  theory  has  been  confirmed  by  Milman  and 
Russell,  who  were  able  to  demonstrate  a stimula- 
tion of  insulin  secretion  by  the  growth  hormone  of 
the  anterior  lobe  of  the  pituitary.14 

As  already  stated,  the  hypothalamic  region 
does  play  a part  in  carbohydrate  metabolism.  It 
should  be  taken  into  consideration  that  the 
hypothalamus  largely  controls  the  function  of 
the  hypophysis.  This  theory  appears  to  be  con- 
fumed  by  a recent  discovery.  An  extract  pre- 
pared from  the  thalamic  region  acts  like  ACTH, 
probably  exerting  its  effect  by  stimulation  of  the 
anterior  lobe  of  the  hypophysis.  Hypersensi- 
tivity to  insulin  has  also  been  observed  following 
lesions  of  the  hypothalamic  region. 

Houssay  was  able  to  reproduce  his  meta- 
hypophyseal  diabetes  in  rats  and  dogs  with  pure 
growth  hormone,  and  Mirski  has  suggested  that 
the  latter  may  increase  insulin  secretion.  Mil- 
man  and  Russell  confirmed  this  experience  in 
experiments  on  rats  with  the  same  hormone. 

Having  reviewed  the  theories  on  insulin  secre- 
tion, we  will  now  approach  the  problem  of  the 
homeostatic  regulation  of  the  blood  sugar.  We 
know  since  the  work  of  Petr6n  (1923)  that  there 
exists  a diurnal  rhythm  of  the  blood  sugar  and 
glucosuria,  with  a tendency  to  drop  during  the 
day  and  to  rise  at  night.15  This  rhythm  is  the 
same  in  mild  and  severe  diabetes,  and  according 
to  Ricketts,  this  rhythm  is  maintained  even  in 
totally  depancreatized  man.16 

Conn  believes  that  there  is  a parallelism  be- 
tween the  urinary  elimination  of  the  11-oxy- 
steroids  and  the  diurnal  rhythm  of  the  blood  sugar 
and  the  glucosuria.17,18  He  was  able  to  demon- 
strate a very  clear  rise  in  blood  sugar  following 
administration  of  this  steroid,  the  increase  be- 
coming even  more  marked  when  the  pancreatic 
reserve  was  reduced. 

Cori  was  able  to  show  that  the  extract  of 
the  anterior  lobe  of  the  pituitary  contains  a 
factor  which  reduces  the  peripheral  utilization 
of  glucose  by  inhibition  of  the  glucose-hexokinase 
system.19 

Soskin  contends  that  the  fundamental  regula- 
tion of  the  blood  sugar  is  an  autoregulation  and 
that  the  level  of  the  blood  sugar  is  the  deter- 
mining factor.20  It  is,  however,  the  well-bal- 
anced interaction  of  the  endocrine  glands  that 
determines  the  blood  sugar  level  at  which  the 
liver  stops  secreting  glucose.  An  excess  or 
deficit  of  one  of  these  hormones  breaks  the  en- 
docrine equilibrium  and  changes  the  threshold 
required  to  inhibit  the  secretion  of  glucose  and 
thereby  the  level  of  the  blood  sugar. 

Reduced  gluconeogenesis  favors  hypoglycemia. 
A reduction  of  the  protein  catabolism  brings 


about  hypoglycemia.  The  reinforcement  of  the 
insulin  effect  may,  for  some  unknown  reason, 
cause  either  hypoglycemia  by  an  accelerated 
shift  of  glucose  from  the  blood  to  the  periphery, 
or  it  may  cause  a decrease  in  the  compensatory 
hepatic  output  of  glucose. 

We  are  becoming  more  and  more  familiar 
with  the  diabetogenic  action  of  certain  adreno- 
cortical extracts.  We  know  now  that  the  diabetes 
in  Cushing’s  syndrome  is  probably  due  to  the  over- 
production of  glycocorticosteroids.  Being  insulin- 
resistant,  it  may  resemble  the  insulin-resistant 
phase  of  “brittle”  diabetes. 

The  glycosteroids,  especially  compound  E (17- 
hydroxy-ll-dehydrocorticosterone)  may  prevent 
fasting  hypoglycemia  as  well  as  sensitivity  to  in- 
sulin in  Addison’s  disease.  When  this  disease  is 
accompanied  by  diabetes,  there  is  sometimes  a 
normal  production  of  glycosteroids  despite  evi-  . 
dence  of  adrenocortical  insufficiency.  Cortisone 
greatly  increases  the  glucose  excretion. 

Curves  characteristic  of  insulin  resistance  t 
become  typical  of  insulin  sensitivity  after  ad- 
ministration of  desoxycorticosterone  acetate.  ■ 
The  mechanism  may  be  due  to  the  inhibition  of 
pituitary  output  of  diabetogenic  factors,  but  : 
direct  competition  with  1 1-oxysteroids  must 
also  be  considered. 

Recent  experiments,  mostly  by  Conn,  on  the  ft 
diabetogenic  action  of  ACTH  in  man  as  well  as  f< 
the  hyperglycemia  and  glycosuria  (transient'  r 
observed  in  patients  treated  with  ACTH  show 
the  important  part  played  by  this  hormone  ii 
the  carbohydrate  metabolism.  There  is  also  t(  r 
be  considered  the  action  of  ACTH  on  the  urii 
acid  metabolism  and  on  the  level  of  the  reducec  r. 
glutathione  in  the  blood.  : 

Lazarow  was  the  first  to  draw  attention  to  th< 
relation  of  sulfhydryl  compounds,  particular!.'  ? 
cystine  and  glutathione  to  experimental  alloxa’  ... 
diabetes.21  ~23  This  author  and  his  group  sugges 
that  alloxan  may  combine  with  some  enzym 
essential  for  normal  carbohydrate  metabolisr 
and  so  correct  its  diabetogenic  effect. 

Griffith,  experimenting  with  rabbits,  coul 
show  a relation  existing  between  hyperglycemii 
uric  acid,  and  this  sulfhydryl  compound.24 

Conn  also  showed  that  reduced  glutathiori 
alleviates  the  temporary  diabetes  produced  i 
human  subjects  by  ACTH.  Conn  claims  ths 
there  is  a persistent  relation  between  the  reduce 
tolerance  for  carbohydrate,  the  increased  metal 
olism  of  endogenous  purins,  and  the  level  < 
the  blood  glutathione.  Thus,  ACTH  may  inju 
the  beta  cells  in  a manner  not  unlike  alloxa 
A decreased  glutathione  may  alter  the  functic 
of  the  beta  cells  making  them  more  sensitive  i| 
hyperglycemia.  He  believes  that  in  norm  ^ 
man  the  capacity  for  maintaining  a reasonab 
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level  of  reduced  glutathione  and  other  sulfhydryl 
compounds  in  the  blood  may  be  at  stake  in  the 
familial  predisposition  to  diabetes. 

According  to  Patterson,  the  dehydroascorbic 
acid  is  diabetogenic,  perhaps  by  destroying 
enzymes  with  a sulfhydryl  group  which  are  essen- 
tial in  normal  carbohydrate  utilization.25 

These  studies  are  drawing  our  attention  to  the 
fundamental  role  played  by  the  sulfhydryl 
group  in  normal  carbohydrate  metabolism  and 
suggest  a possible  impairment  of  the  process  in 
the  diabetic  organism.  It  is  quite  possible  that 
an  improper  balance  in  glycosteroid  secretion 
may  also  be  involved  in  brittle  diabetes.  I do 
not  believe  that  the  reduced  blood  glutathione, 
uric  acid,  or  nitrogen  equilibrium  has  been 
studied  in  “brittle”  diabetes  to  date.  All  these 
i findings  emphasize  the  difficulty  encountered  in 
attempting  to  understand  the  mechanism, 
| equilibrium,  and  process  of  compensation  that 
take  place  in  the  maintenance  of  a normal  carbo- 
: hydrate  metabolism. 

; After  having  reviewed  these  clinical  and  ex- 
perimental data,  all  pertaining  to  the  regulation 
j of  the  blood  sugar  level  and  insulin  secretion,  we 
have  to  ask  ourselves  what  causes  the  rupture 
of  the  so  well  established  equilibrium  of  the 
endocrine  glands.  Is  there  a common  cause  for 
diabetes  and  hyperinsulinism  as  suggested  by 
Conn?  It  would  be  conceivable  that  a common 
etiologic  factor  for  these  two  diseases  might 
exist,  the  “standard  response”  being  “diabetes,” 
j the  “exceptional  response”  being  “hyperin- 
sulinism.” We  also  know  that  a period  of  hyper- 
insulinism may  precede  diabetes.  Autopsy 
studies  of  patients  succumbing  to  organic  hyper- 
insulinism revealed  pituitary  lesions  similar  to 
i those  found  in  the  pituitary  of  diabetics. 

We  have  thus  to  consider  the  following  hypoth- 
eses: (1)  the  existence  of  a center  located 

above  the  hypophysis  in  the  hypothalamic 
i region;  (2)  a faulty  metabolism  of  the  endog- 
enous purins,  or  (3)  reactions  based  on  the 
interrelations  of  the  thalamic  region  with  the 
icentral  nervous  system  and/or  the  autonomic 
nervous  system.  All  this  is  still  mere  specula- 
i tion.  As  a matter  of  fact,  we  have  yet  to  learn 
• how  insulin  acts  and  what  is  the  actual  cause  of 
' diabetes.  Consequently,  the  etiology  of  this 
(particular  form  of  diabetes,  known  as  “brittle” 
I diabetes,  escapes  us  completely. 

Treatment 

The  management  of  these  patients  is  one  of 
the  most  difficult  therapeutic  problems  and  is 
limited  to  a symptomatic  control  of  the  diabetes 
and  recognition  of  the  possible  danger  of  hypo- 

!glycemia  to  the  brain.  It  is  futile  to  attempt  to 
obtain  ideal  control  of  the  carbohydrate  metab- 


olism in  these  patients.  Our  main  objective 
must  be  to  prevent  the  severe  crises  of  hyper- 
glycemia leading  to  acidosis  and  the  hypogly- 
cemic shocks. 

All  modified  insulins  have  in  common  the 
danger  of  their  potentially  cumulative  action. 
Protamine  zinc  insulin  is  to  be  condemned. 
The  mixture  of  protamine  zinc  insulin  with 
ordinary  insulin  or  globin  insulin  alone  or  mixed 
with  ordinary  insulin  are  not  reliable  either, 
since  we  do  not  know  at  what  moment  insulin 
is  released  into  the  circulation  and  when  absorp- 
tion takes  place.  Which  insulin  should  then  be 
used?  It  is  regular  insulin  that  should  be  given 
every  six  hours.  One  may  eventually  add  an 
injection  of  globin  insulin  before  the  evening 
meal.  The  diet  of  these  patients  should  be 
made  up  of  four  to  six  meals  a day. 

Conclusions 

In  conclusion,  let  us  state  that  we  should  give 
up  the  idea  of  reaching  an  ideal  equilibrium  of 
carbohydrate  metabolism.  Some  diabetic  pa- 
tients cannot  be  treated  according  to  fixed  rules 
without  being  exposed  to  certain  risks.  We 
must  accept  that  there  will  always  be  some 
diabetics  in  whom  treatment  will  not  prove 
wholly  satisfactory.  Antidiabetic  therapy  is 
not  only  a question  of  a quantitative  and  qualita- 
tive adjustment  of  diet  and  of  treatment  with 
insulin.  There  are  other  factors  involved  which 
still  remain  unknown  to  us. 
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A PROCTOSCOPIC  TABLE 

Alan  A.  Kane,  M.D.,  Brooklyn,  New  York 


PROCTOSCOPIC  examination  has  become  a 
routine  office  procedure.  In  order  to  make  the 
examination  simpler,  I have  devised  a table  which 
can  be  made  by  anyone  for  only  a few  dollars. 

The  entire  table  is  made  of  pine  and  plywood. 
It  is  adjustable  to  different  heights  and  angles  by 
adjustment  of  the  wing  nuts  as  shown.  It  is 
easily  collapsed  for  transportation  and  may  be 
used  in  the  patient’s  home  on  a bed.  In  the 
office  it  is  set  up  on  the  examination  table.  A 
pad  is  thrown  over  it  so  that  the  patient  is  more 
comfortable. 

The  positioning  of  the  patient  that  may  be  ob- 
tained by  the  use  of  this  simple  table  is  excellent 
for  all  rectal  examinations. 

Following  is  a list  of  the  materials  required 
(Fig.  1): 

Material  Number  Size 

1-inch  pine  1 piece  30  by  12  inches 

(A) 


1-inch  pine 
VMnch  plywood 
Winch  plywood 
Winch  plywood 


Winch  plywood 
Hinges 


Bolts 
Washers 
Wing  nuts 
Screws 


1 piece  17  bv  12  inches 

(B) 

5 pieces  10  by  V/2  inches 

(C) 

2 pieces  22  by  2l/2  inches 

(D) 

2 pieces  18  by  I1/'?  inches, 

slotted  as 
shown  ( E ) 

2 pieces  9 by  ll/4  inches 

(F) 

2 (with  6 
screws  for 
each)  ( G ) 

4 2 VMnch 

8 
4 

34  1 VMnch  (all  are 

counter  sunk) 
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EVIPAL  SOLUBLE  ANESTHESIA  FOR  MAJOR  SURGERY 

C.  Paul  Boyan,  M.D.,  and  Olga  Schweizer,  M.D.,  New  York  City 
( From  the  Department  of  Anesthesiology,  Memorial  Center  for  Cancer  and  Allied  Diseases ) 


SINCE  its  introduction  to  the  medical  profes- 
sion in  1932  Evipal  soluble  has  enjoyed  wide 
popularity  in  Europe  where  it  has  been  employed 
as  an  anesthetic  agent  for  all  types  of  surgical 
procedures.*  In  the  United  States,  however,  the 
subsequent  appearance  of  Pentothal  sodium 
caused  a rapid  diminution  in  the  initial  interest 
produced  by  the  earlier  intravenous  barbiturate 
with  the  result  that  Pentothal  has  almost  com- 
pletely replaced  Evipal  in  the  armamentarium  of 
the  present-day  anesthesiologist.  The  fact  that 
Evipal  soluble  may  still  be  of  value  in  clinical 
anesthesiology  was  recently  demonstrated  by 
Volpitto,  who  reported  a number  of  intubations 
performed  under  Evipal  and  d-tubocurarine 
chloride.* 1  The  present  paper  describes  the  re- 
sults of  our  observations  in  a series  of  115  pa- 
tients anesthetized  with  Evipal  soluble.  The 
intravenous  barbiturate  was  supplemented  with 
d-tubocurarine  chloride  to  provide  sufficient 
muscular  relaxation  for  intubation  and  intra- 
abdominal manipulation  in  a light  plane  of  anes- 
thesia. In  the  majority  of  cases  nitrous  oxide 
was  used  to  reduce  the  total  dosage  of  Evipal. 


Properties  of  Evipal  Soluble 

Evipal  soluble  is  the  sodium  salt  of  N-methyl- 
cyclohexenylmethyl  barbituric  acid.  It  is  a 
white  water-soluble  powder  which  is  readily 
detoxified  in  the  body,  primarily  in  the  muscles 
1 and  liver.  Intravenous  injection  of  a single  dose 
produces  rapid  onset  of  a state  of  narcosis  from 
which  the  patient  recovers  in  a short  time.  No 

(damage  to  the  skin  or  subcutaneous  tissue  has 
been  reported  from  accidental  paravenous  injec- 
tion.2 One  disadvantage  of  the  drug  is  loss  of 
potency  after  standing  for  several  hours.  Re- 
ports in  the  literature  have  been  confirmed  by  our 
mown  observations  which  demonstrated  approxi- 
mately 50  per  cent  loss  of  potency  in  a solution 
which  had  been  prepared  seventeen  hours  prior  to 

Iidministration.3 

In  several  respects  Evipal  is  a safer  drug  than 
he  other  short-acting  barbiturates.  Experi- 
nental  studies  have  shown  that  the  lethal  dose  of 
Evipal  is  four  times  the  anesthetic  dose  (index  4), 
vhereas  the  same  index  for  Pentobarbital  sodium 
s 2.2  and  for  barbital  sodium  1.4. 4'6  Supportive 
vidence  from  clinical  experience  reveals  only  60 
leaths  in  more  than  a million  and  a half  adminis- 


*  Evipal  soluble  = Evipal.  The  Evipal  soluble  in  this 

1 tudy  was  furnished  by  Winthrop-Stearns  Inc. 


trations.6-7  These  deaths  resulted  from  technical 
errors  of  overdosage  with  subsequent  hypoxia  and 
anoxia  rather  than  toxicity  of  the  drug.  The  low 
incidence  of  laryngospasm  in  patients  under 
Evipal  anesthesia  (in  contrast  to  Pentothal)  is  felt 
to  be  due  to  the  absence  of  a sulfur  component  in 
the  chemical  structure  of  the  drug. 

Clinical  Uses 

Clinical  experience  has  demonstrated  a wide 
variety  of  uses  for  Evipal  both  as  the  sole  anes- 
thetic agent  in  operations  of  short  duration  and  as 
a supplementary  agent  during  spinal  and  local 
anesthesia.  Its  value  in  obstetric  anesthesia  has 
been  stressed  by  Holman,  Thomas,  and  others.8,9 
The  low  incidence  of  laryngospasm  in  patients 
anesthetized  with  Evipal  has  increased  its  im- 
portance for  endotracheal  intubation.1-10  In 
addition  to  its  other  uses,  Evipal  provides  excel- 
lent basal  sedation  by  the  rectal  route  and  serves 
as  an  introductory  agent  for  more  potent  drugs 
such  as  ether. 

Since  the  literature  in  the  United  States  con- 
tains few  references  to  the  use  of  Evipal  as  the 
primary  anesthetic  agent  in  major  surgical  pro- 
cedures of  long  duration,  it  wras  felt  that  it  would 
be  of  interest  to  employ  the  barbiturate  for  this 
purpose  in  an  unselected  series  of  cases  to  deter- 
mine whether  it  has  any  real  advantages  over 
other  anesthetic  agents. 

Technic 

Adequate  premedication  plays  an  important 
role  in  the  induction  and  maintenance  of  satis- 
factory anesthesia  with  Evipal.  In  the  present 
series,  preoperative  sedation  consisted  of  sub- 
cutaneous administration  of  morphine  or  demerol 
and  scopolamine  in  dosages  compatible  with  age 
and  physical  state,  sixty  to  ninety  minutes  before 
the  scheduled  time  of  operation. 

Upon  arrival  in  the  operating  room  a 5 per  cent 
solution  of  cocaine  was  applied  to  the  pharynx, 
epiglottis,  and  nasal  passages  of  the  patient  by 
means  of  a deVilbliss  atomizer.  Topical  anes- 
thesia with  cocaine  serves  the  double  purpose  of 
shrinking  the  nasal  mucous  membranes  and  re- 
ducing the  irritability  of  the  laryngeal  structures. 

After  cocainization  had  been  completed,  an  18- 
or  15-gauge  needle  was  introduced  into  an  acces- 
sible vein.  A three-way  stopcock  attached  to 
this  needle  permitted  the  administration  of  solu- 
tions of  isotonic  saline,  5 per  cent  dextrose  in 
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water  and  blood,  as  well  as  the  Evipal,  which  in 
all  cases  was  a 10  per  cent  solution.  An  initial 
dose  of  0.5  to  1.0  cc.  of  Evipal  was  injected  to  rule 
out  any  reaction  of  hypersensitivity  to  the  drug. 
If  no  untoward  effects  were  noted,  the  average 
patient  was  then  given  an  additional  4 to  5 cc. 
within  five  or  ten  seconds.  This  dose  was  re- 
duced in  the  case  of  elderly  or  debilitated  in- 
dividuals. The  second  injection  was  usually 
followed  by  a brief  period  of  apnea.  After 
respiratory  activity  had  been  restored,  40  to  80 
units  of  d-tubocurarine  chloride  were  injected 
into  the  intravenous  tubing.  Although  this  dose 
of  curare  was  usually  sufficient  to  permit  oral  or 
nasal  intubation  by  direct  laryngoscopy,  a few 
young,  muscular  individuals  required  additional 
doses  of  both  Evipal  and  curare  before  successful 
intubation  could  be  performed.  When  sufficient 
relaxation  of  the  mandibular  muscles  had  been 
obtained,  the  cords  were  exposed  and  sprayed  with 
a 5 per  cent  solution  of  cocaine  prior  to  the  inser- 
tion of  the  endotracheal  tube. 

An  endotracheal  tube  was  employed  in  all  cases 
in  which  the  contemplated  surgery  involved  ex- 
ploration of  the  thoracic  or  abdominal  cavities. 
Intubation  was  omitted  in  a few  patients  sched- 
uled for  operative  procedures  in  regions  other 
than  the  head  and  neck. 

The  endotracheal  tube  was  connected  to  a 
semiclosed  absorption  system  for  the  administra- 
tion of  the  nitrous  oxide  oxygen  mixture  usually 
in  a proportion  of  1:1  L.  per  minute.  In  cases 
with  good  respiratory  exchange  the  ratio  was  2:1. 
Oxygen  alone  was  given  in  poor  r isk  patients. 
The  type  of  connection  employed  for  head  and 
neck  cases  has  been  described  in  detail  by  one  of 
the  authors.11 

• Smooth  anesthesia  was  maintained  during  the 
course  of  the  operation  by  adding  small  fractional 
doses  of  10  per  cent  Evipal  solution  (approxi- 
mately 1 to  2 cc.  at  a time)  as  indicated  by  the  ap- 
pearance of  signs  of  decreasing  depth  of  anesthesia. 
Small  amounts  of  d-tubocurarine  chloride  (20 
to  40  units)  given  prior  to  the  abdominal  closure 
provided  the  necessary  muscular  relaxation. 

At  the  end  of  operation  a thorough  tracheo- 
bronchial toilet  was  carried  out  prior  to  removal 
of  the  endotracheal  tube.  Since  difficulty  may  be 
experienced  in  maintaining  an  adequate  airway  in 
the  immediate  postoperative  period  in  cases  in- 
volving surgery  about  the  head  and  neck,  the 
patients  in  this  group  were  returned  to  the  ward 
with  endotracheal  tube  in  place.  The  tube  was 
removed  after  consciousness  had  been  completely 
restored. 

Analysis  of  Cases  in  the  Present  Series 

In  the  present  series  of  115  cases  of  major 
gurgery  performed  under  intravenous  Evipal 


TABLE  I. — Operative  Procedures  in  115  Cases 


Number 


Type  of  Surgical  Procedure  Cases 


Exploratory  thoracotomy  and  biopsy  3 

Exploratory  thoracotomy,  biopsy,  and  insertion  of 
gold  seeds  2 

Exploratory  thoracotomy,  biopsy,  insertion  of  gold 
seeds,  vagotomy  1 

Exploratory  thoracotomy,  thoracoplasty  1 

Pneumonectomy  2 

Lobectomy  2 

Esophagocardioplasty  1 

Excision  tumor  chest  wall,  axillary  node  dissection  1 

Exploratory  laparotomy,  biopsy  7 

Gastrotomy,  pyloroplasty  1 

Ileocolostomy  1 

Hemicolectomy,  transverse  ileostomy  1 

Cholecystogastrostomy,  gastrojejunostomy  1 

Cholecystostomy,  jejunojej unostomy  1 

Total  pancreatectomy,  splenectomy,  gastrectomy  1 

Pelvic  evisceration  1 

Abdominoperineal  resection  of  rectum  1 

Adrenalectomy,  right;  exploration  adrenal  gland, 

left  1 

Nephrectomy  X 

Total  hysterectomy  3 

Total  hysterectomy,  radical  node  dissection  2 

Myomectomy  of  uterus  1 

Radical  mastectomy  5 

Excision  of  tumor  with  radical  axillary  node  dissec- 
tion in  continuity  2 

Excision  of  tumor  with  radical  groin  node  dissec- 
tion in  continuity  1 

Excision  bone  tumor  1 

Excision  of  soft  tissue  tumor,  plastic  repair  4 

Bilateral  femoral  vein  ligation  of  leg  1 

Radical  neck  dissection  7 

Partial  resection  of  mandible  1 

Subperiosteal  resection  of  mandible  1 

Resection  of  mandible,  radical  neck  dissection  2 

Resection  of  mandible,  radical  neck  dissection,  ex- 
cision floor  of  the  mouth  2 

Resection  of  mandible,  radical  neck  dissection, 

hemiglossectomy  3 

Resection  of  mandible,  radical  neck  dissection, 

excision  cheek,  plastic  repair  1 

Resection  of  mandible,  radical  neck  dissection, 
partial  resection  of  maxilla,  soft  palate,  with 
skin  graft  1 

Partial  glossectomy  2 

Excision  parotid  tumor  2 

Excision  parotid  tumor,  resection  zygoma  and 

cheek,  plastic  repair  1 

Resection  maxilla,  skin  graft  3 

Resection  maxilla,  radical  neck  dissection  1 

Resection  maxilla,  exenteration  of  orbit,  plastic 

repair  3 

Total  laryngectomy  6 

Total  laryngectomy,  cervical  esophagectomy  1 

Partial  laryngectomy  X 

Pharyngoesophageal  diverticulectomy  X 

Total  thyroidectomy,  radical  neck  dissection 
Subtotal  thyroidectomy  6 

Excision  thyroglossal  cyst  1 

Cheiloplasty  3 

Cheiloplasty,  radical  neck  dissection  1 

Excision  orbital  tumor,  plastic  repair  1 

Excision  tumor  nose,  plastic  repair  X 

Excision  tumor  ear,  plastic  repair  1 

Excision  tumor  ear,  radical  neck  dissection 
Excision  tumor  neck,  plastic  repair  3 

Excision  soft  palate  1 

Plastic  reconstruction  of  cheek 

Plastic  reconstruction  of  esophagus  X 

Plastic  reconstruction  of  neck  1 

Total  115 


anesthesia,  there  were  73  male  patients  and  42 
female  patients.  Although  ages  ranged  from 
eight  to  seventy-eight  years,  the  greater  number 
were  in  the  sixth  and  later  decades  of  life.  Over 
half  the  patients  had  disease  of  the  cardiovascular, 
renal,  or  pulmonary  systems  or  disturbances  of 
metabolic  function  in  addition  to  their  primary 
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TABLE  II. — Dosage  of  Evipal  Soluble 


Dosage 

(Gm.) 

Number 
of  Cases 

0.5  to  1.0 

3 

1 . 1 to  1 . 5 

20 

1.6  to  2.0 

26 

2 . 1 to  2 . 5 

28 

2.6  to  3.0 

16 

3 . 1 to  3 . 5 

8 

3.6  to  4.0 

9 

4.1  to  4.5 

2 

4.6  to  5.0 

3 

Total 

115 

pathologic  condition.  The  majority  of  the  opera- 
tive procedures  to  which  these  patients  were  sub- 
jected were  long  (45  to  425  minutes)  and  com- 
plicated and  often  were  accompanied  by  con- 
siderable blood  loss  (Table  I).  The  minimum 
dose  of  Evipal  used  in  the  series  was  0.5  Gm.  and 
the  maximum  5 Gm.  (Table  II). 

Operative  and  Postoperative 
Complications 

Operative  Complications. — There  were  few  com- 
plications in  the  operative  period  that  could  be 
attributed  to  the  anesthetic  agent.  A small 
percentage  of  cases  showed  irregular  muscular 
twitchings  during  induction  or  recovery.  This 
phenomenon  was  of  short  duration  and  occurred 
only  in  muscular  patients  who  had  received  in- 
adequate preoperative  sedation.  In  over  half 
the  patients  there  was  a fall  in  blood  pressure 
shortly  after  induction  of  anesthesia.  The  de- 
gree of  decline  in  the  blood  pressure  was  slight 
(5  to  20  mm.  mercury)  in  the  majority  of  cases, 
but  15  patients  displayed  a drop  of  greater  signifi- 
cance (20  to  40  mm.  mercury).  The  blood  pres- 
sure usually  returned  to  normal  soon  after  the 
start  of  the  surgical  procedure.  Pronounced 
cases  of  hypotension  were  given  small  doses  of 
neosynephrine. 

Recovery  Time. — Seventy-nine  per  cent  of  the 
patients  in  this  series  had  recovered  their  pha- 
ryngeal and  laryngeal  reflexes  before  leaving  the 


operating  room,  and  of  this  group  about  8 per 
cent  could  respond  to  simple  questions.  Com- 
plete restoration  of  consciousness  occurred  within 
thirty  minutes  to  four  hours  after  the  termination 
of  the  operation  in  all  but  a few  patients.* 

Postoperative  Complications. — There  were  few 
postoperative  complications  in  the  series.  Since 
Evipal  does  not  stimulate  the  vomiting  center  or 
irritate  the  stomach,  nausea  and  vomiting  were 
reduced  to  a minimum.  It  was  felt  that  the 
presence  of  an  endotracheal  tube  was  the  pre- 
cipitating factor  in  four  of  the  six  patients  who  did 
vomit  in  the  immediate  postoperative  period. 
Excessive  blood  loss  during  the  operative  pro- 
cedure resulted  in  postoperative  shock  in  three 
patients.  Adequate  supportive  therapy  pro- 
duced rapid  alleviation  of  this  condition. 

Mortality. — Six  deaths  occurred  in  the  weeks 
immediately  following  the  operation,  but  in  only 
one  of  these  could  the  anesthetic  agent  be  con- 
sidered a contributing  factor  (Table  III). 

This  patient  was  a seventy-year-old  obese  male 
with  severe  pulmonary  emphysema  who  was  sub- 
jected to  a complete  pelvic  evisceration  under  Evi- 
pal, supplemented  by  d-tubocurarine  chloride,  and 
100  per  cent  oxygen.  In  spite  of  adequate  pre- 
medication, large  doses  of  both  agents  were  required 
to  provide  smooth  anesthesia.  The  procedure  was 
further  complicated  by  excessive  blood  loss  due  to 
technical  difficulties.  At  the  end  of  operation  the 
blood  pressure  and  pulse  had  been  restored  to  nor- 
mal, and  the  degree  of  cyanosis  was  minimal  in 
spite  of  shallow,  jerky  respirations.  The  slight 
existing  cyanosis  disappeared  with  administration 
of  oxygen.  The  patient  recovered  from  anesthesia 
five  and  one-half  hours  after  the  termination  of 
operation  and  seemed  in  satisfactory  general  condi- 
tion for  the  first  few  postoperative  days,  although 
he  continued  to  show  some  respiratory  embarrass- 
ment. His  respiratory  distress  was  intensified  by 
marked  intestinal  distention.  Death  occurred  on 

* Inasmuch  as  the  services  of  the  anesthesiologist  were  re- 
quired in  the  operating  room,  it  was  difficult  to  follow  the 
postoperative  patients  at  frequent  intervals.  As  a result,  it 
was  necessary  to  depend  on  the  nurses’  notes  to  ascertain  the 
exact  time  of  recovery,  a source  of  information  which  is  not 
completely  accurate. 


TABLE  III. — Mortality 


Day  of 
Death 

(Post- 

Age  Diagnosis  Operation  operative) 


31 

Abdominal  carcino- 
matosis 

Ileocolostomy 

17 

67 

Metastatic  cancer 

Radical  neck  dissection,  in- 
sertion gold  seeds 

10 

74 

Cancer  of  pancreas 

Cholecystogastrostomy,  je- 
junojejunostomy 

6 

70 

Cancer  of  urinary 
bladder 

Pelvic  evisceration 

6 

57 

Cancer  of  pancreas 

Exploratory  laparotomy, 
biopsy 

Exploratory  laparotomy, 
biopsy 

3 

47 

Cancer  of  stomach 

1 

Cause 


Cachexia 

Widespread  carcinomatosis, 
renal  failure 

Hepatorenal  syndrome 

Paralytic  ileus,  cardiac  de- 
compensation 

Abdominal  carcinomatosis, 
hepatorenal  syndrome 

Sudden  death,  coronary  oc- 
clusion (?) 
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the  sixth  postoperative  day  as  a result  of  cardiac 
decompensation.  It  is  our  impression  that  the 
choice  of  an  intravenous  barbiturate  and  a curare 
derivative  in  this  case  contributed  to  the  fatal  out- 
come. 

Intubation  Under  Evipal  Soluble  Anesthesia 

The  present  series  includes  100  intubations 
under  Evipal  and  d-tubocurarine  chloride  anes- 
thesia. All  were  performed  by  direct  laryngos- 
copy, 49  by  the  orotracheal  and  the  rest  by  the 
nasotracheal  route.  Although  the  dosage  of  the 
curare  derivative  required  for  intubation  was 
usually  under  80  units,  it  was  necessary  to  employ 
as  much  as  100  units  on  a few  young  muscular 
individuals  or  in  cases  of  trismus.  This  dosage 
of  d-tubocurarine  chloride  combined  with  0.5 
to  0.8  Gm.  Evipal  permitted  easy  intubation  in 
the  majority  of  cases. 

Comment 

A review  of  the  115  cases  in  the  present  series 
reveals  that  a combination  of  10  per  cent  Evipal 
soluble,  d-tubocurarine  chloride,  and  nitrous 
oxide-oxygen  anesthesia  administered  by  an  ex- 
perienced anesthesiologist  provides  smooth  and 
safe  anesthesia  for  all  types  of  operative  proce- 
dures. The  relatively  small  dosage  required  for 
induction,  intubation,  and  maintenance  of  anes- 
thesia and  the  short  recovery  period  proved 
especially  valuable  in  the  poor  risk  patient. 

A comparison  of  Evipal  with  inhalation  agents 
shows  that  the  intravenous  barbiturate  has  sev- 
eral advantages  in  the  field  of  thoracic  surgery. 
In  addition  to  the  ease  of  induction  and  intuba- 
tion, there  was  only  minimal  variation  in  the 
blood  pressure  and  pulse  on  change  of  position  of 
the  patient.  Evipal  provided  a uniformly  quiet 
operative  field  with  little  reduction  in  the  volume 
of  respiratory  exchange  and  also  permitted  fre- 
quent suctioning  of  the  tracheobronchial  tree 
without  disturbing  the  level  of  anesthesia.  There 
was  no  contraindication  to  the  use  of  the  elec- 
trocautery. 

The  low  incidence  of  laryngospasm  with  Evipal 
anesthesia  and  the  tendency  of  the  drug  to  pro- 
duce some  degree  of  muscular  relaxation  have 
proved  its  greatest  assets  in  comparison  with 
Pentothal  sodium.10,12  Our  experience  with  the 
Evipal  d-tubocurarine  chloride  combination  for 
intubation  supports  the  observations  of  Volpitto.1 
Successful  intubation  by  either  the  nasal  or  oral 
route  was  easily  accomplished  in  the  majority  of 
cases  in  the  present  series  with  minimal  quantities 
of  Evipal  and  the  curare  derivative. 

The  advantages  of  Evipal  over  other  anesthetic 


agents  were  not  apparent  except  in  the  circum- 
stances that  have  been  described.  Abdominal 
explorations  in  young,  muscular  individuals  re- 
quired large  doses  of  Evipal  and  curare  for  ade- 
quate relaxation  with  a resultant  prolonged  re- 
covery time.  Although  Evipal  did  provide  sat- 
isfactory anesthesia  for  all  types  of  surgery  about 
the  head  and  neck,  no  real  improvement  over  a 
Pentothal-curare  combination  was  noted. 

The  fact  that  most  of  the  cases  of  delayed  reac- 
tion time  occurred  in  the  earlier  part  of  the  series 
indicates  that  experience  in  the  use  of  Evipal  can 
reduce  such  delays.  No  ill  effects  were  observed 
in  any  of  the  patients  in  this  group.  Pharyngeal 
and  laryngeal  reflexes  were  present  throughout 
most  of  the  period  of  postoperative  narcosis,  and 
there  was  no  evidence  of  respiratory  depression. 
Intravenous  coramine  in  5-cc.  doses  was  employed 
at  the  end  of  the  operation  in  a number  of  cases  to 
determine  its  analeptic  effect  on  patients  under 
Evipal  anesthesia.  Although  a transitory  stimu- 
lating action  occurred  in  every  patient,  no  perma- 
nent improvement  in  recovery  time  was  noted. 

Our  experience  with  Evipal  as  an  anesthetic 
agent  for  major  surgery  indicates  that  there  are 
only  two  real  contraindications  to  its  use:  (1) 
marked  reduction  in  pulmonary  vital  capacity 
and  (2)  severe  hepatic  damage.  The  fact  that  a 
slight  fall  in  blood  pressure  occurred  in  about  half 
the  cases  in  the  present  series  indicates  that  an- 
other agent  would  be  preferable  for  patients  in 
whom  severe  blood  loss  is  anticipated. 

Summary 

1.  In  the  hands  of  an  experienced  anesthesi- 
ologist Evipal  soluble  is  a safe  and  satisfactory 
anesthetic  agent  for  most  major  surgical  pro- 
cedures. 

2.  A method  of  intubation  under  Evipal 
d-tubocurarine  chloride  anesthesia  is  described. 
Its  application  in  100  cases  with  good  results  is 
recorded. 
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THE  PSYCHOSOMATIC  TREATMENT  OF  OBESITY 

Wilfred  Dorfman,  M.D.,  Brooklyn,  New  York 


UNTIL  recent  years,  an  overweight  person 
could  reasonably  assume  that  being  over- 
weight wras  something  beyond  personal  control. 
The  endocrine  glands,  most  of  them  conveniently 
located  in  remote  and  inaccessible  areas  of  the 
body,  took  the  brunt  of  the  blame,  and  both  the 
patient  as  well  as  the  doctor  were  satisfied  that 
the  treatment  lay  along  the  lines  of  correcting 
this  existing  glandular  dysfunction.  The  thyroid 
gland,  whose  function  could  readily  be  assayed  by 
the  metabolism  test,  was  frequently  labeled  as  the 
offending  culprit,  especially  when  the  reading  was 
definitely  on  the  minus  side.  Even  those  patients 
whose  metabolism  was  not  minus  received  thyroid 
empirically.  A slight  degree  of  positivity  could 
lie  rationalized  by  slight  nervousness  in  anticipa- 
tion of  the  test,  or  lack  of  manifest  nervousness  but 
unquestionable  “internal  tension”  in  anticipation 
of  it. 

Those  cases  which  could  not  be  fit  into  the 
category  of  “thyroid  obesity”  were  often  con- 
veniently labeled  as  “pituitary”  in  origin.  Hypo- 
function  of  the  latter  gland  was  a ready  and  glib 
explanation  in  the  best  endocrine  circles,  and 
attempts  to  correct  this  basic  situation  through 
the  use  of  pituitary  products  seemed  quite  logical. 
Clinical  evidence,  however,  has  removed  some  of 
this  false  labeling,  for  many  patients  with  proved 
myxedema  showed  no  concomitant  obesity,  and, 
similarly,  patients  with  clinical  hypopituitarism 
(as  manifested  by  Simmond’s  disease  and  Shee- 
han’s postpartum  necrosis  of  the  pituitary)  were 
lean  and  emaciated  rather  than  obese. 

Similarly,  the  gonads,  too,  were  frequently 
held  accountable.  Menopausal  women  could 
thus  explain  their  overweight  on  the  cessation  of 
ovarian  action  and  were  quite  content  with  this 
explanation,  since  their  appetite  was  not  accused. 
They  had  always  felt  that  they  were  “small 
eaters”  anyway,  conveniently  forgetting  the 
obvious  fact  that  even  small  eaters  can  be  con- 
sistent. 

The  recent  trend  to  a “psychosomatic  approach” 
has  placed  some  obese  people  in  a difficult  situa- 
tion. No  longer  can  they  ascribe  their  difficulties 
to  glandular  reasons  alone.  If  they  then  accept 
the  label  of  “personality  disturbance”  or  “emo- 
tional immaturity”  as  the  basis  of  their  over- 
weight, they  feel  they  must  do  something  to 
correct  this  basic  although  quite  common  de- 
fect.1,2 The  shortage  of  psychiatrists,  the  high 
cost  of  psychoanalysis,  and  the  general  reluctance 
to  seek  such  help  all  accentuate  the  dilemma.  In 


this  conflictual  setting,  some  may  even  turn  to 
food  to  help  alleviate  their  anxiety.  So  the 
obesity  continues  and  with  it  the  dilemma. 

In  an  attempt  to  rectify  this  situation,  it  was 
felt  that  some  attempt  at  solution  might  result 
from  a “psychosomatic  approach.”  Since  other 
studies  have  shown  a higher  percentage  of  cures 
by  psychotherapy  alone  than  by  any  other 
method,  it  would  seem  possible  that  an  even  bet- 
ter approach  would  be  through  the  use  of  psycho- 
therapy in  addition  to  the  standard  approach 
through  a low  calorie  diet  and  anorexigenic  drugs.3 

This  type  of  therapy  can  best  be  illustrated  by  a 
case  study. 

Mrs.  F.  O.,  a thirty-six-year-old  housewife 
weighed  215  pounds.  At  the  time  of  her  marriage 
at  the  age  of  twenty  she  weighed  98  pounds.  She 
gained  25  pounds  with  each  of  her  two  pregnancies 
in  the  next  few  years  and  at  the  age  of  twenty- 
five  weighed  about  155.  At  this  time,  following 
severe  domestic  stress,  she  gained  50  pounds  in  the 
period  of  one  year.  Since  then,  for  a period  of 
about  ten  years,  she  has  been  on  various  reducing 
diets  and  medications  and  has  lost  as  much  as  25 
pounds  on  various  occasions.  Each  time,  however, 
she  recovered  her  previous  weight  within  a few 
weeks  after  stopping  the  diet.  She  had  always  felt 
that  she  suffered  from  a strange  metabolic  or 
glandular  “kink”  but  now  felt  that  this  should 
have  been  corrected  by  the  many  years  of  glandular 
therapy. 

Her  most  recent  basal  metabolism  test  was  nor- 
mal, and  she  was  now  convinced  that  her  eating  was 
“psychosomatic,”  correlated  with  her  emotional 
stress.  She  knew  the  caloric  value  of  every  food, 
from  alfalfa  to  zwieback,  and  understood  that  ice 
cream,  candy,  and  cake  have  more  calories  than 
tomatoes  and  lettuce,  yet  she  could  not  control  her 
desire  to  eat  these  high  caloried  foods.  Her  last 
doctor,  in  desperation,  told  her  she  ate  too  much 
because  she  was  a nervous,  frustrated  woman  who 
had  no  other  interests  or  pleasures  in  life  except 
food.  She  agreed  with  him  but  never  saw  him 
again.  She  realized  that  her  reaction  to  him  was 
immature  and  quite  illogical,  but  she  nevertheless 
resented  his  attitude.  Besides,  she  had  gained  10 
more  pounds  since  her  last  visit  and  was  ashamed  to 
go  back.  She  was  convinced  that  she  needed  psychi- 
atric care,  but  she  was  afraid  of  psychiatrists  and 
would  not  go  to  one  even  if  she  could  afford  to  do  so: 

She  was  given  a 1,200-calorie  per  day  diet  and  5, 
mg.  of  dexedrine  sulfate  twice  daily  and  was  seen 
weekly  for  psychotherapy  and  dietary  observation. 
She  recorded  her  food  intake  each  day,  and  on  each 
visit  this  was  checked  in  a constant  attempt  to  re- 
educate her  appetite.  Her  blood  pressure  was 
taken  and  heart  action  examined  on  each  visit. 
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She  was  observed  carefully  for  stigmata  of  vitamin 
deficiency  as  well  as  for  excessive  nervousness. 
Adequate  time  was  given  to  permit  her  to  ventilate 
her  many  problems,  and  an  attempt  was  made  to 
correlate  her  present  difficulties  with  the  pattern  of 
response  that  originated  in  her  childhood.  She 
expressed  difficulties  in  relationship  with  people, 
was  supersensitive,  and  realized  that  many  of  her 
eating  sprees  were  correlated  with  emotionally 
charged  events.  This  pattern  was  traced  to  her 
early  life,  for  she  quickly  recalled  many  instances 
when  food  seemed  to  solve  her  difficulties  and  salve 
her  anxiety.  The  role  of  habit  and  conditioning 
in  maintaining  this  almost  reflex  pattern  was  re- 
peatedly discussed. 

In  a period  of  three  months  she  lost  30  pounds. 
After  a one-month  period  of  maintenance  at  this 
level,  she  lost  25  more  pounds  in  the  next  three 
months  interval.  Over  a period  of  one  year  she 
lost  a total  of  65  pounds.  She  has  maintained  her 
weight  at  about  150  for  the  past  year  despite  her 
infrequent  visits  and  only  occasional  use  of  dexe- 
drine.  At  the  beginning  of  her  treatment  she  was 
reminded  that  it  was  quite  normal  for  even  “good” 
patients  to  break  their  diet  and  that  she  was  not 
expected  to  be  any  different.  She  was  reassured 
that  this  break  in  regime  was  usually  not  deliberate 
but  had  to  occur  because  it  was  difficult  to  deprive 
herself  of  the  things  from  which  she  had  learned  to 
receive  emotional  sustenance.  By  predicting  this 
event,  she  was  told,  her  guilt  would  be  anticipated. 
She  could  then  continue  to  seek  medical  help  with- 
out shame  and  loss  of  self-esteem. 

Comment. — A loss  of  weight  was  accomplished 
here  by  the  usual  method  of  eating  less  food.  In  addi- 
tion, an  attempt  was  made  to  understand  her  obesity 
as  a personality  problem  rather  than  a mere  mat- 
ter of  caloried  foodstuffs  and  the  laws  of  thermody- 
namics. The  role  of  emotional  forces  in  her  over- 
eating was  considered,  yet  she  was  not  denied  the 
aid  of  a crutch  in  the  form  of  dexedrine  to  curtail 
her  appetite.4  The  inevitable  breaking  of  her  diet 
was  anticipated,  and  her  subsequent  feeling  of  guilt, 
inadequacy,  and  frustration  was  minimized. 

In  some  patients,  the  doctor  must  be  willing  to 
settle  for  a limited  objective.  Not  all  obese 
patients  can  stop  their  extreme  need  for  sensory 
gratification  in  spite  of  their  apparent  insight 
and  the  doctor’s  constant  emotional  support. 
Some  become  depressed;  others  become  irritable 
and  sleepless.  These  patients  should  be  allowed 
to  eat  small  portions  of  the  desired  delicacies, 
despite  the  caloric  implications,  provided  that  the 
amount  is  small.  Much  tension  can  be  allevi- 
ated, and  the  patient  will  continue  on  the  “re- 
ducing diet”  in  this  modified  form,  losing  some 
weight,  albeit  small.  Over  a period  of  months 
they  will  have  lost  a few  pounds,  if  the  portions 
are  smaller,  and  will  have  some  ego  gratification 


due  to  their  diminished  girth.  The  doctor  must 
learn  to  condone  lapses  from  perfectionism  if  he 
expects  results.  Condemning  the  patient  as  a 
hopeless,  frustrated  glutton  merely  re-enforces 
the  patient’s  private  opinion.  It  serves  no  useful 
purpose  beyond  that  of  giving  vent  to  the  doctor’s 
anger  because  of  his  therapeutic  failure  and, 
incidentally,  gives  the  patient  a good  excuse  to 
quit  the  regime. 

Some  obese  patients  cannot  continue  to  lose 
weight  steadily,  despite  their  honest  intentions. 
In  these  cases,  the  motivation  may  be  poor,  but 
even  those  with  apparently  good  motivation  may 
develop  severe  emotional  conflict.5  The  doctor 
can  still  be  of  help  if  he  can  understand  that  the 
failure  is  not  a deliberate  affair.  Some  patients 
may  have  to  stop  their  weight  reduction,  but 
most  can  be  carried  on  a maintenance  diet  for  a 
varying  period  of  time,  so  that  they  will  not  gain 
back  their  hard-earned  losses.  Sometimes  after  a 
brief  respite  weight  loss  can  again  be  accom- 
plished. 

Even  the  best  of  patients  do  not  lose  consist- 
ently. Here,  too,  the  understanding  physician 
can  serve  a real  purpose . His  failure  to  condemn, 
his  willingness  to  compromise,  and  his  ability  to 
remove  guilt  feelings  that  go  with  the  inevitable 
breaking  of  the  diet  are  all  of  inestimable  value. 
His  purpose  should  be  one  of  constant  re-educa- 
tion. Appetites  are  created  by  habit  and  can  be 
corrected  only  by  the  formation  of  new  habits.6 

In  some  cases,  an  actual  decrease  of  appetite  is 
produced  as  a result  of  the  reconditioning  of  the 
appetite  mechanism  during  the  period  of  dietary 
treatment.7  If  the  process  of  re-education  is  too 
rapid,  there  is  a lessened  probability  of  perma- 
nency. Some  patients  will  unquestionably  need 
a firmer  approach  than  others,  while  others  will 
need  a greater  flexibility  of  regime.  Some  need  a 
judicious  mixture  of  both,  which  may  at  times 
seem  almost  impossible  to  dispense.  Most  re- 
quire constant  reassurance  and  an  opportunity  to 
ventilate  their  emotional  problems.  All  require 
the  doctor’s  understanding  and  sympathy. 
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Where  you  find  the  most  obstinacy,  there  you  will  find  the  most  ignorance. 


Case  Reports 


REMISSION  IN  RHEUMATOID  ARTHRITIS  FOLLOWING  FEVER  THERAPY 

WITH  LIVER  DAMAGE 


Benjamin  H.  Archer,  M.D.,  Bronx,  New  York 


(From  the  Medical  Service  and  Pathologic  Laboratories  of  the  Bronx  Hospital) 


TN  A recent  clinical  and  biochemical  study  of  re- 
missions  in  nonspecific  arthritis,  the  concept  was 
advanced  that  the  “potent  common  denominator” 
and  antirheumatic  factor  of  pregnancy  and  jaundice 
was  liver  damage  and/or  dysfunction.1  It  was  also 
indicated  that  some  of  the  drugs  and  other  therapeu- 
tic agents  used  in  the  treatment  of  rheumatic  con- 
ditions, especially  rheumatoid  arthritis,  are  hepato- 
toxic  in  nature.  In  a subsequent  communication  it 
was  stated  that  some  of  the  more  sensitive  liver  func- 
tion tests  such  as  the  cephalin  flocculation  and  the 
thymol  turbidity  tests  are  negative  in  patients  with 
nonspecific  arthritis  prior  to  therapy  but  may  be- 
come positive  when  some  of  the  antirheumatic  drugs 
such  as  gold  salts  or  bismuth  preparations  are  em- 
ployed.2 Finally,  it  has  been  suggested  that  there 
may  be  a correlation  between  the  hepatotoxic  effect 
of  antirheumatic  drugs  and  remissions  in  nonspecific 
arthritis.3-6 

The  following  case  is  presented  to  show  the  rela- 
tionship between  liver  damage  produced  by  fever- 
therapy  and  remission  of  a case  of  rheumatoid  ar- 
thritis. 

Case  Report 

R.  D.,  a young  adult  female  of  twenty-two,  was 
admitted  to  the  Bronx  Hospital  on  February  16, 
1949,  with  a history  of  multiple  joint  involvement  of 
three  months  duration.  The  cervical  spine,  hips, 
elbows,  knees,  and  ankles  were  the  joints  principally 
affected.  The  ankles  had  been  swollen  and  painful, 
and  the  other  joints,  although  painful,  had  not  been 
enlarged.  She  had  been  running  a low-grade  fe- 
ver and  was  bedridden  because  of  the  severe  pain  in 
her  joints.  The  rest  of  her  history  was  noncontrib- 
utory. 

Physical  examination  revealed  a well-nourished 
female  who  did  not  appear  acutely  ill.  The  throat 
was  negative.  The  thyroid  was  not  enlarged.  The 
lungs  were  clear.  A loud  blowing  systolic  murmur 
was  heard  along  the  left  border  of  the  sternum. 
There  was  no  apparent  cardiac  enlargement.  There 
was  no  accentuation  of  any  of  the  heart  sounds.  The 
blood  pressure  was  100/70.  The  liver  and  spleen 
were  not  palpable.  There  was  no  edema.  Locallv 
there  was  impaired  motion  of  the  cervical  spine  in  all 
directions,  and  there  was  marked  tenderness  but  no 
swelling  of  both  knee  joints. 

The  urine  on  admission  showed  a specific  gravity 
of  1.016  with  a trace  of  albumin  and  an  occasional 


white  blood  cell.  Subsequent  examinations  of  the 
urine  were  negative.  A blood  count  showed  a hemo- 
globin of  74  per  cent  (Sahli)  with  red  blood  cells 
3,700,000.  The  white  blood  count  was  11,750  with 
71  per  cent  polymorphonuclears  and  29  per  cent 
lymphocytes.  The  sedimentation  rate  was  46  mm. 
in  one  hour  (Wintrobe).  The  blood  sugar  was  84 
mg.,  the  nonprotein  nitrogen  was  33  mg.,  and  the 
uric  acid  was  2.2  mg.  The  Wasserman  and  Kahn 
reactions  were  both  negative.  The  cephalin  floccu- 
lation test  on  admission  was  negative.  The  thymol 
turbidity  test  was  2.5  units.  The  serum  protein 
was  7.9  Gm.  with  a serum  albumin  of  4.3  and  a serum 
globulin  of  3.6.  The  albumin-globulin  ratio  was  ap- 
proximately 1.2.  An  agglutination  test  for  Bru- 
cella abortus  was  negative,  and  urethral  and  vaginal 
smears  for  gonococci  were  also  negative. 

An  x-ray  of  the  chest  showed  nothing  abnormal. 
An  x-ray  of  the  cervical  spine  and  x-rays  of  the  an- 
kles were  likewise  negative.  A roentgen  examina- 
tion of  the  lumbar  spine  and  lumbosacral  area  re- 
vealed sclerosis  of  the  ilium  at  the  articulation  with 
the  sacrum  bilaterally.  This  was  interpreted  as  in- 
dicating an  early  lesion  of  a Marie-Strumpell  type  or 
rheumatoid  spondylitis.  A gastrointestinal  series 
of  x-rays  was  essentially  negative.  Four  serial 
electrocardiograms  taken  a week  apart  showed  the 
same  essentially  normal  pattern  with  a constant  P-R 
interval  of  0.18. 

The  clinical  impression  on  admission  was  rheu- 
matoid arthritis  with  incipient  rheumatoid  spondy- 
litis. 

During  the  first  six  weeks  of  her  hospital  stay,  the 
patient  was  treated  with  salicylates  and  gold  salts. 
These  drugs  proved  to  be  ineffectual.  A course  of 
fever  therapy  was  then  instituted  using  typhoid  vac- 
cine intravenously  to  produce  pyrexia.  The  treat- 
ment was  repeated  every  other  day  for  six  injections. 

In  the  accompanying  table  may  be  seen  the 
amount  of  the  vaccine  used,  the  temperature  peaks 
obtained,  the  duration  of  fever  after  each  intravenous 
injection,  and  the  results  of  the  liver  function  tests 
(Table  I). 

After.the  last  injection  of  typhoid  vaccine,  the  pa- 
tient had  complete  relief  of  her  joint  symptoms,  and 
the  sedimentation  rate  was  found  to  be  normal,  5 
mm.  in  one  hour  (Wintrobe).  She  was  discharged 
from  the  hospital,  apparently  in  a remission,  and 
was  seen  again  in  a follow-up  study  on  April  16, 
1949.  At  this  time  she  was  still  asymptomatic  and 
was  receiving  no  therapy.  A cephalin  flocculation 
test  done  on  this  day  was  negative,  and  her  thymol 
turbidity  was  4.9  units. 


2657 


2658 


BENJAMIN  H.  ARCHER 


[N.  Y.  State  J.  M. 


TABLE  I. — Effect  of  Intravenous  Typhoid  Vaccine  Therapy  on  Liver  Function  Tests 


Date 

Number  of 
Organisms 
Injected 
(Millions) 

Temperature 

Peak 

(Rectal) 

Duration 

of 

Fever 

(Hours) 

Cephalin 
Flocculation 
(48  Hours) 

Thymol 

Turbidity 

(Units) 

March  27 

15 

104.4 

6 

29 

15 

105.4 

7 

3 plus 

3.  i 

31 

15 

104.6 

6 

3 plus 

4.9 

April  2 

15 

103.0 

6 

4 

20 

104.2 

6 

3 plus 

4.1 

6 

20 

103.2 

6 

Two  weeks  later  her  family  physician  informed  us 
that  she  had  had  an  acute  exacerbation  of  her  ar- 
thritis and  was  being  treated  at  home  with  salicylates 
and  bed  rest.  Subsequently  she  was  sent  to  the 
Hospital  for  Joint  Diseases. 

She  attended  the  outpatient  department  of  the 
Hospital  for  Joint  Diseases  until  May  3,  1949,  at 
which  time  she  was  hospitalized  because  of  a fever  of 
102  F.  associated  with  painful  swelling  of  both 
knees,  pain  in  the  right  elbow,  left  hand,  back  of  the 
neck,  and  both  ankles. 

Physical  examination  revealed  the  patient  to  be 
acutely  ill  with  complaints  centered  mainly  around 
the  right  elbow,  the  left  hand  and  the  neck.  Stiff- 
ness and  swelling  were  noted  in  both  knees  and  both 
ankles.  Walking  was  impossible  because  of  pain. 
There  was  an  obvious  atrophy  of  the  muscles  of  both 
lower  extremities.  Examination  of  the  heart  failed 
to  reveal  the  presence  of  any  murmurs. 

The  essential  laboratory  findings  were  as  follows: 
The  urine  analysis  on  admission  showed  a specific 
gravity  of  1.020,  a trace  of  albumin,  no  sugar,  and  on 
microscopic  examination  a moderate  number  of 
white  blood  cells  and  pus  cells.  A culture  of  the 
urine  was  positive  for  hemolytic  Staphylococcus 
aureus.  A blood  count  showed  a hemoglobin  of  11.1 
Gm.  with  red  blood  cells  3,960,000.  The  white 
blood  count  was  9,700  with  76  per  cent  polymorpho- 
nuclears  and  24  per  cent  lymphocytes.  Blood  cul- 
tures were  negative  on  two  occasions.  The  sedi- 
mentation rate  was  87  mm.  in  forty-five  minutes 
(Westergren).  The  nonprotein  nitrogen  was  27 
mg.;  the  uric  acid  was  1 mg.  The  serum  protein 
was  7.0  Gm.  with  a serum  albumin  of  3.7  Gm.,  a 
serum  globulin  of  3.3  Gm.,  and  an  albumin-globulin 
ratio  of  approximately  1.1.  The  total  cholesterol 
was  169  mg.  with  an  esterified  fraction  of  67  per  cent. 
The  inorganic  phosphorus  was  4.3  mg.  The  alka- 
line phosphatase  was  5.2  units.  The  serum  bilirubin 
was  less  than  0.5  per  cent.  X-rays  of  the  knee 
joints  revealed  a bilateral  suprapatellar  effusion  with 
a generalized  osteoporosis  of  the  adjacent  bony 
structures.  X-rays  of  the  lumbar  spine  and  pelvis 
showed  the  presence  of  advanced  sclerosis  about  the 
sacroiliac  joints  with  a generalized  osteoporosis  of 
the  bones  of  the  lumbar  spine  and  pelvis. 

Initially  it  was  thought  that  the  patient  might 
have  some  infectious  element  in  her  arthritis,  espe- 
cially in  view  of  the  positive  culture  of  the  urine. 
She  was  therefore  given  a course  of  penicillin,  but 
this  was  stopped  when  no  response  was  obtained. 
She  was  then  treated  with  salicylates  and  bed  rest 
which  seemed  to  control  her  fever  but  not  her  joint 
pains.  After  two  months  of  this  treatment,  she 


received  gold  therapy  but  developed  a skin  rash 
following  the  administration  of  195  mg.  of  gold 
salts,  and  this  therapy  had  to  be  discontinued.  She 
was  then  given  intensive  physiotherapy,  galvanic 
baths,  massage,  and  pool  therapy.  She  responded 
well  to  this  treatment,  made  excellent  progress,  and 
was  finally  transferred  on  November  22,  1949,  to 
Montefiore  Hospital  for  continuation  of  her  physio- 
therapy. 

Comment 

It  is  of  interest  that  after  fever  therapy  with  high 
temperature  peaks,  the  cephalin  flocculation  tests 
became  positive  in  this  patient.  It  is  also  of  inter- 
est that  at  the  same  time  that  the  cephalin  floccula- 
tion tests  became  positive,  the  sedimentation  rate 
returned  to  normal  and  the  patient  had  a remission 
of  her  arthritis.  It  is  of  further  interest  that  shortly 
after  the  fever  therapy  was  discontinued,  the  cepha- 
lin flocculation  test  returned  to  normal  and  a relapse 
of  the  arthritis  followed.  In  view  of  the  fact  that 
the  same  sequence  of  events  has  been  noted  in  cases 
of  rheumatoid  arthritis  after  the  use  of  other  thera- 
peutic agents,  it  tends  to  suggest  that  the  rationale 
for  short-lived  remissions  of  rheumatoid  arthritis 
in  patients  treated  with  fever  therapy  may  be 
transient  liver  damage  produced  by  pyrexia. 

Summary  and  Conclusions 

A case  of  rheumatoid  arthritis  resistant  to  salicyl- 
ates and  gold  salt  therapy  secured  a brief  remission 
after  the  intravenous  administration  of  typhoid  vac- 
cine. This  remission  followed  paroxysms  of  tem- 
perature which  were  accompanied  by  positive  cepha- 
lin flocculation  tests.  When  the  therapy  was  dis- 
continued, the  cephalin  flocculation  test  became  nor- 
mal and  shortly  thereafter  the  patient  suffered  a 
relapse  of  her  arthritis.  The  suggestion  is  being 
made  that  short-lived  remissions  of  rheumatoid  ar- 
thritis in  patients  treated  with  fever  therapy  may  be 
due  to  transient  liver  damage. 
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If  your  own  house  is  uncomfortable,  you  are  doomed  to  be  uncomfortable  wherever  you  go. 


CHONDROMA  IN  INFRAPATELLAR  FAT  PAD 
Victor  Mayer,  M.D.,  New  York  City 
( From  the  Veterans  Administration  Hospital,  Bronx ) 


nPHE  surgical  removal  of  a huge  solitary  chon- 
droma  arising  in  the  infrapatellar  fat  pad  fol- 
lowed by  an  ossifying  metaplasia  in  the  supra- 
patellar area  is  the  basis  for  this  report.  In  review- 
ing the  past  400  arthrotomies  of  the  knee  done  at 
this  hospital  there  was  only  one  listed  as  chon- 
dromatosis and  only  this  case  as  a chondroma. 
This  was  the  only  instance  where  there  was  any 
evidence  of  ossification  in  a previously  operated  site. 

Chondromatosis  with  the  characteristic  appear- 
ance of  numerous  pedunculated  and  cartilaginous 
loose  bodies  is  seen  more  frequently.  The  case 
reported  is  of  a different  order  in  that  the  carti- 
laginous mass  lay  within  and  was  replacing  the  fat 
pad.  There  have  been  three  similar  cases  reported 
in  the  literature.  One  was  by  Roth,  who  in  1944 
demonstrated  an  ossifying  chondroma  in  the  infra- 
patellar fat  pad.1  He  states  that  he  was  able  to  find 
two  similar  cases  published  by  Casson  in  1936  and 
Robillard  in  1941. 

An  extensive  review  of  the  literature  confirmed 
the  apparent  rarity  of  the  condition  described  and  at 
the  same  time  demonstrated  the  limited  knowledge 
of  its  etiology.  A condition  which  we  now  describe 
as  chondromatosis  was  recognized  as  early  as  1813 
by  Laennec  and  Brodin.  For  an  exhaustive  his- 
torical study,  the  reader  is  referred  to  the  paper  of 
Jones  who  reviewed  the  subject  and  demonstrated 
the  pathology  of  chondromatosis  from  the  cases  at 
the  Mayo  Clinic  up  to  1924. 2 In  1927,  he  reported 
further  a single  case  wherein  he  felt  that  the  entire 
process  was  demonstrated  by  sections  from  various 
parts  of  one  knee  joint.5  He  concluded  that  the 
lesion  should  be  considered  a benign  neoplasm  and, 
therefore,  called  it  “benign  synovial  osteochon- 
dromatosis.” There  still  is  no  clear-cut  evidence 
that  the  synovia  itself  is  the  origin.  The  possi- 
bility that  a chondroma  may  arise  from  the  sub- 
synovial  layers  can  also  be  given  serious  consider- 
ation. 

This  would  then  give  the  impression  of  two  enti- 
ties or  perhaps  a varying  phase  of  one  condition, 
namely,  cartilage  formation  in  and  about  the 
synovia.  The  origin  of  the  chondroma  in  a struc- 
ture like  the  fat  pad  may  then  permit  it  to  expand 
at  the  expense  of  the  underlying  fat  and  not  become 
pedunculated  and  forced  into  the  joint  space  by  the 
taut  structures. 

As  to  the  ossifying  mass  in  the  suprapatellar  area, 
the  etiology  is  again  difficult  to  determine.  The 
possibility  of  an  ossifying  metaplasia  secondary  to 
! the  surgical  incision  in  the  area  is  to  be  considered. 

| The  improbability  of  such  a process  in  this  area 
secondary  to  the  usual  routine  surgical  incision  in  an 
I i : 

I Reviewed  in  the  Veterans  Administration  and  published 
i with  the  approval  of  the  Chief  Medical  Director.  The  state- 
• -ments  and  conclusions  published  by  the  author  are  a result  of 
his  own  study  and  do  not  necessarily  reflect  the  opinion  or 
policy  of  the  Veterans  Administration. 


Fig.  1.  Lateral  views  on  September  29,  1949, 
demonstrate  the  large  irregular  calcific  mass  located 
in  infrapatellar  region.  An  ovoid  body  is  also  seen 
in  the  posteromedial  compartment. 


Fig.  2.  The  chondroma  has  been  partially  re- 
sected and  patella  rotated  visualizing  its  eroded 
articular  surface. 


arthrotomy  is  supported  by  the  experience  at  this 
hospital  where  not  one  similar  case  has  arisen  in  over 
400  surgical  incisions  into  the  knee  joint.  However, 
of  these,  only  a small  percentage  had  a “utility”  or 
paramedian  incision  which  extended  into  the  muscle 
of  the  medial  head  of  the  quadriceps. 

Case  Report 

M.  A.,  a twenty-nine-year-old  white  male,  was 
admitted  to  the  Bronx  Veterans  Hospital  on  Sep- 
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Fig.  3.  The  chondroma  is  seen  split  demon- 
strating its  cartilaginous  structure  and  the  multi- 
cystic  degenerated  areas. 


Fig.  4.  X-ray  on  December  15, 1949,  two  months 
postoperative,  revealing  the  appearance  of  large 
irregular  calcification  in  suprapatellar  area. 


tember  26,  1949,  with  a complaint  of  swelling  of  the 
left  knee  with  associated  pain  and  difficulty  in 
walking.  One  year  previously  he  had  noted  a 
swelling  about  the  left  knee  which  lasted  about  one 
week.  This  subsided  and  recurred  a month  later 
with  the  same  course.  He  gave  no  preceding  history 
of  injury.  Five  months  prior  to  admission  he  noted 
that  the  swelling  was  now  firm  and  was  located  on 
the  medial  side  of  the  knee  adjacent  to  the  patella. 
At  this  time  he  reported  it  as  being  the  size  of  a pea. 
The  mass  progressively  increased  in  size.  The 
only  other  significant  finding  in  the  patient’s  history 
was  a pleurisy  in  1945,  the  origin  of  which  was  un- 
determined. 

Physical  examination  revealed  a 1-inch  atrophy 
of  the  left  quadriceps  and  an  evident  mass  measuring 
approximately  D/2  inches  in  diameter  on  the  medial 
side  of  the  inferior  pole  of  the  patella  with  no  in- 
crease in  heat  or  fluid  in  the  joint.  No  ligamentous 
instability  or  limitation  of  motion  in  the  knee  could 
be  demonstrated.  There  was  no  local  pain.  The 
laboratory  studies  at  this  time  revealed  a sedimenta- 
tion rate  of  5 mm.,  negative  urine  and  serology, 
calcium  10.2,  acid  phosphatase  0.0,  alkaline  phos- 
phatase 3.4.  Chest  x-ray  was  negative.  X-ray  of 
the  left  knee  demonstrated  a soft  tissue  swelling  be- 
neath which  there  was  a mass  with  irregular  calcifi- 
cation present  (Fig.  1).  An  arthrotomy  was  per- 
formed on  October  8,  1949.  The  knee  was 

approached  by  a median  parapatella  incision  at 
which  time  a small  amount  of  yellow  fluid  was  found. 
This  was  subsequently  cultured  and  found  negative. 
The  mass  was  found  to  be  within  the  infrapatellar 
fat  pad  and  was  in  contact  with  the  inferior  pole  of 
the  patella  (Fig.  2).  The  cartilage  of  the  patella  at 
the  site  of  contact  was  eroded.  The  mass  was 
1*A  by  1 by  1 inch  (Fig.  3).  Microscopic  ex- 
amination revealed  it  to  be  a chondroma.  The 
postoperative  course  was  satisfactory,  and  the 
patient  was  transferred  to  the  rehabilitation  section. 

On  review  in  December,  1949,  there  was  now  a 
mass  present  at  the  upper  pole  of  the  patella.  X-ray 
examination  revealed  calcification  in  the  area 
proximal  to  the  patella  (Fig.  4).  The  blood  calcium 
was  10.5,  phosphorus  3.4,  sedimentation  rate  10  mm. 
Accordingly,  on  January  3,  1950,  exploration  was 


done  and  a mass  IV2  by  1 cm.  was  removed  and 
found  to  be  about  XU  inch  above  the  superior  pole 
of  the  patella  in  the  medial  portion  of  the  quadriceps 
expansion  resting  on  the  synovium.  The  joint  was 
opened  and  found  to  be  negative  for  any  recurrence. 
Specimen  was  taken  of  the  synovia.  The  report 
was  nonspecific  synovitis.  In  addition,  the  mass *  1 2 3 
removed  showed  osseous  metaplasia.  Although  it 
appeared  cartilaginous  grossly,  the  microscopic  ex-  p 
animation  did  not  show  presence  of  cartilage  cells. 

His  postoperative  course  was  satisfactory,  and 
he  was  discharged  on  February  22,  1950.  He  was 
last  seen  on  January  15,  1951,  one  year  after  the 
second  procedure  and  fourteen  months  after  the 
original  procedure  at  which  time  he  had  no  pain  or 
limitation  of  motion.  No  palpable  masses  were 
felt.  He  noted  persistent  anesthesia  adjacent  to 
the  scar  of  the  arthrotomy. 

X-rays  taken  September  22,  1950,  showed  some 
small  smooth  densities  beneath  the  lower  pole  of  the 
patella.  Recheck  examination  on  January'  15,  1951, 
showed  no  further  changes. 

Summary 

A case  of  chondroma  of  the  knee  arising  in  the 
infrapatellar  fat  pad  has  been  presented  and  illus- 
trated. 

The  possible  relationship  to  the  more  common 
chondromatosis  has  been  considered.  The  coinci- 
dent subsequent  appearance  of  an  ossifying  meta- 
plasia in  the  suprapatellar  area  has  been  presented 
with  the  likelihood  of  its  independence  from  th( 
primary  condition. 
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BILATERAL  SPASTIC  OCCLUSION  OF  THE  URETERS 

Milton  E.  Klinger,  M.D.,  Brooklyn,  New  York 
( From,  the  Division  of  Urology,  Central  Medical  Group  of  Brooklyn) 


A MONG  the  many  disturbances  in  the  post- 
^ operative  period,  not  the  least  disconcerting 
is  the  sudden  cessation  of  urinary  output.  An 
interesting  case  belonging  in  this  category  which  was 
recently  encountered  proved  to  be  rather  unique. 


Case  Report 

G.  S.,  a forty-three-year-old  white  male,  was 
admitted  to  the  hospital  on  September  12,  1950, 
with  a long  history  of  peptic  ulcer  which  had  re- 
cently been  complicated  by  pyloric  obstruction  and 
gastric  retention.  He  had  been  treated  along  con- 
ventional lines  with  dietary  regulation,  antispas- 
modics,  and  antacid  preparations.  He  had  no 
history  of  other  major  medical  or  surgical  illnesses. 
His  urinary  background  was  completely  negative. 
X-ray  study  on  admission  indicated  the  presence 
of  a large  gastric  ulcer.  The  blood  count  and  uri- 
nalysis were  normal.  The  blood  urea  nitrogen  was 
17.5  mg.  Following  the  customary  preparation,  a 
i subtotal  gastrectomy  was  performed  on  September 
26,  1950,  by  Dr.  Robert  E.  Rothenberg  and  Dr. 
i Theodore  Barnett.  The  operation  was  performed 
under  continuous  novocaine  spinal  anesthesia. 
There  was  a transient  fall  in  blood  pressure  during 
the  operation.  This  was  of  short  duration.  A 
transfusion  of  500  cc.  of  blood  was  administered 
during  the  procedure.  No  untoward  reaction  to 
■ the  transfusion  occurred.  The  initial  postoperative 
period  was  completely  uncomplicated.  The  patient 
voided  spontaneously  after  operation  and  continued 
to  do  so  for  the  next  four  days.  His  urinary  output 
was  within  normal  limits.  Postoperative  medica- 
• tions  consisted  of  demerol,  penicillin,  and  strepto- 
! mycin  in  the  customary  dosages,  the  latter  having 

Kbeen  discontinued  shortly  after  operation.  The 
pathologist  reported  that  the  excised  portion  of  the 
stomach  showed  an  acute  and  chronic  ulcer  of 
benign  nature. 

On  the  fifth  postoperative  day,  the  patient  had  a 
temperature  rise  to  102  F.  Examination  disclosed 
1 a thrombophlebitis  of  the  left  calf  and  right  thigh. 
A dose  of  300  mg.  of  Dicumarol  was  administered, 
followed  by  200  mg.  on  the  next  day.  On  the  sixth 
1 postoperative  day,  the  patient  voided  a small 
amount  of  sanguineous  material,  and  then  urination 
ceased.  He  was  catheterized  several  times,  but  no 
urine  could  be  recovered  from  the  bladder.  He 
then  began  to  vomit  and  complain  of  bilateral 
flank  pain.  The  blood  urea  nitrogen  rose  to  30.2 
mg.  A Levine  tube  was  passed  into  the  stomach. 
Fluids  were  supplied  parenterally.  He  continued 
to  be  anuric  for  the  next  twenty-four  hours. 

Urologic  examination  showed  some  costovertebral 
angle  tenderness  bilaterally.  The  kidneys  were  not 
palpable.  The  external  genitalia  were  normal. 
The  prostate,  on  rectal  examination,  was  found  to 
be  of  normal  size  and  consistency.  Cystoscopic 
I examination  was  ordered  promptly.  A number  21- 
i French  Brown-Buerger  cystoscope  was  passed  into 
the  bladder  easily.  The  bladder  was  devoid  of 
urine.  The  mucosa  was  intact  throughout  and  dis- 
j played  only  a few  scattered  areas  of  hyperemia. 

| The  ureteral  orifices  were  normally  situated  and 
appeared  slightly  edematous.  At  the  outset,  no 
special  significance  was  attached  to  this  because 


Fig.  1.  Normal  excretory  urogram. 


of  the  previous  urethral  catheterizations  and  be- 
cause such  changes  are  customarily  noted  in  cases 
of  anuria.  On  attempting  to  catheterize  the  left 
orifice  with  a number  5-French  ureteral  catheter,  a 
distinct  sense  of  resistance  was  noted;  this  was 
overcome  by  a little  prodding.  As  soon  as  the  eye 
of  the  catheter  had  traversed  the  initial  few  milli- 
meters of  the  ureter,  a tremendous  gush  of  urine 
emanated  from  the  end  of  the  catheter.  No  urine 
issued  from  around  the  catheter.  The  urine  was 
grossly  clear.  The  catheter  was  then  passed  easily 
to  the  renal  pelvis,  the  outpouring  of  urine  continu- 
ing. Attention  was  then  directed  to  the  right  ureter 
where  precisely  the  same  situation  obtained,  namely, 
initial  resistance  to  the  passage  of  the  catheter 
through  the  orifice,  then  a forceful  gush  of  urine 
from  the  end  of  the  catheter,  as  soon  as  the  eye  had 
negotiated  the  intramural  portion  of  the  ureter,  and 
easy  passage  of  the  catheter  to  the  right  renal  pelvis. 
The  urine  from  the  right  side  was  grossly  clear  and 
microscopically  showed  only  a few  red  cells.  That 
from  the  left,  on  microscopic  study,  showed  a small 
amount  of  amorphous  reddish  brown  debris,  prob- 
ably representing  some  degenerated  red  corpuscles. 
Both  ureteral  catheters  were  left  indwelling.  Dur- 
ing the  first  ten  minutes,  several  hundred  cubic 
centimeters  of  urine  were  recovered  through  the 
catheters  with  prompt  relief  of  the  patient’s  back- 
ache and,  during  the  ensuing  five  hours,  1,300  cc.  of 
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urine  were  collected.  A plain  x-ray  with  the  cathe- 
ters in  place  showed  no  radiopaque  shadows 
anywhere  along  their  course  or  in  the  renal  areas. 
Bacteriologic  culture  of  the  urine  from  each  side 
proved  sterile.  All  medications  the  patient  had 
previously  been  getting  were  stopped.  The  ureteral 
catheters  were  allowed  to  remain  in  place  for  forty- 
eight  hours  during  which  time  they  drained  without 
interruption.  Terramycin  was  administered  in  250 
mg.  doses  four  times  a day  as  prophylaxis  against 
infection.  The  blood  urea  nitrogen  promptly  fell 
to  22.5  mg.  Following  removal  of  the  catheters, 
the  patient  voided  spontaneously  in  adequate 
amounts  without  discomfort  Fluid  intake  and 
output  were  normal  during  the  next  three  days. 
The  patient  was  discharged  from  the  hospital  three 
days  after  removal  of  the  ureteral  catheters. 

An  excretory  urogram,  done  shortly  after  the 
patient’s  discharge,  was  normal  (Fig.  1). 

Comment 

We  believe  that  this  episode  represents  an  in- 


stance of  spastic  occlusion  of  the  intramural  portions 
of  both  ureters  of  such  intensity  as  to  prevent  the 
egress  of  the  urine  present  in  the  ureters  and  kidneys 
under  tremendous  pressure  judging  by  the  force 
with  which  this  urine  poured,  as  soon  as  a port 
of  exit  was  provided  for  it.  This  spasm  amounted 
almost  to  tetany.  The  mechanism  behind  its 
production  is  obscure,  but  purely  on  hypothetical 
grounds,  we  feel  it  may  have  resulted  from  a localized 
allergic  response  to  penicillin  or  Dicumarol,  al- 
though a search  of  the  recent  literature  for  similar 
reported  instances  was  fruitless. 

The  case  re-emphasizes  the  importance  of  prompt 
cystoscopy  and  ureteral  catheterization  in  all  in- 
stances of  sudden  unexplained  urinary  suppression 
where  no  urine  is  found  in  the  bladder. 
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This  case  is  presented  through  the  courtesy  of  Dr.  Robert 
E.  Rothenberg  and  Dr.  Theodore  Barnett. 


OCCULT  RUPTURE  OF  THE  UTERUS  COMPLICATING  HYDROCEPHALUS 

Irving  Greene,  M.D.,  New  York  City 

( From  the  Department  of  Obstetrics  and  Gynecology,  Jewish  Memorial  Hospital) 


\X7TTH  the  antibiotics  and  blood  transfusions 
available,  in  suspected  cases  of  uterine  rupture 
postpartum  laparotomy  to  confirm  the  diagnosis  and 
control  bleeding  appears  indicated.  Early  and 
adequate  blood  replacement  before  irreversible 
shock  with  cerebral  and  hepatorenal  failure  occurs 
is  essential  to  maintain  vital  functions.  In  the 
case  described  below  the  patient  received  a total 
of  29  pints  of  blood. 

Case  Report 

A thirty-one-year-old  female,  white,  gravida  2, 
para  1,  was  admitted  on  November  8,  1950,  to  the 
Jewish  Memorial  Hospital  with  a history  of  onset  of 
labor  two  hours  previously.  Expected  date  of 
confinement  was  November  5,  1950.  Wassermann 
was  negative.  The  patient’s  blood  was  type  B, 
Rh  positive.  The  antepartum  course  was  benign. 
In  1947,  the  patient  was  delivered  of  a living  female 
by  low  forceps.  There  was  no  hydramnion. 

Rectal  examination  at  6 : 40  p.m.  revealed  the  vertex 
at  the  spines;  at  this  time  the  cervix  was  two  fingers 
dilated.  The  fetal  heart  was  130  per  minute. 
At  10:20  p.m.  the  patient  had  a rim  of  cervix  with 
membranes  bulging.  The  membranes  were  rup- 
tured artificially,  and  after  one-half  hour  the  patient 
was  fully  dilated.  Pains  were  almost  continuous 
and  very  severe.  Forceps  were  applied  as  a pelvic 
application  but  slipped  with  traction.  On  re- 
examination of  the  patient  hydrocephalus  was 
suspected,  and  the  patient  was  referred  for  x-rays 
which  confirmed  the  diagnosis.  The  large  soft  sac, 
causing  bulging  of  the  vulvovaginal  ring,  was  punc- 
tured with  a yield  of  considerable  fluid.  Spon- 


taneous delivery  of  a decompressed  hydro  cephalic 
stillbirth  was  then  accomplished.  Placenta  and 
membranes  were  delivered  intact.  There  was  no 
unusual  bleeding  at  this  time. 

At  12:30  a.m.,  twenty  minutes  after  delivery, 
examination  of  the  patient  revealed  that  she  was 
pale,  restless,  pulse  130  and  thready,  and  blood 
pressure  70/40.  Vaginal  bleeding  was  only  slight 
and  did  not  account  for  the  degree  of  shock  present. 
Intrauterine  rupture  was  suspected.  Examination  j 
of  the  cervix  revealed  a large  tear  of  the  posterior 
lip  of  the  cervix  extending  up  to  the  vault  of  the 
vagina.  No  other  lacerations  of  the  vaginal  wall 
could  be  discerned.  The  cervical  tear  was  repaired; 
2,000  cc.  of  blood  were  given,  and  a uterovaginal  i 
pack  was  inserted.  The  patient’s  blood  pressure 
rose  to  120/80  and  was  maintained.  The  packing  ! 
was  removed  twenty-four  hours  later;  there  was  no 
vaginal  bleeding  at  this  time.  Urinary  output  was 
good,  and  blood  pressure  ranged  from  138/90  to 
150/90. 

On  November  13,  urea  nitrogen  was  16.2,  uric 
acid  2.8,  carbon  dioxide  combining  power  55.5 
volumes  per  cent,  hemoglobin  64.5  per  cent,  red 
blood  cells  3,520,000,  and  white  blood  cells  14,700. 
The  patient  continued  to  run  a low-grade  tempera- 
ture. The  abdomen  was  soft  and  not  distended, 
temperature  was  101  F.,  and  pulse  was  120,  rapid 
and  thin.  No  abdominal  masses  were  palpable; 
blood  pressure  was  150/90;  there  was  jaundice  and 
no  external  bleeding  of  any  consequence.  Bimanual 
examinations  revealed  the  uterus  to  be  slightly 
enlarged,  soft,  and  not  tender  to  touch.  On  the 
posterior  wall  of  the  cervix  the  line  of  sutures  could 
be  felt  extending  up  to  the  vault  of  the  vagina.  At 
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the  crest  and  behind  the  uterus  there  was  a doughy, 
somewhat  tender  mass  palpable.  The  impression 
was  pelvic  hematoma  with  secondary  inflammation. 
Supportive  therapy  was  advised;  laparotomy  was 
not  indicated. 

On  November  16  the  patient  complained  of  chest 
pain  and  left  lower  quadrant  pain.  Chest  x-ray 
was  normal.  Pelvic  thrombophlebitis  was  sus- 
pected, and  Dicumarol  therapy  begun.  Penicillin 
was  continued  and  streptomycin  and  Gantrisin 
added.  The  patient’s  course  continued  unchanged, 
and  the  uterus  involuted  normally.  On  November 
28,  twenty  days  postpartum,  the  patient  began  to 
have  profuse  vaginal  bleeding.  Blood  pressure  was 
80/50;  prothrombin  time  was  thirty-six  seconds 
i and  during  the  previous  five  days  had  ranged  from 
thirty  to  thirty-six  seconds  (normal  twelve  to 
f fourteen  seconds).  Blood  coming  from  the  vagina 
appeared  to  clot  normally.  Transfusion  was  begun, 
and  the  patient  was  taken  to  the  operating  room 
i were  bleeding  was  seen  to  be  coming  from  the 
!,  uterus.  The  cervix  appeared  well  healed  except 
j for  a small  area  on  the  left.  Uterovaginal  pack  was 
i inserted,  and  1,000  cc.  of  blood  were  given.  Tem- 
i perature  continued  to  spike  with  peaks  to  102  F. 

I Gantrisin  was  discontinued  and  terramycin  begun. 
There  was  no  bleeding  when  the  packing  was  re- 
moved on  November  29. 

On  December  3,  twenty-five  days  postpartum,  at 
: 7:30  p.m.  sudden  profuse  vaginal  bleeding  occurred. 
I Temporary  vaginal  packing  was  inserted,  trans- 
i fusion  begun,  and  the  consultant  advised  hysterec- 
! tomy.  The  patient  was  oriented;  the  pulse  was 
I palpable  at  first  and  then  seemed  to  weaken  and 
» disappear  in  spite  of  blood  going  in  the  vein  through 
the  cannula.  In  view  of  the  repetition  of  bleeding 
j it  seemed  likely  that  some  intrauterine  condition 
such  as  submucous  fibroid  undergoing  necrosis  might 
account  for  this  picture. 

The  abdomen  was  opened  under  local  and  supple- 
mentary gas-oxygen  anesthesia.  The  uterus  was 
found  to  be  two  and  one-half  times  normal  in  size, 

Band  attached  to  the  left  horn  and  extending  into  the 
parametrial  region  was  a mass  the  size  of  a peach. 
There  was  a moderate  amount  of  liquid  old  blood 
in  the  peritoneal  cavity.  A fibrinous  exudate 
covered  the  uterus  and  pelvic  peritoneum.  The 

I uterus  and  parametria  were  very  friable,  and 
whenever  a clamp  or  tenaculum  was  placed,  it  cut 
| through  the  necrotic-like  tissue.  It  was  impossible 
to  push  the  bladder  off  the  anterior  uterine  wall. 
Supracervical  hysterectomy  was  performed,  and  the 
abcess  davity  was  opened  and  drained.  Four  hours 
i later,  because  of  persistent  vaginal  bleeding  the 
patient  was  returned  to  the  operating  room,  and 

Ithe  vagina  was  packed  with  oxidized  cellulose  gauze; 
3,000  cc.  of  blood  were  given.  Pathology  report 
showed  postpartum  uterus  with  submucous  fibroid 
with  edema  and  necrosis  of  wall.  There  was  no 
| evidence  of  rupture  noted. 

On  the  day  following  operation  the  temperature 
was  103  F.,  platelet  count  180,000,  bleeding  and 
1 clotting  time  normal,  hemoglobin  73  per  cent,  and 
red  blood  cells  3,600,000.  Bleeding  continued 
( through  packing,  and  1,000  cc.  of  blood  were  given 
and  Hemo-Pak  inserted  vaginally.  The  course 


was  satisfactory  until  December  19  when  profuse 
vaginal  bleeding  again  recurred.  The  patient  was 
taken  to  the  operating  room  where  cervical  slough 
at  the  site  of  the  suture  ligatures  was  found,  with 
bleeding  from  this  area.  The  slough  was  removed, 
and  Number  2 chromic  catgut  sutures  placed; 
bleeding  was  controlled.  A total  of  1,000  cc.  of 
blood  was  given. 

A slight  icteric  tint  was  next  noted  which  dis- 
appeared after  two  days  and  was  attributed  to  mild 
subgroup  hemolytic  transfusion  reaction.  Im- 
provement continued;  the  patient  became  afebrile 
and  remained  so  without  antibiotics.  At  this  time 
hemoglobin  was  53  per  cent,  red  blood  cells  2,720,000 
and  white  blood  cells  8,000.  On  January  4,  vaginal 
bleeding  of  lesser  severity  occurred.  The  patient 
was  taken  to  the  operating  room  where  bleeding  was 
seen  to  be  coming  from  the  area  of  cervical  slough. 
Bleeding  was  controlled  by  a single  suture  in  the 
remaining  cervix;  Hemo-Pak  was  inserted  and  a 
1,500-cc.  blood  transfusion  given. 

On  January  12,  examination  revealed  no  portio 
vaginalis  of  the  cervix.  It  had  all  sloughed  out  so 
that  an  attempt  to  get  at  uterine  bleeding  via  this 
route  was  not  feasible. 

On  January  14,  1951,  because  of  recurrent  post- 
partum and  posthysterectomy  bleeding  a second 
laparotomy  was  performed.  In  the  left  fornix 
there  was  a necrotic  mass  about  the  size  of  a half  a 
tennis  ball.  There  was  old  clotted  blood  present 
and  a rent  in  the  left  side  of  the  cervix.  The  cervix 
itself  was  completely  ulcerated  and  compressed. 
A draining  sinus  suprapubically  led  into  the  pelvic 
cavity  which  was  entirely  filled  with  omentum;  a 
large  number  of  adhesions  between  the  large  and 
small  bowels  was  seen.  The  bowel  was  separated 
from  deep  in  the  pelvis  at  its  attachment  to  the 
cervical  stump  by  sharp  and  blunt  dissection.  Both 
ureters  were  identified  and  displaced  laterally.  Be- 
tween clamps  the  cervical  stump  was  grasped  and 
completely  excised  with  a portionof  the  vaginal  vault. 
The  sloughing  area  in  the  left  fornix  was  thoroughly 
cleaned  out,  and  the  left  ureter  which  passed  rights 
through  this  area  was  pushed  laterally.  During  the 
procedure  the  blood  supply  of  the  left  ovary  and  tube 
was  compromised,  which  necessitated  their  excision 
along  with  the  broad  ligament.  The  entire  vault  of 
the  vagina  was  sutured  with  mattress  Number  2 
chromic,  as  was  the  area  on  the  left  side  of  the  fornix, 
care  being  taken  to  avoid  compromising  the  ureters. 
Thorough  pelvic  peritonealization  was  accomplished 
and  hemostasis  established  throughout.  Two  ciga- 
ret  drains  were  placed  in  the  posterior  cul-de-sac 
so  that  they  came  out  of  the  middle  of  the  wound. 
A total  of  1,500  cc.  of  blood  was  given  during  the 
operation. 

The  patient’s  postoperative  reaction  was  goed. 
No  further  bleeding  occurred,  and  the  patient 
was  discharged  from  the  hospital  on  February  2, 
1951. 
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Absence  of  occupation  is  not  rest;  a mind  quite  vacant  is  a mind  distressed. — Cowper 


POLIOMYELITIS  IN  THE  OLDER  AGE  GROUPS 

Norman  P.  Hill,  M.D.,  Cooperstown,  New  York 
( From  the  Mary  Imogene  Bassett  Hospital) 


A CUTE  anterior  poliomyelitis  is  no  longer  con- 
sidered a children’s  disease  as  was  implied  in 
the  term  “infantile  paralysis.”  Forsbeck  and 
Luther  in  1930  noted  that  since  1918  poliomyelitis 
had  decreased  in  the  age  group  from  birth  to  four 
years  and  increased  in  age  group  five  to  fourteen.1 
The  same  trend  has  been  noted  by  Dehn,  Dauer, 
and  Horstmann.2-4  In  spite  of  the  decreased  fre- 
quency of  poliomyelitis  in  early  childhood,  there  is 
no  evidence  that  it  is  more  common  in  older  age 
groups.  Changes  in  frequency  can  be  accounted  for 
by  changes  in  the  age  composition  of  the  population 
and  by  improved  reporting  of  the  disease,  particu- 
larly nonparalytic  cases.3,6 

The  incidence  of  poliomyelitis  in  the  age  groups 
over  forty-five  has  always  been  low.  The  literature 
is  surprisingly  deficient  in  specific  reports,  however. 
Bradley  and  Gale  tabulated  49  cases  age  forty-five 
and  over  from  4,717  cases  in  1948;  this  is  an  inci- 
dence of  1.04  per  cent.6  In  the  files  of  the  Mary  Imo- 
gene Bassett  Hospital  from  1930  to  date  there  are 
four  cases  in  this  age  group  out  of  a total  of  189,  an 
incidence  of  2.12  per  cent.  This  incidence  is  prob- 
ably of  no  significance  in  the  over-all  age  distribu- 
tion of  poliomyelitis  as  this  hospital  is  located  in  a 
rural  area  where  the  age  composition  of  the  popula- 
tion is  considerably  higher  than  that  of  New  York 
State  as  a whole.7  These  four  cases  age  forty-five  or 
older  were  respectively  forty-five,  forty-seven,  sixty, 
and  seventy-one  years  of  age.  Three  of  the  four 
succumbed  to  respiratory  paralysis.  Because  of  the 
rarity  of  poliomyelitis  in  old  age,  the  two  oldest  pa- 
tients are  reported  here. 

Case  Reports 

Case  1. — M.  C.  was  a sixty-year-old  widow  who 
was  admitted  to  this  hospital  on  November  9,  1947, 
and  died  the  following  day.  Seven  days  before,  she 
had  complained  of  a headache  and  low  back  pain 
radiating  down  both  legs.  The  next  day  she  had  a 
fever  to  103  F.  and  is  said  to  have  had  chills.  Two 
days  later,  her  legs  became  paralyzed,  and  the  fol- 
lowing day  her  arms  became  weak.  Catheterization 
was  necessary  for  the  last  three  days,  and  her  voice 
had  been  weak.  Past  history  was  noncontributory. 
Physical  examination  showed  a well-developed,  mod- 
erately obese,  drowsy  woman  with  a temperature  of 
99  F.,  pulse  90,  respirations  22,  and  blood  pressure 
140/80.  The  head,  including  the  cranial  nerves,  was 
normal.  The  neck  was  moderately  stiff.  The 
heart,  lungs,  and  abdomen  were  normal.  Respira- 
tions were  shallow,  and  she  spoke  in  a whisper.  The 
left  ankle  and  both  hands  were  seen  to  move  slightly. 

No  tendon  reflexes  were  obtained;  Babinski  reac- 
tions were  negative.  White  blood  count  was  18,800 
with  91  per  cent  polymorphonuclear  cells.  Urinaly- 
sis showed  2 plus  albumin  and  1 plus  sugar.  Spinal 
tap  revealed  clear,  colorless  fluid  under  a pressure  of 
210  mm.  of  water.  There  were  92  cells  per  cu. 
mm.,  of  which  90  per  cent  were  lymphocytes 
and  10  per  cent  polymorphonuclear  cells;  protein 
was  38  mg.  per  cent  and  sugar  143  mg.  per  cent. 
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The  patient  rapidly  became  comatose;  respirations 
became  more  rapid  and  more  shallow,  and  she  died 
in  respiratory  paralysis. 

Autopsy  showed  a marked  progressive  degenera- 
tion of  the  spinal  cord  and  medulla  involving  pri- 
marily the  motor  cells  of  the  anterior  horns  of  the 
cord  and  the  nuclei  of  the  respiratory  nerves  in  the 
medulla.  This  was  evidenced  by  perivascular  col- 
lections of  lymphocytes,  swollen  or  destroyed  motor 
cells  with  surrounding  microglial  cells,  and  fragmen- 
tation of  the  ground  substance.  The  remaining  or- 
gans showed  slight  pulmonary  emphysema  and 
atelectasis,  slight  generalized  arteriosclerosis,  and 
slight  interstitial  myocarditis.  No  virus  was  dem- 
onstrated on  animal  inoculation  of  central  nervous 
system  tissue  at  the  New  York  State  Health  Depart- 
ment laboratories.8  Nonetheless,  the  findings  were 
considered  consistent  with  acute  anterior  poliomyeli- 
tis. 

Case  2. — W.  C.  was  a seventy-one-year-old  man 
who  died  en  route  to  the  hospital  November  20, 
1947.  He  is  said  to  have  fallen  and  received  a lacer- 
ation of  the  scalp  about  three  weeks  earlier.  Six 
days  before  exitus  he  developed  nausea,  vomiting, 
and  diarrhea.  The  morning  of  the  day  of  death  he 
had  a fever  of  101  F.,  a severe  headache,  and  flaccid 
paralysis  of  the  legs.  In  the  afternoon,  his  arms 
became  paralyzed,  and  respiratory  difficulty  ap- 
peared in  the  early  evening. 

Autopsy  showed  a healed  laceration  of  the  scalp 
without  hematoma,  fracture,  or  intracranial  bleed- 
ing. There  was  a marked  edema  of  the  brain  and  of 
the  spinal  cord  with  degenerating  anterior  horn  cells 
and  clusters  of  inflammatory  cells  in  the  surrounding 
ground  substance.  There  were  perivascular  collec- 
tions of  lymphocytes.  The  lungs  showed  terminal 
pulmonary  edema,  congestion,  and  extravasation  of 
blood.  There  were  focal  accumulations  of  inflam- 
matory cells  in  the  liver  but  no  necrosis  of  liver  cord 
cells,  and  several  small  congenital  cysts  of  the  kid- 
neys were  found.  Animal  inoculation  of  material 
from  the  brain  at  the  New  York  State  Health  De- 
partment laboratories  demonstrated  the  virus  of 
acute  anterior  poliomyelitis  in  the  following  manner: 
A 20  per  cent  suspension  of  brain  stem  caused  paraly- 
sis in  a Rhesus  monkey  on  the  twenty-second  day; 
histologic  study  established  a diagnosis  of  polio- 
myelitis in  this  animal,  and  a second  monkey  was 
successfully  infected  from  the  first.  The  material 
was  not  pathogenic  for  adult  hamsters  or  weaned  or 
suckling  mice.8 

Summary 

1.  In  spite  of  the  changing  age  distribution  of 
poliomyelitis  this  disease  is  no  more  frequent  in  older 
age  groups  than  can  be  accounted  for  by  changing 
population. 

2.  Two  fatal  cases  of  acute  anterior  poliomyelitis, 
aged  sixty  and  seventy-one,  are  reported. 

References 

1.  Forsbeck,  F.  C.,  and  Luther,  E.  H.:  New  England  J. 
Med.  203:  1115  (1930). 

2.  Dehn,  H.  M.:  Pediatrics  1 : 83  (1948). 

3.  Dauer,  C.  C.:  Am.  J.  Hyg.  48:  133  (1948). 

4.  Horstmann,  P. : Acta  med.  Scandinav.  124:  482  (1946). 


November  15,  1951  ] CORTISONE  IN  POLYOSTOTIC  FIBROUS  DYSPLASIA 


2665 


i Sj  t ^?rtj0n-;,R-  M"  and  Rubens  tein,  A.  D.:  New  Eng- 
land J.  Med.  239:  169  (1948).  8 

63?  397^(1948)!  W'  H"  and  Gal®’  A‘  H"  Pub’  Health  Rep' 


7.  DePorte,  J.  V. : Rural  Medicine — Proceedings  of  the 
Cooperstown  Conference,  1938,  Springfield,  Illinois,  Charles 
O 1 nomas,  1939,  p.  14. 

8.  Dalldorf,  G. : Personal  communication. 


CORTISONE  IN  POLYOSTOTIC  FIBROUS  DYSPLASIA 

Samuel  E.  Di  Figlia,  M.D.,  Corona,  New  York 
( From  the  Flushing  Hospital) 


'pHE  case  here  presented  is  of  interest  because  of 
the  relief  of  pain  and  swelling  over  an  affected 
rib  with  cortisone  after  the  failure  of  various  analge- 
sic agents. 

Case  Report 

P.  H.,  a forty-nine-year-old  German-born,  white 
male  steam  fitter,  was  admitted  to  Flushing  Hospital 
on  December  7,  1950,  because  of  persistent,  intract- 
able, severe,  left  lower  chest  pain  localized  over  a 
! swelling  of  the  eighth  rib.  Morphine  and  demerol 
I were  inadequate  in  controlling  this  pain.  On  one 
occasion  the  pain  was  temporarily  allayed  with  a 
piocaine  intercostal  nerve  block.  There  was  also 
dull  pam  in  the  occiput,  neck,  and  left  leg.  This 
attack  of  protracted  pain  had  already  lasted  three 
weeks.  He  suffered  a similar  episode  of  chest  pains 
following  trauma  at  the  age  of  fifteen. 

He  was  hospitalized  in  1939  because  of  migratory 
skeletal  pains.  X-ray  studies  of  the  bones  showed 
lesions  typical  of  polyostotic  fibrous  dysplasia. 
Blood  chemistry  studies  were  normal  for  calcium 
phosphorous,  and  serum  proteins. 1 

Laboratory  work  in  the  present  admission  again 
revealed  normal  values  for  serum  calcium,  phospho- 
’ rous  and  protein.  There  was  a moderately  elevated 
alkaline  phosphatase  of  8.1  Bodansky  units  and  a 
normal  acid  phosphatase  of  1.7  Gutman  units.  The 
Kahn  reaction  was  negative.  The  nonprotein  ni- 
trogen was  37  mg.  per  cent.  There  was  no  Bence- 
Jones  protein  present  in  the  urine.  On  x-ray,  lesions 
were  found  in  the  occipital  bone,  cervical  vertebrae, 
left  scapula,  left  humerus,  left  radius,  left  second, 
seventh,  and  eighth  ribs,  the  right  first  rib,  and  both 
tibias  and  fibulas.  The  appearance  and  distribution 
oi  the  lesions  were  the  same  as  previously  found.1 
fj  Ihe  eighth  left  rib  showed  an  interruption  of  the 
I cortex  suggesting  pathologic  fractures. 

Cortisone  was  decided  on  for  two  reasons.  One 
i was  the  failure  of  the  usual  analgesic  measures  to 
» k wu  Gle  ?evere  chest  pain.  The  other  reason  was 
that  the  pain  was  believed  due  to  soft  tissue  reaction 
and  swelling  caused  by  either  a fresh  pathologic 
! tracture  or  the-  reactivation  of  a quiescent  lesion. 

It  was  hoped  that  cortisone  would  modify  this  soft 
tissue  reaction. 

. December  26,  1950,  300  mg.  of  cortisone  were 
given  intramuscularly  in  divided  doses;  200  mg. 


were  given  the  second  day  and  100  mg.  daily  the 
third  and  fourth  days.  The  dose  was  then  reduced  to 
75  mg.  daily  until  January  2,  1951,  a total  treatment 
period  of  eight  days.  There  was  a rapid  disappear- 
ance of  the  chest  pain  and  almost  complete  disap- 
pearance of  the  swelling  over  the  eighth  rib.  There 
was  also  relief  of  the  dull  pains  in  the  neck,  occiput, 
and  left  leg.  A supraorbital  swelling  which  had 
be®  present  for  many  years  also  disappeared. 

Without  the  patient’s  knowledge,  saline  was  sub- 
stituted for  cortisone  on  the  ninth  day  and  continued 
for  three  days.  Occipital  pain  and  supraorbital 
swelling  reappeared.  The  patient  felt  uncomfortable 
and  began  to  complain  of  malaise  and  soreness  over 
the  left  eighth  rib. 

Cortisone  was  again  resumed  at  the  dose  of  75  mg 
and  later  reduced  to  50  mg.  daily  until  he  was  dis- 
charged January  15,  1951.  There  was  the  same 
rapid  response  as  before  with  the  complete  disappear- 
ance of  the  pain  and  swelling  over  the  eighth  rib  and 
marked  improvement  in  his  other  symptoms.  He 
continued  cortisone  for  two  weeks  after  his  discharge 
on  a maintenance  dose  of  50  mg.  orally  every  other 
day. 

He  felt  fine  until  early  in  March,  1951,  when  he 
contracted  an  upper  respiratory  infection.  The  left 
chest  pain  recurred  after  a fit  of  coughing.  Al- 
though this  attack  was  less  severe  than  the  previous 
one  and  was  not  associated  with  any  swelling  of  the 
rib,  he  was  nevertheless  admitted  to  Flushing  Hospi- 
tal  as  a precautionary  measure.  The  pain  was  re- 
lieved before  cortisone  could  be  used.  Repeated  x- 
rays  of  all  the  affected  bones  showed  no  changes 
whatsoever  when  compared  with  those  taken  three 
and  a half  months  earlier  before  the  administration 
of  cortisone. 

Cortisone  exerted  a very  definite  analgesic  effect  in 

® hrst  episode  of  pain.  It  also  caused  regression 
and  fir'll  disappearance  of  the  swelling  over  the  af- 
fected rib.  This  swelling  did  not  recur  in  the  second 
attack.  It  did  not,  however,  cause  any  change  in 
the  x-ray  appearance  of  the  lesions  themselves. 
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Edward  Leonard  Benjamin,  M.D.,  of  the  Bronx, 
died  on  July  29  at  the  age  of  sixty-seven.  Dr.  Benja- 
min received  his  medical  degree  from  the  Long  Island 
College  Hospital  Medical  School  in  1910  and  in- 
terned at  the  Lebanon  Hospital.  He  was  associate 
attending  pediatrician  at  the  Lebanon  Hospital  and 
a member  of  the  Bronx  Pediatric  Society,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Stanmore  Langford  Cash,  M.D.,  of  New  York 
City,  died  on  July  6 at  the  age  of  seventy-seven.  Dr. 
Cash  received  his  medical  degree  from  the  New 
York  University  Medical  College  in  1899  and  in- 
terned at  Bellevue  Hospital.  He  was  a member  of 
the  New  York  Academy  of  Medicine,  the  New  York 
Gastroenterological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Julius  Dankberg,  M.D.,  of  the  Bronx,  died  on 
September  13  at  the  age  of  fifty.  Dr.  Dankberg  re- 
ceived his  medical  degree  from  the  George  Washing- 
ton University  Medical  School  in  1929.  He  was  a 
member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Howard  Arthur  Dennee,  M.D.,  of  Buffalo,  died  on 
September  4 at  the  Mercy  Hospital  at  the  age  of 
fifty-three.  Dr.  Dennee  was  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in  1928. 
During  World  War  II  he  served  for  four  years  with 
the  U.S.  Navy  Medical  Corps  in  the  Pacific  area. 
Dr.  Dennee  was  senior  attending  surgeon  at  Mercy 
Hospital  and  at  Our  Lady  of  Victory  Hospital, 
Lackawanna.  He  was  a member  of  the  American 
Academy  of  General  Practice,  the  Buffalo  Academy 
of  Medicine,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Franz  Maximillian  Groedel,  M.D.,  of  New  York 
City,  died  on  October  12  at  his  home  at  the  age  of 
seventy.  Born  in  Bad  Nauheim,  Germany,  Dr. 
Groedel  received  his  medical  degree  from  the  Uni- 
versity of  Leipzig  in  1904  and  practiced  medicine  in 
Germany  until  coming  to  the  United  States  in  1934. 
He  was  attending  cardiologist  at  St.  Anthony’s  Hos- 
pital and  consulting  cardiologist  at  Lenox  Hill  and 
Beth  David  Hospitals.  Dr.  Groedel  was  a Fellow  of 
the  American  College  of  Radiology  and  a member 
of  the  American  Congress  of  Physical  Medicine,  the 
American  Physiological  Society,  the  National  Gas- 
troenterological Association,  the  New  York  Cardio- 
logical Society,  the  Rudolf  Virchow  Medical  So- 
ciety, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


George  Moore  Growney,  M.D.,  of  Rochester, 
died  on  September  29  at  the  age  of  fifty-one.  Dr. 
Growney  was  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1929.  He  was  attend- 
ing physician  in  internal  medicine  at  St.  Mary’s 
Hospital  and  attending  cardiologist  at  St.  Mary’s 
Hospital  Outpatient  Department.  Dr.  Growney 
was  a member  of  the  Rochester  Pathological  Society, 
the  Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Michael  Kupersmith,  M.D.,  of  New  York  City, 
died  on  September  5 at  the  age  of  forty-seven.  Dr. 
Kupersmith  received  his  medical  degree  from  the 
New  York  Homeopathic  Medical  School  in  1928. 
He  was  a member  of  the  New  York  State  Homeo- 
pathic Society. 


Herbert  Ellis  Loomis,  M.D.,  of  Owego,  died  on 
August  19  at  the  Binghamton  City  Hospital  at  the 
age  of  thirty-seven.  Dr.  Loomis  received  his  medical 
degree  from  Temple  University  Medical  School  in 
1940.  During  World  War  II  he  served  as  a major  in 
the  U.S.  Army  Medical  Corps,  attached  to  the  Tenth 
Army  in  the  Pacific  theater.  Dr.  Loomis  was  asso- 
ciate attending  physician  at  the  Tioga  County  Hos- 
pital in  Waverly  and  school  physician  for  the  Tioga 
Central  School.  He  was  a member  of  the  Tioga 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Kronid  S.  Melenko,  M.D.,  of  Poughkeepsie,  died 
on  August  16  at  the  Bowne  Memorial  Hospital  at 
the  age  of  seventy.  A native  of  Russia,  Dr.  Melenko 
received  his  medical  degree  from  the  University  of 
Kozan  in  1910.  He  came  to  the  United  States  in 
1929  and  had  served  on  the  staff  of  the  Bowne 
Memorial  Hospital  since  that  time.  Dr.  Melenko 
was  a Fellow  of  the  American  College  of  Chest 
Physicians  and  a member  of  the  Dutchess  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Woodruff  Law  Post,  M.D.,  of  New  York  City,  • 
died  on  October  10  at  the  Roosevelt  Hospital  at  the 
age  of  seventy-seven.  Dr.  Post  received  his  medical  ' 
degree  from  the  University  of  Toronto  in  1897.  j 
During  World  War  I he  served  as  a major  in  the  | 
Canadian  Army  Medical  Corps.  In  1917  he  was 
associated  with  the  Canadian  General  Hospital  at 
Arpington,  and  in  1919  he  was  surgeon  at  Queens 
Hospital,  Sidney,  England.  He  was  a life  member  ' 
and  three  times  president  of  the  British  Great  War 
Veterans.  Dr.  Post,  who  practiced  in  New  York  ■■ 
City  for  more  than  fifty  years,  was  the  personal  4 
physician  of  the  late  Mayor  John  Purroy  Mitchel.  > 
He  was  a member  of  the  New  York  County  Medical  4 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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Herman  Raifman,  M.D.,  of  Brooklyn,  died  on 
October  10  at  his  home  at  the  age  of  thirty-nine. 
Dr.  Raifman  received  his  medical  degree  from  the 
Creighton  Medical  School,  Omaha,  Nebraska,  in 
1938  and  interned  at  the  Coney  Island  Hospital. 
During  World  War  II  he  served  in  the  U.S.  Army 
Medical  Corps.  Dr.  Raifman  was  assistant  attend- 
ing physician  at  the  Coney  Island  Hospital  and  a 
member  of  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Berneth  Jackson  Rappaport,  M.D.,  of  Brooklyn, 
died  on  September  2 at  the  age  of  sixty-four.  Dr. 
Rappaport  received  his  medical  degree  from  the 
Long  Island  College  Hospital  Medical  School  in 
1910.  He  was  associate  attending  physician  at 
Beth  Moses  Hospital  and  senior  attending  physician 
at  Wykoff  Heights  Hospital.  Dr.  Rappaport  was  a 
member  of  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Arpod  Revay,  M.D.,  of  the  Bronx,  died  on  July  10 
at  the  age  of  sixty-six.  Dr.  Revay  received  his  medi- 
cal degree  from  the  Royal  Hungarian  Medical  School 


of  the  University  of  Budapest  in  1910.  He  was  a 
member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Bion  E.  Smith,  M.D.,  of  Angola,  died  on  September 
1 at  his  home  at  the  age  of  ninety.  Dr.  Smith  re- 
ceived his  medical  degree  from  Niagara  University  in 
1895  and  had  practiced  in  Angola  until  his  retire- 
ment this  year.  He  had  served  as  a surgeon  for 
the  New  York  Central  Railroad. 


Frank  Stewart,  M.D.,  of  New  York  City,  died  on 
September  5 at  the  age  of  fifty-eight.  Dr.  Stewart 
received  his  medical  degree  from  the  University  of 
Illinois  in  1921. 


Philip  Samuel  Young,  M.D.,  of  Sidney,  died  on 
August  23  at  his  home  at  the  age  of  seventy-eight. 
Dr.  Young  was  graduated  from  the  Albany  Medical 
College  in  1896  and  in  May  of  this  year  had  at- 
tended the  fifty-fifth  reunion  of  his  class.  Dr. 
Young  began  his  practice  in  East  Springfield  and 
Bainbridge,  coming  to  Sidney  forty-four  years  ago. 
During  World  War  I he  served  as  a captain  in  the 
U.S.  Army  Medical  Corps. 


1.989  EMERGENCY  MEDICAL  CASES  IN  ONE  YEAR 


On  June  1,  1951,  the  Bronx  County  Medical 
Society  completed  its  first  year  of  rendering  emer- 
gency medical  aid  to  those  residents  within  the 
county  who  either  were  newcomers  to  the  Bronx  or 
did  not  have  a family  physician.  This  county-wide 
coverage  of  emergency  medical  care  is  part  of  a 
nation-wide  plan  to  service  adequately  all  com- 
munities in  a quest  for  the  best  possible  medical  care. 

The  “Army  Officer  of  the  Day”  principle  was 
instituted  by  the  Public  Relations  Committee  in 
which  a volunteer  panel  of  physicians,  in  strict  rota- 
tion, accept  a full  twenty-four-hour  period  of  service 
every  tenth  day.  They  pledge  themselves  to  elimi- 
nate all  social  engagements  and  remain  fixed  to  their 
telephone  or  office.  Fifty  volunteer  general  prac- 
titioners serve  the  Bronx,  which  is  divided  into  four 
geographic  areas,  and  the  physicians  serve  the  respec- 


tive areas  in  which  they  reside.  Strict  rotation 
enables  all  physicians  to  share  equitably  the  dis- 
comfort of  remaining  home  or  at  the  office  during 
Saturdays,  Sundays,  and  holidays. 

A total  of  1,989  calls  were  serviced  during  the 
first  year  of  operation  of  the  emergency  care  plan. 
Of  these,  1,003  calls  were  received  during  the  hours 
between  11  p.M.  and  7 a.m.,  and  986  calls  were  serv- 
iced during  the  day;  approximately  20  cases  failed 
to  remunerate  the  physician  for  this  service. 

Innumerable  favorable  comments  and  letters  have 
satisfied  the  public  and  physicians  alike,  and  a 
challenge  for  better  and  more  complete  medical  care 
has  been  most  successfully  answered.  Since  the 
vast  number  of  these  calls  previously  were  answered 
by  city  ambulances,  it  follows  that  the  city  is  a dis- 
tinct beneficiary. 


SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK 


THE  Council  met  on  September  13,  1951,  from 
9:15  a.m.  to  1:15  p.m.  at  the  State  Society’s 
offices. 

Secretary’s  Report 

Remission  of  annual  dues  was  voted  for  23  mem- 
bers for  1951  and  three  for  1950  because  of  illness, 
and  for  10  members  for  1951  on  account  of  service  in 
the  armed  forces.  It  was  also  voted  to  recommend 
to  the  American  Medical  Association  that  the  dues 
of  four  members  be  remitted  for  1950  and  of  16  for 
1951.  The  Council  granted  the  request  of  one 
member  that  remission  of  his  1951  dues  be  rescinded. 

The  Secretary  reported  that,  in  addition  to 
attendance  at  the  annual  meeting  of  the  American 
Medical  Association  House  of  Delegates  at  Atlantic 
City,  New  Jersey,  he  had  attended  meetings  of  the 
executive  committees  of  the  Ninth  and  Second  Dis- 
trict Branches  at  White  Plains  and  Garden  City, 
respectively;  a meeting  with  representatives  of  the 
New  York  State  Department  of  Social  Welfare  at 
Bolton  Landing;  a testimonial  dinner  for  President 
J.  Stanley  Kenney  at  the  New  York  Athletic  Club; 
two  joint  meetings  of  the  Executive  Committee  and 
the  Board  of  Trustees;  meetings  of  the  Public 
Medical  Care  Subcommittee,  the  Malpractice 
Insurance  and  Defense  Board,  and  the  Public  Rela- 
tions Committee;  a meeting  of  the  Coordinating 
Committee  on  Alcoholism;  a meeting  of  the  Advi- 
sory Committee  on  Civilian  Defense,  at  Albany, 
and  the  office  staff  picnic  at  Bear  Mountain  Park. 

During  the  American  Medical  Association  meet- 
ing he  conferred  with  President  Kenney,  Treasurer 
Dattelbaum,  and  Dr.  George  F.  Lull,  secretary  and 
general  manager  of  the  American  Medical  Associa- 
tion, regarding  1950  and  1951  American  Medical 
Association  membership  dues. 

Summer  activities  included  visits  to  the  office  of 
the  Pennsylvania  State  Medical  Society  at  Harris- 
burg, Pennsylvania;  to  Mansville,  Pierrepont 
Manor,  Evans  Mills,  and  Altmar,  New  York,  where 
there  are  opportunities  for  general  practice;  to  hos- 
pital facilities  at  Oswego,  Alexandria  Bay,  Water- 
town,  Gouverneur,  Star  Lake,  Potsdam,  Canton, 
and  Massena  with  President  Kenney  and  Dr.  John 
J.  Bourke,  executive  director  of  the  New  York  State 
Joint  Hospital  Survey  and  Planning  Commission; 
to  the  Woman’s  Auxiliary  Exhibit  at  the  New  York 
State  Fair  in  Syracuse,  and  to  the  War  Memorial 
Auditorium  at  Syracuse  with  Dr.  J.  G.  Fred  Hiss 
and  Mr.  Clarence  Keller,  manager  of  the  Conven- 
tion and  Visitors  Bureau  of  the  Syracuse  Chamber 
of  Commerce. 

He  recommended  that  the  Society’s  annual  sub- 
scription of  $50  to  the  Conference  of  Presidents  and 
Other  Officers  of  State  Medical  Associations  be 
budgeted. 

It  was  voted  to  refer  this  to  the  Finance  Committee. 
He  reported  that  President  Kenney  had  appointed 
representatives  on  the  Advisory  Committees  of  the 
Student  American  Medical  Association  in  the  nine 
New  York  State  Medical  Colleges  and  that  active 
chapters  of  the  Student  American  Medical  Associa- 
tion had  been  established  at  Albany  Medical  Col- 
lege, University  of  Buffalo  School  of  Medicine,  and 
New  York  University  College  of  Medicine.  He  sug- 
gested that  the  question  of  cooperating  with  these 
chapters  and  in  the  establishment  of  chapters  at  the 
other  six  schools  be  referred  to  either  the  Medical 


Licensure  and  Medical  Service  Committee  or  the 
Public  Health  and  Education  Committee. 

He  stated  that  the  records  of  candidates  for  the 
1951  distinguished  practitioner  award  were  being 
referred  to  the  Committee  on  Medical  Licensure  and 
Medical  Service. 

He  requested  that  the  Council  approve  President 
Kenney’s  nomination  of  Dr.  James  Quigley,  of 
Rochester,  as  adviser  to  the  Maternal  and  Child 
Welfare  Subcommittee  of  the  Public  Health  and 
Education  Committee. 

The  Council  voted  approval. 

Dr.  Anderton  presented  a request  from  Dr.  Ralph 
E.  Isabella,  secretary  of  the  Medical  Society  of  the 
County  of  Schenectady,  that  Dr.  Wilber  S.  Rose, 
who  had  recently  moved  from  that  county  to  Buell 
Corners  in  adjacent  Saratoga  County,  be  allowed  to 
retain  his  membership  in  the  Medical  Society  of  the 
County  of  Schenectady.  A letter  from  Dr.  Claire 
K.  Amyot,  secretary,  stated  that  the  Medical 
Society  of  the  County  of  Saratoga  had  no  objection 
to  Dr.  Rose  continuing  his  former  county  medical 
society  affiliation. 

The  Council  voted  that  Dr.  Wilber  S.  Rose  be  per- 
mitted to  remain  a member  of  the  Medical  Society 
of  the  County  of  Schenectady. 

He  called  the  attention  of  the  Council  to  a letter 
of  July  30  from  Dr.  Charles  W.  Frank,  treasurer  of 
the  Bronx  County  Medical  Society,  stating  that  on 
July  26  the  Comitia  Minora  of  that  society  voted 
“to  submit  a bill  to  the  State  Society  for  the  ex- 
penses incurred  in  the  collecting  of  the  A.M. A.  dues 
through  June  30,  1951,  and  to  advise  the  State 
Society  that  no  further  A.M. A.  dues  would  be  col- 
lected by  the  Bronx  County  Medical  Society  until 
the  bill  as  submitted  was  honored.”  A bill  for  $500 
for  the  first  six  months  of  the  year  was  enclosed.  A 
bill  for  $1,000  for  the  whole  year  had  previously 
been  sent  to  the  American  Medical  Association  and 
returned  by  Dr.  Albert  Howard,  assistant  secretary, 
with  a letter  referring  further  correspondence  to  the 
State  Society  and  giving  the  decision  of  the  Board  of 
Trustees  of  the  Association  that  “the  collection  of 
dues  should  be  handled  through  the  state  society” 
and  that  “beginning  in  1951,  the  state  society  may 
deduct  1 per  cent  of  the  amount  collected  before 
making  a remittance  to  the  headquarters  of  the 
Association.” 

After  discussion,  it  was  voted  that  the  Council 
recommend  to  the  Board  of  Trustees  that  on  and 
after  July  1,  1951,  monies  received  from  the 
A.M.A.  as  compensation  for  the  collection  of  dues 
of  the  A.M.A.  be  divided  equally  with  the  county 
societies  pro  rata  of  the  members  who  have  paid 
these  dues. 

Communications. — 1.  Letter  dated  June  25, 
1951,  from  Dr.  William  Benenson,  secretary  of  the 
Medical  Society  of  the  County  of  Queens,  request- 
ing refund  of  Dr.  Frederick  P.  Lief’s  dues  for  1951. 
Dr.  Lief  died  April  7,  1951. 

After  discussion,  it  was  voted  to  refund  the  dues  for 
Dr.  Frederick  P.  Lief  and  to  request  the  American 
Medical  Association  to  take  similar  action. 

2.  Letter  of  June  29,  1951,  from  Mr.  Carl  T. 
Weber,  executive  secretary  of  the  Medical  Society 
of  the  County  of  Monroe,  suggesting  the  posthu- 
mous election  of  Dr.  Kathleen  Buck  to  retired  mem- 
bership. 
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It  was  voted  that  the  Council  recommend  in  its 
annual  report  to  the  House  of  Delegates  that  the 
posthumous  election  of  Dr.  Kathleen  Buck  to  re- 
tired membership  be  reaffirmed  in  May,  1952. 

3.  Letter  from  Dr.  John  Marquis  Converse  of 
New  York  City  was  read  commending  Mr.  William 
F.  Martin  for  legal  assistance. 

4.  Dr.  Anderton  read  the  following  resolution 
introduced  in  the  House  of  Delegates  by  Dr.  Morley 
Smith  of  Westchester  and  referred  to  Dr.  A.  H. 
Aaron,  chairman  of  the  Medical  Advisory  Commit- 
tee to  the  New  York  State  Selective  Service  System: 

“Whereas,  the  District  Branch  areas  are  too 
large  for  a three-man  Medical  Advisory  Commit- 
tee to  process  all  requests  for  application  for 
reclassification,  and 

“Whereas,  the  extent  of  the  area  makes  it 
impossible  for  committee  members  to  obtain  a 
personal  knowledge  of  needs  in  the  various  com- 
munities which  is  necessary  in  order  to  evaluate 
the  essentiality  of  a physician;  now,  therefore,  be 
it 

“Resolved,  that  Medical  Advisory  Committees 
be  established  in  each  county  either  to  work 
through  a district  committee  or  to  work  directly 
with  the  chairman  of  the  State  Committee.” 

Dr.  Aaron  replied  July  9,  1951,  as  follows: 

“The  New  York  State  Committee  on  Selective 
Service  believes  that  the  original  setup  made  by 
Dr.  Rooney  offers  the  best  results  to  the  physi- 
cians of  New  York  State  for  the  following  reasons: 

“1.  The  Committees  are  divided  into  dis- 
tricts. 

“2.  These  Committees  are  not  elective;  they 
are  appointive  and  remain  in  office  irrespective  of 
changes. 

“3.  They  have  set  up  files  in  their  offices. 

“4.  They,  themselves,  and  their  office  help 
have  become  acquainted  with  the  methods  of 
conducting  the  activities  of  the  board  and  they 
are  utilizing  their  own  secretaries  on  a part-time 
basis. 

“Most  important  of  all  though  is,  what  was 
well  accepted  by  the  county  societies,  that  they 
have  advisory  groups  in  any  county,  if  so  desired, 
which  function  in  advising  the  district  committee 
as  to  the  essentiality  of  a registrant. 

“Under  these  circumstances  we  do  not  believe 
it  wise  to  change  the  plan  and  make  it  individual 
counties,  which  would  make  it  necessary  for  us  to 
handle  fifty-seven  different  committees.  Thus, 
we  can  carry  on  with  eight,  in  the  manner  in 
which  I have  mentioned.  It  is  important  for  us 
to  bear  in  mind  that  this  committee  works  with 
medicine,  dentistry,  and  veterinary  medicine,  and 
none  of  these  groups  has  a direct  connection 
through  State,  district,  or  county  society  with 
Selective  Service.  It  was  Dr.  Rooney’s  idea  to 
start  it  this  way,  and  it  really  has  turned  out  to 
be  very  efficient. 

“We  are  retaining  the  idea  that  the  Medical 
Advisory  Committees  established  in  each  county 
to  work  through  a district  committee  is  the  best 
arrangement,  where  the  county  desires  it,  but  all 
maintaining  the  district  branches.  All  of  this 
matter  was  gone  over  by  Dr.  Herman  Hilleboe, 
representing  public  health,  Dr.  Albert  Brown, 
representing  veterinary  medicine,  and  Dr.  W.  Ray 
Montgomery,  representing  dentistry,  and  repre- 
sents the  consensus  of  their  opinion.” 

The  Council  approved  the  sending  of  Dr.  Aaron’s 
letter  to  Dr.  Smith. 

5.  Letter  dated  July  5,  1951,  from  Colonel 


Harold  Riegelman  in  regard  to  membership  of  the 
Medical  Society  of  the  State  of  New  York  in  the 
Coordinating  Committee  on  Alcoholism. 

After  discussion,  it  was  voted  that  the  Medical 
Society  of  the  State  of  New  York  become  a mem- 
ber of  the  Coordinating  Committee  on  Alcoholism. 

6.  Letter  dated  July  3,  1951,  from  Dr.  John  L. 
Norris,  chairman  of  the  Committee  on  Problems  of 
Alcoholism  regarding  a contribution  toward  the 
work  of  the  Coordinating  Committee  on  Alcoholism. 

After  discussion,  it  was  voted  that  the  Council 
recommend  to  the  Board  of  Trustees  an  appro- 
priation of  $100  for  this  purpose. 

7.  Letter  dated  July  12,  1951,  from  Dr.  W.  James 
MacFarland  regarding  the  chairmanship  of  the 
Section  on  Radiology. 

Dr.  Anderton  explained  that  the  chairman  elected 
by  the  Section  on  Radiology  had  resigned  soon  after 
the  annual  meeting  and  that  the  Council  had 
decided  the  vice-chairman,  Dr.  MacFarland,  should 
be  the  presiding  officer  and  assume  the  duties  of 
the  chairman.  Dr.  MacFarland’s  letter,  however, 
stated  that  it  was  customary  for  the  section  to  elect  a 
chairman  from  the  area  in  which  the  next  annual 
meeting  was  to  be  held.  Rather  than  change  the 
practice  of  having  the  chairman  alternately  from 
upstate  and  the  metropolitan  area,  he  wished  to  re- 
retain the  office  of  vice-chairman  and  to  have  an- 
other chairman  appointed  by  the  Council.  He  sug- 
gested Dr.  Frank  J.  Borrelli  of  1245  Fifth  Avenue, 
New  York  City. 

After  discussion,  the  Council  approved  the  chair- 
manship of  Dr.  Frank  J.  Borrelli,  1245  Fifth 
Avenue,  New  York  City. 

8.  Letter  dated  July  9,  1951,  from  Mr.  Harold 
N.  Howell,  executive  secretary  of  the  Medical 
Society  of  the  County  of  Oneida,  expressing  the 
strong  feeling  of  support  held  by  the  Comitia 
Minora  of  that  society  for  the  following  resolutions 
adopted  by  the  Alameda-Contra  Costa  Medical 
Association  (California) : 

“ Resolved , that  every  effort  be  made  to  achieve 
American  Medical  Association  control  of  the 
medical  standardization  of  hospitals. 

“ Resolved , that  the  American  Medical  Associa- 
tion Council  charged  with  the  responsibility  for 
standardization  include  representation  of  other 
national  organizations  directly  interested  in  hos- 
pital care. 

“Resolved,  that  each  state  medical  association 
be  urged  to  establish  its  own  standardization  pro- 
gram to  meet  conditions  within  states,  which  vary 
through  the  nation. 

“Resolved,  that  the  national  standardization 
program  be  advisory  to  and  advised  by  the  state 
associations.” 

It  was  voted  to  refer  this  to  the  Committee  on 
Hospital  and  Professional  Relations. 

9.  Letter  dated  June  5,  1951,  from  Dr.  E.  L. 
Henderson,  thanking  the  Society  for  its  contribution 
of  $1,000  to  the  United  States  Committee,  Inc.,  of 
the  World  Medical  Association. 

It  was  voted  to  refer  this  to  the  Board  of  Trustees 
for  their  information. 

10.  A communication  of  August  3,  1951,  from 
Dr.  John  W.  Cline,  president  of  the  American  Medi- 
cal Association,  and  Dr.  Elmer  L.  Henderson,  chair- 
man of  the  National  Education  Campaign  Coordi- 
nating Committee,  regarding  two  pamphlets,  “Social- 
ized Medicine  is  No  Bargain”  and  “Government 
Medicine — Danger  Ahead,”  reprints  of  speeches 
made  by  labor  leaders.  The  letter  reads  in  part: 
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“Considering  the  powerful  new  efforts  toward 
socialization,  it  is  important  that  the  two  labor 
pamphlets,  carrying  the  factual  story  by  respon- 
sible labor  leaders,  have  the  widest  possible  cir- 
culation. They  are  available  in  quantity  at  this 
office.  The  cooperation  of  every  doctor,  every 
Auxiliary  member,  every  member  of  an  allied  pro- 
fession, in  this  important  work  is  imperative  at  this 
time. 

“Every  Medical  Society  should  make  its  own 
plans  for  such  distribution  and  carry  them  out 
locally.” 

It  was  voted  that  this  be  referred  to  the  Public 
Relations  Committee  and  the  Advisory  Commit- 
tee to  the  Woman’s  Auxiliary  and  to  request  them 
to  coordinate  in  distributing  this  information. 

The  Treasurer’s  report  was  accepted. 

Report  of  the  Executive  Officer 

Dr.  Robert  R.  Hannon  reported,  “Since  the  last 
meeting  of  the  Council  your  Executive  Officer  has 
attended  the  meetings  of  the  executive  committee  of 
the  Ninth  District  Branch  at  White  Plains  on  May 
31,  the  Second  District  Branch  at  Garden  City  on 
June  1,  the  American  Medical  Association  at  Atlan- 
tic City  from  June  10  to  14,  the  Legislation  Com- 
mittee of  the  State  Society  in  New  York  on  August 
2,  the  Fifth  District  Branch  in  Syracuse  on  Septem- 
ber 11. 

“Plans  are  being  made  for  a scientific  meeting  of 
the  First  District  Branch  to  be  held  at  Kingsbridge 
Hospital  on  November  14. 

“With  Congress  in  session  all  summer  there  have 
been  numerous  communications  in  regard  to  Federal 
legislation  which  have  been  handled  either  by  the 
chairman  of  the  Legislation  Committee  or  your 
Executive  Officer.” 

The  report  was  accepted. 

Reports  of  Committees 

Legislation. — Dr.  Anderton  reported  that  the 
chairman,  Dr.  Joseph  A.  Geis,  had  been  ill  with 
virus  pneumonia  and  requested  that  he  be  instructed 
to  express  the  Council’s  sympathy  to  Dr.  Geis  on 
account  of  his  illness  and  their  commendation  upon 
his  rapid  recovery. 

The  Council  so  voted. 

Dr.  Anderton  read  the  report  of  the  committee 
from  Dr.  Geis. 

The  1952  budget  has  been  submitted.  The  com- 
mittee met  August  2,  when  it  was  voted  to  support  a 
bill  giving  freedom  of  choice  in  selection  of  insurance 
plans.  It  was  also  voted  that  the  committee  recom- 
mend no  action  be  taken  on  support  of  a bill  similar 
to  the  Panken  Bill.  It  was  voted  that  a subcom- 
mittee be  appointed  to  confer  with  the  Committee 
on  Hospital  and  Professional  Relations  and  to  re- 
port at  the  next  meeting  on  the  advisability  of  sup- 
port of  the  1949  Friedman  Bill,  Senate  Int.  2402. 
Dr.  John  C.  Brady  of  Buffalo  was  appointed  chair- 
man of  this  subcommittee.  It  was  decided  to  sup- 
port a reintroduction  of  Senate  Int.  1108  (Mr. 
McCaffrey)  if  again  introduced  by  the  municipal 
hospitals  of  the  State.  It  also  was  decided  to  notify 
the  municipal  hospitals  of  our  support. 

The  advisability  of  support  of  various  bills  to 
amend  the  Medical  Practice  Act  by  specifically 
naming  different  specialties  was  referred  to  a sub- 
committee headed  by  Dr.  George  Lawrence  of 
Queens.  This  subcommittee  will  report  at  the  next 
meeting.  Your  committee  voted  to  take  no  action 
on  any  bill  regarding  commitment  of  drug  addicts  to 
hospitals  if  it  is  opposed  by  the  New  York  State 


Hospital  Association.  A report  had  reached  this 
committee  about  the  circularizing  of  high  school 
graduates,  advertising  a chiropractic  school  in  New 
York  City.  Dr.  John  Edwards  investigated  this, 
and  the  matter  was  sent  to  the  Board  of  Regents. 
It  was  voted  to  take  no  action  at  present  on  the 
repeal  of  the  Christian  Science  exemption  under  the 
Health  Education  Law.  The  questions  of  a change 
in  the  New  York  State  Motor  Vehicle  and  Traffic 
Law  regarding  tests  for  alcoholism  and  also  in  the 
establishment  of  clinics  throughout  the  State  on  the 
Buffalo  plan  were  referred  to  a subcommittee  headed 
by  Dr.  Horace  Ayers  of  New  York  City,  who  will 
confer  with  the  Coordinating  Committee  on  Alco- 
holism. 

A letter  from  Dr.  Homer  Knickerbocker  re  cults 
was  referred  to  the  Subcommittee  on  Cults,  Dr. 
Williams,  chairman,  who  was  instructed  to  confer 
with  the  Planning  Committee  for  Medical  Policies, 
Dr.  Peter  J.  Di  Natale,  chairman.  Dr.  Horace 
Ayers  spoke  about  the  Medical  Grievance  Commit- 
tee of  the  State  Education  Department,  which  is  re- 
questing changes  in  the  law.  It  was  voted  to  sup- 
port the  Grievance  Committee’s  desire  to  change  its 
annual  meeting  date  of  January  10  and  to  make  its 
quorum  eight  members  instead  of  ten.  It  was  voted 
to  advise  the  Council  that  the  Society  commend 
these  changes  to  the  State  Education  Department 
and  to  support  the  proposed  changes  in  the  law. 

The  Council  voted  to  approve  this  recommenda- 
tion. 

At  the  last  convention  a resolution  was  introduced 
recommending  an  amendment  of  the  income  tax  law 
regarding  taxation  of  money  paid  toward  a retire- 
ment fund.  Dr.  Hannon  has  written  all  county 
society  legislation  chairmen  to  communicate  with 
the  chairman  of  the  Ways  and  Means  Committee  in 
Washington.  At  the  request  of  Dr.  Joseph  Law- 
rence, telegrams  were  sent  to  each  member  of  the 
House  of  Representatives  from  New  York  State 
about  HR  3298,  which  would  give  Mr.  Oscar  Ewing 
control  of  prescriptions.  This  part  of  the  bill  was 
defeated. 

The  Council  voted  to  approve  the  report. 

Constitution  and  Bylaws. — Dr.  F.  W.  Williams, 
chairman,  reported  progress. 

Convention. — Dr.  Harold  F.  Brown,  chairman, 
reported  that  there  were  almost  2,500  registrants  at 
the  145th  Annual  Convention,  held  April  30  through 
May  4,  1951.  Approximately  120  papers  were  read 
at  scientific  sessions,  and  in  addition  to  the  motion 
pictures  there  were  79  technical  exhibits  and  more 
than  30  scientific  exhibits.  The  list  of  awards  for 
scientific  exhibits  was  published  in  the  Proceedings 
of  the  House  of  Delegates,  of  the  New  York  State 
Journal  of  Medicine,  Part  II,  September  1,  1951. 
The  House  of  Delegates  voted  to  change  the  Session 
on  General  Practice  to  a Section  and  to  establish  a 
Session  on  Public  Relations. 

The  guest  speaker  at  the  Banquet  and  Annual 
Meeting  was  State  Senator  Earl  W.  Brydges  of 
Niagara  Falls.  Addresses  were  also  made  by  out- 
going and  incoming  presidents  of  the  State  Society, 
by  Dr.  Alfred  O.  Persons,  the  outstanding  general 
practitioner  of  New  York  State,  by  the  president  of 
the  Women’s  Medical  Society  of  New  York  State, 
and  by  the  president  of  the  Woman’s  Auxiliary.  Dr. 
Chas.  Gordon  Heyd  was  awarded  a citation  for 
conspicuous  work  as  president  of  United  Medical 
Service,  Inc. 

The  14th  Annual  Convention  of  the  Woman's 
Auxiliary  was  held  concurrently  with  that  of  the 
Medical  Society  of  the  State  of  New  York, 
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The  Council  voted  approval  of  the  report. 

Mr.  Russell  F.  Staudacher,  Executive  Secretary 
of  the  American  Medical  Education  Foundation  and 
Executive  Secretary  of  the  Student  A.M.A. — Presi- 
dent Kenney  stated  that  he  had  been  asked  by  Dr. 
Elmer  Henderson  to  appoint  a State  committee  to 
promote  medical  participation  in  raising  funds  for 
the  American  Medical  Education  Foundation.  At 
Dr.  Kenney’s  request  Mr.  Staudacher,  a member  of 
the  Public  Relations  Department  of  the  A.M.A., 
currently  in  charge  of  that  activity,  was  present. 
He  expressed  the  hope  that,  as  Mr.  Staudacher  was 
also  executive  officer  for  the  Student  American  Medi- 
cal Association,  he  would  also  dwell  briefly  on  that 
organization. 

Mr.  Staudacher  described  the  purpose  and  pro- 
gram of  the  Student  American  Medical  Association 
and  the  extent  to  which  it  has  become  established 
since  its  first  meeting  in  December,  1950.  He  then 
discussed  the  American  Medical  Education  Founda- 
tion, the  reasons  for  its  establishment,  and  the  meth- 
ods proposed  for  raising  funds. 

Economics. — Dr.  Renato  J.  Azzari,  chairman,  sub- 
mitted the  report  of  the  Bureau  of  Medical  Care 
Insurance.  The  director,  Mr.  George  P.  Farrell, 
reported  his  attendance  at  a meeting  in  Buffalo  of  a 
committee  of  the  Western  New  York  Medical  Plan 
to  discuss  the  Plan’s  Blue  Shield  contracts;  a meet- 
ing of  voting  members  of  United  Medical  Service  in 
New  York;  a conference  with  Dr.  Carlton  E.  Wertz 
and  Mr.  James  Kerrigan,  executive  director  of  the 
Western  New  York  Medical  Plan;  a meeting  in  New 
York  of  the  Legislation  Committee;  a conference 
with  Mr.  William  C.  Gould,  New  York  State  Deputy 
Superintendent  of  Insurance,  and  a conference  with 
a group  of  employes  of  the  Sperry  Gyroscope  Com- 
pany in  Mineola.  At  the  annual  meeting  of  the 
American  Medical  Association  in  Atlantic  City  he 
had  attended  meetings  of  the  Blue  Shield  Commis- 
sion, the  House  of  Delegates,  and  reference  commit- 
tees dealing  with  medical  care  insurance. 

Mr.  Farrell  had  also  attended  a meeting  in  Phila- 
delphia in  regard  to  the  agreement  between  the 
Medical  Service  Association  of  Pennsylvania  and  the 
Insurance  Board  of  a Social  Insurance  Plan  of 
Bethlehem  Steel  Corporation  and  subsidiary  com- 
panies. It  was  proposed  that  medical  service  insur- 
ance in  accordance  with  the  terms  of  this  agreement 
be  offered  to  employes  of  the  corporation  by  Blue 
Shield  Plans  in  the  areas  in  which  they  live  and  that 
until  this  was  done  this  coverage  be  provided  by  the 
Medical  Service  Association  of  Pennsylvania.  It 
was  Mr.  Farrell’s  opinion  that  no  Blue  Shield  Plan 
in  New  York  State  could  offer  this  medical 
insurance  program  until  it  had  received  the  ap- 
proval of  the  New  York  State  Insurance  Depart- 
ment, both  with  regard  to  its  fiscal  soundness  and 
with  regard  to  its  provision  for  dental  surgery  by 
physicians. 

In  connection  with  the  quarterly  progress  report 
of  the  New  York  State  Blue  Shield  Plans  which  he 
had  provided  for  the  Council,  Mr.  Farrell  pointed 
out  that  all  plans  had  either  sustained  losses  in 
unassigned  surplus  or  had  failed  to  increase  their 
I reserves  for  deferred  maternity  benefits.  He  sug- 
ft  gested  that  these  trends  be  corrected  so  that  the 
plans  will  operate  on  a sound  financial  basis. 

The  report  was  adopted. 

Dr.  Azzari  reported  that  during  the  summer  he 
l had  received  and  answered  a letter  and  question- 
I naire  from  the  Medical  and  Chirurgical  Faculty  of 
f the  State  of  Maryland  regarding  income  tax  deduc- 
' tion  by  physicians  of  money  saved  for  retirement. 


Regarding  a resolution  from  the  Medical  Society 
of  the  County  of  Ontario,  he  reported  his  committee 
opposes  any  “bill  approving  the  practice  of  chiro- 
practic,” affirming  the  importance  of  educating  the 
public  on  this  subject,  and  stating  that  any  change 
in  the  law  should  strengthen,  not  weaken  it  by  com- 
promise with  cultists.  The  committee  pointed  out 
that  “pages  8 and  9 of  the  A.M.A.  Principles  of 
Medical  Ethics  (Report  of  House  of  Delegates,  June, 
1951)  make  it  impossible  for  us  to  come  to  terms 
with  cultists.” 

It  was  voted  to  approve  the  report. 

Dr.  Azzari  concluded  by  stating  that  Mr.  Farrell 
had  been  asked  by  the  Oregon  State  Medical  Society 
to  devote  two  months  to  the  conduct  of  a survey  of 
medical  care  insurance  in  that  state.  After  hearing 
Mr.  Farrell’s  description  of  the  scope  of  the  proposed 
survey, 

the  Council  voted  to  instruct  the  Secretary  to 
write  to  the  Oregon  State  Society  stating  that 
Mr.  Farrell’s  services  are  indispensable  to  our 
own  State  Society  and  that  we  could  not  possibly 
spare  him  at  this  time. 

Public  Medical  Care.— Dr.  Denver  M.  Vickers, 
chairman,  reported  that  on  June  4 he  and  Dr.  An- 
derton  had  represented  this  Society  at  a meeting  of  the 
New  York  Public  Welfare  Association  at  Bolton  Lan- 
ding attended  by  1,000  or  1,500  welfare  workers.  The 
discussion  had  covered,  among  other  things,  the 
organization  of  review  teams  in  the  new  “aid  to  dis- 
abled” category  of  relief.  Localities  are  reimbursed 
by  the  Federal  government  for  this  type  of  relief. 
It  was  suggested  that  a part  of  the  program  of  the 
Association’s  meetings  be  devoted  to  this  subject  to 
provide  opportunity  for  medical  consultants  from 
various  localities  to  discuss  it.  Another  subject  was 
the  division  of  responsibility  for  disabled  cases  be- 
tween the  Department  of  Social  Welfare  and  the 
Education  Department. 

Dr.  Vickers  stated  that  Dr.  Anderton  had  referred 
to  his  committee  and  to  Dr.  Leo  Gibson,  chairman 
of  the  Committee  on  Medical  Licensure  and  Medical 
Service,  a question  which  had  arisen  regarding  the 
regulations  established  by  the  Department  of  Social 
Welfare  for  nursing  homes.  One  regulation,  which 
the  Department  contemplates  changing,  states,  “A 
physician  shall  be  called  when  the  residents  are  in 
extremis  and  shall  pronounce  death.”  In  a con- 
siderable number  of  cases  the  regulation  has  not 
been  complied  with.  Dr.  Vickers  and  Dr.  Gibson 
proposed  that,  if  a change  is  to  be  made,  the  regula- 
tion might  be  worded,  “A  physician  shall  be  called 
when  the  residents  are  in  extremis  and  shall  pro- 
nounce death  in  the  usual  manner,”  “in  the  usual 
manner”  referring  to  the  custom  which  is  usually 
followed  in  that  community,  in  some  cases  a state- 
ment by  telephone. 

After  discussion  in  which  it  was  brought  out  that 
it  would  be  very  bad  practice  for  the  State  Society 
to  condone  any  sort  of  certification  in  which  the 
physician  does  not  appear  at  the  scene  and  make  a 
reasonable  physical  examination  to  certify  as  to 
the  cause  of  death,  it  was  voted  that  the  regulation 
for  the  Department  of  Social  Welfare  should  read 
as  it  originally  did,  “A  physician  shall  be  called 
when  the  residents  are  in  extremis  and  shall  pro- 
nounce death.” 

Emergency  Preparedness. — Dr.  John  J.  Master- 
son,  chairman,  reported  that,  at  a recent  meeting  of 
the  Medical  Advisory  Committee  on  Civil  Defense 
of  the  New  York  State  Department  of  Health,  Dr. 
Hilleboe  had  presented  data  from  various  parts  of 
the  State  showing  a poor  enrollment  of  physicians. 
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Dr.  Masterson  felt  that  many  physicians  did  not 
understand  it  was  necessary  to  enroll  on  the  form 
provided  by  the  Civil  Defense  Commission.  He 
stated  that  a letter  would  be  sent  to  the  county 
society  presidents  requesting  that  they  provide  mem- 
bers with  these  forms  and  have  them  returned  through 
the  county  society  secretary’s  office. 

It  was  voted  to  accept  the  report. 

Mr.  Martin  stated  that  Dr.  Masterson  received  a 
letter  from  Dr.  Laird,  director  of  the  Office  of  Medi- 
cal Defense,  recommending  that,  as  an  emergency 
expedient,  nurses  and  lay  personnel  be  trained  to 
give  parenteral  injections  and  in  technics  connected 
with  blood  donations. 

After  discussion,  the  Chair  ruled  that  action  on 
Dr.  Laird’s  letter  be  taken  at  a future  meeting. 
Ethics. — Dr.  Thomas  d’Angelo,  chairman,  re- 
ported that  three  communications  had  been  sent  to 
the  committee.  The  chairman  of  the  committee 
did  not  call  a meeting  because  of  expenses.  Corre- 
spondence with  committee  members  had  sufficed. 

1.  A question  regarding  the  propriety  of  buying 
stock  in  a corporation  owned  solely  by  pharmacists 
and  druggists  was  answered  by  a statement  of  the 
fact  that  the  corporation  referred  to  is  a large  drug 
concern  in  which  anybody  could  buy  stock. 

2.  Specific  details  were  requested  before  giving 
advice  on  a question  as  to  the  propriety  of  “dis- 
closure by  a physician  of  a man’s  illness  to  his  wife 
without  the  consent  of  the  patient  himself.” 

3.  A member  of  the  Board  of  Censors  of  the 
Kings  County  Medical  Society  requested  an  opinion 
as  to  whether  or  not  an  article  on  H.I.P.,  which  had 
been  published  in  Look  magazine,  had  transgressed 
the  Principles  of  Professional  Conduct.  No  doctor 
was  mentioned  in  the  article.  Dr.  d’Angelo  advised 
that  no  action  be  taken,  that  the  member  be  referred 
to  the  chairman  of  the  Kings  County  Board  of 
Censors  for  the  opinion  requested,  and  that,  if  the 
Kings  County  Medical  Society  asks  for  a ruling  on 
the  question,  it  would  then  be  in  order  for  the  Coun- 
cil to  give  such  a ruling. 

It  was  voted  to  approve  the  report. 

Executive  Committee. — Dr.  W.  P.  Anderton, 
secretary,  reported  that  the  committee  met  on  June 
20  and  August  1,  1951,  with  the  Board  of  Trustees, 
and  also  independently  on  August  1.  On  the  latter 
date  it  was  voted  that  the  Compass  suit  be  settled. 
The  Council  voted  to  extend  a vote  of  thanks  to 
Mr.  Martin  for  his  able  conduct  of  the  case. 

Office  Administration  and  Policies. — Dr.  Fenwick 
Beekman,  chairman,  reported  a meeting  on  Septem- 
ber 12,  1951,  when  routine  business  was  transacted. 

He  stated  that  renewal  of  the  Society’s  lease  at 
292  Madison  Avenue  for  one  year  after  its  expira- 
tion on  May  1,  1952,  would  cost  $22,500  instead  of 
the  present  rent  of  $18,000  per  year.  Additional 
space,  which  is  urgently  needed,  will  probably  be 
available  on  the  17th  floor  at  $8,717  a year.  The 
committee  wished  advice  and  suggestions  from  the 
Council  and  the  Board  of  Trustees  as  to  whether  it 
would  be  best  to  renew  the  lease  and  rent  the  addi- 
tional space. 

After  discussion,  it  was  voted  that  the  Chair  ap- 
point a special  committee  or  use  the  services  of  the 
Office  Administration  and  Policies  and  the  Fi- 
nance Committees  to  make  a complete  survey  and 
study  of  the  possibilities  and  report  at  the  next 
meeting. 

The  report  was  accepted. 

Public  Health  and  Education. — -Dr.  Theodore 
J.  Curphey,  chairman,  reported  that  attendance  at 


the  1951  Teaching  Day  had  totaled  less  than  100 
persons.  He  felt  that  it  was  unreasonable  to  expect 
the  State  Society  to  spend  so  much  on  the  meeting 
and  to  expect  desirable  speakers  to  give  their  time 
for  it  when  the  attendance  was  so  poor.  He  asked 
whether  the  Council  wished  to  have  Teaching  Day 
continue  for  one  day  as  heretofore  or  be  reduced  to 
one  session  preferably  in  the  afternoon. 

The  Chair  ruled  that  this  be  referred  to  the  Con- 
vention Committee  for  study  and  report. 

He  reported  a request  from  Dr.  Lloyd,  of  the 
French  Hospital,  to  approve  and  sponsor  a course  in 
bronchoscopy. 

The  Council  voted  that  Dr.  Curphey  advise  Dr. 

Lloyd  that  this  should  be  referred  to  the  county 

medical  society. 

He  announced  further  that  (1)  the  American 
Academy  of  General  Practice  expect  a very  large 
attendance  at  their  coming  meeting  and  are  grateful 
for  financial  assistance  in  printing  and  distributing 
their  programs;  (2)  the  New  York  Citizens  Com- 
mittee has  appointed  a planning  committee  to  de- 
velop a program  for  a State  Health  Council.  The 
representative  of  the  Medical  Society  of  the  State  of 
New  York,  Dr.  Carlton  E.  Wertz,  is  a member  of  the 
planning  committee,  and  (3)  at  a meeting  of  the 
Blood  Banks  Subcommittee  on  September  12,  a 
motion  was  adopted  to  attempt  to  organize  a meet- 
ing of  all  groups  concerned  with  the  blood  procure- 
ment and  distribution,  in  the  near  future. 

Dr.  Curphey  concluded  by  reminding  the  Council 
and  the  President  of  the  need  for  appointing  a Sub- 
committee on  School  Health. 

The  report  was  adopted. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, presented  the  following  report. 

During  the  summer  months,  the  Public  Relations 
Bureau  launched  several  new  projects.  Among 
these  was  a brochure  entitled  “How  to  Write  and 
Place  a News  Release,”  to  assist  county  society  pub- 
lic relations  chairmen  in  publicizing  their  societies 
activities.  A companion  piece  was  a mimeographed 
booklet  containing  voluntary  codes  of  cooperation 
between  medical  societies  and  the  press.  Both  of 
these  were  written  by  Mr.  A.  Carl  Messinger,  a field 
representative,  since  last  June. 

Also  undertaken  during  the  summer  period  was 
the  formulation  of  a detailed  written  statement  of 
the  public  relations  program  of  the  Medical  Society 
of  the  State  of  New  York  and  a booklet  entitled 
“Public  Relations  Blueprint  for  County  Medical 
Societies”  to  outline  basic  public  relations  projects 
for  county  medical  societies.  Mr.  Tracey  composed 
these  as  well  as  a pamphlet  on  the  use  of  the  tele- 
phone by  physicians’  assistants,  “Telephone  Cues 
for  Medical  Personnel.” 

Plans  were  made  to  discuss  these  projects  at  the  t 
second  conference  of  county  society  public  relations 
chairmen,  scheduled  for  the  afternoon  of  September  1 
13,  at  the  State  Society’s  office.  A preliminary  step  I 
to  this  conference  was  a survey  of  attendance  at 
medical  society  meetings,  conducted  by  the  county  j 
societies  at  the  request  of  the  Council  Committee  on 
Public  Relations. 

Mr.  Miebach  and  Mr.  Tracey  attended  a confer- 
ence with  representatives  of  the  Empire  State 
Chamber  of  Commerce  at  the  Cornell  Club  on  June 

28.  A J-. 

The  Council  Committee  on  Public  Relations  met  t 
at  the  State  Society’s  offices  on  June  20.  Among  the 
subjects  discussed  were  the  placement  of  speakers  in 
medical  schools  and  the  development  of  programs  to 
[Continued  on  page  2674] 
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The  mild,  calming  sedation  of  phenobarbital — to  ease  tension, 
to  quiet  nervousness.  High  dosages  of  thiamine — 
to  restore  appetite  and  improve  general  nervous  tone. 
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elixir 
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and  easy-to-take. 
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alternate  dosage  form. 

Smith,  Kline  & French  Laboratories,  Philadelphia 
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phenobarbital,  M gr. ; thiamine  hydrochloride,  5 mg. 
Each  tablet  is  the  dosage  equivalent 
of  5 cc.  of  the  Elixir. 
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'Eskaphen  B’  T.M.  Reg.  U.S.  Pat.  Off. 


Phenobarbital  plus  therapeutic  dosages  of  thiamine 
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[Continued  from  page  2672] 

increase  the  use  of  radio,  television,  and  motion  pic- 
tures. 

The  Public  Relations  Bureau  sent  news  releases  ot' 
Dr.  J.  Stanley  Kenney’s  appointments  to  State 
Society  committees  to  newspapers  throughout  the 
State.  Also  news  releases  dealing  with  postgraduate 
education  meetings  were  sent  to  newspapers  in 
Ontario,  Suffolk,  Warren,  and  Westchester  Coun- 
ties. Releases  publicized  the  Fifth  and  Sixth  Dis- 
trict Branch  meetings  in  advance. 

Two  matters  were  recommended  for  the  approval 
of  the  Council.  The  first  was  approval  in  principle 
of  the  formation  of  medical  economics  bureaus  by 
component  county  medical  societies.  Although 
several  county  societies  have  been  operating  such 
bureaus,  no  policy  has  been  set  by  the  Medical 
Society  of  the  State  of  New  York  on  this  matter. 
The  second  request  was  that  the  Medical  Society  of 
the  State  of  New  York  request  any  component 
county  medical  society  which  does  not  maintain  an 
office  to  list  its  name  and  the  number  of  the  secre- 
tary or  other  appropriate  officer  in  the  local  tele- 
phone book. 

Through  the  cooperation  of  the  Woman’s  Auxili- 
ary, Mr.  Walsh  arranged  for  several  radio  and  tele- 
vision programs.  WGNR,  New  Rochelle,  and 
WFAS,  White  Plains,  each  broadcast  a series  of 
records,  consisting  of  13  programs,  commencing  in 
June.  Both  stations  requested  additional  series  in 
August,  bringing  the  total  number  of  radio  broad- 
casts to  52.  A complete  series  of  television  scripts, 
slide  films,  and  charts,  made  available  by  the  Ameri- 
can Medical  Association,  were  forwarded  upon  re- 
quest to  television  station  WNBF-TV  (Channel  12) 
Binghamton. 

Mr.  Miebach  attended  a meeting  of  the  Advisory 
Committee  to  the  Director  of  Public  Relations  of 
the  American  Medical  Association,  at  American 
Medical  Association  headquarters  on  August  28. 

Through  arrangement  by  the  Public  Relations 
Bureau,  Dr.  Morris  Weintrob,  a member  of  the  Sub- 
committee on  Cults  of  the  Legislation  Committee, 
appeared  on  “Between  the  Lines,”  a television  pro- 
gram on  WPIX  (Channel  11),  New  York  City,  on 
August  22.  The  telecast,  of  which  Assemblyman 
Eugene  Bannigan  was  the  moderator,  consisted  of 
an  informal  discussion  of  chiropractic.  Although 
Dr.  Weintrob  was  opposed  by  two  chiropractors,  he 
presented  the  case  of  the  medical  professions  in  such 
an  excellent  manner  that  many  viewers  were  of  the 
opinion  that  he  won  the  discussion. 

The  Public  Relations  Bureau  assisted  the  Woman’s 
Auxiliary  in  planning  and  securing  materials  dis- 
tributed at  an  exhibit  at  the  New  York  State  Fair  at 
Syracuse,  from  September  1 to  September  8.  The 
bureau  also  mimeographed  and  prepared  for  dis- 
tribution the  minutes  of  the  annual  convention  of 
the  Auxiliary  held  in  Buffalo  last  April  as  well  as 
the  annual  reports  of  its  State  and  county  officials. 
The  summer  number  of  The  Distaff,  the  Woman’s 
Auxiliary  publication,  was  supervised  by  Mr.  Walsh. 

The  Public  Relations  Bureau  was  instrumental  in 
arranging  for  the  endorsement  by  Dr.  J.  Stanley 
Kenney,  with  the  approval  of  the  Council,  of  the 
film,  “Cheers  for  Chubby.”  This  encourages  over- 
weight individuals  to  reduce  by  proper  dieting.  A 
production  of  the  Metropolitan  Life  Insurance 
Company,  the  film  is  scheduled  for  distribution  to 
motion  picture  theaters  throughout  New  York 
State. 

Upon  Dr.  Winslow’s  recommendation,  the  Coun- 
cil voted  approval  of  establishment  of  medical 
economiesjbureaus  and  the  insertion  of  the  name  of 
any  county  medical  society  with  telephone  number 


of  its  secretary  or  other  appropriate  officer  in  a 
telephone  directory. 

The  report  as  a whole  was  adopted. 

Publication. — Dr.  George  W.  Kosmak,  chairman, 
reported  that  an  increase  of  at  least  10  per  cent  in 
printing  costs  was  expected,  as  result  of  a coming 
meeting  between  labor  union  representatives  and 
employing  printers,  on  account  of  increases  in  wages 
and  other  benefits.  This  increase  would  apply  to 
both  Journal  and  Directory  and  might  offset  the 
saving  resulting  from  the  elimination  of  portions  of 
the  Directory.  He  stated  that,  in  anticipation  of 
difficulty  in  obtaining  paper  from  the  usual  source, 
350  reams  had  been  purchased.  He  stated  that 
advertising  revenue  had  increased  and  that  the 
deficit  this  year,  prior  to  dues  allocation,  might  be 
less  than  it  was  last  year. 

Woman’s  Auxiliary. — Dr.  Walter  W.  Mott,  chair- 
man, reported  verbally  that  in  the  coming  year  the 
program  of  the  Woman’s  Auxiliary  will  include  con- 
tinued efforts  to  keep  members  informed  of  govern- 
ment activity  in  the  field  of  medicine,  to  obtain  sub- 
scriptions to  Today’s  Health,  to  provide  support  for 
the  Physicians’  Home,  to  recruit  young  women  for 
nurse’s  training,  and  to  increase  the  scholarship 
fund  for  this  purpose.  New  projects  are  the  urging 
of  members  to  serve  at  registration  and  information 
centers  operated  by  medical  defense  units  and  re- 
cruiting young  women  for  training  as  blood  service 
personnel.  He  expressed  his  belief  that  the  func- 
tion of  the  Auxiliary  should  be  recruitment  of  per- 
sonnel and  not  the  organization  of  classes. 

He  stated  that  the  exhibit  at  the  State  Fair  in 
Syracuse  had  cost  $375.  Due  to  the  late  date  at 
which  it  was  organized,  the  exhibit  was  poorly 
located.  He  suggested  that  it  might  be  wise  for  the 
Council  to  authorize  participation  in  the  State  Fair 
in  September,  1952,  so  that  immediate  steps  could 
be  taken  toward  obtaining  a good  location. 

It  was  voted  to  approve  this  project  for  1952  with  a 
subsidy  of  $500. 

It  was  voted  to  recommend  to  the  Finance  Com- 
mittee for  their  consideration  a budget  amounting 
to  $6,200  for  the  Woman’s  Auxiliary. 

Workmen’s  Compensation. — Dr.  John  J.  H. 
Keating,  chairman,  reported  progress. 

Prize  Essays. — Dr.  Andrew  A.  Eggston,  chairman, 
reported  that  he  had  a memorandum  in  regard  to 
the  Prize  Essay  Funds.  Each  of  the  two  is  an 
award  of  $100.  Last  year  there  were  no  essays  sub- 
mitted. He  requested  that  the  State  Society, 
through  its  Journal  and  local  county  societies,  be 
made  aware  of  these  prizes.  The  Lucien  Howe 
prize  is  for  an  essay  upon  an  ophthalmology  subject, 
and  the  author  need  not  be  a member  of  the  Medical 
Society  of  the  State  of  New  York.  The  Merritt 
H.  Cash  prize  is  for  the  best  original  essay  on  any 
medical  or  surgical  subject. 

It  was  voted  that  this  be  referred  to  the  Publication 
Committee. 

New  York  State  Delegates  to  the  American 
Medical  Association 

Dr.  Floyd  S.  Winslow,  chairman,  reported  as 
follows: 

The  Medical  Society  of  the  State  of  New  York 
was  represented  at  the  House  of  Delegates  of  the 
American  Medical  Association  at  Atlantic  City, 
New  Jersey,  June  10  to  14,  1951,  by  Drs.  John 
J.  Masterson,  Leo  F.  Simpson,  Thomas  A.  McGold- 
rick,  George  W.  Kosmak,  J.  Stanley  Kenney,  Peter 
J.  Di  Natale,  Andrew  A.  Eggston,  Maurice  J. 

(Continued  on  page  2676] 
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That’s 


the  sign  for  SYNTHENATE  TARTRATE  therapy 
. . . for,  in  the  early  phase  of  coryza,  this  simple  treatment  brings  gratifying, 
often  dramatic  relief. 


In  65%  of  cases  complete  remission  ot  symptoms  occurs  within  fifteen  minutes 
after  injection  of  1 cc  of  SYNTHENATE  TARTRATE-Breon,  when  adminis- 
tered within  twenty-four  hours  of  the  first  sign  of  a cold ! 


Injection  is  simple... relatively  nontoxic... prolonged  in  effect.  SYNTHENATE 
TARTRATE-Breon  increases  cardiac  efficiency  and  frequently  slows  the  pulse 
rate;  thus  it  is  effective  without  appreciably  increasing  the  work  of  the  heart. 
It  does  not  cause  cardiac  arrhythmias,  does  not  stimulate  the  central  nervous 
system,  does  not  produce  signs  of  anxiety. 

DOSAGE : 1 cc  injected  intramuscularly  or  subcutaneously . . . repeated  in  3 or 
4 hours,  if  required. 


SYNTHENATE 


Trademark 

TARTRATE  SOLUTI 

Available  at  all  drug  stores.  1 cc  ampuls 
— boxes  of  12  and  25. 

Complete  literature  "to  physicians  on 
request. 


1 ec  of  the  Solution  contains 
Synthenate  Tartrate.  . ..0.1  Cm. 

Dextrose  U.S.P 5 mg. 

Sodium  Bisulfite 

as  a preservative 2 mg. 
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Dattelbaum,  Renato  J.  Azzari,  Peter  M.  Murray, 
Joseph  P.  Henry,  W.  P.  Anderton,  Albert  F.  R. 
Andresen,  Carlton  E.  Wertz,  Herbert  H.  Bauckus, 
Leo  F.  Schiff,  James  R.  Reuling,  Floyd  S.  Winslow, 
Edward  P.  Flood,  Norman  S.  Moore,  Harold  F. 
Brown,  Denver  M.  Vickers,  and  Thomas  M.  Bren- 
nan. 

Dr.  McGoldrick  was  a member  of  the  Reference 
Committee  on  Sections  and  Sessions  work.  Dr. 
Denver  M.  Vickers  was  a member  of  the  Reference 
Committee  on  Legislation  and  Public  Relations. 
Dr.  Bauckus  was  a member  of  the  Reference  Com- 
mittee on  Hygiene  and  Public  Health.  Dr.  Harold 
F.  Brown  served  on  the  Reference  Committee  on 
Reports  of  Officers.  Dr.  Wertz  was  a member  of 
the  Reference  Committee  on  Industrial  Health. 
Dr.  Dattelbaum  was  on  the  Reference  Committee 
on  Insurance  and  Medical  Service,  and  Dr.  Eggston 
was  chairman  of  the  Reference  Committee  on  Mis- 
cellaneous Business. 

Seven  resolutions  were  introduced  as  instructed 
by  the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York.  The  resolution  introduced 
by  Dr.  Eggston,  calling  upon  the  American  Medical 
Association  to  make  available  to  state  and  county 
societies,  “all  pertinent  information  and  experiences 
bearing  on  possible  restrictions  to  membership  based 
on  race  or  religion,”  was  not  passed,  upon  recom- 
mendation of  the  Reference  Committee,  which 
stated  such  matters  were  the  business  of  individual 
county  societies.  The  resolution  introduced  by  Dr. 
Schiff,  calling  for  allocation  of  contributions  through 
the  American  Medical  Education  Foundation  Fund 
to  a particular  medical  school,  if  designated  by  a 
donor,  was  approved  by  the  Reference  Committee 
on  Medical  Education  and  Hospitals,  which  stated 
this  had  already  been  arranged.  Our  resolution, 
introduced  by  Dr.  Winslow,  that  the  American 
Medical  Association  establish  a Section  on  Public 
Relations  in  its  Scientific  Assembly,  after  considera- 
tion by  the  American  Medical  Association  Council 
on  Scientific  Assembly  and  the  Reference  Committee 
on  Section  and  Sessions  Work,  was  defeated  by 
recommendation  of  the  Reference  Committee. 

A resolution  regarding  retirement  benefits  for  pro- 
fessional persons,  introduced  by  Dr.  Anderton,  was 
considered  by  the  Reference  Committee  on  Legisla- 
tion and  Public  Relations.  Like  two  other  similar 
resolutions,  it  was  adopted  in  principle.  A resolu- 
tion from  our  House  of  Delegates  recommending 
that  national  specialty  boards  be  requested  to  as- 
sure their  diplomates  that  participation  in  emer- 
gency medical  call  service  would  not  jeopardize 
specialty  ratings,  introduced  by  Dr.  Harold  F. 
Brown,  was  adopted.  Also,  a resolution  introduced 
by  Dr.  Flood,  advocating  the  use  of  advertising 
space  in  programs,  journals,  and  small  annual  pub- 
lications for  slogans  favorable  to  established  medical 
practice,  was  recommended  by  the  Reference  Com- 
mittee on  Legislation  and  Public  Relations,  and 
adopted.  Dr.  Azzari  introduced  our  resolution 
which  deplored  a certain  type  of  obstetrics  and 
pediatrics  advertising.  It  was  referred  to  the 
Reference  Committee  on  Miscellaneous  Business. 
This  committee  recommended  a broader  substitute 
resolution  which  was  adopted. 

“It  gives  us  great  pleasure  to  notify  you  that  Dr. 
Louis  H.  Bauer  of  Hempstead  was  elected  president- 
elect of  the  American  Medical  Association  after 
nomination  by  the  chairman  of  your  delegation.” 

Unfinished  Business 

Appointments. — Dr.  Kenney  presented  the  follow- 


ing committee  appointments  which  were  approved. 
by  the  Council: 

Nominating  Committee 

John  J.  Masterson,  Brooklyn,  chairman 
Eugene  H.  Coon,  Hempstead 
John  L.  Edwards,  Hudson 
James  M.  Blake,  Schenectady 
J.  G.  Fred  Hiss,  Syracuse 
Elton  R.  Dickson,  Binghamton 
Leo  F.  Simpson,  Rochester 
Joseph  C.  O’Gorman,  Buffalo 
Henry  E.  McGarvey,  Bronxville 
Harold  B.  Davidson,  New  York  City 
Henry  I.  Fineberg,  Jamaica 
Planning  Committee  for  Medical  Policies 
Joseph  A.  Lane,  Rochester 
Hospital  and  Professional  Relations 
Lee  S.  Preston,  Oneida 
Rural  Medical  Service  ( Subcommittee ) 

Donald  C.  Tulloch,  Ogdensburg 
Workmen’s  Compensation 

Arthur  Edward  Corwith,  Bridgehamptom 
School  Health  ( Subcommittee ) 

William  E.  Ayling,  Syracuse,  chairman 
Edgar  Bieber,  Dunkirk 
Edwin  G.  MacKenzie,  Millbrook 
Mary  Calderone,  Great  Neck 
Scientific  Exhibits  ( Subcommittee ) 

Arthur  Purdy  Stout,  New  York  City,  vice-chairman 

Dr.  Kenney  requested  and  the  Council  voted 
approval  of  the  following  designations  of  representa- 
tives at  meetings  of  other  groups: 

National  Conference  on  Civil  Defense  of  the 
American  Medical  Association,  Chicago,  November 
9 and  10 — Dr.  John  J.  Masterson 

Annual  Meeting  of  the  Pennsylvania  State  Medi- 
cal Society — Drs.  J.  Stanley  Kenney  and  W.  P. 
Anderton 

Joint  Meeting  of  the  State  Medical  Societies  of 
NewHampshireandVermont,  Manchester,  Vermont, 
September  30  to  October  2 — Dr.  Denver  M.  Vickers 
Meeting  of  Committee  for  Revision  of  the  A.M.A. 
12-point  Program,  New  York  City,  October  27 — 
Dr.  Edward  T.  Wentworth 
The  President  requested  permission  to  appoint  a 
committee,  consisting  of  the  secretary,  a trustee, 
and  a member  from  the  Albany  area,  whose  function 
would  be  to  find  a successor  to  Dr.  Hannon. 
Permission  was  granted. 

He  asked  the  secretary  to  announce  the  appoint- 
ments made  by  the  Dental  Society  of  the  State  of 
New  York  to  the  Joint  Committee  on  Dental  Health. 
They  are: 

Dr.  Leon  L.  Abbey,  Schenectady,  chairman 
Dr.  Bernard  E.  Wiser,  Rochester 
Dr.  Charles  A.  Pankow,  Jr.,  Buffalo 

Summer  Activity  of  the  President. — Dr.  Kenney 
stated,  “I  want  to  say  very  briefly  that  during  the 
summer  months  your  President  has  been  active.  I 
have  attended  the  Workmen’s  Compensation  Advi- 
sory Council,  the  Civil  Defense  Advisory  Council, 
and  the  Advisory  Council  on  the  Joint  Hospital  Sur- 
vey and  Planning  Committee  in  Albany  in  July.  I 
had  the  pleasure  of  addressing  the  tricounty  meeting 
of  the  Medical  Societies  of  Oneida,  Herkimer,  and 
Madison  also  in  July,  and  I visited  Cooperstown  to 
look  into  the  Farmers’  Museum.  Also,  more  re- 
cently, with  Dr.  John  Bourke  and  Dr.  Anderton,  I 
made  a trip  through  the  State  and  visited  12  hos- 
pitals constructed  under  the  Hill-Burton  Act. 
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When  your  patient  needs 


The  place  is  The  Saratoga  Spa 


Mave  you  a patient  who  needs 
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have'a  definite  place  in  the  general  cure 

regimen  of  a spa.  
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a. 


i you  recommend  "a  change  of  scene" 

3 weeks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
your  patients  with  such  chronic  conditions  as  Heart 
and  Digestive  disorders.  Arthritis  and  related  ailments, 
and  Hypertension.  At  your  request,  we  will  send  list  of 
local,  private  practicing  physicians  who  will  cooperate 
with  you  as  to  treatment,  rest  and  diet.  Address  Medical 
Director,  The  Saratoga  Spa,  155  Saratoga  Springs,  N.Y. 
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DENTAL  CARIES 


To  the  Editor: 

It  is  very  encouraging  to  note  in  the  July  15  issue 
of  the  New  York  State  Journal  of  Medicine  that 
interest  in  the  problem  of  dental  caries  is  being 
brought  to  the  attention  of  the  physician.  Dr. 
Neumann’s  article  on  “Medical  Progress  and  Dental 
Decay,”  if  it  does  nothing  else,  brings  to  the  atten- 
tion of  the  physician  the  fact  that  the  prevention  of 
dental  caries  is  by  no  means  a hopeless  task. 

However,  it  is  unfortunate  that  Dr.  Neumann 
minimizes  as  he  does  the  progress  made  to  control 
dental  caries.  I fail  to  see  the  logic  of  his  article 
which  puts  the  greatest  emphasis  on  vigorous  chew- 
ing as  the  best  way  to  prevent  dental  caries  and  then 
in  his  concluding  paragraph  indicates  that  this  is 
“hardly  obtainable.”  It  is  also  highly  questionable 
as  to  the  wholesomeness  of  Dr.  Neumann’s  regard 
for  chewing  pencils,  leather,  or  pieces  of  wood  by 
children. 

I think  there  is  much  room  for  questioning  what 
Dr.  Neumann  presents  as  factual  and  the  conclu- 
sions he  draws  from  these  facts.  At  best  his  opinion 
concerning  the  etiology  and  control  of  dental  caries 
represents  a minority  opinion.  Much  more  signifi- 
cant than  the  material  presented  in  his  paper  is  the 
wealth  of  information  which  has  been  ignored. 

Laboratory,  clinical,  and  epidemiologic  study  has 
established  the  fact  that  dental  caries  is  a disease 
process  in  which  the  following  three  factors  are  fun- 
damental: (1)  the  physical  and  chemical  nature 

of  the  tooth  enamel,  (2)  presence  of  fermentable 
carbohydrates  in  the  diet,  and  (3)  presence  of 
bacteria  in  the  oral  cavity. 

The  exact  mechanism  by  which  bacteria  and  fer- 
mentable carbohydrates  cause  the  disease  has  not 
been  determined  with  complete  certainty.  Neither 
has  the  relative  importance  nor  the  order  of  occur- 
rence of  decalcification  of  inorganic  structure  and 
proteolysis  of  the  organic  matrix  been  determined. 
The  fact  remains,  however,  that  dental  caries  re- 
quires susceptible  tooth  enamel,  fermentable  carbo- 
hydrate, and  appropriate  bacteria.  The  disease  has 
not  been  observed  or  produced  without  these  factors. 
Consequently,  the  efforts  toward  developing  pre- 
ventive technics  have  involved  the  interception  of 
the  caries  process  at  one  or  more  of  these  points. 
Thus  it  is  noted  that  dental  caries  is  a complicated 
disease  entity  without  one  simple  cause.  Rather,  a 
combination  of  factors  is  involved. 

Therefore,  the  fact  that  some  areas  with  very 
little  fluorine  in  the  water  have  been  found  to  be 
relatively  free  from  caries  does  not  minimize  the 
value  of  fluoridation  as  a preventive  measure  where 


caries  otherwise  occurs.  Nor  can  the  importance 
of  fermentable  carbohydrates  be  dismissed  by  citing 
the  low  incidence  of  dental  caries  in  southern  Italy 
where  white  bread  and  spaghetti  are  staple  foods. 

Sound  investigation  has  already  demonstrated 
that  caries  incidence  can  be  substantial!}"  reduced 
by  fluorine  applied  topically  or  in  a communal 
water  supply,  by  dietary  restriction  of  fermentable 
carbohydrate,  and  by  toothbrushing  immediately 
after  eating.  These  procedures  are  not  in  conflict 
with  each  other.  They  merely  represent  differing 
approaches  and  provide  us  with  a choice  of  technics 
which  are  not  mutually  exclusive. 

In  so  far  as  fluoride  caries  prophylaxis  is  con- 
cerned, Dr.  Neumann  refers  to  it  as  a passive  pre- 
ventive measure  and  as  a pharmacologic  approach. 
This  leads  me  to  ask  if  at  the  present  time  he  knows 
of  any  other  prophylactic  technic  which  has  been 
clinically  demonstrated  and  which  can  be  adminis- 
tered so  easily  to  so  many  with  so  high  a potential 
benefit  as  water  fluoridation.  To  say  that  one 
approach  is  fundamental  and  that  another  is  merely 
pharmacologic  has  little  significance.  Would  Dr. 
Neumann  say  that  the  basic  approach  to  typhoid 
fever  control  is  the  development  of  an  active  im- 
munity or  resistance  to  the  organism  rather  than  to 
deal  with  this  problem  through  pasteurization  of 
milk  and  chlorination  of  water  supplies? 

I believe  that  if  Dr.  Neumann  were  to  reread 
Weaver’s  report  as  originally  published  in  the 
British  Dental  Journal  he  will  note  in  Tables  I and  II 
that  the  caries  experience  of  permanent  teeth  among 
twelve-year-old  children  was  45  per  cent  lower  in 
South  Shields  (not  “Sheffield”  as  stated  by  Dr. 
Neumann)  than  in  North  Shields  and  that  this 
difference  was  observed  both  in  1943  and  in  1949. 
The  potable  water  of  South  Shields  contains  fluorine, 
1.4  parts  per  million,  while  that  of  North  Shields  is 
fluorine-free.  As  to  the  continuing  prophylactic 
effect  of  water  fluoridation  into  young  adulthood,  I 
may  refer  him  to  Deatherage’s  study  on  selectees  for 
military  service  coming  from  endemic  fluoride  and 
fluoride-free  areas;  also  McKay  and  Frisch’s  com- 
parison of  the  caries  rates  and  tooth  mortality  among 
adults  in  Colorado  Springs  (2.6  parts  per  million) 
and  Madison,  Wisconsin  (fluorine-free). 

Boyd  and  Cheyne’s  study  comparing  a small 
group  of  adolescents  in  custodial  institutions  with  a 
group  of  high-school  students  in  an  endemic  fluoride 
area  is  essentially  a study  of  mottled  enamel  and 
does  not  reflect  on  the  caries  fluorine  hypothesis. 

[Continued  on  page  2680] 
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the  external 

cod  liver  oil  therapy 


accelerates  healing 


New  clinical  studies1  again  prove  the  ability  of 
Desitin  Ointment  to  ease  pain,  inhibit  infection,  stimulate 
healthy  granulation,  and  accelerate  smooth  epitheliza- 
tion  in  lacerated,  denuded,  ulcerated  surface  tissues  . . . 
often  in  conditions  resistant  to  other  therapy. 


protective , soothing , healing  Desitin  Ointment  is  a self-sterilizing 
blend  of  high  grade,  crude  Norwegian  cod  liver  oil  (with  its 
unsaturated  fatty  acids  and  high  potency  vitamins  A and  D in 
proper  ratio  for  maximum  efficacy),  zinc  oxide,  talcum,  petrolatum, 
and  lanolin.  Does  not  liquefy  at  body  temperature  and  is  not 
decomposed  or  washed  away  by  secretions,  exudate,  urine 
or  excrements.  Dressings  easily  applied  and  painlessly  removed. 
Tubes  of  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars. 


write  for  samples  and  reprint 


1.  Behrman,  H.  T.,  Combes,  F.  C.,  Bobroff,  A., 
and  Leviticus,  R.:  Ind.  Med.  & Surg.  18:512. 1949. 


CHEMICAL  COMPANY 

Street,  Providence  2,  R.  I. 


even  in  stubborn 
slow  healing  wounds 
burns 
ulcers 

(decubitus,  varicose,  diabetic)  Jl 
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Furthermore,  children  living  in  a custodial  environ- 
ment are  not  comparable  with  those  in  the  general 
community  if  only  from  the  viewpoint  of  dietary 
regime.  Certainly  this  small  scale  study  is  super- 
seded by  the  mass  of  data  accumulated  through 
widespread  epidemiologic  study  and  the  more  recent 
positive  findings  from  the  fluoridation  projects  at 
Newburgh,  New  York;  Grand  Rapids,  Michigan; 
Evanston,  Illinois;  Sheboygan,  Wisconsin;  and 
Brantford,  Ontario,  as  well  as  the  studies  of  com- 
parable natural  endemic  fluoride  and  fluoride-free 
areas. 

The  literature  is  replete  with  reports  of  well-con- 
trolled  studies  on  effects  of  fermentable  carbohy- 
drates on  teeth.  To  name  but  a few  of  the  investi- 
gators, Becks  of  California,  Jay  of  Michigan,  and 
Williams  of  Pennsylvania  have  reported  on  studies 
in  which  rampant  caries  was  controlled  by  restricting 
fermentable  carbohydrates  in  the  diet.  Stephan  of 
the  Public  Health  Service  demonstrated  that  after 


the  ingestion  of  fermentable  carbohydrates  the  pH 
of  tooth  surface  plaques  drops  and  this  lowered  pH 
is  sufficient  to  decalcify  enamel. 

Fosdick’s  reported  study  of  the  effectiveness  of 
toothbrushing  with  a neutral  dentifrice  immediately 
after  eating  is  very  impressive  as  are  the  studies  using 
antibiotics  in  the  dentifrices. 

Dr.  Neumann  makes  his  conclusions  principally 
through  reasoning  by  analogy — a procedure  which 
should  always  be  applied  with  great  caution  and 
restraint.  Until  clinical  evidence  of  better  technics 
can  be  presented  than  have  already  been  demon- 
strated in  attacking  the  caries  problem  through 
fluoridation,  dietary  restriction  of  fermentable 
carbohydrates,  and  toothbrushing  immediately  after 
eating,  I think  we  had  better  use  these  technics  to 
the  fullest  and  continue  our  studies  for  better  ones. 

David  B.  Ast,  D.D.S. 

39  Columbia  Street 
Albany,  New  York 
August  2, 1951 


Response  by  Dr.  Neumann 


To  the  Editor: 

Dr.  Ast’s  letter  sets  forth  the  prevailing  opinions 
on  caries  causes.  The  paper  to  which  he  refers  did 
not  aim  at  reiterating  the  bulky  evidence  that  led 
to  the  conventional  views  on  caries;  it  only  enumer- 
ated these  and  pointed  to  some  notable  deficiencies. 

The  fact  that  fluorination  was  cited  as  a passive 
preventive  measure  does  not  detract  from  its  poten- 
tial value.  Dr.  Ast  is  conducting  the  fluorination 
study  at  Kingston  and  Newburgh,  and  much  knowl- 
edge should  be  gained  about  the  degree  and  the  dura- 
tion of  dental  protection  with  fluorine  over  the  course 
of  years. 

At  the  same  time  we  should  not  lose  sight  of  the 
fact  that  the  best  that  can  be  expected,  judging  from 
numerous  other  observations,  is  a reduction  of  the 
caries  incidence  by  about  40  per  cent,  or  a delay, 
which  signifies  that  a youth  may  expect  an  average 
of  one  new  cavity  a year  instead  of  1.4.  This,  no 
question,  means  progress  and  should  be  accepted 
until  something  more  effective  is  found.  Mean- 
while, we  should  not  neglect  the  fact  that  there  are 
many  areas,  for  instance  in  northern  Greece,  south- 
ern Italy,  or  Mexico,  where  there  is  no  fluorine  in  the 
water,  and  the  caries  incidence  is,  if  measured  by  the 
above  standard,  1,000  per  cent  less  than  in  American 
fluorine-protected  areas.  Many  of  these  ethnic 
groups  live  on  a “decalcifying”  carbohydrate  diet 
and  know  no  tooth  hygiene.  It  was  pointed  out 
that  no  congenital  immunity  is  involved,  as  all  these 
perfect  dentitions  are  liable  to  break  down  under 
changed  dietary  conditions. 

The  clue  which  should  be  further  investigated  is — 
what  accounts  for  the  “1,000  per  cent”  difference,  or 
why  are  the  teeth  in  many  fluorine-free  areas  ten 
times  better  than  they  are  in  some  fluorine-protected 
areas,  regardless  of  carbohydrate  consumption  or 
dental  hygiene? 


From  my  own  observation  the  only  consistent 
correlation,  if  many  ethnic  groups  are  under  scrutiny, 
remains  with  the  amount  of  vigor  of  function  of  the 
teeth.  This  factor  is  not  eyed  favorably  in  a labora- 
tory-conscious epoch,  and  it  does  not  lend  itself 
easily  to  precise  measurement.  The  role  that  the 
degree  of  function  may  play  in  caries  susceptibility 
impressed  itself  from  observation  of  many  racial 
groups  and  not,  as  Dr.  Ast  believes,  through  analogy. 
Only  the  hypothetic  explanation  given  is  based  on 
analogy,  that  is,  that  underfunction  may  affect  the 
dental  structure  through  metabolic  degenerative 
processes. 

The  chewing  of  wood  and  leather  was  not  seri- 
ously proposed  as  a prophylactic  measure.  Our 
bread  industry  may  perhaps  be  induced  to  bake  a 
product  resembling  old-time  peasant  bread  and 
make  it  palatable  enough  to  induce  our  children  to 
eat  it. 

From  the  described  observations  the  present 
caries  concepts  were  found  wanting.  There  is  good 
evidence  that  by  virtue  of  fluorination  we  may  ob- 
tain a reduction  in  the  caries  rate.  The  hidden  peril 
of  this  procedure  lies  in  the  wide  acceptance  of  the 
notion  that  a fluorine  deficiency  accounts  for  sus- 
ceptibility to  caries  and  in  the  accompanying  undue 
complacency.  Public  health  dentistry  is  presently 
preoccupied  mainly  with  fluorination.  There  is 
good  reason,  though,  to  draw  attention  to  the  much 
larger  local  differences  in  caries  incidence  which  are 
not  accounted  for  by  fluorine,  carbohydrates,  or 
hygiene. 

H.  H.  Neumann,  M.D. 

1539  Broadway 
Hewlett,  New  York 
September  12, 1951 


[Continued  on  page  2682] 
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When  the  diagnosis  is 
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VP°  establish  and  maintain  urinary 
antisepsis,  MANDELAMINE*  is 
many  times  preferred  because  it 
is  quickly  effective  against  the  organisms 
most  commonly  encountered  in  urinary- 
tract  infections.  Its  exceptional  freedom 
from  untoward  reactions  and  its  wide 
range  of  antibacterial  activity  commend 
it  for  use  as  soon  as  the  diagnosis  has 
been  made. 


Urinary  antisepsis  is  often  achieved  in 
uncomplicated  pyelitis  in  as  few  as  three 
days.  Speedy  recovery  is  thus  secured  in 
many  cases  without  necessitating  higher- 
cost  therapy. 

Other  indications  for  MANDELAMINE 
are  cystitis,  prostatitis,  pyelonephritis, 
nonspecific  urethritis,  and  infections  as- 
sociated with  urinary  calculi  or  neuro- 


genic bladder;  also  valuable  for  pre-  and 
postoperative  prophylaxis  in  urologic 
surgery. 

Renal  insufficiency  is  the  only  major 
contraindication  to  MANDELAMINE 
therapy. 

MANDELAMINE  is  available  in  bot- 
tles of  120,  500,  and  1,000  enteric-coated 
tablets,  through  all  prescription  phar- 
macies. Comprehensive  literature  and 
samples  for  clinical  trial  will  be  furnished 
to  physicians  on  request. 


NEPERA  CHEMICAL  CO.,  INC. 


NEPERA  PARK,  YONKERS  2,  N.  Y. 


•mandelamini  it  the  registered  trademark  of  Nepcra  Chemical  Co..  Inc.,  for  Ira  brand  of  merhcnaminc  mandelate. 
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CORRESPONDENCE 


[N.  Y.  State  J.  M. 


[Continued  from  page  2680] 

HOMOSEXUALITY 


T o the  Editor: 

In  your  editorial,  “The  Homosexual  and  the  Sex 
Criminal”  (February  15,  1951),  you  pose  a number 
of  interesting  and  important  questions,  most  of 
which  appear  to  have  gone  undiscussed  to  date. 

I agree  with  Dr.  Benjamin  Weintrob  that  homo- 
sexuality is  primarily  a medical,  psychiatric  problem. 
But  it  is  also  a social  problem.  Because  of  its  social 
ramifications,  physicians  cannot  solve  this  problem 
alone.  They  cannot  help  enough  people  fast 
enough. 

Like  most  other  aspects  of  personality,  homo- 
sexuality has  its  roots  in  the  home.  Heterosexuality 
is  an  attribute  of  the  mature  personality,  and  par- 
ents are  the  chief  determinants  of  whether  a child 
will  progress  through  the  natural  homosexual  phases 
of  psychologic  development  and  arrive  at  a healthy, 
heterosexual  maturity. 

In  my  experience  as  psychiatrist  and  psycho- 
analyst, I have  found  that  the  way  a person  ulti- 
mately uses  his  body  in  physical  sexual  activity  de- 
pends upon  the  total  of  his  psychologic  attitudes 
toward  himself  and  his  world.  That  is,  I see  adult 
sexuality  more  as  an  expression  of  an  emotional 
attitude  than  as  a function  of  anatomy. 

The  attitude  necessary  for  successful  heterosexual 
functioning  is,  as  I see  it,  a state  of  identification 
with  one’s  own  sex.  In  this  state  the  individual 
finds  satisfaction  in  fulfilling  all  the  role  of  his  own 
sex.  He  identifies  himself  in  friendly  manner  with 
others  of  his  own  sex,  who  share  his  problems  and 
goals.  By  this  attitude  the  individual  expresses  his 
acceptance  of  his  biologic  and  psychologic  role  in 
life.  The  man  expresses  his  adequacy  not  merely  as 
a person  but  as  a male  person.  The  woman  likes 
herself  as  a person  and  also  as  a woman;  she  finds 
satisfaction  in  feminine  biologic  and  psychologic 
activities,  and  she  expresses  herself  as  a woman 
among  women  and  as  a woman  among  men.  This 
is  the  personality  which  has  matured  into  hetero- 
sexuality. 

In  psychoanalysis  the  physician  finds  personalities 
arrested,  “stuck,”  at  every  stage  of  psychologic  de- 
velopment on  the  way  to  maturity,  including  both 
overt  and  latent  homosexuals.  But  generally 
speaking,  the  overt  homosexual  is  less  of  a social 
menace  than  the  latent  homosexual,  no  matter  of 
which  sex. 

Of  course  it  is  the  overt  homosexual  who  fre- 
quently gets  himself  arrested  and  on  whom  the  spot- 
light of  publicity  consequently  shines.  Usually  his 
offense  is  the  public  performance  of  fellatio  on  an- 
other man.  From  the  social  viewpoint,  however, 
there  is  little  difference  between  sexual  intercourse  in 
a public  place  between  two  men,  or  between  two 
women,  or  between  a man  and  a woman.  In  each 
case,  sexual  intercourse  in  public  between  human 
beings  is  antisocial,  primarily  because  of  the  intense 
emotions  it  arouses  in  those  who  witness  it. 

However,  if  the  participants  in  intercourse  are 
willing  partners,  the  act  is  not  a sex  crime  in  the 


usual  sense,  nor  is  it  usually  treated  as  such  by  the 
police  in  the  case  of  a man  and  a girl . The  latter  are 
generally  told  to  “move  on”  with  no  arrest  being 
made.  But  two  men  found  in  the  act  of  sexual 
intercourse  in  a public  place  are  usually  arrested. 

What  should  be  done  about  homosexuals?  I 
think  one  of  the  best  existing  answers  is  the  far- 
sighted attitude  of  the  Magistrates’  Courts  of  New 
York  City  and  their  associated  probation  depart- 
ment toward  overt  homosexuals.  Recognizing  the 
emotional  aberrations  involved,  the  courts  and  their 
officers  are  making  a stupendous  effort  to  rehabilitate 
the  homosexuals  who  come  within  their  purview'. 
They  seek  to  make  them  socially  harmless  by  giving 
counsel  and,  wherever  possible,  psychiatric  treat- 
ment. 

In  a real  sense  sex  criminals  and  homosexuals  are 
widely  different,  and  true  sex  criminals  are  hardly 
different  from  any  other  criminals.  Generally 
speaking,  the  matured,  fully  feminine  or  fully  mas- 
culine personality  does  not  engage  in  criminal  ac- 
tivities. Nor  do  the  majority  of  overt  homosexuals 
engage  in  criminal  activities.  Crime,  whether 
sexual  or  of  other  types,  is  evidence  either  of  serious 
malformation  or  of  serious  psychologic  illness  of  the 
personality.  The  motivation  of  criminal  acts  is  well 
discussed  in  The  Unknown  Murderer,  by  Theodor 
Reik,  Ph.D.  (Prentice-Hall,  1945). 

The  latent  type  of  homosexual  is  a more  difficult 
problem.  This  type,  as  I see  it,  is  a potent  social 
menace.  It  is  masked  or  covered.  This  type  of 
man  or  woman  does  not  engage  in  sexual  intercourse 
with  members  of  the  same  sex  but  flirts  with  and 
stirs  the  emotions  of  both  sexes.  He  or  she  often 
marries  and  produces  children,  but  the  children  have 
a lessened  chance  of  maturing  into  heterosexuality. 
Latent  homosexuals  have  strong  unconscious  im-  i 
pulses  to  hurt  and  to  be  hurt,  and  these  impulses  are 
the  fertile  soil  for  crime. 

Psychoanalysis,  in  my  opinion,  is  the  only  process  I 
by  which  a grown  person  may  be  able  to  resolve  a 
maldeveloped  homosexual  component  in  his  per-  j 
sonality.  I have  seen  homosexuals  who,  because  of  ( 
the  richness  of  their  personality  resources  and  the 
strength  of  their  desire  to  mature,  have  developed 
through  psychoanalysis  into  adequate  heterosexu- 
ality. There  are  other  homosexuals  who  can  never 
become  heterosexual;  their  constitutional  person- 
ality resources  are  too  limited,  or  their  incentives  for 
growth  are  not  sufficient,  or  the  psychologically 
castrating  experiences  which  made  them  homo- 
sexual have  been  too  deeply  damaging,  or  their 
situation  in  life  including  factors  beyond  the  control 
of  either  analyst  or  patient  presents  insurmountable 
obstacles. 


Ruth  P.  Berkeley,  M.D. 


36  West  11th  Street 
New  York  11,  New  York 
September  6, 1951 
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lecent  studies1,2  have  demonstrated  the  unusually  dependable  value  of 
Arobon  in  acute  diarrheas  of  infants  and  children.  Within  a matter  of  one 
to  two  days,  in  the  majority  of  patients  the  stools  thicken  and  lessen  in  fre- 
quency. Thus  early  re-alimentation  and  hydration  by  the  oral  route  and 
earlier  resumption  of  normal  feeding  are  possible. 

Arobon,  processed  from  carob  flour,  owes  its  pronounced  anti-diarrheal 
activity  primarily  to  its  high  content  of  lignin  as  well  as  pectin.  Absorbing  a 
considerable  amount  of  water,  it  swells  to  a bland,  smooth,  bulky  mass  in 
the  intestine,  which  eliminates  offending  bacteria  and  toxins  with  the  stools, 
thus  causing  the  diarrhea  to  subside  quickly. 

Arobon  is  indicated  in  all  types  of  diarrhea  in  infants  and  children.  It  is 
palatable  and  readily  tolerated.  Arobon  is  ready  for  use  by  merely  boiling 
it  in  water  for  Vi  minute. 


1.  Smith,  A.  E.,  and  Fischer,  C.  C.:  The  Use  of  Carob  Flour  in  the  Treatment  of  Diarrhea  in 
Infants  and  Children,  J.  Ped.  35:422  (Oct.)  1949. 

2.  Kaliski,  S.  R.,  and  Mitchell,  D.  D.:  Treatment  of  Diarrhea  with  Carob  Flour,  Texas  State 
J.  Med.  46: 675  (Sept.)  1950. 
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1951  MEDICAL  DIRECTORY  ERRATA 

Corrections  of  biographic  material  as  published  in  the  1951  edition  of  the  Medical  Directory  of  New  York 
State  are  listed  below.  Changes  have  been  made  only  on  material  received  in  the  State  Society  office  prior 
to  the  closing  date  of  June  1,  1950,  set  by  the  Publication  Committee. 


oAALTMAN,  Harry  S.  940  Grand  Concourse,  Bronx,  N.Y. 
by  appt.  Tel  Jerome  8-7800.  Univ  & Bell  1921.  L-P. 
X.  Am  Ac  Ped;  NY  Ac  Med;  Bronx  Ped;  A1  Babies;  A1 
Lin.  Asst  Attd  Ped  Presby;  Dir  Ped  Lin  & Lin  OPD. 

add  Dir  Ped  Lin  & Lin  OPD 
oBAKAL,  Sondra  Florence,  2018  Avenue  J,  Brooklyn,  N.Y. 
by  appt.  Tel  Cloverdale  8-3360.  LIC  Med  1934.  X. 
Bklyn  Psych. 

add  Bklyn  Psych 

oABKEKY,  Edwin  Newman,  96  Remsen  St.  Brooklyn,  N.Y. 
8:30-12  by  appt.  Tel  Main  5-4821.  P&S  NY  1934.  D-OL. 
SE.  FACS.  Am  Ac  Ophth  & Otolar;  Am  Ac  Comp  Med; 
Bklyn  Ophth;  A1  St  Johns;  A1  Bklyn  E&E.  Asso  Ophth 
Sur  Bklyn  E&E;  Ophth  St  Johns,  Peck  Meml  & Bklyn 
Thor;  Asso  Sur-in-Chg  Ocular  Myology  Clin  Bklyn  E&E; 
Cons  Ophth  St  Giles. 

Asso  Sur-in-Chg  Ocular  Myology  Clin  Bklyn  Eir. E in- 
stead of  Asso  Sur-in-Chg  Clin  Bklyn  EirE 
oABERLINER,  Kurt,  1235  Park  Av.  New  York,  N.Y. 
3-6  by  appt.  Tel  Atwater  9-4444.  Berlin  1922.  D-IM. 
SJM-2-4.  FACP.  Cardiol  Syden;  Asso  Phys  Met;  Asst 
Attd  Phys  Flower  & Fifth  Ave. 

1235  Park  Av.  New  York,  N.Y.  instead  of  131  E 93  St. 
New  York,  N.Y. 

oABLAIN,  Herbert  Richard,  110  Riverside  Dr.  New  York, 
N.Y.  12-2,  5-7.  Tel  Endicott  2-9008.  Edinburgh  1932. 
X.  Am  Rheum;  NY  Rheum.  Asst  Phys  Univ  & Bell. 

Asst  Phys  Univ  instead  of  Asst  Phys  Univ  OPD 
oACUSHING,  Robert  Murray,  502  Park  Av.  New  York, 
N.Y.  1-5  Tues  Thurs.  Tel  Eldorado  5-0131.  Also  Forest 
Hills.  Yale  1932.  NB.  D-OG.  XL.  Asst  Obs  City;  Obs 
Booth  Meml;  Adj  Gyn  Detention;  Asst-in-Obs  & Gyn  Univ. 
add  o;  add  Adj  Gyn  Detention  and  Asst-in-Obs  i?  Gyn 
Univ 

oACUSHING,  Robert  Murray,  96-14  63  Dr.  Forest  Hills, 
N.Y.  9-12  by  appt.  Tel  Illinois  9-2000.  Also  Man- 
hattan. Yale  1932.  NB.  D-OG.  XL.  Asst  Obs  City; 
Obs  Booth  Meml;  Adj  Gyn  Detention;  Asst-in-Obs  & Gyn 
Univ. 

add  o;  add  Asst-in-Obs  ir  Gyn  Univ 
oADRUCKER,  Victor,  25  Park  Av.  Binghamton,  N.Y. 

9- 4:30.  Tel  2-2311.  Res.  6 Kendall  Av.  Md  1933.  D-R. 
SD.  MACR.  Radiol  NA;  Ac  Med.  Radiol  City. 

Md  1933  instead  of  Md  1923 
oAFORST,  Arthur,  119  E 84  St.  New  York,  N.Y.  12-2 
5-7  except  Wed  Sat  Sun.  Tel  Butterfield  8-9327.  Geo 
Wash  1938.  X.  Clin  Asst  Phys  Beth  David  OPD  & City; 
Asst  Ped  Misericor. 

Forst,  Arthur,  instead  of  Forster,  Arthur 
oAFRIED,  Boris  Mark,  1560  Grand  Concourse,  Bronx, 
N.Y.  by  appt.  Tel  Tremont  8-1001.  Saratov  1914.  SJ. 
Asso  Phys  Pulmon  Dis  Monte;  Asso  Phys  Morrisania. 

Asso  Phys  Morrisania  instead  of  Asst  Phys  Morrisania 
oAGELFAND,  Maxwell  L.  60  Gramercy  Park  N.  New 
York,  N.Y.  1-5.  Tel  Algonquin  4-1220.  St  Louis  1929. 
D-IM.  SJM-12.  FACP.  Ac  Med;  A1  Monte.  Asso  Phys 
Bell. 

Asso  Phys  Bell,  instead  of  Asso  Phys  Bell.  X. 
oAGREENWOOD,  M.  Allen,  323  Richmond  Av.  Staten 
Island,  N.Y.  by  appt.  Tel  Gibraltar  2-7744.  Lausanne 
1942.  XE.  Clin  Asst  Ophth  Gouver  OPD;  Clin  Asst 
Ophth  Sea  View. 

Tel  Gibraltar  2-7744  instead  of  Gibraltar  2-4128;  Clin 
Asst  Ophth  Sea  View  instead  of  Clin  Asst  Ophth  ir  Re- 
fract Sea  View  OPD 

oAHYMAN,  Daniel,  342  W 29  St.  New  York,  N.Y.  11:30- 
1,  4:30-7.  Tel  Bryant  9-9750.  Edinburgh  1937.  XM-5. 

Asst  Urol  Poly. 
add  A 

oAJACOBI,  Harry  George,  111  E 80  St.  New  York,  N.Y. 

10- 12  & by  appt.  Tel  Butterfield  8-1616.  P&S  NY  1921. 
SJM-11.  Ac  Med;  Clin  Soc  NY  Diabet.  Phys  Lenox 
Hill;  Chief  Phys  & Diabet  Lenox  Hill  OPD. 

add  Phys  Lenox  Hill 

oAJAFFE,  Erwin,  71  E 80  St.  New  York,  N.Y.  by  appt. 
Tel  Butterfield  8-5964.  Berlin  1919.  D-PN.  QP.  SI. 
Am  Psych;  Am  Ac  Neur;  NY  Clin  Psych.  Neuropsych 
Ford;  Asst  Neuropsych  Poly. 

D-PN  instead  of  D-PN(N) 

NOTE:  The.  biographic  listings  are  given  with  the 
correction  included;  the  last  line  of  each  entry  shows, 
in  italics,  what  this  correction  is. 


o AKAUFMAN,  Louis  Rene,  30  Central  Park  S.  New  York, 
N.Y.  by  appt.  Tel  Eldorado  5-1151.  NY  Horn  1904. 
D-U.  SACG.  FACS.  Am  Urol;  Ac  Med;  A1  Flower  & 
Fifth  Ave.  Cons  Urol  Sur  Yonkers  Genl,  Hackensack  NJ 
& McKinley  Meml  Trenton  NJ;  Cons  Sur  Prospect  Hghts, 
Met  & Mt  Vernon;  Sur  Flower  & Fifth  Ave. 

add  Sur  Flower  ir  Fifth  Ave.;  Cons  Sur  Prospect  Hghts 
instead  of  Cons  Urol  Sur  Prospect  Hghts 
oKLEIN,  Harold,  522  Eastern  Pkwy.  Brooklyn,  N.Y.  by 
appt.  Tel  President  2-9333.  RCP&S  Edinburgh  1937. 
NB.  L-P.  X.  Am  Psych.  Psych  Vet  Adminis  Bk  RO; 
Asst  Ped  Beth-El;  Adj  Ped  Child  Guidance  Beth-El  OPD; 
Clin  Asst  Ped  Child  Guidance  Jew. 

add  Clin  Asst  Ped  Child  Guidance  Jew 
AKONIG,  Ema,  61  E 86  St.  New  York,  N.Y.  4-6  & by 
appt.  Tel  Atwater  9-1330.  Zagreb  1926.  Asst  Adj  Ped 
Beth  David;  Clin  Asst  Ped  Mt  Sinai. 
add  Clin  Asst  Ped  Mt  Sinai 

oAKOSTANT,  George  Harold,  870  Fifth  Av.  New  York, 
N.Y.  by  appt.  Tel  Rhinelander  4-6389.  Duke  1940. 
NB.  D-DS.  XH.  Am  Pub  Health.  Asst  Derm  & Syph 
Univ;  Asst  Adj  Derm  Beth  Israel;  Asst  Derm  Correction. 
add  Asst  Derm  Correction 

oALANGSAM,  William  L.  284  Ninth  St.  Brooklyn,  N.Y. 
10:30-12,  6:30-8.  Tel  South  8-3587.  Univ  & Bell  1926. 
SF.  Bklyn  Otolar.  Asso  Otolar  Greenpoint. 
add  Bklyn  Otolar;  add  Asso  Otolar  Greenpoint 

oALEWIS,  Benjamin,  16  E 90  St.  New  York,  N.Y.  by 
appt.  Tel  Atwater  9-1313.  Also  Lake  Success.  NY  Univ 
1937.  NB.  SAC.  FACS.  A1  Hosp  Spec  Sur.  Asst  Sur 
Flower  & Fifth  Ave  & City. 
add  FACS 

oALEWIS,  Benjamin,  Lake  Success,  N.Y.  by  appt.  Tel 
Great  Neck  2-5893.  Also  Manhattan.  NY  Univ  1937. 
NB.  SAC.  FACS.  A1  Hosp  Spec  Sur.  Asst  Sur  Flower 
& Fifth  Ave  & City. 
add  FACS 

oAMINER,  Irving  Eugene,  Roslyn  Heights,  N.Y'.  by  appt. 
Tel  Roslyn  3-2046.  St  Louis  1943.  NB.  XM-5. 
delete  FACS 

NAUENBERG,  Ema  Sachs  de,  101  W 58  St.  New  York, 
N.Y.  Tel  Circle  7-7000.  Berlin  1929.  Clin  Asst  Trop 
Dis  Diagnos  Univ  OPD;  Clin  Asst  Phys  Mt  Sinai  OPD. 
add  Clin  Asst  Phys  Mt  Sinai  OPD 

oAPERROTTA,  Louis  Anthony,  614  Morris  Av.  Bronx, 
N.Y.  5-8  Mon  Wed  Fri;  2-5  Sat.  Tel  Mott  Haven  9-0038. 
Univ  & Bell  1927.  D-IBS.  SA.  FICS.  Sur  Luth;  Asso 
Sur  City. 

add  Sur  Luth;  Asso  Sur  City 
oAPOMERANCE,  William,  9 Prospect  Park  W.  Brooklyn, 
N.Y.  Tues  Thurs  Sat  by  appt.  Tel  Nevins  8-3311.  Univ 
& Bell  1929.  D-OG.  SL.  FACS.  Bklyn  Gyn;  A1  Jew. 
Asso  Obs  Jew;  Asso  Obs  & Gyn  Kings  Co. 
add  Asso  Obs  Jew 

oAROSENFELD,  Samuel,  1902  Avenue  K,  Brooklyn,  N.Y. 

11-1,  7-8  by  appt.  Tel  Nightingale  4-1516.  P&S  NY 
1921.  D-IM.  XK-6.  A1  Mt  Sinai.  Adj  Phys  & Asso 
Hematol  Jew. 

add  Asso  Hematol  Jew 

oAROTHBERG,  Abraham  S.  110  E 90  St.  New  York,  N.Y. 
by  appt.  Tel  Atwater  9-7941.  Md  1926.  D-OS.  SBC. 
FACS.  Am  Ac  Orth  Sur;  A1  Joint  Dis.  Cons  Orth  Sur 
Jersey  Citv;  Asso  Orth  Sur  Beth  Israel. 
add  FACS 

oASCHNECK,  Jack  Irving,  780  Pelham  Pkwy  S.  Bronx, 
N.Y.  by  appt.  Tel  Talmadge  3-0131.  Baylor  1937.  XA. 
FACS.  Asst  Sur  Lin  & Lin  OPD. 

add  FACS;  Asst  Sur  Lin  6-  Lin  OPD  instead  of  Asst  Sur 
Lin  OPD 

oASCHWARTZ,  Sheldon,  97-21  Springfield  Blvd.  Queens 
Village,  N.Y.  1-2,  6-8.  Tel  Hollis  5-3800.  NY  Univ 
1943.  NB.  XJ.  Am  Rheum;  NY  Rheum.  Asst  Phys 
Bell;  Chief  Arthrit  Bell  OPD. 

Asst  Phys  Bell;  Chief  Arthrit  Bell  OPD  instead  of  Asst 
Phys  Arthrit  Bell 

oASILVERMAN,  Jacob  J.  100  Central  Av.  Staten  Islano 
N.Y.  by  appt.  Tel  Gibraltar  7-0140.  Tufts  1932.  D-IM 
(Cv).  SJM-4.  FACP.  Asso  Phys  & Cardiol  Staten  Isl; 
Cardiol  Staten  Isl  OPD. 
add  FACP 

[Continued  on  page  2686] 
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Tiny  drops 
of  oil 

suspended 
in  water 

help  establish 
"habit  time” 


YYj^ef/i 

® 


PETROGALAR  provides  a moderate  intake  of  mineral  oil 
in  the  form  of  a water-soluble  suspension. 

This  oil-in-water  combination  permeates  the  fecal  residue 
to  produce: 

► Gentle  lubricant  action,  without  “leakage” 
^ Soft,  nonirritating,  easily  passed  stools 
^ Comfortable  bowel  movement 

PETROGALAR  may  be  taken  alone  or  in  milk,  water  or 
fruit  juices — with  which  it  is  readily  miscible. 

PETROGALAR* 

Aqueous  Suspension  of  Mineral  Oil,  Wyeth 
y/4/pt/f  Incorporated,  Philadelphia  2,  Pa. 
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■fcSTEFANO,  Umberto  Ferdinando,  338  E 43  St.  New 
York,  N.Y.  by  appt.  Tel  Lexington  2-9019.  Bologna 
1930.  L-P.  Asst  Ped  Roosevelt  OPD;  Asso  Ped  Col. 

add  L-P.  Asst  Ped  Roosevelt  OPD;  Asso  Ped  Col. 
o4r WALSH,  Robert  Joseph,  30  E 40  St.  New  York,  N.Y. 
Tel  Lexington  2-2363.  653  Park  Av.  Tel  Rhinelander 

4-8833.  Tenn  1936.  FACA1.  XM-5.  Jr  Asst  Phys 
Univ  OPD. 

FACAl  instead  of  D-1M  (Alg) 

WOLFF,  Ezra  A.  108-23  Jewel  Av.  Forest  Hills,  N.Y. 
1:30-3,  6:30-8  Mon  Wed  Fri.  Tel  Boulevard  8-4042. 


NY  Horn  1930.  SA.  FACS.  Queens  Sur.  Asso  Sin 
Queens  Genl;  Asst  Sur  Flushing. 
add  FAC  S 

oWOLLMAN,  Leo,  2802  Mermaid  Av.  Brooklyn,  N.Y.  1-3, 
6-8.  Tels  Esplanade  2-4569,  JL  4-2467.  Edinburgh  1942. 
X.  A1  Cumber.  Asst  Gyn  & Obs  Coney  Isl. 

JL  4-2467  instead  of  Ulster  4-2467;  add  Asst  Gyn  ir 
Obs  Coney  Isl 

o*ZIMAN,  Frederick,  145  W 86  St.  New  York,  N.Y.  11-1 
by  appt.  Tel  Endicott  2-5242.  NY  Horn  1928.  XCM-1. 
delete  Adj  Phys  Mt  Sinai 


THE  1951  MEDICAL  DIRECTORY  IS  NOW  AVAILABLE 

For  complete  and  authoritative  data  on  physicians,  hospitals,  medical  society 
and  administrative  officials  in  New  York  State,  the  official  publication  of  the 
Medical  Society  of  the  State  of  New  York  is  an  invaluable  reference  volume. 

NOTE:  All  member  physicians  in  good  standing  of  the  county  medical  societies 

will  receive  a complimentary  copy  of  the  1951  Medical  Directory  of  New  York  State. 


Remittance  enclosed  for  ( ) copies  of  the  1951  Medical  Directory  of  New  York 

State.  Price  $15.00  per  volume  plus  3%  Sales  Tax  in  New  York  City. 

Name  of  Organization 

Ordered  By 

Street  Address 

City 

Zone  State 

TO  AVOID  DUPLICATION  OF  ORDERS,  PLEASE  STATE  WHEN 
ORDERING  FOR  HOSPITALS,  SOCIETIES,  COMPANIES,  ETC. 


J 
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COMING  EARLY  1952 


5> ! 
5s*  j 


Pound  in  Red  Fabri- 
coid.  1200  pages,  size 
6"  x 914"  x 2V Pre- 
Publication  Price, 
Postpaid  $12*  U.S.A. 
$15  Foreign. 


<0* 


522  MoJtn.  Drvf  tiKycfeaeVl.  «»J  Tl*f  ptutic  Ub 


EDITION 


AlmlnlatratloatOeW/y.  tot  adult*  t rounded  Uaapoonful  (5  UJ  7 Gml  thoroughly  altmd 
ifi  t'i—  of  vtur,  null  or  fruit  juieaa,  loUo-rd  by  another  gt+m  of  fluid,  » 
doily ; children  according  t 
taken  during  the  day 
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t aad  weight  Liberal  amount*  of  liquid  afcoeld  be 


METANOREN 

Chemical  Nam*:  I7.m.thylu*u>*»rw»e. 


(Oba) 


Dcecrtpfwn  The  pura,  cyothetie,  methyl  « 

jggert^a^^ 


100. 

MET  APT- 

Metat 

nTU 

Bottle 

MET, 


METAPf 

Chemical 

Formula 


FREE 

— to  every  encyclo- 
pedia owner— 


MODERN  DRUGS  | 

—the  quarterly  sup-  I 
plement  that  keeps  J 
you  up-to-date  | 
with  the  newest  ■ 
drug  descriptions.  I 


(£<MtfrCetety  ^eunettett 

to  give  you  UP-TO-DATE  Reference  on 
nearly  4000  Ethical  Drugs  (including  1500 
brand  new  listings)  of  175  manufacturers. 

y*tcU4fiettteu(lle 

to  PHYSICIANS  for  its  authoritative, 
finger-tip  data  . . . complete  from  descrip- 
tion to  prescription.  Now  compiled  in  seven 
special  sections:  DRUGS  • BIOLOGIC ALS 
• ALLERGENS  • GENERIC  NAME 
INDEX  • THERAPEUTIC  INDEX  • 
MANUFACTURER’S  INDEX  • GEN- 
ERAL INDEX.  The  new  5th  Edition  of  The 
MODERN  DRUG  ENCYCLOPEDIA 
provides  self-pronouncing  drug  listings  for 
the  first  time. 


Edited  by 

MARION  E.  HOWARD,  M.D.,  F.A.  C.P. 

Yale  University  Medical  School 
New  Haven.  Conn. 


MORE  THAN  50,000 
SATISFIED  USERS 

Saves  hours  of  precious  time.  Proved  by 
use  as  America’s  “best  seller”  medical 
encyclopedia. 

MAIL  THIS  COUPON  TODAY! 

— — — — — — — — — i 

This  Pre-Publication  Saving  Expires  Feb.  1,  1952 
DRUG  PUBLICATIONS,  INC. 

49  West  45th  Street,  New  York  19,  N.  Y. 

Enclosed  is  the  sum  of  twelve  dollars  ($12*.  U.S.A.)for 
which  please  send  me  postpaid  the  new  Fifth  Edition 
of  the  MODERN  DRUG  ENCYCLOPEDIA  AND 
THERAPEUTIC  INDEX  and  MODERN  DRUGS. 


NAME. 


. M.D. 


ADDRESS. 
CITY 


-ZONE. 


.STATE. 

U.S.A.  $12*  FOREIGN  $15 

‘Includes  three-year  supplementary  service  at  $2  per  year. 
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Officers — County  Medical  Societies — 1951 

TOTAL  MEMBERSHIP  AS  OF  NOVEMBER  15,  1951—22,839 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery. . 
Nassau 


President 

James  W.  Bucci Albany 

Edwin  F.  Comstock.  AVellsville 
Abraham  J.  Fleischer . . . Bronx 
Ben.  L.  Matthews.  Binghamton 
R.  A.  Loomis Ellicottville 

F.  L.  Okoniewski Auburn 

H.  A.  Nelson Jamestown 

G.  T.  Connelly Elmira 

M.  H.  Jacobi Norwich 

G.  C.  deGrandpre.  .Plattsburg 

Harold  Levine Hudson 

W.  J.  Pashley Cortland 

R.  V.  Schatken Walton 

John  F.  Rogers . . Poughkeepsie 

E.  T.  McGroder Buffalo 

F.  Clark  White ....  Ray  Brook 

W.  A.  Gaspar Malone 

John  S.  Clemans. . Gloversville 

Richard  F.  Davis Batavia 

E.  B.  VanDeusen Catskill 

W.  J.  MacDonald Mohawk 

George  F.  Bock Watertown 

Samuel  Lubin Brooklyn 

Earle  E.  Barnes Lowville 

Ernest  Sanders Lima 

Lee  S.  Preston Oneida 

Joseph  A.  Lane Rochester 

Walter Dreyfuss. . .Amsterdam 
John  M.  Galbraith . Glen  Cove 


New  York 
Niagara 


Oneida 

Onondaga.  . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond.  . . . 
Rockland 
St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


Arthur  M.  Master.  .New  York 

J.  T.  Markovitz 

North  Tonawanda 

Edwin  P.  Russell Rome 

William  E.  Pelow. . . .Syracuse 

H.  B.  Abbott Geneva 

Stiles  D.  Ezell. . . . Middletown 

John  G.  Ellis Albion 

DeWitt  C.  Mead Fulton 

T.  C.  Goodwin . . . Cooperstown 

Ferdinand  Lehr Carmel 

Henry  I.  Fineberg. . . .Jamaica 

Helmer  P.  Howd Troy 

John  K.  Lucey . . . . St.  George 
Abraham  Schechner. . . . Nyack 

John  H.  Stauffer Canton 

M.  J.  Magovern Saratoga 

Harry  Miller Schenectady 

Franz  Konta . . . Richmondville 
Joseph  Y.  Roberts  Watkins  Glen 

Saul  Towers Seneca  Falls 

E.  J.  Stevens. . Hammondsport 

A.  E.  Corwith . Bridgehampton 

Louis  Launer Liberty 

Frederick  K.  Shaw. . .Waverly 

J.  W.  Hirshfeld Ithaca 

Virgil  De  Witt New  Paltz 

Arthur  Davis Glens  Falls 

Leo  A.  Thume Fort  Ann 

John  L.  Pulvino Clyrde 

Henry  E.  McGarvey  Bronxville 
Selden  T.  Williams Attica 

B.  S.  Strait Penn  Yan 


Secretary 

Albert  Vander  Veer.  . .Albany 
Edward  W.  Briggs.  .Wellsville 

G.  B.  Gilmore Bronx 

N.  R.  Occhino. . .Johnson  City 

Fred  W.  Kehr Olean 

T.  D.  Stapleton Auburn 

Edgar  Bieber Dunkirk 

W.  J.  Cusick Elmira 

N.  C.  Lyster Norwich 

I.  Robert  Wood. . . .Plattsburg 

Roger  C.  Bliss Hudson 

John  E.  Eckel Cortland 

George  G.  Miles. . .Downsville 

A.  A.  Rosenberg . Poughkeepsie 
M.  J.  Kazmierczak. . . .Buffalo 
James  E.  Glavin . . Port  Henry 

D.  H.  Van  Dyke Malone 

Kingston  Larner . . Gloversville 

G.  Henry  Knoll Leroy 

William  M.  Rapp Catskill 

H.  F.  Schwartz Salisbury 

C.  A.  Prudhon ....  Watertown 

A.  D.  Segal Brooklyn 

John  P.  Myers  . . Port  Leyden 

V.  I.  Bonafede Sonyea 

Felix  Ottaviano Oneida 

C.  Parnall Rochester 

Julius  Schiller Amsterdam 

Irving  Drabkin 

Rockville  Centre 

B.  W.  Hamilton. . . .New  York 
Charles  M.  Dake.Niagara  Falls 


D.  H.  Mac  Farland Utica 

W.  J.  Michaels Syracuse 

J.  A.  Stringham . . Canandaigua 

E.  C.  Waterbury. . .Newburgh 

Walter  Shifton Albion 

John  Rodger Fulton 

Elfred  L.  Leech Oneonta 

Garrett  Vink Brewster 

W.  Benenson Flushing 

I.  Strosberg Troy 

James  Poulton St.  George 

Robert  Yeager Pomona 

William  R.  Carson . . . Potsdam 

Claire  K.  Arnyot Saratoga 

R.  E.  Isabella. . . .Schenectady 
Donald  R.  Lyon . . Middleburg 
William  Tague . . Montour  Falls 

Bruno  Riemer Romulus 

Rudolph  Shafer Corning 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

I.  N.  Peterson Owego 

H.  J.  Heinicke Ithaca 

B.  J.  Dutto Kingston 

Robert  Boyle Glens  Falls 

Denver  M.  Vickers . Cambridge 

Irving  M.  Derby Newark 

John  N.  Dill Yonkers 

P.  A.  Burgeson Warsaw 

Paul  C.  Johnson. . . Penn  Yan 


Treasurer 

Frances  Vosburgh Albany 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss.  . . .Binghamton 

Joseph  E.  Anderson Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck Dunkirk 

L.  L.  Hobler Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  Corey Cortland 

George  G.  Miles. . .Downsville 
A.  A.  Rosenberg. Poughkeepsie 

Walter  S.  Walls Buffalo 

James  E.  Glavin.. Port  Henry 

A.  A.  Hartmann Malone 

W.  H.  Raymond . . . Johnstown 

G.  Henry  Knoll Leroy 

M.  H.  Atkinson Catskill 

H.  F.  Schwartz Salisbury 

L.  Henderson Watertown 

H.  Mandelbaum ....  Brooklyn 
John  P.  Myers . . . Port  Ley.den 

V.  I.  Bonafede Sonyea 

Anthony  J.  Zaia Oneida 

R.  E.  Delbridge ....  Rochester 
Phillip  Cortese ....  Amsterdam 
Irving  Drabkin 

Rockville  Centre 

Condict  W.  Cutler.  .New  York 

G.  N.  Miner 

North  Tonawanda 

Robert  C.  Hall Utica 

A.  Carl  Hofmann ....  Syracuse 

J.  A.  Stringham.  .Canandaigua 
E.  C.  Waterbury.  . .Newburgh 

Walter  Shifton Albion 

John  Rodger Fulton 

Elfred  L.  Leech Oneonta 

George  Steacy.Lake  Mahopac 

John  E.  Lowry Flushing 

John  Jaffarian Troy 

A.  Leikensohn  Mariners  Harbor 

M.  R.  Hopper Nyack 

Maurice  Elder Massena 

J.  Lebowich Saratoga 

Carl  F.  Runge . . . Schenectady 
Duncan  L.  Best . . . Middleburg 
William  Tague . . Montour  Falls 

Bruno  Riemer Romulus 

Rudolph  Shafer Corning 

Warren  Eller Sayville 

Deming  S.  Payne Liberty 

I.  N.  Peterson Owego 

H.  B.  Wightman Ithaca 

H.  B.  Johnson Kingston 

C.  R.  Barber Glens  Falls 

C.  A.  Prescott. . .Hudson  Falk 

Irving  M.  Derby Newark 

H.  J.  Dunlap . . . New  Rochelle 

P.  A.  Burgeson Warsaw 

Paul  C.  Johnson ....  Penn  YaD 
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the  important  VITAMINS  in  the 
nutritional  orbit  ...  in  potent, 
balanced  economical,  easy- to  - 
take  capsules 

Rich  or  poor,  young  or  old,  farmer  or 
city  dweller,  people  of  above-average 
intelligence,  even  physicians — the  diet 
of  every  strata  of  the  U.  S.  popula- 
tion has  been  weighed  in  the  nutri- 
tional balance  and  found  wanting  in 
health-essential  vitamins.  Deficien- 
cies are  almost  always  multiple. 

MORE  VIGOROUS  HEALTH 

may  be  derived  by  patients  with 
vitamin-poor  menus,  by  fortifying 
their  diets  once  daily  with  . . . 


ONE  SMALL 

OCTAPLEXi 

CAPSULE 


£Pc 


Vitamin  A 

Vitamin  D 

Ascorbic  Acid  (Vitamin  C) 
Thiamine  HCI  (Vitamin  Bi) 
Riboflavin  (Vitamin  B2) . 
Pyridoxine  HCI 

(Vitamin  BJ 

Calcium  Pantothenate 
Niacinamide 


5,000  U.S.P.  Units 
. . 500  U.S.P.  Units 

50  mg. 

3 mg. 

3 mg. 


. 0.5  mg. 
. 5 mg. 
. 20  mg. 


SAMPLE 

OF 


0CTAPLEX 


CAPSULES 
UPON  REQUEST 


AMERICAN  PHARMACEUTICAL  COMPANY 

MANUFACTURING  CHEMISTS JNEWfTORK  S4,  N.  V. 


For  Over 

90 


YEARS 


. . . Hanger  Artificial  Legs  and  Arms  have  given 
satisfaction  to  thousands  of  wearers.  These 
people,  once  incapacitated,  have  been  able  to 
return  to  work  and  play  and  to  take  part  in  the 
everyday  activities  of  life. 

The  first  Hanger  Limb  was  manufactured  in 
1861.  Today  the  Hanger  Seal  is  a symbol  of  the 
pride  we  take  in  our  long  tradition  of  help  and 
hope  to  amputees.  To  them,  and  to  all,  the 
Hanger  name  is  a guarantee  of  Comfort,  Correct 
Fit,  and  Fine  Performance. 


-HANGERTum'^- 

104  Fifth  Avc.  200  Sixth  Avenue 

New  York  11,  N.  Y.  Pittsburgh  30,  Pa. 


NYLON  SURGICAL  ELASTIC 
STOCKINGS 


Unconditionally  Guaranteed I 

For  varicose  veins,  lymph 
stasis  and  other  swollen 
or  flabby  leg  conditions. 


At  reliable  surgical  appliance, 
drug  and  dept,  stores  everywhere. 


JOHN  B.  FLAHERTY  CO.,  Inc.,  Bronx,  n.y. 

Since  1896,  Manufacturers  of  Surgi - al  Elastic  Suppoits 


/ 


DOCTOR  . . . . 


(Cast  from  a children's  dental  clinic  show- 
ing maloclusion  due  to  thumb  sucking) 

WHEN  TREATMENT  IS  INDICATED  TO 
DISCOURAGE  THUMB  SUCKING 

...recommend...! 


IS  THIS  ONE  OF  YOUR  PATIENTS? 


Order  from  your  supply  house  or  pharmacist 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  I8S9 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


HALYCON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distanoe  from  Rye 
Beach.  Telephone:  Rve  7-0550  Write  for  illustrative  booklet. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 


FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longaore  3-0799 


WEST  HIEE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HOLBROOK  MANOR  NhomeG 

Five  Acres  ol  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  For  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


HR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  TV.  Y.  C.  ola  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-16Y1 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men-  I 
tal  Hygiene.  (See  also  our  advertisement  in  the  Medical  I 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to  I 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbinctsn-tn-a>srV. 


2691 


Jactation 


PRECALCIN' 

CAPSULES 


PATIENT-ACCEPTANCE  assured  because  the  color- 
ful two-tone,  easy-to-swallow  capsules,  plus 
the  dry  powder  "fill”,  make  PRECALCIN  con- 
tinuously agreeable  to  all  patients.  There  is  no 
fish-oil  aftertaste. 


DOSAGE:  1 PRECALCIN  Capsule  three  times 
daily,  or  more  as  prescribed. 


available:  Bottles  of  100,  500,  and  1,000 
capsules. 


Each  capsule  contains: 

Dicalcium  Phosphate  (Anhydrous) 

Bone  Phosphate* 

Vitamin  A (Ester) 

Vitamin  D (Irradiated  Ergosterol) 

Thiamine  Hydrochloride 

Riboflavin 

Niacinamide 

Ascorbic  Acid 

Ferrous  Gluconate 

*Fluorine  content 


0.45  Gm. 

0.15  Gm. 

2,000  U.S.P.  Units 
400  U.S.P. 

3.00 

2.00 

1 0.00 


45.00 
0.07  mg. 


VITAMIN  PRODUCTS.  INC.  Mount  Vernon,  N.  Y. 


'■'annaS? 
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FOR  MAKING 

BURROWS  SOLUTION  II.S.P.XIV 

WFT  DRESSINGS 


__  ^ 

USE 


SMS-  " POWDER  IN  envelopes 

PRESTO-BORO  or  in  tablets 

nrni  CKlT  OP  BASIC  ALUMIf 


by  their  antlpr urit.c,  deconges  aCCEPTED  BY  U.  S.  ARMY  & NA  ^ 


STANDARD  PHARMACEUTICAL  CO.,  INC.,  1123  Broadway,  New  York 


9n  *7 urn  o^Need. . . 

It  is  natural  for  our  aged  colleagues  to  turn  to  the 
medical  profession.  It  is  also  natural  for  them  to  turn 
to  the  PHYSICIANS’  HOME  for  help  and  assurance. 
These  efforts  need  your  help.  Make  checks  payable  to 

PHYSICIANS’  HOME 

BEVERLY  C.  SMITH,  M.D.,  President 

52  EAST  66th  STREET  • NEW  YORK  CITY 
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POSITION  WANTED 


Medical  Stenographer  desires  extra  work  evenings.  Phone: 
WI  7-8920  (Evenings  Tr  7-2905).  Miss  Alexander. 


WANTED 


Immediate  need  for  Director  Health  Service,  State  Uni- 
versity Teachers  College  at  Cortland,  New  York.  Salary 
begins  at  $5955  increasing  to  $7245  in  5 years.  Summer 
Session  $1100  extra  (8  weeks).  Apply  president. 


PRACTICE  FOR  SALE 


Due  to  death;  active  G.  P.  in  N.  E.  New  York;  modern 
hospitals  nearby;  office-home  combination;  all  modern  con- 
veniences. Will  introduce.  Sacrifice  fot  quick  sale  $10,000. 
Box  492  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Combined  home  and  office  and  active  general  practice, 
centrally  located  in  rapidly  growing  Long  Island  suburb. 
Leaving  because  of  health.  Asking  $22,000.  Write  J.  C. 
Frink,  143-33  41st  Avenue,  Flushing,  L.  I. 


FOR  SALE 


I General  Practice.  Established  38  years.  Equipment  if 
I desired.  Retiring.  Health.  436  Fort  Washington  Ave., 
IN.  Y.  City  33.  C.  K.  Miller,  M.  D. 


FOR  SALE 


I Established  Clinic,  Detroit,  Michigan,  complete  with  all 
I medical  equipment,  X-ray  and  office  furniture.  Same  loca- 
I tion  14  years.  Net  income  in  excess  of  $25,000  annually 
I Price  complete,  $10,000.  Box  494,  N.  Y.  St.  Jr.  Med. 


TO  SHARE 


| Well  equipped  office  Brooklyn. 
Professional  Bldg. 


tion. 

8-0547. 


Ideal  location,  transporta- 
Hours  arranged,  Reasonable  NE 


FOR  RENT  OR  FOR  SALE 

20  room  house  on  half  acre  of  ground,  1 hour  from  New 
York,  near  Railroad  Station.  Country  atmosphere.  Suit- 
I able  for  Private  Sanitarium  or  Rest  Home.  Address  Box 
495,  N.  Y.  St.  Jr.  Med.  or  Phone  FA  7-1688,  Evenings. 


CLASSIFIED 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tiv©8  in  all  fields  of  medicine^young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 


dietitians,  and  technicians 


Patricia  £dcjc/iLf, — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


SHARE  OFFICE 

To  share  physician’s  office.  Located  on  Park  Ave.  and 
30th  Sts.,  N.  Y.  C.  Call  Murray  Hill,  6-8273.  1-2  P.  M. 

& 5-7  P.  M. 


LOG  CHALET 

Woodland  Valley,  5 miles  from  Phoenica,  N.  Y.  Duplex 
construction,  4 master  bedrooms,  1 single  bedroom,  modern 
kitchen,  2 baths,  3 stone  fireplaces,  spring  fed  pool,  brook, 
pure  spring  water  drinking  supply.  Septic  tank;  15  acres. 
Ideal  summer  home  or  for  private  hunting  & fishing  club. 
Near  ski  tow.  Price  $15,500.  Pictures  on  request.  Write 
Mrs.  Virginia  Siegel,  Owner,  P.  O.  Box  45,  Boiceville,  New 
York. 


PRACTICE  FOR  SALE 

Excellent  opportunity;  practice  limited  to  internal  med- 
icine; easily  expanded  to  general  practice;  with  75  miles 
of  New  York  City;  House,  office,  equipment,  $25,000. 
Entering  research.  Box  493,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 

ENT  busy  practice,  5 room  fully  equipped  office,  living 
quarters.  Low  rent.  Easy  terms.  Will  introduce.  Hospital 
affiliations.  MidManhattan.  Phone:  SU  7-4685. 


FOR  RENT 

New  modern  offices  being  erected  facing  huge  housing  develop- 
ment in  Brooklyn,  avail,  next  spring.  Space  for  M.D.,  D.D.S., 
Optician,  Podiatrist,  etc.  Inq.  Builder,  BRyant  9-3950 


LOOKING  FOR  A PUBLISHER.  Write  for  Free  Book- 
let MD  telling  how  we  can  publish  your  book.  All  subjects 
considered.  New  authors  welcome.  Vantage  Press,  230 
W.  41,  New  York  18. 


IgRiK! 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper* 
acidity,  bloating  and  flatulence. 

I or  2 tablet,  daily  */j  hour  after  meal,.  Bottle,  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


r 


TL 
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Pure.. 

Wholesome . . 
Refreshing 


Safeguarded  constantly  by  scientific 
tests,  Coca-Cola  is  famous  for  its  purity 
and  wholesomeness.  It’s  famous,  too,  for 
the  thrill  of  its  taste  and  for  the  happy 
after-sense  of  complete  refreshment  it 
always  brings.  Get  a Coca-Cola,  and  get 
the  feel  of  refreshment. 
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completely 
amenable 
to  cure” 


"Vitamin  deficiency  diseases  . . . 

with  the  exception  of  a few  extreme  instances  are 

completely  amenable  to  cure."* 


When  a vitamin  deficiency  state  exists  — as  may 
be  the  case  in  old  age,  with  restricted  diets, 
during  convalescence,  certain  chronic  illnesses, 
pregnancy  — intensive  vitamin  therapy 
may  be  effectively  instituted  with 


Available  in 
bottles  of  30  and  1 00  capsules. 

*Wilbur,  D.  L.:  Principles  in  the 
Use  of  Vitamins  in  Treatment:  I.Vita- 
min  Deficiency  Diseases.  Gastro- 
enterology. 1:179,  Feb.,  1943. 


PLURAXIN® 

SPECIAL  THERAPEUTIC  FORMULA 
High  Potency  Multiple  Vitamin  Capsules: 

Vitamin  A 25,000  units 

Vitamin  B,  (thiamine) 15  mg. 

Vitamin  B2  (riboflavin) 10  mg. 

Vitamin  B6  (pyridoxine) 2 mg. 

Calcium  pantothenate 10  mg. 

Nicotinamide 150  mg. 

Vitamin  C (ascorbic  acid) 150  mg. 

Vitamin  D2  (calciferol) 1,000  units 

One  or  two  capsules  of  PLURAXIN  daily  usually  suffice. 


PLURAXIN,  trademark  rag.  U.  S.  & Canada 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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Up-to-Date 

Antitussive 


Sedative-antitussive  effects  of  Methajade  control  sleep-robbing 
paroxysmal  cough — allow  patients  to  get  needed  rest. 


SUBDUES  VIOLENT  COUGHING 


Methajade®  spares  your  patients  the  needless  vio- 
lence of  exhausting,  “unproductive”  cough — with- 
out depriving  them  of  the  benefits  of  normal 
expectoration. 

Because  it  contains  methadone,  the  synthetic  anal- 
gesic-antitussive,  Methajade  is  capable  of  suppress- 
ing the  irritability  of  the  cough  reflex  without  block- 
ing it  entirely. 

Because  it  contains  potassium  citrate  and  diluted 
phosphoric  acid,  Methajade  promotes  the  liquefac- 
tion and  loosening  of  mucus,  facilitating  the  expul- 
t sion  of  bronchial  exudate  and  debris. 

Because  it  relaxes  smooth  muscle,  including  that 
in  the  tracheobronchial  tree,  Methajade  is  effective 
in  relieving  the  bronchial  spasm  often  associated 
with  coughs. 

Together,  these  actions  tend  to  decrease  the  fre- 
I quency  and  increase  the  efficiency  of  coughing,  and 

■ to  relieve  bronchial  spasm.  Methajade  is  therefore 

■ well  qualified  as  a practical  aid  in  achieving  the 
modern  objectives  of  cough  control: 

(1)  to  preserve  the  natural  physiologic  benefits  of 
the  cough — 

(2)  to  reserve  the  act  of  coughing  for  “ productive ” 
expectoration. 

Composition  Methajade  is  a sugar-free  antitussive 
with  a delicious,  fresh,  lime  flavor.  Each  30  cc. 
(1  fl.  oz.)  contains: 


10  mg. 

(</,f-6-dimethylamino-4,4-diphenyl-3-heptanone 

hydrochloride) 

Warning:  may  be  habit  forming. 

Propadrine®,  phenylpropanolamine 

hydrochloride  

0.12  Gm. 

Potassium  citrate 

1.2  Gm. 

Diluted  phosphoric  acid  

4.5  cc. 

Alcohol  5% 

Average  Dose  for  Adults:  1 to  2 teaspoonfuls  every 
three  or  four  hours. 

Children  : 

(note:  Methajade  should  not  be  administered  to 
children  under  2 years  of  age.  In  children  2 years  of 
age  or  older,  Methajade  should  be  used  only  in  cases 
of  severe,  intractable  cough.) 

Two  years:  % teaspoonful  not  more  often  than 
every  four  hours. 

Five  years:  y2  teaspoonful  not  more  often  than 
every  four  hours. 

Ten  years:  1 teaspoonful  not  more  often  than  every 
four  hours. 

Packaging — Methajade  is  supplied  in  pint  Spasaver® 
bottles  and  gallon  bottles. 

Sharp  & Dohme,  Philadelphia  1,  Pa. 


*The  analgesic  potency  of  methadone  hydrochloride  is — weight  Cor  weight — approximately 
equivalent  to  that  of  morphine.  It  controls  cough  as  well  as , or  better  than , codeine. 
Methadone  hydrochloride  is  subject  to  the  provisions  of  the  Harrison  Narcotic  Act. 


METHAJADE 


Antitussive 
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THE  TRUTH  ABOUT 

FROZEN  ORANGE  JUICE 


Significant  Dietary  Advantages  Of 
Fresh-Frozen  Minute  Maid  Orange  Juice 
Over  Home-Squeezed  Orange  Juice 
Shown  By  Independent  Research 

RECENT  assays 1 emphasize  the  nutritional 
superiority  of  reconstituted  Minute  Maid 
Fresh-Frozen  Orange  Juice  over  home-squeezed 
orange  juice  in  three  important  respects: 

a.  Average  levels  of  natural  ascor- 
bic acid  were  significantly  higher 
in  Minute  Maid; 

b.  Peel  oil  content  was  significantly 
lower  in  Minute  Maid; 

C.  Bacterial  counts  were  dramati- 
cally lower  in  Minute  Maid. 

Two  chief  reasons  for  Minute  Maid’s  higher 
ascorbic  acid  content  are  advanced  by  quali- 
fied technical  experts : 

First,  oranges  vary  widely  in  ascorbic  acid 
content  due  to  differences  in  varieties,  root- 
stocks, and  exposure  to  sunshine  during  ripen- 
ing.2 Thus,  whole  oranges,  squeezed  a few  at  a 
time  in  the  home,  provide  a highly  erratic  source 
of  Vitamin  C.  Yet  because  this  vitamin  is  not 
well-stored  in  the  body,  optimum  nutrition 
makes  desirable  a uniformly  high  intake.  Each 
can  of  Minute  Maid,  however,  represents  the 
pooling  of  juice  from  hundreds  of  thousands  of 
oranges;  thus  wide  variations  in  nutrients 
from  orange  to  orange  tend  to  be  eliminated. 

Second,  because  it  is  frozen,  Minute  Maid 
loses  none  of  its  ascorbic  acid  content  during 
the  time  lag  between  producer  and  consumer.3 
Whole  fruit,  however,  is  subjected  to  varia- 
tions in  temperature,  and  care  in  handling 
cannot  be  maintained  throughout  the  journey 


from  tree  to  table.  Controlled  laboratory  tests 
have  shown  an  average  ascorbic  acid  loss  of 
10.7%  in  whole  oranges  after  11  days  under 
simulated  storage  and  shipping  conditions. 

Peel  oil,  previously  shown  to  cause  allergic 
response  and  poor  tolerance,  especially  in  in- 
fants,4 is  held  to  an  arbitrary  minimum  in 
Minute  Maid.  Samples  of  home-squeezed  juice 
expressed  by  typical  housewives  showed  peel 
oil  contents  up  to  700%  higher  than  Minute 
Maid. 

Bacterial  counts  were  found  to  be  as  high  as 
350,000  per  ml.  in  home-squeezed  samples  — 
but  were  uniformly  low  in  Minute  Maid.  Tech- 
nicians ascribe  this  to  the  combination  of  rigid 
sanitary  controls  in  the  Minute  Maid  process 
and  the  low  pH  and  low  temperatures  at  which 
the  juice  is  kept.  In  the  case  of  home-squeezed 
juice,  high  bacterial  counts  are  doubtless  due 
to  contamination  from  the  exterior  peel  which 
is  unknowingly  added  to  the  juice  during 
preparation. 

In  view  of  the  above  findings,  more  and  more 
physicians  now  specify  Minute  Maid  Fresh- 
Frozen  Orange  Juice  in  lieu  of  home-squeezed 
orange  juice  where  optimum  year-around  in- 
take of  natural  Vitamin  C is  indicated. 
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high  theophylline  content,  ready  solubility 
for  rapid  therapeutic  effects  in: 

Bronchial  Asthma 
Paroxysmal  Dyspnea 
Cheyne-Stokes  Respiration 

aminophylHn 

(theophylline-ethylenediamine) 
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ice  the  calories 
of  5%  dextrose 


no  increase  in 
fluid  volume 


10  Travert 
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New  Trover#®  is  assimilated  at  about  twice  the  rate  of  5%  dextrose 
and  is  almost  100%  utilized.  Thus  with  Trover#®  a patient’s  carbohydrate 
needs  can  be  more  nearly  satisfied  within  a reasonable  time 
and  without  excessive  fluid  volume  or  vein  damage. 


Trover#®  is  a sterile,  crystal-clear,  colorless,  non- pyrogenic 
and  non-anaphylactogenic  solution.  It  is  prepared  by  the  hydrolysis 
of  sucrose  and  is  composed  of  equal  parts  of  D-glucose  ( dextrose ) 
and  D-fructose  ( levulose ). 

Available  in  water  or  saline  in  150  cc.,  500  cc.,  1000  cc.  sizes. 


products  of 


BAXTER  LABORATORIES,  INC. 


Morton  Grove,  Illinois  • Cleveland,  Mississippi 

DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES 
(except  in  the  city  of  El  Paso,  Texas)  THROUGH 

MERICAN  HOSPITAL  SUPPLY  CORPORATION 
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TOLANATE 

INOSITOL  HEXANITRATE 

Tolanate — inositol  hexanitrate — has  been  found  especially 
useful  in  the  hypertension  of  the  menopause,  a condition  so 
frequently  complicated  by  obesity  and  by  nervous  irritability. 

The  vasorelaxant  effect  of  a single  10  mg.  dose  of  Tolanate 
is  maintained  over  a period  of  four  to  six  hours.  By  proper 
spacing  of  each  individual  dose,  the  continuous  hypotensive 
action  of  Tolanate  leads  to  sustained,  day-long  and  well-into- 
the-night  control  of  the  blood  pressure — with  virtually  com 
plete  freedom  from  “nitrite  headache.” 

Tolanate  with  Phenobarbital  is  especially  useful  in  the  treat- 
ment of  menopausal  hypertension  because,  by  the  added 
sedative  action,  the  unfavorable  effect  of  menopausal  anxiety 
and  emotional  lability  on  the  hypertension  is  reduced. 

Dosage:  The  average  dose  of  Tolanate  is  one  tablet  (10  mg. 
of  inositol  hexanitrate)  three  or  four  times  daily. 

The  average  dose  of  Tolanate  with  Phenobarbital  is  one 
tablet  (10  mg.  of  inositol  hexanitrate  and  16  mg.  [*4  gr.]  of 
phenobarbital)  three  or  four  times  daily,  the  amount  being 
limited  by  the  degree  of  sedation  desired. 
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VALOCTIN  TABLETS 


tension  and  migraine  headaches  - spastic  dysmenorrhea 
- spasms  of  gastro-intestinal  and  genito-urinary  tracts, 
with  accompanying  nervousness.  5-grain  tablets. 

Octin  1 Gr. 

Literature  and  trial  quantity  on  request.  Bromural.4  Gr. 


BILHUBER- KNOLL  CORP.  orange,  new  jersey 


2704 


caused  by  the  restricted  diet. 

AM  PLUS  for  more  rapid,  more 
effective  and  safer  obesity  treatment. 


EACH  CAPSULE  CONTAINS 


AM  PLUS 


dextro-amphetamine  sulfate 
plus  8 vitamins  and  11  minerals 
all  in  one  capsule 


DEXTRO  AMPHETAMINE  SULFATE  . 5 mg. 


CALCIUM  242  mg. 

COBALT  0.1  mg. 

COPPER  1 mg. 

IODINE  0.15  mg. 

IRON 3.33  mg. 

MANGANESE  0.33  mg. 

MOLYBDENUM  ...  0.2  mg. 

MAGNESIUM 2 mg. 

PHOSPHORUS  187  mg. 

POTASSIUM . ..  1.7  mg. 

ZINC 0.4  mg. 

VITAMIN  A.  5000  U.S.P.  Units 

VITAMIN  D 400  U.S.P.  Units 

THIAMINE  HYDROCHLORIDE  . . 2 mg. 

RIBOFLAVIN 2 mg. 

PYRIDOXINE  HYDROCHLORIDE  . 0.5  mg. 
NIACINAMIDE. . . 20  mg. 

ASCORBIC  ACID 37.5  mg. 

CALCIUM  PANTOTHENATE 3 mg. 


Available  at  all  Pharmacies 
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IN  RESISTANT  HYPERTENSION 

Vertavis-Phen  affords  simplicity  and  economy  of  treatment  in  severe,  resistant  cases  of  essential 
hypertension  (Grade  III).  Blood  pressure  is  effectively  lowered  by  a twofold  action: 

1.  VERTAVIS-PHEN  reduces  peripheral  resistance. 

2.  VERTAVIS-PHEN  minimizes  the  hypertensive  effects  of  emotional  stress. 
Vertavis-Phen  seldom  produces  undesirable  side-effects  and  permits  the  prolonged  treatment 
required  in  resistant  hypertension. 

Average  Dosage  Range:  2 to  4 tablets  daily  after  meals. 

Hypotensive  Action  (single  oral  dose):  10  to  12  hours. 


Each  Vertavis-Phen  tablet  contains: 
Whole-powdered  verotrum  viride  . . . 

10  CRAW  UNITS* 

Phenoborbital 1/4  grain 

Supplied:  Bottles  of  100,  500, 
1000  at  prescription  pharmacies 
I everywhere. 

I “Biologically  Standardized  for  toxicity 
I by  the  Craw  Daphnia  Mogna  Assay. 
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Vertavis-Phen 

IRWIN  E jC  ®ic|L:D  E C A T U R , ILL 

OF  PHYSICJANf 

PP  3^2LAT£LPKr- 
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Benzedrex  Inhaler  produces  almost  no  central  nervous  stimulation. 

This  volatile  vasoconstrictor  may  therefore  be  used  even  by 
those  patients  in  whom  such  ephedrine-like  effects  as  insomnia, 
restlessness,  or  nervousness  are  frequently  encountered. 

The  vapor  of  Benzedrex  Inhaler  opens  intranasal  ducts  and  ostia 
which  are  often  inaccessible  to  liquids.  It  effectively  relieves  the 
congestion  of  head  colds,  allergic  rhinitis  and  sinusitis. 

Recommend  Benzedrex  Inhaler  for  use  between  treatments  in  your  office. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


the  best  inhaler  ever  developed 


Benzedrex  Inhaler 


‘Benzedrex’  T.M.  Reg.  U.S.  Pat.  Off. 
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It’s  as  though  someone  has  opened 
a faucet  and  is  draining  the  life  out  of 
me”  is  her  way  of  describing  her  feeling 
of  chronic  fatigue  and  listlessness.  Her 
blood  picture  will  probably  reveal 
hypochromic  microcytic  anemia. 

Inorganic  iron  is  specific  in  such  cases, 
but  the  Iberol  formula  is  based  on  the 
proposition  that  iron  alone  is  not 
enough — that  hemoglobin  formation  in- 
volves more  than  iron — that  although  an 
iron  deficiency  is  established,  other  de- 
ficiencies are  also  possible — that  recovery 
may  be  more  rapid  and  complete  if  other 
important  elements  are  supplied  to  supple- 
ment the  diet.  Notice  the  formula. 

Just  three  Iberol  Tablets  a day,  in  spite  of  the 
high  potencies  contained,  is  the  average  adult 
dose.  For  prophylaxis  in  pregnancy,  old  age  or 
convalescence,  one  or  two  tablets  daily  are  usually 


sufficient.  Iberol  is  supplied  in 
bottles  of  100,  500  and  1000  tablets. 


CLIMWtt 


(Iron,  B 1 2,  Folic  Acid,  Stomach-Liver  Digest,  with  Other  Vitamins,  Abbott) 

THREE  IBEROL  TABLETS: 

the  average  daily  therapeutic  dose  for  adults,  supply: 

Ferrous  Sulfate 1.05  Gm. 

(representing  210  mg.  elemental  iron,  the  active  ingredient 
for  the  increase  of  hemoglobin  in  the  treatment  of  iron- 
deficiency  anemia) 

Plus  these  nutritional  constituents: 

Thiamine  Mononitrate  (6  times  MDR*)  6 mg. 

Riboflavin  (3  times  MDR*) 6 mg. 

Nicotinamide  (2  times  RDAf) 30  mg. 

Ascorbic  Acid  (5  times  MDR*) . 150  mg. 

* Pyridoxine  Hydrochloride 3 mg. 

. Pantothenic  Acid 6 mg. 

• Vitamin  B12 30  meg. 

Folic  Acid 3.6  mg. 

Stomach-Liver  Digest  1.5  Gm. 

♦MDR— Minimum  Daily  Requirement 
fRDA— Recommended  Daily  Dietary  Allowance 


J. 
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When  you  prescribe  Acnomel,  the  complexion-conscious  teen-ager  receives  an  immediate  "lift” 
because: 

1.  Acnomel  matches  the  skin  and  hides  the  lesions.  Your  patient  appears  in  public 
without  the  stigma  of  unsightly  blemishes. 

2.  Acnomel  brings  dramatic  improvement,  not  in  months  or  weeks,  but  in  a matter 
of  days. 

Acnomel  is  so  effective — both  therapeutically  and  cosmetically— that  it  is  prescribed  more  often 
than  all  other  ethical  acne  preparations  combined. 

Formula:  Resorcinol,  2%;  and  sulfur,  8%;  in  a stable,  grease-free,  flesh-tinted  vehicle.  Available 
in  specially-lined  IV2  02.  tubes. 

Smith , Kline  & French  Laboratories , Philadelphia 

Acnomel 

•Acnomel’  T.M.  Reg.  U.S.  Pat.  Off. 


a significant  advance,  clinical  and  cosmetic, 
in  acne  therapy 


for 

supplementary  effects 
wherever  estrogen- androgen  therapy  is  indicated ... 

• 

In  fractures  and  osteoporosis  in  either  sex  to  promote 
. bone  development,  tissue  growth,  and  repair. 

tu  In  the  female  climacteric  in  certain  selected  cases. 

• 

/•  In  dysmenorrhea  in  an  attempt  to  suppress  ovulation 
. on  die  basis  that  anovulatory  bleeding  is  usually  painless. 

1%  €•  In  the  male  climacteric  to  reduce  follicle-stimulating  hormone  levels. 


A steroid  combination  which  permits  utilization  of  both 
the  complementary  and  the  neutralizing  effects  of 
estrogen  and  androgen  when  administered  concomitantly.  J 

Thus  certain  properties  of  either  sex  hormone  may  be 
employed  in  the  opposite  sex  with  a minimum  of  side 
effects.  Each  tablet  provides  estrogens  in  their 
naturally  occurring,  water-soluble,  conjugated  form 
expressed  as  sodium  estrone  sulfate, 

together  with  methyltestosterone.  a 

No.  879— Conjugated  estrogens  equine 

("Premarin”)  1.2  5 mg. 

Methyltestosterone  10.0  mg. 

Bottles  of  100  tablets  (yellow) 

No.  878— Ccmjugated  estrogens  equine 

BoSof TooSbkts  (red ) 5'°  mS‘  for  com^ne^  estrogen- androgen  therapy 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  1 6,  N.  Y. 
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to  equal  the  riboflavin  content  ?f 
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“Berninal”  Forte  with  Vitamir 
One  capsule  No.  817  provide&|l2.5  mg. 

of  riboflavin.  More  than  7 quarts 

| 

of  milk  would  be  needed  to  furnish  the 
I same  amount.  This  is  but  one  feature 
of  “Berninal”  Forte  with  Vitamin  C 
which  also  contains  therapeutic 
amounts  of  other  important 
B complex  factors  and  ascorbic  acid.l 


“Beminal® 


Vitamin  C 


Site 


& 


I 


No.  817:  Each  dry-filled 
capsule  contains : 
Thiamine  HC1  (Bi),  25-0 
Riboflavin  (B2),  12.5  mg. 
Nicotinamide,  100.0  mg. 
Pyridoxine  HC1  (B6),  1.0 
Calc,  pantothenate,  10.0 
Vitamin  C 

(ascorbic  acid),  100.0 


Supplied  in  bottles 
of  30,  100,  and  1,000. 


r III  \I‘T 
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^ Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 
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Greater  effectiveness 


Oral  therapy  with  Aluminum  Peni- 
cillin has  proved  to  be  effective  in  ful- 
minating infections  such  as  pneumonia1 
and  in  other  infections  due  to  strepto- 
cocci, staphylococci  and  gonococci.2  It 
rarely  causes  gastric  disturbance  or 
allergic  reactions.  The  patient’s  bodily 
and  mental  comfort  is  improved  because 
the  necessity  for  frequent  injections  is 
eliminated.  >■ 

The  unique  advantages  of  Alumi- 
num Penicillin  are  that  it  is  not  soluble 
in  solutions  of  acidity  corresponding  to 
that  of  gastric  secretion,  but  is  gradually 
converted  into  a readily  absorbed  form 
in  the  intestinal  tract.  These  factors  pro- 
vide for  maximum  utilization  of  the 
dosage  administered,  higher  and  more 
prolonged  blood  levels.3 

Sodium  benzoate  is  added  because 
it  inhibits  the  destructive  action  of 
intestinal  enzymes.4 

Each  tablet  contains:  Aluminum 

Penicillin,  50,000  units;  sodium  ben- 
zoate, 0.3  gram.  Supplied  in  vials  of 
12  tablets. 


'Terry,  L:  L.  and  Friedman,  M.  The  Military 
Surgeon,  Vol.  103,  No.  5,  November,  1948. 

2Friedman,  M.  and  Terry,  L.  L.  Southern  Medical 
Journal,  Vol.  42,  No.  6,  June,  1949. 
aBohls,  S.  W.  and  Cook,  E.  B.  M.  Texas  State 
Journal  of  Medicine,  Vol.  41,  November,  p.  342. 
4Reid,  R.  D.,  Felton,  L. 

C.  and  Pitroff,  M.  A. 

Pro.  Soc.  for  Exp.  Biol, 
and  Med.,  Vol.  63,  p. 

438. 

* Patent  applied  for. 


HYNS0N,  WESTC0TT 
& DUNNING,  INC. 

Baltimore.  Maryland 


(myuiC... 

the  best  of  Brandies 

"The  best  of  brandies,  and  in  a 
class  by  itself,  is  Cognac,  on  ac- 
count of  its  natural  qualities  and 
care  observed  in  its  preparation.” 

From  "The  Medicinal  Value 
of  French  Brandy,” 
by  George  H.  Jackson,  M.  D. 


jlaM... 

the  best  of  Cognacs 


For  over  236  years  the 
name  Martell  has  been 
synonymous  with  the 
finest  in  Cognac. 

Its  quality  has  been 
pridefully  maintained 
by  each  successive 
generation  of  the 
Martell  family. 


Imported  from 
Cognac,  France 


Wurld-Famous  Since  1715 


Imported  by  PARK  & TILFORD  DISTILLERS  CORP.,  NEW  YORK  • 84  PROOF 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories 2709 

Alkalol  Company 2726 

American  Hospital  Supply  Corp 2701 

Armour  Laboratories 2714-2715 

Ayerst,  McKenna  & Harrison Between  2710-2711 


Dr.  Barnes 2803 

A.  C.  Barnes  Company 2716 

Baxter  Laboratories 2701 

Bilhuber-Knoll  Corp 2704 

Brigham  Hall  Hospital 2803 

Brown’s  Medical  Bureau 2803 


Ciba  Pharmaceutical  Products  Inc 2nd  cover 

Colin  Pharmacal  Company,  Inc 2730 

Clifton  Springs  Sanitarium 2696 

Commercial  Solvents  Corp 2703 

Croton  Manor 2803 


H.  E.  Dubin  Laboratories 2700 


Eastern  School  for  Physicians’  Aides 2801 

Falkirk  in  the  Ramapos 2803 


Halcyon  Rest 2803 

Hoffmann-La  Roche,  Inc 2721 

Holbrook  Manor 2803 
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Interpines  2803 
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Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 

I i \ ! \ \ . , 

Therapeutic  Formula  Vitamin  Capsules  Squibb 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Each  Capsule  contains : 
Vitamin  A (synthetic) 
.Vitamin  D 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


National  Discount  & Audit  Co 2801 

N.  Y.  Polyclinic  Med.  School 2716 


Park  & Tilford 2711 

Chas.  Pfizer  & Co 3rd  cover 

Pinehaven  Sanitarium 2801 

Pinewood 2803 


Raymer  Pharmacal  Company 2718,  2805 

Regan  Furniture  Corp 2716 

J.  B.  Roerig  & Company 2705 


Schering  Corporation 

G.  D.  Searle  & Company.  . . 

Sharp  & Dohme  Inc 

Frances  Shortt  Med  Agency. 
Smith.  Kline  & French  Labs. 

E.  R.  Squibb  & Sons 

Standard  Pharmaceutical  Co. 


2719 

2729 

2697 

2803 

2708,  2710,' 2717,' 2799,  2806 

2712.2713 

2726 


Bottles  of  30,  100  and  1,000. 
,l  ' : i : i ) i . i ; 


2803 

2722-2723 

2695 


IERAGRAN* 


TRADE! 


. R.  SQUII 


West  Hill 

Whittier  Laboratories 
Winthrop-Stearns  Inc. 
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son)   Between  2710-2711 
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Valoctin  (Bilhuber-Knoll  Corp.) 2704 
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Frozen  Orange  Juice  (Minute  Maid  Corp.) 2699 

Martell-Cognac  (Park  & Tilford) 2711 

Office  Furniture  (Regan  Furniture  Co.) 2716 
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When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 


Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains : 

Vitamin  A (synthetic) 
Vitamin  D • 

Thiamine  Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
1 50' mg. 
150  mg. 


Bottles  of‘30,  100  and  1,000. 
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ACTHAR/^ 


acthar  Gel — a new  repository  acth  preparation — is  an  important 
contribution  to  home  and  office  treatment.  A single  injection  in 
many  cases  provides  an  adequate  daily  dosage.  Thus  simplified  ad- 
ministration plus  a considerable  price  reduction  of  ACTHAR,  which 
is  fully  reflected  in  the  price  of  acthar  Gel,  provides  further  economy 
of  acth  therapy. 

acthar  Gel  possesses  all  the  efficacy  of  acthar  in  aqueous  solution 
and  is  well  tolerated  locally,  whether  administered  intramuscularly 
or  by  deep  subcutaneous  injection. 

Indications:  Rheumatoid  arthritis,  rheumatic  fever,  acute  lupus 
erythematosus,  drug  sensitivities,  severe  bronchial  asthma,  contact 
dermatitis,  most  acute  inflammatory  diseases  of  the  eye,  acute 
pemphigus,  exfoliative  dermatitis,  ulcerative  colitis,  acute  gouty 
arthritis,  secondary  adrenal  cortical  hypofunction. 

Supplied:  In  20  i.u.  (mg.)  and  40  I.U.  (mg.)  per  cc.  in  5 cc.  vials. 

♦the  armour  laboratories  brand  of  adrenocoriicoiropic  hormone  (A.C.T.HJ 


f THE  ARMOUR  LABORATORIES  Chicago  n.  ILLINOIS 


PHYSIOLOGIC  THERAPEUTICS  THROUGH  BIORESEARCH 


I S LO  N 
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Whether  you're  furnishing  a new 
office  or  "toning-up"  your  pres- 
ent one,  take  advantage  of  our 
complete  Decorators'  Service  . . . 
at  no  additional  cost. 


The  desk  that’s  just  what  the  doctor  ordered ! 


Wise  man!  He  called  on  our  staff  of  specialists  to  diagnose  his 
office  needs.  The  consultation  was  held  right  here  at  Regan, 
where  office  furniture,  floor  covering  and  drapery  selections 
are  sensibly  priced,  yet  truly  superb.  Our  skilled  authorities 
in  office  planning  will  gladly  prescribe  the  right  desk,  chairs, 
or  other  equipment  for  your  office . . . whether  your  needs  are 
large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 

MU  3-8990  • 270  MADISON  AVENUE  AT  39th  • N.Y.,  N.Y.  • OUR  ONLY  STORE 


The  New  York  Polyclinic 


MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 

(The  Pioneer  Post-Graduate  Medical  Institute  in  America) 


PROCTOLOGY  and 
G ASTROENTEROLOG  Y 

A combined  course  comprising  attendance  at 
clinics  and  lectures;  instruction  in  exami- 
nation, diagnosis  and  treatment;  witnessing 
operations;  ward  rounds;  demonstration  of 
cases;  pathology;  radiology;  anatomy; 
operative  proctology  on  the  cadaver. 


For  the  GENERAL  PRACTITIONER 

Intensive  full  time  instruction  in  those  subjects  which 
are  of  particular  interest  to  the  physician  in  general 
practice,  consisting  of  clinics,  lectures  and  demonstra- 
tions in  the  following  departments  — medicine, 
pediatrics,  cardiology,  arthritis,  chest  diseases,  gastro- 
enterology, diabetes,  allergy,  dermatology,  neurology, 
minor  surgery,  clinical  gynecology,  proctology,  periph- 
eral vascular  diseases,  fractures,  urology,  otolaryn- 
gology, pathology,  radiology.  The  class  is  expected 
to  attend  departmental  ana  general  conferences. 


For  information  address  THE  DEAN  345  W.  50th  St.,  New  York  19,  N.  Y. 


BUY 

SAVINGS  BONDS 


Stubborn  Trichomoniasis 

Yields  To  ARGYPULVIS 
In  98%  of  Cases* 

The  fully  detergent,  demulcent  and  baoteriostatic  action  of 
Arqyrol  makes  this  adapted  form  a more  effective  tri- 
chomonicidal  agent. 


Physician’s  Package — 7- 
gram  bottle  fitting  Holm- 
spray  or  equivalent  powder 
blower  (in  cartons  of  3) 

* Reich,  Button  and  Nechtow 


Patient’s  Package— 2-gram 
capsule  for  insertion  by 
the  patient  (in  bottles  of 
12) 


A.  C.  Barnes  Co.,  New  Brunswick,  N.  J. 
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For  the  elderly  patient,  the  benefit  of  a good  tonic  is  not  entirely  limited  to  its  tone- 
restoring and  appetite-stimulating  effects. 


Most  physicians  know  how  much  the  little  ritual  of  taking  each  pre-meal  dose  of 
Eskay’s  Neuro  Phosphates  or  Eskay’s  Theranates  can  brighten  “the  endless,  daily, 
dull  routine”  of  the  elderly  patient’s  life. 

And — of  great  importance — “his  tonic”  is  an  ever-present  symbol  of  the  reassuring 
and  comforting  fact  that  he  is  “in  the  care  of  his  physician”. 


You  will  find  that  Eskay’s  Neuro  Phosphates  and  Eskay’s  Theranates  fulfill  the 
function  of  good  tonics,  whether  physiologic  or  equally  sound  psychologic  reasons 
dictate  their  use.  Both  are  available  only  in  12  fl.  oz.  bottles. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


Eskay’s  Neuro  Phosphates* 


a palatable  and  effective  tonic 


Each  adult  dose,  2 fluid  drams  (2  teaspoonfuls), 


contains: 

Alcohol 10  per  cent 

Strychnine  glycerophosphate,  anhydrous  . 1 /64  grain 

Sodium  glycerophosphate 2 grains 

Calcium  glycerophosphate  2 grains 

Phosphoric  acid,  75% 1.7  minims 


Eskay’s  Theranates* 

the  formula  of  famous  Neuro  Phosphates, 
plus  Vitamin  Bi  ( 0.75  mg.  each  adult  dose) 


i 


4- 
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The  Gentarth  formula  constitutes  a new,  direct 
approach  for  relief  of  pain  and  reduction  of 
swelling  and  joint  inflammation  in  rheumatoid 
arthritis.  Gentarth  is  non-hormonal  in  action. 

Sodium  gentisate  has  been  found  to  produce 
favorable  results  in  both  rheumatoid  arthritis 
and  acute  rheumatic  fever,2  possibly  because 
of  its  inhibiting  effect  on  the  hyaluronidase  in 
synovial  cavities.3’4  Inclusion  of  salicylate,  as 
in  the  Gentarth  formula,  provides  additional  anal- 
gesic action  and  enhances  effectiveness. 

Gentarth  tablets  also  contain  succinic  acid  to 
protect  against  increase  in  prothrombin  time — 
a necessary  precaution  in  prolonged  salicylate 
therapy. 


Serving  the  medical  profession  for  nearly  a third  of  a century 


RAYMER 


Each  tablet  contains: 


Sodium  Gentisate 

100  mg. 

Raysal 

325  mg. 

( representing  43%  Salicylic  Acid  and 
3%  Iodine  in  a Calcium-Sodium 

Phosphate  buffer  salt  combination ) 

Succinic  Acid 

130  mg. 

Dosage:  2 to  4 tablets  3 or  4 times  daily  (after 
meals  and  before  bedtime). 

Supplied  in  bottles  of  100,  500  and  1.000. 
Available  through  all  ethical  pharmacies. 

1.  Boyd , L.J. , Lombardi , A. A.,  and  Svigals,  C.:  New  York  Med. 
College  Bull.,  13:91 , 1950. 

2.  Meyer,  K.  and  Ragan,  C.:  Mod.  Conceptsof  Card.  Disp.,  17:2,  1948. 

3.  Quick , A.J.:  J.  Biol.  Chem 101:475,  1933. 

4.  Guerra,  J.:  J.  Pharm.  Exper.  Ther 87 .1943,  1946. 


PHARMACAL  COMPANY  Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 


tir  mtkt- 
“till, 

ie 


pain-free  activity 


"The  best  results  were  obtained  inpatients  . 
treated  with  sodium  gentisate  and  salicylate ”4 


ENTARTH 

The  original  preparation  containing  sodium  gentisate, 

an  inhibitor  of  the  spreading  factor  enzyme,  hyaluronidase 


ANNOUNCES 


Jew 


DORMISON 

new,  non -barbiturate  hypnotic 

for  safe , sound  sleep 

without  drug  hangover 
free  from  habit- forming  properties 

of  the  barbiturates 


free  from  habit-forming  or  addiction  properties 
of  barbiturates;  rapidly  metabolized;  no  cumulative  action; 
no  toxic  effects  on  prolonged  use 

acts  gently  and  quickly  in  insomnia 

mild  hypnotic  action  quickly  induces  restful  sleep 

no  prolonged  suppressive  effect 

action  subsides  after  a few  hours;  patient  continues  to  sleep  naturally 

no  drug  hangover 

patient  awakens  refreshed  with  no  “drugged”  feeling 

DORM  ISON  is  a substance  new  to  pharmacology,  completely  different  from 
barbiturates  and  other  hypnotics.  It  contains  only  carbon,  hydrogen  and  oxygen. 

It  has  no  nitrogen,  bromine,  urea  residues,  sulfone  groups  or  chemical 
configurations  present  in  depressant  drugs  now  in  use. 

The  usual  dose  of  Doriuison  (methylparafynolt) 
is  one  or  two  capsules,  taken  just  before  the  patient  is 
ready  for  sleep.  Dormison’s  wide  margin  of  safety 
allows  liberal  adjustment  of  dosage  until  the 
desired  effect  is  obtained.  Dormison  is  supplied  as 
250  mg.  soft  gelatin  capsules  in  bottles  of  100. 


CORPORATION 


fit 

“/V"  BLOOMFIELD,  N.  J. 


•T.M.  tU.S.  P»t.  Pending 


Dormison 
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for  topical  use 
in  eye  diseases 


Cortone  has  proved  remarkably 
effective  in  the  treatment  of  many 
inflammatory  eye  diseases.  Topical  administration  is 
indicated  principally  in  disorders  of  the  anterior  segment — 

the  cornea  and  anterior  uvea. 


Three  products  for  Individualized  Dosage: 

OPHTHALMIC  SUSPENSION  OF  CORTONE  Acetate 

0.5% — 5 cc.  vials:  For  more  superficial  and  less  serious  indicated  condi- 
tions and  for  continuing  treatment  in  severe  eye  conditions 
after  preliminary  therapy  with  the  2.5%  strength  has  achieved 
the  desired  degree  of  improvement. 

2.5% — 5 cc.  vials:  For  treatment  of  the  more  severe  indications  and  for 
initial  therapy  of  any  indicated  condition  that  potentially  might 
lead  to  permanent  ocular  damage. 

OPHTHALMIC  OINTMENT  OF  CORTONE  Acetate 

1.5% — 3.5  Gm.  tubes:  For  use  in  conjunction  with  either  of  the  ophthal- 
mic suspension  preparations,  or  alone,  depending  on  the  con- 
dition present;  particularly  useful  for  bedtime  application. 

Administered  topically  in  recommended  dosage,  Cortone  is 

Nonirritating  — Safe  — Economical 


Literature  on  Request 

Cortone * 

ACETATE 

(CORTISONE  Acetate  Merck) 


MERCK  & CO.,  Inc. 

Manufacturing  Chemists 
RAHWAY,  NEW  JERSEY 

In  Canada:  MERCK  & CO.  Limited — Montreal 


For  diseases  of  the  deeper  structures  of 
the  eye,  it  is  recommended  that  adequate 
systemic  dosage  with  the  Oral  Tablets 
or  the  Parenteral  Suspension  of  Cortone 
accompany  or  precede  topical  application. 


CORTONE  is  the  registered 
trade-mark  of  Merck  & Co..  Inc. 
for  its  brand  of  cortisone. 


more  effective 
against 


tinea  capitis 

“More  effective  in  ringworm 
of  the  scalp  than  any  other 
topical  agent.”1 


tinea  pedis 

In  “athlete’s  foot”  a 
combined  cured  and  improved 
rate  of  95%  has  been  obtained.1 


Also  indicated  in 
tinea  corporis 


tinea  cruris 

tinea  versicolor  “broad  antifungal  spectrum 

tinea  of  the  nails 

...good  cutaneous  tolerance. 


%! 

Astcifol 

5%  tincture  . . . ointment . . . powder  . . . a* 

sprayed,  applied  with  cotton  or  dusted  on  ItOCIlC 


1.  Stritzler,  C.;  Fishman,  I.  M.,  and  Laurens,  S.: 

Transactions  New  York  Acad.  Sc.t  18: 31,  Nov.,  1950. 

HOFFMANN. LA  ROCHE  INC  • ROCHE  PARK  . NUTLEY  10  • NEW  JERSEY 

ASTEROL  D1  HYDROCHLORIDE  -ROCHE' BRAND  OF  0IAHTHA20LE  DIHYDROCHLORIDE 

f 2*01  M ETHY LAM INO-6*  tfl-DI  ETHYLAMINO  CTH0XY|  bEN20THIA20LE  OIH  YDROCH  LORIDeI 


LUBRICOID  ACTION 
WITHOUT  Oil 

...the  Rational  Treatment  of  i 


Turicum  presents  methylcellulose  in  its  most  effective  form  — a hydrated 
^el— with  magnesium  hydroxide  in  less-than-laxative  dosage  to  assure  con- 
tinued hydration  of  the  gel  throughout  the  intestinal  tract. 

In  maintaining  an  osmotic  equilibrium,  the  magnesium  ion  attracts 
ind  retains  adequate  water  to  keep  the  methylcellulose  in  the  form  of  a 
;oft  gel  — thus  providing  unique  lubricoia  action  which  softens  the  fecal 
content,  promoting  easy  elimination. 

Each  tablespoonful  of  Turicum  contains: 


Methylcellulose 0.3  Gm. 

Magnesium  Hydroxide 0.6  Gm. 


• encourages  normal  evacuation 

• no  bloating , no  impaction 


• no  danger  of  lipid  pneumonia 

• no  leakage 


no  interference  with  utilization 
of  oil-soluble  vitamins 


LABORATORIES 

DIVISION  NUTRITION  RESEARCH  LABORATORIES,  IN 


'allllllll 


an  added  note 

of  convenience * 


SIMIKAC 


Liquid 


those  mothers  who  seek  the  utmost  in  convenience 


over  and  above  these  nutritional  advantages: 

• curd  tension  of  zero,  fostering  ease  of  digestion 

• fats  chosen  for  maximum  retention 

• 50  mg.  ascorbic  acid  per  quart  of  formula 

• full,  balanced  array  of  essential  amino  acids 

• carbohydrate  in  the  form  of  lactose  (as  in  breast  milk) 

• high  ratio  of  essential  fatty  acids 

• minerals  and  vitamins  in  optimum  proportions 


* convenient  to  prescribe: 

the  doctor  need  only  specify 
the  proportion  of  water— 
SIMILAC  Liquid  diluted 
1 to  1 provides  normal 

20  cal.  /oz.  feeding  formula 

0 

* convenient  to  prepare: 

the  mother  simply  mixes 
SIMILAC  Liquid  with  the 
prescribed  amount  of  previously 
boiled  water  and  prepares 
“bottles  without  bother” 


M & R LABORATORIES  • Columbus  16 , Ohio 


Hydrochloride  Crystalline 


Effective  against  many  bacterial  and 

rickettsial  infections,  as  well  as  certain 
protozoal  and  large  viral  diseases. 


The  Geriatrist  looks  always  for  a treatment  which  shall  act 
effectively  to  curb  mfection,  without  unduly  upsettmg  normal  metabolic 
processes  and  immunologic  responses.  Aureomycin  provides  a maximum 
antHnfectious  effect  with  a minimum  of  disturbance.  Infection  m the 
elderly  is  more  apt  to  be  subacute,  or  chronic,  than  acute;  and  of  mixed 
rather  than  pure  type.  Under  such  conditions,  the  oral  effectiveness 
and  broad  activity  of  aureomycin  make  it  of  exceptional  value. 


Capsules:  50  mg. — Bottles  of  25  and  100,  250  mg. — Bottles  of  16  and  100. 
Ophthalmic:  Vials  of  25  mg.  with  dropper;  solution  prepared  by  adding  5 cc.  of  distilled  water. 


LEDERLE  LABORATORIES  DIVISION 

American  Gianamid  company 

30  Rockefeller  Plaza,  New  York  20,  N.  Y. 


for  making 

BURROVJ’S  SOLUTION  U.S.P.XIV 


WET  DRESSINGS 


m envelopes 

m cc  PB  FSTO-BORO  OR  INTABLETS 
ingredient  -p 

to°ma"c  "eVtment  AntiseptU.  Stable. 

g"gr  antipruritic,  d.con,..t,v.  *ct,on^  ^ ^ $ 


STANDARD  PHARMACEUTICAL  CO.,  INC.,  1123  Broadway,  New  York 


'Manufacturers 

of 

NUCARPON  © 

Compound 
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It  is  natural  for  our  aged  colleagues  to  turn  to  the 
medical  profession.  It  is  also  natural  for  them  to  turn 
to  the  PHYSICIANS’  HOME  for  help  and  assurance. 
These  efforts  need  your  help.  Make  checks  payable  to 

PHYSICIANS’  HOME 

BEVERLY  C.  SMITH,  M.D.,  President 

52  EAST  66th  STREET  • NEW  YORK  CITY 
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Voluntary  Insurance  Gains 


According  to  a recent  report  of  the 
Health  Insurance  Council,  at  least  half 
i)f  the  nation’s  population  at  the  end  of 
1950  was  covered  by  one  or  another  type 
if  voluntary  protection  against  the  eco- 
lomic  hazards  of  sickness  and  accident. 
The  Council  is  composed  of  nine  trade 
issociations  in  the  life  insurance  and 
sasualty  fields,  and  its  report  indicates 
hat  all  forms  of  voluntary  health  pro- 
ection  showed  tremendous  gains  in  the 
past  year  to  score  new  records. 

Hospital  expense  protection,  which  covers 
he  largest  number  of  people,  was  extended 
o 76,961,000  persons  at  the  close  of  1950. 
Tiis  total  was  17  per  cent  greater  than  the 
gure  of  66,044,000  just  a year  before. 
Growing  public  appreciation  of  the  advan- 
ces of  voluntary  health  protection  can  be 

!3en  in  the  fact  that  the  number  of  people 
rotected  against  hospital  costs  has  more 
lan  doubled  since  the  end  of  World  War  II. 
^ Great  strides  also  were  made  by  surgical 

(epense  and  medical  expense  coverages  in 
150.  Protection  against  surgical  expense 

Ias  provided  to  54,477,000  persons  at  the 


end  of  last  year  as  compared  with  41,143,000 
a year  earlier,  or  an  increase  of  32  per  cent. 
A year-to-year  gain  of  28  per  cent  was 
recorded  by  medical  expense  protection 
which  covered  21,589,000  persons  in  1950 
and  16,862,000  in  1949.  Both  surgical  and 
medical  coverages  also  have  shown  larger 
postwar  gains,  with  the  1950  number  of 
persons  in  each  case  being  more  than  quad- 
ruple the  1945  totals. 

The  over-all  gains  for  the  nation  are  re- 
flected in  the  Empire  State,  according  to 
the  United  Medical  Service  Bulletin.  As 
of  December  31,  1950,  the  number  of  sub- 
scribers was  1,948,904.  This  number  had 
increased  to  2,347,130  as  of  September  30, 
1951,  the  latest  available  estimated  figure. 

Regarding  amounts  paid  for  medical 
care  of  U.M.S.  subscribers  for  nine 
months  of  1951,  this  figure  stood  at 
$10,563,449.  Perhaps  this  sum  may  seem 
tiny  in  these  days  of  billion  dollar  budgets, 
astronomic  debt,  and  skyrocketing  expenses, 
but  it  is  nevertheless  a considerable  number 
of  dollars.  What  does  it  mean  in  relation 
to  costs  of  coverage? 
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The  Bulletin  states  that  in  relation  to 
each  contract  a record  of  all  payments  for 
doctors’  services  is  punched  on  tabulation 
cards.  These  cards  also  separate  the  pay- 
ments made  for  individuals,  two  persons, 
and  family  coverages.  From  this  informa- 
tion, the  machines  summarize  the  cost  for 
each  category.  By  relating  this  cost  data 
to  the  number  of  members  enrolled  in  each 
category,  the  average  cost  of  claims  for 
each  1,000  members  per  month  can  be 
derived. 

The  Insurance  Law  of  the  State  of  New 
York  requires  the  assignment  of  4 per  cent 
of  income  to  a special  contingency  reserve. 
(This  becomes  an  assigned  reserve  which 
can  be  used  only  upon  written  approval  of 
the  Superintendent  of  Insurance — it  is  not 
“unassigned,”  and  it  is  not  available  for 
payments  to  doctors  or  expenses.) 

The  over-all  expense  of  administration 
of  the  U.M.S.  enterprise  is  a fairly 
stable  ratio  making  provision  for  many 
items  such  as  salaries,  rent,  telephone, 
and  promotional  material  and  advertising 
for  acquisition  of  new  subscribers.  The  In- 
surance Law  fixes  percentage  ratio  of  such 
expenditures  to  the  income  received  from 
subscribers.  The  Insurance  Law  provides 
that  a maximum  of  20  per  cent  of  income 
may  be  spent  for  general  administrative 
expenses,  plus  an  additional  10  per  cent  for 
acquisition  of  new  members.  For  these  two 
combined,  during  the  first  six  months  of 


1951,  the  ratio  was  only  15  per  cent  o 
income. 

It  is  also  required  that  reserves  b< 
maintained  for  deferred  maternity  benefits 
as  well  as  incurred  but  unreported  claims  anc 
the  4 per  cent  special  contingency  reserve  al 
ready  mentioned.  In  addition,  prudence  die 
tates  a free  surplus  to  cover  unforeseei 
contingencies. 

Administrative  expenses  and  the  requirec 
reserves  account  for  a relatively  small  pro 
portion  of  the  total  income.  Payment 
to  the  medical  profession  are  the  greate 
part — 70  to  80  per  cent— of  the  charge  mad< 
to  the  subscriber.  The  remainder  of  thi 
rate  is  that  necessary  to  cover  the  antic 
ipated  expenses,  reserves,  and  contingencies 

This  explanation  is  made  that  the  pro 
fession  may  understand  that  you,  indivdiu 
ally,  and  all  of  us,  collectively,  are  respon 
sible  for  the  charges  which  must  be  made  t< 
our  subscribing  public.  Encouragement  o 
unnecessary  and  excess  utilization  of  thi 
contract  benefits  inescapably  results  ii 
increase  in  the  cost  of  voluntary  in 
surance  to  the.  public.  If  this  cost  is  per 
mitted  to  reach  the  point  where  the  publi 
will  not  buy,  voluntary  nonprofit  medica 
insurance  is  doomed  to  failure. 

This  contingency  is  unthinkable,  and  wi 
feel  sure  that  if  the  facts  are  comprehended 
every  effort  will  be  exerted  by  the  medica 
profession  of  this  State  and  elsewhere  ti 
keep  costs  within  reasonable  bounds. 


IN  MEMORIAM 

Arthur  Woodward  Booth,  M.D. 

Dr.  Arthur  Woodward  Booth,  of  Elmira,  president  of  the  Medical 
Society  of  the  State  of  New  York  in  1922  and  a member  of  its  Board  of 
Trustees  thereafter,  died  at  his  home  on  October  22,  1951,  aged  eighty. 
Born  in  Elmira,  he  received  his  medical  degree  from  the  University  of 
Pennsylvania  in  1894.  In  1932  he  became  a trustee  of  the  American  Medi- 
cal Association  and  five  years  later  was  named  chairman  of  the  board. 

From  1909  to  1944  Dr.  Booth  served  on  the  New  York  State  Board  of 
Medical  Examiners.  During  World  War  II  he  headed  the  State  Society’s 
committee  on  procurement  and  assignment. 

Long  identified  with  and  actively  engaged  in  the  activities  of  his  county, 
State,  and  national  medical  societies,  Dr.  Booth  had  a host  of  friends  and 
associates  who  held  him  in  high  regard  for  his  abilities. 


An  Advertisement  of  G.  D.  Searle  to  Co. 


(The  Council  on  Pharmacy  and  Chemistry  of  the  American  Medical  Association  has  adopted 
the  following  statement  of  Actions  and  Uses  and  of  Dosage  for  publication  in  connection 
with  a description  of  Banthine  Bromide  for  inclusion  in  New  and  Nonofficial  Remedies) 


Methantheline  Bromide.— Banthi7ie@Bvoi7iide  (Scavle) 

/J-diethylmethylaminoethyl  9-xanthenecarboxylate  bromide 


kCtions  and  Uses.— Methantheline  bromide,  a para- 
,’mpatholytic  agent,  produces  both  the  peripheral 
ction  of  anticholinergic  drugs  such  as  atropine  and 
le  ganglionic  blocking  action  of  drugs  such  as  tetra- 
:hylammonium  chloride.  Tolerated  amounts  of  meth- 
atheline  bromide  exert  side  effects  typical  of  atropine- 
ke  drugs,  but  cause  less  tachycardia,  and  also  less 
ostural  hypotension  than  does  tetraethylammonium 
lloride.  Toxic  doses  produce  a curare-like  action  at 
ie  somatic  neuromuscular  junction. 

Clinical  studies  indicate  that  the  drug  effectively  in- 
ibits  motility  of  the  gastrointestinal  and  genitourinary 
acts  and,  to  a variable  degree,  diminishes  the  volume 
' perspiration  and  salivary,  gastric  and  pancreatic  se- 
ctions. It  also  decreases  mucoprotein  secretion.  Like 
ropine,  it  produces  mydriasis  and  cycloplegia  when 
>plied  locally  to  the  eye  or  administered  systemically, 
Jt  until  more  clinical  evidence  becomes  available,  its 
cal  use  for  this  purpose  is  not  recommended.  The 
lue  of  the  drug  for  preventing  abnormal  cardiac  re- 
xes through  the  vagus  during  thoracic  surgery,  or  as 
i agent  for  routine  preoperative  medication  in  place 
atropine,  requires  further  investigation  before  final 
nclusions  can  be  reached. 

Methantheline  bromide  is  indicated  for  clinical  use 
lenever  anticholinergic  spasmolytic  action  is  desired, 
ovided  it  is  not  contraindicated  because  of  its  atro- 
ne-like  characteristics  or  because  of  a patient’s  intol- 
tnce  to  the  unavoidable  side  effects  of  such  therapy, 
is  useful  as  an  adjunct  in  the  management  of  peptic 
:er,  chronic  hypertrophic  gastritis,  certain  less  specific 
| -ms  of  gastritis,  pylorospasm,  hyperemesis  gravidaru  m, 
I iary  dyskinesia,  acute  and  chronic  pancreatitis,  hy- 
jrmotility  of  the  small  intestine  not  associated  with 
I janic  change,  ileostomies,  spastic  colon  (mucous  coli- 
i,  irritable  bowel),  diverticulitis,  ureteral  and  urinary 
I tdder  spasm,  hyperhidrosis  or  control  of  normal  sweat- 
j ; which  aggravates  certain  dermatoses,  and  control  of 
I ivation. 

I Methantheline  bromide  produces  some  degree  of 
I :loplegia  and  mydriasis  in  therapeutic  doses  and 


therefore  should  not  be  administered  to  patients  with 
glaucoma.  It  sometimes  decreases  the  ability  to  read 
fine  print.  Xerostomia  (dryness  of  the  mouth)  is  a com- 
mon, sometimes  transient,  side  effect.  Urinary  retention 
of  varying  degree  may  occur  in  elderly  male  patients 
with  prostatic  hypertrophy,  and  some  patients  may  have 
difficulty  emptying  the  rectum.  Patients  with  edematous 
duodenal  ulceration  may  experience  nausea  and  vomit- 
ing during  initial  administration  of  the  drug.  These 
patients  should  take  only  liquids  during  the  institution 
of  drug  therapy.  All  patients  should  be  advised  of  the 
possible  occurrence  of  side  effects.  Overdosage  sufficient 
to  produce  a curare-like  action  may  be  counteracted  by 
prompt  subcutaneous  injection  of  2 mg.  of  neostigmine 
methylsulfate. 

Dosage.— Methantheline  bromide  is  administered 
orally  or  parenterally  by  either  the  intramuscular  or 
intravenous  route.  Parenteral  administration  is  not 
advised  for  patients  able  to  take  the  drug  orally.  The 
average  initial  adult  dose,  oral  or  parenteral,  is  50  mg. 
For  patients  with  considerable  intolerance,  25  mg.  may 
be  employed.  In  the  management  of  peptic  ulcer,  a 
beginning  schedule  of  50  mg.  three  times  daily  before 
meals  and  100  to  150  mg.  on  retiring  is  suggested.  How- 
ever, the  usual  effective  dose  is  100  mg.  four  times 
daily,  although  some  patients  may  require  more  or 
less  than  this  amount.  The  dosage  may  be  increased  to 
tolerance,  using  dryness  of  the  mouth  as  a guide,  and 
adjusted  to  meet  the  individual  response  of  patients. 
Maintenance  dosage  in  peptic  ulcer  is  usually  consid- 
ered to  be  about  one-half  the  therapeutic  level.  In  the 
management  of  other  hypermotile  or  hypersecretory 
states,  the  dosage  should  be  adjusted  to  the  smallest 
amount  which  will  relieve  the  symptoms.  When  spastic 
conditions  are  secondary  to  inflammatory  or  other  or- 
ganic lesions,  therapy  directed  toward  the  cause  should 
be  employed  whenever  possible. 

G.  D.  Searle  & Co. 

Tablets  Banthine  Bromide:  50  mg. 

Ampuls  Banthine  Bromide:  50  mg. 


to 

improvement  is  achieved  by  a special  formulation  utilizing  synthesized  vitamin  A 
instead  of  vitamin  A from  the  common  commercial  source : fish  liver  oil.  At  the 
same  time,  the  possibility  of  allergic  reactions  to  fish  liver  oil  is  precluded. 

The  other  important  advantages  of  CONCIVITE  include : 

1.  More  efficient  absorption  and  utilization  of  the 

so-called  oil-soluble  vitamins  A and  D,  because 
of  its  aqueous  menstruum. 

2.  Convenience  and  economy,  because  a single 

concentrated  daily  dose  contains  liberal  amounts  of 
important  oil-soluble  vitamins. 

3.  Insurance  against  loss  of  potency,  because  of 
extra  vitamin  content  20%  higher  than  label  statement. 

4.  Complete  miscibility  with  a wide  variety  of  foods. 

CONCIVITE  fish-free  aqueous  8-vitamin  drop 

Supplied  in  15  cc.  and  30  cc.  bottles  with  calibrated  droppt 
PROFESSIONAL  SAMPLES  SENT  ON  REQUES 


FORMULA:  Each  0.6  cc.  contains: 
Vitamin  A Palmitate 

(synthetic) 5,000  U.S.P.  units 

Vitamin  D2 1,200  U.S.P.  unit* 

Vitamin  C 60  mg. 

Vitamin  Bi  2 mg. 

Vitamin  B2  0.4  mg. 

Niacinamide  .... 5 mg. 

Vitamin  B&  0.3  mg. 

Pantothenic  Acid  (as  Pantothenol)  2 mg. 

Actual  vitamin  content  20%  higher  than 
label  to  insure  against  loss  of  potency. 


COLIN  Pharmacal  Co.,  Inc 
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Scientific  Articles 


THE  RESULTS  OF  TREATMENT  OF  SKELETAL  TUBERCULOSIS 
IN  CENTRAL  NEW  YORK 


R.  D.  Severance,  M.D.,  J.  H.  Bauer,  M.D.,  H.  L.  Murray,  M.D.,  and  J.  J.  Kalamarides, 

M.D.,  Syracuse,  New  York 


SKELETAL  tuberculosis  was  treated  in  central 
New  York  by  nonoperative  method  until 
about  1930.  It  was  in  1935  that  the  first  opera- 
tive procedures  were  performed  on  patients  with 
skeletal  tuberculosis  at  the  Jefferson  County 
Hospital.  At  that  time  there  was  a large  num- 
ber of  patients  who  were  suffering  from  skeletal 
tuberculosis  and  had  been  in  the  hospital  for 
many  years.  These  patients  had  received  an 
adequate  rest  treatment  so  that  they  were  all,  or 
nearly  all,  ready  for  surgical  correction  at  that 
time.  This  created  an  immediate  backlog  of 
surgery  which  was  advisable  to  do  under  an  opera- 
tive program.  The  cases  were  operated  either  at 
the  local  hospitals  in  Watertown  or  moved  to  the 
University  Hospital  in  Syracuse  for  the  surgery. 
In  1943  the  patients  at  the  Biggs  Memorial  Hos- 
pital, Ithaca,  were  first  reviewed  by  us  and  evalu- 
ated in  relation  to  future  surgery.  It  was  about 
the  same  time  that  patients  were  first  seen  at  the 
Onondaga  County  Hospital,  which  has  since  be- 
come the  Onodaga  State  Hospital  for  Tubercu- 
losis, and  surgery  was  begun  on  this  group.  In 
each  instance  there  was  a number  of  skeletal 
tuberculosis  cases  which  had  been  on  rest  treat- 
I ment  for  an  appreciable  period  of  time. 

The  criteria  for  operation  on  the  patients  at 
each  of  these  hospitals  were  as  follows : a skeletal 
tuberculosis  lesion  which  was  not  latent  but  ac- 
tive, and  ulcerative  or  destructive  at  the  time. 
An  operation  was  scheduled  as  soon  as  the  pa- 
I tient’s  general  condition  and  evidence  of  toxicity 
: approached  normal.  In  general,  it  was  felt 
i necessary  that  patients  must  have  remained  at 
rest  for  a period  of  at  least  six  months  before 
! local  operative  procedures  would  be  instituted  in 
a skeletal  tuberculosis  case.  The  obvious  reason 
is  that  tuberculosis  is  a generalized  disease  and 

I 

Presented  at  the  145th  Annual  Meeting  of  the  Medical 
II  Society  of  the  State  of  New  York,  Buffalo,  Section  on  Ortho- 
pedic Surgery,  May  3,  1951. 


that  the  general  disease  should  receive  the  first 
attention.  This  opinion  has  not  been  altered  in 
more  recent  years  by  the  use  of  the  antibiotic  ex- 
cept in  open,  secondarily  infected  skeletal  lesions. 
There  are  two  good  reasons  to  consider  surgery 
for  skeletal  tuberculosis  as  soon  as  that  surgery  is 
safe : First,  and  to  us  most  important,  it  is  our 
opinion,  from  the  experience  of  other  surgeons  and 
the  reports  of  previous  experience  with  operative 
correction  of  skeletal  tuberculosis,  that  it  offers 
the  best  opportunity  for  healing  of  that  local 
lesion  of  any  method  of  treatment  and  approaches 
a permanent  healing  better  than  any  other  method. 
The  second  reason  is  that  it  shortens  the 
length  of  time  which  the  patient  is  in  the 
hospital  or  under  rest  care.  The  surgery  sub- 
stitutes a local  rest  for  the  disease  of  the  local 
focal  active  lesion  after  the  general  lesion  or  gen- 
eral condition  has  returned  to  normal.  The 
average  length  of  stay  of  skeletal  tuberculosis 
cases  at  the  Jefferson  County  Hospital,  at  the 
time  when  we  reviewed  them  for  surgery,  was 
forty-two  months.  This  compares  with  an  aver- 
age, set  up  by  computing  the  average  stay  in  the 
hospital  from  the  time  of  admission  to  operation 
of  all  cases  since  then,  of  thirteen  months,  or  a 
reduction  in  preoperative  care  in  these  patients  of 
more  than  thirty  months  or  two  and  one-half 
years.  It  is  entirely  possible  that  some  of  the 
cases  which  were  operated  in  the  first  instance, 
cases  that  had  been  in  the  hospital  for  more  than 
three  years,  had  a latent  disease  which  might  not 
have  become  active  again.  We  have  had  some 
experience  in  discharging  such  patients  from  the 
hospital,  hoping  that  they  had  attained  a cure. 
A computation  of  those  cases  has  shown  that  50 
per  cent  of  them  have  returned  within  a period  of 
one  year  with  an  exacerbation  of  the  symptoms 
which  had  become  latent  for  a period  of  more  than 
three  years  during  their  stay  in  the  hospital  at 
rest.  Our  greatest  error  then  in  operating  at  that 
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time  would  have  been  50  per  cent.  We  also 
know  that  many  of  those  cases  would  recur  in  still 
a later  period  after  one  year. 

A study  of  all  of  the  complications  which  de- 
veloped in  the  operative  cases  showed  that  there 
were  four  who  developed  new  lesions  in  a different 
part  of  the  body;  there  was  one  paraplegia 
which  developed  in  an  operative  patient;  there 
was  one  infection  at  operation  which  caused  an 
increased  period  of  stay  in  the  hospital;  and 
there  were  four  recurrences.  This  is  11.5  per 
cent  of  the  operative  cases  as  against  the  above- 
mentioned  50  per  cent  that  recurred  as  the  result 
of  not  having  had  an  operation.  In  other  words, 
at  least  35  per  cent  of  the  patients  have  been  re- 
lieved of  recurrent  disability  by  the  operation, 
even  in  this  early  group  who  had  had  a long 
period  of  rest  in  the  hospital  prior  to  our  first  con- 
sidering surgery  as  the  treatment  for  skeletal 
tuberculosis.  These  figures  were  borne  out  at 
the  Onondaga  Hospital  and  at  Biggs  Hospital  but 
were  not  studied  in  such  detail  at  those  two  places 
as  they  paralleled  each  other. 

A review  of  the  literature  indicates  that  there 
are  a number  of  surgeons  throughout  the  world 
who  do  not  feel  that  operative  correction  of  skel- 
etal tuberculosis  is  advisable  or  necessary  in  the 
treatment  of  the  disease.  Very  possibly  a major- 
ity of  the  English  surgeons  feel  this  way,  and  in 
continental  Europe  the  disease  is  often  treated  by 
a resection  of  the  entire  tuberculous  joint.  Early 
in  the  treatment  of  skeletal  tuberculosis,  efforts 
were  made  to  excise  or  resect  involved  areas  com- 
pletely, especially,  of  course,  the  joints  of  the  ex- 
tremities. This  was  attendant  with  many  un- 
successful results,  some  cases  developing  a fairly 
satisfactory  motion,  others  developing  some  de- 
gree of  ankylosis,  usually  fibrous.  Many  of  these 
cases  were  subject  to  recurrence. 

Very  recently,  however,  there  has  been  a report 
on  an  extensive  series  of  resections  of  joints  which 
is  worthy  of  considerable  attention.  I refer  to 
“The  Treatment  of  Quiescent  Tuberculosis  of  the 
Hip  Joint  by  Excision  and  Dynamic  Osteotomy,” 
by  Adam  Gruca,  Warsaw,  Poland.1  This  type  of 
treatment  has  been  followed  since  1929  in  spite  of 
the  majority  of  the  literature  recommending  that 
an  arthrodesis  was  the  most  advisable  and  best 
end  result  that  could  be  obtained.  Dr.  Gruca 
operates  only  on  quiescent  tuberculosis,  and  he 
resects  the  entire  joint  structure — for  instance,  in 
a hip  joint  the  acetabulum,  the  majority  of  the 
head,  and  all  of  the  capsule  are  resected  followed 
by  an  osteotomy  which  eventually  locates  the 
proximal  extremity  of  the  shaft  of  the  femur  in 
the  acetabulum  and  transplants  the  trochanter 
laterally  to  take  advantage  of  a leverage  factor  by 
making  it  somewhat  longer  than  usual.  He  has 
operated  upon  all  ages.  The  advantage  of  such  a 
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Fig.  1.  Age  distribution  of  patients. 


procedure,  if  it  were  possible,  would  be  particu- 
larly good  in  a patient  who  had  a fixation  of  the 
lower  part  of  the  spine,  lumbar  and  lumbosacra: 
area,  by  any  form  of  arthritis.  Dr.  Gruca  re- 
ports the  results  of  224  such  operations. 

Swett,  Bennett,  and  Street  in  an  article  or 
Pott’s  disease  in  1941  state  that  they  doubt  the 
value  of  bone  graft  in  spine  tuberculosis  and  give 
the  figures  of  their  results  in  a total  of  182  pa- 
tients.2 They  found  that  35  per  cent  were  healed 
with  operation  and  34  per  cent  without,  and  the 
percentage  of  failures  in  the  questionable  cases 
were  about  identical.  They  lay  great  stress  upon 
the  probability  that  the  treatment  of  the  abscess 
is  of  great  importance  and  may  have  a great  deal 
to  do  with  the  outcome  of  the  case.  These  case 
reports  were  obtained  from  four  rather  widely 
separated  hospitals  and  services,  and  I believe  a 
careful  analysis,  although  it  was  not  made  in  this 
paper,  might  show  that  there  was  appreciable 
difference  in  the  results  in  the  various  hospitals. 
The  results  in  our  study  are  different  in  the  three 
hospitals  involved.  One  particular  difference  is 
that  the  follow-up  system  is  not  as  exact  in  one 
place  as  another  so  that  complications  may  not  be 
found  so  readily  in  institutions  that  are  less  careful 
in  their  entire  care,  or  there  are  many  house  staff 
members  who  are  comparatively  inexperienced 
and  have  too  much  responsibility  left  to  them. 
Of  course,  I do  not  offer  this  as  an  explanation  of 
the  results  described  in  this  paper,  but  it  has  been 
a factor  in  the  studies  which  we  have  made. 
Many  of  these  cases  should  not  be  reported  as 
failures;  rather  they  should  be  reported  as  de- 
layed recoveries.  They  need  to  be  treated  longer, 
not  turned  aside  as  failures. 

Rosencrans,  Piscitelli,  and  Bost  report  on  an 
analytic  study  of  bone  and  joint  lesions  in  rela- 
tion to  chronic  pulmonary  tuberculosis.3  They 
report  on  160  patients  with  203  lesions.  They 
found  about  4 per  cent  skeletal  tuberculosis  in 
their  general  tuberculosis  patients,  and  73  per 
cent  of  their  skeletal  tuberculosis  showed  chronic 
pulmonary  tuberculosis.  The  point  that  most 
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Fig.  2.  Anatomic  distribution  of  lesions. 


interests  us  is  the  result  of  their  operative  proce- 
dures. They  show  that  3 per  cent  more  were 
cured  completely  and  11  per  cent  more  were  im- 
proved than  were  improved  by  nonoperative 
measures.  In  other  words,  a total  of  14  per  cent 
were  made  definitely  better.  The  death  rate  was 
lowered  9 per  cent  and  the  number  of  unimproved 
cases  5 per  cent  in  the  operative  group.  How- 
ever, it  does  show  that  by  operative  procedure  in 
their  group  only  4b  per  cent,  less  than  one  half, 
were  improved  or  made  well.  This  is  appreciably 
better  than  the  one  third  which  were  made  well  by 
the  conservative  method  associated  with  the 
additional  advantage  of  a shorter  rest  period 
than  with  the  nonsurgical  method. 

Chandler  and  Page  report  a good  result  in  74 
per  cent  in  a group  of  39  cases  of  tuberculosis  of 
the  spine.4  Myerding  in  a report  on  treatment  of 
tuberculosis  of  the  spine  states  that  in  all  cases 
there  were  63  per  cent  who  were  well  and  able  to 
return  to  work.5  An  additional  7 per  cent  were 
improved  over  their  original  condition;  18  per 
cent  died  in  less  than  five  years.  Dr.  Mather 
Cleveland  reports  an  excellent  result  in  58  per 
cent  from  a total  of  40b  patients.  There  was  an 
additional  20  per  cent  with  uncertain  results,  some 
of  which,  of  course,  will  fail  while  others  will 
eventually  obtain  a cure,  although  it  will  be  the 
extended,  delayed  case  again.0 

Before  analyzing  our  own  results,  we  should 
study  briefly  the  number  of  patients  that  we  have 
seen.  In  the  first  instance  let  us  consider  the  age 
of  onset.  Figure  1 shows  that  the  majority  of  our 
cases  occurred  between  birth  and  five  years  of  age, 
the  next  largest  group  between  ten  and  twenty. 
Only  85  cases  are  recorded  out  of  a total  of  91 
tuberculosis  patients,  inasmuch  as  the  age  of  onset 
was  not  sufficiently  definite  in  some.  A study  of 
the  distribution  of  the  lesion  shows  that  in  91 


patients  there  were  107  tuberculosis  lesions,  35  in 
the  dorsal  spine,  21  in  the  hip,  12  in  the  knee,  12 
in  the  lumbar  spine,  and  the  others  in  much 
smaller  proportion  (Fig.  2).  There  was  a total  of 
00  lesions  in  the  spine.  A study  of  the  age  of  on- 
set compared  to  the  various  anatomic  regions  was 
made,  but  too  small  a series  is  available  to  come 
to  conclusions  since  there  were  a few  patients  who 
were  considerably  older  (forty-five,  fifty,  and  sixty 
years  of  age  at  onset) ; this  disturbs  the  percent- 
ages disproportionately  where  there  are  only  four 
or  five  of  the  same  area  among  jmung  children. 
However,  with  the  exception  of  a few  unusually 
old  patients,  it  would  appear  that  the  disease  in 
the  joints  of  the  lower  extremities,  i.e.,  the  hip  and 
knee,  has  an  average  onset  in  a much  younger  age 
group  than  the  disease  in  the  spine.  Only  39 
patients  out  of  the  entire  group  have  sufficiently 
clear  records  and  sufficient  time  since  operation  to 
record  the  end  results.  All  cases  have  had  a 
follow-up  of  over  three  years,  with  an  average  of 
six  years  to  be  included  in  the  follow-up.  All 
cases  have  made  a recovery  and  have  a total  joint 
fusion  without  symptoms  which  can  be  recorded 
as  excellent.  This  leaves  us  with  two  uncertain 
cases  and  five  deaths,  two  of  which  occurred 
directly  following  surgery.  This  gives  an  excel- 
lent result  in  82  per  cent,  uncertain  in  5 per  cent, 
and  death  in  13  per  cent. 

The  figure  of  82  per  cent  for  excellent  results 
does  not  compare  with  the  results  reported  by 
other  'writers  for  the  reason  that  some  of  these 
patients  had  recurrences  and  have  continued  in 
the  hospital  for  treatment  of  those  recurrences  or 
of  the  new  lesions  which  they  developed.  How- 
ever, eventually,  the  recovery  was  declared  ex- 
cellent. The  average  hospital  stay  for  those  pa- 
tients that  were  declared  excellent  in  recovery  was 
three  years ; the  longest  period  was  eight  years  and 
eight  months,  and  was  eight  years  in  another  in- 
stance, and  six  years  in  a third.  These  are  the 
complicated  cases  with  recurrences,  new  lesions,  or 
severe  complications  of  nephritis  or  pulmonary 
disease  which  have  prolonged  the  stay  but  which 
eventually  had  excellent  results. 

It  was  thought  that  it  might  prove  interesting 
to  study  the  statistics  on  some  cases  of  compli- 
cated versus  uncomplicated  patients.  The  only 
group  that  has  a sufficiently  large  number  to  per- 
mit this  was  the  dorsal  spine  series.  The  follow- 
ing figures  were  obtained:  The  length  of  time 

from  onset  to  admission  to  the  hospital  was  one- 
half  year  in  the  uncomplicated  cases  and  three 
years  in  the  complicated  cases.  The  length  of 
time  from  admission  to  operation  in  the  uncom- 
plicated cases  was  four  and  one-half  months  com- 
pared to  twenty-four  in  the  complicated.  The 
length  of  stay  in  the  hospital  from  the  time  of 
operation  to  discharge  was  eleven  months  in  the 
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uncomplicated  and  twenty  months  in  the  compli- 
cated cases,  resulting  in  a total  stay  of  twelve 
months  in  the  uncomplicated  cases  and  thirty-five 
months  in  the  complicated  cases.  These  ideal 
uncomplicated  cases,  of  course,  are  very  few  in 
number — only  five,  as  compared  to  the  24  cases  of 
the  dorsal  spine  which  showed  some  form  of  com- 
plication. 

The  only  other  figures  which  in  any  way  com- 
pare with  the  uncomplicated  dorsal  spine  are  the 
results  in  the  uncomplicated  hips  and  knees.  I 
believe  that  it  is  well  established  that  the  un- 
complicated knees  and  hips  recover  so  rapidly  and 
so  completely  that  there  is  little  question  of  the 
advisability  of  surgery  in  these  affected  joints. 
Also,  many  of  these  patients  are  treated  at  home 
after  their  surgery  and  have  a very  minimal  hos- 
pital stay.  All  cases  of  tuberculosis  of  the  knee 
or  hip  which  we  have  been  able  to  follow  have 
terminated  in  good  results — excellent  results  in 
fact,  because  if  surgery  was  necessary  a second 
time  it  was  done.  There  were  two  such  compli- 
cated hips,  one  requiring  fifty-three  months 
hospitalization  and  one  ninety  months  hospitaliza- 
tion; two  such  complicated  knees  required 
seven  years  and  seven  months  and  five  years. 
One  of  the  latter  knee  cases  was  continued  in  the 
hospital  for  a number  of  years  after  the  ortho- 
pedic discharge  as  the  pulmonary  condition  neces- 
sitated the  patient’s  continuation. 

I mention  these  over-all  periods  in  the  hospital 
to  show  that  although  it  was  necessary  to  reoper- 
ate some  of  these  patients,  the  length  of  time 
which  they  were  in  the  hospital  was  still  not  ex- 
cessive. The  average  length  of  stay  of  all  hip 
cases,  for  instance,  was  seventeen  and  one-half 
months.  This  includes  all  complicated  cases,  in 
some  of  which  it  was  necessary  to  keep  the  pa- 
tient in  the  hospital  because  of  another  disease 
when  the  hip  was  sufficiently  ankylosed  to  allow 
the  patient  to  be  up  and  about  on  crutches  and  to 
be  discharged  to  his  home.  The  average  length 
of  stay  for  all  knee  cases  was  five  months;  this 
included  the  two  complications  above  stated. 

A review  of  all  of  the  cases  showed  that  there  was 
a total  of  ten  cases  which  were  lost  and  could  not 
be  followed.  I do  not  believe  that  they  alter  the 
figures  materially,  however,  because  two  of  these 
were  of  the  hip,  three  were  of  the  knee,  and  only 
four  were  of  the  spine.  The  further  discrepancy 
in  the  figures  is  explained  by  15  patients  still  re- 
maining in  the  hospital,  so  that  it  is  impossible  to 
determine  the  end  result  at  this  time. 

The  causes  of  the  deaths  might  be  interesting  to 
note.  One  twelve-year-old  girl  died  the  day  of 
operation.  She  apparently  had  no  shock  at  the 
time  of  operation  and  showed  nothing  untoward 
during  surgery;  her  temperature  reacted  in  the 
afternoon,  rising  to  106  F.  in  eight  hours  after  the 


operation,  and  the  patient  died  about  the  ninth 
hour  after  operation.  It  is  believed  that  the  pa- 
tient had  one  of  those  irreversible  shock  condi- 
tions which  fortunately  is  rarely  encountered. 
It  is  entirely  possible  that  the  patient  had  in- 
sufficient adrenal  response,  although  at  that  time 
we  had  no  facilities  to  determine  this. 

A patient  operated  in  April,  1951,  did  have  the 
definite  classic  reaction  in  a similar  manner,  al- 
though she  was  a much  older  patient,  sixty  years 
of  age.  This  patient,  by  the  way,  was  first  oper- 
ated for  a lumbosacral  lesion  in  1925  and  had  no 
symptoms  until  1950,  a period  of  twenty-five 
years  of  usual  housework,  when  she  developed 
discomfort  in  the  lower  dorsal  region.  Her 
original  lesion  was  in  the  lumbosacral  region. 
She  was  hospitalized  in  the  Onondaga  State 
Hospital  for  Tuberculosis  and  after  a period  of 
five  months  was  taken  to  the  University  Hospital 
in  Syracuse  for  surgery.  The  afternoon  following 
the  operation,  her  temperature  consistently  rose 
to  105  F.  She  showed  a minimal  amount  of 
shock,  although  her  blood  pressure  stayed  at  120 
which  was  much  lower  than  the  admission  reading 
of  160.  Her  eosinophilic  count  dropped  from  8 
preoperative  to  zero.  This  patient  was  placed  on 
enormous  dosages  of  adrenal  stimulants  which 
effected  her  recovery. 

A second  case  which  must  be  considered  a post- 
operative death  was  a man  of  sixty-one  years 
with  a dorsal  lesion.  He  was  admitted  to  the 
hospital  seven  months  after  onset  and  was  oper- 
ated eleven  months  after  admission  to  the  hospital. 
His  general  appearance  never  satisfied  any  of  us, 
but  from  a clinical  and  laboratory  standpoint  we 
were  never  able  to  prove  that  his  general  condi- 
tion did  not  warrant  surgery.  The  surgery  was 
performed,  and  on  the  day  immediately  following 
the  operation  he  had  a pulmonary  episode  re- 
sulting in  at  least  an  atelectasis  and  a probable 
embolus.  An  autopsy  was  not  performed,  and  it 
was  impossible  to  determine  the  exact  cause  of 
death. 

The  cases  cited  are  the  only  two  operative 
deaths;  thus  our  percentage  is  well  under  4 per 
cent.  The  other  deaths  that  are  known  in  this 
reported  group  are  meningitis  two,  nephritis 
three,  pulmonary  four,  cardiac  two,  and  causes  of 
death  unknown  in  two. 

We  have  become  much  interested  in  a study  of 
the  cause  of  delayed  recovery  of  skeletal  tuber- 
culosis among  our  patients  in  these  hospitals. 
We  have  attempted  to  analyze  the  various  things 
which  prolong  the  patient’s  stay  and  find  that  a 
discharge  against  the  advice  of  the  attending 
physician  is  the  most  common  factor.  This  oc- 
curred in  six  patients,  and  we  felt  it  was  pri- 
marily the  reason  for  delayed  union  and  delayed 
recovery  requiring  rehospitalization.  Severe  pul- 
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monary  infections  and  kidney  infections  came 
next  with  five  each.  There  were  four  totally  new 
lesions  which  developed  while  under  our  observa- 
tion. This  is  a rather  large  number  of  cases,  and 
we  feel  that  it  is  very  important.  We  also  feel 
that  the  presence  of  new  lesions  will  be  missed  un- 
less the  patients  are  followed  at  regular  intervals 
and  skeletal  surveys  of  the  entire  spine  are 
done  at  least  every  year.  We  also  have  had  four 
recurrences.  Of  the  recurrences  only  one  has 
shown  a true  pseudoarthrosis;  three  others  have 
been  operated  in  the  expectation  of  finding  a 
pseudoarthrosis,  but  at  operation  it  was  found 
that  such  was  not  the  case.  There  were  three 
cases  with  cardiac  lesions  of  sufficiently  severe 
degree  to  prevent  elective  treatment.  There 
was  one  case  of  paraplegia  and  one  of  infection  at 
operation.  This  makes  a total  of  39  complicating 
conditions  which  have  existed  in  these  various 
patients.  Possibly  the  converse  of  this  statement 
is  more  impressive,  that  there  were  five  hip  cases 
uncomplicated  by  any  other  active  disease,  one 
uncomplicated  knee,  and  five  uncomplicated 
dorsal  spines.  All  other  cases  had  some  compli- 
cation. 

We  have  shown  in  this  report  that  the  treat- 
ment of  skeletal  tuberculosis  can  be  carried  out 
surgically,  with  the  facilities  which  are  available 
in  central  New  York,  in  a manner  which  can  re- 
duce the  length  of  hospital  stay,  the  morbidity, 
and  the  mortality.  I wish  to  leave  one  construc- 
tive word  from  this  paper  with  regard  to  the  es- 
tablishment of  very  careful  follow-up  observa- 
tion. All  patients,  whether  in  the  hospital  or  out 
of  it,  should  have  an  x-ray  examination  of  the  en- 
tire spine  at  least  once  a year,  and  the  slightest 
symptom  in  relation  to  a joint  should  be  carefully 
examined,  x-rayed,  and  evaluated  for  a possible 
infection  in  that  region.  In  a comparative  study 
of  the  three  hospitals  it  has  been  clearly  shown  that 
one  hospital  has  many  lost  patients,  probably  for 
the  following  reasons : The  hospital  is  almost  with- 
in the  city  of  Syracuse,  and  the  patients  can  easily 
get  to  the  attending  physician  or  the  free  dispen- 
sary so  that  they  do  not  have  to  stay  in  the 
hospital  for  observation  and  supervision.  There- 
fore, they  get  home  earlier  than  they  should,  too 
frequently  are  lost,  and  the  follow-up  is  not  con- 
tinued. It  has  definitely  been  shown  in  the 
hospitals  where  the  follow-up  has  been  carefully 
continued  that  new  lesions  are  discovered  early 
and  are  therefore  amenable  to  treatment  with 
less  morbidity. 

Another  consideration  which  seems  most  im- 
portant to  us  is  in  the  cases  which  have  apparently 
recurred.  At  operation  done  in  an  effort  to  find 
the  pseudoarthrosis  or  the  cause  for  recurrence, 
we  found  one  such  pseudoarthrosis,  and  this  was 
found  in  the  least  active  of  any  of  the  four 


cases.  Of  the  three  others  which  were  operated 
all  had  either  an  extension  of  fusion  or  a rein- 
forcement ©f  the  fusion.  After  he  had  made  his 
approach,  and  although  the  fusion  seemed  to  be 
solid,  the  surgeon  felt  that  some  reinforcement 
must  be  necessary.  These  cases  have  not  done 
well.  One  case  has  developed  a total  paraplegia, 
and  the  mechanics  of  it  are  unexplainable.  We 
have  explored  this  latter  case,  performed  a lamin- 
ectomy, and  freed  the  cord  without  finding  vis- 
ible evidence  of  the  cause  of  this  paraplegia.  I 
would  like  to  suggest  a long  stay  in  bed  at  rest  in 
these  recurrent  cases,  surgery  being  withheld  for 
many  months.  Each  of  these  cases,  when  re- 
turned to  the  hospital  with  a recurrence,  were 
operated  promptly  and  were  not  given  the  usual 
period  of  rest  in  bed  to  take  care  of  the  general 
condition,  which  has  been  our  practice  in  all  other 
cases. 

Conclusions 

1.  Facilities  exist  in  central  New  York  for 
adequate  medical  and  surgical  care  of  skeletal 
tuberculosis. 

2.  Skeletal  tuberculosis  treated  surgically  has 
resulted  in  a decrease  of  morbidity  and  mortality. 

3.  Spine  fusion  does  not  necessarily  effect  a 
cure  of  the  disease,  although  the  fusion  extends 
well  beyond  the  limits  of  the  disease. 

4.  A recurrence  must  be  considered  an  acute, 
general,  as  well  as  focal  disease  and  should  be 
treated  as  a general  disease  until  it  is  under  con- 
trol before  surgery  is  considered. 

5.  An  exacting  follow-up  system  is  imperative 
and  must  be  continued  for  a period  of  at  least  five 
years. 

6.  Each  surgeon  operating  on  skeletal  tuber- 
culosis cases  should  study  most  carefully  the 
complicating  conditions  which  prolong  the  disease 
as  it  may  well  be  possible  to  shorten  the  morbidity 
and  decrease  the  mortality  by  giving  more  active 
consideration  to  these  complications. 
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Discussion 

Pio  Blanco,  M.D.,  Buffalo. — Dr.  Severance  and 
his  coworkers  deserve  a great  deal  of  credit  because 
of  the  tremendous  amount  of  work  necessary  to  ob- 
tain the  data  that  he  has  given  us  today  on  this  im- 
portant subject.  His  results  compare  favorably 
and  in  some  respects  excel  those  of  other  authors. 
I have  repeatedly  maintained  that  an  analysis  of 
end  results  is  the  best  yardstick  we  have  to  measure 
the  value  and  the  merits  of  certain  types  of  treats 
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ment.  But  it  is  not  always  easy  to  compile  accurate 
information  because  of  certain  factors.  I have  no 
statistics  of  my  own  to  offer,  and  instead  I will  dis- 
cuss generalities. 

We  must  agree  that  the  ideal  end  result  in  the 
treatment  of  joint  tuberculosis  is  a bony  ankylosis 
which  may  take  place  spontaneously  or  by  arthro- 
desis. One  exception  to  this  rule  is  synovectomy  of 
the  knee  joint  when  synovial  tuberculosis  exists 
without  osseous  involvement.  In  this  type  of  oper- 
ation the  motion  of  the  joint  is  preserved. 

The  experience  of  most  surgeons  with  the  surgical 
treatment  of  tuberculous  arthritis  has  been  more  or 
less  the  same.  We  do  not  have  much  difficulty  in 
obtaining  a bony  fusion  in  joints  which  are  easily 
accessible  and  in  which  an  intra-articular  arthro- 
desis can  be  performed.  Our  failures  are  found  in 
the  extra-articular  arthrodesis  where  the  tubercu- 
lous process  cannot  be  removed.  The  spine,  of 
course,  is  the  one  portion  of  the  anatomy  where 
an  extra-articular  arthrodesis  must  be  done,  and  it 
is  in  this  location  where  we  have  the  most  failures. 
Intra-articular  arthrodesis  of  the  spine  through  a 
transversectomy  approach  was  described  years  ago 
by  a Japanese  surgeon,  but  apparently  this  method 
of  approach  has  not  been  generally  accepted.  The 
results  in  the  healing  of  tuberculosis  of  the  hip  are 
on  a par  with  those  of  the  spine.  The  hip  joint  is 
not  as  easily  reached  as  the  knee  or  the  ankle,  and, 
therefore,  most  of  the  arthrodeses  of  this  joint  are 
extra-articular.  If  we  succeed  in  cleaning  out  the 
diseased  portion  of  the  hip,  we  then  find  that  there 
is  not  sufficient  contact  between  the  head  of  the 
femur  and  the  acetabulum.  I am  convinced  that 
the  inability  to  reach  and  remove  the  tuberculous 
process  is  one  of  the  most  important  factors  in  our 
failure  to  heal  the  joint. 
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I fully  agree  with  Dr.  Severance  that  an  arthrodesis 
should  be  attempted  at  an  opportune  time  in  the 
course  of  the  disease,  namely,  when  there  is  the  least 
amount  of  risk  and  the  least  chance  of  dissemination. 
The  preoperative  care  is  an  important  part  of  the 
treatment.  These  patients  should  be  placed  in  a 
sanitorium  where  they  can  have  plenty  of  physical 
and  mental  rest.  An  acute  joint  of  the  extremities 
accompanied  by  considerable  pain  and  muscle  spasm 
should  be  placed  in  traction  until  the  acute  symp- 
toms disappear.  Following  this  the  joint  is  protected 
in  some  kind  of  splint,  and  the  patient  is  allowed 
out  of  bed  as  much  as  possible.  In  acute  Pott’s  dis- 
ease the  patient  is  placed  in  hyperextension  on  a 
frame,  and  if  the  cervical  spine  is  affected,  traction 
on  the  head  is  applied.  When  the  acute  symptoms 
subside,  the  hyperextension  is  discontinued  in  order 
to  allow  the  affected  vertebral  bodies  to  come  to- 
gether. Streptomycin  should  be  used  routinely  in 
the  preoperative  care.  The  more  recent  method 
recommended  for  the  healing  of  tuberculous  ab- 
scesses is  incision  and  drainage  supplemented  by 
streptomycin.  This,  of  course,  is  quite  a departure 
from  the  orthodox  teachings.  We  have  been  reluc- 
tant to  accept  this  method  fully,  but  we  are  willing 
to  give  it  a fair  trial. 

I wish  to  make  a few  remarks  concerning  the  effects 
of  antibiotics.  I have  been  very  much  impressed  by 
the  beneficial  effects  of  streptomycin  and  P.A.S.  on 
tuberculous  joints.  In  the  majority  of  these  patients 
who  respond  favorably  the  healing  has  been  most 
remarkable,  and  on  exploring  these  joints  we  have 
found  no  gross  evidence  of  disease.  We  have  con- 
tinued to  fuse  these  joints  nevertheless.  It  may 
be  that  in  the  future,  when  we  have  had  enough 
time  to  analyze  our  controls,  we  may  have  to  revise 
our  entire  attitude  toward  fusion. 


TREATMENT  OF  HEMOPHILUS  INFLUENZA  MENINGITIS  WITH  CHLORAMPHENICOL 


AND  OTHER  ANTIBIOTICS 

Accumulating  experience  strongly  tends  to  favor 
chloramphenicol  as  the  antibiotic  of  choice  in  com- 
batting infections  of  gram-negative  organisms.  Al- 
though in  vitro  tests  and  trials  with  experimental 
animals  show  aureomycin  and  streptomycin  to  be 
more  effective  against  II.  influenzae,  the  authors  feel 
that  acceptance  of  experimental  results  as  an  exact 
index  of  anticipated  clinical  results  in  human  beings 
is  a fallacy.  In  a series  of  12  children  with  influenzal 
meningitis  treated  with  chloramphenicol  there  was 
rapid  improvement  of  the  clinical  condition  with 
return  of  the  sensorium  in  an  average  of  1.3  days. 
There  were  no  fatalities,  but  in  one  case  where  treat- 
ment was  instituted  only  on  the  seventh  day  of 


disease  there  were  neurologic  residua.  This  series 
of  patients  ranged  in  age  from  five  months  to  five 
years,  an  age  group  in  which  influenzal  meningitis 
mortality  was  about  95  per  cent  prior  to  the  use  of 
sulfonamide  combinations.  The  authors  state, 
however,  that  they  have  become  increasingly  in- 
terested in  single  forms  of  antibiotic  therapy  be- 
cause, among  other  things,  of  their  simplicity  and 
effectiveness. — Fred  R.  McCrumb,  Jr.,  M.D.,  Howard 
E.  Hall,  M.D.,  Jerome  lmburg,  M.D.,  Ann  Meridelh, 
B.S.,  Robert  Helmhold,  U.S.A.,  Juan  Basora  y De- 
fillo,  M.D.,  and  Theodore  E.  Woodward,  M.D., 
Journal  of  the  American  Medical  Association,  Febru- 
ary 17,  1951 


INFANTILE  CORTICAL  HYPEROSTOSES  WITH  A REPORT  OF 
TWO  CASES 

Halford  Hallock,  M.D.,  New  York  City 
( From  the  New  York  Orthopaedic  Dispensary  and  Hospital) 


IN  1945,  Caffey  and  Silverman  of  the  Depart- 
ment of  Pediatrics,  College  of  Physicians  and 
Surgeons,  Columbia  University,  and  Babies 
Hospital  published  the  case  reports  of  four  pa- 
tients with  a new  infantile  syndrome.1  The 
principal  features  were  an  onset  in  the  early  part 
of  the  first  year;  tender  swelling  in  one  or  more 
of  the  following  sites:  face  and  jaws,  scapular 

regions,  and  extremities;  and  multiple  scattered 
hyperostoses  demonstrated  roentgenographically 
in  bones  adjacent  to  the  tender  swellings  and  also 
in  several  other  bones  whose  overlying  soft  tissues 
appear  to  be  normal  clinically  and  roentgeno- 
graphically. In  addition,  there  may  be  fever, 
irritability,  pleural  effusion,  anemia,  and  leuko- 
cytosis. Since  then  a number  of  other  case  re- 
ports have  been  published  by  various  authors.2-6 
The  purpose  of  this  presentation  is  to  add  the 
records  of  two  patients  with  infantile  cortical 
hyperostoses  that  have  been  observed  at  the  New 
York  Orthopaedic  Hospital. 

The  basic  roentgenographic  change  is  an  ex- 
ternal thickening  of  the  cortex  which  is  lamellated 
in  many  instances.  The  terminal  portions  of  the 
shafts  of  long  bones  are  not  involved.  The  ex- 
ternal surface  of  the  affected  bone  is  rough  and 
irregular.7 

Biopsies  have  shown  hyperplasia  of  lamellar 
cortical  bone  without  evidence  of  inflammation 
or  subperiosteal  hemorrhage  (three  cases,  Caffey 
and  Silverman;  two  cases,  Smyth,  Potter,  and 
Silverman);  degeneration,  fatty  and  fibrous  re- 
placement of  muscle,  and  periosteal  new  bone 
formation  (seven  cases,  Smyth,  Potter,  and  Silver- 
man);  edema  and  invasion  with  inflammatory 
cells  of  muscles  overlying  the  bony  enlargement 
(one  case,  Dickson,  Luckey,  and  Logan). 1,21 4 
Autopsy  findings,  reported  by  Mossberger,  in  an 
eight-month-old  baby  who  died  suddenly  from  an 
undetermined  cause  during  his  illness  included 
cortical  thickening  of  some  of  the  long  bones, 
generalized  lymphadenopathy,  and  acute  focal 
enteritis.8  The  latter  may  have  been  an  inciden- 
tal finding.  In  the  left  humerus,  which  was 
studied  in  detail,  a layer  of  spongy  bone  was 
found  beneath  a thickened  periosteum  completely 
surrounding  the  diaphysis.  No  evidence  of 
hemorrhage  or  necrosis  was  observed. 

The  cause  of  the  condition  is  unknown.  No 
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evidence  has  been  adduced  that  it  is  due  to  bac- 
terial infection,  syphilis,  vitamin  deficiency,  or 
vitamin  intoxication.  Caffey  and  Silverman 
suggested  that  since  virus  infection  in  early  in- 
fancy might  be  more  prevalent  than  had  been 
supposed  and  since  Rivers  had  demonstrated  that 
experimental  virus  infection  of  the  cornea  was 
followed  by  a hyperplastic  reaction  without 
cellular  infiltration,  such  an  infection  should  be 
considered  a possible  etiologic  factor.9  An 
allergic  reaction  also  was  suggested  by  these 
authors  as  the  rapid  development  of  the  facial 
swellings  in  their  patients  resembled  the  sudden 
appearance  of  angioneurotic  lesions,  although 
there  was  neither  pruritis  nor  eosinophilia. 
Mossberger  found  in  his  patient  at  autopsy  most 
of  the  morphologic  features  of  excessive  embry- 
onal osteogenesis.8  He  suggested  that  if  the  bone 
lesion  were  the  result  of  excessive  osteogenesis 
due  to  a disturbed  metabolic  process,  initiated 
by  some  stimulus  of  an  infectious  nature,  the 
clinical  course  of  this  patient  could  be  under- 
stood. 

Treatment  is  entirely  symptomatic.  There  is 
no  known  specific  therapy.  In  a patient 
reported  by  Whipple  sulfonamides  and  penicillin 
were  without  effect.5  All  reported  patients  have 
recovered,  apparently  without  residual  change. 

Knowledge  of  the  malady  is  of  importance  in 
order  that  it  may  be  distinguished  from  syphilis, 
scurvy,  fracture,  osteomyelitis,  and  sarcoma.10 

Case  Reports 

Case  1. — A.  A.,  a three-month-old  female  baby, 
was  admitted  to  the  New  York  Orthopaedic  Dis- 
pensary and  Hospital  on  August  17,  1949,  with  a 
history  of  painful  limitation  of  motion  of  the  right 
shoulder  since  six  weeks  of  age.  Two  and  a half 
weeks  after  the  onset  a lump  wras  noticed  in  the 
axilla.  Past  and  family  histories  w'ere  irrelevant. 
The  diet  had  consisted  of  a formula  with  Pablum 
and  orange  juice  but  without  supplementary  vi- 
tamins. 

Examination  revealed  a healthy  appearing,  irri- 
table baby  wit  h an  elevated  right  shoulder  and  an 
axilla  filled  wdth  a hard  mass.  The  scapula  was 
enlarged  and  thickened. 

Full  passive  motion  was  present  in  the  shoulder 
but  with  pain.  X-rays  on  August  24,  1949,  were 
reported  as  showing  enlargement  of  the  right  scapula 
wdth  irregular  contour,  texture,  and  density  consist- 
ent with  a malignant  process,  probably  osteogenic 
(ossifying)  sarcoma  (Fig.  1).  The  lungs  were  nega- 
tive. 
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Fig.  1.  Case  1 — August  24,  1949.  Involvement 
of  the  right  scapula  at  the  time  of  admission  to  the 
clinic. 


Laboratory  findings  were  as  follows:  red  blood 

cells  4,200,000,  hemoglobin  68  per  cent  (10.6  Gm.), 
white  blood  cells  12,600  with  polymorphonuclears 
34,  lymphocytes  50,  monocytes  5,  and  eosinophils  3. 
Sedimentation  rate  (Westergren)  was  45  mm.  in 
one  hour. 

The  patient  was  admitted  to  the  ward  on  Septem- 
ber 9,  1949,  for  biopsy  under  a provisional  diagnosis 
of  sarcoma.  Her  temperature  was  99  F.  After 
admission  she  developed  bilateral  mandibular  swell- 
ing with  cortical  hyperplasia  at  which  time  the  true 
nature  of  the  condition  was  recognized  (Fig.  2). 
Nothing  more  therefore  was  done,  and  the  patient 
was  discharged  September  24,  1949.  X-rays  of  the 
rest  of  the  skeleton  were  negative. 

By  October  21,  1949,  marked  improvement  had 
occurred,  and  on  July  14,  1950,  the  right  scapula 
appeared  normal  and  full  motion  of  the  shoulder 
was  present.  X-rays  showed  almost  complete  res- 
olution of  the  process  (Fig.  3). 

The  patient  was  seen  last  on  April  9,  1951.  Nor- 
mal use  of  the  arm  was  present,  and  there  was  no 
soft  tissue  swelling  or  apparent  enlargement  of  the 
scapula. 

Case  2. — E.  R.,  a six-month-old  female  baby,  was 
admitted  to  the  New  York  Orthopaedic  Dispensary 
and  Hospital  on  June  5,  1950.  When  the  baby  was 
four  and  one-half  months  old,  it  was  noticed  that 
the  right  leg  below  the  knee  was  growing  larger 
than  the  left.  Examination  revealed  a well-devel- 
oped and  well-nourished  but  irritable  child.  There 
was  a tender,  bony,  hard  swelling  of  the  posterior 
and  lateral  portions  of  the  right  leg,  extending  from 
the  knee  to  the  ankle.  There  was  no  increase  in 
local  heat,  but  the  skin  was  shiny  and  tense.  No 
active  movements  of  the  ankle  and  toes  were  noted, 
even  on  stimulation. 

X-rays  on  June  5,  1950,  were  reported  as  showing 
a fusiform  enlargement  of  the  right  fibula  with 
laminated  appearance  and  thickening  of  the  soft 
tissues  suggestive  of  Ewing’s  tumor  (Figs.  4 and  5). 
The  lungs  were  considered  to  be  within  normal  limits. 


Fig.  2.  Case  1 — September  14,  1949.  Mandibular 
involvement. 


Laboratory  findings  were  as  follows:  red  blood 

cells  3,090,000,  hemoglobin  55  per  cent  (8.6  Gm.), 
white  blood  cells  13,550  with  polymorphonuclears 
33,  lymphocytes  60,  monocytes  1,  and  eosinophils  6. 
Mazzini  and  Kahn  tests  were  negative. 

On  June  12,  1950,  an  indurated  swelling  of  the 
jaw  was  noted,  and  roentgenograms  revealed  mandib- 
ular cortical  hyperplasia.  The  right  leg  appeared 
better.  There  was  less  swelling,  and  movements  of 
the  toes  were  present.  On  September  27,  1950,  the 
patient  had  no  pain,  and  there  was  little  swelling 
in  the  leg  which  otherwise  appeared  normal.  X- 
rays  of  the  fibula  showed  marked  absorption  of 
newly  formed  bone  (Fig.  6). 


Fig.  3.  Case  1 — July  21,  1950,  eleven  months  later. 
The  scapula  appears  almost  normal. 
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The  patient  was  seen  last  on  January  17,  1951. 
The  right  leg  appeared  slightly  larger  than  the  left. 
There  were  no  symptoms  and  no  limitation  of  func- 
tion. 
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Fig.  6.  Case  2 Three  and  one-half  months  after 
admission. 
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CORKSCREW  BOLT  FOR  INTRACAPSULAR  FRACTURE  OF  THE  HIP 

Robert  K.  Lippmann,  M.D.,  New  York  City 

( From  the  Orthopedic  Service  of  Mount  Sinai  Hospital) 


RECENT  years  have  added  little  to  the  solu- 
tion of  the  problem  of  the  intracapsular 
fracture.  The  two  spectres,  aseptic  necrosis  and 
nonunion,  continue  to  haunt  the  hip  convalescent 
to  the  extent  that  his  chances  for  full  rehabilita- 
tion are  considerably  less  than  50  per  cent.1 

For  aseptic  necrosis,  the  most  frequent  compli- 
cation, there  is  still  no  practicable  method  of  early 
recognition  or  prevention.  Late  collapse  of  the 
femoral  head,  arthritis  due  to  areas  of  subchon- 
dral collapse,  refracture  at  a level  higher  than  that 
of  the  original,  and  nonunion  constitute  its. four 
common  manifestations  against  which  we  remain 
defenseless. 

The  early  x-ray  appearance  of  nonunion  due  to 
aseptic  necrosis  does  not  differ  materially  from 
the  far  larger  group  of  nonunions  due  to  other 
causes  in  which  the  femoral  head  remains  viable. 
The  density  characteristic  of  necrosis  often  fails 
to  appear  until  some  time  later.  Despite  this 
delay  in  identification  these  cases  should  properly 
be  classified  in  the  aseptic  necrosis  group  and 
separated  from  the  nonunions  in  which  viability  is 
preserved.  They  present  an  entirely  different 
therapeutic  problem. 

The  Fracture  Committee  of  the  American 
Academy  of  Orthopedic  Surgeons  has  reported 
that  approximately  30  per  cent  of  fresh  fractures 
of  the  neck  end  in  nonunion.2  Although  massive 
aseptic  necrosis  accounts  for  a proportion  of  tins 
high  percentage,  in  our  experience  most  nonunions 
develop  in  spite  of  a viable  femoral  head.  These 
are  the  failures  about  which  we  cannot  remain 
complacent. 

It  is  incumbent  upon  us  to  inquire  whether 
more  powerful  fixation  is  obtainable  and  whether 
such  fixation  might  prevent  at  least  some  of  these 
failures. 

Weakness  of  the  Standard  Hip  Fixation 

There  are  many  indications  that  the  classic  hip 
fixation  possesses  a small  degree  of  reserve 
strength.  The  anatomy  and  physiology  of  the 
hip  fracture  do  not  adapt  readily  to  internal  fixa- 
tion, and  the  difficulties  of  the  problem  are  often 
amplified  by  individual  factors.  A few  weak- 
nesses of  the  hip  fixation  may  be  reviewed. 
Ward’s  triangle,  for  example,  is  located  precisely 
where  rich  trabecular  bone  would  be  so  vital  to 
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Fig.  1.  Ward’s  triangle,  the  weak  area  of  the  fe- 
moral neck. 


the  solidarity  of  the  fixation  device  and  where 
actually  it  is  so  sparsely  encountered  (Fig.  1). 
Characteristic  of  hip  fracture  also  is  the  usual  por- 
osity of  the  bone  already  present  at  the  time  of 
fracture  and  the  inevitable  postfracture  increase 
of  atrophy  due  to  hyperemia  of  repair.  Unless 
callus  is  formed  promptly  to  augment  and  rein- 
force the  metallic  fixation,  slipping  is  bound  to  oc- 
cur sooner  or  later.  Any  series  of  nonunions  of 
the  hip  reveals  the  constant  accompaniment  of 
slipping  of  the  fragments  as  part  of  the  picture. 
In  the  hip,  therefore,  the  fixative  device  must  be  re- 
garded as  an  interval  support.  Its  margin  of  re- 
serve strength  is  low  and  diminishes  steadily  as 
time  progresses.  When  the  bone  is  sturdy,  when 
reduction  and  fixation  are  accurate,  its  strength  is 
sufficient  to  hold  until  callus  can  share  the  strain. 
When  defect  is  present  in  these  factors,  the  chance 
of  slipping  is  high. 

Finally,  it  is  important  to  recognize  that  once 
fixation  has  slipped,  the  fracture  line  becomes 
more  vertical  and  the  strain  greater,  and  the  frac- 
ture surfaces  lose  their  apposition.  The  oppor- 
tunity for  healing,  therefore,  steadily  diminishes. 
For  these  reasons  delayed  union  at  the  hip  is  prac- 
tically nonexistent.  Further  slip  may  always  be 
anticipated,  and  nonunion  is  the  almost  inevitable 
outcome.  To  these  weaknesses,  characteristic  of 
all  intracapsular  fractures,  the  variables  of  the 
individual  fixation  must  be  added.  These  include 
the  accuracy  of  reduction  and  fixation,  the  pres- 
ence of  excessive  porosity  of  the  bone,  and  the 
time  factor,  i.e.,  the  inevitable  contest  between 
the  unpredictable  speed  of  callus  formation  versus 
the  speed  of  development  of  hyperemic  atrophy 
and  fixation  weakness.  The  healing  evaluation 
may  be  graphically  represented  as  in  Table  1. 
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TABLE  I. — Hip  Fracture  Equation 


! 1.  Muscle  pull 
2.  Weightbearing 

Y 3.  Increasing  weakness  of  mechanical  fixation 


^ 1.  Initial  strength  of  mechanical  fixation 

A.  Quality  of  skeleton 

B.  Fracture  line  variation 

C.  Reduction,  impaction,  and  fixation  accuracy 

I D.  Potential  of  fixative  device 

2.  Speed  of  healing 

A.  Endocrine  and  metabolic 

B.  Viability  of  femoral  head 

C.  Accuracy  of  apposition  and  impaction 


Whichever  of  these  factors  might  be  responsible 
for  individual  nonunion,  the  conclusion  is  inevi- 
table that  the  basic  weapon  against  these  failures 
must  be  more  secure  fixation. 

Mechanism  of  Slipping 

If  slipping  is  to  be  avoided,  its  mechanism  must 
be  clearly  understood.  In  the  anatomy  labora- 
tory, the  mechanism  of  slipping  is  easy  to  repro- 
duce. Many  compression  tests  have  been  per- 
formed with  impressive  machines  upon  intracap- 
sular  fractures  fixed  with  a variety  of  instruments, 
but  they  have  given  false  reassurance.  Such 
tests  reveal  considerable  resistance  against  direct 
weight-bearing  pressure  but  fail  to  reveal  the 
great  weakness  of  the  fixation  against  external  ro- 
tary strain.  A variety  of  nails,  bolts,  and  screws 
were  so  tested,  and  differences  between  them  ap- 
peared entirely  insignificant.  With  all  of  them  a 
firm  manual  twist  of  the  extremity  into  external 
rotation  sufficed  to  disrupt  the  fixation  in  this 
plane,  and  it  became  thenceforth  easy  to  press  the 
fragments  manually  into  varus  position.  If 
placement  is  faulty,  the  fixative  instrument  can 
buckle  out  of  the  head.  Generally,  however,  dis- 
sections of  the  disrupted  specimen  show  the  weak- 
ness to  lie  in  Ward’s  triangle,  where  there  is  mini- 
mal resistance  to  lateral  deviation  of  the  fixative 
instrument.  Only  one  type  of  fixation  exhibited 
a surprising  superiority  in  rotary  stability,  a true 
compression  impaction  with  the  cortices  of  the 
neck  driven  firmly  into  the  trabecular  structure  of 
the  head.  When  this  status  is  obtained  and 
maintained  by  the  corkscrew  bolt,  the  fixation  can 
be  disrupted  only  with  great  difficulty.  It  is  im- 
portant to  appreciate  that  compression  impaction 
accounts  for  the  stability  of  the  fixation,  not  the 
instrument.  The  corkscrew"  bolt  is  merely  an  ef- 
fective instrument  for  securing  and  maintaining 
this  status.  If  the  bolt  is  utilized  like  other  fixa- 
tion devices  merely  to  secure  apposition  of  the 
fracture  ends,  the  resulting  fixation  is  no  stronger 
than  those  produced  by  other  methods.  Of  the 
greatest  importance,  therefore,  is  the  correct  ap- 
plication of  the  instrument. 

Device  and  Technic  of  Insertion 

The  corkscrew  bolt  and  its  insertion  have  been 


Fig  2.  Corkscrew  bolt. 


previously  described  (Fig.  2). 3-5  The  instrument 
is  not  complicated,  and  only  simple  tools  are  used 
for  its  placement.  Of  the  numerous  compression 
devices  that  have  been  described,  the  corkscrew 
bolt  has  the  advantages  of  small  diameter  with  no 
loss  of  efficiency.  It  bores  its  own  channel,  and, 
since  excess  shaft  can  be  clipped  off,  no  compli- 
cated length  estimates  are  required.  A few 
principles  in  its  application  are  at  marked  vari- 
ance with  conventional  insertion  procedures. 
These  principles  must  be  stressed  if  a full  measure 
of  efficiency  is  to  be  gained.  Low  insertion,  as  is 
proper  for  noncompression  devices,  runs  the  risk 
of  pulling  the  capital  fragment  down  promptly 
into  varus  position  when  a compression  screw  is 
used.  High  insertion  is  therefore  imperative 
(Fig.  3).  With  high  insertion,  the  head  can  move 
upward  into  valgus  position  wrhen  compression 
force  is  applied,  but  this  is  not  unfavorable.  If 
two  bolts  are  used,  as  has  been  our  practice,  the 
insertion  point  of  election  of  the  first  is  above  the 
most  prominent  eminence  of  the  trochanter,  the 
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Fig.  4.  Risk  of  posterior  placement. 


vastus  ridge.  The  second  bolt  should  enter  the 
femur  not  lower  than  1/i  inch  below  the  ridge. 
The  aim  is  for  the  greatest  horizontality  that  in- 
dividual anatomy  will  safely  permit.  Moreover, 
in  intracapsular  fractures  the  posterior  neck 
cortex  is  often  comminuted.  It  is  advisable, 
therefore,  to  insert  relatively  anteriorly  as  well  as 
high  so  that  compression  is  in  line  with  the  more 
dependable  anterior  cortex  (Fig.  4).  The  use  of 
two  bolts  is  recommended  because  of  increased 
strength  and  because  two  bolts  are  far  easier  to 
apply  than  one.  When  two  bolts  are  used,  it  is 
not  necessary  or  even  advisable  to  enter  the  center 
of  the  head.  An  eccentric  position  is  preferable 
for  the  first  insertion  since  the  second  bolt  can  be 
easily  directed  into  the  opposite  head  quadrant. 
It  is  necessary  of  course  that  the  entire  corkscrew 
section  of  each  bolt  rest  entirely  within  the  head 
fragment  and  not  across  the  fracture  line.  When 
the  trochanter  catch  has  been  impacted  into 
position  and  the  overlying  nut  applied,  the  nuts 
should  be  tightened  alternately  while  the  leg  is 
held  firmly  in  internal  rotation.  This  guards 
against  buckling.  The  impaction  typically  at- 
tained on  the  operating  table  measures  r/4  to  3/8 
of  an  inch.  Weight  bearing  is  generally  per- 
mitted six  or  seven  weeks  after  operation  with  the 
reservation  that  when  the  bone  is  soft  or  the  fixa- 
tion not  up  to  standard,  walking  may  be  deferred 
several  weeks  longer. 

These  time  limits  were  set  empirically  since 
with  the  impaction  method  it  is  often  impossible 
to  determine  precisely  when  bone  healing  has 
been  attained.  X-ray  specialists  unfamiliar 
with  the  method  are  often  deceived  into  reporting 
solid  union  within  the  first  week  after  fixation. 

Perhaps  the  most  important  criterion  of  these 
considerations  and  the  method  based  upon  them 
rest  with  the  clinical  record.  This  review  of  the 
corkscrew  bolt  fixations  was  focused  essentially 
upon  the  question  of  bony  union  as  a reflection  of 
the  stronger  fixation  principle.  It  is  not  intended 


TABLE  II. — Bony  Union  Evaluation  in  63  Cases  Fol- 
lowed  Eight  Months  to  Six  and  One-half  Years 


Number  of 
Cases 

Per  Cent 

Nonunion  with  massive  aseptic 

necrosis 

4 

6.3 

Nonunion  with  viability  of  head 

retained 

3 

4.7 

Total  nonunions 

7 

11.0 

Fractures  healed 

56 

89.0 

as  an  end  result  study  which  would  have  repre- 
sented a far  more  comprehensive  endeavor. 

The  corkscrew  bolt  method  as  described  has 
been  utilized  for  the  past  seven  years  by  members 
of  the  Mount  Sinai  Hospital  orthopedic  staff. 
Only  those  patients  that  were  followed  for  a 
minimum  of  eight  months  were  included  unless  a 
shorter  period  sufficed  to  ascertain  that  the  fixa- 
tion had  given  way.  Excluded  from  this  study 
were  four  cases  in  which  death  occurred  within 
eight  months  of  fracture  (due  to  unrelated 
causes).  Four  recent  intracapsular  fractures 
have  thus  far  maintained  excellent  position,  and 
three  are  now  bearing  weight.  These  cases  were 
also  excluded  from  this  study  as  still  too  early  for 
bone  union  evaluation. 

Sixty-three  intracapsular  fractures  were  ob- 
served for  at  least  eight  months  up  to  six  and  one- 
half  years  (Table  II).  In  this  group  seven  fixa- 
tion failures  were  associated  with  massive  aseptic 
necrosis  of  the  femoral  head  (6.3  per  cent).  In 
two  of  these  failures  the  massive  necrosis  was 
verified  by  microscopic  study  after  reconstruction 
procedures.  In  the  other  two  instances  late 
x-rays  left  little  doubt  as  to  the  death  of  the  head. 
In  this  group  of  four  cases,  it  wras  assumed  that 
the  callus  delay  had  exhausted  fixation  strength. 
As  would  be  anticipated,  these  are  late  failures, 
appearing  only  after  a minimum  of  three  to  four 
months.  If,  as  we  believe,  aseptic  necrosis  is 
determined  at  the  time  of  injury  rather  than  at 
the  fixation  procedure,  these  four  failures  must  be 
regarded  as  an  irreducible  minimum  representa- 
tive of  the  group  entirely  unsalvageable  by  any 
known  means. 

It  is  notable  that  only  three  failures  occurred  in 
cases  in  which  viability  of  the  head  was  retained 
(4.7  per  cent).  Of  these  three  failures  one  oc- 
curred in  a previously  totally  invalided  patient 
with  severe  and  uncontrollable  rigidity  and  tre- 
mor due  to  paralysis  agitans. 

Two  failures  in  this  group  were  clearly  attribut- 
able to  poor  placement  of  the  bolts  and  occurred 
quite  promptly  after  fixation.  These  patients 
left  our  care  and  could  not  be  followed  further. 
The  remainder,  56  of  the  63  patients,  or  89  per 
cent,  attained  prompt  and  solid  bony  union.  It 
would  gain  little  to  illustrate  more  than  a few7  of 
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Fig.  5.  Illustrative  results  of  corkscrew-bolt  im- 
paction method. 


these  cases  (Fig.  5).  The  x-rays  shown  are  un- 
selected except  that  all  are  at  least  eight  months 
after  fracture  and  some  several  years  later.  Note 
the  horizontal  placements. 

The  corkscrew  bolt  method  evaluation  must 
include  the  question  of  whether  forcible  screw 
impaction  is  of  itself  productive  of  aseptic  necro- 
1 sis.  Our  data  yield  only  24  cases  that  have  been 
under  controlled  observation  for  three  or  more 
j years  (Table  III).  These  cases  include  two  mas- 
I sive  necroses  with  secondary  nonunion  and  two 
j apical  necroses,  as  well  as  one  instance  of  high 
I refracture.  This  20.5  per  cent  incidence  of  the 
! manifestations  of  aseptic  necrosis  is  not  excessive 
as  compared  with  the  results  of  other  procedures. 
! Although  further  casualties  may  develop  in  this 
j small  series  with  more  time,  indications  thus  far 
suggest  that  of  itself  the  technic  is  not  productive 
of  aseptic  necrosis. 

Arthritis,  mentioned  as  a common  sequel  to  hip 
I fracture  by  a number  of  observers,  was  singularly 
in  abeyance  in  this  small  series. 

Two  instances  of  low-grade  and  practically 

m 


TABLE  III. — Aseptic  Necrosis  Evaluation  in  24  Cases 
Followed  Three  to  Seven  Years 


Number  of 
Cases 

Per  Cent 

Massive  necrosis 

2 

8.2 

Late  apical  necrosis 

2 

8.2 

High  late  refracture 

1 

4.1 

Total 

5 

20.5 

asymptomatic  mechanical  arthritis  were  en- 
countered as  a direct  consequence  of  bolts  that 
protruded  into  the  joint  cavity.  These  bolts 
were  promptly  withdrawn.  Except  as  the  direct 
consequence  of  femoral  head  collapse  in  the  asep- 
tic necrosis  cases,  osteoarthritis  has  not  been  en- 
countered. Is  it  possible  that  osteoarthritis  re- 
sults from  the  impaction  of  the  nail  and  is  not  a 
direct  sequel  of  the  fracture? 

Summary 

In  summary,  clinical  evidence  of  a compara- 
tively small  series  of  cases  would  seem  to  support 
the  contention  that  stronger  fixation  can  actually 
be  supplied  by  the  corkscrew  bolt.  This  results 
in  a higher  proportion  of  bony  union  than  is  the 
usual  yield.  This  appears  to  be  due  partly  to  the 
direct  effect  of  stronger  support  and  partly  to  the 
stimulation  of  callus  resulting  directly  from  solid 
impaction.  To  attain  superior  results,  the  cork- 
screw bolt  must  be  properly  applied,  and  this  de- 
mands slightly  more  effort  than  do  many  other 
devices.  More  successful  outcomes,  earlier  am- 
bulation, and  abeyance  of  arthritic  changes 
appear  to  be  the  rewards  of  this  effort.  The 
manifestations  of  aseptic  necrosis  are  not  modified 
in  detectable  degree  by  the  method. 
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I DEODORIZATION  OF  COLOSTOMIES  AND 

I OF  CHLOROPHYLL  PREPARATIONS 

Gratifying  results  were  obtained  by  either  local  or 
! oral  chlorophyll  treatment  in  reducing  odors  attend- 
!j  ant  upon  colostomies  or  foul  vaginal  discharge  in  a 
j series  of  40  patients.  In  colostomy  deodorization, 

II  suppositories  containing  chlorophyll  were  effective 
if  a normal  bowel  pattern  had  been  established,  but 

I oral  administration  was  ineffective  in  these  patients, 
j In  dosages  of  0.2  to  0.4  Gm.,  however,  oral  adminis- 


LEUKORRHEIC  CONDITIONS  BY  MEANS 

tration  successfully  masked  the  foul  odor  accom- 
panying leukorrhea  in  this  series.  In  those  cases 
requiring  vaginal  packs,  intermittent  chlorophyll 
irrigations  proved  the  only  effective  method.  Ap- 
parently there  were  no  contraindications  to  oral 
use. 

— -Vernon  B.  Astler,  M.D.,  and  George  W.  Morley, 
M.D.,  University  of  Michigan  Bulletin,  April,  1951 
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THE  USE  OF  INFRARED  RADIATION  IN  COLORIMETRY 

A Rapid  Estimation  of  Alcohol  in  Body  Fluids  Using  the  Test-tube  Still 

Frederick  R.  Weedon,  M.D.,Jack  H.  Gustafson,  and  Jean  D.  Rolfe,  Jamestown,  New  York 
( From  the  Municipal  Laboratory ) 


THERE  are  numerous  procedures  for  the  de- 
termination of  alcohol  in  body  fluids  utilizing 
the  oxidation  of  the  alcohol  to  acetic  acid.  In 
most  of  these  methods  the  alcohol  is  distilled  from 
the  specimen  or  absorbed  by  a current  of  air  and 
oxidized  by  a potassium  dichromate-sulfuric  acid 
mixture.  The  alcohol  content  is  estimated  by 
determining  the  remaining  excess  of  oxidizing 
agent  by  titration  or  colorimetric  methods. 
Most  of  these  procedures  are  limited  in  that  they 
require  special  apparatus  or  complicated  labora- 
tory technic. 

In  the  method  which  follows,  the  work  of  Shef- 
tel  has  been  simplified  in  that  the  entire  reaction 
takes  place  within  a colorimeter  tube.1 

Apparatus  and  Reagent 

Klett-Summerson  photoelectric  colorimeter 
Klett-Summerson  colorimeter  tubes  graduated 
to  5 and  10  ml. 

8-mm.-bore  glass  tubing,  13  cm.  long,  fused  at 
one  end 

Filter  paper  strips  10  by  2.5  cm.,  ordinary  grade 
Klett-Summerson  number  42  blue  filter  (spec- 
tral range  400  to  465  millimicrons) 

250-watt  infrared  reflector  drying  bulb 
Accurate  2/i0-ml.  measuring  pipet 
0.6393  per  cent  solution  of  potassium  dichro- 
mate in  50  per  cent  (by  volume)  sulfuric  acid 

Procedure 

The  reaction  assembly  is  prepared  by  pipetting 
a 0.2-ml.  sample  into  a 13-cm.  length  of  8-mm.- 
bore  glass  tubing  which  has  been  closed  by  fusing 
at  one  end.  A 10  by  2.5-cm.  piece  of  tightly 
rolled  filter  paper  is  inserted  to  within  4 mm.  of 
the  bottom  of  the  tube  so  as  to  absorb  the  sample. 
The  tubing  is  then  placed  open  end  down  in  a 
colorimeter  tube  containing  1 ml.  of  a standard 
0.6393  per  cent  potassium  dichromate  reagent  in 
50  per  cent  by  volume  sulfuric  acid.  The  test 
assembly  is  shown  in  diagram  in  Fig.  1A  and  in 
photograph  in  Fig.  IB.  The  assembly  is  then 
placed  in  a test-tube  rack  and  the  infrared  bulb 
adjusted  so  that  it  is  exactly  11.5  cm.  from 
the  glass  tube.  The  tube  is  heated  for  ten  min- 
utes, after  which  the  tube  is  turned  180  degrees 
and  heated  for  an  additional  ten  minutes.  At 
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Fig.  1.  (A)  Diagrammatic  representation  of  the 

test  assembly.  (B)  Photograph  of  test  assembly. 


the  end  of  the  twenty-minute  period  the  bulb  is  ! 
turned  off,  and  the  assembly  is  allowed  to  cool  for 
five  minutes.  The  inner  tube  is  removed  and 
washed  with  distilled  water,  taking  care  that  the 
water  does  not  reach  the  rolled  filter  paper.  The 
partially  reduced  potassium  dichromate  solution 
and  washings  are  then  diluted  to  10  ml.  with  dis- 
tilled water.  The  colorimeter  tube  is  stoppered 
with  a paraffin-treated  cork  and  the  contents 
mixed  by  inversion.  The  colorimeter  is  set  at  a 
reading  of  230,  using  a number  42  blue  filter  and  a 
reagent  blank  containing  1 ml.  of  potassium  di- 
chromate. 

The  tube  is  then  placed  in  the  colorimeter,  and 
readings  are  taken.  The  percentage  of  alcohol 
can  be  estimated  by  referring  to  a standard  curve 
which  has  been  prepared  by  using  known  amounts 
of  alcohol  in  distilled  water  (Fig.  2).  It  is  recom- 
mended that  the  determinations  be  run  in  dupli- 
cate and  also  that  the  potassium  dichromate  re-‘ 
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O .10  .20  .50  .40 

PERCENT  ALCOHOL 

Fig.  2.  Standard  curve  for  determining  percentage 
of  alcohol. 


agent  be  checked  periodically  by  titration  or  re- 
duction with  known  amounts  of  alcohol. 

Experimental  Data 

A standard  curve  was  prepared  in  our  labora- 
tory using  the  following  amounts  of  alcohol  (per 
cent):  0.06,  0.09,  0.13,  0.15,  0.16,  0.19,  0.25, 
0.31,  and  0.35. 

This  test  wras  conducted  with  known  amounts 
of  alcohol  in  w'ater,  urine,  and  oxalated  blood. 
The  results  obtained  are  given  in  Table  I and 
clearly  show  the  good  reproducibility  of  this 
method. 

Reference 

1.  Sheftel,  A.  G.:  J.  Lab.  & Clin.  Med.  23:  441  (1938). 

Discussion 

Louis  R.  Ferraro,  M.D.,  Poughkeepsie. — The  need 
for  a reliable  and  simple  test  for  the  determination 
of  alcohol  in  body  fluids  is  quite  evident  as  one  re- 
views the  various  technics  that  have  been  devised 


TABLE  I. — Percentage  Results  of  Test  Performed 
with  Known  Amounts  of  Alcohol  in  Water,  Urine,  and 
Blood 


Alcohol  Alcohol  Alcohol 

in,  Water in  Urine in  Blood 


Per 

Cent 

Taken 

Per 

Cent 

Found 

Per 

Cent 

Taken 

Per 

Cent 

Found 

Per 

Cent 

Taken 

Per 

Cent 

Found 

0.02 

0.02 

0.06 

0.08 

0.  13 

0.12 

0.03 

0.03 

0.09 

0.10 

0.  16 

0.16 

0.04 

0.04 

0.13 

0.13 

0 19 

0.  19 

0.06 

0.05 

0.16 

0.  16 

0.25 

0.27 

0.09 

0. 10 

0.  19 

0.21 

0.31 

0.30 

0.  13 

0.13 

0.25 

0.25 

0.  15 

0.  15 

0.31 

0.29 

0.  16 

0.  16 

0.  19 

0.20 

0.22 

0.22 

0.25 

0.24 

0.30 

0.31 

0.35 

0.36 

for  this  estimation.  Many  of  the  procedures  hereto- 
fore described  have  required  special  apparatus  and 
thus  have  discouraged  the  more  general  use  of  this 
test  in  the  clinical  laboratory.  During  the  past  war, 
ethyl  alcohol  in  body  fluids  was  determined  in  most 
instances  in  the  Army  laboratories  by  a modification 
of  the  method  which  was  originally  devised  by  the 
French  toxicologist,  Nicloux.  Many  are  acquainted 
w'ith  the  shortcomings  of  this  procedure,  particularly 
regarding  the  unstable  standards,  and  the  annoying 
change  in  color  which  developed  in  the  standards 
when  either  cork  or  rubber  stoppers  containing  re- 
ducing substances  came  in  contact  with  the  standard 
solutions.  Yet,  in  spite  of  this  deficiency,  consider- 
able emphasis  was  placed  on  the  results  obtained  by 
the  Nicloux  modification. 

The  method  introduced  by  Dr.  Weedon  and  his 
coworkers  offers  an  accurate  and  simple  method  for 
the  determination  of  ethyl  alcohol  in  body  fluids, 
utilizing  a minimum  of  equipment.  We  have  tried 
this  technic  against  known  amounts  of  alcohol  in 
various  fluids  and  obtained  results  comparable  to 
those  reported.  This  method  should  be  a stimulus 
for  the  reintroduction  of  the  more  or  less  discarded 
alcohol  determination  in  the  clinical  laboratory,  and 
a simplification  of  alcohol  estimation  in  medicolegal 
cases. 


CORTISONE  PLUS  INSULIN  IN  THE  PALLIATIVE  TREATMENT  OF  RHEUMATOID 
ARTHRITIS 


Because  of  the  cost  and  possible  side-effects  of 
cortisone,  its  combined  use  with  insulin  was  investi- 
gated to  determine  whether  comparable  clinical  re- 
sults could  be  obtained  with  smaller  quantities  of  the 
former.  Trials  on  a small  series  of  12  cases  are 
sufficiently  encouraging  to  warrant  proposal  of  the 
method  as  a profitable  field  of  study.  In  order  to 
determine  minimum  requirements  for  palliative 
effect,  the  patients  initially  were  divided  nonselec- 
tively  into  three  groups.  Final  determination  of 
dosage  and  improvements  were  as  follows:  (a) 

cortisone  12.5  mg.,  insulin  20  U:  no  improvement; 
(6)  cortisone  25  mg.,  insulin  40  U:  definite  progress 


in  six  of  eight  patients;  (c)  cortisone  50  mg.,  insulin 
20  to  60  U:  Major  improvement  or  complete  re- 

mission occurred  in  11  of  12  patients,  and  minor 
improvement  in  one  (who  has  irreversible  changes 
that  had  not  previously  responded  any  better  to  a 
month’s  course  of  cortisone  at  full  dosage).  The 
only  side-effects  were  episodes  of  hypoglycemia  con- 
trolled by  giving  sweetened  orange  juice  at  once. 
The  period  of  treatment  for  maximal  palliative  effect 
varied  from  ten  to  thirty  days. — Edward  Henderson, 
M.D.,  John  W.  Gray,  M.D.,  Marvin  Weinberg,  M.D., 
Evelyn  Z.  Merrick,  M.D.,  and  Harry  Seneca,  M.D., 
The  Journal  of  Endocrinology,  February,  1951 


A CLASSIFICATION  OF  THE  ALLERGIC  TISSUE  RESPONSES 

Milton  G.  Bohrod,  M.D.,  Rochester,  New  York 
( From  the  Department  of  Pathology , Rochester  General  Hospital) 


IN  1947,  I proposed  a classification  of  the  histo- 
logic lesions  of  allergic  diseases  and  predicted 
that  there  would  be  need  for  modification  of  this 
classification  in  the  future.1  It  is  already  evident 
that  one  important  group  needs  to  be  added  to 
the  groups  already  indicated,  and  it  is  the  purpose 
of  this  communication  to  make  this  addition. 
However,  an  additional  reason  for  the  present 
communication  is  to  place  the  histologic  mani- 
festation of  allergic  diseases  into  broader  classes 
and  to  see  into  which  other  classifications  these 
manifestations  fit. 

This  way  of  looking  at  the  business  of  classifica- 
tion may  seem  a little  paradoxical  since  we  are  in 
the  habit,  in  medicine,  of  wanting  to  place  each 
disease  1 ‘entity”  once  and  for  all  into  a single  place 
in  a single,  most  “correct”  classification.  As  has 
been  pointed  out,  however,  there  is  no  such  tiling 
as  a correct  classification;  there  are  only  useful 
classifications.1  Furthermore,  a given  element 
(disease,  histologic  picture,  symptom  complex, 
etc.)  can  fairly  be  placed  in  several  different 
classifications,  and  the  procedure  is  as  legitimate 
in  the  general  mathematics  of  classes  as  it  is  in  the 
consideration  of  allergic  diseases. 

Table  1 indicates  the  proposed  enlarged  classi- 
fication and  the  clinical  and  immunologic  features 
which  correlate  with  the  different  classes.  It 
differs  from  the  previous  classification  in  the 
addition  of  the  class  “hyalinoid”  and  the  column 
“Increased  Globulin.” 

The  justification  for  the  first  three  main  groups 
has  been  discussed  previously  and  need  not  be 
gone  into  here.  We  shall  confine  the  discussion  at 
this  point  to  the  “hyalinoid  reactions.” 

The  term  “hyalinosis”  has  been  used,  especially 
by  Selye,  to  designate  the  deposition  of  hyalin 
“fibrinoid”  material  in  periarteritis  nodosa, 
rheumatic  arteritis,  disseminated  lupus  erythema- 
tosus, Libman-Sacks  disease,  and  similar  condi- 
tions.2 Selye  supposes  that  the  deposition  of  this 
material  in  tissues  causes  irritation  which  tends 
to  produce  local  inflammatory  reactions.  No 
doubt  this  sequence  does  occur,  but  it  is  unlikely 
that,  in  the  conditions  designated  in  the  table  as 
being  accompanied  by  fibrinoid  necrosis  (anaphy- 
lactoid and  rheumatoid  lesions),  the  entire  reac- 
tion is  the  result  of  the  necrosis.  Certainly  much 
of  the  histologic  picture  is  present  even  without 

Presented  at  the  145th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Path- 
ology and  Clinical  Pathology,  May  2,  1951. 


necrosis  in  the  anaphylactoid  reactions.  We 
shall,  therefore,  reserve  this  class  as  typical  for 
the  “collagen  diseases”  in  the  stricter  sense  em- 
ployed  by  Klemperer  and  his  coworkers.3  Since 
we  have  decided  that  a given  entity  may  belong 
to  more  than  one  class,  we  shall  admit  certain 
features  of  periarteritis  nodosa,  rheumatic  fever, 
etc.,  as  belonging  in  tins  division. 

The  designation  of  disseminated  lupus  ery- 
thematosus as  a collagen  disease  obscured,  for 
some  time,  the  nuclear-degenerative  changes  also 
present  in  this  disease.  Almost  simultaneously 
with  the  discovery  of  the  “lupus  erythematosus 
cell”  in  the  bone  marrow,  and  perhaps  spurred  on 
by  this  finding,  Klemperer  described  the  nuclear 
changes  in  disseminated  lupus  and  elaborated  an 
interesting  theory  to  account  for  them.4  No 
similar  changes  have  yet  been  described  in  other 
collagen  diseases.  The  presence  of  disturbances 
in  nucleoprotein  metabolism,  however,  leads 
naturally  to  the  consideration  of  another  form  of 
“hyalinosis,”  namely,  amyloidosis. 

Amyloid  is  a hyalin  substance  deposited  in  or  on 
collagen.  It  differs  from  the  hyalin  substances  in 
certain  histochemical  reactions,  which  are  how- 
ever variable  and  may  not  all  be  present  in  every 
case. 

The  amyloidosis  which  so  often  accompanied 
chronic  pyogenic  infections  and  tuberculosis  has 
largely  disappeared  as  these  infections  became 
less  and  less  common  (and  perhaps  for  other  rea- 
sons) . Simultaneously,  however,  there  has  seemed 
to  be  an  increase  of  general  amyloidosis  not  accom- 
panied by  chronic  infection.  It  is  doubtful  whether 
it  will  long  be  worth  while  to  call  the  latter  kind 
“primary”  and  the  former  “secondary.”  Ex- 
perimental amyloidosis  can  be  produced  by 
nucleic  acid  injections.  Amyloidosis  is  a fre- 
quent accompaniment  of  multiple  myeloma. 
Multiple  myeloma  is  made  up  of  plasma  cells, 
and  plasma  cells  are  sometimes  somehow  con- 
cerned with  hypersensitivity.5  A recent  sympo- 
sium on  amyloidosis  (eight  papers)  summarizes 
the  recent  knowledge  of  the  disease  and  presents 
the  evidence  for  the  role  of  allergy  in  this  condition . 6 

There  is  reason  to  believe  that  the  substances 
designated  as  amyloid  may  not  always  have  the 
same  chemical  composition.  Teilum  and  others 
have  designated  one  group  as  “paramyloidosis” 
and  discussed  in  detail  the  relations  to  allergy, 
plasmacytosis,  and  diffuse  collagen  diseases.7 

When  so  inclusive  a conception  as  the  above  is 
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proffered,  there  is  danger  that  it  may  seem  forced, 
that  it  may  seem  to  be  stretched  to  cover  too 
much.  Indeed,  there  may  be  mistakes  in  detail.* 
No  claim  is  made,  however,  that  every  instance 
of  any  of  the  diseases  mentioned  above  is  allergic 
in  origin.  The  previous  paper,  as  a matter  of 
fact,  stressed  that,  however  characteristic  the 
various  histologic  manifestations  may  be  in 
allergy,  none  of  them  are  pathognomonic.1  It 
remains  only  to  indicate  the  mechanisms  which 
may  also  be  responsible  for  the  different  type  of 
histologic  reactions  of  Table  I.  These  are  in- 
dicated in  Table  II. 
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Discussion 

Arthur  W.  Wright,  M.D.,  Albany.- — I have  been 
greatly  interested  in  Dr.  Bohrod’s  proposed  classi- 
fication of  the  complex  and  complicated  series  of 
tissue  reactions  that  occur  in  both  the  well-recognized 
allergic  states  and  those  conditions  which,  because  of 
the  similarity  of  certain  phases  of  their  tissue  alter- 
ations to  those  occurring  in  allergic  states,  Dr.  Boh- 
rod includes  as  possible  allergic  states.  Ever  since 
Doerr  in  1922  first  suggested  that  all  antigen-anti- 
body types  of  reactions,  not  only  those  of  true  im- 
munity but  also  those  which  occur  in  anaphylaxis, 
allergy,  and  the  various  forms  of  natural  hypersensi- 
tiveness, including  food  and  drug  idiosyncracies,  be 
placed  in  one  large  single  generic  group,  interest  in 
the  functional  and  the  morphologic  changes  which 
characterize  the  allergic  responses  has  been  great. 
Some  of  these  responses,  either  because  of  the  strength 
of  the  stimulus  or  the  susceptibility  of  the  tissues, 
occur  so  rapidly  that  few  or  no  morphologic  changes 
can  be  detected.  Functional  changes  of  great 
severity,  and  sometimes  great  magnitude,  may  be 
exhibited  as,  for  example,  the  response  of  artificially 
sensitized  smooth  muscle  in  the  guinea  pig  bronchial 
tree,  where  sneezing,  coughing,  severe  spasm,  and 
finally  death  of  the  animal  may  result.  But  of  de- 
tectable histologic  changes  there  is  no  trace.  Thus 
in  some  types  of  violent,  rapid  tissue  response  to  the 
reintroduction  of  cer  tain  antigens  no  detectable  tissue 
alterations  can  be  found,  chiefly,  presumably,  be- 
cause death  supervenes  before  tissue  changes  have 
had  time  to  take  place.  Such  changes  are  functional 
and  quite  rightly  cannot  be  included  in  the  proposed 
classification. 

First  in  order  of  rapidity,  simplicity,  and  in  the 
characteristic  qualities  of  the  tissue  response,  it  would 
seem  to  me,  would  be  the  reactions  Dr.  Bohrod  places 

* According  to  Dr.  Will  Durant  (The  Age  of  Faith,  New 
York,  Simon  and  Schuster,  1950,  p.  257),  the  making  of  mis- 
takes is  the  price  synthesis  must  pay  as  long  as  life  is  brief. 
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TABLE  II 


Examples  in 
Human  Pathology 

Examples  in 
Experimental 
Pathology 

Nonallergic 
Mechanisms  Which 
May  Produce  Changes 

Necrotizing 

Tissue  selective 

Cortical  necrosis  of  kidney;  acute 
pancreatic  necrosis 

Arthus  and  Schwartzman 
phenomenon 

Primary  drug  injuries 

Cell  selective 

Thrombocytopenic  purpura;  gran- 
ulocytopenia 

Antiplatelet  serum 

Primary  drug  injuries;  over- 
whelming infection 

Anaphylactoid 

Serum  sickness;  asthma  and  hay 
fever;  atopic  dermatitis;  glo- 
merulonephritis; periarteritis 

nodosa 

Experimental  anaphylaxis;  ex- 
perimental nephritis,  etc. 

All  the  mechanisms  producing 
stress  (Selye) 

Granulomatous 

Tuberculoid 

Rheumatoid 

Tuberculosis;  brucellosis;  tulare- 
mia, etc.;  beryllium  granulomas 
Rheumatic  fever;  rheumatoid 

arthritis;  “giant-cell”  rheuma- 
toid granulomas 

Experimental  infections  with 
same  organisms 

? 

Probably  none 

The  mechanisms  of  stress  and 
the  diseases  of  adaptation 
(Selye) 

Ilyalinoid 

Collagen  diseases 

Disseminated  lupus  erythemato- 
sus; dermatomyositis;  sclero- 
derma 

None  known 

The  mechanisms  of  stress  and 
the  diseases  of  adaptation 
(Selye) 

Amyloidosis 

Amyloidosis 

Parenteral  injection  proteins  or 
nucleic  acids 

Neoplasms  (multiple  myeloma 
Others? 

second  in  his  classification  and  designates  as  exuda- 
tive or  “anaphylactoid.”  These  I believe  I would 
put  in  first  place.  The  reactions  occur  promptly, 
are  essentially  inflammatory,  with  hyperemia,  edema, 
infiltrations  of  acute  inflammatory  cells,  and  some- 
times hemorrhage  predominating,  and  they  are  soon 
over.  The  tissues  affected  are  fibrovascular,  and  usu- 
ally there  is  little  evidence  of  degeneration,  necrosis, 
or  reparative  proliferation.  The  result  is  that  com- 
plete or  almost  complete  restitution  of  the  affected 
tissues  to  normal  takes  place.  In  this  reaction,  more 
than  in  any  of  the  others  that  can  be  classed  as  aller- 
gic, the  classic  features  of  the  hypersensitive  inflam- 
matory reaction  are  found,  namely,  acuteness  of  on- 
set, rapidity  and  shortness  of  course,  the  presence  of 
much  edema  fluid  and  eosinophils  in  the  exudate,  and 
ultimate  complete  or  almost  complete  restitution  of 
the  tissues  to  their  original  state. 

Next  in  order,  based  chiefly  upon  the  severity  of 
the  tissue  damage  and  the  abundance  of  the  inflam- 
matory response,  would  appear  to  be  the  reactions 
Dr.  Bohrod  places  first  in  his  proposed  classification 
and  refers  to  as  “necrotizing.”  Here,  as  in  the  previous 
group,  the  inflammatory  response  is  acute,  the  course 
rapid  and  short,  the  reaction  more  intense  and 
damaging,  while  degeneration  and  necrosis  of  tissues 
tend  to  dominate  the  picture.  Necrosis,  while  gener- 
ally diffuse,  usually  most  severely  affects  the  vascular 
tissues,  and  hemorrhage  may  therefore  be  a feature. 
Parenchymal  cells,  too,  especially  in  certain  organs 
like  the  kidney,  are  destroyed,  and  even  the  inter- 
stitial tissues  may  be  necrotic.  Indeed,  Kline  is  of 
the  opinion  that  the  histologic  picture  in  this  type 
of  necrotizing  reaction  differs  so  strikingly  from  the 
purely  inflammatory  type  that  it  suggests  not  only 
a greater  degree  of  sensitization  and  reactivity  of 
the  tissues  involved  but  also  the  presence  of  a more 
potent  tissue-destroying  substance  than  histamine  or 
the  “histamine-like  substance”  which  is  presumably 
active  in  the  inflammatory  type  of  response.  How- 
ever, except  for  the  interchanging  of  the  positions  of 
the  first  two  types  of  allergic  tissue  response  as  given 
in  Dr.  Bohrod ’s  table,  I am  in  complete  agreement  with 


him  in  his  description  of  the  characteristics  of  these  I 
two  kinds  of  allergic  tissue  reactions. 

When  it  comes  to  discussing  the  third  and  fourth  ■ 
groups  of  allergic  tissue  responses  as  given  in  Dr.  j 
Bohrod’s  classification,  I am  sorry  that  I have  little  1 
to  say  for  I know  so  little  about  them.  To  be  sure,  1 
these  reactions  lack  many  of  the  characteristics  of  -| 
the  acute,  rapidly  developing  lesions  which  appear  J 
promptly  and  are  classified  as  “immediate”  reactions. 
They  are  referred  to  as  “delayed”  responses.  How-  I 
ever,  in  the  case  of  several  of  the  diseases  listed,  not- 
ably tuberculosis  and  brucellosis,  certain  manifesta-  B 
tions  of  the  tissue  reactions  are  quite  typically  of  the  I 
allergic  type,  as,  for  example,  the  skin  reactions  to  1 
the  bacterial  proteins.  In  both  of  these  infections,  I 
however,  bacterial  incitants  are  known.  But  this  ‘ 
is  not  true  of  the  so-called  rheumatoid  reactions,  | 
which  Dr.  Bohrod  also  includes  in  this  group  as  mani-  | 
festations  of  allergic  tissue  responses.  The  tissue  w 
changes  in  these  conditions  are  slow  to  develop  and 
characteristically  exhibit  a curious  type  of  fibrinoid 
degeneration  of  the  collagenous  tissues,  seen  par-  I 
ticularly  in  the  lesions  of  rheumatic  fever.  Yet  . 
the  inclusion  of  these  conditions  among  allergic  re- 
sponses appears  to  be  in  accord  with  the  findings  of 
others  who,  employing  different  technics  in  their 
studies,  have  also  found  that  they  presumably  have 
an  allergic  background.  Moreover,  that  these 
lesions,  like  those  of  tuberculosis,  brucellosis,  sar- 
coidosis, etc.,  are  granulomatous  in  type  cannot  be 
doubted,  and  the  designation  of  the  third  group  as 
“granulomatous”  inflammatory  lesions  seems  to  me 
to  be  quite  reasonable. 

It  is  the  fourth,  or  last,  group  of  lesions  that  stirs 
my  interest  most.  Here  I am  learning  much  that  is 
new  to  me.  I have  long  been  interested  in  but  have 
seen  too  few  cases  of  the  so-called  collagen  diseases, 
the  lesions  of  which  Dr.  Bohrod  designates  as  “hya- 
linoid.”  Periarteritis  nodosa,  disseminated  lupus 
erythematosus,  dermatomyositis,  and  scleroderma 
all  have  certain  histopathologic  features  in  common, 
but  their  etiology  has  been  totally  unknown.  I 
have  somet  imes  wondered  whether  the  second  member 
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of  this  group,  lupus  erythematosus,  might  not  be  a 
disease  with  a possible  allergic  background  because  of 
the  fact  that  a particularly  allergic  physician  friend 
of  mine,  whose  special  nemesis  is  fish,  displays  the 
characteristic  facial  lesions  of  this  disease  whenever 
he  is  exposed  even  to  the  odors  of  cooking  fish.  Also, 
periarteritis  nodosa  is  a disease  whose  lesions  have  a 
number  of  characteristics  which  resemble  allergic 
inflammatory  processes.  It  may  well  be  that  further 
studies  of  all  these  rare  and  unusual  diseases  may 
prove  even  more  convincingly  their  fundamental 
allergic  nature. 

To  place  amyloidosis  among  the  lesions  which 
have  an  allergic  background  at  first  strained  my 
credulity.  Amyloid,  I had  always  considered,  from 
its  character  and  its  location  about  small  blood  ves- 
sels, to  be  a deposit,  an  infiltrate,  in  tissue  spaces. 
However,  the  more  I think  of  the  nature  of  this  de- 
posit and  the  manner  in  which  it  may  be  caused  to 


be  laid  down  in  experimental  animals,  the  more 
understandable  and  even  plausible  becomes  the  pos- 
sibility of  including  amyloidosis  in  that  great  group 
of  diseases  in  which  some  variation  of  the  antigen- 
antibody  type  of  reaction  is  related  to  the  deposition 
in  tissue  spaces  of  this  hyaline  substance. 

All  in  all,  Dr.  Bohrod’s  admirable  attempt  to 
classify  the  various  kinds  of  allergic,  or  possibly 
allergic,  tissue  responses  has  proved  to  be  both  stimu- 
lating and  thought-provoking.  He  has  focused  our 
attention  for  a while  upon  the  morphologic  alter- 
ations of  tissues  in  which  hyperergic  types  of  in- 
flammatory response  have  occurred  and  has  included 
for  our  consideration  groups  of  other  less  well  under- 
stood tissue  responses  which  may  also  have  a hyper- 
ergic element  in  their  etiology.  He  deserves  our 
grateful  thanks.  Hereafter,  I shall  view  this  group 
of  lesions  with  greater  interest  and  enthusiasm  than 
ever  before. 
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MALIGNANT  EXOPHTHALMOS  WITH  SUBACUTE  MYOCARDITIS 
AND  GENERALIZED  MYOSITIS 

Kornel  L.  Terplan,  M.D.,  Anthony  B.  Constantine,  M.D.,  George  F.  Koepf,  M.D.,  and 
Glenn  O.  Dayton,  M.D.,  Buffalo,  New  York 

( From  the  Buffalo  General  Hospital) 


A CASE  of  malignant  exophthalmos  is  pre- 
sented which  illustrates  all  the  ocular  signs 
and  symptoms  of  this  disease  culminating  in  an 
unusual  clinical  picture  of  rapidly  progressing 
heart  disease  caused  by  diffuse  myocarditis  of  an 
allergic  pattern  and  combined  with  diffuse  gener- 
alized myositis  of  the  striated  musculature  of 
like  histologic  character. 

Our  clinical  pathologic  observation  is  that  of  a 
thirty-eight-year-old,  white  woman  with  Graves’s 
disease.  In  July,  1949,  total  thyroidectomy  was 
performed.  The  histologic  picture  was  that  of  a 
typical  hyperthyroidism  as  usually  seen  in 
Graves’s  disease,  including  uniform,  diffuse, 
parenchymatous  hyperplasia.  The  follicular 
epithelium  showed  numerous  characteristic  pseu- 
dopapillary  infoldings  lined  by  high  cuboidal  and 
columnar  cells.  The  colloid  was  scarce  and  thin. 

Following  the  removal  of  the  thyroid  gland 
marked  exophthalmos  developed. 

Case  Report 

The  patient  was  admitted  to  the  Buffalo  General 
Hospital  on  March  10,  1950.  Her  complaints  were 
primarily  ocular.  She  had  bulging  painful  eyes  and 
double  vision.  The  first  symptoms  of  exophthalmos 
had  been  noted  about  three  months  after  thyroidec- 
tomy and  had  progressed  from  protrusion  of  both  eyes 
to  double  vision  and  swelling  of  both  lids  with  in- 
creased tearing.  Before  admission  to  the  General  Hos- 
pital, the  patient  had  received  thyroid  extract  and 
iodine.  The  symptoms  of  exophthalmos  had  receded 
only  for  a short  time,  however,  and  this  slight  improve- 
ment was  not  maintained.  On  the  day  of  admission, 
the  positive  findings  included  distinct  exophthalmos, 
paresis  of  the  superior  recti,  ptosis  of  the  right  lid. 
swelling  of  both  lids,  and  edema  about  each  orbit. 
As  all  these  ocular  symptoms  of  malignant  exoph- 
thalmos seemed  to  progress  steadily,  administration 
of  thyroid  extract  was  continued,  and  radiation  of 
the  pituitary  gland  was  carried  out.  The  patient 
was  also  given  80  mg.  of  ACTH  daily  for  six  days. 

On  the  twelfth  day  following  her  admission  to  the 
hospital,  a marked  change  for  the  worse  was  ob- 
vious. The  exophthalmos  appeared  more  extreme, 
the  edema  of  the  lids  and  conjunctivae  had  increased, 
and  the  eyeballs  were  fixed.  The  patient  was  un- 
able to  get  out  of  bed  because  of  generalized  weak- 
ness. It  was  decided  to  do  a surgical  decompression 
of  both  orbital  cavities  at  once.  While  this  oper- 
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ation  was  being  carried  out  on  the  very  same  day 
(March  22),  the  anesthetist  noted  that  the  patient’s 
heart  was  fibrillating.  On  her  return  to  the  ward, 
however,  the  fibrillation  had  ceased;  an  electro- 
cardiogram taken  at  this  time  was  reported  as  nor- 
mal. 

Despite  the  orbital  decompression,  however,  the 
exophthalmic  state  became  progressively  worse.  In 
addition,  the  patient  now  complained  of  soreness  in 
the  throat  and  substernal  pain  and  showed  increas- 
ing signs  of  vascular  collapse  with  a low  blood  pres- 
sure of  90/60. 

On  April  5,  both  lids  were  sutured  under  intra- 
venous Pentothal  in  an  attempt  to  preserve  the 
corneas.  Immediately  after  operation,  the  blood 
pressure  fell  to  76/60  with  a pulse  rate  of  20.  The 
patient  was  in  severe  shock  with  periods  of  deep 
cyanosis  followed  by  generalized  convulsive  seizures. 
Rapid  digitalization  with  digitoxin  failed  to  help  at 
this  time.  The  electrocardiogram  showed  complete 
heart  block.  The  patient  expired  on  April  7,  1950. 

The  most  startling  feature  of  this  case  clinically  was 
the  rapidly  progressive  downhill  course.  On  admis- 
sion to  the  hospital,  the  patient  was  able  to  be  up  and 
about  the  ward  without  evident  fatigue.  Within 
ten  days  she  had  complete  paralysis  of  her  ocular 
muscles  and  was  unable  to  get  out  of  bed  because  of 
generalized  weakness.  Within  another  week,  ex- 
tensive myocardial  changes  were  detectable  by  elec- 
trocardiographic methods.  Medical  therapy  in  this 
case  consisted  of  the  use  of  iodides,  thyroid  extract, 
adrenocorticotropic  hormone,  and  x-ray  radiation. 

Postmortem  Examination. — The  body  was  that  of 
an  adult,  delicately  built,  white  female.  Externally, 
the  most  important  finding  was  the  malignant  exoph- 
thalmic change  as  described  above.  The  skin  showed 
no  dermatitis,  and  there  was  no  dependent  edema. 

Beneath  a healed  thyroidectomy  scar,  there  was 
dense  fibrous  scar  tissue  about  the  upper  esophagus 
and  trachea.  Thyroid  tissue  could  not  be  found 
grossly.  The  hypopharynx  and  esophageal  wall  ap- 
peared edematous,  but  the  mucosa  was  intact.  The 
bronchi  contained  an  increased  amount  of  mucoid 
secretion.  Both  lungs  were  moderately  congested 
and  edematous  with  considerable  atelectasis  in  the 
basal  portions  of  both  lower  lobes.  Two  hazelnut- 
sized, chalky,  caseated  tubercles  were  found  in  the 
left  subapical  region.  The  thymus  grossly  appeared 
only  partially  replaced  by  fat. 

The  pericardial  sac  contained  a normal  amount  of 
clear  fluid.  The  heart  was  distinctly  enlarged,  meas- 
uring 11  cm.  in  transverse  and  10.5  cm.  in  vertical 
diameters,  and  weighing  330  Gm.  Both  ventricles 
were  distinctly  dilated  but  especially  the  right.  The 
myocardium  of  both  ventricles  appeared  moderately 


2750 


December  1,  1951] 


MALIGNANT  EXOPHTHALMOS 


2751 


flabby.  Diffuse  gray  mottling  of  the  myocardium 
could  be  seen  showing  through  the  epicardium  and 
endocardium  of  both  ventricles.  On  section,  this 
mottling  could  be  seen  as  grayish-yellow  infiltrations 
of  the  myocardium.  These  infiltrates  were  most  ex- 
tensive in  the  right  ventricle,  where  no  portions  of 
the  wall  were  free.  In  the  left  ventricle,  the  infil- 
trates were  most  marked  in  the  interventricular  sep- 
tum, the  apex,  and  the  papillary  muscles.  The  inner 
myocardium  appeared  more  extensively  involved 
than  the  outer.  A few  loosely  adherent  postmortem 
clots  were  found  at  the  apex.  The  coronaries  and  the 
valvular  system  were  not  remarkable. 

The  peritoneal  cavity  contained  no  free  fluid  and 
there  were  no  adhesions.  The  normal-sized  liver  was 
distinctly  acutely  congested  and  the  lobular  pattern 
was  accentuated.  Aside  from  definite  acute  passive 
hyperemia  of  the  gastrointestinal  tract  and  kidneys, 
these  structures  appeared  grossly  normal.  Both 
ovaries  contained  a few  tiny  follicles.  The  uterus 
was  not  remarkable  except  for  hemorrhagic  endo- 
metrial suffusions.  The  adrenal  cortices  contained 
a fair  amount  of  lipoid. 

The  skeletal  musculature  appeared  normal  except 
for  the  diaphragm  which  was  distinctly  anemic  and 
cloudy  in  appearance. 

The  brain  was  not  remarkable  except  for  moderate 
congestion. 

Histologic  Study. — All  sections  of  the  myocar- 
dium showed  a severe  subacute  myocarditis.  There 
were  focal  and  confluent  diffuse  areas  of  muscle  de- 
generation and  necrosis,  including  swelling,  fibrinoid 
necrosis,  vacuolization,  and  fragmentation.  The 
inflammatory  infiltration  included  many  eosinophils, 
lymphocytes,  macrophages,  and  small  multinucleated 
giant  cells  of  histiocytic  origin.  Scattered  myogenic 
giant  cells  closely  resembling  Langhan’s  type  of  giant 
cells  were  noted.  In  some  areas,  the  myocardium 
was  completely  devoid  of  muscle  fibers  and  replaced 
by  inflammatory  cells  and  proliferating  fibroblasts. 
The  epicardium  and  the  endocardium  were  not  in- 
volved in  the  inflammatory  process  except  those  por- 
tions immediately  contiguous  to  the  involved  muscu- 
lature. No  mural  thrombi  were  seen.  The  atria 
showed  marked  involvement;  the  right  ventricle 
showed  the  severest  change. 

Sections  of  skeletal  muscle  were  taken  from  12 
different  areas  including  the  diaphragm  and  the 
extraocular  muscles.  All  but  one  of  these  showed 
a subacute  myositis  with  focal  or  confluent  necrosis 
and  inflammatory  infiltration  identical  to  that  seen 
in  the  myocardium.  The  process  was  minimal  in  a 
few  sections,  whereas  in  others,  such  as  the  diaphragm 
and  ocular  muscles,  the  process  was  most  severe. 
The  eosinophilia  seen  in  the  myocardium  was  almost 
as  striking  in  the  skeletal  musculature.  The  dia- 
phragm was  the  most  severely  damaged.  Here, 
the  muscle  fibers  had  disappeared  completely  in  wide 
areas,  leaving  granulation  tissue  rich  in  eosinophils, 
lymphocytes,  giant  cells,  and  fibroblasts,  altogether 
producing  a granulomatous  picture.  While  the  focal 
inflammatory  infiltrates  in  both  the  myocardium 
and  skeletal  muscles  had  perivascular  orientation,  the 
vessels  themselves  showed  neither  necrosis,  inflam- 
matory infiltration,  nor  thrombi.  No  parasites 


could  be  found  in  any  of  the  muscle  sections.  A 
striking  feature  of  the  skeletal  muscle  involvement 
was  the  highly  selective  restriction  to  the  muscle  in- 
cluding the  endomysium  and  perimysium.  The 
adjacent  subcutis  showed  no  change. 

Sections  of  the  esophagus  and  pharynx  showed 
severe  subacute  myositis  with  necrosis  of  the  mus- 
cularis  and  eosinophilia  comparable  to  that  in  the 
heart  and  skeletal  muscles.  Again,  the  process  was 
sharply  limited  to  the  skeletal  musculature  of  the 
muscularis.  The  tunica  propria  showed  merely 
edema  with  slight  lymphocytic  and  plasmacellular 
infiltration.  The  smooth  muscle  coats  were  not 
affected. 

No  noteworthy  changes  were  observed  in  the  cyto- 
architecture  of  the  pituitary. 

The  liver  showed  marked  acute  passive  congestion 
with  severe  centrolobular  necrosis  with  leukocytic 
infiltration  in  the  central  necrotic  zones.  Kidney 
sections  showed  distinct  acute  congestion  with  a few 
hyalinized  glomeruli.  The  arterioles  were  well  pre- 
served, and  the  tubules  showed  moderate  cloudy 
swelling. 

The  thymic  tissue  was  well  preserved,  if  not  slightly 
hyperplastic.  The  lungs  were  distinctly  acutely  con- 
gested and  contained  a fairly  recent,  caseated,  fibrous 
tuberculosis.  In  several  lymph  nodes,  fibrosing 
conglomerate  tubercles  were  seen. 

Many  sections  through  the  scar  tissue  in  the  neck 
failed  to  reveal  any  thyroid  tissue. 

In  summary,  the  anatomic  changes  seen  at  post- 
mortem included  status  following  total  thyroidec- 
tomy, malignant  exophthalmos,  subacute  diffuse 
eosinophilic  myocarditis,  generalized  subacute  myo- 
sitis, acute  passive  hyperemia  in  pulmonary  and  sys- 
temic circulations,  left  subapical  fibrocaseated  tuber- 
culous focus,  and  basal  atelectasis  of  both  lower  lobes 
of  lungs. 

Comment 

The  etiology  of  this  severe  myocarditis  and 
myositis  occurring  following  thyrotoxicosis  and  in 
the  course  of  malignant  exophthalmos  cannot  be 
decided  on  a purely  morphologic  basis.  The 
clinicians  favored  the  thought  that  the  wide- 
spread muscular  involvement  in  this  case  was  an 
unusual  degree  of  myopathy  associated  with 
thyroid  disease,  and  the  occurrence  and  course 
were  most  likely  unrelated  to  the  therapy.  It 
seemed  unreasonable  to  assume  that  iodides  or 
thyroid  extract  played  much  of  a factor  in  in- 
ducing this  unfavorable  course. 

At  the  time  ACTH  was  administered  no  severe 
acute  reaction  of  this  type  had  been  noted.  How- 
ever, as  a possible  contributory  factor  this  hor- 
mone could  not  be  completely  disregarded. 
While  myocarditis  and  myositis  are  known  to 
occur  in  thyrotoxicosis  and  malignant  exophthal- 
mos, in  general,  these  are  reported  as  showing 
only  slight,  or  moderate  changes  characterized 
by  focal  degeneration  and  necrosis  of  muscle 
fibers  and  by  focal  lymphocytic  infiltration  and 
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interstitial  edema.1  There  is  also  a large  litera- 
ture concerned  with  the  experimental  production 
of  exophthalmos  in  animals  by  the  use  of  pituitary 
extracts  and  thyrotropic  hormone.  Most  of 
these  demonstrate  changes  in  both  extraocular  as 
well  as  in  skeletal  muscles.2  The  changes  in  the 
present  case  differ,  quantitatively,  in  that  the 
severity  is  more  marked  than  those  reported  and, 
qualitatively,  by  the  marked  eosinophilia.  These 
differences,  while  they  cast  some  doubt  on  the  pre- 
sumption that  the  muscle  changes  are  part  of  the 
original  disease,  certainly  do  not  preclude  this 
possibility. 

If  the  association  is  coincidental,  it  is  of  interest 
to  point  out  that  the  myocardial  changes  are  re- 
markably similar  to  those  seen  in  cases  variously 
called  Fiedler’s  myocarditis,  isolated  myocarditis, 
or  primary  myocarditis.  On  the  other  hand,  the 
skeletal  muscle  changes  resemble  those  reported 
in  cases  of  dermatomyositis,  including  the  exten- 
sive necrosis  and  eosinophilia.  Dermatitis  and 
subcutaneous  panniculitis,  while  usually  present, 
are  not  necessary  for  the  diagnosis  of  dermato- 
myositis. Keil  quotes  Lorenz  to  the  effect  that 
occasionally  relatively  severe  changes  may  be 
observed  in  the  myocardium  of  patients  with 
ordinary  dermatomyositis,  but  he  further  points 
out  usually  the  alterations  are  disproportionally 
mild  when  compared  with  the  severe  process  in 
the  voluntary  striated  muscles.3  It  should  be 
emphasized  that,  clinically,  the  present  case  had 
none  of  the  features  seen  in  dermatomyositis. 

Saphir  defines  Fiedler’s  myocarditis  as  a diffuse 
inflammation  of  the  myocardium  of  wide  variety 
and  of  various  causes,  having  in  common  princi- 
pally an  isolated  involvement  of  the  myocardium 
by  a nonspecific  lesion  without  inflammatory 
changes  of  the  endocardium  or  the  pericardium. 
4-6  He  points  out  that  the  “eosinophilic  myo- 
carditis” as  seen  in  certain  allergic  patients  appar- 
ently belongs  to  this  group.  The  present  case  fits 
this  description,  especially  the  eosinophilia  and 
the  isolated  involvement  of  the  myocardium  with- 
out epicardial  or  endocardial  changes  of  any 
significance.  Unfortunately,  in  almost  all  cases 
of  this  type,  skeletal  muscle  changes  are  not  stud- 
ied or  not  reported,  so  that  further  parallel  to  the 
present  case  cannot  be  drawn. 

Cases  of  similar  myocarditis  have  been  reported 
with  reaction  to  sulfa  drugs,  arsphenamines,  etc.7 
French,  in  studying  76  cases  of  myocarditis  asso- 
ciated with  hypersensitivity  to  sulfonamides, 
mentions  that  a few  showed  foci  of  eosinophilic 
histiocytes  in  skeletal  muscles.8  Unfortunately, 
skeletal  muscles  were  not  routinely  studied  in 
these  cases.  The  intense  eosinophilia  of  the  in- 
flammatory cell  infiltrate  and  the  peculiar  highly 
selective  involvement  of  the  striated  musculature 
throughout  the  body  suggest  an  allergic  type  of 


reaction  with  the  shock  organ  being  represented 
by  the  striated  muscle  fiber  (either  skeletal  or 
myocardial) . 

Summary 

A case  of  a thirty-eight-year-old  woman  with 
severe  malignant  exophthalmos  following  thyroi- 
dectomy for  Graves’s  disease  is  presented.  Treat- 
ment with  thyroid  extract,  ACTH,  x-ray,  and 
surgical  orbital  decompression  failed  to  control 
progression  of  the  disease.  During  the  week  pie- 
ceding  death,  the  patient  developed  soreness  of 
the  throat,  vascular  collapse  with  blood  pressure 
of  90/60,  cold  clammy  skin,  substernal  pain,  and 
electrocardiographic  evidence  of  myocardial  dam- 
age, along  with  generalized  weakness.  At  au- 
topsy, a severe  subacute  diffuse  myocarditis  with 
myocardial  dilatation  and  subacute  generalized 
myositis  were  the  outstanding  features.  Both 
the  myositis  and  myocarditis  were  associated  with 
extensive  muscle  fiber  necrosis  and  a marked 
eosinophilic  leukocytic  infiltration. 
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Discussion 

Alfred  Angrist,  M.D.,  Jamaica. — This  presentation 
is  of  stirring  interest.  Cases  of  malignant  exophthal- 
mos developing  postoperatively  after  a resection  of 
thyroid  are  not  too  common,  and  this  of  itself  would 
merit  this  excellent  discourse.  Some  understanding 
of  this  particular  mechanism  is  available  to  us  on  the 
basis  of  the  known  fact  that  the  thyrotoxic  hormone 
acting  unchecked  and  without  an  absorbing  and  re- 
sponding and  thus  controlling  target  focus  tends  to 
establish  a vicious  cycle  which  promotes  this  serious 
complication.  This  explanation  will  remain  a ration- 
alization, in  part  at  least,  until  w-e  understand  why 
this  dreaded  postoperative  complication  does  not 
occur  more  often,  when  this  theoretic  mechanism  is 
applicable  so  generally.  The  case  presentation  repre- 
sents such  a beautiful  illustration  of  this  serious  prob- 
lem as  to  warrant  documentation  on  this  score  alone. 
In  addition,  we  have  at  hand  evidence  of  the  inade- 
quacy of  therapy,  including  some  of  the  newer 
remedies  as  ACTH,  and  the  full  use  of  all  the  forms 
of  therapy  indicated  by  the  present  concept  of  the 
physiologic  mechanism  involved,  the  clinical  course 
and  lethal  outcome  both  demonstrating  the  inade- 
quacy of  all  such  considerations  in  helping  this 
patient. 

The  unique  feature  of  this  case,  of  course,  is  to  be 
found  in  the  apparent  selective  inflammatory  reac- 
tion in  the  myocardium  and  in  the  other  striated 
muscle  throughout  the  body.  Frankly,  I am  at  a 
loss  to  add  any  other  thoughts  to  an  understanding 
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of  this  particular  lesion  or  lesions,  other  than  what 
the  authors  have  already  suggested.  The  findings, 
or  anything  approaching  them,  are  beyond  my  own 
personal  experience  at  autopsy.  The  possibility  of 
these  pathologic  lesions  being  independent  or  coinci- 
dental lesions,  on  the  basis  of  an  allergic  reaction  in 
view  of  the  marked  eosinophilia,  or  of  an  incidental 
virus  infection  with  specific  localization  in  the  myo- 
cardium, such  has  been  shown  experimentally  by 
Pierce,  remains  as  a distinct  possibility. 

The  distribution  of  the  involvement  in  striated 
muscle,  particularly  the  diaphragm,  and  also  the 
eosinophilia,  prompts  consideration  of  trichinosis, 
too.  The  relationship  to  the  thyroidectomy  and  the 
noted  absence  of  parasites  eliminate  this  diagnosis. 
The  necrotic  changes  in  the  heart  muscle  and  the 
eosinophilia  are  distinctly  mindful  of  the  changes  in 
an  artery  in  a case  of  severe  periarteritis  nodosa,  the 
heart  playing  the  part  of  a gigantic  muscular  artery. 
Our  experience  does  include  two  such  instances,  but 
the  skeletal  muscle  in  these  cases  showed  only  in- 
volvement of  included  vessels  and  did  not  show  an 
equivalent  diffuse  inflammation  or  necrosis  of  muscle. 
Of  course,  Rich  and  others  have  implicated  an  aller- 
gic component  to  the  mechanism  of  periarteritis. 

One  is  tempted,  however,  to  link  these  lesions  in 
the  muscle  tissue  with  the  course  of  the  malignant 
exophthalmos  itself.  I am  personally  tempted  to 
minimize  the  significance  of  eosinophilia  in  muscle 
inflammatory  processes.  It  has  been  my  experience 
that  many  nonspecific  and  nonallergic  reactions  in 
muscle  do  seem  to  call  forth  an  eosinophilic  response. 
Can  a virus  etiology  which  has  been  so  definitely 
associated  with  virus  myocarditis  also  cause  an 
equivalent  response  in  striated  muscle  elsewhere? 
Personally,  I have  never  encountered  this  association 
and  think  it  would  represent  a most  rare  and  unusual 


finding.  Most  of  us  do  not  study  striated  muscle 
adequately  enough  to  know.  Despite  the  fact  that 
we  have  no  mechanism,  theoretic  or  experimental, 
available  to  us  to  explain  this  peculiar  lesion  in  the 
muscular  tissue  described,  I cannot  help  but  feel,  pos- 
sibly only  at  a thalamic  and  intuitive  level,  that 
these  profound  changes  in  striated  muscle  are  asso- 
ciated with  the  aberration  in  endocrine  metabolism. 
Its  further  elucidation  must  await  additional  bio- 
chemical knowledge  of  the  actual  metabolism  of 
muscle  contraction,  in  a fundamental  sense,  and  the 
influence  and  interference  of  the  various  hormones 
on  such  biochemical  activity. 

This  muscle  lesion  has  another  theoretic  signifi- 
cance, even  though  we  may  not  understand  it.  It 
may  be  a factor,  if  not  the  factor,  in  the  actual  de- 
velopment of  the  morbid  anatomic  distortion  of 
exophthalmos  itself.  At  least  it  surely  can  be  a con- 
tributory factor  of  considerable  importance  in  ex- 
plaining how,  if  not  why,  the  exophthalmos  de- 
velops. In  a similar  fashion,  this  lesion  can  play  a 
part  in  the  physiologic  mechanism  of  death  and  sud- 
den death,  which  occurs  on  occasion  in  acute  thyro- 
toxicosis. The  myocardial  lesion  described  was 
quite  extensive  and  may  be  significant  from  this 
fundamental  standpoint,  without  doubt,  as  an  ana- 
tomic expression  of  a physiologic  phenomenon  not 
ordinarily  giving  demonstrable,  marked,  or  histologic 
changes.  All  of  these  considerations  are  of  such 
importance  as  to  warrant  the  careful  documentation 
in  the  literature  which  our  authors  have  given  this 
particular  case. 

This  presentation  was  most  interesting  and  stimu- 
lating, and  I feel  it  points  the  way  to  the  necessity 
for  careful,  controlled  research  in  the  experimental 
field  for  its  elucidation,  and  we  trust  that  this  pre- 
sentation will  stir  such  an  activity. 


BIOLOGIC  PREDETERMINISM  IN  HUMAN  CANCER 


There  is  a widespread  assumption  that  success  in 
the  treatment  of  cancer  is  directly  related  to  early 
discovery  and  immediate  therapeutic  procedures. 
This  idea  is  so  firmly  entrenched  that  the  size  of  the 
neoplasm  and  the  probability  of  metastasis  are 
generally  regarded  as  being  in  direct  ratio  to  the  time 
elapsed  between  onset  of  recognizable  symptoms 
and  initiation  of  therapy.  The  fallacy  of  this 
absurd  oversimplification,  the  author  believes,  is  of 
mere  than  academic  consequence. 

A clinical  attitude  based  on  the  notion  that  the 
only  hope  for  the  cancer  patient  lies  in  prompt  treat- 
ment earljr  in  the  course  of  the  disease  is,  the  author 
feels,  a dangerous  one.  Such  rigid  ideas,  he  thinks, 
should  be  abandoned  in  favor  of  a search  for  more 
accurate  criteria  of  widely  varying  behavior  of  neo- 
plastic disease  in  different  human  hosts.  For  ex- 


ample, the  apparently  early  cancer  by  historical  and 
dimensional  criteria  may  be  biologically  late  and 
incurable. 

The  author  reviews  five  forms  of  human  cancer: 
connective  tissue,  sarcomas  of  bone,  mammary 
carcinoma,  gastric  and  colonic  carcinoma,  and 
carcinoma  of  the  uterine  cervix.  He  includes  four 
series  of  patients  reviewed  by  himself  and  considers 
comprehensive  statistical  data  from  a number  of 
sources  in  the  literature.  In  only  one — carcinoma 
of  the  uterine  cervix — does  he  find  a fairly  consistent 
ratio  between  extent  of  the  disease  (hence,  prospect 
of  control)  and  increasing  periods  of  delay.  Even 
here  he  found  that  delay  in  the  near  order  of  ten 
times  is  accompanied  by  only  17  per  cent  greater 
risk  of  relative  incurability. — Ian  MacDonald,  M.D., 
Surgery,  Gynecology  and  Obstetrics,  April,  1951 
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IN  RECENT  years  increasing  attention  has 
been  directed  toward  the  pressing  problem  of 
heart  disease  in  relation  to  employment.  Among 
those  vitally  concerned  with  this  problem  may  be 
mentioned  industrial  physicians,  employers,  in- 
surance companies,  rehabilitation  agencies,  offi- 
cial and  voluntary  health  organizations,  labor 
groups,  and,  of  course,  the  millions  of  individuals 
who  are  afflicted  with  heart  ailments. 

Except  in  the  case  of  self-employed  or  profes- 
sional people,  the  ultimate  decision  as  to  whether 
or  not  a person  having  a damaged  heart  is  to  be 
employed  rests  with  the  employer,  who  may  or 
may  not  have  the  benefit  of  medical  advice.  A 
number  of  factors  enter  into  the  attitude  of  an 
employer  toward  engaging  or  retaining  workers 
who  have  heart  disease.  He  can  hardly  fail  to  be 
influenced  by  the  large  amount  of  publicity  which 
is  given  to  diseases  of  the  cardiovascular  system 
as  leading  causes  of  death.  This  “scare”  type  of 
propaganda  is  very  likely  to  enforce  a previous 
idea  that  persons  having  heart  disease  are  in 
danger  of  dying  suddenly  or  of  becoming  totally 
and  permanently  incapacitated  if  permitted  to 
engage  in  anything  more  than  a minimum  of 
physical  exertion.  Many  physicians  and  an  un- 
enlightened public  still  accept  the  view  that  a 
person  with  heart  trouble  should  be  permitted 
only  the  lightest  type  of  sedentary  occupation. 

The  growing  adoption  of  pension  plans  and 
various  types  of  sickness  disability  programs  has 
introduced  an  additional  obstacle  in  the  path  of 
the  cardiac  who  is  seeking  employment.  Those 
who  are  concerned  with  maintaining  the  solvency 
of  a pension  fund  or  sick-benefit  fund,  whether  it 
be  an  employer  or  a labor  organization,  tend  to  be 
reluctant  to  accept  what  they  feel  may  be  poor 
health  risks. 

Still  another  major  factor  in  determining  the 
attitude  of  employers  toward  employes  who  have 
cardiac  abnormalities  is  the  wording  and  interpre- 
tation of  workmen’s  compensation  laws.  If 
employers  and  their  insurance  carriers  are  faced 
with  the  possibility  of  many  expensive  claims  as  a 
result  of  cardiac  disabilities  adjudged  to  be  occu- 
pational in  origin,  it  is  quite  natural  for  them  to 
make  every  effort  to  avoid  such  claims.  One 
obvious  method  is  to  avoid  the  presence  of  car- 
diacs on  the  employment  roster.  There  appears 
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to  be  a growing  tendency  to  do  just  that,  notwith- 
standing assurance  from  a few  well-informed  in- 
surance companies  that  the  hiring  of  handicapped 
workers  will  not  affect  workmen’s  compensation 
premium  costs,  and  in  spite  of  the  existence  of 
second  injury  laws.1-2  The  various  reports  on 
job  performance  of  the  handicapped,  including 
cardiacs,  and  on  the  occupational  potentialities  of 
persons  with  heart  disorders  apparently  are  less 
impressive  than  a case  or  two  in  which  several 
thousand  dollars  in  compensation  benefits  have 
had  to  be  paid  to  a worker  because  of  a cardiac 
disability  that  has  been  found  by  a workmen’s 
compensation  board  to  be  causally  related  to  the 
occupation.3-9 

It  is  clear,  then,  that  many  considerations  other 
than  the  state  of  an  individual’s  cardiovascular 
system  enter  into  the  employability  picture. 
Rehabilitation  agencies,  both  private  and  govern- 
mental, are  spending  vast  amounts  of  time  and 
money  in  efforts  to  restore  functional  effective- 
ness to  persons  who  have  been  afflicted  with  in- 
jury or  illness.  All  or  part  of  this  money  might 
better  be  spent  on  direct  cash  relief  if  the  final 
stage  in  rehabilitation,  that  is,  placement  in  gain- 
ful employment,  cannot  be  accomplished.  Since, 
as  has  been  said,  the  manner  in  which  workmen’s 
compensation  claims  for  cardiac  disabilities  are 
handled  is  an  important  factor  in  determining 
employer  attitudes  toward  heart  disease,  it 
seemed  desirable  to  study  some  of  the  prevailing 
practices  and  policies.  Detailed  study  of  case 
records  was  limited  to  cases  in  New  York  City,  a 
fact  which  necessitates  caution  in  interpreting 
the  findings.  It  is  generally  believed  that  New 
Yorkers  are  peculiarly  “claim  conscious”  so  that 
the  findings  in  this  investigation  may  not  have 
applicability  elsewhere. 

Scope  of  the  Study 

The  present  investigation  consists  of  two  major 
parts.  The  first  part  is  a statistical  analysis  of 
the  workmen’s  compensation  awards  in  cases  of 
heart  disease  in  New  York  City  and  New  York 
State  for  the  years  1947  to  1949.  The  figures 
were  compiled  by  Miss  Jeanette  Hanlon,  who  is 
in  charge  of  the  Research  and  Statistics  Section  of 
the  New  York  State  Workmen’s  Compensation 
Board,  and  were  made  available  through  the 
courtesy  of  Miss  Mary  Donlon,  chairman  of  the 
Board. 
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The  essential  features  of  the  New  York  ex- 
perience are  shown  in  Table  I. 


TABLE  I. — Workmen's  Compensation  Cases  in  New 
York  State  (Closed  Cases) 


Year 

Total  Cases 

Costs  in 
Millions* 

Cost 
per  Case 

1947 

117,826 

56.9 

$ 471 

1948 

112,389 

67.9 

605 

1949 

112,159 

76.9 

685 

Heart  Cases 

1947 

167 

1.02 

S6 , 100 

1948 

223 

1.94 

8,700 

1949 

205 

1.92 

9,400 

* Costs  of  indemnity  only 

The  figures  cited  in  Table  I show  that  while 

claims  related  to  heart  disease  represent  a rela- 
tively small  group  numerically  (about  0.2  per 
cent  of  all  claims),  the  cost  per  case  is  so  great  that 
heart  cases  may  account  for  as  much  as  3 to  4 per 
cent  of  the  total  workmen’s  compensation  paid  in 
any  year. 

The  second  major  part  of  the  study  consists  of 
a review  of  the  records  of  a number  of  actual  cases 
in  which  claims  for  workmen’s  compensation  were 
filed  because  of  disability  or  death  due  to  heart 
disease.  The  records  were  made  available  by 
several  of  the  leading  stock  and  mutual  insurance 
companies  and  by  self-insured  employers.  The 
State  Insurance  Fund  being  a quasi  official 
agency  was  prevented  by  legal  restrictions  from 
opening  its  files,  and  the  same  was  true  of  the 
Workmen’s  Compensation  Board. 

It  is  well  known  that  the  records  in  complicated 
workmen’s  compensation  cases  may  become  quite 
voluminous.  This  appears  to  be  particularly 
true  when  heart  disease  is  involved ; consequently 
the  time  available  for  the  study  permitted  a re- 
view only  of  about  150  case  records.  Of  these 
104  were  found  to  contain  sufficient  information 
to  be  useful.  The  source  of  the  cases  is  shown  in 
Table  II. 


TABLE  II. — Source  of  Cases  Used  in  Study 


Type  of 

Number  of 

Insurance 

Cases 

Stock 

50 

Mutual 

39 

Self 

15 

Total 

104 

Material 

Age,  Sex,  and  Diagnosis. — Only  two  of  the  104 
cases  were  females;  consequently,  no  special  con- 
sideration is  given  to  differences  that  may  have 
existed  in  the  experience  of  each  sex. 

The  age  distribution  is  shown  in  Table  III. 


TABLE  III.- — Age  Distribution  of  Cases  Studied 


Age  Group 
(Years) 

Number 

Per  Cent 

20  to  29 

3 

3.0 

30  to  39 

9 

8.5 

40  to  49 

38 

36.5 

50  to  59 

37 

35.5 

60  to  69 

16 

15.5 

70  and  over 

1 

1.0 

Total 

104 

100.0 

Since  no  uniformity  of  diagnostic  nomenclature 
was  found  in  the  records,  and  since  the  use  of  the 
standard  terminology  of  the  New  York  Heart 
Association  was  rarely  used,  it  is  possible  to  clas- 
sify diagnoses  only  in  the  broadest  categories.10 
The  fact  that  the  age  in  nearly  90  per  cent  of 
cases  was  forty  years  or  more  is  consonant  with 
the  occurrence  of  a degenerative  type  of  heart 
disease  in  more  than  90  per  cent  of  the  group.  In 
three  cases,  rheumatic  heart  disease  was  diag- 
nosed, and  in  two  the  diagnosis  was  merely  given 
as  “heart  attack.”  In  this  study,  degenerative 
heart  disease  includes  arteriosclerotic  and  hyper- 
tensive heart  disease,  alone  or  combined,  coronary 
thrombosis  or  occlusion,  myocardial  infarct, 
angina  pectoris,  coronary  artery  disease,  and 
other  related  diagnoses.  It  is  obvious  that  the 
problem  of  workmen’s  compensation  in  heart 
disease  is  one  which  involves  individuals  in  the 
middle  and  later  age  groups  who  develop  the 
degenerative  type  of  cardiovascular  disease. 

Time  Relationship. — In  studying  the  patterns 
of  claims,  certain  time  relationships  are  of  im- 
portance. Several  of  these  will  be  considered. 

According  to  the  records  examined,  the  symp- 
toms of  cardiac  impairment  developed  while  the 
claimant  was  at  work  in  82  out  of  the  104  cases. 
In  20  cases  the  onset  occurred  while  the  individual 
was  at  home,  and  in  two  cases  the  location  was  not 
specified. 

In  a large  majority  of  the  cases,  the  claim- 
ant related  the  onset  of  symptoms  to  some  specific 
episode  connected  with  his  employment.  Testi- 
mony on  this  point  was  found  to  be  conflicting, 
confusing,  and  contradictory  in  a number  of 
cases;  consequently  it  is  not  possible  to  state  with 
complete  accuracy  the  time  relationships  of  the 
alleged  episode  and  the  onset  of  symptoms. 
It  appeared  from  the  records,  however,  that  in 
65  of  the  104  cases,  symptoms  developed  im- 
mediately upon  the  occurrence  of  some  occupa- 
tional episode,  and  in  15  additional  cases  symp- 
toms appeared  within  twenty-four  hours  (Table 
IY).  The  figure  of  65  cases  in  which  symptoms 
were  stated  to  have  started  immediately  after  an 
“episode”  is  difficult  to  reconcile  with  the  82  in 
which  symptoms  were  stated  to  have  begun  while 
the  individual  was  at  work.  This  discrepancy  is 
one  evidence  of  the  inconsistencies  just  men- 
tioned. It  is  of  interest  to  note  that,  in  16  cases, 
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TABLE  IV. — Interval  between  “Occupational  Epi- 
sode” and  Onset  of  Symptoms 


Time 

Cases 

Immediate 

65 

Under  24  hours 

15 

2 to  7 days 

7 

8 to  14  days 

i 

More  than  2 weeks 

16 

Total 

104 

symptoms  of  heart  impairment  appeared  more 
than  two  weeks  following  an  alleged  inciting 
event.  One  case  in  which  the  interval  between 
the  event  and  the  onset  of  symptoms  was  two 
years  and  another  of  three  years  actually  received 
compensation  awards,  and  in  neither  of  these 
cases  was  the  claim  contested  by  the  insurance 
carrier. 

Information  on  the  interval  between  onset  of 
symptoms  and  first  medical  examination  ap- 
peared to  be  reasonably  accurate  and  is  summa- 
rized in  Table  V. 

The  fact  that  the  first  examination  by  a physi- 
cian was  delayed  for  more  than  twenty-four  hours 
in  44  cases  is  rather  difficult  to  understand  in  view 
of  the  dramatic  and  usually  alarming  nature  of 
the  onset  of  symptoms  in  coronary  artery  disease. 
It  is  even  more  difficult  to  understand  a delay  of 
more  than  a week,  as  found  in  14  cases.  One  is 
led  to  believe  that  the  time  intervals  given  in  the 
records  cannot  always  be  accepted  without 
reservation.  One  case,  in  which  a period  of  three 
years  elapsed  between  the  alleged  onset  of  symp- 
toms and  the  first  medical  examination,  was  ac- 
cepted as  compensable.  Awards  were  made  in 
several  additional  cases  where  a period  of  from 
one  to  five  months  intervened  between  the  onset 
of  symptoms  and  the  first  medical  examination. 

Services  of  Physicians. — An  attempt  was  made 
to  ascertain  from  the  records  the  number  and  type 
of  physicians  who  examined  or  treated  the  in- 
dividuals in  this  study.  In  nearly  two  thirds  of 
the  cases,  the  first  physician  to  perform  an  exami- 
nation was  the  patient’s  own  family  doctor.  The 
first  examination  was  made  by  a physician  sum- 
moned by  the  employer  in  only  three  cases.  In 
the  remainder,  the  initial  examination  was  made 
by  industrial  physicians  (nine  cases),  hospital 
staff  physicians  (12  cases),  and  ambulance 
surgeons  (15  cases). 

In  practically  all  instances  the  claimant  was 
examined  by  at  least  one  physician  of  his  own 
choosing  and  one  chosen  by  the  employer  or  in- 
surance carrier.  Very  few,  however,  were  limited 
to  two  physicians.  One  claimant,  for  example, 
was  examined  by  thirteen  consultant  physicians 
and  two  dentists  before  his  case  came  to  hearing. 
At  the  hearing  six  consultants  gave  medical 
testimony.  The  average  for  the  entire  series  was 


TABLE  V. — Interval  between  Onset  of  Symptoms  and 
First  Medical  Examination 


Time  Cases 


Immediate 


(Emergency) 

12 

Less  than  24  hours 

48 

2 to  7 days 

30 

8 to  28  days 

6 

More  than  28  days 

8 

Total 

104 

something  over  four  physicians  per  case.  Any 
treating  physician  is  subject  to  call  for  testimony 
at  hearings,  and  as  a rule,  most  or  all  such  physi- 
cians were  called  to  testify. 

Medical  Testimony. — In  general  it  appeared 
that  medical  testimony  tended  to  be  favorable  to 
the  litigant  at  whose  behest  the  physician  ap- 
peared, a fact  which  is  not  at  all  surprising.  Not 
infrequently,  however,  cross  examination  elicited 
responses  which  would  be  difficult  to  reconcile 
with  current  scientific  thinking  in  the  field  of 
cardiology.  This  appeared  to  be  true  in  the  case 
of  specialists  as  well  as  general  practitioners. 
Very  often  the  medical  testimony  was  such  that  it 
could  hardly  have  failed  to  create  confusion  in  the 
mind  of  the  referee,  resulting  in  acceptance  of  the 
statement  of  the  claimant  as  to  the  onset  of  the  ill- 
ness as  the  principal  basis  for  settlement  of  the 
claim.  In  other  words,  medical  testimony  ap- 
peared to  play  little  or  no  part  in  adjudication. 
One  case,  however,  in  which  a decision  was  ren- 
dered without  medical  testimony,  was  subse- 
quently appealed  and  the  original  decision  was 
reversed. 

Legal  Disposition  of  Cases. — Of  the  104  cases 
studied,  18  were  accepted  as  compensable  from 
the  onset,  and  86  cases  were  controverted.  Of 
the  70  controverted  cases  in  which  a decision  had 
been  given,  45  received  awards,  and  25  were  dis- 
allowed (Table  VI).  An  effort  was  made  to 
ascertain  if  there  were  any  characteristic  features 
which  led  to  cases  falling  into  the  three  categories 
mentioned  above,  i.e.,  cases  accepted  as  com- 
pensable without  contest,  cases  controverted  and 
awards  made,  and  cases  controverted  but  dis- 
allowed. 

Work  Status. — The  question  of  whether  or  not  a 
claimant  was  at  his  place  of  work  at  the  time  of 
the  onset  of  symptoms  appeared  to  have  a certain 
amount  of  influence  on  the  ultimate  outcome  of 
his  claim  (Table  VII).  All  except  two  of  the  18 
cases  which  were  accepted  as  compensable  before 
a hearing  gave  a history  of  onset  of  symptoms 
while  at  work.  Of  the  controverted  cases, 
awards  were  made  in  three  quarters  of  the  cases 
in  which  the  onset  occurred  at  work  but  in  only 
one  third  of  the  cases  in  which  the  onset  occurred 
elsewhere. 
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TABLE  VI. — Legal  Disposition  op  Casks 


Cases 

Number 

Per  Cent 

Accepted  before  hearing 

18 

17 

Controverted,  award  made 

45 

43 

Controverted,  disallowed 

25 

24 

Controverted,  unsettled 

16 

16 

Total 

104 

100 

Unusual  Effort. — It  has  already  been  stated 
that  much  of  the  evidence  appearing  in  the 
records  was  contradictory  and  confusing.  This 
was  particularly  true  when  it  came  to  the  question 
of  “unusual  effort’’  in  relation  to  the  onset  of 
cardiac  symptoms.  Because  of  this  fact  it  was 
futile  to  attempt  to  determine  whether  or  not 
there  actually  had  been  any  unusual  effort.  In 
this  connection,  however,  it  is  of  interest  to  men- 
tion that  the  records  of  the  Workmen’s  Compen- 
sation Board  show  that  of  73  fatal  cardiac  cases  in 
which  awards  were  made  in  1949,  67  were  stated 
to  have  entailed  overexertion,  and  three  addi- 
tional cases  were  attributed  to  inclement  weather. 

Number  of  Hearings. — In  one  case,  as  many  as 
14  hearings  were  held  before  a first  decision  was 
reached,  but  this  was  quite  unusual.  Very  few 
cases  required  more  than  six  or  seven  hearings 
before  a decision  was  made,  and  the  average  num- 
ber of  healings  per  case  was  just  under  five. 
Comparable  data  for  other  types  of  compensation 
cases  are  not  available  so  it  is  not  possible  to  state 
whether  cardiac  cases  are  more  or  less  compli- 
cated than  other  types.  Prolonged  litigation 
may  constitute  a serious  obstacle  to  the  re- 
habilitation of  cardiacs,  a fact  which  suggests  the 
desirability  of  reaching  a conclusion  with  all 
possible  speed. 

Pre-existing  Heart  Disease. — The  records  re- 
vealed that  slightly  more  than  40  per  cent  of  the 
cases  in  this  series  gave  a history  of  the  knowledge 
of  pre-existing  heart  disease  or  had  had  previous 
symptoms  of  cardiovascular  disease.  Neverthe- 
less, there  was  only  one  case  in  the  series  in  which 
the  Second  Injury  Law  was  invoked. 

Comment 

The  great  and  rising  incidence  of  heart  disease 
in  the  country’s  population  has  created  a growing 
need  to  find  means  whereby  the  cardiac  can  be 
kept  in  gainful  and  productive  employment. 
The  manner  in  which  workmen’s  compensation 
claims  in  heart  disease  are  handled  and  adju- 
dicated cannot  fail  to  have  an  important  influence 
on  the  attitudes  of  employers  toward  engaging 
persons  with  heart  ailments. 

Workmen’s  compensation  benefits  are  payable 
for  injuries  and  illness  arising  out  of  and  in  the 
course  of  employment.  The  presumption  is  that 


TABLE  VII. — Work  Status  in  Relation  to  Disposition 
op  Controverted  Cases 


- Onset • 

At  Work  Not  at  Work  Total 
Num-  Per  Nutn-  Per  Num-  Per 

ber  Cent  ber  Cent  ber  Cent 


Allowed 

39 

75 

6 

33 

45 

64 

Disallowed 

13 

25 

12 

67 

25 

36 

Total 

52 

100 

18 

100 

70 

100 

there  shall  be  some  circumstance  resulting  in 
causal  relationship  between  the  occupational 
activity  and  ensuing  disability.  Surely  it  is  not 
the  intent  of  workmen’s  compensation  laws  to 
provide  benefits  for  employed  persons  who  happen 
to  fall  ill  during  their  working  hours.  Protection 
against  wage  loss  due  to  nonoccupational  illness 
can  be,  and  in  New  York  State  is,  provided 
through  other  types  of  social  legislation. 

Application  of  the  insurance  principle  requires 
that  the  occurrence  of  an  untoward  event  be  pre- 
dictable on  a mass  basis.  Predictions,  and  con- 
sequently insurance  premiums,  cannot  be  estab- 
lished if  the  basis  for  calculation  is  constantly 
undergoing  change.  Sufficient  information  is 
available  to  permit  insurance  actuaries  to  calcu- 
late the  probability  of  heart  disease  striking  any 
given  population  group.  Information  is  not 
available,  however,  to  enable  them  to  predict 
what  proportion  of  the  cases  are  likely  to  have 
their  heart  disease  adjudged  to  be  causally  related 
to  their  occupation.  Actuarial  prediction  would 
be  possible  if  (1)  no  cases  of  heart  disease  are  con- 
sidered compensable,  (2)  all  cases  of  heart  disease 
are  considered  compensable,  or  (3)  there  is  some 
fixed  basis  for  deciding  on  compensability. 
Adoption  of  possibility  (1)  or  (2)  would  appear  to 
be  thoroughly  unreasonable,  although  in  New 
York  State  there  seems  to  be  a trend  toward  the 
latter. 

Most  medical  authorities  agree  that,  at  least  in 
some  cases  of  cardiac  disability,  occupational 
activities  may  play  a part  either  in  initiating  or 
aggravating  the  disability.  In  other  words,  there 
already  exists  competent  medical  authority  which 
can  serve  as  a basis  for  establishing  fixed  criteria 
for  compensability  of  heart  disease.  Such 
criteria  might  include,  among  other  things,  con- 
sideration of  age  and  sex,  previous  medical  his- 
tory, past  and  present  occupational  history, 
circumstances  surrounding  the  onset  of  the  dis- 
ability, diagnostic  features,  time  intervals  such  as 
have  been  mentioned  above,  and  the  course  of  the 
illness.  The  use  of  medical  referees  is  another 
possibility  that  might  be  considered. 

It  is  not  an  overstatement  to  say  that  the 
present  situation  in  regard  to  workmen’s  com- 
pensation and  heart  disease  in  New  York  is  a 
matter  of  grave  concern  to  employers,  employes, 
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and  insurance  carriers.  Opposition  to  the  em- 
ployment of  cardiacs  is  constantly  growing  and 
can  be  expected  to  increase  unless  some  remedial 
action  is  taken.  The  Second  Injury  Law,  worthy 
as  may  have  been  its  purposes,  does  not  appear  to 
be  the  answer. 

Summary 

1.  In  New  York  State,  workmen’s  compensa- 
tion payments  for  heart  disease  amount  to  about 
two  million  dollars  annually  and  account  for 
nearly  4 per  cent  of  all  compensation  costs. 

2.  About  90  per  cent  of  all  compensated  cases 
are  individuals  past  forty  years  of  age  suffering 
from  the  degenerative  types  of  heart  disease. 

3.  In  about  80  per  cent  of  a series  of  104  cases, 
the  onset  of  symptoms  was  stated  to  have  oc- 
curred while  the  individual  was  at  work. 

4.  In  about  15  per  cent  there  was  an  interval  of 
more  than  two  weeks  between  an  alleged  “occu- 
pational episode”  and  the  onset  of  symptoms. 
In  two  cases  the  interval  was  more  than  two 
years. 

5.  Medical  testimony  appears  to  play  little  or 
no  part  in  the  adjudication  of  cases. 

6.  Seventeen  per  cent  of  the  cases  studied  were 
accepted  by  the  insurance  carrier  as  compensable 
before  a hearing  was  held. 

7.  Among  the  controverted  cases,  claims  were 
allowed  in  75  per  cent  of  the  cases  in  which  the 
onset  occurred  while  the  claimant  was  at  work  as 
compared  with  33  per  cent  when  the  claimant  was 
not  at  work. 


8.  Reliable  data  on  “unusual  effort”  could  not 
be  obtained  from  the  records. 

9.  Although  more  than  40  per  cent  of  the  cases 
in  this  series  had  knowledge  of  pre-existing  heart 
disease,  the  Second  Injury  Law  was  invoked  in 
only  one  case. 

10.  Employers  in  New  York  State  and  else- 
where are  becoming  increasingly  reluctant  to  hire 
cardiacs,  partly  because  of  the  manner  in  which 
compensation  claims  for  heart  disease  are  adjudi- 
cated. 

11.  The  desirability  of  establishing  criteria  for 
the  compensability  of  heart  disease  is  suggested. 
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LONG-ACTING  HEPARIN  PREPARATION:  A 
THERAPY 

After  clinical  trials  of  depoheparin  sodium  in  a 
series  of  15  cases,  the  author  concludes  that  this 
long-acting  anticoagulant  is  a satisfactory  adjunct 
when  used  with  Dicumarol.  Administered  without 
vasoconstrictors  in  initial  doses  of  300  to  400  mg. 
with  200  to  300  mg.  given  twenty-three  to  twenty- 
four  hours  later  on  successive  days,  depoheparin 
gives  an  increase  of  coagulation  time  two  to  four 
times  normal.  A single  injection  of  this  dosage  wilK 
give  a lengthened  coagulation  time  of  two  to  four 
times  normal  for  about  twenty-four  hours.  When 
used  alone,  depoheparin  did  not  appreciably  change 
prothrombin  time  during  the  first  twenty-four  hours, 


USEFUL  ADJUNCT  IN  ANTICOAGULANT 


and  when  given  in  combination  with  Dicumarol,  the 
effect  on  prothrombin  time  was  essentially  as  if  the 
latter  were  being  used  alone.  The  author  reports  no 
complications  in  combined  use  of  the  two  drugs,  and 
the  switchover  from  Dicumarol  to  depoheparin  is 
relatively  easy.  Also,  if  the  depoheparin  is  in- 
jected into  deep  subcutaneous  tissues  at  body  tem- 
perature, there  is  no  significant  discomfort.  For  best 
results,  no  pressure  should  be  applied  against  the 
injection  site.  The  author  prefers  deep  subcutane- 
ous tissue  to  the  intramuscular  route. — William  J . 
Smiles,  M.D.,  U.S.  Armed  Forces  Medical  Journal, 
January,  1951 


ANORECTAL  COMPLICATIONS  OF  AUREOMYCIN,  TERRAMYCIN, 
AND  CHLOROMYCETIN  THERAPY 

Sylvan  D.  Manheim,  M.D.,  New  York  City 


WITHIN  recent  years  there  has  been  a 
marked  increase  in  the  use  of  aureomycin, 
terramycin,  and  Chloromycetin  in  the  treatment 
of  a wide  variety  of  symptoms  and  diseases.  It 
soon  became  apparent  that  the  administration  of 
these  drugs  resulted  in  anorectal  complications 
which  in  some  instances  were  severe  enough  to  re- 
quire surgical  intervention.  It  is  the  intention  of 
this  brief  report  to  demonstrate  not  only  an  im- 
portant clinical  entity  but  also  to  point  out  the 
potential  hazard  associated  with  the  indiscrimi- 
nate use  of  these  antibiotics. 

Anorectal  complications  following  the  ingestion 
of  these  drugs  are  not  limited  to  our  observations. 
Rutenberg,  Schweinberg,  and  Fine  reported  that 
following  aureomycin  and  Chloromycetin  therapy 
several  cases  of  severe  proctitis  or  colitis  devel- 
oped, some  of  them  exhibiting  typical  ulcerative 
colitis  in  resected  segments  of  bowel.1  They 
further  stated  that  the  accompanying  diarrhea 
was  severe  enough  to  impose  a burden  upon  fluid 
and  electrolyte  balance.  An  earlier  study  by 
Behrman  revealed  the  fact  that  pruritus  ani  and 
pruritus  vulvae  occurred  following  the  use  of 
aureomycin.2 

During  the  past  year  we  have  observed  and 
treated  an  increasing  number  of  patients  pre- 
senting an  almost  identical  symptom  pattern. 
They  complained  of  perianal  itching  associated 
with  pain,  burning  sensation,  and  bleeding  upon 
defecation.  It  was  soon  noted  that  all  of  these 
patients  gave  a similiar  history,  namely,  the  oral 
ingestion  of  aureomycin,  terramycin,  or  chloro- 
mvcetin  approximately  two  weeks  before  the  on- 
set of  symptoms.  A great  many  also  gave  a 
history  of  severe  diarrhea  very  soon  after  taking 
the  antibiotics. 

Proctologic  examination  usually  revealed  peri- 
anal erythema  with  thickening  and  excoriation  of 
the  perianal  skin  with  or  without  multiple  super- 
ficial fissures  at  the  margins  of  the  anal  aperture. 
These  findings  were  not  at  all  similar  to  those  seen 
in  the  cases  of  so-called  idiopathic  pruritus  ani, 
nor  did  they  resemble  the  very  typical  chronic 
anal  fissures,  which  occur  in  the  midline  and 
penetrate  more  deeply  causing  rolled  edge£i0j^ 
“sentinel  piles.’’  In  a few  instances  examination 
also  disclosed  ulcerative  proctitis,  ulcerative 
colitis,  and  perianal  abscess. 

One  hundred  consecutive  cases  of  this  type 
w'ere  collected  and  yielded  the  following  data: 
The  symptom  complex  appeared  more  frequently 


TABLE  I. — Number  of  Patients  Who  Took  Each  Drug 
or  Combination  of  Drugs 


Drugs 

Number  of 
Patients 

Aureomycin 

69 

Terramycin 

21 

Chloromycetin 

4 

Aureomycin  and  terramycin 

4 

Aureomycin  and  ehloromycetin 

1 

Terramycin  and  ehloromycetin 

1 

TABLE  II. — Diseases  for  Which  Drugs  Were  Taken 


Number  of 


Disease  Cases 


“Colds” — “sore  throats” — “virus  infections”  63 

"Influenza”  or  “grippe”  20 

Genitourinary  disturbances  3 

Herpes  zoster  1 

Operation  for  carcinoma  of  the  larynx  1 

Gynecologic  condition  1 

Sinusitis  2 

Gastrointestinal  upset  2 

Hydrocele  operation  1 

Pneumonia  3 

Otitis  media  1 

Colotomy  for  sigmoid  polyp  1 

Furunculosis  1 


in  males  in  the  ratio  of  approximately  two  to  one. 
The  age  of  the  patients  ranged  from  the  youngest 
at  six  years  to  the  oldest  at  seventy-four  years. 
The  exact  dosage  of  the  drug  could  not  be  ob- 
tained in  all  instances,  especially  since  many  of 
the  patients  treated  themselves  without  benefit 
of  medical  advice.  However,  it  can  be  seen  from 
Table  I that  aureomycin  was  the  most  common 
offending  drug,  whereas  ehloromycetin  caused  the 
least  number  of  complications. 

Table  II  demonstrates  the  fact  that  the  drugs 
wrere  administered  in  the  majority  of  cases  for 
common  colds  and  upper  respiratory  infections 
for  wdiich  they  are  of  questionable  value. 

It  is  noteworthy  that  the  majority  of  our  pa- 
tients had  no  previous  anorectal  pathology  and 
that  itching  had  been  present  in  only  six  cases 
prior  to  its  onset  following  drug  therapy  (Table 
III).  The  patients  who  had  had  previous  anorec- 
.surgery  had  achieved  a cure  prior  to  the  in- 
stion  of  the  drugs.'  These  cases  who  had  some 

therapy  suf- 

be  any  relation  ol 
severity  of  symptoms  to  the  amount  of  the  drug 
taken  or  the  period  of  time  used.  Some  of  the 
most  severe  complications  occurred  when  a very 
small  amount  of  drug  was  given. 
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TABLE  III. — Anobectal  Conditions  Before  Use  of 
Drugs 


Number  of 


Condition  Cases 


None  59 

Pruritus  ani  6 

Hemorrhoids  (bleeding)  9 

Previous  fistulectomy  6 

Previous  excision  of  fissure  10 

Previous  hemorrhoidectomy  7 

Cryptitis  and  papillitis  1 

Excision  of  squamous  cell  carcinoma  (1944)  1 

Excision  of  anal  condyloma  1 


TABLE  IV. — Anorectal  Conditions 
Drug* 

Following  Use  of 

Number  of 

Condition 

Cases 

Pruritus  ani 

60 

Fissure-in-ano 

26 

Ulcerative  colitis 

2 

Ulcerative  proctitis 

6 

Abscess  requiring  surgery 

4 

Fissures  requiring  surgery 

2 

* Diarrhea  occurred  in  only  41  cases. 


Surgical  intervention  became  necessary  in  four 
cases  because  of  acute  infection  and  in  two  cases 
because  of  deep  fissures  with  intractable  pain  and 
anal  spasm  (Table  IV). 

Treatment 

We  found  the  condition  extremely  resistant  to 
treatment.  Many  cases  had  severe  symptoms 
for  as  long  as  six  to  eight  months  despite  active 
therapy.  Where  pruritus  was  the  chief  com- 
plaint, fungicidal  ointments  and  powders  were 
used.  In  patients  exhibiting  pain,  bleeding,  and 
superficial  fissures,  local  analgesic  ointments 
appeared  helpful  in  controlling  the  pain  and  scar- 
let red  ointment  promoted  healing. 

Those  patients  requiring  surgery  responded 
well  and  healed  rapidly. 

Recently,  we  have  prescribed  acidophilus  or 
buttermilk  in  the  belief  that  this  would  aid  in  the 
restoration  of  the  normal  intestinal  flora  which 
had  been  altered  by  the  aureomycin,  terramycin, 
and  Chloromycetin. 

Permanent  cure  in  most  cases  and  striking  im- 
provement in  the  remaining  cases  has  resulted 
from  the  treatment  described. 


Comment 

The  pathogenesis  of  this  anorectal  syndrome 
which  occurs  as  a result  of  oral  ingestion  of  aureo- 
mycin, terramycin,  and  Chloromycetin  is  as  yet 
undetermined.  Behrman  believes  that  the  nor- 
mal intestinal  flora  is  destroyed,  leaving  the 
yeasts  in  relatively  excessive  numbers,  and  once 
the  restraining  presence  of  the  other  organisms  is 
removed,  a typical  mondial  infection  takes  place.2 
In  one  of  his  patients,  scrapings  from  an  ex- 
coriated perianal  area  revealed  the  presence  of 
Candida  albicans. 

Our  impression  is  that  the  drugs  administered 
orally  may  result  in  an  alteration  of  the  intestinal 
flora  to  the  extent  that  the  organisms  resistant  to 
the  drug  may  find  fertile  ground  in  which  to  set  up 
an  anorectal  infection. 

It  is  essential  for  the  physician  to  exercise  great 
caution  in  determining  the  efficacy  of  therapy 
with  the  drugs  under  discussion.  In  many  in- 
stances the  anorectal  complications  following  the 
use  of  these  antibiotics  are  far  more  severe  than 
the  diseases  for  which  they  were  employed.  It 
has  been  shown  that  none  of  these  drugs  are  com- 
pletely innocuous  and  should  not  be  given  without 
specific  indication. 

Summary 

1.  One  hundred  cases  of  anorectal  complica- 
tions following  the  oral  ingestion  of  aureomycin, 
terramycin,  and  Chloromycetin  are  presented. 

2.  The  anorectal  syndrome  described  is  a 
recognizable  clinical  entity. 

3.  The  dosage  of  the  drug  used  and  the  length 
of  time  the  drug  was  taken  varied  in  each  case  and 
were  not  related  to  the  severity  of  the  symptoms. 

4.  Aureomycin,  terramycin,  and  Chloromycetin 
should  be  used  judiciously  only  in  the  treatment 
of  illnesses  for  which  they  are  specific. 
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CANCER  OF  THE  CORPUS  UTERI  APPARENTLY  COMPLETELY 
REMOVED  BY  CURETTAGE 

Joseph  W.  Tandatnick,  M.D.,  and  Benjamin  Karen,  M.D.,  New  York  City 
( From  the  Departments  of  Gynecology  and  Pathology,  Bronx  Hospital ) 


THE  possibility  of  completely  removing  uter- 
ine corpus  carcinoma  by  curettage  was  first 
noted  by  Ruge  in  1886.1  Until  the  present  time, 
there  have  been  29  cases  of  uterine  cancer  dis- 
covered by  curettage  where  subsequent  hyster- 
ectomy failed  to  reveal  any  trace  of  the  neo- 
plastic process  in  the  uterus.  We  propose  to 
report  four  additional  cases,  collected  from  all 
gynecologic  admissions  to  the  Bronx  Hospital 
from  November  13,  1930,  to  December  31,  1948. 

Review  of  the  Literature 

The  earliest  series  of  cases  was  described  by 
Gessner  in  1896. 1 Since  then,  35  additional 
reports  have  appeared  in  various  journals 
throughout  the  world.2-34 

An  exhaustive  search  of  the  medical  literature 
reveals  that  60  cases  (including  those  described 
in  this  paper)  have  been  reported  where  uterine 
carcinoma  could  have  been  or  apparently  was 
completely  removed  by  curettage.  In  33  of  the 
cases,  the  following  simple  criteria  were  satis- 
fied: (1)  A preliminary  curettage  was  performed 

and  revealed  the  presence  of  uterine  corpus 
carcinoma  (or  “probable  sarcoma”  in  one  case).28 
(2)  Hysterectomy  was  performed  subsequently. 
(3)  Gross  and  microscopic  examination  of  the 
uterus  failed  to  reveal  any  trace  of  the  neoplasm. 

Those  cases  in  which  these  criteria  were  not 
satisfied,  we  regarded  as  not  truly  “acceptable” 
cases  of  carcinoma  apparently  completely  re- 
moved by  curettage.  Twenty-seven  of  the  60 
instances  reported  until  the  end  of  1947  did  not 
meet  the  criteria  we  have  listed.  Of  these,  in 
three  cases9'10,17  there  was  no  preliminary  curet- 
tage performed,  while  in  16  patients  hysterectomy 
was  not  carried  out.2,5,6’12,19’20,23,31,33  In  an  ad- 
ditional eight  instances  examination  of  the 
uterus  after  hysterectomy  revealed  that  neo- 
plastic foci  still  remained  in  the  organ. 
1,3,24,26,29,32,34  jn  those  cases  where  hysterec- 
tomy was  not  performed,  there  could  be  no 
histologic  proof  of  course,  that  the  malignancy 
was  completely  removed,  since  there  was  no 
uterus  available  for  examination.  In  these 
cases,  either  repeat  curettages  were  done  and  no 
cancer  was  found,  or  the  patients  were  followed 
clinically  and  remained  alive  for  the  varying 
times  that  the  authors  could  keep  the  patients 
under  observation.  In  no  instance,  however, 
was  any  patient  followed  for  longer  than  six 


years.  In  these  latter  cases,  the  authors  ac- 
cepted the  possibility  of  complete  removal  of  the 
tumor  on  the  basis  of  their  patients’  good  health 
during  the  time  of  observation.  In  the  former 
group,  with  repeat  curettages  revealing  no  trace 
of  the  carcinoma,  the  authors  accepted  this  fact 
as  adequate  evidence  of  apparent  complete  re- 
moval of  the  neoplasm  by  curettage.  However, 
we  feel  that  the  only  valid  proof  of  complete 
extirpation  of  the  tumor  is  by  histologic  absence 
of  the  cancer  in  the  excised  uterus.  In  this 
respect,  the  use  of  serial  sections  of  the  endo- 
metrium and  adjoining  myometrium  where  pos- 
sible is  the  best  method. 

However,  it  is  a distinct  possibility  that  neo- 
plastic cells  may  escape  via  the  lymphatic  vessels 
or  via  the  blood  stream  before  curettage  is  per- 
formed. This  would  be  of  serious  import  to  the 
patient,  as  distant  metastases  could  later  lead  to 
death.  It  is  of  interest  to  note  that  in  the  cases 
reported  by  Ruge  and  Muret  (his  Case  4),  hyster- 
ectomy revealed  no  trace  of  the  carcinoma  in  the 
uterus,  but  the  patients  subsequently  died  of 
metastatic  cancer.1,25  Both  authors  concluded 
that  the  metastases  were  histologically  similar  to 
the  uterine  carcinoma  originally  discovered  by 
curettage.  The  complete  removal  of  cancer  of 
the  corpus  uteri  by  curettage  may  not  necessarily 
be  conclusive,  even  if  histologically  confirmed, 
for  cancer  cells  may  establish  metastatic  foci 
before  the  curettage  is  carried  out. 

In  five  cases  serial  sections  were  made  from  the 
entire  endometrium  obtained  from  the  uterus 
after  hysterectomy.13-20,22, 25,34  The  first  four  cases 
revealed  no  trace  of  the  tumor,  while  the  fifth  one 
showed  neoplastic  cells  in  only  five  of  the  many 
sections  prepared.  In  most  hospital  laboratories, 
serial  sections  are  not  practical,  and  for  this 
reason  only  a very  small  number  of  the  cases 
reported  to  date  have  been  subjected  to  this 
method  of  examination. 

Case  Reports 

The  following  are  the  case  histories  of  our  four 
patients  in  whom  curettage  revealed  the  presence 
of  carcinoma  in  the  curettings  but  in  whom  the 
uterus  after  hysterectomy  failed  to  reveal  any 
trace  of  the  tumor. 

Case  1 ( Drs . H.  J.  Epstein  and  M . Loeb). — I.  P., 
aged  fifty-eight  years,  white  female,  was  first  ad- 
mitted to  the  Bronx  Hospital  on  October  16,  1945, 
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Fig.  1.  This  section  reveals  multilayered,  aty- 
pical endometrial  glands.  Diagnosis:  papillary 

adenocarcinoma  of  the  endometrium.  (440  X) 


because  of  intermittent,  postmenopausal  bleeding  of 
two  years  duration.  She  had  received  estrogenic 
therapy  for  a few  weeks  prior  to  hospitalization. 
A diagnostic  dilatation  and  curettage  was  per- 
formed on  the  day  of  admission,  and  the  patient  was 
discharged  home  on  the  next  day. 

The  pathology  report  on  the  curettings  was  as  fol- 
lows: “Section  of  the  endometrium  reveals  the  typi- 
cal picture  of  a papillary  adenocarcinoma  (Fig.  1). 
In  many  areas  the  glands  are  multilayered  writh  hy- 
perchromatic  nuclei,  and  with  evidence  of  mitosis. 
There  is  some  necrosis  present.  The  histologic  pic- 
ture is  that  of  an  adenocarcinoma,  grade  2.” 

The  patient  was  readmitted  to  the  hospital  on 
November  22,  1945,  and  a total  hysterectomy  was 
performed  two  days  after  admission.  Both  gross 
and  microscopic  examination  of  the  uterus  failed  to 
reveal  any  trace  of  the  carcinoma.  The  patient  was 
discharged  home  on  December  5,  1945.  When  last 
seen  on  January  30,  1951,  she  was  well  and  healthy 
with  no  signs  of  recurrence  of  the  tumor. 

Case  2 ( Drs . M . Richter  and  I.  Smiley). — -E.  M., 
aged  forty-three  years,  white  female,  was  first  ad- 
mitted to  the  Bronx  Hospital  on  July  24,  1948,  be- 
cause of  menorrhagia  occurring  during  her  last  two 
periods.  The  uterus  was  found  to  be  enlarged  to  the 
size  of  a two  months  pregnancy  on  bimanual  exam- 
ination. It  was  also  nodular.  A diagnostic  curet- 
tage was  done  on  the  day  of  admission. 

The  pathology  report  on  the  curettings  was  as  fol- 


Fig. 2.  This  section  show's  atypical,  bizarre,  en- 
dometrial glands.  Diagnosis:  papillary  adenocar- 
cinoma of  the  endometrium.  (220  X) 


lows:  “Section  of  the  endometrium  reveals  numerous 
irregular,  bizarre,  multilayered,  distorted  glands  in  a 
markedly  hemorrhagic  stroma,  which  shows  very 
little  connective  tissue  (Fig.  2).  The  cells  compris- 
ing the  glands  show  large,  fairly  uniform  nuclei  with 
relatively  infrequent  mitotic  figures.  Diagnosis: 
papillary  adenocarcinoma  of  the  uterus.” 

The  patient  was  discharged  home  on  July  27, 
1948,  but  was  readmitted  on  August  3, 1948.  A total 
hysterectomy  was  done  on  the  followdng  day.  Both 
on  gross  and  microscopic  examination  of  the  uterus, 
no  further  evidence  of  carcinoma  could  be  found,  de- 
spite many  blocks  of  the  endometrium  being  made 
and  sectioned.  The  patient  was  discharged  home  on 
August  15,  1948.  When  last  examined  on  January 
30,  1951,  she  was  in  good  health  with  no  indications 
of  recurrence  of  the  neoplasm. 

Case  3 ( Service  of  Dr.  I.  Smiley). — B.  C.,  aged 
fifty-six  years,  white  female,  was  admitted  to  the 
Bronx  Hospital  on  October  1 , 1948,  because  of  vag- 
inal bleeding  of  one  month  duration.  She  had  had 
an  uneventful  menopause  nine  years  prior  to  admis- 
sion. Her  bleeding  was  associated  with  mild, 
lower  abdominal  pain.  Vaginal  smears  prepared  by 
Papanicolaou’s  method  w'ere  positive  for  carcinoma. 
A diagnostic  dilatation  and  curettage  was  performed 
on  October  6,  1948,  and  the  pathologist’s  report  on 
the  curettings  was  as  follows:  “Section  of  the  curet- 
tings reveals  some  fragments  of  endometrial  tissue 
and  tissue  which  contains  two  glandular  structures, 
which  are  surrounded  by  diffuse  areas  of  epidermoid 
carcinoma  (acanthoma)  (Fig.  3).  It  is  possible  that 
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Fig.  3.  This  section  of  endometrium  demon- 
strates a diffuse  area  of  squamous  cell  carcinoma. 
Diagnosis:  epidermoid  carcinoma  (acanthoma). 
(440  X) 

this  tumor  arises  either  primarily  from  the  cervix  or 
from  the  fundus  where  the  normal  columnar  epithe- 
lium has  undergone  a metaplasia.” 

On  October  14,  1948,  a panhysterectomy  was  car- 
ried out.  The  uterus  failed  to  show  the  slightest 
trace  of  residual  carcinoma  both  on  gross  and  mi- 
croscopic examination.  Many  sections  were  pre- 
pared from  various  parts  of  the  uterus,  and  all  failed 
to  reveal  any  evidence  of  carcinoma. 

The  patient  was  discharged  home  on  November  1, 
1948.  She  remained  healthy,  and  when  last  exam- 
ined on  January  26,  1951,  there  were  no  recurrences. 

Case  J ( Service  of  Dr.  I.  Smiley). — D.  R.,  aged 
fifty-four  years,  white  female,  was  admitted  to  the 
Bronx  Hospital  on  November  26,  1948,  for  the  inves- 
tigation of  postmenopausal  bleeding.  About  five 
years  prior  to  admission,  her  regular  periods  stopped. 
Two  years  later,  vaginal  bleeding  recurred.  The 
bleeding  was  intermittent  and  irregular,  occurring 
as  many  as  two  to  four  times  monthly.  It  was  often 
fairly  profuse  in  character. 

On  October  12,  1948,  a diagnostic  dilatation  and 
curettage  was  done  at  another  hospital.  The  cu- 
rettings  were  examined  in  the  Bronx  Hospital  labora- 
tories, and  the  pathology  report  was  as  follows: 
“There  is  atypical  gland  formation  with  some  tend- 
ency to  break  through  the  basal  membrane  into  the 
stroma  of  the  endometrium.  In  some  areas  there  is 


Fig.  4.  This  section  of  endometrium  shows  an 
endometrial  gland  whose  epithelium  has  broken 
through  the  basement  membrane  into  the  adjoining 
stroma  forming  a somewhat  solid  nest  of  epithelial 
cells.  Diagnosis:  probably  low-grade  adenocarci- 
noma of  the  uterus.  (440  X) 


a suggestion  of  solid  nests  of  epithelial  cells,  such  as 
might  be  seen  in  a low-grade  adenocarcinoma. 
There  are  other  parts  of  the  same  section,  however, 
that  reveal  perfectly  normal  glands.  These  occur 
apparently  in  fragments  of  endometrium  coming 
from  other  parts  of  the  uterus.  The  possibility  ex- 
ists that  this  is  a rather  well  localized  and  relatively 
superficial  adenocarcinoma.  Diagnosis:  probably 
low-grade  adenocarcinoma  of  the  uterus  (Fig.  4).” 

On  November  4,  1948,  a panhysterectomy  was 
carried  out  at  the  Bronx  Hospital.  The  uterus  was 
moderately  enlarged  and  the  seat  of  several  fibro- 
myomata.  However,  it  failed  to  reveal  any  evidence 
of  residual  carcinoma.  Many  blocks  were  made  of 
the  endometrium  and  adjoining  myometrium,  and 
numerous  sections  cut  from  these.  No  trace  of  the 
neoplasm  could  be  found. 

The  patient  was  discharged  home  on  November 
14,  1948.  On  January  10,  1951,  when  last  seen,  she 
was  well  and  healthy,  and  pelvic  examination  re- 
vealed no  abnormalities. 

Comment 

These  four  cases  illustrate  the  fact  that  the 
carcinoma  was  apparently  completely  removed 
by  the  preliminary,  diagnostic  curettage.  Com- 
plete, serial  sections  of  the  entire  endometrium 
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were  not  made,  but  a careful  search  was  carried 
out  in  the  four  cases,  within  the  limits  of  prac- 
ticality, and  no  trace  of  the  tumor  could  be  found 
in  the  uteri. 

Theoretically,  the  possibility  exists  that  an 
early  and  localized  uterine  corpus  carcinoma  can 
be  completely  removed  by  a thorough  and  careful 
curettage.  When  the  uterus  is  subsequently 
removed,  the  endometrium  and  adjoining  myo- 
metrium should  be  examined,  if  possible,  by 
means  of  serial  sections,  and  if  these  show  no 
residual  cancer,  then  it  can  be  assumed  that  the 
growth  was  completely  removed  by  the  pre- 
liminary curettage.  Nevertheless,  the  possibility 
must  always  be  borne  in  mind  that  some  tumor 
cells  may  have  escaped  via  the  lymphatic  vessels 
or  the  blood  stream  prior  to  curettage.  There- 
fore, a guarded  prognosis  is  the  wisest  course,  as 
the  complete  removal  of  the  neoplasm  is  only  a 
very  good  possibility  rather  than  an  established 
fact. 

With  the  recent  introduction  of  the  Papani- 
colaou vaginal  smear  technic,  the  early  diagnosis 
of  localized  uterine  cancer  may  be  made  more 
frequently  than  in  the  past.  After  confirma- 
tion by  curettage  in  such  cases,  hysterectomy 
may  reveal,  more  often  than  previously  reported, 
that  the  curettage  completely  removed  the  neo- 
plasm. 

Summary 

We  have  presented  four  cases  of  uterine  corpus 

We  wish  to  express  our  appreciation  to  Dr.  Joseph  Felsen, 
Director  of  Laboratories  and  Research,  and  to  Dr.  Irving 
Smiley,  Director  of  Gynecology,  the  Bronx  Hospital,  New 
York,  for  their  cooperation  and  help  in  the  preparation  of  this 
paper. 


carcinoma  apparently  completely  removed  by 
the  diagnostic  curettage. 


References 

1.  Gessner,  A.:  Zeitschr.  f.  Geburtsh.  u.  Gynak.  34: 
387  (1896).  Also  Ruge,  P.,  and  Veit,  J..  in  discussion. 

2.  Krukenberg,  R.:  Monatschr.  f.  Geburtsh.  u.  Gynak. 
S:  138  (1897). 

3.  Von  Franque,  O. : Ztschr.  f.  Geburtsh.  u.  Gynak.  38: 
35  (1898). 

4.  Zweifel,  P.:  Deutsche  med.  Wchnschr.  29:  29  (V.B.) 
1903. 

5.  Vassmer,  W.:  Arch.  f.  Gynak.  75:  668  (1905). 

6.  Hirst,  B.  C.:  A Textbook  of  Diseases  of  Women, 
2nd  ed.,  Philadelphia  and  London,  W.  B.  Saunders  Co.,  1905, 
p.  397. 

7.  Wells,  B.  H.:  Tr.  New  York  Obst.  Soc.,  1906-1907, 
p.  258. 

8.  Von  Winiwarter,  A.  F.  R.:  Arch.  f.  Gynak.  98:  1 
(1912). 

9.  Ogorek,  H.:  Zentralbl.  f.  Gynak.  36:  1088  (1912). 

10.  Chodounsky,  R. : ibid.,  37:  441  (1913). 

11.  Von  Graff,  E.:  ibid.,  37:  1196  (1931). 

12.  Hess:  Deutsche  med.  Wchnschr.  39:  1038  (1913). 

13.  Von  Hansemann,  D.:  ibid.,  39:1040  (1913). 

14.  Prym,  P. : ibid.,  39:1247  (1913). 

15.  Stratz,  C.  H.:  Zentralbl.  f.  Gynak.  37:  1141  (1913). 

16.  Benthin,  W. : Monatschr.  f.  Geburtsh.  u.  GynSk. 
38:360  (1913). 

17.  Unterberger,  F.,  Jr.:  ibid.,  38:  360  (1913). 

18.  Rubin,  I.  C.:  Am.  J.  Surg.  26:  41 1 (1913). 

19.  Saltykow,  S.:  Deutsche  med.  Wchnschr.  40:  1316 
(1914). 

20.  Boldt,  H.  J.:  Am.  J.  Obst.  69:  702  (1914).  Also 
Knipe,  W.  H.  W.,  and  Stein,  A.,  in  discussion. 

21.  Taylor,  H.  C .-.ibid.,  71: 150  (Jan.)  1915. 

22.  Boldt,  H.  J.:  Surg.,  Gynec.  & Obst.  20:  313  (Mar.) 
1915. 

23.  Ladinski,  L.  J.:  ibid.,  20:  325  (1915). 

24.  Frank,  R.  T.:  Am.  J.  Obst.  74:  369  (1916). 

25.  Muret,  M.:  Ann.  de  gyn£c.  et  d’obst.  12:  321  (1916). 

26.  Wiener,  S. : New  York  M.  J.  105:  1079  (1917). 

27.  Findley,  P.:  Interstate  M.  J.  24:  402  (1917). 

28.  Van  de  Poll,  C.  N.:  Med.  Weekblad  24:  35  (1917- 
1918). 

29.  Ladin,  L.  J.:  Am.  J.  Obst.  & Gynec.  15:  167  (Feb.) 
1928. 

30.  Seides,  S.:  ibid.,  17:  117  (Jan.)  1929. 

31.  Flaischlen:  Zeitschr.  f.  Geburtsh.  u.  Gynak.  102:  211 
(1932). 

32.  Deelman,  H.  T. : Die  Histopathologic  der  Uterusmu- 
cosa,  Leipzig,  Georg.  Thieme,  Verlag,  1933,  p.  187. 

33.  Meyer,  A.:  Zentralbl.  f.  Gynak.  61:  1637  (July  10) 
1937. 

34.  Mignone,  C.,  and  Abdala,  R.:  An.  Fac.  de  med.  da 
Univ.  de  Sao  Paulo  20: 159  (1944). 


RESUSCITATION  OF  THE  NEWBORN 
In  1949  successful  resuscitations  at  the  Toronto 
Hospital  for  Sick  Children  were  89  per  cent  of  those 
attempted;  this  is  in  comparison  with  63  per  cent 
for  1948  and  49  per  cent  for  1947.  The  authors  ex- 
plain that  one  reason  for  this  larger  percentage  was 
probably  a wider  selection  of  cases  chosen  for  resus- 
citation. In  1949  the  use  of  meperdine  (demerol) 
and  scopolamine  was  introduced  for  sedation,  and 
there  was  an  increased  use  of  cyclopropane  as  an 
anesthetic.  An  increase  in  the  number  of  sleepy 
babies  was  noted,  and  more  resuscitations  were 
necessary.  However,  allowing  for  those  cases  in 
which  asphyxia  is  impossible  to  prevent,  the  result 


of  treatment  was  highly  satisfactory  in  the  cases  in 
which  asphyxia  was  due  to  causes  associated  with 
delivery. 

After  a survey  of  the  literature  and  a brief  dis- 
cussion of  the  etiology  of  hypoxia,  the  authors  out- 
line the  direction  of  their  major  efforts  in  preventing 
deaths  due  to  asphyxia  in  the  newborn.  These  are 
(a)  prophylactic  measures  in  the  prenatal  and  natal 
periods  and  (6)  active  treatment  of  the  infant  im- 
mediately after  birth.  Experience  soon  demon- 
strated, say  the  authors,  that  this  must  be  a delivery 
room  procedure. — John  P.  Fletcher,  M.D.,  and 
JoslynW. Rogers, M.D.,J. A. M. A., February  24,  1951 


THE  CLINICAL  EVALUATION  OF  MUMPS  VIRUS  VACCINE  IN 
AN  ORPHANAGE 

Daniel  Blitz,  M.D.,  Woodmere,  New  York,  and  Henry  M.  Eisenoff,  M.D.,  New  York  City 
( From  the  Israel  Orphan  Asylum,  Far  Rockaway) 


REPORTS  in  the  literature  on  skin  testing  as 
an  index  of  immunity  or  susceptibility  to 
mumps  are  encouraging.1-4  The  question  of  a 
practical  method  of  inducing  active  immunity  to 
mumps  is  still  not  solved,  but  the  work  by  Stokes 
and  Enders  and  Muntz  et  al.  is  encouraging.5’4 
It  is  the  purpose  of  this  communication  to 
report  the  results  of  skin  testing,  active  immuniz- 
ation, and  chance  exposure  to  epidemic  parotitis 
in  children  at  an  orphanage. 

Method  of  Study 

In  October,  1948,  136  children  between  the 
ages  of  two  and  fourteen  years  living  in  close 
contact  were  skin  tested  with  the  mumps  vac- 
cine.* The  vaccine  was  prepared  according  to 
the  method  of  Habel.  Two  strains  of  virus  were 
cultured  in  embryonated  chicken  eggs  from 
which  the  vaccine  was  prepared.  Antigenicity 
was  standardized  by  complement  fixation,  neu- 
tralization tests  in  guinea  pigs,  and  hemagglutina- 
tion. The  virus  was  inactivated  by  formalin  and 
preserved  with  Merthiolate  1:10,000  containing 
40  complement  fixation  units  per  ml.  The 
diluted  vaccine,  containing  20  complement  fixa- 
tion units  per  ml.,  was  injected  intracutaneously 
into  the  forearm.  The  amount  injected  was 
approximately  V20  to  V10  ml.  The  reactions  to 
the  tests  were  read  after  twenty-four  and  forty- 
eight  hours.  If  the  diameter  of  the  erythema 
was  approximately  10  mm.  or  more,  the  reaction 
was  called  positive.  Erythema  less  than  10  mm. 
was  called  slightly  positive.  Other  investigators 
in  this  field  consider  skin  tests  of  less  than  10  mm. 
as  negative.  A positive  skin  test  is  indicative  of 
immunity  to  mumps,  and  a negative  skin  reaction 
indicates  susceptibility  to  mumps. 

The  children  with  a negative  skin  test  and  a 
negative  history  of  epidemic  parotitis  were  given 
the  mumps  vaccine  (lot  B8701,  Lilly)  in  two 
equal  doses  at  seven-week  intervals  in  the  spring 
and  summer  of  1949.  The  youngest  children  in 
the  group  received  0.1  ml.  intracutaneously. 
The  older  children  received  the  vaccine  subcu- 
taneously, the  doses  varying  from  0.2  to  0.5  ml. 
Rectal  temperatures  were  taken  three  times  a day 
for  three  days  following  each  injection. 

The  children  with  a definite  history  of  mumps 
regardless  of  the  outcome  of  the  skin  test  were  not 
given  the  vaccine. 

* The  vaccine  was  supplied  by  Dr.  C.  E.  Roach  of  the 
Lilly  Research  Laboratories. 


The  control  group  were  children  with  a negative 
history  of  mumps  who  were  not  skin  tested  or 
given  the  vaccine. 

No  complement  fixation  studies  were  done. 

Skin  Testing 

Of  the  136  children  skin  tested  with  the  diluted 
mumps  virus  vaccine,  92  gave  a negative  reac- 
tion, and  44  gave  a positive  or  slightly  positive 
reaction.  Among  the  92  children  with  a negative 
skin  test,  14  gave  a past  history  of  mumps. 

Of  the  44  children  who  reacted  to  the  intra- 
dermal  tests  30  were  positive  (10  mm.  or  larger 
in  size),  and  14  were  slightly  positive.  Among 
the  30  children  with  a positive  skin  test,  four  had 
a clinical  history  of  mumps.  Of  the  14  children 
with  a slightly  positive  skin  test,  three  had  a 
history  of  mumps  (Table  I).  There  were  no 
unusual  reactions  following  the  skin  testing. 

TABLE  I. — Intradermal  Testing  with  Mumps  Vaccine 
CoBRELATED  WITH  HlSTOBY  OF  MUMPS 


136  Children  Tested 


Positive  skin  test  Negative  skin  test 

44  92 


Positive  Slightly  positive  No  History 


No  No 

history  History  history  History 

26  4 11  3 


Active  Immunization  with  Mumps  Vaccine 

In  May,  1949,  73  children  with  a negative  skin 
test  and  negative  history  of  mumps  were  injected 
with  the  vaccine  either  intracutaneously  or  sub- 
cutaneously. In  July,  1949,  a second  injection 
was  given  to  67  children. 

Following  the  first  injection  52  children  had  a 
rectal  temperature  over  100  F. ; three  had  a fever 
over  101  F.,  the  highest  being  102.2  F.  associated 
with  acute  tonsillitis.  Following  the  second  in- 
jection 13  children  had  a rectal  temperature  over 
100  F.,  and  five  had  a fever  over  101  F.,  the 
highest  being  104  F. 

There  were  no  untoward  symptoms  or  allergic 
reactions  following  the  injections.  The  local 
reaction  which  consisted  of  erythema  and  indura- 
tion following  the  first  intracutaneous  injection 
was  more  pronounced  following  the  second  injec- 
tion. 
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TABLE  II. — Children  with  Positive  Skin  Tests  Exposed 
to  Mumps 


Total 

Number 

History 

of 

Mumps 

Skin 

Test 

Age 

Group 

(Years) 

Con- 

tracted 

Mumps 

9 

2 

Slightly 

positive 

5 to  11 

1 

19 

1 

Positive* 

5 to  11 

2 

* There  were  eight  children  in  this  group  who  had  strongly 
positive  skin  tests  (over  15  ram.).  None  of  these  children  con- 
tracted the  mumps. 


There  were  slight  local  reactions  following  the 
subcutaneous  injections. 

Chance  Exposure  to  Epidemic  Parotitis 

An  epidemic  of  mumps  started  in  February, 
1950,  and  continued  until  April,  1950.  During 
this  epidemic  93  children  in  the  original  group 
were  in  the  institution. 

None  of  the  eight  children  with  a positive 
history  and  a negative  skin  test  contracted 
mumps. 

Of  the  28  children  with  a positive  skin  test 
exposed  to  the  mumps,  three  contracted  the 
disease.  One  of  the  three  children  had  a slightly 
positive  reaction;  the  other  two  had  a positive 
skin  test  (Table  II).  Of  the  group  of  57  children 
with  a negative  skin  test  and  a negative  history 
who  received  the  vaccine,  16  contracted  mumps. 
The  attack  rate  among  the  vaccinated  children 
was  28.1  per  cent  (Table  III).  The  cases  were 
mild,  and  there  were  no  complications. 

There  were  47  children  in  the  control  group 
who  gave  no  history  of  mumps  and  did  not  re- 
ceive either  skin  testing  or  vaccine.  Sixteen  of 
these  children  contracted  mumps.  The  attack 
rate  was  34  per  cent.  There  was  one  case  of 
mumps  meningitis. 

Comment 

There  seems  to  be  some  correlation  between  the 
negative  skin  test  and  a negative  history  of 
mumps.  In  the  group  with  the  positive  skin 
tests  only  a small  percentage  gave  a history  of 
mumps.  It  is  known  that  subclinical  attacks  of 
mumps  do  occur.6  This  may  explain  the  dis- 
crepancy between  a positive  skin  reaction  and  a 
negative  history. 

Eight  children  with  a liistory  of  mumps  had  a 
negative  reaction  to  the  skin  test.  None  of  these 
contracted  mumps.  The  possibility  that  a 
negative  skin  reaction  may  be  caused  by  an  in- 
sufficient amount  of  antigen  is  to  be  considered.3 

Three  among  28  positive  reactors  contracted 
mumps  when  chance  exposure  occurred  (Table 
II).  Mumps  did  not  occur  among  the  eight 
children  with  a strongly  positive  reaction.  The 
size  of  the  reaction  is  important.  Enders,  in 


TABLE  III. — Children  Injected  with  the  Vaccine 
Exposed  to  Mumps 


Number 

of 

Children 

Age  Group 
(Years) 

Dose  of  Vaccine 
(Ml.,  2 Injections) 

Con- 

tracted 

Mumps 

15 

2 to  5 

0.1* 

2 

21 

5 to  7 

0.2 

U 

7 

7 to  8 

0.3 

2 

8 

7 to  9 

0.4 

1 

6 

10  to  12 

0.5 

2 

* Intracutaneous  injections;  all  others  given  subcutane- 
ously. 


discussing  the  skin  test  as  an  index  of  immunity 
or  susceptibility,  states  “It  is  clear,  however, 
that  as  with  all  such  procedures,  there  is  inherent 
in  the  method  a certain  degree  of  error  which 
diminishes  rapidly  as  the  reaction-size  increases.”1 

A false  positive  reaction  may  occur,  possibly 
owing  to  an  allergic  reaction  to  the  ingredients 
of  the  egg-gi'own  virus. 

Many  of  the  above  problems  could  have  been 
answered  if  complement  fixation  studies  were 
done.6 

Vaccination  against  mumps  was  not  success- 
ful in  this  small  series.  Sixteen  out  of  the  57 
children  who  were  injected  with  the  vaccine 
contracted  mumps  (Table  III).  The  attack 
rate  was  28  per  cent  compared  to  a rate  of  34  per 
cent  in  the  control  group.  The  most  encouraging 
results  were  in  the  group  who  received  the  vaccine 
intracutaneously  and  those  who  received  the 
larger  doses  subcutaneously. 

Only  6 per  cent  of  the  children  injected  with 
the  vaccine  had  a fever  over  101  F.  No  allergic 
reactions  followed  the  injections.  Among  the 
vaccinated  children  who  contracted  mumps 
there  were  no  complications.  In  the  control 
group  there  was  one  complication,  mumps  men- 
ingitis. 

In  seeking  the  cause  of  our  failure  to  immunize 
these  children  we  ask  the  following  questions: 
(1)  Was  our  dose  too  small?  (2)  Was  the  im- 
munity of  short  duration?  (3)  Was  it  more 
difficult  to  immunize  children  than  adults?  (4) 
Was  the  vaccine  potent  enough  or  the  method  of 
inactivation  correct?  Roach  stated  that  the 
newer  vaccine  is  inactivated  by  ultraviolet  irra- 
diation and  contains  80  complement  fixation 
units  per  ml.,  thus  representing  an  increase  in 
antigenicity.7 

Summary 

There  seems  to  be  some  correlation  between 
the  mumps  skin  tests  and  the  clinical  history. 

The  larger  the  size  of  the  positive  skin  reaction, 
the  more  reliable  is  its  interpretation. 

In  our  small  series  it  seems  evident  that  the 
vaccination  against  mumps  was  not  too  success- 
ful. There  were  no  complications  among  the 
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vaccinated  children  who  developed  mumps. 
Febrile  reactions  following  the  injections  were 
slight. 

Perhaps  with  the  newer  type  of  mumps  vaccine 
and  the  administration  of  a larger  dose  the  attack 
rate  of  epidemic  parotitis  will  be  lower  than  in 
our  series. 

We  wish  to  thank  Miss  C.  Rosenzweig,  our  nurse,  for  her 
kind  assistance. 
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ACTH  AND  CORTICAL  STEROIDS  IN  POSTPARTUM  PLASMA 

Preliminary  Report 

Louis  W.  Granirer,  M.D.,  F.A.C.P.,  Jamaica,  New  York 


THIS  is  a preliminary  report  of  an  investiga- 
tion to  examine  the  mode  of  action  of  post- 
partum plasma  in  rheumatoid  arthritis.  Clinical 
experience  over  a period  of  three  years  has 
demonstrated  that  postpartum  plasma  possesses 
valuable  and  unique  antirheumatic  properties. 
In  over  1,000  plasma  transfusions  there  were  no 
cases  of  homologous  serum  hepatitis.1  Unlike 
ACTH  or  cortisone  there  were  no  undesirable  side- 
effects  associated  with  long-continued  treatment 
with  postpartum  plasma,  and  no  clinical  signs  of 
atrophic  or  hypertrophic  changes  in  the  anterior 
pituitary  or  adrenal  cortex  were  observed.  Pres- 
ent evidence  indicates  that,  once  a remission 
occurs,  long-continued  therapy  is  unnecessary. 
As  for  the  availability  of  postpartum  plasma,  it  is 
not  scarce  and  lends  itself  readily  to  large-scale 
production. 

The  present  investigation  was  stimulated  by 
these  findings  and  was  planned  with  a view  to  the 
possibility  that  postpartum  plasma  might  ex- 
hibit both  pituitary  adrenocorticotropic  and 
adrenal  cortical  hormones. 

Procedures 

The  bioassays  in  this  work  were  carried  out  by 
the  adrenal  ascorbic  acid  depletion  method  of 
Sayers  et  al ,2  In  the  hypophysectomized  rat  the 
ascorbic  acid  concentration  of  the  adrenal  is  not 
influenced  by  the  environmental  change  or  ad- 
ministration of  a noxious  agent  but  is  affected 
only  by  an  exogenous  supply  of  ACTH.  The  de- 
gree of  depletion  of  ascorbic  acid  is  a function  of 
the  dose  of  ACTH  administered  and  serves  as  a 
quantitative  assay  which  is  specific  for  ACTH 
activity.2  When  the  pituitary  is  absent,  each 


animal  serves  as  its  own  control.  It  has  been 
found  that  the  concentration  of  ascorbic  acid  is 
equal  in  both  adrenals,  either  when  both  are  re- 
moved simultaneously  or  when  one  is  removed  one 
hour  after  the  other.  In  these  experiments  the 
left  adrenal  is  removed,  and  its  concentration  of 
ascorbic  acid  is  taken  as  the  control  level  from 
which  to  measure  the  amount  of  depletion  pro- 
duced in  the  right  gland  by  the  test  material. 

Method  of  Assay 

Twelve  Sprague-Dawley  male  rats,  weighing 
120  to  160  Gm.,  were  hypophysectomized  by 
the  parapharyngeal  approach.  Twenty-one  to 
twenty-seven  hours  after  hypophysectomy,  the 
rats  were  anesthetized  with  ether.  The  left 
adrenal  was  removed  and  prepared  for  analysis. 
The  12  rats  were  divided  into  two  groups,  six 
animals  in  each  group.  Both  groups  were  in- 
jected via  an  exposed  tail  vein,  one  group  receiv- 
ing the  test  material  and  the  other  group  a 
standard  ACTH  solution.  One  hour  later  the 
right  adrenal  was  removed  and  prepared  for 
analysis.  The  response  was  expressed  as  the  dif- 
ference in  concentration  of  ascorbic  acid  between 
the  right  and  left  adrenals. 

The  excised  adrenal  was  dissected  free  of  fat  and 
connective  tissue  and  weighed  to  the  nearest  0.1 
mg.  The  gland  was  then  placed  in  15  ml.  of  4 
per  cent  trichloracetic  acid.  To  the  contents  of 
the  adrenal  extract  0.3  Gm.  of  acid-washed  Norit 
was  added.  The  mixture  was  then  filtered.  To  5 
cc.  of  the  clear  filtrate  1 drop  of  thiocarbamate 
solution  was  added  which  was  followed  by  1 cc.  of 
2,4-dinitrophenylhydrazine  reagent.  This  mix- 
ture was  incubated  for  exactly  three  hours  at  38 
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TABLE  I. — Comparative  Assay  by  the  Difference 
Method  of  Standard  ACTH*  Against  Postpartum 
Plasma  24  Hours  Old 


Plasma  Dose  ACTH  Dose 

(Cc.  per  100  (Micrograms  per  Concentration 

Gm.  Body  100  Gm.  Body  . Difference! — — — 

Weight)  Weight)  Plasma  ACTH* 


First  Test,  July,  1950 


0.5 

0.8 

10 

14 

0.5 

0.8 

35 

20 

1.0 

1.6 

44 

38 

1.0 

1.6 

45 

40 

2.0 

3.2 

64 

64 

2.0 

3.2 

72 

64 

Second  Test, 

October,  1950 

0.5 

1.0 

49 

70 

0.5 

1.0 

160 

48 

1.0 

2.0 

123 

130 

1.0 

2.0 

134 

200 

2.0 

4.0 

153 

200 

2.0 

4.0 

163 

236 

* Armour  128-105. 

t Figures  express  difference  of  adrenal  ascorbic  acid  con- 
centration between  left  and  right  adrenals  (amount  of  de- 
pletion) in  mg.  per  100  Gm.  of  adrenal  tissue. 

C.  At  the  end  of  the  incubation  period  the  reac- 
tion mixture  was  placed  in  an  ice  bath.  Five 
milliliters  of  90  per  cent  sulfuric  acid  were  then 
added  to  develop  the  color.  Readings  were 
taken  with  the  Lumetron  electrospectrophotome- 
ter. The  total  ascorbic  acid  content  was  evalu- 
ated from  the  standard  curve  and  expressed  as 
mg.  per  100  Gm.  of  fresh  adrenal  tissue. 

The  ascorbic  acid  depletion  produced  by  the 
test  material  was  compared  with  the  depletion 
produced  by  a standard  ACTH  preparation.  The 
activity  of  the  test  material  was  expressed  as 
the  percentage  of  standard. 

Results 

Test  1 . — The  test  material  was  a fresh  specimen 
of  pooled  postpartum  plasma  taken  from  a group 
of  ten  mothers  twenty-four  hours  after  delivery. 
Data  compiled  in  this  test,  which  was  run  twice, 
are  given  in  Table  I. 

There  is  a quantitative  ratio  between  micro- 
grams of  ACTH  injected  and  the  milligrams  of 
adrenal  ascorbic  acid  depletion  produced.  On 
this  basis  we  are  able  to  compute  mathematically 
the  amount  of  ACTH  present  in  the  postpartum 
plasma.  According  to  our  findings,  each  cubic 
centimeter  of  fresh  pooled  postpartum  plasma 
contained  1.8  micrograms  of  adrenocorticotropic 
hormone  by  potency.  The  plasma  assayed  112 
per  cent  of  standard.  A control  group  of  speci- 
mens of  fresh  pooled  female  plasma  failed  to  pro- 
duce any  ascorbic  acid  depletion.  Recent  experi- 
ments by  Taylor  and  his  coworkers  have  showed 
that  normal  serum  did  not  produce  any  ascorbic 
acid  depletion  in  hypophysectomized  rats.3 

Test  2. — The  assay  method  in  Test  1 was  re- 
peated in  this  experiment,  using  a specimen  of 
pooled  postpartum  plasma  (ten  donors,  twenty- 
four  hours  after  delivery)  which  had  been  re- 


Table  II. — Comparative  Assay  by  the  Difference 
Method  of  Standard  ACTH*  Against  Postpartum 
Plasma  5 Weeks  Old 


Plasma  Dose  ACTH  Dose 
(Cc.  per  (Micrograms  per  Concentration 

100  Gm.  Body  100  Gm.  Body  . Difference! 

Weight)  Weight)  Plasma  ACTH* 


0.5 

0.8 

14 

33 

0.5 

0.8 

20 

66 

1.0 

1.6 

30 

100 

1.0 

1.6 

32 

150 

2.0 

3.2 

42 

156 

2.0 

3.2 

73 

200 

* Armour  128-105. 

! Figures  express  difference  of  adrenal  ascorbic  acid  con- 
centration between  left  and  right  adrenals  (amount  of  deple- 
tion) in  mg.  per  100  Gm.  of  adrenal  tissue. 

frigerated  at  a temperature  of  5 C.  for  a period  of 
five  weeks  as  the  test  material.  Results  are 
shown  in  Table  II. 

Pooled  postpartum  plasma  five  weeks  old 
assayed  62  per  cent  of  standard,  and  each  cubic 
centimeter  of  plasma  was  calculated  to  contain 
0.56  micrograms  of  the  adrenocorticotropic 
hormone  by  potency. 

Test  3. — In  this  test  the  experimental  ma- 
terials were  specimens  of  pooled,  postpartum 
plasma  refrigerated  at  a temperature  of  5 C.  for 
eight  and  twelve  weeks.  This  experiment  was 
designed  to  determine  whether  eight  and  twelve- 
week-old  specimens  would  continue  to  exhibit 
ACTH  activity.  Two  hypophysectomized  rats 
received  respective  1 and  2-cc.  doses  of  specimen 
A,  eight  weeks  old,  and  two  received  similar 
doses  of  specimen  B,  twelve  weeks  old.  The  dif- 
ference of  ascorbic  acid  concentration  between 
the  left  and  right  adrenals  in  each  rat,  determined 
by  the  test  method  described  above,  was  zero. 
Thus,  specimens  A and  B,  eight  and  twelve  weeks 
old,  respectively,  failed  to  produce  ascorbic  acid 
depletion,  indicating  no  ACTH  activity. 

Test  J+. — The  object  of  this  experiment  was  to 
test  the  above  specimens  A and  B (eight  and 
twelve-week-old  samples  of  pooled  postpartum 
plasma)  for  ACTH  activity  on  intact  rats.  The 
assay  method  of  Test  1 was  repeated  except  that 
intact  rats  were  used. 

The  difference  in  adrenal  ascorbic  acid  con- 
centration per  100  Gm.  of  adrenal  tissue  was  94 
mg.  for  the  eight-week-old  specimen  (a  30  per 
cent  depletion)  and  72  mg.  for  the  twelve-week- 
old  specimen  B (23  per  cent  depletion).  Thus, 
while  plasma  specimens  eight  and  twelve  weeks 
old  had  no  effect  on  the  adrenal  ascorbic  acid  in 
hypophysectomized  rats,  these  specimens  pro- 
duced marked  depletion  in  the  intact  rat,  indi- 
cating pituitary  stimulation  of  adrenocortical 
hormone.  It  is  possible  that  biologic  activity 
can  be  caused  either  by  the  end  product  of  the 
ACTH  originally  present  in  the  specimen  or  by 
unknown  corticoids  in  the  postpartum  plasma. 
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TABLE  III. — Adrenal  Cortical  Hormone  Analysis  by 
Paper  Chromatography  Technic 


Batch* 

Age  of  Post- 
partum Plasma 
(Months) 

Adrenal  Cortical  Hormones 
(Micrograms  per  Cc.  of  Plasma) 

1 

1 

40 

2 

2 

40 

3 

3 

20 

4 

3 

40 

5 

4 

20 

6 

4 

40 

* There  were  ten  donors  to  each  batch. 


Test  5. — The  technic  used  in  this  test,  similar 
to  that  described  by  Zaffaroni  et  al.,  consisted  of 
adrenal  cortical  hormone  analysis  by  means  of 
paper  partition  chromatography.4  Six  pooled 
postpartum  plasma  specimens,  obtained  within 
twenty-four  to  forty-eight  hours  after  delivery, 
were  investigated  for  adrenal  cortical  hormones. 
As  a control,  plasma  specimens  from  six  normal 
females  were  also  studied. 

The  technic  of  paper  partition  chromatography 
has  been  found  suited  to  the  microanalysis  of 
adrenal  cortical  hormones.  The  relatively  high 
solubilities  of  corticoids  in  polar  solvents  and 
their  easily  detectable  alpha-ketol  group  rendered 
unnecessary  their  conversion  to  hydrazones  used 
previously  in  steroid  chromatography.  Of  the 
many  solvent  combinations  tried,  the  systems 
benzene-formamide  and  toluene-propylene  glycol 
proved  most  satisfactory.  Impregnation  of  the 
strips  with  formamide  or  the  glycol  prior  to 
chromatography  was  found  necessary.  Strips 
were  dipped  in  the  polar  solvent,  the  excess  re- 
moved, and  the  samples  applied  to  the  strips. 
After  drying,  the  positions  of  the  steroids  were  re- 
vealed with  alkaline  silver  nitrate.  As  little  as  10 
to  15  micrograms  of  corticoid  could  be  detected 
in  the  developed  chromatogram  (Table  III). 

Summary 

Evidence  is  presented  which  indicates  that  in 
the  hypophysectomized  rat,  fresh  pooled  post- 
partum plasma  will  deplete  the  ascorbic  acid  con- 
tent of  the  adrenal  glands.  This  is  accepted  as  an 
indication  of  ACTH  activity.  In  pooled  post- 
partum plasma  specimens  eight  and  twelve  weeks 


old,  ACTH  hormone  could  not  be  detected  in  the 
hypophysectomized  rats.  Normal,  female  pooled 
plasma  produced  no  ascorbic  acid  depletion.  In 
the  intact  animals,  however,  the  postpartum 
plasma  specimens  brought  about  a marked  deple- 
tion of  adrenal  ascorbic  acid.  Apparently,  ACTH 
disappears  from  pooled  postpartum  plasma  within 
a period  of  six  to  eight  weeks,  but  the  plasma  con- 
tains other  corticoids,  as  yet  unidentified,  which 
may  stimulate  ACTH  secretion  in  the  intact 
animal.  Adrenal  cortical  hormones,  20  to  40 
micrograms  per  cc.,  could  be  demonstrated  in  all 
of  the  postpartum  plasma  specimens  one  to  four 
months  old. 

Conclusions 

1.  The  injection  of  fresh  pooled  postpartum 
plasma  in  the  hypophysectomized  rat  specifically 
decreased  the  ascorbic  acid  content  of  the  adrenal 
cortex.  Since  this  depletion  of  adrenal  ascorbic 
acid  in  the  hypophysectomized  animal  could  be 
produced  only  by  the  administration  of  an  exog- 
enous supply  of  ACTH,  fresh  postpartum  plasma 
contained  ACTH  (1.8  micrograms  per  cc.). 

2.  Pooled  postpartum  plasma  five  weeks  old 
contained  0.56  micrograms  of  ACTH  per  cc.; 
eight- week-old  plasma  showed  no  ACTH  ac- 
tivity. 

3.  Adrenal  cortical  hormones,  20  to  40  micro- 
grams  per  cc.,  were  detected  in  all  postpartum 
plasma  specimens. 

4.  A control  group  of  normal  female  plasma 
specimens  failed  to  show  any  measurable  ACTH 
activity  or  adrenal  cortical  hormones. 
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Treatment  of  Bacterial  Meningitis 


Dr.  Walsh  McDermott:  The  subject  of  the 
conference  is  the  treatment  of  meningitis.  We 
have  with  us  today  Dr.  Honor  Smith,  a Fellow  of 
the  Rockefeller  Foundation,  whose  home  base  is 
the  laboratory  of  Professor  Hugh  Cairns  in  Ox- 
ford. Professor  Cairns,  Dr.  Smith,  and  other 
members  of  that  distinguished  group  have  de- 
voted much  time  and  energy  to  the  subject  of  the 
treatment  of  meningitis.  Dr.  Smith  will  open 
the  discussion. 

Dr.  Honor  Vivian  Smith:  Leptomeningitis 
is  best  classified  according  to  the  etiologic  agent 
from  the  point  of  view  of  both  treatment  and 
prognosis.  I shall  not  discuss  the  viral,  spiro- 
chetal, or  mycotic  varieties  since,  with  the  excep- 
tion of  syphilitic  meningitis,  there  is  no  known 
remedy  of  established  value  for  these. 

The  bacterial  forms  of  meningitis  fall  into  two 
main  groups,  the  purulent  and  the  tuberculous. 
Both  are  susceptible  to  treatment,  and  it  appears 
that  in  both  the  principles  of  treatment  are 
similar. 

For  tuberculous  meningitis,  streptomycin 
either  alone  or  in  combination  with  some  other 
drug  is  the  remedy  of  choice.  The  streptomycin 
must  be  given  by  the  intrathecal  as  wrell  as  by 
the  systemic  route.  The  treatment  must  be  con- 
tinued for  a period  of  months.  It  is  not  safe  to 
say  more,  for  tuberculous  meningitis  presents 
very  special  problems,  and  there  is  still  much 
diversity  of  opinion  concerning  the  optimal 
regimen  of  treatment. 

The  major  problem  presented  by  purulent 
meningitis  is  the  acute  stage  of  illness.  It  is 
obvious  at  once  that  the  term  “leptomeningitis” 
is  a grave  understatement.  The  infection  is  not 
confined  to  the  pia  and  arachnoid  but  involves 
also  the  ventricles,  to  some  extent  the  paren- 


chyma of  the  brain,  and  often  both  the  arteries  and 
veins  of  the  brain,  cord,  and  meninges.  As  the 
result  of  the  encephalitis,  the  brain  is  swollen  and 
edematous,  and  the  ventricles  are  smaller  than 
normal.  After  about  three  days,  the  gross  edema 
subsides,  and  the  ventricles  enlarge.  This  point 
has  an  important  bearing  on  treatment  because 
lumbar  puncture  for  decompression,  if  carried  out 
during  the  first  two  or  three  days,  carries  a very 
real  risk  of  producing  a fatal  pressure  current. 

If  any  form  of  chemotherapy  is  to  be  successful, 
it  is  clear  that  it  must  eradicate  the  infection  from 
all  the  various  sites.  The  principles  of  treatment 
may  be  defined  as  follows:  appropriate  chemo- 
therapy as  early  as  possible;  free  access  of  the 
chemotherapeutic  agent  to  all  sites  of  infection; 
the  maintenance  of  an  adequate  concentration  of 
the  agent  in  the  cerebrospinal  fluid  for  a sufficient 
length  of  time;  and  the  treatment  of  the  primary 
focus  of  infection  if  any  such  be  present. 

In  meningitis  due  to  the  meningococcus,  these 
aims  are  most  safely  and  easily  accomplished  by 
the  administration  of  sulfadiazine.  This  is  now 
the  classic  treatment.  The  results  are  excellent. 
Penicillin  is  seldom  required,  except  in  the  occa- 
sional cases  in  which  the  patient  becomes  intoler- 
ant to  the  sulfonamides  or  vomits  so  persistently 
and  so  severely  as  to  result  in  dehydration.  In 
such  cases  it  is  sometimes  feared  that  the  sulfon- 
amides may  damage  the  kidneys.  Very  occa- 
sionally a patient  is  encountered  in  whom  the 
response  to  sulfadiazine  is  disappointing.  Such  a 
patient  may  show  improvement  at  first,  but  the 
fever  may  persist,  also  the  cells,  and  sometimes 
the  organisms  in  the  cerebrospinal  fluid.  Under 
these  circumstances  it  is  wise  to  use  penicillin. 

For  the  other  types  of  meningitis  due  to  an 
organism  susceptible  to  penicillin,  the  treatment 
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of  pneumococcal  meningitis  may  be  taken  as  the 
prototype.  In  these,  penicillin  is  always  indi- 
cated. Can  the  drug  reach  all  the  sites  of  infec- 
tion if  it  is  given  by  systemic  administration 
alone,  or  is  it  necessary  to  use  the  intrathecal 
route?  This  is  a crucial  question.  In  our  ex- 
perience, unfortunately,  intrathecal  injections 
have  proved  obligatory.  It  is  fair  to  say  that  we 
have  never  used  the  large  systemic  doses  of  sever- 
al million  units  daily  as  others  have.  Using  the 
intrathecal  route,  we  saved  31  out  of  the  last  35 
patients  in  a series  of  50  consecutive  cases  of 
pneumococcal  meningitis.  Of  two  who  died,  one 
certainly  and  one  probably  died  of  causes  other 
than  meningitis.  Further,  of  the  survivors,  in 
only  one  were  there  any  disabling  sequelae,  and 
this  was  a child  who  had  already  developed  a 
severe  posterior  basal  syndrome  before  she  came 
to  us.  In  the  light  of  present  knowledge,  this 
child  should  not  have  been  treated.  Accordingly, 
until  comparable  results  are  reported  from  the  use 
of  penicillin  by  the  systemic  route  alone,  I per- 
sonally would  not  feel  justified  to  treat  these  cases 
without  intrathecal  injections. 

The  following  is  the  routine  of  treatment  which 
we  have  found  effective  in  an  uncomplicated  case 
of  pneumococcal  meningitis : From  8,000  to  20,000 
units  of  penicillin  are  given  once  or  twice  daily  by 
intrathecal  injection  for  eight  days,  or  until  the 
patient  is  afebrile,  whichever  period  is  the  longer. 
The  lumbar,  cisternal,  or  ventricular  route  may 
be  used,  and  occasionally  all  three  may  be  re- 
quired. In  the  uncomplicated  case,  the  lumbar 
route  is  safe,  effective,  and  convenient.  Penicil- 
lin is  also  given  systemically  in  the  usual  doses  for 
the  primary  focus  of  infection  and  for  the  septi- 
cemia which  may  sometimes  either  cause  or  com- 
plicate the  meningitis.  In  addition,  sulfadiazine 
is  given  in  full  doses.  There  is  evidence  that  this 
can  prevent  or  delay  the  deposition  of  the  fibrino- 
purulent  material  which  in  the  untreated  case  is 
so  apt  to  block  the  cerebrospinal  pathways.  The 
sulfadiazine  is  useful  during  the  period  before 
intrathecal  penicillin  can  be  started  and  for  the 
period  after  penicillin  is  discontinued. 

Complications  are  unfortunately  common  in 
pneumococcal  meningitis.  The  chief  problem  is 
the  troublesome  spinal  block.  This  is  usually 
seen  early  in  the  disease  but  may  occur  at  any 
time  if  treatment  is  inadequate.  It  is  sometimes 
caused  by  unduly  large  lumbar  injections  of 
penicillin.  Otherwise  it  is  probably  due  to  the 
deposition  of  fibrinopus  throughout  the  spinal 
subarachnoid  pathways.  Its  early  detection  is 
imperative  because  intrathecal  penicillin  is  only 
effective  when  it  can  reach  all  parts  of  the  cerebro- 
spinal pathways,  and  this  is  impossible  unless  the 
cerebrospinal  fluid  which  serves  as  a vehicle  for 
the  transport  of  the  penicillin  can  circulate  freely. 


The  formation  of  the  block  is  itself  an  indication 
that  the  meningitis  is  still  progressing.  The  first 
sign  of  impending  block  is  difficulty  in  obtaining 
fluid  on  lumbar  puncture.  This  is  an  earlier  and 
more  sensitive  sign  than  the  positive  Queckenstedt 
test.  If  it  is  found  that  the  flow  of  the  serum  is 
sluggish,  the  puncture  should  be  repeated,  prefer- 
ably by  a different  observer,  using  a high  lumbar 
space  and  wide,  bowed  needle.  If  it  is  confirmed, 
it  is  an  absolute  indication  for  giving  penicillin  by 
the  cisternal  or,  preferably,  by  the  ventricular 
route.  The  prognosis  is  good,  provided  the  incip- 
ient block  is  promptly  recognized  and  ventricular 
injection  is  begun  immediately. 

Relapse  is  also  common  and  can  be  extremely 
troublesome.  The  clinical  signs  of  a relapse 
usually  appear  within  thirty-six  to  forty-eight 
hours  of  the  last  intrathecal  injection  of  peni- 
cillin. The  prognosis  here  is  also  good,  pro- 
vided each  attack  is  promptly  recognized  and 
energetically  treated.  No  one  on  the  medical  or 
nursing  staff,  and  in  particular  the  patient,  is 
allowed  to  lose  heart  during  what  may  be  appar- 
ently a hopeless  relapse. 

The  treatment  of  streptococcal  meningitis 
does  not  differ  essentially  from  that  of  the 
pneumococcal  meningitis.  Evidence  is  accumu- 
lating to  the  effect  that  anaerobic  streptococci  are 
particularly  prone  to  cause  intracranial  abscess. 
In  any  case  of  streptococcal  meningitis,  the  possi- 
bility of  abscess  must  be  seriously  considered. 
The  diagnosis  may  be  extremely  difficult  since  the 
signs  and  symptoms  of  the  abscess  may  be 
masked  by  those  of  the  meningitis.  When  there 
is  serious  doubt,  the  presence  of  the  abscess  may 
be  excluded  by  one  or  another  method  including 
ventriculography.  There  is  not  only  the  fact 
that  the  abscess  requires  surgical  treatment,  but 
that  its  presence  may  render  the  lumbar  injec- 
tions of  penicillin  not  only  useless  but  dangerous. 

Except  for  the  influenzal  variety,  meningitis 
due  to  gram-negative  organisms  is  relatively  rare 
in  peacetime.  The  remedies  of  choice  at  the  pres- 
ent time  are  sulfadiazine  and  streptomycin. 
Influenzal  meningitis  is  uncommon  in  England. 
By  far  the  most  important  work  on  this  subject 
has  been  done  in  this  country.  As  the  literature 
is  readily  available,  I shall  not  discuss  it. 

'Whatever  the  variety  of  meningitis,  appro- 
priate chemotherapy  must  be  supplemented  by 
the  closest  observation  and  nursing  care.  Seda- 
tion is  often  required  for  the  adult  because  of  the 
violent  delirium  which  is  common  and  exhaust- 
ing and  for  the  infant  because  of  the  tendency  to 
status  epilepticus.  The  response  of  the  patient 
must  be  constantly  assessed,  and  if  it  flags,  treat- 
ment must  be  modified  in  accordance  with  the 
individual  needs. 

Purulent  meningitis,  if  untreated,  may  some- 
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times  run  its  full  course  in  twenty-four  hours. 
If  for  any  reason  treatment  becomes  inadequate, 
the  disease  may  resume  its  rapid  pace,  and  the 
patient  may  soon  arrive  at  a stage  which  is  be- 
yond the  reach  of  any  known  forms  of  treatment. 

Dr.  McDermott:  Thank  you  very  much,  Dr. 
Smith.  Before  inviting  discussion  from  the  audi- 
ence, I should  like  to  say  a word  about  Dr. 
Smith’s  record  of  31  survivors  in  35  cases  treated 
for  pneumococcal  meningitis.  I happen  to  be 
familiar  with  the  fatality  rate  for  pneumococcal 
meningitis  as  treated  in  the  various  hospitals  in 
New  York  City,  in  Washington,  and  in  various 
other  parts  of  the  country.  It  is  at  least  50  per 
cent,  perhaps  nearer  60  per  cent.  Most  people 
seem  to  think  that  all  one  has  to  do  is  give  peni- 
cillin, and  things  will  go  well  with  any  type  of 
pneumococcus  infection.  I doubt  that  it  is 
generally  appreciated  that  the  mortality  in  pneu- 
mococcal meningitis  is  so  high.  Dr.  Smith  and 
the  group  at  Oxford  have  shown  that  penicillin 
can  bring  pneumococcal  meningitis  under  control, 
but  for  one  reason  or  another  we  have  not  been 
able  to  apply  the  necessary  refinements  of  treat- 
ment in  this  country  and  have  not  been  able  to 
give  nearly  so  satisfactory  an  account  of  results. 
Dr.  Timpanelli,  what  has  been  your  experience 
at  Bellevue  Hospital? 

Dr.  Alphonse  E.  Timpanelli:  We  had  six 
cases  of  pneumococcal  meningitis  at  Bellevue  in 
the  last  two  years,  and  among  those  we  had  two 
deaths.  I believe  that  one  of  the  factors  respon- 
sible for  the  high  mortality  among  patients  whom 
we  see  in  large  municipal  hospitals  is  the  advanced 
stage  of  the  disease  when  the  patients  come  to 
our  attention.  So  often  they  are  admitted  in  a 
state  of  peripheral  vascular  failure.  One  of  the 
two  fatal  cases  which  I just  mentioned  was  ad- 
mitted in  vascular  failure.  The  treatment  was 
intensive,  and  even  though  the  white  cell  count 
and  the  fever  were  declining,  he  succumbed 
twenty-four  hours  after  admission. 

Dr.  McDermott:  Dr.  Timpanelli  has  touched 
on  an  important  point.  There  is  an  irreversible 
state  in  these  infections  when  the  best  antimicro- 
bial therapy  cannot  be  expected  to  do  any  good. 
If,  for  example,  a patient  is  pulled  out  of  a snow- 
bank and  is  brought  in  for  treatment,  as  may  be 
the  situation  in  large  municipal  hospitals,  the 
results  may  not  be  so  good  as  in  those  institutions 
where  patients  are  brought  under  more  favorable 
conditions.  Perhaps  Dr.  Smith  would  venture  a 
comment  on  this  point  in  relation  to  the  excellent 
results  she  has  described. 

Dr.  Smith:  I think  your  point  is  well  taken. 
There  does  come  a stage  when  nothing  really 
effective  can  be  done.  That  was  the  commonest 
cause  of  failure  in  our  series.  There  were  four 
patients  who  succumbed,  and  they  did  so  within 


six  to  twelve  hours  after  their  first  injection  of 
penicillin.  There  is  a very  high  premium  on 
early  diagnosis  and  treatment  in  a disease  which 
develops  with  such  rapidity.  In  17  of  our  cases, 
the  full  clinical  picture  from  perfect  health  to  pro- 
found delirium  developed  within  periods  up  to 
twenty-four  hours,  average  twelve  hours,  and  the 
most  rapid  three  hours.  So  you  see,  there  is  not 
much  time  to  spare. 

Dr.  Harry  Gold:  The  point  you  raised,  Dr. 
McDermott,  I should  like  to  press  a bit  further. 

Is  the  difference  between  the  experience  of  Dr. 
Smith  and  the  experience  here  due  to  the  difference 
in  the  severity  of  the  cases  which  come  for  treat- 
ment? Dr.  Smith,  did  most  of  your  cases  appear 
early  or  late? 

Dr.  Smith:  I would  say  it  was  very  variable. 

I think  it  is  fair  to  say  that  we  have  never  lost  a 
patient  who  was  conscious  when  he  came  to  us. 
Sometimes  the  disease  was  of  fairly  long  duration. 
The  patient  might  have  had  several  relapses  dur- 
ing which  he  became  stuporous  or  profoundly 
delirious,  but  no  patient  who  was  able  to  answer 
simple  questions  on  admission  failed  to  recover. 

Dr.  Gold:  That  would  seem  to  be  a simple 
basis  for  comparing  experiences. 

Dr.  McDermott:  I think  there  are  two  pos- 
sible reasons  for  the  difference  in  the  results,  Dr. 
Gold,  one  factor  being,  I believe,  much  more 
important  than  the  other.  I think  that  the  chief 
reason  for  the  superior  results  reported  by  Dr. 
Smith  lies  in  the  combination  of  talents  and  train- 
ing of  the  members  of  the  team  who  treat  these 
patients.  I am  inclined  to  think  that  the  ten- 
dency to  overspecialization  in  this  country  may  , 
have  unfavorable  results  in  a situation  such  as  1 
this.  For  example,  the  one  treating  the  pneu-  ] 
mococcal  meningitis  may  know  a great  deal  about 
pneumococci  and  penicillin  without  knowing  1 
enough  about  the  pathologic  changes  which  take 
place  in  pneumococcal  meningitis.  On  Dr.  j 
Smith’s  service,  these  patients  are  treated  by  j 
physicians  thoroughly  trained  in  neurology  and 
also  in  the  problem  of  infections  and  antimicrobial 
therapy.  I think  that  the  result  of  treatment  by 
such  a group  is  a mark  for  everyone  to  shoot  at.  . 
The  other  factor  which  may  play  some  part,  j 
although  I believe  not  a large  one,  is  the  fact  that 
in  this  country  pneumococcal  meningitis  is  not 
infrequently  a complication  of  pneumococcal 
pneumonia.  This  is  perhaps  true  in  about  one 
third  of  the  cases  of  pneumococcal  meningitis. 

Is  that  in  line  with  your  experience,  Dr.  Tim- 
panelli? 

Dr.  Timpanelli:  Yes. 

Dr.  McDermott  : I believe  that  pneumococcal 
pneumonia  has  not  been  a prominent  factor  in 
the  patients  treated  by  Dr.  Smith  and  the  other 
members  of  that  group.  Is  that  correct? 
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Dr.  Smith:  Yes,  that  is  quite  correct.  In 
only  five  of  our  cases  did  the  meningitis  follow  a 
frank  pneumonia.  All  five  were  desperately  ill. 
However,  four  of  these  recovered,  and  the  fifth 
died  because  we  missed  the  early  signs  of  block. 

Dr.  McDermott:  You  have  indicated  that 
the  Queckenstedt  test  is  not  a reliable  indication 
of  block  and  that  a more  reliable  early  one  is  the 
slow  return  of  cerebrospinal  fluid.  When  we 
were  discussing  this  matter  a few  days  ago,  Dr. 
Smith,  I believe  you  stated  there  is  an  even 
earlier  sign  of  block,  namely,  if  the  severity  of 
the  infection  is  extreme,  as  judged  by  the  changes 
in  the  cerebrospinal  fluid,  you  assumed  that 
block  was  present.  Is  that  correct? 

Dr.  Smith:  That  is  correct.  Our  cases  with 
block  nearly  all  had  a high  protein,  750  mg.  or 
•over,  highly  purulent  cerebrospinal  fluid  with  cell 
counts  of  20,000  or  more.  In  our  experience,  the 
cell  count  was  usually  low  when  the  patients  were 
very  ill.  It  was  as  low  as  500  or  less.  One  of  them 
had  a cell  count  below  100.  When  the  fluid 
was  drawn  off,  it  looked  like  ginger  beer,  but 
the  turbidity  was  due  to  the  organisms  rather  than 
the  cells. 

Dr.  McDermott:  I presume  you  consider  the 
low  cell  count  an  indication  of  inadequate  re- 
sponse of  the  host  to  the  infection. 

Dr.  Smith:  That  is  probably  so.  From  the 
cases  that  were  treated  in  other  hospitals  first  and 
which  seemed  to  go  steadily  downhill,  we  ob- 
served that  the  cellular  count  of  the  fluid  fell  as 
their  condition  became  worse.  The  cell  count 
fell  from  thousands  to  hundreds  as  the  patient’s 
condition  deteriorated.  To  be  sure,  the  con- 
verse also  happened. 

Dr.  McDermott:  That  is  comparable  to  the 
leukopenia  in  a very  severe  pneumococcus  infec- 
tion. 

Dr.  Smith:  Yes,  I think  so. 

Dr.  McDermott:  May  we  assume  that,  if  a 
patient  with  pneumococcal  meningitis  presents 
30,000  cells  in  the  cerebrospinal  fluid  on  admis- 
sion, it  is  sufficiently  strong  indication  that  there 
is  block  and  that  the  penicillin  should  be  adminis- 
tered by  intrathecal  injection  at  a high  level? 

Dr.  Smith:  If  this  patient  is  in  extremis,  I 
would  give  penicillin  at  a high  level  immediately. 
If  he  is  not  in  extremis,  I would  repeat  the  lumbar 
puncture  eight  or  ten  hours  later,  and  if  the  fluid 
is  still  very  thick,  I would  give  a ventricular 
injection. 

I Dr.  McDermott:  Is  it  true  that  you  do  not 
regard  it  a matter  of  importance  whether  the 
injection  is  made  intracisternally  or  into  the 
ventricle? 

Dr.  Smith:  I much  prefer  the  ventricular 
route.  The  important  point  is  to  go  high  up 
when  there  is  spinal  block.  I know  of  cases  in 


which  block  was  allowed  to  persist  because  there 
were  no  facilities  for  tapping  the  ventricles.  I 
think  it  is  better  to  use  the  cisternal  route  than  to 
persist  with  the  lumbar  route  in  cases  of  spinal 
block,  although  I think  it  is  better  to  use  the 
ventricle  if  one  has  the  facilities  for  doing  so. 

However,  one  should  remember  the  fact  that  in 
the  first  two  days  the  ventricle  is  swollen  and  its 
capacity  may  be  too  small  for  the  volume  of  peni- 
cillin. 

Dr.  McDermott:  Can  you  offer  any  guides 
for  such  situations? 

Dr.  Smith:  No,  I don’t  think  so.  A lumbar 
injection  is  made  first,  even  if  one  thinks  there  is 
block.  One  then  tries  to  find  the  ventricle,  and 
one  hopes  it  will  be  large  enough.  Usually  it  is. 

Dr.  McKeen  Cattell:  Do  we  in  the  United 
States  use  the  intrathecal  injections  to  the  same 
extent  that  Dr.  Smith  does? 

Dr.  McDermott:  In  general,  1 would  say  yes, 
Dr.  Cattell.  We  pursue  the  same  plan  Dr. 
Smith  has  described.  Perhaps  we  are  a bit  slow 
in  recognizing  block.  We  are  inclined  to  tem- 
porize for  twenty-four,  thirty-six,  or  forty-eight 
hours  before  getting  together  with  the  neurosur- 
geons for  the  administration  of  penicillin  at  the 
higher  levels.  This  is  especially  so  if  the  Quecken- 
stedt test  is  normal. 

Dr.  Smith  has  pointed  out  that  she  has  not 
tried  the  plan  of  massive  systemic  doses  of  peni- 
cillin which  Dowling  in  Washington  has  used. 
He  injects  intramuscularly  0.5  to  1 million  units  of 
penicillin  at  intervals  of  two  hours,  using  either 
no  intrathecal  treatment  or  only  one  or  two  intra- 
thecal injections.  It  is  our  present  belief  that  a 
combination  of  the  various  plans  of  treatment 
might  be  worth  while,  that  is,  to  give  massive 
intramuscular  doses  of  penicillin  to  start  with,  in- 
trathecal penicillin  as  quickly  as  possible  following 
Dr.  Smith’s  suggestion,  and  to  go  directly  to  the 
ventricular  injection  if  there  is  evidence  of  block. 
On  the  other  hand,  if  after  one  or  two  intrathecal 
injections  the  patient  shows  signs  of  improving,  I 
should  think  we  might  do  equally  well  to  con- 
tinue the  treatment  with  intramuscular  injections. 
Would  you  agree  with  that,  Dr.  Tompsett? 

Dr.  Ralph  R.  Tompsett:  Yes. 

Dr.  McDermott:  I think  you  had  a question, 
Dr.  Timpanelli. 

Dr.  Timpanelli:  I would  like  to  ask  Dr. 
Smith  where  the  focus  of  infection  was  in  most  of 
her  cases. 

Dr.  Smith:  It  was  most  commonly  the  ear. 
Next  in  order,  interestingly  enough,  was  the 
nasal  sinus  with  fracture  of  the  skull.  Sinusitis 
came  third. 

Dr.  Timpanelli:  Do  these  account  for  most 
of  your  cases? 

Dr.  Smith:  Yes,  for  more  than  half. 
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Dr.  Timpanelli:  Five  of  our  six  cases  were 
secondary  to  pneumonia. 

I might  also  mention  that  we  have  not  encoun- 
tered block  in  our  cases,  neither  in  those  that 
survived  nor  in  those  that  succumbed.  Our 
treatment  consisted  of  a large  dose  of  penicillin, 

100.000  units  parenterally  every  two  hours.  At 
first,  we  also  gave  them  massive  doses  of  penicil- 
lin, as  much  as  100,000  units,  intrathecally.  We 
do  not  give  quite  such  large  doses  any  longer. 
The  intrathecal  doses  are  now  approximately 

20.000  units,  occasionally  as  much  as  50,000  units. 

Dr.  McDermott:  Why  did  you  change? 

Dr.  Timpanelli:  One  of  our  patients  de- 

veloped a convulsion,  and  we  got  a bit  worried. 
We  could  not  be  sure  of  the  role  of  penicillin  in 
this  reaction,  but  after  the  experience  of  others 
came  to  our  attention,  we  considered  it  wise  to 
reduce  the  intrathecal  dose  to  about  20,000  units, 
especially  since  there  was  the  indication  that  the 
smaller  dose  might  prove  just  as  effective. 

Dr.  McDermott:  What  do  you  think  about 
massive  intrathecal  doses,  Dr.  Smith? 

Dr.  Smith:  I am  very  strongly  against  them. 

Dr.  McDermott:  Why? 

Dr.  Smith:  First,  there  is  evidence  that  they 
can  be  epileptogenic.  Second,  I have  no  doubt 
that  they  cause  spinal  block  in  some  cases.  I 
have  seen  it  two  or  three  times  in  patients  who 
had  been  treated  elsewhere  with  100,000  units  on 
admission  and  50,000  units  after  twelve  hours. 

Dr.  McDermott:  Do  you  mean  by  intra- 
thecal injection? 

Dr.  Smith  : Yes.  At  the  start  there  was  a free 
flow  of  spinal  fluid,  and  the  patient  was  doing 
nicely.  At  the  end  of  the  second  day  the  flow 
showed  signs  of  falling  off.  By  the  third  day  the 
taps  were  persistently  dry,  and  soon  the  tempera- 
ture began  to  rise  again. 

Dr.  McDermott:  Do  I understand  you  to 
believe  that  the  block  in  these  cases  was  a con- 
sequence of  irritation  by  penicillin  and  not  part  of 
the  natural  course  of  the  disease? 

Dr.  Smith:  Yes,  precisely.  In  the  natural 
history  of  the  disease  it  is  possible  to  correlate 
fairly  accurately  the  development  of  the  block 
with  the  course  of  the  symptoms.  In  these 
cases  to  which  I have  referred,  the  patient  was 
actually  improving  and  was  doing  so  quite 
dramatically  at  the  time  the  signs  of  block  de- 
veloped. 

Dr.  McDermott:  I should  like  to  make  one 
comment  on  Dr.  Timpanelli’s  recent  experience 
at  Bellevue  Hospital.  He  mentioned  that  none 
of  his  cases  developed  spinal  block.  I believe 
that,  in  general,  however,  the  occurrence  of 
spinal  block  is  as  much  a problem  wTith  us  as  it  is 
in  England.  There  is  also  the  fact  that  he  en- 
countered five  consecutive  cases  of  meningitis  in 


relation  to  pneumococcal  pneumonia.  Don’t  you 
think  that  that  is  a rather  exceptional  experience? 

Dr.  Timpanelli:  That  is  unusual. 

Dr.  McDermott:  Dr.  Smith  spoke  about 

sedation  in  meningitis.  How  would  you  manage 
that  if  you  were  called  to  see  a patient  who  was 
having  severe  convulsions  and  two  or  three 
attendants  were  trying  to  hold  him  down  on  the 
bed?  To  do  a spinal  tap  under  these  conditions 
would,  of  course,  be  out  of  the  question. 

Dr.  Smith:  I assume  you  mean  convulsions 
and  not  just  delirium. 

Dr.  McDermott:  Let  us  suppose  it  is  both 
delirium  and  convulsions,  or  if  you  wish  first, 
delirium  without  convulsions. 

Dr.  Smith:  If  he  were  delirious,  I would  give 
him  paraldehyde  intramuscularly  until  the 
patient  was  quiet. 

Dr.  McDermott:  And  then,  I suppose,  you 
would  do  the  spinal  tap? 

Dr.  Smith:  Yes. 

Dr.  McDermott:  Suppose  there  were  also 
convulsions? 

Dr.  Smith:  In  that  case  I would  give  sodium 
Pentothal  intravenously  until  the  convulsions  I 
were  brought  under  control. 

Dr.  McDermott:  Why  do  you  draw  a line 
between  the  delirium  and  the  convulsions? 

Dr.  Smith  : Because  I think  that  the  convul- 
sions are  more  lethal  than  the  delirium.  When 
the  patient  has  convulsions,  he  steps  breathing. 
There  is  a period  of  fairly  severe  anoxia  with  each 
fit.  They  breathe  a bit  during  even  a violent 
delirium. 

Dr.  McDermott:  In  other  words,  you  give  a 
drug  in  delirium  merely  to  quiet  the  patient 
sufficiently  to  obtain  a sample  of  cerebrospinal 
fluid. 

Dr.  Smith:  Yes. 

Dr.  McDermott:  Whatever  drug  quiets  them 
serves  the  purpose,  and  I take  it  that  you  have 
found  paraldehyde  intramuscularly  satisfactory. 
However,  in  the  case  of  convulsions,  your  choice 
of  a drug  is  based  on  the  objective  of  bringing 
convulsions  under  lasting  control. 

Dr.  Smith  : Yes.  They  die  if  they  are  allowed 
to  continue  in  convulsions. 

Dr.  McDermott:  How  about  children? 

They  develop  convulsions  readily.  How  about 
the  epileptiform  seizures  in  children? 

Dr.  Smith:  I think  they  are  a menace.  I have 
seen  children  die  in  status  epilepticus  in  meningi- 
tis, pneumococcal,  meningococcal,  and  streptococ- 
cal. Very  small  infants  present  a particularly 
serious  problem,  for  in  them  intravenous  medica- 
tion is  technically  difficult,  and  when  one  suc- 
ceeds in  making  the  injection,  one  sometimes  gets  < 
into  trouble  with  their  respiration.  It  must  be 
done,  however,  since  they  tolerate  fits  very  badly. 


December  1,  1951] 


TREATMENT  OF  BACTERIAL  MENINGITIS 


2775 


Dr.  McDermott:  Let  me  see  now,  in  a very 
small  child  of  about  a year  or  so  with  meningitis, 
at  the  first  fit  you  would  institute  antifit  therapy, 
and  what  would  it  be  in  such  a case? 

Dr.  Smith:  I would  give  paraldehyde  intra- 
muscularly. The  need  for  watching  the  lungs 
carefully  has  to  be  stressed.  The  child  should  be 
turned  from  side  to  side  every  half  hour.  If  they 
get  at  all  “bubbly,”  the  foot  of  the  bed  is  propped. 
The  risk  of  aspiration  is  greater  than  the  risk  of 
increasing  the  pressure  in  the  head.  The  nursing 
problem  is  a very  serious  one  when  the  child  is 
under  heavy  sedation,  which  may  be  necessary 
when  it  has  fits.  And  then  the  problem  of  looking 
after  the  chest  becomes  more  urgent.  In  case 
the  chest  becomes  “bubbly,”  it  may  be  necessary 
not  only  to  block  the  foot  of  the  bed  but  to  insti- 
tute suction. 

Dr.  McDermott:  What  is  the  longest  period 
in  your  experience  that  a patient  with  purulent 
meningitis  remained  in  stupor  or  coma  and  then 
recovered  his  mental  faculties? 

Dr.  Smith:  I recall  an  old  woman  of  seventy- 
four  years  who  was  desperately  ill.  She  was 
known  to  have  hypertensive  disease  with  a blood 
, pressure  of  about  200  or  higher  for  years.  During 
the  first  twenty-four  hours  of  her  meningitis,  be- 
fore she  came  under  our  care,  the  blood  pressure 
fell  to  100/60.  She  responded  to  painful  stimuli. 
She  remained  in  a kind  of  vegetative  stage  for  all 
of  three  weeks. 

Dr.  McDermott:  Three  weeks  and  then  re- 
covered? 

Dr.  Smith  : It  may  have  been  more  than  three 
weeks.  I thought  she  was  never  going  to  pull 
out  of  it.  She  also  developed  a block  and  had  to 
receive  a ventricular  injection  of  penicillin. 

Dr.  McDermott:  I recall  your  mentioning, 
Dr.  Smith,  that  the  physician,  the  nurse,  the 
patient,  or  anyone  else  connected  with  a case  of 
j meningitis  must  guard  against  despair,  especially 
| in  the  relapsing  form  of  the  disease.  It  has  been 
our  experience  in  the  treatment  of  meningitis  that 
there  comes  a time  when  the  intrathecal  injec- 
tions are  very  difficult  to  give,  when  the  patient 
! complains  of  pain  with  each  injection,  and  when 
for  one  reason  or  another  it  looks  like  one  is 
’ whipping  a dead  horse.  In  these  situations 
doubts  arise:  If  the  patient  does  get  better,  is 
! the  survival  likely  to  be  worth  while?  Such 

! thoughts  arise  after  the  patient  has  been  in 
stupor  for  about  eight  days.  Nevertheless,  there 
is  documented  experience  that  after  even  longer 
periods  of  stupor,  patients  have  survived  and  have 
recovered  completely.  I suppose  there  is  no 
time  when  one  is  justified  in  taking  the  position 
that  vigorous  efforts  to  secure  survival  are  not 
worth  while. 

Dr.  Smith:  I am  afraid  that  is  true. 


Dr.  McDermott:  I agree  with  you. 

Dr.  Smith:  But  there  are  those  in  whom  a 
degree  of  decerebration  remains. 

I shall  never  treat  another  child  showing  the 
posterior  basic  syndrome  just  because  it  may  sur- 
vive. When  one  sees  the  clinical  picture  of  ex- 
treme opisthotonus,  extensor  pattern  of  the  legs, 
hyperpronation  of  the  arms,  and  the  Magnus  and 
de  Kleijn  neck  reflex  on  moving  the  head,  mental 
recovery  is  apparently  precluded.  The  one  case 
of  this  kind  which  we  had  presented  some  inter- 
esting aspects.  All  the  books  ascribe  the  clinical 
picture  to  progressive  hydrocephalus  due  to  ad- 
hesions in  the  posterior  fossa.  When  we  explored 
the  posterior  fossa,  we  found  no  adhesions,  and 
the  manometries  of  the  spinal  fluid  had  returned 
to  normal;  nevertheless  the  child  remained  de- 
cerebrate. I think  the  cause  is  vascular,  but  I 
cannot  prove  it. 

Dr.  Walter  Modell:  Now  that  there  are 
recoveries  from  meningitis,  are  there  any  other 
problems  which  come  to  fight  among  the  survi- 
vors, aside  from  those  which  Dr.  Smith  mentioned, 
namely,  permanent  sequelae  involving  the  central 
nervous  system? 

Dr.  McDermott:  I am  afraid  we  have  no 
information  on  that  point  because  the  survivors 
prior  to  antibiotic  therapy  were  so  few.  As  you 
well  know,  more  than  99  per  cent  of  cases  with 
pneumococcal  meningitis  died.  The  fatality  rate 
among  patients  with  hemolytic  streptococcal 
meningitis  was  similarly  high,  so  also  with  sta- 
phylococcal meningitis. 

Dr.  Gold:  When  Dr.  Smith  referred  to  the 
“bubbling”  in  the  chest,  did  she  mean  to  imply 
that  patients  with  meningitis  are  particularly 
prone  to  pulmonary  edema? 

Dr.  Smith:  Yes,  those  who  are  very  ill  are 
prone  to  pulmonary  edema. 

Dr.  Gold:  A condition  in  the  brain  is,  there- 
fore, causing  edema  of  the  lungs,  is  that  it?  The 
point  is  of  some  interest  because  there  is  experi- 
mental evidence  that  cerebral  changes  may  give 
rise  to  pulmonary  edema,  possibly  through  re- 
flexes. 

Dr.  Smith:  I think  it  is  of  central  origin. 
There  are  also  the  cases  prone  to  gastrostaxis, 
those  with  acute  gastric  erosion,  who  vomit 
coffee-ground  material.  I have  never  seen  a 
patient  recover  who  developed  it.  Both  the  pul- 
monary edema  and  the  vomiting  of  coffee-ground 
material  have,  of  course,  been  seen  in  other  types 
of  severe  acute  intracranial  disturbances. 

Dr.  Gold:  I would  like  to  ask  Dr.  Smith  why 
she  uses  two  drugs  to  control  the  convulsions. 
Would  not  one  do? 

Dr.  Smith:  Perhaps  I did  not  make  it  clear. 
I do  not  use  the  two  drugs  in  the  same  person. 

Dr.  Gold:  I understood  that,  but  why  one 
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drug  in  one  person  and  the  second  in  another 
person? 

Dr.  Smith:  We  have  used  paraldehyde  intra- 
muscularly in  these  infants  because  it  is  so  easy 
to  give,  in  comparison  to  tying  a cannula  in  a 
vein  or  injecting  anything  into  the  vein.  Paral- 
dehyde also  seems  to  be  fairly  safe.  It  does  not 
depress  their  respiration.  We  may  be  wrong 
about  it. 

Dr.  Gold:  That  being  the  case,  why  not  use  it 
in  all  the  patients?  Why  bother  about  another 
drug  by  the  intravenous  route? 

Dr.  Smith:  I think  that  could  be  done  very 
satisfactorily. 

Dr.  McDermott:  Is  paraldehyde  very  irri- 
tating on  intramuscular  injection? 

Dr.  Smith:  I have  seen  only  one  case  where 
there  was  a problem.  In  point  of  fact,  I believe 
paraldehyde  can  be  used  by  intravenous  injection 
satisfactorily.  I have  never  used  it  that  way, 
but  I know  it  was  the  sedative  of  choice  in  the 
desert  when  they  were  transporting  men  with  head 
injuries  back  to  the  base  hospitals.  They  toler- 
ated morphia  very  badly.  It  was  a difficult 
problem  because  the  patients  had  twelve  to 
eighteen  hours  to  go  in  ambulances  over  the 
desert.  They  kept  them  really  flattened  out 
with  intravenous  paraldehyde.  I understand  it 
was  very  satisfactory. 

Dr.  Gold:  In  regard  to  the  question  as  to 
whether  paraldehyde  is  irritating,  the  answer  is 
that  it  is  quite  irritating.  A patient  in  the  hos- 
pital here  received  an  intramuscular  injection  of 
paraldehyde  into  the  leg  and  developed  a foot 
drop  from  which  he  did  not  recover.  The  solu- 
tion might  have  hit  a major  nerve  trunk.  The 
intravenous  injections  are  very  effective,  but  the 
injections  should  be  made  very  slowly.  A rapid 
intravenous  injection  of  1 cc.  sometimes  causes  a 
period  of  apnea  that  can  be  very  disquieting. 

Dr.  McDermott:  The  practice  we  pursue  in 
this  hospital  in  cases  with  delirium  in  which  a 
spinal  tap  needs  to  be  made  is  to  call  upon  the 
anesthetist  who  gives  the  patient  a solution  of 
avertin  with  amylene  hydrate  by  rectum.  It 
works  very  well. 

Dr.  Timpanelli:  Would  you  not  agree  that  a 
barbiturate  would  be  more  effective  than  paral- 
dehyde to  control  the  convulsions? 

Dr.  Gold:  I doubt  there  is  much  to  choose  be- 
tween them.  If  one  gives  enough  paraldehyde, 
the  convulsions  will  be  brought  under  control. 
There  is  the  general  belief  that  it  is  possible  to 
produce  fairly  deep  narcotization  with  paral- 
dehyde with  relatively  little  depression  of  the 
respiration.  That  point  may  need  to  be  verified, 
but  the  fact  remains  that  paraldehyde  is  satisfac- 
tory. It  is  quite  rapidly  eliminated.  That  may 
be  an  advantage  or  a disadvantage  depending  on 


circumstances.  Rapid  elimination  certainly  helps 
us  out  of  serious  trouble  if  we  happen  to  have 
given  too  large  a dose. 

Dr.  McDermott:  I wonder  whether  Dr. 

Smith  would  express  her  views  on  how  to  deal 
with  the  primary  focus  in  a patient  with  meningi- 
tis. If  there  is  purulent  infection  in  the  ear  or  in 
the  mastoid,  do  you  treat  the  meningitis  only 
and  turn  to  these  foci  after  the  meningitis  is 
under  control,  or  do  you  proceed  to  deal  with  these 
foci  during  the  active  stage  of  the  meningitis? 

Dr.  Smith:  As  you  may  well  imagine,  we  have 
had  a great  deal  of  controversy  with  our  otologic 
colleagues.  It  isn’t  always  easy  to  decide  what 
to  do.  I think  that  these  patients  do  perfectly 
well  if  we  treat  the  meningitis  and  then  take  care 
of  the  mastoid  as  a planned  operation  during 
convalescence.  Some  of  the  patients  in  our  series 
were  so  desperately  ill  that  we  doubted  they 
could  survive  a trip  to  the  operating  theater  and 
back  again.  It  seemed  that  they  were  not  going 
to  live  through  the  night.  Anyway,  we  didn’t 
have  them  operated  upon. 

Dr.  McDermott:  And  how  did  things  turn 
out? 

Dr.  Smith:  They  did  perfectly  well.  I recall 
a man  with  streptococcal  meningitis  in  whom  the 
operation  was  done  at  once.  He  was  admitted 
to  the  ear,  nose,  and  throat  department,  and  they 
all  said.  “Oh  yes,  of  course,  he  has  otogenic 
meningitis,”  which,  to  be  sure,  he  had,  and  they 
took  him  to  the  theater  and  opened  the  mastoid. 
He  had  a stormy  time.  He  stopped  breathing 
on  the  table.  He  was  resuscitated  with  the 
greatest  difficulty.  They  finally  got  him  back  to 
bed  and  began  to  treat  the  meningitis.  He  died 
of  heart  failure  within  the  next  twelve  or  twenty- 
four  hours.  Valuable  time  was  lost  in  proceeding 
with  the  operation  first. 

The  cases  I have  seen  have  done  very  well 
indeed  when  one  proceeded  to  treat  the  meningitis 
immediately. 

Dr.  McDermott:  The  otolaryngologists  in 
our  institution  have  been  reluctant  to  operate  on 
these  cases,  but  in  the  early  days  we  were  not 
sure  whether  we  were  correct  in  delaying  atten- 
tion to  the  ear  or  the  mastoid. 

Dr.  Smith  : Our  otolaryngologists  have  reacted 
similarly.  They  have  refused  to  operate  on  the 
most  recent  cases  of  ours. 

Visitor:  Considerable  time  maye  lapse  before 
the  bacteriologic  diagnosis  is  made  in  a case  of 
meningitis.  How  do  you  treat  the  patient  during 
that  period? 

Dr.  McDermott:  If  it  follows  a skull  frac- 
ture, or  an  ear  infection,  or  pneumonia,  it  is  likely 
to  be  pneumococcal  meningitis.  I would,  there- 
fore, suggest  the  treatment  outlined  by  Dr. 
Smith,  which  includes  penicillin  and  sulfadiazine. 
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This  would  take  care  of  the  problem  if  the  men- 
ingitis turned  out  to  be  due  to  the  meningococcus, 
the  streptococcus,  or  the  staphylococcus. 

Dr.  Modell:  In  the  case  of  a skull  fracture 
through  the  middle  fossa,  how  would  you  treat 
the  patient  prophylactically  to  prevent  purulent 
meningitis? 

Dr.  Smith:  I think  the  neurosurgeon  should 
be  asked  to  operate  on  such  a patient  and  repair 
the  dural  tear,  using  if  necessary  fascial  graft.  I 
might  mention  the  point  that  cerebrospinal 
rhinorrhea  was  rare  in  our  cases,  even  though  dural 
tear  was  proved  at  operation.  In  the  majority  of 
those  who  presented  meningitis,  the  dural  tear 
was  repaired  during  convalescence. 

Dr.  Modell:  Suppose  the  cerebrospinal 

rhinorrhea  had  continued  for  four  or  five  days  and 
then  ceased  on  the  fifth  day,  would  you  still 
explore  surgically  for  the  repair  of  a possible  dural 
tear? 

Dr.  Smith:  I would  want  to  have  the  dural 
tear  repaired. 

Dr.  Gold:  This  then  means  a period  in  which 
there  are  no  signs  of  meningitis  but  in  which 
there  is  still  danger  of  developing  meningitis. 
What  antimicrobial  therapy  would  you  use  during 
this  period  prophylactically? 

Dr.  Smith:  The  sulfonamides. 

Dr.  Gold:  How,  and  how  much? 

Dr.  Smith  : In  the  patient  who  has  had  a head 
injury,  who  has  rhinorrhea,  and  is  brought  into 
the  hospital  for  the  repair  of  a dural  tear,  I 
would  use  1 Gm.  of  sulfadiazine  at  intervals  of 
four  hours  after  the  operation. 

Dr.  McDermott:  Would  you  give  it  by 

mouth? 

Dr.  Smith:  Yes,  by  mouth. 

Dr.  Gold:  Is  the  oral  the  route  of  choice  for 
sulfadiazine  in  the  treatment  of  fully  developed 
meningitis? 

Dr.  Smith:  I would  say  so.  We  have  found 
it  very  satisfactory.  We  give  it  by  nasal  tube  if 
they  are  unable  to  swallow,  as  is  sometimes  the 
case  during  the  first  forty-eight  hours. 

Dr.  Modell:  Is  it  necessary  to  operate  on  the 
mastoid  when  the  patient  recovers  from  purulent 
meningitis  which  may  have  been  secondary  to  the 
mastoiditis? 

Dr.  Smith:  Not  necessarily.  I know  of  many 
cases  which  presented  a frank  mastoiditis  with 
x-ray  changes  in  which  resolution  was  apparently 
complete,  both  clinically  and  by  the  x-ray  signs, 
after  the  meningitis  was  brought  under  control. 
I am  not  personally  qualified  to  pass  on  this  ques- 
tion, and  I should  like  to  see  it  re-referred  to  the 
otologists.  I do  know  of  several  early  cases 
where  operation  was  advised  in  the  acute  stage, 
but  when  the  time  came  and  the  patient  was  de- 
clared ready  to  have  the  mastoid  opened,  the 


answer  was,  “Well,  there  is  nothing  to  open  it  for 
now.”  How  often  that  happens,  I do  not  know. 
I certainly  believe  that  the  ear  should  be  watched 
by  a qualified  observer  until  the  patient’s  re- 
covery is  complete. 

Dr.  McDermott:  How  do  you  recognize  a 
relapse,  Dr.  Smith? 

Dr.  Smith:  The  patient  seems  to  you  per- 
fectly well.  The  temperature  has  been  normal 
for  four  or  five  days.  The  spinal  fluid  may  be 
normal,  or  there  may  still  be  present  a few  cells, 
18,  20,  or  30.  The  sulfonamides  and  the  intra- 
muscular penicillin  are  perhaps  still  being  used. 
Then  about  twelve  hours  after  the  next  injection 
is  due,  the  patient  complains  of  a headache  and 
the  temperature  shows  a rise.  This  suggests  a 
relapse. 

Dr.  McDermott : Is  it  the  spike  of  fever  which 
directs  your  attention  to  it? 

Dr.  Smith:  Yes,  the  fever  is  an  important 
point.  You  promptly  do  another  lumbar  punc- 
ture, fearing  a relapse,  and  you  may  be  much 
encouraged  because  the  cerebrospinal  fluid  may 
actually  show  an  improvement  over  that  of  the 
last  examination.  But  twelve  hours  later  there 
is  apt  to  be  no  mistake  about  it.  The  patient  is 
in  profound  delirium,  and  another  lumbar  punc- 
ture shows  the  fluid  swarming. 

Dr.  McDermott:  Have  you  seen  fever  with- 
out headache  as  the  first  sign  of  a relapse? 

Dr.  Smith:  In  small  children,  of  course,  one 
never  has  the  complaint  of  headache  as  a guide, 
and  in  the  adult,  not  in  the  relapse  but  in  the 
initial  attack,  I have  known  them  to  become 
unconscious  so  quickly  that  they  had  no  time  to 
complain  about  it. 

I feel  pretty  sure  about  this,  that  if  they  still 
have  fever,  they  still  have  meningitis.  One  hopes 
that  the  fever  is  due  to  drug  sensitivity,  but  it 
does  not  turn  out  to  be  that  as  a rule.  It  is  just 
the  case  that  they  still  have  meningitis. 

Dr.  McDermott:  I take  it,  then,  that  you 
think  of  a relapse  when  there  is  a return  of  fever, 
even  if  at  the  moment  the  cerebrospinal  fluid 
findings  are  normal. 

Dr.  Smith:  It  is  highly  suspicious. 

Dr.  McDermott:  Dr.  Smith,  have  you  found 
the  cerebrospinal  fluid  sugar  of  any  aid  in  manag- 
ing the  antimicrobial  therapy  in  meningitis,  or  is 
it  only  of  diagnostic  value? 

Dr.  Smith:  In  our  experience,  it  was  absent  or 
virtually  absent  from  the  fluid  when  patients 
first  came  to  us  for  treatment.  If  the  ventricular 
fluid  was  examined  the  same  day,  quite  often  a 
trace  was  still  present  there.  On  the  whole,  the 
sugar  seemed  to  be  of  no  particular  help.  The 
same  is  true  of  clilorides.  They  were  often  very 
low. 

Dr.  Timpanelli:  Dr.  Smith,  what  was  the 
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predominant  type  in  your  series  of  cases?  I 
would  suppose  they  were  type  III. 

Dr.  Smith:  I think  we  only  had  three  or  four 
cases  of  type  III.  They  were  evenly  distributed. 
There  seemed  to  be  no  predominant  type. 

Dr.  McDermott  : Were  there  many  type  XX? 

Dr.  Smith:  Yes,  the  types  went  right  up,  but 
none  predominated.  I think  the  typing  was 
done  in  every  case,  but  we  failed  to  find  any 
correlation  between  the  type  and  the  severity  of 
the  disease  or  response  to  treatment.  In  the  end, 
I could  see  no  practical  value  in  the  typing. 

Dr.  Modell:  When  are  you  sure  you  have  a 
cure  and  that  there  is  going  to  be  no  relapse? 

Dr.  Smith  : I think  you  can  be  fairly  sure  of  a 
cure  after  a patient  has  been  off  treatment  for 
some  days.  The  relapse  is  almost  always  a re- 
crudescence of  an  intrathecal  focus.  The  longest 
interval  that  I have  seen  was  eight  days,  but 
there  was  evidence  in  this  case  that  there  was  a 
reinfection  in  the  primary  focus.  This  was  an 
otogenic  case.  The  patient  had  had  the  mastoid 
opened  and  developed  meningitis  several  days 
later  while  convalescing  from  the  operation.  He 
made  a straightforward  recovery  and  eight  days 
later  relapsed.  He  again  made  a nice  recovery, 
and  this  time  we  had  the  mastoid  reopened.  It 
was  found  that  the  first  operation  had  been  in- 
complete, and  a patch  of  granulation  tissue  was 
found  on  the  outside  of  the  dura.  From  this  the 
pneumococcus  was  cultured,  which  is  circum- 
stantial evidence  that  reinfection  had  occurred 
from  the  outside.  That  was  not  the  case  with 
our  other  relapses. 

Summary 

Dr.  Gold:  We  held  a conference  on  the  treat- 
ment of  meningitis  a few  years  ago,  which  was 
published  in  volume  II  of  the  Cornell  Conferences 
on  Therapy  in  1949.  We  covered  considerable 
ground  in  that  conference,  discussing  the  treat- 
ment of  meningitis  of  several  varieties,  the 
meningococcal,  pneumococcal,  streptococcal, 
Hemophilus  influenzae,  syphilitic,  mycotic,  and 
tuberculous.  An  account  of  dramatic  advance 
was  possible  at  that  time.  By  the  use  of  sulfa- 
diazine, a mortality  rate  ranging  between  50  and 
90  per  cent  in  meningococcal  meningitis  had  been 
lowered  to  from  2 to  10  per  cent,  and  the  duration 
of  the  disease  had  been  reduced  from  a period  of 
five  weeks  to  five  days. 

The  conference  today  was  confined  chiefly  to 


the  bacterial  or  purulent  types  of  meningitis, 
namely,  meningococcal,  streptococcal,  staphylo- 
coccal, and  pneumococcal  varieties.  Today  we 
also  had  the  good  fortune  of  the  opportunity  to 
direct  our  questions  to  Dr.  Honor  Smith,  a mem- 
ber of  the  distinguished  Oxford  team  which  has 
studied  these  problems  intensively.  The  ques- 
tions and  answers  have  given  us  much  food  for 
thought.  One  must  read  the  text  for  many  of  the 
choice  morsels,  although  a few  may  be  mentioned 
here  in  summary.  Meningitis  as  a label  is  a 
“grave  understatement,”  for  the  infection  in- 
vades not  only  the  meninges  but  the  brain  sub- 
stance and  the  cerebral  blood  vessels.  To  prove 
successful,  a chemotherapeutic  agent  must  reach 
all  these  structures.  Sulfadiazine  is  the  agent  of 
choice  in  meningococcal  meningitis,  given  pref- 
erably by  the  oral  route.  Penicillin  is  required 
in  only  the  occasional  case. 

The  treatment  of  pneumococcal  meningitis 
serves  to  show  how  all  the  varieties  susceptible  to 
penicillin  may  be  managed.  At  the  time  of  the 
previous  conference,  pneumococcal  meningitis 
had  a mortality  rate  of  the  order  of  about  90  per 
cent  or  more.  The  mode  of  treatment  devised  by 
the  Oxford  group  appears  to  have  reversed  this 
value  so  that  approximately  the  same  percentage 
now  describes  the  rate  of  survival.  They  regard 
the  intrathecal  route  obligatory:  8,000  to  20,000 
units  of  penicillin  intrathecally  once  or  twice  a 
day  for  about  eight  days.  Some  penicillin  is 
given  by  the  systemic  route,  and  additional  pro- 
tection is  provided  by  using  sulfadiazine  orally  at 
the  same  time.  There  was  free  discussion  of  the 
possible  factors  responsible  for  the  marked 
improvement  in  the  outlook  for  patients  with 
meningitis  due  to  the  pneumococcus  and  other 
organisms  susceptible  to  penicillin,  namely,  the 
need  for  rapid  action  in  a disease  in  which  only 
twelve  hours  may  elapse  from  the  time  the  patient 
looks  well  to  the  time  he  is  found  in  delirium ; the 
early  detection  of  block  to  the  free  circulation  of 
cerebrospinal  fluid ; the  detection  of  abscess,  the 
signs  of  which  may  be  masked  by  the  signs  of  the 
meningitis;  the  early  detection  of  relapse;  facili- 
ties and  equipment  for  cisternal  and  ventricular 
injections  of  penicillin ; the  danger  of  excessively 
large  intrathecal  doses  of  penicillin ; the  treatment 
of  the  meningitis  in  advance  of  that  of  the  original 
focus,  and  the  perseverance  in  the  plan  of  intra- 
thecal injections  when  all  seems  futile  and  hope- 
less. 
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AN  UNUSUAL  CASE  OF  HUNTINGTON’S  CHOREA 


Stephen  Major,  M.D.,  Binghamton,  New  York 


(From  the  Binghamton  State  Hospital) 


nr  HE  following  report  illustrates  a most  unusual 
clinical  course  of  a case  of  Huntington’s  chorea. 
The  clinical  picture  was  ushered  in  by  two  transient 
phenomena,  interpreted  as  pyramidal  involvement, 
followed  by  permanent  damages  to  the  associative 
functions  of  the  frontal,  temporal,  and  parietal  lobes 
and  followed  years  later,  when  dementia  was  com- 
plete, by  the  typical  signs  of  an  extrapyramidal 
disease. 

Case  Report 

From  a scanty  history  given  by  her  father  and 
common-law  husband,  both  farmers,  we  learned  that 
E.  D.’s  paternal  grandparents  and  maternal  grand- 
father died  of  old  age,  that  her  maternal  grand- 
mother and  mother  died  in  institutions,  the  mother 
of  Huntington’s  chorea,  and  that  four  siblings  were 
normal.  We  learned  further  that  she  had  been  de- 
livered by  instruments,  that  she  walked  when  nine 
months  old  and  talked  at  about  two  years  of  age. 
She  had  measles,  mumps,  and  scarlet  fever.  At  the 
age  of  twelve  she  had  an  appendectomy.  She  went 
to  school  up  to  the  age  of  sixteen  and  at  that  age 
married  a man  of  eighteen,  obtaining  her  parents’ 
consent  by  telling  them  a lie  about  being  pregnant. 
At  twenty  she  had  a stillbirth.  At  twenty-four  her 
husband  deserted  her  and  subsequently  divorced 
her.  At  that  time  she  was  extremely  obese,  weigh- 
ing 289  pounds. 

The  events  leading  to  her  hospitalization  went 
back  to  1941,  when  she  was  thirty  years  old.  In 
June  of  that  year,  it  is  reported,  she  frequently  com- 
plained of  dizziness  and  fainting  spells,  and  one  day 
she  became  unconscious  and  for  some  time  lost  the 
use  of  her  legs.  It  was  thought  that  she  had  had  a 
“stroke.”  Nineteen  days  bed  rest,  however,  re- 
stored her  to  her  status  quo  ante.  In  April,  1942, 
she  had  another  “stroke”  which  is  said  to  have  in- 
volved the  left  side  of  her  body,  but  in  a week  all 
symptoms  disappeared  and  she  was  again  able  to 
do  all  her  housework  and  laundry.  However,  after 
this  second  attack  she  remained  quite  irritable  and 
frequently  complained  of  abdominal  cramps. 

On  December  20,  1942,  the  patient  suddenly  be- 
came deaf,  and  her  speech  became  so  slurred  that  it 
was  almost  unintelligible.  Although  she  could  walk, 
she  was  too  confused  to  attend  to  her  housework. 
Her  common-law  husband  took  her  back  to  her 
father  in  the  early  part  of  January,  1943.  At  the 
home  of  her  father,  she  was  disturbed  and  emotion- 
ally unstable;  her  speech  was  defective;  she  halluci- 
nated her  husband’s  voice  and  had  the  delusions  of 


being  in  the  Army.  On  January  16,  1943,  her 
father  brought  her  to  Binghamton  State  Hospital 
because  “she  has  been  acting  queerly  for  the  past 
month.  She  has  become  quite  deaf  and  when  she 
talks,  her  speech  cannot  be  understood.  She  cries  a 
great  deal  of  the  time  and  is  very  nervous.  She 
takes  off  her  clothes  several  times  a day.” 

The  patient  was  a thirty-four-year-old,  obese 
woman  when  admitted  to  Binghamton  State  Hos- 
pital. During  mental  examination,  she  appeared 
to  be  dull,  deteriorated,  and  unable  to  communicate 
with  others  because  of  severe  deafness  and  speech 
defect.  The  aphasia  appeared  to  be  of  a motor 
and  sensory  type  (aphemia,  agraphia,  anomia, 
alexia).  The  physician  who  gave  her  the  mental 
examination  noticed  that  she  had  difficulty  in 
walking.  She  was  untidy  in  her  appearance,  but 
she  had  sphincter  control.  A physical  examination 
was  altogether  negative  except  for  slighty  increased 
tendon  reflexes  and  a questionable  left-sided  facial 
weakness.  Blood  pressure  was  128/80.  Blood 
and  spinal  fluid  Wassermann  tests  were  negative. 
The  eyegrounds  were  negative.  Height  was  5 
feet,  1 inch,  weight  177  pounds.  If  there  was  any 
ataxia,  it  was  overlooked  by  the  examining  resident. 
A diagnosis  was  made  of  psychosis  due  to  disturb- 
ance of  circulation,  apoplexy.  She  was  transferred 
to  a service  for  chronic  patients  on  February  19, 
1943. 

On  May  25,  1943,  at  2 a.m.,  the  patient  unex- 
pectedly gave  birth  to  a premature  child.  In  a 
note  on  June  15,  1943,  the  physician  in  charge  of 
her  case  during  the  puerperium  mentions  that  she 
had  an  ataxia,  but  because  of  her  poor  cooperation 
no  thorough  neurologic  examination  could  be  given. 

The  writer  became  acquainted  with  this  patient 
in  October,  1948.  At  this  time  she  showed  obvious 
involuntary  movements  which  made  it  necessary 
to  study  the  case  for  change  of  diagnosis.  Re- 
peated neurologic  examinations  ruled  out  pyramidal 
involvement.  Ataxic  gait,  choreoathetoid  move- 
ments of  the  upper  extremities,  dystonic  movements 
of  the  neck  and  body,  and  occasional  facial  grimac- 
ing were  present.  The  patient  was  very  uncooper- 
ative during  examinations;  therefore,  the  neuro- 
logic examination  could  not  go  into  details,  but  it 
was  ascertained  that  no  pathologic  reflexes  were 
present  and  that  sharp  pain  was  perceived.  The 
muscle  tone  was  generally  increased;  tendon 
reflexes  were  slightly  increased.  There  was  a mild 
dorsal  scoliosis  and  some  tendency  to  left  club  foot. 
By  this  time  the  patient  was  totally  demented  as 
far  as  associative  functions  are  concerned.  She 
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Fig.  1.  (4)  A softening  in  the  left  hemisphere 
at  the  confines  of  the  parietal  and  temporal  lobes. 

( B ) Softenings  in  the  right  hemispheres:  one 
in  the  middle  gyrus  of  the  frontal  lobe  extending  in- 
to the  inferior  gyrus,  another  in  the  superior  and 
middle  gyri  of  the  temporal  lobe,  and  a fourth  soften- 
ing appears  in  the  right  cerebellar  hemisphere. 


made  grunting  noises  when  molested.  She  had 
control  of  her  sphincters  although  on  rare  occasions 
she  was  incontinent  of  urine.  She  ate  and  slept 
well ; her  weight  was  154  pounds. 

The  anamnestic  data,  overlooked  on  admission, 
that  the  patient’s  mother  died  in  1937  at  Bingham- 
ton State  Hospital  of  Huntington’s  chorea,  acquired 
its  rightful  significance  at  this  time  and  prompted 
the  writer  to  study  the  mother’s  history  in  the 
hospital  archives.  The  records  revealed  that  a 
maternal  uncle  of  the  patient  died  of  Huntington’s 
chorea  (date  and  place  not  mentioned)  and  that  her 
maternal  grandmother  died  of  Huntington’s  chorea 
in  1917  at  Danville  State  Hospital,  Pennsylvania. 
With  this  information  and  the  clinical  evidence, 
the  diagnosis  of  this  case  was  changed  to  Hunting- 
ton’s chorea. 

By  the  summer  of  1949,  the  patient’s  weight  was 
145  pounds.  She  still  ate  and  slept  well,  but  she 
was  incontinent  of  urine  and  occasionally  feces. 
The  scoliosis  was  not  accentuated,  but  the  clubbing 
of  the  left  foot  was  more  evident  during  muscle 
contractions  which  reappeared  spasmodically.  De- 
mentia was  complete. 

By  the  summer  of  1950,  this  patient’s  weight 
dropped  to  120  pounds.  The  skin  on  her  chest, 
abdomen,  and  thighs  hung  in  large  folds.  She 


Fig.  2.  Softenings  in  the  cerebral  hemispheres  ap- 
pear much  more  extensive  in  coronal  sections. 


became  a feeding  problem,  was  restless  at  night,  and 
had  no  sphincter  control.  The  choreoathetoid- 
dystonic  movements  were  more  pronounced  and 
widespread;  the  scoliosis  was  more  accentuated; 
the  gait  was  jerky,  and  the  club  foot  further  inter- 
fered with  the  ataxic  gait. 

In  the  following  months  the  patient  became 
severely  emaciated  and  permanently  bedridden. 
She  expired  on  March  28,  1951.  An  autopsy  was 
done  and  the  brain  sent  to  Dr.  Leon  Roizin,  asso- 
ciate neuropathologist  of  the  New  York  State  Psy- 
chiatric Institute,  whose  courteous  cooperation  re- 
sulted in  the  detailed  study  of  this  interesting  brain 
pathology. 

No  detailed  clinical  or  general  pathologic  informa- 
tion was  made  available  to  Dr.  Roizin;  therefore,  he 
did  not  know  that  on  autopsy  a healed  mitral  val- 
vulitis, probably  due  to  subacute  bacterial  endo- 
carditis had  been  found.  His  report  follows. 

Autopsy  Record 

Gross  Findings. — Brain  received  fixed  in  forma- 
lin. Weight  of  brain  after  fixation  was  as  follows: 
right  hemisphere  (including  half  the  brain  stem  and 
half  the  cerebellum)  489  Gm.;  left  hemisphere  (in- 
cluding half  the  brain  stem  and  half  the  cerebellum) 
402  Gm.;  total  weight  891  Gm. 

Macroscopic  Findings. — The  whole  brain  ap- 
pears small  and  shows  widespread  narrowing  of  gyri 
and  deepening  of  sulci,  more  markedly  on  the  left 
side.  In  the  right  hemisphere  two  small  softening- 
like formations  are  present;  the  first  is  located  in  the 
middle  gyrus  and  partially  extends  into  the  inferior 
gyrus  of  the  frontal  lobe.  The  second  one  involves 
part  of  the  superior  and  middle  gyri  of  the  temporal 
lobe  (Figs.  1 and  2).  In  the  left  hemisphere,  at  the 
confines  of  the  parietal  and  temporal  lobes,  a third 
softening  is  visible  (Fig.  1A).  The  fourth  softening 
is  located  in  the  right  cerebellar  hemisphere  as 
indicated  in  Figs.  IB  and  3.  In  addition,  some 
folia  of  the  right  as  well  as  of  the  left  cerebral 
hemispheres  appear  markedly  atrophic. 
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Fig.  3.  Softenings  in  the  right  cerebellar  hemi- 
sphere in  sections. 


In  the  coronal  sections,  the  above-mentioned  four 
softenings  appear  much  more  extensive  (Fig.  2).  In 
addition,  the  putamen  and  the  isle  of  Reil  bilaterally, 
but  more  on  the  right  side,  present  softening-like 
formations. 

Blood  vessels  of  the  convexity  of  the  brain  and 
cerebellum  as  well  as  of  the  ventral  surface  of  the 
brain  and  brain  stem  do  not  show,  grossly,  any  defi- 
nite abnormalities  in  distribution  or  structural 
alterations. 

After  being  washed,  the  small  brain  slabs  were 
fixed  in  neutral  isotonic  5 per  cent  formalin,  formo- 
bromide,  and  80  per  cent  alcohol.  The  following  his- 
tologic technics  were  used  for  the  neuropathologic 
studies:  Nissl  and  hematoxylin  and  eosin  (celloidin 
embedding)  stains  for  cytologic  investigations; 
Sudan  III  for  fat  products;  Roizin’s  combined 
method  for  myelin  sheaths  and  lipid  products  of 
myelin  disintegration;  Hortega’s  silver  carbonate 
impregnation  (Globus-Penfield  modification)  for 
oligo  and  microglia  elements,  Cajal’s  gold  sublimate 
impregnation  (Globus-Penfield  modification)  for 
astroglia,  and  Holzer’s  stain  for  astrocytic  glial 
fibers. 

Microscopic  Findings. — I.  Brain:  Nissl  and 
hematoxylin-eosin  preparations  revealed,  in  the  more 
central  zone  of  the  grossly  observed  areas  of  soften- 
ing, foci  of  various  stages  of  structural  disorganiza- 
tion, necrosis,  and  cavity  formations.  Here,  inter- 
mingled with  debris  of  the  necrotic  tissue,  increased 
number  of  glial  elements  and  especially  numerous 
gitter  cells  were  observed,  particularly  at  the  border 
lines  with  the  white  matter  and  more  so  in  the  in- 
stances where  the  softenings  extended  into  the  white 
matter  itself.  At  times,  some  blood  vessels,  crossing 
through  the  softenings,  appeared  thrombosed,  but  in 
many  other  instances  their  lumina  were  not  ob- 
structed. In  a few  instances,  however,  the  walls  of 
the  blood  vessels  were  undergoing  some  slight  hyper- 


Fig.  4.  Demyelination  in  areas  distant  from  the 
softenings. 


plastic  changes  and  mild  degenerative  alterations. 
At  times,  only  the  adventitial  cells  or  some  gitter 
cells  appeared  filled  with  lipid  material  or  siderophil 
pigment.  (The  latter  will  be  described  in  more  de- 
tail later  on.) 

In  the  intermediary  zone  of  the  softening  forma- 
tions, the  structural  organizations  appeared,  here 
and  there,  to  be  better  preserved;  however,  it  was 
infiltrated  by  a large  number  of  glial  cells,  micro- 
phages, and  compound  granular  corpuscles.  At 
times,  one  also  gained  the  impression  of  increased 
vascularization.  Frequently,  in  the  perivascular 
spaces  increased  number  of  gitter  cells  containing 
lipid  material  (see  Sudan  III  method)  and  siderophil 
pigments  were  often  noticed. 

Although  the  structural  organization  was  much 
better  preserved  at  the  periphery  of  the  intermediary 
zone  or  in  its  vicinity,  still  many  nerve  cells  appeared 
very  pale  or  with  very  poorly  differentiated  Nissl 
bodies  or  marked  chromatolysis.  Some  nerve  cells 
were  also  vacuolized,  and  still  others  assumed  an 
ischemic  type  of  neuronal  alteration.  In  addition, 
throughout  the  brain  cortex,  here  and  there,  small 
and  large  acellular  areas  were  observed.  The  latter 
alterations  were  not  apparently  related  to  the  soften- 
ing just  described.  In  most  instances  they  were 
surrounding  or  related  to  the  blood  vessels.  At 
times,  however,  no  relationship  of  the  vascular  pat- 
tern was  apparent.  Under  high  power  magnifica- 
tion the  neurons  appeared  frequently  shrunken  and 
undergoing  various  degrees  of  degenerative  changes. 
In  many  instances  neuronophagia  was  prominent, 
particularly  in  the  deeper  layers  of  the  cytoarchitec- 
tural  stratification. 

Sudan  III  method  disclosed  presence  of  some  fat 
material  in  the  most  central  and  intermediary  zones 
of  the  softening  formations,  particularly  when  they 
were  located  at  the  borderline  or  within  the  white 
matter.  Generally,  the  fat  products  were  incorpor- 
ated in  the  compound  granular  corpuscles.  At 
times,  however,  fat  material  was  detected  also  in 
gitter  cells,  located  in  perivascular  spaces  or  in  the 
adventitial  cells  of  the  blood  vessel  walls  which  were 
apparently  not  related  to  the  above-described  soften- 
ing. Only  occasionally  some  nerve  cells  revealed 
slight  increase  in  the  cytoplasmic  fat  material. 

Roizin’s  combined  method  for  myelin  sheaths  and 
lipid  products  disclosed  patches  of  demyelinations 
which  were  corresponding  to  the  above-described 
softening  formations.  These  areas  of  demyelination 
appeared  much  more  extensive  than  when  they  were 
outlined  by  other  histologic  technics.  The  myelin 
sheaths  within  the  more  central  zone  of  the  softening 
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were  lacking  or  almost  completely  fragmented  and 
disintegrated.  The  myelin  sheaths  of  the  inter- 
mediary zone  and  toward  the  periphery,  although 
they  appeared  stainable,  still  disclosed  various  de- 
grees of  alterations  and  fragmentation.  In  addition, 
distant  from  these  areas  and  apparently  not  directly 
related  to  the  softening  formations,  some  circum- 
scribed areas  of  demyelination,  generally  perivascu- 
lar in  character,  were  also  observed  (Fig.  4).  Lipid 
substances,  incorporated  mostly  in  compound  granu- 
lar corpuscles,  were  detected  within  the  areas  of 
demyelination  or  in  their  immediate  vicinity.  Gen- 
erally, the  compound  granular  corpuscles  or  the  free 
lipid  granular  material  of  myelin  origin  were  scat- 
tered between  disintegrated  myelin  sheaths,  and 
more  often  the  former  were  confined  to  the  perivascu- 
lar spaces.  Here  and  there,  Marchi  balls  were  also 
observed. 

Hortega’s  silver  carbonate  and  Cajal’s  gold  sublimate 
impregnation  were  not  successful  although  several 
trials  were  attempted  (probably  due  to  the  fact 
that  the  brain  was  originally  fixed  in  formalin). 

Holzer’s  stain  revealed  marked  gliosis,  mostly 
fibrillar  in  character.  It  was  generally  located  in 
the  peripheral  and,  somewhat  less  intensively,  in  the 
intermediary  zones  of  the  above-described  softening 
formations.  Now  and  then,  the  central  zones  were 
also  crossed  in  different  directions  by  isolated  or 
clusters  of  demyelinated  fibrillary  threads  which  in 
most  instances  were  also  delineating  cavity  forma- 
tions of  various  size  and  shape.  The  extension  of 
this  fibrillary  gliosis,  in  some  serial  sections  was 
essentially  identical  to  the  areas  of  demyelination. 

IL  Basal  Ganglia:  Nissl  and  hematoxylin-eosin 
preparations  indicated,  in  the  putamen  of  the  left 
lenticular  nucleus,  the  presence  of  a large  area  of 
necrosis  with  cavity  formations,  similar  in  micro- 
scopic appearance  to  the  aforementioned  softenings. 
The  putamen  of  the  right  lenticular  nucleus  dis- 
closed instead  presence  of  small  cavity  formations, 
some  of  which  appeared  to  originate  from  the 
markedly  enlarged  perivascular  spaces.  As  a result 
of  such  alterations,  some  segments  of  the  putamen 
and,  to  a lesser  extent,  of  the  globus  pallidus  as- 
sumed the  aspect  of  a cribiform  state.  In  addition, 
the  large  type  of  neurones  of  both  lenticular  nuclei 
appeared  diminished  in  number  and  disclosed  vari- 
ous stages  of  degenerative  changes.  This  occurred 
not  only  within  or  in  the  vicinity  of  the  areas  of 
necrosis  but  also  throughout  the  other  segments  of 
the  lenticular  nuclei.  Occasionally  the  increased 
neuronophagia  was  prominent. 

Sudan  III,  Roizin  combined,  Holzer’s,  Hortega’s, 
and  Cajal's  methods  revealed  essentially  the  same 
type  of  structural  changes  as  in  the  above-described 
softening  formations. 

The  other  nuclear  formations  of  the  basal  ganglia 
and  brain  stem  did  not  disclose  any  specific  his- 


tologic changes  with  the  exception  that  certain 
neurons  showed  some  mild  degenerative  alterations. 

III.  Cerebellum : The  histologic  technics  re- 

vealed presence  of  a large  area  of  necrosis  with  large 
cavitations  in  the  right  hemisphere.  The  micro- 
scopic findings  were  essentially  of  the  same  type  of 
structural  alterations  as  in  the  above-described 
softening  formations.  In  addition,  some  folia  of  the 
right  and  more  so  of  the  left  cerebellar  hemisphere 
appeared  markedly  atrophic.  In  such  instances 
marked  dropping  of  Purkinje  cells  were  noticed. 
Besides,  some  of  the  remaining  ones  were  undergoing 
various  degenerative  changes  up  to  the  shadow 
(ghost)  type.  Some  nerve  cells  of  the  dentate 
nucleus  were  also  disclosing  degenerative  changes. 

IV.  Blood  Vessels:  In  the  areas  of  softening 
formations,  at  times,  some  blood  vessels  appeared 
thrombosed.  However,  their  walls  do  not  show 
definite  arteriosclerotic  types  of  alterations.  Only 
occasionally  some  deformities  in  the  vascular  walls 
as  a result  of  hyperplastic  proliferations  and  some 
degenerative  changes  were  noticed.  Here  and  there, 
the  perivascular  spaces  appeared  enlarged,  par- 
ticularly in  the  centrum  semiovale,  right  lenticular 
nucleus,  and  the  isle  of  Reil  in  the  right  hemisphere. 
Often  within  these  enlarged  perivascular  spaces 
small  and  large  phagocytic  cells  of  histiocytic  and 
glial  origin  were  detected.  The  phagocytosed 
material  was  mostly  fat  in  character,  but  in  a few 
instances  it  appeared  to  be  also  of  hematic  (sidero- 
phil)  origin. 

Diagnostic  Impression. — In  the  absence  of  de- 
tailed clinical  and  general  pathologic  information  the 
evaluation  of  the  neuropathologic  findings  will  be 
confined  only  to  the  above-described  microscopic 
studies.  Such  studies  indicate  the  presence  of  two 
fundamental  neuropathologic  processes:  (1)  a 

chronic  degenerative  process  involving  the  brain 
cortex,  the  lenticular  nuclei  of  the  basal  ganglia, 
and,  to  a lesser  extent,  the  cortex  of  the  cerebellum, 
and  (2)  multiple  softenings  of  probable  embolic 
origin  scattered  through  the  brain,  basal  ganglia,  and 
cerebellum. 

Comment 

The  clinical  course  of  this  case  of  Huntington’s 
chorea  left  ample  room  for  speculation  as  to  the  ex- 
tent and  the  nature  of  cerebral  damages.  The  as- 
sumption of  the  writer  that  all  the  extensive  brain 
pathology  was  the  result  of  the  primary  heredo- 
degenerative  disease  was  not  confirmed  by  the 
pathologist’s  findings,  although  unusually  large 
areas  were  involved  in  this  degenerative  process. 
The  complicating  multiple  softenings  of  embolic 
origin  obscured  the  picture  and  made  it  an  interest- 
ing problem  to  solve. 
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PALINDROMIC  RHEUMATISM 

Selvan  Davison,  M.D.,  New  York  City 


DALINDROMIC  rheumatism  (from  the  Greek  “to 

run  back”)  was  first  described  in  1941  and  1944 
by  Hench  and  Rosenberg. 1,s  The  new  syndrome  in- 
cluded the  following  features:  multiple  afebrile  at- 
tacks in  an  adult  of  either  sex  of  acute  arthritis, 
periarthritis,  and  sometimes  para-arthritis  with 
pain,  swelling,  redness,  and  disability  generally  of 
only  one,  but  sometimes  of  more  than  one,  small  or 
large  joint.  They  appear  suddenly  and  develop 
rapidly,  usually  lasting  a few  hours  to  several  days 
and  recur  at  short  or  long  irregular  intervals  without 
any  accompanying  constitutional  reaction  and  with 
complete  functional  restitution  of  the  affected  joints. 
The  sedimentation  rate  is  normal  or,  at  most,  rela- 
tively and  transiently  elevated.  Despite  the  fre- 
quently large  number  of  recurrences,  not  only  is  func- 
tion always  completely  restored,  but  repeated  x-rays 
over  a period  of  years  reveal  no  pathology  in  and 
about  the  affected  joints.  There  is  no  connec- 
tion with  season  and  weather.  Salicylate  therapy 
gives  very  little  or  no  relief.  The  prognosis  is 
guarded,  inasmuch  as  Hench  and  Rosenberg  found 
15  per  cent  spontaneous  cures,  44  per  cent  improved, 
26  per  cent  unchanged,  11  per  cent  worse,  and  4 per 
cent  (one  patient)  dead  of  intercurrent  disease. 

Palindromic  rheumatism  is  not  a very  common 
cause  of  rheumatic  disorder.  At  the  Mayo  Clinic, 
five  to  six  such  instances  are  seen  in  a year  out  of  a 
total  of  4,000  to  4,500  cases  of  rheumatism.  At  the 
Arthritis  Clinic  of  a large  general  hospital  in  New 
York  the  syndrome  has  not  been  seen.  Despite  its 
rarity,  the  entity  should  be  kept  in  mind,  and  what 
may  seem  to  be  a puzzling  rheumatic  problem  can  be 
diagnosed. 

Two  years  ago  this  writer  reported  a case  from 
his  private  practice.3  The  opportunity  to  observe 
two  further  instances  of  palindromic  rheumatism  and 
their  response  to  treatment  with  adrenocorticotropic 
hormone  (ACTH)  has  accordingly  prompted  this 
report. 

Case  Reports 

Case  1. — Mrs.  J.  B.,  a thirty-year-old  white  nurse, 
suffered  her  first  attack  of  arthritis  three  and  one- 
half  years  ago.  Her  only  previous  important  illness 
was  an  episode  of  renal  disease  six  years  ago  diag- 
nosed as  pure  nephrosis  which  had  not  recurred. 
She  was  otherwise  in  good  health  until  she  had  an 
acute  arthritic  attack  of  severe  pain  in  the  right 
wrist,  associated  with  heat,  swelling,  marked  tender- 
ness, and  complete  disability  of  that  joint.  Since 
then  attacks  had  occurred  irregularly  for  three  and 
one-half  years,  the  shortest  interval  being  one  month 
and  the  longest  six  months.  Each  wrist  was  in- 
volved, but  always  separately,  and  in  each  instance 
the  episode  lasted  twenty-four  to  thirty-six  hours. 
The  attack  was  at  its  height  during  the  first  twelve 
hours  with  gradual  subsidence  from  that  point. 
There  was  never  any  fever  or  other  systemic  reac- 
tion. The  erythrocyte  sedimentation  rate  and  white 
blood  count  were  persistently  normal  and  the  blood 
uric  acid  level  not  elevated.  X-rays  of  both  wrists 
revealed  no  evidence  of  bone  or  joint  pathology. 


This  writer  has  seen  the  patient  through  two  acute 
episodes,  one  in  each  wrist.  At  the  last  visit,  the 
findings  were  as  follows: 

Physical  Examination. — The  patient  was  active, 
well  developed,  and  well  nourished.  The  blood 
pressure  was  1 16/72.  The  heart  and  lungs  were  nor- 
mal as  were  temperature,  pulse,  and  respiration. 
The  left  wrist  was  hot,  swollen,  exquisitely  tender, 
and  subjective  pain  was  intense  and  aggravated  by 
motion.  No  other  joints  were  involved.  Tophi 
were  carefully  searched  for,  but  none  were  found. 

Laboratory  Examination. — The  erythrocyte  sedi- 
mentation rate  was  13  mm.  in  one  hour  (Westergren 
method).  The  hemoglobin  was  86  per  cent  (Sahli); 
white  blood  count  5,850  per  cu.  mm.;  differen- 
tial white  blood  count,  65  per  cent  polymorpho- 
nuclears,  28  per  cent  lymphocytes,  4 per  cent  mono- 
cytes, 2 per  cent  eosinophils,  and  1 per  cent  baso- 
phils. Urine  analysis  was  negative.  The  blood 
Kahn  reaction  was  negative.  The  blood  uric  acid 
level  was  3.6  mg.  per  cent.  Brucella  and  typhoid 
agglutination  tests  were  negative. 

Comment. — At  the  time  of  the  first  consultation 
(twenty-four  hours  after  the  onset  of  pain)  signs  and 
symptoms  were  just  beginning  to  subside.  Accord- 
ingly, no  specific  therapy  was  indicated.  The 
second  visit  was  twelve  hours  following  the  be- 
ginning of  the  most  recent  attack,  and  the  findings 
are  described  above.  Twenty  milligrams  of  ACTH 
(adrenocorticotropic  hormone)  were  at  once  adminis- 
tered intramuscularly,  and  she  received  an  additional 
20  mg.  six  hours  later.  At  that  point  there  was  de- 
finitely noticeable  alleviation  of  pain,  tenderness, 
and  stiffness.  Twenty-four  hours  after  the  episode 
began,  only  slight  tenderness  and  some  puffiness  of 
the  wrist  remained. 

Comment  should  be  made  about  one  of  the  clini- 
cal features,  namely,  the  expected  complete  restora- 
tion of  function  of  the  affected  joints.  Despite  nor- 
mal appearing  joint  areas  and  no  evidence  by  x-ray 
of  bone  or  joint  pathology,  the  patient  has  noted 
that  since  she  has  been  afflicted  with  these  acute 
rheumatic  incidents  there  has  been  a small  but  per- 
ceptible degree  of  weakness  in  her  wrists  during  the 
free  intervals. 

Case  2. — M.  H.,  a thirty-six-year-old  white  male 
waiter,  noted  the  initial  evidence  of  peripheral  rheu- 
matism ten  years  ago  and  otherwise  had  been  essen- 
tially well.  At  that  time  sudden  pain,  tenderness, 
disability,  heat,  redness,  and  swelling  affected  his 
right  wrist.  Since  then  similar  episodes  involving 
any  one  or  two  of  several  joints  (wrists,  knees,  meta- 
carpophalangeal, and  proximal  phalangeal)  recurred 
every  one  to  three  weeks  and  subsided  gradually  over 
a forty-eight-hour  period.  No  systemic  manifesta- 
tions were  reported. 

Physical  Examination. — The  patient  was  active 
and  well  nourished.  At  the  time  of  the  first  inter- 
view there  was  arthritis  and  periarthritis  of  the  right 
ulnar-carpal  and  the  right  second  metacarpophalan- 
geal joints  and  the  first  phalangeal  joint  of  the  right 
index  finger.  The  blood  pressure  was  124/70. 
The  heart,  lungs,  pulse,  temperature,  and  respira- 
tions were  normal. 

Laboratory  Examination. — The  erythrocyte  sedi- 
mentation rate  was  20  mm.  in  one  hour  (Westergren 
method),  which  is  the  upper  limit  of  normal.  The 
hemoglobin  was  100  per  cent  (Sahli)  and  the  white 
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blood  count  5,800  per  cu.  mm.  with  a normal  dif- 
ferential smear.  The  blood  uric  acid  value  was  3.94 
mg.  per  cent.  Urine  analysis  was  normal.  A blood 
Kahn  reaction  was  negative.  Roentgen  examina- 
tions of  the  wrists,  hands,  and  knees  revealed  no  evi- 
dence of  bone  or  joint  changes. 

Comment. — Despite  innumerable  acute  episodes  of 
articular  rheumatism  there  have  been  no  residuae, 
either  clinically  or  roentgenologically.  In  addition, 
the  erythrocyte  sedimentation  rate  was  essentially 
normal  during  an  acute  attack.  These  facts  associ- 
ated with  the  above  findings  and  the  history  strongly 
support  the  impression  in  this  case  of  palindromic 
rheumatism. 

The  opportunity  to  treat  specifically  soon  arose. 
He  appeared  three  hours  after  the  onset  of  an  acute 
arthritic  attack  involving  his  left  radiocarpal  joint 
and  his  right  knee.  Fifty  milligrams  of  ACTH  in- 
tramuscularly were  administered  at  that  time. 
After  one  hour  all  signs  and  symptoms  disappeared. 
Four  hours  following  the  initial  injection,  mild  rheu- 
matic activity  recurred.  Again  he  received  50  mg. 
of  ACTH  with  excellent  effect. 

Discussion 

A characteristic  of  palindromic  rheumatism  is  the 
lack  of  response  to  standard  forms  of  therapy.  In- 
tensive exhibition  of  salicylates  is  of  little  or  no 
benefit  in  all  cases.  The  tendency  for  the  arthritis 
to  be  of  sudden  onset  and  short  duration  causes  one 
to  doubt  the  validity  of  therapeutic  procedures  un- 
less they  cause  spectacular  relief  very  quickly.  The 
recent  advent  of  cortisone  and  adrenocorticotropic 
hormone  (ACTH)  in  the  treatment  of  rheumatic  dis- 
eases suggests  their  use  in  the  palindromic  syn- 
drome.4 Because  this  illness  is  not  a long-drawn-out 
affair  as  is  rheumatoid  arthritis  but  subsides  compar- 
atively rapidly  leaving  no  residuae,  a drug  such  as 
ACTH  would  seem  ideal.  ACTH  is  suggested  be- 
cause of  the  need  for  a rapid  effect  rather  than  the 
longer  lasting  one  obtained  with  cortisone.  If  it 
could  quickly  abort  an  attack,  it  need  only  be  used 
during  such  time  and  with  no  necessity  for  continued 


therapy  as  in  the  rheumatoid  state.  Accordingly, 
such  treatment  was  carried  out  in  the  first  patient 
with  the  result  as  reported  above.  It  was  unfortu- 
nate that  she  was  not  seen  until  twelve  hours 
following  the  onset  of  symptoms.  When  relief 
occurred,  although  it  was  six  hours  after  the  first  in- 
jection of  ACTH,  eighteen  hours  had  elapsed  since 
the  attack  had  begun,  and  during  previous  episodes 
spontaneous  symptomatic  relief  had  sometimes  be- 
gun at  about  that  point.  The  20-mg.  level  used  in 
this  instance  was  probably  too  small  considering  the 
length  of  time  before  the  attack  subsided. 

There  seems  little  doubt  of  the  value  of  ACTH  in 
the  second  patient  since  it  was  employed  only  three 
hours  following  the  initial  signs  and  symptoms. 
Previously,  severe  pain  and  disability  subsided  spon- 
taneously but  slowly  over  a forty-eight-hour  period 
in  contradistinction  to  the  rapid  relief  obtained  from 
the  hormone.  Fifty  milligrams  of  ACTH  were  suf- 
ficient to  abort  the  attack,  and  the  mild  recurrence 
after  several  hours  was  controlled  by  a further  50- 
mg.  dose.  The  second  injection  probably  need  not 
have  been  so  large. 

Summary 

1.  Two  cases  have  been  presented  whose  history, 
course,  laboratory  findings,  and  x-rays  would  seem 
to  place  them  in  the  category  labeled  palindromic 
rheumatism. 

2.  The  treatment  of  palindromic  rheumatism  is 
discussed,  particularly  relating  to  the  use  of  ACTH. 
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FATAL  ACCIDENTS  IN  CHILDREN 

With  accidents  now  constituting  the  leading  cause 
of  death  in  this  country  among  children  from  one  to 
nineteen  years  of  age,  a fresh  approach  to  the  prob- 
lem is  being  made  through  a year’s  pilot  study  at  the 
Babies  Hospital  of  the  Columbia-Presbyterian 
Medical  Center  in  New  York  City,  supported  by  a 
grant  from  the  Metropolitan  Life  Insurance  Com- 
pany. Dr.  Rustin  McIntosh,  director  of  the  pediat- 
ric service  of  the  Presbyterian  Hospital,  empha- 
sized the  fact  that  child  accidents  present  a major 
and  alarming  public  health  problem.  Sulfa  drugs, 
antibiotics,  and  new  medical  technics  are  today  pre- 
venting many  of  the  infectious  disease  deaths  that 


until  a few  years  ago  were  so  prevalent.  Now  ac- 
cidents cause  more  deaths  among  children  than  any 
other  single  cause.  About  two  fifths  of  these  fatal 
accidents  among  children  ages  one  to  fourteen  occur 
in  the  home,  and,  at  ages  one  to  four,  accidents  kill 
twice  as  many  children  as  measles,  scarlet  fever, 
whooping  cough,  diphtheria,  dysentery,  tuberculosis, 
and  poliomyelitis  combined. 

It  is  hoped  that  this  study  will  produce  informa- 
tion that  can  be  translated  into  practical  guidance 
procedures  in  the  home,  or  into  routine  instruction 
methods  in  the  school,  with  the  object  of  reducing 
preventable  fatal  accidents  and  nonfatal  injuries. 


SALMONELLA  OSTEOMYELITIS  WITH  CONCOMITANT  SICKLE 
CELL  ANEMIA 

Victor  Mayer,  M.D.,  and  Stanley  J.  Pohlidal,  M.D.,  New  York  City 
( From  the  Veterans  Administration  Hospital , Bronx) 


YT7'HILE  it  is  uncommon  to  observe  bone  changes 
of  sickle  cell  anemia  in  the  adult  and  equally 
uncommon  to  see  osteomyelitis  of  a long  bone  due  to 
Salmonella  Montevideo,  the  presence  of  the  two  dis- 
eases in  a single  individual  represents  an  even 
greater  rarity. 

Systemic  Salmonella  infections  in  man  are  not 
uncommon.  However,  osteomyelitis  due  to  this  or- 
ganism is  even  less  frequent.  Seligman  et  al.  re- 
viewed 1,000  proved  cases  of  Salmonella  infections.1 
They  found  that  in  this  number  of  cases  37  per  cent 
were  caused  by  S.  typhimurium,  followed  in  fre- 
quency by  S.  Newport,  S.  choleraesuis,  S.  Oranien- 
burg,  S.  Montevideo,  and  S.  paratyphi  B.  In  all 
about  38  different  types  were  identified.  In  this 
series,  S.  Montevideo  was  found  in  48  cases,  but  in 
none  of  these  were  there  any  bone  lesions.  Of  the 
entire  series  there  were  only  three  cases  of  osteomye- 
litis. 

Further  review  of  the  literature  brought  to  light 
few  cases  of  Salmonella  infection  of  bone.  Seiden- 
stein  listed  three.®  In  one,  curiously  enough,  a di- 
agnosis of  sickle  cell  anemia  had  also  been  made.  He 
reported  the  bone  findings  in  each  of  the  cases  as 
showing  a well-defined  area  of  rarefaction  with  es- 
sentially no  reaction  of  the  surrounding  bone. 
There  was  no  medullary  sclerosis,  cortical  thicken- 
ing, periostitis,  or  sequestration  as  is  usually  seen  in 
a staphylococcal  osteomyelitis.  Krauss  reported 
one  case  of  disseminated  osteomyelitis  due  to  S. 
typhimurium  in  1947.®  Vinke  reported  a S.  Mon- 
tevideo arthritis  of  the  knee  in  the  same  year.4 
In  this  report,  he  stated  that  17  known  S.  Montevi- 
deo epidemics  had  occurred  without  involvement  of 
a knee  joint. 

The  first  case  of  anemia  of  the  sickle  cell  variety 
was  reported  by  Herrick  in  19 10.6  While  this  con- 
dition is  seen  chiefly  in  the  Negro  race,  it  is  not 
wholly  restricted  to  this  group.  It  is  an  inherited 
abnormality  in  the  stroma  of  the  red  blood  cell  and  is 
transmitted  as  a Mendelian  dominant  character. 
About  7 per  cent  of  the  Negro  population  is  said  to 
show  the  phenomenon  of  sickling,  and  only  1 to  2 per 
cent  of  these  develop  a severe  anemia. 

The  pathologic  changes  in  bone  area  are  similar 
to  those  found  in  circulatory  disturbances  of  bone. 
Diggs  et  al.  described  these  as  ( 1 ) degenerative  proc- 
esses (thrombosis,  infarction,  necrosis,  hemorrhage) 
and  (2)  reparative  processes  (hyalinazation,  fibrosis, 
abnormal  calcification,  and  new  bone  formation).6 
The  roentgen  manifestations  lag  behind  the  clinical 
findings.6-7  They  may  be  summarized  as  follows: 
generalized  demineralization  of  all  bones  with  asso- 
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Fig.  1.  Left — Thickening  of  the  cortex  and  scler- 
osis of  the  medullary  canal. 

Right — An  osteomyelitis  is  seen  in  the  left  lower 
femur  with  associated  bone  destruction,  osteoporosis, 
and  proliferative  periosteal  change. 


ciated  cardiac  enlargment;  the  destructive  bone 
changes  are  transitory  and  may  be  missed  unless 
serial  x-rays  are  done.  Lastly,  one  sees  definite  bone 
infarctions. 

The  changes  in  the  long,  short,  and  flat  bones  are 
attributed  to  hyperplasia  of  the  erythroblastic  ele- 
ments and  thrombosis.  The  long  bones  show  irregu- 
lar trabeculations  with  widening  of  the  medullary 
spaces  and  cortical  thinning  from  the  former,  while 
the  latter  results  in  cortical  thickening,  narrowdng  of 
the  medullary  cavity,  loss  of  bone  tissue,  and  perio- 
steal reaction. 

The  short  and  flat  bones  show  exaggeration  of  the 
trabecular  markings,  widening  of  the  diploe  of  the 
skull  with  thinning  of  the  outer  table.  Cupping  of 
the  vertebrae  is  seen,  also  due  to  the  hyperplasia  of 
the  erythroblastic  elements.  In  the  short  bones 
thrombosis  results  in  necrosis  with  resorption  of  bone 
and  periosteal  reaction. 

Case  Report 

The  case  in  point  is  a twenty-seven-year-old  Ne- 
gro male  who  was  first  hospitalized  in  October,  1947,  at 
the  Veterans  Hospital,  Bronx,  New  York,  because 
of  sore  throat,  jaundice,  and  right  upper  quadrant 
pain.  At  this  time  his  examination  revealed  hepato- 
splenomegaly,  obstructive  jaundice,  and  a right 
peripheral  facial  nerve  palsy.  Liver  biopsy  was 
negative  as  were  marrow  studies  and  lymph  node 
biopsy.  X-rays  revealed  generalized  osteoporosis 
of  the  lumbar  spine  and  pelvis,  and  the  vertebral 
plates  appeared  somewhat  sclerotic  and  irregular. 
Examination  of  the  loqg  bones  showed  thickening  of 
the  cortex  and  sclerosis  of  the  medullary  canal  (Fig. 
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1).  There  was  some  qsteoporosis  of  the  inner  and 
outer  table  of  the  frontal  and  parietal  bone. 

In  March,  1948,  he  was  admitted  because  of  ton- 
sillitis and  had  a tonsillectomy  done  when  it  sub- 
sided. On  his  third  admission,  November,  1948, 
because  of  fever  and  chills,  he  was  found  to  have  a 
septicemia,  and  S.  Montevideo  was  isolated  from 
the  blood  cultures.  He  made  a slow  recovery,  re- 
sponding to  aureomycin  and  bacteriophage.  He  also 
developed  a pericardial  effusion.  Blood  test  still 
showed  no  sickling.  He  was  discharged  in  January, 
1949. 

He  was  readmitted  for  the  fourth  time  in  March, 
1949,  with  the  complaint  of  aching  in  the  left  knee 
and  swelling  about  the  joint.  An  effusion  was 
noted  in  the  left  knee  and  was  aspirated.  At  this 
time,  100  per  cent  sickling  was  demonstrated  with 
decrease  in  fragility.  From  a normal  sedimentation 
rate  on  admission  it  changed  to  22  mm.  Cultures 
taken  from  the  blood,  stool,  duodenal  drainage,  and 
effusion  of  the  knee  did  not  produce  Salmonella. 
X-ray  studies  showed  further  osteosclerotic  changes 
in  the  skull  and  long  bones.  An  osteomyelitis  was 
now  demonstrated  in  the  left  lower  femur  with  asso- 
ciated bone  destruction,  osteoporosis,  and  prolifera- 
tive periosteal  changes  (Fig.  1).  On  April  29, 
1949,  incision  for  drainage  was  done  on  the  left 
femur,  and  pus  was  obtained  only  after  the  dense 
femoral  shaft  was  drilled  in  several  areas.  Salmo- 
nella could  not  be  obtained  from  this  pus.  How- 
ever, the  wound  broke  open  and  began  to  drain,  and 
S.  Montevideo  was  cultured  from  the  pus.  He  was 
placed  on  Chloromycetin  therapy,  and  the  tempera- 
ture elevation  gradually  subsided.  Drainage  ceased 
on  September  3,  1949,  and  he  was  discharged  asymp- 
tomatic on  November  20,  1949. 

The  fifth  admission  was  on  February  10,  1950, 
because  of  a complaint  of  abdominal  pain.  On  lap- 
oratomy,  an  acute  gangrenous  appendix  was  found 
and  removed.  The  wound  was  drained  by  a flank 
stab  wound.  Cultures  from  this  and  from  the  stool 
were  positive  for  S.  Montevideo.  Duodenal  fluids 
and  drainage  from  the  osteomyelitis  also  produced 
the  same  organism  on  culture.  After  the  patient 
was  placed  on  terramycin,  all  cultures  became  nega- 
tive. Roentgen  studies  of  the  femur  revealed  con- 


siderable cortical  periosteal  elevation  with  no  evi- 
dence of  sequestration  but  increasing  involucrum 
formation.  Several  irregular  lytic  areas  were  also 
noted.  Lipiodol  studies  showed  that  the  sinus 
tract  did  not  reach  the  bone.  The  sinus  tract 
closed  spontaneously,  and  he  was  discharged  on 
May  17, 1950. 

The  sixth  admission  was  on  August  14,  1950,  be- 
cause of  recurrence  of  pain  and  swelling  of  the  left 
thigh.  Fluctuation  was  present,  and  3 cc.  of  pus 
were  obtained  by  aspiration  from  which  a pure  cul- 
ture of  S.  Montevideo  was  obtained.  In  vitro  tests 
showed  this  organism  to  be  very  sensitive  to  Chloro- 
mycetin, moderately  so  to  terramycin,  and  not  sen- 
sitive to  the  other  antibiotics.  He  responded  to  oral 
Chloromycetin  and  bed  rest.  Then  he  was  trans- 
ferred to  the  surgical  service  for  a cholecystectomy  in 
order  to  eradicate  that  focus.  An  ulcer  was  found 
in  that  organ  on  excision,  but  Salmonella  could  not 
be  cultured  from  it.  X-rays  of  the  femur  showed 
little  change  over  the  previous  admission,  and  he 
was  discharged  on  September  27,  1950.  He  was 
last  seen  on  December  1,  1950,  at  which  time  he  had 
had  some  brief  episodes  of  drainage  from  the  thigh 
without  discomfort. 

Summary 

An  unusual  combination  of  diseases  has  been  pre- 
sented, both  of  which  manifested  osseous  changes. 
In  this  instance  S.  Montevideo  osteomyelitis  of  the 
femur  was  superimposed  on  an  established  case  of 
sickle  cell  anemia  with  bone  changes.  The  remis- 
sions of  the  disease  under  Chloromycetin  therapy 
have  also  been  reported. 

References 

1.  Seligman,  E.,  Saplira,  I.,  and  Wasserman,  M.:  Am. 
J.  Hyg.  38:  226  (Nov.)  1943. 

2.  Seidenstein,  R.:  Bull.  Hosp.  Joint  Dig.  6:  126  (Oct.) 
1945. 

3.  Krauss,  R.:  J.  Bone  & Joint  Surg.  29:  227  (Jan.)  1947. 

4.  Vinke,  T.  H.,  and  Downing,  H.  F.:  ibid.  29:  232  (Jan.) 
1947. 

5.  Herrick,  J.  B. : Arch.  Int.  Med.  6:  517  (1910). 

6.  Diggs,  L.  W.,  Pullian,  H.  N.,  and  King,  J.  C.:  South. 
M.J.  30:249  (1937). 

7.  Caffey,  J.:  Am.  J.  Roentgenol.  37:  293  (1937). 


METABOLIC  BONE  DISEASES  IN  PRACTICE 
The  author’s  purpose  in  this  brief  paper  is  to  stress 
the  procedures  readily  available  to  the  general 
practitioner  in  the  diagnosis  and  management  of 
this  group  of  conditions,  understanding  of  which, 
he  writes,  has  made  such  strides  that  adequate 
handling  of  them  need  no  longer  be  restricted  to 
specially  equipped  centers  or  specialists.  One  of  the 
most  convenient  short  cuts  to  screening  this  group  of 
metabolic  bone  diseases  is  the  Sulkowitch  test 
which  can  be  easily  performed  in  the  office.  The 
discussion  of  diagnostic  and  therapeutic  procedures 
includes  those  relating  to  osteoporosis,  Paget’s 
disease,  Von  Recklinghausen’s  disease,  and  Al- 


bright’s syndrome.  These  discussions  are  prefaced 
by  a brief  review  of  the  process  of  bone  formation 
and  resorption.  Bone  formation  consists  of  two 
processes:  first,  laying  down  by  the  osteoblasts  of 
the  protein  matrix,  and  second,  deposition  in  this 
matrix  of  calcium,  phosphate,  and  other  minerals. 
Why  the  protein  matrix  calcifies  while  other  tissues 
do  not  is  probably  due  to  some  local  factor  not  yet 
completely  understood.  Normally  in  the  adult  this 
process  keeps  pace  with  bone  resorption.  The  proc- 
ess may  be  modified  by  numerous  factors,  with  vari- 
ous clinical  entities  resulting. — Gilbert  S.  Gordon, 
M.D.,  American  Practitioner,  February,  1951 


PERNICIOUS  ANEMIA  WITH  EARLY  MARROW  CHANGE  FOLLOWING 
THERAPY 

A.  David  Etess,  M.D.,  and  Joseph  Litwins,  M.D.,  F.A.C.P.,  New  York  City 
( From  the  Medical  and  Laboratory  Services  of  the  Beth  Israel  Hospital) 


'“THE  response  of  patients  with  macrocytic  anemias 
■*"  and  megaloblastic  marrows  to  liver  extract  and 
more  recently  to  vitamin  Bj2  is  well  known.  While 
it  has  been  established  that  the  action  of  liver  ex- 
tract sets  in  with  remarkable  rapidity,  we  wish  to 
present  an  observation  indicating  that  the  megalo- 
blastic marrow  picture  is  altered  by  the  administra- 
tion of  vitamin  Bi2  even  more  rapidly.  We  were 
able  to  demonstrate  definite  changes  in  the  cytology 
of  the  bone  marrow  contents  within  two  and  one- 
half  hours  after  the  institution  of  therapy. 

Method 

After  the  diagnosis  of  pernicious  anemia  was  es- 
tablished in  our  patient,  a sternal  marrow  needle 
was  inserted,  and  a control  marrow  was  aspirated. 
Then  60  micrograms  of  vitamin  Bi2  were  given  intra- 
muscularly. The  needle  was  left  in  situ,  and  marrow 
specimens  were  withdrawn  every  fifteen  minutes 
for  three  hours,  carefully  replacing  the  stylette  be- 
tween aspirations.  Concomitantly,  peripheral 
smears  for  red  cell  size  and  reticulocytosis  were 
made.  The  needle  was  removed  after  three  hours, 
but  daily  sternal  marrow  aspirations  were  carried 
out  for  the  following  three  days.  Differential  mar- 
row counts  were  made  by  two  observers. 

Case  Report 

S.  G.,  a sixty-four-year-old  white  male  cobbler,  was 
admitted  for  the  first  time  to  Beth  Israel  Hospital 
with  a chief  complaint  of  weakness,  anorexia,  and 
extreme  pallor  of  ten  days  duration.  Subsequent 
questioning  revealed  that  the  patient  had  had  pro- 
gressive weakness  for  the  past  two  to  three  years  and 
had  been  treated  by  his  local  physician  with  oral 
liver  and  Bi2  capsules  for  several  weeks.  Exer- 
tional dyspnea  had  been  present  for  several  months, 
as  well  as  frequent  palpitations  and  occasional  ankle 
edema.  The  patient  had  been  known  to  have  high 
blood  pressure  for  three  years  and  had  been  on  salt 
restriction  for  the  past  one  and  one-half  years. 
There  had  been  a 9-pound  weight  loss. 

Physical  Examination. — Temperature  was  101.2 
F.,  pulse  110,  respiration  20,  and  blood  pressure 
120/80.  The  patient  was  a sallow,  chronically  ill 
male.  There  was  a yellow  tinge  to  the  skin  but  no 
scleral  icterus.  Ophthalmoscopy  revealed  a pale 
disk  with  tortuous  and  narrow  arterioles  and  one 
retinal  exudate.  The  tongue  was  smooth  and  atro- 
phic. A few  crepitant  rales  were  heard  at  both 
lung  bases.  There  was  a harsh  apical  systolic  mur- 
mur without  thrill.  The  liver  was  enlarged  to  two 
fingers  below  the  right  costal  margin.  The  nailbeds 
were  pale.  The  patient  was  somewhat  disoriented 
as  to  time  and  place,  but  otherwise  the  neurologic 
examination  was  negative. 

Laboratory  Data. — Laboratory  examination  re- 
vealed the  following:  red  blood  cells  940,000  per 
cu.  mm.;  white  blood  cells  2,200;  hemoglobin  4.2 
Gm.;  normal  differential;  platelets  120,000;  reti- 
culocytes 0.6  per  cent;  bleeding  time  one  minute; 


Fig.  1.  Course  of  patient  following  institution  of 
therapy. 


clotting  time  three  minutes;  sedimentation  rate  46 
mm.  in  one  hour;  fasting  blood  sugar  79  mg.  per 
cent;  nonprotein  nitrogen  33  mg.  per  cent;  uric 
acid  6.5  mg.  per  cent;  total  protein  7.28  Gm.;  al- 
bumin 5.60;  globulin  1.68;  cholesterol  163  mg.  per 
cent;  esters  120  mg.  per  cent;  serum  bilirubin  2.15 
mg.;  thymol  turbidity  8.4  units;  cephalin  floc- 
culation 4 plus  in  forty-eight  hours;  alkaline  phos- 
phastase  2.0  Bodansky  units;  bromsulfonphthalein 
less  than  5 per  cent  retained  in  forty-five  minutes; 
prothrombin  time  16.1  seconds  (control  15);  sodium 
131.3  mEq.;  chlorides  102.9  mEq.;  gastric  analysis 
— no  free  acid  after  alcohol  or  histamine.  A sternal 
marrow  aspiration  revealed  a megaloblastic  marrow; 
repeated  peripheral  smears  showed  macrocytosis. 

Course  and  Results. — The  serial  sternal  marrow 
specimens  showed  no  significant  change  for  the  first 
two  hours  and  fifteen  minutes,  15  per  cent  megalo- 
blasts  of  a 500-cell  differential  count.  Two  and 
one-half  hours  after  the  administration  of  vitamin 
Bi2,  examination  of  the  marrow  contents  revealed  an 
unequivocal  diminution  in  the  percentage  of  megalo- 
blasts,  which  fell  to  1.8  per  cent  of  500  counted  cells, 
one  seventh  of  the  original  level.  At  the  same  time, 
the  normoblastic  elements  increased  to  from  49  to 
74  per  cent  of  the  total  count.  There  was  no  change 
in  the  size  of  the  peripheral  red  cells,  nor  was  there 
an  increase  in  reticulocytes.  After  twenty-two  hours 
the  megaloblasts  had  further  decreased  to  0.8  per- 
cent, and  this  picture  prevailed  for  the  remaining 
three  days  of  observation  of  the  marrow  contents. 

After  the  initial  three  days  of  study,  the  patient 
was  placed  on  30  micrograms  of  Bi2  per  day.  He  was 
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given  a 2,500-calorie  diet.  The  febrile  course  con- 
tinued, and  on  the  ninth  hospital  day  the  tempera- 
ture spiked  to  104  F.  A chest  film  revealed  lobar 
pneumonia.  In  addition  to  the  daily  dose  of  800,000 
units  of  aqueous  penicillin  which  the  patient  had 
been  receiving  since  the  first  day  of  admission,  2 Gm. 
of  streptomycin  per  day  were  added.  Because  of 
severe  dyspnea,  1,000  cc.  of  whole  blood  were  given. 
Daily  reticulocytes  and  red  count,  white  count,  and 
hemoglobin  were  performed  (Fig.  1).  On  the  twen- 
tieth hospital  day,  the  patient  became  afebrile,  and 
the  red  count  and  hemoglobin  had  risen  to  3,010,000 
and  8.5  Gm.,  respectively.  The  atrophic  glossitis 
responded  well  to  the  BtJ  therapy.  On  the  thirty- 
fourth  hospital  day,  the  patient  was  discharged 
afebrile,  able  to  work,  and  on  a maintenance  dose  of 
30  micrograms  of  Bi2  per  week.  Subsequent  labora- 
tory work  revealed  a rise  in  the  hemoglobin  to  9.5 
Gm.  and  3,500,000  red  cells. 

Comment 

Interestingly  enough,  it  took  one  and  one-half 
years  for  this  case  to  come  to  our  attention.  The 
probable  reason  for  this  lies  in  the  fact  that  patients 
are  often  given  injections  of  liver  extract  or  vitamin 
B12  or  oral  doses  of  these  medications  for  all  types  of 
anemia,  and  when  further  study  is  necessary  and  a 
sternal  aspiration  is  done,  a diagnosis  cannot  be 
made  with  certainty  from  the  marrow  contents. 
This  situation  can  be  attributed  to  the  wide  avail- 


ability of  potent  oral  antianemic  preparations  in 
recent  years.  Our  patient  had  been  given  oral  doses 
of  liver  and  Bi2  for  several  weeks  which  may  account 
for  the  relatively  small  number  of  megaloblasts  (15 
per  cent)  in  the  original  marrow  specimens. 

The  importance  of  establishing  a diagnosis  of 
pernicious  anemia  is  apparent.  If  a diagnosis  of 
pernicious  anemia  is  made,  the  patient  should  re- 
ceive liver  or  Bi2  for  the  rest  of  his  or  her  life.  Yet, 
the  pretreated  cases,  where  the  diagnosis  is  masked, 
may  be  deprived  of  such  therapy  and  may  go  on  to 
develop  neurologic  signs  and  symptoms. 

Summary  and  Conclusions 

1.  A case  of  pemieious  anemia  is  presented,  in 
which  serial  sternal  marrow  changes  were  studied 
every  fifteen  minutes  following  the  intramuscular 
injection  of  vitamin  B]2. 

2.  Within  two  and  one-half  hours,  there  was  a 
demonstrable  change  in  the  marrow  contents  con- 
sisting of  a decrease  in  megaloblasts  (from  15  to  1.8 
per  cent)  and  a corresponding  increase  in  normo- 
blasts (from  49  to  74  per  cent). 

3.  Patients  with  suspected  anemias  should  not  be 
given  therapy  until  a diagnosis  is  made  so  that  the 
hematologic  findings  are  not  masked. 

4.  The  dangers  in  the  indiscriminate  use  of  anti- 
anemic drugs  are  emphasized. 


ANNOUNCEMENT 

SCIENTIFIC  EXHIBITS 
1952  ANNUAL  MEETING 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
man of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee: 

Beverly  Chew  Smith,  M.D. 

63  East  84th  Street 
New  York  28,  New  York 

The  Annual  Meeting  will  be  held  May  12  to  16,  1952,  at  the  Hotel  Statler,  New  York 
City. 

No  applications  can  be  considered  after  January  15,  1952. 

There  will  be  two  groups  of  awards: 

Group  I:  Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which 
are  judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Group  II:  Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely 
experimental  studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation  of 
facts. 

W.  P.  Anderton,  M.D.,  Secretary 
Medical  Society  of  the  State  of  New  York 


UNUSUAL  HEMORRHAGIC  COMPLICATIONS  IN  DICUMAROL  THERAPY 
Morris  Axelrod,  M.D.,  and  Morris  Kleinfeld,  M.D.,  Brooklyn,  New  York 
( From  the  Medical  Service  of  the  Coney  Island  Hospital) 


'T’HE  use  of  Bishydroxy  Coumarin  (Dioumarol)  in 
the  treatment  of  thromboembolic  disease  carries 
with  it  a definite  risk  of  hemorrhage,  even  in  the  most 
experienced  hands.  The  usual  complications  are  by 
now  fairly  well  known.  These  include  epistaxis, 
bleeding  into  the  urinary  and  gastrointestinal  tracts, 
nervous  system,  and  skin.1  The  danger  of  per- 
forming diagnostic  taps  or  deep  therapeutic  nerve 
blocks  in  dicumarolized  patients  has  recently  been 
emphasized  in  the  literature.2’3  Massive  hemotho- 
rax has  followed  diagnostic  thoracentesis.  Para- 
vertebral block  may  lead  to  serious  or  even  fatal 
hemorrhage.  We  have  recently  seen  paraplegia 
develop  following  a diagnostic  spinal  tap  performed 
during  the  course  of  Dicumarol  therapy  for  myocar- 
dial infarction.  Many  patients  are  receiving  pro- 
tracted Dicumarol  therapy  on  an  ambulatory  basis. 
Unless  forewarned,  they  may  submit  to  dental  ex- 
tractions or  minor  surgical  procedures  with  serious 
results.  Phelps  reported  massive  hemorrhage  into 
the  floor  of  the  mouth  with  serious  respiratory  diffi- 
culty following  dental  extraction  performed  during 
Dicumarol  administration.2 

We  are  reporting  two  cases  of  spontaneous  hema- 
toma of  the  rectus  abdominis  muscle  in  the  course  of 
Dicumarol  therapy  (Table  I).  To  our  knowledge 
this  complication  has  not  been  previously  reported. 

The  third  case  is  one  of  traumatic  hemorrhage 
from  the  tongue  during  Dicumarol  therapy. 

Case  Reports 

Case  1 ( Spontaneous  Hematoma  of  the  Rectus 
Abdominis  Muscle). — I.  S.,  a sixty-six-year-old 
male,  was  admitted  to  the  hospital  on  December  4, 
1949,  with  a diagnosis  of  carbon  monoxide  poison- 
ing. He  showed  a satisfactory  response  to  therapy 
but  on  December  27,  1949,  developed  an  acute 
thrombophlebitis  of  the  left  leg.  Dicumarol 
therapy  was  instituted.  On  January  16,  1950, 
he  complained  of  pain  in  the  left  lower  quadrant  of 
the  abdomen.  Dicumarol  therapy  was  discon- 
tinued. Examination  showed  tenderness  and  ri- 
gidity in  the  left  lower  quadrant,  and  the  following 
day,  a large  tender  mass  appeared  in  this  area.  A 
diagnosis  of  acute  perforated  diverticulitis  or  rectus 
abdominis  hematoma  was  made.  On  January  18,  a 
barium  enema  x-ray  study  showed  the  rectum  to  be 
flattened  by  extrinsic  pressure  in  the  pelvis  on  the  left 
side.  There  was  no  intrinsic  colonic  defect.  On  Jan- 
uary 24, 1950,  a bluish  discoloration  was  noted  in  and 
about  the  small  reducible  umbilical  hernia  which  was 
present  (Cullen’s  sign).  The  same  day,  he  pre- 
sented the  picture  of  moderately  severe  shock  which 
was  controlled  by  whole  blood  transfusion.  The 
abdominal  mass  slowly  decreased  in  size  and  by 
March  14,  1950,  was  no  longer  palpable.  Cullen’s 
sign  persisted  until  March  16,  1950.  He  was  dis- 
charged on  March  30, 1950,  fully  recovered. 

Case  2 ( Spontaneous  Hematoma  of  the  Rectus 
Abdominis  Muscle  Simulating  an  Acute  Abdomen.) — 
L.  G.,  a seventy-two-year-old  female,  was  admitted 
to  the  hospital  on  April  8,  1950,  because  of  crushing 
substemal  pain  of  several  hours  duration.  There 


was  a history  of  previous  hypertension,  diabetes, 
and  a myocardial  infarction.  The  significant 
physical  findings  were  as  follows:  Temperature 
100  F.  rectal,  blood  pressure  170/80,  cardiac  en- 
largement, and  mild  congestive  failure.  A diag- 
nosis of  recurrent  myocardial  infarction  was  made, 
and  Dicumarol  therapy  was  administered.  This 
was  terminated  on  April  15,  1950(  because  serial 
electrocardiograms  showed  left  ventricular  hyper- 
trophy without  evidence  of  an  acute  infarction. 
On  April  17,  1950,  she  complained  of  pain  in  the 
right  lower  quadrant  associated  with  nausea  and 
persistent  vomiting.  Abdominal  examination  re- 
vealed a fusiform  mass  corresponding  to  the  limits 
of  the  right  lower  rectus  muscle.  There  was 
marked  tenderness,  spasm,  and  rebound  tenderness 
over  the  mass.  Pelvic  and  rectal  examinations 
showed  normal  findings.  The  white  blood  count 
was  7,200  per  cu.  mm.,  polymorphonuclears  82  per 
cent.  The  surgical  opinion  was  “hemorrhage  into 
the  rectus  muscle  due  to  Dicumarol  therapy.  Hew- 
ever,  the  possibility  of  an  intussusception  must  be 
considered.”  The  clinical  picture  did  not  improve 
with  transfusions  and  vitamin  K therapy.  Con- 
sequently, surgical  exploration  was  carried  out  on 
April  19,  1950.  A hematoma  of  the  rectus  ab- 
dominis muscle  and  sheath  was  found.  There  was 
no  intraperitoneal  process.  The  rectus  sheath  was 
drained,  and  the  postoperative  course  was  unevent- 
ful. 

Case  3 ( Traumatic  Bleeding  from  the  Tongue). — 
S.  N.,  a sixty-six-year-old  male,  consulted  us  for  the 
present  illness  on  December  17,  1949.  The  com- 
plaints were  pain  in  the  right  foot  and  left  big  toe. 
Examination  showed  extensive  varicose  veins  of 
both  lower  extremities.  The  oscillometric  readings 
were  reduced  bilaterally.  Heart  and  lungs  were  nor- 
mal. The  following  tests  were  also  normal : urinaly- 
sis, blood  count,  uric  acid,  and  x-ray  of  the  chest,  feet, 
and  ankles.  A.  diagnosis  of  arterial  insufficiency 
was  made,  and  Depropanex  therapy  was  given. 
There  was  no  relief  of  symptoms.  On  January  17, 
1950,  he  developed  a thrombophlebitis  in  the  right 
calf  region,  complicated  by  pulmonary  infarction 
two  days  later.  Dicumarol  therapy  was  carried 
out  for  a period  of  four  weeks  with  an  excellent 
clinical  response. 

One  month  after  leaving  the  hospital,  he  suffered 
a recurrence  of  the  phlebitis.  Anticoagulant 
therapy  was  resumed  at  home.  On  the  twelfth  day 
of  therapy  while  eating  supper,  he  noticed  profuse 
bleeding  from  the  mouth.  This  occurred  after 
chewing  on  a hard  piece  of  toasted  bread.  Ex- 
amination, one  hour  after  the  onset,  showed  brisk 
venous  bleeding  from  a small  laceration  ( 1/2  cm.  in 
length)  on  the  right  lateral  border  of  the  tongue  at 
the  junction  of  the  middle  and  distal  third.  The 
bleeding  was  readily  controlled  by  applying  a 
gauze  pad  and  compressing  the  tongue  between 
index  finger  and  thumb.  However,  even  after 
compression  for  twenty  minutes,  the  bleeding  re- 
curred promptly  on  release.  After  some  ninety 
minutes  had  elapsed,  some  topical  thrombin  and 
oxidized  cellulose  were  obtained.  A square  of 
cellulose  was  placed  over  the  laceration,  and  a solu- 
tion of  topical  thrombin  (2,000  units  per  cc.)  was 
applied  dropwise  with  a syringe  and  needle.  A 
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clot  formed  within  a matter  of  seconds.  However 
on  closing  his  mouth,  the  cellulose  and  clot  broke 
off,  resulting  in  fresh  bleeding.  The  thrombin  solu- 
tion was  then  applied  directly  to  the  oozing  area,  and 
again  there  was  prompt  clotting.  The  clot  remained 
in  place  during  the  night  and  was  still  present  the 
following  day.  There  was  no  further  bleeding. 
Dicumarol  was  resumed,  and  a period  of  three 
months  of  therapy  was  completed.  There  has  been 
no  recurrence  of  the  phlebitis  to  the  present  date 
(nine  months  later). 

Comment 

Rectus  abdominis  hematoma  is  uncommon.  One 
may  divide  the  cases  into  two  groups,  traumatic  and 
spontaneous.  The  spontaneous  variety  may  be 
seen  during  infectious  diseases  or  rarely  in  cases  of 
blood  dyscrasia.  In  50  per  cent  of  all  cases  there  is 
neither  significant  trauma  nor  associated  disease.4 
Dicumarol  therapy  must  be  considered  as  another 
contributory  cause  of  the  nontraumatic  variety. 

The  diagnosis  of  rectus  hematoma  is  difficult,  and 
the  literature  indicates  a correct  preoperative  diag- 
nosis in  only  17  per  cent  of  cases.  The  cardinal 
symptoms  are  pain,  tenderness,  rigidity,  and  an 
abdominal  mass.  There  may  be  nausea,  vomiting, 
fever,  and  leukocytosis.  As  a result  it  is  often  mis- 
diagnosed as  appendicitis,  perforated  diverticulitis, 
intussusception,  or  acute  pelvic  disease.6 

Both  our  patients  with  rectus  abdominis  hema- 
tomas were  elderly  individuals  with  onset  when  the 
prothrombin  figures  were  at  high  therapeutic  level, 
i.e.,  forty  seconds  in  the  first  case  and  thirty-eight 
seconds  in  the  second.  Both  presented  the  usual 
features,  namely,  pain,  tenderness,  and  an  abdominal 
mass.  However,  the  picture  of  shock  was  more  evi- 
dent in  the  first  patient.  We  feel  that  this  was  due 
to  rupture  of  the  hematoma  into  the  peritoneal 
cavity.  The  positive  Cullen’s  sign  and  x-ray  evi- 
dence of  rectal  compression  would  tend  to  support 
this  view.8  It  is  of  interest  to  note  that  we  could 
find  no  other  report  showing  the  Cullen’s  sign  in  this 
condition. 

Our  third  case  is  of  interest  because  it  demon- 
strates that  a seemingly  insignificant  laceration  may 
give  rise  to  troublesome  hemorrhage  in  a dicumarol- 
ized  patient.  The  value  of  topical  thrombin  in  this 
patient  suggests  its  use  in  the  management  of  dicu- 
marolized  patients  with  superficial  bleeding  such  as 
epistaxis  or  gingival  hemorrhage  or  in  other  situa- 
tions as  gastric  bleeding. 

Summary  and  Conclusions 

1.  Two  patients  presenting  the  complication  of 
rectus  abdominis  hematoma  during  Dicumarol 
therapy  are  presented  and  the  diagnostic  problems 
discussed. 

2.  The  use  of  topical  thrombin  in  the  control  of 
superficial  bleeding  in  a dicumarolized  patient  has 
been  described  and  its  use  in  similar  situations  sug- 
gested. 
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IDIOPATHIC  SUPPURATIVE  COSTAL  CHONDRITIS 

Robert  A.  Herfort,  M.D.,  F.A.C.S.,  New  York  City 


'"THERE  is  a remarkable  dearth  in  the  literature  of 
descriptions  of  inflammatory  lesions  of  the  costal 
cartilage.  What  reports  are  available  mention 
specific  infections  and  factors  as  the  basis  of  the 
chondritis.  The  case  report  of  the  patient  described 
below  is  of  interest  in  that  the  costal  chondritis 
appeared  de  novo  and  histologically  was  a non- 
specific suppurative  inflammation  with  no  demon- 
strable etiology. 

Case  Report 

F.  G.,  a male  aged  thirty-nine  years,  was  seen  for 
the  first  time  on  February  24,  1950,  with  a draining 
sinus  on  the  anterior  chest  wall.  In  July,  1949,  the 
patient  noted  a nontender  mass  over  his  right  an- 
terior chest.  This  enlarged  progressively  and  pain- 
lessly to  the  size  of  a large  hen’s  egg  and  ruptured 
spontaneously  in  October  of  that  year.  Thin, 
purulent  fluid  drained  more  or  less  continuously 
from  the  site  of  rupture  up  to  the  time  at  which  he 
was  first  seen.  No  associated  complaints  were 
noted  by  the  patient.  There  were  never  any  per- 
sistent symptoms  referable  to  the  respiratory  or 
gastrointestinal  tracts  within  the  memory  of  the 
patient.  There  were  no  previous  illnesses  other  than 
lobar  pneumonia  in  1946  which  had  resolved  without 
residua  within  two  weeks.  There  was  no  history  of 
trauma  to  the  thoracic  cage. 

Physical  examination  revealed  a well-developed 
male  in  a good  nutritional  state.  The  heart  and 
lungs  were  negative.  The  abdomen  was  soft  and 
not  tender;  there  were  no  palpable  masses.  On  the 
right  midclavicular  line  in  the  sixth  intercostal 
space  was  a sinus  ostium,  4 mm.  in  diameter,  from 
which  thin,  yellow,  purulent  fluid  could  be  expressed; 
this  area  was  not  tender.  There  were  no  axillary 
nodes  palpable. 

The  temperature  was  99  F.;  the  pulse  was  72. 
The  blood  pressure  was  130/80. 

The  urine  was  normal.  Examination  of  the  blood 
disclosed  a hemoglobin  of  14  Gm.  per  100  cc.  and  a 
white  cell  count  of  8,200  with  63  per  cent  poly- 
morphonuclear leukocytes  and  34  per  cent  lympho- 
cytes. Roentgenographic  studies  of  the  ribs  were 
negative  as  were  films  of  the  lung  fields.  Lipiodol 
studies  of  the  sinus  itself  were  more  or  less  unsatis- 
factory, revealing  but  a short  tortuous  tract  ex- 
tending cephalad.  Serologic  examination  of  the 
blood  for  lues  was  negative  as  was  the  Widal  test. 
Direct  smear  and  culture  of  the  purulent  drainage 
from  the  sinus  ostium  revealed  no  bacterial  evidence 
or  growth,  respectively;  no  mycotic  organisms  were 
noted. 

Intensive  treatment  over  three  weeks  time  with 
penicillin  and  streptomycin  produced  no  significant 
change;  the  sinus  continued  to  discharge  thin  pus. 
The  diagnosis  entertained  at  this  time  was  that  of  a 
costal  chondritis  of  unknown  etiology.  It  was  de- 
cided to  subject  the  patient  to  resection  of  the  offend- 
ing cartilage  or  cartilages. 

At  operation,  8 cc.  of  a solution  of  hydrogen  per- 
oxide and  methylene  blue  were  injected  via  a blunt 
needle  into  the  sinus  orifice.  The  skin  in  the  sixth 
right  intercostal  space  was  incised  in  an  elliptic  fash- 
ion about  the  ostium,  and  the  stained  tract  followed 
by  sharp  dissection  through  the  anterior  chest  wall. 
The  sinus  was  found  to  lead  superiorly  to  an  abscess 
cavity  lying  anterior  to  the  fifth  costal  cartilage 


which  in  turn  was  found  denuded  anteriorly  of 
perichondrium.  The  abscess  communicated  with  a 
smaller  cavity  within  the  fifth  costal  cartilage 
proper.  This  intrachondral  abscess  contained  thick, 
grumous  material.  The  necrotic  cartilage  frag- 
mented in  the  course  of  the  dissection.  The  under- 
lying parietal  pleura  having  been  depressed  with  a 
blunt  periosteal  elevator,  the  cartilage  was  resected 
in  its  entirety  along  with  its  perichondrium  from  the 
sternochondral  articulation  to  the  costochondral 
junction.  The  mesial  5 cm.  of  fifth  rib  was  also  re- 
sected subperiosteally.  Examination  of  the  fourth 
and  sixth  costal  cartilages  and  contiguous  sternum 
failed  to  reveal  any  ramifications  of  the  sinus  tract. 
After  meticulous  debridement  of  the  soft  tissue  the 
wound  was  closed  in  layers  without  drainage  taking 
care  to  obliterate  all  dead  space  in  the  recesses  of  the 
wound. 

Microscopic  examination  of  the  surgical  specimen 
revealed  a segment  of  skin  underlying  connective 
and  fatty  tissue  as  well  as  skeletal  muscle.  In  one 
area  there  was  marked  fibrosis  with  dense  infiltra- 
tion of  lymphocytes,  large  mononuclear  cells,  poly- 
morphonuclear leukocytes,  and  fibroblasts.  The 
infiltrate  was  nonspecific  in  character.  Section  of 
the  decalcified  cartilage  revealed  necrosis  with  re- 
placement by  inflammatory  granulation  tissue  con- 
taining many  cells.  Culture  of  pus  obtained  in  the 
course  of  the  operative  procedure  revealed  no 
growth ; cultures  for  acid-fast,  anaerobic,  and  micro- 
aerophilic  organisms  were  nonproductive. 

Postoperatively  the  wound  healed  uneventfully, 
the  sutures  being  removed  on  the  sixth  day  after 
surgery.  Examination  three  months  later  revealed 
a dry,  healed  scar. 

Comment 

It  would  appear  that  this  patient  had  a chronic 
idiopathic  suppurative  infection  of  the  fifth  costal 
cartilage  manifested  by  abscess  and  sinus  form- 
ation. No  precedent  systemic  infection  could  be 
incriminated,  and  it  is  suggested,  therefore,  that 
the  process  was  primary  in  the  costal  cartilage  or  its 
perichondrium.  The  pathology  consisted  either  of 
an  inflammation  in  the  interior  of  the  costal  cartilage 
or  a primary  perichondritis.  In  the  former,  an 
intrachondral  abscess  would  be  produced  with  secon- 
dary extension  to  perichondrium.  Where  the  initial 
lesion  were  perichondritis,  the  perichondrium  would 
have  become  necrotic,  denuding  the  costal  cartilage 
and  involving  it  secondarily.  In  both  pathologic 
mechanisms  the  abscesses  not  only  would  perforate 
into  the  adjacent  soft  tissues  but  would  also  extend 
to  neighboring  cartilage  and  perichondrium.  Em- 
phasis is,  therefore,  to  be  made  of  the  necessity  for  a 
wide  removal  of  all  infected  tissue.  Where  any  one 
of  the  five  most  superior  cartilages  or  of  the  eleventh 
or  twelfth  cartilages  is  involved  and  in  the  absence  of 
infection  of  its  neighbors,  resection  of  the  one  isolated 
cartilage  in  its  entirety  is  adequate.  However, 
Siler  pointed  out  that  when  the  cartilages  of  sixth 
to  tenth  ribs  are  affected,  complete  removal  de- 
mands resection  of  the  entire  cartilaginous  plate 
making  up  the  confluent  sternochondral  junctions  of 
these  ribs. 1 
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Summary 

A case  report  is  presented  of  a patient  with  idio- 
pathic suppurative  costal  chondritis.  The  surgical 
management  of  this  patient  is  described  and  some 
speculation  as  to  the  pathogenesis  of  this  lesion  is 
offered. 
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SUBCUTANEOUS  EMPHYSEMA  AS  A POST  ANESTHETIC  COMPLICATION 

Philip  H.  Sechzer,  M.D.,  New  York  City 

( From  the  Montefiore  Hospital ) 


CEVERE  subcutaneous  emphysema  associated  with 
an  ulceration  of  the  pillar  of  fauces  developed 
after  an  uneventful  general  anesthesia  and  abdomi- 
nal operation  in  the  following  case. 


Case  Report 

Aside  from  the  diagnosis  of  chronic  cholecystitis, 
the  history  of  M.  A.  K.,  a forty-three-year-old  white 
female,  revealed  hypertension  of  190  to  150/100 
and  episodes  of  epistaxis  associated  with  abrasion  of 
Kisselbach’s  area. 

The  cholecystectomy  was  performed  uneventfully" 
on  November  11,  1949,  under  general  anesthesia. 
Premedication  was  demerol,  100  mg.,  and  scopola- 
mine hydrobromide,  0.4  mg.,  one  hour  before  the  in- 
duction with  intravenous  infusion  of  0.4  per  cent 
solution  of  Pentothal  sodium.  Cyclopropane-oxygen 
was  then  given  using  a Lumbard  oral  airway  in  a 
closed  system  with  circle  absorption.  Laryngoscopy 
was  not  performed,  and  no  attempt  was  made  to 
intubate  the  trachea. 

At  the  end  of  the  one  and  one-half  hour  procedure 
and  for  the  next  five  hours  at  the  bedside,  thorough 
oropharyngeal  toilet  was  performed  using  a metal 
tonsil  suction  piece.  The  aspirated  material  was 
bloody. 

Three  hours  postoperatively",  it  was  noticed  that 
the  right  eye  and  side  of  the  face  were  markedly 
swollen.  Swelling  and  crepitation  spread  over  the 
face,  neck,  right  upper  chest,  and  back.  Pharyngeal 
examination  revealed  ecchymosis,  swelling,  and 
ulceration  of  the  right  pillar  of  the  fauces.  Subcu- 
taneous emphysema  W'as  seen  on  roentgen  examine 
tion,  but  the  mediastinum  was  not  involved  and 
there  was  no  pneumothorax. 

Antibiotic  and  chemotherapeutic  agents  were 
given,  and  the  patient  made  an  uneventful  recovery 
except  for  a chill  and  fever  of  101  F.  on  the  second 
postoperative  day.  The  subcutaneous  emphysema 
had  diminished  the  day  after  operation  and  was 
completely"  gone  by  the  fifth  postoperative  day. 

Comment 

Because  of  the  dangerous  implications,  this  rare 


occurrence  caused  considerable  alarm  and  concern 
regarding  the  safety  of  the  patient.  The  following 
conditions  wrere  quickly  eliminated:  (1)  spontane- 
ous or  traumatic  pneumothorax,  (2)  interstitial 
emphysema  or  mediastinal  emphysema,  (3)  fracture 
of  paranasal  sinuses,  (4)  air  entrapment  from  w'ound 
not  tightly  closed,  and  (5)  gas  bacillus  infection.  It 
was  concluded  that  the  site  of  entry  of  the  subcutane- 
ous gas  was  the  pharyngeal  ulcer  wrhile  the  driving 
force  was  the  high  phary-ngeal  pressure  during  strain- 
ing, gagging,  coughing,  vomiting,  etc.,  in  the  emer- 
gence from  general  anesthesia. 

Injury  or  ulceration  of  any  part  of  the  respiratory 
or  gastrointestinal  tract  may"  permit  the  entry  of  air 
into  the  areolar  tissue.1,2  With  extension  to  subcu- 
taneous tissue  the  air  becomes  palpable  as  crepitus 
under  the  skin. 

The  condition  occurs  most  commonly  following 
penetrating,  crushing,  or  contusing  injuries  to  the 
thorax.  The  fracture  of  ribs  is  not  necessary.  The 
lung  may  be  tom  by  excessive  intrapulmonic  pres- 
sure as  with  severe  expiratory  efforts  of  coughing 
and  the  straining  incident  to  childbirth.  Ball  valve 
obstructive  lesions,  high  pressure  in  a closed  anes- 
thesia system,  or  explosion  of  an  anesthetic  mixture 
may  produce  it.  The  trachea  or  bronchi  may  be 
injured  by  foreign  bodies  or  during  bronchoscopy  or 
i nstrumentati  on. 

Sneezing  or  energetic  nose-blowing  may  result  in 
subcutaneous  emphysema.  It  may  follow"  tonsillec- 
tomy, extraction  of  teeth,  and  other  operations  or 
accidental  wounds,  of  the  mucous  membranes  of 
the  mouth,  nose  and  throat. 
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Special  Article 

THE  HILL-BURTON  HOSPITAL  PROGRAM  IN  NEW  YORK  STATE 

J.  Stanley  Kenney,  M.D.,  New  York  City 
( President , Medical  Society  of  the  State  of  New  York) 


TT  WAS  my  privilege  and  pleasure  this  past  sum- 

mer  to  visit  a number  of  the  smaller  county  medi- 
cal societies  and  to  discuss  with  their  officers  our 
common  problems  as  well  as  those  peculiar  to  their 
individual  counties. 

Shortly  thereafter,  I conferred  with  Dr.  John 
Bourke  on  the  progress  of  the  hospital  construction 
program  under  the  Hill-Burton  Act.  It  seemed  to 
both  of  us  that  it  would  be  opportune  to  visit  the 
various  communities  where  this  work  is  going  on. 
Accordingly,  Dr.  Bourke  volunteered  to  make  the 
necessary  appointments,  and  I suggested  that  Dr. 
Anderton  accompany  us.  In  late  August,  Dr. 
Bourke,  Dr.  Anderton,  and  I set  out  on  a tour  of 
inspection  of  the  hospitals  at  Oswego,  Alexandria 
Bay,  Gouverneur,  Star  Lake,  Canton,  Massena, 
Oneida,  and  Hamilton.  I should  mention  that  the 
projects  at  Canton  and  Hamilton  are  being  con- 
structed with  partial  subsidies  for  student  care  by 
St.  Lawrence  and  Colgate  Universities.  The  oppor- 
tunity to  visit  the  hospitals  in  Potsdam  and  Rome 
was  also  afforded,  although  they  are  not  part  of  the 
Hill-Burton  program. 

These  visits  were  memorable  ones.  Arrange- 
ments had  been  made  to  meet  with  the  members  of 
the  various  boards  of  trustees  and  directors  of  the 
hospitals,  together  with  other  prominent  local  citi- 
zens, and  this  feature  of  our  tour  was  greatly  appre- 
ciated. The  reception  accorded  by  the  local  med- 
ical society  representatives  of  the  counties  of  Oneida, 
Jefferson,  St.  Lawrence,  and  Madison  was  most 
hospitable  and  was  gratifying  evidence  of  the  appre- 
ciation of  the  small  county  societies  when  the  top 
officers  of  their  State  Medical  Society  make  these 
rare  visits. 

To  bring  you  up  to  date  on  the  current  situation 
a brief  review  of  hospital  construction  under  the 
Hill-Burton  legislation  would  seem  necessary.  For 
a number  of  years  it  was  my  privilege  to  be  chair- 
man of  the  Planning  Committee  for  Medical  Poli- 
cies. From  its  inception  that  committee  studied 
on  a continuing  basis  the  important  question  of  the 
establishment  of  diagnostic  clinics  and  hospital 
facilities  in  rural  areas  and  small  towns  where  the 
lack  of  these  facilities  was  believed  to  be  one  of  the 
deterrents  which  frequently  caused  capable  and 
specially  trained  young  physicians  to  shun  these 
areas.  Realizing  the  great  need  on  a national  scale 
for  new  hospitals  in  such  localities,  the  Federal 
government  passed  the  Hospital  Survey  and  Con- 
struction Act,  popularly  known  as  the  Hill-Burton 
Bill.  It  has  been  amended  on  occasion,  and  appro- 
priations have  been  renewed  by  Congress  from  year 
to  year.  Under  the  provisions  of  this  statute 


(Public  Law  730)  a state  authority  was  cre- 
ated by  each  state  governor.  The  function  of 
this  commission  was  to  make  a survey  of  the  hos- 
pital, diagnostic,  and  related  facilities  throughout 
the  state  with  a view  to  ascertaining  the  need  for 
new  facilities  or  the  expansion  of  existing  ones. 
The  New  York  State  Joint  Hospital  Survey  and 
Planning  Commission  is  the  official  agency  through 
which  Federal  funds  are  obtained  for  allocation  to 
approved  areas  in  our  State.  The  primary  purpose 
of  this  legislation  was  to  make  funds  available  for 
the  establishment  of  adequate  facilities  in  rural  sec- 
tions and  small  towns  and  cities.  The  major  por- 
tion of  the  funds  has  been  allocated  to  the  poorer 
states.  Obviously,  New  York  State  did  not  receive 
as  large  an  allotment  as,  for  example,  the  states  of 
Alabama  and  Mississippi. 

The  organizational  planning  in  New  York  State 
was  begun  originally  by  the  commission  known  as 
the  Joint  Hospital  Board  of  the  Postwar  Public 
Works  Planning  Commission.  In  1947,  this  group 
initiated  the  present  State-wide  plan  which  has  been 
developed  through  the  medium  of  regional  councils. 
Each  of  these  councils  represents  the  professions, 
industry,  labor,  medical  schools,  and  other  public 
and  civic  organizations  in  the  local  community  and 
serves  an  area  of  approximately  16  counties  and  a 
population  of  1,500,000.  The  plan  is  conceived  as 
a nonprofit,  voluntary  program.  An  important 
aspect  of  the  planning  is  to  provide  a flow  of  services 
from  the  teaching  centers  and  medical  schools  to 
the  small  urban  and  rural  hospitals,  to  encourage 
consultation  and  diagnostic  services,  and  to  expand 
the  opportunities  for  postgraduate  education  for 
rural  practitioners. 

I would  emphasize  that  on  the  basis  of  the  survey 
all  construction  projects  have  been  initiated  at  the 
local  level  and  have  been  worked  out  to  the  present 
state  of  completion  at  all  times  with  the  assistance 
and  advice  of  the  regional  councils.  Every  ap- 
proved project,  whether  completed  or  under  con- 
struction at  present,  has  had  regional  approval,  and 
the  recommendations  of  these  councils  have  never 
been  overruled  by  the  Joint  Hospital  Survey  and 
Planning  Commission. 

The  program  itself  has  been  under  the  constant 
direction  and  supervision  of  Dr.  John  J.  Bourke, 
executive  director  for  the  Commission.  To  his 
unselfish  and  tireless  efforts  and  his  unfailing  resist- 
ance to  any  and  all  political  pressures  which  might 
easily  have  wrecked  the  program  can  be  attributed 
the  success  of  the  entire  project.  He  has  not  only 
won  the  commendation  but  the  affection  of  all  the 
professional  and  civic  leaders  whose  responsibility 
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it  is  to  staff  and  maintain  these  new  hospitals.  His 
annual  report,  From  Blueprint  to  Reality,  issued  in 
1950,  is  an  excellent  presentation  of  the  work  of  the 
Commission  to  date. 

Sixty-two  projects  in  this  State  have  been  ap- 
proved to  receive  Hill-Burton  funds.  Twenty-six 
are  now  completed  and  in  operation.  It  is  antici- 
pated that  within  the  next  year  60  of  the  62  ap- 
proved hospitals  will  be  completed.  Only  five  con- 
tracts at  the  time  of  this  writing  have  not  been  let. 

I would  point  out  again  that  the  request  for  each 
of  these  projects  has  originated  at  the  local  level. 
Eighty-five  per  cent  of  the  allocations  have  been  to 
nonprofit  voluntary  hospitals.  Of  these  only  five, 
at  Massena,  Star  Lake,  Wellsville,  Warsaw,  and 
Oneida,  have  part  local  government  sponsorship. 
The  other  15  per  cent  have  been  allocated  for  con- 
struction of  units  for  the  care  of  premature  infants 
at  Harlem,  Lincoln,  Bellevue,  and  Kings  County 
Hospitals  in  New  York  City,  for  the  extensive  ex- 
pansion program  of  Queens  General  Hospital,  and 
for  limited  assistance  to  St.  Joseph’s  and  Hillside 
Hospitals  in  the  County  of  Queens.  The  need  in 
this  county  for  more  hospital  beds  is  very  great  be- 
cause of  the  rapid  population  growth  since  the  war. 
A similar  situation  exists  in  Nassau  County.  The 
construction  program  is  changing  the  whole  pattern 
for  hospital  services  in  Queens.  Where  heretofore 
there  has  been  only  one  bed  per  1,000  population, 
there  will  now  be  four  beds  per  1,000. 

To  emphasize  further  the  broad  scope  and  balance 
of  the  construction  program,  I should  like  to  men- 
tion that  16  per  cent  of  the  bed  capacity  in  general 
hospitals  throughout  the  State  are  Catholic  and  18 
per  cent  of  the  available  monies  have  been  allocated 
to  Catholic  hospitals.  Another  noteworthy  fact 
is  that  although  Hill-Burton  funds  are  primarily  for 
use  in  the  rural  areas,  one  third  of  New  York  State’s 
share  has  been  allocated  to  New  York  City.  The 
present  program  involves  $50,000,000  worth  of  con- 
struction which  is  now  under  way,  two  thirds  of  the 
cost  coming  from  local  money  and  one  third  from 
Hill-Burton  funds. 

Let  me  remind  you  once  more  that  Hill-Burton 
funds  are  for  construction  only.  The  Federal 
government’s  interest  and  responsibility  ends  with 
the  allocation  of  the  funds  to  the  individual  states. 
I say  this  being  fully  aware  of  the  trend  during  the 
past  fifteen  years  to  yield  to  the  philosophies  of  the 
“social  planners”  and  the  dangerous,  softening 
effects  the  Federal  grants-in-aid  policy  has  on  our 
American  free  enterprise  system  and  on  the  morale 
of  the  people  generally.  Emergency  regulations  and 
their  resultant  “planning”  are  making  our  people 
the  servants  of  the  government  and  not  its  masters. 
We  must  resist  this  trend  and  go  all  out  to  re- 
establish that  pioneer  spirit  and  self-reliance  which 
has  made  our  nation  great.  However,  the  Hill- 
Burton  legislation  has  the  full  approval  of  the  Amer- 
ican Medical  Association,  and  as  currently  con- 
ceived, we  can  well  go  along  with  its  objectives. 

The  experience  afforded  by  the  inspection  trip 


prompts  me  to  make  a few  comments  relative  to 
the  ultimate  success  of  the  program.  It  is  evident 
that  if  these  hospitals  are  to  function  efficiently  and 
survive,  there  must  be  complete  community  coopera- 
tion at  the  local  level.  Among  the  major  factors 
contributing  to  the  inadequacy  of  medical  care  in 
rural  areas  are  the  economic  conditions  and  the  lack 
of  transportation  facilities.  When  possible,  people 
will  seek  medical  care  in  the  main  from  their  local 
physicians.  The  provision  of  these  hospitals  by 
meeting  the  needs  of  the  physicians  in  the  commun- 
ity should  enable  them  to  render  broader  and  better 
services  to  their  patients. 

I was  impressed  on  the  whole  by  the  general  ac- 
ceptance of  the  regional  hospitals  program  by  the 
doctors  in  the  various  areas  and  by  the  fact  that  for 
the  present  these  projects  would  receive  their  defi- 
nite, if  not  necessarily  enthusiastic  support.  There 
is  still  an  educational  job  to  be  done.  The  doctors 
must  know  and  understand  the  reasons  for  the  de- 
velopment of  the  regional  planning  and  the  relation 
of  the  teaching  centers  and  the  medical  schools  to 
the  improvement  of  medical  care  in  the  rural  areas. 

I am  convinced  that  there  is  no  desire  on  the  part  of 
these  teaching  institutions  to  supplant  physicians 
or  to  do  anything  other  than  to  bring  to  the  small 
town  and  rural  hospitals  selected  consultation  serv- 
ices, improved  diagnostic  and  ancillary  facilities, 
and,  in  general,  to  improve  the  quality  of  medical 
care  in  the  vicinity  and  to  lessen  the  isolation  of  1 
doctors  practicing  in  such  communities. 

Progress  in  the  extension  and  improvement  of 
medical  care  requires  at  all  times  the  wholehearted 
cooperation  of  all  physicians  in  the  community,  j 
Rather  than  regard  such  a program  the  entering 
wedge  for  socialized  medicine,  I would  consider  it 
as  one  of  our  best  assets  against  the  inroads  of  j 
government  medicine  because  this  program  develops 
our  own  resources  to  meet  the  needs  of  the  people  we 
serve. 

I have  tried  to  outline  in  this  limited  space  the  I 
salient  facts  of  the  hospital  construction  and  re-  j 
gional  planning  programs.  Only  through  intelligent 
understanding  of  all  facets  of  the  program  can  the 
support  of  the  medical  profession  be  fully  enlisted. 
The  development  of  these  projects  will  necessarily  I 
be  integrated  into  the  contemplated  program  for  the 
care  of  the  chronically  ill  which  is  engaging  the 
attention  of  legislative,  civic,  and  professional  leaders 
everywhere.  Let  me  quote  the  following:1 

Progress  in  medical  care,  to  be  definite,  must 
above  all  be  desired,  and  its  rate  of  change  is 
frequently  subtle,  diverse,  and  slow.  If  these 
factors  are  appreciated  and  weighed,  the  project 
is  just  beginning  to  take  form,  even  though  no 
criteria  have  yet  been  evolved  to  record  these 
changes. 

Reference 

1.  Pullen,  R.  L.:  Am.  J.  Pub.  Health  41:  26  (Aug., 
Part  2)  1951. 


NECROLOGY 


Sondra  Florence  Bakal,  M.D.,  of  Brooklyn,  died 
on  August  23  at  the  age  of  forty-four.  Dr.  Bakal 
received  her  medical  degree  from  the  Long  Island 
Hospital  College  of  Medicine  in  1934.  She  was  a 
member  of  the  American  Psychiatric  Association 
and  the  Brooklyn  Psychiatric  Society  and  was  assist- 
ant alienist  on  the  staff  of  the  Kings  County  Hos- 
pital. 

Nathan  Blankfeld,  M.D.,  of  Brooklyn,  died  on 
November  1 at  the  Midwood  Hospital,  Brooklyn,  at 
the  age  of  fifty.  Dr.  Blankfeld  received  his  medical 
degree  from  the  New  York  University  and  Bellevue 
Hospital  Medical  School  in  1927.  During  World 
War  II  he  served  with  the  U.S.  Army  Medical  Corps 
in  the  South  Pacific.  Dr.  Blankfeld  was  associate 
attending  otolaryngologist  at  the  Kings  County 
Hospital  and  assistant  attending  otolaryngologist  at 
Samaritan  and  St.  Peter’s  Hospitals.  A Diplomate 
of  the  American  Board  of  Otolaryngology  and  a 
Fellow  of  the  American  College  of  Surgeons, 
Dr.  Blankfeld  was  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
the  Brooklyn  Otolaryngological  Society,  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


cal  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Salvatore  Ciervo,  M.D.,  of  Brooklyn,  died  on 
October  13  at  the  age  of  fifty-two.  Dr.  Ciervo  re- 
ceived his  medical  degree  from  the  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  School  in 
1921. 


Henry  J.  Doll,  M.D.,  of  Buffalo,  died  on  Septem- 
ber 11  at  St.  Francis  Hospital  at  the  age  of  seventy- 
nine.  Dr.  Doll  received  his  medical  degrees  from 
the  Bellevue  Hospital  Medical  School  in  1895  and 
the  New  York  Eclectic  Medical  College  in  1900. 


Kurt  M.  Dresel,  M.D.,  of  New  York  City,  died  on 
October  30  at  his  home  at  the  age  of  fifty-nine.  A 
native  of  Germany,  Dr.  Dresel  received  his  medical 
degree  from  the  University  of  Berlin  in  1917.  He 
came  to  New  York  in  1938.  Dr.  Dresel  was  a mem- 
ber of  the  Rudolf  Virchow  Medical  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Arthur  Woodward  Booth,  M.D.,  of  Elmira,  died 
on  October  22  at  his  home  at  the  age  of  eighty. 
Dr.  Booth  received  his  medical  degree  from  the 
University  of  Pennsylvania  in  1894  and  did  post- 
graduate study  in  Vienna.  In  1897  he  began  his 
practice  in  Elmira,  where  he  was  consulting  surgeon 
at  Arnot  Ogden  and  St.  Joseph’s  Hospitals  and  at 
the  Tioga  County  General  Hospital  in  Waverly. 
He  was  also  surgeon  for  the  Erie,  Lackawanna,  and 
Lehigh  Valley  Railroads. 

Active  in  his  county,  State,  and  national  medical 
societies,  Dr.  Booth  was  president  of  the  Medical 
Society  of  the  State  of  New  York  in  1922,  a member 
of  the  American  Medical  Association  board  of  trus- 
tees from  1932  to  1942,  and  chairman  of  that  board 
from  1937  to  1942.  From  1909  to  1944,  Dr.  Booth 
served  on  the  New  York  State  Board  of  Medical 
Examiners.  He  also  served  as  assistant  surgeon  in 
the  New  York  National  Guard,  with  the  rank 
of  lieutenant.  A Fellow  of  the  American  College  of 
Surgeons  and  a Diplomate  of  the  American  Board  of 
Surgery,  Dr.  Booth  was  a member  of  the  New  York 
Academy  of  Medicine,  the  Chemung  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  William  Burton,  M.D.,  of  Mecklenburg,  died 
on  September  19  in  Shepard  Relief  Hospital,  Mon- 
tour Falls,  at  the  age  of  sixty-three.  Dr.  Burton  was 
graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1916  and  during  World  War  I served  as  a 
lieutenant  in  the  U.S.  Army  Medical  Corps.  Dr. 
Burton  was  a member  of  the  Schuyler  County  Medi- 


Lew  Henri  Finch,  M.D.,  of  Amsterdam,  died  on 
October  5 at  the  Amsterdam  City  Hospital  at  the  age 
of  seventy-three.  Dr.  Finch  was  graduated  from 
the  Columbia  University  College  of  Physicians  and 
Surgeons  in  1903  and  interned  at  the  City  Hospital 
of  New  York.  He  practiced  in  Brooklyn  and  Broad- 
albin  before  opening  his  office  in  Amsterdam  in  1909. 
During  World  War  I he  served  as  a captain  in  the 
U.S.  Army  Medical  Corps.  Dr.  Finch  was  chief  of 
the  surgical  staff  at  the  Amsterdam  City  Hospital 
and  attending  surgeon  at  St.  Mary’s  Hospital.  A 
Fellow  of  the  American  College  of  Surgeons,  he  was  a 
member  of  the  New  York  Academy  of  Medicine,  the 
Montgomery  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Abraham  Grossman,  M.D.,  of  the  Bronx,  died  on 
November  3 at  his  home  at  the  age  of  sixty.  Dr. 
Grossman  received  his  medical  degree  from  the 
Fordham  University  Medical  School  in  1918.  Dur- 
ing World  War  I he  served  with  the  U.S.  Army 
Medical  Corps.  Dr.  Grossman  was  a member  of 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


George  D.  Lynch,  M.D.,  of  DeWitt,  died  on  Octo- 
ber 13  at  his  home  at  the  age  of  seventy-one.  Dr. 
Lynch  was  graduated  from  the  Syracuse  University 
College  of  Medicine  in  1904  and  interned  at  Univer- 
sity Hospital.  He  was  a member  of  the  Onondaga 
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County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


William  John  McCarthy,  M.D.,  of  South  Ozone 
Park,  Queens,  died  on  October  26  at  St.  Mary’s 
Hospital,  Brooklyn,  at  the  age  of  fifty-two.  Dr. 
McCarthy  received  his  medical  degree  from  the 
Tufts  Medical  School  in  1924.  He  was  attending 
neuropsychiatrist  at  Queens  General  and  St.  Mary’s 
Hospitals  and  associate  attending  psychiatrist  at 
Mary  Immaculate  Hospital.  Dr.  McCarthy  was  a 
member  of  the  Queens  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Adorn  K.  Ourian,  M.D.,  of  New  York  City,  died  on 
October  29  at  the  University  Hospital  at  the  age  of 
sixty-three.  A native  of  Turkey,  Dr.  Ourian  re- 
ceived his  medical  degree  from  the  University  of 
Constantinople  in  1914  and  came  to  New  York  soon 
afterwards.  For  twenty-seven  years  he  was  on  the 
faculty  of  the  New  York  University  Post-Graduate 
Medieal  School  and  was  assistant  in  radiology  at  the 
University  Hospital.  Dr.  Ourian  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Carl  Adrian  Peterson,  M.D.,  of  New  York  City, 
died  on  October  28  at  his  home  at  the  age  of  fifty- 
five.  Dr.  Peterson  received  his  medical  degree  from 
the  Tufts  Medical  School  in  1920.  He  was  consult- 
ing neurosurgeon  at  St.  Agnes  Hospital,  White 
Plains,  and  attending  neurosurgeon  at  St.  Clare’s  and 
Columbus  Hospitals  in  New  York  City.  Dr. 
Peterson  was  a member  of  the  New  York  County 


Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Hans  Robicsek,  M.D.,  of  New  York  City,  died  on 
October  24  at  Mount  Sinai  Hospital  at  the  age  of 
fifty-eight.  Dr.  Robicsek,  a native  of  Austria,  re- 
ceived his  medical  degree  from  the  University  of 
Vienna  in  1920  and  came  to  the  United  States  in 
1 939.  A student  of  languages,  he  published  Language, 
Myth  and  Man  in  Vienna  in  1934.  Dr.  Robicsek 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Mitchell  Norbert  Shuster,  M.D.,  of  New  York 
City,  died  on  October  23  at  Roosevelt  Hospital 
following  a fire  in  his  apartment  which  also  took  his 
wife’s  life.  He  was  fifty-three.  Dr.  Shuster  re- 
ceived his  medical  degree  from  the  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  School  in 
1922.  He  was  assistant  attending  physician  at  St. 
Vincent’s  Hospital  and  chief  of  the  arthritis  clinic  at 
St.  Vincent’s  Hospital  Outpatient  Department. 
Dr.  Shuster  was  a member  of  the  New  York  Academy 
of  Medicine,  the  American  Rheumatism  Association, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Giovanni  Stella,  M.D.,  of  New  Rochelle,  died  on 
October  30  at  his  home  at  the  age  of  sixty-seven.  A 
native  of  Italy,  Dr.  Stella  was  graduated  from  the 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1906  and  had  practiced  in  New  Rochelle 
for  forty-five  years.  He  served  as  Westchester 
County  coroner  from  1918  to  1920.  Dr.  Stella  was  a 
member  of  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


MEDICAL  PROGRESS  HELPS  CUT  ORPHAN  PROBLEM  OF  NATION 


Medical  progress  has  cut  the  potential  orphan 
problem  of  the  nation  in  half  since  1900.  Although 
371,000  children  under  eighteen  became  orphaned 
by  the  death  of  a parent  in  1948,  the  toll  would  have 
been  twice  that  with  the  death  rates  of  1900.  Like- 
wise, the  number  of  marriages  broken  by  the  death 
of  husband  or  wife  would  have  been  close  to  one 
million,  50  per  cent  greater  than  the  number  re- 
ported, 667,000. 

Chronologically,  the  process  starts  at  birth  with 
keeping  both  mother  and  newborn  baby  alive.  The 
probability  of  a child’s  being  orphaned  at  birth  to- 
day is  only  one  eighth  to  one  seventh  the  probability 
that  its  mother  would  have  been  left  motherless  at 


birth  a generation  ago.  Thus  medical  progress  and 
longer  life  are  increasing  family  stability  in  a period 
when  many  families  are  being  broken  for  reasons 
other  than  the  death  of  a parent. 

In  1948  there  were  91 ,000  minor  children  orphaned 
by  deaths  of  fathers  under  age  forty-five,  82,000  by 
deaths  of  fathers  between  forty-five  and  fifty-five, 
and  67,000  by  deaths  of  fathers  fifty-five  and  over.  * 
These  figures  clearly  indicate  that  the  majority  of 
orphans  are  created  by  the  deaths  of  middle-aged 
fathers;  the  child  dependency  problem  is  not  so 
acute  for  the  widow,  since  many  of  these  children 
are  not  far  from  the  age  when  they  may  become 
gainfully  employed. — J.A.M.A.,  September  8,  1951. 


CORRESPONDENCE 


ANTIBIOTIC  ADMINISTRATION  DURING  RADIATION  THERAPY 


To  the  Editor: 

Preliminary  reports  of  hematinic  effects  procured 
by  administration  of  antibiotic  fermentation  resi- 
dues and/or  crystalline  antibiotics,  rendered  during 
the  past  year,  now  appear  to  have  had  some  inde- 
pendent confirmation.1’2  The  practical  importance 
of  these  observations  resides  in  the  fact  that  re- 
sponding anemias  were,  in  many  instances,  refrac- 
tory to  previously  known  modes  of  therapy.  How- 
ever, after  two  years  of  continuous  observation  on 
our  own  part  we  retain  the  original  impression  that 
crude,  antibiotic-containing  streptomyces  residues 
possess  hemopoietic  factors  aside  from  their  known 
constituents  of  antibiotic,  folinic  acid  (“citrovorum 
factor”),  B12,  and  iron.  Our  impression  of  their  supe- 
riority as  a hematinic  agent  over  pure,  streptomyces- 
derived  antibiotics  is  a clinical  one,  but,  since  the 
similar  question  of  possible  hematinic  superiority  of 
crude  as  contrasted  with  purified  liver  extracts,  or 
vice  versa,  has  not  reached  settlement  in  a twenty- 
year  period  following  their  introduction,  we  expect  a 
considerable  length  of  time  to  elapse  before  our  own 
question  is  finally  settled.  We  are  continuing  to  in- 
vestigate the  virtues  of  crude  versus  purified  anti- 
biotic-containing “animal  protein  factor”  supple- 
ments. 

Because  many  of  our  observational  subjects  are 
in  a serious  disease  category,  these  patients  must 
have  the  clinical  benefit  of  the  doubt,  and  to  a re- 
cently completed  observational  series  both  crude 
antibiotic  residues  and  purified  antibiotic  have  been 
concurrently  administered.  This  series  consisted  of 
patients  undergoing  radiotherapy  for  malignant 
tumor  and  was  established,  not  for  observation  of 
the  progress  of  the  latter,  but  to  determine  the  ef- 
fect of  this  newer  (?)  mode  of  hematinic  therapy  on 
the  usually  progressive  anemia  of  radiation  mye- 
lopathy. 

Each  patient  received  a single  daily  dose  of  crude 
S.  griseus  residue  (BiCon  3,  Chas.  Pfizer  and  Com- 
pany) of  3 Gm.  along  with  from  100  to  250  mg.  of 
terramycin  hydrochloride  or  base  depending  upon 
the  amount  required  to  maintain  an  odorless  stool. 
The  period  of  administration  coincided  exactly  with 
the  radiotherapy  period  except  in  two  instances 
where  it  was  begun  after  considerable  radiation  and 
while  the  patients  were  deteriorating  hematologi- 
cally.  In  three  instances  the  administrations  con- 
tinued indefinitely  after  the  radiation  period,  at  the 
request  of  these  patients,  a marked  improvement  in 
general  health  having  been  ascribed  to  them. 

Adjuvant  measures  were  those  which  we  now 
routinize  in  any  serious  hematologic  dyscrasia  and 


consisted  in  a high-fat,  low-protein  but  acid-ash  diet 
(accomplished  by  ammonium  chloride  or  cranberry 
juice  administration)  and  potassium  and/or  mer- 
curial diuresis  when  or  if  there  was  a hint  of  salt 
retention.  Iron  was  given  only  when  there  had  been 
a reversion  to  hypochromia;  later  1 Gm.  of  ferrous 
sulfate  was  given  daily  to  all  patients  when  it  be- 
came apparent  that  continuous  antibiotic  adminis- 
tration could  deplete  the  body  iron  reserves  through 
augmented  fecal  elimination. 

Of  1 1 patients  starting  the  twelve-month  observa- 
tional series,  three  have  been  discarded  from  present 
hematologic  adjudication  because  of  interposed 
steroid  (other  than  for  that  in  S.  griseus  residue)  or 
blood  transfusion  administration.  Two  patients, 
one  with  metastatic  breast  carcinoma  and  one  with 
osseus  metastasis  from  a bronchiogenic  site,  suc- 
cumbed before  the  completion  of  the  proposed  radio- 
therapy schedule.  Among  the  remaining  six  pa- 
tients were  three  with  Hodgkin’s  disease,  one  each 
with  lymphosarcoma,  infiltrative  breast  carcinoma, 
and  disseminated  plasmocytic  myeloma.  The  total 
irradiation  period  in  the  concluding  group  varied 
from  four  to  thirty-six  weeks  with  an  average  of 
12.2  weeks. 

Five  of  the  six  patients  included  showed  un- 
equivocal hematologic  improvement,  and  what  ap- 
pears conclusive  about  the  role  of  streptomyces- 
derived  materials  in  the  result  is  that  the  erythrocyte 
level  rises  took  place  during  the  radiotherapy  period 
when  the  reverse  is  usually  the  order.  Similar 
salubrious  responses,  although  not  quantitatively  so 
easily  demonstrable,  occurred  in  the  granulocyte 
and  thrombocyte  statuses.  Because  the  “normal” 
erythrocyte  count  fixes  the  upper  limit  attained  by 
these  five  patients,  some  in  unbelievably  short  time, 
it  is  impractical  in  a small  series  to  evaluate  average 
rates  or  degrees  of  climb.  But  since  even  the  ex- 
ceptional patient  (disseminated  myeloma)  did  not 
show  a decrease  in  erythrocytes  during  radiotherapy, 
the  results  are  considered  to  be  so  significant  that 
the  facts  are  presented  to  those  clinicians  having 
patients  undergoing  therapeutic  irradiation.  Such 
a presentation  may  be  timely,  since  we  have  never 
obtained  similar  results  with  ordinary  “hematinics” 
and  have  found  repeated  transfusions  to  be  worse 
than  useless  in  the  management  of  radiation 
anemia. 

We  have  herein  presented  a short  progress  report 
on  this  series,  even  though  it  accrued  in  a suburban 
area  and  without  those  polished  research  facilities 
sometimes  held  to  be  alone  authoritative,  in  the  con- 
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viction,  notwithstanding,  that  it  opens  an  approach 
to  a difficult  problem.  Definitive  radiotherapy 
must  be  applied  in  some  instances  in  the  face  of 
hemopoietic  marrow  limitation,  and  this  dilemma  is 
posed,  at  one  time  or  another,  to  every  practicing 
physician.3,4 

In  presenting  a summary  of  this  series  with  the 
implied  possible  solution  suggested  (the  responsibil- 
ity for  which  the  writers  alone  assume)  we  cannot 
disclaim  the  potential  dangers  of  wholesale,  in- 
discriminate, antibiotic  administration  at  any  dosage 
level,  nor  can  we  base  an  assumed  innocuity  for 
such  administration  on  the  known  fact  that  most 
domesticated  poultry,  hogs,  and  fur-bearing  animals 
alive  in  this  country  today  have  been  making  a 
comparable  ingestion  since  birth.  Actually,  in  some 
ailing  humans,  these  “animal  protein  factor”  doses 
of  antibiotic  may  have  very  profound  and  even 
deleterious  side-effects,  many  of  which  remarkably 
simulate  those  produced  by  adrenocorticotherapeu- 
tic  agents.  We  feel  that  the  modicum  of  clinical 
success  claimed  (again  entirely  on  our  own  re- 
sponsibility) has  been  due  to  minimization  and  con- 
trol of  antibiotic-induced  adrenocorticomimetic  de- 
compensations. It  seems  that  the  high-fat,  low- 
protein,  acid-ash  diet  assists  in  this  regard.  But 


for  the  evolution  of  this  phase  of  “animal  protein 
factor”  therapy  we  can  assume  little  credit,  and  if 
the  general  results  should  be  substantiated,  it  will 
have  been  equally  due  to  the  sympathetic  coopera- 
tion of  local  physicians  and  to  Mr.  E.  J.  Goett,  Dr. 
S.  Y.  P’an,  and  the  late  Dr.  R.  A.  Patelski  of  Chas. 
Pfizer  & Company,  Brooklyn,  for  the  generous  ma- 
terial contributions  of  that  company.  To  Dr. 
Elliott  R.  Weyer  of  Pfizer,  whose  patient  guidance 
of  our  attempts  to  apply  the  experiences  with  anti- 
biotic-containing  fermentation  residues  in  domes- 
ticated animals  to  humans  with  adaptative  disease 
and  whose  scientific  foresight  and  broad  correlative 
skill  made  our  studies  possible,  we  must  acknowledge 
an  overwhelming  debt  of  gratitude. 

Robert  D.  Barnard,  M.D. 

Louis  R.  Orens,  M.D. 
138-48  231  Street,  Laurelton,  New  York 
79-05  259  Street,  Bellerose,  New  York 
October  9,  1951 


1 Kondi,  A.,  Foy,  H.,  and  Hargreaves,  A.:  Brit.  M.  J 
1:380  (1951). 

3 Rausch,  F.,  and  Loos,  M.:  Deutsche  med.  Wchnschr. 
76:  273  (1951). 

3 Barnard,  R.  D.,  Kopet,  S.  J.,  and  Stahl,  A.  E.:  Ann. 
Allergy  9:  360  (1951). 

4 Arons,  1.,  and  Freeman,  J.  W. : Harlem  Hosp.  Bull.  3: 
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PARENTERAL  INJECTIONS  WITH  POLIOMYELITIS 


To  the  Editor: 

You  will  recall  that  in  June  of  this  year  I called 
your  attention  to  scientific  observations  linking  to- 
gether various  types  of  parenteral  injections  with 
paralytic  poliomyelitis.  Based  on  these  observa- 
tions, we  offered  recommendations  as  to  the  post- 
ponement of  elective  injections  during  the  polio- 
myelitis season.  We  indicated  that  we  would  in- 
form you  as  soon  as  the  giving  of  these  injections 
might  be  resumed. 

At  the  present  time  we  can  say  that  reported  polio- 
myelitis in  upstate  New  York  reached  its  peak  of  on- 
set during  the  week  ending  August  25  and  since  that 
time  has  dropped  consistently.  October  15  ap- 
pears to  be  an  appropriate  date  for  terminating  the 
period  considered  to  be  of  hazard,  with  one  reserva- 
tion. If  poliomyelitis  continues  to  be  present  in 
unusual  numbers  as  determined  by  the  health  officer 
in  a given  area,  injections  should  be  postponed  until 
further  notice  by  the  health  officer. 

Additional  studies  carried  out  by  this  Depart- 


ment and  others  during  the  past  summer  have 
tended  to  confirm  the  observations  linking  polio- 
myelitis to  injections.  On  the  other  hand,  it  must 
be  stated  that  the  role  of  injections  in  producing  or 
altering  the  occurrence  of  paralysis  represents 
probably  a small  part  of  the  total  problem.  Never- 
theless, in  our  opinion,  it  is  of  sufficient  importance 
to  warrant  our  earlier  recommendations  that  elec- 
tive injections  be  avoided  during  the  poliomyelitis 
season  in  persons  over  six  months  of  age  and  in  all 
age  groups  in  areas  where  poliomyelitis  is  especially 
prevalent. 

The  acceptance  of  the  recommendations  by  the 
practicing  physicians  throughout  upstate  New  York 
has  been  most  gratifying,  and  the  Department  ex- 
presses its  appreciation  for  their  cooperation. 

Herman  E.  Hilleboe,  M.D. 

Commissioner  of  Health 
Albany,  New  York  State  of  New  York 

October  19,  1951  Department  of  Health 


No  laboratory  examination  can  be  better  than  the  thoroughness  and  skill  with  which  it  is  conducted. 


Dexedrine*  r.t:: 

the  antidepressant  of  choice,  and  the  most  effective 
drug  for  control  of  appetite  in  weight  reduction 


Smith,  Kline  & French  Laboratories,  Philadelphia 


*T.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  SJC.F. 


BOOKS 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


REVIEWED 


The  Management  of  Obstetric  Difficulties.  By 
Paul  Titus,  M.D.  Fourth  edition.  Octavo  of 
1,046  pages,  illustrated.  St.  Louis,  C.  V.  Mosby 
Co.,  1950.  Cloth,  $14. 

This  is  the  fourth  edition  of  an  excellent  text  on 
obstetric  complications.  It  includes  the  new  de- 
velopments in  sterility  studies,  the  modern  treat- 
ment of  placenta  previa,  the  changes  in  the  manage- 
ment of  threatened  and  habitual  abortion,  and  many 
of  the  newer  obstetric  operative  technics.  The 
author  has  consulted  Drs.  Greenhill  and  Eastman  in 
order  to  attain  greater  uniformity  of  certain  terminol- 
ogy used  in  obstetrics.  As  in  previous  editions,  the 
book  is  excellently  illustrated. 

Alexander  H.  Rosenthal 

Principles  of  Internal  Medicine.  T.  R.  Harrison, 
M.D.,  Editor-in-Chief.  Editors,  Paul  B.  Beeson, 
M.D.,  William  H.  Resnik,  M.D.,  George  W.  Thom, 
M.D.,  and  M.  M.  Wintrobe,  M.D.  Quarto  of 
1,590  pages,  illustrated.  Philadelphia,  Blakiston 
Co.,  1950.  Cloth,  $12. 

It  may  be  said  at  once  that  this  new  work  edited 
by  Harrison  and  his  coworkers  takes  its  place  as 
the  best  one-volume  textbook  of  internal  medicine 
now  available.  An  important  feature  of  the  book  is 
a consideration  of  disease  from  the  point  of  view  of 
pathologic  physiology.  The  individual  chapters, 
written  by  authorities  in  various  fields,  are  almost 
uniformly  excellent.  This  volume  will  probably 
soon  find  its  way  into  the  library  of  every  prac- 
ticing physician.  Milton  Plotz 

Santa  Claus,  M.D.  By  W.  W.  Bauer,  M.D. 
Octavo  of  266  pages.  New  York,  Bobbs-Merrill 
Co.,  1950.  Cloth,  $2.75. 

The  author,  director  of  health  education  for  the 
American  Medical  Association  since  1932  and  editor 
of  Today’s  HeaUh  (formerly  Hygeia),  has  written  a 
book  for  the  taxpayers  of  our  country,  authorita- 
tively exploding  myth  after  myth  advanced  by  the 
proponents  of  a compulsory  system  of  tax-controlled 
medicine. 

That  oft-repeated  statement  that  Swedes  in 
Sweden,  where  government  controls  medicine,  live 
longer  than  Swedes  in  Minnesota,  where  medicine  is 
not  under  government  control,  is  shown  to  be  as 
false  as  the  political  promise  that  Uncle  Sam,  acting 
as  a combined  Santa  Claus-family  doctor,  can  make 
possible  the  millennium  in  our  national  health 
through  the  medium  of  so-called  “free”  medical 
care. 

Dr.  Bauer  tells  American  citizens  where  govern- 
ment protection  of  health  properly  functions,  why 
private  physicians — and  even  public  health  offi- 
cials— shy  away  from  rural  practice,  how  compulsory 
health  insurance  would  drain  away  funds  needed  for 
more  constructive  health  purposes,  and  how  young 
people  would  be  discouraged  from  the  medical  and 
allied  professions. 

This  reviewer,  during  a year  of  debating  in  op- 
position to  government  tax-controlled  medicine,  has 


repeatedly  rebutted  the  false  interpretations  of 
draft  rejection  statistics  advanced  by  his  opponents. 
He  has  also  heard  New  Zealand’s  vital  statistics 
quoted  as  a positive  indication  of  how  such  a system 
of  medicine  lowers  the  death  rate.  He  was  es- 
pecially pleased  to  note  therefore  that  Dr.  Bauer 
pointed  out  that  the  figures  are  based  on  New 
Zealand’s  European  races  only,  the  natives  being 
excluded.  In  the  U.S.A.,  however,  everybody’s 
includedl 

If  space  permitted,  more  could  be  said  in  praise  of 
Dr.  Bauer’s  down-to-earth  talks  with  his  readers. 
His  is  the  kind  of  book  which  the  public  needs, 
getting  over  lessons  in  medical  care  by  the  volun- 
tary systems,  without  being  pedantic.  His  argu- 
ments in  opposition  to  mythical  benefits  from  a 
questionable  Pandora’s  box,  promised  so  glibly  by 
the  Promise-Me-Boys  whose  propaganda  for  a 
government  eompulsory  tax-controlled  system  of 
medical  care  might  be  somewhat  tinged  by  a stra- 
bismic squint  toward  bureaucratic  jobs  that  would 
thereby  be  made  available  for  oh  so  many  of  the 
boys  in  the  backroom  who  help  get  out  the  vote, 
are  well  put.  Morris  Weintrob 

An  Account  of  the  Schools  of  Surgery,  Royal  Col- 
lege of  Surgeons,  Dublin,  1789-1948.  (A  Dublin 
School  of  Medicine  and  Surgery.)  By  J.  D.  H. 
Widdess,  M.A.  (Dublin).  Octavo  of  107  pages,  il- 
lustrated. Baltimore,  Williams  & Wilkins  Co., 
1949.  Cloth  $5.00. 

In  this  small  book  Dr.  Widdess  gives  us  an  ac- 
count of  the  origin  of  the  schools  of  medicine  and 
surgery  in  which  were  trained  such  giants  of  medicine 
as  Abraham  Colies,  Arthur  Jacob,  Richard  Car- 
michael, and  Alexander  Macalister. 

He  tells  us  of  the  personalities  of  these  men,  their 
struggles  and  achievements,  and  the  difficulties  they 
had  to  overcome  at  a time  (1790)  when  surgery  had 
fallen  to  a great  extent  into  the  hands  of  illiterate, 
poorly  trained,  barber  surgeons.  Physicians  and 
surgeons  during  this  period  were  educated  apart, 
and  rarely,  if  ever,  were  seen  in  company  together. 
From  the  description  of  this  chaotic  state,  the 
author  then  takes  us  to  the  present-day  emergence 
of  the  great  body  of  the  Irish  College  of  Surgeons. 

This  book  is  instructive,  easy  to  read,  and  makes  a 
few  hours  pass  very  quicldy.  S.  F.  Livingston 

The  Mask  of  Sanity.  An  Attempt  to  Clarify 
Some  Issues  About  the  So-called  Psychopathic 
Personality.  By  Hervey  Cleckley,  M.D.  Second 
edition.  Octavo  of  569  pages.  St.  Louis,  C.  V. 
Mosby  Co.,  1950.  Cloth,  $6.50. 

This  is  the  second  edition  of  a book  that  has 
aroused  interest  in  a group  of  patients  suffering 
from  borderline  psychiatric  disorders  who  are  com- 
monly known  as  psychopaths.  These  people  are 
neither  sane  nor  insane,  according  to  the  legal  defini- 
tion of  the  terms,  nor  are  they  psychotic  or  neurotic. 
However,  they  certainly  offer  considerable  worry 
[Continued  on  page  2802] 
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LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  AmityviUe  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN.  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-079** 


PHONE:  TE  8-5888 

For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
667  Madison  Avenua 
New  York  81,  N,  Y. 


HELP  WANTED 


Assistant,  in  a well  established,  suburban  general  practice. 
Excellent  future.  P.  O.  Box  233,  Forest  Hills,  N.  Y. 


PRACTICE  FOR  SALE 


Excellent  opportunity;  practice  limited  to  internal  med- 
icine; easily  expanded  to  general  practice;  with  75  miles 
of  New  York  City;  House,  office,  equipment,  $25,000. 
Entering  research.  Box  493,  N.  Y.  St.  Jr.  Med. 


TO  SHARE 


Well  equipped  office  Brooklyn.  Ideal  location,  transporta- 
tion. Professional  Bldg.  Hours  arranged,  Reasonable  NE 
8-0547. 


FOR  RENT 


Office,  well  equipped,  large  consultation  and  examining 
rooms,  facing  Central  Park,  East.  Mornings  or  afternoons. 
Rates  reasonable.  Phone  BU  8-3378. 


FOR  SALE 


ZEISS  MICROSCOPE,  brand  new,  with  two  oculars  and 
3 objectives,  including  immersion  oil,  mechanical  stage  etc. 
298.  20  Grove  Street,  Passaic,  N.  J.  First  floor. 


FOR  SALE 


General  practice,  equipment,  7 room,  modern  house  with  5 
room  attached  office,  M acre,  swimming  pool,  village  75  miles 
N.Y.C.,  $25,000.  Specializing.  Box  496,  N.  Y.  St.  Jr.  Med. 


East  Bronx,  office,  facing  site  of  future  housing  project 
ideal  investment,  reasonable,  suitable  for  your  second  office 
Fordham  7-0949. 


OPPORTUNITY  EXTRAORDINARY 


To  take  over  eye,  ear,  nose  and  throat  practice,  strictly 
ethical.  Established  forty  years  in  New  York  State  city  of 
100,000.  Retiring  on  Jan.  1.  Full  equipment  new  within 
fourteen  years.  Includes  aluminum  furniture,  Oriental  rugs, 
audiometer,  trial  lenses  in  cabinet.  Diathermic  tables,  instru- 
ments, fountain  cuspidor,  name  files  if  desired  to  purchaser. 
Attractive  cash  income.  Box  499,  N.  Y.  St.  Jr.  Med. 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  the  members  of  the  New  York  State 
Medical  Society  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  W.  41  St.  New  York  18,  N.  Y. 


LOOKING  FOR  A PUBLISHER?  Write  for  Free  Book- 
let MD  telling  how  we  can  publish  your  book.  AH  subjects 
considered.  New  authors  welcome.  Vantage  PreBs,  230 
W.  41,  New  York  18. 


COURSES 


Courses  in  HYPNOSIS,  physioians-dentists  only.  Classes 
Jan.  - Apr.  - Oct.  Information  JOHN  LEVBARG,  M.D., 
219  West  86th  St.,  N Y.C.  EN2-6845. 


INSURANCE— EDITH  RAFSKY 


Malpractice  lowest  rates,  fire,  theft,  automobile,  liability,  and 
floaters.  Life  Insurance  with  Income  Disability,  Annuities. 
Write  Edith  Rafsky,  60  East  42nd  St.,  N.  Y.  C.  17,  N.  Y. 


FOR  RENT 


Combined  house  and  fully  equipped  doctor’s  office  in  Suffern, 
N.  Y.  Fluoroseope  and  E.  K.  0.  Recently  deceased.  Main- 
tained large  practice.  Approved  hospital  in  town.  Mrs. 
E.  Kolack,  124  Washington  Ave.,  Suffern,  N.  Y.  Phone 
Suffern  5-0800. 


WANTED 


Wanted— General  Practitioner  under  35;  draft  exempt; 
capable  doing  obstetrics;  New  York  license;  join  two  man 
group;  town  of  12,000;  state  qualifications,  experience, 
references.  Box  498,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


House  and  Gen.  Practice.  Ideally  located  in  Brooklyn  — 
Independent  Subway  Sta.  3 trolley  lines  on  corner.  5 room 
1st  floor,  suitable  for  G.  P.  or  Specialty.  Finished  basement 
with  new  rumpus  and  powder  rooms.  Automatic  oil,  air 
furnace  and  gas  hot  water  heater,  automatic  sink  washer; 
4 rooms,  2nd  floor  with  modern  bath  and  Cox  kitchen. 
Box  497,  N.  Y.  St.  Jr.  Med. 
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and  anxiety  to  their  families  and  not  infrequently 
present  serious  medical-legal  problems.  The  term 
“constitutional  psychopath”  was  recently  brought 
out  in  the  open  court  at  the  Hiss  trial,  thus  arousing 
the  interest  of  the  legal  profession  and  also  of  the 
general  public  in  a condition  which  has  serious 
social,  as  well  as  individual,  implications,  and  which 
causes  a disturbance  in  the  relationship  of  those 
people  to  the  community  at  large. 

The  author  is  professor  of  neurology  and  psy- 
chiatry at  the  School  of  Medicine  of  the  University 
of  Georgia.  He  has  written  an  excellent  book, 
presenting  many  examples  of  the  psychopaths’  be- 
havior in  various  fields  of  human  endeavor,  in 
science,  in  law,  in  medicine,  etc.  This  book  may 
give  an  insight  into  the  psychologic  mechanisms  of 
people  such  as  Hitler,  Mussolini,  Goering,  and 
Goebbels  and  into  the  motivation  of  the  present 
leaders  of  other  totalitarian  states.  It  is  a good 
book,  one  that  will  have  a wide  circulation  among 
those  who  have  an  interest  in  human  behavior  and 
its  abnormalities.  Irving  J.  Sands 

New  and  Nonofficial  Remedies.  Containing 
Descriptions  of  the  Articles  Which  Stand  Accepted 
by  the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  on  January  1,  1950. 
Issued  Under  the  Direction  and  Supervision  of  the 
Council  of  Pharmacy  and  Chemistry,  American 
Medical  Association.  1950.  Duodecimo  of  800 
pages,  illustrated.  Philadelphia,  J.  B.  Lippincott 
Co.,  1950.  Cloth,  $3.00. 

The  greater  part  of  this  book  consists  of  a list 
and  description  of  articles  and  drugs  which  have 
been  accepted  by  the  Council  of  Pharmacy  and 
Chemistry  of  the  American  Medical  Association  up 
to  January  1,  1950.  There  is  a small  section  of 
bibliography  of  unaccepted  products.  This  is  a 
useful  reference  book  for  the  bookshelves  of  a medical 
library.  Leon  M.  Levitt 

Genetics  and  the  Races  of  Man.  An  Introduc- 
tion to  Modem  Physical  Anthropology.  By  Wil- 
liam C.  Boyd,  Ph.D.  Octavo  of  453  pages,  illus- 
trated. Boston,  Little,  Brown  & Co.,  1950.  Cloth, 
$6.00. 

Man’s  interest  in  man  is  natural,  and  therefore 
anthropology  is  a relatively  ancient  science.  Dur- 
ing the  past  fifty  years,  following  the  rediscovery  of 
Mendel’s  laws,  the  important  science  of  genetics  has 
evolved.  Genetics  has  a very  fundamental  rela- 
tionship to  anthropology,  but  conservative  workers 
in  the  field,  accustomed  to  the  more  classic 
methods,  particularly  the  use  of  skeletal  measure- 
ments and  indices,  have  been  slow  in  applying 
genetic  knowledge  to  anthropology.  There  was 
need,  therefore,  for  a fundamental  book  on  the 
subject.  Dr.  William  C.  Boyd,  who  has  himself 
been  one  of  the  pioneers  in  the  field  and  has  made 
many  outstanding  contributions  to  the  subject,  was 
particularly  suited  for  the  task.  This  book,  long 
overdue,  no  doubt  constitutes  a turning  point  in  the 
history  of  anthropology. 

While  the  book  is  simply  and  lucidly  written  so 
that  even  an  intelligent  layman  can  understand  it, 
the  author  has  taken  into  account  the  requirements 
of  the  specialist,  as  shown,  for  example,  by  the 
valuable  appendix  dealing  with  statistical  methods. 
In  the  first  chapter  he  explains  the  rationale  of  the 
genetic  approach  to  anthropology,  and  then  in 
succeeding  chapters  gives  a lucid  account  of  the  rela- 
tionship between  heredity  and  environment,  and  of 


more  recondite  subjects  such  as  gene  equilibrium 
and  factors  modifying  gene  frequencies.  He  then 
discusses  the  influence  of  geography  on  the  racial 
distribution  of  genes  and  presents  his  own  genetic 
concept  of  what  constitutes  a race.  Although  a 
large  section  of  the  book  is  devoted  to  the  blood 
groups,  the  book  also  contains  a great  deal  of  in- 
formation concerning  other  less  completely  analyzed 
genetic  characteristics.  In  two  brilliant  closing 
chapters,  the  author  applies  his  concepts  to  make  de- 
ductions concerning  man’s  probable  past  and  future. 

Since  every  human  being,  whether  physician  or 
layman,  is  interested  in  anthropology,  the  book  will 
have  a very  wide  appeal.  If  it  were  read  and  un- 
derstood by  everyone,  this  volume  might  help  to 
eliminate  racial  prejudices  and  other  misconceptions 
like  the  Aryan  myth,  which  have  led  in  the  past  to 
such  disastrous  wars.  Appreciation  that  mankind 
constitutes  a single  species  which  can  survive  only  by 
cooperation,  and  not  by  deadly  competition,  is  the 
only  realistic  approach  to  peace.  A.  S.  Wiener 

Pneumoconiosis.  Beryllium.  Bauxite  Fumes. 
Compensation.  Leroy  U.  Gardner  Memorial  Vol- 
ume. Edited  by  Arthur  J.  Vorwald,  M.D.,  with 
the  collaboration  of  Manfred  Bowditch,  A.B., 
Thomas  M.  Durkan,  M.E.,  and  Theodore  C.  Waters, 

L. L.B.  Octavo  of  659  pages,  illustrated.  New 
York,  Paul  B.  Hoeber,  1950.  Cloth,  $7.50.  (Sixth 
Saranac  Symposium.) 

This  volume  comprises  all  the  papers  and  dis- 
cussions at  the  conference  on  beryllium  and  bauxite 
held  at  Saranac  Lake.  It  is  an  entirely  delightful 
book,  ably  edited  by  A.  J.  Vorwald  of  the  Trudeau 
Foundation.  Every  aspect  of  this  important  sub- 
division of  pneumoconiosis  is  covered,  and  the 
illustrations  are  superb.  The  history,  clinical 
story,  and  toxicologic  and  experimental  aspects  of 
beryllium  disease  and  Shaver’s  disease  are  treated  in 
detail.  The  compensation  aspects  of  the  subject 
comprise  several  chapters  in  the  concluding  portion, 
and  there  is  a complete  bibliography.  All  of  the 
contributors  have  done  well;  the  section  on  “Phys- 
iological Aspects”  by  Wright  is  a special  gem. 

Milton  Plotz 

Freud:  Dictionary  of  Psychoanalysis.  Edited 
by  Nandor  Fodor  and  Frank  Gaynor.  Octavo  of 
208  pages.  New  York,  Philosophical  Library, 
1950.  Cloth,  $3.75. 

The  book  is  truly  a glossary  of  psychoanalytic 
terms.  It  contains  definitions  of  psychoanalytic 
words  and  terms  as  introduced  by  Freud  in  his 
writings  on  psychoanalysis.  As  far  as  possible, 
original  definitions  are  used,  and  applications  of  the 
particular  term  to  definite  situations  are  given. 
The  object  of  this  book  is  to  furnish  an  authorita- 
tive volume  to  be  used  by  lay  people  and  even  by 
certain  psychiatrists  in  their  fields  of  endeavor. 

Irving  J.  Sands 

Surgery  of  Cataract.  By  Daniel  B.  Kirby, 

M. D.  Quarto  of  695  pages,  illustrated.  Philadel- 
phia, J.  B.  Lippincott  Co.,  1950.  Cloth,  $30. 

This  work,  to  the  reviewer’s  mind,  is  the  best 
monograph  on  cataract  surgery.  The  completeness 
with  which  Dr.  Kirby  has  covered  the  subject  is 
particularly  impressive.  The  book  is  very  readable 
because  of  the  historical  background  which  the 
writer  stresses,  the  wealth  of  illustratioils,  and  the 
clear  descriptions  of  procedures,  many  of  which  are 
in  the  words  of  the  originators  of  various  technics. 
Chapter  ten  deals  with  the  classification  of  lens 
[Continued  on  page  2804] 
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PINEWOOD 

Westchester  County,  Katonah,  N,  Y.  — Katonah  4-0775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wandei — 59  E.  79th  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


HALVCON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  includi  ng  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitaria  m devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended bjj  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg 
CENTRAL  VALLEY,  Orange  County,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  y. 

Phone  117 


Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 


FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


CROTON  MANOR  SANITARIUM 

Albany  Post  Road  - Route  9 Croton-ort -Hudson , New  York 

Tel.  Croton  1-4731 

A private  sanitarium  for  individual  care  and  treatment  of  nervous  and  mental  disorders;  senile  and  habit  cases.  Beauti- 
fully furnished.  Overlooking  Hudson  River.  Every  room  with  bath.  All  accepted  therapies  administered.  Brochure 
on  request.  Licensed  by  New  York  State  Department  of  Mental  Hygiene  and  approved  by  the  American  Medical 
Association.  Rates  begin  at  75.00  per  week 

Filomena  Doherty,  R.N.  George  L.  Lake,  M.D.,  D.P.N. 

Director  35  miles  from  New  York  City  Physician-in-Charge 


HOLBROOK  MANOR  nhuSsmeg 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  for  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al I Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


FRANGES  SH0RTT  MEDICAL  AGENCY 


CPrPIAI  KTt  >»  th*  Piemen!  of 
iiLuIHUd  I u Competent  Medical  Personnel 

FRANCES  SHORTT,  R.N.,  Director 

*80  Madison  Avc„  N.  Y.  16,  N.  Y.  at  40th  St.  Mu  5-8935 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


WEST  HELL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


•S2SSJSZX!'  BROWN’S  mu™.  Hill 
MEDICAL  BUREAU 

7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Cbary. 
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opacities  and  fills  a long-felt  hiatus  in  our  literature 
which  has  existed  in  spite  of  the  fact  that  other 
writers  have  attempted  to  remedy  the  defect.  Dr. 
Kirby’s  chapters  on  preparation  of  the  patient  and 
after-care  are  particularly  helpful.  His  paragraphs 
on  the  use  of  curare  in  its  modern  form  should  be 
read  by  every  operator.  There  are  elaborate  dis- 
cussions of  the  technic  indicated,  and  one  is  im- 
pressed by  the  modifications  which  Dr.  Kirby  has 
originated.  The  complications  met  with  and 
management  of  such  complications  are  particularly 
well  discussed. 

The  paper,  style  of  printing,  and  numerous 
illustrations  are  in  keeping  with  the  high  caliber  of 
the  work  as  a whole.  John  N.  Evans 

Cerebral  Angiography.  By  Professor  P.  Almeida 
Lima.  Octavo  of  221  pages,  illustrated.  New 
York,  Oxford  University  Press,  1950.  Cloth,  $8.75. 

Although  relatively  small,  this  book  presents  one 
of  the  most  thorough  considerations  of  the  entire 
field  of  cerebral  angiography  that  is  presently  avail- 
able. As  an  associate  of  Egas  Moniz,  during  the 
pioneer  attempts  to  develop  angiography,  the 
author  is  highly  qualified  to  discuss  the  subject. 

The  book  describes  the  performance  of  angiog- 
raphy and  covers  in  detail  variations  in  the  angio- 
gram produced  by  tumors,  vascular  lesions,  and 
other  intracranial  abnormalities.  In  addition, 
there  are  some  interesting  considerations  of  the 
anatomy  and  physiology  of  the  cerebral  blood 
supply.  The  discussion  is  accompanied  by  many 
well-reproduced  angiograms. 

This  book  should  be  extremely  valuable  to  phy- 
sicians concerned  with  the  diagnostic  procedure  of 
angiography.  It  is  only  of  passing  interest  to 
others.  Everett  W.  Corradini 

Williams  Obstetrics.  By  Nicholson  J.  Eastman. 
Tenth  edition.  Octavo  of  1,176  pages,  illustrated. 
New  York,  Appleton-Century-Crofts,  1950.  Cloth, 
$12.50. 

The  tenth  edition  of  this  classic  textbook  has  been 
thoroughly  rewritten  by  Eastman.  Great  changes 
have  been  made  in  arrangement,  and  obstetrics  is 
presented  from  a practical  clinical  aspect.  The 
sections  on  the  pelvis,  the  toxemias,  uterine  inertia, 
and  anesthesia  are  extraordinarily  good,  clear,  and 
easily  read. 

The  profound  changes  which  have  taken  place  in 
obstetric  thought  and  practice  have  been  weighed 
in  the  book  by  a teacher  who  has  had  a full  experi- 
ence. An  extremely  interesting  book,  well-planned 
and  authoritative,  this  work  will  be  as  valuable  to 
those  who  teach  or  specialize  in  obstetrics  as  to  the 
.average  practitioner.  Eastman  should  be  proud  of 
this  book  which  is  on  good  paper,  beautifully  illus- 
trated, very  attractively  bound,  and  easily  the  best  of 
the  long  line  of  texts  which  have  stemmed  from  the 
work  of  Williams  half  a century  ago. 

Charles  A.  Gordon 

Emergencies  in  Medical  Practice.  Edited  by  C. 
Allan  Birch,  M.D.  Second  edition.  Octavo  of 
564  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1950.  Cloth,  $5.50. 

At  first  it  would  seem  that  there  is  little  need  for 
any  doctor  with  a good  library  available  to  have  a 
treatise  devoted  to  emergencies.  This  pleasant 
volume  comes  as  an  agreeable  surprise.  It  is  full 
of  information  not  easily  available  otherwise  and  is 


highly  charged  with  common  sense.  It  is  recom- 
mended highly.  Milton  Plotz 

An  Introduction  to  Pathology.  By  G.  Payling 

Wright,  D.M.  (Eng.).  Octavo  of  569  pages,  illus- 
trated. New  York,  Longmans  Green  & Co.,  1950. 
Cloth,  $6.00. 

This  treatise  is  indeed  an  excellent  and  much 
needed  presentation,  elucidating  the  fundamental 
principles  of  both  the  functional  and  morphologic 
processes  in  pathology.  The  author  has  emphasized 
the  dynamic  progressive  changes  occurring  in  disease 
rather  than  the  static  morphologic  changes  of  tissue 
pathology.  It  is  not  a book  describing  the  path- 
ology of  specific  diseases.  The  first  few  chapters 
deal  with  the  intricate  changes  found  in  infection, 
inflammation,  resistance,  and  immunity.  Other 
chapters  discuss  the  principles  of  pathologic  changes 
related  to  necrosis,  thrombosis,  edema,  hemorrhage, 
repair,  and  many  other  closely  related  subjects. 
The  last  third  of  the  book  is  entirely  devoted  to  the 
factors  governing  the  biology  of  neoplasia.  This 
book  is  a concise  and  clear  introduction  to  path- 
ology as  it  should  be  understood  by  all  medical 
students  as  well  as  by  every  practicing  physician. 

Caspar  G.  Burn 

Principles  and  Practice  of  Surgery.  Bv  Jacob  K. 
Berman,  M.D.  Octavo  of  1,378  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1950.  Cloth,  $15. 

While  there  are  a number  of  standard,  generally 
very  acceptable  and  modern  texts,  dealing  with  the 
principles  and  practice  of  surgery,  it  would  not  seem 
amiss  if  an  additional  new  treatise  were  added, 
especially  if  it  approached  the  subject  matter  from  a 
nonconventional,  “different”  point  of  view.  Bear- 
ing this  in  mind,  the  author  has  published  his  text 
with  the  idea  of  correlating  the  basic  sciences  with 
the  principles  of  surgery.  Possibly  the  importance 
of  applied  physiology,  biochemistry,  and  other  basic 
sciences  is  given  more  weight  and  emphasis  here 
than  in  other  well-known  texts. 

Numerous  references  from  which  the  author 
quotes  freely  should  stimulate  and  facilitate  col- 
lateral reading.  A number  of  typographic  and 
orthographic  errors,  which  in  no  way  detract  from 
the  real  value  of  the  contents,  will  doubtless  be  cor- 
rected in  future  revisions. 

The  reviewer  is  of  the  opinion  that  Berman’s 
Principles  and  Practice  of  Surgery  is  a worthy  con- 
tribution. Arthur  Goetsch 

Post-Graduate  Lectures  on  Orthopedic  Diagnosis 
and  Indications.  By  Arthur  Steindler,  M.D. 
Volume  I.  Section  A:  Propedeutics  in  Orthopedic 
Diagnosis.  Section  B:  Congenital  Deformities 
and  Disabilities.  Quarto  of  289  pages,  illustrated. 
Springfield,  111.,  Charles  C Thomas,  1950.  Cloth, 
$7.50. 

The  book  is  divided  into  two  distinct  parts: 
(1)  orthopedic  diagnosis  and  indications  and  (2) 
congenital  deformities. 

In  the  first  section  various  topics  are  covered  such 
as  mechanics  of  joint  motion,  symmetry  of  body, 
contractures,  pain  patterns,  and  pathology  of  gait. 
The  latter  half  of  the  book  describes  congenital 
deformities  and  their  treatment. 

The  material  is  well  organized  and  illustrated 
with  many  excellent  photographs.  The  book  is 
highly  recommended  to  students  interested  in  ortho- 
pedic surgery.  Carmelo  C.  Vitale 
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RHEUMATOID  ARTHRITIS 


3 


SAFE,  INEXPENSIVE 


Rax,  -Formosil 

Buffered  formic  acid  and 


Buffered  formic  acid  and 
colloidal  silicic  acid  injection 


For  more  than  1 6 years  clinicians  have  successful  ly 
employed  Ray-Formosil  to  control  the  distressing 
and  disabling  symptoms  of  rheumatoid  arthritis. 

While  Ray- Formosil  seldom  produces  the  imme- 
ii  diate  dramatic  effects  of  hormonal  preparations, 
it  is  consistently  effective  when  used  adequately, 
ji  and  it  obviates  the  two  serious  disadvantages  of 
“wonder  drug”  therapy,  namely,  severe  toxicity 
i and  high  cost.  As  first-choice  conservative  therapy, 
j Ray-Formosil  provides  the  opportunity  to  effect 
symptomatic  relief  without  danger  of  precipitating 
the  undesirable  physiologic  responses  characteris- 
tic of  hormonal  medication. 

An  analysis  of  nearly  4,000  recent  case  histories 
from  the  files  of  36  clinicians  revealed  that  85% 


of  rheumatoid  arthritics  experienced  relief  of  pain, 
swelling  and  joint  inflammation  following  a course 
of  Ray-Formosil  injections.  None  experienced  any 
untoward  side  effects  attributable  to  therapy  re- 
gardless of  the  degree  of  clinical  response. 

Only  36«i  a treatment  ampul,  Ray-Formosil  ther- 
apy is  inexpensive — an  additional  and  important 
advantage  to  both  the  physician  and  the  patient. 

Dosage:  2 cc.  injected  intramuscularly  in  the 
region  of  the  affected  parts  at  2-  to  5-day  intervals 
for  several  weeks,  then  2 cc.  once  weekly. 

Supplied  in  2-cc.  ampuls  in  boxes  of  25  ($9.00), 
50  ($16.50),  and  100  ($30.00). 

Available  through  your  usual  source  of  phar- 
maceuticals or  direct  from  the  manufacturer. 


RAYMER 


PHARMACAL  COMPANY 

Pharmaceutical  Manufacturers 

Jasper  and  Willard  Streets,  Philadelphia  34,  Pa. 


SERVING  THE  MEDICAL  PROFESSION  FOR  NEARLY  A THIRD  OF  A CENTURY 
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these  photographs  show 
a most  effective  way  to  treat 


sore  throat 


Instilled  intranasally,  Paredrine-Sulfathi- 
azole  Suspension  drifts  down  over  the 
nasopharynx  and  pharynx;  coats  infected 
areas  with  a soothing,  bacteriostatic  frost- 
ing. It  is  not  quickly  washed  away,  but 
clings  to  the  throat  for  hours — assuring 
prolonged  bacteriostasis.  The  Suspension 
is  particularly  effective  in  sore  throat 
when  instilled  on  retiring.  Frequently,  it 
produces  bacteriostasis  (and  analgesia) 
all  night  long. 

Smith,  Kline  & French  Laboratories, 
Philadelphia 


A suspension  of  ‘Micraform’  sulfathiazole,  5%,  in  an  isotonic  aqueous  medium  with  ‘Paredrine’ 
Hydrobromide  (hydroxyamphetamine  hydrobromide,  S.K.F.),  1%;  preserved  with  ortho- 
hydroxyphenylmercuric  chloride,  1:20,000.  ‘Paredrine’  and  ‘Micraform’  T.M.  Reg.  U.S.  Pat.  Off. 


Paredrine- 

Sulfathiazole 

Suspension 

Vasoconstriction  in  minutes.. 
Bacteriostasis  for  hours 


Pharynx  before  administration  of 
Paredrine-Sulfathiazole  Suspension 


After  the  intranasal  instillation  of 
Paredrine-Sulfathiazole  Suspension 
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Ciba 


SUMMIT,  NEW  JERSEY 


“Privine  . . . gives  the  most  prolonged  constriction 
—sometimes  for  six  or  more  hours.  A very  few 
drops  of  privine  are  as  effective  as  greater  amounts 
of  less  potent  constrictors.” 

Evatt,  C.W.:  So.  Med.  & Surg.  106:  390,  1944. 

PRIVINE®  HYDROCHLORIDE  (BRAND  OF  N APHA20LI NE  HYDROCHLORIDE) 
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«1  successful  IV  ew  product  in  the  treatment 


Manufactured  by 


TRAVENOL  LABORATORIES,  INC. 


Subsidiary  of  BAXTER  LABORATORIES.  INC. 
MORTON  GROVE,  ILLINOIS 


of  allergies  and  dermatoses 


Pyromen  is  a non-protein  and  non- 
anaphylactogenic  bacterial  component  in 
which  the  active  factor,  according  to  present 
evidence,  is  a complex  polysaccharide. 

It  is  prepared  as  a sterile  solution 
for  intravenous  or  subcutaneous  use. 


Extensive  laboratory  and  clinical  investi- 
gations have  demonstrated  the  efficacy, 
reliability  and  safety  of  Pyromen: 

in  the  symptomatic  control  of  asthma, 
hay  fever,  atopic  dermatitis,  urticaria, 
penicillin  reactions  with  acute  angioedema 
and  urticaria,  gastrointestinal  allergy, 
and  fatigue  syndrome  of  allergic  origin. 

in  the  treatment  of  neurodermatitis, 
psoriasis,  seborrheic  dermatitis,  acne  in 
adults,  eczema  and  infantile  eczema. 

in  the  treatment  of  ophthalmic  diseases — 
iritis,  iridocyclitis,  uveitis,  keratitis 
and  corneal  ulcer. 


for  complete  information 

simply  write  " Pyromen ” on  your  fye 


More  people 
smoke  Camels 
than  any  other 
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IT 


the 


NEW 


therapy 
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Decholin  with  Belladonna 


Patients  complaining  of  gastrointestinal  distress  without 
detectable  organic  cause  are  common  problems  in  daily 
practice.  By  combining  spasmolytic  action  with  improvement 
in  liver  function,  Decholin/ Belladonna  — in  such  cases  — 
gives  symptomatic  relief  by 

reliable  $pa$m0ly$j$ 


improved  blood  supply  to  liver 


While  of  special  value  in  functional  dyspepsia, 

Decholin/ Belladonna  is,  of  course,  treatment  of  choice  in 
biliary  tract  disorders  for  thorough  and  unimpeded  flushing 
of  the  biliary  system. 

DOSAGE:  One  or,  if  necessary,  two  Decholin/ Belladonna  tablets  three 
times  daily  after  meals. 


PACKAGING:  Decholin  (brand  of  dehydrocholic  acid)  with  Belladonna 
bottles  of  100  tablets.  Each  tablet  contains  dehydrocholic  acid  3%  gr. 
and  belladonna  Vt  gr.  (equivalent  to  tincture  of  belladonna,  7 minims). 

Decholin,  trademark  reg. 

AMES  COMPANY,  INC.,  ELKHART,  INDIANA 


AMES  COMPANY  OF  CANADA.  LTD.,  TORONTO 
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Mwm 


(Pronounced  Xi  lo'  coin) 


ASTItA 

(Brand  of  lidocaine  hydrochloride*) 

AN  AQUEOUS  SOLUTION 


XYIOCAINE 

•^DROCHLORHM 

^0*1  BOO,  . 


^ct _»rj 


QUICK 

ACTING 


POTENT 


HIGHLY 

STABLE 


WELL 

TOLERATED 


Dispensed  in  50  cc  and  20  cc 
multiple  * dose  vials  containing 
0.5%,  1%  or  2%  solution.  AH 
solutions  available  without 
epinephrine  and  with  epine- 
phrine 1:100,000.  2%  solution 
also  supplied  with  epinephrine 
1:50,000. 

STOCKED  BY  LEADING  WHOLE- 
SALE DRUGGISTS  AND  SURGICAL 
SUPPLY  HOUSES. 


a NEW  local  anesthetic 

A potent,  short-acting  local  anesthetic,  producing  on  injection,  a more  prompt, 
intense  and  extensive  anesthesia  than  equal  concentrations  of  procaine  hydro- 
chloride. Useful  and  effective  either  with  or  without  epinephrine,  it  has  been 
described  (1)  as  the  most  promising  of  the  new  local  anesthetics,  approaching 
in  efficiency  the  nerve  blocking  properties  of  piperocaine,  and  in  toxicity,  the 
advantages  of  safety  presented  by  procaine. 


( 1 ) Hanson,  I.  R.  and  Hingson,  R.  A.,  Current 
Researches  in  Anesthesia  and  Analgesia,  29:136  (May-June)  1950. 

iVSTILV  PHARMACEUTICAL  PRODUCTS,  INC.  WORCESTER,  MASS.  U.S.A. 

*U.S.  Potent  No.  2,441,498 


2812 


2813 


LEVO-ARTERENOl 


THE  TRUE  VASOCONSTRICTOR  HORMONE  OF  THE  ADRENAL  MEDULLA 


Levophed  "acting  through  peripheral  vasoconstriction,  has 
proved  to  be  our  most  powerful  stimulant  to  blood  pressure.”' 
It  "was  possible  in  every  case  to  achieve  and  to  maintain 
a satisfactory  blood  pressure  during  operation  ...  No  sup- 
plementary vasopressors  were  required  when  arterenol  was 
given  intravenously."1 2 

• IMMEDIATE  EFFECT 

• SHORT  DURATION  OF  ACTION 

• LOW  TOXICITY 

• ABSENCE  OF  CORONARY  CONSTRICTION 

SUPPLIED:  Levophed  solution  1:1000  in  ampuls  of  4 cq 
(must  be  diluted  in  1000  cc.  of  infusion  fluid),  boxes  of  10, 


Niw  Yo*k  18,  N.  Y.  Windsor  Out. 


WRITE  FOR 

DETAILED  INFORMATION . 


1.  Phillips,  O.C.,  and  Nicholson.  M.  J.-.  Surg.  Clin.  North  Am.,  30:705.  June.  1950. 

2.  Wilson.  C.M.,  and  Basset I.  R.C.:  Univ.  Michigan  Med.  Boll.,  16:57,  March,  1950. 

Levophed,  trademark  reg.  U.  S.  & Canada 
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CONCEMIN  FERRATED 

IRON-B  COMPLEX  WITH  Bl2  ACTIVITY  Beta-Concemin ® 


The  blood-building, 

appetite-building 
iron  tonic 

with  B12  activity 

plus  . . . iron  (ferrous  gluconate)  in  tonic 
quantities 

plus  ...  essential  B complex  vitamins  well 
in  excess  of  known  minimum 

/ 

daily  requirements 

plus  . . . pleasant  taste,  too 


New  York  • CINCINNATI  • Toronto 
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That’s 


the  sign  for  SYNTHENATE  TARTRATE  therapy 
. . . for,  in  the  early  phase  of  coryza,  this  simple  treatment  brings  gratifying, 
often  dramatic  relief. 


i 


In  65%  of  cases  complete  remission  of  symptoms  occurs  within  fifteen  minutes 
after  injection  of  1 cc  of  SYNTHENATE  TARTRATE-Breon,  when  adminis- 
tered within  twenty- four  hours  of  the  first  sign  of  a cold! 


Injection  is  simple... relatively  nontoxic... prolonged  in  effect.  SYNTHENATE 
TARTRATE-Breon  increases  cardiac  efficiency  and  frequently  slows  the  pulse 
rate,-  thus  it  is  effective  without  appreciably  increasing  the  work  of  the  heart. 
It  does  not  cause  cardiac  arrhythmias,  does  not  stimulate  the  central  nervous 


system,  does  not  produce  signs  of  anxiety. 


DOSAGE:  1 cc  injected  intramuscularly  or  subcutaneously , , . repeated  in  3 or 
4 hours,  if  required. 


TARTRATE  SOLUTION 


Available  at  all  drug  stores.  1 cc  ampuls 
— boxes  of  12  and  25. 

Complete  literature  to  physicians  on 
request. 


mm- 


George  A.  Breon  & Co. 


Pharmaceutical  Chemists  • 1450  Broadway,  New  York  18,  N.Y. 


SYNTHENATE 


Trademark 


1 cc  of  the  Solution  contains 
Synthenate  Tartrate.  ...0.1  Gm. 

Dextrose  U.S.P 5 mg. 

Sodium  Bisulfite 

as  a preservative 2 mg. 
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for  the  lethargy , depression 
and  discomfort*  of 

colds  and  grippe 

*‘Edrisal’  does  more  than  relieve 
the  aches  and  pains  of  colds  and  grippe. 
Because  it  contains  ‘Benzedrine’  Sulfate, 
it  also  relieves  the  lethargy  and  depression 
that  magnify  your  patient’s  discomfort. 

Each  dose  (2  tablets)  contains: 

‘Benzedrine’  Sulfate 5 mg. 

Acetylsalicylic  acid 5 gr. 

Phenacetin 5 gr. 

(Be  sure  to  prescribe  2 tablets  per  dose — to  get  the 
full  benefit  of  the  ‘Benzedrine’  component.) 

Smith,  Kline  & French  Laboratories,  Philadelphia 

Edrisal  r tablets  per  dose 

For  unusually  severe  discomfort,  prescribe  ‘Edrisal  with  Codeine’. 


‘Edrisal’  and  ‘Benzedrine’  T.M.  Reg.  U.S.  Pat.  Off. 
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BLOOD  PRESSURE 
REDUCED 

Hypertensive  patients  benefited  3 ways 


Stolic®  and  Stolic®  Forte  Tablets  bring  about 
a decrease  in  systolic  pressure  of  approximately 
35  mm.  of  mercury.  Pressure  begins  to  fall  15 
to  30  minutes  after  administration;  maximum 
reduction  in  pressure  is  produced  in  about  2x/i 
to  3 hours.  The  effect  of  a dose  lasts  4 to 
6 hours. 

Because  of  their  prolonged  action,  Stolic  Tab- 
lets make  it  possible  to  maintain  steady  effects 
without  the  need  for  frequently  repeated  doses. 
This  is  an  important  advantage  in  the  manage- 
ment of  patients  with  essential  hypertension  and 
other  circulatory  disturbances  in  which  it  is 
desirable  to  lower  the  general  blood  pressure 
over  an  extended  period  of  time. 

Stolic  Tablets  benefit  hypertensive  patients  in 
3 ways: 

1)  by  direct  action  on  the  vasomotor  system  as 
provided  by 

MANNITOL  HEXANITRATE 

Mannitol  hexanitrate  has  a prolonged  vasodi- 


lating action  by  virtue  of  its  relaxing  effect  on 
the  smooth  muscle  of  the  arteries.  This  action 
results  in  a gradual  decrease  in  arterial  pressure; 
diminished  pressure  is  seen  for  4 to  6 hours  after 
administration. 

2)  by  general  sedative  and  calmative  effects  as 
provided  by 

DELVINAL®  VINBARBITAL 
Delvinal  alleviates  anxiety  and  tension,  makes 
patients  less  apprehensive  and  less  irritable.  This 
tends  to  prevent  fluctuations  in  blood  pressure 
of  emotional  origin.  Delvinal  also  contributes 
to  the  control  of  vasomotor  function  by  sub- 
duing nerve-reflex  excitability. 

3)  by  a beneficial  effect  on  abnormal  capillary 
fragility  as  provided  by 

RUTIN 

Rutin  has  been  found  useful  in  the  treatment  of  * 
increased  capillary  fragility  associated  with  hy- 
pertension. Since  cerebral  and  retinal  hemor- 
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Fall  in  blood  pressure  begins  15  to  SO  minutes  after  administration  of  Stolic. 

Effect  of  dose  lasts  U to  6 hours. 


rhages  occur  more  frequently  when  hypertension  the  administration  of  rutin  is  a logical  procedure 

is  accompanied  by  increased  capillary  fragility,  for  guarding  against  such  vascular  accidents. 

COMPOSITION 


STOLIC  TABLETS 

® 

Each  Stolic  Tablet  contains : 

Mannitol  hexanitrate 
Rutin 

Delvinal  vinbarbital 

15  mg.  (M  grain) 
20  mg.  04  grain) 
30  mg.  04  grain) 

STOLIC  Forte  tablets 

® 

Each  Stolic  Forte  Tablet  contains: 

Mannitol  hexanitrate 
Rutin 

Delvinal  vinbarbital 

30  mg.  04  grain) 
20  mg.  (K  grain) 
30  mg.  04  grain) 

Dosage 

Packaging 

The  recommended  dose  for  adults  is  1 to  2 Stolic  and  Stolic  Forte  Tablets  are  supplied  in 
tablets  at  intervals  of  four  to  six  hours.  If  the  bottles  of  100  and  1,000. 
systolic  pressure  is  excessively  elevated,  the  dose 
may  be  increased  in  accordance  with  clinical 

judgment.  SHARP  & DOHME,  Philadelphia  i.  Pa. 
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Elixir  'Eskaphen  B with  Belladonna’  is  often  all  that  is  needed  to  relieve 
the  common  complaints  of  tension,  nervousness  and  the  gastro-intestinal 
distress  described  by  patients  as  "butterflies  in  the  stomach.” 

Note:  This  clear,  palatable  preparation  contains,  not  a synthetic  anti- 
spasmodic,  but  highly  effective  total  alkaloids  of  natural  leaf  belladonna. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


elixir  'Eskaphen  B with  Belladonna' 

natural  belladonna  alkaloids  • phenobarbital  • thiamine 
combats  spasm  • relieves  nervous  tension 

helps  rectify  dietaiy  deficiencies  'Eskaphen  b’t.m.  Reg.  u.s.  Pat.  orr. 

formula:  Each  5 cc.  teaspoonful  contains:  total  natural  belladonna  alkaloids,  0.2  mg.;  phenobarbital, 

14  gr.  (16  mg.);  thiamine  hydrochloride,  5 mg.;  alcohol,  15%.  Available  in  6 fl.  oz.  bottles. 
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ease  Petrogalar  is  an  aqueous  suspension 
of  mineral  oil  that  readily  permeates 
intestinal  contents,  forming  a soft, 
formed,  yielding,  easily  passed  stool. 


Comfort  Petrogalar  affords  the  advan- 
tages of  comfortable  bowel  movement 
...  no  diminution  of  efficacy  if  pro- 
longed use  is  necessary. 


When  preferred,  Petrogalar  can  be  given  thinned  with 
water,  milk,  or  fruit  juices — with  which  it  mixes  readily. 

PETROGALAR* 

Aqueous  Suspension  of  Mineral  Oil,  Wyeth 

Supplied:  Bottles  of  one  pint. 


Incorporated,  Philadelphia  2,  Pa 
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Whether  vitamin  deficiencies  be 
acute  or  chronic,  mild  or  severe,  for 
truly  therapeutic  dosages  specify 


Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains: 

Vitamin  A (synthetic) 
Vitamin  D 

Thiamine  Mononitrate  , 
Riboflavin 
Niacinamide 
Ascorbic  Acid  1 


25,000  U.S.P.  units 
1,000  U.  S.  P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Bottles  of  30.  100  and  1000. 


'THERAGRAN'  IS  A TRADEMARK  OF  C.  R.  SQUIOO  A SONS. 
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in  the  hospital  L\ 


When  you  want  truly  therapeutic 
dosages  of  all  vitamins  indicated 
in  mixed  vitamin  therapy  specify 


Therapeutic  Formula  Vitamin  Capsules  Squibb 


Each  Capsule  contains : 
Vitamin  A (synthetic) 
Vitamin  D ( 

Thiamine  Mononitrate  i 
Riboflavin 
Niacinamide 
Ascorbic  Acid 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
10  mg. 
5 mg. 
150  mg. 
150  mg. 


Bottles  of  30,  100  and  1000. 


Isn’t  this  the  picture 


NitranitoVs  saje , gradual,  prolonged  vasodilation  permits 
hypertensives  to  resume  more  normal  lives 


What’s  more,  therapeutic  dosages  of  NITRANITOL  can  be 
maintained  over  long  periods  of  time  . . . without  frequent 
checkups  . . . without  worry  about  possible  toxic  effects. 


Is  it  any  wonder  that  NITRANITOL  is  the  universally  pre- 
scribed drug  in  the  management  of  essential  hypertension? 


Merrell 


1828 


New  York  • CINCINNATI  • Toronto 


you  want  to  prescribe.., 

for  your  hypertensive  patients'. 


When  vasodilation  alone  is  indicated.  Nitranitol.  ('A  gr.  mannitol 
hexanitrate. ) 

When  sedation  is  desired.  Nitranitol  with  Phenobarbital.  (A  gr.  pheno- 
barbital  combined  with  ’A  gr.  mannitol  hexanitrate.) 

For  extra  protection  against  hazards  of  capillary  fragility. 

Nitranitol  with  Phenobarbital  and  Rutin.  (Combines  20  mg.  rutin  with  above 
formula.) 


When  the  threat  of  cardiac  failure  exists.  Nitranitol  with  Pheno- 
barbital and  Theophylline.  ('A  gr.  mannitol  hexanitrate  combined  with  'A  gr.  pheno- 
barbital and  1)5  grs.  theophylline.) 


Thtilta 


Three 

Important 

Additions 


DRAMCILLIN 

• On  convenient  8 to  12  hour  dosage  sched- 
ule, Dramcillin-500  produces  optimal  ther- 
apeutic effect  in  most  infections 

• More  uniform  absorption  due  to  magnitude 
of  dosage 

• The  most  economical  high  potency,  liquid 
oral  penicillin 


to 

Therapy 

with 


DRAMCILLIN 


Penicillin 


• fully  effective  with  just  4 doses  daily 

• the  only  high  potency,  liquid  penicillin- 
sulfonamide  combination  containing  rap- 
idly absorbed  and  highly  soluble  sulfaceti- 
mide 


DRAMCILLIN 

• each  tablet  is  equivalent  to  one  teaspoon- 
ful of  the  above  liquid  form 

With  the  addition  of  these  three  new  preparations, 
DRAMCILLIN — one  easily  remembered  name- 
now  identifies  an  effective,  palatable,  and  most 
complete  group  of  products  designed  to  meet  every 
commonly  encountered  need  of  the  physician  in 
treatment  with  oral  penicillin  or  penicillin-sulfona- 
mides. White  Laboratories,  Inc.,  Kenilworth,  N.  J. 


One  half  million  units  of  penicillin*  per  teaspoonful 


WITH  TRIFLE  SULFONAMIDES  250,000  units  penicillin*  with  0.167 
grams  each  sulfadiazine,  sulfamerazine,  sulfacetamide  per  teaspoonful. 


TABLETS  WITH  TRIPLE  SULFONAMIDES 
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In  estimating  the  value  of  support  of  the  abdominal  wall  during  pregnancy  a pro- 
minent Obstetrician*  states,  among  other  items,  the  following:  — 

"By  supporting  the  abdominal  wall,  it  holds  the  growing  uterus  in  place.  Thus  the 
feeling  of  weight  and  discomfort  is  lessened  and,  at  the  same  time,  interference  with 
the  return  circulation  from  the  lower  extremities  is  diminished.  Accordingly,  edema 
of  the  ankles  and  varicosities  occur  much  less  frequently  when  a good  maternity 


corset  is  worn.” 


• Patient  32  years  old,  gravida  IX,  para  VII.  Severe 
varicosities  of  both  legs  and  vulva;  noticed  with  first 
pregnancy,  increasing  with  each  succeeding  pregnancy. 
Came  to  clinic  when  in  seventh  month  of  pregnancy. 


• Same  patient:  No  support  worn  in  previous  preg- 
nancies. Patient  states  she  has  had  some  relief  from 
varicosities  since  wearing  the  garment.  Relief  espe- 
cially as  regards  tiredness;  can  go  longer  each  day. 


Education  of  mothers  to  see  their  physicians  early  in  pregnancy  is  still  sorely  needed. 
Camp  Supports  are  recommended  by  many  Obstetricians. 


* Alfred  C.  Beck,  M.D., 

Obstetrical  Practice,  Fourth  Edition, 

Chapter  IX,  Page  181, 

Published  1947  by 

The  Williams  & Wilkins  Company,  Baltimore 


CAMP 


S.  H.  CAMP  and  COMPANY  • JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  at:  200  Madison  Ave.,  New  York;  Merchandise  Mart,  Chicago;  Windsor,  Ont.;  London,  Eng. 


in  fhe 


menopause... 


"General  tonic  effects 
were  noteworthy  and 
the  greatest 
percentage  of 
patients  who 
expressed  clear-cut 
preferences  for  any  drug 
designated 


'PremarinV 


% 

% 


•Period,  W.  H.:  Am.  J.  Obit.  & Gynec.  58  684  |Ocl.)  1949 


re 


PREMRll 


Estrogemc  Substances  (water-soluble)  also  known  as  Conjugated  Estrogens  (equine)  • Tablets  and  Liquid 

Highly  Effective  • Orally  Active  'Well  Tolerated  • Imparts  a Feeling  of  Well-Being 


Ayerst,  McKenna  & Harrison  Limited  • 22  East  40th  Street,  New  York  16,  N.  Y. 
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^e4ea/icA  & Severe  'fynev  ^zactcee 


Each  VERATRITE  Tabule  contains: 

Veratrum  Viride* 3 Craw  Units 

Sodium  Nitrite 1 grain 

Phenobarbital  . . ? . ...  14  grain 
Beginning  Dose:  2 tabules  t.i.d.,  after 
meals. 

*Whole-powdered  varatrvm  vfrlde  Bio- 
logically Standardised  far  toxicity  by 
the  Craw  Daphnia  Magna  Assay. 


A PROLONGED  EFFECT 

For  routine  therapy  in  essential  hypertension,  Vera- 
trite  presents  a prolonged  hypotensive  action  with  the 
greater  margin  of  safety  characteristic  of  standardized 
whole-powdered  veratrum  viride  (Irwin-Neisler).  A re- 
pository-like effect  is  produced  in  the  intestinal  tract, 
slowing  the  release  of  the  active  alkaloids  and  pro- 
longing the  hypotensive  action.  This  cushioned  effect 
is  obtained  only  with  the  whole-powdered  drug. 

Veratrite  produces  a calm,  gradual  fall  in  blood  pres- 
sure without  disrupting  circulatory  equilibrium.  Sub- 
jectively, the  patient’s  well-being  is  restored  by 
relieving  headache,  dizziness  and  easy  fatigue.  Vera- 
trite has  the  particular  advantage  of  economy  of 
therapy  and  simplified  dosage.  Side-effects  are 
minimal. 

Supplied:  Bottles  of  100,  500,  1000  at  prescription 
pha  rmacies  everywhere. 


Veratrite 

* in  Mild  and  Moderate  (Grades  I and  II)  Hypertension 


Only  Whole-Powdered  Veratrum  Viride 
Can  Give  This  Advantage 


pregnancy 

threatened 


pregnancy 

preserved 


mainstay  in  the  active  treatment 

of  threatened  abortion,  Proluton,  pure  progesterone 
for  intramuscular  injection,  should  be  administered 
in  adequate  dosage,  promptly  and  frequently  until  symptoms  subside. 
Thereafter,  a smooth  course  is  favored  by  continuing 

to  provide  action  of  the  corpus  luteum  hormone  with  Pranone, 
orally  effective  anhydrohydroxyprogesterone. 
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PROLUTON  PRANONE 


‘The  value  of 
sulfonamide  mixtures 
in  reducing 
crystalluria  and 
renal  complications 
is  based  on 


undisputed  experimental  evidence 


“It  has  been  confirmed 
by  several  independent 
groups  of  investigators 
in  rigorous 
practical  tests  at 
the  bedside.” 

(Lehr.  D.rJ.A.M.A.,  Feb.  5.  1949.) 


for  safer, 

more  effective,  speedier, 
highly  palatable 

sulfonamide 

therapy 


SULFADIAZINE 

0.162  Gm. 

SULFAMERAZINE 

0.162  Gm. 

SULFATHIAZOLE 

0.162  Gm. 

SODIUM  CITRATE* 

0.375  Gm. 

•not  contained  in  Tri-Sulfanyl  Tablets 

f 


Samples  of 
Tri-Sulfanyl 
on  request. 

CASIMIR  FUNK  LABORATORIES,  INC. 

affiliate  of  U.  S.  Vitamin  Corporation 
250  East  43rd  Street,  New  York  17,  N.Y. 
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advantages 


convenience  of  a liquid  concentrate 

Crystalline  Terramycin  Hydrochloride 
Oral  Drops  provide  200  mg-  per  cc., 

50  mg.  in  each  9 drops— the  only 
broad-specirum  antibiotic  available 
as  a liquid  concentrate  sffording 
optimal  convenience  and  flexibility 
in  dosage  schedules. 


tibility  with  foods  and  fluids 
Terramycin  Ora!  Drops  are  miscible 
with  most  foods,  milk  and  fruit  juices; 
can  be  taken  “as  is”  or  mixed. 

Potent  oral  drops  offer  rapid 
broad-spectrum  antibiotic  activity 
in  a form  permitting  the  utmost 
simplicity  in  the  therapeutic  regimen. 


supplied  i 

2.0  Gm.  with  10  cc.  of  diluent, 
and  specially  calibrated  dropper. 


pure  crystalline  compound-well  tolerated 

Terramycin  Oral  Drops  are 
prepared  from  pure  crystalline  material, 
free  of  impurities  which  may  contribute, 
to  adverse  reactions. 


ANTIBIOTIC  DIVISION 


CHAS.  PFIZER  & CO.,  INC.,  Brooklyn  6,  N.  Y. 
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Greater  Efficacy,  achieved  through  decreased  acetylation 
of  the  absorbed  sulfonamides,  and  rapid  absorption  of  the 
microcrystalline  form. 


Highly  Palatable.  Aldiazol-M  is  pleasantly  flavored,  mak- 
ing it  acceptable  to  virtually  all  patients.  It  is  readily  taken 
by  children,  making  for  universal  patient  cooperation  and 
permitting  its  use  whenever  sulfonamide  therapy  is  indicated. 

Greater  Urinary  Solubility  is  produced  by  sodium  citrate 
which  increases  urinary  solubility  of  the  combined  sulfon- 
amides by  more  than  400%. 

The  maintenance  dose  of  Aldiazol-M  is  2 teaspoonfuls  (1 
Gm.  of  total  sulfonamides)  every  4 hours;  initial  dose,  2 to  4 
teaspoonfuls  (3  to  6 Gm.  of  total  sulfonamides).  Aldiazol-M 
is  available  at  all  pharmacies  in  pint  and  gallon  bottles. 

fSEfflVCO, 


tyoAMUila 

Each  teaspoonful  (5  cc.)  of 
Aldiazol-M  contains: 
Sulfadiazine 
(microcrys- 
talline)   0.25  Gm. 

Sulfamerazine 
(microcrys- 
talline)  0.25  Gm. 

Sodium  Citrate . 1.0  Gm. 


THE  S.  E.  MASSENGILL  COMPANY 
Bristol,  Ten  n.-Va. 

NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 


Aldiazol-M  brings  a high  degree  of  safety  to  sulfonamide 
therapy.  This  alkalizing  suspension  of  equal  parts  of  micro- 
crystalline sulfadiazine  and  sulfamerazine  is  safer  because  it 
decreases  the  danger  of  crystalluria  and  reduces  the  incidence 
of  allergic  reactions.  It  offers  these  advantages: 


•V 


when  you  need 


penicillin 


or 


it's  as  simple  as 


penicillin  with  dihydrostreptomycin 


Ordering  combined  soluble  and  repository  penicillin 
is  now  more  convenient  than  ever  — all  you  need  do  is  ask  for  S-R. 

You’ll  get  the  well-established  preparation  you  already  know. 

And  for  the  additional  coverage  afforded  by  dihydrostreptomycin, 
what  simpler  way  of  ordering  than  by  asking  for  S-R-D? 

S-R  and  S-R-D  are  easy  to  remember,  easy  to  order, 

easy  to  use,  and  give  you  practical  advantages: 

easier  to  prepare  - and  to  inject  • complete  absorption  with  minimal  pain  • Drain-Free  Vials  to  prevent  wastage 


packaging 

S-R:  Supplied  in  rubber-diaphragm-capped 
vials  containing  too, 000  units.  2,000,000 
units,  and  4,000,000  units  each.  Dilution  as 
directed  yields  a 1-cc.  single-dose;  a 5-cc. 
five-dose;  or  a 10-cc.  ten-dose  suspension, 
each  cubic  centimeter  of  which  contains 
300.000  units  of  crystalline  procaine  peni- 
cillin-G  and  100,000  units  of  buffered  crys- 
talline sodium  penicillin-G.  S-R  is  supplied 
in  individual  cartons  and  packages  of  ten 
vials. 


and  dihydrostreptomycin  sulfate  equivalent 
to  1 Gm.  of  dihydrostreptomycin  base. 
When  2.2  cc.  of  diluent  is  added,  this  pro- 
vides sufficient  material  to  permit  with- 
drawal of  2 cc.  from  the  vial  for  a single- 
dose injection. 


S-R-D,  / Gm.:  Each  vial  contains  300, ooo 
units  of  procaine  pcnicillin-G,  100,000  units 
of  buffered  crystalline  sodium  penicillin-G, 


S-R-D,  V2  Gm.:  Each  vial  contains  300, ooo 
units  of  procaine  penicillin-G,  100, ooo  units 
of  buffered  crystalline  sodium  penicillin-G, 
and  sufficient  crystalline  dihydrostrepto- 
mycin sulfate  to  represent  Vz  Gm.  of 
dihydrostreptomycin  base.  When  1.5  cc.  of 
diluent  is  added,  this  produces  2 cc.  of  mate- 
rial for  injection. 


♦Trademark 


1 
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TO  SPEED  CONVALESCENCE 


* 


THERA-VITA  warNEr- 

with  Synthetic  Vitamin  A 


The  multivitamin  preparation 
of  therapeutic  proportions 
without  fishy  after-taste. 


Prescribe  THERA-VITA*  ‘Warner’ 
to  meet  increased  vitamin 

requirements  and  to  facilitate 
recovery  in  viral  or  bacterial 

respiratory  tract  infections  and 
debilitating  disorders.  Also  for 
intensive  therapy  of  vitamin 
deficiencies  encountered  in  allergic 
disorders,  pregnancy,  postoperative 
convalescence,  inadequate  diet, 
hyperthyroidism,  gastrointestinal 
disturbances,  metabolic  disorders. 


DOSAGE:  One  to  three  capsules  daily  as  required. 
PACKAGE  INFORMATION:  THERA-VITA*,  Therapeutic 
Vitamin  Capsules  ‘Warner,’  are  available  in 
bottles  of  25,  100.  and  1000  capsules. 


WILLIAM  R.  WARNER 

Division  of  Warner-Hudnut,  Inc. 

*T.  M.  Reg.  U.  S.  Pat.  Of).  new  York  los  ancki.es  st.  loi  is 
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With  Drilitol*  there  is  no  danger  from  sensitization  or  resistant  organisms. 


Drilitol’s  two  antibiotics,  anti-gram  negative  polymyxin  and  anti-gram  posi- 
tive gramicidin,  though  highly  effective  locally,  are  virtually  never  used 
systemically.  Thus,  there  is  no  danger  of  sensitizing  the  patient  to— nor  of 
developing  in  him  organisms  resistant  to— the  common  antibiotics  that  may 
be  needed  for  systemic  use  in  serious  infections. 

DRILITOL 

anti-bacterial,  anti-allergic,  decongestive 

Smith , Kline  & French  Laboratories,  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off. 

Formula : Contains  thenylpyramine  hydrochloride,  0.2%;  gramicidin,  0.005%;  polymyxin  B sulfate, 
500  U/cc.;  ‘Paredrine’*  Hydrobromide  (hydroxyamphetamine  hydrobromide,  S.K.F.),  1%.  Pre- 
served with  thimerosal,  1:100,000.  Dosage:  Adults:  1 dropperful  in  each  nostril,  4 or  5 times  a day. 
Children:  the  adult  dosage.  Supplied:  In  3^  fl.  oz.  bottles  with  special  dosage-adjusted  dropper. 
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E RILOI 


A potent  hypotensive  principle 
biologically  standardized  in  mammals' 


Veriloid  produces  a prompt  and  sustained  drop  in  blood  pressure  in  all  forms 
of  hypertension  by  peripheral  vasorelaxation.  Its  action  brings  quick  relief  from 
the  distressing  discomforts  due  to  elevated  blood  pressure.  Reduced  incidence 
of  hypertensive  headache  and  improved  renal  function  and  visual  acuity 
promptly  follow  its  administration.  These  effects  are  often  experienced  by  the 
patient  even  before  the  blood  pressure  has  been  dropped  significantly.  The 
objective  and  subjective  benefits  accruing  from  Veriloid  therapy  can  be  long 
maintained,  since  tolerance  to  Veriloid  is  not  prone  to  develop.2,3  4 

Because  Veriloid  represents  the  purified  hypotensive  fractions  of  Veratrum 
viride,  free  from  the  undesirable  inert  material  common  to  the  whole  plant,  it  is 
well  tolerated  by  most  patients  even  in  relatively  large  doses. 2,4,5  Veriloid  is 
biologically  standardized  in  mammals  for  pharmacologic  uniformity  and  is  admin- 
istered by  weight — in  milligrams,  eliminating  the  natural  variables  affecting  the 
potency  of  the  whole  dried  plant. 

Dosage:  The  dosage  of  Veriloid  varies  with  the  individual,  and  even  in  the 
individual  it  may  vary  periodically.  The  usual  daily  requirement  for  Veriloid  is 
9 to  15  mg.,  given  in  divided  dosage  three  times  daily,  every  6 to  8 hours,  the 
first  dose  to  be  taken  after  breakfast.  The  evening  dose  should  be  1 or  2 mg. 
larger  than  the  other  two  doses  of  the  day. 

Veriloid  is  available  in  1,  2 and  3 mg.  scored  tablets,  in  bottles  of  100,  500  and 

1,000. 

VERILOID-VPM 

Containing  Veriloid  (2  mg.),  phenobarbital  (15  mg.),  and  mannitol  hexanitrate 
(10  mg.),  Veriloid- VP M provides  valuable  sedation  and  the  vasodilating  action  of  man- 
nitol hexanitrate.  This  combination  usually  makes  possible  reduced  dosage  without 
sacrifice  of  therapeutic  efficacy.  Furthermore,  phenobarbital  adds  the  advantage  of 
widening  the  spread  between  effective  therapeutic  dosage  and  the  dosage  at  which 
side  reactions  occur. 

VERILOID  WITH  PHENOBARBITAL 

Veriloid  With  Phenobarbital  (Veriloid,  2 mg.,  phenobarbital,  15  mg.)  provides  sedation 
without  the  action  of  mannitol  hexanitrate.  It  is  valuable  when  emotional  tension 
must  be  controlled. 
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Gantrisiii 


'Roche’ 


antibacterial  action  plus... 


greater  solubility 

Gantrisin  is  a sulfonamide  so  soluble  that 
there  is  no  danger  of  renal  blocking 
and  no  need  for  alkalinization. 

Higher  blood  level 

Gantrisin  not  only  produces  a higher 
blood  level  but  also  provides  a 
wider  antibacterial  spectrum. 


economy 


Gantrisin  is  far  more  economical  than 
antibiotics  and  triple  sulfonamides. 


less  sensitization 

Gantrisin  is  a single  drug— not  a mixture 
of  several  sulfonamides— so  that  there  is 
less  likelihood  of  sensitization. 

GANTRISIN®-brand  of  sylfisoxazof© 

(3,4-dimethyl-5*sulfanilamIdo*isoxazole) 

TABLETS  • AMPULS  • SYRUP 


HOFFMAM-LA  ROCHE  INC. 

Roche  Pork  • Nutley  JO  • New  Jersey 
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COMPENAMINE 


A NEW  HYPOALLERGENIC  PENICILLIN  SALT 

Through  the  routine  use  of  Compenamine,  reactions  to 
penicillin  can  be  reduced  significantly  below  that  encoun- 
tered with  other  available  forms  of  penicillin  G.  This  hypo- 
allergenic characteristic  of  Compenamine  permits  its  use 
even  in  known  penicillin  reactors;  in  this  group  it  reduces 
the  incidence  of  reactions  by  at  least  80  per  cent.  Thus 
Compenamine  brings  new  safety  to  penicillin  therapy. 

A research  development  of  C.S.C.  Pharmaceuticals, 
Compenamine  is  generically  designated  as  Z-ephenamine 
penicillin  G.  Its  clinical  behavior  and  therapeutic  per- 
formance are  identical,  unit  for  unit,  with  comparable 
dosage  forms  of  procaine  penicillin.  Nearly  insoluble  in 
water  and  oil,  its  dosage  forms  are  of  the  repository  type. 

Compenamine  is  priced  identically  with  procaine  peni- 
cillin G.  Hence  economic  considerations  are  no  obstacle 
to  its  routine  use. 

*P/uiwuiceufim^ 

A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION,  17  E.  42nd  St.,  New  York  17,  N.  Y. 


COMPENAMINE  IS  CURRENTLY  AVAILABLE  IN  THREE  REPOSITORY 
DOSAGE  FORMS: 

0 COMPENAMINE  (for  aqueous  injection),  in  vials. 

0 COMPENAMINE  AQUEOUS,  in  vials  and  disposable  and  permanent 
syringe  cartridges. 

9 COMPENAMINE  in  PEANUT  OIL,  in  vials  and  disposable  and  permanent 
syringe  cartridges. 


THREE 

DOSAGE 

FORMS 
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In  bronchial  asthma  . . . paroxysmal  dyspnea  of 
cardiac  origin . . . Cheyne-Stokes  respiration 


Glytheonate 


(PATCH) 

BRAND  OF  THEOPHYLLINE  SODIUM  GLYCINATE 

f. 


SUPPOSITORIES  GLYTHEONATE:  0.78  Gm. 

SYRUP  GLYTHEONATE:  473  cc.  and  3.78 
liter  bottles.  A syrup  containing  65  mg.  of 
theophylline-sodium  glycinate  in  each  cc. 


— has  the  advantage  of  being  more  stable  in 
air  and  less  irritating  to  the  gastric  mucosa 
and  "is  thus  tolerated  in  larger  oral  doses 
than  are  possible  with  other  theophylline 
preparations,  and  it  can  be  administered  by 
mouth  in  liquid  form  as  well  as  in  tablets  not 


TABLETS  GLYTHEONATE:  0.324  Gm. 


enteric  coated.”* 


Glytheonate  {Patch) 

• relaxes  the  bronchioles  and  relieves 
bronchial  spasm. 

• acts  as  diuretic  in  congestive  heart  failure. 

• stimulates  the  psychic  areas  and  respi- 
ratory, vasomotor  and  vagus  centers. 

• stimulates  the  myocardium. 
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All  Children  Can  Benefit  from 

this  Protective  Hot  Drink  at  Breakfast 


In  its  widely  distributed  leaflet 
No.  268,  "Eat  a Good  Breakfast,” 
the  U.  S.  Dept,  of  Agriculture 
states:  "Summer  or  winter,  there's 
something  hot,  as  a rule,  in  a 

good  breakfast Something  hot 

is  cheering  and  tones  up  the 
whole  digestive  route.” 


The  problem  of  encouraging  children  to  eat  an  adequately  pro- 
tective breakfast  finds  easier  solution  when  Ovaltine  in  hot  milk 
is  recommended  as  a breakfast  beverage.  Many  children  clamor 
for  a hot  drink  at  the  morning  meal,  and  hot  Ovaltine  is  the  right 
kind  of  drink  to  recommend. 

A cup  of  hot  Ovaltine  makes  an  excellent  contribution  of  virtually 
all  essential  nutrients,  adding  substantially  to  the  nutritional  start 
for  the  day..  It  also  serves  in  a gustatory  capacity  by  enhancing 
the  appeal  of  breakfast  and  making  other  foods  more  inviting. 

The  nutrient  contribution  made  by  a cup  of  Ovaltine  is  apparent 
from  the  table  below.  Note  the  wealth  of  essentials  added  to  the 
nutritional  intake  by  making  the  simple  recommendation  of  adding 
a cup  of  hot  Ovaltine  to  the  child’s  breakfast. 

THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILLINOIS 


Here  are  the  nutrients  that  a cupful  of  hot  Ovaltine,  made  of 
Vl  oz.  of  Ovaltine  and  8 fl.  oz.  of  whole  m!lk,*provides: 


PROTEIN 

. . 10.5  Gm. 

IRON  . . . . 

4 mg. 

NIACIN 

....  2.3  mg. 

FAT 

. . 10.5  Gm. 

COPPER  . . . 

0.2  mg. 

VITAMIN  C . . . . 

....  10  mg. 

CARBOHYDRATE  . . 

. . 22  Gm. 

VITAMIN  A . 

1000  I.U. 

VITAMIN  D . . 

. 140  I.U. 

CALCIUM 

VITAMIN  Bi  . 

0.39  mg. 

CALORIES 

. ...  225 

PHOSPHORUS  . . . 

. . . 315  mg. 

RIBOFLAVIN  . 

0.7  mg. 

♦Based  on  average  reported  values  for  milk. 
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In  very  special  cases 

A very  superior  Brandy 


THE  WORLDS  PREFERRED 


COGNAC  BRANDY 

Schieffelin  & Co..  New  York.  N.Y. 


‘FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION’’ 


nucarpont 

Each  tablet  contains-.  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

prestd-horo 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For- rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

Widely  used  by  Civilians  and  Armed  Forces. 


1 STANDARD  PHARMACEUTICAL  CO.,  INC. 

1123  BROADWAY,  NEW  YORK  'Mil 


the  Sf nmf,  at 

THIS  HOLIDAY  SEASON,  SENDS  YOU  ITS  GREETINGS 
AND  THANKS  FOR  YOUR  CONTRIBUTIONS.  WITH 
YOUR  CONTINUED  HELP  IT  PLANS  TO  INCREASE 
ITS  USEFULNESS  TO  OUR  AGED  COLLEAGUES- 

Beverly  C.  Smith,  M.D.,  President 
Harvey  B.  Matthews,  M.D.,  Secretary 


63  East  84th  Street  • New  York  28,  N.  Y. 
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Prompt  oral  digitalizing  effect.  . . There  is  practically  no  time  lag  before 


the  action  of  orally  administered  Digoxin ; it  is  apparent 
within  an  hour.  Relief  of  symptoms  of  cardiac  failure 
is  complete  in  about  six  hours,  and  full  digitalization 
is  achieved  in  eighteen  to  twenty-four  hours. 

Even  maintenance  . . . The  rate  of  elimination  of  Digoxin  is  unique; 

it  is  fast  enough  to  permit  rapid  control  of  toxicity  in 
case  of  overdosage1 ; it  is  not  so  rapid  as  to  give  fleeting 
peaks  of  effect.  This  balance  provides  both  a practical 
margin  of  safety  and  steady  maintenance. 


Preparations  available  : 

■ ‘Tabloid’®  brand  Digoxin  0.25  mg. 
for  oral  digitalization  and  maintenance. 

■ ‘Wellcome’®  brand  Digoxin  Injection 
0.5  mg.  in  1 cc.  for  rapid  digitalization 
by  intravenous  injection  (after  dilution 
with  10  times  its  volume  of  saline). 


1.  Schaaf,  R,  S.,  Hurst,  J.  W.,  and  Williams  C.:  Med.  Clin.  North  America  (Mass.  Gen.  Hosp.  No.)  p.  1255  (Sept.)  19/, 0. 


Burroughs  Wellcome  & Co.  (U.S.A.)  Inc  .,  Tuckahoe  7,  N.  Y. 
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<du  may  prescribe  "RAMSES”!  Vaginal  Jelly 
with  full  confidence  in  its  safety  and 
effectiveness.  No  vaginal  jelly  available  pro- 
vides a greater  degree  of  spermicidal  or  barrier 
action  than  does  "RAMSES”  Vaginal  Jelly. 


IMMOBILIZES 
SPERM  IN  THE 
FASrfSTT/Mf 
RECOGNIZED 
FOR  CHEMICAL  ^ 
CONTRACEPTIVES^ 


This  immobilization  time  is  measured  by  the 
Brown  and  Gamble  technique,  the  only  method  accepted 
by  the  Advisory  Committee  on  Contraceptives  of  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  for  determining  the  sperm  immobili- 
zation time  of  chemical  contraceptives. 


423  West  55th  Street,  New  York  19,  N.  Y. 
quality  first  since  1883 


tThe  word  "RAMSES"  is  a registered  trademark  of  Julios  Schmid.  Inc 
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When  your  patient  needs 


The  place  is  The  Saratoga  Spa 


Mave  you  a patient  wko  n 
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When  you  recommend  "a  change  of  scene " 

3 weeks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
your  patients  with  such  chronic  conditions  as  Heart 
and  Digestive  disorders.  Arthritis  and  related  ailments, 
and  Hypertension.  At  your  request,  we  will  send  list  of 
local,  private  practicing  physicians  who  will  cooperate 
with  you  as  to  treatment,  rest  and  diet.  Address  Medical 
Director,  The  Saratoga  Spa,  155  Saratoga  Springs,  N.Y. 
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Listed  by  the  Committee  on  A merican  Health 
Resorts  of  the  Council  on  Physical  Medicine 
and  Rehabilitation  of  the  American  Medical 
Association 


Ike  §AMR!AT(0)(Q  SlPA 


The  Empire  State's  Contribution  to  the  Medical  Profession 
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CARDIETTE 

DIRECT 

WRITER 


TODAY'S  FOREMOST 
ELECTROCARDIOGRAPH 


The  Viso-Cardiette  provides  standard  accurate 
records  in  true  rectangular  coordinates  of  all 
accepted  leads.  Records  are  permanent,  produced 
by  heated  stylus  on  plastic  coated  paper. 
Operation  is  simplified;  only  two  major  controls 
for  routine  work.  The  Viso  is  famous  for 
trouble-free  performance.  It  was  the  first  ecg 
accepted  by  the  A.  M.  A.  Council  on  Physical 
Medicine  and  Rehabilitation. 


For  youngsters,  ready  to  take  their 
first  steps,  expertly  fitted  Pedi- 
formes  provide  a broad,  supple 
sole,  a proper  fitting  heel  and 
ample  toe-room.  When  corrective 
alterations  are  indicated,  your  pre- 
scription receives  the  careful  atten- 
tion of  our  experienced  personnel. 


Pedifoime 


REG.  U.  S.  PAT.  OFF. 


SALES 

AND 

SERVICE 


) 


SANBORN  COMPANY  Branch  Office 
1860  Broadway,  New  York  23,  N.  Y. 
Phone  Circle  7-5794 


MANHATTAN  34  WEST  36th  STREET 
BROOKLYN  288  LIVINGSTON  STREET 

FLATBUSH  843  FLATBUSH  AVENUE 

HEMPSTEAD  NEW  ROCHELLE 

HACKENSACK  EAST  ORANGE 

WRITE  FOR  SHOE  ALTERATION  FOLDER 


1,000.000  globules 
ou  the  head  of  a pin 


•Trademark 


A lipid  emulsion  whose  suspended  glob- 
ules are  1 micron  in  diameter  has  been 
achieved  by  cooperative  medical  and 
pharmaceutical  research.  1,000,000  par- 
ticles of  this  emulsion  can  fit  on  the 
head  of  a pin.  A by-product  of  investi- 
ations  in  fat  metabolism,  it  affords  an 
sually  well  tolerated,  well  absorbed 
urce  of  concentrated  calories.  Another 
case  where  collaboration  between  in- 
vestigators in  leading  medical  centers 
and  Upjohn  researchers  has  “paid  off” 
n newer  knowledge— and  better  control 


A New  Case  History  With  Pictures  

The  unique  value  of  Dexamyl*  in  providing  symptomatic  relief  from  mental 
and  emotional  distress  is  clearly  demonstrated  in  this  case  history — from 
the  file  of  a Philadelphia  general  practitioner. 

★ ★ ★ 

Patient : T.H.  (shown  in  photos  on  opposite  page), 

age  62,  widowed,  father  of  6 children,  afflicted  with 
arteriosclerotic,  hypertensive,  cardio-renal 
disease.  Although  basically  a fine  individual,  he 
had  become  a "typical  alcoholic". 

"His  emotional  balance  became  seriously  disturbed  and 
he  would  cry  and  exhibit  depressive  characteristics, 
with  or  without  intoxication  . . . His  mood  would  rest 
on  a hair  . . . His  nausea,  vomiting  and  inebriety;  his 
emotional  outbursts,  depression  and  constant 
reiteration;  his  carelessness  of  personal  habit;  . . . 
all  of  these  had  gradually  decreased  the  love  of  his 
children  for  him." 

Medical  Treatment:  Dexamyl  — 2 to  4 tablets  daily. 

Results : "Adequate  dosage  decreased  the  demand  for 
liquor  and  gave  him  an  increased  sense  of  well-being. 
Emotional  balance  was  more  easily  sustained;  daily 
habits  were  more  normal.  His  personal  life  became 
less  objectionable  to  his  family.  Sleep,  for  the 
first  time  in  years,  was  more  tranquil." 


Dexamyl 


its  "normalizing"  effect 
ameliorates  mood  . . . relieves  inner  tension 


Each  tablet  contains  Dexedrine*  Sulfate  (dextro-amphetamine  sulfate,  S.K.F.), 

5 mg.;  Amobarbital,  Lilly,  ]/2  gr.  (32  mg.)  *T.M.  Reg.  U.S.  Pat.  Off. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


These  unposed  photographs  of  patient  T.  H.  were  snapped  during  an  actual  interview 
with  his  physician.  He  is  describing  his  symptoms  of  mental  and  emotional  distress.  See 
the  opposite  page  for  the  case  history  of  this  patient. 


answer  to  more 


effective  treatment  of 


many  common  infections  15NEOPENZINE 

(Penicillin  with  Sulfonamides,  Lilly) 


Has  this  combination  of  penicillin  in  high  dosage  with 
mixed  sulfonamides  a wider  spectrum  of  antibacterial  ac- 
tivity than  any  single  bacteriostatic  or  bactericidal  agent? 

Can  orally  administered  penicillin  cause  fewer  hyper- 
sensitive reactions  than  injected  penicillin? 

Is  penicillin  as  effective  by  the  oral  route  as  by  injection 
if  given  in  adequate  doses? 

Is  there  positive  assurance  that  the  penicillin  in  ‘Neo- 
penzine’  is  protected  from  potency  loss? 

Has  the  mixture  of  sulfonamides  in  ‘Neopenzine’  been 
demonstrated  to  be  safer  systemic  therapy  than  single 
sulfonamides  ? 


; > yes 
► yes 
f— ► yes 
i— ► yes 


Can  ‘Neopenzine’  save  time  for  the  busy  practitioner? 


-*  yes 
> yes 


Each  Tablet  ‘Neopenzine’  contains  300,000  units  of 
penicillin  — G,  crystalline-potassium.  Each  5 cc.  (ap- 
proximately one  teaspoonful)  of  Suspension  ‘Neopen- 
zine’ contain  200,000  units.  The  latter  is  prepared  by 
combining  the  contents  of  the  potency-protector  pack- 
age. Each  tablet  or  each  5 cc.  of  suspension  also  contain 
0.167  Gm.  each  of  sulfadiazine,  sulfamerazine,  and  sul- 
famethazine. 

Dosage  for  adults:  1 tablets  four  times  daily. 

Dosage  for  children:  Suspension  (or  tablets)  in  propor- 
tion to  weight. 


Detailed  information  and  literature  on 
‘Neopenzine’  are  personally  supplied  by 
your  Lilly  medical  service  representative 
or  may  be  obtained  by  writing  to 


ELI  LILLY  AND  COM  PAN Y • Indianapolis  6,  Indiana,  u.s. a. 
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Editorials 


Christmas,  1951 


To  all  members  of  the  Medical  Society  of 
the  State  of  New  York,  the  season’s  greet- 
ings. In  general,  the  year  1951  has  been  one 
of  hopeful  anticipation.  The  world  has  not 
yet  exploded  into  general  armed  conflict. 
Great  Britain  has  restored  a conservative 
government  and  seems  headed  for  a return 
to  private  enterprise,  at  least  in  certain  fields 
of  production.  It  is  possible  that  this 
change  of  thinking  may  in  time  improve  the 
situation  of  the  medical  profession  there  by 
obtaining  for  the  sick  better  medical  and 
hospital  care  on  a more  realistic  footing. 

In  the  United  States  a generally  more 
optimistic  mood  seems  to  be  developing. 
The  rearmament  program  is  progressing; 
the  country  is  no  longer  defenseless  and 
seems  to  be  increasingly  aware  of  actual  and 
potential  threats  to  our  national  security 
from  without  and  within.  True,  we  have  a 
staggering  total  of  debt  and  steadily  mount- 
ing taxes,  war  of  a sort  in  the  Far  East  on 
our  hands,  and  the  United  Nations  to 
support,  but  we  have  had  trouble  before;  it 


is  no  new  thing,  merely  of  a different  nature, 
and  the  recent  return  to  a guarded  optimism 
seems  justified  by  the  possibility  of  a new 
and  more  vigorous  leadership  in  the  near 
future. 

The  possibility  of  cease-fire  talks  and 
armistice  arrangements  in  Korea  coming  to  a 
successful  conclusion  seems  at  least  no  less 
dim  than  previously,  but  possibly  more  com- 
prehensible. So  there  remains  as  much 
hope  as  ever,  and  that  is  something. 

The  opportunities  for  medicine  have 
never  been  greater.  While  progress  both  in 
the  art  and  science  of  healing  may  be  some- 
what affected  in  its  wider  application  to 
humanity  by  blundering  political  maneuver- 
ing and  posturing,  the  solid  accomplish- 
ments of  science  continue  to  increase.  Thus 
an  ever  larger  store  of  knowledge  will  be 
available  as  the  political  irritability  of 
nations  eventually  subsides,  as  it  must 
under  the  braking  load  of  debt,  disillusion- 
ment, and  destruction.  The  constructive 
usage  of  atomic  power  as  an  example,  al- 
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ways  more  difficult  to  visualize  and  accom- 
plish than  the  destructive,  is  already  pointing 
the  way  to  new  developments  in  control  of 
disease. 

The  science  of  nutrition  offers  a practically 
unlimited  hope  that,  in  conjunction  with 
improved  agriculture  and  processing  meth- 


ods, starvation  for  millions  may  be  a thing 
of  the  past. 

Modern  medicine  has  contributed  much 
to  make  the  coming  holiday  season  a happier 
one  for  many.  To  the  physicians  who  with 
heart,  hand,  and  head  make  that  contribu- 
tion possible,  a very  merry  Christmas! 


Misleading  Optimism 


The  New  England  Journal  of  Medicine  in 
a recent  editorial,  “Strip-tease  Therapeusis,” 
strikes  a well-timed  blow  at  cancer  cures 
“that  are  announced  ‘in  the  vestments  of 
scientific  orthodoxy.’  Ml  Noting  that  in  the 
past  decade  such  new  cancer  cures  have  been 
altogether  too  frequently  announced  to  re- 
porters and  patients,  the  Journal  remarks: 

The  technic  is  always  the  same;  it  has  for 
many  years  been  successfully  used  in  burlesque 
shows  to  reach  the  public  and  make  it  pay 
through  the  nose.  In  medicine  the  motive  is 
less  tawdry,  often  being  a mixture  of  egoism 
and  enthusiasm  in  some  scientifically  myopic 
individual. 

The  promised  beauty  is  advertised  glamor- 
ously, with  pleasingly  rounded  contours  de- 
murely draped  in  classic  garments.  The  show 
opens  with  the  exciting  announcement  that 
twin  tumors  have  been  caused  to  disappear  and 
that  if  the  audience  will  wait  patiently — not  too 
much  handclapping,  please— something  better 
is  just  around  the  corner.  Glover’s  serum, 
Coffey-Humber  serum  ensol,  antireticulocyto- 
toxic  serum  from  the  steppes  of  Russia — all 
have  had  their  applause  and  retired.  Today 
the  newest  top-billing  peroxide  ingenue  is  to 
perform.  After  the  heavy  velvet  has  been 
shed,  the  filmy  scanties  are  revealed — but  not 
completely.  The  new  wonder  doesn’t  exactly 
cure;  it  almost  cures.  The  show  proceeds 
with  restraint,  decorous  restraint  eliciting  a 
little  less  handclapping  and  a little  more  public- 
ity and  support.  As  each  of  the  seven  veils  is 
shed  the  promise  is  greater,  but  there  is  always 
a catch.  The  spectators  and  “the  patients 
have  less  pain.  Finally  they  just  fade  away.” 
Even  the  metaphors  become  confused — but 
the  performance  in  the  last  analysis  is  just 
plain  shoddy — a sophisticated  version  of 
Mark  Twain’s  Royal  Nonesuch. 

We  can  agree  that  the  performance  is 
tawdry,  shoddy,  and  misleading  not  only  as 
to  cancer  but  also  in 


schizophrenia,  mongolism,  and  multiple  scler- 
osis, to  name  but  three  conditions,  strip-tease 
therapeusis  has  too  frequently  been  paraded  ! 
before  the  public,  in  the  form  of  endocrine 
and/or  glutamic  acid  cures — well,  not  exactly 
cures  but  “improved  performances,”  revealed! 
“in  the  vestments  of  scientific  orthodoxy.”. . .,11 
For  the  ethical  and  proper  announcing  of 
advances  in  medicine,  physicians  are  honor 
bound  to  present  their  findings  before  scientific 
and  medical  forums,  to  submit  their  manu-  j 
scripts  to  appropriate  journals,  and  to  abide 
by  the  judgment  of  their  peers,  which  is  neces-1 
sarily  and  rightfully  conservative  on  the  matter 
of  accepting  widely-touted  discoveries  at  face  ‘ 
value  on  one  person’s  say-so.  No  significant 
contribution  can  be  withheld  through  reac- 
tionary opposition.  The  mission  of  the  in- 
vestigator is  to  present  new  facts,  open  to 
scientific  analysis,  duplication,  and  verifica- 
tion by  others.  It  has  been  found  tedious  and 
unfruitful  to  have  to  confirm  wrork  performed 
with  secret  formulas  and  recipes — even  if 
trademarked.  In  a scientific  paper,  a fully- 
revealed  factual  content  is  the  only  basis  for  its 
conclusions,  and  it  is  of  critical  importance 
that  therapeutic  studies  be  adequately  con- 
trolled. 

Our  shocked  bewilderment  at  the  Journal  \ 
editorial  writer’s  apparent  familiarity  with 
the  intricacies  of  strip-tease  showmanship 
does  not  lessen  our  regard  for  the  uses  to 
which  it  has  been  skillfully  applied.  There 
has  been  too  much  of  this  kind  of  hokum,  too  $ 
much  raising  of  false  therapeutic  expecta- 
tions with  subsequent  disillusionment.  Too 
often,  as  the  Journal  points  out  in  its  quote 
from  the  Adventures  of  Huckleberry  Finn, 
overly  enthusiastic  attitudes  reflect  the 
optimism  of  Mark  Twain’s  character: 

“I’ve  done  considerable  in  the  doctoring 
uray  in  my  time,”  says  the  Duke  of  Bilgewrater. 

“Layin’  on  o’  hands  is  my  best  hold — for 
cancer  and  paralysis — and  sicli  things;  and  I i 
can  tell  a fortune  pretty  good  w-hen  I’ve  got 
somebody  along  to  find  out  the  facts  for  me.” 


1 New  England  J.  Med.  245:  382  (Sept.  6)  1951. 
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Now  available  . . . 


a “chemical  m fence ” for  the  alcoholic 


"ANTABUSE" 


Supplied  in 
tablets  of  0.5  Gm., 
bottles  of  50 
and  1,000. 


“Antabuse”— nearly  three  years  under  intensive 
clinical  investigation— is  now  available  for  the 
treatment  of  alcoholism.  By  setting  up  a sensitizing 
effect  to  ethyl  alcohol,  “ Antabuse ” builds  a “chemical 
fence”  around  the  alcoholic... helps  him  develop  a 
resistance  to  his  craving.  Its  high  degree  of  efficacy 
is  confirmed  by  extensive  clinical  evidence. 

“Antabuse”  is  safe  therapy  when  properly 
administered.  However,  it  should  be  employed  only 
under  close  medical  supervision.  Complete  descriptive 
literature  is  available  and  will  be  gladly  furnished 
on  request. 

* ‘ Antabuse * ’ is  identical  with  the  material  used 
by  the  original  Danish  investigators,  and  is  supplied 
under  license  from  Medicinalco,  Copenhagen, 
Denmark.  U.  S.  Pat.  No.  2,567,81k. 


5130 


Tested  in  more  than  100 
clinics... by  more  than  800  qualified  investigators 
...on  more  than  5, 000  patients... and  covered  by 
more  than  200  laboratory  and  clinical  reports. 

‘ANTABUSE". 


. . . brand  of  specially  prepared  and  highly  purified  tetraethylthiuram  disulfide. 

AYERST,  McKENNA  & HARRISON  LIMITED 
New  York,  N.  Y.  Montreal,  Canada 
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SODIUM 

well  XsdkxolifL . . . 


“Reaser  and  Burch,  using  radioactive  isotopes,  have  confirmed 
earlier  evidence  that  mercurial  diuretics  greatly  increase  the 
urinary  loss  of  sodium.  The  sodium  diuresis  precedes  water  diuresis 
by  two  to  four  hours,  and  sodium  excretion  per  day  may  be  in- 
creased sevenfold  while  water  excretion  is  merely  doubled.” 

Editorial:  J.A.M.A.  135:576, 

Nov.  1,  1947. 


. . The  concentration  of  sodium  in  the  urine  was  increased  nearly 
two  and  one-half  times  by  the  injection  of  the  mercurial  diuretic, 
while  the  average  total  excretion  of  sodium  in  24  hours  was  in- 
creased more  than  four  times  by  mercuhydrin  injections.” 

Griggs,  D.  E.,  and  Johns,  V J.: 
California  Med.  69:133,  Aug.  1948. 


MERCUHYDRIN  Sodium  (brand  of  meralluride  sodium)  is 
available  in  1 cc.  and  2 cc.  ampuls. 


adzmz/orted,  i n c„  Milwaukee  i,  Wisconsin 
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BIRTH  TRAUMA  TO  THE  PROXIMAL  FEMUR 

George  J.  Baron,  M.D.,  Norman  Egel,  M.D.,  and  Frederick  N.  Zuck,  M.D., 

Rochester,  New  York 

( From  the  Radiology  and  Orthopedic  Departments  of  the  Genesee  Hospital  and  the  Orthopedic  Department 

of  the  Strong  Memorial  Hospital ) 


SEPARATION  of  the  proximal  femoral  epi- 
physis due  to  birth  trauma  is  a distinct  ortho- 
pedic entity  which  can  be  diagnosed  on  the  basis 
of  clinical  evidence  and  substantiated  by  serial 
x-ray  examinations.  In  1944,  Kennedy  reviewed 
the  literature  and  found  20  cases  reported  up  to 
that  time  and  added  one  of  his  own.1  All  of  the 
cases,  except  his  own,  occurred  during  podalic 
version  and  breech  extraction  or  breech  presenta- 
tion and  extraction.  The  presentation  in  Ken- 
nedy’s case  was  occipitoposterior ; delivery  was  by 
low  forceps  with  no  known  violence. 

The  clinical  signs  of  separation  of  the  epiphysis 
are  swelling,  slight  shortening,  limitation  of  active 
motion,  painful  passive  motion,  and  external  ro- 
tation. Sometimes  there  is  discoloration  of  the 
thigh,  crepitus  on  passive  motion,  and  the  infant 
lies  with  the  extremity  either  abducted  or  ad- 
ducted. The  roentgenographic  signs  are  proximal 
displacement  of  the  diaphysis,  rapid,  profuse 
callus  formation,  prominent  subperiosteal  reac- 
tion around  the  upper  end  of  the  shaft,  absorption 
of  callus  and  reconstruction  of  the  femoral  neck, 
premature  ossification  of  the  capital  epiphysis, 
and  accelerated  growth  of  the  femoral  neck  on  the 
injured  side.  In  1949,  in  a discussion  of  obstetric 
injuries  to  the  long  bones  Snedecor  and  Wilson  ad- 
ded four  similar  cases,  all  incurred  during  breech 
presentation  and  extraction  or  podalic  version  and 
breech  extraction.2  These  authors  found  that  in 
50  consecutive  breech  deliveries  of  infants  who 
were  x-rayed  on  the  seventh  day  there  was  evi- 
dence of  subperiosteal  or  epiphyseal  hemorrhage 
in  6 per  cent  of  the  cases. 

Case  Reports 

Case  1. — A baby  girl,  L.,  was  born  of  a primipara 
by  difficult  breech  delivery.  During  the  delivery, 
much  traction  was  exerted  on  the  right  leg  to  extri- 
cate the  buttocks  and  at  one  point  in  the  procedure 


Presented  at  the  145th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Pedi- 
atrics, May  4,  1951. 


Fig.  1.  Proximal  displacement  of  right  femoral 
diaphysis. 


the  operator  noted  a perceptible  snap  and  yielding 
of  the  limb.  After  delivery  it  was  observed  that  the 
right  thigh  and  leg  were  ecchymotic  and  swollen. 
The  remainder  of  the  physical  examination  was 
negative. 

Radiograph  made  on  the  first  postpartum  day 
with  the  patient  in  the  “frog  leg”  position  showed 
the  diaphysis  of  the  right  femur  to  be  displaced 
proximally  in  such  a way  that  its  proximal  end  was 
level  with  or  slightly  above  the  upper  outer  margin 
of  the  acetabulum  (Fig.  1).  The  radiograph  made 
with  the  legs  adducted  revealed  the  proximal  end  of 
the  right  diaphysis  to  be  located  5 mm.  more 
cephalad  than  the  left  diaphysis  (Fig.  2).  The 
acetabula  appeared  to  be  symmetrically  and  nor- 
mally developed. 

Radiographs  made  on  the  third  postpartum  day 
showed  essentially  the  same  findings  except  that 
when  the  femurs  were  abducted,  the  proximal  end  of 
the  right  diaphysis  was  well  above  the  level  of  the 
upper  outer  margin  of  the  acetabulum. 

Orthopedic  examination  on  the  fourth  day  revealed 
that  the  right  lower  extremity  was  immobile,  and 
the  hip  was  abducted,  externally  rotated,  and  par- 
tially flexed.  The  anterior  and  medial  aspects  of  the 
right  thigh  were  swollen  and  ecchymotic.  Passive 
motion  yielded  a soft,  audible  crepitus.  The  possi- 
bility of  a separationof  the  proximal  femoral  epiphysis 
was  considered  as  was  a traumatic  dislocation.  A 
double  spica  was  applied  to  maintain  the  femur  in 
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Fig.  2.  Right  femoral  diaphysis  is  5 mm.  proximally 
displaced  compared  with  the  left. 


extension,  moderate  abduction,  and  in  essentially 
neutral  position  with  respect  to  rotation. 

On  the  sixth  postpartum  day,  the  spica  was  re- 
moved because  it  was  felt  that  lateral  radiographs 
made  following  reduction  continued  to  show  the 
presence  of  anterior  dislocation,  and  because  of  other 
factors  to  be  discussed  later.  The  femur  was  flexed 
90  degrees  but  only  partially  abducted.  This 
seemed  to  maintain  the  reduction  with  greater  ease. 
A new  spica  was  applied. 

The  plaster  spica  was  removed  at  the  age  of  seven 
and  one-half  weeks.  As  shown  in  Fig.  3,  an  abun- 
dant, firm  callus  was  present  at  the  proximal  end  of 
the  diaphysis.  There  was  dense,  subperiosteal 
bone  formation  along  the  proximal  diaphysis,  widest 
at  the  proximal  portion  and  tapering  to  a thin  line  at 
the  middle  of  the  femoral  shaft.  At  this  time  the 
acetabular  margin  was  well  defined  and  appeared  to 
have  an  essentially  normal  angulation. 

At  the  age  of  approximately  three  and  one-half 
months,  radiographs  revealed  good  bone  texture  in 
the  femoral  neck  and  remodeling  of  the  upper  femoral 
shaft.  There  was  evidence  of  beginning  ossification 
of  the  right  femoral  head,  although  none  was  de- 
tected on  the  normal  left  side.  Clinically,  the  patient 
showed  a fixed  abduction  deformity  at  this  time. 

Radiographs  made  when  the  patient  was  about  six 
months  old  visualized  the  same  abduction  de- 
formity. At  this  time,  the  ossification  centers  of  the 
femoral  heads  were  symmetrically  developed  bi- 
laterally. 

At  eleven  months  of  age,  lateral  views  showed  the 
remodeling  to  have  produced  an  essentially  normal 
appearing  diaphysis.  The  right  femoral  head  was 
approximately  the  same  size  as  the  left,  and  its  rela- 
tion to  the  femoral  neck  was  normal.  In  the  antero- 
posterior view,  the  deformity  was  seen  to  consist  of  a 
medial  angulation  centered  at  the  site  of  the  former 


Fig.  3.  Age  seven  and  one-half  weeks.  Firm  callus 
and  dense,  subperiosteal  bone. 


osseocartilagenous  junction  with  a prominent  spur 
of  bone  at  the  region  of  the  lesser  trochanter.  The 
child  was  walking.  The  essential  clinical  finding  was 
that  of  a fixed  abduction  deformity  of  the  hip  es- 
timated at  30  degrees. 

The  final  radiographs  were  made  when  the  patient 
was  three  years  old.  As  indicated  in  Figs.  4 and  5, 
they  revealed  the  processes  or  remodeling  to  have 
improved  the  angular  relation  of  the  neck  and  shaft 
of  the  femur  and  the  general  bony  contours  to  be 
approaching  normal.  The  child  got  about  in  such  a 
way  that  the  parents  were  unaware  of  any  defect  in 
her  gait.  Clinical  examination  revealed  no  leg 
shortening,  no  deformity,  nor  any  restriction  of 
passive  hip  motion. 

Case  2. — Patient  C.  E.  was  first  seen  three  and  one- 
half  weeks  after  delivery  because  of  disuse  of  the 
right  leg  accompanied  by  swelling  of  the  thigh.  The 
child  had  been  delivered  by  vertex  presentation 
after  a four-hour  period  of  labor.  Delivery  was 
without  difficulty;  no  instruments  had  been  em- 
ployed, and  episiotomy  was  not  done.  The  second 
stage  of  labor  was  accomplished  in  only  four  minutes. 
Because  of  cyanosis  and  a suspected  congenital  heart, 
the  infant  was  seen  by  the  pediatricians  on  the  third 
day  of  life  at  which  time  the  pelvis  was  x-rayed  and 
the  child  discharged  with  a tentative  diagnosis  of 
hematoma  of  the  thigh. 

A radiograph  made  on  the  third  postpartum  day 
showed  widening  of  the  space  between  the  proximal 
end  of  the  femoral  diaphysis  and  the  acetabulum,  as 
well  as  displacement  of  the  femoral  shaft  (Fig.  6). 

Another  radiograph  made  on  the  twenty-fifth  day 
revealed  an  ossifying  subperiosteal  hematoma, 
widening  of  the  acetabular-femoral  diaphyseal 
space,  and  normal  acetabular  development  (Fig.  7). 
Clinically  at  this  time,  there  were  15  to  20  degrees  of 
flexion  deformity,  limitation  of  abduction  and 
adduction,  and  internal  rotation. 

At  two  months  of  age,  radiographs  showed  pro- 
nounced increase  in  the  calcified  hemorrhage. 
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Fig.  4.  Marked  remodeling  has  occurred. 


Crepitus  appeared  to  be  present,  and  accordingly  a 
spica  was  applied. 

Radiographs  made  when  the  patient  was  approxi- 
mately two  and  one-half  years  of  age  indicated  that 
a considerable  amount  of  remodeling  had  taken 
place  (Figs.  8 and  9).  The  right  femoral  head  was 
slightly  larger  than  the  left.  The  right  neck-shaft 
angle  had  increased.  At  this  time  the  involved  ex- 
tremity was  about  3/s  inch  longer  than  the  unin- 
volved one  by  clinical  measurement.  As  a conse- 
quence the  child  stood  with  a mild  degree  of  valgus 
in  order  to  compensate  for  this  inequality.  The 
range  of  motion  of  the  hips  was  normal. 

Experimental  Investigation 

Because  of  our  interest  in  this  condition  at  the 
time  Case  1 was  being  followed,  the  body  of  an  in- 
fant who  had  died  of  Rh  incompatibility  was 
made  available  to  us  for  experimental  study.  In 
so  far  as  was-  known,  the  infant  was  otherwise 
normal.  An  attempt  was  made  to  duplicate  in 
this  infant  the  traumatic  mechanism  that  had 
caused  the  separation  of  the  femoral  epiphysis  in 
our  patient  and  to  observe  the  nature  of  the  gross 
damage  wrought  by  this  trauma.  Accordingly, 
with  the  left  lower  extremity  sharply  flexed  on  the 
abdomen  and  with  the  right  extremity  fully  ex- 
tended, strong  traction  was  made  on  the  right  leg 
against  counter  pull  on  the  fixed  pelvis.  Straight 
traction  in  the  axis  of  the  body  was  without 
effect.  Traction  and  simultaneous  abduction  of 
the  hip  resulted  in  an  audible  snap  and  a per- 
ceptible yielding  of  the  limb. 

A dissection  was  then  carried  out  to  examine 
the  nature  of  the  injury.  A complete  separation 
of  the  proximal  epiphysis  was  found  with  the  dis- 
engaged diaphysis  lying  well  anteriorly.  In  the 
newborn,  the  size  and  configuration  of  the  car- 
tilagenous  cap  or  epiphysis  is  such  that  the  joint 
capsule  is  entirely  attached  distally  to  perichon- 
drium except  medially  where  it  fuses  with  the 
periosteum  of  the  tip  of  the  diaphysis.  Thus,  in 
the  dissected  specimen,  the  joint  capsule  was 


Fig.  5.  Bone  contours  are  approaching  normal. 


everywhere  intact  except  at  its  very  limited  at- 
tachment to  the  tip  of  the  diaphysis.  Here  a 
gross  tear  was  apparent.  On  opening  the  capsule 
and  inspecting  the  joint  space,  no  gross  injury 
was  evident.  The  ligamentum  teres  was  intact. 

This  demonstration  appeared  to  confirm  the 
probability  of  epiphyseal  separation  in  our  ’pa- 
tient. One  further  point  required  clarification. 
In  what  position  of  the  limb  were  the  fragments 
in  their  best  apposition?  In  the  infant  cadaver, 
when  the  injured  extremity  was  fully  extended,  or 
extended  and  abducted,  the  proximal  diaphysis 
was  displaced  anteriorly  well  away  from  the  con- 
cavity of  the  cartilagenous  cap.  With  the  femur 
flexed  in  90  degrees,  the  diaphysis  was  “rocked” 
back  into  close  although  unstable  apposition  with 
the  epiphysis.  When  the  flexed  thigh  was  abduc- 
ted through  an  arc  of  45  degrees,  the  fragments  ap- 
peared more  stably  apposed.  In  view  of  these 
experimental  findings  the  first  reduction  of  the 
separation  in  our  patient  (Case  1)  was  abandoned 
and  changed  to  one  wherein  the  femur  was  main- 
tained in  90  degrees  flexion  and  40  degrees  abduc- 
tion for  a period  of  six  weeks. 

Comment 

Pfeiffer,  quoted  by  Kennedy,  divided  cases  of 
traumatic  separation  of  the  femoral  epiphysis 
into  two  groups : (1)  those  with  mild  displacement 
of  the  proximal  end  of  the  femoral  diaphysis  and 
(2)  those  classified  as  “severe”  that  showed  the 
diaphysis  displaced  above  the  Y fissure  of  the 
acetabulum,  and  sometimes  even  above  the  rim 
of  the  acetabulum.3  Kennedy  states  that  the 
prognosis  is  rather  poor  when  the  initial  trauma 
and  displacement  have  been  “severe.” 

The  forceful  manipulations  attending  breech 
delivery  are  prone  to  cause  injury  to  the  skeletal 
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Fig.  6.  Note  widening  of  space  between  femoral 
diaphysis  and  acetabulum. 


structure.  Of  these  injuries,  separation  of  the 
proximal  epiphysis  of  the  femur  is  one  of  the 
more  uncommon.  In  the  cases  so  far  reported, 
including  our  Case  2,  only  two  instances  of  this 
injury  during  vertex  delivery  have  occurred.  The 
mechanism  of  this  injury  during  vertex  delivery 
remains  to  be  explained. 

The  injury  inflicted  on  the  epiphyseal  juncture 
may  result  in  any  degree  of  separation  from  mild 
to  complete.  Those  with  mild  separation  prob- 
ably recover  with  little  or  no  growth  or  functional 
defect.  Those  with  major  or  complete  separation 
may  be  diagnosed  early  from  the  following:  (1) 
history  of  breech  extraction,  (2)  the  clinical  find- 
ings of  disuse  of  the  limb  with  pronounced  swell- 
ing and  ecchymosis  of  the  thigh,  (3)  a soft  but 
perceptible  crepitus  on  gentle  passive  movement 
of  the  hip,  and  (4)  the  x-ray  findings  of  a widened 
space  between  the  upper  femoral  diaphysis  and 
acetabulum,  upper  displacement  of  the  shaft, 
and  normal  acetabular  contour.  The  x-ray  find- 
ing of  an  early  periosteal  callus  during  the  period 
from  the  tenth  to  twenty-first  day  after  injury  is 
confirmatory  evidence  of  the  condition.  The  end 
results  in  those  cases  with  complete  displacement 
are  dependent  in  part  on  early  recognition  and 
proper  management.  However,  this  may  possi- 
bly be  influenced  also  by  late  changes  brought 
about  by  disturbances  of  growth  and  circulation. 
The  maximum  period  of  follow-up  in  the  cases 
heretofore  reported  is  only  two  years.  The  re- 
corded results  range  from  re-establishment  of 
normal  femur  to  severe  deformity.  Premature 
appearance  of  the  ossification  center  in  the  af- 
fected femoral  head,  with  narrowing  of  the 
epiphyseal  line,  may  be  considered  an  implied 


Fig.  7.  Ossifying  subperiosteal  hematoma  on  the 
twenty-fifth  day. 


threat  in  growth  disturbance  that  may  later  result 
in  degenerative  joint  changes.  In  the  reported 
“severe”  cases,  the  pattern  of  deformity  which 
most  constantly  develops  is  one  of  coxa  vara. 
In  our  two  cases,  the  satisfactory  maturation  and 
remodeling  that  are  thus  far  apparent  gives 
promise  of  a good  ultimate  recovery,  although  the 
end  result  in  these  or  any  similar  case  can  be 
estimated  only  after  the  influence  of  growth  has 
ceased. 

The  most  common  mode  of  treatment  has  been 
immobilization  in  flexion  and  abduction.  Trac- 
tion has  been  applied  to  the  extended  femur. 
However,  there  is  no  agreement  on  choice  of 
treatment.  The  malunion  and  abduction  which 
occurred  in  Case  1 as  the  result  of  positioning  of 
the  femur  in  90  degrees  of  flexion  and  40  degrees 
of  abduction  suggest  that  in  early  cases  a better 
method  of  treatment  may  be  suspension  in  Bry- 
ant’s overhead  traction.  By  this  method  apposi- 
tion of  the  fragments  may  be  achieved  by  flexion 
and  alignment  by  vertical  pull.  Immobilization 
after  the  third  week  should  be  continued  in  a 
splint  or  plaster  spica  until  the  sixth  week.  In 
those  first  diagnosed  in  the  second  or  third  week, 
traction  has  little  to  offer,  and  treatment  should 
consist  of  immobilization  in  plaster  until  the 
sixth  week. 

Summary 

1.  Two  cases  of  traumatic  separation  of  the 
proximal  femoral  epiphysis  in  the  newborn  are 
presented. 

2.  This  injury  most  commonly  occurs  during 
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Fig.  8.  Final  film,  anteroposterior  view,  age  two 
and  one-half  years. 


breech  delivery,  although  two  cases  are  known  to 
have  occurred  in  vertex  delivery,  one  of  which  is 
presented  here. 

3.  A possible  explanation  of  the  method  of 
production  of  the  injury  in  breech  deliveries  is 
discussed  as  demonstrated  by  traction  and  simul- 
taneous abduction  of  the  lower  extremity  of  a 
newborn  cadaver. 

4.  In  light  of  the  experience  with  the  first  case 
reported  here  and  on  the  cadaver,  a method  of 
treatment  by  Bryant’s  traction  is  suggested. 

5.  Although  the  cases  presented  here  give 
promise  of  a good  recovery,  final  evaluation  can 
only  be  obtained  after  the  influence  of  growth  has 
ceased. 
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Discussion 

R.  Plato  Schwartz,  M.D.,  Rochester. — The  paper, 
“Birth  Trauma  to  the  Proximal  Femur,”  by  Drs. 
Baron,  Egel,  and  Zuck,  provokes  awareness  of  a 
spectrum  of  interests  beginning  with  obstetrics  and 
ending  with  geriatrics. 

Awareness  of  this  fact  has  been  indicated  by  the 
authors.  They  are  to  be  commended  for  the  title  as 
quoted.  This  is  in  contrast  to  papers  already  pub- 
lished, such  as  “Traumatic  Separation  of  the  Upper 
Femoral  Epiphysis.”  Objection  is  found  to  the  lat- 
ter because  at  nine  months  of  age  on  the  day  of 


Fig.  9.  Final  film,  lateral  projection,  age  two  and 
one-half  years. 


birth,  the  proximal  end  of  the  femur  is  a mass  of 
cartilage  as  demonstrated. 

The  most  proximal  extremity  of  this  mass  of 
cartilage  is  the  precursor  of  the  femoral  epiphysis, 
epiphyseal  line,  and  the  adjacent  metaphysis  which 
constitutes  the  femoral  neck  and  most  laterally  the 
greater  trochanter.  But  at  birth  the  form  and 
dimensions  of  these  respective  levels  of  the  proximal 
end  of  the  femur  are  not  proportionately  expressed 
in  the  cartilaginous  mass  which  rests  upon  a convex 
dome  of  the  ossifying  shaft  or  diaphysis  beneath  it. 
It  is  from  this  convex  birth  line  between  bone  and 
cartilage  that  ossification  spreads  proximally  to 
participate  in  forming  two  epiphyseal  lines,  one  for 
the  greater  trochanter,  the  other  for  the  capital 
femoral  epiphysis. 

At  birth  the  joint  capsule  merges  into  the  thick 
perichondrium  which  extends  distally  to  become  the 
periosteum  beyond  the  level  of  convex  dome  of  can- 
cellous bone  on  which  rests  the  cartilaginous  proxi- 
mal end  of  the  femur. 

Birth  trauma  to  the  proximal  femur  within  the 
scope  defined  by  the  authors  means  disruption  of  the 
continuity  of  the  proximal  end  of  the  femur  by 
force.  Such  interruption  of  continuity  could  occur 
at  one  of  three  levels:  (1)  through  the  cartilaginous 
unit  on  the  proximal  end,  (2)  through  the  proximal 
end  of  the  cancellous  bone  of  the  diaphysis,  or  (3)  at 
the  level  where  the  cartilaginous  mass  joins  the  con- 
vex dome  of  cancellous  diaphyseal  bone.  Forceful 
separation  of  cartilage  from  bone  at  this  level  could 
most  rationally  account  for  all  the  clinical  and 
roentgenographic  observations  on  the  second  patient 
reported  by  the  authors. 

On  February  11,  1948,  the  soft  tissue  shadows  of 
the  right  thigh  and  lateral  displacement  of  the 
proximal  end  of  the  diaphysis  of  the  femur  were 
notable  abnormalities.  On  March  3,  characteristics 
of  the  subperiosteal  shadow  surrounding  the  proxi- 
mal three  fourths  of  the  diaphysis  were  evidence  of 
periosteal  separation  provoking  hemorrhage  when 
trauma  separated  the  cartilage  from  its  relationship 
to  underlying  bone.  On  November  11,  1950,  two 
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years  and  nine  months  after  birth,  the  x-ray  nega- 
tives revealed  gross  developmental  abnormalities  in 
the  epiphysis,  epiphyseal  line,  neck,  greater  tro- 
chanter area,  and  adjacent  distal  structures  without 
abnormal  relationships  between  the  epiphysis  and 
acetabulum. 

This  combination  of  developmental  defects  at  less 
than  three  years  after  birth  fosters  the  conclusion 
that  trauma  at  birth  provoked  gross  displacement  of 
the  proximal  femoral  cartilage  from  the  convex 
dome  of  underlying  cancellous  bone  of  the  diaphysis. 
This  was  accompanied  by  a loss  in  blood  supply 
from  primary  and  secondary  causes  to  specific  areas 
of  the  proximal  femoral  cartilage. 

The  first  case  reported  by  the  authors  indicates 
that  severe  displacements  may  occur  without  irrep- 
arable damage  to  the  blood  supply  of  the  proximal 
cartilage.  From  each  of  these  reported  cases  it  is 
also  evident  that  a period  of  two  to  three  years  is 
required  to  determine  the  presence  or  absence  of 


significant  disturbance  in  development  of  the  normal 
design  of  the  proximal  end  of  the  femur. 

The  authors  are  to  be  commended  for  their  in- 
vestigation of  position  as  related  to  treatment.  It 
would  seem  that  initial  90-degree  flexion  at  hip  and 
knee  in  Bryant’s  position  with  slight  traction  would 
be  indicated  immediately  following  such  injuries. 
The  characteristics  of  the  level  of  separation  would 
argue  in  favor  of  a neutral  position  as  related  to 
abduction,  adduction,  or  rotation  in  either  direction. 
From  here  on  the  outcome  is  dependent  upon  the 
restoration  of  blood  supply  as  required  for  normal 
development  of  the  femoral  neck  and  head  and 
greater  and  lesser  trochanter.  It  is  agreeable  to  note 
the  remarkable  remodeling  of  bone  and  the  func- 
tional normalcy  reported  in  these  two  patients. 
We  should  be  grateful  to  Drs.  Baron,  Egel,  and  Zuck 
for  bringing  this  subject  to  our  attention.  It  is 
hoped  that  they  will  be  able  to  follow  these  patients 
on  a long-term  basis. 
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CINEANGIOCARDIOGRAPHY  AS  A DIAGNOSTIC  AID  IN 
CONGENITAL  HEART  DISEASE 

Richard  S.  Meltzer,  M.D.,  James  S.  Watson,  M.D.,  Edwin  S.  Olsan,  M.D.,  and 
Sydney  Weinberg,*  Rochester,  New  York 

( From  the  University  of  Rochester,  School  of  Medicine  and  Dentistry,  and  the  Strong  Memorial  Hospital) 


CINEFLUOROGRAPHY  is  a method  of  mak- 
ing a motion  picture  record  of  the  x-ray  image 
on  a fluorescent  screen.  It  is  referred  to  as  the 
indirect  method  as  compared  to  the  direct  method 
of  x-ray  film  in  a cassette.  The  possibility  of 
cinefluorography  being  a procedure  of  consider- 
able diagnostic  importance  has  appealed  to  radiol- 
ogists and  others  for  more  than  thirty  years. 

The  apparatus  at  Strong  Memorial  Hospital 
was  first  put  into  operation  about  four  years  ago. 
It  consists  of  a 35-mm.  Bell  and  Howell  camera 
with  a synchronous  drive  mechanism.  Because 
of  the  low  level  of  illumination  on  the  fluorescent 
screen,  lenses  of  wide  aperture  are  required.  We 
use  a Zeiss  f/0.85  lens  which  is  about  30  times 
faster  than  the  lens  on  the  conventional  news- 
paperman’s graphic.  A synchronized  gear  mech- 
anism allows  for  a choice  of  film  speeds  in  sub- 
multiples of  60.  For  slow  motion  effect,  the 
camera  is  run  at  60  frames  per  second.  The 
other  speeds  are  30,  15,  and  71/2  frames  per 
second. 

The  camera  is  synchronized  with  the  60-cycle 
current  so  that  the  shutter  is  open  at  the  peak  of 
each  x-ray  impulse  as  it  occurs  on  the  fluorescent 
screen.  Unless  this  synchronization  is  in  near 
perfect  phase  with  the  60-cycle  current,  uneven 
exposure  results  and  the  projected  image  will 
flicker. 

During  film  transport  time  or  during  the  time 
the  camera  shutter  is  closed,  the  x-ray  beam  is  cut 
off  so  that  the  patient  is  exposed  to  the  x-rays 
only  during  the  actual  exposure  of  the  film.  This 
is  accomplished  by  an  electronic  contacter  which 
makes  and  breaks  the  line  to  the  x-ray  generator 
in  three-millionths  of  a second.  Total  exposure 
to  the  patient  (at  the  skin)  varies  between  25 
and  50  r for  angiograms. 

At  60  frames  per  second,  each  frame  of  the  mo- 
tion picture  film  receives  one  impulse  from  the 
x-ray  tube.  At  30  frames  per  second,  each  frame 
receives  two  impulses  and  at  15  and  7V2  frames, 
four  and  eight  impulses,  respectively. 


* By  invitation. 
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The  35-mm.  film  used  is  Eastman  Linagraph 
Ortho.  Processing  is  by  the  rack  and  tank 
method  in  rapid  x-ray  developer.  All  negatives 
are  optically  reduced  to  the  universal  16-mm. 
size.  Contrast  can  be  controlled  in  the  printing 
procedure.  The  action  can  be  slowed  down  by 
double  printing,  and  certain  sections  can  be 
emphasized  by  repeat  printing. 

The  patient  is  placed  behind  the  fluoroscopic 
screen  in  either  the  anteroposterior  or  oblique 
position  as  the  diagnosis  warrants.  Seventy  per 
cent  Diodrast,  approximately  1 cc.  per  Kg.,  is 
injected  into  an  arm  vein,  preferably  an  ante- 
cubital  vein.  The  patient  is  given  cortisone  the 
night  before  and  the  morning  of  the  procedure  and 
is  usually  sedated  with  demerol  before  the  needle 
is  inserted.  A small  amount  of  dye  is  injected  in- 
travenously as  a test  dose  before  the  calculated 
amount  is  administered. 

Case  Reports 

Case  1. — J.  C.  was  a four-year-old  male  with  a 
history  of  cyanosis  and  dyspnea  since  shortly  after 
birth.  Development  was  slow,  and  the  presence  of 
clubbing  of  the  fingers  and  toes  had  been  noticed 
for  some  time.  Physical  examination  revealed  a 
small,  underdeveloped  child  with  severe  cyanosis 
increased  markedly  by  crying.  There  was  con- 
spicuous clubbing  noted.  There  were  no  murmurs 
heard  by  auscultation  or  phonocardiograms.  Elec- 
trocardiogram showed  left  axis  deviation. 

Cineangiocardiography  was  done  in  20-degree  left 
anterior  oblique  position.  During  the  first  ventricu- 
lar systole  after  contrast  filling  of  the  right  atrium, 
a narrow  stream  of  dye  arched  from  right  to  left 
heart.  The  shunt  was  again  seen  during  the  second 
systole,  persisting  into  the  second  diastole.  Imme- 
diately afterward  another  stream  from  a lower  level 
of  the  right  heart  ran  more  steeply  upward  and  also 
to  the  left.  In  the  meantime,  the  left  heart  had  been 
growing  more  opaque.  At  the  fourth  systole,  dye 
appeared  for  the  first  time  in  the  abnormally  small 
pulmonary  artery  and  also  in  the  aortic  arch.  Opaci- 
fication of  these  vessels  persisted  as  long  as  there  was 
contrast  blood  in  the  left  heart.  The  impression  was 
underdeveloped  right  ventricle,  interauricular  septal 
defect,  and  functional  pulmonary  stenosis.  The  ab- 
normally small  pulmonary  artery  evidently  received 
blood  from  the  left  ventricle. 

Case  2. — K.  M.  was  a two  and  one-half-year-old 
female  with  a history  of  cyanosis  and  a heart  mur- 
mur since  the  age  of  two  months.  The  cyanosis  was 
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accentuated  by  activity  and  crying.  She  had  been 
noted  to  assume  a squatting  position  when  fatigued. 
The  physical  examination  revealed  a small  female 
with  moderate  cyanosis  and  slight  clubbing  of  the 
fingers  and  toes.  A very  loud,  harsh  systolic  mur- 
mur was  heard  all  over  the  precordium  but  best  at 
the  third  left  interspace  associated  with  a thrill  in 
this  area. 

Cineangiocardiography  was  done  in  25  and  45- 
degree  right  posterior  oblique  positions.  The  first 
ventricular  systole  after  contrast  filling  of  the  heart 
caused  opacification  of  the  pulmonary  artery.  Both 
the  pulmonary  artery  and  the  conus  were  abnor- 
mally small,  indicating  infundibular  stenosis.  The 
same  systole  caused  contrast  blood  to  spurt  up  the 
overriding  aorta.  During  subsequent  diastole,  con- 
trast blood  was  seen  to  pass  through  an  interven- 
tricular septal  defect  into  the  left  ventricle.  An  in- 
teresting feature  was  the  ring  shape  assumed  by  the 
contrast  media  entering  the  left  ventricle  during  the 
second  and  third  diastoles.  This  was  thought  to  be 
the  result  of  simultaneous  entrance  into  the  ventricle 
of  noncontrast  blood  through  the  mitral  valve.  The 
impression  was  tetralogy  of  Fallot  with  extreme 
dextroposition  of  the  aorta. 

Case  8. — R.  L.  was  a three-month-old  baby  with  a 
history  of  cyanosis  from  birth.  The  baby  showed 
progressive  cyanosis  and  respiratory  distress.  The 
physical  examination  showed  a markedly  cyanotic 
infant  somewhat  retarded  in  growth.  The  heart  was 
enlarged  to  percussion,  and  a loud  systolic  murmur 
was  heard  all  over  the  precordium. 

Cineangiocardiography  was  done  in  65-degree 
right  posterior  oblique  position.  Immediately  fol- 
lowing the  appearance  of  contrast  blood  in  the  right 
heart,  there  was  filling  of  the  aorta  and  of  the  left 
ventricle  through  an  interventricular  septal  defect 
with  right  to  left  shunt.  The  pulmonary  artery 
apparently  was  extremely  stenotic. 

This  patient  expired  a few  days  after  the  angio- 
cardiogram, and  postmortem  examination  showed 
an  overriding  aorta,  an  interventricular  septal  de- 
fect, and  absence  of  the  pulmonary  valve  with  the 
pulmonary  arteries  arising  from  a partially  atretic 
ductus  arteriosus. 

Case  4. — W.  S.  was  a fourteen-year-old  male  who 
was  found  to  have  a heart  murmur  at  the  age  of  nine 
years.  During  the  past  year,  he  had  noted  that  his 
lower  extremities  became  cold  easily.  Physical 
examination  revealed  a poorly  nourished  and  de- 
veloped male  with  a blood  pressure  of  150/100  in  the 
upper  extremities,  a blood  pressure  of  90/?  in  the 
left  leg,  and  an  unobtainable  blood  pressure  in  his 
right  leg.  Pulsations  in  the  arteries  of  the  lower  ex- 
tremities were  barely  palpable.  The  heart  was  en- 
larged to  percussion,  and  a loud  systolic  and  an 
early  diastolic  murmur  were  heard  all  over  the  pre- 
cordium but  loudest  in  the  aortic  region  and  along 
the  left  sternal  border. 

Cineangiocardiography  was  done  in  the  25-degree 
left  anterior  oblique  position.  The  interventricular 
septum  bulged  to  the  right,  displaced  by  an  en- 
larged left  ventricle.  The  right  heart  and  pulmonary 
arteries  were  within  normal  limits.  At  the  seventh 
cardiac  systole  after  contrast  filling  of  the  right 


atrium,  the  left  heart  began  to  opacify.  No  evidence 
of  aortic  or  subaortic  stenosis  could  be  made  out. 
The  entire  ascending  aorta  together  with  the  arch 
and  its  branches  was  much  dilated  and  pulsated 
widely.  About  3 cm.  distal  to  the  origin  of  the  left 
subclavian  artery,  the  dorsal  aortic  arch  was  deeply 
notched,  turning  sharply  to  the  left  and  then  down- 
ward behind  the  left  ventricle.  The  segment  of  de- 
scending aorta  just  below  the  site  of  coarctation  was 
dilated  and  appeared  to  pulsate.  This  pulsation, 
however,  was  probably  transmitted.  The  impression 
was  coarctation  of  the  aorta,  adult  type. 

Case  5. — B.  H.  was  a three  and  one-half-year-old 
male  who  was  discovered  to  have  a right-sided  heart 
at  the  age  of  two  years.  He  was  said  to  become  blue 
when  crying.  He  was  mentally  and  physically  re- 
tarded. 

Physical  examination  revealed  a small,  poorly  de- 
veloped  child.  There  was  no  cyanosis.  The  heart 
sounds  were  on  the  right  with  a loud  blowing  systolic 
murmur  heard  all  over  the  precordium.  An  impulse 
could  be  seen  and  felt  in  the  third  and  fourth  right 
interspace. 

Cineangiocardiography  was  done  in  the  antero- 
posterior position.  The  heart  was  mostly  in  the 
right  chest.  However,  as  soon  as  the  dye  entered  the 
right  heart  and  pulmonary  artery,  the  chambers 
were  seen  to  be  arranged  as  one  would  expect  to  see 
them  in  a left  anterior  oblique  view  of  a normal 
patient.  In  other  words,  this  was  not  a true  dextro- 
cardia (mirror  image)  but  rather  an  example  of  in- 
complete rotation.  There  was  no  shunting  of  con- 
trast blood  from  right  to  left  heart,  but  there  seemed 
to  be  some  reflux  of  contrast  blood  from  the  left  to 
right  heart  through  an  interventricular  septal  de- 
fect. Unlike  the  other  chambers,  the  left  ventricle 
did  not  have  the  configuration  usually  seen  in  the 
left  anterior  oblique  view.  Instead  of  an  elongated 
tubular  structure,  an  indefinite  shadow  was  seen. 
The  impression  was  dextroposition  of  the  heart  due 
to  incomplete  (arrested)  cardiac  rotation  and  in- 
terventricular septal  defect. 

Case  6. — B.  S.  was  a sixteen-year-old  female  with  a 
history  of  cyanosis  since  the  age  of  four  months 
accompanied  by  frequent  attacks  of  unconscious- 
ness. The  child  had  a tendency  to  squat  when  tired. 
Physical  examination  revealed  a well-developed, 
thin  girl  with  obvious  cyanosis  and  clubbing  of  the 
fingers  and  toes.  The  heart  did  not  seem  enlarged 
to  percussion.  There  was  a loud  systolic  murmur, 
loudest  in  the  midstemal  line  in  the  third  inter- 
space. There  was  a faint  thrill  felt  over  the 
pulmonic  area.  The  second  pulmonary  sound  was 
barely  audible. 

Cineangiocardiography  was  done  in  the  right  pos- 
terior oblique  position.  The  contrast  medium  flowed 
slowly  but  steadily  down  the  superior  vena  cava. 
The  right  atrium  was  enlarged,  the  right  ventricle 
hypertrophic.  During  the  second  ventricular  systole 
after  right  atrial  contrast  filling,  dye  appeared  to 
pass  from  the  right  to  the  left  atrium  and  con- 
tinued to  do  so  for  several  seconds.  The  shunt 
occurred  at  a high  level  in  the  heart,  the  left  atrium 
filling  before  the  ventricle.  At  the  third  ventricular 
systole,  dye  appeared  simultaneously  in  the  over- 
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riding  aorta  and  in  the  pulmonary  artery.  The 
latter  was  considerably  dilated  but  did  not  opacify  as 
rapidly  as  the  aorta,  giving  the  impression  of  stenosis 
of  the  right  ventricular  outflow  tract  with  post- 
stenotic dilatation.  In  spite  of  vigorous  pulsations 
of  the  main  branches  of  the  pulmonary  artery,  the 
root  vessels  had  a starved  appearance,  being  small 
and  showing  little  pulsation.  The  pulmonary  artery 
opacification  was  prolonged.  The  impression  was  as 
l follows:  The  picture  varies  somewhat  from  the 
typical  tetralogy.  There  is  an  overriding  aorta, 
pulmonic  stenosis  with  poststenotic  dilatation,  inter- 
auricular  septal  defect,  interventricular  septal  de- 
fect, and  probably  a patent  ductus  arteriosus. 

Case  7. — R.  M.  was  a three-year-old  male  known 
to  have  cyanosis  and  a heart  murmur  since  birth. 
Physical  examination  revealed  an  underdeveloped, 
cyanotic  child  with  clubbing  of  fingers  and  toes. 

! The  heart  was  enlarged,  and  a loud  systolic  murmur 
j was  heard  best  along  the  left  sternal  border. 

Cineangiocardiography  was  done  in  the  25-degree 
I left  anterior  oblique  position.  There  was  immediate 
passage  of  contrast  blood  from  the  right  to  left 
atrium  through  a large  interauricular  septal  defect. 
At  the  third  systole  following  atrial  filling,  the  pul- 
I monary  artery  and  aorta  opacified  simultaneously. 

| The  left  ventricle  was  enlarged.  The  pulmonary  ar- 
I tery  appeared  relatively  small,  but  the  left  branch  was 
of  normal  size.  The  impression  was  underdeveloped 
right  ventricle,  large  interauricular  septal  defect, 
and  relatively  small  pulmonary  artery. 

Case  8. — R.  K.  was  an  eleven-year-old  male  who 
had  been  completely  asymptomatic.  Physical  ex- 
amination revealed  an  enlarged  heart  with  a very 
loud  systolic  murmur  heard  best  in  the  third  left 
interspace. 


Cineangiocardiography  was  done  in  40-degree  left 
anterior  oblique  position.  The  right  ventricle 
appeared  hypertrophic  with  large  stroke  volume. 
The  pulmonary  artery  and  branches  were  much 
dilated  in  relation  to  the  aorta.  The  interventricular 
septum  was  not  clearly  outlined  because  of  faulty 
positioning.  However,  there  was  continued  opacifi- 
cation of  the  right  ventricle  and  the  pulmonary 
artery  at  a late  stage  in  the  film  record.  The  im- 
pression was  interventricular  septal  defect. 

Comment 

The  advantages  offered  by  this  method  are  as 
follows:  It  provides  a permanent  record  which 
can  be  studied  at  leisure  and  by  a large  number  of 
diagnosticians  at  the  same  time.  Frequently 
the  dynamics  of  motion  reveal  what  may  not  be 
obvious  in  the  static  film.  For  routine  studies 
there  is  the  advantage  of  no  necessity  for  the  long 
adaptation  period. 

In  the  case  of  opaque  dye  injections,  the  ad- 
vantage lies  mainly  in  the  repetition  of  the  se- 
quence over  a period  of  several  minutes  so  that 
various  points  in  the  complete  cycle  may  be 
studied  in  detail. 

The  weak  point  in  cinefluorography  as  com- 
pared to  the  conventional  static  film  is  lack  of 
desirable  detail  and  resolution.  Frequently 
what  is  lost  through  lack  of  detail  is  compensated 
for  by  what  is  brought  out  by  the  moving  image. 

At  present,  we  are  building  a 70-mm.  motion 
picture  camera  to  operate  at  15  frames  per  second. 
This  will  give  detail  comparable  to  that  of  the 
mini-chest  film. 


PENICILLIN  PROPHYLAXIS  IN  OPHTHALMIA  NEONATORUM 
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The  author  is  strongly  of  the  opinion  that  silver 
nitrate  should  be  completely  eliminated  in  preven- 
tion of  ophthalmia  neonatorum  on  the  grounds  that 
it  is  ineffective,  potentially  dangerous,  and  because 
it  can  be  supplanted  by  less  dangerous  methods. 
He  cites  a paper  by  James  A.  Allen  of  Iowa  City 
presented  before  the  1949  A.M.A.  convention  which 
stated  that  silver  nitrate  caused  chemical  conjunc- 
tivitis wherever  it  was  used.  In  a brief  survey  of 
the  literature  he  summarizes  evidence  indicating 
that  penicillin  is  the  prophylactic  of  choice.  He 
cites  Sacks-Wilner,  who  says  that  in  the  last  two 
years  in  his  experience  at  Trenton,  New  Jersey,  no 
cases  of  ophthalmia  neonatorum  have  resulted  where 
penicillin  ointment,  100,000  units  per  Gm.,  was  used 
in  the  eyes  of  the  newborn.  Lehrfeld  proposes  that 
“nothing  be  placed  in  the  eyes  of  the  newborn  and 
that  all  mothers  suspected  of  having  gonorrhea  at 
the  time  of  delivery  be  given  an  ample  quantity  of 


penicillin  or  other  effective  antibiotic  to  combat  any 
possibility  of  gonorrheal  infection  in  the  eyes  of  the 
newborn.”  If  a prophylactic  injection  cannot  be 
given,  however,  he  feels  that  in  such  cases  penicillin 
should  be  put  in  the  eyes  of  the  newborn.  Since 
the  gonorrheal  infection  is  in  the  birth  canal,  he 
thinks  putting  silver  nitrate  in  the  eyes  of  children 
delivered  by  cesarean  section  to  be  particularly 
baseless. 

The  author  believes  that  the  most  serious  objec- 
tion to  silver  nitrate  is  the  damage  caused  by  its 
mistaken  use  in  concentrations  of  5 to  20  per  cent 
instead  of  1 per  cent.  A personal  survey  conducted 
by  him  among  85  physicians  resulted  in  17  replies 
stating  that  they  had  seen  or  had  knowledge  of  one 
or  more  cases  of  blindness  or  eye  damage  resulting 
from  mistaken  use  of  silver  nitrate  in  damaging  con- 
centrations.— Louis  Lehrfeld,  M.D.,  Eye,  Ear,  Nose 
and  Throat  Monthly,  July,  1951 
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POSTURAL  ABNORMALITIES  OF  THE  SPINE  AND  LOWER 
EXTREMITIES  IN  YOUNG  CHILDREN 

M.  Beckett  Howorth,  M.D.,  New  York  City 

{From  the  Postgraduate  Medical  School  of  the  New  York  University-Bellevue  Medical  Center) 


THE  posture  in  utero  is  primarily  one  of 
flexion,  the  spine,  elbows,  hips,  knees,  and 
ankles  being  usually  in  full  flexion.  Often  the 
legs  are  internally  rotated,  and  the  feet  may  be 
inverted,  with  the  forefeet  adducted.  Sometimes 
one  or  both  legs  are  externally  rotated,  and  the 
feet  everted.  Occasionally  the  hip  is  held  in 
internal  or  external  rotation.  Sometimes  the 
position  of  the  two  lower  extremities  is  opposite 
rather  than  symmetric.  The  upper  extremities 
are  less  often  subject  to  positional  variations. 
Little  is  known  about  what  determines  unusual 
positions  in  utero,  whether  the  factors  are  largely 
intrinsic  in  the  fetus  or  whether  mechanical  forces 
outside  the  fetus  are  responsible.  This  subject 
offers  a fertile  field  for  careful  observation  and 
study,  especially  by  the  obstetrician  and  others 
who  have  an  opportunity  to  see  the  position  of 
the  fetus  before  birth. 

Variations  in  the  posture  of  the  newborn  or 
young  infant  are  much  more  easily  observed  but 
often  not  recognized.  The  newborn  promptly 
begins  to  unfold  from  his  posture  of  flexion.  At 
birth  the  hips  and  knees  cannot  be  fully  extended, 
and  the  head  and  trunk  slump  forward.  Gradu- 
ally during  the  first  year  of  life  the  head  is  held 
up,  an  arch  develops  in  the  lumbar  spine,  the 
hips  and  knees  can  be  straightened,  and  evidence 
of  an  arch  appears  in  the  feet.  The  infant 
learns  in  succession  to  roll  over,  sit  up,  creep, 
stand,  pull  himself  up  and  down,  and  finally  walk 
with  support.  Walking  and  running  develop  al- 
most simultaneously  early  in  the  second  year,  at 
first  with  the  hips  and  knees  flexed  and  the  legs 
apart  and  the  arms  elevated  for  balance. 

An  internal  or  external  twist  of  the  leg 
on  the  thigh  is  called  internal  or  external 
torsion.  The  twist  may  occur  in  the  knee  joint 
or  in  the  shafts  of  the  tibia  and  fibula.  Con- 
tracture of  the  biceps  muscle  or  the  cruciate 
ligaments,  knock  knee,  or  weak  arches  favor 
external  torsion.  Contracture  of  the  medial 
hamstrings,  bow  legs,  or  a varus  foot  tend  to 
result  in  internal  torsion,  but  internal  torsion  is 
strongly  resisted  at  the  knee  by  the  winding 
up  of  the  cruciate  ligaments  (Figs.  1 and  2). 
If  there  is  external  torsion,  the  ankle  faces  out- 
ward in  relation  to  the  knee,  and  external 
rotation  of  the  leg  with  the  knee  flexed  is  ex- 
aggerated (as  much  as  90  degrees),  whereas  in- 
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Fig.  1.  Congenital  equinovarus  club  foot  with 
internal  torsion  of  tibia.  The  ankle  is  directed  in- 
ward in  relation  to  the  knee  and  cannot  be  rotated 
outward.  The  torsion  is  independent  of  the  de- 
formity of  the  foot,  although  the  etiology  is  the 
same.  Often  the  deformity  of  the  foot  is  corrected, 
but  the  torsion  is  not  corrected,  causing  intoeing  and 
a tendency  to  recurrence. 


Fig.  2.  (A)  Internal  torsion  of  tibiae.  The  right  I 

leg  is  also  bowed  (varus),  and  there  is  a compen-  j 
satory  pronation  of  the  foot.  The  left  forefoot  is  < 
slightly  adducted  (metatarsus  adductus). 

(B)  Bow  legs  with  internal  tibial  torsion  and  1 
metatarsus  adductus;  the  gait  is  intoeing. 

ternal  rotation  is  limited  or  absent.  The  re-  j 
verse  is  true  with  internal  torsion.  If  the  I 
defonnity  occurs  in  the  shafts  of  the  bone,  the  j 
tibial  tuberosity  and  the  head  of  the  libula  are  fl 
in  normal  relation  to  the  patella  and  the  condyles  ■ 
of  the  femur.  If  the  deformity  is  in  the  knee  j 
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joint,  the  relationship  of  these  landmarks  is 
correspondingly  disturbed. 

At  birth  the  internal  rotation  of  the  leg  is 
usually  greater  than  the  external  rotation,  al- 
though there  is  considerable  variation  depending 
on  the  evolution  of  the  fetal  position,  and  the 
rotations  of  both  legs  are  often  not  symmetric 
(Fig.  3).  The  amount  of  torsion  may  be  judged 
by  measuring  the  internal  and  the  external 
rotation  of  the  ankle  in  relation  to  the  knee  and 
comparing  the  measurements  with  the  normal 
for  that  age. 

It  is  common  for  the  legs  of  the  infant  to  be 
rotated  inward  on  the  thighs.  This  position 
is  usually  maintained  in  the  prone  sleeping  posi- 
tion. When  such  an  infant  starts  to  walk, 
he  usually  toes  in,  even  with  weak  arches,  and 
may  tend  to  trip  against  the  opposite  leg.  In- 
ternal rotation  becomes  less  as  the  infantile 
bowing  diminishes,  and  external  rotation  may 
subsequently  develop  with  knock  knees  and 
weak  arches.  Internal  torsion  of  the  legs  is 
usually  a concomitant  feature  of  equinovarus 
club  foot.  External  rotation  or  torsion  of  the 
legs  is  often  seen  in  spastic  paralysis  or  polio- 
myelitis when  the  biceps  is  stronger  than  the 
medial  hamstrings;  the  reverse  may  also  be 
seen. 

Treatment  of  torsion  of  the  legs  depends 
upon  the  age  of  the  child  and  the  cause  of  the 
deformity.  If  the  sleeping  position  maintains 
the  deformity,  the  infant  should  be  taught  to 
sleep  on  his  side  or  back.  Similarly,  the  sitting 
position  should  be  corrected.  The  legs  should 
be  stretched  manually  against  the  deformity 
with  the  knees  flexed,  gently  but  repeatedly. 
If  the  leg  is  externally  rotated  in  walking,  an 
inner  heel  wedge  and  a rubber  arch  support  are 
used;  sometimes  a Thomas  heel  is  desirable. 
Spiral  twisters,  extending  from  a pelvic  band  to 
the  shoe,  are  sometimes  helpful  but  difficult  to 
keep  adjusted  and  effective.  If  there  is  in- 
ternal torsion,  an  outer  sole  wedge  or  an  out-toed 
shoe  may  be  used  if  the  arch  is  strong;  if  the 
arch  is  weak,  the  shoe  should  not  be  altered  ex- 
cept that  a rubber  arch  may  be  desirable.  When 
muscle  imbalance  is  present,  the  weaker  muscles 
should  be  exercised,  if  possible,  and  the  stronger 
ones  stretched.  Occasional ly,  osteotomy  for 
the  correction  of  torsion  is  advisable. 

An  anterior  twist  of  the  head  and  neck  of  the 
femur  in  relation  to  the  femoral  condyles  and 
the  patella  is  called  anteversion  or  anterior  tor- 
sion. There  is  a normal  anterior  angle  of  about 
15  degrees  between  the  neck  and  shaft  of  the 
femur  in  the  adult;  the  angle  in  the  normal  in- 
fant is  20  to  30  degrees.  The  angle  may  be 
considerably  exaggerated  in  congenital  dislo- 


r Fig.  3.  Child  is  standing  with  hips  in  external 
rotation,  causing  knees  to  point  outward;  this  may 
be  the  result  of  limitation  of  internal  rotation  at  the 
hips.  The  ankles  are  turned  outward  less  than  the 
knees,  indicating  an  internal  torsion  of  the  legs.  The 
feet  are  moderately  pronated  and  the  arches  relaxed. 
There  is  slight  knock  knee. 


cation  of  the  hip;  otherwise,  the  angle  is  rarely 
of  any  clinical  importance. 

Contracture  of  the  posterior  ligaments  of  the 
hip  with  relaxation  of  the  anterior  ligaments 
results  in  limited  internal  rotation  and  exag- 
gerated external  rotation  and  vice  versa.  The 
amount  of  anteversion  and  the  rotary  motions  at 
birth  depend  upon  the  process  of  evolution  in  the 
fetus  and  the  fetal  position  of  the  extremities. 
There  is  considerable  variation  in  the  relative 
amount  of  external  and  internal  rotation  of  the 
hips  of  infants,  and  there  may  be  differences 
between  the  two  hips.  There  is  less  variation  in 
the  rotations  of  the  adult  hip,  external  rotation 
usually  measuring  about  60  degrees,  internal  ro- 
tation 40  degrees.  An  internal  or  external  con- 
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Fig.  4.  Bow  legs  occurring  at  upper  tibia,  cor- 
rected by  osteotomy  at  this  site.  There  was  com- 
pensatory pronation  of  the  feet  with  strain  on  the 
arches  as  well  as  the  knees  before  the  deformity  was 
corrected. 

tracture  or  relaxation  is  commonly  duplicated 
in  the  prone  sleeping  position  of  the  infant. 
When  such  an  infant  starts  to  walk,  he  usually 
toes  in  or  out,  depending  upon  the  contracture. 
Internal  rotation  of  the  thighs  tends  to  cause  the 
knees  to  interfere  with  each  other  in  walking. 
Internal  rotation  of  the  legs  is  often  seen  in  spastic 
paralysis  due  to  overpull  of  the  internal  rotators 
and  adductors  and  may  be  seen  in  poliomyelitis 
with  similar  muscle  imbalance.  A rotation  de- 
formity of  the  femur  or  tibia  may  occur  as  the 
result  of  malposition  of  a fracture. 

Treatment  of  rotation  contracture  of  the  hip 
varies  with  the  cause  of  the  deformity  and  the 
age  of  the  patient.  The  sleeping  position  should 
be  corrected  if  it  is  a factor  in  maintaining  the 
deformity.  The  hips  may  be  stretched  manually 
against  the  deformity  both  in  flexion  and  in  ex- 
tension and  the  opposing  muscles  strengthened 
by  exercise.  Alterations  of  the  shoes  have  little 
or  no  effect.  Osteotomy  of  the  femur  is  hardly 
ever  necessary. 

Bow  legs  are  common  in  young  infants,  un- 
common later.  There  is  usually  slight  bowing  at 
birth  which  tends  to  disappear  in  the  second  or 
third  year  when  slight  knock  knee  often  develops. 
This  appears  to  be  a normal  cycle.  However,  in 
some  cases  the  bowing  is  more  marked  and  tends 
to  get  worse  rather  than  better.  Bow  legs  may 
be  associated  with  rickets,  scurvy,  osteogenesis 
imperfecta,  chondrodystrophy,  or  Blount-Barber 
disease.  Roentgenograms  are  helpful  in  differen- 


tial diagnosis.  In  most  instances  however,  no 
definite  disease  is  found,  the  deformity  being  the 
result  of  mechanical  forces.  Early  weight  bear- 
ing, especially  in  a heavy  child,  is  often  an  im- 
portant factor,  and  once  the  bowing  has  carried 
the  leg  significantly  out  of  line,  the  effect  of 
weight  bearing  is  too  great  for  spontaneous  cor- 
rection. Unilateral  bowing  is  usually  the  result 
of  damage  to  one  side  of  an  epiphysis,  as  by  in- 
fection or  traumatism. 

It  is  usually  easier  to  prevent  bow  legs  than  to 
cure  them,  although  deformity  due  to  rickets  or 
scurvy  usually  responds  rapidly  to  proper  treat- 
ment of  the  primary  disease.  Weight  reduction 
and  limited  weight  bearing  are  important  with  the 
ordinary  type  of  bow  legs.  Braces  and  splints 
have  little  or  no  value  but  tend  to  weaken  the 
ligaments  and  muscles.  There  is  usually  a com- 
pensatory pronation  of  the  feet,  especially  with 
bowing  of  the  lower  tibia,  so  that  outer  sole  or 
heel  wedges  are  apt  to  increase  the  strain  on  the 
arches  without  benefiting  the  bowing.  Gentle 
stretcliing  of  the  leg  against  the  deformity,  fre- 
quently repeated,  seems  to  be  helpful.  Again, 
bicycle  riding  is  recommended.  Osteotomy  is 
occasionally  desirable,  when  the  deformity  is 
severe  and  persistent  (Fig.  4).  Osteotomy  should 
not  be  done  in  the  presence  of  active  deforming 
disease,  such  as  refractory  rickets.  Bow  legs  are 
often  associated  with  internal  tibial  torsion. 

Anterior  bowing  of  the  tibiae  is  uncommon, 
usually  associated  with  disease  such  as  congenital 
syphilis,  rickets,  or  osteogenesis  imperfecta. 

Knock  knee  is  common  in  young  children  and 
is  usually  associated  with  and  aggravated  by 
general  relaxation  of  the  ligaments,  poor  posture, 
and  weak  arches.  The  deformity  occurs  as  an 
angulation  at  the  lower  femoral  or  upper  tibial 
epiphysis,  or  both,  and  is  the  result  of  mechanical 
forces  rather  than  disease.  However,  unilateral 
knock  knee  may  occur  because  of  damage  to  one  side 
of  an  epiphysis  (Fig.  5) . Knock  knee  is  often  asso- 
ciated with  external  torsion  of  the  tibia  and  is 
aggravated  by  external  rotation  of  the  femur  or 
ante  version.  Knock  knee  is  also  aggravated  by 
lying  prone  with  the  legs  in  internal  rotation  or  by 
sitting  with  the  legs  flexed  in  abduction  and  ex- 
ternal rotation.  It  is  characteristic  of  deforming 
osteochondrodystrophy  (Morquio’s  disease)  and 
familial  metaphyseal  dysplasia,  and  may  be  : 
seen  in  osteogenesis  imperfecta  or  spastic  paraly- 
sis of  a lower  extremity.  Knock  knee  occurs  in  ]j 
poliomyelitis  when  there  is  paralysis  of  the  medial 
hamstrings  with  a strong  biceps,  when  external  1 
rotation  of  the  leg  is  also  found. 

The  child  with  knock  knee  may  complain  of  ■ 
fatigue  and  leg  ache  with  disability  for  vigorous  j 
use  of  the  legs.  The  gait  is  either  scissors  or  l 
waddling. 
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Fig.  5.  Unilateral  knock  knee  with  external  tibial 
torsion.  There  is  compensatory  inversion  of  the 
foot  in  the  standing  position.  Osteotomy  was  re- 
quired for  correction  of  this  deformity.  Such  de- 
formity is  usually  due  to  damage  to  the  lateral  side 
of  the  lower  femoral  or  upper  tibial  epiphysis  by 
traumatism  or  infection. 


The  treatment  of  knock  knee  consists  of 
elimination  of  the  cause  when  possible,  correc- 
tion of  the  lying,  sitting,  and  standing  postures, 
the  use  of  strong  shoes  with  rubber  arch  supports 
and  inner  heel  wedges,  and  resistance  exercises 
for  the  medial  hamstrings  and  the  muscles  of  the 
arch.  Braces  are  likely  to  do  more  harm  than 
good.  Occasionally,  corrective  osteotomy  is  ad- 
visable. 

The  angle  between  the  head  and  neck  of  the 
femur  and  the  shaft  usually  measures  about  135 
degrees.  A variation  of  10  or  15  degrees  may  be 
considered  normal.  When  this  angle  is  definitely 
diminished,  it  is  called  coxa  vara;  if  the  angle  is 
materially  increased,  it  is  called  coxa  valga. 


Fig.  6.  Coxa  vara  due  to  suppurative  arthritis 
of  the  hip  in  infancy.  The  infection  had  caused 
considerable  damage  to  the  head  and  neck  of  the 
femur,  less  to  the  acetabulum.  The  neck-shaft 
angle  is  80  degrees.  This  deformity  can  be  cor- 
rected by  subtrochanteric  osteotomy,  which  also 
restores  some  of  the  lost  length  and  improves  the 
range  of  abduction. 


These  terms  designate  anatomic  deformities 
rather  than  specific  diseases.  Either  deformity 
may  arise  from  a variety  of  causes. 

Coxa  vara  is  sometimes  seen  as  a congenital 
deformity  of  unknown  origin,  occasionally  reach- 
ing an  angle  as  low  as  60  degrees.  It  is  one  of  the 
common  deformities  of  chondrodystrophy,  osteo- 
genesis imperfecta,  cretinism,  rickets,  scurvy,  in- 
fantile suppurative  arthritis,  coxa  plana,  and 
slipping  of  the  upper  femoral  epiphysis  in  adoles- 
cence (Fig.  6).  It  is  occasionally  seen  in  associa- 
tion with  congenital  dislocation  of  the  hip, 
spastic  paralysis,  poliomyelitis,  or  damage  to  the 
inferior  portion  of  the  epiphyseal  plate  by  trauma- 
tism or  infection.  When  the  capital  femoral 
epiphysis  is  not  securely  united  to  the  femoral 
neck,  the  tendency  of  muscle  pull  and  weight 
bearing  is  to  displace  the  neck  upward  in  relation 
to  the  head,  producing  coxa  vara.  The  effect  of 
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Fig.  7.  Short  right  leg  due  to  damage  to  upper 
tibial  epiphysis  in  childhood.  The  right  knee  is 
lower  than  the  left,  with  a drop  of  the  pelvis  on  the 
right  side  and  postural  scoliosis  in  the  standing 
position.  The  shortening  is  compensated  for  by 
standing  with  the  foot  in  equinus,  a high  heel  or  heel 
and  sole,  or  flexing  the  left  hip  and  knee.  Equality 
might  be  restored  by  an  exeresis  of  one  or  both  epi- 
physes at  the  knee  at  the  correct  age  or  by  shorten- 
ing the  left  tibia  after  growth  had  ceased.  Short- 
tening  the  femur  would  still  leave  the  knees  out  of 
line. 


coxa  vara  is  to  shorten  the  leg  and  diminish  ab- 
duction at  the  hip. 

Coxa  valga  is  rarely  seen  as  a congenital  de- 
formity but  may  develop  in  association  with  a 
subluxation  or  dislocation  of  the  hip,  apparently 
because  of  the  lack  of  pressure  against  the  roof  of 
the  acetabulum.  Coxa  valga  is  often  seen  with 
untreated  congenital  dislocation  of  the  hip  in 
older  children  and  with  dislocation  of  the  hip  due 
to  poliomyelitis.  Occasionally  coxa  valga  occurs 
as  the  result  of  damage  to  the  superior  portion  of 
the  growing  epiphyseal  plate  from  trauma  or  in- 
fection or  stimulation  of  the  opposite  side. 

The  treatment  of  coxa  vara  should  be  preven- 
tive when  possible,  as  with  rickets,  scurvy,  and 
slipping  of  the  upper  femoral  epiphysis.  The  de- 
formity may  be  at  least  partly  corrected  by  sub- 


trochanteric osteotomy  if  there  is  sufficient 
limitation  of  abduction  or  shortening  to  justify 
the  procedure.  The  treatment  of  coxa  valga  is 
essentially  preventive  since  correction  of  the 
deformity  is  rarely  indicated. 

Shortening  or  lengthening  of  one  extremity  re- 
sults in  faulty  standing  posture  with  a tilt  of  the 
pelvis  and  postural  scoliosis  (Fig.  7) . If  the  short- 
ening occurs  below  the  knee,  the  knee  joints  are 
at  different  levels  on  standing  and  walking.  Leg 
inequality  results  in  a strain  on  the  lumbo- 
sacral joint  as  well  as  a disturbance  in  the 
mechanics  of  walking.  Leg  shortening  is  the  re- 
sult of  damage  to  one  or  more  of  the  epiphyses  of 
the  lower  extremity,  usually  by  traumatism  or  in- 
fection, occasionally  by  a congenital  disturbance 
such  as  chondrodystrophy,  by  a tumor,  or  more 
commonly  by  congenital  dislocation  of  the  hip, 
poliomyelitis,  coxa  plana,  or  slipping  of  the  upper 
femoral  epiphysis.  Leg  lengthening  is  less 
common  than  shortening  and  is  usually  due  to 
stimulation  of  epiphyseal  growth  by  a vascular 
tumor  such  as  hemangioma  or  to  hemihyper- 
trophy. 

Leg  inequality  may  in  effect  be  corrected  par- 
tially or  completely  by  placing  the  foot  in  equinus 
or  by  flexing  the  knee  and  hip  on  the  long  side. 
Similarly,  correction  may  be  supplied  by  a built- 
up  heel,  heel  and  sole,  or  an  extension  brace.  Or- 
dinarily, a correction  of  much  more  than  an  inch 
is  heavy  and  awkward.  Leg  inequality  may  be 
corrected  in  growing  children  by  an  exeresis  of 
one  or  more  epiphyses  of  the  lower  extremity, 
provided  the  correct  age  is  chosen.  Other  methods 
of  retardation  and  stimulation  have  been  tried 
with  varying  success.  The  adult  femur  may  be 
shortened  by  osteotomy  with  overriding  or  re- 
moval of  a section  of  bone;  shortening  the  tibia  is 
more  difficult.  Bone  lengthening  is  apt  to  be 
quite  difficult  and  somewhat  dangerous. 

The  most  common  abnormality  of  the  musculo- 
skeletal system  in  childhood  is  general  relaxation 
or  elongation  of  the  ligaments,  involving  both 
upper  and  lower  extremities  and  spine.  The 
fingers  and  elbows  hyperextend  or  bend  back- 
wards, the  knees  hyperextend  and  rock  sideways, 
dorsiflexion  of  the  feet  is  exaggerated  (above  80 
degrees),  and  the  arches  are  relaxed  on  weight 
bearing.  Sometimes  the  shoulder  and  elbow  liga-  , 
ments  are  relaxed,  and  congenital  subluxation  or 
dislocation  of  the  hips  is  more  common  in  this 
type  of  child.  Often  knock  knee  is  present.  Such 
a child  is  structurally  under  par,  tires  easily,  can-  ; 
not  keep  up  at  play,  and  often  has  muscular  aches  ,c 

upon  going  to  bed.  The  cause  of  general  relaxa-  j 

tion  of  the  ligaments  is  not  known,  but  it  is  often 
made  worse  by  long  or  serious  illness,  malnutri- 
tion,  or  fatigue.  The  relaxed  knees  and  feet  are 
often  further  stretched  by  weight  bearing  with  , 
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soft  or  poorly  fitted  shoes,  such  as  sneakers,  bed- 
room slippers,  or  loafers.  This  type  of  child  is 
often  brought  to  the  physician  because  of  weak 
arches,  and  the  general  nature  of  the  condition  is 
not  recognized. 

Successful  treatment  requires  time,  patience, 
and  attention  to  the  whole  life  of  the  child.  He 
should  have  plenty  of  rest  by  day  as  well  as  at 
night  and  a diet  adequate  in  all  essentials.  The 
bed  should  be  firm  and  flat,  and  he  should  have  a 
chair  which  fits  and  supports  him  well  and  a table 
for  play.  The  shoes  should  be  well-fitted  and 
strong  with  leather  soles  and  supplied  with  sponge 
rubber  scaphoid  pads.  For  the  older  child,  a long 
counter  and  Thomas  heels  are  desirable  in  the 
more  severe  cases.  Steel  arch  supports  have  little 
or  no  value.  Inner  heel  wedges  are  helpful  in  re- 
ducing out-toeing  but  should  not  be  used  if  the 
child  toes  in.  Sole  wedges  are  of  no  benefit. 
Exercises  for  strengthening  the  muscles  of  the 
feet,  knees,  and  trunk  are  of  great  value,  es- 
pecially swimming,  bicycle  riding,  or  others  done 
without  weight  bearing. 

Poor  posture  is  quite  common  among  little 
children,  involving  the  feet  and  legs  as  well  as 
spine  and  trunk.  Poor  standing  posture  is 
characterized  by  a forward  movement  of  the 
pelvis  in  relation  to  the  legs  and  upper  trunk  with 
increased  lumbar  lordosis  and  forward  tilt  of  the 
pelvis  and  thoracic  round  back.  The  abdomen 
protrudes,  the  chest  flattens,  and  the  shoulders, 
head,  and  neck  are  thrust  forward.  The  knees 
may  be  flexed  or  in  recurvatum ; the  legs  are  often 
in  external  rotation,  sometimes  in  internal  rota- 
tion, and  the  feet  pro na ted.  The  height  is 
diminished,  and  the  body,  as  seen  from  the  side, 
forms  a long  S-curve.  Poor  sitting  posture  is 
usually  characterized  by  drooping  of  the  spine 
and  trunk  with  the  lumbar  and  thoracic  spine 
flexed,  the  pelvis  tilted  back,  the  abdomen  and 
chest  flattened  and  compressed,  and  the  head  and 
shoulders  forward.  Poor  posture  is  commonly 
associated  with  generally  relaxed  ligaments, 
knock  knees,  and  weak  arches.  Fatigue,  malnu- 
trition, and  depression  are  contributing  factors, 
as  well  as  poor  shoes,  a poor  bed,  and  poorly 
fitting  chairs  and  desk.  Habitual  poor  posture 
should  be  distinguished  from  occasional  positions 
of  relaxation. 

Poor  posture  may  be  associated  with  deformity 
of  the  spine.  Adolescent  thoracic  round  back 
(Scheuermann’s  disease),  with  wedging  of  one  or 
more  of  the  vertebral  bodies  apparently  due  to 
defective  circulation,  is  a common  cause  of  poor 
oosture.  It  is  progressive,  at  least  for  several 
/ears,  and  a major  cause  of  poor  posture.  Scoli- 
>sis,  postural  or  structural,  is  frequently  asso- 
rted with  poor  posture.  Postural  scoliosis 
s usually  due  to  inequality  of  leg  length. 


Structural  scoliosis  may  be  associated  with 
round  back  and  increased  lumbar  lordosis 
or  with  flattening  of  the  back.  Increased  lumbar 
lordosis  may  be  associated  with  poor  posture, 
thoracic  round  back,  posterior  congenital 
dislocation  of  the  hip,  or  lumbosacral  anom- 
alies such  as  spondylolisthesis.  Compensa- 
tory postural  deformities  are  seen  with  such 
primary  deformities  as  the  kyphos  due  to 
tuberculosis,  the  scoliosis  due  to  vertebral 
deformity  such  as  hemivertebra,  or  muscle  im- 
balance. Postural  deformity  of  the  spine  may  be 
seen  with  the  chondrodystrophies,  rickets,  polio- 
myelitis, or  spastic  cerebral  palsy. 

The  treatment  of  postural  abnormalities  due  to 
these  diseases  and  deformities  of  the  spine  is  pre- 
ventive as  well  as  corrective.  Early  diagnosis  of 
the  primary  abnormality,  as  well  as  the  possi- 
bility of  secondary  deformity,  is  essential.  A 
proper  bed,  chair,  and  shoes,  basic  health 
measures,  and  special  exercises  are  the  fundamen- 
tals of  treatment.  Sometimes  a brace,  a plaster 
cast,  or  a surgical  procedure  such  as  spinal  fusion 
is  desirable. 

Posture  in  action  or,  dynamic  posture,  is  of 
even  more  concern  than  static  posture.1  The 
manner  of  use  of  the  body  in  walking,  running, 
and  playing  may  have  much  to  do  with  fatigue  and 
aches  and  pains  in  the  extremities  and  back,  as 
well  as  efficiency  and  success  in  physical  activity. 
Falls  and  injuries  are  much  more  common  with 
poor  dynamic  posture.  The  basic  dynamic  posi- 
tion is  a crouch,  with  hips,  knees,  and  ankles 
flexed,  trunk  tilted  forward  at  the  same  angle  as 
the  lower  legs,  the  body  forming  a “Z”  on  profile. 
In  this  position,  the  muscles  and  joints  are  ready 
for  action  with  a better  mechanical  advantage. 
The  elements  of  good  dynamic  posture  are 
muscle  contraction  and  relaxation,  balance,  co- 
ordination, rhythm,  and  timing.  Gravity,  in- 
ertia, and  momentum  are  used  to  optimum  ad- 
vantage. 

Posture  correction  is  not  a matter  of  teaching 
the  child  to  throw  back  the  shoulders  or  to  stand 
or  sit  rigidly  erect  like  a post  and  is  not  acquired 
merely  by  doing  certain  exercises  a few  minutes 
each  day.  Posture  is  related  to  the  whole  life  of 
the  child,  at  rest  as  well  as  in  action,  and  posture 
correction,  to  be  successful,  must  be  applied  to  all 
of  the  related  factors.  Malnutrition,  if  present, 
should  be  corrected.  The  bed  should  be  firm  and 
flat,  and  the  child  should  have  a well-constructed 
and  properly  fitted  chair  and  desk  or  table  so 
that  he  can  sit  erect  when  he  tries.  The  shoes 
should  be  well  fitted  and  strong,  with  alterations 
according  to  the  principles  described.  The  child 
should  be  taught  how  to  bring  his  body  into 
balance  sitting  or  standing,  with  head,  shoulders, 
hips,  knees,  and  ankles  in  line  in  the  standing 
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position.  The  knees  and  feet  should  be  directed 
forward  and  the  arches  raised  to  the  normal 
height.  He  should  be  taught  to  walk  and  run  as 
well  as  stand  in  this  position.  He  should  also  be 
taught  the  principles  of  dynamic  posture  in  the 
activities  to  which  he  is  accustomed  or  is  de- 
veloping. Posture  consciousness  must  become  a 
part  of  the  child’s  life  until  correct  habits  are 
formed.  Most  of  all,  the  child  must  become  in- 
terested in  correcting  his  own  posture,  not  have 
it  thrust  upon  him. 

Exercises  are  of  great  value  in  posture  correc- 
tion, especially  in  the  relaxed  child,  for  improving 
muscle  tone  and  strength,  and  control.  The 
exercises  should  be  adapted  to  the  individual 
child,  and  should  be  altered  as  he  progresses. 
Sports  should  also  be  fitted  into  the  program. 
Swimming  and  climbing  are  particularly  good  for 
the  muscles  of  the  trunk  and  legs ; the  ball  games 
and  wrestling  are  also  good.  Bicycle  or  tricycle 
riding  and  skating  are  especially  suitable  for  the 
muscles  of  the  feet  and  legs.  Boxing  and  rowing- 
are  particularly  applicable  to  the  upper  extremi- 
ties, shoulder  girdles,  and  upper  trunk.  Deep 
breathing  and  chest  expansion  are  encouraged  by 
all  of  these  activities. 

Summary 

The  postural  abnormalities  of  the  spine  and 
lower  extremities  of  children  have  been  classified 
and  their  relationships  with  structural  abnormali- 
ties discussed.  There  is  often  no  clear  distinction 
between  the  postural  and  structural  abnormali- 
ties, as  there  are  usually  elements  of  both  in  each 
type.  The  distinction  between  abnormalities  due 
to  faulty  mechanics  and  those  due  to  recog- 
nizable disease  is  clearer,  as  well  as  that  between 
anatomic  and  etiologic  types.  The  basic  princi- 
ples of  treatment  of  postural  abnormalities  have 
also  been  discussed.  The  early  recognition  of 
significant  postural  abnormality  with  early  and 
effective  treatment  are  of  utmost  importance. 
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Discussion 

R.  Plato  Schwartz,  M.D.,  Rochester. — Dr. 

Howorth  has  emphasized  the  fact  that  conditions 
prevailing  during  pregnancy  can  and  do  have  a 
significant  influence  on  the  posture  of  young  children. 

It  is  apparent  that  symmetry  of  form  is  an  essen- 
tial companion  to  efficiency  of  function.  Variations 
of  all  kinds  are  the  direct  and  indirect  result  of  the 
conditions  of  life  to  which  each  child  and  his  ances- 
tors have  been  exposed.  The  primary  characteristics 
of  posture  in  any  child  are  inseparable  from  neuro- 


muscular reflex  activity.  For  this  reason  there  is  no 
therapeutic  formula  for  the  correction  of  functional 
deviations  from  normal  posture  in  childhood. 

This  subject  has  claimed  the  attention  of  many 
authors  including  Dr.  Howorth.  Despite  the  present 
absence  of  a specific  formula,  the  summary  of  their 
efforts  provides  an  essential  source  of  information 
on  the  subject.  From  this  summary  of  thoughtful 
effort  we  can  and  should  learn  to  differentiate  be- 
tween the  significant  and  casual  departures  from 
normal  posture  in  childhood. 

There  is  only  one  other  point  on  which  time  per- 
mits discussion.  Bilateral  pronation  usually  pre- 
vails with  the  beginning  of  stance  and  locomotion. 

It  is  initiated  by  a counterclockwise  rotation  of  the 
os  calcis  beneath  the  astragulus. 

Prevention  of  rotation  of  the  os  calcis  is  therefore 
synonymous  with  the  prevention  of  pronation. 
This  was  what  Hugh  Owen  Thomas  had  in  mind 
when  he  applied  the  Thomas  heel  to  the  shoe.  But, 
we  are  aware  that  the  heel  of  the  foot  will  rotate 
counterclockwise  in  the  presence  of  a Thomas  heel 
and  scaphoid  elevation  inside  the  shoe. 

The  presence  or  absence  of  pronation  is  primarily  1 
dependent  upon  the  inherent  characteristics  of  the 
intrinsic  osteoarticular  structures  of  the  foot  and 
their  relationship  to  the  tibia  in  stance.  This  can  be 
easily  demonstrated  on  the  feet  of  children  and 
adults  regardless  of  the  degree  of  pronation  which 
may  prevail  in  stance.  With  one  hand  holding  the 
heel  in  varus,  the  other  hand  cannot  force  the  fore- 
foot in  valgus.  Then,  after  putting  the  heel  in 
valgus,  the  forefoot  can  be  easily  taken  to  the  full 
range  of  valgus  position. 

There  is  an  abundance  of  evidence  in  opposition  to 
the  textbook  statements  that  pronation  is  due  to 
weak  muscles.  There  is  a paucity  of  evidence  in 
support  of  the  treatment  recommended  on  this 
premise.  Exercises  to  strengthen  muscles  to  correct 
pronation  in  childhood  have  been  advised  for  more 
than  fifty  years  without  presentation  of  a sound 
premise  or  convincing  clinical  evidence  that  it  is 
effective  when  practiced. 

Pronation  is  absent  in  the  feet  of  some  children.  1 
The  heels  do  not  rotate;  the  vertical  axis  of  the  os 
calcis  is  parallel  to  that  of  the  tibia  in  stance.  This 
is  so  because  of  the  inherent  characteristic  of  the 
osteoarticular  structures  independent  of  muscle 
strength.  Such  exceptional  instances  are  an  expres- 
sion of  inherent  structure  design  which  is  essential 
for  maximum  functional  efficiency  in  the  distribution 
of  forces  from  the  pelvis  through  the  foot  in  stance 
and  locomotion. 

Bilateral  pronation  of  varying  degree  is  a common 
painless  problem  of  childhood.  It  can  be  modified 
or  eliminated  only  by  attention  during  the  period  of 
growth.  Alteration  of  shoes  to  eliminate  all  the 
characteristics  of  pronation  is  essential.  This  done 
during  the  period  of  growth,  we  can  depend  upon  the 
expression  of  Wolff’s  law  by  the  time  of  adolescence: 
“The  internal  architecture  and  external  contour  of 
bone  is  determined  by  the  lines  of  stress  and  strain 
in  accordance  with  established  mathematical  laws.” 
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THE  Convalescent  Branch  of  St.  Luke’s 
Hospital,  New  York  City,  has  handled  chil- 
dren with  all  phases  of  rheumatic  fever  for  the 
past  fifteen  years.  Children  with  active  disease 
are  treated  in  a 20-bed  ward.  Children  with 
inactive  phases  of  the  disease  are  treated  in  an 
ambulatory  children’s  pavilion. 

In  1949,  St.  Luke’s  Hospital  inaugurated  a 
program  of  metabolic  research  with  the  opening 
of  a Nutritional  Research  Laboratory,  situated 
at  the  Convalescent  Branch.  Since  that  time 
we  have  undertaken  studies  in  the  protein  metab- 
olism of  children  with  rheumatic  disease,  both 
in  the  active  and  the  convalescent  stages. 

With  the  advent  of  steroid  and  hormonal 
therapy  in  rheumatic  disease,  we  began  to  pay 
special  attention  to  the  metabolic  aspects  of 
these  therapeutic  agents.  In  this  report  we  will 
relate  our  experience  with  children  suffering  from 
active  rheumatic  disease,  all  of  whom  received 
ACTHt  or  cortisone  or  both. 

Emphasis  is  being  placed  on  the  metabolic 
aspects  rather  than  the  clinical  response  because 
the  latter  has  been  amply  studied  elsewhere.1 
We  have  chosen  three  cases  for  discussion  in  this 
article  because  they  represent  (1)  a first  attack 
in  which  treatment  was  started  within  four 
weeks  of  onset  (W.  A.),  (2)  a first  attack  case  in 
which  therapy  was  instituted  approximately  four 
months  after  onset  (G.  S.),  and  (3)  a longstanding 
case  with  evidence  of  smoldering  type  rheumatic 
activity  of  at  least  eight  months  duration  (J.  W.). 
The  clinical  course  of  these  three  cases  is  illus- 
trated in  Figs.  1,  2,  and  3 with  a very  short 
summary  of  the  case  history  and  a few  remarks 
concerning  the  clinical  course. 

The  remainder  of  the  article  is  devoted  to  the 
metabolic  aspects  of  these  cases  which  are  typical 
of  our  experience  in  this  field.  The  dosage  of 
ACTH  or  cortisone  used  in  these  cases  varied 
greatly  as  we  were  interested  in  correlating  the 
clinical  and  biochemical  changes  with  the  ad- 
ministration of  various  amounts  of  these  sub- 
stances. 

* By  invitation. 

Presented  at  the  145th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Pediat- 
rics, May  3,  1951. 

t Corticotropin  (Wilson)  was  kindly  supplied  by  the  Wilson 
Laboratories  through  the  courtesy  of  Dr.  David  Klein.  The 
potency  of  this  product  is  claimed  to  be  2.5  LA  1A  units  per 

mg. 


Finally,  we  will  also  use  the  case  of  J.  W.  to 
illustrate  our  experience  in  the  use  of  whole  pro- 
tein supplementation  of  the  diet  in  rheumatic 
disease  without  ACTH  or  cortisone. 

Case  Reports 

Case  1. — G.  S.,  a white  male,  age  seven  and  one- 
half  years,  was  admitted  to  St.  Luke’s  Hospital  on 
June  14,  1950,  with  an  elevated  temperature,  tender 
joints,  and  rapid  heart  with  point  of  maximum  inten- 
sity in  the  fifth  space  inside  nipple  line  and  split 
second  sound.  He  had  a history  of  anorexia,  low- 
grade  fever,  weight  loss  (admission  weight  was  22.8 
Kg.  or  50  pounds),  and  pains  in  ankles  for  four 
months.  The  balance  of  the  past  history  was 
irrelevant;  there  had  been  no  previous  attack  of 
rheumatic  fever.  Erythrocyte  sedimentation  rate 
was  43  mm.  per  hour,  and  the  electrocardiogram 
showed  a PR  interval  of  0.16  second.  During  the 
first  week  in  the  hospital,  the  temperature  spiked 
between  101  and  102  F.,  the  PR  interval  increased 
to  0.20  second,  and  he  developed  a systolic  and  a 
faint  presystolic  murmur  at  the  apex.  Fluoroscopy 
with  barium  swallow  demonstrated  a fullness  in  the 
region  of  the  pulmonary  artery.  The  joint  pains 
increased,  and  he  was  started  on  aspirin.  This  re- 
sulted in  a fall  in  temperature  and  alleviation  of  the 
joint  symptoms.  He  was  transferred  to  the  Con- 
valescent Hospital  February  26  for  treatment  with 
ACTH. 

It  can  be  noted  from  Fig.  1 that  hormone  therapy 
had  no  appreciable  effects  upon  the  QTc  interval*, 
the  PR  interval,  the  heart  rate,  or  the  blood  pres- 
sure. It  should  be  noted  that  the  erythrocyte 
sedimentation  rate  fell  to  normal  during  the  course 
of  treatment  and  then  showed  a temporary  “bounce 
back”  following  the  termination  of  ACTH  therapy. 
This  “bounce  back”  has  been  a constant  finding  in 
all  of  our  cases  treated  with  hormone  or  steroid. 
The  effect  upon  the  temperature  was  insignificant. 
He  was  admitted  with  a systolic  and  a short  presys- 
tolic murmur  at  the  apex  and  had  only  a residual  soft 
systolic  murmur  at  the  base  after  treatment.  The 
increase  in  weight  during  the  treatment  was  main- 
tained in  this  case,  which  suggests  nutritional 
improvement  rather  than  water  retention.  This 
child’s  discharge  was  slightly  premature  because  of 
an  attack  of  measles. 

Case  2. — W.  A.,  a Negro  male,  age  seven  years, 
was  admitted  to  St.  Luke’s  Hospital  on  August  16, 

* QTc  represents  QT  interval  corrected  for  rate  according 
to  Bazette’s  formula: 
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Fig.  1 . Diagrammatic  representations  of  clinical 
course  of  patient  G.  S.:  S,  systolic  murmur;  Fs, 
faint  systolic  murmur;  SB,  systolic  murmur  at  base; 
C-T,  Corticotropin. 


1950,  with  a temperature  of  101  F.,  rapid  pulse,  and  a 
warm,  swollen  left  ankle  which  was  very  tender  to 
palpation  or  motion.  The  patient  had  developed 
the  tender  swollen  ankle  and  elevated  temperature 
three  days  before  admission.  Admission  weight  was 
25.3  Kg.  (55V2  pounds).  Past  history  was  irrele- 
vant, and  there  had  been  no  previous  attack  of 
rheumatic  fever. 

The  heart  was  normal  as  to  size  and  rhythm  with  a 
medium  pitched  systolic  murmur  at  the  apex.  The 
electrocardiogram  showed  a PR  interval  of  0.10  sec- 
ond, and  the  sedimentation  rate  was  37  mm.  per 
hour.  He  was  treated  with  aspirin  and  penicillin 
with  some  reduction  of  temperature  and  joint  symp- 
toms. He  was  transferred  to  the  Convalescent 
Hospital  on  August  30. 

It  can  be  noted  from  Fig.  2 that  this  case  again 
shows  no  definite  effect  upon  the  QTc  interval,  the 
PR  interval,  the  heart  rate,  the  temperature  curve, 
or  the  blood  pressure.  The  erythrocyte  sedimenta- 
tion rate  fell  definitely  to  normal  range  and  then 
showed  the  customary,  temporary  “bounce  back” 
following  the  termination  of  ACTH  therapy.  The 
constant  apical  systolic  murmur,  present  before 
treatment,  could  be  heard  only  in  supine  position 
after  treatment.  The  persistent  joint  signs  before 


Fig.  2.  Diagrammatic  representation  of  clinical 
course  of  patient  W.  A.:  S,  systolic  murmur;  J, 
joint  symptoms;  ASA,  aspirin;  C-T,  Corticotro- 
pin. 


treatment  disappeared  within  the  first  twro  days  of 
ACTH  therapy.  This  case  again  showed  a weight 
gain  during  therapy  which  was  maintained  after  the 
therapy.  He  has  been  followed  for  five  months 
since  the  termination  of  treatment  without  any 
evidence  of  relapse. 

Case  3. — J.  W.,  a yellow  female,  age  eleven,  wras 
admitted  to  St.  Luke’s  Hospital  on  November  9, 
1949,  with  a temperature  of  100.8  F.,  epistaxis, 
tachycardia,  enlarged  heart  with  a high-pitched 
seagull  type  murmur,  widely  transmitted,  a mid- 
diastolic murmur  at  the  apex,  erythrocyte  sedimen- 
tation rate  50,  and  a PR  interval  of  0.20  second. 
Admission  weight  was  43.2  Kg.  (95  pounds).  She 
was  considered  to  have  smoldering  chronic  type 
rheumatic  infection  and  was  transferred  to  the  Con- 
valescent Hospital  for  long-term  bed  care. 

Past  history  was  not  reliable  because  of  family 
conditions.  The  patient  was  said  to  have  been  thin 
and  sickly  with  numerous  upper  respiratory  infections 
for  years.  She  was  told  by  her  local  medical  doctor 
that  she  had  rheumatic  fever  in  1948,  but  the  mother 
of  the  child  refused  to  have  her  treated  and  did  not 
keep  the  child  in  bed.  In  the  spring  of  1949,  a 
tonsil  and  adenoid  operation  was  refused  in  another 
hospital  because  of  the  heart  condition. 

Figure  3 represents  only  that  portion  of  the  hos- 
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Fig.  3.  Diagrammatic  representation  of  clinical 
course  of  patient  J.  W. : SG,  systolic  murmur,  sea- 
gull type;  D,  diastolic  murmur,  at  apex;  EG,  en- 
larged heart;  ASA,  aspirin;  C-T,  Corticotro- 
pin. 


pital  admission  concerned  with  the  administration  of 
ACTH.  This  patient  received  two  courses  of  ACTH 
at  different  dosages.  It  can  be  noted  from  Fig.  3 
that  hormonal  therapy  at  low  dosage  had  no  appreci- 
able effect  upon  the  QTc  interval,  the  PR  interval, 
the  sedimentation  rate,  the  heart  rate,  the  tempera- 
ture curve,  the  blood  pressure,  the  enlargement  of 
the  heart,  or  the  seagull  type  murmur.  The  dias- 
tolic murmur  disappeared  before  hormonal  treat- 
ment was  instituted.  She  did  show  an  increase  in 
weight  after  each  course  of  treatment. 

Biochemical  Studies 

It  is  agreed  by  most  workers  that  the  action  of 
adrenal-cortical  stimulation  by  ACTH  or  the 
increase  of  circulating  steroid  by  the  administra- 
tion of  cortisone  is  reflected  in  increased  excre- 
tion of  nitrogen,  potassium,  phosphate,  and 
calcium.2  Dr.  Paul  R.  Cannon  informs  us  that 
he  has  demonstrated  a focal  degeneration  of 
heart  tissue  in  rats  maintained  on  diets  poor  in 
protein  and  potassium.3  Microscopic  sections 
of  the  heart  show  perivascular  degeneration  with 
round  cell  infiltration.  In  consideration  of  the 
above  observations,  we  felt  it  would  be  worth 
while  to  try  to  counteract  these  losses  by  ap- 
propriate dietary  measures.  This  led  to  the 
construction  of  a special  synthetic  diet,  the  com- 
position of  which  is  shown  in  Table  I.  The 
amount  of  this  synthetic  diet  which  was  given  to 
each  individual  was  based  upon  the  recommended 


TABLE  I. — Composition  of  Synthetic  Diet* 


Constituents 

Per  Cent  of 
Total  Calories 

Milk  proteins  (mixtures  of  whole  milk  and 
Sheffield  60  per  cent  milk  protein) 

15 

Lactose,  U.S.P.  (Sheffield) 

50 

Oral  fat  emulsion  (Upjohn) 

35 

Total, 

100 

Mineral  Supplement:  Calcium  potassium 
lactate  4 Gm.  per  day. 

Vitamin  Supplements:  Vitamin  C,  4 

ounces  orange  juice  per  day;  vitamins 
A and  D,  0.7  ounces  cod  liver  oil  per 
day. 

Fluid  Supplement:  Fruit  juices  and  water 
to  provide  intake  of  1 cc.  of  fluid  per 
calorie. 

* All  diets  supplied  2.0  to  3.0  Gm.  of  protein  per  Kg.  of 
body  weight  per  day. 


allowances  of  the  Food  and  Nutrition  Board  of 
the  National  Research  Council  for  this  age  group. 

It  is  to  be  noted  that  this  diet  attempts  to 
compensate  not  only  for  the  protein  loss  but  also 
for  the  potassium  loss  and  the  calcium  loss  by  the 
inclusion  of  calcium  potassium  lactate  as  the 
mineral  supplement.  The  protein  equivalent  of 
the  diet  is  given  in  terms  of  nitrogen  per  Kg.  of 
body  weight  per  day.  This  was  determined  by 
chemical  analyses  of  the  individual  synthetic 
diets,  and  the  protein  content  can  be  estimated 
from  the  formula  N X 6.25.  The  number  of 
calories  furnished  by  carbohydrate  and  fat  were 
given  in  proportion  to  the  protein  calories  as 
indicated  in  Table  I,  a ratio  which  has  been 
found  to  supply  optimal  nutrition  4 Analyses 
of  the  blood  and  urine  for  potassium  and  sodium 
levels  by  the  flame  photometer  showed  that  this 
synthetic  diet  maintained  electrolyte  balance 
within  normal  levels  throughout  treatment.  The 
results  of  the  protein  balance  measurements  are 
shown  in  Fig.  4. 

Examination  of  the  data  collected  in  this 
illustration  reveals  that  patient  G.  S.,  who  was 
maintained  on  a free  selection  normal  diet  during 
a course  of  Corticotropin,  suffered  a severe 
nitrogen  loss  during  the  first  seven-day  period  on 
hormone.  This  loss  continued  with  decreasing 
severity  throughout  the  treatment  period.  In 
the  two  weeks  following  treatment,  the  nitrogen 
retention  exceeded  the  pretreatment  level,  which 
denotes  a compensatory  balance  effect  commonly 
observed  in  nutritional  circumstances  which  have 
recently  caused  nitrogen  losses.6  By  contrast, 
patient  W.  A.,  who  was  maintained  on  the 
synthetic  diet  throughout  treatment,  suffered 
only  a negligible  decrease  in  nitrogen  retention 
during  therapy.  It  is  significant  that  this  good 
nitrogen  retention  was  maintained  by  the  diet  in 
the  face  of  a greater  dosage  of  Corticotropin  than 
was  given  patient  G.  S. 
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PERIODS 


Fig.  4.  The  effect  of  Corticotropin  and  diet  on 
the  nitrogen  retention  of  children  with  rheumatic 
heart  disease.  Each  study  period  comprised  seven 
days. 


In  the  third  patient,  J.  W.,  we  had  an  oppor- 
tunity to  try  both  dietary  regimens  during  two 
different  courses  of  hormonal  treatment.  It  is 
significant  that  the  nitrogen  retention  during  the 
first  period  on  normal  diet  fell  immediately  to 
less  than  one  fifth  the  normal  value  during  the 
first  week  on  hormonal  therapy.  During  the  two 
succeeding  weeks  there  was  a gradual  return  to  a 
relatively  normal  nitrogen  retention  level.  This 
may  be  the  result  of  the  appetite-stimulating 
effect  of  the  hormone.  This  view  is  supported 
by  the  low  nitrogen  retention  found  during  the 
week  following  cessation  of  hormone  therapy. 
On  the  other  hand,  during  the  second  period  of 
treatment  when  the  synthetic  diet  was  given,  only 
a slight  decrease  in  nitrogen  retention  was  in- 
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Fig.  5.  Diagrammatic  representation  of  clinical 
course  of  patient  J.  W.  Effects  of  whole  protein 
supplementation  of  the  diet  during  a course  of 
chronic  smoldering  rheumatic  fever. 


duced  by  a greater  dose  of  Corticotropin.  More- 
over, it  is  to  be  noted  that  this  diet  allowed  an 
unusually  large  compensatory  increase  in  nitrogen 
retention  in  the  second  week  of  treatment.  This 
was  not  achieved  by  the  normal  diet  in  the  face  of 
even  a smaller  dose  of  hormone. 

Chromatographic  analyses  of  the  urine  and 
blood  throughout  this  work  indicated  in  a semi- 
quantitative  manner  that,  during  periods  of  low 
nitrogen  retention,  there  occurred  a marked 
aminoaciduria  and  aminoacidemia.  The  in- 
crease in  amino  acid  levels  in  both  body  fluids 
involved,  in  particular,  methionine,  histidine, 
lysine,  and  threonine.  These  findings,  although 
still  of  a preliminary  nature,  suggest  that  specific 
supplementation  of  the  diet  with  these  amino 
acids  might  prove  beneficial  during  hormonal  or 
steroidal  treatment.6 

Indeed,  in  prior  studies  wrhere  hormonal  ther- 
apy was  not  employed  and  where  the  effects  of 
whole  protein  and  specific  amino  acid  supple- 
ments were  studied,  some  beneficial  results  were 
noted  in  a number  of  young  patients  with  chronic 
or  smoldering-type  rheumatic  heart  disease. 
Results  of  one  such  study  are  shown  in  Fig.  5. 

It  will  be  observed  that  supplementation  of 
the  normal  diet  in  this  instance  with  50  Gm.  of 
milk  protein  was  coincident  with  a dramatic  in- 
crease in  body  weight  and  a reduction  in  sedi- 
mentation rate.*  In  other  children,  similar 
coincidences  were  noted  when  the  diet  was  supple- 
mented with  a single  amino  acid.  On  the  basis  of 
these  encouraging  results,  these  studies  are  being 
continued. 


* All  milk  protein  used  in  this  study  was  supplied  by 
Sheffield  Farms,  Incorporated. 
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Comment 

It  is  obvious  from  these  measurements  that  the 
increase  in  appetite  which  has  been  noted  to  ac- 
company hormonal  therapy  has  not  always  been 
sufficient  in  our  experience  to  cover  the  nitrogen 
losses  which  are  so  induced.  It  is  not  our  in- 
tention to  suggest  that  synthetic  diets,  such  as 
we  have  constructed  for  this  study,  be  routinely 
employed  during  the  treatment  of  all  patients 
with  hormonal  therapy,  but  we  recommend 
protein  supplementation  of  the  diet  during  pe- 
riods of  such  therapy.  In  fact,  we  feel  that  it  is 
more  cogent,  in  view  of  the  findings  of  Dr.  Can- 
non, that  such  supplementation  by  given  as  high 
a priority  as  that  currently  given  to  potassium 
supplementation.  We  are  of  the  opinion  that 
this  is  particularly  true  in  instances  where  therapy 
is  continued  for  a long  time.  Unfortunately,  be- 
cause of  the  water  retention  effects  of  the  drugs,  a 
body  weight  loss  is  not  observed,  and  the  poor 
nutritional  state  of  the  patient  remains  obscure  to 
the  physician. 

Summary 

1.  The  clinical  effect  of  ACTH  in  three  cases  of 
varying  types  of  rheumatic  disease  in  children  is 
reported  briefly. 

2.  In  the  doses  used,  the  chief  effect  seemed  to 
be  upon  the  sedimentation  rate  in  two  cases  and 
the  joint  pains  in  one  case.  . 

3.  The  sedimentation  rate  shows  a tendency  to 
“bounce  back”  temporarily  to  a higher  level 
shortly  after  the  cessation  of  hormonal  therapy. 

4.  Our  work,  as  well  as  others,  has  demon- 
strated an  increased  excretion  of  nitrogen  and 
certain  electrolytes  coincident  with  the  adminis- 
tration of  ACTH. 

5.  Deprivation  of  nitrogen  and  potassium 
causes  degenerative  changes  in  the  heart  muscle 
of  rats. 

6.  We  have  been  able  to  control  the  nitrogen 
and  electrolyte  loss  by  the  administration  of  suit- 
able specific  nutrients. 

7.  The  apparent  beneficial  effect  of  whole  milk 
protein  and/or  specific  amino  acid  supplementa- 
tion of  the  regular  diet  in  cases  of  prolonged 
rheumatic  disease  is  discussed. 

We  wish  to  acknowledge  the  technical  assistance  of  the 
Misses  Betty  Vestal,  Loukia  Stephanson,  Joan  Duval,  and 
Dusaline  Caretti  in  this  work. 

We  are  alo  indebted  to  Miss  Vesta  Taylor,  R.N.,  for  in- 
valuable nursing  aid  in  these  studies. 
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Discussion 

Jerome  A.  Glaser,  M.D.,  Rochester. — The  intro- 
duction of  ACTH  and  cortisone  into  therapeusis  has 
opened  up  a new  and  exciting  field  for  study,  not 
only  in  regard  to  the  rheumatic  disorders  but  also 
many  other  diseases.  Until  these  drugs  find  their 
rightful  place,  they  are  being,  and  will  continue  to 
be,  tried  in  a great  variety  of  conditions  where 
present  measures  have  failed  or  are  not  completely 
satisfactory.  It  is  therefore  essential  that  we  be 
informed  as  far  as  possible  concerning  the  undesir- 
able reactions  of  these  drugs  and  the  measures  which 
may  be  taken  to  combat  them.  This  is  particularly 
true  when  some  of  these  effects  are  of  slow  and 
insidious  onset,  and  particularly  when  dealing  with 
children  where,  as  is  the  case  with  ACTH  and  corti- 
sone, the  dose  is,  generally  speaking,  not  dependent 
upon  the  age  or  weight  of  the  patient  but  is  in  pro- 
portion to  the  severity  of  the  disease.  Children, 
because  of  their  relatively  small  size,  have  fewer  re- 
serves than  adult  patients. 

The  observation  of  the  authors  to  the  effect  that 
increased  food  intake  due  to  stimulation  of  the  appe- 
tite, a well-known  effect  of  these  drugs,  cannot  be 
depended  upon  for  keeping  the  patient  on  a freely 
selected  diet  in  positive  nitrogen  balance  is  highly 
significant.  This  finding  assumes  increased  import- 
ance when  we  consider  that  actual  weight  loss  due  to 
the  antianabolic  action  of  ACTH  and  cortisone  may 
be  masked  by  fluid  retention.  That  these  drugs  cause 
an  aminoacidemia  and  an  aminoaciduria  with  re- 
spect to  certain  amino  acids  is  illuminating,  not 
only  in  pointing  out  the  foods  which  provide  the  best 
supplements  of  these  amino  acids  but  it  may  also 
eventually  point  to  a clue  regarding  the  mode  of 
action  of  these  drugs,  concerning  which  at  present 
we  are  almost  completely  in  the  dark.  It  is  interest- 
ing that  the  desired  amino  acids  may  be  provided  by 
a so  readily  available  and  inexpensive  food  as  milk 
protein. 

On  the  side  of  mineral  metabolism,  the  addition  of 
a potassium  supplement  in  the  form  of  calcium 
potassium  lactate  is  also  a very  logical  step,  consider- 
ing what  we  know  about  hypokalemia  following  the 
use  of  ACTH  and  cortisone  and  considering  the  fact 
that  blood  potassium  levels  do  not  always  tell  us  the 
story  before  the  appearance  of  clinical  effects  of 
hypokalemia,  which  often  has  an  insidious  onset 
and  bizarre  manifestations.  The  addition  of  the 
calcium  ion  also  appears  desirable  to  help  maintain  a 
positive  calcium  balance  in  growing  children  on  long- 
term therapy.  I would  guess  that  the  authors  have 
not  found  it  necessary  to  add  phosphorus  because 
so  relatively  little  of  this  is  required  in  proportion  to 
calcium  and  because  casein  is  relatively  rich  in 
phosphorus. 
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A SURVEY  of  any  large  series  of  chole- 
cystograms  will  reveal  that  there  are  great 
variations  in  the  quality  of  visualization  obtained, 
that  unabsorbed  opaque  residues  are  present  in 
the  right  colon  in  a significant  percentage  of 
cases,  and  that  opaque  residues  are  found  occa- 
sionally in  the  stomach.  In  searching  for  the 
causes  underlying  these  variations,  it  has  been 
found  that  the  acid-base  balance  of  the  digestive 
tract  is  an  important  factor  in  determining  the 
rate  and  degree  of  absorption  of  orally  adminis- 
tered cholecystographic  media.  Specifically,  the 
presence  of  unabsorbed  residues  in  the  right  colon 
together  with  increased  diarrhea  after  adminis- 
tration of  the  medium  is  strong  evidence  of 
pancreatitis. 

As  has  been  shown  elsewhere,  the  evidence 
indicating  involvement  of  the  pancreas  in  gall- 
bladder function  was  first  obtained  in  experi- 
mental work  with  dogs.  Initially,  it  was  found 
that  successful  ligation  of  the  pancreatic  ducts, 
thereby  preventing  the  external  secretion  of  the 
pancreas  from  reaching  the  small  intestine, 
markedly  inhibited  the  absorption  of  orally  ad- 
ministered cholecystographic  media.1  Subse- 
quently, with  intravenous  cholecystography  it 
was  noted  that  complete  ligation  and  division  of 
the  pancreatic  ducts  produced  physiologic  stasis 
of  the  gallbladder,  and  the  gallbladders  of  these 
operated  dogs  visualized  poorly  or  not  at  all.2 
Finally,  it  was  shown  that  subtotal  pancreatec- 
tomy in  dogs  similarly  produced  physiologic  stasis 
of  the  viscus  with  failure  to  visualize,  but  the 
effect  required  a much  longer  time  for  develop- 
ment than  when  the  ducts  were  ligated.3  In  this 
third  group  of  experiments,  the  important  obser- 
vation was  made  that  during  the  stage  the  oper- 
ated dogs  visualized  well  by  intravenous  adminis- 
tration, little  or  no  visualization  of  the  gallbladder 
resulted  when  media  were  given  orally. 
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The  experimental  work  has  a twofold  signifi- 
cance. In  the  first  place  it  shows  that  absorption 
of  the  weak  organic  acids  that  are  used  as  chole- 
cystographic media  is  dependent  on  an  adequate 
supply  of  base  in  the  intestine.  In  addition,  it 
suggests  that  pancreatic  deficiency  may  be  re- 
sponsible for  a pathologic  gallbladder  in  many 
cases.  This  second  concept  will  require  more 
extended  study,  however,  and  it  is  the  purpose 
of  this  presentation  to  consider  only  the  diag- 
nostic significance  of  unabsorbed  opaque  residues 
in  the  right  colon  following  oral  cholecystography. 

At  the  beginning,  a series  of  1,000  recent  oral 
cholecystograms  was  surveyed  to  determine  the 
incidence  of  unabsorbed  residues  of  the  opaque 
medium  in  the  right  colon.  Since  many  of  the 
cases  of  the  series  were  current,  a preliminary 
evaluation  showed  immediately  that  pancreatitis 
was  the  condition  most  readily  associated  with 
the  opaque  residues.  Several  cases  of  pernicious 
anemia  were  noted  also.  It  was  soon  recognized 
that  a breakdown  of  cases  by  this  method  might 
have  to  extend  over  a long  time  interval  before 
diagnoses  could  be  established  on  all  the  patients. 
Accordingly,  the  plan  of  approach  was  altered  , 
to  include  only  pancreatitis,  achlorhydria,  and  a 
small  number  of  miscellaneous  studies. 

Incidence  of  Opaque  Residues  in  Right 
Colon 

All  the  cholecystograms  were  made  fifteen  or  j 
more  hours  after  administration  of  3 Gm.  of  I 
Priodax,  plus  0.5  Gm.  for  each  25  pounds  over  j 
150  pounds,  taken  during  or  after  a carbohydrate  j 
supper.  In  the  series  of  1,000  cholecystograms,  j 
definite  residues  were  seen  in  54  cases  (5.4  per 
cent)  and  slight  or  questionable  residues  in  21 
cases  (2.1  per  cent).  For  comparison,  it  was  ob-  j 
served  that  the  viscus  failed  to  visualize  in  132 
cases  (13.2  per  cent)  and  showed  calculi  in  122 
cases  (12.2  per  cent). 

Pancreatitis 

The  radiographs  of  43  recent  cases  of  pan- 
creatitis with  records  of  elevated  amylase  values 
in  the  course  of  their  illness  were  examined  to 
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TABLE  I. — Cholecystographic  Data  on  20  Cases  op 
Pancreatitis 


Case 

Sex 

Age 

Gallbladder 

Visualization 

Calculi 

Opaque  Residues  in  Right  Colon 

P 

M 

63 

None 

9 

G 

F 

66 

Poor 

L 

F 

36 

Fair;  none;  poor 

0;  + 

S 

M 

46 

Good 

0 

z 

F 

62 

Fair 

9 

T 

F 

29 

Average 

+ 

C 

M 

56 

Poor 

9 

O 

F 

44 

Poor 

0 

P 

F 

23 

Fair 

P 

F 

59 

Poor 

0 

R 

M 

82 

Poor 

9 

B 

F 

70 

Poor 

9 

K 

F 

64 

Fair 

9 

No  Residues 

in  Right  Colon 

R 

F 

51 

Average 

■+■ 

S 

F 

42 

Poor 

0 

D-R 

F 

42 

None 

9 

K 

M 

50 

Good 

0 

H 

F 

57 

Poor 

0 

S 

F 

40 

Good 

0 

B 

M 

57 

Poor 

9 

determine  the  incidence  of  unabsorbed  opaque 
residues  following  cholecystography.  Gallbladder 
studies  had  not  been  carried  out  on  18  cases  and 
were  invalidated  by  too  recent  barium  sulfate 
examinations  in  four  other  instances.  Of  the 
remaining  21  cases,  one  patient  had  a borderline 
amylase  elevation  so  that  the  working  group 
of  cases  was  reduced  to  20.  Of  these,  13  patients 
(65  per  cent)  showed  opaque  residues  on  the 
cholecystograms.  In  all  the  cases  that  were 
checked  the  patients  suffered  an  excessive  amount 
of  diarrhea  during  the  series,  and  this  may  have 
swept  the  residues  from  the  colon  in  a number  of 
instances.  As  a group  the  visualization  of  the 
viscus  was  poor.  Data  relating  to  the  findings 
are  given  in  Table  I. 

The  following  case  history  serves  to  illustrate 
the  typical  findings. 

Case  1. — L.  L.,  a thirty-six-year-old,  very  obese, 
white  married  female  was  admitted  to  the  hospital 
with  the  complaint  of  recurrent,  acute  epigastric 
and  left  upper  quadrant  pain  of  six  days  duration. 
The  pain  was  severe,  sharp,  and  radiated  through  to 
her  back;  it  followed  the  ingestion  of  fatty  foods. 
She  gave  a history  of  similar,  less  severe  attacks 
during  the  two  years  previous  to  admission,  all 
following  fatty  meals.  A year  and  a half  ago  she  was 
seen  in  the  outpatient  department  after  one  of  these 
episodes  at  which  time  diagnosis  was  not  made. 
After  that  particular  episode  quieted  and  her  serum 
amylase  was  49  (normal  80  to  200),  a Priodax 
cholecystogram  was  normal  (Fig.  1).  At  no  time 
had  she  had  icterus,  clay-colored  stools,  or  chills  and 
fever. 

Physical  examination  revealed  a well-developed, 
obese,  apprehensive  female  in  acute  distress.  The 
only  significant  finding  was  tenderness  to  deep  palpa- 
tion in  the  left  upper  quadrant;  no  spasm  was  found. 
Routine  studies  were  normal  but  for  a serum  amylase 


Fig.  1.  Cholecystogram  made  on  June  19,  1949, 
shows  normal  appearing  viscus  without  definite  evi- 
dence of  stones.  Note  unabsorbed  medium  in  colon. 

of  895.  Under  Wangensteen  suction  and  parenteral 
fluids,  her  symptoms  subsided,  and  she  was  dis- 
charged after  a week.  At  discharge  her  serum 
amylase  was  200. 

Four  days  after  discharge  she  was  readmitted  with 
the  same  complaint.  Conservative  treatment  again 
was  instituted.  On  readmission  her  amylase  was 
450;  three  days  later  it  was  1,450.  Six  days  after 
this  admission  the  amylase  level  was  down  to  61,  at 
which  time  she  had  a nonfunctioning  gallbladder 
with  residues  in  the  colon  when  studied  by  the  usual 
Priodax  cholecystogram  (Fig.  2).  She  was  doing 
well,  however,  and  had  remission  of  her  symptoms 
until  thirteen  days  after  readmission  when  she  had 
a relapse  with  her  amylase  rising  to  1,306.  In  the 
following  five  days  it  again  returned  to  normal 
limits.  A week  after  this  last  acute  attack  and  five 
days  after  her  amylase  had  returned  to  normal,  a 
Priodax  cholecystogram  revealed  a shrunken  gall- 
bladder with  many  small  calculi,  and  opaque  resi- 
dues were  present  in  her  colon  (Fig.  3). 

When  the  patient  had  been  symptom-free  for  two 
weeks,  she  underwent  cholecystectomy.  At  opera- 
tion, the  gallbladder  was  edematous  and  contained 
multiple,  small,  yellow  mulberry  stones.  The 
common  duct  was  opened,  and  a small  stone  popped 
out,  but  there  was  no  sign  that  it  had  been  obstruct- 
ing the  duct,  which  was  found  patent  through  to 
the  duodenum.  The  pancreas  was  indurated,  tense, 
and  enlarged  three  times  normal  size. 

There  was  severe  diarrhea  each  time  the  patient 
took  Priodax. 
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Fia.  2.  Cholecystogram  on  October  6,  1950, 
shows  no  definite  gallbladder  shadow,  and  again 
there  are  opaque  residues  in  the  colon. 

Achlorhydria 

Studies  were  made  on  12  cases  of  pernicious 
anemia,  none  of  which  showed  any  free  hydro- 
chloric acid  after  histamine  stimulation.  After 
oral  cholecystograms  had  been  made,  definite 
opaque  residues  were  found  in  five  cases  and  a 
slight  residue  in  one  case.  As  a group,  the 
patients  did  not  experience  increased  diarrhea 
from  the  examination.  Data  on  these  cases  are 
collected  in  Table  II. 

Miscellaneous  Cases 

A few  exploratory  studies  of  other  conditions 
were  included.  Two  males,  who  showed  hyper- 
acidity in  single  determinations,  had  marked 
opaque  residues  following  oral  cholecystography. 
The  cholecystograms  of  two  young  women  with 
histories  of  moderate  premenstrual  discomfort 
showed  residues  just  before  the  onset  of  men- 
struation. In  another  young  woman,  about  20 
cc.  of  alcohol  administered  as  a Scotch  and  soda 
shortly  before  ingesting  the  cholecystographic 
medium  resulted  in  slight  residues  which  were 
not  present  in  a normal  control  study. 


Fig.  3.  On  October  23,  1950,  a small  viscus 
with  calculi  is  visualized  on  the  cholecystogram,  and 
the  contrast  medium  is  once  more  incompletely 
absorbed. 


Comment 

The  thesis  that  unabsorbed  opaque  residues  in 
the  right  colon  on  a cholecystogram  are  evidence 
of  an  inadequate  supply  of  base  in  the  intestinal 
tract  seems  fairly  well  borne  out  by  the  evidence 
presented.  The  principle  sources  of  such  base  for 
the  neutralization  of  the  acid  chyme  and  the 
added  cholecystographic  medium  are  the  bile, 
pancreatic  juice,  and  the  secretions  of  the  succus 
entericus.  Of  these,  pancreatic  juice  is  the  most 
important  since  it  is  produced  in  the  greatest 
volume  and  may  contain  up  to  1.5  per  cent  of 
sodium  bicarbonate.  Bile  probably  contributes 
relatively  little  base,  and  its  main  effect  is  to 
serve  as  a wetting  agent  and  thus  aid  in  the 
solution  of  the  cholecystographic  medium.4 

The  evidence  in  support  of  the  thesis  is  par- 
ticularly satisfactory  in  the  cases  of  pancreatitis. 
At  first  glance  the  high  incidence  of  residues  in 
the  achlorhydrias  of  the  pernicious  anemia  cases 
seems  to  be  a paradox.  When  it  is  remembered 
that  hydrochloric  acid  is  a stimulant  both  for 
bile  and  pancreatic  juice  through  the  elaboration 
of  the  humoral  agents  cholecystokinin  and  secre- 
tin, the  results  are  consistent.  Absence  of  hydro- 
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TABLE  II. — Cholecystoqraphic  Data  on  14  Cases  of 
Achlorhydria 


Case 

Sex 

Age 

Gallbladder 

Visualization 

Calculi 

Opaque  Residues  in  Right  Colon 

R 

F 

71 

Fair 

4" 

G 

F 

38 

Fair 

0 

R 

F 

71 

Average 

? 

J 

F 

80 

Poor 

? 

G 

M 

75 

Poor 

? 

A 

M 

67 

Good 

6 

No  Residues  in  Right  Colon 

M 

M 

67 

Average 

0 

D 

M 

61 

Poor 

0 

M 

M 

71 

Good 

0 

S 

M 

45 

None 

? 

K 

M 

60 

Average 

6 

A 

F 

54 

Good 

0 

chloric  acid,  therefore,  robs  the  intestine  of  this 
strong  secretion  of  base  in  some  instances,  and  in 
a considerable  percentage  of  such  cases  opaque 
residues  accumulate  in  the  right  colon. 

The  miscellaneous  studies  serve  to  illustrate 
that  other  conditions  such  as  hyperacidity,  pre- 
menstrual disturbances,  and  alcohol  may  simi- 
larly alter  the  acid-base  balance  in  such  a way 
that  opaque  residues  accumulate  in  the  right 
colon.  These  cases  show  that  the  residues  in 
themselves  are  not  diagnostic  but  are  merely  an 
indication  for  further  gastroenterologic  studies 
to  clarify  the  diagnosis. 

Summary 

Animal  experimentation  has  shown  that  the 
absorption  of  orally  administered  cholecysto- 
graphic  media  is  dependent  on  the  base  supplied 
by  the  external  secretion  of  the  pancreas.  Clini- 
cal confirmation  of  this  dependency  of  absorption 
on  pancreatic  function  has  been  found  in  the  high 
incidence  of  opaque  residues  in  the  right  colon 
of  cholecystograms  made  on  patients  diagnosed 
as  having  pancreatitis.  Similar  residues  are 
present  in  other  conditions  where  there  appears 
to  be  a deficit  of  base  in  the  intestine.  A survey 
of  1,000  routine  Priodax  cholecystograms  shows 
definite  opaque  residues  of  the  medium  in  some- 
what more  than  5 per  cent  of  the  cases. 
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Discussion 

Norman  Heilbrun,  M.D.,  Buffalo. — In  a recent 
paper  Sosman  has  discussed  the  accuracy  of  the 
cholecystographic  method  and  has  stated  that  it  is 
the  most  accurate  of  all  the  diagnostic  radiographic 
procedures.0  Its  accuracy  of  over  95  per  cent  is 
based  upon  the  concentration  of  the  dye  by  the 


gallbladder  mucosa  in  the  presence  or  absence  of 
stones  or  lack  of  concentration  due  to  failure  of  the 
absorbed  dye  to  reach  the  organ  because  of  cystic 
duct  obstruction  or  because  of  disease  of  the  mucosa. 
The  absence  of  a shadow  when  combined  with  a 
good  clinical  history  is  as  accurate  as  a good  shadow 
which  shows  the  presence  of  stones. 

The  authors’  experimental  observations  now  bring 
a new  concept  into  the  physiology  of  the  method, 
namely,  the  dependence  of  the  absorption  of  the 
medium  upon  an  adequate  supply  of  base  in  the 
intestinal  tract.  This  base  is  supplied  largely  by 
the  pancreatic  secretion.  When  the  supply  of  pan- 
creatic juice  is  diminished  as  in  pancreatitis  or  other 
disorders,  the  medium  is  not  neutralized  and  is 
poorly  absorbed.  This  leads  to  poor  or  nonvisual- 
ization of  the  gallbladder,  and  in  a significant 
number  of  cases  there  is  a residue  of  unabsorbed 
medium  in  the  right  colon.  If  the  presence  of 
adequate  pancreatic  secretion  is  such  an  important 
factor,  the  validity  of  the  examination  in  the  ab- 
sence of  a good  shadow  will  be  questioned  seriously. 

In  a review  of  44  cases  of  acute  pancreatitis  at 
the  Buffalo  General  Hospital  from  1936  to  1949  the 
presence  or  absence  of  gallbladder  disease  was  con- 
clusively determined  in  39  cases.  Gallstones  or 
gallbladder  disease  were  present  in  21  or  54  per  cent 
and  absent  in  18  or  46  per  cent.  The  usual  figures 
of  associated  gallbladder  disease  with  pancreatitis 
as  stated  in  the  literature  range  from  45  to  75  per 
cent  with  an  average  of  60  to  65  per  cent. 

In  those  cases  of  pancreatitis  which  are  presented 
in  Table  I,  there  was  only  one  good  shadow  in  the 
13  cases  with  residue  in  the  right  colon.  The  rest 
ranged  from  fair  to  poor  to  absent.  Of  these,  there 
were  four  cases  with  stones  and  six  cases  with  ques- 
tionable stones.  It  is  well  known  that  in  many 
cases  with  poor  or  absent  gallbladder  visualization 
stones  are  present.  According  to  the  table,  stones 
are  excluded  in  only  three  of  the  13  cases  with  right 
colon  residues  and  in  four  of  the  remaining  seven 
cases. 

Silvani  and  McCorkle  in  support  of  the  authors’ 
views  have  reported  temporary  failure  of  gallbladder 
visualization  in  ten  cases  of  pancreatitis  during  the 
acute  phase.6  In  five  patients  the  organ  was 
visualized  five  to  fourteen  days  after  the  acute 
phase  had  subsided.  Five  patients  were  operated 
upon.  In  two  the  gallbladder  appeared  normal  and 
was  not  removed.  In  three  others  the  removed 
organ  was  normal  microscopically. 

If  the  authors  are  correct  in  the  application  of 
their  experimental  work  to  clinical  cases  of  pan- 
creatitis, I should  like  to  ask  some  questions  in  order 
to  clarify  the  concept  that  the  poor  or  nonvisualiza- 
tion was  due  to  pancreatic  disease  rather  than  to 
the  usual  high  association  of  gallbladder  disease: 

1.  How  many  cases  were  tested  by  the  intra- 
venous method  after  poor  visualization  by  the  oral 
method?  Did  a significant  number  of  cases  visualize 
well  by  the  intravenous  route? 

2.  Were  any  estimations  of  the  urinary  excretion 
made?  If  the  medium  is  so  poorly  absorbed  as  to 
leave  a residue,  the  urinary  excretion  of  the  excess 
of  absorbed  dye  should  be  diminished. 
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3.  Have  any  studies  been  made  with  tagged  dye? 

4.  How  many  of  the  authors’  cases  of  pancrea- 
titis were  definitely  proved  or  disproved  to  have 
associated  gallbladder  disease? 

Dr.  Strain  ( Closing  remarks). — In  reply  to  the 
questions  raised  by  Dr.  Heilbrun,  none  of  the  cases 
was  studied  by  intravenous  cholecystography,  no 
urinary  estimations  were  made,  and  none  of  the 
patients  was  studied  with  tagged  cholecystographic 
media.  Cholecystographic  media  tagged  with 
radioactive  iodine  are  easy  to  prepare  and  are  well 


suited  to  animal  experimentation,  but  it  would  be 
difficult  to  simulate  the  commercial  tablets  unless 
an  extensive  program  were  planned.  With  respect 
to  the  incidence  of  gallbladder  disease  associated 
with  pancreatitis,  over  half  the  cases  reported  in 
Table  I have  had  their  gallbladders  removed. 


° So8man,  M.  C.:  New  England  J.  Med.  242:  849  (June  1) 
1950. 

b Silvani,  H.  L.,  and  McCorkle,  H.  J. : Bull.  Am.  Coll. 
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PORTAL  HYPERTENSION 

John  D.  Stewart,  M.D.,  Buffalo,  New  York 

( From  the  University  of  Buffalo  School  of  Medicine  and  the  Edward  J.  Meyer  Memorial  Hospital ) 


WITH  the  continued  progress  of  surgery, 
new  and  difficult  problems  come  under 
study.  The  challenge  offered  by  portal  hyper- 
tension has  in  recent  years  inspired  pioneer  work 
by  such  men  as  Whipple,  Blakemore,  Blalock, 
and  Linton.  It  must  be  conceded,  however, 
that  the  final  answers  have  not  yet  been  achieved 
as  far  as  the  surgical  treatment  of  this  com- 
plicated, common,  and  dangerous  malady  is 
concerned.  There  are  still  too  many  defects 
in  knowledge  of  the  basic  mechanisms  of  the 
disease,  and  surgical  correction  of  its  course  is, 
therefore,  largely  empiric  in  nature.  Neverthe- 
less, promising  leads  are  being  developed,  and 
without  doubt  further  advances  can  be  ex- 
pected in  the  near  future. 

In  considering  the  pathologic  anatomy  asso- 
ciated with  portal  hypertension  a variety  of 
tissues  and  lesions  come  to  our  attention.  It  is 
perhaps  not  generally  appreciated  that  the 
portal  venous  system  is  characterized  by  ana- 
tomic variation  to  an  unusual  degree.  These 
variations  may  condition  the  nature  of  the  symp- 
toms of  portal  hypertension  and  influence  the 
type  of  surgical  treatment.  The  anatomic 
studies  of  Gilfillan  demonstrate  extensive  varia- 
tion in  the  relationship  as  well  as  the  size  of  the 
principal  tributaries  of  the  portal  vein.1  In 
this  connection,  the  point  of  entrance  of  the 
coronary  vein  in  relation  to  the  block  in  the 
portal  system  is  of  critical  importance  as  regards 
the  development  of  esophageal  varices. 

Where  ascites  accompanies  portal  hyper- 
tension, and  this  is  likely  to  be  found  only  with 
intrahepatic  disease,  diffuse  changes  in  the  peri- 
toneal cavity  occur.  Thickening  of  the  peri- 

Presented  at  the  145th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Sur- 
gery, May  4,  1951. 


toneum,  vascular  adhesions,  and  inflammatory 
lesions  in  the  lymphatic  system  are  often  pres- 
ent. The  radicles  of  the  portal  vein  not  only 
become  dilated,  elongated,  and  tortuous,  but 
degenerative  changes  in  the  walls  of  the  veins 
develop.  Such  changes  in  the  splenic  vein,  for 
example,  increase  the  difficulty  of  performing  a 
satisfactory  splenorenal  shunt  and  favor  intra- 
vascular clotting.  Although  positive  proof  is 
lacking,  there  are  some  grounds  for  the  belief 
that  portal  hypertension  may  at  times  be  based 
on  abnormal  arteriovenous  shunts.  The  blood 
in  the  splenic  vein  at  operation  often  is  more 
arterial  than  venous  in  appearance.  This 
hypothesis  needs  further  study.  The  causal 
relationship  between  the  congestive  spleno- 
megaly of  portal  hypertension  and  hypersplenism 
with  depression  of  one  or  more  of  the  blood  ele- 
ments is  also  a subject  which  requires  clarifica- 
tion.2 

Clinical  experience  suggests  that  the  patient 
with  portal  hypertension  suffers  increased  sus- 
ceptibility to  peptic  ulcer.  In  some  cases  it  is 
difficult  to  know  whether  upper  gastrointestinal 
hemorrhage  is  due  to  known  esophageal  varices 
or  to  associated  peptic  ulcer  of  stomach  or 
duodenum.  Some  hold  the  view  that  the  bleed- 
ing of  esophageal  varices  is  due  to  acid-peptic 
erosion  by  regurgitated  gastric  juice,  and  this 
idea  lends  plausibility  to  gastric  resection  as  a 
therapeutic  measure. 

The  pressures  within  the  portal  vein  normally 
run  up  to  100  mm.  of  water,  although  there  is 
likely  to  be  considerable  error  in  such  measure- 
ments. With  well-established  portal  hyper- 
tension, pressures  may  rise  to  500  to  600  mm.  of 
water.  Blakemore  and  Lord  have  pointed  out 
that  pressures  should  be  measured  in  the  splenic 
vein,  in  the  coronary  vein,  and  in  the  superior 
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mesenteric  vein  at  laparotomy  to  locate  the 
block  and  choose  the  best  corrective  procedure.3 

The  following  classification  of  cases  of  portal 
hypertension  has  the  merit  of  clarity  and  sim- 
plicity: 

A.  Intrahepatic  block 

1 . Thrombosis  of  hepatic  veins  (Chiari) 

2.  Cirrhosis  of  the  liver 

B.  Extrahepatic  block 

1 . Obstruction  to  portal  vein  proper 

2.  Obstruction  to  one  or  more  major 

branches 

C.  Portal  hypertension  due  to  arteriovenous 

shunt 

D.  Combined  forms 

Chiari’s  syndrome,  or  portal  hypertension  due 
to  thrombosis  of  the  hepatic  veins,  is  a rare 
condition,  and  I have  recognized  it  at  operation 
only  once.  Theoretically,  in  constrictive  peri- 
carditis with  hepatomegaly,  portal  hypertension 
may  occur.  In  my  experience  with  this  condi- 
tion, however,  esophageal  varices  have  not  been 
demonstrated,  nor  has  gastrointestinal  hemor- 
rhage occurred. 

By  far  the  commonest  cause  of  portal  hyper- 
tension is  cirrhosis  of  the  liver.  In  this  connec- 
tion it  is  now  thought  that  distortion  of  the 
intrahepatic  branches  of  the  portal  vein  by 
regenerative  hepatic  nodules  rather  than  fibrotic 
compression  is  the  important  etiologic  factor.4 

Extrahepatic  block  of  the  portal  vein  or  its 
major  tributaries  may  be  caused  by  a variety 
of  lesions,  such  as  endophlebitis,  congenital 
anomalies,  tumors,  perivascular  infections,  and 
trauma.  In  this  category  falls  Banti’s  syn- 
drome, which  is  the  most  favorable  for  surgical 
treatment  because  liver  function  is  least  dam- 
aged. 

That  portal  hypertension  may  be  due  to 
arteriovenous  shunt  is  a still  unproved  hypoth- 
esis, but  it  is  fisted  as  a possibility. 

The  diagnosis  of  portal  hypertension  is  not 
difficult  when  the  condition  has  advanced  to  the 
point  of  producing  complications.  There  is 
serious  need,  however,  for  methods  of  revealing 
the  earlier  stages  in  the  evolution  of  the  process. 
In  the  cases  of  esophageal  varices  associated 
with  cirrhosis  of  the  fiver,  it  has  been  shown 
that  about  half  the  patients  will  be  dead  within 
a year  after  hemorrhage  from  the  varices  occurs 
unless  corrective  surgery  is  undertaken.  If 
medical  and  surgical  treatment  were  instituted 
when  degenerative  processes  were  less  severe, 
the  prognosis  could  undoubtedly  be  improved. 

Dilatation  of  the  collateral  venous  channels 
by  which  blood  is  shunted  away  from  the  portal 
vein  and  into  the  caval  or  azygos  systems  may 
be  taken  as  prima  facie  evidence  of  portal  hyper- 
tension. It  is  possible,  however,  that  such 


collaterals  may  become  so  effective  as  to  relieve 
the  abnormal  venous  pressure. 

Do  esophageal  varices  constitute  a hazard, 
even  after  portal  pressure  has  been  reduced  by 
portacaval  shunt?  Further  investigation  of  this 
question  is  needed,  for  it  has  a direct  bearing 
on  surgical  indications.  Practically,  we  accept 
the  demonstration  of  esophageal  varices  by  x-ray 
or  esophagoscopy  as  evidence  that  the  patient 
has,  or  has  had,  portal  hypertension,  but  actual 
proof  is  obtained  only  by  measuring  portal  pres- 
sures with  a manometer  at  the  operating  table. 
Regardless  of  pathogenesis,  the  compelling  indi- 
cation for  surgical  treatment  is  hemorrhage  from 
demonstrable  esophagogastric  varices.  The  var- 
ices which  bleed  are  not  confined  to  the  sub- 
mucosal plexus  of  the  esophagus,  but  lesions  of 
the  cardioesophageal  junction  and  the  fundus  of 
the  stomach  may  be  equally  important. 

Broadly  speaking,  the  treatment  of  portal 
hypertension  and  its  complications  is  by  medical 
means  or  by  a combination  of  medical  and  sur- 
gical methods.  The  medical  treatment  of 
cirrhosis,  including  high-protein,  high-vitamin 
intake,  salt  restriction,  diuretics,  abdominal 
paracentesis,  and  the  administration  of  albumin, 
plasma,  and  whole  blood  by  vein,  is  beyond  the 
scope  of  this  discussion.  I wish  to  point  out, 
however,  that  such  measures  must  be  used  to 
their  maximum  advantage  in  connection  with 
any  surgical  procedures  that  are  undertaken, 
particularly  in  the  case  of  portal  hypertension 
of  intrahepatic  origin.  When  surgical  operation 
is  considered,  joint  medical-surgical  handling 
of  the  case  is  to  be  recommended. 

In  defining  the  indications  for  surgical  treat- 
ment a distinction  must  be  made  between  the 
diffuse  portal  hypertension  of  cirrhosis  and  the 
localized  splenic  hypertension  which  may  be 
seen  in  the  so-called  Banti’s  syndrome.  Spleno- 
megaly and  hypersplenism  due  to  interference 
with  venous  outflow  in  the  splenic  vein  call  for 
surgical  operation  whenever  the  diagnosis  is 
made.  It  is  essential  at  operation  to  choose 
the  proper  procedure  by  localizing  the  point  of 
venous  impediment,  as  pointed  out  above.  If 
esophageal  varices  are  present  and  venous  pres- 
sure is  increased  in  the  coronary  vein,  splenec- 
tomy alone  should  not  be  done.  Unfortunately 
this  is  a common  error,  and  the  patient  becomes 
a much  more  difficult  surgical  problem  since 
splenorenal  shunt  after  previous  splenectomy 
is  usually  impossible.  If  at  the  primary  opera- 
tion it  can  be  shown  by  pressure  measurements 
and  gross  observation  that  the  splenic  vein  alone 
is  obstructed,  splenectomy  should  cure  the 
patient.  If  other  radicles  of  the  portal  system 
are  blocked,  splenectomy  should  be  accompanied 
by  splenorenal  shunt.  Blakemore  and  Fitz- 
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patrick  have  recently  suggested  that  free  vein 
grafts  may  be  used  satisfactorily  in  the  “post- 
splenectomy bleeder”  to  connect  the  main 
trunk  of  the  splenic  vein  and  the  unobstructed 
superior  mesenteric  vein.6 

In  the  commonest  type  of  portal  hypertension, 
namely,  that  due  to  cirrhosis,  the  important 
indication  for  surgical  treatment  is  hemorrhage 
from  esophagogastric  varices.  In  my  opinion, 
ascites  does  not  constitute  adequate  grounds 
for  recommending  surgical  operation  in  the 
absence  of  esophagogastric  varices,  for  intensive 
medical  treatment  has  more  to  offer  the  patient. 
Unfortunately,  however,  statistical  studies  show 
that  about  one  third  of  patients  with  cirrhosis 
develop  esophagogastric  varices  and  fatal  bleed- 
ing. It  is  the  prevention  of  this  catastrophe 
that  constitutes  a challenge  to  surgical  ingenuity 
and  skill. 

The  surgical  procedures  which  have  at  one 
time  or  another  been  used  in  an  effort  to 
control  bleeding  from  esophagogastric  varices 
are  numerous,  and  only  the  more  plausible  ones 
are  listed  below  (tamponade  by  pneumatic  or 
hydrostatic  bag  for  the  arrest  of  active  bleeding 
could  be  added) : 

1.  Injection  of  varices  through  the  esophag- 

oscope 

2.  Ligation  and  excision  of  esophageal 

varices  by  esophagotomy 

3.  Esophagogastric  resection 

4.  Subtotal  or  total  gastrectomy 

5.  Transection  of  the  esophageal  plexus 

6.  Ligation  of  the  splenic  artery 

7.  Splenectomy 

8.  Splenectomy  and  splenorenal  shunt 

9.  Portacaval  anastomosis 

10.  Other  venous  anastomoses,  including  use 

of  vein  graft 

11.  Combined  and  miscellaneous  procedures 
The  number  of  these  operations  suggests  that 
no  one  meets  all  the  requirements  for  appli- 
cability and  effectiveness. 

Analysis  shows  that  the  basic  objectives  of 
these  procedures  consist  of  one  or  more  of  the 
following:  (1)  diversion  of  portal  blood  from 

the  block,  (2)  reduction  of  arterial  flow  into 
the  portal  bed,  (3)  remedial  attack  on  the 
varices  themselves,  as  by  excision,  thrombosis, 
or  ligation,  (4)  lowering  of  gastric  acidity  and 
of  reflux  into  the  lower  esophagus,  and  (5) 
cure  of  hypersplenism  and  restoration  of  blood 
elements  to  normal.  As  was  previously  pointed 
out,  there  is  need  for  further  evidence  to  sub- 
stantiate the  concepts  involved.  Evaluation 
by  clinical  trial  is  beset  with  many  difficulties, 
such  as  the  variability  of  the  cases,  lack  of  con- 
trols, and  need  for  years  of  postoperative  follow- 


up observations.  When  portacaval  shunt  is 
performed  for  cirrhosis  with  bleeding  varices, 
the  following  questions  may  be  asked:  (1) 
What  effect  does  diversion  of  portal  blood  from 
the  diseased  liver  have  on  its  function  and  re- 
cuperative power?  (2)  How  vulnerable  are  the 
established  esophagogastric  varices,  even  though 
venous  pressure  and  blood  flow  through  them 
may  have  been  lowered?  (3)  How  important 
is  hypersplenism  in  such  a patient  before  and 
after  the  shunt  is  produced?  Similar  basic 
queries  may  be  raised  in  connection  with  other 
and  less  acceptable  operative  procedures. 

The  surgical  approach  which  we  are  testing 
in  handling  cirrhosis  with  bleeding  varices  in- 
volves a combination  of  these  principles.  Sple- 
nectomy and  splenorenal  shunt  are  followed  by 
subtotal  gastric  resection,  procedures  which  can 
be  done  through  the  same  left  thoracoabdominal 
incision.  By  removing  80  per  cent  of  the  stom- 
ach and  clearing  the  remainder  of  the  stomach 
of  ligamentous  attachments  and  overlying 
vessels,  the  venous  flow  through  the  esophageal 
plexus  is  greatly  reduced.  Reduction  in  gastric 
secretion  results  without  the  disturbances  in 
digestive  function  which  so  often  accompany 
total  gastrectomy.  If  bleeding  from  varices 
recurs,  the  right  upper  abdomen  has  been  left 
clear  for  performance  of  portacaval  shunt. 

This  plan  has  the  merit  of  flexibility  in  that 
after  splenectomy  and  splenorenal  shunt  are 
performed,  the  subtotal  gastrectomy  can  be 
done  as  a secondary  procedure  at  a later  date. 
Major  surgery  is  involved,  and  the  applicability 
of  staging  is  a desirable  feature  of  the  plan. 
We  have  carried  out  this  surgical  attack  in 
children  as  well  as  in  adults,  but  our  experience 
with  the  method  is  as  yet  too  limited  and  the 
follow-up  too  short  for  analysis.  The  method  is 
presented,  however,  to  illustrate  what,  to  us, 
seem  plausible  concepts  in  dealing  with  a problem 
which  still  requires  a great  deal  of  clinical  and 
experimental  study. 

Summary 

Some  aspects  of  the  physiopathology  of  portal 
hypertension  have  been  discussed,  together  with 
a consideration  of  its  diagnosis  and  surgical 
treatment. 

180  Soldier’s  Place 
References 

1.  Gilfillan,  R.  S. : Arch.  Surg.  61:  449  (Sept.)  1950. 

2.  Kelsey.  M.  P.,  Robertson.  H.  E.,  and  Giffin,  H.  Z.: 
Proc.  Staff  Meet..  Mayo  Clin.  23:  195  (Apr.  14)  1948. 

3.  Blakernore,  A.  H.,  and  Lord,  J.  W.,  Jr.:  Ann.  Surg. 

122:  476  (Oct.)  1945.  „ „ „ 

4.  Kelty,  R.  H.,  Bagenstoss,  A.  H.,  and  Butt,  H.  R.: 
Proc.  Staff  Meet.,  Mayo  Clin.  25:  17  (Jan.  18)  1950. 

5.  Blakernore,  A.  H.,  and  Fitzpatrick,  H.  F.:  Ann.  Surg. 
To  be  published. 


ABDOMINAL  TRAUMA 

Frederick  G.  Stoesser,  M.D.,  and  Ralph  E.  Smith,  M.D.,  Buffalo,  New  York 
( From  the  Edward  J.  Meyer  Memorial  Hospital) 


A STUDY  has  been  made  of  the  cases  of 
abdominal  trauma  admitted  to  the  Edward  J. 
Meyer  Memorial  Hospital  from  January,  1946, 
through  December,  1950.  This  is  a county- 
owned  hospital  of  approximately  1,000  beds  in 
which  the  care  of  patients  is  primarily  under  the 
supervision  of  members  of  the  University  of 
Buffalo  Medical  School  faculty.  Admissions 
to  the  hospital  during  this  period  numbered 
57,634  giving  an  incidence  of  0.088  per  cent  for 
this  type  of  injury,  less  than  one  per  month 
during  the  five-year  period.  It  may  therefore 
be  termed  an  uncommon  lesion,  and  for  this 
reason  the  interest  of  the  practitioner  may  lag. 
However,  given  a case  of  such  trauma  with  a 
multiplicity  of  simultaneous  injuries,  such  as 
cerebral,  chest,  pelvic,  or  fractures  of  the  ex- 
tremities, one  is  called  upon  to  exercise  to  the 
fullest  his  interest,  diagnostic  skill,  and  surgical 
judgment. 

Material 

In  only  23  cases,  less  than  half  of  the  series, 
was  there  surface  evidence  of  abdominal  trauma, 
making  the  history  and  observation  of  physical 
signs  all-important  in  diagnosis.  Thirty-six, 
or  70  per  cent,  sustained  blunt  trauma,  and  15 
or  30  per  cent,  had  received  puncture  wounds  of 
the  abdomen.  Visceral  injury  was  encountered 
in  33  instances  (Tables  I and  II). 

Penetrating  injuries  of  the  abdomen  present 
but  a small  problem  in  diagnosis  because  they 
demand  early  exploration  due  to  the  high  in- 
cidence of  visceral  injury. 

Shock  is  an  important  sign  in  directing  atten- 
tion to  severe  injury.  It  is  produced  both  by 
severe  hemorrhage  and/or  diffuse  peritoneal 
contamination  from  rupture  of  a hollow  viscus, 
as  well  as  by  severe  generalized  trauma.  One 
must  not  be  misled  in  attributing  such  shock  to 
cerebral  injury  or  fractures  alone.  The  severity 
of  shock  is  an  excellent  indication  of  the  gravity 
of  prognosis.  Eighty  per  cent  of  cases  exhibiting 
moderate  shock  resulted  in  death,  whereas  all 
of  those  showing  mild  or  absence  of  shock  re- 
covered (Table  III). 

Pain  was  present  in  all  cases  sustaining  ab- 
dominal trauma,  but  the  degree  of  pain  was  not 
always  indicative  of  the  severity  of  injury. 
Only  one  of  six  having  a lacerated  spleen  com- 
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TABLE  I. — Subvey  of  Abdominal  Trauma  Cases,  1946- 
1950 


Number 

Per  Cent 

Abdominal  trauma  cases  in  57,000 
hospital  admissions 

51 

0.088 

Blunt  trauma* 

36 

70.0 

Puncture  woundst 

15 

30.0 

Visceral  injury 

33 

65.0 

* Blunt  trauma:  23  auto,  5 play,  4 fight,  2 farm,  2 indus- 
try. 

t Puncture  wounds:  4 self  stab,  7 stab  fight,  1 pencil,  2 
lumber,  1 auto-radiator  ornament,  1 gunshot. 


TABLE  II. — Abdominal  Trauma 


Viscera  Injured 

Number 

Per  Cent 

Liver 

11 

21 

Spleen 

6 

11 

Kidney 

6 

11 

Small  bowel 

6 

11 

Large  bowel 

2 

4 

Gallbladder 

2 

4 

Common  duct 

1 

2 

Urethra 

1 

2 

Bladder 

2 

4 

Stomach 

1 

2 

Pancreas 

1 

2 

plained  of  pain  referred  to  the  shoulder.  The 
location  of  pain  gives  a rough  index  as  to  the 
organ  injured. 

Absent  peristalsis  is  strongly  indicative  of 
visceral  injury.  This  sign  was  noted  in  all  but 
one  of  the  cases  having  a perforated  hollow  vis- 
cus. In  this  instance  the  sign  was  detected 
twelve  hours  after  injury.  Absent  peristalsis 
was  also  noted  in  one  lacerated  liver,  one  lacer- 
ated spleen,  and  a torn  triangular  ligament.  It 
may  therefore  be  considered  presumptive  evi- 
dence of  a serious  visceral  injury. 

Tenderness  was  present  in  most  cases  having 
visceral  injury  and  was  minimal  or  absent  in 
those  not  having  visceral  injury. 

Spasm  was  found  only  to  a slight  degree  in  six 
of  18  cases  not  having  visceral  injury.  Spasm 
in  the  presence  of  visceral  injury  was  noted  in  24 
of  the  29  cases  in  which  it  was  recorded.  It  may 
therefore  be  considered  a presumptive  sign  of 
hemorrhage  or  peritoneal  contamination. 

Shifting  dullness  was  noted  in  only  two  cases, 
one  a ruptured  spleen  and  the  other  a ruptured 
common  duct,  in  which  case  the  diagnosis  was 
made  three  days  after  the  accident,  jaundice 
also  being  present  at  the  time.  It  is  an  un- 
reliable sign  for  early  diagnosis  unless  there  is 
massive  hemorrhage  or  peritoneal  flooding  with 
stomach  or  bowel  content. 
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TABLE  III.- 

—Relation 

of  Degree  of 
TALITY 

Shock  to  Mob- 

Shock 

Number  of 
Cases 

Number  of 
Deaths 

Per  Cent 
Mortality 

None 

25 

0 

0 

Mild 

13 

0 

0 

Moderate 

8 

2 

25 

Severe 

5 

4 

80 

TABLE  IV. — Analysis  op  11  Cases  of  Hematuria 


Number  of  Cases 


Urinary  tract  injury 

Urethral  tear  1 

Bladder  contusion  1 

Bladder  perforation  1 

Kidney  contusion  1 

Kidney  fragmentation  1 

Pubic  symphysis  separation  1 

Probable  urinary  tract  injury  with: 

Common  duct  rupture  1 

Liver  laceration  1 

Triangular  ligament  tear  1 

Spleen  laceration  1 

Retroperitoneal  hemorrhage  1 


Emesis  was  present  in  eight  cases,  six  of  which 
had  visceral  injury;  the  remaining  two  had  only 
abdominal  wall  injury.  Hematemesis  was  not 
encountered  but,  if  present,  should  direct  one’s 
attention  to  stomach  or  duodenal  injury. 

Hematuria  was  noted  in  11  cases  (Table  IV). 
Blood  in  the  urine  is  positive  evidence  of  injury 
to  the  urinary  tract.  Cystoscopy,  Diodrast 
pyelograms,  and  instillation  into  the  bladder 
followed  by  withdrawal  of  a measured  amount 
of  solution  were  additional  measures  used  to 
confirm  or  rule  out  damage  to  these  structures. 

Rib  fractures,  especially  in  the  lower  chest, 
were  often  associated  with  liver,  spleen,  and 
kidney  trauma.  Such  fractures,  because  of 
associated  abdominal  spasm,  often  confuse  the 
picture.  In  these  instances  intercostal  procaine 
block  was  of  value  in  treatment  as  well  as  in 
disassociating  the  chest  injury  from  the  abdom- 
inal component. 

Peritoneal  tap  as  a diagnostic  measure  was 
used  in  seven  instances  (Table  V).  In  four  it 
contributed  accurate  information.  In  three 
instances  it  failed  to  reveal  contaminating  fluid 
in  the  abdomen  and  was  definitely  misleading; 
two  of  these  three  resulted  in  death.  It  may 
therefore  be  said  that  peritoneal  tap  can  be  con- 
sidered of  value  only  when  it  results  in  a positive 
aspiration  of  fluid. 

Leukocyte  counts  were  elevated  in  all  but 
one  instance.  The  highest  count  recorded  was 
25,500,  a case  of  common  duct  perforation.  A 
shift  to  the  left  was  also  noted  regularly.  Such 
counts  are  as  high  in  ruptures  of  liver  and  spleen 
as  in  cases  of  perforated  hollow  viscera. 

Treatment  resolves  itself  into  early  and 
vigorous  combat  of  shock,  if  possible  even  before 


TABLE  V. — Value  op  Peritoneal  Tap 


Viscera  Injured 

Helpful 

Misleading 

Common  duct  rupture 

yes 

no 

Liver  laceration 

yes 

no 

Perforation  ileum 

no 

yes 

Spleen  laceration,  pancreas  trauma 

no 

yes 

Contused  viscera 

yes 

no 

Gallbladder,  liver  laceration 

yes 

no 

Gallbladder  rupture 

no 

yes 

TABLE  VI. — Mortality  in  Abdominal  Trauma 


Number  of 
Cases 

Number  of 
Deaths 

Per  Cent 
Mortality 

Total  cases  of  ab- 
dominal trauma 

51 

6 

11.96 

Penetrating  wounds 

15 

2 

13.0 

Blunt  trauma 

36 

4 

11.0 

it  develops.  This  was  best  accomplished  by  the 
use  of  blood  in  varying  amounts  ranging  from 
500  cc.  in  mild  cases  to  8,000  cc.  in  one  instance. 
Plasma  was  used  while  matching  of  blood  was  in 
progress.  The  use  of  saline  in  combating  shock 
of  hemorrhage  or  peritoneal  contamination  is  to 
be  condemned. 

Early  operation  was  practiced  when  visceral 
injury  was  suspected  or  evident.  The  harmful 
effect  of  exploration  in  the  absence  of  visceral 
injury  was  less  than  the  disastrous  effect  of 
failure  to  operate  when  a hollow  viscus  was 
perforated.  Such  failure  was  responsible  for  33 
per  cent  of  the  deaths.  A falling  blood  pressure 
after  resuscitation  from  the  original  shock  is  an 
indication  that  serious  hemorrhage  or  visceral 
injury  has  been  overlooked.  Delay  in  surgery 
or  a prolonged  time  interval  between  injury  and 
surgical  repair  increases  the  gravity  of  prognosis. 
This  accounted  for  one  of  the  six  deaths. 

Penicillin  was  used  in  four  fifths  of  the  cases. 
In  ten,  streptomycin  was  used  in  conjunction 
with  penicillin,  and  in  one,  aureomycin  was  used 
with  the  two  preceding  agents.  It  is  not  to  be 
construed  that  the  beneficial  effect  of  these  agents 
should  be  rated  in  the  order  of  the  frequency  with 
which  they  were  used,  but  rather  their  choice  was 
in  a great  measure  dependent  on  the  avail- 
ability of  the  antibiotic  in  the  hospital  at  the 
tune.  Undoubtedly,  aureomycin  and  other 
chemotherapeutic  agents  will  be  used  more 
frequently  in  the  future  as  these  agents  prove 
their  worth. 

Nasogastric  suction  was  established,  and 
nitrous  oxide,  oxygen,  and  ether  anesthesia  was 
used  in  the  majority  of  cases  requiring  surgery. 
Intratracheal  anesthesia  was  used  where  asso- 
ciated chest  trauma  was  present  or  suspected. 

Splenectomy  was  found  to  be  the  treatment  of 
choice  in  fractures  or  lacerations  of  the  spleen. 
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Liver  injuries  were  treated  in  accordance  with 
the  magnitude  of  damage.  Small  lacerations 
with  clotting  or  little  bleeding  were  treated  by 
inserting  a drain  through  a stab  wound  down  to 
the  injured  surface.  Larger  lacerations  were 
treated  by  suturing  and  inserting  a penrose  drain 
down  to  the  surface  of  the  liver.  Gelfoam 
packing  with  or  without  suture  should  be  utilized 
when  other  measures  are  ineffective.1 

Perforations  of  the  bowel  were  treated  by 
suturing  the  defects  and  closing  the  abdomen 
without  drainage  in  small  bowel  perforations. 
In  two  large  bowel  perforations  the  orifices  were 
closed  and  drainage  of  the  peritoneal  cavity 
established.  Military  surgeons  have  expressed 
a preference  for  resection  of  the  small  bowel 
rather  than  resorting  to  multiple  closures  in  a 
short  segment  of  bowel.2 

Injuries  of  the  urinary  tract  requiring  surgery 
were  few.  A fragmented  kidney  was  removed. 
A perforated  bladder  was  treated  by  inserting  a 
pezzar  catheter  through  the  cystotomy  wound, 
the  contused  bladder,  and  urethra  tear  by  in- 
inserting  an  indwelling  catheter.  Contused 
kidneys  were  treated  conservatively,  checking 
the  function  and  disappearance  of  blunted  calices 
in  the  injured  kidney  by  means  of  intravenous 
Diodrast  pyelograms  until  symptoms  and  hema- 
turia disappeared. 

An  analysis  of  deaths  reveals  an  over-all 
mortality  of  11.96  per  cent,  the  total  for  the 
series  being  six  (Table  VI).  In  two  of  these, 
failure  to  recognize  and  treat  the  abdominal 
lesion  because  of  misleading  multiple  injuries 
and  compound  fractures  was  the  cause  of  death. 
A third  was  the  result  of  delay  in  recognizing 
the  presence  of  a perforated  gallbladder,  death 
occurring  on  the  operating  table  eighteen  hours 
after  admission.  The  fourth  occurred  five  days 
after  admission.  The  cause  of  death  was  a 
rupture  of  the  gallbladder  with  multiple  bilateral 
rib  fractures,  the  patient  having  developed  peri- 
tonitis, paralytic  ileus,  bronchopneumonia,  and 
bilateral  lower  lobe  atelectasis.  The  time  be- 
tween admission  and  laparotomy  was  nine 
hours.  The  fifth  death  occurred  fifty  minutes 
after  admission,  the  primary  abdominal  injuries 
being  lacerations  of  the  liver  and  kidney  asso- 
ciated with  multiple  fractures  and  cerebral  con- 
tusion. The  sixth  death  occurred  twenty-two 
days  after  admission  and  resulted  from  nephrosis 
after  having  received  8,000  cc.  of  blood  and 
1,000  cc.  of  plasma  in  the  treatment  of  multiple 
stab  wounds.  This  patient  and  a second  knifing 
death  had  been  transferred  from  another  hospital, 
prolonging  the  time  interval  between  injury  and 
treatment  to  five  hours.  Needless  to  say,  the 
blood  pressure  was  zero  and  the  patient  pulseless 
upon  arrival.  In  this  instance  the  chief  loss  of 


blood  was  from  the  right  profunda  femoris  vein 
and  could  have  been  easily  managed  with  great 
conservation  of  blood  and  successful  end  result 
instead  of  disaster,  had  treatment  been  instituted 
immediately.  Of  the  15  patients  receiving  punc- 
ture wounds  two  died,  giving  a mortality  of  13 
per  cent.  Of  the  36  patients  receiving  blunt 
abdominal  trauma  four  died,  a mortality  of  11 
per  cent.  The  mortality  for  the  entire  series 
was  11.96  per  cent. 

Comment 

Experience  derived  from  a study  of  these  cases 
plus  the  observations  of  others  suggests  the 
following  procedure  in  the  management  of 
abdominal  trauma  :1-6 

1.  Early  and  vigorous  combat  of  shock  by  the 
use  of  adequate  blood  transfusion. 

2.  Avoid  using  saline  and  glucose  solutions 
in  resuscitating  the  injured. 

3.  Avoid  overdosage  of  narcotics.  Demerol 
is  probably  best. 

4.  Establish  nasogastric  tube  suction. 

5.  Observe  the  patient  frequently  to  detect 
sudden  change  in  status. 

6.  Recognize  early  the  presence  of  abdominal 
injury. 

7.  Early  surgical  repair  of  visceral  damage  is 
essential. 

8.  Adequate  use  of  antibiotics  before  and 
after  surgery  is  necessary  for  good  results. 

9.  Catheterize  to  detect  damage  to  the 
urinary  tract. 

10.  Irrigate  and  measure  the  return  to  detect 
perforation  of  the  bladder. 

11.  Check  the  kidneys  with  intravenous 
pyelogram  for  minor  contusions. 

12.  Remove  fragmented  kidney. 

13.  Drain  the  contused  kidney. 

14.  Close  perforations  of  hollow  viscera  and 
decompress. 

15.  Remove  the  lacerated  spleen. 

16.  Close  liver  lacerations  with  Gelfoam  and 
suture  if  necessary. 

17.  Avoid  gauze  packing  of  liver  lacerations 
if  possible. 

18.  Drain  the  abdomen  if  circumstances 
demand. 

19.  Save  x-ray  studies  until  the  essential 
injury  has  been  cared  for. 

20.  Anticipate  and  vigorously  treat  pulmonary 
complications  postoperatively. 
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Discussion 

William  F.  MacFee,  M.D.,  New  York  City. — From 
the  figures  presented  by  Dr.  Stoesser  and  Dr.  Smith 
from  the  Edward  J.  Meyer  Memorial  Hospital,  we 
may  reasonably  conclude  that  the  number  of  cases  of 
abdominal  trauma  entering  a large  general  hospital 
in  this  part  of  the  world  is  relatively  small.  Among 
a total  of  57,634  admissions,  the  incidence  of 
abdominal  trauma  was  slightly  less  than  one  tenth 
of  one  per  cent.  In  a review  of  2,217  injuries  of  all 
kinds  admitted  to  St.  Luke’s  Hospital  in  Bethlehem, 
Pennsylvania,  Estes  found  only  32  patients,  1.4  per 
cent,  with  nonpenetrating  abdominal  trauma,  and 
Cody,  in  5,744  injuries,  recorded  only  53,  or  0.9  per 
cent,  with  abdominal  injuries  of  the  nonpenetrating 
variety."’6  It  would  appear,  therefore,  that  the  inci- 
dence of  nonpenetrating  abdominal  injuries  in  any 
large  series  of  traumatic  cases  is  likely  to  be  around  1 
per  cent  or  less. 

With  this  figure  in  mind,  it  is  obvious  that  rela- 
tively few  surgeons  throughout  the  country  will  see  a 
sufficient  number  of  injuries  of  this  kind  to  enable 
them  to  acquire  any  vast  personal  experience  in  the 
management  of  abdominal  trauma.  It  is  doubtful 
whether  representatives  of  some  of  our  large  clinics, 
who  are  in  the  habit  of  speaking  of  cases  of  various 
kinds  in  the  hundreds  and  thousands,  could  array 
any  such  numbers  of  patients  with  abdominal 
injuries.  Since  individual  experience  is  inevitably 
limited,  it  becomes  necessary  for  us  to  profit  from 
the  experience  of  others  as  well  as  from  our  own. 

Penetrating  injuries  of  the  abdomen,  as  Drs. 
Stoesser  and  Smith  have  indicated,  present  a rela- 
tively small  problem  in  diagnosis;  exploration  in 
these  cases  is  imperative,  and  the  diagnosis  is  estab- 
lished on  the  operating  table.  The  authors  quite 
properly  have  devoted  the  greater  part  of  their  dis- 
cussion to  the  diagnosis  and  treatment  of  abdominal 
injuries  of  the  nonpenetrating  variety  which  occur  as 
the  result  of  compression,  a fall,  or  being  struck  in 
the  abdomen  with  a blunt  object.  These  are  the 
cases  that  call  for  a high  degree  of  diagnostic  acumen 
and  judgment  in  treatment. 

One  of  the  most  important  considerations  in 
arriving  at  a probable  estimate  of  injury  sustained 
is  a painstaking  account  of  just  how  the  accident 
occurred  and  what  actually  happened  to  the  patient. 
In  an  automobile  accident,  for  example,  how  fast 
was  the  car  going,  was  the  patient  thrown  clear,  and 
what  did  he  strike? 

The  next  step  in  diagnosis  should  be  a thorough 
general  examination  of  the  patient.  In  the  presence 
of  multiple  injuries  a careful  survey  of  the  patient 
as  a whole  makes  possible  an  estimate  of  the  rela- 
tive seriousness  of  the  injuries  sustained  and  pro- 
vides a background  for  decisions  as  to  which  wounds 
should  be  treated  first  and  what  should  be  done  by 
way  of  preoperative  treatment. 

° Estes,  W.  L.,  Jr.:  Surg.  Gynec.  & Obst.  74:  419  (Feb. 

16)  1942. 

i>  Cody,  W.  E.:  J.  Iowa  M.  Soc.  29:  549  (Nov.)  1939. 


Special  examinations  to  determine  injury  to  the 
various  organs  and  the  treatment  of  such  injuries 
have  been  well  outlined  by  the  authors  and  hardly 
require  further  discussion  here. 

In  closing,  it  seems  worth  while  to  remind  our- 
selves of  some  of  the  common  causes  or  reasons  for 
failure  in  the  treatment  of  abdominal  trauma. 
Among  the  most  important  are  the  following: 

1.  The  presence  of  other  injuries,  such  as  the 
laceration  of  a major  blood  vessel,  which  may  lead 
rapidly  to  a fatal  outcome. 

2.  Delay  in  making  a complete  diagnosis  and  the 
consequent  delay  in  treatment. 

3.  Operating  before  adequate  therapy  for  shock 
or  hemorrhage  has  been  instituted. 

4.  Overlooking  injuries  during  operation. 

5.  Delayed  hemorrhages  or  perforations  resulting 
from  vascular  damage  or  from  incomplete  lacerations 
with  subsequent  gangrenous  changes  in  the  involved 
structure. 

6.  Haste  or  excitement  on  the  part  of  the 
operating  surgeon. 

It  is  through  familiarity  with  common  errors  that 
we  are  most  likely  to  avoid  them. 


Paul  A.  Kennedy,  M.D.,  Buffalo. — Dr.  Stoesser 
has  presented  the  important  aspects  in  the  diagnosis 
and  care  of  nonpenetrating  abdominal  injuries. 
There  are  a few  points  that  bear  repetition. 

Frequently  the  probable  diagnosis  of  organ  injury 
is  not  difficult  to  make,  and  the  decision  to  operate 
follows  readily.  No  real  problem  is  presented. 
However,  the  borderline  case,  the  case  seen  early,  or 
the  one  in  which  the  questionable  abdominal  injury 
is  clouded  by  a host  of  other  injuries  always  taxes 
the  surgeon’s  judgment.  Since  it  is  well  known  that 
morbidity  and  mortality  will  vary  directly  with  time 
lag  and  the  multiplicity  of  organs  injured,  it  follows 
that  early  surgical  intervention  is  essential.  In  the 
case  of  the  multiple  injuries  keen  judgment  is  re- 
quired. It  must  be  stated  that  rarely  should  any 
other  injury  be  given  precedence  over  the  possible 
intra-abdominal  trauma.  It  is  in  such  a situation 
that  experience  is  most  important.  The  junior  staff 
man  should  have  more  experienced  heads  available 
for  consultation. 

At  times  the  decision  to  explore  must  be  based  on  a 
short  period  of  observation.  Repeated  observations 
should  be  made  for  changes  in  abdominal  signs  in 
doubtful  cases.  This,  however,  is  no  license  for 
prolonged  procrastination.  It  must  be  kept  in  mind 
that  head  injuries  and  alcoholism  may  easily  obscure 
an  abdominal  visceral  injury. 

Peritoneal  tap  has  been  useful  in  our  hands  and 
should  be  used  more  often.  The  recovery  of  blood, 
bloody  fluid,  or  other  fluid  is  positive  evidence  of 
organ  injury.  A negative  tap  means  nothing.  We 
use  a 20-gauge  spinal  needle  and  tap  in  both  flanks. 
There  are  few,  if  any,  contraindications  to  such  a 
procedure.  The  tap,  if  negative  at  first,  may  in  the 
course  of  a short  time  become  positive.  Other  signs 
being  equivocal,  this  finding  may  be  most  important 
in  making  an  early  decision  to  operate. 

Injuries  to  the  pancreas,  although  rare,  bear  men- 
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tion  in  such  a discussion.  I have  recently  cared  for 
two  such  cases.  In  one,  the  liver  and  colon  were 
injured.  It  was  not  until  ten  days  later  that  pan- 
creatic injury  became  obvious  when  the  patient  de- 
veloped a large  epigastric  mass.  A pseudocyst  was 
drained,  following  which  the  patient  did  well.  The 
second  case  was  less  fortunate.  Although  severe 
back  pain  was  an  initial  complaint,  pancreatic  injury 
was  not  suspected  early.  It  was  not  until  edema 
and  discoloration  appeared  in  the  right  flank  that 
traumatic  pancreatitis  presented  itself:  The  patient 
previously  had  drainage  of  liver  fractures.  Perhaps 
earlier  and  more  adequate  drainage  of  such  a retro- 
peritoneal dissecting  process  would  have  made  a 
difference  in  the  final  outcome.  Amylase  studies  on 
fluid  recovered  by  peritoneal  tap  may  help  to  discern 
injury  to  the  pancreas  when  its  parietal  peritoneum 


is  torn  and  there  is  loss  of  pancreatic  ferment  into 
the  general  peritoneal  cavity. 

In  general,  I believe  laceration  of  the  colon,  if  of 
any  size,  should  be  protected  by  a proximal  vent, 
the  reason  being  that  the  colon  in  such  instances  is 
usually  unprepared  by  mechanical  cleansing  or  by 
antibiotics,  making  simple  closure  unsafe.  There 
may  be  exceptions  to  this.  . 

Dr.  Stoesser  has  called  attention  to  the  fact  that 
pain  frequently  is  not  a chief  complaint  of  the 
severely  wounded.  It  may  be  so  in  cases  of  non- 
penetrating abdominal  trauma.  Morphine  should 
not  be  used  unless  pain  is  present.  When  needed, 
it  is  best  given  in  small  doses  intravenously.  Oc- 
casionally it  will  help  make  the  diagnosis.  With 
pain  relieved  a more  careful  abdominal  examination 
can  be  made. 


THE  SURGICAL  MANAGEMENT  OF  OBSTRUCTIVE  JAUNDICE 

Claude  E.  Welch,  M.D.,  Boston,  Massachusetts 
( From  the  Department  of  Surgery,  Massachusetts  General  Hospital) 


SURGEONS  treating  patients  with  obstruc- 
tive jaundice  must  consider  three  important 
questions:  (1)  when  is  the  optimum  time  for 
operation;  (2)  what  is  the  probable  cause  of  ob- 
struction; and  (3)  what  surgical  measures  are 
most  satisfactory  for  the  particular  problem? 
While  the  answers  to  these  questions,  in  practice, 
must  often  be  obtained  concurrently,  it  is  con- 
venient to  discuss  the  entire  subject  according  to 
this  method  of  analysis,  and  then  to  illustrate 
the  application  of  these  principles  to  the  group 
of  such  patients  treated  in  the  years  1949  and 
1950  in  the  Massachusetts  General  Hospital, 
Boston. 

Selection  of  the  Time  for  Operation 

Patients  entering  the  hospital  with  obstructive 
jaundice  are  often  very  ill,  particularly  when  the 
chills,  fever,  high  pulse,  and  prostration  typical 
of  cholangitis  are  present.  In  such  a situation, 
the  aggressive  surgeon  may  find  it  difficult  to 
stay  his  hand.  Yet  it  must  be  emphasized  that 
a period  of  observation  and  preparation  is  essen- 
tial and  that  immediate  operation  is  unwise  ex- 
cept in  the  rare  case  when  a bile  peritonitis  is 
suspected. 

During  the  few  days  that  follow  hospital  entry, 
the  first  duty  of  the  physician  and  surgeon  is  to 
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exclude  the  cases  of  hepatocellular  jaundice  from 
surgery.  While  the  differential  diagnosis  of 
hepatocellular  and  extrahepatic  jaundice  is  be- 
yond the  scope  of  this  paper,  a few  points  need  to 
be  stressed.  A careful  history  furnishes  the  most 
important  method  of  differentiation.  The  sur- 
geon should  be  wary  of  any  patient  with  deep 
jaundice  who  has  bile  in  his  stools.  A palpable 
spleen  should  also  indicate  a cautious  approach. 
The  laboratory  tests  of  most  value  are  the  cepha- 
lin  flocculation  or  thymol  turbidity,  the  alkaline 
phosphatase  level,  and  the  prothrombin  time  with 
its  response  to  administration  of  vitamin  K, 
while  the  Van  den  Bergh  test  furnishes  a quan- 
titative measure  of  the  depth  of  the  jaundice. 
In  difficult  cases  liver  biopsy  by  needle  aspir- 
ation has  furnished  evidence  of  extreme  impor- 
tance. The  safety  of  this  last  procedure  is  indi- 
cated by  a series  of  biopsies  in  the  Massachusetts 
General  Hospital,  reported  by  Jones  and  Ellis, 
that  now  totals  over  700  with  a mortality  of  0.4 
per  cent.1  It  is  found  by  these  various  tests 
that  approximately  half  of  the  patients  with 
jaundice  in  our  hospital  will  be  suffering  from 
hepatocellular  rather  than  from  extrahepatic 
jaundice. 

In  the  second  place,  the  surgeon  devotes  the 
preoperative  days  to  improving  the  patient’s 
•condition.  Large  amounts  of  preoperative  intra- 
venous glucose  are  given.  Recent  evidence  indi- 
cates that  invert  sugar  or  fructose  may  be  even 
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more  effective  than  glucose.2  A high-protein, 
high-carbohydrate,  low-fat  diet  is  important. 
Antibiotic  therapy  should  be  started  early  and 
continued  after  operation.  Vitamin  K and  blood 
transfusions  must  be  given  frequently.  As  a gen- 
eral rule,  then,  three  to  five  days  will  be  devoted 
to  this  preoperative  st.udy  and  preparation. 

Determination  of  the  Cause  of  Extrahepatic 
Obstruction 

Practically  speaking,  when  the  patient  has  had 
no  previous  operation  on  the  biliary  tree  and  the 
possibility  of  operative  injury  of  the  duct  system 
does  not  occur,  the  surgeon  must  differentiate  the 
two  important  diseases  of  common  duct  stone 
and  cancer.  The  well-known  historical  features 
of  each  syndrome  need  not  be  considered  in  this 
brief  discussion.  In  the  physical  examination, 
Courvoisier’s  law  is  still  the  most  reliable  dif- 
ferential sign.  However,  it  must  be  remembered 
that  carcinoma  of  the  hepatic  ducts  will  produce 
deep  jaundice  without  a palpable  gallbladder, 
and  his  law  applies  only  to  carcinoma  of  the  head 
of  the  pancreas,  ampulla  of  Vater,  or  common  bile 
duct. 

The  ultimate  and  most  important  features  of 
the  differential  diagnosis  will  be  discovered  only 
when  the  abdomen  has  been  opened.  Here  the 
surgeon  must  pursue  a logical  method  of  explora- 
tion to  determine  the  exact  cause  of  the  jaundice. 
The  abdominal  viscera  are  all  palpated  rapidly; 
the  particular  point  of  this  examination  is  to  rule 
out  any  primary  tumor,  the  metastatic  lesions  of 
which  could  cause  the  jaundice.  The  size  of  the 
spleen  is  ascertained.  Then,  particular  attention 
is  paid  to  the  liver,  gallbladder,  bile  ducts,  and 
pancreas.  The  entire  liver  is  palpated  to  deter- 
mine the  presence  or  absence  of  metastatic  can- 
cer. A finely  nodular  liver,  typical  of  biliary 
cirrhosis,  in  the  presence  of  an  enlarged  spleen, 
immediately  suggests  cholangitis  with  or  with- 
out stone  and  biliary  cirrhosis.  Usually,  how- 
ever, except  for  deep  bile  staining  and  rounded 
margins,  the  liver  will  not  be  remarkable. 

A gallbladder  surrounded  by  adhesions  and 
contracted  or  thickened  or  with  palpable  stones 
suggests  common  duct  stone.  On  the  other  hand, 
a free,  distended,  thin-walled  gallbladder  is  al- 
most surely  due  to  cancer  obstructing  the  com- 
mon bile  duct.  The  pancreas  is  palpated  care- 
fully throughout  its  entire  extent.  Obvious 
tumors  of  the  head  of  the  pancreas  may  be  en- 
countered. In  other  instances  pancreatitis  may 
simulate  carcinoma  very  closely  or  even  be  asso- 
ciated with  it.  In  such  instances,  following 
Crile’s  suggestion,  the  differential  diagnosis  can 
often  be  established  by  deep  biopsies  of  the  head 
of  the  pancreas  obtained  through  a liver  biopsy 
needle.3 


Observation  and  palpation  of  the  common 
duct  must  be  done  most  carefully.  A distended 
common  duct  is  often  the  first  sign  of  ampullary 
cancer  and  may  be  found  without  a palpable 
tumor.  Rarely,  a distended  pancreatic  duct 
may  be  palpable  at  the  first  sign  of  such  a tumor. 
A distended  common  duct  also  usually  accom- 
panies jaundice  due  to  impacted  stone.  Rarely  a 
small,  thick-walled  duct  is  found;  it  indicates 
either  a sclerosing  cholangitis  or  a duct  carcinoma. 
In  this  instance  an  accurate  diagnosis  can  be 
made  only  by  choledochotomy  and  biopsy  of  the 
wall  of  the  duct. 

The  accurate  palpation  of  the  common  duct 
and  head  of  the  pancreas  is  impossible  unless  the 
second  portion  of  the  duodenum  is  mobilized 
and  reflected  medially.  This  is  accomplished 
easily  by  cutting  the  peritoneum  lateral  to  the 
duodenum.  Thereafter  the  surgeon,  who  rou- 
tinely stands  to  the  left  of  the  patient  while  ex- 
ploring the  duct,  palpates  the  duct  system  be- 
tween his  left  thumb  and  index  finger  through- 
out its  entire  length  down  to  the  ampulla.  To 
avoid  forcing  stones  up  into  the  liver,  this  palpa- 
tion should  be  gentle  and  carried  from  above 
downward  rather  than  in  the  opposite  direction. 

By  these  means  the  diagnosis  usually  is  es- 
tablished without  actually  opening  any  viscus. 
If,  however,  the  cause  of  the  jaundice  is  not 
clear,  the  common  duct  next  is  aspirated.  Dirty, 
muddy  bile  indicates  stone.  “White  bile”  usu- 
ally is  due  to  cancer  of  the  ampulla,  although 
rarely  it  may  be  due  to  stone.  It  will  be  recalled 
that  secretion  of  bile  by  the  liver  stops  when  the 
pressure  in  the  common  duct  rises  to  300  mm. 
of  water,  whatever  the  cause  of  the  obstruction. 

The  duct  system  is  explored  next  above  and 
below  with  stone  forceps  and  small  scoops.  If 
stones  or  gravel  are  encountered,  the  diagnosis  is 
established.  If  nothing  is  found,  Bakes  dilators 
next  are  inserted  and  passed  through  the  am- 
pulla. The  method  used  is  of  extreme  importance 
and  will  be  considered  in  more  detail  later.  Sev- 
eral different  situations  may  be  discovered. 
First,  the  dilators  may  fail  to  pass  the  ampulla. 
Under  these  circumstances,  further  manipulation 
with  a small  curet  may  dislodge  a stone  or  pro- 
cure fragments  of  tumor  for  immediate  micro- 
scopic examination.  Meigs’s  endometrial  curet 
has  been  advised  by  Allen  for  this  purpose  and  is 
very  satisfactory.4  If  further  manipulation  still 
furnishes  no  clue  and  the  ampulla  cannot  be 
passed,  the  duodenum  is  opened,  and  a trans- 
duodenal  exploration  of  the  ampulla  performed. 
Second,  the  dilators  may  pass  the  ampulla  easily, 
but  on  passing  them  upward  into  the  right  and 
left  hepatic  ducts,  a stricture  is  encountered  in 
one  of  them.  This  stricture  may  either  be  in- 
flammatory or  carcinomatous,  but  whatever  the 
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cause,  careful  instrumental  dilatation  of  the  stric- 
ture is  all  that  can  be  done.  In  the  third  place, 
the  dilators  may  indicate  that  the  duct  system  is 
entirely  normal  with  a patulous  ampulla  that 
admits  a 5 mm.  dilator  easily. 

Here  another  careful  search  should  be  made  for 
a stone  in  the  duct  that  has  been  dislodged  during 
the  course  of  manipulation.  If  none  is  found,  the 
surgeon  will  be  in  a quandary.  Doubtless,  some 
impacted  stones  are  passed  through  the  ampulla 
during  the  process  of  anesthesia  and  duct  explo- 
ration, and  if  the  history  has  been  typical  of  stone, 
the  surgeon  may  rest  content  with  that  diag- 
nosis. However,  if  the  story  was  that  of  pro- 
gressive, painless  jaundice  and  if  gallbladder 
and  common  duct  are  dilated,  it  is  wiser  to  as- 
sume that  the  dilators  are  sliding  past  a carcinoma 
of  the  ampulla  and  that  a transduodenal  explor- 
ation should  be  done  to  establish  the  diagnosis. 

It  will  be  noted  that  the  primary  phases  of  the 
exploration  are  directed  toward  the  common 
duct.  The  gallbladder  is  merely  observed  or,  if 
it  is  a mechanical  hindrance  to  the  operation, 
aspirated  and  retracted.  It  will  also  be  noted 
that  nothing  has  been  said  about  the  diagnostic 
use  of  two  other  methods — the  so-called  chole- 
lithiophone  and  preliminary  cholangiography. 
The  former  is  still  on  an  experimental  basis. 
Our  early  experiments  with  it  several  years  ago 
were  not  satisfactory  because  of  artefacts,  and 
we  have  not  used  it  since. 

Preliminary  cholangiography,  on  the  other 
hand,  has  enjoyed  considerable  popularity  in 
many  quarters  and  undoubtedly  is  a valuable 
method.  Many  surgeons,  particularly  Mixter 
in  this  country  and  Mirizzi  in  Argentina,  have 
emphasized  the  routine  use  of  this  procedure  on 
all  operations  on  the  biliary  tract.6,6 

In  cases  of  obstructive  jaundice,  there  are  no 
strong  arguments  against  the  use  of  operative 
cholangiography.  We  have  not  used  it  fre- 
quently for  two  reasons:  we  have  found  complete 
cooperation  with  a busy,  undermanned  x-ray 
department  almost  impossible,  and  we  also 
believe  that  there  is  no  substitute  for  a careful 
instrumental  exploration  of  the  duct  system. 
Yet  the  surgeon  should  know  this  method  and 
practice  it  on  simple  cases  so  that  he  may  be 
prepared  to  use  it,  particularly  when  re-explor- 
ation for  common  duct  stone  is  necessary.  How- 
ever, the  surgeon  must  not  learn  to  rely  on  the 
results  of  this  diagnostic  method  as  a sole  indi- 
cation for  common  duct  exploration. 

Surgical  Measures  Indicated  for  Various 
Causes  of  Obstruction 

Common  Duct  Stone. — Standing  on  the  left  side 
of  the  table,  the  surgeon  aspirates  the  common 
duct  and  then  opens  it  with  a short  longitudinal 


incision.  The  margins  are  retracted  with  silk 
guy  ligatures.  Stones  are  removed.  Dilators 
must  now  be  passed  through  the  ampulla.  To 
do  so,  the  duodenum  is  held  by  the  left  hand  at 
the  level  of  the  ampulla  and  pulled  downward 
so  that  the  common  duct  is  in  a straight  line. 
Thereafter,  a number  5 Bakes  dilator  is  passed 
to  the  ampulla.  If  it  passes  through  easily,  it  is 
presumptive  proof  that  a stone  has  passed  re- 
cently. Usually  it  will  not  pass  and  must  be 
withdrawn  and  a number  3 inserted.  This  will 
nearly  always  pass  directly  through  the  ampulla, 
and  the  olive  tip  can  then  be  palpated  immedi- 
ately under  the  anterior  duodenal  wall.  Then, 
with  the  duct  held  in  exactly  the  same  position, 
dilators  are  passed  through  until  an  adequate 
lumen  has  been  obtained.  The  hepatic  ducts 
are  calibrated  by  passing  dilators  upward.  These 
ducts  are  usually  5 mm.  in  diameter.  The  am- 
pulla is  dilated  to  a greater  diameter  to  allow  the 
later  passage  of  any  stone  lurking  in  the  hepatic 
ducts.  Dilatation  is  usually  to  7 mm.  but  may 
be  to  10  mm.  if  the  duct  is  larger.  The  gall- 
bladder then  is  removed.  The  cystic  duct 
is  probed  and  the  entire  duct  system  irrigated 
with  saline.  Finally  the  cystic  duct  is  tied  and 
the  common  duct  closed  about  a number  10  or  12 
T tube. 

The  most  controversial  point  in  the  technic  of 
common  duct  exploration  has  been  the  use  of  the 
dilators.  Some  surgeons  fear  any  such  manipu- 
lation because  of  the  danger  of  inciting  a pan- 
creatitis. Needless  to  say,  the  blind  passage  of 
dilators  is  fraught  with  danger  so  that  the  sur- 
geon must  use  utmost  care  and  delicacy.  When 
passage  is  not  easy,  dilators  must  not  be  forced, 
but  accurate  observation  secured  through  a duo- 
denotomy  incision.  With  experience,  this  latter 
procedure,  which  itself  involves  some  technical 
difficulties,  will  not  be  necessary  frequently.  On 
the  other  hand,  the  advantages  of  ampullary 
dilatation  include  the  occasional  postoperative 
passage  of  stones  that  have  been  overlooked  in  the 
hepatic  ducts,  the  division  of  fibrous  contractures 
of  the  sphincter  of  Vater,  and  much  more  satis- 
factory exploration  of  the  duct. 

Carcinoma  of  the  Ampulla  of  Vater  or  Head  of 
the  Pancreas—  The  surgeon  must  decide  in  this 
case  whether  to  perform  a simple  short-circuiting 
operation  or  a radical  pancreatoduodenectomy. 
Radical  operation  may  be  considered  when  the 
liver  is  free  of  metastasis  and  the  tumor  does  not 
involve  the  portal  or  superior  mesenteric  veins. 
It  is  technically  possible  to  carry  out  such  a pro- 
cedure in  about  a third  of  the  patients  operated 
on  for  cancer  of  the  biliary  tract  and  pancreas. 
However,  it  is  probably  unwise  to  carry  out  a 
radical  procedure  in  any  but  the  most  favorable 
cases. 
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The  operation  is  performed  in  one  stage  if  liver 
damage  is  not  severe  and  the  patient  has  not  been 
jaundiced  over  two  months;  in  others  a two- 
stage  procedure  is  performed.  While  Cattell 
has  preferred  a cholecystenterostomy  at  the  first 
stage,  we  have  found  a simple  cholecystotomy 
under  novocaine  the  most  satisfactory.  The 
liver  thereby  is  not  damaged  by  two  anesthetics, 
and  the  operative  field  is  free  for  the  second 
stage.  Patients  not  suitable  for  radical  oper- 
ation preferably  should  have  a cholecystenter- 
ostomy. A cholecystogastrostomy  often  is  a 
simpler  technical  matter,  but  attacks  of  chills  and 
fever  may  follow  passage  of  food  through  the 
stoma  into  the  gallbladder.  In  some  of  these  pa- 
tients, duodenal  obstruction  is  also  a major  factor, 
and  a gastroenterostomy  will  be  required  as  well. 

Postoperative  Stricture  of  the  Common  Duct. — 
This  very  distressing  surgical  problem  involves 
so  many  aspects  that  it  can  be  considered  only 
briefly  here.  Our  best  results  have  followed  the 
method  developed  by  Allen,  involving  a chole- 
dochojej unostomy  by  the  Roux-Y  technic.7  Other 
technics  have  been  described  by  Lahey  who  has 
advised  the  use  of  the  distal  common  duct  for 
an  end-to-end  anastomosis,  by  Walters  who  has 
preferred  a choledochoduodenostomy,  and  by 
Longmire  who  has  devised  an  hepaticojejunos- 
tomy.8-10 

The  surgeon  who  attempts  the  first  repair  of  a 
wounded  duct  has  an  inestimably  better  chance 
to  salvage  the  patient  than  any  who  follows  him. 
Hence,  it  is  obvious  that  the  repair  of  these  in- 
juries should  be  concentrated  in  the  hands  of  a 
few  men  particularly  interested  in  the  problem. 
It  is  indeed  unfortunate  that  nearly  all  of  the 
cases  that  reach  the  large  centers  have  had  some 
totally  useless  and  harmful  exploration  carried 
out  to  determine  the  cause  of  progressive  jaun- 
dice or  persistent  biliary  drainage  after  cholecys- 
tectomy. 

Pancreatitis. — Either  acute  or  chronic  pan- 
creatitis may  be  accompanied  by  jaundice. 
When  acute  pancreatitis  is  present,  operation  is 
avoided  during  the  fulminant  phase.  If  jaundice 
has  been  observed,  the  patient  is  operated  on  a 
week  or  two  after  onset  of  symptoms.  The  com- 
mon duct  is  explored.  Great  care  must  be  taken 
in  this  procedure,  and  it  usually  is  unwise  to  at- 
tempt instrumental  dilatation  of  the  ampulla, 
for  a re-exacerbation  of  the  pancreatitis  may  re- 
sult. Cholecystectomy  is  done,  and  T-tube 
drainage  of  the  common  duct  is  established  to  be 
maintained  for  one  to  three  months. 

Chronic  pancreatitis  with  jaundice  usually 
indicates  pancreatic  calculosis  with  impaction  of 
a stone  in  the  ampulla  of  Vater.  It  is  usually 
impossible  to  secure  relief  in  these  cases  except 
by  a radical  resection  of  the  head  of  the  pan- 


creas. The  situation  is  far  different  when  the 
chronic  pancreatitis  is  not  associated  with  jaun- 
dice, for  then  the  indirect  relief  of  pain  by  sym- 
pathectomy can  be  tried.  Sympathectomy  will 
not  be  effective  when  mechanical  block  signified 
by  jaundice  is  present. 

Other  Operations. — Rarely  other  operations  may 
be  required.  In  this  respect  it  is  important  to 
emphasize  the  value  of  cholecystostomy.  A 
deeply  jaundiced  patient  may  do  badly  on  the 
table  so  that  the  contemplated  operation  cannot 
be  carried  out.  It  is  best  under  these  circum- 
stances to  do  the  simplest  procedure  that  will  re- 
lieve the  jaundice  but  will  not  interfere  with  later 
manipulation.  Particularly  if  the  jaundice  is  due 
to  stone,  a cholecystostomy  can  be  lifesaving, 
since  the  definitive  exploration  of  the  common 
duct  can  be  carried  out  at  a second  stage  under 
optimal  conditions.  Under  no  circumstances 
should  the  gallbladder  be  sacrificed  in  any  case 
of  jaundice  until  the  cause  has  been  determined 
and  relieved,  for  it  may  be  needed  for  a cholecys- 
tostomy or  a cholecystenterostomy. 

Finally,  for  patients  with  cholangitis  associated 
with  biliary  cirrhosis,  protracted  T-tube  drain- 
age of  the  common  duct  is  necessary.  This  oper- 
ation is  particularly  important  if  itching  ac- 
companies the  jaundice,  since  this  troublesome 
symptom  can  be  relieved  completely  by  the  con- 
tinued drainage  of  bile.  Likewise,  diffuse  choles- 
teatomas often  disappear  after  continued  drain- 
age. 

Observations  on  Massachusetts  General 
Hospital  Cases 

The  concrete  application  of  these  methods  of 
diagnosis  and  therapy  may  be  illustrated  by  a 
series  of  cases  seen  in  the  Massachusetts  Gen- 
eral Hospital.  While  the  definition  of  obstruc- 
tive jaundice  is  necessarily  elastic,  if  a total 
Van  den  Bergh  level  of  3.0  mg.  per  cent  is  taken 
as  the  lowest  level  of  jaundice  of  patients  to  be 
included,  102  cases  were  subjected  to  surgery  on 
the  ward  and  private  services  in  the  years  1949 
and  1950. 

The  cause  of  the  obstruction  was  determined  to 
be  cancer  in  47  per  cent  of  the  cases  and  common 
duct  stone  in  32  per  cent  (Table  I).  Postopera- 
tive stricture  of  the  common  duct  was  found  in  7 
per  cent.  Pancreatitis  accounted  for  7 per  cent. 
The  remaining  cases  had  cholangitis  with  or  with- 
out biliary  cirrhosis  or  acute  cholecystitis. 

It  is  interesting  to  note  that  the  depth  of  the 
jaundice  furnishes  a definite  clue  to  the  cause  of 
the  observation  (Table  II).  Common  duct 
stones  are  usually  associated  with  the  milder 
forms  of  jaundice  and  cancer  with  the  deeper 
grades.  Thus,  when  the  total  Van  den  Bergh  at 
entry  was  between  3 and  5 mg.  per  cent,  only  5 
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TABLE  I. — Causes  of  Jaundice  in  Operated  Patients 


Total 

Died 

Per  Cent 

Cancer 

Head  of  pancreas 

30 

6 

27 

Gallbladder 

7 

2 

Bile  ducts 

5 

2 

Other 

6 

3 

Common  duct  stone 

33 

1 

3 

Common  duct  stricture 

7 

0 

0 

Other  benign  lesions 
Pancreatitis 

7 

1 

7 

Cholangitis 

2 

0 

Cholangitis  and  biliary  cir- 
rhosis 

2 

0 

Acute  cholecystitis 

2 

0 

Cirrhosis 

1 

0 

Total 

102 

15 

15 

TABLE  11. — Differential 

Diagnosis 

IN 

Operated 

Patients 

Level  Van  den  Bergh  Per  Cent  of  Cases 

(Mg.  Per  Cent)  Cancer  Stone  Other  Causes 

3 to  10  21  60  19 

10  to  20  68  19  13 

20  to  35  100  0 0 


per  cent  of  the  patients  had  cancer.  When  the 
level  was  between  10  and  20  mg.  per  cent,  75  per 
cent  of  the  cases  had  cancer,  and  if  the  level  was 
over  20  mg.  per  cent,  the  jaundice  was  always  due 
to  cancer.  This  statement  must  not  be  con- 
sidered to  mean  that  deep  jaundice  never  occurs 
with  an  impacted  stone;  it  does,  however,  em- 
phasize its  rarity. 

The  mortality  rate  depends  more  upon  the 
underlying  disease  than  any  other  feature.  The 
over-all  mortality  was  just  under  15  per  cent. 
When  the  two  important  causes  of  obstruction 
are  considered,  stone  carried  a hospital  mortality 
of  3 per  cent  and  cancer  of  27  per  cent.  A further 
differentiation  of  the  site  of  origin  of  the  obstruct- 
ing cancer  indicates  the  importance  of  this  factor. 
For  those  cancers  originating  in  the  head  of  the 
pancreas  in  which  some  palliative  or  potentially 
curable  operative  procedure  could  be  carried  out, 
the  mortality  was  20  per  cent.  For  the  others, 
arising  from  gallbladder  or  bile  ducts  or  in  which 
obstruction  was  due  to  metastasis  from  other 
sites,  the  mortality  was  39  per  cent. 

The  fate  of  the  patients  with  pancreatico- 
duodenectomy is  of  special  interest.  Sixteen 
patients  had  such  an  operation  with  a mortality 
of  25  per  cent.  The  high  operative  mortality  is 
not  to  be  condoned  but  may  be  ascribed  chiefly 
to  the  acceptance  for  radical  resection  of  all 
tumors  that  could  be  removed,  even  though  they 
extended  to  the  portal  or  superior  mesenteric 
veins,  and  to  the  performance  of  the  operation 
by  numerous  members  of  the  resident  staff.  It 
is  my  impression,  however,  that  this  operation 
carries  such  a high  mortality  and  is  followed  by 


so  many  postoperative  complications  that  it 
should  be  used  only  for  (1)  localized  carcinoma  of 
the  ampulla  of  Yater  or  lower  end  of  the  common 
duct  with  no  or  minimal  invasion  of  the  head  of 
the  pancreas  and  (2)  recurrent  pancreatitis  with 
involvement  of  the  head  of  the  pancreas  alone, 
particularly  when  it  is  associated  with  pancreatic 
calculi  or  diffuse  calcification.  It  is  probable  that 
ultimately  the  operation  will  be  found  to  be 
most  acceptable  in  the  latter  group  of  cases. 

Summary 

Surgery  for  obstructive  jaundice  is  rarely  an 
emergency  procedure.  Several  days  observation 
in  the  hospital  should  exclude  cases  of  hepato- 
cellular jaundice  while  concomitant  postoperative 
therapy  should  be  pursued  vigorously.  At  oper- 
ation a systematic,  intelligent  exploration  must 
be  carried  out  since  the  cause  of  obstruction  often 
is  obscure  and  can  be  overlooked.  When  the 
cause  is  determined,  the  specific  operative  pro- 
cedure is  selected.  These  methods  are  described 
briefly  and  illustrated  by  a consecutive  series  of 
102  cases  operated  on  in  the  Massachusetts 
General  Hospital  in  1949  and  1950.  The  over- 
all mortality  in  this  group  was  15  per  cent,  vary- 
ing from  3 per  cent  for  stone  to  27  per  cent  for 
cancer. 
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Discussion 

Benjamin  S.  Custer,  M.D.,  Fredonia.—T)r.  Welch 
has  presented  an  excellent  and  informative  paper 
which  has  been  particularly  helpful  in  its  outline 
of  a systematic  method  of  management  of  the  com- 
mon duct  as  carried  out  at  the  Massachusetts  Gen- 
eral Hospital. 

I wish  to  make  a few  remarks  about  the  diagnosis 
of  the  causes  of  obstructive  jaundice.  As  in  all 
surgical  lesions  of  the  abdomen,  history  is  most  im- 
portant. This  brings  up  the  importance  of  pain  in 
the  history  and  the  occasional  case  of  jaundice 
secondary  to  calculus  obstruction  in  which  there  is 
no  history  of  pain.  So  far  as  laboratory  tests  are 
concerned,  we  have  found  an  elevation  of  the  serum 
alkaline  phosphatase  above  15  Bodansky  units 
plus  an  elevated  blood  cholesterol  beyond  300  mg. 
per  cent  to  be  very  helpful  in  the  problem  case. 
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Practicing  as  I do  in  a small  community  hospital, 
I have  found  the  main  difficulty  in  instituting  surgi- 
cal therapy  not  to  be  delay  for  proper  diagnosis  and 
preparation  of  the  case  but  delay  by  the  medical 
people  beyond  limits  of  safety  and  proper  manage- 
ment. 

In  the  management  of  the  patient  with  obstruc- 
tive jaundice,  we  have  been  using  invert  sugar  rather 
than  glucose  in  preoperative  and  postoperative  care. 
In  the  absence  of  precise  methods  of  measuring  its 
efficiency  over  glucose,  I cannot  be  sure  of  its  ad- 
vantages. We  have  recently  had  two  elderly  pa- 
tients with  common  duct  stone  develop  rather  severe 
postoperative  diabetes  of  a transient  nature.  By  all 
standard  tests  no  diabetes  existed  prior  to  surgery. 
I do  not  know  whether  or  not  the  use  of  invert  sugar 
played  any  role  in  the  development  of  the  postoper- 
ative diabetic  state. 

The  use  of  the  cholelithophone  has  not  been  worth 
while  in  my  hands.  My  own  opinion  is  that  it  is  just 
another  gadget,  none  of  which  are  substitutes  for 
the  careful  and  systematic  exploration  of  the  com- 
mon duct  outlined  by  Dr.  Welch. 

It  is  certainly  true  that  the  fulminating  acute 
phase  of  pancreatitis  is  best  treated  by  nonsurgical 
means.  In  a rather  limited  experience  with  this 
disease,  I still  have  difficulty  in  being  sure  enough 
of  the  diagnosis  to  avoid  surgery  safely.  I am  won- 
dering whether  Dr.  Welch  has  any  tricks  of  diagnosis 
in  this  disease. 

In  closing,  I would  like  to  ask  Dr.  Welch  to  discuss 
the  management  of  the  case  of  multiple  common 
duct  stones  with  residual  stones  in  the  duct.  I refer 
particularly  to  the  case  with  a widely  dilated  com- 
mon duct  with  stones  remaining  at  or  close  to  the 
ampulla.  Before  the  advent  of  routine  postoper- 
ative cholangiograms,  many  of  these  people  must 
have  lived  comfortably  without  further  surgery.  I 
have  been  impressed  with  the  high  morbidity  at- 
tending secondary  operations  on  these  patients,  and 
it  has  seemed  to  me  that  if  the  T tube  can  be  clamped 
off  with  comfort  and  stool  examinations  are  satis- 
factory, the  tube  can  be  removed  and  no  secondary 
operation  performed  unless  necessary  for  pain,  re- 
curring jaundice,  or  both. 

James  D.  MacCallum,  M.D.,  Buffalo. — It  might 
be  worth  while  to  consider  a few  points  in  the  pre- 
operative preparation  of  these  patients.  It  is  well  to 
realize  that  both  morphine  and  barbiturate  are 
metabolized  in  the  liver  and  that,  therefore,  their 
action  will  be  prolonged  and  profound.  In  addi- 
tion, they  interfere  with  normal  respiration  and  may 
produce  damaging  anoxemic  states.  They  probably 
should  be  avoided  and  their  place  taken  with  other 
sedatives  such  as  chloral  hydrate.  The  recent  in- 
novation in  intravenous  therapy,  notably  the  use 
of  alcohol  and  the  use  of  intravenous  fat,  intro- 
duces a problem,  as  there  is  little  doubt  that  alcohol, 
especially  in  the  absence  of  adequate  caloric  and  vita- 


min intake,  is  damaging  to  the  liver.  It  would  there- 
fore appear  that  alcohol  should  not  be  used  in  an 
effort  to  obtain  sufficient  caloric  intake. 

Recent  experimental  work  suggests  that  fat  has 
no  untoward  effect  on  the  damaged  liver  if  it  is  ac- 
companied by  sufficient  protein  intake.  This 
must  be  borne  in  mind  if  fat  becomes  a commonly 
used  intravenous  agent. 

Needle  biopsy  of  the  liver  has  proved  to  be  of  con- 
siderable value  on  numerous  occasions,  but  it  has 
appeared  to  us  that  as  far  as  the  operation  itself  is 
concerned,  surgeons  less  experienced  or  technically 
less  able  than  Dr.  Welch  should  realize  that  the  use 
of  biliary  drainage  (cholecystostomy)  is  frequently  a 
lifesaving  procedure  and  the  patient  will  gain  suffi- 
ciently so  that  a definitive  procedure  can  be  done  at 
a later  date.  The  anesthetist  must  insure  adequate 
oxygenation  throughout  any  procedure,  and  it  is 
well  to  remember  that  spinal  anesthesia  does  not 
preclude  anoxia. 

We  have  had  no  experience  with  the  needle  biopsy 
of  the  pancreas  recommended  by  Crile,  but  any  pro- 
cedure likely  to  lead  to  a definite  diagnosis  in  these 
difficult  cases  should  be  given  a careful  trial.  I 
would  like  to  stress  the  value  of  duodenotomy. 
This  procedure  will  frequently  result  in  the  discov- 
ery of  a stone  which  has  not  been  felt  by  any  other 
method  and  will  avoid  the  most  serious  error  of 
failing  to  recognize  a carcinoma  of  the  ampulla  of 
Vater. 

It  is  often  a temptation  in  the  absence  of  a com- 
pletely accurate  diagnosis  to  accept  “carcinoma  of 
head  of  the  pancreas”  as  the  condition  present.  We 
have  recently  seen  a case  in  which  a cholecystoje- 
j unostomy  was  done  on  this  basis  only  to  find  some 
months  later  that  the  condition  was  due  entirely  to 
a peptic  ulcer  occurring  in  the  duodenum,  causing 
obliterative  cholangitis.  This  also  is  an  error  that 
could  be  avoided  by  duodenotomy. 

Dr.  Welch  ( Closing  remarks). — I would  agree  with 
Dr.  Custer  that  many  common  duct  stones  remain 
for  a period  of  years  and  are  asymptomatic.  When 
they  have  been  overlooked  at  the  time  of  operation 
and  are  discovered  only  on  the  postoperative  cho- 
langiogram,  I believe  that  it  is  usually  advisable  to 
maintain  the  T tube  and  attempt  to  remove  them  by 
some  type  of  biliary  flush  procedure,  such  as  that 
outlined  by  Best.  Frequently,  the  defect  in  the 
cholangiogram  is  an  artefact  and  will  be  absent 
on  later  x-rays.  At  any  rate,  if  the  tube  can  be 
clamped  off  and  the  patient  has  no  pain,  it  is  in  my 
opinion  unwise  to  explore  the  common  duct  again 
while  the  patient  is  in  the  hospital.  These  early 
explorations  are  very  difficult,  carry  a rather  high 
incidence  of  complications,  and  are  unnecessary. 
If  repeated  attacks  of  pain  occur  at  a later  period,  it 
is  always  possible  to  re-explore  the  patient  under 
better  conditions. 
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ADMITTEDLY  surgery  is  essentially  an 
unphysiologic  approach  to  the  treatment 
of  hyperthyroidism  and  carries  with  it  a definite 
mortality  risk,  the  risk  of  serious  complications 
and  sequelae,  and  the  possibility  of  persistence 
or  recurrence  of  the  disease.  And  yet,  it  has 
proved  to  be  an  excellent  empiric  method  of 
treatment.  It  is  a method  which  was  resorted 
to  relatively  infrequently  and  then  by  only  the 
most  intrepid  surgeons  prior  to  the  populariza- 
tion of  the  use  of  iodine  which  followed  the  publi- 
cation of  Plummer’s  work  in  1923.*  1 * 3 Since  the 
introduction  of  iodine  in  the  preparation  of 
patients  for  thyroidectomy,  the  results  of  opera- 
tion have  steadily  improved,  and  the  mortality 
rate  has  steadily  fallen.  Therefore,  it  is  worth 
while  to  restate  the  results  which  may  be  ex- 
pected from  the  surgical  treatment  of  this  disease. 

Results  of  Surgery 

Study  of  a group  of  patients  five  years  or 
longer  after  they  had  been  operated  upon  for 
toxic  goiter  prior  to  the  introduction  of  thyroid- 
inhibiting  drugs  and  radioactive  iodine  should 
furnish  a fairly  accurate  picture  of  the  results  of 
surgical  therapy  on  a general  hospital  service  in 
an  era  when  it  was  virtually  unchallenged  as  the 
therapy  of  choice.  This  group  comprises  615 
patients  operated  upon  at  the  Presbyterian 
Hospital  in  New  York  City  between  the  years 
1925  and  1933,  followed  closely  and  studied  five 
years  later.  The  operative  mortality  during  this 
period  for  toxic  goiter  was  0.5  per  cent.  (Within 
the  past  ten  years  there  has  been  one  postopera- 
tive thyroid  death.)  Table  I shows  the  rate  of 
persistence  and  recurrence  within  the  total  group 
whether  subsequently  relieved  or  not.  Table  II 
presents  an  analysis  of  the  persistences  and  re- 
currences, including  the  results  of  secondary 
treatment. 

It  is  to  be  noted  that  five  years  or  longer  after 
operation  there  existed,  despite  all  secondary 
measures  to  control  it,  21  cases  (3.4  per  cent)  of 
unrelieved  toxic  goiter.  It  is  this  group  of  total 
failures  of  surgical  treatment  with  which  we  must 
principally  be  concerned,  a fact  which  will  be 
discussed  further.  That  a method  of  treatment 
is  available  which  is  capable  of  yielding  good 
results  in  approximately  96  per  cent  of  cases 
seems  worth  advocating,  yet  the  whole  picture 
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TABLE  I. — Rate  of  Persistence  and  Recurrence 
Within  Total  Group  (Whether  or  not  Subsequently 
Relieved) 


Number 


Total  cases  studied  615 

Total  persistence  and  recurrence  in  entire 

group,  relieved  or  unrelieved  62  (10 .0%) 

Recurrence  of  gland  only,  without  symptoms  3 
Total  persistence  and  recurrence  of  symptoms 

with  or  without  goiter  59  ( 9.6%) 


TABLE  II. — Analysis  of  Persistences  and  Recurrences 


Number 


Total  cases  studied  615 

Total  recurrences  and  persistences  (symp- 
toms) 59 

Total  unrelieved  of  symptoms  at  the  end  of  5 

years,  or  as  long  as  followed  21  (3.4%) 

Total  relieved  of  symptoms  by  treatment  sub- 
sequent to  primary  thyroidectomy*  38  (6.2%) 


* Of  this  group,  7 were  relieved  by  reoperation,  19  by 
radiotherapy  or  radiotherapy  and  iodine,  1 by  iodine  alone, 
and  11  without  any  specific  therapy. 


should  be  presented  in  order  not  to  be  misled  into 
assuming  that  these  results  cannot  be  improved. 
There  are  complications  and  sequelae  of  surgical 
treatment  which  can  be  held  against  it,  and  these 
must  certainly  be  presented  to  give  a fair  evalua- 
tion of  the  method  (Table  III) . 

From  the  above  review  we  learn  what  may  be 
expected  from  the  surgical  treatment  of  hyper- 
thyroidism prepared  on  iodine  alone,  and  we 
learn  what  is  wrong  with  it.  In  addition  to  the 
drawbacks  enumerated,  let  us  add  the  following: 

(1)  the  natural  reluctance  of  a patient  to  submit 

to  operation,  (2)  the  expense  involved,  and 

(3)  the  fact  that  facilities  for  expert  surgical 
care  are  available  to  only  a limited  number  of 
patients  suffering  from  the  disease.  We  may 
understand  fairly  well,  therefore,  the  basis  for 
the  widespread  acceptance  of  chronic  drug 
therapy  and,  to  a far  more  limited  extent,  radio- 
active iodine  as  alternative  methods  of  treat- 
ment. 

It  is  only  fair  to  state  that  methods  avail- 
able at  the  present  time,  other  than  surgery,  are 
no  more  nearly  physiologic  and  have  their  own 
drawbacks,  inconveniences,  and  risks.  The  ob- 
ject of  this  discussion  is  not  to  analyze  or  com- 
pare these  various  methods  and  agents  being 
used  clinically  or  others  under  investigation  but 
rather  to  indicate  in  what  ways  a method  as 
thoroughly  proved  as  surgery  may  be  made 
safer,  more  effective,  and  more  widely  used. 
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TABLE  III.- — Summary  op  Complications  and  Sequelae 
of  Surgical  Treatment 


Number 

Total  cases  studied 

615 

Hypothyroidism 

15(2.4%) 

Hypothyroidism  unrelieved  by  therapy 

2 

Persistent  tachycardia 

10  (1.6%) 

Recurrent  nerve  damage 

2 

Parathyroid  damage 

1 

Severe  exophthalmos* 

22 

Localized  myxedema 

3 

* In  none  was  there  loss  of  vision,  but  there  was  disfigure- 
ment and  permanent  eye  change  in  a number  of  these,  some 
improved  by  lid  plastic  operations. 


Diagnosis 

The  first  important  consideration  in  deciding 
upon  surgery  is  the  selection  of  the  patient. 
Frequently,  this  is  closely  related  to  the  problem 
of  diagnosis.  Generally,  the  diagnosis  of  toxic 
diffuse  goiter  is  not  difficult,  but  it  becomes 
both  difficult  and  important  in  the  older  age 
group  with  nodular  goiters.  Much  has  been 
said  and  written  about  the  inaccuracies  of  basal 
metabolic  determinations  in  these  patients,  and 
often  clinical  evaluation  too  is  extremely  difficult 
and  inaccurate.  This  is  a group  in  which  more 
mistakes  in  diagnosis  are  likely  to  occur  than  in 
any  other  group  with  the  resulting  possibility  of 
more  serious  consequences,  should  surgery  be 
undertaken.  On  the  other  hand,  if  hyperthy- 
roidism is  present,  there  is  no  more  spectacular 
or  rewarding  experience  than  the  successful  out- 
come of  thyroidectomy. 

Radioactive  iodine  uptake  studies  are  becoming 
more  readily  available  and  easily  performed 
and  are  free  of  many  of  the  errors  caused  by  emo- 
tional and  physical  factors  which  exist  in  the 
usual  determination  of  the  basal  metabolic  rate. 
(Protein-bound  iodine  determinations  are  as 
satisfactory  but  more  difficult  to  carry  out  on  a 
large  scale.)  These  newer  studies,  while  in  no 
sense  replacing  the  basal  metabolic  determination, 
give  us  additional  accurate,  objective  evidence 
for  or  against  the  diagnosis  of  hyperthyroidism. 
This  is  the  type  of  evidence  which  is  so  important 
when  the  decision  is  to  be  made  whether  or  not 
to  operate. 

Selection  of  Patients 

Even  with  a positive  diagnosis  of  hyper- 
thyroidism, further  careful  selection  of  patients 
for  surgery  is  of  great  importance.  This  is  true 
both  in  toxic  diffuse  and  toxic  nodular  goiter. 

Actually  there  are  very  few  absolute  contra- 
indications to  surgery.  Even  in  the  older  age 
group  with  severe  cardiovascular  disorders,  it 
will  become  possible  to  subject  these  patients 
to  operation  with  minimal  risk  by  rendering  them 
euthyroid  and  taking  measures  to  improve 
cardiac  reserve.  When  I131  is  available,  its  use 


is  fully  justified  within  this  group,  provided 
the  urgency  of  control  of  the  hyperthyroidism 
is  not  too  pressing,  which  is  seldom  the  case. 
These  patients  must  be  “hand  picked”  by  those 
whose  judgment  and  experience  entitle  them  to 
make  the  decision  regarding  therapy. 

Absolute  contraindications  to  surgery  rarely 
occur  in  other  age  groups  either,  but  when  they 
do,  as  for  example  in  patients  with  severe  chronic 
infections  and  blood  dyscrasias  (particularly 
with  bleeding  tendencies),  radioactive  iodine  is 
probably  the  first  choice  and  drug  therapy  the 
second.  It  must  be  remembered  that  both 
thyroid-inhibiting  drug  therapy  and  radioactive 
iodine  require  longer  periods  of  time  to  bring 
the  disease  under  control  than  iodine  and  opera- 
tion, and  this  is  particularly  true  in  patients 
with  so-called  toxic  nodular  goiter. 

Although  reactions  to  or  intolerance  of  propyl- 
thiouracil are  relatively  uncommon,  these  do 
occur.  It  is  possible  frequently  then  to  employ 
some  other  drug  to  which  the  patient  may  not 
react  adversely,  or  it  is  possible  to  resort  to 
operation  in  combination  with  one  of  these. 
The  main  reason,  however,  for  resorting  to 
surgery  during  the  course  of  drug  therapy  is  not 
the  intolerance  which  the  body  may  develop 
toward  the  drug,  but  the  intolerance  which  the 
patient  may  develop  toward  that  form  of  treat- 
ment. It  must  be  said  that  the  usual  course  of 
drug  treatment  is  protracted  and,  in  the  long 
run,  not  always  inexpensive.  Furthermore,  as 
statistics  stand  at  present,  there  is  about  a 50 
per  cent  chance  that  drug  treatment  will  fail  and 
that  operation  may  have  to  be  resorted  to  any- 
way, especially  in  patients  with  large  glands  and 
severe  disease. 

Of  course,  failure  of  or  refusal  of  any  method 
of  treatment  will  require  the  substitution  of  some 
other  method. 

The  results  of  surgery  for  hyperthyroidism  in 
children  and  juveniles  have  been  reported  vari- 
ously.2-5 Great  enthusiasm  has  been  expressed 
in  some  reports,  less  in  others,  and  caution  about 
or  actual  condemnation  of  the  method  in  others. 
There  does  not  seem  to  be  the  unanimity  of 
opinion  about  the  results  of  surgical  treatment 
in  these  patients  that  there  is  in  adults.  Our 
own  experience  is  that  the  results  of  surgery  are 
less  predictable  in  this  group  than  in  older  pa- 
tients. It  is  more  difficult  to  hit  the  mark,  as  it 
were.  The  patients  are  more  likely  either  to 
have  recurrences  or  to  develop  hypothyroidism. 
The  results  are  not  bad  but  certainly  not  as  good 
as  in  adults.  Therefore,  the  majority  of  them 
are  carried  along  on  propylthiouracil,  at  least 
through  the  period  of  growth  and  development, 
and  then  resort  is  made  to  surgery  if,  on  stopping 
the  drug,  there  is  recurrence.  It  has  been  our 
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experience  that  a higher  percentage  of  sustained 
remissions  may  be  expected  in  this  group  than 
in  adults  on  drug  therapy. 

Severe  exophthalmos  presents  a special  problem 
in  the  selection  of  patients  for  operation.6  It 
is  vexing,  challenging,  and  fascinating.  The 
number  of  such  cases  is  relatively  small,  but  the 
morbidity  is  so  great  and  the  consequences  of 
ignorance  so  disastrous  that  a discussion  of  the 
problem  in  connection  with  the  surgical  treat- 
ment of  hyperthyroidism  cannot  be  omitted. 
That  it  may  follow  other  forms  of  treatment 
or  even  develop  “spontaneously”  is  well  known. 
Any  clinic  handling  thyroid  patients  is  aware  of 
this  fact.  But  it  is  true  that  the  majority  of 
cases,  and  most  of  the  very  severe  cases,  develop 
after  operation. 

No  attempt  will  be  made  to  elucidate  the 
mechanism  of  the  disorder.  Suffice  it  to  say 
that  this  is  not  yet  well  understood.  The 
surgeon  dealing  with  the  clinical  problem  must  be 
aware  of  its  existence  as  well  as  of  the  character- 
istics by  which  it  may  be  recognized  both  in  its 
incipient  and  in  its  mature  manifestations.  The 
important  point  to  be  stressed  from  the  outset 
is  that  one  should  proceed  slowly  and  cautiously 
with  any  patient  suspected  of  falling  within  this 
group.  One  should  employ  a reversible  type  of 
thyrotherapy  while  the  eye  component  is  in  the 
unstable  phase  of  its  course,  meanwhile  protecting 
the  eyes. 

The  eye  changes  associated  with  hyperthy- 
roidism appear  to  be  self-limited.  Any  sudden 
diminution  in  thyroid  function  while  the  eye 
change  is  unstable  may  precipitate  severe,  pro- 
gressive, malignant  exophthalmos.  This  does 
not  require  that  the  patient  be  rendered  hypo- 
thyroid. Severe  eye  changes  may  occur  in  a 
patient  quite  thyrotoxic.  It  is  a relative,  not 
absolute  change  in  the  status  of  thyroid  function. 
The  clinical  criteria  by  which  this  state  may  be 
suspected  are  the  following:  (1)  the  patient’s 
age  and  sex;  (2)  the  development  of  eye  signs, 
first  or  early,  and  out  of  proportion  to  the  degree 
of  thyrotoxicosis  expected  with  eye  changes  of 
such  severity;  (3)  asymmetry  of  the  eyes  with 
mild  hyperthyroidism  or  suspected  thyroid 
trouble,  past  or  present;  (4)  diplopia;  (5)  eye 
symptoms;  and  (6)  edema  of  the  lids  and  con- 
junctivae. 

Patients  in  whom  these  severe  eye  changes 
most  frequently  occur  are  both  men  and  women, 
about  equally,  in  the  menopause  age.  It  should 
be  remarked  that  this  may  extend  into  the  thirties 
but  rarely  younger. 

The  other  criteria  require  little  additional 
explanation.  Asymmetry  of  the  eyes  must  be 
carefully  investigated  to  rule  out  other  disease. 
After  this  has  been  done,  there  will  still  remain 


quite  a number  of  patients  with  unilateral 
exophthalmos  who  do  not  have  malignant 
exophthalmos.  However,  a patient  with  uni- 
lateral exophthalmos,  who  fulfills  some  or  all 
of  the  other  criteria,  must  be  thought  of  as  a 
candidate  for  malignant  exophthalmos  and 
treated  accordingly. 

Diplopia  is  a very  significant  finding  and  should 
be  treated  as  an  ominous  sign  of  the  severe  type 
of  eye  change. 

Eye  symptoms,  especially  pressure  within 
the  orbit  or  pressure  and  pain,  are  important  if 
found  in  conjunction  with  some  or  all  of  the 
other  features  described. 

Given  a patient  within  this  category,  what 
should  be  the  procedure?  Certainly  not  opera- 
tion at  once.  The  thyrotoxicosis  should  be  con- 
trolled cautiously  and  preferably,  we  believe,  by 
one  of  the  slow-acting  goitrogenic  drugs  such  as 
propylthiouracil,  so  that  the  eye  changes  may 
be  followed  at  the  same  time  and  the  therapy 
modified  according  to  these.  Usually  thyroid 
extract  will  be  given,  particularly  if  the  eye 
signs  and  symptoms  are  acute — chemosis,  tear- 
ing, pain,  conjunctivitis.  Local  measures  will 
be  taken  to  protect  the  conjunctiva — shaded 
glasses,  or  even  possible  lid  suture,  elevation,  and 
massage. 

Patients  are  thus  carried  along  for  indefinite 
periods  of  time  when  the  eye  condition  usually 
becomes  stabilized.  At  that  point  any  form  of 
thyroid  therapy  is  safe,  including  operation. 
Frequently  now,  patients  suspected  of  developing 
malignant  exophthalmos  in  whom  operation  is 
thought  to  be  the  therapy  of  choice  are  given 
thyroid  extract  before  and  after  operation.  The 
results,  so  far,  have  seemed  to  justify  adoption 
of  this  plan  of  procedure. 

Increasing  Safety  of  Operation 

When  various  agents  are  combined  with 
surgery,  one  principle  should  govern  the  prepara- 
tion in  order  to  provide  maximum  safety  for  the 
patient,  namely,  to  render  him  euthyroid.  The 
mortality  and  morbidity  rates  for  nontoxic 
goiters  are  extremely  low  for  a number  of  well- 
recognized  reasons  which  may  be  summarized 
succinctly  with  the  statement  that  owing  to  the 
lack  of  toxicity,  the  operation  is  unhurried.  The 
importance  of  this  remark  will  be  attested  to  by 
any  surgeon  who  has  had  experience  with  toxic 
goiter  and  cannot  well  be  overemphasized.  An 
unhurried  operation  means  good  exposure  and 
accurate  hemostasis  with  resulting  assurance 
that  injury  to  parathyroids  and  nerves  will  be 
avoided  and  that  an  adequate  resection  will  be 
accomplished.  An  unhurried  operation  means  an 
unharried  operator  and  anesthetist  and  good 
teamwork.  To  achieve  results  in  the  surgery  of 
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toxic  goiter  comparable  to  the  excellent  results 
in  the  nontoxic  goiter  is  entirely  feasible  today. 
The  reduction  of  morbidity  and  mortality  as  the 
result  of  using  propylthiouracil  and  iodine  or 
other  agents  or  combinations  of  agents  has  been 
reported  from  many  clinics  and  by  Rawson  and 
McArthur  in  1946.7  There  are  many  other  re- 
ports in  the  literature  confirming  this  now  well- 
established  fact. 

Improvement  of  End  Results 

Failure  of  treatment  is  not  found  solely  among 
patients  treated  with  drugs.  It  has  been  pointed 
out  that  about  4 per  cent  of  patients  treated  by 
surgery  in  our  own  experience  were  total  failures 
in  the  years  before  the  goitrogens  and  I131,  in 
spite  of  all  secondary  efforts  to  control  them. 
It  has  been  found  that  these  refractory  cases 
are  eminently  suitable  for  treatment  with  radio- 
active iodine.  At  least  90  per  cent  of  these 
failures  can  be  rendered  euthyroid,  which  reduces 
the  number  of  unsatisfactory  results  to  a very 
small  fraction  of  the  total  operated  upon.  It 
must  be  mentioned  in  this  connection  that  drug 
therapy  in  this  group  proved  singularly  ineffec- 
tual. Also,  it  must  be  mentioned  that  these 
results  are  possible  only  in  a set-up  which  com- 
bines the  facilities  for  their  accomplishment, 
and  such  a combination  may  not  be  available 
for  all  patients  afflicted  with  Graves’s  disease. 
The  method  of  treating  these  recurrences  by 
the  use  of  I131  has  been  satisfactorily  worked 
out  by  Werner  of  our  clinic  and  the  results 
reported.8  It  is  our  opinion  that  this  is  one 
of  the  clear-cut  indications  for  the  use  of  radio- 
active iodine.  Certainly  it  has  improved  the 
end  results  of  surgical  treatment. 

With  out  present  knowledge,  it  seems  clear 
that  no  single  method  of  therapy  for  hyper- 
thyroidism is  possible.  Surgery  in  combination 
with  other  methods  or  agents  offers  the  best 
chance  of  curing  and  rehabilitating  patients  with 
this  disease  in  the  majority  of  cases  with  a 
minimum  of  risk  and  distress.  To  use  radio- 
active iodine  in  the  circumstances  described 
appears  fully  justified  to  us.  Its  widespread 
and  indiscriminate  use  at  the  present  tune  in  the 
treatment  of  primary  hyperthyroidism  seems 
unwise.  There  is  no  absolute  proof  that  external 
radiotherapy  has  produced  thyroid  cancer,  but 
this  is  probably  beside  the  point.  That  tissues 
exposed  to  x-rays  have  developed  neoplastic 
changes  cannot  be  disputed.  The  concentration 
of  radioactive  iodine  within  the  gland  is  ex- 
tremely variable.  It  is  intense  in  some  areas, 
minimal  in  others.  The  fact  is  that  we  simply 
do  not  know  what  the  effect  of  this  agent  will 
be  on  the  parenchyma  of  the  thyroid  gland. 


Reason,  therefore,  dictates  a policy  of  caution  in 
its  use.  It  is  the  feeling  of  our  clinic  that  the 
risk  involved  is  justified  in  the  treatment  of 
resistant,  recurrent,  or  persistent  hyperthy- 
roidism. 

Summary 

A long  follow-up  evaluation  of  the  results  of 
surgical  treatment  of  hyperthyroid  patients  pre- 
pared on  iodine  alone  shows  that  the  disease  can 
be  permanently  controlled  in  about  90  per  cent 
of  the  cases.  Adjuvant  therapy  prior  to  the 
introduction  of  goitrogens  and  radioactive  iodine 
could  be  expected  to  increase  the  proportion  of 
satisfactory  results  to  over  95  per  cent.  'While 
this  may  well  be  considered  a highly  satisfactory 
record  of  achievement  and  a proved  method  of 
treatment,  the  residual  5 per  cent  of  unsatis- 
factory results  and  the  morbidity  incidental  to 
thyroidectomy  itself  have  constituted  a challenge 
•to  surgery  which  has  been  met  by  the  utilization 
of  thyroid-inhibiting  drugs  and  radioactive 
iodine  in  combination  with  surgery  which  have 
reduced  the  disadvantages  and  risks  of  surgical 
therapy  to  a very  small  fraction  of  the  cases 
so  treated.  None  of  the  agents  or  methods  em- 
ployed or  combinations  of  these  are  physiologic, 
and  all  of  them  possess  disadvantages  and  dan- 
gers. No  one  method  can  be  expected  to  con- 
trol the  disease  permanently  in  every  instance. 
The  majority  of  cases  can  be  controlled  perma- 
nently and  safely  by  surgery  if  intelligent  use  is 
made  of  these  newer  agents.  The  manner  in 
which  these  may  be  utilized  in  combination 
with  the  surgical  management  of  the  disease 
is  approximately  as  follows : 

Diagnosis. — I131  uptake  studies  and  deter- 
mination of  the  protein-bound  iodine  in  the 
blood  have  greatly  facilitated  the  diagnosis 
of  hyperthyroidism,  particularly  in  the  older 
age  group  of  patients  with  nodular  goiters. 

Selection  of  Cases. — Without  any  physiologic 
method  of  treatment  but  with  a variety  of 
effective  methods  and  agents,  the  problem  be- 
comes one  of  selecting  the  proper  method  for 
any  given  patient.  The  number  of  patients 
for  whom  surgery  at  some  stage  in  the  manage- 
ment of  the  disease  is  absolutely  contraindicated 
is  very  small  indeed.  The  effectiveness  and  rela- 
tive safety  of  some  of  the  agents  and  methods 
other  than  surgery  constitute  an  indication  at 
times  for  their  employment  alone,  as,  for  ex- 
ample, the  use  of  radioactive  iodine  in  the  treat- 
ment of  older  patients  who  have  cardiovascular 
disorders  or  in  the  younger  patients  with  severe 
chronic  infections,  other  serious  diseases,  or 
with  blood  dyscrasias  in  whom  surgery  would  be 
a threat  to  survival.  Intolerance  to  or  failure  of 
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any  one  method  of  treatment  of  course  constitutes 
an  indication  for  the  employment  of  some  other 
method  or  agent.  This  intolerance  or  failure 
may  not  be  the  inability  of  the  agent  or  method 
to  control  the  thyrotoxic  state  as  much  as  the 
failure  of  the  patient  to  continue  treatment. 
This  is  particularly  true  of  the  use  of  chronic 
drug  therapy  in  which  the  expense  itself  is 
frequently  minimized. 

Probably  the  greatest  usefulness  of  prolonged 
drug  therapy  is  (1)  the  control  of  hyperthyroidism 
in  children  and  juveniles  and  (2)  the  handling  of 
patients  in  whom  it  is  thought  possible  that 
malignant  exophthalmos  may  develop.  Severe 
eye  changes  will  occur  occasionally  under  any 
form  of  treatment  and  even  “spontaneously ,” 
but  the  majority  of  the  most  severe  cases  have 
developed  after  thyroidectomy.  The  disease 
tends  to  be  self-limited,  and  the  hyperthyroid 
component  should  be  managed  cautiously  and 
slowly  during  the  interval  when  this  complica- 
tion is  suspected.  Operation  should  be  re- 
sorted to  when  the  situation  is  considered  sta- 
bilized. This  can  best  be  done  by  the  use  of 
thyroid-inhibiting  agents  in  combination  with 
thyroid  gland  preparations. 

Increasing  the  Safety  of  Operation. — Rendering 
the  patient  euthyroid  before  operation  removes 
the  greatest  hazard  to  surgery  from  the  standpoint 
of  risk  to  life  as  well  as  from  that  of  morbidity 
represented  by  operative  or  postoperative  com- 
plications. The  risk  of  operation  in  nontoxic 
goiter  probably  is  less  than  any  other  single 
method  or  agent  now  employed  in  the  treatment 
of  hyperthyroidism. 

Improvement  of  End  Results. — The  small  group 
of  total  failures  hitherto  treated  by  surgery 
and  iodine  (about  4 per  cent)  can  now  be  suc- 
cessfully handled  by  the  use  of  radioactive 
iodine  with  an  expected  reduction  of  thyroid 
overactivity  to  a sustained  euthyroid  state 
in  approximately  90  per  cent  of  these  resistant 
cases.  This  brings  the  end  results  of  treat- 
ment close  to  an  absolute  minimum  of  uncon- 
trolled hyperthyroidism  with  the  methods  and 
agents  now  available. 

Conclusion 

The  surgical  treatment  of  hyperthyroidism, 
combined  with  the  wise  choice  of  other  agents 
and  methods  now  available,  offers  the  best  chance 
of  cure  and  rehabilitation  of  the  majority  of 
patients  suffering  from  the  disease  with  minimal 
risk  present  and  future.  No  present  method 
or  combination  of  methods  or  agents  is  physio- 
logic. Naturally  the  search  for  the  ideal  physio- 
logic cure  will  be  pursued  with  the  full  sympathy 
and  cooperation  of  surgeons. 
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Discussion 

Rulon  W.  Rawson,  M.D.,  New  York  City. — It  has 
been  very  instructive  for  me  to  listen  to  Dr.  Sloan’s 
very  lucid  analysis  of  his  615  patients  treated  for 
hyperthyroidism  by  surgical  ablation  of  the  thyroid. 
Dr.  Sloan’s  results  are  a credit  to  him  and  to  his 
associates.  The  good  results  described  by  Dr. 
Sloan  explain  in  part  the  satisfaction  that  most  of  us 
obtain  from  treating  patients  having  this  malady. 

I am  intrigued  by  the  3.4  per  cent  of  his  cases  who 
were  totally  unrelieved  of  symptoms  regardless  of 
subtotal  thyroidectomy  and  continued  therapy  with 
other  means.  These  patients  have  always  interested 
me  and  have  made  me  look  with  serious  suspicion  on 
their  diagnosis.  During  the  past  five  years  I have 
recognized  and  proved  five  instances  of  thyrotoxico- 
sis factitia.  I have  suspected  it  in  three  other  cases 
but  have  not  proved  it.  These  patients  have 
usually  been  taking  large  doses  of  dessicated  thyroid 
surreptitiously.  They  have  all  had  high  basal 
metabolic  rates  and  high  blood  iodines.  However, 
all  but  one  had  normal  to  smaller  than  normal  thy- 
roids. Furthermore,  of  diagnostic  value  is  the  fact 
that  they  failed  to  concentrate  radioiodine  in  their 
thyroids.  At  operation  those  who  had  previously 
been  operated  and  were  persistently  thyrotoxic  were 
said  to  have  had  normal  to  smaller  than  normal  thy- 
roids, and  their  thyroids  were  found  to  show  hyper- 
involution on  microscopic  examination.  I wonder 
if  Dr.  Sloan  has  checked  on  the  thyroid  weights  and 
histologic  patterns  of  these  persistently  thyrotoxic 
patients.  Of  course  we  must  always  consider  the 
diagnosis  of  a pheochromocytoma  in  these  patients. 

I agree  with  Dr.  Sloan  in  his  statement  that  the 
treatment  of  Graves’s  disease  with  propylthiouracil 
takes  much  longer  to  bring  a patient  to  a euthyroid 
state  than  does  thyroidectomy  following  a prepara- 
tion with  iodine.  However,  I prefer  bringing  a 
patient  to  a euthyroid  state  before  operation  by  the 
administration  of  thiouracil  or  one  of  its  derivatives. 
Such  a preparation  usually  requires  a longer  period  of 
preparation  unless  the  gland  is  extremely  hyperplas- 
tic at  the  outset  of  treatment.  However,  if  iodine 
has  been  added  during  the  weeks  before  operation 
the  advantages  of  operating  on  these  patients  at  a 
euthyroid  level  are  real  and  measurable. 

Dr.  Sloan’s  comments  on  the  problem  of  exoph- 
thalmos I believe  to  be  very  timely.  To  me  these 
patients  present  the  most  puzzling  and  difficult 
problem  in  the  field  of  thyroid  physiology  , and  dis- 
ease. It  has  been  my  fortune — good  or  bad,  de- 
pending on  my  mood — to  follow  a fairly  large  num- 
ber of  these  patients.  I am  unable  to  make  any 
positive  statements  about  the  mechanism  or  about 
the  treatment  of  this  particular  problem  of  Graves’s 
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disease.  By  and  large,  however,  I prefer  to  avoid 
the  thyroidectomy  in  such  patients.  If,  however,  no 
other  means  will  control  the  hyperthyroidism  in 
these  patients,  I agree  with  Dr.  Sloan  that  they 
should  receive  large  doses  of  thyroid  before  and  after 
thyroidectomy.  I must  say,  however,  that  I have 
seen  fewer  exacerbations  of  the  eye  problem  in  these 
problem  patients  following  treatment  with  radio- 
active iodine  than  following  surgical  removal  of  the 
thyroid. 

It  has  been  stated  by  many  investigators  that 
this  problem  is  the  result  of  an  increased  secretion 
and  availability  of  thyrotropic  hormone.  It  is  true 
that  guinea  pigs,  ducks,  and  fish,  if  treated  with  a 
pituitary  extract  rich  in  thyroid-stimulating  hor- 
mone, do  develop  an  exophthalmos.  In  the  fundulus, 
however,  an  extract  of  sheep  pituitaries  rich  in  thyro- 
tropin produces  a prompt  and  rather  severe  exoph- 
thalmos, whereas  an  extract  of  beef  pituitaries  rich 
in  thyroid-stimulating  hormone  produces  very  little 
exophthalmos.  These  observations  naturally  throw 
some  doubt  on  the  thesis  that  exophthalmos  is 
caused  by  thyrotropic  hormone.  On  the  other  hand, 
it  may  only  provide  a means  of  separating  the  “goats 
from  the  sheep.” 

I am  in  full  agreement  with  Dr.  Sloan’s  statement 
that  this  disease  should  not  be  treated  indiscrimi- 
nately with  radioactive  iodine.  I am  one  of  the  first 
to  agree  that  it  is  a very  effective  means  of  control- 
ling the  disease.  However,  it  is  well  known  that 
neoplastic  changes  have  been  produced  in  irradiated 
tissues.  So  far  there  have  been  few  if  any  cancers  of 
the  thyroid  which  can  be  attributed  to  x-radiation 
for  Graves’s  disease.  However,  out  of  34  children 
with  cancer  of  the  thyroid  that  we  have  studied  at 
the  Memorial  Hospital,  14  gave  the  story  of  having 
been  treated  with  x-ray  during  the  first  year  of  life 
for  “enlarged  thymus.”  Now  we  have  the  recent 
report  from  Dr.  Chaikoff’s  laboratory  that  two  out  of 
ten  Long-Evans  rats,  when  followed  for  eighteen 
months  after  receiving  large  doses  of  I131,  developed 
neoplasms  of  the  thyroid.  Because  of  these  con- 
siderations I prefer  limiting  this  treatment  to  pati- 
ents who  have  complications  which  make  thyroidec- 
tomy unusually  risky  or  difficult  or  to  patients  who 
are  over  the  age  of  forty-five  years. 

Finally,  I believe  that  we  should  continue  our 
search  for  more  physiologic  methods  of  treating  this 
disease.  Certainly  surgery  and  radioactive  iodine 
are  destructive,  and  the  goitrogenic  agents  are 
unphysiologic  in  that  they  augment  the  action  of 
thyroid-stimulating  hormone.  Iodine  is  the  most 
physiologic  agent  that  we  have  but  unfortunately, 
when  administered  over  a long  period  of  time,  is 
not  very  effectual. 

Wilfred  W.  Fuge,  M.D.,  Buffalo. — We  are  oftimes 
in  haste  to  jump  on  the  bandwagon  and  to  disregard 
totally  the  lessons  of  time  and  experience.  It  is 
fortunate  that  Dr.  Sloan  has  presented  such  a com- 
prehensive study  at  this  time,  for  by  so  doing  he  has 


pointed  out  the  error  of  our  haste.  My  senior 
colleague,  who  has  had  much  more  expereince  in  this 
field  than  I,  has  often  cautioned  about  abandoning 
iodine  and  surgery  in  the  treatment  of  hyperthy- 
roidism. This  presentation  confirms  the  wisdom  of 
experience. 

A patient  may  be  made  euthyroid  with  medical 
treatment  alone,  but  at  the  same  time  a nonphysio- 
logic  goiter  is  produced  because  of  increased  vascu- 
larity and  hyperplasia  of  the  gland.  Many  of  these 
patients  are  as  dissatisfied  with  the  goiter  and  the 
prolonged  period  of  therapy  as  they  were  dissatisfied 
with  the  symptoms  of  hyperthyroidism.  They  later 
come  to  surgery  with  a soft,  friable,  highly  vascular 
gland  which  precludes  an  unharried  operation. 
Emphasis  again  should  be  placed  upon  the  simul- 
taneous use  of  iodine  and  a goitrogenic  drug  through- 
out the  required  period  of  treatment.  The  combina- 
tion will  produce  a euthyroid  state,  and  the  iodine 
will  prevent  the  increased  vascularity  and  hyper- 
plasia. The  operation  then  can  be  performed  under 
more  nearly  ideal  conditions,  simulating  the  surgery 
on  a nontoxic  goiter. 

The  problem  of  malignant  exophthalmos  has  been 
discussed  in  detail,  but  the  time  when  the  exophthal- 
mos has  become  stabilized  is  still  difficult  to  deter- 
mine. The  progression  of  exophthalmos  after  sur- 
gery fortunately  does  not  occur  very  often,  but  its 
occurrence  is  distressing  both  to  the  surgeon  and  to 
the  patient.  The  treatment  has  not  been  satisfac- 
tory. The  real  answer  to  the  problem  appears  to 
depend  upon  selective  suppression  of  the  pituitary, 
and  hope  for  this  type  of  treatment  may  be  forth- 
coming from  the  field  of  steroid  chemistry. 

The  problem  of  hyperthyroidism  in  children  and 
juveniles  requires  emphasis.  Many  of  these  pa- 
tients go  into  a spontaneous  remission  after  the  com- 
plex changes  of  growth  and  development  are  sta- 
bilized. Surgery  before  stabilization  may  control 
the  hyperthyroidism  but  is  apt  to  result  in  a hypo- 
thyroid state  after  stabilization.  The  degree  of 
residual  thyroid  activity  in  a young  female  may  have 
a bearing  on  her  entire  future.  She  may  be  easier 
to  live  with  but  not  nearly  so  attractive  as  one  with 
normal  activity.  Because  of  these  conditions  a pro- 
longed period  of  drug  therapy  appears  to  be  the 
method  of  choice.  It  should  be  pointed  out,  how- 
ever, that  these  remarks  pertain  to  hyperthyroidism 
in  children  and  juveniles  and  not  to  a solitary  nodule 
or  tumor. 

The  result  in  this  large  series  is  excellent.  It  re- 
flects a great  deal  of  study  in  the  selection  of  the 
patient  and  the  determination  of  the  proper  time  to 
operate.  It  reflects  the  effects  of  proper  pre-  and 
postoperative  care.  It  reflects  the  results  of  a sur- 
gical team,  including  a competent  anesthestist, 
working  together  at  a time  and  place  of  their  own 
selection.  It  brings  into  focus  the  weakness  of  our 
present  armamentarium,  and  Dr.  Sloan  points  the 
way  to  reduce  the  remaining  unsatisfactory  3.4  per  • 
cent. 


A NEW  METHOD  OF  BONE  PLATE  FIXATION 

George  S.  King,  M.D.,  Bay  Shore,  New  York 


THE  present  accepted  orthodox  method  of 
securing  bone  plates  to  fractured  bones  by 
means  of  the  ordinary  threaded  screw  has  several 
disadvantages.  Only  those  threads  of  the  screw 
actually  within  and  in  contact  with  the  bone 
substance  have  any  useful  or  holding  property. 
The  excess  of  screw  material  within  the  medullary 
canal  is  useless  and  constitutes  a foreign  body 
within  the  medullary  canal.  Where  the  screw 
has  to  be  of  sufficient  length  to  penetrate  both 
bone  surfaces,  again  only  those  threads  of  the 
screw  in  contact  with  the  distal  wall  have  any 
holding  property,  and  where  the  screw  penetrates 
through  the  distal  wall,  it  is  difficult  to  evaluate 
the  proper  length  of  screw  in  order  to  leave  just 
enough  screw  within  the  wall  for  proper  holding 
and  avoid  having  the  distal  end  of  the  screw  pro- 
trude through  the  bone  wall,  thus  causing  a 
source  of  irritation  to  muscle  and  fascial  tissue. 

The  ideal  holding  screw  would  therefore  be 
one  where,  when  used  simply  to  hold  a bone 
plate  to  a bone  surface,  there  would  be  none  or 
practically  none  of  the  screw  within  the  medullary 
canal  and,  where  it  was  desirable  to  secure  both 
bone  surfaces  to  the  plate,  a screw  which  would 
not  penetrate  the  distal  wall  beyond  its  surface 
and  still  have  sufficient  strength  within  its 
threads  to  hold  the  plate  securely  in  fixation. 

To  this  end  I have  devised  a self-heading  screw, 
simple  in  construction,  with  holding  properties 
many  times  that  of  a threaded  screw  and  one 
that  is  easily  and  quickly  applied  with  less  tech- 
nical effort  than  the  regular  threaded  screw 
(Figs.  1, 2,  and  3). 

The  main  criticism  that  I have  received  from 
orthopedic  surgeons  is  that  this  screw  would  be 
hard  to  remove,  but  careful  clinical  study  and  a 
knowledge  of  the  mechanics  of  its  use  easily 
answer  that  question. 

In  the  first  place,  not  all  bone  plates  have  to 
be  removed — just  a relatively  small  percentage. 
When  we  apply  a Smith-Peterson  nail  to  a frac- 
tured hip,  we  do  not  anticipate  its  removal  except 
in  the  rare  case.  The  same  is  true  with  fracture 
fixation  by  bone  plate  to  fractures  of  the  femur 
and  in  intracondyloid  fractures.  In  other  words, 
where  a bone  plate  is  applied,  the  reasonable 
assumption  is  that,  if  the  case  terminates  favor- 
ably, we  anticipate  leaving  the  plate  in  situ. 

Unfortunately,  circumstances  arise  where  the 
plate  and  its  holding  screws  require  removal- 
infections,  nonunion  from  faulty  callous  infiltra- 
tion. necrosis  of  the  bone  in  or  about  the  screw 
attachments.  Many  factors  decree  that  the 


Fig.  1.  View  of  self-heading  screw  for  ordinary 
bone  plating  with  center  piece  normal  or  usual  size. 


plate  should  be  removed,  and  in  the  orthodox 
screw  attachment  we  simply  remove  the  plate 
and  the  screws. 

We  do  exactly  that  with  the  self-heading  screw 
here  described. 

In  an  ordinary  healed  fracture  without  infec- 
tion, where  it  is  desirable  to  remove  the  plate,  the 
head  of  the  screw,  countersunk  in  the  plate,  is 
unscrewed,  the  plate  removed,  and  the  protrud- 
ing ends  of  the  screw  clipped  off,  leaving  within 
the  bone  wall  an  infinitesimal  piece  of  stainless 
steel  and  within  the  medullary  canal  only  the 
crossbar  to  the  screw,  well-healed  within  and 
constituting  an  integral  part  of  the  healed  frac- 
ture, the  whole  mass  being  small  in  size  and  never 
liable  by  its  presence  to  produce  trouble.  In  case 
the  area  about  the  screws,  through  some  outside 
cause,  becomes  infected  (as  occasionally  occurs  in 
placement  or  when  placed  in  a compound  fracture 
where  infection  develops),  and  the  area  about  the 
self-heading  screw,  the  same  as  the  area  about 
the  ordinary  thread  screw,  becomes  infected  or 
softens  as  always  is  the  case,  then  a traction 
handle  is  screwed  to  the  remaining  head  and  the 
head  is  easily  withdrawn  through  the  softened 
tissue. 

Where  through-and-through  placement  of  the 
self-heading  screw  is  desirable,  as  in  double  wall 
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Fig.  2.  View  of  self-heading  screw  for  bone 
plating  for  deep  work  or  where  it  would  be  desirable 
to  remove  the  shank;  note  detachable  head  with 
male-female  union. 


fixation  or  intracondyloid  fracture,  and  if  it  is  de- 
sirable to  remove  the  distal  head,  there  are  two 
methods  to  employ.  This  can  be  done  either  by 
lengthening  the  shaft  and  pushing  the  head 
through  the  tissue  until  it  is  subcutaneous  and 
removing  the  same  through  a slight  skin  incision 
or,  by  means  of  a reverse  thread  on  the  head, 
removing  the  shaft  and  leaving  the  minute  piece 
of  stainless  steel  representing  the  head  in  situ. 
Any  surgeon  will  readily  recognize  that  a small 
particle  of  stainless  steel  if  sterile  may  remain 
in  human  tissue,  bone  or  otherwise,  indefinitely 
without  harm;  for  example,  the  thousands  of  bits 
of  shrapnel  in  the  muscle  and  bone  of  soldiers, 
which  by  their  presence  are  harmless. 


Fig.  3.  Fracture  repair  using  self-heading  screws 
( courtesy  Anthony  Pisani,  M.D.,  New  York  City). 


With  the  knowledge  in  mind  that  the  self- 
heading screws  are  definitely  more  reliable  as  to 
holding  properties,  that  they  take  up  at  least 
three  fifths  less  space  than  the  regulation  thread 
screw,  that  they  are  removable  if  necessary  under 
the  same  condition  that  the  thread  screw  requires 
removal,  then  there  is  only  one  objection  left — - 
that  by  exerting  too  much  pressure  by  the  head 
at  the  point  of  holding  they  may  cause  a necrosis. 
This  argument  resolves  itself  into  the  ability  of 
the  operator  to  judge  the  amount  of  pressure  re- 
quired to  maintain  proper  apposition.  It  is  my 
principle  to  apply  the  proper  pressure  for  the 
proper  approximation  and  then  loosen  the  thread 
on  the  screw  by  one  or  two  turns,  just  for  safety’s 
sake. 

The  chief  obstacles  at  present  to  general  use  of 
this  self-heading  screw  are  lack  of  knowledge  of  its 
existence  and  the  “know-how”  to  use  it  and  the 
fact  that,  due  to  the  very  limited  production  (as 
these  “gadgets”  have  to  be  made  by  hand  which 
requires  the  services  of  highly  skilled  micrometer 
trained  mechanics),  they  are  expensive;  If,  how- 
ever, the  use  becomes  general,  they  can  be  mass- 
produced  and  would  thus  become  inexpensive. 


MEDICAL  COSTS 

It  should  be  of  interest  that,  according  to  a recent 
report  from  the  U.S.  Bureau  of  Labor  Statistics, 
medical  costs  are  rising  more  slowly  than  any  other 
major  item  in  the  family  budget.  However,  in 
June,  1951,  medical  care  and  drug  costs  were  54.7 
per  cent  above  the  average  for  1935-1939.  In 
contrast,  clothing  costs  were  up  104  per  cent,  house 
furnishings  112  per  cent,  household  operations  61  per 
cent,  recreation  68  per  cent,  hair  cuts  and  toilet 


goods  93  per  cent,  and  transportation  71  per  cent. 
Food  prices  during  the  same  period  were  up  126.8 
per  cent,  or  more  than  double  medical  care  costs. 

A complementary  report  on  a recent  national  sur- 
vey of  physicians’  incomes  conducted  by  the  U.S. 
Department  of  Commerce  and  the  American  Medi- 
cal Association  showed  that,  since  1929,  these  have 
been  slightly  below  the  increase  for  the  general 
population. 


THE  PREVENTION  OF  POSTSPINAL  HEADACHES  BY  PARENTERAL 
HYDRATION 

Wallace  M.  Shaw,  M.D.,  F.A.C.A.,  Hollis,  New  York 
( From  the  Department  of  Anesthesia,  Prospect  Heights  Hospital,  Brooklyn ) 


IT  IS  the  purpose  of  this  paper  to  present  a 
rationale  and  method  for  the  prevention  of 
headache  following  surgical  spinal  anesthesia. 
They  are  based  on  the  adequate  formation  of 
cerebrospinal  fluid  as  a result  of  the  proper  main- 
tenance of  body  fluid  and  electrolyte  balance. 

The  occurrence  of  headache  following  spinal 
anesthesia  is  a well-known  and  easily  recognized 
complication.  The  head  pain  characteristically 
appears  immediately  or  a few  days  postopera- 
tively.  The  headache  may  occur  in  any  area  but 
is  most  often  bitemporal,  bifrontal,  or  occipital. 
The  pain  is  brought  on  or  aggravated  by  eleva- 
tion of  the  bead  and  relieved  by  recumbency. 
The  headache  may  be  mild  and  transient  or 
severe,  lasting  six  to  ten  days  or  longer. 

Evidence  brought  forth  over  the  years  con- 
clusively establishes  the  precipitating  cause  of  the 
headache  following  spinal  anesthesia  to  be  a low- 
ered cerebrospinal  fluid  pressure. 1-6  When  the 
patient  assumes  an  erect  position,  gravity  pulls 
spinal  fluid  into  the  area  around  the  spinal  cord. 
The  resultant  decrease  in  intracranial  pressure 
causes  intracranial  vasodilatation.  The  loss  of 
cushioning  effect  produces  mechanical  tension  on 
the  meninges  and  meningeal  vessels  as  the  brain 
settles  downward.  This  meningeal  stress  and 
vasodilatation  cause  the  head  pain.6  Under 
these  circumstances  when  cerebrospinal  fluid 
pressure  is  increased  by  the  injection  of  saline 
into  or  around  the  subarachnoid  space,  the  head- 
ache is  relieved.4,7 

We  must  inspect  the  factors  causing  the  de- 
crease in  spinal  fluid  pressure.  The  first  and 
most  obvious  is  a persistent  loss  of  spinal  fluid 
from  the  subarachnoid  space  through  the  needle 
hole  in  the  dura  mater.  After  many  years  of  con- 
troversy, this  fact  has  been  accepted,  with  the 
work  of  Rice,  Pool,  Greene,  and  many  others 
affording  substantiation.7-10  Even  so,  using 
fine,  24-gauge  to  27-gauge  needles,  headache  still 
occurred  in  2 to  8 per  cent  of  patients.10-12 

The  second  important  factor  in  the  patho- 
genesis of  cerebrospinal  fluid  hypotension  is  de- 
creased or  inadequate  replacement  of  this  fluid 
in  the  face  of  its  loss  from  the  subarachnoid  space. 
This  inadequate  formation  is  an  expression  of  the 
state  of  relative  tissue  dehydration  obtaining  in 
the  immediate  postoperative  period.  For  ten  to 
eighteen  hours  preoperatively  patients  are  ordinar- 
ily deprived  of  fluids  and  foods,  which  are  85  to  95 


per  cent  water.  Postoperatively,  fluid  intake  is 
usually  inadequate  as  a result  of  preoperative  and 
postoperative  medication,  pain,  and  possibly 
nausea  and  emesis.  Those  fluids  which  are  or- 
dinarily given  orally  are  salt-free  or  salt-poor  and 
act  chiefly  as  diuretics  in  the  over-all  picture  of 
water  balance.  Thus,  there  is  a decrease  of  in- 
tercellular water  as  this  compartment  is  drained 
to  maintain  circulating  blood  volume,  and  as  a 
result  the  formation  of  most  body  secretions,  in- 
cluding cerebrospinal  fluid,  is  diminished.  Pre- 
vious attempts  at  hydration  have  been  aimed  at 
increasing  oral  intake  of  water  and  at  decreasing 
loss  of  body  fluid  by  suppressing  urinary  excre- 
tion with  pitressin.9,12  Physiologically  these 
methods  are  not  completely  effective. 

It  is  important  to  review  briefly  the  fate  and 
effect  of  a few  commonly  used  parenteral  fluids. 
i3-i6,*  Distilled  water,  when  administered  in- 
travenously or  orally,  causes  a transient  hemodi- 
lution  with  a rapid  diuresis  of  hypotonic  urine. 
With  this  water  some  salts  are  also  lost  since  the 
kidneys  cannot  excrete  pure  water.  When  dex- 
trose is  administered,  it  is  metabolized  to  carbon 
dioxide,  which  is  then  excreted  by  the  lungs,  and 
water,  which  is  excreted  by  the  kidneys  along  with 
some  salts.  Dextrose  is  therefore  also  a diuretic. 
Isotonic  sodium  chloride  solution  and  Ringer’s 
solution  cause  a temporary  increase  in  blood 
volume,  but  since  they  cause  little  if  any  altera- 
tion in  osmotic  pressure,  there  is  no  immediate 
loss  of  fluid  through  renal  channels.  Instead,  the 
intercellular  fluid  compartment  takes  up  the 
larger  proportion  of  these  salts  and  releases  it 
gradually  as  the  amount  in  excess  of  body  needs 
is  slowly  excreted  by  the  kidneys. 

It  is  apparent  from  this  discussion  that  in  order 
to  replenish  the  intercellular  fluid  compartment 
which  has  been  depleted  by  ordinary  preoperative, 
operative,  and  postoperative  care,  both  water  and 
salt  must  be  given. 

Procedure 

With  these  facts  and  hypotheses  in  mind  a 
program  for  the  prevention  of  postspinal  head- 
ache was  developed.  Basically,  the  regime  was 
aimed  at  decreasing  the  leakage  of  cerebro- 
spinal fluid  and  increasing  the  state  of  general 
hydration.  In  decreasing  the  loss  of  spinal  fluid 

* This  is  stated  in  somewhat  dogmatic,  simplified  form  for 
the  sake  of  clarity.  The  interested  reader  is  urged  to  con- 
sult the  work  of  Smith,  Gamble,  Ravdin,  and  Marriott.18-1 
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TABLE  I. — Incidence  of  Headaches  Following  Surgical  Spinal  Anesthesia  and  Parenteral  Hydration 


Transient  Headaches, 

Number  of 

Postspinal 

Not  Postspinal 

Group 

Surgical  Region 

Cases 

Headaches 

No  Therapy 

Aspirin 

1 

Intra-abdominal,  upper 

94 

1 

6 

2 

2 

Extra-abdominal,  lumbar 

16 

2 

3 

Intra-abdominal,  lower 

195 

2 

9 

3 

4 

Cesarean  section 

31 

1 

5 

Suprapubic 

66 

1 

6 

Abdominal  wall,  upper 

8 

2 

7 

Abdominal  wall,  lower 

81 

1 

1 

8 

Perineal 

36 

1 

2 

9 

Rectal 

22 

3 

10 

Lower  extremity 

14 

Total 

563 

5 

26 

6 

meticulous  attention  to  details  of  technic  was  the 
most  important  factor.  A small-bore  needle  no 
larger  than  22-gauge  was  used  whenever  possible. 
The  bevel  of  the  needle  was  kept  parallel  to  the 
long  axis  of  the  spine  so  that  the  longitudinal 
fibers  of  the  dura  were  split  rather  than  tran- 
sected, thus  creating  a smaller  perforation  which 
closed  more  readily.  The  needles  were  sharp,  and 
the  stylets  fitted  exactly  to  avoid  tearing  the  dura. 
Multiple  punctures  of  the  dura  were  minimized. 
These  details  have  all  been  delineated  and  em- 
phasized many  times  before. 

In  order  to  promote  a more  satisfactory  state  of 
hydration,  normal  saline  solution  and  dextrose 
in  water  were  administered  intravenously  as 
described  under  technic. 

Technic 

A study  was  made  of  576  consecutive  surgical 
cases  in  which  spinal  anesthesia  was  adminis- 
tered. Six  cases  were  omitted  because  of  in- 
complete records  and  seven  cases  because  death 
ensued  within  seven  days  of  operation.  None  of 
these  omitted  cases  exhibited  postspinal  head- 
ache. Table  I shows  the  distribution  by  opera- 
tive area  of  the  remaining  563  cases. 

All  spinal  injections  were  performed  in  the 
lateral  recumbent  position  with  a 22-gauge  needle. 
Ephedrine  or  neosynephrine  was  administered 
beforehand.  Suitable  doses  of  Pontocaine  in  a 
final  concentration  of  0.5  per  cent  with  dextrose 
in  a final  concentration  of  5 per  cent  were  used  in 
81  per  cent  of  cases.  In  the  remainder,  procaine 
hydrochloride  in  5 per  cent  concentration  with  or 
without  dextrose  was  the  anesthetic  agent.  Ad- 
ditional vasopressors  were  necessary  in  35.8  per 
cent  of  patients.  One  additional  dose  was  re- 
quired in  28.6  per  cent,  two  doses  in  6 per  cent, 
and  three  doses  in  1.2  per  cent.  An  infusion  of 
saline  with  Pentothal  (77  per  cent  of  cases)  or 
without  it  (23  per  cent  of  cases)  was  started  im- 
mediately after  the  administration  of  spinal 
anesthesia  and  continued  postoperatively  with 
normal  saline  solution  and  dextrose  solution  in 
water. 


Patients  of  average  build,  weighing  110  to  150 
pounds,  were  given  intravenous  infusions  of  1,000 
to  1,500  cc.  of  isotonic  sodium  chloride  solution 
followed  by  1,000  cc.  of  5 per  cent  dextrose  solu- 
tion in  distilled  water.  This  infusion  was  admin- 
istered at  the  rate  of  about  500  cc.  per  hour  until 
completed.  Aged  patients  and  patients  with 
cardiac  disease  received  less  total  fluid.  Young, 
robust  patients  received  more.  During  the  hot 
summer  months  the  amount  of  saline  was  in- 
creased to  compensate  for  loss  by  perspiration. 
All  patients  had  infusions  running  when  they  left 
the  operating  room.  All  patients  were  visited 
every  day  postoperatively  until  discharged  from 
the  hospital. 

Results 

In  this  series  of  563  cases  there  were  five  in- 
stances of  postspinal  headache  (0.9  per  cent), 
none  of  which  lasted  more  than  four  days.  No 
patient  was  confined  to  bed  for  more  than  one 
day.  These  are  described  later. 

It  will  be  seen  from  Table  I that  26  patients  ex- 
hibited transient  headaches.  These  were  either 
not  related  to  change  in  position  or  were  improved 
by  sitting  up  and  disappeared  in  one-half  to  six 
hours  without  any  therapy.  Many  occurred 
during  the  night  or  in  conjunction  with  other 
postoperative  complaints.  Six  other  patients  had 
headaches  which  required  aspirin  for  relief,  but 
again  these  were  not  related  to  position  and  lasted 
no  longer  than  one  hour  after  aspirin  therapy. 

Three  patients  in  this  series  had  had  previous 
postspinal  headaches  of  six  days,  eight  days,  and 
three  weeks  duration  but  were  free  of  this  com- 
plication during  this  study.  There  were  no  post- 
spinal headaches  in  four  cases  (0.7  per  cent)  in 
which  there  was  complete  failure  of  spinal  anes- 
thesia. Fractional  technics  were  employed  in 
four  cases,  and  there  were  no  headaches  among 
these.  In  15  cases  (2.7  per  cent)  the  needle  had 
to  be  inserted  more  than  once  to  enter  the  sub- 
arachnoid space.  One  of  these  (Case  4)  exhibited 
a postspinal  headache. 
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Case  Reports 

Case  1. — Preoperatively,  this  fifty-year-old  white 
female  exhibited  an  anemia  of  55  per  cent  hemo- 
globin and  3,200,000  red  blood  cells  per  cc.  due  to 
excessive  uterine  bleeding.  Repeated  transfusions 
did  not  effect  an  increase  in  her  red  blood  count,  and 
accordingly,  she  was  subjected  to  hysterectomy 
during  spinal  anesthesia  with  Pontocaine,  10  mg., 
and  dextrose,  100  mg.  Inmediately  after  institu- 
tion of  spinal  anesthesia,  transfusion  of  1,000  cc.  of 
whole  blood  was  started  simultaneously  with  an 
infusion  of  0.2  per  cent  Pentothal  in  saline  solution. 
Oxygen  was  administered  prophylactically  by  mask. 
Blood  pressure  was  maintained  satisfactorily  with- 
out the  administration  of  additional  vasopressors. 
At  the  termination  of  the  operation  saline  was  sub- 
stituted for  the  Pentothal  solution,  and  the  in- 
fusion continued  to  a final  total  of  1,000  cc.  of  saline 
solution  and  1,000  cc.  of  5 per  cent  dextrose  solution 
in  distilled  water.  On  the  afternoon  of  the  first 
postoperative  day  the  patient  complained  of  a typi- 
cal, mild  postspinal  headache  in  the  frontal  and  bi- 
parietal  areas.  This  pain  was  aggravated  by  sitting 
up.  The  headache  lasted  less  than  twelve  hours,  re- 
quiring no  therapy  and  disappearing  overnight. 

Case  2. — This  sixty-four-year-old  white  woman 
had  previously  had  a hemorrhoidectomy  during 
spinal  anesthesia  with  no  sequelae.  A cholecystec- 
tomy was  performed  during  spinal  anesthesia  with 
Pontocaine,  16  mg.,  and  dextrose,  160  mg.  During 
the  anesthetic  period  complemental  Pentothal  so- 
dium and  nitrous  oxide-oxygen  analgesia  was  ad- 
ministered. No  additional  vasopressors  were  re- 
quired to  maintain  an  adequate  blood  pressure  dur- 
ing the  operation.  Because  of  her  age,  moderate 
generalized  arteriosclerosis,  and  moderate  hyper- 
tension, parenteral  fluids  were  limited  to  500  cc.  of 
saline  and  500  cc.  of  5 per  cent  dextrose  in  distilled 
water. 

On  the  first  postoperative  day  the  patient  com- 
plained of  a mild  frontal  headache  relieved  by  re- 
cumbency. The  next  day  this  had  become  severe 
and  forced  her  to  lie  flat.  She  received  caffeine 
sodium  benzoate  three  times  by  intramuscular  in- 
jection. By  the  third  day  the  headache  was  mild, 
and  the  patient  was  out  of  bed  with  only  moderate 
complaints.  The  following  day  the  headache  was 
gone. 

Parenteral  fluid  therapy,  which  was  restricted 
for  medical  reasons,  was  insufficient  to  prevent 
headache. 

Case  3. — Anterior  and  posterior  colporrhaphy 
were  performed  on  this  fifty-one-year-old  white 
female  during  spinal  anesthesia  with  Pontocaine, 
14  mg.,  and  dextrose,  140  mg.  One  additional  in- 
jection of  ephedrine  was  required  for  the  mainten- 
ance of  blood  pressure.  Saline  containing  0.2  per 
cent  Pentothal  was  started  immediately,  and  the 
infusion  was  continued  to  include  a total  of  700  cc.  of 
saline,  500  cc.  of  5 per  cent  dextrose  in  saline,  and 
1,000  cc.  of  5 per  cent  dextrose  in  water.  On  the 
first  postoperative  day  the  patient  complained  of  a 


mild  occipital  headache  which  was  relieved  by  as- 
pirin and  the  recumbent  position.  This  gradually 
subsided  during  the  third  and  fourth  days. 

Case  /. — Supravaginal  hysterectomy  was  per- 
formed on  this  thirty-six-year-old  white  female  dur- 
ing spinal  anesthesia  wdth  Pontocaine,  14  mg.,  and 
dextrose,  140  mg.  It  wras  necessary  to  insert  the 
needle  twice  in  order  to  enter  the  subarachnoid  space. 
No  additional  vasopressors  w-ere  required.  Im- 
mediately after  the  level  of  anesthesia  was  estab- 
lished, complementary  Pentothal  sedation  was  be- 
gun. At  the  end  of  the  operation  saline  was  sub- 
stituted. Through  an  error  in  carrying  out  postopera- 
tive orders,  the  patient  received  2,000  cc.  of  5 per 
cent  dextrose  in  water.  During  the  first  postoper- 
ative day  little  food  or  fluid  was  retained  because  of 
nausea  and  vomiting.  On  the  first  and  second  post- 
operative days  a frontal  headache  of  moderate  se- 
verity kept  the  patient  lying  flat.  She  was  treated 
with  caffeine  sodium  benzoate  and  saline  infusions. 
The  headache  decreased  and  then  disappeared  on 
the  third  and  fourth  days,  and  the  patient  was  dis- 
charged, ambulatory  and  comfortable,  on  the  fifth 
postoperative  day. 

This  case  illustrates  the  pathogenesis  of  post- 
spinal headaches.  The  spinal  tap  may  have 
punctured  the  dura  more  than  once.^S  Then  an 
excessive  amount  of  distilled  water  was  admin- 
istered with  insufficient  salt  causing ? diuresis. 
The  dehydration  was  aggravated  by  the  loss  of 
fluid  and  salt  during  emesis. 

Case  5. — Inguinal  herniorrhaphy  was  performed, 
on  this  fifty-six-year-old  wrhite  male  during  spinal 
anesthesia  with  Pontocaine,  15  mg.,  and  dextrose, 
150  mg.  One  additional  dose  of  ephedrine  was  re- 
quired to  maintain  blood  pressure.  During  the 
operation  500  cc.  of  saline  containing  0.2  per  cent 
Pentothal  were  administered,  and  this  was  followed 
by  500  cc.  of  saline  and  1,000  cc.  of  5 per  cent  dex- 
trose in  water.  On  the  first  postoperative  day  the 
patient  was  out  of  bed  in  a chair  for  one-half  hour 
without  complaint.  During  that  night  a severe 
frontal  and  occipital  headache  appeared  which  -was 
relieved  by  lying  down  and  by  aspirin.  On  the 
second  and  third  days  the  patient  was  ambulatory 
to  the  bathroom  despite  the  headache,  although  he 
remained  in  bed  at  all  other  times.  On  the  fourth 
postoperative  day,  which  was  the  last  day  of  his 
headache,  the  headache  wras  mild,  and  the  patient 
refused  to  return  to  bed. 

Control 

The  last  100  consecutive  cases  performed  be- 
fore this  study  was  begun  were  used  as  a control 
series.  The  distribution  by  operative  area,  age, 
anesthetic  agent,  vasopressor  required,  needle 
size,  and  technic  used  was  comparable  to  the 
study  group.  Although  some  of  these  patients 
received  infusions  of  saline  and/or  water,  there 
was  no  over-all  emphasis  placed  upon  hydration. 
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In  this  control  group  there  were  seven  headaches. 
Three  lasted  less  than  four  days,  two  lasted  six 
days,  one  seven  days,  and  one  ten  days.  In  con- 
trast to  the  study  group  most  of  these  patients 
were  confined  to  bed  by  head  pain  for  several 
days. 

Summary  and  Conclusions 

This  study  is  based  on  the  generally  accepted 
assumption  that  postspinal  headaches  are  caused 
by  a decrease  in  cerebrospinal  fluid  pressure. 
This  in  turn  is  due  to  leakage  of  spinal  fluid 
through  the  hole  left  in  the  dura  by  the  spinal 
needle  and  by  a failure  to  regenerate  cerebro- 
spinal fluid  at  a sufficiently  rapid  rate  because  of 
the  state  of  relative  dehydration  obtaining  in  the 
postoperative  period.  If  water  and  salt  are  prop- 
erly administered  postoperatively,  enough  fluid 
and  salt  will  be  retained  by  the  body  to  allow 
adequate  formation  of  secretions,  including  spinal 
fluid. 

With  proper  attention  to  the  details  of  sub- 
arachnoid injection  and  parenteral  hydration 
with  salt  as  well  as  water,  the  incidence  of  post- 
spinal  headache  in  a series  of  563  consecutive 
surgical  cases  was  0.9  per  cent.  In  a control 
series  of  100  cases,  comparable  except  for  the 


emphasis  on  hydration,  the  incidence  of  post- 
spinal  headache  was  7 per  cent.  Furthermore, 
headaches  occurring  after  adequate  hydration 
were  less  severe  and  of  shorter  duration. 

193-40  McLaughlin  Avenue 
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MESENTERIC  THROMBOSIS 

Stanley  B.  Reich,  M.D.,  and  Leon  Love,  M.D.,  New  York  City 
( From  the  Diagnostic  X-ray  Department,  Bellevue  Hospital) 


MESENTERIC  thrombosis  is  notoriously 
difficult  to  diagnose  preoperatively. 
Therefore,  a group  of  cases  with  adequate  roent- 
genographic  studies  were  analyzed. 

The  radiologic  findings  previously  reported  in 
the  literature  include  (1)  varying  degrees  of 
adynamic  ileus,  (2)  a continuous  column  of  gas 
outlining  small  and  large  bowel  which  ends 
abruptly  at  the  transverse  colon,  and  (3)  continu- 
ous loops  of  air-distended  small  bowel  which  con- 
tains air-fluid  levels.1  ~6 

The  roentgenologic  changes  are  well  explained 
by  the  experimental  work  of  Hibbard  et  al.3 
Their  conclusions  were  that  the  roentgen  findings 
were  established  in  two  to  four  hours.  These 
roentgen  findings  were  indistinguishable  from 
those  found  in  mechanical  obstruction.  The 
only  time  they  were  indecisive  was  with  extensive 
venous  blockage. 

The  clinical  findings  in  mesenteric  thrombosis 
are  nonspecific.  There  is  early,  crampy,  abdom- 
inal pain  followed  by  persistent,  severe,  abdom- 
inal pain.  There  may  be  localized  tenderness 
or  a palpable  tender  mass.  There  is  usually 
abdominal  distention  without  much  rigidity. 
Fever  and  leukocytosis  occur.  Rives  et  al. 
found  absent  bowel  sounds  in  seven  of  eight  cases 
in  which  auscultation  of  the  abdomen  was  done.6-7 
Pathologic  changes  vary  from  mere  congestion 
of  the  bowel  to  extensive  hemorrhagic  infarction 
with  transudation  of  fluid  into  the  abdominal 
cavity.8-8  These  vary  with  the  extent  and 
rapidity  of  the  occlusion. 

Case  Reports 

Case  1. — J.  B.,  a sixty-five-year-old  white  male, 
was  well  until  two  days  prior  to  admission  when  he 
suddenly  experienced  severe  pain  in  his  abdomen. 
The  pain  was  crampy  at  first  but  later  became  con- 
tinuous. There  was  associated  nausea  and  vomiting. 
There  had  been  diarrhea  one  day  prior  to  ad- 
mission, but  no  bowel  sounds  were  heard  on  examina- 
tion. The  past  history  was  noncontributory. 

The  physical  examination  showed  the  abdomen  to 
be  distended  and  tympanitic  with  minimal  tender- 
ness in  both  lower  quadrants.  There  was  no  re- 
bound tenderness  or  rigidity.  No  bowel  sounds 
were  heard. 

On  admission  the  pulse  rate  was  96,  blood  pressure 
140/95;  temperature  97.4  F.,  white  blood  cell  count 
8,000  with  63  per  cent  polymorphonuclears  and  37 
per  cent  lymphocytes,  hemoglobin  15  Gm.,  red 
blood  cell  count  5,100,000,  and  urinalysis  negative. 
Scout  film  of  the  abdomen  on  admission  showed 


continuous  dilated  loops  of  small  intestine  which 
contained  air-fluid  levels  in  the  erect  film  (Figs.  1 and 
2).  There  was  no  air  in  the  large  bowel.  These 
findings  were  interpreted  as  mechanical  small  bowel 
obstruction. 

The  patient  was  given  conservative  management 
including  unsuccessful  Miller-Abbott  tube  drainage. 
He  became  lethargic  and  cyanotic  and  expired  four 
days  after  admission. 

Postmortem  examination  revealed  that  6 inches 
of  bowel  just  proximal  to  the  terminal  ileum  were 
darkened,  with  multiple  small  thrombi  in  the  veins 
of  this  region.  There  was  a fibrinous  exudate  over 
the  entire  peritoneal  cavity. 

Case  2. — A.  R.,  a forty-year-old  white  male,  was 
well  until  eleven  hours  prior  to  admission.  At  that 
time  he  had  mild  intermittent  abdominal  pain  which 
gradually  became  more  severe.  It  occurred  every 
few  minutes  and  lasted  ten  seconds.  He  vomited 
four  to  five  times.  Normal  brown  bowel  movements 
were  noted.  His  past  history  included  three  episodes 
of  phlebothrombosis.  Two  brothers  had  mesenteric 
thrombosis.  One  had  died,  and  one  survived  in- 
testinal resection. 

The  physical  examination  showed  the  abdomen  to 
be  slightly  distended.  There  was  moderate  spasm 
and  tenderness  in  the  right  lower  quadrant  with  some 
rebound  tenderness.  The  bowel  sounds  were  ab- 
sent. On  admission  the  pulse  rate  was  72,  blood 
pressure  125/80,  temperature  99.8  F.,  white  blood 
cell  count  17,300  with  84  per  cent  polymorphonu- 
clears and  16  per  cent  lymphocytes,  and  urinalysis 
negative. 

Scout  film  of  the  abdomen  on  admission  showed 
loops  of  small  bowel  which  contained  air-fluid  levels. 
There  was  no  air  in  the  large  bowel. 

Operation  was  performed  on  the  day  of  admission, 
and  30  inches  of  black  small  intestine,  approximately 
10  inches  proximal  to  the  ileocecal  valve,  were  re- 
sected. Pathologic  study  showed  thrombosis  of  the 
mesenteric  vein,  edema  of  the  ileum,  and  mild  acute 
peritonitis. 

He  was  treated  with  Dicumarol  postoperatively. 
The  course  was  uneventful,  and  the  patient  was  dis- 
charged. 

These  cases  indicate  a discrepancy  between 
roentgen  findings  compatible  with  small  bowel 
obstruction  and  the  clinical  finding  of  a silent 
abdomen.  This  had  previously  been  noted  in 
experimental  work  and  may  be  useful  in  the  pre- 
operative diagnosis  of  this  condition.3 

Case  3. — D.  O.,  a fifty-year-old  white  male,  had 
pain,  swelling,  and  tenderness  of  both  legs  for  three 
weeks  prior  to  admission.  He  had  had  varicose  veins 
for  thirteen  years. 
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Fig.  1.  ( Case  1)  There  are  continuous,  dilated 
loops  of  small  intestine  which  demonstrate  air-fluid 
levels.  There  is  no  air  in  the  large  bowel. 


The  physical  examination  at  this  time  revealed 
only  thrombophlebitis  of  the  varicose  veins  of  both 
legs.  The  patient  was  given  Dicumarol  as  well  as 
symptomatic  treatment. 

The  patient  suddenly  developed  midabdominal 
pain  two  days  after  admission.  This  pain  was  per- 
sistent, and  the  abdomen  gradually  became  dis- 
tended. The  patient  had  two  watery  stools  after 
the  onset  of  the  pain. 

The  physical  examination  at  this  time  showed  the 
abdomen  to  be  tense.  There  was  shifting  dullness 
and  flank  fullness.  There  was  severe  periumbilical 
tenderness  but  no  masses.  The  bowel  sounds  were 
heard  normally.  The  temperature  was  101  F., 
pulse  rate  100,  respiratory  rate  22,  white  blood  cell 
count  12,000  with  90  per  cent  polymorphonuclears, 
urinalysis  negative,  and  the  stools  were  guaiac  nega- 
tive. 

Scout  film  of  the  abdomen  revealed  continuous 
dilated  loops  of  small  bowel  which  exhibited  air-fluid 
levels  in  the  erect  film.  There  was  a small  amount  of 
air  in  the  rectum.  The  possibility  of  mesenteric 
thrombosis  was  suggested  because  of  the  previous 
experience. 

An  exploratory  laparotomy  was  performed.  One 
gallon  of  ascitic  fluid  was  removed.  The  small 
bowel  was  covered  with  fibrinous  exudate  and  had 
violaceous  hue.  It  appeared  viable.  There  was  also 
extensive  scarring  about  the  pyloric  area  of  the 
stomach,  as  well  a firm  mass  in  the  body  of  pancreas. 
The  latter  was  biopsied  but  revealed  only  pancreatic 
fibrosis. 


Fig.  2.  ( Case  1)  Erect  film  demonstrating  air- 

fluid  levels. 


The  final  opinion  was  that  this  episode  was  due  to 
mesenteric  thrombosis  without  infarction  of  bowel. 
The  postoperative  course  was  uneventful. 

This  case  showed  the  typical  x-ray  appearance  ] 
of  small  bowel  obstruction.  The  persistence  of 
bowel  sounds  in  this  case  may  be  due  to  the  vi-  i 
ability  of  the  gut.  This  may,  in  turn,  be  related 
to  the  Dicumarol  therapy  being  given  at  the  time  i 
of  thrombosis. 

Case  J+. — R.  D.,  a fifty-five-year-old  wThite  female, 
first  noted  right  lower  quadrant  pain  eight  days  prior 
to  admission.  This  was  accompanied  by  watery 
diarrhea  without  blood  or  mucus.  The  pain  shifted 
to  the  paraumbilical  region  three  days  prior  to  ad- 
mission. It  wTas  constant  and  did  not  radiate.  Her 
past  history  included  hypertensive  cardiovascular 
disease  for  two  years.  She  had  not  been  digitalized. 

The  physical  examination  showred  the  abdomen  to 
be  soft.  There  was  no  spasm  or  tenderness.  There 
were  no  masses.  Auscultation  of  the  abdomen  was 
not  done.  The  heart  showed  normal  sinus  rhythm 
without  obvious  enlargement.  There  was  a soft 
systolic  murmur  over  the  precordium.  On  admission 
the  pulse  rate  was  72,  temperature  99  F.,  v'hite  blood 
cell  count  11,000  with  90  per  cent  mature  poly- 
morphonuclears, 3 per  cent  bands,  and  7 per  cent 
lymphocytes,  urinalysis  negative,  and  the  stool  was 
strongly  guaiac  positive. 

The  patient  was  treated  conservatively  as  a case  of 
gastroenteritis.  Three  days  after  admission  the 
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Fig.  3.  (Case  4)  There  are  dilated  loops  of  small 
and  large  bowel  demonstrating  air-fluid  levels. 
There  is  no  air  in  the  rectum  or  sigmoid  colon. 


patient  complained  of  an  increasing  amount  of  pain. 
At  this  time  a pelvic  examination  revealed  a possible 
tender  mass  in  the  midline.  The  abdominal  findings 
were  otherwise  essentially  unchanged.  The  white 
blood  count  was  still  11,000,  but  the  differential  was 
now  48  per  cent  mature  polymorphonuclears  and  41 
per  cent  bands.  Therefore,  the  patient  was  ex- 
plored for  a possible  pelvic  abscess. 

Scout  film  prior  to  operation  showed  dilated  loops 
of  small  and  large  bowel  which  showed  air-fluid 
levels  (Fig.  3).  There  was  no  air  in  the  rectum  or 
sigmoid.  This  was  suggestive  of  a mechanical  ob- 
struction, but  the  lack  of  dilatation  of  the  cecum  in- 
dicated that  it  was  probably  an  atypical  adynamic 
ileus. 

Operation  revealed  a distended  violet  stomach, 
small  intestine,  and  colon.  The  vessels  throughout 
the  abdomen  were  pulseless  except  for  the  renal, 
aortic,  and  iliac  vessels.  The  celiac,  superior,  and  in- 
ferior mesenteric  arteries  and  veins  were  apparently 
occluded.  Only  the  rectosigmoid  was  of  normal 
color.  No  resection  was  attempted. 

The  patient  died  the  following  day. 

This  case  illustrates  how  the  level  of  dilated 
bowel  is  determined  by  the  extent  of  the  occlu- 
sion. Only  the  rectum  and  sigmoid  had  adequate 
vascular  supply.  The  rest  of  the  intestine  was 
outlined  in  the  scout  film  by  the  contained  gas. 


Case  5. — M.  W.,  a fifty-eight-year-old  white 
woman,  was  well  until  two  days  before  admission, 
when  she  gradually  developed  nausea  and  right 
upper  quadrant  pain.  This  pain  was  cramplike  in 
nature  and  severe  enough  to  “double  her  up.”  Her 
past  history  included  hypertensive  cardiovascular 
disease  for  which  she  had  been  treated  with  digitalis 
for  three  years.  She  had  a cholecystectomy  three 
years  and  a hysterectomy  eighteen  years  before  ad- 
mission. 

The  physical  examination  showed  the  abdomen  to 
have  marked  tenderness  in  the  epigastrium  and  right 
upper  quadrant.  There  was  no  rebound  tenderness. 
(There  was  no  note  of  bowel  sounds.)  The  heart 
was  slightly  enlarged  with  a systolic  murmur  at  the 
base.  There  was  regular  sinus  rhythm.  At  this 
time  the  white  blood  cell  count  was  29,000,  urinalysis 
negative,  and  the  electrocardiograph  was  equivocal. 

The  abdominal  signs  increased  over  the  next  few 
hours.  There  was  diffuse  tenderness  in  the  epigas- 
trium and  rebound  tenderness  and  slight  muscle 
spasm  throughout  the  abdomen. 

Scout  films  of  the  abdomen  at  this  time  showed  an 
entirely  normal  gas  pattern.  There  was  no  evidence 
of  air  in  the  small  bowel. 

The  abdomen  was  explored,  and  5 feet  of  jejunum 
were  found  to  be  nonviable.  This  extended  from  3 
inches  distal  to  the  ligament  of  Treitz.  The  mesen- 
teric artery  was  markedly  sclerotic  with  little  or  no 
pulsation.  In  addition,  there  were  patchy  areas  of 
dark,  distended  bowel  through  which  peristalsis 
passed.  The  apparently  nonviable  bowel  was  re- 
sected. 

The  patient  went  into  shock  eight  hours  post- 
operatively.  She  was  explored,  and  another  6 feet  of 
ileum  and  jejunum  were  found  to  be  nonviable.  This 
was  resected.  She  remained  in  shock  and  died. 

Pathologic  examination  of  the  resected  specimens 
showed  sclerosis  of  small  mesenteric  arteries  with 
marked  infarction  of  the  small  bowel.  Autopsy  re- 
vealed the  recent  resection  and  acute  hemorrhagic 
enteritis  of  the  remaining  bowel. 

This  case  showed  no  roentgen  findings  despite 
an  extensive  infarction.  This  was  found  ex- 
perimentally in  extensive  venous  thrombosis.3 
The  explanation  offered  was  that  the  gas  was 
displaced  by  the  extensive  intraluminal  hemor- 
rhage. The  same  factors  may  be  operative  here, 
although  the  cause  was  primarily  an  arterial 
occlusion. 

Comment 

Mesenteric  thrombosis  usually  gives  the  roent- 
gen appearance  of  mechanical  obstruction.  This 
is  characterized  by  continuous  loops  of  gas- 
distended  bowel  containing  air-fluid  levels. 
There  is  usually  little  or  no  air  distal  to  the  site  of 
involvement. 

The  apparent  level  of  obstruction,  as  revealed 
by  the  roentgenogram,  varies  with  the  extent  of 
vascular  impairment.  Thus  a case  with  infarc- 
tion only  of  small  bowel  will  present  the  appear- 
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ance  of  dilated  loops  of  small  bowel  (Cases  1,  2 
and  3).  If  the  entire  superior  mesenteric  artery 
is  involved,  there  will  be  distended  small  bowel, 
ascending  and  transverse  colons.  This  may  so 
simulate  mechanical  obstruction  at  this  level 
that  a negative  barium  enema  is  a startling  finding 
and  suggests  the  diagnosis.2,6  It  must  be  noted 
that  the  cecum  is  not  usually  as  markedly  dis- 
tended in  these  cases  as  it  is  in  mechanical  ob- 
struction. The  gas-distended  loops  will  extend 
beyond  the  transverse  colon  if  some  portion  of 
the  inferior  mesenteric  artery  is  involved  (Case  4). 

There  are  no  abnormal  roentgen  findings  in 
certain  very  extensive  cases  of  mesenteric  vas- 
cular occlusion.  The  explanation  for  this  is  not 
apparent.  It  may  be  related  to  extensive 
intraluminal  hemorrhage  (Case  5). 

The  early  disappearance  of  bowel  sounds  is 
another  factor  that  may  aid  in  diagnosis.  This 
has  been  shown  to  occur  experimentally  and 
clinically.3'6  It  was  a striking  finding  in  two  of 
our  cases.  This  is  not  a specific  finding,  however, 
as  is  illustrated  in  Cases  3 and  4.  In  addition, 
the  combination  of  dilated  loops  of  small  bowel 
in  association  with  absent  bowel  sounds  has  been 
found  in  cases  with  infarcted,  incarcerated  loops 
of  small  bowel.  An  occasional  case  of  appendici- 
tis and  cholecystitis  will  also  show  these  findings. 


Therefore,  the  demonstration  of  dilated,  con- 
tinuous loops  of  intestine  should  suggest  the 
possibility  of  mesenteric  thrombosis  when  cor- 
related with  the  clinical  findings. 


Summary 

1.  A group  of  cases  of  mesenteric  thrombosis 
with  adequate  roentgen  study  is  reviewed. 

2.  The  gas  pattern  is  usually  that  of  dilated 
continuous  loops  of  intestine. 

3.  Occasional  cases  with  extensive  infarction 
have  a normal  scout  film. 

4.  The  extent  of  the  dilated,  gas-filled  loops  is 
determined  by  the  extent  of  the  thrombosis. 

39  East  65th  Street 
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APPEAL  FOR  MORE  EYES 

Eyes  are  urgently  needed  by  The  Eye-Bank  for 
Sight  Restoration,  Inc.  Since  its  establishment  in 
1945,  there  has  been  an  increased  demand  for  eyes 
for  the  corneal  transplant  operation.  At  first  it  was 
thought  that  possibly  50  eyes  a year  might  fill  the 
need  in  a city  the  size  of  New  York,  but  since  its 
creation  the  Eye-Bank  has  taken  on  a national  char- 
acter, and  not  only  does  it  supply  eyes  to  the  city  of 
New  York  and  its  surrounding  towns,  but  it  supplies 
most  of  the  eyes  to  doctors  who  perform  the  corneal 
transplant  operation  throughout  the  country. 

More  and  more  doctors  are  being  trained  each  year 
in  the  technic  of  performing  this  operation.  Fur- 
ther, due  to  advances  which  have  been  made  along 
technical  lines,  it  has  been  found  that  there  are 
many  more  cases  which  can  be  operated  upon  than 
was  at  first  supposed. 

It  is  hoped  that  doctors  will  report  the  deaths  of 
those  who  have  expressed  the  wish  that  their  eyes 


be  donated  to  the  Eye-Bank,  and  also  that  doctors 
attending  patients  who  die  in  hospitals  will  find  it 
possible  to  obtain  the  consent  of  the  next-of-kin  to 
have  the  eyes  sent  to  the  Eye-Bank.  When  a doc- 
tor gets  this  consent  in  a hospital,  if  he  will  tele- 
phone the  Eye-Bank  (Templeton  8-9200)  at  our  ex- 
pense, we  would  direct  him  as  to  the  procedure  of 
packing  the  eyes  and  would  make  all  the  arrange- 
ments to  bring  them  in. 

It  is  also  hoped  that  doctors  who  are  enucleating 
eyes,  where  the  cornea  is  in  good  condition,  will  re- 
port in  advance  to  the  Eye-Bank  that  they  are  going 
to  enucleate,  so  that  we  can  direct  them  as  to  how 
these  eyes  can  be  brought  in  to  the  Eye-Bank.  I 

If  we  can  obtain  this  help,  we  are  sure  that  the  de- 
mand, which  is  greater  than  the  present  supply,  will 
be  covered. 

— The  Eye-Bank  for  Sight  Restoration,  Inc.,  210 
East  64th  Street,  New  York  21,  New  York 


TREATMENT  OF  NEUROLOGIC  AND  PSYCHIATRIC  DISORDERS 
SECONDARY  TO  ARTERIOSCLEROSIS:  A PRELIMINARY  REPORT 

Thomas  E.  Bamford,  Jr.,  M.D.,  New  York  City 
( From  the  Lenox  Hill  Hospital) 


RECENTLY,  interest  has  been  aroused  in  the 
somatic  aspects  of  neurologic  and  psy- 
chiatric disturbances.1-3  Realization  of  the 
presence  of  organic,  biochemical,  and  metabolic 
changes  in  the  central  nervous  system  allows  one 
to  think  in  terms  of  specific  therapy. 

Danziger  and  Kind  wall  treated  19  psychotic 
and  psychoneurotic  patients  with  prolonged 
thyroid  therapy,  reporting  recovery  in  all  but 
two  of  the  psychoneurotic  patients.4  The  re- 
cent application  of  thyroid,  vitamin  B complex, 
and  lipotropic  substances  for  the  therapy  of 
atherosclerosis  suggests  its  efficacy  for  cerebral 
arteriosclerosis  and  other  disturbances  associated 
with  defective  oxygen  assimilation  and  usage.6-13 

It  is  obvious  that  any  therapy  which  increases 
oxygenation  of  the  brain  either  by  dilating  blood 
vessels  or  by  accelerating  metabolism  will  have  a 
beneficial  effect.  For  this  reason,  lipotropic  and 
oxytropic  therapy  was  applied  in  diverse  neuro- 
logic and  psychiatric  disorders.  The  beneficial 
results  as  indicated  in  the  cases  described  below 
suggest  very  vividly  the  value  of  this  thera- 
peutic approach  to  neurologic  and  psychiatric 
disorders. 

Method  of  Medication 

From  the  composition  of  the  tablets,  it  can  be 
seen  that  lipotropin  can  be  increased  only  by 
number  of  tablets.  These  are  hydroscopic  and 
must  be  kept  dry.  Each  case  is  begun  by  pre- 
scribing 2 lipotropin  per  meal  for  two  weeks  and 
after  that  increasing  to  4 lipotropin  tablets  per 
meal.  More  may  be  safely  used,  if  necessary,  if 
severe  arteriosclerosis  is  present.  Oxytropin 
tablets  are  taken  at  the  rate  of  one  per  meal. 
They  contain  varying  strengths  of  thyroid  ex- 
tract. It  is  usual  to  begin  with  6 mg.  for  one 
week  and  increase  the  dosage  every  week.  The 
maximum  thyroid  is  approximate  for  various 
ages.  At  age  sixty,  15  mg.  of  thyroid  is  top 
dosage,  but  clinical  findings  and  judgment  are 
the  best  means  of  regulating  dosages.  At  thirty 
to  forty  years,  45  mg.  can  be  safely  taken  if  no 
heart  pathology  is  present. 

All  patients  start  with  small  doses  and  progress 
to  a dose  suitable  to  produce  subjective  improve- 
ment with  consideration  of  actual  and  medical 
age.  It  is  best  to  prescribe  weekly,  for  occa- 
sionally patients  will  take  all  doses  at  once,  if 
more  than  one  prescription  is  given  at  one  time. 
No  patient  seems  to  notice  any  pressure  or  excite- 


ment symptoms,  as  often  happens  with  thyroid 
alone. 

Case  Reports 

Case  1. — J.  F.  was  a sixty-one-year-old  merchant 
looking  younger  than  his  stated  age.  He  had  com- 
plained of  cramps  in  his  legs  and  spine  off  and 
on  for  about  twenty-one  years.  He  had  been  ex- 
amined carefully  and  treated  during  this  period  with- 
out special  benefit.  Five  years  ago,  he  began  to 
complain  of  shocklike  pains  from  his  spine  to  his 
hands.  No  detectable  pathology  was  found  except 
that  fibrosis  was  present  in  some  of  the  muscles  at- 
tached to  the  scapulae.  He  weighed  155  pounds,  and 
his  pulse  was  76.  His  blood  pressure  was  165/85, 
and  the  electrocardiogram  was  negative.  His 
cholesterol  was  293  mg.,  and  phospholipid  was  266 
mg.  He  was  started  on  oxytropin  and  lipotropin.* 
One  month  later,  he  stated  he  was  very  much  re- 
lieved. After  two  months,  his  cholesterol  was  322 
mg.,  and  phospholipid  was  225  mg.  Fatigue  and 
pain  were  less  distressing  at  this  time.  Physio- 
therapy and  metabolic  treatment  dissipated  the 
fibromyocitis. 

This  case  is  characteristic  of  a too-frequent  error 
in  calling  a patient  neurotic  who  was  without  neu- 
rotic symptoms  in  his  early  life.  When  he  began  to 
complain,  it  seemed  likely  that  his  metabolic  func- 
tions were  failing  already.  The  variations  of  choles- 
terol and  phospholipid  ratio  are  characteristic  of  the 
first  three  or  four  months  of  treatment.  After  that, 
the  ratio  usually  becomes  steady  at  cholesterol  1 
and  phospholipid  1.1. 

Case  2. — C.  S.,  a sixty-two-year-old  housewife, 
had  developed  a mild  depression  at  the  age  of  sixty- 
one.  Six  electroshock  treatments  were  given  at 
that  time  without  help.  In  October,  1949,  she  was 
given  five  more  electroshock  treatments  without 
relief.  In  April,  1950,  she  was  seen  for  the  first 
time,  still  complaining  of  depression.  Physical 
examination  was  negative  except  for  sclerosis  of  the 
retinal  vessels.  She  was  then  placed  on  metabolic 
therapy  with  the  same  drugs.  By  November,  1950, 
she  appeared  cheerful,  did  her  own  housework,  said 
she  felt  fine  and  had  no  physical  complaints. 

Case  3. — K.  E.,  a forty-six-year-old  housewife,  had 
never  been  ill  except  for  a hysterectomy  at  the  age 
of  thirty-eight.  She  had  felt  tired  and  irritable  for 
months.  When  first  seen  in  June,  1948,  blood  pres- 
sure was  120/80  and  pulse  85.  Retinal  vessels  were 
tortuous  and  silvery,  and  reflexes  were  equal.  Slight 
finger  to  nose  ataxia  was  present.  There  was  fre- 

* Lipotropin  contains  422  mg.  of  choline  dihydrogen  ci- 
trate, 134  mg.  of  inositol,  and  2 mg.  of  pyridoxin  hydro- 
chloride. Oxytropin  contains  thiamin  chloride  20  mg.,  ribo- 
flavin 10  mg.,  niacinamide  120  mg.,  100  mg.  ascorbic  acid, 
and  thyroid  extraot  in  amounts  varying  from  6 to  60  mg. 


2913 


2914 


THOMAS  E.  BAMFORD,  JR. 


[N.  Y.  State  J.  M. 


quent  repetition  of  her  remarks  with  some  anomia. 
She  was  quite  cheerful  during  the  history-taking. 
Two  months  later,  she  developed  a delirious  reac- 
tion with  a left  facial  weakness.  Electroencephalo- 
gram showed  a general  disorganization  of  pattern. 
Pneumoencephalogram  showed  atrophy  of  the  fron- 
tal lobes. 

She  was  then  begun  on  inositol,  5 Gm.  daily,  with 
0.012  Gm.  of  thyroid  after  a cholesterol  of  446  mg. 
and  phospholipid  of  379  mg.  were  reported.  One 
month  later,  she  was  placed  on  oxytropin  and  lipo- 
tropin  and  had  prompt  relief  of  headaches.  Her 
memory  defect  was  objectively  and  subjectively 
improved  together  with  improved  emotional  sta- 
bility. This  was  shown  by  her  ability  now  to  dis- 
cuss with  her  dominating  husband  her  point  of  view 
and  to  be  relatively  unmoved  by  his  neurotic  forcing 
type  of  behavior.  She  fainted  twice  before  medi- 
cation was  begun  and  once  soon  after.  The  dosage 
was  thereafter  increased  on  the  presumption  that 
these  attacks  were  due  to  early  arteriosclerosis 
which  may  occur  at  any  age  as  a result  of  hyper- 
cholesterolemia. Thei'e  has  been  no  recurrence  of 
attacks  of  fainting. 

Case  4- — E.  W.,  a sixty-two-year-old  single  woman, 
was  brought  in  by  her  sister  who  complained  the 
patient  slept  constantly  and  had  no  recollection  of 
recent  events.  These  symptoms  had  been  increas- 
ing over  the  past  two  years  but  were  much  worse 
in  the  past  month.  Seen  in  October,  1950,  she  was 
forgetful,  anxious,  and  tearful.  She  could  not  read 
with  recollection  or  comprehension.  She  had  anomia 
for  all  common  objects. 

Examination  revealed  a blood  pressure  of  125/80 
and  pulse  82.  There  was  a marked  dorsal  kyphosis 
secondary  to  Paget’s  disease  and  a stiffened  left  knee 
due  to  operative  procedure  in  the  early  summer  of 
1950.  Her  reflexes  were  hyperactive  and  equal  with 
a slight  ptosis  of  the  left  eyelid  and  a subjective 
numbness  of  the  right  heel.  She  was  immediately 
started  on  oxytropin  and  lipotropin,  and  in  two 
weeks  she  began  to  have  a few  recollections.  To 
check  on  her  recent  memory,  when  questioned  by 
her  sister,  who  had  visited  her  the  previous  day,  she 
responded  correctly.  However,  as  she  became  aware 
of  her  gross  defects  in  memory,  she  felt  a need  to 
deny  them.  This  made  her  quarrelsome  and  argu- 
mentative with  the  family. 

In  November,  1950,  she  recalled  my  name  when  in 
her  home  alone  and  telephoned  me  to  say  she  felt 
better.  In  December,  1950,  she  was  given  seven 
doses  of  cortisone  which  seemed  to  produce  further 
temporary  improvement.  In  January,  1951,  she 
still  called  up  to  tell  about  something  she  had  done 
or  to  ask  questions.  She  occasionally  had  some 
anomia,  but  if  told  to  take  her  time,  she  gave  cor- 
rect answers. 

Case  5. — M.  H.,  a sixty-two-year-old  housewife, 
was  seen  at  Lenox  Hill  Hospital  Neurological  Clinic 
in  September,  1950.  Her  chief  complaints  were 
forgetfulness,  fatigue,  and  shaking.  Examination 
showed  her  blood  pressure  to  be  120/80,  and  pulse 
76.  She  had  arteriosclerotic  fundi.  The  peripheral 
vessels  were  thickened.  There  was  a side  head 


tremor.  Hyperactive  equal  reflexes  were  present 
without  Babinski  or  Hoffman.  Tremor  was  present 
without  dysmetria  on  finger  to  nose  test.  At  the  on- 
set, she  was  started  on  the  same  metabolic  therapy, 
and  one  month  later,  the  patient  reported  again 
with  her  daughter  who  remarked  how  much  less 
nervous  the  patient  was  and  that  the  family  had 
noticed  both  speech  and  recollection  were  prac- 
tically normal  and  the  patient’s  head  turned  less. 
This  was  observed  objectively. 

In  November,  1950,  she  was  better  and  came  in 
fifty  miles  from  her  home  alone.  She  still  had  hyper- 
reflexia.  Her  blood  pressure  was  120/80,  and  pulse 
was  74.  In  January,  1951,  there  was  no  head 
tremor  observable.  There  was  a palpable  but  not 
observable  tremor  of  the  upper  extremities.  She 
comes  in  alone  now  and  feels  very  pleased  with  her 
improvement. 

Case  6.— A.  E.,  a sixty-one-year-old  housewife, 
was  first  seen  in  June,  1950.  During  examination, 
she  had  a generalized  convulsion.  Her  blood  pres- 
sure was  found  to  be  178/100  and  pulse  90.  Her 
blood  count  was  within  normal  limits.  X-rays  of 
the  cervical  spine  showed  some  ligamentous  calci- 
fication. X-rays  of  the  sinuses  and  chest  were  neg- 
ative. She  was  begun  on  oxytropin  and  lipotropin, 
and  three  months  later  her  blood  pressure  was  154/ 
90.  She  no  longer  complained  of  fatigue,  irritability, 
or  depression,  which  were  the  chief  complaints  at 
the  first  visit  but  which  were  overshadowed  by  the 
grand  mal  attack.  Since  then,  there  has  been  no 
recurrence  of  convulsions. 

Case  7. — J.  B.,  a fifty-two-year-old  businessman, 
without  any  family  or  personal  history  of  convul- 
sions, began  to  have  clinically  characteristic  grand 
mal  attacks  at  the  age  of  forty-eight.  These  were 
not  controlled  by  the  usual  anticonvulsants,  and  he 
was  found  to  be  allergic  to  phenobarbital.  Electro- 
encephalogram showed  a basic  rate  of  8.5  per  second 
without  focal  signs,  poorly  sustained  alpha  rhythm, 
an  amplitude  of  20  to  25  microvolts,  and  no  char- 
acteristic wave  of  epilepsy.  X-ray  of  the  skull  was 
negative.  He  has  been  on  oxytropin  and  lipotropin 
for  ten  months  without  a convulsion,  but  he  does 
have  an  aura  occasionally. 

Case  8. — A.  R.,  a sixty-four-year-old  housewife, 
worked  as  an  accountant  until  two  years  prior  to 
examination  when  she  began  to  have  increasing 
anomia,  nervousness,  irritability,  poor  memory,  and 
fatigue.  She  was  also  afraid  to  be  alone  and  had 
a definite  apraxia.  She  was  examined  in  April, 
1950,  at  a well-known  hospital  for  nervous  diseases 
and  told  her  condition  was  due  to  arteriosclerosis 
and  there  was  nothing  that  could  be  done.  In  June, 

1950,  basic  metabolic  therapy  was  commenced.  In 
September,  1950,  she  had  improved  enough  to  be 
able  to  count  out  and  take  her  medication  without 
help.  In  December,  1950,  she  had  increased 
strength,  memory,  disposition,  and  no  ataxia.  She 
helped  at  home  and  said  she  was  less  easily  tired, 
and  the  family  felt  she  acted  that  way.  In  January, 

1951,  the  family  estimated  her  disposition  as  im- 
proved 70  per  cent,  naming  of  objects  promptly  50 
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per  cent,  and  increased  speed  in  forming  sentences 
30  per  cent. 

Case  9. — A.  B.,  a sixty-two-year-old  real  estate 
operator,  had  suffered  from  amnesia  for  three  years. 
During  this  period,  his  recent  memory  was  so  de- 
fective he  was  unable  to  recall  the  doctor’s  name 
until  the  sixth  month  of  treatment  with  oxytropin 
and  lipotropin  which  ended  May,  1950.  He  con- 
tinued this  medication  as  a preventive  measure  and 
since  then  has  had  good  contact,  attention,  and  rec- 
ollection. His  sense  of  smell  has  never  returned; 
otherwise  his  health  is  good  with  a blood  pressure  of 
150/85.  In  March,  1951,  he  was  able  to  discuss 
the  previous  day’s  news  with  good  recollection,  and 
except  for  some  residual  amnesia  for  the  period  when 
he  had  impairment  of  recent  memory,  his  improve- 
ment was  extraordinary.  He  now  takes  care  of  his 
wife  who  also  suffers  from  arteriosclerosis. 

Case  10. — P.  S.,  a sixty-six-year-old  married  busi- 
nessman, began  to  suffer  from  parkinsonism  second- 
ary to  arteriosclerosis  in  1947.  In  1949,  he  de- 
veloped dizzy  spells.  He  was  first  seen  in  Novem- 
ber, 1950,  at  which  time  examination  revealed  him 
to  weigh  166  pounds.  His  blood  pressure  was  110/ 
70  and  pulse  90.  He  had  a left  Hoffman  reflex. 
He  showed  a parkinsonian  type  of  tremor  in  both 
upper  extremities,  more  on  the  left  than  the  right. 
His  reflexes  were  otherwise  equal  and  normal.  He 
had  arteriosclerotic  vessels  in  the  fundi.  He  went 
to  his  business  daily  and  did  not  complain  of  mem- 
ory defect.  Metabolic  therapy  directed  towards 
better  oxygenation  was  started  in  November,  1950, 
and  he  began  to  improve.  In  February,  1951,  his 
tremor  was  negligible;  it  was  palpable  but  not  ob- 
servable. His  wife  said  he  was  less  irritable  and  for- 
getful. He  now  is  willing  to  go  out  evenings  and 
visit  friends. 

Case  11. — F.  G.,  a fifty-six-year-old  married  ma- 
chinist, was  known  to  have  had  high  blood  pres- 
sure before  suffering  an  accident  in  May,  1950.  At 
that  time  he  sustained  a concussion,  and  his  blood 
pressure  was  220/110.  Examined  in  June,  1950, 
he  weighed  190  pounds,  and  his  blood  pressure  was 
190/120.  His  right  pupil  was  irregular,  and  bi- 
lateral incipient  cataracts  were  noted.  The  fundal 
vessels  were  arteriosclerotic.  Nystagmus  was  pres- 
ent bilaterally.  In  October,  1950,  he  was  started 
on  oxytropin  and  lipotropin  therapy.  His  blood 
pressure  was  then  180/120.  In  November,  1950, 
his  blood  pressure  was  145/100,  pulse  80,  and  in  Jan- 
uary, 1951,  the  reading  was  138/95  and  pulse  74. 
In  February,  his  blood  pressure  was  160/100.  At 
this  time,  he  was  upset  because  the  company  re- 
fused to  put  him  back  to  work.  Since  then,  an- 
other reading  was  145/100.  From  the  first  of 
March,  he  began  to  do  light  work. 

This  case  showed  marked  relief  of  symptoms 
secondary  to  arteriosclerosis,  and  his  hypertension 
was  lessened  in  three  months.  If  similar  results 
can  be  obtained  in  other  such  cases,  it  may  point 
the  way  to  early  return  to  work  of  many  honest 
workmen  disabled  by  arteriosclerosis. 

Case  12. — E.  D.,  a fifty-eight-year-old  widow, 
seen  first  in  December,  1950,  complained  of  forget- 


fulness, repetition  of  words  or  sentences,  and  fa- 
tigue. She  was  unable  to  name  any  common  object 
but  was  not  apraxic.  Her  physician  brother  said  she 
began  with  a parkinsonian  tremor  several  years 
previously.  Examination  showed  her  blood  pres- 
sure to  be  140/80  and  pulse  72.  She  had  cogwheel 
rigidity  in  both  arms.  Her  deep  reflexes  were  hyper- 
active with  no  abnormal  reflexes.  Her  fundal  vessels 
were  arteriosclerotic.  Coordination  was  normal 
except  for  the  tremor.  Oxytropin  and  lipotropin 
therapy  was  started  immediately. 

One  month  later,  she  stated  she  was  very  much 
improved.  She  recalled  how  she  was  often  at  a loss 
for  words  but  said  that  she  had  very  little  difficulty 
at  present.  At  this  time,  her  blood  pressure  was 
135/78  and  pulse  82.  When  seen  in  February,  1951, 
there  was  no  longer  a complaint  of  fatigue.  Her 
blood  pressure  reading  was  120/75  and  pulse  85. 
No  tremor  was  seen,  but  it  could  be  palpated  with 
posture  holding  efforts.  She  had  been  taking  medi- 
cation for  her  stiffness  for  one  year  previous  to  my 
examination  without  any  evident  improvement,  so 
I regard  her  improvement  as  due  to  oxytropin  and 
lipotropin  therapy. 

Case  IS. — H.  B.,  a fifty-eight-year-old  housewife, 
had  been  a neurotic  perfectionist  all  her  life.  In 
1949,  she  became  paranoid  against  “they”  who  were 
doing  strange  things.  Another  physician  admin- 
istered electroshock  treatments  without  result. 
Treatment  with  oxytropin  and  lipotropin  made  her 
less  anxious,  but  aside  from  being  more  cooper- 
ative, she  is  making  only  gradual  improvement. 
However,  this  is  only  the  sixth  month  under  this 
therapy. 

Case  14 . — H.  J.,  a thirty-six-year-old  housewife, 
developed  paresthesia  of  the  limbs  with  weakness 
following  a virus  infection  in  December,  1949.  At 
that  time,  both  eardrums  ruptured,  resulting  in 
tinnitus  and  vertigo.  Pins  and  needles  sensations 
developed  in  the  right  hand  immediately.  Six 
weeks  later,  the  left  thumb  and  index  fingers  be- 
came weak  and  dulled  to  pinprick.  One  month 
later,  she  developed  “a  novocaine  feeling”  in  her 
tongue.  Examination  in  September,  1950,  showed 
her  pulse  was  82  and  blood  pressure  105/60. 
There  was  no  definite  objective  sensory  finding. 
She  complained  of  pins  and  needles  sensation,  es- 
pecially in  the  left  third,  fourth,  and  fifth  fingers, 
which  occasionally  cramped,  causing  her  to  wake 
at  night  with  a numb  sensation  which  was  painful. 
She  was  begun  on  oxytropin  and  liptropin,  and  in 
December,  1950,  she  was  better  in  all  respects,  had 
more  energy,  and  only  rarely  suffered  from  numb- 
ness at  night. 

Case  15. — F.  W.  was  a forty-year-old  housewife 
suffering  from  a compulsive  character  disorder. 
For  over  five  years  she  had  complained  of  head- 
aches and  weakness.  She  was  not  amenable  to 
psychotherapeutic  treatment  for  her  neurosis. 
Before  treatment  was  begun  in  August,  1949,  she 
collapsed  at  a funeral  and  had  a typical  anxiety  at- 
tack with  fear  of  death.  She  was  given  seven  elec- 
troshock treatments  without  relief.  When  exam- 
ined in  June,  1950,  she  weighed  118  pounds.  Her 
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blood  pressure  was  120/80  and  pulse  84.  Electro- 
cardiogram and  x-rays  of  the  sinuses,  skull,  and  cer- 
vical spine  were  negative.  At  this  time,  she  was 
started  on  oxytropin  and  lipotropin.  She  has 
continuously  improved,  and  at  present,  March,  1951, 
she  has  no  physical  complaints  and  can  discuss 
her  neurosis  without  anxiety. 

Comment 

A method  is  presented  here  for  treating  funda- 
mentally the  neurologic  and  psychiatric  mani- 
festations of  early  cerebral  atheromatosis.  This 
consists  of  giving  oxytropic  and  lipotropic  B 
factors  and  thyroid.  These  cases  include  or- 
ganic changes  definitely  secondary  to  arterio- 
sclerosis and  cases  of  beginning  arteriosclerosis 
frequently  mistaken  for  neurotic  behavior. 
Convulsions  developing  after  forty  years  of  age 
not  due  to  other  cause  can  frequently  be  con- 
trolled with  vitamins  and  thyroid.  Electroshock 
treatments  do  not  benefit  some  of  these  arterio- 
sclerotic patients  and  may  be  avoided  by  oxy- 
tropin and  lipotropin.  Some  cases  of  hyper- 
tension are  promptly  reduced. 

At  present,  arteriosclerosis  must  be  identified 
by  clinical  examination  and  history.  Currently, 
it  can  best  be  identified  by  use  of  the  ultracentri- 
fuge and  nearly  as  well  by  high  blood  cholesterol 
and  by  abnormal  ratios  of  cholesterol  to  phos- 
pholipid. 


It  is  the  writer’s  observation  that  treatment 
as  described  can  be  used  as  a therapeutic  test  if 
both  chemical  and  physical  tests  are  not  avail- 
able. Oxytropin  and  lipotropin,  the  multiple 
vitamin  factors  suggested  in  this  approach,  have 
been  administered  since  1945  in  all  types  of 
atherosclerotic  conditions.  It  seems  that  the  con- 
stant use  of  these  therapeutic  agents  offers  a 
successful  method  of  evaluating  therapeutic  re- 
sults in  all  types  of  seemingly  intractable  arterio- 
sclerotic conditions. 

This  is  a preliminary  report,  and  the  results 
obtained  justify  further  use  and  study  of  this 
method  in  a larger  group  of  cases. 
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NEW  BLOOD  TEST  REPORTED 

A new  blood  test  which  may  serve  to  distinguish 
the  psychotic  from  the  nonpsychotic  was  described 
recently.  The  report  was  presented  by  Drs.  Arthur, 
Mortimer,  and  Raymond  Sackler,  who  developed  the 
test  in  their  work  at  the  Creedmoore  Institute  of 
Psychobiologic  Studies.  Collaborating  in  the  study 
were  Dr.  Co  Tui,  Dr.  Felix  Marti-Ibanez,  and  M. 
B.  Mittleman,  biometrician. 

Utilizing  a machine  now  used  in  Industry  to  meas- 
ure viscosity  of  such  products  as  oil  and  plastics, 
the  test  measures  physical  changes  in  blood  during 
clotting.  The  machine  was  invented  by  two  phys- 
icists who  are  consultants  to  the  institute,  Stanley 
Rich  and  Wilfred  Roth.  Adaptation  of  the  machine 
is  the  result  of  a three-year  search  fora  test  to  meas- 
ure precisely  differences  in  the  clotting  process  that 
had  been  observed  clinically  between  the  blood  of 
psychotic  and  nonpsychotic  individuals. 

According  to  Dr.  Newton  Bigelow,  State  Commis- 
sioner of  Mental  Hygiene,  the  test  offers  many  pos- 
sibilities. It  uses  physical  and  mathematical  princi- 
ples to  discriminate  with  a high  degree  of  statistical 
accuracy  between  the  blood  of  psychotic  and  non- 
psychotic subjects.  We  must  proceed  with  caution, 
however.  Considerable  additional  research  is  needed 
before  we  can  be  sure  of  all  its  implications. 


The  method  was  also  said  to  differentiate  between 
untreated  patients  and  patients  who  have  received 
within  a period  of  two  weeks  such  therapies  as 
histamine,  sex  steroids,  and  thyroid. 

The  test  is  a relatively  simple  procedure  and  is 
scored  mathematically  from  a graph.  A blood 
specimen  is  taken  from  the  subject  and  placed  in  a 
tube.  A small  metal  instrument  transmitting  ultra- 
sound (sound  waves  beyond  the  range  of  human 
hearing)  is  placed  in  the  blood,  which  absorbs  the 
ultrasonic  energy  given  off.  Changes  that  occur  in 
the  blood  as  it  clots  are  electronically  measured  by 
the  machine,  to  which  the  instrument  is  attached. 
This  is  a continuous  process  which  the  machine  re- 
cords graphically  by  an  electronic  device.  The  re- 
sultant curve  has  been  termed  by  the  authors  a 
hematoso no  graph. 

Experiments  conducted  at  the  institute  involved 
73  subjects  (46  patients,  mainly  hospitalized  and 
nonhospitalized  schizophrenics,  and  27  nonpsychotic 
controls).  Mathematical  analysis  of  the  physical 
data  obtained  from  blood  samples  identified  psy- 
choses with  a level  of  accuracy  exceeding  83  per  cent. 
Further  differentiation  between  treated  and  un- 
treated psychotic  patients  was  also  said  to  be  at- 
tained with  ah  accuracy  of  more  than  80  per  cent. 
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"pOR  the  past  three  years  23  per  cent  of  the  dues 

income  of  the  State  Society  has  been  allocated  to 
public  relations.  The  year  before  that  8 per  cent 
was  so  allocated.  Suddenly  we  trebled  the  amount 
of  money  expended  for  improvement  of  our  position 
in  society.  Whether  the  consumer’s  attitude  to- 
ward the  profession  has  changed  as  much  as  the  pro- 
fession’s attitude  toward  the  consumer  is  at  least 
open  to  question.  The  reimpression  made  upon  the 
profession  that  ours  is  a humanitarian  project,  that 
the  fundamental  purpose  of  the  whole  health  in- 
dustry is  to  improve  the  health  and  welfare  of  our 
people  has  been  profoundly  salutary.  It  is  of  medi- 
cine’s social  position  that  I shall  speak  tonight. 

The  farmer  takes  advantage  of  the  quieter  periods 
in  crop  raising  to  mend  his  fences.  Medicine,  dur- 
ing the  present  quiet  period  in  its  combat  against 
those  social  and  political  forces  which  seek  to  derive 
profit  from  its  work,  must  and  is  giving  attention  to 
mending  its  fences.  This  involves  two  activities, 
one  of  which  we  carry  out  pretty  much  ourselves,  the 
other  of  which  we  accomplish  largely  through  the 
offices  of  men  and  women  trained  in  the  field  of  dis- 
tributionof  information,  mass  education,  propaganda, 
and  advertising.  There  is  no  one  word  which  satis- 
factorily covers  the  activities  of  public  relations 
people. 

The  holes  in  our  fences  are  not,  by  any  means,  all 
caused  by  external  destructive  forces.  The  recent 
brush  with  external  forces  revealed  that  the  profes- 
sion needs  a lot  of  internal  adjustment.  Public 
relations  experts  grasped  that  idea  quickly  and  are 
thinking  less  of  persuading  the  public  of  the  impor- 
tance of  an  independent  profession  and  more  of  per- 
suading the  profession  concerning  needed  adjust- 
ments to  social  demands  in  order  to  retain  independ- 
ence. 

There  is  a break  in  the  fence  of  which  we  are  more 
or  less  conscious  but  not  all  laboring  to  mend.  I 
refer  to  what  appears  to  be  a very  stubborn  defen- 
sive activity  on  the  part  of  our  own  bureaucrats 
against  any  and  all  of  the  newer  concepts  of  govern- 
mental support  of  the  health  industry,  even  those 
phases  which  enjoy  no  element  of  self-support,  such 
as  medical  education  and  expanding  activities  of 
public  health  services.  These  concepts  upon  the 
part  of  those  engaged  professionally  in  government 
are  not  feudalistic,  paternalistic,  or  of  partisan  polit- 
ical import.  They  are  not  socialism  but  sensible 
humanitarianism.  They  represent  public  policy  as 
developed  through  social  action.  They  are  sound 
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in  theory,  vigorous  in  movement,  charged  with  vital 
emotionalism,  and  not  to  be  stopped  by  any  limited 
outlook  lobby.  It  certainly  behooves  us  to  dis- 
tinguish in  our  minds  humanitarianism  from  the 
bugaboo  of  socialism  that  we  not  be  propagandized 
into  a position  of  interfering  with  social  progress 
along  beneficial  paths  in  our  zeal  to  block  social 
change  along  detrimental  economic  and  political 
lines. 

Although  medicine  has  but  few  enemies,  it  has  to 
contend  with  people  who  want  to  control  its  eco- 
nomics, who  would  control  and  sell  its  services  for 
profit.  This  profit  is  conceived  in  several  forms, 
most  of  which  can  be  falsely  but  plausibly  expressed 
as  beneficial  to  mankind.  First,  as  expressed  by 
one  type  of  elected  politician,  posing  as  the  great 
benefactor  of  mankind,  particularly  the  hard-work- 
ing part  of  mankind  which  could  always  use  a little 
larger  bank  balance,  i.e.,  almost  everybody.  His 
concept  of  the  profits  to  be  derived  from  govern- 
mental ownership  of  medical  service  is  the  patron- 
age and  hence  votes  involved  in  the  lay  control  of 
that  service.  But  what  he  talks  about  is  bringing 
down  the  enormous  and  unwarranted  costs  of  medi- 
cal care  to  the  individual. 

Next,  the  appointed  politician,  the  bureaucrat. 
His  concept  of  the  profit  to  be  derived  from  govern- 
mental control  of  medical  care  is  security  in  a life- 
time job  which  is  comparatively  free  from  pressure 
but  which  is  adequately  interesting  and  elevating  to 
give  him  a satisfaction  that  he  is  a real  part  in  a very 
worth-while  movement.  The  politician  bureaucrat 
is  also  interested  in  the  power  inherent  in  control  of 
vast  sums  of  money  being  funneled  from  the  people 
into  the  government  treasury  to  be  distributed  again 
by  him.  But  what  he  talks  about  is  that  while  the 
physician  is  an  able  man  scientifically,  i.e.,  that 
while  he  is  a fine  product  for  sale  to  the  public,  he  is 
entirely  out  of  his  element  when  it  comes  to  dictating 
the  terms  of  his  employment  and  to  understanding 
the  social  and  political  needs  of  the  people.  He  says 
that  in  matters  outside  science  and  the  art  of  prac- 
tice, the  doctor  desperately  needs  the  benevolent 
and  trustworthy,  highly  skilled  government  career 
man  to  make  medical  service  efficient  and  available 
at  reasonable  cost  to  the  consumer. 

Quite  a number  of  “Very  Important  People,” 
whose  hearts  are  in  the  right  place  in  that  they  yearn 
for  the  best  possible  health  conditions  for  everybody, 
either  are  grouped  together  or  have  permitted  their 
names  to  be  grouped  together  as  The  Committee  for 
the  Nation’s  Health.  Although  most  of  these 
people  have  denied  allegiance  to  organized  socialism 
or  communism,  their  published  concept  of  health 
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care  comes  as  close  to  Marxism  and  Leninism  as  any 
idea  openly  propagated  in  this  country. 

There  are  plenty  of  sociologists  who  are  as  honestly 
trying,  by  application  of  scientific  methods,  to  ar- 
rive at  the  truth  in  their  field  of  social  sciences  as  we 
are  to  get  more  and  more  insight  into  natural  science. 
They  are  far  more  apt  to  be  democratic  than  com- 
munistic, but  one  does  have  to  be  alert  to  the  fact 
that  there  are  communists  masking  their  'political 
position  behind  a sociologic  front.  There  are  also 
frustrated  individuals  caught  in  the  intellectual 
phase  of  sociology  who  are  trying  to  rationalize  their 
unsatisfactory  position  by  projecting  it  to  the  rest 
of  humanity.  These  are  vulnerable  to  the  intellec- 
tual enticements  of  communism. 

Some  social  planners  want  maximum  control  of 
life  by  government,  because  as  soon  as  government 
controls  the  people  and  their  lives  they,  the  plan- 
ners, can  so  easily  step  into  profit  by  that  control. 
Then  they  can  run  the  government  which  runs  the 
people.  Such  a government  can  make  of  nongovern- 
ment workers  mere  slaves  of  the  government 
workers.  The  winnowing  breeze  of  individual  free- 
dom must  constantly  blow  to  eliminate  the  clogging 
chaff  of  statism. 

Many  people  look  upon  the  high  cost  of  profes- 
sional services  as  due  to  the  doctor’s  economic  sys- 
tem. They  think  the  doctor  does  not  know  how  to 
run  an  economic  system  to  the  people’s  advantage. 
They  think  one  can  be  run  to  their  advantage  with- 
out interfering  with  the  doctor’s  economic  position 
any  more  than  it  ought  to  be  interfered  with  any- 
way. One  can  certainly  depend  on  those  outside 
the  profession,  who  have  their  eyes  on  the  profits  of 
medical  service,  to  take  advantage  of  such  latent 
notions. 

We  are  countering  these  several  political  and  social 
forces  which  seek  to  harness  us  by  voluntary  non- 
profit insurance.  That  is  excellent.  We  are  going 
slowly  in  the  matter  of  coverage,  endeavoring  to  stay 
within  reasonable  actuarial  indications,  i.e.,  we  are 
covering  as  much  for  a reasonable  premium  as  the 
physician  can  possibly  underwrite.  It  is  the  physi- 
cian and  no  one  else  who  takes  the  risk  under  our 
present  Blue  Shield  plans.  But  our  ambitious  poli- 
tical friends  and  frustrated  sociologic  hecklers  decry 
our  efforts,  say  we  are  not  doing  enough,  that  we  are 
most  incompletely  covering  the  needs. 

Our  differences  arise  in  part  from  inability  to  fix  a 
definition  of  needs.  In  the  long  run,  public  opinion 
moulds  need  out  of  the  gross  clay  of  desire.  If  need 
proves  to  be  a comprehensive  coverage  of  medical 
care,  there  is  a reasonable  likelihood  that  subsidiza- 
tion of  the  premiums  of  comprehensive,  voluntary, 
nonprofit,  health  insurance  policies  can  be  worked 
out  and  such  policies  sold  before  the  profession  and 
the  public  are  lured  into  national  or  state  compulsory 
health  insurance.  It  would  be  important  that  such 
insurance  be  provided  by  voluntary  nonprofit  cor- 
porations controlled  by  nonremunerated  directors, 
free  from  governmental  control.  Such  policies  could 
cover  all  but  the  indigent  up  to  certain  income  ceil- 
ings varying  according  to  local  income  levels. 

We  are  mending  our  fences  also  by  meeting  the 
dissatisfied  patient  before  a referee  committee  to 


discuss  any  cause  of  dissatisfaction.  That  is  fine, 
but  it  cannot  possibly  give  the  patient  the  satisfac- 
tion which  it  would  if  the  committee  were  not  made 
up  entirely  of  doctors,  and  those  employed  by  doc- 
tors. There  should  be  unequivocably  neutral  repre- 
sentation on  these  committees. 

Another  phase  of  our  economic  system,  i.e.,  our 
method  of  distribution  of  medical  care,  which  the 
public  resents  is  our  individual  unavailability  just 
when  somebody  wants  us.  Obviously  a situation 
leading  to  much  emotional  disturbance  and  not 
based  on  a reasoned  opinion,  it  is  none  the  less  a 
factual  situation  standing  against  us.  It  certainly 
cannot  be  solved  by  our  always  being  on  the  job. 
That  is  a physical  impossibility.  Furthermore,  we 
are  all  too  often  wanted  in  two  or  more  places  at  the 
same  time.  We  are  endeavoring  to  coordinate  our 
individual  services  by  running  telephone  exchanges 
and  panels  of  doctors  for  emergency  purposes. 
Those  vitally  interested  in  retaining  medical  service 
as  a private  practice  and  in  blocking  the  trend  to- 
ward the  hospital  rather  than  the  doctor’s  office  as 
the  center  of  medical  activity  must  do  everything 
possible  to  provide  organization  of  service.  Along 
with  the  Fire  Department  and  Police  Department, 
a telephone  number  in  large  type  on  the  front  of  the 
telephone  directory,  “Medical  Emergency,”  taking 
the  applicant  to  the  Emergency  Department  of  the 
County  Medical  Society  in  cities  or  to  some  other 
agreed  upon  agency  in  rural  areas,  would  serve  to 
clear  the  needs  to  the  extent  of  the  local  possibilities. 

In  addition  to  these  and  other  schemes  which  we 
are  belatedly  employing  to  improve  the  social 
phases  of  medical  service,  we  need  something  to 
minimize  public  prejudice  against  our  envied  and 
enviable  position  in  society,  that  of  not  working  for  a 
boss.  Here  is  a job  for  our  public  relations  experts. 
In  matters  of  political  and  social  import,  the  physi- 
cian does  not  enjoy  any  particular  prestige.  It  is 
not  that  he  is  incapable  of  thinking  in  an  original 
manner  in  those  fields  but  that  people  are  apt  to  con- 
sider him  incapable  there.  His  interests  must  be 
skillfully  woven  into  the  fabric  of  public  opinion  in 
language  unclouded  by  scientific  or  sociologic  techni- 
calities, in  words  often  ostensibly  spoken  by  the 
laity,  but  spread  about  by  our  public  relations  ex- 
perts. 

In  an  atmosphere  of  evolutionary  social  change, 
medicine  must  get  out  of  the  position  of  being 
accused  of  blocking  progressive  changes.  Medicine 
must  get  into  the  position  of  social  leadership.  It 
never  will  by  being  against  every  social  development 
until  that  development  becomes  public  property, 
then  jumping  on  the  bandwagon  for  the  ride. 

Doctors  should  be  in  the  forefront  of  social 
thought.  As  physicians,  one  of  our  principal 
motivations  is  interest  in  people  and  desire  to  know 
all  possible  about  the  human  being,  not  only  his 
anatomy,  physiology,  and  pathology  but  his  be- 
haviour and  the  reasons  lying  back  of  it.  One  of  our 
chief  ethical  principles  is  to  serve  humanity  to  the 
end  that  its  health  and  welfare  may  be  improved. 
What  combination  of  drive  and  direction  could 
better  fit  into  the  sociologic  field?  From  what 
group  is  apt  to  come  better  social  thinking  and 
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leadership?  There  is  but  one  obstruction  to  be 
overcome,  too  much  self-interest  manifest  in  blind 
resistance  to  anything  savoring  of  being  against  our 
professional  position  in  society,  against  a sort  of 
sacrosanctity  that  we  are  not  as  other  men.  The 
surest  way  to  lose  our  favorable  position  in  society  is 
to  be  forever  defending  it.  The  surest  way  to  im- 
prove our  favorable  position  is  to  do  everything  pos- 
sible to  better  the  society  in  which  we  live.  Raise 
society  by  favoring  and  working  for  everything 
which  brings  about  improvement  in  the  general 
health  and  welfare  and  we  go  with  it;  try  to  raise 
ourselves  in  society  by  a publican-like  attitude, 
and  immediately  we  are  stamped  as  a pushy,  selfish 
group  which  should  be  thwarted. 

Of  course,  we  must  be  alert  against  socialism  and 
must  utilize  all  of  the  persuasive  advantage  of  being 
generally  known  as  standing  unalterably  against 
socialism.  In  fact,  we  must  show  that  the  changes 
we  favor  are  against  socialism  and  at  the  same  time 
are  more  advanced,  more  meritorious  than  socialism, 
that  they  involve,  as  does  socialistic  doctrine,  the 
financial  spread  of  costs  by  the  insurance  system, 
where  feasible,  and  by  governmental  financial  sup- 


port without  technical  control  when  insurance  is  not 
feasible,  at  the  same  time  retaining  free  enterprise, 
opportunity  to  profit  by  individual  initiative,  and 
individual  and  group  development  of  science  (social 
and  political  as  well  as  natural),  without  the  tremen- 
dous tax  burden  of  bureaucratic  government.  But 
governmental  support  of  the  health  industry  in  its 
humanitarian  and  nonremunerative  phases  is  not 
socialism.  It  is  humanitarianism.  Government 
isn’t  doing  too  much  about  making  humans  healthy. 
It  isn’t  doing  enough  and  it  won’t  be  doing  enough 
until  the  idea  that  human  welfare  is  more  important 
than  industrial,  commercial,  and  agricultural  wel- 
fare really  grips  us  to  the  extent  that  our  legislators 
vote  by  principle  not  special  interest.  But  govern- 
ment very  easily  can  go  too  far  in  the  technic  of 
bureaucratic  planning  and  control  in  the  health 
industry.  Its  function  must  be  held  to  financial 
support  of  private  imagination,  initiative,  develop- 
ment, and  control.  Here  lies  the  difference  between 
democracy  and  statism.  Financial  support  of  private 
brains  is  merely  spreading  the  costs  of  those  activi- 
ties necessary  to  health,  but  governmental  bureau- 
cratic control  of  brains  is  Statism— stultifying  Statism. 


DEATHS  OF  CHILDREN 
Vital  statistics  now  available  reveal  that  deaths 
from  heart  disease  and  cancer  among  children  of 
school  are  exceed  in  number  deaths  from  all  in- 
fections and  parasitic  diseases  combined,  according 
to  the  Federal  Security  Agency. 

In  1948,  the  latest  year  for  which  complete  figures 
are  available,  the  study  revealed  cardiovascular 
disease  and  cancer  deaths— with  rheumatic  heart 
disease  and  leukemia  the  leading  causes — totaled 
4,514  in  the  five  to  nineteen  age  group.  In  com- 
parison, the  infectious  and  parasitic  diseases — with 
tuberculosis  the  chief  cause  of  death — accounted 
for  3,990  deaths  in  the  same  age  group. 

“It  should  be  emphasized  that  the  comparison  is 
only  relative,”  Dr.  Leonard  A.  Scheele,  Surgeon 
General  of  the  Public  Health  Service,  pointed  out. 


“Actually,  there  has  been  an  over-all  decline  in  the 
number  of  all  deaths  from  diseases  in  childhood,  in- 
cluding those  due  to  both  heart  disease  and  cancer. 
But  the  decline  in  the  infectious  and  parasitic  dis- 
eases has  been  greater.  This  can  be  attributed  for 
the  most  part  to  the  antibiotics  and  improved  meas- 
ures for  detecting  and  preventing  these  diseases.” 
The  report  shows  that  the  death  rate  from  in- 
fectious and  parasitic  diseases  in  the  five  to  nineteen 
age  group  dropped  from  48.2  per  100,000  in  1933  to 
11.5  per  100,000  in  1948.  During  the  same  period 
heart  and  cancer  deaths  in  the  group  dropped  from 

19.8  to  13.0  per  100,000  persons.  Accidents,  how- 
ever, continue  as  the  leading  cause  for  all  deaths  in 
the  age  group,  totaling  11,348  in  1948,  or  a rate  of 

32.8  per  100,000  children. 


NECROLOGY 


Walter  Aloysius  Coakley,  M.  D.,  of  Brooklyn, 
died  on  November  16  at  his  home  at  the  age  of 
sixty-two.  Dr.  Coakley  received  his  medical 
degree  from  the  Fordham  University  Medical 
School  in  1912  and  interned  at  Kings  County 
Hospital.  During  World  War  I he  served  in 
France  as  a medical  officer  with  the  Kings  County 
Medical  Unit  of  the  New  York  National  Guard. 
Dr.  Coakley  was  chief  of  plastic  surgery  at  Kings 
County  and  St.  Mary’s  Hospitals,  consultant  in 
plastic  surgery  at  Caledonian,  Wyckoff  Heights, 
and  the  Brooklyn  Eye  and  Ear  Hospitals,  attending 
surgeon  at  St.  Vincent’s  Hospital,  and  attending 
plastic  surgeon  at  Holy  Family  Hospital. 

A Diplomate  of  the  .American  Board  of  Plastic 
Surgery  and  a Fellow  of  the  American  College  of 
Surgeons,  Dr.  Coakley  was  a member  of  the  Kings 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Theodore  Dunham,  M.D.,  of  New  York  City, 
died  on  November  10  in  Bar  Harbor,  Maine,  at 
the  age  of  eighty-eight.  Dr.  Dunham  received  his 
medical  degree  from  Harvard  University  in  1888 
and  interned  at  Bellevue  Hospital,  New  York  City. 
He  had  practiced  in  New  York  City  for  more  than 
fifty  years  and  at  one  time  was  professor  of  surgery 
at  the  New  York  Post-Graduate  Medical  School 
and  visiting  surgeon  at  the  Roosevelt  and  Rup- 
tured and  Crippled  Hospitals.  Dr.  Dunham  was  a 
member  of  the  New  York  Academy  of  Medicine, 
the  New  York  Surgical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Adrian  Augustus  Ehler,  M.D.,  of  Albany,  died  on 
November  5 at  Albany  Hospital  at  the  age  of 
forty-three.  Dr.  Ehler  received  his  medical  degree 
from  the  Yale  University  Medical  School  in  1933 
and  interned  at  New  York  Hospital.  Before 
coming  to  Albany  in  1940,  Dr.  Ehler  served  on  the 
staffs  of  the  Mary  Imogene  Bassett  Hospital, 
Cooperstown,  the  Biggs  Memorial  Hospital,  Ithaca, 
and  the  Los  Angeles  County  Hospital  in  California. 
In  Albany  he  was  attending  thoracic  surgeon  at 
Albany  Hospital  and  associate  professor  of  surgery 
at  Albany  Medical  College. 

A Fellow  of  the  American  College  of  Surgeons 
and  a Diplomate  of  the  American  Board  of  Thoracic 
Surgery,  Dr.  Ehler  was  a member  of  the  American 
Association  for  Thoracic  Surgery,  the  Albany 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Richard  Berchmans  Gray,  M.D.,  of  Rensselaer, 
was  killed  in  an  automobile  accident  on  October 
27  near  DeFreestville,  at  the  age  of  sixty-three. 
Dr.  Gray  was  graduated  from  the  Albany  Medical 


College  in  1910  and  practiced  on  Long  Island  for 
fifteen  years  before  moving  to  Rensselaer.  For 
many  years  he  was  physician  for  the  F.  C.  Huyck 
& Son,  Barnet  Mills,  and  Bayer  Aspirin  plants  in 
Rensselaer.  He  formerly  served  as  Rensselaer 
health  officer. 

Edward  Herzog,  M.D.,  of  Long  Island  City, 
died  on  August  25  at  the  age  of  fifty-eight.  Dr. 
Herzog  received  his  medical  degree  from  the 
University  of  Bratislava,  Czechoslovakia,  in  1920. 

He  was  a member  of  the  Queens  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Vincent  Hogan,  M.D.,  of  Niagara  Falls, 
died  on  October  20  at  St.  Mary’s  Hospital,  Niagara 
Falls,  at  the  age  of  sixty-three.  Dr.  Hogan  was 
graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1910  and  interned  at  Sisters  Hospital 
in  Buffalo.  Dr.  Hogan  was  senior  attending  sur- 
geon and  obstetrician  at  Niagara  Falls  Memorial 
Hospital  and  chief  of  staff  emeritus  and  consulting 
surgeon  in  obstetrics  and  gynecology  at  St.  Mary’s 
Hospital.  He  was  a member  of  the  Niagara  Falls 
Academy  of  Medicine,  the  Niagara  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Watson  Augur  Lawrence,  M.D.,  of  White  Plains, 
died  on  November  5 at  his  home  in  Hartsdale  at 
the  age  of  seventy-three.  Dr.  Lawrence  received 
his  medical  degree  from  the  McGill  University 
Medical  School  in  1909  and  interned  at  the  New 
York  Lying-In  Hospital.  During  World  War  I 
he  was  in  charge  of  the  Embarkation  Hospital  at 
Bordeaux,  France,  with  the  rank  of  lieutenant 
colonel  in  the  U.S.  Army  Medical  Corps.  Dr. 
Lawrence  was  director  of  obstetrics  at  St.  Agnes 
Hospital  in  White  Plains.  He  was  a member  of  the 
New  York  Academy  of  Medicine. 

Harold  Calvin  L’Hommedieu,  M.D.,  of  Man- 

hasset,  died  on  November  18  in  the  Manhasset 
Medical  Center  at  the  age  of  thirty-six.  Dr. 
L’Hommedieu  received  his  medical  degree  from 
the  Long  Island  Hospital  College  of  Medicine  in 
1940  and  interned  at  the  Norwegian  Hospital  in 
Brooklyn.  During  World  War  II  he  served  with 
the  U.S.  Navy  Medical  Corps  in  the  Pacific  theater. 
Dr.  L’Hommedieu  was  assistant  attending  ob-  5 
stetrician  and  gynecologist  at  the  Norwegian  Hos- 
pital and  a member  of  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Earl  Monroe  McCoy,  M.D.,  of  Central  Islip, 
died  on  November  9 at  Southside  Hospital,  Bay 
Shore,  from  injuries  suffered  in  an  automobile 
collision.  He  was  fifty-six.  Dr.  McCoy  received 
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his  medical  degree  from  Queens  College  Medical 
School,  Kingston,  Ontario,  in  1918  and  interned 
at  St.  John’s  Hospital  in  Long  Island  City.  During 
World  War  I he  served  with  the  Canadian  Army. 
Dr.  McCoy  was  attending  surgeon  at  the  Central 
Islip  State  Hospital,  senior  surgeon  at  the  Southside 
Hospital,  and  consulting  surgeon  at  Pilgrim  State 
and  Mather  Memorial  Hospitals.  He  was  a mem- 
ber of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Associatio  n. 


Silas  David  Molyneaux,  M.D.,  of  Binghamton, 
died  on  October  14  at  the  Binghamton  City  Hos- 
pital at  the  age  of  seventy-three.  Dr.  Molyneaux 
received  his  medical  degree  from  the  University  of 
Pennsylvania  Medical  School  in  1908.  During 
World  War  I he  served  with  the  U.S.  Army  Medical 
Corps  with  the  rank  of  captain.  Dr.  Molyneaux 
was  consulting  endocrinologist  for  the  Binghamton 
State  Hospital  and  consulting  surgeon  for  the 
Binghamton  City,  Lourdes,  Ideal,  and  Tioga 
County  General  Hospitals.  A Fellow  of  the  Ameri- 
can College  of  Surgeons,  he  was  a member  of  the 
Binghamton  Academy  of  Medicine,  the  Broome 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 


Irving  Simons,  M.D.,  of  New  York  City  and 
Mount  Vernon,  died  on  November  10  at  his  home 
in  Mount  Vernon  at  the  age  of  sixty-seven.  Dr. 
Simons  was  graduated  from  the  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in  1908  and 
interned  at  Mount  Sinai  Hospital.  During  World 
War  I he  served  with  the  U.S.  Navy  Medical 
Corps,  assigned  to  the  Norfolk  Naval  Hospital.  Dr. 
Simons  was  a member  of  the  American  Urological 
Association,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


DeWitt  Stetten,  M.D.,  of  New  York  City,  died 
on  November  10  at  his  home  at  the  age  of  seventy. 
Dr.  Stetten  was  graduated  from  the  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1901  and  interned  at  Lenox  Hill  Hospital.  He  was 
consulting  surgeon  at  Lenox  Hill. 

A Diplomate  of  the  American  Board  of  Surgery 
and  a Fellow  of  the  American  College  of  Surgeons, 
Dr.  Stetten  was  a member  of  the  American  Associ- 
ation for  Thoracic  Surgery,  the  American  Gastro- 
enterological Association,  the  Association  of  Mili- 
tary Surgeons  of  the  United  States,  the  New  York 
Academy  of  Medicine,  the  New  York  Surgical 
Society,  the  New  York  Society  for  Thoracic  Sur- 
gery, the  New  York  Pathological  Society,  the  New 
York  Gastroenterological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Walter  Francis  Stillger,  M.D.,  of  Hicksville,  died 
on  November  10  at  his  home  at  the  age  of  sixty. 
Dr.  Stillger  received  his  medical  degree  from  the 
New  York  University  and  Bellevue  Hospital  Medical 
School  in  1915.  During  World  War  I he  served 
with  the  U.S.  Army  Medical  Corps.  Dr.  Stillger 
was  consulting  neuropsvchiatrist  at  the  Meadow- 
brook  Hospital  and  had  been  health  officer  of  the 
Town  of  Oyster  Bay  for  fourteen  years.  He  was  a 
member  of  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  Warren  Talley,  M.D.,  formerly  of  New 
York  City,  died  on  November  12  in  Richmond, 
Virginia,  at  the  age  of  eighty-seven.  Dr.  Talley 
was  graduated  from  the  Columbia  University 
College  of  Physicians  and  Surgeons  in  1888  and  had 
practiced  in  New  York  City  until  his  retirement 
five  years  ago.  Dr.  Talley  served  for  twenty-one 
years  with  the  New  York  City  Department  of 
Health.  He  was  also  medical  director  for  the  Frank- 
lin Simon  department  store  and  had  been  personal 
physician  to  several  opera  stars,  including  Alma 
Gluck  and  Efrem  Zimbalist. 


PILOT  PROGRAM  TO  INTEGRATE  TREATMENT  OF  EMOTIONAL  AND  PHYSICAL  ILLS 


The  first  large-scale  demonstration  of  the  benefits 
of  integrating  psychiatric  treatment  with  already 
established  rehabilitation  technics  aimed  at'  re- 
training the  physically  disabled  will  be  made  at  the 
Institute  of  Physical  Medicine  and  Rehabilitation,  a 
unit  of  the  New  York  University-Bellevue  Medical 
Center. 

Establishment  of  the  new  demonstration  program 
has  been  made  possible  by  a grant  of  $73,500  to  New 
York  University  College  of  Medicine  from  the 


Commonwealth  Fund.  The  program,  to  be  carried 
out  over  a three-year  period,  will  be  integrated  with 
the  present  Psycho-Social-Vocational  Service  of  the 
Institute  of  Physical  Medicine  and  Rehabilitation. 

The  primary  aim  of  the  new  project  will  be  to 
provide  complete  emotional  and  physical  care  for 
the  disabled,  ..Af, the  same  time,  methods  of  using 
psychjlaccy  and  psychosocial  technics  in  treating  the 
dUdded  will  be  included  in  thertrainiif'g  9f  physicians 
Uni  ijy  tl/ g^£gjfib£j4b f the  rehabblttitkm-  team . 
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MEDICAL  NEWS 


Fellowships,  Awards  Available  for  Physicians 


National  Foundation  for  Infantile  Paralysis — A 
limited  number  of  postdoctoral  fellowships  for  can- 
didates whose  interests  are  research  and  teaching 
in  medicine  and  the  related  biologic  and  physical 
sciences  are  available,  according  to  an  announce- 
ment from  the  National  Foundation  for  Infantile 
Paralysis.  Purpose  of  these  fellowships  is  to  increase 
the  number  of  professional  workers  qualified  to  give 
leadership  in  the  solution  of  basic  and  clinical  re- 
search problems  of  poliomyelitis  and  other  crippling 
diseases. 

The  fellowships  cover  a period  of  from  one  to  five 
years,  with  stipends  ranging  from  $3,600  to  $7,000  a 
year.  Institutions  which  accept  Fellows  receive  ad- 
ditional compensation  for  expenses  incurred  in  rela- 
tion to  their  training  program.  Eligibility  require- 
ments include  United  States  citizenship,  sound 
health,  and  an  M.D.,  Ph.D.,  or  equivalent  degree. 

Complete  information  concerning  qualifications 
and  applications  may  be  obtained  from  the  Division 
of  Professional  Education,  National  Foundation  for 
Infantile  Paralysis,  120  Broadway,  New  York  City. 

University  of  Cincinnati — The  Institute  of  Indus- 
trial Health  of  the  University  of  Cincinnati  will  ac- 
cept applications  for  a limited  number  of  fellowships 
offered  to  qualified  candidates  who  wish  to  pursue  a 
graduate  course  of  instruction  in  preparation  for  the 
practice  of  industrial  medicine.  Any  registered 
physician  who  is  a graduate  of  a class  A medical 
school  and  who  has  completed  satisfactorily  at  least 
two  years  of  training  in  a hospital  accredited  by  the 
American  Medical  Association  may  apply  for  a fel- 
lowship. 

The  course  of  instruction  consists  of  a two-year 
period  of  intense  training  in  industrial  medicine, 
followed  by  one  year  of  practical  experience  under 
adequate  supervision  in  industry.  Candidates  who 
complete  satisfactorily  the  course  of  study  will  be 


MEDICALLY 

New  Group  Organized — A group  of  16  radiolo- 
gists practicing  in  Westchester  County  have  or- 
ganized the  Westchester  Radiological  Society.  Ob- 
jects and  aims  are  to  protect  the  interests  of  West- 
chester radiologists  engaged  in  institutional  or 
private  practice  and  to  initiate,  participate  in,  and 
encourage  all  activities  that  improve  the  quality  of 
specialist  care  in  the  field  of  radiology. 

Membership  is  open  to  any  member  of  the  West- 
chester County  Medical  Society  who  devotes  his 
entire  practice  to  the  specialty  of  radiology.  Four 
meetings  will  be  held  annually,  with  the  next  meet- 
ing to  be  January  15,  1952. 

Officers  are  Dr.  A.  S.  D’Eloia,  Ossining,  chairman; 
Dr.  Walter  J.  Brown,  Mount  Kisco,  secretary,  and 
Dr.  Jacque  E.  Miller,  Yonkers,  treasurer. 

Division  of  Occupational  Health — The  Division 
of  Industrial  Hygiene  of  the  Federal  Security  Agency 
has  been  renamed  the  Division  of  Occupational 
Health  and  its  activities  broadened  to  include  in- 


awarded  the  degree  of  Doctor  of  Industrial  Medi- 
cine. 

Requests  for  additional  information  should  be 
addressed  to  the  Institute  of  Industrial  Health,  Col- 
lege of  Medicine,  Eden  and  Bethesda,  Cincinnati  19, 
Ohio. 


Urology  Award — The  American  Urological  Asso- 
ciation offers  an  annual  award  of  $1,000  (first 
prize  of  $500,  second  prize  $300,  and  third  prize 
$200)  for  essays  on  the  result  of  some  clinical  or 
laboratory  research  in  urology.  Competition  is 
limited  to  urologists  who  have  been  in  such  specific 
practice  for  not  more  than  five  years  and  to  men  in 
training  to  become  urologists. 

The  first  prize  essay  will  appear  on  the  program  of 
the  meeting  of  the  American  Urological  Association, 
to  be  held  in  Atlantic  City,  New  Jersey,  June  23  to 
26,  1952. 

For  full  particulars,  write  the  secretary,  Dr. 
Charles  H.  de  T.  Shivers,  Boardwalk  National  Ar- 
cade Building,  Atlantic  City,  New  Jersey.  Essays 
must  be  in  his  hands  before  February  15,  1952. 


Award  far  Outstanding  Research  in  the  Field  of 
Infertility — The  American  Society  for  the  Study  of 
Sterility  announces  the  opening  of  the  1952  con- 
test for  the  most  outstanding  contribution  to  the 
subject  of  infertility  and  sterility.  The  winner  will 
receive  a cash  award  of  $1,000,  and  the  essay  will 
appear  on  the  program  of  the  1952  meeting  of  the 
Society.  Essays  submitted  in  this  competition 
must  be  received  not  later  than  March  1,  1952. 

For  full  particulars  concerning  requirements  of 
this  competition,  address  the  American  Society  for 
the  Study  of  Sterility,  20  Magnolia  Terrace,  Spring- 
field,  Massachusetts. 


SPEAKING— 

vestigations  not  previously  covered,  such  as  health 
hazards  relative  to  radioactive  materials  and  radia- 
tion-producing processes,  emotional  and  other  psy- 
chologic factors  affecting  the  health  and  output  of 
workers,  employe  health  programs,  etc. 

Treatment  of  Rheumatic  Fever  and  Rheumatic 
Heart  Disease — A course  of  seminars  on  modern 
concepts  regarding  the  nature  and  treatment  of  rheu- 
matic fever  and  rheumatic  heart  disease  is  being  held 
on  the  second  Tuesday  of  each  month  at  the  St. 
Francis  Sanatorium  for  Cardiac  Children,  Roslyn, 
Long  Island.  Each  session  begins  at  10  :00  a.m.  The 
seminar  will  meet  in  1952  on  January  8,  February  12, 
March  11,  April  8,  and  May  13. 

Institute  of  Administrative  Medicine — Announce- 
ment of  the  opening  of  Columbia  University’s  Insti- 
tute of  Administrative  Medicine  has  been  made  by 
Dr.  Willard  C.  Rappleye,  dean  of  the  Faculty  of 
Medicine.  The  Institute  program  will  begin  operat- 
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ing  about  January  1,  1952,  at  the  College  of  Physi- 
cians and  Surgeons  and  the  Columbia-Presbyterian 
Medical  Center.  The  new  Institute  will  combine  a 
program  of  training  graduate  medical  students  for 
administrative  leadership  with  an  extensive  re- 
search program  designed  to  determine  the  best 
methods  for  delivering  maximum  medical  care  to  the 
American  people  at  reasonable  cost. 

Journal  of  the  Student  American  Medical  Associa- 
tion— The  Student  American  Medical  Association 
will  begin  publication  of  a 72-page  journal,  to  be 
published  monthly  except  during  July,  August,  and 
September,  publication  to  start  with  the  January, 
1952,  issue.  Advertising  in  the  Student  A.M.A. 
Journal  is  to  be  restricted  to  the  manufacturers  of 
products  accepted  by  the  various  Councils  of  the 
A.M.A. 

Brooklyn  Dermatological  Society — Officers  of  the 
Brooklyn  Dermatological  Society,  elected  at  the 
October  meeting,  are  as  follows:  Dr.  Moses  Silver- 
man,  president;  Dr.  Samuel  I.  Greenberg,  vice- 
president;  Dr.  Camillo  B.  Locasto,  secretary- 
treasurer;  Dr.  Greenberg,  editorial  secretary,  and 
Drs.  B.  Bender  and  B.  Erger,  associate  editors.  The 
Society  meets  on  the  third  Monday  of  each  month, 
from  October  to  June,  at  the  Brooklyn  Hospital  Dis- 
pensary. 

Examination  for  Medical  Officers — A competitive 
examination  for  appointment  of  medical  officers  to 
the  regular  corps  of  the  U.S.  Public  Health  Service 
will  be  held  on  February  5,  6,  and  7, 1952.  Examina- 
tions will  be  held  at  a number  of  points  throughout 
the  United  States,  located  as  centrally  as  possible  in 
relation  to  the  homes  of  candidates.  Applications 
must  be  received  no  later  than  January  2,  1952. 
Application  forms  and  additional  information  may 
be  obtained  by  writing  to  the  Surgeon  General,  U.S. 
Public  Health  Service,  Federal  Security  Agency, 
Washington  25,  D.C.  Attention:  Division  of  Com- 
missioned Officers. 

To  Give  Lecture — The  Department  of  Derma- 
tology and  Syphilology  of  the  New  York  University 
Post-Graduate  Medical  School  announces  that  the 
second  Sigmund  Pollitzer  Lecture  will  be  given  by 
Dr.  Jerome  W.  Conn  on  February  1,  1952,  at  4:00 
p.m.  at  the  College  of  Medicine,  New  York  City. 
Dr.  Conn,  professor  of  medicine  and  director  of  the 
Division  of  Endocrinology  and  Metabolism  of  the 
University  of  Michigan  Medical  School,  will  speak 
on  “The  Influence  of  Adrenal  Cortical  Activity 
Upon  the  Electrolyte  Composition  of  Thermal 
Sweat.” 

Four-Group  Commission  To  Accredit  Hospitals — 

The  establishment  of  a joint  commission  represent- 
ing the  American  Medical  Association,  the  American 
Hospital  Association,  the  American  College  of  Sur- 
geons, and  the  American  College  of  Physicians  for 
the  accreditation  of  hospitals  in  the  United  States 
and  possibly  Canada  has  been  announced.  The 
joint  commission  will  be  composed  of  18  members: 
six  appointed  by  the  A.M.A.,  six  by  the  American 
Hospital  Association,  three  by  the  American  Col- 
lege of  Surgeons,  and  three  by  the  American  College 
of  Physicians. 

The  commission,  which  will  take  over  the  work 
carried  out  by  the  American  College  of  Surgeons  for 
more  than  twenty-five  years,  will  be  financed  by  the 
constituent  organizations  on  a basis  proportionate  to 
their  representation  on  the  commission. 


Section  on  Allergy — A Section  on  Allergy  has  been 
organized  by  the  Kings  County  Medical  Society  and 
the  Brooklyn  Academy  of  Medicine.  Officers  elected 
at  the  first  meeting  include:  Dr.  George  Adams 
Merrill,  president;  Dr.  Emanuel  Schwartz,  vice- 
president;  Dr.  Harry  Leibowitz,  secretary-treasurer, 
and  Dr.  Harry  Markow,  Dr.  Richard  H.  Bennett, 
Dr.  Solomon  Slepian,  Dr.  William  Messer,  Dr. 
Arthur  William  Grace,  Dr.  Charles  Spratt,  and  Dr. 
Clifford  De  Rago,  members  of  the  executive  council. 

Navy  Internships — The  U.S.  Navy  has  announced 
that  it  will  make  176  Naval  hospital  internships 
available  to  medical  school  students  graduating  in 
1952.  Prospective  interns  must  meet  all  require- 
ments for  a commission  in  the  Medical  Corps,  U.S. 
Naval  Reserve,  and  must  serve  a minimum  of 
twenty-four  months  of  active  duty  from  the  date 
they  start  intern  training.  Deadline  for  the  sub- 
mission of  applications  is  January  7,  1952. 

Information  may  be  obtained  at  any  Office  of 
Naval  Officer  Procurement,  or  by  writing  to  the 
Surgeon  General  of  the  Navy,  Bureau  of  Medicine 
and  Surgery,  Navy  Department,  Washington  25, 
D.C. 

American  Academy  of  Obstetrics  and  Gynecol- 
ogy— The  National  Federation  of  Obstetric-Gyneco- 
logic Societies  has  reconstituted  itself  as  the  Ameri- 
can Academy  of  Obstetrics  and  Gynecology.  This 
action  was  taken  in  response  to  the  long-felt  need  for 
a national  society  for  obstetricians  and  gynecologists 
based  on  individual  and  personal  membership.  The 
Academy  was  incorporated  on  August  4,  1951,  as  a 
nonprofit  corporation  under  the  laws  of  the  State  of 
Illinois.  Its  objects  include  “fostering  and  stimulat- 
ing interest  in  obstetrics  and  gynecology  and  all 
aspects  of  the  work  for  the  welfare  of  women  which 
properly  come  within  the  scope  of  obstetrics  and 
gynecology.” 

Applications  for  Fellowship  may  be  obtained  from 
the  secretary’s  office,  116  South  Michigan  Avenue, 
Chicago  3,  Illinois. 

Form  Korea  Medical  Society — Captain  G.  A. 
Chalfant  of  Massapequa,  New  York,  Aj-my  physi- 
cian serving  with  the  8th  Cavalry  Regiment,  has 
been  named  a charter  member  of  the  38th  Parallel 
Medical  Society  of  Korea. 

The  unique  medical  society,  the  first  ever  organ- 
ized on  the  battlefield,  holds  regular  meetings  north 
of  the  38th  parallel.  These  are  attended  by  military 
physicians  and  surgeons  from  the  11  nations  that  are 
actively  engaged  or  furnishing  medical  assistance  in 
the  Korean  conflict  and  from  many  U.N.  combat 
divisions. 

Cancer  Research  Grants  Awarded — A total  of 
$445,000  in  grants  to  New  York  City  research 
centers  has  been  awarded  by  the  American  Cancer 
Society.  The  awards  included  the  following: 
Sloan-Kettering  Institute-Memorial  Cancer  Center, 
Columbia  University  College  of  Physicians  and 
Surgeons,  Cornell  University  Medical  College,  New 
York  University-Bellevue  Medical  Center,  and  St. 
Vincent’s  Hospital. 

Openings  in  State  Department  of  Health — The 
New  York  State  Department  of  Health  has  an- 
nounced openings  for  public  health  and  clinical 
physicians  in  the  fields  of  tuberculosis  control,  local 
health  administration,  communicable  disease  con- 
trol, and  maternal  and  child  health.  Applications 
will  be  issued  and  received  continuously  until  fur- 
ther notice.  No  written  or  oral  examinations  will  be 
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held,  but  candidates  will  be  rated  on  their  past 
education  and  professional  experience  in  relation  to 
the  minimum  qualifications  for  the  positions. 

Requests  for  application  blanks  or  further  infor- 
mation may  be  sent  to  the  Examinations  Division, 
Department  of  Civil  Service,  39  Columbia  Street, 
Albany  1,  New  York,  or  to  the  Office  of  Personnel 
Administration,  State  Department  of  Health,  State 
Office  Building,  Albany  1,  New  York. 

Lasker  Awards  Announced — Six  physicians  and 
two  organizations  were  announced  as  recipients  of 
the  annual  Lasker  Awards  of  the  American  Public 
Health  Association  for  medical  research  and  public 
health  achievement.  New  York  recipients  included 
Dr.  Elise  Strang  L’Esperance,  New  York  City,  and 
the  Health  Insurance  Plan  of  Greater  New  York. 

Postgraduate  Courses  Available — A series  of  post- 
graduate courses  in  diseases  of  the  heart  and  vascular 
system  are  being  conducted  under  the  fellowship 
program  of  the  New  York  State  Department  of 
Health,  the  New  York  City  Department  of  Health, 


and  the  Medical  Society  of  the  State  of  New  York. 
These  courses  are  part  of  the  regular  postgraduate 
educational  program  of  New  York  University  Post- 
Graduate  Medical  School  and  the  Columbia  Univer- 
sity Faculty  of  Medicine.  The  State  Department 
of  Health  will  provide  fellowships  and  living  expense 
stipends  for  physicians  licensed  by  and  living  in  the 
State  of  New  York. 

Courses  still  open  are  as  follows: 

At  New  York  University  Post-Graduate  Medical 
School — “Peripheral  Vascular  Diseases,”  June  23 
through  27,  1952;  “Electrocardiography,”  March  24 
through  28,  1952;  “Cardiology,”  June  30  through 
July  25,  1952,  and  “Auscultation  of  the  Heart,” 
February  18  through  20,  1952. 

At  Columbia  University — “Cardiovascular  Dis- 
eases,” January  25  through  March  22,  1952;  “In- 
tensive Course  in  Elementary  Electrocardiography,” 
January  7 through  12,  1952;  “Intensive  Course  in 
Advanced  Electrocardiography,”  January  14  through 
19,  1952. 

Application  blanks  may  be  obtained  from  the 
universities  or  from  the  New  York  State  Department 
of  Health,  39  Columbia  Street,  Albany  7,  New  York. 


MEETINGS 

PAST 


Women’s  Medical  Association  of  New  York  City 

The  annual  dinner  meeting  of  the  Women’s  Medi- 
cal Association  of  New  York  City  was  held  October 
3 at  the  Hotel  Beekman  Towers.  Program  topic 
was  “The  Volunteer  Worker  and  the  Hospital,”  and 
speakers  included  Dr.  Connie  Guion,  professor  of 


clinical  medicine,  Cornell  University;  Miss  Louise 
G.  Campbell,  executive  secretary,  New  York  City 
Hospital  Visiting  Committee  of  the  State  Charities 
Aid  Association,  and  Dr.  Elaine  Ralli,  associate  pro- 
fessor of  medicine,  New  York  University-Bellevue 
Hospital  Medical  Center. 


FUTURE 


New  York  Academy  of  Medicine 

The  seventeenth  series  of  Lectures  to  the  Laity  is 
now  being  conducted  at  the  New  York  Academy  of 
Medicine  on  the  theme,  ‘‘Society  and  Medicine.” 
Dr.  Harold  B.  Keyes  is  chairman  of  the  lecture  com- 
mittee. 

On  November  9,  Dr.  James  Spence,  professor  of 
child  health.  Newcastle-upon-Tyne,  England,  gave 
the  Linsly  R.  Williams  Memorial  Lecture  on  “Dis- 
ease and  Its  Local  Setting.”  On  November  21,  Dr. 
Ralph  W.  Gerard,  professor  of  physiology,  Univer- 
sity of  Chicago,  spoke  on  “The  Biology  of  Ethics,” 
and  on  December  5,  Dr.  Howard  S.  Liddell,  profes- 
sor of  psychobiology,  Cornell  University,  gave  the 
anniversary  discourse  of  the  New  York  Academy  of 
Medicine  on  “The  Natural  History  of  Neurotic 
Behavior.” 

Lectures  still  remaining  in  the  series  include  the 
following: 

December  19 — Dr.  Theodore  H.  Ingalls,  associate 
professor  of  epidemiology,  Harvard  University 
School  of  Public  Health,  “Environment  in  Heredity.” 

January  9— Dr.  Milton  J.  E.  Senn,  Sterling  profes- 
sor of  pediatrics  and  psychiatry,  Yale  University, 
“The  Art  and  Science  of  Growing  Up.” 

January  30— Dr.  Russell  M.  Wilder,  director  of 
the  National  Institute  of  Arthritis  and  Metabolism 
Research,  U.S.  Public  Health  Service,  Bethesda, 
Maryland,  the  George  R.  Siedenberg  Memorial  Lec- 
ture, “The  gyQlutjQp  pf  Nutrition.” 


Latin- American  Congress  of  Physical  Medicine 
The  fourth  convention  of  the  Latin-American 
Congress  of  Physical  Medicine  will  be  held  in 
Panama  City,  Panama,  February  24  to  29,  1952. 
Further  information  may  be  obtained  from  the 
executive  director,  Dr.  Cassius  Lopez  De  Victoria, 
176  East  71st  Street,  New  York  City. 


American  Committee  on  Maternal  Welfare 

The  fifth  American  Congress  on  Obstetrics  and 
Gynecology  will  be  held  in  Cincinnati,  Ohio,  March 
31  through  April  4,  1952,  at  the  Netherland  Plaza 
Hotel.  Sponsored  by  the  American  Committee  on 
Maternal  Welfare,  the  Congress  will  feature  a com- 
prehensive five-day  scientific  program  covering  the 
medical,  nursing,  and  public  health  aspects  of  the 
maternal  care  team. 

The  American  Committee  on  Maternal  W elfare 
is  a joint  committee  of  28  national,  regional,  and 
local  organizations  in  the  fields  of  medicine,  hos- 
pitals, nursing,  and  public  health. 

Congress  registration  fees  are  $5.00  for  members 
and  $10  for  nonmembers.  Further  information 
may  be  obtained  by  writing  to  Mr.  Donald  F. 
Richardson,  executive  secretary,  American  Com- 
mittee on  Maternal  Welfare,  116  South  Michigan, 
Chicago  3,  Illinois. 
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SUMMARY  OF  THE  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 

OF  THE  STATE  OF  NEW  YORK 


THE  Council  met  on  October  11,  1951,  from  9:15 
a.m.  to  1:05  p.m.  at  the  State  Society’s  offices. 

Secretary’s  Report 

Annual  dues  of  five  members  were  remitted  for 
1951  and  of  two  members  for  1950  because  of  ill- 
ness, one  for  1951  because  of  retirement,  and  four 
for  1951  because  of  military  service.  It  was  also 
voted  to  request  remission  of  American  Medical 
Association  dues  of  11  members  for  1951  and  six  for 
1950. 

The  secretary  stated  that  instructions  have  been 
fulfilled  to  send  a framed  citation  to  each  living  ex- 
president of  the  Society.  Several  courteous  letters 
of  acknowledgment  have  been  received. 

Since  the  last  meeting  of  the  Council,  the  secretary 
had  attended  the  following:  September  16  and  17 — 
Medical  Society  of  the  State  of  Pennsylvania,  Pitts- 
burgh, with  President  Kenney;  September  19- 
Sixth  District  Branch,  Margaretville;  September 
20 — Fourth  District  Branch,  Schenectady;  Septem- 
ber 24 — First  District  Branch  Executive  Commit- 
tee, New  York  City;  September  27 — Seventh  Dis- 
trict Branch,  Corning;  October  2 — President’s 
dinner  of  the  Medical  Society  of  the  County  of  New 
York;  October  4 — Eighth  District  Branch,  Olean; 
October  5 — Finance  Committee,  New  York  City; 
October  10 — Investment,  Office  Administration  and 
Policies,  Medical  Expense  Insurance,  and  Publica- 
tion Committee  meetings,  except  where  they  con- 
flict. 

The  report  was  approved. 

Communications. — 1 . Letter  dated  September  20, 
1951,  from  Mr.  Carl  T.  Weber,  executive  secretary 
of  the  Medical  Society  of  the  County  of  Monroe,  in 
response  to  a letter  transmitting  to  county  societies 
action  taken  by  1951  House  of  Delegates  approving 
the  reference  committee’s  report  on  “selected  lay- 
men on  county  society  committees.”  It  stated  that 
the  Medical  Society  of  the  County  of  Monroe  is  a 
member  of  the  Monroe  County  Interprofessional 
Council,  that  the  president  and  executive  secretary 
of  the  society  are  members  of  the  delegate  assembly 
of  the  Council  of  Social  Agencies,  and  that  more  than 
20  members  are  active  in  this  Council’s  activities, 
particularly  case  conference  work,  public  informa- 
tion, and  legislative  information.  The  society  asks 
laymen  for  help  in  planning  public  health  matters 
and  that  it  was  “the  feeling  of  the  Comitia  Minora 
that  to  further  inject  laymen  on  its  standing  com- 
mittees would  defeat,  rather  than  promote,  the  out- 
standing liaison  we  have  in  this  area  with  all  groups 
concerned  with  health  problems.” 

2.  Letter  of  September  25,  1951,  from  Dr. 
Morris  Weintrob,  acknowledging  action  taken  by 
the  Council  at  its  last  meeting. 

3.  Letter  dated  September  26,  1951,  from  Miss 
Clara  Quereau,  secretary  of  the  Board  of  Examiners 
of  Nurses  of  the  University  of  the  State  of  New  York, 
requesting  two  nominations  for  a vacancy  on  the 
Nurse  Advisory  Council.  Dr.  Anderton  stated  that 
Dr.  Clayton  W.  Greene  had  signified  willingness  to 
be  nominated  for  reappointment. 

It  was  voted  that  Dr.  Clayton  W.  Greene  and  one 
other  physician  be  nominated  for  membership  on 
the  Nurse  Advisory  Council  of  the  State  Educa- 
tion Department. 

4.  On  September  19, 1951,  a letter  from  Mr.  Carl 


T.  Weber,  executive  secretary  of  the  Medical  Society 
of  the  County  of  Monroe,  regarding  adding  to  mem- 
bership application  blanks  the  marital  status  of  new 
members  and  requesting  advice  about  the  new  law 
which  no  longer  requires  a physician  to  register  with 
the  county  clerk  in  the  county  in  which  he  is  about  to 
practice. 

Dr.  Anderton  reported  Mr.  Martin’s  office  stated 
the  new  law  makes  registering  a physician’s  license 
with  a county  clerk  no  longer  necessary. 

The  Council  voted  to  have  added  to  the  member- 
ship application  blanks  a question  regarding  the 
marital  status  of  new  members. 

5.  Letter  of  October  5, 1951,  from  Dr.  Charles  W. 
Frank,  treasurer  of  the  Bronx  County  Medical  So- 
ciety, to  Dr.  George  F.  Lull,  secretary  and  general 
manager  of  the  American  Medical  Association,  copy 
of  which  was  received  in  this  office  on  October  8. 
This  letter  states  that  the  Bronx  County  Medical 
Society  will  not  collect  1952  American  Medical  As- 
sociation dues  unless  its  bill  for  $1,000  for  the  collec- 
tion of  1951  A.M.A.  dues  is  paid  by  December  1, 
1951. 

Earlier  correspondence  regarding  this  claim  will  be 
found  in  the  minutes  of  the  Council  meeting  on  Sep- 
tember 13,  1951.  On  September  13,  the  Board  of 
Trustees  voted  upon  a recommendation  from  the 
Council,  that  “on  and  after  July  1,  1951,  reimburse- 
ment to  county  societies  be  made  on  the  basis  of  one 
half  the  amount  received  from  the  A.M.A.  for  each 
member  who  pays  his  American  Medical  Association 
dues.”  The  action  of  the  Board  of  Trustees  was 
transmitted  to  Dr.  Frank  on  September  14,  1951, 
with  the  information  that  at  present  the  amount 
paid  to  county  societies  would  be  12.5  cents  for  each 
such  member. 

During  discussion,  a member  of  the  Bronx  County 
Medical  Society  stated  that  the  Bronx  County 
Medical  Society  could  not  use  its  funds  for  the  col- 
lection of  A.M.A.  dues  without  changing  its  bylaws. 
The  Council  voted  to  refer  this  matter  to  legal 
counsel  for  consultation  with  legal  counsel  of 
county  societies  which  have  legal  counsel,  with  in- 
struction to  report  at  the  next  meeting. 

6.  A letter  to  Dr.  Anderton  from  Dr.  Denver  M. 
Vickers,  Cambridge,  New  York,  dated  October  3, 
stated  that  the  joint  meeting  at  Manchester,  Ver- 
mont, on  September  30  and  October  1,  of  the  Medi- 
cal Societies  of  New  Hampshire  and  Vermont  had 
been  attended  by  about  500  physicians,  or  approxi- 
mately half  of  the  profession  in  those  states.  As 
representative  of  the  Medical  Society  of  the  State  of 
New  York,  he  had  greeted  the  president  and  presi- 
dent-elect of  the  Vermont  State  Medical  Society 
and  had  offered  our  cooperation  in  any  questions  of 
joint  interest. 

The  Chair  thanked  Dr.  Vickers  for  representing 
the  Society  and  for  his  excellent  report. 

7.  Letter  of  September  21, 1951,  from  Lieutenant 
Governor  Frank  C.  Moore,  chairman  of  the  Com- 
mission on  School  Buildings,  stating  that  the  Com- 
mission is  designating  a committee  “to  review  exist- 
ing school  lighting  standards  and  to  make  recom- 
mendations for  the  guidance  of  the  Commission.” 
He  invited  the  Medical  Society  of  the  State  of  New 
York  to  appoint  a representative  to  serve  on  this 
committee  and  stated  that  its  first  meeting  would  be 
held  on  October  8. 
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The  President’s  appointment  of  Dr.  LeGrand 
Hardy  as  representative  of  this  Society  on  the 
Lighting  Committee  was  confirmed. 

The  Treasurer's  report  was  accepted. 

Sponsorship  of  United  Medical  Service,  Inc., 
Dinner 

Dr.  Chas.  Gordon  Heyd  read  a memorandum 
stating  that  the  movement  toward  prepaid  hospital 
and  medical  service  was  threatened  by  mounting 
claims  against  Associated  Hospital  Service  and  that 
the  increase  in  claims  was  partly  due  to  overutiliza- 
tion of  hospital  facilities.  Due  to  the  fact  that  ap- 
peals by  Blue  Cross  to  the  medical  profession  for  a 
more  judicious  use  of  hospital  facilities  had  proved 
ineffective,  Dr.  Heyd’s  memorandum  asked  the 
sponsorship  of  the  Medical  Society  of  the  State  of 
New  York  for  a dinner  conference  and  discussion  of 
this  subject,  to  be  given  by  United  Medical  Service, 
Inc.,  for  the  chairmen  of  the  medical  boards  of  vol- 
untary hospitals  in  its  area. 

After  discussion,  it  was  voted  that  the  Medical 
Society  of  the  State  of  New  York  sponsor  the 
proposed  United  Medical  Service  dinner. 

Report  of  the  Executive  Officer 

Dr.  Robert  R.  Hannon  reported  that  the  scien- 
tific meetings  of  the  Fourth,  Sixth,  Seventh,  and 
Eighth  District  Branches  had  been  held  and  that  the 
First,  Second,  Third,  and  Ninth  District  Branch 
meetings  were  scheduled. 

Regarding  national  legislation,  he  reported  the 
elimination  by  the  Senate  of  medical  education  bill 
S.  837  and  the  defeat  of  the  Ecton  amendment  to 
H.R.  4478.  In  response  to  telegrams  supporting 
this  amendment,  Senator  Ives  had  expressed  regret 
that  it  had  not  been  passed  and  Senator  Lehman  had 
stated  “we  will  not  know  the  final  status  of  this 
particular  provision  (regarding  deduction  of  medical 
expenses  on  income  tax  reports)  until  the  conference 
report  on  the  entire  bill  is  ready  sometime  next 
week.” 

He  stated  that  Lieutenant  Governor  Moore  had 
asked  the  cooperation  of  the  Medical  Society  in  the 
passage  of  proposed  amendment  number  four  to  the 
State  Constitution.  This  amendment  changes 
financing  of  the  Thruway  so  as  to  save  taxpayers 
several  million  dollars. 

After  discussion,  it  was  voted  that  this  information 
be  sent  to  all  county  medical  societies  and  woman’s 
auxiliaries,  asking  them  to  support  the  fourth 
amendment,  this  letter  to  be  composed  by  Public 
Relations  Committee  in  collaboration  with  Dr. 
Hannon. 

Reports  of  Committees 

Legislation. — Dr.  Joseph  A.  Geis,  chairman,  re- 
ported that  a meeting  of  the  committee  would  be 
held  during  the  ensuing  month,  when  subcommit- 
tees would  report  on  questions  referred  to  them  for 
study.  He  stated  that,  in  response  to  a request 
from  Mrs.  Slovak,  he  had  written  an  article  for 
The  Distaff  telling  what  matters  were  under  con- 
sideration by  subcommittees  but  that  he  had  not  at- 
tempted to  prophesy  what  the  Legislation  Commit- 
tee or  the  Council  would  do.  He  read  a letter  from 
Dr.  Ralph  R.  Scobey  of  Syracuse  stating  that  clini- 
cal research  regarding  poliomyelitis  is  hampered  by 
the  fact  that  “during  the  past  half  century,  polio- 
myelitis investigations  have  been  dominated  and 
controlled  by  the  laboratory  worker,  public  health 
officer,  and  epidemiologist.  One  theory  as  to  the 


cause  of  this  disease — the  infectious  theory — -has 
been  followed  exclusively,  and,  unfortunately,  it  has 
been  incorporated  into  the  public  health  law.”  Dr. 
Scobey  felt  that  correction  of  this  condition  was  “im- 
perative in  our  drive  for  freedom  of  medicine  from 
government  control”  and  that  Dr.  Geis,  as  chairman 
of  the  Legislation  Committee,  could  do  much  to 
bring  this  about. 

Dr.  Geis  requested  the  Council’s  advice  as  to  ac- 
tion to  be  taken  in  response  to  Dr.  Scobey’s  letter. 
After  discussion,  the  portion  of  Dr.  Geis’s  report 
pertaining  to  Dr.  Scobey’s  letter  was  ordered 
placed  on  file. 

Constitution  and  Bylaws. — Dr.  Anderton  stated 
that  Dr.  F.  W.  Williams,  the  chairman,  had  been  un- 
avoidably detained  and  reported  as  follows: 

“A  new  constitution  and  bylaws  for  the  Medical 
Society  of  the  County  of  Suffolk  was  submitted. 
It  was  perused  carefully  by  your  secretary  and  sub- 
mitted to  Counsel,  in  whose  office  it  was  rewritten. 
This  revision  has  been  studied  by  each  member  of 
the  Constitution  and  Bylaws  Committee  and  is  rec- 
ommended in  its  present  form  by  them  for  approval 
of  the  Council.  It  is  several  pages  long.  I would 
suggest  that  the  Council  omit  having  it  read  and  ac- 
cept the  report  of  the  committee  approving  it.” 
Approval  was  voted. 

Dr.  Anderton  continued:  “The  committee  also 
wishes  to  report  that  the  bylaws  of  the  First  District 
Branch  are  under  consideration.  I move  we  ac- 
cept this  as  a progress  report.” 

The  report  was  accepted. 

Convention. — Dr.  Thurman  B.  Givan,  chairman, 
stated:  “Correspondence  has  developed  that  the 

1953  convention  cannot  be  held  in  Syracuse.  That 
will  necessitate  going  to  Buffalo,  and  we  would  like 
authorization  for  that,  from  the  Council.” 
Authorization  was  voted. 

Emergency  Preparedness. — Dr.  John  J.  Master- 
son,  chairman,  stated  that  at  a meeting  on  October 
10  of  the  Medical  Advisory  Committee  and  the 
Medical  Preparedness  Committee,  General  Hueb- 
ner,  the  new  chairman  of  the  State  Civil  Defense 
Commission,  had  presented  a very  pessimistic  re- 
port of  what  might  happen.  Dr.  Masterson  stated 
that  during  the  month  Dr.  Kenney  had  requested 
the  secretaries  of  component  societies  to  obtain  a 
sufficient  number  of  necessary  loyalty  cards  so  that 
all  the  doctors  in  the  State  could  be  enrolled  for  civil 
defense.  In  view  of  the  fact  that,  throughout  the 
State,  registration  for  this  work  on  the  part  of  the 
medical  profession  was  not  sufficient,  he  suggested 
that  a meeting  of  chairmen  of  county  society  civil 
defense  committees  be  held  at  Albany  on  the  morn- 
ing of  November  1.  The  purpose  of  the  meeting 
would  be  to  establish  the  necessity  of  having  a civil 
defense  program  in  each  locality  and  each  county. 
The  committee  requested  the  Council  to  recommend 
to  the  Board  of  Trustees  the  assuming  of  the  expense 
of  attendance  at  this  meeting  of  a representative  of 
each  county  society  civil  defense  committee. 

It  was  voted  that  a meeting  of  the  civil  defense 
representatives  from  county  societies  be  held  in 
Albany  on  November  1,  in  conjunction  with  the 
Secretaries’  Conference,  and  that  the  Board  of 
Trustees  be  asked  to  appropriate  a sum  not  to  ex- 
ceed $1,000  to  cover  the  expenses. 

Hospital  and  Professional  Relations. — Dr.  Har- 
old F.  R.  Brown,  chairman,  stated  he  would  like  to 
have  the  Council  approve  publication  of  the  annual 
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report  of  the  committee,  which  was  read  in  executive 
session  of  the  House  of  Delegates  last  May. 

After  discussion,  the  Chair  announced  that  the  re- 
port would  be  mimeographed  and  circulated  to  all 
members  of  the  Council  for  careful  study. 

Medical  Licensure  and  Medical  Service. — Dr. 
Leo  E.  Gibson,  chairman,  reported:  “The  com- 

mittee was  sent  the  material  on  the  General  Practi- 
tioner Award  of  the  year.  We  had  the  names  of 
nine  doctors  submitted  from  various  counties,  as 
follows:  Dr.  Joseph  Purcell,  Saratoga;  Dr.  Robert 
E.  DeCeu,  Erie;  Dr.  Joseph  Vigeant,  Dutchess; 
Dr.  Mary  Ross,  Broome;  Dr.  E.  V.  R.  Gillette, 
Schenectady;  Dr.  Benjamin  Allison,  Nassau; 
Dr.  Marshall  Latcher,  Otsego;  Dr.  Bernard  Oppen- 
heimer,  New  York,  and  Dr.  Percy  G.  Waller, 
Greene. 

“Last  year  the  committee  thought  that  members 
of  the  American  College  of  Physicians  were  dis- 
qualified for  this  award,  and  there  are  two  such  on 
here,  Oppenheimer  and  I have  forgotten  the  other 
one.  Dr.  Mary  Ross  is  a pediatrician.  So  that 
left  us  with  six. 

“Your  committee  recommends  to  the  Council  the 
choice  of  Dr.  Percy  G.  Waller  of  Greene  County. 
He  has  practiced  medicine  continuously  for  fifty- 
seven  years  in  New  Baltimore.  This  remark  seems 
to  qualify  him:  ‘As  a general  practitioner  he  enu- 
cleated an  eye  in  a boy  at  his  home  and  then  later 
selected  and  matched  in  color  an  artificial  eye  from  a 
tray  of  fifty  eyes,  operated  for  a fractured  skull  from 
the  kick  of  a horse,  and  cared  for  several  cases  of 
pneumonia — at  the  same  time.’  I think  a recent 
photograph  which  he  submitted  shows  how  he  looks 
the  part. 

“I  move  the  name  of  Percy  G.  Waller  be  submitted 
to  the  A.M.A.  as  the  New  York  State  candidate  for 
general  practitioner  of  the  year. 

It  was  so  voted. 

It  was  voted  that  Dr.  Waller  be  invited  as  a guest 
of  the  Society  to  attend  the  annual  meeting  and 
banquet,  to  make  a speech,  and  that  the  ex- 
penses of  his  trip  be  paid. 

Office  Administration  and  Policies. — Dr.  Fenwick 
Beekman,  chairman,  stated  there  had  been  a meet- 
ing of  the  committee  on  October  10,  1951,  at  which 
matters  of  importance  had  been  discussed. 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  reported  his  attendance  at  a 
meeting  of  the  Sixth  District  Branch  at  Margaret- 
ville  and  at  a meeting  of  the  Fourth  District  Branch 
in  Schenectady.  He  stated  that,  since  May  31, 
17  postgraduate  lectures  or  teaching  days  had  been 
arranged  in  14  counties. 

With  the  agenda  Dr.  Curphey  had  submitted  a re- 
port of  a joint  meeting  of  the  committee  with  rep- 
resentatives of  the  State  Health  Department  on 
September  12.  Three  matters  discussed  at  the 
joint  meeting  were  particularly  called  to  the  atten- 
tion of  the  Council  and  were  discussed  and  acted 
upon. 

Specialists’  Roster,  Now  Designated  “ Public  Health 
Consultants’  List”. — Dr.  Curphey  outlined  the  ob- 
ections  which  had  been  made  to  the  Specialists’ 
Roster  of  the  New  York  State  Department  of 
rlealth  and  the  steps  which  had  been  taken  to  meet 
Lem.  Objection  had  been  taken  to  (1)  the  name 
‘Specialists’  Roster,”  (2)  the  fact  that  such  a list 
vas  maintained,  and  (3)  the  fact  that  applications  of 
>ersons  who  “did  not  meet  with  the  preliminary  re- 
luirements  stated  in  the  application  form  in  respect 
o a formal  training  by  means  of  residency”  were  re- 


ferred to  a subcommittee  of  the  Public  Health  and 
Education  Committee  for  advice  as  to  whether  or 
not  they  were  acceptable. 

A meeting  had  been  held  in  Buffalo  in  the  spring 
which  was  attended  by  representatives  of  the  State 
Health  Department  and  the  Public  Health  and 
Education  Committee,  officers  of  this  Society,  and  a 
special  committee  representing  the  Medical  Society 
of  the  County  of  Erie.  At  that  meeting,  the  min- 
utes of  which  were  submitted  to  the  Council  on  May 
31,  1951,  it  was  agreed  (1)  to  change  the  name  to 
Public  Health  Consultants’  List  and  (2)  that  appli- 
cations regarding  which  there  was  any  question 
were  to  be  referred  first  to  the  appropriate  county 
society  and  were  to  go  to  the  State  Society’s  advisory 
subcommittee  only  if  the  county  society’s  recom- 
mendation was  rejected  by  the  Health  Department. 

This  agreement  was  embodied  in  a memorandum 
issued  by  Dr.  I.  Jay  Brightman  during  the  summer. 

Further  discussion  of  the  subject,  however,  was 
scheduled  for  the  joint  meeting  on  September  12. 
At  that  meeting  Dr.  Curphey  had  read  a letter  from 
Dr.  Herbert  H.  Bauckus  in  which,  in  response 
to  a request  for  his  opinion,  he  stated  that  the 
term,  “public  health  consultant,”  is  not  descriptive 
of  the  physicians  listed,  that  a roster  is  still  being 
maintained,  that  specialists’  qualifications  should  be 
judged  only  by  voluntary  associations  of  physicians, 
that  the  responsibilities  of  the  Department  of  Health 
extend  beyond  the  group  of  patients  for  whom  this 
list  is  maintained,  and  that  the  method  of  compiling 
the  list  is  extremely  detailed.  It  was  agreed,  how- 
ever, at  the  meeting  of  September  12  that  the  re- 
vised plan  had  been  accepted  by  all  the  participants 
at  the  April  meeting  and  that  it  would  be  recom- 
mended to  the  Council  for  acceptance  but  should  be 
given  a year’s  trial  before  final  endorsement  by  the 
State  Society. 

Dr.  Curphey  then  read  to  the  Council  a letter  of 
October  9,  1951,  from  Dr.  Joseph  C.  O’Gorman. 
Dr.  O’Gorman  stated  that  as  a result  of  objections 
raised  by  the  Erie  County  Society  in  December, 
1950,  the  State  Department  of  Vocational  Re- 
habilitation had  discontinued  its  use  of  the  Health 
Department’s  roster  and  had  accepted  workmen’s 
compensation  ratings.  In  view  of  the  Health  De- 
partment’s contention  that  special  qualifications 
were  required  for  physical  restoration  of  handi- 
capped children,  the  Medical  Society  of  the  County 
of  Erie  had  intended  to  introduce  a resolution  on  the 
subject  in  the  1951  House  of  Delegates.  The  resolu- 
tion had  been  withheld  following  the  April  meeting 
because,  after  objection  by  the  Erie  County  com- 
mittee that  the  roster  was  essentially  a compilation 
of  board-certified  men,  “Dr.  Hilleboe  explicitly 
promised  to  discontinue  the  formal  rating  of  physi- 
cians and  the  maintenance  of  a roster  of  State 
Health  Department  rated  physicians.”  Dr.  O’Gor- 
man asked  that  the  question  of  approval  of  the  ros- 
ter be  placed  before  the  House  of  Delegates. 

Dr.  Curphey  suggested  that  Dr.  Bauckus  be  re- 
quested to  present  the  official  stand  of  his  committee. 

Dr.  Bauckus  then  stated  that  the  stand  taken  by 
the  Erie  County  Society  had  the  approval  of  all  of 
the  Eighth  District  Branch  county  societies,  that  no 
one  present  at  the  April  28  meeting  was  authorized 
to  make  an  agreement  either  for  the  Medical  Society 
of  the  County  of  Erie  or  for  the  Medical  Society  of 
the  State  of  New  York,  and  that  he  had  attended 
that  meeting  expecting  that  the  results  of  its  dis- 
cussion would  be  presented  to  the  House  of  Dele- 
gates. Displaying  a long  form  of  “Application  for 
Enrolment  as  a Public  Health  Consultant”  issued 
by  the  Health  Department,  he  stated  that  study  of 
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the  form  was  necessary  before  the  Council  could 
know  what  it  was  being  asked  to  approve. 

After  further  discussion,  it  was  voted  to  accept  the 
revised  method  of  procedure  with  regard  to  the 
compilation  and  maintenance  of  the  public  health 
consultants’  list  of  the  New  York  State  Depart- 
ment of  Health  with  the  provision  that  this 
method  should  be  given  a year’s  trial  before  final 
endorsement  by  the  State  Medical  Society. 

Dr.  Harold  Brown  voted  in  the  negative. 

At  Dr.  Curphey’s  request  Dr.  Wertz  reported  on 
meetings  of  the  Citizens  Council  of  the  State  of  New 
York,  particularly  a meeting  in  September  at  which 
a group  of  individuals  connected  with  a number  of 
social  agencies  and  professional  organizations  in  the 
State  had  agreed  upon  the  following  preamble  to  a 
statement  of  the  objectives  of  a State  Health  Coun- 
cil: 

“In  the  effort  to  improve  the  health  of  our  citi- 
zens the  fundamental  need  is  to  get  people  to  rec- 
ognize health  as  an  essential  need  of  total  com- 
munity life.” 

The  group  had  attempted  to  define  the  scope  of  a 
State  Health  Council,  had  discussed  specific  objec- 
tives and  structure,  and  had  appointed  a committee 
to  compile  “a  list  of  organizations  and  individ- 
uals ....  who  will  be  invited  to  participate  in  the 
meeting  ....  to  actually  formulate  ....  a New  York 
Citizens  Health  Council.”  As  a member  of  the 
committee,  he  expressed  the  hope  that  this  Society 
would  be  invited  to  participate  in  the  November 
meeting.  He  stated  that  the  idea  of  a State  Health 
Council  had  been  approved  by  the  House  of  Dele- 
gates but  that  action  had  not  been  taken  due  to  the 
outbreak  of  the  Korean  war. 

It  was  voted  that  the  Medical  Society  of  the  State 
of  New  York  agree  to  work  with  the  Citizens 
Council  of  New  York  State  in  initiating  a State 
Health  Council  and  that  Dr.  Wertz  be  empowered 
to  represent  the  State  Society  to  that  end. 

Blood  Banks. — Dr.  Curphey  stated  that  associa- 
tions of  blood  banks  had  been  formed  in  several 
states,  that  the  1951  House  of  Delegates  had  ap- 
proved the  formation  of  such  an  association  in  New 
York  State,  and  that,  upon  Dr.  Lester  Unger’s  re- 
turn to  the  country,  a meeting  would  be  held  for  that 
purpose. 

It  was  voted  that  the  Council  sponsor  the  forma- 
tion of  a State  association  of  blood  banks. 

The  report  was  adopted  as  a whole. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, submitted  the  following  report:  A successful 
conference  of  public  relations  chairmen  of  county 
medical  societies  was  held  at  the  State  Society’s 
office  on  September  13.  The  meeting  was  attended 
by  approximately  30  physicians.  A kit,  specially 
prepared  by  the  Public  Relations  Bureau,  “Public 
Relations  Kit  for  County  Medical  Societies,”  was 
distributed,  and  public  relations  projects  contem- 
plated for  the  future  were  explained.  The  kit  has 
been  forwarded  to  the  A.M.A.  for  inclusion  in  its 
PR  Doctor. 

Among  those  in  attendance  were  Dr.  Edward  T. 
Wentworth,  president-elect,  and  Dr.  David  Fertig, 
chairman  of  the  new  session  on  public  relations.  At 
a dinner  following  the  conference,  Dr.  J.  Stanley 
Kenney,  president,  and  Dr.  W.  P.  Anderton,  secre- 
tary, spoke  briefly,  while  Dr.  George  Schwartz,  of 
the  Council  Committee  on  Public  Relations,  acted 
as  toastmaster. 

Two  important  motions  were  adopted  at  this  con- 


ference. The  conference  voted  to  empower  Dr. 
Winslow  to  obtain  the  necessary  authority  to  contact 
each  county  president  for  a list  of  key  persons  in 
his  county  for  use  in  an  emergency.  The  inten- 
tion of  the  motion  was  to  have  available  a list  of  five 
or  ten  per  cent  of  the  membership  who  could  be  con- 
tacted quickly  in  cases  such  as  approving  or  dis- 
approving legislative  matters.  This  motion  is  sub- 
mitted to  the  Council  with  the  suggestion  that  spe- 
cific approval  be  given  by  the  chairman  of  the  Legisla- 
tion Committee  because  that  committee  will  be  in- 
timately involved  in  this  matter. 

The  second  motion  adopted  was  that  the  con- 
ference endorsed  in  principle  the  concepts  of  “com- 
munity clinics”  in  cooperation  with  the  local  cham- 
bers of  commerce  and  that  further  implementation 
be  left  with  the  local  county  medical  society.  The 
“community  clinic”  is  a new  public  service  project, 
recently  inaugurated  in  the  Bronx,  whereby  the 
county  medical  society,  the  chamber  of  commerce, 
and  other  civic  organizations  join  together  to  pro- 
mote the  welfare  of  the  community.  This  motion 
is  also  submitted  to  the  Council  for  its  approval. 

With  the  renewal  of  the  annual  district  branch 
meetings  in  various  parts  of  the  State,  the  Public  Re- 
lations Bureau  prepared  news  releases.  Represent- 
atives of  the  Public  Relations  Bureau,  including 
Mr.  Miebach,  Mr.  Tracey,  Mr.  Messinger,  and  Mr. 
Walsh,  attended  the  Fourth,  Fifth,  Sixth,  Seventh 
and  Eighth  Branch  meetings.  By  working  with  local 
newsmen,  excellent  coverage  by  news  items  and 
photographs  was  obtained. 

Another  new  field  representative  was  added  to  the 
staff  in  late  September,  Mr.  A.  Townsend  Brown, 
who  will  be  assigned  to  counties  within  the  Fifth 
and  Sixth  District  Branches.  In  accordance  with  a 
new  assignment  of  territories,  Mr.  A.  Carl  Messinger 
will  cover  the  western  part  of  the  State,  the  county 
medical  societies  within  the  Seventh  and  Eighth 
District  Branches.  Mr.  Tracey’s  area  will  include 
the  Second  and  Fourth  District  Branches,  while  Mr. 
Walsh  will  be  detailed  to  the  county  medical  socie- 
ties in  the  Third  and  Ninth  District  Branches.  The 
First  District  Branch  county  medical  societies  will  be 
covered  by  special  assignment  of  field  representa- 
tives. 

Reports  from  officials  at  the  Saratoga  Spa,  where 
the  State  Medical  Society’s  exhibit  entitled,  “Serv- 
ing Your  Doctor  To  Better  Serve  You,”  had  been  dis- 
played for  the  second  year,  showed  that  a record- 
breaking  86,174  persons  visited  the  Hall  of  Springs 
during  the  summer.  The  reports  also  indicated  that 
the  exhibit  was  favorably  received  by  the  public. 

Mr.  Miebach  traveled  to  Chicago,  on  October  3, 
to  attend  a conference  of  the  Advisory  Committee 
to  the  Bureau  of  Public  Relations  of  the  American 
Medical  Association,  of  which  he  is  a member. 

The  Public  Relations  Bureau  assisted  the  Wom- 
an’s Auxiliary  in  preparation  of  “Ladder  to  Aux- 
iliary Success.”  The  48-page  brochure  contains  the 
program  for  the  coming  year.  It  will  be  presented 
at  the  fall  conference  of  the  Woman’s  Auxiliary  at 
West  Point,  October  14  to  17.  The  Bureau  also 
helped  in  preparation  of  the  fall  issue  of  The  Distaff, 
publication  of  the  Woman’s  Auxiliary. 

Mr.  Walsh  conferred  with  Dr.  John  Scudder, 
chairman,  Blood  Bank  Subcommittee,  and  Mrs. 
Louis  Harris,  chairman  of  the  Medical  Defense 
Committee  of  the  Woman’s  Auxiliary.  The  purpose 
of  this  conference  was  to  discuss  a program  for  re- 
cruiting young  women  to  take  courses  in  blood  typ- 
ing. 
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Although  all  the  county  medical  societies  that  had 
requested  questionnaires  on  why  members  do  not  at- 
tend meetings  have  not  yet  returned  their  findings,  a 
preliminary  analysis  by  Dr.  Joseph  L.  Kiley,  mem- 
ber of  the  Committee  on  Public  Relations,  assisted 
by  the  Public  Relations  Bureau,  reveals  definite 
trends.  In  general,  most  members  are  not  entirely 
satisfied  with  the  kind  of  meetings  now  being  con- 
ducted and  made  concrete  suggestions  for  improv- 
ing them. 

Dr.  Winslow  stated:  “There  are  three  points  in 
this  report  that  need  consideration  by  the  Council. 
One  was  that  the  chairman  of  the  Public  Relations 
Committee  be  empowered  to  obtain  the  necessary 
authority  to  contact  each  county  president  for  a fist 
of  key  persons  for  use  in  an  emergency.  The  in- 
tention of  the  motion  was  to  have  available  a list  of 
five  or  ten  per  cent  of  the  membership  who  could  be 
contacted  quickly  in  cases  such  as  approving  or  dis- 
approving legislative  matters.” 

It  was  voted  that  this  be  done. 

“The  second  motion  is  that  the  conference  en- 
dorsed in  principle  the  concepts  of  community 
clinics  in  cooperation  with  the  local  chambers  of 
commerce,  and  that  further  implementation  be  left 
with  the  local  county  medical  society.” 

Approval  was  voted. 

“The  third  point  involves  the  question  whether 
the  Medical  Society  of  the  State  of  New  York 
should  join  the  State  Chamber  of  Commerce.  I 
move  that  it  should.” 

It  was  voted  to  refer  this  motion,  and  the  President 

referred  the  matter  to  the  Planning  Committee 

for  Medical  Policies. 

The  report  was  adopted  as  a whole. 

Publication. — Dr.  George  W.  Kosmak,  chairman, 
stated  that  arrangements  were  being  made  with  the 
West  Virginia  Paper  Company  which  would  guar- 
antee a full  year’s  supply  of  paper  for  the  Journal. 
He  also  referred  to  the  fact  that  the  Mack  Printing 
Company  had  informed  the  committee  of  an  increase 
of  10  per  cent  in  printing  costs  October  1,  1951.  He 
stated  that  since  February  1,  1944,  there  had  been 
an  increase  in  production  costs  on  the  dollar  basis 
from  $1  to  $1.82.  This  means  the  Journal  cost 
82  per  cent  more  in  1951  than  in  1944. 

It  was  voted  to  accept  the  report. 

War  Memorial. — Dr.  Fenwick  Beekman,  chair- 
man, reported  that  during  the  year  October,  1950, 
to  October,  1951,  the  War  Memorial  Fund  had  paid 
a total  of  $5,500  in  benefits  to  nine  college  students 
and  one  secondary  school  student.  Payments  to 
date  have  been  made  entirely  from  income  of  invest- 
ments. He  stated  that  during  the  year  October, 
1951,  to  October,  1952,  payments  would  be  made 
to  three  additional  beneficiaries,  two  of  whom  had 
entered  college  this  fall  while  the  other,  already  a 
student  at  Vanderbilt  University  School  of  Medi- 
cine, belonged  to  a family  only  recently  included  in 
the  list  of  beneficiaries.  Expenditure  for  the  year 
may  therefore  amount  to  as  much  as  $7,500.  'How- 
ever, it  is  believed  that  one  student  may  not  return 
to  school  this  fall.  He  reported  that  he  had  re- 
ceived many  expressions  of  gratitude. 

Workmen’s  Compensation. — Dr.  John  J.  H. 
Keating,  chairman,  requested  Dr.  Kaliski  to  give  a 
summary  of  his  report  and  stated  that  there  were  no 
recommendations. 

Dr.  Kaliski  referred  to  four  resolutions  of  the 
1951  House  of  Delegates  which  had  to  do  with  in- 


surance report  forms  and  with  medical  reports  to 
employers  and  which  were  referred  by  the  Council 
to  the  Economics  Committee  (see  pages  2272  and 
2273  of  the  New  York  State  Journal  of  Medi- 
cine, October  1,  1951).  With  regard  to  the  resolu- 
tion entitled  “Confidential  Information  in  Insurance 
Forms,”  Section  189  of  the  Minutes  of  the  Annual 
Meeting,  Dr.  Kaliski  stated  he  had  informed  Dr. 
Wertz  and  Dr.  Azzari  that,  at  present  “so  far  as  the 
provisions  of  the  Workmen’s  Compensation  Law 
apply,  there  is  no  privilege  under  the  statute.  Re- 
port forms  require  the  giving  of  pertinent  informa- 
tion and  specific  statements  as  to  past  history  involv- 
ing the  accident  or  occupational  disease.  The 
Workmen’s  Compensation  Board  attempts  to  keep 
the  files  confidential,  but  they  are  open  to  all  in- 
terested parties,  such  as  employers  and  carriers,  or 
attorneys  representing  claimants.” 

Whether  or  not  this  applies  to  report  forms  sup- 
porting claims  under  the  Disability  Benefits  Law 
would,  he  stated,  depend  on  court  decisions  inter- 
preting the  provision  that  only  a physician  author- 
ized under  the  Workmen’s  Compensation  Law  can 
certify  to  an  illness.  If  the  courts  hold  that  there 
is  no  organic  relationship  between  the  two  laws, 
“the  question  of  specific  information  as  to  the  na- 
ture of  the  illness  would  then  only  arise  in  the  event 
of  a disputed  claim  when  testimony  of  the  attending 
physician  would  be  required.” 

Dr.  Kaliski  stated  further  that  “under  date  of 
September  21,  1951  ....  a petition  had  been  sent  to 
the  chairman  of  the  Workmen’s  Compensation 
Board”  requesting  “a  special  fee  schedule  for  pa- 
tients requiring  rehabilitation.”  Appended  to  the 
fee  schedule  were  statements  regarding  the  increas- 
ing complexities  of  the  services  rendered,  the  in- 
creased cost  of  living,  and  the  inadequacy  of  the  8 
per  cent  increase  allowed  on  May  1,  1951.  Accom- 
panying the  petition  was  an  excerpt  from  a report  of 
the  Committee  on  Economics  of  the  American  Con- 
gress for  Physical  Medicine,  in  which  the  chairman, 
Dr.  William  Bierman,  stated  that  the  specialty  is  not 
attracting  a sufficient  number  of  young  doctors.  He 
attributed  this  fact  to  the  inadequacy  of  fees,  citing 
as  an  example  the  New  York  State  Workmen’s 
Compensation  fees.  He  stated  that  much  work- 
men’s compensation  and  other  insurance  rehabilita- 
tion work  is  carried  on  by  unskilled  practitioners, 
and  that,  realizing  the  high  total  cost  of  such  treat- 
ment, some  insurance  companies  have  voluntarily 
paid  more  than  the  established  minimum  fee  sched- 
ule. 

Dr.  Kaliski  stated  that  neither  he  nor  Dr.  Keating 
had  had  prior  knowledge  of  the  fact  that  such  a peti- 
tion was  to  be  made  and  that  it  had  not  been  con- 
sidered by  the  Workmen’s  Compensation  Commit- 
tee, but  that  copies  were  being  sent  to  the  members 
of  the  committee  for  study  and  discussion. 

A resolution  of  the  1951  House  of  Delegates  that 
roentgenology  be  specifically  included  in  the  defini- 
tion of  the  practice  of  medicine  (Section  170,  Min- 
utes of  the  Annual  Meeting)  was  referred  by  the 
Council  to  the  Legislation  and  Workmen’s  Com- 
pensation Committees.  Dr.  Kaliski  stated  that, 
although  the  Legislation  Committee  has  never 
sanctioned  attempts  to  change  the  Medical  Practice 
Act,  the  Workmen’s  Compensation  Committee  has 
recommended  specific  inclusion  of  roentgenology, 
anesthesiology,  pathology,  and  physical  medicine. 
He  quoted  an  amendment  to  the  law  in  the  State  of 
California  which  gives  an  extensive  definition  of  the 
words  “diagnose”  and  “diagnosis”  and  states,  “The 
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terms  shall  specifically  include  the  taking  of  a per- 
son’s blood  pressure  and  the  use  of  mechanical  de- 
vices or  machines  for  the  purpose  of  representing  to 
any  person  any  conclusion  with  respect  to  such  per- 
son’s physical,  mental,  or  nervous  condition.” 

He  expressed  the  opinion  that  similar  expansion  of 
paragraph  4,  Section  6501  of  the  Education  Law  of 
the  State  of  New  York  “would  exclude  from  the 
practice  of  medicine  not  only  cultists,  but  all  in- 
dividuals or  corporations,  such  as  hospitals”  and 
stated,  “a  review  of  the  proceedings  of  the  Joint 
Committee  of  the  New  York  State  Hospital  Asso- 
ciation and  the  Workmen’s  Compensation  and 
other  committees  would  indicate  the  extent  to 
which  this  problem  was  studied.” 

The  House  of  Delegates  also  adopted  recom- 
mendations (Section  133,  Minutes  of  the  Annual 
Meeting)  which  were  similarly  referred.  With  re- 
spect to  these  recommendations,  Dr.  Kaliski  re- 
ported that  the  committee  recommended  no  steps 
be  taken  at  present  toward  obtaining  the  services  of 
an  actuarial  consultant,  that  attempts  were  being 
made  to  secure  increased  fees  for  general  practi- 
tioners and  the  use  of  the  symbol  M-17  to  designate 
thoracic  surgeons,  and  that  the  Workmen’s  Com- 
pensation Board  had  again  been  urged  to  supply  a 
sufficient  number  of  report  forms.  He  recom- 
mended that  physicians  who  do  not  have  sufficient 
forms  be  advised  to  supply  the  necessary  informa- 
tion on  their  letterheads  until  such  forms  are  avail- 
able. 

Dr.  Kaliski  reported  his  attendance  on  September 
15, 1951,  at  a meeting  of  the  Advisory  Committee  of 
the  Workmen’s  Compensation  Board  which  con- 
sidered a series  of  articles  in  the  New  York  Times  of 
September  10,  11,  and  12,  1951.  These  articles  at- 
tempted to  fix  responsibility  for  the  high  cost  of 
compensation  insurance  in  New  York  and  New  Jer- 
sey and  seemed  to  indicate  that  it  was  due  to  liberal 
decisions  on  the  part  of  referees  and  of  the  courts. 
He  reported  that  at  the  meeting  Miss  Mary  Donlon 
had  “evinced,  a desire  to  have  brought  to  her  atten- 
tion any  evidence  of  improper  administration  by  ref- 
erees or  others  concerned  with  the  adjudication  of 
claims.”  Miss  Donlon  is  inaugurating  a study  “of 
the  relative  costs  in  all  states  having  laws  similar  to 
ours,  in  an  effort  to  determine  whether  in  New 
York,  in  the  light  of  benefits  provided,  the  costs  are 
higher  than  elsewhere  for  similar  benefits.” 

Referring  to  a large  increase  in  the  number  of  ac- 
cidents reported  for  the  first  six  months  of  1951,  Miss 
Donlon  stated  that  workers  should  be  instructed  in 
how  to  avoid  certain  types  of  injuries  such  as  her- 
nias and  back  injuries  and  requested  the  cooperation 
of  the  medical  profession,  especially  of  orthopedic 
surgeons,  in  providing  such  instruction.  Dr.  Kal- 
iski stated  that  this  suggestion  would  receive  con- 
sideration by  the  committee.  Dr.  Kaliski  had  called 
the  attention  of  the  Advisory  Committee  to  re- 
peated recommendations  by  the  State  Medical 
Society  that  claimants  be  referred  promptly  “to  es- 
pecially qualified  physicians  or  panels  of  physicians 
appointed  by  the  chairman  of  the  Workmen’s 
Compensation  Board  for  examination  to  decide  any 
controversy  concerning  the  necessity  for  further 
medical  care  or  of  disputes  over  the  type  of  treat- 
ment to  be  rendered  in  a given  case.” 

He  stated:  “The  routine  work  of  the  Bureau  has 
been  normal.  A meeting  of  the  Workmen’s  Com- 
pensation Committee  will  be  called  before  the  end 
of  the  year.  The  question  of  sharing  of  workmen’s 
compensation  fees  by  groups  is  under  consideration 


and  has  been  referred  to  the  chairman  of  the  Work- 
men’s Compensation  Board  for  consideration.” 

It  was  voted  to  accept  the  report. 

Unfinished  Business 

Dr.  Masterson,  chairman  of  the  Special  Commit- 
tee for  Finding  New  Office  Space,  reported  regard- 
ing several  possible  locations,  including  the  leasing 
of  additional  space  at  our  present  location,  292  Madi- 
son Avenue.  The  committee  felt  that  the  8,000 
square  feet  on  the  19th  floor  at  386  Fourth  Avenue 
should  be  rented  promptly. 

It  was  voted  to  approve  the  report  of  the  committee 
and  to  recommend  to  the  Trustees  to  take  this 
space. 

New  Business 

Appointments. — A letter  was  received  from  Dr. 
Chas.  Gordon  Heyd  under  date  of  October  9,  1951, 
as  follows: 

“It  is  with  great  pleasure  that  I transmit  to  you 
the  list  of  names  for  the  approval  of  the  Medical 
Society  of  the  State  of  New  York  for  directors  of 
the  Physicians  Home,  terms  to  expire  in  1954: 
Gustave  Aufricht,  E.  M.  Bluestone,  Theodor  Blum, 
Wesley  C.  Bowers,  Chas.  Gordon  Heyd,  Julius 
Jarcho,  James  Craig  Joyner,  Shepard  Krech,  Adrian 
Lambert,  Jr.,  Duncan  Macpherson,  Walter  W.  Mott, 
John  H.  Nolan,  C.  P.  Oberndorf,  John  Randolph 
Page,  Douglas  Quick,  Beverly  Chew  Smith,  George 
T.  Strodl,  Joseph  Turner,  Irving  W.  Voorhees,  J. 
Miller  Walker,  Esq.,  and  Seymour  Wimpfheimer. 

It  was  voted  that  these  nominations  be  approved. 
The  President  requested  approval  by  the  Council 
of  the  following  appointments: 

Special  Committee  To  Find  a Successor  to  Dr. 
Hannon 

W.  P.  Anderton,  New  York  City 
Herbert  H.  Bauckus,  Buffalo 
Thomas  0.  Gamble,  Albany 
Special  Committee  To  Find  New  Office  Space 
John  J.  Masterson,  Brooklyn 
W.  P.  Anderton,  New  York  City 
Session  on  Physical  Medicine 

George  M.  Raus,  Syracuse,  secretary 
Cancer  Subcommittee 

Paul  R.  Ggrhardt,  Albany,  adviser 
Charles  S.  Cameron,  New  York  City,  adviser 
Approval  was  voted. 

It  was  voted  to  authorize  the  President  to  select  a 
committee  to  be  responsible  for  collecting  funds 
for  the  American  Medical  Education  Founda- 
tion. 

Contracts 

The  Council  recommended  to  the  Board  of  Trus- 
tees that  contracts  be  negotiated  with  Dr.  Kaliski 
and  Mr.  Farrell  for  the  ensuing  year. 

Investments. — Dr.  Dan  Mellen,  chairman  of  the 
Board  of  Trustees,  stated:  “A  number  of  years  ago 
the  House  of  Delegates  directed  that  not  more  than 
35  per  cent  of  the  portfolio  of  our  Society  be  in  com- 
mon stocks.  At  a meeting  on  September  26  the 
Investment  Committee  felt  that  due  to  the  infla- 
tionary trend  perhaps  this  was  obsolete,  so  they  rec- 
ommend that  now  not  more  than  50  per  cent,  of  our 
portfolio  be  invested  in  common  stocks  subject  to 
the  judgment  of  the  Board  of  Trustees.  I so 
move.” 

It  was  so  voted. 
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HALYCON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  Director 

Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drugs  and  alcohol  patients,  including  Occupational 
therapy,  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  7-0550  Write  for  illustrative  booklet. 


WEST  BIEL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 
For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


F A L K I R K 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1869 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


IN  ELMS 


A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.  D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *T«I.  2-1621 


HOLBROOK  MANOR  nhuSsmeg 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Separate  building  and  park  grounds  For  CONVALESCENTS 
Hypertensives  Arterio-sclerotics  Al  I Neurologica  I Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  fb,uct*n-m4harp. 


‘INTERPINES’ 

Goshen,  N.  Y. 


Phone  117 

Ethical — Reliable — Scientific 
Treating  Nervous  & Mental  Disorders 
BEAUTIFUL— QUIET— HOMELIKE 

FREDERICK  W.  SEWARD,  M.D.,  Director 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 


JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charga 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


Officers — County  Medical  Societies — 1951 

TOTAL  MEMBERSHIP  AS  OF  DECEMBER  15,  1951—22,942 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee. 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery. . 
Nassau 


New  York. . . . 
Niagara 


Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans .' 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond .... 
Rockland  .... 
St.  Lawrence. 

Saratoga 

Schenectady . . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins. . . . 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


President 

James  W.  Bucci Albany 

Edwin  F.  Comstock. Wellsville 
Abraham  J.  Fleischer. . .Bronx 
Ben.  L.  Matthews.Binghamton 
R.  A.  Loomis Ellicottville 

F.  L.  Okoniewski Auburn 

H.  A.  Nelson Jamestown 

G.  T.  Connelly Elmira 

M.  H.  Jacobi Norwich 

G.  C.  deGrandpre . . Plattsburg 

Harold  Levine Hudson 

W.  J.  Pashley Cortland 

R.  V.  Schatken Walton 

John  F.  Rogers.  .Poughkeepsie 

E.  T.  McGroder Buffalo 

F.  Clark  White. . . . Ray  Brook 

W.  A.  Gaspar Malone 

John  S.  Clemans . . Gloversville 

Richard  F.  Davis Batavia 

E.  B.  VanDeusen Catskill 

W.  J.  MacDonald Mohawk 

George  F.  Bock Watertown 

Samuel  Lubin Brooklyn 

Earle  E.  Barnes Lowville 

Ernest  Sanders Lima 

Lee  S.  Preston Oneida 

Joseph  A.  Lane Rochester 

Walter Dreyfuss. . .Amsterdam 
John  M.  Galbraith . Glen  Cove 


Arthur  M.  Master.  .New  York 

J.  T.  Markovitz 

North  Tonawanda 

Edwin  P.  Russell Rome 

William  E.  Pelow. . . .Syracuse 

H.  B.  Abbott Geneva 

Stiles  D.  Ezell ....  Middletown 

John  G.  Ellis Albion 

DeWitt  C.  Mead Fulton 

T.  C.  Goodwin . . . Cooperstown 

Ferdinand  Lehr Carmel 

Henry  I.  Fineberg Jamaica 

Helmer  P.  Howd Troy 

John  K.  Lucey . . . . St.  George 

Abraham  Schechner Nyack 

John  H.  Stauffer Canton 

M.  J.  Magovern Saratoga 

Harry  Miller Schenectady 

Franz  Konta. . . Richmondville 
Joseph  Y.  Roberts  WatkinsGlen 

Saul  Towers Seneca  Falls 

E.  J.  Stevens.  .Hammondsport 

A.  E.  Corwith . Bridgehampton 

Louis  Launer Liberty 

Frederick  K.  Shaw. . .Waverly 

J.  W.  Hirshfeld Ithaca 

Virgil  De  Witt New  Paltz 

Arthur  Davis Glens  Falls 

Leo  A.  Thume Fort  Ann 

John  L.  Pul  vino Clyde 

Henry  E.  McGarvey  Bronxville 
Selden  T.  Williams Attica 

B.  S.  Strait Penn  Yan 


Secretary 

Albert  Vander  Veer.  . .Albany 
Edward  W.  Briggs.  .Wellsville 

G.  B.  Gilmore Bronx 

N.  R.  Occhino. . .Johnson  City 

Fred  W.  Kehr Olean 

T.  D.  Stapleton Auburn 

Edgar  Bieber Dunkirk 

W.  J.  Cusick Elmira 

N.  C.  Lyster Norwich 

I.  Robert  Wood. . . .Plattsburg 

Roger  C.  Bliss Hudson 

John  E.  Eckel Cortland 

George  G.  Miles . . . Downsville 

A.  A.  Rosenberg. Poughkeepsie 
M.  J.  Kazmierczak. . . .Buffalo 
James  E.  Glavin..Port  Henry 

D.  H.  Van  Dyke Malone 

Kingston  Larner . . Gloversville 

G.  Henry  Knoll Leroy 

William  M.  Rapp Catskill 

H.  F.  Schwartz Salisbury 

C.  A.  Prudhon.  . . .Watertown 

A.  D.  Segal Brooklyn 

John  P.  Myers  . . Port  Leyden 

V.  I.  Bonafede Sonyea 

Felix  Ottaviano Oneida 

C.  Parnall Rochester 

Julius  Schiller Amsterdam 

Irving  Drabkin 

Rockville  Centre 

B.  W.  Hamilton New  York 

Charles  M.  Dake.Niagara  Falls 


D.  H.  Mac  Farland Utica 

W.  J.  Michaels Syracuse 

J.  A.  Stringham . . Canandaigua 

E.  C.  Waterbury. . .Newburgh 

Walter  Shifton Albion 

John  Rodger Fulton 

Elfred  L.  Leech Oneonta 

Garrett  Vink Brewster 

W.  Benenson Flushing 

I.  Strosberg Troy 

James  Poulton St.  George 

Robert  Yeager Pomona 

William  R.  Carson. . .Potsdam 

Claire  K.  Amyot Saratoga 

R.  E.  Isabella. . . .Schenectady 
Donald  R.  Lyon.  .Middleburg 
William  Tague.  .Montour  Falls 

Bruno  Riemer Romulus 

Rudolph  Shafer Corning 

Edwin  P.  Kolb Patchogue 

Deming  S.  Payne Liberty 

I.  N.  Peterson Owego 

H.  J.  Heinicke Ithaca 

B.  J.  Dutto Kingston 

Robert  Boyle Glens  Falls 

Denver  M.  Vickers . Cambridge 

Irving  M.  Derby Newark 

John  N.  Dill Yonkers 

P.  A.  Burgeson Warsaw 

Paul  C.  Johnson ....  Penn  Yan 


Treasurer 

Frances  Vosburgh Albany 

Kurt  Zinner Wellsville 

Charles  W.  Frank Bronx 

Martin  Weiss ....  Binghamton 

Joseph  E.  Anderson Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck Dunkirk 

L.  L.  Hobler Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

Roger  C.  Bliss Hudson 

Robert  Corey Cortland 

George  G.  Miles. . .Downsville 
A.  A.  Rosenberg. Poughkeepsie 

Walter  S.  Walls Buffalo 

James  E.  Glavin..Port  Henry 
A.  A.  Hartmann Malone 

• W.  H.  Raymond . . .Johnstown 

G.  Henry  Knoll Leroy 

M.  H.  Atkinson Catskill 

H.  F.  Schwartz Salisbury 

L.  Henderson Watertown 

H.  Mandelbaum ....  Brooklyn 
John  P.  Myers . . . Port  Leyden 

V.  I.  Bonafede Sonyea 

Anthony  J.  Zaia Oneida 

R.  E.  Delbridge ....  Rochester 
Phillip  Cortese. . . .Amsterdam 
Irving  Drabkin I 

Rockville  Centre 

Condict  W.  Cutler.  .New  York 

G.  N.  Miner 

North  Tonawanda 

Robert  C.  Hall Utica 

A.  Carl  Hofmann ....  Syracuse 

J.  A.  Stringham . . Canandaigua 
E.  C.  Waterbury. . .Newburgh 

Walter  Shifton Albion 

John  Rodger Fulton 

Elfred  L.  Leech Oneonta 

George  Steacy.Lake  Mahopac 

John  E.  Lowry Flushing 

John  Jaffarian Troy 

A.  Leikensohn  Mariners  Harbor 

M.  R.  Hopper Nyack 

Maurice  Elder Massena 

J.  Lebowich Saratoga 

Carl  F.  Runge . . . Schenectady 
Duncan  L.  Best. . .Middleburg 
William  Tague.  .Montour  Falls 

Bruno  Riemer Romulus 

Rudolph  Shafer Corning 

Warren  Eller Sayville 

Deming  S.  Payne Liberty 

I.  N.  Peterson Owego 

H.  B.  Wightman Ithaca 

H.  B.  Johnson Kingston 

C.  R.  Barber Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

Irving  M.  Derby Newark 

H.  J.  Dunlap.  . .New  Rochelle 

P.  A.  Burgeson Warsaw 

Paul  C.  Johnson. . . Penn  Yan 
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LOOKING  FOR  A PUBLI8HER7  Write  for  Free  Book- 
let MD  telling  how  we  oan  publish  your  book.  All  subjects 
considered.  New  authors  welcome.  Vantage  Press.  230 
W.  41,  New  York  18. 


COURSES 


Courses  in  HYPNOSIS,  physicians-dentists  only.  Classes 
Jan.  - Apr.  - Oct.  Information  JOHN  LEVBARG,  M.D., 
219  West  86th  St..  N Y.C.  EN2-6845. 


FOR  SALE 


Combined  house  and  fully  equipped  doctor’s  office  in  Suffern, 
N.  Y.  Fluroscope  and  E.  K.  G.  Recently  deceased.  Main- 
tained large  praotice.  Approved  hospital  in  town.  Mrs. 
E.  Kolack,  124  Washington  Ave.,  Suffern,  N.  Y.  Phone 
Suffern  5-0800. 


FOR  RENT 


Office,  well  equipped,  large  consultation  and  examining 
rooms,  faoing  Central  Park,  East.  Mornings  or  afternoons. 
Rates  reasonable,  Phone  BU  8-3378. 


FOR  SALE 


Good  rural  practice  (office  and  home  combined)  for  sale  in 
Western  New  York,  near  new  modern  Hospital  with  open 
staff.  Write  Box  134,  Genesee,  Pa. 


PROFESSIONAL  APARTMENT  FOR  RENT 


Apartment  for  dootor  opposite  a 3,000  family  cooperative 
development.  Located  Jackson  Heights.  For  information 
call  HAvermeyer  9-1488  PR  8-7056. 


FOR  SALE 


General  praotice,  equipment,  7 room,  modern  house  with  5 
room  attached  office,  % acre,  swimming  pool,  village  75  miles 
N.Y.C.,  $25,000.  Specializing.  Box  496,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times  ....  1.20 
6 Consecutive  times  ....  1.00 

12  Consecutive  times 90 

24  Consecutive  times 85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tiv©8  in  all  fields  of  medicine— young  physicians,  department 
heads,  nurses,  staff  personnel,  secretaries,  anaesthetists, 
dietitians,  and  technicians 

PabUoLa  — 

NEW  YORK  MEDICAL  EXCHANGE 

489  FIFTH  AVE.,  N.Y.C.  (AGENCY)  MURRAY  HILL  2-0676 


WANTED 


Wanted — General  Practitioner  under  35;  draft  exempt: 
capable  doing  obstetrics:  New  York  license;  join  two  man 
group;  town  of  12,000;  state  qualifications,  experience, 
references.  Box  498,  N.  Y.  St.  Jr.  Med. 


WANTED 


Assistant  or  associate,  experienced  in  internal  medicine 
and  pediatrics,  for  private  practice  and  clinical  research. 
Large  City  upstate  New  York.  Box  501,  N.  Y.  St.  Jr.  Med. 


ASSISTANT  SHIPS  WANTED 


JAN.  15  to  JUNE  15:  Surg.  resident  (29)  desires  Assistant- 

ship  or  Locum  Tenens.  Box  500,  N.  Y.  St.  Jr.  Med. 


COLLECTIONS 

For  members  of  the 
New  York  State  Medical  Society 

Write 

CRANE  DISCOUNT  CORPORATION 


Herald  Tribune  Bldg.  N.  Y.  18,  N.  Y. 

Established  1933 


MEDICAL  SOCIETY 
OF  THE 

STATE  OF  NEW  YORK 

1952 

ANNUAL  CONVENTION 

• House  of  Delegates 

• Annual  Meeting  and  Banquet 

• Teaching  Day 

• Scientific  Program 

• Scientific  Exhibits 

• Scientific  Motion  Pictures 

• Technical  Exhibits 

• Woman's  Auxiliary 

MAY  12  to  16,  1952 

HOTEL  STATLER,  NEW  YORK  CITY 
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B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 
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TWO  WEEK  MULTI-PROFESSIONAL 
INSTITUTE  IN  CEREBRAL  PALSY 

Dates:  January  21 -February  1,  1952 

Followed  By 

THREE  MONTH  POST  GRADUATE 
COURSE  IN  CEREBRAL  PALSY 

(limited  at  this  time  to  qualified  physicians, 
physical  and  occupational  therapists) 

Dates:  February  4- April  25,  1952 

A professional  statement  of  completion  will 
be  granted  by  Columbia  University  upon 
satisfactory  completion  of  the  three  months 
course. 

Sponsored  By 

The  Coordinating  Council  for  Cerebral  Palsy 
in  New  York  City,  Inc. 

In  Cooperation  With 

College  of  Physicians  & Surgeons,  Columbia 
University  and  the  various  diagnostic  and 
treatment  centers  of  Greater  New  York 
For  full  information  write 
Miss  Marguerite  Abbott,  Executive  Director 
Coordinating  Council  for  Cerebral  Palsy 
270  Park  Avenue,  New  York  17,  New  York 

LIMITED  NUMBER  OF  SCHOLARSHIPS  AVAILABLE 


Baautai 


Bandd 


WATCH  THE  CLASSIFIED  COLUMN  FOR 
BUSINESS  OPPORTUNITIES 
PAGE  2945 
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THE  1951  MEDICAL  DIRECTORY  IS  NOW  AVAILABLE 


For  complete  and  authoritative  data  on  physicians,  hospitals,  medi- 
cal society  and  administrative  officials  in  New  York  State,  the 
official  publication  of  the  Medical  Society  of  the  State  of  New  York 
is  an  invaluable  reference  volume. 


Be  sure  to  notice  the  many  added  features — Scientific  Information; 
Functions  and  Services  of  your  State  Society;  New  York  City  and 
State  Departments  of  Health;  New  York  State  Medical  Practice 
Act;  Workmen’s  Compensation  Rules  and  Procedures;  Narcotic 
Regulations;  Medical  Care  Insurance  Information;  Listings  of  Phar- 
maceutical  Suppliers,  Equipment  Suppliers,  Nursing  Homes,  and 
other  important  data,  all  included  for  the  first  time. 


NOTE:  All  member  physicians  in  good  standing  of  the  county 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 

THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  hs  general  diag- 
nosis are  available.  Surgical^  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 

THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 


Address  all  Communications  to  B.  A.  Watson,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 
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Sergeant  Charles  Turner,  of  Boston,  Massachu- 
setts— Medal  of  Honor,  Korea.  On  September  1,  1950,  near  Yongsan,  Korea, 
Sergeant  Turner  took  over  an  exposed  turret  machine  gun  on  a tank.  Despite 
fifty  direct  hits  on  the  tank,  he  stayed  by  his  gun  and  destroyed  seven  enemy 
machine  gun  nests  before  he  was  killed. 

You  and  your  family  are  more  secure  today  because  of  what  Charles  Turner  did 
for  you. 

Sergeant  Turner  died  to  keep  America  free.  Won’t  you  see  that  America  stays 
the  land  of  peace  and  promise  for  which  he  gave  his  life?  Defending  the  things 
he  fought  for  is  your  job,  too. 

One  important  defense  job  you  can  do  right  now  is  to  buy  United  States 
Defense*  Bonds  and  buy  them  regularly.  For  it’s  your  Defense  Bonds  that  help  keep 
America  strong  within.  And  out  of  America’s  inner  strength  can  come  power  that 
guarantees  security — for  your  country,  for  your  family,  for  you. 


Remember  when  you’re  buying  bonds 
for  defense,  you’re  also  building  a 
personal  cash  savings.  Remember,  too, 
if  you  don’t  save  regularly,  you  gen- 
erally don’t  save  at  all.  So  sign  up  in 


the  Payroll  Savings  Plan  where  you 
work,  or  the  Bond-A-Month  Plan 
where  you  bank.  For  your  country’s 
security,  and  your  own,  buy  United 
States  Defense  Bonds! 


*U.S.  Savings  Bonds  are  Defense  Bonds  - Buij  them  regularly! 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in 
cooperation  with  the  Advertising  Council  and  the  Magazine  Publishers  oj  America  as  a public  service. 
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When  you  recommend  Benzedrex  Inhaler  you  can  be  certain 
that  your  patients  will  be  grateful  . . . and  will  give  you 
complete  cooperation  between  their  treatments  in  your  office. 
Here  are  reasons  why  patients  accept  Benzedrex  Inhaler 
therapy  so  readily: 

1.  Convenient:  Benzedrex  Inhaler  is  easy  to  carry  in  pocket 
or  hand-bag  and  simple  to  use — at  work  or  at  play, 

at  home  or  away. 

2.  Pleasant  to  use:  Benzedrex  Inhaler  has  a clean,  medicinal 
odor.  It  is  agreeable  to  even  the  most  sensitive  nostrils. 

3.  Effective:  Benzedrex  Inhaler  provides  the  prompt  and 
satisfying  relief  from  nasal  congestion  that  patients  expect 
from  a product  recommended  by  their  doctor. 

Smith,  Kline  & French  Laboratories,  Philadelphia 

the  best  inhaler  ever  developed 
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Johnson,  Dr.  William  D.:  Memorial  Tribute,  3 
Journal:  Activities,  15,  17,  40,  92,  139,  184 
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Prescribed,  39,  172 

Coordination  of  County  and  State  Efforts: 

Early  Contact  with  Individual  Legislators,  15, 
164 

Report  to  Counties  bv  Executive  Officer,  38, 
169 

Supplementary  and  Reference  Committee  Re- 
ports, 10,  164 

Malpractice  Insurance  and  Defense  Board: 
Actuary’s  Report,  81 
Group  Plan: 

Changes  (Rates;  Regulations),  8,  81 
Endorsement  Recommended,  14,  15 
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Legislation:  Protection  of  Interns  and  Residents, 
68,  118 

Pilot  Program  Study,  8,  81 
Report  and  Reference  Committee  Report,  8,  81 
Martin,  Mr.  William  F.:  Remarks,  213 
Maternal  and  Child  Welfare:  Reference  Committee 
Report,  119 
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Medical  Economics:  Courses  in  Medical  Schools, 
31,  179 

Medical  Ethics,  29,  124 

Medical  film  Review:  Reference  Committee  Re- 
port, 102 

Medical  Practice  Act  (Education  Law)  Amend- 
ment, 25,  26,  27,  167,  170,  171 
Medical  Research:  Reference  Committee  Report, 

181 
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Committee  Report,  153 
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LIKE  TURNING  OFF  A TAP 


Bleeding  may  be  as  easily  controlled  as  the  flow  of  glucose,  plasma 
or  other  measures  used  to  repair  the  damage  of  hemorrhage  ...  if 
you  use  KOAGAMIN.  Unlike  vitamin  K — useful  only  where  prolonged 
prothrombin  time  is  a factor-  KOAGAMIN  acts  in  minutes.  In  such 
cases,  however,  KOAGAMIN  may  be  used  in  conjunction  with  vitamin 
K to  achieve  faster  control. 

THERAPEUTICALLY 

Useful  in  many  hemorrhagic  conditions,  and  in  blood  dyscrasias. 

PREOPERATIVELY 

Seldom  must  the  surgeon  resort  to  heroic  measures  to  stop  excessive 
bleeding  when  KOAGAMIN  is  employed  preoperatively. 

POSTOPERATIVELY 

To  control  secondary  bleeding  or  severe  hemorrhage,  KOAGAMIN  acts 
promptly  . . . effectively. 


An  aqueous  solution  of  oxalic  and  malonic  acids  for  parenteral  use. 
In  10  cc.  diaphragm-stoppered  vials.  Literature  on  request. 


Available  Through  Your  Physician’s  Supply  House  or  Pharmacist 

CHATHAM  PHARMACEUTICALS,  INC. 

NEWARK  2,  NEW  JERSEY,  U.S.A. 

Distributed  in  Canada  by  FISHER  & BURPE,  LTD.,  Winnipeg,  Manitoba 
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SEPTEMBER  1,  1951  NUMBER  17,  PART  II 


The  Annual  Meeting,  1951 
Minutes  of  the  House  of  Delegates 


In  part  II  of  the  New  York  State 
Journal  of  Medicine  will  be  found  the 
complete  transactions  of  the  House  of 
Delegates  of  the  Medical  Society  of  the 
State  of  New  York,  together  with  an  index. 
The  1951  Annual  Meeting  held  at  Buffalo 
April  30  to  May  4 was  the  145th  such  meet- 
ing of  the  Society  and  was  characterized  by 
the  large  number  of  resolutions  introduced 
by  the  several  county  societies.  Over  three 
score  of  such  resolutions  covering  a wide 
variety  of  subjects  were  handled  with  admir- 
able speed  and  dispatch  by  the  reference 
committees. 

In  this  Part  II  the  fate  of  all  resolu- 
tions may  be  followed  by  the  reader  from 
their  introduction  on  the  floor  of  the  House 


to  the  final  action  taken  on  them,  and  our 
members  are  urged  to  inform  themselves  of 
the  business  accomplished  on  their  behalf 
by  their  county  society  delegates.  Rela- 
tively few  of  our  large  membership  have  the 
opportunity  to  be  present  at  each  Annual 
Meeting,  but  the  scientific  papers  are  pub- 
lished through  the  year  in  the  Journal  and 
the  official  transactions  in  this  issue  for  the 
information  and  instruction  of  the  entire 
Society. 

It  is  hoped  that  the  membership  will  take 
advantage  of  the  facility  here  offered  in  con- 
venient form  to  become  acquainted  with  the 
procedures  of  the  House  and  with  the  policies 
of  the  Society  as  defined  by  the  actions  of  the 
delegates. 


See  page  20  of  this  Supplement  for  the  full  text  of  Dr.  J.  Stanley 
Kenney’s  important  inaugural  address  to  the  House  of  Delegates. 
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Medical  Society  of  the  State  of  New  York 

House  of  Delegates 
Minutes  of  the  Annual  Meeting 

April  30  to  May  3,  1951 


THE  145th  Annual  Meeting  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York  convened  at  the  Hotel  Statler,  Buffalo,  New 
York,  on  Monday,  April  30,  1951,  at  10:10  a.m.; 
Dr.  Albert  F.  R.  Andresen,  Speaker;  Dr.  Frederic 
W.  Holcomb,  Vice-Speaker;  Dr.  Walter  P.  Ander- 
ton,  Secretary;  Dr.  Andrew  A.  Eggston,  Assistant 
Secretary. 

Speaker  Andresen:  The  House  will  please  come 
to  order. 

Mr.  Secretary,  have  you  a report  from  the  Refer- 
ence Committee  on  Credentials? 

Section  1 

Report  of  Reference  Committee  on  Credentials 

Secretary  Anderton:  Mr.  Speaker,  there  are 
no  disputed  delegations,  and  all  on  our  rolls  are  en- 
titled to  vote. 

Speaker  Andresen:  I now  declare  the  145th 
Session  of  the  House  open  for  business. 

Section  2 

Invocation 

Speaker  Andresen:  The  business  this  morning 
will  be  started  by  an  invocation  by  the  Reverend 
Clatus  E.  Snyder,  representing  Bishop  O’Hara  of 
the  Diocese  of  Buffalo.  Father  Snyder! 

Rev.  Clatds  E.  Snyder:  In  the  name  of  the 
Father,  Son,  and  Holy  Ghost,  amen. 

Behold  us,  0 God,  assembled  in  Thy  name  to 
further  the  designs  of  Thy  Providence  and  the  work 
Thou  hast  deigned  to  entrust  to  us,  but  we  fear  lest 
we  may  hinder  the  accomplishment  of  Thy  designs 
for  we  know  how  far  waywardness  has  darkened  our 
minds  and  perverted  our  hearts.  Come  then,  we  be- 
seech Thee,  into  our  midst  and  preside  over  this 
assembly.  Suggest  to  us  what  we  should  think,  say, 
and  do,  and  suffer  not  the  respect  due  to  authority 
and  the  charity  that  should  unite  the  members  of 
this  association  to  be  forgotten  in  our  deliberations. 

Grant  above  all  things  that  we  have  in  view  only 
Thy  greater  glory,  our  own  sanctification,  and  the 
edification  of  our  brethren. 

Grant  unto  all  here  assembled  continued  and 
greater  knowledge  to  alleviate  and  heal  the  physical 
pains  and  illnesses  of  man,  to  restore  him  to  bodily 
health  and  mental  vision,  to  lengthen  the  days  of  his 
life  here  on  earth  in  happiness,  health,  and  gratitude 
to  our  Heavenly  Father  Who  hath  wrought  all 
things  well  and  Who  uses  the  handiworks  of  His 
creation  to  accomplish  its  far-reaching  ends.  Amen. 

Section  3 

Memorial  Observance 


It  is  now  my  sad  duty  to  read  the  list  of  those  of 
our  former  members  who  have  died  during  the  year. 
Among  them  are  Past-Presidents,  Dr.  William  D. 
Johnson  of  Batavia,  Dr.  George  N.  Cottis  of  James- 
town, Dr.  Samuel  J.  Kopetzky  of  New  York  City, 
and  our  Trustee,  Dr.  James  F.  Rooney  of  Albany. 
I wish  also  to  include  the  name  of  Mr.  Thomas 
Clearwater,  our  counsel,  whose  years  of  work  and 
advice  were  so  valuable  to  us. 

Father  Snyder,  would  you  offer  a prayer  for  the 
departed? 

Father  Snyder:  We  will  offer  a prayer  taken 
from  the  Book  of  Wisdom  for  our  departed  brethren. 

But  the  souls  of  the  just  are  in  the  hands  of  God, 
and  the  torment  of  death  shall  not  touch  them.  In 
the  sight  of  the  unwise  they  seem  to  die,  and  their 
departure  was  taken  for  misery,  and  their  going 
away  from  us  for  utter  destruction,  but  they  are  in 
peace,  and  though  in  the  sight  of  man  they  suffered 
torments  their  hope  is  full  of  immortality.  Afflicted 
in  few  things,  in  many  they  shall  be  well  rewarded 
because  God  has  tried  them  and  found  them  worthy 
of  Himself.  As  gold  in  the  furnace  He  has  proved 
them,  and  as  a victim  of  a holocaust  He  has  re- 
ceived them.  In  time  there  shall  be  respect  had 
to  them.  The  just  shall  shine.  They  that  trust  in 
Him  shall  understand  the  truth,  and  they  that  are 
faithful  in  love  shall  rest  in  Him,  for  grace  and  peace 
is  to  His  elect,  for  the  fruit  of  good  labors  is  glorious 
and  the  rooted  wisdom  never  faileth.  May  they 
rest  in  peace.  Amen. 

Section  4 

Report  of  Reference  Committee  on  Credentials 

Speaker  Andresen:  Will  the  chairman  of  the 
Credentials  Committee  please  give  us  the  number  of 
delegates  who  have  been  registered? 

. . .There  was  no  response.  . . 

Speaker  Andresen:  Dr.  McCarty  reported  to 
me  before  that  151  delegates  had  registered.  A 
quorum  consists  of  100  members,  so  we  can  start 
right  off  with  the  first  order  of  business. 

Section  5 

Approval  of  Minutes  of  the  1950  Session 

Speaker  Andresen:  The  first  order  of  business 
is  the  approval  of  the  minutes  of  the  1950  Session. 
These  minutes  appear  in  Part  II  of  the  September  1, 
1950,  issue  of  the  New  York  State  Journal  of 
Medicine.  If  there  are  no  corrections  or  objec- 
tions, the  minutes  will  stand  approved  as  published. 
Are  there  any  objections  or  corrections?  If  not, 
we  will  declare  them  approved  as  published. 


Speaker  Andresen: 
standing? 


Will  you  please  remain 


Section  6 (See  64) 

Reference  Committees 
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HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


Speaker  Andresen:  The  next  order  is  to  an- 
nounce the  appointments  to  the  Reference  Com- 
mittees, which  were  published  in  the  April  1,  1951, 
issue  of  the  New  York  State  Journal  of  Medicine, 
and  are  listed  now  or  are  going  to  be  listed  here  on 
the  bulletin  board.  Are  there  any  last  minute 
changes,  Mr.  Secretary? 

Secretary  Anderton:  To  the  Reference  Com- 
mittee on  Constitution  and  Bylaws  there  has  been 
appointed  Dr.  Frank  Albert  Baumann,  of  Broome 
County;  to  the  Reference  Committee  on  Council, 
Part  I,  Postgraduate  Education,  Emergency  Pre- 
paredness, Procurement  and  Assignment,  Dr.  M. 
Renfrew  Bradner  of  Orange  County;  to  the  Refer- 
ence Committee  on  Report  of  the  Council,  Part  VIII, 
Liaison  with  Veterans  Administration  and  War 
Memorial,  Dr.  Philip  M.  Standish  of  Ontario 
County. 

Speaker  Andresen:  If  any  committee  chair- 
man knows  of  any  members  that  are  not  going  to 
be  here,  the  Chair  will  be  glad  to  appoint  substitutes. 

The  appointment  of  the  members  of  the  20  refer- 
ence committees  is  a laborious  procedure.  For  the 
past  four  years  I have  asked  secretaries  of  county 
societies  to  send  in  a list  of  their  delegates,  together 
with  some  relevant  information  regarding  each  dele- 
gate to  aid  in  the  selection  of  the  persons  most 
suitable  for  service  on  each  committee.  Many 
county  secretaries  have  responded  early,  but  too 
many  did  not  cooperate.  Up  to  February  1,  the 
deadline  for  sending  in  the  names  in  time  for  their 
consideration  for  reference  committee  membership, 
the  following  county  societies  had  not  been  heard 
from  at  all:  Cattaraugus,  Fulton,  Genesee,  Her- 
kimer, Monroe,  Nassau,  Niagara,  Oneida,  Ontario, 
Orange,  Orleans,  Richmond,  Rockland,  Schoharie, 
Schuyler,  Suffolk,  Tompkins,  Ulster,  and  Yates. 

The  following  had  sent  no  official  list  of  delegates: 
Allegany,  Bronx,  Cattaraugus,  Dutchess,  Fulton, 
Genesee,  Herkimer,  Monroe,  Nassau,  Niagara, 
Oneida,  Ontario,  Orange,  Orleans,  Richmond, 
Rockland,  Schoharie,  Schuyler,  Suffolk,  Tompkins, 
Ulster,  and  Yates. 

The  following  had  not  sent  qualifications  of  dele- 
gates: Cattaraugus,  Cayuga,  Columbia,  Erie, 

Essex,  Franklin,  Fulton,  Genesee,  Herkimer,  Liv- 
ingston, Madison,  Monroe,  Nassau,  Niagara, 
Oneida,  Ontario,  Orange,  Orleans,  Oswego,  Otsego, 
Queens,  Richmond,  Rockland,  Schoharie,  Schuyler, 
Suffolk,  Tioga,  Tompkins,  Ulster,  Warren,  Wayne, 
Wyoming,  and  Yates. 

It  would  be  a big  help  to  the  Speaker,  who  must 
spend  many  long  hours  making  up  the  best  com- 
mittees possible,  if  the  county  societies  would  co- 
operate in  this  simple  way.  Why  do  men  agree  to 
serve  as  secretaries  if  they  will  not  carry  out  the 
functions  of  the  office,  and  why  do  some  members 
allow  themselves  to  be  elected  delegates  when  they 
do  not  expect  to  be  able  to  attend  this  meeting? 

I would  like  to  announce  now  that  Miss  Alvina 
Rich  Lewis,  production  editor  of  the  New  York  State 
Journal  of  Medicine,  will  act  as  a clearinghouse 
for  returning  resolutions  to  committees  and  for  the 
signing  of  resolutions  by  committee  members. 
Miss  Lewis  is  outside.  She  will  edit  the  resolutions 
of  the  reference  committees  and  also  is  ready  to 
edit  any  resolutions  before  they  are  presented  here 
before  the  House.  She  will  take  care  of  them,  see 
that  they  are  typed,  produce  the  proper  number  of 
copies,  and  after  they  have  been  rewritten  and  the 
committee  reports  have  been  written,  she  will  leave 
them  out  there  for  the  chairman  and  the  members 
of  the  committees  to  sign.  That  will  make  it  un- 


necessary for  the  chairman  to  rush  around  looking 
for  his  committee  members  to  sign  all  of  the  com- 
mittee reports.  Committee  members  should  go  to 
Miss  Lewis  and  sign  them  there. 

Now,  Mr.  Secretary,  have  you  anything  further? 
Secretary  Anderton:  One  more  reference  com- 
mittee appointment,  sir,  has  come  to  me:  On  the 
Reference  Committee  on  Report  of  the  Council, 
Part  II,  Dr.  Gerald  D.  Dorman  of  New  York 
County. 

. . .The  Reference  Committees,  as  now  consti- 
tuted, are  as  follows: 

REFERENCE  COMMITTEE  ON  CREDENTIALS: 
Charles  F.  McCarty,  Chairman,  Kings 
Archibald  K.  Benedict,  Chenango 
Thomas  R.  Cummins,  Essex 
George  J.  Lawrence,  Queens 
Joseph  L.  Kiley,  Saratoga 

REFERENCE  COMMITTEE  ON  REPORT  OF  PRESI- 
DENT: 

Scott  Lord  Smith,  Chairman,  Dutchess 
Edwin  A.  Griffin,  Kings 
A.  K.  Bates,  Cayuga 
J.  L.  Edwards,  Columbia 
Peter  M.  Murray,  New  York 

REFERENCE  COMMITTEE  ON  REPORTS  OF  SECRE- 
TARY, CENSORS,  AND  DISTRICT  BRANCHES: 

W.  Guernsey  Frey,  Chairman,  New  York 
C.  H.  Berlinghof,  Broome 
Henry  Miller,  Putnam 
William  Benenson,  Queens 

L.  W.  Ehegartner,  Onondaga 

REFERENCE  COMMITTEE  ON  REPORTS  OF  TREAS- 
URER, TRUSTEES,  AND  FINANCE: 

Guy  S.  Philbrick,  Chairman,  Niagara 

Thomas  M.  Watkins,  St.  Lawrence 

W.  J.  Tracy,  Steuben 

Edward  P.  Flood,  Bronx 

John  C.  Kinzly,  Eighth  District  Branch,  Erie 

REFERENCE  COMMITTEE  ON  REPORT  OF  PLAN- 
NING COMMITTEE  FOR  MEDICAL  POLICIES: 

F.  J.  Cerniglia,  Chairman,  Queens 
William  B.  Rawls,  New  York 
Charles  W.  Mueller,  Kings 
Waring  Willis,  Westchester 
R.  Scott  Howland,  Chemung 

REFERENCE  COMMITTEE  ON  REPORTS  OF  MAL- 
PRACTICE INSURANCE  AND  DEFENSE  BOARD  AND 
LEGAL  COUNSEL: 

Eugene  H.  Coon,  Chairman,  Nassau 

Clarence  G.  Bandler,  New  York 

Kenneth  H.  Bott,  Greene 

Thomas  F.  McCarthy,  Bronx 

Harold  C.  Kelley,  Section  Delegate,  Bronx 

REFERENCE  COMMITTEE  ON  CONSTITUTION 
AND  BYLAWS: 

C.  A.  Prudhon,  Chairman,  Jefferson 
W.  Laurence  Whitteraore,  New  York 
Stanley  Folts,  Seneca 
James  A.  Lynch,  Bronx 
Frank  Albert  Baumann,  Broome 

REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL—PART  I: 

Postgraduate  Education 
Emergency  Preparedness 
Procurement  and  Assignment 
Frederick  W.  Williams,  Chairman,  Bronx 
Abraham  M.  Rabiner,  Kings 
T.  O.  Gamble,  Albany 

John  H.  Mulholland,  Section  Delegate.  New  York 
David  Lyall,  New  York 

M.  Renfrew  Bradner,  Orange 

REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART II: 

Maternal  and  Child  Welfare  . 

Clyde  L.  Randall,  Chairman,  Section  Delegate,  Erie 

Gerald  D.  Dorman,  New  York 

Thurman  B.  Givan,  Kings 

Joseph  II.  Cornell,  Schenectady 

Reginald  A.  Higgons,  Westchester 
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REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART III: 

Public  Health  Activities  (A) 

Industrial  Health 
Rural  Medical  Service 
General  Practice 
Problems  of  Alcoholism 

Harry  Golembe,  Chairman,  Third  District  Branch,  Sullivan 

Irwin  Felsen,  Allegany 

Charles  E.  Goodell,  Chautauqua 

Adam  Kindar,  Montgomery 

Alfred  A.  Hartmann,  Franklin 

REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART IV: 

Public  Health  Activities  (B) 

Cancer 

Hard  of  Hearing  and  the  Deaf 
Mental  Hygiene 
Rheumatic  Fever 
Blood  Banks 
Film  Review 

James  Greenough,  Chairman,  Otsego 
G.  B.  Gilmore,  Bronx 
Alfred  Angrist,  Queens 
A.  J.  Capron,  Tioga 

Harry  P.  Smith,  Section  Delegate,  New  York 

REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART V: 

Public  Health  Activities  (C) 

Physical  Medicine  and  Rehabilitation 

Dental  Health 

Nutrition 

Geriatrics 

Diabetes 

Cerebral  Palsy 

George  E.  Anderson,  Chairman,  Kings 
Madge  C.  L.  McGuinness,  New  York 
W.  W.  Street,  Onondaga 
A.  C.  Galluccio,  Bronx 

William  P.  Eckes,  Section  Delegate,  New  York 

REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART VI: 

Economics 
Public  Medical  Care 
Medical  Research 
Medical  Service 

Joint  Committee  of  the  Hospital  Association  of  New 
York  and  the  Medical  Society  of  the  State  of  New 
York 

Gilbert  A.  Clark,  Chairman,  Rensselaer 
Henry  I.  Fineberg,  Queens 
James  H.  Arseneau,  Wayne 

William  A.  Holla,  Section  Delegate,  Westchester 
James  Blake,  Schenectady 

REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART VII: 

Medical  Care  Insurance 
Henry  E.  McGarvey,  Chairman,  Westchester 
Leo  F.  Schiff,  Clinton 

Frederic  E.  Elliott,  Section  Delegate,  Kings 
G.  S.  Baker.  Wyoming 
John  M.  Galbraith,  Nassau 

REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART VIII: 

Liaison  with  Veterans  Administration 
War  Memorial 

Morris  Maslon,  Chairman,  Warren 
Victor  A.  Bacile,  Dutchess 
Edgar  Boggs,  Lewis 
Sol  Axelrad,  Queens 
Philip  M.  Standish,  Ontario 

REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART IX: 

Legislation 

J.  Homer  Cudmore,  Chairman,  New  York 
Orin  Q.  Flint,  Delaware 
Abraham  Koplowitz,  Kings 
Joseph  G.  Zimring,  Nassau 
Christopher  Wood,  Westchester 

REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART X: 

Workmen’s  Compensation 
Dwight  V.  Needham,  Chairman,  Onondaga 
Louis  Berger,  Kings 
Richard  P.  Doody,  Rensselaer 
John  L.  Sengstack,  Suffolk 
Halford  Hallock,  Section  Delegate,  New  York 


REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART XI: 

Publication 
Public  Relations 

Joseph  A.  Geis,  Chairman,  Fourth  District  Branch,  Essex 
W.  T.  Boland,  Chemung 
Morris  Weintrob,  Kings 
J.  Lewis  Amster,  Bronx 
E.  Dean  Babbage,  Erie 

REFERENCE  COMMITTEE  ON  REPORT  OF  COUN- 
CIL-PART XII: 

Convention 

Medical  Licensure 

Nursing  Education 

Woman’s  Auxiliary 

Office  Administration  and  Policies 

Ethics 

Memorials 

History 

Belated  Bills 

Samuel  Lubin,  Chairman,  Kings 
Gervais  W.  McAuliffe,  New  York 
Felix  Ottaviano,  Madison 
George  F.  Nevin,  Cortland 
Cyril  E.  Drysdale,  Suffolk 

REFERENCE  COMMITTEE  ON  MISCELLANEOUS 
BUSINESS: 

A.  H.  Aaron,  Chairman,  Erie 
Samuel  B.  Burk,  New  York 
Reid  R.  Heffner,  Westchester 
Walter  S.  Bennett,  Washington 
Gerald  Manley,  Livingston 

Section  7 

Reference  of  Reports  and  Supplementary  Reports 

Secretary  Anderton:  Mr.  Speaker,  I move 

that  the  reports  and  supplementary  reports  of 
officers,  councillors,  trustees,  legal  counsel,  and 
district  branches  that  have  been  published  and 
distributed  to  the  members  of  this  House  be  re- 
ferred to  the  respective  reference  committees  with- 
out reading  as  well  as  the  supplementary  reports 
which  have  been  distributed  to  the  House  this 
morning. 

Dr.  Samuel  B.  Burk,  New  York:  I second  that 
motion. 

Dr.  Thomas  McCarthy,  Bronx:  May  I address 
the  Chair  on  several  points  of  order? 

Speaker  Andresen  : Certainly. 

Dr.  McCarthy:  As  to  those  printed  records,  I 
know  this  is  a perfunctory  motion,  but  there  are 
several  errors  in  them.  I know  of  at  least  one. 
Does  this  commit  us  that  we  accept  those  if  they  are 
referred  to  the  reference  committees? 

Speaker  Andresen:  No,  the  reference  commit- 
tees have  to  pass  on  all  of  these  reports,  and  can 
change  them  and  correct  them.  That  is  the  idea 
of  referring  them,  so  there  is  really  no  need  for  any 
motion  in  such  case.  If  that  is  all  you  are  worried 
about,  that  has  to  be  corrected  by  the  reference 
committees.  Is  there  any  further  discussion  on  the 
motion?  If,  after  the  reference  committee  reports, 
which  will  be  tomorrow,  they  don’t  correct  anything 
that  anybody  objects  to,  it  can  be  brought  up  here 
on  the  floor  of  the  House. 

Dr.  McCarthy:  For  instance,  in  connection 
with  your  Nominating  Committee  report,  is  that 
referred  to  a committee? 

Speaker  Andresen:  That  is  not  referred  to  a 
committee,  no;  but  if  you  are  referring  to  the 
discrepancy  in  regard  to  the  delegates,  that  will  be 
taken  care  of.  Is  that  what  you  meant,  the  dis- 
crepancy in  the  number  of  the  delegates  to  the 
American  Medical  Association? 

Dr.  McCarthy:  Who  then  takes  care  of  cor- 
recting it,  if  it  is  not  referred  to  a committee? 

Speaker  Andresen:  There  is  nothing  there  to 
correct.  The  only  thing  to  correct  is  they  had  a 
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list  of  alternate  delegates,  and  that  we  can  take 
care  of  on  the  morning  of  the  election. 

Dr.  Samuel  B.  Burk,  New  York:  Mr.  Speaker, 
I believe  that  you  are  trying  to  give  us  a short  cut 
on  this  whole  procedure,  if  I remember  correctly 
in  connection  with  the  nominations,  the  nomina- 
tions of  the  Nominating  Committee  will  be  accepted, 
and  there  will  be  an  opportunity  for  anybody  else 
to  be  nominated  in  connection  with  the  others. 
The  whole  procedure  is  one  of  making  our  workings 
shorter  and  taking  less  time. 

Speaker  Andresen:  Yes.  That  particular  re- 
port anyway  is  not  included  in  the  motion  that  was 
just  made.  That  is  only  for  the  reports  and  supple- 
mentary reports  of  officers,  councillors,  trustees, 
legal  counsel,  and  district  branches,  and  has  noth- 
ing to  do  with  the  special  committees. 

Dr.  Frederick  W.  Williams,  Bronx:  May  I 
ask  for  information  as  to  a matter?  When  are  you 
going  to  entertain  the  report  of  the  Nominating 
Committee? 

Speaker  Andresen:  That  is  going  to  be  on  the 
morning  of  the  elections,  naturally. 

Dr.  Williams:  And  not  before? 

Speaker  Andresen:  There  is  not  any  occasion 
for  it,  is  there?  It  has  been  published,  and  on  the 
morning  of  the  elections  we  will  bring  it  up.  I 
don’t  see  what  would  be  served  by  having  it  come 
up  before  that.  Have  you  a thought  in  that 
respect? 

Dr.  Williams:  Would  I be  out  of  order  if  I were 
to  suggest  that  the  Chair  consider  the  possibility 
of  entertaining  the  report  of  the  Nominating  Com- 
mittee as  published  tomorrow  morning  to  give 
someone  a chance  to  nominate  somebody  from  the 
floor? 

Speaker  Andresen:  That  will  be  done  on  the 
morning  of  the  elections.  At  that  time  nomina- 
tions will  be  called  for,  for  each  office. 

Dr.  Williams:  I would  like  to  suggest,  if  I may, 
to  the  Chair  that  that  be  done  tomorrow  morning 
so  as  to  give  more  time  and  opportunity  for  nomina- 
tions from  the  floor.  I would  like  to  suggest  to 
you  as  Chairman  that  you  make  it  the  first  order  of 
business  tomorrow  morning,  the  receiving  of  the 
report  of  the  Nominating  Committee. 

Speaker  Andresen:  I cannot  do  that,  Doctor. 

Dr.  Williams:  Why  not,  sir? 

Speaker  Andresen:  That  is  not  in  the  order 
of  business.  The  order  of  business  is  the  elections 
on  Wednesday  morning. 

Dr.  McCarthy:  But  the  report  of  the  Nomina- 
ting Committee  is  not  the  election  of  officers. 

Speaker  Andresen:  It  is  the  same  thing  as 
nominations,  and  we  will  consider  the  nominations 
from  the  committee  and  then  we  will  have  nomina- 
tions from  the  floor  in  addition.  I don’t  see  where 
we  will  gain  anything  by  doing  it  a day  ahead  of 
time  and  thus  have  to  change  the  order  of  business. 
If  you  want  to  make  a motion  to  change  the  order 
of  business  tomorrow  morning,  we  can  entertain 
that  then  but  not  today. 

Dr.  Williams:  Just  one  more  word.  I think 
you  would  gain  a good  deal  because  it  would  give 
the  opportunity  and  chance  for  the  delegates  to 
consider  the  qualifications  of  men  who  are  nomi- 
nated from  the  floor,  whereas  if  you  wait  until 
Wednesday  morning  men  may  be  nominated  from 
the  floor  and  there  may  be  some  delegates  who 
don’t  know  their  qualifications  and  therefore  can- 
not vote  intelligently. 

Speaker  Andresen:  That  is  up  to  the  man 
who  does  the  nominating  to  tell  us  all  about  the 
candidate  in  question. 


Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
I have  a point  on  that  from  the  Constitution.  Al- 
though I would  like  to  agree  with  Dr.  Williams,  it 
says  here  (indicating  Constitution  and  Bylaws): 
“The  Officers,  Members  of  the  Council,  and  the 
Board  of  Trustees  of  the  Society,  and  the  Delegates 
to  the  American  Medical  Association  shall  be 
nominated  and  elected  as  the  first  business  of  the 
last  scheduled  session  of  the  Annual  Meeting  of  the 
House  of  Delegates.” 

Speaker  Andresen:  That  is  what  I said.  It 
would  call  for  a motion  to  change  the  order  of 
business,  and  that  could  be  entertained  tomorrow 
morning  if  Dr.  McCarthy  and  Dr.  Williams  still 
feel  that  way  about  it. 

. . .The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Section  8 ( See  81) 

Report  of  the  Malpractice  Insurance  and  Defense 
Board 

To  the  House  of  Delegates,  Gentlemen: 

The  Malpractice  Insurance  and  Defense  Board 
consists  of  the  following: 

John  F.  Kelley,  M.D  , Chairman,  Utica 
Thomas  M.  d’Angelo,  M.D.,  Vice-Chairman, 
Jackson  Heights 

Christopher  Wood,  M.D.,  White  Plains 
Leo  F.  Schiff,  M.D.,  Plattsburg 
Charles  Gordon  Heyd,  M.D.,  New  York  City 
Walter  P.  Anderton,  M.D., 
ex  officio,  New  York  City 
Maurice  J.  Dattelbaum,  M.D., 
ex  officio,  Brooklyn 

William  F.  Martin,  ex  officio,  New  York  City 
Harry  F.  Wanvig,  ex  officio,  New  York  City 
During  the  past  year,  the  Malpractice  Insur- 
ance and  Defense  Board  has  held  seven  regular 
meetings,  in  addition  to  numerous  meetings  of  sub- 
committees with  individual  members  and  with  the 
advisory  committees  of  the  Board.  Its  work  has 
been  devoted  chiefly  to:  (1)  reviewing  the  new 
cases  filed  against  members  insured  in  the  Group 
Plan  and  those  disposed  of;  (2)  examining  cases 
against  individual  members  to  ascertain  if  their 
“medical  procedure,  conduct  or  attitude”  were  such 
as  to  constitute  an  undue  burden  to  the  Group  Plan; 
(3)  assisting  the  establishment  of  a pilot  claim  pre- 
vention plan  in  Westchester  County,  and  (4)  study- 
ing the  causes  of  increased  cost  of  malpractice  ac- 
tions and  its  effect  upon  insurance  rates. 

New  Cases  Filed  and  Those  Disposed  of. — 
During  the  year,  364  new  suits  and  claims  were 
filed  against  members  insured  in  the  Group  Plan, 
and  373  were  closed  and  disposed  of.  All  of  these 
were  reviewed  by  the  Board. 

Action  Taken  in  Individual  Cases. — A total  of  29 
cases  were  examined  carefully  by  the  Board  to  de- 
termine if  the  members  involved  constituted  an  un- 
due burden  upon  the  loss  experience  of  the  Group 


Plan.  These  were  disposed  of  as  follows: 

No  action  taken 14 

Renewal  of  insurance  denied 5 

Special  plastic  surgery  protection  denied ...  5 

X-ray  therapy  protection  denied 1 

Open — final  decision  pending 4 

Total 29 


In  each  of  the  cases  where  renewals  were  denied, 
final  action  was  not  taken  until  a subcommittee  of 
the  Board  had  met  with  the  member  concerned  and 
had  discussed  fully  his  situation  with  him.  In  the 
cases  where  special  protection  was  involved,  the 
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Board’s  action  followed  the  recommendation  of  its 
nd visor y committees. 

Pilot  Claim  Prevention  Plan,  in  Westchester 
Bounty. — The  Board  is  glad  to  report  that  West- 
hester  County  has  completed  its  organization  of  a 
veil-rounded  claim  prevention  and  public  relations 
>rogram,  consisting  of  the  following:  twenty-four- 
lour  emergency  telephone  and  medical  service, 
;rievance  or  mediation  committee,  physicians’ 
ollection  bureau,  full-time  social  welfare  worker, 
,nd  malpractice  defense  committee. 

These  services,  which  were  established  at  con- 
iderable  expense  to  the  members  of  Westchester 
Bounty,  have  been  functioning  effectively  since 
September,  1950.  Since  malpractice  claims  usually 
jlevelop  slowly,  it  is  not  possible  to  determine  as 
et  the  effect  of  this  program  upon  either  the  inci- 
lent  or  final  cost  of  claims.  However,  the  project 
ias  had  favorable  reception  throughout  the  county, 
,nd  all  of  the  services  have  had  enough  use  to  indi- 
ate  enthusiastic  acceptance  by  the  public.  It  can 
>e  reported  that  at  least  three  cases  have  been  dis- 
posed of  by  the  Mediation  Committee  to  the  satis- 
action  of  all  concerned  which,  if  allowed  to  go  un- 
adjusted, would  probably  have  developed  into  mal- 
practice claims. 

i Perhaps  the  most  promising  experience  has  been 
jncountered  by  the  Bureau  of  Medical  Economics, 
?hich  is  the  collection  agency,  and  by  the  social 
welfare  worker.  Since  last  September  these  two 
ervices  have  been  in  touch  with  about  3,000  pa- 
tents, practically  all  of  whom  were  dissatisfied  with 
heir  medical  care.  In  many  cases  their  feeling 
mounted  to  hostility  and  antagonism  toward  the 
octors.  Some  of  these  might  eventually  have 
eveloped  into  malpractice  actions  if  not  adjusted, 
ut,  with  careful  handling  by  the  trained  personnel 
f the  services,  it  was  possible  to  bring  about  an 
imicable  settlement  in  practically  all  the  cases  to 
jhe  satisfaction  of  both  the  patient  and  doctor, 
i more  detailed  report  of  the  activities  of  the  West- 
hester  plan  will  be  found  on  page  60  of  the  April 
issue  of  Medical  Economics. 

In  several  pending  actions  the  Malpractice  Com- 
littee  has  been  of  substantial  assistance  to  the  legal 
ounsel  in  his  handling  of  the  cases. 

What  effect,  exactly,  these  services  may  have 
ventually  on  the  incidence  of  malpractice  actions 
i Westchester  County  remains  to  be  seen,  but  it  is 
ertain  that  they  will  have  an  exceedingly  beneficial 
ffect  on  public  relations  in  that  county. 

Several  other  county  societies  have  established 
mergency  telephone  and  medical  service,  and 
lediation  and  malpractice  defense  committees, 
n Utica,  the  services  of  three  counties,  Oneida, 
(lerkimer,  and  Madison,  have  been  joined  under 
] ne  operating  head  but  with  separate  services  in 
ach  county.  In  addition,  it  is  expected  that  a 
S ewly-organized  medical  economics  bureau  will  be 
1 1 operation  by  the  middle  of  May.  The  experience 
l these  counties  will  be  watched  with  interest  be- 
ause,  if  successful,  it  will  furnish  an  example  as  to 
’ ow  other  counties  having  comparatively  small 
lemberships  may  join  in  groups  to  work  out  similar 
irvices. 

The  success  of  such  projects  will  depend,  of  course, 
1 pon  the  quality  and  vision  of  the  leadership  in  the 
) omponent  groups  and  upon  the  cooperation  given 
lem  by  the  members.  Of  equal  importance  is  the 
ffectiveness  of  management  by  the  lay  secretaries 
| ho,  of  necessity,  must  carry  the  day-to-day  burden 
f operations.  In  Westchester  County  and  at 

tica,  the  county  organizations  are  fortunate  in 


having,  in  Mr.  Boyden  Roseberry  and  Mr.  Harold 
Howell,  energetic  men  of  intelligence  and  ability 
with  a clear  understanding  of  the  nature  of  the 
problems  involved  and  how  the  solution  of  them  fits 
into  those  of  the  State  as  a whole. 

Good  public  relations  and  effective  malpractice 
claim  prevention  go  hand  in  hand;  in  fact,  they  are 
inseparable,  and  the  need  for  both  is  greater  today 
than  ever  before.  All  successful  experiments  indi- 
cate that  the  most  favorable  results  can  be  obtained 
at  the  county  level  where  an  accurate  knowledge 
of  local  conditions  can  be  applied  to  individual  cases. 
It  has  been  said  before  but  is  worth  repeating,  that 
no  better  way  has  yet  been  discovered  to  establish 
good  public  relations  and  to  prevent  malpractice 
claims  than  by  satisfactorily  adjusting  differences 
between  each  doctor  and  his  individual  patients. 
For  this  reason  the  Board  urges  all  county  societies 
to  establish,  without  delay,  mediation  committees 
and  through  wide  publicity  invite  the  public  to 
make  use  of  them.  The  Board  will  be  glad  to  render 
whatever  advice  and  assistance  it  can  to  further 
such  projects. 

Loss  Costs  and  Rates. — The  cost  of  losses  in- 
curred by  the  Group  Plan  of  the  Society  continues 
to  rise  at  an  accelerated  rate  as  attested  by  the  re- 
port of  Wolfe,  Corcoran  & Linder,  the  consulting 
actuaries  employed  by  the  Society  to  audit  the 
Group  Plan  and  test  its  rates.  Despite  the  best 
efforts  of  all  concerned  to  compute  adequate  rates, 
we  find  that  they  continue  to  fall  behind  the  in- 
curred costs  they  are  designed  to  cover.  This  is 
clearly  indicated  by  the  report  of  our  actuaries 
which  shows  that  during  the  last  five  expired  policy 
years,  1945  to  1949  inclusive,  the  lag  was  as  follows: 

Metropolitan  Upstate 

Rates  required  for  $5,000/ 

$15,000  limits  $55.68  $49.64 

Average  rates  in  effect  for 
$5, 000 /$15, 000  limits  $37.63  $31.77 

Rate  deficiency  $18.05  $17.87 

During  those  years  the  ratio  of  our  losses  up  to 
$5,000  basic  premiums  paid  was  103  per  cent. 
This  means  that  for  every  $1.00  of  premium  paid 
for  $5,000/$15,000  limits  of  insurance,  our  com- 
panies have  incurred  $1.03  for  the  cost  of  losses 
alone.  The  ratio  of  incurred  losses  for  all  limits  of 
protection  to  total  premiums  collected  was  91  per 
cent.  One  does  not  need  to  be  expert  at  figures  to 
understand  that  no  company  can  afford  to  carry 
very  long  any  insurance  which  produces  such  loss 
ratios. 

The  Employers  Mutual,  our  present  carrier,  has 
assigned  to  this  business  their  best  officers  and  em- 
ployes, and  they  are  giving  a great  deal  of  careful 
thought  and  analysis  to  it.  Quite  properly,  they 
have  demanded  that  a satisfactory  solution  for  the 
situation  be  found  by  the  Society  without  delay, 
and  the  Board  has  directed  its  best  efforts  to  this 
task.  In  doing  so  it  has  been  necessary  to  keep  in 
mind  that  the  company  did  not  demand  an  increase 
in  our  base  rates  at  the  end  of  1949  when  the  ex- 
perience indicated  that  a $2.75  increase  was  justi- 
fied. Claim  prevention  programs,  vigorously  car- 
ried out  on  all  levels,  State,  county,  and  hospital, 
to  find  and  eliminate  the  causes  of  malpractice 
losses,  will  eventually  halt  the  upward  trend  of  loss 
costs,  but  that  is  a long-term  solution.  Our  im- 
mediate need  is  to  adjust  our  current  rates  to  cover 
the  losses  which  will  be  incurred  during  the  next 
twelve  months. 
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It  would  be  an  easy  matter  to  propose  an  increase 
in  our  general  rates  by  a third  or  a half,  and  that 
would  be  in  keeping  with  similar  increases  which 
recently  have  been  made  for  other  forms  of  insur- 
ance. That,  however,  would  offer  no  constructive 
approach  to  the  problem  nor  would  it  fairly  dis- 
tribute the  cost  to  those  members  responsible  for  the 
increases.  This  fact  has  been  recognized  by  the 
Superintendent  of  Insurance  of  New  York  who 
recently  has  requested  that  malpractice  insurance 
losses  for  physicians  and  surgeons  be  broken  down 
into  some  logical  classification  so  that  a measure  of 
the  hazards  of  the  various  specialties  of  medicine 
■•'an  be  determined. 

The  Board  has  also  been  increasingly  aware  of  the 
necessity  for  classifying  various  types  of  medical 
practice  so  that  rates  could  be  computed  for  each 
commensurate  with  the  loss  hazard  involved.  There 
has  always  been  some  differential  between  the  loss 
costs  of  the  surgical  and  nonsurgical  groups,  but  in 
the  past  they  have  not  been  important  because  the 
total  over-all  cost  of  insuring  them  as  a group  has 
been  comparatively  low.  The  increasing  cost  of 
insurance,  however,  has  accentuated  these  differ- 
ences, and  the  recent  increase  in  x-ray  therapy 
losses  and  the  advent  of  a substantial  number  of 
losses  caused  by  cosmetic  plastic  surgery  and  elec- 
troshock therapy  make  a classification  by  specialty 
hazard  considerably  more  important.  Therefore, 
after  studying  this  problem,  the  Board  has  evolved 
the  following  classification  plan  and  recommends 
its  adoption : 

Class  I.  Nonsurgical,  to  include  all  medical 
practice  which  involves  5 per  cent  or  less  of  surgery, 
excluding:  (1)  x-ray  therapy,  (2)  cosmetic  plastic 
surgery,  and  (3)  electroshock  therapy. 

Note:  Protection  on  account  of  exclusions  1 and  3 
may  be  added  by  special  endorsement. 

Class  II.  Surgical,  to  include  all  medical  prac- 
tice which  involves  more  than  5 per  cent  of  surgery, 
excluding:  (1)  x-ray  therapy,  (2)  cosmetic  plastic 
surgery,  and  (3)  electroshock  therapy. 

Note:  Protection  on  account  of  exclusions  1,  2, 
and  3 may  be  added  by  special  endorsement. 

Class  III.  X-ray  therapy:  (1)  deep  therapy, 
and  (2)  superficial  therapy. 

Class  IV.  Cosmetic  plastic  surgery. 

CLass  V.  Electroshock  therapy. 

Note  1.  No  charge  for  copartners  or  licensed 
physician  assistants  provided  they  are  individually 
insured  in  the  Group  Plan. 

Note  2.  No  charge  to  be  made  for  other  assistants 
or  nurses  provided  each  patient  is  first  seen  and 
diagnosed  by  the  employer  and  he  directs  the 
therapy  to  be  used. 

After  studying  the  losses  sustained  by  the  Group 
Plan,  it  is  the  opinion  of  the  Board  that  this  classi- 
fication fairly  separates  the  hazards  of  the  various 
specialties  involved  in  all  medical  practice  and  if 
adopted  will  produce  reliable  statistics  which  will 
permit  an  accurate  distribution  of  the  cost  of  in- 
surance to  the  various  classes  in  proportion  to  the 
losses  produced  by  each. 

Although  no  information  is  at  present  available 
which  would  permit  a statistical  assignment  of 
rates  to  the  proposed  classes,  the  law  permits  the 
adoption  of  judgment  rates  which  may  be  used 
while  reliable  data  are  accumulated  as  to  the  cost 
of  losses  in  various  classes  and  the  number  of  ex- 
posures which  produce  them. 

To  put  this  classification  into  effect,  and  at  the 
same  time  adjust  our  rates  to  a level  which  will 


probably  carry  our  incurred  losses v during  the  . 
coming  year,  the  Board  proposes  the  following  rates 
for  So, 000/815,000  limits  and  urgently  recommends 
that  they  be  approved: 


Non-surgical 
Surgical 
X-ray  therapy: 

1.  Deep  therapy,  sur- 
charge 

2.  Superficial  therapy, 
surcharge 

Cosmetic  plastic  surgery, 
surcharge 

Electroshock  therapy, 
surcharge 

Contingent  loss  factor 


Metropolitan 

Upstate 

$42.00 

$32.00 

62.00 

52.00 

20.00 

20.00 

10.00 

10  00 

30.00 

30.00 

40.00 

40.00 

5.00 

4.00 

If  approved,  this  schedule  would  produce  the 
following  rates  including  the  contingent  loss  factor: 


17.00 


67.00 

67.00 

57.00 

77.00 

97.00 

87.00 


$36.00 


56.00 

56.00 

46.00 

66.00 

86.00 

76.00 


Metropolitan  Upstate 

Physicians  whose  prac- 
tice includes  5 per  cent 
or  less  of  surgery 

Physicians  and  surgeons 
whose  practice  includes 
more  than  5 per  cent  of 
surgery 

X-ray  therapists  (deep 
therapy) 

Physicians  using  super- 
ficial x-ray 

Surgeons  using  super- 
ficial x-ray 

Cosmetic  plastic  sur- 
geons 

Electroshock  therapists 

These  rates,  if  approved,  would  be  revised  from 
year  to  year  on  the  basis  of  actual  cost  in  the  same 
manner  as  have  our  general  rates  in  the  past.  Thus 
they  will  produce  a distribution  of  cost  to  the  | 
various  groups  in  exact  proportion  to  the  losses 
caused  by  each.  They  are  acceptable  to  and  are 
approved  by  the  Employers  Mutual,  and  the  clas- 
sification complies  with  the  desires  of  the  Super- 
intendent of  Insurance.  For  the  records,  it  should 
be  added  that  by  a new  agreement  with  the  Com- 
pany a further  reduction  has  been  made  in  our  ratio 
of  expenses  so  that  71.5  cents  of  every  dollar  of  these 
premiums  will  be  available  for  losses.  This  is  an 
increase  of  3 per  cent  in  our  permissible  loss  ratio. 

We  have  been  obliged  from  time  to  time  to  raise 
our  base  rates  for  $5,000/$15,000  limits,  but  for 
many  years  no  changes  have  been  made  in  our  per- 
centage table  for  excess  limits  of  protection  although 
during  that  time  there  has  been  a heavy  increase  in 
both  the  number  and  cost  of  losses  in  excess  oi 
$5,000.  To  adjust  our  rates  to  these  costs  it  is 
necessary  now  to  propose  an  increase  in  our  excess 
limit  table  averaging  about  9.8  per  cent,  and  ap- 
proval of  this  change  is  recommended. 

The  Board  has  been  asked  if  the  proposed  classi- 
fication would  not  be  contrary  to  the  fundaments, 
idea  of  group  insurance.  The  obvious  answer  tc 
that  is  that  it  would  be  no  more  disruptive  of  that 
idea  than  was  the  division  of  the  State  betweer 
metropolitan  and  upstate  areas  for  rating  purposes 
or  would  be  the  reimposition  of  a surcharge  for  x-raj 
therapy.  It  is  merely  a further  refinement  of  the 
principle  that  the  cost  should  be  distributed  to  the 
various  groups  in  proportion  to  their  hazards  a* 
dictated  by  their  losses.  Objection  to  this  principle 
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would  be  tantamount  to  suggesting  that  the  less 
hazardous  specialties  contribute  to  the  losses 
caused  by  the  more  hazardous. 

Furthermore,  it  should  be  kept  in  mind  that  rates 
are  not  the  most  important  part  of  the  State 
Society’s  Group  Plan  of  malpractice  insurance  and 
defense.  There  are  other  factors  which,  regardless 
of  rates,  make  our  Group  Plan  indisputably  valuable 
to  the  members.  These  flow  from  the  voice  which 
your  Society  has  in  the  control  of  elements  of  pro- 
tection which,  in  the  final  analysis,  are  far  more  im- 
1 portant  than  its  cost.  These  include: 

(а)  Defense  of  every  suit  by  the  legal  counsel 
i of  the  State  Society  which  carries  with  it  the  prestige 
I of  the  Medical  Society  of  the  State  of  New  York. 

This  commands  the  services,  when  required,  of  the 
most  distinguished  members  of  the  Society  to  assist 
in  the  preparation  of  defense  and  the  trial  of  actions. 

(б)  Revision  of  the  policy  contract  and  under- 
writing regulations  which  makes  it  possible  to  gear 

« the  protection  to  the  ever-changing  needs  of  medical 
practice. 

(c)  Control  of  the  ratio  of  expenses  chargeable 
to  the  Group  Plan  which  makes  a constantly  in- 

: creasing  portion  of  our  premiums  available  for  the 
payment  of  losses. 

( d ) The  sole  right  to  determine  who  shall  or  shall 
not  be  insured  and  whose  insurance  shall  be  limited 
or  discontinued.  This  provision  alone  is  of  in- 
estimable value  to  members  of  the  Society  because, 
if  the  right  of  selection  of  risk  were  to  pass  out  of 
control  by  the  Society  and  be  vested  in  the  insur- 
ance companies,  it  would  not  be  long  before  many 
worthy  members  would  find  it  difficult,  if  not  im- 
possible, to  buy  malpractice  insurance  protection. 

Referring  to  the  cost  of  this  insurance,  the  ques- 
tion most  frequently  asked  the  Board  is,  “Why  does 
the  Group  Plan  charge  rates  which  are  a third  or  a 
half  more  than  such-and-such  company  charges  for 
i the  same  protection?” 

Whether  the  protection  offered  by  the  company 
cited  is  in  fact  the  same  is  debatable,  and  whether, 

' after  adding  extra  charges  for  nurses,  technicians, 
i and  assistants,  their  rates  are  actually  a third  or  a 
i half  less  than  those  of  the  Group  Plan  is  also  doubt- 
ful. Laying  these  points  aside,  however,  it  is  sug- 
gested that  such  a question,  if  asked  at  all,  should 
1 be  stated  as  follows:  “How  can  such-and-such  com- 
pany afford  to  sell  its  insurance  at  the  comparatively 
low  rates  quoted  when  long  experience  with  a large 
volume  of  business  in  this  State  has  proved  that  the 
cost  of  such  protection  is  even  greater  than  the  rates 
charged  by  the  Group  Plan?”  It  is  only  when  the 
question  is  posed  in  this  manner  that  the  situation 
appears  in  its  correct  perspective. 

The  answer  lies  partly  in  chance  but  also  in  the 
fact  that  malpractice  losses  develop  so  slowly  that 
the  real  cost  of  them  for  any  one  year  cannot  be 
ascertained  until  five  or  six  years  after  the  policies 
have  been  written  and  the  premiums  collected. 

A company  might,  for  a short  period  of  years, 
write  a small  amount  of  insurance  at  low  rates  and, 
by  chance,  show  a large  percentage  of  profit.  This, 
however,  would  be  by  pure  chance  or  luck.  The  re- 
sults become  a gamble  with  the  final  outcome  un- 
known for  five  or  six  years.  Insurance,  on  the  other 
hand,  is  based  upon  the  law  of  probabilities,  re- 
quiring a broad  base  and  a sufficient  length  of  time 
for  an  almost  infinite  number  of  possibilities  to 
occur.  Thus  the  Group  Plan,  which  for  many 
years  has  represented  a true  cross-section  of  every 
branch  of  medicine  throughout  the  State,  produces 
the  only  reliable  measure  of  malpractice  loss  costs 
in  this  State.  If  proof  of  this  is  needed,  it  can  be 


found  in  the  fact  that  every  company  which  has 
written  any  amount  of  physicians  and  surgeons 
liability  insurance  here  has  been  obliged  eventually 
to  raise  its  rates  substantially  to  the  level  of  the 
Group  Plan  or  to  retire  from  the  field. 

This  knowledge  of  costs  and  the  Society’s  un- 
failing willingness  to  adjust  its  rates  to  cover  them 
have  made  it  possible  for  the  Group  Plan  to  supply 
strong,  dependable  protection  to  the  insured  mem- 
bers throughout  the  thirty  years  of  its  existence — 
protection  which  will  extend  to  doctors  and  their 
estates  during  all  the  years  to  come,  so  long  as  any 
liability  remains. 

Change  in  Regulations. — Paragraph  2,  Section  II 
of  the  amended  Regulations  Governing  Malpractice 
Defense  and  Insurance  adopted  by  the  House  of 
Delegates  April  3,  1933,  provides: 

“When,  upon  the  completion  of  the  defense  of 
any  suit  or  claim,  it  shall  appear  to  the  satisfac- 
tion of  the  Malpractice  Insurance  and  Defense 
Board  that  the  medical  procedure,  conduct,  or 
attitude  of  the  member  involved  was  such  that  it 
could  not  have  the  approval  of  competent  medical 
opinion  generally,  and  that  the  continuance  of 
such  medical  procedure,  conduct,  or  attitude 
would  constitute  a burden  to  the  Society’s  Group 
Insurance  Plan  more  hazardous  than  that  con- 
templated in  what  is  generally  accepted  as  the 
competent  practice  of  medicine,  the  Board  shall 
have  the  right  to  withdraw  from  such  member 
the  privilege  of  renewal  of  his  indemnity  in- 
surance under  the  Plan.  Nothing  in  this  rule 
shall  deny  such  member  a rehearing  by  the 
Council.  This  rule  shall  not  abrogate  such 
member’s  right  to  subsequent  malpractice  de- 
fense by  the  Society.” 

From  time  to  time,  during  its  examination  of  losses 
sustained  by  insured  members,  the  Board  secures 
information  about  a member  who  has  not  been  sued 
which  indicates  clearly  that  the  continuance  of  his 
insurance  would  constitute  an  unfair  burden  upon 
the  Group  Plan.  Under  the  regulation  quoted 
above,  no  action  can  be  taken  with  respect  to  the 
insurance  of  such  a member  until  he  has  had  a suit 
or  claim  and  it  has  been  finally  disposed  of.  For 
this  reason,  the  Board  recommends  that  the  first 
sentence  of  the  Regulation  be  amended  to  read : 

“When  it  shall  appear  to  the  satisfaction  of  the 
Malpractice  Insurance  and  Defense  Board  that 
the  medical  procedure,  conduct,  or  attitude  of  the 
member  involved  was  such  that  it  could  not  have 
the  approval  of  competent  medical  opinion  gen- 
erally, and  that  the  continuance  of  such  medical 
procedure,  conduct,  or  attitude  would  constitute 
a burden  to  the  Society’s  Group  Insurance  Plan 
more  hazardous  than  that  contemplated  in  what 
is  generally  accepted  as  the  competent  practice  of 
medicine,  the  Board  shall  have  the  right  to  with- 
draw from  such  member  the  privilege  of  renewal 
of  his  indemnity  insurance  under  the  Plan.” 

Conclusion. — This  Board  is  composed  of  five 
regular  and  four  ex-officio  members,  and  it  is  assisted 
by  sixteen  members  serving  as  advisers  on  three 
special  committees.  Except  for  two  ex-officio 
members,  all  are  in  active  medical  practice  and 
keenly  interested  in  the  welfare  of  the  Group  Plan 
as  well  as  the  quality  and  cost  of  its  protection. 
The  Board  is  also  assisted  by  Mr.  William  F.  Mar- 
tin, our  legal  counsel,  and  Mr.  Harry  F.  Wanvig, 
our  indemnity  representative,  and  by  the  advice 
of  Mr.  Joseph  Linder,  of  Wolfe,  Corcoran  & Linder, 
the  consulting  actuaries  employed  by  the  Society. 
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These  facts  are  reported  for  the  benefit  of  mem- 
bers who  are  not  familiar  with  the  supervision  and 
management  of  the  Group  Plan  so  that  they  may 
know  that  every  angle  and  facet  of  this  undertaking 
is  critically  studied  and  analyzed. 

The  Board  particularly  wishes  to  acknowledge 
the  fine  assistance  given  it  by  the  members  of  its 
three  advisory  committees  and  to  record  its  appre- 
ciation of  the  time  they  have  so  unselfishly  devoted 
to  our  problems. 

Section  9 (See  116 ) 

Supplementary  Report  of  the  Finance  Committee 

To  the  House  of  Delegates,  Gentlemen: 

There  is  submitted,  herewith,  a supplementary 
report  of  the  Finance  Committee  in  which  is  in- 
corporated a report  of  the  1951  budget.  These 
figures  are  up-to-date  and  include  changes  approved 
by  the  Council  and  Board  of  Trustees  at  their  April 
meetings. 

The  budget  as  printed  in  the  April  1 issue  of  the 
Journal  showed  an  estimated  net  income  of  $6,636. 
The  present  estimate  indicates  a deficit  of  $42,069 
in  1951  as  compared  to  a deficit  of  $19,742  in  1950. 

Maurice  J.  Dattelbaum,  M.D.,  Chairman 
Albert  F.  R.  Andresen,  M.D. 

Thomas  d’Angelo,  M.D. 


SUMMARY  OF  BUDGET  FOR  YEAR  ENDED  DECEM- 
BER 31,  1951 


1950 

Actual 

1951 

Budget 

Income: 
Dues  (net) 

$272,541 

$361,250 

Interest 

652 

700 

Journal 

46,858 

35,056 

$320,051 

$397,006 

Expenditures: 

Administrative 

93,260 

109,280 

Public  Relations  Bureau 

68,815 

97,707 

Legislation  Bureau 

27,031 

31,960 

Workmen’s  Compensation  Bureau 

20,661 

22,314 

Bureau  of  Medical  Care 

16,884 

17,952 

Scientific  Activities 

19,401 

20,077 

Travel 

26,658 

25,950 

Annual  Meeting 

-4,930 

13,900 

Medical  Directory,  1951 

51,810 

51,810 

District  Branches 

2,995 

5,300 

Planning  Committee 
Woman’s  Auxiliary 

424 

700 

2 , 000 

2 , 500 

Malpractice  Insurance  and 
Defense  Board 

1,012 

1 ,000 

Malpractice  Audit 

750 

750 

Legal 

21,976 

29 , 500 

Middle  Atlantic  States  Conference 

75 

Committee  on  Problems  of  Alco- 
holism 

275 

750 

A.M.A.  Conference  Room 

92 

500 

Conference  of  Presidents 

50 

50 

Medical  Directory,  1949 

-3,144 

Special  Legal  Fees 

11,777 

Veterans  Medical  Service  Plan 

1 , 452 

500 

National  Society  for  Medical  Re- 
search 

500 

500 

World  Medical  Association 

1,000 

1,000 

Pension 

5,000 

Total  Expenditures 

$360,749 

$439,075 

Excess  of  Expenditures  over  Income 

$ 40,698 

S 42,069 

Section  10  (See  164) 

Supplementary  Report  of  the  Council,  Part  IX: 
Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  Legislation  respect- 
fully submits  a supplementary  report: 

The  New  York  State  Legislature  convened  on 
January  3 and  adjourned  on  March  16.  This  was 
pne  of  the  shortest  regular  sessions  of  the  Legisla- 


ture for  a number  of  years.  It  is  understood  that 
the  regular  session  was  shortened  this  year  as  it  is 
intended  that  a special  session  will  be  held  late  this 
summer  or  early  fall  on  reapportionment.  This 
special  session  on  reapportionment  will  be  neces- 
sary as  the  number  of  representatives  for  New  York 
State  has  been  decreased  and  the  Congressional 
Districts  should  be  reapportioned  and  confirmed  by 
the  Legislature  before  the  next  election.  It  is 
understood  at  this  time  that  there  is  not  the  likeli- 
hood that  any  other  form  of  legislation  will  be  taken 
up  at  this  special  session.  There  is  a possibility, 
however,  of  conditions  changing  and  this  course  not 
being  followed. 

Although  this  was  one  of  the  shortest  legislative 
sessions  we  have  had  for  a number  of  years,  a new 
record  for  the  number  of  bills  introduced  was  set. 
There  were  6,186  bills  introduced  this  year,  130 
resolutions  in  the  Senate,  and  178  in  the  Assembly. 
There  were  145  bills  in  the  Senate  and  175  in  the 
Assembly — or  320  bills  in  all — of  sufficient  interest 
to  the  medical  profession  to  warrant  reporting 
them  in  our  bulletins.  There  were  also  five 
resolutions  in  the  Senate  and  four  resolutions  in  the 
Assembly  that  were  of  similar  interest  to  the  medical 
profession.  Many  of  the  bills  were  concurrent, 
but  there  were  197  individual  bills.  Even  with  the 
bills  that  were  concurrent,  action  had  to  be  watched 
on  all  bills  in  both  houses.  There  were  87  bills 
that  were  thought  to  be  of  sufficient  importance  to 
send  copies  to  the  legislation  chairmen  of  the 
county  societies,  members  of  the  State  Legislation 
Committee,  and  officers.  Besides  the  bills  that  were 
reported  in  our  bulletins,  the  Albany  office  was 
called  for  information  on  at  least  20  other  bills. 

Of  the  bills  we  were  following,  59  passed  and  were 
sent  to  the  Governor.  Six  of  these  were  acted  on 
before  the  session  ended,  and  53  remained  as  thirty- 
day  bills.  This  is  mentioned  as  the  supplementary 
report  for  the  Committee  on  Legislation  could  not 
be  completed  until  this  thirty-day  period  had 
passed. 

The  increasing  number  of  bills  being  introduced 
in  the  Legislature  each  year  can  be  appreciated  bv 
comparing  the  number  of  bills  introduced  in  the 
1951  session,  6,186,  with  the  number  of  bills  intro- 
duced in  the  1944  session,  3,792,  which  was  of  the 
same  duration.  There  has  been  each  year  an  in- 
creasing amount  of  legislation  of  importance  to  the 
medical  profession.  There  has  also  been  increas- 
ing pressure  from  minority  groups  for  amendments 
to  our  statutes  which  would  affect  public  health  or 
the  practice  of  medicine.  The  pressure  from  these 
groups  has  been  growing  stronger  each  year.  These 
matters  are  mentioned  because  it  is  important  to 
the  Medical  Society  to  realize  this  trend  in  con- 
nection with  legislation  and  to  prepare  accordingly. 
In  other  words,  there  has  been  the  same  trend  in  the 
State  Legislature  as  there  has  been  in  Congress. 
There  have  been  more  and  more  bills  in  regard  to 
licensure  for  various  groups  that  arc  on  the  fringe 
of  the  practice  of  medicine,  as  well  as  a number  of 
bills  that  pertain  toward  state  or  socialized  medicine. 

The  Executive  Officer  in  Albany  and  his  legal 
counsel  have  followed  the  directions  of  the  Legisla- 
tion Committee  and  the  Council  of  the  State  Society 
in  regard  to  the  introduction  of  bills  and  also  sup- 
porting or  opposing  legislation  introduced  by  others. 
This  year  there  has  been  a very  pleasing  relation- 
ship between  the  Albany  office  and  the  various  de- 
partments of  State  and  other  organizations  in  con- 
nection with  legislative  matters. 

There  were  a number  of  resolutions  passed  by  the 
House  of  Delegates  of  last  year  pertaining  to  logisla- 
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tive  matters.  These  resolutions,  after  further 
study  by  the  Legislation  Committee  and  considera- 
tion by  the  Council,  have  been  carried  out  as  finally 
directed  by  the  Council.  Among  these  matters,  it 
seemed  inadvisable  to  request  introduction  of  cer- 
tain legislation  after  further  study.  There  were 
three  bills  introduced  at  the  request  of  the  State 
Society.  A bill  amending  the  Workmen’s  Com- 
pensation Law,  providing  for  the  change  of  place 
of  arbitration  from  the  county  in  which  the  claimant 
resides  to  the  county  in  which  the  medical  service 
was  rendered,  was  introduced  in  the  Assembly  by 
Mr.  Wilson,  Assembly  Int.  1944,  and  in  the  Senate 
by  Mr.  Condon,  Senate  Int.  1651.  This  bill  passed 
both  houses  but  was  vetoed  by  the  Governor.  The 
second  bill,  also  introduced  by  Mr.  Wilson,  Assem- 
bly Int.  1945,  and  Mr.  Condon,  Senate  Int.  1652, 
amending  the  Workmen’s  Compensation  Law, 
which  would  have  changed  the  method  of  arbitra- 
tion in  counties  with  a population  of  one  million  or 
more,  passed  the  Assembly  but  was  not  reported  out 
of  committee  in  the  Senate.  The  third  bill,  intro- 
duced in  the  Senate  by  Mr.  Hughes,  Senate  Int. 
2321,  and  in  the  Assembly  by  Mr.  Toomey,  Assem- 
bly Int.  2938,  proposed  an  amendment  of  the  In- 
surance Law  to  provide  that  if  State  or  political  sub- 
division thereof  contributes  to  cost  for  medical  or 
dental  expense  indemnity  or  hospital  service,  the 
subscriber  shall  have  right  to  select  plan.  This  bill 
was  reported  out  of  committee  in  the  Senate  but 
did  not  come  to  a vote,  and  the  Assembly  bill  re- 
mained in  the  Assembly  Rules  Committee.  Every 
effort  was  made  to  pass  the  three  above  bills  but  un- 
successfully, due  to  strong  opposition. 

A bill  providing  that  subscribers  to  a nonprofit 
medical  expense  indemnity  or  hospital  service  cor- 
poration shall  have  choice  of  physicians  whether  or 
not  designated  or  approved  by  corporation,  was 
introduced  by  Senator  Panken,  Senate  Int.  2116. 
Although  not  requested  by  the  State  Society,  this 
bill  was  supported.  It  was  reported  out  of  com- 
mittee but  remained  on  the  third  reading  in  the 
Senate. 

This  year  it  was  necessary  to  oppose  quite  a num- 
ber of  bills.  There  were  several  bills  introduced  on 
compulsory  state  health  insurance  and  similar  sub- 
jects, which  we  opposed;  also  bills  licensing  radio- 
logic technicians  and  those  using  x-ray  in  fitting 
shoes.  There  was  an  antivivisection  bill  and  a bill 
permitting  the  sale  of  spherical  lens  spectacles  over 
the  counter  and  thereby  lowering  the  standard  of 
protection  to  the  public.  All  of  these  bills  either 
remained  in  or  were  defeated  in  committee.  We 
were  able  to  prevent  the  passage  of  a bill  setting  up 
licensure  for  clinical  laboratory  directors  and  tech- 
nicians, also  a bill  licensing  naturopaths.  A bill 
for  the  licensure  of  the  practice  of  chiropractic  was 
not  reported  out  of  committee  in  either  house.  A 
bill  setting  up  a board  and  providing  for  the  licen- 
sure of  psychologists,  which  passed  both  houses, 
was  vetoed  by  the  Governor.  A second  bill  to 
license  psychologists  was  defeated  in  committee. 
A bill  establishing  in  the  Department  of  Labor  a 
bureau  for  qualifying  podiatrists  and  permitting 
podiatrists  to  handle  workmen’s  compensation  cases 
passed  both  houses  but  was  vetoed  by  the  Governor. 
This  is  the  third  year  that  this  or  a similar  bill  has 
passed  both  houses  and  has  been  vetoed. 

Your  Legislation  Committee  and  the  Council  of 
the  State  Society  approved  a bill  to  be  introduced 
by  the  New  York  State  Society  for  Medical  Re- 
search, which  provided  for  the  requisition  of  dogs 
and  cats  from  the  pounds  by  scientific  and  research 
laboratories  approved  by  the  Commissioner  of 


Health.  The  Executive  Officer  and  his  counsel 
worked  with,  lent  their  aid,  and  advised  representa- 
tives of  the  Society  for  Medical  Research  in  the 
introduction  and  the  attempted  passage  of  this  bill. 
In  spite  of  the  excellent  work  by  the  counsel  to  the 
Executive  Officer  and  the  representatives  of  the 
Society  for  Medical  Research,  this  bill,  although 
reported  out  in  the  Assembly,  did  not  progress. 
The  opposition  was  sufficient  to  prevent  its  being  re- 
ported out  in  the  Senate,  and,  because  of  this,  a 
vote  was  not  requested  in  the  Assembly.  The 
failure  to  pass  this  bill  this  year  was  regrettable  as 
it  was  considered  a very  important  and  praise- 
worthy piece  of  legislation. 

In  view  of  the  great  number  of  bills  introduced 
this  year  and  the  large  number  of  these  bills  that 
were  of  interest  to  the  medical  profession,  it  would 
appear  that  the  legislative  session  of  1951  has  been 
fairly  successfully  handled  from  the  viewpoint  of  the 
Medical  Society.  There  was  successful  opposition 
to  quite  a number  of  bills  which  it  was  thought 
would  be  detrimental  to  the  public  health  and  the 
practice  of  medicine,  and  no  bill  of  this  nature  so 
opposed  was  enacted  into  law  this  year.  The  bills 
introduced  at  the  request  of  the  State  Society  were 
not  successful,  but,  with  the  known  opposition  to 
these  bills,  they  actually  progressed  farther  than  one 
would  have  predicted.  Although  everything  was 
not  accomplished  that  would  have  been  desired,  it 
would  appear  that  the  medical  profession  has  not 
suffered  to  any  extent  through  enactment  of  legisla- 
tion in  the  1951  session  of  the  Legislature. 

The  Committee  on  Legislation  wishes  to  thank 
the  chairmen  of  the  legislation  committees  of  the 
county  medical  societies,  the  State  officers,  the 
Council  of  the  State  Society,  members  of  the 
Woman’s  Auxiliary,  the  Bureau  of  Public  Relations, 
and  many  others  who  have  assisted  in  the  work  on 
legislation  this  year. 

The  Committee  on  Legislation  of  the  State  Society 
respectfully  submits  this  supplementary  report  re- 
viewing the  legislative  session  of  1951. 

The  Chairman  wishes  to  express  his  appreciation 
to  Dr.  Robert  R.  Hannon,  the  Executive  Officer,  for 
the  preparation  of  this  report  and  for  his  tireless 
and  sincere  efforts  on  behalf  of  the  Medical  Society 
of  the  State  of  New  York. 

Respectfully  submitted, 

Irwin  E.  Siris,  M.D.,  Chairman 

Section  11  ( See  133 ) 

Supplementary  Report  of  the  Council,  Part  X: 
Workmen’s  Compensation 

To  the  House  of  Delegates,  Gentlemen: 

The  purpose  of  this  supplementary  report  is  to 
bring  the  House  of  Delegates  up  to  date  on  the 
present  status  of  the  fee  schedule  negotiations. 
In  the  April  1,  1951,  issue  of  the  New  York  State 
Journal  of  Medicine,  Report  of  the  Council, 
Part  X,  the  progress  of  the  work  of  the  subcommit- 
tee which  was  appointed  by  Miss  Donlon  to  reach 
an  agreement  on  the  then  proposed  revision  of  the 
fee  schedule  was  recorded. 

A subsequent  meeting  on  March  2 of  the  con- 
ferees brought  out  strongly  the  fact  that  the  only 
type  of  revision  in  the  fee  schedule  which  could  be 
obtained  at  this  time  was  on  the  basis  of  an  over- 
all, across-the-board,  cost  of  living  type  of  increase. 
Notwithstanding  all  the  arguments  of  the  Medical 
Society  representatives,  an  8 per  cent  increase  was 
arrived  at. 
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This  was  subsequently  reported  to  the  Council  at 
its  March  meeting  where,  because  of  the  entirely 
unsatisfactory  figure  arrived  at,  the  Council  felt  the 
matter  was  of  such  importance  that  it  should  be  re- 
ferred back  to  the  House  of  Delegates  for  its  con- 
sideration. At  that  meeting  it  was  also  suggested 
that  we  consider  the  employment  of  an  actuarial 
consultant  to  study  the  State  insurance  figures  and 
secure  more  information  on  the  breakdown  of  in- 
surance company  figures. 

This  decision  was  reported  back  to  Miss  Donlon, 
and  at  her  suggestion  a meeting  was  arranged  with 
Mr.  Arthur  L.  Bailey,  chief  actuary  casualty  officer 
of  the  State  Insurance  Department,  at  which  time 
the  State  insurance  figures  would  be  made  available. 
This  meeting  took  place  on  April  11  at  the  office  of 
the  chairman  of  the  Workmen’s  Compensation 
Board  in  New  York  City,  and  we  were  represented 
by  Drs.  Reuling,  Anderton,  and  Kenney.  For  your 
information  I will  excerpt  from  the  minutes  of  the 
Council  that  which  is  pertinent  to  this  subject. 

“We  listened  intently  to  a very  interesting  break- 
down given  by  Mr.  Bailey,  and  I just  want  to  point 
out  one  or  two  high  spots,  not  on  the  figures  so 

much  but  on  the  philosophy In  general,  the 

impression  I received  was  that  we  have  not  gotten 
all  of  the  facts,  and  the  fact  also  remains  the  amount 
of  profits  that  apparently  we  believe  are  accruing 
to  the  insurance  companies  on  the  particular  phase 
of  compensation  business  is  not  just  what  we  thought 
it  was.  Mr.  Bailey  pointed  out  the  State  Insurance 
Department  annually  revalues  the  figures  that  come 
from  the  insurance  companies  and  then  establishes 
their  rates  on  a cost  basis  and  on  the  experience  of 
the  preceding  three  years.  The  last  available 
figures  were  for  1948,  but  they  also  have  estimated 
figures  for  the  years  1950  and  1951.  These  reveal 
that  the  insurance  companies  at  the  present  rates 
were  running  at  a premium  loss  of  about  4 per  cent 
and  that  an  estimate  of  their  loss  ratio  for  this  year 
was  such  that  it  was  going  to  be  perhaps  8 or  10  per 
cent  greater,  and  that  there  would  have  to  be  again 
an  increase  in  rates  to  employers  to  compensate  the 
insurance  carriers  for  their  increased  costs.  This 
is  not  t he  whole  story,  and  the  figures  regarding  the 
details  of  hospital  costs  we  still  have  to  procure.” 

The  chairman  of  the  Workmen’s  Compensation 
Board  felt  that  because  the  special  subcommittee 
which  she  had  appointed  consisting  of  representa- 
tives of  insurance  carriers  and  the  Medical  Society 
had  failed  to  reach  an  agreement  as  to  what  the 
increase  should  be,  in  other  words,  that  the  com- 
mittee was  in  disagreement,  it  became  her  duty 
as  chairman  of  the  Workmen’s  Compensation  Board 
to  make  her  own  decision  as  to  the  type  and  method 
of  the  increase  in  fees.  It  was  asked  if  it  was  so 
urgent  that  this  decision  could  not  be  deferred  until 
after  this  meeting  of  the  House  of  Delegates,  but 
she  was  of  the  opinion  the  matter  is  now  in  her 
jurisdiction  and  it  was  not  a pleasant  task  but  she 
would  have  to  accept  it.  She  announced  she  felt 
that  the  doctors  were  entitled  to  an  increase  in  fees 
based  on  all  current  conditions  but  that  it  was  only 
feasible  in  her  opinion  to  accomplish  this  by  this 
across-the-board  type  of  increase  and  that  she  would 
probably  determine  on  the  same  figure,  namely  8 
per  cent.  Since  that  time,  as  you  know,  the  official 
announcement  of  the  8 per  cent  authorized  adjust- 
ment was  promulgated  on  April  16,  1951,  to  become 
effective  May  1,  1951. 

It  was  apparent  that,  between  April  11  and  this 
meeting  of  the  House  of  Delegates,  time  for  a 
thorough  study  of  the  fee  schedule  by  our  own 
actuary  could  not  be  made,  and  the  Council  ac- 


cepted the  report  with  the  recommendation  that 
when  this  matter  was  brought  before  the  House  of 
Delegates  it  should  consider  seriously  the  advisa- 
bility of  adding  an  actuarial  consultant  to  our  staff. 

With  this  report  we  will  submit  to  the  reference 
committee  the  figures  provided  for  us  both  by  Mr. 
Bailey  of  the  State  Insurance  Department  and  also 
the  figures  taken  from  the  37th  Annual  Report 
under  date  of  January  25,  1951,  of  the  Compensation 
Insurance  Rating  Board.  Briefly,  13.8  per  cent 
represents  what  they  call  the  medical  losses,  and 
that  figure  is  broken  down  so  that  76  per  cent  of  it 
represents  medical  losses  payments  to  physicians 
and  24  per  cent  hospital  costs.  In  those  figures 
there  are  certain  things  that  are  very  difficult  for 
us  as  physicians  to  understand.  For  a group  of 
doctors  to  sit  down  and  try  to  arrive  at  sound  con- 
clusions derived  from  a study  of  these  figures  is  well 
nigh  impossible.  We  are  of  the  opinion  that  the 
best  protection  of  our  interests  in  the  future  would 
be  to  have  available  at  all  times  the  advice  and 
counsel  of  a specialist  to  our  Committee  on  Work- 
men’s Compensation.  This  report  therefore  con- 
tains the  following  recommendation  which  we  offer 
in  the  form  of  a resolution. 

Whereas,  the  Workmen’s  Compensation  Com- 
mittee of  the  Medical  Society  of  the  State  of  New 
York  is  composed  of  individuals  trained  as  physi- 
cians; and, 

Whereas,  this  Workmen’s  Compensation  Com- 
mittee and  the  director  of  the  Workmen’s  Com- 
pensation Bureau  have  to  deal  with  representa- 
tives of  insurance  companies,  representatives  of 
the  Compensation  Insurance  Rating  Board,  the 
Workmen’s  Compensation  Board  of  the  State  of 
New  York,  attorneys,  and  other  individuals 
trained  in  actuarial  procedures;  and, 

Whereas,  our  representatives  are  negotiating 
with  a highly  specialized  and  trained  group  and 
thereby  are  placed  at  a distinct  disadvantage 
when  negotiating  or  bargaining  for  changes  in 
the  workmen’s  compensation  fee  schedule; 
therefore  be  it 

Resolved,  that  the  House  of  Delegates  authorize 
the  employment  of  an  actuarial  consultant  to  the 
Workmen’s  Compensation  Committee  to  assist 
and  advise  it  on  all  problems  regarding  insurance 
rates,  loss  ratios,  hospital  costs,  medical  costs, 
claim  and  investigation  and  settlement  expenses, 
commissions,  and  kindred  matters,  all  of  which 
have  a bearing  on  the  fee  schedule;  and  be  it 
further 

Resolved,  that  this  resolution  be  referred  to  the 
Council  and  the  Board  of  Trustees  for  imple- 
mentation. 

The  Committee,  in  the  interest  of  prompt  comple- 
tion and  forwarding  of  the  report  forms  C-104, 
C-4,  and  C-14,  notes  an  inability  to  secure  these 
forms.  They  are  apparently  in  scant  supply. 
We  again  recommend  that  this  matter  be  drawn  to 
the  attention  of  the  chairman  of  the  Workmen’s 
Compensation  Board  for  correction. 

The  Committee  reaffirms  its  position  and  again 
requests  most  earnestly  the  establishment  of  the 
M-17  classification  for  thoracic  surgeons.  The 
present  status  of  this  group  in  this  State  would  war- 
rant the  recognition  of  this  new  category  at  this 
time. 

The  Committee  went  on  record  to  send  a greeting 
to  Dr.  Kaliski,  director  of  the  Bureau,  who  has  been 
ill  for  the  past  three  months,  to  felicitate  him  on  his 
recovery  to  health  and  to  express  our  regrets  that  he 
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was  unable  to  be  present  at  the  sessions  of  this  con- 
vention. 

On  motion  made  by  Dr.  Needham  and  seconded 
by  several  members,  the  following  was  adopted : 

“I  think  I speak  for  the  rest  of  the  members  of 
the  Committee  when  I tell  you,  Dr.  Kenney,  how 
much  we  appreciate  all  of  your  efforts  of  the  past 
years  as  chairman  of  this  Committee  in  carrying 
out  the  wishes  of  the  House  of  Delegates  and  the 
Committee  itself  and  the  opinions  and  thoughts  of 
the  Council  so  far  as  you  could  within  the  limita- 
tions imposed  upon  you.  I think  I can  say  also 
that  the  Committee  is  very  sorry  that  you  have  to 
leave  us  as  chairman,  but  we  are  very  glad  that  you 
are  leaving  to  assume  the  office  of  President  of  the 
State  Society.” 

Respectfully  submitted, 

J.  Stanley  Kenney,  M.D.,  Chairman 

Section  12  (See  157) 

Supplementary  Report  of  Fourth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

At  the  annual  meeting  of  the  Fourth  District 
Branch,  held  at  Cambridge  on  September  27,  1950, 
the  following  officers  were  elected:  Dr.  William  E. 
Gazeley,  Schenectady,  president;  Dr.  J.  Frederick 
Sarno,  Johnstown,  vice-president;  Dr.  Alfred  A. 
Hartmann,  Malone,  second  vice-president;  Dr. 
Walter  S.  McClellan,  Saratoga,  secretary,  and  Dr. 
Leonard  J.  Schiff,  Plattsburg,  treasurer. 

Respectfully  submitted, 

Joseph  A.  Geis,  M.D.,  President 

Section  13 

Address  of  Speaker 

Speaker  Andresen:  Members  of  the  House  of 
Delegates,  once  again  it  gives  me  great  pleasure  to 
greet  the  members  of  this  House  and  especially  the 
new  members  who  are  seated  with  us  for  the  first 
time.  On  this,  my  fifth  and  last  appearance  as 
Speaker,  I want  to  tell  all  of  the  older  members 
how  much  I have  appreciated  the  patience,  the  sin- 
cerity, and  the  courtesy  with  which  you  have  con- 
ducted your  business,  so  that  it  has  been  an  easy 
and  pleasant  task  to  preside  over  you.  I believe 
that  this  House  has  set  an  example  of  efficiency  for 
other  similar  organizations.  Consisting  of  members 
elected  from  each  of  the  61  county  medical  societies 
of  the  State,  composed  of  general  practitioners  and 
specialists  who  are  giving  freely  of  their  time  and 
experience  to  further  the  interests  of  the  practice  of 
medicine,  you  really  represent  the  grass  roots  of  the 
medical  profession.  Here  at  this  meeting  you  will 
not  only  be  called  upon  to  vote  on  resolutions  made 
at  this  time,  but  you  will  study  and  debate,  criticize 
or  praise,  and  reject  or  adopt  the  reports  of  the 
officers  and  Council  whom  you  elected  last  year  to 
carry  out  the  directives  of  the  House  and  to  act  in 
your  place  during  the  interim  between  your  annual 
meetings.  You  will  also  elect  the  men  whom  you 
believe  to  be  the  best  representatives  of  the  inter- 
ests of  the  medical  profession  of  New  York  State  to 
serve  as  delegates  to  the  House  of  Delegates  of  the 
American  Medical  Association,  which  in  its  turn 
controls  the  actions  of  that  Association.  Such  a 
democratic  form  of  organization  of  the  American 
Medical  Association  and  its  constituent  state  asso- 
ciations and  component  county  societies  has  resulted 
in  the  great  advancement  of  scientific  medicine  in 
this  country,  the  improvement  of  medical  practice, 
and,  most  important  of  all,  the  remarkable  achieve- 


ments in  promoting  the  health  of  the  people  of  the 
United  States  of  America. 

The  House  of  Delegates  is  comparable  to  a legisla- 
ture or  to  Congress.  It  would  be  impossible  to  have 
the  whole  House  consider  each  report  and  resolu- 
tion presented.  Our  reference  committees,  like 
those  of  such  legislative  bodies,  must  bear  the  brunt 
of  the  burden  of  studying  for  us  the  details  and 
implications  of  all  resolutions,  conducting  hearings 
and  finally  making  recommendations  to  us  as  to 
their  disposition.  It  would  obviously  be  impossible 
for  the  House  to  conduct  an  open  forum,  allowing 
anyone  to  speak  who  wished  to  address  the  House. 
Only  members  of  the  House  and  members  of  special 
committees  (Chapter  XI,  Section  5)  can  have  the 
privilege  of  the  floor,  except  those  few  guests  who 
have  been  invited  to  address  us  on  some  particular 
subject  or  anyone  who  is  given  the  privilege  of  the 
floor  by  a majority  vote  of  the  House.  No  one  can 
be  allowed  to  speak  from  the  floor  for  longer  than 
five  minutes  nor  more  than  once  without  permission 
granted  by  a majority  vote  of  the  House. 

Each  year  we  are  having  more  resolutions  pre- 
sented. Last  year  we  had  over  forty  to  consider, 
in  addition  to  adopting  a new  Constitution  and  By- 
laws. Having  spent  so  much  time  and  effort  in  the 
drawing  up  of  the  Constitution  and  Bylaws,  it  is 
felt  that  no  amendments  or  revisions  will  be  neces- 
sary or  desirable  for  years  to  come.  Unfortunately, 
the  members  of  this  House  have  been  getting  into 
the  habit,  becoming  so  increasingly  prevalent  in  all 
legislative  bodies,  of  presenting  too  many  resolu- 
tions. There  is  a feeling  today  that  if  something 
appears  to  be  going  wrong  anywhere  all  you  need  to 
do  is  to  pass  a resolution  and  forget  about  it.  Last 
year  we  were  profligate  in  this  respect.  Resolutions 
calling  for  investigations,  conferences,  more  em- 
ployes in  various  positions,  the  establishment  of  new 
committees  and  bureaus  were  enthusiastically 
adopted.  Many  of  the  directives  to  the  Council 
were  impossible  of  accomplishment,  as  you  will  see 
from  the  Report  of  the  Council  which  you  have  in 
your  hands.  All  involved  an  increase  in  expendi- 
tures, and  if  you  study  the  report  of  the  Treasurer 
and  Trustees  you  will  see  that  we  have  gone  further 
into  the  red.  If  we  spend  more  money,  we  must  pro- 
vide for  obtaining  it,  by  increasing  dues,  a very 
unpopular  method,  or  by  abolishing  instead  of 
adding  to  the  work  of  the  existing  committees, 
commissions,  and  bureaus.  It  would  seem,  there- 
fore, to  me  more  desirable  to  make  suggestions  to 
the  Council  for  the  carrying  out  of  new  measures  in- 
stead of  adopting  absolute  directives  incapable  of 
fulfillment  or  illegal  in  their  demands.  Some  of  the 
directives  of  last  year  would  have  been  very  bad 
public  relations.  The  members  of  the  Council  and 
its  committees  have  spent  long  hours  during  the 
year  faithfully  attending  meetings  and  acting  upon 
matters  of  the  utmost  importance  to  the  members 
of  the  Society  and  to  the  public.  Many  Council 
members  have  given  many  years  of  their  lives  to 
this  work,  constantly  gaining  experience  in  various 
fields  of  State  Society  work,  making  them  almost 
indispensable  to  the  Society. 

The  most  important  work  of  this  House  is  done 
by  your  20  reference  committees  of  five  members 
each.  I urge  everyone,  member  of  the  House  or 
not,  who  has  any  ideas  or  criticisms  of  reports  or 
resolutions,  to  look  up  the  locations  of  the  reference 
committees,  outside  of  the  hall  here  where  they  have 
been  assigned,  and  express  his  opinions  freely  to  the 
members  of  the  committees.  I urge  the  chairmen 
of  committees  to  listen  to  all  arguments  pro  and  con 
and  to  be  sure  to  get  all  possible  information  from 
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officers,  members  of  the  Council  and  its  committees, 
and  employes  of  the  Society,  such  as  legal  counsel, 
public  relations,  legislation,  compensation,  and 
other  experts  in  regard  to  all  reports  and  resolutions 
upon  which  they  will  be  called  to  report.  If  this 
plan  is  carried  out  with  honesty  and  enthusiasm, 
no  one  can  say  afterward  that  he  was  not  given  a 
hearing,  and  there  should  be  a minimum  of  discus- 
sions on  the  floor  of  the  House.  Such  public  dis- 
cussions often  result  in  votes  cast  on  the  basis  of 
momentary  emotion,  and  every  once  in  a while  we 
have  a motion  to  reconsider  a resolution  thus 
adopted  and  a later  complete  reversal  of  the  previous 
action.  Your  final  actions  are  being  observed  and 
will  be  commented  upon  not  only  by  the  medical 
profession  of  the  entire  country  but  by  laymen  and 
critics  as  well. 

Ladies  and  Gentlemen  of  the  House,  I apologize 
for  this  lecture,  and  I assure  you  that  from  now  on  I 
shall  act  strictly  as  a presiding  officer  and  shall  en- 
deavor to  show  no  favoritism  and  express  no  opinions 
in  regard  to  your  actions. 

In  the  past  year  there  has  been  one  man  who  has 
given  freely  of  his  time  and  energy  in  advancing 
the  standards  of  the  medical  profession,  carrying 
his  message  of  unity  in  the  medical  profession  and 
of  attention  to  public  relations  to  the  doctors  of  the 
State  and  acting  as  the  representative  of  the  medical 
profession  in  countless  activities  and  at  innumerable 
public  meetings.  It  gives  me  great  pleasure  to 
recognize  your  President,  Dr.  Carlton  E.  Wertz, 
who  will  be  escorted  to  the  platform  by  Dr.  Bauckus 
and  Dr.  Kinzly. 

. . .The  delegates  arose  and  applauded  as  Dr. 
Herbert  H.  Bauckus  and  Dr.  John  C.  Kinzly  es- 
corted Dr.  Carlton  E.  Wertz  to  the  rostrum.  . . 

Section  14  ( See  92) 

Supplementary  Report  of  the  President 

President  Wertz:  Mr.  Speaker,  Father  Snyder, 
members  of  the  House,  and  friends,  I am  not  going 
to  give  you  a long  discourse  today. 

We  are  very  happy  to  have  you  all  here  with  us  at 
this  145th  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York.  Yesterday  it  was  very 
fitting  that  we  greet  you  with  a parade,  and  this 
morning  with,  what  some  of  you  consider  unusual, 
we  are  having  sunshine  in  Buffalo,  which  we  hope 
will  continue  throughout  your  stay  here.  I hope 
your  stay  here  will  be  an  enjoyable  as  well  as  a 
constructive  one. 

There  are  many  problems  confronting  us  which 
will  require  solemn  and  serious  consideration.  Let 
us  study  each  of  our  activities  carefully  and  use 
sound  judgment  in  the  decisions  that  we  are  called 
upon  to  make. 

In  addition  to  my  published  report,  I would  like 
to  call  your  attention  to  certain  other  activities  of 
your  Society  which  need  your  careful  study. 

First,  there  is  the  Workmen’s  Compensation  fee 
schedule  and  its  revision.  Before  any  action  is 
taken,  a real  study  should  be  made  of  the  whole 
question.  You  should  consider  the  effects  of  any  in- 
crease on  industry,  the  insurance  carriers,  and  the 
State  as  a whole  as  well  as  on  the  physicians. 
Physicians’  fees  should  be  commensurate  with  the 
present-day  cost  of  living,  but  should  not  put  too 
large  a burden  upon  industry  or  the  carriers. 

Second,  the  report  of  your  Malpractice  Insurance 
Board  should  be  given  great  consideration.  This 
group  has  studied  hard  and  diligently  to  protect 
the  interests  of  all  physicians.  Their  recommenda- 


tions should  be  accepted.  The  House  should 
again  vote  to  approve  and  support  our  Group  Plan. 

Third,  your  Subcommittee  on  Medical  Care  In- 
surance has  developed  a State-wide  plan  as  directed 
by  this  House.  Each  county  has  been  furnished 
a copy  for  study.  I recommend  that  this  House 
approve  this  plan  in  principle.  It  is  a service  type 
plan  with  an  income  limit  of  $4,000,  and  it  provides 
in-hospital  medical  and  surgical  benefits. 

Fourth,  I would  like  to  call  your  attention  to  our 
Physicians’  Home.  Much  too  little  attention  has 
been  given  to  this  very  worthy  institution.  Physi- 
cians’ Home  cares  for  the  aged  and  indigent 
physicians  or  their  widows.  All  physicians  should 
be  urged  to  support  this  very  noble  activity,  and 
their  board  of  directors  should  be  highly  compli- 
mented on  the  fine  work  they  are  doing. 

In  closing  I will  point  out  to  the  members  of  the 
House  that  each  year  the  medical  profession  be- 
comes more  and  more  involved  in  the  great  unrest 
that  seems  to  grip  our  world  today.  As  a profes- 
sion we  are  blamed  for  many  ills  that  rightfully  do 
not  belong  to  us.  In  the  name  of  national  defense 
many  laws  and  rules  are  being  proposed  which  will 
tend  more  and  more  to  regiment  our  people.  The 
medical  profession  is  not  exempt  from  this  today, 
and  we  must  be  alert  at  all  times  to  fight  to  retain 
our  American  freedom  and  the  private  practice  of 
medicine.  We  must  not  allow  our  principles  to 
suffer  by  appeasement  in  any  way. 

I would  like  at  this  time  also  to  express  my  ap- 
preciation for  the  fine  cooperation  your  Medical 
Society  has  received  and  continues  to  receive  from 
the  State  Department  of  Health  through  Dr.  Hille- 
boe  and  all  of  the  men  connected  with  that  Depart- 
ment. I think  we  are  very  fortunate  to  have  such 
a fine  working  arrangement  with  them. 

In  your  deliberations  I know  you  will  be  guided  by 
the  highest  principles  and  I am  confident  that  your 
conclusions  will  be  based  upon  a firm  belief  of  what 
is  of  greatest  benefit  to  the  public  and  the  profession 
at  large.  ( Applause ) 

Speaker  Andresen:  Thank  you  Mr.  President. 

This  supplementary  report  of  the  President  is 
referred  to  the  Reference  Committee  on  the  Report 
of  the  President. 

Section  15  (See  184) 

Report  of  President-Elect 

Speaker  Andresen:  While  our  President  has 
been  working  diligently,  another  man  has  also  been 
laboring  incessantly  for  our  good.  From  its  in- 
ception, the  chairman  of  the  Planning  Committee 
on  Medical  Policies,  he  continued  on  this  committee 
and  also  has  kept  up  his  brilliant  work  of  many  vears 
as  chairman  of  the  Workmen’s  Compensation  Com- 
mittee, even  while  doing  the  arduous  work  of  the 
office  of  president-elect.  I now  recognize  our  in- 
destructible President-Elect,  Dr.  J.  Stanley  Ken- 
ney. I will  ask  Dr.  Gordon  Heyd,  Dr.  Heilman, 
and  Dr.  Lewis  to  escort  him  to  the  platform. 

. . .The  delegates  arose  and  applauded  as  Drs. 
Chas.  Gordon  Heyd,  Alfred  M.  Heilman,  and  Ken- 
neth M.  Lewis  escorted  Dr.  J.  Stanley  Kenney  to 
the  rostrum.  . . 

Dr.  J.  Stanley  Kenney:  Mr.  Speaker,  members 
of  the  House,  ladies  and  gentlemen,  and  guests,  I 
am  going  to  ask  you  to  bear  with  me  for  perhaps 
twenty  minutes  while  I present  to  you  some  of  mv 
views  on  the  problems  that  you  are  all  familiar  with 
and  with  which  we  have  to  contend. 

Second  only  in  size  and,  might  I add,  importance 
to  the  American  Medical  Association  itself,  the 
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Medical  Society  of  the  State  of  New  York  has  a 
rich  tradition  now  nearly  one  hundred  fifty  years 
i old.  I would  be  considerably  less  than  human  if 
I did  not  express  the  great  pride  I feel  in  assuming 
direction  of  the  complex  business  of  this  great  and 
honorable  Medical  Society.  It  is  a coveted  honor 
to  be  chosen  to  the  highest  office  in  the  Medical 
Society  of  the  State  of  New  York  and  to  follow  in 
the  succession  of  the  eminent  gentlemen  who  have 
preceded  me.  It  is  a privilege  to  be  enjoyed,  and 
I am  grateful  for  the  opportunity  you  have  accorded 
me  to  serve  you.  I am  cognizant  also  of  the  grave 
responsibility,  in  these  troubled  times,  that  rests 
upon  your  president  and  officers. 

Moral  and  political  dangers  threaten  us  on  every 
side.  We  are  living  in  times  when  we  hear  and  see 
all  about  us  philosophies  alien  to  everything  we 
have  known  as  distinctly  American.  Our  very 
heritage  is  being  attacked  and  dismantled.  Spiritual 
; values  have  been  ruthlessly  cast  aside  or  consigned 
! to  the  limbo  of  forgotten  things.  The  doctrine  of 
secularism  and  the  tenets  of  socialism  are  being 
i insidiously  advanced. 

This  nation,  this  America  which  reared  us,  was 
I founded  on  Christian  principles,  and  the  blueprint 
for  our  democracy  grew  from  concepts  evolved  by 
the  philosophical  realists  of  ancient  times.  As  I 
(Understand  the  term  “secularism,”  it  leads  me  to 
the  inescapable  conclusion  that  oui>  nation  is  surely 
' drifting  away  from  the  faith  of  our  fathers.  We  are 
i struggling  today  for  the  vindication  of  these  basic 
spiritual  values.  A philosophy  of  life  which  allows 
! no  place  for  religious  creeds  or  for  worship  has  no 
place  in  this  nation  of  free  men.  Either  we  adhere 
to  the  principles  upon  which  the  nation  was 
founded — the  dignity  of  the  individual,  honesty, 
truth,  justice,  and  honor,  or  we  yield  to  the  con- 
fusions which  will  lead  to  the  ultimate  acceptance 
: of  the  philosophy  of  totalitarianism. 

We  hear  much  today  about  security.  What  has 
! happened  to  that  time-honored  virtue,  hope? 
Where  is  that  spirit  of  self-reliance,  that  inde- 
pendence, that  will  to  work  and  do  things  for  one’s 
own  protection,  which  characterized  the  generation 
in  which  most  of  us  were  brought  up?  Admittedly 
times  have  changed  and  the  world  seems  a more 
difficult  place  in  which  to  live  and  prosper,  but 
principles  do  not  change.  The  Sermon  on  the 
Mount  has  all  the  meaning  and  strength  it  ever  had. 

The  Right  Reverend  Fulton  J.  Sheen  only  re- 
I cently  said  in  one  of  his  characteristic  pronounce- 
ments, “The  enemies  of  God  are  too  optimistic  and 
the  friends  of  God  too  pessimistic.  These  enemies 
have  made  formidable  progress.  Thirty-seven  out 
of  every  one  hundred  people  in  the  world  today  are 
either  pounded  by  the  hammer  or  cut  by  the  sickle 
of  atheistic  Communism.  The  charter  ot  the  United 
Nations  takes  no  cognizance  of  God  or  his  moral 
laws There  are  nine  countries  in  the  world 

{where  the  Gospel  cannot  be  preached ” But 

Monsignor  Sheen  reveals  the  very  essence  of  hope 
and  a portent  for  the  future  when  he  states,  “In  the 

!!  Providence  of  God,  Communism  may  be  the  fer- 
tilizer of  a new  civilization,  the  death  that  is  spread 

I over  the  world  in  the  winter  of  its  discontent,  to 
prepare  the  dead  earth  to  tell  its  secrets  in  the  new 
springtime  of  the  spirit.” 

In  the  field  of  politics  and  economics,  another 
fearless  man,  a captain  of  industry,  Mr.  Benjamin 
B.  Fairless,  speaking  before  the  Sales  Executive 
Club  of  New  York  recently,  had  this  to  say  regarding 
the  tremendous  emergency  powers  delegated  to  the 
I President  of  the  United  States.  During  his  attack, 
aimed  chiefly  at  the  Communists,  whom  he  called 


termites,  he  made  the  observation  that  for  the  dura- 
tion of  the  current  emergency,  which  may  last  from 
fifteen  to  twenty  years,  a socialistic  state  will  be  an 
accomplished  fact  in  America,  although  a socialized 
economy  will  not.  “Wisely  used,”  he  added,  “these 
tremendous  powers  of  the  President  could  con- 
ceivably be  the  salvation  of  our  democracy,  but 
used  unwisely,  arbitrarily,  or  maliciously,  they 
could  easily  destroy  it.  To  triumph  over  com- 
munism and  then  succumb  to  socialism  would  be 
an  empty  victory  indeed,  because  between  the  two 
there  is  no  honest  difference.  In  the  end,  both 
stand  for  the  death  of  democracy  and  the  murder  of 
freedom.”  He  further  stated,  “to  prevent  the 
misuse  of  these  powers  and  the  destruction  of  private 
initiative  is,  to  my  mind,  the  most  compelling  re- 
sponsibility of  every  man  in  this  room.” 

These  remarks  needed  saying.  They  should  be 
pondered  and  taken  to  heart  by  every  one  of  us  here 
today.  We  worry  much  about  the  loss  of  economic 
and  other  freedoms  all  over  the  globe — but  seem 
unable  to  visualize  that  sort  of  thing  occurring  here. 
We  have  a great  responsibility,  gentlemen,  each  in 
our  own  individual  sphere,  to  root  out  this  kind  of 
thinking  and  action.  The  very  probable  long  dura- 
tion of  this  emergency  makes  this  all  the  more  im- 
portant. Let  us  do  our  part  in  educating  those  in 
our  own  communities  against  these  encroachments 
of  government  more  and  more  into  our  personal  lives 
so  that  we  may  not,  as  Mr.  Fairless  said,  succumb 
to  socialism. 

We  meet  today  to  plan  and  formulate  our  policies 
for  yet  another  year  amidst  a world  torn  with  strife 
and  conflict,  with  flagrant  immorality  rampant  in 
high  places,  with  our  chosen  leaders  seemingly  dis- 
traught and  helpless  to  make  decisions  or  to  an- 
nounce clear-cut  policies.  We  are  threatened  by  a 
possible  catastrophe,  the  scope  and  extent  of  which 
we  cannot  envisage,  yet  we  must  prepare  these 
plans  and  make  straight  our  paths.  Thank  God 
the  medical  profession,  to  a greater  degree  than 
most  other  groups,  is  equipped  intellectually  and 
organized  effectively  to  do  these  things! 

To  cover  all  of  the  many  activities  of  this  Society, 
important  as  they  are,  obviously  is  impossible  in 
the  time  allotted  for  this  address.  I have  therefore 
selected  for  your  attention  those  matters  which, 
in  my  opinion,  should  be  given  special  consideration 
by  this  House  so  that  policies  can  be  formed  and 
their  implementation  promptly  brought  about.  It 
is  my  intention,  at  regular  intervals  throughout  the 
year,  to  discuss  some  of  these  other  subjects  through 
the  medium  of  the  President’s  Page  in  the  Journal. 

Medical  and  Health  Aspects  of  Civil  Defense. — 
This  is,  without  doubt,  the  most  urgent  matter  con- 
fronting the  medical  profession  today.  The  public 
looks  to  its  doctors  for  both  guidance  and  care  in 
the  event  of  a serious  emergency.  Almost  im- 
mediately after  Dr.  Wertz  assumed  office,  the  Korean 
situation  broke,  and  the  country  was  swiftly  alerted 
to  the  danger  of  attack.  This  danger  is  still  ap- 
parent. His  administration  promptly  set  up  the 
pattern  and  the  mechanisms  by  which  our  State 
Society  must  contribute  to  the  over-all  civil  defense 
program. 

In  New  York  State,  the  Health  Department  has 
the  responsibility  of  State-wide  planning  for  the 
medical  and  public  health  activities  of  this  program. 
Although  its  duties  are  manifold  and  complex,  it 
has  set  up  a simple  organizational  pattern.  Ad- 
visory committees  are  few  in  number.  There  are  at 
present  two  such  committees  which  are  of  pertinent 
concern  to  the  Medical  Society:  (a)  Health  Re- 
sources Committee  and  (6)  Medical  Advisory 
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Committee  of  the  Medical  Society  of  the  State  of 
New  York.  The  Medical  Society,  in  addition,  has 
its  Emergency  Preparedness  Committee,  actively 
functioning  under  the  able  direction  of  our  recent 
past-president,  Dr.  John  J.  Masterson. 

Through  the  efforts  of  these  groups  the  Society 
has  been  able  to  collaborate  with  the  State  Health 
Department  in  its  provisions  for  meeting  disaster. 
I might  enumerate  a few  of  these  activities:  In 
conjunction  with  the  nine  medical  schools  through- 
out the  State  we  have  had  prepared  emergency 
treatment  brochures  outlining  uniform  procedures 
for  therapy;  we  have  advised  on  many  items  in 
Circular  No.  10,  which  is  the  accepted  blueprint 
for  the  medical  aspect  of  civil  defense;  we  have 
assisted  in  setting  up  and  staffing  the  training  courses 
for  physicians  and  nurses  throughout  the  State; 
we  have  collaborated  in  the  procurement  of  medical 
supplies,  and  in  planning  mutual  aid  and  neighbor 
self-help  programs. 

Our  program  of  preparedness  and  education 
must  be  continued  and  expanded.  Thi,s  will  be 
largely  the  duty  of  the  component  county  societies. 
The  hospital  undoubtedly  should  be  the  center 
from  which  the  various  activities  will  spring.  Co- 
ordination of  all  skills  and  efforts  will  be  the  prime 
function  of  the  medical  defense  units  in  each  area. 

We  must  not  forget  that  medical  personnel  will  be 
greatly  reduced  in  the  event  of  atomic  explosion. 
This  will  mean  that  all  physicians  will  have  to  per- 
form extraordinary  functions.  Many  of  you  will 
perforce  assume  the  role,  perhaps,  of  teachers  as 
well  as  practicing  physicians. 

New  York  State  is  well  advanced  in  its  organiza- 
tional planning  for  civil  defense.  We  have  a sound 
program.  Without  relaxing  our  vigilance  and 
obligation  to  the  defense  program  itself,  as  Com- 
missioner Hilleboe  has  pointedly  stated,  “It  is  time 
for  medical  personnel  to  work  toward  other  objec- 
tives which  will  make  national  and  State  defensive 
efforts  a strong  offensive  weapon  as  well.”  He  is 
naturally  apprehensive  that  other  health  activities 
may  be  placed  in  a position  of  diminished  im- 
portance, with  its  attendant  dangers.  Physicians 
throughout  the  State  should  increase  their  efforts 
to  protect  the  people  against  epidemics  and  the 
flourishing  of  diseases  such  as  pneumonia,  influenza, 
and  tuberculosis,  which  can  devastate  a population 
so  extensively. 

Selective  Service  and  the  Medical  Advisory  Com- 
mittees.— It  is  not  within  the  scope  of  this  address  to 
dwell  on  the  details  of  medicine,  mobilization,  and 
manpower.  Just  this  much,  however,  I believe 
should  be  emphasized  at  this  time. 

The  Health  Resources  Advisory  Committee  of  the 
National  Security  Resources  Board  has  been  desig- 
nated as  the  official  group  to  give  advice  and  make 
recommendations  in  the  entire  field  of  health  re- 
sources essential  in  a national  emergency.  Their 
primary  activities  have  been  in  health  manpower, 
health  facilities,  and  health  supplies  for  medical, 
dental,  pharmaceutical,  nursing,  and  allied  services. 
The  chairman  and  the  members  of  the  Health  Re- 
sources Advisory  Committee  constitute  also  the 
National  Advisory  Committee  to  Selective  Service 
on  the  selection  of  physicians,  dentists,  and  allied 
specialists.  Under  this  committee  each  state, 
except  New  York  and  California,  has  a single  state 
advisory  committee.  These  two  states  have  two 
such  committees;  in  our  State,  one  for  upstate  New 
York  and  one  for  the  New  York  City  area.  You 
will  note  that  the  Health  Resources  Advisory  Com- 
mittee thus  serves  in  a dual  capacity. 

As  Dr.  Rusk  has  pointed  out,  “It  is  the  job  of  the 


State  Advisor}*  Committee  to  determine  who  is 
essential  to  the  medical  economy  of  the  community 
and  to  recommend  to  the  Selective  Service  system 
the  deferment  of  these  individuals  in  order  to  pre-  | 
serve  the  health  and  welfare  of  the  community.” 

Initially,  the  local  advisory  committees  were  con-  ; 
cerned  only  with  the  special  registrants  under 
Public  Law  No.  779.  It  did  not  permit  a review  of 
the  reserve  officers  who  might  be  called  to  active 
duty.  An  agreement  has  been  reached  which  since 
April  1 applies  to  both  special  registrants  and  re-  1 
serve  officers  who  are  not  members  of  the  organized  | 
reserves.  Such  a reserve  officer,  before  being  called 
to  active  duty,  will  now  be  cleared  by  his  state  | 
advisory  committee  as  to  his  essentiality  in  the  j 
preservation  of  the  health  and  welfare  of  the  com- 
munity. It  is  one  of  the  major  concerns  of  the 
Health  Resources  Advisory  Committee  to  meet  the 
military  needs  without  jeopardizing  the  essential 
health  services  and  plans  for  civil  defense.  It  is 
obvious  that  this  will  require  the  highest  possible 
cooperation  of  services  at  both  the  national  and 
local  levels. 

This  is  an  ever-changing,  yet  acutely  important, 
activity,  for  it  has  to  do  with  the  promulgation  of 
decisions  which  can  alter  the  whole  life  of  many  of 
our  doctors.  On  those  of  our  members  chosen  to 
act  on  these  committees  rests  a grave  responsibility. 
The  crux  of  the  entire  Selective  Service  problem  lies 
at  the  local  level.  Great  wisdom,  courage,  and 
honesty  of  purpose  in  counseling  local  boards  will 
be  required  of  our  physicians.  The  county  societies 
must  look  sharply  to  their  responsibilities  in  this 
strategic  task. 

Medical  Public  Relations. — Since  the  last  meeting 
of  the  House  of  Delegates,  New  York  State  doctors  ; 
have  put  in  a year  of  unusually  hard  public  relations  ■ 
work.  And,  as  might  be  expected,  pointed  differ- 
ences of  opinion  have  developed.  These  concerned 
chiefly  methods  and  procedures,  use  of  funds,  and 
kindred  matters. 

There  have  been  changes  in  the  central  office  in 
New  York  City.  A new  director  of  public  relations  I 
has  been  appointed,  Mr.  Frederick  W.  Miebach,  for 
whom  I have  the  highest  respect  and  esteem  and  in 
whose  ability  and  loyalty  to  the  best  interests  of 
this  Society  I have  every  confidence.  Dr.  Floyd  S. 
Winslow,  the  veteran  and  experienced  chairman  of 
the  Council  Committee,  has  worked  with  his  usual 
vigor  and  under  his  guidance  the  Committee  has 
accomplished  much.  By  mandate  of  the  1950 
House  the  Public  Relations  Committee  was  en- 
larged on  a geographic  and  population  density  basis 
by  a subcommittee  of  five  members.  These  groups 
have  done  a commendable  job.  Fifty-six  county 
medical  societies  in  the  State,  out  of  a total  of  61, 
now  have  active  public  relations  committees. 

As  your  incoming  president,  I feel  that  it  would 
not  be  amiss  to  review  this  subject  somewhat,  to 
ponder  a little  its  functions,  and  to  offer  a few  sug- 
gestions which  I trust  will  receive  careful  appraisal 
by  the  reference  committee.  If  constructive  action 
is  taken  by  this  House,  I believe  our  county  societies 
and  our  district  branches  will  be  in  a position  tc 
carry  out  better  their  public  relations  programs  at 
the  local  level  where  they  properly  belong. 

Too  many  of  us,  I fear,  have  become  too  com-  ( 
placent  over  the  results  of  the  elections  in  Novem-  ' 
her,  1950.  The  seeming  repudiation  at  the  polls  oi  | 
the  national  administration’s  foreign  policies,  th<  i 
rebuke  to  its  attitude  toward  organized  labor,  anc  I 
the  rejection,  by  at  least  a sober  majority,  of  the  | 
welfare  state  programs — all  have  created  an  atmos- 1 
phere  of  satisfaction  not  warranted  by  the  ac- 
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1 tualities  of  the  situation.  It  was  a victory  but  not 
a decisive  one. 

Millions  of  the  people  are  still  convinced  that 
socialized  medicine  will  be  better  for  them  and 
certainly,  as  they  see  it,  far  less  expensive  than 
medical  costs  under  our  present  system  of  free 
enterprise.  These  people,  prodded  by  the  Ewings, 
Altmeyers,  Biemillers,  and  other  Fair  Deal  spokes- 
men, will  continue  to  believe  in  welfare  state  philoso- 
phies, particularly  compulsory  health  insurance, 
and  will  press  for  government  action.  Govern- 
j ment-controlled  medicine  is  not  a dead  issue  in  this 
I country.  It  could  become  an  active  issue  sooner 
' than  we  expect.  Note  the  inclusion  of  welfare  state 
and  compulsory  health  insurance  proposals  in  the 
j pending  defense  legislation,  which  were  the  direct 
results  of  recommendations  by  the  President  in  his 
, State  of  the  Union  message. 

The  appeal  of  something  for  nothing  still  intrigues 
[l  many.  We  must  concern  ourselves  with  these 
; groups,  but  we  do  not  desire  to  adopt  any  methods 
or  means  which  would  endeavor  to  convince  these 
j people  against  their  will.  We  do  not  want  to  oppose 
them  or  arouse  their  hostility  to  our  cause.  Rather 
5 we  prefer  to  work  with  them  and  lead  them,  if 
1!  possible,  in  the  ways  we  believe  are  best  for  their 
i interests.  This  is  a job  which  we  must  do  in- 
i’ dividually,  as  citizens  as  well  as  doctors.  It  does 

(not  require  the  contribution  of  great  sums  of  money. 
The  doctor  in  his  own  community  enjoys  more 
prestige  and  wields  more  power  than  any  other 
f citizen.  He  should  be  acutely  aware  of  this  asset 
: and  exert  this  influence  on  his  patients,  friends,  and 
t his  elected  representatives  in  both  state  and  national 
■ legislatures.  The  experience  of  many  of  the  county 
jii,  societies  in  our  Midwest,  South,  and  Southwest 
[ attests  to  the  success  of  this  approach.  There, 
ji  cities  large  and  small,  and  even  rural  areas,  are  com- 
! parable  in  population,  living  conditions,  and  in  most 
other  respects  with  our  average  upstate  city  or 
town.  What  they  have  done  surely  we  too  can  do. 
Admitting  one’s  own  errors  and  showing  the  will 
i to  correct  them  requires  a courage  which  will  reward 
( us  all  in  the  measure  that  we  do  correct  them.  Our 
p»j  State  has  made  a commendable  beginning  of  the 
business  of  cleaning  our  own  house.  We  have  al- 
’ ready  established  in  many  counties  emergency 
j medical  care  services  and  mediation  committees. 
Great  benefit  will  result  from  the  further  extension 
of  these  facilities  wherever  it  is  possible.  There 
1 must  not  be  any  area  in  the  State  where  the  public 

I cannot  obtain  a doctor  immediately  in  an  emergency; 
also  no  justifiable  complaint  against  a member  of 
the  profession  should  be  left  unrectified. 

“P.R.  Doctor,”  January  22,  1951,  states  that 
grievance  committees  all  across  the  country  have 
j reported  that  the  majority  of  complaints  they  re- 
l ceive  have  to  do  with  fees.  Most  of  these  are  the 
j result  of  misunderstanding  or  ignorance.  A few 
I represent  obvious  overcharging.  A primary  duty 
j of  our  public  relations  should  be  to  develop  an  educa- 
• tion  program  to  acquaint  our  own  Society  members 
with  the  advisability  of  having  more  definite  and 
explicit  understanding  with  patients  regarding  fees 
and  charges,  and  to  let  it  be  known  that  we  will 
“get  tough”  with  those  members  who  habitually 
overcharge. 

I am  greatly  desirous  of  seeing  the  development 
of  community  health  councils,  which  has  been  a 
prime  interest  of  Dr.  Wertz  during  his  administra- 
tion. Today  there  are  more  than  1,190  local  health 
councils  or  health  committees  in  operation  across 
the  country.  There  are  also  30  state-wide  health 
councils.  Most  of  these  have  developed  since  1945, 


with  the  physicians  of  the  country  playing  a lead- 
ing role  in  their  expansion  and  operation.  A lead- 
ing role  implies  active  representation  and  participa- 
tion in  the  programs  of  lay  health  groups.  This 
means  that  our  members  must  be  willing  to  serve 
on  the  various  committees  of  civic  and  health 
organizations,  particularly  on  their  advisory  and 
executive  committees,  and  to  be  responsible  for  the 
policies  on  medical  and  health  matters  which  these 
groups  espouse.  An  example  of  what  I mean  is  the 
record  of  the  Polk  County  (Iowa)  Tuberculosis  and 
Heart  Association  (Des  Moines  is  the  key  city  in 
that  county).  During  its  thirteen  years  of  existence, 
that  association  or  its  officers  has  never  rejected  a 
single  recommendation  of  its  doctors’  advisory 
committee,  nor  instituted  a plan  without  their 
consent.  The  society,  as  well  as  the  doctors,  has 
operated  continuously  without  a single  complaint 
from  anyone. 

I venture  also  to  suggest  that  consideration  be 
given  to  the  inclusion  of  selected  laymen  on  the 
public  health  committees  of  our  own  Society.  This 
could  ensure  lay  support  and  interest  rather  than 
hostility  and  indifference,  at  the  same  time  retaining 
the  leadership  in  the  hands  of  trained  physicians. 
The  Colorado  State  Medical  Society  has  pioneered 
in  this  respect,  and  19  laymen  have  recently  been 
appointed  to  its  public  health  committees.  In  our 
own  State,  some  progress  has  been  made  in  this 
direction  by  the  Monroe  County  Medical  Society 
and  perhaps  in  some  others  of  which  I am  not  aware. 

This  is  a time  when  a positive  program  of  public 
relations  can  yield  enormous  dividends.  Con- 
structive effort  on  our  part  in  the  field  of  medical 
public  relations  and  service  will  convince  the  public 
that  the  medical  profession  is  vitally  interested  in 
the  health  of  all  the  citizens  of  the  State  and  is  using 
the  medium  of  its  medical  organizations  to  work 
in  the  public  interest.  By  taking  the  initiative 
the  State  Medical  Society  has  everything  to  gain 
and  will  enhance  its  prestige  in  the  eyes  of  the  people 
it  seeks  to  serve. 

Physician- Hospital  Relationships. — Those  of  you 
who  have  followed  the  trend  of  this  vexing  con- 
troversy should  be  familiar  with  recent  develop- 
ments. The  history  of  the  proceedings,  the  ups 
and  downs  over  the  past  several  years,  and  the 
events  leading  up  to  the  final  enactment  of  the 
Hess  Report  by  the  A.M.A.  House  of  Delegates  at 
San  Francisco  last  June  and  the  subsequent  clarifi- 
cation of  the  amendments  by  the  Judicial  Council 
are  a matter  of  record.  We  now  have  a yardstick, 
a basic  policy,  for  a more  considered  and  construc- 
tive approach  to  the  solution  of  this  problem. 

There  are  both  legal  and  ethical  rights  which 
enter  into  this  matter,  and  not  infrequently  these 
are  in  conflict.  Certainly  there  are  fundamental 
ethical  and  economic  problems  at  the  hospital  level. 
The  Legal  Department  of  the  A.M.A.  made  a sur- 
vey of  the  laws  of  every  state  in  the  Union  concern- 
ing the  practice  of  medicine  to  find  out  whether 
opinions  had  been  rendered  by  any  of  the  courts 
concerning  the  corporate  practice  of  medicine. 
Based  on  this  survey  one  fact  became  clear,  namely, 
that  the  corporate  practice  of  medicine  was  illegal 
in  most  states,  except  with  certain  modifications. 
This  is  the  law  in  New  York  State;  nevertheless  we 
have  an  opinion  of  the  Attorney  General  under 
IX-C  of  the  Insurance  Law  which  permits  recog- 
nized medical  services  to  be  included  in  hospital 
contracts  under  Blue  Cross  plans. 

Our  legally  constituted  medical  societies,  such  as 
the  A.M.A.  and  our  state  societies,  can  only  create 
policy.  They  have  no  legal  authority.  Our  New 
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York  State  Medical  Society  is  a confederation  of 
county  societies.  What  legal  authority  exists  is 
based  on  the  county  society.  This  is  the  area  where 
disciplinary  action  can  be  started;  such  action  may 
go  to  the  State  or  even  to  the  Judicial  Council  of 
the  A.M.A.,  but  only  after  local  action  has  been 
taken  and  recommendations  made  by  the  county 
society.  As  Dr.  Hess’  committee  states,  physician- 
physician  relations,  physician-hospital  relations, 
and  physician-hospital-public  relations  are  local 
matters  and  differ  in  various  counties. 

The  foregoing  is  a very  brief  resume  of  the  back- 
ground leading  up  to  our  present  position.  Our 
approach  now  must  be  to  foster  and  push  a huge 
educational  campaign  to  present  forcefully  our  pro- 
gram in  the  field  of  physician-hospital  relationships. 
We  already  have  our  Council  Committee  on  Hos- 
pital and  Professional  Relations  as  requested  in  the 
Hess  Report,  and  many  counties  have  a correspond- 
ing committee  at  the  local  level.  Dr.  Harold  F.  R. 
Brown  of  Buffalo  is  chairman  of  this  committee, 
and  he  has  already  conducted  regional  State  meet- 
ings to  secure  facts,  to  seek  intelligently  the  ways 
and  means  of  advising  local  committees,  and  other- 
wise to  help  to  resolve  this  problem.  I propose  to 
continue  this  committee,  which  has  made  an 
auspicious  start,  with  its  present  chairman,  and  I 
will  assure  this  House  and  this  committee  the  full 
support  of  the  Council  with  all  its  resources  within 
our  budgetary  limitations.  I further  urge  that 
every  individual  doctor  familiarize  himself  with  the 
provisions  of  the  Hess  Report,  that  he  attend  his 
county  medical  society  meetings  regularly,  and  that 
he  make  his  voice  heard  so  that  this  physician- 
hospital  relationship  controversy  may  be  happily 
resolved  at  the  local  level  where  it  properly  belongs. 

This  brings  me  now  to  the  next  phase  of  my  mes- 
sage to  this  House. 

Voluntary  Medical  Care  Plans. — These  plans 
today  are  closely  allied  to  certain  facets  ot  the 
physician-hospital  relations  program.  Faced  as  we 
are  with  the  ever-present  threat  of  compulsory 
health  insurance  at  the  Federal  level,  it  is  to  their 
common  advantage  for  both  hospitals  and  physi- 
cians to  cooperate  in  the  public  interest.  This 
means  that  any  controversies  we  may  have  should 
be  resolved  as  promptly  as  possible.  It  is  a job 
that  requires  the  combined  efforts  of  hospital  ad- 
ministrators and  medical  men.  The  status  of  the 
existing  relationships  as  regards  medical  services  in 
our  Blue  Cross  plans  is  delicate,  and  we  must  be 
most  careful  that  these  are  not  disturbed  unwisely. 
We  will  need  to  employ  great  tact  in  this  phase  of 
our  voluntary  care  plans  if  we  are  not  to  harm  the 
very  mechanisms  we  are  so  actively  fostering. 
But  Blue  Shield  has  progressed  rapidly  and  favor- 
ably in  this  State,  and  I believe  at  least  in  certain 
areas  that  the  time  has  come  to  insist  that  in  all 
future  contracts  medical  services  should  be  included 
in  and  paid  for  by  Blue  Shield,  and  hospital  services 
alone  be  written  into  Blue  Cross.  This  principle 
should  be  adopted  also  in  all  new  contracts  written 
by  the  insurance  companies,  both  commercial  and 
nonprofit. 

As  you  know,  we  have  six  voluntary,  nonprofit 
Blue  Shield  plans  operating  in  New  York  State 
offering  surgical  and  medical  in-hospital  coverage. 
A seventh  plan  known  as  the  Chautauqua  Regional 
Medical  Service  was  organized  on  November  9, 
1950,  by  the  Medical  Society  ol  the  County  of 
Chautauqua,  to  serve  the  people  in  that  area. 

Important  to  the  doctor  is  the  knowledge  of  the 
plan  he  underwrites  and  participates  in.  He  should 
understand  how  his  plan  works,  what  it  offers,  who 


is  eligible  to  buy  it,  and  what  it  costs.  He  should 
be  able  to  inform  those  who  inquire  and  are  inter- 
ested in  becoming  members.  He  should  under- 
stand how  his  plan  is  administered  and  become 
cognizant  of  the  part  he  must  play  to  ensure  smooth 
administration.  In  short,  he  and  his  colleagues 
underwrite  the  plan,  and  it  should  be  of  vital  in- 
terest to  every  doctor  to  know  something  about  it. 

I feel  it  my  duty  to  stress  that  before  joining  any 
plan  doctors  should  ascertain  that  .the  type,  quality, 
and  manner  of  distribution  of  the  medical  services 
are  determined  by  administrative  or  advisory  boards 
on  which  policies  are  determined  by  medical  men. 

The  inherent  threat  of  invasion  of  the  field  of 
medical  practice  by  corporations  is  apparent  in 
many  areas  where  these  plans  operate.  The  local 
county  society  as  a sponsoring  agent  should  be 
alerted  to  these  practices  and  work  closely  through 
its  liaison  committee  to  correct  these  abuses. 

Much  progress  has  been  made  toward  the  ac- 
ceptance of  a uniform  service  type  of  contract  on  a 
State-wide  level.  It  is  highly  desirable,  as  it 
would  afford  State-wide  coverage  to  employes 
of  our  large  industrial  companies.  These  contracts 
are  drawn  up  to  provide  broad  services,  and  I would 
refer  you  to  the  report  of  our  Bureau  of  Medical 
Care  Insurance  for  the  details.  This  material  has 
been  carefully  reviewed  by  our  Subcommittee  on 
Medical  Expense  Insurance,  and  with  certain  sug- 
gested changes  the  drafts  are  now  in  the  hands  of 
the  component  county  medical  societies  for  their 
determination  and  action.  It  is  going  to  require 
some  sacrifice  on  the  part  of  individual  physicians 
if  this  type  of  coverage  is  to  be  accepted.  Once 
again,  the  success  or  failure  of  this  forward  step  is 
in  the  hands  of  the  medical  profession  and  will 
require  the  cooperative  effort  of  both  physicians 
and  plan  administrators. 

Looking  ahead  as  our  Medical  Society  plans 
develop,  we  should  seek  to  broaden  benefits,  to 
expand  individual  enrollments  as  well  as  payroll 
groups,  and  to  extend  coverage  to  insurance  sub- 
scribers over  sixty-five  years  of  age.  As  for  our 
older  and  larger  plans  where  experience  and  ac- 
tuarial safety  are  reasonably  established,  thought 
should  be  given  to  wider  coverage  of  catastrophic 
illness,  and  particularly  I would  recommend  a re- 
view of  the  California  experiment  where  some  23 
specific  long-term  illnesses  have  been  selected  with 
a view  to  extending  benefits  to  those  afflicted  with 
these  diseases. 

Dr.  John  W.  Cline,  president-elect  of  the  American 
Medical  Association,  has  called  health  insurance 
our  number  one  job.  He  feels  that  our  profession’s 
future  depends  on  intelligent,  collective  action,  and 
he  sees  it  linked  inextricably  with  voluntary  health 
insurance.  As  both  quantity  and  quality  of  pre- 
paid health  contracts  continue  to  rise,  the  idea  of 
government  health  insurance  in  the  public  mind  will 
progressively  decline.  It  will  lose  its  popular  ap- 
peal. We  surely  can  concur  in  this  and  throw  our 
full  weight  behind  a State-wide  drive  to  strengthen 
these  plans. 

Role  of  the  General  Practitioner. — It  is  with 
satisfaction  that  I note  the  growing  interest  on  the 
part  of  our  State  Society  in  the  welfare  of  the  general 
practitioner.  I have  taken  a very  personal  interest 
during  my  year  as  president-elect  in  the  expanding 
activities  of  the  New  York  State  Chapter  of  the 
American  Academy  of  General  Practice.  This 
group  is  assuming  an  increasing  importance  in  the 
affairs  of  organized  medicine. 

One  of  the  most  significant  actions  taken  by  the 
House  of  Delegates  of  the  American  Medical  As* 
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sociation  at  the  San  Francisco  session  in  June, 
1950,  was  the  unanimous  adoption  of  the  report  of 
the  Trustees’  Committee  on  General  Practice. 
I would  suggest  a study  of  this  report  by  all  of  you. 
The  committee  recognizes  a change  in  the  attitude 
toward  and  the  emphasis  on  general  practice  during 
the  past  three  years.  Of  particular  note  is  the  in- 
creasing interest  on  the  part  of  medical  students 
and  interns  to  engage  in  general  practice.  There  is 
an  awareness  in  our  medical  schools  of  the  responsi- 
bility for  training  an  adequate  number  of  students 
for  general  practice.  Three  methods  of  encouraging 
this  emphasis  have  been  suggested:  (1)  the  inclu- 
sion of  general  practitioners  as  clinical  instructors; 
(2)  a series  of  lectures  or  panel  discussions  in  the  art 
of  medical  practice  during  the  junior  and  senior 
years;  and  (3)  preceptorships  sponsored  and  con- 
trolled by  the  state  medical  societies  and  medical 
schools  under  which  students  would  be  assigned  to 
selected  and  approved  general  practitioners  for  a 
specified  period  of  time,  during  which  they  would 
live  and  work  with  the  physician  in  the  normal  type 
of  daily  practice.  (The  Mary  Imogene  Bassett 
Hospital  in  Cooperstown,  through  its  affiliations 
with  the  Albany  and  Columbia  University  medical 
colleges,  conducts  an  experiment  to  evaluate  the 
practicability  of  this  student-practitioner  type  of 
apprenticeship.) 

Particular  commendation  was  given  in  the  com- 
mittee’s report  to  the  plan  prepared  by  the  American 
Academy  of  General  Practice  for  the  integration  of 
general  practitioners  into  hospital  staff  organiza- 
tions. 

The  growth  of  specialization  and  the  certification 
of  specialists  have  tended  to  eliminate  the  general 
practitioner  from  our  general  hospitals.  Most 
people  look  to  the  family  doctor  for  the  solution  of 
their  medical  problems.  He  is  the  first  thought  in 
time  of  stress  and  trouble.  A good  conscientious 
physician  has  been  practicing  all  his  life  those  virtues 
of  the  art  of  medicine  which  today  are  endowed  with 
the  high  sounding  name  of  “psychosomatic  medi- 
cine.” If  he  has  not  done  this,  he  has  not  been  a 
good  doctor,  whatever  his  scientific  knowledge 
might  be.  For  this  kind  of  doctor  we  must  strive 
to  find  a place  in  our  hospital  staff  organization  and 
provide  him  with  continuing  postgraduate  educa- 
tion. By  this  means  he  will  not  only  become  a 
competent  diagnostician  but  also  will  be  equipped 
with  those  skills  which  will  fit  him  to  perform  the 
more  routine  procedures  that  his  training  and  ex- 
perience entitle  him  to  undertake. 

To  give  the  general  practitioner  a stronger  voice 
in  our  Society  a Subcommittee  on  General  Practice 
has  been  appointed,  which  functions  under  the 
Council  Committee  on  Public  Health  and  Educa- 
tion. I believe  our  State  Medical  Society  should 
support  heartily  the  efforts  of  this  group  and  lend 
assistance  in  every  way  possible  to  the  achievement 
of  their  legitimate  aims.  At  this  convention,  in 
the  scientific  assembly  there  was  a Session  on  General 
Practice  established  last  year.  In  furthering  Dr. 
Wertz’s  recommendation,  I would  urge  this  House 
of  Delegates  to  have  created  a Section  on  General 
Practice  on  the  same  level  as  all  other  scientific 
sections.  I hope  sincerely  this  will  be  accomplished 
at  this  session. 

I would  appeal  to  all  general  practitioners  to  per- 
sist in  their  zeal  for  improvement  of  their  status, 
but  I would  urge  them  to  direct  their  efforts  through 
the  accepted  and  established  channels  set  up  within 
their  county  and  state  medical  societies.  After 
all,  they  are  members  of  these  organizations.  By 
so  doing,  they  will  develop  sound  qualities  of  leader- 


ship. Their  progress  in  the  State  will  depend  to  a 
greater  or  lesser  degree  on  their  ability  to  develop 
such  leaders.  In  these  perilous  times,  there  must 
be  no  disunity  within  the  ranks  of  the  medical  pro- 
fession. Our  two  organizations  should  work 
together  as  a team,  seeing  eye  to  eye  in  our  common 
problems.  On  this  basis,  the  State  Society  can 
and  will  lend  its  full  cooperation. 

Nursing. — A phase  of  our  activities  to  which  I 
believe  the  House  of  Delegates  pays  only  passing 
attention  is  the  Committee  on  Nursing  Education. 
The  work  of  this  committee  is  important,  and  its 
potential  for  improving  interprofessional  relation- 
ships is  very  great.  The  State  Coordinating  Coun- 
cil serves  a useful  purpose  by  correlating  the  efforts 
of  the  hospital  and  nursing  groups.  This  committee 
hopes  that  it  may  be  possible  to  develop  local  co- 
ordinating groups  at  the  district  branch  or  county 
levels,  which  might  serve  as  feeders  and  information 
centers  for  the  main  committee. 

Take  back  to  your  county  societies  the  importance 
of  this  activity.  Any  concerted  effort  made  to 
improve  our  relations  with  the  nursing  and  hospital 
groups  cannot  fail  to  redound  to  the  prestige  and 
credit  of  the  medical  profession. 

Malpractice  Insurance  and  Defense. — The  Mal- 
practice Insurance  and  Defense  Board  is  a special 
committee  of  the  House  of  Delegates.  I look  back 
with  pardonable  pride  on  having  this  Board  set  up 
when  I was  chairman  of  the  Council  Committee  on 
Malpractice  Insurance  and  Defense.  The  problems 
in  this  field  yearly  become  more  difficult,  and  I am 
informed  that  from  every  discernible  indication 
the  trend  of  mounting  costs  of  malpractice  actions 
may  well  become  a very  real  burden  to  the  profes- 
sion. In  the  minds  of  the  Board  this  situation  is 
alarming. 

It  is  feared  that  at  the  present  rate  of  increase 
the  cost  of  liability  insurance  protection  may  very 
easily  double  during  the  next  three  or  four  years. 
Regardless  of  the  best  efforts  and  intentions  of  all 
concerned  to  compute  rates  which  fairly  cover  the 
costs,  the  report  of  the  actuaries  will  show  wide  dis- 
crepancies between  the  incurred  -loss  costs  and  the 
insurance  rates  paid  during  the  years  1945  to  1949 
inclusive. 

Average  Rate 
Cost  Paid 

Metropolitan  $55 . 68  $37 . 63 

Upstate  49.64  31.77 

For  the  year  1949  alone,  the  incurred  loss  cost  in 
the  upstate  counties  reached  the  unprecedented 
level  of  $78.50.  The  actuaries’  report  will  show 
further  that  during  the  five-year  period  our  com- 
panies— that  is,  the  Yorkshire  and  the  Employers — 
incurred  for  losses  up  to  $5,000  alone,  103  per  cent 
of  the  premiums  collected,  and  for  all  losses,  91 
per  cent  of  the  premiums  paid  by  the  members. 
Of  course,  no  company  can  stand  these  loss  ratios 
for  long,  and  unless  some  drastically  new  approach 
to  computing  rates  at  substantial  increases  is 
adopted,  no  company  will  be  willing  to  undertake 
the  Group  Plan. 

There  are'  constantly  in  the  field  two  or  three  in- 
surance companies,  having  a limited  amount  of 
business  and  knowing  very  little  about  the  real 
costs  of  this  form  of  insurance  in  New  York  State, 
who  continue  to  stir  up  our  members  in  an  effort 
to  lure  them  away  from  the  Group  Plan.  It  should 
be  obvious  to  everyone  that  if  the  Group  Plan,  with 
its  very  low  operating  costs,  loses  money  every  year 
at  its  present  rates,  no  other  company  can  or  would 
maintain  lower  costs  very  long  if  they  had  any 
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volume  of  business.  Members  who  place  their  in- 
surance in  such  companies  are,  for  a paltry  saving, 
helping  to  tear  down  the  efforts  the  Society  is  mak- 
ing to  protect  those  same  members.  This  is  a crucial 
situation,  gentlemen,  and  I appeal  to  all  of  you  to 
give  it  serious  thought. 

Legislation. — Important  as  this  activity  is,  I can 
deal  with  it  only  cursorily  at  this  time.  Each  year 
we  are  confronted  with  innumerable  bills  in  which 
we  are  directly  or  indirectly  concerned.  They  must 
be  screened  and  studied,  and  a position  on  them 
must  be  taken.  We  cannot  deny  that,  notwith- 
standing all  our  efforts,  we  lack  convincing  influence 
in  the  Legislature  in  matters  which  we  believe  are 
inimical  to  the  public  welfare.  We  are  making 
progress,  but  there  is  much  yet  to  be  done  if  our 
vote  is  to  become  effective. 

No  committee,  well  as  it  may  function,  either  at 
the  county  or  State  level,  can  accomplish  as  much 
with  legislators  as  the  method  of  individual  contact 
and  appeal.  Here  is  a real  obligation  which  every 
doctor  must  accept.  The  mere  passing  of  a resolu- 
tion by  this  House,  and  then  proceeding  to  forget 
it,  will  not  solve  our  problems.  It  is  in  this  field 
that  our  local  public  relations  best  can  be  asserted. 

I entreat  county  medical  societies  interested  in 
initiating  legislation  to  confer  with  the  State  Legis- 
lation Committee.  Often  similar  matters  are  the 
concern  of  more  than  one  of  our  county  societies. 
By  prior  consultation  with  our  State  committee 
facts  can  be  obtained  which  might  modify  con- 
templated action,  and  possible  confusion  can  thus 
be  avoided.  On  matters  of  policy  this  procedure  is 
particularly  necessary.  Here  is  where  our  district 
branch  conference  committees  can  function  to  ad- 
vantage. Such  action,  in  my  opinion,  in  no  way 
will  infringe  on  any  prerogative  of  the  county  society 
and  will  be  productive  of  better  results. 

My  experience  in  the  Council  has  convinced  me 
that  we  lack  a positive  approach  to  our  problems  of 
legislation.  In  Dr.  Hannon  and  Mr.  Beasly  we 
have  two  able  and  energetic  representatives  in 
Albany.  They  have  accomplished  a great  deal, 
and  I am  glad  to ‘have  this  opportunity  to  express 
my  appreciation  of  their  efforts.  But  I believe 
the  time  has  arrived  for  our  Legislation  Committee 
to  become  active  immediately  after  adjournment 
of  this  House.  It  should  organize  study  groups  to 
review  our  legislation  experience,  and  conference 
subcommittees  to  contact  county  legislation  com- 
mittees, and  by  any  other  means  it  may  see  fit 
should  develop  a program  embodying  the  views  of 
the  medical  profession  of  this  State  which  then  can 
be  presented  at  legislation  hearings  prior  to  the 
opening  of  the  regular  session  of  the  Legislature. 
We  would  not  then  be  so  frequently  on  the  negative 
side,  opposing  something  already  all  but  accom- 
plished. We  should  profit  from  our  disappoint- 
ments and  failures  of  the  past.  Such  a suggested 
approach  could  well  achieve  for  us  a greater  measure 
of  success  in  our  future  legislation  objectives. 

Journal  and  Directory. — The  publication  of  the 
Journal  and  the  Directory  is  one  of  the  significant 
activities  of  the  State  Society.  We  are  justly 
proud  of  our  State  Journal.  To  Dr.  Kosmak,  Dr. 
Redway,  their  staff,  and  the  Publication  Committee 
I pay  deserved  tribute.  The  costs  of  producing 
these  two  publications  are  rising  by  leaps  and 
bounds,  and  some  sort  of  decision  by  the  State 
Society  will  have  to  be  reached  to  cope  with  this 
constantly  recurring  problem. 

The  1951  Directory,  you  will  note,  includes  the 
names  of  only  New  York  physicians  and  hospitals, 
but  contains  a great  deal  of  new  material  which 


makes  it  most  valuable  as  a reference  book.  It  is 
distinctly  different  from  preceding  issues.  Your  com- 
ment and  constructive  suggestions  are  invited.  We 
believe  you  will  agree  that  this  edition  should  be  of 
even  greater  service  to  you  than  any  of  its  predeces- 
sors. 

Budget—  Just  a brief  word  on  the  budget.  The 
increasing  costs  of  everything  entering  into  the  ac- 
tivities of  the  Society  are  a source  of  continuous 
concern  to  your  officers.  Notwithstanding  the 
recent  increase  in  dues,  the  expenses  of  the  Society 
are  in  excess  of  dues  income.  To  meet  year-end 
deficits  the  Trustees  have  found  it  necessary  to 
borrow  substantial  sums  of  money  which  are  repaid 
on  short  term  loans  from  dues  income  of  the  follow- 
ing year.  Thus  the  same  state  of  affairs  prevails 
when  the  next  year-end  obligations  have  to  be  met. 
The  Finance  Committee  and  all  departments  co- 
operate fully  to  economize  and  prepare  an  ade- 
quate budget,  yet  our  expenditures  tend  to  exceed 
the  budgetary  allotments.  This  is  stated  to  alert 
you  to  a pressing  problem  and  to  appeal  to  your 
good  judgment  and  sound  common  sense  in  authoriz- 
ing new  business  at  this  session  which  will  neces- 
sarily carry  with  it  substantial  increases  in  appro- 
priations. 

Woman's  Auxiliary. — Each  year  the  Auxiliary 
becomes  increasingly  important  to  the  medical  pro- 
fession in  New  York  State.  Its  efforts  in  the  fields 
of  public  relations  and  legislation  are  helping  to 
lessen  the  burden  of  the  Society’s  established  com- 
mittees. Its  work  in  the  promotion  of  the  vital 
tasks  of  nurse  recruitment  and  the  education  of  the 
public  to  an  appreciation  of  the  value  of  authentic 
health  information,  as  is  contained  in  Today’s 
Health,  projects  the  profession  into  a new  phase  of 
health  education  which  is  of  paramount  importance 
and  interest  to  the  public.  Its  publication,  The 
Distaff,  contains  instructive  articles  of  interest  to 
the  doctors  as  well  as  its  own  members. 

Mrs.  Henry  has  been  indefatigable  in  the  dis- 
charge of  her  duties  as  president  of  the  Auxiliary 
during  the  past  year.  Her  direction  of  its  many 
activities  has  been  stimulating,  and  the  results 
have  been  evident.  She  is  turning  over  to  her  suc- 
cessor, Mrs.  Harold  B.  Johnson,  of  Buffalo,  a well- 
organized  group,  and  we  can  look  forward  to  con- 
structive expansion  of  its  work.  I pledge  to  Mrs. 
Johnson  complete  cooperation  during  the  coming 


year. 

Other  Activities. — It  is  impractical  to  discuss  today 
many  subjects  which  engage  the  Society’s  attention. 
As  it  is  I have  already  talked  too  long,  but  there 
were  certain  matters  that  I felt  I had  to  draw  to 
your  attention  a little  bit.  Workmen’s  compensa- 
tion will  be  fully  reported  upon  through  the  appro- 
priate committee,  and  the  controversial  matter  of 
the  fee  schedule  will  again  be  considered  by  this 
House. 

Postgraduate  education,  welfare  care  of  the 
medically  indigent,  the  chronic  illness  program, 
hospital  construction  progress  under  the  Hill- 
Burton  Law,  veterans  affairs,  A.M.A.  dues,  and 
other  topics  will  be  presented  in  the  columns  of  the 
President’s  Page  in  the  Journal. 

It  gives  me  the  greatest  pleasure  to  express  my 
appreciation  of  the  privilege  that  has  been  mine  to 
work  so  closely  and  harmoniously  with  Dr.  Wertz. 
He  epitomizes  to  me  all  the  fine  qualities  of  the  true 
gentleman.  His  leadership  has  been  sound  and 
realistic;  his  friendship  very  warm  and  inspiring. 
I salute  him!  (Applause) 

Time  inexorably  imposes  its  restraints,  and  this 
discussion  of  our  common  problems,  as  I view  them, 
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must  be  brought  to  an  end.  As  you  now  turn  your 
attention  to  the  business  of  this  House,  address 
yourselves  to  your  tasks  with  diligence  and  courage. 
May  emotion  be  expunged  and  clear  thinking  pre- 
vail! Now  more  than  ever  is  it  imperative  to 
bring  light  and  not  heat  to  your  deliberations. 
Consider  well  the  purport  of  all  resolutions  or 
changes  which  may  be  introduced.  Make  your- 
selves available  to  the  reference  committees,  where 
most  conflicts  can  be  resolved.  Foster  the  ideal  of 
service,  never  losing  sight  of  the  fact  that  the  open- 
;ing  sentence  of  the  very  first  section  of  the  Princi- 
ples of  Medical  Ethics  of  the  American  Medical 
Association  states:  “The  prime  object  of  the  medi- 
cal profession  is  to  render  service  to  humanity; 
reward  or  financial  gain  is  a subordinate  considera- 
tion.” 

Clem  Whitaker  has  aptly  said,  “Thank  God  for 
the  courage,  the  sound  convictions,  and  the  tireless 
energy  of  American  doctors!”  In  these  rapidly 

B changing  times,  when  social  and  emotional  adjust- 
ments are  constantly  required,  these  words  ring  true. 

God  speed  and  guide  you  in  vour  deliberations 
during  these  next  few  days  of  decision! 

Thank  you!  ( Applause ) 

Speaker  Andresen:  Thank  you,  Mr.  President- 
Elect.  Your  report  is  referred  to  the  Reference 
Committee  on  the  Report  of  the  President. 

Section  16 

Introduction  of  Representatives  from  other  State 
Societies 

Speaker  Andresen:  The  next  item  of  business 
is  always  a great  pleasure  to  the  Speaker.  Once 
again,  the  state  medical  associations  of  our  four 
contiguous  states  have  sent  to  us  their  most  out- 
standing members  as  delegates.  Gentlemen,  I hope 
you  will  enjoy  the  proceedings  of  this  House,  and 
that  you  will  feel  free  to  take  part  not  only  in  this 
meeting  but  also  attend  the  meetings  of  the  refer- 
ence committees  this  afternoon. 

Will  the  delegates  from  each  of  these  states  please 
arise  and  take  a bow?  From  Connecticut,  Dr. 
Thomas  J.  Danaher  and  Dr.  Charles  H.  Sprague! 
Are  they  here? 

. . .There  was  no  response.  . . 

Speaker  Andresen:  From  New  Jersey,  we  have 
Dr.  Vincent  P.  Butler,  of  Jersey  City.  Is  Dr. 
Butler  here? 

. . .There  was  no  response.  . . 

Speaker  Andresen:  Is  there  any  representative 
here  from  Vermont? 

I . . .There  was  no  response.  . . 

Speaker  Andresen:  Anbody  here  from  Pennsyl- 
| vania? 

. . .There  was  no  response.  . . 

Speaker  Andresen:  Well,  I hope  they  will  be 
i here  tomorrow  anyway.  I made  my  introduction 
{ too  soon . ( La  lighter ) 

The  floor  is  now  open  for  the  introduction,  first, 

I of  supplementary  reports.  Arc  there  any  supple- 
mentary reports? 

Section  17  (See  136) 

Supplementary  Report  of  the  Council,  Part  XI: 
Publication 

Dr.  George  W.  Kosmak:  Mr.  Speaker,  this  is  a 
very  brief  supplementary  report  made  necessary 
by  the  developments  of  recent  weeks  in  the  activi- 
[ ties  of  the  Publication  Committee. 

The  situation  which  has  developed  during  recent 
months  relative  to  the  supply  of  paper  for  printing 
the  Journal  is  called  to  the  attention  of  the  House 


of  Delegates.  Ordinarily  our  allotment  for  the 
year  is  2,400  reams  which,  by  direction  of  the  Wash- 
ington authorities,  has  been  cut  10  per  cent  as  of 
January  1,  1951.  Another  cut  of  10  per  cent  may 
be  demanded  at  a future  date.  This  will  make  it 
necessary  to  reduce  the  number  of  text  pages  to 
comply  with  the  directive,  which  is  unfortunate  in 
view  of  the  recent  expansion  in  the  size  of  the 
Journal  to  accommodate  the  material  submitted 
for  publication  and  to  obviate  delay  in  its  inclusion 
in  our  pages. 

Consideration  must  also  be  given  to  the  publica- 
tion of  a supplementary  issue  containing  the  ver- 
batim record  of  the  proceedings  of  the  Annual 
Meeting  of  the  House  of  Delegates  as  decreed  by 
this  body  two  years  ago.  In  previous  years  these 
appeared  in  the  Journal  in  installments  and  in  an 
abbreviated  form.  The  advantages  of  the  more 
recent  supplementary  issue  are  unquestioned  but 
will  constitute  an  additional  drain  on  the  paper 
supply.  It  might  be  possible  to  add  to  our  available 
supply  of  paper  by  purchases  in  the  outside  market 
at  an  advanced  price,  but  the  Publication  Com- 
mittee decided  against  this  practice  and  voted  to 
limit  the  number  of  pages  in  future  issues,  after 
that  of  May  15,  to  96  pages.  Necessarily  this  will 
delay  the  publication  of  manuscripts  in  our  files  as 
well  as  extend  the  appearance  of  papers  presented 
at  this  Annual  Meeting.  The  contracts  with  ad- 
vertisers will  not  permit  a reduction  in  space  avail- 
able for  this  purpose,  nor  can  we  forego  the  revenue 
received  from  this  source. 

Our  paper  suppliers  will  endeavor  to  secure  the 
former  allotment  but  at  the  present  time  cannot 
guarantee  to  do  so.  Unless  this  is  accomplished,  it 
will  be  necessary  to  make  the  reduction  in  the  size  of 
the  Journal  referred  to. 

The  current  Directory  is  an  accomplished  fact, 
and  the  Committee  trusts  that  in  its  new  form  and 
content  it  will  receive  the  commendation  of  our 
members.  Its  production  has  been  surrounded 
with  many  difficulties,  and  great  credit  is  due  to 
Miss  Loy  and  her  associates  in  the  office  staff,  as 
well  as  to  Miss  Bauer,  for  their  devoted  attention  to 
bringing  out  the  volume  on  time.  While  the  costs 
of  publication  have  advanced  beyond  those  of 
previous  issues,  we  trust  that  the  membership  will 
find  it  a valuable  book  of  reference  and  definitely 
representative  of  the  activities  of  our  Society. 

This  is  respectfully  submitted  by  the  Publication 
Committee. 

Speaker  Andresen:  This  supplementary  report 
is  referred  to  the  Reference  Committee  on  Report 
of  the  Council,  Part  XI,  Publication  and  Public 
Relations,  of  which  Dr.  Joseph  A.  Geis  is  chairman. 

It  is  now  time  for  the  introduction  of  resolutions. 
Two  of  our  members  have  asked  me  to  recognize 
them  for  resolutions  which  they  wish  to  have  con- 
sidered immediately,  without  reference  to  reference 
committees.  I first  recognize  Dr.  Cunniffe. 

Section  18 

Memorial  for  Dr.  James  F.  Rooney 

Dr.  Edward  R.  Cunniffe,  Trustee:  I wish  to 
present  the  following  resolution  for  action  by  this 
House: 

“Whereas,  it  has  pleased  Almighty  God  in  His 
infinite  wisdom  to  call  from  our  midst  our  re- 
spected and  admired  colleague,  James  F.  Rooney; 
and 

“Whereas,  Dr.  Rooney  devoted  his  life  to  the 
improvement  of  the  health  and  welfare  of  the 
people  of  the  State  of  New  York;  and 
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“Whereas,  he  was  markedly  zealous  in  his  de- 
votion to  his  profession  and  to  the  members  of 
the  Medical  Society  of  the  State  of  New  York, 
not  only  as  a fine  speaker  and  an  astute  par- 
liamentarian but  as  a valuable  contributor  to  the 
transactions  of  the  House  of  Delegates  in  which 
he  ever  upheld  the  highest  ideals  of  medical  prac- 
tice; and 

“Whereas,  he  gave  distinguished  service  for 
many  years  to  this  Society  in  the  capacity  of 
president,  councillor,  and  trustee;  and 

“Whereas,  his  military  service  in  three  wars, 
his  peacetime  efforts  to  strengthen  the  National 
Guard,  and  his  extensive  work  in  the  interest  of 
Selective  Service  show  his  enthusiastic  patriotism 
for  his  country;  and 

“Whereas,  his  warm  sympathetic  nature  was 
evidenced  in  the  sincere  admiration  of  a host  of 
friends,  in  the  esteem  of  his  grateful  patients,  and 
in  the  respect  in  which  he  was  held  by  his  fellow 
members  of  this  Society;  therefore,  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  hereby 
records  its  sense  of  loss,  expresses  its  sympathy 
for  Mrs.  James  F.  Rooney  and  the  other  members 
of  his  immediate  family,  and  requests  its  secre- 
tary to  send  a copy  of  this  part  of  its  minutes  to 
Mrs.  Rooney.” 

I move  you,  Mr.  Speaker,  that  the  House  of  Dele- 
gates act  upon  this  resolution  as  a committee  of  the 
whole  and  not  send  it  to  a reference  committee. 

Dr.  Clarence  G.  Bandler,  New  York:  I 

second  it. 

. . .There  being  no  discussion,  the  motion  was 
carried  by  a rising  vote. . . 

Speaker  Andresen:  That  resolution  is  unani- 

mously adopted. 

Section  19 

Estimates  of  Expenditures 

Dr.  James  Greenough,  Otsego:  Mr.  Speaker  and 
members  of  the  House  of  Delegates,  I wish  to  pre- 
sent a resolution  from  the  County  of  Otsego,  the 
subject  of  which  is  “Estimates  of  Expenditures”: 
“Whereas,  the  expenditures  of  this  Society 
rose  from  $177,189  in  1946  to  $360,771  in  1950, 
an  increase  of  over  100  per  cent;  and 

“Whereas,  in  spite  of  an  increase  of  $5.00  or 
33  per  cent  in  the  annual  dues  in  1948  the  accu- 
mulated deficit  in  five  years  has  been  over  $110, 
000  with  a net  loss  of  almost  $10,000  and  with  a 
further  increase  of  $5.00  in  the  annual  dues  for 
1951,  the  budget  calls  for  expenditures  of  $432,- 
064,  leaving  a balance  of  only  $6,636;  and 

“Whereas,  in  the  1950  meeting  of  the  House  of 
Delegates  much  concern  over  deficit  spending 
was  expressed  by  the  Reports  of  the  Treasurer 
and  the  Trustees;  and 

1 ‘Whereas,  the  report  of  the  reference  committee 
which  was  adopted  by  the  1950  House  of  Dele- 
gates concurred  strongly  in  recommending 
avoidance  of  deficit  spending;  and 

“Whereas,  at  every  meeting  of  the  House  of 
Delegates  several  resolutions  are  introduced 
calling  for  increased  activities  and  consequently 
increased  expenditures;  and 

“Whereas,  it  is  difficult  for  the  delegates  to 
estimate  the  additional  cost  of  new  activities  and 
to  balance  the  value  of  suggested  activities 
against  their  cost;  therefore,  be  it 

“Resolved,  that  each  reference  committee  re- 
ceiving a resolution  for  consideration  requiring 
expenditure  of  the  Society’s  funds  shall  obtain 


from  the  financial  officers  of  the  Society  a reason- 
able estimate  of  the  additional  expenditures  such 
resolution  would  require  and  shall  embody  this 
estimate  for  the  information  of  the  delegates  in 
its  report  of  such  resolution  to  the  House  for  its 
action.” 

May  I interpolate  that  the  supplementary  report 
we  received  this  morning  shows  a budget  of  $439,000 
with  a projected  deficit  of  $42,000  instead  of  a 
balance  of  $6,000,  as  stated  in  the  second  para- 
graph of  this  resolution. 

Mr.  Speaker,  there  is  nothing  controversial  in  this 
resolution  since  it  provides  only  for  added  informa- 
tion to  aid  the  House  of  Delegates  in  voting  on  reso- 
lutions. 

I,  therefore,  move  that  it  be  presented  for  im- 
mediate consideration  without  being  referred  to  a 
reference  committee. 

. . .The  motion  was  seconded  by  several,  and,  as 
there  was  no  objection  expressed  to  immediate 
consideration  and  action  on  the  resolution,  it  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Speaker  Andresen:  It  is  now  time  for  the  intro- 
duction of  resolutions. 

It  was  suggested  to  me  that  the  fairest  way  to 
accept  resolutions,  rather  than  to  have  a big  crowd 
waiting  here  to  be  recognized,  would  be  to  call  upon 
the  county  delegations  in  alphabetic  order  and  ask 
them  if  they  have  any  resolutions  to  present.  I 
am  going  to  try  it.  Of  necessity,  I shall  have  to 
call  out  the  names  of  the  county  societies  in  rapid 
succession  so  if  you  have  a resolution  to  present 
please  arise  promptly  and  come  to  the  microphone. 
We  will  strive  to  have  practically  all  of  the  resolu- 
tions presented  this  morning — and  the  time  is  late — 
in  order  to  give  them  to  our  reference  committees 
to  work  upon  this  afternoon  and  not  impose  upon 
these  hard-working  committees  by  requiring  supple- 
mentary meetings. 

In  order  to  save  time  will  those  presenting  resolu- 
tions please  confine  themselves  to  the  resolution 
itself  or  only  a mention  of  its  purpose  and  not  read 
the  “whereases”  which  are  really  arguments  in 
favor  of  the  resolution  and  can  best  be  considered 
by  the  reference  committees  and  on  the  floor  of  this 
House  when  the  reference  committee  reports  are 
taken  up  tomorrow  morning. 

The  Chair  will  proceed  to  call  upon  the  delegates 
of  county  societies  in  alphabetic  order: 

Albany 

Allegany 

Bronx 

Section  20  ( See  200) 

Nominating  Committee  Meeting  of  the  Medical 
Society  of  the  State  of  New  York 

Dr.  Frederick  A.  Wurzbach,  Bronx:  (reading 
the  resolved  portions  of  the  following  resolution): 
“Whereas,  the  component  county  societies 
of  the  Medical  Society  of  the  State  of  New  York 
are  greatly  interested  in  the  meeting  of  the 
Nominating  Committee  of  the  Medical  Society 
of  the  State  of  New  York;  therefore,  be  it 

“Resolved,  that  the  secretary  of  the  Medical 
Society  of  the  State  of  New  York  or  the  properly 
delegated  official  be  instructed  to  notify  each 
county  medical  society  one  month  in  advance  of 
the  meeting  of  the  Nominating  Committee;  and 
be  it  further 

“Resolved,  that  these  resolutions  be  introduced 
at  the  1951  session  of  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York.” 
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Speaker  Andresen:  We  will  refer  that  to  the 
Reference  Committee  on  Constitution  and  Bylaws, 
of  which  Dr.  Prudhon  is  chairman. 

Section  21  (See  137 ) 

Publicizing  American  Medicine 

Dr.  Moses  H.  Krakow,  Bronx:  The  subject  of 
this  is  “Publicizing  American  Medicine”  (reading 
the  resolved  portions  of  the  following  resolution): 
“Whereas,  the  American  Medical  Association 
wisely  expended  large  sums  of  money  to  conduct 
its  recent  National  Education  Campaign;  and 
“Whereas,  failure  to  follow  up  this  campaign 
by  repeated  presentation  of  the  true  story  of 
American  medicine  to  the  public  may  cost  much 
of  the  advantage  gained;  and 

“Whereas,  most  physicians  make  substantial 
contributions  annually  to  educational,  welfare, 
religious,  and  eleemosynary  groups,  and  this 
follow-up  may  be  accomplished  by  purchasing 
advertising  space  in  their  journals,  annuals,  and 
programs;  and 

"Whereas,  the  Code  of  Professional  Ethics 
rightfully  precludes  the  use  of  this  space  for  ad- 
vertising the  individual  physician;  and 

“Whereas,  this  matter  was  covered  in  the 
Correspondence  Section  of  the  February  1 issue 
of  the  New  York  State  Journal  of  Medicine; 
therefore,  be  it 

“Resolved,  that  the  1951  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York  go 
on  record  as  endorsing  the  use  of  such  advertising 
space  for  publishing  slogans  which  would  advance 
the  cause  of  American  medicine;  and  be  it  further 
“ Resolved , that  the  1951  House  of  Delegates  of 
the  State  Society  direct  its  proper  bureau  or 
committee  to  draft  several  dozen  appropriate 
slogans  for  use  by  members  of  the  Medical  Society 
of  the  State  of  New  York;  and  be  it  further 
“ Resolved , that  this  be  publicized  in  detail 
through  the  State  Society  Newsletter  sent  to  all 
members  of  the  State  Society;  and  be  it  further 
“Resolved,  that  these  resolutions  be  introduced 
at  the  1951  session  of  the  Medical  Society  of  the 
State  of  New  York’s  House  of  Delegates.” 
Chorus:  We  don’t  get  that.  What  advertising 
space? 

Dr.  Krakow:  The  “whereases”  explain  it.  This 
concerns  publicizing  American  medicine. 

Speaker  Andresen:  We  will  refer  this  to  the 
Reference  Committee  on  Report  of  the  Council, 
Part  XI,  of  which  Dr.  Joseph  A.  Geis  is  chairman. 

Are  there  any  further  resolutions  from  Bronx 
County?  If  not: 

Broome 

Cattaraugus 

Cayuga 

Chautauqua 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Section  22  (See  143) 

Participation  in  Emergency  Call  Service 

Dr.  Scott  Lord  Smith,  Dutchess:  I have  two 
resolutions  which  would  have  been  passed  by  the 
Dutchess  County  Medical  Society  except  we  had 
our  last  meeting  in  common  with  the  Woman’s 


Auxiliary,  and  the  meeting  lasted  so  long  we  did 
not  get  to  the  resolutions.  The  first  concerns 
“Participation  in  Emergency  Call  Service”  (reading 
the  resolved  portions  of  the  following  resolution): 
“Whereas,  an  emergency  medical  call  service 
is  of  proved  value  both  as  a community  public 
service  and  a means  of  good  public  relations  be- 
tween a physician  and  his  community;  and 

“Whereas,  participation  in  such  a service  is 
not  onerous  if  many  physicians  cooperate;  and 
“Whereas,  every  county  medical  society  has 
been  asked  to  operate  such  an  emergency  service; 
be  it  hereby 

'“Resolved,  that  every  younger  doctor,  regard- 
less of  his  type  of  practice,  be  urged  to  participate 
in  his  community’s  emergency  call  plan;  and  be 
it  further 

“Resolved,  that  all  specialty  boards  be  re- 
quested to  facilitate  such  general  participation 
by  assuring  their  members  and  potential  members 
that  such  a community  activity  can  be  engaged 
in  without  jeopardy  to  specialty  ratings;  and  be  it 
further 

“Resolved,  that  a similar  resolution  be  intro- 
duced by  our  delegates  at  the  American  Medical 
Association  session  in  Atlantic  City  in  June,  1951 .” 
Speaker  Andresen:  Also  referred  to  the  Refer- 
ence Committee  on  Report  of  the  Council,  Part  XI, 
of  which  Dr.  Joseph  A.  Geis  is  chairman. 

I imagine  the  Reference  Committee  on  Public 
Relations  is  going  to  be  very  busy.  All  people  who 
are  interested  in  public  relations  should  be  there  to 
discuss  everything  that  comes  up  there  this  after- 
noon. 

Section  23  (See  141) 

Session  on  Public  Relations 

Dr.  Scott  Lord  Smith,  Dutchess:  The  next 
concerns  a Session  on  Public  Relations  (reading  the 
resolved  portions  of  the  following  resolution): 

“Whereas,  public  relations  has  assumed  a posi- 
tion of  great  importance  in  the  existence  of  both 
community  and  doctor;  and 

“Whereas,  there  is  a vast  amount  of  litera- 
ture on  this  subject  coming  daily  to  all  our  mem- 
bers; and 

“Whereas,  proper  assimilation  of  this  litera- 
ture is  made  difficult  for  our  members  by  lack  of 
time,  insufficient  general  information,  and  the 
size  of  the  field  to  be  covered;  be  it  hereby 

“Resolved,  that  this  House  of  Delegates  favor 
the  creation  at  our  next  meeting  of  a ‘Session  on 
Public  Relations’;  and  be  it  further 

“ Resolved , that  our  delegates  introduce  a reso- 
lution of  similar  intent  in  the  American  Medical 
Association  meeting  at  Atlantic  City  in  June, 
1951.” 

Chorus:  We  could  not  understand  it. 

Speaker  Andresen  : What  is  it  about? 

Dr.  Smith:  The  holding  of  a session  on  public 
relations. 

Chorus:  Read  the  resolution. 

Dr.  Frederick  W.  Williams,  Bronx:  May  I 
suggest  we  follow  the  policy  of  reading  the  “where- 
ases” so  the  delegates  know  what  is  going  on. 

Speaker  Andresen:  I am  trying  to  follow  the 
directions  as  to  the  way  it  is  done  in  the  American 
Medical  Association’s  House  of  Delegates.  The 
“whereases”  are  not  necessary  here  this  morning. 
If  you  insist  on  having  them  read,  all  right,  but  I 
don’t  see  that  they  are  necessary.  They  are  simply 
arguments  in  favor  of  a resolution.  They  can  be 
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presented  at  the  reference  committee  meetings  this 
afternoon  and  then  presented  tomorrow,  if  neces- 
sary. 

Chorus:  Let  us  hear  the  resolution. 

. . .Dr.  Smith  read  the  resolution  as  transcribed 
above  in  its  entirety.  . . 

Speaker  Andresen:  We  will  refer  that  also  to 
the  Reference  Committee  on  Report  of  the  Council, 
Part  XI,  Public  Relations  and  Publications,  of 
which  Dr.  Geis  is  the  chairman. 

Has  Erie  County  any  resolutions  to  introduce  at 
this  time? 

Dr.  Joseph  C.  O’Gorman,  Erie:  Erie  wishes  to 
defer  introducing  its  resolutions  at  this  time. 

Speaker  Andresen:  Try  to  get  them  in  as  soon 
as  possible  in  order  that  the  reference  committees 
may  function  properly  in  considering  them. 

Dr.  O’Gorman:  A lot  will  depend  on  other 

resolutions  that  are  introduced. 

Speaker  Andresen:  Continuing: 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Section  24  ( See  177) 

Social  Security  Law 

Dr.  Kenneth  F.  Bott,  Greene:  This  concerns 
the  Social  Security  Law  (reading  resolved  part  of 
the  following  resolution): 

“Whereas,  the  new  Social  Security  Law  allows 
certain  classes  of  self-employed  persons  to  come 
under  the  benefits  of  the  law  but  specifically  pro- 
hibits the  participation  of  the  medical  profession 
and  various  other  professions  and  farm  owners; 
and 

“Whereas,  it  is  desirable  that  the  members  of 
the  medical  profession  be  included  under  the 
benefits  of  this  new  law;  therefore,  be  it 

“ Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
authorizes  the  Council  to  take  whatever  action 
is  necessary  to  effect  the  inclusion  of  the  medical 
profession  in  the  new  Social  Security  Law;  and 
be  it  further 

“ Resolved , that  an  attempt  be  made  to  solicit 
the  aid  of  other  excluded  groups  to  share  in  the 
benefits  of  the  law;  and  be  it  further 

“ Resolved , that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  introduce  a 
similar  resolution  at  the  1951  meeting.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business,  of  which  Dr. 
Aaron  is  the  chairman. 

Herkimer 

Jefferson 

Kings 

Section  25  ( See  171 ) 

Practice  of  Psychiatry 

Dr.  Abraham  M.  Rabiner,  Kings:  This  con- 
cerns the  practice  of  psychiatry  (reading  the  re- 
solved portions  of  the  following  resolution): 

“Whereas,  psychiatry  is  a branch  of  the  prac- 
tice of  medicine  and  anyone  attempting  to  make  a 
diagnosis  or  treat  patients  by  psychotherapeutic 
methods  is  practicing  medicine;  and 

“Whereas,  the  practice  of  psychiatry  should 
come  under  the  definition  of  the  practice  of  medi- 


cine as  defined  in  paragraph  4,  section  65  of  the 
Education  Law;  and 

“Whereas,  the  Attorney  General  of  the  State 
of  New  York  in  or  before  1945  did  render  an 
opinion  to  the  effect  that  ‘suggestive  thera- 
peutics (hypnosis)  is  within  the  meaning  of  the 
term  “practice  of  medicine”  and  its  practice  is 
therefore  forbidden  except  by  a duly  licensed 
physician  or  surgeon ; and 

“Whereas,  the  Medical  Practice  Act  does  not 
specifically  include  mental  and  nervous  diseases 
as  diseases  within  the  meaning  of  the  law;  and 
“Whereas,  as  long  as  psychologists  and  psy- 
chiatric social  workers  claim  only  to  be  giving 
advice,  counsel,  or  guidance,  they  may,  as  matters 
now  stand,  avoid  prosecution  for  practicing 
medicine;  therefore,  be  it 

“Resolved,  that  the  Legislature  of  the  State  of 
New  York  be  requested  to  protect  the  public 
interest  further  by  strengthening  the  Education 
Law,  accomplishing  this  by  specifically  including 
mental  and  nervous  diseases  within  the  meaning 
of  the  law,  confining  the  diagnosis  and  treatment 
of  such  conditions  to  duly  licensed  physicians; 
and  be  it  further 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  cause  to  be  introduced  a bill  (similar 
to  Senate  Int.  1836  in  the  year  1949)  carrying  out 
the  intent  of  this  resolution  and  actively  work 
for  its  passage.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  IX, 
Legislation,  of  which  Dr.  Cudmore  is  chairman. 

Section  26  (See  167) 

Injunction  Bill 

Dr.  Abraham  Koplowitz,  Kings:  The  first 
portion  is  necessary  to  an  understanding  of  this 
resolution,  which  concerns  the  Injunction  Bill: 

“Whereas,  a bill  introduced  at  the  request  of 
the  Medical  Society  of  the  State  of  New  York 
to  amend  section  6513  of  the  Education  Law  of 
the  State  of  New  York  in  relation  to  authorizing 
the  Attorney  General  to  apply  for  relief  by  in- 
junction to  restrain  the  commission  of  any  act 
which  is  illegal  under  Article  One  Hundred 
Thirty-One  of  such  law  (Medical  Practice  Act) 
failed  of  passage  at  the  1950  session  of  the  Legisla- 
ture of  the  State  of  New  York;  therefore,  be  it 
“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  cause  the  reintroduction  at  the 
1952  session  of  the  Legislature  of  the  State  of 
New  York  of  a like  bill  (similar  to  Senate  Int.  94 
of  the  1949  session)  and  work  actively  for  its 
passage.” 

Speaker  Andresen:  Referred  to  the  same  refer- 
ence committee  as  the  last  one,  Report  of  the 
Council,  Part  IX,  Legislation,  of  which  Dr.  Cudmore 
is  chairman. 

Section  27  ( See  170) 

X-ray  Bill 

Dr.  Louis  Berger,  Kings:  X-ray  Bill: 

“Whereas,  the  Legislature  of  the  State  of  New 
York  at  its  1950  session  did  not  pass  a bill  to 
amend  the  Medical  Practice  Act  defining  roent- 
genology as  the  practice  of  medicine;  thereiore, 
be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  cause  the  introduction  of  a similar 
bill  at  the  1952  session  of  the  Legislature  of  the 
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State  of  New  York  and  exert  every  possible  effort 
for  its  passage.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  IX, 
Legislation,  of  which  Dr.  Cudmore  is  chairman. 

Section  28  ( See  126) 

American  Medical  Education  Foundation 

Dr.  Benjamin  M.  Bernstein,  Kings:  This 

concerns  the  American  Medical  Education  Founda- 
tion (reading  resolved  portion  of  the  following 
resolution): 

“Whereas,  the  American  Medical  Association 
is  actively  engaged  in  a campaign  to  raise  funds 
for  the  maintenance  of  medical  education  with- 
out governmental  support  and/or  control;  and 

“Whereas,  all  physicians  regardless  of  their 
school  or  graduation  are  being  asked  to  contribute 
annually  to  this  fund;  and 

“Whereas,  such  contributions  by  individual 
doctors  will  tend  to  discourage  contributions  by 
them  to  schools  of  their  choice  as  alumni  of  such 
schools;  and 

“Whereas,  many  schools  depend  to  a great 
extent  on  their  alumni  for  continued  financial 
support;  and 

“Whereas,  such  alumni  support  varies  widely 
in  different  schools  both  as  to  percentage  of  con- 
tributing alumni  and  sums  contributed;  there- 
fore, be  it  hereby 

“ Resolved , that  the  House  of  Delegates  and  the 
Board  of  Trustees  of  the  American  Medical 
Association  be  urged  to  so  modify  its  plan  of  con- 
tribution to  the  fund  of  medical  education  so  as 
to  permit  the  allocation  of  all  or  any  portion  of 
the  contribution  to  a particular  medical  school  at 
the  request  of  the  contributor.” 

Speaker  Andresen:  We  will  refer  that  to  the 
Reference  Committee  on  Miscellaneous  Business, 
of  which  Dr.  Aaron  is  chairman. 

Section  29  ( See  124) 

Medical  Ethics 

Dr.  William  Ostrow,  Kings:  This  is  intended 
to  amplify  medical  ethics  (reading  resolved  portion 
of  the  following  resolution): 

“Whereas,  the  good  name  and  reputation  of 
physicians  duly  licensed  to  practice  within  this 
State  is  a right  to  be  guarded  and  protected;  and 

“Whereas,  reckless  charges  made  in  public 
or  to  unauthorized  bodies  against  any  physician 
or  group  of  physicians  which  are  unsubstantiated 
tends  to  lessen  the  confidence  of  the  public  in  all 
physicians;  and 

“Whereas,  it  is  a principle  of  law  and  of  our 
Society  that  no  physician  shall  stand  convicted 
of  any  charges  without  a full  hearing  and  trial; 
now,  therefore,  be  it 

_ “ Resolved,  that  it  shall  be  unethical  for  a physi- 
cian to  publicly  make  reckless,  wanton,  and  un- 
substantiated statements,  either  orally  or  in 
writing,  against  any  other  physicians  or  groups 
of  physicians.” 

Speaker  Andresen:  That  is  also  referred  to  the 
Reference  Committee  on  Miscellaneous  Business, 
of  which  Dr.  Aaron  is  chairman. 

Section  30  ( See  166) 

Free  Choice  of  Physician 

Dr.  Irving  M.  Pallin,  Kings:  This  concerns 


“free  choice  of  physician”  (reading  the  resolved  por- 
tion of  the  following  resolution): 

“Whereas,  a bill  introduced  at  the  request 
of  the  Medical  Society  of  the  State  of  New  York 
to  amend  the  Insurance  Law  of  the  State  of  New 
York  in  relation  to  nonprofit  medical  indemnity, 
on  hospital  service  corporation,  for  free  choice  of 
physician  in  prepaid  voluntary  health  insurance 
plans,  failed  of  passage  at  the  1951  session  of  the 
Legislature  of  the  State  of  New  York;  therefore, 
be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  cause  the  introduction  at  the 
1952  session  of  the  Legislature  of  the  State  of 
New  York  of  a like  bill  (similar  to  Senate  Int. 
2116  of  the  1951  session)  and  work  actively  for  its 
passage.” 

Speaker  Andresen:  That  is  referred  to  the 

Reference  Committee  on  Report  of  the  Council, 
Part  IX,  Legislation,  of  which  Dr.  Cudmore  is  the 
chairman. 

Dr.  Ezra  Wolff,  Queens:  Often  the  preamble  to 
the  resolution  is  inherent  in  an  understanding  of  the 
content  of  the  resolved  portion  of  the  resolution. 
That  is  true  of  most  of  these  recent  ones,  and  I for 
one  do  not  know  what  a number  of  these  last  resolu- 
tions are  about.  I think  it  is  for  the  benefit  of  the 
House  to  know  so  anybody  who  wants  to  discuss 
it  with  the  reference  committee  can  at  least  know 
what  the  content  of  the  resolution  was. 

Speaker  Andresen:  At  the  request  of  any  mem- 
ber of  the  House  we  will  be  glad  to  have  the  entire 
resolution  read.  If  anybody  would  like  to  have  any 
“whereas”  read  just  ask  for  it.  By  doing  it  this 
wav  we  are  merely  trying  to  save  time. 

Are  there  any  further  resolutions  from  Kings? 

If  not: 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery 

Nassau 

Section  31  ( See  179) 

Addition  to  Curricula  of  Medical  Schools 

Dr.  E.  Kenneth  Horton,  Nassau:  This  con- 
cerns the  social  and  financial  factors  involved  in  the 
practice  of  medicine  and  their  relationship  to  the 
practitioners  of  medicine  themselves  (reading  re- 
solved portion  of  the  following  resolution): 

' “Whereas,  social  and  financial  factors  in- 
volved in  the  practice  of  medicine  and  the  rela- 
tionship of  the  physician  to  his  community  as  a 
whole  are  becoming  increasingly  important  to  the 
medical  profession,  as  well  as  to  the  individual 
physician;  and 

“Whereas,  the  optimum  time  for  the  indi- 
vidual physician  to  make  a study  of  these  factors 
is  not  when  he  is  already  busily  engaged  in  the 
active  practice  of  medicine  but  during  his  period 
of  training;  therefore,  be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  contact  the  deans  of  medical  schools 
and  other  educators  to  discuss  the  possibility  of 
including  lectures  on  the  above  subjects  in  the 
curricula  of  the  medical  schools  of  this  State.” 
Chorus:  What  are  the  subjects? 

• Speaker  Andresen:  I should  say  economics. 

Dr.  Horton:  Right. 

Speaker  Andresen:  We  will  refer  that  to  the 
Reference  Committee  on  Report  of  the  Council, 
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Part  VI,  which  includes  economics,  and  of  which 
Dr.  Clark  is  chairman. 

Are  there  any  further  resolutions  from  Nassau? 

If  not,  New  York  is  next. 

Section  32  (See  175) 

Retirement  Benefits  for  Professional  Persons 

Dr.  Kenneth  M.  Lewis,  New  York:  Mr.  Speaker 
and  delegates,  this  resolution  is  a matter  I think 
that  concerns  every  doctor  practicing  medicine  in 
this  country,  and  I would  like  very  much  to  have 
the  privilege  of  reading  the  “whereases,”  if  the 
Speaker  will  so  rule. 

Chorus:  Right. 

Speaker  Andresen:  Granted. 

Dr.  Lewis:  Retirement  benefits  for  professional 
persons: 

“Whereas,  the  present  high  levels  of  Federal 
taxation  on  earned  income  make  it  virtually  im- 
possible for  professional  persons  and  other  re- 
cipients of  earned  income  to  provide  for  this  in- 
come for  retirement;  and 

“Whereas,  the  problem  of  providing  retire- 
ment benefits  has  to  a great  extent  been  solved 
for  corporate  employes  by  Section  165  of  the 
Internal  Revenue  Code;  and 

“Whereas,  the  need  for  such  retirement  bene- 
fits is  equally  great  in  the  case  of  professional 
persons  and  other  persons  having  earned  income 
but  not  covered  by  a pension  plan;  and 

“Whereas,  the  American  Bar  Association  has 
made  a special  study  and  has  prepared  legisla- 
tion to  be  submitted  to  Congress  aimed  at  mak- 
ing available  retirement  benefits  for  those  per- 
sons having  earned  income  but  not  covered  by  a 
pension  plan;  therefore  be  it  hereby 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  support  and  seek  to  participate  in 
all  measures  that  may  facilitate  the  enactment  of 
this  proposed  legislation  into  law;  and  be  it 
further 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  advise  the  American  Bar  Associa- 
tion’s Special  Committee  on  Retirement  Benefits 
for  Lawyers  of  its  action;  and  be  it  further 

“Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  introduce  a 
similar  resolution  at  the  meeting  of  the  American 
Medical  Association  House  of  Delegates  in  June, 
1951.” 

Speaker  Andresen:  That  will  also  be  referred 
to  the  Reference  Committee  on  Report  of  the  Coun- 
cil, Part  VI,  because  it  deals  primarily  with  eco- 
nomics, but  it  also  deals  with  legislation  so  I will 
ask  that  the  Reference  Committee  on  Report  of  the 
Council,  Part  IX,  dealing  with  legislation,  as  well 
as  the  counsel  certainly  ought  also  to  be  in  on  the 
consideration  of  this. 

Section  33  ( See  178) 

Inclusion  of  Postgraduate  Education  Expenses  as 
Income  Tax  Deductions 

Dr.  Arthur  M.  Master,  New  York:  Mr. 

Speaker  and  members  of  the  House  of  Delegates, 
the  purpose  of  this  resolution  is  the  inclusion  of 
postgraduate  education  expenses  as  income  tax 
deductions: 

“Whereas,  a separate  Section  C (Profit  or  Loss 
from  Business  or  Profession)  was  included  in  the 
Federal  income  tax  form  for  the  year  1950;  and 
“Whereas,  'expenses  of  attending  meetings 


and  conventions  of  medical  groups’  is  an  allow- 
able deduction  under  this  section;  and 

“Whereas,  expenses  for  graduate  medical 
training  refresher  courses  should  also  be  made  an 
allowable  deduction;  be  it  hereby 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  re- 
quest the  Bureau  of  Internal  Revenue  to  include 
these  expenses  as  an  allowable  deduction  in  the 
Federal  income  tax  form  for  the  year  1951.” 
Speaker  Andresen:  That  will  also  be  referred 
to  the  Reference  Committee  on  Report  of  the 
Council,  Part  VI,  of  which  Dr.  Clark  is  chairman. 

Section  SJ 

Proposed  Amendment  to  Constitution  and  Bylaws 
To  Create  Junior  Membership 

Dr.  William  B.  Rawls,  New  York:  This  is  a 
resolution  that  has  to  do  with  a proposed  amend- 
ment to  the  Constitution  and  Bylaws  to  create  a 
junior  membership  and  all  that  we  may  get  out  of 
such  junior  member  in  the  Medical  Society  of  the 
State  of  New  York.  I would  like  to  read  this  in  its 
entirety: 

“Resolved,  that  the  Constitution  and  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York 
be  amended  to  create  the  classification  of  junior 
membership;  and  be  it  further 

‘ 1 Resolved,  that  the  following  amendments  shall 
be  enacted  to  effect  this  change: 

'Constitution:  Article  II,  Membership,  shall 
be  amended  to  read  as  follows: 

“The  membership  in  this  Society  shall  be 
divided  into  four  classes:  (a)  junior,  (b)  active,  i 
(c)  retired,  (d)  honorary.” 

‘Bylaws:  Chapter  I,  Membership,  Section  1, 
shall  be  amended  to  read  as  follows: 

“The  junior  and  active  members  shall  be  all 
junior  and  active  members  in  good  standing 
of  the  component  county  medical  societies.” 

‘The  remainder  of  Section  1 to  remain  the  same. 
‘And  such  other  changes  in  the  Bylaws  as  are 
necessary  to  effect  the  following: 

“Junior  members  shall  have  the  privilege 
of  applying  for  malpractice  group  insurance. 

“Junior  members  shall  not  receive  any  of  the 
publications  of  the  Society,  including  the 
Journal  and  the  Directory. 

“Article  IX,  Funds,  shall  be  revised  to  pro- 
vide for  payment  of  assessment  for  junior 
members  at  one  half  the  assessment  for  active 
members,  until  five  years  after  the  date  of 
graduation  from  medical  school,  when  such 
junior  members  shall  become  active  members 
with  all  rights  and  obligations  thereof.” 

Speaker  Andresen:  I would  just  like  to  read 
Chapter  XVII  of  the  Bylaws  which  says: 

“ Section  1.  Amendments  to  these  Bylaws,  ex- 
cept such  as  are  obligatory  by  law,  shall  be  made 
only  at  an  annual  meeting  of  the  House  of  Dele- 
gates. 

“Section  2.  Notice  of  the  proposed  amend- 
ment shall  be  given  at  a previous  annual  meeting 
of  the  House  of  Delegates,  and  before  the  same 
can  be  acted  upon  it  shall  be  published  once  be- 
fore the  annual  meeting  in  the  official  bulletin  or 
journal  of  the  Society.” 

So  that  all  that  can  be  done  at  this  time  Is  to  read 
this  amendment,  and  then  it  is  to  be  published  a 
month  before  the  next  meeting.  You  cannot  refer 


Part  II— September  1,  1951]  MINUTES  OF  THE  ANNUAL  MEETING 


33 


it  to  our  present  Reference  Committee  on  Constitu- 
tion and  Bylaws  because  that  committee  ends  at 
this  meeting,  and  there  will  be  a new  one  for  next 
year,  which  the  Speaker  will  appoint,  so  we  can  sug- 
gest that  the  new  committee  when  it  is  appointed 
will  look  these  things  over.  These  resolutions  will 
be  submitted  to  that  committee  as  soon  as  the  com- 
mittee is  appointed. 

Section  35  ( See  129) 

Membership  in  American  Medical  Association 
(Restricted) 

Dr.  Samuel  B.  Burk,  New  York:  This  relates  to 
membership  in  the  American  Medical  Association. 
I am  omitting  the  “whereases”  because  I believe 
that  the  resolved  portion  will  bring  out  the  thoughts 
that  would  be  created  in  the  “whereases”  (reading 
resolved  portion  of  the  following  resolution): 

“Whereas,  some  county  medical  societies  in 
various  parts  of  the  United  States  exclude  from 
their  membership  physicians  of  certain  races, 
regardless  of  their  professional  ability  or  ethical 
standing;  and 

“Whereas,  physicians  so  excluded  from  county 
societies  are  thereby  excluded  from  membership 
or  fellowship  in  the  American  Medical  Association; 
and 

“Whereas,  physicians  excluded  from  member- 
ship in  the  American  Medical  Association  are  for 
that  reason  denied  the  right  to  apply  for  member- 
ship in  other  national  professional  societies  where 
membership  in  the  American  Medical  Association 
is  a prerequisite;  and 

“Whereas,  these  physicians  are  thereby  re- 
strained in  the  legitimate  pursuit  and  furtherance 
of  their  professional  activities;  and 

“Whereas,  this  exclusion  of  physicians  on  the 
basis  of  race  constitutes  an  affront  to  our  col- 
leagues, a degradation  of  the  honored  traditions 
of  our  profession,  and  a violation  of  our  American 
democratic  ideal;  and 

“Whereas,  the  course  of  world  events  today 
demands  the  binding  together  of  the  entire  medi- 
cal profession  to  the  point  that  the  American 
Medical  Association’s  failure  to  pass  this  resolu- 
tion last  year  should  be  reconsidered;  therefore, 
be  it  hereby 

“Resolved,  that  Article  3 of  the  Constitution 
and  Bylaws  of  the  American  Medical  Association 
shall  be  amended  to  state: 

‘No  constituent  association  shall  exclude  from 
membership  any  physician  for  other  than  pro- 
fessional or  ethical  reasons’; 
and  be  it  further 

“ Resolved , that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  shall  introduce 
this  proposed  amendment  at  the  annual  meeting 
of  the  House  of  Delegates  of  the  American  Medical 
Association  to  be  held  in  June,  1951;  and  be  it 
further 

“Resolved,  that  the  State  delegates  inform  the 
American  Medical  Association  of  the  passage 
of  a resolution  in  1949  to  memorialize  the  Ameri- 
can Medical  Association  to  appoint  a study  com- 
mittee to  make  an  endeavor  to  arrive  at  an  im- 
mediate solution  of  this  problem,  and  further  in- 
form them  of  the  voluntary  changes  in  some  states 
that  resulted  therefrom;  and  be  it  further 

“Resolved,  that  the  State  delegates  call  to  the 
attention  of  the  American  Medical  Association 
the  change  of  relationship  that  now  exists  be- 
tween it  and  the  component  societies  since  yearly 


dues  are  collected,  thus  putting  the  American 
Medical  Association  in  a favorable  position  to 
strongly  urge  the  county  and  state  societies  to 
endorse  this  desired  amendment.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business,  of  which 
Dr.  Aaron  is  the  chairman. 

Section  36  ( See  103) 

Blood  for  the  Armed  Forces 

Dr.  Herbert  S.  Ogden,  New  York:  Establish- 
ment of  May  15,  1951  as  “Blood  for  Korea  Day”: 

“Whereas,  there  is  a great  need  for  whole 
blood  for  our  armed  forces  in  Korea;  therefore, 
be  it  hereby 

“ Resolved , that  May  15,  1951,  be  designated  as 
‘Blood  for  Korea  Day’;  and  be  it  further 

“ Resolved , that  the  members  of  the  component 
county  medical  societies  be  called  upon  to  donate 
a pint  of  blood  to  the  Red  Cross;  and  be  it  further 

“Resolved,  that  other  state  medical  societies  be 
advised  of  this  action  and  invited  to  join  in  this 
demonstration  of  the  desire  of  the  medical  pro- 
fession to  help  our  nation,  our  people,  and  our 
armed  forces.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  IV,  which 
includes  blood  banks  and  other  public  health  ac- 
tivities, of  which  Dr.  Greenough  is  chairman. 

Section  37  (See  110) 

Cooperation  with  Governor’s  Commission  on 
Chronic  Illness 

Dr.  Norton  S.  Brown,  New  York:  This  con- 
cerns cooperation  with  the  Commission  on  Chronic 
Illness: 

“Jie  It  Hereby  Resolved,  that  the  Medical 
Society  of  the  State  of  New  York  devise  means  by 
which  the  Society  may  cooperate  in  the  work  of 
the  Commission  on  Chronic  Illness.” 

Speaker  Andresen:  That  would  be  a good  reso- 
lution to  refer  to  the  Reference  Committee  on  Re- 
port of  the  Council,  Part  V,  of  which  Dr.  Anderson 
is  chairman.  That  includes  geriatrics,  and  most  of 
these  cases  involve  geriatrics. 

If  there  are  no  further  resolutions  from  New  York 
we  will  proceed : 

Niagara 

Oneida 

Section  38  (See  169) 

Reports  to  County  Societies  on  Legislation 

Dr.  John  Kelley,  Oneida:  Reports  to  county 
societies  on  legislation: 

“Whereas,  the  legislation  chairmen  of  the 
county  societies  need  current  information  on 
legislation  as  soon  as  available  in  order  to  take 
effective  action  in  support  of  or  against  the  bills 
before  the  State  Legislature;  therefore,  be  it 
hereby 

“Resolved,  that  the  Executive  Officer  of  the 
Medical  Society  of  the  State  of  New  York  shall 
be  required  to  apprise  the  legislation  chairmen  of 
the  component  county  society  units  of  the  Medi- 
cal Society  of  the  State  of  New  York  of  the 
reasons  for  supporting  or  disapproving  each  and 
every  bill  on  which  the  Medical  Society  of  the 
State  of  New  York  requires  action  and  opinion; 
and  be  it  further 
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“Resolved,  that  the  information  shall  be  dis- 
seminated among  the  county  societies  not  later 
than  forty-eight  hours  after  a bill  has  been  intro- 
duced; and  be  it  further 

“Resolved,  that  the  Executive  Officer  shall  be 
required  to  endeavor  to  uncover  the  sponsor  of 
each  of  the  bills  so  referred  to  the  county  societies.” 
Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  IX, 
Legislation,  Dr.  Cudmore,  chairman. 

Section  39  ( See  172) 

Coordination  of  Committees  on  Public  Relations 
and  Legislation 

Dr.  John  Kelley,  Oneida:  This  concerns  the 
coordination  of  Committees  on  Public  Relations 
and  Legislation: 

“Whereas,  the  correlation  of  the  activities  of 
the  Medical  Society  of  the  State  of  New  York 
in  the  fields  of  public  relations  and  legislation  is 
an  urgent  need;  and 

“Whereas,  this  coordination  in  the  past  has 
not  been  as  effective  as  possible;  therefore,  be  it 
hereby 

“Resolved,  that  the  legislation  activities  of  the 
Medical  Society  of  the  State  of  New  York  should 
be  correlated  with  the  public  relations  activities 
to  the  extent  that  the  Legislation  Committee  and 
the  Executive  Officer  of  the  Medical  Society  of 
the  State  of  New  York  shall  consult  with  the 
Public  Relations  Committee  before  passing  final 
judgment  on  any  legislative  matter.” 

Speaker  Andresen:  That  is  referred  to  the  same 
Reference  Committee  on  Report  of  the  Council, 
Part  IX,  Legislation,  Dr.  Cudmore,  chairman. 

Section  J+0  ( See  139) 

Public  Relations  Section  in  Journal 

Dr.  John  Kelley,  Oneida:  This  concerns  a 

public  relations  section  in  the  Journal  (reading  re- 
solved portion  of  the  following  resolution): 

“Whereas,  the  activities  of  the  Public  Rela- 
tions Bureau  of  the  Medical  Society  of  the  State 
of  New  York  are  of  importance  to  the  correlation 
necessary  between  the  State  Society  and  the 
individual  county  medical  societies;  therefore, 
be  it  hereby 

“Resolved,  that  a section  of  the  New  York 
State  Journal  of  Medicine  be  set  aside  each 
issue  for  the  Public  Relations  Bureau,  and  this 
shall  be  used  to  disseminate  information  on 
public  relations  to  the  members  of  the  Medical 
Society  of  the  State  of  New  York.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  XI,  of 
which  Dr.  Geis  is  the  chairman. 

Section  41  ( See  14®) 

Public  Relations  Report  by  Director 

Dr.  John  Kelley,  Oneida:  Subject  is  public  re- 
lations report  (reading  resolved  portion  of  the 
following  resolution): 

“Whereas,  the  members  of  the  Medical  Society 
of  the  State  of  New  York  are  extremely  inter- 
ested in  public  relations  policy  and  activity  and 
should  be  apprised  of  the  plans  of  the  Public 
Relations  Bureau;  and 

“Whereas,  the  Public  Relations  Bureau  of  the 
Medical  Society  of  the  State  of  New  York  is 
headed  by  a full-time  public  relations  director; 
therefore,  be  it  hereby 


“Resolved,  that  the  public  relations  director 
be  afforded  not  less  than  twenty  minutes  to  out- 
line before  the  delegates  assembled  in  convention 
a comprehensive  public  relations  program  and 
how  it  can  best  be  achieved,  with  indication  of  the 
mechanisms  to  be  employed  for  achieving  same.” 
Speaker  Andresen:  Referred  to  the  same  Refer- 
ence Committee  on  Report  of  Council,  Part  XI,  of 
which  Dr.  Geis  is  the  chairman. 

Section  4 % (See  140) 

Expansion  of  Committee  on  Public  Relations 

Dr.  David  H.  MacFarland,  Oneida:  This  has 
to  do  with  the  expansion  of  the  Committee  on  Public 
Relations  (reading  the  resolved  portions  of  the 
following  resolution): 

“Whereas,  the  field  of  public  relations  has, 
in  the  past  few  years,  become  a much  more  im- 
portant activity  of  the  Medical  Society  of  the 
State  of  New  York;  and 

“Whereas,  the  field  of  public  relations  will 
continue  to  be,  for  many  years  in  the  future,  an 
extremely  important  part  of  the  fight  of  the 
medical  profession  against  socialized  medicine; 
and 

“Whereas,  the  problems  of  public  relations  of 
each  county  society  Vary  greatly  throughout  the 
State;  and 

“Whereas,  the  Council  Committee  on  Public 
Relations  has  directed  public  relations  policy; 
and 

“Whereas,  this  committee  is  not  representa- 
tive of  the  State  as  a whole;  and 

“Whereas,  the  resolution  passed  by  the  House 
of  Delegates  in  1950,  with  the  intent  of  expansion 
of  the  Public  Relations  Committee  and  its  activi- 
ties, has  failed;  and 

“Whereas,  the  Subcommittee  on  Public  Rela- 
tions, appointed  by  the  President  to  fulfill  the  in- 
tent of  this  resolution,  has  been  impeded  in  its 
work  because  of  lack  of  authority  and  power; 
therefore,  be  it  hereby 

“Resolved,  that  the  Committee  on  Public  Rela- 
tions be  expanded  to  the  extent  that  each  of  the 
component  district  branches  have  equal  repre- 
sentation ; and  be  it  further 

“ Resolved , that  the  manner  of  selecting  the 
representative  to  the  Committee  on  Public  Rela- 
tions shall  be  a matter  to  be  determined  by  each 
district  branch  organization,  subject  to  the  ap- 
proval of  the  President  and  Council  of  the  Medi- 
cal Society  of  the  State  of  New  York.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  XI,  of 
which  Dr.  Geis  is  the  chairman. 

Section  43 

Election  of  Nominating  Committee 

Dr.  David  H.  MacFarland,  Oneida:  This  is  a 
resolution  dealing  with  the  election  of  a nominating 
committee  (reading  resolved  portion  of  the  follow- 
ing resolution): 

“Whereas,  the  Nominating  Committee  of  the 
Medical  Society  of  the  State  of  New  York  is  one 
of  its  most  important  committees;  and 

“Whereas,  as  now  selected  and  constituted 
it  is  not  wholly  democratic  in  its  selection,  and 
since  this  may  permit  self-perpetuation  of  those 
in  office;  therefore,  be  it 

“ Resolved,  that  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter  XI, 
Section  4,  be  amended  to  read  that  the  Nominat- 
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ing  Committee  of  the  Medical  Society  of  the  State 
of  New  York  be  composed  of  nine  members,  one 
each  to  be  elected  by  the  component  district 
branches.” 

Speaker  Andresen:  That  is  an  amendment  to 
the  Constitution  and  Bylaws,  so  is  merely  read  for 
information  and  is  to  be  published  and  brought  up 
again  next  year. 

Section  44 

Amendment  to  Constitution  re  Election  of  Coun- 
cillors 

Dr.  David  H.  MacFarland,  Oneida:  This  con- 
cerns an  amendment  to  the  Constitution  re  the 
election  of  councillors  (reading  resolved  portions  of 
the  following  resolution): 

“Whereas,  in  any  organization  a constant  in- 
fusion of  new  ideas  and  new  leadership  is  needed; 
and 

“Whereas,  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  is  its  executive,  ad- 
ministrative and  policy-making  body;  and 
“Whereas,  many  of  the  members  of  the 
Medical  Society  of  the  State  of  New  York  are 
willing  to  contribute  their  services  to  the  Society; 
and 

“Whereas,  it  has  been  often  customary  in  the 
past  for  a councillor  to  succeed  himself,  regardless 
of  his  ability  as  compared  with  other  candidates; 
therefore,  be  it  hereby 

“Resolved,  that  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter  III, 
Section  2,  Paragraph  2,  be  amended  to  read 
‘that  the  tenure  of  office  for  councillors  of  the 
Medical  Society  of  the  State  of  New  York 
hereafter  be  limited  to  two  consecutive  terms’; 
and  be  it  further 

“Resolved,  that  nothing  in  this  amendment  to 
the  Constitution  of  the  Medical  Society  of  the 
State  of  New  York  shall  be  construed  to  prevent 
a member  in  good  standing  of  the  Medical 
Society  of  the  State  of  New  York  from  seeking 
re-election  once  he  has  served  two  consecutive 
terms  on  the  Council,  if  a period  of  three  years 
(one  term)  or  more  has  intervened  between  the 
completion  of  his  second  consecutive  term  and  the 
time  of  his  re-election  to  the  Council.” 

Speaker  Andresen:  That  is  an  amendment  to 
the  Bylaws  and  is  also  merely  being  read  for  in- 
formation and  will  be  taken  up  next  year. 

Section  45  (See  117) 

Emergency  Expenditures 

Dr.  David  H.  MacFarland,  Oneida:  This 

resolution  has  to  do  with  emergency  expenditures 
(reading  the  resolved  portion  of  the  following  reso- 
lution): 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  represents  the  largest  group  of  physi- 
cians in  the  United  States;  and 

“Whereas,  the  complex  society  in  which  we  live 
today  demands  that  we,  as  a profession,  continue 
to  accept  the  obligations  imposed  upon  us  by  that 
society;  and 

“Whereas,  many  medical  societies  have  recog- 
nized the  compelling  need  for  comprehensive 
public  relations  programs  designed  to  further  the 
public  interest;  and 

“Whereas,  a public  relations  program  must  be 
flexible  enough  so  that  it  can  be  adapted  to  chang- 
ing conditions  and  circumstances;  and 


“Whereas,  a good  public  relations  program 
should  never  be  hampered  by  limited  funds  and 
thus  a strict,  inflexible  budget  at  the  beginning  of 
the  year  should  not  be  permitted  to  put  a ceiling 
on  public  relations  activity;  and 

“Whereas,  the  medical  profession  still  has  and 
will  have  for  years  to  come,  a battle  against 
socialized  medicine  that  must  be  won;  and 

“Whereas,  our  best  weapon  in  this  battle  is  a 
constantly  improving  and  expanding  public  rela- 
tions program;  therefore,  be  it  hereby 

“Resolved,  that  the  resolution  adopted  by  this 
House  of  Delegates  assembled  at  the  144th  An- 
nual Convention,  limiting  the  Medical  Society 
of  the  State  of  New  York  to  a ‘pay-as-you-go’ 
fiscal  policy,  be  altered  to  read  that  ‘The  Medical 
Society  of  the  State  of  New  York  shall  carry  on 
a ‘pay-as-you-go’  fiscal  policy,  but  this  does  not 
restrict  the  use  of  treasury  reserves  in  an  emer- 
gency for  unexpected  expenses,  subject  to  the 
approval  of  the  Council  and  the  Board  of 
Trustees.’” 

Speaker  Andresen:  We  will  refer  that  to  the 
Reference  Committee  on  Reports  of  the  Treasurer, 
Trustees,  and  Finance,  Dr.  Philbrick,  chairman. 

Section  45  (Nee  144) 

Replies  to  Articles  on  Medical  Subjects 

Dr.  Arthur  Gaffney,  Oneida:  The  subject  of 
this  resolution  is  “Replies  to  Articles  on  Medical 
Subjects”  (reading  resolved  portion  of  the  following 
resolution): 

“Whereas,  many  articles  and  opinions  in  the 
nation’s  magazines  and  periodicals  that  are 
derogatory  to  the  medical  profession  are  not 
answered  or  refuted  quickly  or  satisfactorily;  and 
“Whereas,  many  of  these  articles  and  opinions 
are  unfounded  and  not  substantiated;  and 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  now  has  a full-time  public  relations 
director  at  the  recommendation  of  the  Subcom- 
mittee on  Public  Relations;  therefore,  be  it 
hereby 

“ Resolved , that  the  Public  Relations  Bureau 
be  instructed  to  answer  letters  to  the  editor  and 
all  articles  which  appear  in  the  nation’s  maga- 
zines and  periodicals  when  such  letters  are  of  a 
derogatory  or  unfounded  nature.” 

Speaker  Andresen:  That  will  be  referred  to  the 
Reference  Committee  on  Report  of  the  Council, 
Part  XI,  Public  Relations,  of  which  Dr.  Geis  is 
chairman. 

Section  47  (Nee  138) 

Future  Reports  of  the  Public  Relations  Bureau 

Dr.  Arthur  Gaffney,  Oneida:  This  resolution 
deals  with  report  of  Public  Relations  Bureau  (read- 
ing resolved  portion  of  the  following  resolution): 
“Whereas,  the  correlation  of  the  work  on 
public  relations  throughout  the  State  is  an  im- 
portant function  of  the  Public  Relations  Bureau; 
and 

“Whereas,  the  correlation  of  this  work  in  the 
past  has  been  unsatisfactory  to  the  Subcommittee 
on  Public  Relations;  therefore,  be  it  hereby 
“Resolved,  that  the  Public  Relations  Bureau 
shall  be  required  to  submit  jointly  with  the 
Public  Relations  Committee  each  year  to  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  an  outline  of  its  proposals  for 
the  ensuing  year,  with  due  regard  for  the  need  of 
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flexibility  in  the  development  of  public  relations 
activities.” 

Speaker  Andresen:  Referred  to  the  same 

Reference  Committee,  having  to  do  with  public 
relations,  Report  of  the  Council,  Part  XI,  Dr. 
Geis,  chairman. 

Section  48  ( See  88,  185) 

Reading  of  Subcommittee  Reports — Cults;  Public 
Relations 

Dr.  Arthur  Gaffney,  Oneida:  Regarding  the 
reading  of  committee  reports  (reading  resolved 
portion  of  the  following  resolution): 

“Whereas,  the  reports  of  the  Subcommittee  on 
Cults  and  of  the  Subcommittee  on  Public  Rela- 
tions are  of  vital  interest  to  the  members  of  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York;  therefore,  be  it  hereby 

“Resolved,  that  the  reports  of  the  Subcommittee 
on  Cults  and  of  the  Subcommittee  on  Public 
Relations  be  read  before  the  House  of  Delegates 
assembled  for  its  145th  Annual  Convention  in 
Buffalo,  New  York.” 

Speaker  Andresen:  Referred  to  the  same 

Reference  Committee,  Report  of  the  Council,  Part 
XI,  Dr.  Geis,  chairman. 

Section  49  ( See  123) 

Public  Relations  Lectures  in  Medical  Schools 

Dr.  Arthur  Gaffney,  Oneida:  This  has  to  do 
with  public  relations  lectures  in  medical  schools 
(reading  the  resolved  portion  of  the  following  resolu- 
tion): 

“Whereas,  an  urgent  need  exists  in  the  medi- 
cal schools  of  this  State  for  the  education  of 
medical  students  on  current  concepts  of  public 
relations  and  economics  as  they  affect  the  medical 
profession;  and 

“Whereas,  many  medical  students  are  not 
aware  of  the  problems  of  their  State  and  county 
societies;  and 

“Whereas,  the  proponents  of  socialized  medi- 
cine have  made  some  progress  in  their  appeal  for 
the  approval  of  the  medical  student  of  the  princi- 
ples of  socialized  medicine;  therefore,  be  it  hereby 
“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York,  through  its  Public  Relations 
Bureau,  make  an  attempt  to  place  a speaker  in 
each  of  the  medical  schools  in  this  State  for  a 
lecture  (or  lectures)  on  State  and  county  medical 
society  organization  and  current  medical  eco- 
nomic and  public  relations  concepts.” 

Speaker  Andresen:  Referred  to  the  Refer- 

ence Committee  on  Miscellaneous  Business,  of 
which  Dr.  Aaron  is  the  chairman. 

Continuing: 

Onondaga 

Ontario 

Dr.  H.  J.  Knickerbocker,  Ontario:  Ontario 
County  requests  the  privilege  of  introducing  a 
resolution,  not  yet  framed,  concerning  prospective 
legislation  and  making  changes  covering  basic  re- 
quirements in  such  prospective  legislation,  looking 
to  the  licensure  of  cults  and  groups  not  now  licensed. 
This  is  not  a basic  science  resolution. 

Speaker  Andresen:  I am  sorry,  Dr.  Knicker- 
bocker, but  no  resolution  is  to  be  accepted  here 
unless  we  have  nine  copies  of  the  resolution  made,  so 
will  you  introduce  that  later  and  get  the  nine 
copies?  You  can  see  Miss  Lewis  outside,  and  she 
will  help  in  the  drafting  of  it. 


Dr.  Knickerbocker:  I just  want  the  privilege 
of  introducing  it  later. 

Speaker  Andresen:  Very  well: 

Orange 

Orleans 

Oswego 

Otsego 

Section  50  ( See  87,  91) 

Early  American  Doctor’s  Office  at  Farmers, 
Museum,  Cooperstown 

Dr.  James  GREENOUgH,  Otsego:  The  subject  of 
this  resolution  is  “Early  American  Doctor’s  Office 
at  Farmers’  Museum,  Cooperstown”  (reading  the 
resolved  portions  of  the  following  resolution): 

“Whereas,  the  Farmers’  Museum,  Incor- 
porated, of  Cooperstown,  New  York,  operated 
by  the  New  York  State  Historical  Association, 
has  offered  to  establish  an  Early  American 
Doctor’s  Office  at  its  Crossroads  Community  in 
Cooperstown,  New  York;  and 

“Whereas,  the  Early  American  Doctor’s 
Office  will  be  an  authentic  recreation  of  an  office 
established  about  1829  in  Otsego  County,  New 
York;  and 

“Whereas,  this  doctor’s  office  will  be  es- 
tablished in  a group  with  a country  store  of  1825, 
a blacksmith  shop  of  1830,  district  school  of 
1810,  a lawyer’s  office  of  1830,  an  apothecary 
shop,  a print  shop,  and  a farm  unit  of  the  same 
period;  and 

“Whereas,  there  will  be  no  expense  to  the 
Medical  Society  of  the  State  of  New  York  in  the 
establishment  or  maintenance  of  the  doctor’s 
office;  and 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  is  asked  to  cooperate  in  obtaining 
suitable  furnishings  and  material  from  the  mem- 
bers of  the  Society;  and 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  is  requested  to  collaborate  with  the 
curator  of  the  museum  in  completing  the  project; 
therefore,  be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  goes  on  record  as  favoring  the 
establishment  of  the  Early  American  Doctor’s 
Office  at  the  Farmers’  Museum  Crossroads  Com- 
munity in  Cooperstown,  New  York;  and  be  it 
further 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  authorizes  the  President  of  the 
Society  to  appoint  a committee  to  collaborate 
with  the  officials  of  the  Farmers’  Museum  in  es- 
tablishing this  office.” 

Speaker  Andresen:  That  is  referred  to  the 

Reference  Committee  on  Report  of  the  Council, 
Part  XII,  which  includes  history,  and  of  which  Dr. 
Lubin  is  chairman. 

Does  anybody  else  from  Otsego  County  have  a 
resolution? 

Putnam 

Queens 

Section  51  ( See  52,  53) 

Greetings  Extended  on  Behalf  of  Dr.  Louis  Bauer 

Dr.  James  R.  Reuling,  Trustee:  This  is  another 
notice  of  proposed  amendment  to  the  Constitution 
and  Bylaws,  but  if  I might  have  a moment  of  per- 
sonal privilege  first,  to  bring  this  House  the  greet- 
ings of  a member  who  has  been  a member  of  this 
House  for  many  years,  who  is  a past-president  of 
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this  Society,  and  who  is  at  present  the  chairman  of 
the  Board  of  Trustees  of  the  American  Medical 
Association.  He  regrets  that  he  will  not  be  able 
to  be  at  this  meeting  because  he  is  in  Geneva  at  the 
World  Medical  Association.  Dr.  Louis  Bauer  sends 
you  all  his  sincere  greetings.  (Applause)  I talked 
with  Dr.  Bauer  a half  hour  before  he  went  to  Geneva, 
and  he  wondered  if  I would  be  interested  or  willing 
to  introduce  this  proposed  amendment  to  the  Con- 
stitution. 

j Section  52  (See  51,  53) 

Proposed  Amendment  to  Bylaws  Concerning 
House  of  Delegates 

Dr.  James  R.  Reuling,  Trustee:  I am  very 
happy  to  propose  this,  and  with  your  permission, 
Mr.  Speaker,  I would  like  to  read  all  of  the  “where- 
ases,” so  that  the  various  delegates  may  be  alerted 
to  its  implication  and  carry  back  to  their  county 
societies  that  implication  in  order  that  if  the  amend- 
ment is  adopted  at  the  Tuesday  meeting  next  year 
no  delegate  of  this  House  would  be  disfranchised 
: because  he  did  not  meet  the  requirements  of  this 
proposed  amendment.  That  is  the  reason  I want 
to  read  all  of  the  “whereases”: 

“Whereas,  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  elects 
delegates  to  the  American  Medical  Association; 
and 

“Whereas,  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  adopts 
memorials  and  resolutions  which  are  introduced 
into  the  House  of  Delegates  of  the  American 
Medical  Association;  and 

“Whereas,  these  memorials  and  resolutions 
are  intended  to  influence  the  policies  of  the 
American  Medical  Association;  and 

“Whereas,  it  would  be  an  impossible  situation 
if  delegates  were  elected  to  the  American  Medical 
Association  and  memorials  and  resolutions  at- 
tempting to  influence  the  policies  of  the  American 
Medical  Association  were  adopted  by  individuals 
who  are  not  even  members  of  the  American  Medi- 
cal Association;  therefore,  be  it 

“Resolved,  by  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  that 
its  Constitution  and  Bylaws  be  amended  to  pro- 
vide that  no  one  shall  be  eligible  for  membership 
in  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  unless,  in  addition  to 
the  present  requirements,  he  is  a member  in  good 
standing  of  the  American  Medical  Association; 
and  be  it  further 

“Resolved,  that  the  amendments  necessary 
to  carry  out  this  resolution  be  as  follows:  By- 
laws, Chapter  II,  House  of  Delegates,  Section  2, 
at  the  end  of  the  first  sentence,  change  the  period 
to  a comma  and  add  ‘or  in  the  American  Medical 
Association,’  the  remainder  of  the  section  to  re- 
main unchanged.” 

Speaker  Andresen:  That  is  read  for  action 
next  year.  These  transactions  are  all  published, 
giving  everybody  an  opportunity  to  read  these 
proposed  amendments,  and  then  they  will  again 
be  published  a month  before  next  year’s  meeting. 
This  is  a very,  important  proposed  amendment. 

I Section  53  (See  51,  52) 

House  Sends  Greetings  to  Dr.  Louis  Bauer 

[Secretary  Anderton:  May  I suggest  that  the 
House  instruct  the  Secretary  to  write  to  Dr.  Bauer 
«'  its  appreciation  of  his  greetings  and  a statement  of 


the  fact  that  the  resolution  will  be  acted  on  next 
year? 

Dr.  Samuel  B.  Burk,  New  York:  I so  move. 

Dr.  Frederick  W.  Williams,  Bronx:  I second 
the  motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Speaker  Andresen:  Are  there  any  further  reso- 
lutions from  Queens? 

Dr.  Ezra  Wolff,  Queens:  We  have  several 

resolutions  in  preparation  that  are  not  quite  ready 
yet. 

Speaker  Andresen:  Continuing: 

Rensselaer 

Richmond 

Rockland 

St.  Lawrence 

Saratoga 

Schenectady 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Section  5.)  (See  177) 

Social  Security  Law 

Dr.  Harry  Golembe,  Sullivan:  This  is  a resolu- 
tion similar  to  one  already  presented  so  I will  read 
just  the  “resolved”  (reading  the  resolved  portion 
of  the  following  resolution): 

“Whereas,  the  Social  Security  Law  allows 
certain  classes  of  self-employed  persons  to  come 
under  the  benefits  of  the  law  but  specifically 
prohibits  the  participation  of  the  medical  profes- 
sion and  various  other  professions  and  farm 
owners;  and 

“Whereas,  it  is  undesirable  for  the  members  of 
the  medical  profession  to  be  included  under  the 
benefits  of  this  law ; be  it  hereby 

“Resolved,  that  it  is  the  desire  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of 
New  York  that  they  remain  as  now  excluded  from 
the  tax  and  provisions  of  the  new  Federal  Social 
Security  Law.” 

Speaker  Andresen  : That  is  referred  to  the  same 
reference  committee  as  the  other  one  was,  Refer- 
ence Committee  on  Report  of  the  Council,  Part  VI, 
dealing  with  economics. 

Continuing: 

Tioga 

Tompkins 

Ulster 

Warren 

Washington 

Wayne 

Westchester 

Section  55  (See  159) 

Medical  Advisory  Committees  to  Selective  Service 

Dr.  Morley  T.  Smith,  District  Delegate:  This 
is  concerning  the  Medical  Advisory  Committees  to 
Selective  Service,  and  it  is  the  sort  of  resolution 
where  I would  like  to  read  the  “whereases”: 

“Whereas,  the  district  branch  areas  are  too 
large  for  a three-man  Medical  Advisory  Com- 
mittee to  Selective  Service  to  process  thoroughly 
applications  for  reclassification;  and 

“Whereas,  the  extent  of  the  area  makes  it 
impossible  for  committee  members  to  obtain  a 
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personal  knowledge  of  needs  in  the  various  com- 
munities, which  is  necessary  in  order  to  evaluate 
the  essentiality  of  a physician;  now,  therefore, 
be  it  hereby 

“ Resolved , that  Medical  Advisory  Committees 
to  Selective  Service  be  established  in  each  county 
either  to  work  through  a district  committee  or  to 
work  directly  with  the  chairman  of  the  State 
committee.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  I,  which 
includes  emergency  preparedness,  and  of  which  Dr. 
Frederick  Williams  is  the  chairman. 

Is  there  anything  further  from  Westchester? 

Section  56  ( See  127) 

Oath  of  Allegiance 

Dr.  Edwin  L.  Harmon,  Westchester:  Mr. 

Speaker  and  members  of  the  House,  this  resolution 
pertains  to  an  oath  of  allegiance  and  support  of  the 
American  way  of  life.  There  are  six  “whereases,” 
which  I will  omit  (reading  the  resolved  portions  of 
the  following  resolution): 

“Whereas,  citizenship  in  a democracy  is  a 
privilege  to  be  jealously  guarded;  and 

“Whereas,  in  the  United  States  of  America 
the  democratic  system  of  government  and  living 
has  produced  freedom,  privilege,  and  opportunity 
enjoyed  by  citizens  of  few  other  nations;  and 
“Whereas,  there  are  forces  throughout  the 
world  which  are  seeking  to  discredit  and  destroy 
the  democratic  system;  and 

“Whereas,  there  are  those  in  the  United  States 
who  seemingly  would  destroy  those  freedoms, 
privileges,  and  opportunities;  and 

“Whereas,  the  medical  profession  occupies  a 
position  of  leadership  and  influence  by  action  and 
precept  on  the  thinking  and  conduct  of  the 
American  people;  now,  therefore,  be  it  hereby 
“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  require  as  a condition  for  member- 
ship in  the  Society  and  in  its  component  county 
societies  the  signing  and  filing  of  an  oath  of 
allegiance  to  the  government  of  the  United  States 
( a loyalty  oath);  and  be  it  further 

“ Resolved , that  the  New  York  State  delegates  to 
the  American  Medical  Association  be  mandated 
to  introduce  a similar  resolution  at  the  next 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association  to  impose  similar  require- 
ments for  membership  in  that  organization  and 
in  its  component  state  societies.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business,  of  which 
Dr.  Aaron  is  the  chairman. 

Any  further  resolutions  from  Westchester? 
Continuing: 

Wyoming 

Yates 

Erie  asked  us  to  defer  theirs? 

Dr.  Joseph  C.  O’Gorman,  Erie:  Not  yet  ready. 
Speaker  Andresen:  When  will  you  be  ready? 
Dr.  O’Gorman:  In  about  half  an  hour. 

Dr.  Henry  E.  McGarvey,  Westchester:  West- 
chester has  some  more  resolutions  to  introduce,  but 
they  are  not  yet  ready. 

Speaker  Andresen:  Everybody  understands 

that  resolutions  are  supposed  to  be  in  on  Monday 
morning  so  the  reference  committees  can  get  to  work 
on  them.  Miss  Lewis  is  right  there  and  wants  to 
work  and  help  you. 

Are  there  any  further  resolutions? 


Section  57  {See  168) 

Hospital  Practice  of  Medicine 

Dr.  Benjamin  Bernstein,  Kings:  This  resolu- 
tion concerns  itself  with  the  hospital  practice  of 
medicine,  and  the  resolved  portion  is  as  follows 
(reading  the  resolved  portions  of  the  • following 
resolution): 

“Whereas,  hospitals  are  engaged  in  the 
practice  of  medicine  through  the  medium  of 
hiring  physicians,  particularly  in  the  fields  of 
anesthesiology,  pathology,  roentgenology,  and 
physiotherapy,  and  in  some  instances  hiring  full- 
time surgeons,  internists,  and  other  specialists  on 
a salary  basis;  and 

“Whereas,  some  hospitals  are  collecting  fees 
from  private  patients  for  the  services  rendered  by 
these  hired  physicians  at  a profit  to  the  hospitals; 
and 

“Whereas,  these  practices  are  both  unethical 
and  illegal;  therefore,  be  it  hereby 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  cause  the  reintroduction  of  the 
Friedman  Bill  (Senate  Int.  2402-49)  which  was 
passed  by  the  State  Senate  at  the  1949  session  of 
the  Legislature  of  the  State  of  New  York,  this 
bill  being  designed  legally  to  prohibit  any  hos- 
pital from  practicing  medicine  as  defined;  and 
be  it  further 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  work  actively  for  its  passage.” 
Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  IX, 
Legislation,  of  which  Dr.  Cudmore  is  chairman. 

Section  58  {See  176) 

New  York  Contribution  to  American  Medical 
Education  Foundation 

Dr.  Morris  Weintrob,  Kings:  Contribution 
from  New  York  to  American  Medical  Education 
Foundation: 

“Whereas,  this  country  has  become  great  be- 
cause of  the  initiative  of  its  citizens  whose  readi- 
ness to  face  personal  responsibility  has  developed 
a people  characterized  by  stamina,  courage,  and 
effective  national  cooperation  in  time  of  stress, 
too  often  sadly  lacking  in  those  whose  dependence 
on  government  support  has  created  an  illusory 
sense  of  personal  security;  and 

“Whereas,  the  Supreme  Court  of  the  United 
States  of  America  has  ruled  that  the  Federal 
government  has  the  power  to  regulate  that  which 
it  subsidizes;  and 

“Whereas,  the  present  pre-eminent  status  of 
American  medicine  has  resulted  from  freedom 
from  governmental  subsidy,  control,  and  regula- 
tion; and 

“Whereas,  this  outstanding  position  could  not, 
and  history  has  so  recorded  it  in  other  nations, 
continue  to  maintain  its  present  high  level  or  im- 
prove its  standing  once  medical  science  becomes 
dependent  upon  governmental  influence  whereby 
subservience  to  bureaucratic  mediocrity  emascu- 
lates independent  initiative;  and 

“Whereas,  although  it  is  acknowledged  that 
government  is  responsible  for  the  health  and  wel- 
fare of  the  people  within  certain  essential  limits, 
the  impractical  and  unwise  extension  of  such  re- 
sponsibility tends  to  weaken  rather  than  strengthen 
a country’s  health  and  welfare;  and 

“Whereas,  the  medical  schools  of  our  nation 
find  themselves  in  an  unfavorable  financial  situa- 
tion because  of  inflated  costs  of  administration, 
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lowered  income  from  reserves  due  to  depreciated 
dollar  values,  and  depleted  sources  of  financial 
support  resulting  from  tax  policies  adversely 
affecting  the  major  contribution  to  medical  school 
foundations;  and 

“Whereas,  the  Congress  has  before  it  pro- 
posed bills  that  would  infringe  upon  the  self- 
dependence  of  our  medical  schools,  rendering 
them  to  a greater  or  lesser  degree  dependent  upon 
and  subservient  to  governmental  subsidy,  con- 
trol, and  regulation;  and 

“Whereas,  the  caliber  of  practicing  physicians 
is  largely  established  by  influences  inculcated  dur- 
ing their  medical  student  days;  and 

“Whereas,  the  Board  of  Trustees  of  the 
American  Medical  Association,  recognizing  the 
threat  to  the  high  standards  and  effectiveness  of 
our  independent  system  of  preparing  medical 
students  for  the  practice  of  medicine,  has  paved 
the  way  for  practicing  medical  men,  private  in- 
dustry, and  defenders  of  the  American  system  of 
private  enterprise  by  establishing  the  American 
Medical  Education  Foundation  to  which  it  con- 
tributed the  first  1500,000  with  the  definite 
understanding  that  distribution  of  funds  to  needy, 
approved  medical  schools  will  be  unrestricted 
with  each  school  ‘free  to  determine  how  it  can 
best  use  its  share  to  further  the  basic  training  of 
its  students’;  and 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  is  in  hearty  accord  with  the  philosophy 
so  practically  demonstrated  by  its  parent  associa- 
tion in  this  vital  matter,  and  applauds  those  other 
state  medical  societies  and  nonmedical  friends  of 
the  profession  whose  concrete  evidence  of  such 
unity  of  thought  has  already  been  displayed  by 
contributions  of  large  sums  of  money  to  the 
American  Medical  Education  Foundation;  now, 
therefore,  be  it  hereby 

"Resolved,  that  the  Medical  Society  of  the 
State  of  New  York,  through  its  House  of  Dele- 
gates assembled  at  its  1951  annual  meeting, 
hereby  pledges  itself  to  exert  every  possible 
effort  to  raise  $250,000  as  its  1951  contribution  to 
the  American  Medical  Education  Foundation  so 
that  New  York  State’s  physicians  and  friends  of 
the  medical  profession  can  effectively  demon- 
strate their  abiding  desire  to  keep  American 
medical  teaching  unencumbered  by  the  stultify- 
ing effect  of  bureaucratic  subsidy,  control,  and 
regulation,  which  so  frequently  seek  to  dominate 
private  thinking.” 

Speaker  Andresen:  Members  of  the  House, 
if  we  had  ruled  inflexibly  that  “whereases”  could 
not  be  presented,  you  would  have  missed  this 
wonderfully  fine  dissertation  by  one  of  whom  Kings 
County  is  very  proud  as  its  best  and  most  prolific 
writer  on  economics  and  public  relations. 

Dr.  Weintrob,  we  refer  your  resolution  to  the 
Reference  Committee  on  Report  of  the  Council, 
Part  VI,  of  which  Dr.  Clark  is  chairman. 

Section  59  ( See  120 ) 

Lay  Advertising 

Dr.  Morris  Weintrob,  Kings:  I trust  the  con- 
text of  this  resolution  will  not  produce  too  many 
laughs,  as  it  did  at  the  Comitia  Minora  meeting  of 
the  Kings  County  Medical  Society.  However,  the 
subject  is  rather  important,  and  concerns  itself  with 
“Lay  Advertising”:  {See  Section  120) 

Speaker  Andresen:  That  is  referred  to  the 
Reference  Committee  on  Report  of  the  Council, 


Part  II,  Maternal  and  Child  Welfare,  of  which  Dr. 
Randall  is  the  chairman. 

Are  there  any  further  resolutions? 

Section  60  {See  165) 

Control  of  Narcotic  Problem 

Dr.  J.  Lewis  Amster,  Bronx:  Mr.  Speaker  and 
members  of  the  House  of  Delegates,  I present  this 
resolution  to  you  for  adoption  which  deals  with 
control  of  the  narcotic  problem: 

“Whereas,  drug  addiction  is  reported  to  be  on 
the  increase  in  the  City  and  State  of  New  York; 
and 

“Whereas,  drug  addiction  and  narcotic  traf- 
fic have  spread  among  the  juveniles  in  our  schools; 
and 

“Whereas,  the  complexity  of  this  problem  is 
baffling  and  the  lack  of  experience  and  scientific 
knowledge  of  dealing  with  drug  addiction  are 
limited;  therefore,  be  it 

"Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  request  the  Commission  headed  by 
the  Attorney  General  of  the  State  of  New  York  to: 
“(a)  Make  a comprehensive  and  coordinated 
study  of  the  existing  legal  provisions  re- 
lating to  the  control  and  the  use  of  nar- 
cotics; 

“(6)  Evaluate  present  law  enforcement,  penal 
and  rehabilitation  procedures  and  their 
adequacy; 

“(c)  Treat  all  drug  addicts  as  patients  and  not 
as  criminals,  treating  them  on  the  same 
basis  provided  in  the  law  governing  the 
treatment  of  mental  patients; 

“(d)  Establish  city,  county,  and  State  hospitals 
for  the  study  and  rehabilitation  treatment 
of  drug  addicts; 

“(e)  Make  recommendations  for  such  changes 
in  the  law  and  procedures  as  may  be 
necessary  or  desirable  to  insure  proper 
and  adequate  control  of  narcotics  and 
their  use; 
and  be  it  further 

"Resolved,  that  a copy  of  this  resolution  be 
forwarded  to  the  Governor  and  the  Attorney 
General  of  the  State  of  New  York.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report'  of  the  Council,  Part  IX, 
Legislation,  of  which  Dr.  Cudmore  is  chairman. 

Are  there  any  more  resolutions?  Is  Erie  ready? 
Queens  had  a few  more  to  bring  up.  Where  is 
Queens? 

Dr.  Ezra  Wolff,  Queens:  We  were  ready,  but 
there  are  some  typographic  errors  that  are  being 
corrected  at  the  moment. 

Speaker  Andresen:  Will  you  be  ready  soon? 

Dr.  Wolff:  Yes. 

Speaker  Andresen:  Dr.  Knickerbocker,  did 

you  get  your  resolution  whipped  into  shape? 

. . .There  was  no  response.  . . 

Section  61 

Announcements 

Speaker  Andresen:  I would  like  to  save  time, 
so  I might  make  a few  announcements  while  we 
wait  for  these  counties  to  present  their  resolutions. 

As  usual,  I wish  to  announce  that  there  are  tickets 
on  sale  outside  of  the  door  for  the  banquet  on 
Wednesday  night. 

I wish  also  to  call  your  attention  to  the  fact  that 
the  expense  of  a meeting  of  this  sort  is  very  largely 
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borne  by  the  technical  exhibitors,  the  instrument 
makers,  drug  people,  etc.,  so  it  is  very  important  to 
go  up  and  look  through  the  exhibits,  and  if  possible 
sign  their  slips  to  show  you  have  been  there.  That 
encourages  the  exhibitors  and  helps  us  to  run  this 
meeting.  That  is  on  the  17th  floor  of  this  building. 

Section  62 

Pan-Pacific  Surgical  Association  Fifth  Congress, 
Honolulu,  November  7 to  19,  1951 

Speaker  Andresen:  I also  would  like  to  read 
you  something  that  may  be  of  interest  to  those  of 
you  who  are  wealthy  enough  to  go.  Some  of  you 
I know  are  anxious  to  spend  money  and  to  have  your 
expenses  deducted  from  your  income  tax.  We  have 
a letter  from  the  Pan-Pacific  Surgical  Association  in 
which  they  say: 

“We  should  appreciate  it  very  much  if  an  an- 
nouncement of  the  forthcoming  Pan-Pacific  Sur- 
gical Association  meeting  could  be  made  at  this 
time.  The  Fifth  Congress  will  be  held  in  Hono- 
lulu from  November  7 to  19,  and  the  Council  is 
hopeful  that  a large  number  from  your  area  will 
attend.” 

Further  information  concerning  this  Fifth  Con- 
gress can  be  obtained  by  writing  to  the  President, 
F.  J.  Pinkerton,  M.D.,  whose  address  is  Suite  7, 
Young  Building,  Honolulu  13,  T.H.  There  is  an 
opportunity  to  go  to  Honolulu  and  deduct  the  ex- 
penses from  your  income  tax  return. 

I also  would  like  to  tell  you  we  have  had  41 
resolutions  presented  so  far.  That  seems  like  a small 
number  from  that  predicted  in  advance,  but  we 
have  several  more  coming.  If  anybody  comes  in 
with  a resolution  ready  for  presentation,  we  would 
like  to  have  him  come  right  up  here. 

Section  63  ( See  128 ) 

Membership  in  the  American  Medical  Association 
(Payment  of  Dues) 

Dr.  Waring  Willis,  Westchester:  With  your 

permission,  I would  like  to  read  the  “whereases” 
to  this  resolution. 

Speaker  Andresen:  All  right. 

Dr.  Willis:  It  concerns  membership  in  the 

American  Medical  Association: 

“Whereas,  it  was  stated  at  the  House  of  Dele- 
gates in  San  Francisco  in  June,  1950,  that  physi- 
cians who  failed  to  pay  dues  to  the  American 
Medical  Association  during  the  year  1950  would 
not  be  considered  members  of  that  organization; 
and 

“Whereas,  this  information  was  transmitted  to 
members  of  the  county  societies  when  they  asked 
whether  dues  to  the  American  Medical  Associa- 
tion were  compulsory;  and 

“Whereas,  many  members  of  component 
societies  were  not  hware  that  they  had  ever  been 
members  of  the  American  Medical  Association 
and  assumed  that  only  Fellows  were  classified 
as  members;  and 

“Whereas,  because  of  the  method  of  col- 
lecting dues  late  in  the  year  1950  rather  than  in 
January  with  other  dues,  and  because  many  of 
the  Westchester  County  members  did  not  wish 
to  be  members  of  the  American  Medical  Associa- 
tion, only  60  per  cent  paid  American  Medical 
Association  dues  in  1950;  and 

“Whereas,  in  1951,  when  the  billing  was  co- 
ordinated with  county  and  State  dues,  and  when 
these  dues  were  to  include  the  A.M.A.  Journal, 


approximately  95  per  cent  of  our  county  members 
paid  dues  to  the  American  Medical  Association; 
and 

_ “Whereas,  the  A.M.A.  now  states  that  physi- 
cians who  paid  1951  dues  are  not  members  until 
they  pay  1950  dues  and  are  not  eligible  to  receive 
the  Journal;  and 

“Whereas,  many  physicians  will  demand  a 
refund  of  their  195i  dues  if  this  is  enforced,  and 
great  dissension  will  be  caused  in  the  ranks  of  the 
medical  profession;  now,  therefore,  be  it  hereby 
“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  be 
instructed  to  memorialize  the  American  Medical 
Association  to  revise  the  interpretation  of  mem- 
bership and  accept  those  physicians  as  member? 
who  paid  1951  dues  in  good  faith  in  order  to  be- 
come a member  of  the  national  organization.” 
Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business,  Dr.  Aaron, 
chairman. 

Section  64  ( See  6) 

Change  in  Reference  Committee  Appointments 

Speaker  Andresen:  Dr.  Homer  Nelms,  of 

Albany,  will  be  substituted  on  the  Reference  Com- 
mittee on  Report  of  the  Council,  Part  VI,  for  Dr. 
William  A.  Holla,  who  is  not  here. 

I will  say  a few  more  things  I was  going  to  say  at 
the  end  of  the  session.  I want  to  call  attention  to 
the  fact  that  at  2 o’clock  the  reference  committees 
will  meet  right  out  here  in  the  foyer  at  the  entrance 
to  this  ballroom.  Anyone  who  is  interested  can 
find  out  from  Miss  Dougherty  where  resolutions 
that  they  are  interested  in  have  been  referred. 
She  has  a copy  of  all  of  the  resolutions  and  knows 
where  they  have  been  referred.  If  anybody  wants 
to  discuss  any  resolution,  come  right  up  and  find 
out  where  it  is  going  to  be  considered,  and  be  there 
this  afternoon  at  2 o’clock. 

The  officers,  the  chairmen  of  committees,  and  the 
employes  of  the  Society  have  been  requested  to  be 
available.  Any  chairman  of  a committee  can  ask 
any  of  these  people  questions  and  should  ask  them 
to  come  and  clarify  any  situations,  so  that  we  don’t 
pass  resolutions  that  are  illegal  or  that  would  be 
prejudicial  to  our  public  relations  or  any  of  such 
matters.  So  we  ask  you  to  make  use  of  those  people 
and  discuss  various  phases  with  them. 

Tomorrow  we  would  like  to  have  no  long  discus- 
sions which  could  better  have  taken  place  in  the 
committee. 

We  would  like  to  also  announce  that  the  chairmen 
of  the  reference  committees  are  requested  to  meet 
up  here  for  a few  minutes  to  have  a short  indoctrina- 
tion and  to  ask  any  questions  of  our  Vice-Speaker, 
Dr.  Holcomb,  who  will  meet  them  there  as  soon  as 
we  adjourn.  Will  you  please  come  over  and  listen 
to  him  and  ask  him  any  questions. 

If  there  are  any  other  resolutions,  I think  it  would 
pay  us  to  wait  for  them  to  be  presented. 

Section  65 

Increase  in  Membership  of  Public  Relations  Com- 
mittee 

Dr.  George  A.  Burgin,  Herkimer:  This  is  an 
amendment  to  the  Bylaws,  subject,  “Increase  in 
Membership  of  Public  Relations  Committee”: 

“Resolved,  that  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  as 
follows:  Chapter  IV,  Council,  Section  10,  the 
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last  sentence  beginning,  ‘The  membership  oi  com- 
mittees shall  not  exceed  three,’  etc.,  at  the  end 
of  which  shall  be  added  the  words,  ‘and  the  Com- 
mittee on  Public  Relations.” 

I Speaker  Andresen:  That  is  merely  being  read 
to  go  through  the  usual  form  and  will  be  brought 
up  for  action  next  year  after  first  being  published. 

Are  there  any  more  resolutions? 

Section  66 

Increase  in  the  Personnel  of  the  Malpractice  In- 
surance and  Defense  Board 

Dr.  John  C.  Kinzly,  District  Delegate:  The  sub- 
ject of  this  resolution  that  I have  to  present  is 
“Increase  in  the  Personnel  of  the  Malpractice  In- 
surance and  Defense  Board”: 

1 “Whereas,  it  is  generally  recognized  by  prac- 

ticing physicians  that  participation  in  the  pro- 
tection of  the  Group  Plan  of  Malpractice  Insur- 
ance and  Defense  of  the  Medical  Society  of  the 
State  of  New  York  is  one  of  the  important  privi- 
leges of  membership  in  the  Medical  Society  of  the 
State  of  New  York;  and 

“Whereas,  the  Group  Plan  is  a mutual  under- 
taking in  the  operation  of  which  members  of  the 
Society  are  expected  to  accept  their  share  of 
responsibility,  collectively  and  individually;  and 
“Whereas,  the  Group  Plan  at  present  is  con- 
ducted under  the  supervision  of  a special  com- 
mittee of  the  Society  defined  in  its  Bylaws  as 

1‘The  Malpractice  Insurance  and  Defense  Board,’ 
consisting  of  five  members,  including  the  chair- 
man, appointed  by  the  President  with  the  ap- 
proval of  the  Council;  and 

“Whereas,  active  cooperation  with  the  Group 
Plan  and  Support  of  such  Plan  by  the  profession 
would  be  markedly  promoted,  encouraged,  and 
facilitated,  if  the  personnel  of  the  Malpractice 
Insurance  and  Defense  Board  were  substantially 
increased  in  number,  thereby  giving  such  Board 
broader  geographic  scope  and  enabling  it  to  func- 
tion more  efficiently  by  reason  of  closer  and  more 
understanding  working  relationships  with  prac- 
ticing physicians;  now,  therefore,  be  it 

“Resolved,  that  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  to 
provide  for  an  increase  in  the  membership  of  the 
Malpractice  Insurance  and  Defense  Board  from 
five  to  seven  members;  and  be  it  further 

“ Resolved , that  the  President  and  Council  of 
the  Society,  in  making  appointments  to  said 
Board,  seek  to  provide  broad  geographic  repre- 
sentation thereon.” 

Speaker  Andresen:  That  is  another  resolution 
concerning  an  amendment  to  the  Bylaws  and  is 
read  on  this  occasion  for  information  and  will  be 
acted  on  next  year. 

Section  67  (See  132,  133 ) 

Revision  of  Fees  of  Workmen’s  Compensation 
Schedule 

Dr.  John  C.  Kinzly,  District  Delegate:  The 
second  resolution  which  I would  like  to  read  con- 
cerns the  revision  of  fees  of  the  workmen’s  com- 
pensation schedule: 

“Whereas,  the  chairman  of  the  State  Work- 
men’s Compensation  Board  has  granted  an  8 per 
cent  increase  in  all  items  of  the  fee  schedule, 
effective  May  1,  1951;  and 

“Whereas,  this  increase  does  not  provide 
physicians  authorized  to  render  medical  care 


under  the  Workmen’s  Compensation  Law  fair 
and  adequate  remuneration,  particularly  with 
respect  to  the  subsequent  office  visit;  and 

“Whereas,  the  prevailing  State-wide  rates  for 
subsequent  office  visits  are  $3.00  for  general  prac- 
titioners and  $5.00  for  specialists;  now,  there- 
fore, be  it  hereby 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  meet- 
ing in  1951  annual  session,  go  on  record  as  ex- 
pressing disapproval  of  the  8 per  cent  increase 
for  the  reason  that  it  does  not  provide  an  adequate 
subsequent  office  visit  fee;  and  be  it  further 
“Resolved,  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  make  further 
efforts  to  obtain  a subsequent  office  visit  fee 
which  will  reflect  the  rate  which  prevails  for  such 
office  visit  in  this  State.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  X, 
Workmen’s  Compensation,  of  which  Dr.  Needham 
is  chairman. 

Dr.  Lawrence,  of  Queens,  announces  he  is  having 
his  resolutions  typed,  and  there  were  some  typo- 
graphic errors  which  made  it  necessary  to  do  them 
over,  but  he  has  the  final  resolutions  here,  and  with 
permission  of  the  House  of  Delegates  I will  have 
him  read  those  and  turn  in  his  nine  copies  as  soon 
as  Miss  Lewis  has  them  finished. 

Section  68  (See  118) 

Protection  of  Interns  and  Residents  Against  Mal- 
practice Suits 

Dr.  George  J.  Lawrence,  Queens:  Protection 
of  interns  and  residents  against  malpractice  suits: 
“Whereas,  physicians  and  surgeons  donate 
time  and  services,  gratis,  to  the  poor  and  in- 
digent, in  public  hospitals  and  institutions  and 
under  conditions  and  modes  of  therapy  which 
they,  often,  cannot  control;  therefore,  be  it 
“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  take  the  appropriate  steps  to  relieve 
and  protect,  from  malpractice  liability,  those  in- 
terns, residents,  and  other  physicians  rendering 
care  in  public  institutions  without  receiving  com- 
pensation from  the  patient;  and  be  it  further 
“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  intro- 
duce a resolution  to  the  effect  that  the  Medical 
Society  of  the  State  of  New  York  support  the 
reintroduction  and  passage  of  bills  Senate  Int. 
1108  and  Assembly  Int.  1477  in  the  New  York 
State  Legislature  in  1952.” 

Speaker  Andresen  : That  is  referred  to  the  Refer- 
ence Committee  on  Reports  of  the  Malpractice 
Insurance  and  Defense  Board  and  Legal  Counsel, 
of  which  Dr.  Coon  is  chairman. 

Section  69  (See  131) 

Confidential  Information  Contained  in  Disability 
Insurance  Medical  Reports 

Dr.  George  J.  Lawrence,  Queens:  This  resolu- 
tion concerns  the  confidential  information  contained 
in  disability  insurance  medical  reports: 

“Whereas,  Forms  DB  450  and  DB  300,  New 
York  State  Disability  Insurance,  concern  specific 
diagnoses  for  illness  and  disease,  whose  nature 
may  be  a matter  of  embarrassment  if  revealed  to 
fellow  workers  and  persons  known  to  the  patient; 
therefore,  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
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Medical  Society  of  the  State  of  New  York  take 
immediate  steps  to  provide  that  such  forms  be 
sent  to  the  insurance  carrier  rather  than  to  the 
employer.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  X, 
Workmen’s  Compensation,  Dr.  Needham,  chair- 
man. 

Section  70  ( See  190) 

Confidential  Information  Contained  in  Medical 
Reports 

Dr.  George  J.  Lawrence,  Queens:  The  next 
resolution  deals  with  confidential  information  con- 
tained in  medical  reports: 

“Whereas,  many  employers  require  from  em- 
ployes returning  to  work  after  illness  or  injury 
a statement  from  their  physician  stating  the  exact 
diagnosis,  the  nature  of  which  may  be  personal 
and  embarrassing  to  the  patient  if  revealed  to 
fellow  workers  and  other  known  persons;  there- 
fore be  it 

“Resolved,  that  this  Society  urge  the  initiation 
of  legislation  to  limit  the  request  for  information 
to  a certification  of  bona  fide  illness  and  a state- 
ment as  to  the  length  of  disability.” 

Speaker  Andresen  : Referred  to  Reference  Com- 
mittee on  Report  of  the  Council,  Part  VII,  Medical 
Care  Insurance,  of  which  Dr.  McGarvey  is  chair- 
man. 

Section  71  ( See.  187) 

Nonessential  Information  in  Insurance  Forms 

Dr.  George  J.  Lawrence,  Queens:  This  con- 
cerns nonessential  information  in  insurance  forms: 
“Whereas,  certain  insurance  companies,  on 
their  claim  forms,  submitted  by  and  through 
patients,  require  physicians  to  state  their  school 
and  year  of  graduation;  and 

“Whereas,  a physician’s  qualifications  have 
been  scrutinized  by  the  State;  and 

“Whereas,  it  is  not  the  right  of  lay  organiza- 
tions to  judge  a physician’s  qualifications;  there- 
fore, be  it 

“Resolved,  that  this  Society  take  steps  to  bring 
about  the  alteration  of  these  forms,  to  include 
only  a request  for  State  license  number  and/or 
other  identification  numbers.” 

Speaker  Andresen:  That  is  referred  to  the  same 
Reference  Committee,  Part  VII,  Dr.  McGarvey, 
chairman. 

Section  72  ( See  188) 

Confidential  Information  Concerning  Fees  in  In- 
surance Forms 

Dr.  George  J.  Lawrence,  Queens:  This  resolu- 
tion concerns  confidential  information  concerning 
fees  in  insurance  forms: 

“Whereas,  certain  insurance  companies  refuse 
to  pay  surgical  and  obstetric  fees  to  policyholders 
unless  the  surgeon  or  obstetrician  states  his  total 
fee,  regardless  of  the  fact  that  the  benefit  paid  is 
a fixed  amount,  and  not  dependent  on  the  fee; 
therefore,  be  it 

“Resolved,  that  this  Society  take  the  indicated 
steps  to  deny  insurance  companies  any  privileged 
information  other  than  certification  that  the  work 
was  accomplished  and  that  the  fee  was  equivalent 
to,  or  in  excess  of,  the  benefit.” 


Speaker  Andresen:  Referred  to  the  same 

Reference  Committee,  Part  VII,  Medical  Care  In- 
surance, Dr.  McGarvey,  chairman. 

Section  73  ( See  189) 

Confidential  Information  Contained  in  Medical 
Insurance  Reports 

Dr.  George  J.  Lawrence,  Queens:  Subject  is 
confidential  information  contained  in  medical  in- 
surance reports: 

“Whereas,  many  firms  and  labor  unions  which 
arrange  hospitalization  and  medical  expense  in- 
surance coverage  for  employes  and  their  families 
require  that  the  claim  forms  be  submitted  through 
them,  and  since  these  forms  reveal  specific  diag- 
noses of  illness  and  disease,  the  nature  of  which 
may  be  personal  and  a matter  of  embarrassment 
if  revealed  to  known  persons  and  fellow  workers; 
therefore,  be  it 

“Resolved,  that  this  Society  take  the  indicated 
steps  to  require  that  insurance  claim  forms  be 
sent  directly  to  insurance  carrier  or  fund.” 
Speaker  Andresen:  Same  reference  committee, 
Report  of  the  Council,  Part  VII,  Medical  Care  In- 
surance, Dr.  McGarvey,  chairman. 

Section  74  ( See  130) 

Limitation  of  Fees  in  Workmen’s  Compensation 
Cases 

Dr.  George  J.  Lawrence,  Queens:  Subject  is 
limitation  of  fees  in  workmen’s  compensation  cases: 

“Whereas,  employes  receiving  medical  care 
under  workmen’s  compensation  may,  of  their 
own  accord  and  at  their  own  expense,  request  and 
receive  private  hospital  accommodations,  private 
nurses,  etc.,  beyond  that  allotted  to  them  by 
workmen’s  compensation  regulations;  and 

“Whereas,  the  physician  is  limited  in  his  fee 
to  the  amount  granted  by  the  Compensation 
Board;  and 

“Whereas,  he  cannot  accept  voluntary  in- 
creased remuneration  from  the  patient;  therefore, 
be  it 

“ Resolved , that  in  cases  where  the  patient,  of 
his  own  volition,  is  able  to,  requests,  receives, 
and  pays  for  hospital  accommodations,  nurses, 
and  other  care  beyond  that  allowed  by  the  Work- 
men’s Compensation  Board,  the  physician  also  be 
permitted  to  accept  from  the  patient  any  re- 
muneration in  excess  of  the  Workmen’s  Com- 
pensation Board’s  allowance  which  the  patient 
desires  to  pay  voluntarily.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  X,  Work- 
men’s Compensation,  Dr.  Needham,  chairman. 

Section  75  ( See  151) 

Continuance  of  the  Special  Committee  on  Problems 
of  Alcoholism 

Dr.  A.  H.  Aaron,  Erie:  I would  like  to  introduce 
this  resolution  concerning  the  Special  Committee  on 
Problems  of  Alcoholism  (reading  the  resolved  por- 
tion of  the  following  resolution): 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York,  at  its  Annual  Meeting  in  1948,  took 
official  cognizance  of  the  broad  question  of  the 
prevention  and  treatment  of  chronic  alcoholism 
in  New  York  State  and  of  medicine’s  obligation 
to  assist  in  the  solution  of  this  problem  bv  es- 
tablishing what  is  known  as  the  Special  Com- 
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mittee  on  the  Problems  of  Alcoholism  of  the 
Medical  Society  of  the  State  of  New  York;  and 
“Whereas,  by  such  action  the  Medical  Society 
of  the  State  of  New  York  assumed  the  leadership 
in  this  State  in  developing  within  medicine’s 
ranks  a well-balanced  program,  preventive, 
therapeutic,  and  rehabilitative,  and  furthermore 
in  stimulating  increased  interest  in  this  vital 
problem  by  component  county  societies  and  like- 
wise by  the  American  Medical  Association;  and 
“Whereas,  it  is  the  sense  of  the  medical  pro- 
fession of  New  York  State  that  the  Special  Com- 
mittee on  the  Problems  of  Alcoholism  has  rend- 
ered realistic  service  toward  reducing  the  inci- 
dence of  chronic  alcoholism,  providing  adequate 
facilities  for  medical  and  institutional  care  and 
rehabilitation  of  sufferers  from  alcoholism  and  re- 
establishing the  chronic  alcoholic,  socially  and 
economically;  now,  therefore,  be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  represented  in  this  duly  convened 
annual  meeting  of  its  House  of  Delegates,  hereby 
places  itself  on  record  as  favoring  and  requesting 
that  the  Special  Committee  on  the  Problems  of 
Alcoholism  be  continued  for  the  Society  year  of 
1951-1952.” 

Speaker  Andresen:  That  is  referred  to  the 
Reference  Committee  on  Report  of  Council,  Part 
III,  of  which  Dr.  Golembe  is  chairman. 

Is  that  all  we  have  from  Erie? 

Dr.  Aaron:  It  is  all  I have. 

Speaker  Andresen:  Dr.  Knickerbocker,  did 

you  get  your  resolution  fixed  up,  and  are  you  ready 
to  present  it  at  this  time? 

Dr.  Homer  J.  Knickerbocker,  Ontario:  It  will 
not  be  introduced. 

Section  76  {See  150 ) 

New  York  State  Vehicle  and  Traffic  Law 

Dr.  Henry  E.  McGarvey,  Westchester:  There  is 
a preamble  which  brings  out  the  appalling  number 
of  deaths  caused  along  the  highways  from  drunken 
driving,  the  total  inadequacy  of  the  present  laws  to 
control  this,  and  the  reluctance  on  the  part  of  the 
medical  profession  to  have  anything  to  do  with  this 
due  to  the  rather  humiliating  travesty  of  justice 
that  a doctor  honestly  testifying  gets  into  because  of 
the  loopholes  that  excuse  drunken  drivers  under  the 
present  laws,  as  well  as  the  reluctance  of  police 
officers  for  the  same  reasons  to  make  arrests  in  such 
cases,  and  ends  up  with  the  resolution  (reading  the 
resolved  portions  of  the  following  resolution): 

“Whereas,  authentic  statistics  reveal  that  for 
the  past  few  years  the  number  of  deaths  caused 
by  highway  accidents  has  steadily  increased  until 
it  has  reached  such  an  unprecedented  and  ap- 
palling figure  that  editorial  writers  and  others  of  a 
justly  aroused  citizenry  have  seen  fit  to  refer  to 
the  carnage  thus  created  as  ‘Murder  on  our  High- 
ways’ or  other  equally  denunciatory  terminology; 
and 

“Whereas,  an  alarming  number  of  the  drivers 
involved  in  these  fatal  accidents,  be  they  teen-age 
or  octogenarian,  are  obviously  incoordinate  by 
the  reason  of  the  effect  of  imbibed  alcoholic 
beverages,  and  unless  more  effective  legislation 
is  enacted  to  convict  them  there  is  every  reason 
to  expect  the  perennial  holocaust  to  continue;  and 
“Whereas,  due  to  the  total  inadequacy  of  the 
law  in  its  present  form  a driver  accused  of  operat- 
ing a motor  vehicle  while  unduly  under  the  in- 
fluence of  alcohol  can,  when  arraigned,  plead 


‘not  guilty,’  demand  a trial  before  a judge  or  a 
judge  and  jury  and  more  than  frequently  obtain 
an  acquittal  even  though  the  prosecuting  at- 
torney produces  an  expert  witness  in  the  person 
of  a competent  physician  who  diagnoses  other- 
wise and  testifies  to  the  contrary  by  reason  of  a 
complete  physical  examination  and  a blood  analy- 
sis showing  an  amount  of  alcohol  in  the  blood 
universally  accepted  as  sufficient  to  impair  the 
judgment  of  the  driver  to  the  extent  that  he  is 
unfit  to  operate  a motor  vehicle;  and 

“Whereas,  repeated,  disappointing  experiences 
like  this  have  created  a decided  reluctance  on  the 
part  of  the  police  officer,  whose  duty  it  is  to  make 
the  arrest  and  become  the  complainant,  to  per- 
form his  duty,  and  a widespread  and  definite 
tendency  on  the  part  of  physicians  requested  to 
examine  the  accused  drivers  to  refuse,  due  to 
their  disgust  for  the  travesty  of  justice  fre- 
quently enacted  at  the  trial;  and 

“Whereas,  the  drunken  driver  who  kills  with 
a car  is  just  as  guilty  of  murder  as  is  the  criminal 
who  kills  with  a gun  and,  in  fact,  accounts  for 
many  more  lives  lost  each  year;  and 

“Whereas,  blood  alcohol  concentration  tests 
are  universally  accepted  by  both  the  American 
Medical  Association  and  the  National  Safety 
Council  as  being  just  as  accurate  as  the  compul- 
sory premarital  blood  tests  for  syphilis  and  many 
others  used  routinely  by  the  medical  profession 
for  diagnostic  purposes  and  have  also  been  recom- 
mended for  use  in  trials  for  traffic  violations  by 
the  American  Bar  Association ; and 

“Whereas,  this  preamble  of  fact  would  seem  to 
indicate  that  the  conviction  of  the  drunken  driver 
before  a judge  or  a judge  and  jury  involves  and 
necessitates  primarily  diagnostic  rather  than 
judicial  acumen;  therefore,  be  it  hereby 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  foster  legislation  to  amend  Sub- 
division 5 of  Section  70  of  Article  5 of  the  New 
York  State  Vehicle  and  Traffic  Law  to  provide 
that  a blood  test  for  alcohol  content  be  mandatory 
in  cases  where  drunken  driving  is  suspected  and 
that  it  be  obligatory  for  the  court  to  interpret 
the  findings  when  the  analysis  has  been  done  by 
a recognized  laboratory  as  conclusive  evidence 
and  that  the  following  three  zones  of  alcohol  con- 
centration be  legally  recognized  and  accepted: 
“(a)  evidence  that  there  was,  at  the  time,  five 
hundredths  of  1 per  cent  or  less  by  weight 
of  alcohol  in  the  blood  is  prima  facie  evi- 
dence that  the  defendant  was  not  in  an 
intoxicated  condition; 

“(6)  evidence  that  there  was,  at  the  time,  more 
than  five  hundredths  of  1 per  cent  and  less 
than  fifteen  hundredths  of  1 per  cent  by 
weight  of  alcohol  in  the  blood  shall  be  rele- 
vant evidence,  but  is  not  to  be  given  prima 
facie  effect  in  indicating  whether  or  not 
the  defendant  was  in  an  intoxicated  condi- 
tion unless  supported  by  other  corrobora- 
tive evidence; 

“(c)  evidence  that  there  was,  at  the  time, 
fifteen  hundredths  of  1 per  cent,  or  more, 
by  weight  of  alcohol  in  the  blood  must  be 
admitted  as  conclusive  evidence  that  the 
defendant  was  in  an  intoxicated  condition; 
and  be  it  further 

Resolved,  that  a copy  of  this  resolution  be  sent 
to  Governor  Thomas  E.  Dewey  and  State  officials 
interested  in  improving  the  safety  of  our  high- 
ways and  responsible  for  the  administration  and 
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enforcement  of  the  laws  controlling  traffic  there- 
on.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  III,  of 
which  Dr.  Golembe  is  the  chairman. 

Section  77  ( See  125 ) 

Publication  of  Drug  Index 

Dr.  Morris  Weintrob,  Kings:  This  resolution 
is  introduced  at  the  request  of  Dr.  Flagg,  the  presi- 
dent of  the  American  Society  of  Anesthetists: 

“Whereas,  pharmacology,  the  use  of  drugs,  is 
rapidly  supplanting  in  many  clinics  pneumatology, 
the  use  of  gases,  to  effect  general  anesthesia; 
and 

“Whereas,  the  effects  so  produced  are  ir- 
reversible and  often  unpredictable,  with  a margin 
of  safety  dependent  upon  the  individual’s  power 
of  detoxification;  and 

“Whereas,  the  end  to  be  achieved,  that  is,  the 
creation  of  a suitable  surgical  field  for  operation, 
often  takes  precedence  over  the  prescribed 
therapeutic  index  of  the  drug  or  drugs  used;  and 
“Whereas,  profound  disturbances  of  the  circu- 
lation and  the  respiration  occasionally  terminat- 
ing in  death  have  followed  such  practice;  now, 
therefore,  be  it  hereby 

“Resolved,  that  the  therapeutic  index  of  drugs 
used  for  sedation  and  for  general  anesthesia, 
recognized  in  the  practice  of  pharmacy,  be 
publicized,  and  that  a copy  of  this  resolution  and 
a list  of  these  drugs  with  their  indices  fie  mailed 
to  all  medical  and  dental  publications,  as  well  as  to 
superintendents  of  all  hospitals;  and  be  it  further 
“Resolved,  that  correct  technics  for  the  use  of 
gas  in  anesthesia,  resuscitation,  and  inhalation 
therapy,  as  prescribed  by  pneumatology,  be  en- 
couraged and  popularized,  especially  where  the 
services  of  anesthetic  technicians  are  employed.” 
Speaker  Andresen:  That  is  referred  to  the 
Reference  Committee  on  Miscellaneous  Business, 
of  which  Dr.  Aaron  is  the  chairman. 

Section  78 

Authority  of  Council 


Dr.  Joseph  C.  O’Gorman,  Erie:  This  is  an 
amendment  to  the  Constitution.  I had  another  one, 
but  it  has  been  lost,  and  I will  introduce  it  later 
when  I succeed  in  getting  it  back  from  the  typists. 
This  concerns  the  authority  of  the  Council: 

“Resolved,  that  the  sentence  in  Section  1(a)  of 
Chapter  IV  of  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York,  now  reading  as  follows: 
‘Its  resolutions  and  actions  shall  be  decisive  and 
final  except  that  all  resolutions  and  actions  of  the 
Council  are  subject  to  review,  reconsideration, 
and  action  by  the  House  of  Delegates,’  be  changed 
to  read  ‘Its  resolutions  and  actions  shall  at  all 
times  be  subject  to  the  approval  of  the  House  of 
Delegates’;  and  be  it  further 

“Resolved,  that  the  sentence  ‘It  shall  also  have 
the  power  to  legislate  as  a House  of  Delegates, 
when  the  latter  is  not  in  session,  on  all  matters 
consistent  with  the  Constitution  and  Bylaws,’  in 
Section  5,  Chapter  IV  of  the  Bylaws  be  deleted.” 
Speaker  Andresen:  That  goes  over  like  the 
other  amendments  until  next  year. 

Are  there  any  other  resolutions? 

. . .There  was  no  response.  . . 

Section  79 

Vote  of  Thanks  to  Speaker 

Dr.  Samuel  B.  Burk,  New  York:  I wish,  as  a 
matter  of  personal  privilege,  to  ask  you  to  be  good 
enough  to  sit  down  and  have  the  Vice-Speaker  take 
your  place  for  a minute. 

Vice-Speaker  Holcomb:  Very  well. 

Dr.  Burk:  I wish  to  move  that  the  Speaker  be 
commended  upon  the  excellent  manner  he  used  in 
the  conduct  of  this  morning’s  meeting  in  expediting 
our  business,  and  I wish  to  make  that  a standing 
vote  of  thanks. 

. . .The  motion  was  carried  by  the  delegates  aris- 
ing and  applauding.  . . 

Vice-Speaker  Holcomb:  Thanks  are  so  ex- 

tended. 

Speaker  Andresen:  If  there  is  no  other  business, 
the  House  will  adjourn  until  9 o’clock  tomorrow 
morning.  We  will  start  promptly  at  9 o’clock. 

. . .The  session  adjourned  at  1 : 25  p.m.  . . . 


MORNING  SESSION 
Tuesday,  May,  i,  1951 


The  session  convened  at  9 : 15  a.m. 

Speaker  Andresen:  I want  to  explain  that  I am 
going  to  change  the  order  of  business  slightly  be- 
cause one  of  the  reference  committees  has  a guest 
here  who  is  to  speak  and  who  has  to  get  away.  I 
am,  therefore,  going  to  start  by  asking  Dr.  Coon, 
the  chairman  of  the  Reference  Committee  on  Re- 
port of  the  Malpractice  Insurance  and  Defense 
Board,  to  present  his  report. 

Any  members  of  reference  committees  who  have 
not  signed  their  reports  will  please  go  out  to  Miss 
Lewis’  desk  and  sign  them  right  away  because  we 
don’t  want  to  hold  up  the  meeting.  That  is  the 
trouble  with  Dr.  Coon’s  report.  Everybody  had 
not  signed  it.  You  will  do  that  right  out  at  Miss 
Lewis’  desk. 


Section  80 

Report  of  Reference  Committee  on  Report  of  Legal 
Counsel 

Dr.  Eugene  H.  Coon,  Nassau:  This  is  on  the 
Report  of  the  Legal  Counsel. 

To  the  House  of  Delegates,  your  Reference  Com- 
mittee submits  report  on  the  Report  of  Counsel. 

It  notes  the  addition  of  Mr.  Robert  J.  Bell  and 
Mr.  William  C.  Richardson  to  the  staff  of  the  Legal 
Department  and  is  pleased  that  Mr.  Bell’s  work 
this  year  merits  high  praise.  Clearly,  Mr.  Richard- 
son, who  was  very  recently  appointed,  comes  to  the 
staff  well  trained  for  his  position. 

Your  Committee  calls  the  attention  of  the  House 
of  Delegates  and  the  membership  of  the  Medical 
Society  of  the  State  of  New  York  to  the  following 
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statement  in  the  report,  “We  have  had  the  busiest 
year  in  our  history,  both  in  the  volume  of  litigation 
and  in  the  amount  of  consultation  work.”  Doctors, 
alert  to  the  significance  of  these  words,  should  heed 
the  warnings  in  the  remainder  of  the  report  of  coun- 
sel, condensed  here  for  quick  review. 

1.  There  is  an  ever-present  hazard  of  a physician 
becoming  involved  in  malpractice  litigation.  There- 
fore, he  should  be  adequately  insured  against  the 
financial  burden  of  a malpractice  judgment. 

2.  Under  New  York  State  law,  a suit  may  be 
brought  on  behalf  of  an  infant  until  one  full  year 
after  it  has  reached  majority.  Such  suits  have 
arisen;  therefore,  a doctor  needs  malpractice  in- 
surance to  protect  the  assets  of  his  estate  which  are 
not  immune  from  such  suits. 

3.  Members  of  the  profession  should  be  on  guard 
against  stimulating  a patient  to  institute  action 
against  another  doctor.  Much  malpractice  litigation 
results  from  careless  criticism  by  one  physician  con- 
cerning the  work  of  another. 

4.  Your  counsel’s  office  is  at  the  service  of  all 
members  of  the  Society  for  consultation  by  personal 
inquiry  by  telephone  concerning  legal  problems, 
especially  emergency  situations  which  cannot  well 
be  handled  by  correspondence. 

Your  Reference  Committee  commends  the  co- 
operation between  the  Legal  Department  and  the 
Malpractice  Insurance  and  Defense  Board  for 
its  invaluable  assistance  to  the  Legal  Department. 

Lastly,  the  Reference  Committee  is  pleased  to 
note  that  the  counsel  and  his  staff  are  watching  the 
actions  of  the  Legislature  for  new  laws  or  amend- 
ments to  laws  affecting  the  practice  of  medicine  and 
are  helping  the  component  societies  to  understand 
these  laws.  These  crucial  days  make  an  informed 
medical  organization  imperative. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Clarence  G.  Bandler,  New  York:  I 

second  that. 

Speaker  Andresen:  Is  there  any  discussion? 

Dr.  Maurice  J.  Costello,  Section  Delegate: 
I would  suggest  that  this  report  be  read  at  all  of 
the  Sections  of  the  State  Medical  Society. 

Speaker  Andresen:  Do  you  want  to  put  that  in 
the  form  of  a motion  to  follow  this  or  an  amendment? 

Dr.  Costello  : I will  make  that  in  the  form  of  an 
amendment. 

Dr.  Joseph  C.  O’Gorman,  Erie:  I second  that 
amendment. 

Speaker  Andresen:  Is  there  any  discussion? 
We  will  now  vote  on  the  amendment  which  is  that 
this  report  shall  be  read  at  each  of  the  Sections  of  the 
Scientific  Session  which  takes  place  here  this  week. 

. . .The  question  was  called,  and  the  amendment 
was  unanimously  carried.  . . 

Speaker  Andresen:  Now  we  come  to  the  re- 
port with  the  amendment.  Is  there  any  discussion 
of  that? 

. . .The  question  was  called,  and  the  motion  as 
amended  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Speaker  Andresen:  Dr.  Coon,  you  misunder- 
stood what  I wanted  you  to  report.  It  was  your 
report  on  the  Malpractice  Insurance  and  Defense 
Board.  At  this  time,  will  you  please  do  that? 

Section  81  {See  8) 

Report  of  Reference  Committee  on  Report  of  Mal- 
practice Insurance  and  Defense  Board 

Dr.  Eugene  H.  Coon,  Nassau:  This  is  on  the 
Report  of  the  Malpractice  Insurance  and  Defense 
Board. 


Your  Reference  Committee  commends  highly  the 
Malpractice  Insurance  and  Defense  Board  for  an 
excellent  report.  The  single  statement  that  737 
cases  of  alleged  malpractice  were  reviewed  and  dis- 
posed of  gives  an  idea  of  the  long  hours  which  were 
spent  by  this  committee.  In  addition,  the  report 
presents  very  clearly  the  real  problems  the  Board 
had  to  solve  and  offers  solutions  which  show  in- 
tensive study  and  research. 

It  is  not  the  desire  of  this  committee  to  review 
again  these  problems.  Rather  it  is  our  purpose  to 
offer  the  following  recommendations  based  on  our 
study  of  the  report: 

1.  We  recommend  to  the  component  county 
societies  a thorough  study  of  the  Pilot  Claim  Pre- 
vention Plan  now  in  operation  in  Westchester 
County  and  fully  explained  in  the  Malpractice  In- 
surance and  Defense  Board’s  report.  Its  observa- 
tion that  “Good  public  relations  and  effective  mal- 
practice claim  prevention  go  hand  in  hand,”  and 
that  “the  most  favorable  results  can  be  obtained  at 
the  county  level  where  an  accurate  knowledge  of 
local  conditions  can  be  applied  to  individual  cases” 
merits  thoughtful  consideration. 

2.  We  endorse  the  recommendation  of  the  Board 
that  its  classification  plan  for  various  types  of  medi- 
cal practice  be  adopted.  Clearly  it  is  only  fair  that 
malpractice  insurance  rates  be  determined  by  meas- 
uring the  hazards  of  the  various  specialties  of 
medicine. 

3.  It  is  also  only  common  sense  to  grant  the  fact 
that  “No  company  can  afford  to  carry  very  long 
any  insurance  which  produces  such  loss  ratios”  as 
the  insurance  companies  reported  for  the  years 
1945  to  1949.  In  that  period  our  companies  found 
that  for  every  $1.00  of  premium  paid  for  $5,000  to 
$15,000  limits  of  insurance  they  incurred  $1.03  for 
the  cost  of  losses  alone.  Therefore,  we  also  endorse 
the  temporary  table  of  increased  rates,  as  proposed, 
to  become  effective  on  September  1,  1951. 

4.  We  believe  that  it  is  wise  to  allow  the  Mal- 
practice Insurance  and  Defense  Board  to  withdraw 
from  a member  the  privilege  of  renewal  of  his  in- 
demnity insurance  under  the  plan  when  it  appears 
to  the  Board  that  the  continuance  of  such  a mem- 
ber’s insurance  would  constitute  an  unfair  burden 
upon  the  Group  Plan.  However,  we  advise  adding 
this  sentence  to  the  amended  regulation:  “Nothing 
in  this  rule  shall  deny  such  member  a rehearing  by 
the  Council.”  The  Board  should  not  be  deterred 
until  the  member  is  involved  in  a suit  or  claim  and 
this  suit  or  claim  has  been  settled.  This  constitutes 
a change  in  regulations  which  is  clearly  stated  in  the 
report. 

We  recommend  that  this  change  in  regulations  be 
adopted. 

I move  the  adoption  of  this  report. 

Dr.  Clarence  G.  Bandler,  New  York:  I 

second  that  motion. 

Speaker  Andresen:  We  have  asked  Mr.  Joseph 
Linder,  who  is  the  consulting  actuary  for  the  Mal- 
practice Insurance  and  Defense  Board  and  who  has 
surveyed  the  whole  problem  of  the  malpractice 
insurance  for  this  Society,  to  come  and  explain  some 
of  the  things  that  have  just  been  mentioned. 
Doctors  don’t  know  an  awful  lot  about  insurance 
except  that  their  rates  are  going  up  all  the  time. 
We  thought  Mr.  Linder  could  clarify  the  situation 
for  us,  so  I will  ask  Mr.  Joseph  Linder  if  he  will 
come  up  and  discuss  this  report. 

Mr.  Joseph  Linder:  Mr.  Speaker,  ladies  and 
gentlemen,  again  it  is  my  privilege  to  present  to  the 
House  of  Delegates  the  results  of  our  examination  of 
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your  Group  Plan  of  Malpractice  Insurance  and 
Defense. 

The  original  of  our  report  has  been  filed  with  the 
Secretary  of  the  Society  and  a copy  sent  to  the  chair- 
man of  your  Malpractice  Insurance  and  Defense 
Board.  Of  necessity,  it  consists  largely  of  mathe- 
matical details,  the  purpose  of  which  is  to  analyze 
your  loss  experience  for  the  last  five  expired  policy 
years  (1945  to  1949  inclusive)  and  to  test  the  ade- 
quacy of  your  rates.  Since  much  of  this  would  be 
difficult  to  follow  in  an  oral  presentation,  I have 
elected  to  summarize  the  important  points  covered 
in  an  effort  to  present  the  facts  to  you  as  clearly  as 
possible. 

It  is  apparent  that,  for  a considerable  period  of 
time,  the  members  of  the  Society  have  purchased 
their  malpractice  insurance  for  less  than  cost.  For 
example,  during  the  last  five  expired  policy  years 
our  study  shows  that  the  cost  of  insurance  exceeded 
the  average  rates  paid  for  $5,000  to  $15,000  limits 
by  $18.05  in  the  metropolitan  area  and  $17.87  in 
the  upstate  counties.  The  disparity  between  costs 
and  rates  paid  is  obvious. 

There  is  presently  under  consideration  a different 
method  of  obtaining  premium  rates.  It  is  based 
upon  a year-to-year  comparison  of  the  closed  and 
outstanding  losses  as  the  latter  gradually  pass  into 
the  closed  category.  It  may  have  the  advantage 
of  more  accurately  measuring  the  cost  of  unre- 
ported actions.  It  may  be  also  that  this  system  will 
make  it  possible  to  employ  a three-year  instead  of  a 
five-year  average  which  will  increase  the  recency  of 
the  experience  used. 

Before  recommending  that  this  be  substituted  for 
the  present  method,  however,  we  plan  during  this 
year  to  test  it  against  all  of  the  loss  experience  since 
1936  and  at  the  same  time  ascertain  if  it  is  possible 
to  work  out  a pattern  of  incidence  of  claims  to  ex- 
posures. When  this  is  completed,  we  may  be  able 
to  make  further  recommendations  to  the  Society 
as  to  the  best  method  employed  for  rate  computa- 
tion, and  this  will  be  made  the  subject  of  an  interim 
report. 

The  point  we  wish  to  stress  at  this  time  is  that  no 
more  favorable  way  can  be  devised  for  securing 
sound  malpractice  insurance  than  the  Group  Plan, 
provided  a satisfactory  method  can  be  found  for 
promptly  adjusting  rates  to  recent  loss  costs. 

Our  study  of  the  Group  Plan  leads  us  to  the  follow- 
ing conclusions  which  are  contained  in  our  report: 

1.  The  known  data,  as  represented  by  the  closed 
vouchers,  have  been  correctly  accounted  for  and 
carried  forward  into  the  statistical  data  by  the 
Society’s  Indemnity  Representative. 

2.  The  contingent  loss  factor,  which,  for  the 
first  time,  was  introduced  into  the  agreement  with 
the  new  carrier,  provides  a cushion  for  unforeseen 
losses  experienced  on  the  business  of  past  years,  if 
needed,  and  at  the  same  tune  furnishes  a credit  to 
subsequent  loss  experience  if  the  reserves  prove 
more  than  adequate.  This  is  a real  safeguard  to 
both  the  Company  and  the  Society  and  should  be 
maintained  and  carefully  developed,  so  long  as  a 
“case”  method  of  computing  loss  costs  is  used. 

3.  Continued  observation  of  this  business  con- 
firms our  belief  that  the  cost-plus  agreement  under 
which  it  is  operated  is  the  only  way  in  which  it  can 
be  conducted  in  fairness  to  both  the  company  and 
the  assured,  provided  the  costs  are  computed  as 
accurately  as  the  nature  of  this  form  of  insurance 
will  permit.  Here,  particular  reference  is  made  to 
our  comment  with  regard  to  the  valuation  of  out- 
standing losses  for  rate-making  purposes  and  to  the 
necessity  for  arriving  at  some  method  of  valuation 


which  is  acceptable  to  both  the  carrier  and  the 
Society. 

4.  It  may  be  that  the  new  average  rates  agreed 
upon  with  the  carrier  will  be  found  at  the  end  of  the 
current  year  to  be  somewhat  high,  but  if  that  should 
prove  to  be  the  fact,  suitable  adjustment  will  pre- 
sumably be  made  on  July  1,  1952.  However,  in 
view  of  the  previously  recorded  loss  ratios  and  the 
present  carrier’s  lack  of  mature  experience  with 
this  type  of  business,  which  differs  so  greatly  from 
all  other  types  of  liability  insurance,  caution  on  the 
part  of  the  carrier  is  preferable  to  permitting  a defi- 
cit to  accumulate.  For  this  reason,  and  in  view 
of  the  carrier’s  expressed  determination  to  adjust 
rates  equitably  at  the  end  of  the  current  year  in 
accordance  with  its  agreement  with  the  Society, 
we  are  disposed  to  recommend  the  acceptance  of  the 
proposed  rates. 

5.  Apparently  the  difference  in  costs  between  the 
various  specialties  of  medicine  is  increasing,  partic- 
ularly those  involving  x-ray  therapy,  plastic  sur- 
gery, and  electroshock  therapy.  We  recommend, 
therefore,  that  the  Society  adopt  a system  of  classi- 
fication as  soon  as  possible  under  which  both  ex- 
posures and  losses  can  be  distributed  in  accordance 
with  the  broad  hazards  involved.  This  will  permit 
establishing  rates  for  each  class  which  will  reflect 
fairly  the  load  which  they  respectively  represent  to 
the  Group  Plan.  This  is  also  desirable  as  the  In- 
surance Department  has  requested  that  some  sort 
of  logical  classification  be  adopted  for  malpractice 
insurance  the  same  as  all  other  forms  of  liability 
insurance. 

6.  It  is  desirable  to  note  that  the  loss  costs  in  the 
upstate  sections  of  the  State  are  increasing  more 
rapidly  than  those  in  the  metropolitan  area.  If 
this  rate  of  increase  continues,  it  may  soon  be  de- 
sirable to  do  away  with  the  rate  differential  for  the 
two  parts  of  the  State. 

7.  The  cost  of  malpractice  insurance  is  de- 
pendent upon  a fluctuating  incidence  of  losses  and 
the  ultimate  cost  of  such  losses  as  occur,  which  is 
also  a fluctuating  quantity.  It  would  be  extremely 
helpful  in  gauging  both  incidence  and  ultimate  costs 
if  claims  and  suits  were  combined  in  one  list  of  cases. 

Thank  you!  ( Applause ) 

Speaker  Andresen:  Thank  you,  Mr.  Linder! 

I hope  we  all  understand  the  situation  a little 
better.  This  matter  I happen  to  know  was  dis- 
cussed for  many  hours  yesterday  afternoon  in  the 
committee.  I hope  we  won’t  have  too  much  dis- 
cussion on  it  this  morning,  but  the  motion  to  adopt 
this  report  as  read  and  as  explained  is  now  open  for 
discussion. 

Dr.  Samuel  Z.  Freedman,  New  York:  May  I 
ask  the  chairman  of  the  Reference  Committee  to 
read  again  that  part  of  his  report  which  refers  to 
the  item  which  he  knows  I am  interested  in?  I did 
not  quite  understand  it. 

Dr.  Coon:  I think  Dr.  Freedman  refers  to  our 
fourth  recommendation.  Perhaps  I can  explain 
that  best  if  I read  to  you  first  the  change  in  regula- 
tion. The  regulation  as  it  now  stands  is  this: 
“When  upon  the  completion  of  the  defense  of  any 
suit  or  claim  it  shall  appear  to  the  satisfaction  of  the 
Malpractice  Insurance  and  Defense  Board  that  the 
medical  procedure,  conduct,  or  attitude  of  the 
member  involved  was  such  that  it  could  not  have 
the  approval  of  competent  medical  opinion  generally, 
and  that  the  continuance  of  such  medical  procedure, 
conduct,  or  attitude  would  constitute  a burden  to 
the  Society’s  Group  Insurance  Plan  more  hazardous 
than  that  contemplated  in  what  is  generally  es- 
tablished as  the  common  practice  of  medicine,  the 
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Board  shall  have  the  right  to  withdraw  from  such 
member  the  privilege  of  renewal  of  his  indemnity 
insurance  under  the  Plan.  Nothing  in  this  rule 
shall  deny  such  member  a rehearing  by  the  Council. 
This  rule  shall  not  abrogate  such  member’s  right  to 
subsequent  malpractice  defense  by  this  Society.” 

The  Malpractice  Insurance  and  Defense  Board 
recommends  that  we  change  that  by  deleting  from 
the  first  sentence  the  words,  “upon  the  completion 
of  the  defense  of  any  suit  or  claim,”  so  that  it  now 
reads,  “When  it  shall  appear  to  the  satisfaction  of 
the  Malpractice  Insurance  and  Defense  Board  that 
the  medical  procedure,”  etc. 

We  believe  that  this  is  wise  and  recommend  it  be 
adopted. 

Dr.  Freedman  : Is  discussion  in  order? 

Speaker  Andresen:  Certainly! 

Dr.  Freedman:  In  order  that  you  may  under- 
stand the  reason  for  my  interest  in  appearing  before 
the  Reference  Committee,  those  of  you  who  took 
the  trouble  to  read  the  report  would  have  noticed 
that  the  Board  had  recommended  that  this  be  added 
to  their,  what  they  call,  regulations  governing  mal- 
practice defense  and  insurance:  “When  it  shall 

appear  to  the  satisfaction  of  the  Malpractice  In- 
surance and  Defense  Board  that  the  medical  proce- 
dure, conduct,  or  attitude  of  the  member  involved 
was  such  that  it  could  not  have  the  approval  of 
competent  medical  opinion  generally,  and  that  the 
continuance  of  such  medical  procedure,  conduct,  or 
attitude  would  constitute  a burden  to  the  Society’s 
Group  Insurance  Plan  more  hazardous  than  that 
contemplated  in  what  is  generally  established  as 
the  common  practice  of  medicine,  the  Board  shall 
have  the  right  to  withdraw  from  such  member  the 
privilege  of  renewal  of  such  indemnity  insurance 
under  the  Plan.” 

In  order  that  you  may  understand  the  significance 
of  this,  there  appeared  next,  not  a quotation  from 
the  regulation  but  an  explanation  for  their  reason 
in  asking  for  this  extra  power,  this  sentence  which 
says,  “From  time  to  time  during  its  examination  of 
losses  sustained  by  insured  members  the  Board 
secures  information  about  a member  who  has  not 
been  sued  which  indicates  clearly  that  the  continu- 
ance of  his  insurance  would  constitute  an  unfair 
burden  upon  the  Group  Plan.”  Under  the  regula- 
tions quoted  above,  not  the  one  I quoted  but  the 
one  that  was  quoted  by  the  chairman  of  the  Refer- 
ence Committee,  which  is  the  original  regulation, 
no  action  can  be  taken  with  respect  to  the  insurance 
of  such  a member  until  he  has  had  a suit  or  claim 
and  it  has  been  finally  disposed  of.  For  this  the 
Board  recommends  this  addition. 

What  does  that  mean?  It  means  that  although  a 
member  who  has  insurance,  against  whom  there  has 
never  been  a claim,  against  whom  there  has  never 
been  a law  suit,  against  whom  there  is  no  evidence  in 
writing  that  he  has  done  anything  which  violates 
any  of  our  tenets  or  ethics,  certainly  has  never  been 
responsible  for  law  suits  under  this  Plan,  the  Board 
feels  that  this  individual  whom  they  have  in  mind — 
and  incidentally  they  have  nobody  in  mind  just 
now — if  from  information  that  they  have  gathered 
during  the  course  of  procedure  on  claims  they  feel 
that  this  individual  may  become  a potential  hazard 
to  this  Plan  in  that  he  may  be  sued  and  a law  suit  may 
be  lost,  the  insurance  may  be  cancelled. 

I think  that  is  entirely  uncalled  for,  and  if  passed 
it  would  give  to  the  Board  such  powers  as  most  of 
us  in  this  room  I know  would  deprecate,  having 
knowledge  of  the  conditions  which  have  developed 
.n  Washington  during  the  last  period  of  ten  years 


where  actions  by  boards,  by  bureaucracies  if  you 
please,  have  grown  to  such  an  extent  and  such 
powers  have  devolved  upon  these  boards  that  the 
ordinary  procedures  of  American  justice  have  been 
defeated  in  that  an  individual  can  be  accused  by  the 
board,  tried  by  the  board,  found  guilty  by  the 
board,  and  punished  by  the  board. 

This  is  exactly  what  the  Board  is  now  recom- 
mending in  this  instance  be  done  with  these  in- 
dividuals against  whom  no  claim  has  been  made, 
no  law  suit  has  been  started,  but  they  in  their  in- 
vestigations of  other  claims  believe  that  such 
individuals  may  become  a hazard,  therefore  they 
would  like  to  have  the  right  to  cancel  their  insur- 
ance. They  have  added,  at  my  suggestion  inci- 
dentally, such  an  individual  should  be  allowed  to 
appeal  to  the  Council.  Originally  they  did  not 
even  recommend  that. 

I submit  to  you  first — and  here  I quote — that  the 
individuals  who  are  involved  are  not  numerous,  that 
the  situation  is  not  such  now  that  time  is  of  the  es- 
sence or  that  there  are  enough  cases  involved  or 
enough  individuals  that  they  suspect  may  become 
bad  risks,  that  we  should  at  this  time  take  action 
which  will  put  upon  individuals  who  have  not  been 
tried,  who  have  not  been  sued,  who  have  not  been 
accused  of  anything,  the  onus  and  the  stigma  of 
having  their  insurance  revoked  because  the  Board 
feels  that  they  may  become  potential  losses  to  us 
under  our  Plan. 

The  purpose  of  all  of  these  things  is  to  try  and  cut 
down  the  loss  ratio.  Certainly,  this  will  not  cut 
down  the  loss  ratio  at  all,  and  I say  to  you  that  if 
you  allow  this  to  go  through  you  will  be  guilty  of 
doing  the  very  things  which  we  under  American 
democracy  think  are  wrong,  guilt  by  association. 
Just  because  this  individual  may  be  hanging  out 
with  individual  doctors  who  have  already  had  loss 
claims  filed  against  them,  he  also  of  necessity  is 
found  guilty.  It  is  the  same  thing,  as  I have  said 
to  the  Reference  Committee,  assuming  for  argu- 
ment’s sake  that  an  individual  happens  to  be  hang- 
ing out  with  bookies,  does  that  mean  that  under  our 
system  of  government  that  individual,  although  he 
has  never  been  arrested  for  bookmaking,  can  be 
taken  by  the  district  attorney,  accused,  tried,  and 
found  guilty,  because  he  may  become  a bookie  some 
time,  and  be  arrested,  then  tried,  and  found  guilty? 

I think  that  is  establishing  a very  dangerous 
precedent  for  a board,  corresponding  in  our  setup 
to  a bureaucracy,  as  under  the  government,  to 
arrogate  to  itself  this  power  of  putting  a man  in  the 
position  where  he  has  to  defend  himself  against  per- 
haps some  day  being  a bad  risk  of  insurance. 

Speaker  Andresen:  One  minute  more. 

Dr.  Freedman:  How’s  that? 

Speaker  Andresen  : We  are  allowing  five  minutes 
to  each  speaker  on  a given  topic,  and  you  have  taken 
four  already,  so  you  have  one  minute  more. 

Dr.  Freedman:  Don’t  take  away  from  my 

minute  then. 

Speaker  Andresen:  Please  avoid  all  repetition 
and  let  us  have  the  salient  facts. 

Dr.  Freedman:  May  I call  to  your  attention 
that  I am  perfectly  willing  to  stay  within  my  five 
minutes,  but  I don’t  think  it  is  quite  cricket  to  pass 
judgment  upon  whether  I am  repeating  myself  or 
not?  I am  developing  a certain  trend  of  thought, 
and  I am  trying  to  keep  within  the  five  minutes.  I 
don’t  think  that  should  be  done,  and  some  later 
speaker  may  take  half  the  time  so  it  adds  up  to  the 
same  thing  in  the  final  analysis. 

In  conclusion,  I make  this  point  within  a minute 
that  this  is  not  necessary  at  this  time.  There  are 
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not  any  cases  involved  presently  which  may  be  sub- 
jected to  this  regulation.  Secondly,  even  if  it  were 
so,  the  loss  ratio  certainly  could  not  be  cut  down 
enough  to  make  us  pass  a proposition  which  cer- 
tainly is  not  in  the  best  American  spirit.  There- 
fore, I suggest  to  you  that  this  be  defeated. 

Speaker  Andresen:  That  is  an  amendment, 
Dr.  Freedman,  is  that  right?  You  amend?  Do 
you  want  to  amend  the  report? 

Dr.  Freedman:  I would  amend  the  report  to 
bring  it  back  to  what  it  was,  which  involves  only 
individuals  who  upon  the  completion  of  any  suit 
or  claim  appear  to  the  satisfaction  of  the  Board  that 
they  may  be  bad  risks.  They  would  like  to  add — 
they  did  not  read  their  new  addition;  they  just 
took  out  a sentence — I would  say  to  keep  the  original 
sentence  so  that  there  shall  not  be  the  possibility 
of  the  Board  taking  away  insurance  from  individuals 
who  have  not  yet  lost  a law  suit. 

Speaker  Andresen:  That  is  a very  definite 
point.  Does  everybody  understand  that?  Does 
somebody  second  that  amendment? 

Dr.  Edwin  A.  Griffin,  Kings:  I second  that. 

Speaker  Andresen:  It  is  now  open  for  discus- 
sion, the  amendment  to  add  again  to  this  require- 
ment the  part  of  the  sentence  which  Dr.  Freedman 
brought  out. 

Dr.  Leo  F.  Schiff,  Clinlon:  I hope  to  clear  up  a 
few  misunderstandings.  The  request  of  the  Mal- 
practice Insurance  and  Defense  Board  is  not  to 
make  any  change  except  the  one  that  it  would  not 
be  necessary  for  actual  suit  or  claim  to  have  been 
finished.  The  request  is  to  change  the  first  sentence 
of  that  regulation,  and  it  still  leaves  in  the  regula- 
tion the  sentences,  “Nothing  in  this  rule  shall  deny 
such  a member  a rehearing  by  the  Council,”  and 
“This  rule  shall  not  abrogate  the  member’s  right  to 
subsequent  malpractice  defense  by  the  Society.” 

What  is  this  all  about?  From  time  to  time  during 
its  examination  of  losses  by  insured  members,  the 
Board  secures  information  about  a member  who  has 
not  been  sued,  which  clearly  indicates  that  his 
method  of  practice  and  continuation  of  his  insurance 
will  constitute  an  unfair  burden  upon  the  Group 
Plan.  We  are  not  a bunch  of  bureaucrats.  This 
Board  consists  of  five  members  of  your  House, 
elected  by  you.  It  seems  to  me  from  that  very  fact 
that  you  should  trust  us,  and  I want  to  tell  you  that 
we  have  leaned  backward  to  be  fair.  We  have 
never  denied  renewal  of  insurance  to  anybody  on 
whom  in  our  minds  there  was  the  slightest  question 
of  doubt.  We  are  not  an  insurance  company.  We 
are  members  of  the  Medical  Society  of  the  State  of 
New  York  and  your  fellow  members,  and  I believe 
that  you  can  with  perfect  confidence  support  and 
strengthen  your  insurance  plan. 

These  loss  costs  that  are  passed  as  trivial  are  not 
trivial,  the  ones  we  are  trying  to  avoid  by  possibly 
taking  such  action.  It  has  not  been  necessary  very 
often,  the  figures  in  the  report  show  how  many 
times  that  particular  action  has  been  taken,  a total 
of  denials  of  only  14  out  of  29.  Those  costs  which 
we  are  trying  to  avoid  are  not  going  to  be  small 
ones.  They  are  not  $2,000  or  $3,000  cases;  they 
are  five-figure  and  run  the  danger  of  these  days  be- 
coming six-figure  cases.  But  the  gist  of  the  whole 
thing,  gentlemen,  is  we  are  your  Board.  We  are 
part  of  you.  We  feel  that  we  deserve  your  con- 
fidence, and  finally,  if  you  should  find  that  this 
has  been  misplaced,  it  is  very  easy  at  the  next  meet- 
ing of  the  House  of  Delegates  to  take  the  power 
away  from  us,  but  I can  assure  you  that  this  request 
was  made  only  after  due  thought. 


There  are  men  who  have  had  insurance  in  other 
organizations  than  ours  before  they  came  to  us,  who 
have  had  law  suits  of  which  we  may  not  have  been 
cognizant,  which  come  to  light  later  and  which 
point  out  that  the  insured  is  not  a safe  insurance 
risk.  Therefore,  gentlemen,  I ask  you  to  adhere  to 
the  recommendation  made  by  the  Reference  Com- 
mittee, which  gave  the  matter  great  thought  also, 
and  to  pass  the  recommendation  which  carries 
with  it  the  original  request  of  the  Committee. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion of  this  particular  point  in  regard  to  this 
prophylactic  measure,  we  might  call  it? 

Dr.  Kenneth  M.  Lewis,  New  York:  I had  not 
heard  anything  about  this  until  this  morning.  Dr. 
Freedman  has  not  discussed  it  with  me,  but  I am 
frankly  very  much  impressed  with  Dr.  Freedman’s 
viewpoint,  not  because  of  any  lack  of  trust  of  our 
own  Board,  because  that  would  be  rather  ridicu- 
lous; on  the  other  hand,  the  present  members  of 
the  Board  may  not  always  be  on  the  Board.  Cir- 
cumstances have  a way  of  ruling  us  sometimes. 

I agree  with  Dr.  Freedman  that  the  basic  prin- 
ciple involved  in  this  change  is  bad.  A man  has 
not  been  sued,  you  have  had  nothing  against  him, 
yet  you  take  him  out  of  this  Group  Plan,  and  he 
probably  is  going  to  have  a great  deal  of  difficulty 
getting  malpractice  insurance  with  any  other  group, 
whether  it  is  in  our  companies  or  independent  com- 
panies, so  I question  whether  we  basically  have  a 
fundamental  American  right  to  do  that  to  a person 
unless  you  have  something  to  go  on.  Unless  you 
have  something  to  go  on,  unless  you  have  some  proof 
that  he  has  really  done  something  that  makes  a con- 
dition like  this  necessary  for  him,  it  seems  to  me 
that  the  suggestion  of  the  Board  is  sort  of  raw,  and 
I doubt  whether  it  is  a very  wise  step  to  take. 
Therefore,  I would  like  to  speak  in  favor  of  Dr. 
Freedman’s  amendment. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion? 

Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
I just  want  to  say  a few  words  in  support  of  the 
recommendation  of  the  Board  and  not  support  the 
amendment.  You  have  noticed  that  our  costs,  our 
loss  ratios,  have  been  rising  higher  and  higher  every 
year.  Now  that  depends  upon  two  things:  first, 
the  number  of  suits;  and  second,  the  awards  that 
are  being  given  to  these  individuals  who  success- 
fully institute  a malpractice  action. 

The  Yorkshire  Insurance  Company,  who  had  us 
before,  suffered  a loss  of  approximately  half  a mil- 
lion in  the  thirteen  years  that  it  carried  us.  Our 
present  carrier,  who  has  been  with  us  two  years, 
already  informs  us  that  our  losses  are  not  covered 
sufficiently  by  our  premiums.  The  Yorkshire 
Company  specifically  told  us  at  the  time  that  the 
way  our  group  insurance  was  being  carried  offered 
no  protection  to  the  public  for  bad  actions  on  the 
part  of  the  doctor,  but  rather  the  doctor  felt  he  was 
insured  and  did  not  use  sufficient  care  in  the  treat- 
ment of  patients  because  he  felt  that  the  company 
would  pay  for  its  losses. 

There  is  only  one  way,  gentlemen,  to  cut  out  our 
losses  at  present  and  to  keep  our  premiums  where 
they  are,  or  actually  lower,  and  that  is  by  preven- 
tion. I know  of  no  other  way.  We  must  stop  our 
law  suits. 

We  have  instituted  in  Westchester  County  a 
method  which  we  think  will  work  out  pretty  well. 
This  method  that  we  are  using  now  is  definitely  one 
of  prevention,  you  might  say  of  stopping  a law  suit 
before  it  is  instituted. 
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We  do  not  find  an  individual  guilty  by  association. 
That  would  be  absolutely  ridiculous.  When  informa- 
tion comes  to  us  that  a doctor  has  acted  in  such  a 
way  in  a particular  case  where  there  was  no  moral 
justification  or  technical  justification  for  what  he 
has  done,  then  I think  it  would  be  foolish  for  us  to 
take  that  doctor  in  on  our  insurance  plan,  because, 
sooner  or  later,  gentlemen,  we  are  going  to  get  a 
suit.  If  you  want  to  wait  for  that,  all  right,  but 
your  loss  ratios  will  go  up.  We  on  the  Board  feel 
we  would  like  to  try  to  prevent  some  of  these  suits 
on  information  coming  to  our  attention,  so  we  appeal 
to  you  to  support  the  regulation  as  promulgated  by 
the  Defense  Board.  At  present,  gentlemen,  we  are 
so  hamstrung  that  if  a doctor  comes  to  us  and  asks 
for  insurance  and  has  had  a malpractice  action  in  a 
different  company,  and  that  company  has  paid  out 
money  for  a suit  and  has  refused  to  accept  him, 
under  our  present  system  we  have  no  alternative 
but  to  accept  him.  Therefore,  I think  the  regula- 
tion of  the  Board  is  one  way  of  meeting  this  problem. 

I Dr.  Freedman:  On  a point  of  correction:  my 
amendment  is  not  referring  to  anybody  coming  in. 
It  is  to  those  who  are  already  in.  Don’t  let  us  mix 
up  the  arguments  here.  The  Committee’s  proposal 
refers  to  people  already  in,  and  that  is  what  my 
amendment  is  directed  against,  not  the  ones  com- 
ing in. 

Dr.  d’Angelo:  The  Board’s  action  takes  care  of 
I both  cases,  gentlemen. 

Dr.  Maurice  J.  Costello,  Section  Delegate: 
I would  like  to  get  a point  of  information  from  the 
legal  counsel,  and  that  is  how  many  of  the  suits  we 
have  are  due  to  accidents  and  how  many  are  due  to 
unethical  or  untechnical  procedures.  That  would 
be  a very  important  point  to  get  clear.  I am  in- 
clined to  think  many  of  the  actions  occur  because 
of  men  who  have  done  all  right  during  their  entire 
practice  of  twenty  years  or  more  and  then  suddenly 
leave  out  a filter  or  do  something  else  in  x-ray 
therapy  which  is  just  a human  error. 

Speaker  Andresen:  Mr.  Martin,  could  you  give 
us  that  information?  Mr.  Martin  is  our  counsel, 
as  you  know. 

Mr.  William  Martin:  The  Malpractice  Board, 

, as  you  know,  for  years  has  sat  to  hear  fact  situations 

I brought  out  by  cases  that  have  come  to  the  atten- 
tion of  the  insurance  companies’  legal  counsel. 
Occasionally,  in  the  course  of  handling  those  mat- 
ters, which  usually  involve  losses  already  sustained, 
we  run  into  conduct  on  the  part  of  other  doctors 
which  leads  us  to  feel  that  we  should  not  insure 
those  men. 

The  question  was  asked  by  Dr.  Costello,  how  many 
of  the  cases  we  have  involve,  to  paraphrase  it  a 
little  differently,  honest  mistakes  of  judgment  or 
accidents  that  happen  to  perfectly  reputable  prac- 
titioners. I would  say  a very  large  percentage  of 
our  cases,  and  I would  say  we  have  consistently 
taken  the  view  that  whether  a man  has  one  case  or 
whether  he  has  had  five  over  a period  of  years,  if 
we  are  convinced  that  it  is  just  bad  luck  rather  than 
anything  else  that  is  the  principal  factor,  and  that 
he  has  the  run  of  cases  anyone  might  have  in  the 
course  of  a substantial  practice,  there  is  no  thought 
of  taking  that  man’s  insurance  away.  But  if  we 
find  that  he  has  changed  his  records,  or  that  he  has 
dealt  with  the  patient  in  so  contemptible  a manner, 
let  us  say,  that  his  conduct  has  been  practically 
indefensible,  and  there  is  no  doubt  but  that  the  con- 
duct being  displayed  is  other  than  that  typically 
displayed  by  him  in  other  cases,  of  course  a recom- 
mendation is  made  that  his  case  be  considered  by  the 
Board.  We  owe  it  to  the  whole  Society  to  do  that. 


Yesterday  Dr.  Freedman  asked  me  how  many 
cases  we  have  of  men  that,  while  they  have  not  any 
claims  brought  against  them,  might  be  involved  in 
conduct  which  would  indicate  we  would  not  want 
to  insure  them  or  continue  to  insure  them.  I grant 
that  this  new  proposal  seems  to  speak  of  men  we 
have  already  insured  and  whom  we  don’t  want  to 
insure  any  longer,  but  the  problem  would  be  identi- 
cal and  could  be  even  more  exaggerating  with  a 
man  we  did  not  insure  who  wanted  to  come  into  our 
plan.  Indeed,  it  has  been  our  experience  over  the 
last  ten  years  that  the  average  company,  other  than 
the  State  carrier,  writing  this  insurance,  when  they 
sustain  a substantial  loss  immediately  go  over  the 
risk  and  within  a week  of  notification,  sometimes 
within  hours,  a call  goes  through  to  the  Wanvig 
office  to  write  this  man  for  a substantial  amount  of 
insurance. 

We  have  found  that  one  case  involved  a man  who 
was  caught  in  a horrible  chain  of  misrepresentation. 
He  had  a very  substantial  verdict  against  him,  not 
in  his  own  county  but  in  a county  not  so  far  away, 
so  much  so  that  the  lawyer  for  the  plaintiff  called 
up  to  tell  me  about  the  whole  situation,  and  the 
lawyer  for  the  defendant  called  up  to  tell  me  about 
it,  wondering  if  action  could  not  be  taken  against 
this  man  when  he  applies  later  for  insurance 
in  our  Group  Plan.  I think  it  is  entirely  fair  to  the 
whole  membership  that  that  sort  of  application 
should  be  very  carefully  scrutinized. 

Remember  that  every  complaint  that  goes  in 
comes  up  before  a group  of  doctors  of  your  own  selec- 
tion. The  carrier  is  not  represented  there  at  all. 
The  insurance  representative,  Mr.  Wanvig,  and 
someone  from  my  office  as  counsel  are  there  only  to 
answer  such  questions  as  are  put  to  us,  and  we  have 
voice  but  no  vote. 

Speaker  Andresen:  I think  it  would  be  of  value 
to  us  all  to  hear  from  the  chairman  of  the  Board, 
Dr.  Kelley.  Will  you  add  something  to  this? 

Dr.  John  Kelley,  Oneida:  Mr.  Speaker  and 
members  of  the  House,  I feel  very  strongly  about 
this  report  of  the  Reference  Committee  and  hope 
you  will  adopt  it.  Our  Board,  as  you  have  heard, 
leans  over  backward  to  protect  every  member.  We 
cannot  take  insurance  away  from  any  member.  All 
we  do  is  recommend  that  the  Council  do.  We  give 
the  Council  our  findings,  and  if  they  agree,  the  Coun- 
cil takes  the  insurance  away  and  refuses  insurance 
in  our  approved  plan. 

This  group  that  we  are  talking  about  is  a very 
small  group.  For  example,  we  have  now  in  our 
application  a question,  “Have  you  ever  had  a mal- 
practice suit  before?”  If  they  answer  yes,  we  want 
to  be  able  to  scrutinize  that  and  recommend  to  the 
Council  after  a thorough  study  that  that  man  is  not 
a good  risk  for  our  Group  Plan.  Under  the  present 
regulations  we  cannot  do  that.  We  have  to  accept 
him  even  though  he  has  had  malpractice  suits  while 
in  other  companies,  and  they  have  dropped  him. 

This  is  not  a bureaucracy,  but  we  are  trying  to 
protect  you  members  against  practitioners  who  we 
think  are  bad  risks,  and  we  don’t  want  them  in  our 
Group  Plan. 

Up  to  the  present  time  the  ones  that  have  caused 
the  high  costs  are  the  bad  risks,  and  we  don't  want 
them.  Other  companies  don’t  want  them  either. 
Let  them  go  out  on  their  own  and  protect  themselves 
on  their  own.  Why  should  80  per  cent  of  the 
membership  be  assessed  for  the  mistakes  of  20  per 
cent,  which  are  not  often  one  mistake  but  anywhere 
from  five  to  six  to  seven  mistakes?  Why  should  80 
per  cent  of  our  membership  be  fined  for  what  they 
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1 hope  you  will  accept  the  recommendation  of  the 
Reference  Committee. 

Speaker  Andresen:  Has  anyone  else  any 

thoughts  about  this  matter? 

Dr.  Freedman:  May  I have  the  permission  of 
the  House  to  speak  a few  more  minutes?  I think 
it  is  only  fair,  five  against  two.  There  were  a few 
points  brought  up  which  should  be  clarified. 

Speaker  Andresen:  Can  you  express  it  clearly 
in  a minute  and  a half? 

Dr.  Freedman:  I can  assure  you  that  I usually 
have  things  pretty  clearly  in  mind,  and  generally  I 
can  express  myself  fairly  clearly. 

The  point  is,  assuming  for  argument’s  sake  that 
you  accept  the  recommendation,  now  take  a case. 
The  Board  now  finds  that  they  have  come  across  an 
incident  where  they  would  like  to  take  away  the  in- 
surance. I am  not  discussing  anything  but  taking 
away  insurance  from  an  individual  who  has  it. 
They  take  it  away.  This  individual  has  the  right 
to  appeal  to  the  Council.  I would  like  to  know  who 
is  going  to  make  the  accusation  against  this  indi- 
vidual. What  will  they  accuse  him  of?  They  will 
accuse  him  of  having  indulged  in  such  practices,  if 
I can  remember  correctly,  which  are  to  say  the  least 
unethical,  immoral,  everything  that  you  can  think 
of  that  makes  him  a bad  risk.  His  character  has 
been  shattered  by  their  accusation,  but  who  will 
make  the  accusation? 

I am  surprised  that  the  attorney  does  not  realize 
that  the  one  who  makes  the  accusation  must  be  in  a 
position  to  prove  that  accusation,  or  the  individual 
who  makes  the  accusation  is  certainly  open  to  suit. 

This  is  not  a private  hearing.  This  individual 
will  be  heard  before  a board.  That  becomes  public. 
Who  will  make  the  accusation?  Who  will  uphold 
the  accusation?  Who  will  be  sued  for  libel?  Who- 
ever it  is,  I can  see  when  he  is  being  sued  for  libel, 
we  will  be  asked  to  defend  the  individual,  and  I can 
see  that  we  will  have  more  expense — not  for  the  in- 
surance company,  they  will  be  taken  care  of,  but  we, 
the  State  Society,  will  now  have  extra  legal  expenses 
I suppose  and  extra  other  expenses,  so  that  I can 
visualize  we  will  lose  money  on  the  proposition. 

I should  think  that  if  they  come  across  an  in- 
dividual who  is  so  immoral  that  he  shall  not  even 
have  our  insurance,  once  he  has  had  it  the  thing  to 
do  is  to  let  his  individual  county  society  know  about 
it,  and  let  them  through  their  board  of  censors  and 
other  sources  decide  whether  or  not  they  are  in  a 
position  to  recommend  that  something  be  done. 

Dr.  d’Angelo:  May  I answer  the  last  argument 
of  Dr.  Freedman? 

Speaker  Andresen:  All  right. 

Dr.  d’Angelo:  Dr.  Freedman  has  an  excellent 
point  as  to  who  is  going  to  make  the  accusation. 
Gentlemen,  the  doctor  himself  accuses  himself  in 
every  one  of  these  instances  because  when  we  ask 
him  questions  he  answers  those  questions,  and  our 
verdict  is  based  entirely  on  what  he  says. 

. . .Dr.  d’Angelo  then  cited  an  hypothetical  ex- 
ample. . . 

Speaker  Andresen:  I will  ask  the  chairman  of 
the  Reference  Committee,  Dr.  Coon,  to  close  the 
discussion. 

Dr.  Coon:  You  have  heard  the  arguments,  pro 
and  con.  We  heard  them  all  day  yesteday.  We 
weighed  them,  and  it  only  seems  right  to  us  that  we 
who  are  bearing  the  burden  of  this  added  cost 
should  take  some  steps  to  relieve  ourselves  of  as 
much  of  the  burden  as  we  reasonably  can.  I think 
it  boils  itself  down  to  this:  If  we  don’t  accuse  the 
man,  then  we  will  have  to  just  idly  sit  by  and  wait 
for  one  of  his  patients  to  accuse  him.  If  we  know 


that  a man  is  an  abortionist,  why  should  we  wait 
until  someone  who  has  been  aborted  or  some  member 
of  the  family  accuses  him?  Why  can’t  we  call  him 
in,  face  him  with  the  facts,  and  if  he  can  justify 
himself,  very  well  and  good? 

I think  we  can  trust  the  Defense  Board.  They 
are  not  going  to  take  away  his  insurance  unduly, 
but  if  he  cannot  justify  his  acts,  then  he  is  guilty 
without  either  us  or  the  attorneys  accusing  him  and 
bringing  him  to  a suit  and  costing  us  a great  deal 
more. 

I believe  I speak  for  all  of  the  members  of  the 
committee  when  I say  we  would  strongly  recom- 
mend that  you  approve  the  recommendation  of  the 
Malpractice  Insurance  and  Defense  Board  in  this 
matter. 

Speaker  Andresen:  I think  the  issue  is  very 
clear  now,  and  we  will  put  the  question  on  the 
amendment  before  you  now. 

Dr.  Irving  J.  Sands,  Kings:  May  I ask  for  in- 
formation? Would  it  be  possible  to  postpone  vot- 
ing upon  this  now  because  of  the  importance  of  this 
thing,  so  that  we  can  think  the  matter  over  for  at 
least,  say,  until  this  afternoon? 

Speaker  Andresen:  Yesterday  afternoon  there 
were  50  people  around  this  reference  committee 
discussing  that  all  afternoon,  and  I don’t,  therefore, 
see  any  particular  need  for  postponing  the  vote 
upon  it. 

. . .There  were  calls  for  the  question.  . . 

Speaker  Andresen:  The  question  has  been 

called  for.  We  are  now  voting  on  the  amendment 
to  the  report  of  the  Reference  Committee. 

Voices:  What  is  the  amendment? 

Speaker  Andresen:  The  amendment  consisting 
simply  in  restoring  in  the  first  paragraph  the  words, 
“when  upon  the  completion  of  the  defense  of  any 
suit  or  claim,”  in  the  recommendation.  That  is 
correct,  isn’t  it,  Dr.  Freedman? 

Dr.  Freedman:  No,  it  is  not. 

Speaker  Andresen:  How  do  you  want  it  ex- 
pressed then? 

Dr.  Freedman:  If  the  Reference  Committee  is 
recommending  the  adoption  of  this  report,  the 
amendment  consists  of  removing  in  the  last  column 
of  the  last  page  that  new  addition  starting  “when  it 
shall  appear”  down  to  “the  plan” — to  remove  that 
from  the  report.  That  is  the  amendment. 

Speaker  Andresen:  This  is  simply  a substitute 
for  the  original  one. 

Dr.  Freedman:  As  I understand  it,  the  com- 
mittee is  recommending  the  adoption  of  this  re- 
port. My  amendment  consists  in  removing  from 
this  report  this  additional  paragraph  relating  to 
additional  powers  to  the  Board.  That  is  my  amend- 
ment. 

Speaker  Andresen:  It  will  really  be  two  para- 
graphs then? 

Dr.  Freedman:  Just  one  recommendation;  the 
other  is  just  an  explanation. 

Speaker  Andresen:  I think  we  all  understand 
it.  What  Dr.  Freedman  wants  us  to  do  is  to  go 
back  to  the  original  rule;  that  is,  that  this  refusal 
to  insure  anybody  can  take  place  only  on  the  com- 
pletion of  the  defense  of  any  suit  or  claim.  Isn’t 
that  correct? 

Dr.  Freedman:  That  is  correct. 

Dr.  d’Angelo:  I understand  that  we  are  voting 
on  an  amendment  to  the  Reference  Committee’s 
report? 

Speaker  Andresen:  Yes. 

Dr.  d’Angelo:  Not  on  an  amendment  to  this 
report  of  the  Malpractice  Insurance  and  Defense  m 
Board? 
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Speaker  Andresen:  The  Reference  Committee’s 
report  approves  that. 

Dr.  d’Angelo:  And  if  we  vote  “aye”  on  this  we 
are  voting  against  the  recommendation  of  the 
Reference  Committee? 

Speaker  Andresen:  That  is  correct. 

Dr.  Freedman:  That  is  a little  too  clever, 

d’Angelo.  ( Laughter ) That  is  just  a little  too  clever. 
I am  not  suggesting  that  the  Reference  Committee’s 
report  be  not  accepted.  I am  suggesting  it  be  ac- 
cepted except  this  part  of  the  plan  be  not  accepted. 
Don’t  pull  that  on  me. 

Speaker  Andresen:  I think  that  is  very  plain. 
There  is  just  that  one  point  that  Dr.  Freedman 
objects  to  in  this  report;  in  other  words,  the  rest  of 
the  report  will  stand  the  way  it  was  read  except  for 
this  one  point.  Do  you  all  understand  that?  If 
you  vote  yes  you  are  restoring  the  requirements  for 
refusing  insurance  to  what  they  were  before,  in  that 
it  requires  that  a person  first  be  sued. 

. . .The  question  was  put  to  a vote,  and  the  amend- 
ment was  lost. . . 

Speaker  Andresen:  Quite  plainly  the  amend- 
ment is  lost.  We  now  come  to  the  original  report 
of  the  Reference  Committee.  Is  there  any  further 
discussion?  If  there  is  no  further  discussion,  we 
will  now  bring  the  report  to  a vote. 

. . .The  question  was  put  to  a vote,  and  the  motion 
was  carried. . . 

Speaker  Andresen:  The  report  is  adopted. 

Dr.  Coon  has  more  to  report,  but  this  was  taken 
up  this  morning  because  of  Mr.  Linder’s  presence 
here,  and  I am  glad  we  have  finished  it. 

I would  like  to  say  yesterday  afternoon  our  20 
reference  committees  worked  long  and  diligently 
considering  the  many  reports  and  resolutions  re- 
ferred to  them.  Some  required  adjourned  meetings 
this  morning  to  get  their  reports  in  shape  for  our 
consideration.  There  was  ample  time  for  complete 
discussion  of  each  subject  referred  to  them.  I do 
hope  you  will  not  have  too  much  discussion  from 
the  floor,  although  of  course  it  is  expected  that  some 
of  our  members  will  disagree  with  the  final  decisions 
of  the  committees.  It  will  be  absolutely  necessary, 
if  we  are  to  finish  our  business  today,  even  during  the 
night,  to  limit  all  discussions  to  five  minutes  and  to 
allow  no  more  than  one  discussion  by  any  person 
without  the  express  permission  of  this  House. 

Will  all  discussants  please  step  up  to  the  rostrum 
or  use  the  floor  microphone,  and,  most  important, 
will  they  announce  their  names  and  the  counties 
they  represent? 

I would  like  to  ask  for  any  supplementary  reports. 
Are  there  any  supplementary  reports,  or  any  reports 
of  committees  that  were  not  made  yesterday? 

. . .There  was  no  response. . . 

Speaker  Andresen:  I will  then  ask  for  any 
further  resolutions  that  were  not  made  yesterday. 
Are  there  any  resolutions  anyone  would  like  to  intro- 
duce at  this  time? 

Section  82 

Amendment  to  Constitution  re  Council  Membership 

Dr.  Joseph  C.  O’Gorman,  Erie:  This  is  an 
amendment  to  the  Constitution  re  Council  member- 
ship: 

“Resolved,  that  Chapter  III  of  the  Constitution 
of  the  Medical  Society  of  the  State  of  New  York 
be  amended  by  the  addition  of  the  following 
sentence,  ‘Six  of  the  twelve  members  elected  by 
the  House  of  Delegates  shall  be  physicians  en- 
gaged in  the  general  practice  of  medicine,  two 
to  be  elected  annually.’  ” 


Speaker  Andresen  : This  will  take  its  place  with 
the  other  amendments  that  were  brought  up  at  the 
previous  session,  received  at  this  time  and  action 
taken  upon  them  next  year. 

Section  83  (See  183) 

Diversion  of  Fees  to  Hospitals 

Dr.  Gerald  D.  Dorman,  New  York:  The  sub- 
ject of  this  is  diversion  of  fees  to  hospitals,  and  I 
would  like  permission  to  read  the  “whereases.” 
Speaker  Andresen:  Very  well. 

Dr.  Dorman:  It  reads: 

“Whereas,  certain  hospitals  direct  that  staff 
physicians  receiving  payments  or  insurance 
checks  for  medical  care  of  patients  in  ward  ac- 
commodations turn  such  monies  over  to  the 
hospital  or  a service  pool;  and 

“Whereas,  such  insurance  or  payment  is  in- 
tended as  compensation  for  professional  services 
beyond  the  just  hospitalization  charges:  and 
“Whereas,  the  junior  staff  members  suffer 
most  of  the  burden  of  this  financial  diversion  of 
funds  when  they  can  least  afford  it;  and 

“Whereas,  this  practice  is  inimical  to  the 
public  weal  in  often  placing  the  patient  under  an 
intern’s  or  resident’s  care  when  he  is  insured  for 
care  by  his  own  private  physician;  and 

“Whereas,  such  action  constitutes  fee  split- 
ting and  is  unethical  under  the  Principles  of  Pro- 
fessional Conduct  of  the  Medical  Society  of  the 
State  of  New  York  and  illegal  under  the  Educa- 
tion Law  of  New  York  State;  and 

“Whereas,  physicians  and  surgeons  on  hospital 
staffs  dare  not  complain  formally  of  this  situation 
for  fear  of  losing  their  appointments  and  positions; 
now,  therefore,  be  it 

“Resolved,  that  patients  with  prepaid  medical 
care  having  no  private  physician  be  assigned  in 
equitable  rotation  to  members  of  the  hospital 
staff  as  their  private  patients,  the  proceeds  from 
such  cases  to  belong  wholly  to  the  doctor  with 
no  request  or  expectation  that  the  hospital  or 
service  receive  any  part  thereof;  and  further  be  it 
“Resolved,  that  a copy  of  this  resolution  be  sup- 
plied to  each  hospital  and  county  medical  society 
in  New  York  State.” 

Speaker  Andresen:  Referred  to  Reference  Com- 
mittee on  Report  of  Council,  Part  VI,  of  which  Dr. 
Clark  is  chairman. 

I would  like  to  announce  now  that  the  chairmen 
of  any  committees  who  have  new  resolutions  re- 
ferred this  morning  may  come  up  and  tell  the 
Secretary  what  time  they  would  like  to  hold  the 
meeting  of  their  committee  because  we  would  like 
to  hear  the  report  upon  them  this  afternoon. 

Section  84  (See  145) 

Distribution  of  Directory 

Dr.  Guy  S.  Philbrick,  Niagara:  Subject  is 
distribution  of  Directory  (reading  the  resolved  por- 
tion of  the  following  resolution): 

“Whereas,  it  is  realized  that  this  Society  can- 
not continue  to  operate  at  a deficit;  and 

“Whereas,  the  publication  of  the  Directory 
is  the  largest  single  item  of  expense,  the  reported 
cost  of  which  has  mounted  to  $103,600  for  1951; 
and 

“Whereas,  the  Directory  is  of  value  to  ap- 
proximately 25  per  cent  of  the  membership,  75 
per  cent  having  very  little  use  of  it;  and 

“Whereas,  directories  are  published  by  such 
organizations  as  the  American  College  of  Surgeons, 
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the  American  Specialty  Boards,  the  American 
Medical  Association,  the  American  Hospital 
Association,  and  the  American  Academy  of  Gen- 
eral Practice,  all  of  which  are  available  in  our 
hospital  libraries;  and 

“Whereas,  at  present  each  member  of  the 
State  Society  receives  a copy  of  the  Directory 
whether  he  practices  alone  or  with  a group,  and 
as  many  as  10  to  15  copies  are  mailed  to  the  same 
address;  and 

“Whereas,  each  hospital  library  has  a copy  of 
the  Directory  which  is  as  near  and  available  to 
each  one  of  us  as  our  nearest  telephone;  and 

“Whereas,  the  current  issue  of  the  Directory 
is  more  than  a simple  directory,  being  literally  a 
medical  almanac  or  encyclopedia  containing  not 
only  the  alphabetic  list  of  physicians,  by  name, 
by  hospital  affiliation,  by  city,  and  in  the  Boroughs 
of  Bronx,  Brooklyn,  and  Manhattan,  a street 
directory  as  well;  in  addition  there  is  a mass  of 
information  such  as  the  Constitution  and  Bylaws 
of  the  Society,  Principles  of  Professional  Conduct, 
Medical  Practice  Act,  obstetric  table,  endocrines 
in  gynecology,  incompatible  drugs,  tables  of 
weights  and  measures,  frequently  used  signs  and 
tests,  and  a myriad  of  nonessential  information 
which  is  readily  available  to  us  elsewhere;  now 
therefore  be  it  hereby 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  continue  to  publish  a Directory 
every  two  years,  streamlined  to  include  only  the 
essential  information;  and  that  it  be  made  avail- 
able on  a subscription  basis  to  all  those  who  have 
use  for  it.” 

Speaker  Andresen:  That  is  referred  to  the 

Reference  Committee  on  Report  of  Council,  Part 
XI,  Publications  and  Public  Relations,  Dr.  Geis, 
chairman. 

I noticed  yesterday  afternoon  as  I went  among  the 
reference  committees  that  two  committees  were 
considering  the  Directory.  One  was  the  committee 
I just  mentioned,  the  Committee  on  Publications; 
the  other  was  the  Committee  on  Reports  of  the 
Treasurer,  Trustees,  and  Finance.  I would  like 
to  suggest  to  the  members  of  those  two  committees 
that  they  get  together  on  their  reports  and  give  us 
a joint  report  about  the  publications.  I will  refer 
this  to  the  Reference  Committee  on  Report  of  the 
Council,  Part  XI,  Publications,  but  will  request 
them  to  take  that  up  also  with  the  Reference  Com- 
mittee on  Reports  of  the  Treasurer,  Trustees  and 
Finance. 

Section  85  {See  173 ) 

Free  Choice  of  Plan — Prepaid  Voluntary  Health 
Insurance,  Article  IX-C,  Insurance  Laws  of  the 
State  of  New  York 

Dr.  Aaron  Kottler,  Kings:  I have  been  in- 
structed by  the  Kings  County  Medical  Society  and 
the  Academy  of  Medicine  of  Brooklyn  to  present 
the  following  resolution,  whose  title  is  “Free  Choice 
of  Plan,  Prepaid  Voluntary  Health  Insurance, 
Article  IX-C,  Insurance  Laws  of  the  State  of  New 
York”: 

“Whereas,  a bill  introduced  at  the  request  of 
the  Council  and  the  Legislation  Committee  of  the 
Medical  Society  of  the  State  of  New  York  in 
relation  to  nonprofit  prepaid  health  insurance 
corporations,  for  free  choice  of  plan,  failed  of 
passage  at  the  1951  session  of  the  Legislature  of 
the  State  of  New  York;  therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  cause  the  introduction  at  the 


1952  session  of  the  Legislature  of  the  State  of 
New  York  of  a like  bill  (similar  to  Senate  Int. 
2321 — 1951  Hughes  as  amended)  and  work  ac- 
tively for  its  passage.” 

. . .The  bill  referred  to  in  the  above  resolution  is 
as  follows: 

“AN  ACT 

“To  amend  the  insurance  law,  in  relation  to  non- 
profit  medical  and  dental  indemnity,  on  hospital 
service  corporations 

“The  People  of  the  State  of  New  York,  repre- 
sented in  Senate  and  Assembly,  do  enact  as  fol- 
lows: 

“Section  1.  Section  two  hundred  fifty  of  the 
insurance  law,  as  last  amended  by  chapter  five 
hundred  forty-eight  of  the  laws  of  nineteen  hun- 
dred forty-six,  is  hereby  amended  by  adding 
thereto  a new  subdivision,  to  be  subdivision  four, 
to  read  as  follows : 

“4.  In  any  case  in  which  the  state  or  a political 
subdivision  of  the  state  contributes  part  or  all  of 
the  cost  for  medical  or  dental  expense  indemnity 
or  hospital  service,  the  component  groups  of 
subscribers  shall  have  the  right  to  select  for  such 
expense  indemnity  or  service  any  nonprofit 
medical  care  plan  authorized  under  this  article 
and  approved  by  the  superintendent  of  insurance. 

“Section  2.  This  act  shall  take  effect  im- 
mediately.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  IX, 
Legislation,  of  which  Dr.  Cudmore  is  chairman. 

Section  86  {See  96) 

Composition  of  Planning  Committee  on  Medical 
Policies 

Dr.  Leo  P.  Larkin,  Tompkins:  This  refers  to  the 
Planning  Committee  on  Medical  Policies: 

“Whereas,  in  view  of  the  recurrent  crises  in 
our  social  and  economic  system  it  is  of  paramount 
importance  that  the  Planning  Committee  on 
Medical  Policies  of  the  Medical  Society  of  the 
State  of  New  York  be  fully  informed  on  the  view- 
points of  the  several  district  branch  societies; 
be  it 

“Resolved,  that  the  membership  of  the  Plan- 
ning Committee  on  Medical  Policies  of  the  State 
Society  be  reconstituted  as  follows:  President, 
President-Elect,  Speaker  of  the  House,  Secretary, 
one  Trustee,  and  nine  other  members,  each  one 
representing  a district  branch.  It  is  suggested 
that  selection  of  the  district  representatives  be 
accomplished  in  the  following  manner:  each  com- 
ponent county  society,  through  its  Comitia 
Minora,  to  select  a representative  to  a district 
planning  committee  on  medical  policies;  the 
membership  of  such  district  committee  to  select 
its  representative  on  the  State  Planning  Com- 
mittee on  Medical  Policies.” 

Speaker  Andresen:  It  will  be  referred  to  the 
Reference  Committee  on  Report  of  the  Planning 
Committee  for  Medical  Policies.  Yesterday  after- 
noon there  were  present  three  members  of  the  com- 
mittee, a quorum,  but  the  chairman  was  not  present, 
and  I asked  Dr.  Rawls  to  become  chairman  of  that 
reference  committee.  This  will  now  be  referred  to 
the  Reference  Committee  on  Report  of  the  Planning 
Committee  for  Medical  Policies,  Dr.  Rawls,  chair- 
man, to  consider  it,  together  with  the  two  resolu- 
tions they  had  yesterday,  and  to  bring  in  a report 
thereon. 
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Are  there  any  further  resolutions? 

. . .There  was  no  response. . . 

Speaker  Andresen:  Today  is  the  last  day  you 
can  make  resolutions.  I hope  they  are  all  in  now. 

Last  year  I started  asking  for  reports  of  reference 
committees  from  the  top  of  the  list.  Today  I am 
going  to  start  from  the  bottom  of  the  list.  I am 
going  to  ask  for  the  report  of  the  Reference  Com- 
mittee on  Miscellaneous  Business.  Dr.  Aaron,  are 
you  ready  with  your  report? 

. . .There  was  no  response. . . 

Section  87  (See  50,  91 ) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  XII:  Early  American  Doctor’s  Office 
at  Farmers’  Museum,  Cooperstown 

Dr.  Samuel  Lubin,  Kings:  This  resolution  was 
introduced  by  Dr.  James  Greenough,  of  Otsego 
County.  (See  Section  50) 

The  resolution  just  read  has  been  approved  as 
presented  unanimously  by  the  Reference  Committee. 

Speaker  Andresen:  I might  say  that  we  are 
expecting  a lantern  which  will  show  us  a few  pic- 
tures of  this  Early  American  Doctor’s  Office  at 
Cooperstown.  The  lantern  has  not  yet  arrived; 
however,  I think  the  intent  of  this  motion  is  per- 
fectly plain,  and  that  we  can  look  at  those  pictures 
afterward  with  interest  and  still  vote  on  this  motion. 
This  recommendation  is  before  you.  Is  there  any 
discussion? 

Dr.  Irving  J.  Sands,  Kings:  I move  it  be  ac- 
cepted as  read. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Speaker  Andresen:  Is  the  Reference  Committee 
on  Report  of  the  Council,  Part  XI,  Publications 
and  Public  Relations,  Dr.  Geis,  chairman,  ready  to 
make  its  report? 

Dr.  Joseph  A.  Geis,  District  Delegate:  I have 
j one  resolution  that  I could  report  on  now  and  give 
the  rest  of  my  report  later. 

Speaker  Andresen:  Dr.  Geis  is  going  to  make  a 
j partial  report  for  his  committee  at  this  time. 

j Section  88  (See  48,  185) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  XI:  Reading  of  Subcommittee  Re- 
ports— Cults;  Public  Relations 

Dr.  Joseph  A.  Geis,  District  Delegate:  Reporting 
on  the  resolution  introduced  by  Dr.  Arthur  Gaffney, 
of  Oneida  County,  subject  “Reading  of  Committee 
Reports”: 

“Whereas,  the  reports  of  the  Subcommittee  on 
Cults  and  of  the  Subcommittee  on  Public  Rela- 
tions are  of  vital  interest  to  the  members  of  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York;  therefore,  be  it  hereby 

“Resolved,  that  the  reports  of  the  Subcommittee 
on  Cults  and  of  the  Subcommittee  on  Public 
Relations  be  read  before  the  House  of  Delegates 
assembled  for  its  145th  Annual  Convention  in 
Buffalo,  New  York,” 

we  recommend  that  the  chairmen  of  these  subcom- 
mittees be  granted  the  privileges  of  the  floor  to  pre- 
sent these  reports.  That  is  signed  by  four  of  the 
five  members  of  the  committee. 

I move  the  adoption  of  this  part  of  the  report. 
Speaker  Andresen:  Those  reports  have  to  da 
with  the  discussion  of  cults — 

Dr.  Geis:  Cults  and  public  relations. 


Dr.  J.  Lewis  Amster,  Bronx:  May  I have  a 
word  to  say  about  this? 

Speaker  Andresen:  Certainly. 

Dr.  Amster:  These  reports  of  the  subcommittees 
are  of  vital  importance  to  the  profession  and  of  great 
concern  to  the  public.  I move  you,  Mr.  Chairman, 
that  we  go  into  complete  executive  session  to  hear 
this  part  of  the  proceedings  and  that  none  but  dele- 
gates to  this  House  of  Delegates  be  permitted  to  be 
in  this  room  while  such  discussion  is  going  on. 

Dr.  Frederick  A.  Wurzbach,  Bronx:  I second 
that. 

Speaker  Andresen:  A motion  has  been  made 
and  seconded  to  consider  these  reports  in  executive 
session,  but  we  have  the  first  motion — 

Chorus:  A motion  to  refer  has  precedence.  ' 

Speaker  Andresen:  We  will  take  up  that  motion 
that  these  reports  be  referred  to  executive  session 
this  afternoon  at  one  o’clock  first.  We  will  set  the 
executive  session  for  one  o’clock.  That  has  been  our 
usual  habit.  I have  to  refer  this  first  to  a reference 
committee  and  then  have  a reference  committee 
take  it  up. 

Dr.  Wurzbach:  The  reference  committee  has 
reported  favorably  on  the  resolution. 

Speaker  Andresen:  Yes.  The  resolution  itself 
was  referred  to  the  Reference  Committee  on  Re- 
port of  the  Council,  Part  XI,  Publications  and 
Public  Relations,  Dr.  Geis,  chairman,  and  he  is  re- 
porting. Do  you  think  the  other  part  should  be 
referred  or  not,  the  part  referring  to  the  legislation 
part,  to  Part  IX,  or  both  of  these  subcommittees 
asked  to  report  at  one  o’clock,  with  both  reference 
committees’  reports  covering  them? 

Dr.  James  H.  Arseneau,  Wayne:  I would  like  to 
rise  to  a point  of  information.  What  is  an  executive 
session,  and  how  does  it  differ  from  what  we  are 
having  now? 

Speaker  Andresen:  From  your  executive  ses- 
sion all  people  who  are  not  members  of  the  House, 
officers,  or  the  immediate  secretarial  staff  are  ex- 
cluded from  the  room.  The  public  is  not  admitted 
to  an  executive  session,  but  the  public  is  admitted  to 
all  other  meetings. 

Secretary  Anderton  just  hands  me  the  list.  All 
leave  the  room  but  members  of  the  House,  Execu- 
tive State  Officer,  Executive  Assistant,  executive 
secretaries  of  component  county  societies,  counsel, 
stenotypist,  and  any  other  persons  the  House  of 
Delegates  invites  to  attend. 

Dr.  William  Ostrow,  Kings:  Is  the  Com- 

missioner of  Hospitals  of  New  York  City  an  invited 
guest? 

Speaker  Andresen:  He  is  a member  of  the 
House. 

Chorus:  No. 

Speaker  Andresen:  Was  that  New  York  City 
or  New  York  State? 

Dr.  Ostrow:  New  York  City — he  is  an  invited 
guest  at  this  meeting. 

Speaker  Andresen:  We  will  vote  on  this  first, 
and  then  you  can  make  a motion  on  those  you  wish 
to  be  invited  to  sit  in  on  the  executive  session. 

. . .The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Speaker  Andresen:  We  will  have  an  executive 
session  at  one  o’clock  to  consider  these  two  reports. 

Section  89 

Additional  Invitees  to  Executive  Session 

Dr.  William  Ostrow',  Kings:  I move  that  the 
Commissioner  of  Hospitals  of  New  York  City  be  in- 
vited to  attend  the  executive  session  as  a guest. 
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Dr.  G.  B.  Gilmore,  Bronx:  I second  that. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Db.  George  W.  Kobmak,  Editor:  May  the 

editor  and  the  assistant  editor  of  the  Journal  be 
invited? 

Dr.  Irving  J.  Sands,  Kings:  I so  move. 

Secretary  Anderton:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  Geis:  Mr.  Speaker,  I happen  to  know  that 
after  these  reports  are  read  there  are  two  delegates 
from  this  House  who  want  to  introduce  a resolution 
on  these  reports.  To  be  strictly  technical,  no  resolu- 
tion may  be  introduced  this  afternoon,  still  they  can- 
not introduce  those  without  the  reports  being  first 
read. 

Speaker  Andresen:  We  will  have  to  make  a 
quick  switch.  Those  reports  have  not  been  made 
available  to  your  committee,  have  they? 

Dr.  Geis:  Not  yet. 

Speaker  Andresen:  It  will  save  an  awful  lot 
of  time  if  they  can  be  made  available  immediately 
so  we  can  get  through  with  that  item  this  after- 
noon ; otherwise  we  will  go  far  into  the  night. 

Dr.  Henry  E.  McGarvey,  Westchester:  We  have 
with  us  the  president-elect  of  our  county  society. 
I would  like  to  have  her  included  as  a guest,  Dr. 
Loder. 

Speaker  Andresen:  Are  there  any  other  presi- 
dents-elect  of  county  societies  that  might  want  to 
come  to  the  executive  session  this  afternoon? 

. . .There  was  no  response.  . . 

Speaker  Andresen:  What  do  you  think  about 
that? 

Secretary  Anderton  : If  there  is  only  the  one,  I 
think  it  would  be  all  right,  but  it  will  be  a bad 
precedent. 

Speaker  Andresen  : What  is  her  name? 

Dr.  McGarvey:  Dr.  Margaret  Loder. 

. . .The  question  of  inviting  Dr.  Margaret  Loder 
to  attend  the  executive  session  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Dr.  Harry  Golembe,  District  Delegate:  Dr. 

Lochner  from  the  State  Department  of  Education 
is  not  a member  of  the  House.  He  should  be  an  in- 
vited guest  at  this  discussion. 

Speaker  Andresen:  Yes,  we  are  inviting  him 
as  a guest.  We  might  ask  for  the  permission  of  the 
House  to  invite  Dr.  Lochner  as  a guest. 

Dr.  Golembe:  I so  move. 

Dr.  Abraham  Koplowitz,  Kings:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  90 

Suspension  of  Rules  To  Permit  Introduction  of 
Resolutions  at  Afternoon  Session 

Dr.  Joseph  A.  Geis,  District  Delegate:  Might  I 
make  a motion  that  the  rule  against  admitting 
resolutions  in  this  afternoon’s  session  be  suspended 
during  the  executive  session  in  regard  to  these  two 
matters  only? 

Dr.  Irving  J.  Sands,  Kings:  I second  that. 

Speaker  Andresen:  Is  there  any  discussion  of 
that?  You  see  the  purpose  of  that  is  to  permit 
these  two  reports  to  be  read  and  then  a motion  to 
be  made  to  consider  them  so  that  they  can  be  taken 
up  by  the  reference  committees.  I think  what  we 
will  have  to  do,  if  the  reports  are  not  available  at 
the  present  time,  will  be  to  have  an  executive  ses- 
sion in  which  they  are  read,  then  go  into  an  open 
session  again  for  a while  until  the  reference  com- 


mittees can  consider  them,  and  then  take  them  up 
again  later  in  the  afternoon  in  executive  session. 
That  will  be  the  only  way  we  can  do  it.  It  will  save 
a lot  of  time,  as  I said  before,  if  those  reports  could 
be  turned  over  to  the  committees  during  this  morn- 
ing. It  will  save  us  from  going  into  a night  session. 

Dr.  Geis:  May  I ask  Dr.  Williams  to  turn  his 
report  over  to  Dr.  Cudmore  so  it  can  be  considered 
this  morning,  and  the  other  report  (I  believe  it  is 
Dr.  Wallace’s)  be  turned  over  to  my  committee  so 
that  we  can  discuss  that  this  morning? 

Dr.  Frederick  W.  Williams,  Bronx:  The  name 
“Williams”  I know  is  a common  name,  but  I wish 
you  would  specify  it  is  not  Frederick  Williams  to 
whom  you  are  referring. 

Dr.  Geis:  I believe  it  is  John  not  Frederick. 

Speaker  Andresen:  The  motion  has  been  made 
to  suspend  the  rules  so  as  to  permit  two  motions 
to  be  made  in  connection  with  these  reports  this 
afternoon  at  the  executive  session.  Is  there  any 
further  discussion? 

. . .The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Speaker  Andresen:  That  takes  care  of  that. 

Section  91  (See  50,  87) 

Showing  Slides  of  Early  American  Doctor’s  Office 
at  Farmers’  Museum,  Cooperstown 

Speaker  Andresen:  We  are  now  going  to  show 
those  pictures  of  the  early  American  physician’s 
office.  It  will  only  take  a few  moments  to  show 
them. 

Dr.  James  Greenough,  Otsego:  I wish  to  thank 
the  House  of  Delegates  on  behalf  of  the  Otsego 
County  Medical  Society  for  passing  the  resolution 
this  morning. 

I thought  it  might  be  of  interest  to  some  of  you 
who  had  not  seen  this  establishment  to  see  some 
slides  illustrating  what  is  going  on  at  that  Museum. 

(Slide)  This  is  a picture  of  the  main  office.  That 
is  the  Farmers’  Museum,  and  in  it  are  collected  a 
large  number  of  objects  taken  from  old  farms  of 
about  1800  to  1840. 

(Slide)  This  is  a view  of  the  various  small  build- 
ings, the  smithy,  the  school,  and  the  country  store. 

(Slide)  This  is  a view  of  the  outside  of  the  smithy, 

I believe. 

(Slide)  This  is  the  inside  of  the  lawyer’s  office. 
This  was  furnished  by  the  Bar  Association  of  the 
State  of  New  York,  and  as  you  can  see  is  an  authentic 
recreation  of  a lawyer’s  office  of  about  1800  to  1840. 

(Slide)  This  is  the  outside  of  the  smithy.  I am 
sorry,  the  first  one  was  the  lawyer’s  office. 

(Slide)  This  is  the  smithy  in  action. 

(Slide)  This  is  a picture  of  the  row  of  buildings, 
and  the  country  store  is  the  first  one. 

(Slide)  This  is  the  interior  of  the  country  store. 

I am  sorry  it  does  not  show  the  back  of  it,  in  which 
there  is  a small  apothecary  shop  with  old  patent  ' 
medicines  and  various  items  of  interest. 

(Slide)  This  is  the  interior  of  the  old  one-room 
schoolhouse. 

(Slide)  This  is  the  building  that  has  already  been  j 
moved  to  the  Museum  site.  This  building  was 
erected  in  about  1829  by  a doctor  in  Otsego  County.  j 
He  practiced  in  it  until  about  1870,  and  following  ( 
that  another  doctor  practiced  there  until  about  i 
1900.  It  is  quite  typical  of  a doctor’s  office  of  that 
period.  That  is  the  last  slide.  (Applause) 

It  is  hoped  that  any  member  of  the  Society  who 
has  or  knows  of  any  material  that  might  be  of  use 
between  the  dates  i800  and  1840  will  be  willing  to 
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donate  it  or  send  it  on  loan  to  the  Museum  to  be 
put  in  the  office. 

Thank  you!  (Applause) 

Speaker  Andresen:  I was  surprised  to  learn 
that  more  doctors  do  not  join  the  New  York  State 
Historical  Society  which  runs  this  Museum.  I hap- 
pen to  be  a member  of  it,  and  a great  many  ought  to 

join. 

Before  we  go  into  the  more  strenuous  session  we 
' have  ahead  of  us,  we  will  take  five  minutes  off  for 
1 a recess  to  stretch.  I now  declare  the  meeting 
recessed  for  a period  of  five  minutes. 

. . .Five-minute  recess.  . . 

Vice-Speaker  Holcomb:  Will  the  meeting  come 
to  order? 

Are  there  any  further  resolutions  to  be  brought 
before  the  House  with  the  exception  of  the  two 
resolutions  which  we  are  to  bring  up  at  the  executive 
session,  as  decided  earlier  this  morning?  There 
will  be  no  resolutions  received  after  the  executive 
i session  except  the  two  we  ruled  in  favor  of  permitting 
to  be  presented. 

. . .There  was  no  response.  . . 

. . .Vice-Speaker  Holcomb  then  canvassed  each 
reference  committee  chairman  in  an  effort  to  ascer- 
tain if  his  report  was  ready  for  presentation  to  the 
House. . . 

Section  92  ( See  14) 

Report  of  Reference  Committee  on  Report  of  the 
President 

Dr.  Scott  Lord  Smith,  Dutchess:  I have  the 
report  ready  as  it  pertains  to  the  President’s  report, 
but  not  as  it  pertains  to  the  President-Elect’s 
report. 

Vice-Speaker  Holcomb:  Give  us  the  report  on 
1 the  President,  and  you  can  give  the  President-Elect’s 
! later. 

Dr.  Smith:  Mr.  Chairman  and  members  of  the 
House,  the  report  of  the  President,  Dr.  Carlton 
Wertz,  on  his  term  of  administration  is  a synopsis 
; of  State  Society  activities  carried  out  with  a thor- 
oughness and  grasp  of  detail  characteristic  of  its 
author. 

He  first  reviews  the  added  duties  and  responsi- 
bilities placed  upon  all  members  of  our  Society. 
The  President  makes  a moving  exhortation  to  each 
of  us  to  do  his  part;  at  the  same  time  he  warns  of  the 
danger  of  social  changes  ever  lurking  in  emergency 
legislation.  Also  he  commends,  as  does  your  Com- 
mittee, the  American  Medical  Association’s  stand 
in  its  educational  campaign.  He  strongly  urges 
every  physician  to  take  increasing  interest  in  the 
political  and  economic  affairs  of  his  community,  of 
his  State,  and  nation. 

Coming  now  to  things  more  inherent  in  the  work- 
ings of  the  Medical  Society,  the  President  urges 
careful  scanning  of  all  resolutions  coming  before  the 
meeting  which  might,  on  the  one  hand,  entail  an 
essential  use  of  funds  or,  on  the  other,  hamper 
needed  activities  of  the  Society  officers. 

The  President  in  his  report  says,  “Among  some 
of  the  many  important  things  to  which  I would  call 
your  attention  are:  voluntary  medical  care  in- 
' surance,  public  relations,  publications,  general 
practice,  Woman’s  Auxiliary,  and  civil  defense.” 

Voluntary  Medical  Care  Insurance:  Here  the 
President  cites  the  enormous  and  rapid  growth  of 
such  plans  and  stresses  their  importance  to  the 
continuance  of  our  voluntary  system,  and  the 
necessity  that  all  physicians  advocate  and  cooperate 
with  the  Blue  Cross  and  Blue  Shield  Plans  of  their 
localities.  Further,  stress  is  made  that  free  choice 


of  physicians  be  maintained  in  all  voluntary  medical 
insurance  plans. 

Public  Relations  is  considered  one  of  the  most 
important  functions  of  the  State  Society.  The  good 
work  of  the  Public  Relations  Bureau  must  be  con- 
tinued full  blast,  making  all  possible  use  of  its  new 
full-time  director  It  is  a stream  of  effort  that 
cannot  be  turned  off  and  on  at  will,  but  must  be  con- 
tinuous to  acquaint  the  public  adequately  with  State 
and  county  society  activities,  such  as  mediation 
committees,  local  and  State,  and  “emergency  medi- 
cal service  plans.” 

Publications:  The  question  of  publication  of  the 
Medical  Directory  with  the  financial  burden  involved 
must  have  thoughtful  consideration.  The  fiftieth 
anniversary  number  of  the  Journal  is  cited  as  a 
proof  of  the  high  standards  of  this  publication. 

General  Practice:  The  Society  is  urged  to  do 
everything  possible  to  aid  the  general  practitioner, 
to  follow  the  establishment  this  year  of  a Session, 
by  a Section  on  General  Practice  for  next  year. 

Woman’s  Auxiliary:  This  continues  to  do  out- 
standing work  for  the  Medical  Society  of  the  State 
of  New  York.  To  all  its  members  the  President 
says,  “Thank  you.” 

Civil  Defense:  Here  is  stressed  (a)  its  great  im- 
portance, (b)  each  and  every  doctor  must  do  his 
share,  (c)  the  well-done,  difficult  task  of  the  Emer- 
gency Preparedness  Committee. 

The  report  ends  with  an  expression  of  appreciation 
to  the  President-Elect,  Officers,  Council,  Trustees, 
the  employed  personnel,  and  the  Secretary. 

General  Summary:  In  conclusion,  we  congratulate 
the  President  on  his  thorough  and  statesman-like 
presentation. 

This  report  is  signed  by  Scott  Lord  Smith,  chair- 
man, Edwin  A.  Griffin,  A.  K.  Bates,  J.  L.  Edwards, 
and  Peter  M.  Murray. 

I move  the  adoption  of  the  report. 

Dr.  G.  B.  Gilmore,  Bronx:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  93 

Greetings  from  Dr.  Louis  H.  Bauer 

Vice-Speaker  Holcomb:  I am  going  to  ask  our 
Secretary,  Dr.  Anderton,  to  read  a telegram  that 
we  have  just  received. 

Secretary  Anderton:  “Geneva,  Switzerland, 
April  30,”  received  today: 

“Dr.  Walter  Anderton 

Hotel  Statler,  Buffalo 

“Greetings  to  House.  Best  wishes  for  successful 
meeting.  Regret  absence. 

Bauer.” 

That  is  Dr.  Louis  H.  Bauer.  ( Applause ) As 
you  know,  he  is  the  Secretary-General  of  the  World 
Medical  Association. 

Vice-Speaker  Holcomb:  Thank  you,  Dr. 

Anderton! 

I think  we  are  all  glad  to  have  heard  from  Dr. 
Bauer. 

Section  94 

To  Change  the  Order  of  Business  at  Sessions  of  the 
House  of  Delegates 

Dr.  Thomas  F.  McCarthy,  Bronx:  As  you 
recall,  this,  as  I mentioned  yesterday,  is  an  amend- 
ment to  change  the  order  of  business  at  the  sessions 
of  the  House  of  Delegates.  Yesterday  morning,  as 
you  recall,  through  the  good  offices  I would  say  of 
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the  Speaker,  for  the  first  time  that  I recall  you 
opened  the  meeting  of  the  House  of  Delegates  with 
an  invocation.  Last  year  I hoped  to  get  this 
adopted,  so  I was  gratified  in  the  change  of  the 
order  of  business,  as  I had  to  tell  him  privately,  but 
I still  think  the  House  of  Delegates  of  the  largest 
medical  society  in  the  United  States  (outside  of  the 
American  Medical  Association)  should  have  in  its 
Bylaws  that  they  open  their  sessions  with  prayer. 
Furthermore,  I still  think  they  should  have  the 
national  anthem.  When  I said  that  yesterday 
morning,  Dr.  Andresen  said,  “Would  you  sing  it?”, 
but  my  idea  is  that  you  would  not  have  to  sing  it 
alone  but  you  would  get  a singer  to  render  the 
national  anthem,  which  could  be  arranged  very 
easily,  so  my  resolution  is : 

“Resolved,  that  Section  8 of  Chapter  2 of  the 
Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  be  amended  as  follows: 

“1.  To  be  continued  the  same. 

“2.  Invocation. 

“3.  National  Anthem. 

“4.  Same  as  2 at  present.  Remaining  num- 
bers to  follow  in  their  present  order, 
renumbered  in  proper  sequence.” 
Vice-Speaker  Holcomb:  This  will  follow  the 
usual  procedure,  and  it  will  be  first  published  and 
then  acted  on  next  year.  It  is  not  referred  to  a 
reference  committee. 

Section  95 

Report  of  Reference  Committee  on  Report  of 
Planning  Committee  on  Medical  Policies 

Dr.  William  B.  Rawls,  New  York:  The  Council 
Committee  report  did  not  carry  any  specific  recom- 
mendations, and  your  Reference  Committee  is 
aware  that  it  was  intended  to  study  problems  upon 
a broad  basis.  Your  Reference  Committee,  al- 
though not  intending  this  as  a criticism  of  the 
Council  Committee,  believes  that  in  the  future  more 
specific  recommendations  should  be  made  and  wishes 
to  point  out  a few  examples  where  they  believe 
some  definite  action  is  necessary. 

The  Council  Committee  recommends  that  the 
principles  of  medical  ethics  and  rules  of  professional 
conduct  apply  to  members  engaged  in  group  prac- 
tice. Your  Reference  Committee  agrees  with  this 
recommendation  but  believes  that  more  details 
should  be  included.  What,  for  example,  is  the 
procedure  to  be  followed  when  a group  engages 
in  advertising  or  other  unethical  practice?  Is 
every  member  of  a group  to  be  held  accountable 
for  such  actions?  If  one  individual  member  en- 
gages in  advertising,  etc.,  is  the  entire  group  held 
responsible,  and  if  the  group  refuses  to  take  such 
action  as  necessary  to  stop  such  practice  or  dis- 
charge the  member  from  the  group,  if  he  persist, 
then  shall  the  group  as  a whole  be  disapproved  as 
having  violated  the  principles  of  ethics  and  rules  of 
conduct?  We  respectfully  suggest  that  some 
definite  recommendations  be  made  and  referred  to 
the  proper  committee. 

The  Council  Committee  quotes  from  the  1949 
Planning  Committee  as  follows: 

“The  problem  of  increasing  concern  to  the 
medical  profession,  especially  in  large  urban  and 
industrialized  centers,  is  the  continued  threat 
to  the  private  practice  of  medicine  by  the  entry 
therein  of  the  hospital  and  medical  school.  This 
intrusion  is  particularly  integrated  with  certain 
schemes  and  plans  for  group  practice.  It  is  the 
opinion  of  many  that  the  greatest  difficulty  we 


must  contend  with  in  the  community  is  whether 
hospitals  are  going  to  operate  group  clinics  in  a 
competitive  practice  with  the  practitioners  in  the 
community  and  also  whether  a school  of  medicine 
is  going  to  do  the  same  thing.  We  have  several 
examples  of  this  now  in  New  York  City.  It  is  the 
opinion  of  our  committee  that  the  Medical  Society 
of  the  State  of  New  York  will  have  to  take  some 
stand  and  express  itself  on  two  very  vital  points, 
namely,  that  these  institutions  prepare  men  to 
practice  medicine  and  then,  by  clinic  practice  or 
other  instrumentalities,  enter  into  direct  com- 
petition with  these  very  men.  This  is  equally  as 
great  a threat,  if  not  more  so,  than  government- 
controlled  medicine,  and  we  protest  these  activi- 
ties vigorously.” 

They  strongly  reaffirm  their  appreciation  but  make 
no  recommendations. 

Your  Reference  Committee  is  in  complete  sym- 
pathy with  these  suggestions,  but  we  would  like 
to  know  just  how  we  are  to  combat  this  practice  of 
the  hospitals  entering  the  practice  of  medicine. 
It  is  not  within  the  province  of  your  Reference 
Committee  to  introduce  resolutions,  but  it  is  their 
opinion  that  some  definite  recommendations  are 
necessary  other  than  to  say  “We  oppose  it”  if  we 
are  to  bring  to  an  end  the  practice  of  medicine  by 
hospitals.  This  is  a complex  and  important  prob- 
lem, and  neither  we  nor  any  other  group  can  make 
any  definite  recommendations  in  the  time  avail- 
able, but  there  are  many  problems,  such  as  the 
question  of  a hospital  collecting  money  from  a 
voluntary  health  insurance  plan  or  in  compensation 
cases  and  the  monies  being  diverted  to  the  hospital 
in  various  guises  instead  of  to  the  younger  members 
who  actually  do  the  work  or  in  certain  hospitals 
where  full-time  men  are  employed  and  all  patients 
coming  into  the  hospital  who  are  not  sent  in  by  a 
private  physician  the  full-time  surgeon  operates 
upon  the  patient,  a fee  is  collected  by  the  hospital, 
and  the  surgeon  is  on  a salary  basis.  We  under- 
stand that  these  problems  are  under  consideration 
by  the  Hospital  and  Professional  Relations  Com- 
mittee. It  is  the  hope  of  our  Committee  that  some 
definite  recommendations  may  be  introduced  by  the 
above  committee  and  if  not  possible  at  this  meeting 
that  they  be  continued  until  this  is  accomplished. 

Although,  perhaps,  it  is  not  within  our  province 
to  introduce  resolutions,  we  felt  that  it  was  our  prov- 
ince to  make  suggestions  for  new  material  to  be 
studied,  and  would  like  to  suggest  they  consider 
the  problem  of  more  practicing  physicians  on  the 
teaching  staffs  of  the  medical  schools.  Your  Refer- 
ence Committee  believes  that  the  lack  of  the  teach- 
ing by  these  men  leaves  a void  in  preparing  students 
for  the  practice  of  medicine.  Physicians  having 
contact  with  interns  and  residents  admit  that  they 
are  highly  trained  but  know  little  if  anything  about 
problems  involved  in  the  practice  of  medicine. 
We  believe  that  the  lack  of  understanding  of  these 
problems  is  a serious  drawback  to  the  proper  prac- 
tice of  medicine,  and,  finally,  fails  to  emphasize  the 
realization  of  the  necessity  for  service,  and  that  the 
prime  object  of  the  medical  profession  is  to  render 
service.  Your  Reference  Committee  believes  that 
the  Planning  Committee’s  activities  should  be  upon 
a broad  basis,  but  that  some  basic  principles  should 
be  outlined  and  then  referred  to  the  proper  com- 
mittee to  fill  in  the  details. 

We  wish  to  thank  the  members  of  the  Council 
Committee  for  their  efforts  and  hope  that  they 
will  be  able  to  bring  us  at  our  next  meeting  an 
answer  to  some  of  the  problems  that  confront  us. 
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I wish  to  thank  the  members  of  my  committee, 
Drs.  Charles  W.  Mueller,  Waring  Willis,  R.  Scott 
Howland,  and  Frank  J.  Cerniglia. 

I move  its  approval. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  96  (See  86) 

Report  of  Reference  Committee  on  Planning 
Committee  for  Medical  Policies:  Resolution  re 
Composition  of  Committee 

Dr.  William  B.  Rawls,  New  York:  I have  a 
resolution  that  the  Reference  Committee  con- 
sidered that  I would  like  to  present  to  you. 

Vice-Speaker  Holcomb:  State  the  resolution. 

Dr.  Rawls:  Perhaps  I had  better  read  the 

resolution.  It  has  to  do  with  the  composition  of  the 
committee  in  the  future. 

Vice-Speaker  Holcomb:  You  may  state  the 
resolution,  including  all  the  “whereases.” 

Dr.  Rawls:  It  was  introduced  by  Dr.  Leo  Larkin, 
of  Tompkins  County,  and  reads.  (See  Section  86) 

Your  Reference  Committee  approves  this  resolu- 
tion, and  I move  its  adoption. 

Dr.  Charles  W.  Mueller,  Kings:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  97 

Report  of  Reference  Committee  on  Report  of  the 
Council,  Part  IV : Cancer 

Dr.  James  Greenough,  Otsego:  Your  Reference 
Committee,  after  careful  study  of  the  report  of  the 
Subcommittee  on  Cancer,  strongly  endorses  its 
activities  and  recommendations.  The  1950  House 
of  Delegates  approved  further  study  of  cancer 
detection  centers  by  the  Subcommittee.  Owing  to 
the  prohibitive  cost  of  case-finding  per  case  of 
cancer,  the  Committee  reports  a trend  away  from 
the  organization  of  new  detection  centers,  and,  there- 
fore, its  projected  survey  was  abandoned. 

Until  some  revolutionary  change  in  the  diagnosis 
and  treament  of  cancer  appears,  the  greatest  in- 
roads against  this  disease  will  be  made  by  education 
and  alerting  of  physicians  and  the  public  in  early 
cancer  detection.  The  Committee’s  activities  in 
this  direction  have  been  extensive.  It  hopes  to 
make  “Every  doctor’s  office  a detection  center.” 

To  disseminate  cancer  knowledge,  the  Committee 
recommends  several  steps.  Tumor  clinics  should 
hold  frequent  conferences  and  with  detection  centers 
be  available  for  refresher  courses.  The  number  of 
cancer  teaching  days  throughout  the  State  should 
be  increased.  A three-day  refresher  course  should 
be  offered  in  the  metropolitan  and  central  New 
York  areas,  similar  to  that  given  in  Buffalo.  Short 
articles  on  methods  of  examining  the  body  orifices 
and  accessible  organs  should  be  published  in  the 
Journal.  Short  monographs  by  recognized  au- 
thorities on  cancer  detection  should  be  mailed  to  all 
physicians.  Further  public  showing  of  the  film 
“Breast  Self-examination,”  and  similar  films  should 
be  encouraged.  An  effort  is  being  made  to  persuade 
the  Academy  of  General  Practice  to  make  cancer 
detection  a major  project.  Your  Reference  Com- 
mittee strongly  endorses  these  recommendations  of 
the  Subcommittee  on  Cancer. 

Your  Reference  Committee,  realizing  the  financial 
burden  of  case-finding  in  cancer  detection  centers 
and  the  high  incidence  of  discovery  of  other  diseases 
in  these  centers,  suggests  a combined  study  by  all 


the  Council  Committees  concerned  of  the  feasibility 
of  practicing  physicians  developing  diagnostic 
centers  for  the  early  recognition  of  disease.  In  this 
way,  the  medical  profession  might  take  the  lead, 
with  the  help  of  the  State  Health  Department,  in 
improving  early  diagnosis,  especially  in  the  rural 
areas.  The  Subcommittee  on  Cancer  would  play 
a most  important  part  in  such  a project. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  98 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV:  Hard  of  Hearing  and  the  Deaf 

Dr.  James  Greenough,  Otsego:  Your  Reference 
Committee  commends  the  efforts  of  the  Subcom- 
mittee on  Hard  of  Hearing  and  the  Deaf  to  obtain 
financial  aid  for  more  hearing  centers  throughout  the 
State.  The  Committee  has  done  well  to  obtain 
funds  for  a new’  center  at  Utica.  The  Reference 
Committee  strongly  approves  their  plans  to  provide 
facilities  to  follow  up  hearing  defects  found  in  school 
examinations.  This  is  emphasized  by  the  fact  that 
there  are  150,000  children  in  New  York  schools  w'ith 
defective  hearing. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  George  E.  Anderson,  Kings:  I second  it. 

. . .There  being  no  discussion,  the  motion  wTas  put 
to  a vote  and  w'as  unanimously  carried. . . 

Section  99 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV : Mental  Hygiene 

Dr.  James  Greenough,  Otsego:  The  Sub- 

committee on  Mental  Hygiene  has  held  no  meetings 
during  the  year,  but  reports  a recent  request  from 
the  National  Association  for  Mental  Health  for 
help  in  its  survey  of  mental  institutions  to  plan  a 
model  code  of  law  for  their  administration. 

I move  the  adoption  of  this  portion  of  the  report  . 

Dr.  Irving  J.  Sands,  Kings:  I second  it. 

. . .There  being  no  discussion,  the  motion  w’as  put 
to  a vote  and  was  unanimously  carried. . . 

Section  100 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV:  Rheumatic  Fever 

Dr.  James  Greenough,  Otsego:  The  Subcommittee 
on  Rheumatic  Fever  should  not  only  be  commended 
for  its  efforts  to  combat  the  disease  but  also  for  its 
suggestions  to  avoid  erroneous  diagnoses  of  rheu- 
matic heart  disease.  On  the  latter  point,  the 
Committee  suggests  presentation  by  school  phy- 
sicians of  suspected  cases  at  county  medical  meetings 
wdth  full  discussion  led  by  lecturers  from  the  State 
Soc;ety’s  postgraduate  courses. 

The  Subcommittee  has  reviewed  and  approved 
the  Department  of  Health’s  booklet,  “Guide  for 
Local  Rheumatic  Fever  Programs,”  and  has  made 
recommendations  on  a State-wide  program  plan  on 
rheumatic  fever  in  preparation  by  the  Bureau  of 
Maternal  and  Child  Welfare.  It  urges  county 
medical  societies  to  participate  in  community  health 
programs. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Alfred  Angrist,  Queens:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . 
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Section  101 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IV : Blood  Banks 

Dr.  James  Greenough,  Otsego:  Your  Reference 
Committee  concurs  with  the  Subcommittee  on 
Blood  Banks  in  its  deep  regret  and  great  loss  in  the 
death  of  Dr.  Ralph  Stillman. 

Blood  is  the  greatest  single  aid  we  have  in  military 
medicine,  civilian  medicine,  and  civilian  defense. 
The  Korean  War  and  the  possible  imminence  of 
atomic  attack  have  emphasized  the  importance  of 
enlarging  the  blood  procurement  program  and 
eliminating  all  friction  between  the  various  responsi- 
ble agencies.  The  Subcommittee’s  report  reflects 
its  activities  in  this  direction. 

Following  a meeting  of  the  American  Association 
of  Blood  Banks,  the  Subcommittee  made  six  recom- 
mendations which  were  approved  by  the  Council: 

1.  Form  a State  Association  of  Blood  Banks 
similar  to  California  and  Florida,  with  regional 
organization  utilizing  all  existing  blood  facilities 
and  uniform  operation. 

2.  Encourage  county  societies  to  retain  and 
establish  blood  banks  on  the  local  level. 

3.  Confer  with  the  National  Security  Resources 
Board  and  the  Red  Cross  on  blood  procurement. 

4.  Study  the  feasibility  of  mass  typing  by  a pilot 
plan. 

5.  Prevent  discontinuance  of  any  established 
blood  banks. 

6.  Provide  courses  on  blood  typing  in  women’s 
colleges. 

An  Advisory  Committee  on  Blood  Procurement 
was  appointed  by  the  State  Society.  This  com- 
mittee recommended  unification  and  cooperation 
of  all  organizations  for  blood  service  in  the  State. 

Strong  efforts  are  being  made  to  eliminate  differ- 
ences and  reach  agreements  between  the  five  county 
societies  of  greater  New  York  and  their  Red  Cross 
chapters. 

Yesterday,  the  Subcommittee  on  Blood  Banks 
met  with  Dr.  John  Miller,  representing  the  New 
York  State  Health  Department,  and  submitted  the 
following  resolution  to  Dr.  Hilleboe,  New  York 
State  Medical  Defense  Officer: 

In  the  interest  of  civil  defense,  it  is  obvious  that: 

1.  (a)  Existing  blood  banks  should  be  main- 

tained and  expanded. 

(6)  Defunct  blood  banks  should  be  re- 
opened at  the  earliest  possible  moment, 
(c)  Wherever  possible,  new  hospital  blood 
banks  should  be  established. 

2.  A program  for  blood  bank  training  for 
physicians,  nurses,  and  technicians  should  be  set 
up. 

3.  A meeting  should  be  arranged  between  the 
American  Red  Cross  and  other  agencies  involved 
in  blood  bank  services  to  formulate  an  effective 
future  policy. 

4.  The  organization  of  a New  York  State 
Society  of  Blood  Banks  is  a necessity  at  this  time. 

The  above  resolutions  have  been  discussed  with 
Dr.  Hilleboe. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  G.  B.  Gilmore,  Bronx:  I second  it. 
Vice-Speaker  Holcomb  : Is  there  any  discussion? 
This  question  of  blood  banks  has  been  controversial 
in  the  past.  Does  anybody  care  to  discuss  this 
portion  of  the  report? 

. . .The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried. . . 


Section  102 

Report  of  Reference  Committee  on  Report  of  Council, 
Part  IV : Film  Review 

Dr.  James  Greenough,  Otsego:  The  Subcom- 
mittee on  Medical  Film  Review  has  reported  on  its 
second  year  of  activity.  The  first  year,  as  shown 
by  the  1950  report  of  the  Subcommittee  and  the 
Reference  Committee,  was  largely  devoted  to  or- 
ganization. During  the  past  year,  much  work  has 
been  done  on  actual  review  and  appraisal,  as  well 
as  expansion  of  review  boards.  Some  simplification 
of  procedure  has  been  brought  about  by  utilizing 
preliminary  reviews  of  the  Medical  Film  Institute 
of  American  Medical  Colleges.  The  film  library 
now  contains  66  films  with  reviews  available  on  62 
of  them.  Such  a record  in  two  years  reveals  the 
admirable  work  of  the  Subcommittee  on  Medical 
Film  Review. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Gervais  W.  McAuliffe,  New  York:  I 
second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Dr.  Greenough:  Now  I move  the  adoption  of 
the  report  as  a whole. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  103  ( See  36) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IV:  Blood  For  the  Armed  Forces 

Dr.  James  Greenough,  Otsego:  I have  one  resolu- 
tion, which  was  submitted  to  this  Reference  Com- 
mittee for  action: 

“Whereas,  there  is  a great  need  for  whole  blood 
for  our  armed  forces  in  Korea;  therefore,  be  it 
hereby 

“Resolved,  that  May  15,  1951,  be  designated 
as  ‘Blood  for  Korea  Day’;  and  be  it  further 

“Resolved,  that  the  members  of  the  component 
county  medical  societies  be  called  upon  to  donate 
a pint  of  blood  to  the  Red  Cross;  and  be  it  further 
“ Resolved , that  other  state  medical  societies 
be  advised  of  this  action  and  invited  to  join  in 
this  demonstration  of  the  desire  of  the  medical 
profession  to  help  our  nation,  our  people,  and  our 
armed  forces.” 

With  the  consent  of  Dr.  Ogden,  who  introduced 
this  resolution,  Paragraphs  2 and  3 were  amended 
so  that  Paragraph  2 reads: 

“ Resolved , that  each  county  designate  a day  in 
the  near  future  to  be  called  ‘Blood  for  Korea 
Day'; 

and  Paragraph  3 reads: 

“Resolved,  that  on  that  day  the  members  of  the 
component  county  medical  societies  be  called 
upon  to  donate  a pint  of  blood  to  the  Red  Cross.” 
Your  Reference  Committee  has  ascertained  that 
there  will  be  no  expense  to  the  Society  incurred  by 
this  resolution.  The  Reference  Committee  recom- 
mends approval  of  the  resolution  as  amended,  and 
I so  move. 

Dr.  Frederick  A.  Wurzbach,  Bronx:  I second 
that  motion. 

Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
Am  I to  understand  that  the  blood  is  not  to  go  to 
Korea?  In  that  section  you  just  say,  “giving  a pint 
of  blood  to  the  Red  Cross”  without  specifying  where 
it  is  to  go. 
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Dr.  Greenough:  There  is  no  change  in  that 
respect,  that  it  should  go  to  Korea.  The  only 
reason  for  the  change  was  that  it  is  not  practical 
to  make  it  one  day,  particularly  in  some  of  the 
rural  areas  where  you  can  only  give  blood  when  the 
automobile  comes  to  get  it;  therefore,  we  suggested 
that  each  county  medical  society  appoint  its  own 
day  rather  than  make  it  May  15.  Dr.  Ogden,  who 
introduced  the  resolution,  said  it  was  hoped  that 
it  would  be  May  1 to  counteract  the  effects  of  May 
Day,  but  as  the  convention  did  not  move  in  time  to 
have  that  day  they  arbitrarily  picked  May  15. 
The  only  change  was  to  make  it  more  convenient 
for  the  rural  counties  to  have  their  particular  day 
when  they  could  do  it. 

Vice-Speaker  Holcomb:  Is  there  any  further 

discussion? 

Dr.  d’Angelo:  I don’t  think  my  question  was 

answered.  I would  like  to  have  him  read  the  third 
portion  of  that  resolved  in  which  he  says  the  blood 
| is  to  be  donated  to  the  Red  Cross,  period. 

Dr.  Greenough:  Do  you  want  the  original  one  or 
the  amended  one? 

Dr.  d’Angelo:  The  one  that  your  committee  is 
proposing,  the  third  portion. 

Dr.  Greenough:  Reading: 


Section  104  ( See  185) 

Request  for  Executive  Session  to  Consider  Report 
of  Committee  on  Hospital  and  Professional  Rela- 
tions 

Dr.  Harold  F.  R.  Brown,  Councillor:  Mr. 

Speaker,  the  nature  and  at  least  some  of  the  contents 
of  our  report  are  such  that  I would  like  to  have  it 
considered,  as  long  as  you  are  going  to  have  an 
executive  session  this  afternoon,  during  that  execu- 
tive session.  Therefore,  I so  move. 

Vice-Speaker  Holcomb:  Dr.  Brown  feels  that 
certain  portions  of  his  report  should  be  heard  before 
the  executive  session,  that  is  the  Committee  on 
Hospital  and  Professional  Relations. 

Dr.  Samuel  B.  Burk,  New  York:  I second  that. 
. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Vice-Speaker  Holcomb:  Does  anyone  have  a 
report  that  can  be  given  in  approximately  ten 
minutes? 

Section  105 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  V:  Physical  Medicine  and  Rehabilita- 
tion 


“Whereas,  there  is  a great  need  for  whole  blood 
for  our  armed  forces  in  Korea;  therefore,  be  it 
hereby 

“Resolved,  that  each  county  designate  a day  in 
the  near  future  to  be  called  ‘Blood  for  Korea 
Day’ ; and  be  it  further 

“ Resolved , that  on  that  day,  the  members  of  the 
component  county  medical  societies  be  called 
upon  to  donate  a pint  of  blood  to  the  Red  Cross; 
and  be  it  further 

“Resolved,  that  other  state  medical  societies 
be  advised  of  this  action  and  invited  to  join  in 
this  demonstration  of  the  desire  of  the  medical 
profession  to  help  our  nation,  our  people,  and  our 
armed  forces.” 


In  the  original  resolution  there  was  no  statement 
that  it  should  be  donated  to  the  Red  Cross  for  Korea, 
but  evidently  that  is  the  intent  of  the  resolution. 

Dr.  H.  J.  Knickerbocker,  Ontario:  As  Korea 
may  not  last,  and  there  may  be  others,  I move  we 
change  that  to  “from  Korea”  to  “the  armed  forces.” 

. . .The  motion  was  seconded,  and  as  there  was  no 
discussion  it  was  put  to  a vote  and  was  lost. . . 

Vice-Speaker  Holcomb:  The  amendment  is 

lost.  Is  there  any  further  discussion  on  the  original 
report  of  the  Reference  Committee? 

Dr.  Madge  C.  L.  McGuinness,  New  York: 
The  Women's  Medical  Society  of  New  York  State 
was  in  meeting  yesterday  and  wished  me  to  say  for 
them  that  they  are  one  hundred  per  cent  behind,  this 
resolution.  If  they  are  unable  to  give  it  themselves, 
or  it  will  not  be  accepted,  they  will  provide  a sub- 
stitute. (Applause) 

Vice-Speaker  Holcomb:  Are  you  ready  for  the 
question?  We  are  now  voting  on  the  Reference 
Committee’s  report.  Is  there  any  further  dis- 
cussion? 

. . .The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried. . . 

Dr.  Greenough:  Now  I wish  to  thank  the 

members  of  my  committee  for  their  assistance  and 
help  in  preparing  this  report,  Dr.  G.  B.  Gilmore, 
Dr.  Alfred  Angrist,  and  Dr.  Henry  P.  Smith. 

Vice-Speaker  Holcomb:  Thank  you  very  much, 
Dr.  Greenough,  for  a very  excellent  report. 


Dr.  George  E.  Anderson,  Kings:  The  Refer- 
ence Committee  reaffirms  the  principles  and  program 
of  the  Subcommittee  on  Physical  Medicine  and  Re- 
habilitation, which  stresses  the  need  for  wider 
educational  facilities,  not  only  in  all  the  medical 
schools  of  the  State,  but  in  the  direction  of  the 
rank  and  file  of  practitioners  of  medicine  throughout 
the  State.  The  Reference  Committee  feels  that  a 
lack  of  working  knowledge  in  the  sphere  of  pre- 
vention and  in  the  early  use  of  readily  available 
natural  modalities  is  largely  responsible  for  many  of 
the  difficult  or  irreversible  problems  encountered  in 
rehabilitation,  not  to  mention  the  geometric  in- 
creases in  the  costs  of  a “too-late”  approach  in  these 
same  problems.  The  answer  would  seem  to  be  one 
of  increasing  educational  facilities  as  part  of  the 
routine  scientific  programs  of  the  various  county 
societies. 

There  still  remains  the  problem  of  ways  and  means 
to  prevent  the  encroachment  by  quasiprofessionals 
on  the  practice  of  medicine.  It  is  likely  that  this 
could  best  be  met  by  a rigid  system  of  mandatory 
registration  by  technicians  rather  than  formal 
licensure,  which  in  a given  case  once  having  been 
established  permits  of  too  much  leeway  for  infraction 
of  regulations  without  quickly  available  punitive 
measures. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  W.  W.  Street,  Onondaga:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  106 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  V:  Nutrition 

Dr.  George  E.  Anderson,  Kings:  The  Sub- 
committee on  Nutrition  has  formally  presented  no 
problems  for  consideration  on  a State  Society  basis. 
This  fact  seems  unthinkable  in  crucial  times  when 
the  ready  availability  of  such  essential  foodstuffs  as 
meat  has  been  threatened.  The  Reference  Com- 
mittee feels  that  nutrition,  especially  from  the 
standpoint  of  animal  protein,  is  the  backbone  of 
health.  Eternal  vigilance  demands  that  the  medical 
profession  constantly  keep  its  fingers  on  the  pulse 
of  change  to  detect  and  bring  to  light  nutritional 
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trends  which  might  well  compromise  the  health  of 
the  people  in  times  of  stress. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Arthur  E.  Lamb,  Kings:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  107 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  V:  Geriatrics 

Dr.  George  E.  Anderson,  Kings:  The  Refer- 
ence Committee  unqualifiedly  approves  the  con- 
clusions and  program  of  this  Subcommittee.  The 
Subcommittee  again  stresses  the  need  for  expanding 
facilities  and  better  standards  for  nursing  homes  for 
the  aged.  This,  it  feels,  can  most  effectively  be 
accomplished  through  the  efforts  and  pressure  of 
ramifications  of  the  State  Department  of  Health. 
The  Reference  Committee  would  emphasize  that 
retirement  for  senescence  should  be  based  on  phys- 
ical and  mental  capacity  of  the  individual  to  work 
rather  than  on  chronologic  aging.  The  increasing 
aging  of  population,  together  with  the  effect  of  the 
use  of  such  inequitable  yardsticks  as  chronologic 
aging,  will,  unless  restrained,  ultimately  place 
excessive  burdens  on  the  future  working  manpower 
of  the  country.  The  public  needs  to  be  contin- 
uously reminded  of  this  danger;  public  education 
is  still  a crying  need. 

I present  this  portion  of  the  report  for  adoption. 

Dr.  A.  C.  Galluccio,  Bronx:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  108 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  V : Diabetes 

Dr.  George  E.  Anderson,  Kings:  The  Refer- 
ence Committee  reiterates  its  commendation  of  the 
entirely  meritorious  principle  espoused  by  the 
American  Diabetes  Association  to  find — as  a func- 
tion of  the  medical  profession — the  million  unknown 
diabetics  in  this  country  and  to  bring  them  to 
medical  care  before  they  develop  the  dire  complica- 
tions of  their  disease.  As  to  method  of  discovery 
to  be  pursued,  this  is  a matter  in  which  each  and 
every  county  society  should  have  complete  auton- 
omy of  decision.  Your  State  Committee  on  Dia- 
betes is  always  open  to  consultative  advice  as  to 
methods.  It  is  suggested  that  whatever  method  of 
discovery  is  used,  the  detection  center,  the  teaching 
center,  or  the  self-testing  technic,  the  plan  and  the 
results  accruing  to  the  Society  be  reported  direct 
to  your  State  Society  committee  rather  than  per- 
mitting such  data  to  reach  the  State  authority  by 
seepage  through  the  national  association. 

Dr.  Alfred  P.  Ingegno,  Kings:  I second  that. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  109 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  V : Cerebral  Palsy 

Dr.  George  E.  Anderson,  Kings:  The  Refer- 
ence Committee  would  commend  the  plans  of  this 
Subcommittee  for  training  of  technical  personnel. 
As  to  financial  policy,  it  would  suggest  that  in  this 
disease  the  principle  of  free  treatment  or  of  routinely 
defraying  the  costs  of  patient  care  by  the  organiza- 
tion should  be  discouraged  in  favor  of  yielding  to  the 
recipient’s  ability  and  willingness  to  pay  for  such 
care. 


I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Madge  C.  L.  McGuinness,  New  York: 

I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  110  (See  37) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  V:  Cooperation  with  Governor’s 

Commission  on  Chronic  Illness 

Dr.  George  E.  Anderson,  Kings:  Finally, 

as  to  the  resolution  referred  to  this  Committee 
introduced  by  Dr.  Norton  S.  Brown  of  New  York, 
namely,  “that  the  Medical  Society  of  the  State  of 
New  York  devise  means  by  which  the  Society  may 
cooperate  in  the  work  of  the  (Governor’s)  Com- 
mission on  Chronic  Illness,”  the  word  “Governor’s” 
being  added  for  clarity,  the  Reference  Committee 
would  urge  passage  of  this  resolution  showing  the 
Society’s  interest  in  and  willingness  to  meet  the 
problems  of  chronic  disease  in  this  State.  The 
Committee  recommends  that  the  Subcommittee 
on  Geriatrics  be  assigned  the  function  of  this  re- 
sponsibility. 

I move  the  adoption  of  Dr.  Brown’s  resolution. 

Dr.  William  B.  Rawls,  New  York:  I second  it. 

. . .Dr.  Samuel  B.  Burk,  New  York,  moved  and 
Dr.  William  B.  Rawls,  New  York,  seconded  an 
amendment  clarifying  the  language  of  the  sentence 
before  the  last.  This  was  accepted  by  the  Reference 
Committee.  . . 

. . .There  being  no  discussion,  the  main  motion 
was  put  to  a vote  and  was  unanimously  carried. . . 

Dr.  Anderson:  May  I at  this  time  thank  the 
members  of  my  Committee  for  their  excellent  co- 
operation, Dr.  Madge  C.  L.  McGuinness,  Dr.  A.  C. 
Galluccio,  and  Dr.  W.  W.  Street. 

I move  the  adoption  of  the  report  as  a whole  as 
amended. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Vice-Speaker  Holcomb:  Our  thanks  to  you 

and  the  members  of  your  Committee  for  an  excellent 
report. 

Section  111 

Felicitations  to  Dr.  William  H.  Ross 

Dr.  John  L.  Sengstack,  Suffolk:  This  is  a resolu- 
tion from  the  three  members  of  the  Suffolk  County 
Society,  and  it  reads: 

“Whereas,  this  House  of  Delegates  has  been 
graced  by  the  presence  of  a senior  member  of  the 
Board  of  Trustees  continuously  for  fifty-eight 
years;  and 

“Whereas,  this  Society  has  benefited  from  his 
wise  counsel  in  many  ways  over  these  years;  and 
“Whereas,  he  is  now  incapacitated  due  to 
illness  since  February,  1951,  now,  therefore,  be  it 
“Resolved,  that  this  House  of  Delegates  express  j 
its  appreciation  of  the  work  of  this  valuable  ,i 
member  and  instruct  the  Secretary  to  send 
greetings  and  wishes  for  a speedy  recovery  to  Dr. 
William  H.  Ross  of  Brentwood,  Long  Island.” 
Vice-Speaker  Holcomb:  I will  not  refer  that  tc 
any  reference  committee,  but  it  will  be  acted  upon 
directly  by  the  House  at  this  time. 

. . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried,  amid 
applause.  . . 

Vice-Speaker  Holcomb:  Dr.  Andresen  has  a 
request  to  make  at  this  time. 
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Section  112 

Appointment  of  Sergeants-at-arms  for  Executive 
Session 

Speaker  Andresen:  As  we  have  to  meet  at  one 
o’clock  in  executive  session,  we  will  now  have  to 
adjourn.  Before  adjourning  I want  to  announce  the 
sergeants-at-arms  for  this  afternoon.  We  have 
five  doors  to  cover,  and  I am  appointing  five  ser- 
geants-at-arms:  Dr.  Henry  E.  McGarvey,  of  West- 


chester, will  be  the  chief,  and  he  will  have  as  his 
assistants,  Dr.  Homer  J.  Knickerbocker  of  Ontario, 
Dr.  Edward  F.  Shea  of  Ulster,  Dr.  John  C.  Brady 
of  Erie,  and  Dr.  Thomas  M.  d’ Angelo  of  Queens. 
Will  these  gentlemen  please  be  here  promptly  to  see 
that  only  those  who  are  entitled  to  be  admitted  come 
into  this  room  at  that  time? 

. . .On  motion,  at  12:05  p.m.,  a recess  was  declared 
until  one  o’clock  p.m.,  when  the  House  would  be  in 
executive  session.  . . 


AFTERNOON  SESSION 
Tuesday,  May  i,  1951 


Following  an  executive  session,  (See  Section  185), 
the  House  convened  at  2 : 45  p.m. 

Section  113 

Announcements 

Speaker  Andresen:  We  will  start  the  open 
session  again.  I wish  to  make  a couple  of  announce- 
ments. 

I have  to  make  the  announcement  again  about 
banquet  tickets  for  tomorrow  evening.  They  are 
on  sale  at  the  left  of  the  stairs. 

I see  Dr.  Philbrick  is  ready  to  report  for  his 
Reference  Committee  on  Reports  of  the  Treasurer, 
Trustees,  and  Finance,  so  I will  let  the  other  an- 
nouncements go  until  later. 

Section  11  If 

Report  of  Reference  Committee  on  Report  of 
Treasurer 

Dr.  Guv  S.  Philbrick,  Niagara:  Your  Reference 
Committee  has  given  long  and  serious  thought  to  the 
>|:  Report  of  the  Treasurer. 

A deficit  is  reported  for  1950.  This  amounts  to 
, $40,697.  For  the  third  straight  year,  the  Society 
has  not  been  able  to  function  within  its  operating 
income.  Fortunately,  the  Society  has  an  invest- 
ment income  in  1950,  as  shown  by  the  report  of  the 
Board  of  Trustees,  of  $20,956,  reducing  the  operating 
deficit  to  $19,742. 

We  concur  wholeheartedly  in  the  warning  of  the 
Treasurer  that  we  cannot  continue  to  operate  at  a 
deficit  without  running  the  grave  risk  of  insolvency. 

; While  a number  of  factors  are  cited  as  being  re- 
: sponsible  for  the  1950  deficit,  notably  the  greatly 
1 increased  cost  of  running  the  various  departments  of 
1 the  Society,  we  must  underscore  the  fact  that  the 
1 largest  single  item  contributing  to  the  reported 
i deficit  is  the  expense  incurred  in  publishing  the 
1 Medical  Directory.  The  1951  edition  cost  $103,600. 

‘ This  figure  is  almost  double  the  cost  of  publishing 
1 the  Directory  in  1947,  reflecting  the  abnormal  rise 
in  the  cost  of  printed  matter.  The  Society  spends 
1 more  money  for  publication  of  the  Directory  than 
it  does  for  any  other  single  activity,  or  for  that 
i matter  more  than  it  costs  to  run  the  entire  adminis- 
j trative  office  of  the  Society. 

The  Committee  believes  that  this  House  of  Dele- 
gates is  faced  with  the  unpleasant  task  of  finding 
ways  and  means  of  balancing  the  budget  of  the 
t Society.  As  far  as  we  know,  this  can  be  done 
only  in  one  of  two  ways:  by  curtailing  or  eliminating 
one  or  more  services  of  the  Society  considered  less 
essential  than  others  or  by  augmenting  the  operating 
income  of  the  Society. 


For  the  reasons  stated  in  our  report  on  the  Report 
of  the  Board  of  Trustees,  we  do  not  recommend 
dipping  into  the  investment  fund  of  the  Society 
for  the  purpose  of  providing  it  with  working  capital. 

The  Committee  wishes  to  commend  the  Treasurer 
on  the  efficient  manner  in  which  he  has  performed 
the  duties  of  his  office. 

We  move  the  adoption  of  the  Report  of  the 
Treasurer. 

Dr.  Abraham  Koplowitz,  Kings:  I second  that 
motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  115 

Report  of  Reference  Committee  on  Report  of  Board 
of  Trustees 

Dr.  Guy  S.  Philbrick,  Niagara:  The  Com- 
mittee is  greatly  impressed  by  the  careful  manner  in 
which  the  Board  of  Trustees  has  attempted  to  con- 
serve the  funds  of  the  Society,  while  at  the  same  time 
not  impairing  or  curtailing  the  essential  activities 
of  the  Society. 

We  must  point  out,  however,  that  despite  all 
efforts  of  the  Trustees,  the  Council,  and  the  various 
departments  of  the  Society  to  keep  the  1951  budget 
within  our  operating  income,  a deficit  of  $2,400 
will  result  in  1951.  The  deficit  will  in  all  prob- 
ability exceed  this  figure,  because  nonbudgetary 
items  of  expense  are  certain  to  come  up  during  the 
year.  It  thus  is  apparent  that  the  $5.00  increase  in 
dues  voted  by  the  House  of  Delegates  in  1950  has 
failed  to  provide  the  Society  with  sufficient  operating 
income. 

The  fact  that  we  are  faced  with  another  deficit  in 
1951  should  serve  to  emphasize,  as  recommended  in 
the  report  of  this  Committee  on  the  Report  of  the 
Treasurer,  the  need  of  taking  immediate  steps  look- 
ing toward  curtailment  or  elimination  of  less  vital 
and  essential  services  or  augmenting  the  operating 
revenue  of  the  Society. 

We  concur  in  the  view  expressed  by  the  Trustees 
that  the  investments  form  an  important  part  of  the 
financial  structure  of  the  Society.  For  this  reason, 
we  do  not  recommend  dipping  into  the  investment 
fund  to  provide  working  capital  for  the  Society. 

In  closing  the  report,  we  would  like  to  express  our 
deepest  sorrow  at  the  passing  of  Dr.  James  F. 
Rooney,  who  for  many  years  gave  unstintingly  of  his 
time  and  effort  to  the  work  of  the  Society.  His  loss 
is  certain  to  be  felt  keenly. 

The  Committee  also  expresses  its  regret  that  ill 
health  made  necessary  the  resignation  of  Mr.  Dwight 
Anderson,  who  for  many  years  was  a faithful  and 
diligent  servant  of  the  Society. 
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With  the  foregoing  observations,  the  Committee 
moves  the  adoption  of  the  report  of  the  Board  of 
Trustees,  attesting  as  it  does  to  the  diligence  and 
efficiency  with  which  they  have  discharged  the  duties 
of  their  office. 

I move  the  adoption  of  this  part  of  our  report. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  116  ( See  9) 

Report  of  Reference  Committee  on  Report  of  the 
Finance  Committee 

Dr.  Guy  S.  Philbrick,  Niagara:  Your  Reference 
Committee  has  noted  carefully  the  Report  of  the 
Finance  Committee,  presenting  the  budget  for  the 
current  year.  We  are  satisfied  that  every  effort 
has  been  made  to  keep  the  budget  items  at  an  irre- 
ducible minimum.  However,  because  of  higher 
operating  costs  the  1951  budget  calls  for  the  ex- 
penditure of  $58,234  more  than  was  spent  in  1950. 

Your  Reference  Committee  notes  that  the  Finance 
Committee  projects  a surplus  at  the  end  of  1951 
by  reason  of  the  $5.00  increase  in  dues  last  year  but 
notes,  however,  that  there  are  reasons  why  this  is 
not  true. 

You  will  recall  that  the  Board  of  Trustees,  being 
very  realistic,  already  projects  a deficit  of  $2,400 
for  the  year  1951.  We  know  that  there  will  be 
unforeseen  expenditures,  renewed  requests  for  in- 
creases in  salaries,  and  increases  in  the  costs  of 
supplies  and  service  which  will  further  increase  the 
deficits. 

Your  Reference  Committee  does  not  feel  that  the 
way  to  balance  the  budget  is  by  increasing  the  dues 
every  two  or  three  years.  We  feel  that  this  can  only 
be  done  by  the  elimination  of  some  of  the  less  essen- 
tial items  in  our  budget. 

Your  Reference  Committee  recommends  that  the 
Directory  be  published  every  two  years,  that  the 
Committee  on  Publication  be  urged  to  cut  the  cost 
of  such  publication  to  the  minimum  by  the  deletion 
of  all  nonessential  data  such  as  the  street  directories 
of  the  three  boroughs  of  New  York,  the  scientific 
information,  and  making  it  a paper  instead  of  a hard 
bound  volume. 

We  move  the  adoption  of  the  Report  of  the  Fi- 
nance Committee. 

Dr.  Thomas  M.  Watkins,  St.  Lawrence:  I 

second  that  motion. 

Dr.  Samuel  B.  Burk,  New  York:  Mr.  Speaker, 
I believe  that  the  Board  of  Trustees  is  fully  cognizant 
of  what  is  going  on  from  the  standpoint  of  finance, 
and  in  view  of  the  fact  that  some  of  the  subject 
matter  entails  the  activities  of  the  Council  of  the 
Society  I wish  to  amend  the  motion  so  that  it  be 
referred  to  the  Council  for  further  study  and  dis- 
position. 

Speaker  Andresen:  Will  anybody  second  the 
motion  to  refer? 

Dr.  Samuel  Z.  Freedman,  New  York:  Explain 
what  the  purpose  of  it  is. 

Dr.  Burk:  The  purpose  of  referring  this  matter  is 
that  there  has  been  a question  of  raising  the  dues 
other  than  at  two-year  periods  as  may  be  indicated, 
and  secondly  the  question  of  the  financial  picture  of 
the  whole  Society.  As  you  know,  each  bricklayer, 
plumber,  or  any  other  artisan  has  to  pay  a certain 
amount  of  dues  as  may  be  indicated,  and  I believe 
that  this  Society  should  feel  the  same  way  about  it, 
and  that  we  have  been  fortunate  thus  far  in  being 
able  to  hold  it  down  as  well  as  we  have. 


Dr.  Freedman:  I still  don’t  know  what  you  are 
driving  at. 

Speaker  Andresen:  Does  anybody  second  this 
motion  to  refer  this  matter  to  the  Council? 

. . .There  was  no  response. . . 

Speaker  Andresen:  There  being  no  second,  the 
motion  fails. 

We  now  come  to  the  consideration  of  the  report. 
Is  there  any  further  discussion? 

Dr.  Joseph  A.  Geis,  District  Delegate:  Your 
Reference  Committee  on  Report  of  the  Council, 
Part  XI,  Publications,  has  a report  on  this,  in  which 
we  disagree  with  this  Committee’s  report  on  one 
slight  item.  Your  Reference  Committee  on  the 
Report  of  the  Trustees  recommends  the  use  of  a 
paper  cover  for  the  Directory,  while  our  Committee  is 
most  strenuous  in  opposing  that,  as  the  present  cover 
or  some  other  hard  cover  is  so  much  more  practical 
that  we  don’t  believe  you  gain  anything  in  the  end 
by  going  to  the  cheap  paper  cover,  which  will  be 
gone  after  you  have  used  the  Directory  four  or  five 
times. 

Speaker  Andresen:  You  did  not  make  that 
recommendation,  did  you? 

Dr.  Philbrick:  That  the  Committee  on  Publica- 
tions be  urged  to  cut  the  cost  of  such  publication 
by  doing  certain  things.  It  is  not  a directive. 
It  is  not  an  order.  It  is  a request.  It  is  a sugges- 
tion which  they  can  take  or  not  as  they  please. 

. . .The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Section  117  (See  45) 

Report  of  Reference  Committee  on  Reports  of 
Treasurer,  Trustees,  and  Finance:  Emergency 

Expenditures 

Dr.  Guy  S.  Philbrick,  Niagara:  This  is  on  a 
resolution  that  was  referred  to  this  Reference  Com- 
mittee, on  emergency  expenditures,  introduced  by 
Dr.  David  MacFarland  of  Oneida  County.  I will 
read  all  of  the  resolution,  shall  I? 

Speaker  Andresen:  Yes,  you  had  better. 

Dr.  Philbrick:  Reading: 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  represents  the  largest  group  of  phy- 
sicians in  the  United  States;  and 

“Whereas,  the  complex  society  in  which  we 
live  today  demands  that  we,  as  a profession, 
continue  to  accept  the  obligations  imposed  upon 
us  by  that  society;  and 

“Whereas,  many  medical  societies  have  recog- 
nized the  compelling  need  for  comprehensive 
public  relations  programs  designed  to  further  the 
public  interest;  and 

“Whereas,  a public  relations  program  must  be  j 
flexible  enough  so  that  it  can  be  adapted  to  chang- 
ing conditions  and  circumstances;  and 

“Whereas,  a good  public  relations  program 
should  never  be  hampered  by  limited  funds,  and  j 
thus  a strict,  inflexible  budget  at  the  beginning  ol 
the  year  should  not  be  permitted  to  put  a ceiling 
on  public  relations  activity;  and 

“Whereas,  the  medical  profession  still  has,  anc 
will  have  for  years  to  come,  a battle  againsl 
socialized  medicine  that  must  be  won;  and 

“Whereas,  our  best  weapon  in  this  battle  is  i * 
constantly  improving  and  expanding  publi'  ■ 
relations  program;  therefore,  be  it  hereby 

“Resolved,  that  the  resolution  adopted  by  thi 
House  of  Delegates  assembled  at  the  144tl 
Annual  Convention,  limiting  the  Medical  Society ! 
of  the  State  of  New  York  to  a ‘pay-as-you  go 
fiscal  policy,  be  altered  to  read  that  ‘The  Medica 
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Society  of  the  State  of  New  York  shall  carry  on  a 
“pay-as-you-go”  fiscal  policy,  but  this  does  not 
restrict  the  use  of  treasury  reserves  in  an  emer- 
gency for  unexpected  expenses,  subject  to  the 
approval  of  the  Council  and  the  Board  of  Trus- 
tees.’ ” 

Your  Reference  Committee,  after  careful  study, 
approves  this  resolution,  and  moves  its  adoption. 

Dr.  John  C.  Kinzly,  District  Delegate:  I second 
the  motion. 

Dr.  Samuel  Z.  Freedman,  New  York:  It  is 
rather  difficult  to  stand  up  and  oppose  something 
^ which  may  appear  to  be  favoring  of  our  position 
' before  the  public.  To  speak  against  this  motion 
it  may  be  implied  that  one  is  against  improving 
public  relations.  Incidentally,  this  very  fluid 
; term  of  “public  relations”  can  be  interpreted  in 
many  different  ways,  but  I would  like  to  urge  that 
you  defeat  this  motion  giving  any  group  in  our 
; organization  the  right  to  spend  money  without  a 
i fixed  ceiling  during  the  time  of  a crisis. 

Now  who  shall  determine  what  is  a crisis,  how 
1 1 important  a crisis  it  is,  and  how  much  money  shall 
; , be  spent? 

I think  parenthetically  one  can  very  honestly  state 
that  the  improvement  in  our  public  relations  has 
1 1 resulted  almost  entirely  from  the  encouragement 
of  voluntary  medical  nonprofit  insurance,  at  least 
so  we  find  it  down  in  the  large  city  of  New  York, 

• as  a result  of  which  more  and  more  people  are  not 
looking  to  the  Government  to  meet  the  expenses  of 
medical  illness,  including  hospitalization  and  so  on. 
That  basically  takes  away  the  drive  in  large  groups 
for  Government  meddling  in  our  activities. 

We  have  heard  a lot  about  public  relations.  It 
seems  to  be  that  all  you  have  to  do  is  to  hire  people 
land  spend  a lot  of  money  and  send  out  many  posters 
and  do  a lot  of  talking,  and  ergo  you  will  get  better 
[public  relations.  Public  relations  can  only  result 
[from  the  people,  the  patients,  being  able  to  meet 
their  doctors  and  the  individual  doctors  giving  them 
the  kind  of  service  that  satisfies  them. 

I would  certainly  urge  you  against  adopting  this 
(because  this  will  open  up  an  avenue  for  the  spending 
of  our  reserves.  We  are  already  running  into  the 
red,  and  now  we  stand  a chance  of  having  some  of 
our  reserves  taken  away  as  well.  There  is  no  hurry 
i about  this  thing.  You  have  heard  another  report 
.which  advocates  some  change  in  our  public  relations, 
and  if  you  will  recall  I asked  the  question  about  how 
much  it  would  cost.  We  are  now  spending  $145,000 
’under  three  different  items,  all  of  which  add  up  to 
j public  relations.  One  is  the  Bureau  of  Public 
; Relations,  one  is  the  Legislation  Bureau,  and  the 
i other  one  is  the  Bureau  of  Medical  Care  Insurance. 

! These  are  all  public  relations.  I think  we  ought  to 
go  a little  slowly  at  this  time  in  opening  up  an  avenue 
for  the  spending  of  our  reserves,  and  I speak  against 
it. 

Dr.  Samuel  B.  Burk,  New  York:  Mr.  Speaker 
and  gentlemen  of  the  House,  one  must  recognize 
that  in  the  interim  between  meetings  of  the  House 
1 of  Delegates,  the  Council  takes  precedence.  In 
* other  words,  they  look  after  our  welfare.  Inasmuch 
: as  we  have  staid  and  solid  inviduals  who  are  on  that 
Council,  and  our  chairman  of  the  Reference  Com- 
mittee makes  it  very  plain  that  this  whole  matter 
1 be  referred  to  the  Council,  I believe  that  you  should 
. sustain  his  report. 

Dr.  George  Schwartz,  Bronx:  Point  of  order: 
I think  this  matter  is  entirely  out  of  order,  since  the 
Council  has  the  privilege  and  the  prerogative  at  the 
| present  time  to  take  care  of  any  emergency  matter. 


This  matter  of  public  relations  is  something  which 
we  have  all  argued  about.  It  is  a matter  of  concern 
to  our  local  counties.  In  this  instance  we  are  wast- 
ing a lot  of  time,  simply  because  the  Council  has 
emergency  powers,  and  this  motion  or  this  resolution 
merely  refers  to  an  emergency  situation.  Therefore, 
I move  the  question,  Mr.  Chairman. 

Dr.  Fenwick  Beekman,  Trustee:  I think  this 
whole  point  is  out  of  order  because  the  Trustees 
have  power  already  to  spend  that  money. 

Speaker  Andresen:  It  is  merely  expressing 
confidence  in  their  judgment. 

Dr.  Beekman:  The  Bylaws  cover  that.  They 
have  not  spent  it  yet,  and  I don’t  think  they  will 
spend  it.  I belive  the  whole  question  is  out  of 
order. 

Speaker  Andresen:  It  is  merely  a vote  of  con- 
fidence. 

Dr.  Burk  : It  is  reaffirmation. 

Dr.  Philbrick:  This  was  simply  to  unlock  the 
tied  hands. 

Speaker  Andresen:  It  expresses  faith  in  our 
Council. 

Dr.  Freedman:  I want  to  go  on  record  as  ex- 
pressing faith  in  our  Council.  I have  nothing 
against  the  Council. 

Speaker  Andresen:  I will  rule  that  the  motion 
can  be  put.  It  was  a committee  report.  I don’t  see 
that  it  can  possibly  do  any  harm,  and  I don’t  see 
that  it  is  definitely  out  of  order. 

. . .The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  carried. . . 

Dr.  Philbrick:  Mr.  Speaker,  I move  for  the 
adoption  of  the  report  of  the  Reference  Committee  as 
a whole. 

Dr.  Madge  C.  L.  McGuinness,  New  York: 
I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Dr.  Philbrick:  I wish  to  thank  the  other 

members  of  my  Committee  for  their  cooperation, 
Drs.  Thomas  M.  Watkins,  W.  J.  Tracey,  Edward  P. 
Flood,  and  John  C.  Kinzly. 

Section  118  ( See  68) 

Report  of  Reference  Committee  on  Reports  of 
Malpractice  Insurance  and  Defense  Board  and 
Legal  Counsel:  Protection  of  Interns  and  Residents 
Against  Malpractice  Suits 

Dr.  Eugene  H.  Coon,  Nassau:  Mr.  Speaker  and 
members  of  the  House,  I wish  to  report  on  the 
resolution  introduced  by  Dr.  George  Lawrence,  of 
Queens,  subject  “Protection  of  Interns  and  Residents 
Against  Malpractice  Suits” : 

“Whereas,  physicians  and  surgeons  donate 
time  and  services,  gratis,  to  the  poor  and  in- 
digent, in  public  hospitals  and  institutions,  and 
under  conditions  and  modes  of  therapy  which 
they  often  cannot  control;  therefore,  be  it 

1 ‘ Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  take  the  appropriate  steps  to  relieve 
and  protect  from  malpractice  liability  those 
interns,  residents,  and  other  physicians  rendering 
care  in  public  institutions  without  receiving 
compensation  from  the  patient;  and  be  it  further 
“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  intro- 
duce a resolution  to  the  effect  that  the  Medical 
Society  of  the  State  of  New  York  support  the  re- 
introduction  and  passage  of  bills  Senate  Int. 
1108  and  Assembly  Int.  1477  in  the  New  York 
State  Legislature  in  1952.” 
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Your  Reference  Committee  has  considered  this 
resolution.  We  did  not  have  copies,  nor  were  copies 
reproduced,  of  the  two  bills  mentioned,  but  we  are 
assured  that  they  had  to  do  with  the  requesting  of 
legal  authority  for  malpractice  insurance  being 
taken  out  by  public  hospitals  and  institutions. 

We  would  change  the  second  “resolved”  to  read: 

“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  request 
that  the  Council  take  action  to  reintroduce  Senate 
Int.  1108  and  Assembly  Int.  1477  in  the  New  York 
State  Legislature  in  1952  and  to  work  for  their 
passage.” 

We  approve  the  resolution  as  amended  and 
request  its  referral  to  the  Council  for  action. 

Dr.  Clarence  G.  Bandler,  New  York:  I 

second  the  motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Dr.  Coon:  Now  I move  the  adoption  of  the  report 
of  the  Reference  Committee  on  Reports  of  Malprac- 
tice Insurance  and  Defense  Board  and  Legal  Counsel 
as  a whole. 

Dr.  Thomas  F.  McCarthy,  Bronx:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Dr.  Coon:  May  I take  this  opportunity  to  say 
that  I certainly  enjoyed  working  with  my  com- 
mittee, and  I wish  publicly  to  thank  Dr.  Clarence 
G.  Bandler,  Dr.  Kenneth  H.  Bott,  Dr.  Thomas  F. 
McCarthy,  and  Dr.  Harold  C.  Kelley  for  their 
courteous  help.  I also  wish  to  thank  Mr.  Wanvig 
and  Mr.  Martin  and  the  members  of  the  Society 
who  appeared  before  the  Committee  yesterday 
afternoon  and  gave  us  their  help. 

Speaker  Andresen:  Thank  you,  Dr.  Coon,  for 
that  excellent  presentation. 

Section  119 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  II:  Maternal  and  Child  Welfare 

Dr.  Clyde  L.  Randall,  Section  Delegate:  Mr. 
Speaker  and  members  of  the  House  of  Delegates, 
this  is  the  Report  of  the  Reference  Committee  on 
Report  of  Council,  Part  II,  Maternal  and  Child 
Welfare. 

The  Reference  Committee  has  reviewed  the  annual 
report  of  the  Subcommittee  on  Maternal  and 
Child  Welfare  as  published  in  the  1951  Annual  Re- 
ports of  the  Officers,  Council,  and  Committees  of  the 
Medical  Society  of  the  State  of  New  York. 

We  approve  efforts  to  arrange  a joint  meeting  of 
the  Subcommittees  and  the  Department  of  Health 
to  consider  the  recommendations  regarding  maternal 
health  being  prepared  by  Dr.  Edward  R.  Schlesinger, 
director  of  the  State  Health  Department’s  Bureau  of 
Maternal  and  Child  Health. 

The  Reference  Committee  recognizes  the  ad- 
vantages accruing  to  those  communities  in  which 
periodic  surveys  of  maternal  and  infant  mortality 
locus  attention  upon  factors  which  seem  to  account 
for  the  preventable  losses  reported.  We  also 
endorse  the  suggestion  that  regional  committees,  if 
formed,  could  bring  the  advantages  of  such  periodic 
surveys  to  the  smaller  communities  throughout  the 
State. 

We  congratulate  the  Subcommittee  and  the  De- 
partment of  Health  upon  their  accomplishment  in 
the  study  of  retrolental  fibroplasia  and  urge  wide- 
spread compliance  with  Dr.  Conrad  Berens’  sugges- 
tion, i.e.,  that  all  infants  weighing  less  than  1,810 
Gm.  receive  careful  periodic  ophthalmic  examina- 
tions. 


The  Reference  Committee  approves  the  suggestion 
that  efforts  be  made  to  establish  a respirator  center 
in  upstate  New  York  in  order  to  assure  respirators 
to  communities  where  they  are  not  at  present 
available. 

The  Subcommittee  is  studying  the  problems  in- 
volved in  the  organization  of  a State  Committee 
of  School  Physicians. 

I move  the  adoption  of  this  portion  of  the  Refer- 
ence Committee’s  report. 

Dr.  Thurman  B.  Givan,  Kings:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  120  ( See  59) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  II:  Lay  Advertising 

Dr.  Clyde  L.  Randall.  Section  Delegate:  The 
resolution  introduced  by  Dr.  Morris  Weintrob 
regarding  the  lay  advertising  publication  of  a busi- 
ness firm  and  interested  association  has  been  con- 
sidered. 

With  the  approval  of  the  introducer,  mention  of  a 
specific  publication,  firm,  and  association  has  been 
deleted,  and  the  resolution  now  reads  as  follows: 

“Whereas,  a lay  advertising  publication  is 
being  distributed  in  a series  of  letters  with  the 
compliments  of  a business  firm;  and 

“Whereas,  this  publication  contains  the  follow- 
ing statements : 

In  Letter  #7;  ‘We  will  keep  you  posted  on 

how  to  select  the  best  of  medical,  hospital  and 
nursing  care. 

“ ‘You  will  want  to  select  a doctor  who  limits 
his  practice  to  the  care  of  expectant  mothers. 
If  such  a doctor  is  not  available,  then  choose 
one  who  does  most  of  the  baby-bringing  in  your 
community. 

“ ‘Choose  a doctor  who  can  take  you  to  a hos- 
pital which  has  a good  standard  of  obstetric  care. 
There  are  many  excellent  hospitals  in  this  coun- 
try, where  both  mother  and  baby  may  get  the 
very  best  care.  There  are  some  hospitals  where 
it  is  unsafe  to  go.  These  unsafe  hospitals  are 
in  big  cities  as  well  as  in  smaller  towns  and 
villages.  Find  out  if  your  hospital  is  approved 
by  the  American  College  of  Surgeons  for  obstetric 
care,  or  if  it  has  a separate  maternity  department, 
with  a separate  staff  of  doctors  and  nurses  and  a 
separate  delivery  room.  Care  in  a clinic  or  ward 
where  the  best  technics  to  protect  you  and  your 
baby  are  practiced  is  far  better  than  care  in  the 
private  office  of  an  inexperienced  or  poorly  trained 
doctor,  or  in  a private  hospital  room  with  a 
beautiful  view  of  the  sky  line,  where  the  basic 
rules  of  safe  maternity  are  not  observed.’ 

“In  Letter  §3:  Advice  is  given  on  sexual  in- 
tercourse which  is  not  thoroughly  discussed 
and  which  advice,  furthermore,  is  the  proper 
responsibility  of  the  attending  physician. 

“In  Letter  §4:  The  following  comments  con- 
cerning premature  delivery  appear: 

“1 — ‘Soon  that  baby  of  yours  will  be  seven 
months  old.  By  this  time  he  could  live  if  he 
were  born.  Of  course,  he  would  need  the  very 
best  of  attention  by  doctors  and  nurses  who 
know  how  to  care  for  premature  babies  ....  so 
he  would  have  to  be  protected  against  infection 
by  the  best  medical  and  nursing  technics.  .....  I 
Now  you  see  one  very  good  reason  why  it  is 
so  important  to  go  to  a hospital  that  has  the 
necessary  equipment,  staffed  with  doctors  and 
nurses  with  the  knowhow'.’ 
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“In  Letter  §6:  which  contains  illustrations 
of  vertex  and  breech  deliveries,,  there  is  the 
statement:  ‘You  can  see  by  the  pictures  how 
the  baby  is  born  from  both  these  positions. 
The  manipulations  of  breech  birth  require  great 
skill,  knowledge,  and  experience  in  your  doctor 
. . . .but  that  is  one  of  the  reasons  why  you 
have  selected  a competent  doctor.' 

• “In  Letter  / 7 : Under  the  heading,  ‘Choos- 
ing your  baby’s  doctor,’  the  following  appears: 
‘Your  baby  needs  to  be  under  the  watchful  eye 
of  a doctor  who  knows  babies  and  how  they 
grow,  etc.’  and  concludes  with:  ‘So  choose  a 
pediatrician  with  the  same  meticulous  care  with 
which  you  selected  your  obstetrician’ ; and 
“Whereas,  such  comments  as  noted  above 
destroy  confidence  in  the  general  practitioner  no 
matter  how  well  qualified  he  may  be  to  engage  in 
obstetric  practice,  and  seek  to  instill  the  idea  that 
only  a certified  obstetrician  or,  as  the  publication 
infers,  second  best,  ‘one  who  does  most  of  the 
baby-bringing’  in  a community,  may  be  trusted 
to  manage  the  case  of  a pregnant  woman,  and 
furthermore,  such  comments,  in  addition,  cast 
uncalled-for  aspersions  on  the  caliber  of  hospitals 
which  do  not  happen  to  have  the  approval  of  the 
American  College  of  Surgeons,  and  in  addition 
6uch  comments  seek  to  inculcate  the  idea  that 
none  but  a pediatrician  can  give  proper  pro- 
fessional medical  care  to  babies;  now  be  it  hereby 
“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York: 

1.  Notify  this  business  firm  and  any  other 
firm  or  association  responsible  for  this  type  of  lay 
publicity  and  ‘education’  that  it  is  considered  to 
be  unwise,  not  in  keeping  with  the  facts,  and 
should  be  withdrawn. 

2.  Instruct  its  delegates  to  bring  this  problem 
before  the  House  of  Delegates  of  the  American 
Medical  Association  in  order  that  active  measures 
may  be  taken  on  a national  scale  to  bring  about  a 
cessation 

(а)  of  such  lay  meddling  with  the  practice  of 
medicine; 

(б)  unfair  discrimination  against  general  prac- 
titioners; 

(c)  indirect  slurs  on  the  medical  colleges  which 
have  taught  general  practitioners  the  sub- 
jects of  obstetrics  and  pediatrics; 

(d)  unwarranted,  indirect  disapproval  of  the 
departments  of  education  of  the  various 
states  which  have  licensed  general  practi- 
tioners to  practice  obstetrics  and  pediatrics 
by  virtue  of  having  licensed  them  to  prac- 
tice medicine. 

3.  “And,  finally,  to  request  lay  organizations 
to  cease  and  desist  from  any  further,  uncalled- 
for  deprecation  of  hospitals  which,  despite  lack 
of  approval  by  the  American  College  of  Surgeons 
for  training  of  interns  and  residents,  nevertheless 
provide  good  obstetric  and  pediatric  facilities 
for  patients  under  the  care  of  capable  practi- 
tioners of  medicine  who  do  not  happen  to  be 
certified  as  specialists.” 

With  these  changes,  your  Reference  Committee 
recommends  adoption  of  this  resolution.  I move 
the  acceptance  of  this  report  reviewing  the  current 
activities  of  the  Council  Sub  ommittee  on  Maternal 
and  Child  Welfare. 

Dr.  Reginald  A.  Higgons,  Westchester:  I 

second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 


Dr.  Randall:  Mr.  Speaker,  it  has  also  been 
suggested  that  this  resolution  as  now  amended  be 
substituted  in  the  official  minutes  as  published  for 
the  original  resolution  introduced  yesterday  by 
Dr.  Weintrob,  and  if  it  meets  with  Dr.  Weintrob's 
approval  I will  so  move. 

Dr.  Thurman  B.  Givan,  Kings:  I second  that 
motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Speaker  Andresen:  Thank  you,  Dr.  Randall. 

Section  121 

Report  of  Reference  Committee  on  Miscellaneous 
Business:  Report  of  Nursing  Education  Committee 

Dr.  A.  H.  Aaron,  Erie:  I wish  at  this  time  to 
thank  the  many  members  of  the  State  Society  and 
the  officer  of  the  American  Medical  Association  who 
appeared  before  our  Committee  and  gave  valuable 
advice  and  aid  in  arranging  the  reports  we  are  to 
present  to  you. 

I am  omitting  all  of  the  “whereases”  from  the 
resolutions  on  which  you  are  going  to  get  reports, 
but  if  you  want  to  have  something  extra  read  ask 
for  it. 

This  is  on  the  Report  of  the  Council  Committee 
on  Nursing  Education:  The  Committee  recognizes 
the  importance  of  proper  cooperation  with  nursing 
facilities,  which  was  studied  by  the  Council  Com- 
mittee, and  approves  their  entire  efforts  and  zeal 
in  this  direction.  I move  the  adoption  of  their 
report. 

Dr.  Walter  S.  Bennett,  Washington:  I second 
the  motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  122 

Report  of  Reference  Committee  on  Miscellaneous 
Business:  Report  of  Woman’s  Auxiliary  Committee 

Dr.  A.  H.  Aaron,  Erie:  We  have  reviewed  the 
Council  Committee  reports  on  the  Woman’s  Auxili- 
ary, and  heartily  approve  the  activities  of  this  Com- 
mittee. We  move  the  adoption  of  their  report. 

Dr.  Benjamin  M.  Bernstein,  Kings:  I second 
it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  12S  {See  49) 

Report  of  Reference  Committee  on  Miscellaneous 
Business:  Public  Relations  Lectures  in  Medical 
Schools 

Dr.  A.  H.  Aaron,  Erie:  Reporting  on  the  resolu- 
tion introduced  by  Dr.  Arthur  Gaffney,  of  Oneida 
County,  “Public  Relations  Lectures  in  Medical 
Schools.”  {See  Section  49) 

We  approve  the  resolution,  and  suggest  that 
county  medical  societies  where  medical  schools  are 
located  stimulate,  aid,  and  participate  in  every 
manner  possible  in  such  a program. 

I move  the  adoption  of  the  report,  approving  the 
resolution.  • 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  124  {See  29) 

Report  of  Reference  Committee  on  Miscellaneous 
Business:  Medical  Ethics 

Dr.  A.  H.  Aaron,  Erie:  On  the  resolution  in- 
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troduced  by  Dr.  William  Ostrow,  of  Kings  County. 
(See  Section  29) 

We  affirm  that  inasmuch  as  this  is  part  of  the 
Principles  of  Professional  Conduct  of  the  practice 
of  medicine  in  the  State  of  New  York,  we  approve 
this  resolution.  I so  move. 

Dr.  Chas.  Gordon  Heyd,  Past- President:  I 

second  it. 

. .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  125  (See  77) 

Report  of  Reference  Committee  on  Miscellaneous 
Business:  Publication  of  Drug  Index 

Dr.  A.  H.  Aaron,  Erie:  On  the  resolution  in- 
troduced by  Dr.  Morris  Weintrob,  of  Kings  County. 
(See  Section  77) 

We  approve  in  principle  but  doubt  the  value  of  the 
State  Society  to  embark  on  this  program.  We 
recommend  no  action  be  taken,  and  I so  move. 

Dr.  Samuel  B.  Burk,  New  York:  I second  that. 
. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  126  (See  28) 

Report  of  Reference  Committee  on  Miscellaneous 
Business:  American  Medical  Education  Founda- 
tion 

Dr.  A.  H.  Aaron,  Erie:  Resolution  submitted  by 
Dr.  Benjamin  M.  Bernstein,  of  Kings  County,  on  the 
American  Medical  Education  Foundation.  (See 
Section  28) 

It  has  been  brought  to  our  attention  by  one  of  the 
officials  of  the  American  Medical  Association  that 
this  has  already  been  accomplished  by  the  Board  of 
Directors  of  the  American  Medical  Education 
Foundation. 

Speaker  Andresen  : What  is  your  recommenda- 
tion, Dr.  Aaron? 

Dr.  Aaron:  We  approve  of  the  resolution,  and 
I so  move. 

Dr.  Samuel  B.  Burk,  New  York:  I second  the 
motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  127  (See  56) 

Report  of  Reference  Committee  on  Miscellaneous 
Business:  Oath  of  Allegiance 

Dr.  A.  H.  Aaron,  Erie:  Resolution  submitted  by 
Dr.  Edwin  L.  Harmon,  of  Westchester  County. 
(See  Section  56) 

We  approve  of  the  principle  of  this  resolution  in  all 
factors  that  will  result  in  a reaffirmation  of  the 
principles  of  Americanism  embodied  in  it.  We  move 
the  resolution  be  referred  to  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  for  further 
6tudy,  consideration,  and  action. 

Dr.  Joseph  A.  Geis,  District  Delegate:  I second 
that. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  128  (See  63) 

Report  of  Reference  Committee  on  Miscellaneous 
Business:  Membership  in  American  Medical 

Association  (Payment  of  Dues) 

Dr.  A.  H.  Aaron,  Erie:  Resolution  submitted 
by  Dr.  Waring  Willis,  of  Westchester,  subject 


“Membership  in  the  American  Medical  Association.” 
(See  Section  63) 

We  disapprove  the  resolution  on  the  basis  it 
would  be  inequitable  to  various  counties  in  this 
State  who  have  paid  their  1950  dues.  It  is  regret- 
table that  insufficient  information  was  disseminated 
at  the  county  level,  and  it  is  also  regrettable  that 
various  members  did  not  appreciate  the  fact  that 
they  had  been  members  of  the  American  Medical 
Association  at  the  time  the  1950  dues  were  due  and 
payable. 

I move  the  adoption  of  the  Reference  Committee’s 
report. 

Dr.  Gerald  Manley,  Livingston:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 


Section  129  (See  35) 

Report  of  Reference  Committee  on  Miscellaneous 
Business:  Membership  in  American  Medical 

Association  Restricted 

Dr.  A.  H.  Aaron,  Erie:  Resolution  submitted  by 
Dr.  Samuel  B.  Burk,  of  New  York,  also  concerning 
membership  in  American  Medical  Association. 
(See  Section  35) 

Your  Reference  Committee  notes  with  great  satis- 
faction the  steady  progress  being  made  in  the 
campaign  to  extend  full  and  unrestricted  member- 
ship in  all  county  and  state  medical  societies  and 
thus  in  the  American  Medical  Association  to  all 
ethical  physicians  without  regard  to  race  and 
religion. 

Your  Committee  also  wishes  to  call  attention  to 
the  action  of  the  House  of  Delegates  of  the  American 
Medical  Association  at  its  1950  Annual  Meeting  in 
San  Francisco — “a  resolution  urging  all  county 
societies  to  remove  all  restrictions  to  membership 
based  on  race  or  religion” — as  providing  a healthy 
climate  of  opinion  in  which  this  progress  is  being 
made. 

In  the  light  of  reports  indicating  that  some  county 
societies  in  Florida,  Oklahoma,  Missouri,  Maryland, 
and  Virginia  have  admitted  to  membership  physi- 
cians hitherto  excluded,  and  that  in  Georgia,  Texas, 
Kentucky,  Tennessee,  North  Carolina,  and  the 
District  of  Columbia  the  matter  is  in  various  stages 
of  serious  consideration,  we  offer  the  following  sub- 
stitute resolution: 

Resolved,  that  the  secretary  and  officers  of  the 
American  Medical  Association  be  requested  to 
collect,  organize,  and  make  available  to  interested 
county  medical  societies  all  pertinent  information 
and  experiences  bearing  on  this  problem  for  their 
guidance  and  assistance.” 

I move  the  adoption  of  the  substitute  resolution. 
Dr.  Reid  R.  Heffner,  Westchester:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Dr.  Aaron:  At  this  time  may  I take  the  oppor- 
tunity of  sincerely  thanking  Drs.  Samuel  B.  Burk, 
Reid  R.  Heffner,  Walter  S.  Bennett,  and  Gerald 
Manley,  for  their  persistent  efforts  in  bringing 
this  excellent  report  to  you. 

I herewith  move  approval  of  the  report  of  the 
Committee  as  a whole. 

Dr.  Dwight  V.  Needham,  Onondaga:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Speaker  Andresen:  The  report  as  a whole  is 
approved,  and  we  thank  you  very  much,  Dr.  Aaron. 
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Section  ISO  (See  74) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  X:  Limitation  of  Fees  in  Workmen’s 
Compensation  Cases 

Dr.  Dwight  V.  Needham,  Onondaga:  Three 

resolutions  were  referred  to  the  Reference  Com- 
mittee. The  first  one  is  from  Dr.  George  Lawrence, 
of  Queens  County,  “Limitation  of  Fees  in  Workmen’s 
Compensation  Cases.”  (See  Section  74) 

Your  Reference  Committee  is  in  sympathy  with 
the  purposes  expressed  in  this  resolution.  How- 
ever, the  Committee  feels  that  the  occurrence  of 
such  situations  is  so  infrequent  as  to  make  it  im- 
practical for  the  Society  to  sponsor  the  necessary 
legislation.  Your  Reference  Committee,  therefore, 
moves  that  the  resolution  be  disapproved. 

Dr.  John  L.  Sengstack,  Suffolk:  I second  that. 

Speaker  Andresen:  The  report  of  the  Reference 
Committee  which  carries  with  it  the  disapproval  of 
the  resolution  is  before  you.  Is  there  any  dis- 
cussion? 

Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
I would  like  to  discuss  that.  If  the  Committee 
feels  sympathetic  toward  such  a resolution,  rather 
than  disapprove  it  I would  amend  it  and  say  no 
action  be  taken  at  this  time. 

Dr.  Needham:  I will  accept  that. 

Speaker  Andresen:  That  amendment  is  ac- 
cepted by  the  chairman  of  the  Reference  Committee. 
It  will  now  read  that  no  action  be  taken  on  it  at 
this  time.  Does  that  meet  with  the  approval  of  the 
other  members  of  the  Reference  Committee?  Is 
there  any  objection  by  the  members  of  the  Reference 
Committee? 

. . .There  was  no  response. . . 

Speaker  Andresen:  If  there  is  no  objection,  it  is 
open  for  discussion  in  its  amended  form. 

Dr.  Nathan  Brodie,  Kings:  I believe  this 

matter  is  much  too  petty  for  us  to  consider  in  the 
light  that  has  been  suggested  in  the  amended  form. 
We  should  accept  the  recommendation  of  the 
Committee  in  turning  this  resolution  down  without 
considering  that  action  be  taken  upon  it. 

Speaker  Andresen:  Dr.  Needham  accepted 

Dr.  d’Angelo’s  amendment  and  deleted  that,  and 
now  you  want  to  have  it  put  back.  That  amounts 
to  an  amendment  now  to  the  motion  as  changed  by 
the  chairman  to  read  again  as  it  was  originally. 
That  is  to  disapprove  the  resolution,  and — 

Chorus:  There  was  no  second  to  that. 

Speaker  Andresen  : Does  anybody  second  that? 

Dr.  Chas.  Gordon  Heyd,  Past-President: 
Yes,  I will  second  it. 

Speaker  Andresen:  Is  there  any  discussion 

about  this  amendment?  It  is  almost  a substitute 
motion  for  the  original,  placing  the  motion  as  it  was 
before  it  was  amended  by  the  chairman  of  the 
Reference  Committee. 

. . .The  question  was  called,  and  the  amendment 
was  put  to  a vote  and  was  lost. . . 

Speaker  Andresen:  So  we  have  it  now  in  its 
modified  form  before  you  for  adoption.  Is  there 
any  further  discussion? 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  carried. . . 

Speaker  Andresen:  The  motion  as  amended  by 
the  chairman  of  the  Reference  Committee  is  adopted. 

Section  1S1  (See  69) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  X:  Confidential  Information  contained  in 
Disability  Insurance  Medical  Reports 


Dr.  Dwight  V.  Needham,  Onondaga:  Mr. 

Speaker,  the  second  resolution  introduced  also  by 
Dr.  George  Lawrence,  of  Queens,  “Confidential 
Information  Contained  in  Disability  Insurance 
Medical  Reports.”  (See  Section  69) 

Your  Reference  Committee  notes  that  this  resolu- 
tion refers  to  a new  law  which  has  been  in  operation 
for  less  than  one  year.  No  evidence  of  any  dis- 
closure of  such  confidential  information  was  pre- 
sented with  the  resolution.  We  feel  that  in  the 
absence  of  such  evidence  that  it  would  be  unwise  to 
object  to  something  which  has  not  yet  happened, 
and  that  further  observation  should  be  made  before 
there  is  any  attempt  to  modify  the  law. 

The  Reference  Committee,  therefore,  recommends 
that  the  resolution  be  disapproved,  and  I so  move. 

Dr.  Richard  P.  Doody,  Rensselaer:  I second 
that. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  132  (See  67,  133) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  XI:  Revision  of  Fees  of  Workmen’9 
Compensation  Schedule 

Dr.  Dwight  V.  Needham,  Onondaga:  Resolu- 
tion introduced  by  Dr.  John  C.  Kinzly,  of  Niagara 
County,  subject  “Revision  of  Fees  of  Workmen’s 
Compensation  Schedule.”  (See  Section  67) 

Your  Reference  Committee  has  incorporated  the 
content  of  this  resolution  into  its  considerations  of 
the  supplementary  report  of  the  Council  Committee 
on  Workmen’s  Compensation  and,  therefore,  feels 
that  no  action  on  this  resolution  is  necessary.  I so 
move. 

Dr.  Halford  Hallock,  Section  Delegate:  I 

second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  133  (See  11,  67,  132) 

Report  of  the  Reference  Committee  on  Report  of 
Council,  Part  X:  Workmen’s  Compensation 

Dr.  Dwight  V.  Needham,  Onondaga:  I now 

have  the  report  and  supplementary  report  of  the 
Council  Committee  on  Workmen’s  Compensation. 

Your  Reference  Committee  has  carefully  reviewed 
the  report  of  the  Council  Committee  on  Workmen’s 
Compensation,  as  published  in  the  Journal  of 
April  1,  1951,  and  also  the  supplementary  report 
which  was  presented  to  the  House  of  Delegates  on 
April  30,  1951.  Your  Reference  Committee  en- 
dorses the  action  taken  by  the  chairman  with  respect 
to  free  choice  of  physician  in  Federal  cases,  as  out- 
lined in  the  first  section  of  the  report,  and  urges 
that  these  efforts  be  continued. 

With  respect  to  the  legislation  matters  contained 
in  the  report,  your  Reference  Committee  regrets 
that  it  was  not  possible  to  secure  enactment  of  this 
legislation.  One  bill  which  did  pass  the  Legislature 
was  vetoed  by  the  Governor.  We  believe  that  the 
efforts  of  the  Society  to  secure  such  legislation  should 
be  continued,  in  cooperation  with  the  Legislation 
Committee  and  the  approval  of  the  Council. 

Your  Reference  Committee  approves  of  the 
present  pilot  study  of  rehabilitation  procedures 
and  urges  that  the  study  be  continued. 

Your  Reference  Committee  is  pleased  with  the 
report  that  only  32  medical  bills  required  arbitration 
in  the  upstate  area  during  1950.  This  small  num- 
ber is  indicative  of  the  cordial  and  efficient  relations 
which  exist  between  employers,  their  insurance 
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carriers,  and  the  medical  societies.  We  commend 
the  local  societies  for  making  this  low  figure  possible. 
I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Alfred  M.  Hellman,  New  York:  I second 
it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Dr.  Needham:  The  action  of  the  chairman  of 
the  Workmen’s  Compensation  Board  in  authorizing 
an  8 per  cent  increase  in  fees  across  the  board  is 
especially  disappointing  to  your  Reference  Com- 
mittee. The  action  ignores  the  recommendation 
of  our  Society’s  representatives  for  equitable  ad- 
justment of  three  specific  portions  of  the  fee  sched- 
ule, and  the  figure  of  8 per  cent  in  itself  does  not 
represent  a true  evaluation  of  the  increased  cost  of 
living  and  of  medical  practice.  Your  Reference 
Committee  recommends  that  the  Society  shall 
continue  its  efforts  to  secure  fair  and  equitable 
adjustments  especially  as  they  affect  the  general 
practitioner. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Louis  Berger,  Kings:  I second  the  motion. 
Speaker  Andresen:  Is  there  any  discussion? 

. . .Dr.  Samuel  B.  Burk,  New  York,  moved  and 
Dr.  Joseph  A.  Geis,  District  Delegate,  seconded  an 
amendment  to  omit  a phrase  from  the  last  sentence. 
There  being  no  discussion,  the  amendment  was  put 
to  a vote  and  was  unanimously  carried.  . . 

. . .The  question  was  called,  and  the  motion  as 
amended  was  put  to  a vote  and  was  unanimously 
carried. . . 

Dr.  Needham:  The  supplementary  report  of 

the  Council  Committee  which  was  presented  to  the 
House  contains  a resolution  referring  to  the  employ- 
ment of  actuarial  assistance  for  the  benefit  of  the 
Council  Committee  and  of  any  representatives  of  the 
Society  who  may  have  occasion  in  the  future  to  dis- 
cuss fee  schedules : 

“Resolved,  that  the  House  of  Delegates  author- 
ize the  employment  of  an  actuarial  consultant  to 
the  Workmen’s  Compensation  Committee  to 
assist  and  advise  it  on  all  problems  regarding  in- 
surance rates,  loss  ratios,  hospital  costs,  medical 
costs,  claim  and  investigation  and  settlement 
expenses,  commissions,  and  kindred  matters,  all 
of  which  have  a bearing  on  the  fee  schedule; 
and  be  it  further 

“Resolved,  that  this  resolution  be  referred  to 
the  Council  and  the  Board  of  Trustees  for  im- 
plementation.” 

Your  Reference  Committee  recommends  the 
approval  of  the  resolution  contained  in  the  supple- 
mentary report  of  the  Council  Committee  on  Work- 
men’s Compensation,  which  authorizes  the  em- 
ployment of  an  actuarial  consultant  by  the  Com- 
mittee for  the  purpose  of  obtaining  a better  under- 
standing of  the  statistical  information  which  enters 
into  any  discussion  of  fees. 

In  accordance  with  the  terms  of  the  resolution 
adopted  by  the  House  on  April  30,  1950,  your  Refer- 
ence Committee  has  obtained  an  estimate  of  a cost 
of  SI, 500  to  $2,000  annually  for  this  service. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Scott  Lord  Smith,  Dutchess:  I second  it. 
Dr.  Samuel  Z.  Frebdman,  New  York:  I am 
“agin”  the  adding  of  more  expense. 

Speaker  Andresen:  Do  you  want  to  discuss  it? 
Dr.  Freedman:  That  is  enough.  I am  “agin”  it. 
Speaker  Andresen:  Dr.  Freedman  says  he  is 
“agin”  it.  Is  there  any  more  discussion?  He  is 
"agin”  it  on  account  of  the  added  expense  involved. 
Of  course,  the  extra  expense  could  not  be  involved 


unless  the  Council  recommended  it  to  the  Board  of 
Trustees  and  they  approve  of  it.  Is  there  any  dis- 
cussion further  on  it? 

. . .The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  lost. . . 

Speaker  Andresen:  The  motion  is  lost,  so  the 
recommendation  of  the  Committee  is  lost. 

President-Elect  Kenney:  Can’t  we  have  a vote 
on  that  by  hands? 

Speaker  Andresen  : A rising  vote  was  asked  for. 

Dr.  Chas.  Gordon  Heyd,  Past-President: 
Will  you  read  the  resolution  again? 

Dr.  Needham:  There  are  three  short  "whereases” 
that  I would  like  to  read.  (See  Section  11) 

Dr.  Samuel  B.  Burk,  New  York:  Point  of  order: 
I move  for  reconsideration. 

Dr.  Kenney:  What  about  the  hand  vote? 

Speaker  Andresen:  The  question  was  put  to  a 
vote,  and  I declared  it  was  lost.  Now  there  is  a 
motion  to  reconsider. 

Dr.  Heyd:  I second  the  motion  to  reconsider. 

. . .There  being  no  discussion,  the  motion  to 
reconsider  was  put  to  a vote  and  was  unanimously 
carried. . . 

Speaker  Andresen:  The  motion  is  carried,  and 
the  recommendation  and  motion  of  the  Reference 
Committee  is  before  you  again  for  consideration. 
Is  there  any  discussion? 

Dr.  Kenney:  Mr.  Speaker  and  gentlemen  of  the 
House,  I am  speaking  now  as  chairman  of  the  Work- 
men’s Compensation  Committee,  not  as  president- 
elect. 

This  decision  of  the  Committee  to  recommend  the 
employment  of  an  actuarial  consultant  was  not 
arrived  at  hurriedly  but  on  the  basis  of  our  ex- 
perience of  the  past  two  years  in  trying  to  match 
our  brains  with  experts  in  figures,  and  we  have  been 
at  a distinct  disadvantage. 

When  the  proposal  came  to  me  from  Miss  Donlon 
that  we  meet  with  representatives  of  the  State  In- 
surance Department  and  their  actuarial  consultants 
to  get  a better  understanding,  if  possible,  of  the 
figures  on  which  the  decision  was  predicated  that 
made  the  8 per  cent  revision  the  ultimate,  we  were 
distinctly  embarrassed  that  we  could  not  have 
available  arguments  in  rebuttal.  I was  so  con- 
cerned about  this  that  when  I had  the  meeting  I 
asked  Dr.  Reuling,  one  of  our  Trustees,  to  go  there 
with  Dr.  Anderton  to  be  present  with  me  at  that 
meeting,  believing  that  the  Trustees’  experience 
with  figures  would  be  of  real  help.  Truly,  Dr. 
Reuling  has  been  extremely  helpful,  and  has  sat  in 
with  the  Workmen’s  Compensation  Committee  on 
this,  and  is  extremely  sympathetic  to  this  procedure, 
so  that  there  will  be  no  difficulty  I am  sure  on  the 
part  of  the  Board  of  Trustees  in  making  the  neces- 
sary appropriation. 

We  did  not  have  any  estimated  figure  at  the  time, 
and  that  has  been  obtained  by  the  chairman  of  the 
Reference  Committee  since  we  met  on  Sunday. 
That  figure  is  an  estimate  only.  I am  not  at  all 
sure  it  will  not  be  considerably  less.  We  are  not 
aware  at  this  time  just  how  long  or  how  often  we 
should  have  to  call  upon  such  a person.  I think  it  is 
extremely  necessary  if  you  gentlemen  desire  to  get 
the  ultimate  increase  in  fees  that  you  are  seeking 
that  you  reconsider  your  former  vote  and  approve 
the  recommendation  of  the  Reference  Committee. 

Speaker  Andresen:  I think  it  would  be  of 
value  to  us  to  hear  the  opinion  of  Dr.  Reuling  who 
is  our  former  treasurer  and  now  a member  of  the 
Board  of  Trustees.  Dr.  Reuling,  will  you  clarify 
the  subject  to  us? 

Dr.  James  R.  Reuling,  Trustee:  Mr.  Speaker 
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and  gentlemen,  I attended  this  last  meeting  at  the 
request  of  Dr.  Kenney.  I know  a bit  about  in- 
surance, but  I came  away  from  there  with  the  dis- 
tinct feeling  that  we  were  working  at  a terrific  dis- 
advantage. The  figures  of  the  State  Department 
of  Insurance  show  that  there  were  paid  to  physicians 
during  the  year  1949,  the  last  year  for  which 
records  are  available,  close  to  $30,000,000 — paid 
to  the  physicians  of  this  State.  I feel,  and  I know 
that  you  all  agree  with  me,  that  the  fee  schedule 
does  need  revision.  Among  physicians  we  have  not 
the  knowledge  and  the  brains  to  figure  out  compli- 
cated actuarial  figures,  and  if  we  can  get  that  in  ex- 
change for  $1 ,500  or  $2,000,  the  figures  that  we  need 
that  will  increase  that  figure  of  $29, 000, 000-odd, 
I think  that  the  $1,500  to  $2,000  will  be  well  spent. 
I cannot  speak  for  the  rest  of  the  Trustees,  but  I 
certainly  would  argue  in  favor  of  the  employment 
of  an  actuarial  consultant  to  our  Workmen’s  Com- 
pensation Board. 

Speaker  Andresen:  Do  you  wish  to  speak  on 
that,  Dr.  Heyd? 

Dr.  Heyd:  Mr.  Chairman  and  members  of  the 
House  of  Delegates,  in  the  last  three  years  I have 
had  some  close  personal  contact  with  actuaries. 
This  resolution  is  mandatory.  I agree  with  Dr. 
Reuling,  and  I agree  with  Dr.  Kenney.  If  the 
chairman  of  the  Reference  Committee  will  put  in, 
“I  recommend  that  they  employ  an  actuary  on  pres- 
entation of  factual  data  to  the  Commissioner  of 
Workmen’s  Compensation,”  I will  go  along  with  it, 
but  to  arbitrarily  make  it  mandatory  that  the  Work- 
men’s Compensation  Committee  of  the  State  Society 
must  employ  an  actuary,  I am  thoroughly  opposed 
to. 

Speaker  Andresen:  Does  your  resolution  read 
you  must  employ  an  actuary? 

Dr.  N eedh am  : It  reads : 

“Resolved,  that  the  House  of  Delegates  author- 
ize the  employment  of  an  actuarial  consultant  to 
the  Workmen’s  Compensation  Committee  to 
assist  and  advise  it  on  all  problems  regarding  in- 
surance rates,  loss  ratios,  hospital  costs,  medical 
costs,  claim  and  investigation  and  settlement  ex- 
penses, commissions,  and  kindred  matters,  all  of 
which  have  a bearing  on  the  fee  schedule.” 

Speaker  Andresen:  That  is  merely  authoriza- 
tion. 

Dr.  Heyd:  With  all  due  respect,  what  is  authori- 
zation? If  I say,  “I  authorize  this  man  to  do  some- 
thing,” it  is  mandatory  that  it  be  done  if  I have  the 
power.  This  House  has  the  power  to  authorize 
and  act,  so  it  is  mandatory. 

Speaker  Andresen:  It  has  not  the  power  to 
advise  the  expenditure  of  money.  That  can  only 
be  done  by  the  Board  of  Trustees. 

Dr.  Heyd:  It  is  quite  immaterial. 

Speaker  Andresen:  Do  you  want  to  change 
that  to  read  “to  recommend”? 

Dr.  Freedman:  On  an  amendment  there  in 
order  to  clarify  any  possible  misapprehension,  I 
move  to  amend  that  the  Committee  shall  have  the 
power  when  and  if  necessary  to  employ  the  services 
of  an  actuary — when  and  if  necessary. 

Speaker  Andresen:  Instead  of  the  word 

“authorizes”  we  will  put  in  “shall  have  the  power 
when  and  if  necessary.” 

Dr.  Heyd:  I second  that. 

. . .There  being  no  further  discussion,  the  amend- 
ment was  put  to  a vote  and  was  unanimously  car- 
ried. . . 

Speaker  Andresen:  The  report  is  amended  to 
include  those  words  in  place  of  the  word  “author- 


izes.” Is  there  any  further  discussion  on  the  report 
as  amended? 

Dr.  Joseph  C.  O’Gorman,  Erie:  In  all  of  these 
things  a consultant  should  not  be  used  for  barter. 
It  is  all  right  to  have  a consultant  for  information. 
I am  for  a consultant,  and  Erie  County  and  Western 
New  York  go  for  a consultant  for  informative  pur- 
poses, but  when  you  use  those  results  for  barter  you 
are  going  into  business  with  the  insurance  carriers, 
and,  if  they  lose,  you  lose.  Don’t  forget  that  what  is 
important  here  to  Miss  Donlon  is  what  is  a fair  and 
adequate  fee  for  the  services  of  a doctor,  not  how 
much  anybody  can  pay  for  such  services.  That  is 
the  whole  point:  a fair  and  adequate  fee  for  services 
is  all  we  want.  All  this  talk  about  disagreements  is 
unnecessary.  There  has  not  been  any  disagreement 
with  Miss  Donlon.  It  was  referred  to  the  House  of 
Delegates  because  the  law  specifically  states  that 
the  President  of  the  State  Society  shall  present  her 
with  fees  that  we  believe  are  just  and  adequate. 
That  lets  us  out.  She  may  consult  with  the  other 
interested  parties,  but  if  you  are  going  to  set  up  a 
barter  and  trade  with  insurance  companies  you  are 
going  to  lose  out.  Have  a consultant  for  informa- 
tive purposes  but  not  for  a barter  and  trade.  On 
the  question  of  fees  you  might  want  to  take  those 
up  with  Miss  Donlon,  but  don’t  go  to  the  Insurance 
Rating  Board  and  the  rest  of  these  men  with  that  or 
you  will  wish  you  had  not. 

Speaker  Andresen  : Are  there  any  further  com- 
ments? Is  there  any  further  discussion?  Have 
you  anything  to  add,  Dr.  Needham,  any  comments 
to  Dr.  O’Gorman’s  remarks? 

Dr.  Needham:  To  the  best  of  my  knowledge  the 
intent  of  the  Council  Committee  is  to  use  this 
actuarial  consultant  for  informative  purposes.  We 
certainly  agree  with  Dr.  O’Gorman  that  the  intent 
of  this  Society  is  to  attain  a fair  and  equitable  fee 
schedule,  which  we  think  is  fair  and  just,  but  the 
Committee  felt  that  when  it  got  into  a discussion  of 
fees  this  statistical  information  was  interjected  in 
the  discussion,  and  they  were  at  a loss  because  they, 
as  physicians,  were  not  competent  to  evaluate  clearly 
the  statistics  that  were  offered,  and  that  a consultant 
should  be  employed  to  give  them  that  information. 

. . .There  being  no  further  discussion,  the  recom- 
mendation of  the  Reference  Committee  as  amended 
was  put  to  a vote  and  was  carried.  . . 

Dr.  Needham:  Your  Reference  Committee  con- 
curs in  the  recommendation  of  the  Council  Com- 
mittee with  respect  to  the  scarcity  of  reporting  forms 
and  also  the  M-17  qualification  for  thoracic  surgery. 

Your  Reference  Committee  regrets  that  the  ill- 
ness of  Dr.  David  J.  Kaliski  prevented  him  from 
attending  this  meeting.  His  advice  and  counsel  are 
always  illuminative  and  his  store  of  knowledge  in- 
exhaustible. 

Finally,  your  Reference  Committee  fully  endorses 
the  sentiments  expressed  by  the  members  of  the 
Council  Committee  in  applauding  the  chairman,  Dr. 
Kenney,  for  his  tireless  and  continuous  efforts  in 
behalf  of  the  Society,  particularly  with  reference  to 
the  fee  schedule,  and  wishes  him  all  possible  success 
in  the  office  of  President  of  this  Society. 

I move  the  adoption  of  this  portion  of  the  Report. 

Dr.  George  Schwartz,  Bronx:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  Needham:  Now  I move  the  acceptance  of 
the  report  of  the  Reference  Committee  as  a whole, 
as  amended. 

Speaker  Andresen:  You  have  made  a motion 
to  accept  the  report  of  the  Reference  Committee 
as  a whole,  as  amended? 
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Dr.  Needham:  Yes. 

Dr.  Kenneth  M.  Lewis,  New  York:  I second  it. 
. . .There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried.  . . 

Dr.  Needham:  I would  just  like  to  thank  Dr. 
Louis  Berger,  Dr.  Richard  P.  Doody,  Dr.  John  L. 
Sengstack,  and  Dr.  Halford  Hallock  for  their 
assistance  as  members  of  this  Committee. 

Section  134  ( See  192) 

Announcement  of  Appointment  of  Tellers 

Speaker  Andresen:  While  I have  you  all  here  I 
just  want  to  announce  that  for  tomorrow  morning 
at  the  time  of  the  election  of  officers  and  A.M.A. 
delegates  and  alternates,  I would  like  to  have  the 
following  serve  as  tellers  with  Dr.  McCarty,  who  is 
the  chairman: 

Henry  Barrow,  Bronx 
Samuel  Schneierson,  Bronx 
Edgar  Bieber,  Chautaqua 
Stephen  A.  Graczyk,  Erie 
Joseph  C.  O’Gorman,  Erie 
S.  C.  Clemans,  Fulton 
Sidney  McLouth,  Genesee 
George  A.  Burgin,  Herkimer 
Aaron  Kottler,  Kings 
William  Ostrow,  Kings 
Robert  E.  Rothenberg,  Kings 
Leonard  Horn,  Monroe 
Charles  S.  Lakeman,  Monroe 
Stephen  F.  Gerde,  Nassau 
E.  Kenneth  Horton,  Nassau 
Gerald  D.  Dorman,  New  York 
Arthur  M.  Master,  New  York 
William  A.  Peart,  Niagara 
Arthur  Gaffney,  Oneida 
C.  F.  Potter,  Onondaga 
Theodore  R.  Proper,  Orange 
Walter  F.  Shifton,  Orleans 
Olin  Mowry,  Oswego 
Frank  J.  Cerniglia,  Queens 
Tobias  M.  Watson,  Queens 
Stanley  C.  Petit,  Richmond 
Edwin  O’Dowd,  Rockland 
David  Beard,  Schoharie 
Fritz  Landsberg,  Schuyler 
David  Corcoran,  Suffolk 
Eugene  F.  Galvin,  Ulster 
William  G.  Roberts,  Yates 

By  having  a large  number  of  tellers  they  can  fin- 
ish more  quickly.  We  will  make  a further  an- 
nouncement later  on  this. 

Speaker  Andresen:  How  do  you  feel  about  the 
heat?  Would  it  not  be  worth  while  to  have  a five- 
minute  recess  and  get  out  of  this  room? 

. . .On  motion,  there  was  a five-minute  recess  at 
this  point. . . 

Speaker  Andresen:  Ladies  and  gentlemen,  I 
have  been  asked  whether  we  are  going  to  have  a 
night  session.  It  is  up  to  you.  It  is  impossible  to 
say  right  now.  It  depends  on  how  rapidly  we  dis- 
pose of  the  reference  committees’  reports  that  are 
still  to  be  made.  There  is  bound  to  be  some  dis- 
cussion on  some  that  are  still  to  be  reported,  but  in 
another  hour  or  so  we  up  here  will  try  to  figure  out 
how  much  longer  it  is  going  to  take  and  then  we  will 
let  you  vote  on  the  question  of  whether  we  shall  go 
on  this  afternoon,  if  necessary  up  to  half  past  six  or 
seven,  or  whether  we  should  adjourn  and  then  come 
back  at  eight  o’clock  for  a night  session.  We  will 
let  you  vote  on  that  in  an  hour  or  an  hour  and  a 
quarter,  as  soon  as  we  see  how  things  are  going. 

I will  now  call  on  the  Reference  Committee  on 
Report  of  the  Council,  Part  XI,  Dr.  Geis,  to  make 
his  report. 

Section  135  ( See  17) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI:  Publications 

Dr.  Joseph  A.  Geis,  District  Delegate:  Your 


Reference  Committee  believes  that  the  Journal 
has  shown  a continual  improvement  during  the  past 
year.  Your  Publication  Committee  deserves  com- 
mendation on  the  fact  that  in  spite  of  rising  costs  a 
Journal  of  over  three  thousand  pages  was  published 
and  distributed  at  a deficit  of  only  $9,937.55. 
When  the  allocation  of  dues  made  as  membership 
subscription  is  added  to  this,  the  Journal  showed  a 
surplus  of  over  $46,000.  In  a supplementary  re- 
port which  was  drawn  up  later  it  showed  that  we 
just  about  broke  even.  In  these  times  this  proves 
that  your  Publication  Committee  has  watched  its 
finances  very  carefully.  Your  Reference  Com- 
mittee recommends  that  the  Publication  Committee, 
consisting  of  the  Secretary,  Treasurer,  Editor, 
Assistant  Editor,  and  one  Trustee,  be  continued. 

We  note  the  curtailment  of  paper  supply.  How- 
ever, despite  this  we  strongly  recommend  that  the 
proceedings  of  the  House  of  Delegates  continue  to  be 
published  in  a supplementary  issue  of  the  Journal. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Edward  P.  Flood,  Bronx:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  Geis:  The  Publication  Committee  is  to  be 
congratulated  on  its  good  judgment  in  its  selection 
of  such  timely  scientific  articles  as  have  appeared 
in  the  last  year. 

Concerning  the  Directory,  we  note  with  regret 
that  the  names  of  our  Connecticut  and  New  Jersey 
confreres  will  not  be  listed  in  the  1951  Directory. 
However,  in  these  times  of  rising  prices  it  becomes 
necessary  to  curtail  some  of  our  luxuries  so  that  we 
may  live  within  our  means. 

We  approve  the  format  and  contents  of  the  new 
Directory  but  recommend  that  in  future  publica- 
tions the  listing  of  physicians  by  street  numbers 
alphabetically,  alphabetic  list  of  hospitals,  and  non- 
directory pages  be  omitted.  This  will  result  in  con- 
siderable saving  of  costs  and  space,  without  de- 
tracting from  the  usefulness  of  the  Directory. 

We  regret  the  loss  of  the  services  of  Mr.  Dwight 
Anderson,  and  hope  that  his  health  will  improve 
after  a much-needed  rest. 

I move  the  adoption  of  this  report — this  portion 
of  it. 

Dr.  Morris  Weintrob,  Kings:  I second  it. 

Vice-Speaker  Holcomb:  Is  there  any  discussion 
on  this  portion  of  the  report  which  carries  with  it 
the  recommendation  that  certain  pages  of  non- 
directory material  be  deleted  in  the  future? 

Dr.  George  W.  Kosmak,  Editor:  Although  not 
a member  of  this  House,  I would  appreciate  the 
attention  of  its  members  for  just  a moment  to  cast 
a ray  of  sunshine  into  this  apparently  very  dis- 
tressing picture  as  regards  the  Directory. 

May  I inform  the  House  that  the  latest  calcula- 
tion shows  that  the  total  cost  of  this  Directory  was 
over  $137,000.  The  net  revenue  from  advertising 
was  $22,013.  I would  like  to  say  here  that  it  is 
very  difficult  to  get  advertising  for  the  Directory. 
The  advertisers  are  not  impressed  with  the  value  of 
the  book  in  so  far  as  its  worth  as  a book  of  reference 
is  concerned,  and,  therefore,  the  Committee  decided 
to  incorporate  in  this  volume  the  general  informa- 
tion which  it  contains,  which  is  the  first  time  that 
that  has  been  published  in  a Directory.  We  had 
some  of  that  space  available  because  we  omitted 
the  Connecticut  and  New  Jersey  members.  We 
had  conversations  with  both  of  these  groups,  and 
both  of  them  refused  to  participate  in  the  financial 
support  of  the  Directory.  Naturally,  we  simply 
dropped  their  names. 

We  have  a sale  return  of  Directories  of  $33,424. 
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That  is  the  number  of  Directories  we  sold  to  people 
•outside  of  the  membership  of  the  Society.  That 
brings  down  the  total  cost  somewhat;  in  fact,  if  we 
had  an  allotment  of  members’  dues  such  as  we  get 
from  the  Journal  of,  say,  $3.00  per  member,  the 
real  cost  of  that  Directory  would  be  brought  down 
to  about  $82,000. 

The  Committee  feels — and  I am  very  glad  to  have 
had  this  endorsement  from  some  of  the  members  of 
your  Reference  Committee — that  this  Directory  is  a 
service.  It  is  a service  to  the  members,  and  it  is  a 
service  to  the  public.  We  feel  that  it  is  very  de- 
sirable to  continue  its  publication  notwithstanding 
the  resistance  to  the  same  which  has  come  from  some 
of  the  upstate  counties.  We  feel  that  as  a whole 
the  book  is  worth  while,  and  we  believe  it  is  one  of 
the  best  state  directories  in  the  country.  I trust 
that  the  members  of  the  House  of  Delegates  will 
agree  with  your  Reference  Committee’s  report  to 
have  the  publication  of  the  Directory  continued. 
Thank  you ! 

Vice-Speaker  Holcomb:  Thank  you,  Dr. 

Kosmak. 

Is  there  any  further  discussion?  If  not,  are  you 
ready  for  the  question,  which  carries  with  it  the 
adoption  of  your  Reference  Committee’s  report? 

Dr.  Irving  J.  Sands,  Kings:  There  was  some 
question  about  deleting  the  names  of  the  hospitals. 

Vice-Speaker  Holcomb:  No,  the  alphabetic 

listing  of  the  names  in  the  front  of  the  Directory. 

Dr.  Sands:  Also  hospitals  I understood. 

Dr.  Geis:  In  the  publishing  of  the  Directory  each 
hospital  is  listed  under  its  respective  community, 
with  the  names  of  the  doctors  connected  with  each. 
There  is  also  in  the  front  an  alphabetic  list  of  all  of 
the  hospitals  and  an  alphabetic  list  of  the  doctors. 
It  is  this  alphabetic  list  that  we  are  recommending 
be  deleted  in  the  future. 

Dr.  John  J.  Masterson,  Past-President:  May  I 
ask  what  is  the  recommendation  of  the  Committee 
as  to  how  often  the  Directory  shall  be  published? 

Dr.  Geis:  The  other  committee  reported,  whose 
report  you  adopted  earlier  in  the  day,  and  recom- 
mended a two-year  interval  as  it  is  being  conducted 
now,  so  this  House  is  already  on  record  in  favor  of 
the  two-year  interval. 

. . .There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried.  . . 

Section  136 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  XI : Public  Relations 

Dr.  Joseph  A.  Geis,  District  Delegate:  Your 
Public  Relations  Committee  has  taken  an  active 
and  progressive  part  in  numerous  fields  during  the 
past  year.  Its  activity  in  the  A.M.A.  National 
Education  Program  was  a great  help,  if  not  the  main 
effort  in  making  that  campaign  a success  in  New 
York  State.  Its  activity  in  aiding  and  assisting 
the  Woman’s  Auxiliary  in  their  publicity  helped 
them  make  a success  of  this. 

This  Committee  has  also  been  faced  with  the 
problem  of  rising  costs.  It  deserves  great  credit 
for  the  fact  that  with  the  help  of  the  Board  of 
Trustees  it  was  able  to  keep  its  1951  budget  within 
$1,700  of  the  1950  expenditure.  In  a budget  of 
nearly  $90,000  a rise  of  $1,700  is  a minimum.  There 
is  probably  no  part  of  the  expenditures  of  a medical 
society  in  which  it  is  easier  to  waste  money.  Your 
Public  Relations  Committee  deserves  credit  for  its 
wide  field  of  activity  and  at  the  same  time  its  ability 
to  realize  that  overzealousness  could  be  very  ex- 


pensive. We  feel  that  our  present  Public  Relations 
Committee  has  shown  an  unusual  sense  of  thrift. 

I move  the  adoption  of  this  portion  of  the  report. 
Vice-Speaker  Holcomb:  Is  there  a second? 

Dr.  J.  Lewis  Amster,  Bronx:  I second,  Mr. 
Speaker,  that  motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  137  ( See  21) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI:  Publicizing  American  Medicine 

Dr.  Joseph  A.  Geis,  District  Delegate:  The  next  is 
a resolution  introduced  by  Dr.  Moses  H.  Krakow, 
of  Bronx  County,  “Publicizing  American  Medi- 
cine.” This  had  numerous  “whereases”  and  a large 
number  of  “resolveds.”  It  was  read  to  you  yester- 
day. We  changed  one  of  those  “resolveds”  but 
otherwise  have  taken  it  as  it  was  submitted.  The 
one  “resolved”  that  we  changed — maybe  I had 
better  read  all  of  those  “resolveds”  as  they  were 
originally  given: 

“ Resolved , that  the  1951  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York  go 
on  record  as  endorsing  the  use  of  such  advertising 
space  for  publishing  slogans  which  would  advance 
the  cause  of  American  medicine;  and  be  it  further 
“Resolved,  that  the  1951  House  of  Delegates  of 
the  State  Society  direct  its  proper  bureau  or 
committee  to  draft  several  dozen  appropriate 
slogans  for  use  by  members  of  the  Medical 
Society  of  the  State  of  New  York;  and  be  it 
further 

“Resolved,  that  this  be  publicized  in  detail 
through  the  State  Society  Newsletter  sent  to  all 
members  of  the  State  Society;  and  be  it  further 
“Resolved,  that  the  New  York  delegation  be  in- 
structed to  introduce  a similar  resolution  at  the 
1951  session  of  the  American  Medical  Association 
House  of  Delegates.” 

Dr.  Samuel  Z.  Freedman,  New  York:  Where  is 
the  change? 

Dr.  Geis:  Maybe  I had  better  read  the  whole 
resolution,  the  “whereases”  and  all,  as  we  have  it. 

Vice-Speaker  Holcomb:  Yes,  I think  you  will 
have  to  review  that  because  to  my  mind  it  is  very 
important. 

Dr.  Geis:  Reading: 

“Whereas,  the  American  Medical  Association 
wisely  expended  large  sums  of  money  to  conduct 
its  recent  National  Education  Campaign;  and 
“Whereas,  failure  to  follow  up  this  campaign 
by  repeated  presentation  of  the  true  story  of 
American  medicine  to  the  public  may  cost  much 
of  the  advantage  gained;  and 

“Whereas,  most  physicians  make  substantial 
contributions  annually  to  educational,  welfare, 
religious,  and  eleemosynary  groups,  and  this 
follow-up  may  be  accomplished  by  purchasing 
advertising  space  in  their  journals,  annuals,  and 
programs;  and 

“Whereas,  the  code  of  professional  ethics 
rightfully  precludes  the  use  of  this  space  for  ad- 
vertising the  individual  physician;  and 

“Whereas,  this  matter  was  covered  in  the  cor- 
respondence section  of  the  February  1 issue  of  the 
New  York  State  Journal  of  Medicine; 
therefore,  be  it 

“Resolved,  that  the  1951  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York  go 
on  record  as  endorsing  the  use  of  such  advertising 
space  for  publishing  slogans  which  would  advance 
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the  cause  of  American  medicine;  and  be  it  further 
“Resolved,  that  the  1951  House  of  Delegates  of 
the  State  Society  direct  its  proper  bureau  or  com- 
mittee to  draft  several  dozen  appropriate  slogans 
for  use  by  members  of  the  Medical  Society  of  the 
State  of  New  York;  and  be  it  further 

“Resolved,  that  this  be  publicized  in  detail 
through  the  State  Society  Newsletter  sent  to  all 
members  of  the  State  Society;  and  be  it  further 
“ Resolved , that  these  resolutions  be  introduced 
at  the  1951  session  of  the  Medical  Society  of  the 
State  of  New  York  House  of  Delegates.” 

We  have  changed  that  last  “resolved”  to  read: 

“ Resolved , that  the  New  York  delegation  be 
instructed  to  introduce  a similar  resolution  at  the 
1951  session  of  the  American  Medical  Association 
House  of  Delegates.” 

We  move  the  adoption  of  this  resolution,  as 
amended. 

Dr.  E.  Dean  Babbage,  Erie:  I second  the 

motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  138  (See  4 7) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI:  Future  Reports  of  the  Public  Rela- 
tions Bureau 

Dr.  Joseph  A.  Geis,  District  Delegate:  Resolu- 
tion introduced  by  Dr.  Arthur  Gaffney,  of  Oneida 
County,  subject  “Report  of  Public  Relations 
Bureau,”  in  which  the  “resolved”  was: 

“Resolved,  that  the  Public  Relations  Bureau 
shall  be  required  to  submit  jointly  with  the  Public 
Relations  Committee  each  year  to  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of 
New  York  an  outline  of  its  proposals  for  the  en- 
suing year,  with  due  regard  for  the  need  of  flexi- 
bility in  the  development  of  public  relations 
activities.” 

We  changed  that  to  read : 

“Resolved,  that  the  Public  Relations  Bureau 
shall  be  required  to  submit  jointly  with  the 
Public  Relations  Committee  each  year  to  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  an  outline  of  its  proposals  to 
be  included  in  their  annual  report  with  due  re- 
gard for  the  need  of  flexibility  of  public  relations 
activities.” 

With  this  change  I move  its  adoption. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  139  ( See  40) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI:  Public  Relations  Section  in  Journal 

Dr.  Joseph  A.  Geis,  District  Delegate:  Resolution 
presented  by  Dr.  John  Kelley,  of  Oneida  County. 
(See  Section  40) 

Your  Reference  Committee  disapproves  of  this 
resolution  because  it  is  a duplication  of  the  News- 
letter, also  because  such  information  would  take  at 
least  one  month  more  to  appear  in  the  Journal. 

I move  the  adoption  of  this  section  of  the  Refer- 
ence Committee’s  report. 

Dr.  George  Schwartz,  Bronx:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 


Section  140  (See  43) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI:  Expansion  of  Committee  on  Public 
Relations 

Dr.  Joseph  A.  Geis,  District  Delegate:  The  next 
one  is  a resolution  introduced  by  Dr.  David  Mac- 
Farland,  of  Oneida  County.  (See  Section  43) 

We  disapprove  of  this  as  a resolution  as  it  really 
requires  an  amendment  to  the  Bylaws  of  this  Society. 

I move  the  adoption  of  the  Reference  Committee’s 
report. 

Dr.  Alfred  M.  Hellman,  New  York:  I second 
it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  141  (See  23) 

Report  of  the  Reference  Committee  on  Report  of 
Council,  Part  XI;  Session  on  Public  Relations 

Dr.  Joseph  A.  Geis,  District  Delegate:  The  next 
resolution  was  introduced  by  Dr.  Scott  Lord  Smith, 
of  Dutchess  County.  (See  Section  23) 

We  approve  of  this  resolution  and  recommend 
that  one  of  the  semiannual  meetings  of  the  public 
relations  county  chairmen  be  held  in  conjunction 
with  this  session. 

I move  the  adoption  of  the  Reference  Committee’s 
report. 

Dr.  Morris  Weintrob,  Kings:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  143  (See  41) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI:  Public  Relations  Report  by  Director 

Dr.  Joseph  A.  Geis,  District  Delegate:  Resolu- 
tion introduced  by  Dr.  John  Kelley,  of  Oneida 
County.  (See  Section  41) 

We  recommend  that  this  be  disapproved,  and  I so 
move. 

Dr.  J.  Lewis  Amster,  Bronx:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  143  (See  22) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI:  Participation  in  Emergency  Medical 
Call  Service 

Dr.  Joseph  A.  Geis,  District  Delegate:  Resolu- 
tion introduced  by  Dr.  Scott  Lord  Smith,  of  Dutchess 
County.  (See  Section  22) 

We  recommend  that  this  be  adopted,  and  I so 
move. 

Dr.  Moses  H.  Krakow,  Bronx:  I second  it. 

Dr.  Samuel  Z.  Freedman,  New  York:  How 
young  is  “younger”? 

Dr.  Geis:  At  least  twenty-one.  The  idea  there 
is  that  some  of  our  younger  practitioners  who  are 
coming  out  from  school  with  their  specialty  rating 
are  afraid  that  they  might  jeopardize  that  rating  if 
they  took  general  calls  in  an  emergency. 

Vice-Speaker  Holcomb:  Is  there  any  further 
discussion? 

. . .The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . . 

Section  144  (See  46) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI:  Replies  to  Articles  on  Medical  Subjects 

Dr.  Joseph  A.  Geis,  District  Delegate:  Resolution 
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: introduced  by  Dr.  Arthur  Gaffney,  of  Oneida 
County.  (See  Section  46) 

We  disapprove  of  this  resolution  as  it  is  a Federal 
i issue  and  should  be  taken  up  on  a Federal  basis; 
j furthermore,  it  is  impractical. 

Dr.  Harry  Golembe,  District  Delegate:  I 

second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  145  (See  84) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI : Distribution  of  Directory 

Dr.  Joseph  A.  Geis,  District  Delegate:  Resolu- 
< tion  introduced  by  Dr.  Guy  S.  Philbrick,  of  Niagara 
' County,  which  reads:  (See  Section  84) 

We  disapprove  of  this  resolution.  I move  the 
adoption  of  the  report  of  the  Reference  Committee. 

Dr.  J.  Lewis  Amster,  Bronx:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
; to  a vote  and  was  unanimously  carried.  . . 

Dr.  Geis:  I now  move  the  adoption  of  the  report 
of  the  Reference  Committee  as  a whole. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  Geis:  I wish  now  to  thank  Dr.  W.  T. 

■i  Boland,  Dr.  Morris  Weintrob,  Dr.  J.  Lewis  Amster, 
and  Dr.  E.  Dean  Babbage  for  their  help  and  work  in 
■ this  Committee. 

I also  wish  to  thank  the  Speaker  for  appointing 
on  what  might  have  been  a very  serious  proposition 
this  year  such  an  able  committee  to  assist  me. 

Thank  you!  (Applause) 

Vice-Speaker  Holcomb:  Our  thanks  to  you 
1 and  our  Reference  Committee  for  a very  able  report. 

j Section  146 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  III:  Industrial  Health 

Dr.  Harry  Golembe,  District  Delegate:  Al- 

though the  Subcommittee  on  Industrial  Health  held 
no  meetings  during  the  past  year,  it  should  be  noted 
that  the  chairman,  Dr.  Leonard  Greenburg,  had 
planned  to  attend  the  eleventh  Congress  on  In- 
dustrial Health,  sponsored  by  the  Council  on  In- 
dustrial Health  of  the  American  Medical  Association 
in  Atlanta,  Georgia,  on  February  26,  1951.  It  is 
certain  that  the  fruits  of  this  meeting  will  be  re- 
ported to  his  entire  committee,  and  it  is  recom- 
mended that  their  important  activities  in  the  field 
of  industrial  health  be  continued. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Samuel  Z.  Freedman,  New  York:  I second 
it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  147 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  III:  Rural  Medical  Service 

Dr.  Harry  Golembe,  District  Delegate:  The 
Council  Committee  on  Rural  Medical  Service, 
under  the  chairmanship  of  Dr.  Di  Natale,  continues 
to  do  an  excellent  job  in  studying  the  various  prob- 
' lems  connected  with  rural  medicine.  They  held  one 
full  committee  meeting  on  September  12,  1950,  and 
among  the  topics  discussed  was  attendance  at  the 
annual  meeting  of  the  A.M.A.  Council  on  Rural 
Medical  Service  and  ways  in  which  the  committee 
can  play  a part  in  helping  rural  communities  in 
need  of  medical  service. 


This  important  problem  was  discussed  from  many 
angles,  such  as  the  arranging  of  part-time  services 
with  physicians  in  nearby  communities,  appoint- 
ments of  physicians  in  various  public  health  posts 
in  the  community  so  as  to  guarantee  adequate 
economic  returns,  subsidizing  physicians  through 
furnishing  office  space,  and  other  means.  It  was 
also  suggested  that  health  councils  and  committees 
could  be  set  up  in  such  areas  or  in  such  counties  to 
study  such  a problem  and  to  include  in  this  study  the 
extension  of  Blue  Shield  and  Blue  Cross  Service 
Plans,  even  to  those  individuals  on  the  welfare  rolls. 

The  proposal  by  the  Committee  that  the  Council 
approve  the  holding  of  a meeting  in  the  Eighth 
District  Branch  with  farm  leaders  and  other  inter- 
ested groups  to  discuss  these  problems  is  approved 
by  your  Reference  Committee.  It  is  felt  that  this  is 
a step  whereby  the  Medical  Society  of  the  State  of 
New  York  can  be  of  great  service.  The  chairman 
of  this  Committee  attended  such  a meeting  of  county 
farm  agents  in  Batavia  in  October,  1950,  and  at 
that  time  was  able  to  bring  to  their  attention  that 
the  Medical  Society  of  the  State  of  New  York  has 
in  existence  a Committee  on  Rural  Medical  Service 
ready  to  help  and  advise  in  any  problem  that  may 
arise  in  extending  medical  service  and  in  studying 
the  problems  of  night  service,  and  the  question  of 
medical  fees  was  discussed.  The  recommendation 
of  the  chairman  of  this  Committee  that  the  com- 
ponent county  medical  societies  establish  a Com- 
mittee on  Rural  Medical  Service  where  the  need 
exists  is  approved.  The  work  of  this  Committee  is 
mounting  and  growing  more  important  each  day, 
and  your  Reference  Committee  wishes  to  commend 
it  for  its  accomplishments  during  the  past  year. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  John  L.  Edwards,  Columbia:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  148 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  III : General  Practice 

Dr.  Harry  Golembe,  District  Delegate:  The 
new  Subcommittee  approved  by  the  Council  at  its 
meeting  in  November,  1950,  whose  objective  is  the 
furtherance  of  the  interest  of  the  general  prac- 
titioner, got  off  to  a flying  start  when  its  first  meeting 
was  held  on  December  20,  1950,  under  the  chair- 
manship of  Dr.  Floyd  C.  Bratt  of  Rochester.  A 
thorough  discussion  on  the  following  aims  was  held: 

“1.  Creation  of  a Department  of  General  Prac- 
tice in  hospitals,  each  with  a department  head  hav- 
ing the  same  voting  power  as  the  heads  of  other 
services. 

“2.  Opportunity  for  advancement  by  the 
general  practitioner  on  the  hospital  staff. 

“3.  Recognition  of  the  individual  general  prac- 
titioner’s ability  to  practice  good  medicine  or  sur- 
gery, whether  or  not  he  is  a specialty  board  member.” 

The  recommendation  to  the  Council  of  the  State 
Medical  Society  that  consideration  of  these  aims  be 
given  by  the  Committee  on  Hospital  and  Profes- 
sional Relations  has  met  the  approval  of  the  Coun- 
cil. This  Committee  has  a good  deal  of  work  out- 
lined in  re-establishing  the  general  practitioner  as  an 
important  individual  in  the  practice  of  medicine 
and  in  public  health  activities.  It  is  proposed  to 
do  this  through  courses  in  the  medical  schools,  the 
opening  of  teaching  positions  to  men  in  general 
practice,  and  the  development  of  a continuous  pro- 
gram of  graduate  instruction  to  general  practi- 
tioners. 
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Your  Reference  Committee  feels  that  this  new 
Subcommittee  will  prove  to  be  a very  important 
one,  and  that  its  activities  should  receive  all  the 
support  and  help  that  the  State  Society  and  all  the 
component  county  medical  societies  can  give  it, 
and  that  whenever  possible  they  work  in  coopera- 
tion with  the  American  Academy  of  General  Prac- 
tice. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Irwin  Felsen,  Allegany:  I second  that. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  149  ( See  151) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  III : Problems  of  Alcoholism 

Dr.  Harry  Golembe,  District  Delegate:  The 
report  of  your  Special  Committee  on  the  Problems 
of  Alcoholism  under  the  able  chairmanship  of  Dr. 
Milton  G.  Potter  of  Buffalo  is  again  highly  com- 
mended. They  have  continued  to  do  an  excellent 
job  in  the  various  phases  of  this  problem.  In  the 
field  of  education  a very  successful  Teaching  Day 
was  held  in  association  with  the  annual  meeting, 
and  the  speakers  on  this  program  have  already  ap- 
peared at  various  county  societies  and  are  recom- 
mended for  discussion  of  this  important  topic  at 
district  branch  meetings.  This  Committee  has 
gone  a step  further  and  has  held  such  lectures  in 
several  medical  schools  and  as  a result  of  a survey 
expects  to  continue  and  widen  this  program. 

The  activities  of  this  Committee  in  the  legislation 
field  in  association  with  various  other  interested 
organizations  have  been  very  wide.  After  various 
meetings  with  these  groups,  the  Governor  was  pre- 
sented with  a recommendation  that  ten  rehabilita- 
tion centers  for  chronic  alcoholism  be  established, 
and  that  the  State  appropriate  .1500,000  to  the  New 
York  State  Department  of  Health  for  the  administra- 
tion of  this  program,  with  the  suggestion  that  this 
be  incorporated  into  an  administrative  measure 
requiring  no  legislation.  Through  the  activities  of 
these  groups  a bill  was  also  introduced  in  the  Legis- 
lature recommending  the  establishment  of  a tem- 
porary commission  “to  study  the  needs  of  the  State 
in  reference  to  the  care  of  nonrehabilitable  patients.” 
The  Committee  was  very  hopeful  that  favorable 
action  would  be  taken  on  these  measures. 

The  activities  of  this  Committee  in  the  develop- 
ment of  a similar  committee  under  the  auspices  of 
the  American  Medical  Association  is  well  under 
way,  and  it  is  hoped  that  a more  complete  report 
will  be  available  in  the  near  future. 

In  the  field  of  rehabilitation  this  Committee  again 
endorses  the  excellent  work  being  done  by  the 
Chronic  Diseases  Research  Institute  in  Buffalo. 
The  Committee  is  now  in  the  course  of  carrying  on  a 
survey  of  how,  on  a State  level,  and  if  possible  on  a 
national  level,  insurance  benefits  to  cover  this  ill- 
ness can  be  allowed  bv  Blue  Cross. 

Your  Reference  Committee  again  takes  great 
pleasure  in  commending  highly  the  activities  of  this 
Committee  and  particularly  its  chairman,  Dr. 
Potter,  and  again  is  pleased  to  recommend  that 
this  Special  Committee  on  the  Problems  of  Alco- 
holism be  continued. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  John  C.  Brady,  Erie:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  150  (See  76) 

Report  of  Reference  Committee  on  Report  of  Coun- 


cil, Part  III:  The  New  York  State  Vehicle  and 
Traffic  Law 

Dr.  Harry  Golembe,  District  Delegate:  Your 
Reference  Committee  has  two  resolutions  upon 
which  to  report. 

We  won’t  read  the  resolution  unless  you  wish  it, 
to  save  time.  It  is  quite  long.  The  Reference 
Committee  approves  the  resolution  submitted  by 
Westchester  County  that  the  Medical  Society  of 
the  State  of  New  York  foster  legislation  to  amend 
the  New  York  State  Vehicle  and  Traffic  Law  to  pro- 
vide mandatory  blood  tests  for  drunken  drivers 
and  recommends  its  adoption  as  presented.  I move 
the  adoption  of  this  report  of  the  Reference  Com- 
mittee. 

Vice-Speaker  Holcomb:  I think  you  all  re- 
member the  text  of  that  resolution.  Do  I hear  a 
second?  It  had  to  do  with  the  traffic  accidents  due 
to  alcoholism  and  the  blood  testing.  I think  the 
State  of  New  York  is  spending  quite  a bit  of  money 
on  a special  committee  to  study  traffic. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  151  ( See  75,  149) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  III:  Continuance  of  the  Special  Committee 
on  the  Problems  of  Alcoholism 

Dr.  Harry  Golembe,  District  Delegate:  The 
Reference  Committee  in  its  report,  which  you  have 
already  approved,  has  taken  care  of  the  resolution 
submitted  by  Dr.  A.  H.  Aaron  recommending  the 
continuance  of  a Special  Committee  on  the  Problems 
of  Alcoholism. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Dwight  V.  Needham,  Onondaga:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  Golembe:  Now  I move  the  adoption  of  the 
report  of  the  Reference  Committee  as  a whole. 

Dr.  Benjamin  M.  Bernstein,  Kings:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  Golembe:  May  I take  this  opportunity  to 
thank  the  members  of  this  Committee,  Dr.  Irwin 
Felsen,  Dr.  Alfred  A.  Hartmann,  and  Dr.  Charles  E. 
Goodell,  for  their  kind  assistance,  and  also  Dr. 
Curphey  for  talking  to  us  about  the  alcoholic 
problem. 

Vice-Speaker  Holcomb:  Thank  you,  Dr. 

Golembe. 

Section  152 

Report  of  the  Scientific  Awards  Committee 

Dr.  Charles  D.  Post,  Vice-President:  Mr. 

Speaker,  with  me  on  this  Committee  on  Scientific 
Awards  are  Dr.  Andrew  S.  Eggston  of  Mount  Ver- 
non and  Dr.  Henry  Kenwell  of  Buffalo: 

First  Scientific  Award:  “Experimental  Coronary 
Occlusion,”  Elmer  Milch,  M.D.,  Richard  W. 
Egan,  M.D.,  TingWei  Hsia,  M.D.,  Walter 
Zimdahl,  M.D.,  Buffalo  General  Hospital,  Uni- 
versity of  Buffalo,  School  of  Medicine,  Buffalo. 

Second  Scientific  Award:  “Observations  on  the 
Recognition  of  Recurrent  Nerve  Injury  During 
Thyroidectomy.  Treatment  of  Bilateral  Ab- 
ductor Paralysis  of  the  Vocal  Cords  Following 
Thyroidectomy,”  John  Ambrusko,  M.D.,  Buf- 
falo General  Hospital,  DeGraff  Memorial  Hos- 
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pital,  University  of  Buffalo,  School  of  Medi- 
cine, Buffalo. 

First  Clinical  Award:  “The  Effect  of  Hormonal 
Imbalance  on  Osseous  Metastases  of  Mammary 
Carcinoma,”  Julian  B.  Herrmann,  M.D., 
Montefiore  Hospital,  New  York  City. 

Second  Clinical  Award:  “Skin  Manifestations  of 
the  Acute  Infectious  Exanthemata,”  Maurice 
J.  Costello,  M.D.,  Vera  B.  Dolgopol,  M.D., 
Raymond  A.  Havrilla,  M.D.,  Lewis  H.  Koplilc, 
M.D.  (Deceased),  Willard  Parker  Hospital. 
New  York  City. 

Honorable  Mention — Clinical:  “Poliomyelitis: 

A Technic  for  the  Rapid  Restoration  of  Muscle 
Function,”  A.  W.  Schenker,  M.D.,  Halloran 
Veterans  Administration  Hospital,  Staten 
Island. 

I move  the  adoption  of  this  report. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Vice-Speaker  Holcomb:  Thank  you,  Dr.  Post. 

1 Section  153 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VIII:  Liaison  with  Veterans  Administration 

Dr.  Morris  Maslon,  Warren:  Your  Reference 
[ Committee  notes,  in  studying  carefully  the  report  of 
) the  Veterans  Medical  Service  Plan  of  New  York, 
Incorporated,  as  submitted  by  the  Board  of  Directors 
: headed  by  Dr.  Herbert  H.  Bauckus  and  published  in 
, the  pamphlet  entitled  “Annual  Reports,”  that  the 
i service  plan  contracted  with  the  Veterans  Ad- 
1 ministration  is  working  satisfactorily  with  mutual 
benefits  to  both  the  sick  or  disabled  veteran  and  the 
physicians  involved  in  this  particular  plan.  Free 
choice  of  physician  is  stressed,  and  adequate  pay 
for  his  service  is  insisted  on. 

You  will  note  that  from  the  study  of  authentic 
, ■:  figures  secured  from  publications  of  the  Veterans 
Administration,  it  appears  that  for  a period  of  one 
■ year  from  November  1,  1949,  to  October  31,  1950, 

! the  amount  of  money  expended  in  New  York  State 
I for  fee  basis  examination  and  treatment,  including 
N.P.  contract  clinics,  was  about  $1,300,000.  The 
j amount  of  money  expended  for  similar  services  in 
1 New  York  State  during  one  month,  October,  1950, 
f was  $104,653.  The  figure  for  similar  services  in 
the  entire  United  States  for  October,  1950,  was 
$968,424.  In  the  entire  United  States,  from  Novem- 
ber 1,  1949,  to  October  31,  1950,  the  cost  was  ap- 
proximately $13,221,911,  for  similar  service. 

Your  Committee  is  pleased  to  report  that  a new 
contract  with  the  Veterans  Administration  has 
I been  signed  for  another  year— from  June  30,  1951. 
The  fact  that  the  Spanish-American  War  veteran  is 
cared  for,  whether  service-connected  or  not,  under 
the  same  plan,  is  commendable  and  should  be 
continued.  This,  we  realize,  is  a controversial  point, 
but  if  the  Spanish-American  War  veteran  is  taken 
care  of,  it  should  be  on  a fee-for-service  basis. 

The  Liaison  Committee  deserves  the  thanks  of  the 
j Medical  Society  of  the  State  of  New  York  for  its  un- 
j tiring  efforts  and  the  successful  administration  of 
I this  plan. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Philip  M.  Standish,  Ontario:  I second  the 
motion. 

Vice-Speaker  Holcomb:  Is  there  any  discussion 
of  this  report? 

Dr.  Samuel  Z.  Freedman,  New  York:  Just  a 
< question  on  that  part  of  the  report  referring  to  the 


Spanish-American  War  veterans,  which  says  they 
are  entitled  to  treatment  for  conditions  that  are  not 
service-connected.  Is  that  part  approved  by  our 
Committee? 

Dr.  Maslon:  I talked  with  Dr.  Bauckus  in  re- 
gard to  this  particular  point.  He  said  that  it  is 
controversial.  It  is  in  effect,  but  he  is  not  sure 
whether  it  is  approved  by  everyone;  however,  if  it 
is  approved,  he  hopes  it  will  be  on  a fee-for-service 
basis.  If  Dr.  Bauckus  is  in  the  room,  perhaps  he 
could  tell  you  more  about  it. 

Dr.  Freedman:  On  an  amendment  then — 

Vice-Speaker  Holcomb:  Will  Dr.  Bauckus  come 
up  and  give  us  some  information  concerning  this 
portion  of  the  report? 

Dr.  Herbert  H.  Bauckus,  Past-President: 
Mr.  Speaker,  as  you  know,  on  the  fee-basis  system, 
with  certain  exceptions,  only  service-connected 
cases  could  be  taken  care  of.  During  the  year  the 
Veterans  Administration  decided  to  give  service  to 
the  Spanish-American  War  veterans,  whether  they 
are  service-connected  or  not.  This  does  not  refer 
to  hospitalization,  although  they  have  that  right, 
too.  Therefore,  we  have  the  first  group  that  would 
receive  medical  care  not  being  service-connected 
outside  of  the  hospital.  I think  you  know  that  if 
you  have  a nonservice  condition,  and  there  is  room 
in  the  veterans  hospital,  they  will  take  you  there. 
If  there  is  not  room,  you  are  put  on  the  waiting  list 
unless  it  is  an  emergency.  This  class  of  the  Span- 
ish-American War  veteran  is  of  importance  because 
here  for  the  first  time  we  have  a group  which  is  to 
receive  medical  care  from  the  Veterans  Administra- 
tion whether  service-connected  or  not.  They  are 
eligible  for  care  on  the  fee-basis  system.  I ex- 
pressed the  hope  that  they  would  now  make  it 
possible  for  the  fee-basis  system  to  take  care  of  the 
Spanish-American  War  veterans  rather  than  to  refer 
them  to  their  clinics  largely  in  use  in  the  cities  at 
the  present  time.  I point  that  out  as  of  interest 
and  as  of  importance  because  we  may  soon  have 
other  groups,  possibly  the  next  group  the  World 
War  I veteran,  to  be  entitled  to  this  privilege.  I 
said  that  I hoped  if  nonservice-connected  illness  is 
taken  care  of  that  it  will  be  on  the  fee-basis  system. 
We  did  not  in  our  Plan  have  anything  to  do  with 
the  adoption  of  legislation  or  planning  which  would 
give  the  Spanish-American  War  veterans  this  serv- 
ice. We  were  merely  told  that  that  is  the  case. 
Does  that  answer  your  question? 

Dr.  Freedman:  It  answers  my  question,  but  I 
think  it  raises  a point  of  great  importance,  and  that 
we  ought  to  go  on  record  against  services  being 
given  to  veterans  for  nonservice-connected  condi- 
tions. Unless  we  can  do  something  about  that,  I 
can  see  that  socialized  medicine  will  just  walk  in 
through  that  door.  Although  we  are  guarding  the 
front  door,  it  will  walk  in  through  the  side  door, 
because  it  does  not  take  much  imagination  to 
realize  in  our  lifetime  you  will  have  so  many  people 
entitled  to  services  paid  for  by-  the  government 
that  we  will  have  socialized  medicine  practically. 
So  I think  we  ought  to  go  on  record  against  the 
rendering  of  services  by  the  government  to  non- 
service-connected conditions  for  veterans,  and  I so 
move  an  amendment  to  this  report. 

Vice-Speaker  Holcomb:  Do  you  wish  to  make 
that  as  an  amendment  to  the  present  motion? 

Dr.  Freedman:  Yes,  I said  I would  make  that  as 
an  amendment  to  this  report. 

. . .The  motion  was  seconded  by  several.  . . 

Vice-Speaker  Holcomb:  Is  there  any  further 
discussion  of  that  amendment? 
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Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
We  may  all  agree  that  the  purpose  of  the  amend- 
ment is  a good  one;  however,  I want  to  look  at  the 
public  relations  aspect  of  this  particular  amendment. 
So  far  I think  the  veteran  groups  have  in  many  in- 
stances backed  the  proposals  that  we  have  made, 
but  now  apparently  we  are  going  to  have  to  go  to  the 
veterans  and  tell  them  we  are  against  a particular 
form  of  medical  care  that  they  have  a desire  to  get 
from  the  government.  Whether  we  approved  it 
or  not,  they  got  it.  Whether  we  approve  it  or  not, 
any  other  group  that  wants  it  will  eventually  get  it. 
I don’t  think  we  are  doing  ourselves  any  good  to 
come  out  against  it.  At  present  it  is  poor  public 
relations,  and  I would  like  to  hear  from  our  public 
relations  chairman  on  this  matter  also. 

Vice-Speaker  Holcomb:  Dr.  Winslow,  would 
you  care  to  express  an  opinion  on  the  point  raised? 

Dr.  Floyd  S.  Winslow,  Councillor:  Our  expert 
on  veterans  affairs  will  address  you  on  that. 

Dr.  George  Schwartz,  Bronx:  Mr.  Speaker, 
ladies  and  gentlemen,  I disclaim  any  such  honored 
title  as  an  expert  on  veterans  affairs,  but  public 
relations  certainly  involves  our  actions  among  the 
public,  and  it  certainly  involves  us  as  physicians. 
Speaking  from  a veteran’s  point  of  view — and  I am 
county  medical  officer  of  the  American  Legion  in  our 
county — our  veterans  do  not  want  treatment  for 
nonservice-connected  disabilities.  We  don’t  want 
something  for  nothing,  and  we  don’t  want  to  be 
cared  for  by  physicians  at  the  government’s  expense 
for  nonservice-connected  disabilities.  Therefore, 
from  a veteran’s  point  of  view,  and  also  from  the 
point  of  view  of  the  public  relations  involved  in  and 
among  our  own  physicians,  I would  agree  with  Dr. 
Freedman  in  this  instance.  I think,  therefore,  that 
Dr.  Freedman’s  amendment  should  hold. 

Thank  you ! ( A pplause) 

Vice-Speaker  Holcomb:  Is  there  any  further 
discussion? 

Dr.  Bauckus,  do  you  care  to  express  an  opinion? 

Dr.  Bauckus:  May  I say  one  more  word? 

Vice-Speaker  Holcomb:  Yes. 

Dr.  Bauckus:  I was  going  to  suggest  to  Dr. 
Freedman  that  if  we  could  get  this  at  least  into  the 
motion  or  the  amendment  that  the  free  choice  of 
personal  physician  be  made  available,  without 
reservation,  to  this  group  of  Spanish-American  War 
veterans,  that  that  might  do  some  good.  You 
know  this  has  been  brought  up  for  some  years  in 
the  American  Medical  Association’s  House  of  Dele- 
gates, too,  and  they  never  went  quite  so  far  as  I 
think  your  resolution  would  go.  I agree  with  you 
that  the  difficulties  are  great.  I merely  express  in 
this  report  the  hope  that  this  would  be  done  on  the 
fee-basis  plan  and  in  no  other  way. 

Vice-Speaker  Holcomb:  Are  you  ready  for  Dr. 
Freedman’s  amendment  calling  for  the  disapproval 
of  free  medical  care  on  nonscrvice-connected  disa- 
bilities? 

. . .The  question  was  called,  and  the  amendment 
was  put  to  a vote  and  was  carried.  . . 

Vice-Speaker  Holcomb:  We  are  now  ready  for 
the  adoption  of  the  portion  of  the  report  given,  as 
amended. 

. . .There  being  no  discussion,  the  report  as 
amended  was  adopted.  . . 

Dr.  Maslon:  Mr.  Speaker,  I am  reminded  of  a 
story  that  somebody  one  time  asked  Abraham  Lin- 
coln just  how  long  a man’s  legs  ought  to  be,  and  he 
replied  very  promptly,  “Long  enough  to  reach  the 
ground,”  but  he  said  that  before  these  instruments 
of  precision  were  in  vogue  ( indicating  microphone). 
( Laughter) 


Section  154 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VIII:  War  Memorial 

Dr.  Morris  Maslon,  Warren:  Your  Reference 
Committee  notes  with  sorrow  the  passing  of  the 
chairman  of  the  War  Memorial  Committee,  Dr. 
James  F.  Rooney,  originator  of  this  Committee. 
Few  will  forget  the  dynamic  personality,  the  keen 
wit,  his  oratorical  ability,  and  his  masterly  pres- 
entation of  facts  and  figures  when  necessary.  Al- 
ways a dangerous  opponent  in  debate,  he  was  fair 
and  honest  in  his  convictions.  To  us  older  members 
of  the  House  of  Delegates,  he  was  a tower  of  strength 
when  needed.  To  the  younger  and  more  recent 
members,  he  was  an  inspiration  and  a source  of 
wonder.  His  passing  is  a great  loss  to  organized 
medicine.  He  has  joined  the  list  of  the  immortals 
of  our  association.  He  will  be  missed.  We  will 
always  remember  him,  as  the  poet  says: 

Not — How  did  he  die 
But — How  did  he  live 
Not — What  did  he  gain 
But — What  did  he  give 
These  are  the  units 
To  measure  the  worth 
of  a man  as  a man 
Regardless  of  birth 
Not — What  was  his  station 
But — Had  he  a heart 
and — How  did  he  play 

His  God-given  part 
Was  he  ever  ready 
with  a word  of  good  cheer 
To  bring  back  a smile 
to  banish  a tear 
Not — What  was  his  church 
Nor — What  was  his  creed 
But — Had  he  befriended 

those  really  in  need 
Not — What  did  the  sketch 
in  the  newspaper  say 
But — How  many  were  sorry 
when  he  passed  away 

The  Measure  of  a Man 

On  March  8,  1951,  Dr.  Dan  Mellen  was  appointed 
a member  of  the  War  Memorial  Committee  to  fill 
the  vacancy  left  by  the  death  of  Dr.  James  F. 
Rooney. 

Your  Reference  Committee  notes  that  as  of 
December  31,  1950,  the  total  assets  of  the  War 
Memorial  Fund  from  the  authorized  assessments 
and  accrued  interest  on  investments  were  $238,589, 
and  the  total  expenditures  to  that  date,  $11,800. 
A total  of  $241,626  has  been  received  from  20,135 
physicians.  Total  active  membership,  as  per  the 
report  of  the  Secretary  of  the  Society,  is  21,861. 
A total  of  569  members  of  the  Medical  Society  have 
not  contributed  to  this  fund.  The  breakdown  of 
these  unpaid  members  is  as  follows: 

UNPAID  WAR  MEMORIAL  ASSESSMENTS  AS  AT 
APRIL  30.  1951 

Albany • i 

Cattaraugus ’ 

Cayuga r 

Columbia } 

Cortland - 

Delaware 

Dutchess 

Erie 

Fulton 1 j 

Genesee J 

Herkimer * m 
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Jefferson 

Kings 

Livingston.  . . 

Madison 

Monroe 

Montgomery . 

Nassau 

New  York. . . . 

Oneida 

Onondaga. . . . 

Oswego 

Queens 

Rensselaer.  . . 
Rockland.  . . . 
St.  Lawrence . 
Saratoga ... 
Schoharie 

Seneca 

Suffolk 

Sullivan 

Ulster 

Washington 
Westchester. . 
Yates 


7 

102 

3 

11 

10 

1 

41 

249 

5 

7 

10 

3 

13 

1 

5 

3 

3 
2 

15 

4 
1 
2 
9 
1 


Total 


569 


HONOR  COUNTIES 


Allegany 

Orleans 

Bronx 

Otsego 

Broome 

Putnam 

Chautauqua 

Richmond 

Chenango 

Schenectady 

Clinton 

Schuyler 

Essex 

Steuben 

Greene 

Tioga 

Lewis 

Tompkins 

Niagara 

Warren 

Ontario 

Wayne 

Orange 

Wyoming 

It  is  hoped  that  these  delinquent  physicians  have 
by  this  date  contributed  their  share  to  this  most 
worthy  enterprise. 

Your  Reference  Committee  further  notes  that 
during  1950  the  Council  voted  remission  of  War 
Memorial  assessments  for  29  members  as  follows: 


County 


Member 


Bronx  1 

Cortland  1 

Erie  2 

Jefferson  2 

Kings  4 

Madison  2 

Monroe  1 

New  York  3 

Onondaga  9 

Orange  1 

Queens  2 

Rockland  1 

Total  29 


We  record  with  pride  that  during  the  1949-1950 
i academic  year  ten  students  received  benefits  from 

Jthe  fund  to  help  defray  their  educational  expense. 
Of  these,  nine  are  college  or  university  students 
and  one  attends  preparatory  school.  The  college 

(students  receive  $600  per  year  and  the  secondary 
school  student  $300,  each  paid  in  three  installments. 
It  is  gratifying  to  report  that  four  of  the  college 
i students  are  enrolled  in  a premedical  course  and  one 
in  a nursing  school.  It  should  be  our  duty  to  follow 
closely  the  progress  of  these  particular  four  pre- 
medical students,  and  to  see  to  it  that,  if  scholas- 
J tically  satisfactory,  they  be  permitted  to  enter  a 
medical  college  of  their  choice.  In  their  cases  the 
oft-quoted  excuse  of  overcrowding  should  not  be 
permitted  by  this  Society. 

Your  Reference  Committee  wishes  to  congratu- 
late the  War  Memorial  Committee  on  its  liberal 
interpretation  of  the  purpose  of  the  fund  in  ruling 
that  the  death  of  Captain  William  A.  Connolly 
from  myocardial  infarction  was  service-connected, 
thereby  making  his  three  children  entitled  to  bene- 


fits from  the  War  Memorial  Fund.  The  first  of 
these  children  will  receive  benefits  in  1960,  the 
second  in  1961,  and  the  third  in  1967. 

We  note  that  it  is  estimated  that  there  will  be  64 
students  entitled  to  educational  benefits  under  this 
Memorial  Fund.  What  a fitting  memorial  to  the 
father  of  this  project,  Dr.  James  F.  Rooney,  and  to 
the  Medical  Society  of  the  State  of  New  York! 

Your  Reference  Committee  commends  the  issuing 
of  suitable  engraved  certificates  of  eligibility,  signed 
by  the  Society’s  officers  with  seals  affixed.  No 
doubt  they  will  be  treasured  by  the  recipients. 

I move  the  adoption  of  this  portion  of  the  report. 

Df.  Aaron  Kottler,  Kings:  I second  it. 

Vice-Speaker  Holcomb:  Is  there  any  discussion 
on  this  part  of  the  report? 

Dr.  Henry  E.  McGarvey,  Westchester:  I would 
like  to  correct  the  chairman  of  the  Reference  Com- 
mittee. Westchester,  as  of  January  1,  has  one  de- 
linquent. 

Vice-Speaker  Holcomb:  Do  you  accept  that? 

Dr.  Maslon:  Just  a minute,  Mr.  Speaker. 

What  county  is  that? 

Dr.  McGarvey:  Westchester. 

Dr.  Maslon:  Mr.  Speaker,  these  were  figures 
that  were  handed  to  me  last  night  taken  from  reports, 
I presume  from  authentic  reports,  from  the  office  of 
the  Medical  Society  of  the  State  of  New  York,  and  I 
refuse  to  accept  that  record.  That  will  have  to  be 
corrected  officially. 

. . .There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried.  . . 

Dr.  Maslon:  I now  move  the  adoption  of  the 
report  as  a whole,  as  amended. 

Dr.  Victor  A.  Bacile,  Dutchess:  I second  that. 

. . .There  being  no  further  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried.  . . 

Dr.  Maslon:  I also  wish  to  thank  the  members 
of  my  Committee,  Dr.  Philip  Standish,  Dr.  Victor 
A.  Bacile,  and  Dr.  Sol  Axelrad,  for  their  fine  co- 
operation. 

Vice-Speaker  Holcomb:  Thank  you,  Dr. 

Maslon,  for  that  very  excellent  report. 

Section  155 

Report  of  Reference  Committee  on  Report  of 
Secretary 

Dr.  W.  Guernsey  Frey,  New  York:  Mr. 

Speaker,  the  first  portion  of  this  report  deals  with 
the  Report  of  the  Secretary. 

The  Bylaws  prescribe  that  the  Secretary  “shall 
make  an  annual  report  to  the  House  of  Delegates.” 
In  fulfillment  of  this  requirement,  the  Secretary 
has  given  us  a concise  factual  statement  of  the 
year’s  changes  in  the  various  classes  of  member- 
ship of  the  Society,  showing  a healthy  over-all  gain 
in  total  membership  of  372  members.  As  ex 
officio  member  of  all  boards  and  committees,  the 
Secretary  is  uniquely  the  coordinator  of  all  of  the 
Society’s  activities,  a status  which  has  been  recog- 
nized by  the  Council  and  Trustees  in  designating 
the  Secretary  as  “General  Manager.”  In  his  report, 
he  therefore  touches  briefly  on  various  matters 
which  are  referred  to  in  greater  detail  in  the  report  of 
the  Council ' and  are  being  considered  by  other 
reference  committees. 

The  report  mentions  a few  of  the  many  meetings 
which  the  Secretary  has  attended  during  the  past 
year  as  our  representative,  but,  in  truth,  if  the  total 
of  such  meetings  were  to  be  enumerated  in  detail, 
it  would  undoubtedly  fill  several  pages.  The  re- 
port comments  favorably  upon  the  cooperation  be- 
tween the  Medical  Society  of  the  State  of  New 
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York,  represented  by  its  officers  and  committees 
of  the  Council,  with  the  government  of  our  State, 
and  alludes  to  frequent  conferences  with  the  Com- 
missioner of  Health,  members  of  his  staff,  and  with 
the  members  of  the  Departments  of  Education  and 
Social  Welfare. 

It  is  obvious  that  Dr.  Anderton  is  carrying  on  in 
the  high  tradition  of  his  predecessors,  Drs.  Dan 
Dougherty  and  Peter  Irving.  Those  who  know 
the  workings  of  the  Society’s  office  and  can  read  be- 
tween the  lines  of  this  report  cannot  fail  to  be  im- 
pressed with  the  Secretary’s  humility  in  minimizing 
or  omitting  altogether  mention  of  the  tremendous 
volume  of  day-to-day  detail  carried  on  by  his  office 
and  his  personal  expenditure  of  energy  in  achieving 
the  high  order  of  public  relations  enjoyed  by  the 
Society  through  his  efforts.  Your  Reference  Com- 
mittee commends  the  Secretary  on  his  report  and 
commends  the  Society  on  its  Secretary. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  William  Benenson,  Queens:  I second  it. 
( Applause ) 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  156 

Report  of  Reference  Committee  on  Report  of  Board 
of  Censors 

Dr.  W.  Guernsey  Frey,  New  York:  The  Board 
of  Censors  consists  of  the  President  and  Secretary 
of  the  State  Society  and  the  presidents  of  the  nine 
district  branches.  As  a Board,  it  had  no  meetings 
during  the  past  year  and  presented  no  report  for 
your  Reference  Committee’s  consideration.  I guess 
we  were  a very  well-behaved  group. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  L.  W.  Ehegartner,  Onondaga:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  157  (See  12) 

Report  of  Reference  Committee  on  Reports  of 
District  Branches 

Dr.  W.  Guernsey  Frey,  New  York:  Reports 
for  the  district  branches  have  been  submitted  by 
their  respective  presidents. 

The  First  District  Branch,  comprising  the  coun- 
ties of  the  City  of  New  York,  has  not  met,  and  its 
proposed  constitution  and  bylaws  have  not  been  ap- 
proved by  the  Council. 

The  reorganized  Second  District  Branch,  now 
comprising  only  the  two  suburban  counties  of  Long 
Island,  and  the  newly  organized  Ninth  District 
Branch,  comprising  the  counties  formerly  consti- 
tuting the  First  District  Branch  with  the  exception 
of  New  York  and  Bronx,  are  very  homogeneous 
organizations  which  carry  on  their  tradition  of  pro- 
fessional and  social  activities. 

The  Third,  Fourth,  Fifth,  Sixth,  Seventh,  and 
Eighth  District  Branches  all  had  successful  years, 
with  excellent  scientific  programs  at  their  annual 
meetings  and  with  a diversity  of  social  activity. 

The  large  and  populous  Sixth,  Seventh,  and  Eighth 
District  Branches  are  making  efforts  to  coordinate 
the  activities  and  policies  of  the  constituent  county 
societies  and  to  be  of  service  to  the  members  on  the 
district  branch  level.  To  this  end,  a district 
grievance  committee,  composed  of  one  member 
from  each  county  in  the  district,  to  stand  behind 
the  individual  county  grievance  committees  and 
act  as  an  appeal  board  for  the  latter,  has  been  sug- 
gested or  adopted  in  the  Sixth  and  Seventh  Districts. 


The  Eighth  District  finds  its  three-year-old  Central 
Conference  Committee  on  Workmen’s  Compensa- 
tion Problems  “increasing  in  strength  and  prestige  as 
[one  of  the]  agencies  for  the  safeguarding  of  medi- 
cine’s interests  and  for  the  promotion  of  district-wide 
unity.”  Your  Reference  Committee  particularly 
commends  the  Eighth  District  Branch  for  its  ac- 
tivity in  the  legislation  field. 

In  several  instances,  two  or  more  counties,  or  the 
counties  of  an  entire  district  branch,  have  jointly 
employed  an  executive  secretary  for  the  furtherance 
of  the  interests  of  the  county  societies  and  the  in- 
dividual members.  Your  Reference  Committee 
congratulates  the  participants  in  such  a cooperative 
enterprise  which,  in  most  instances,  could  not  have 
been  carried  on  by  any  one  of  the  individual  county 
societies  involved. 

In  conclusion,  your  Reference  Committee  feels 
that  the  organization,  and  particularly  the  recent 
reorganization,  of  the  county  medical  societies  of 
the  State  having  common  geographic  and  other 
interests  into  district  branches,  which  have  for 
many  years  served  a social  and  to  some  extent  a 
scientific  purpose,  is  now  entering  upon  a sphere  of 
activity  in  the  field  of  public  relations  and  economics 
which  will  benefit  immeasurably  the  individual 
members. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  C.  H.  Berlinghof,  Broome:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  Frey:  Now  I move  the  adoption  of  the  re- 
port of  the  Reference  Committee  which  is  signed  by 
W.  Guernsey  Frey,  chairman,  C.  H.  Berlinghof, 
William  Benenson,  and  L.  W.  Ehegartner,  as  a 
whole. 

Dr.  Samuel  B.  Burk,  New  York:  I second  that. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  158 

Report  of  Reference  Committee  on  Report  of  The 
Council,  Part  I:  Emergency  Medical  Prepared- 
ness Committee 

Dr.  Frederick  W.  Williams,  Bronx:  Mr. 

Speaker  and  members  of  the  House,  your  Reference 
Committee  wishes  to  bring  to  the  attention  of  every 
member  of  the  House  of  Delegates  that  the  Emer- 
gency Medical  Preparedness  Committee  and  its 
work  are  of  paramount  importance  in  this  time  of 
crisis.  In  the  event  of  surprise  attack,  the  work 
of  this  Committee  would  immediately  be  cata- 
pulted to  prime  consideration  over  all  the  rest  of  the 
problems  which  we  now  feel  are  important. 

The  outstanding  members  of  this  Committee  and 
its  capable  and  humble  chairman  deserve  the  praise 
and  appreciation  of  this  House  for  the  excellent  work 
which  they  have  done  thus  far  in  this  emergency 
preparedness  program.  This  Committee  has  also 
been  fortunate  in  having  a most  cooperative  State 
Health  Department  under  the  able  direction  of  Dr. 
Herman  E.  Hilleboe.  Both  the  Committee  chair- 
man and  the  State  Health  Commissioner  have  told 
your  Reference  Committee  that  the  plan  which  has 
been  developed  thus  far  would  not  have  been  possible 
except  for  the  harmonious  cooperation  between  our 
Society  and  the  State  Department  of  Health.  The 
prime  result  from  this  combined  effort  has  been: 

1.  The  teaching  programs  for  physicians  on  the 
medical  aspects  of  atomic  injuries.  These  you  are 
all  well  aware  of.  It  is  estimated  that  over  75  per 
cent  of  doctors  in  the  atomic  bomb  target  areas 
have  taken  these  courses  of  instruction. 
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2.  The  provision  for  the  Health  Commissioner 

of  an  authoritative  first  aid  treatment  for  burns, 
fractures,  shock,  extensive  wound  and  radiation 
injuries:  Your  Preparedness  Committee  solved 

this  problem  in  a fashion  which  was  unique  in  the 
history  of  medicine  in  this  State.  Your  capable 
chairman  held  panel  meetings  of  representatives  of 
all  of  the  medical  schools  in  the  State  and  from  these 
panels  evolved  a consensus  of  opinion  for  the  pos- 
sible treatment  of  these  conditions.  ' This  truly  was 
a feat  in  cooperative  effort. 

3.  The  Committee  also  assisted  the  Health 
Department  in  the  preparation  of  the  Information 
Circular  No.  10  ( indicating ),  which  is  a 35-page 

i printed  on  both  sides  format  sent  out  by  the  New 
York  State  Civil  Defense  Commission,  and  which  has 

ii  been  distributed  to  all  county  societies  and  the 
||  medical  officer  of  each  civil  defense  unit  to  guide 

them  in  the  establishment  of  their  local  prepared- 
t ness  committees. 

These  and  all  the  other  activities  of  this  Com- 
mittee are  approved  and  endorsed  most  heartily 
j by  your  Reference  Committee.  There  is  the 
necessity  of  constant  planning  and  of  continuing 
further  training,  especially  in  the  target  areas; 
therefore,  your  Reference  Committee  recommends 
!!  that  this  Emergency  Medical  Preparedness  Com- 
mittee be  continued.  Because  of  the  emergency 
nature  and  importance  of  this  Committee,  your 
| Reference  Committee  further  recommends  to  the 
Council  that  it  continue  this  Committee  under  its 
present  extremely  competent  chairman,  regardless 
of  whether  or  not  he  is  a Councillor. 

May  I interpolate  a little  explanation?  It  is  a 
rule  of  the  Society  that  the  chairmen  of  all  regular 
I standing  committees  shall  be  members  of  the 
Council.  The  chairman  of  this  Committee  next 
year  will  not  be  a member  of  the  Council,  and  on 
the  basis  of  this  being  an  emergency  committee  your 
Reference  Committee  would  like  this  to  be  a direc- 
I tive  so  that  this  man  can  continue  as  chairman. 

■ We  feel  that  he  has  had  the  experience,  he  has 
| demonstrated  his  ability,  we  all  have  much  con- 
1 fidence  in  him,  and  he  will  not  as  chairman  of  the 
! Emergency  Preparedness  Committee  then  be  further 
! encumbered  by  any  other  assignments  as  a Coun- 
cillor. 

Therefore,  I move  the  adoption  of  this  part  of 
the  recommendation. 

Dr.  George  E.  Anderson,  Kings:  I second  the 

motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  159  ( See  55) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  I:  Medical  Advisory  Committees  to 
| Selective  Service 

Dr.  Frederick  W.  Williams,  Bronx:  Your 

Committee  has  considered  the  resolution  from  West- 
chester County  introduced  by  Dr.  Morley  Smith. 
(See  Section  55) 

Your  Committee  is  in  agreement  with  the  princi- 
ple expressed  by  this  resolution.  However,  the 
resolution  should  not  be  adopted  because  it  could 
I not  be  practically  applicable  throughout  the  State. 
In  the  rural  areas  a county  level  is  not  practical. 
In  the  heavily  populated  areas  the  county  level  may 
be  vastly  more  preferable. 

Therefore,  your  Committee  recommends  that  the 
House  of  Delegates  advise  the  Council  that  it 
recommend  through  its  State  Advisory  Committee 
to  the  New  York  State  Selective  Service  System 


that  it  consider  the  revision  of  its  present  medical 
supervisory  committee  setup,  especially  in  the  large 
congested  areas  of  the  State. 

Your  Committee  further  recommends  that  the 
Council  suggest  that  in  congested  areas  supervisory 
committees  be  appointed  on  a county  basis  or  such 
area  segregation  as  is  feasible,  practical,  and  ac- 
ceptable to  the  State  Advisory  Committee  and  the 
Selective  Service  System. 

Your  Committee  further  recommends  that  any 
area  which  is  too  large  or  too  crowded  should  appeal 
to  the  State  Advisory  Committee  to  establish  a 
local  subcommittee  to  assist  judiciously  in  this  work. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Thomas  McCarthy,  Bronx:  I second  it. 

Vice-Speaker  Holcomb  : Is  there  any  discussion? 

Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
Did  you  ask  for  the  adoption  of  this  entire  report,  or 
merely  this  portion,  and  is  there  more  to  come? 

Dr.  Williams:  I still  have  another  portion. 

Vice-Speaker  Holcomb:  Is  there  any  further 
discussion  on  this  portion? 

. . .The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried. . . 

Section  160 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  I:  Postgraduate  Education 

Dr.  Frederick  W.  Williams,  Bronx:  The 

Council  Committee  on  Public  Health  and  Educa- 
tion has  continued  to  work  in  postgraduate  educa- 
tion through  its  speakers  bureau,  regional  meet- 
ings, teaching  days,  and  its  exhibit.  In  the  post- 
graduate education  phase  of  its  work,  the  Depart- 
ment of  Health  of  the  State  of  New  York  has  been 
most  cooperative  and  has  been  of  real  material 
assistance.  This  is  evidenced  by  the  fact  that  a 
speaker  who  makes  a trip  to  deliver  a lecture  for  the 
postgraduate  speakers  bureau  receives  his  travel 
expenses  from  the  Medical  Society  and  an 
honorarium  of  $25  from  the  State  Health  Depart- 
ment. Last  year  this  Committee  arranged  for  105 
lectures  through  31  county  medical  societies;  15  of 
these  counties  arranged  three  or  more  speakers 
through  the  bureau.  This  is  a good  record. 

Your  Reference  Committee  compliments  the 
Committee  on  Public  Health  and  Education  on  its 
work  and  offers  the  following  suggestions : 

1.  That  competent,  experienced  general  prac- 
titioners be  included  in  the  list  of  speakers  in  the 
Course  Outline  Book. 

This  Course  Outline  Book  (indicating),  may  I 
interpolate  for  those  of  you  who  are  not  acquainted 
with  it,  contains  a list  of  the  speakers  and  subjects 
available  to  the  county  societies  and  contains  500 
different  speakers  and  subjects. 

2.  That  the  Committee  consider  the  establish- 
ment of  “continuation  courses”  for  general  prac- 
titioners. 

3.  That  the  Committee  explore  the  possibilities 
of  the  establishment  of  a center  for  the  holding  of 
continuation  courses  for  the  general  practitioners. 

4.  That  continued  efforts  be  made  to  publicize 
the  services  available  through  the  Committee,  es- 
pecially its  speakers  bureau. 

5.  That  the  Course  Outline  Book  be  revised 
annually  and  that  series  “packages”  of  lectures  be 
made  available  to  the  county  societies. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Frederick  A.  Wurzbach,  Bronx:  I second 
the  motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 
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Dr.  Williams:  Seeing  that  there  are  no  amend- 
ments, the  adoption  of  the  report  as  a whole  seems 
unnecessary,  but  1 move  the  adoption  of  the  report 
as  a whole. 

Dr.  Abraham  M.  Rabiner,  Kings:  I second  it. 
Dr.  Thomas  M.  d’Angelo,  Assistant  Treasurer: 
I bring  only  one  point  to  the  attention  of  the  dele- 
gates. I am  quite  in  agreement  with  the  report, 
especially  that  portion  which  asks  that  the  present 
chairman  of  the  Emergency  Preparedness  Com- 
mittee be  continued.  However,  I note  from  the 
Constitution  that  it  seems  to  be  unconstitutional 
for  such  a proposition  to  take  place.  I would  like 
to  know  if  the  Committee  studied  in  what  way  it  can 
be  done  according  to  our  Constitution. 

Dr.  Williams:  We  did  not  consult  the  Constitu- 
tion to  find  out  the  situation  as  regards  the  Emer- 
gency Medical  Preparedness  Committee,  but  we 
felt  that  from  the  title  of  the  Committee,  “Emergency 
Medical  Preparedness,”  it  was  evident  that  it  was 
an  emergency  committee,  and  if  you  remember  my 
recommendations — I will  read  them  again — 

Dr.  Samuel  Z.  Freedman,  New  York:  You 

don’t  have  to.  We  remember  them. 

Dr.  Williams:  On  the  basis  of  this  being  an 
emergency  committee  I think  it  can  be  done.  This  is 
a directive  from  the  House  to  appoint  this  man  to 
an  emergency  committee,  and  I think  it  can  be 
properly  done. 

Dr.  Samuel  B.  Burk,  New  York:  Point  of 

order:  Gentlemen,  you  have  to  follow  your  rules 
and  regulations  as  handed  to  you,  or  else  you  might 
as  well  not  have  them.  I see  no  reason  why  the 
chairman  of  that  Committee  cannot  be  made  the 
chairman  of  a subcommittee  with  reference  to  its 
relationship  to  the  Medical  Society  of  the  State  of 
New  York  rather  than  designating  him  as  a full 
chairman,  and  I think  that  would  take  care  of  the 
situation  by  amending  that  to  have  him  the  sub- 
chairman in  charge  of  this  particular  field. 

Dr.  Williams:  I think  if  I would  have  been 
permitted  to  read  that  you  would  have  seen  that  it 
is  only  an  amendment. 

Dr.  W.  Guernsey  Frey,  New  York:  If  I might 
ask  a question,  I notice  this  is  the  report  of  a special 
committee.  It  is  not  one  of  the  regular  committees. 
Do  they  have  all  to  be  chaired  by  members  of  the 
Council? 

Vice-Speaker  Holcomb:  No,  not  the  chairman 
of  a subcommittee. 

Dr.  Frey:  This  is  not  the  report  of  a Council 
Committee. 

Dr.  William  B.  Rawls,  New  York:  Whatever  it 
is,  we  still  have  to  guided  by  our  Constitution  and 
Bylaws. 

Vice-Speaker  Holcomb:  Do  you  want  to  amend 
your  report  accordingly? 

Dr.  Williams:  No,  your  Reference  Committee 
has  made  this  recommendation,  which  has  been 
adopted,  and  I do  not  accept  any  amendment. 

Dr.  IIawls:  I am  looking  for  information.  The 
Constitution  and  Bylaws,  Chapter  IV,  Section  10, 
provides: 

“Committees  of  the  Council  may  include  other 
members  of  the  Society  and  shall  be  appointed 
by  the  president  subject  to  the  approval  of  the 
Council.  Each  committee  shall  include  at  least 
one  member  of  the  Council  who  shall  be  chairman, 
except  that  he  need  not  be  chairman  for  the  com- 
mittee or  committees  in  charge  of  activities  (a), 
(b),  and  (f),  Chapter  IV,  Section  9,  of  the  By- 
laws.” 

Under  Chapter  XI,  Section  1,  it  reads: 


“Special  committees  may  be  created  by  the  1 
House  of  Delegates  to  perform  the  special  function 
for  which  they  are  created.  They  shall  be 
appointed  by  the  speaker  or  other  officer  presiding 
pro  tempore  over  the  meeting  at  which  the  com- 
mittee is  authorized.” 

I think  under  this  particular  part  of  the  Con- 
stitution and  Bylaws  that  could  be  carried  through, 
as  has  been  suggested. 

Dr.  John  J.  Masterson,  Past- President:  The 
chairman  of  that  Committee  is  perfectly  willing  to 
relinquish  the  job. 

Vice-Speaker  Holcomb:  Are  you  ready  for  the 
question? 

Dr.  Williams:  Chapter  XI,  under  “Special 

Committees,”  Section  1 : 

“Special  committees  may  be  created  by  the 
House  of  Delegates  to  perform  the  special  func- 
tions for  which  they  are  created.  They  shall  be 
appointed  by  the  speaker  or  other  officer  presiding 
pro  tempore  over  the  meeting  at  which  the  com- 
mittee is  authorized,  if  such  committee  is  to  con- 
clude its  work  during  said  meeting  of  the  House 
of  Delegates.  The  president  shall  appoint  all 
other  committees  subject  to  the  approval  of  the 
Council  unless  otherwise  ordered  by  the  House 
of  Delegates.” 

So  I feel  that  section  pertaining  to  special  com- 
mittees would  not  apply,  and  that  was  the  basis  of 
our  contention. 

Dr.  Ezra  Wolff,  Queens:  It  is  very  clear  that 
constitutionally  all  Council  committees  have  to 
include  a member  of  the  Council,  and  the  member 
of  the  Council  has  to  be  the  chairman  of  the  com- 
mittee, in  all  except  a few  instances  which  are  specified 
and  which  are  not  relevant  here.  Therefore,  while 
I agree  with  Dr.  Williams  that  it  would  be  wise  to 
continue  our  present  chairman,  unless  we  change  our 
Constitution  we  would  not  be  able  to  do  it  under 
the  present  framework. 

Chorus:  No. 

Vice-Speaker  Holcomb:  Is  there  any  further 
discussion?  If  not,  are  you  ready  for  the  motion  to 
accept  the  report  of  the  Committee  as  a whole? 

. . .The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Dr.  Williams:  I wish  to  thank  the  members  of 
my  committee,  Dr.  Abraham  M.  Rabiner  and  Dr.  T. 

0.  Gamble. 

Vice-Speaker  Holcomb:  Thank  you,  Dr. 

Williams. 

Section  161 

Decision  to  Hold  a Night  Session 

Speaker  Andresen:  Members  of  the  House, 

I have  just  canvassed  the  chairmen  of  the  remaining 
committees  that  have  to  report,  and  I feel  that,  if 
we  continue  our  session  now,  it  will  take  until  7:00 
or  7:15  to  finish.  It  is  now  to  be  decided  by  the 
House  whether  we  shall  adjourn  at  this  time  and 
reconvene  at  eight  o’clock  and  have  a night  session, 
or  whether  we  shall  continue  until  we  get  through  with 
the  reference  committee  reports,  which  would  be 
around  7 : 00  or  7:30.  We  could  set  seven  o’clock  as 
the  final  hour  this  evening,  if  you  so  desire,  and  if  we 
had  a couple  of  reference  committee  reports  to  take 
up  tomorrow  morning  that  would  be  all  right. 
Would  you  like  to  continue  now  until  seven  o’clock, 
or  would  you  rather  adjourn  and  come  back? 

Dr.  John  J.  Masterson,  Past- President:  I 

move  we  adjourn  until  eight  o’clock. 

. . .The  motion  was  seconded.  . . 

Chorus:  No,  continue. 
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Dr.  Masterson  : We  have  been  here  all  day,  and 
I am  pretty  fatigued  by  now,  as  I guess  most  of  the 
other  members  are. 

Speaker  Andresen:  The  majority  will  have  to 
rule.  We  all  know  we  have  been  here  all  day,  and 
we  are  familiar  with  the  difficulties,  but  it  is  now  a 
question  of  pleasing  the  majority. 


. . .The  motion  was  put  to  a viva  voce  vote,  and, 
as  there  was  doubt  as  to  the  outcome,  it  was  put  to 
a hand  vote,  and  was  declared  carried  with  97  voting 
in  favor.  . . 

Speaker  Andresen:  The  motion  to  adjourn  has 
been  carried.  We  will  reconvene  at  eight  o’clock. 

. . .The  session  adjourned  at  5 :45  p.m.  . . . 


EVENING  SESSION 
Tuesday,  May  i,  1951 


The  session  convened  at  8:30  p.m. 

Vice-Speaker  Holcomb:  The  meeting  will  come 
to  order. 

Dr.  Kiley  has  a resolution  that  he  wishes  to  in- 
troduce. 

Section  162 

Section  on  General  Practice 

Dr.  Joseph  L.  Kiley,  Saratoga:  The  subject  of 
this  is  “Section  on  General  Practice”: 

“Whereas,  general  practice  accounts  for  a 
great  part  of  the  practice  of  medicine;  and 

“Whereas,  the  general  practitioners  make  up  a 
great  segment  of  the  doctors  of  this  State  and  of 
the  Medical  Society  of  the  State  of  New  York; 
and 

“Whereas,  the  Society  has  been  recommending 
better  preparation  in  medical  schools  of  doctors 
for  general  practice;  and 

“Whereas,  this  Society  recommends  and  takes 
part  in  promoting  postgraduate  education  to 
improve  the  general  practitioner  in  his  treatment 
of  the  public;  and 

“Whereas,  the  A.M.A.  has  already  installed 
a section  on  general  practice;  therefore,  be  it 
“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  establish  a section  on  general 
practice.” 

Vice-Speaker  Holcomb:  Is  there  a second  to  this 
resolution?  Is  there  any  discussion?  We  have 
covered  this  matter  today  pretty  thoroughly. 

Secretary  Anderton:  Mr.  Speaker,  I move  that 
this  be  not  referred  to  a reference  committee,  but 
be  voted  on  at  once. 

Dr.  Samuel  B.  Burk,  New  York:  I move  its 
adoption. 

Dr.  J.  Homer  Cudmore,  New  York:  I second  it. 
. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Vice-Speaker  Holcomb:  Are  there  any  other 
resolutions  to  be  introduced  at  this  time?  The  dead- 
line is  approaching  very  rapidly  for  resolutions. 

Section  163 

Public  Relations  Committee  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York 

Dr.  Leo  P.  Larkin,  Tompkins:  Mr.  Speaker  and 
members  of  the  House,  I would  like  to  introduce  a 
resolution  to  amend  the  Bylaws.  It  is  supple- 
mental to  the  report  of  the  Subcommittee  on  Public 
Relations  and  it  is  as  follows: 

“Whereas,  medical  public  relations  has,  in  the 
past  few  years,  become  an  important  and  leading 

[activity  of  both  the  county  societies  and  the 
Medical  Society  of  the  State  of  New  York;  and 
“Whereas,  public  relations  problems  and  pro- 
cedures vary  widely  throughout  the  State;  and 


“Whereas,  it  has  been  the  practice  of  the  Medi- 
cal Society  of  the  State  of  New  York  to  have 
public  relations  policy  and  programs  directed  by 
the  three-man  Council  committee;  and 

“Whereas,  this  committee  is  not  representative 
of  the  State  as  a whole;  and 

“Whereas,  the  resolution  passed  by  the  House 
of  Delegates  in  1950  intending  to  expand  the 
Public  Relations  Committee  and  activities  has 
failed  because  it  did  not  provide  a change  in  the 
Constitution  and  Bylaws  to  carry  out  its  intent; 
and 

“Whereas,  the  Subcommittee  on  Public  Rela- 
tions appointed  by  the  President  to  fulfill  the 
requirements  of  a resolution,  passed  by  the  1950 
House  of  Delegates,  has  been  largely  ineffective 
because  it  lacked  constitutional  authority  and 
power  to  act;  therefore,  be  it 

“Resolved,  that  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter  IV, 
Section  X,  be  amended  as  follows:  To  the  last 
sentence  shall  be  added  the  following, 

‘and  the  Council  Committee  on  Public 
Relations,  which  shall  consist  of  one  member 
of  the  Council  as  chairman  and  nine  other 
members  appointed  by  the  President  of  the 
Medical  Society  of  the  State  of  New  York,  the 
nine  other  members  of  the  committee  to  be 
representative  of  the  State  as  a whole.’  ” 
Vice-Speaker  Holcomb:  That  will  be  laid  over 
and  acted  upon  next  year. 

Are  there  any  other  resolutions?  If  not,  I will 
call  on  the  Council  Committee  on  Legislation  for 
their  report,  Dr.  Cudmore. 

Section  164  (See  10) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  Legislation 

Dr.  J.  Homer  Cudmore,  New  York:  Mr.  Speaker 
and  members  of  the  House,  our  Committee  has  care- 
fully reviewed  the  report  of  the  State  Committee  on 
Legislation;  also  the  supplementary  report  sub- 
mitted April  30.  We  propose  special  commendation 
for  their  great  effort  and  zeal  to  protect  the  health 
and  welfare  of  the  citizens  of  the  sovereign  State  of 
New  York. 

Our  reviewing  committee  has  taken  into  account 
the  320  bills  that  were  considered  by  the  State  Com- 
mittee on  Legislation  that  were  of  special  interest 
to  the  medical  profession. 

We  have  also  noted  that  several  bills  reached  the 
Governor’s  desk  where  they  were  vetoed.  Our 
Committee  hopes  that  remedial  measures  may  be 
possible  by  activities  of  county  legislators  beginning 
soon  after  the  election  of  legislators  to  avoid  similar 
situations.  This  would  call  for  the  Committee  on 
Legislation  to  initiate  steps  early  in  November  and 
endeavor  to  inform  and  correct  any  misunderstand- 
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ing  which  such  legislators  may  have  concerning  the 
health  and  welfare  of  their  constituents  by  not 
sponsoring  undesirable  legislation. 

All  physicians  should  be  apprised  of  the  im- 
portance of  participation  in  civic  and  communal 
activities  which  will  give  them  the  opportunity  to 
contact  their  legislative  representative. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Thurman  B.  Givan,  Kings:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  165  ( See  60) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  Control  of  Narcotic  Problem 

Dr.  J.  Homer  Cudmore,  New  York:  Resolution 
introduced  by  Dr.  J.  Lewis  Amster,  of  the  Bronx, 
“Control  of  Narcotic  Problem.”  (See  Section  60) 

This  Committee  approves  of  this  resolution. 
Senate  Int.  726,  Halpern,  was  passed  by  both 
houses  and  signed  by  Governor  Dewey  to  be  effec- 
tive at  once. 

This  takes  care  of  items  a and  b.  Senate  Int. 
728,  Halpern,  which  was  intended  to  compel  hos- 
pitals to  accept  drug  addicts,  was  passed  by  both 
houses  and  was  vetoed  by  the  Governor. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Clarence  G.  Bandler,  New  York:  I 

second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  Cudmore:  The  Committee  wishes  to  inform 
the  members  of  the  House  of  Delegates  that  Intro- 
ductory Assembly  2718  was  vetoed;  this  bill  would 
provide  punishment  for  the  vendors  of  narcotics. 
This  Committee  recommends  to  the  Council  of  the 
Society  that  the  necessary  steps  be  taken  to  pass 
legislation  which  will  complete  the  thought  and 
intent  of  this  resolution.  I move  the  adoption  of 
this  portion  of  the  report. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Dr.  Cudmore:  I now  move  for  the  adoption  of  the 
entire  report  with  relation  to  Dr.  Amster’s  resolu- 
tion. 

Dr.  Harry  Golembe,  District  Delegate:  I 

second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  166  ( See  30) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  Free  Choice  of  Physician 

Dr.  J.  Homer  Cudmore,  New  York:  Resolution 
introduced  by  Dr.  Irving  M.  Pallin,  of  Kings  County, 
regarding  free  choice  of  physician.  (See  Section  30) 

This  Reference  Committee  recommends  that  this 
resolution  be  referred  to  the  Council  so  that  the 
necessary  steps  may  be  taken  to  reintroduce  this 
bill. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Samuel  Z.  Freedman,  New  York:  I second 
it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  167  (See  26) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  Injunction  Bill 

Dr.  J.  IIomer  Cudmore,  New  York:  Resolution 
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introduced  by  Dr.  A.  Koplowitz,  of  Kings  County, 
“Injunction  Bill.”  (See  Section  26) 

This  Reference  Committee  recommends  the 
approval  of  this  resolution,  and  I move  the  adoption 
of  this  portion  of  the  report. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 
Secretary  Anderton:  Mr.  Speaker  and  gentle- 
men, a couple  of  years  ago  the  House  got  into  quite 
a mess — not  the  House  but  the  Society  got  into  sort 
of  a mess — because  we  ordered  the  introduction  of 
certain  bills.  Later  when  the  Legislature  went  into 
session  the  Council  and  the  Legislation  Committee 
felt  that  some  of  the  bills  that  this  House  had 
ordered  be  introduced  ought  not  to  be  introduced,  so 
they  were  in  a quandary.  It  seems  to  me  that  it 
would  be  wise,  rather  than  to  mandate  the  introduc- 
tion of  certain  bills,  to  move  for  this  item  the  same 
as  you  did  for  the  former  one:  that  it  be  referred  to 
the  Council.  I offer  that  as  an  amendment. 

Dr.  James  Greenough,  Otsego:  I second  the 

amendment. 

. . .There  being  no  discussion,  the  amendment  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Vice-Speaker  Holcomb:  We  will  now  vote  on 
the  original  motion  as  amended.  Is  there  any 
further  discussion? 

. . .The  question  was  called,  and  the  motion  as 
amended  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Section  168  (See  57) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  Hospital  Practice  of  Medicine 

Dr.  J.  Homer  Cudmore,  New  York:  Resolution 
introduced  by  Dr.  Benjamin  Bernstein,  of  Kings 
County,  “Hospital  Practice  of  Medicine.”  (See 
Section  57) 

This  Committee  approves  of  this  resolution  and 
recommends  that  it  be  referred  to  the  Council  for 
necessary  action  and  disposition.  I move  the 
adoption  of  this  portion  of  the  report. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  169  (See  88) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  Reports  to  County  Societies  on 
Legislation 

Dr.  J.  Homer  Cudmore,  New  York:  Resolution 
introduced  by  Dr.  John  Kelley,  of  Oneida,  “Reports 
to  County  Societies  on  Legislation”: 

“Whereas,  the  legislation  chairmen  of  the 
county  societies  need  current  information  on 
legislation  as  soon  as  available  in  order  to  take 
effective  action  in  support  of  or  against  the  bills 
before  the  State  Legislature;  therefore,  be  it 
hereby 

“Resolved,  that  the  Executive  Officer  of  the 
Medical  Society  of  the  State  of  New  York  shall 
be  required  to  apprise  the  legislation  chairmen 
of  the  component  county  society  units  of  the 
Medical  Society  of  the  State  of  New  York  of  the 
reasons  for  supporting  or  disapproving  each  and 
every  bill  on  which  the  Medical  Society  of  the 
State  of  New  York  requires  action  and  opinion; 
and  be  it  further 

“Resolved,  that  the  information  shall  be  dis- 
seminated among  the  county  societies  not  later 
than  forty-eight  hours  after  a bill  has  been  in- 
troduced; and  be  it  further 

“Resolved,  that  the  Executive  Officer  shall  be 
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required  to  endeavor  to  uncover  the  sponsor  of 

each  of  the  bills  so  referred  to  the  county  socie- 
ties.” 

This  Committee  approves  this  resolution,  with  the 
following  change,  which  relates  to  the  deletion  of  the 
words  “not  later  than  forty-eight  hours”  and  sub- 
stitution of  the  words  “as  rapidly  as  possible.”  I 
move  the  adoption  of  this  portion  of  the  report. 

Dr.  Joseph  G.  Zimring,  Nassau:  I second  it. 

Vice-Speaker  Holcomb:  Is  there  any  dis- 

cussion on  this  resolution? 

Dr.  John  Kelley,  Oneida:  I accept  the  change 
“as  soon  as  possible.”  We  put  that  resolution  in 
so  we  could  have  better  action  between  the  State 
Society  representative  and  the  county  society  legis- 
lation chairmen.  The  county  thought  it  was  a 
little  slow,  so  I would  accept  that,  and  I second  the 
resolution  as  thus  amended. 

Vice-Speaker  Holcomb:  I think  that  is  a very 
good  substitution.  Is  there  any  further  discussion? 

. . .The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Section  170  (See  27) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX:  X-Ray  Bill 

Dr.  J.  1 Iomer  Cuomore,  N ew  York:  Resolution 
introduced  by  Dr.  Aaron  Kottler,  of  Kings,  “X-ray 
Bill.”  (See  Section  27) 

This  Committee  is  favorably  disposed  to  this 
resolution  and  recommends  that  it  be  submitted  to 
the  Council  of  the  Medical  Society  of  the  State  of 
New  York  for  implementation  and  action. 

This  Committee  is  well  aware  of  the  difficulty 
associated  with  the  amendments  in  the  Medical 
Practice  Act  and  is  reluctant  to  suggest  changes  in 
the  original  law. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Eugene  II.  Coon,  Nassau:  I second  the 
motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  171  (See  25) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  Practice  of  Psychiatry 

Dr.  J.  Homer  Cudmore,  New  York:  I apologize 
for  the  number  of  “whereases”  in  this  next  resolution, 
but  in  order  to  get  it  across  I have  to  read  them. 
This  resolution  was  introduced  by  Dr.  Abraham  M. 
Rabiner,  of  Kings  County,  “Practice  of  Psychiatry.” 
(See  Section  25) 

Your  Reference  Committee  considered  Dr. 
Rabiner’s  resolution.  To  implement  this  resolution 
would  require  changes  in  the  Medical  Practice  Act, 
but  we  now  direct  the  attention  of  the  House  of 
Delegates  to  the  fact  that  Senate  Int.  2366,  a bill 
relating  to  the  independent  practice  of  psychology, 
was  vetoed  by  the  Governor,  which  veto  nullified 
any  attempt  to  make  inroads  into  the  practice  of 
psychiatry. 

We  recommend  that  this  resolution  be  referred 
to  the  Council  and  urge  that  they  take  all  necessary 
action  for  the  proper  enforcement  of  the  Medical 
Practice  Act.  Proper  enforcement  would  make  the 
proposal  of  this  resolution  unnecessary. 

I move  you  the  adoption  of  this  portion  of  the 
report. 

Dr.  Orin  Q.  Flint,  Delaware:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 


Section  1 72  (See  39) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  Coordination  of  Committees  on 
Public  Relations  and  Legislation 

Dr.  J.  Homer  Cudmore,  New  York:  Resolution 
introduced  by  Dr.  John  Kelley,  of  Oneida,  “Co- 
ordination of  Committees  on  Public  Relations  and 
Legislation.”  (See  Section  39) 

Your  Committee  approves  of  this  resolution  and 
recommends  its  adoption.  I so  move. 

Dr.  Samuel  B.  Burk,  New  York:  I second  the 
motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  173  (See  85) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  Free  Choice  of  Plan — Prepaid 
Voluntary  Health  Insurance,  Article  IX-C,  In- 
surance Laws  of  the  State  of  New  York 

Dr.  J.  Homer  Cudmore,  New  York:  Resolution 
introduced  by  Dr.  Aaron  Kottler,  of  Kings  County, 
“Free  Choice  of  Plan — Prepaid  Voluntary  Health 
Insurance,  Article  IX,  Insurance  Laws  of  the 
State  of  New  York.”  (See  Section  85) 

Your  Committee  has  given  this  much  thought  and 
recommends  your  acceptance  of  this  resolution. 

Dr.  Abraham  Koplowitz,  Kings : I second  that. 

Vice-Speaker  Holcomb:  Is  there  any  discussion 
on  the  resolution? 

Dr.  Joseph  A.  Geis,  District  Delegate:  I would 
like  to  amend  that  motion  so  that  it  is  referred  to 
the  Council. 

Dr.  Samuel  B.  Burk,  New  York:  I second  the 
amendment. 

. . .There  being  no  discussion,  the  amendment  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Vice-Speaker  Holcomb:  The  next  vote  will 

be  on  the  resolution  as  amended.  Is  there  any 
further  discussion? 

. . .The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Dr.  Cudmore:  I move  for  the  adoption  of  the 
entire  report  of  the  Reference  Committee  on  Re- 
port of  Council,  Part  IX,  Legislation,  as  amended. 

Dr.  Burk:  I second  the  motion. 

. . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried. . . 

Dr.  Cudmore:  I wish  to  take  this  opportunity  to 
thank  my  associates,  Drs.  Orin  Q.  Flint,  Abraham 
Koplowitz,  Joseph  G.  Zimring,  and  Christopher 
Wood  for  their  aid  in  discussing  and  assistance  in  the 
preparation  of  the  above  report.  (Applause) 

Section  1 74 

Report  of  the  Reference  Committee  on  Report  of 
Council,  Part  VI:  Economics 

Dr.  Gilbert  A.  Clark,  Rensselaer:  Mr.  Speaker 
and  members  of  the  House  of  Delegates,  your 
Reference  Committee  submits  the  following  report 
and  comments  on  the  work  done  during  the  past 
year  by  the  Council  Committee  on  Economics, 
Public  Medical  Care,  Medical  Research,  and 
Medical  Service  (a  later  report  on  Hospital  and 
Professional  Relations  will  follow). 

The  report  of  the  Committee  on  Economics 
studied  a resolution  from  Dr.  P.  H.  Costello, 
secretary  of  the  National  Board  of  Pharmacy, 
which  was  as  follows: 

“Resolved,  by  the  National  Association  of 

Boards  of  Pharmacy  in  convention  assembled, 
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that  the  American  Medical  Association  be  pre- 
vailed upon  to  oppose  officially  the  establishment 
of  physician-owned  clinic  pharmacies  as  not  only 
grossly  unfair  to  pharmacy  and  pharmacists, 
but  also  as  certain  to  result  in  resentment  upon 
the  part  of  the  pharmacists  at  the  very  time  when 
conditions  are  such  as  to  make  imperative  the 
utmost  cooperation  and  friendliness  between 
medicine  and  pharmacy;  and  be  it  further 

“ Resolved , that  the  American  Medical  Associa- 
tion be  prevailed  upon  to  construe  officially  the 
pertinent  section  of  its  code  of  ethics  so  as  to 
condemn  physician-owned  clinic  pharmacies  as 
unethical,  unwarranted,  and  detrimental  to  good 
medical  and  pharmaceutical  services. 

“This  association  appreciates  how  the  matter 
above  referred  to  is  dealt  with  in  ‘Principles  of 
Medical  Ethics’  but  it  is  also  known  that  there  is 
an  association  of  medical  clinics  and  an  association 
of  clinic  managers,  and  it  has  been  reported  that 
the  latter  association  advocates  the  establish- 
ment of  pharmacies  in  physician-owned  clinics.” 
The  Committee’s  report  to  the  Council  was  as 
follows : 

“The  committee  feels  that  the  pertinent  section 
of  the  Code  of  Ethics  of  the  A.M.A.  referred  to, 
namely,  Section  6,  Chapter  I,  is,  in  its  opinion, 
clear  and  can  be  construed  as  opposing  the 
establishment  of  clinic  pharmacies  by  individual 
physicians  or  groups  of  physicians.  The  com- 
mittee recommends  that  this  opinion  be  addressed 
to  the  National  Association  of  the  Boards  of 
Pharmacy,  as  well  as  to  the  Judicial  Council  of 
the  A.M.A.” 

Since  this  matter  had  already  been  taken  care  of, 
no  action  was  necessary.  The  Reference  Committee 
definitely  concurs  with  this  opinion. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Kenneth  M.  Lewis,  New  York:  I second  it. 
. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  Clark  : The  next  resolution  in  question  read 
as  follows: 

“Whereas,  the  State  Insurance  Fund  was  set 
up  to  cover  poor  risks,  and  it  is  subsidized  in- 
directly by  exemption  from  State  and  Federal 
taxes  and  is  competing  unfairly,  therefore,  with 
commercial  carriers;  be  it 

“Resolved,  that  the  Comitia  Minora  of  the  Medi- 
cal Society  of  the  County  of  Monroe  disapprove 
the  practice  of  some  hospitals  to  purchase  work- 
men’s compensation  insurance  from  the  New 
York  State  Insurance  Fund.” 

The  Economics  Committee  agreed  to  the  above 
principle  but  felt  that  the  Council  should  not  at- 
tempt to  persuade  or  use  its  influence  to  persuade 
.•any  hospital  to  purchase  compensation  insurance 
from  any  particular  group  of  compensation  carriers 
and  so  recommended  to  the  Council.  This  report 
was  received  by  the  Council.  Your  Reference 
Committee  agreed  with  this  opinion.  I move  the 
adoption  of  this  portion  of  the  report. 

Dr.  Henry  I.  Finebefg,  Queens:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Dr.  Clark  : The  question  of  the  report  pertaining 
to  dues  was  considered  at  length,  and  your  Reference 
Committee  agreed  with  the  Economics  Committee 
who  stated  as  follows: 

(1)  The  date  for  entry  into  service  should  be 
when  a physician  actually  reports  for  service  and 
not  when  he  receives  notice  to  report. 


(2)  Members  entering  service  on  or  before  May 
31  will  be  in  good  standing  without  paying  dues  for 
the  year  of  entrance. 

(3)  Members  entering  service  on  June  1,  or 
thereafter,  will  not  be  in  good  standing  unless  they 
pay  dues  in  full  for  the  year  of  entrance,  and  if  dues 
be  not  paid,  they  will  be  dropped  on  December  31, 
just  as  civilian  doctors  are. 

The  resolutions  presented  to  your  Committee  at 
this  meeting  of  the  House  were  then  discussed  and 
acted  upon. 

Speaker  Andresen:  You  did  not  make  any 
motion  on  that  portion  dealing  with  dues,  and  now 
you  are  on  another  subject.  Do  you  recommend 
approval  of  the  action  that  was  taken  on  the  matter 
of  dues  of  members  entering  service? 

Dr.  Clark:  Definitely.  I move  the  adoption 
of  that  portion  of  the  report. 

Dr.  Lewis:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  175  (See  32) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VI:  Retirement  Benefits  for  Pro- 
fessional Persons 

Dr.  Gilbert  A.  Clark,  Rensselaer:  The  first 
resolution  presented  to  your  Reference  Committee 
and  discussed  was  the  one  presented  by  Dr.  Kenneth 
M.  Lewis,  New  York  County.  (See  Section  32) 

This  was  approved  by  your  Reference  Committee. 
Mr.  Speaker,  I move  the  adoption  of  this  resolution. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

Speaker  Andresen  : Is  there  any  discussion? 

Dr.  Joseph  A.  Geis,  District  Delegate:  I don’t 
understand  that  resolution.  Does  that  resolution 
mean  that  we  request  that  we  go  in  under  the 
Federal  Social  Security  Law? 

Chorus:  No. 

Dr.  Clark:  No,  Doctor,  that  comes  later. 

Speaker  Andresen:  Are  there  any  other  ques- 
tions? 

Mr.  William  Martin,  Legal  Counsel:  Just  one 
other  matter:  There  is  a request  that  if  that  is 
passed,  Robert  L.  Doughton,  chairman  of  the 
Committee  on  Ways  and  Means  of  the  House  of 
Representatives;  Walter  F.  George,  chairman, 
Senate  Finance  Committee,  the  United  States  Senate, 
and  Frederic  R.  Coudert,  Jr.,  House  of  Representa- 
tives, be  notified  of  your  approval  because  there  is 
currently  being  sponsored  by  Congressman  Coudert 
a bill  to  such  effect  that  is  up  before  the  Senate  and 
House,  and  which  is  being  considered  by  con- 
gressional committees,  of  which  the  other  two  gentle- 
men named  are  the  chairmen.  There  is  action 
being  taken  on  that  now,  so  they  want  the  expression 
of  approval  by  the  State  Medical  Society  to  be 
indicated  in  letters  to  be  sent  to  those  men.  Mr. 
Roberts,  of  the  American  Bar  Association’s  Com- 
mittee, asked  that  of  us. 

Dr.  Burk:  I move  that  such  an  amendment  be 
added  to  the  resolution. 

Dr.  Samuel  Z.  Freedman,  New  York:  I second 
that. 

. . .There  being  no  discussion,  the  amendment  was 
put  to  a vote  and  was  unanimously  carried. . . 

Speaker  Andresen:  We  now  come  again  to  the 
discussion  of  the  motion  as  amended.  Are  you  all 
familiar  with  the  implications  of  this  resolution? 

Chorus:  No. 

Speaker  Andresen:  Well,  then,  how  can  you 
vote  on  it?  Let  us  ask  Mr.  Martin  to  explain  it  to 
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us.  I am  not  at  all  clear  on  what  that  means 
myself. 

Mr.  Martin:  It  can  be  explained  very  briefly. 

■ The  change  in  the  law  generally  would  allow  a pro- 
fessional man  to  take  a limited  sum  of  money  during 
his  active  years  and  set  up  a pension  fund  for  him- 
self. He  would  not  pay  taxes  on  that  part  of  his 
income  used  to  buy  pension  rights  but  would  pay 
taxes  on  the  proceeds  which,  usually  speaking,  would 
become  due  in  his  less  remunerative  years,  so  it  is  a 
definite  break  for  all  professional  men  not  covered 
i by  company-  or  corporation-sponsored  pension 
plans.  It  is  a break  for  an  individual  who  has  a 
certain  number  of  productive  years  to  allow  him  to 
provide  for  his  old  age.  There  is  simply  no  question 
but  that  it  would  be  a wonderful  thing  for  all  pro- 
fessional men  and  all  individual  or  small  business 
men  if  such  an  arrangement  were  allowed. 

Dr.  Leo  P.  Larkin,  Tompkins:  You  said  it  would 
take  a limited  amount  of  funds  to  provide  this 
pension.  What  do  you  mean  by  that? 

Mr.  Martin:  I believe  it  is  up  to  $7,500  or  10 
per  cent  of  your  total  income,  whichever  amount  is 
larger,  each  year  during  a certain  number  of  given 
years. 

It  is  not  quite  known  what  chance  it  has  of 
passing,  but  it  has  excellent  sponsorship,  and  they 
are  really  serious  about  it.  The  Coudert  Bill  has 
been  worked  on  by  the  Bar  Association,  and  they 
believe  they  have  an  improved  bill.  Congressman 
Coudert  will  be  behind  that,  too,  and  they  want  him 
notified  of  the  approval  by  this  Society,  as  well  as 
Congressman  Doughton  and  Senator  George. 

Dr.  Kenneth  M.  Lewis,  New  York:  Having 
introduced  this  resolution,  and  having  been  in 
touch  with  Mr.  Roberts,  or  at  least  he  having  been 
in  touch  with  me  several  months  ago,  let  me  say 
now  that  the  basic  provisions  of  the  bill,  of  course, 
are  definite.  There  is  an  idea  the  bill  would  carry 
this  wording,  that  a professional  man  would  be 
allowed  to  put  aside  $10,000  a year  or  15  per  cent 
of  his  income,  whichever  were  the  smaller;  it  could 
not  be  more  than  $10,000  a year  in  other  words. 
That  is  the  original  provision  of  the  bill  as  it  was 
suggested  by  the  American  Bar  Association.  They 
were  anxious  to  have  this  Society  adopt  this  in  prin- 
ciple, not  specifically,  because  of  course  those  bills 
may  be  changed  as  they  go  into  Congress,  but  as  Mr. 
Martin  said,  the  American  Bar  Association  is  behind 
this,  and  if  it  could  go  through  Congress,  it  would  be 
the  best  break  the  professional  man  has  had  as  far 
1 as  income  tax  is  concerned.  I certainly  urge  its 
approval. 

Speaker  Andresen:  It  has  now  been  clarified, 
and  we  can  vote  intelligently  on  it.  Is  there  any 
further  discussion? 

. . .The  question  was  called,  and  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Section  1 76  ( See  58) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI:  New  York  Contribution  to  American 
Medical  Education  Foundation 

Dr.  Gilbert  A.  Clark,  Rensselaer:  The  next 
resolution  was  presented  by  Dr.  Morris  Weintrob, 
Kings  County.  (See  Section  58) 

Your  Committee  felt  that  this  should  be  imple- 
mented by  appointment  of  committees  by  individual 
county  medical  societies,  and  they  should  plan  their 
own  method  of  collection. 

I move  this  portion  of  the  report  be  adopted  at 
this  time. 

. . .The  motion  was  seconded  by  several. . . 


Dr.  Samuel  Z.  Freedman,  New  York:  Does 
that  recommendation  pledge  the  State  Society  to 
raise  $250,000  this  year? 

Dr.  Clark  : As  we  regarded  it,  there  was  nothing 
mandatory  about  it. 

Dr.  Freedman:  But  it  does  pledge  the  State 
Society  to  raise  $250,000  this  year. 

Speaker  Andresen  : It  sets  $250,000  as  a goal. 

Dr.  Freedman:  Does  it  use  the  word  “pledge”? 

Dr  Clark:  Yes,  it  does  say  “pledges  itself  to.” 

Dr.  Freedman:  That  is  what  I thought,  that  it 
used  the  word  “pledge.”  Now  may  I discuss  it? 

Dr  Clark:  “That  the  Medical  Society  of  the 
State  of  New  York,  through  its  House  of  Delegates 
assembled  at  its  1951  Annual  Meeting,  hereby  pledges 
itself  to  exert  every  possible  effort  to  raise,”  etc. 

Dr.  Freedman:  The  word  “pledge”  is  the  word 
that  would  be  picked  up.  I don’t  think  that  we  are 
in  a position  to  pledge  $250,000,  so  I would  amend 
this  to  read  that  the  State  Society  will  make  an 
effort  to  raise  a large  sum  of  money  during  1951. 
I would  even  leave  out  the  amount.  You  know 
what  the  public  would  think  if  such  a large  sum  were 
included,  “These  doctors  must  be  cleaning  up  if 
they  can  raise  that  amount  of  money  that  they, 
themselves,  have  set,”  so  where  would  we  be? 
Let  us  say  we  will  attempt  to  raise  a large  sum  of 
money  toward  this  fund,  and  I so  move. 

Speaker  Andresen:  Does  anybody  second  that 
amendment? 

Dr.  Arthur  M.  Master,  New  York:  I second 
the  amendment. 

Speaker  Andresen:  The  amendment  is  open 
to  discussion. 

Dr.  Morris  Weintrob,  Kings:  With  all  due  re- 
spect to  our  gifted  speaker  who  made  the  amend- 
ment, I am  afraid  he  did  not  listen  very  carefully 
to  the  original  resolution  as  I wrote  it  and  as  I read 
it,  and  also  as  the  chairman  of  the  Reference  Com- 
mittee read  it.  It  included,  in  addition  to  the  doc- 
tors of  this  state,  the  business  firms  and  friends  of  the 
medical  profession.  I,  for  one,  never  for  a moment 
thought  that  we,  as  doctors,  were  going  to  raise 
$250,000. 

Chorus:  We  could  raise  more. 

Dr.  Weintrob:  I would  like  to  see  it  done,  but  I 
did  not  think  so.  That  is  why  I included  the 
business  firms  and  friends  of  the  medical  pro- 
fession. 

As  to  this  concern  about  our  pledging  the  money, 
my  original  resolution  as  it  was  read  said,  “pledges 
itself  to  exert  every  possible  effort  to  raise,”  so  I 
don’t  see  that  the  amendment  is  in  order. 

Speaker  Andresen:  The  objection  is  to  the 
word  “pledge,”  which  might  be  construed  as 
mandatory.  Isn’t  that  it? 

Dr.  Freedman:  Yes. 

Speaker  Andresen:  That  is  the  amendment  to 
change  that  so  the  word  “pledge”  will  be  left  out. 

Dr.  Alfred  M.  Hellman,  New  York:  If  we 
merely  pledge  ourselves  to  make  an  effort  though, 
we  don’t  have  to  get  it. 

Speaker  Andresen:  Also  the  sum  is  left  out, 
make  an  effort  to  get  a large  sum  of  money. 

Dr.  Leo  F.  Schiff,  Clinton:  This  is  a matter 
where  the  context  means  a great  deal.  May  I ask 
that  the  chairman  of  the  Reference  Committee 
read  exactly  what  he  said  in  that  “resolved”? 

Dr.  Clark:  It  reads: 

“Resolved,  that  the  Medical  Society  of  the 

State  of  New  York,  through  its  House  of  Delegates 

assembled  at  its  1951  Annual  Meeting,  hereby 

pledges  itself  to  exert  every  possible  effort  to 
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raise  $250,000  as  its  1951  contribution  to  the 
American  Medical  Education  Foundation  so  that 
New  York  State’s  physicians  and  friends  of  the 
medical  profession  can  effectively  demonstrate 
their  abiding  desire  to  keep  American  medical 
teaching  unencumbered  by  the  stultifying  effect 
of  bureaucratic  subsidy,  control,  and  regulation, 
which  so  frequently  seek  to  dominate  private 
thinking.” 

Dr.  Schiff:  I think  that  brings  out  the  point  that 
Dr.  Weintrob  made.  The  pledge  is  not  the  pledge 
of  money;  it  is  the  pledge  to  exert  every  possible 
effort. 

Personally  I believe  we  should  not  dilute  our 
promises  because,  after  all,  it  is  only  a promise  to 
exert  effort.  I think  that  is  the  least  we  can  say. 
For  that  reason  I would  suggest  that  you  can  vote 
on  the  amendment  if  Dr.  Freedman  will  not  withdraw 
it,  and  turn  it  down,  now  that  it  has  been  explained, 
so  we  can  get  to  the  meat  of  the  motion. 

Speaker  Andresen:  For  your  information,  I 

imagine  you  are  aware  of  the  fact,  though  you  may 
not  be,  that  in  our  great  rival  state,  California,  the 
California  Medical  Association  subscribed  $100,000 
in  cold  cash  to  that  recently,  so  we  are  trying  to 
beat  them  out  by  pledging  to  get  $250,000  for  that 
fund.  1 think  we  might  be  subjected  to  ridicule 
if  we  did  not  raise  it. 

Dr.  Freedman,  do  you  want  to  clarify  the  wording 
of  your  amendment? 

Dr.  Freedman:  There  is  nothing  to  clarify. 

Dr.  Weintrob  said  they  were  going  to  ask  business 
people,  industrialists,  etc.,  to  contribute,  but  you 
heard  it  read.  It  says  it  pledges  the  State  Society, 
the  House  of  Delegates.  It  does  not  mention  our 
rich  friends,  and  I am  worried  that  we  may  not  be 
able  to  raise  $250,000,  and  therefore  it  might  boom- 
erang against  us.  I say  we  should  try  to  raise  a 
large  sum  of  money,  but  why  specify  the  amount? 
Maybe  we  will  raise  it  and  maybe  not. 

Voice:  We  will  raise  more. 

Dr.  Freedman:  Somebody  in  the  back  says 

that  we  will  raise  more.  Why  specify  an  amount, 
and  then  if  you  don’t  raise  it,  you  will  look  foolish? 
Dr.  Abraham  Koplowitz,  Kings:  So  what? 

Dr.  Maurice  J.  Dattelbaum,  Treasurer:  Mr. 
Speaker  and  members  of  the  House  of  Delegates, 
we  raised  $240,000  for  the  War  Memorial  Fund  by 
assesssing  our  own  members  $12  at  one  time.  I 
think  this  great  Society  should  not  be  afraid  of  the 
figure  of  $250,000.  We  already  have  it  in  the  form 
that  Dr.  Anderton  has  sent  a communication  to  the 
secretaries  of  all  of  the  county  medical  societies  in 
this  State,  and  they  have  been  instructed  to  set  up 
teams  to  collect  the  money  from  the  medical  men 
in  that  area.  Now  if  this  House  in  session  here 
does  not  set  some  definite  goal  which  will  stimulate 
the  teams  to  go  out  to  get  this  money,  they  will 
come  to  a doctor  who  may  give  them  $2.00  or  $5.00, 
and  a very  wealthy  man  may  give  $25,  but  it  does 
not  mean  anything.  They  have  not  got  the  backing 
of  the  House  of  Delegates. 

This  resolution  was  thought  of  and  discussed 
considerably  before  it  was  introduced.  I think  it  is 
the  most  constructive  resolution  for  public  relations 
that  has  been  introduced  this  year,  and  I wish  you 
to  vote  unanimously  in  favor  of  the  resolution  as  it 
has  been  presented,  word  by  word.  Thank  you! 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion? 

Dr.  Joseph  A.  Geis,  District  Delegate:  Dr. 

Dattelbaum,  the  Treasurer,  said  that  by  assessing 
our  members  we  raised  $240,000.  True,  that  was 
put  on  as  an  assessment  for  one  year,  but  if  you  will 


notice  in  the  reading  of  that  it  says  “as  our  donation 
for  the  year  1951.”  That  means  that  whatever 
we  do  this  year  we  will  have  to  consider  that  this 
may  be  a more  or  less  continous  proposition,  so 
we  have  to  bear  that  in  mind  in  voting  on  this.  I 
want  to  do  my  share,  but  we  have  got  to  remember 
that  this  may  be  a lifetime  pledge. 

Dr.  William  B.  Rawls,  New  York:  I cannot 
quite  understand  why  some  people  are  so  afraid  of 
us  pledging  ourselves  when  we  all  work  on  com- 
mittees for  cancer,  heart,  arthritis,  cerebral  palsy, 
multiple  sclerosis,  etc.,  and  raise  each  year  large 
sums  of  money.  I,  personally,  have  been  on  several 
of  these  committees.  This  resolution  simply  says 
that  we  pledge  ourselves  to  make  an  effort  to  raise 
$250,000.  If  you  remember,  in  the  Heart  Associa- 
tion and  in  the  American  Rheumatism  Association 
you  are  asked  each  year  to  do  it,  and  you  go  out  and 
do  it.  Why  can’t  we  do  this  thing  for  our  Society 
and  for  our  own  medical  schools  which  are  certainly 
just  as  important  as  any  of  these  other  organiza- 
tions? I was  chairman  of  a committee  of  the  Ameri- 
can Rheumatism  Association.  Our  goal  was  $35,000, 
and  we  worked  and  got  it.  We  kept  on  working 
until  we  did.  If  you  don’t  set  a goal  you  won’t 
have  enough  effort  made  to  collect  anything,  so  I 
am  very  much  in  favor  of  setting  this  goal.  I am 
against  the  amendment  of  Dr.  Freedman,  and  I 
move  its  disapproval  and  the  adoption  of  the 
resolution  as  originally  presented. 

. . .The  question  was  called,  and  the  amendment 
was  put  to  a vote  and  was  lost. . . 

Speaker  Andresen:  The  amendment  is  lost. 

We  now  come  to  the  original  recommendation  of  the 
Reference  Committee.  Is  there  any  further  dis- 
cussion? 

. . .The  question  was  called,  and  the  motion  was 
put  on  the  original  recommendation  of  the  Reference 
Committee,  which  was  adopted. . . 

Section  177  (See  24,  54) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VI:  Social  Security  Law 

Dr.  Gilbert  A.  Clark,  Rensselaer:  The  next 
two  resolutions  are  direct  opposites.  The  first  one 
is  as  follows,  introduced  by  Dr.  Harry  Golembe,  of 
Sullivan  County: 

“Whereas,  the  Social  Security  Law  allows 
certain  classes  of  self-employed  persons  to  come 
under  the  benefits  of  the  law  but  specifically  pro- 
hibits the  participation  of  the  medical  profession 
and  various  other  professions  and  farm  owners; 
and 

“Whereas,  it  is  undesirable  for  the  members 
of  the  medical  profession  to  be  included  under  the 
benefits  of  this  law;  be  it  hereby 

“Resolved,  that  it  is  the  desire  of  the  House 
of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York  that  they  remain  as  now  excluded 
from  the  tax  and  provisions  of  the  new  Federal 
Social  Security  Law.” 

The  second,  presented  by  Dr.  Kenneth  Bott,  of 
Greene  County,  is  as  follows: 

“Whereas,  the  new  Social  Security  Law  allows 
certain  classes  of  self-employed  persons  to  come 
under  the  benefits  of  the  law  but  specifically 
prohibits  the  participation  of  the  medical  pro- 
fession and  various  other  professions  and  farm 
owners;  and 

“Whereas,  it  is  desirable  that  the  members  of 
the  medical  profession  be  included  under  the 
benefits  of  this  new  law;  therefore,  be  it 


' Part  II— September  1,  1951]  MINUTES  OF  THE  ANNUAL  MEETING 


87 


I “Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  author- 
izes the  Council  to  take  whatever  action  is  neces- 
sary to  effect  the  inclusion  of  the  medical  pro- 
fession in  the  new  Social  Security  Law;  and  be  it 
further 

“Resolved,  that  an  attempt  be  made  to  solicit 
the  aid  of  other  excluded  groups  to  share  in  the 
benefits  of  the  law;  and  be  it  further 

“Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  introduce  a 
similar  resolution  at  the  1951  meeting.” 

Your  Committee  approved  the  resolution  by  Dr. 
Golembe,  of  Sullivan  County,  which  in  brief  means 
, that  they  are  opposed  to  doctors  participating  in 
i Social  Security. 

Mr.  Speaker,  I move  the  adoption  of  Dr.  Harry 
Golembe’s  resolution. 

Dr.  Renato  J.  Azzari,  Councillor:  I second  it. 
Speaker  Andresen  : Is  there  any  discussion? 

Dr.  William  Ostrow,  Kings:  A number  of 
( doctors  are  fully  employed  and  are  not  practicing 
medicine  as  individuals.  For  that  reason  I believe 
! that  they  ought  to  exclude  those  men  who  are 
employed  and  who  may  be  coming  under  the  pro- 
visions of  Social  Security  either  by  working  for 
corporations  or,  for  instance,  insurance  companies, 
and  so  on. 

I would  amend  this  thing  so  that  we  are  going  to 
exclude  all  people  who  are  fully  employed  and  who 
are  not  practicing  individual  medicine. 

Dr.  Abraham  Koplowitz,  Kings:  I second  that 
amendment. 

Speaker  Andresen:  Is  there  any  discussion  on 
the  amendment? 

Mr.  William  F.  Martin,  Legal  Counsel:  You 
are  all  covered  anyway.  Is  this  a proposal  to  have 
the  Social  Security  Law  extended  for  doctors  who 
are  employed  by  industry? 

Dr.  Ostrow  : That  is  right. 

Mr.  Martin:  Those  who  are  employed  are 
covered  by  Social  Security  now. 

Dr.  Ostrow  : Here  we  are  saying  that  the  doctors 
should  not  receive  Social  Security? 

Mr.  Martin:  The  doctors  should  not? 

Dr.  Ostrow:  Yes. 

Mr.  Martin  : Pardon  me. 

Speaker  Andresen:  Is  that  the  motion  that 
doctors  shall  not  enter  into  Social  Security? 

Dr.  Clark:  Yes. 

Speaker  Andresen:  Any  discussion  of  the 

amendment? 

Dr.  Samuel  B.  Burk,  New  York:  Mr.  Chairman, 
as  I understand  it  by  the  amendment  you  are  prac- 
tically nullifying  the  original  resolution  because  the 
doctors  do  not  now  come  under  Social  Security 
unless  they  are  fully  employed  or  employed  by  a 
J corporation;  hence  I don’t  see  the  need  for  any 
further  action  on  this  particular  resolution. 

Dr.  Samuel  Z.  Freedman,  New  York:  That  is 
not  the  intent  of  that  resolution.  You  don’t  under- 
■ stand  the  intent  of  the  resolution. 

Speaker  Andresen:  Mr.  Martin,  could  you  help 
us  out  on  the  intent  of  this  resolution? 

Mr.  Martin:  Let  me  get  this  straight  first. 

Dr.  Clark:  There  are  two  resolutions,  one  in 
favor  and  one  opposed. 

I . . .Copy  of  the  Reference  Committee  Report  was 
1 handed  to  Mr.  Martin. . . 

Mr.  Martin:  It  is  perfectly  clear  that  these 
are  dead  opposites.  One  is  a resolution  that 
doctors  be  included  in  Social  Security.  That  is 


disapproved.  The  other  one  is  that  doctors  not 
be  included  under  the  Social  Security  law,  and  that 
seems  to  be  approved  by  the  Reference  Committee? 

Dr.  Clark:  Correct. 

Mr.  Martin:  We  start  with  the  premise  that 
doctors  and  other  professional  men,  self-employed, 
are  not  covered  under  the  provisions  of  the  Social 
Security  Law.  There  are  two  resolutions:  one  pro- 
posing that  they  be  added  to  those  included  under 
the  Social  Security  Law,  that  I understand  to  be 
disapproved  by  the  Reference  Committee;  the 
other  one  is  that  the  present  existing  Social  Security 
Law  continue  self-employed  professional  men  as  not 
being  covered  by  Social  Security,  and  that  is  ap- 
proved by  the  Reference  Committee. 

Dr.  Clark:  Right. 

Dr.  Ostrow:  But  those  who  are  working  for 
corporations  at  the  present  time  come  under  Social 
Security  so  should  be  excluded  from  this  disap- 
proval. 

Mr.  Martin:  All  employed  people,  as  a matter 
of  law,  must  be  covered  by  Social  Security,  no 
matter  what  you  say. 

Dr.  Ostrow  : But  under  that  we  disapprove. 

Mr.  Martin:  Dr.  Ostrow,  in  the  legal  profession 
lawyers  employed  by  corporations  are  clearly 
covered  by  Social  Security.  Any  attempt  to  change 
the  law  as  to  self-employed  members  of  the  pro- 
fessions may  go  one  way  or  the  other  on  a recom- 
mendation pro  or  con,  but  there  is  nobody  who 
doubts  for  the  world  but  that  all  employes  of  cor- 
porations or  oganizations  are  included  in  Social 
Security.  You  might  clarify  this  by  saying  all 
self-employed  doctors  should  be  included,  if  you 
wish  to,  hence  excluded  from  this  recommendation. 

Chorus:  It  does  say  so. 

Mr.  Martin:  I have  not  read  every  word  of  it. 

Dr.  Ostrow:  I made  an  amendment,  excluding 
doctors  who  are  employed  and  who  come  under 
Social  Security. 

Mr.  Martin:  There  is  no  need  of  an  amendment. 
They  are  covered  under  Social  Security,  no  matter 
what  you  say,  at  the  present  time. 

Dr.  Alfred  P.  Ingegno,  Kings:  Mr.  Speaker 
and  gentlemen,  I see  no  need  for  any  action  on  Dr. 
Golembe’s  resolution.  It  seems  to  me  that  you  will 
serve  the  purpose  of  this  House  perfectly  well,  if 
it  be  the  purpose  of  this  House,  merely  to  disapprove 
the  resolution  of  the  Greene  County  Medical  Society, 
which  would  provide  for  the  inclusion  of  physicians 
under  Social  Security.  It  merely  disapproves  of 
this  resolution,  and  I see  no  necessity  for  the  other 
resolution  whatever. 

Dr.  Thomas  McCarthy,  Bronx:  That  is  out  of 
order  because  we  are  discussing  the  recommendation 
of  the  Reference  Committee  which  approves  the 
first  one  and  disapproves  the  second. 

Speaker  Andresen:  You  are  discussing  the 

amendment  of  Dr.  Ostrow. 

Dr.  Ostrow:  We  cannot  disapprove  of  the  other 
one,  because  employed  doctors  are  now  included 
under  Social  Security. 

Mr.  Martin:  Why  not  just  insert  the  one  word 
“self-employed”  and  you  would  clear  up  the  whole 
thing? 

Speaker  Andresen:  The  point  that  I hope  Mr. 
Martin  brought  out  is  that  this  Social  Security 
business  refers  to  a professional  man  considering  his 
income  in  the  nature  of  a wage  and  having  a Social 
Security  payment  on  that. 

Mr.  Martin:  Could  I take  just  a minute  to  ex- 
plain it  further?  If  you  run  a law  office,  for  in- 
stance, you  have  two  partners  and  fifteen  other 
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lawyers.  Social  Security  is  paid  on  the  fifteen  em- 
ployes. The  partners  do  not.  The  partners  do 
not  come  under  the  provisions  of  the  Social  Security 
Law.  Any  doctor  that  runs  his  own  office  and  prac- 
tices with  his  own  shingle  on  the  door  needs  Social 
Security  for  some  of  his  help  under  certain  condi- 
tions, but  he  is  not  covered  himself.  Now  if  he  is 
employed  by  any  corporation  or  organization,  they 
must  cover  him.  So  Dr.  Ostrow’s  amendment  is 
not  necessary.  He  clearly  must  be  covered  where 
he  is  employed,  so  you  come  back  to  these  two 
alternate  resolutions.  You  have  approved  of  the 
one,  which  indicates  an  intent  not  to  have  doctors 
who  have  their  own  practice  or  self-employed  doctors 
covered  by  the  Social  Security  Law.  That  is  the 
question  that  is  before  you.  You  don’t  need  that 
amendment.  That  clarification  does  not  clarify 
anything. 

Speaker  Andresen:  It  establishes  a new  prin- 
ciple, isn’t  that  true? 

Mr.  Martin:  No. 

Speaker  Andresen:  Considering  a person  self- 
employed  as  being  on  a salary  himself? 

Mr.  Martin:  Not  at  all.  It  does  not  change  the 
idea  of  self-employment.  It  simply  calls  for  a new 
principle  that  even  employers  should  have  Social 
Security. 

Speaker  Andresen:  But  you  said  Social  Security 
is  based  on  salaries. 

Mr.  Martin:  No,  all  employed  people  must  have 
Social  Security,  but  if  you  are  your  own  boss,  to 
put  it  that  way  in  the  vernacular,  if  you  maintain 
your  own  practice,  you  are  not  at  present  covered. 
Now  you  are  considering  two  resolutions,  and  one  is 
that  you  continue  not  to  be  covered  under  the 
Social  Security  Law,  and  the  other  is  that  you  get  the 
benefits  that  would  accrue  if  you  were  covered  under 
the  Social  Security  Law.  Apparently  it  is  the  report 
of  the  Reference  Committee  that  the  present  rule 
remain,  that  doctors  are  not  included  if  they  are 
their  own  bosses  or  they  are  self-employers.  Dr. 
Ostrow’s  point  is  that,  bearing  in  mind  that  certain 
doctors  do  work  for  corporations,  they  are  at  present 
covered  under  the  Social  Security  Law,  so  he  wants 
the  recommendation  of  the  Reference  Committee 
clarified  to  that  extent.  However,  that  is  not  neces- 
sary. The  law  presently  covers  that.  There  are 
no  exceptions  among  lists  of  employes:  doctors, 
lawyers,  accountants,  etc. 

Dr.  Ostrow:  I withdraw  the  amendment  pro- 
vided you  put  “self-employed”  into  your  recommen- 
dation. 

Dr.  Clark:  The  word  “self-employed”  is  in  the 
first  “whereas”  of  each  resolution. 

. . .There  were  calls  for  the  question.  . . 

Dr.  Burk:  May  I ask  permission  to  talk  again? 

Chorus:  No. 

. . .There  were  calls  for  the  question  from  all 
parts  of  the  room. . . 

Dr.  Burk:  All  right,  I think  this  situation  is 
sufficiently  clear  in  the  minds  of  everybody.  I 
know  how  we  will  act. 

Speaker  Andresen:  The  amendment  has  been 
withdrawn.  You  now  have  the  original  recom- 
mendation of  the  Reference  Committee  to  consider. 
Is  there  any  further  discussion? 

. . .The  motion  was  put  to  a vote  and  was  car- 
ried. . . 

Speaker  Andresen:  It  takes  a long  time,  but 
you  seem  to  win  out  in  the  end.  ( Laughter ) 

Section  178  (See  S3) 

Report  of  Reference  Committee  on  Report  of 


Council,  Part  VI:  Inclusion  of  Postgraduate  Educa- 
tion Expenses  as  Income  Tax  Deductions 

Dr.  Gilbert  A.  Clark,  Rensselaer:  The  next 
resolution  was  presented  by  Dr.  Arthur  Master  of 
New  York  County.  ( See  Section  33) 

This  was  approved  by  your  Reference  Committee, 
and  I so  move. 

Dr.  Alfred  P.  Ingegno,  Kings:  I second  the 
motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  1 79  ( See  31 ) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI:  Addition  to  Curricula  of  Medical 

Schools 

Dr.  Gilbert  A.  Clark,  Rensselaer:  The  next 
resolution  is  that  presented  by  Dr.  Kenneth  Horton, 
of  Nassau  County.  (See  Section  31 ) 

This  was  discussed  very  thoroughly,  and  Dr. 
Aaron  presented  us  with  numerous  letters  from 
various  medical  colleges,  all  of  which  said  that  they 
had  such  courses.  We  believe  that  they  should  be 
continued  and  be  put  on  a formal  basis  as  far  as 
possible. 

Mr.  Speaker,  I move  the  adoption  of  this  part  of 
our  report. 

Dr.  Samuel  Z.  Freedman,  New  York:  Are 

you  in  favor  of  the  resolution? 

Dr.  Clark:  Yes. 

Dr.  Freedman:  I second  the  amendment. 

Speaker  Andresen:  Is  there  discussion? 

Dr.  Frederick  A.  Wurzbach,  Bronx:  I would 
like  to  add  an  amendment:  that  these  speakers  be 
approved  by  organized  medicine. 

Speaker  Andresen:  We  don’t  like  to  use  the 
term  “organized  medicine.” 

Dr.  Wurzbach:  Or  be  approved  by  the  Medical 
Society  of  the  State  of  New  York. 

Speaker  Andresen  : Does  anybody  second  that? 

. . .The  amendment  was  seconded  by  several  from 
various  parts  of  the  room.  . . 

Dr.  Samuel  Schneierson,  Bronx:  The  matter 
of  teaching  medical  economics  to  the  medical  stu- 
dents who  will  eventually  become  the  practitioners 
of  the  future  is  a very  important  consideration,  of 
course,  but  I think  that  from  our  standpoint — 

Speaker  Andresen:  This  is  on  the  amendment 
that  the  men  who  are  going  to  teach  shall  be  ap- 
proved by  the  Medical  Society  of  the  State  of  New 
York.  It  has  nothing  to  do  with  the  general 
subject.  J 

Dr.  Schneierson:  On  the  amendment  then,  I 
think  it  is  quite  clear  to  the  members  of  this  House 
that  we  are  not  so  much  interested  in  the  kind  of 
dissemination  of  knowledge  of  medical  economics 
which  may  not  be  consistent  with  the  objectives 
which  are  part  of  our  considerations.  In  other 
words,  we  are  not  so  interested  in  promulgating  the 
type  of  teaching  which  may  be  detrimental  to  the 
practice  of  medicine  as  we  see  it,  and  unless  there 
is  some  assurance  that  there  will  be  an  attempt  to 
indoctrinate  the  medical  students  from  the  stand- 
point such  as  we  consider  those  subjects  here,  merely 
teaching  a type  of  medical  economics  which  may  be 
contrary  to  the  kind  of  organizational  interests  we 
have  may  be  all  to  our  detriment. 

Speaker  Andresen:  Do  you  approve  or  dis- 

approve the  amendment  of  Dr.  Wurzbach? 

Dr.  Schneierson:  I,  therefore,  approve  the 

amendment  of  Dr.  Wurzbach. 

Speaker  Andresen:  Is  there  any  further  dis- 
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cussion  of  the  amendment  which  requires  that  any 
of  these  lecturers  shall  be  approved  by  the  Medical 
Society  of  the  State  of  New  York? 

Dr.  Gerald  D.  Dorman,  New  York:  I think  we 
are  on  very  dangerous  ground  at  any  time  that  we 
attempt  to  dictate  or  limit  what  is  taught  in  medical 
schools. 

Speaker  Andresen:  That  is  not  the  question. 
The  question  is — 


Dr.  Dorman:  Therefore,  to  try  and  limit  by  an 
amendment  the  approval  to  any  one  type  of  teaching 
I feel  is  distinctly  wrong  and  limiting  the  amount 
of  free  speech  that  our  people  have.  I,  therefore, 
wish  to  strongly  recommend  that  the  amendment  be 
defeated. 

Dr.  Floyd  S.  Winslow,  Councillor:  I believe  that 
is  a part  of  public  health  and  medical  education  and 
should  be  referred  to  that  committee.  It  should  be 
under  their  leadership. 

Dr.  Ezra  Wolff,  Queens:  I agree  with  Dr.  Dor- 
man that  it  would  be  brash  to  say  that  these  speakers 
must  be  approved  by  the  State  Society.  I think 
that  it  might  be  better  to  substitute  for  that  proposi- 
tion an  invitation  to  the  medical  schools  to  call  on 
us  to  supply  speakers  for  this  course  if  they  are 
required.  I think  that  will  be  accepted  in  better 
grace. 

Speaker  Andresen:  Is  that  all  of  the  dis- 

cussion? 

Dr.  James  R.  Reuling,  Trustee:  It  seems  to  me, 
Mr.  Speaker — and  I may  be  in  error — that  a similar 
resolution  was  acted  upon  by  another  committee, 
whose  action  was  approved,  and  I am  afraid  we 
are  going  to  confuse  ourselves  if  we  act  on  this 
committee’s  report.  If  the  chairman  of  that  other 
committee  is  in  the  House  might  I ask  him  through 
you  whether  that  was  considered  by  another  refer- 
ence committee?  I am  sure  it  was. 

Speaker  Andresen:  Is  that  chairman  of  the 
other  reference  committee  here,  and  can  he  enlighten 
us? 

Dr.  Wurzbach:  The  other  resolution  was  on 
public  relations;  this  one  is  on  economics. 

Dr.  Burk:  Mr.  Speaker  and  members  of  the 

House,  may  I respectfully  ask  the  author  of  the 
amendment  to  accept  my  amendment  to  his  amend- 
ment that  this  matter  be  sent  to  the  Council  for 
further  study  and  disposition. 

. . .The  motion  was  seconded  by  several.  . . 

Dr.  Wurzbach:  I will  accept  that. 

Speaker  Andresen:  We  have  a recommendation 
of  the  Reference  Committee,  and  we  have  an 
amendment  before  us,  so  the  motion  to  refer  is  not 
quite  relevant  to  this  discussion  right  now.  What 
are  we  going  to  refer? 

Dr.  Wurzbach:  I will  withdraw  my  amendment 
and  accept  that  it  be  passed  by  the  Council. 

Speaker  Andresen:  Did  the  Committee  recom- 
mend that  this  matter  be  referred  to  the  Council? 

Dr.  Clark:  No,  sir. 

Speaker  Andresen:  Then  we  will  make  it  an 
amendment  to  the  report.  That  is  the  way  it  has 
been  done  previously  today.  This  amendment  is 
that  the  matter  be  referred  to  the  Council  for  action 
and  implementation  as  they  see  fit.  Is  that  right? 

. . .There  was  no  dissent.  . . 

Speaker  Andresen:  Is  there  any  discussion  of 
that? 

. . .There  being  no  discussion,  the  amendment  was 
put  to  a vote  and  was  unanimously  carried. . . 

Speaker  Andresen:  Now  the  motion  as  amended 
will  be  put. 

. . . .The  question  was  put,  and  the  motion  as 


amended  was  put  to  a vote  and  was  unanimously 
carried. . . 

Section  180 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VI:  Public  Medical  Care 

Dr.  Gilbert  A.  Clark,  Rensselaer:  Your 

Reference  Committee  reviewed  the  report  of  the 
Subcommittee  on  Public  Medical  Care  and  wishes 
to  repeat  the  following  paragraph  from  their  report: 
“The  question  of  direct  payment  to  the  physicians 
in  welfare  cases,  instead  of  giving  the  check  to  the 
patient  and  asking  him  to  pay  the  doctor,  came  up 
in  the  fall  of  1950.  Previously,  the  direct  payment 
to  doctors  (“indirect”  in  the  terminology  of  the 
Welfare  Department)  was  not  allowed,  because  the 
doctors  wished  to  deal  directly  with  the  patient,  and 
the  State  Welfare  Department,  on  the  other  hand, 
could  not  obtain  reimbursement  of  such  expenses 
from  Federal  funds.  It  seems  that  the  Federal  rule 
is  now  changed,  and  at  the  request  of  several  county 
societies  and  with  the  approval  of  the  Council  of  the 
State  Society,  the  State  Commissioner  of  Welfare 
was  asked  to  make  a ruling  that  would  enable  the 
local  commissioners  of  welfare  to  pay  the  physician 
directly,  if  they  wished.  This  matter  is  still  under 
advisement  in  the  State  Welfare  Department,  and 
no  official  ruling  has  been  given.” 

The  Reference  Committee  wishes  to  move  the 
adoption  of  the  Report  of  the  Subcommittee  on 
Public  Medical  Care. 

Dr.  James  Greenough,  Otsego:  I second  that 
motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  181 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI:  Medical  Research 

Dr.  Gilbert  A.  Clark,  Rensselaer:  The  Council 
Committee  on  Medical  Research  held  no  formal 
meetings  during  the  year,  and  there  was  not  very 
much  for  the  Reference  Committee  to  do,  so  we 
will  accept  their  report  as  is.  May  I so  move? 

Dr.  James  H.  Arseneau,  Wayne:  I second  the 
motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Section  182 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VI:  Medical  Service 

Dr.  Gilbert  A.  Clark,  Rensselaer:  This  report 
was  considered,  and  the  Reference  Committee 
recommends  its  acceptance.  I so  move. 

Dr.  G.  B.  Gilmore,  Bronx:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Speaker  Andresen:  We  have  one  more  report 
coming  from  you? 

Dr.  Clark  : I have  one  more  resolution  that  came 
in  today,  and  I have  a report  on  the  Hospital  and 
Professional  Relations  Committee,  of  which  Dr. 
Brown  is  the  chairman. 

Speaker  Andresen:  Let  us  have  the  resolution 
first  then. 

Section  183  (See  83) 
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Dr.  Gilbert  A.  Clark,  Rensselaer:  Resolution 
prepared  and  introduced  by  Dr.  Gerald  D.  Dorman, 
of  New  York  County,  subject  “Diversion  of  Fees 
to  Hospitals.”  (See  Section  83) 

The  resolution  was  accepted  by  the  Reference 
Committee,  and  this  resolution  I now  wish  to  move 
for  adoption. 

Dr.  Samuel  B.  Burk,  New  York:  I second  that. 
Speaker  Andresen  : Is  there  any  discussion? 

Do  you  think  that  is  legal? 

Mr.  William  F.  Martin,  Legal  Counsel:  It  is 
too  late  to  pass  on  that  tonight. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Speaker  Andresen:  There  is  only  one  report 
remaining  from  this  Reference  Committee,  which  is 
to  be  presented  in  executive  session,  which  will 
follow  in  a few  minutes.  Out  of  courtesy  to  the 
President-Elect,  who  would  like  to  have  his  address 
commented  upon  by  the  Committee  at  this  time,  we 
will  ask  Dr.  Scott  Lord  Smith  to  present  that,  which 
he  promises  will  take  only  a few  minutes. 

Section  18 J)  (See  15) 

Report  of  Reference  Committee  on  Report  of  the 
President-Elect 

Dr.  Scott  Lord  Smith,  Dutchess:  The  President- 
Elect  in  his  address  has  called  attention  to  the 
world  conditions  now  bringing  into  sharp  focus  the 
threats  to  our  American  way  of  life.  He  emphasizes 
and  urges  that  we  hold  fast  to  those  principles 
enunciated  by  our  founding  fathers.  On  these 
principles  we  have  become  a nation  strong  and 
secure  because  of  our  adherence  to  moral  and 
spiritual  values  which  have  stood  the  test  of  time. 

We  commend  to  your  prayerful  consideration  the 
following  so  well  expressed  by  the  President-Elect: 
“We  hear  much  today  about  security.  What 
has  happened  to  that  time  honored  virtue,  hope? 
Where  is  that  spirit  of  self-reliance,  that  inde- 
pendence, that  will  to  work  and  do  things  for  one’s 
own  protection  which  characterized  the  generation 
in  which  most  of  us  were  brought  up?  Admittedly 
times  have  changed  and  the  world  seems  a more 
difficult  place  in  which  to  live  and  prosper.  But 
principles  do  not  change.  The  Sermon  on  the 
Mount  has  all  the  meaning  and  strength  it  always 
had.” 

Medical  and  Health  Aspects  of  Civil  Defense — 
The  President-Elect  urges  the  full  and  unstinted 
cooperation  of  the  medical  profession  in  the  ex- 
cellent plans  for  civil  defense  as  set  up  by  the  New 
York  State  Department  of  Health.  While  it  is 
everyone’s  business  to  give  the  fullest  support  and 
participation  in  these  plans,  it  is  to  the  medical 
profession  that  the  public  must  look  and  expect  the 
direction  and  specialized  service  so  indispensable 
to  handling  large  numbers  of  casualties  which  will 
surely  result  from  atomic  warfare. 

Selective  Service  and  the  Medical  Advisory  Com- 
mittees— The  President-Elect  quotes  the  following 
from  Dr.  Rusk,  chairman ; 

“It  is  a job  of  the  State  Advisory  Committee  to 
determine  who  is  essential  to  the  medical  economy 
of  the  community  and  to  recommend  to  the 
Selective  Service  System  the  deferment  of  these 
individuals  in  order  to  preserve  the  health  and 
welfare  of  the  community.” 

Attention  is  drawn  to  the  fact  that  the  crux  of  the 
entire  Selective  Service  problem  lies  at  the  local 
level. 


Medical  Public  Relations — Your  Reference  Com- 
mittee calls  attention  to  the  summary  excerpt  from 
the  address  of  the  President-Elect: 

“This  is  a time  when  a positive  program  of 
public  relations  can  yield  enormous  dividends. 
Constructive  effort  on  our  part  in  the  field  of 
medical  public  relations  and  service  will  con- 
vince the  public  that  the  medical  profession  is 
vitally  interested  in  the  health  of  all  the  citizens 
of  the  State  and  is  using  the  medium  of  its  medical 
organizations  to  work  in  the  public  interest. 
By  taking  the  initiative  the  State  Medical  Society 
has  everything  to  gain  and  will  enhance  its  prestige 
in  the  eyes  of  the  people  it  seeks  to  serve.” 

Your  Reference  Committee  heartily  approves  the 
proposed  addition  of  selected  laymen  to  county 
society  committees  having  to  do  with  the  health  of 
the  public.  We  urge  that  county  societies  give  this 
suggestion  thoughtful  consideration. 

Physician-  Hospital  Relationships — No  question 
facing  the  medical  profession  today  is  so  fraught 
with  potentialities  for  good  or  evil  as  the  question 
of  physician-hospital  relationships. 

There  are  both  legal  and  ethical  rights  which  are 
involved  and  which  sometimes  conflict.  It  is  urged 
that  every  physician  familiarize  himself  with  the 
provisions  of  the  “Hess  Report”  and  attend  his 
county  society  meetings,  where  his  views  can  be 
effectively  expressed. 

Voluntary  Medical  Care  Plans — The  President- 
Elect  quotes  Dr.  John  W.  Cline,  president-elect  of 
the  American  Medical  Association,  who  called 
“health  our  number  one  job.”  He  feels  that  our 
profession’s  future  depends  on  intelligent,  collective 
action,  and  he  sees  it  linked  inextricably  with  volun- 
tary health  insurance.  As  both  quantity  and 
quality  of  prepaid  health  contracts  continue  to  rise, 
the  idea  of  Government  health  insurance  in  the 
public  mind  will  progressively  decline.  It  will  lose 
its  popular  appeal.  We  can  concur  in  this  and 
throw  our  full  weight  behind  a State-wide  drive  to 
strengthen  these  plans. 

Two  other  outstanding  points  are  worthy  of 
consideration:  (a)  that  wherever  practicable  in  the 
future  contracts  should  include  all  recognized 
medical  specialties  under  Blue  Shield  and  that 
Blue  Cross  be  confined  to  hospitalization,  and  (6) 
that  physicians  should  have  thorough  understanding 
of  such  plans  as  to  cost,  coverage,  and  limitations. 

Role  of  the  General  Practitioner — The  general 
practitioner  has  always  been  the  keystone  of  the 
arch  of  medical  care  and  the  family  adviser.  The 
growing  appreciation  of  his  position  is  recognized. 
We  concur  in  the  suggestion  that  the  State  Medical 
Society  support  in  every  way  the  efforts  of  the 
general  practitioner  for  integration  in  hospital 
staffs  but  suggest  that  they  use  regular  channels  of 
exerting  their  influence  through  their  county  socie- 
ties. 

Nursing — Nursing,  always  an  important  instru- 
ment in  medical  care,  must  not  be  neglected.  “Any 
concerted  effort  made  to  improve  our  relations  with 
the  nursing  and  hospital  groups  cannot  fail  to  re- 
dound to  the  prestige  and  credit  of  the  medical 
profession.” 

Malpractice  Insurance  and  Defense — Loyalty  to 
Group  Malpractice  Insurance  is  urged. 

Legislation — Constant  and  continuous  rather 
than  seasonal  interest  in  medical  legislation  is 
strongly  advocated. 

Journal  and  Directory — -Your  Reference  Com- 
mittee notes  with  pleasure  the  well-deserved  com- 
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mendation  of  the  Publication  Committee  and 
editorial  board  of  the  Journal. 

Budget — The  President-Elect  views  with  appre- 
hension the  increased  cost  with  its  inherent  deficit. 
The  Committee  shares  this  view. 

Woman's  Auxiliary — Commendation  and  sup- 
port is  the  theme  of  the  remarks  of  the  President- 
Elect  about  the  Woman’s  Auxiliary. 

In  conclusion,  your  Reference  Committee  en- 
thusiastically commends  the  President-Elect  upon 
his  awareness  of  the  problems  confronting  the 
medical  profession,  particularly  in  the  years  directly 
ahead.  The  emphasis  on  public  relations  and  legis- 
lation makes  his  remarks  on  these  subjects  most 
timely. 

So  much  valuable  information  was  contained  in 
the  details  of  his  address  that  your  Reference  Com- 
mittee wholeheartedly  recommends  careful  review 
of  all  the  elements  of  the  presentation  when  printed 
in  the  proceedings  of  the  House  of  Delegates. 

This  report  is  signed  by  Edwin  A.  Griffin,  Peter 
M.  Murray,  A.  K.  Bates,  John  L.  Edwards,  and 
Scott  Lord  Smith. 

I move  the  adoption  of  the  report. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

. . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Speaker  Andresen:  The  House  will  go  into 
executive  session,  and  Dr.  Holcomb  will  be  chairman 
of  the  House  acting  as  a Committee  of  the  Whole. 

***** 

Speaker  Andresen:  We  now  convene  again  as 
a House  of  Delegates.  We  have  been  convening  as 
a Committee  of  the  Whole. 

Section  185  (See  48,  88,  104) 

Report  of  Executive  Session 

Speaker  Andresen:  We  will  now  ask  for  a 

report  of  the  Committee  of  the  Whole,  which  con- 
stituted the  executive  session,  and  I will  ask  Dr. 
Holcomb  to  make  the  report  of  this  committee. 

Vice-Speaker  Holcomb:  Mr.  Speaker,  reporting 
for  the  Committee  of  the  Whole  that  has  been  in 
executive  session,  the  matters  of  the  Subcommittee 
on  Cults  and  the  Subcommittee  on  Public  Relations 
have  been  referred  to  the  Council;  the  matter  of 
Dr.  Brown’s  report  for  the  Committee  on  Hospital 
and  Professional  Relations,  which  you  have  just 
passed  upon,  is  also  referred  to  the  Council  for 
further  study. 

Speaker  Andresen:  The  report  of  the  Com- 
mittee of  the  Whole  is  now  before  you  for  any 
further  discussion. 

Dr.  Samuel  B.  Burk,  New  York:  I move  its 

adoption. 

Dr.  Gerald  D.  Dorman,  New  York:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  Gilbert  A.  Clark,  Rensselaer:  I wish  to 
take  this  opportunity  to  thank  the  members  of  my 
committee,  Dr.  Henry  I.  Fineberg,  Dr.  James  II. 
Arseneau,  Dr.  James  Blake,  and  Dr.  Homer  Nelms, 
as  well  as  all  of  the  other  members  who  participated 
in  our  numerous  discussions.  Thank  you ! 

Speaker  Andresen:  Thank  you  very  much. 
You  had  hard  work.  (Applause) 

There  are  just  two  more  committee  reports,  each 
of  which  will  take  only  a few  minutes,  and  then  we 
will  be  clear  for  tomorrow  morning. 

I might  ask  you  now  if  there  are  any  more  resolu- 
tions to  be  presented.  None  can  be  presented 


tomorrow  morning.  If  not,  we  will  go  to  the  Report 
of  the  Reference  Committee  on  Report  of  the  Council 
Part  VII,  Medical  Care  Insurance,  of  which  Dr. 
McGarvey,  of  Westchester,  is  chairman. 

Section  186 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII:  Medical  Care  Insurance 

Dr.  Henry  E.  McGarvey,  Westchester:  Your 
Reference  Committee  wishes  to  compliment  the 
Subcommittee  on  Medical  Expense  Insurance  in  the 
development  of  a uniform  State-wide  contract  to 
provide  surgical  in-hospital  medical  care  on  a service 
basis  and  a medical  indemnity  rider  which  provides 
for  anesthesia,  x-ray,  pathology,  and  physical 
therapy  services.  We  recommend  that  the  Sub- 
committee continue  its  efforts  in  reconciling  and 
coordinating  the  provisions  of  the  various  Blue 
Shield  plans  operating  in  the  State  of  New  York. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  John  M.  Galbraith,  Nassau:  I second  it. 
. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  McGarvey:  Your  Reference  Committee 

approves  the  designation  of  Mr.  James  F.  Coleman, 
executive  vice-president  of  United  Medical  Service, 
as  official  representative  of  Blue  Shield  plans  to  the 
Workmen’s  Compensation  Board  in  matters  relat- 
ing to  the  Disability  Benefits  Law  in  its  relation  to 
Blue  Shield  plans. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Clarence  G.  Bandler,  New  York:  I 

second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  McGarvey:  Your  Reference  Committee 
approves  the  recommendations  made  by  the  Sub- 
committee to  the  Council  in  reference  to  the  dis- 
position to  be  made  of  a letter  written  to  Dr.  John 
J.  Masterson  by  Dr.  George  Baehr  and  presented 
to  the  House  of  Delegates  last  year  and  referred  by 
them  to  the  Council.  This  letter  was  in  reference 
to  a request  by  Health  Insurance  Plan  of  Greater 
New  York  for  approval  by  the  State  Society.  We 
have  learned  that  the  letter  was  officially  answered 
substantially  in  accord  with  the  recommendations 
found  on  page  number  908  of  the  Annual  Reports  of 
the  Medical  Society  of  the  State  of  New  York. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Frederick  A.  Wurzbach,  Bronx:  I second 
the  motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  187  (See  71) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII:  Nonessential  Information  in  Insur- 
ance Forms 

Dr.  Henry  E.  McGarvey,  Westchester:  This 
Committee  had  four  resolutions  referred  to  it,  all 
introduced  by  Dr.  George  Lawrence,  of  the  Medical 
Society  of  the  County  of  Queens.  The  first  resolu- 
tion pertains  to  nonessential  information  in  insur- 
ance forms  and  reads  as  follows: 

“Whereas,  certain  insurance  companies,  on 
their  claim  forms,  submitted  by  and  through 
patients,  require  physicians  to  state  their  school 
and  year  of  graduation;  and 

“Whereas,  a physician’s  qualifications  have 
been  scrutinized  by  the  State;  and 

“Whereas,  it  is  not  the  right  of  lay  organiza- 
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tions  to  judge  a physician’s  qualifications;  there- 
fore, be  it 

“ Resolved , that  this  Society  take  steps  to  bring 
about  the  alteration  of  these  forms,  to  include 
only  a request  for  State  license  number  and/or 
other  identification  numbers.” 

Your  Committee  recommends  that  the  second 
“whereas”  be  changed  to  read: 

“Whereas,  a physician’s  qualifications  have 
been  passed  upon  by  the  State  in  granting  him  a 
license,  making  further  detail  immaterial”; 
that  the  third  “whereas”  be  entirely  deleted;  and 
that  the  word  “require”  be  substituted  for  the  word 
“include”  in  the  “resolved.” 

We  recommend  the  adoption  of  this  resolution  as 
amended,  and  I so  move. 

Member:  How  would  that  “resolved”  then  read? 
Dr.  McGarvey:  In  other  words,  it  would  then 
read: 

“Resolved,  that  this  Society  take  steps  to  bring 
about  the  alteration  of  these  forms,  to  require 
only  a request  for  State  license  number  and/or 
identification  numbers.” 

Dr.  Samuel  Z.  Freedman,  New  York:  I thought 
you  read  it  that  way. 

Dr.  McGarvey:  We  are  substituting  the  word 
“require”  for  “include.” 

The  Committee  recommends  that  this  be  adopted 
as  amended. 

Dr.  George  E.  Anderson,  Kings:  I second  that. 
. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  188  (See  72) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII:  Confidential  Information  Concern- 
ing Fees  in  Insurance  Forms 

Dr.  Henry  E.  McGarvey,  Westchester:  The  sub- 
ject of  the  second  resolution  is  confidential  informa- 
tion concerning  fees  in  insurance  forms  and  reads  as 
follows: 

“Whereas,  certain  insurance  companies  refuse 
to  pay  surgical  and  obstetric  fees  to  policyholders 
unless  the  surgeon  or  obstetrician  states  his  total 
fee,  regardless  of  the  fact  that  the  benefit  paid  is  a 
fixed  amount,  and  not  dependent  on  the  fee; 
therefore,  be  it 

“Resolved,  that  this  Society  take  the  indicated 
steps  to  deny  insurance  companies  any  privileged 
information,  other  than  certification  that  the 
work  was  accomplished  and  that  the  fee  was 
equivalent  to,  or  in  excess  of,  the  benefit.” 

Your  Reference  Committee  recommends  that  the 
resolution  be  restated  and  worded  as  follows : 

“Resolved,  that  this  Society  take  appropriate 
steps  to  limit  such  required  information  to  certi- 
fication of  performance  of  service  and  that  the 
fee  charged  was  equal  to,  or  greater  than,  the 
benefit  provided.” 

Your  Reference  Committee  approves  in  principle 
the  resolution  as  amended,  and  recommends  that 
the  amended  resolution  be  referred  to  the  Council, 
and  I so  move. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 
. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  189  (See  73) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  VII:  Confidential  Information  Con- 
tained in  Medical  Insurance  Reports 


Dr.  Henry  E.  McGarvey,  Westchester:  The 
subject  of  the  third  resolution  is  confidential  in- 
formation contained  in  medical  insurance  reports 
and  reads  as  follows: 

“Whereas,  many  firms  and  labor  unions  which 
arrange  hospitalization  and  medical  expense  in- 
surance coverage  for  employes  and  their  families 
require  that  the  claim  form  be  submitted  through 
them  and,  since  these  forms  reveal  specific  diag- 
noses of  illness  and  disease,  the  nature  of  which 
may  be  personal  and  a matter  of  embarrassment 
if  revealed  to  known  persons  and  fellow-workers; 
therefore,  be  it 

“Resolved,  that  this  Society  take  the  indicated 
steps  to  require  that  insurance  claim  forms  be 
sent  directly  to  insurance  carrier  or  fund.” 

Your  Reference  Committee  recommends  that  the 
“resolved”  be  amended  to  read: 

“Resolved,  that  this  Society  initiate  steps  to 
require  insurance  claim  forms  to  conform  to  the 
statute  relating  to  privileged  information.” 

Your  Committee  approves  in  principle  the  resolu- 
tion as  amended  and  recommends  that  it  be  re- 
ferred to  the  Council.  I so  move. 

Dr.  Clarence  G.  Bandler,  New  York:  I 

second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  190  (See  70) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII:  Confidential  Information  Contained 
in  Medical  Reports 

Dr.  Henry  C.  McGarvey,  Westchester:  The 
subject  of  the  fourth  resolution  is  confidential  in- 
formation contained  in  medical  reports  and  reads 
as  follows : 

“Whereas,  many  employers  require  from  em- 
ployes returning  to  work  after  illness  or  injury 
a statement  from  their  physician  stating  the  exact 
diagnosis,  the  nature  of  which  may  be  personal 
and  embarrassing  to  the  patient  if  revealed  to 
fellow-workers  and  other  known  persons;  there- 
fore, be  it 

“Resolved,  that  this  Society  urge  the  initiation 
of  legislation  to  limit  the  request  for  information 
to  a certification  of  bona  fide  illness  and  a state- 
ment as  to  the  length  of  disability.” 

Your  Reference  Committee  recommends  that 
the  “resolved”  be  amended  to  read: 

“Resolved,  that  this  Society  recommend  appro- 
priate action  including  initiation  of  legislation  if 
required  to  limit  the  request  for  information  to  a 
certification  of  bona  fide  illness  and  a statement 
as  to  the  length  of  the  disability.” 

Your  Reference  Committee  approves  in  principle 
the  resolution  as  amended  and  recommends  that  it 
be  referred  to  the  Council.  I so  move. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  McGarvey:  I move  the  adoption  of  the  re- 
port of  the  Reference  Committee  as  a whole. 

Dr.  Leo  F.  Schiff,  Clinton:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Dr.  McGarvey:  I would  like  to  thank  my  com- 
mittee members,  Dr.  Leo  F.  Schiff,  Dr.  Frederic  E. 
Elliott,  Dr.  G.  S.  Baker,  and  Dr.  John  M.  Gal- 
braith, and  all  of  the  members  who  helped  us  sq 
well  in  our  discussions  and  considerations, 
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Speaker  Andresen:  We  still  have  another  Com- 
mittee on  Constitution  and  Bylaws,  Dr.  Prudhon, 
that  must  report.  Is  he  here? 

. . .There  was  no  response.  . . 

Speaker  Andresen:  I think  we  told  him  that 
we  could  get  through  and  let  him  report  in  the 
morning. 

Is  there  any  other  reference  committee  to  report? 

. . .There  was  no  response.  . . 

Speaker  Andresen:  Very  well,  we  will  have  the 


Reference  Committee  on  Constitution  and  Bylaws 
report  in  the  morning.  Dr.  Prudhon  tells  me  that 
it  will  only  take  four  minutes,  so  I think  we  will 
make  good  time  in  the  morning  and  be  able  to  ad- 
journ at  a reasonable  hour. 

We  will  start  fairly  promptly  at  nine  o’clock,  and 
the  first  order  of  business  is  the  elections.  Try  to  be 
here  on  time. 

. . .On  motion,  the  session  adjourned  at  10:20 
p.m.  . . . 


MORNING  SESSION 


Wednesday, 

The  session  convened  at  9 : 20  a.m. 

Section  191 

Announcements 

Speaker  Andresen:  I have  a few  announce- 
ments to  make.  First  in  regard  to  the  banquet 
tickets — again,  the  banquet  will  be  held  tonight  at 
seven  o’clock,  and  the  tickets  are  on  sale  outside  of 
the  door. 

I also  would  like  to  announce  again  that  our  tech- 
nical exhibitors  should  be  encouraged.  They  sup- 
port our  meeting,  and  everyone  should  go  up  and 
look  at  the  exhibits  and  sign  some  of  the  little  slips 
that  they  have  at  the  exhibits  to  show  that  we  have 
been  there. 

I will  also  announce  that  immediately  after  this 
meeting  the  Council  will  meet  in  Room  1808.  That 
is  on  the  eighteenth  floor,  in  the  Erie  County  Medi- 
cal Society’s  rooms.  The  Trustees  will  meet  im- 
mediately afterwards. 

We  disposed  yesterday  of  61  resolutions.  It  is 
the  largest  number  we  have  ever  had,  and  it  is 
about  as  many  as  the  American  Medical  Association 
usually  has.  There  are  a few  more  to  be  acted  on 
today,  and  one  more  report  that  will  be  acted  upon 
while  the  votes  are  being  counted. 

All  of  you  here  have  undoubtedly  intended  to 
subscribe  to  the  American  Medical  Education 
Foundation.  Many  have  done  so.  Many,  I hope, 
have  been  putting  it  off  but  have  not  sent  in  their 
money  as  yet.  The  reasons  for  subscribing  have 
been  discussed  on  the  floor,  and  yesterday  you  gave 
unanimous  approval  to  the  resolution  pledging  us 
to  exert  every  effort  to  raise  one  quarter  of  a million 
dollars.  Will  our  recorder  please  note  in  the 
minutes  these  were  unanimous.  There  were  no 
dissenting  votes,  I assure  you.  Now  two  checks 
for  $100  each  for  the  fund  which  have  spontaneously 
appeared  this  morning  are  from  internists,  many  of 
whom  have  smaller  incomes  than  any  other  special- 
ists or  general  practitioners.  I suggest  that  if  you 
have  not  subscribed,  please  do  so  at  once,  or  even 
if  you  have.  A substantial  subscription  this  morn- 
ing coming  from  this  House  will  set  a wonderful 
example  to  the  rest  of  our  members  at  home  and  to 
the  public. 

While  you  are  filling  out  your  ballots,  won’t  you 
also  please  write  a check  for  the  American  Medical 
Education  Foundation?  Will  the  Secretary  write 
the  correct  name  of  that  organization  on  the  black- 
board so  we  may  know,  or  if  you  have  not  a check 
with  you  take  the  cash  from  your  wallet,  or  if  neces- 
sary make  out  an  I.O.U.,  and  later  send  your  check 
to  Dr.  Anderton  promptly  after  you  get  home  to 
cover  it,  pasting  a card  or  subscription  blank  to 
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your  check.  We  will  have  a member  from  our 
office  at  the  table  just  beyond  the  ballot  boxes  who 
will  staple  the  card  to  your  contribution,  and  Dr. 
Anderton  will  see  that  it  gets  to  the  fund.  Re- 
member the  old  expression,  “Give  until  it  hurts.” 
It  will  do  our  Society,  and  particularly  our  House 
of  Delegates,  a great  deal  of  good  if  you  will  just  sit 
down  and  write  out  those  checks  now. 

Is  there  a quorum  present,  Mr.  Secretary? 

Secretary  Anderton:  Yes,  sir. 

Section  192  (See  134,  214) 

Elections 

Speaker  Andresen:  Will  the  tellers  whom  we 
appointed  yesterday  raise  their  hands?  We  want 
to  see  if  there  are  enough.  Dr.  McCarty  likes  to 
have  plenty  of  them.  Any  of  you  who  would  like 
to  help  out  in  addition  to  those  who  just  raised  your 
hands — Dr.  McCarty  will  welcome  your  help. 

The  ballots  will  be  distributed,  and  you  will  fill 
out  only  those  spaces  in  which  multiple  candidates 
have  been  nominated.  In  the  event  of  a single 
nominee  for  any  office,  a majority  vote  without  a 
ballot  shall  elect  in  such  a case.  The  Chair  after 
all  of  the  names  are  on  the  board  will  entertain  a 
motion  for  closing  the  nominations  and  declare  those 
single  candidates  elected. 

In  the  first  place  we  will  call  for  nominations,  and 
when  we  get  through  with  all  of  the  nominations, 
I will  tell  you  a little  more  about  the  details  of  the 
voting. 

As  you  know,  for  the  first  time  this  year  we  have  a 
Nominating  Committee  who  submitted  a list  of 
nominees,  and  in  order  to  save  time  your  Secretary 
has  caused  those  names  to  be  put  on  the  board  and 
any  further  nominees  from  the  floor  will  be  added  to 
the  names  as  they  are  up  there  on  the  blackboard. 
As  I call  for  nominees  for  each  office,  I will  mention 
the  one  that  the  Nominating  Committee  has 
nominated,  and  that  is  on  the  board,  and  then  call 
for  nominations  from  the  floor. 

Nominations 

. . .Nominations  were  received.  . . 

Resignation  of  Dr.  W entworth  as  Trustee 

Speaker  Andresen:  Dr.  Wentworth  wishes  the 
floor. 

Dr.  Edward  T.  Wentworth,  Trustee:  It  seems 
good  policy,  at  any  rate,  for  me  to  resign  officially 
to  the  House  as  Trustee  at  this  time  so  that  you 
may  put  into  effect  the  process  of  replacing  me  on 
that  Board;  consequently,  Mr.  Speaker,  I officially 
resign  as  Trustee  of  the  Medical  Society  of  the  State 
of  New  York. 
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Speaker  Andresen:  Thank  you!  Dr.  Went- 
worth is  very  liberal  about  this  thing.  He  could 
act  as  both  Trustee  and  President-Elect  we  dis- 
covered, according  to  our  Constitution. 

Will  somebody  make  a motion  to  accept  Dr. 
Wentworth’s  resignation  as  Trustee? 

Dr.  Samuel  B.  Burk,  New  York:  I so  move. 

Dr.  Morris  Weintrob,  Kings:  I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Speaker  Andresen:  Dr.  Wentworth,  your 

resignation  as  Trustee  is  accepted — we  can’t  say 
with  regret,  because  we  are  going  to  have  you  as 
President-Elect. 


Ex-Presidents 


Martin  B.  Tinker 
Thomas  H.  Halsted 
Arthur  W.  Booth 
Orrin  Sage  Wightman 
Nathan  B.  Van  Etten 
Harry  R.  Trick 
William  H.  Ross 

(registered  as  trustee) 
Chas.  Gordon  Heyd 

John  J. 


Arthur  J.  Bedell 
Floyd  S.  Winslow 

(registered  as  councillor) 
Thomas  A.  McGoldrick 
Herbert  H.  Bauckus 
Edward  R.  Cunniffe 
(registered  as  trustee) 
Louis  H.  Bauer 
Leo  F.  Simpson 
Masterson 


District  Delegates 

William  C.  White  Wardner  D.  Ayer 

Charles  C.  Murphy  Norman  C.  Lyster 

Harry  Golembe  George  H.  Gage 

Joseph  A.  Geis  John  C.  Kinzly 

Morley  T.  Smith 


Procedure 

Speaker  Andresen:  The  Chair  will  now  enter- 
tain a motion  to  declare  elected  unanimously,  and 
ask  the  Secretary  to  cast  a ballot  for  the  election  of, 
all  those  men  who  are  the  only  nominees  to  office. 
This  will  include: 

President-Elect — E.  T.  Wentworth 
Vice-President — Leo  F.  Schiff 
Secretary — Walter  P.  Anderton 
Assistant  Secretary — Andrew  A.  Eggston 
Treasurer — Maurice  J.  Dattelbaum 
Assistant  Treasurer — Thomas  M.  d’ Angelo 
Speaker — Frederic  W.  Holcomb 
Councillors — Joseph  A.  Geis,  Leo  E.  Gibson, 
Thurman  Givan,  and  John  J.  H.  Keating 
Trustees — Five-Year  Term,  Edward  R.  Cunniffe; 
Four-Year  Term,  Herbert  H.  Bauckus,  and 
One-Year  Term,  John  J.  Masterson 
Dr.  Samuel  B.  Burk,  New  York:  I so  move, 
and  that  the  Secretary  be  instructed  to  cast  a ballot 
for  the  election  of  the  men  just  named  by  the  Speaker. 

Dr.  Gervais  W.  McAuliffe,  New  York:  I 
second  that. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried. . . 

Speaker  Andresen:  Mr.  Secretary,  have  you  so 
cast  the  ballot? 

Secretary  Anderton  : Yes. 

Speaker  Andresen:  The  ballot  having  been 
cast,  these  men  are  elected,  and  we  now  come  to 
the  positions  in  which  there  are  more  candidates 
than  we  require  to  fill  the  offices.  That  means  for 
vice-speaker  we  have  two  candidates,  and  for  dele- 
gates to  the  A.M.A.  we  have  something  like  25. 
Vote  only  on  your  blank  for  these  two  offices. 
First,  write  down  the  name  of  the  man  you  want  for 
vice-speaker,  and  then  write  down  in  order  eleven 
members,  for  the  A.M.A.  delegates.  The  eleven 
who  have  the  highest  number  of  votes  will  be  called 
delegates,  and  the  next  eleven  will  be  declared 
alternate  delegates.  Don’t  vote  for  more  than 
eleven  for  the  House  of  Delegates  of  the  A.M.A. 

Roll  Call 

. . .Assistant  Secretary  Eggston  read  the  follow- 
ing list  of  those  who  were  entitled  to  vote: 


Officers.  Councillors.  Trustees 


Carlton  E.  Wertz 
J.  Stanley  Kenney 
Charles  D.  Post 
W.  P.  Anderton 
Andrew  A.  Eggston 
Maurice  J.  Dattelbaum 
Thomas  M.  d’Angelo 
Albert  F.  R.  Andresen 
Frederic  W.  Holcomb 
Leo  E.  Gibson 
George  C.  Adie 
Irwin  E.  Siris 
John  J.  H.  Keating 

Edward 


Theodore  J.  Curphey 
Harold  F.  It.  Brown 
Elton  R.  Dickson 
Denver  M.  Vickers 
Floyd  S.  Winslow 
Renato  J.  Azzari 
Peter  J.  Di  Natale 
Walter  W.  Mott 
Edward  R.  Cunniffe 
Dan  Mellen 
Fenwick  Beekman 
William  H.  Ross 
James  R.  Reuling 
Wentworth 


Section  Delegates 


Harold  C.  Kelley 
Nelson  W.  Stroll m 
Maurice  J.  Costello 
Frank  Meyers 
William  P.  Eckes 
George  F.  Koepf 
Theodore  J.  C.  von  Storch 
Clyde  L.  Randall 


Walter  F.  Duggan 
Halford  Hallock 
Harry  P.  Smith 
Jerome  Glaser 
William  A.  Holla 
Frederic  E.  Elliott 
John  H.  Mulholland 
Walter  G.  Hayward 


Commissioner,  New  York  State  Department  of  Health 
Herman  E.  Hilleboe 


Delegates  From  Component  County  Societies 
Albany  ( 3 ) 

Thomas  O.  Gamble 
Homer  L.  Nelms 
Arthur  J.  Sullivan 


Allegany  ( 1 ) 

Irwin  Felsen 

Bronx  (13) 

Henry  Barrow 
A.  C.  Galluccio 
G.  B.  Gilmore 
Samuel  Schneierson 
Frederick  W\  Williams 
J.  Lewis  Amster 
Edward  P.  Flood 
James  A.  Lynch 
Moses  H.  Krakow 
Frank  LaGattuta 
Thomas  McCarthy 
Frederick  A.  Wurzbach 
George  Schwartz 

Broome  (3) 

Frank  Albert  Baumann 
C.  II.  Berlinghof 
John  A.  Kalb 

Cattaraugus  (1) 

Joseph  A.  Wintermantel 

Cayuga  ( 1 ) 

Alfred  K.  Bates 

Chautauqua  (2) 

Charles  E.  Goodell 
Edgar  Bieber 

Chemung  (2) 

William  T.  Boland 
R.  Scott  Howland 

Chenango  (1) 

A.  K.  Benedict 

Clinton  (1) 

Leo  F.  Schiff 

Columbia  (1) 

John  L.  Edwards 

Cortland  (1) 

George  F.  Nevin 

Delaware  (1) 

Orin  Q.  Flint 

Dutchess  (3) 

Scott  Lord  Smith 
Victor  A.  Bacile 
Clifford  A.  Crispell 


Erie  (8) 

Stephen  A.  Graczyk 
E.  Dean  Babbage 
Donald  R.  McKay 
A.  H.  Aaron 
John  C.  Brady 
Joseph  C.  O’Gorman 
John  T.  Donovan 
Herbert  E.  Wells 

Essex  (1) 

Thomas  R.  Cummins 
Franklin  (1) 

Alfred  A.  Hartmann 
Fulton  ( 1 ) 

S.  C.  Clemans 
Genesee  (1) 

Sidney  McLouth 
Greene  ( 1 ) 

Kenneth  F.  Bott 
Herkimer  (1) 

George  A.  Burgin 
Jefferson  (1) 

Charles  A.  Prudhon 
Kings  (24) 

George  E.  Anderson 
Arthur  E.  Lamb 
Thurman  B.  Givan 
Edwin  A.  Griffin 
Abraham  Koplowitz 
Aaron  Kottler 
Joseph  M.  Li  nett 
Samuel  Lubin 
Abraham  M.  Rabiner 
Robert  E.  Rothenberg 
Irving  J.  Sands 
Charles  W.  Mueller 
Maurice  Morrison 
Louis  Berger 
Benjamin  M.  Bernstein 
Nathan  Brodie 
Irving  M.  Pallin 
Alfred  P.  Ingegno 
Charles  F.  McCarty 
William  Ostrow 
J.  Edward  Hall 
Morris  Weintrob 
Allen  A.  Samwick 
Solomon  Schussheim 

Lewis  (1) 

Edgar  Boggs 
Livingston  (1) 

Gerald  Manley 
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Madison  ( 1 ) 

Felix  Ottaviano 

Monroe  (5) 

Libby  Pulsifer 
Ellis  B.  Soble 
Leonard  Horn 
Charles  S.  Lakeman 
Matthew  E.  Fairbank 

Montgomery  ( 1 ) 

Walter  Dreyfuss 

Nassau  ( 6 ) 

Eugene  H.  Coon 
E.  Kenneth  Horton 
Stephen  F.  Gerde 
Austin  B.  Johnson 
John  M.  Galbraith 
Joseph  G.  Zimring 

New  York  {24) 

David  Lyall 
John  Garlock 
Philip  D.  Allen 
Irving  Leinwand 
Clarence  G.  Bandler 
Samuel  B.  Burk 
J.  Homer  Cudmore 
Gerald  D.  Dorman 
Samuel  Z.  Freedman 
W.  Guernsey  Frey 
Arthur  V.  Greeley 
William  H.  Lewis 
Norton  S.  Brown 
Beverly  C.  Smith 
Alfred  M.  Heilman 
Kenneth  M.  Lewis 
Arthur  M.  Master 
Gervais  W.  MeAuliffe 
Herbert  S.  Ogden 
Madge  C.  L.  McGuinness 
Peter  M.  Murray 
William  B.  Rawls 
Adelaide  Romaine 
W.  Laurence  Whittemore 

Niagara  (2) 

William  A.  Peart 
Guy  S.  Philbrick 

Oneida  (3) 

John  Kelley 
Arthur  Gaffney 
David  H.  MacFarland 

Onondaga  (4) 

L.  W.  Ehegartner 
D.  V.  Needham 
C.  F.  Potter 

W.  W.  Street 

Ontario  {2) 

Philip  M.  Standish 
H.  J.  Knickerbocker 

Orange  (3) 

Theodore  R.  Proper 
J.  Emerson  Noll 

M.  Renfrew  Bradner 

Orleans  (I) 

Walter  F.  Shifton 

Oswego  ( 1 ) 

Olin  Mowry 

Otsego  (!) 

James  Greenough 

Putnam  ( 1 ) 

Henry  Miller 

Queens  {12) 

Alfred  Angrist 
Sol  Axelrad 
William  Benenson 


Frank  J.  Cerniglia 
Meyeron  Coe 
John  E.  Lowry 
Henry  I.  Fineberg 
Benjamin  F.  Glasser 
George  J.  Lawrence 
George  Schaefer 
Ezra  Wolff 
Tobias  M.  Watson 

Rensselaer  {2) 

Gilbert  A.  Clark 
Richard  P.  Doody 

Richmond  (3) 

Walter  T.  Heldmann 
Stanley  C.  Pettit 
Nello  Nepola 

Rockland  {2) 

G.  Gordon  Knight 
Edwin  O'Dowd 

St.  Lawrence  (1) 

Thomas  M.  Watkins 
Saratoga  (!) 

Joseph  L.  Kiley 
Schenectady  {2) 

James  M.  Blake 
Ralph  E.  Isabella 

Schoharie  ( 1 ) 

David  Beard 
Schuyler  (/) 

Fritz  Landsberg 
Seneca  ( 1 ) 

Stanley  Folts 
Steuben  (I) 

W.  J.  Tracy 
Suffolk  (3) 

Sol  Shlimbaum 
Morris  W.  Molinoff 
John  L.  Sengstack 

Sullivan  ( 1 ) 

Harry  Golembe 

(registered  as  district 
delegate) 

Tioga  {1) 

A.  J.  Capron 
Tompkins  {1) 

Leo  P.  Larkin 
Ulster  {2) 

Edward  F.  Shea 
Eugene  F.  Galvin 

Warren  ( 1 ) 

Morris  Maslon 
Washington  (!) 

Walter  S.  Bennett 
Wayne  (I) 

James  H.  Arseneau 
Westchester  (6) 

Ed^win  L.  Harmon 
Reid  R.  Heffner 
Reginald  A.  Higgons 
Henry  E.  McGarvey 
Waring  Willis 
Christopher  Wood 

Wyoming  (/) 

G.  S.  Baker 
Yates  ( 1 ) 

William  G.  Roberts 


Speaker  Andresen:  Are  there  any  in  the  House 
vho  are  entitled  to  vote  who  have  not  voted? 
\re  there  any  others  entitled  to  vote  who  have  not 
/oted? 

. . .There  was  no  response. . . 


Speaker  Andresen:  Everybody  having  voted, 
the  Speaker  declares  the  polls  closed  for  voting. 

We  will  now  proceed  to  further  business. 

. . .While  the  votes  were  being  counted,  the  House 
proceeded  with  business.  . . 

Section  193 

Election  of  Retired  Members 

Speaker  Andresen:  The  Secretary  will  read  the 
list  of  members  who  are  entitled  to  be  elected  re- 
tired members.  We  have  to  vote  for  them. 

Secretary  Anderton  : Mr.  Speaker,  in  order  for 
Dr.  John  L.  Van  de  Mark  to  be  eligible  for  election 
as  a retired  member,  your  Secretary  takes  the 
liberty  to  move  that  this  gentleman’s  State  assess- 
ment for  1950  be  remitted.  The  reason  that  was 
not  done  before  is  that  on  account  of  a clerical  mixup 
his  name  was  not  brought  before  the  Council.  I 
move  that  his  1950  State  assessment  be  remitted. 
Dr.  Samuel  B.  Burk,  New  York:  I second  that. 
. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Secretary  Anderton:  Mr.  Speaker,  I move  that 
the  gentlemen  whose  names  appear  in  the  program 
booklet  on  pages  7,  8,  9,  and  10  be  elected  retired 
members  of  the  Medical  Society  of  the  State  of  New 
V ork  having  been  nominated  by  their  respective 
county  medical  societies,  with  the  exception  of  Dr. 
George  S.  Burns  and  Dr.  Eugene  Kaufmann,  who 
have  died  in  the  interim  between  the  publication  of 
the  list  and  the  date  of  this  meeting: 

Lewis  P.  Addoms,  Greenlawn 

Albert  M.  Beckary,  Indian  Lake 

Merritt  L.  Beers,  Middletown 

Jacques  M.  Behar,  Bronx 

Dan  S.  Bellinger,  North  Tonawanda 

Lester  Betts,  Schenectady 

Albert  S.  Blau,  Forest  Hills 

Joseph  E.  Braunstein,  Brooklyn 

Albert  E.  Brennan,  Buffalo 

Charles  V.  Brooks,  Buffalo 

Gustav  Bucky,  New  York  City 

William  A.  Buecheler,  Syracuse 

John  J.  Buettner,  Syracuse 

John  E.  Burke,  Schenectady 

T.  Craig  Burns,  Buffalo 

Paul  C.  Campbell,  Buffalo 

George  H.  Clark,  Bradenton  Beach,  Florida 

Kent  S.  Clark,  Schenectady 

Henry  E.  Clarke,  Glens  Falls 

T.  Wood  Clarke,  Utica 

Vincent  Cocuzza,  New  York  City 

Herman  R.  Cohen,  Bronx 

Jay  R.  Conklin,  Philmont 

Patrick  V.  Costello,  Brooklyn 

Alvah  R.  Davignon,  Loudonville 

William  J.  Delaney,  Northport 

Isidor  Dicker,  New  York  City 

George  H.  Dill,  Lima 

George  Draper,  New  York  City 

Rudolf  R.  Ehrmann,  New  York  City 

Ten  Eyck  Elmendorf,  New  York  City 

Albert  Arthur  Epstein,  New  York  City 

John  H.  Evans,  Buffalo 

Henry  Field,  Herkimer 

William  L.  Fodder,  Schenectady 

James  E.  Gage,  Utica 

Albert  H.  Garvin,  Buffalo 

David  H.  M.  Gillespie,  New  York  City 

Elizabeth  Van  R.  Gillette,  Schenectady 

Samuel  Gitlow,  Miami  Beach,  Florida 

Emil  Glas,  New  York  City 

Guy  Granger,  Mayville 

Sara  E.  Green,  • Elmira 

John  E.  Groff,  Rome 

S.  Tracey  Hamilton,  Elmira 

Arthur  A.  Hardy,  Mount  Vernon 

James  Aitken  Harrar,  Delhi,  Ontario,  Canada 

Frank  Ross  Haviland,  Syracuse 

Morrison  LeRoy  Haviland,  Glens  Falls 

Norman  L.  Hawkins,  Watertown 

Ross  D.  Helmer,  Jordanville 

Rudolph  F.  Herriman,  Bayport 

Frank  B.  Hoefle,  Brooklyn 

Gerard  Kasper,  Brooklyn 

Frank  P.  Knowlton,  Syracuse 
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Samuel  Kulkin,  New  York  City 
Ralph  I.  Lloyd,  Brooklyn 
H.  Clifton  Luke,  Southold 
George  D.  Lynch,  Syracuse 
Leo  A.  Lynch,  Brooklyn 
George  Canfield  Lyons,  Larchmont 
Stephen  A.  Mahady,  Utica 
William  H.  Mansperger,  Buffalo 
Jesse  D.  Mars,  Florida 
Frank  B.  Maynard,  Rochester 
Edward  J.  McEntee,  Brooklyn 
John  F.  McGarrahan,  Cohoes 
John  J.  McGrath,  New  York  City 
William  A.  Moulton,  Candor 
Garry  Mount,  Rochester 

Alban  E.  Munson,  Santa  Barbara,  California 

Joseph  Darwin  Nagel,  East  Port  Chester,  Connecticut 

Josephine  B.  Neal,  New  York  City 

Leon  G.  Ogden,  Holley 

Edmund  H.  Parizot,  Pearl  River 

Frederick  J.  Parmenter,  Buffalo 

Frederick  W.  Parsons,  New  York  City 

Erasmus  A.  Pond,  Brooklyn 

Frank  Preston,  Binghamton 

Leopold  Prinz,  New  York  City 

Nathan  H.  Rachlin,  Brooklyn 

Henry  Reiss,  Bronx 

Ardeen  E.  Richmond,  Wayland 

Joseph  Roby,  Rochester 

Max  M.  Rosenberg,  New  York  City 

Clark  G.  Rossman,  Hudson 

Arthur  G.  Sage,  Buffalo 

Stanley  W.  Sayer,  Gouverneur 

Orville  H.  Schell,  New  Rochelle 

Constant  E.  Schradieck,  Philadelphia,  Pennsylvania 

Henry  C.  Sears,  Binghamton 

Frederick  Seilheimer,  Buffalo 

Robert  Severance,  Staten  Island 

Isadore  M.  Shapero,  Rochester 

Harry  M.  Shapiro,  Bronx 

Robert  W.  Shearman,  Brooklyn 

Herbert  A.  Smith,  Buffalo 

William  A.  Sprenger,  Brooklyn 

Herbert  N.  Squier,  New  Hartford 

Moses  A.  Stivers,  Middletown 

Norman  T.  Stone,  Walden 

C.  A.  Sweet,  Yonkers 

C.  C.  Sweet,  Ossining 

John  B.  Talmage,  Carmel 

Max  Taschman,  New  York  City 

W.  Pierce  Taylor,  Buffalo 

Joseph  S.  Thomas,  Flushing 

Luther  A.  Thomas,  Painted  Post 

Ira  P.  Trevett,  Lackawanna 

Harry  R.  Trick,  Buffalo 

Ernest  Tutschulte,  Monroe 

Willard  H.  Veeder,  Geneseo 

Alfred  R.  Warner,  Schenectady 

Sherwood  V.  Whitbeck,  Hudson 

Chester  F.  S.  Whitney,  New  York  City 

Boris  Whynman,  New  York  City 

John  R.  Williams,  Sr.,  Rochester 

Raphael  J.  Wren,  Ossining 

Max  Einhorn,  New  York  City 

John  F.  Erdmann,  New  York  City 

Herman  Levinsohn,  New  York  City 

Herman  O.  Mosenthal,  New  York  City 

Edward  N.  Roeser,  New  York  City 

DeWitt  Stetten,  New  York  City 

Herman  O.  Wolff,  New  York  City 

Dr.  Gervais  W.  McAuliffe,  New  York:  I 

second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Speaker  Andresen:  They  are  declared  elected 
as  retired  members. 

Secretary  Anderton:  Mr.  Speaker,  in  addition 
the  following  have  been  nominated  by  their  respec- 
tive county  medical  societies  since  publication  of  the 
program: 

Herbert  O.  Brust,  Syracuse 
Kathleen  Buck,  Rochester 
G.  Kirby  Collier,  Rochester 
Lawrence  F.  Drumm,  Utica 
Irving  L.  Farr,  Brier  Hill 
Bruno  S.  Harwood,  Syracuse 
Julius  Hauser,  Canandaigua 
Frederick  H.  Knoff,  Syracuse 
Henry  Lipsett,  Rochester 
Henry  F.  Mace,  Albany 
Thomas  H.  McGrail,  Albany 
William  G.  Muench,  Syracuse 
Ira  M.  Olsan,  Rochester 


Vernon  M.  Parkinson,  Dolgeville 
Edward  C.  Reifenstein,  Syracuse 
Harold  L.  St.  John,  Rochester 
Albert  G.  Swift,  Syracuse 
Peter  C.  Ten  Eyck,  Syracuse 
Raymond  F.  Wafer,  Rochester 
George  H.  Whipple,  Rochester 
David  Wolin,  Rochester 
John  L.  Van  de  Mark,  Rochester 
Puzant  Donikian,  Forest  Hills 

I move  that  they  be  elected  to  retired  membership. 
Dr.  Benjamin  M.  Bernstein,  Kings:  I second 
it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Speaker  Andresen:  They  are  declared  elected 
retired  members. 

Section  194 

Report  of  Committee  on  Prize  Essays 

Speaker  Andresen:  We  are  supposed  to  get  a 
report  from  the  Special  Committee  on  Prize  Essays, 
of  which  Dr.  Norman  S.  Moore  is  chairman.  Is 
Dr.  Moore  here? 

. . .There  was  no  response.  . . 

( No  -papers  were  submitted.) 

Section  195 

Presentation  of  Dr.  Arthur  J.  Bedell  to  the  House 

Speaker  Andresen:  It  is  now  my  pleasure  to 
present  to  you  one  of  our  oldest  members,  a man 
who  has  yesterday  been  fifty  years  in  the  practice 
of  medicine,  and  who  has  been  a member  of  this 
House  for  forty-five  years,  Dr.  Arthur  J.  Bedell, 
of  Albany.  ( Applause ) 

. . .The  audience  arose  and  applauded  as  Dr. 
Arthur  J.  Bedell  came  to  the  podium  . . . 

Dr.  Arthur  J.  Bedell,  Past-President:  Mr. 
Speaker  and  gentlemen  of  the  House,  vou  over- 
whelm me,  just  because  of  my  senility  t suppose, 
but  let  me  call  it  chronologic  not  tissue  age. 

In  1906  I was  first  elected  a delegate  to  the  Medi- 
cal Society  of  the  State  of  New  York.  May  1,  1901, 
I graduated  from  medicine  and  have  been  closely 
associated  with  organized  medicine  all  these  years; 
therefore,  perhaps  you  will  pardon  me  if  I look  back 
and  then  look  forward  and  ask  consideration  of  one 
of  our  present-day  trends.  I fully  appreciate  that 
I am  treading  on  soft  ground;  nevertheless  I feel 
that  the  time  has  arrived  when  you  should  become 
solvent.  You  should  not  follow  the  procedures  of 
Washington  but  should  pay  your  debts  as  you  incur 
them.  You  should  not  borrow  money.  You 
should  reduce  expenses,  and  it  seems  to  me  the  most 
logical  place  for  the  first  reduction  is  in  the  Public 
Relations  Committee,  which  as  far  as  I am  con- 
cerned matters  very  little.  Their  expensive  reports 
do  not  greatly  influence  public  opinion. 

I am  not  going  to  talk  with  you  a long  time,  but 
I assure  you,  gentlemen,  it  is  a great  pleasure  to 
look  about  and  see  some  of  my  friends.  In  sadness 
I miss  the  one  to  whom  you  have  already  paid 
tribute,  one  whom  you  and  I will  miss  more  and 
more  as  the  years  go  by,  Dr.  James  F.  Rooney. 
There  has  never  been  a man  in  this  House  more 
interested  in  the  welfare  of  the  public  and  the  physi- 
cian. His  whole  life  was  one  of  devotion  to  medi- 
cine. 

Mr.  Speaker,  I thank  you  for  the  opportunity  of 
coming  up  here  for  the  purpose  of  expressing  my 
personal  regard  for  the  late  Dr.  James  F.  Rooney. 
Thank  you!  ( Applause ) 

Speaker  Andresen:  Thank  you,  Dr.  Bedell. 
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Section  196 

Introduction  of  President-Elect 

Speaker  Andresen:  I would  now  like  to  intro- 
duce to  you  your  new  President-Elect,  Dr.  Edward 
i T.  Wentworth. 

Dr.  Wentworth,  will  you  come  up  and  say  a 
few  words? 

. . .The  audience  arose  and  applauded  as  Dr. 
Edward  T.  Wentworth  came  up  to  the  podium.  . . . 

Dr.  Edward  T.  Wentworth:  Mr.  Speaker, 

ladies  and  gentlemen,  in  my  book  the  privilege  of 
serving  a profession  and  an  organization  within  that 
profession  which  enriches  our  lives  as  does  the  pro- 
fession of  medicine  is  the  all-important  thing.  The 
title  under  which  one  serves  is  a very  minor  matter, 
i I am  singularly  devoid  of  elation  or  depression,  of 
euphoria  or  malaise,  about  this  change  of  title.  A 
man  does  not  change  with  a title.  Such  service  as 
\ I have  been  able  to  render  this  organization  and  this 
profession,  I shall  continue  to  render  as  long  as  I 
am  able.  When  I get  home,  and  my  wife  finds  out 
about  this  though,  I shall  have  definite  emotions. 

*1  don’t  think  they  will  be  of  elation  or  of  euphoria. 
Thank  you!  {Applause) 

Speaker  Andresen:  I wish  you  luck,  Dr.  Went- 
i|  worth,  when  you  get  home.  He  has  kept  this 
ij  whole  thing  from  his  wife  so  far.  ( Laughter ) 

!l  Section  197 

Presentation  of  Vice-President 

Speaker  Andresen:  It  now  gives  me  great 
pleasure  to  introduce  to  you  your  new  Vice-Presi- 
! dent,  Dr.  Leo  F.  Schiff. 

Dr.  Schiff,  will  you  come  to  the  platform  and  say 
a few  words? 

1 See  how  humble  our  junior  officers  are?  They 
have  taken  seats  way  in  the  rear  of  the  room. 

. . .The  audience  arose  and  applauded  as  Dr. 
Schiff  came  to  the  podium.  . . 

Dr.  Leo  F.  Schiff:  Fellow  delegates,  I assure 
you  I appreciate  deeply  the  honor  that  you  have 
■ bestowed  upon  me.  Most  of  you  know  me  for  a 
*!  great  many  years.  I can  assure  you  that  I shall 
continue  to  keep  the  interests  of  our  medical  pro- 
I fession  in  this  State  close  to  my  heart,  and  I shall 
give  to  you  the  best  that  I have  to  give. 

I thank  you.  ( Applause ) 

Speaker  Andresen:  Thank  you,  Dr.  Schiff. 

Il  Section  198 

Sending  Greetings  to  Dr.  Nathan  B.  Van  Etten 

Speaker  Andresen:  I think  we  have  all  very 
greatly  missed  the  presence  of  one  who  has  always 
been  with  us.  The  former  president  of  the  American 
Medical  Association  has  been  sitting  in  this  House 
of  Delegates  for  a great  many  years.  I refer  to  Dr. 
Nathan  Van  Etten.  I would  like  to  entertain  a 
motion  to  send  him  a word  of  greeting. 

Secretary  Anderton:  I so  move. 

Dr.  Scott  Lord  Smith,  Dutchess:  I second  it. 

. . .The  motion  was  carried  by  acclamation.  . . 
Speaker  Andresen:  Will  the  Secretary  please 
send  greetings  and  tell  him  by  unanimous  standing 
vote  we  send  him  these  greetings? 

Secretary  Anderton:  Yes,  sir. 
w Speaker  Andresen:  We  will  now  proceed  to 
hear  from  any  other  reference  committees  which 
have  not  reported. 

Section  199 

Report  of  Reference  Committee  on  Constitution  and 
Bylaws 


Dr.  Charles  A.  Prttdhon,  Jefferson:  Mr. 

Speaker  and  delegates,  the  Reference  Committee 
on  Constitution  and  Bylaws  recommends  the  ac- 
ceptance of  the  Report  of  the  Council  Committee 
on  Constitution  and  Bylaws. 

We  bring  to  the  notice  of  the  House  the  Council 
Committee’s  recommendation  that  the  word  “Vice- 
Chairman”  be  inserted  after  the  word  “Chairman” 
in  Chapter  12,  Section  1 of  the  Bylaws.  This  con- 
stitutes a notice  of  the  proposed  amendment  to  the 
Bylaws. 

I move  the  adoption  of  this  portion  of  the  report. 
Speaker  Andresen:  There  are  two  parts  to 
that.  One  is  that  you  approve  of  their  report, 
which  we  can  vote  on,  and  the  other  is  simply  a 
notice  of  amendment,  which  we  don’t  vote  on  today. 
So  we  will  accept  the  notice  of  amendment,  and  will 
somebody  second  the  recommendation  to  accept 
the  report? 

Dr.  Frederick  A.  Wurzbach,  Bronx:  I second 
it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  200  ( See  20) 

Report  of  Reference  Committee  on  Constitution  and 
Bylaws:  Nominating  Committee  Meeting  of  the 
Medical  Society  of  the  State  of  New  York 

Dr.  Charles  A.  Prudhon,  Jefferson:  Concern- 
ing the  resolution  introduced  by  Dr.  Frederick  A. 
Wurzbach,  of  the  Bronx  County  Medical  Society, 
subject,  “Nominating  Committee  Meeting  of  the 
Medical  Society  of  the  State  of  New  York”: 

“Resolved,  that  the  Secretary  of  the  Medical 
Society  of  the  State  of  New  York  or  the  properly 
delegated  official  be  instructed  to  notify  thie 
secretary  of  each  county  medical  society  one 
month  in  advance  the  date  of  the  meeting  of  the 
Nominating  Committee.” 

This  Reference  Committee  approves  of  the 
resolution  and  moves  its  adoption. 

Dr.  James  A.  Lynch,  Bronx:  I second  it. 

Dr.  Ezra  Wolff,  Queens:  I should  like  to  amend 
that  to  include  that,  in  addition  to  the  notice  of  a 
meeting  of  the  Nominating  Committee,  the  secretary 
of  the  Nominating  Committee  request  the  secretary 
of  each  county  society  to  forward  the  names  of  any 
potential  candidates  for  office  from  that  society. 
Dr.  Morris  Weintrob,  Kings:  I second  that. 
Speaker  Andresen:  Is  there  any  discussion  of 
that  amendment?  Do  you  wish  to  discuss  it,  Mr. 
Chairman? 

Dr.  Prudhon:  No. 

. . .The  amendment  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Speaker  Andresen:  The  amendment  has  been 
carried,  so  we  will  now  vote  on  the  recommendation 
as  amended. 

. . .There  being  no  discussion,  the  motion  as 
amended  was  put  to  a vote  and  was  unanimously 
carried. . . 

Dr.  Prudhon  : I move  the  adoption  of  the  report 
as  a whole,  as  amended. 

Dr.  W.  Laurence  Whittemore,  New  York: 
I second  it. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Speaker  Andresen:  We  thank  you.  Dr.  Prud- 
hon. 

Are  there  any  more  reports  of  reference  commit- 
tees? 

. . .There  was  no  response.  . . 
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Speaker  Andresen:  We  cannot  allow  any  more 
resolutions,  thank  the  Lord. 

If  there  are  no  more  reports  of  reference  com- 
mittees, we  are  through  with  that  part. 

Section  201 

Appointment  of  Public  Relations  Bureau  Director 
to  A.M.A.  Advisory  Committee 

Speaker  Andresen:  We  hear  a great  deal  of 
comment  about  our  Public  Relations  Bureau,  and 
I have  here  a letter  which  I think  is  very  nice  and 
which  I would  like  to  read  to  you.  It  is  addressed 
to  Mr.  Frederick  W.  Miebach,  who  is  director  of  the 
Public  Relations  Bureau  of  the  Medical  Society  of 
the  State  of  New  York.  It  comes  from  Dr.  George 
F.  Lull,  secretary  and  general  manager  of  the 
American  Medical  Association: 

“Dear  Mr.  Miebach: 

“At  a recent  meeting  of  the  Board  of  Trustees  of  the 
American  Medical  Association  an  Advisory  Committee 
to  the  Director  of  the  Public  Relations  Department  was 
authorized.  The  Board  of  Trustees  has  appointed  you  as 
a member  of  the  Advisory  Committee  for  a period  of  one 
year.  The  other  members  of  the  Committee  are  as 
follows: 

Mr.  Harvey  T.  Sethman,  Executive  Secretary,  Colorado 
State  Medical  Society,  Denver,  Colorado 
Mr.  Charles  S.  Nelson,  Executive  Secretary,  Ohio  State 
Medical  Association,  Columbus,  Ohio 
Mr.  Ray  E.  Smith,  Executive  Secretary,  Indiana  State 
Medical  Association,  Indianapolis,  Indiana 
Mr.  Hugh  W.  Brenneman,  Public  Relations  Counsel, 
Michigan  State  Medical  Society,  Lansing,  Michigan 
Mr.  John  Hunton,  Executive  Secretary,  California 
Medical  Association,  San  Francisco,  California 
Mr.  Richard  H.  Graham,  Executive  Secretary,  Oklahoma 
State  Medical  Association,  Oklahoma  City,  Oklahoma 
Mr.  Charles  H.  Crownhart,  Secretary,  State  Medical 
Society  of  Wisconsin,  Madison,  Wisconsin 
“It  is  sincerely  hoped  that  you  will  accept  this  appoint- 
ment on  the  Advisory  Committee  and  that  you  will  so 
notify  me  at  your  earliest  convenience. 

“An  organizational  meeting  will  be  held  at  the  Hotel 
Traymore  in  Atlantic  City  at  9 a.m.,  Sunday,  June  10, 
1951.  It  is  thought  that,  as  all  of  the  members  of  the 
Committee  probably  will  be  at  the  Atlantic  City  session, 
the  Committee  can  get  organized  there  and  later  on  can 
meet  in  Chicago  for  a business  session. 

“Very  sincerely  yours, 
/s/  George  F.  Lull.” 

This  is  read  for  your  information  to  show  you 
that  our  Public  Relations  Bureau,  and  particularly 
its  director,  Mr.  Miebach,  are  being  appreciated 
generally  in  this  country.  ( Applause ) 

This  morning  I made  my  first  effort  at  collecting 
some  money  for  a fund,  and  I am  afraid  it  has  been 
a good  deal  of  a failure.  I hope  that  a few  more  will 
respond.  I think  only  one  check  has  been  received, 
is  that  right? 

Secretary  Anderton:  Ten  checks  so  far. 
Speaker  Andresen:  Ten  checks  have  been  re- 
ceived in  addition  to  the  two  I spoke  about  before. 
I hope  that  more  of  you  will  contribute  to  this.  I 
did  not  invite  an  orator  here  to  inflame  you  to  the 
point  where  you  would  pay.  You  all  realize  the 
importance  of  this  campaign  to  American  medicine, 
and  the  Foundation  has  been  established  so  that 
you  can  deduct  whatever  you  put  into  it  from  your 
income  tax  as  one  of  the  donations  to  a charity, 
so  that  I hope  there  will  be  some  more  that  will  come 
up  here  and  give  this  young  lady  a check,  or  cash, 
or  an  I.O.U. 

Section  202 

Vote  of  Appreciation  to  Speaker 

Dr.  Floyd  S.  Winslow,  Councillor:  Mr.  Vice- 
Speaker  and  members  of  the  House  of  Delegates,  as 
I understand  it  this  is  the  last  session  at  which  our 


present  Speaker,  Dr.  Andresen,  will  preside.  During 
the  sessions  under  his  administration  medicine  has 
advanced  materially  and  substantially  throughout 
the  State  of  New  York,  and  I move  that  this  House 
of  Delegates  extend  to  him  a vote  of  appreciation 
and  gratitude  for  the  ability  and  the  prudence  that 
he  has  exercised  in  conducting  the  sessions  of  our 
organization  throughout  his  career. 

. . .The  motion  was  seconded  from  various  parte 
of  the  House  and  was  carried  by  acclamation.  . . 

Speaker  Andresen:  Thank  you  very  much  for 
this  spontaneous  expression.  I realize  it  was  not 
deserved.  I hope  your  new  Speaker  will  be  able 
to  make  out  better  than  I know  I did.  Really,  I am 
too  full  for  utterance  to  express  my  appreciation  of 
this  wonderful  applause  which  I got. 

Vote  of  Thanks  for  Scientific  Program  Subcommittee 

Dr.  Samuel  B.  Burk,  New  York:  The  progress 
of  medicine  has  already  been  touched  upon,  and  I 
dare  say  that  the  Scientific  Program  Subcommittee 
on  Room  Assignment  and  Equipment,  headed  by 
Dr.  Samuel  Sanes,  and  of  which  Drs.  Michael  H. 
Barone,  Franklin  C.  Farrow,  L.  Maxwell  Loekie, 
and  Anthony  Manzella,  all  of  Buffalo,  are  members, 
are  to  be  commended  upon  their  very  wonderful 
program  that  they  have  conducted  for  the  edifica- 
tion and  instruction  of  the  members  of  the  Medical 
Society  of  the  State  of  New  York,  which  went  into 
session  one  day  later  than  our  session  and  will  con- 
tinue through  Friday.  I move  you,  sir,  that 
they  receive  an  expression  of  commendation  from 
the  House  of  Delegates  to  be  transmitted  to  them 
because  of  their  efforts. 

Speaker  Andresen:  May  I add  the  name  of 
another  man  who  arranged  the  entire  scientific 
program,  and  that  is  Dr.  Alfred  P.  Ingegno,  who  is 
a member  of  this  House. 

Dr.  Burk:  I will  be  very  glad  to  accept  that, 
because  I did  not  have  that  name  on  my  list. 

Dr.  Samuel  Z.  Freedman,  New  York:  I second 
that. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Speaker  Andresen:  We  will  extend  that  mes- 
sage to  the  men  who  were  mentioned. 

Section  204 

Vote  of  Thanks  to  Committee  on  Arrangements 

Dr.  John  L.  Edwards,  Columbia:  Mr.  Speaker 
and  members  of  the  House  of  Delegates,  I wish  at 
this  time  to  make  a motion  extending  our  thanks 
and  appreciation  to  the  Committee  on  Arrange- 
ments, who  provided  so  splendidly  for  our  meeting 
here. 

Dr.  Leo  F.  Simpson,  Past- President:  I second 
that. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  205 

Vote  of  Thanks  to  Exhibits  Committee 

Dr.  Orin  Q.  Flint,  Delaware:  I should  like  to 
move  that  we  extend  our  thanks  to  the  Exhibits 
Committee  and  give  them  a word  of  praise  for  their 
efforts. 

Dr.  Thomas  McCarthy,  Bronx:  I second  that. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  206 

Vote  of  Thanks  to  Hotel  Management 
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Dr.  Fenwick  Beekman,  Trustee:  Mr.  Speaker 
and  members  of  the  House  of  Delegates,  I move 
that  the  House  of  Delegates  extend  a vote  of  thanks 
to  the  management  of  the  Hotel  Statler  for  the 
efficient  and  thorough  manner  in  which  they  have 
made  it  possible  for  this  successful  meeting  of  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York. 

Dr.  Gut  S.  Philbrick,  Niagara:  I second  that. 
. . .There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Speaker  Andresen:  That  message  will  be  con- 
veyed by  Dr.  Anderton. 

Section  207 

Vote  of  Thanks  to  Mr.  Harold  Jarvis 

Secretary  Anderton:  Mr.  Speaker,  may  I 

move  that  this  House  of  Delegates  extend  a vote  of 
thanks  to  Mr.  Harold  Jarvis,  executive  secretary  of 
the  Medical  Society  of  the  County  of  Erie,  for  his 
many  acts  in  helping  to  make  this  convention  a suc- 
cess. The  reason  I move  it  that  way  is  because  Mr. 
Jarvis  has  done  a lot  of  work  for  several  weeks  in 
helping  to  make  this  convention  a success,  prepar- 
ing details  for  the  banquet  tonight,  helping  to  ar- 
range the  seating  list  at  the  dais,  and  one  hundred 
and  one  other  details  that  have  been  thrust  on  his 
shoulders,  which  he  has  carried  through  and  exe- 
cuted with  the  greatest  degree  of  efficiency. 

Dr.  Kenneth  M.  Lewis,  New  York:  I second 
that  motion. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  208 

Vote  of  Thanks  to  General  Manager  and  Secretary 
and  to  Employes 

Dr.  J.  Stanley  Kenney:  While  all  these  sincere 
thanks  to  everybody  and  everyone  are  being  meted 
out,  I think  it  would  be  very  proper  to  express  a 
vote  of  thanks  to  our  general  manager  and  secre- 
tary, Dr.  Anderton,  Miss  Dougherty,  Miss  Flood, 
and  to  all  of  the  ladies  of  the  State  Society’s  busi- 
ness office  who  have  come  up  here  and  given  of  their 
time  freely  and  have  been  responsible  for  expediting 
I the  work  of  this  House.  I would  like  to  make  that 
I amotion. 

Dr.  G.  B.  Gilmore,  Bronx:  I second  that. 

. . .The  motion  was  carried  amid  applause.  . . 
Speaker  Andresen:  Are  there  any  other  motions 
or  any  further  business? 

Section  209 

Authorization  to  Secretary  to  Edit  Minutes 

Secretary  Anderton:  Air.  Speaker,  I am  re- 
minded that  it  is  in  order  to  move  that  the  Secretary 
be  empowered  to  edit  the  minutes.  As  you  re- 
member, our  minutes  are  published  in  a special  sec- 
tion of  the  New  York  State  Journal  of  Medicine. 

I don’t  believe  they  will  need  very  much  editing 
this  year.  I have  not  heard  a single  cuss  word,  but, 
gentlemen,  your  Secretary  would  appreciate  your 
authorizing  him  to  use  what  judgment  he  has  in 
editing  them. 

Dr.  Samuel  B.  Burk,  New  York:  I so  move. 

Dr.  Scott  Lord  Smith,  Dutchess:  I second  that. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  210 

Closing  Remarks  of  Speaker 

Speaker  Andresen:  Before  adjourning  the 


House,  I wish  again  to  express  my  appreciation  for 
the  courtesy  and  cooperation  you  have  shown  to  me 
during  this  strenuous  session.  Although  we  had 
some  heated  discussion,  although  some  decisions 
were  necessarily  close,  we  can  all  congratulate  our- 
selves on  having  completed  our  work  so  rapidly  and 
in  such  an  orderly  manner.  I don’t  think  we  have 
ever  finished  as  early  as  we  are  finishing  today. 

The  work  of  the  reference  committees  was,  as 
usual,  outstanding  and  did  the  most  to  contribute 
to  our  successful  completion  of  our  program.  I 
thank  them  and  particularly  their  chairmen  for 
their  cooperation. 

Particular  thanks  are  due  to  those  whose  patient, 
painstaking  work  throughout  the  past  year  have 
made  this  meeting  possible.  Our  Secretary,  Dr. 
Anderton,  and  our  executive  assistant,  Aliss  Dough- 
erty, and  her  efficient  staff,  and  our  Production 
Editor,  Aliss  Alvina  Rich  Lewis,  have  not  only 
worked  for  us  all  year,  but  without  their  calm,  re- 
sourceful help  this  meeting  could  not  have  func- 
tioned so  well.  I am  extremely  grateful  for  their 
assistance.  The  superb  recording  of  our  minutes 
by  Airs.  Grimm  also  deserves  special  praise  and 
appreciation. 

Aly  job  as  Speaker  has  been  made  much  easier  in 
the  past  two  sessions  because  of  the  constant  help 
and  encouragement  given  me  by  our  new  Speaker. 
When  I became  your  Speaker,  it  was  due  to  the  fact 
that  our  previous  Speaker,  Dr.  Sullivan,  had  died 
suddenly  a short  time  before  the  meeting,  before  he 
had  functioned  as  Speaker  and  before  I had  sat  in 
with  him  as  Vice-Speaker.  Our  officers  have  de- 
veloped a custom  of  sudden  death,  and  I hardly 
expected  to  survive  five  years  as  I have  done.  I 
am  very  much  pleased  to  be  alive,  though  decrepit, 
so  that  I can  personally  introduce  to  you  my  suc- 
cessor, Dr.  Frederic  Holcomb,  your  new  Speaker. 

Dr.  Holcomb,  I wish  you  the  greatest  success  in 
your  new  job.  (Applause) 

Dr.  Frederic  Holcomb:  Thank  you. 

Section  211 

Remarks  by  New  Speaker 

Dr.  Frederic  Holcomb:  I would  like  at  this 
time  to  express  my  thanks  for  your  confidence  in 
me  in  allowing  me  to  follow  in  Dr.  Andresen’s  foot- 
steps. I promise  you  that  I shall  be  as  impartial 
as  my  good  nature  allows.  Again,  I thank  you  for 
the  confidence  which  you  have  shown  in  me. 
(Applause) 

Dr.  Samuel  B.  Burk,  New  York:  Mr.  Speaker, 

I move  that  these  comments  that  have  just  been 
presented  be  spread  upon  the  minutes  of  our  meet- 
ing and  become  a part  of  them. 

Dr.  Moses  H.  Krakow,  Bronx:  I second  that. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carriec. . . 

Section  212 

Announcements 

Speaker  Andresen:  We  will  now  have  to  wait 
five  minutes , for  the  results  of  the  election.  We 
have  not  provided  any  othe>  entertainment  for  you. 

I want  to  call  your  attention  agan  to  tho" im- 
portance of  attending  che  technical  exhibits  and 
getting  your  names  on  some  of  those  pads  they  have 
there.  The  people  that  come  and  make  exhibits 
love  to  have  these  names  to  show  they  have  talked 
to  doctors  about  their  problems. 

I don’t  need  to  mention  that  we  are  having  a 
wonderful  scientific  program.  The  section  meet- 
ings and  the  scientific  exhibits  are  all  of  first  grade. 
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I don’t  think  there  is  another  medical  society  in  the 
country,  except  the  American  Medical  Association, 
that  has  anything  to  equal  them.  I would  like  to 
remind  you  to  go  to  some  of  those  meetings. 

Again,  if  you  have  already  contributed  to  the 
Foundation,  and  have  some  money  left,  buy  a 
ticket  for  the  dinner  tonight. 

If  anybody  has  any  thoughts  he  would  like  to  ex- 
press, this  is  the  time  to  do  it. 

Dr.  Anderton  just  reminds  me  that  if  you  have 
been  elected  an  A.M.A.  delegate,  you  are  in  honor 
bound  to  attend  those  meetings  unless  you  are 
seriously  ill  or  something  else  prevents  you  from 
going  there.  It  is  necessary  for  you  to  be  there  at 
the  A.M.A.  Convention  and  House  of  Delegates 
and  then  sign  in  at  the  door  each  day.  You  are  not 
given  credit  for  being  there  unless  you  sign  in.  The 
State  Society  pays  their  expenses  to  the  meeting 
and  expects  all  delegates  to  be  there. 


Section  213 

Thanks  to  Legal  Counsel 

Secretary  Anderton:  I move  this  House  vote 
thanks  and  appreciation  to  Mr.  William  F.  Martin, 
our  counsel,  who  has  been  so  helpful  during  these 
deliberations. 

Dr.  John  L.  Edwards,  Columbia:  I second  that. 

. . .There  being  no  discussion,  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Speaker  Andresen:  Mr.  Martin,  the  House 

just  extended  to  you  a vote  of  thanks  for  your 
assistance  at  this  meeting.  Do  you  wish  to  say  a 
few  words?  I know  that  lawyers  always  like  to 
talk. 

Dr.  Samuel  Z.  Freedman,  New  York:  Not  if 
you  don’t  pay  them.  ( Laughter ) 

.Mr.  William  F.  Martin:  The  last  time  I talked 
to  a group  was  at  quarter  of  two  in  the  morning. 
It  is  much  more  refreshing  at  this  hour.  I want  to 
express  my  thanks  to  all  of  the  doctors  here  not 
only  for  the  help  they  have  given  me  at  this  meeting 
but  for  the  help  they  have  given  me  in  all  of  our 
activities  during  the  past  year.  Also  I want  to 
pledge  the  help  of  myself  and  my  staff  in  any  prob- 
lems that  you  have  in  the  forthcoming  years.  I 
am  very  grateful  for  your  consideration  and  co- 
operation. ( Applause ) 

Speaker  Andresen:  We  will  recess  for  ten 

minutes. 

. . .Recess. . . 

Speaker  Andresen:  Will  the  House  please  come 
to  order  and  listen  to  the  report  of  Dr.  Charles 
McCarty  for  the  tellers. 


Section  214  ( See  192) 

Results  of  Elections 


Dr.  Charles  F.  McCarty,  Kings:  The  results 
of  the  election  are: 

For  Vice-Speaker 


Howland 63 

Williams 130 


Speaker  Andresen:  Dr.  Williams  is  declared 
elected  Vice-Speaker. 

Congratulations,  Dr.  Williams! 

Dr.  Frederick  W.  Williams,  Bronx:  Thank 
you,  Mr.  Speaker. 

Dr.  McCarty:  Continuing: 

For  Delegates  to  the  A.M.A. 


Kenney 152 

Masterson 133 

Dattelbaum 125 

Murray 120 

Kosmak 107 

Aaron 104 

Azzari 101 

Wentworth 101 

d’Angelo 99 

McGoldrick 90 

DiNatale 89 


That  is  eleven. 

Speaker  Andresen:  These  first  eleven  are  de- 
clared elected  delegates. 

Dr.  McCarty:  Continuing: 

Eggston 88 

Burk 7c 

Geis 72 

Henry 6/ 

Donovan 6 1 

Rawls 62 

Mellon 6( 

Lewis 5( 

Dickson 5f 

Smith 4( 

Hilleboe 4f 


That  is  twenty-two. 

Speaker  Andresen:  Those  are  declared  alter 

nates. 

Dr.  McCarty:  Continuing: 

Coon 41 

Philbrick 3' 

Edwards 2< 


Section  215 

Adjournment 

Speaker  Andresen:  Is  there  any  furthc 

business  to  come  before  the  House?  If  not,  I dt 
clare  the  meeting  adjourned. 

. . .At  11:30  a.m.,  an  adjournment  was  take 
sine  die. . . 
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